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Chemical  New  York’s 
Professional  Billing  Service 
frees  hours  of  valuable  time 
for  your  practice 


With  Chemical  New  York’s 
computerized  Professional 
Billing  Service,  you  can  al- 
most completely  eliminate 
clerical  work,  and  free  hours  of  valuable  time  to  de- 
vote to  your  practice.  All  you  have  to  do  is  have  your 
staff  transmit  each  day’s  transactions  to  us  via  an 
easy-to-use  Data  Transmitter  we  supply.  Then  we  do 
all  the  rest. 

Your  patients’  monthly  bills  are  automatically  pre- 
pared by  computer  and  mailed.  A duplicate  copy  is 
sent  to  you.  Your  patients  then  mail  their  payments 
directly  to  a post  office  box  that  we  operate  in  your 
name.  You  don’t  even  handle  the  checks,  because  they 
are  automatically  processed  and  credited  to  your  ac- 


count every  day,  and  you  get  a notice  of  the  trans- 
actions. 

Each  month,  we  send  you  several  reports  that  give 
you  a quick,  clear,  accurate  picture  of  the  financial 
aspects  of  your  practice.  And  if  you  wish,  we  will 
even  send  reminders  to  those  patients  who  may  be 
late  in  paying  their  bills. 

The  cost  of  our  Professional  Billing  Service  varies 
with  individual  situations,  but  it  is  always  modest. 
And  the  free  time  you  and  your  nurse  gain  through 
the  service  will  more  than  make  up  for  the  small 
amount  that  you  pay  for  it. 

We  would  be  glad  to  show  you  how  Chemical  New 
York  can  make  Professional  Billing  Service  work  for 
you.  Just  call  us  at  770-1532. 
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Age  12-13- not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures -the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.’"  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  "kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  V/i 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  "pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PARKE  DAVIS  i COMPARE  DlfrPl.  AhcJUgtn  tljll 


The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75965 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 


Kapseals* 

Dilantin* 

(diphenylhydantoin 

sodium) 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 




Susceptibility  Results 
Staphylococci 2,3 1 


# OF  CULTURES  YEAR 


% EFFECTIVE 


y^-Hemolytic  Streptococci 2,3,1 


89.5% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /f-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being® 


Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  0 : Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  ah  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
M85-256  (July-Aug.)  1964. 
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Medical  News 


F.D.A.  halts  testing  on  drug 

Clinical  testing  of  the  experimental  drug 
DMSO  (dimethylsulfoxide)  was  discontinued 
recently  by  voluntary  agreement  of  the  drug 
sponsors,  the  Food  and  Drug  Administration, 
U.S.  Department  of  Health,  Education,  and 
Welfare,  announced.  Joseph  F.  Sadusk,  Jr., 
M.D.,  F.D.A.  medical  director,  said  the  action 
was  prompted  by  reports  of  adverse  effects  on 
the  eyes  of  laboratory  animals.  He  said  the 
eye  changes  had  been  observed  by  scientists  at  a 
consulting  laboratory  in  England  and  at  two 
pharmaceutic  company  laboratories  in  the 
United  States. 

-.Telegrams  to  investigators  telling  them  to 
stop  administering  the  drug  have  been  sent  out 
by  the  United  States  drug  firms  who  have  been 
sponsoring  the  research.  Additional  informa- 
tion will  be  provided  by  letter.  There  are 
approximately  1,000  investigators  who  have 
been  testing  the  drug  on  thousands  of  human 
patients. 

DMSO  is  produced  as  an  industrial  solvent 
as  well  as  in  grades  for  medical  research  pur- 
poses. The  Food  and  Drug  Administration 
has  previously  warned  that  attempted  self- 
medication  with  the  material  is  dangerous,  and 
this  warning  was  renewed  today  in  view  of 
widespread  unauthorized  use  of  the  drug. 

Commissioner  George  P.  Larrick  said  that 
interstate  shipment  of  the  material  for  drug  use 
is  now  illegal.  The  drug  sponsors  have  agreed 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


to  a voluntary  discontinuance  of  their  Investi- 
gational New  Drug  applications,  and  this  has 
the  effect  of  making  illegal  all  distribution  of 
DMSO  for  drug  purposes  until  the  question  of 
adverse  effects  on  experimental  animals  has 
been  resolved. 

Personalities 

Elected.  As  officers  of  the  Western  New  York 
Society  of  Internal  Medicine:  Salvatore  R. 

LaTona,  M.D.,  Niagara  Falls,  president;  Julian 
Ascher,  M.D.,  first  vice-president;  Milford 
Maloney,  M.D.,  second  vice-president;  Ellen 
Eckstein  Rudinger,  M.D.,  secretary-treasurer; 
and  Evan  Calkins,  M.D.,  and  Norman  Chassin, 
M.D.,  executive  committee,  all  of  Buffalo. 

Appointed.  Frank  C.  Spencer,  M.D.,  formerly 
professor  of  surgery  at  the  University  of 
Kentucky  College  of  Medicine,  as  George  David 
Stewart  Professor  and  chairman  of  the  Depart- 
ment of  Surgery  at  New  York  University’s 
School  of  Medicine. 

Awarded.  Alexander  Brunschwig,  M.D.,  the 
degree  of  Docteur  Honoris  Causa  from  the 
University  of  Montpellier  in  France  . . . Howard 
A.  Rusk,  M.D.,  director,  Institute  of  Physical 
Medicine  and  Rehabilitation,  New  York  Uni- 
versity Medical  Center,  the  degree  of  Docteur 
Honoris  Causa  from  the  University  of  Rennes 
in  France  . . . Jerome  M.  Schneck,  M.D., 
the  Best  Book  Award  of  The  Society  for  Clinicae 
and  Experimental  Hypnosis  for  his  book  The 
Principles  and  Practice  of  Hypnoanalysis. 


200,000,000 — 

most  of  them  dependents 


The  5 million  children  needed  to  push  the 
United  States  population  over  the  200  million 
mark  should  be  with  us  by  May,  1967.  This 
estimate  by  the  Population  Reference  Bureau  is 
based  on  a combination  of  our  present  rate  of 
increase,  approximately  7,200  each  day. 

One  consequence  of  our  persistent  population 


expansion  is  that  more  than  half  of  all  Americans 
are  now  in  the  dependent  age  groups — less  than 
nineteen  or  more  than  sixty-five  years.  The 
median  age  in  the  U.S.  is  now  28.5  years.  It 
could  drop  to  twenty-five  years  if  our  re  pro- 
ductivity reverts  to  the  higher  postwar  levels. 

The  Bureau  estimates  that  even  with  a 
leveling  off  of  the  birth  rate,  the  number  of 
Americans  will  expand  by  nearly  3 million  a year 
during  the  decades  immediately  ahead.  If 
present  trends  continue,  we  will  reach  a growth 
level  of  5 million  per  year  during  the  last 
decades  of  this  century. 
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Mother  loves  to  see  you  eat. 
To  her,  food  is  Health. 

Food  is  Strength.  Food  is  Love. 
It  never  crosses  her  mind 
that  overweight  children  tend 
to  become  overweight  adults. 
Or  that  all  that  Love  is  going 
to  be  a problem  someday. 
Amid  the  welter  of  confusing 
food  and  fad  claims,  only  you, 
as  a professional,  can  change 
her  thinking.  Not  alone. 


Not  overnight.  But  you  can, 
by  recommending  long-range 
weight  control  through  good 
eating  habits  and  everyday 
nourishing  foods. 

Naturally  balanced  diets  and 
palatable,  nutritious  dairy 
foods  go  together.  They 
always  have. 

Project  Weight  Watch  has 
been  initiated  to  assist  you. 
Its  scope  is  nationwide, 


its  purpose  is  to  focus 
professional  attention  on 
the  problem. 

To  help  you  translate  your 
concern  to  your  patients, 
a portfolio  of  materials 
is  available.  Send  for  it. 
Help  Herbie.  He  can’t 
help  himself. 

National  Dairy  Council 


ns 

PROJECT 

WEIGHT 

WATCH 


Greater  New  York  Program 

Dept.  R-1,  202  E.  44th  St.,  New  York,  N.Y.  10017 


"Eat,  Herbie,  eat. 
Don't  you  want 
to  grow  up 
big  and  strong?" 


Medical  Schools 


Albany  Medical  College 

1965  Honorary  lectureship  award.  Isidor 
S.  Ravdin,  M.D.,  professor  of  surgery,  Univer- 
sity of  Pennsylvania  School  of  Medicine,  has 
been  chosen  by  the  College  to  receive  its  1965 
Honorary  Lectureship  Award. 

The  award  consists  of  an  inscribed  plaque 
and  an  honorarium  and  is  the  College’s  highest 
professional  citation.  The  award  has  been 
given  annually  since  1957  “in  recognition  of 
distinguished  service  to  mankind  in  the  field 
of  science,  medicine,  and  teaching.” 

Cornell  University  Medical  College 

Promotions  and  appointments.  Five  pro- 
motions and  appointments  of  associate  profes- 
sors have  been  approved  by  the  Board  of  Trus- 
tees of  the  University  and  announced  by  Dr. 
John  E.  Deitrick,  Dean.  The  appointments 
are:  William  Cooper,  M.D.,  associate  professor 
of  surgery  (orthopedic);  Robert  H.  Freiberger, 
M.D.,  associate  professor  of  radiology;  James 

L.  German,  III,  M.D.,  associate  professor  of 
anatomy;  Raymond  Houde,  M.D.,  associate 
professor  of  medicine;  and  Richard  M.  Torack, 

M. D.,  associate  professor  of  pathology. 

Named  chairman  of  addiction  committee. 

Donald  B.  Louria,  M.D.,  associate  professor 
of  medicine  and  assistant  attending  physician, 
has  been  named  chairman  of  the  New  York 
State  Council  on  Drug  Addiction.  The  Council 
on  Drug  Addiction,  established  in  1962,  advises 
the  governor  and  aids  him  in  the  preparation 
of  the  program  which  he  presents  to  the  Legisla- 
ture each  year. 

Dinner  speaker.  Leona  Baumgartner,  M.D., 
clinical  professor  of  public  health,  former 
Commissioner  of  Health  of  New  York  City, 
and  former  Undersecretary  of  State  in  the  Point 
Four  Program,  was  the  speaker  at  the  first 
annual  dinner  meeting  of  the  Caduceus  Society 
in  December.  Dr.  Baumgartner  discussed 
“The  Doctor  and  Health  Problems  of  the 
Future.” 

Appointments  announced.  Thirty-six  pro- 
motions and  appointments  of  clinical  members 
of  the  faculty  were  announced  in  November, 
1965.  Faculty  appointed  clinical  assistant  pro- 
fessors were:  Lucien  Arditi,  M.D.,  John  L. 

Brown,  M.D.,  Donald  J.  Cameron,  M.D., 
Denton  S.  Cox,  M.D.,  Marion  Davis,  M.D., 
Monroe  T.  Diamond,  M.D.,  Richard  A. 
Herrmann,  M.D.,  Donald  W.  Hoskins,  M.D., 
Burton  J.  Lee,  III,  M.D.,  Allen  W.  Mead, 
M.D.,  Leonard  Schuyler,  M.D.,  Edward  M. 
Shepard,  M.D.,  Gerald  M.  Silverman,  M.D., 


and  Louis  J.  Vorhaus,  M.D.,  in  medicine; 
Lemuel  Bowden,  M.D.,  and  H.  Randall  Tollef- 
sen,  M.D.,  surgery;  William  D.  Arnold,  M.D., 
surgery  (orthopedics) ; in  psychiatry — Jason 
Aronson,  M.D.,  Stephen  Goodyear,  M.D., 
Peter  T.  Janulis,  M.D.,  Avraam  T.  Kazan, 
M.D.,  Robert  G.  Knight,  M.D.,  Ludwig  G. 
Laufer,  M.D.,  Marie-Louise  Schoelly,  M.D., 
Gerard  Fountain,  M.D.,  and  Peter  G.  Wilson, 
M.D.;  Bernard  Fisher,  M.D.,  psychology  in 
psychiatry;  Walter  Freedman,  M.D.,  Cyril  C. 
Marcus,  M.D.,  Stewart  L.  Marcus,  M.D., 
Frederick  W.  Martens,  M.D.,  John  T.  Queenan, 
M.D.,  and  Robert  E.  Wieche,  M.D.,  in  obstet- 
rics and  gynecology;  Carl  G.  Beling,  M.D., 
visiting  assistant  professor  of  obstetrics  and 
gynecology;  James  S.  Magidson,  M.D., 
pathology  and  clinical  assistant  professor  of 
pathology  in  surgery;  and  Cyril  Solomon, 
M.D.,  pathology  in  medicine. 

Federal  advisory  posts.  George  G.  Reader, 
M.D.,  professor  of  medicine  and  director  of 
the  Comprehensive  Care  and  Teaching  Pro- 
gram, was  appointed  in  November  to  two 
Federal  advisory  appointments:  Consultant  to 
the  Office  of  Economic  Opportunity  and  Con- 
sultant to  the  Social  Security  Administration. 

Metabolic  balance  measurement.  Dr.  Leo 

Lutwak,  Jamison  professor  of  clinical  nutrition, 
conducted  a study  of  the  body  chemistry  of  the 
Gemini-7  astronauts.  Dr.  Lutwak  and  his 
co-investigators,  Dr.  G.  Donald  Whedon, 
director,  National  Institute  of  Arthritis  and 
Metabolic  Disease,  and  Dr.  William  Neuman, 
University  of  Rochester,  experiments  were  con- 
ducted through  a technic  known  as  “metabolic 
balance  measurement.”  In  experiments  of  this 
type,  specific  measurements  are  made  of  all 
materials  entering  and  leaving  the  body. 

Director  of  viral  infections  commission. 

William  F.  Scherer,  M.D.,  professor  and  chair- 
man, Department  of  Microbiology,  has  been 
named  Director  of  the  Commission  on  Viral 
Infections  of  the  Armed  Forces  Epidemiological 
Board. 


Downstate  Medical  Center 

Resignation  of  department  chairman.  I. 

Charles  Kaufman,  M.D.,  resigned  as  chairman 
of  the  Department  of  Psychiatry.  The  resigna- 
tion was  effective  October  17,  1965.  Robert 
Dickes,  M.D.,  a member  of  the  faculty  for  twen- 
ty years  was  appointed  acting  chairman.  Dr. 
Kaufman,  also  a professor  in  the  Department, 

continued  on  page  1 7 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 


TM— TRADEMARK 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.1  •2"'i  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


New  EUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 


Prescribing 
information  for 

EUTRON 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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will  remain  on  the  faculty  as  professor.  Dr. 
Dickes  was  the  originator  of  the  Psychosomatic 
Service  at  Kings  County  Hospital  in  1952. 
This  service  is  the  present  Psychiatric  Treat- 
ment Research  Center. 

New  faculty  members  appointed.  Sixteen 
new  faculty  appointments  have  been  announced. 
Melvin  Lyon  has  been  appointed  assistant  pro- 
fessor of  anatomy;  Robert  A.  Levine,  M.D., 
has  been  named  assistant  professor  in  the 
Department  of  Medicine.  Other  appointments 
are:  Anna  Mary  Noll  and  Carmela  Cavero, 

assistant  professors  in  the  Department  of 
Obstetrics  and  Gynecology — Division  of  Ob- 
stetrical Nursing;  Anthony  D.  Nicastri,  M.D., 
assistant  professor  in  pathology;  Christopher 
Thi'on,  M.D.,  assistant  professor,  pharma- 
cology; Jean  G.  Schimek,  M.D.,  Ismet  Karacan, 
M.D.,  and  Carlos  Carrillo,  M.D.,  assistant 
professors,  Department  of  Psychiatry;  Joseph 
Krakauer,  M.D.,  and  Bernard  Gardner,  M.D., 
assistant  professors,  surgery;  clinical  associate 
professorships,  Max  Pollack,  M.D.,  psychiatry, 
and  Jacques  L.  Sherman,  Jr.,  M.D.,  medicine; 
Seymour  M.  Glick,  M.D.,  medicine,  Monroe 
Schneider,  M.D.,  orthopedic  surgery,  and 
Serymour  Werthamer,  M.D.,  pathology. 

Faculty  notes.  Clarence  Dennis,  M.D.,  has 
been  elected  president  of  the  Society  for  Vascular 
Surgery;  Albert  L.  Deutsch,  M.D.,  has  been 
appointed  managing  editor  of  the  Journal  of 
Psychoanalysis  in  Groups. 

Grants.  A total  of  $1,479,310  was  received 
during  July  and  August,  1965,  from  the  National 
Institutes  of  Health  and  other  agencies  for  54 
research  grants.  This  provides  for  renewals 
of  35  research  projects  already  in  progress,  13 
new  ones,  and  six  supplements.  Thirty-two 
grants  were  from  Federal  agencies,  including 
the  Bureau  of  State  Services,  the  Department 
of  Health,  Education,  and  Welfare,  the  National 
Institutes  of  Health,  the  National  Science 
Foundation,  the  Public  Health  Service,  the 
U.S.  Atomic  Energy  Commission,  and  the 
Welfare  Administration.  Other  granting  insti- 
tutions were  the  American  Heart  Association, 
Inc.,  the  American  Thoracic  Society,  the  Coun- 
cil for  Tobacco  Research,  Criers  Lodge  651  of 
the  Knights  of  Pythias,  The  Health  Research 
Council  of  the  City  of  New  York,  The  Kayser 
Foundation,  the  Kidney  Disease  Foundation  of 


New  York,  Inc.,  the  National  Society  for  the 
Prevention  of  Blindness,  Inc.,  the  Vocational 
Rehabilitation  Administration,  Warner-Chilcott 
Laboratories,  and  Wyeth  Laboratories. 

New  York  Medical  College 

Special  course  for  architects  and  engineers. 

Beginning  January  26  a special  course  for  archi- 
tects and  engineers  will  be  held  on  Wednesdays 
from  4 p.m.  to  6 P.M.,  on  “The  General  Hospital: 
Its  Functions,  Activities,  People,  and  Equip- 
ment.” Enrollment  will  be  limited  and  appli- 
cants will  be  accepted  in  order  of  receipt  of 
application.  The  fee  is  $130.  Applications 
should  be  sent  to:  Dr.  Sigmund  L.  Friedman, 
Director,  Graduate  School  of  Medical  Adminis- 
tration, New  York  Medical  College,  Fifth 
Avenue  at  106th  Street,  New  York,  New  York 
10029.  Checks  for  tuition  should  be  made 
payable  to  the  New  York  Medical  College  but 
should  not  be  sent  until  applicant  is  notified 
that  his  application  has  been  accepted.  Pay- 
ment must  be  received  no  later  than  January  14, 
1966. 

Recent  appointment.  Alan  B.  Rothballer, 
M.D.,  former  associate  professor  of  neurological 
surgery,  Albert  Einstein  College  of  Medicine, 
has  been  appointed  chairman  and  professor, 
Department  of  Neurosurgery  at  the  College. 
Margaret  J.  Giannini,  M.D.,  associate  professor, 
Department  of  Pediatrics,  and  director,  Mental 
Retardation  Center  at  Flower  and  Fifth  Avenue 
Hospitals,  has  been  appointed  chairman  of  the 
Section  on  Medicine  by  the  American  Associa- 
tion on  Mental  Deficiency.  Dr.  Giannini’s 
appointment  is  for  one  year. 

New  York  University  Medical  Center 

Two  annual  lectures  announced  for  1966. 

The  Sigmund  Pollitzer  Lecture  will  be  presented 
by  Richard  B.  Stoughton,  M.D.,  professor  of 
dermatology,  Western  Reserve  University,  on 
Tuesday,  February  15.  Dr.  Stoughton  will 
discuss  “Studies  in  Percutaneous  Absorption.” 
On  Thursday,  April  28,  Dr.  Arthur  Rook, 
physician-in-charge,  Department  of  Derma- 
tology, United  Cambridge  Hospitals,  Cam- 
bridge, England,  will  deliver  the  Howard  Fox 
Lecture.  Dr.  Rook  will  present  a paper  on 
“The  Epidemiology  of  Skin  Cancer.”  Both 
lectures  will  take  place  in  the  Founders  Room, 
New  York  University  School  of  Medicine 
Alumni  Hall,  550  First  Avenue. 
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Hepatotoxicity  of 
mercaptopurine 


Tandearil* 

brand  of 

oxyphenbutazone 


The  hepatotoxicity  of  6-mercaptopurine 
(Purinethol)  has  been  demonstrated  in  animals, 
and  jaundice  has  been  reported  in  association 
with  this  therapy  in  human  beings.  Other  than 
bone  marrow  depression,  however,  toxic  effects 
in  man  have  been  discussed  although  rarely  in 
literature.  In  a series  of  49  leukemia  patients, 
reported  by  Morton  Einhorn,  M.D.,  and  Israel 
Davidsohn,  M.D.,  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association, 
38  were  treated  with  mercaptopurine.  In  the 
11  not  given  the  drug,  jaundice  occurred  only  in 
1,  while  of  the  other  38,  jaundice  occurred  in  16 
(almost  45  per  cent).  In  8 of  these  treated  pa- 
tients, the  jaundice  receded  quickly  when  the 
mercaptopurine  was  withdrawn  recurring  in 
2 when  they  were  again  challenged  with  the 
drug.  Mercaptopurine  is  in  fact  a hepatotoxic 
agent,  and  individual  susceptibility  to  the  po- 
tential toxicity  of  the  drug  appears  to  vary 
considerably.  Liver  damage  apparently  can 
occur  at  any  dosage,  but  it  seems  to  be  more 
frequent  when  the  recommended  dose  of  2.5 
mg.  per  Kg.  a day  is  exceeded. 

Of  the  3 case  histories  reported,  Case  1 was 
that  of  a boy  of  four  years,  Case  2 a woman  of 
sixty-two,  and  Case  3 a boy  of  nineteen  years. 
Case  1 had  been  on  mercaptopurine  therapy 
seventeen  days,  Case  2 forty-seven  days  during 
the  first  attack  and  thirty  days  during  the  sec- 
ond, and  Case  3 forty-four  days  during  the  first 
attack  and  six  days  during  the  second.  In 
Case  1 the  dose  was  5 mg.  per  Kg.  a day  exceed- 
ing the  usually  recommended  dose  of  2.5  mg. 
per  Kg.  a day.  In  Case  2,  the  recommended 
dose  was  also  exceeded  during  the  first  attack, 
3.5  mg.  per  Kg.  a day,  but  in  the  second,  the 
dose  was  2.6  mg.  per  Kg.  a day.  In  Case  3 
dosage  was  2.3  mg.  per  Kg. 

The  great  variation  in  toxic  susceptibility 
is  demonstrated  by  the  fact  that  3 patients  de- 
veloped oral  lesions  and  severe  leukopenia  after 
getting  less  than  2.5  mg.  per  Kg.  a day  for  less 
than  two  weeks.  Oral  lesions  appeared  in  8 of 
14  patients  getting  2.5  mg.  per  Kg.  a day  or  less, 
and  in  6 of  7 patients  getting  more  than  that 
dose  per  day.  In  this  group  no  correlation 
could  be  established  between  the  degree  of 
leukopenia  and  the  mercaptopurine  dosage. 

The  liver  was  examined  at  post  mortem  in 
8 of  the  9 patients  mentioned  above.  The  2 
with  jaundice  at  the  time  of  death  showed 
intrahepatic  cholestasis.  One  of  these  demon- 
strated foci  of  necrosis. 

The  appearance  of  oral  lesions  should  be  an 
indication  for  temporary  withdrawal  of  the 
drug  and  appearance  of  severe  leukopenia  or 
drop  in  the  leukocyte  count  an  indication  either 
for  dosage  reduction  or  temporary  withdrawal 
until  the  liver  status  is  determined.  If  there 
is  no  evidence  of  liver  dysfunction,  therapy  can 
be  continued  with  vigilance  for  signs  of  hepatic 
injury. 


Therapeutic  Etlects:  Tandearil,  brand  of  oxy- 
phenbutazone, is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and 
help  restore  normal  function.  Its  action  does 
not  affect  pituitary-adrenal  function  nor  impair 
immune  responses.  Its  value  in  osteoarthritis 
is  especially  noteworthy  because  this  disorder 
responds  inconsistently  to  steroids,  and  is  often 
resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas 
oxyphenbutazone  is  effective  in  all  forms. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  disease; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent  drugs 
are  given  concurrently. 

Precautions:  Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Make  regular  blood 
counts.  Use  greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive  in- 
crease in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide- type  agents  and  insulin. 
Carefully  observe  patients  receiving  such  therapy. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement,  vertigo 
and  languor  may  occur.  Leukemia  and  leu- 
kemoid  reactions  have  been  reported  but  can- 
not definitely  be  attributed  to  the  drug.  Throm- 
bocytopenic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have  hep- 
atitis, jaundice,  and  several  cases  of  anuria 
and  hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  in  red  cell  count  due  to 
hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dos- 
age in  adults  is  300-600  mg.  in  divided  daily 
doses.  In  most  instances,  400  mg.  daily  is  suf- 
ficient. When  improvement  occurs,  dosage 
should  be  decreased  to  the  minimum  effective 
level:  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil9  helps  osteoarthritic 

oxyphenbutazone  joints  to  move  again 


TA-4061  PC 


Sperling,  I.  L.:  3 Years' 
Experience  with  Oxyphen- 
butazone in  the  Treatment 
of  Rheumatic  Disorders, 
Applied  Therapeutics 
6:117,1964. 


Complete  or  marked 
improvement  in  76.9%  of 
407 osteoarthritic  patients 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 

STABILITY . . . 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-five  years. 

SUPERVISION  . . . 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

SERVICE.  . . 

by  the  Society's  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig, 

Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 

Medical  Meetings 


Diabetes  association  holds  meeting 

The  Clinical  Society,  New  York  Diabetes 
Association,  Inc.,  has  scheduled  a meeting  for 
January  20  at  8:00  p.m.  Speaking  on  “Further 
Observations  on  the  Nature  of  Insulin-Like 
Thymic  Factor”  will  be  Lawrence  A.  Cone, 
M.D.,  E.  L.  House,  M.D.,  and  B.  Pansky,  M.D., 
all  of  the  New  York  Medical  College.  Sheldon 
J.  Bleicher,  M.D.,  Metabolic  Research  Unit, 
Jewish  Hospital  of  Brooklyn,  will  speak  on  “Stud- 
ies on  Diazoxide  in  Organic  Hypoglycemia.” 

The  meeting  will  be  held  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street, 
New  York  City.  For  further  information 
contact:  Alfred  C.  Nichols,  Executive  Direc- 

tor, New  York  Diabetes  Association,  Inc.,  104 
East  40th  Street,  New  York,  New  York  10016. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Tumor  conference  and  scanning 
symposium 

The  Long  Island  Jewish  Hospital  announces 
a tumor  conference  and  scanning  symposium  to 
be  held  in  February.  The  tumor  conference  is 
scheduled  for  February  3 at  11:00  a.m.  Maus 
Stearns,  Jr.,  M.D.,  associate  attending  surgeon 
in  rectal  and  colon  surgery,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases,  will  speak  on 
“Preoperative  Irradiation  in  Carcinoma  of  the 
Rectum.” 

The  scanning  symposium  will  be  held  Feb- 
ruary 10  at  7:30  p.m.  Paul  Numeroff,  Ph.D., 
will  speak  on  “Radiopharmaceuticals  in  Nuclear 
Medicine”  and  “Radioactive  Proteins  in  the 
Diagnosis  of  Exudative  Enteropathy.” 

Both  meetings  will  be  held  in  the  conference 
room  on  the  first  floor  of  Queens  General 
Hospital,  164th  Street,  Jamaica,  New  York. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


iroughout  the  wide  middle  range  of  PAIN. 


Literature  on  request 

ENDO  LABORATORIES  INC.  Ganlen  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


•U.S.  Pata.  2,628,185  and  2,907.768 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  that  an  alkaline  douche  such  as 
StomAseptine  provides  superior  benefits. 

In  pruritus  vulvae,  Weese'  reports  that  "I  have 
found  StomAseptine  to  provide  prompt  relief . . . be- 
cause it  dissolves  and  removes  leukorrheal  secre- 
tions which  probably  cause  and  intensify  the 
vaginal  itching  and  burning."  Davis2  had  better 
success  “with  alkaline  preparations... patients  re- 
ported them  more  soothing  than  the  previously 
used  acid  solutions.”  MacGuigan3  recently  re- 
ported that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which  in- 
terferes with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Weese'  has  found  StomAseptine  to  be  a highly 
effective  mucolytic  cleansing  agent.  Peel4  has  em- 
phasized the  value  of  alkaline  douches  in  remov- 
ing the  highly  acid  discharge  associated  with 
Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol. 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Weese,  W.  H.:  Personal  communication.  Sept.  25. 
1964  ; 2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan. 

J.  F.:  Personal  communication,  Nov.  1,  1963;  4.  Peel,  J.  H.:  Text- 
book of  Gynecology,  5th  Ed.,  London,  Wm.  Heineman,  1958,  p.  383. 

HARCLIFFE  LABORATORIES,  INC.,  Brooklyn, n.y. 
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Books  Received 


The  following  books  were  received,  during  the  month  of  October,  1965.* 


Psychopathology  of  Perception.  Edited  by 
Paul  H.  Hoch,  M.D.,  and  Joseph  Zubin,  Ph.D. 
The  Proceedings  of  the  Fifty-third  Annual 
Meeting  of  the  American  Psychopathologi- 
cal  Association,  held  in  New  York  City, 
February  1963.  Octavo  of  336  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1965. 
Cloth  $12.50. 

Foundations  of  Anesthesiology.  By  Albert 
Faulconer,  Jr.,  M.D.,  and  Thomas  E.  Keys, 
M.A.  In  two  volumes.  Octavo  of  1,337  pages, 
illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1965.  Cloth,  $38.50  per  set. 

The  Pharmacological  Basis  of  Thera- 
peutics. Edited  by  Louis  S.  Goodman,  M.D., 
and  Alfred  Gilman,  Ph.D.  Third  edition. 
Quarto  of  1,785  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1965.  Cloth,  $22.50. 

General  Anaesthesia.  Volume  I:  Basic 

Principles.  Volume  II:  Clinical  Practice. 

Edited  by  Frankis  T.  Evans,  M.B.,  and  T. 
Cecil  Gray,  M.D.  Second  edition.  Octavo. 
Two  volumes,  illustrated.  London,  Butter- 
worths,  1965.  Cloth,  $39.50  per  set. 

Neurological  Surgery  of  Trauma.  Pre- 
pared and  published  under  the  direction  of 
Lieutenant  General  Leonard  D.  Heaton,  The 
Surgeon  General,  United  States  Army.  Editor 
in  Chief,  Colonel  John  Boyd  Coates,  Jr.,  MC, 
USA.  Editor,  Arnold  M.  Meirowsky,  M.D. 
Octavo  of  604  pages,  illustrated.  Washington, 
D.C.,  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  1965.  Cloth,  $6.25. 

Biochemistry.  S.  P.  Datta,  M.B.,  and  J.  H. 
Ottaway,  Ph.D.  Duodecimo  of  379  pages,  il- 
lustrated. Baltimore,  The  Williams  and  Wil- 
kins Company,  1965.  Cloth  $6.75. 

Principles  of  Chest  Roentgenology.  A 
Programed  Text.  By  Benjamin  Felson,  M.D., 
Aaron  S.  Weinstein,  M.D.,  and  Harold  B. 
Spitz,  M.D.  Quarto  of  221  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Paper,  $6.00. 

Diseases  of  the  Newborn.  By  Alexander  J. 
Schaffer,  M.D.  Second  edition.  Quarto  of 
1,023  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Cloth,  $22. 

The  Pathogenesis  of  Cardiac  Cachexia. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


By  Joseph  G.  Pittman,  M.D.,  and  Phin  Cohen, 
M.D.  Octavo  of  88  pages,  illustrated.  New 
York,  Grune  & Stratton,  1965.  Cloth,  $5.25. 

The  Differential  Diagnosis  of  Cardiovas- 
cular Diseases.  By  Aldo  A.  Luisada,  M.D., 
and  Sheldon  J.  Slodki,  M.D.  Octavo  of  226 
pages.  New  York,  Grune  & Stratton,  1965. 
Cloth,  $9.75. 

Rypins’  Medical  Licensure  Examinations. 

By  Arthur  W.  Wright,  M.D.  Tenth  edition. 
Quarto  of  840  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1965.  Cloth,  $12.50. 

Management  of  the  Patient  with  Cancer. 

Edited  by  Thomas  F.  Nealon,  Jr.,  M.D. 
Quarto  of  1,067  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1965.  Cloth, 
$27.50. 

Physiology  of  the  Splanchnic  Circulation. 

By  J.  Grayson,  M.D.,  and  D.  Mendel,  M.D. 
Octavo  of  200  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1965. 
Cloth,  $9.75. 

Key  Concepts  in  Psychotherapy.  By  Erwin 

Singer.  Octavo  of  384  pages.  New  York, 
Random  House,  1965.  Cloth,  $6.95. 

Growth.  By  James  M.  Tanner,  Gordon  Rat- 
tray Taylor,  and  the  Editors  of  Life.  Quarto 
of  200  pages,  illustrated.  New  York,  Time  In- 
corporated, 1965.  Cloth,  $3.95. 

Audiometry:  Principles  and  Practices.  Ed- 
ited by  Aram  Glorig,  M.D.  Sponsored  by  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology.  Octavo  of  271  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $9.75. 

Cardiovascular  Pathology.  Volume  1 & 2. 

By  Reginald  E.  B.  Hudson,  M.D.  Octavo  of 
2,123  pages,  illustrated.  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1965.  Cloth,  $60 
per  set. 

Emergency  Psychotherapy  and  Brief  Psy- 
chotherapy. By  Leopold  Beliak,  M.D.,  and 
Leonard  Small,  Ph.D.  Quarto  of  253  pages. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$9.75. 

Progress  in  Medical  Genetics.  Volume  IV. 
Edited  by  Arthur  G.  Steinberg,  Ph.D.,  and 
Alexander  G.  Bearn,  M.D.  Octavo  of  280 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $12.75. 
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Books  Reviewed 


Poisoning;  Diagnosis  and  Treatment.  By 

Sven  Moeschlin,  M.D.  First  American  Edi- 
tion. Translated  by  Jenifer  Bickel,  M.D.,  from 
the  Fourth  German  Edition.  Quarto  of  707 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $29.75. 

This  work  discusses  in  detail  the  various  in- 
dustrial and  pharmaceutical  poisons  and  their 
treatment.  The  subject  matter  is  classified 
under  broad  groups  such  as  inorganic  and  or- 
ganic poisons  with  various  subgroups  in  each. 
The  subgroups  include  hypnotics,  analgesics, 
chemical  plant  poisons,  antibiotics,  fungi,  and 
food  and  animal  poisons.  Occupational  skin 
diseases  and  pneumoconiosis  have  been  omitted 
purposely  and  the  reader  referred  to  other  refer- 
ence texts. 

In  addition  to  a discussion  of  each  poison, 
paragraphs  on  incidence  and  distribution  of 
poisoning,  outstanding  symptoms  according  to 
organs  involved,  general  principles  of  treatment 
and  necessary  equipment,  general  tables  of 
bibliography,  and  maximum  allowable  concen- 
trations of  noxious  substances  are  included. 

All  of  this  material  therefore  makes  this  a 
useful,  reference  text  for  physicians  and  others 
interested  in  the  subject  of  poisons. — Nathan 
Millman,  M.D. 

Psychiatry  and  Medical  Practice  in  a Ger- 
man Hospital.  Edited  by  Norman  E.  Zin- 
berg,  M.D.  Octavo  of  364  pages.  New  York, 
International  Universities  Press,  1964.  Cloth, 
$7.50. 

The  editor  is  a visiting  psychiatrist,  Beth 
Israel  Hospital,  Boston,  Massachusetts;  assist- 
ant clinical  professor  of  psychiatry,  Harvard 
Medical  School;  lecturer  on  social  relations, 
Harvard  University;  and  faculty  member  of  the 
Boston  Psychoanalytic  Institute.  Herein  is 
garnered  a series  of  contributions  from  the 
psychiatric  service  of  the  Beth  Israel  Hospital. 
Credit  is  given  to  Dr.  Grete  L.  Bibring,  Psychia- 
trist-in-Chief,  who  made  significant  advances  in 
clarifying  the  importance  of  understanding 
patient  personality  variations  and  needs  with 
the  help  of  psychoanalytic  principles.  They 
feel  this  has  made  a more  effective  medical 
management  of  all  patients  so  approached  and 
treated.  It  exemplifies  the  advantages  of  closer 


working  relationships  between  the  psychiatric 
staff  and  the  doctors  on  other  services.  Thus 
there  developed  better  mutual  respect,  apprecia- 
tion, and  utilization  of  psychiatric  insight  and 
methodology,  especially  psychoanalytic  princi- 
ples. The  contributors  are  well  qualified  in  this 
type  of  pursuit. 

The  contents  are  divided  into  three  parts: 
The  Derivation  of  Medical  Psychology,  Teach- 
ing Medical  Psychology  and  The  Psychiatric 
Service,  and  The  Community.  The  effective- 
ness of  the  volume  is  enhanced  by  carefully 
chosen  patients  whose  illnesses  illustrate  varying 
degrees  of  personality  and  emotional  deviations. 
It  is  instructive  to  note  how  the  psychiatric 
physician  approaches  his  fellow  physicians  in 
other  specialties  in  such  a way  as  to  elicit,  oft- 
times,  their  cooperation  and  understanding. 
The  objective  is  to  know  the  patient  as  a person 
with  all  his  thoughts,  feelings,  and  behavioral 
expressions  which  need  to  be  capitalized  on  in 
treating  him  as  a whole  in  his  various  inter- 
personality relationships.  The  initial  cautious 
optimism  would  seem  to  have  been  merited  by 
practical  results. 

A relatively  new  trend  in  psychiatric  service 
to  the  community  is  exemplified  by  a group 
program  aimed  at  teachers,  nurses,  and  the  allied 
professions  rather  than  the  patient  per  se. 
With  a better  understanding  of  one’s  own  per- 
sonality functioning,  one  is  in  a better  position 
to  appreciate  personality  and  behavioral  prob- 
lems in  others  and  thus  become  a more  effective 
therapeutic  auxiliary  to  the  medical  profession. 

There  is  a growing  need  for  this  book,  es- 
pecially since  it  is  rooted  in  actual  hospital 
experience.  This  was  pioneered  by  Dr.  M. 
Ralph  Kaufman  who,  from  1933  to  1942, 
organized  and  promoted  an  active  psychiatric 
department  at  the  Beth  Israel  Hospital,  both 
inpatient  and  outpatient.  The  blending  of 
psychiatric  principles,  psychoanalytic  and  other- 
wise, with  the  practice  of  medicine  and  its 
various  ramifications  will  be  furthered  by  this 
volume.  The  intern,  resident,  attending  physi- 
cian, and  consultant  of  general  hospitals  will  find 
this  book  both  provocative  and  illustrative  of 
comprehensive  service  to  all  patients.  The 
nurse,  teacher,  social  worker,  and  various  aux- 
iliaries to  the  medical  profession  also  will  wel- 
come this  timely  publication. — Frederick  L. 
Patry,  M.D. 
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white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 
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Editorials 


The  new  year 

1966  marks  the  160th  Annual  Meeting 
of  the  Medical  Society  of  the  State  of 
New  York.  This  culminating  event,  while 
old  in  years  and  rich  in  tradition,  is  young 
and  lively  in  point  of  view.  The  220 
delegates  chosen  by  the  61  component 
county  medical  societies,  the  nine  district 
branches,  and  the  23  specialty  sections  plus 
the  officers  and  past-presidents,  will  be 
meeting  to  review  the  accomplishments  of 
the  previous  year  and  to  legislate  for  the 
ensuing  year. 

The  review  will  be  based  on  reports 
presented  in  this  issue  by  the  officers,  com- 
missions, and  committees  responsible  for 
the  year’s  transactions.  The  review  is 
conducted  by  eight  impartial  reference 
committees,  meeting  openly,  and  to  which 
all  members  of  the  Society  are  bidden 
that  they  may  participate  in  the  discussions. 
Each  reference  committee’s  final  report, 
whether  it  represents  a consensus  or  con- 
tains a majority  and  minority  evaluation, 
is  then  brought  to  the  entire  House  of 
Delegates  for  its  review  and  final  action. 

The  process  is  painstaking,  deliberate, 
and  thoroughly  democratic.  Action  by 

Medical  malpractice:  The  right 
defendant's  expert  to  the  stand 

A patient  sued  two  doctors  and  a hospi- 
tal to  recover  for  alleged  medical  mal- 
practice. In  rebuttal  of  the  defendant’s 
case,  the  plaintiff,  who  had  previously 
rested  his  case  on  the  testimony  of  other 
experts,  called  to  the  stand  a doctor  who 
had  rendered  a report  to  defense  counsel 
as  to  the  propriety  of  defendants’  treat- 
ment. Although  the  defendants  did  not 
use  this  doctor  or  his  report,  the  plaintiff 
introduced  the  report  of  this  doctor  in 
which  he  found  that  the  defendants  had 


the  delegates  is  based  on  the  sound  and 
thorough  briefing  provided  by  the  reference 
committees. 

Equally  important  in  the  Annual  Con- 
vention are  the  scientific  program  and  the 
scientific  exhibits.  Almost  immediately 
after  the  Annual  Convention  closes  plan- 
ning starts  for  the  following  year’s  scientific 
session.  Programs  are  outlined,  speakers 
obtained,  and  details  elaborated  up  to  the 
time  of  our  going  to  press  with  this  issue, 
where  the  entire  program  is  down  in  black 
and  white.  The  scientific  exhibits,  an 
intimate  way  of  showing  results  of  research, 
are  carefully  chosen,  widely  representa- 
tive, and  many  are  truly  trail-breakers. 
A visit  to  these  and  to  the  technical  ex- 
hibits is  a must  for  the  convention-goer. 

No  effort  has  been  spared  to  make  the 
160th  Annual  Convention  a memorable 
one.  Its  success  depends  on  you. 

The  time — February  14  through  17, 
1966. 

The  place — the  Americana  Hotel,  New 
York  City.  Make  your  hotel  reservation 
now! 


of  the  plaintiff  to  call 


committed  malpractice.  From  a verdict 
for  the  plaintiff  the  defendants  appealed. 
The  Appellate  Division  for  the  Second 
Judicial  Department  unanimously  re- 
versed the  verdict  and  granted  a new  trial. 

The  Court  in  finding  that  plaintiff’s 
use  of  the  doctor  and  this  report  was  an 
improper  trial  tactic  stated:  “In  our 

judgment,  where  the  expert  called  is  a 
person  who  has  been  employed  by  the 
opposing  party,  and  where,  in  a discovery 
proceeding  prior  to  the  trial,  the  Court  had 
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not  made  any  finding  of  difficulty  in  ob- 
taining other  expert  testimony  . . . , there  is 
no  warrant  for  the  trial  justice  to  allow 
one  party  to  subpoena  as  a witness  the 
other  party’s  expert  and  to  admit  into 
evidence  such  expert’s  report  to  his  em- 
ployer. The  practice  thrusts  the  expert 
into  the  intolerable  position  of  working  for 
both  sides,  and  into  violation  of  his  “ethical 
obligation  not  to  accept  a retainer  from 
the  other  side ..  . 

“It  might  also  be  noted  that  [the  doc- 
tor’s] opinion  was  based  solely  upon  his 
examination  of  records  and  writings;  his 
opinion  was  not  formulated  upon  the  basis 
of  his  physical  or  clinical  examination  of  the 
plaintiff,  so  as  to  make  his  report  available 


to  the  plaintiff  as  part  of  the  conventional 
exchange  of  medical  information  in  a 
negligence  action...  [ Gugliano  v. 

Levi,  App.  Div.  2d,  262  N.  Y.  Supp.  2d 
372,  374-375  (2d  Dept.,  1965)] 

Thus  it  seems  apparent  that  where  a 
medical  expert  who  has  not  examined  the 
patient  renders  a report  to  either  side  in  a 
malpractice  action  regarding  the  propriety 
of  the  treatment  rendered  by  the  de- 
fendant, his  report  and  testimony  cannot 
be  used  by  the  adverse  counsel  unless  first 
introduced  by  the  counsel  who  retained  the 
expert’s  services  provided  that  the  Court 
has  not  already  determined  that  there  is 
difficulty  in  obtaining  other  expert  testi- 
mony. 


Duty  of  care  owed  to  mentally  III  patient 


A woman  was  admitted  to  a private 
mental  hospital  where  the  psychiatrist 
diagnosed  her  as  a schizophrenic.  In  his 
initial  and  tentative  diagnosis  the  same 
psychiatrist  noted  in  the  record:  “We 

feel  we  are  dealing  here  with  a probably 
schizophrenic  affective  disorder.”  She  was 
not  assigned  as  a patient  with  suicidal 
tendencies.  Two  and  one-half  days  after 
her  admission  the  patient  was  discovered  to 
have  committed  suicide  by  hanging  herself 
with  her  scarf  from  the  clothes  pole  in  the 
closet  of  her  room. 

During  the  time  she  was  a patient  at 
the  hospital  she  was  observed  to  write 
letters  which  she  did  not  mail.  After  her 
suicide  it  was  discovered  that  suicidal 
tendencies  were  exhibited  in  her  letters. 
Suit  was  brought  charging  the  hospital  with 
negligence  in  failing  to  prevent  the  pa- 
tient’s suicide. 

On  the  trial,  the  plaintiff  called  a medical 
expert  who  stated: 

...  (1)  that  he  would  have  considered 
the  patient  to  be  a potential  suicide;  (2) 
that,  under  customary  hospital  practice, 
she  would  have  been  placed  under  con- 
stant day-time  attendance;  and  (3) 
that  such  articles  as  belts  or  ties  would 
have  been  removed  from  the  patient’s 
possession. 


The  jury  rendered  a verdict  for  the  plain- 
tiff. 

On  appeal,  the  Appellate  Division  for  the 
Second  Judicial  Department  reversed  and 
dismissed  the  complaint.  The  Court  held 
that  there  was  no  actionable  negligence 
shown.  At  most,  the  Court  stated  the 
tentative  diagnosis:  “...‘affective  dis- 

order’ is  one  which  is  loose,  inaccurate  and 
vague;  one  which  might  properly  be  ap- 
plied to  different  kinds  of  patients,  espe- 
cially in  the  light  of  defendant’s 

practice.  . . .” 

“Nor  do  we  perceive  any  negligence  on 
the  part  of  the  defendant  in  failing  to  dis- 
cover and  to  inspect  writings  of  the  dece- 
dent which  she  kept  in  a drawer  for  the  two 
and  one-half  days  between  her  admission 
and  suicide;  at  most,  such  writings  indi- 
cated possible  suicidal  tendencies  only.” 
[Rawdin  v.  Long  Island  Home,  Ltd.,  21  App. 
Div.  2d  909,  251  N.Y.  Supp.  2d  756  (2nd 
Dept.,  1964)  ] 

Recently  the  highest  Court  in  the  State, 
the  Court  of  Appeals,  unanimously  affirmed 
without  opinion  the  decision  of  the  Appel- 
late Division  [Rawdin  v.  Long  Island  Home 
Ltd.,  16  N.Y.  2d  636,  261  N.  Y.  Supp. 
2d  76  (1965)  ].  It  is  apparent  that  the  courts 
here  are  permitting  mental  hospitals  to  take 
sufficient  time  to  enable  them  to  evaluate  a 
patient  properly  before  holding  them  liable 
for  the  failure  to  prevent  suicides. 
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Flagyl  eliminates  the  diffi- 
culties and  frustrations  that 
have  long  attended  the 
treatment  of  trichomonal 
infection.  These  difficulties 
arose  mainly  from : 

1 ) the  failure  of  any  pre- 
viously known  agent  to 
destroy  the  protozoan  in 
paravaginal  crypts  and 
glands; 

2)  the  failure  of  any  pre- 
viously known  agent  to 
prevent  reinfection  by 
eradicating  the  disease  in 
male  consorts. 

The  introduction  of  Flagyl 
removed  these  deficiencies. 
Hundreds  of  published  in- 
vestigations in  thousands 
of  patients  have  confirmed 
the  ability  of  Flagyl  to  cure 
trichomoniasis. 


Correctly  used,  with  due 
attention  to  repeat  courses 
of  treatment  for  resistant, 
deep-seated  invasion  and  to 
the  presumption  of  reinfec- 
tion from  male  consorts, 
Flagyl  has  repeatedly  pro- 
duced a cure  rate  of  up  to 
100  per  cent  in  large  series 
of  patients. 

Nothing  cures  trichomo- 
niasis like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral 
tablet  t.i.d.  for  ten  days.  A vagi- 
nal insert  of  500  mg.  is  avail- 
able for  local  therapy  when 
desired.  When  the  inserts  are 
used  one  vaginal  insert  should 
be  placed  high  in  the  vaginal 
vault  each  day  for  ten  days,  and 
concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomo- 
nads  have  been  demonstrated. 


one  250-mg.  oral  tablet  b.i.d.  for 
ten  days. 

Contraindications 

Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or 
history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  Counts 
should  be  made  before  and  after 
therapy,  especially  if  a second 
course  is  necessary. 

Infrequent  and  minor  side 
effects  include:  nausea,  un- 
pleasant taste,  furry  tongue, 
headache,  darkened  urine,  diar- 
rhea, dizziness,  dryness  of 
mouth  or  vagina,  skin  rash,  dys- 
uria,  depression,  insomnia, 
edema.  Elimination  of  tri- 
chomonads  may  aggravate 
moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets 
Vaginal— 500-mg.  inserts 
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Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCK.AHOE,  N.Y. 
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1966  ANNUAL  CONVENTION 


Convention  Schedule 
160th  Annual 
Convention 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

February  14  through  17,  1966 

The  Americana 
New  York  City 


Scientific  Program 37 

Scientific  Exhibits 51 

Scientific  Motion  Pictures 59 

Woman’s  Auxiliary  Program 62 

Technical  Exhibits 63 

House  of  Delegates 73 


House  of  Delegates 

The  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order 
at  10:00  a.m.  on  Monday,  February  14, 
1966,  in  the  Georgian  Room  of  the  Amer- 
icana in  New  York  City. 

In  accordance  with  Chapter  II,  Section 
3,  of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 

Monday,  February  14,  10:00  a.m. 

Tuesday,  February  15,  9:30  a.m. 

Wednesday,  February  16,  9:00  a.m.  and 
2:00  p.m. 

Thursday,  February  17,  9:00  a.m. 

At  the  last  adjourned  session  (Thurs- 
day, February  17,  9:00  a.m.)  the  election  of 
officers,  councillors,  trustees,  and  delegates 


to  the  American  Medical  Association  will 
take  place  in  accordance  with  Chapter  III, 
Section  1,  of  the  Bylaws. 

Frederick  A.  Wurzbach,  Jr.,  M.D., 

Speaker 

Walter  T.  Heldmann,  M.D.,  Secretary 

160th  Annual  Meeting 

The  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  February  16,  1966,  at 
8:00  p.m.  in  the  Imperial  Ballroom  of  the 
Americana,  New  York  City. 

Waring  Willis,  M.D.,  President 
Walter  T.  Heldmann,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Georgian  Room,  third  floor 
of  the  Americana,  on  Sunday,  February  13, 
from  12:00  noon  to  8:00  p.m.  and  on  Mon- 
day, February  14,  after  9:00  a.m. 

General  registration  for  State  Society 
members  and  guests  will  take  place  in  Albert 
Hall,  the  Americana,  Monday,  February 
14  through  Thursday,  February  17,  from 
8:30  a.m.  to  5:30  p.m. 

Exhibits 

Scientific  Exhibits  will  be  located  in  the 
Royal  Ballroom  and  the  Princess  Room  on 
the  second  floor. 

Scientific  Motion  Pictures  will  be  shown 
in  the  Motion  Picture  Theatre  in  Albert 
Hall. 

Technical  Exhibits  will  be  located  in 
Albert  Hall. 

Exhibits  will  be  on  view  Monday,  Feb- 
ruary 14,  through  Thursday,  February  17, 
from  9:00  a.m.  to  5:30  p.m. 

Scientific  Program 

General  Sessions  will  be  held  Monday, 
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February  14,  through  Thursday,  February 
17,  at  2:00  p.m. 

Section  and  Session  Meetings  will  be  held 
Monday,  February  14,  through  Thursday, 
February  17.  See  Section  and  Session 
programs  for  dates  and  times,  page  37  and 
following. 

Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the 
Imperial  Ballroom,  second  floor  of  the 


Americana,  on  Wednesday,  February  16, 
at  8:00  p.m.,  preceded  by  the  President’s 
Reception  at  7:00  p.m. 

Tickets  should  be  ordered  in  advance 
from  the  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York, 
N.  Y.  10017.  Subscription  is  $20  per 
person. 

Woman's  Auxiliary 

See  page  62  for  program. 


i 
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1966  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 
WILLIAM  J.  GRACE,  M.D.,  New  York 
P.  FREDERIC  METILDI,  M.D.,  Monroe 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 

The  following  General  Sessions  programs  are 
each  acceptable  for  two  hours,  Category  II 
credit  for  the  Academy  of  General  Practice. 

Monday,  February  14,  1966,  2:00  P.M. 

Room  B,  Albert  Hall 

William  J.  Grace,  M.D.,  Presiding 

This  symposium  is  under  the  auspices  of  the 
American  Therapeutic  Society’s  Continuing 
Educational  Program  in  Practical  Therapeu- 
tics and  is  supported,  in  part,  by  a grant-in- 
aid  from  E.  R.  Squibb  and  Sons. 

Symposium  and  Panel  Discussion: 

CURRENT  CONCEPTS  IN  CARDIOLOGY 

Charles  A.  R.  Connor,  M.D.,  New  York 
City,  Moderator 

1.  Laboratory  Studies,  Including  Vec- 
torcardiography, as  an  Aid  to  the 
Diagnosis  of  Coronary  Artery  Disease 

Alan  F.  Lyon,  M.D.,  The  Bronx 

2.  Cineangiography  in  the  Diagnosis  of 
Coronary  Artery  Disease 

F.  Mason  Sones,  M.D.,  Cleveland,  Ohio 
(by  invitation) 


3.  Hemodynamic  Studies  in  Acquired 
Heart  Disease  and  Their  Surgical  Impli- 
cations 

Alfred  J.  Kaltman,  M.D.,  New  York  City 

4.  Electronic  Diagnosis  of  Pacemaker 
Failure 

Stanley  A.  Briller,  M.D.,  Philadelphia, 
Pennsylvania  (by  invitation ) 

Questions  and  Answers 

Tuesday,  February  15,  1966,  2:00  P.M. 

Room  B,  Albert  Hall 

Symposium  and  Panel  Discussion: 

MEDICAL  ASPECTS  OF  THE 
TREATMENT  OF  NARCOTIC  ADDICTION 

1.  The  Personality  of  the  Addict 

H.  L.  Trigg,  M.D.,  New  York  City 

2.  Introduction  to  Addicting  Drugs  and 
the  Argot  of  the  Addict 

Robert  W.  Baird,  M.D.,  New  York  City 

3.  Panel  Discussion 

Milton  Helpern,  M.D.,  New  York  City, 
Moderator 

Federal  Program 

Robert  W.  Rasor,  M.D.,  Lexington, 
Kentucky 

New  York  State  Program 

Harold  Meiselas,  M.D.,  Hempstead 
New  York  City  Program 
Research 

Vincent  Paul  Dole,  M.D.,  and  Marie 
Nyswander,  M.D.,  New  York  City 

Private  Approach 

Robert  W.  Baird,  M.D.,  New  York  City 

Wednesday,  February  16,  1966,  2:00  P.M. 

Room  B,  Albert  Hall 

This  symposium  is  under  the  auspices  of  the 
American  Therapeutic  Society’s  Continuing 
Educational  Program  in  Practical  Therapeu- 
tics and  is  supported,  in  part,  by  a grant-in- 
aid  from  E.  R.  Squibb  and  Sons. 

Symposium  and  Panel  Discussion: 

CHRONIC  RESPIRATORY  DISEASES 

P.  Frederic  Metildi,  M.D.,  Rochester, 

Moderator 

Panelists 

Paul  A.  Bunn,  M.D.,  Syracuse 
John  P.  Frazer,  M.D.,  Rochester 
George  P.  Lord,  M.D.,  Rochester 
Mark  J.  Fitzpatrick,  M.D.,  Saranac  Lake 
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Thursday,  February  17,  1966,  2:00  P.M. 

Room  B,  Albert  Hall 


Symposium  and  Panel  Discussion 

ADVANCES  IN  MEDICAL  CARE  OF  THE 
ELDERLY 

In  cooperation  with  the  New  York  State 
Heart  Assembly  and  the  Gerontology  Society 


Biologic  Considerations 

Nathan  Shock,  Ph.D.,  Baltimore,  Mary- 
land ( by  invitation) 

Socioeconomic  Aspects 

Ethel  Shanas,  Ph.D.,  Chicago,  Illinois 
(by  invitation) 

Treatment  and  Rehabilitation 
Raymond  Harris,  M.D.,  Albany 

Health  Maintenance 

(speaker  to  be  announced) 


( 
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SECTIONS  AND  SESSIONS 

All  papers  read  before  the  Society  by  mem- 
bers become  the  property  of  the  Society.  The 
original  copy  of  each  paper  shall  be  left  with 
the  Secretary  of  the  Section  or  Session. 

Discussers  should  have  their  remarks  typed 
and  should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin 
promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of 
business,  election  of  officers.  “ To  participate 
in  the  election  of  any  section,  a member  must 
register  with  such  section.” — Bylaws,  Chap- 
ter XII,  Section  3 

SECTION  ON 

Allergy 

Chairman. . Paul  F.  de  Gara,  M.D.,  New  York 

Vice-Chairman 

William  G.  Woodin,  M.D.,  Onondaga 

Secretary.  . Alexander  Chester,  M.D.,  Kings 
Delegate David  Merksamer,  M.D.,  Kings 

Thursday,  February  17/9:30  A. M. /Room  A,  Albert 
Hall 

1.  Chairman' s Address — The  Making  of  a 
Good  Allergist 

Paul  F.  de  Gara,  M.D.,  New  York  City 

2.  Significance  of  Pollen  Counts:  Inter- 
pretations and  Misinterpretations 

Murray  M.  Albert,  M.D.,  Brooklyn 

3.  Etiology  and  Pathogenesis  of  Chronic 
Urticaria 

Giles  A.  Koelsche,  M.D.,  Rochester, 
Minnesota  (by  invitation) 

4.  Cooperation  of  Allergists  with  Pedia- 
tricians and  General  Practitioners 

Jerome  Glaser,  M.D.,  Rochester 

5.  Delayed  Dangers  in  Insect  Sting  Sensi- 
tivity 

James  H.  Barnard,  M.D.,  New  York  City 

6.  The  Management  of  Chronic  Asthma 
of  Childhood 

Howard  G.  Rapaport,  M.D.,  New  York  City 
Question  and  Answer  Period 


SECTION  ON 

Anesthesiology 

Chairman 

Charles  P.  Boyan,  M.D.,  New  York 

V ice-  Cha  irman 

Robert  M.  Lawrence,  M.D.,  Monroe 

Secretary . Solomon  G.  Hershey,  M.D.,  Bronx 
Delegate Victor  J.  Tofany,  M.D.,  Monroe 

JOINT  MEETING  WITH 

Section  on  Chest  Diseases 

Tuesday,  February  15/2:00  P.M./Room  A,  Albert 
Hall 

1.  Painful  Chest  Wall  Syndrome — Diagno- 
sis and  Treatment 

Preston  W.  Reynolds,  M.D.,  Schenectady 

Painful  chest  wall  syndromes  constitute  a 
common  problem  in  diagnosis  and  often  are 
misdiagnosed,  creating  unnecessary  physical 
and  psychic  trauma.  The  most  important  dif- 
ferential diagnoses  to  be  excluded  are  deep  pul- 
monary and  cardiac  disorders,  particularly 
coronary  artery  disease.  Included  in  this  dis- 
cussion are  Mondor’s  disease,  myofacial  pain, 
Tietze’s  syndrome,  anterior  chest  wall  and 
scapulocostal  syndromes,  xiphoidalgia,  and  pre- 
cordial migraine.  The  neurovascular  compres- 
sion syndromes  are  also  included. 

2.  The  Use  of  Ventilators  and  Muscle  Re- 
laxants  in  Anesthesia  for  Chest  Surgery 

Francis  F.  Foldes,  M.D.,  New  York  City 

It  is  generally  accepted  that  patients  under- 
going intrathoracic  surgery  require  assisted  or 
controlled  ventilation.  There  is  considerable 
difference  of  opinion,  however,  with  regard  to 
the  technics  with  which  optimal  ventilation 
can  be  achieved,  with  the  least  interference  with 
circulation  and  other  important  physiologic 
functions.  Some  clinicians  favor  assistance  of 
the  patient’s  spontaneous  respiration;  others 
prefer  controlled  ventilation.  Some  believe 
that  the  assistance  or  control  of  ventilation 
should  be  done  manually,  while  others  feel  that 
mechanical  ventilators  should  be  used.  Simi- 
larly there  is  no  agreement  on  the  drugs  (that 
is,  muscle  relaxants,  narcotic  analgesics)  and 
technics  with  which  optimal  conditions  for  the 
assistance  or  control  of  ventilation  can  be 
achieved.  The  report  to  be  presented  will  con- 
sider the  advantages  and  disadvantages  of  the 
different  drugs  and  technics  under  variable 
clinical  circumstances. 

Discussion:  Alastair  J.  Gillies,  M.D., 

Rochester 
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3.  Anesthesia  Problems  Related  to  Tho- 
racic Surgery 

Joseph  F.  Artusio,  Jr.,  M.D.,  New  York  City 

This  report  presents  the  problems  associated 
with  preparation  of  the  patient  for  anesthesia 
during  intrathoracic  surgery.  The  effect  of 
position  of  the  patient  on  ventilation  and  its 
effect  on  circulation  will  be  presented.  Reflex 
activity  as  it  affects  both  circulation  and  ven- 
tilation will  be  discussed.  The  use  of  simple 
monitoring  tools  for  the  clinical  evaluation  of 
anesthesia  during  intrathoracic  surgery  will  be 
recommended.  Problems  in  the  postanesthetic 
period  associated  with  oxygen  tension  and  the 
tension  of  carbon  dioxide  will  be  discussed  in 
relationship  to  postoperative  atelectasis,  pneu- 
mothorax, and  the  management  of  postoperative 
pain. 

Discussion:  Richard  Ament,  M.D.,  Buffalo 

4.  Esophageal  Reflux  as  a Trigger  in 
Asthma 

Richard  H.  Overholt,  M.D.,  Boston, 

Massachusetts  (by  invitation ) 

Bronchospasm  may  be  perpetuated  in  asth- 
matic patients  by  an  organic  trigger  mechanism. 
Such  structural  faults  usually  involve  the  lung 
itself,  but  the  source  of  the  irritation  may 
originate  elsewhere. 

Among  several  hundred  asthmatic  patients, 
suspicion  of  nocturnal  aspiration  of  gastric 
secretions  led  to  investigation  of  the  esophagus. 
In  40  cases,  the  valve  action  at  the  hiatus  was 
corrected,  and  hernial  repair  was  done.  Results 
will  be  reported  on  patients  followed  for  more 
than  six  months,  both  as  to  amelioration  of 
asthmatic  as  well  as  gastrointestinal  symptoms. 

The  relationship  of  esophageal  spillover  to 
chronic  bronchitis,  pneumonitis,  or  abscess  is 
well  appreciated.  The  literature  is  almost 
devoid  of  reference  to  such  a source  of  bron- 
chial soiling  in  asthma.  When  asthmatic  per- 
sons are  awakened  at  night  with  choking,  cough, 
and  then  wheeze,  or  have  bad  periods  of  clear- 
ing of  the  bronchial  system  in  the  morning, 
faulty  esophageal  function  should  be  given  con- 
sideration. 

SECTION  ON 

Chest  Diseases 

Chairman 

John  George  Lang,  M.D.,  New  York 

Vice-Chairman . Irving  G.  Kroop,  M.D.,  Kings 

Secretary Harry  Golembe,  M.D.,  Sullivan 

Delegate. Arthur  Q.  Penta,  M.D.,  Schenectady 

Tuesday,  February  15/2:00  P.M./Room  A,  Albert 
Hall 

JOINT  MEETING  WITH 

Section  on  Anesthesiology 

(see  page  39  for  program ) 


SECTION  ON 

Dermatology  and  Syphilology 


Chairman 

Maurice  J.  Stone,  M.D.,  Onondaga 

Vice-Chairman 

Alfred  W.  Kopf,  M.D.,  New  York 

Secretary 

William  W.  Wells,  M.D.,  Schenectady 

Delegate 

..  . Royal  M.  Montgomery,  M.D.,  New  York 


Monday,  February  14/9:00  A. M. /Provence  Room, 
4th  Floor 

1.  The  Diagnosis  of  Early  Syphilis:  How 
to  Succeed  Without  Even  Trying 

Howard  H.  Volan,  M.D.,  Syracuse 

Discussion:  Burton  Allyn,  M.D.,  Spring 
Valley 

2.  Dermatologic  Experience  with  Liquid 
Silicones 

Robert  A.  Berger,  M.D.,  New  York 
City 

Discussion:  Thomas  D.  Rees,  M.D.,  New 
York  City 

3.  Erythropoetic  Protoporphyria 

Leonard  C.  Harber,  M.D.,  New  York  City 

Discussion:  Farrington  Daniels,  M.D., 

New  York  City 

4.  Cutaneous  Signs  of  Vasculitis 

John  T.  McCarthy,  M.D.,  New  York  City 

Discussion:  Thomas  Rea,  M.D.,  New  York 
City 

5.  Controlled  Cryosurgery 

Douglas  P.  Torre,  M.D.,  New  York  City 

Discussion:  George  L.  Popkin,  M.D.,  Beth- 
page 


SECTION  ON 

Gastroenterology  and  Proctology 

Chairman 

Ralph  E.  L.  Hertz,  M.D.,  New  York 

Vice-Chairman 

Maurice  L.  Kelley,  Jr.,  M.D.,  Monroe 

Secretary 

A.  W.  Martin  Marino,  Jr.,  M.D.,  Kings 

Delegate 

Tuesday,  February  15/9:30  A. M. /Room  A,  Albert 
Hall 
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1.  THE  ALBERT  F.  R.  ANDRESEN 
MEMORIAL  LECTURE 

Modern  Management  of  Bowel  Stomata 

A.  W.  Martin  Marino,  Sr.,  M.D.,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  M.D.,  Brooklyn 

2.  Preoperative  Radiation  for  Carcinoma 
of  the  Rectum 

S.  H.  Quan,  M.D.,  New  York  City 

3.  Pathology  of  Ulcerative  Colitis 

Sheldon  C.  Sommers,  M.D.,  New  York  City 

4.  Hereditary  Factors  in  Ulcerative  Colitis 
and  Granulomatous  Colitis 

Paul  Sherlock,  M.D.,  New  York  City 

5.  Panel  Discussion — Granulomatous  Dis- 
ease of  the  Small  and  Large  Intestine 

A.  W.  Martin  Marino,  Sr.,  M.D.,  Brooklyn, 

Moderator 

Panelists 

Milton  G.  Bohrod,  M.D.,  Rochester 
Samuel  L.  Beranbaum,  M.D.,  New  York 
City 

Henry  D.  Janowitz,  M.D.,  New  York  City 
Bertram  A.  Portin,  M.D.,  Buffalo 
Arthur  S.  Localio,  M.D.,  New  York  City 


SECTION  ON 

General  Practice 

Chairman.  . Samuel  Lieberman,  M.D.,  Bronx 
Vice-Chairman . Marvin  Brown,  M.D.,  Oswego 

Secretary Louis  Bush,  M.D.,  Nassau 

Delegate 

Rudolf  H.  Steinharter,  M.D.,  Nassau 

Monday,  February  14/9:00  A. M. /Room  B,  Albert 
Hall 

This  program  is  acceptable  for  two  hours. 
Category  II  credit  for  American  Academy  of 
General  Practice. 

Symposium — Hypertensive  Vascular  Diseases 

1.  Clinical  Evaluation  of  the  Patient 
with  Hypertension 

Quentin  B.  Deming,  M.D.,  The  Bronx 

A review  of  the  approach  to  the  patient  with 
elevated  blood  pressure  will  be  presented. 
Particular  stress  will  be  placed  on  the  clinical 
evaluation  of  the  patient. 

2.  Evaluation  of  Newer  Diagnostic 
Methods  in  Renal  Hypertension 

David  Baldwin,  M.D.,  New  York  City 
A review  of  the  methods  currently  in  use  in 
the  diagnosis  of  the  patient  with  hypertension. 


secondary  to  renal  disease,  will  be  presented. 
Particular  stress  will  be  placed  on  the  evalua- 
tion and  results  of  intravenous  pyelography 
(timed  x-rays  and  washout  studies) , renography, 
aortography,  and  split-function  studies. 

3.  The  Use  and  Abuse  of  Antihyperten- 
sive Drug  Therapy 

Marvin  Moser,  M.D.,  White  Plains 
Critical  evaluation  of  some  old  and  new  anti- 
hypertensive drugs  will  be  presented.  Results 
of  therapy  over  the  past  ten  years  in  a large 
group  of  patients,  with  essential  and  renal 
hypertension  will  be  reviewed.  Beneficial  re- 
sults of  treatment  on  target  organ  involvement 
(heart,  kidney,  and  brain)  will  be  emphasized. 
Some  of  the  pitfalls  and  side-effects  of  agents 
currently  in  use  will  be  discussed. 


SECTION  ON 

Industrial  Medicine  and  Surgery 

Chairman.  . John  J.  Welsh,  M.D.,  New  York 

Vice-Chairman 

Robert  E.  Sandroni,  M.D.,  Schenectady 

Secretary . Thomas  J.  Doyle,  M.D.,  New  York 

Delegate 

Sam  R.  Burnett,  M.D.,  Schenectady 

Monday,  February  14/9:30  A.M./Room  A,  Albert 

Hall 

Symposium — Early  Diagnosis  of  Coronary 
Disease  and  Stroke 

1.  Coronary  Heart  Disease:  Early 

Recognition  and  Prevention 

Menard  M.  Gertler,  M.D.,  New  York 
City 

Discussion:  George  L.  Calvy,  M.D.,  New 
York  City 

2.  The  Stroke  Patient:  Early  Recogni- 
tion and  Prevention 

Sydney  Louis,  M.D.,  New  York  City 
During  the  period  1954  to  1964,  996  patients 
with  the  diagnosis  of  stroke  were  studied  at 
Cornell  Neurological  Division  of  Bellevue  Hos- 
pital. Among  these,  804  were  patients  with 
nonembolic  cerebral  infarction.  Both  the  clin- 
ical features  and  the  results  of  relevant  inves- 
tigations have  been  analyzed.  The  age  distri- 
bution, ratio  between  the  sexes,  and  the  racial 
incidence  in  this  population  are  available.  The 
occurrence  of  concurrent  and  possibly  causative 
diseases,  such  as  diabetes,  hypertension,  arterio- 
sclerotic peripheral  vascular  disease,  and  arterio- 
sclerotic cardiovascular  disease,  will  be  dis- 
cussed. Their  significance,  both  etiologically 
and  prognostically,  will  be  reviewed.  The 
consequences,  prognostically,  of  the  discovery 
of  a cervical  bruit  in  patients  with  strokes  and 
in  normal  controls  will  be  discussed  as  well  as 
the  coincidence  of  latent  and  overt  diabetes  and 
of  disturbances  of  serum  cholesterol  and  lipid 
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metabolism.  The  constellation  of  these  factors 
may  enable  a physician  to  identify  a “stroke- 
prone”  individual  in  the  population. 

SECTION  ON 

Internal  Medicine 

Chairman..  . Edward  Meilman,  M.D.,  Nassau 
Vice-Chairman.  Marvin  L.  Bloom,  M.D.,  Erie 

Secretary 

Alfonso  A.  Lombardi,  M.D.,  New  York 

Delegate 

Seymour  L.  Halpern,  M.D.,  New  York 

Thursday,  February  17/9:00  A. M. /Room  B,  Albert 
Hall 

JOINT  MEETING  WITH 

New  York  State  Society  of  Internal  Medicine 

Chairman,  Program  Committee 

Maxwell  Spring,  M.D.,  The  Bronx 

Symposium  and  Panel  Discussion — Nuclear 
Medicine  for  the  Internist — Scanning  Day 

This  symposium  is  presented  through  a post- 
graduate education  grant  from  Picker  Nuclear, 
Division  of  the  Picker  X-Ray  Corporation. 

I.  Edward  Meilman,  M.D.,  New  Hyde 
Park,  Moderator 

1.  Instrumentation  in  Isotope  Scanning 

Sergi  Feitelberg,  M.D.,  New  York  City 

2.  Renal  Scanning 

W.  Newlon  Tauxe,  M.D.,  Rochester 
Minnesota  (by  invitation) 

3.  Brain  Scanning 

Bertram  Selverstone,  M.D.,  Boston, 
Massachusetts  (by  invitation ) 

4.  Thyroid  Scanning 

Richard  P.  Spencer,  M.D.,  New  Haven, 
Connecticut  (by  invitation) 

Questions  and  Answers 

INTERMISSION 

II.  Maxwell  Spring,  M.D.,  The  Bronx, 
Moderator 

1.  Lung  Scanning 

Henry  J.  Wagner,  M.D.,  Baltimore, 
Maryland  (by  invitation) 

2.  Heart  Scanning 

Richard  Bing,  M.D.,  Detroit,  Michigan 
(by  invitation) 

3.  Liver  and  Spleen  Scanning 

William  Maxfield,  M.D.,  New  Orleans, 
Louisiana  (by  invitation) 

4.  Pancreatic  Scanning 

Bruce  Sodee,  M.D.,  Cleveland,  Ohio  (by 
invitation) 

Questions  and  Answers 


SECTION  ON 

Medical-Legal  and  Workmen’s 
Compensation  Matters 

Chairman 

George  A.  Friedman,  M.D.,  New  York 

Vice-Chairman 

Robert  Katz,  M.D.,  New  York 

Secretary 

Adelaide  Romaine,  M.D.,  New  York 

Delegate Herbert  Lansky,  M.D.,  Erie 

Wednesday,  February  16/2:00  P.M./Room  A, 
Albert  Hall 

JOINT  MEETING  WITH 

Section  on  Neurology  and  Psychiatry 

Symposium — Suicide 

1.  Chairman's  Address — Survey  of  Suicide 

George  A.  Friedman,  M.D.,  New  York 
City 

2.  Medical  Treatment  of  the  Suicide  Vic- 
tim 

Isaac  S.  Friedman,  M.D.,  Brooklyn 

3.  The  Psychodynamics  of  Suicide 
Morton  H.  Hand,  M.D.,  Brooklyn 

4.  Suicide  in  Adolescence 

Abraham  P.  Perlstein,  M.D.,  Brooklyn 

5.  The  Psychotherapy  of  Suicide 
Leonard  M.  Moss,  M.D.,  New  York  City 

6.  The  Prevention  of  Suicide 

Arthur  N.  Avella,  M.D.,  New  York  City 

SECTION  ON 

Neurology  and  Psychiatry 

Chairman 

..  Ladislav  P.  Hinterbuchner,  M.D.,  Kings 

Vice-Chairman 

Arthur  M.  Meisel,  M.D.,  Kings 

Secretary..  Robert  B.  King,  M.D.,  Onondaga 
Delegate.  . Arthur  J.  Lapovsky,  M.D.,  Kings 

Wednesday,  February  16/9:30  A.M. /Provence 
Room,  4th  Floor 

Panel  Discussion — Selected  Problems  in 
Pediatric  Neurology 

Three  selected  and  weU-documented  problem 
cases  will  be  presented  to  a panel  of  experts 
by  three  moderators: 

Edward  F.  Vastola,  M.D.,  Brooklyn 
Bernard  H.  Smith,  M.D.,  Buffalo 
Robert  B.  King,  M.D.,  Syracuse 
The  pathologic  material  will  be  presented  by 
Stanley  Aronson,  M.D.,  Brooklyn 
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The  panelists  will  be  chosen  from  the  fields  of 
neurology,  neuropathology,  neuroradiology, 
neurosurgei'y,  pediatrics,  and  pediatric  neu- 
rology. 

SECTION  ON 

Obstetrics  and  Gynecology 

Chairman 

Henry  D.  Humphrey,  M.D.,  Tompkins 

Vice-Chairman 

Robert  C.  Hays,  M.D.,  Onondaga 

Secretary 

Harold  M.  M.  Tovell,  M.D.,  New  York 

Delegate 

Graham  G.  Hawkes,  M.D.,  New  York 

Thursday,  February  17/9:30  A. M. /Provence 
Room,  4th  Floor 

1.  Intra-Amniotic  Hypertonic  Solutions 
for  the  Induction  of  Labor 

Allan  B.  Weingold,  M.D.,  New  York  City 
Stuart  A.  Seigal,  M.D.,  New  York  City 
Martin  L.  Stone,  M.D.,  New  York  City 

Induction  of  labor  was  carried  out  in  44  pa- 
tients by  the  intra-amniotic  instillation  of  hyper- 
tonic solutions.  Monitoring  of  electrolyte  and 
vasomotor  alteration  was  utilized  to  assess  the 
hazards  of  this  technic.  The  technic  is  simple 
and  effective.  Under  controlled  conditions  it 
appears  to  be  safe.  The  necessary  precautions 
and  possible  complications  are  outlined. 

For  midtrimester  induction  of  labor,  the  opti- 
mum time  is  sixteen  weeks.  Labor  is  charac- 
terized by  a painless  latent  period  during  which 
time  cervical  effacement  occurs.  This  is  fol- 
lowed by  a short  active  period  of  high-intensity 
contractions.  Delivery  of  the  fetus  and  pla- 
centa is  notable  for  its  completeness.  Infection 
and  bleeding  are  not  significant  complications. 

This  technic  is  uniquely  applicable  for  the 
induction  of  labor  in  the  patient  with  a dead 
fetus  or  when  there  is  a medical  indication  for 
midtrimester  termination  of  pregnancy. 

2.  The  Clinical  Management  of  Erythro- 
blastosis Fetalis  Utilizing  Amniocentesis 
and  Intrauterine  Fetal  Transfusion 

Sheldon  H.  Cherry,  M.D.,  New  York  City 
Richard  E.  Rosenfield,  M.D.,  New  York 
City 

During  the  past  five  years  the  management  of 
maternal  isoimmunization  in  the  antepartum 
period  has  undergone  significant  change  and 
advancement.  Since  Bevis’  original  descrip- 
tion and  Liley’s  more  precise  definition  of  the 
bilirubin  pigments  in  amniotic  fluid,  amnio- 
centesis has  become  an  accepted  method  for 
evaluating  the  degree  of  fetal  hemolytic  dis- 
ease. Subsequently,  Cherry  et  al.  demon- 
strated a direct  relationship  between  the  bili- 


rubin pigments  and  protein  content  of  amniotic 
fluid  so  that  a ratio  of  bilirubin  pigments  to  pro- 
tein could  be  used  for  an  accurate  prediction  of 
fetal  involvement  regardless  of  absolute  con- 
centration and  time  of  gestation. 

Current  clinical  management  is  based  on 
amniocentesis  findings  using  the  above  methods. 
All  patients  with  titers  equal  or  greater  than 
1 : 16  (antiglobulin)  are  evaluated  by  amniotic 
fluid  studies.  The  timing  of  the  initial  tap  is 
determined  by  the  previous  history  of  involve- 
ment. Subsequent  taps  are  determined  by  the 
initial  findings.  Where  findings  indicate  a 
mildly  or  an  uninvolved  infant  the  pregnancy  is 
allowed  to  go  to  term.  In  the  presence  of 
moderate  involvement  delivery  is  accomplished 
at  from  thirty-four  to  thirty-seven  weeks,  de- 
pending on  degree  of  severity  and  progression  of 
disease.  Severe  cases  prior  to  thirty-four  weeks 
are  treated  by  intrauterine  peritoneal  fetal 
transfusion  of  packed  red  blood  cells  by  the 
Liley  technic.  This  procedure  is  repeated  at 
two-  to  three-week  intervals  until  delivery  at 
thirty-four  weeks. 

Utilizing  this  plan  of  management,  the  peri- 
natal mortality  in  erythroblastosis  in  our  clinic 
has  been  greatly  reduced. 

3.  The  Importance  of  Culdoscopy  in  Fer- 
tility Studies 

Martin  J.  Clyman,  M.D.,  New  York  City 

Evaluation  of  culdoscopic  findings  of  1,000 
patients  with  fertility  problems  is  presented. 
Occult  pathology  revealed  by  this  technic  is 
frequently  missed  in  routine  work-ups  on  these 
patients;  such  as,  periovarian  and  peritubal 
adhesions,  fimbrial  phimosis  with  fimbrial  ag- 
glutination, endometriosis,  polycystic  ovaries, 
amenorrhea  (both  primary  and  secondary),  and 
so  forth.  The  use  of  dilute  indigo  carmine  dye 
instilled  through  a cervical  cannula  reveals  a 
truer  state  of  interpretation  of  fallopian  tube 
pathologic  conditions  than  any  other  means. 

Discussion:  Albert  Decker,  M.D.,  New 

York  City 

4.  The  Use  of  Mammography  in  Clinical 
Practice 

James  T.  De  Luca,  M.D.,  Glen  Cove 

The  application  of  the  Egan  technic  of 
mammography  in  association  with  clinical 
evaluation  made  possible  90  per  cent  differen- 
tiation of  benign  from  malignant  disease  states 
of  the  female  breast  in  the  study  of  5,000  pa- 
tients presenting  breast  symptoms.  The  roent- 
gen interpretation  of  the  mammogram  alone 
has  proved  to  be  85  per  cent  accurate,  whereas, 
the  application  of  the  clinical  findings  in  con- 
junction with  the  interpretation  of  the  mammo- 
gram has  enhanced  the  procedure  to  a high 
degree  of  accuracy  in  the  90  to  95  per  cent  range. 

It  was  evident,  from  this  study,  that  mam- 
mography was  a useful  tool  in  evaluating  breast 
disease  states.  It  complimented  good  surgical 
judgment,  as  well  as  offering  other  beneficial 
effects  to  the  understanding  of  the  problem  pre- 
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sented.  The  ultimate  reward  of  a mammogram 
study  is  the  detection  of  a clinically  hidden 
cancer.  In  this  fact  lies  the  hope  of  increasing 
the  over-all  survival  rate  from  this  disease. 


SECTION  ON 

Ophthalmology 

Chairman  Philip  H.  Landers,  M.D.,  Broome 

Vice-Chairman 

Hunter  H.  Romaine,  M.D.,  New  York 

Secretary 

Dale  B.  Pritchard,  M.D.,  Tompkins 

Delegate James  I.  Farrell,  M.D.,  Oneida 

Wednesday,  February  16/9:30  A. M. /Versailles 
Room,  2nd  Floor 

1.  Panel  Discussion — External  Eye  Diseases 

Bernard  Kronenberg,  M.D.,  New  York 

City,  Moderator 

Panelists 

Albert  C.  Snell,  Jr.,  M.D.,  Rochester 
W.  Yerby  Jones,  M.D.,  Buffalo 
James  Miller,  M.D.,  Albany 

Discussion  will  include  practical  questions 
such  as  the  place  of  cryo  technics  in  external  eye 
therapy,  the  relation  of  trauma  to  epithelial 
herpes,  and  radiation  vs.  surgery  for  basal  cell 
lesions  of  the  lids. 

2.  Panel  Discussion — Muscle  Problems 

Hunter  Romaine,  M.D  , New  York  City, 

Moderator 

Panel  ists 

Marshall  Parks,  M.D.,  Washington, 

D. C.  (by  invitation) 

E.  Howard  Bedrossian,  M.D.,  Drexel 
Hill,  Pennsylvania  (by  invitation) 

Discussion  is  directed  toward  the  puzzling 
decisions  which  must  be  made  by  each  ophthal- 
mologist in  his  day-to-day  practice  such  as  the 
diagnosis  and  treatment  of  catgut  reactions,  the 
most  reliable  and  safest  technic  of  inferior 
oblique  weakening,  and  the  minimum  age  for 
muscle  surgery. 


SECTION  ON 

Orthopedic  Surgery 

Chairman 

J.  William  Fielding,  M.D.,  New  York 

Secretary Eugene  R.  Mindell,  M.D.,  Erie 

Delegate 

..  . Frederick  Lee  Liebolt,  M.D.,  New  York 

Thursday,  February  17/9:30  A. M. /Versailles  Room, 
2nd  Floor 


1.  Pararticular  Chondroma 

John  Mosher,  Jr.,  M.D.,  Albany 
Discussion:  James  Wray,  M.D.,  Syracuse 

2.  Surgical  Treatment  of  Scoliosis  at  the 
Univei’sity  of  Rochester  Medical  Center 

Louis  Goldstein,  M.D.,  Rochester 
Discussion:  Joseph  Godfrey,  M.D.,  Buffalo 

3.  Slipped  Capital  Femoral  Epiphysis 

Wayne  Southwick,  M.D.,  New  Haven, 
Connecticut  (by  invitation) 

4.  Experimental  and  Clinical  Aspects  of 
Legg-Perthes  Disease 

Robert  Salter,  M.D.,  Toronto,  Canada  (by 
invitation) 

5.  Spinal  Tuberculosis 

Alan  deforest  Smith,  M.D.,  New  York 
City 

Discussion:  David  Bosworth,  M.D.,  New 

York  City 

6.  Wound  Infection  Following  Surgery  for 
Fracture  of  the  Hip 

George  B.  Ambrose,  M.D.,  New  York  City 
Harold  Dick,  M.D.,  New  York  City  (by 

invitation) 

Discussion:  David  Murray,  M.D.,  Syracuse 
SECTION  ON 

Otolaryngology 

Chairman 

Edward  C.  Brandow,  Jr.,  M.D.,  Albany 

Vice-Chairman Ira  Polisar,  M.D.,  Kings 

Secretary 

John  Paul  Frazer,  M.D.,  Monroe 

Delegate John  F.  Daly,  M.D.,  New  York 

Wednesday,  February  16/9:00  A. M. /Room  A, 
Albert  Hall 

1.  Thornwall’s  Bursa 

Francis  X.  Ipolyi,  M.D.,  Saranac  Lake 

2.  Antimicrobials:  Role  in  the  Treatment 
of  Ear,  Nose,  and  Throat  Infections 

Dumont  Elmendorf,  M.D.,  Albany 

3.  Clinical  Applications  of  Electronystag- 
mography 

Noel  Cohen,  M.D.,  New  York  City 

4.  Nasal  Obstruction  in  Children 

Robert  M.  Hui,  M.D.,  New  York  City 

5.  The  Congenital  Hearing  Loss  with  an 
Intact  Tympanic  Membrane 

Alan  Austin  Scheer,  M.D.,  New  York  City 
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6.  Otologic  Approach  to  Acoustic  Neu- 
roma 

Wesley  H.  Bradley,  M.D.,  Syracuse 

7.  Mobilization  of  Perilymph-Radical 
Stapes  Mobilization 

Samuel  Rosen,  M.D.,  New  York 

8.  Stapes  Surgery:  Evaluation  of  Five- 

Year  Results 

Richard  J.  Bellucci,  M.D.,  New  York  City 

9.  Panel  Discussion — Problems  of  Manage- 
ment of  Head  and  Neck  Surgery:  How  I 

Do  It. 

George  A.  Sisson,  M.D.,  Syracuse 
Moderator 
Panelists 

Jean  Haar,  M.D.,  Buffalo 
James  Toomey,  M.D.,  Rochester 
John  M.  Lore,  M.D.,  Suffern 
Edward  C.  Brandow,  Jr.,  M.D.,  Albany 


SECTION  ON 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman. . Harold  Mamelok,  M.D.,  Orange 

Vice-Chairman  

Victoria  A.  Bradess,  M.D.,  Westchester 

Secretary 

George  K.  Higgins,  M.D.,  New  York 

Delegate John  J.  Clemmer,  M.D.,  Albany 

Tuesday,  February  15/9:30  A. M. /Versailles  Room, 
2nd  Floor 

Symposium  and  Panel  Discussion — Medicare 
and  the  Pathologist 


SECTION  ON 

Pediatrics 

Chairman.  Ernest  Freshman,  M.D.,  Madison 

Vice-Chairman 

Harold  Jacobziner,  M.D.,  New  York 

Secretary Thomas  S.  Bumbalo,  M.D.,  Erie 

Delegate Frank  Disney,  M.D.,  Monroe 

Tuesday,  February  15/9:30  A. M. /Room  B,  Albert 
Hall 

1.  A Five-Year  Report  on  a Fluoride  Vita- 
min Study  During  the  First  Eight  Years  of 
Life 

John  C.  Macaulay,  M.D.,  Oneida 

2.  Portal  Hypertension  in  Children 

Nicholas  Stahl,  M.D.,  Syracuse 


3.  Genetics  and  Office  Practice 

Mary  L.  Voorhess,  M.D.,  Syracuse 

4.  The  Work  of  the  Family  Doctor 

Robert  J.  Haggerty,  M.D.,  Rochester 


SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman 

Leonard  D.  Policoff,  M.D.,  Albany 


Secretary Henry  Rosner,  M.D.,  Kings 

Delegate Henry  Fleck,  M.D.,  Bronx 


Thursday,  February  17/2:00  P.M./Room  A,  Albert 
Hall 

JOINT  MEETING  WITH 

New  York  Diabetes  Association 

Symposium — Total  Care  of  the  Diabetic  from 
a Physiatrist’s  Point  of  View 

1.  Diagnosis  of  Early  Asymptomatic 

Diabetes 

Rafael  A.  Camerini-D avalos.  New  York 

City 

Changes  are  presented  at  the  stage  of  dia- 
betes where  the  tolerance  to  glucose  is  normal, 
and  speculations  are  made  to  explain  the  etio- 
pathogenesis  of  these  early  “abnormalities.” 
The  possibility  that  these  changes  are  susceptible 
to  exogenous  influences  and  that  these  influences 
may  alter  or  even  prevent  the  later  manifesta- 
tion of  the  disease  is  discussed  in  relation  to  some 
protective  measures,  to  the  possible  use  of  oral 
hypoglycemic  agents  in  the  treatment  of  pre- 
diabetes, and  in  the  possible  prevention  of  dia- 
betes in  the  future. 

2.  Diabetic  Neurologic  Complications 

and  Their  Functional  Abnormalities 

Max  Ellenberg,  M.D.,  New  York  City 

Neuropathic  involvement  in  diabetes  is  fre- 
quent in  occurrence,  widespread  in  its  mani- 
festations, and  significant  in  its  clinical  import. 

The  neurologic  syndromes  may  be  divided 
into  peripheral  and  visceral  neuropathies.  The 
peripheral  neuropathies  include  muscle  atrophy 
and  paresis,  sensory  loss,  and  foot  drop;  the 
upper  extremities  may  be  involved,  but  the 
lower  extremities  are  more  frequently  affected 
and  to  a greater  degree. 

The  visceral  manifestations  comprise  many 
facets  and  include  extraocular  muscle  palsies, 
diabetic  enteropathy,  neurogenic  vesical  dys- 
function, orthostatic  hypotension,  neurotrophic 
(Charcot)  arthropathy,  and  neurotrophic  ulcer 
(mal  perforans).  Many  of  these  factors  are 
amenable  to  and,  indeed,  require  therapy  along 
the  lines  of  physical  medicine  and  rehabilitation. 
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3.  The  Role  of  the  Physiatrist  in  the 
Care  of  Diabetes 

Heinz  I.  Lippmann,  M.D.,  New  York  City 

The  physiatrist  has  contributions  to  make  to 
the  prevention,  early  evaluation,  and  manage- 
ment of  the  disabilities  which  arise  in  the  long- 
surviving  diabetic  patient:  (1)  prevention  of 

potentially  disabling  infections  or  injuries  com- 
plicating lower-extremity  angiopathies  by  educa- 
tional, individual,  or  institutional  programs  in 
foot  and  skin  care,  by  exercise  programs,  and 
other  hygienic  measures;  (2)  early  evaluation  of 
cardiac,  respiratory,  and  peripheral  circulatory 
reserve,  the  latter  by  exercise  oscillometry,  re- 
flex heating,  or  ambient  temperature  manipula- 
tion, or  the  use  of  plethysmographic  methods  to 
determine  total  blood-carrying  capacity  in  in- 
volved limbs;  and  (3)  rehabilitative  manage- 
ment, by  applying  orthotic  devices  for  the 
muscle-weak  neuropathic  patient  with  diabetes, 
special  shoe  wear  in  some  cases,  and,  of  course, 
the  use  of  prosthetic  and  training  procedures  for 
the  diabetic  amputee. 

Several  specific  physiatric  services  will  be 
mentioned  and,  as  time  jiermits,  discussed  in 
some  detail. 

4.  Management  of  the  Diabetic  with 
Vascular  Disease  of  the  Lower  Extremities 

Joseph  R.  Wilder,  M.D.,  New  York  City 

This  report  will  review  the  various  conserva- 
tive and  surgical  approaches  in  the  management 
of  the  diabetic  patient  with  vascular  disease. 
Methods  of  diagnosis  will  be  discussed,  espe- 
cially in  those  patients  who  have  coexisting 
arteriosclerosis.  A brief  review  of  the  present 
surgical  approaches  and  treatment  of  the  dia- 
betic patient  will  be  discussed.  The  emphasis, 
however,  will  be  on  the  more  practical  and  con- 
servative methods  of  treatment,  more  specifi- 
cally on  prophylaxis  and  rehabilitation.  Statis- 
tical studies  will  be  cited,  with  selected  case 
studies. 

5.  Pre-  and  Postoperative  Management 
of  the  Potential  and/or  Diabetic  Amputee 

Allen  Russek,  M.D.,  New  York  City 

6.  Employability  of  the  Diabetic  as  Part 
of  His  Rehabilitation  Program 

Gerald  J.  Friedman,  M.D.,  New  York 

City 


SECTION  ON 

Plastic  and  Reconstructive  Surgery 

Chairman Howard  B.  Rasi,  M.D.,  Kings 

Vice-Chairman 

E.  Hoyt  De  Kleine,  M.D.,  Erie 

Secretary Leonard  E.  King,  M.D.,  Albany 

Delegate 

William  P.  Whalen,  M.D.,  New  York 

Monday,  February  14/9:30  A. M. /Versailles  Room, 
2nd  Floor 


1.  Midline  Fracture  of  the  Maxilla 

Leonard  E.  King,  M.D.,  Albany 

Paul  A.  Orens,  D.D.S.,  Albany  (by  invitation) 

A midline  vertical  fracture  of  the  maxilla,  not 
associated  with  other  middle  third  fractures,  is 
extremely  rare.  Literature  will  be  reviewed 
and  the  method  of  management  discussed. 

2.  Geometric  Planning  in  Reduction 
Mammoplasty 

Edgar  P.  Berry,  M.D.,  New  York  City 

The  geometric  planning  in  reduction  mammo- 
plasty, first  described  by  Aufricht,  needs  re- 
emphasis and  clarification.  The  author’s  re- 
vision has  made  the  procedure  easy  to  under- 
stand and  calculates  the  amount  of  tissue  to  be 
removed  with  remarkable  accuracy. 

The  method  of  planning  and  the  procedure  is 
presented  with  the  aid  of  slide  diagrams. 

3.  Patent  Blue  V as  an  Indicator  of  Burn 
Depth 

In  Chul  Song,  M.D.,  Brooklyn 

Bertram  E.  Bromberg,  M.D.,  Hempstead 

Charles  Radlauer,  M.D.,  Brooklyn  (by 

invitation) 

In  a continuing  pursuit  of  suitable  methods  to 
distinguish  viable  from  necrotic  skin,  we  have 
employed  skin  temperature  (measured  by  ther- 
mocouple), ultrasonic  energy,  and  biologic  dyes. 

For  the  present,  we  have  set  aside  our  studies 
with  the  two  former  methods  and  have  concen- 
trated on  the  use  of  Patent  Blue  V as  a suitable 
means  of  differentiation.  Recent  experimental 
studies  appearing  in  the  literature  dealing  with 
this  dye  were  very  encouraging,  as  well  as  re- 
sults obtained  by  the  New  York  Hospital  group 
with  other  dyes. 

In  an  effort  to  explore  Patent  Blue  V further 
in  regard  to  toxicity,  investigations  were  carried 
out  on  20  Albany  white  mice.  These  animals 
received  massive  doses  of  Patent  Blue  V for 
seven  consecutive  days  prior  to  sacrifice,  after 
which  gross  histologic  studies  were  obtained. 

Further  animal  studies  to  determine  the 
effectiveness  of  the  dye  were  performed  in  40 
New  Zealand  white  rabbits  after  graded  burn- 
ing. 

Studies  in  the  mice  revealed  no  obvious 
toxicity  to  the  dye,  and  no  evidence  of  dye  per- 
sisted in  any  of  the  tissues  or  organs  examined. 
In  the  rabbits,  the  dye  was  an  immediately 
effective  color  indicator  for  the  burn  depth  and 
was  employable  by  single  dosage  for  a period 
up  to  one  week.  Photographic  and  histologic 
studies  were  carried  out. 

4.  Management  of  Hemorrhage:  Post- 

rhinoplasty 

Joseph  A.  Tamerin,  M.D.,  New  York  City 

Incidence,  etiology,  and  differential  pa- 
thology of  epistaxis  will  be  discussed.  Technics 
for  management,  with  a review  of  the  literature, 
will  be  presented.  The  author’s  methods  of 
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management  extending  over  thirty  years  of 
experience  will  be  elaborated. 

5.  Neck  Rotation  Flap  to  Surface  the 
Entire  Cheek 

Richard  B.  Stark,  M.D.,  New  York  City 
Thomas  C.  Sumners,  M.D.,  New  York 
City  {by  invitation) 

The  unscarred  or  uninvolved  soft  tissues  of 
the  neck  make  ideal  tissue  with  which  to  surface 
an  entire  cheek.  The  flap  rotation  is  basically 
in  a horizontal  plane  and  this  avoids  ectropion 
occasioned  by  downward  pull  on  the  lower  lid. 
This  technic  has  been  used  to  correct  burn 
scars,  irradiation  dermatitis,  congenital  hairy 
nevus,  and  superficial  melanoma.  Case  ex- 
amples will  be  shown. 

6.  Case  Analysis  of  325  Consecutively  Per- 
formed Rhytidectomies 

Herbert  Conway,  M.D.,  New  York  City 
George  Lacy,  M.D.,  New  York  City  {by 
invitation) 

Rhytidectomy  as  an  operative  procedure  in 
plastic  surgery  is  well  established.  Although 
generally  done  for  cosmetic  indications,  it  is 
also  used  in  varying  form  to  correct  a host  of 
postneoplastic,  neurologic,  and  traumatic  de- 
formities on  patients  of  both  sexes  and  of  any 
age.  In  this  study  325  consecutive  rhytidec- 
tomies performed  at  The  New  York  Hospital- 
Cornell  Medical  Center  are  reported,  the  technic 
briefly  discussed,  and  the  preoperative  status 
and  clinical  course  of  the  patients  analyzed. 

SECTION  ON 

Preventive  Medicine  and 
Public  Health 

Chairman.  Robert  P.  Whalen,  M.D.,  Albany 

Vice-Chairman 

Robert  E.  Rothermel,  M.D.,  New  York 

Secretary 

James  J.  Quinlivan,  M.D.,  Albany 

Delegate Milton  Tully,  M.D.,  Steuben 

Tuesday,  February  15/2:00  P.M. /Versailles  Room, 
2nd  Floor 

Symposium  and  Panel  Discussion — Medical 
Care  Services  in  Public  Health 

Robert  P.  Whalen,  M.D.,  Albany,  Moderator 

1.  The  Hospital  Inspection  Program  of 
the  New  York  State  Health  Department 

Julius  Katzive,  M.D.,  Albany 

On  February  1,  1966,  the  New  York  State 
Department  of  Health  will  assume  responsibility 
for  the  supervision,  inspection,  and  certification 
of  approximately  400  hospitals  and  800  nursing 
homes  in  the  State.  The  Health  Department 
will  also  certify  to  the  Department  of  Health, 
Education,  and  Welfare  those  hospitals  that  are 


eligible  for  participation  in  the  “Medicare  Pro- 
gram.” These  include  mental  health  facilities 
which  ordinarily  would  not  be  in  the  State’s 
certification  program. 

Hospitals  will  be  requested  to  submit  applica- 
tions for  certification.  On  the  basis  of  their 
application  and  previous  approval  by  the  State 
Department  of  Social  Welfare,  hospitals  will  be 
issued  initial  operating  certificates.  Subse- 
quent renewal  certificates  will  be  issued  on  the 
basis  of  hospital  inspections  by  qualified  inspec- 
tion teams. 

2.  Medical  Review:  The  Evaluation  of 

the  Quality  of  Medical  Care 

Malcolm  L.  Crump,  M.D.,  Albany 

The  responsibility  for  building  a system  of 
quality  appraisal  in  medicine  extends  to  all 
branches  of  the  profession.  Major  organiza- 
tions in  both  the  private  and  public  medical  do- 
mains are  now  moving  forward  to  accomplish 
this  aim. 

An  initial  project  in  the  Rochester  region  is 
already  assessing  the  quality  of  obstetric  and 
pediatric  care.  Progress  of  this  study  is  noted. 
The  physician  in  private  practice  will  be  able  to 
benefit  from  a variety  of  postgraduate  educa- 
tional activities  linked  to  the  medical  review 
program. 

3.  Areawide  Health  Facilities 

Jack  C.  Haldeman,  M.D.,  New  York  City 

4.  Long-Term  Medical  Facilities — An 

Integral  Part  of  the  Public  Health 

Chronic  Disease  Program 

I.  Jay  Brightman,  M.D.,  Albany 

The  presentation  will  include  reference  to 
State  standards  and  accreditation  bodies,  the 
evaluation  of  long-term  medical  facilities  under 
the  Medicare  and  the  Medical  Indigents  As- 
sistance programs,  the  significance  of  utilization 
committees,  the  importance  of  recreational  serv- 
ices and  methods  by  which  they  can  be  pro- 
vided, the  role  of  local  councils  on  improvement 
of  the  care  of  the  aging,  and  the  significance  of 
related  legislative  programs  such  as  the  Eco- 
nomic Opportunity  Program  and  the  Older 
Americans  Program. 

5.  Part-Time  Hospital  Epidemiologists 

Harold  T.  Fuerst,  M.D.,  New  York  City 

Hospital  populations  form  important  groups 
for  epidemiologic  investigation:  first  and  per- 
haps foremost,  for  control  of  hospital-acquired 
disease.  Another  major  direction  is  toward  the 
use  of  such  delineable  and  well-observed  popula- 
tions for  elucidation  of  the  ecology  and  natural 
history  of  disease  states,  including  appreciation 
of  associated  risk  factors.  During  the  past  two 
years,  the  City  of  New  York  Department  of 
Health  has  supported  part-time  hospital  epi- 
demiologists in  many  institutions  in  the  city. 
The  experiences  thus  gained  indicate  that  a 
similar  program  is  adaptable  to  community 
hospitals  in  general,  with  or  without  modifica- 
tion 


January  1,  1966  / New  York  State  Journal  of  Medicine  47 


SECTION  ON 

Radiology 

Chairman 

F.  Mitchell  Cummins,  M.D.,  New  York 

Vice-Chairman 

Charles  Bernstein,  M.D.,  Erie 

Secretary 

E.  Robert  Heitzman,  M.D.,  Onondaga 

Delegate 

William  B.  Seaman,  M.D.,  New  York 

Monday,  February  14/2:00  P.M./Room  A,  Albert 
Hall 

1.  Foot  Problems  in  Children:  Diagnosis 
and  Treatment 

Robert  H.  Freiberger,  M.D.,  New  York 
City 

Alexander  Hersh,  M.D.,  New  York  City 

2.  Hip  Problems  in  Children:  Diagnosis 

and  Treatment 

David  H.  Baker,  M.D.,  New  York  City 
Charles  T.  Ryder,  M.D.,  New  York  City 

3.  Roentgenographic  Bone  and  Joint  Signs 
of  Pediatric  Emergencies 

Martin  H.  Wittenborg,  M.D.,  Boston, 
Massachusetts,  (by  invitation) 


SECTION  ON 

Space  Medicine 

Chairman 

Constantine  D.  J.  Generales,  M.D., 

New  York 

Vice-Chairman 

Richard  D.  Brasfield,  M.D.,  New  York 

Secretary 

..  Ernest  Lovelle  Becker,  M.D.,  New  York 
Delegate.  . Le  Von  Bedrosian,  M.D.,  Albany 

Thursday,  February  17/9:00  A. M. /Imperial  Ball- 
room B,  2nd  Floor 

Seventh  Annual  Symposium  on  Space  Medicine — 

Anno  IX  of  Space  Exploration 

1.  Chairman’s  Address:  Space  Medicine  in 
Education 

Constantine  D.  J.  Generales,  Jr.,  M.D., 
New  York  City 

2.  Ethnic  Conduct  in  the  Peaceful  Uses 
of  Outer  Space 

Kurt  Waldheim,  Ph.D.,  New  York  City 
(by  invitation) 

3.  Telemetry  on  Man  without  Sensors 

William  A.  Shafer,  M.D.,  San  Diego, 
California  (by  invitation) 


4.  The  “Hearing”  of  Electromagnetic 
Waves 

Clyde  E.  Ingalls,  Ph.D.,  Ithaca  (by 
invitation) 

5.  The  Fuel  Cell  and  Space  Flight 
William  Flanigan,  Philadelphia,  Pennsyl- 
vania (by  invitation) 

6.  Biomagnetic  Instrumentation  of  the 
Heart 

Gerhard  Baule,  M.S.,  Syracuse  (by 
invitation) 

7.  Land  Animals  in  a Hydroecology  (live 
demonstration  and  film) 

Johannes  Kylstra,  M.D.,  Durham,  North 
Carolina  (by  invitation) 

8.  Paleobiology  and  the  Antiquity  of  Life 

Elso  S.  Barghoorn,  Ph.D.,  Cambridge, 
Massachusetts  (by  invitation) 


SECTION  ON 

Surgery 

Chairman 

James  H.  Cosgriffe,  Jr.,  M.D.,  Erie 

Vice-Chairman 

John  H.  Morton,  M.D.,  Monroe 

Secretary 

. . . Alfred  M.  Markowitz,  M.D.,  New  York 
Delegate..  John  F.  Prudden,  M.D.,  New  York 

Wednesday,  February  16/2:00  P.M. /Versailles 
Room,  2nd  Floor 

1.  The  Halogenated  Anesthetics 

Robert  J.  Dean,  M.D.,  Buffalo 

2.  Synergistic  Gangrene 

Louis  C.  Cloutier,  M.D.,  Buffalo 

3.  Serum  Anti-Body  Response  to  Organ 
Transplants 

John  C.  McDonald,  M.D.,  Buffalo 

4.  Gastric  Ulcer  and  Gastric  Carcinoma 
Harry  W.  Hale,  Jr.,  M.D.,  Buffalo 

5.  Current  Attitude  Toward  Appendicitis 

Charles  E.  Wiles,  M.D.,  Buffalo 

6.  The  Breast  Lump — Its  Diagnosis  and 
Management 

Alfred  F.  Luhr,  Jr.,  M.D.,  Buffalo 

7.  Surgical  Aspects  of  the  Nodular  Goiter 

James  E.  Rogers,  M.D.,  Buffalo 

8.  The  Endocardiac  Electrode  Pacemaker 

Anthony  J.  Federico,  M.D.,  Buffalo 
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SECTION  ON 

Urology 


Chairman 

Ralph  T.  DiPace,  M.D.,  Westchester 

Vice-Chairman 

Hobard  T.  Boyd,  M.D.,  Monroe 

Secretary 

John  H.  McGovern,  M.D.,  New  York 

Delegate E.  Craig  Coats,  M.D.,  New  York 


Thursday,  February  17/2:00  P.M. /Versailles  Room, 
2nd  Floor 

Symposium — Renal  Cancer 

1.  Ultra  Structure  of  the  Developing  and 
Mature  Mammalian  Nephron 

Johannes  A.  G.  Rhodin,  M.D.,  New  York 
City 

2.  Estrogen-Induced  Tumors  and  Beta- 
Glucuronidase  Activity  of  the  Hamster 
Kidney 

Larry  F.  Cavazos,  M.D.,  Boston,  Mas- 
sachusetts (by  invitation ) 

3.  Renal  Neoplasia  Induced  by  Com- 
binations of  Dietary  Lead  Subacetate  and 
Fluorenylacetamide 

George  M.  Hass,  M.D.,  Chicago,  Illinois 
(by  invitation ) 

4.  The  Value  of  Surgery  in  Metastatic 
Renal  Cell  Carcinoma 

Richard  G.  Middleton,  M.D.,  New  York 
City 


SESSION  ON 

History  of  Medicine 


Chairman.  . John  A.  Benjamin,  M.D.,  Monroe 

Secretary 

William  F.  Fitzgerald,  M.D.,  Albany 


Monday,  February  14/2:00  P.M. /Versailles  Room, 
2nd  Floor 


1.  The  Origin  and  Development  of  New 
York  Medical  College  from  1860  to  1966 

Leonard  Paul  Wershub,  M.D.,  New 
York  City 

2.  Yale,  Pennsylvania,  and  the  Birthday 
of  the  American  Medical  Association 

Eugene  P.  Link,  Ph.D.,  Plattsburgh 
(by  invitation) 

3.  Similarities  in  the  Fatal  Woundings  of 
John  Wilkes  Booth  and  Lee  Harvey  Oswald 

John  K.  Lattimer,  M.D.,  New  York  City 

4.  Early  Dispensaries  in  New  York  City 

Leonard  Paul  Wershub,  M.D.,  New 
York  City 

5.  The  Life  of  Dr.  John  A.  Sampson, 
Pioneer  Gynecologist,  Teacher,  and  Re- 
search Worker 

William  J.  Fitzgerald,  M.D.,  Albany 


Annual  Dinner  Meeting 

NEW  YORK  STATE  CHAPTER 
AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 

The  Americana,  Versailles  Room,  Tuesday, 
February  15 

* Sixteenth  Annual  Howard  Lilienthal  Lecture 
THE  LUNG  AS  A FILTER 
Richard  H.  Overholt,  M.D.,  Boston,  Massa- 
chusetts, Clinical  Professor  of  Thoracic 
Surgery,  Tufts  University  School  of  Medi- 
cine 

Cocktails— 6:30  P.M.  Dinner— 7:30  P.M. 

* Lecture— 8:45  P.M. 

* Any  physicians  who  wish  to  attend  the 
lecture  are  welcome. 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 

in  honor  of 


WEDNESDAY 

FEBRUARY  16,  1966 


WARING  WILLIS,  M.D. 

President 


IMPERIAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Reception  at  7 p.m. 
Superlative  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $20  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  16,  1966. 

Enclosed  please  find  my  check  for . 


NAME 

ADDRESS 


Please  attach  guest  list 
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1966  ANNUAL  CONVENTION 


Scientific  Exhibits 


The  Americana,  New  York  City 
Monday,  February  14,  through 
Thursday,  February  17 
Royal  Ballroom  and  Princess  Room, 

2nd  Floor 


ALBERT  H.  DOUGLAS,  M.D.,  Jamaica,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
FRED  W.  BUSH,  M.D.,  Rochester 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 
BEVERLY  C.  SMITH,  M.D.,  New  York  City 
FRANK  RAYMOND  SMITH,  M.D.,  New  York  City 


Food  and  Drug  Administration’s  Adverse 
Reaction  Reporting  Program 

John  W.  Nesbitt,  M.D. 

Food  and  Drug  Administration,  Bureau  of 
Medicine,  Washington,  D.C. 

The  Food  and  Drug  Administration’s  nation- 
wide program  for  reporting  drug  reactions  is 
presented.  Collection,  evaluation,  and  dissemi- 
nation of  the  data  are  depicted.  Physicians  are 
urged  to  report  reactions  to  FDA  or  AMA. 
These  central  agencies  cooperate  in  a joint  effort, 
vital  to  better  patient  care  (Booth  201) . 

Physical  Fitness  for  the  Paraplegic 
Adrian  C.  Kanaar,  M.D. 

Morton  Hoberman,  M.D. 

Ben  Lipton 

St.  Francis  Rehabilitation  Center, 
Poughkeepsie 

Photographs  of  wheelchair  games  at  the 
community,  national,  and  international  level 
illustrate  the  advantages  to  be  gained  by  the 
paraplegic  in  attaining  physical  fitness.  A dem- 
onstration of  weight-lifting  technics  by  a para- 
plegic is  given  (Booth  202). 

Medical  Treatment  of  Diabetic  Reti- 
nopathy 

Maximilian  Fabrykant,  M.D. 

Maxwell  L.  Gelfand,  M.D. 

Abner  S.  Rosenberg,  M.D. 

New  York  University  School  of  Medicine, 
New  York  City 

This  exhibit  represents  a new  classification  of 


diabetic  retinopathy  and  a medical  regimen  to 
prevent  or  delay  intraocular  hemorrhages.  Low- 
fat,  high-protein  diets  and  anabolic  steroids 
were  used  in  46  patients  for  five  and  one-half 
years.  No  new  hemorrhages  were  seen  in  71 
per  cent  of  patients  without  and  in  43  per  cent 
of  patients  with  fibrotic  proliferative  retinopathy 
(Booth  203). 

Pathophysiology  and  Therapy  of  Hemor- 
rhagic Shock 

Lewis  C.  Mills,  M.D. 

Hahnemann  Medical  College  and  Hospital, 
Philadelphia,  Pennsylvania 
The  purpose  of  this  exhibit  is  to  demonstrate 
the  hemodynamic  abnormalities  and  therapy  of 
hemorrhagic  shock.  Animals,  in  whom  shock 
was  produced  by  serial  bleedings,  and  several 
patients  with  hemorrhagic  shock  were  studied; 
and  the  comparative  effects  of  blood  transfusion, 
metaraminol,  and  norepinephrine  on  mean  blood 
pressure,  glomerular  filtration  rate,  and  renal 
blood  flow  are  depicted.  In  mild  to  moderate 
hemorrhagic  shock,  renal  function  was  usually 
improved  by  any  of  these  therapies,  but  in  severe 
shock,  as  in  the  animal  studies,  metaraminol 
appeared  to  be  more  effective  in  restoring  renal 
function  than  norepinephrine  (Booth  204). 

Medical  Care  Services  in  Public  Health 

Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
Health 

Department  of  Health,  State  of  New  York, 
Albany 

This  exhibit  conveys  two  main  messages:  (1) 
that  public  health  now  encompasses  all  aspects 
of  medical  care  services — prevention,  diagnosis, 
treatment,  rehabilitation,  and  research,  and  (2) 
that  the  State  Health  Department  is  working 
closely  with  the  Medical  Society  of  the  State  of 
New  York  and  the  New  York  State  Hospital 
Association  to  implement  its  responsibilities  in 
this  area  (Booth  205). 

Fibrinolysis  in  Open  Heart  Surgery 
Sherwin  V.  Kevy,  M.D. 

William  F.  Bernhard,  M.D. 

Carol  McMahon,  B.S. 

Children’s  Hospital  Medical  Center, 
Boston,  Massachusetts 
This  exhibit  describes  the  pathogenesis  and 
treatment  of  fibrinolysis  in  open  heart  surgery. 
As  will  be  shown,  lysis  is  initiated  prior  to 
perfusion.  An  evaluation  of  the  administration 
of  epsilon  aminocaproic  acid  to  300  patients 
both  as  prophylaxis  and  as  treatment  for  hyper- 
fibrinolytic states  is  presented  (Booth  206). 

Acute  Leukemia  Group  B Exhibit 
Stanley  L.  Lee,  M.D. 

Maimonides  Hospital  of  Brooklyn,  Brook- 
lyn 

Ralph  L.  Engle,  Jr.,  M.D. 

New  York  Hospital,  New  York  City 
Louis  R.  Wasserman,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 
Deliberate  study  plans  in  leukemia  have 
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provided  significantly  improved  survival,  more 
frequent  remissions,  and  new  facts  for  further 
investigations.  New  therapies  of  lymphomas, 
myelomas,  tumors  of  children,  and  chronic  leu- 
kemia are  evolving  in  these  same  directions. 
Current  studies,  principles,  and  designs  are 
shown  (Booth  207). 

The  American  Association  of  Blood  Banks 

American  Association  of  Blood  Banks 
Greenville,  South  Carolina 

The  exhibit  presents  the  various  activities  and 
services  provided  by  or  sponsored  by  the  Amer- 
ican Association  of  Blood  Banks.  The  clearing- 
house exchanges,  the  inspection  and  accredita- 
tion of  blood  banks,  the  rare  donor  file,  the  frozen 
blood  storage,  and  other  programs  have  helped 
make  blood  transfusion  safer  throughout  the 
country  (Booth  208). 

Long-Term  Experience  with  Oral  Therapy 
in  Diabetes  Mellitus 

Henry  Dolger,  M.D. 

John  J.  Bookman,  M.D. 

Charles  Nechemias,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 

An  eight-year  follow-up  of  96  patients  on  oral 
therapy  is  presented,  with  data  on  primary  and 
secondary  failures.  Criteria  for  patient  selec- 
tion, newer  concepts  of  dosage,  and  fringe  areas 
for  oral  treatment  are  suggested.  A graphic 
representation  of  the  dynamic  progression  of 
diabetes,  with  appropriate  treatment  in  each 
stage,  is  included  (Booth  209). 

Cinegastroscopy  and  Still  Photography  of 
the  Stomach 

Henry  Colcher,  M.D. 

Audrey  M.  Hering,  R.N. 

The  technic  of  cinegastroscopy  will  be  shown 
demonstrating  different  lesions  of  the  stomach. 
Transparencies  of  various  gastric  lesions  en- 
larged from  the  original  5-mm.  film  strips  as 
photographed  with  the  gastrocamera  and  the 
gastrofiberscope  will  be  included.  These  instru- 
ments will  be  displayed.  A chart  of  the  devel- 
opments in  cinegastroscopy  will  be  presented 
(Booth  210). 

Combination  Geographic  and  Hospital 
Tumor  Registry  in  Albany  County 

Kenneth  B.  Olson,  M.D. 

Albany  Medical  College  of  Union  Univer- 
sity, Albany 

The  geographic  tumor  registry  in  Albany 
County  which  furnishes  follow-up  data  and 
assists  in  the  annual  publication  of  results  of 
diagnosis  and  treatment  of  cancer  in  seven 
Albany  County  hospitals,  as  well  as  the  geo- 
graphic limits  of  Albany  County,  is  described. 
How  this  activity  functions  and  improves  treat- 
ment of  cancer  in  this  area  is  explained  (Booth 
211). 


Antimicrobial  Drugs  of  Choice 

Harold  Aaron,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 

Despite  the  availability  of  a variety  of  anti- 
microbial drugs  effective  against  the  same  infec- 
tion organisms,  for  each  organism  there  is  gen- 
erally a first  choice,  and  there  is  usually  a 
preferred  order  of  choice  among  alternative 
drugs.  The  exhibit  presents  drugs  of  first  choice 
and  alternative  drugs  in  tabular  form  (Booth 
212). 

Diagnosis  and  Prognosis  in  Coronary  Artery 
Disease — Practical  Value  of  Exercise  Elec- 
trocardiogram 

George  P.  Robb,  M.D. 

Herbert  H.  Marks 

Exercise  electrocardiographic  studies  show 
that  the  amount  of  ischemic  S-T  segment  depres- 
sion parallels  the  severity  of  coronary  insuffi- 
ciency; down-sloping  or  sagging  S-T  depression 
denotes  more  serious  disease  than  horizontal 
depression;  and  the  exercise  electrocardiogram 
discriminates  between  pre-exercise  T-wave  ab- 
normalities associated  with  coronary  disease  and 
those  of  noncoronary  origin  (Booth  213). 

The  Regulation  of  Dietary  Fat 

The  American  Medical  Association 
Chicago,  Illinois 

This  exhibit  presents  a review  of  present 
knowledge  of  dietary  fat  and  is  designed  to  aid 
the  physician  in  understanding  the  role  of  fat  in 
the  diet  and  relation  to  disease.  Methods  for 
regulating  dietary  fat,  sample  menus,  and  a table 
of  the  content  of  foods  are  included  (Booth  214). 

A New  Chemotherapeutic  Agent  for  Tuber- 
culosis: Ethambutol 

Virgil  A.  Place,  M.D. 

Donald  A.  Buyske,  Ph.D. 

Robert  G.  Shepherd,  Ph.D. 

The  exhibit  describes  a new  antituberculosis 
agent  which  is  a valuable  addition  to  the  arma- 
mentarium against  tuberculosis.  It  is  a syn- 
thetic, d-2,2',  ethylenediamine  compound,  hav- 
ing a high  degree  of  antimycobacterial  activity. 
It  is  rapidly  absorbed  from  the  gastrointestinal 
tract  and  has  been  demonstrated  to  be  effective 
in  pulmonary  tuberculosis  in  laboratory  animals 
and  in  human  beings  (Booth  215). 

The  Tuberculin  Tine  Test  in  Infection  and 
Disease 

Sol  Roy  Rosenthal,  M.D. 

Chicago  Municipal  Tuberculosis  Sanita- 
rium, Chicago,  Illinois 

The  exhibit  demonstrates  the  quantitative 
and  qualitative  differences  in  reaction  to  the  tine 
test  encountered  in  a group  of  498  patients  in  a 
tuberculosis  sanitarium  and  in  3,243  people  from 
an  area  of  high  tuberculosis  incidence  in  a large 
city.  In  all  subjects  tested  there  was  close  cor- 
relation between  the  size  of  the  Mantoux  reac- 
tion and  the  size  of  the  tine  test  (5  TU  units) 
reaction.  There  was  little  or  no  correlation 


52  New  York  State  Journal  of  Medicine  / January  1,  1966 


between  the  tine  test  and  100  tuberculin  units. 
It  was  found  qualitatively  that  in  90  per  cent  of 
the  patients  with  active  tuberculosis,  the  papules 
resulting  from  the  tine  test  became  fused, 
whereas  this  occurred  in  only  7.5  per  cent  of  the 
cases  in  the  large  city  population.  In  the 
opinion  of  the  authors,  these  differences  of  reac- 
tivity in  selected  populations  might  provide  an 
effective  screening  test  for  differentiating  serious 
from  nonserious  disease  (Booth  216). 

Radiation  Protection  for  Patient  and 
Operator 

X-Ray  Safety  Survey 

Donald  R.  Chadwick,  M.D. 

Clifford  E.  Nelson,  M.D. 

Samuel  Sperling,  M.S. 

U.S.  Department  of  Health,  Education, 
and  Welfare,  Washington,  D.C. 

This  two-part  exhibit  depicts  x-ray  protec- 
tion devices  and  technics  readily  available  to 
the  practitioner.  By  these  means,  radiation 
protection  for  patient  and  operator  can  be 
achieved  without  loss  of  diagnostic  quality  of 
the  resulting  radiographs.  Procedures  and 
equipment  used  in  conducting  a physical  survey 
of  x-ray  and  fluoroscopic  units  are  also  featured 
(Booth  217). 

Mammography  in  Clinical  Practice 
James  T.  De  Luca,  M.D. 

John  W.  Wentworth,  M.D. 

The  Community  Hospital,  Glen  Cove 
Mammography  is  a useful  roentgen  diagnostic 
procedure  when  applied  to  problematic  breast 
cases,  offering  a high  degree  of  accuracy  in  well- 
trained  hands.  From  our  experience  at  The 
Community  Hospital  at  Glen  Cove  and  in  pri- 
vate practice,  well  over  8,000  patients  have  been 
examined  by  this  means.  The  exhibit  is  meant 
to  demonstrate  the  indications  (Booth  218). 

Mammography  Patterns  in  Operable 
Lesions 

Philip  Strax,  M.D. 

City  Hospital  at  Elmhurst,  Elmhurst 
Louis  Venet,  M.D. 

Beth  Israel  Hospital,  New  York  City 
Stanley  Gross,  M.D. 

North  Shore  Hospital,  Great  Neck 
Radiologic  patterns  in  mammography  are 
correlated  with  clinical  findings  and  pathologic 
sections  in  60  asymptomatic  women  whose 
breasts  were  explored  on  clinical  grounds  in  the 
course  of  a mass  screening  study.  Correlations 
of  malignant  changes  in  palpable  and  nonpal- 
pable  cancers  as  well  as  of  nonmalignant  changes 
are  given  (Booth  219). 

Nuclear  Medicine  in  a Small  Community: 
A Cooperative  Effort 

Irwin  A.  Oppenheim,  M.D. 

Glen  M.  Ebersole,  M.D. 

John  D.  Voltmann,  M.D. 

Jamestown  General  Hospital,  Jamestown 
A comprehensive  nuclear  medical  service  is 


desirable  and  practical  in  a small  community 
(population  less  than  100,000) . Cooperation  of 
various  specialists  permits  establishment  of  a 
broad  program,  helpful  consultation,  and  team- 
work in  the  interest  of  the  patient.  Efficient 
choice  of  isotopes  and  instruments  is  stressed 
(Booth  220). 

Color  Scans  of  the  Liver:  An  Aid  in  Pre- 
operative Diagnosis 

Leonard  B.  Goldman,  M.D. 

Sheldon  Baum,  M.D. 

George  M.  Saypol,  M.D. 

The  Long  Island  Jewish  Hospital,  Queens 
Hospital  Center,  Jamaica 

Liver  scans,  using  Au  198,  were  performed 
preoperatively  on  patients  suspected  or  known 
to  have  intra-abdominal  tumors.  The  superior- 
ity of  the  color  scan  in  recognizing  hepatic 
lesions  is  demonstrated.  There  is  excellent  cor- 
relation between  the  scan  and  the  pathologic 
findings.  Thirty  representative  cases  have  been 
selected  for  presentation  (Booth  221). 

Greater  New  York  Chapter  National  Aid 
to  Visually  Handicapped 

Greater  New  York  Chapter  National 

Aid  to  Visually  Handicapped 
New  York  City 

This  exhibit  displays  large  type  (18-point) 
textbooks  and  materials  which  have  been  tran- 
scribed from  normal  print  books.  The  produc- 
tion of  these  special  materials  is  accomplished 
mainly  through  the  assistance  of  hundreds  of 
volunteers,  under  the  supervision  of  National 
Aid  to  Visually  Handicapped.  The  books  are 
available  for  distribution  to  public,  private,  and 
parochial  schools;  libraries;  hospitals;  and 
individuals  (Booth  222). 

The  Cross-Eyed  Child:  Current  Concepts 
in  Management 

Edwin  Billet,  M.D. 

Montefiore  Hospital  and  Medical  Center, 
The  Bronx 

Sensory  and  motor  factors  combined  enter 
into  strabismus  management  today.  Alignment 
of  eyes  is  not  the  only  goal:  eradicating  suppres- 
sion amblyopia  and  establishing  binocular  co- 
ordination are  equal  therapeutic  aims.  The 
role  of  glasses,  patching,  pleoptics,  orthoptics, 
cholinesterase  inhibitors  (eyedrops) , and  surgery 
in  achieving  sensory-motor  cure  will  be  demon- 
strated (Booth  223). 

Stereoscopic  Optical  Section  Micropathol- 
ogy 

Herman  J.  Norton,  M.D. 

University  of  Rochester  Medical  Center, 
Rochester 

Stereoscopic  and  mural-size  color  transparen- 
cies of  sagittal  light  sections  through  the  cornea, 
anterior  chamber,  and  crystalline  lens  of  the  eye 
will  be  exhibited.  The  new  technic  permits  the 
initial  photographic  showing  of  the  diagnostic 
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optical  light  section  of  the  clinical  slit  lamp 
biomicroscope  as  seen  in  various  ocular  lesions 

(Booth  224). 


Roentgen  Diagnosis  of  Unilateral  Ex- 
ophthalmos 

Judah  Zizmor,  M.D. 

Carl  V.  Fasano,  M.D. 

Byron  Smith,  M.D. 

William  Rabbett,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital, 
New  York  City 

Roentgen  signs  of  unilateral  exophthalmos  are 
evident  on  routine  films  in  about  50  per  cent  of 
the  cases.  Pneumotomography,  opaque  orbitog- 
raphy, phlebography,  or  arteriography  may 
indicate  the  cause  of  exophthalmos  when  routine 
films  are  unrevealing  (Booth  225). 


New  Concepts  in  Cleft  Palate  Care 

Herbert  Conway,  M.D. 

Dicran  Goulian,  Jr.,  M.D. 

Norman  E.  Hugo,  M.D. 

Cornell  University  Medical  College,  New 
York  City 

Previous  methods  employed  in  the  care  of 
cleft  palate  and  cleft  lip  have  been  deficient  in 
the  handling  of  premaxilla  and  alveolar  arches. 
A new  method  is  presented  in  which  maxillary 
orthopedics  are  used  to  rotate  the  prolabium  and 
expand  the  lateral  alveolar  arches.  Stabiliza- 
tion is  attained  through  the  use  of  a bone  graft 
from  the  ribs.  Representative  cases  are  pre- 
sented (Booth  226). 


Major  Amputations  of  the  Extremities 
William  F.  Mitty,  Jr.,  M.D. 

Florentino  P.  Famorca,  M.D. 

Isidro  C.  Almeda,  M.D. 

St.  Vincent’s  Hospital,  Staten  Island 
The  exhibit  details  170  major  amputations  of 
the  extremities.  Indications  and  the  types  of 
amputations  are  outlined.  Morbidity  and  mor- 
tality rates  are  enumerated  and  analyzed.  The 
role  of  lumbar  sympathectomy  is  noted.  Asso- 
ciated diseases  are  analyzed  in  relationship  to 
the  amputation  (Booth  227). 


Lymphangiosarcoma  of  the  Chronically 
Edematous  Limb 

Julian  B.  Hermann,  M.D. 

New  York  Medical  College  and  the  Metro- 
politan Hospital  Center,  New  York  City 
The  early  stages,  progression,  and  late  stages 
of  the  sarcoma  are  illustrated.  Photomicro- 
graphs detail  the  pathology.  The  clinical  and 
pathologic  differential  diagnosis  points  are  ex- 
plained. Theories  of  etiology,  prophylaxis,  the 
various  treatments  used,  and  results  obtained 
are  explained  also.  The  results  of  treatment 
are  illustrated  (Booth  228). 


Diagnosis  and  Operative  Treatment  for 
Aortoiliac  Occlusive  Disease 
Howard  C.  Baron,  M.D. 

Jewish  Memorial  Hospital,  New  York  City 
The  exhibit  illustrates  steps  in  diagnosis  and 
operative  treatment  of  atherosclerotic  vascular 
disease  of  the  terminal  aorta  and  iliac  arteries. 
The  operative  technic  of  endarterectomy  of  the 
aortoiliac  segment  with  aortograms  illustrating 
the  arterial  pathology  are  shown.  A brief 
review  of  the  indications  for  operation  with 
summary  of  results  obtained  is  included  (Booth 
229). 


The  Scientific  Exhibit 

New  York  Regional  Society  of  Plastic 
and  Reconstructive  Surgery 
Society  of  Plastic  Surgeons  of  Upstate 
New  York  of  The  American  Society 
of  Plastic  and  Reconstructive  Surgery 
Injuries,  diseases,  and  deformities  amenable 
to  plastic  surgery,  together  with  technics  for 
their  diagnosis  and  treatment,  will  be  shown. 
Members  of  both  exhibiting  societies  will  be 
present  to  answer  questions  (Booth  230). 


A Postoperative  Aid  to  the  Reduction  of 
Urinary  Retention 

Martin  E.  Felder,  M.D. 

Richard  P.  Dickey,  M.D. 

William  E.  Copeland,  M.D. 

Ohio  State  University  Hospital,  Columbus, 
Ohio 

This  is  a controlled  evaluation  of  therapy  with 
a proteolytic  enzyme  in  the  management  of 
ureteral  edema  which  is  known  to  follow  cysto- 
cele  repair.  It  is  a double-blind  study  involving 
100  patients,  half  of  whom  received  strepto- 
kinase-streptodornase  orally  and  half  of  whom 
received  a placebo.  The  patients  in  the  series 
receiving  the  medication  were  dismissed  from 
the  hospital  an  average  of  two  days  earlier  than 
those  receiving  the  placebo.  Spontaneous  void- 
ing was  more  frequent  in  the  treated  group,  and 
the  number  of  additional  catheterizations  was 
less  (Booth  231). 


The  Use  of  an  Oral  Enzyme  Activator  in 
Trauma 

G.  Kenneth  Lewis,  M.D. 

A.  Richard  Grossman,  M.D. 

Cook  County  Hospital,  Chicago,  Illinois 

This  exhibit  describes  a double-blind  investi- 
gation in  which  an  oral  enzyme  activator  and  a 
placebo  were  given  to  100  patients.  Fifty  re- 
ceived the  oral  enzyme  activator  and  50  received 
the  placebo  in  dosages  of  2 tablets  four  times 
daily  for  six  days.  All  patients  were  suffering 
from  ordinary  traumatic  and  surgical  traumatic 
inflammatory  conditions  of  the  face,  head,  and 
neck.  Comparative  results,  shown  photograph- 
ically, reveal  that  the  enzyme  activator  is  an 
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effective  means  for  the  alleviation  of  the  dis- 
tressing symptoms  caused  by  trauma  (Booth 
232). 

A Bedside  Screening  Test  for  Pulmonary 
Embolism  Shock 

Louis  R.  M.  Del  Guercio,  M.D. 

Joseph  D.  Cohn,  M.D. 

Neil  R.  Reins,  M.D. 

Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  The  Bronx 
An  electronic  mannikin  is  used  to  demon- 
strate the  use  of  flow-guided,  intracardiac  ECG- 
monitored,  right  ventricular  manometry  for  the 
bedside  detection  of  acute  right  ventricular  fail- 
ure associated  with  pulmonary  embolism  shock. 
The  test  can  be  performed  with  equipment 
available  on  any  hospital  ward  (Booth  233). 

Management  of  Colostomy 
Allen  H.  Postel,  M.D. 

W.  Robson  N.  Grier,  M.D. 

S.  Arthur  Localio,  M.D. 

New  York  University  Medical  Center,  New 
York  City 

This  exhibit  demonstrates  alternative  methods 
of  management  of  the  permanent  colostomy 
stoma:  (1)  the  nonirrigation  technic,  (2)  the 

conventional  enema,  and  (3)  a newer,  simplified 
irrigation  using  a bulb  syringe.  Certain  tech- 
nical refinements  of  the  abdominoperineal  resec- 
tion which  appear  to  facilitate  a more  rapid 
convalescence  are  also  illustrated  (Booth  234). 

Arterial  Embolism 

William  J.  McCann,  M.D. 

Alberto  J.  Samander,  M.D. 

Peter  F.  B.  von  Bormann,  M.D. 

New  Rochelle  Hospital,  New  Rochelle 
The  diagnosis  and  management  of  arterial 
emboli  are  presented.  The  details  of  manage- 
ment are  given,  including  operative  technic. 
The  complications,  morbidity,  and  mortality 
statistics,  as  well  as  limb  survival  and  functional 
results,  are  tabulated  and  analyzed  in  over  60 
cases  (Booth  235). 

Major  Reconstruction  of  the  Cardiac  Valves 
Using  Autogenous  Tissue 
Charles  P.  Bailey,  M.D. 

Jacob  Zimmerman,  M.D. 

Teruo  Hirose,  M.D. 

St.  Barnabas  Hospital,  The  Bronx 
The  replacement  of  the  cardiac  valves  with 
prosthetic  devices  is  at  best  a palliative  form  of 
therapy.  During  the  past  two  years,  much 
progress  has  been  made  in  major  reconstruction 
and  in  replacement  of  irrevocably  destroyed 
heart  valves  with  grafts  of  the  patient’s  own 
tissues.  When  feasible,  these  procedures  offer 
the  patient  a truly  curative  outcome.  The  tech- 
nics and  hemodynamic  evidences  of  these  ac- 
complishments in  actual  patients  are  illustrated 
(Booth  236). 


Eye  Centering  and  Amnesia 
Valentino  D.  B.  Mazzia,  M.D. 

Clark  T.  Randt,  M.D. 

New  York  University  Medical  Center, 

New  York  City 

Dissociation  of  eye  movements  during  the 
first  stage  of  anesthesia  or  associated  with 
pathologic  states  correlates  with  amnesia  for 
ongoing  events.  Subjects  are  conscious  and  can 
give  verbal  descriptions  of  painful  stimuli  but 
do  not  have  memory  for  pain.  The  amnesic 
state  is  terminated  with  the  return  of  eye  center- 
ing (Booth  237). 

Diphenhydramine  in  Premedication  for 
Cardiac  Catheterization 

S.  A.  Akdikmen,  M.D. 

C.  M.  Landmesser,  M.D. 

R.  Rosenthal,  M.D. 

Albany  Medical  Center  Hospital,  Albany 
A technic  of  premedication  using  diphen- 
hydramine which  allows  the  anesthesiologist  the 
option  of  carrying  through  the  case  with  pre- 
medication alone,  or  using  additional  sedation, 
or  a small  dose  of  thiopental  is  described.  Indi- 
cations for  catheterization,  technics  and  material 
used,  premedication  and  management,  and  re- 
sults and  summary  on  424  patients  by  age  group 
are  also  described  (Booth  238). 

Operation  99 

Frank  E.  Fierro,  M.D. 

Joseph  G.  Giuffrida,  M.D. 

Dante  V.  Bizzarri,  M.D. 

New  York  Medical  College,  New  York  City 
The  effectiveness  of  a completely  integrated 
resuscitation  program  will  be  demonstrated. 
The  teaching  program  will  be  depicted.  The 
response  system  to  a call  for  resuscitation  will  be 
demonstrated,  as  well  as  the  apparatus  available 
on  the  mobile  resuscitation  cart.  The  results 
obtained  during  a one-year  period  will  be  ana- 
lyzed to  highlight  the  following  points:  (1)  the 
effectiveness  of  such  a program,  (2)  effectiveness 
of  closed-chest  resuscitation  efforts  compared 
with  open-chest  methods,  (3)  extreme  impor- 
tance of  response  time  for  complete  salvage,  and 
(4)  brain  resuscitability  compared  to  cardiac 
resuscitability  (Booth  239). 

How  to  Approach  an  Eye 
Dan  M.  Gordon,  M.D. 

New  York  Hospital,  New  York  City 
The  exhibit  covers  the  fundamentals  of  an  eye 
examination,  stressing  the  conditions  which  the 
nonophthalmologist  can  and  cannot  handle  and 
illustrating  important  diagnostic  hints.  The 
differentiation  between  conjunctival  and  ciliary 
injections  will  be  illustrated,  as  well  as  indica- 
tions for  the  use  of  anti-inflammatory  agents 
with  or  without  antimicrobials.  Conjunctivitis 
versus  intraocularly  induced  inflammations, 
technic  of  fluorescein  staining,  tonometry,  ever- 
sion of  the  upper  lid,  control  of  lids  in  a possibly 
perforated  eye,  immediate  first  aid  of  burns, 
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perforated  eye  traumatic  hyphema,  lid  lacera- 
tions, foreign  bodies,  rust  rings,  when  to  use 
dilating  drops  and  when  not,  when  to  patch,  and 
so  forth  will  be  discussed  (Booth  240). 


Reduction  of  Blood  Loss  Following  Trans- 
urethral Resection 

Paul  O.  Madsen,  M.D. 

Axel  E.  Strauch,  M.D. 

Veterans  Administration  Hospital,  Madi- 
son, Wisconsin 

This  exhibit  is  concerned  with  the  effect  of 
various  agents  in  controlling  blood  loss  for  a 
series  of  100  patients  during  and  following 
transurethal  resection  of  the  prostate.  Blood 
loss  was  measured  by  colorimetric  procedure  for 
hemoglobin  and  expressed  as  cubic  centimeters 
per  gram  of  resected  tissue.  Results  demon- 
strated that  blood  losses  were  markedly  less  for 
patients  receiving  aminocaproic  acid  than  for 
any  of  the  other  means  employed.  The  mech- 
anism of  action,  inhibition  of  urokinase,  is 
discussed  briefly.  During  the  course  of  the 
investigation  white  blood  cell  counts  were 
made  routinely,  and  checks  for  liver  and  kidney 
damage  were  instituted  (Booth  241). 


Ultraviolet  Cystoscopy  in  Patients  with 
Bladder  Cancer 

Irving  M.  Bush,  M.D. 

Willet  F.  Whitmore,  Jr.,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City 
Ultraviolet  cystoscopy  with  tetracycline 
fluorescence  was  studied  in  the  bladder  of  71 
patients  with  bladder  cancer.  By  this  technic, 
19  vesical  cancers  not  detected  during  examina- 
tion with  visible  light  were  identified  in  13 
bladders.  Possible  applications  to  the  earlier 
diagnosis  of  bladder  cancer  are  presented 
(Booth  242). 


The  Prematurely  Born  Infant 

Vincent  J.  Fontana,  M.D. 

Angelo  C.  Ferrara,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center, 
New  York  City 

The  exhibit  presents  a research  design  of  a 
correlative  study  on  the  prematurely  born  in- 
fant conducted  by  the  department  of  pediatrics 
of  the  St.  Vincent’s  Hospital  and  Medical 
Center.  Emphasis  has  been  placed  on  a broad 
scope,  long-range  retrospective  and  prospec- 
tive study  with  multidisciplinary  approaches 
in  correlation  with  medical,  psychologic,  socio- 
economic, and  epidemiologic  aspects.  Compara- 
tive fifteen-year  statistics  concerning  feeding 
habits,  antibiotic  usage,  and  varying  incidence 
of  hyaline  membrane  disease  and  mortality 
will  also  be  displayed  (Booth  243). 


Controlled  Cryosurgery 

Douglas  Torre,  M.D. 

C.  DeWayne  Tripp,  M.D. 

Cornell  University  Medical  College  and 
The  New  York  Hospital,  New  York  City 

Destruction  of  skin  lesions  by  extreme  cold 
predates  1900;  but  the  recent  introduction  of 
a closed-system  liquid  nitrogen  apparatus  by 
Cooper  made  controlled  cryosurgery  possible. 
Modifications  of  this  apparatus  for  use  in 
dermatologic  surgery  and  its  present  use  and 
potential  in  cryogenic  research  are  discussed 
(Booth  244). 


Man  Versus  Arthropods 

American  Medical  Association 
Chicago,  Illinois 

This  exhibit  describes  selected  reactions  to 
insects  and  arachnids  that  occur  in  the  human 
host.  These  reactions  fall  into  three  groups: 
(1)  toxic,  (2)  allergic,  and  (3)  mixed  or  unknown. 
Scientific  efforts  to  prevent  attack  by  inimical 
arthropods  are  also  discussed  (Booth  245). 

Medical  Procedure  in  Workmen’s  Compen- 
sation 

New  York  State  Workmen’s  Compensa- 
tion Board 
New  York  City 

This  exhibit  is  presented  for  the  purpose  of 
educating  the  medical  profession  in  Workmen’s 
Compensation  procedures  and  thus  bringing 
about  better  cooperation  between  those  treat- 
ing claimants  and  the  Workmen’s  Compensa- 
tion Board.  The  benefits  of  proper  care  and  the 
application  of  rehabilitation  will  be  stressed 
(Booth  246). 


Catholic  Medical  Mission  Board 

Rev.  Edward  F.  X.  Kennedy,  S.J. 

Rev.  Henry  Zenorini,  S.J. 

George  R.  Kish 
New  York  City 

The  extensive  medical  work  being  done  in 
Catholic  institutions  in  Africa,  Asia,  and  Latin 
America  are  depicted.  Emphasis  is  placed  on 
our  efforts  to  assist  these  institutions  with 
medical  supplies  and  to  staff  them  with  Ameri- 
can lay  medical  personnel,  both  Catholic  and 
non-Catholic  (Booth  247). 

Industrial  Medicine  and  the  Practicing 
Physician 

Special  Committee  on  Industrial  Medi- 
cine, Medical  Society  of  the  County  of 
New  York 

New  York  City 

The  activities  of  the  industrial  medical  com- 
mittees and  their  relationship  to  the  problems 
in  this  field  of  the  practicing  physician  are  il- 
lustrated. Available  services  are  described 

(Booth  248). 
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Experimental  Induction  of  Bladder  Cancer 
Benjamin  B.  K.  Peng,  M.D. 

Keith  Waterhouse,  M.D. 

Frank  C.  Hamm,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 
The  experimental  induction  of  bladder  cancer 
by  ingestion  of  beta-naphthylamine  in  dogs 
is  described.  The  method  of  heterotransplan- 
tation of  the  bladder  carcinoma  to  the  cheek 
pouch  of  hamsters  is  shown.  Carcinogen- 
induced  bladder  carcinoma  in  mice  is  presented 
(Booth  249). 


In  Situ  Carcinoma  of  the  Bladder 

Myron  R.  Melamed,  M.D. 

Harry  Grabstald,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City 

A detailed  pathologic,  cytologic,  and  clinical 
study  of  25  patients  with  in  situ  bladder  cancer 
is  presented.  The  symptoms  were  usually 
nonspecific;  cystoscopy  was  normal,  or  sug- 
gested cystitis.  The  diagnosis  is  made  by 
routine  cytologic  studies  of  urinary  sediment 
and  cystoscopic  examinations  with  multiple 
biopsies.  The  management  is  discussed  (Booth 
250). 


Syphilis  Treatment  with  Antibiotics  Other 
than  Penicillin 

John  A.  Knox,  M.D. 

David  H.  Short,  M.D. 

Joseph  Glicksman,  M.D. 

Baylor  University  College  of  Medicine, 
Texas  Medical  Center,  Houston,  Texas 

Although  penicillin  is  considered  the  stand- 
ard therapy  for  syphilis,  the  rising  incidence  of 
veneral  disease  coupled  with  increasing  con- 
cern over  sensitivity  reactions  has  created  a 
need  for  information  on  the  use  of  other  anti- 
biotics in  this  disease.  The  efficacy  and 
optimum  dosage  of  alternative  antibiotics 
require  investigation.  Detailed  studies  on 
erythromycin  and  demethylchlortetracycline 
are  included  (Booth  251). 


Exhibit 

The  New  York  State  Association  of  the 

Professions,  Inc. 

New  York  City 

NYSAP  was  created  to  provide  the  organiza- 
tional machinery  whereby  the  combined 
strength,  advice,  counsel,  and  experienced 
thinking  of  all  professions  could  be  utilized  for 
the  advancement  of  professional  ideals  and  the 
promotion  of  welfare,  thus  strengthening  the 
traditional  rights  and  privileges  of  the  profes- 
sions and  at  the  same  time  guaranteeing  more 


effectively  to  the  public  adequate  professional 
services  based  on  skill  and  integrity.  There 
are  seven  societies:  Certified  Public  Account- 

ants, Architects,  Dentists,  Professional  Engi- 
neers, Physicians,  Pharmacists,  and  Veteri- 
narians (Albert  Hall). 

Exhibit 

Visiting  Nurse  Agencies  of  Greater 

New  York 

New  York  City 

Photo  exhibit  showing  how  public  health 
nurses  provide  nursing  care  on  a part-time  basis 
to  patients  in  their  homes.  This  care  is  given 
when  services  are  prescribed  by  the  physician 
and  the  patient  continues  under  medical  super- 
vision (Booth  F,  Albert  Hall). 


Physicians’  Home 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

For  forty-six  years  Physicians’  Home  has 
helped  needy  doctors,  their  wives,  widows,  and 
dependent  children  by  granting  monthly  sti- 
pends and  allowing  the  recipients  to  reside  in 
places  of  their  choice.  These  elderly  people 
are  much  happer  living  in  familiar  surroundings, 
among  their  friends,  than  they  would  be  in  an 
institution.  Continuation  of  this  aid  to  the 
doctors  of  New  York  State  depends  on  the 
support  of  the  members  of  the  Medical  Society 
of  the  State  of  New  York. 

Malpractice  Insurance  Program 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

(Booth  111,  Albert  Hall) 


“What  Goes  On’’ 

Division  of  Scientific  Activities,  Medical 

Society  of  the  State  of  New  York 
New  York  City 

What  Goes  On  will  welcome  you  to  its  booth 
and  give  you  a free  brochure  of  meetings  going 
on  in  New  York  City,  New  York  State,  and  the 
State  of  New  Jersey  (Albert  Hall). 

Medical  Directory  of  New  York  State 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

The  new  1965-1966  Medical  Directory  of 
New  York  State  has  several  valuable  innova- 
tions over  its  predecessors.  Stop  at  the  booth 
and  pick  up  an  order  form  for  this  important 
reference.  Staff  personnel  will  be  on  hand  to 
provide  forms  to  physicians  for  making  changes 
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and/or  additions  to  their  Directory  biographies 
and  to  answer  any  inquiries  (Albert  Hall). 

Voluntary  Prepaid  Blue  Shield  Medical 
Care  Plans:  Medicare — New  York  State 

Division 

Bureau  of  Medical  Care  Insurance, 
Medical  Society  of  the  State  of  New 
York 

New  York  City 

Material  describing  the  benefits  provided  by 
the  seven  Blue  Shield  Plans  approved  by  the 
State  Medical  Society  is  available.  Also  in- 
formation regarding  medical  benefits  provided 
by  physicians  to  eligible  dependents  of  active 
duty  military  personnel  under  the  Dependents 
Medical  Care  Act — Public  Law  569  which 
became  effective  December  7,  1956  (Albert 
Hall). 


New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

The  New  York  State  Journal  of  Medicine 
welcomes  visiting  doctors  to  its  booth  where 
members  of  the  staff  will  discuss  Journal 
editorial  matter  and  solicit  physicians  on  then- 
preferences  in  contents  for  the  publication 
(Albert  Hall). 

New  York  State  Medical  Assistants  Associa- 
tion 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

The  display  explains  the  aims  and  objectives 
of  this  organization  and  its  interrelationship 
with  the  local  and  national  medical  assistants 
associations  (Albert  Hall). 
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1966  ANNUAL  CONVENTION  Afternoon 


Scientific  Motion  Pictures 


Monday,  February  14,  through 
Thursday,  February  17 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

KENNETH  B.  OLSON,  M.D.,  Albany 
Cochairmen 

JAMES  J.  QUINLIVAN,  M.D.,  Albany 
LESTER  COLEMAN,  M.D.,  New  York  City 


Monday,  February  14 


Morning 


9:30  Radiation  Protection  in  Nuclear 
Medicine 

U.S.  Atomic  Energy  Commission, 
Washington,  D.C. 

9:56  Emergency  Childbirth 

Division  of  Health  Mobilization, 
United  States  Public  Health  Service, 
Washington,  D.C. 

10:22  Medical  Certification  of  Causes  of 
Death 

Communicable  Disease  Center,  At- 
lanta, Georgia 

10:44  Population  Ecology 

Encyclopaedia  Britannica  Films  Inc., 
Wilmette,  Illinois 

11:08  Epidemiology  of  Salmonellosis  in 
Man  and  Animals 

Communicable  Disease  Center,  At- 
lanta, Georgia 

11:28  Techniques  of  Non-Verbal  Psycho- 
logical Testing 

International  Film  Bureau,  Inc.,  Chi- 
cago, Illinois 

11:53  Introducing  the  Mentally  Retarded 

Missouri  Department  of  Public  Health 
& Welfare,  Jefferson  City,  Missouri 


12:22  Lymphography  in  Female  Genital 
Cancer 

Eaton  Laboratories,  Norwich,  New 
York 

12:43  Cinegastroscopy  with  the  Fiberscope 

Sturgis  Grant  Productions,  New  York 
City 

1:06  Arthropod  Borne  Encephalitis — Its 
Epidemiology  and  Control 

Communicable  Disease  Center,  At- 
lanta, Georgia 

1:28  Use  of  the  Flexor  Hinge  Hand 

Attending  Staff  Association,  Rancho 
Los  Amigos  Hospital,  Downey,  Cali- 
fornia 

1:58  Heart  Sounds  and  Murmurs 

University  of  Washington,  Seattle, 
Washington 

2:23  PKU:  Mental  Deficiency  Can  Be 

Prevented 

Harry  A.  Waisman,  M.D.,  Depart- 
ment of  Pediatrics,  University  of  Wis- 
consin Medical  School,  Madison,  Wis- 
consin 

2:42  Spinal  Cord  Injury:  The  Functional 
Expectations  As  Related  to  Level  of 
Injury 

Attending  Staff  Association,  Rancho 
Los  Amigos  Hospital,  Downey,  Cali- 
fornia 

3:12  Taking  Blood  Pressure 

Missouri  Department  of  Public 
Health  & Welfare,  Jefferson  City, 
Missouri 

3:33  Current  Management  of  Traumatic 
Cataracts 

Herve  M.  Byron,  M.D.,  New  York 
City 

3:53  Reversed  Gastric  Tube  Esophago- 
plasty  Using  Stapling  Technique 

Henry  J.  Heimlich,  M.D.,  New 
Rochelle 

Tuesday,  February  15 
Morning 

9:30  Radiation  in  Perspective 

U.S.  Atomic  Energy  Commission, 
Washington,  D.C. 

10:18  Smoking  and  Lung  Cancer 

Sterling  Educational  Films,  New 
York  City 

10:52  Abdominoperineal  Resection  and 
the  Management  of  Colostomy 

New  York  University  Medical  Cen- 
ter, New  York  City 
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11:39  A Paranoid-Schizophrenic 

Robert  Anderson  Associates,  Ltd., 
Canada 

Afternoon 

12:12  The  Obsessive-Compulsive  Neurosis 
Robert  Anderson  Associates,  Ltd., 
Canada 

12:45  Psychosomatic  Conditions — Obesity 

Robert  Anderson  Associates,  Ltd., 
Canada 

1 : 18  The  Compulsive  Car  Thief 

Robert  Anderson  Associates,  Ltd., 
Canada 

1:51  Edema  and  Mercurial  Diuresis 

Churchill  Wexler  Films,  Los  Angeles, 
California 

2:08  Opportunity  to  Hear 

State  University  of  Iowa,  Iowa  City, 
Iowa 

2:41  One  Step  at  a Time 

National  Film  Board  of  Canada,  New 
York  City 

3:01  Especially  for  Fathers 

San  Jose  Department  of  Adult  Edu- 
cation, San  Jose,  California 

3:27  Airway  Obstruction 

Department  of  Anesthesiology,  Ros- 
well Park  Memorial  Institute,  Buffalo 

3:45  A New  Look  at  Tetanus  Prophylaxis 

Wesley  Furste,  M.D.,  Ohio  State 
University  College  of  Medicine, 
Columbus,  Ohio 

4:08  Selective  Renal  Angiography 

AV  Corporation,  Houston,  Texas 


Wednesday,  February  16 
Morning 

9:30  Radiation:  Physician  and  Patient 

Communicable  Disease  Center,  At- 
lanta, Georgia 

10:20  Modern  Obstetrics:  Normal  Deliv- 

ery 

Sturgis  Grant  Productions,  New  York 
City 

10:50  Proctosigmoidoscopy:  a Part  of  the 

Physical  Examination 

American  Cancer  Society,  Syracuse 

11:15  PKU:  Early  Detection  in  the  Hos- 

pital Nursery 

Designs  for  Medicine,  Inc.,  Buffalo 
11:36  Resuscitation  of  the  Newborn 

Sturgis  Grant  Productions,  New  York 
City 


Afternoon 

12:11  Kinetics  and  Orthotics  for  Function 

Institute  of  Physical  Medicine  and 
Rehabilitation,  New  York  University 
Medical  Center,  New  York  City 

12:41  Early  Clinical  Signs  of  Intra-Oral 
Malignancies 

Veterans  Administration  Hospital, 
Chicago,  Illinois 

1:16  Oral  Exfoliative  Cytology 

Veterans  Administration  Hospital, 
Brooklyn 

1:36  A Practical  View  of  Syphilis 

Communicable  Disease  Center,  At- 
lanta, Georgia 

2:11  To  Save  a Life 

Consolidated  Edison  Co.,  New  York 
City 

2:30  Cerebral  Vascular  Disease:  The 

Challenge  of  Diagnosis 

American  Heart  Association,  New 
York  City 

3:05  Cerebral  Vascular  Disease:  The 

Challenge  of  Management 

American  Heart  Association,  New 
York  City 

3:49  Immediate  Fitting  and  Early  Am- 
bulation After  Amputation 

Joseph  R.  Wilder,  M.D.,  and  Allen 
Russek,  M.D.,  Hospital  for  Joint 
Diseases,  New  York  City 

4:14  Is  Smoking  Worth  It? 

American  Cancer  Society,  Syracuse 

Thursday,  February  17 
Morning 


9:30  Tetanus  and  Its  Prevention 

Mayo  Clinic,  Rochester,  Minnesota 

10:05  Physical  Diagnosis  of  the  Ear,  Nose 
and  Throat 

Ohio  State  University,  Columbus, 
Ohio 

10:38  Physical  Examination  of  the  Joints 
— Part  II — Hip,  Shoulder  and  Back 

Arthritis  & Rheumatism  Foundation, 
New  York  City 

11:12  Physiology  of  the  Larynx  Under 
Daily  Stress 

Institute  of  Laryngology  & Voice  Dis- 
orders, University  of  California,  Med- 
ical Center,  Los  Angeles,  California 

11:40  Function  of  the  Pathologic  Larynx 

Institute  of  Laryngology  & Voice  Dis- 
orders, University  of  California,  Med- 
ical Center,  Los  Angeles,  California 


60  New  York  State  Journal  of  Medicine  / January  1,  1966 


Afternoon 

12:09  Function  of  the  Normal  Larynx 

Institute  of  Laryngology  & Voice  Dis- 
orders, University  of  California,  Med- 
ical Center,  Los  Angeles,  California 

12:35  Contact  Ulcer  of  the  Larynx 

Institute  of  Laryngology  & Voice  Dis- 
orders, University  of  California,  Med- 
ical Center,  Los  Angeles,  California 

12:51  Medical  Care  for  Adolescents 

Campus  Film  Distributors  Corp., 
New  York  City 


1 : 25  Prevention  of  Disability  from  Stroke 

Health  Film  Associates,  Seattle, 
Washington 

1:58  Hands 

Nebraska  Psychiatric  Institute, 
Omaha,  Nebraska 

2:32  A Depression 

Robert  Anderson  Associates,  Ltd., 
Canada 

3:07  Nursing  the  Cancer  Patient:  Diag- 
nosis— Cancer  of  the  Rectum 

American  Cancer  Society,  Syracuse 
3 :32  In  Mortal  Combat 

Guggenheim  Productions,  Inc.,  St. 
Louis,  Missouri 


January  1,  1966  / New  York  State  Journal  of  Medicine  61 


Woman's  Auxiliary 


30th  Annual  Convention 
The  Americana,  New  York  City 

Sunday,  February  13,  through 
Wednesday,  February  16,  1966 


Sunday,  February  13 

1 :30  p.m. -5  :00  p.m. 
2:00  p.m. 

6:00  p.m.-8:00  p.m. 


8:30  p.m. 


Monday,  February  14 

8:30  a.m.-4:00  p.m. 
9:00  A.M.-12 : 00  noon 


1:00  p.m.-4:00  p.m. 

Tuesday,  February  15 

8:30  a.m.-12:00  noon 
9:00  a.M.-12:00  noon 
12:30  p.m. 


Registration 

Board  of  Directors 
meeting 

Reception,  honoring 
past-presidents  of 
the  State  Auxiliary. 
Doctors  and  then- 
wives  are  cordially 
invited. 

Gavel  Club  Dinner 
(for  past  State 
Auxiliary  presi- 
dents) 


Registration 
House  of  Delegates — 
Address  by  Mrs. 
Richard  Sutter, 
President,  Woman’s 
Auxiliary  to  the 
American  Medical 
Association 
House  of  Delegates — 
Problem  Clinic 


Registration 
House  of  Delegates 
Luncheon  honoring 
Mrs.  Harry  Dan 
Vickers,  President, 
Woman’s  Auxiliary 
to  the  Medical  So- 
ciety of  the  State 
of  New  York,  Im- 
perial Ballroom  A 


Wednesday,  February  16 

8:30  a.m.-10:30  a.m.  Registration 

9:00  a.m.-12:00  noon  House  of  Delegates — 

Installation  of  offi- 
cers, followed  by 
Postconvention 
Meeting  of  County 
Presidents,  Presi- 
dents-Elect,  State 
Chairmen  and  Offi- 
cers 

2 : 00  p.m.  Board  of  Directors 

meeting 

7:00  p.m.  Reception  and  Dinner 

Dance  honoring 
Waring  Willis, 
M.D.,  President, 
Medical  Society  of 
the  State  of  New 
York 


Officers 

President 

President-Elect 

First  Vice-President 

Second  Vice-President 
Recording  Secretary 
Corresponding  Secretary 

Treasurer 

Assistant  Treasurer 


Mrs.  Harry  Dan 
Vickers,  Little 
FaUs 

Mrs.  Walter  T. 
Heldmann,  Staten 
Island 

Mrs.  Albert  M. 
Biglan,  Bright- 
waters 

Mrs.  Wayne  C. 

Templer,  Corning 
Mrs.  Leonard 
Heimoff,  Teaneck 
Mrs.  Louis  P. 
Tischler,  Schenec- 
tady 

Mrs.  Ralph  E. 

Isabella,  Schenec- 
tady 

Mrs.  Edward  P. 
Ryan,  Glens  Falls 


Convention  Committee 


Chairman 

Cochairmen 


Upstate  Coordinator 


Mrs.  Conrad  Schroe- 
der,  Staten  Island 
Mrs.  Royal  Howard, 
Staten  Island 
Mrs.  David  Block, 
Tivoli 

Mrs.  A.  Marc  Mas- 
saro,  Batavia 
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Booth  54 


1966  ANNUAL  CONVENTION 


Technical  Exhibits 


I OUR  Society  lias  again  arranged  to  bring 
you  an  outstanding  group  of  technical  ex- 
hibits from  pharmaceutical  laboratories, 
surgical  houses,  medical  publishers,  and 
others  closely  associated  with  the  profession 
in  its  work.  Each  booth  will  be  staffed  by 
experts,  ready  to  serve  you  by  demonstration, 
glad  to  answer  your  questions  concerning 
the  latest  developments  in  their  field.  Here 
you  may  keep  abreast  of  what  is  being  done 
now  throughout  the  country  and  what  is 
planned  for  the  future  to  aid  you  in  the 
practice  of  medicine. 

Exhibitors  look  forward  to  the  pleasure  of 
meeting  and  serving  members  and  guests  of  the 
Medical  Society  of  the  State  of  New  York. 


Abbott  Laboratories  Booths  45  and  46 

North  Chicago,  Illinois 

Erythrocin,  Compocillin,  Enduron,  En- 
duronyl,  Nembutal,  and  Placidyl 

The  Alkalol  Company  Booth  G 

Taunton,  Massachusetts 
Alkalol,  Irrigol 

American  Sterilizer  Company  Booth  106 

Erie,  Pennsylvania 

Dynapoise  Physicians’  Examining  Table, 
1022  Aristocraft  Autoclave,  613R  Dyna- 
clave,  8816M  Portable  Autoclave,  and 
A416S  Office  Sanitizer 

Americana  Corporation  Booth  102 

New  York  City 

Encyclopedia  Americana  and  Harvard 
Classics 

Ames  Company,  Inc.  Booth  30 

Elkhart,  Indiana 

Labstix,  Dextrostix 


Amfre-Grant,  Inc. 

Brooklyn,  New  York 

Azolate  Tablets,  Baculin  Vaginal  Tablets, 
Causalin  Tablets,  Corovas  Tablets,  Corovas 
Tymcaps,  Dicorvin  Tablets,  Neo-Corovas 
Tablets,  Neo-Corovas  Tymcaps 

Astra  Pharmaceutical 

Products,  Inc.  Booth  62 

Worcester,  Massachusetts 

Xylocaine,  Xylocaine  Ointment,  Xylocaine 
Jelly,  Xylocaine  Viscous,  Xylocaine  Sup- 
positories, Astrafer,  and  Jectofer 

Ayerst  Laboratories  Booth  98 

New  York  City 
Premarin 

Barrows  Biochemical  Products  Booth  24 

Inwood,  Long  Island,  New  York 
Coenzyme  B 

W.  A.  Baum  Company,  Inc.  Booth  64 

Copiague,  New  York 

Baumanometer  Blood  Pressure  Apparatus 
and  Accessories 

Bennett  Respiration 

Products,  Inc.  Booth  113 

New  York  City 

Bennett  Respiration  Units 

Boehringer  Mannheim 

Corporation  Booth  112 

New  York  City 

Biochemical  Reagents  for  diagnostic  pur- 
poses (Test-Combinations) 

Borcherdt  Company  Booth  71 

Chicago,  Illinois 

Maltsupex  Liquid,  Maltsupex  Powder, 
Maltsupex  Tablets,  Ferromalt,  Syllamalt 

Breon  Laboratories,  Inc.  Booth  109 

New  York  City 

Brewer  & Company,  Inc.  Booth  2 

Worcester,  Massachusetts 

Sus-Phrine,  Thesodate,  Luasmin,  Nabcon, 
Asteric,  Enkide,  Injectable  Quinidine,  So- 
duxin,  Kay-Ciel,  Amchlor 

Bristol  Laboratories, 

Div.  of  Bristol-Myers  Company  Booth  26 

Syracuse,  New  York 
Tego  Pen 
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Burroughs  Wellcome  & Co. 

(U.S.A.)  Inc.  Booth  96 

Tuckahoe,  New  York 

Aerosporin  Sterile  Powder,  Actified  De- 
congestant 

Burton,  Parsons  & Company, 

Inc.  Booth  118 

Washington,  D.C. 

Konsyl,  L.A.  Formula,  neutraCarb,  EKG 
Sol 

Cambridge  Instrument 

Company,  Inc.  Booth  79 

Ossining,  New  York 

V-S  III  Electrocardiographs,  Multi-Chan- 
nel Monitor  Recorders,  Audio-Visual  Heart 
Sound  Recorder,  Dacord  Tape  Recording 
Systems 

Cameron-Miller  Surgical 

Instruments  Company  Booth  97 

Chicago,  Illinois 

Electrically  Lighted  Diagnostic  Instru- 
ments, Electrosurgical  Units 

S.  H.  Camp  & Company  Booth  60 

Jackson,  Michigan 

Surgical  Supports  and  Appliances 

Chemical  Bank  New  York  Trust 
Company  Booth  100 

New  York  City 

Professional  Billing  Service 

Ciba  Pharmaceutical  Company  Booth  52 

Summit,  New  Jersey 
Esimil 

Clersite  Company  Booth  I 

Chicago,  Illinois 

Anti-fog  for  eyeglasses  and  instruments 

The  Coca-Cola  Company  Booth  95 

Atlanta,  Georgia 

Ice-cold  Coca-Cola 

The  Combined  Book 

Exhibit,  Inc.  Booths  A and  B 

Briarcliff  Manor,  New  York 

Medical  and  Scientific  Books 

Contour  Chair  Lounge 

Corporation  Booth  121 

New  York  City 

Contour  Chairs 


Cutter  Laboratories  Booth  32 

Berkeley,  California 

Hyper-Tet,  Hypertussis,  Hyparotin 

Dannon  Milk  Products  Booth  55 

Long  Island  City,  New  York 
Dannon  Yogurt 

Designs  for  Medicine  Booth  86 

Buffalo,  New  York 

Prepares  medical  art,  medical  films,  and 
scientific  and  technical  exhibits 

Dictaphone  Corporation  Booth  69 

New  York  City 

Dictation  and  Recording  Systems 

Dome  Chemicals,  Inc.  Booth  22 

New  York  City 

Cort  Dome,  Neo  Cort  Dome,  Domol 

Dorsey  Laboratories  Booth  43 

Lincoln,  Nebraska 

Triaminic,  Tussagesic,  Trisulfaminic,  Tri- 
aminic  Expectorant,  Trest,  and  Asbron 

D.  M.  Doyle  Pharmaceutical 
Company,  A Division  of  The 
Dietene  Company  Booth  34 

Minneapolis,  Minnesota 

Meritene  Protein-Vitamin-Mineral  Food 
Supplement,  Dietene  Reducing  Formula 

Eastern  School  for 

Physicians’  Aides  Booth  94 

New  York  City 

Licensed  by  the  University  of  the  State  of 
New  York,  Education  Department.  Train- 
ing School  for  Medical  Assistants,  Medical 
Secretaries,  and  Medical  Laboratory  and 
X-Ray  Technicians. 

Eckstein  Brothers  Booth  61 

Hawthorne,  California 

Screening,  Diagnostic,  and  Clinical  Audi- 
ometers, Models  EB-45,  60,  250,  450,  and 
500 

Thomas  A.  Edison  Industries 
Voicewriter  Division  Booth  53 

West  Orange,  New  Jersey 

The  new  EV  Line  Televoice;  the  Escort 

Encyclopaedia  Britannica  Booth  6 

Chicago,  Illinois 

New  Edition  Encyclopaedia  Britannica  and 
Publications 
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Endo  Laboratories,  Inc.  Booth  108 

Garden  City,  New  York 

Coumadin,  Percodan,  Valpin,  Hycodan, 
Hycomine 

C.  B.  Fleet  Company,  Inc.  Booth  110 

Lynchburg,  Virginia 

Phospho-Soda,  Fleet  Enema,  Fleet  Oil 
Retention  Enema,  Fleet  Theophylline  Rec- 
tal Unit,  Provimalt 

Flint  Laboratories  Booth  56 

Morton  Grove,  Illinois 

E.  Fougera  & Company,  Inc.  Booth  12 

Hicksville,  New  York 

Geigy  Pharmaceuticals  Booth  122 

Yonkers,  New  York 

Geriatric  Pharmaceutical 

Corporation  Booth  50 

Floral  Park,  N.  Y. 

Gaysal  and  Ger-O-Foam 

Great  Books  of  the  Western  World  Booth  48 

New  York  City 

Great  Books  of  the  Western  World  with  the 
Amazing  Syntopicon 

Group  Health  Insurance,  Inc.  Booth  51 

New  York  City 

Health  Insurance 

Hafner  Publishing  Company  Booth  63 

New  York  City 

Modern  reprints  of  rare  and  out-of-print 
works  in  the  medical  sciences,  including 
latest  new  titles  in  medicine  and  biology 

Hankscraft  Company  Booth  5 

Reedsburg,  Wisconsin 

Cool  and  Hot  Vaporizers;  Nursamatic 

Nursers;  Nurser  Sterilizers  and  Warmers; 
Diaper  Bags;  Baby  Cosmetics  and  Swabs; 
Mymenol;  Other  Related  Products 

Hiss  Pharmacal  Company,  Inc.  Booth  89 

Utica,  New  York 

Dykatuss  Unicelles,  Vaso-80  Unicelles, 
Melfiat  Unicelles,  Vasoglyn  Unicelles,  and 
Toin  Unicelles 

Hoeber  Medical  Division, 

Harper  & Row,  Publishers  Booth  23 

New  York  City 

Medical  Books  and  Journals 


Holland-Rantos  Company,  Inc.  Booth  47 

New  York  City 

Hyva  Gentian  Violet  Vaginal  Tablets, 
Nylmerate  Jelly  and  Nylmerate  Antiseptic 
Solution  Concentrate,  Hollandex  Ointment, 
Koromex  Vaginal  Jelly,  Koro-Flex  Dia- 
phragms and  Sets,  Koromex  Diaphragms 
and  Sets,  H-R  Alcohol  Prep  Pads,  Koro 
Sanitary  Napkin  Deodorant  Spray,  Koro- 
mex Douche  Powder,  Bidettes  (Moist 
Towelettes) 

International  Microfilm  Journal 

of  Legal  Medicine  Booth  H 

New  York  City 

Jacuzzi  Research,  Inc.  Booth  85 

Berkeley,  California 

Portable  Jacuzzi  Whirlpool  Bath 

Johnson  & Johnson  Booth  44 

New  Brunswick,  New  Jersey 

Jolly  Jumper  Products,  Inc.  Booth  1 

Evansville,  Indiana 
Infant  Exerciser 

Knoll  Pharmaceutical  Company  Booth  38 

Orange,  New  Jersey 

Dilaudid,  Akineton,  Quadrinal,  Verequad, 
Theokin,  Metrazol,  Vita-Metrazol,  and 
Nico-Metrazol 

Lakeside  Laboratories,  Inc.  Booth  105 

Milwaukee,  Wisconsin 
Norpramin,  Imferon 

Frank  G.  Lamb  Booth  125 

Westport,  Connecticut 

Hydrocollator  Steam  Packs  and  Colpac, 
Tru-Trac  Lumbar  and  Cervical  Traction 
Therapy  Table,  Ille  Mobile  Whirlpool  Bath 

Lederle  Laboratories  Booth  29 

Pearl  River,  New  York 

Declomycin,  Aristocort,  Achromycin  V, 
Hydromox  R 

Eli  Lilly  & Company  Booths  57  and  58 

Indianapolis,  Indiana 

Pharmaceuticals  and  Biologicals 

J.  B.  Lippincott  Company  Booth  74 

Philadelphia,  Pennsylvania 

Books  and  journals  in  the  field  of  medicine 
and  allied  sciences 
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Lloyd  Brothers,  Inc.  Booth  90 

Cincinnati,  Ohio 

Surfak,  Doxidan,  Festal,  Festalan 

Loma  Linda  Foods  Booth  25 

Riverside,  California 
Soyalac 

Mayflower  Surgical  Supply 

Company,  Inc.  Booth  49 

Brooklyn,  New  York 

Electrocardiographs,  Autoclaves,  Ultra- 
sounds, Medical  Furniture,  Lights,  Scales 

Mead  Johnson  Laboratories  Booth  40 

Evansville,  Indiana 

Infant  Diet  Materials  and  Pharmaceutical 
Products 

Medco  Products  Company,  Inc.  Booth  83 

Tulsa,  Oklahoma 

Medical  Film  Guild,  Ltd.  Booth  75 

New  York  City 

Execugraf,  Repronar,  Stenotape 

Merck  Sharp  & Dohme  Booths  76  and  77 

West  Point,  Pennsylvania 

Indocin,  Injection  Decadron 

Merrill  Lynch,  Pierce, 

Fenner  & Smith,  Inc.  Booth  116 

New  York  City 
Stock  Brokers 

Miles  Products,  Division  of 

Miles  Laboratories,  Inc.  Booth  31 

Elkhart,  Indiana 
Alka  Seltzer 

National  Dairy  Council  Booth  117 

New  York  City 

Self-Contained  Exhibit  on  Weight  Control 

The  National  Drug 

Company  Booths  27  and  28 

Philadelphia,  Pennsylvania 

Orenzyme,  Parenzyme,  A VC,  Tepanil, 
Tepanil  Ten-Tab 

New  York  Seven-Up 

Bottling  Company,  Inc.  Booth  3 

New  York  City 

Seven-Up  and  Like 


New  York  Telephone 

Company  Booths  103  and  104 

New  York  City 

General  Communications  for  the  Medical 
Profession,  Data  Transmission  of  ECG, 
Telephone  Answering  Service,  Communica- 
tions for  Hospitals 

No-Cal  Corporation  Booth  88 

Brooklyn,  New  York 

No-Cal  Carbonated  Beverages  (11  flavors), 
No-Cal  Flavor  Syrups  (6  flavors) 

Organon,  Inc.  Booth  87 

West  Orange,  New  Jersey 

Durabolin,  Deca  Durabolin,  Hexadrol 
(dexamethasone) 

Ortho  Pharmaceutical 

Corporation  Booth  73 

Raritan,  New  Jersey 

Ortho-Novum  2 mg.,  Dialpak  20’s  and  60’s, 
Delfen  Vaginal  Foam,  other  contraceptives 
and  vaginal  therapeutics 

Pacific  Medical  Equipment  Booth  93 

North  Hollywood,  California 

Parke,  Davis  & Company  Booth  13 

Detroit,  Michigan 

Pharmaceuticals,  Biologicals,  and  Surgical 
Dressings 

Pfizer  Laboratories,  Division 

Charles  Pfizer  & Company  Booth  20 

New  York  City 

Terramycin,  Vistaril,  Renese,  Diabinese 

Pharmacia  Laboratories,  Inc.  Booth  119 

New  Market,  New  Jersey 

Azulfidine  Tablets  and  En-tabs 

Philadelphia  Laboratories,  Inc.  Booth  67 

Philadelphia,  Pennsylvania 
Sotradecol,  Hexanicotol 

Procter  & Gamble  Booths  9,  10,  11 

Cincinnati,  Ohio 

Safeguard  Soap 


66  New  York  State  Journal  of  Medicine  / January  1,  1966 


The  Purdue  Frederick  Company  Booth  101 

Yonkers,  New  York 

Senokot  Tablets,  Granules,  Suppositories 
and  Syrup,  Sulfabid  Tablets  and  Suspen- 
sion, Otalgine  Drops 

Riker  Laboratories  Booth  68 

Northridge,  California 

Duo-Medihaler,  Norgesic,  Estomul  Liquid 
and  Tablets,  Titralac 

A.  H.  Robins  Company  Booth  81 

Richmond,  Virginia 

Roche  Laboratories  Booth  72 

Nutley,  New  Jersey 

Gantanol,  Librium,  Valium 

J.  B.  Roerig  & Company  Booth  80 

New  York  City 

Atarax,  Tao,  Antivert,  Enarax,  Marax, 
Tetracyn 

William  H.  Rorer,  Inc.  Booth  37 

Fort  Washington,  Pennsylvania 

Ananase,  Ascriptin,  Maalox  Suspension, 
Maalox  No.  1 Tablets,  Maalox  No.  2 
Tablets,  Emetrol 

Rystan  Company  Booth  39 

Mount  Vernon,  New  York 

Chloresium,  Panafil,  Panafil- White,  Bu- 
clamase,  Derifil,  Prophyllin 

Sanborn  Division/Hewlett 

Packard  Booth  66 

New  York  City 

Sandoz  Pharmaceuticals  Booth  91 

Hanover,  New  Jersey 

Mellaril,  Cafergot  P-B,  Sansert,  Fiorinal, 
and  Fiorinal  with  codeine 

Sardeau,  Inc.  Booth  65 

New  York  City 

Sardo,  Sardoettes,  Sardo  Soap 

W.  B.  Saunders  Company  Booth  14 

Philadelphia,  Pennsylvania 
Medical  books 

Schering  Corporation  Booths  114  and  115 

Union,  New  Jersey 

Celestone  Soluspan,  Afrin,  Tinactin 


Julius  Schmid,  Inc.  Booth  21 

New  York  City 

Scott  Paper  Company  Booth  8 

Philadelphia,  Pennsylvania 

G.  D.  Searle  & Company  Booth  59 

Chicago,  Illinois 

Enovid,  Enovid-E,  Pro-Banthine,  Dram- 
amine,  Metamucil,  and  Flagyl 

Smith  Kline  & French 

Laboratories  Booth  35 

Philadelphia,  Pennsylvania 

E.  R.  Squibb  & Sons  Booth  123 

New  York  City 

Kenalog  I.  M.,  Mycolog 

Standard  & Poor’s 

Corporation  Booth  92 

New  York  City 

Investment  Advisors  and  Consultants 

Stiefel  Laboratories,  Inc.  Booth  124 

Oak  Hill,  New  York 

Ichtho-Cort  Cream,  Ichtho-Cort  Ointment, 
SAStid,  SAStid  (AL),  Acne- Aid  Cream 

The  Stuart  Company  Booth  15 

Pasadena,  California 

Mylanta,  Mylicon,  Dialose,  Dialose  Plus, 
Mulvidren-F  and  Mulvidren  Junior,  Stuart 
Prenatal,  and  Stuart  Prenatal-F 

Swift  & Company  Booth  107 

Chicago,  Illinois 

Swift’s  Strained  and  Junior  Meats  for 
Babies,  Swift’s  Strained  and  Junior  High 
Meat  Dinners,  Swift’s  Treats  for  Tots 
(Junior  Franks  and  Chicken  Sticks) 

Syntex  Laboratories,  Inc.  Booths  33  and  78 

Palo  Alto,  California 
Synalar,  Norinyl 

Systemedics,  Inc.  Booth  19 

Princeton,  New  Jersey 

Office  Management  and  Billing  Service 

Tar  Gard  Company  Booth  4 

San  Francisco,  California 

Tar  Gard  Cigarette  Holder  and  Filter 
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United  Medical  Service,  Inc. 
New  York  City 


Booth  111 


Booth  126  H.  F.  Wanvig,  Inc. 

New  York  City 


The  Upjohn  Company  Booths  41  and  42 

Kalamazoo,  Michigan 

Ethical  Pharmaceuticals 

U.S.  Vitamin  & Pharmaceutical 
Corporation  Booth  120 

New  York  City 

Arlidin  and  other  pharmaceutical  and 
nutritional  products 

Vaponefrin  Company  Booth  70 

New  York  City 

Walker  Laboratories  Booth  18 

Mount  Vernon,  New  York 
Nicalex,  Quinamm 

Wallace  Laboratories  Booths  16  and  17 

Cranbury,  New  Jersey 
Miltown,  Solacen 


Malpractice  Insurance  Program 

Warren-Teed  Pharmaceuticals, 

Inc.  Booth  99 

Columbus,  Ohio 
Kaon,  Modane 

Westwood  Pharmaceuticals  Booth  82 

Buffalo,  New  York 

Fostex  Cream,  Fostex  Cake,  Sebucare, 

Sebutone,  Sebulex,  Fostril,  Alpha-Keri, 
Keri-Lotion 

White  Laboratories,  Inc.  Booth  84 

Kenilworth,  New  Jersey 

Disophrol  Chronotab  Tablets 

Winthrop  Laboratories  Booth  36 

New  York,  N.Y. 

NegGram,  Isuprel  Mistometer,  pHisoHex 

Wyeth  Incorporated  Booth  7 

Philadelphia,  Pennsylvania 
Serax  and  Unipen 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1965-1966 


Waring  Willis 
Westchester 

President 


George  A.  Burgin 
Herkimer 

Past-  President 


Sol  Axelrad 
Queens 

V ice-  President 


Walter  T.  Heldmann 
Richmond 

Secretary 


Samuel  Z.  Freedman 
New  York 

Treasurer 


Thomas  F.  McCarthy 
Bronx 

Assistant  Treasurer 


Frederick  A.  Wurzbach,  Jr. 
Bronx 

Speaker 


James  M.  Blake 
Schenectady 

President-Elect 


Carl  Goldmark,  Jr. 
New  York 


Assistant  Secretary 


E.  Dean  Babbage 
Erie 

Vice-Speaker 
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Board  of 
Trustees 

1965-1966 


Renato  J.  Azzari 
Bronx 

Chairman 


Thurman  B.  Givan 
Kings 


Gerald  D.  Dorman 
New  York 


John  M.  Galbraith 
Nassau 


Leo  E.  Gibson 
Onondaga 


Norman  S.  Moore 
Tompkins 


Councillors 

1965-1966 


George  Himler 
New  York 


Edward  C.  Hughes 
Onondaga 
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Wayne  Kings 


John  H.  Carter 
Albany 
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Oneida 
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Nassau 
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160th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 


SCIENTIFIC  EXHIBITS 


TECHNICAL  EXHIBITS 


HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

February  14  through  17,  1966 
Americana,  New  York  City 


Schedule  of  Sessions 73 

Order  of  Business 74 

Members  of  House 75 

Reference  Committees 78 

Resume  of  Instructions  from  1965 
House  and  Actions  Thereon 80 

Annual  Reports  to  House 86 

Additional  Annual  Reports 


see  January  15  issue 


Monday,  February  14,  1966 

Opening  Session 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Tuesday,  February  15,  1966 

Second  Session  (for  introduction 

of  resolutions  only) 9:30  a.m. 

Reference  Committees 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Wednesday,  February  16,  1966 

Third  Session 9:00  a.m. 

Fourth  Session 2:00  p.m. 

Thursday,  February  17,  1966 

Fifth  Session 9:00  a.m. 


Schedule 

of 

Sessions 
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According  to  the  Bylaws,  Chapter  II,  Section 
7,  the  following  shall  be  the  order  of  business  at 
the  Sessions  of  the  House  of  Delegates 


Order  of 
Business 


1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on 
Credentials. 

5.  Report  by  the  secretary  as  to  the 
presence  or  absence  of  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous 
meeting  by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

1 1 . Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 
delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 
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1966  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a complete  list  of  the  members  of  the  1965 
House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 


Officers  1965-1966 

President — Waring  Willis,  Westchester 
President-Elect — James  M.  Blake,  Schenectady 
Vice-President — Sol  Axelrad,  Queens 
Secretary — Walter  T.  Heldmann,  Richmond 
Assistant  Secretary — Carl  Goldmark,  Jr.,  New 
York 

Treasurer — Samuel  Z.  Freedman,  New  York 
Assistant  Treasure i — Thomas  F.  McCarthy, 
Bronx 

Speakei — Frederick  A.  Wurzbach,  Jr.,  Bronx 
Vice-Speaker — E.  Dean  Babbage,  Erie 

Councillors 

Term  Expires  1966 
George  Himler,  New  York 
Edward  C.  Hughes,  Onondaga 
Joseph  J.  Kaufman,  Wayne 
Solomon  Schussheim,  Kings 
Term  Expires  1967 
John  H.  Carter,  Albany 
John  F.  Kelley,  Oneida 
Walter  Scott  Walls,  Erie 
Joseph  G.  Zimring,  Nassau 
Term  Expires  1968 
Charles  M.  Brane,  Westchester 
John  Edward  Lowry,  Queens 
Edward  Siegel,  Clinton 
C.  Stewart  Wallace,  Tompkins 

Trustees 

Renato  J.  Azzari,  Bronx,  Chairman 
Thurman  B.  Givan,  Kings 
Gerald  D.  Dorman,  New  York 
John  M.  Galbraith,  Nassau 
Leo  E.  Gibson,  Onondaga 
Norman  S.  Moore,  Tompkins 

Past  -Presidents 

1932-1933 — Chas.  Gordon  Heyd,  New  York 
1934-1935 — Arthur  J.  Bedell,  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1950-1951 — Carlton  E.  Wertz,  Erie 

1952- 1953— Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 

1955- 1956 — Renato  J.  Azzari,  Bronx 

1956- 1957 — James  Greenough,  Otsego 

1957- 1958 — Thurman  B.  Givan,  Kings 

1958- 1959 — Leo  E.  Gibson,  Onondaga 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 


1961-1962 — -John  M.  Galbraith,  Nassau 

1963- 1964 — William  L.  Wheeler,  Jr.,  New  York 

1964- 1965 — George  A.  Burgin,  Herkimer 

Commissioner,  New  York  State  Depart- 
ment of  Health 

Hollis  S.  Ingraham,  Albany 

District  Delegates 

(j Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — - 

Third — Lee  R.  Tompkins,  Sullivan 
Fourth — Arthur  Howard,  Fulton 
Fifth — Arthur  F.  Gaffney,  Oneida 
Sixth — Norman  C.  Lyster,  Chenango 
Seventh — Charles  M.  Smith,  Seneca 
Eighth — Irwin  Felsen,  Allegany 
Ninth — Eugene  J.  Lusardi,  Putnam 

Section  Delegates 

( Delegates  from  Scientific  Sections) 

Allergy — David  Merksamer,  Kings 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Sy philology — Royal  M.  Mont- 
gomery, New  York 
Gastroenterology  and  Proctology — 

General  Practice — Rudolf  H.  Steinharter,  Nassau 
Industrial  Medicine  and  Surgery — Sam  R. 
Burnett,  Schenectady 

Internal  Medicine — Seymour  Halpern,  New 
York 

Medical-Legal  and  Workmen's  Compensation 
Matters — Herbert  Lansky,  Erie 
Neurology  and  Psychiatry — Arthur  Lapovsky, 
Kings 

Obstetrics  and  Gynecology — Graham  G.  Hawks, 
New  York 

Ophthalmology — James  I.  Farrell,  Oneida 
Orthopedic  Surgery — Frederick  Lee  Liebolt, 
New  York 

Otolaryngology — John  F.  Daly,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking 
— John  J.  Clemmer,  Albany 
Pediatrics — Frank  Disney,  Monroe 
Physical  Medicine  and  Rehabilitation — Henry 
Fleck,  Bronx 

Plastic  and  Reconstructive  Surgery — William  P. 
Whalen,  New  York 

Preventive  Medicine  and  Public  Health — Milton 
Tully,  Steuben 
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Radiology — William  B.  Seaman,  New  York 
Space  Medicine — Le  Von  Bedrosian,  Albany 
Surgery — John  F.  Prudden,  New  York 
Urology — E.  Craig  Coats,  New  York 

Delegates  from  Component  County  Med- 
ical Societies 

Albany  (4) 

H.  John  Mellen,  Albany 
James  A.  Moore,  Albany 
Joseph  J.  Russo,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Marcelle  Bernard,  Bronx 
Harold  R.  Brodman,  Bronx 
Herbert  G.  Cohen,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Samuel  Lieberman,  Bronx 
Francis  J.  Loperfido,  Bronx 
Isidore  Sternleib,  Bronx 
Samuel  Wagreich,  Bronx 
Alvin  D.  Yasuna,  Bronx 
Saul  Zucker,  Bronx 

Broome  (3) 

Paul  M.  DeLuca,  Endicott 
John  A.  Kalb,  Endicott 
Jason  K.  Moyer,  Binghamton 

Cattaraugus  (1) 

James  F.  Durkin,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Garra  L.  Lester,  Chautauqua 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Swen  L.  Larson,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

Leonard  Schiff,  Plattsburgh 
Columbia  (1) 

Edward  P.  Ginouves,  Hudson 

Cortland  (1) 

George  F.  Nevin,  Cortland 

Delaware  (1) 

Philip  Hust,  Sidney 

Dutchess  (3) 

H.  Sherman  Hirst,  Hyde  Park 
Francis  J.  McMahon,  Poughkeepsie 
George  T.  C.  Way,  Poughkeepsie 

Erie  (8) 

Antonio  F.  Bellanca,  Buffalo 
John  C.  Brady,  Buffalo 
Thomas  Bumbalo,  Buffalo 
Max  Cheplove,  Buffalo 


Kenneth  E.  Eckhert,  Buffalo 
Eugene  J.  Hanavan,  Buffalo 
John  D.  Naples,  Buffalo 
Clarence  A.  Straubinger,  Buffalo 

Essex  (1) 

E.  Addis  Munyan,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Edwin  G.  Mulbury,  Windham 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (1) 

Thomas  P.  Hamilton,  Watertown 
Kings  (22) 

Lawrence  Ames,  Brooklyn 
Louis  Berger,  Brooklyn 
Matthew  Brody,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
David  Kershner,  Brooklyn 
Warren  A.  Lapp,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
Martin  Markowitz,  Brooklyn 
James  L.  O’Leary,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Louis  Pellman,  Brooklyn 
Benjamin  J.  Rosenthal,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Stanley  Stark,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Julius  E.  Stolfi,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
Vincent  J.  Tesoriero,  Brooklyn 
Leslie  H.  Tisdall,  Brooklyn 

Lewis  (1) 

William  S.  Reed,  Lowville 

Livingston  (1) 

James  M.  Judd,  Mt.  Morris 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

Hobart  L.  Boyd,  Rochester 
Charles  R.  Harris,  East  Rochester 
John  H.  Morton,  Rochester 
Charles  R.  Mathews,  Rochester 
Charles  D.  Sherman,  Jr.,  Rochester 
John  D.  States,  Rochester 

Montgomery  (1) 

Roman  R.  Violyn,  Amsterdam 

Nassau  (8) 

Louis  Bush,  Baldwin 
Jeff  L.  Coletti,  Old  Westbury 
Ralph  S.  Emerson,  Roslyn  Heights 
Leo  T.  Flood,  Hempstead 
Abraham  W.  Freireich,  Malverne 
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Raymond  F.  Smith,  Garden  City 
Reginald  R.  Steen,  Hempstead 
Paul  H.  Sullivan,  Great  Neck 

New  York  (25) 

Edward  A.  Burkhardt,  New  York 
May  E.  Chinn,  New  York 
John  M.  Cotton,  New  York 
C.  Joseph  Delaney,  New  York 
Lawrence  Essenson,  New  York 
James  H.  Ewing,  New  York 
William  W.  Field,  New  York 
Stanley  H.  Green wald,  New  York 
Keith  O.  Guthrie,  Jr.,  New  York 
John  E.  Hammett,  New  York 
Milton  Helpern,  New  York 
William  Graham  Knox,  New  York 
Thomas  K.  Lammert,  New  York 
Julia  V.  Lichtenstein,  New  York 
David  Lyall,  New  York 
James  R.  McCarroll,  New  York 
Ira  A.  McCown,  New  York 
George  W.  Melcher,  Jr.,  New  York 
Joseph  A.  Pincus,  New  York 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Guy  F.  Robbins,  New  York 
George  M.  Saypol,  New  York 
Lucie  A.  Schoenenberger,  New  York 
Albert  M.  Schwartz,  New  York 

Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  R.  Lewis,  Niagara  Falls 

Oneida  (3) 

Anthony  G.  Jarosewicz,  Utica 
Irving  Cramer,  Utica 
Clarke  T.  Case,  Utica 

Onondaga  (5) 

Robert  J.  Collins,  Syracuse 
Richard  D.  Eberle,  Syracuse 
Irving  Ershler,  Syracuse 
Louis  G.  Fournier,  Syracuse 
Charles  A.  Gwynn,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  (2) 

Allen  H.  Keniston,  Port  Jervis 
John  D.  VanZandt,  Tuxedo 

Orleans  (1) 

Oswego  (1) 

Kent  W.  Jarvis,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 

Putnam  (1) 

Garret  Vink,  Carmel 

Queens  (14) 

Alfred  A.  Angrist,  Beechurst 
Angelo  Robert  Bologna,  Flushing 
Thomas  M.  d’Angelo,  Flushing 
Albert  H.  Douglas,  Jamaica 
Harry  H.  Epstein,  Jamaica 
Frank  W.  Farrell,  Flushing 


Irving  G.  Frohman,  Rockaway  Beach 
Peter  V.  Gugliuzza,  Hollis 
George  J.  Lawrence,  Flushing 
Jerome  L.  Leon,  Forest  Hills 
Charles  C.  Mangi,  Woodhaven 
Lester  R.  Tuchman,  New  York 
Tobias  M.  Watson,  Jackson  Heights 
Ezra  A.  Wolff,  Forest  Hills 

Rensselaer  (2) 

Allen  Gifford,  Troy 
John  J.  Noonan,  Troy 

Richmond  (3) 

Orlando  L.  Manfredi,  Staten  Island 
Frederic  D.  Regan,  Staten  Island 

Rockland  (3) 

James  A.  Dingman,  New  City 
Sheldon  B.  Adler,  Spring  Valley 
H.  L.  Sperling,  Spring  Valley 

St.  Lawrence  (1) 

William  R.  Carson,  Potsdam 

Saratoga  (1) 

Russell  Peacock,  Ballston  Spa 

Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Ralph  E.  Isabella,  Schenectady 
Herbert  J.  Wright,  Schenectady 

Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

David  L.  Koch,  Seneca  Falls 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

Suffolk  (6) 

Daniel  Friedman,  Bay  Shore 
Milton  Gordon,  Huntington 
Bruce  A.  Harris,  Jr.,  Huntington 
George  E.  Leone,  Riverhead 
Andrew  W.  Lawrence,  Huntington 
John  L.  Sengstack,  Huntington 

Sullivan  (1) 

Sirkka  Elisabeth  Vuornos,  Liberty 
Tioga  (1) 

John  H.  Jakes,  Candor 
Tompkins  (1) 

George  G.  McCauley,  Ithaca 
Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Walter  F.  Harrison,  Glens  Falls 
Washington  (1) 

Milton  J.  Greenberg,  Hudson  Falls 
Wayne  (1) 

James  G.  Cotanche,  Sodus 


January  1,  1966  / New  York  State  Journal  of  Medicine  77 


Westchester  (8) 

Arthur  H.  Diedrick,  Port  Chester 
John  N.  Dill,  Yonkers 
James  Q.  Haralambie,  Larchmont 
Robert  E.  Healy,  Mt.  Kisco 
Reid  R.  Heffner,  New  Rochelle 
James  M.  Jones,  Bronxville 


Wallace  M.  Sheridan,  White  Plains 
Maurice  L.  Woodhull,  Scarsdale 

Wyoming  (1) 

Willard  Chapin,  Perry 

Yates  (1) 


1966  HOUSE  OF  DELEGATES 


Reference  Committees 

Medical  Services  A 


Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 
Joseph  F.  Shanaphy,  Richmond,  First  District 
Branch 

Max  Cheplove,  Erie 
Irving  G.  Frohman,  Queens 
H.  John  Mellen,  Albany 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Executive  Vice-President 

Treasurer 

Board  of  Trustees 

War  Memorial 

Budget  and  Finance 

Building 

John  E.  Hammett,  New  York,  Chairman 
Raymond  F.  Smith,  Nassau 
Marcelle  Bernard,  Bronx 
Alfred  A.  Hartmann,  Franklin 
Robert  J.  Collins,  Onondaga 


Economics 

Liaison  with  Veterans  Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 
Bureau  of  Medical  Care  Insurance 
Philip  M.  Standish,  Ontario,  Chairman 
Vincent  J.  Tesoriero,  Kings 
William  R.  Lewis,  Niagara 
George  G.  McCauley,  Tompkins 
Albert  M.  Schwartz,  New  York 


Medical  Services  B 

Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  of  Ethics 
Labor  Health  Facilities 
Peter  V.  Gugliuzza,  Queens,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
Louis  Pellman,  Kings 
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Guy  Robbins,  New  York 
Kenneth  E.  Eckhert,  Erie 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 
Accident  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Continuing  Education 
Diabetes 

Diseases  of  the  Eye 
Environmental  Health 
Film  Review 
Forensic  Medicine 

General  Practice  and  School  Health 
Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Maternal  and  Child  Welfare 
Mental  Hygiene 

Physical  Medicine  and  Rehabilitation 
Quackery 

Rural  Medical  Service 
Warren  A.  Lapp,  Kings,  Chairman 
W.  Graham  Knox,  New  York 
Leonard  Schiff,  Clinton 
Edward  P.  Ginouves,  Columbia 
James  Q.  Haralambie,  Westchester 

Scientific  Activities  and  Publications  B 

What  Goes  On 
Publication 
To  Study  Journal 
Prize  Essays 
Archives  and  History 
Convention 
District  Branches 
Disaster  Medical  Care 
Nursing 

Medicine  and  Religion 
Liaison  with  NASA 

Victor  J.  Tofany,  Monroe,  Section  on 
Anesthesiology,  Chairman 
Robert  E.  Healy,  Westchester 


Edward  A.  Burkhardt,  New  York 
Herbert  A.  Laughlin,  Chautauqua 
George  T.  C.  Way,  Dutchess 

Public  and  Professional  Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 

To  Study  Revision  of  Education  Law 
To  Prepare  a Lien  Law 
Irving  Cramer,  Oneida,  Chairman 
Charles  M.  Smith,  Seneca,  Seventh  District 
Branch 

Matthew  Brody,  Kings 
Wallace  M.  Sheridan,  Westchester 
Isidore  Stemlieb,  Bronx 

Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Bar  Association,  Joint  Committee  with 
Judicial  Council 
On  Osteopathy 
Constitution  and  Bylaws 
A.M.A.  Delegation 

Stanley  H.  Greenwald,  New  York,  Chairman 

Jason  K.  Moyer,  Broome 

Lester  R.  Tuchman,  Queens 

Charles  R.  Harris,  Monroe 

Harry  S.  Lichtman,  Kings 

Miscellaneous  Business 

Samuel  Lieberman,  Bronx,  Chairman 
May  E.  Chinn,  New  York 
James  F.  Durkin,  Cattaraugus 
E.  Addis  Munyan,  Essex 
Ezra  A.  Wolff,  Queens 

Sergeant -At -Arms  and  Tellers 

Armand  J.  D’Errico,  Fulton,  Chairman 
E.  Craig  Coats,  New  York,  Section  on  Urology 
Francis  J.  Loperfido,  Bronx 
Milton  Gordon,  Suffolk 
William  S.  Reed,  Lewis 
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1966  HOUSE  OF  DELEGATES 

Instructions  from  1965  House 


Resume  of  instructions  of  the  1965  House  of  Delegates  and  actions  thereon 
by  the  Council,  Board  of  Trustees,  and  Officers. 


Physicians  in  Rural  Areas  (Sections  172, 
282).  The  House  adopted  a statement  of  the 
Reference  Committee  on  Reports  of  Officers  A 
that  the  need  for  physicians  in  rural  areas 
is  not  being  solved  by  our  present  approach 
and  urging  the  Society  to  restudy  this  problem 
and  explore  all  avenues  which  will  induce 
young  medical  graduates  to  locate  in  rural 
areas.  The  House  also  adopted  a report  of  the 
Reference  Committee  on  Commission  on  Med- 
ical Services  B expressing  the  idea  that  the 
proposal  of  the  Rural  Medical  Service  Com- 
mittee on  this  subject,  “involving  the  Medical 
Society  of  the  State  of  New  York,  local  com- 
munities, and  medical  colleges,”  would  be  a 
step  forward  in  helping  solve  the  shortage  of 
physicians  in  some  areas  of  our  State.  The 
Council  referred  both  of  these  actions  to  the 
Committee  on  Rural  Medical  Service.  The 
chairman  of  the  committee  reported  to  the 
Council  in  September  that  15  areas  were  being 
surveyed  with  the  aid  of  the  Sears  Roebuck 
Foundation  and  that  the  committee  attempted 
to  make  surveys  of  all  areas  which  claimed 
they  needed  physicians.  (See  Annual  Reports, 
Committee  on  Rural  Medical  Service) 

Budget  (Section  165).  The  House  adopted  a 
recommendation  that  the  budget  be  submitted 
in  November  so  that  it  may  be  reviewed 
adequately  by  the  Council.  The  Council 
referred  this  in  March  to  the  Committee  on 
Budget  and  Finance.  The  committee  re- 
viewed departmental  estimates  of  1966  in- 
come and  expense  at  a meeting  on  October  21, 
1965,  in  order  to  be  able  to  present  a budget  to 
the  Council  in  November. 

Children  of  Deceased  Members  (Section 
167).  The  House  voted  that  “some  exploration 
and  investigation  be  made  into  the  possibility 
of  a future  fund  to  help  children  of  members 
deceased  not  only  in  time  of  war  but  in  peace.” 
This  was  referred  by  the  Council  in  March  to 
the  War  Memorial  Committee  for  study.  ( See 
Annual  Reports,  War  Memorial  Committee) 

Relative  Value  Scale  (Sections  232,  240). 
The  House  voted  that  a relative  value  scale  be 
adopted  for  New  York  State,  similar  to  that 
of  the  California  Study,  as  recommended  by 
the  Committee  on  Economics,  and  that  the 

Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1965  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  June  1,  1965, 
pages  1377  through  1588. 


relative  value  scale  index  prepared  by  that 
committee  be  adopted  for  application  to  all 
fee  schedules.  The  Council  referred  these 
actions  to  the  Committee  on  Workmen’s 
Compensation  and  to  the  Committee  on 
Economics  for  implementation.  This  was  done. 

Employed  Physicians — Protection  (Section 
232).  The  House  adopted  a portion  of  the 
report  of  the  Reference  Committee  on  Com- 
mission on  Medical  Services  A in  which  the 
reference  committee  recommended  that  res- 
olution 63-53  “be  defeated,”  expressed  the 
belief  that  “matters  of  contractual  arrange- 
ments between  physicians  and  employers 
should  be  handled  at  the  local  level,”  and  sug- 
gested “that  county  medical  societies  might 
consider  acting  for  individual  physicians  in 
these  situations.”  At  its  March  meeting  the 
Council  referred  this  suggestion  to  the  county 
medical  societies  for  action.  The  county 
society  secretaries  were  so  informed. 

Retirement  Programs  (Sections  234).  Re- 
porting on  a survey  of  county  medical  society 
retirement  plans,  the  Reference  Committee  on 
Commission  on  Medical  Services  A noted  that 
some  of  the  smaller  county  medical  societies 
would  not  be  in  a position  to  set  up  then'  own 
retirement  programs  and  recommended  that 
consideration  be  given  to  the  possibility  of 
establishing  retirement  programs  in  these 
instances  through  the  mechanism  of  the  district 
branches  where  feasible.  The  Council  referred 
this  to  the  Committee  on  Economics.  The 
committee  reported  to  the  Council  in  June  that 
the  Seventh  and  Eighth  District  Branches  had 
recently  sponsored  such  a program,  that  the 
enrollment  under  the  program  was  being  studied, 
and  that  further  consideration  would  be  given 
to  the  recommendation  of  offering  a plan  on 
the  district  branch  level.  (See  Annual  Re- 
ports, Committee  on  Economics) 

Free  Choice  of  Physician  for  MAA  Recipi- 
ents (Section  243).  The  House  adopted  an 
amended  version  of  resolution  65-8,  “Free 
Choice  of  Physician  for  MAA  Recipients  in 
Teaching  Hospitals,”  supporting  the  policy 
that  all  MAA  recipients  have  the  right  of  free 
choice  of  physician  and  resolving  that  all 
physicians,  other  than  those  whose  services  are 
paid  for  by  hospitals,  be  paid  for  all  services 
rendered  to  MAA  recipients,  whether  inpatient 
or  outpatient,  in  all  hospitals,  whether  they  be 
teaching  or  nonteaching  institutions.  The 
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Council  referred  this  to  the  Committee  on 
Hospital  and  Professional  Relations.  That 
committee  reported  to  the  Council  in  September 
that  it  had  decided  to  forward  this  resolution 
to  the  chairman  of  the  Public  Medical  Care 
Subcommittee.  (See  Annual  Reports,  Com- 
mittee on  Hospital  and  Professional  Relations 
and  Subcommittee  on  Public  Medical  Care) 

Blue  Shield — Physiatrists  Services  (Section 
248).  The  House  took  no  action  on  resolution 
65-49,  “Inclusion  of  Fees  for  Physiatrists  in 
Blue  Shield  Fee  Schedules,”  but  voted  that 
“representatives  of  the  Blue  Shield  plans  meet 
with  specialty  societies  on  physical  medicine 
and  rehabilitation  to  study  the  possibility  of 
including  physiatrists’  services  in  future  con- 
tracts.” This  action  was  referred  by  the 
Council  to  the  Committee  on  Medical  Care 
Insurance.  The  committee  recommended  to 
the  Council  “that  the  Medical  Society  of  the 
State  of  New  York  endorse  the  request  of  its 
Section  on  Physical  Medicine  and  Rehabilita- 
tion, by  recommending  to  Blue  Shield  plans 
they  include  in  their  coverage  services  rendered 
by  physiatrists.”  The  Council  adopted  this 
report.  (See  Annual  Reports,  Committee  on 
Medical  Care  Insurance) 

Blue  Shield  Plans — Physician  Participation 
(Section  249).  The  House  adopted  resolution 
65-56,  “Full  Physician  Participation  in  Blue 
Shield  Plans,”  calling  on  this  Society  to  “devise 
some  effective  means  to  promote  full  par- 
ticipation of  all  members  in  their  local  Blue 
Shield  plans.”  This  was  referred  by  the 
Council  to  the  Committee  on  Medical  Care 
Insurance.  In  June  the  Council  approved  the 
committee’s  recommendations  (1)  that  the 
problem  should  be  approached  through  the 
Participating  Physicians  Committee  of  each 
Blue  Shield  plan  and  (2)  that  the  New  York 
State  Journal  of  Medicine  publish  an 
editorial  on  the  importance  of  participation  in 
the  Blue  Shield  Plans. 

Blue  Shield  of  Western  New  York  (Section 
238).  The  House  approved  the  Council’s 
action  of  September  24,  1964,  agreeing  to 
intervene  as  a “friend  of  the  court”  and  lend 
its  support  in  the  legal  action  contemplated  by 
Blue  Shield  of  Western  New  York  to  have  the 
Attorney  General  review  his  opinion  of  Sep- 
tember 8,  1959,  regarding  the  Keller  operation. 
The  Council  referred  this  to  legal  counsel. 
At  its  September  meeting,  the  Council  au- 
thorized counsel  to  participate  in  discussions 
between  Mr.  Christy,  attorney  for  Blue  Shield 
of  Western  New  York,  and  Mr.  Chernin, 
attorney  for  the  Podiatry  Society  of  the  State 
of  New  York,  “keeping  in  mind  the  State 
Society’s  position  on  the  performance  of  the 
Keller  operation  by  nonmedical  persons  such  as 
podiatrists.”  (See  Annual  Reports,  Legal  Coun- 
sel) 

Blue  Shield  Plans — Relations  with  Par- 
ticipating Physicians  (Section  238).  The 


House  adopted  the  principles  approved  by 
the  Council  in  September,  1964,  to  serve  as  a 
guide  for  future  relations  between  Blue  Shield 
plans  and  participating  physicians,  with  the 
exception  of  item  3,  which  was  changed  to 
read:  “Basing  the  fee  schedule  on  a relative 
value  index,  such  as  P.S.I.,  is  approved  in 
practice.”  This  was  referred  by  the  Council 
to  the  Committee  on  Medical  Care  Insurance. 
(See  Annual  Reports,  Committee  on  Medical 
Care  Insurance) 

Labor  Health  Centers — Directory  Listings 
(Section  280).  The  House  adopted  a state- 
ment of  the  Reference  Committee  on  Com- 
mission on  Medical  Services  B containing  a 
recommendation  that  the  labor  health  centers 
be  listed  in  the  Medical  Directory  of  New  York 
State  in  the  same  manner  as  the  voluntary, 
government,  and  accredited  proprietary  hos- 
pitals. The  Council  referred  this  action  to  the 
Publication  Committee  and  to  the  executive 
vice-president.  The  executive  vice-president 
reported  to  the  Council  in  September  that 
union  health  centers  had  been  contacted  for 
lists  of  their  medical  personnel  for  inclusion 
in  the  back  of  the  Directory  and  that,  at  that 
time,  all  but  six  centers  had  supplied  such 
lists.  (See  Annual  Reports,  Executive  Vice- 
President) 

Affiliated  Voluntary  Hospitals — Cost  (Sec- 
tion 281).  The  House  instructed  the  Council 
to  study  whether  the  expenditure  of  these 
funds  (that  is,  sums  of  money  reported  to  be 
in  excess  of  fifty  million  dollars  annually)  is  in 
fact  fostering  the  best  patient  care  for  the 
largest  number  of  patients  in  the  municipal 
hospitals  of  New  York  City.  The  Council 
voted  at  its  March  meeting  to  refer  this  to  the 
First  District  Branch  to  be  referred  to  the 
Coordinating  Council  for  discussion  and  report 
to  our  Council  (See  Annual  Reports,  First 
District  Branch) 

Hospital  Staff  Appointments — Termina- 
tion (Section  283).  Resolution  65-6,  “Ter- 
mination of  Hospital  Staff  Appointments,” 
which  was  referred  by  the  House  of  Delegates 
to  the  Council,  was  referred  by  the  Council  to 
the  Committee  on  Hospital  and  Professional 
Relations.  The  committee  reported  in  Sep- 
tember that  it  had  received  a report  from  Dr. 
Fineberg  to  the  effect  that  this  had  been  taken 
care  of.  (See  Annual  Reports,  New  York 
State  Delegation  to  the  American  Medical  As- 
sociation) 

Surgical  Technicians — Training  (Section 
284).  Resolution  65-7,  “Establishment  of 
Standards  for  Surgical  Technicians,”  providing 
that  this  Society  take  any  necessary  steps  to- 
ward “establishment  of  a standard  minimum 
curriculum  for  the  training  of  surgical  tech- 
nicians and  toward  the  establishment  of  a 
grade  of  certification,”  was  referred  by  the 
Council  to  the  Committee  (now  a Commission) 
on  Public  Health  and  Education.  (See  Annual 
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Reports,  Commission  on  Public  Health  and 
Education) 

Hospital  Staff  Appointments — Municipal 
Interference  (Section  289).  Resolution  65- 
48,  “Interference  by  Municipalities  with  Con- 
ferred Rights  of  Physicians,”  condemning  such 
interference  and  calling  for  legislation  “to 
carry  out  this  resolution,”  was  referred  to  the 
Council  for  study  and  action.  The  Council 
referred  it  to  the  Committee  on  State  Legislation 
and  to  the  Committee  on  Hospital  and  Pro- 
fessional Relations.  At  the  September  Council 
meeting  the  Committee  on  Hospital  and  Pro- 
fessional Relations  reported  the  feeling  of  the 
Coordinating  Council  that  “in  the  case  in 
point  the  Commissioner  of  Hospitals  had  been 
within  his  rights”  and  the  decision  of  the  com- 
mittee that  “there  is  no  basis  for  this  resolution 
since,  in  order  to  act  in  such  matters,  the  action 
of  the  commissioner  would  have  to  be  ca- 
pricious or  arbitrary.” 

Voluntary  Hospitals — Use  of  City  Funds 
(Section  290).  Resolution  65-55,  “Disap- 
proval of  Recurrent  Fiscal  Harassment  of 
Some  Voluntary  Hospitals,”  objecting  to  at- 
tempts of  the  Department  of  Hospitals  of  the 
City  of  New  York  to  “control  policies  of 
voluntary  hospitals,  not  under  its  jurisdiction, 
by  threat  of  removal  from  the  Charitable 
Institutions  Budget,”  was  referred  by  the 
Council  to  the  Committee  on  Hospital  and 
Professional  Relations.  ( See  Annual  Reports, 
Committee  on  Hospital  and  Professional  Re- 
lations) 

Regional  Hospital  Planning  Councils  (Sec- 
tion 291).  Resolution  65-60,  “Practicing  Phy- 
sicians and  Hospital  Planning,”  called  on  the 
Council  of  this  Society  to  (a)  “request  the 
appointing  authorities  to  increase  the  number 
of  physicians  engaged  in  the  active  private 
practice  of  medicine  on  the  Regional  Hospital 
Planning  Councils  so  that  one  third  of  the 
members  of  these  councils  are  physicians  who 
have  been  recommended  by  their  respective 
county  medical  societies”;  and  ( b ) emphasize 
to  the  Regional  Hospital  Planning  Councils  the 
fact  that  “before  making  a final  determination 
to  deny  further  construction,  enlargement,  or 
remodeling  of  hospital  facilities  (which  in 
effect  could  amount  to  closing)”  they  should 
“determine  availability  of  a like  hospital  facility 
in  an  adjacent  area  for  the  patients  and  the 
physicians  of  their  choice.” 

Our  Council  voted  that  the  officers  write  to 
the  regional  councils  or  the  State  Council. 
After  obtaining  a list  of  the  regional  councils 
from  the  State  Council,  Dr.  Fineberg  trans- 
mitted resolution  65  60  to  them.  On  July  8, 
he  sent  an  additional  copy  to  the  president  of 
the  Hospital  Review  and  Planning  Council  of 
Southern  New  York  in  connection  with  the 
proposed  closing  of  St.  Francis  Hospital  in  the 
Bronx. 

Operating  Room  Mortality  (Section  207). 

The  House  adopted  a report  of  the  Reference 


Committee  on  Scientific  Activities  and  Pub- 
lications A which  stated:  “Unless  legislation  is 
passed  in  New  York  State  to  provide  for 
compulsory  reporting  of  all  cases  of  operating 
room  mortality  in  upstate  New  York,  very 
little  can  be  accomplished  in  the  study  of  this 
problem.  We  should  direct  our  efforts  toward 
the  enactment  of  such  legislation.”  The 
Council  referred  this  to  the  Committee  on 
State  Legislation.  ( See  Annual  Reports,  Com- 
mittee on  State  Legislation) 

New  York  State  Health  Department — 
Rehabilitation  Program  (Section  211).  The 

House  adopted  resolution  65-14,  “Change 
in  Policy  Governing  New  York  State  Health 
Department’s  Medical  Rehabilitation  Pro- 
gram,” protesting  a policy  “which  destroys  the 
freedom  of  the  private  physician  to  decide  on 
the  management  of  his  patient  and  the  freedom 
of  the  patient  to  retain  the  physician  of  his 
choice”  and  urging  the  Council  “to  undertake 
consultation  with  the  New  York  State  Health 
Department  to  correct  this  matter.”  The 
Council  referred  this  to  the  Committee  on 
Public  Health  and  Education  for  action.  ( See 
Annual  Reports,  Commission  on  Public  Health 
and  Education) 

New  York  State  Health  Department — 
Program  for  Physically  Handicapped  Chil- 
dren (Section  211).  Resolution  65-32, 
“Change  in  Policy  Governing  New  York  State 
Health  Department’s  Program  for  Physically 
Handicapped  Children,”  relating  to  follow-up 
care  by  general  practitioners,  was  referred  by 
the  Council  to  the  Committee  on  Public  Health 
and  Education.  ( See  Annual  Reports,  Com- 
mission on  Public  Health  and  Education) 

Death  Certificate — Use  of  Information 
(Section  212).  The  House  approved  in  prin- 
ciple and  referred  to  the  Council  for  imple- 
mentation resolution  65-22,  “Use  of  Death 
Certificate  Information  for  Statistical  Pur- 
poses,” recommending  that  no  death  certificates 
be  used  for  statistical  purposes  unless  the 
listed  cause  of  death  has  been  corroborated  by 
an  autopsy  report.  The  Council  referred  this 
to  the  Committee  on  Public  Health  and  Educa- 
tion. (See  Annual  Reports,  Commission  on 
Public  Health  and  Education) 

Death  Certificate — Form  (Section  213). 

The  House  approved  in  principle  and  referred 
to  the  Council  for  implementation  resolution 
65-23,  “Revision  of  Format  of  Death  Cer- 
tificate,” requesting  the  State  Health  Depart- 
ment to  study  and  revise  the  present  death 
certificate.  The  Council  referred  this  to  the 
Committee  on  Public  Health  and  Education. 
(See  Annual  Reports,  Commission  on  Public 
Health  and  Education) 

Narcotics  Addiction  (Section  215).  The 

House  approved,  with  some  changes,  resolution 
65-27,  “Policy  Statement  on  Narcotics  Addic- 
tion,” and  the  incorporation  in  it  of  one  pro- 
vision of  resolution  65-43,  “Prevention  of 
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Narcotic  Addiction.”  The  Secretary’s  action, 
referring  this  resolution  to  the  A.M.A.  delega- 
tion, is  reported  elsewhere  in  this  resume. 
He  also  referred  it  to  the  Council,  requesting 
instructions  as  to  the  agencies  and  officials  to 
whom  it  was  to  be  sent.  The  Council  referred 
it  to  the  Committee  (now  Commission)  on 
Public  Health  and  Education,  to  the  Sub- 
committee on  Addiction  to  Alcohol  and  Nar- 
cotics (now  the  Committee  on  Alcoholism  and 
Drug  Abuse),  and  to  the  Committee  on  State 
Legislation  for  implementation  and  advice  as  to 
whom  to  notify  of  this  action.  (See  Annual 
Reports,  Committees  on  State  Legislation  and 
on  Alcoholism  and  Drug  Abuse) 

Physician  Shortage  (Section  216).  Res- 
olution 65-30,  ‘‘Education  and  Training  of 
More  Practicing  Physicians,”  was  amended  and 
referred  to  the  Council  “for  consideration  of  the 
basic  causes  which,  at  the  medical  school  level, 
induce  the  young  graduates  to  choose  research 
instead  of  the  practice  of  medicine.”  The 
Council  referred  this  to  the  Committee  on 
Public  Health  and  Education.  ( See  Annual 
Reports,  Commission  on  Public  Health  and 
Education) 

Automobile  Accident  Prevention  (Section 
219).  The  House  voted  to  encourage  and 
support  the  work  of  the  Joint  Legislative  Com- 
mittee on  Traffic  Accidents  and  Highway 
Safety,  as  provided  in  resolution  65-42,  “Oc- 
cupant Protection  Devices  for  Automobiles.” 
The  Council  referred  this  to  the  Committee  on 
State  Legislation  and  to  the  Subcommittee 
(now  Committee)  on  Accident  Prevention. 
(See  Annual  Reports,  Committees  on  State 
Legislation  and  on  Accident  Prevention) 

Qualifications  for  Administrative  Posts 
(Section  220).  Approval  of  resolution  65-45, 
“Qualifications  for  Physicians  Holding  Positions 
of  Major  Medical  Responsibility,”  was  with- 
held because  of  “vagueness  in  the  wording.” 
The  resolution  was  referred  to  the  Council. 
The  Council  voted  in  March  to  table  the  matter 
until  it  had  been  acted  on  by  the  Coordinating 
Council  and  until  a report  had  been  received 
from  them.  ( See  Annual  Reports,  First  District 
Branch) 

Prize  Essays  (Section  252).  The  House 
adopted  the  following  statement  by  the  Ref- 
erence Committee  on  Scientific  Activities  and 
Publications  B:  “It  is  obvious  that  the  mon- 
etary award  furnished  by  these  prizes  is  not 
large  enough  to  attract  eager  competition. 
We  see  two  possible  solutions  to  this  problem: 
either  to  make  the  award  with  adequate 
publicity  every  three  years  allowing  the  annual 
income  to  accumulate  to  a substantial  size  or  to 
supplement  these  monies  on  an  annual  basis. 
Your  reference  committee  recommends  that 
we  leave  this  decision  to  the  discretion  of  the 
Special  Committee  on  Prize  Essays.”  The 
Council  referred  this  to  the  Committee  on 
Prize  Essays. 


District  Branches  (Section  255).  After 
reporting  several  thoughts  pertaining  to  the 
district  branches,  the  Reference  Committee  on 
Scientific  Activities  and  Publications  B rec- 
ommended that  an  ad  hoc  committee  be 
appointed  to  explore  thoroughly  these  and  all 
other  aspects  of  the  district  branches.  This 
recommendation  was  adopted  by  the  House. 
The  Council  referred  the  matter  in  March  to  the 
President.  The  proposed  ad  hoc  committee 
was  appointed,  and  the  personnel  was  approved 
by  the  Council  in  June.  (See  Annual  Reports, 
Ad  Hoc  Committee  to  Explore  All  Aspects  of  the 
District  Branches) 

Sex  Crimes  (Section  272).  The  House 
approved  in  principle  resolution  65-21,  “Pro- 
posed Legislative  Study  of  Wisconsin  Sex 
Crimes  Law,”  calling  for  recommendation  of 
such  a study  and  for  support  of  legislation 
similar  to  the  Wisconsin  Law  should  it  be 
introduced  in  the  New  York  State  Legislature. 
The  Council  referred  this  to  the  Committee  on 
State  Legislation.  ( See  Annual  Reports,  Com- 
mittee on  State  Legislation) 

Use  of  Dieners  in  Autopsies  (Section  273). 

Resolution  65-40,  “Proposed  Amendment  of 
Public  Health  Law  in  Relation  to  Autopsies,” 
directed  that  copies  be  forwarded  to  “the 
Council  of  this  Society  for  implementation,”  in 
addition  to  being  sent  to  several  other  persons 
and  groups  as  reported  elsewhere  in  this  resume. 
The  Council  referred  the  resolution  in  March 
to  the  Committee  on  Public  Health  and  Educa- 
tion. ( See  Annual  Reports,  Commission  on 
Public  Health  and  Education) 

Malpractice  Insurance  (Section  224).  The 

House  accepted  the  report  of  the  Malpractice 
Insurance  and  Defense  Board  regarding  (a) 
changes  in  rates  and  classifications  approved 
by  the  Council  in  April,  1964;  ( b ) the  possible 
need  for  an  increase  in  premium  effective  in 
September,  1965,  and  (c)  reduced  rates,  effective 
September  1,  1965,  for  full-time  Federal  Govern- 
ment employes.  The  Council  referred  these 
actions  to  the  Malpractice  Insurance  and 
Defense  Board.  ( See  Annual  Reports,  Mal- 
practice Insurance  and  Defense  Board) 

Planning  Committee  for  Medical  Policies 
(Section  175).  The  Planning  Committee  was 
abolished  by  the  House  of  Delegates  in  ac- 
cordance with  its  own  proposal.  The  Council 
concurred,  and  no  appointments  to  this  com- 
mittee were  made. 

Medical  Technologists  (Section  189).  By 

adopting  resolution  65-47,  “Need  for  College 
Training  of  Medical  Technologists  or  Doctors’ 
Aides,”  the  House  voted  that  this  Society 
“appoint  a committee  to  explore  the  problem 
of  the  shortage  of  qualified  medical  tech- 
nologists in  depth,  to  consult  with  an  ap- 
propriate committee  of  the  New  York  State 
Hospital  Association,  and  to  discuss  with  the 
Regents  of  the  State  of  New  York  the  feasibility 
of  establishing  degrees  of  Bachelor  and  Master 
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of  Science  in  Hospital  Technology  in  suitable 
colleges  throughout  the  State  and  to  sponsor 
educational  programs  leading  to  such  de- 
grees.” The  Council  referred  this  to  the 
Committee  on  Public  Health  and  Education. 
(See  Annual  Reports,  Commission  on  Public 
Health  and  Education) 

Project  Hope  (Section  190).  By  adopting 
resolution  65-64,  “Project  Hope,”  the  House 
voted  to  support  efforts  to  equip  and  sail  a 
sister  ship  to  S.S.  Hope  and  to  urge  New  York 
State  doctors  to  consider  seriously  donations 
for  S.S.  Hope  “according  to  then-  will  and 
ability.”  The  Council  deleted  the  word  “se- 
riously” and  referred  the  resolution  to  the 
Communications  Division  for  publicity  to  the 
membership. 

Disposition  of  Instructions  of  the  1965 
House  of  Delegates 

A.  Recommendations  of  Officers,  Com- 
mittees, and  Reference  Committees: 

1.  (Section  197)  The  recommendation  of  the 
Reference  Committee  on  Scientific  Activities 
and  Publications  A,  adopted  by  the  House, 
that  the  report  of  the  Cancer  Subcommittee 
should  be  approved  in  general  but  that  free 
cytologic  examinations  should  be  limited  to 
cases  of  financial  need  was  reported  to  the 
chairman  of  the  subcommittee  (now  a com- 
mittee) and  to  Dr.  Greenough.  (See  Annual 
Reports,  Committee  on  Cancer ) 

2.  (Section  199)  The  House  adopted  the 

report  of  the  Reference  Committee  on  Scientific 
Activities  and  Publications  A praising  the  work 
of  the  Subcommittee  on  Continuing  (Post- 
graduate) Education  and  stating:  “The  ref- 

erence committee  has  taken  note  of  the  fact 
that  resolution  64-44,  pertaining  to  the  up- 
dating of  medical  education  for  all  doctors, 
which  was  passed  by  the  House  of  Delegates  in 
1964,  has  been  tabled  by  the  Subcommittee 
on  Continuing  (Postgraduate)  Education  for 
further  study.  It  is  hoped  that  this  resolution 
will  be  considered  at  an  early  date  for  imple- 
mentation.” This  statement  was  reported  to 
the  chairman  of  the  subcommittee  (now  a 
committee)  and  to  Dr.  Greenough.  (See 
Annual  Reports,  Committee  on  Continuing 
Education) 

3.  (Section  251)  The  House  adopted  a 

report  of  the  Reference  Committee  on  Scientific 
Activities  and  Publications  B suggesting  that  in 
future  years  a report  of  the  Medical  Library 
not  be  included  in  the  report  of  the  Publication 
Committee.  The  chairman  of  the  committee 
was  so  notified. 

4.  (Section  274)  The  House  adopted  a 

recommendation  of  the  Reference  Committee 
on  Commission  on  Public  and  Professional 
Affairs  that  the  House  recommend  to  the 
Trustees  that  this  Society  “allocate  from  the 
general  funds  of  the  Society  the  sum  of  $13,400 
to  match  similar  funds  being  provided  by  the 
A.M.A.  to  aid  in  an  immediate  educational 
program  to  inform  the  Society’s  members,  the 
public,  as  well  as  other  interested  parties, 


concerning  the  superior  provisions  of  the 
‘Eldercare  Bill  of  1965’  (H.  R.  3727)  and  its 
numerous  advantages  over  other  proposals 
now  before  the  Congress.”  At  its  meeting  on 
February  18  the  Council  requested  that  the 
Board  of  Trustees  provide  a sum,  not  to  exceed 
$13,400,  for  this  purpose.  On  the  same  date 
the  Board  of  Trustees  appropriated  $10,000. 
(See  Annual  Reports,  Committee  on  Public 
Relations) 

5.  (Section  230)  The  House  adopted  the 
decision  of  the  Reference  Committee  on  Legal 
Matters  that  resolution  65-44,  “Proposed 
Legislation  to  Hold  Alleged  Malpractice  Trials 
in  Judges’  Chambers,”  should  be  referred  to 
the  Joint  Committee  with  the  Bar  Association. 
It  was  accordingly  transmitted  to  Dr.  Helpern 
and  Mr.  Martin.  ( See  Annual  Reports,  Joint 
Committee  with  the  Bar  Association) 

6.  (Section  231)  The  House  adopted  a 
recommendation  of  the  Reference  Committee 
on  Legal  Matters  that  resolution  65-57,  “Con- 
sent for  Autopsy,”  be  referred  to  the  Joint 
Committee  with  the  Bar  Association  “for 
further  study  and  clarification.”  Copies  were 
sent  to  Dr.  Helpern  and  Mr.  Martin.  (See 
Annual  Reports,  Joint  Committee  with  the  Bar 
Association) 

7.  (Section  177)  On  recommendation  of  the 
Reference  Committee  on  Organization  and 
Policies,  the  House  voted  to  suggest  to  the 
county  medical  societies  that  they  change  their 
constitutions  and  bylaws  to  incorporate  the 
membership  requirement  recommended  by  the 
Council  in  June,  1964,  based  on  the  educational 
requirement  for  admission  to  the  medical 
licensing  examination.  This  suggestion  was 
transmitted  to  the  county  medical  societies. 
(See  Annual  Reports,  Council  Committee  on 
Constitutions  and  Bylaws) 

8.  (Section  177)  Also  on  recommendation 
of  the  Reference  Committee  on  Organization 
and  Policies,  the  House  voted  to  rescind 
resolution  62-5,  “Differential  in  Fees  for 
Osteopaths  in  Workmen’s  Compensation  Fee 
Schedule,”  and  to  adopt  the  following  state- 
ment: “We  further  suggest  to  the  physicians 
practicing  in  areas  where  there  are  osteopaths 
requesting  admission  to  hospital  staffs  that,  if 
these  hospitals  change  their  bylaws  to  admit 
such  osteopaths  and,  in  the  opinion  of  the 
medical  board,  they  practice  scientific  medicine 
and  are  otherwise  qualified,  association  with 
such  osteopaths  is  not  unethical.”  The  county 
medical  societies  were  informed  of  these  ac- 
tions. 

9.  (Section  184)  On  recommendation  of  the 
Reference  Committee  on  Miscellaneous  Busi- 
ness, the  House  approved  the  report  of  the 
Nursing  Education  Committee  setting  forth 
in  detail  the  recommendation  that  there  be 
joint  patient  care  liaison  committees  in  New 
York  State  hospitals,  describing  procedures  in 
four  areas  of  patient  care,  and  reporting  efforts 
to  deal  with  the  nursing  shortage.  The  chair- 
man of  the  committee  was  informed  of  this 
action.  ( See  Annual  Reports,  Committee  on 
Nursing) 
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B.  Resolutions  adopted  by  the  House 
65-2  and  65-4  (Section  261)  identical 
resolutions,  both  entitled  “Support  of  Law 
Revision  Commission  Bill  on  Coroners  and 
Medical  Examiners,”  were  transmitted  to  the 
chairman  of  our  Committee  on  State  Legislation. 

( See  Annual  Reports,  Committee  on  State  Leg- 
islation) 

65-9  and  65-15  (Section  210)  identical 
resolutions,  both  entitled  “Formation  of  the 
American  Board  of  Family  Practice,”  were 
referred  to  the  New  York  State  delegation  to 
the  A.M.A.  ( See  Annual  Reports,  New  York 
State  Delegation  to  the  American  Medical  As- 
sociation) 

65-10  (Section  262)  “Proposed  Legislation  to 
Reduce  Air  Pollution,”  was  amended  by  the 
Reference  Committee  on  Public  and  Profes- 
sional Affairs  to  change  the  word  “antiexhaust” 
to  “antipollution”  and  was  adopted  by  the 
House.  As  required  by  the  final  resolve,  the 
resolution  was  sent  to  the  Governor  and  to 
the  members  of  the  State  Legislature.  Copies 
were  sent  also  to  Dr.  Blake  and  Dr.  Carter. 
( See  Annual  Reports,  Committee  on  State  Leg- 
islation) 

65-12  (Section  285)  “Proposed  Change  in 
Workmen’s  Compensation  Fees,”  as  amended 
was  transmitted  to  the  chairman  of  the  Work- 
men’s Compensation  Committee.  ( See  Annual 
Reports,  Committee  on  Workmen's  Compensation) 
65-17  (Section  271)  “Revision  of  the 
Medical  Practice  Act,”  as  rewritten  by  the 
Reference  Committee  on  Commission  on  Public 
and  Professional  Affairs,  was  transmitted  to  the 
Ad  Hoc  Committee  to  Study  Revision  of  the 
Education  Law.  ( See  Annual  Reports,  Ad  Hoc 
Committee  to  Study  Revision  of  the  Education  Law) 
65-25  (Section  214)  “Appointment  of  Ad- 
visory Groups  to  Federal  or  State  Medical  Care 
Treatment  Programs,”  as  amended,  was  trans- 
mitted to  the  New  York  State  delegation  to  the 
A.M.A.,  to  the  chairman  of  our  Committee  on 
State  Legislation,  and  to  the  chairman  of  our 
Committee  on  Federal  Legislation.  (See  An- 
nual Reports,  New  York  State  Delegation  to  the 
American  Medical  Association,  Committee  on 
State  Legislation,  Committeeon  Federal  Legislation) 
65-27  (Section  215)  “Policy  Statement  on 
Narcotics  Addiction,”  as  combined  with  res- 
olution 65-43,  “Prevention  of  Narcotics  Ad- 
diction,” was  transmitted  to  the  New  York 
State  Delegation  to  the  A.M.A.  Its  referral  by 
the  Council  is  noted  elsewhere  in  this  resume. 
(See  Annual  Reports,  New  York  State  Delegation 
to  the  American  Medical  Association) 

65-34  (Section  217)  “Withdrawal  of  Blood 
Samples  for  Alcohol  Determination,”  was  sent 
to  the  chairman  of  our  Committee  on  State 
Legislation.  (See  Annual  Reports,  Committee 
on  State  Legislation) 

65-36  and  65-52  (Section  191),  both  en- 
titled “Passing  of  Charles  F.  McCarty,  M.D.,” 
were  replaced  by  the  Reference  Committee  on 
Miscellaneous  Business  by  a statement,  which 
was  adopted  by  the  House.  As  voted  by  the 
House,  a copy  of  the  statement  was  sent  to 
Mrs.  Mary  L.  McCarty. 


65-37  (Section  241)  “Free  Choice  of  Phy- 
sicians for  Welfare  Patients,”  was  replaced  by  a 
substitute  resolution  which  was  adopted  by  the 
House.  This  was  transmitted  to  the  chairman 
of  the  Public  Medical  Care  Subcommittee. 
(See  Annual  Reports,  Subcommittee  on  Public 
Medical  Care) 

65-38  (Section  218)  “Grants  for  Part-Time 
Courses  for  Clinical  Physicians,”  was  trans- 
mitted to  our  A.M.A.  delegation  and  to  the 
chairman  of  our  Committee  on  Federal  Leg- 
islation. ( See  Annual  Reports,  New  York 
State  Delegation  to  the  American  Medical  As- 
sociation. and  Committee  on  Federal  Legislation) 

65-39  (Section  183)  “Establishment  of 
State  Society  Section  on  Plastic  and  Recon- 
structive Surgery,”  was  adopted  by  the  House 
of  Delegates,  and  the  chairman  of  the  Conven- 
tion Committee  was  so  informed.  (See  Scientific 
Program) 

65-40  (Section  273)  “Proposed  Amendment 
of  Public  Health  Law  in  Relation  to  Autopsies,” 
as  amended  by  the  House  of  Delegates,  was 
sent  to  the  executive  secretary  of  the  Law 
Revision  Commission,  to  the  chairman  of  our 
Committee  on  State  Legislation,  to  President 
Willis,  and  to  the  Council.  (See  Annual 
Reports,  Committee  on  State  Legislation) 

65-46  (Section  188)  “Study  of  Nursing 
Shortage,”  adopted  by  the  House,  was  trans- 
mitted to  the  chairman  of  the  Committee  on 
Nursing  Education.  (See  Annual  Reports,  Com- 
mittee on  Nursing) 

65-51  (Section  263)  “Legislation  Regarding 
Relationship  Between  Physicians  and  Clinical 
Laboratories,”  substituted  by  the  Reference 
Committee  on  Commission  on  Public  and 
Professional  Affairs  for  resolutions  65-13, 
65-18,  65-50,  and  65-51,  was  transmitted  to  the 
chairman  of  our  Committee  on  State  Legis- 
lation. (See  Annual  Reports,  Committee  on 
State  Legislation) 

65-53  (Section  274)  “Eldercare  Bill  of  1965 
and  National  Education  Program,”  as  revised 
by  the  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs,  was  sent  to 
the  chairman  of  our  Committee  on  Federal 
Legislation.  (See  Annual  Reports,  Committee 
on  Federal  Legislation) 

65-58  (Section  275)  “Inclusion  of  Salary  and 
Fee  Schedules  in  Proposed  Legislation  Au- 
thorizing State  Mental  Facilities,”  was  trans- 
mitted to  the  chairman  of  the  State  Legislation 
Committee.  (See  Annual  Reports,  Committee 
on  State  Legislation) 

65-62  (Section  154)  “Passing  of  Joseph  P. 
Alvich,  M.D.,”  was  adopted  by  acclamation 
by  the  House  of  Delegates.  As  required  by  the 
final  resolve,  a copy  was  sent  to  Mrs.  Joseph 
P Alvich. 

65-65  (Section  222)  “Support  of  Program  to 
Rescue  New  York’s  Waters  from  Pollution,”  was 
sent  to  Governor  Rockefeller,  the  members  of 
the  New  York  State  Legislature,  and  the  chair- 
man of  our  Committee  on  State  Legislation. 
(See  Annual  Reports,  Committee  on  State  Leg- 
islation) 
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1966  HOUSE  OF  DELEGATES 


Reports  to  House 

House  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

Your  House  Committee  on  Constitution  and 
Bylaws  consists  of  the  following: 

Irving  L.  Ershler,  M.D.,  Chairman  Onondaga 


* Philip  D.  Allen,  M.D New  York 

Judson  S.  Griffin,  M.D Broome 

Ezra  A.  Wolff,  M.D Queens 

Joseph  G.  Zimring,  M.D Nassau 


At  the  February,  1965,  meeting  of  the  House 
of  Delegates  one  resolution  was  referred  by  the 
Speaker  to  the  House  Committee  on  Consti- 
tution and  Bylaws.  This  was  resolution  65  66, 
introduced  by  James  M.  Blake,  M.D. 

During  the  1965  meeting  of  the  House  of 
Delegates  this  committee  met  and  considered 
the  resolution.  In  discussion  the  members  were 
mindful  of  the  statement  adopted  by  the  Council 
of  the  Medical  Society  of  the  State  of  New  York 
on  June  11,  1964,  as  follows: 

“It  is  the  sense  of  this  Council  that  active 
membership  in  this  Society  shall  be  limited  to 
graduates  of  recognized  medical  schools  who 
have  completed  not  less  than  four  satisfactory 
courses  of  at  least  eight  months  each  in  a 
medical  school  in  this  country  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard 
satisfactory  to  the  Department  of  Education, 
or  in  a medical  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State, 
and  that  the  county  societies  amend  then- 
constitutions  and  bylaws  accordingly.’’ 

Resolution  65-66 — Amendment  to  Bylaws 
to  Require  Graduation  from  a Recognized 
Medical  School  as  a Prerequisite  to  Mem- 
bership; Introduced  by  James  M.  Blake, 
M.D.,  Councillor. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Section  1 of  Chapter  I to  add  the 
following  new  opening  sentence: 

“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months 

* Deceased. 


each  in  a medical  school  in  the  United  States 
of  America  or  Canada  registered  as  maintain- 
ing at  the  time  a standard  satisfactory  to  the 
medical  licensing  authorities  of  the  State  of 
New  York,  or  in  a medical  school  in  a foreign 
country  maintaining  a standard  not  lower 
than  that  prescribed  for  medical  schools  in 
this  State.” 

Chapter  I,  Section  1,  will  then  read  as 
follows: 

“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months 
each  in  a medical  school  in  the  United  States 
of  America  or  Canada  registered  as  maintain- 
ing at  the  time  a standard  satisfactory  to  the 
medical  licensing  authorities  of  the  State  of 
New  York,  or  in  a medical  school  in  a foreign 
country  maintaining  a standard  not  lower 
than  that  prescribed  for  medical  schools  in 
this  State.  The  active  and  junior  members 
shall  be  all  active  and  junior  members  in  good 
standing  of  the  component  county  medical 
societies  and  the  American  Medical  Associa- 
tion. A copy  of  the  roster  of  such  members, 
certified  to  be  correct  by  the  respective  secre- 
tary of  each  county  society,  shall  be  evidence 
of  the  right  of  the  members  whose  names  ap- 
pear therein  to  membership  in  this  Society. 
A member  who  has  been  dropped  from  the  roll 
of  a component  county  society  by  reason  of 
failure  to  pay  dues  shall  not  be  accepted  by 
another  county  society  except  by  regular 
transfer  after  reinstatement  in  the  original 
county  society.” 

The  committee  members  agreed  unanimously 
that  this  resolution  implements  appropriately 
the  statement  adopted  by  the  Council  in  June, 
1964.  It  was  further  recognized  that  the  re- 
quirements outlined  herein  conform  with  those 
outlined  in  the  Education  Law,  Section  6506, 
Sub-Section  4,  for  admission  to  examination  for 
medical  licensure  in  New  York  State. 

The  committee  recommends  approval  of  this 
resolution. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 
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Nominating  Committee 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4,  of 
the  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York,  the  Nominating  Committee  met 
at  the  Cornell  Club,  155  East  50th  StreeL,  New 
York  City,  on  Wednesday,  November  10,  1965, 
at  5:15  p.m. 

Present  were  the  following: 

First  District — George  Himler,  M.D.,  New 
York 

Second  District — Reginald  Steen,  M.D.,  Nassau 
Third  District — Henry  J.  Noerling,  M.D., 
Columbia 

Fifth  District — Irving  L.  Ershler,  M.D.,  Onon- 
daga 

Sixth  District — George  C.  McCauley,  M.D., 
Tompkins 

Eighth  District — Kenneth  Eckhert,  M.D.,  Erie 


Ninth  District — Frank  Ciancimino,  M.D.,  Rock- 
land 

Member-at-large — Warren  A.  Lapp,  M.D., 
Kings 

Member-at-large — Renato  J.  Azzari,  M.D., 
Bronx,  Chairman 
Excused: 

Seventh  District — Charles  R.  Mathews,  M.D., 
Monroe 
Absent: 

Fourth  District — Arthur  Howard,  M.D.,  Fulton 
After  careful  consideration  of  the  recommen- 
dations submitted  by  the  district  branches  and 
county  societies  in  response  to  a memorandum 
of  October  4,  1965,  your  Nominating  Committee 
respectfully  nominates  the  following  candidates 
forelection  on  February  17,  1966: 


President — James  M.  Blake,  M.D.,  Schenectady 
President-Elect — Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
Vice-President — Arthur  F.  Gaffney,  M.D.,  Oneida 

Secretary — Walter  T.  Heldmann,  M.D.,  Richmond 
Assistant  Secretary — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Treasurer — Samuel  Z.  Freedman,  M.D.,  New  York 
Assistant  Treasurer — Thomas  F.  McCarthy,  M.D.,  Bronx 
Speaker — E.  Dean  Babbage,  M.D.,  Erie 
Vice-Speaker — George  Himler,  M.D.,  New  York 
Trustee  ( one  for  five  years) — William  L.  Wheeler,  Jr.,  M.D.,  New  York 
Councillors  {four  for  three  years) — Irving  L.  Ershler,  M.D.,  Onondaga 

Joseph  J.  Kaufman,  M.D.,  Wayne 
Bernard  J.  Pisani,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 


Delegates  to  the  American  Medical  Association  {thirteen  delegates)  and  thirteen  alternates  for 

two  years  commencing  January  1,  1957): 


John  Lee  Clowe,  M.D.,  Schenectady 
C.  Joseph  Delaney,  M.D.,  New  York 
John  T.  Donovan,  Jr.,  M.D.,  Niagara 
Ralph  S.  Emerson,  M.D.,  Nassau 
Irving  L.  Ershler,  M.D.,  Onondaga 
Irwin  Felsen,  M.D.,  Allegany 
Henry  I.  Fineberg,  M.D.,  Queens 
John  M.  Galbraith,  M.D.,  Nassau 
Thurman  B.  Givan,  M.D.,  Kings 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Walter  T.  Heldmann,  M.D.,  Richmond 
Frederic  W.  Holcomb,  Jr.,  M.D.,  Ulster 
Joseph  J.  Kaufman,  M.D.,  Wayne 

The  thirteen  nominees  receiving  the  largest 
number  of  votes  will  be  delegates;  the  second 
thirteen  will  be  alternates. 


John  F.  Kelley,  M.D.,  Oneida 
Charles  R.  Mathews,  M.D.,  Monroe 
John  C.  McClintock,  M.D.,  Albany 
John  D.  Naples,  M.D.,  Erie 
Solomon  Schussheim,  M.D.,  Kings 
John  L.  Sengstack,  M.D.,  Suffolk 
Philip  Miles  Standish,  M.D.,  Ontario 
Walter  S.  Walls,  M.D.,  Erie 
Carlton  E.  Wertz,  M.D.,  Erie 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
Waring  Willis,  M.D.,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  M.D., 
Bronx 

Respectfully  submitted, 

Renato  J.  Azzari.  M.D.,  Chairman 


January  1,  1966  / New  York  State  Journal  of  Medicine  87 


Nominations  for  Life  Membership 

To  the  House  of  Delegates,  Gentlemen: 


Following  is  a list  of  physicians  who  have 
been  proposed  by  their  respective  county  medi- 
cal societies  for  election  to  Life  Membership  in 
the  Medical  Society  of  the  State  of  New  York, 
by  the  House  of  Delegates  at  its  1966  Annual 
Meeting. 

Abraham  Higham  Aaron,  Buffalo 
Max  S.  Aber,  Kenmore 
Julius  G.  Abrahamson,  Farmingdale 
Clarence  Ferdinand  Ackerknecht, 
Schenectady 

John  Charles  Alesi,  Point  Lookout 

Romeyn  Treadwell  Allen,  Binghamton 

Alan  Ramseur  Anderson,  Freeport 

Walter  Sydney  Atkinson,  Watertown 

Eric  Axel  Bash,  Long  Island  City 

Margaret  Augusta  Baker,  Swan  Lake 

Herbert  Henry  Bauckus,  Buffalo 

Jacob  Beckenstein,  Brooklyn 

Norman  Charles  Bender,  Buffalo 

Harry  S.  Bikoff,  Brooklyn 

Meyer  Harold  George  Blatt,  New  York  City 

Lyman  Crowell  Boynton,  Rochester 

Morris  Brooks,  Brooklyn 

Harold  Albert  Butman,  Vero  Beach,  Florida 
32960 

Joseph  Vincent  Caltagirone,  Brooklyn 
Walter  Cane,  Hempstead 
Matthew  Lawrence  Carden,  Buffalo 
Claude  Erastus  Chapin,  Cortland 
Albert  Maurice  Crance,  Geneva 
James  Peter  Croce,  New  York  City 
Max  David,  New  York  City 
James  Vincent  DeChristoforo,  Brooklyn 
Francis  McGarvey  Donehue,  Albany 
Max  Eagle,  New  York  City 
Bernard  Ehrenpreis,  Miami  Beach,  Florida 
33141 

Wilhelm  Eilbott,  New  York  City 

John  A.  Erman,  Binghamton 

John  Fred  Faigle,  Jamaica 

Robert  Roy  Faust,  Albany 

Solomon  Salmen  Fiderer,  Brooklyn 

John  Thomas  Fowkes,  Jr.,  Clayton 

George  Gamsu,  Rochester 

Charles  Joseph  Garofalo,  Brooklyn 

William  Edwin  Gazeley,  Schenectady 

Alfred  Goerner,  Huntington 

Alphonzo  Rand  Goff,  Keene 

Joseph  Goldstone,  New  York  City 

Stephen  Aloysius  Graczyk,  Buffalo 

Charles  Willard  Green,  Schenectady 

Albert  Julius  Griesbach,  Flushing 

Leon  Harnden  Griggs,  Manlius 

Max  Gutmann,  Middle  Village 

Charles  Edward  Hamilton,  Brooklyn 

Wilfred  Charles  Harding,  Jordan 

Albert  Leonard  Hayes,  Willsboro 

Lawrence  Edward  Henderson,  Watertown 

Charles  George  Herbermann,  New  York  City 

Martin  Francis  Hession,  The  Bronx 

Henry  Hillel,  Syracuse 

Ernest  Ludwig  Hirsch,  Rego  Park 

Allen  Wheeler  Holmes,  Keuka  Park 


Pasquale  Joseph  Imperato,  Brooklyn 
Erich  Jacobsen,  Fairport 
Francis  Nelson  Kimball,  New  York  City 
Joseph  Pasquale  Klaar,  New  York  City 
Stanley  T.  Krzywicki,  Syracuse 
Christina  Margaret  Leonard,  Sarasota, 

Florida  33580 

Kurt  Michael  Lipschitz,  Flushing 

Daniel  Archibald  MacDonald,  White  Plains 

Vito  Joseph  Merola,  The  Bronx 

Charles  Anthony  McLaughlin,  Sands  Point 

William  Canice  Meagher,  Elmhurst 

Max  Newer,  Syracuse 

Cornelius  Edward  O’Grady,  The  Bronx 

Edward  Bernard  O’Keeffe,  Schenectady 

Thaddeus  Bernard  Oot,  Syracuse 

Z.  Rita  Parker,  Miami,  Florida  33133 

David  Pashman,  Brooklyn 

Abraham  Raab,  The  Bronx 

Michele  A.  R.  Raia,  Brooklyn 

Hiram  Randall,  Binghamton 

Frank  P.  Redmond,  Haverstraw 

Adolf  Reich,  New  York  City 

Benedict  William  Reifenstein,  Syracuse 

Harold  Jacob  Reist,  Buffalo 

George  Edward  Richardson,  Monticello 

Walter  James  Riley,  Rochester 

James  Vincent  Rizzi,  Jamaica 

David  Rodier,  Hunter 

George  Clifford  Rosenberg,  Rockville  Centre 
Alexander  Rosinak,  The  Bronx 
S.  Bernard  Ross,  Brewster 
Margaret  Rothenberger,  Brooklyn 
Mitchell  Jay  Rubinow,  Jamaica 
Mojzesz  Salamon,  New  York  City 
Emil  C.  Sauchelli,  Brooklyn 
Erwin  Schattner,  Brooklyn 
Wolf  Dietrich  Schmidt,  Westbury 
Maurice  Melvin  Schrier,  Brooklyn 
Edward  G.  Schweinberger,  Syracuse 
Irving  Seinfeld,  Brooklyn 
Clayton  Earl  Shaw,  Hoosick  Falls 
Philip  Waddell  Skinner,  Geneva 
William  David  Stein,  Miami  Beach,  Florida 
Joseph  Tannenberg,  Batavia 
Ottokar  Tenopyr,  Brooklyn 
Walter  Raymond  Terry,  Brooklyn 
Daniel  R.  Tronolone,  Buffalo 
Louis  Usen,  Brooklyn 
Julius  Voehl,  Syracuse 
George  Clark  Vogt,  Binghamton 
John  Edward  Wattenberg,  Cortland 
Leopold  Weinstein,  New  York  City 
Martin  Weiss,  Binghamton 
Morris  Martin  Weiss,  Holbrook 
Henry  Valentine  Wildman,  New  York  City 
James  Lancelot  Wilson,  New  York  City 
Robert  G.  Wilson,  Batavia 
Herman  Winkelman,  Miami  Beach,  Florida 
33141 

Howard  M.  Young,  Camden 
Alexander  Ernest  Zirpolo,  Brooklyn 
Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Secretary 
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1966  HOUSE  OF  DELEGATES 

Reports  of  Officers 


President 


To  the  House  of  Delegates,  Gentlemen: 

As  this  report  is  being  assembled,  medicine 
in  America  has  moved  beyond  the  “crossroads” 
down  the  path  of  government  participation  in 
all  phases  of  health  care.  Not  only  has  the 
direction  been  established  but  the  speed  of  im- 
plementation has  been  markedly  accelerated. 

An  outstanding  deficiency  in  the  Medical 
Society  of  the  State  of  New  York,  impressed 
on  me  this  year,  is  the  tardiness  of  the  processes 
of  our  organization  in  relation  to  those  with 
whom  we  contend.  Our  principle  of  committing 
the  Society  to  an  important  decision  only  after 
1 the  local  units  have  debated  the  issue,  could 
neutralize  our  influence  in  health  legislation. 
Some  method  must  be  devised  to  poll  each 
opinion  promptly  and  to  give  committees  more 
authority  to  act. 

The  outstanding  need  would  seem  to  be  the 
organization  of  a Department  of  Planning. 
This  should  be  part  of  the  headquarters  staff 
and  should  consist  of  career  personnel,  highly 
trained  and  competent  to  carry  out  research  and 
studies  on  trends  in  the  health  care  field.  Then, 
and  only  then,  can  a planning  committee  of 
members  of  the  Society  function  with  effective- 
ness and  continuity.  This  lack  of  staff  support 
is  the  reason  for  the  failure  of  the  planning  ef- 
forts in  the  past.  The  coordination  of  this 
committee  with  those  of  other  states  and  with 
that  of  the  American  Medical  Association  would 
return  organized  medicine  to  its  rightful  place 
of  leadership  in  the  health  care  field. 

Communications.  The  Division  of  Com- 
munications under  the  Public  Relations  Com- 
mittee chairman,  C.  Stewart  Wallace,  M.D., 
has  delivered  an  outstanding  performance 
during  this  year  of  challenge.  It  has  been 
handicapped  by  limitation  of  its  budget  neces- 
sitated by  our  past  financial  difficulties.  This 
division  assumes  a vital  role  as  health  care 
becomes  the  number  one  national  topic.  Only 
an  informed  membership  is  capable  of  meaning- 
ful participation  in  the  organization  of  medical 
care. 

Regional  Meetings.  This  important 
project  of  the  Division  of  Communications  was 
continued  again  this  year  using  the  experience 
gained  in  the  past.  Meetings  were  held  in 
Albany,  Binghamton,  Lake  Placid,  Rochester, 
and  Westchester.  Programs  were  oriented  to 
current  problems  and  participants  included 
Ernest  B.  Howard,  M.D.,  assistant  executive 
vice-president  of  the  American  Medical  As- 
sociation, Arthur  F.  W.  Peart,  M.D.,  deputy 


general  secretary,  Canadian  Medical  Associa- 
tion, Robert  P.  Whalen,  M.D.,  deputy  com- 
missioner, New  York  State  Department  of 
Health,  in  charge  of  implementing  Title  XVIII 
of  the  Medicare  act,  and  Malcolm  L.  Crump, 
M.D.,  project  director,  Bureau  of  Medical  Re- 
view. The  success  and  value  of  these  regional 
conferences  can  be  ascertained  only  from  ex- 
pressions of  the  component  medical  societies. 
Therefore,  we  are  anxious  to  hear  from  the  local 
membership  who  attended. 

Legislation.  The  delay  in  organizing  the 
committees  of  the  State  Legislature  resulted  in 
few  health-oriented  bills  being  processed.  Many 
bills  were  introduced  and  undoubtedly  several 
will  be  resubmitted  in  the  next  session.  The 
new  chairman  of  the  Legislative  Committee  or 
Public  Health,  Senator  Seymour  Thaler,  is 
very  knowledgeable  in  health  matters  and  has 
many  proposals  for  consideration.  The  out- 
standing legislative  enactment — Governor 

Rockefeller’s  bill,  Chapter  795  of  the  laws  of 
1965 — was  in  most  part  in  conformity  with  the 
recommendations  of  our  House  of  Delegates. 
By  transferring  the  responsibility  for  hospitals 
and  health  care  to  the  State  Department  of 
Health  from  the  State  Department  of  Social 
Welfare,  hospital  and  medical  affairs  will  be 
administered  by  a department  essentially  medi- 
cally staffed  and  oriented.  This  proved  to  be  a 
fortunate  and  timely  accomplishment  since  it 
enabled  Governor  Rockefeller  to  designate  the 
State  Health  Department  as  the  New  York 
State  agency  to  administer  Title  XVIII  of  the 
Social  Security  Act.  It  also  enabled  him  when 
nominating  the  State  Department  of  Social 
Welfare  as  administrator  of  Title  XIX  of  the 
act  to  direct  that  the  State  Department  of 
Health  set  standards  for  medical  care. 

Federal  Legislation.  The  passage  of  the 
Medicare  law  moved  the  Social  Security  system 
into  providing  services,  as  well  as  funds,  and 
committed  the  Federal  government  to  respon- 
sibility for  providing  hospital  and  medical  care 
for  a large  segment  of  its  people.  We  in  the 
Medical  Society  of  the  State  of  New  York  have 
been  concentrating  on  Title  XVIII,  parts  A 
and  B,  as  the  heart  of  the  law.  However, 
Title  XIX  will  more  profoundly  influence  the 
practice  of  medicine.  It  would  be  well  for 
each  of  us  to  familiarize  ourselves  with  its  pro- 
visions. 

Passage  of  Public  Law  89-239,  “Heart 
Disease,  Cancer,  and  Stroke  Amendments  of 
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1965,”  followed  the  Medicare  law  in  rapid  suc- 
cession. In  consultation  with  the  Congress,  the 
American  Medical  Association  and  state  medical 
societies  succeeded  in  making  18  meaningful 
modifications  of  this  bill.  When  the  shortage 
of  manpower  is  realized,  in  implementing  these 
laws,  unquestionably  future  Federal  legislation 
will  be  engendered. 

District  Branches.  The  district  branches 
in  upstate  New  York  are  active  and  thriving. 
Their  meetings  have  been  well  attended  and 
their  programs  well  conceived.  In  view  of 
then-  future  function  as  negotiating  units  of  the 
State  Medical  Society  in  association  with 
government  programs  such  as  hospital  review 
and  planning,  professional  reimbursement  under 
the  Medicare  law,  certification  of  nursing  homes, 
and  so  forth,  it  may  be  necessary  to  reapportion 
the  districts  to  correspond  with  those  of  the 
State  Department  of  Health.  Accordingly  an 
ad  hoc  committee  was  formed  to  study  the 
district  branches. 

Our  Own  Building.  Much  interest  has 
been  manifested  in  the  acquisition  of  our  own 
building  for  headquarters  of  the  Medical 
Society  of  the  State  of  New  York.  This  interest 
has  been  stimulated  recently  by  the  passage  of  a 
law  exempting  from  real  estate  taxes  a building 
owned  and  occupied  by  a medical  society.  The 
present  quarters  are  inadequate  and  expensive. 
Space  is  urgently  needed  for  a working  library, 
an  efficient  filing  system,  and  for  additional 
space  which  will  be  necessary  to  keep  pace  with 
the  demands  of  the  government  programs. 
Elimination  of  the  high  rent  will  release  funds 
for  the  expansion  of  programs  in  the  service  of 
the  people  of  the  State  of  New  York.  Definite 
commitment  by  the  House  of  Delegates  to  this 
important  project  is  imperative. 

Woman’s  Auxiliary.  The  Woman’s  Aux- 
iliary has  had  an  active  year  under  the  energetic 
presidency  of  Mrs.  Harry  Dan  Vickers.  The 
potential  of  this  large  reservoir  of  “woman- 
power”  has  not  yet  been  realized.  Study  of  the 
future  of  the  Auxiliary  is  worthy  of  time  and 
consideration.  The  designation  of  Mr.  George 
W.  Forrest,  Jr.,  as  staff  liaison  with  the  Aux- 
iliary will  add  integration.  It  has  been  a 
pleasure  to  work  with  them. 

Medical  Assistants  Association.  The 

New  York  State  branch  of  the  recently  formed 
Medical  Assistants  Association  held  a success- 
ful annual  meeting  in  Albany,  April  30  and 
May  1.  The  association  is  dedicated  to  im- 
proving the  physician-patient  relationship  and 
in  becoming  competent  in  assisting  the  physi- 
cian’s patients.  The  parent  group,  the  Ameri- 
can Association  of  Medical  Assistants,  held 
their  annual  meeting  at  the  Roosevelt  Hotel, 
New  York  City,  October  11  to  October  15.  The 
meeting  followed  the  format  of  the  A.M.A.,  with 
a house  of  delegates,  reference  committees,  ex- 
tensive exhibits,  and  an  annual  banquet.  I was 
privileged  to  be  present  with  James  Z.  Appel, 


M.D.,  president  of  the  American  Medical  As- 
sociation, and  our  executive  vice-president, 
Henry  I.  Fineberg,  M.D.,  and  was  very  much 
impressed.  I wish  them  all  success. 

The  Folsom  Committee.  This  committee’ 
on  which  I was  privileged  to  serve  as  one  of  the 
seven  members,  presented  its  findings  and 
recommendations  to  Governor  Rockefeller  in 
February,  1965.  It  resulted  immediately  in 
the  enactment  of  legislation.  The  creation  of 
such  a committee  was  inevitable  since  the  un- 
controlled rise  in  hospital  costs  was  certain  to 
bring  catastrophe  to  the  practice  of  medicine 
and  to  the  quality  of  medical  care  in  New  York 
State.  Its  report  is  important  to  all  physicians 
and  hospital  people.  We  should  be  familiar 
with  its  contents. 

Physicians’  Home.  Anything  said  in  praise 
of  this  organization  would  be  an  understate- 
ment. It  is  our  most  altruistic  effort.  Un- 
fortunately, many  members  are  still  uninformed 
concerning  its  activities  and  its  record.  I deem 
it  an  honor  and  a privilege  to  have  been  elected 
to  the  board  of  this  organization  at  its  annual 
meeting  in  November,  1965.  May  I urge 
everyone  to  make  this  project  a “conversation 
piece”  at  local  medical  gatherings  with  the  hope 
that  increased  contributions  will  be  stimulated. 

Budget.  For  the  past  three  or  four  years, 
the  Medical  Society  of  the  State  of  New  York 
has  been  operating  on  a reduced  expenditure 
basis,  in  order  to  recoup  indebtedness  occasioned 
by  deficit  financing  a few  years  ago.  Thanks 
to  the  efficient  management  practices  instituteo 
by  our  executive  vice-president,  Henry  I. 
Fineberg,  M.D.,  and  to  the  Budget  and  Finance 
Committee,  we  can  boast  a sizable  surplus  this 
year.  This  surplus  will  be  used  to  ease  the 
budgetary  restrictions  imposed  on  departments 
in  the  past  and  to  allow  normalization  of  ex- 
penditures in  the  future.  The  executive  vice- 
president  has  assured  me  he  will  continue  to 
exercise  his  close  supervision.  We  congratulate 
him  on  his  achievements. 

State  Health  Department.  Without  the 
complete  cooperation  between  the  State  De- 
partment of  Health  and  the  Medical  Society  of 
the  State  of  New  York  the  people  of  this  State 
would  not  enjoy  then-  present  high  level  of 
medical  care  and  health  protection.  Public 
health  practice  and  medical  practice  are  syn- 
onymous. Hollis  S.  Ingraham,  M.D.,  Com- 
missioner of  Health  of  the  State  of  New  York, 
this  year  has  continued  his  unqualified  coopera- 
tion with  the  Medical  Society  of  the  State  of 
New  York.  I have  been  greatly  aided  by  his 
support  and  encouragement.  It  may  be  well 
here  to  note  a few  of  our  joint  efforts: 

1.  Continued  cooperation  through  the  Em- 
pire State  Medical,  Scientific  and  Educational 
Foundation,  particularly  in  research  for  the 
establishment  of  criteria  for  the  operation  of 
medical  review  committees. 

2.  Joint  support  for  and  close  cooperation 
with  our  own  Commission  on  Public  Health 
and  Education  and  its  committees. 
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3.  The  invitation  to  the  Medical  Society  of 
the  State  of  New  York  to  be  present  when  the 
State  Department  of  Health  held  its  first  ex- 
ploratory meeting  with  the  Social  Security 
Administration  regarding  implementation  of 
Title  XVIII  of  the  Medicare  law. 

4.  Cooperation  in  the  joint  appeal  to  Gover- 
nor Rockefeller  by  the  Commissioner  of  Health 
of  the  State  of  New  York  and  the  President  of 
the  Medical  Society  of  the  State  of  New  York  for 
the  appointment  of  an  ad  hoc  committee  to  con- 
sider the  implications  for  New  York  State  of  the 
enactment  of  the  recommendations  of  the  Presi- 
dent’s Commission  on  Heart  Disease,  Cancer, 
and  Stroke.  This  has  resulted  in  the  establish- 
ment of  such  a committee  representing  all 
groups  interested  in  health  care  in  the  State  of 
New  York. 

Miscellaneous.  Your  president  has  had 
the  privilege  during  the  past  year  of  serving  on 
several  committees  not  actually  under  the 
sponsorship  of  the  Medical  Society  of  the  State 
of  New  York  but  closely  allied  and  related. 
Some  of  these  appointments  were  held  previous 
to  attaining  the  office  of  president  and  have 
been  continued  because  of  their  medical  interest 
and  importance,  as  follows: 

1.  Membership  in  the  A.M.A.  Hospital  and 
Medical  Facilities  Committee.  This  committee 
is  responsible  for  physician-hospital  relations 
and  has  held  meetings  in  Chicago  and  San 
Francisco.  This  year  it  has  been  particularly 
interested  in  the  implementation  of  the  Medi- 
care act  in  relation  to  hospital  facilities  and 
hospital  services. 

2.  Membership  in  the  American  Hospital 
Association  Committee  on  Hospital  and  Pro- 
fessional Relations.  This  is  the  American 
Hospital  Association  equivalent  of  the  American 
Medical  Association  Committee  on  Hospitals 
and  Medical  Facilities.  During  the  year  a close 
relationship  has  been  established  between  the 
A.M.A.  and  the  A.H.A.  These  two  committees 
have  a joint  project — to  draw  up  model  hospital- 
medical  staff  bylaws.  Essentially  the  aim  of 
both  committees  and  both  organizations  is  to 
put  the  physician  more  firmly  in  the  medical 
management  of  hospitals  and  to  define  the 
relationships  and  methods  of  communications 
between  the  medical  staff,  the  governing  board, 
and  the  administration. 

3.  With  Norman  S.  Moore,  M.D.,  I served 
as  one  of  four  A.M.A.  members  on  the  advisory 
committee  to  the  Social  Security  Administration 
on  hospital  reimbursement  under  Title  XVIII 
of  the  Social  Security  law. 

4.  Membership  in  the  organization  of  State 
Medical  Society  Presidents  which  held  its  first 
meeting  at  Pheasant  Run,  outside  of  Chicago. 
The  meeting  was  held  to  meet  Mr.  Arthur  Hess, 
the  administrator  of  Title  XVIII,  and  Dr. 
Philip  Lee,  assistant  secretary  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  in 
charge  of  Medical  Affairs.  The  meeting  was 
very  informative  and  built  up  great  rapport 


between  these  important  government  officers 
and  organized  medicine. 

5.  Attended  the  White  House  Conference 
on  Health  in  Washington,  D.C.,  on  November 
3 and  4 and  participated  on  a five-man  panel 
on  “The  Economics  of  Health  Care.”  Tran- 
scripts of  this  conference  when  available  will  be 
worthy  of  study  and  consideration. 

6.  Attended  the  annual  meeting  of  the  New 
York  Teamsters  Joint  Council  Number  16  and 
Management  Hospitalization  Trust  Fund  at 
Arden  House  and  participated  in  a symposium 
on  “Federal  Audit  and  Related  Health  Care 
Problems.”  At  the  meeting,  the  second  team- 
sters report  on  the  quality  of  hospital  care 
secured  by  a sample  of  teamster  family  members 
in  New  York  City  was  presented  and  released. 
Only  by  this  type  of  communication  may  we 
hope  to  resolve  any  differences  between  medicine 
and  labor.  I hope  future  invitations  will  be 
accepted  by  the  Medical  Society  of  the  State 
of  New  York  in  furtherance  of  our  devotion  to 
the  highest  quality  of  medical  care  for  all  the 
people  of  the  State  of  New  York. 

Conclusion.  The  office  of  president  of  the 
Medical  Society  of  the  State  of  New  York  is 
greater  than  any  member  who  aspires  to  occupy 
it.  My  term  of  office  has  been  a privileged  and 
humbling  experience.  The  projects  left  in- 
complete or  not  attempted  are  legion,  ar  d are 
left  as  a legacy  to  my  successor,  James  M.  Blake, 
M.D. 

To  the  officers,  trustees,  councillors,  com- 
mittee chairmen,  and  committee  members,  my 
sincere  thanks  for  their  sterling  performance  and 
for  their  tolerance  and  understanding. 

To  the  officers  and  members  of  the  district 
branch  and  county  societies  who  entertained  us 
so  royally,  a vote  of  sincere  thanks  from  Mrs. 
Willis  and  myself. 

To  the  headquarters  staff  for  their  loyalty 
to  the  Society  and  their  conscientious  discharge 
of  my  many  onerous  assignments,  my  deep  ap- 
preciation. 

To  our  indefatigable  and  stimulating  execu- 
tive vice-president,  Henry  I.  Fineberg,  M.D., 
I find  myself  so  indebted  as  to  be  inextricable. 
Without  his  penchant  for  organization  and 
direction,  a president  of  this  Society  would  lack 
accomplishment.  My  association  with  him  has 
been  one  of  the  greatest  rewards  of  the  presi- 
dency. 

To  my  successor,  James  M.  Blake,  M.D.,  I 
beseech  your  continued  cooperation  and  sup- 
port. His  assistance  and  wise  counsel  has  been 
invaluable  to  me.  His  training  and  experience 
in  Society  matters  bespeaks  a virile,  progressive, 
and  meaningful  administration. 

I pledge  to  him  my  wholehearted  support. 

To  the  members  of  the  Medical  Society  of  the 
State  of  New  York,  one  and  all,  vale. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  President 
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Secretary 


To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  reports  as  follows  for  the  year 
1965-1966. 

House  of  Delegates.  The  Secretary  pre- 
sented actions  of  the  House  of  Delegates  for 
disposition  by  the  Council  and  also  reported  to 
the  Council  on  actions  of  the  House  of  Delegates 
which  were  referred  directly  to  officers  and 
committee  chairmen.  A full  report  of  such 
actions  may  be  found  in  the  “Resume  of  In- 
structions of  the  1965  House  of  Delegates  and 
Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.”  (See  pages  80  to  85 
of  this  issue.)  The  Secretary  has  kept  a record 
of  the  proceedings  of  the  House  of  Delegates 
at  its  1965  meeting.  An  edited  copy  of  these 
minutes  was  transmitted  to  the  Editorial 
Department  for  publication  in  the  June  1,  1965, 
issue  of  the  New  York  State  Journal  of 
Medicine. 

Council,  Executive  Committee,  and 
Board  of  Trustees.  The  Secretary  has  kept 
minutes  of  the  Council,  the  Executive  Com- 
mittee, the  Board  of  Trustees,  and  the  Judicial 
Council  and  has  secured  then-  approval.  He 
has  also  reported  to  the  Council  actions  taken 
by  the  Executive  Committee. 

Membership.  Complete  membership  figures 
for  the  year  1965  cannot  be  presented  in  this 
report;  they  will  be  included  in  a supplementary 
report  to  be  prepared  at  the  end  of  the  year. 
Requests  for  remission  of  annual  dues  have  been 
duly  presented  to  the  Council  and  the  Executive 
Committee. 

Physicians’  Placement  Bureau.  The 

Physicians’  Placement  Bureau  continues  to  act 
as  a go-between  for  communities  and  individuals 
seeking  physicians  anxious  to  find  a location  in 
which  to  settle.  Our  lists  of  opportunities 
continue  to  be  sent  out  to  interested  doctors. 

Since  some  of  the  localities  on  our  lists  have 
been  carried  for  quite  some  time  and  are  still 
without  a physician,  we  are  trying  not  merely 
to  add  more  areas  to  these  lists  but,  rather,  we 
are  endeavoring  to  send  lists  of  physicians’ 
names  and  addresses  to  these  localities  when- 
ever possible.  However,  this  is  not  so  simple  a 
matter  to  attend  to  as  we  would  wish,  because 
of  the  fact  that  each  year  fewer  general  practi- 
tioners are  available. 

As  is  usual,  practically  every  letter  is  answered 
personally  and  there  is  a constant  flow  of  corre- 
spondence, telephone  inquiries,  and  personal 
visits  by  physicians  through  our  office. 

Follow-up  letters  are  sent  out  from  time  to 
time  in  order  to  keep  our  lists  of  areas  up  to 
date. 


This  past  June  at  the  American  Medical 
Association’s  convention  exhibits  at  the  Coli- 
seum in  New  York  City  the  workings  of  their 
Physicians’  Placement  Service  were  most  inter- 
estingly presented  at  their  booth. 

Below  are  listed  by  type  of  practice  the  num- 
ber of  physicians  heard  from  in  the  past  year: 


Anesthesiology 14 

Dermatology 8 

E.N.T 8 

General  practice 39 

Industrial  medicine 9 

Internal  medicine 86 

Neurology 5 

Neurosurgery 12 

Obstetrics  and  gynecology 29 

Ophthalmology 13 

Orthopedics 20 

Pathology 22 

Pediatrics 10 

Psychiatry 9 

Radiology 21 

Surgery 57 

Urology 13 

Miscellaneous 19 

Total  394 


As  far  as  we  have  been  able  to  ascertain,  15 
areas  have  found  physicians.  Two  localities 
have  been  added  to  our  lists. 

Meetings.  The  Secretary  has  complied 
with  instructions  of  the  House  of  Delegates  and 
with  requirements  of  the  Bylaws  by  his  attend- 
ance at  meetings  of  the  Nominating  Commit- 
tee, the  New  York  A.M.A.  delegation,  the 
A.M.A.  House  of  Delegates,  the  Council,  the 
Board  of  Trustees,  the  Executive  Committee, 
the  Judicial  Council,  and  the  Malpractice 
Insurance  and  Defense  Board.  He  has  also 
attended  a number  of  other  committee  meetings. 

Routine  Matters.  The  Secretary  has  signed 
applications  of  New  York  State  physicians 
who  wished  to  obtain  licenses  in  other  states  or 
to  transfer  then’  membership  to  other  state 
medical  societies.  He  has  had  the  seal  of  the 
Society  affixed  to  such  applications  and  to  other 
documents.  He  has  kept  records  other  than 
those  pertaining  to  the  offices  of  legal  counsel 
and  of  the  treasurer. 

Acknowledgments.  The  help  and  coopera- 
tion of  all  the  officers  and  of  the  members  of  the 
Council  and  the  Board  of  Trustees  has  been 
greatly  appreciated.  I wish  to  express  my 
special  thanks  to  our  dynamic  and  knowledgea- 
ble executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  who  has  taken  on  many  of  the  routine 
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duties  of  the  secretary  but  is  never  too  busy  to 
stop  and  render  guidance  and  advice  when 
needed. 

To  Doris  K.  Dougherty,  the  right  arm  of  the 
elected  secretary,  go  my  sincere  thanks  and 
appreciation  for  the  tremendous  task  she  han- 
dles so  well.  I never  cease  to  marvel  at  the 
speed  and  efficiency  of  her  efforts  in  turning  out 
the  secretarial  work  of  this  office. 


Without  the  assistance  and  help  of  many 
other  members  of  the  headquarters  staff  it  would 
be  impossible  for  the  secretary  to  fulfill  the 
duties  of  his  office,  and  I wish  to  express  my 
thanks  and  gratitude  to  all  of  them  for  their 
cooperation. 

Respectfully  submitted, 
Walter  T.  Heldmann,  M.D. 
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Executive  Vice-President 


To  the  House  of  Delegates,  Gentlemen: 

This  report  covers  a period  of  nine  months 
since  the  meeting  of  the  House  of  Delegates 
last  February.  Truly,  it  is  a progress  com- 
munication. 

In  accordance  with  the  precedent  established 
years  ago,  a supplementary  account  of  our 
activities  will  be  transmitted  to  you  just  before 
the  House  convenes  again  in  1966. 

Once  more,  in  telling  our  “story,”  we  will 
try,  as  much  as  possible,  to  avoid  duplicating 
any  of  the  material  contained  in  other  pre- 
sentments. However,  we  are  sure  that,  since 
our  activities  cover  considerable  ground,  some 
repetition  will  be  evident. 

Without  a doubt,  this  has  been  a busy  year. 
Again,  we  should  stress  the  fact  that  business 
goes  on  as  usual  at  all  times.  No  longer  is 
there  any  difference  between  the  various  seasons. 
The  summer  months  reveal  no  let-up,  although 
we  did  manage  to  get  away  for  about  ten  days 
of  sun  at  Montauk. 

In  accordance  with  our  recommendation  made 
one  year  ago — and  for  the  first  time  since  we 
started  our  “career”  in  Medical  Society  af- 
fairs— a summer  meeting  of  the  Executive  Com- 
mittee was  held  on  August  6.  This  was  a long 
session,  and  it  proved  the  value  of  having 
meetings  of  this  type  during  “vacation”  time. 
The  agenda  included  over  40  items,  a number  of 
them  of  considerable  importance. 

In  the  management  of  the  affairs  of  the  So- 
ciety, we  have  broken  precedent  again  wherever 
we  felt  that  this  type  of  action  was  indicated. 
It  has  been  our  feeling  that  tradition  should 
not  be  an  obstacle  to  progress. 

Headquarters  Activities  (Administration, 
Personnel  Management,  Staff  Functions, 
and  so  on).  We  continue  to  meet  with 
our  division  heads  at  “informal”  conferences. 
At  these  meetings  we  discuss  what  we  have 
done  during  the  preceding  weeks  and  what 
we  hope  to  accomplish  in  the  near  future. 
These  have  developed  into  down-to-earth  get- 
togethers.  Each  person  “speaks  his  piece” 
and  transmits  his  ideas  to  the  administration. 

Our  only  regret  is  that,  because  of  the  pres- 
sures of  routine  and  unscheduled  matters,  we 
have  been  unable  to  meet  as  often  as  we  would 
like.  Needless  to  say,  these  “confabs”  are  of 
inestimable  value  to  all  concerned. 

Budgeting.  We  are  living  within  the  funds 
allotted  to  us.  We  still  adhere  to  our  principle 
that  deficit  budgeting  should  not  prevail.  The 
report  of  the  Committee  on  Budget  and  Finance 
will  show  that  we  are  in  the  “black.” 

Needless  to  say,  we  continue  to  practice 
economy  at  all  times,  ever  mindful  of  the  fact 
that  the  essentials  must  be  provided  and  the 
so-called  “luxuries”  must  be  eliminated. 

In  accordance  with  the  rule  established  several 
years  ago,  the  Committee  on  Budget  and 
Finance  meets  every  three  months,  to  study 


and  re-evaluate  the  budget  in  the  light  of  new 
experiences  and  conditions  as  they  arise.  The 
last  meeting  of  this  committee  was  held  on 
October  21.  The  budget  for  the  first  nine 
months  of  the  year  was  reviewed,  and  the 
budget  estimate  for  1966  was  prepared. 

Certain  changes  in  the  1965  budget  were 
effected.  May  we  point  out  that  there  were 
two  special  conventions  of  the  American  Medi- 
cal Association  during  the  year.  Each  re- 
quired an  additional  expenditure  of  approxi- 
mately $7,000.  As  most  people  will  surmise, 
these  conferences  were  concerned  with  Medi- 
care. What  took  place  in  February  was 
described  in  our  last  supplementary  report  to 
the  House  of  Delegates.  The  results  of  the 
deliberations  of  the  meeting  held  during  the 
first  week  of  October  are  contained  in  our  re- 
port of  the  New  York  delegation  to  the  A.M.A. 

In  our  budget  estimate  for  1966,  we  have 
projected  a five  per  cent  increase  across  the 
board  for  those  employes  who  are  in  the  non- 
executive class — those  below  the  rank  of  divi- 
sion head  or  associate.  This  is  in  keeping  with 
the  general  trend  throughout  the  country  (for 
employes  of  every  type) , and  will  partially  make 
up  for  the  increased  cost  of  living,  the  increased 
Social  Security  tax,  and  the  increased  sales  tax. 
Also,  there  were  a number  of  increments  for 
those  in  the  supervisory  category. 

The  Directory.  There  will  be  space-saving 
innovations  in  the  1965-1966  Directory.  Prin- 
cipally, in  the  many  cases  of  multiple  office  loca- 
tions, the  full  biographic  listing  appears  only 
once  in  the  Directory  at  a priority  location  deter- 
mined by  the  physician.  Secondary  locations 
cite  only  name,  address,  telephone  number, 
office  hours,  and  the  notation,  “See  Man- 
hattan,” for  example,  in  reference  to  the  com- 
plete biography.  The  principal  office  is  the 
first  location  indicated  in  the  alphabetic  listing. 

Also,  50  strictly  local  organizations  or  so- 
cieties, previously  listed,  have  been  eliminated 
from  this  edition.  Until  a defined  outline  of 
criteria  for  including  a society  in  the  Directory 
is  determined,  no  new  organizations  will  be 
listed  in  the  Directory. 

In  part,  the  space  conserved  will  be  used  to 
publish  two  new  reference  sections.  The  full 
staffs — listing  specific  appointments  in  all  de- 
partments-— of  all  medical  schools  within  the 
State  will  be  printed  in  the  back  of  the  Directory. 
In  addition,  the  medical  staffs  of  union  health 
centers  also  will  be  published.  These  appoint- 
ments will  not  appear  in  the  individual  bio- 
graphic listings  but  will  be  available  for  refer- 
ence as  separate  units. 

Since  there  has  been  little  negative  reaction 
from  the  membership  on  the  soft  cover,  it  has 
been  retained  for  the  membership  run  of  the 
1965-1966  edition.  However,  the  stock  of  the 
text  paper,  as  well  as  that  of  the  cover  itself, 
has  been  improved  considerably.  The  printer 
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has  assured  us  that  the  new  text  stock  will  not 
smudge. 

A run  of  3,000  sale  copies  of  the  Directory 
will  be  in  hard  cover.  The  cost  of  this  project 
is  an  additional  $2,974,  and  the  purchase  price 
of  the  book  has  been  increased  to  $25.  As  of 
November  8,  advance  orders  in  the  amount  of 
300  copies  are  already  on  hand,  representing 
$7,500  in  sales.  As  was  the  case  with  the 
1963-1964  edition,  we  will  contact  all  pur- 
chasers of  the  two  previous  editions  advising 
them  that  the  new  edition  is  available. 

From  the  standpoint  of  costs,  several  money- 
saving procedures  have  been  initiated  in  the 
numerous  questionnaires  and  forms  used  by  the 
Directory  department  in  its  work.  Most  of 
these,  including  the  copy  card  mailed  to  the 
over  32,000  physicians  listed,  previously  printed 
on  the  outside,  are  now  produced  by  offset 
equipment  on  our  own  premises. 

Despite  determined  efforts  to  introduce  time- 
saving procedures  in  the  editing  of  Directory 
content,  we  admit  that  the  labor  involved  in  a 
project  of  this  size  has  not  been  reduced  in 
direct  ratio  to  the  reduction  in  staff,  and  the 
Directory  again  was  late  in  getting  to  press. 

Prior  to  publication  of  the  1963-1964  Di- 
rectory, the  staff  of  this  department  was  dras- 
tically reduced  in  anticipation  of  an  immediate 
switch  to  magnetic  tape  data-processing  pro- 
cedures. Because  of  economic  impracticality, 
this  change  did  not  materialize.  Since  it  is 
obvious  to  most  of  us  concerned  that  procedures 
within  this  department  can  be  simplified  and 
much  of  the  present  labor  eliminated,  we  have 
not  deemed  it  advisable  to  take  on  additional 
permanent  personnel  at  this  time — certainly 
not  until  we  can  determine  the  caliber  of  per- 
sonnel required. 

At  the  present  time,  all  new  copy  and  the 
voluminous  changes  in  content  of  the  Directory 
are  still  handwritten  by  our  three  copywriters. 
In  our  opinion,  in  this  modern  age  this  is  an 
antiquated  system  which  must  be  eliminated. 

Also,  a time-consuming  and  spatially  cum- 
bersome procedure  involving  McBee  punch 
cards,  introduced  some  years  back  to  ensure  the 
accuracy  of  verified  data  in  the  Directory,  has 
outgrown  its  efficiency  with  the  greatly  in- 
creased volume  of  the  Directory  material. 

It  should  be  mentioned  that  our  present 
printers,  Rumford  Press  in  Concord,  New 
Hampshire,  are  charging  us  extra  on  the  volume 
of  changes  and  resetting  in  the  text  of  the 
Directory.  Consequently,  it  is  economically 
not  practical  to  make  all  the  changes  in  content 
we  would  like  to  make  until  the  third  and  final 
edition  on  this  contract  is  completed. 

What  we  are  saying  here  is  that  we  are  well 
aware  that  many  of  our  procedures  are  out- 
moded by  current  publication  standards  and 
must  be  drastically  updated  before  we  involve 
ourselves  in  another  contract.  For  this  reason, 
we  are  already  giving  serious  consideration  to 
various  alternative  methods  of  handling  our 
data  and  putting  it  into  print,  as  follows: 

1.  The  costs  of  letter-press  printing  have 
steadily  risen  to  the  point  that  it  has  become  an 


expensive  luxury.  For  the  volume  of  our 
Directory,  the  costs  are  prohibitive  and  we  are 
going  to  study  the  possibilities  afforded  by  offset 
printing.  This  will  eliminate  any  thought  of 
handwritten  or  even  typewritten  copy,  and  may 
involve  investing  in  equipment,  such  as  a 
Varityper,  which  produces  copy  indistinguish- 
able from  hand-  or  letter-set  type. 

2.  We  also  intend  to  consider  further  the 
possibilities  of  having  our  Directory  data  trans- 
ferred to  magnetic  tape  or  card  system  data- 
processing  devices.  The  Directory  department 
would  continue  to  collect  and  check  changes  in 
file  data,  but  these  would  be  fed  to  an  outside 
company  for  processing,  with  publication 
evolving  from  their  equipment. 

Toward  these  ends,  we  have  initiated  com- 
munication with  other  medical  societies  through- 
out the  country,  who  also  have  publications, 
inquiring  as  to  the  methods  used  in  compiling 
their  data  and  getting  it  into  print.  And  we 
are  reactivating  communication  with  various 
companies  providing  magnetic  or  card  system 
data-processing  services. 

The  Directory  remains  an  invaluable  service 
to  our  members.  Its  reference  value  to  hospi- 
tals, medical  schools,  insurance  companies,  legal 
firms,  libraries,  private  industry,  and  public 
agencies  continues  to  grow.  Its  potential 
value  as  a source  of  additional  income  and 
prestige  to  the  Society  is  considerable,  but  only 
as  we  are  able  to  increase  the  currency  of  its 
content  and,  at  the  same  time,  speed  up  the 
production  time  and  reduce  the  costs  involved 
in  its  publication. 

We  are  determined  to  accomplish  these  neces- 
sary improvements. 

Journal  Advertising.  The  advertising  reve- 
nue for  the  year  1965  will  approximate  that  for 
1964.  For  the  past  year,  Mr.  Joseph  Mullaney 
has  been  our  lone  advertising  salesman.  It  has 
been  our  feeling  that  this  fine  gentleman  has 
been  “spreading  himself  too  thin.”  There  are  a 
tremendous  number  of  accounts  to  service,  and 
it  is  extremely  difficult  for  one  man  to  do  justice 
to  all  of  them.  Therefore  we  have  decided  that, 
soon,  we  will  hire  a second  man  to  assist  Mr. 
Mullaney  in  canvassing  the  great  area  that 
must  be  covered.  We  are  reasonably  sure  that 
this  type  of  arrangement  will  “pay  dividends.” 

Technical  Exhibits  at  the  Convention.  The 
actual  sale  of  booth  space  for  the  1965  meeting, 
held  at  the  Americana,  yielded  $55,142.50, 
as  compared  to  the  1964  total  of  $55,072.50. 

In  order  to  provide  better  technical  exhibit 
space  and  improved  scientific  meeting  rooms,  the 
layout  of  the  technical  exhibit  area  for  the  1966 
annual  convention  has  been  redesigned.  There 
will  be  space  for  134  booths  and  eight  tables, 
having  a gross  sales  value  of  $60,445,  as  well  as 
two  large,  soundproofed  scientific  meeting 
rooms. 

As  of  the  middle  of  October,  120  booth  and 
four  table  spaces,  with  a gross  sales  value  of 
$53,695,  have  been  contracted  for  by  technical 
exhibitors.  There  are  still  firms  which  we 
know  will  exhibit  with  us,  but  they  have  ad- 
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vised  us  that,  because  of  budgetary  policies, 
final  decisions  will  not  be  made  until  later  in  the 
year.  We  still  had  14  booths  and  four  table 
spaces  open  on  this  date. 

Employe  Benefits  Program.  Our  plans  for  a 
staff  pension  system  are  progressing,  but  much 
too  slowly  to  satisfy  us.  This  turn  of  events  is 
not  of  our  making,  and  we  hope  that  it  will  not 
be  too  long  before  we  will  initiate  what  we  con- 
sider to  be  a very  fine  “fringe  benefit”  program 
for  our  people.  This  is  a sine  qua  non  in  most 
well-run  organizations  throughout  the  land. 

In  our  last  report  to  the  Council,  we  had  this 
to  say  about  our  pension  system: 

“At  the  last  meeting  of  the  Trustees  in 
June,  the  Staff  Pension  Committee  reported 
that,  after  extensive  study  and  numerous 
meetings  with  representatives  of  various 
insurance  companies,  it  had  nan-owed  its 
choice  of  carriex-s  to  three  leading  companies 
for  final  consideration. 

“The  committee  recalled  to  the  Trustees 
that  they  (the  Trustees)  in  February,  1965, 
had  approved  the  designation  of  the  three 
carriers  and  empowered  the  staff  committee  to 
conduct  negotiations  in  depth  with  the 
selected  companies. 

“It  advised  the  Trustees  that  each  of  the 
companies  had  been  given  identical  specifica- 
tions of  the  benefits  desired  and  had  been 
requested  to  submit  proposals  on  estimates  of 
cost.  When  received,  the  proposals  were 
reviewed  in  detail  by  the  staff  committee,  and 
additional  meetings  were  held  with  the 
carriers  involved  in  order  to  clarify  certain 
points. 

“The  staff  committee,  through  your  execu- 
tive vice-president,  then  recommended  to  the 
Board  of  Trustees  Special  Committee  on 
Employe  Benefits  Program — consisting  of 
Renato  J.  Azzari,  M.D.,  chairman,  Gerald 
Dorman,  M.D.,  and  John  M.  Galbraith, 
M.D. — that  the  Mutual  Benefit  Life  In- 
surance Company  be  designated  as  the  carrier 
to  administer  the  employe  benefits  plan, 
because,  in  the  staff  committee’s  judgment, 
it  has  proposed  (1)  the  highest  annual  in- 
terest guarantee;  (2)  the  lowest  guaranteed 
purchase  cost  of  annuities;  and  (3)  the  lowest 
yearly  cost  to  the  State  Society. 

“In  June,  the  Trustees,  after  receiving  the 
suggestion  of  the  staff  committee  and  after 
discussion,  on  the  recommendation  of  the 
special  committee  of  the  Board  of  Trustees, 
voted  to  retain  an  independent  expert  in  the 
pension  field  to  study  the  proposals  of  the 
three  carriers  and  make  recommendations — 
since  neither  the  Trustees  nor  the  staff  com- 
mittee felt  that  they  were  experts  in  the 
field.  The  Trustees  also  empowered  the 
special  committee  of  the  Board  of  Trustees, 
after  it  had  received  the  recommendations  of 
the  pension  expert,  to  act  for  the  Board  in 
implementing  the  Employe  Benefits  Program 
as  expeditiously  as  possible. 

“Shortly  thereafter,  the  firm  of  Martin  E. 
Segal  Company  was  retained  to  make  the 


study  requested.  This  consultant  is  one  of 
the  nation’s  largest  firms  of  consultants  and 
actuaries  to  employe  benefit  plans.  It 
serves  more  than  one  thousand  pension, 
welfare,  health,  profit-sharing,  and  other 
plans,  covering  more  than  five  million  em- 
ployes and  their  dependents.  They  advise 
on  plans  ranging  in  size  from  those  covering 
more  than  a quarter  of  a million  employes  to 
plans  covering  three  or  four  employes.” 

We  are  awaiting  the  consultant’s  report,  so 
that  we  may  present  it  to  the  Board  of  Trustees 
for  a final  definitive  action. 

Miscellaneous.  (1)  The  second  edition  of 
the  Staff  Handbook,  which  first  appeared  in 
1963,  has  been  completed,  and  copies  have  been 
mailed  to  all  concerned. 

Certain  items  in  this  brochure  were  revised, 
in  order  to  conform  to  new  thinking  and  to 
meet  the  realities  and  the  experiences  of  a 
Society  such  as  ours. 

The  directors  of  our  divisions  and  others 
deserve  commendation  for  their  wise  counsel 
and  recommendations. 

(2)  membership  department — Conversion 
of  the  old  IBM  record  cards  to  the  new  McBee 
membership  cards  has  been  completed  for  all 
61  component  county  societies.  Over  half  have 
been  checked  and  verified  for  accuracy,  and  the 
remainder  are  progressing  at  a slow  but  steady 
pace. 

Transmission  of  additional  dues  to  the 
A.M.A.  has  continued,  as  well  as  the  processing 
of  new  membership  applications. 

The  new  revised  edition  of  the  Constitution 
and  Bylaws  was  received  from  the  printers,  and 
it  is  being  distributed  to  new  members  and  to 
others  who  request  copies. 

(3)  MAIL,  REPRODUCTION,  AND  CIRCULATION 
department — This  is  a very  busy  area.  In 
addition  to  a great  deal  of  work  which  it  per- 
forms for  the  Medical  Society  of  the  State  of 
New  York,  it  also  assists  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion; the  New  York  Academy  of  General  Prac- 
tice; the  Medical  Assistants  Association;  the 
New  York  Association  of  Professions;  and  the 
Woman’s  Auxiliary. 

This  department  also  performed  the  great 
task  of  changing  over  to  the  ZIP  code  system. 
We  were  informed  by  the  U.S.  Post  Office  De- 
partment that  this  change  would  have  to  be 
accomplished  by  July  1 and  that  we  must  bear 
the  expense.  The  cost  of  this  work  was  less 
than  the  $3,000  that  we  anticipated  and  ap- 
propriated. 

(4)  We  have  improved  our  telephone  an- 
swering service.  A new  outfit — the  United 
Telephone  Service,  Inc. — has  taken  over  this 
work.  Previously,  there  were  complaints  from 
folks  throughout  the  State. 

(5)  On  the  advice  of  Dr.  Azzari,  an  em- 
ployes’ health  service  was  established  under  the 
directorship  of  Robert  Katz,  M.D.  It  is 
operated  in  accordance  with  the  recommenda- 
tions of  the  American  Medical  Association 
Council  on  Occupational  Health,  as  published 
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in  “Scope,  Objectives  and  Functions  of  Occu- 
pational Health  Programs”  (revised  1960). 
The  utilization  of  educational  and  preventive 
health  measures  has  been  gratifying. 

This  health  service  is  designed  to  administer 
emergency  first  aid  and  to  help  employes  who 
feel  ill  at  the  office  to  get  through  the  day. 
Equipment  for  the  service  includes  an  oxygen 
tank,  material  for  suturing,  other  instruments, 
and  first-aid  medications.  It  has  definitely 
been  specified  that  this  service  is  not  a sub- 
stitute for  the  family  doctor.  The  emergency 
first  aid  is  merely  for  those  in  immediate  need  of 
attention.  We  will  not  operate  this  depart- 
ment as  a diagnostic  or  prescription  service. 

It  is  gratifying  to  report  that  45  employes 
participated  in  a voluntary  health  program  for 
immunization  against  influenza. 

(6)  our  own  building — Most  of  the  mem- 
bers of  the  House  are  acquainted  with  our  at- 
titude and  thinking  about  our  own  building. 
All  that  you  have  to  do  is  to  consult  previous 
reports  of  the  executive  vice-president.  There- 
fore, I will  not  dwell  at  great  length  on  the 
reasons  that  we  should  acquire  a headquarters 
of  our  own' — somewhere  and  soon. 

At  this  time  may  we  merely  add  to  what  we 
have  already  said- — that,  at  present,  we  are 
“bursting  at  the  seams.”  We  have  no  room 
whatsoever  for  additional  facilities  which  we 
believe  are  very  essential  to  the  proper  func- 
tioning of  our  Society. 

Following  are  a few  recommendations  which 
we  believe  should  be  implemented  when  we  have 
the  available  space: 

A.  A Bureau  of  Research  and  Planning. 
We  have  discussed  this  project  on  many  occa- 
sions. May  we  remind  you  that,  in  1963,  we 
had  this  to  say: 

When  we  were  out  in  Los  Angeles  for  the  clinical 
meeting  of  the  American  Medical  Association  during 
the  latter  part  of  last  November,  we  visited  and 
reviewed  some  of  the  activities  of  the  California 
Medical  Society.  We  were  impressed  greatly  by  its 
Bureau  of  Research  and  Planning,  organized  in  1959. 

Their  council  appointed  an  ad  hoc  committee  to 
study  the  problem.  It  arrived  at  these  conclusions: 
that  the  basic  economic  objective  was  the  preserva- 
tion of  the  private  practice  of  medicine;  that  a 
library  adequate  to  research  needs  be  established 
under  the  direction  of  a competent  librarian;  and 
that  a full-time  research  director  of  adequate  back- 
ground and  orientation  be  found  to  assist  in  organiz- 
ing an  over-all  research  program  for  the  Association 
and  to  implement  this  program  as  directed. 

The  ad  hoc  committee  further  recommended  to 
the  council  of  the  California  Medical  Society  that 

“1.  The  primary  function  would  be  to  determine 
types  in  order  of  priority  of  research  projects  in 
relation  to  its  contribution  to  public  welfare,  im- 
portance to  C.M.A.,  benefit  to  the  C.M.A.  members, 
length  of  time  required,  and  cost. 

“2.  To  recommend  to  the  appropriate  commission 
or  the  council  when  a specific  research  or  planning 
project  should  be  discontinued. 

“3.  To  develop  an  annual  research  and  planning 
budget  in  cooperation  with  the  director  of  research 
and  director  of  commissions  and  committees. 

“4.  To  review  and  recommend  to  the  council  for 
approval  or  disapproval  all  research  reports  before 
release  to  any  source. 


“5.  Develop  and  initiate  long-range  plans  and 
programs. 

“6.  Research  findings  could  be  forwarded  to  the 
originating  commission  and  the  council. 

“7.  In  case  of  conflicting  research  requests,  in 
terms  of  time,  cost,  personnel,  and  other  factors,  the 
priority  determination  should  be  referred  to  the 
Council.” 

The  California  bureau  has  discussed  the  following 
areas  in  order  to  determine  specific  research  projects 
and  priorities:  the  insurance  mechanism,  education, 

organization  and  distribution  of  medical  services, 
communication,  historical,  philosophic,  and  sociologic 
concepts,  membership  relations,  labor,  rehabilitation, 
quality  of  medical  care,  political  implications,  and 
preventive  medicine. 

We  believe  that  this  is  a step  in  the  right  direction. 
Statistics  and  conclusions  of  various  intensive  studies 
are  available,  at  a moment’s  notice,  for  media  of 
communication  interviews,  writing  of  speeches,  and 
many  other  purposes.  Thought  should  be  given  to 
this  type  of  project  in  our  State. 

B.  At  present,  inquiries  come  to  our  tele- 
phone switchboard  and  there  is  considerable 
confusion  as  to  where  they  should  be  referred. 
This  haphazard  arrangement  must  be  elimi- 
nated as  soon  as  possible. 

There  are  a few  important  elements  of  a 
well-operated  information  center:  (a)  We 

must  have  a key  employe- — preferably  a mature 
lady — acquainted  with  the  technics  and  work  of 
the  State  Society — a person  with  a broad  knowl- 
edge of  our  activities,  purpose,  and  policies. 
She  must  be  genuinely  interested  in  helping 
people,  and  she  must  be  able  skillfully  to  termi- 
nate a conversation  with  those  who  would  pro- 
long it.  This  employe’s  work  would  have  a 
tremendous  bearing  on  the  public  relations  and 
communications  of  our  office. 

( b ) The  center  requires  a small  quiet  area, 
away  from  the  general  office  noise  and  traffic. 
If  an  information  center  were  set  up  in  ac- 
cordance with  our  specifications,  inquiries 
could  be  relayed  to  the  proper  people  within  our 
office  structure  or  to  agencies  outside  of  it.  At 
present,  we  are  lacking  a “healthy”  liaison  of 
this  sort. 

C.  We  should  have  a well-organized  central 
filing  system  with  proper  cross-indexing.  The 
lack  of  a department  such  as  this  is  one  of  our 
greatest  shortcomings.  If  we  are  to  function 
in  accordance  with  the  better  business  practices, 
we  must  be  able  to  obtain  copies  of  our  cor- 
respondence and  other  matters  without  delay. 

D.  It  is  our  hope  that,  some  day,  we  will  be 
able  to  establish  a stenotypist  department. 
At  present,  only  the  deliberations  of  the  Council, 
the  Board  of  Trustees,  and  the  House  of  Dele- 
gates are  transcribed  by  stenotypists. 

Many  important  committees  meet  throughout 
the  year  at  our  office,  and  it  is  essential  that  we 
have  verbatim  recordings  of  what  takes  place. 
Very  often,  we  are  compelled  to  look  back  at 
some  of  our  notes  in  order  to  obtain  the  true 
results  of  the  discussions  of  very  important  sub- 
jects and  they  are  missing. 

To  summarize:  At  present,  very  little  can 

be  done  to  initiate  important  new  phases  of  our 
work,  because  we  do  not  have  the  proper 
facilities.  To  rent  additional  space  at  present 
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real  estate  rates  would,  in  our  opinion,  be  fool- 
hardy. We  need  our  own  building. 

Since  we  started  our  campaign  to  erect  our 
own  headquarters,  there  have  been  changes  in 
this  direction  in  various  parts  of  the  country. 
For  example,  Pennsylvania  Medical  Society  has 
broken  ground  for  its  own  place  outside  of  the 
business  district  of  Harrisburg.  The  new 
building  of  the  Philadelphia  County  Medical 
Society  will  be  opened  to  visitors  during  the 
clinical  session  of  the  A.M.A.,  during  the  latter 
part  of  November- — and  so  it  goes  in  other  sec- 
tions of  the  United  States. 

It  is  interesting  to  learn,  through  a release 
from  the  New  York  State  Bar  Association  in 
the  latter  part  of  September,  that  this  organiza- 
tion has  decided  that  it  needs  more  space  than 
it  now  has  at  its  present  headquarters.  It  has 
been  recommended  that  purchase  rather  than 
leasing  is  the  most  desirable  means  of  meeting 
the  situation. 

These  people  have  been  spurred  on  by  the 
fact  that  many  state  bar  associations  throughout 
the  nation  have  erected  new  and  modern  head- 
quarter buildings  to  meet  their  immediate  and 
future  requirements.  The  “bar”  people  believe 
that  what  they  are  thinking  about  is  one  of  the 
most  significant  steps  which  the  association  has 
taken  in  many  years.  This  is  their  opinion: 
“A  new  headquarters  building  will  add  im- 
measurably to  the  stature  of  the  Association 
and  to  the  effectiveness  of  its  service  to  the  bar 
and  to  the  public.” 

It  is  our  firm  belief  that  we  fit  into  this 
picture. 

Annual  Convention.  On  February  25,  a 
“postmortem”  meeting  of  the  staff  assigned  to 
the  annual  convention  was  held  at  our  head- 
quarters. We  discussed  thoroughly  all  aspects 
of  this  activity  under  the  following  headings: 
house  of  delegates  registration,  general  regis- 
tration, scientific  program  and  exhibits,  tech- 
nical exhibits,  House  of  Delegates,  shipping  and 
production,  and  press  room. 

It  is  our  feeling  that  no  one  knows  more  about 
the  actual  workings  of  this  type  of  meeting 
than  do  the  people  who  participate  actively  in 
its  operations.  Of  course,  we  refer  to  the 
staff. 

Out  of  the  deliberations  came  these  sugges- 
tions for  1966: 

1.  Registration  ( House  of  Delegates) . That 
registration  begin  earlier  on  Sunday — by  noon 
or  1:00  p.m.- — and  continue  until  8 p.m.;  that 
advance  registration  of  alternate  delegates  be 
emphasized  to  the  county  medical  societies. 

2.  Registration  {General).  That  the  regis- 
tration area  be  set  up  in  the  area  of  Albert  Hall, 
which  is  the  technical  exhibit  section. 

3.  Meeting  Rooms.  That  the  meeting  rooms 
in  Albert  Hall  be  built  in  the  outer  areas,  that 
one  of  these  be  large  enough  to  accommodate 
at  least  300,  that  the  Woman’s  Auxiliary  be 
transferred  to  another  meeting  place  (City 
Squire  Motel)  to  free  the  Imperial  Ballroom  for 
medical  conferences. 

4.  Scientific  Program.  That  special  mail- 


ings of  section  programs  to  specialty  groups  be 
planned  and  the  cost  included  in  the  1966 
budget. 

5.  Exhibits,  Scientific  and  Technical.  That 
both  exhibit  areas  be  kept  open  on  Tuesday 
night  of  the  convention  until  9:00  p.m.,  that 
guards  be  hired  for  both  areas,  that  the  Medical 
Society  of  the  State  of  New  York  exhibits  be 
made  more  attractive. 

6.  House  of  Delegates.  That  copies  of  the 
House  of  Delegates  handbook  be  mailed  in 
advance  to  all,  that  the  black  books  be  dis- 
tributed without  the  card  system,  that  subjects 
assigned  to  reference  committees  be  reviewed 
more  carefully. 

7.  Communications.  That  the  sequence  of 
events  in  the  House  be  planned  to  accommodate 
guests  and  those  receiving  awards,  that  addi- 
tional awards  be  planned  for  “press  interest  and 
possible  public  relations  value.” 

8.  General.  That  a “Convention  Procedure 
Manual”  be  developed  for  all  areas  of  activity 
(a  committee  has  been  appointed  for  this 
purpose) . 

Soon  after  the  annual  convention  in  February, 
we  transmitted  a “Convention  Questionnaire” 
to  the  members  of  the  House  of  Delegates  and 
others.  The  response  was  very  good.  Two 
hundred  and  forty-one  persons  submitted  their 
comments.  We  should  point  out  that,  al- 
though there  were  some  criticisms,  the  opinions 
of  most  of  our  people  were  that  the  convention 
ran  rather  smoothly.  Of  course,  as  is  the  case 
in  all  activities,  it  is  impossible  to  satisfy  every- 
body. 

One  other  fact  should  be  stressed- — there  were 
a number  of  complaints  that  were  justifiable, 
and  we  will  make  every  effort  to  correct  these 
shortcomings.  We  might  add  that  the  man- 
agement of  the  Americana  has  promised  to 
work  along  with  us  and  will  do  everything  in 
its  power  to  make  us  comfortable.  We  have 
been  assured  that  any  changes  we  suggest  will 
receive  proper  attention. 

Following  the  meeting  in  February,  we  mailed 
to  all  concerned  a “Report  of  Actions  of  the 
House  of  Delegates.”  This  compilation  of 
“highlights”  is  similar  to  the  one  that  “Bing” 
Blasingame,  the  executive  vice-president  of  the 
A.M.A.,  sends  out  to  the  members  of  the  House 
of  Delegates  of  the  A.M.A. 

It  contained  a summary  of  the  more  im- 
portant proceedings.  We  intend  to  continue 
this  practice  in  the  future,  and  we  hope  that 
it  will  be  of  benefit  to  our  people  throughout  the 
State.  We  still  feel  that  a digest  of  what  takes 
place  in  the  House  of  Delegates  should  be  dis- 
tributed long  before  the  official  minutes  appear 
in  the  June  1 issue  of  our  Journal. 

Soon,  we  again  will  hold  a meeting  of  the  key 
people  who  participate  in  our  conventions.  At 
that  time,  we  will  discuss,  in  more  detail,  the 
procedures  that  we  will  institute  during  the 
meeting  in  February,  1966.  What  we  deter- 
mine— after  it  has  been  approved  by  the  Con- 
vention Committee  and  the  Council — will  be 
transmitted  in  our  usual  preconvention  memo- 
randum to  the  delegates. 
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A new  contract  with  the  Americana  has  been 
signed  by  the  chairman  of  our  Board  of  Trustees. 
We  are  now  committed  to  the  Americana  for  an 
additional  five  years.  However,  there  is  an 
“escape  clause”- — an  understanding  that  the 
contract  can  be  cancelled  on  mutual  agreement 
with  twenty-six  months  notice  by  either  organi- 
zation. 

Internal  Revenue  Service  (IRS).  The 
problem  of  the  taxation  of  “unrelated  business 
income ” continues  to  come  to  the  foreground 
here  in  New  York  and  in  other  areas  of  our  land. 

In  previous  reports  we  have  indicated  that 
the  IRS  is  “examining”  the  State  Society’s 
information  tax  return  for  the  year  1961,  with 
particular  emphasis  on  the  possible  taxation 
of  receipts  from  technical  exhibit  space  at  our 
annual  convention.  In  order  to  negotiate 
properly  with  the  IRS  people,  we  contacted 
certain  specialists  in  the  field  of  taxation. 

Following  is  a recapitulation  of  the  situation: 

1.  On  February  4,  1965,  an  official  letter  was 
received  from  IRS  indicating  that  our  tax  re- 
turn for  the  year  1961  was  being  examined.  In 
particular,  the  communication  indicated  that 
technical  advice  was  being  requested  from 
Washington,  D.C.,  regarding  the  possible 
taxation  of  receipts  from  the  technical  exhibits 
at  our  annual  convention.  An  attachment  to 
the  letter  also  cited  so-called  “statement  of 
facts”  of  what  conception  the  IRS  had  of  the 
exhibits. 

2.  On  May  10,  1965,  following  the  advice  of 
William  Martin,  our  counsel,  the  firm  of  Willke, 
Farr,  Gallagher,  Walton  and  FitzGibbon  was 
empowered  to  enact  on  behalf  of  the  State 
Society,  and  submitted  an  answer  to  the  letter 
of  the  IRS  of  February  4,  1965.  In  effect,  this 
reply  stated  that  the  State  Society  was  not  in 
agreement  with  the  IRS  allegation  that  receipts 
from  technical  exhibits  should  be  treated  as 
“unrelated  income.”  The  letter  explained  fully 
the  State  Society’s  position  in  this  matter,  and 
included  a detailed  report  of  our  activities. 

3.  On  June  25,  1965,  we  received  a letter 
from  the  IRS  Washington  office,  requesting  that 
further  information  be  furnished  in  regard  to  the 
investigation — such  as  receipts  and  disburse- 
ments for  conventions,  personnel  utilized, 
amount  of  orders  taken,  and  method  of  securing 
exhibitors. 

4.  After  receipt  of  this  letter,  we  met  with 
Mr.  David  Hurwitz  of  Willke,  Farr,  Gallagher, 
Walton  and  FitzGibbon,  on  July  6,  and  fur- 
nished the  necessary  information  requested  in 
the  IRS  letter  of  June  25.  The  Willke,  Farr, 
et  al.  firm  then  wrote  to  the  IRS  on  July  26, 
1965. 

Since  then  there  have  been  no  further  definite 
developments. 

Other  societies  and  organizations  are  having 
similar  difficulties.  Please  note  the  following 
report: 

The  Association  of  Western  Hospitals  has  filed  suit 

in  the  U.S.  Court  of  Claims  for  a refund  of  income 

taxes  previously  paid  on  rental  of  convention  exhibit 

space.  The  suit,  pending  in  mid  June,  was  filed 


March  25.  The  result  could  affect  many  nonprofit 
organizations  that  derive  income  from  exhibitions  at 
their  meetings. 

Background  of  the  suit  is:  the  San  Francisco- 

office  of  the  IRS  had  asserted  a deficiency  assessment 
for  a number  of  prior  years,  based  upon  income  de- 
rived from  rental  of  exhibit  space  at  the  association’s 
annual  convention.  The  IRS  insists  the  conduct  of  a 
trade  show  is  unrelated  to  the  tax  exempt  purposes 
of  the  association  and  is  subject  to  income  taxation. 
Western  paid  the  tax,  but  a petition  for  refund  was 
filed  and,  that  plea  failing,  resort  to  the  courts 
followed.  The  exhibits  at  the  convention.  Western 
contends,  are  directly  related  to  the  educational 
functions  of  the  Association  and  should  lead  to  no 
taxation.  This  appears  to  be  the  first  suit  testing 
Western’s  argument. 

While  we  are  discussing  IRS  activity,  we 
should  present  the  following  reports  which  have 
appeared  in  issues  of  “Non-Profit  Organization 
Tax  Letter”  published  in  Washington,  D.C.: 

1 . Paid  Advertising  Revenues.  It  is  reported  that 
the  IRS,  after  several  false  starts,  is  ready  to  propose 
the  taxing  of  revenues  received  by  nonprofit  organ- 
izations from  their  publications.  Reportedly,  in- 
volved in  such  a tax  would  be  the  National  Geo- 
graphic, Nation’s  Business,  Boy  Scouts,  Girl  Scouts, 
American  Medical  Association,  and  others.  It  has 
been  reported  (Pittsburgh  Press,  2/10/65)  that  the 
proposed  regulations  in  this  area  will  be  issued  this 
spring  (whatever  this  means).  It  is  further  reported 
that  the  proposals  are  likely  to  be  put  into  effect  this 
summer  and  that  approximately  700  organizations 
would  be  directly  affected. 

The  Service  in  its  audit  program  in  this  area  has 
apparently  changed  its  position  and  no  longer  is 
taking  the  position  that  the  paid  advertising  is  a 
“separate  trade  or  business.”  The  invalidity  of  this 
“separate  trade  or  business”  position  was  exposed  in 
Hirsh,  “Tax  Status  of  Medical  Societies,”  a lecture 
given  at  the  American  University  Conference  on  Tax 
Aspects  of  Non-Profit  Organizations,  October,  1964. 
(We  have  reported  this  previously.)  The  IRS  in  its 
audit  program  is  now  apparently  looking  at  the 
entire  journal  and  taking  the  position  that  because 
of  the  extent  of  the  publication  operation  vis-a-vis 
the  entire  operation  of  the  organization  that  under 
Rev.  Rul.  57-313,  1957-2  C.B.  316,  the  income  is  un- 
related. This  result  has  been  raised  in  several 
recent  audits,  including  that  involving  the  New 
England  Journal  of  Medicine. 

It  is  further  understood  that  several  cases  involving 
magazines  of  major  trade  and  professional  associ- 
ations are  now  pending  on  technical  advice  in  Wash- 
ington before  the  National  Office  of  Exempt  Organ- 
izations Branch,  Tax  Rulings  Division. 

2.  Entertainment  expenses  of  government  officials. 
There  are  some  cases  which  would  indicate  that  the 
cost  of  taking  a congressman  or  senator  to  lunch  or 
the  cost  of  entertaining  certain  public  officials  may 
not  be  deductible,  e.g.  Cecil  I.  Hass,  12  T.C.M.  1117 
(1953).  Nevertheless,  if  there  is  a business  purpose 
(and  if  section  274  would  not  otherwise  apply)  there 
does  not  seem  to  be  any  reason  whatsoever  (assuming 
no  improper  activity)  why  such  amount  should  not  be 
deductible.  However,  numerous  businessmen  do  not 
actually  put  down  (as  they  should)  the  names  of  the 
senator,  congressman,  highway  official,  or  whatever, 
who  have,  as  a matter  of  fact,  received  a business 
meal.  They  claim  that  if  they  do  agents  will  disallow 
the  deduction.  On  February  28,  1963,  then  Com- 
missioner Caplin  promised  the  Senate  Finance 
Committee  that  some  position  would  be  taken  in  the 
near  future  by  the  IRS  in  this  area.  It  has  now  been 
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over  two  years  and  no  published  position  has  as  yet 
been  taken.  If  the  IRS  has  difficulty  deciding  what 
the  rules  of  play  should  be  in  this  area,  then  business- 
men should  not  be  harassed  if  they  take  such  business 
deductions. 

3.  Advertising  Regulations.  Regulations  provid- 
ing for  the  taxation  of  paid  advertising  have  been 
discussed  publicly  by  the  IRS  since  1964  (See  W.S.J. 
7/24/64).  It  should  be  recalled  that  Mr.  Caplin 
(then  Commissioner)  wrote  Congressman  Curtis  on 
June  24,  1964  stating: 

“The  Internal  Revenue  Service  is  presently  en- 
gaged in  drafting  proposed  regulations  with  respect 
to  the  extent  to  which  an  organization,  otherwise 
exempt,  is  subject  to  tax  on  its  income  from  adver- 
tising in  periodicals  and  other  publications.  I assure 
you  that  these  proposed  regulations  will  be  acted 
upon  as  promptly  as  possible.” 

The  indications  are  now  that  the  advertising 
regulations  have  been  generally  approved  by  the 
IRS,  Treasury,  Joint  Committee  staff,  etc.  The 
Treasury,  however,  is  apparently  concerned  as  to  the 
impact  of  the  regulations  in  their  present  form  on  the 
National  Geographic  and  certain  other  publications 
and  is  looking  for  some  way  to  relieve  such  impact. 
The  Treasury  is  also  worried  over  the  anti-business 
impact  of  any  such  regulations. 

4.  Tax  on  business  of  exempt  organizations.  The 
Treasury  Department  Report  on  Private  Founda- 
tions suggests  that  a private  foundation  should  not 
hold  20  per  cent  or  more  of  the  stock  or  equity  of  a 
trade  or  business  which  is  not  substantially  related 
to  the  exempt  functions  of  the  foundation.  Similar 
limiting  proposals  have  been  made  in  a number  of 
instances  as  to  an  unrelated  trade  or  business.  Of 
course,  this  was  the  reason  for  the  enactment  of  the 
provisions  which  are  now  contained  in  Sections  511- 
514  of  the  Internal  Revenue  Code  of  1954.  Mr. 
Caplin,  former  Commissioner  of  Internal  Revenue, 
made  a statement  at  the  Howard  University  Law 
School  (Washington,  D.C.)  on  October  22,  1965 
that  exempt  organizations  should  be  taxed  on  any 
business,  whether  or  not  related.  (Washington  Star, 
10/26).  This  position  is  more  extreme  than  any 
other  position  taken  by  a responsible  person. 

5.  New  England  Medical  Journal.  It  is  reported 
that  the  New  England  Medical  Journal  is  having 
difficulty  with  the  IRS  in  respect  to  its  paid  adver- 
tising. It  would  seem  that  this  is  related  income 
since  this  journal  has  been  published  since  prior  to 
1850  and  has  contained  advertising  for  many  years. 

Another  statement  appeared  in  the  September 
28  issue  of  Washington  Report  on  the  Medical 
Sciences: 

Latest  tip  on  the  Administration’s  move  to  crack 
down  on  medical  journal  advertising:  Assistant 

Treasury  Secretary  Stanley  S.  Surrey  is  definitely 
leading  toward  the  Internal  Revenue’s  recommenda- 
tion that  certain  advertising  be  taxed  as  income  un- 
related to  an  organization’s  nonprofit  purpose. 

Also,  the  following  is  an  excerpt  from  the 
Sun-Times  (Chicago)  of  August  18,  1965: 

A United  States  District  Court  ruling  that  the 
St.  Louis  Medical  Society  was  not  a charitable  group 
has  been  upheld  by  the  U.S.  Court  of  Appeals.  The 
Court  ruled  the  Society  disqualified  itself  as  a chari- 
table organization  by  engaging  in  political  activity. 

The  Appeals  said,  “The  evidence  is  quite  clear  that 
many  activities,  including  the  political  and  legislative 
activities  of  the  Society,  prevent  it  from  being  a 
charitable  organization  within  the  meaning  of 
Internal  Revenue  Law.” 

This  speaks  for  itself. 


Medicine  and  Osteopathy.  We  believe 
that  the  situation  concerning  medicine  and 
osteopathy  can  best  be  explained  by  quoting  a 
talk  which  we  have  given  at  several  regional 
conferences,  as  follows: 

The  problem  relating  to  osteopaths  in  the 
State  of  New  York  should  be  divided  into  two 
parts:  (1)  our  relationship  with  the  “pure” 

osteopaths  professionally;  and  (2)  the  ques- 
tion of  the  “D.O.-M.D.” 

Relationship  with  Osteopaths  Professionally . 
There  was  a time  when  osteopathy  was  con- 
sidered to  be  cultism.  Manipulative  therapy 
was  used  not  only  to  correct  musculoskeletal 
disabilities,  but  it  also  was  involved  in  the 
treatment  of  other  conditions,  such  as  in- 
fections, cardiac  disease,  and  even  malignant 
tumors. 

However,  times  have  changed,  and,  today, 
in  many  areas,  the  osteopaths  are  licensed  to 
practice  medicine  and  surgery  alongside 
doctors  of  medicine.  At  the  annual  meeting 
of  the  American  Medical  Association  held  in 
New  York  City  during  June  of  1961,  the  rela- 
tionship between  doctors  of  osteopathy  and 
doctors  of  medicine  was  discussed  thoroughly. 

Among  other  things,  it  was  agreed  that: 

1.  It  was  appropriate  for  the  A.M.A.  to 
reappraise  its  application  of  policy  regarding 
relationships  with  doctors  of  medicine;  and 

2.  The  policy  should  now  be  applied  in- 
dividually at  the  state  level  according  to  the 
facts  as  they  exist.  If  the  osteopath  bases 
his  practice  on  the  same  scientific  principles 
as  those  adhered  to  by  members  of  the 
A.M.A.,  voluntary  professional  relationship 
with  him  should  not  be  deemed  unethical. 
In  other  words,  the  state  medical  association 
is  fully  competent  to  ascertain  the  facts  and 
evaluate  them. 

Keeping  this  in  mind,  there  was  formed, 
in  our  State,  a joint  committee  consisting  of 
representatives  of  the  Osteopathic  Society 
and  the  Medical  Society — to  explore  further 
some  of  the  problems  connected  with  osteo- 
pathic medicine  in  New  York.  This  com- 
mittee met  on  six  occasions.  The  results  of 
these  conferences,  approved  by  the  Council, 
may  be  summarized  as  follows: 

1.  Osteopathy  in  this  State  is  no  longer 
considered  to  be  cultism — since  osteopaths 
hold  the  license  to  practice  medicine  and 
surgery,  granted  by  the  State  Board  of 
Medical  Examiners — and  if  they  adhere  to  the 
same  scientific  principles  embraced  by  doctors 
of  medicine. 

2.  Doctors  of  medicine  may  associate 
professionally,  on  a voluntary  basis,  with 
doctors  of  osteopathy  who  hold  full  licenses  to 
practice  medicine  and  surgery  granted  by  the 
New  York  State  Board  of  Medical  Examiners. 

3.  What  Goes  On  should  be  distributed  to 
doctors  of  osteopathy  to  apprise  them  of  what 
is  taking  place  in  the  postgraduate  education 
field.  Also,  it  was  recommended  that  county 
medical  societies  invite  doctors  of  osteopathy 
to  their  scientific  meetings  and  seminars.  In 
return,  the  osteopaths  will  send  invitations  to 
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the  doctors  of  medicine  for  them  to  attend 
osteopathic  conferences. 

At  the  1962  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  the 
following  resolution  (62-5)  was  adopted: 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  issued 
a statement  on  osteopathy  in  which  the 
Council  states  that  osteopathy  in  this  State 
is  no  longer  considered  to  be  a cult  if  they 
adhere  to  the  same  scientific  principles 
embraced  by  doctors  of  medicine  and  that 
doctors  of  medicine  may  associate  pro- 
fessionally, on  a voluntary  basis,  with 
doctors  of  osteopathy  who  hold  full  licenses 
to  practice  medicine  and  surgery  granted 
by  the  New  York  State  Board  of  Medical 
Examiners;  and 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
in  May,  1959,  passed  a resolution  pro- 
testing the  fact  that  the  schedule  of  fees 
for  doctors  of  medicine  in  general  practice 
is  lower  than  the  schedule  of  fees  for 
osteopaths  and  requested  the  Chairman  of 
the  Workmen’s  Compensation  Board  to 
adjust  the  fees  paid  to  physicians  and  osteo- 
paths to  remove  this  basic  inequity;  and 

Whereas,  The  latest  Workmen’s  Com- 
pensation Fee  Schedule,  dated  July  1,  1960, 
still  maintains  this  inequity  with  each  fee 
for  osteopathy  including  osteopathic  ma- 
nipulation; and 

Whereas,  “Osteopathic  manipulation” 
is  not  supported  by  the  scientific  principles 
embraced  by  doctors  of  medicine;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  request  that  all  inequities  in  fee 
schedules  between  osteopaths  and  doctors 
of  medicine  in  general  practice  based  on 
osteopathic  manipulation  be  abolished  im- 
mediately before  doctors  of  medicine  are 
allowed  to  associate  professionally  with 
doctors  of  osteopathy. 

This  was  an  unfortunate  turn  of  events, 
because  we  were  basing  the  question  of  ethics 
and  osteopathic-medical  relations  on  a dif- 
ferential in  fee  schedule.  This  decision 
may  have  been  one  of  the  reasons  why  we 
lost  face  with  the  Governor  in  our  battle 
against  quackery,  and  it  may  have  played  an 
important  role  in  his  recognition  of  chiro- 
practic in  this  State. 

The  problem  remained  with  us  and  plagued 
us  for  some  time — until  the  last  meeting  of 
the  House  of  Delegates  in  February  of  this 
year,  when  resolution  62-5  was  rescinded  and 
the  following  motion  was  passed: 

“We  further  suggest  to  the  physicians 
practicing  in  areas  where  there  are  osteopaths 
requesting  admission  to  hospital  staffs  that 
if  these  hospitals  change  their  bylaws  to 
admit  such  osteopaths,  and  if  in  the  opinion 
of  the  medical  board  they  practice  scientific 
medicine  and  are  otherwise  qualified,  as- 


sociation with  such  osteopaths  is  not  un- 
ethical.” 

We  might  say  that,  at  this  time,  we  are  on 
good  terms  with  the  Osteopathic  Society  of 
the  State  of  New  York — its  officers  and  its 
members.  The  last  joint  meeting  was  held 
on  August  26  and  it  was  a fine  amiable  get- 
together. 

What  Goes  On  is  being  distributed  to  all 
doctors  of  osteopathy.  It  was  agreed  that, 
in  order  to  act  in  concert  on  matters  of  mutual 
concern  and  to  keep  abreast  of  affairs  of  in- 
terest to  both  professions,  the  two  organiza- 
tions would  endeavor  to  adopt  the  practice  of 
exchanging  pertinent  information  and  calling 
it  to  each  other’s  attention.  These  areas  in- 
clude the  Joint  Legislative  Committee  to 
Study  the  Education  Law;  the  Workmen’s 
Compensation  Fee  Schedule;  the  encroach- 
ment of  podiatrists  in  the  field  of  medicine; 
the  Medical  Society’s  relative  value  fee 
schedule;  and  the  Department  of  Welfare’s 
fee  schedule  (Book  5). 

The  D.O.-M.D.  Degree.  The  situation 
concerning  the  recognition  of  the  D.O.-M.D. 
is  a “horse  of  a different  color.”  We  have 
not  changed  our  original  stand  as  trans- 
mitted to  the  Department  of  Education  of 
the  State  of  New  York. 

Here,  some  background  is  in  order.  In 
mid-1962  the  College  of  Osteopathic  Physi- 
cians and  Surgeons  in  Los  Angeles  became  the 
California  College  of  Medicine.  Thereafter, 
osteopathic  physicians  from  various  parts  of 
the  country,  including  New  York,  applied  for, 
and  received,  M.D.  degrees  from  the  College  by 
paying  a fee,  but  without  examination,  and 
without  attending  a medical  school  even  for 
one  day.  The  osteopathic  physicians  in 
question  from  New  York  then  applied  to  the 
Education  Department  for  recognition  as 
M.D.’s  and  the  matter  was  referred  to  Mr. 
Charles  A.  Blind,  counsel  of  the  State  Educa- 
tion Department,  for  opinion. 

Thereupon,  Mr.  Brind  ruled  that,  since 
the  M.D.  degree  was  a valid  degree  in  Cali- 
fornia and  since  the  osteopathic  physician  was 
licensed  in  New  York  State  and  had  passed 
the  same  examinations  as  doctors  of  medicine, 
the  M.D.  degree  was  valid  in  New  York 
State  and  should,  on  request,  be  inscribed  on 
his  license.  He  also  ruled  that  if  the  osteo- 
pathic physician  wished  to  be  listed  in  the 
Education  Department’s  roster  of  registered 
physicians  as  a doctor  of  medicine,  this  could 
be  done. 

A special  instance  of  what  has  resulted 
from  Mr.  Brind’s  ruling  is  the  situation  in- 
volving an  osteopathic  physician  who  grad- 
uated in  1961  from  the  Kansas  City  College  of 
Osteopathy  and  Surgery  with  the  degree  of 
D.O.  and  who,  in  the  same  year,  was  licensed 
by  the  State  of  Kentucky  as  an  osteopathic 
physician.  In  1962,  this  osteopathic  physi- 
cian applied  for,  and  received,  an  M.D. 
degree  from  the  California  College  of  Medicine 
without  ever  having  attended  that  school 
either  before  or  after  it  changed  its  name 
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from  the  College  of  Osteopathic  Physicians 
and  Surgeons.  In  1963,  he  applied  for 
reciprocal  licensure  in  New  York  on  the  basis 
of  his  Kentucky  osteopathic  license  and  this 
was  granted.  At  his  request,  and  because  of 
Mr.  Brind’s  ruling,  the  letters 
following  the  letters  “D.O.,”  were  inscribed 
on  his  New  York  license  and  he  was  listed 
among  the  doctors  of  medicine  in  the  De- 
partment’s registry  of  physicians. 

We  protested  this  action.  Early  in  Janu- 
ary, 1964,  we  wrote  to  the  Hon.  Edgar  W. 
Couper,  Chancellor  of  the  Board  of  Regents 
of  the  University  of  the  State  of  New  York. 
Among  other  things,  we  had  this  to  say: 

It  is  not  the  intention  of  the  Medical  Society  of  the 
State  of  New  York  to  question  the  right  of  the 
osteopathic  physicians  to  practice  “medicine  and 
surgery”  as  D.O.’s  in  New  York,  after  suitable  ex- 
amination; but  it  is  the  intent  of  the  Society  to 
question  and  deplore  the  ruling  of  Mr.  Brind  (counsel 
to  the  State  Education  Department)  licensing  these 
physicians  as  M.D.’s. 

It  is  clear  from  both  the  statutory  requirements  of 
the  Education  Law  and  the  Commissioner’s  regula- 
tions that  the  degree  of  M.D.  and  the  degree  of  D.O. 
are  separate  and  distinct  recognitions  of  separate  and 
distinct  educational  and  professional  disciplines 
requiring  attendance  at  separate  and  distinct  pro- 
fessional schools. 

The  M.D.  degrees  received  by  the  osteopathic 
physicians  from  the  California  school  were  not 
granted  as  a result  of  additional  medical  training  and 
were  not  based  on  study  or  on  attendance  at  a 
medical  school. 

We  should  like  to  emphasize  that  the  primary  con- 
cern of  the  Medical  Society  of  the  State  of  New  York 
is  not  that  these  osteopathic  physicians  are  improp- 
erly licensed  to  practice  “medicine  and  surgery”  in 
New  York,  but  that  the  public  will  be  misled  and 
deceived  by  the  addition  of  the  unearned  degree  of 
M.D.  on  their  licenses  when  these  men  have  never 
studied  or  attended  a medical  school. 

We  are  sure  that  you  (chancellor  of  the  Board  of 
Regents)  are  aware  that  lay  persons  place  great 
reliance  on  the  educational  background  of  those 
entrusted  with  their  physical  well-being.  They  are 
entitled  to  rely  on  the  official  licensing  document 
issued  by  this  State  as  representing  a true  and 
accurate  indication  of  their  physician’s  training  and 
education. 

An  unearned  degree  of  M.D.,  obtained  by  simply 
paying  a fee  without  the  necessity  of  study  or  attend- 
ance at  a medical  school,  is  on  its  face  a snare  and 
deception  to  which  the  Education  Department  should 
not  acquiesce,  nor  to  which  it  should  be  a party. 

The  ruling  of  Mr.  Brind  permits  a fraud 
to  be  perpetrated  on  the  citizenry  of  this 
State. 

We  did  receive  an  answer  from  Mr.  Couper. 
It  was  totally  unsatisfactory.  This  was  his 
statement: 

Upon  investigation  we  found  that  Dr.  Brind,  the 
counsel  of  the  State  Education  Department,  has 
rendered  the  same  opinion  for  years,  holding  that 
degrees  legally  issued  in  another  state  and  recognized 
in  that  state,  are  entitled  to  recognition  in  New  York. 
The  Regents  concurred  in  this  view. 

At  its  meeting  on  June  11, 1964,  the  Council 
approved  this  statement: 


“It  is  the  sense  of  this  Council  that  active 
membership  in  this  Society  should  be  limited 
to  graduates  of  recognized  medical  schools 
who  have  completed  not  less  than  four  satis- 
factory courses  of  at  least  eight  months  each 
in  a medical  school  in  this  country  or  Canada 
registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  Department  of 
Education,  or  in  a medical  school  in  a foreign 
country  maintaining  a standard  not  lower 
than  that  prescribed  for  medical  schools  in 
this  State,  and  that  the  county  societies 
amend  their  constitutions  and  bylaws  ac- 
cordingly.” 

(This  is  in  keeping  with  the  State  Education 
Department  Handbook  9,  concerning  medi- 
cine, including  osteopathy  and  physio- 
therapy, Section  6506,  paragraph  4.) 

At  the  February,  1965,  House  of  Delegates, 
a resolution  was  presented  to  change  Chapter 
I,  Section  1 of  our  Bylaws  to  read  as  follows: 
“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than 
four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  school  in  the 
United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard 
satisfactory  to  the  medical  licensing  au- 
thorities of  the  State  of  New  York,  or  in  a 
medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  pre- 
scribed for  medical  schools  in  this  State. 
The  active  and  junior  members  shall  be  all 
active  and  junior  members  in  good  standing 
of  the  component  county  medical  societies 
and  the  American  Medical  Associa- 
tion.” 

At  present,  the  edict  of  Mr.  Brind  still 
stands;  and  now  the  “D.O. -M.D.’s”  are  ask- 
ing for  admission  to  county  medical  societies. 

Much  to  our  disappointment,  the  A.M.A. 
Committee  on  Osteopathy  and  Medicine  has 
not  been  of  much  help  to  us.  It  is  com- 
mitted to  the  philosophy  of  merging  osteop- 
athy into  medicine  at  any  cost — a policy  to 
which  no  doctor  of  medicine  should  sub- 
scribe. Of  course,  this  is  a matter  for  the 
individual  states  to  determine.  In  this 
country,  only  California  and  our  own  State 
have  pursued  the  course  advocated  by  the 
A.M.A. 

Recently,  a Missouri  intermediate  ap- 
pellate court  ruled  that  “an  osteopath  who 
had  received  the  degree  of  medical  doctor 
from  a college  of  medicine  was  not  entitled  to 
have  that  degree  entered  on  his  license,  where 
he  had  never  attended  the  medical  college.” 
One  other  important  statement  of  the  court 
was  this:  “The  issuance  of  diplomas  and  the 
conferring  of  degrees  thereby  is  evidence  that 
the  recipient  has  pursued  the  required  cur- 
riculum and  has  gi-aduated.  The  legislature 
would  not  have  expected  that  any  medical  or 
osteopathic  college  would  issue  a diploma 
conferring  a degree  of  M.D.  or  D.O.  to  anyone 
who  had  never  attended  the  college  and  had 
never  been  ‘graduated’  therefrom.” 
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Recently,  a Justice  of  the  Supreme  Court  in 
Queens  County  rendered  an  opinion  that  a 
D.O.-M.D.  should  be  accepted  into  member- 
ship in  the  Medical  Society  of  the  County  of 
Queens.  This  decision  has  been  appealed  to 
the  Appellate  Division  and  will  go  to  the 
higher  courts  if  necessary. 

In  June  of  this  past  year,  there  appeared  in 
the  Federation  Bulletin,  published  by  the 
Federation  of  State  Medical  Boards  of  the 
United  States,  an  article  entitled  “Return  to 
the  Pre-Flexner  Days.”  I would  advise  all 
of  you  to  read  it.  I am  sure  that  it  can  be 
obtained  in  most  medical  libraries. 

We  are  happy  to  report  that  the  New  York 
State  Osteopathic  Society  feels  the  same  way 
that  we  do  about  the  granting  of  unearned 
degrees.  They  are  opposed  to  what  we  have 
called  the  “Rape  of  the  Degree  of  Doctor  of 
Medicine.” 

The  Osteopathic  Society  will  institute  an 
Article  78  proceeding  against  the  State 
Education  Department  (actually  Mr.  Brind) 
in  the  matter  of  the  recognition  of  unearned 
M.D.  degrees  awarded  to  certain  D.O.’s. 
We  were  asked  to  act  as  amicus  curiae  in  this 
case.  This  request  was  approved  by  the 
Council  at  its  meeting  on  September  23. 
We  must  cooperate  in  every  way  in  an  at- 
tempt to  correct  a very  definite  inequity. 
We  must  stress  again  one  fact — the  osteo- 
paths are  taking  this  action  themselves, 
despite  the  fact  that  the  pure  D.O.  degree  is 
not  involved  at  this  time. 

For  those  who  do  not  understand  what  a 78 
proceeding  is,  the  following  explanation  has 
been  prepared  by  Dick  Bums.  This  is  part  of 
Civil  Practice  Law  and  Rules: 

An  Article  78  proceeding  is  a statutory 
device  providing  for  the  review  by  a court  of 
competent  jurisdiction  of  the  following  ques- 
tions relating  to  public  bodies  and  officers: 

1.  Whether  the  body  or  officer  failed  to 
perform  a duty  enjoined  upon  it  by  laws;  or 

2.  Whether  the  body  or  officer  proceeded, 
is  proceeding,  or  is  about  to  proceed  without 
or  in  excess  of  jurisdiction;  or 

3.  Whether  a determination  was  made  in 
violation  of  lawful  procedure,  was  affected  by 
an  error  of  law,  or  was  arbitrary  and  ca- 
pricious or  an  abuse  of  discretion,  including 
abuse  of  discretion  as  to  the  measure  of  mode 
of  penalty  or  discipline  imposed;  or 

4.  Whether  a determination  made  as  a 
result  of  a hearing  held,  and  at  which  evidence 
was  taken,  pursuant  to  direction  by  law  is,  on 
the  entire  record,  supported  by  substantial 
evidence. 

All  that  we  can  do  now  is  wait  for  further 
developments.  If  we  were  asked  to  sum- 
marize the  situation,  I would  say  that  (1)  we 
will  associate  with  osteopaths  professionally 
if  they  practice  the  same  scientific  medicine 
as  the  doctors  of  medicine  do;  and  (2)  we 
will  not  accept  the  philosophy  and/or  edict  of 
the  State  Education  Department  that  a D.O. 
may  be  awarded  the  degree  of  M.D.  without 
ever  having  attended  a recognized  school  of 


medicine.  It  is  our  strong  opinion  that  an 

unearned  degree  of  this  type  is  not  valid. 

Recently,  William  F.  Martin,  our  counsel, 
was  in  touch  with  the  attoxney  of  the  New  York 
State  Osteopathic  Society  and  he  will  cooperate 
in  every  possible  way  in  the  Article  78  proceed- 
ing against  the  New  York  Education  Depart- 
ment. 

Miscellaneous. 

A.M.A.-E.R.F.  Grants  to  Medical  Schools. 
During  the  spring,  “Bing”  Blasingame  trans- 
mitted to  your  executive  vice-president  a num- 
ber of  checks  which  represented  the  allocation  of 
1964  A.M.A.-E.R.F.  contributions  to  the  medi- 
cal schools  of  our  State. 

In  April,  checks  amounting  to  $73,191.76 
were  given  to  the  ten  medical  schools — State 
University  of  New  York  at  Buffalo  School  of 
Medicine,  New  York  University  School  of 
Medicine,  Cornell  University  Medical  School, 
Albert  Einstein  College  of  Medicine,  New  York 
Medical  College,  State  University  of  New  York 
Upstate  Medical  Center  College  of  Medicine, 
Albany  Medical  College,  Columbia  University 
College  of  Physicians  and  Surgeons,  University 
of  Rochester  School  of  Medicine  and  Dentistry, 
and  the  State  University  of  New  York  Down- 
state  Medical  Center. 

On  behalf  of  A.M.A.-E.R.F.,  the  presenta- 
tions to  representatives  of  most  of  these  schools 
were  made  at  a regular  meeting  of  the  Council. 

Thousands  of  physicians  and  their  families 
and  friends  throughout  the  country  contributed 
$1,315,559.31  to  the  Foundation  during  1964. 

Since  1951,  the  A.M.A.-E.R.F.  has  distrib- 
uted more  than  $15,000,000  through  its  funds 
for  medical  school  programs.  Medical  school 
deans  may  use  the  money  on  a completely  un- 
restricted basis. 

As  most  of  you  know,  contributors  to  A.M.A.- 
E.R.F.  can  designate  a specific  school  to  receive 
their  gifts  or  they  can  be  given  without  designa- 
tion. In  the  latter  case,  their  contributions  are 
distributed  among  all  approved  U.S.  medical 
schools.  Of  the  A.M.A.-E.R.F.  money  that  has 
been  donated  to  the  88  schools  this  year,  25 
per  cent  represented  undesignated  gifts.  Be- 
cause the  A.M.A.  and  the  state  medical  societies 
assume  all  costs  of  administering  the  program, 
none  of  the  contributed  money  is  used  for  ex- 
penses of  collection  and  distribution. 

Joint  Legislative  Committee  to  Revise  and 
Simplify  the  Education  Law.  One  year  ago,  we 
discussed  the  Joint  Legislative  Committee  to 
Revise  and  Simplify  the  Education  Law,  of 
which  Senator  Earl  Brydges  was  then  chairman. 
We  pointed  out  that  a subcommittee  had  been 
appointed  to  investigate  the  operation  of  the 
existing  education  law  as  it  pertains  to  the  pro- 
fessions. During  1964,  there  was  some  progress 
in  this  direction. 

This  year,  due  to  a change  in  political  control 
of  the  Senate  and  Assembly,  a new  joint  legis- 
lative committee  was  appointed,  with  Assembly- 
man  Joseph  Kottler,  Democrat,  as  chairman. 
Nothing  was  accomplished.  This  activity  has 
been  at  a standstill. 
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Beginning  in  January,  the  majority  party  of 
the  Senate  will  be  Republican  and  the  majority 
party  of  the  Assembly  will  be  Democratic. 
Certainly,  there  will  be  a change  in  the  com- 
position of  the  joint  legislative  committee.  We 
hope  that  the  new  group  will  get  together  and 
try  to  do  something  for  the  professions  of  this 
State,  especially  those  disciplines  which  are 
under  the  jurisdiction  of  the  State  Education 
Department.  We  are  committed  to  help  this 
joint  legislative  committee  in  every  way  pos- 
sible. 

Quackery.  We  hope  that  those  who  attended 
the  New  York  State  Congress  on  Health 
Quackery,  which  was  held  in  New  York  City  on 
April  7,  were  impressed  with  it  as  much  as  we 
were.  We  enjoyed  it  immensely.  In  our 
opinion,  this  program  was  well  planned  and  very 
well  received.  A more  detailed  description  of 
what  took  place  is  contained  in  the  report  of  the 
Council  Committee  on  Public  Relations. 

Holding  this  one  conference  is  not  enough. 
We  must  continue  to  fight  quackery  at  all 
times — in  all  parts  of  the  State- — with  the  hope 
that  some  day  most  of  it  will  be  eliminated. 
Our  program  for  the  early  part  of  1966  includes 
another  Congress  on  Quackery,  to  be  held  in  the 
western  part  of  the  State.  As  yet,  the  exact 
site  has  not  been  determined;  but  we  can  assure 
you  that  a Congress  will  be  held. 

In  a letter,  dated  March  30,  1965,  Neville  L. 
Bennington,  Ph.D.,  Assistant  Commissioner  for 
Professional  Education,  requested  that  we 
nominate  three  candidates  for  one  appointment 
to  the  New  York  State  Board  of  Chiropractic 
Examiners,  to  succeed  Dr.  Francis  M.  Kimble, 
whose  term  expired  on  July  31,  and  who  was  not 
eligible  for  reappointment. 

The  Council  reaffirmed  our  previous  position 
and  notified  the  executive  vice-president  to  so 
inform  Dr.  Bennington.  We  will  not  recom- 
mend a doctor  of  medicine  for  a place  on  the 
chiropractic  board.  We  should  remember  that 
there  are  seven  members  on  this  board — four 
chiropractors,  one  osteopath,  one  so-called 
expert  in  the  basic  sciences,  and  one  M.D. 
Again  we  must  point  out  that  we  would  be  only 
one  voice  among  many — just  a “cry  in  the 
wilderness.” 

Women’s  Auxiliary.  We  have  effected  a 
change  in  the  Table  of  Organization  of  the  staff. 
The  Woman’s  Auxiliary,  which  was  previously 
assigned  to  the  Division  of  Communications, 
has  been  transferred  to  the  Division  of  Adminis- 
tration. It  is  our  feeling  that,  since  the  execu- 
tive vice-president — by  mandate  of  the  House  of 
Delegates  and  the  Council — is  the  adviser  to  the 
Woman’s  Auxiliary,  the  latter’s  activities  should 
be  a responsibility  of  the  Administrative  Divi- 
sion. 

We  have  received  word  that  the  incorporation 
of  the  Woman’s  Auxiliary  soon  will  be  com- 
pleted. This  procedure  was  approved  by  the 
Council  sometime  ago. 

We  have  cooperated  with  the  Woman’s 
Auxiliary  in  every  way  possible.  The  relation- 
ship between  our  two  groups  has  been  good. 


For  the  first  time,  the  president  of  our  Auxiliary 
asked  to  appear  before  the  Council,  and  this 
privilege  was  granted.  Mrs.  Harry  Dan  Vick- 
ers addressed  this  body  on  September  23. 
She  discussed,  in  considerable  detail,  the  activ- 
ities of  the  Auxiliary  in  various  areas — poten- 
tial membership,  the  A.M.A.-E.R.F.,  the  New 
York  State  Exposition  in  Syracuse,  public  rela- 
tions, health  career  clubs,  future  nurses  clubs, 
the  Physicians’  Home,  and  joint  meetings  be- 
tween the  men  of  medicine  and  the  Auxiliary. 

Folsom  Report.  In  accordance  with  the 
wishes  of  the  Council,  we  transmitted  to  the 
presidents,  secretaries,  and  executive  secretaries 
of  the  county  medical  societies  copies  of  the 
Summary  of  Findings  and  Recommendations  of 
the  Governor’s  Committee  on  Hospital  Costs 
(Folsom  Committee).  This  report  was  also 
printed  in  the  Journal,  and  reprints  were  made 
available  to  anyone  who  asked  for  them. 

In  our  communication,  we  stressed  the  point 
that  the  Council  had  recommended  that  each 
county  medical  society  make  a thorough  study 
of  the  F olsom  Report  and  submit  comments  and 
recommendations  to  us  as  quickly  as  possible. 
The  response  to  this  request  has  not  been  very 
satisfactory. 

As  you  all  know,  the  purpose  of  this  action 
of  the  Council  was  to  alert  the  medical  pro- 
fession in  New  York  State  to  the  importance 
of  the  report  and  the  urgency  for  immediate 
consideration  and  long-range  planning.  We 
must  be  prepared  to  discuss  it  with  govern- 
mental officials  at  the  proper  time. 

The  complete  report — not  only  a summary  of 
it — will  be  made  available  in  the  very  near 
future. 

Heart  Disease,  Cancer,  and  Stroke.  Following 
is  a letter  dated  June  2 from  Dr.  Willis  and  Dr. 
Ingraham  to  Governor  Rockefeller,  requesting 
appointment  of  an  ad  hoc  committee  to  consider 
the  implications,  for  New  York  State,  of  the 
President’s  Commission  on  Heart  Disease, 
Cancer,  and  Stroke: 

We  are  writing  to  suggest  the  need  for  an  ad  hoc 
committee  to  consider  the  implications  for  New  York 
of  the  report  of  the  President’s  Commission  on  Heart 
Disease,  Cancer,  and  Stroke,  announced  last  Decem- 
ber. 

The  report’s  recommendations,  which  were  gen- 
erally incorporated  in  the  President’s  January  mes- 
sage to  Congress  on  health,  propose  a program  of  re- 
search, education,  training,  diagnosis,  treatment,  and 
rehabilitation  centered  around  a system  of  multi- 
purpose regional  medical  complexes. 

Neither  the  report  nor  proposed  implementing 
legislation  describe  the  mechanisms  through  which 
the  proposed  program  is  to  be  carried  out,  except  to 
suggest  that  “each  state  develop  its  own  heart  disease 
control  program.” 

The  committee  we  are  suggesting  would  review  the 
applicability  of  the  report’s  findings  in  New  York 
State,  identify  State-wide  and  regional  needs  in  com- 
bating these  diseases,  and  develop  plans  to  make  full 
use  of  the  State’s  many  existing  resources  in  ad- 
ministering a Federally-supported  program  in  this 
area. 

New  York  has  profited  from  its  excellent  relations 
with  the  medical  community  in  initiating  programs  to 
combat  heart  disease,  cancer,  and  stroke  that  lead 
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the  nation.  Our  State  Hospital  Review  and  Plan- 
ning Council  and  our  regional  councils  already  prac- 
tice the  concept  of  regional  medicine  preached  in  the 
President’s  report. 

We  believe  it  would  indeed  be  unfortunate  if  our 
excellent  relationships  and  our  demonstrated  initia- 
tives  were  allowed  to  wither  because  of  our  failure  to 
anticipate  the  impact  of  the  proposed  Federal 
program. 

Consequently,  we  recommend  appointment  of  a 
committee  to  carry  out  the  duties  suggested  above, 
representing  the  State  Health  Department,  the 
State  Medical  Society,  medical  centers  affiliated 
with  medical  schools,  State  affiliates  of  the  American 
Cancer  Society  and  the  American  Heart  Association, 
the  State  Hospital  Review  and  Planning  Council,  the 
State  Hospital  Association,  and  three  to  five  other 
persons  interested  in  community  health. 

If  this  suggestion  meets  with  your  approval,  we 
will  be  pleased  to  submit  qualified  nominees  to  you 
for  appointment  to  the  committee. 

Dr.  Willis  has  just  received  a communication 
from  the  Governor  approving  the  appoint- 
ment of  such  a committee,  which  will  consist  of 
representatives  of  the  medical  schools  (deans), 
the  Medical  Society  of  the  State  of  New  York, 
the  New  York  State  Hospital  Review  and 
Planning  Council,  the  Roswell  Park  Memorial 
Institute,  the  Memorial  Hospital  in  New  York 
City,  the  State  Heart  Assembly,  the  New  York 
State  Heart  Association,  the  commissioners  of 
the  New  York  State  and  New  York  City 
Departments  of  Health,  the  New  York  State 
Hospital  Association,  and  the  New  York  City 
and  New  York  State  sections  of  the  American 
Cancer  Society. 

You  will  hear  more  of  the  deliberations  of 
this  committee  in  the  not-too-distant  future. 

A.M.A.  In  a letter  of  September  10,  Mr. 
Robert  A.  Enlow,  director  of  the  A.M.A. 
Circulation  and  Records  Department,  reminded 
us  that  there  will  be  no  change  in  the  A.M.A. 
membership  dues  for  the  calendar  year  1966. 
They  will  remain  at  $45  per  calendar  year. 

We  are  in  receipt  of  a communication  from 
Bryan  C.  T.  Fenton,  director  of  the  A.M.A. 
Department  of  Governmental  Medical  Services. 
It  contains  news  which,  we  believe,  will  be  of 
interest: 

The  following  information  is  furnished  relative  to 
the  pending  draft  call  for  1,529  physicians  who  will  be 
ordered  to  active  duty  during  the  period  January 
through  April,  1966. 

(1)  Physicians  receiving  an  order  to  report  for 
physical  examination  does  not  necessarily  mean  that 
they  will  be  called  for  induction. 

(2)  Procedure  of  the  call  will  be  those  physicians 
who  have  attained  age  twenty-six  in  the  order  of  their 
dates  of  birth  with  the  youngest  being  selected  first. 

(3)  Marriage  or  fatherhood  are  not  ground  for 
deferment. 

(4)  Physicians  are  not  vulnerable  after  reaching 
their  thirty-fifth  birthday. 

(5)  If  a disproportionate  number  of  residents  are 
called  from  one  hospital  or  one  department  or  service 
in  a hospital,  appeal  should  be  made  by  calling  the 
matter  to  the  attention  of  the  state  medical  advisory 
committee  to  Selective  Service.  Each  state  has  such 
a committee. 

(6)  Residents  participating  in  the  Armed  Forces 
Berry  Plan  will  not  be  subject  to  this  call. 


(7)  An  appeal  of  classification  must  be  made  to  the 
draft  board  within  ten  days  after  the  date  the  local 
board  mails  the  classification  notice. 

(8)  The  Soldiers  and  Sailors  Relief  Act  of  1940,  as 
amended,  is  applicable  for  the  purpose  of  suspending 
enforcement  of  certain  civilian  liabilities  of  persons 
assigned  to  the  Armed  Forces.  The  provisions  of 
this  Act  may  be  obtained  from  legal  agencies  of  the 
Federal  government  or  civilian  attorneys. 

New  York  State  Association  of  Professions 
( NYSAP ).  This  organization  is  still  having 
“growing  pains.”  It  has  not  “caught  fire” 
as  we  hoped  it  would — although  a very  fine 
group  of  men  are  directing  its  activities  and 
campaigning  actively  for  greater  representation 
from  the  professions  involved. 

Without  a doubt,  NYSAP  can  and  should  be 
a potent  force  for  the  benefit  of  the  disciplines 
which  are  members  of  it. 

At  the  last  A.M.A.  convention  in  New  York 
City  in  June  the  House  of  Delegates  approved 
the  following: 

Resolved,  That  the  constituent  medical  so- 
cieties of  the  A.M.A.  be  encouraged  to  take  a 
leadership  role  in  the  formation  of  State 
Associations  of  the  Professions  to  provide  a 
vehicle  for  interprofessional  cooperation  in 
those  areas  where  united  activity  of  the  var- 
ious professions  can  be  of  great  benefit;  and 
be  it  further 

Resolved,  That  the  Board  of  Trustees  of  the 
A.M.A.  be  requested  to  consider  the  potential 
advantages  of  aiding  in  the  development  of 
the  American  Association  of  the  Professions. 

Expenses.  Chapter  IX,  Section  1,  of  our 
Bylaws  is  concerned  with  expenses.  In  it  is 
contained  this  statement:  “Delegates  of  the 

district  branches  and  section  delegates  sitting 
in  the  House  of  Delegates  shall  be  allowed 
necessary  expenses  by  the  Medical  Society  of 
the  State  of  New  York.”  Since  these  two 
latter  groups  are  provided  with  expenses  be- 
cause of  the  fact  that  they  sit  in  our  House  as 
delegates,  why  should  not  this  privilege  be 
extended  to  include  the  past-presidents  of  our 
Society,  who  are  members  for  life  of  the  House, 
with  full  rights  and  privileges? 

In  our  opinion,  this  is  an  area  that  has  been 
neglected  too  long.  A short  time  ago,  the 
American  Medical  Association  saw  this  in- 
equity— as  it  concerned  its  past-presidents — 
and  made  proper  adjustments. 

We  propose  that  this  idea  be  presented  to  the 
Committee  on  Constitution  and  Bylaws  and 
that  later,  at  the  proper  time,  it  be  submitted 
to  the  House  for  ratification. 

We  have  re-established  the  routine  of  com- 
piling a “Digest  of  the  Minutes  of  the  Council 
Meetings.”  We  have  been  sending  copies  to 
the  members  of  the  Council,  the  secretaries 
and  executive  secretaries  of  county  medical 
societies,  and  also  to  the  chairmen  of  com- 
mittees. 

Meetings.  Since  the  last  annual  conven- 
tion, we  have  attended  the  following  “unusual” 
meetings  and  conferences: 

1.  A meeting  with  James  R.  Arnold  and 
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Frank  Appleton,  our  indemnity  representatives, 
in  New  York  City,  on  February  25.  This 
conference  was  concerned  with  malpractice 
insurance  for  nonmembers  of  the  Society, 
primarily  for  those  physicians  who,  for  financial 
or  other  reasons,  do  not  apply  for  Society 
membership  as  soon  as  they  become  eligible. 

2.  A meeting  of  the  Nassau  Neuropsychiatric 
Society,  in  New  York  City,  on  Sunday,  February 
28.  This  get-together  was  open  to  the  various 
psychiatric  district  branch  representatives. 

The  problem  of  nonmedical  personnel  prac- 
ticing medicine  was  discussed  thoroughly. 
The  psychiatrists  are  worried  about  the  intru- 
sion of  laymen  into  psychiatry.  The  assistance 
of  the  State  Society  has  been  solicited  in  an 
effort  to  prevent  this  “illegal”  procedure. 

3.  A visit  to  Albany  to  discuss  the  legislative 
situation,  on  March  1. 

4.  A meeting  of  the  Nursing  Education  Com- 
mittee, in  New  York  City,  on  March  4.  In- 
vited to  this  conference  were  not  only  repre- 
sentatives of  medicine  and  nursing,  but  also  a 
number  of  people  from  the  New  York  State 
Hospital  Association. 

The  joint  statement,  previously  approved  by 
the  Council,  was  reviewed.  It  was  our  feeling 
that  no  document  concerned  with  nursing  and 
hospital  care  should  be  transmitted  to  the 
hospitals  of  our  State  without  the  approval  of 
the  hospital  administrator  group. 

Later,  the  joint  statement  was  reported  in 
the  News  of  New  York. 

5.  Our  annual  legislative  trip  to  Washington, 
on  March  9 and  10.  We  visited  a number  of 
members  of  the  House  of  Representatives,  and 
we  were  afforded  the  privilege  of  speaking 
to  Senators  Javits  and  Kennedy.  The  report 
of  the  Committee  on  Federal  Legislation  will 
have  more  to  say  about  this  activity. 

6.  A meeting  of  the  New  York  State  Hospital 
Review  and  Planning  Council,  in  New  York 
City,  on  March  11.  Norman  S.  Moore,  M.D., 
is  chairman  of  the  Council. 

7.  A meeting  of  the  A.M.A.  Committee  to 
Review  the  Organization  of  the  House  of 
Delegates,  in  Chicago,  on  March  12  and  13. 
Our  work  is  still  not  completed,  although  a 
progress  report  was  submitted  to  the  A.M.A. 
House  of  Delegates  when  it  met  in  June. 

8.  A visit  to  the  Statler  Hilton  on  March  15 
and  the  New  York  Hilton  on  March  16.  Al- 
though we  are  committed  to  the  Americana  for 
a number  of  years,  we  are  planning  for  the 
future.  We  will  continue  to  investigate  and 
analyze  the  situations  in  other  hotels.  We 
will  compare  facilities  and  costs. 

9.  A meeting  of  the  local  arrangements 
committee  for  the  A.M.A.  convention  in  June, 
in  New  York  City,  on  March  16.  Leo  Brown 
of  the  A.M.A.  attended.  William  L.  Wheeler, 
Jr.,  M.D.,  was  appointed  chairman  of  the 
committee. 

10.  A luncheon-reception  for  Mrs.  Rose 
Fitzgerald  Kennedy,  in  recognition  of  the 
achievements  of  the  Joseph  P.  Kennedy,  Jr. 
Foundation  in  the  field  of  mental  retardation 
and  human  development,  at  the  Albert  Einstein 


College  of  Medicine,  in  New  York  City,  no 
March  18.  The  guest  speaker  was  Senator 
Robert  Kennedy,  who  announced  a gift  of 
over  one  million  dollars  to  the  College  for  re- 
search work  in  this  field. 

11.  The  Legislative  Correspondents  Dinner, 
in  Albany,  on  March  20.  As  most  of  you 
know,  this  is  an  annual  event.  The  “lampoon” 
show  is  produced  by  the  newspapermen  assigned 
to  the  Capitol.  The  legislators  are  taken  to 
task  in  a more  or  less  humorous  vein.  Un- 
fortunately, many  of  the  representations  are 
true! 

12.  A special  meeting  with  John  G.  Dowd, 
counsel  to  the  Joint  Legislative  Committee  to 
Revise  and  Simplify  the  Education  Law,  in 
Albany,  on  March  22.  Dr.  Greenough  and 
Mr.  Burns  also  were  present.  Many  “areas” 
were  discussed. 

13.  Dr.  Azzari,  Mr.  Bums,  and  your  ex- 
ecutive vice-president  met  with  the  Honorable 
Mario  Cariello,  president  of  the  Borough 
of  Queens,  in  Queens  County,  on  the  morning 
of  March  26.  In  an  informal  way,  we  discussed 
a possible  site  for  the  building  of  the  State 
Medical  Society  in  that  borough.  It  should  be 
pointed  out  that  there  were  no  definite  deter- 
minations and  no  commitments.  Our  visit 
was  purely  exploratory  in  nature. 

14.  An  appearance  on  CBS  radio  in  New 
York  City,  on  the  afternoon  of  March  29. 
Roald  N.  Grant,  M.D.,  of  the  American 
Cancer  Society,  and  your  executive  vice- 
president  discussed  medical  quackery  on  the 
Ed  Joyce  Show. 

15.  Mr.  Burns  and  your  executive  vice- 
president  met  with  Mr.  James  Heimbaugh  at 
the  Americana,  in  New  York  City,  on  March 
30,  to  discuss  the  activities  of  our  last  con- 
vention and  to  plan  for  future  affairs. 

16.  We  appeared  on  the  Johnny  Car-son 
Show,  in  New  York  City,  on  March  30.  The 
program  was  taped  from  7 : 30  p.m.  to  9:00 
p.m.,  and  later  was  shown  from  11:30  p.m.  to 
1:00  a.m.  The  subject  was  quackery.  We 
enjoyed  being  on  the  program,  and  we  are 
grateful  to  Mr.  Carson  for  bearing  with  us. 
As  yet,  we  have  received  no  offers  from  Holly- 
wood. 

17.  Careers  Day  in  Medicine,  conducted  by 
the  Medical  Society  of  the  County  of  New  York, 
at  the  New  York  University  Medical  Center, 
on  April  3.  This  meeting,  consisting  of  morn- 
ing and  afternoon  sessions,  was  well  attended. 
The  young  people  were  interested  in  what  was 
going  on  and  asked  many  intelligent  questions. 
We  believe  that  this  is  a very  important  project 
for  our  youngsters  and  should  be  repeated  as 
often  as  possible. 

At  the  morning  session,  “Challenges  and 
Opportunities,”  a number  of  clinicians  and 
researchers  discussed  various  matters  con- 
cerned with  a medical  career.  The  afternoon 
session  was  devoted  to  “Practical  Aspects.” 
A number  of  deans  discussed  scholastic  require- 
ments; tuition  fees,  loans,  and  scholarships; 
internship  and  residency  training,  and  scholastic 
attributes  to  success  in  medical  studies. 
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18.  A State-wide  conference  on  water  pol- 
lution, on  April  6,  in  Syracuse.  This  very 
important  meeting  was  sponsored  by  the 
State  Charities  Aid  Association.  Undoubtedly, 
water  pollution  is  a grave  and  growing  problem. 
Public  officials  and  other  experts  in  the  field 
talked  about  the  various  facets  of  a “clean 
water”  program  to  safeguard  health  and 
restore  the  recreational  potential  of  streams, 
lakes,  and  beaches.  There  were  up-to-the- 
minute  reports  on  legislative  developments, 
financing  opportunities,  and  the  impact  of  water 
pollution  on  local  governments. 

19.  A meeting  on  legislation,  in  Albany,  on 
April  8.  Our  State  legislation  program  was 
reviewed.  Also  present  were  Drs.  Blake  and 
Carter,  Mr.  Foy,  Mr.  Albright,  Mr.  Burns, 
and  Mr.  Tracey. 

20.  A meeting  of  the  Woman’s  Auxiliary 
to  the  Nassau  County  Medical  Society,  at  the 
home  of  Wendell  L.  Hughes,  M.D.,  in  Roslyn 
Harbor,  on  April  20.  We  discussed  “quack- 
ery.” 

21.  The  second  annual  spring  conference  of 
the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York,  in  Rochester,  on 
April  25  and  26.  At  the  annual  banquet,  held 
on  the  evening  of  the  26,  our  president  was  the 
main  speaker. 

Mrs.  Harry  Dan  Vickers,  president  of  the 
Auxiliary,  announced  that  the  slogan  for  1965 
was  “Each  an  Auxiliary  Ambassador.”  We 
were  told  that,  as  in  the  past,  the  ladies  would 
assist  us  in  any  project  that  we  bring  to  then- 
attention. 

22.  The  173rd  annual  meeting  of  the  Con- 
necticut State  Medical  Society,  in  Hartford, 
April  27  and  28.  As  usual,  this  was  a good 
meeting — -from  both  the  business  and  scientific 
standpoints.  As  we  have  said  before,  the 
problems  of  our  neighbors  do  not  differ  ma- 
terially from  our  own. 

We  were  given  the  privilege  of  addressing 
their  House  of  Delegates.  The  subject  of  our 
short  talk  was  “What  the  Federal  Program 
Has  in  Store  for  Us.”  Also,  we  attended  the 
annual  dinner  of  the  Connecticut  State  Medical 
Society.  The  guest  speaker  was  James  Z. 
Appel,  M.D.,  then  president-elect  of  the 
American  Medical  Association. 

23.  Another  meeting  of  the  American  Medical 
Association  Committee  to  Reorganize  the 
House  of  Delegates,  in  Chicago,  April  30  and 
May  1. 

24.  A dinner  to  honor  the  State  legislators 
from  the  Long  Island  area,  in  Albany,  on  May  3. 
There  was  no  formal  program — just  “socializ- 
ing” and  a bit  of  “politicking.”  We  met 
quite  a few  important  people — those  who 
determine  our  destiny  in  Albany. 

25.  A roundtable  dinner  meeting  on  the 
subject  of  postgraduate  psychiatric  education 
of  the  general  practitioner,  held  at  the  annual 
meeting  of  the  American  Psychiatric  Associa- 
tion, at  the  Americana,  in  New  York  City,  on 
May  4.  Matthew  Brody,  M.D.,  chairman  of 
the  Subcommittee  on  Mental  Health  of  the 
Medical  Society  of  the  County  of  Kings, 


invited  us  to  be  present  at  this  very  interesting 
conference. 

26.  At  the  invitation  of  the  A.M.A.  Com- 
mittee on  Blood,  of  which  Charles  C.  Smeltzer, 
M.D.,  of  Knoxville,  Tennessee,  is  chairman, 
we  participated  in  a meeting  held  in  New  York 
City,  on  May  7 and  8.  Waring  Willis,  M.D., 
and  John  Galbraith,  M.D.,  were  also  present 
at  one  of  the  sessions.  Many  phases  of  the 
blood  problem  were  discussed.  We  also  toured 
the  building  of  the  New  York  Community 
Blood  Council,  located  on  East  67th  Street. 
As  many  of  you  know,  August  H.  Groeschel, 
M.D.,  is  president  of  the  Council. 

27.  A meeting  of  the  Medical  Section  of  the 
New  York  Board  of  Trade,  in  New  York  City, 
on  March  10.  It  was  the  final  meeting  of  the 
year — actually,  the  annual  meeting — at  which 
new  officers  were  elected  and  annual  reports  of 
committees  were  submitted. 

28.  A luncheon  tendered  by  Popular  Science, 
in  New  York  City,  on  May  11.  This  was 
truly  “A  Salute  to  Science.”  The  famous 
aerospace  technologist,  Dr.  Wernher  von  Braun, 
was  the  speaker  of  the  day.  He  took  us 
through  a “trip  to  the  moon.” 

29.  A meeting  with  Leo  Brown,  of  the 
A.M.A.,  to  discuss  the  dinner  of  the  House  of 
Delegates,  in  New  York  City,  on  May  13. 
We  met  with  the  management  of  the  Americana. 

30.  On  May  18,  Willard  C.  Rappleye,  M.D., 
former  dean  of  the  College  of  Physicians  and 
Surgeons  of  Columbia  University,  past  president 
of  the  Josiah  Macy  Jr.  Foundation,  and  at 
present  a member  of  the  Board  of  Hospitals  of 
the  City  of  New  York,  visited  us  at  the  office. 
For  a considerable  period  of  time,  we  discussed 
the  problem  of  osteopathy  (not  the  M.D.- 
D.O.  situation)  and  the  place  of  the  osteopath 
on  the  medical  staffs  of  our  hospitals — especially 
municipal  institutions. 

31.  At  the  request  of  Herman  E.  Hilleboe, 
M.D.,  DeLamar  Professor  of  Public  Health 
Practice  at  the  Columbia  University  School  of 
Public  Health  and  Administrative  Medicine, 
we  spoke  to  his  students  on  May  19.  The 
subject  was  “Medical  Societies  and  Their 
Relations  with  Health  Departments.”  This  is 
the  second  time  that  we  have  appeared  before 
a class  of  this  type.  It  was  a very  interesting 
and  stimulating  experience — one  that  we  en- 
joyed greatly. 

32.  A meeting  of  the  New  York  delegation  to 
the  American  Medical  Association,  at  our  head- 
quarters, on  May  20.  The  minutes  were 
mailed  to  all  concerned. 

33.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  on  May  21.  As  at 
several  previous  meetings,  the  problem  of 
chiropractic  throughout  the  United  States  was 
the  main  item  on  the  agenda. 

34.  The  annual  joint  meeting  of  the  Com- 
mittee on  Public  Health  and  Education  and 
the  chairmen  of  its  subcommittees  with  repre- 
sentatives of  the  New  York  State  and  New 
York  City  Health  Departments,  in  Albany,  on 
May  27. 

As  we  have  said  many  times,  this  is  truly  one 
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of  the  finest  meetings  of  any  committee  any- 
where. This  is  not  only  our  opinion,  but 
voices  the  feeling  of  people  throughout  the 
State.  Again,  Dr.  Greenough  is  to  be  con- 
gratulated for  initiating  this  type  of  program. 

35.  The  seventh  commencement  exercises 
of  the  Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  in  New  York  City,  on 
June  1.  Each  year  we  are  invited  to  this 
event.  Waring  Willis,  M.D.,  our  president, 
was  also  present.  We  were  delighted  to  listen 
to  a commencement  address  by  Harry  M. 
Zimmerman,  M.D.,  eminent  pathologist,  a 
classmate  of  ours,  who  talked  about  present-day 
trends  in  medical  education. 

36.  The  61st  annual  meeting  of  the  National 
Tuberculosis  Association  and  the  60th  anniver- 
sary meeting  of  the  American  Thoracic  Society, 
in  Chicago,  on  June  2-4.  The  scientific 
program  was  concerned  mainly  with  respiratory 
diseases,  smoking  and  health,  and  emphysema. 

One  of  the  highlights  of  the  meeting  was  a 
talk  on  emphysema,  delivered  by  Theodore  H. 
Noehren,  M.D.,  associate  professor  of  internal 
medicine  at  the  State  University  of  New  York 
at  Buffalo  School  of  Medicine. 

37.  The  president’s  dinner  of  the  Bronx 
County  Medical  Society,  at  the  Concourse 
Plaza  Hotel,  in  the  Bronx,  on  June  9.  This  is 
an  annual  affair. 

38.  A meeting  of  the  State  Hospital  Review 
and  Planning  Council,  at  the  Harvard  Club  in 
New  York  City,  on  June  10.  Norman  S. 
Moore,  M.D.,  chairman,  in  his  usual  inimitable 
manner,  conducted  a very  fine  conference. 
The  agenda  included  a report  of  the  Findings 
and  Recommendations  of  the  Folsom  Com- 
mittee. 

39.  The  medallion  ball  of  the  Nassau  County 
Medical  Society,  in  Garden  City,  on  June  12. 
This  also  is  an  annual  event,  at  which  the 
outgoing  president  receives  the  president’s 
medal.  Your  executive  vice-president  was 
afforded  the  honor  of  acting  as  master  of 
ceremonies  at  this  affair. 

40.  The  61st  Annual  Health  Conference,  in 
Syracuse,  on  June  14  and  15.  At  the  first 
general  session,  chaired  by  George  Baehr,  M.D., 
your  executive  vice-president  presented  the 
greetings  of  the  Medical  Society  of  the  State  of 
New  York. 

41.  The  114th  annual  convention  of  the 
American  Medical  Association,  in  New  York 
City,  June  20  to  24.  A report  of  the  meetings 
of  this  convention  appears  elsewhere.  Your 
executive  vice-president  acted  as  toastmaster 
at  the  delegates’  dinner.  According  to  the 
comments  “a  good  time  was  had  by  all.” 

42.  A special  meeting  of  the  Medical  Society 
of  the  County  of  Queens,  in  Forest  Hills,  on 
July  6.  This  conference  was  held  for  the 
purpose  of  discussing  the  decision  of  Supreme 
Court  Justice  J.  Irwin  Shapiro,  concerning  the 
directive  requiring  doctors  of  osteopathy  to  be 
considered  eligible  for  membership  in  the 
Medical  Society  of  the  County  of  Queens.  It 
was  decided  that  the  case  should  be  appealed, 
and  the  necessary  funds  for  doing  so  were 


approved.  We  pointed  out  that  it  has  been 
agreed  that  the  State  Society  would  act  as 
amicus  curiae. 

43.  The  annual  outing-meeting  of  the  Med- 
ical Societies  of  the  Counties  of  Oneida,  Her- 
kimer, Madison,  and  Chenango  (“America’s 
first  multiple  county  medical  program”),  in 
Utica,  on  July  8.  Our  president  delivered  the 
main  address.  Your  executive  vice-president 
discussed  the  State  Medical  Society. 

44.  A meeting  with  Peter  Trainor,  associate 
director,  Medical  Review  Project  of  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation,  in  New  York  City,  on  July  16. 
We  talked  about  the  budget  and  fiscal  pro- 
cedures. 

45.  We  appeared  on  the  John  Schaffer  Show 
(WCBS)  in  New  York  City,  on  July  19.  The 
three-quarter  hour  program  was  concerned  with 
“summer  health  safety.”  For  a period  of 
thirty  minutes,  we  answered  over  the  telephone 
questions  from  the  public  which  were  concerned 
with  health  hazards  in  summertime.  Although 
it  was  not  the  first  time  that  we  have  appeared 
on  a program  of  this  type,  it  was  a fine  experi- 
ence. 

46.  An  interview  with  a writer  from  Good 
Housekeeping,  in  New  York  City  on  July  20. 
We  discussed  the  hazards  of  self-medication. 

47.  A meeting  of  a special  committee  to 
study  the  impact  of  Medicare  legislation  on 
health  services  in  Southern  New  York  (sponsored 
by  the  Hospital  Review  and  Planning  Council 
of  Southern  New  York),  in  New  York  City, 
on  August  2. 

It  was  agreed  that  the  recently  enacted 
legislation  for  a Federal  Medicare  program  of 
hospital  insurance  for  the  aged,  with  a voluntary 
supplementary  health  benefits  program,  will 
influence  greatly  the  organization  and  financing 
of  health  services  in  Southern  New  York  and 
throughout  the  nation.  It  will  create  a chal- 
lenge— an  opportunity  for  the  Hospital  Review 
and  Planning  Council  to  emphasize  long-range 
planning  by  individual  institutions. 

It  was  generally  agreed  that  we  should 
cooperate  in  every  way  with  the  program  and 
that  we  should  play  a role  in  its  implementation. 

48.  The  annual  outing  of  the  medical  staff 
of  the  Arnot-Ogden  Memorial  Hospital  at 
Keuka  Lake,  on  August  4.  We  have  been 
invited  to  this  fine  affair  ever  since  we  were 
president.  As  usual,  we  met  many  of  our 
members  from  that  area. 

49.  A breakfast  meeting  with  Burton  Allyn, 
M.D.,  secretary  of  the  Rockland  County  Med- 
ical Society,  in  New  York  City,  on  September  2. 
This  interested,  dedicated  gentleman  brought 
to  our  attention  certain  problems  of  the  smaller 
county  medical  societies.  An  invitation  to 
address  the  members  of  his  group  is  forth- 
coming. 

50.  A luncheon  meeting  sponsored  by  WABC 

executives,  in  New  York  City,  on  September  2. 
In  addition  to  staff  members  of  the  broadcasting 
company,  the  following  were  present:  Alonzo 

Yerby,  M.D.,  Commissioner  of  Hospitals  of  the 
City  of  New  York;  Dorothy  Weddige,  director 
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of  nursing  of  the  Hospital  Department;  Carl 
Goldmark,  Jr.,  M.D.,  president  of  the  Medical 
Society  of  the  County  of  New  York;  and  Robert 
Potter,  its  executive  director. 

Among  other  things,  we  discussed  the 
emergency  medical  service  situation  in  the 
counties  around  the  New  York  City  area  and  the 
shortage  of  nursing  personnel.  As  can  be 
expected,  no  definite  solutions  were  available. 

51.  A meeting  of  the  Medical  Society  of  the 
County  of  Erie,  in  Buffalo,  on  September  7. 
Herbert  E.  Joyce,  M.D.,  president  of  that 
Society,  delivered  his  inaugural  address,  and 
our  president  presented  a talk  on  “The  Folsom 
Committee  Report — Findings  and  Significance.” 
Dr.  Willis  discussed  a subject  which  has  been 
brought  forcibly  to  the  attention  of  the  doctors 
in  the  western  part  of  the  State.  It  is  significant 
to  note  that  certain  physicians  came  prepared 
to  denounce  the  State’s  attitude  as  far  as  the 
Folsom  Report  is  concerned.  Our  president 
charmed  practically  all  of  them.  We  might  say 
that  they  “came  in  like  lions  and  went  out 
like  lambs.” 

52.  The  staff’s  annual  picnic,  at  Anthony 
Wayne  State  Park,  in  Orange  County,  on 
September  8. 

53.  A dinner-meeting  with  Hollis  S.  Ingra- 
ham, M.D.,  State  Commissioner  of  Health,  in 
Albany,  on  September  9.  Also  present  were 
our  president  and  our  Albany  legislative 
counsels.  Many  of  the  problems  concerned 
with  legislation,  past  and  future,  were  reviewed. 

54.  The  fourth  combined  annual  meeting  of 

the  Fifth  and  Sixth  District  Branches,  at  Bolton 
Landing,  September  10-12.  The  scientific 
program  consisted  of:  (1)  “Urinary  Tract 

Infections  in  Children,”  by  Frederic  N.  Silver- 
man,  M.D.,  director  of  the  Division  of  Roent- 
genology at  the  Children’s  Hospital  in  Cincin- 
nati, Ohio;  and  (2)  “Case  Histories,”  by  Milton 
Helpern,  M.D.,  Chief  Medical  Examiner  of 
the  City  of  New  York. 

At  the  banquet  on  Saturday  evening,  our 
president  talked  about  the  responsibility  of 
medicine  in  this  present  era.  We  were  given 
the  honor  of  introducing  him.  The  guest 
speaker  was  Lewis  A.  Miller,  executive  editor 
of  Medical  Economics.  The  subject  of  his 
talk  was  “The  Doctor  as  a Family  Man.” 

55.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Association  of  Professions 
(NYSAP),  in  New  York  City,  on  September 
13. 

56.  A meeting  of  the  Coordinating  Council 
(executive  committee  of  the  First  District 
Branch),  in  New  York  City,  on  September  14. 

57.  A meeting  of  the  Seventh  and  Eighth 

District  Branches  at  Grossinger’s,  on  September 
17  and  18.  The  highlight  of  the  meeting  was  a 
symposium  and  panel  discussion  on  “Govern- 
ment in  Medicine.”  The  program:  “The 

Department  of  Health  and  the  Physician,” 
Hollis  S.  Ingraham,  M.D.,  of  Albany,  Com- 
missioner of  the  New  York  State  Department 
of  Health;  “The  Folsom  Committee  Report  to 
Governor  Rockefeller  on  Hospital  Costs,”  Mr. 


Marion  B.  Folsom,  of  Rochester,  former 
secretary  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare;  “The  Federal  Govern- 
ment in  Medicine,”  Edward  R.  Annis,  M.D.,  of 
Miami,  Florida,  past-president  of  the  American 
Medical  Association. 

58.  A symposium  on  “Adolescence  to  Senes- 
cence,” conducted  by  the  Queens  County  Chap- 
ter of  the  American  Academy  of  General  Practice, 
on  September  19.  Over  500  persons  attended. 

59.  A meeting  of  the  State  Department  of 
Health,  in  Albany,  on  September  21,  to  discuss 
the  methods  to  be  used  to  implement  certain 
provisions  of  the  Medicare  law.  The  Health 
Department  has  been  designated  by  Governor 
Rockefeller  to  administer  some  of  the  pro- 
visions of  Title  XVIII  of  Public  Law  89-97. 

Representatives  of  the  Social  Security  Ad- 
ministration, the  U.S.  Public  Health  Service, 
and  the  Department  of  Health,  Education, 
and  Welfare  also  were  present.  Our  president 
attended.  Many  aspects  were  discussed.  There 
is  still  much  to  be  determined  in  many  areas. 

60.  The  annual  meeting  of  the  board  of 
directors  of  the  Empire  State  Medical,  Sci- 
entific and  Educational  Foundation,  in  New 
York  City,  on  September  22. 

61.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  on  September  24. 
Again,  the  main  item  on  the  agenda  was 
chiropractic. 

62.  The  regional  conference  in  Victor,  on 
September  30.  The  attendance  was  good. 
The  main  topics  discussed  were  the  “Quality  of 
Medical  Care”  and  the  “Cost  of  Medical 
Care.”  During  the  luncheon,  your  executive 
vice-president  talked  about  “The  Osteopathy 
Question.” 

63.  A National  Orientation  Conference  on 

Public  Law  89-97  (Medicare)  arranged  by  the 
A.M.A.,  in  Chicago,  on  October  1.  The 
program  was  divided  into:  (1)  the  govern- 

ment’s role,  (2)  the  carrier’s  role,  (3)  Blue 
Shield,  (4)  health  insurance  industry,  and 
(5)  the  hospital’s  role. 

The  government  was  represented  by:  Hon. 
John  W.  Gardner,  secretary  of  the  Department 
of  Health,  Education,  and  Welfare;  Philip  R. 
Lee,  M.D.,  assistant  secretary;  Arthur  E. 
Hess,  director  of  the  Bureau  of  Disability  and 
Health  Insurance,  Social  Security  Adminis- 
tration. 

Among  other  things,  Mr.  Gardner  had  this  to 
say: 

“The  principal  purpose  of  this  law  is  to 
bring  to  more  people  than  ever  before  the 
best  medicine  can  offer,  without  violating 
in  any  way  the  traditional  relationship  be- 
tween patient  and  doctor.  . . . 

“Medicare  will  not  restrict  the  physician’s 
role.  Far  from  it.  It  will  expand  it. 
The  law  does  away  with  limitations  that  have 
sometimes  hampered  physicians  in  their 
practice.  It  recognizes  that  many  physicians 
today  can  provide  in  their  own  offices  services 
that  used  to  require  hospitalization.  It 
allows  them  to  be  paid  wherever  they  work. 

In  these  ways,  the  physician  gains  in  flexi- 
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bility  and  freedom.  His  opportunities  to 
use  his  skills  and  knowledge  are  enlarged. 

“Government  must  proceed — and  will  pro- 
ceed here — with  due  respect  for  the  integrity 
of  your  profession  and  with  due  regard  for 
local  initiative  and  the  public-private  bal- 
ance. . . . 

“The  immediate  challenge  is  organizational 
and  administrative.  And  we  want  to  begin 
the  best  possible  way.  . . . The  task  of 
administering  the  law  is  plainly  gargantuan. 
The  strains  of  responsibility  and  hard  work 
will  be  felt  by  all  of  us — In  government, 
business,  and  the  health  professions.” 

64.  A special  convention  of  the  A.M.A. 
House  of  Delegates,  in  Chicago,  on  October  2 
and  3.  A description  of  what  took  place  is 
contained  in  our  A.M.A.  delegation  report. 

65.  A meeting  with  certain  officials  of  the 
Americana  to  discuss,  in  more  detail,  our 
contract  for  future  conventions,  in  New  York, 
on  October  11.  An  agreement  was  reached, 
and  the  contract  has  been  signed  by  the  chair- 
man of  the  Board  of  Trustees. 

66.  A meeting  of  the  Medical  Section  of  the 
Board  of  Trade,  in  New  York,  October  11. 
Mr.  Harold  Shapero,  of  Martin,  Clearwater  and 
Bell,  talked  about  “Malpractice.” 

67.  The  seventeenth  annual  scientific  as- 
sembly of  the  New  York  State  Academy  of 
General  Practice,  in  New  York  City,  on  October 
12.  We  attended  a symposium  on  the  phi- 
losophy of  medicine.  Marcus  D.  Kogel,  M.D., 
dean  of  the  Albert  Einstein  College  of  Medicine, 
presented  an  address,  “The  Obligation  of  the 
Medical  School  to  the  Family  Physician.” 
Later,  we  attended  the  annual  dinner  and 
dance. 

68.  The  education  program  of  the  American 
Association  of  Medical  Assistants,  in  New 
York  City,  on  October  15.  We  delivered  a 
talk  on  “Medical  Quackery.” 

69.  The  president’s  dinner  of  the  Medical 
Society  of  the  County  of  New  York,  in  New 
York,  October  18. 

70.  The  president’s  dinner  and  inaugural 
meeting  of  the  Medical  Society  of  the  County 
of  Kings,  in  Brooklyn,  on  October  19. 

71.  The  annual  dinner  dance  of  the  Medical 
Society  of  the  County  of  Kings,  in  honor  of  the 
immediate  past-president,  in  Brooklyn,  on 
October  23. 

72.  The  Blue  Shield  Annual  Program  Con- 
ference, in  Chicago,  on  October  25  and  26. 
There  were  panels  on  “The  Consumer,  The 
Physician,  and  Blue  Shield”;  “Labor,  Manage- 
ment, and  Blue  Shield”;  “Medicare  and  Other 
Governmental  Involvement”;  “The  Prevailing 
Fees  Program.” 

Following  is  a brief  summary  of  the  latter 


program  taken  from  The  Blue  Shield  of  October, 
1965: 

In  an  effort  to  develop  a program  more  acceptable 
generally  to  the  major  purchasers  of  health  cover- 
age and  their  employes,  as  well  as  to  the  providers 
of  service,  the  National  Association  of  Blue  Shield 
Plans  carried  out  extensive  cost  studies  and  inter- 
views with  the  principals  who  would  be  involved. 

To  assure  members  that  the  cost  of  health  care 
benefits  they  receive  will  be  "paid  in  full”  by  their 
Blue  Shield  coverage,  it  was  necessary  to  devise  a 
program  where  payments  to  physicians  would  be  re- 
lated to  fees  physicians  are  known  to  be  charging 
their  patients. 

In  the  Prevailing  Fees  Program,  the  physicians, 
in  effect,  set  their  own  fees.  They  report  their 
usual  charges  to  the  local  Blue  Shield  Plan.  From 
these  reports,  the  Plan  develops  a profile  or  charges 
for  each  physician  and  then  computes  the  levels  of 
prevailing  charges  to  include  approximately  90  per 
cent  of  physicians  in  each  economic  area. 

The  physician  profiles  are  composed  of  each  pysi- 
cian’s  usual  fees  for  every  procedure  which  comprises 
any  significant  portion  of  his  practice.  This  is  based 
on  the  premise  that  each  physician  has  a fee  for  each 
procedure  which  does  not  vary  to  patients  except  for 
those  in  very  high  or  low  income  brackets. 

By  analyzing  the  individual  profiles  in  terms  of 
economic  areas,  it  is  possible  (a)  to  achieve  com- 
munity charge  levels  which  accurately  reflect  the 
local  practice  of  medicine;  and  (b)  to  ascertain  at 
which  point  the  fees  of  90  per  cent  of  the  physicians 
in  the  area  would  be  covered. 

By  collecting  fee  information  from  doctors  only  on 
those  procedures  which  make  up  the  bulk  of  his 
practice,  the  unique  charging  patterns  of  specialty 
physicians  are  reflected. 

73.  A regional  conference  in  Purchase,  on 
October  28.  The  program  consisted  of:  “Chiro- 
practic— A Health  Hazard”  and  “The  Role  of 
the  Physician  Under  Medicare.”  Again,  your 
executive  vice-president  discussed  “The  Oste- 
opathy Question.” 

74.  A meeting  of  the  Council  Committee  on 
State  Legislation,  in  Albany,  on  November  4. 
Our  legislation  program — past,  present,  and 
future — was  reviewed. 

Acknowledgments.  Again,  as  always,  we 
would  like  to  express  our  gratitude  to  those  who 
have  contributed  much  to  the  Medical  Society 
of  the  State  of  New  York,  and  to  our  efforts. 

We  thank  the  officers,  the  councillors,  the 
trustees,  the  chairmen  and  members  of  com- 
mittees, our  physicians  throughout  the  State, 
and  the  members  of  our  staff  whose  assistance 
has  been  of  inestimable  value  to  us. 

Wherever  we  have  gone  during  our  journeys 
throughout  this  magnificent  State,  we  have 
been  received  with  hearty  welcomes  and  fine 
hospitality. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 
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1966  HOUSE  OF  DELEGATES 

Medical  Services  A 


Commission  on  Medical  Services 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  consists 
of  the  chairman,  the  vice-chairman,  and  the 
following  committees  and  committee  chairmen: 

Economics:  George  Rehmi  Denton,  M.D., 

with  the  Subcommittee  on  Public  Medical 
Care:  Marcelle  T.  Bernard,  M.D.,  and  the 

Subcommittee  on  Liaison  with  the  U.S.  Vet- 
erans’ Administration:  Herbert  Bauckus,  M.D. 

Questions  on  Ethics:  Joseph  G.  Zimring, 

M.D. 

Hospital  and  Professional  Relations:  Harold 
T.  Golden,  M.D. 

Industrial  Health:  Harry  E.  Tebrock,  M.D. 

Medical  Care  Insurance:  Melvin  S.  Martin, 
M.D. 

Rural  Medical  Service:  Edward  C.  Hughes, 
M.D. 

Workmen’s  Compensation:  Carl  F.  Freese, 
M.D. 

Special  Committee  on  Labor  Health  Fa- 
cilities: William  H.  Foege,  M.D. 

As  the  reports  which  follow  will  indicate,  the 
various  committees  comprising  the  Commission 
have  had  a busy  and  productive  year.  Since 
their  activities  are  described  in  detail,  no 
attempt  will  be  made  to  do  so  here.  There 
were  a few  projects,  however,  that  were  brought 
to  successful  conclusions  since  the  last  meeting 
of  the  House  of  Delegates,  and  it  seems  ap- 
propriate to  give  them  special  mention. 

The  Economics  Committee  concluded  its 
Relative  Value  Study  last  year  by  recommend- 
ing that  the  most  recent  edition  of  the  Cal- 
ifornia Schedule  be  adopted  by  the  Society. 
Accordingly,  the  Society  now  has  an  attractive, 
clear,  extensively  indexed  Relative  Value  Scale 
which  is  available  to  members  and  to  other 
organizations.  The  Economics  Committee  is 
to  be  congratulated  on  this  accomplishment  with 
a special  acknowledgment  to  Mr.  George  P. 
Farrell  for  the  important  role  he  played  in  the 
project. 

The  Economics  Committee,  through  its 


Subcommittee  on  Public  Medical  Care,  par- 
ticipated in  a study  of  an  upward  revision  of 
the  fee  schedule  of  Book  V of  the  State  Depart- 
ment of  Social  Welfare  on  the  basis  of  a relative 
value  scale.  In  addition  to  providing  more 
equitable  fees  for  medical  services  to  welfare 
patients,  the  adoption  of  a relative  value  scale 
will  simplify  future  negotiations  considerably. 

The  Committee  on  Workmen’s  Compensation 
developed  a new  minimum  fee  schedule  which 
has  been  submitted  to  the  Chairman  of  the 
Workmen’s  Compensation  Board  by  the  pres- 
ident, Waring  Willis,  M.D.  The  fee  schedule 
is  currently  under  discussion  by  the  Advisory 
Committee  to  the  Chairman  of  the  Workmen’s 
Compensation  Board  on  Fees  and  Related 
Problems.  Your  Society  is  represented  on  the 
committee  by  Robert  Katz,  M.D.,  director  of 
the  Division  of  Industrial  Health  and  Work- 
men’s Compensation,  Carl  F.  Freese,  M.D., 
chairman  of  the  Committee  on  Workmen’s 
Compensation,  and  the  undersigned  chairman 
of  the  Commission.  The  agreements  on  fees 
that  are  reached  by  this  committee  will  be 
an  important  factor  in  the  acceptance  of  a 
schedule  by  the  Chairman  of  the  Workmen’s 
Compensation  Board. 

The  committee  is  to  be  commended  on  the 
completion  of  a long  and  arduous  task  and 
recognition  is  due  to  the  efforts  of  Dr.  Katz 
both  in  promulgating  the  schedule  and  in 
negotiating  its  terms.  The  new  minimum  fee 
schedule  may  not  be  entirely  what  we  might 
wish  but  it  will  certainly  be  more  in  keeping 
with  current  costs  and  prevailing  fees. 

Finally,  as  always,  thanks  are  due  to  all 
committee  chairmen  and  members  for  their 
liberal  contributions  of  time  and  energy  to  the 
conduct  of  vital  Society  business. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Solomon  Schussheim,  M.D.,  Vice-Chairman 
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Economics 


To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of 
the  following: 

G.  Rehmi  Denton,  M.D.,  Chairman.  Albany 


Herbert  H.  Joyce,  M.D Erie 

Adelaide  Romaine,  M.D New  York 

Gerald  L.  Glaser,  M.D Monroe 

Carl  R.  Ackerman,  M.D Bronx 

Wallace  M.  Sheridan,  M.D Westchester 

Robert  Elmer  Westlake,  M.D Onondaga 


The  committee  has  held  two  meetings,  on 
April  28,  1965,  and  November  3,  1965. 

Retirement  Programs.  Self-Employment 
Individuals  Tax  Retirement  Act  (H.R.  10): 
Responses  from  county  medical  societies  to  the 
committee’s  questionnaire  mailed  December  18, 
1964,  indicated  that  23  counties  have  retire- 
ment plans,  4 are  contemplating  plans,  29 
have  no  plans,  and  5 did  not  respond.  The 
committee  felt  there  was  need  for  such  a plan 
to  be  offered  on  a State-wide  or  district  branch 
level. 

At  the  request  of  the  Council  from  the 
report  of  the  reference  committee,  your  com- 
mittee was  asked  to  consider  the  feasibility  of 
offering  a retirement  program  on  the  district 
branch  level.  The  committee  considered  its 
responsibility  of  looking  into  investment  retire- 
ment programs  which  would  primarily  provide 
for  (a)  group  annuity  insurance,  (6)  insurance 
death  benefit,  (c)  common  stock  fund,  and 
Id)  to  include  the  self-employed  individuals  tax 
retirement  act  of  1962. 

Previous  programs  considered  were  primarily 
to  take  advantage  of  the  tax  deduction  available 
under  the  “Keogh  Plan.”  Where  employes 
have  to  be  included  in  the  “Keogh  Plan,”  it 
becomes  less  attractive. 

The  Seventh  and  Eighth  District  Branches 
offered  a Keogh  retirement  plan  to  then- 
members  during  the  past  year  through  the 
Charles  J.  Sellers  & Co.,  Inc.  agency  of  Buffalo 
and  Rochester,  and  enrollment  was  very  low. 
Therefore,  your  committee  does  not  consider  it 
feasible  to  offer  a plan  on  a district  branch 
level. 

A representative  of  Associated  Group  Pen- 
sions of  the  Continental  Insurance  Company  of 
Chicago  met  with  the  committee  at  the  April 
28  and  November  3,  1965,  meetings.  At  the 
April  28,  1965,  meeting,  a px-oposal  similar 
to  that  previously  presented  to  the  committee 
for  the  Medical  Society  of  the  State  of  New 
York,  covering  the  basic  benefits  as  outlined 
above,  was  made.  He  pointed  out  that  if  the 
proposed  program  is  offered  on  a broad  basis, 
the  administrative  cost  would  be  materially 
reduced  as  compared  to  an  individual  county 
society  basis. 

At  the  November  3,  1965,  meeting,  the  repre- 
sentative spoke  of  an  investment  program 
combining  a common  stock  fund  and  fixed 
group  annuity.  The  purpose  of  this  plan 


would  be  to  provide  a group  annuity  against 
periods  of  recession,  common  stock  against 
inflation — a fully  flexible  plan.  Also  included 
is  a disability  factor  up  to  $10,000  regardless  of 
medical  history. 

Your  committee  reviewed  Deferred  Com- 
pensation Plans  for  Physicians  participating  in 
nonprofit  medical  care  plans  under  Article 
IX-C  of  the  Insurance  Law  of  New  York  State, 
and  also  reviewed  a letter  of  explanation  from 
the  U.S.  Treasury  Department  of  the  Internal 
Revenue  Service  outlining  the  tax  exemption 
under  a deferred  compensation  plan. 

The  committee  felt  there  is  general  interest 
in  this  program  by  participating  physicians 
and  recommended  to  the  Council  to  consider 
this  program  fully  to  see  if  assurance  of  tax 
deferment  could  be  achieved  and  funds 
adequately  protected. 

Relative  Value  Scale.  The  committee  has 
made  available  to  the  members  of  the  Medical 
Society  of  the  State  of  New  York  a Relative 
Value  Scale  as  adopted  by  the  1965  House  of 
Delegates  and  also  resolution  65-24. 

The  Council  approved  the  first  printing  of 
5,000  copies  and  a proportionate  number  of 
copies  was  sent  to  each  county  society  secretary 
in  September,  1965,  based  on  membership. 
Copies  are  available  to  members  on  request. 
Numerous  requests  have  been  received  for 
copies,  particularly  from  State  and  Federal 
agencies. 

The  Relative  Value  Scale  is  the  culmination 
of  a recommendation  by  the  Economics  Com- 
mittee to  the  Council  of  the  State  Medical 
Society  in  January,  1960,  on  the  feasibility  for  a 
guide  to  improve  fee  schedules. 

The  committee  expresses  its  appreciation  to 
county  medical  societies  and  to  the  consultants 
whose  cooperation  and  contributions  have  made 
this  accomplishment  possible. 

Your  chairman  and  his  committee  feel  this 
has  been  the  greatest  contribution  to  medical 
economics  in  the  State  Society. 

Medicare.  The  Medicare  contract  was 
renewed  as  of  August  1,  1965,  for  a period  of 
one  year. 

Your  chairman  and  members  of  the  committee 
reviewed  approximately  100  Medicare  claims 
which  required  special  consideration  and  recom- 
mendation to  the  Office  for  Dependents’  Medical 
Care  for  authorization.  The  recommendations 
of  your  committee  were  approved  by  the 
Office  for  Dependents’  Medical  Care  without 
exception.  Your  committee  and  George  P. 
Farrell,  administrative  officer,  have  experi- 
enced fine  cooperation  from  Colonel  William 
H.  Hayes,  contracting  officer,  and  his  staff. 

Miscellaneous.  The  committee  reviewed 
a letter  from  Victor  J.  Tofany,  M.D.,  president 
of  the  New  York  State  Society  of  Anesthesi- 
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ologists,  Inc.,  questioning  whether  or  not  the 
statement  on  the  cover  of  the  1965  Relative 
Value  Scale  is  correct,  which  states  “Adopted 
by  the  House  of  Delegates,  Medical  Society 
of  the  State  of  New  York.”  The  committee 
concurs  it  is  correct.  Dr.  Tofany  called  to  the 
committee’s  attention  that,  in  their  specialty,  a 
Relative  Value  Guide  for  Anesthesia  was  passed 
by  the  House  of  Delegates  of  the  American 
Society  of  Anesthesiologists  in  1962.  This 
schedule,  which  has  been  adopted  by  the 


Public  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is 
composed  of  the  following: 

Marcelle  Bernard,  M.D.,  Chairman . . . Bronx 

Albert  F.  R.  Andresen,  M.D Westchester 

Jason  K.  Moyer,  M.D Broome 

Arthur  H.  Mulligan,  M.D Herkimer 

Philip  R.  Roen,  M.D New  York 

Peter  Birkel,  M.D.,  Adviser Albany 

I.  Jay  Brightman,  M.D.,  Adviser Albany 

Alonzo  S.  Yerby,  M.D.,  Adviser.  . New  York 
During  the  past  year  the  subcommittee  has 
considered  and  acted  on  the  following  matters. 

Resolutions.  Resolution  65-8,  adopted  by 
the  1965  House  of  Delegates,  was  introduced 
by  the  Fourth  District  Branch  regarding  “Free 
Choice  of  Physician  for  MAA  Recipients  in 
Teaching  Hospitals.”  Your  subcommittee  feels 
it  was  not  the  intent  or  spirit  of  the  Kerr-Mills 
Law  implemented  by  the  Metcalf-McCloskey 
legislation  that  MAA  recipients  should  be  con- 
sidered as  usual  indigent  welfare  patients  but 
rather  medically  indigent. 

With  the  Public  Law  89-97  becoming  effective 
July  1,  1966,  and  the  New  York  State  Health 
Department  being  the  designated  agency  to 
administer  Title  XVIII  of  the  act  which  pro- 
vides for  persons  age  sixty-five  or  over  a hospital 
insurance  program,  it  also  established  a 
voluntary  federally-administered  medical  insur- 
ance program  to  supplement  the  benefits  under 
the  hospital  program. 

“The  second  medical  part  of  Medicare, 
Title  XIX,  authorizes  Federal  grants  to  states 
under  a single  matching  formula  for  medical 
assistance  to  all  persons  receiving  public 
assistance  money  payments,  and  for  certain 
other  medically  needy  persons,  including 
those  now  covered  by  Medical  Assistance  for 
the  Aged  (Kerr-Mills).  It  becomes  effective 
on  January  1,  1966,  when  states  will  have  the 
option  of  participating  under  Title  XIX, 
or  continuing  under  then-  existing  plans. 
Each  state  plan  must  provide  for  an  identi- 


House of  Delegates  of  the  New  York  State 
Society  of  Anesthesiologists,  differs  from  the 
Medical  Society  schedule. 

Acknowledgments.  The  members  of  the 
committee  wish  to  recognize  the  conscientious 
and  efficient  assistance  provided  by  Mr. 
George  P.  Farrell  and  the  members  of  his 
staff. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 


fiable  unit  for  administering  Title  XIX  within 
a single  state  agency.” 

The  Governor  has  designated  the  New  York 
State  Department  of  Social  Welfare  as  the 
single  State  agency  to  administer  the  plan  and 
supervise  its  administration,  and  the  New  York 
State  Department  of  Health  as  the  State 
authority  responsible  for  establishing  and 
maintaining  standards  for  private  and  public 
institutions  in  which  recipients  of  medical  as- 
sistance under  this  title  may  receive  care  or 
services. 

The  subcommittee  agreed  in  principle  that 
MAA  recipients  have  the  right  of  free  choice  of 
physician. 

Resolution  65-37,  introduced  by  the  Suffolk 
County  Medical  Society,  “Free  Choice  of 
Physicians  for  Welfare  Patients,”  was  sub- 
stituted by  the  1965  House  of  Delegates  as 
follows: 

“Whereas,  Regulations  of  county  depart- 
ments of  social  welfare  do  in  many  instances 
limit  the  choice  of  physician;  and 

Whereas,  This  procedure  denies  the  right 
of  freedom  of  choice;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  support  of  the 
right  to  freedom  of  choice  of  physician  for  all 
including  welfare  patients.” 

This  was  considered  by  the  subcommittee 
and  it  was  concurred  that  except  for  ophthal- 
mologists, otolaryngologists,  and  pediatricians, 
a general  practitioner  should  be  the  one  to  refer 
cases. 

Miscellaneous.  A letter  from  A.  O.  Riley, 
M.D.,  secretary,  Medical  Staff,  Lakeside  Me- 
morial Hospital,  Brockport,  transmitted  by  the 
Medical  Society  of  the  County  of  Monroe,  Inc., 
was  considered.  It  was  in  regard  to  payments 
for  services  rendered  by  physicians  to  MAA  and 
Monroe  County  welfare  patients  admitted  to 
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the  Lakeside  Memorial  Hospital.  Dr.  Riley 
pointed  out  that  there  are  no  interns  or  resi- 
dents at  the  Lakeside  Memorial  Hospital  and 
that  welfare  patients  from  Monroe  County  are 
admitted  as  private  patients  and  medical  and 
surgical  services  are  rendered  by  the  admitting 
staff  members  and  that  there  is  no  fee  for  serv- 
ices paid  to  Monroe  County  physicians. 
However,  some  physicians  caring  for  welfare 
patients  admitted  from  neighboring  counties  are 
paid  for  their  services  by  the  admitting  county 
welfare  department  and  it  was  also  pointed  out 
that  physicians  from  neighboring  counties  who 
admit  patients  on  Monroe  County  welfare  are 
paid  for  their  services. 

The  subcommittee  considered  analogous  situ- 
ations and  it  seems  in  the  absence  of  interns 
and  residents,  the  Welfare  Department  can  pay 
a private  physician  and  that  each  case  would 
have  to  be  solved  on  an  individual  basis,  and 
it  was  agreed  that  the  doctors  should  go  to 
their  local  authorities  for  redress. 

During  the  past  year,  Dr.  Bernard,  as  chair- 
man of  the  Fee  Schedule  Committee  to  study 
revision  of  Book  V of  the  New  York  State 


Liaison  with  Veterans  Administration 

To  The  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  Veterans 
Administration,  of  the  Economics  Committee, 
consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman. . Erie 

James  L.  Palmer,  M.D Broome 

A communication  to  the  Medical  Society  of 
the  State  of  New  York  was  received  April  23, 
1965,  from  Dr.  S.  A.  Frankenthaler,  clinic  di- 
rector of  the  Veterans  Administration  Regional 
Office,  252  Seventh  Avenue,  New  York,  New 
York,  enclosing  a new  Letter  of  Agreement  for 
continuation  of  the  program  effective  July  1, 
1965. 

On  May  6,  1965,  Renato  J.  Azzari,  M.D., 
chairman  of  the  Board  of  Trustees,  signed  ap- 
proval of  this  agreement. 

Since  the  adoption  of  the  Relative  Value 


Department  of  Social  Welfare,  has  held  three 
meetings.  The  committee  has  agreed  unani- 
mously on  accepting  a standard  nomenclature 
and  coding  and  using  the  relative  value  index 
— the  same  principle  as  recommended  by  the 
Council  Committee  on  Economics  and  accepted 
by  the  House  of  Delegates  at  its  1965  meeting. 

Peter  Birkel,  M.D.,  of  the  State  Department 
of  Social  Welfare,  stated  that  six  agencies  in 
the  State  have  adopted  the  prior  authorization 
method  for  welfare  recipients  in  using  a monthly 
identification  card.  All  of  them  expressed 
satisfaction  with  this  new  program.  There  are 
changes  now  being  prepared  for  Book  V and 
the  implementation  of  this  plan  will  be  gradual 
and  dependent  upon  the  rapport  of  the  com- 
munity and  local  county  medical  society. 

Acknowledgments.  Your  chairman  wishes 
to  express  her  appreciation  to  the  members  of 
her  subcommittee  for  then'  attendance  at  meet- 
ings and  to  Dr.  Birkel,  Dr.  Brightman,  and 
Dr.  Yerby,  as  advisers. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 


Schedule  for  payment  of  physician  services 
effective  July  1,  1965,  there  has  been  only  one 
complaint  brought  to  the  attention  of  your 
chairman. 

After  reviewing  the  complaint  of  the  phy- 
sician, it  was  decided  this  was  apparently  due  to 
a misinterpretation  of  the  schedule  by  the  phy- 
sician. We  are  indebted  to  the  chairman  of  the 
Commission  on  Medical  Services,  George  Him- 
ler,  M.D.,  and  G.  Rehmi  Denton,  M.D.,  chair- 
man of  the  Economics  Committee,  for  their  sup- 
port. 

The  subcommittee  expresses  its  appreciation 
to  Mr.  George  P.  Farrell  for  his  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 


114  New  York  State  Journal  of  Medicine  / January  1,  1966 


Medical  Care  Insurance 


To  the  House  of  Delegates,  Gentlemen: 

The  Medical  Care  Insurance  Committee  is 
composed  of  the  following: 

Melvin  S.  Martin,  M.D.,  Chairman  Wyoming 


Robert  W.  Hurd,  M.D Oneida 

Charles  C.  Mangi,  M.D Queens 

Francis  J.  Loperfido,  M.D Bronx 

Theodore  L.  Lytle,  M.D Monroe 

John  D.  Naples,  M.D Erie 

Philip  M.  Standish,  M.D Ontario 

Harry  John  Mellen,  M.D Albany 

George  P.  Farrell,  Adviser New  York 


The  committee  has  held  three  meetings,  on 
January  8,  1965,  May  27,  1965,  and  October  14, 
1965. 

At  the  January  8 meeting,  a letter  of  Novem- 
ber 12,  1964,  addressed  to  George  A.  Burgin, 
M.D.,  president  of  the  Medical  Society  of  the 
State  of  New  York,  by  William  B.  Forsyth, 

M. D.,  president  of  the  Medical  Society  of  the 
County  of  Monroe,  was  referred  to  the  com- 
mittee by  the  Executive  Committee  of  the 
State  Society  for  consideration.  The  letter 
stated  in  part  that  the  Medical  Care  Plans 
Committee  of  the  Monroe  County  Society  had 
been  making  a study  of  medical  care  plans  for 
over  a year  and  were  now  ready  to  recommend 
to  the  Blue  Plans  and  private  insurance  com- 
panies, a program  to  offer  medical  coverage  in 
the  hospital  and  the  physician’s  office,  to  cover 
all  costs  with  a $100  deductible  and  an  80/20 
coinsurance  clause.  The  proposed  plan  was  to 
cover  major  medical  after  basic  coverage. 

The  Monroe  County  Medical  Society  had 
asked  the  State  Medical  Society  to  help  in  the 
following  areas:  To  initiate  legislation  to  permit 
community  rating  and  establish  a public  rela- 
tions program  to  interest  county  societies  in  the 
metropolitan  area. 

Dr.  Forsyth  urged  that  the  State  Medical 
Society  initiate  such  legislation  and  to  include 
anyone  over  sixty-five  at  a previous  group  rate; 
also,  to  urge  local  medical  societies  to  set  up 
comprehensive  medical  care  plans. 

The  committee  considered  Dr.  Forsyth’s 
recommendation  and  it  was  the  feeling  of  the 
committee  that  such  a recommendation  should 
not  be  made  to  the  Council  at  this  time. 

Dr.  Forsyth’s  letter  and  proposal  were  for- 
warded to  New  York  State  Blue  Shield  Plans 
for  comment.  Practically  all  of  the  plans  re- 
sponded, offering  suggestions,  and  Mr.  Harold 

N.  Howell,  chairman  of  the  Conference  of  Blue 
Cross  and  Blue  Shield  Plans,  stated  on  their 
behalf  that  the  matter  would  be  discussed  at  a 
conference  of  plans  at  a later  date. 

Claims  Revised.  The  committee  reviewed 
disputed  accident  insurance  claims  presented  to 
it  through  the  Health  Insurance  Council,  by 
the  Companion  Life  Insurance  Company  of 
New  York. 

The  committee  recommended  that  the  carrier 
be  advised  that  their  liability  should  be  limited 


to  20  per  cent  of  the  charges  and  the  county 
medical  society  so  advised. 

The  committee  also  considered  a claim  pre- 
sented to  it  by  the  John  Hancock  Mutual  Life 
Insurance  Company  requesting  the  review  of  a 
case  and  what  the  liability  of  the  company 
should  be,  due  to  what  they  considered  excessive 
charges.  The  case  was  presented  originally  to 
the  county  medical  society  in  the  county  where 
the  doctor  practiced,  and  it  was  their  opinion  it 
would  be  inappropriate  to  ascertain  a fair  and 
reasonable  fee  because  the  doctor  was  not  a 
member. 

After  discussion,  the  committee  decided  it  was 
not  within  their  province  to  render  an  opinion  to 
the  insurance  company  because  the  doctor  is 
also  not  a member  of  the  Medical  Society  of  the 
State  of  New  York. 

Resolutions.  At  the  May  27,  1965,  meeting 
the  following  resolutions,  referred  by  the  Coun- 
cil, were  considered: 

Resolution  65-49 — “Inclusion  of  Fees  for 
Physiatrists  in  Blue  Shield  Plans.”  The  com- 
mittee recommended  that  the  Medical  Society 
of  the  State  of  New  York  endorse  the  request  of 
the  Section  on  Physical  Medicine  and  Rehabili- 
tation by  recommending  to  Blue  Shield  Plans 
that  they  include  in  their  contracts  services 
rendered  by  physiatrists.  The  Council  at  its 
June  18,  1965,  meeting  passed  the  recommenda- 
tion. All  Blue  Shield  Plans  were  notified  of 
this  action  and  some  responded  that  they  had 
met  with  specialists  involved  and  the  others 
would  be  glad  to  do  so  at  any  time. 

Resolution  65-56 — “Full  Participation  by 
Physicians  in  Blue  Shield  Plans.”  The  com- 
mittee moved  that  the  Medical  Society  of  the 
State  of  New  York  devise  some  effective  means 
to  promote  full  participation  of  all  members  in 
their  local  Blue  Shield  Plans,  thus  avoiding  the 
economic  advantage  of  a small  segment  of 
physicians  over  then'  colleagues  and  thereby 
hurting  the  entire  doctor  image.  This  would 
also  avoid  the  weakening  influence  of  non- 
participation with  its  lack  of  fulfillment  of  re- 
sponsibility to  the  public  and  its  lack  of  unity 
on  the  part  of  the  profession  in  facing  its  chal- 
lenge of  preserving  the  private  practice  of 
medicine,  by  increasing  activity  in  the  Partici- 
pating Physicians  Committee  of  all  Plans. 

The  committee  recommended  each  Blue 
Shield  Plan  be  contacted  to  learn  the  percentage 
of  physicians  participating  in  each  plan  and 
that  this  information  be  published  in  the  New 
York  State  Journal  of  Medicine. 

Review  Committees.  Since  our  report  to 
the  1965  House  of  Delegates,  we  are  pleased  to 
report  that  in  each  district  branch  an  ap- 
propriate committee  has  been  established,  either 
through  the  district  branch  or  one  of  the  larger 
county  societies  within  a district,  which  would 
review  cases  that  a smaller  county  medical 
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society  does  not  have  an  appropriate  committee 
to  handle,  and  so  has  requested  the  assistance  of 
the  mechanism  of  the  district  branch,  or  a large 
county  society  within  the  district. 

Miscellaneous.  The  committee  considered 
a letter  from  P.  C.  Clark,  M.D.,  chief  of  medi- 
cine of  the  Medina  Memorial  Hospital  medical 
staff,  that  the  hospital  medical  staff  had  been  un- 
able to  decide  whether  or  not  the  taking  and 
interpretation  of  electrocardiograms  is  a hospital 
service,  and  further  stated  that,  under  their 
present  arrangements,  the  doctors  who  read  the 
electrocardiograms  are  compensated  only  in 
certain  comprehensive  Blue  Shield  Plans;  that 
in  these  cases  the  hospital  bills  Blue  Shield  and 
reimburses  the  doctor  a fixed  sum  for  each  elec- 
trocardiogram he  reads.  Dr.  Clark  stated  it 
was  difficult  for  the  medical  staff  to  decide 
whether  the  problem  was  ethical,  political,  or 
legal  and  requested  advice  and  comments  from 
the  State  Society. 

The  Blue  Shield  Plan  of  Western  New  York 
was  contacted  immediately  inquiring  if  the  Blue 
Shield  made  payments  to  the  Medina  Memorial 
Hospital  for  interpretation  of  electrocardio- 
grams. 

As  the  result  of  the  statement  made  in  Dr. 
Clark’s  letter,  a meeting  of  the  board  of  directors 
of  the  Medina  Memorial  Hospital  was  called  on 
July  20,  1965,  in  order  to  clarify  the  incorrect 
statement  made  in  Dr.  Clark’s  letter. 

A letter  has  been  received  from  Mr.  Joseph  M. 
Kerrigan,  executive  vice-president  of  Blue 
Shield  of  Western  New  York,  demanding  a 
retraction  of  the  statement  by  the  Medina 
Memorial  Hospital  and  Dr.  Clark  because  Blue 
Shield  does  not  pay  the  hospital  for  any  hospital 
services. 

A letter  has  been  received,  revoking  the  state- 
ment made  by  Dr.  Clark  in  his  letter  of  June  19, 
1965,  from  Mr.  Edmund  C.  Rosenkrans,  presi- 
dent of  the  board  of  directors  of  Medina 
Memorial  Hospital,  and  also  from  Alan  R. 


Johnson,  M.D.,  secretary  of  the  Medina 
Memorial  Hospital  medical  staff. 

The  committee  considered  also  a letter  from 
Hans  Lowenstein,  M.D.,  president  of  the  medi- 
cal staff  of  Medina  Memorial  Hospital,  also 
asking  for  advice  regarding  arrangements  that 
are  equally  acceptable  from  the  ethical,  legal, 
and  public  relations  viewpoints,  on  billing,  col- 
lecting, and  distributing  payments  for  electro- 
cardiographic services  rendered  to  patients  in 
the  hospital  under  special  consideration  of  such 
insurance  plans  as  the  Western  New  York  Plan 
who  consider  this  service  a medical  service. 

It  was  the  consensus  of  the  committee  that  the 
physician  should  bill  individually  for  services 
which  he  performs  for  a patient  and  this  was  so 
voted. 

Blue  Shield  Plans.  In  considering  the  ap- 
proval of  Blue  Shield  Plans  according  to  the 
Standards,  the  committee  reviewed  reports 
from  all  Blue  Shield  Plans  on  disposition  of 
cases  where  abuses,  duplication  of  claims,  and  so 
forth,  had  occurred  and  voted  approval  of  the 
following  Blue  Shield  Plans:  United  Medical 
Service,  Inc.,  New  York  City;  Blue  Shield  of 
Western  New  York,  Inc.,  Buffalo;  Genesee 
Valley  Medical  Care,  Inc.,  Rochester;  Central 
New  York  Medical  Plan,  Inc.,  Syracuse; 
Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Inc., 
Albany;  and  Chautauqua  Region  Medical 
Service,  Inc.,  Jamestown. 

Acknowledgments.  We  wish  to  thank  the 
officers  of  the  Medical  Society  of  the  State  of 
New  York,  Henry  I.  Fineberg,  M.D.,  executive 
vice-president,  who  has  worked  with  us,  and 
Mr.  Farrell,  who,  as  in  previous  years,  has 
exerted  a mighty  influence  over  our  activities. 

Respectfully  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 
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1966  HOUSE  OF  DELEGATES 


Medical  Services  B 


Workmen’s  Compensation 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and 
of  the  Division  on  Workmen’s  Compensation. 
The  committee  consists  of  the  following 


members: 

Carl  F.  Freese,  M.D.,  Chairman Nassau 

Louis  Cohen,  M.D Schenectady 

Thomas  M.  Flanagan,  M.D Chenango 

George  E.  Froehlich,  M.D Westchester 

Avrom  M.  Greenberg,  M.D Erie 

John  E.  Hammett,  M.D New  York 

Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Robert  F.  McMahon,  M.D. Onondaga 

Robert  E.  Wolf,  M.D Monroe 

Robert  Katz,  M.D.,  Director Kings 


The  committee  held  four  meetings  during  the 
period  covered  by  this  report  to  review  recom- 
mendations submitted  by  county  committees, 
specialty  groups,  and  interested  members  for 
the  proposed  revision  of  the  fee  schedule.  The 
proposal  was  transmitted  by  the  president  of 
our  Society  to  the  Chairman  of  the  Workmen’s 
Compensation  Board  in  accordance  with  the 
provisions  of  the  Workmen’s  Compensation  Law 
and  with  a covering  letter  and  graphs  supporting 
our  recommendations  and  in  the  best  interest  of 
compensation  claimants. 

To  clarify  some  unresolved  legal  issues  relating 
to  the  handling  of  special  compensation  cases 
the  committee  invited  Abraham  Markhoff,  Esq., 
president,  New  York  Compensation  Bar  Associ- 
ation, to  one  of  its  meetings.  Mr.  Markhoff 
addressed  himself  especially  to  third-party  cases 
and  urged  thorough  review  of  Section  29  of  the 
Workmen’s  Compensation  Law  to  permit 
attending  physicians  to  obtain  payment  of 
their  customary  fees  in  cases  where  the  plaintiff’s 
recovery  is  based  on  the  full  rates  shown  on  the 
physician’s  bill. 

While  industry  representatives  on  the  Work- 
men’s Compensation  Board’s  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied 
Problems  have  requested  more  time  to  study 
and  comment  on  the  proposed  changes  in  the 
fee  schedule  forwarded  to  them  by  the  Chairman 
of  the  Workmen’s  Compensation  Board,  that 
committee  dealt  with  many  other  problems 
during  its  meetings.  Among  these  were  the 
handling  of  cases  by  the  Special  Funds  Conser- 
vation Committee,  the  obtaining  of  resumes 
from  hospitals  on  compensation  claimants  by 
physicians  not  on  their  staff;  the  wording  of 
Workmen’s  Compensation  Form  MR50  (notice 
of  late  filing)  and  Form  C-313  (request  to  file 
Form  C-4  mailed  to  attending  physician  and 


copy  to  claimant);  the  intrusion  of  hospitals 
into  the  practice  of  medicine;  the  review  of  his 
claims  folder  by  the  claimant  assisted  by  a 
claims  examiner  of  the  Workmen’s  Compensa- 
tion Board;  the  disposition  of  x-ray  plates  and 
the  ensuing  problems  between  physicians  and 
insurance  carriers;  unwarranted  authorization 
of  surgical  appliances  by  a carrier  without  con- 
tacting the  attending  physician  and  without 
the  latter’s  request;  payments  to  physicians 
for  services  rendered  in  their  absence  but  on 
their  advice  by  house  physicians  in  a hospital 
emergency  room;  payments  for  special  electro- 
diagnostic procedures;  direct  supervision  of 
therapy  by  physiatrists;  the  handling  of  third- 
party  cases  under  the  Workmen’s  Compensa- 
tion Law,  and  legislative  issues  under  considera- 
tion in  the  State  Legislature. 

Legislation.  The  committee  recommended 
an  amendment  to  Section  13-a  (5).  No  agree- 
ment could  be  achieved  between  the  different 
versions  of  this  amendment  passed  by  the 
Assembly  and  by  the  Senate  and  it  was  therefore 
not  enacted.  Legislation  to  change  the  status 
of  hospitals  wholly  supported  by  taxation,  to 
commit  medical  criteria  for  disability  determina- 
tion to  writing,  and  the  extension  of  disability 
benefits  to  include  medical  and  hospital  services 
were  considered  by  our  committee  to  be  of  no 
substantial  value  to  claimants.  None  of  them 
was  enacted. 

Of  several  new  enactments  to  the  Workmen’s 
Compensation  Law  during  1965,  only  the  exten- 
sion of  medical  benefits  to  include  optometric 
services,  eye  glasses,  false  teeth,  and  artificial 
eyes,  and  the  ability  of  the  Board  to  award 
payments  pending  determination  of  apportion- 
ment between  two  or  more  carriers  will  be  of 
any  immediate  significance  to  treating  physi- 
cians. 

Education.  Through  the  column  “Work- 
men’s Compensation  News”  in  the  News  of  New 
York  physicians  were  informed  about  “Various 
Special  Funds  Under  the  Workmen’s  Compensa- 
tion Law,”  “Compliance  with  Rule  9 of  the 
Medical  Rules  Promulgated  Under  the  Work- 
men’s Compensation  Law,”  and  “Revised 
Application  Forms  for  Rating  Under  the  Work- 
men’s Compensation  Law.” 

The  Rockland  County  Community  College 
repeated  its  invitation  to  the  director  of  the 
Bureau  of  Workmen’s  Compensation  to  address 
its  class  for  medical  assistants.  The  director 
participated  also  in  a symposium  conducted 
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by  the  American  Management  Association 
entitled  “Operating  the  Modern  Medical  De- 
partment.” The  director’s  presentation  dealt 
with  “Supervising  the  Workmen’s  Compensa- 
tion Program.” 

Meetings  and  Liaison.  The  director 
attended  the  annual  meeting  of  the  American 
Academy  of  Compensation  Medicine,  the  annual 
meeting  of  the  American  Medical  Association, 
the  25th  Congress  on  Occupational  Health, 
the  meeting  of  the  New  York  Regional  Society 
of  Plastic  and  Reconstructive  Surgery,  and 
addressed  the  Essex  County  Medical  Society. 
He  also  acted  as  host  to  a group  of  French 
physicians  who  visited  the  headquarters  of  the 
Medical  Society  of  the  State  of  New  York.  He 
held  many  informal  meetings  with  Workmen’s 
Compensation  Board  officials,  and  representa- 
tives of  the  insurance  industry,  labor,  and 
management. 

Arbitration.  Disputed  bills  for  medical 
services  rendered  by  physicians  were  settled 
by  arbitration  and  by  direct  negotiation.  A 


Industrial  Health 

T o the  House  of  Delegates,  Gentlemen : 

The  following  is  the  report  of  the  Council 
Committee  on  Industrial  Health  and  of  the 
Division  of  Industrial  Health. 

The  committee  consists  of  the  following 
members: 

Harry  E.  Tebrock,  M.D.,  Chairman.  Queens 


Seymour  Fiske,  M.D New  York 

Nicholas  I.  Klimow,  M.D Chemung 

John  L.  Norris,  M.D Monroe 

Dallas  E.  Billman,  M.D Steuben 

Norvin  C.  Kiefer,  M.D.,  Adviser.  .New  York 
Robert  Katz,  M.D.,  Director Kings 


The  committee  convened  for  one  formal 
meeting  during  the  period  covered  by  this 
report  and  conducted  a large  part  of  its  activities 
by  correspondence. 

The  committee  devoted  its  efforts  towards 
the  establishment  of  better  rapport  between 
the  profession  at  large  and  physicians  in  occupa- 
tional medicine. 

A survey  of  the  activities  of  industrial  health 
committees  of  the  county  medical  societies  was 
conducted  and  the  returns  were  evaluated. 
The  committee’s  offer  of  assistance  was  accepted 
by  a number  of  county  committees  whose  re- 
quests were  promptly  filled. 

The  committee  kept  informed  about  the 
progress  of  an  industrial  health  facility  which 
has  been  established  at  a community  hospital 
in  New  York  City.  Supported  by  funds  from 
outside  agencies,  the  unit  is  functioning  on  a 
limited  scale  and  offering  plant  surveys  at  no 
expense  to  management.  Further  progress 
will  be  followed  carefully  as  outside  support  is 


total  of  103  arbitration  sessions  was  held 
throughout  the  State;  73  were  in  the  New  York 
City  area.  The  director,  who  attended  most 
of  these,  assisted  the  numerous  physicians 
appearing  on  their  own  behalf  and  the  physi- 
cians appointed  to  act  as  arbitrators  by  the 
president  of  their  county  medical  society.  A 
total  of  2,316  cases  was  submitted  for  arbitra- 
tion including  bills  adding  up  to  $330,665.80. 
Postponements  delayed  the  settlement  of  238 
cases;  1,621  cases  were  settled  by  arbitration; 
414  were  settled  without  hearing,  and  43  cases 
were  settled  by  direct  negotiation  with  the 
assistance  of  the  Bureau  of  Workmen’s  Com- 
pensation. 

The  committee  wishes  to  express  its  apprecia- 
tion to  the  director  of  the  Division  of  Work- 
men’s Compensation,  Robert  Katz,  M.D., 
and  to  its  administrative  assistant,  Miss  Alice 
E.  Wheeler,  for  their  continued  expert  and 
efficient  handling  of  the  ever-expanding  activi- 
ties of  our  committee. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 


withdrawn  and  the  program  is  expected  to 
become  self-sustaining. 

The  members  were  kept  informed  of  proceed- 
ings of  scientific  meetings  attended  by  the 
director  of  the  Division  of  Industrial  Health. 
Included  were  the  meetings  of  the  Section  on 
Occupational  Medicine  of  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.,  the  annual 
meeting  of  the  American  Medical  Association, 
the  25th  Congress  on  Occupational  Health,  the 
Congress  on  Quackery,  and  the  Governor’s 
Committee  for  the  Employment  of  the  Handi- 
capped. 

The  director  was  invited  to  appear  on  an 
American  Management  Association’s  sympo- 
sium entitled  “Operating  the  Modern  Medical 
Department”  and  to  speak  on  certain  aspects  of 
occupational  health.  Many  speakers  stressed 
the  importance  of  actual  visits  to  the  plant  by 
the  industrial  physician  and  the  confidential- 
ness of  medical  records. 

Legislation  affecting  the  practice  of  occupa- 
tional medicine  and  ancillary  services  involved 
was  subjected  to  close  scrutiny  with  support  of 
improvements  where  necessary.  The  commit- 
tee anticipated  increased  activity  in  this  area 
and  acknowledges  the  valuable  assistance  ex- 
tended to  it  by  the  director  of  the  Division  of 
Industrial  Health,  Robert  Katz,  M.D.,  and  his 
administrative  assistant,  Miss  Alice  E.  Wheeler. 

Respectfully  submitted, 

Harry  E.  Tebrock,  M.D.,  Chairman 
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Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Hospital  and  Professional  Re- 
lations. 

The  committee  consists  of  the  following 
members: 

Harold  T.  Golden,  M.D.,  Chairman 

Herkimer 

Kenneth  E.  Eckhert,  M.D Erie 

Irving  L.  Ershler,  M.D Onondaga 

August  H.  Groeschel,  M.D New  York 

George  Himler,  M.D New  York 

Charles  R.  Mathews,  M.D Monroe 

Martin  Cherkasky,  M.D.,  Adviser.  . . Bronx 

Herman  E.  Hilleboe,  M.D.,  Adviser 

New  York 

Jerome  Pollack,  M.D.,  Adviser Kings 

The  committee  met  twice  during  the  year,  to 
date,  and  the  policy  begun  last  year  was  con- 
tinued by  having  the  matching  committees  of 
the  Hospital  Association  of  New  York  State 
and  the  New  York  State  Radiological  Society 
present  at  both  meetings  for  their  advice  and 
concurrence. 

Our  major  consideration  during  the  year  has 
been  a continuation  of  our  study  of  the  rising 
costs  of  hospital  services.  All  items  in  this 
report  will  be  directly  related  to  this  study. 

1.  The  study  of  the  use  of  maternity  beds 
for  “clean”  gynecologic  patients,  plus  the 
study  undertaken  by  the  New  York  State 
Department  of  Health  at  the  instigation  and 
insistence  of  this  committee,  has  been  well 
under  way  for  several  months  with  six  hospitals 
cooperating.  A spokesman  for  the  Department 
informed  your  chairman  early  in  October  that 
the  study  was  going  satisfactorily  with  no 
untoward  results  to  date,  but  that  the  study 
involved  so  few  cases  that  it  would  have  to 
continue  about  a year  before  any  Sanitary  Code 
changes  could  be  justified. 

2.  Both  State  and  national  legislators  have 
now  taken  the  initiative  in  the  improvement  in 
hospital  care — specifically  in  the  Social  Security 
Act  of  1965  in  Washington  (Medicare)  and  in 
Senate  Introductory  4656  in  Albany  (the  bill 
that  transfers  control  of  hospitals  from  the  New 
York  State  Department  of  Social  Welfare  to  the 
New  York  State  Department  of  Health). 

(a)  The  Medicare  bill  insists  on  accreditation 
for  a hospital  as  well  as  an  active  utilization 
committee  as  the  least  qualification  for  par- 
ticipation. This  should  tend  to  upgrade  hos- 
pital care  in  some  hospitals.  Your  committee 
feels  that  almost  anything  that  improves  the 
care  of  our  patients  is  good  but  we  worry  about 
the  effects  of  government  intervention  in 
establishing  any  improvement  and  enforcing  it. 

(b)  The  New  York  State  law,  which  is  an 
implementation  of  the  F olsom  Report  summary 
and  did  not  even  wait  for  the  publishing  of  the 


full  report,  accomplished  what  the  Medical 
Society  of  the  State  of  New  York  has  long 
wanted,  a transfer  of  hospital  control  to  the 
Department  of  Health  rather  than  the  Depart- 
ment of  Social  Welfare — the  previous  and  rather 
incongruous  system.  However,  the  same  bill 
includes  many  other  controls  that  go  far 
beyond  hospitals,  such  as  changes  in  Blue  Shield 
and  Blue  Cross  and  other  vendors  of  medical 
and  hospital  insurance;  absolute  control  of  all 
medical  facility  construction  (hospitals,  nursing 
and  convalescent  homes,  and,  if  interpreted 
literally,  even  physicians’  offices).  This  law 
also  insists  on  an  active  utilization  committee 
but  goes  even  further  than  Medicare  in  setting 
up  medical  audits  as  a determination  of  the 
quality  of  medical  care.  Your  Society  is 
cooperating  in  these  audits.  This  law  also 
controls  the  fiscal  auditing  of  all  hospitals  and 
control  of  hospital  billings.  It  suggests  ways 
of  lowering  hospital  costs,  but  your  committee 
feels  that  this  is  a bookkeeping  change  in  costs 
that  will  only  shift  a portion  of  hospital  costs 
into  another  category,  supported  by  the  tax- 
payers. Your  committee  also  insists  that  with 
increasing  social  legislation,  that  is,  minimum 
wage  increases,  regional  health  centers,  and 
so  forth,  hospital  costs  can  only  go  up,  despite 
the  Folsom  Committee  and  your  committee’s 
efforts. 

3.  Your  committee  still  feels  that  there  are  a 
few  fields  left  in  which  hospital  costs  may  be 
diminished. 

(a)  It  would  recommend  that  all  hospitals 
investigate  the  possibility  of  a seven-day 
hospital  week,  including  laboratories,  operating 
and  recovery  rooms,  x-ray  facilities,  and  all 
ancillary  services.  Those  hospitals  which  have 
instituted  this  program  are  enthusiastic  about 
it  (for  example,  Cooper  Hospital,  Camden, 
New  Jersey)  and  report  improved  patient  care 
and  increased  hospital  income. 

( b ) A reassessment  of  patient  “tests”  is  in 
order  to  reduce  these  to  the  minimum  com- 
patible with  good  medical  care  and  this  is  also 
suggested  as  another  study  for  medical  staffs, 
although  it  seems  evident  that  medical  audits 
will  provide  this  solution  probably  by  mandate, 
a decree  we,  as  physicians,  will  all  decry. 

4.  Finally,  this  committee  laments  the  lack  of 
representation  of  practicing  physicians  on  most 
government-sponsored  medical  committees  from 
Presidential  to  congressional  to  State  legislative 
and  hospital  councils.  We  believe  that  medical 
school  professors,  full-time  salaried  physicians, 
and  research  scientists  do  not  know  the  prac- 
tical and  economic  side  of  the  practice  of 
medicine  in  the  manner  that  is  best  for  our 
patients  medically,  economically,  and  socially. 

5.  Your  chairman  wishes  to  thank  his  com- 
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mittee  and  its  consultants  for  their  long  hours 
of  consideration  of  committee  problems.  He  is 
especially  indebted  to  Charles  M.  Brane,  M.D., 
for  his  inspiring  constant  counseling  and 
assistance.  To  Miss  Alice  Wheeler  and  Miss 


Labor  Health  Facilities 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Special 
Committee  on  Labor  Health  Facilities. 

The  committee  consists  of  the  following 
members: 

William  H.  Foege,  M.D.,  Chairman 


New  York 

Theodore  Rosenthal,  M.D New  York 

Louis  Venet,  M.D. New  York 


During  the  past  year  this  committee  has  con- 
tinued in  its  efforts  to  establish  a good  working 
relationship  with  organized  labor  in  the  area  of 
health  service.  To  this  end  a letter  was  sent  to 
the  medical  directors  and  business  administra- 
tors of  the  labor  health  centers  who  answered 
our  previous  questionnaire  thanking  them  for 
their  cooperation  and  enclosing  a copy  of  this 
committee’s  annual  report  and  a report  of  the 
favorable  action  of  the  House  of  Delegates  on 
the  recommendations  made  in  the  report.  A 
similar  letter  was  sent  to  the  centers  who  had 
not  answered  the  questionnaire,  which  resulted 
in  several  additional  responses. 

Of  interest  was  an  inquiry  regarding  a chiro- 
practic medical  center  which  was  organized  by 
one  labor  union,  information  regarding  which 
was  obtained  from  another  labor  union.  While 
a chiropractic  medical  center  is  beyond  the  con- 
trol of  this  Society,  the  incident  demonstrates 
that  the  labor  organizations  have  a genuine 
need  for  medical  guidance  in  matters  of  health 


Gretchen  Wunsch  goes  the  appreciation  of 
the  entire  committee  for  their  many  favors  and 
secretarial  assistance. 

Respectfully  submitted, 

Harold  T.  Golden,  M.D.,  Chairman 


and  emphasizes  the  importance  of  continued 
sincere  effort  to  establish  a rapport  with  labor 
leaders,  particularly  with  those  officials  who 
deal  with  matters  of  health  and  welfare. 

It  is  strongly  urged  therefore  that  all  ques- 
tions regarding  labor  in  relationship  to  medicine 
that  come  before  any  segment  of  this  Society  be 
referred  to  the  Committee  on  Labor  Health 
Facilities,  so  that  the  union  officials  or  their 
representatives  may  become  more  aware  of  the 
availability  of  a committee  which  is  familiar 
with  their  problems  and  which  stands  ready  to 
advise  them  and  help  them  if  this  be  possible, 
and  which  may,  in  turn,  be  able  to  invoke  the 
support  of  organized  labor  in  some  of  the  prob- 
lems which  beset  organized  medicine. 

In  the  coming  year  the  committee  plans  a 
further  questionnaire  to  obtain  supplementary 
statistics,  measuring  the  advance  or  regression  of 
the  activity  of  labor  health  centers,  to  offer  some 
educational  opportunities  to  the  health  center 
staffs  to  help  maintain  or  improve  the  levels  of 
medical  care  offered,  and  again  to  make  every 
effort  to  reinforce  the  spirit  of  cooperation  be- 
tween organized  labor  and  the  Medical  Society 
of  the  State  of  New  York  which  has  been  thus 
far  engendered. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 
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Questions  of  Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Questions  of  Ethics  con- 
sists of  the  following: 

Joseph  G.  Zimring,  M.D.,  Chairman . .Nassau 


Walter  J.  Clarkson,  Jr.,  M.D Suffolk 

Warren  A.  Lapp,  M.D Kings 


This  past  year  was  an  active  one  for  our 
committee.  There  were  about  a dozen  letters 
concerning  various  minor  problems  of  ethics 
which  were  resolved  without  too  much  trouble. 
All  questions  concerning  advertising  were  re- 
ferred to  the  local  county  medical  society 
involved  for  solution. 

A letter  regarding  medical  ethics  in  the 
matter  of  a physician  pathologist  running  a 
contract  laboratory  was  answered  in  the  follow- 
ing manner  with  the  approval  of  the  Council: 
“The  Committee  on  Ethics  has  considered 
your  letter  and  cannot  find  any  unethical 
aspect  concerning  the  operation  of  a contract 
laboratory  by  a pathologist.  However,  the 
committee  believes  that  the  College  of  Amer- 
ican Pathologists  should  be  contacted  and  the 
ethical  standards  of  that  organization  should 
be  taken  into  consideration.  Y our  statement, 
‘Obviously,  if  one  is  to  be  allowed  to  compete 
effectively  in  the  private  practice  of  clinical 
pathology,  one  should  not  be  bound  by 
medical  ethics  which  create  a situation  which 
favors  the  development  and  the  success  of 
the  lay  laboratory,’  cannot  be  left  unchal- 
lenged. The  Committee  on  Ethics  feels  that 
the  medical  profession  must  never  reject  med- 
ical ethics  for  any  reason  because,  in  doing  so, 
we  destroy  the  very  foundation  of  our  profes- 
sion. We  do  not  practice  cultism  because 
the  cultists  are  constantly  chipping  away  at 
the  practice  of  medicine.  We  must  at  all 
costs  uphold  the  dignity  and  honesty  of  our 
profession  by  differentiating  right  from 
wrong.” 

In  January,  1965,  the  committee  presented 
to  the  Council  a complaint  received  from  a mem- 
ber in  Erie  County  that  representatives  of  the 
State  Health  Department  and  of  the  Erie 
County  Health  Department,  having  obtained 
permission  to  take  information  from  physicians’ 
records,  had  also  taken  patients’  names  and 
personal  information  regarding  them.  With 
approval  of  the  Council,  the  committee  replied 
by  quoting  the  Regulations  of  the  Commissioner 
of  Education,  Article  II,  section  30,  paragraph  4, 
which  provides  that  information  may  be  sup- 
plied to  a department  of  the  State  government 
“providing  that  such  department  shall,  when 
requesting  such  facts,  data,  or  information, 
notify  the  physician  in  writing  that  such  facts, 
data,  or  information  shall  be  used  only  for 
research  and  study  and  that  their  confidential 
nature  shall  be  maintained.” 

In  April,  the  Medical  Society  of  the  County 
of  Erie  wrote  Dr.  Zimring: 

“We  note  that  Section  206,  subdivision  1, 


paragraph  (J)  of  the  Public  Health  Law, 
under  which  surveys  are  made,  does  not 
specifically  and  clearly  say  that  the  doctor  is 
permitted  to  disclose  the  names  of  patients 
surveyed.  In  absence  of  such  specific  lan- 
guage we  do  not  believe  that  it  can  be  said 
that  the  Legislature  intended  that  physicians 
reveal  the  names  of  patients.  We,  therefore, 
have  taken  the  position  that  in  the  future  no 
surveys  of  physicians’  office  records  involving 
patients’  names  will  be  approved  by  our 
Society  unless  consented  to  by  the  patients 
concerned  or  unless  ordered  by  a court  of 
competent  jurisdiction.” 

The  committee  then  asked  Hollis  S.  Ingraham, 
M.D.,  State  Commissioner  of  Health,  for  the 
present  policy  and  procedures  of  the  New  York 
State  Health  Department  in  such  matters. 

Dr.  Ingraham’s  answer  was  as  follows: 

“The  Erie  County  survey  had  as  its  major 
objective  the  determination  of  the  incidence 
and  prevalence  of  long-term  childhood  diseases 
on  a community-wide  basis.  1 1 was  necessary 
to  obtain  information  from  outpatient  records 
and  from  records  of  individual  physicians 
because  the  available  information  from  hos- 
pital records  did  not  cover  the  total  childhood 
population.  In  order  to  avoid  duplication  in 
counting,  it  was  necessary  to  obtain  the  name 
and  other  identifying  information.  Section 
206J  of  the  Public  Health  Law  gives  the 
Commissioner  authority  to  make  such  studies 
which  have  for  their  purpose  the  reduction  of 
morbidity  and  mortality,  but  it  also  states 
explicitly  that  ‘Such  information  shall  not  be 
admissible  as  evidence  in  any  action  of  any 
kind  in  any  court  or  before  any  other  tribunal, 
board,  agency,  or  person.’  In  Erie  County, 
in  every  instance  the  specific  permission  of  the 
physician  was  obtained  before  the  family  was 
approached  for  a possible  interview.  I am 
quite  sure  that  much  of  the  concern  of  some 
physicians  in  Buffalo  was  based  on  a mis- 
understanding of  the  nature  of  the  long-term 
disease  study.” 

The  subject  of  “credit  cards”  was  once  more 
brought  to  the  attention  of  the  committee  be- 
cause a booth  in  the  technical  exhibits  had  been 
rented  during  the  last  convention  to  an  organiza- 
tion that  had  not  been  approved  by  either  the 
Medical  Society  of  the  State  of  New  York  or  the 
American  Medical  Association.  This  situation 
was  cleared  by  the  Council,  and  no  booths  are 
ever  to  be  rented  to  unapproved  technical 
exhibits. 

The  “credit  card”  idea  was  discussed  by  the 
Council,  and  it  was  decided  that  the  chairman 
of  the  Committee  on  Ethics  should  appear 
before  a joint  conference  of  the  Judicial  Council 
and  the  Council  on  Medical  Service  of  the 
American  Medical  Association  on  June  18,  1965, 
and  present  the  viewpoint  of  the  Medical  Society 
of  the  State  of  New  York  in  this  matter  as  well 
as  on  the  subject  of  payment  of  physicians  for 
emergency  room  treatment  rendered  by  interns 
or  residents. 
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Dr.  Zimring  appeared  before  the  joint  con- 
ference and  on  July  16,  1965,  received  a letter 
from  the  Department  of  Medical  Ethics  of  the 
American  Medical  Association  relevant  to  the 
adoption  of  the  following  statement  by  the 
Judicial  Council  of  the  American  Medical  Asso- 
ciation: 

“The  Council  agreed  that  when  a physician 
assumes  responsibility  for  the  services  ren- 
dered to  a patient  by  a resident  or  intern  the 
physician  may  ethically  bill  the  patient  for 
services  which  were  performed  under  the 
physician’s  personal  observation,  direction, 
and  supervision.” 

No  agreement  had  yet  been  reached  on 
“credit  card”  payment  for  medical  care. 

During  the  past  year  the  Committee  on 
Questions  of  Ethics  received  several  letters  from 
the  American  Medical  Association  and  the 
Medical  Society  of  the  County  of  Queens  ques- 
tioning the  ethics  of  the  contents  of  various 
letters  received  by  industrial  finns  from  the 
Executive  Health  Examiners  of  New  York  City. 
Examination  of  these  letters  by  the  committee 
revealed  frank  violation  of  the  code  of  medical 
ethics  by  this  group  in  that  they  solicited  pa- 
tients through  advertising.  These  letters,  with 
a recommendation  for  disciplinary  action,  were 
forwarded  to  the  local  county  medical  society 
involved — the  Medical  Society  of  the  County  of 
New  York. 

The  Council  on  September  23,  1965,  referred 
to  our  committee  the  “Policy  Statement  of  the 
Medical  Society  of  the  County  of  New  York  on 
Industrial  Medical  Care,”  for  its  study,  possible 
revision,  and  recommendation  for  its  adoption 
as  the  official  policy  of  the  Medical  Society  of 
the  State  of  New  York. 

The  committee,  after  studying  the  policy 
statement,  revised  it  by  adding  a statement 
explaining  in  more  detail  its  views  on  advertis- 
ing and  asked  the  Council  to  refer  the  amended 
policy  statement  to  the  Committee  on  Industrial 
Health  for  study  and  revisions,  if  necessary,  so 
that  a version  acceptable  to  the  Council  and  to 
both  committees  might  be  presented  to  the 
House  of  Delegates  at  its  meeting  in  February, 
1966,  for  final  approval  as  “Accepted  Standards 
of  Medical  Ethics  for  Industrial  Medical  Care.” 
The  statement,  as  amended  by  the  committee 
and  as  presented  with  a recommendation  that 
it  be  referred  to  the  Committee  on  Industrial 
Health,  is  as  follows: 

“Standards  of  Medical  Ethics  for  Industrial 
Medical  Care 

“Industrial  medicine  over  the  past  fifty  years 
has  played  a major  role  in  effecting  the  remark- 
able reduction  in  the  number  of  injuries  and 
environmental  illnesses  among  the  nation’s 
working  population.  Employers  have  recog- 
nized the  economic  and  morale  values  of  pro- 
grams to  prevent  job-connected  illness  and  in- 
jury. In  addition,  many  have  increased  the 
scope  of  their  programs  to  include  health  main- 
tenance through  periodic  employe  examinations 
for  the  early  detection  of  nonindustrial  illness. 
“The  scope,  objectives,  and  functions  of 


occupational  health  programs  have  been  out- 
lined by  the  Council  on  Occupational  Health  of 
the  American  Medical  Association  and  require 
no  amplification  here.  Their  applicability  to 
plants  having  in-plant  medical  departments,  in 
charge  of  a medical  director,  is  quite  clear. 
However,  there  are  other  types  of  part-time 
medical  services  now  being  offered  to  plants 
wherein  the  application  of  these  basic  principles 
is  less  readily  applicable,  less  well  understood, 
and  less  often  observed.  These  include: 

A.  INDEPENDENT  INDUSTRIAL  CLINICS 

These  clinics  generally  serve  a number  of 
smaller  companies  which  would  not  otherwise 
maintain  such  facilities  and  in  most  cases  pro- 
vide capable  and  thorough  care.  The  policy 
of  the  group  and  the  actions  of  the  individual 
physicians  are  expected  to  conform  to  the 
principles  set  forth  in  this  statement.  The 
solicitation  of  contracts  for  such  medical  care 
from  management  personnel  by  any  person  in 
or  acting  for  the  group  is  not  ethical. 
b.  union  health  groups  (usually  joint 
management-union  trusteeship) 

These  groups  originally  provided  diagnostic 
study  only  of  nonoccupational  disease.  An 
increasing  number  have  now  been  authorized 
to  provide  complete  diagnosis  and  treatment 
for  union  members  and  their  families.  It  is 
urged  that  such  comprehensive  groups  ar- 
range to  provide  adequate  medical  service  at 
all  times  and  not  merely  during  clinic  hours 
since  they  have  assumed  the  role  of  a family 
physician.  It  is,  of  course,  desirable  that 
medical  policy  decisions  remain  in  the  control 
of  physician  administrators. 

C.  HEALTH  EVALUATION  GROUPS — INDEPENDENT 
OR  HOSPITAL  AFFILIATED 

1.  Many  firms  have  arranged  for  a pro- 
gram of  periodic  health  evaluation  of  key 
personnel  by  medical  groups  specializing  in 
this  service.  In  many  cases  the  employe 
must  sign  a prior  authorization  for  release  of 
the  findings  to  the  company.  It  is  desirable, 
and  the  committee  urges,  that,  with  the 
employe’s  consent,  a complete  copy  of  the 
examination  be  provided  to  the  employe’s 
private  physician  and,  equally  important,  to 
the  company’s  medical  officer  if  there  is  one. 
Such  information  should  not  be  released  to 
nonprofessional  management  personnel. 

2.  More  serious,  however,  is  the  increasing 
frequency  with  which  such  groups  refer  pa- 
tients to  specialists  for  treatment  of  diseases 
found  on  such  health  examinations.  This  is 
not  the  proper  function  of  such  a group  and 
should  be  referred  to  the  employe’s  family 
physician. 

3.  Last,  the  active  advertising  or  direct 
solicitation  of  new  contracts  for  such  services 
(whether  by  newspaper  articles,  direct  mail- 
ing, etc.)  is  unethical.  It  cannot  be  con- 
doned, regardless  of  the  status  of  the  indi- 
vidual who  does  so.  Professional  members 
of  such  groups,  whether  full-  or  part-time, 
must  accept  responsibility  for  such  unethical 
conduct. 
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(a)  Information  and  publicity  are  strictly 
limited  (1)  to  dignified,  restrained  announce- 
ments to  local  county  medical  societies,  local 
chapters  of  the  Industrial  Medical  Associa- 
tion, to  professional  publications,  and,  on  bona 
fide  request,  to  industry  or  to  patients,  which 
announcements  may  properly  include  the 
names  of  professional  personnel,  types  of  serv- 
ices available,  office  hours,  address  and  tele- 
phone number;  (2)  to  personal  contact  by 
doctors  of  medicine  with  their  business  friends 
by  individual  conversation  or  by  personal 
letter;  and/or  (3)  to  such  personal  contact 
with  medical  directors  of  industrial  organiza- 
tions. 

( b ) The  following  described  activities  are 

not  engaged  in:  (1)  mass  salesmanship 

technics  in  office  buildings  by  doctors  of 
medicine  or  by  business  managers,  nurses,  or 
other  nonmedical  personnel  or  representa- 
tives; (2)  mass  or  other  circulation  of  pub- 
licity material  to  industry,  except  as  pro- 
vided in  subparagraph  (1)  of  paragraph  D 
hereof;  (3)  articles  in  lay  publications,  except 
with  the  written  prior  approval  of  the  censors 
of  this  society;  (4)  participation  in  radio  or 
television  programs  without  prior  written 
clearance  and  approval  of  the  censors  of  this 
society;  (5)  direct  solicitation  of  medical 
contracts  with  industries  in  other  cities  other- 
wise than  through  the  local  county  medical 
societies  or  the  medical  directors  of  the  respec- 
tive companies;  and  (6)  the  establishment  or 
continuance  of  affiliated  organizations  or  other 
agencies  under  lay  management  and  the  use 
thereof  for  the  purpose  of  soliciting  industry. 
“Whether  plant  medical  services  are  offered  to 

plants  on  a full-time  or  part-time  basis,  the  same 
primary  aims  of  an  industrial  medical  program, 
as  outlined  by  the  Council  on  Occupational 
Health  of  the  American  Medical  Association, 
should  be  pursued.  It  is  with  a view  to  pointing 
up  these  basic  principles  in  their  application  to 
the  special  types  of  service  indicated  above  that 
the  present  policy  statement  is  presented: 

I.  PRIMARY  AIMS  OF  AN  INDUSTRIAL  MEDICAL 

PROGRAM 

A.  To  facilitate  by  careful  preplacement 
examination  the  proper  placement  of  new 
employes  in  assignments  compatible  with  their 
health. 

B.  To  cooperate  in  the  development  of 
effective  measures  to  prevent  occupational 
disease  and  injury. 

C.  To  provide  for  the  competent  treat- 
ment of  diseases  and  injuries  arising  from  the 
occupational  environment,  when  so  requested 
by  the  employe. 

D.  To  provide  for  emergency  care  of 
serious  nonoccupational  illness  occurring  on 
the  job  until  the  employe  can  be  seen  by  his 
private  physician. 

“In  addition  to  but  secondary  to  those  func- 
tions above,  management  may  wish  to  provide 
for  minor  treatment  of  nonrecurring  nonindus- 
trial illness  to  enable  an  employe  to  complete 
his  work  shift.  Provision  may  also  be  made  for 


periodic  health  evaluation  of  employes  for  the 
early  detection  of  disease. 

II.  RESPONSIBILITIES  OF  THE  INDUSTRIAL 
PHYSICIAN 

1.  The  physician  in  industry  (whether 
full-  or  part-time)  must,  of  course,  maintain 
the  highest  standards  of  professional  ethics 
and  competence  in  the  handling  of  the 
employe  patient. 

2.  He  must  be  alert  to  current  medical 
developments  as  well  as  those  legal,  social, 
and  economic  factors  relating  to  medical  care 
in  industry. 

3.  He  must  insist  on  control  and  complete 
confidentiality  of  all  employes’  medical 
records,  releasing  to  the  employer  or  to  others 
only  such  information  as  the  law  requires. 
In  other  cases  it  might  be  released  only  upon 
written  consent  of  the  employe. 

4.  He  must  supplement,  not  interfere  with 
or  attempt  to  replace,  the  relationship  of  the 
employe  with  his  private  physician. 

5.  He  should  not  use  his  position  in  in- 
dustry to  solicit  employes  or  their  families  to 
become  his  patients  in  his  private  practice. 
“To  summarize,  industrial  medical  care  pro- 
grams which  conform  to  the  principles  outlined 
above  are  essential  to  the  health  and  safety  of 
the  employe  at  work.  In  their  fullest  degree, 
they  supplement  the  patient-family  physician 
relationship  and  together  best  achieve  our  com- 
mon goal — the  continued  good  health  of  the 
individual.” 

In  October  the  following  letter  was  received 
from  the  American  Medical  Association  as  their 
final  disposition  of  the  matter  of  “credit  cards,” 
which  had  been  presented  to  them  at  the  joint 
meeting  of  the  Judicial  Council  and  the  Council 
for  Medical  Service  of  the  American  Medical 
Association  on  Friday,  June  18,  1965: 

“This  is  to  inform  you  that  the  Council  on 
Medical  Service  and  the  Judicial  Council  of 
the  American  Medical  Association  have 
adopted  the  following  opinion  relating  to 
‘Programs  for  Financing  Medical  Care’: 

‘In  1934  the  House  of  Delegates  declared 
that  “One  of  the  strongest  holds  of  the  pro- 
fession on  public  approbation  and  support 
has  been  the  age-old  professional  ideal  of 
medical  service  to  all,  whether  able  to  pay 
or  not.  That  ideal  is  basic  in  our  ethics.” 
‘The  medical  profession  cannot  dictate  to 
patients  how  they  shall  finance  their  medical 
bills.  The  medical  profession  must  oppose 
any  prepayment  or  postpayment  program 
that  might  result  in  advertising  or  solicita- 
tion of  patients  by  physicians,  profit  to  the 
physician  for  other  than  professional  serv- 
ices, exploitation  of  the  patient,  or  un- 
necessary increase  in  the  cost  of  medical 
care. 

‘Any  proposed  program  for  financing  med- 
ical care,  or  parts  of  medical  care,  should  be 
judged  by  the  physician  in  light  of  the  above 
criteria.’ 

“This  opinion  will  be  included  in  a supple- 
mentary report  to  be  presented  to  the  House 
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of  Delegates  of  the  Association  at  the  time  of 
the  Clinical  Convention  in  Philadelphia, 
Pennsylvania,  November  28  to  December  1, 
1965. 

H.  Doyl  Taylor.” 

The  Committee  on  Questions  of  Ethics,  after 
perusal  of  this  letter,  asked  the  Council  to  ap- 
prove the  following  resolution: 


“Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  disapprove 
the  use  of  credit  cards  in  the  payment  of  med- 
ical fees.” 

This  was  passed  by  the  Council  at  its  meeting 
on  November  18,  1965. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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1966  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications  A 


Commission  on  Public  Health  and  Education 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  Health  and  Educa- 
tion has  the  following  membership: 

James  Greenough,  M.D.,  Chairman. . . . Otsego 

Wendell  R.  Ames,  M.D Monroe 

Irving  L.  Ershler,  M.D Onondaga 

Norman  Simon,  M.D New  York 

John  D.  Steward,  M.D Erie 

Hollis  S.  Ingraham,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Adviser 

Albany 

John  R.  Philp,  M.D.,  Commissioner,  New 
York  City  Department  of  Health,  Adviser 

New  Y ork 

James  E.  Perkins,  M.D.,  Adviser.  New  York 
At  the  September  23,  1965,  meeting  of  the 
Council  your  chairman  recommended  that  the 
subcommittees  under  the  Council  Committee 
on  Public  Health  and  Education  be  given  more 
standing  by  making  them  committees.  The 
Council  voted  that  this  matter  be  referred  to 
the  executive  vice-president  to  set  up  a mech- 
anism to  accomplish  this  without  any  ambiguity. 

On  October  27,  1965,  at  a meeting  of  the 
Executive  Committee,  the  executive  vice- 
president  reported  his  recommendation  that  a 
Commission  on  Public  Health  and  Education 
be  formed  and  that  all  divisions  of  this  Com- 
mission should  be  committees.  This  new  ar- 
rangement was  approved. 

At  this  time  it  would  seem  right  to  restate 
the  function  of  this  Commission,  as  follows: 

1.  To  arrange  postgraduate  medical  in- 
struction for  the  members  of  the  Society. 

2.  To  act  as  liaison  between  the  Society  and 
the  State  and  City  Departments  of  Health  for 
the  purpose  of  coordinating  the  efforts  of  these 
groups  in  those  fields  of  medical  interest  in 
which  there  is  already  common  agreement  and 
for  resolving  differences  of  opinion,  leading  to 
ultimate  common  action  in  matters  that  ini- 
tially provide  room  for  divergent  viewpoints. 

3.  To  coordinate  the  work  of  its  various 
committees  with  that  of  the  Society  as  a whole 
and  to  present  to  the  Council  and  the  House  of 
Delegates  the  recommendations  of  these  com- 
mittees regarding  matters  of  policy  and  con- 
templated action  in  their  respective  fields  of 
interest.  Following  on  this,  future  action  and 
policy  are  determined  solely  by  action  of  the 
Council  or  the  House  of  Delegates. 


Annual  Meeting.  The  annual  meeting  in 
May  of  the  Commission  and  the  chairmen  of 
its  committees  with  representatives  of  the  New 
York  State  and  City  Health  Departments  was 
notably  successful  this  year.  Thirty-five  per- 
sons attended  the  six-hour  meeting,  which  is 
held  each  year  to  coordinate  the  work  of  the 
various  committees  in  order  to  avoid  duplica- 
tion of  effort  and  to  create  an  opportunity  for 
two  or  more  committees  to  work  together  on 
mutual  problems  or  projects. 

Officers  of  the  State  Medical  Society  present 
were  Waring  Willis,  M.D.,  president,  and  Henry 
I.  Fineberg,  M.D.,  executive  vice-president. 
The  New  York  State  Health  Department  was 
represented  by  Hollis  S.  Ingraham,  M.D., 
commissioner;  Granville  W.  Larimore,  M.D., 
first  deputy  commissioner;  Andrew  C.  Fleck, 
M.D.,  deputy  commissioner,  and  the  directors  of 
the  Department’s  various  bureaus;  the  City 
Health  Department  was  represented  by  Irving 
Starin,  M.D.,  assistant  commissioner,  and 
Harold  Jacobziner,  M.D.,  assistant  commis- 
sioner; Dr.  Leonard  C.  Lang,  associate  com- 
missioner, represented  the  New  York  State 
Department  of  Mental  Hygiene. 

State  Department  of  Health.  As  in 

previous  years,  the  Commission  has  maintained 
a close  liaison  with  the  New  York  State  Depart- 
ment of  Health.  Among  the  programs  spon- 
sored jointly  by  the  Commission  and  the  Health 
Department  are:  the  measles  vaccination 

program;  the  State- wide  immunization  pro- 
gram that  seeks  to  eliminate  tetanus  and  to 
reduce  the  need  for  tetanus  antitoxin;  the  five 
informal  conferences  on  myocardial  infarction 
care  units  being  held  in  various  parts  of  the 
State;  the  conferences  on  the  “Total  Manage- 
ment of  Cardiac  Arrest”  which  have  now  been 
attended  by  representatives  from  200  hospitals 
throughout  the  State;  the  workshop-type 
session  on  “The  Prevention,  the  Management 
of  the  Acute  Phase,  and  the  Rehabilitation  of 
Stroke  Patients”;  the  new  joint  continuation 
education  program;  the  setting  up  of  a pilot 
program  to  teach  the  use  of  the  proctosigmoido- 
scope  to  be  carried  on  under  a grant  to  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation;  and  the  project  to  develop 
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a methodology  in  medical  audits  under  the 
direction  of  Malcolm  L.  Crump,  M.D. 

Miscellaneous.  Your  chairman  is  happy 
to  report  that  progress  is  being  made  in  the  estab- 
lishment of  specific  committees  on  the  district 
branch  level,  with  a meeting  of  representa- 
tives of  the  Fifth  and  Sixth  District  Branches 
devoted  to  consideration  of  district  cancer 
committees. 

The  1965  symposium  on  “Forensic  Medicine” 
under  the  direction  of  Milton  Helpern,  M.D., 
chief  medical  examiner  of  New  York  City,  was 
held  July  30  and  31  and  was  attended  by 
35  medical  examiners,  physician-coroners,  and 
forensic  pathologists.  This  third  symposium 
was  enthusiastically  received,  and  we  are  grate- 
ful to  Dr.  Helpern  for  his  continued  cooperation. 

Representatives  of  the  Committee  on  Mental 
Hygiene  served  on  the  New  York  State  Plan- 
ning Committee  on  Mental  Disorders,  which 
has  published  a seven-volume  report  to  the 
Governor. 

The  New  York  State  Health  Department  and 
Medical  Society  Joint  Continuation  Education 
Program  is  beginning  to  gather  momentum  with 
hospitals  and  other  groups  setting  up  teaching 
sessions  of  not  less  than  two  hours  in  length  and 
with  provision  for  all  attending  to  participate  in 
such  a way  as  demonstration  and  practice  of 
technics,  report  on  reading  assignments,  prep- 
aration and/or  presentation  of  cases  for  dis- 
cussion, laboratory  work,  or  similar  learner- 
centered  activity. 

There  is  a growing  demand  for  What  Goes  On 


which  is  continuing  its  special  assistance  to  the 
physicians  of  the  State  and  of  New  Jersey 
under  the  able  editorship  of  Mrs.  Evelyn  G. 
Clark. 

Your  attention  is  called  to  the  following 
reports  of  the  committees  outlining  their  work 
for  the  past  year. 

Acknowledgments.  My  heartfelt  thanks 
go  to  the  members  of  the  committees  as  well  as 
to  the  members  of  the  parent  Commission  for 
their  cooperation  and  assistance. 

The  work  of  the  Commission  on  Public 
Health  and  Education  could  not  be  accomplished 
without  a great  deal  of  assistance  from  outside 
sources.  We  wash  to  thank  Hollis  S.  Ingraham, 
M.D.,  and  his  staff  at  the  New  York  State 
Department  of  Health;  John  R.  Philp,  M.D., 
and  the  staff  of  the  Health  Department  of  the 
City  of  New  York;  and  Christopher  F.  Ter- 
rence, M.D.,  and  the  staff  of  the  New  York 
State  Department  of  Mental  Hygiene. 

We  also  express  our  sincere  appreciation  to 
Waring  Willis,  M.D.,  president;  Henry  I. 
Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  and  Miss  Doris  K.  Dougherty, 
executive  assistant,  for  their  able  assistance. 
The  Commission  is  indebted  to  Miss  Gretchen 
. W unsch,  executive  assistant  to  the  Commission, 
and  to  Miss  Mollie  Pesikoff  for  their  assistance 
in  carrying  out  many  tasks  and  assignments. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 
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Aging  and  Nursing  Homes 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Aging 
and  Nursing  Homes  is  as  follows: 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 


Albany 

Peter  S.  Battaglia,  M.D Niagara 

Ben  Albert  Borkow,  M.D Kings 

Lawrence  S.  Kryle,  M.D Nassau 

Margaret  M.  Loder,  M.D Westchester 


Sidney  M.  Samis,  M.D.,  New  York  City 

Department  of  Hospitals,  Adviser 

New  York 

George  M.  Warner,  M.D.,  New  York  State 
Department  of  Health,  Adviser Albany 

The  activities  of  the  Committee  on  Aging  and 
Nursing  Homes  have  increased  greatly  during 
the  past  year  as  a result  of  the  Federal  legisla- 
tion on  Medicare,  as  well  as  other  legislative 
acts.  It  has  become  increasingly  apparent 
that  adequate  medical  care  in  extended  care 
facilities  is  rapidly  becoming  one  of  the  number 
one  problems  facing  American  medicine  and 
the  American  physician. 

The  passage  of  three  pieces  of  legislation 
during  the  last  year  has  had  an  enormous  impact 
on  the  role  of  the  physician  in  care  of  patients 
in  extended  care  facilities,  and  this  committee 
has  been  active  not  only  in  supporting  two  of 
these,  but  has  spent  considerable  time  also 
in  determining  how  the  members  of  the  Medical 
Society  of  the  State  of  New  York  can  best  fulfill 
their  obligations  under  this  new  legislation. 

The  Problem  of  Accreditation  of  Nursing 
Homes.  During  the  past  year,  the  multiplicity 
of  conflicting  programs  for  nursing  homes 
accreditation  has  been  simplified  greatly  due  to 
actions  by  the  American  Medical  Association, 
the  State  of  New  York,  and  the  Federal  govern- 
ment. 

The  American  Medical  Association  has 
approved  the  utilization  of  the  Joint  Com- 
mission on  Hospital  Accreditation  to  supervise 
the  accreditation  of  nursing  homes.  This  was  a 
logical  step,  and  one  in  which  this  committee 
and  the  Medical  Society  of  the  State  of  New 
York  exerted  all  of  their  influence.  There 
seems  little  question  but  that  the  prestige  and 
past  accomplishments  of  the  Joint  Commission 
will  lend  considerable  authority  to  their  activi- 
ties in  the  nursing  home  field. 

State  Legislation.  Legislation  was  passed 
by  the  State  of  New  York  which  transferred  the 
supervision  of  medical  care  in  extended  care 
facilities  from  the  Department  of  Social  Welfare 
to  the  State  Department  of  Health.  This  com- 
mittee and  the  Medical  Society  of  the  State  of 
New  York  were  extremely  active  in  working  for 
the  passage  of  this  legislation  by  testifying  at 
legislative  hearings  and  also  by  representation 
on  the  Inter-Departmental  Committee  for  the 
Development  of  a Code  for  Nursing  Home 
Accreditation. 


Federal  Legislation.  Third,  and  at  the 
moment,  of  most  importance,  was  the  passage 
of  the  Federal  Medicare  legislation,  which  in- 
cludes some  rather  specific  requirements  for  ex- 
tended care  facilities  which  may  qualify  under 
the  Federal  legislation  for  payment  by  Social  Se- 
curity funds.  The  important  role  of  the  local 
physician  in  implementing  this  legislation  was  an- 
ticipated, and  the  chairman  of  the  committee 
has  spent  considerable  time  working  with  the 
New  York  State  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged,  to  set  up  joint  com- 
mittees with  the  hope  that  these  might  be 
officially  designated  to  function  under  the  terms 
of  the  Medicare  bill. 

Specifically,  the  bill  requires  that  a utilization 
committee  be  set  up  to  review  periodically  each 
nursing  home,  and  it  was  felt  that  the  experi- 
ence gained  by  the  members  of  this  committee, 
as  well  as  the  New  York  State  Joint  Council  to 
Improve  the  Health  Care  of  the  Aged,  provided 
an  ideal  background  and  experience  for  this 
type  of  activity.  We  have,  therefore,  en- 
couraged the  formation  and  directed  the 
beginnings  of  a series  of  local  joint  councils, 
which,  among  other  duties,  could  readily  fulfill 
these  requirements  of  the  Medicare  bill.  Since 
this  joint  council  is  made  up  of  representatives 
from  the  Medical  Society  of  the  State  of  New 
York,  through  their  county  societies,  the 
Hospital  Association,  the  Nursing  Home  Opera- 
tors Association,  the  Dental  Society,  the  New 
York  State  Department  of  Health,  the  Depart- 
ment of  Social  Welfare,  and  the  Governor’s 
Office  on  Aging,  these  local  committees  would 
permit  an  unparalleled  opportunity  for  coopera- 
tion between  the  various  professional  agencies 
and  government  agencies  which  will  be  involved 
in  the  administration  of  extended  care  facilities. 

We  hope  that  in  the  near  future  we  will  have  a 
local  joint  council  representing  each  of  the 
district  branches  of  the  Medical  Society  of  the 
State  of  New  York  and  that  these  will  be 
designated  officially  by  the  New  York  State 
Health  Department  as  the  local  group  concerned 
with  the  utilization  committees.  One  such 
group  is  already  formed  in  Schenectady  County, 
and  additional  groups  should  be  in  action  in  the 
near  future. 

The  active  cooperation  of  each  of  the  county 
medical  societies  throughout  the  State  will  be 
required,  and  it  is  hoped  that  each  district 
branch  will  have  at  least  one  representative 
from  the  various  county  medical  societies  who 
will  be  willing  to  serve  on  the  local  joint  council. 

I feel  quite  strongly  that  this  legislation  has 
presented  the  medical  profession  with  an 
opportunity  to  be  of  tremendous  service  to  the 
people  of  New  York  State  by  making  certain 
that  funds  provided  under  the  Federal  Medicare 
bill  will  be  wisely  and  efficiently  utilized. 

Respectfully  submitted, 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 
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Alcoholism  and  Drug  Abuse 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Alco- 
holism and  Drug  Abuse  is  as  follows: 

Marvin  A.  Block,  M.D.,  Chairman Erie 

William  Antopol,  M.D New  York 

Robert  W.  Baird,  M.D New  York 

Alvin  R.  Yapalater,  M.D. Westchester 

Christopher  F.  Terrence,  M.D.,  New  York 
State  Department  of  Mental  Hygiene, 

Adviser Albany 

Granville  W.  Larimore,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

The  Committee  on  Alcoholism  and  Drug 
Abuse,  formerly  the  Committee  on  Addiction 
to  Alcohol  and  Narcotics,  assumed  its  new 
name  by  action  of  the  Council  at  its  meeting 
on  September  26,  1965.  It  was  felt  that  the 
field  of  this  committee  should  be  broadened 
because  of  the  increase  in  the  number  of  in- 
dividuals becoming  addicted  to  drugs  other 
than  narcotics,  such  as  barbiturates,  amphet- 
amines, tranquilizers,  and  a variety  of  other  ma- 
terials, including  airplane  glue  and  lysergic  acid, 
among  others. 

During  the  past  year  this  committee  has 
concerned  itself  mostly  with  the  problems  of 
narcotic  addiction  and  the  steps  which  have  been 
taken  toward  its  alleviation. 

The  committee’s  programs  on  alcoholism 
have  been  carried  out  as  planned.  Stimula- 
tion of  teaching  of  the  subject  in  schools  has 
succeeded.  The  New  York  City  school  system 
has  adequate  teaching  facilities  on  both  al- 
coholism and  narcotics,  and,  in  conjunction 
with  the  State  Department  of  Education,  the 
curriculum  for  teaching  these  subjects  has  pro- 
duced good  texts.  Teaching  in  the  teachers’ 


training  schools  has  been  carried  out  to  some 
extent,  but  could  be  improved. 

Although  the  committee  attempted  to  in- 
terest practicing  physicians  in  the  treatment  of 
narcotic  addiction,  disappointment  was  en- 
countered in  attempting  to  get  individual  physi- 
cians to  seek  instruction.  Two  member's  of 
the  committee  who  offered  their  services  for 
such  instruction  received  negligible  responses. 

As  a result  of  the  apathy  encountered,  the 
committee  decided  that  a teaching  symposium 
on  treatment  of  narcotic  addiction  might  stim- 
ulate interest  on  the  part  of  physicians  in  this 
area.  Accordingly,  we  have  proposed  that,  for 
its  annual  meeting,  the  State  Medical  Society 
devote  one-half  day  of  its  1966  program  to  a 
symposium  presenting  the  various  approaches 
to  the  treatment  of  the  narcotic  addict.  A 
joint  meeting  was  held  by  the  Committee  on 
Alcoholism  and  Drug  Abuse  and  the  Commit- 
tee on  Mental  Hygiene  in  a cooperative  effort 
to  draw  up  a program  for  such  a symposium. 
Such  plans  are  now  in  preparation. 

The  committee  wishes  also  to  call  attention 
to  the  suggestion  that  committees  on  alcoholism 
and  drug  abuse,  in  various  areas  of  the  State 
where  it  is  more  feasible,  be  appointed  through 
district  branch  societies  rather  than  county 
societies.  The  committee  wishes  to  go  on 
record  as  favoring  the  treatment  of  addictions 
of  all  kinds  by  medical  means  under  the  direc- 
tion of  physicians,  that  punitive  measures  by 
law  enforcement  officers  be  limited  to  their  legal 
functions,  and  that  treatment  by  physicians  be 
encouraged  without  interference  from  these 
agencies. 

Respectfully  submitted, 

Marvin  A.  Block,  M.D.,  Chairman 
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Cardiovascular  Disease 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on 
Cardiovascular  Disease  is  as  follows: 

Marjorie  H.  Greene,  M.D.,  Chairman . Nassau 

Charles  A.  Bertrand,  M.D Westchester 

Irving  L.  Ershler,  M.D Onondaga 

David  G.  Greene,  M.D Erie 

I.  Jay  Brightman,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 

J.  G.  Fred  Hiss,  M.D.,  New  York  State  De- 
partment of  Health,  Adviser Albany 

On  September  26,  1965,  the  Council  approved 
the  changing  of  the  name  of  the  Committee  on 
Heart  Disease  to  the  Committee  on  Cardio- 
vascular Disease  since  this  committee  has 
become  increasingly  active  in  the  field  of 

peripheral  and  cardiovascular  disease. 

For  the  year  1964-1965  the  major  work  of 
the  committee  has  been  divided  between  stroke, 
in  its  various  dimensions,  and  in  helping  with 
the  implementation  of  the  recommendations 
of  the  Second  Conference  on  Cardiovascular 
Disease  held  in  Washington,  in  October,  1964. 
In  addition,  the  program  of  cardiopulmonary 
resuscitation  and  its  continuing  progress  has 
been  of  interest  to  us. 

Early  in  1964  a joint  committee  composed  of 
representatives  of  the  Committee  on  Cardio- 
vascular Disease  of  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  City  and 
New  York  State  Departments  of  Health,  the 
New  York  Heart  Assembly,  the  New  York 
Heart  Association,  and  the  Division  of  Voca- 
tional Rehabilitation  for  the  State  of  New  York 
met  in  combined  committee  to  discuss  plans  for 
improving  the  status  of  stroke  patients  through- 
out the  State  of  New  York.  As  a result  of 
their  work,  a program  was  presented  at  the 
February  meeting  of  the  Medical  Society  of  the 
State  of  New  York.  This  was  a two-day 
meeting,  one  held  with  the  combined  Sections 
on  Internal  Medicine  and  Physical  Medicine 
and  Rehabilitation  of  the  State  Medical  Society, 
and  the  other  for  interested  physicians  and 
paramedical  personnel.  Both  were  outstand- 
ingly successful. 

A follow-up  meeting  of  this  combined  com- 
mittee has  met  to  plan  for  further  future 
progress.  It  was  the  suggestion  of  the  chair- 


man of  the  Committee  on  Cardiovascular 
Disease  that  the  program  presented  in  New  York 
City  be  presented  all  over  the  State  of  New  York 
to  the  various  medical  societies  and  districts. 
The  first  such  program  was  given  in  Nassau 
County  on  May  26,  1965.  The  committee 
will  meet  in  the  near  future  with  the  Com- 
mittee on  Physical  Medicine  and  Rehabilitation 
to  further  plans  for  the  stroke  patient. 

Your  chairman  represented  the  Medical 
Society  of  the  State  of  New  York  at  the  Second 
National  Conference  on  Stroke  in  October,  1964, 
in  Chicago. 

Dr.  Ershler  represented  our  committee  at 
the  Second  Cardiovascular  Disease  Conference 
in  Washington  in  October,  1964.  As  a result 
of  this  conference,  a joint  Cardiovascular 
Disease  Committee  for  the  State  of  New  York 
has  been  formed.  The  membership  of  this 
committee  consists  of  representatives  of  the 
Committee  on  Cardiovascular  Disease  of  the 
Medical  Society  of  the  State  of  New  York,  the 
New  York  Heart  Assembly,  and  the  Heart 
Disease  Bureau  of  the  New  York  State  Depart- 
ment of  Health. 

The  first  meeting  was  held  on  January  14, 
1965,  and  at  that  time  it  was  decided  to  hold  a 
meeting  to  interest  various  representative 
sections  of  the  New  York  State  medical 
population  from  each  of  the  three  organizations 
in  furthering  this  program.  J.  G.  Fred  Hiss, 
M.D.,  director  of  the  Heart  Disease  Bureau  of 
the  New  York  State  Department  of  Health; 
John  Connolly,  executive  director  of  the 
New  York  Heart  Assembly;  and  Marjorie  H. 
Greene,  M.D.,  chairman  of  this  committee, 
met  and  planned  an  all-day  conference  for 
May  12,  1965,  which  was  held  at  the  Health 
Department  Building  in  Albany.  A review  of 
the  Cardiovascular  Disease  Conference  in 
Washington  was  given,  and  then  the  group 
broke  into  various  workshops  and  concluded 
the  day  with  a summary  of  their  findings. 
Based  on  these  findings,  further  programs  will 
be  disseminated  on  cardiovascular  disease 
throughout  the  State. 

Respectfully  submitted, 

Marjorie  H.  Greene,  M.D.,  Chairman 
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Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Chronic  Pulmonary 
Diseases  consists  of  the  following  membership: 


Frederick  Beck,  M.D.,  Chairman Otsego 

Harry  Golembe,  M.D Sullivan 

John  H.  McClement,  M.D New  York 

Carl  Muschenheim,  M.D New  York 


This  committee  has  continued  to  serve  in  an 
advisory  capacity  to  the  Society  and,  as  repre- 
sentatives of  the  Society,  members  have  ap- 
peared at  meetings  of  several  organizations 
working  in  the  field  of  respiratory  disease. 
Such  groups  are  the  Committee  on  Tuberculosis 
and  Respiratory  Disease  of  the  New  York 
State  Tuberculosis  and  Respiratory  Disease 
Association;  the  Advisory  Committee  to  the 
Bureau  of  Chronic  Respiratory  Disease  of  the 
State  Department  of  Health;  and  the  New  York 
State  Inter-Agency  Committee  on  the  Hazards 
of  Smoking.  The  committee  has  had  the 
opportunity  to  review  and  comment  on  ap- 
plications for  Federal  funds  for  research  in 
New  York  State  in  the  field  of  chronic  pul- 
monary disease. 

There  is  continued  interest  in  the  problem  of 
providing  adequate  treatment  facilities  for 
chronic  pulmonary  disease  in  upstate  New 
York.  This  is  a particularly  serious  problem 
for  the  medically  indigent.  It  is  apparent 
that  the  larger  counties  are  able  to  meet  this 


Diseases  of  the  Eye 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on 
Diseases  of  the  Eye  is  as  follows: 


John  F.  Gipner,  M.D.,  Chairman.  . . . Monroe 

James  I.  Farrell,  M.D Oneida 

Byron  Smith,  M.D New  Yoi’k 

Walter  C.  Mott,  M.D Albany 


Edward  R.  Schlesinger,  M.D.,  New  York 
State  Department  of  Health,  Adviser 

Albany 

At  a meeting  of  the  Commission  on 
Public  Health  and  Education  and  its 
committee  chairmen  with  representatives  of 
the  New  York  State  and  City  Health  Depart- 
ments, held  in  Albany  on  Thursday,  May  27, 
1965,  your  chairman  was  represented  by  Dr. 
Farrell,  who  gave  the  following  report: 

The  committee  is  offering  continued 
support  of  glaucoma  detection  clinics  through- 
out the  State  and  is  looking  forward  to  perma- 
nent detection  clinics  run  by  town  and  county 
boards  of  health.  It  is  also  encouraging 
preschool  examinations  held  during  the  summer 


problem  in  public-supported  hospitals,  but  no 
such  solution  is  possible  in  smaller  counties 
who  do  not  operate  their  own  hospitals.  We 
have  reviewed  with  interest  the  results  of  a 
recent  questionnaire  concerning  diagnostic  and 
treatment  facilities  and  conclude  the  situation 
is  essentially  unchanged  in  the  past  three  years. 

It  is  apparent  that  any  development  and 
competent  use  of  such  facilities  in  local  areas  is 
dependent  on  the  initiative  and  availability  of 
local  medical  personnel.  Although  ample  funds 
are  available  for  fellowships  for  training  in 
pulmonary  disease,  there  is  a shortage  of 
applicants.  We  can  expect  no  expansion  of 
diagnostic  or  treatment  facilities  without  the 
stimulus  of  interested  and  trained  medical 
personnel. 

The  committee  has  continued  to  stimulate 
discussion  regarding  tuberculin  testing  methods 
in  school  surveys,  and  it  is  hoped  that  further 
progress  will  be  made  in  the  next  year  in  the 
formulation  of  acceptable  uniform  procedures. 

We  continue  to  be  interested  in  the  problems 
of  postgraduate  education  and  are  pleased 
with  the  excellent  attendance  at  the  Teaching 
Days  in  Chronic  Pulmonary  Diseases  given  for 
nurses  at  various  localities  in  the  State. 

Respectfully  submitted, 

Frederick  Beck,  M.D.,  Chairman 


and  conducted  preferably  by  school  nurses  or 
the  local  board  of  health  nurses. 

The  committee  continues  to  offer  support 
to  the  Motor  Vehicle  Bureau  in  any  study  of 
driver  vision  which  the  Bureau  may  wish  to 
initiate,  as  well  as  support  of  the  ancillary  pro- 
fession of  opticianry  in  amending  the  Educa- 
tion Law  to  provide  that  the  ophthalmic  dis- 
penser with  certification  may  fit  contact  lenses 
upon  the  written  prescription  of  the  physician 
and  under  his  direction  but,  not  necessarily, 
personal  presence.  The  physician  should  ex- 
amine the  patient’s  eyes  before  and  after  fitting. 

We  should  also  take  measures  to  halt  the 
continuous  encroachment  of  optometry  in  the 
field  of  ophthalmology,  and  insist  that  if 
optometrists  wish  to  become  true  members  of 
the  health  team,  they  must  qualify  for  this 
status  by  studying  medicine  and  becoming 
medical  specialists. 

Respectfully  submitted, 

John  F.  Gipner,  M.D.,  Chairman 
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Environmental  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  this  committee  is  as  fol- 
lows: 

Norman  J.  Ashenburg,  M.D.,  Chairman 


Monroe 

Eric  J.  Cassell,  M.D New  York 

David  W.  Fassett,  M.D Monroe 

Morton  L.  Levin,  M.D Erie 


This  committee,  feeling  that  its  area  of 
endeavor  should  not  be  restricted  to  air  and 
water  pollution  but  should  encompass  other 
areas  of  environmental  health  such  as  problems 
of  solid  waste  disposal,  insecticide  contamina- 
tion, and  even  “personal  air  pollution”  (smok- 
ing), recommended  to  the  Council  that  its  title 
be  changed  from  the  Committee  on  Water  and 
Air  Pollution  to  the  Committee  on  Environ- 
mental Health.  (This  committee  will  not  be 
concerned  with  radiation  control.)  The  com- 
mittee recommended  also  that  it  be  enlarged 
with  additional  physicians  who  have  a special 
interest  in  environmental  health  and  with  ad- 
visory members  associated  with  official  agencies 
concerned  with  such  health  problems.  These 
recommendations  have  been  approved  by  the 
Executive  Committee  and  have  been  referred  to 
and  approved  also  by  the  Council. 

At  a meeting  of  the  committee  on  October  8, 
1965,  it  was  agreed  that  physicians  should  as- 
sume a more  active  role  in  environmental  health 
problems  as  members  of  organized  medicine,  as 
physicians,  and  as  private  citizens. 

The  newly-formed  Committee  on  Environ- 
mental Health  plans  to  serve  as  the  official 
representative  group  of  the  State  Medical 
Society  in  matters  of  environmental  health. 
The  committee  will  inform  and  advise  physi- 
cians, legislators,  and  the  public  about  such 
matters  as  the  occasion  demands. 

In  addition,  the  committee  is  attempting  to 
stimulate  activity  and  interest  in  the  area  of 
environmental  health  at  the  district  branch  or 
county  society  level.  In  this  connection,  pre- 
liminary exploration  to  determine  what  is  al- 
ready being  done  at  the  county  society  level  has 
begun.  A letter  has  been  sent  to  the  president 
of  each  county  medical  society  asking  the  follow- 
ing questions: 

a.  Does  your  county  medical  society  have 
a committee  on  environmental  health? 

b.  If  not,  would  you  be  interested  in 
organizing  such  a committee? 

c.  Are  there  environmental  health  prob- 
lems in  your  county? 

d.  Do  you  think  it  would  be  more  ap- 
propriate to  form  an  environmental  health 
committee  at  the  district  branch  level  with  a 
representative  from  each  county? 

In  addition  to  answering  these  questions,  the 


presidents  were  invited  to  send  along  recom- 
mendations concerning  the  physician’s  role  in 
environmental  health  and  how  organized  medi- 
cine can  best  function  in  this  area. 

The  committee  is  awaiting  the  report  of  a 
study  by  the  Ad  Hoc  Committee  to  Explore 
All  Aspects  of  the  District  Branches,  under  the 
chairmanship  of  Irving  L.  Ershler,  M.D.,  of 
Syracuse,  as  to  how  the  district  branch  organiza- 
tion of  the  Medical  Society  should  function, 
since  it  is  likely  that  this  would  be  the  best  level 
for  developing  environmental  health  committees 
for  at  least  two  reasons.  Some  county  societies 
are  not  large  enough  to  support  another  com- 
mittee from  the  membership.  Environmental 
health  problems  often  extend  beyond  county 
boundaries,  and  a district  branch  organization 
encompassing  several  counties  would  be  more 
realistic  and  would  still  keep  the  environmental 
health  problem  discussion  at  the  local  level. 

The  committee  recommends  that  physicians 
be  encouraged  to  join  other  disciplines  in  the 
community  concerned  with  environmental 
health  problems.  In  this  manner,  effective 
citizens  committees  will  be  formed  and  can 
serve  a very  useful  purpose  in  many  areas  of 
pollution  control  at  the  local  level.  The  Water 
Resources  Council  of  Monroe  County,  a group 
whose  formation  was  recommended  by  the 
Monroe  County  Medical  Society,  and  the  New 
York  State  Action  for  Clean  Air  Committees  are 
examples  of  such  citizens  committees. 

In  connection  with  legislation,  the  committee 
was  invited  to  testify  before  the  State  of  New 
York  Joint  Legislative  Committee  on  Motor 
Vehicles,  Highway  and  Traffic  Safety  at  a 
hearing  in  New  York  City  on  September  10, 
1965.  Your  chairman  presented  testimony  at 
the  hearing  concerning  the  health  aspects  of 
automotive  exhaust  emissions. 

Regarding  the  “Pure  Waters  Program” 
legislation  that  was  signed  by  the  Governor  on 
May  12,  1965,  this  committee  strongly  endorsed 
the  program  as  essential  to  the  urgent  need  of 
restoring  the  waters  of  the  State.  A letter  was 
sent  to  the  presidents  of  county  medical  societies 
recommending  that  their  groups  give  full  sup- 
port through  their  local  press  and  other  media  of 
communication  to  the  billion  dollar  bond  issue, 
a critical  part  of  the  program  which  went  before 
the  voters  on  November  2.  A copy  of  the  sup- 
porting statement  prepared  by  the  public  health 
committee  of  the  Monroe  County  Medical 
Society  was  included  in  this  mailing. 

Respectfully  submitted, 

Norman  J.  Ashenburg,  M.D.,  Chairman 
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Forensic  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic 
Medicine  are  as  follows: 

Milton  Helpern,  M D.,  Chairman . New  York 


Richard  Ament,  M.D Erie 

Alfred  A.  Angrist,  M.D Bronx 

John  F.  Devlin,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D. . . New  York 


This  committee  met  on  April  22,  1965,  and, 
after  considerable  discussion  on  the  subject  of 
the  need  for  improvement  in  official  medico- 
legal investigation  throughout  the  State,  ap- 
proved the  following  recommendations: 

1.  That  an  effective,  high  quality  medical 
examiners’  system  be  established  throughout 
all  the  counties  in  New  York  State  on  a uniform 
basis,  for  which  purpose  the  counties  should  be 
grouped  into  regions  corresponding  to  the 
present  Judicial  Districts,  with  active  co- 
operation and  adequate  and  equitable  financial 
support  of  each  of  the  component  counties,  and 
with  provision  for  the  performance  of  adequate 
postmortem  examinations  by  qualified  forensic 
pathologists  in  the  county  hospital  mortuaries 
and  laboratories  or  other  proper  facility;  that 
in  such  a regional  plan  of  organization  and 
operation  the  counties  within  a given  district 
cooperate  with  each  other  and  with  counties 
in  other  districts  for  the  most  efficient  per- 
formance of  this  important  official  duty. 

2.  That  the  committee  in  conjunction  with 
the  State  Health  Department  draft  a feasible 
bill  establishing  such  a State-wide  regional 
group  county  system  for  presentation  to  the 
State  Medical  Society’s  Committee  on  Leg- 
islation, in  which  the  experience  of  the  Medical 
Examiner’s  Office  in  New  York  City  and  of 
counties  already  employing  a similar  medical 
examiner’s  system  be  used. 

The  following  points  were  considered  in  the 
discussion  of  these  two  recommendations: 

1.  Senate  Bill  Int.  2281 — Revising  the  law 
pertaining  to  the  responsibility  of  coroners, 
coroners’  physicians,  and  medical  examiners 
to  provide  broader  authority  for  investigation 
into  the  causes  of  many  types  of  sudden,  sus- 
picious, violent,  and  unusual  deaths,  and  out- 
lining in  more  detail  the  responsibility  of  the 
officials  conducting  investigations  into  such 
deaths.  It  was  pointed  out  that  the  intent  of 
this  bill  was  good,  even  though  it  did  not 
eliminate  the  office  of  coroner  and  was  un- 
necessarily cumbersome,  and  did  not  assure  the 
reporting  of  all  deaths  in  which  an  official  in- 
quiry was  indicated  to  an  experienced  person 
in  the  public  interest. 

2.  Senate  Bill  Int.  2282 — This  separate  bill 
in  1963  was  combined  with  what  is  now  Senate 
Bill  Int.  2281,  but  was  separated  from  it  in 
1964  and  1965,  and  in  the  opinion  of  the  com- 
mittee chairman,  Dr.  Helpern,  contains  the 
controversial  and  undesirable  provision  that  a 
person  who  was  likely  to  be  a part  in  a law 


suit  arising  out  of  a death,  or  a suspect  in  a 
death  resulting  from  criminal  violence,  legally 
had  the  right  to  attend  or  have  his  representa- 
tive attend  the  autopsy.  This  requirement  is 
undesirable  because  it  immediately  places  the 
medical  examiner  or  coroner’s  pathologist  in  a 
position  of  bias  and  makes  an  adversary  out  of 
him  when  in  fact  the  very  purpose  of  the  autopsy 
is  for  the  pathologist  to  determine  whether  or 
not  the  death  is  violent,  and  if  so,  by  what 
means.  The  medical  examiner  must  carry 
out  a disinterested  investigation,  and  his 
autopsy  for  the  first  time  may  establish  or 
disprove  that  death  resulted  from  traumatic 
injury  as  a cause  of  death,  or  the  reverse  with 
an  apparent  violent  death  resulting  from  non- 
violent causes.  Senate  Int.  2282  was  con- 
sidered undesirable  by  a majority  of  the  com- 
mittee who  felt  that  its  passage  would  en- 
courage partisan  interest  in  autopsies. 

3.  That  in  most  counties  throughout  the 
State  and  throughout  the  country,  the  coroner 
who  is  elected  to  office  is  not  required  to  be  a 
physician;  that  those  coroners  who  are  phy- 
sicians are  not  pathologists  and  would  not  be 
required  to  call  on  a qualified  pathologist  to 
assist  them  except  in  certain  chance  situations. 
Senate  Int.  2281  does  not  correct  these  un- 
desirable practices. 

4.  That  coroners,  since  they  are  politically 
elected,  are  interested  usually  in  retaining  their 
places  on  the  ballot  and  in  being  re-elected 
despite  total  lack  of  scientific  or  professional 
qualifications.  The  committee  was  unanimous 
in  its  opinion  that  the  elective  office  of  coroner 
should  be  abolished. 

5.  That  in  New  York  City  any  death  oc- 
curring under  unusual  circumstances  is  report- 
able  to  the  Medical  Examiner’s  Office  for  official 
investigation,  and  so  are  all  deaths  in  which 
traumatic  injury  plays  a causative  role,  even 
though  the  injury  and  its  complications  are  not 
the  sole  cause  of  death. 

6.  The  chairman  expressed  himself  as  feeling 
strongly  that  officially  employed  medical  ex- 
aminers, coroners’  physicians,  and  forensic 
pathologists  should  work  full  time  without  com- 
peting interests. 

Resolutions.  The  committee  considered 
the  desirability  of  changes  in  the  format  of  death 
certificates  to  encourage  and  facilitate  more 
meaningful  certification  of  causes  of  death. 
The  following  resolutions  introduced  into  the 
House  of  Delegates  at  its  meeting  in  February, 
1965,  were  referred  to  this  committee  by  the 
Council. 

65-22 — “Use  of  Death  Certificate  Information 
for  Statistical  Purposes” — That  the  Medical 
Society  of  the  State  of  New  York  encourage  the 
New  York  State  Health  Department  to  study 
this  situation  and  recommend  that  no  death 
certificates  be  used  for  statistical  purposes  unless 
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the  listed  cause  of  death  is  corroborated  by  an 
autopsy.  During  a discussion  of  this  resolution 
it  was  pointed  out  this  restriction  is  not  feasible 
or  desirable  in  that  autopsies  are  not  always 
obtainable  and  have  not  always  provided  the 
correct  answer,  and  that  some  nonautopsied 
deaths  in  which  certification  is  based  on  clinical 
findings  and  circumstances  are  satisfactory  for 
inclusion  in  death  certification  statistics. 

65-23 — “Revision  of  Format  of  Death  Certifi- 
cate”— That  the  Medical  Society  of  the  State  of 
New  York  request  the  New  York  State  Depart- 
ment of  Health  to  study  and  revise  the  present 
death  certificate.  The  committee  feels  that 
this  is  desirable  and  also  that  separate  certifi- 
cates be  utilized  for  deaths  coming  under  the 
jurisdiction  of  the  medical  examiner  or  coroner. 

Dr.  Greenough  reported  to  the  committee 
that  the  State  Health  Department  is  interested 
in  having  essential  findings  of  an  autopsy  and 
conclusions  drawn  therefrom  on  the  death 
certificate.  The  New  York  City  death  certifi- 
cate does  in  part  provide  for  this  listing,  but  the 
chairman  pointed  out  that  too  often  the  death 
certificates  are  filled  out  before  the  autopsy  is 
performed  and  the  cause  of  death  so  listed  is  not 


subsequently  amended,  also  that  the  certificate 
gives  the  impression  that  certification  was  based 
on  an  autopsy. 

Symposium.  Your  chairman  is  pleased  to 
report  on  the  success  of  the  Third  Annual 
Forensic  Medicine  Symposium  on  July  30  and 
31,  1965,  held  under  the  auspices  of  the  Medical 
Society  of  the  State  of  New  York,  the  Office  of 
Chief  Medical  Examiner  of  the  City  of  New 
York,  the  New  York  State  Department  of 
Health,  and  the  Department  of  Forensic  Medi- 
cine of  the  New  York  University  Schools  of 
Medicine.  In  addition  to  the  autopsy  demon- 
strations each  morning  the  topics  this  year  in- 
cluded: sudden  natural  death;  identification 

and  other  problems  in  connection  with  burned 
bodies,  submerged  bodies,  dismembered  bodies, 
gunshot  and  stab  wounds,  blunt  force  injuries, 
traumatic  asphyxia,  operating  room  deaths,  un- 
expected infant  deaths,  the  “battered  child” 
syndrome,  abortion,  sex  crimes,  and  other  sub- 
jects. 

Respectfully  submitted, 

Milton  Helpern,  M,D.,  Chairman 
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Hard  of  Hearing  and  the  Deaf 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hard  of  Hearing  and  the 
Deaf  has  the  following  members: 

Karl  W.  Gruppe,  M.D.,  Chairman . . . .Oneida 

Arthur  J.  Cracovaner,  M.D New  York 

Marshall  Y.  Soldineer,  M.D Erie 

Anne  M.  Bahlke,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . Albany 
Clarence  D.  O’Connor,  Ph.D.,  Lexington 
School  for  the  Deaf,  Adviser.  . . New  York 
Mrs.  Eleanor  C.  Ronnei,  New  York  League 
for  Hard  of  Hearing,  Adviser.  New  York 

1.  Workmen’s  Compensation. 

a.  A basic  misunderstanding  in  the  formula 
of  arriving  at  final  compensation  for  workmen 
suffering  from  occupational  hearing  loss  has 
been  straightened  out,  apparently  to  the 
satisfaction  of  the  committee  of  consultants 
who  originally  drafted  the  formula. 

b.  Responsibility  of  the  last  employer  for 
total  cumulative  loss  of  hearing  by  noise 
exposure  in  employment  has  in  the  committee’s 
opinion  an  injurious  effect  on  the  employability 
of  individuals  changing  employment  and  suf- 
fering from  a previous  hearing  loss,  whether 
industry-connected  or  military  service-con- 
nected. The  law  does,  of  course,  leave  loop- 
holes, but  they  are  not  sure  loopholes  and  are 
closed,  too,  by  the  passage  of  time.  All  in  all, 
the  inconvenience  of  taking  on  an  employe 
with  a previous  hearing  loss  makes  industry 
hesitant  to  enter  into  such  a contractual 
arrangement,  and  the  committee  has  set  in 
motion  some  inquiries  and  possible  negotiations 
between  industry  and  labor  to  sound  out 
attitudes  as  to  a possible  change. 

2.  Medical  Rehabilitation  Audiogram 
Form.  This  form  has  long  been  out  of  date 
and  over  the  past  few  years  an  attempt  has 
been  made  to  change  it,  but  during  this  past 
year  it  seems  that  the  efforts  will  bear  fruit,  in 
that  this  rehabilitation  department  is  in  the 
process  of  changing  the  form,  and  our  recom- 
mendations have  been  forwarded  to  them.  It  is 
sincerely  hoped  that  these  will  be  taken  into 
account  in  the  new  form. 

3.  New  Audiometric  Standard.  In  the 

past  two  or  three  years  it  has  become  evident 
that  a change-over  will  occur  in  the  base  line 
of  our  standard  audiometry  which  has  for 
several  years  been  based  on  the  American 
Standards  Association  definition  of  zero,  or 
normal  hearing,  to  a new  standard  which  was 
formulated  in  Europe  and  based  on  more 
accurately  tested  normal  individuals.  It  is 
alleged  that  the  new  standard  is  more  realistic 
and,  although  its  adoption  will  result,  we  fear, 
in  years  of  confusion  in  the  interpretation  of 
audiograms,  it  has  been  recognized  as  the  new 
standard,  and  machinery  has  been  set  in  motion 
to  calibrate  all  new  audiometric  measuring 
equipment,  readjusting  the  old  equipment  to 
the  new  standard.  Inasmuch  as  this  obviously 


will  cause  much  confusion,  particularly  in 
industry  and  in  school  audiometry,  it  was 
thought  worth  while  on  the  committee’s  part 
to  check  into  the  Department  of  Education 
as  to  their  feelings  on  the  subject.  This  has 
been  done,  and  through  Dr.  Feichtner’s  office 
we  find  that  very  adequate  plans  are  in  effect 
to  bring  about  this  change-over  in  the  course 
of  the  coming  year.  In  the  meantime  it  is 
felt  that  all  audiograms,  wherever  arrived  at, 
should  be  labeled  as  to  whether  they  are  the 
old  ASA  standard  or  the  new  international  or 
ISO  standard. 

4.  Monetary  Support  of  Various  Educa- 
tional Facilities  and  Appliances.  As  in  the 

past  there  have  been  grievances  in  this  direction 
relative  to  changes  or  withdrawal  of  financial 
support  for  certain  services  which  in  the  past 
had  been  given  to  those  in  need  of  rehabilitation 
relative  to  hearing  or  speech  problems.  It 
seems  responsibilities  have  been  passed  from 
one  department  to  another  and  in  the  change- 
over certain  services  have  wound  up  without 
support.  These  problems  have  been  talked 
back  and  forth  over  the  past  few  years  in  our 
committee,  as  I recall,  and  nothing  seems  to 
come  of  them.  We  would  hope  that  through 
Dr.  Bahlke  of  the  Department  of  Health  that  a 
program  could  be  worked  out  aimed  at  correct- 
ing these  discrepancies. 

One  definite  lack  which  is  experienced  and 
has  been  mentioned  by  several  hearing  centers 
throughout  the  State  is  the  lack  of  State  facility 
for  the  education  of  those  hearing-  and  speech- 
handicapped  individuals  whose  basic  intelli- 
gence level  does  not  quite  suit  them  for  admis- 
sion to  the  private  schools  currently  available, 
which  institutions,  of  course,  have  the  right  to 
pick  and  choose  their  prospective  students. 

It  would  seem  in  this  connection  that  some 
thought  ought  to  be  given  at  the  proper  level 
to  the  establishment  of  such  a school  or  facility, 
preferably  special  classes  in  existing  schools, 
since  the  numbers  fitting  this  category  through- 
out the  State  would  perhaps  not  exceed  more 
than  a few  hundred. 

5.  Resolutions.  The  committee  passed 
the  following  resolutions. 

a.  That  in  the  forthcoming  Medicare  bill 
the  provision  should  be  made  for  supplying 
hearing  aids  to  needy  individuals  over  the  age 
of  sixty-five.  (Through  a recent  up-to-date 
check  it  is  our  understanding  that  hearing  aids, 
dentures,  and  eyeglasses  will  not  be  provided 
by  the  new  Medicare  bill.) 

b.  The  resolution  was  passed,  favoring  the 
restoration  of  State  aid  to  local  school  districts. 
It  was  felt  that  this  restoration  would  alleviate 
some  of  the  current  difficulties  in  the  provision 
of  certain  needed  services. 

Respectfully  submitted, 

Karl  Gruppe,  M.D.,  Chairman 
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Maternal  and  Child  Welfare 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Maternal 
and  Child  Welfare  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Alfred  E.  Fischer,  M.D New  York 

E.  Jurgen  Plotz,  M.D Albany 

Clyde  L.  Randall,  M.D Erie 

Ferdinand  J.  Schoeneck,  M.D Onondaga 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


The  Committee  on  Maternal  and  Child 
Welfare  has  continued  to  analyze  all  maternal 
deaths  which  occur  in  upstate  New  York. 
These  records,  which  have  been  completed  by 
the  regional  consultants,  are  studied  carefully, 
and  the  essential  data  have  been  placed  on 
punch  cards.  Such  carefully  analyzed  reports 
can  be  used  by  any  physician  who  requests  the 
statistical  material  for  research  purposes  or 
paper  writing.  There  were  76  maternal  deaths 
in  upstate  New  York  during  the  year  1964 
increasing  the  total  recorded  deaths  to  719. 
It  is  expected  that  summaries  of  the  maternal 
deaths  which  occur  in  New  York  City  will  also 
be  made  available  to  the  committee  soon. 

In  the  New  York  State  Journal  of  Medi- 
cine the  committee  also  has  published  interest- 
ing and  important  articles  describing  various 
unusual  cases  of  death  and  morbidity.  The 
committee  is  grateful  for  the  opportunity  to 
include  articles  submitted  by  several  guest 
writers.  The  list  of  articles  is  as  follows: 

“Virus  Diseases  in  Pregnancy,”  by  E.  Jurgen 
Plotz,  M.D. 

“Maternal  Deaths  Due  to  Fatty  Meta- 
morphosis of  the  Liver,”  by  William  F. 
Finn,  M.D.,  and  S.  Theodore  Horowitz, 
M.D. 

“Current  Problems  of  Maternity  Care,”  by 
Arthur  J.  Lesser,  M.D. 

“Etiologic  Factors  in  Congenital  Anomalies,” 
by  F.  J.  Schoeneck,  M.D. 

“Perinatal  Mortality  Due  to  Abruptio  Pla- 
centa,” by  F.  J.  Schoeneck,  M.D. 

“Infectious  Factors  in  Perinatal  Mortality,” 
by  F.  J.  Schoeneck,  M.D. 

“Perinatal  Mortality  Caused  by  Cord  Com- 
plications,” by  F.  J.  Schoeneck,  M.D. 

“Importance  of  Reporting  Rh  Titers 
Promptly,”  by  F.  J.  Schoeneck,  M.D. 

The  method  used  for  several  years  for  the 
summaries  of  the  maternal  deaths  which  occur 
in  the  districts  of  the  State  is  still  in  effect,  and 


the  committee  is  grateful  for  the  thorough  work 
which  the  district  consultants  have  done  in 
completing  these  records.  Several  changes  are 
being  made  in  appointments  of  the  district 
chairmen.  John  H.  Peterson,  M.D.,  of  East 
Aurora  has  replaced  Francis  Smith,  M.D.,  as 
regional  consultant  in  region  12.  Robert  E. 
Ahem,  M.D.,  of  Binghamton  has  also  been 
appointed  as  regional  consultant  in  region  9, 
replacing  Milton  A.  Carvalho,  M.D.  The 
committee  wishes  to  express  its  gratitude  and 
appreciation  for  the  excellent  job  that  both 
Dr.  Smith  and  Dr.  Carvalho  have  done  in  the 
past. 

A more  efficient  maternal  and  perinatal 
mortality  and  morbidity  program  has  been 
established  in  Suffolk  County  by  the  combined 
effort  of  the  regional  consultants,  Paul  Brinley, 
M.D.,  and  Samuel  Karelitz,  M.D.,  the  health 
officer  and  chairman  of  the  maternal  and  child 
welfare  committee  of  Suffolk  County.  The 
program  may  set  an  example  for  other  districts. 

The  committee  has  been  working  closely 
with  the  Central  New  York  Maternal  and 
Perinatal  Mortality  Study  Committee.  Meet- 
ings have  been  held  in  various  hospitals  in 
districts  7 and  8 for  the  purpose  of  discussion  of 
perinatal  studies  and  establishment  of  perinatal 
mortality  committees.  Twenty-seven  hospitals 
in  these  areas  have  formed  such  committees 
and  records  of  perinatal  mortalities  are  sent  to 
the  Central  Committee  for  analysis  and  re- 
cording on  punch  cards.  A total  of  1,106 
perinatal  mortalities  have  been  analyzed  and 
categorized.  Merton  Hatch,  M.D.,  is  a mem- 
ber of  the  Central  Committee  and  will  continue 
to  meet  with  obstetricians,  pediatricians,  and 
pathologists  in  various  hospitals  in  these  areas 
for  discussion  of  perinatal  mortalities. 

A cooperative  postgraduate  program  be- 
tween the  Maternal  and  Child  Welfare  Com- 
mittee and  district  2 of  the  American  College 
of  Obstetricians  and  Gynecologists  on  obstetrics 
and  gynecology  at  the  district  level  is  being 
discussed  at  the  present  time.  Discussions  have 
been  held  with  Clyde  Randall,  M.D.,  chairman 
of  district  2 of  the  American  College  of  Obste- 
tricians and  Gynecologists,  concerning  such 
arrangements.  All  physicians  in  the  area  would 
be  invited  to  attend.  A meeting  will  be  held 
soon  to  complete  the  arrangements. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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Mental  Hygiene 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Mental 
Hygiene  are: 

Matthew  Brody,  M.D.,  Chairman Kings 

Frederick  H.  Hesser,  M.D Albany 

Allison  B.  Landolt,  M.D New  York 

Herman  B.  Snow,  M.D Dutchess 

Reginald  R.  Steen,  M.D Nassau 

C.  Douglas  Darling,  M.D., Adviser 

Tompkins 

Duncan  Whitehead,  M.D.,  Adviser Erie 

Benjamin  J.  Becker,  M.D.,  Adviser . . . Queens 

Alexander  Levin,  M.D.,  Adviser Kings 

Christopher  F.  Terrence,  M.D.,  New  York 
State  Department  of  Mental  Hygiene, 

Adviser Albany 

Edward  R.  Schlesinger,  M.D., 

New  York  State  Department  of  Health, 

Adviser Albany 

Leonard  C.  Lang,  M.D.,  New  York  State 
Department  of  Mental  Hygiene, 

Adviser Albany 

Marvin  E.  Perkins,  M.D., 

New  York  City  Community  Mental 

Health  Services,  Adviser New  York 

C.  Douglas  Darling,  M.D.,  because  of  the 
pressure  of  his  many  activities,  had  asked  to  be 
relieved  of  the  chairmanship  of  this  committee, 
and  in  his  place  Matthew  Brody,  M.D.,  was 
appointed.  Dr.  Brody  relinquished  the  chair- 
manship of  the  Committee  on  Mental  Health  of 
the  First  District  Branch,  which  was  taken  over 
by  Oscar  Diamond,  M.D.  Dr.  Darling  has 
continued  his  interest  in  our  committee  and  has 
consented  to  remain  on  as  adviser  and  has 
graciously  attended  several  meetings  represent- 
ing the  State  Medical  Society. 

The  committee  met  on  July  6 and  again  on 
September  16,  the  latter  meeting  being  a joint 
one  with  the  Committee  on  Alcoholism  and 
Drug  Abuse. 

Your  committee  supported  the  Bartlett 
Commission  changes  in  the  McNaghten  Rule 
and  the  abolishment  of  capital  punishment  for 
those  crimes. 

The  New  York  State  Planning  Committee  on 
Mental  Disorders,  which  has  been  working  on  a 
plan  for  a comprehensive  mental  health  and 
mental  retardation  program  for  the  State,  has 
finished  its  work  and  has  submitted  a seven- 
volume  report.  Several  members  of  this  com- 
mittee played  an  active  role  in  its  deliberations. 

Your  committee  has  continued  its  active 
liaison  with  the  State  Department  of  Mental 
Hygiene  and  in  addition  has  appointed  Dr. 


Marvin  E.  Perkins,  chairman  of  the  New  York 
City  Community  Mental  Health  Services,  to  its 
committee  as  an  adviser. 

In  support  of  the  wishes  of  the  American 
Medical  Association  and  the  American  Psy- 
chiatric Association  for  closer  liaison  between 
the  Medical  Society  and  the  Psychiatric  As- 
sociation, the  chairman  of  the  New  York  State 
District  Branches  of  the  American  Psychiatric 
Association,  Benjamin  J.  Becker,  M.D.,  and 
the  vice-chairman,  Alexander  Levine,  M.D., 
have  been  appointed  to  our  committee  as 
advisers.  Conversely,  Dr.  Brody  was  appointed 
adviser  to  the  New  York  State  Branch  of  the 
American  Psychiatric  Association. 

Your  chairman  attended  the  eleventh  annual 
conference  of  the  American  Medical  Association 
and  the  American  Psychiatric  Association  in 
Chicago  on  March  5 and  6 and  the  Congress  on 
Mental  Health  which  was  held  in  New  Y ork 
City  on  October  16,  sponsored  by  the  New  York 
Association  on  Mental  Health,  the  State  Medi- 
cal Society,  and  the  New  York  State  Branches 
of  the  American  Psychiatric  Association. 

Dr.  Darling  will  attend  the  next  A.M.A. 
conference  on  mental  health  which  will  be  held 
in  Chicago  in  December. 

In  response  to  the  committee’s  request,  the 
State  Society  has  agreed  to  join  the  Nassau 
Neuropsychiatric  Society  in  its  law  suit  as 
amicus  curiae. 

The  State  Society  approved  the  publication 
of  a statement  on  unsupervised  lay  psycho- 
therapy in  the  Bulletin  of  the  New  York  State 
District  Branches  of  the  American  Psychiatric 
Association. 

Your  chairman  wishes  to  acknowledge  with 
thanks  the  active  work  in  many  fields  which  has 
been  performed  by  the  members  and  advisers  of 
our  committee  and  for  the  support  which  our 
committee  has  received  from  the  Commission  on 
Public  Health  and  Education  and  the  Legisla- 
tion Committee  of  the  State  Medical  Society, 
from  the  New  York  State  Department  of 
Health,  and  from  the  New  York  City  Health 
Department. 

Your  chairman  suggests  that  the  work  of  this 
committee  could  best  be  augmented  if  each 
county  medical  society  would  appoint  a sub- 
committee on  mental  health  to  its  public  health 
committee. 

Respectfully  submitted, 

Matthew  Brody,  M.D.,  Chairman 
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Physical  Medicine  and  Rehabilitation 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Physical  Medicine  and 
Rehabilitation  is  composed  of  the  following 
members: 

Edward  J.  Lorenze,  M.D.,  Chairman 

Westchester 


Alexander  F.  Carson,  M.D Otsego 

George  G.  Deaver,  M.D New  York 

William  H.  Georgi,  M.D Erie 

George  M.  Raus,  M.D.,  Adviser.  . . Onondaga 


Edward  R.  Schlesinger,  M.D.,  New  York 
State  Department  of  Health,  Adviser 
Albany 

The  committee  met  on  April  8,  1965,  to 
formulate  suggestions  for  the  Governor’s  Coun- 
cil on  Rehabilitation’s  “Master  Plan  for  Re- 
habilitation in  New  York  State”  as  requested  in 
a letter  from  the  chairman  of  the  Council. 

The  following  recommendations  were  made: 

1.  That,  since  the  development  of  the  limited 
rehabilitation  service  program  in  Oneonta  ap- 
pears to  be  a satisfactory  pilot  project,  such 
limited  rehabilitation  service  programs  be  ex- 
tended; and  that  the  present  method  of 
choosing  a director  of  such  a service  is  ap- 
propriate under  existing  standards,  but  it  is 
hoped  that  eventually  board-qualified  specialists 
in  physical  medicine  and  rehabilitation  will  be- 
come available  to  fill  these  positions. 

2.  That  steps  be  taken  to  implement  re- 
cruitment of  high  school  and  other  students  for 
training  in  the  paramedical  fields  of  rehabilita- 
tion, such  as  physical  therapists,  occupational 
therapists,  speech  therapists,  social  service 
workers,  clinical  psychologists  (to  work  as  mem- 
bers of  a rehabilitation  team),  and  vocational 
counsellors;  and  that  where  possible  additional 
scholarships  be  made  available  for  such  per- 
sonnel to  help  obtain  full  use  of  teaching 


facilities  in  existing  and  expanded  programs 
within  the  State  and  private  universities. 

3.  That  efforts  be  made  to  have  the  various 
insurance  plans  include  rehabilitation  services 
within  their  coverage,  and  that  insurance  plans, 
covering  medical  services,  should  treat  the 
physiatrist  in  the  same  fashion  they  treat  all 
other  specialists  in  terms  of  admission  of  patients 
and  medical  care  and  should  recognize  the 
physiatrist  as  having  the  full  rights  of  an  attend- 
ing physician. 

4.  That  consideration  be  given  to  methods  of 
providing  long-term  rehabilitation  care  for  those 
individuals  who  are  unable  to  qualify  for  welfare 
aid  and  who  cannot  afford  to  pay  for  it,  and  who 
are  not  eligible  for  other  existing  programs  of 
support,  such  as  that  of  the  Division  of  Voca- 
tional Rehabilitation. 

5.  That  additional  financial  support  be  con- 
sidered to  encourage  the  future  development  of 
primary  and  secondary  centers,  and  that  teach- 
ing primary  comprehensive  rehabilitation  pro- 
grams be  supported  as  the  main  stimulus  to  the 
development  of  such  programs  for  physiatrists 
and  paramedical  personnel  in  the  rehabilitation 
field. 

6.  That  consideration  be  given  to  an  increase 
in  the  number  of  secondary  center  programs 
throughout  the  State. 

7.  That  further  study  be  made  of  the  type  of 
facilities  or  programs  best  suited  to  the  man- 
agement of  young  adults  with  severe  physical 
handicaps  and  without  mental  retardation. 

8.  That  efforts  be  made  to  study  the  pos- 
sibility of  long-term  care  of  compensation  cases 
in  government-operated  hospitals. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 
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Rural  Medical  Service 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Rural  Medical  Service 
consists  of  the  following: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

LaVerne  E.  Campbell,  M.D Cayuga 

Thurston  L.  Keese,  M.D Onondaga 

Hugh  McChesney,  M.D Oswego 

Bert  Ellenbogen,  Adviser Tompkins 

James  J.  Quinlivan,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . Albany 


The  committee  formulated  a plan  of  in- 
vestigation whereby  a critical  study  of  the  needs 
for  physicians  throughout  the  State  would  be 
made  in  all  areas  where  communities  have 
stated  such  a shortage  of  physicians  has  existed. 
This  plan  was  approved  by  the  House  of  Dele- 
gates, and  the  study  has  been  proceeding 
steadily.  Each  area  has  been  placed  on  a spot 
map  in  an  attempt  critically  to  locate  the  areas 
and  observe  their  geographic  relationship  to 
a medical  center,  to  hospitals,  and  to  other 
small  cities.  This  map  was  completed  to 
ascertain  whether  areas  in  close  proximity 
to  one  another  could  combine  their  facilities  so 
that  doctors  could  be  located  in  an  area  covering 
several  communities. 

Letters  have  been  written  to  persons  dele- 
gated by  their  communities  to  obtain  a physi- 
cian. These  letters  were  sent  to  obtain  in- 
formation as  to  whether  or  not  physicians  were 
still  needed  in  their  area.  Letters  have  been 
received  by  the  committee,  and  it  seems  that 
areas  previously  seeking  doctors  are  still  without 
coverage.  The  committee  also  has  prepared  an 
application  for  a grant  to  employ  an  investiga- 
tor to  complete  a survey  determining  the  actual 
needs  for  physicians  in  the  State.  This  applica- 
tion has  been  sent  to  several  foundations. 

Plan  of  Study.  The  committee  has  divided 
the  State,  for  the  purpose  of  the  study,  into  the 
component  districts  which  make  up  the  Medical 
Society.  Districts  5 and  6 will  be  surveyed 
first  because  they  have  the  largest  number  of 
communities  needing  a physican  at  this  time. 
These  districts  are  composed  of  18  counties. 


There  is  a total  of  34  communities  where  a 
physician  is  needed. 

The  study  will  include  the  following: 

1.  Interviews  to  seek  advice  from  the  physi- 
cian in  the  area  and  surrounding  communities. 

2.  Interviews  with  the  local  representatives 
explaining  the  purpose  and  method  of  the 
survey. 

3.  Assistance  in  establishing  a local  com- 
mittee for  community  organization. 

4.  Completion  of  the  following  surveys: 

(a)  Trade  and  economic  surveys. 

(b)  Medical  survey  using  200  individuals 
of  the  area  to  complete  questionnaires. 

(c)  Complete  facility  survey,  that  is, 
office  space,  schools,  churches,  and  so  forth. 

(d)  Investigation  of  possible  relationship 
of  physician  to  existing  hospital. 

(e)  Complete  survey  estimating  the 
amount  of  laboratory  work  which  has  been  com- 
pleted in  the  area  during  the  past  year. 

(/)  Complete  investigation  of  nursing 
home  facilities  in  area. 

During  the  past  year  the  chairman  has  par- 
ticipated in  conferences  with  citizens  of  four 
communities  concerning  health  needs  and  has 
attended  the  dedication  of  four  medical  prac- 
tice clinics  established  by  communities  assisted 
by  the  Sears-Roebuck  Foundation.  The  com- 
mittee has  had  conferences  with  many  in- 
dividuals who  are  interested  in  medicine  in 
rural  communities.  Community  surveys  are  in 
the  process  of  being  completed  in  many  areas  of 
the  State  by  the  Sears-Roebuck  Foundation 
assisted  by  the  committee.  The  chairman 
has  also  been  discussing  and  planning,  with  the 
dean  of  the  Upstate  Medical  Center  at  Syra- 
cuse, a program  of  continuing  education  for 
physicians.  The  committee  asks  the  support  of 
the  profession  in  making  the  survey  throughout 
the  State  and  also  would  appreciate  suggestions 
from  all  members  of  the  Medical  Society  con- 
cerning this  important  project. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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1966  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications  B 

District  Branches 


Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  of  the  Third  Dis- 
trict Branch  met  on  June  26,  1965,  to  plan  the 
arrangements  for  the  combined  annual  meeting 
of  the  Third  and  Fourth  District  Branches. 
The  committee  accepted  with  regret  the  resigna- 
tions of  Marshall  Quandt,  M.D.,  and  Robert 
Shelmandine,  M.D.,  as  first  and  second  vice- 
presidents  and  designated  Samuel  Baer,  M.D., 
of  Troy  as  first  vice-president  and  Robert 
Greenwald,  M.D.,  of  Colbeskill  as  second  vice- 
president  to  fill  these  terms. 

The  annual  meeting  was  held  on  November  6 
at  the  Thruway  Motor  Inn,  Albany,  with  the 
Third  District  Branch  as  host  to  the  Fourth 
District  Branch.  Arrangements  were  made  by 
James  Moore,  M.D.,  and  the  Albany  County 
Medical  Society.  There  were  two  local  mail- 
ings publicizing  this  program  in  addition  to  an 
item  in  the  New  York  State  Journal  of 
Medicine  and  the  mailing  from  the  office  of 
the  State  Medical  Society. 

The  scientific  part  of  the  program  with  Milton 
Helpem,  M.D.,  chief  medical  examiner  of  New 
York  City,  and  Arthur  F.  W.  Peart,  M.D., 
deputy  general  secretary,  Canadian  Medical 
Association,  was  well  received  and  the  attend- 
ance was  exceptionally  good.  This  part  of 
the  meeting  was  accredited  for  three  hours  by 
the  American  Academy  of  General  Practice. 
Also  a complete  success  was  the  dinner  at  which 
James  C.  Appel,  M.D.,  president  of  the  Ameri- 
can Medical  Association,  appeared  as  guest 
speaker. 

At  the  business  meeting  of  the  branch  the 
following  officers  were  elected: 

President — Samuel  Baer,  M.D.,  Rensselaer 

First  Vice-President — James  Moore,  M.D., 
Albany 

Second  Vice-President — Robert  Greenwald, 
M.D.,  Schoharie 

Secretary-  Treasure i — F ranees  Vosburgh,  M .D . , 
Albany 

Delegate — Charles  Poskanzer,  M.D.,  Albany 

The  seven  counties  unanimously  approved  a 
50  cents  per  capita  assessment  to  bolster  district 
financing  and  to  provide  assistance  for  the  year- 
long operations  and  the  annual  meeting.  With 
the  $400  allowance  from  the  State  Medical 
Society,  operating  finances  will  be  more  realistic. 

Also  approved  was  a plan  to  have  annual 
meeting  arrangements  and  programs  the  re- 
sponsibility of  the  county  units  in  alphabetic 
order.  It  was  agreed  that  meetings  do  not 


necessarily  have  to  be  held  in  the  county  plan- 
ning the  program.  This  decision  was  reached 
because  of  geographic  considerations.  Since 
the  agreement  is  to  have  combined  meetings  of 
the  Third  and  Fourth  District  Branches  with 
alternate  year  responsibilities,  the  Third  Dis- 
trict Branch  will  be  the  guest  of  the  Fourth  in 
1966  and  in  1967  the  Columbia  County  Medical 
Society  will  be  in  charge  of  the  program  and 
arrangements. 

Respectfully  submitted, 

Henry  J.  Noerling,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Official  business  for  the  Sixth  District  Branch 
began  on  Thursday,  February  25,  1965,  at  the 
Sheraton  Inn,  Binghamton,  with  a joint  meeting 
of  the  Sixth  District  Branch  executive  com- 
mittee and  members  of  the  Communications 
Division  of  the  Medical  Society  of  the  State  of 
New  York.  At  this  meeting  plans  were  made 
for  a pilot  public  relations  institute  on  a district 
level  with  a view  to  better  communications 
between  the  State  Medical  Society  head- 
quarters and  the  component  county  societies. 
Topics  dealing  with  external  public  relations, 
such  as  “Career  Counseling,”  “Health  Fairs,” 
“Speakers  Bureaus,”  and  so  on,  were  to  be 
discussed  in  a round-table  type  of  discussion. 
Other  subjects,  such  as  “Mediation  Com- 
mittees,” “Citizenship  Responsibilities,”  “De- 
veloping Good  Media  Relations,”  and  so  on, 
were  assigned  to  various  members  of  the  com- 
ponent societies  who  had  had  experience  in 
each  of  these  fields.  Each  was  asked  to  speak 
briefly  on  this  subject  to  be  followed  by  a round- 
table discussion.  A luncheon  speaker  was  also 
to  be  obtained.  The  date  of  this  meeting  was 
set  to  be  Wednesday,  April  21,  1965,  at  the 
Sheraton  Inn,  Binghamton,  and  an  all-day  pro- 
gram was  planned. 

On  April  8,  1965,  there  was  a joint  meeting  of 
the  Fifth  and  Sixth  District  Branches  executive 
committees  to  make  plans  for  our  annual  joint 
meeting  at  the  Sagamore  Inn,  Bolton  Landing, 
Lake  George,  on  September  10,  11,  and  12. 
Lists  of  dignitaries  to  be  invited,  possible 
speakers  to  contact,  plans  for  the  golf  tourna- 
ment, and  the  costs  were  all  looked  into,  and 
through  the  ensuing  months  these  plans  were 
completed. 
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In  accordance  with  the  plan  the  Sixth  Dis- 
trict Branch  held  the  first  pilot  public  relations 
institute  at  the  Sheraton  Inn,  Binghamton,  on 
Wednesday,  April  21.  This  all-day  workshop 
was  well  attended  by  interested  members  of  the 
component  county  societies,  the  public  relations 
committee  chairmen  and  their  committee 
members,  executive  secretaries,  members  of  the 
State  Society,  and  interested  visitors  from  other 
district  branches.  The  work  accomplished 
during  this  enjoyable  and  informative  day  was 
written  up  in  the  June,  1965,  issue  of  News  of 
New  York  and  summation  of  the  topics  dis- 
cussed are  listed  there. 

One  of  the  most  gratifying  results  was  the 
open  discussion  of  problems  of  the  various  socie- 
ties and  the  methods  of  correcting  an  annoying 
situation  in  one  county  that  was  solved  quite 
easily  in  a specific  manner  in  another  county. 
Many  of  us  went  back  to  our  county  societies 
with  suggestions  for  some  of  our  public  relations 
“illnesses.”  Our  meeting  was  further  enhanced 
by  the  luncheon  speaker,  George  R.  Dunham, 
the  general  manager  of  WNBF-TV  station  in 
Binghamton.  His  remarks  on  “The  Physician 
and  the  Public”  were  as  forthright  and  scholarly 
as  this  writer  has  ever  heard.  We  felt  this 
“teach  in”  was  of  great  value  and  strongly  urge 
other  district  branches  to  give  it  a try. 

On  September  10  the  Fifth  and  Sixth  Dis- 
trict Branches  began  their  fourth  three-day 
annual  meeting,  this  time  at  the  Sagamore 
Hotel,  Bolton  Landing,  Lake  George.  The 
host  this  year  was  the  Fifth  District  Branch. 
These  meetings  begin  on  the  afternoon  of  the 
first  day  with  a meeting  of  the  delegates  to  the 
House  of  Delegates  from  each  county  society, 
our  district  branch  delegates,  past  State  Society 
officers,  and  other  State  officials  in  our  two 
districts.  This  gives  us  an  occasion  to  meet 
and  discuss  current  and  anticipated  legislation, 
to  be  followed  by  another  meeting  before  the 
annual  State  Society  meeting. 

The  morning  of  the  second  day  is  programmed 
for  our  scientific  session  which  this  year  was  a 
lecture  and  discussion  given  by  Frederic  N. 
Silverman,  M.D.,  of  Cincinnati,  Ohio,  on 
“Urinary  Tract  Infection  in  Children.”  Dr. 
Silverman’s  talk,  dealing  primarily  with  roent- 
gen findings  in  these  infections,  brought  us  all 
up  to  date  on  the  newer  aspects  of  recognizing 
and  dealing  with  this  common  pediatric  prob- 
lem. 

The  district  branches  then  have  their  in- 
dividual business  meetings  and  the  items 
brought  up  by  the  Sixth  District  Branch  this 
year  included  a review  by  the  president  of  the 
work  done  the  past  year — the  setting  up  of  a 
district  branch  mediation  committee  composed 
of  the  presidents  of  each  component  county 
society  and  subcommittees  to  review  minor 
complaints,  the  committee  to  convene  at  the 
request  of  the  district  branch  president  on 
receipt  of  a request  from  a county  society.  A 
revision  of  the  bylaws  which  bring  our  geo- 
graphic limits  into  more  modem  and  accurate 
lines  and  the  setting  up  of  a cancer  committee 
on  a district  branch  level  to  help  the  county 


societies  where  membership  is  so  small  was 
approved. 

To  continue  assistance  to  the  Student  A.M.A. 
program  at  the  Upstate  Medical  Center  at 
Syracuse  was  approved  as  was  the  proposal  to 
submit  two  resolutions  to  the  House  of  Dele- 
gates as  a joint  submission  from  our  two  dis- 
trict branches,  one  dealing  with  the  formation 
of  a Bureau  of  Planning  and  Research  by  the 
State  Society,  and  the  other  a recommendation 
that  the  two  district  branches  support  the  find- 
ings and  recommendations  of  the  special  State 
Society  committee  now  looking  into  the  matter 
of  establishing  a new  headquarters  office  for  our 
State  Society. 

Also  at  this  business  meeting  a new  group  of 
officers  was  elected  for  a two-year  term.  These 
are  as  follows: 

President — Hugh  Black,  M.D.,  Chenango 

First  Vice-President — Henry  Marshall,  M.D., 
Chemung 

Second  Vice-President — Jason  Moyer,  M.D., 
Broome 

Secretary- — Charles  A.  Ashley,  M.D.,  Otsego 

Treasurer — Paul  M.  DeLuca,  M.D.,  Broome 

Delegate — Norman  Lyster,  M.D.,  Chenango 

The  banquet  that  evening  was  enjoyed  by  all, 
and  we  were  most  fortunate  to  have  Mr.  Lewis 
A.  Miller  of  Oradell,  New  Jersey,  the  executive 
editor  of  Medical  Economics,  explain  to  us  in  a 
most  informative  manner  how  the  nation-wide 
surveys  of  medical  problems  are  done  in  his 
most  popular  magazine.  The  afternoon  had 
been  spent  in  sports,  cruises  on  the  lake,  and 
motoring  into  the  surrounding  hills. 

Sunday  morning  saw  a goodly  number  turn 
out  for  our  favorite  scientific  speaker,  Milton 
Helpern,  M.D.,  chief  medical  examiner  of  the 
City  of  New  York,  who,  as  usual,  gave  us  a 
better  insight  into  the  use  of  good  pathologic 
investigation  in  cases  of  criminal  and  natural 
deaths. 

At  the  present  time  the  district  branch  is 
making  plans  for  the  formation  of  its  cancer 
committee.  The  possibility  of  a medical  audit 
committee  on  a district  branch  level  to  audit  the 
professional  work  done  in  the  hospitals  within 
its  confines  has  been  suggested.  Especially  is 
this  timely  in  view  of  the  national  health  plan’s 
requirements  that  will  be  put  into  effect  within  a 
year.  It  seems  that,  at  least  in  our  rural  area, 
the  work  that  could  be  accomplished  on  a dis- 
trict branch  level  is  only  now  beginning  to  make 
itself  apparent. 

Respectfully  submitted, 

George  G.  McCauley,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

During  the  last  year,  the  Seventh  District 
Branch  has  become  increasingly  aware  of  its 
responsibility  to  participate  actively  in  every 
aspect  of  the  total  health  care  picture  as  it 
affects  the  practicing  physician. 

With  regionalization  established  by  law  and 
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the  broadening  influence  of  legislation,  the 
present  district  or  a revised  district,  to  co- 
incide with  the  area  covered  by  the  Rochester 
Regional  Hospital  Council,  begins  to  emerge 
as  an  important  force  concerned  with  the  inter- 
relationship of  hospitals,  physicians,  and  pa- 
tients, to  provide  the  highest  quality  of  medical 
care  in  an  efficient  and  economic  manner. 

Deliberations  of  the  district  branch  revealed 
the  need  for  increased  physician  participation 
on  the  committees  of  the  planning  groups. 
Patient  care  planning  councils  have  been  estab- 
lished in  three  areas  of  the  district  branch. 
This  led  to  serious  discussion  of  the  medical 
conference  of  the  Rochester  Regional  Hospital 
Council  and  the  submission  of  a resolution  to 
the  Council  as  follows: 

Whereas,  The  Rochester  Regional  Hos- 
pital Council  is  concerned  with  the  well  being 
of  the  populace  in  the  11  counties  served  by 
it;  and 

Whereas,  The  Council  recognizes  that  a 
great  deal  of  the  responsibility  for  the  health 
care  is  under  the  direct  supervision  of  the 
practicing  physician;  and 

Whereas,  The  medical  conference  is  in- 
tended to  coordinate  its  efforts  with  the 
Council,  both  in  an  advisory  capacity  and  also 
representative  on  its  executive  committee; 
and 

Whereas,  The  activities  of  the  medical 
conference  are  best  coordinated  by  a medical 
director,  a member  of  the  medical  profession; 
now  therefore  be  it  hereby 

Resolved,  That  the  position  of  medical 
director  of  the  Regional  Council  be  directly 
responsible  to  the  medical  conference  and  to 
the  executive  committee  and  council  and  not 
responsible  to  a lay  administrator;  and  be  it 
further 

Resolved,  That  the  medical  conference  ac- 
cept in  its  membership  representatives  from 
each  of  the  county  medical  societies  in  order 
to  increase  the  number  of  practicing  physi- 
cians participating  in  its  important  activities; 
and  be  it  further 

Resolved,  That  the  executive  committee 
and  Council  add  to  its  membership  a repre- 
sentative from  the  Seventh  District  Branch 
of  the  Medical  Society  of  the  State  of  New 
York. 

The  need  for  a stronger  voice  of  medicine  in 
councils  where  the  future  of  medical  practice, 
particularly  as  related  to  hospital  care,  is  being 
established,  cannot  be  overemphasized. 

After  due  study  by  a committee,  the  counties 
of  the  Seventh  District  Branch  formed  a griev- 
ance committee  and  an  insurance  review  com- 
mittee at  the  annual  meeting  on  September  18, 
1965.  The  permanently  established  committees 
of  the  Monroe  County  Medical  Society  will 
act  on  any  matters  of  this  type  with  physicians 
from  the  interested  county  societies  participa- 
ting to  discuss  any  problems  in  this  area.  A 
district  branch  cancer  committee  is  being 
established. 


Considerable  time  was  spent  discussing  the 
neonatal  study  and  medical  audit  which  is  being 
jointly  conducted  by  the  Medical  Society  of  the 
State  of  New  York  and  the  State  Health  De- 
partment under  the  auspices  of  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation.  This  is  an  effort  to  establish 
methodology  for  scientifically  valid  medical 
audits  and  will  be  reported  as  an  educational 
program  to  the  hospitals  in  the  area.  Utiliza- 
tion review  was  studied  thoroughly.  With  the 
passage  of  the  “Folsom  Bill,”  now  Chapter  795 
of  the  Laws  of  1965,  obtainable  from  the  clerk 
of  the  Senate,  Albany,  as  Intro.  4656,  Print 
5970,  and,  of  course,  Medicare,  this  area  of 
concern  will  have  tremendous  import  for  the 
medical  profession. 

This  area  of  the  State  has  been  studying 
some  of  the  provisions  of  the  law,  which,  in 
brief — 

Transfers  authority  over  construction  and 
operation  of  hospitals  from  the  Department 
of  Social  Welfare  to  the  Department  of 
Health; 

Requires  prior  approval  of  the  Com- 
missioner of  Health  for  the  construction  of  a 
hospital  and  substantial  alterations  or  im- 
provements in  building  or  equipment; 

Grants  the  Commissioner  of  Health  author- 
ity to  advise  the  superintendents  of  insurance 
as  to  whether  proposed  health  insurance  rate 
schedules  for  hospitals  are  reasonably  related 
to  the  cost  of  such  services; 

Authorizes  health  insurance  carriers  to 
furnish  both  medical  expense  indemnity  and 
hospital  service  benefits  under  one  contract, 
and  extends  hospital  service  coverage  to 
include  outpatient  care  and  preadmission 
procedures.  Cooperation  and  careful  scru- 
tiny in  implementation  will  be  of  the  essence. 
The  joint  caucus  with  the  Eighth  District 
Branch  held  at  the  time  of  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York 
has  continued  to  improve  with  a forum  and  a 
series  of  meetings  conducive  to  the  best  interests 
of  the  physicians  of  this  area. 

The  affairs  of  both  the  Seventh  and  Eighth 
District  Branches  culminated  in  the  annual 
meeting  held  at  Grossingers,  from  September  16 
through  19,  1965.  At  this  time  two  programs 
were  presented,  one  on  “What’s  New  in 
Trauma”  with  an  excellent  panel  from  the 
University  of  Rochester  School  of  Medicine 
and  the  other  entitled  “Government  in  Medi- 
cine,” both  outstanding  and  well  attended. 

The  panel  for  “What’s  New  in  Trauma”  were 
the  following: 

“Soft  Tissue” — J.  Raymond  Hinshaw,  M.D., 
associate  professor  of  surgery;  “Neurosurgical 
Advances” — Joseph  V.  McDonald,  M.D.,  assist- 
ant professor  in  neurosurgery;  “The  Hand”- — 
Harold  W.  Bales,  Jr.,  M.D.,  senior  instructor 
in  plastic  surgery;  “Orthopedics” — Franklin  T. 
Hoagland,  M.D.,  senior  instructor  in  orthopedic 
surgery. 

The  panel  for  “Government  in  Medicine” 
were  the  following: 

“The  Department  of  Health  and  the  Physi- 
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cian” — Hollis  S.  Ingraham,  M.D.,  Com- 
missioner, Department  of  Health,  State  of  New 
York;  “The  Folsom  Committee  Report  to 
Governor  Rockefeller  on  Hospital  Costs”- — 
Mr.  Marion  B.  Folsom,  former  Secretary, 
Department  of  Health,  Education,  and  Welfare; 
“Federal  Government  in  Medicine” — Edward 
R.  Annis,  M.D.,  past-president,  American  Medi- 
cal Association. 

At  this  meeting  the  following  officers  were 
elected  for  the  1965-1967  term: 

President — Vincent  I.  Bonafede,  M.D., 
Livingston 

First  Vice-President — M.  Edgerton  Deuel, 
M.D.,  Ontario 

Second  Vice-President — Lynn  R.  Callin,  M.D., 
Monroe 

Treasure i — Milton  Tully,  M.D.,  Steuben 

Secretary — David  L.  Koch,  M.D.,  Seneca 

Past- President — Joseph  J.  Kaufman,  M.D., 
Wayne 

Delegate — Charles  M.  Smith,  M.D.,  Seneca 

My  two-year  term  as  president  of  the  Seventh 
District  Branch  has  been  a most  interesting 
and  educational  experience.  During  this  period 
there  have  been  many  changes  in  legislation 
with  legislators  invading  the  area  of  medical 
care.  As  physicians,  it  will  be  incumbent  on 
us  to  become  more  involved  with  the  agencies 
and  planners  who  seek  to  bring  medical  care 
to  all.  In  the  process,  we  must  guard  carefully 
our  professional  integrity  and  the  quality  of 
medical  care.  In  view  of  the  developments  in 
the  legislative  field,  I feel  it  is  most  urgent  that 
district  branches  become  regionally  oriented,  to 
view  the  area  picture  in  toto,  to  improve 
communication  and  represent  effectively  those 
interests  which  are  nearest  our  hearts. 

I would  like  to  take  this  opportunity  to  thank 
the  officers  of  the  Seventh  District  Branch  and 
its  county  medical  societies,  Mr.  Donald  Irish, 
executive  secretary,  and  his  staff;  Mr.  Harry 
Dexter,  regional  representative,  and  the  Medical 
Society  of  the  State  of  New  York,  for  their  fine 
cooperation  and  sincere  devotion  to  the  best 
interests  of  our  patients,  for  whom  we  are 
greatly  concerned. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Eighth  District 
Branch  was  held  September  18,  1965,  at  Gros- 
singers,  in  combination  with  the  annual  meeting 
of  the  Seventh  District  Branch. 

The  president  of  the  Eighth  District  Branch 
introduced  and  moderated  a panel  on  “Govern- 
ment in  Medicine.”  Distinguished  participants 
included  Mr.  Marion  B.  Folsom,  former  Secre- 
tary, U.S.  Department  of  Health,  Education, 
and  Welfare,  who  spoke  on  “The  Folsom  Com- 
mittee Report  to  Governor  Rockefeller  on 
Hospital  Costs”;  Hollis  S.  Ingraham,  M.D., 
Commissioner  of  the  Department  of  Health, 


State  of  New  York,  whose  topic  was  “The 
Department  of  Health  and  The  Physician”; 
and  Edward  R.  Annis,  M.D.,  past-president, 
American  Medical  Association,  who  talked 
about  “The  Federal  Government  in  Medicine.” 

Members  of  the  Eighth  District  Branch  were 
privileged  to  be  guests  at  the  scientific  session 
of  the  Seventh  District  Branch.  The  sym- 
posium, “What’s  New  in  Trauma?”  was  moder- 
ated by  Harold  W.  Bales,  Jr.,  M.D.,  University 
of  Rochester  School  of  Medicine.  Panelists 
included  J.  Raymond  Hinshaw,  M.D.,  on  “Soft 
Tissue”;  Joseph  V.  McDonald,  M.D.,  on 
“Neurosurgical  Advances”;  the  moderator 
spoke  on  “The  Hand”;  and  Franklin  T.  Hoag- 
lund,  M.D.,  on  “Orthopedics.”  All  the  speakers 
were  from  the  University  of  Rochester  School  of 
Medicine  and  Dentistry. 

The  results  of  the  biannual  election  of  officers 
are  as  follows: 

Immediate  Past-President — John  D.  Naples, 
M.D.,  Erie 

Delegate — John  D.  Naples,  M.D.,  Erie 

President — John  T.  Donovan,  Jr.,  M.D., 
Niagara 

President-Elect — Paul  A.  Burgeson,  M.D., 
Wyoming 

Secretary — Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Treasure l — Thomas  S.  Bumbalo,  M.D.,  Erie 

A suggestion  that  the  bylaws  of  the  district 
branch  be  amended  to  provide  that  the  officers 
of  the  branch  shall  serve  for  one  year  instead  of 
two  years  as  is  presently  provided  for  was 
tabled  since  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  states 
that  “Each  district  branch  shall  elect  a president 
for  two  years  and  a district  delegate  to  the 
House  of  Delegates  for  two  years.”  It  would 
be  necessary  first  to  amend  the  Bylaws  of  the 
State  Medical  Society  before  the  district  branch 
bylaws  could  be  amended  and  remain  in  con- 
formity with  the  State  Medical  Society  Bylaws. 

At  the  annual  banquet  at  the  close  of  the 
combined  meeting  310  physicians,  wives,  and 
guests  were  present  to  hear  the  distinguished 
speaker,  the  president  of  the  Medical  Society 
of  the  State  of  New  York,  Waring  Willis,  M.D. 
The  district  branches  were  also  privileged  to 
have  Mrs.  Willis  and  Henry  I.  Fineberg,  M.D., 
executive  vice-president  of  the  State  Medical 
Society,  as  guests  of  honor. 

Earlier  in  the  year  a dinner  meeting  with 
area  legislators  was  held  at  the  Charter  House 
Motel  in  Buffalo  where  legislative  activity  was 
reviewed  and  considerable  exchange  of  informa- 
tion ensued. 

On  Thursday,  September  30,  1965,  the  Eighth 
District  Branch  was  privileged  to  be  invited  to 
the  third  regional  conference  sponsored  by  the 
Public  Relations  Committee  and  the  Com- 
mission on  Public  and  Professional  Affairs  of 
the  Medical  Society  of  the  State  of  New  York, 
at  Victor.  Knowledgeable  speakers  from  the 
State  Health  Department  spoke  on  “The 
Quantity  and  Quality  of  Medical  Care”  and 
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much  discussion  ensued  regarding  the  current 
problems  of  medicine. 

From  time  to  time  throughout  the  year  dele- 
gates from  the  Seventh  and  Eighth  District 
Branches  have  met  in  preparation  for  their 
duties  at  the  forthcoming  annual  meeting  of  the 
State  Medical  Society  in  February,  1966. 

As  my  term  of  office  comes  to  a close  I wish 
to  acknowledge  the  continued  support  of  district 
branch  activity  by  the  House  of  Delegates,  by 
the  officers  and  staff  of  the  Medical  Society  of 
the  State  of  New  York,  the  State  Society 
regional  representative,  and  our  own  county 
medical  society  staff  assistance. 

Respectfully  submitted, 

John  D.  Naples,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Ninth  District 
Branch  was  held  in  the  Presidential  Suite  of  the 
Americana,  New  York  City,  on  February  15, 
1965,  at  5 : 15  p.m. 

Frank  Ciancimino,  M.D.,  presided  and  called 
the  meeting  to  order.  The  delegates  of  the 
Ninth  District  Branch  and  the  following  officers 
were  in  attendance:  Eugene  Lusardi,  M.D., 

Putnam,  first  vice-president;  Arthur  H.  Died- 
rick,  M.D.,  Westchester,  second  vice-president; 
Sidney  Miller,  M.D.,  Dutchess,  secretary. 

The  minutes  of  the  previous  meeting  were 
presented  and  accepted  as  read. 

Dr.  Ciancimino  reported  on  the  study  that  is 
taking  place  regarding  the  regional  concept, 
and  he  called  on  George  T.  C.  Way,  M.D., 
Dutchess,  to  inform  the  members  present  of  the 
committee  work  that  is  being  done  in  this 
direction.  Dr.  Way  elucidated  on  his  reference 
committee  report,  which  can  be  found  in  the 
June  1,  1965,  New  York  State  Journal  of 
Medicine,  page  1571,  on  district  branches. 
Dr.  Way  made  us  aware  of  the  fact  that  there 


are  joint  meetings  held  by  combined  districts 
and  that  the  full  potential  of  the  district  branch 
level  has  not  been  realized.  He  recommended 
increasing  the  amount  of  State  Society  par- 
ticipation through  the  district  branches  and 
regional  conferences  with  training  workshops 
for  those  active  in  the  lower  echelons  of  or- 
ganized medicine  within  the  State. 

Michael  P.  Lefkowitz,  M.D.,  Rockland,  was 
elected  treasurer  of  the  Ninth  District  Branch, 
and  in  accordance  with  the  bylaws  each  officer 
moved  to  the  next  higher  office,  as  follows: 

President — Eugene  Lusardi,  M.D.,  Putnam 

First  Vice-President — Arthur  H.  Diedrick, 
M.D.,  Westchester 

Second  Vice-President — Sidney  Miller,  M.D., 
Dutchess 

Secretary — Irving  Weiner,  M.D.,  Orange 

The  meeting  was  honored  by  the  attendance 
of  Waring  Willis,  M.D.,  president  of  the  Medical 
Society  of  the  State  of  New  York,  who  reported 
on  reference  committee  actions.  He  informed 
the  members  that  the  public  health  required 
the  Health  Department  to  set  up  utilization 
committees  in  hospitals.  There  will  be  con- 
ducted a regional  study  within  the  State  Society 
to  determine  the  methods  of  implementing  an 
audit  analysis  of  hospital  bed  utilization  and 
costs.  The  hospitals  will  conduct  the  audit, 
but  the  methodology  should  come  from  the 
county  level  of  the  Medical  Society  of  the  State 
of  New  York. 

Henry  I.  Fineberg,  M.D.,  the  State  Society 
executive  vice-president,  was  present,  and  made 
informative  remarks  covering  the  immediate 
problems  that  will  come  up  to  the  Society, 
particularly  in  regard  to  the  Medicare  bill. 

Dr.  Ciancimino  then  turned  over  the  chair 
to  the  incoming  president,  Eugene  Lusardi, 
M.D. 

There  was  no  new  business,  and  Dr.  Lusardi 
adjourned  the  meeting  at  6:30  p.m. 

Respectfully  submitted, 
Sidney  N.  Miller,  M.D.,  Secretary 
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Nursing 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Nursing 
is  as  follows: 

Vincent  J.  Tesoriero,  M.D.,  Chairman.  Kings 


Frank  C.  Nichols,  M.D Nassau 

Charles  M.  Smith,  M.D Seneca 


The  name  of  this  committee  was  changed,  at 
its  request,  from  the  Committee  on  Nursing 
Education  to  the  Committee  on  Nursing  with 
the  approval  of  the  Council  at  its  meeting  on 
June  18,  1965. 

During  the  past  year,  this  committee  has 
continued  to  meet  with  representatives  of  the 
New  York  State  Nurses  Association  and  the 
Hospital  Association  of  New  York  State  to 
consider  further  the  joint  statement  developed 
last  year  recommending  that  hospitals  in  New 
York  State  form  medical  nursing  practices  com- 
mittees to  outline  the  responsibilities  of  doctors 
and  nurses  in  the  care  of  patients,  to  determine 
the  criteria  and  responsibility  of  the  doctor  and 
the  nurse  in  the  performance  of  certain  proce- 
dures, and  to  recommend  methods  for  the 
implementation  and  the  communication  of  deci- 
sions reached  regarding  areas  of  responsibility. 

These  meetings  were  held  at  the  request  of 
the  Nurses  Association  which  felt  that,  because 
of  the  tremendous  scientific,  technologic,  and 
medical  advances  over  the  past  few  years,  with 
the  resulting  increase  in  the  number  and  type 
of  health  care  facilities  and  the  demand  for  new 
and  improved  health  services,  many  changes 
are  rapidly  taking  place  in  traditional  areas  of 
medical  and  nursing  practice  and  that  with  these 
changes  have  come  questions  and  problems  re- 
garding the  definitive  role  and  responsibility  of 
the  doctor  and  the  nurse  in  certain  patient-care 
situations. 

It  was  agreed  that  control  and  standards  of 
practice  are  the  prerogatives  of  the  individual 
professions  and  further  that  problems  arising 
from  within  the  area  of  joint  functioning  could 
best  be  solved  through  joint  study  and  collabora- 
tive effort. 


The  Joint  Position  Statement,  after  approval 
by  all  three  organizations  involved,  was  sent  to 
all  members  of  the  Nursing  Association,  the 
Hospital  Association,  and  the  Medical  Society 
of  the  State  of  New  York,  as  well  as  to  all  pro- 
prietary hospitals  in  the  State. 

At  a meeting  of  representatives  of  the  three 
organizations  on  September  30,  the  matter  of 
insertion  of  intravenous  catheters  by  nurses  was 
reconsidered  and  the  following  recommendation 
was  approved: 

That  this  committee  feels  the  insertion  of 
intraveneous  catheters  is  a procedure  that  can 
be  performed  by  a professional  nurse  qualified 
by  special  training  and  experience  in  the 
technic  involved.  It  is  to  be  noted  that  this 
does  not  include  a vein  cutdown.  It  is  further 
recommended  that  a nurse  not  so  trained  is 
legally  obligated  to  refuse  to  do  such  a pro- 
cedure. 

It  is  suggested  by  this  committee  that  since 
in  the  past  it  has  recommended  that  profes- 
sional nurses  be  released  for  the  direction, 
supervision,  and  giving  of  nursing  care,  study 
and  investigation  be  made  of  the  possibility 
of  training  and  utilizing  other  skilled  personnel 
in  this  technical  procedure. 

Among  the  concerns  of  this  committee  is 
recruitment  of  student  nurses.  At  a recent 
meeting  it  was  reported  that  some  nursing 
schools,  because  of  limited  physical  and  educa- 
tional facilities,  many  times  turn  away  more 
qualified  applicants  than  they  can  accept.  The 
committee  is  considering  initiating  a pilot  proj- 
ect clearinghouse  to  handle  this  problem,  and 
the  Nurses  Association  has  agreed  to  look  into 
what  may  be  being  done  in  this  field  and  to 
recommend  the  part  of  the  State  best  suited  to 
such  a pilot  project. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 
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Disaster  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D.,  Chairman 

New  York 


Irving  G.  Frohman,  M.D Queens 

Harold  T.  Golden,  M.D Herkimer 

Vincent  C.  Webb,  M.D Nassau 

James  H.  Lade,  M.D.,  Adviser Albany 


Disaster  medical  care  programs  are  confined 
largely  to  hospital  staff  activities.  The  county 
medical  societies  show  little  interest  in  maintain- 
ing active  committees.  The  legally-constituted 
civil  defense  authorities  and  local  health  depart- 
ments maintain  some  activities  which  are  related 
to  medical  care.  These  organizations  often  fail 
to  maintain  liaison  with  medically-oriented 
voluntary  groups. 

The  American  Medical  Association  Com- 
mittee on  Disaster  Medical  Care  is  encouraging 
the  development  of  disaster  teams  for  natural 
and  man-made  local  disasters.  Atomic  disaster 
seems  to  imply  total  destruction  and  thus  to 
reduce  physician  participation  in  disaster  med- 
ical care.  County  and  hospital  committees 


should  plan  for  storm,  fire,  flood,  plane,  and  train 
disasters  which  may  occur  at  the  local  level. 

The  Bureau  of  Medical  Defense  of  the  State 
Health  Department  continues  to  provide  train- 
ing exercise  in  the  operation  of  the  Improvised 
Emergency  Hospital.  Thirty-seven  exercises 
were  held  in  the  past  year.  The  62  Federal 
Civil  Defense  Emergency  Hospitals  stored 
within  the  State  now  have  operational  capacity 
up  to  thirty  days. 

Your  chairman  attended  the  regional  meeting 
of  the  Committee  on  Disaster  Medical  Care  of 
the  American  Medical  Association,  in  Washing- 
ton, D.C.,  and  the  16th  National  Conference  on 
Disaster  Medical  Care  in  Chicago.  Rescue 
technics  were  demonstrated.  We  need  to  de- 
velop serious  national  plans  which  will  incor- 
porate volunteer  groups  into  the  legally-con- 
stituted civil  defense  organizations. 

Disaster  seems  far  away,  and  interest  con- 
tinues to  lag. 

Respectfully  submitted, 

E.  A.  Burkhardt,  M.D.,  Chairman 


Liaison  with  National  Aeronautics  and  Space  Administration 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Liaison  Committee 
with  the  National  Aeronautics  and  Space  Ad- 
ministration is  as  follows: 

Constantine  D.  J.  Generales,  Jr.,  M.D., 


Chairman New  York 

William  Antopol,  M.D New  York 

Albin  V.  Kwak,  M.D Erie 

Nathaniel  Reich,  M.D Kings 

Harry  Dan  Vickers,  M.D Herkimer 


Dr.  W.  Randolph  Lovelace,  II,  Director, 
Space  Medicine,  Office  of  Manned  Space  Flight, 
of  NASA,  in  Washington,  D.C.,  in  a communica- 
tion of  February  12,  1965,  to  the  chairman  of 
the  Liaison  Committee  has  pointed  out  the 
importance  of  disseminating  proper  knowledge 
of  space  medicine  to  the  medical  profession. 

To  quote  from  his  letter:  “Perhaps  one  of 
the  greatest  technical  contributions  which  ca- 
pable medical  specialists  like  yourself  can  make 
lies  in  the  area  of  applying  the  results  of  our 
space-oriented  programs  to  the  advancement  of 
clinical  medicine.  The  utilization  of  this  tech- 
nology for  the  benefit  of  the  man  is  a very  real 
and  pressing  need.” 

Dr.  Vickers,  member  of  our  committee  and 
editor  of  the  Flying  Physicians  Association 


magazine,  has  also  been  active,  and  I look  for- 
ward to  his  help  in  the  future. 

It  hardly  needs  mentioning  that  the  Medical 
Society  of  the  State  of  New  York,  through  its 
Section  on  Space  Medicine,  has  been  doing 
just  as  Dr.  Lovelace  suggests  for  the  last  seven 
years,  ever  since  the  founding  of  this  section. 
The  section  was  founded  only  a short  while 
after  the  National  Aeronautics  and  Space 
Administration  itself  was  organized. 

The  Medical  Society  of  the  State  of  New  York 
was  represented  officially  for  the  first  time  at 
the  International  Astronautical  Federation 
which  met  in  Athens  this  last  September  and 
was  attended  by  some  42  member  societies 
with  over  800  registered  individuals. 

We  do  hope  that  the  physicians  of  New  York 
State  with  their  proved  interest  in  space  med- 
icine individually  as  well  as  through  the  Society’s 
advantageous  liaison  with  NASA  will  have  con- 
tinued opportunity  for  active  participation  and 
acquisition  of  relevant  knowledge  in  the  evolu- 
tion of  man. 

Respectfully  submitted, 

Constantine  D.  J.  Generales,  Jr.,  M.D., 
Chairman 
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1966  HOUSE  OF  DELEGATES 


Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


John  H.  Carter,  M.D Albany 

George  J.  Lawrence,  Jr.,  M.D Queens 

C.  Stewart  Wallace,  M.D Tompkins 


Now  in  its  third  year,  the  Commission  con- 
tinues to  function  effectively  as  a coordinator 
and  clearing  house  for  the  activities  of  its  mem- 
ber committees,  namely,  Public  Relations,  Fed- 
eral Legislation,  and  State  Legislation.  To 
carry  on  the  activities  of  these  committees,  the 
Commission  utilized  the  services  of  the  Division 
of  Communications. 

Detailed  reports  have  been  prepared  by  each 
of  the  committees  and  are  submitted  to  the 
House  as  a part  of  this  report,  which  will  be  con- 
fined to  a brief  over-all  commentary. 

In  the  area  of  public  relations,  particular 
attention  is  called  to  the  first  New  York  State 
Congress  on  Health  Quackery  held  in  early  April 
at  the  Americana  in  New  York  City.  Con- 
ducted as  a joint  project  with  several  other 
health  agencies,  the  highly  successful  Congress 
attracted  more  than  1,300  educators,  profes- 
sional people,  civic  and  church  leaders,  represent- 
atives of  the  information  media,  law  enforce- 
ment agencies,  and  other  groups.  We  can  take 
justifiable  pride  in  this  accomplishment  since 
it  was  hailed  by  many  as  one  of  the  best  of  its 
kind  ever  held. 

Improvement  also  was  noted  in  the  attendance 
at  the  regional  conferences  of  county  medical 
societies  during  the  past  year.  Five  regional 
conferences  were  conducted  in  the  following 
communities:  Albany,  Binghamton,  Lake 

Placid,  Rochester,  and  Purchase.  Attendance 
was  greatly  improved  at  these  meetings,  par- 
ticularly at  the  last  three. 

Progress  was  noted  also  in  the  television 
project,  “Doctors  at  Work,”  which  started  in 
1964.  The  program,  which  will  be  continued 
into  1966,  was  shown  in  1965  throughout  New 
York  State  and  in  many  parts  of  Canada, 
Massachusetts,  Connecticut,  Vermont,  Pennsyl- 
vania, and  New  Jersey. 

From  all  indications,  the  field  service  program 


is  working  extremely  well.  Our  monthly  news- 
letter, News  of  New  York,  has  continued  to  im- 
prove in  format  and  content  and  has  been  well 
received. 

In  the  field  of  Federal  legislation,  we  are  all 
well  aware  of  the  fact  that  after  years  of  opposi- 
tion on  the  part  of  the  medical  profession,  a 
Medicare  bill  was  finally  enacted  into  law  and  is 
now  known  as  Public  Law  89-97.  The  efforts 
of  our  State  Medical  Society  before  and  after 
the  enactment  of  the  law  are  spelled  out  in  the 
committee’s  report.  Now  that  Medicare  is  the 
law  of  the  land,  we  must  cooperate  in  its  imple- 
mentation, but,  at  the  same  time,  we  must  also 
keep  a watchful  eye  on  regulations  and  proposed 
amendments  to  the  law.  As  the  committee 
report  points  out,  we  as  physicians  also  must 
scrutinize  carefully  all  bills  at  the  Federal  level 
which  will  affect  the  welfare  of  the  people  and 
the  medical  profession. 

Finally,  at  the  State  legislation  level,  our 
State  Medical  Society  turned  in  a fine  per- 
formance. In  spite  of  the  turbulence  and  con- 
fusion that  marked  the  historic  session  of  the 
State  Legislature,  our  State  Society  won  the 
long-fought-for  battle  for  the  enactment  of  the 
Medical  Society  Real  Estate  Tax  Exemption 
Law.  We  were  also  successful  in  our  efforts  to 
defeat  attempts  to  extend  the  statute  of  limita- 
tions in  malpractice  suits  and  to  give  patients 
ownership  of  x-ray  plates.  As  reported  by  the 
committee,  our  State  Society  was  successful  in 
supporting  many  other  bills  which  were  enacted 
into  law  and  was  instrumental  in  the  defeat  of 
many  others. 

Both  the  Federal  and  State  Legislation  Com- 
mittees had  two  effective  tools  to  aid  them  in 
their  work.  These  were  the  State  Society’s 
legislation  bulletin,  published  weekly  during  the 
legislative  session  under  the  new  title  of  Capitol 
News,  and  the  Legislation  Information  Center. 

In  summary,  during  1965  the  Commission, 
through  its  three  component  committees,  not 
only  carried  on  the  activities  of  previous  years, 
but  expanded  its  projects  and  implemented  them 
with  a great  deal  of  success. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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Federal  Legislation 


To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following 
members: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 


Queens 

William  B.  Ayers,  M.D Nassau 

John  A.  Kalb,  M.D Broome 

Charles  R.  Mathews,  M.D Monroe 

William  J.  Ryan,  M.D Onondaga 

George  M.  Saypol,  M.D New  York 


Since  the  last  meeting  of  the  House,  your 
committee  has  met  more  frequently  than  in 
previous  years  and  has  been  particularly  active, 
due,  in  large  part,  to  the  continuation  to  the 
very  end  of  our  State  Medical  Society’s  en- 
deavors to  prevent  passage  of  any  Federal  law 
providing  medical  care  for  the  aged  under  the 
Social  Security  system.  After  the  enactment 
into  law  of  Public  Law  89-97  (Medicare), 
your  committee  focused  its  attention  on  the 
proper  implementation  of  the  law  and  has  kept 
an  extremely  watchful  eye  on  all  proposed 
amendments  as  well  as  on  other  proposed 
national  laws  affecting  medicine. 

Since  this  report  is  being  prepared  in  late 
October,  a supplementary  report,  bringing 
developments  in  Federal  legislation  up  to  date, 
will  be  made  to  the  House  in  February,  1966. 

Committee  Meetings.  A barometer  of  the 
amount  of  work  that  faced  your  committee  was 
the  fact  that  it  was  necessary  to  hold  two 
meetings  of  the  committee,  one  in  late  May  and 
the  other  in  early  October.  As  indicated  later 
in  this  report,  your  committee  submitted 
recommendations  made  at  the  May  meeting  to 
the  Council,  which  acted  on  them.  At  the 
time  this  report  is  being  drawn  up,  your  com- 
mittee is  also  preparing  a report  on  the  recom- 
mendations made  at  its  October  meeting,  which 
were  to  be  submitted  to  the  meeting  of  the 
Council  in  November. 

If  necessary,  your  committee  will  meet  again 
prior  to  the  February,  1966,  session  of  this 
House. 

Eldercare  Program.  Immediately  follow- 
ing the  adjournment  of  the  1965  session  of  the 
State  Medical  Society’s  House  of  Delegates, 
your  committee,  through  the  Division  of 
Communications,  launched  the  Eldercare  edu- 
cational program.  The  purpose  of  this  program, 
which  had  been  approved  by  the  1965  session 
of  the  House  of  Delegates,  was  to  acquaint  the 
people  with  the  advantages  of  the  A.M.A. 
health  proposal  as  embodied  in  the  proposed 
law  known  as  the  “Eldercare  Act  of  1965” 
(H.R.  3727),  and  its  superiority  to  King- 
Anderson  legislation,  and  to  help  to  stimulate 
public  reaction  against  Medicare  and  in  favor 
of  the  A.M.A.  proposal. 

During  the  campaign,  emphasis  was  placed 
on  five  of  the  six  areas  recommended  by  the 
committee  to  the  1965  House  of  Delegates, 


namely,  radio  spot  announcements,  newspaper 
advertisements,  general  mailing,  Woman’s  Aux- 
iliary mailing,  and  Medical  Assistants  mailing. 
Television  spot  announcements  had  to  be 
eliminated  because  of  limited  funds.  The 
House  of  Delegates  had  recommended  that  the 
Board  of  Trustees  allocate,  from  the  general 
funds  of  the  State  Medical  Society,  the  sum  of 
$13,400  to  match  similar  funds  being  provided 
by  the  A.M.A.,  as  requested  by  your  committee. 
The  Board  of  Trustees  allocated  the  sum  of 
$10,000  for  the  program. 

In  order  to  obtain  maximum  results,  radio 
spot  announcements  and  newspaper  advertise- 
ments were  placed  in  strategic  areas  throughout 
the  State.  Activities  in  this  portion  of  the 
program  were  concentrated  in  counties  mostly 
outside  of  the  New  York  metropolitan  area 
through  advertisements  in  daily  and  weekly 
newspapers. 

A general  mailing  was  sent  to  all  members 
of  the  State  Medical  Society.  This  mailing 
included  a plea  for  support  of  Eldercare  and 
made  available  four  pamphlets  for  distribution 
by  the  physicians.  A similar  mailing  went  to 
every  member  of  the  Woman’s  Auxiliary  and  to 
every  member  of  the  New  York  State  Medical 
Assistants  Association.  The  total  of  the  three 
mailings  was  about  33,000  letters. 

In  addition  to  our  State  Medical  Society’s 
direct  efforts,  the  county  medical  societies 
undertook  programs  of  their  own,  which  fol- 
lowed along  the  lines  of  the  State  Medical 
Society’s  plan  and  were  implemented  by  the 
activities  of  our  Council  Committee  on  Public 
Relations,  headed  by  C.  Stewart  Wallace, 
M.D.  Your  chairman  is  grateful  to  Dr. 
Wallace,  his  committee,  and  the  Division  of 
Communications  for  their  efforts  in  this  cam- 
paign. 

Although  the  Administration’s  plan  for 
medical  care  for  the  aged  through  the  Social 
Security  system  ultimately  was  enacted  into 
law,  your  committee  feels  that  the  Eldercare 
educational  program  was  well  worth  while 
and  was  highly  successful  under  the  circum- 
stances. Undoubtedly,  if  the  idea  of  the  Elder- 
care Bill  had  been  conceived  and  publicized 
much  earlier,  there  might  have  been  different 
results  in  the  final  outcome.  In  any  event, 
the  reactions  heard  concerning  the  Eldercare 
educational  program,  particularly  during  the 
State  Medical  Society’s  trip  to  Washington,  as 
will  be  indicated  hereafter,  showed  that  the 
campaign  had  excellent  positive  results,  not 
only  throughout  New  York  State  but  through- 
out the  nation  as  a whole. 

Washington  Delegation.  The  1965  State 
Medical  Society  Washington  delegation  visited 
the  Capitol  on  March  9,  10,  and  11.  The  trip 
marked  the  fifth  consecutive  year  that  our 
delegation  had  visited  Washington.  Because 
of  the  imminence  of  a vote  on  the  issue  of 
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medical  care  for  the  aged,  the  trip  was  advanced 
from  the  customary  time  in  April.  While 
the  main  objective  of  the  delegation  was  to 
support  the  Curtis-Herlong  Eldercare  Bill,  the 
delegates  discussed  with  their  representatives 
and  the  two  U.S.  senators  other  matters  per- 
taining to  medicine  as  well  as  problems  in 
their  own  particular  counties. 

The  delegation  this  year  consisted  of  25 
physician  members.  Since  time  was  of  the 
essence  and  prohibited  the  sending  of  notices  to 
county  medical  societies  to  invite  them  to 
sponsor  delegates  at  their  own  expense,  the 
delegation  consisted  mainly  of  physicians  sent 
at  State  Medical  Society  expense,  but  included 
five  physicians  who  traveled  at  county  medical 
society  or  individual  expense.  The  delegates, 
who  were  not  State  Medical  Society  officials, 
were  chosen  because  of  their  friendship  with 
their  congressmen.  The  delegation  was  led 
by  our  president,  Waring  Willis,  M.D. 

In  spite  of  the  fact  that  the  passage  of 
Medicare  in  some  form  seemed  imminent, 
the  consensus  of  the  delegation  was  that  the 
trip  was  worth  while.  The  delegates  were  well 
received  by  the  congressmen,  who,  without 
exception,  were  interested  in  the  medical 
profession’s  viewpoints  on  Eldercare  and  on 
other  matters  concerning  the  medical  pro- 
fession. In  one  particular  instance,  for  ex- 
ample, a congressman  took  time  out  to  discuss 
point  by  point  the  provisions  of  the  Eldercare 
program.  Several  of  the  congressmen,  who 
had  campaigned  for  Medicare,  openly  stated 
that  they  would  look  into  the  merits  of  the 
Eldercare  program. 

A common  denominator  in  all  the  discussions 
with  the  congressmen  was  the  tremendous 
impact  that  the  television  spot  announcements 
of  the  A.M.A.  had  made  on  the  congressmen. 
Apparently,  the  programs  had  resulted  in  a 
flood  of  letters  to  Washington. 

The  attention  of  this  House  is  called  to  an 
interesting  fact.  At  the  time  of  the  conclusion 
of  the  State  Medical  Society’s  trip  in  early 
March,  several  months  before  the  enactment  of 
Public  Law  89-97  (Medicare),  the  general 
impression  in  Washington  was  that  Medicare 
alone  would  not  be  the  subject  of  any  bill  passed 
by  Congress.  The  forecast  was  that  the  final 
bill  enacted  would  incorporate  a limited  Medi- 
care plan,  provisions  suggested  by  Chairman 
Mills  amending  the  MAA  program,  and  either 
provisions  along  the  lines  proposed  by  Rep- 
resentative Byrnes,  or  the  Eldercare  bill.  As 
events  were  to  prove,  this  was  a fairly  accurate 
forecast  since  the  final  bill  incorporated  a 
section  on  hospitalization  and  another  section 
on  physician  care.  Although  the  opposition  of 
the  medical  profession  failed  to  prevent  passage 
of  the  law,  it  was  evident  that  the  work  of  the 
physicians  throughout  the  country  had  a 
decided  effect  on  the  thinking  of  the  members 
of  Congress. 

Although  the  Administration’s  Social  Se- 
curity plan  of  medical  care  for  the  aged  was 
ultimately  enacted  into  law,  your  committee 
feels  that  the  trip  was  well  worth  the  effort 


since  it  helped  to  improve  relations  with  the 
congressmen  we  had  met  in  previous  years  and 
laid  the  groundwork  for  good  relations  with  the 
new  members  of  the  House  and  the  Senate. 
Through  the  State  Medical  Society’s  five  con- 
secutive visits  to  Washington,  we  have  built 
up  a sound  rapport  with  the  members  of  Con- 
gress which  will  serve  us  in  good  stead  in  any 
negotiations  we  may  wish  to  undertake  in  the 
modification  of  whatever  medical  care  for  the 
aged  program  amendments  are  proposed  in 
Congress. 

Medicare  Law.  Despite  the  predictions  of 
the  inevitable  enactment  of  some  form  of 
Medicare  legislation,  your  committee  did  not 
abandon  its  long  fight,  but  continued  its  efforts 
by  trying  to  obtain  the  least  objectionable 
type  of  legislation  and  by  preparing  for  even- 
tualities that  might  occur  after  its  enactment. 

In  addition  to  conducting  the  Eldercare 
campaign,  which  was  an  A.M.A. -initiated  short- 
term, crash  program,  pinpointed  as  a last  ditch 
stand  against  Medicare,  your  committee  was 
active  in  other  areas.  Working  at  all  times  in 
close  cooperation  with  the  A.M.A.,  prior  to  the 
polling  of  the  House  of  Representatives  on 
H.R.  6675  (Medicare),  telegrams,  over  the 
signature  of  our  president,  Waring  Willis, 
M.D.,  were  sent  to  each  one  of  New  York’s 
Republican  congressmen,  urging  them  to  vote 
for  recommittal  of  the  bill  to  the  House  Ways 
and  Means  Committee,  which  for  the  first 
time  had  reported  out  a Medicare  bill,  making 
ultimate  passage  almost  a foregone  conclusion. 

Unfortunately,  the  vote  to  recommit  lost 
and  the  House  passed  the  bill  and  sent  it  on  to 
the  Senate.  While  the  bill  was  still  before  the 
Senate,  your  committee  met  and  drew  up 
specific  suggestions  concerning  the  proposed 
law  which  were  submitted  to  and  approved  by 
the  Council. 

The  recommendations  of  the  committee  for 
transmittal  to  the  Senate  Finance  Committee 
and  Senators  Jacob  K.  Javits  and  Robert  F. 
Kennedy,  included:  (1)  The  specialties  of 

radiology,  pathology,  anesthesiology,  and  phys- 
iatry  should  not  be  included  under  Title  1, 
Part  1A;  (2)  physicians  should  be  required 

only  to  certify  for  those  services  under  their 
direction  or  control;  and  (3)  while  the  present 
high  standards  and  high  quality  of  our  health 
care  system  must  be  preserved  and  made 
available  to  all  Americans,  hospital  and  medical 
care  provisions  should  be  limited  to  the  aged 
who  need  help  in  financing  such  care  and  should 
not  be  provided  to  all  persons  over  age  sixty- 
five,  without  regard  to  their  need  of  financial 
assistance. 

As  we  all  know  the  House  and  Senate  ul- 
timately passed  a compromise  version  of  the 
original  bill,  excluded  the  four  specialties  from 
Title  1,  Part  1A,  and  the  President  signed  it 
into  a law  now  known  as  Public  Law  89-97. 

Although  the  action  was  a defeat  for  the 
physicians  and  other  citizens  who  have  fought 
such  a government  medical  plan  for  seventeen 
years,  the  medical  profession  won  out  on  two 
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important  points.  Of  particular  interest  to 
New  York  State  physicians  is  the  fact  that 
services  of  chiropractors  as  a benefit  were 
eliminated  from  the  finally  enacted  law.  In 
addition,  the  final  version  of  the  bill,  which 
became  law,  excluded  the  services  of  pathol- 
ogists, radiologists,  physiatrists,  and  anes- 
thesiologists from  the  Social  Security  hospital 
benefit  program,  meaning  that  they  will  be  able 
to  bill  aged  persons  for  their  services  separately, 
rather  than  as  a part  of  the  hospital  bill. 

As  far  as  New  York  State  physicians  are 
concerned,  there  was  one  bright  note  in  the 
passage  of  Public  Law  89-97.  In  keeping  with 
the  wishes  long  expressed  by  State  Medical 
Society  representatives,  the  law  now  provides 
compulsory  Social  Security  coverage  for  self- 
employed  physicians  as  well  as  for  interns  and 
residents.  Coverage  and  liability  for  taxes 
for  physicians  began  on  January  1,  1965,  while 
coverage  for  interns  and  residents  will  begin  on 
January  1,  1966. 

Another  recommendation  which  was  made 
and  accepted  by  the  Council  was  that  the 
State  Medical  Society  adopt  the  policy  to  be 
followed  if  and  when  a bill  was  enacted  into 
law.  Long  before  its  enactment,  the  committee 
suggested  that  a statement  containing  such  a 
policy  should  be  issued  immediately  following 
its  enactment.  The  statement  recommended 
by  the  committee  and  approved  by  the  Council 
was  as  follows: 

“The  Medical  Society  of  the  State  of 
New  York  will  cooperate  in  every  way  possible 
with  the  government  in  carrying  out  the 
provisions  of  the  law.  As  citizens  and  as 
physicians,  the  members  of  the  State  Society 
will  comply  with  the  law  of  the  land  and 
attempt  to  bring  to  the  people  the  best  medical 
care  in  accordance  with  its  provisions. 
Since  overutilization  may  occur,  the  Medical 
Society  of  the  State  of  New  York  offers  its 
services  toward  the  control  of  overutiliza- 
tion.” 

This  statement  was  made  the  basis  of  a 
release  to  the  various  media  of  information 
following  the  enactment  of  the  law. 

While  the  enactment  of  Medicare  legislation 
is  discouraging  to  those  of  us  who  have  labored 
so  hard  and  so  long,  this  setback  should  not  be 
seized  on  as  an  excuse  to  abandon  ship  but 
should  spur  us  on  to  more  intensive  and 
extensive  activities  in  the  field  of  Federal 
legislation.  Undoubtedly,  there  will  be  nu- 
merous amendments  to  the  law  as  time  passes. 
We  should  have  a strong  voice  in  formulating 
and  ultimately  finalizing  these  changes.  There 
have  been  numerous  matters  of  importance  to 
the  medical  profession  before  Congress,  which 
in  the  past,  perhaps,  have  been  overshadowed 
by  the  major  issue  of  medical  care  for  the  aged. 

Now  is  the  time  to  re-evaluate  the  programs 
being  considered  by  Congress  and  to  express 
our  views  upon  them.  These  problems  include 
such  matters  as  health  facilities,  community 
mental  health  centers  and  regulations,  laws 
concerning  unrelated  business  activities  of 


medical  societies,  water  pollution,  air  pollution, 
and  animal  research.  With  the  passage  of  the 
Administration’s  program  for  medical  care 
for  the  aged  and  the  sponsoring  by  the  Ad- 
ministration of  other  medical  programs,  the 
role  of  medicine  as  an  effective  force  in  the 
formation  and  development  of  national  pro- 
grams must  be  continued  and  augmented  in  the 
future. 

Other  Federal  Bills.  Realizing  the  neces- 
sity for  a broader  approach  to  Federal  legisla- 
tion, your  committee,  at  both  of  its  1965 
meetings,  reviewed  bills  in  Congress  which  did 
not  pertain  to  medical  care  for  the  aged.  At 
its  May  meeting,  for  example,  the  committee 
voted  to  recommend  to  the  Council  that  the 
State  Medical  Society  support  two  Federal 
bills.  There  were:  (1)  H.R.  10  (Keogh)  — 

Amendments  to  the  Keogh  Act  (Pension  and 
Profit  Sharing  Plan);  and  (2)  H.R.  1190 
(Watts) — Tax  Exemption  for  Advertising  In- 
come from  Publications  of  Certain  Organizations 
(Unrelated  Income). 

The  Council  voted  to  approve  these  recom- 
mendations for  support.  In  addition,  the 
committee  also  recommended  that  the  State 
Medical  Society  oppose  S.  596  (Hill);  H.R. 
3140  (Harris) — the  Heart  Disease,  Cancer, 
and  Stroke  Amendments  of  1965.  As  explained 
in  a special  section  of  this  report  devoted  to  the 
recently  enacted  law  on  this  subject,  the 
Council  took  no  position  on  the  bill  at  the  time 
the  committee  made  its  recommendation  in 
May,  1965. 

The  committee  took  these  actions  because  it 
believes  that  congressmen  will  look  to  us  for 
our  advice  and  our  help  if  we  express  our 
opinions  on  pending  legislation  in  the  many 
areas  affecting  health. 

The  committee  feels  also  that  the  participa- 
tion of  the  medical  profession  in  Federal 
legislation  should  include  an  awareness  of  the 
legislative  proposals  in  which  the  individual 
congressmen  are  interested.  We  believe  that 
an  expression  of  medicine’s  concern  for  the 
nonmedical,  but  related,  problems  of  the 
legislators  will  win  their  good  will  and  improve 
our  chances  of  their  acceptance  of  our  views 
on  medical  matters.  With  this  point  in  mind, 
we  are  keeping  a watchful  eye  on  the  com- 
mittee posts  which  the  congressmen  from  New 
York  State  hold  in  order  that  we  may  be  able  to 
find  out  what  may  be  their  particular  interests 
in  the  wide  field  of  Federal  legislation. 

In  keeping  with  the  philosophy  of  becoming 
aware  and  knowledgeable  about  a greater 
number  and  variety  of  both  medical  and  non- 
medical national  legislative  proposals,  a new 
system  for  keeping  abreast  of  developments 
was  approved  by  the  committee  at  its  October 
meeting.  Through  the  State  Medical  Society’s 
coordinator  of  legislative  activities,  the  mem- 
bers of  the  committee  will  be  sent  copies  or 
digests  of  important  Federal  medical  bills. 
Each  bill  or  digest  will  be  accompanied  by  an 
evaluation  sheet  on  which  each  member  can 
voice  his  opinions.  These  evaluation  sheets 
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will  be  returned  to  the  coordinator,  who  will 
prepare  a composite  report  of  all  the  evaluation 
sheets  received  for  the  examination  of  your 
chairman.  On  the  basis  of  this  composite 
report,  your  chairman  will  submit  recommenda- 
tions, concerning  the  bills,  to  the  Council. 
By  this  system,  it  is  hoped  that  the  Council 
will  be  in  a position  to  enable  the  State  Medical 
Society  to  play  a more  active,  constructive  role 
in  fostering  sound  Federal  laws  and  in  pre- 
venting the  enactment  of  undesirable  national 
statutes. 

Heart  Disease,  Cancer,  and  Stroke  Bill. 

Although  the  committee  concentrated  most  of 
its  effort  during  1965  on  the  Medicare  bill,  it 
devoted  considerable  time  and  effort  to  other 
bills  of  importance  to  the  medical  profession. 
Outstanding  among  these  proposals  was  the 
Administration’s  bill  identified  as  H.R.  3140 
(S.  596)  and  known  as  the  “Heart  Disease, 
Cancer,  and  Stroke  Amendments  of  1965.” 
In  its  original  form,  this  bill  would  have  es- 
tablished a five-year  grant  program  to  assist 
universities,  medical  schools,  research  institu- 
tions, and  others  in  the  planning,  establishing, 
and  operating  of  regional  medical  complexes  for 
research,  training,  and  demonstrations  of  patient 
care  in  the  field  of  heart  disease,  cancer,  stroke, 
and  other  major  diseases. 

Like  the  Medicare  proposals,  this  bill  had 
great  popular  appeal  because  it  seemed,  on 
the  surface,  to  guarantee  a quick  solution  to 
the  problems  of  major  diseases,  and  the  elim- 
ination of  the  deaths  caused  by  them.  Al- 
though it  risked  the  chance  of  being  once  again 
labeled  as  “against”  everything,  the  A.M.A. 
opposed  the  legislation  for  many  sound  reasons, 
including  the  lack  of  proof  that  such  a bill  was 
needed,  the  drainage  that  would  be  caused  on 
medical  manpower,  and  others. 

At  its  May  meeting,  your  committee  dis- 
cussed this  bill.  Realizing  that  the  problem 
posed  by  the  bill  was  complex  and  that  outright 
opposition  to  the  bill  in  an  area  such  as  New 
York  City  might  not  be  feasible  and  could  well 
be  impractical  and  harmful,  the  committee 
submitted  the  matter  to  the  Council  with  the 
recommendation  that  the  State  Medical  Society 
support  the  A.M.A.’s  opposition  as  stated  in 
the  issue  of  the  Journal  of  the  American  Medical 
Association  for  April  26,  1965.  The  Council, 
however,  on  the  recommendation  of  its 
Executive  Committee,  voted  that  no  stand  be 
taken  on  the  committee’s  suggestions. 

To  no  one’s  surprise,  the  bill  was  finally 
passed  by  the  House  and  the  Senate  and  signed 
into  law  by  the  President.  While  apparently 
suffering  another  setback  through  the  passage 
of  the  law,  the  American  medical  profession 
scored  several  significant  victories.  As  one 
journalist  put  it,  the  efforts  of  the  physicians 
have  “succeeded  dramatically”  and  have  “se- 
verely crippled”  the  program  proposed  for  a 
national  attack  on  heart  disease,  cancer,  and 
stroke,  because  they  have  “operated  quietly, 
with  little  fanfare,  over  a nine-month  period.” 
The  success  alluded  to  by  the  journalist  was  the 


fact  that  about  20  amendments  to  the  Ad- 
ministration bill  were  enacted  into  the  law  as  a 
result  of  the  activities  of  the  A.M.A. 

As  A.M.A.  president,  James  C.  Appel,  M.D., 
stated,  “While  we  cannot  support  H.R.  3140 
as  amended,  because  we  believe  it  still  intro- 
duces an  undesirable  concept,  the  amendments 
agreed  to  by  the  Administration  certainly  make 
the  bill  much  less  objectionable.” 

There  is  an  encouraging  important  lesson 
that  can  be  drawn  from  the  results  of  the 
medical  profession’s  activities  concerning  the 
heart  disease,  cancer,  and  stroke  bill.  The 
lesson  is  that  the  long-suffering,  patient  efforts 
of  the  American  medical  profession  are  begin- 
ning to  bear  fruit.  The  power  of  organized 
medicine  to  achieve  results  in  legislative 
endeavors  has  not  suffered  from  the  enactment 
of  Public  Law  89-97,  (Medicare)  but,  on  the 
contrary,  appears  to  have  gained  additional 
momentum.  As  a result  of  the  apparently 
changing  climate  in  Washington,  a corollary 
may  be  drawn  that  negotiation  is  an  indis- 
pensable ally  in  legislative  activities. 

Congressional  Committeemen.  In  the 

fall  of  1964,  county  medical  societies  were  re- 
quested to  submit  to  our  State  Medical  Society 
the  names  of  physicians  who  would  be  willing 
to  act  as  contacts  between  the  medical  pro- 
fession and  congressmen  with  whom  they  were 
well  acquainted  on  a personal  basis.  These 
doctors  serve  as  county  contact  committeemen, 
whose  primary  function  is  to  present  med- 
icine’s views  on  pending  Federal  legislation  to 
the  members  of  the  House  of  Representatives 
and  the  Senate.  While  there  was  a satisfactory 
response  from  many  upstate  county  medical 
societies,  some  difficulties  were  encountered  in 
setting  up  the  ideal  system  of  one  physician  for 
each  congressman,  particularly  in  the  New 
York  City  area  where  many  of  the  congressmen 
reside.  In  order  to  make  the  system  more 
effective,  your  committee  recommended  that 
every  effort  be  made  to  induce  county  medical 
societies  to  cooperate  in  this  practical  method 
of  reaching  our  congressmen,  through  letters  to 
county  medical  society  presidents  and  personal 
visits  to  the  county  areas  by  the  State  Medical 
Society’s  regional  representatives. 

Your  committee  also  urges  the  members  of 
this  House  to  use  their  good  offices  to  encourage 
county  medical  society  participation  and  also 
recommends  that  the  House  go  on  record  as 
endorsing  this  project. 

Legislation  Information  Center.  For 

more  than  a year,  the  State  Medical  Society’s 
Legislation  Information  Center  has  been  supply- 
ing materials  and  answering  inquiries  concerning 
Federal  legislation,  in  addition  to  its  other 
primary  function  of  supplying  data  on  State 
legislation.  Thousands  of  requests,  not  only 
from  county  medical  societies  and  physicians, 
but  especially  from  individual  citizens  and  lay 
groups,  have  been  received  by  the  center  and 
promptly  filled. 
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During  the  Medicare  campaign,  the  center 
was  overwhelmed  with  daily  inquiries  from 
the  public,  particularly  immediately  before 
and  after  the  enactment  of  Public  Law  89-97 
(Medicare).  The  center  has  been  of  tre- 
mendous assistance  to  your  committee,  not  only 
in  its  fight  against  Medicare  but  in  supplying 
information  on  Federal  medical  legislation  in 
general.  The  committee  feels  that  the  center 
is  providing  an  invaluable  service  both  to  the 
medical  profession  and  to  the  lay  public  and 
deserves  the  State  Medical  Society’s  whole- 
hearted and  continuing  support. 

In  addition  to  providing  general  information, 
the  center  publishes  the  State  Medical  Society’s 
legislation  bulletin,  which  this  year  was  re- 
designed and  published  in  a new  format  with 
the  title  Capitol  News.  The  timely,  succinct, 
news  items  on  Federal  legislation,  which  ap- 
peared frequently  in  the  publication,  par- 
ticularly during  the  critical  days  of  the  Medicare 
battle,  were  useful  tools  in  your  committee’s 
work  that  should  be  continued  and  expanded 
in  the  future. 

Recognizing  the  value  of  Capitol  News  as  an 
excellent  medium  of  communication,  your 
committee,  at  its  October  meeting,  approved 
the  recommendation  made  by  the  coordinator 
of  legislative  activities,  that  additional  issues  of 
Capitol  News  be  published,  when  advisable, 
after  the  adjournment  of  the  New  York  State 
Legislature,  the  normal  cutoff  time  for  pub- 
lication of  the  legislation  newsletter.  The 
committee  also  recommended  that  provisions 
be  made  in  the  budget  to  cover  any  additional 
expenses  that  might  be  involved  for  such 
additional  issues  of  Capitol  News. 


The  committee  wishes  also  to  express  a word 
of  commendation  to  all  those  responsible  for 
the  improvement  in  both  the  format  and 
content  of  the  State  Medical  Society’s  legisla- 
tion bulletin  now  known  as  Capitol  News. 
These  include:  Ralph  D.  Semerad,  Esq.,  who 
prepares  the  copy;  Martin  J.  Tracey,  Esq., 
coordinator,  legislative  activities,  who  supervises 
the  production,  and  the  Division  of  Communica- 
tions. 

Acknowledgments.  Your  chairman  ex- 
presses his  gratitude  to  all  the  members  of  the 
committee  who  cooperated  so  generously  with 
him.  He  also  wishes  to  thank  all  those  who 
have  helped  him  and  the  members  of  the 
committee  in  carrying  out  their  work.  He  is 
especially  indebted  to  James  M.  Blake,  M.D,. 
chairman,  Commission  on  Public  and  Pro- 
fessional Affairs;  John  H.  Carter,  M.D., 
chairman,  Committee  on  State  Legislation; 
C.  Stewart  Wallace,  M.D.,  chairman,  Com- 
mittee on  Public  Relations;  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  and  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president. 

The  State  Medical  Society’s  staff  is  also 
worthy  of  an  expression  of  our  thanks.  We 
deeply  appreciate  the  assistance  rendered  by 
the  regional  representatives  and  the  secretaries 
of  the  Division  of  Communications,  headed  by 
Guy  D.  Beaumont,  director,  assisted  by  Martin 
J.  Tracey,  Esq.,  associate  director  and  co- 
ordinator, legislative  activities. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 
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State  Legislation 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  State  Legislation  consists 
of  the  following  members: 

John  H.  Carter,  M.D.,  Chairman . . . Albany 


Matthew  Brody,  M.D Kings 

E.  Yale  Clarke,  M.D Warren 

William  L.  Dorr,  M.D Cayuga 

Ralph  E.  Isabella,  M.D Schenectady 

Henry  W.  Kaessler,  M.D Westchester 

George  G.  McCauley,  M.D Tompkins 

John  D.  States,  M.D Monroe 


Your  committee  kept  a watchful  eye  on  all 
proposed  legislation  affecting  the  medical 
profession  and  the  public  during  the  history- 
making 1965  session  of  the  New  York  State 
Legislature,  which  lasted  twenty-four  weeks. 
Detailed  reports  of  the  committee’s  work  have 
been  submitted  from  time  to  time  to  the 
Council.  On  November  4,  1965,  the  committee 
held  a meeting  in  Albany  to  review  the  results 
of  the  1965  session  of  the  State  Legislature  and 
to  formulate  plans  for  the  1966  session. 

Because  this  report  is  being  drawn  up  in 
early  November,  1965,  a supplementary  report 
covering  activities  of  the  committee  during  the 
1966  session  of  the  State  Legislature  will  be 
submitted  to  the  House  in  February,  1966. 

This  report  is  restricted  to  a brief  summary  of 
the  highlights  of  the  committee’s  activities  and 
is  divided  into  three  principal  parts:  (1)  Final 

legislative  action  on  bills  of  interest  to  the 
State  Medical  Society  by  the  1965  State 
Legislature;  (2)  proposed  legislation  to  be 
sponsored  by  the  State  Medical  Society  during 
the  1966  session  of  the  State  Legislature, 
and  (3)  review  of  Legislation  Information 
Center. 

Final  Legislative  Action,  1965  Session. 

Enactment  of  the  long-fought-for  Medical 
Society  Real  Estate  Tax  Exemption  Law  was  a 
high  point  of  the  legislation  activities  of  the 
State  Medical  Society  during  the  1965  session. 
Success  also  crowned  the  State  Society’s 
efforts  when  attempts  to  extend  the  statute  of 
limitations  for  malpractice  suits  and  to  give 
patients  ownership  of  x-ray  plates  were 
defeated.  In  addition,  ten  of  14  bills  endorsed 
by  the  State  Medical  Society  became  law. 

The  following  is  a summary  of  the  final 
disposition  of  bills  in  which  the  committee 
took  an  active  interest.  The  bills  are  listed  in 
the  following  categories:  (1)  Society  program 

bills,  which  were  introduced  at  the  request 
of  the  Society;  (2)  bills  endorsed  by  the 
Society  but  initially  sponsored  by  others;  (3) 
bills  opposed  by  the  Society. 

SOCIETY  PROGRAM  BILLS 

1.  Medical  Society  Real  Property  Tax  Exemp- 
tion (A.  Int.  5075,  Pr.  5256 — Capanegro). 
This  new  law  (Chapter  1063,  Laws  of  1965) 
amends  the  Real  Property  Tax  Law  so  as  to 
include  real  property  owned  by  medical  societies 
in  its  provisions  exempting  certain  nonprofit 


organizations  from  taxes  on  real  property. 
This  bill  also  repealed  special  provisions 
applying  to  real  property  of  medical  societies  in 
cities  of  175,000  or  more.  In  short,  all  real 
property  owned  by  either  State  or  county 
medical  societies  is  tax  free. 

The  passage  and  signing  of  this  bill  by 
Governor  Rockefeller  represents  an  excellent 
result  in  view  of  the  previous  veto  by  the 
Governor  of  a similar  bill  and  the  continued 
opposition  of  the  City  of  New  York  to  the 
bill  this  year.  The  tax  exemption  bill  is 
particularly  important  in  view  of  the  Society’s 
consideration  of  building  its  own  headquarters 
in  the  New  York  City  area.  Finally,  this  bill 
will  also  provide  immediate  tax  relief  to  the 
Queens  County  Medical  Society  which  has,  up 
to  the  present  time,  been  paying  real  property 
taxes. 

2.  Oral  Prescriptions  (S.  Int.  2856,  Pr. 
3012— Pomeroy;  A.  Int.  4418,  Pr.  4541— 
Ryan).  These  bills  would  have  allowed  phar- 
macists to  fill  oral  prescriptions  for  class  B 
narcotics,  largely  cough  medicines,  to  be  fol- 
lowed up  by  a written  prescription  within 
seventy-two  hours.  Federal  legislation  already 
allows  this.  As  the  session  developed,  the 
pressures  from  the  District  Attorney’s  office  of 
New  York  City  and  others  became  such  that  our 
measure,  after  passing  the  Assembly,  failed  to 
receive  Senate  approval. 

3.  Medical  Assistance  for  the  Aged  ( A . Int. 
3215,  Pr.  6094 — Satriale  and  others).  The 
Society  sponsored  two  bills  which  would  have 
liberalized  the  means  test  for  recipients  of 
old  age  medical  assistance,  as  well  as  transferring 
the  administration  of  this  program  from  the 
Department  of  Social  Welfare  to  the  Depart- 
ment of  Health.  Although  the  Society-spon- 
sored bills  did  not  pass,  a similar  bill  supported 
and  endorsed  by  the  Society  and  sponsored  by 
the  State  Department  of  Social  Welfare  did 
pass  and  became  Chapter  828  of  the  Laws  of 
1965.  This  measure  removed  the  income 
provisions  which  were  frozen  in  the  statute 
and  placed  the  setting  of  such  limitations 
within  the  discretion  of  the  Board  of  Social 
Welfare.  Our  Society  bill  would  have  specifi- 
cally increased  the  ceilings  on  income  and  assets 
to  a more  realistic  level,  and  confined  the  means 
test  to  resources  of  the  recipient  or  spouse. 

4.  Workmen's  Compensation  Fee  Increase  ( S . 
Int.  3888,  Pr.  5084 — Lentol).  This  measure 
would  have  amended  the  Workmen’s  Com- 
pensation Law  to  increase  from  $25  to  $35, 
maximum  claim  which  may  be  enforceable 
against  employer,  for  specialist  consultations, 
surgical  operations,  physiotherapeutic  pro- 
cedures, and  x-ray  examinations,  and  from  $10 
to  $15,  for  special  diagnostic  laboratory  tests, 
without  prior  consent  of  the  employer. 

This  bill  passed  the  Senate  and  was  referred 
to  the  Assembly  Rules  Committee  where  it 
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died.  The  prognosis,  however,  for  the  measure 
in  the  future  is  most  encouraging  and  the 
State  Legislation  Committee  strongly  urges 
the  reintroduction  of  this  measure  during  the 
next  legislative  session. 

5.  Mandate  Equitable  Fee  Schedules  (A. 
Int.  4589,  Pr.  4712 ■ — Drumm).  The  Medical 
Society  sponsored  a bill  which  would  have 
required  the  standardization  of  fees  paid  by 
various  State  agencies.  The  purpose  of  the 
bill,  which  died  in  committee,  was  to  indicate 
that  if  the  State  failed  to  act  administratively  to 
eliminate  the  inequitable  and  illogical  method 
of  providing  for  schedules  of  fees  for  medical 
treatment  and  care,  then  legislation  would 
become  necessary.  After  the  introduction  of 
the  bill,  the  State  acted  administratively.  As 
the  result  of  negotiations  with  the  State  Budget 
Director,  the  Budget  Department  requested  all 
heads  of  departments  concerned  to  review  these 
schedules  and  make  recommendations. 

6.  Body  Donation  for  Scientific  Purposes 
(A.  Int.  4623,  Pr.  7043 — LaFauci;  S.  Int.  3799, 
Pr.  5428 — Thaler).  The  bill  was  supported  by 
the  Law  Revision  Commission  and  other 
interested  groups,  and  was  defeated  only  be- 
cause of  alleged  religious  objections  to  the  bill. 
During  the  last  few  months,  the  Society  has 
received  assurances  from  its  opponents,  repre- 
senting religious  interests,  of  a willingness  to 
meet  and  consult  with  them  in  order  to  work 
out  an  acceptable  legislative  vehicle.  This 
bill  is  important  because,  under  the  present 
law,  there  is  no  direct  statutory  authority  for  a 
surviving  spouse  or  a competent  child  of  a 
deceased  person  to  make  gift  of  a portion  of  a 
deceased  person’s  body  for  scientific,  edu- 
cational, or  therapeutic  use. 

7.  Income  Tax  Deductions  for  Medical  College 
Expenses  (S.  Int.  2419,  Pr.  2506- — Van  Lare; 
A.  Int.  4520,  Pr.  4643 — LaPan).  This  meas- 
ure, which  has  been  introduced  over  the  years 
primarily  for  the  public  relations  benefits  and 
which  indicates  the  Society’s  interest  in  allowing 
deductions  for  income  expended  for  the  cost  of 
tuition,  textbooks,  and  laboratory  fees  for 
students  in  medical  colleges,  made  no  progress 
and  died  in  committee. 

STATE  MEDICAL  SOCIETY-ENDORSED  BILLS 

1.  Endorsement  of  Out-of-State  Licenses  (S. 
Int.  1791,  Pr.  1819- — Warner;  A.  Int.  3420, 
Pr.  3458 — Baker ) . Amends  the  Education  Law, 
to  provide  that  the  right  of  the  regents  to 
endorse  a license  to  practice  a profession, 
issued  by  a board  of  examiners  in  any  other 
state  or  country,  shall  be  on  satisfactory 
evidence  that  the  applicant  has  met  any 
requirements  in  force  in  this  State  as  to  citizen- 
ship and  residence  and  has  completed  education 
and  training  substantially  equivalent  to  the 
requirements  in  force  in  this  State. 

The  Warner  bill  passed  the  Senate  and  was 
approved  by  the  Assembly,  where  it  was 
substituted  for  A.  Int.  3420.  The  bill  was 
signed  by  the  Governor  and  is  now  Chapter  98 
of  the  Laws  of  1965. 

2.  Hallucinogenic  Drugs  (S.  Int.  432,  Pr. 


432 — Pomeroy;  A.  Int.  5795,  Pr.  6421— -Rules) . 
Changed  Penal  Law,  Education  Law,  and 
Mental  Hygiene  Law,  to  prohibit  possession, 
sale,  exchange,  or  gift  of  hallucinogenic  drugs  or 
preparation  by  other  than  registered  manu- 
facturers or  physicians,  licensed  by  mental 
hygiene  commissioner,  with  certain  exceptions 
for  common  carrier,  warehousemen,  their  em- 
ployes and  public  officers  or  employes  in 
performance  of  duties.  The  bill  also  prohibited 
sale  or  dispensing  except  under  regulations 
of  mental  hygiene  commissioner. 

The  Pomeroy  bill  passed  both  Houses  and 
was  signed  by  the  Governor.  It  is  now  known 
as  Chapter  332  of  the  Laws  of  1965. 

3.  Depressants  and  Stimulants  (S.  Int.  3532, 
Pr.  5360 — Thaler;  A.  Int.  5520,  Pr.  6854 — 
Rice).  Changed  Public  Health  Law  and  Penal 
Law,  to  provide  for  regulation  of  sale  and 
possession  of  depressant  and  stimulant  drugs 
and  other  medicinal  preparations  having  in- 
cidental narcotic  effect,  including  powers  and 
duties  of  health  commissioner,  licenses  and 
approvals,  manufacture,  sale,  distribution,  pos- 
session, and  use  of  such  drugs.  The  Society 
was  contacted  early  concerning  recommenda- 
tions and  suggestions  about  this  bill.  Our 
suggestions  amended  the  bill  in  such  a way  that 
the  bill  does  not  interfere  with  the  use  of  these 
drugs  by  a physician  other  than  requiring  that 
the  physician  keep  an  inventory  of  such  drugs. 

The  Rice  bill  was  passed  by  the  Assembly  and 
the  Senate,  where  it  was  substituted  for  the 
Thaler  bill,  and  was  signed  by  the  Governor. 
It  is  now  Chapter  323,  Laws  of  1965. 

4.  X-Ray  Technicians  (S.  Int.  3680,  Pr. 
3993 — Thaler;  A.  Int.  4725,  Pr.  4848 — Green). 
Amends  Public  Health  Law,  to  authorize 
State  Health  Department  to  admit  to  ex- 
amination for  x-ray  technology  license,  ap- 
plicant who  was  enrolled  in  school  of  x-ray 
technology  or  engaged  in  training  course  therein 
before  July  1,  1964,  subject  to  having  completed 
course  and  submitting  evidence  of  being  at 
least  eighteen  and  of  good  moral  character; 
repeals  present  provision  for  completing  twenty- 
four-month  course. 

5.  Int.  3680  passed  the  Senate  and  Assembly, 
where  it  was  substituted  for  A.  Int.  4725,  and 
was  signed  by  the  Governor.  It  is  now  known 
as  Chapter  160,  Laws  of  1965. 

5.  Hospital  Administration.  In  April  of  1965, 
the  Governor’s  Committee  on  Hospital  Costs, 
under  the  chairmanship  of  Marion  Folsom, 
submitted  a summary  of  findings  and  recom- 
mendations for  holding  down  hospital  costs. 
On  the  basis  of  this  report  broad  legislative 
changes  were  enacted  into  law.  The  Society 
took  an  active  part  in  the  formulation  of  the 
new  law  and  vigorously  fought  for  changes 
which  helped  make  the  bill  more  palatable. 

The  bill  (S.  Int.  4656,  Pr.  5970)  as  passed, 
in  general,  does  the  following: 

(a)  It  places  in  the  hands  of  the  State  Hos- 
pital Review  and  Planning  Council,  an  existing 
broadly  representative  citizen  body,  all  rule- 
making  power,  instead  of  in  the  Commissioner 
of  Health. 
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(6)  It  expressly  limits  the  authority  to  certify 
hospital  rates  to  those  rates  approvable  under 
present  law  by  the  Superintendent  of  Insurance 
and  the  Director  of  the  Budget. 

(c)  It  preserves  the  present  exemptions  for 
institutions  of  religious  character. 

(d)  The  provision  relating  to  the  com- 
position of  boards  of  directors  of  hospital 
service  corporations  was  made  to  apply  only  to 
directors  of  hospital  service  corporations  elected 
or  re-elected  after  February  1,  1966. 

(e)  The  original  requirement  that  hospitals 
maintain  a system  of  cost  accounting  and  a 
uniform  system  of  accounts  and  records  was 
amended  to  provide  that  hospitals  need  only 
maintain  a uniform  system  of  cost  analysis  to 
maintain  a uniform  system  of  reports  and 
audits. 

(/)  The  jurisdiction  of  the  Commissioner  of 
Health  with  respect  to  changes  in  furnishings 
and  appurtenances  was  eliminated  altogether. 

The  amended  bill  was  endorsed  by  the 
New  York  State  Hospital  Association,  the  Blue 
Cross  and  Blue  Shield  plans  of  New  York  State, 
the  City  of  New  York  and,  with  certain  minor 
amendments  agreed  on,  representatives  of 
the  Catholic  Church.  It  is  now  known  as 
Chapter  795,  Laws  of  1965. 

It  is  the  view  of  the  committee  that  the 
Society  won  meaningful  revisions  in  the  bill, 
that  efforts  were  made  to  communicate  with 
interested  and  representative  members  of  the 
Society  and  Council,  and  that  if  the  Council 
or  the  Medical  Society  had  failed  to  seize  this 
opportunity  to  support  this  most  important 
legislation,  we  would  have  lost  the  opportunity 
for  taking  away  health  administration  from  the 
Department  of  Social  Welfare  and  placing  it  in 
the  hands  of  the  State  Health  Department. 

6.  Measles  Inoculation  ( S . Int.  4313,  Pr. 
5306 — Thaler) . This  measure  added  provisions 
to  the  Public  Health  Law,  to  require  the 
State  Health  Commissioner  to  develop  and 
supervise  a program  of  inoculation  designed  to 
raise  immunity  of  children  against  measles  to 
the  highest  possible  level  by  April  1,  1970,  to 
encourage  and  assist  municipalities  in  develop- 
ment of  local  programs,  and  to  make  certain 
other  provisions  including  expenditure  of  funds 
as  the  Legislature  shall  make  available  for 
purchase  of  vaccine;  appropriated  $500,000. 
This  bill  passed  both  Houses  and  was  signed  by 
the  Governor  and  it  is  now  known  as  Chapter 
344,  Laws  of  1965. 

7.  Contraceptives  ( S . Int.  3980,  Pr.  5787 — 
Thompson- Metcalf) . This  bill  amends  Section 
1142,  Penal  Law,  to  strike  out  provision  making 
it  a misdemeanor  for  person  to  sell  or  give 
away,  any  article,  drug,  or  medicine  for  pre- 
vention of  conception,  or  purporting  to  be 
therefor.  The  sale  of  such  items  is  to  be 
limited  to  duly  licensed  pharmacies  with  the 
sale  to  minors  under  sixteen  prohibited.  This 
bill  passed  both  the  Senate  and  Assembly  and 
was  signed  by  the  Governor.  It  is  now  known 
as  Chapter  637,  Laws  of  1965. 

8.  Therapeutic  Abortion  Bills  ( A . Int.  3589, 
Pr.  3627— Sutton;  S.  Int.  1561,  Pr.  1581— 


Ohrenstein;  A.  Int.  3587,  Pr.  3625 — Sutton). 
Several  bills  to  amend  the  present  laws  con- 
cerning therapeutic  abortion  were  introduced 
but  died  in  various  committees. 

9.  Insanity  Defense  (S.  Int.  2367,  Pr.  2454 — 
Hughes;  A.  Int.  3526,  Pr.  3564 — Bartlett). 
Changed  Penal  Law  and  Criminal  Code,  to 
provide  that  a person  is  not  criminally  re- 
sponsible for  conduct  if  at  times  as  result  of 
mental  disease  or  defect  he  lacks  substantial 
capacity  to  know  or  appreciate  either  nature 
and  consequence  of  conduct,  or  that  conduct 
was  wrong,  to  repeal  provision  as  to  morbid 
propensity  to  commit  act  and  as  to  person 
laboring  under  defect  of  reason;  makes  pro- 
vision for  psychiatric  testimony  on  defense  of 
insanity. 

The  Bartlett  Bill  passed  both  the  Assembly 
and  the  Senate  and  was  signed  by  the  Governor. 
It  is  now  known  as  Chapter  593,  Laws  of  1965. 

BILLS  OPPOSED  BY  THE  SOCIETY 

1.  Statute  of  Limitations — Malpractice  Suits 
(A.  Int.  556,  Pr.  6887- — Goldstein).  This  bill 
amended  the  Civil  Practice  Law  and  Rules,  to 
provide  that  the  time  limitation  within  which 
action  to  recover  damages  for  malpractice  of 
a physician,  surgeon,  osteopath,  or  chiropractor 
must  be  commenced,  shall  be  computed  from 
time  plaintiff  discovered  or  with  reasonable 
diligence  should  have  been  facts  constituting 
malpractice  but  not  more  than  five  years. 
This  bill  was  amended  and  recommitted  several 
times.  It  was  finally  committed  to  the  Rules 
Committee,  where  it  died. 

(S.  Int.  4333,  Pr.  4841- — Wilson).  This 
measure  also  amended  the  Civil  Practice  Law 
and  Rules  to  require  that  within  six  years  after 
discovery,  action  must  be  commenced  to 
recover  damages  for  malpractice  for  injuries 
resulting  from  surgery  or  treatment  to  plaintiff’s 
person.  This  bill  died  in  the  Senate  after  being 
reported  out  of  committee  and  placed  on  third 
reading. 

2.  Hypnosis  (S.  Int.  2954,  Pr.  3111- — Brydges; 
A.  Int.  4851,  Pr.  4998 — Taylor).  Amended  the 
Education  Law,  to  restrict  inducing  of  hypnosis 
to  physicians,  dentists,  optometrists,  podiatrists, 
and  psychologists  licensed  or  certified  to  prac- 
tice in  State,  with  teaching  of  methods  restricted 
to  educational  institutions  chartered  by  State, 
hospitals  approved  by  Social  Welfare  Depart- 
ment or  maintained  or  operated  by  government 
agency  or  under  jurisdiction  of  New  York  City 
Department  of  Hospitals,  and  made  other 
provisions  to  do  with  public  exhibitions. 
Both  bills  died  in  their  respective  committees 
in  the  Senate  and  Assembly. 

3.  Ownership  of  X-ray  Plates  (A.  Int.  3365, 
Pr.  3403 — Hecht;  A.  Int.  2583,  Pr.  6004 — 
Hecht;  S.  Int.  2948,  Pr.  3105 — Bernstein). 
Several  bills  were  introduced  providing  that 
the  ownership  of  x-ray  plates  taken  of  any 
member  or  organ  of  a person  shall  pass  to  such 
person.  All  of  these  bills  died  in  committee 
except  one  (S.  Int.  2053,  Pr.  4119— Bernstein) 
which  passed  the  Legislature  but  was  vetoed 
by  the  Governor. 


154  New  York  State  Journal  of  Medicine  / January  1,  1966 


4.  Local  1205  Medical  Center,  Inc.  ( S . Int. 
2333,  Pr.  2420— Thaler;  A.  Int.  1921,  Pr. 
1921- — Bums).  Amended  Chapter  579,  Laws 
of  1962  to  change  the  name  of  Local  1205 
Welfare  Fund  Dental  Center,  Inc.,  to  Local 
1025  Welfare  Fund  Health  Center,  Inc.,  and  to 
extend  powers  to  include  medical  and  surgical 
services,  in  addition  to  present  dental  services, 
for  employes  covered  by  collective  bargaining 
agreement,  and  to  include  dependents  of 
employes,  with  changes  in  trustees  and  direc- 
tors. The  Thaler  bill  passed  the  Senate  and 
Assembly,  where  it  was  substituted  for  A.  Int. 
1921,  and  was  signed  by  the  Governor.  It  is 
now  known  as  Chapter  125,  Laws  of  1965. 

While  other  bills  of  interest  to  the  medical 
profession  were  considered  by  the  State  Leg- 
islature and  scrutinized  by  your  committee  and 
legislation  counsel,  this  summary  has  been 
limited  to  those  bills  which  your  chairman 
feels  were  the  most  important  proposals  and, 
therefore,  should  be  reported  to  the  House. 

Proposed  Legislation  for  1966.  At  its 

November  4,  1965,  meeting,  the  committee 
recommended  the  following  subjects  for  intro- 
duction as  bills  sponsored  by  the  State  Medical 
Society  at  the  1966  session  of  the  State  Leg- 
islature. These  recommendations  were  ap- 
proved by  the  Council  at  its  November  18, 
1965,  meeting: 

1.  Workmen’s  Compensation  Fee  Increase. 
This  bill  would  amend  the  Workmen’s  Com- 
pensation Law  to  increase  from  $25  to  $35,  the 
maximum  claim  which  may  be  enforceable 
against  employer,  for  specialist  consultations, 
surgical  operations,  physiotherapeutic  pro- 
cedures, and  x-ray  examinations;  and  from  $10 
to  $15,  for  special  diagnostic  laboratory  tests, 
without  prior  consent  of  the  employer. 

2.  Body  Donation.  This  proposal  would 
permit  a surviving  spouse,  or  a competent  child, 
of  a deceased  person  to  make  a gift  of  all  or  a 
part  of  the  deceased’s  body  for  scientific, 
educational,  or  therapeutic  use,  unless  there  was 
reason  to  believe  that  the  decedent  left  contrary 
instructions,  or  unless  any  surviving  specified 
relatives  objected. 

3.  Income  Tax  Deductions  for  Medical  College 
Expenses.  This  bill  would  allow  personal 
income  taxpayer  to  increase  deductions  from 
Federal  adjusted  gross  income  by  not  more 
than  $1,500  for  each  taxpayer  or  dependent, 
for  cost  of  tuition,  textbooks,  and  laboratory 
fees  paid  or  incurred  during  taxable  year  in 
connection  with  full-time  attendance,  regardless 
of  age,  at  accredited  medical  college. 

4.  Hypnosis.  For  the  past  several  years, 
bills  have  been  introduced  in  the  State  Legisla- 
ture on  the  subject  of  hypnosis,  particularly  in 
regard  to  restricting  the  inducing  of  hypnosis  to 
physicians,  dentists,  optometrists,  podiatrists, 
and  psychologists.  As  a matter  of  legislative 
strategy  to  counter  the  expected  introduction  of 
similar  bills,  the  State  Medical  Society  should 
sponsor  the  introduction  of  a bill  which  would 
specifically  restrict  inducing  hypnosis  to  doctors 
of  medicine  and  dentists. 

5.  Foreign  Medical  Graduates  as  Residents. 


This  bill,  similar  to  one  proposed  in  1965  by 
the  State  Education  Department,  would  permit 
a foreign  medical  graduate  with  a Certificate  of 
the  Educational  Council  for  Foreign  Medical 
Graduates,  or  its  equivalent,  to  serve  as  a 
resident  in  voluntary  hospitals  within  the 
State  without  a State  Education  Department 
Temporary  Certificate  in  Medicine. 

6.  Use  of  Term  “Doctor.”  The  State  Medical 
Society  should  sponsor  a bill  which  prescribes 
limitations  for  the  use  of  the  term  “doctor.” 
The  purpose  of  the  bill  would  be  to  eliminate 
the  current  practice  of  some  groups  which 
utilize  the  title  “doctor”  in  a manner  mis- 
leading to  the  public.  The  proposed  law, 
similar  to  legislation  in  another  state,  would 
provide  that  no  person  who  holds  a doctor 
degree  shall  use  or  employ  the  title  “doctor” 
or  “Dr.”  in  a letter,  card,  or  other  writing, 
without  affixing  suitable  words  or  letters  des- 
ignating the  particular  doctorate  degree  held  by 
such  a person. 

7.  Licensing  of  Doctors  of  Medicine.  The 
committee  evaluated  very  carefully  a proposal 
that  steps  be  taken  to  transfer  the  power  of 
licensing  doctors  of  medicine  from  the  State 
Education  Department  to  some  other  group, 
such  as  the  State  Medical  Society,  or  an  in- 
dependent Board  of  Medical  Examiners,  ap- 
pointed by  the  Governor,  or  otherwise  selected. 
The  committee  recommended  that  legislative 
counsel  work  with  the  State  Medical  Society 
Ad  Hoc  Committee  to  Study  the  Revision 
of  the  Education  Law,  for  the  purpose  of  draw- 
ing up  a proposed  law  providing  for  the  creation 
of  an  independent  State  Board  of  Medical 
Examiners,  to  be  considered  by  the  committee 
as  a bill  which  might  be  sponsored  by  the  State 
Medical  Society. 

Legislation  Information  Center.  Estab- 
lished a year  ago  at  State  Society  headquarters, 
the  Legislation  Information  Center  proved  to  be 
a valuable,  effective  method  of  disseminating 
news  and  answering  inquiries  about  State  and 
Federal  legislation.  An  efficient  filing  system, 
featuring  fact  sheets,  copies  of  important  bills, 
and  a ready-reference  bulletin  board  was  the 
chief  source  for  processing  data. 

The  greatest  utilization  of  the  center  took 
place  during  the  1965  session  of  the  State 
Legislature,  when  hundreds  of  requests  for 
information  concerning  pending  bills  were 
received  and  filled.  Numerous  inquiries  con- 
cerning the  action  taken  on  bills  were  handled 
after  the  Legislature  adjourned.  An  out- 
standing service  rendered  by  the  center  was  the 
supplying  of  copies  of  bills  to  physicians  and 
other  interested  parties.  Most  requests  were 
received  over  the  telephone,  although  many 
came  by  mail.  Principal  requests  came  from 
county  medical  society  legislation  chairmen, 
executive  secretaries,  hospitals,  health  or- 
ganizations, individual  physicians,  State  Society 
division  directors,  and  other  state  medical 
societies.  Requests  also  were  received  from 
the  staff  of  State  legislators,  which  were  re- 
ferred, when  necessary,  to  legislative  counsel. 
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A great  number  of  requests  were  received  from 
the  lay  public. 

In  addition  to  its  function  of  supplying  data, 
the  Legislation  Information  Center  was  very 
helpful  in  other  areas  of  State  legislation 
activity.  Through  the  coordinator  of  legisla- 
tive activities,  the  center  supervised  production 
of  the  Society’s  legislative  bulletin  in  its  new 
format,  renamed  Capitol  News.  The  bulletin, 
ably  edited  by  Ralph  D.  Semerad,  Esq.,  was 
published  weekly,  for  twenty-six  issues.  The 
publication,  which  has  been  very  well  received, 
contained  concise,  easily  readable  up-to-the- 
minute  comments  and  the  status  of  bills,  which 
reached  physicians’  offices  every  Wednesday. 

Under  the  direction  of  the  legislative  counsel, 
the  center  became  an  instrument  in  affecting  the 
fate  of  pending  bills  this  year.  The  coordinator 
worked  closely  with  the  regional  representatives 
on  special  projects,  notably  in  the  State  Medical 
Society’s  opposition  to  the  bill  extending 
the  statute  of  limitations  in  malpractice  suits. 
They  contacted  key  physicians  for  the  purpose 
of  having  them  voice  the  Society’s  opposition 
to  members  of  the  Senate  and  Assembly  com- 
mittees considering  the  bill,  which  ultimately 
was  defeated. 

The  center  acted  also  as  a clearinghouse  for 
the  distribution  of  reports  on  pending  State 
legislation,  notices  of  public  hearings,  and 
reports  on  hearings  which  the  coordinator  at- 
tended. 

In  carrying  on  the  activities  of  the  center,  the 
coordinator  worked  in  very  close  cooperation 
with  the  legislative  counsel.  An  effective  two- 


way system  of  communication  was  maintained 
between  the  center  at  State  Society  headquarters 
and  the  legislative  counsel’s  office  in  Albany. 

Your  committee  feels  that  the  newly  es- 
tablished Legislation  Information  Center  and 
the  revamped  bulletin  Capitol  News  marked  two 
progressive  steps  forward  in  the  handling  of 
State  legislation  by  our  State  Medical  Society. 
They  merit  the  strong,  continuing  support  of 
the  State  Medical  Society. 

Acknowledgments.  Your  committee,  and 
in  particular,  the  chairman,  is  grateful  to  all  who 
have  helped  us.  Our  thanks  are  extended 
especially  to:  James  M.  Blake,  M.D.,  Com- 
mission chairman;  George  J.  Lawrence,  Jr., 
M . D . , F ederal  Legislation  chairman;  C . Stewart 
Wallace,  M.D.,  Public  Relations  chairman; 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  and  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president. 

An  expression  of  appreciation  also  goes  to  the 
staff  of  the  Division  of  Communications,  headed 
by  Guy  D.  Beaumont,  assisted  by  Martin  J. 
Tracey,  Esq.,  coordinator,  legislative  activities, 
and  Ralph  D.  Semerad,  Esq.,  Capitol  News 
editor. 

Last  but  by  no  means  least,  a special  vote  of 
thanks  is  once  again  due  to  our  legislative 
counsel,  George  W.  Foy,  Esq.,  and  Harry  W. 
Albright,  Esq.,  for  their  invaluable  assistance 
during  the  year. 

Respectfully  submitted, 

John  D.  Carter,  M.D.,  Chairman 
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Public  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public 
Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

Charles  R.  Harris,  M.D Monroe 

James  M.  Jones,  M.D Westchester 

Felix  Ottaviano,  M.D Madison 

Irving  M.  Pallin,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 

John  Clough,  M.D St.  Lawrence 

John  Lee  Clowe,  M.D Schenectady 


The  staff  of  the  Division  of  Communications 
now  consists  of  the  following:  Guy  D.  Beau- 
mont, director;  Martin  J.  Tracey,  coordinator 
of  legislative  activities;  Edward  H.  Weiland, 
news  media  coordinator  and  editor.  News  of 
New  York-,  Alice  Davis,  Harry  Dexter,  and 
Walter  Zackrison,  regional  representatives; 
Elizabeth  Hirsch,  secretary  to  Mr.  Tracey,  and 
Dorothy  M.  Smith,  secretary  to  Mr.  Beaumont. 

The  committee  expresses  grateful  appreciation 
to  the  staff  of  this  division  for  a job  well  done. 

General.  The  year  1965  was  an  active  and 
productive  year  for  your  committee.  Among 
the  many  activities  carried  on,  through  the  co- 
operation of  the  Division  of  Communications, 
were  the  first  New  York  State  Congress  on 
Health  Quackery,  the  five  regional  conferences 
of  county  medical  societies,  and  the  “Doctors  at 
Work”  television  series. 

In  addition,  the  committee  used  every  means 
of  communications  possible  to  achieve  its  goal  of 
bringing  adequate,  timely  information  about 
matters  pertinent  to  the  medical  profession  to 
both  the  public  and  physicians.  Included  were: 
personal  contacts  by  the  regional  representa- 
tives, News  of  New  York,  bulletins,  memoranda 
to  county  medical  societies,  and  radio  and  tele- 
vision programs.  Through  the  speakers  bureau, 
the  services  of  physicians  were  obtained  to 
present  the  medical  profession’s  views  on  a 
variety  of  subjects  at  medical  society  meetings 
and  lay  community  group  gatherings. 

The  following  is  a brief  report  on  some  of  the 
projects  which  your  committee  sponsored  and 
wishes  to  bring  to  the  attention  of  this  House. 

Meetings.  Since  the  last  report  to  the 
House,  your  Public  Relations  Committee  held 
three  regular  meetings  which  were  well  at- 
tended by  the  members.  At  these  meetings, 
your  chairman  and  the  committee  discussed 
various  projects  and  took  action  thereon  as  re- 
ported in  the  remainder  of  this  report. 

In  addition,  your  chairman  was  in  constant 
contact  with  the  director  of  the  Division  of 
Communications  and  met  six  times  during  the 
year  with  the  staff  of  the  division.  Your  chair- 
man also  attended  the  A.M.A.  PR  Institute  in 
Chicago,  October  19  and  20,  1965,  which,  in  his 
opinion,  was  one  of  the  finest  he  has  ever  at- 
tended. 


Field  Service.  One  of  the  most  effective 
methods  of  communications  employed  by  your 
committee  continues  to  be  the  personal  contact 
and  personal  service  of  the  regional  representa- 
tives. As  a means  of  improving  the  value  of  the 
field  service,  the  areas  serviced  by  Harry  Dexter 
and  Walter  Zackrison  were  realigned  during  the 
year.  In  addition,  a new  member  was  added  to 
the  field  service  in  August,  Mrs.  Alice  Davis. 
Mrs.  Davis  serves  the  First,  Second,  and  Ninth 
District  Branches. 

The  scope  of  the  activities  of  the  regional 
representatives  was  considerably  broadened  in 
1965.  In  addition  to  making  personal  visits  to 
the  county  medical  societies  in  their  respective 
areas  and  promoting  the  “Doctors  at  Work” 
program  in  various  areas  throughout  the  State, 
they  also  rendered  advice  and  assistance  in  the 
planning  of  medical  assistants  chapter  meetings. 
In  many  ways,  they  continue  to  give  help  to 
individual  physicians,  officers  of  county  medical 
societies,  and  district  branches  as  part  of  their 
regular  assigned  duties. 

The  regional  representatives  cooperated  in 
promoting  Federal  and  State  legislation  projects. 
They  assisted  in  the  formation  and  revision  of 
county  society  contact  committees  through 
which  the  State  Society  hopes  to  create  better 
liaison  with  State  and  Federal  legislators.  The 
regional  representatives  also  aided  extensively 
in  the  successful  fight  against  the  enactment  of  a 
State  law  which  would  have  extended  the  statute 
of  limitations  in  malpractice  suits. 

Your  committee  is  happy  to  report  that  there 
have  been  many  indications  from  the  county 
society  level  that  the  field  service  is  working  ex- 
tremely well.  The  numerous  requests  for  the 
services  of  the  regional  representatives  and  the 
many  letters  of  thanks  and  commendation  that 
have  been  received  are  indicative  of  the  solid 
and  growing  success  of  this  worth-while  public 
relations  program. 

Regional  Conferences.  Profiting  from  its 
experience  with  the  meetings  held  in  1964,  your 
committee  made  several  improvements  in  the 
regional  conferences  for  county  medical  societies 
held  during  1965.  In  order  to  attract  a greater 
attendance  a general  invitation  was  extended  to 
physicians  in  areas  where  the  committee  felt  it 
was  appropriate.  As  a result,  the  attendance 
at  the  last  three  regional  conferences  of  1965 
was  vastly  improved.  The  use  of  speakers 
from  outside  the  New  York  State  area  also  as- 
sisted the  success  of  the  conferences. 

Since  our  last  report  to  the  House,  five 
regional  conferences  have  been  held,  in  Albany, 
Binghamton,  Lake  Placid,  Rochester,  and 
Purchase  for  the  Metropolitan  New  York  area. 
Considering  the  attendance  and  the  enthusiasm 
of  the  participants  as  exhibited  in  the  written 
survey,  your  committee  feels  that  the  regional 
conferences  were  very  successful  indeed. 
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News  of  New  York.  Under  the  direction  of 
Louis  Savastano,  editor,  many  innovations 
have  been  made  in  this  publication  of  the  State 
Medical  Society.  Now  in  the  second  year  of  its 
new  format,  the  News  of  New  York  was  pub- 
lished regularly  once  a month  and  was  well  re- 
ceived. As  successor  to  Mr.  Savastano,  who 
resigned  in  August,  Mr.  Edward  H.  Weiland 
joined  the  Communications  Division  in  October. 
Mr.  Weiland  is  a former  staff  writer  with  the 
Long  Island  Daily  Press  and  a winner  of  our 
1965  Empire  State  Award  for  Excellence  in 
Medical  Reporting.  Mr.  Weiland’s  plans  are 
to  feature  articles  dealing  with  subjects  in  depth 
and  he  hopes  with  interesting,  provocative  edi- 
torials to  attract  response  from  the  membership 
in  the  form  of  letters  to  the  editor. 

Your  committee  is  pleased  also  to  report  that 
the  agreement  with  the  pharmaceutical  manu- 
facturer, sole  advertiser  in  the  News  of  New 
York,  has  been  extended  through  1966. 

“Doctors  at  Work”  Project.  The  tele- 
vision project,  “Doctors  at  Work,”  which 
started  in  1964  was  continued  with  great  success 
during  1965.  The  program,  a combination  of 
film  segments  and  live  presentation,  was  shown 
throughout  New  York  State  and  in  many  parts 
of  Canada,  Massachusetts,  Connecticut,  Ver- 
mont, Pennsylvania,  and  New  Jersey.  All  re- 
ports indicate  the  weekly  series  was  received 
enthusiastically  by  county  medical  societies, 
individual  physicians,  and  the  lay  public.  In 
addition  to  providing  health  information  to  the 
public,  one  of  the  program’s  values  was  that  it 
gave  New  York  physicians,  representing  local 
county  medical  societies,  an  opportunity  to 
present  and  interpret  filmed  medical  problems 
and  advise  the  viewing  public.  In  appreciation 
for  their  cooperation,  the  State  Medical  Society 
presented  our  grantor,  Merck  Sharp  & Dohme, 
with  a certification  of  appreciation  at  the 
September  meeting  of  the  Council. 

Although  some  difficulties  are  being  encoun- 
tered in  continuing  the  program,  your  committee 
has  decided  to  continue  the  project  of  39  pro- 
grams into  1966.  The  Merck  Sharp  & Dohme 
Postgraduate  Program  has  offered,  and  your 
Council  has  accepted,  a grant  of  $8,000  for  this 
continuation  of  the  series. 

Quackery  Congress.  One  of  the  most 
successful  public  relations  projects  ever  spon- 
sored by  the  State  Medical  Society  was  held  on 
April  7, 1965,  at  the  Americana,  New  York  City, 
where  the  Society  with  the  cooperation  of  other 
health  agencies  conducted  the  first  New  York 
State  Congress  on  Health  Quackery. 

Over  1,300  educators,  professional  people, 
civic  and  church  leaders,  representatives  of 
media,  and  law  enforcement  officers  participated 
in  the  conference  and  heard  a delineation  of  the 
problem  and  proposals  for  stronger  laws  and 
better  education  in  a continuing  antiquackery 
campaign.  The  conference  was  sponsored  by 
the  State  Medical  Society  with  cooperation 
from  the  American  Cancer  Society,  the  New 
York  Chapter  of  the  Arthritis  Foundation,  the 


Departments  of  Health  of  New  York  City  and 
New  York  State,  the  Food  and  Drug  Adminis- 
tration, the  National  Better  Business  Bureau, 
and  the  Dental  Society  of  the  State  of  New 
York.  Special  exhibits  and  displays  attracted  a 
great  deal  of  attention,  particularly  from  the 
news  media,  during  the  meeting. 

The  Congress  on  Health  Quackery  was  pro- 
duced by  the  Division  of  Communications  with 
the  guidance  and  assistance  of  the  special 
Quackery  Congress  Planning  Committee,  of 
which  your  Public  Relations  Committee  chair- 
man was  chairman. 

Judging  from  commendations  received,  the 
Congress  was  a tremendous  success.  The 
American  Cancer  Society  and  the  Arthritis 
Foundation  requested  educational  material  kits, 
developed  for  distribution  at  the  conference,  for 
each  of  their  society’s  chapters  throughout  the 
United  States,  to  be  used  as  guides  for  their 
future  meetings  on  quackery.  The  A.M.A.  also 
requested  sample  kits  for  distribution  to  all  state 
societies  to  use  as  models. 

In  brief,  the  consensus  of  speakers  on  the 
program  was  that  the  New  York  State  Congress 
on  Health  Quackery  was  the  best  of  its  kind 
ever  held,  including  two  national  meetings. 
Your  Public  Relations  Committee  is  proud  of 
the  part  it  played  in  making  the  Congress  a 
success. 

Eldercare  Program.  Your  committee,  as  in 
past  years,  continued  to  play  an  important  role 
in  the  fight  against  the  enactment  of  Medicare 
in  cooperation  with  the  Committee  on  Federal 
Legislation  which  launched  the  Eldercare  pro- 
motional program  early  in  1965.  The  purpose 
of  this  program  was  to  acquaint  the  people  with 
the  advantages  of  the  A.M.A.  health  proposal, 
and  to  help  stimulate  public  reaction  against 
Medicare. 

Membership  Film  Presentation.  The 

long-standing  project  of  the  committee,  a slide 
film  presentation  depicting  the  services  of  the 
State  Medical  Society  to  its  members,  is  reach- 
ing completion.  This  presentation,  for  use  at 
county  medical  society  meetings,  hospital  staff 
meetings,  and  similar  gatherings,  is  now  being 
readied  for  release  early  in  1966. 

Speakers  Bureau.  The  State  Medical  So- 
ciety’s Speakers  Bureau,  operated  through  the 
Division  of  Communications,  was  very  active 
during  1965.  Many  more  requests  for  physi- 
cians to  speak  on  radio  and  television  programs 
as  well  as  before  live  audiences  were  received  and 
filled  than  in  recent  years.  Another  service  was 
assistance  to  newspaper  and  magazine  writers  in 
the  preparation  of  articles.  Arrangements  were 
made  for  these  writers  to  consult  with  physicians 
in  our  Speakers  Bureau  to  obtain  adequate  and 
accurate  information. 

Your  committee  intends  to  improve  and  ex- 
pand the  activity  and  service  of  the  Bureau. 
We  are  presently  in  the  process  of  making  im- 
provement in  its  organization  and  promotion 
and  hope  to  show  more  service  in  the  future. 
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Annual  Meeting.  During  the  1965  session 
of  the  House  of  Delegates,  your  committee, 
through  the  Division  of  Communications, 
manned  a press  headquarters  which  was  of  great 
service  to  the  representatives  of  the  press,  radio, 
and  television.  News  coverage  was  given  daily 
over  local  radio  and  television  stations  as  well 
as  in  the  local  press,  particularly  the  New  York 
Times,  Herald  Tribune,  New  York  Post,  Daily 
News,  World  Telegram  and  Sun,  Journal- 
American,  Wall  Street  Journal,  Long  Island 
Press,  Newsday,  and  others.  The  wire  services, 
such  as  the  Associated  Press,  also  gave  publicity 
to  the  meeting  through  facilities  provided  in  the 
press  room. 

Many  press  interviews  with  our  convention 
participants  were  conducted  in  the  press  room 
and  in  other  areas  of  the  convention  head- 
quarters. Photographic  coverage  for  all  events 
was  arranged.  Presentation  of  fifty-year 
awards,  Presidential  citations  and  scrolls  was 
supervised  by  your  committee  and  the  Division 
of  Communications. 

In  summary,  the  press  and  radio-television 
coverage  resulting  from  the  press  room  was  very 
successful. 

Woman’s  Auxiliary.  As  in  previous  years, 
assistance  was  given  to  the  Woman’s  Auxiliary 
in  the  preparation  of  minutes,  releases,  letters, 
and  other  material.  A staff  member  of  the 
Communications  Division  was  assigned  to  the 
Auxiliary  at  its  annual  convention  to  help  in  the 
recording  of  minutes,  and  so  forth. 

Medical  Assistants  Association.  Irving 
M.  Pallin,  M.D.,  and  your  chairman  served  as 
coadvisers  of  the  New  York  Medical  Assistants 
Association.  Dr.  Pallin  has  devoted  many 
hours  to  their  guidance  and  has  counselled  them 
on  many  of  the  problems  always  encountered  by 
a growing  organization.  Your  chairman  was 
honored  to  be  banquet  master  of  ceremonies  at 
their  annual  convention  in  Albany. 

The  Communications  Division  staff  cooper- 
ated with  the  Medical  Assistants  Association  in 


the  production  of  their  publication  Reflex. 
Assistance  was  given  freely  by  the  regional 
representatives  in  the  organization  of  six  new 
chapters.  Cooperation  was  given  at  the  annual 
state  convention  in  Albany  and  as  hosts  to  the 
national  convention  in  New  York  City  in 
October  Your  committee  wishes  to  express  its 
gratitude  to  the  Medical  Assistants  Association 
for  the  extensive  assistance  they  have  rendered 
the  Communications  Division  with  the  regional 
conferences. 

1966 — Proposed  Program.  During  its 
October  13  meeting,  the  Public  Relations  Com- 
mittee evaluated  proposals  for  its  activities 
during  1966. 

Principal  effort  will  be  directed  to  the  “Doc- 
tors at  Work”  program,  the  five  regional  con- 
ferences for  1966,  and  the  exposure  of  the  slide 
film  presentation,  “You  and  Your  State  So- 
ciety,” at  as  many  county  society  and  hospital 
staff  meetings  as  possible. 

Budget  has  been  provided  for  a new  pamphlet 
for  distribution  to  the  physicians  of  New  York 
State  to  explain  to  the  membership  the  purposes, 
activities,  and  organization  of  State  Medical 
Society  functions.  In  addition,  the  Com- 
munications Division  has  been  directed  to 
pursue  the  program  of  public  health  messages 
on  billboards  throughout  the  State.  Activity 
on  this  important  project  will  begin  in  January, 
1966. 

The  Public  Relations  Committee  will  con- 
tinue to  cooperate  with  the  State  and  Federal 
Legislation  Committees  and  with  the  newly 
organized  Committee  on  Quackery. 

Efforts  will  be  made  to  expand  and  improve 
our  relations  with  the  press,  radio,  and  television 
through  regular  contacts.  Continued  counsel 
and  assistance  will  be  extended  to  the  county 
medical  societies  and  district  branches  in  every 
possible  way. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D  , Chairman 
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1966  HOUSE  OF  DELEGATES 


Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Raymond  S.  McKeeby,  M.D.,  Chairman.  . . 

Broome 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman 


Queens 

John  J.  Della  Porta,  M.D Monroe 

David  Kershner,  M.D Kings 

A.  L.  Loomis  Bell,  M.D Kings 

Arthur  James  Mannix,  M.D Westchester 

Frank  Hart  Peters,  M.D New  York 


Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 

ex  officio New  York 

Nine  regular  meetings  were  held  during  the 
period  November,  1964,  through  October, 
1965.  These  meetings  were  preceded  by  inter- 
views during  which  25  physicians  met  with 
members  of  the  Board  to  discuss  matters 
pertaining  to  their  professional  liability  insur- 
ance. In  a number  of  cases,  the  Board  found 
it  necessary  to  decline  applications  and  to 
authorize  the  discontinuance  of  insurance  or 
continuance  at  a special  rate  commensurate 
with  a greater  than  normal  risk. 

Classification.  Most  of  the  classification 
problems  presented  to  the  Board  involve  de- 
ciding whether,  for  insurance  purposes,  a 
physician  should  be  considered  a specialist  or 
a general  practitioner.  In  this  connection, 
the  Board  has  established  certain  basic  criteria 
for  guidance:  (1)  An  active  Workmen’s  Com- 

pensation rating  as  a specialist  usually  precludes 
a general  practice  classification  for  insurance; 
(2)  a recognized  surgical  specialist  does  not 
qualify  for  a general  practice  category  while  he 
continues  to  do  major  procedures,  even  if  the 
volume  of  his  practice  is  greatly  reduced;  (3) 
the  limitations  of  100  major  procedures  per 
year,  or  one  third  of  a physician’s  practice 
devoted  to  major  surgery  or  anesthesiology 
(computed  on  any  basis)  are  maximums — a 
lesser  number  or  a lesser  percentage  does  not 
automatically  qualify  a physician  as  a general 
practitioner.  Other  factors  that  tend  toward  a 
specialist  classification  are  the  acceptance  of 
referred  surgery  and  the  performance  of  the 
more  hazardous  procedures  such  as  hysterec- 


tomies, gastrectomies,  cholecystectomies  and/or 
common  duct  surgery,  and  open  orthopedics. 

The  Board  will  continue  to  examine  border- 
line cases  and  make  its  decisions  as  fairly  and 
consistently  as  possible,  taking  into  account  the 
insurance  risk  involved  rather  than  adhering  to 
an  arbitrary  definition  of  general  practice. 

Loss  Experience.  As  was  noted  in  the  1965 
report  of  the  reference  committee,  the  increased 
cost  of  closed  cases  during  1964  and  the  trend 
toward  higher  disposal  costs  for  pending  cases 
indicated  an  upward  adjustment  of  rates 
effective  for  insurance  issued  or  renewed  after 
September  1,  1965. 

The  recommendations  of  the  Board  for  dis- 
tributing the  necessary  increase  among  specialty 
groups  and  territorial  divisions  were  approved 
by  the  Council  on  April  22,  1965.  These 
recommendations  were  designed  to  bring  into 
better  balance  the  premiums  paid  and  the 
losses  incurred  by  premium  classes  and  by 
territory.  For  this  reason,  a higher  percentage 
increase  was  applied  to  the  suburban  area  and 
to  premium  classes  1A,  1,  and  3 than  to  the 
other  areas  and  classes.  Because  of  the 
relatively  higher  losses  of  specialists  who 
include  deep  x-ray  therapy  and  electroshock 
therapy  in  their  practices,  substantial  increases 
were  made  in  the  additional  charges  for  these 
procedures.  Basic  premiums  for  class  6 re- 
mained unchanged,  and  Delaware  County 
members  benefited  by  the  transfer  of  that 
county  from  the  suburban  to  the  upstate  area. 
A 25  per  cent  decrease  in  rates  for  full-time 
Federal  government  employes  became  effective 
September  1,  1965. 

Insurance  for  Residents  and  Interns.  In 

its  last  report,  the  Board  commented  on  the 
insurance  program,  underwritten  by  Employers 
Mutuals,  for  members  of  the  National  As- 
sociation of  Residents  and  Interns.  Recently 
the  Executive  Committee  of  the  State  Society 
referred  to  the  Board  a communication  from 
the  chairman  of  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  in 
which  it  is  urged  that  hospital  staffs  and  county 
medical  societies  arrange  for  annual  discussions 
of  the  need  for  professional  liability  insurance 
for  the  resident  and  intern.  The  Board  concurs 
in  this  proposal  and  recommends  to  all  con- 
cerned, including  physicians  in  private  practice, 
an  excellent  article  entitled  “Professional 
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Liability  Insurance  for  the  Intern  and  Resident” 
published  in  the  July  5, 1965,  issue  of  the  Journal 
of  the  American  Medical  Association.  This 
article  is  available  in  reprint  form  from  the 
Council  on  Medical  Education,  A.M.A.,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

Licensing  Requirement  for  X-Ray  Tech- 
nicians. The  attention  of  all  physicians  who 
do  diagnostic  or  therapeutic  roentgenology  is 
invited  to  the  provisions  of  the  amendment  to 
the  New  York  State  Public  Health  Law,  which 
states  that  on  and  after  October  1,  1965,  no 
person  shall  practice  x-ray  technology  unless  he 
has  been  licensed.  X-ray  technology  is  defined 
as  “the  use  of  x-ray  or  x-ray  producing  equip- 
ment on  human  beings  for  diagnostic  or  ther- 
apeutic purposes  under  the  supervision  of  a 
licensed  practitioner.” 

Umbrella  Policies.  Because  of  the  pub- 
licity being  given  to  special  professional  and 
executive  liability  policies  that  offer  limits  of 
$1,000,000  or  more  over  and  above  stated 
minimum  limits  of  existing  insurance,  the 
Board  wishes  to  remind  members  that  limits  of 
up  to  $1,000,000/$1,500,000  are  available 
under  the  State  Society  professional  liability 
insurance  program  and  that  the  executive-type 
umbrella  policy,  which  includes  automobile, 
general  liability,  and  other  nonprofessional 
coverage,  may  be  bought  separately.  Of  all 
the  casualty  policies  carried  by  a physician, 
his  professional  liability  is  likely  to  be  most 
important  to  him.  By  having  all  of  his  pro- 
fessional liability  insurance  with  one  company 
rather  than  a basic  policy  with  one  company 
and  an  excess  policy  with  another,  he  eliminates 


the  necessity  of  reporting  to  and  dealing  with 
two  different  companies  in  this  field. 

Conclusion.  With  no  indications  of  any 
improvement  in  the  incidence  of  claims,  and 
with  an  increasing  average  cost  of  disposal, 
claim  prevention  measures  become  more  and 
more  important.  Within  the  Society,  the 
county  malpractice  committees  continue  to  be 
the  most  effective  means  of  disseminating 
educational  material  to  physicians  in  their 
areas,  in  addition  to  assisting  in  the  defense  of 
unjustified  suits.  The  organization  of  a com- 
mittee in  Suffolk  County  during  the  past  year 
should  be  helpful  in  dealing  with  a malpractice 
problem  that  has  more  than  kept  pace  with  a 
rapidly  expanding  population. 

Our  insurance  carrier  is  assisting  in  claim 
prevention  work  by  publication  of  a series  of 
case  studies,  mailed  directly  to  insured  members. 
Malpractice  claims  are  analyzed  to  detect  any 
trends  that  seem  to  be  developing  in  the  various 
specialty  fields,  and  special  studies  will  be 
directed  to  the  members  concerned.  The  Board 
suggests  that  each  specialty  group  consider  the 
appointment  of  one  or  more  representatives 
who  would  suggest  appropriate  subjects  and 
comment  on  proposed  material  to  be  dissemi- 
nated to  members  of  his  group. 

On  behalf  of  the  Society,  the  Board  again 
expresses  its  thanks  to  the  members  who  have 
served  on  its  malpractice  and  other  advisory 
committees,  to  our  legal  counsel  and  his  staff, 
and  to  the  representatives  of  our  insurance 
carrier. 

Respectfully  submitted, 

Raymond  S.  McKeeby,  M.D.,  Chairman 


Bar  Association,  Joint  Committee  with 


To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 
Medical  Society  of  the  State  of  New  York 
Milton  Helpern,  M.D.,  Chairman . . New  York 

Samuel  Sanes,  M.D Erie 

John  F.  Kelley,  M.D Oneida 

New  York  State  Bar  Association 
William  F.  Martin,  Esq.,  Chairman  New  York 

Franklin  R.  Brown,  Esq Erie 

James  S.  Carter,  Esq Albany 

This  committee  met  on  June  24,  1965,  and 
considered  the  resolutions  referred  to  it  by  the 
House  of  Delegates  at  its  annual  meeting  in 
February,  1965. 

Resolution  65-44.  This  resolution  instructs 
the  Medical  Society  of  the  State  of  New  York 
to  request  the  Legislature  to  enact  proper  legisla- 
tion to  hold  alleged  malpractice  trials  in  the  pri- 
! vacy  of  the  Judge’s  chambers.  This  resolution 
was  rejected  by  the  committee  as  being  im- 
practical, illegal,  and  unconstitutional. 


Resolution  65-57.  This  resolution  calls  for 
the  State  Medical  Society  to  promote  action  to 
revise  the  Public  Health  Law  so  that  consent 
for  autopsy  need  not  be  obtained  from  all  next  of 
kin.  After  discussion  of  the  resolution  and  due 
consideration  of  a difference  in  interpretation  of 
the  law,  the  committee  voted  that,  in  view  of  the 
letter  of  May  7, 1963,  from  the  Attorney  General 
and  with  all  due  respect  to  the  opinion  of  the 
counsel  to  the  Greater  New  York  Hospital  As- 
sociation, it  does  not  seem  necessary  to  promote 
action  to  revise  and  clarify  the  Public  Health 
Law  to  the  effect  that  one  responsible  adult  next 
of  kin  may  give  consent  for  autopsy  where  there 
is  no  living  spouse.  The  exercise  of  common 
sense  and  a forthright  approach  in  obtaining 
consent  of  a responsible  adult  next  of  kin,  who  is 
present,  would  seem  to  cover  the  situation. 

Respectfully  submitted, 

Milton  Helpern,  M.D  , Cochairman 

William  F.  Martin,  Esq.,  Cochairman 


j 
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Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-third  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York.  I have  been  associated  with  my 
predecessors  literally  since  my  graduation  from 
Columbia  Law  School  in  June  of  1928,  as  I 
graduated  on  a Thursday  and  started  to  work 
the  following  Monday. 

William  C.  Richardson,  who  had  been  with 
us  for  over  fifteen  years,  while  defending  a 
malpractice  case  in  Riverhead,  the  county 
seat  of  Suffolk  County,  became  critically  ill 
and  died  the  following  day,  January  14,  1965,  in 
a nearby  hospital.  A graduate  of  Iowa  State 
University  and  the  Washburn  University 
School  of  Law,  he,  following  a brief  period  of 
practice  in  Kansas,  joined  the  staff  of  the  Em- 
ployers Mutuals  of  Wausau,  and  was  for  many 
years  in  charge  of  the  claim  department  of  their 
New  York  City  office.  He  was  a major  in  the 
United  States  Army  Reserve.  He  is  survived 
by  his  wife,  Margaret,  and  his  son,  Barry 
Richardson.  He  tried  many  lawsuits  in  Queens, 
Nassau,  and  Suffolk  Counties,  and  was  active 
in  the  political  life  of  his  community.  He  was 
an  able  lawyer  and  a delightful  social  com- 
panion. We  miss  him  very  much. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
has  been  with  this  office  continuously  for  thirty- 
six  years,  interrupted  only  by  service  as  a 
lieutenant  in  the  Navy  during  World  War  II. 
He  has  tried  cases  all  over  the  State  of  New 
York.  As  an  instance,  this  fall  after  long 
preparation  and  trials  that  took  weeks,  he 
brought  to  a successful  conclusion  a case  in- 
volving orthopedics  in  Erie  County  and  a case 
involving  obstetrics  in  Oneida  County.  These 
were  in  addition  to  many  court  appearances  in 
the  city  and  other  upstate  communities.  Both 
he  and  Harold  Shapero  are  members  of  the 
American  College  of  Trial  Lawyers  which  is  the 
finest  organization  of  its  kind  in  the  country. 
If  I gathered  together  all  the  nice  things  that 
our  clients,  our  opponents,  and  the  judiciary 
have  said  about  Mr.  Bell,  they  would  fill  a 
volume.  I am  very  proud  of  the  services  he  has 
performed  for  the  doctors  of  this  State. 

Harold  Shapero  has  been  practicing  law  just 
about  the  same  length  of  time  that  I have. 
We  were  together  in  the  office  of  Lloyd  Paul 
Stryker  for  several  years,  and  then  Mr.  Stryker 
resigned  as  counsel  for  the  Medical  Society  and 
Harold  Shapero  went  with  him.  Over  a period 
of  many  years  he  assisted  Mr.  Stryker  in  the 
preparation  and  trial  of  some  of  the  really 
famous  cases  of  this  century.  With  the  full 
blessing  of  Mr.  Stryker,  he  came  back  to  work  at 
our  office  several  years  before  Mr.  Stryker’s 
death.  He  has  tried  many  cases  for  us.  Re- 
cently, in  the  United  States  District  Court  for 
the  Southern  District  of  New  York  and  in 
Westchester,  New  York,  and  Kings  Counties  he 
has  achieved  successful  conclusions  in  a number 
of  very  intricate  cases.  As  the  members  of 


the  Queens  County  Malpractice  Committee 
who  have  consulted  with  Harold  Shapero  for 
many  years  will  bear  witness,  he  is  a student  of 
both  law  and  medicine.  He  is  patient  and 
compassionate  and  yet  a great  fighter  for  his 
client. 

Last  year  I mentioned  the  fact  that  we  have 
opened  a branch  office  at  847  James  Street  in 
Syracuse,  and  Donald  J.  Fager,  who  is  now  in 
his  eleventh  year  of  service  with  us,  manages  it. 
I knew  when  Mr.  Fager  came  with  us  from  a 
bright  career  as  a member  of  the  Law  Review  at 
New  York  University  that  he  was  a fine  student. 
He  has  proved  himself  to  be  a very  capable 
trial  lawyer.  He  just  reported  to  me  the  success- 
ful defense  of  a case  in  Homell,  New  York, 
involving  two  doctor  defendants.  He  has 
literally  covered  the  State  from  one  end  to  the 
other,  having  appeared  in  such  widely  separated 
counties  as  Niagara  and  Suffolk  this  fall. 

The  choice  of  Syracuse  for  our  upstate  office 
has  proved  to  be  a very  happy  one  because  it  is 
at  the  junction  of  fine  roads  that  can  take  us  in 
any  direction  in  a minimum  of  time,  and  when 
either  Mr.  Bell,  Mr.  Fager,  or  myself  are  on 
trial  upstate,  it  is  of  assistance.  In  addition 
to  our  office  in  Syracuse,  the  group  malpractice 
carrier,  The  Employers  Mutuals  of  Wausau, 
maintains  extensive  claim  offices  in  Buffalo, 
Rochester,  and  Syracuse,  and  we  are  in  constant 
touch  with  them  as  well  as  with  the  main  office 
in  New  York  City. 

John  J.  DeLuca  is  now  in  his  twenty-fifth 
year  with  this  office.  He  handles  a great 
volume  of  motions,  pretrial  hearings,  examina- 
tions before  trial,  appeals,  and  the  general 
routine  business  of  our  office.  He  confers  with 
scores  of  our  clients  and  witnesses.  Learned, 
discreet  and  kindly,  he  is  respected  by  all  who 
know  him. 

Anthony  Louis  Schiavetti,  who  has  been  with 
us  five  years,  had  an  interesting  background. 
Following  his  graduation  from  Fordham  College, 
he  entered  the  Army  as  a lieutenant  and  served 
in  Korea.  He  then  became  a member  of  the 
New  York  Police  Department  and  studied  law 
at  night  at  Fordham  University.  He  resigned 
from  the  Police  Department  to  accept  a position 
in  the  managing  clerk’s  office  of  one  of  our 
largest  firms.  When  he  was  admitted  to  the 
bar,  he  joined  our  staff.  I am  very  pleased 
with  the  way  he  has  come  along  as  a tidal  lawyer. 
He  is  industrious  in  the  preparation  of  cases 
and  has  won  the  respect  of  courts  before  whom 
he  has  appeared.  Just  last  month,  he  won  two 
jury  verdicts  in  Supreme  Court,  Bronx  County. 

Miles  F.  McDonald,  Jr.,  following  his  gradua- 
tion from  Columbia  College  and  Columbia  Law 
School,  and  Benjamin  Ira  Gertz,  following  his 
graduation  from  Yale  College  and  Columbia 
Law  School,  have  both  been  with  us  for  nearly 
three  years.  They  have  been  of  help  with  the 
detail  work  that  goes  to  make  up  a trial  practice. 
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They  have  each  tried  a number  of  cases.  Mr. 
McDonald  managed  the  defense  of  a libel  action 
for  the  Medical  Society  of  the  State  of  New 
York  through  the  lower  and  appellate  courts 
brought  in  relation  to  an  article  published  in  the 
New  York  State  Journal  of  Medicine.  The 
end  result  was  a complete  vindication  with  dis- 
missal of  the  complaint.  Mr.  Gertz  prepared  a 
brief  as  amicus  curiae  on  behalf  of  the  Medical 
Society  of  the  State  of  New  York  in  an  action 
where  the  defendant  is  the  Medical  Society 
of  the  County  of  Queens.  The  matter  is  now 
pending. 

Daniel  Boone,  Jr.,  a graduate  of  Columbia 
College  and  Fordham  Law  School,  is  now  in  his 
second  year  with  this  office.  He  obtained  a 
superb  practical  experience  in  the  law  while  on 
the  staff  of  United  States  District  Court  Judge 
McLean.  He  has  prepared  with  skill  many 
cases.  He  has  written  briefs  both  at  the  trial 
and  appellate  level  and  recently  wrote  an 
amicus  curiae  brief  in  a proceeding  brought  by 
the  Blue  Shield  Plan  of  Western  New  York. 

The  latest  addition  to  our  staff  is  George  Van 
Setter,  who  this  week  learned  that  he  has  passed 
his  bar  examination.  He  graduated  from  Holy 
Cross  College  cum  laude  and  then  from  New 
York  University  School  of  Law  where  he  was  a 
recipient  of  one  of  the  highly  prized  Root 
Tilden  Scholarships. 

All  meetings  of  the  Council,  Board  of  Trus- 
tees, and  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  are  attended 
by  your  counsel  and/or  members  of  his  staff. 
We  also  attend  various  committee  meetings, 
and  when  they  are  held,  as  happened  once  this 
year,  meetings  of  the  Judicial  Council. 

We  have  a heavy  schedule  of  county  mal- 
practice committees  that  meet  with  increasing 
regularity.  Since  most  of  these  meetings  are 
held  in  the  evening,  it  is  necessary  to  divide  up 
the  work,  since  it  is  impractical  to  ask  a man  who 
is  on  trial  to  attend  more  than  one  of  these 
meetings  a week,  and  there  have  been  weeks 
recently  where  we  have  had  as  many  as  three  of 
them.  Mr.  Fager  is  able  to  take  care  of  most  of 
the  upstate  meetings.  A great  deal  of  home- 
work must  be  done  before  and  after  these 
meetings.  We  have  an  increasing  volume  of 
correspondence  wholly  unrelated  to  the  field  of 
malpractice  litigation,  some  of  which  comes  to 
us  from  judges,  lawyers,  and  laymen  because  of 
our  connection  with  the  Society,  but  a great 
deal  of  it  comes  from  members  of  the  medical 
profession  who  inquire  about  a myriad  of  dif- 
ferent things.  We  try  not  to  get  ourselves 
involved  in  local  matters  that  might  eventually 
come  on  appeal  to  the  State  Society.  However, 
if  there  is  any  information  or  advice  that  we 
can  give  which  would  be  helpful,  we  are  only  too 
happy  to  do  so.  I am  engaged  in  a protracted 
litigation  which  has  been  on  trial  now  on  three 
different  occasions  involving  a dispute  between 
a hospital  and  a member  of  its  staff.  It  is 
unique  in  one  particular,  in  that  because  of 
illness  of  counsel  and  the  assignments  of  the 
judge  who  is  presiding,  it  has  now  been  on  trial  in 
two  different  counties  and  will  conclude  in  a 


third  one,  and  because  of  the  geographic  extent 
of  the  judicial  district  involved,  much  traveling 
must  be  done  by  all  concerned. 

Malpractice.  Never  has  there  been  a year 
when  the  press,  television,  and  radio  have  de- 
voted more  time  to  the  presentation  of  medico- 
legal problems.  The  bar  associations  have  pre- 
sented innumerable  programs  of  so-called  post- 
graduate education  which  have  as  their  main 
subject  the  preparation  and  trial  of  malpractice 
cases. 

Both  the  medical  and  legal  professions  were 
recently  invited  to  attend  an  all-day  program 
sponsored  by  the  New  York  Trial  Lawyers 
Association,  an  organization  composed  solely  of 
the  plaintiff  negligence  lawyers.  This  Associa- 
tion put  on  two  mock  trials,  one  in  the  morning 
and  one  in  the  afternoon.  The  object  of  these 
mock  trials  was  to  educate  the  membership  in 
the  effective  presentation  of  a medical  mal- 
practice case.  The  participants  included 
Supreme  Court  and  United  States  District 
Court  judges,  lawyers,  doctors,  and  others  who 
acted  out  the  trial  from  beginning  to  end. 

It  is  a source  of  wonder  to  me  that  doctors 
make  themselves  so  readily  available  for  these 
synthetic  performances.  Practically  the  entire 
audience  is  interested  only  in  how  to  get  and 
win  more  malpractice  cases.  Nearly  every 
one  of  these  cases  is  signed  up  on  a contingent 
fee  basis.  In  connection  with  these  programs 
we  almost  routinely  receive  an  invitation  to 
participate,  and  if  there  is  a question  and 
answer  period  afterwards,  no  enthusiasm  is 
elicited  if  you  try  to  explain  that  a great  per- 
centage of  these  cases  are  not  justified  at  all. 
We  make  it  a practice  in  this  office  to  participate 
in  none  of  these  discussions  except  those  that 
are  given  before  an  audience  composed  of 
doctors  alone  or  under  auspices  such  as  the 
American  or  New  York  State  Bar  Associations 
where  the  ground  rules  are  clearly  delineated. 

There  is  a widespread  misconception  that  it  is 
practically  impossible  to  get  a doctor  to  testify 
for  the  plaintiff  in  a malpractice  case.  This  is 
just  not  a fact.  In  the  past  few  months  we 
have  had  many  well-qualified  specialists  testify 
for  the  plaintiff,  always  for  a fee,  and  practically 
always  with  regard  to  treatment  they  have  never 
participated  in,  but  in  a case  where  they  are 
rendering  expert  testimony  only.  I reiterate 
that  never  has  the  Medical  Society  of  the  State 
of  New  York  or  any  of  its  constituent  societies 
sought  to  discipline  any  doctor  for  so  testifying, 
and,  indeed,  it  could  well  be  in  contempt  of 
court  to  do  so.  There  is  only  one  way  to  over- 
come the  testimony  of  such  an  expert  and  that 
is  by  carefully  checking  on  the  testimony  he 
gives  and  reviewing  very  carefully  with  him  his 
own  background,  testimony  in  other  cases  and 
writings,  and  so  forth. 

In  a recent  case,  involving  a claim  in  which  if 
discovered  sooner  much  could  have  been  done 
with  an  aneurysm  of  the  brain,  a neurosurgeon 
made  certain  exaggerated  claims  that  were 
completely  contraverted  by  the  content  of 
articles  he  had  written  in  the  past.  Indeed, 
these  articles  went  a long  way  in  supporting  the 
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TABLE  I.  Highest  nation-wide  verdicts  and  settlements  in  malpractice  suits 
Amount  State  Cause  of  Suit  Malpractice  Alleged 


$1,086,666 

Maryland 

Paralysis 

725,000 

Pennsylvania 

Loss  of  jaw, 
facial  cancer 

700,000 

California 

Paralysis 

443,124 

Washington 

Paralysis 

334,046 

California 

Aplastic  anemia 

300,000 

New  York 

Paralysis 

290,000 

Oregon 

Paralysis 

260,000 

California 

Death 

160,000 

Florida 

Death 

160,000 

Illinois 

Loss  of  leg 

Error  in  surgery  on  spine 

Failure  to  remove  radioactive  contrast  media 

Failure  to  detect  subdural  hematoma 
Nonemergency  hip-pinning  on  poor  risk  sur- 
gical patient 

Failure  to  determine  drug  sensitivity 
Failure  to  treat  cardiac  arrest  promptly 
Failure  to  diagnose  subdural  hematoma 
Use  of  general  anesthesia  for  removing  small 
cyst  on  neck 

Error  in  surgery  for  hematoma  of  scrotum 
Improper  treatment  of  fracture,  tight  cast 


position  of  the  defense.  It  is  a blessing  that 
there  are  many  fine  medical  libraries  in  the  city 
where  with  a little  industry  you  can  check  on 
what  pride  of  authorship  has  led  a man  to  say, 
and  also,  that  we  have  fine  law  libraries  where 
appellate  records  often  contain  testimony  given 
by  the  witness  in  other  cases. 

Our  courts  are  suspicious  of  professional  wit- 
nesses who  appear  routinely  in  negligence  cases. 
Recently,  in  the  case  of  Quinones  against  St. 
Vincent’s  Hospital,  the  court  said  of  one  such 
doctor:  “He  had  no  personal  knowledge  of  any 
of  the  material  facts  and  such  opinions  as  appear 
in  his  testimony  would  not  support  a verdict  on 
plaintiff's  theory.  . . . Therefore,  the  opinion 
of  the  doctor  that  the  plaintiff  sustained  the 
alleged  traumatic  injury  sometime  between  the 
time  of  the  operation  and  the  next  day  when  she 
felt  pain  would  not  support  a finding  that  the 
injury  occurred  during  the  period  of  unconscious- 
ness. . . . Thus,  the  doctor’s  opinion  does  not, 
in  any  event,  have  the  necessary  factual  back- 
ground. His  conclusions  lack  probative  force 
in  that  they  are  ‘contingent,  speculative  or 
merely  possible.’  ” I have  purposely  omitted 
the  name  of  the  doctor  involved  but  the  Ap- 
pellate Division  had  seen  many,  many  records 
with  this  doctor’s  name. 

When  I say  that  the  public  is  aware  of  the 
great  number  of  malpractice  cases,  you  can 
think  of  a number  of  the  popular  doctor-hospital 
programs  that  have  appeared  on  television, 
several  of  which  revolved  around  malpractice 
trials.  I read  of  a novel  which  has  just  been 
published  entitled  Oath  of  Dishonor,  by  Garet 
Rogers.  Says  one  reviewer  of  the  novel: 
“Oath  of  Dishonor  presents  just  about  all  of  the 
tricks  in  the  book  that  plaintiff  and  defense 
counsel  can  employ  in  a malpractice  case. 
Told  to  the  hilt,  the  talk  puts  emotion  and 
people  into  the  teaching  of  forensic  medicine 
and  is  highly  recommended  for  extracurricular 
reading.” 

In  such  widely  circulated  magazines  as  Time 
and  Sports  Illustrated  there  recently  appeared 
an  advertisement  which  read  in  part:  “Pack- 
aged personal  coverage  that’s  tailored  just  for 
today’s  high-liability  trend.  If  you  are  an 
executive  or  professional  man,  you  can  buy 


$1,000,000  of  this  protection,”  and  in  the 
middle  of  the  page  in  large  writing  appears: 
“Jury  Weighs  MD’s  Fate  in  Malpractice 
Suit.”  The  type  of  insurance  which  is 
advertised  is  excess  insurance  written  to  cover 
a doctor  for  a sum  over  the  top  limit  that  he  has 
written  on  his  basic  policy.  The  group  plan  of 
the  Medical  Society  of  the  State  of  New  York 
will  issue  insurance  up  to  a total  of  one  million 
dollars. 

Many  hospitals  are  insisting  that  all  doctors 
on  their  staff  carry  at  least  $100,000  insmance. 

That  malpractice  verdicts  cause  just  concern 
to  the  profession  and  hospitals  is  indicated  by  a 
list  of  the  ten  highest  nation-wide  recoveries 
(verdicts  and  settlements)  of  the  past  year 
gleaned  from  an  article  in  Medical  World  News 
for  August  6,  1965,  a list  that  is  already  out- 
moded (Table  I). 

Recently  there  was  a third  trial  of  a case  which 
involved  claimed  brain  damage  due  to  the 
child’s  head  being  held  back  until  a doctor 
arrived.  The  first  time  the  case  was  tried  a 
verdict  for  $150,000  was  returned  which  was  set 
aside  by  the  Appellate  Court.  It  was  tried 
again  and  the  sum  of  $180,000  was  returned, 
and  this  was  again  set  aside.  The  New  York 
Law  Journal  dated  October  22,  1965,  shows  that 
the  third  trial  resulted  in  a verdict  in  the  sum  of 
$270,000  which  the  trial  judge  refused  to  set 
aside.  It  will  probably  go  up  on  appeal  again. 
It  is  easy  to  see  that  even  if  this  verdict  should 
be  upset  for  the  third  time,  the  cost  of  defending 
the  suit  has  been  very  high. 

A short  time  ago  we  participated  in  a settle- 
ment in  the  sum  of  $175,000  for  a paraplegia 
which  followed  a caudal  anesthesia.  The  claim 
was  that  a neurolytic  agent  was  used  by  mistake 
instead  of  Xylocaine.  The  surgeon  used  a 
clear  fluid  which  was  drawn  into  a syringe  from 
a shot  glass  without  the  surgeon  clearly  identify- 
ing it,  and  the  patient  complained  of  a severe 
burning  sensation.  Counsel  for  the  plaintiff 
contended  that  alcohol  was  erroneously  in- 
jected. The  doctor  had  only  a $50,000  policy 
and  this  was,  except  for  a token  amount,  all 
contributed  to  the  settlement.  The  balance 
was  put  up  by  the  carrier  for  the  hospital.  The 
hospital  involved  was  a small  institution  which 


164  New  York  State  Journal  of  Medicine  / January  1,  1966 


had  anesthesiologists  available  at  all  times,  and 
they  claimed  that  the  doctor  had  said  that  he 
did  not  need  an  anesthesiologist. 

As  to  the  thinking  of  the  courts,  generally,  on 
the  subject  of  damages  in  a negligence  case, 
there  is  an  interesting  opinion  by  Judge  Nunez 
who  refused  to  set  aside  awards  for  the  death 
of  the  twenty-nine-year-old  father  and  twenty - 
eight-year-old  mother  of  four  surviving  children 
(one  of  whom  was  defective)  who  were  killed  in 
an  airplane  crash.  The  Court  refused  to  set 
aside  a verdict  of  $550,000  for  the  father  and 
$200,000  for  the  mother,  both  of  which  verdicts 
carry  interest  at  6 per  cent  from  the  date  of 
death.  The  Court  said: 

Except  in  cases  where  the  verdict  is  clearly  exces- 
sive, inadequate  or  against  the  evidence,  I strongly 
feel  that  we,  the  judges,  have  no  right  to  substitute 
our  judgment  for  that  of  the  jury.  In  so  doing  we  are 
depriving  the  parties  of  a basic  right — trial  of  all 
issues,  including  quantum  of  damages  by  a jury.  . . . 
As  we  all  know,  there  is  no  mathematical  formula  for 
computing  damages  in  a death  case,  and  the  inquiry 
of  the  jury  in  this  field  necessarily  requires  some  duty 
of  speculation.  Our  courts  have  increasingly  recog- 
nized the  greater  value  of  human  life.  . . . The 
jury  was  also  entitled  to  consider  the  constant 
erosion  in  the  value  of  the  dollar  and  the  present  and 
ever  upward  spiraling  cost  of  living. 

At  the  present  time  I am  trying  to  settle  two 
cases  both  of  which  have  been  sued  out  by  the 
same  firm  of  attorneys.  One  involved  claimed 
acts  of  malpractice  resulting  in  the  loss  of  a leg 
of  a teen-age  girl.  In  that  case  the  surgeon  has 
only  a $10,000  policy,  and  the  hospital  is  the 
codefendant.  In  the  other  case  there  are  two 
doctors  and  a hospital.  The  doctors  are  both 
pediatricians.  The  claimed  acts  of  negligence 
involve  the  mismanagement  of  an  Rh  problem 
in  a child  with  resultant  brain  damage.  The 
policies  of  both  doctors  combined  only  amount 
to  $20,000. 

We  recently  settled  a case  which  took  practi- 
cally all  of  the  doctor’s  policy  of  insurance.  The 
case  involved  a claimed  failure  on  the  part  of 
the  pediatrician  to  diagnose  phenylketonuria 
with  resultant  brain  damage. 

In  view  of  the  advances  in  medicine  and 
surgery  and  the  standards  of  care  that  require 
a doctor  to  keep  up  with  current  advances,  a 
doctor  should  carry  sufficient  insurance  to 
protect  all  of  his  assets.  Bear  in  mind  that  the 
statue  of  limitations  is  three  years  and  there 
is  agitation  to  liberalize  this.  Further,  if  an 
infant  is  involved,  a suit  may  be  brought  until 
it  reaches  its  twenty-fourth  birthday  since  the 
statute  does  not  begin  to  run  until  the  child  is 
twenty-one.  We  just  settled  a case  involving 
the  loss  of  an  eye  seventeen  years  ago  where  the 
hospital  record,  still  in  existence,  states  that  the 
laceration  of  the  cornea  and  the  opacity  in  the 
lens  was  caused  by  application  of  midforceps. 
This  doctor,  a general  practitioner  who  did  a 
considerable  amount  of  obstetrics,  claimed 
that  it  was  a matter  of  life  and  death  to  get  the 
child  out  quickly.  He,  unfortunately,  only  had 
a $5,000  policy,  and  rather  than  imperil  the 
quasiretired  status  of  his  wife  and  himself,  he 
contributed  another  $15,000  to  settle  the  case. 


Let  me  issue  a word  of  warning  here  to  a 
doctor  who  has  the  slightest  notion  that  he  may 
be  faced  with  a claim  or  suit.  Do  not  try  to 
manage  it  yourself  by  conferring  with  the 
patient  or  attorneys  in  the  hope  that  you  can 
talk  your  way  out  of  it.  Call  your  insurance 
carrier,  your  personal  lawyer,  or  this  office  and 
discuss  what  should  be  done.  Above  all,  do  not 
discuss  the  amount  of  insurance  you  carry  with 
anyone  who  does  not  occupy  a position  of  trust 
as  far  as  your  affairs  are  concerned.  Do  not 
engage  in  casual  conversation  even  at  your 
hospital  with  other  doctors  about  the  amount  of 
insurance  you  carry.  That  the  plaintiffs’ 
lawyers  resort  to  subterfuge  to  find  out  what 
your  policy  limits  are  is  indicated  by  a recent 
bulletin  put  out  by  The  Defense  Research 
Institute,  Inc.,  reporting  on  a tactic  used  by 
plaintiffs’  lawyers.  It  reads  as  follows: 
“FORCING  DISCLOSURE  OF  INSURANCE 
Asking  Defendant:  One  method  of  finding  out 
how  much  insurance  defendant  has  is  to  ask 
the  defendant  himself  by  placing  a long  distance 
phone  call  to  him.  (He  will  answer  such  a call 
because  most  people  will  answer  a long  distance 
call.)  Then  identify  yourself  or  have  your 
investigator  identify  himself,  but  not  too  clearly, 
and  ask  the  defendant  whether  he  has  a copy  of 
the  insurance  policy  with  him.  Then  ask  him 
if  he  would  please  obtain  the  policy  and  read  the 
figures  to  you  or  your  investigator  over  the 
phone.” 

Perhaps  one  of  the  most  significant  cases  that 
came  down  since  my  last  report  is  the  case  of 
McDermott  against  Manhattan  Eye,  Ear  and 
Throat  Hospital.  The  plaintiffs  have  long 
contended  that  they  should  have  the  right  to  put 
the  defendant  in  a malpractice  case  on  the  stand 
and  ask  him  for  expert  testimony.  Most 
judges  had  ruled  that  that  could  not  be  done; 
that  in  an  examination  before  trial  or  in  a trial 
the  defendant  could  only  be  asked  what  actually 
occurred  and  that  he  could  not  be  compelled  to 
testify  against  himself.  But  the  Court  of 
Appeals  said: 

. . . The  only  question  of  substance  upon  this 
appeal,  then,  is  whether  the  plaintiff  should  have 
been  given  the  opportunity  of  establishing  her  claim 
of  malpractice  by  showing,  through  the  testimony  of 
the  defendant  doctor,  that  proper  medical  practice 
contraindicated  the  performance  of  a corneal  trans- 
plant on  a patient  whose  eyes  were  in  the  condition 
of  the  plaintiff’s.  . . . 

While  recognizing  the  right  of  a plaintiff  in  a 
malpractice  action  to  call  as  a witness  the  defendant 
doctor,  the  courts  of  several  states  have  sought  to 
limit  the  type  of  question  which  the  plaintiff  may  ask 
of  him.  Specifically,  it  has  been  held  that  a de- 
fendant physician  may  be  required  to  testify  to  “facts 
within  his  knowledge” — that  is,  “what  [he]  actually 
said  and  did”- — but  not  as  to  whether  his  actions 
deviated  from  the  accepted  standard  of  medical 
practice  in  the  community,  a matter  deemed  to  call 
for  “expert  opinion.”  Other  courts,  however,  per- 
mit the  plaintiff  to  examine  his  doctor-opponent  as 
freely  and  fully  as  he  could  any  other  qualified  wit- 
ness. 

The  latter  decisions  strike  us  as  the  more  en- 
lightened. That  the  defendant  is  an  “expert”  and 
that  the  particular  questions  asked  of  him  are  those 
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which  only  an  expert  can  answer,  seem  beside  the 
point.  It  is  at  least  arguable  that  the  doctor’s 
knowledge  of  the  proper  medical  practice  and  his 
possible  awareness  of  his  deviation  from  that  stand- 
ard in  the  particular  case  are,  in  a real  sense,  as  much 
matters  of  “fact”  as  are  the  diagnosis  and  exami- 
nation he  made,  or  the  treatment  upon  which  he 
settled.  More  importantly,  however,  by  allowing  the 
plaintiff  to  examine  the  defendant  doctor  with  re- 
gard to  the  standard  of  skill  and  care  ordinarily  ex- 
ercised by  physicians  in  the  community  under  like 
circumstances  and  with  regard  to  whether  his  con- 
duct conformed  thereto,  even  though  such  questions 
call  for  the  expression  of  an  expert  opinion,  the  courts 
do  no  more  than  conform  to  the  obvious  purpose 
underlying  the  adverse-party-witness  rule.  . . . 

If  a defendant  in  a malpractice  action  may  truth- 
fully testify  that  his  conduct  conformed  to  the 
standard  required,  his  case  is,  of  course,  substantially 
strengthened  and,  if  he  cannot  so  testify,  the  plain- 
tiff’s chances  of  recovery  are  unquestionably  in- 
creased. In  either  case,  the  objective  of  the  court  in 
doing  justice  is  achieved.  . . . 

In  short,  then,  a plaintiff  in  a malpractice  action  is 
entitled  to  call  the  defendant  doctor  to  the  stand  and 
question  him  both  as  to  his  factual  knowledge  of  the 
case  (that  is,  as  to  his  examination,  diagnosis,  treat- 
ment, and  the  like)  and,  if  he  be  so  qualified,  as  an 
expert  for  the  purpose  of  establishing  the  generally 
accepted  medical  practice  in  the  community.  While 
it  may  well  be  the  height  of  optimism  to  expect  that 
such  a plaintiff  will  gain  anything  by  being  able  to 
call  and  question  (as  an  expert)  the  very  doctor  he  is 
suing,  the  decision  whether  or  not  to  do  so  is  one 
which  rests  with  the  plaintiff  alone. 

Since  this  decision  came  down,  many  of  our 
opponents  have  called  our  doctor  to  the  stand 
in  an  effort  to  obtain  expert  testimony.  It  has 
proved  to  be  a very  dangerous  practice  and  has 
backfired  more  often  than  not. 

Another  very  interesting  case  involving  expert 
testimony  is  Gugliano  against  Levi  decided  by 
the  Appellate  Division,  Second  Department. 
There,  a doctor  had  reviewed  the  file  of  the 
defense  attorney,  and  rendered  an  expert  opinion 
which  was  critical  of  the  defendant’s  position. 
The  plaintiff’s  attorney,  who  had  somehow 
learned  of  the  contents  of  the  report,  called 
that  doctor  as  a witness  and  offered  in  evidence 
the  doctor’s  original  report  to  the  defense  at- 
torneys. The  court  ruled  that  the  plaintiff’s 
use  of  this  doctor  and  his  report  constituted  an 
improper  trial  tactic.  The  Court  said  in  part: 

It  enabled  plaintiff  to  turn  unfairly  to  his  ad- 
vantage the  opinion  of  an  expert  for  the  defense  who 
had  already  been  engaged  by  his  adversaries  and  had 
reported  to  them,  though  plaintiff  had  himself  lacked 
no  expert  testimony  in  proof  of  his  own  cause  of 
action.  It  permitted  plaintiff  indirectly  to  con- 
travene the  interdictions  contained  in  the  present 
practice  code  covering  discovery  procedures,  which 
absolutely  prohibit  the  utilization  of  an  attorney’s 
work  product  by  his  adversary  and  which  condi- 
tionally bar  his  use,  without  prior  leave  of  the  court, 
of  the  opinion  of  an  expert  who  had  been  retained  by 
an  opposing  party. 

The  Court  set  the  verdict  aside.  Careful 
note  should  be  made  of  the  last  part  of  this 
opinion  which  calls  attention  to  the  liberal 
practice  today  of  exchanging  reports  of  physical 
examinations  made  on  behalf  of  either  party. 
Very  often  a trial  will  go  on  for  a considerable 


period  of  time  and  will  result  in  a verdict  for  a 
doctor  or  a dentist  which  the  Appellate  Court 
will  set  aside  on  the  ground  of  a technical  error 
in  the  admission  of  proof.  Two  recent  in- 
stances of  this  are  worth  noting.  The  Appellate 
Division  of  the  Fourth  Department  in  the  case  of 
“D”  against  “R”  set  aside  a verdict  in  favor  of 
two  doctors.  The  majority  of  the  court  said: 

We  have  no  difficulty  in  finding  that  the  verdict,  in 
favor  of  the  defendant  doctors,  was  amply  supported 
by  the  evidence  and  were  it  not  for  errors  in  the  sub- 
mission of  these  causes  to  the  jury,  we  would  affirm 
this  portion  of  the  judgment. 

The  reason  the  verdict  was  set  aside  was  be- 
cause the  Judge  said: 

I just  concluded  as  a matter  of  law  that  whether 
or  not  the  nurses  had  done  something  that  was  right 
or  wrong,  negligent  or  not  negligent,  it  didn  t con- 
tribute to  this  condition.  . . . 

The  Appellate  majority  said: 

The  jurors  began  deliberation  with  the  very  last 
instructions  given  them  being  that  the  doctor  was  in 
charge  and  giving  the  orders  to  the  nurses.  The 
obvious  impression  was  that  the  doctors  could  be 
held  responsible  for  the  acts  of  the  nurses.  The 
Court,  however,  had  already  advised  the  Jury  that 
whatever  the  nurses  had  done  did  not,  as  a matter  of 
law,  contribute  to  the  condition  of  this  infant  plain- 
tiff. Thus  the  very  heart  of  the  plaintiff’s  claims 
against  the  doctors  was  effectively  cut  out.  . . . 
They  could  not  find  for  the  plaintiffs  since  the  Court 
said  there  was  no  causal  relation.  This  error  is  so 
substantial  as  to  also  require  a reversal  and  a new 
trial  as  to  the  defendant  doctors. 

The  presiding  justice  in  a dissenting  opinion 
said: 

The  majority  state  that  the  verdict  in  favor  of  the 
defendant  doctors  was  amply  supported  by  the 
evidence.  I go  further  and  say  that  the  verdict  was 
overwhelmingly  supported  by  the  evidence  and  that, 
had  the  jury  returned  a contrary  verdict,  it  could 
not  be  sustained.  Nevertheless,  the  majority  have 
reversed  the  determination  of  the  jury  in  this  long 
and  involved  case  upon  the  very  narrow  basis  of  two 
statements  made  by  the  trial  judge  after  his  main 
charge,  statements  by  the  way  to  which  no  exception 
was  taken;  so  that,  if  we  are  going  to  reverse  on  this 
very  narrow  ground,  we  must  do  so  in  the  interest 
of  justice.  Reversal  in  the  interest  of  justice  does  not 
lend  itself  to  this  case.  As  I have  indicated,  it  is  very 
doubtful  if  a verdict  against  the  doctors  could  stand 
for  many  reasons.  This  trial  occupied  12  court  days. 
It  was  long,  involved  and  complicated.  The  direct 
charge  concerning  the  duties  and  responsibilities  of 
the  doctors  was  correct.  The  remarks  upon  which 
reversal  is  grounded- — side  remarks,  by  the  way — 
were  not  directed  to  the  doctors’  responsibilities  but 
concerned  a previous  ruling  that  had  been  made  in 
favor  of  the  hospital.  In  any  event  they  were  not 
prejudicial. 

The  majority  have  gone  a long  way  in  selecting 
these  two  isolated  and  incidental  passages  to  reverse  a 
very  sensible  determination  by  the  jury,  completely 
in  accord  with  the  weight  of  evidence.  . . . 

It  is  nearly  impossible  to  try  a case  of  this  length 
and  complexity  with  freedom  from  error  and  mishap. 
A new  trial  should  not  be  ordered,  therefore,  except 
for  error  or  misconduct  both  substantial  and  prej- 
udicial. . . . 
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The  defendants  who  were  successful  before  the 
jury  should  not  be  required  to  undergo  another  trial. 

Of  course  a new  trial  involved  further  expense. 
Recently,  the  Fust  Department  of  the  Appellate 
Division  in  the  case  of  “M”  against  “R”  which 
involved  a dentist,  reversed  a verdict  in  the 
dentist’s  favor.  The  head  note  to  the  case 
reads  as  follows: 

In  an  action  against  a dentist  for  malpractice,  in 
which  the  plaintiff  alleged  that  the  defendant  lacked 
qualifications  for  the  procedure  he  undertook  to  per- 
form and  departed  from  accepted  practice,  with 
consequent  injury  to  the  plaintiff,  the  defendant,  in 
addition  to  denials,  sought  to  show  that  the  plaintiff 
failed  to  follow  instructions  as  to  oral  hygiene  and 
that  this  caused  or  contributed  to  any  condition 
from  which  she  might  be  suffering.  Although  the 
Appellate  Division  believes  that  a verdict  which  the 
jury  rendered  for  the  defendant  is  amply  warranted 
by  the  evidence,  the  judgment  entered  on  that  ver- 
dict is  reversed  because  of  an  erroneous  and  mis- 
leading instruction.  The  trial  court  charged  the  jury 
that  unless  the  plaintiff  satisfied  them  that  she  was 
free  of  contributory  negligence  she  had  no  right  of 
recovery  and  they  must  find  for  the  defendant.  The 
rule  thus  charged,  which  applies  in  an  ordinary 
negligence  action,  is  inapplicable  here.  A mal- 
practice action,  whose  gravamen  is  improper  pro- 
fessional treatment,  is  not  defeated  by  the  patient’s 
failure  to  follow  instructions.  If  a part  of  the  injury 
is  attributable  to  the  patient’s  failure  to  follow  in- 
structions the  damages  should  be  reduced  accord- 
ingly. 

I should  say  that  these  cases  in  addition  to  the 
substantial  verdicts  and  settlements  I have 
mentioned  above  call  attention  to  the  need  for 
the  doctor  being  protected  by  an  ample  policy 
of  insurance  in  a reputable  company.  I was 
amazed  recently  when  we  were  trying  a case  to 
learn  that  at  least  one  of  the  companies  which 
insures  a considerable  number  of  doctors  re- 
quired upwards  of  forty-five  days  to  pay  in  a 
case  where  they  agreed  to  settle.  This  is  due 
to  the  fact  that  some  of  the  funds  must  come 
from  abroad. 

I think  the  record  of  the  State  Malpractice 
Insurance  Group  Plan  is  a perfectly  splendid 
one.  The  carrier  is  very  fair  in  its  dealings  with 
the  defendant  doctors,  and  it  is  the  only  one  that 
agrees  that  a committee  composed  of  the  members 
of  the  State  Society  should  decide  which  doctor 
shall  not  be  covered.  The  decision  is  never  an 
arbitrary  one.  The  company  is  courteous  in  its 
dealings  with  opposing  attorneys  and  claimants, 
is  prompt  in  the  payment  of  its  obligations,  and 
does  an  efficient  job  in  the  investigation  and 
management  of  claims.  There  is  a further 
advantage  in  a case  where  all  doctors  are  in- 
sured with  the  State  Society  program  that 
controversy  between  doctors  is  held  to  a mini- 
mum. 

Lawyers  who  attended  the  recent  symposium 
on  malpractice  held  by  the  plaintiffs’  lawyers  in 
New  York  City  tell  me  that  at  their  seminar 
meetings  held  throughout  the  country  new 
theories  of  liability  are  being  pushed  and  much 
emphasis  is  being  laid  on  the  doctrine  of  in- 
formed consent.  I have  mentioned  in  past 
reports  cases  from  other  states  where  this 


theory  has  been  applied,  as  instances,  serious 
burns  resulting  from  cobalt  therapy  or  fractures 
from  shock  therapy.  These  cases  stress  that  if 
such  risks  are  inescapable,  they  should  be  ex- 
plained to  the  patient  or  a member  of  the 
family  beforehand.  There  is  now  a decision  of 
the  Appellate  Division  in  the  case  of  Di  Rosse  v. 
Wein,  on  this  subject.  Because  of  the  brevity 
of  the  decision,  I will  quote  it  in  its  entirety. 

In  a malpractice  action  against  a physician  to  re- 
cover damages  for  personal  injury  sustained  by  the 
plaintiff  wife,  and  for  medical  expenses  and  loss  of 
services  by  her  husband,  the  defendant  appeals  from  a 
judgment  of  the  Supreme  Court,  Kings  County 
entered  October  21,  1964,  after  trial,  upon  the  ver- 
dict of  a jury  in  favor  of  plaintiff.  Judgment  af- 
firmed, with  costs.  It  was  virtually  undisputed  that 
the  plaintiff  wife  was  caused  to  suffer  from  a condition 
known  as  exfoliative  dermatitis  as  a result  of  a series 
of  injections  by  defendant  of  a gold  compound  during 
the  course  of  treatment  for  rheumatoid  arthritis. 
It  also  appeared  that  the  medical  profession  recog- 
nized the  possibility  of  undesirable  reactions  in  the 
use  of  gold  therapy.  We  are  of  the  opinion  that,  under 
the  facts  and  circumstances  disclosed  by  this  record, 
including  the  fact  that  no  immediate  emergency 
existed,  defendant  was  obligated  to  make  a reason- 
able disclosure  to  his  patient  of  the  known  dangers 
which  were  incident  to  or  possible  in  the  proposed  use 
of  gold;  and  that  the  trial  court,  therefore,  did  not 
err  in  charging,  in  substance  that  defendant  could  be 
found  guilty  of  malpractice  if  he  failed  in  that  duty. 
We  are  also  of  the  opinion  that,  on  the  facts  pre- 
sented, the  court’s  participation  in  the  examination 
of  witnesses,  and  the  court’s  charge  were  not  prej- 
udicial to  defendant.  While  defendant  asserts  that 
evidence  on  the  question  of  the  failure  to  disclose 
possible  dangers  in  the  treatment  was  not  within  the 
allegations  of  the  pleadings,  there  was  no  objection 
to  the  evidence  on  that  ground  upon  the  trial. 

This  doctrine  can  be  carried  to  a ridiculous  ex- 
tent. If  a surgeon,  for  instance,  explained  to  a 
patient  before  operating  every  possible  complica- 
tion that  might  develop,  I think  that  the  patient 
would  be  afraid  to  submit  to  the  suggested 
operation,  but  there  is  a place  for  common 
sense  and  fail-  dealing  here.  A doctor  should 
not  assure  a patient  that  there  is  no  danger  or 
make  light  of  something  that  is  really  a complica- 
tion likely  to  occur  in  a considerable  number  of 
cases.  The  patient  should  be  informed  of  the 
fact  that  the  surgery  may  be  extensive  but  will 
be  necessary  to  afford  the  patient  the  best 
prognosis  under  the  circumstances.  A woman, 
for  instance,  should  never  have  a breast  or  her 
reproductive  organs  removed  without  being 
told  in  advance  that  there  is  a possibility  of  the 
same.  You  don’t  usually  get  into  this  problem 
of  informed  consent  where  there  has  been  fair 
dealing,  and  where  the  doctor  has  taken  some 
time  out  to  talk  the  patient’s  problem  over  with 
him.  However,  there  is  going  to  be  more  law 
written  on  this  subject  and  the  boundaries  for 
what  is  called  for  will  be  more  carefully  de- 
lineated in  the  near  future. 

A very  interesting  discussion  of  the  res  ipsa 
loquitur  rule  appeared  in  an  opinion  of  Judge  J. 
Irwin  Shapiro  in  the  case  of  Charlton  v.  Monte- 
fiore  Hospital,  et  al.  The  opinion  is  quite  long 
and  may  be  summarized  from  the  head  note 
which  reads  as  follows: 
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Physicians  and  surgeons — malpractice — by  show- 
ing drooping  eyelid  after  operation  for  removal  of 
growth  from  left  eye  but  without  medical  testimony 
as  to  relationship  between  drooping  eyelid  and 
surgery,  plaintiff  failed  to  establish  malpractice. 

The  Court  went  on  to  say: 

When  a surgeon  employed  by  a hospital  removed  a 
growth  over  the  nasal  cornea  of  plaintiff’s  left  eye, 
and  after  the  surgery,  it  was  discovered  that  plain- 
tiff had  a drooped  eyelid  (ptosis)  that  she  did  not 
have  before  the  surgery,  plaintiff,  by  not  calling  a 
medical  expert  to  testify  to  the  relationship  between 
her  operation  and  the  drooping  eyelid,  failed  to 
establish  negligent  malpractice  on  the  part  of  the 
surgeon  and  hospital.  Plaintiff  failed  to  establish 
that  there  had  been  a deviation  from  proper  surgical 
and  operative  methods.  The  mere  fact  of  an  unex- 
pected result  does  not  give  rise  to  a presumption  of 
negligence.  The  unexpected  injury  was  closely  con- 
nected with  the  area  of  the  operation  and  a layman 
would  not  ordinarily  have  knowledge  of  what  effect 
such  an  operation  might  have  upon  the  muscles  and 
nerves  of  the  eyelid  even  with  the  exercise  of  the 
greatest  surgical  skill.  . . . 

Injury  to  a patient  undergoing  medical  treatment 
raises  no  inference,  from  the  mere  fact  of  injury,  as  to 
whether  it  was  traumatic  or  nontraumatic  unless  the 
surrounding  facts  and  circumstances  clearly  warrant 
the  drawing  of  such  an  inference.  It  is  in  those  rare 
cases  “where  the  matters  are  within  the  experience 
and  observation  of  the  ordinary  jurymen  from  which 
they  may  draw  their  own  conclusions  and  the  facts 
are  of  such  a nature  as  to  require  no  special  knowledge 
or  skill”  that  expert  medical  testimony  is  not  neces- 
sary for  a plaintiff  to  make  out  a prima  facie  case. 
When  “the  very  nature  of  the  acts  complained  of 
bespeaks  improper  treatment  and  malpractice” 
then  the  defendant  is  under  the  necessity  of  going 
forward  with  evidence  to  justify  his  treatment.  . . . 

The  court  is  therefore  constrained  to  conclude, 
although  finding  all  of  the  facts  in  favor  of  the  plain- 
tiff, that  as  a matter  of  law  she  has  failed  to  make  out 
a case.  Judgment  is  therefore  directed  in  favor  of  the 
defendant,  dismissing  the  plaintiff’s  complaint  as  a 
matter  of  law. 

Judge  Shapiro  in  this  case  referred  to  the 
McDermott  case  which  I have  mentioned  above 
where  the  Court  of  Appeals  said:  “A  plaintiff  in 
a malpractice  action  is  entitled  to  call  the  de- 
fendant doctor  to  the  stand  and  question  him 
both  as  to  his  factual  knowledge  of  the  case 
(that  is,  as  to  his  examination,  diagnosis,  treat- 
ment, and  the  like)  and,  if  he  be  so  qualified,  as 
an  expert  for  the  purpose  of  establishing  the 
generally  accepted  medical  practice  in  the  com- 
munity.” Judge  Shapiro  went  on  to  say: 
“The  McDermott  case,  while  dealing  only  with 
the  right  to  call  a defendant  doctor  to  the  stand 
and  the  nature  and  scope  of  his  examination, 
makes  it  obvious  that  he  could  also  be  examined 
to  the  same  extent  in  an  examination  before 
trial.” 

We  have  received  a considerable  number  of 
uninsured  cases  in  this  office,  and  it  is  a great 
boon  to  a member  of  the  Medical  Society  of  the 
State  of  New  York  that  he  receives  free  defense 
in  such  a case.  Of  course  any  verdict  or  settle- 
ment must  be  paid  by  the  doctor,  and  several 
doctors  have  learned  that  even  when  the  case  is 
successfully  terminated  they  have  sustained 
bills  of  several  hundred  dollars  for  costs  such  as 


Xeroxing  records,  stenographic  minutes  of  an 
examination  before  trial  and  trial,  subpoena  fees, 
and  travel  expenses  of  witnesses.  In  the  case 
that  was  settled  for  $175,000,  for  instance,  the 
judge  insisted  that  we  order  daily  copy  of  the 
stenographer’s  minutes.  This,  even  with  a 
claimed  reduction  in  rate,  cost  $1.25  a page  for 
each  defendant,  and  the  total  bill  was  $1,050. 

One  of  the  petty  annoyances  we  have  run 
into  lately  is  the  practice  some  hospitals  have 
of  charging  exorbitant  rates  for  copies  of  their 
records.  One  institution  wanted  $1.00  a page 
for  what  turned  out  to  be  a very  poor  copy. 
Most  hospitals  cooperate  and  charge  a much 
lower  rate,  but  an  attorney  told  me  recently 
that  he  was  so  tired  of  being  fleeced  that  he  had 
successfully  prevailed  on  a court  to  make  thf 
hospital  send  the  record  to  an  outside  duplicating 
firm  at  a rate  that  was  compatible  with  his 
client’s  pocketbook. 

All  that  I have  said  about  these  claims  and 
cases  should  lead  a doctor  periodically  to  review 
his  malpractice  coverage.  I hope  that  a predic- 
tion made  in  Medical  Economics  recently  is  not 
true  that  the  outlook  for  the  next  few  years  is  so 
critical  that  malpractice  rates  will  have  to 
double. 

Acknowledgments.  I think  the  Medical 
Society  of  the  State  of  New  York  owes  much 
to  James  Arnold  and  Frank  Appleton  of  H.  F. 
Wanvig,  Inc.,  and  then-  loyal  staff  who  so  suc- 
cessfully manage  the  State  Society  program  and 
do  an  enormous  amount  of  work  in  the  initial 
management  of  the  claims  and  cases. 

There  is  no  unit  of  the  Medical  Society  of  the 
State  of  New  York  that  operates  with  greater 
efficiency  than  the  Malpractice  Insurance  and 
Defense  Board  currently  chaired  by  Raymond 
S.  McKeeby,  M.D.  They  have  acquired  over 
the  years,  even  though  there  is  some  rotation  of 
membership,  an  expertise  in  the  management  of 
the  perplexing  problems  that  arise.  They 
spend  many  hours  considering  the  applications 
for  change  of  classification  and  interviewing  the 
doctors  who  have  had  a heavy  or  special  type  of 
loss  experience.  They  represent  various 
specialties,  and  their  combined  knowledge 
makes  for  a fine  background  of  discussion. 
They  have  a great  deal  of  homework  to  do,  and 
they  have  been  very  patient  and  helpful  with  all 
of  us. 

Mr.  John  Linster,  the  vice-president  of  the 
Claim  Department  of  the  Employers  Mutuals 
of  Wausau,  which  carries  the  State  Society 
program,  has  been  of  inestimable  help  to  me. 
He  has  an  independent  and  valuable  viewpoint 
based  on  his  long  experience,  and  is  interested  in 
standing  up  for  the  position  of  any  doctor  who 
is  unjustly  accused  in  any  of  these  cases,  and 
yet  is  interested  in  exercising  fair  consideration 
in  the  problems  of  settlement  which  arise. 

The  New  York  City  staff,  including  Marvin 
Marx,  Carl  Rogge,  Wesley  Hanner,  Myron 
Gordon,  Edward  Zoeller,  their  legal  staff  and 
investigators,  are  working  with  us  every  day 
of  the  week.  They  are  all  very  kind  to  me  and 
to  the  medical  profession,  and  I beseech  the 
cooperation  of  the  medical  profession  so  that 
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the  time  of  these  people  may  be  put  to  the  best 
possible  use.  Upstate  the  fine  work  is  carried 
on  by  Emil  Lester  of  Buffalo,  James  Soderborg 
of  Rochester,  and  Charles  Bollman  of  Syracuse. 
As  I said  last  year  I could  quote  from  scores  of 
letters  we  receive  from  doctors  that  praise  the 
services  rendered  by  the  company  representa- 
tives. 

To  the  staff  of  the  Medical  Society  of  the 
State  of  New  York,  and  particularly  to  Henry 


Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 


follows: 

John  F.  Kelley,  M.D.,  Chairman Oneida 

Edward  T.  Wentworth,  M.D Monroe 

Gerald  D.  Dorman,  M.D New  York 

A.  W.  Martin  Marino,  M.D Kings 

William  P.  Reed,  M.D Westchester 


In  accordance  with  the  requirements  of  Sec- 
tion 1,  Chapter  VI  of  the  Bylaws,  the  Judicial 
Council  held  an  organizational  meeting  on 
February  18,  1965,  immediately  at  the  close  of 
the  Annual  Meeting  of  the  Society  in  New  York 
City.  John  F.  Kelley,  M.D.,  was  elected  chair- 
man. 

Walter  T.  Heldmann,  M.D.,  secretary; 
William  F.  Martin,  Esq.,  legal  counsel,  and 
J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president,  also  attended  the  meeting. 

On  April  21,  1965,  the  Judicial  Council  heard 
an  appeal  by  an  osteopathic  physician  from  a 
decision  dated  December  23,  1964,  of  the 
Medical  Society  of  the  County  of  Queens, 
pursuant  to  Section  4,  Chapter  VI  of  the  By- 
laws of  the  State  Society,  which  rejected  his 
application  for  membership  in  the  said  com- 
ponent county  society  on  the  ground  that  he 
did  not  meet  the  qualifications  for  membership 
specified  in  the  county  medical  society’s  con- 
stitution. 

The  osteopathic  physician  in  question  had 
received  the  degree  of  doctor  of  osteopathy  on 
June  3,  1960,  from  the  Kansas  City  College  of 
Osteopathy  and  Surgery  and  the  degree  of 


I.  Fineberg,  M.D.,  the  executive  vice-president, 
and  his  assistant,  J.  Richard  Bums,  Esq.,  and  to 
William  Hammond,  M.D.,  and  Miss  Alvina 
Rich  Lewis  of  the  New  York  State  Journal  of 
Medicine,  I wish  to  express  my  appreciation  for 
the  constant  help  and  courtesy  they  have  ex- 
tended to  this  office. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counse 


doctor  of  medicine  from  the  California  College 
of  Medicine  in  June,  1962.  He  was  licensed  to 
practice  medicine  in  New  York  State  by  the 
State  Education  Department  on  February  15, 
1964. 

In  February,  1964,  the  Medical  Society  of  the 
County  of  Queens  by  its  Comitia  Minora  had 
adopted  the  following  amendment  to  Article 
III,  Section  2 of  its  constitution: 

“Active  members  shall  be  doctors  of  med- 
icine, licensed  to  practice  in  the  State  of  New 
York,  who  have  received  the  degree  of  doctor 
of  medicine  as  a result  of  completion  at  a 
college  of  medicine  of  a course  of  not  less 
than  four  academic  years  of  eight  months 
each;  they  shall  be  of  good  moral  and  pro- 
fessional medical  character  and  reside  or 
practice  in  the  county  of  Queens.  By  virtue 
of  their  membership  in  the  County  Medical 
Society  they  shall  be  members  of  the  State 
Society.  Only  active  members  shall  have 
the  right  to  run  for  or  hold  office.  For  pur- 
poses of  this  section,  a college  of  osteopathy 
shall  not  be  considered  a college  of  medicine.” 
The  Judicial  Council,  after  hearing  extensive 
oral  argument  by  the  respective  counsel  for 
the  appellant  and  the  county  medical  society,  and 
after  questioning  the  physician  involved,  voted 
to  affirm  the  decision  of  the  Medical  Society  of 
the  County  of  Queens. 

Respectfully  submitted, 

John  F.  Kelley,  M.D.,  Chairman 
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Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 
Constitution  and  Bylaws  are: 

Solomon  Schussheim,  M.D.,  Chairman 


Kings 

Marvin  Brown,  M.D Oswego 

William  P.  Reed,  M.D Westchester 


William  F.  Martin,  Esq.,  ex  officio  New  York 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio.... Erie 
Suggested  changes  or  revisions  of  the  bylaws 
of  eight  county  medical  societies  have  been  re- 
viewed by  the  committee  and  presented  to  the 
Council  for  action. 

The  medical  societies  of  the  counties  of 
Dutchess,  Schenectady,  Tompkins,  and  Wayne 
submitted  changes  or  revisions  which  included 
the  membership  requirement  recommended 
by  the  Council  in  June,  1964.  The  Council 
voted  in  September  to  postpone  action  on  these 
proposed  requirements.  Any  action  taken  be- 
tween now  and  the  end  of  the  year  will  be  made 
the  subject  of  a supplementary  report.  It  should 
be  noted  that  identical  membership  provisions  in 


Osteopathy 

7 o the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  on  Osteopathy  con- 
sists of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


John  H.  Carter,  M.D Albany 

George  J.  Lawrence,  Jr.,  M.D Queens 

C.  Stewart  Wallace,  M.D Tompkins 


In  response  to  a letter  from  the  New  York 
State  Osteopathic  Society,  designating  repre- 
sentatives on  a “conference  committee,”  the 
Council,  on  June  18,  1965,  authorized  the  ad  hoc 
committee  to  meet  with  these  representatives. 

The  Osteopathic  Society  representatives  were 
Max  L.  Kamen,  D.O.,  of  Brooklyn,  Philip  B. 


the  bylaws  of  the  medical  societies  of  the  coun- 
ties of  Queens,  Schoharie,  and  Nassau  were  ap- 
proved by  the  Council  during  the  year  1964- 
1965. 

Proposed  changes,  other  than  those  which 
would  have  made  explicit  the  requirement  that 
members  shall  have  attended  a medical  school 
for  four  years,  were  approved  by  the  Council 
this  year  as  follows:  February — Monroe 

County;  March — Dutchess  County;  April — - 
Broome  County;  June — Erie  County;  Septem- 
ber— Dutchess,  Monroe,  New  York,  Schenec- 
tady, and  Tompkins  counties. 

In  September,  1964,  the  Council  referred  to 
the  Ad  Hoc  Committee  on  Osteopathy  a pro- 
posed change  in  the  bylaws  of  the  Medical  So- 
ciety of  the  County  of  Suffolk  to  the  effect  that 
osteopaths  shall  not  be  eligible  for  membership. 
Should  this  again  be  referred  to  the  Council 
Committee  on  Constitution  and  Bylaws,  it  will 
be  included  in  our  supplementary  report. 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 


Greenman,  D.O.,  of  Kenmore,  William  O.  Kings- 
bury, D.O.,  of  New  York  City,  C.  Fred  Peck- 
ham,  D.O.,  of  Oswego,  W.  Kenneth  Riland, 
D.O.,  of  New  York  City,  and  Ben  C.  Scharf, 
D.O.,  of  Seaford. 

A meeting  of  our  committee  with  the  Osteo- 
pathic Society  representatives  was  held  on 
August  26,  1965.  The  matters  discussed  and 
conclusions  reached  at  the  meeting  are  included 
in  the  report  of  the  executive  vice-president, 
under  the  heading  “Medicine  and  Osteopathy.” 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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New  York  State  Delegation  to  the  American  Medical  Association 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  delegation  met  in  New 
York  City  on  the  afternoon  of  Thursday,  May 
20,  1965. 

Also,  they  participated  in  (1)  the  114th  annual 
convention  of  the  American  Medical  Associa- 
tion, in  New  York  City,  June  20-24,  where  they 
attended  the  meetings  of  the  House  of  Dele- 
gates; (2)  a special  convention  of  the  House  of 
Delegates  of  the  American  Medical  Association 
in  Chicago,  October  2-3. 

Meeting  of  the  Delegation 

A conference  was  held  at  the  office  of  the 
Society  on  May  20,  1965,  for  the  purpose  of  dis- 
cussing our  “thinking”  and  policies  for  the  June 
meeting  of  the  A.M.A.  House  of  Delegates. 

Present  were  the  following: 

Delegates — Philip  D.  Allen,  M.D.,  Renato  J. 
Azzari,  M.D.,  George  A.  Burgin,  M.D.,  Henry 
I.  Fineberg,  M.D.,  John  M.  Galbraith,  M.D., 
Thurman  B.  Givan,  M.D.,  Carl  Goldmark,  Jr., 
M.D.,  James  Greenough,  M.D.,  Milton  Hel- 
pern,  M.D.,  Edward  C.  Hughes,  M.D.,  John  F. 
Kelley,  M.D.,  Joseph  A.  Lane,  M.D.,  Warren  A. 
Lapp,  M.D.,  George  J.  Lawrence,  Jr.,  M.D., 
Norman  S.  Moore,  M.D.,  Bernard  J.  Pisani, 
M.D.,  William  B.  Rawls,  M.D.,  Solomon 
Schussheim,  M.D.,  John  L.  Sengstack,  M.D., 
Carlton  E.  Wertz,  M.D.,  William  L.  Wheeler, 
Jr.,  M.D.,  Waring  Willis,  M.D.,  Ezra  A.  Wolff, 
M.D.,  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Alternate  Delegates — Charles  R.  Mathews, 
M.D.,  and  Irving  M.  Pallin,  M.D. 

By  Invitation — Maus  W.  Stearns,  Jr.,  M.D., 
Samuel  Z.  Freedman,  M.D.,  Doris  K.  Dough- 
erty, J.  Richard  Burns,  Guy  D.  Beaumont,  and 
George  W.  Forrest,  Jr. 

Excused — James  M.  Blake,  M.D.,  Leo  E. 
Gibson,  M.D.,  John  C.  McClintock,  M.D.,  and 
Walter  T.  Heldmann,  M.D. 

The  reports  of  the  clinical  convention  in 
Miami  Beach,  November  29-December  2, 
1965  (as  mailed  to  the  delegation)  and  the  special 
convention  of  the  House  of  Delegates  in  Chi- 
cago, February  6-7,  1965  (as  presented  to  our 
House  of  Delegates)  were  approved. 

The  chairman  announced  that  the  A.M.A. 
House  of  Delegates  would  open  on  Sunday  after- 
noon. At  6:00  p.m.,  Saturday,  additional  re- 
ports and  resolutions,  which  may  have  come  in 
since  the  Delegates  Handbook  went  to  press, 
would  be  available. 

The  chairman  reviewed  certain  communica- 
tions regarding  the  annual  convention: 

(1)  A notice  of  the  meeting  transmitted  to 
all  New  York  delegates  by  the  chairman,  en- 
closing hotel  reservation  forms; 

(2)  A communication  from  Leo  E.  Brown, 

[containing  the  schedule  of  the  House  of  Dele- 
gates and  an  appeal  to  send  in  all  resolutions  as 
soon  as  possible,  so  that  they  would  be  printed 
in  the  Delegates  Handbook,  which  was  scheduled 
for  mailing  on  June  1;  and 


(3)  A letter  from  Robert  A.  Enlow,  of  the 
A.M.A.,  pointing  out  that,  since  New  York  has 
25,181  active  members,  it  is  entitled  to  26  dele- 
gates. 

The  chairman  distributed  the  credential  cards 
to  the  delegates.  He  reported  that,  due  to  ill- 
ness, Leo  E.  Gibson  would  be  unable  to  attend 
the  convention.  Solomon  Schussheim,  M.D., 
in  the  1964-1965  category,  would  replace  Dr. 
Gibson;  and  Irving  Pallin,  M.D.,  would  be- 
come the  first  alternate  in  that  class. 

Hospitality  Suite.  In  the  absence  of  Dr. 
McClintock,  the  chairman  discussed  the  ar- 
rangements for  the  hospitality  suite.  Dr. 
Kelley  was  appointed  acting  chairman.  It  was 
announced  that  the  other  members  of  the  com- 
mittee were  Drs.  Galbraith,  Blake,  and  Lapp. 

It  was  pointed  out  that  the  Presidential 
Suite,  on  the  21st  floor  of  the  Americana,  would 
be  the  headquarters  of  the  delegation.  The 
suite  would  be  open  to  visitors  on  Tuesday  and 
Wednesday,  from  12:00  noon  to  2:00  p.m. 
and  from  5:00  p.m.  to  7:00  p.m.,  and  on  Thurs- 
day, from  12:00  noon  to  2:00  p.m. 

It  was  agreed  that  the  wives  of  the  delegates 
again  would  act  as  hostesses.  Souvenirs  would 
be  distributed. 

It  was  decided  that  the  delegation  would  meet 
on  Sunday  evening,  at  which  time  there  would 
be  a buffet  to  which  the  wives  would  be  invited. 
This  would  be  followed  by  a business  meeting. 
Also,  there  would  be  three  breakfast  conferences 
on  Tuesday,  Wednesday,  and  Thursday  morn- 
ings. 

Reference  Committee  Appointments. 

These  reference  committee  appointments  (by 
the  Speaker  of  the  A.M.A.  House  of  Delegates) 
were  announced,  as  follows: 

Amendments  to  Constitution  and  Bylaws — 
John  F.  Kelley,  M.D.;  Insurance  and  Medical 
Service- — James  M.  Blake,  M.D.;  Medical 
Education — Norman  S.  Moore,  M.D.,  chair- 
man; Miscellaneous  Business — George  A.  Bur- 
gin,  M.D.;  Reports  of  Officers — Waring  Willis, 
M.D.;  Rules  and  Order  of  Business — Frederick 
A.  Wurzbach,  Jr.,  M.D.;  Tellers — John  L. 
Sengstack,  M.D. 

Assignments  to  Reference  Committee 
Meetings.  The  following  delegates  were  as- 
signed to  represent  New  York  at  reference  com- 
mittee meetings: 

Amendments  to  Constitution  and  Bylaws — 
Joseph  A.  Lane,  M.D.;  Insurance  and  Medical 
Service — Carlton  E.  Wertz,  M.D.;  Legislation 
and  Public  Relations — George  J.  Lawrence, 
Jr.,  M.D.;  Medical  Education — James  Green- 
ough, M.D.,  Bernard  J.  Pisani,  M.D.,  and  Wil- 
liam B.  Rawls,  M.D.;  Medical  Military  Af- 
fairs— Warren  A.  Lapp,  M.D.;  Miscellaneous 
Business — Philip  D.  Allen,  M.D.;  Public 
Health  and  Occupational  Health — Carl  Gold- 
mark,  Jr.,  M.D.;  Reports  of  Board  of  Trustees 
— Frederick  A.  Wurzbach,  Jr.,  M.D.;  Reports 
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of  Officers — Solomon  Schussheim,  M.D.;  Sec- 
tion and  Section  Work — Maus  W.  Stearns,  Jr., 
M.D. 

Resolutions.  It  was  reported  that  the  fol- 
lowing resolutions  would  be  presented  to  the 
A.M.A.  House  of  Delegates: 

1.  “Policy  Statement  on  Narcotic  Addic- 
tion,” to  be  introduced  by  Philip  D.  Allen, 
M.D. 

2.  “Formation  of  an  American  Board  of 
Family  Practice,”  to  be  introduced  by  John  L. 
Sengstack,  M.D. 

3.  “Grants  for  Part-time  Courses  for  Clini- 
cal  Physicians,”  to  be  introduced  by  Warren  A. 
Lapp,  M.D. 

4.  “Appointment  of  Advisory  Groups  (phy- 
sicians representing  medical  practice  in  the  com- 
munity) to  Federal  Medical  Care  Treatment 
Programs,”  to  be  introduced  by  Milton  Hel- 
pem,  M.D. 

Events.  The  chairman  distributed  a tenta- 
tive list  of  meetings  and  activities  which  would 
take  place  prior  and  during  the  annual  conven- 
tion. 

It  was  pointed  out  that  William  L.  Wheeler, 
Jr.,  M.D.,  will  be  the  chairman  of  the  local  com- 
mittee on  arrangements.  The  preparations  for 
the  delegates’  dinner  were  discussed.  Tickets 
would  be  $15  each.  There  would  be  a recep- 
tion, followed  by  a fine  dinner  and  some  form  of 
entertainment.  Attempts  would  be  made  to 
have  a New  York  couple  at  each  table  to  act  as 
host  and  hostess. 

The  chairman  informed  the  delegation  that, 
in  accordance  with  its  wishes,  on  February  21 
he  transmitted  a letter  to  each  A.M.A.  dele- 
gate, indicating  New  York’s  intention  to  nomi- 
nate Gerald  D.  Dorman,  M.D.,  to  succeed  him- 
self as  trustee  for  a term  of  three  years.  Letters 
of  support  of  this  candidacy  have  been  received 
from  all  parts  of  the  country.  On  motion  duly 
made  and  seconded,  it  was  voted  to  approve, 
for  the  record,  Dr.  Dorman’s  nomination  for 
trustee.  It  was  agreed  that  Dr.  Fineberg  would 
nominate  him. 

“Political  Picture.”  The  chairman  re- 
ported that  the  following  candidates  for  elec- 
tion to  office  have  been  mentioned: 

for  president-elect — Durwood  G.  Hall,  M.D., 
of  Missouri;  Charles  L.  Hudson,  M.D.,  of 
Ohio;  Willard  A.  Wright,  M.D.,  of  North 
Dakota;  and  Irvin  Hendryson,  M.D.,  of 
Colorado. 

for  vice-president — W.  Andrew  Bunten, 
M.D.,  of  Wyoming.  We  have  been  asked  to 
second  this  nomination. 

for  trustee — Lester  B.  Bibler,  M.D.,  of 
Indiana;  J.  B.  Copeland,  M.D.,  of  Texas,  and 
Otis  Simenstead,  M.D.,  of  Wisconsin. 

for  the  Council  on  Medical  Service — Drew  M. 
Peterson,  M.D.,  of  Utah,  and  Charles  A.  Hoff- 
man, M.D.,  of  West  Virginia. 

The  chairman  announced  that  no  definite 
determinations  would  be  made  at  this  time. 

The  chairman  reported  that  he  had  written 
to  James  Z.  Appel,  M.D.,  president-elect,  re- 


garding consideration  of  Renato  J.  Azzari, 
M.D.,  for  nomination  to  the  Judicial  Council. 
There  has  been  no  reply.  The  chairman  was  in- 
structed to  telephone  the  president-elect  about 
this  matter. 

Resolution.  After  considerable  delibera- 
tion, it  was  voted  that  we  present  the  following 
resolution  to  the  A.M.A.  House  of  Delegates: 
Whereas,  The  members  of  the  Medical 
Society  of  the  State  of  New  York,  as  physi- 
cians, firmly  believe  that  there  is  no  basis  in 
medical  science  or  in  any  other  field  for  dis- 
crimination because  of  race,  religion,  or  place 
of  national  origin;  and 

Whereas,  The  members  of  the  Medical 
Society  of  the  State  of  New  York  have  in  the 
past  decried  such  discrimination;  and 

Whereas,  It  is  apparent  that  such  dis- 
crimination continues  to  exist  within  the 
United  States;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  continue  to  be  unalter- 
ably opposed  to  any  discrimination  in  the 
field  of  medicine  because  of  race,  creed,  color, 
or  national  origin,  whether  in  patient  care, 
physician  opportunity,  or  professional  organi- 
zation; and  be  it  further 

Resolved,  That  the  American  Medical  As- 
sociation be  urged  to  use  all  its  influence  to 
end  discriminatory  racial  exclusion  policies  by 
some  county  medical  societies  as  contrary  to 
the  law  of  the  land  and  the  ethics  of  our  pro- 
fession; and  be  it  further 

Resolved,  That  until  such  racial  exclusion 
policies  are  ended,  the  American  Medical 
Association  establish  acceptable  standards 
and  procedures  for  admitting  to  direct  mem- 
bership in  the  A.M.A.  those  physicians  who 
have  thus  been  denied  county  medical  society 
membership  and  thereby  are  unable  to  join 
certain  hospital  staffs  or  specialty  organiza- 
tions requiring  A.M.A.  membership. 

Dr.  McClintock’s  request  that  he  be  per- 
mitted to  introduce,  on  his  own,  a resolution 
calling  for  the  establishment  of  cancer  registries 
in  the  hospitals  was  approved. 

Dr.  Wertz,  vice-president  of  the  American 
Medical  Association,  expressed  his  thoughts  on 
several  matters  which  were  of  concern  to  him — 
the  actions  of  the  American  Hospital  Associa- 
tion and  Blue  Cross,  the  DeBakey  Report,  the 
Folsom  Report,  the  Chamber  of  Commerce 
meeting  in  Washington,  and  the  A.M.A.’s 
disability  program. 

A.M.A.  Annual  Meeting 

The  114th  annual  convention  of  the  Ameri- 
can Medical  Association  was  held  in  New  York 
City,  June  20  to  24,  1965.  The  House  of  Dele- 
gates and/or  the  reference  committees  met  on 
each  of  these  days  at  the  Americana. 

The  following  members  of  our  Society  and 
staff  attended  our  conferences: 

Delegates — Philip  D.  Allen,  M.D.,  Renato  J. 
Azzari,  M.D.,  James  M.  Blake,  M.D.,  George 
A.  Burgin,  M.D.,  Henry  I.  Fineberg,  M.D., 
John  M.  Galbraith,  M.D.,  Thurman  B.  Givan, 
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M.D.,  Carl  Goldmark,  Jr.,  M.D.,  James  Green- 
ough,  M.D.,  Milton  Helpern,  M.D.,  Edward  C. 
Hughes,  M.D.,  John  F.  Kelley,  M.D.,  Joseph 
A.  Lane,  M.D.,  Warren  A.  Lapp,  M.D.,  George 
J.  Lawrence,  Jr.,  M.D.,  John  C.  McClintock, 
M.D.,  Norman  S.  Moore,  M.D.,  Bernard  J. 
Pisani,  M.D.,  William  B.  Rawls,  M.D.,  Solo- 
mon Schussheim,  M.D.,  John  L.  Sengstack, 
M.D.,  Carlton  E.  Wertz,  M.D.,  William  L. 
Wheeler,  Jr.,  M.D.,  Waring  Willis,  M.D., 
Ezra  A.  Wolff,  M.D.,  Frederick  A.  Wurzbach, 
Jr.,  M.D. 

Alternate  Delegates — Charles  R.  Mathews, 
M.D.,  and  Irving  M.  Pallin,  M.D. 

Others — Maus  W.  Stearns,  Jr.,  M.D.,  Walter 
T.  Heldmann,  M.D.,  Gerald  D.  Dorman,  M.D., 
William  Hammond,  M.D.,  J.  Richard  Burns, 
Guy  D.  Beaumont,  Doris  K.  Dougherty, 
George  W.  Forrest,  Jr.,  Donald  M.  Irish,  Mon- 
roe County,  Michael  McManus,  Broome 
County,  Boyden  Roseberry,  Westchester 
County,  Richard  Treccase,  Erie  County. 

The  delegation  convened  on  the  evening  of 
Sunday,  June  20;  breakfast  meetings  were 
held  on  June  22  and  23;  an  “emergency” 
luncheon  conference  took  place  on  June  23. 

The  chairman  reported  that  he  had  visited 
Leo  E.  Gibson,  M.D.,  in  Syracuse.  He  was  up 
and  about  and  on  the  way  to  recovery.  It  was 
voted  that  a telegram  be  sent  to  him.  (Later, 
this  was  done.) 

The  minutes  of  the  meeting  of  the  delegation 
held  on  May  20,  in  New  York  City,  were  ap- 
proved. 

Hospitality  Committee.  Dr.  McClintock, 
chairman,  stated  that  the  New  York  delega- 
tion’s hospitality  suite  would  officially  be  open 
in  accordance  with  the  schedule  determined  at 
the  meeting  of  the  delegation  on  May  20. 

It  was  announced  that  card  invitations  had 
been  distributed,  and  also  that,  as  heretofore, 
the  delegates’  wives  would  act  as  hostesses  and 
would  “pin  roses  on  visitors.” 

The  reference  committee  appointments  by 
the  Speaker  of  the  House  of  Delegates  of  the 
A.M.A.  and  our  assignments  to  reference  com- 
mittee meetings  were  reviewed.  There  were 
no  changes  from  those  specified  at  the  May 
meeting. 

Resolutions.  At  the  first  meeting  of  our 
delegation,  74  resolutions  were  read  and  evalu- 
ated. Preliminary  decisions  were  reached  as 
to  what  the  actions  of  our  delegation  would  be. 

New  York  Resolutions.  On  behalf  of  the 
State  Society,  we  presented  five  resolutions,  in 
accordance  with  the  decisions  reached  in  May. 

The  resolution  concerned  with  the  elimination 
of  discriminatory  practices  by  county  medical 
societies  was  introduced  by  Dr.  Wheeler. 

Actions  on  New  York  Resolutions.  Nar- 
cotics: This  resolution  received  commenda- 

tion. It  was  referred  to  the  A.M.A.  Board  of 
Trustees  to  “take  such  action  as  will  assure  a 
medically  dynamic  A.M.A.  stand  on  narcotic 
addiction  within  a reasonable  period  of  time.” 


Formation  of  American  Board  of  Family 
Practice:  There  were  several  similar  resolu- 

tions, which  were  referred  to  the  Council  on 
Medical  Education. 

Grants:  This  was  not  approved.  It  was  de- 

clared that  it  is  against  the  policy  of  the  A.M.A. 

Appointment  of  Advisory  Groups  to  Federal 
Medical  Care  Treatment  Programs:  The  follow- 
ing was  approved: 

Resolved , That  the  A.M.A.  seek  the  provi- 
sion for  and  the  appointment  of  representa- 
tive physicians  as  advisory  committees  in  all 
Federal  programs  which  relate  to  health  care; 
and  be  it  further 

Resolved,  That  the  state  medical  societies 
are  urged  to  similarly  work  toward  establish- 
ment of  medical  advisory  committees,  com- 
posed of  representative  practicing  phy- 
sicians in  the  state  or  the  community,  to 
guide  and  advise  state  and  local  health  care 
programs. 

Discrimination:  The  following  decision  of 

the  reference  committee  was  approved,  in 
lieu  of  40  (New  York  resolution): 

“That,  within  the  framework  of  its  con- 
stitution and  bylaws,  the  A.M.A.  continue 
to  use  all  of  its  influence  to  end  discrimina- 
tory racial  exclusion  policies  or  practices  by 
any  medical  societies  which  permit  such 
policies  or  practices  to  exist.” 

“Political  Front.”  A number  of  candidates 
running  for  office  appeared  at  some  of  our 
meetings  and  presented  their  “cases”  to  us. 

Naturally,  the  chairman  nominated  Gerald 
Dorman  for  re-election  to  the  position  of  trustee. 
There  was  no  opposition. 

Every  candidate  whom  we  supported  was 
successful.  It  can  be  said  truthfully  that  we 
cast  the  deciding  votes  in  those  battles  in  which 
there  were  more  than  one  contestant.  With- 
out a doubt,  the  unit  vote  represents  much  of 
the  “strength”  of  New  York. 

As  was  expected,  the  most  controversial 
issues  at  the  convention  were  concerned  with 
nonparticipation  under  any  so-called  Medicare 
law  and  the  DeBakey  Commission  report. 
It  was  definitely  decided  that  New  York  would 
not  support  nonparticipation. 

A.M.A.  Report.  Following  is  “Bing”  Blas- 
ingame’s  (executive  vice-president  of  the 
A.M.A.)  “usual”  report  on  actions  of  the 
House  of  Delegates.  This  is  a very  fine  summary 
of  what  took  place  in  New  York  City: 

New  York,  June  24 — Federal  health  care  legislation, 
the  report  of  the  President’s  Commission  on  Heart 
Disease,  Cancer,  and  Stroke,  the  Gundersen  Committee 
report  on  organization  of  the  House  of  Delegates,  and 
a plan  for  a new  method  of  establishing  A.M.A.  scien- 
tific sections  were  among  the  major  subjects  acted  on  by 
the  House  of  Delegates  at  the  American  Medical  As- 
sociation’s 114th  Annual  Convention  held  June  20  to 
24  in  New  York  City. 

Charles  L.  Hudson,  M.D.,  of  Cleveland,  Ohio,  a 
member  of  the  A.M.A.  board  of  trustees  since  1961,  was 
named  president-elect  of  the  Association.  He  will 
take  office  as  the  121st  A.M.A.  president  in  June, 
1966,  succeeding  James  Z.  Appel,  M.D.,  of  Lancaster, 
Pennsylvania,  who  was  inaugurated  at  the  Sunday 
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opening  session  of  the  House  at  the  New  York  conven- 
tion. 

The  1965  A.M.A.  Distinguished  Service  Award  was 
won  by  Tinsley  R.  Harrison,  M.D.,  of  Birmingham, 
Alabama,  for  his  outstanding  work  in  the  field  of 
cardiovascular  diseases. 

Final  registration  figures  reached  a grand  total  of 
64,517,  including  24,268  physicians,  the  largest  physi- 
cian registration  in  the  Association’s  history. 

Health  Care  Legislation.  Most  controversial  issue 
before  the  House  was  that  of  nonparticipation  under 
any  so-called  Medicare  law  that  might  be  passed  by 
Congress.  This  subject  came  up  in  various  ways  in 
nine  resolutions  and  in  portions  of  Dr.  Appel’s  inaugural 
address. 

The  House  recommended  that  “the  members  of  the 
American  Medical  Association  be  reminded  that  it  is 
each  individual  physician’s  obligation  to  decide  for 
himself  whether  the  conditions  of  a case  for  which  he  is 
about  to  accept  responsibility  permit  him  to  provide 
his  own  highest  quality  of  medical  care.’’ 

In  adopting  a substitute  resolution,  the  House  de- 
clared that  “the  physicians  of  the  United  States  of 
America  pledge  themselves  to  continue  their  search  and 
activity,  in  whatever  social  environment  may  develop, 
to  secure  or  to  restore  the  freedom,  high  quality,  and 
availability  of  medical  care  which  has  been  traditional 
in  our  country. 

“When  the  fate  of  the  pending  medical  legislation  is 
determined,  this  House  will  review,  in  special  session  if 
necessary,  the  effect  of  the  law  and  take  whatever  ac- 
tion is  deemed  necessary. 

“In  keeping  with  the  testimony  before  your  com- 
mittee, and  the  expressed  policies  of  this  House,  this 
action  should  in  no  way  be  interpreted  as  a change  in 
Section  6 of  the  ‘Principles  of  Ethics’  of  the  American 
Medical  Association  which  plainly  states  ‘A  physician 
should  not  dispose  of  his  services  under  terms  or  condi- 
tions which  tend  to  interfere  with  or  impair  the  free 
and  complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  quality  of 
medical  care’;  and  that  this  House  of  Delegates  re- 
affirm the  principles  of  the  Bauer  amendment  adopted 
in  1961. 

“The  House  of  Delegates  reaffirm  the  nine  principles 
for  standards  of  health  care  programs  as  adopted  by  the 
House  of  Delegates  in  its  special  meeting  February  7, 
1965,  and  amended  to  read  as  follows : 

‘(1)  No  person  needing  health  care  shall  be  denied 
such  care  because  of  the  inability  to  pay  for  it. 

‘(2)  It  is  appropriate  that  government  revenues  be 
used  to  finance  health  care  when  other  resources  have 
been  found  to  be  inadequate. 

‘(3)  Every  level  of  government,  municipal,  county, 
state,  and  Federal,  should  assume  a responsible  share 
in  the  financing  of  such  programs. 

‘(4)  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to  that  avail- 
able to  those  who  can  afford  to  pay. 

‘(5)  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

‘(6)  Administration  of  such  program  should  be  the 
responsibility  of  the  state  government.  Participating 
states  should  be  required  to  meet  adequate  standards  of 
administration  in  order  to  qualify  for  Federal  funds. 

‘(7)  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated,  and  practical. 

‘(8)  Any  such  health  care  programs  should  provide 
funds  only,  and  not  direct  services. 

‘(9)  Funds  for  such  programs  may  come  from 
general  tax  revenues  and  not  from  social  security 
taxes.’  ” 

Offer  to  President  Johnson.  In  a related  action,  urg- 
ing that  government  seek  the  advice  of  the  medical 
profession  on  health  legislation,  the  House  adopted  a 
resolution  which  included  the  following  statements: 


“This  House  of  Delegates  restate  its  offer  to  meet 
with  the  President  of  the  United  States  through  our 
Legislative  Task  Force  to  discuss  proposed  medical 
care  legislation  with  a view  to  safeguarding  the  con- 
tinued provision  of  the  highest  quality  and  availability 
of  medical  care  to  the  people  of  the  United  States. 

“The  House  of  Delegates  of  the  American  Medical 
Association  instruct  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  to  embark  immediately  on  an 
active  campaign  to  inform  the  membership  of  the 
American  Medical  Association  of  the  grave  considera- 
tions in  adhering  to  our  principles  of  ethics  posed  by 
legislation  now  pending  before  Congress. 

“The  American  Medical  Association  strongly  urge 
those  branches  of  the  government  interested  in  the 
formulation,  the  enactment,  and  the  implementation  of 
laws  which  deal  with  the  provision  of  professional  medi- 
cal services  to  the  public  to  seek  and  utilize  the  advice 
and  assistance  of  the  physicians  who  will  render  such 
services.  Such  advice  and  assistance  should  be  re- 
ceived through  our  chosen  representatives,  the  officers 
of  the  American  Medical  Association. 

“The  American  Medical  Association  intensify  its 
efforts  to  modify  all  such  pertinent  legislation,  employ- 
ing the  necessary  means  and  appropriate  actions  to  the 
end  that  the  health  of  the  public  and  the  pursuit  of  ex- 
cellence in  medicine  be  unimpaired  by  such  legislation. 

“The  American  Medical  Association  make  every  ef- 
fort to  continue,  and  where  necessary,  to  expand  its 
communication  activities  so  that  all  physicians  as 
members  of  component  medical  societies  will  be 
promptly,  continuously,  and  completely  informed  of 
developments  in  this  critical  area  during  the  coming 
months.” 

The  DeBakey  Commission  Report.  In  considering 
seven  resolutions  involving  the  report  and  recommenda- 
tions of  the  President’s  Commission  on  Heart  Disease, 
Cancer,  and  Stroke,  the  House  adopted  a substitute 
statement  which  resolved  that: 

“The  American  Medical  Association  point  with  pride 
to  the  immense  strides  made  in  the  approaches  to  the 
conquest  of  heart  disease,  cancer,  and  stroke  under 
existing  patterns  of  research  and  medical  practice; 
strongly  favoring  the  use  of  available  financial  support 
for  extension  of  these  patterns  rather  than  replacement 
by  a complex  of  medical  control  centers  and  satellites. 

“The  American  Medical  Association  oppose  those 
particular  Commission  recommendations  which  call 
for  and  have  stimulated  proposals  for  hastily  contrived 
and  unproved  sweeping  changes  in  the  pattern  of  medi- 
cal research,  education,  and  patient  care. 

“The  component  state  medical  associations  be  urged 
to  conduct  conferences  with  medical  educators  and 
scientists,  medical  staffs  of  hospitals,  medical  society 
representatives,  and  other  interested  parties,  for  the 
purpose  of  exchanging  information  and  for  the  develop- 
ment of  such  recommendations  as  may  be  appropriate 
for  the  continued  improvement  of  medical  education, 
research,  and  patient  care. 

“The  state  medical  associations  be  urged  to  report 
findings  and  recommendations  resulting  from  these 
conferences  to  the  A.M.A.  Board  of  Trustees,  for  the 
information  of  the  Board,  its  councils,  and  the  Associa- 
tion members.” 

The  Gundersen  Committee.  Action  on  the  Gundersen 
Committee  report  reviewing  the  size,  make-up,  and 
functions  of  the  House  of  Delegates  was  postponed  un- 
til the  1 965  Clinical  Convention  in  Philadelphia. 

The  House  adopted  a reference  committee  report 
saying: 

“It  was  apparent  that  if  the  organization  of  the  House 
of  Delegates  of  the  American  Medical  Association, 
which  is  of  paramount  importance  to  the  efficient  and 
productive  operation  of  the  Association,  is  to  be  thor- 
oughly studied  by  the  delegates,  more  time  will  be  re- 
quired.” 
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The  Gundersen  Committee  was  appointed  an  ad  hoc 
unit  at  the  directive  of  the  A.M.A.  House  in  June,  1963. 
The  committee,  which  is  chaired  by  Gunnar  Gunder- 
sen, M.D.,  LaCrosse,  Wisconsin,  a past  president  of  the 
A.M.A.,  brought  in  an  extensive  35-page  report. 

The  committee  pointed  out  that  certain  aspects  of 
its  work  were  unfinished,  particularly  those  dealing  with 
the  function  of  the  A.M.A.  scientific  sections.  The 
A.M.A.  House  action  recommended  that  the  commit- 
tee continue  its  study  of  scientific  sections. 

Organization  of  a New  Section.  In  a report  to  the 
Board  of  Trustees,  the  Council  on  Postgraduate  Pro- 
grams affirmed  its  belief  that  the  establishment  of  a 
new  section  is  an  important  change  in  the  A.M.A.  struc- 
ture, and  submitted  a procedure  for  evaluating  the 
qualifications  for  a new  section  and  the  scientific  pro- 
grams of  all  sections. 

In  brief,  this  procedure  provides  that  (1)  the  group 
requesting  formation  of  a new  section  submit  to  the 
executive  vice-president  a written  request  for  approval ; 
(2)  the  request  be  transmitted  by  the  Board  to  the 
Council  on  Postgraduate  Programs  for  evaluation  of  the 
petition;  (3)  if  approved  by  the  Council,  a mandatory 
trial  period  of  two  years  as  presently  in  effect  be  pro- 
vided under  the  auspices  of  the  Council;  and  (4)  after 
such  trial  period,  a recommendation  for  acceptance  or 
denial  of  the  petition  for  the  establishment  of  a section 
be  made  to  the  Board. 

The  House  approved  the  recommendation,  with  cer- 
tain word  changes,  and  suggested  that  it  be  sent  first 
to  the  Gundersen  Committee  and  then  to  the  appropri- 
ate A.M.A.  council  for  consideration. 

Miscellaneous  Actions.  In  dealing  with  73  resolu- 
tions and  numerous  reports  from  councils,  committees, 
and  the  Board  of  Trustees,  the  House  of  Delegates  also: 

Urged  medical  schools  and  agencies  concerned  with 
continuing  education  to  incorporate  “appropriate  learn- 
ing experiences”  for  physicians  in  counseling  relating  to 
sexual  attitudes  and  behavior. 

Agreed  that  hospital  medical  staffs  and  state  and 
component  medical  societies  be  urged  to  encourage  the 
establishment,  maintenance,  and  proper  use  of  cancer 
registries  in  hospitals,  but  that  the  establishment  of  such 
registries  should  not  be  made  a requirement  for  accredi- 
tation by  the  Joint  Commission  on  Accreditation  of 
Hospitals. 

Instructed  the  Council  on  Medical  Service  and  its 
Committee  on  Federal  Medical  Services  to  “remain 
alert  to  any  deviations  from  policies  of  the  Veterans 
Administration  concerning  the  provision  of  drugs  to 
veterans  treated  by  private  physicians,  and  to  meet 
with  pharmacy  representatives  so  that  the  basic  princi- 
ple of  freedom  of  choice  of  pharmacists  be  maintained.” 

Referred  to  the  Board  of  Trustees  a resolution  call- 
ing for  the  A.M.A.  to  caution  the  public  against  dis- 
continuing voluntary  health  insurance  policies  and  pre- 
payment plans  for  persons  over  sixty-five  in  “anticipa- 
tion of  pending  legislation.” 

Reaffirmed  its  policy  concerning  the  practice  of 
radiology,  pathology,  anesthesiology,  and  physical 
medicine  in  hospitals. 

Reaffirmed  A.M.A.  policy  that  human  blood,  as  living 
tissue,  should  not  be  purchased  under  insurance  con- 
tracts. It  was  recognized  that  exceptions  may  be 
necessary  when  there  is  need  for  unusually  large  num- 
bers of  transfusions,  or  whenever  volunteer  blood 
donors  are  not  available. 

Urged  state  and  local  medical  societies  to  encourage 
the  development  of  the  Explorer  Scout  Program  for 
Medical  Specialty  Posts  and  noted  that  about  150  of 
the  21,000  Explorer  Scout  posts  in  the  country  are 
directly  related  to  health. 

Adopted  a resolution  calling  for  continued  efforts  to 
secure  the  passage  of  legislation  “which  will  remove  tax 
discrimination  against  professional  people,”  specifically 
H.R.  10  (Keogh)  and  H.R.  697  (Weltner),  but  turned 


down  recommendations  that  the  A.M.A.  encourage  its 
members  to  proceed  at  the  state  and  county  levels  with 
the  formation  of  corporation  for  the  purpose  of  im- 
plementing an  “organized  effort  in  the  courts  to  remove 
tax  discrimination.” 

Directed  the  Board  to  review  the  subject  of  Federal 
assistance  for  operating  expenses  for  health  or  medical 
education  facilities. 

Directed  the  Board  to  study  the  opportunities  and 
problems  associated  with  Operation  Head  Start  and 
other  programs  now  operating  or  planned  under  the 
Economic  Opportunity  Act. 

Referred  to  the  Board  for  study  a resolution  calling 
for  “a  program  of  purchase  of  health  insurance.  . in 
every  state,  subsidy  for  which  shall  be  by  Federal-state 
participation,”  under  which  “extension  of  coverage 
shall  be  to  all  needy  persons  regardless  of  age.” 

Also  referred  to  the  Board  for  consideration  and  ap- 
propriate action  a 10-point  legislative  program  out- 
lined by  the  Minnesota  delegation. 

House  of  Delegates  received  a series  of  resolutions 
urging  approval  of  American  Board  of  Family  Practice. 
All  were  referred  to  the  Council  on  Medical  Education. 

Urged  the  Council  on  Medical  Education  to  establish 
a standard  date  of  appointment  for  all  approved 
residency  training  programs. 

Encouraged  state  and  county  medical  societies  to 
participate  in  the  formation  of  State  Associations  of 
the  Professions,  “to  provide  a vehicle  for  interpro- 
fessional cooperation  in  those  areas  where  united  ac- 
tivity of  the  various  professions  can  be  of  great  benefit.” 

Amended  the  bylaws  to  provide  that  the  vice-presi- 
dent shall  succeed  to  the  presidency  should  the  presi- 
dent die,  resign,  or  be  removed  from  office. 

Accepted  a Board  of  Trustees  report  stating  that  it 
had  referred  to  the  Joint  A.M.A. -American  Bar  As- 
sociation committee  a previously  introduced  resolution 
designed  to  present  a grievance  against  alleged  abuse  of 
legal  processes,  characterized  in  the  resolution  as 
“vexatious  litigation.” 

Opening  Session.  Dr.  Appel,  expressing  his  personal 
opinion  in  his  inaugural  address  at  the  Sunday  session, 
said  that  if  the  omnibus  Medicare  bill  is  passed  by 
Congress,  the  medical  profession  must  do  all  it  can  to 
develop  the  good  points  and  eliminate  the  bad  points  of 
the  law.  He  declared  that,  regardless  of  personal 
opinion,  “we  do  not  have  the  right — either  as  physicians 
or  citizens — to  violate  a law  or  to  violate  the  spirit  of 
the  law  or  its  intent.”  Outgoing  President  Donovan 
F.  Ward  pointed  out:  “If  it  were  true  that  the  public 
climate  was  the  dominant  factor  affecting  the  decisions 
of  those  who  make  legislative  history,  we  now  would  be 
winning  both  in  the  House  and  the  Senate.” 

Election  of  Officers.  Dr.  Hudson’s  unexpired  term  on 

A. M.A’s  Board  of  Trustees  will  be  filled  by  Irvin  E. 
Hendryson,  M.D.,  Denver,  Colorado.  Dr.  Hendryson 
will  serve  until  1967. 

Re-elected  to  the  Board  for  three-year  terms  were: 
Drs.  Lester  D.  Bibler,  Indianapolis;  J.  B.  Copeland, 
Austin,  Texas;  Gerald  D.  Dorman,  New  York;  L.  O. 
Simenstad,  Osceola,  Wisconsin. 

W.  Andrew  Bunten,  M.D.,  Cheyenne,  Wyoming,  was 
elected  to  a one-year  term  as  the  Association’s  vice- 
president. 

Milford  O.  Rouse,  M.D.,  Dallas,  Texas,  was  re- 
elected speaker  of  the  House  of  Delegates,  and  Walter  C. 
Bornemeier,  M.D.,  Chicago,  was  re-elected  vice-speaker. 

Elected  to  the  Council  on  Medical  Education  were 
Drs.  Bland  W.  Cannon,  Memphis,  Tennessee;  William 
R.  Willard,  Lexington,  Kentucky  (to  succeed  himself), 
and  Earle  M.  Chapman,  Boston,  Massachusetts. 

Named  to  the  Council  on  Medical  Service  were  Drs. 
C.  A.  Hoffman,  Huntington,  West  Virginia,  and  Russell 

B.  Roth,  Erie,  Pennsylvania,  who  was  re-elected 
unanimously.  George  D.  Johnson,  M.D.,  Spartan- 
burg, South  Carolina,  member  of  the  Council  on  Con- 


January  1,  1966  / New  York  State  Journal  of  Medicine  175 


stitution  and  Bylaws,  was  also  re-elected  unanimously. 

James  H.  Berge,  M.D.,  Seattle,  Washington,  was 
named  to  succeed  himself  on  the  Judicial  Council. 

Special  Convention 

In  a communication  dated  September  11, 
1965,  received  from  Milford  O.  Rouse,  M.D., 
speaker  of  the  House  of  Delegates  of  the  A.M.A., 
there  was  contained  this  statement: 

Notice  is  hereby  given  that  following  the 
receipt  of  written  requests  from  37  delegates 
from  one-third  of  the  constituent  associations, 
as  provided  in  Chapter  IX,  Section  5(d),  of 
the  Bylaws,  I am  hereby  calling  a Special 
Convention  of  the  House  of  Delegates  to  be 
held  on  Saturday  and  Sunday,  October  2 and 
3,  1965,  beginning  at  9:30  a.m.  on  October  2, 
in  the  Palmer  House,  Red  Lacquer  Room, 
Chicago,  Illinois,  (1)  to  consider  pertinent 
items  relating  to  current  problems  incident  to 
health  care  laws  and  pending  legislation. 

The  House  will  be  called  to  order  in  the 
usual  manner,  and  receive  the  Report  of  the 
Reference  Committee  on  Rules  and  Order  of 
Business.  The  delegates  will  then  decide  by 
vote  the  type  of  meeting  to  be  held,  and  the 
manner  of  hearings  on  business  presented. 

All  A.M. A.  members  are  welcome  to  at- 
tend open  or  closed  meetings  of  the  House. 

You  have  always  given  freely  of  your  time 
and  talents  as  a delegate,  and  I am  sure  that 
you  will  again  render  this  service  to  American 
medicine. 

As  announced,  this  Special  Convention  was 
held  at  the  Palmer  House  in  Chicago  on  October 
2 and  3. 

Because  certain  delegates  could  not  attend, 
we  were  forced  to  call  up  a number  of  alternate 
delegates  for  “active  duty.” 

(At  this  time,  we  should  report  that,  before 
departing  for  Chicago,  we  transmitted  the  fol- 
lowing release  to  the  American  Medical  Associa- 
tion, all  state  societies,  the  press,  and  others 
concerned.  This  actually  was  a declaration  of 
what  our  stand  would  be  at  the  Special  Conven- 
tion: 

“A  fundamental  tenet  of  the  American  way 
of  life  is  that  ours  is  a government  of  laws  not 
of  men.  The  Congress  has  seen  fit  to  enact, 
by  virtue  of  the  democratic  process,  the 
‘Medicare’  Law,  (P.L.  89-97). 

“The  medical  profession  long  and  vigor- 
ously opposed  adoption  of  such  a law,  feeling 
that  its  concepts  were  inimical  to  sound 
health  care.  It  makes  no  apology  for  this 
opposition.  However,  now  that  ‘Medicare’ 
is  an  accomplished  fact,  the  Medical  Society 
of  the  State  of  New  York  will  cooperate  in 
every  way  possible  with  the  government. 

“As  citizens  and  as  physicians,  the  members 
of  the  State  Society  will  obey,  and  assist  in 
the  implementation  of,  the  law  of  the  land; 
and  will  attempt  to  bring  the  best  medical 
care  possible  to  our  people.  Where  indicated, 
it  will  work  to  obtain  changes  in  the  law;  and 
will  not  hesitate  to  express  criticism  of  its  ad- 
ministration, when  required. 


“The  physicians  of  the  State  of  New  York 
strongly  reaffirm  their  belief  that  ‘the  prime 
object  of  the  medical  profession  is  to  render 
service  to  humanity;  reward  or  financial 
gain  is  a subordinate  consideration.’  ”) 

The  following  persons  represented  the  Medi- 
cal Society  of  the  State  of  New  York  in  Chicago: 
Renato  J.  Azzari,  M.D.,  John  T.  Donovan, 
M.D.,  Irwin  Felsen,  M.D.,  Henry  I.  Fineberg, 
M.D.,  John  M.  Galbraith,  M.D.,  Leo  E.  Gib- 
son, M.D.,  Thurman  B.  Givan,  M.D.,  Carl 
Goldmark,  Jr.,  M.D.,  Milton  Helpem,  M.D., 
John  F.  Kelley,  M.D.,  Joseph  A.  Lane,  M.D., 
Warren  A.  Lapp,  M.D.,  George  J.  Lawrence, 
Jr.,  M.D.,  Charles  R.  Mathews,  M.D.,  John  C. 
McClintock,  M.D.,  John  D.  Naples,  M.D., 
Irving  M.  Pallin,  M.D.,  Bernard  J.  Pisani, 
M.D.,  William  B.  Rawls,  M.D.,  Solomon 
Schussheim,  M.D.,  John  L.  Sengstack,  M.D., 
Philip  M.  Standish,  M.D.,  Carlton  E.  Wertz, 
M.D.,  Waring  Willis,  M.D.,  Ezra  A.  Wolff, 
M.D.,  and  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Also  present  were:  J.  Richard  Burns,  Guy 

D.  Beaumont,  Robert  D.  Potter,  New  York 
County,  and  Donald  M.  Irish,  Monroe  County. 

The  New  York  delegation  met  on  the  evening 
of  October  1,  and  there  was  a breakfast  meeting 
on  the  morning  of  October  3. 

The  House  of  Delegates  was  in  session  during 
the  entire  day  of  Saturday,  October  2,  and  on 
Sunday,  October  3.  There  were  only  five  ref- 
erence committees:  Rules  and  Order  of  Busi- 

ness, Credentials,  Sergeants-at-Arms,  Tellers, 
Legislation  and  Public  Relations. 

Action  of  House.  Most  of  what  took 
place  at  this  Special  Convention  can  best  be 
summarized  by  quoting  certain  portions  of  the 
Report  of  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations  (with  amendments) 
as  approved  by  the  House: 

“Your  reference  committee  recognizes  the 
serious  nature  of  the  problems  before  this  body 
and  the  decisions  that  must  be  made  on  this 
day — decisions  which  will  affect  the  future  of 
the  practice  of  medicine  for  generations  to  come. 

“Your  committee  heard  125  witnesses  speak 
to  20  separate  subjects  during  seven  and  one- 
half  hours  of  testimony.  Each  witness  spoke 
earnestly,  forcefully,  temperately,  and  with 
personal  concern  for  the  welfare  of  the  patient  in 
these  United  States. 

“Because  of  the  special  nature  of  the  subjects 
presented  to  this  Special  Convention  and  the 
interrelationship  of  the  resolutions  considered, 
your  reference  committee,  in  lieu  of  dealing 
with  each  resolution  separately,  has  considered 
the  intent  and  the  language  of  all  the  resolutions. 
We  believe  it  would  be  more  expedient  and 
practical  to  present  for  adoption  by  this  House 
of  Delegates  a series  of  numbered  comments, 
principles,  and  policies  which  express  the  posi- 
tion of  the  American  Medical  Association  on  the 
issues  under  consideration. 

“Physician-Patient  Relationship.  ...your 
reference  committee  believes  that  it  is  desirable 
for  this  House  to  adopt  a statement  of  policy 
regarding  the  traditional  physician-patient  re- 
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lationship  as  it  relates  to  Public  Law  89- 
97.  ...We  recommend  that  the  following 

statement  be  adopted. 

“ ‘The  American  Medical  Association  op- 
poses any  program  of  dictation,  interference,  or 
coercion,  whether  direct  or  indirect,  affecting 
the  freedom  of  choice  of  the  physician  to  deter- 
mine for  himself  the  extent  and  manner  of  par- 
ticipation or  financial  arrangement  under  which 
he  shall  provide  medical  care  to  patients  under 
Public  Law  89-97.’ 

“ Regulations  Under  Public  Law  89-97.  It 
was  clear  from  the  testimony  received  by  your 
reference  committee  that  the  medical  profession 
has  a vital  interest  in  the  regulations  which  are 
to  be  promulgated  under  Public  Law  89-97. 
Hastily  drawn,  unrealistic  regulations  could 
aggravate  even  further  the  undesirable  effects 
of  this  law.  . . . we  recommend  the  adoption  of 
the  following  statement  as  the  present  position 
and  policy  of  the  American  Medical  Associa- 
tion: 

“(a)  The  American  Medical  Association 
shall  continue  to  meet  with  representatives  of 
agencies  and  departments  of  the  Federal  govern- 
ment, to  participate  in  such  advisory  committees 
which  are  created,  and  to  contribute  whatever 
advice  and  suggestions  are  deemed  advisable 
and  necessary  in  the  formulation  and  revision 
of  regulations  which  will  help  to  achieve  medi- 
cine’s objectives  on  behalf  of  the  public  and 
the  profession. 

“(b)  The  American  Medical  Association 
urges  every  physician,  regardless  of  the  extent 
of  his  involvement,  to  render  whatever  advice 
and  assistance  he  can  so  that  regulatory  changes 
and/or  legislative  modifications  may  be  sug- 
gested or  sponsored  by  the  American  Medical 
Association  in  order  that  the  best  interests  of 
the  public  and  the  profession  may  be  protected 
in  the  provision  of  medical  care. 

“(c)  This  House  of  Delegates  expresses  con- 
fidence in  the  Board  of  Trustees  of  the  American 
Medical  Association,  its  Advisory  Committee, 
and  the  three-man  Consultant  Committee  on 
Public  Law  89-97  for  their  continuing  efforts 
to  secure  regulations  which  are  in  the  best  in- 
terests of  good  patient  care. 

“Blue  Shield  as  Intermediary.  Regulations 
yet  to  be  promulgated  will  identify  the  nature 
of  intermediaries  under  Public  Law  89-97. 
Your  committee  offers  the  following  statement: 
‘Blue  Shield  has,  in  many  areas,  demonstrated 
its  ability  to  provide  a competent  insurance  pro- 
gram. However,  the  A.M.A.  should  leave  to 
the  state  or  appropriate  local  medical  society, 
as  the  case  may  be,  the  expression  of  any  pref- 
erence for  selection  of  a carrier.’ 

“Reasonable  Fees.  Concern  was  expressed 
with  respect  to  possible  disputes  between 
physicians  and  carriers  relative  to  reasonable 
fees  under  the  provisions  of  Public  Law  89-97. 


We  recommend  the  following  statement  of 
policy:  ‘In  the  event  of  a dispute  between 

physicians  and  carriers  with  respect  to  reason- 
able, customary,  or  usual  fees,  such  disputes 
shall  be  resolved  with  the  participation  of  the  ap- 
propriate local  medical  society.’ 

“ Utilization  Review.  Differences  of  opinion 
as  to  the  purposes  of  utilization  review  com- 
mittees were  expressed.  However,  there  was 
general  agreement  that  with  respect  to  the 
composition  of  such  committees,  the  limitation 
of  membership  to  include  only  physicians  is  pre- 
ferred. Accordingly,  we  recommend  the  follow- 
ing statement  to  the  House:  ‘Hospital  utiliza- 

tion review  committees  shall  be  composed  of 
practicing  physicians.’ 

“Compensation  for  Medical  Services.  Your 
reference  committee  believes  that  the  physician 
should  be  informed  fully  as  to  the  merits  and 
limitations  of  billing  patients  directly  for  serv- 
ices, or  accepting  an  assignment  to  enable 
payment  by  a federally-designated  fiscal  inter- 
mediary, so  that  the  physician  can  decide  for 
himself  in  each  instance  the  method  of  compen- 
sation which  he  prefers.  We  recommend  that 
the  Association  take  appropriate  action  to  in- 
form physicians  regarding  the  options  of  pay- 
ment for  services  available  to  them  under  the 
law  and  its  regulations. 

“Separation  of  Professional  Fees  and  Hospi- 
tal Charges.  . . . We  offer  the  following  state- 
ment of  policy  for  consideration  by  the  House: 

‘Hospital-based  medical  specialists  are  en- 
gaged in  the  practice  of  medicine.  The  fees  for 
the  services  of  such  specialists  should  not  be 
merged  with  hospital  charges.  The  charges  for 
the  services  of  such  specialists  should  be  estab- 
lished, billed,  and  collected  by  the  medical 
specialist  in  the  same  manner  as  are  the  fees  of 
other  physicians.  The  American  Medical  As- 
sociation intends  to  continue  vigorously  its  ef- 
forts to  prevent  inclusion  in  the  future  of  the 
professional  services  of  any  practicing  physician 
in  the  hospital  service  portion  of  any  health  care 
legislation.” 

While  we  were  attending  the  Special  Conven- 
tion in  Chicago,  Joe  Lane  took  ill.  Naturally, 
we  were  distressed  greatly  by  this  turn  of 
events.  (We  regret  to  report  his  untimely 
passing  on  November  13.) 

Conclusion.  Again,  we  are  grateful  to  all 
the  delegates  who  have  served  so  well  at  the 
meetings  of  the  American  Medical  Association, 
no  matter  where  these  have  been  held.  Of 
course,  we  thank  the  wives  for  what  they  have 
done — also  the  staff  and  others  who  have  par- 
ticipated in  our  activities. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 
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Necrology 


Hans  Harry  Biberstein,  M.D.,  of  New  York 
City,  died  on  November  22,  1965,  at  his  home  at 
the  age  of  seventy-five.  Dr.  Biberstein  received 
his  medical  degree  from  the  University  of 
Breslau  in  1914.  He  had  been  a lecturer  in 
dermatology  and  former  professor  at  the  New 
York  University  School  of  Medicine.  Dr. 
Biberstein  was  a member  of  the  Society  for  In- 
vestigative Dermatology,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  de  Lange,  M.D.,  of  New  York  City, 
died  on  November  13,  1965,  at  his  home  at  the 
age  of  fifty-three.  Dr.  de  Lange  received  his 
medical  degree  from  the  University  of  Brussels 
in  1936.  He  was  an  associate  attending  pedia- 
trician at  The  Mount  Sinai  Hospital.  Dr. 
de  Lange  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  New  York 
Academy  of  Medicine,  the  New  York  Cardio- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lewis  J.  Doshay,  M.D.,  of  New  York  City, 
died  on  November  6, 1965,  at  Lawrence  Hospital 
Bronxville,  at  the  age  of  sixty-eight.  Dr. 
Doshay  graduated  in  1922  from  the  University 
of  Maryland  School  of  Medicine  and  College 
of  Physicians  and  Surgeons.  Dr.  Doshay  was 
an  associate  attending  neurologist  (inactive) 
at  Columbia-Presbyterian  Medical  Center.  For 
the  past  thirty  years  he  had  been  director  of 
Parkinson’s  disease  research  at  Columbia- 
Presbyterian  Medical  Center  and  at  the  time  of 
his  death  was  chairman  of  the  board  of  the  Na- 
tional Parkinson  Foundation.  He  is  credited 
as  a discoverer  of  artane,  a drug  used  in  the  treat- 
ment of  Parkinson’s  disease.  Dr.  Doshay  was 
a Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  and  a member  of  the  Ameri- 
can Academy  of  Neurology,  the  American 
Psychiatric  Association,  the  New  York  Neuro- 
logical Society,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Randolph  Gepfert,  M.D.,  of  New  York  City, 
died  on  November  17,  1965,  at  The  New  York 
Hospital  at  the  age  of  fifty-nine.  Dr.  Gepfert 
graduated  in  1929  from  the  University  of  Geor- 
gia School  of  Medicine.  He  was  an  attending 


obstetrician  and  gynecologist  at  The  New  York 
Hospital.  Dr.  Gepfert  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  American  Society  for  the  Study  of  Steril- 
ity, the  New  York  Academy  of  Medicine,  the 
New  York  Obstetrical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Lawrence  Monroe  Hackett,  M.D.,  of  Bolivar, 
died  on  October  7,  1965,  at  Olean  Hospital  at  the 
age  of  seventy-five.  Dr.  Hackett  graduated  in 

1914  from  the  University  of  Buffalo  School  of 
Medicine.  He  served  as  town  health  officer 
for  Wirt,  Bolivar,  and  Genesee  and  for  the 
Villages  of  Bolivar  and  Richburg  and  as  school 
physician  for  the  Bolivar  central  system.  In 

1915  he  founded  and  equipped  the  Allegany 
County  Laboratory  at  Belmont,  the  first  of  its 
kind  in  the  area,  and  functioned  until  its  closing 
in  1963.  Dr.  Hackett  was  a member  of  the  Alle- 
gany County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Marshall  L.  Hillsman,  M.D.,  of  Little  Valley, 
retired,  died  on  October  16,  1965,  at  Salamanca 
District  Hospital  at  the  age  of  eighty-nine. 
Dr.  Hillsman  graduated  in  1911  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
a member  (and  past-president)  of  the  Catta- 
raugus County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

H.  Wallace  Hunter,  M.D.,  of  Sonyea,  died  on 
October  9,  1965,  in  Buffalo  at  the  age  of  forty- 
five.  Dr.  Hunter  graduated  in  1944  from  Tu- 
lane  University  School  of  Medicine.  He  was 
an  assistant  director  of  administration  at  Craig 
Colony  and  Hospital  and  a consulting  psychia- 
trist at  the  Veterans  Administration  Center 
Hospital,  Bath.  Dr.  Hunter  was  a member  of 
the  American  Psychiatric  Association,  the 
Livingston  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Leon  Kellman,  M.D.,  of  Brooklyn,  died  on 
November  18,  1965,  at  the  Jewish  Hospital  of 
Brooklyn  at  the  age  of  fifty-seven.  Dr.  Kell- 
man graduated  in  1932  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
He  was  an  assistant  attending  pediatrician  at 
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Jewish  Hospital  of  Brooklyn.  Dr.  Kellman  was 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Arthur  Lane,  M.D.,  of  Rochester, 
president  of  the  Medical  Society  of  the  State  of 
New  York  from  1962  to  1963,  died  on  November 
13,  1965,  at  his  home  at  the  age  of  sixty-eight. 
Dr.  Lane  graduated  in  1922  from  Georgetown 
University  School  of  Medicine.  He  was  an 
emeritus  surgeon  at  St.  Mary’s  Hospital.  In 
1957  he  served  as  vice-speaker  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  and  speaker  from  1958  to  1960. 
Among  other  offices  held  by  Dr.  Lane  were:  secre- 
tary, vice-president,  and  president  of  Monroe 
County  Medical  Society;  secretary,  first  vice- 
president,  and  president  of  the  Seventh  District 
Branch;  delegate  to  the  American  Medical  As- 
sociation; and  past-president  of  the  Genesee  Val- 
ley Medical  Care  Plan  (Blue  Shield).  During 
World  War  I he  was  on  duty  with  the  Army  from 
June,  1917,  to  December,  1918,  and  during  World 
War  II  he  served  as  a commander  in  the  U.S. 
Navy  Medical  Corps  Reserve.  Dr.  Lane  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Rochester  Academy  of  Medi- 
cine, the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alfred  Derby  Mittendorf,  M.D.,  retired,  of 
New  Canaan,  Connecticut,  formerly  of  New 
York  City,  died  on  November  16,  1965,  in  Stam- 
ford, at  the  age  of  eighty-five.  Dr.  Mittendorf 
graduated  in  1904  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
consulting  ophthalmologic  surgeon  at  Man- 
hattan Eye,  Ear  and  Throat  Hospital.  Dr. 
Mittendorf  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  New  York  Academy  of  Medicine,  the 
New  York  Ophthalmological  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Griswold  D.  Nammack,  M.D.,  of  Far  Rock- 
away,  died  on  November  27,  1965,  at  the  Com- 
munity Hospital  of  Glen  Cove  at  the  age  of 
seventy.  Dr.  Nammack  graduated  in  1919 
from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  surgeon  at 
St.  Joseph’s  Hospital,  where  he  had  served  as 
director  of  surgery  from  1941  to  1963.  Dr. 
Nammack  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


W.  Eugene  Powell,  M.D.,  of  Holcomb,  died 
on  October  20,  1965,  at  his  home  at  the  age  of 
eighty-four.  Dr.  Powell  graduated  in  1912  from 
the  University  of  Michigan  Medical  School. 
Retired  in  1950,  he  was  a member  of  the  Ontario 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


E.  Louis  Reder,  M.D.,  of  Brooklyn,  died  on 
November  20,  1965,  at  his  home  at  the  age  of 
fifty-eight.  Dr.  Reder  graduated  in  1932  from 
the  University  of  Michigan  Medical  School. 
He  was  an  attending  neuropsychiatrist  at  the 
Brooklyn  Hebrew  Home  and  Hospital  for  the 
Aged  and  Bethany  Deaconess  and  Evangelical 
Deaconess  Hospitals,  and  was  chairman  of  the 
medical  board  and  director  of  neuropsychiatry 
at  the  Menorah  Hospital  and  Home  for  the 
Aged.  Dr.  Reder  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American 
Board  of  Legal  Medicine,  the  American 
Academy  of  Neurology,  the  American  Psy- 
chiatric Association,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Samuel  Bernard  Schenck,  M.D.,  of  Brook- 
lyn, died  on  November  26,  1965,  at  the  Jewish 
Hospital  of  Brooklyn  at  the  age  of  seventy-one. 
Dr.  Schenck  graduated  in  1914  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a consulting  obstetrician  and  gynecologist 
at  Jewish  Hospital  of  Brooklyn.  Dr.  Schenck 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Bernard  Samuel  Strait,  M.D.,  of  Penn  Yan, 
died  on  October  7,  1965,  at  his  home  at  the  age 
of  seventy-five.  Dr.  Strait  graduated  in  1914 
from  the  University  of  Buffalo  School  of  Med- 
icine. He  was  an  attending  surgeon  at  Soldiers 
and  Sailors  Memorial  Hospital  where  he  had 
served  also  as  director  and  had  founded  the 
radiology  department.  A former  village  health 
officer  Dr.  Strait  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the 
Geneva  Academy  of  Medicine,  the  Yates 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Supplemented  by  American  Authorities. 

Fee:  $50.  Residents,  Interns  and  Students:  $10.  Enrollment  limited.  For  early 
registration  and  information,  write:  John  J.  Joyce,  III,  M.D.,  5908  Greene  St., 
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| Assistant  Director  of 
Clinical  Research 

if;  We  have  an  opportunity  for  a physician 
trained  in  internal  medicine  or  pediatrics 
if:  who  is  interested  in  combining  clinical  and 

if;  administrative  medicine.  Training  or  inter- 
;fi  est  in  pharmacology,  biostatistics,  or  other 
If  research  areas  is  of  additional  value. 

;|;i  This  position  is  primarily  concerned  with  || 
If  designing,  setting  up  and  supervising  studies  g| 
if;  at  clinics  and  medical  centers.  Some  travel 
If  required.  |§ 

if;  Many  benefits  in  addition  to  the  stimulating  ff 
If  research  work.  Among  these  are  Regular  if! 
If  Hours,  Comprehensive  Insurance  and  Re-  £g 
If  tirement  Programs,  Liberal  Holiday  and  || 
||  Vacation  Plans.  || 

if;  Please  forward  a confidential  complete  || 
if  resume  to:  || 

Medical  Director 

Bristol  Laboratories 

Division  of  Bristol-Myers  Company 
Syracuse,  N.  Y.  13201 

An  equal  opportunity  employer 


PHYSICIANS  WANTED 


EXCELLENT  OPPORTUNITY:  GENERAL  PRACTI- 

tioners  with  interest  in  O.B.  or  obstetrician.  New  York 
State  Finger  Lakes  region.  Convenient  to  cultural  and 
medical  centers.  Congenial  general  practitioner  staff. 
Modern,  fully  accredited,  75-bed  hospital  with  expansion 
plans.  Apply:  Administrator,  Taylor-Brown  Memorial 

Hospital,  Waterloo,  New  York  13165. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


GENERAL  PRACTITIONER  UNDER  38  YEARS  OLD 
wanted  to  join  a 5-man  group  in  Ellenville,  N.  Y.  Contact 
Ellenville  Medical  Group,  (914)  647-5300. 


PART-TIME  POSITIONS  FOR  BOARD  ELIGIBLE  IN- 
ternists  and  proctoscopists  by  the  hour,  session  or  on  re- 
tainer at  a diagnostic  facility.  Box  282,  % N YSJM. 


URGENTLY  NEEDED:  GENERAL  PRACTITIONER 

is  urgently  needed  for  growing  industrial  area  in  upstate 
New  York  of  8,000-10,000  suourbanites.  just  10  minutes 
from  accredited  metropolitan  hospitals.  Excellent  facilities 
available  for  rental  or  purchase.  For  details,  Leo  A.  Mc- 
Ginley,  Kirkwood  Lions,  Kirkwood,  New  York. 


(2)  G.P’S.,  (2)  PEDIATRICIANS,  WANTED  IN  Ex- 
cellent. growing  community.  Impressive,  modern  build- 
ing; all  facilities;  furnished;  generous  parking.  Pough- 
keepsie, N.Y.  area.  Call  914-635-2861. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  PHYSICIAN  FOR  ASSOCIATION  WITH 

staff  group  for  hospital  service  in  cardiopulmonary  disease. 
Active  service  in  fully  equipped  hospital,  including  cardio- 
pulmonary laboratory  and  thoracic  surgery.  Basic  starting 
salary  for  service  work  $13,000  with  yearly  increments, 
with  added  opportunity  for  private  cousulting  practice. 
Excellent  fringe  benefits  including  available  residence. 
For  details,  apply  to  James  M.  Blake,  M.D.,  Glenridge 
Hospital,  Schenectady,  New  York  12302. 


ANESTHESIOLOGIST,  TO  JOIN  GROUP  OF  THREE 
Board  certified  anesthesiologists  in  community  hospital 
located  upstate  N.Y.  Fee  for  service  practice.  Box  288,  % 
N YSJM. 


INTERNIST  (CERT.  OR  ELIG.)  FOR  GROUP  IN  LOS 
Angeles.  Write  Crown  Medical  Group,  11311  Inglewood 
Avenue,  Inglewood,  California,  or  call  Administrator 
(collect)  213-674-1000,  if  immediately  available. 


A YOUNG  GENERAL  PRACTITIONER  NEEDED  TO 
join  busy,  33  year  old  physician  twenty  miles  from  New 
York  City.  Partnership  after  one  year.  Salary  plus  per- 
centage first  year.  Modern  office  and  hospital.  Elio  J. 
Ippolito,  M.D.,  (914)  ME  1-1535. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


MEDICAL  PRACTICE:  GREAT  NEED  IN  NORTH- 
ern  New  York  community  of  20,000  for  at  least  two  med- 
ical men.  Excellent  hospital  facilities,  good  schools  and 
good  transportation.  Minimum  income  guaranteed. 
Administrator,  A.  Barton  Hepburn  Hospital,  Ogdensburg, 
New  York. 


INTERNIST,  TO  JOIN  WELL-ESTABLISHED  GROUP, 
excellent  salary  plus  partnership  arrangements,  upstate 
N.Y.  community,  100  miles  from  N.Y.C.  Box  285,  % 
NYSJM. 


OPHTHALMOLOGIST— FULL  TIME.  AFFILIATION 
with  medical  group,  air  conditioned  building,  center  of 
Queens.  Attractive  salary,  partnership  within  two  years. 
Minimum  requirements:  Board  certified  or  Board  elig- 

ible. Box  289,  % NYSJM. 


FAMILY  PHYSICIAN— FULL  TIME:  AFFILIATION 

with  medical  group,  air  conditioned  building,  center  of 
Queens.  Attractive  salary,  partnership  within  two  years. 
Minimum  requirements:  one  year  approved  internship, 

one  year  approved  residence  in  medicine.  Box  290,  % 
NYSJM. 


OPPORTUNITY  AVAILABLE  WITH  LARGE  VOLUME 
general  practice  team  in  southeast  Nassau  County,  New 
York.  Heavy  office,  hospital  and  nursing  home  experience. 
Salary  to  start.  Your  ability  and  work  determine  advance- 
ment to  partnership.  Box  291,  % NYSJM,  or  call  (516) 
PY  8-8011. 


ANESTHESIOLOGIST:  FOR  SURGERY  AND/OR 

obstetrics.  Full  time,  or  nights  and  weekends.  New 
York  license  required.  H.  C.  Berger,  M.D.,  (NYC) 
IL  7-1300. 


ANESTHESIOLOGIST— NEW  YORK,  QUEENS.  PRE- 
ferably  Board  eligible.  Congenial  atmosphere,  reasonable 
work  load.  Liberal  terms.  Box  292,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


INTERNIST  WISHES  TO  SHARE  HIS  OFFICE  IN 
brand  new  apartment  building  In  Scarsdale.  Air  condi- 
tioned, attractively  furnished;  busy  location.  (914)  OW 
9-4747 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time.  New  York  metropolitan  area. 
Box  268,  %NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  WITH  BROAD 
experience,  including  special  diagnostic  procedures  and 
radiotherapy,  desires  position  in  hospital  in  charge  of  X-ray 
Department.  Interested  in  a rather  small  institution; 
willing  to  have  X-ray  department  developed  and  organized 
for  full  scale  of  special  procedures.  Prefer  New  York  City 
area  or  Long  Island.  Box  287,  % NYSJM. 


INTERNIST,  BOARD  ELIGIBLE,  MILITARY  SER- 
vice  completed,  desires  association  leading  to  partnership, 
group,  or  purchase  of  established  practice;  near  New 
York  City;  Westchester  preferred.  Available  immed- 
iately. Box  293,  % NYSJM. 


AVAILABLE  — LOCUM  TENENS  OPHTHALMOL- 
ogist.  Competent,  certified,  15  years  experience,  sur- 
gery; will  cover  your  practice  by  the  week  or  longer. 
Full  time  or  will  consider  2-4  days  each  week.  Currently 
available  dates  February  1-April  1,  1966  only.  Every- 
thing in  current  running  order  on  your  return.  Box  294, 
% NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LEAVING  FOR  RESIDENCY.  FIFTEEN  YEAR,  ESTAB- 
lished  general  practice  available  on  south  shore  of  Long 
Island.  Ideal  location.  Income  limited  only  by  ability. 
Suitable  for  2 doctors.  Practice  gratis  with  rental  of  office. 
Will  sell  building  if  desired;  easy  terms.  Box  283,  % 
NYSJM. 


FOR  SALE:  WELL  ESTABLISHED,  ACTIVE  GEN- 

eral  practice;  can  accommodate  one  or  two  doctors;  fully 
equipped,  furnished  aud  air  conditioned  8 rooms.  Rent 
controlled  building  in  mid-town.  Leaving  to  go  into  spec- 
ialty training.  Write  Emir  V.  Duany,  M.D.,  327  Central 
Park  West,  New  York,  N.Y.  or  call  AC  2-3222. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


VACATION  ON  CARE-FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


SKI  HOUSE  FOR  RENT -NEAR  SUGARBUSH,  VER- 
mont;  sleeps  10.  Available  weekly  or  monthly.  Write 
Box  3591,  New  York,  New  York  10017. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt  Bids,  (corner  165th  SO 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


2-STORY  PROFESSIONAL  BUILDING:  ESTABLISHED 
dentist  on  2nd  floor.  4-room  ground  floor  apartment  avail- 
able. Corner  86  St.  and  W.  7 St.,  Bklyn.,  opposite  Marl- 
boro Housing  Project  and  Seabeacb  subway.  Middle  in- 
come, heavily  populated  area;  only  one  physician  in 
vicinity.  Excellent  opportunity;  must  be  seen.  2845 
86  St.,  Bklyn,  N.Y.  ES  2-0853. 


MEDICAL  BUILDING;  WHITESTONE-BEECHHURST 
area  of  Queens.  Fast  growing  community  containing  many 
multiple  dwelling,  high  rise  buildings.  Attractive  space 
available  immediately.  Psychiatrist,  orthopedist  and 
podiatrist  would  complete  our  rentals  to  all  medical  spec- 
ialists. OL  8-7060. 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address;  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


SMITHTOWN— HAUPPAUGE  AREA:  OFFICE  SPACE 
to  share;  small  professional  building  near  hospital.  Ideal 
location;  suitable  most  specialties.  Also  two  individual 
suites  available.  Reasonable  rental;  utilities  included 
516  AN  5-5520. 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min ,434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


NOW  LEASING  26,000  SQ.  FT.  PROFESSIONAL  OF- 
fices,  elevator,  air  cond.  Will  divide  to  suit;  large  parking 
area.  In  Rockland  County’s  fastest  growing  area.  On 
busy  Rt.  9-W,  West  Haverstraw,  N.Y.,  adjacent  to  Sam- 
sondale  Shopping  Center.  Call  914  EL  2-2000. 


HUNTINGTON,  L.  I.;  CUSTOM,  2 STORY  COLON- 
ial  with  600  sq.  ft.  attached  office;  four  bedrooms.  Beau- 
tifully situated  on  major  residential  thoroughfare;  1 / z acre; 
2 yrs.  old.  Wired  for  music  system;  separate  office;  park- 
ing; natural  shingles;  800  sq.  ft.  patio;  many  extras. 
Sound  investment,  gracious  living.  $75,000.  Principals 
only.  Eves.  HA  1-1337. 
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The  cancer  with  the  highest  incidence:  skin.  The  cancer  with  the  highest  mortality  rate:  lung. 
Both,  ironically,  the  most  preventable  of  all  cancers. 

Lung  cancer  kills  some  47,000  Americans  every  year.  Estimates  are  that  more  than  75% 
of  lung  cancers  are  caused  by  cigarette  smoking... a preventable  habit. 

About  80,000  Americans  develop  skin  cancer  each  year.  Since  its  principal  cause  is 
excessive  exposure  to  the  sun,  preventive  measures  are  clear. 

Basal  cell  and  squamous  cell  carcinoma,  commonest  forms  of  skin  cancer,  are  easily 
cured  in  their  early  stages.  The  high  incidence  of  skin  cancer,  the  suffering,  disability  and 
disfigurement  which  too  often  accompany  it,  make  it  a challenging  problem. 

In  its  program  of  bringing  vital  facts  about  cancer  to  the  public,  the  Society  has  two 
new  films,  both  available  for  showing  through  any  ACS  Unit.  WHO,  ME?  dramatizes  the 
hazards  of  cigarette  smoking.  SENSE  IN  THE  SUN  urges  both  sun  workers  and  sun  wor- 
shippers to  exercise  caution.  Like  all  Society  films,  their  object  is  to  save  lives  and  diminish 
suffering  from  cancer  by  giving  forceful  expression  to  many  of  the  facts  about  cancer  with 
which  you,  doctor,  guide  your  patients. 

american  cancer  society 


.1 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms’’  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to 
10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/ day  initially, 
increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for 
convenience  and  economy  in  prescribing. 


Valium 


(diazepam) 


2-mg,  5-nig,  10-mg  tablets 


WEST  POINT 


north  f'* 

SOUTH! 

s|| 

mS\ 

as  if  driving  a truck  were  not  enough... 

he  also  has  the  excruciating  discomfort  of  pruritus  ani. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is  highly 
active  against  the  embarrassing  and  intolerable  irritation  of 
pruritus  ani  and  vulvae.  Sparing  application  to  the  affected 
area— 3 to  4 times  daily— usually  provides  rapid  relief  when 
other  measures  prove  inadequate.  And  when  excoriation  of 
the  area  raises  the  threat  of  infection,  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will  also  provide 
prophylaxis  against  a wide  range  of  skin  pathogens.  A possible 
side  effect  may  be  local  skin  sensitization  due  to  neomycin. 

Steroid-related  systemic  effects  (including  subcapsular 
cataract)  are  possible.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  chickenpox,  vaccinia, 
and  fungal  disease.  Prescribe  tubes  of  5 or  15  Gm.  Also 
available  in  % lb.  jars. 

A ^ A J^l * *  3 4 *f*4-®  TOPICAL  CREAM  0.1% 

XIlJL  JL  O l U U U 1 t AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


4 C 4“  fHl  fT*  I6*!  1^4“  CREAM  0.1%  AND 

S?  y AwlvUUi  If  OINTMENT  0.1% 

Neomycin  Base  (0.35%)  — Triamcinolone  Acetonide  (0.1%) 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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Neo-Synephrine  is  a standard 
among  topical  vasoconstrictors.  It 
is  unsurpassed  for  reducing  nasal 
turgescence  in  colds;  a most  valuable 


In  sinusitis,  Neo-Synephrine  helps 
to  promote  drainage  and  hasten 
recovery.*  Used  promptly,  it  helps 
clear  the  stagnant  sinus  and  lessen 


aid  in  preventing  and  treating  sinusitis,  the  chances  of  chronicity. 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses, 
and  Ears  in  Childhood,  Springfield,  III., 
Charles  C Thomas,  1963,  p.  34. 


W/fTthrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


Neo-Synephrine  stops  the  boggy 
feeling  of  colds  at  once— works 
against  factors  that  induce  sinus- 
itis. With  Neo-Synephrine  nose 
drops,  spray  or  jelly,  turbinates 
shrink  on  contact,  obstructed  ostia 
open  and  drainage  is  re-established. 


Neo-Synephrine  HCI  is  available  in: 
Va°7o  solution  for  infants 
V4«7o  solution  for  children  and  adults 
V4°7o  pediatric  nasal  spray  for  children 
V2%  solution  for  adults 
V2%  nasal  spray  for  adults 
Vj°7o  jelly  for  children  and  adults 
1 °7o  solution  for  adults  (resistant  cases) 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jelly 


i 
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at  Merck  Sharp  & Dohme . . . 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledge  thus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems- understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

@MERCK  SHARP  & DOHME  Division  of  Merck  & Co..  INC..  West  Point,  Pa. 

where  today’s  theory  is  tomorrow's  therapy 
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treat  the  cough  as  well  as  the  cold 

Hycollline•  Syrup 


tions  responsible  for  irritation  • 
provides  prompt  symptomatic  relief 
of  allergic  symptoms  ■ is  well  tol- 
erated • rarely  causes  constipation 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  ....  5 mg. 

(Warning:  May  be  habit-forming) 

6.5  mg. 

Homatropine  methylbromide  . . . 1.5  mg. 

Pyrilamine  maleate 

Phenylephrine  hydrochloride 

10  mg. 

Ammonium  chloride 

60  mg. 

Sodium  citrate 

85  mg. 

(with  methylparaben  0.13%  and  propylparaben  0.02° 
servatives) 

0 as  pre- 

in  a highly  palatable  cherry-flavored  vehicle 

Arrests  both  productive  and  nonproductive 
cough,  without  suppressing  productive  cough 
■ decongests  the  airways  • liquefies  secre- 

U S.  Pal  2 630  400 


Average  Dosage:  Adults.  1 tea- 
spoonful after  meals  and  at  bedtime 
with  food.  Children  6-12  years, 

V2  teaspoonful;  3-6  years.  14  tea- 
spoonful; 1-3  years.  10  drops; 

6 months  to  1 year,  5 drops.  Admin- 
ister after  meals  and  at  bedtime 
with  food.  On  oral  Rx  where  state 
laws  permit. 

Caution:  Should  be  used  with  caution 
in  patients  with  known  idiosyncra- 
sies to  phenylephrine  hydrochloride 
and  in  those  with  moderate  or 
severe  hypertension,  hyperthyroid- 
ism or  advanced  arteriosclerosis. 

In  these  patients  the  use  should  not 
exceed  three  days.  Hycomine  Syrup 
is  generally  well  tolerated  but 
in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur. 
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medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 


Indications:  ‘MiJtown’  (meprobamate)  is  ef- 
1 fective  in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
'•  anxiety  and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
i tion;  withdraw  gradually  after  use  for  weeks 
| or  months  at  excessive  dosage.  Abrupt  with- 

Idrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 


- - ' 


! 


* 


Month  in  Washington 


The  U.S.  Public  Health  Service  has  expanded 
its  Papanicolaou  test  program  with  the  goal  of 
providing  cervical  cancer  tests  for  most  women 
who  enter  hospitals  and  for  many  women  who 
see  physicians  for  any  reason.  A total  of  $6 
million  has  been  allotted  for  the  expanded  na- 
tion-wide campaign.  Grants  will  be  made  to 
hospitals,  medical  schools,  state  and  local  health 
departments,  and  nongovernment  health  groups 
for  training  of  technicians,  postresidency  train- 
ing of  physicians,  purchase  of  laboratory  equip- 
ment, examination  of  hospital  outpatients,  and 
other  such  expenditures. 

Since  last  March  the  American  Academy  of 
General  Practice  has  been  implementing  an 
office  cancer  detection  program  for  the  Public 
Health  Service.  A health  service  spokesman 
termed  the  program  “most  effective”  although 
not  costly.  The  health  service  said  it  expects  to 
achieve  its  goal  in  hospital  tests  within  the  next 
five  years.  They  said  the  number  of  hospitals 
providing  this  service  to  all  adult  women  patients 
will  increase  each  year  during  this  period. 

Hospitals  providing  care  for  the  poor  and 
medically  indigent  will  receive  first  considera- 
tion in  the  awarding  of  grants  for  implementa- 
tion of  the  Papanicolaou  test  program.  Pa- 
tients in  these  hospitals  usually  have  not  been 
tested  for  cervical  cancer.  Public  Health  Serv- 
ice Surgeon  General  William  H.  Stewart  said 
the  new  hospital-based  screening  program  reach- 
ing high-risk,  low  socioeconomic  groups  offered 
“a  truly  effective”  means  of  fighting  cancer 
through  the  Papanicolaou  test  for  early  detec- 
tion. Although  the  Papanicolaou  test  was  de- 
veloped more  than  twenty  years  ago,  only  20  per 
cent  of  the  nation’s  62  million  adult  women  re- 
ceived the  test  last  year. 

The  report  of  the  President’s  Commission  on 
Heart  Disease,  Cancer,  and  Stroke  proposed  a 
national  cervical  cancer  detection  program  as 
the  next  logical  step  to  expand  the  limited  pro- 
gram previously  carried  out  by  the  Public 
Health  Service’s  Cancer  Control  Program.  The 
clinical  training  programs  for  cancer  control  will 
have  $6  million  in  funds  for  the  next  twelve 
months,  which  is  double  the  amount  previously 
available.  The  grant-aided  programs  will  be 
carried  out  by  medical  schools,  hospitals,  and 
such  health  groups  as  the  American  Cancer  So- 
ciety, the  American  Academy  of  General  Prac- 
tice, and  the  state  and  local  health  departments. 
*** 

After  President  Johnson  named  the  National 
Advisory  Council  on  Regional  Medical  Pro- 
grams to  advise  the  government  on  programs 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association, 


authorized  by  the  heart  disease,  cancer,  and 
stroke  law,  James  Z.  Appel,  M.D.,  American 
Medical  Association  president,  expressed  regret 
that  “the  A.M.A.  was  not  asked  to  submit  any 
nominations  to  this  important  body.” 
“Frankly,”  Dr.  Appel  said,  “we  are  disturbed 
that  the  Public  Health  Service  has  taken  this 
action  in  view  of  our  known  interest  in  this  Act 
and  of  the  inclusion  before  its  enactment  of  the 
20  amendments  we  had  proposed.  You  may 
remember  that  one  of  the  amendments  incor- 
porated into  the  final  bill  was  our  suggestion  that 
the  Advisory  Council  have  final  authority  in 
approving  or  disapproving  grant  requests  rather 
than  only  advisory  authority  as  initially  pro- 
vided.” 

Nonetheless,  Dr.  Appel  told  the  A.M.A. 
House  of  Delegates  in  Philadelphia: 

“If  we  provide  effective  leadership,  and  if 
the  Public  Health  Service  cooperates,  it  may 
be  that  this  law  will  permit  the  development 
of  programs  which  will  benefit  the  public  and 
be  acceptable  to  the  profession.  I cannot 
urge  you  strongly  enough,  therefore,  to  take 
steps  now  through  appropriate  state  and  local 
society  committees  to  meet  with  medical 
school  deans,  state  health  department  di- 
rectors, teaching  hospital  administrators,  and 
department  heads  in  an  effort  to  establish 
jointly  a series  of  programs  under  the  Act  that 
would  be  wholly  beneficial.” 

The  following  were  named  to  the  Advisory 
Council:  Michael  E.  DeBakey,  M.D.,  Hous- 

ton, who  headed  the  commission  that  recom- 
mended the  program;  John  Willis  Hurst, 
M.D.,  Atlanta,  the  President’s  heart  specialist; 
George  E.  Moore,  M.D.,  Buffalo,  New  York; 
Clark  M.  Millikan,  M.D.,  Mayo  Clinic,  Roches- 
ter, Minnesota;  Cornelius  M.  Traeger,  M.D., 
New  York  City;  Leonidas  H.  Better,  M.D., 
Chicago;  Mary  I.  Bunting,  president  of  Rad- 
cliffe  College;  Gordon  Cumming,  Sacramento, 
California;  Bruce  Everist,  M.D.,  Ruston, 
Louisiana;  William  Peeples,  M.D.,  Maryland 
Health  Commissioner;  Robert  J.  Slater,  M.D., 
Burlington,  Vermont;  and  James  T.  Howell, 
M.D.,  Detroit.  Surgeon  General  Stewart  will 
be  chairman. 


A special  advisory  committee  of  nongovern- 
ment medical  experts  is  conducting  a compre- 
hensive review  of  side-effects  of  birth  control 
pills.  The  Advisory  Committee  on  Obstetrics 
and  Gynecology  was  appointed  in  November 
by  the  Food  and  Drug  Administration  because 
of  reports  that  women  who  had  taken  oral  con- 

continued  on  page  199 
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following 

infection 


jTRESSCAPS  B and  C vitamins  in  therapeutic  amounts... 
lelp  the  body  mobilize  defenses  during  convalescence. ..aid 
response  to  primary  therapy.  The  patient  with  a severe  infec- 
tion, and  many  others  undergoing  physiologic  stress,  may 
)enefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  82  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bi  2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 

and  100 

(three  months’  supply). 

i.EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
I tends  to  run  especially  low  in  the  later  years.  For  elderly 
. patients,  such  events  as  death  of  a spouse,  decline  in 
■ physical  health,  change  of  environment,  or  loss  of 
j financial  security  may  come  as  overwhelming  burdens. 
I , When  your  geriatric  patient  responds  to  such  problems 
I with  anxiety,  you  can  counteract  the  emotional  distress 
promptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
I because,  with  its  outstanding  safety  record,  there  is 
I usually  no  need  to  lower  the  dosage  as  is  the  case  with 


many  other  tranquilizers,-  the  suggested  optimal  dos- 
age for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  can  be 
used  concomitantly  with  many  other  drugs,  including 
digitalis;  and  it  is  helpful  in  relieving  nervousness  asso-  t 
ciated  with  many  organic  diseases  common  to  old  age. 
The  variety  of  dosage  forms  permits  flexibility  of  ad-  , 
ministration  to  suit  convenience,  patient  preference,  or  , 
special  requirements. 

...In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 


optimal 


-i 


dosage/optimal  results 


71771 R7IX# 


J.  B.  Roerig  ond  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  New  York  10017 


(hydroxyzine  HCI) 


tablets,  syrup,  parenteral 


i ’recautions  and  adverse  reactions:  The  transitory  drowsiness  which 
Inay  occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 
tn  a few  days  with  continued  therapy,  or  is  correctable  by  dosage 
. eduction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses, 
^voluntary  motor  activity,  including  rare  instances  of  tremor  and 
jonvulsions,  has  been  reported,  usually  on  higher  than  recom- 
liended  dosage.  Hydroxyzine  HCI  may  potentiate  barbiturates, 
iarcotics  such  as  meperidine,  and  other  CNS  depressants.  In  con- 
Ijnclive  use,  dosage  for  these  drugs  should  be  decreased.  Because 
llrowsiness  may  occur,  patients  should  be  cautioned  against  driv- 
ing a car  or  operating  dangerous  machinery.  Parenteral  Solution 
’recautions  and  contraindications:  This  dosage  form  is  intended 
ply  for  I.M.  or  I.V.  administration  and  should  not  under  any  cir- 
umstances  be  injected  subcutaneously  or  intra-arterially.  When 
he  usual  precautions  for  I.M.  injection  have  been  followed,  re- 
>orts  of  soft  tissue  reactions  have  been  rare.  Due  to  infrequent 
■hlebitis  and,  rarely,  reversible  hemolysis  with  hemoglobinuria, 
esulting  from  too  rapid  intravenous  administration  of  the  solution, 
V.  administration  should  be  slow,  no  faster  than  25  mg.  per  mirv 
i te,  and  should  not  exceed  100  mg.  in  any  single  dose.  Particular 
;are  should  be  used  to  insure  injection  only  into  intact  veins;  a 
9w  instances  of  digital  gangrene  occurring  distal  to  the  injection 
|ite  have  been  attributed  to  inadvertent  intra-arterial  injection  or 
eriarterial  extravasation,  both  of  which  should  be  avoided. 
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traceptive  pills  had  suffered  thromboembolic 
phenomena,  including  strokes,  thrombophle- 
bitis, and  pulmonary  embolism,  and  various  eye 
and  vision  manifestations.  An  article  in  the 
A.M.A.’s  Archives  of  Ophthalmology  reported 
69  cases  of  eye  ailments,  migraine,  and  strokes 
among  women  who  had  taken  the  pills. 

As  an  interim  measure,  the  F.D.A.  directed 
manufacturers  of  the  pills  to  put  two  warnings 
on  package  labels:  (1)  Use  should  be  stopped  if 

eye  problems  occur,  and  (2)  Women  who  have 
had  strokes  should  not  take  them.  It  is  esti- 
mated that  more  than  four  million  American 
women  have  been  taking  birth  control  pills 
which  are  manufactured  by  seven  United  States 
drug  firms. 

At  its  first  meeting  the  seven  members  of  the 
special  committee,  all  medical  school  gynecol- 
ogists and  obstetricians,  concluded  that  there 
was  no  need  for  immediate  action  on  the  reports 
of  adverse  experience  with  oral  contraceptive 
pills.  The  committee  believed  that  “final  rec- 
ommendations. . .can  safely  await  the  conclu- 
sion of  its  deliberations.”  Two  more  committee 
meetings  were  scheduled,  in  January  and  March. 
Joseph  F.  Sadusk,  Jr.,  M.D.,  F.D.A.  medical 
director,  said  the  committee  probably  would 
issue  its  final  report  following  the  March  meet- 
ing. 

The  F.D.A.  put  on  computer  tape  and  turned 
over  to  the  committee  for  evaluation  all  of  the 
clinical  reports  it  had  received  on  suspected  ad- 
verse reactions  from  oral  contraceptive  drugs. 
The  F.D.A.  pointed  out  that  it  had  “emphasized 
previously  that  these  are  naturally  occurring 
conditions  in  some  women  which  have  been 
noted  as  far  back  as  medical  experience  extends  ” 

In  a nonrelated  action,  a 13-member  panel, 
one  of  30  such  panels  making  up  the  White 
House  Conference  on  International  Cooperation, 
proposed  that  the  United  States  make  $100 
million  available  over  the  next  three  years  to 
help  foreign  governments  carry  out  family 
planning  programs.  The  panel  also  urged  that 
the  Federal  government  set  an  international 
example  by  cooperating  with  state  and  local 
agencies  to  make  birth  control  information 
services  readily  available  in  this  country. 


low  intake?  high  uptake?  faulty  utilization? 
Whatever  the  cause  of  nutritional  imbalance  in 
individual  patients,  are  its  effects  predictable  ? 


Differential  diagnosis  which  includes  evaluation  of  the 
patient’s  total  nutritional  status  is  becoming  increas- 
ingly significant.  Newer  test  methods1'2  3 offer  oppor- 
tunities to  assess  the  first  evidence  that  inadequate 
amounts  of  essential  nutrients  are  being  provided  to 
the  cells  for  normal  metabolic  functions.  Biochemical 
lesions  due  to  tissue  depletion  can  be  identified  long 
before  functional  changes,  clinical  signs,  or  adjuvant 
diseases  are  manifest. 

The  possibility  and  extent  of  nutritional  dietary  imbal- 
ance in  presumably  well-fed  healthy  individuals  has 
been  widely  documented.  Of  265  boys  and  girls  under 
13  in  New  York4,  18%  received  less  than  two-thirds 
the  National  Research  Council’s  Recommended  Diet- 
ary Allowance  of  vitamin  C and  14%  were  low  in 
niacin.  In  108  California5  families  with  218  adults  and 
144  children,  21%  showed  a nutrient  intake  of  less 
than  two-thirds  the  RDA  of  vitamin  A and  of  thiamine 
and  34%  of  vitamin  C.  In  Illinois6,  essential  nutrient 
intake  was  inadequate  in  a high  percentage  of  421  teen- 
age boys  and  girls  from  three  schools.  Of  girls  13  to 
15,  45%  were  below  % RDA  in  iron  intake;  73%, 
vitamin  A;  and  52%,  vitamin  C.  In  the  same  schools, 
43%  of  boys  16  to  18  showed  inadequate  intake  of 
vitamin  A;  33%,  thiamine;  32%,  riboflavin;  57%, 
niacin;  and  65%,  vitamin  C. 

Nutritional  studies  now  in  progress7  combine  chemical 
tests  of  blood,  tissue  and  urine  with  close  physical  ex- 
amination and  dietary  investigation.  In  over  2,000  high 
school  students  in  Iowa,  fourteen  different  positive  clin- 
ical signs  were  revealed  by  physical  examination.  In 
one-third  of  all  the  students,  blood  samples  were  anal- 
yzed for  hemoglobin  and  hematocrit  values,  erythrocyte 
hemolysis,  vitamin  A,  vitamin  C,  carotene,  cholesterol, 
triglycerides,  tocopherol,  folic  acid,  vitamin  B12,  and 
total  protein  content;  urine  samples  were  tested  for  pH, 
albumin,  blood,  sugar,  creatinine,  creatine,  riboflavin, 
thiamine,  pantothenic  acid  and  pyridoxine.  The  inves- 
tigators7 indicate  “a  considerable  segment  of  this  teen- 
age population  shows  values  that  must  be  considered 
abnormal  by  any  standard  of  comparison”.  As  anti- 
cipated, the  majority  of  anemic  students  were  girls.  The 
deviation  from  overall  optimal  nutrition  was  ascribed 
to  repeatedly  poor  choice  of  limited  varieties  of  foods 
rather  than  the  amount  eaten.  Only  30,  of  600  queried, 
reported  any  use  of  supplemental  vitamins. 
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What  is  the  place  of  supplementary  vitamins  and  iron 
in  achieving  the  optimal  nutritional  status  for  patients 
of  all  ages?  Recognized  clinical  nutritionists8'9  suggest: 
"Vitamin  supplementation  is  useful  during  periods  of 
illness  or  deranged  mode  of  life,  which  may  result  in 
impairment  of  absorption  of  nutrients  or  deterioration 
of  dietary  quality.  Supplementation  may  also  be  of 
value  to  the  individual  who,  through  ignorance,  poor 
eating  habits,  or  emotional  or  physical  illness,  does  not 
eat  an  adequate  diet.  The  physician’s  primary  responsi-  ' 
bility  for  these  patients  is  to  remove  these  disturbing 
factors  rather  than  merely  to  alleviate  their  results. 
Nevertheless,  until  the  disturbing  factors  have  been 
discovered  and,  when  possible,  removed,  supplement- 
ary vitamins  are  valuable  in  assuring  adequate  intake.”9 
Increased  intake  of  iron,  as  advised  by  the  latest  revi-  ‘ 
sions10  in  the  NRC  Recommended  Dietary  Allow-  j 
ances,  focuses  new  attention  on  the  need  for  supple- 
mentary iron,  particularly  in  the  growth  years  and  in 
menstruating  women. 

New  - ONE-A-DAY®  PLUS  15  mg.  IRON 

To  maintain  adequate  iron  availability  in  patients  with  I 
known  greater  need.  One-A-Day  Plus  Iron  provides  the  I 
total  NRC  Recommended  Dietary  Allowance  of  iron  J 
for  older  children,  all  teenagers,  and  menstruating  I 
women,  in  addition  to  supplementary  amounts  of  nine  ] 
essential  vitamins  in  balanced  proportions: 


Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  Bi  (Thiamine)  2 mg. 

Vitamin  Be  (Riboflavin)  2.5  mg. 

Vitamin  C (Ascorbic  Acid)  50  mg. 

Vitamin  Bn  (Pyridoxine)  1 mg. 

Vitamin  Bie  1 microgram 

Niacinamide  20  mg. 

Pantothenic  Acid  (Panthenol)  1 mg. 

Iron  (Ferrous  Fumarate)  15  mg. 


Each  yellow  tablet  supplies:  1 !4  the  adult  Minimum  Daily  Re- 
quirement of  vitamins  A and  D;  1%  MDR  of  vitamin  C;  2 
MDR  of  vitamins  Bi  and  B->  and  Niacinamide,  and  1 Vi  the 
MDR  of  Iron. 


Regular  One-A-Day®  Multiple  Vitamins  Each  red 

tablet  supplies  the  same  vitamin  content  as  above  in 
the  same  balanced  proportions  but  without  iron. 


Chewable  Chocks®  Multiple  Vitamins  Each  soft 
fruit-flavored  tablet  supplies  the  same  essential  vitamin 
content  as  a One-A-Day®  red  tablet.  May  be  chewed, 
dissolved  in  the  mouth,  or  crushed  and  placed  in  foods 
or  liquids.  See  PDR  for  exact  formula. 
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Medical  News 


Hospitals  must  receive 
certification  by  February 

Application  forms  for  certification  have  been 
sent  by  the  New  York  State  Department  of 
Health  to  all  hospitals,  as  well  as  to  medical 
and  dental  services  not  in  hospitals.  Forms 
for  nursing  homes  also  have  been  mailed. 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner, explained  that  a new  provision  of  the 
Public  Health  Law  requires  such  certification 
by  February  1,  1966.  Without  it,  no  hospital, 
nursing  home,  or  hospital  service  can  operate. 
If  any  hospital  or  related  service  has  not  received 
its  application  form,  its  officials  should  write 
the  New  York  State  Department  of  Health, 
84  Holland  Avenue,  Albany,  New  York  12208. 
Similarly,  nursing  homes  should  report  it  if 
they  have  not  received  an  application  form. 

Unless  institutions  are  properly  certified, 
they  can  receive  no  payments,  reimbursements, 
or  grants-in-aid  from  any  governmental  agency 
or  from  any  corporation  operating  under  the 
State  Insurance  Law,  Dr.  Ingraham  said. 
Certification  of  hospitals  and  related  facilities 
is  also  required  under  Federal  provisions  for 
Medicare  services  for  elderly  persons. 

The  application  form  asks  whether  the  institu- 
tion is  registered  with  the  American  Hospital 
Association  or  accredited  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals.  Other 
questions  concern  the  organization,  hospital 
services  provided,  rated  bed  capacity,  and 
physical  plant  (number  of  buildings,  how  many 
stories  they  have,  their  type  of  construction, 
and  whether  they  are  fire-resistant).  Certifica- 
tion will  eventually  be  by  two-year  periods, 
but  at  present  eligible  hospitals  will  receive 
“certificates  of  operation”  for  six-,  twelve-, 
eighteen-,  or  twenty-four-month  periods. 

Inspections  are  planned  annually,  with  a 
hospital  inspection  team  made  up  of  a hospital 
administrator,  physician,  nurse,  nutritionist, 
and  sanitarian.  Uniform  standards  are  to  be 
adopted  by  the  State  Hospital  Council,  and  pro- 
cedures for  these  teams  will  be  developed  by  the 
New  York  State  Department  of  Health.  Em- 
phasis will  be  on  developing  cooperation  in  up- 
grading the  quality  and  effectiveness  of  hospital 
care. 

Magazine  honors  doctor 

Howard  A.  Rusk,  M.D.,  director  of  the 
Institute  of  Physical  Medicine  and  Rehabilita- 
tion at  the  New  York  University  Medical 
Center  and  an  associate  editor  of  the  New 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


York  State  Journal  of  Medicine,  has  be- 
come the  recipient  of  a new  annual  award 
sponsored  by  the  magazine  Medical  World 
News. 

The  award,  established  by  the  magazine  in 
cooperation  with  the  City  of  Hope  Medical 
Center,  Duarte,  California,  is  given  for  signifi- 
cant service  in  medicine.  It  includes  a grant 
of  $1,000  from  the  magazine.  Dr.  Rusk’s  life 
and  work  were  featured  in  a recent  issue  of  the 
magazine. 

Informed  public  can  help  prevent 
accidental  injuries 

A man  in  the  Philadelphia  area  saved  the 
life  of  a woman  through  mouth- to-mouth  breath- 
ing. He  could  do  it  only  because  he  had 
learned  the  technic  from  his  wife  a few  days 
before.  She  in  turn  had  learned  it  in  a group 
discussion  about  preventing  accidental  injuries. 

This  episode  is  taken  from  a new  booklet 
entitled  A Little  Group  Can  Do  It.  The  booklet 
describes  an  experiment  to  determine  whether 
or  not  accidental  injuries  can  be  prevented  by 
holding  group  discussions  on  the  subject.  It  was 
found  that  these  injuries  were  reduced  by  17  per 
cent.  The  project  was  supported  by  the  Divi- 
sion of  Accident  Prevention,  U.S.  Public  Health 
Service,  Department  of  Health,  Education,  and 
Welfare,  and  conducted  by  the  Philadelphia 
Department  of  Public  Health. 

Copies  of  the  new  booklet  may  be  obtained 
without  charge  from  the  Accident  Control 
Section,  Philadelphia  Department  of  Public 
Health,  500  South  Broad  Street,  Philadelphia, 
Pennsylvania  19146,  or  from  the  Division  of 
Accident  Prevention,  U.S.  Public  Health  Serv- 
ice, Washington,  D.C.  20201. 

Arthritis  Foundation  announces 
deadline  for  award  entries 

Nominations  for  the  tenth  Russell  L.  Cecil 
Awards,  given  annually  for  the  outstanding 
articles,  stories,  and  scripts  on  arthritis,  must 
be  submitted  by  January  31  to  The  Arthritis 
Foundation.  The  awards  were  established  by 
the  Foundation  in  1956  in  honor  of  the  late 
Russell  L.  Cecil,  M.D.,  pioneer  rheumatologist 
and  former  national  consulting  medical  director 
for  the  Foundation,  who  died  in  June,  1965. 

There  are  three  national  awards  of  $500,  one 
each  for  newspapers,  magazines,  and  broad- 
casting media.  In  addition,  there  are  five 
regional  awards  of  $100  each.  The  purpose 

continued  on  page  204 
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PROTAMiDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5’6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1’3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 
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of  the  awards  is  to  encourage  the  writing  of 
accurate  and  up-to-date  articles,  stories,  and 
scripts  on  the  subject  of  arthritis. 

Entries,  which  will  be  judged  by  experts  in 
the  three  media,  will  be  chosen  for  their  effective- 
ness in  stimulating  greater  public  knowledge, 
interest,  and  action  on  the  nation-wide  problems 
of  arthritis  and  other  rheumatic  diseases.  All 
entries  must  have  been  published  or  broadcast 
in  the  United  States  between  January  1 and 
December  31,  1965.  Scripts,  articles,  and 

stories  may  be  submitted  by  the  author,  editor, 
publisher,  station  representative,  or  a chapter 
of  The  Arthritis  Foundation. 

Entry  blanks  and  rules  governing  the  com- 
petition may  be  obtained  from  The  Arthritis 
Foundation,  1212  Avenue  of  the  Americas, 
New  York,  New  York  10036,  or  from  any  of  the 
Foundation’s  chapters  located  in  major  cities 
throughout  the  country. 

Diabetes  Association 
holds  essay  contest 

The  Clinical  Society  of  the  New  York 
Diabetes  Association,  Inc.,  announces  the 
Third  Annual  Prize  Essay  Contest  in  the  field 
of  diabetes  mellitus.  The  contest  is  open  to 
house  staff  officers  and  Fellows  of  hospitals  in 
New  York  City  and  adjacent  counties.  First 
prize  is  $100,  and  second  prize  is  $50. 

Prizes  will  be  awarded  for  papers  on  original 
work  in  the  field  of  diabetes  mellitus.  Ab- 
stracts should  consist  of  not  more  than  250 
words  in  length  and  must  be  received  by  the 
Clinical  Society  chairman  not  later  than  April  1. 
Prize-winning  papers  and  selected  other  papers 
submitted  by  house  officers  and  Fellows  will  be 
presented  at  the  house  staff  officers  and  Fellows 
meeting  on  May  19. 

Entries  should  be  submitted  to:  Prize  Essay 

Committee,  Clinical  Society,  New  York  Dia- 
betes Association,  Inc.,  104  East  40th  Street, 
New  York,  New  York  10016. 

A.M.A.  sponsors  essay  contest 
for  medical  students 

The  American  Medical  Association  is  spon- 
soring a Medical  Ethics  Essay  Contest  open 
to  junior  and  senior  students  in  accredited 
medical  schools  throughout  the  United  States. 


The  contest  is  being  named  in  honor  of  the  late 
Norman  A.  Welch,  M.D.,  who  died  September 
3,  1964,  while  serving  as  the  118th  president  of 
the  A.M.A.  Cash  prizes  totaling  $1,000,  made 
possible  by  a special  appropriation  by  the 
A.M.A.’s  Board  of  Trustees,  will  be  awarded  to 
the  winning  essays.  First  prize  will  be  $500, 
second  prize  $300,  and  third  prize  $200. 

Deadline  for  entries  in  the  contest  is  June  1, 
1966.  Awards  in  the  1965-1966  contest  will 
be  announced  at  the  A.M.A.  Clinical  Conven- 
tion in  November,  1966.  Judging  will  be  by  a 
committee  composed  of  prominent  physicians 
and  by  members  of  the  Judicial  Council. 

Complete  contest  rules,  as  well  as  suggested 
essay  topics,  are  available  on  written  request 
from  the  Department  of  Medical  Ethics, 
American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610.  They 
may  also  be  obtained  at  the  offices  of  medical 
school  deans. 

New  edition  of  vital  statistics 

Now  available  is  the  latest  edition  of  Basic 
Vital  Statistics,  New  York  State  ( exclusive  of 
New  York  City,  1900-1964).  If  you  are  inter- 
ested in  obtaining  a copy,  write:  Office  of 

Biostatistics,  New  York  State  Department  of 
Health,  84  Holland  Avenue,  Albany,  New  York 
12208. 

Personalities 

Elected.  As  officers  of  The  New  York  Allergy 
Society  for  the  coming  year:  Bernard  Siegel, 

M.D.,  president;  David  Merksamer,  M.D., 
president-elect;  Walter  Kessler,  M.D.,  vice- 
president;  Earl  B.  Brown,  M.D.,  secretary; 
Harold  Gelfand,  M.D.,  treasurer;  and  John 
Connell,  M.D.,  assistant  secretary-treasurer 
. Max  Cheplove,  M.D.,  Buffalo,  as  president- 
elect of  the  New  York  State  Academy  of 
General  Practice  at  its  annual  scientific  meeting 
in  New  York.  . Harold  Jacobson,  M.D.,  New 
Yoi’k  City,  as  president-elect  of  the  Radiological 
Society  of  North  America. 

Speaker.  Waring  Willis,  M.D.,  president  of 
the  Medical  Society  of  the  State  of  New  York, 
a guest  speaker  at  a golden  anniversary  testi- 
monial dinner  given  for  Leo  G.  Weishaar,  Sr., 
M.D.,  commemorating  his  fifty  years  in  medi- 
cine. 
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with  Soma  Compound 

carisoprodol  200  mg.,  phenacetin  160  mg.,  caffeine  32  mg. 


In  most  patients  with  strains  and 
sprains,  ‘Soma’  Compound  can 
reduce  recovery  time  because  of 
its  ability  both  to  relieve  pain 
and  to  relax  muscle.  In  a con- 
trolled study  of  patients  in  an 
industrial  practice,  R.  6.  Conant 
reported  that  ‘Soma’  Compound 
shortened  recovery  time  an  aver- 
age of  25%  as  compared  with 
aspirin.1  In  addition,  complete  or 
marked  relief  was  noted  in  94% 
of  patients  treated  with  ‘Soma’ 
Compound,  as  compared  to  46% 
of  patients  treated  with  aspirin. 

1.  Conant,  R.  G.:  Reduction  of  industrial  time-loss: 
treatment  with  carisoprodol  compound  in  muscu- 
loskeletal disorders.  Industr.  Med.  Surg.  33: 25, 
Jan.  1964. 


Also  available  with  Vi  gr.  codeine  as  ‘Soma’  Compound  with  Codeine:  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  codeine  phosphate 
16  mg.  (Warning:  may  be  habit-forming.) 

Indications:  'Soma’  Compound  and  'Soma'  Compound  with  Codeine  are  useful  for  relief 
of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting  muscles 
and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phena- 
cetin, or  codeine  phosphate.  Precautions:  Phenacetin-'fiWn  long-term  use,  give  cautiously 
to  patients  with  anemia  and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage 
the  kidneys  when  used  in  large  amounts  or  for  long  periods.  Caffeine- Not  recommended 
for  persons  extremely  sensitive  to  its  CNS  stimulating  action.  Codeine  phosphate -Use 
with  caution  in  addiction-prone  individuals.  Carisoprodol-Car\sopro6o\,  like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity 
to  compounds  of  similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsi- 
ness, lightheadedness,  dizziness,  and  gastric  complaints  have  been  reported  infrequently 
for  either  or  both  of  these  preparations.  Phenecetin -Side  effects  are  extremely  rare  with 
short-term  use  of  recommended  doses.  Prolonged  ingestion  of  overdoses  may  produce 
dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature, 
insomnia,  headache,  mental  disturbances,  and  tolerance.  Caffeine- Side  effects  are 
almost  always  the  result  of  overdosage.  Average  doses  may  rarely  cause  nausea,  nerv- 
ousness, insomnia,  and  diuresis.  Excessive  dosage  may  produce,  in  addition,  restless- 
ness, nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata,  tachycardia, 
and  cardiac  arrhythmias.  Codeine  phosphate-  Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol -The  only  side  effect  reported  with  any  frequency 
is  sleepiness,  usually  on  higher  than  recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual  reaction,  such  as  a sensation  of 
weakness.  Other  rarely  observed  reactions  have  included  dizziness,  ataxia,  tremor, 
agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occur- 
ring when  carisoprodol  was  administered  with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included  one  case  each  of 
anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity 
reaction,  carisoprodol  should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal 
attempts  may  produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage: 
Usual  adult  dosage  of  'Soma'  Compound  or  ‘Soma’  Compound  with  Codeine  is  one  or 
two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ’Soma’  Compound,  orange  tab- 
lets, each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg. 
’Soma’  Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg. 
Narcotic  order  form  required.  Before  prescribing,  consult  package  circular. 

%.  WALLACE  LABORATORIES / CfBnbury,  N.  J.  cso-sibb 


205 


Medical  Meetings 


Downstate  Medical  Center 
offers  two  programs 

The  Downstate  Medical  Center  is  scheduling 
a postgraduate  program  in  surgical  anatomy 
for  January  17  through  June  20.  The  course 
will  meet  on  Monday  from  8:00  to  10:00  p.m. 
in  the  Basic  Sciences  Building,  second  floor 
lecture  hall,  450  Clarkson  Avenue,  Brooklyn, 
New  York. 

Under  the  direction  of  Raymond  K.  J. 
Luomanen,  M.D.,  clinical  assistant  professor 
of  surgery,  Downstate  Medical  Center,  the 
course  will  concentrate  on  functional  anatomy 
by  regions,  utilizing  blackboard  drawings,  as 
well  as  demonstrations  on  the  cadaver.  Each 
student  may  avail  himself  of  the  opportunity 
for  dissection  of  an  anatomic  region  falling 
within  his  major  area  of  interest. 

The  registration  fee  is  $100,  and  the  course  is 
limited  to  20  students. 

On  February  4,  the  Downstate  Medical 
Center  is  sponsoring  a dermatology  lecture  to  be 
delivered  by  Irving  Holtzman,  M.D.,  professor 
of  clinical  dermatology.  New  York  University 
Bellevue  Medical  Center.  Dr.  Holtzman  will 
speak  on  “Reflections  of  Thirty  Years  Ex- 
perience in  Dermatology.” 

The  meeting  will  be  held  from  10:00  to  11:30 
a.m.  in  the  “E”  Building  auditorium,  Kings 
County  Hospital,  451  Clarkson  Avenue,  Brook- 
lyn, New  York. 

Conference  to  study  diabetes 

The  American  Diabetes  Association  will  hold 
its  Clinical  Conference,  the  thirteenth  post- 
graduate course,  on  January  19  through  21  at 
The  Mayflower  Hotel  in  Washington,  D.C. 
This  year’s  course  was  organized  by  the  As- 
sociation with  the  cooperation  of  five  medical 
colleges  in  the  Washington-Baltimore  region: 
The  Johns  Hopkins  University  School  of  Med- 
icine, University  of  Maryland  School  of  Med- 
icine, George  Washington  University  School  of 
Medicine,  Georgetown  University  School  of 
Medicine,  and  Howard  University  College  of 
Medicine. 

Rachmiel  Levine,  M.D.,  professor  and  chair- 
man, Department  of  Medicine,  New  York 
Medical  College,  will  be  among  the  faculty  of  27 
authorities  who  will  speak  on  aspects  of  clinical 
practice  and  research  related  to  diabetes. 
Each  session  of  the  conference  will  consist  of  a 
series  of  related  lectures  followed  by  a panel 
discussion  by  the  lecturers  as  a group. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Wednesday’s  sessions  will  be  devoted  mainly 
to  insulin,  various  types  of  insulin  antagonists, 
and  methods  of  measuring  insulin  in  the  blood. 
Thursday’s  topics  will  include  discussions  on 
oral  hypoglycemic  agents,  glucose  tolerance, 
dietary  control,  criteria  for  diagnosis  of  asymp- 
tomatic diabetes,  genetics  and  epidemiology 
of  diabetes,  hypoglycemia,  and  emotional 
factors  in  diabetes.  Among  the  subjects  cov- 
ered by  the  Friday  lectures  will  be  several  of 
the  typical  complications  of  diabetes,  problems 
in  childhood  diabetes,  and  pregnancy  and  dia- 
betes. 

The  course  is  acceptable  for  accredited  hours 
by  the  American  Academy  of  General  Practice. 
It  is  open  to  doctors  of  medicine.  Registra- 
tion fee  is  $40  for  members  of  the  American 
Diabetes  Association  and  $75  for  nonmembers. 

Registration  forms,  individual  programs,  and 
further  information  can  be  obtained  by  writing 
the  American  Diabetes  Association,  18  East 
48th  Street,  New  York,  New  York  10017. 

Allergy  Society  schedules  program 

The  New  York  Allergy  Society  is  presenting 
a program  February  2 at  the  Brass  Rail  Restau- 
rant, 100  Park  Avenue  at  East  40th  Street,  New 
York  City.  Marvin  Stein,  M.D.,  professor  of 
psychiatry,  Cornell  University  Medical  College, 
will  speak  on  “The  Role  of  the  Central  Nervous 
System  in  Asthma.” 

Conference  to  review 
blood  groups  and  transfusions 

The  Better  Bellevue  Association,  Inc.,  Belle- 
vue Hospital,  New  York  City,  is  sponsoring  a 
Hartford  Foundation  Conference  on  Blood 
Groups  and  Blood  Transfusion  on  February  3 
and  4 in  the  auditorium  of  the  New  York  Uni- 
versity School  of  Medicine,  550  First  Avenue, 
New  York  City. 

The  purpose  of  the  conference  is  to  present 
basic  information  regarding  blood  groups  and 
the  most  recent  aspects  of  transfusion  care. 
Emphasis  on  the  first  day  will  be  placed  on  the 
structure  and  distribution  of  blood  groups  and 
their  significance  in  certain  disease  processes. 
The  clinical  aspects  of  transfusions  will  be 
presented  on  the  second  day;  these  will  include 
uses  of  blood  components  and  substitutes, 
blood  preservation,  automation  in  the  blood 
bank,  problems  of  massive  transfusions  and 
transfusions  in  open  heart  surgery,  transfusion 

continued  on  page  210 
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continued  from  page  2 06 

problems  of  the  newborn,  and  diseases  arising 
from  blood  transfusions. 

Speakers  for  the  conference,  all  from  New 
York  City,  include  Arthur  Gro liman,  M.D., 
Albert  Einstein  College  of  Medicine,  on  “Some 
Metabolic  Pathways  Leading  to  Blood  Group 
Structure”;  Richard  Rosenfield,  M.D.,  The 
Mount  Sinai  Hospital,  on  “Complexity  of 
Erythrocyte  Blood  Group  Antigens”;  Alexander 
Weiner,  M.D.,  office  of  the  chief  medical 
examiner,  on  “Infrahuman  Blood  Groups”; 
Henry  Kunkel,  M.D.,  Hospital  of  the  Rocke- 
feller Institute,  on  “Serum  Antigens”;  F.  H. 
Allen,  M.D.,  New  York  Blood  Center,  on 
“Perinatal  Transfusion  Problems”;  Alan  John- 
son, M.D.,  American  Red  Cross,  on  “Coagula- 
tion and  Bleeding”;  and  George  Mirick,  M.D., 
Third  and  Fourth  Medical  Division,  Bellevue 
Hospital,  on  “Hepatitis.” 

Psychoanalytic  Clinic  plans  lectures 

The  Sandor  Rado  Lectures,  endowed  by  the 
Alumni  Association  of  the  Columbia  University 
Psychoanalytic  Clinic  for  Training  and  Re- 
search, will  be  presented  on  Friday,  February 
25.  This  year  the  lectureship  was  given  to  I. 
Arthur  Mirsky,  M.D.,  professor  and  chairman, 
Department  of  Clinical  Science,  University  of 
Pittsburgh  School  of  Medicine.  The  lectures 
honor  a founder  of  the  Psychoanalytic  Clinic 
and  its  first  director. 

Dr.  Mil-sky’s  lectures,  entitled  “Physio- 
logical, Psychological,  and  Social  Determinants 
of  Disease,”  will  be  delivered  at  The  New  York 
Academy  of  Medicine,  2 East  103rd,  New  York, 
New  York,  at  5:00  p.m.  and  8:30  p.m. 

Ophthalmology  Institute  sponsors 
course  and  lecture  series 

The  Institute  of  Ophthalmology  of  the  Amer- 


Scientist emphasizes 
necessity  of  water 


Conserving  water  these  days  is  everybody’s 
business,  but  a Columbia  University  scientist 
cautions  not  to  stop  drinking  it,  warning  that  a 
quart  a day  is  a mere  survival  level. 

With  New  York  City  reservoirs  at  less  than 
40  per  cent  of  their  capacity  and  similar 
drought  conditions  prevailing  in  many  parts  of 
the  country,  it  is  nevertheless  vital  that  people 
do  not  cut  down  their  drinking  to  dangerous 
levels,  says  C.  G.  King,  M.D.,  associate  director 
of  Columbia’s  Institute  of  Nutrition  Sciences. 

“Water  is  necessary  to  nearly  all  processes 


icas  of  The  New  York  Eye  and  Ear  Infirmary 
is  sponsoring  a course  and  a lecture  series  during 
the  month  of  March. 

The  fourth  annual  contact  lens  fitting 
course  will  be  held  March  12  and  13  under  the 
direction  of  Jorge  N.  Buxton,  M.D.,  director  of 
the  Corneal  Clinic  at  The  New  York  Eye  and 
Ear  Infirmary.  Guest  speaker  will  be  Mr. 
Frederick  Ridley  of  Moorfields  Eye  Hospital, 
London,  England.  Tuition  for  the  full-time 
course  is  $75  for  ophthalmologists  and  $37.50 
for  residents  on  written  application  by  the 
head  of  their  department. 

Rudolf  Witmer,  M.D.,  director  of  the  Uni- 
versity Eye  Clinic,  Zurich,  Switzerland,  will 
deliver  a series  of  five  special  lectures  in  English 
from  March  28  through  April  1.  The  lectures 
will  be  on  the  following  subjects:  Etiological 

Diagnosis  in  Uveitis — Serological  Approach; 
Clinical  Picture  in  Uveitis — Treatment;  Ex- 
perimental Uveitis;  Differential  Diagnosis  of 
Exudative  Retinal  Detachment  by  Means  of 
Fluorescent  Fundus  Photography;  and  Pe- 
ripheral Retinal  Degeneration.  The  fee  for 
each  lecture  is  $15. 

F or  registration  for  the  course  or  lecture  series 
write:  Mrs.  Tamar  Weber,  Registrar,  The 

Institute  of  Ophthalmology  of  the  Americas, 
The  New  York  Eye  and  Ear  Infirmary,  218 
Second  Avenue,  New  York,  New  York  10003. 

Roentgen  Society  holds  meeting 

The  New  York  Roentgen  Society  will  hold 
its  annual  Spring  Conference  at  the  Waldorf- 
Astoria  Hotel  in  New  York  City  on  April  21 
through  23.  The  scientific  program  will  fea- 
ture refresher  courses  as  well  as  papers  on  sub- 
jects of  current  interest.  Russell  H.  Morgan, 
M.D.,  professor  of  radiology,  The  Johns  Hop- 
kins University  School  of  Medicine,  will  give 
the  Annual  Ross  Golden  Lecture. 

For  additional  information  write:  Albert  A. 
Dunn,  M.D.,  Roosevelt  Hospital,  428  West 
59th  Street,  New  York,  New  York  10019. 


that  go  on  in  the  body,”  he  declared.  “Two 
or  three  quarts  a day  are  considered  reason- 
able.” 

We  need  at  least  this  amount,  and  more  on 
warmer  days,  to  function  normally.  Less  than 
that  may  cause  dehydration  which  can  result 
in  fatigue,  lassitude,  headaches,  sullenness, 
and,  in  extreme  cases,  collapse. 

The  author  further  asserted  that  “a  lot  of 
foolish  people  court  dehydration  and  its  un- 
pleasant and  often  dangerous  consequences 
because  they  think  water  is  fattening.”  How- 
ever, there  isn’t  one  calorie  in  a full  reservoir. 

Other  people  use  salt  pellets,  believing  that 
the  salt  lost  in  perspiration  must  be  replaced. 
Unless  the  body  loses  from  five  to  six  quarts  a 
day  through  perspiration  in  hard  work,  no 
replacement  is  needed. 
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The  cancer  with  the  highest  incidence:  skin.  The  cancer  with  the  highest  mortality  rate:  lung. 
Both,  ironically,  the  most  preventable  of  all  cancers. 

Lung  cancer  kills  some  47,000  Americans  every  year.  Estimates  are  that  more  than  75% 
of  lung  cancers  are  caused  by  cigarette  smoking... a preventable  habit. 

About  80,000  Americans  develop  skin  cancer  each  year.  Since  its  principal  cause  is 
excessive  exposure  to  the  sun,  preventive  measures  are  clear. 

Basal  cell  and  squamous  cell  carcinoma,  commonest  forms  of  skin  cancer,  are  easily 
cured  in  their  early  stages.  The  high  incidence  of  skin  cancer,  the  suffering,  disability  and 
disfigurement  which  too  often  accompany  it,  make  it  a challenging  problem. 

In  its  program  of  bringing  vital  facts  about  cancer  to  the  public,  the  Society  has  two 
new  films,  both  available  for  showing  through  any  ACS  Unit.  WHO,  ME?  dramatizes  the 
hazards  of  cigarette  smoking.  SENSE  IN  THE  SUN  urges  both  sun  workers  and  sun  wor- 
shippers to  exercise  caution.  Like  all  Society  films,  their  object  is  to  save  lives  and  diminish 
suffering  from  cancer  by  giving  forceful  expression  to  many  of  the  facts  about  cancer  with 
which  you,  doctor,  guide  your  patients. 

american  cancer  society 
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in  senile  agitation... 

Her  only  comfort  in  life  is  her  dog... 
Crowds  distress  her... She  grows  agitated 
when  her  pension  check  is  late. 

This  anxious  patient  and  others  can 
feel  more  comfortable  on Vistaril... 
because  Vistaril  calms  smoothly,  makes  them 
feel  better  without  the  euphoria  or  psychic 
overgratification  that  fosters  habituation. 


What  is  Vistaril?  Vistaril  is  hy- 
droxyzine, a tranquilizer  entity, 
totally  different  from  the  diaze- 
pines,  meprobamates  and  the  phe- 
nothiazines.  While  equal  to  the 
diazepines  and  meprobamates  in 
effectiveness,  Vistaril  has  been 
remarkably  free  of  the  unwanted 
psychic  and  somatic  reactions 
associated  with  other  tranquilizing 
agents  because  its  primary  effect  is 
exerted  at  the  seat  of  anxiety. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  pheno- 
thiazines.  Unwanted  effects,  such 
as  hepatotoxicity,  blood  dyscra- 
sias,  skin  pigmentation,  and  opac- 
ities of  lens  and  cornea,  are  not 
characteristic  of  Vistaril  activity. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  minor 
tranquilizers.  Withdrawal  symp- 
toms, possible  psychotropic  drug 
incompatibilities,  blood  dyscrasias 
and  hepatotoxicity,  seen  with 
some  minor  tranquilizers,  are  not 
characteristic  of  Vistaril. 

( Pfizer)  since  1849 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated, 

as  Vistaril 

(HYDROXYZINE) 


Its  site  _ 
of  action  is 
the  seat  of  anxiety 


* 


Science  tor  the  world’s  well-being ® 


Turn  page  lor  brief  summary. . . 


The  record  of  hydroxyzine  experience: 

Eight  years  of  clinical  effectiveness, 
over  1,000,000,000  doses  prescribed, 
more  than  500  published  papers 
covering  nearly  15,000  patients... 


Contraindications : Hypersensitivity  to  hydrox- 
yzine. The  parenteral  solution,  for  intramus- 
cular or  intravenous  use,  must  not  be  injected 
subcutaneously  or  intra-arterially. 

Precautions'.  Hydroxyzine  may  potentiate  the 
action  of  central  nervous  system  depressants. 
In  conjunctive  use,  dosagefor  these  drugs  should 
be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving 
a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have 
rarely  been  reported  when  proper  technique 
has  been  used.  On  reported  intravenous  injec- 
tion a few  instances  of  digital  gangrene  have 
occurred  distal  to  the  injection  site,  considered 
to  be  due  to  inadvertent  intra-arterial  injection 
or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  to  insure 
injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intra- 
venous administration  should  be  accomplished 
slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if 
so,  it  is  usually  transitory  and  may  disappear 


in  a few  days  of  continued  therapy  or  upon 
dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

Supply : Vistaril  (hydroxyzine  pamoate)  Cap- 
sules: 25  mg.,  50  mg.,  100  mg.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  25  mg.  per 
5 cc.  Vistaril  (hydroxyzine  HC1)  Parenteral 
Solution:  25  mg./cc. — 10-cc.  vials,  and  50  mg. 
/cc.— 2-cc.  and  10-cc.  vials. 

More  detailed  professional  information  available 
on  request. 


The  Vistaril 
site  of  action 
is  the  seat  of 


No  other  tranquilizer  is  as  precise 
as  uncomplicated,  as 


Yisiarl 


(HYDROXYZINE) 


Science  for  the  world's  well-being® 

( Pfizer > 
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Abstracts  in  Interlingua 


Harris,  A.  H.:  Microscopia  fluorescentic  como 

adjuta  in  le  diagnose  de  morbos  infectiose 
( anglese ),  New  York  State  J.  Med.  66: 
229  (15  de  januario)  1966. 

Microscopia  de  anticorpore  fluorescentic  es 
un  recente  supplemental!  e ancora  plus  o 
minus  experimental  adjuta  in  le  diagnose  de 
morbos  infectiose.  Le  avantages  del  methodo 
in  comparation  con  le  technicas  conventional 
include  le  rapiditate  del  identification  de  micro- 
organismos  in  tissus,  liquidos  corporee,  e 
culturas — sin  reguardo  a si  o non  le  agentes  es 
viabile — quando  le  concentration  es  base  e 
mesmo  in  systemas  non  precipitatori.  Le 
technica  es  currentemente  applicate  in  le 
bacteriologia,  le  virologia,  le  mycologia,  le 
parasitologia,  le  serologia,  e le  histopathologia. 

Fisher,  A.  A.:  Le  Tractamento  de  dermatitis 

atopic  {anglese).  New  York  State  J.  Med. 
66:  236  (15  de  januario)  1966. 

Le  causa  de  dermatitis  atopic  non  es  cog- 
noscite.  Essayos  de  combatter  lo  per  le 
elimination  de  allergenos  specific  ha  remanite 
disappunctante.  Le  patientes  deberea  esser 
providite  con  un  lista  de  scribite  instructiones 
concernite  con  certe  factores  ambiental  le  qual 
initia  o exacerba  le  condition.  Le  patientes 
debe  esser  rendite  conscie  del  risco  inherente 
in  contactos  con  vaccinia  de  variola  e herpete 
simplice.  Le  rolo  de  superimponite  allergic 
dermatitis  de  contacto  debe  esser  investigate 
in  casos  sever  de  dermatitis  atopic  si  ben  como 
etiam  le  possibilitate  de  sensibilitate  pro  neo- 
mycina.  Topic  therapia  a corticosteroide  pare 
esser  innocente  mesmo  durante  prolongate 
periodos  de  tempore,  sed  therapia  constitutional 
a corticosteroide  porta  con  se  le  possibilitate  de 
adverse  effectos  secundari. 

Ravin,  M.  B.:  Le  valor  de  respiration  pro- 

funde  in  le  reversion  de  hypoxemia  post- 
chirurgic  {anglese).  New  York  State  J.  Med. 
66:  244  (15  de  januario)  1966. 

Vinti  patientes  chirurgic  esseva  studiate  post 
le  operation.  A1  fin  de  un  periodo  medie  de 
110  minutas  de  assistite  ventilation  e,  in  plus, 
de  5 minutas  de  inhalation  spontanee  de 
oxygeno,  omne  le  subjectos  habeva  saturationes 
arterial  de  100  pro  cento  e valores  intra  le 
limites  del  norma  pro  le  tension  arterial  de 
bioxydo  de  carbon  e pro  pH.  Cinque  consecu- 
tive hyperinflationes,  effectuate  un  hora  post  le 
termination  del  anesthesia,  resultava  in  un 
valor  medie  del  saturation  arterial  a oxygeno 
le  qual  esseva  significativemente  plus  alte  que 
in  le  gruppo  de  controlo,  e le  differentia  re- 


maneva  significative  post  le  passage  de  8 a 
10  horas  additional. 

Plotz,  E.  J.,  Boba,  A.,  e Linkie,  D.  M.: 

Bradycardia  e angustia  in  le  feto  {anglese), 
New  York  State  J.  Med.  66:  250  (15  de 
januario)  1966. 

Mesurationes  experimental  del  fetal  fre- 
quentia  cardiac,  tension  de  sanguine  arterial, 
activitate  electrocardiographic,  e tension  de 
oxygeno  in  sanguine  arterial  esseva  effectuate 
durante  que  le  feto  esseva  ancora  in  utero  in 
canes  pregnante  approchante  le  parturition. 
Hemorrhagia  in  le  matre  sequite  del  adminis- 
tration de  phenylephrina  resultava  in  brady- 
cardia e hypoxia  fetal.  Le  administration  de 
atropina  al  matre  ante  le  hemorrhagia  materne 
o post  le  arresto  cardiac  materne  inducite 
per  fibrillation  ventricular  preveniva  o post- 
poneva  le  bradycardia  fetal,  sed  hypoxia  fetal 
remaneva  presente,  lo  que  suggestiona  que 
agentes  vagolytic  e vasopressori  non  deberea 
esser  usate  durante  le  dolores  de  parto  a causa 
del  facto  que  illos  cela  possibilemente  hypoxia 
fetal. 

Mastrota,  V.  F.,  e Fenton,  A.  N.:  Un 

studio  de  perforationes  chirurgic  del  utero 
{anglese).  New  York  State  J.  Med.  66: 
255  (15  de  januario)  1966. 

Esseva  studiate  4660  casos  de  dilatation  e 
curettage  resultante  in  le  discoperta  de  22  casos 
de  diagnoses  de  perforation  del  utero.  In  un 
alte  procentage  del  casos,  il  pareva  justificate 
concluder  que  laxitate  in  le  routine  chirurgic 
esseva  responsabile  pro  le  occurrentia  del  per- 
foration. Complicationes  major  occurreva  in 
2 casos:  sever  e profuse  hemorrhagia  requirente 
hysterectomia  vaginal  e laceration  de  mesenterio 
del  intestino  tenue  requirente  laparotomia. 
Un  tractamento  conservatori  esseva  successose 
in  le  remanente  casos. 

Tuttle,  E.  H.:  Tractamento  de  acne  vulgar 

al  sala  de  consul ta  {anglese),  New  York  State 
J.  Med.  66:  (15  de  januario)  1966. 

Acne  vulgar  es  le  problema  le  plus  commun 
maneate  per  le  dermatologo.  Le  methodos  de 
tractar  lo  include  le  uso  de  hormones  estrogene, 
occasionalmente  de  corticosteroides,  de  anti- 
bioticos,  de  agentes  chimotherapeutic,  e — 
in  application  topic — de  agentes  a contento 
de  sulfure,  acido  salicylic,  e/o  resorcinol. 
Roentgenoirradiation  es  usualmente  reservate 
pro  casos  sever.  Therapia  a lumine  ultra violette 

continued  on  page  218 
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MSSNY  PUBLICATIONS  FOR  MEMBERS... 

These  informational  pamphlets  are  some  of  the  benefits  you  receive 
with  your  State  Society  membership. 


• CONSTITUTION  AND  BYLAWS 

Here  are  the  governing  principles  and  rules  that  guide 
your  Medical  Society. 

• PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

What  are  the  duties  of  a physician  to  the  profession, 
to  the  patient,  and  to  the  public? 

• STANDARDS  OF  PRACTICE  FOR  DOCTORS 
AND  LAWYERS 

A medical  legal  guide  which  includes  five  “Do  Nots” 
for  doctors  and  five  “Do  Nots”  for  lawyers. 

• GUIDE  FOR  COOPERATION  FOR  DOCTORS, 
HOSPITALS  AND  REPORTERS 

Who  talks  to  the  news  media?  To  appear  or  not  to  appear 
on  radio  or  T.V.?  What  information  shall  the  hospital- 
release?  Answers  these  and  other  questions. 

• GUIDING  PRINCIPLES  FOR  PARTICIPATION 
IN  TELECASTS  AND  BROADCASTS 

The  Do’s  and  Don’ts  of  appearing  on  a “show”. 

• CODE  OF  UNDERSTANDING  FOR  PHARMACISTS 
AND  DOCTORS  OF  MEDICINE 

Provides  guidelines  for  physicians  and  pharmacists  in 
their  interrelated  practices;  the  responsibilities  of  each 
in  best  serving  the  individual  patient  and  the  community. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Ave.,  New  York,  N.Y.  10017 


An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 




Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725 

1962 

88.6% 

5,440 

1963 

88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci 2,3,1 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 


[triacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being® 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965,  2.  Fowler,  J.  Ralph  et  ah  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  0.:  Health  Laboratory  Science 
1:185-256  (July-Aug.)  1964. 
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continued  from  page  215 

es  benefic.  Attention  debe  esser  prestate  al 
problemas  social  e psychologic  del  patiente  con 
acne,  e — viste  que  acne  vulgar  require  un 
prolongate  tractamento — le  programma  thera- 
peutic debe  esser  le  plus  economic  possibile 
ab  le  puncto  de  vista  del  patiente. 


Lupus-like  illness  precipitated 
by  procainamide  hydrochloride 

Foui'  patients  who  developed  manifestations 
of  systemic  lupus  erythematosus  after  varying 
periods  of  procainamide  hydrochloride  therapy 
were  presented  in  a study  by  Capt.  J.  M.  Kap- 
lan, (MC)  U.S.  Army,  Maj.  H.  L.  Wachtel, 
(MC)  U.S.  Army,  Maj.  S.  W.  Czarnecki,  (MC) 
U.S.  Army,  and  J.  J.  Sampson,  M.D.,  in  a re- 
cent issue  of  the  Journal  of  the  American  Medical 
Association.  They  report  that  one  patient  de- 
veloped polyarthralgia,  muscle  soreness,  pleu- 
risy pain,  skin  lesions,  anemia,  leukopenia,  and 
showed  an  elevated  sedimentation  rate.  In 
addition  to  these  manifestations  which  had 
previously  been  noted  in  other  similar  cases, 
this  patient  showed  splenomegaly,  hyper- 
gammaglobulinemia, mild  bone  marrow 
plasmacytosis,  and  a direct  positive  Coombs’ 
reaction.  In  all  4 cases,  there  was  clinical 
improvement  when  procainamide  was  discon- 
tinued. In  3 of  the  4 cases,  clinical  manifesta- 
tions recurred  or  laboratory  abnormalities  per- 
sisted, however.  The  authors  speculate  that 
these  phenomena  may  have  represented  a self- 
perpetuating  autoimmune  process  precipitated 
by  the  drug.  While  its  use  is  encouraged  in 
appropriate  situations,  one  should  be  prepared 
to  discontinue  it  immediately  if  evidences  of  a 
lupus-like  state  appear. 

The  patients  observed  were  4 white  women, 
and  procainamide  hydrochloride  was  adminis- 
tered for  some  cardiac  condition  to  each.  The 
duration  of  therapy  lasted  from  three  to  eighteen 
months.  Dosages  ranged  from  250  to  750  mg. 
four  times  daily.  In  all  4 patients  in  this  series, 
polyarthralgia  was  the  presenting  symptom. 
In  the  absence  of  a lupus-like  syndrome,  poly- 
arthralgia has  been  reported  in  only  1 case 
during  procainamide  administration,  whereas 
it  always  appears  concomitant  with  lupus-like 
illness  induced  by  this  drug.  Its  presence, 
therefore,  should  alert  the  physician  to  the  pos- 
sible presence  of  the  syndrome,  and  tests  for 
antinuclear  factors  should  be  done.  The  inci- 
dence of  serologic  abnormalities  found  in  family 
members  of  patients  exhibiting  the  lupus-like 
syndrome  during  procainamide  hydrochloride 
therapy  suggests  too,  that  genetic  factors  may 
be  responsible  for  the  altered  immunologic 
state. 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-bloclung,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
# Wallace  Laboratories  / Cranbury,  N.  J. 

* CD-C40B 
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meprobamate  400  mg.  -f  benactyzine  hydrochloride  1 mg. 

A LOGICAL  FIRST  CHOICE 

usually  restores 
normal  sleep  quickly 
by  helping 
to  lift  depression... 
calm  associated  anxiety, 
tension,  and  rumination 

Wallace  Laboratories  / Cranbury,  N.  J.  te  Moe 


Abstracts 


Harris,  A.  H.:  Fluorescent  microscopy  as 

aid  in  diagnosis  of  infectious  diseases.  New 
York  State  J.  Med.  66:  229  (Jan.  15)  1966. 

Fluorescent  antibody  microscopy  is  a recent 
supplemental  and  still  somewhat  experimental 
aid  in  the  diagnosis  of  infectious  disease.  Ad- 
vantages over  conventional  technics  include 
rapidity  of  identification  of  microorganisms 
in  tissues,  body  fluids,  and  cultures  whether  or 
not  the  agents  are  viable,  when  the  concentra- 
tion is  low,  and  even  with  nonprecipitating 
systems.  Application  of  the  technic  is  being 
made  in  bacteriology,  virology,  mycology, 
parasitology,  serology,  and  histopathology. 

Fisher,  A.  A.:  Management  of  atopic  der- 

matitis, New  York  State  J.  Med.  66:  236 
(Jan.  15)  1966. 

The  cause  of  atopic  dermatitis  is  unknown, 
and  attempts  at  its  control  by  removal  of 
specific  allergens  have  been  disappointing. 
Patients  should  be  provided  with  a list  of  writ- 
ten instructions  concerning  certain  initiating  or 
exacerbating  environmental  factors.  They 
should  be  warned  of  the  danger  of  contact  with 
smallpox  vaccinia  and  herpes  simplex.  The 
role  of  superimposed  allergic  contact  dermatitis 
should  be  investigated  in  severe  cases  of  atopic 
dermatitis,  as  well  as  the  possibility  of  neo- 
mycin sensitivity.  Topical  corticosteroid  ther- 
apy appears  to  be  safe  for  prolonged  periods  of 
time,  but  systemic  corticosteroid  therapy  may 
produce  undesirable  side-effects. 

Ravin,  M.  B.:  Value  of  deep  breaths  in  re- 

versing postoperative  hypoxemia,  New  York 
State  J.  Med.  66:  244  (Jan.  15)  1966. 

Twenty  patients  were  studied  following  oper- 
ation. After  an  average  of  one  hundred  ten 
minutes  of  assisted  ventilation  plus  five  minutes  of 
spontaneous  oxygen,  all  subjects  had  arterial  satu- 
rations of  100  per  cent  and  arterial  carbon  dioxide 
tension  and  pH  values  within  the  normal  range. 
Five  consecutive  hyperinflations  one  hour  after 
the  end  of  anesthesia  resulted  in  a mean  arterial 
oxygen  saturation  that  was  significantly  greater 
than  in  the  control  group,  and  the  difference 
remained  significant  after  eight  to  ten  hours. 


Plotz,  E.  J.,  Boba,  A.,  and  Linkie,  D.  M.: 

Fetal  bradycardia  and  fetal  distress,  New 
York  State  J.  Med.  66:  250  (Jan.  15)  1966. 

Experiments  which  measured  fetal  heart 
rate,  arterial  blood  pressure,  electrocardio- 
graphic activity,  and  arterial  oxygen  tension 
while  the  fetus  was  still  in  utero,  were  carried 
out  in  pregnant  dogs  near  term.  Maternal 
hemorrhage  and  subsequent  phenylephrine 
administration  led  to  fetal  bradycardia  and 
hypoxia.  Administration  of  atropine  to  the 
mother  before  maternal  hemorrhage  or  after 
maternal  cardiac  arrest  induced  by  ventricular 
fibrillation  prevented  or  postponed  fetal  brady- 
cardia, but  fetal  hypoxia  occurred,  suggesting 
that  vagolytic  and  vasopressor  agents  should 
not  be  used  during  labor  because  they  may  mask 
fetal  hypoxia. 

Mastrota,  V.  F.,  and  Fenton,  A.  N.:  Study 

of  surgical  perforations  of  uterus,  New  York 
State  J.  Med.  66:  255  (Jan.  15)  1966. 

A study  was  made  of  4,660  cases  of  dilatation 
and  curettage  during  which  22  cases  of  diagnosed 
perforations  of  the  uterus  occurred,  of  which  a 
laxity  in  surgical  routine  was  felt  to  be  responsi- 
ble for  a large  percentage.  Major  complica- 
tions occurred  in  2 cases:  severe,  profuse  hemor- 
rhage requiring  vaginal  hysterectomy  and 
laceration  of  small  bowel  mesentery  neces- 
sitating laparotomy.  Conservative  manage- 
ment was  successful  in  the  remaining  cases. 

Tuttle,  E.  H.:  Office  management  of  acne 

vulgaris,  New  York  State  J.  Med.  66:  259 
(Jan.  15)  1966. 

Acne  vulgaris  is  the  most  common  problem 
handled  by  dermatologists.  Methods  of  treat- 
ment include  estrogenic  hormones,  occasionally 
corticosteroids,  antibiotics,  chemotherapy,  and 
topical  applications  containing  sulfur,  salicylic 
acid,  and/or  resorcinol;  x-radiation  is  usually 
reserved  for  severe  cases.  Ultraviolet  light 
therapy  is  beneficial.  Attention  to  the  social 
and  psychological  problems  of  the  acne  patient 
is  necessary,  and,  because  acne  vulgaris  re- 
quires long-term  care,  treatment  must  be 
economically  possible  for  the  patient. 
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PARKE-DAVIS 
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"Ah,  My  BeIovecI,  fill  tIie  Cup  tIhat  cIears 
TODAY  of  pAST  REqRETs  Ai\id  fuTURE  Fears..." 


OMAR  KHAYYAM  was  a tentmaker,  astronomer, 
and  wine  lover,  not  a physician.  But  as  you  per- 
ceive, Doctor,  he  had  a pretty  good  notion  of  the 
value  of  wine  in  geriatrics,  in  anxiety,  and  in  solv- 
ing many  of  the  problems  that  beset  you  and 
your  patients  daily. 

So,  why  not  let  us  help  you  partake  of  the  900- 
year-old  wisdom  of  Omar  the  tentmaker?  And  of 
modern  medical  research?  Drop  us  a note  on 
your  professional  letterhead  and  well  send  you, 
free,  "USES  OF  WINE  IN  MEDICAL  PRACTICE." 
It's  the  new,  revised  summary  of  a quarter  cen- 
tury of  research  by  leading  universities  and  gov- 
ernmental agencies  both  here  and  abroad.  It 
highlights  the  latest  findings  on  wine  as  a thera- 
peutic aid  in  your  practice,  and  as  an  adjunct  to 
the  diets  of  your  patients  in  hospitals  and  nursing 
homes. 

By  the  way,  Doctor:  In  your  spare  time  (if  any), 
are  you  a gourmet  cook?  Or  do  you  insist  that 
your  wife  be?  If  so  (or  if  you  just  enjoy  good 
food),  our  new  cookbook,  "ADVENTURES  IN 
WINE  COOKERY  BY  CALIFORNIA  WINEMAK- 
ERS," is  an  absolute  must  in  your  kitchen  library. 
We  done  it  and  we're  proud  of  it.  Our  wives 
helped.  It  gives  you  more  than  400  irresistible 
easy  recipes.  Just  send  us  $2  per  copy  postpaid 
(we'd  love  to  give  it  to  you  but  it's  too  expen- 
sive). Makes  a wonderful  "thank-you-ma'am"  or 
thoughtful  gift.  Makes  doctors  and  their  wives 
happy.  Makes  us  and  our  wives  happy.  Thank 
you,  Doctor,  for  listening. 


WINE  ADVISORY  BOARD,  DEPT.102B,  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94105 
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Editorials 


The  coffee  break 


It  is  estimated  that  fifty  thousand 
Americans  stop  working  at  least  twice  a 
day  for  a ten-  to  fifteen-minute  coffee 
break. 

A recent  study  from  the  University  of 
California  estimates  that  the  coffee  break 
costs  $89  per  employe,  per  year,  through- 
out the  nation,  for  a total  sum  of 
$4,806,000,000.  Many  have  the  idea  that 
the  coffee  break  is  a fairly  recent  innova- 
tion. Actually,  it  started  early  in  1900. 
Associated  Industries  of  New  York  State 
reports  the  coffee  break  originated  in 
1902  at  the  factory  of  the  Barcalo  Manu- 
facturing Company,  chair  manufacturers 
in  Buffalo,  New  York. 

At  that  time  the  ten-  and  twelve-hour 
work  day  were  common  and  it  was  a long 
time  between  meals.  The  first  coffee  was 
brewed  at  this  factory  by  one  of  the 
employes  in  the  boiler  room  of  the  plant. 


From  this  small  beginning  the  coffee  break 
has  become  a national,  and  even  an  inter- 
national, institution.  Executives  have 
been  known  to  grumble  about  the  amount 
of  time  and  money  spent  for  this,  but  they 
should  weigh  the  advantages.  The  speed 
up  and  tensions  of  modern  working  condi- 
tions, both  in  plants  and  offices,  makes 
a change  of  pace  imperative.  Unrelieved 
pressure  is  a fertile  ground  for  mental 
breakdown. 

We  would  suspect  that  a study  com- 
paring production  with  and  without  a 
coffee  break  would  show  that  the  coffee 
break  increases  efficiency.  Many  others 
benefit  as  well,  including  the  coffee  growers 
of  South  America  and  Africa,  the  coffee  in- 
dustry generally,  and  the  restaurant 
industry. 

The  break  undoubtedly  is  here  to  stay 
and  should  be  used,  not  abused. 


Contributory  negligence:  Not  always  a bar  to  recovery  in 
malpractice  actions 


The  plaintiff-patient  alleged  that  the 
defendant-dentist  lacked  the  qualifications 
for  the  particular  kind  of  dental  procedure 
which  he  undertook  to  perform.  The  de- 
fendant sought  to  demonstrate  that  the 
patient  failed  to  follow  the  defendant’s 
instructions  as  to  oral  hygiene  and  that  this 
failure  caused  the  condition  from  which  the 
plaintiff  was  suffering.  The  jury  returned 
a verdict  in  favor  of  the  defendant  and  the 
plaintiff  appealed. 

On  appeal  the  Appellate  Court  found 
that  there  was  insufficient  evidence  of 
malpractice  to  mark  a verdict  for  the 
plaintiff.  Nevertheless,  the  Court  re- 
versed the  defendant’s  verdict  below  and 


felt  constrained  to  order  a new  trial  on  the 
ground  that  the  trial  court  committed 
error  in  its  charge  to  the  jury  on  contribu- 
tory negligence.  The  trial  court  had 
charged  that  if  the  plaintiff  was  not  free 
from  contributory  negligence  “she  has 
thereby  deprived  herself  of  any  right  to 
recovery  and  you  must  find  against  her.” 
The  Appellate  Court  decided  that  such  a 
charge  that  any  contributory  negligence 
would  bar  a recovery  constituted  error  and 
mislead  the  jury. 

In  reaching  its  decision  the  Appellate 
Court  rejected  the  contributory  negligence 
charge  relating  to  ordinary  negligence, 
given  by  the  trial  court  and  held  such 
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a charge  did  not  apply  to  a malpractice 
case  where  the  allegation  was  the  de- 
fendant’s improper  professional  treatment. 
The  Court  stated: 

. . . the  patient’s  failure  to  follow 
instructions  does  not  defeat  the  action. 
If  the  failure  increases  the  extent  of  the 
injury,  damages  would  be  reduced  to  that 
degree  (citing  cases).  The  rule  is  well- 
grounded  and  its  reasons  can  well  be 
demonstrated  by  the  instant  case.  The 
claim  is  that,  due  to  professional 
ignorance,  defendant  undertook  pro- 
cedures that  were  not  suitable  to  plain- 
tiff’s condition  and  thereby  caused  her 
injury.  If  it  were  not  established  that 
the  condition  of  plaintiff’s  mouth  was  so 
caused,  no  cause  of  action  was  proved. 
But  if  these  facts  are  proved,  the 
additional  fact  that  a portion  of  the  in- 
jury could  be  rightfully  attributed  to 


plaintiff’s  failure  to  brush  her  teeth 
according  to  directions  does  not  lessen 
the  effect  of  the  original  wrong.  To  the 
extent  that  it  increases  the  damage, 
there  should  be  no  recovery.  ( Morse  v. 
Rapkin — App.  Div.  2nd — 263  N.Y.  Supp. 
2nd  428  (First  Dept.,  1965)). 

In  essence  the  Court  reiterated  the 
principle  in  malpractice  actions  that  the 
contributory  negligence  of  the  plaintiff 
is  not  always  a bar  to  recovery.  If  a de- 
parture from  accepted  standards  has  caused 
injury,  the  patient  can  recover.  But  if  the 
patient’s  contributory  negligence  has  ag- 
gravated the  injury,  there  will  be  no  re- 
covery for  the  aggravation.  If  on  the  other 
hand  the  plaintiff’s  contributory  negligence 
itself  causes  the  primary  injury,  there  would 
be  no  recovery  of  any  sort. 
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Intragastric  photography  studies1 


A / E.  B,  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a "py- 
loric fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthine  at  work 

(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, cinegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthine  over  belladonna  alkaloids. 

Pro-Banthine  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthine.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthine  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage  —The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum-type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barowsky,  H.;  Greene.  L.,  and  Bennett,  R. : Investi- 
gators' Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barowsky,  L.  Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D. : Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone' 

Occasionally,  therapeutic  failure  is  due 
to  the  patient’s  inability  to  mobilize  his 
defenses  sufficiently  to  overcome 
infection.  Typical  of  this  is  the 
debilitated  patient,  the  premature 
infant,  or  the  diabetic.  It  is  in  these 
patients  that  the  high  levels  of  anti- 
microbial activity  of  Ilosone  are 
especially  useful.  Ilosone  has  demon- 
strated antibacterial  levels  two  to  four 
times  those  of  erythromycin  base  or 
stearate.  Furthermore,  it  attains  them 
earlier  and  maintains  them  longer. 

Even  the  presence  of  food  does  not 
appear  to  affect  the  activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in 
a small  proportion  of  patients  as  a result  of  a 
local  stimulating  action  of  Ilosone  on  the  alimen- 
tary tract.  Although  allergic  manifestations  are 
uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed 
with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company , 

Indianapolis , Indiana.  501164 


228 


Scientific  Articles 


Fluorescent  Microscopy 
as  Aid  in  Diagnosis  of 
Infectious  Diseases 

ALBERT  H.  HARRIS,  M.D. 

Albany,  New  York 

Assistant  Director,  Division  of  Laboratories  and 
Research,  State  of  New  York  Department  of  Health 


Coons,  Creech,  and  Jones1  at  Harvard 
Medical  School  in  1941  firmly  established 
fluorescent  microscopy  as  an  important  ad- 
dition to  the  bacteriologist’s  armamentar- 
ium in  both  research  and  routine  work. 
F.A.M.  (fluorescent  antibody  microscopy) 
is  practical  for  public  health  laboratories  of 
large  or  moderate  size  and  for  hospital  lab- 
oratories that  handle  most  of  their  bac- 
teriologic  work. 

History 

The  United  States  Public  Health  Service 
in  connection  with  the  Heart  Disease 
Control  Program  has  offered  the  various 
state  laboratories  a fluorescence  micro- 
scope together  with  a course  at  the  Com- 
municable Disease  Center  in  Atlanta  in 
the  operation  of  equipment  for  the  purpose 
of  comparing  the  efficiency  of  F.A.M. 
with  conventional  cultural  methods.  The 
objective  was  to  provide  evidence  of  hemo- 
lytic streptococcus  infection  in  the  throats 
of  children  with  pharyngitis  as  early  as 
possible  so  that  rheumatic  sequelae  could 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Pathology,  February  17,  1965. 


FLUORESCENT  ANTIBODY  MICROSCOPY  is  a 
recent  supplemental  and  still  somewhat  ex- 
perimental aid  in  the  diagnosis  of  infectious 
disease.  Advantages  over  conventional  tech- 
nics include  rapidity  of  identification  of 
microorganisms  in  tissues,  body  fluids,  and 
cultures  whether  or  not  the  agents  are  viable, 
when  the  concentration  is  low,  and  even  with 
nonprecipitating  systems.  Application  of 
the  technic  is  being  made  in  bacteriology, 
virology,  mycology,  parasitology,  serology, 
and  histopathology . 


be  prevented  by  prompt  penicillin  therapy. 
F.A.M.  had  been  used  previously  for  re- 
search purposes  in  studies  of  psittacosis2 
and  poliomyelitis3  in  our  virus  laboratory 
and  also  of  fungi45  in  our  mycology  lab- 
oratory, but  the  routine  diagnostic  applica- 
tions of  F.A.M.  on  a large  scale  started 
in  our  bacteriology  laboratory  in  1960 
with  a U.S.  Public  Health  Service  grant 
of  funds  primarily  for  rapid  identification 
of  group  A hemolytic  streptococci  in  throat 
cultures.  As  part  of  the  agreement,  train- 
ing of  personnel  in  diagnostic  laboratories  is 
provided  under  the  supervision  of  Miss 
Phyllis  Brisebois.  Thus  far  3 courses  of 
two  weeks  duration  have  been  held  in  our 
laboratory. 

Uses  of  fluorescent  microscopy 

The  possibilities  of  fluorescent  micros- 
copy as  an  aid  in  the  diagnosis  of  infec- 
tious disease  have  not  yet  been  fully  real- 
ized. The  principal  advantage  over  con- 
ventional technics  is  the  rapidity  of  iden- 
tification of  microorganisms  in  tissues, 
body  fluids,  and  cultures  whether  the 
agents  are  viable  or  not.  Localization  of 
microorganisms,  antigens,  and  antibodies 
in  tissues  can  often  be  demonstrated  by 
fluorescence  better  than  by  any  other 
methods,  especially  when  their  concentra- 
tions are  low.  Furthermore,  although 
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conventional  identification  of  micro- 
organisms, as  well  as  serologic  reactions  in 
general,  often  depends  on  agglutination  or 
precipitation,  fluorescent  antibody  stain- 
ing is  successful  even  with  nonprecipitat- 
ing systems.  F.A.M.  is  important  as  a 
serologic  tool.  Even  weak  antibodies  can 
be  shown  by  F.A.M.;  Deibel  and  HotchinR 
in  our  laboratory  found  that,  by  the  sand- 
wich method,  sera  of  low  complement- 
fixing titer  produced  just  as  intense  fluores- 
cence as  sera  of  high  titer.  At  present 
F.A.M.  may  be  said  to  supplement  rather 
than  to  supplant  conventional  methods; 
at  least  a tentative  diagnosis  is  available 
sooner  when  F.A.M.  is  employed. 

Features 

The  salient  features  of  F.A.M.  may  be 
outlined  briefly.  A fluorescent  dye  can  be 
attached  to  an  antibody  without  ap- 
preciable loss  of  either  fluorescent  activity 
or  serologic  potency.  When  excited, 
fluorescein  gives  off  light  with  a wave  length 
of  525  millimicrons  quite  independent  of 
the  wave  length  of  the  exciter  light.  As 
much  light  as  possible,  except  for  the 
fluorescent  light,  must  be  blocked  out 
before  it  reaches  the  microscopist’s  eye. 
Therefore,  filters  are  used  to  narrow  the 
band  of  the  exciter  light  and  to  stop  it 
altogether  after  it  has  done  its  job  of 
stimulating  fluorescein;  the  optimum  ex- 
citer wave  length  is  too  close  to  that  of  the 
fluorescence  of  fluorescein,  so  filters  pro- 
viding a light  of  shorter  wave  length  must 
be  employed.  Because  light  at  this  shorter 
wave  length  is  relatively  inefficient,  the 
intensity  must  be  great.  A mercury  arc 
bulb  under  70  atmospheres  of  pressure  is  a 
brilliant  exciter  at  wave  lengths  enough 
shorter  than  the  emission  wave  length  of 
fluorescein  to  permit  exciter  light  and 
fluorescent  lights  to  be  completely  sepa- 
rated by  filter  systems. 

Compounds  used 

While  various  fluorescing  compounds  are 
used  in  F.A.M.  for  different  purposes, 
fluorescein  is  by  far  the  most  widely  used. 
The  most  stable  form  for  conjugation 
to  antibody  is  the  isothiocyanate.7  Fluores- 
cence is  apple-green  in  color  and  distin- 


guishable with  a trained  eye  from  other 
colors  seen  in  autofluorescing  substances 
that  cannot  be  completely  obviated.  Whole 
serum-containing  antibody  can  be  used 
in  coupling  with  fluorescein,  but  the  pro- 
cedure is  wasteful  of  dye;  it  will  conjugate 
with  other  protein  fractions,  thus  introduc- 
ing nonspecific  fluorescence.  For  these 
reasons  the  gamma  globulin  fraction  of 
serum  is  generally  used  in  which  the  anti- 
body is  in  more  concentrated  form.  The 
ammonium  sulfate  employed  in  concentrat- 
ing the  antibody  must  be  dialyzed  out 
before  conjugation.  To  conjugate  a serum, 
twice  the  volume  of  carbonate-bicarbonate 
buffer  is  added  and  the  solution  is  stirred 
thoroughly  at  0 to  2 C.  while  a solution  of 
the  fluorochrome  is  slowly  added  over  a 
period  of  about  fifteen  minutes;  3 mg.  of 
fluorescein  isothiocyanate  dissolved  in  the 
minimum  volume  of  acetone  is  used  for 
every  milliliter  of  serum.  Stirring  is 
continued  overnight.  After  conjugation, 
the  excess  unattached  dye  is  removed  by 
dialysis  or  by  passing  through  a Sephadex 
filter. 

Conjugates 

Our  F.A.M.  group  prepares  its  own 
conjugates.  Commercial  conjugates  are 
now  available  although  not  universally 
well  standardized.  Purchased  conjugates 
should  be  compared  with  lots  already 
found  to  be  satisfactory,  and  reactions 
should  be  controlled  by  specimens  of  known 
composition.  The  preparation  of  satis- 
factory conjugates  is  not  easy.  For  ex- 
ample, even  relatively  pure  gamma  globulin 
solutions  obtained  from  serum  of  specifically 
immunized  rabbits  will  contain  some  pro- 
teins other  than  the  specific  antibody  which 
will  also  form  conjugates  with  the  fluores- 
cein isothiocyanate;  naturally  occurring 
antibodies  against  staphylococci  have 
caused  much  trouble.  Cross  reactions  of 
the  tagged  antibody  with  microorganisms, 
related  antigenically  to  the  species  or 
serotype  being  sought,  cause  difficulties 
in  interpretation  of  results.  In  the  case 
of  antibody  conjugates  against  group  A 
streptococci,  sorption  with  group  C strep- 
tococci, and  mixture  with  antigroup  C 
serum  before  use  will  serve  to  eliminate 
much  of  the  difficulty  presented  by  the 
presence  of  groups  C and  G streptococci  and 
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also  staphylococci  in  the  specimen  being 
studied.  Sorption  by  staphylococci  them- 
selves has  not  proved  satisfactory,  but 
Komninos  and  Tompkins*  in  our  labora- 
tory found  that  treatment  of  the  speci- 
men on  the  slide  with  papain  before  stain- 
ing with  conjugate  will  prevent  to  a con- 
siderable degree  the  troublesome  fluores- 
cence of  contaminating  staphylococci. 

Tools  used 

The  first  satisfactory  microscopes  for 
F.A.M.  were  manufactured  by  Reichert. 
Leitz  and  Zeiss  microscopes  have  proved 
to  be  eminently  satisfactory.  Domestic 
manufacturers  are  beginning  to  compete 
successfully.  The  Osram  HBO  200-watt 
lamp  delivers  a brilliant  light.  A steady  line 
voltage  is  important.  Primary  filters  take 
out  some  of  the  intense  heat  and  light  of 
wave  lengths  above  400  millimicrons.  A 
cardioid  dark-field  condenser  focuses  the 
light  on  the  specimen  obliquely,  so  that 
even  faintly  stained  objects  stand  out 
sharply  against  the  dark  background. 
Oil  immersion  is  used  for  all  F.A.M.  work 
in  our  bacteriology  laboratory;  an  oil 
that  will  not  fluoresce  must  be  used.  The 
secondary  barrier  filters  in  the  eyepieces 
cut  out  almost  all  light  except  that  produced 
by  fluorescence.  A wide  variety  of  filters 
is  available;  for  the  sake  of  simplicity 
only  the  types  commonly  used  in  our  bac- 
teriology laboratory  are  mentioned. 

Procedure:  streptococci 

In  F.A.M.  antibody  conjugates  can  be 
allowed  to  react  specifically  with  micro- 
organisms or  other  antigens,  the  direct 
method;  a reaction  between  antigen  and 
unlabeled  antibody  globulin  can  also  be 
demonstrated  by  the  effect  of  conjugated 
antiserum  against  that  globulin,  prepared 
in  a heterologous  animal  species,  the  in- 
direct method.  For  example,  a reaction 
between  influenza  virus  and  antibodies  in  a 
patient’s  serum  can  be  demonstrated  by 
staining  with  antihuman-globulin  rabbit 
serum  conjugated  with  fluorescein  iso- 
thiocyanate; this  is  known  as  a sandwich. 
A reaction  between  antigen  and  unlabeled 
antibody  which  blocks  the  combining  sites 
of  the  antigen  and  prevents  a subsequent 
reaction  with  conjugated  antibody  against 


the  same  antigen  is  called  fluorescence 
inhibition.  In  these  systems,  either  the 
antigen  or  the  antibody  may  be  the  un- 
known factor. 

Group  A streptococci  from  throat  swabs 
can  be  identified  by  F.A.M.  on  smears  from 
(1)  two-hour  broth  culture  inoculated  with 
the  swab,  (2)  suspensions  made  from  beta 
hemolytic  colonies,  or  (3)  suspension  of 
mixed  cultures.  The  procedures  are  as 
sensitive  and  as  nearly  specific  in  the  iden- 
tification of  group  A streptococci  as  con- 
ventional cultural  and  precipitin-grouping 
methods.  Specimens  on  throat  swabs 
are  collected  by  the  physician  and  sub- 
mitted to  the  laboratory  immediately. 
The  swab  should  be  impressed  and  rolled 
over  the  pharyngeal  surface.  The  swab 
is  placed  in  a tube,  stoppered  securely, 
and  labeled.  The  time  of  collection  and  the 
time  that  processing  is  started  in  the  lab- 
oratory is  noted.  This  time  lapse  should 
not  be  over  three  hours.  The  physician 
should  indicate  on  the  accompanying  re- 
quest slip  whether  or  not  the  patient  has 
symptoms  and  signs  of  pharyngitis  and 
whether  or  not  antibiotics  have  been  used 
recently.  Since  examination  by  F.A.M. 
for  evidence  of  group  A hemolytic  strep- 
tococcus infection  does  not  provide  any 
evidence  of  the  presence  or  absence  of  other 
possible  inciting  agents,  the  physician 
should  indicate  the  possibility  of  diph- 
theria if  any  suggestive  signs  are  present. 
Although  by  far  the  most  frequent  causa- 
tive agent  in  severe,  acute  pharyngitis  is 
group  A streptococcus,  other  important 
incitants  may  be  involved;  conventional 
cultural  methods  should  be  included  un- 
less the  issue  is  clearly  whether  or  not 
group  A streptococci  are  present. 

In  preparation  for  the  F.A.M.  test  for 
evidence  of  group  A streptococci  as  de- 
scribed by  Moody,  Ellis,  and  Updyke,9 
the  throat  swabs  are  placed  in  1 ml.  of 
Todd-Hewitt  broth.  The  tube  is  incubated 
from  two  to  five  hours  at  35  C.  with  swabs 
remaining  in  the  broth.  The  reason  that 
this  short  incubation  period  in  broth  is  so 
important  in  streptococcus  work  is  not 
entirely  clear.  After  incubation  the  swabs 
are  removed  and  the  broth  is  centrifuged 
for  three  to  four  minutes  in  a small-angle 
centrifuge;  the  sediment  is  resuspended 
in  buffered  saline  solution  and  again  cen- 
trifuged. A small  amount  of  the  sediment 
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is  transferred  to  slides  and  allowed  to  dry; 
the  dried  film  is  fixed  with  95  per  cent 
ethanol  and  stained  with  group  A strep- 
tococcus conjugate.  Controls  consist  of  a 
duplicate  film  stained  with  normal  rabbit 
serum  and  a film  of  known  group  A strep- 
tococci stained  with  the  group  A conjugate. 
Excess  conjugate  is  washed  off  with  buf- 
fered salt  solution;  the  film  is  blotted 
dry,  and  a drop  of  buffered  glycerol-saline 
solution  is  added  plus  a cover  slip.  The 
smears  are  then  examined  under  the  fluores- 
cence microscope  with  oil-immersion  lens. 
It  should  not  be  necessary  to  examine  the 
smear  for  more  than  three  minutes  to 
determine  the  presence  or  absence  of  group 
A streptococci.  If  no  fluorescing  micro- 
organisms are  seen,  it  is  important  to 
switch  filters  or  shift  to  incandescent  light 
and  to  examine  the  smear  further  to  make 
sure  that  it  is  satisfactory.  If  what  appear 
to  be  fluorescing  streptococci  are  seen, 
the  duplicate  film  stained  with  normal  rab- 
bit serum  is  examined.  If  fluorescent  bac- 
teria are  not  found  in  the  control  film  but 
the  presence  of  unstained  bacteria  is 
noted,  a report  of  group  A streptococci 
is  made.  In  rare  instances,  Staphylococcus 
aureus  or  other  streptococcus  such  as 
unusual  group  G strains  may  become 
stained  by  both  of  the  conjugates;  there- 
fore, if  fluorescent  cocci  of  similar  appear- 
ance are  noted  in  both  smears  the  results 
are  recorded,  but  the  reaction  is  not  con- 
sidered as  sufficient  evidence  for  definitive 
reporting  of  the  presence  of  group  A 
streptococci.  Some  of  the  other  groups 
of  beta  hemolytic  streptococci  cause 
pharyngitis,  notably  group  B,  but  the 
infection  is  never  as  severe  as  the  more 
severe  forms  of  group  A infection;  further- 
more, rheumatic  fever  and  nephritis,  when 
they  do  occur  as  sequelae  to  streptococcus 
pharyngitis,  are  preceded  by  group  A 
infection. 

Procedures:  other  microorganisms 

Identification  of  serotypes  of  entero- 
pathogenic  Escherichia  coli  from  direct 
fecal  smears  was  shown  to  be  practical  by 
Thomason  et  al. 10-12  at  the  Communicable 
Disease  Center  of  the  U.S.  Public  Health 
Service.  Fecal  material  from  rectal  swabs 
can  be  smeared  directly  on  slides,  fixed, 
and  stained  with  specific  conjugates.  Be- 


cause the  stools  may  contain  a mixture  of 
many  microorganisms,  F.A.M.  is  a more 
satisfactory  method  of  detecting  entero- 
pathogenic  E.  coli  than  conventional  cul- 
tural and  serologic  methods. 

F.A.M.  has  not  been  so  successful  in  this 
country  thus  far  in  the  study  of  Shigella 
and  Salmonella  infections  because  of  the 
extent  of  cross  reacting.  Taylor13  of 
Colindale  Laboratories  in  London,  how- 
ever, reports  greater  success  with  these 
genera.  The  direct  examination  of  pha- 
ryngeal swabs  from  suspected  cases  of  per- 
tussis shows  promise.  Our  group  studied 
a small  series  of  specimens  but  not  a 
sufficient  number  to  confirm  Kendrick, 
Eldering,  and  Eveland’s14  findings  which 
are  most  encouraging.  F.A.M.  in  gonor- 
rhea presents  problems  because  of  the 
interference  of  fluorescing  staphylococci 
as  already  mentioned.  Fluorescing  gono- 
cocci and  staphylococci  are  difficult  to 
distinguish.  Although  F.A.M.  is  not  yet 
widely  used  in  gonorrhea,  it  has  been  used 
successfully  in  the  Venereal  Disease  Re- 
search Laboratory  of  the  U.S.  Public 
Health  Service.15 

In  syphilis,  F.A.M.  can  be  used  in  the 
same  manner  as  conventional  dark-field 
microscopy  in  identifying  Treponema  pal- 
lidum, but  its  real  value  lies  in  providing 
serologic  evidence  of  infection  with  T. 
pallidum.  The  standard  serologic  tests 
for  syphilis  employing  cardiolipin  can  be 
adjusted  either  for  high  specificity  or  high 
sensitivity  but  not  for  both  at  the  same 
time;  for  screening  purposes  high  sensi- 
tivity is  desirable.  The  Reiter  protein 
complement-fixation  test  used  in  our  lab- 
oratory for  confirmatory  purposes  is  of 
adequate  sensitivity  and  is  more  nearly 
specific;  however,  anticomplementary  sera 
cannot  be  satisfactorily  tested  by  this 
method.  The  Reiter  fluorescent  trepone- 
mal antibody  test  developed  in  our  lab- 
oratory by  Kent  and  his  associates16 
has  been  useful  in  the  study  of  anticom- 
plementary sera;  sensitivity  and  specific- 
ity are  essentially  the  same  as  in  the 
Reiter  protein  test  technic.  The  Reiter 
strain  can  be  cultivated  in  artificial  media; 
a distinct  advantage  over  the  Nichols 
strain  which  must  be  propagated  in  rabbit 
testes.  However,  the  Reiter  strain  is  more 
broadly  antigenic  and  therefore  antibodies 
against  it  do  not  equal  in  specificity  those 


232  New  York  State  Journal  of  Medicine  / January  15,  1966 


against  the  Nichols  strain  which  is  the 
incitant  of  syphilis.  The  fluorescent  tre- 
ponemal antibody  test  using  the  Nichols 
strain  was  developed  by  Deacon,  Falcone, 
and  Harris17  in  the  Venereal  Disease 
Research  Laboratory  of  the  U.S.  Public 
Health  Service.  The  antigen,  consisting  of 
rabbit  treponemes,  can  be  preserved  by 
lyophilization  and  is  used  in  very  small 
quantities.  It  is  fixed  on  a microscope 
slide  which  is  then  covered  with  the  un- 
known serum.  After  incubation  in  a moist 
atmosphere  to  prevent  drying,  the  unknown 
serum  is  washed  off,  and  conjugated  anti- 
human rabbit  serum  is  applied.  Fluores- 
cence around  the  microorganism  indicates 
a reaction.  The  specificity  of  this  test 
rivals  that  of  the  T.  pallidum  immobiliza- 
tion test  (TPI),  the  ultimate  indicator  of 
specific  serologic  activity  in  syphilis,  past 
or  present. 

Whitaker,  Nelson,  and  Fink18  studied  the 
application  of  F.A.M.  to  the  identifica- 
tion of  virulent  Corynebacterium  diph- 
theriae  using  fluorescein-labeled  antitoxin. 
They  stained  material  directly  from  pha- 
ryngeal swabs  and  noted  a fluorescent  halo 
around  toxin-producing  strains  of  C.  diph- 
theriae.  In  view  of  the  fact  that  even  the 
tentative  identification  of  C.  diphtheriae 
based  on  morphologic  appearance  of  the 
microorganisms  that  have  been  cultured 
and  stained  with  methylene  blue  takes  so 
long  that  antitoxin  cannot  be  safely  delayed 
pending  the  receipt  of  the  laboratory  report, 
clinicians  welcome  the  possibility  of  having 
the  answer  to  whether  or  not  virulent  C. 
diphtheriae  are  present  within  a brief  time 
after  obtaining  pharyngeal  exudate  on 
throat  swabs.  Page,  Caldroney,  and  Stul- 
berg19  reported  on  the  rapid  detection  of 
Hemophilus  influenzae  type  B in  the  cere- 
brospinal fluid;  in  our  laboratory  the 
detection  of  H.  influenzae  antigen  by 
another  method,  latex  fixation,  has  been 
so  successful  that  we  have  no  plans  for 
studying  F.A.M.  for  this  purpose.  Other 
bacterial  species  are  currently  being  studied 
by  F.A.M.;  there  is  still  much  opportunity 
for  pioneer  work. 

Procedures:  fungi 

Fluorescent  microscopy  in  the  study  of 
fungi  is  complicated  by  the  fact  that  fungi 
are  often  autofluorescent.  However,  auto- 


fluorescence is  more  marked  in  the  spore 
phase  than  in  the  yeast  phase,  so  that  fungi 
demonstrated  in  lesions  are  less  apt  to  be 
autofluorescent.  Candida  albicans  is  the 
most  prevalent  of  the  pathogenic  fungi; 
differentiating  this  pathogenic  species  from 
Candida  stellatoidea  and  Candida  tropicalis 
by  F.A.M.  was  once  difficult.  However, 
Gordon2021  in  our  laboratory  can  dis- 
tinguish C.  tropicalis  and  C.  albicans  type 
A without  much  difficulty;  type  B still 
presents  a problem  from  the  standpoint  of 
specificity.  Sporotrichum  schenckii,  en- 
countered most  often  in  rose  growers  who 
have  pricked  their  fingers  on  thorns,  is 
difficult  to  identify  in  direct  examination 
of  purulent  material  from  skin  lesions  by 
conventional  methods  although  it  is  easy 
to  cultivate.  F.A.M.  is  useful  in  direct 
demonstration  of  the  yeast  phase  micro- 
organisms in  pus  that  are  otherwise  very 
difficult  to  locate.  Histoplasma  capsulatum 
can  be  readily  identified  in  sputum  by 
F.A.M.,  but  cross  reactions  with  Blasto- 
myces make  it  necessary  to  apply  careful 
absorption  technics  to  achieve  specificity. 
Cryptococcus  neoformans  can  be  identified 
in  cerebrospinal  fluid  by  fluorescent  anti- 
body conjugates  specific  for  the  large 
capsule;  noncapsulated  microorganisms 
autofluoresce  and  are  therefore  not  subject 
to  satisfactory  F.A.M.  examination. 

Antibodies  against  Toxoplasma  gondii22 
can  be  demonstrated  best  by  fluorescence 
inhibition  through  blocking  technics.  The 
test  is  performed  by  mixing  the  patient’s 
serum  with  conjugated  toxoplasma  anti- 
serum; antibodies  in  the  patient’s  serum, 
if  present,  will  block  the  specific  attach- 
ment of  the  fluorescing  reagent  to  the  toxo- 
plasma cells  thus  inhibiting  fluorescence. 

Procedures:  parasites 

Goldman,  Carver,  and  Gleason23  showed 
the  value  of  F.A.M.  in  the  differentiation  of 
Entamoeba  histolytica  from  Entamoeba 
hartmanni,  formerly  known  as  small  race  E. 
histolytica.  In  view  of  the  pathogenicity  of 
the  true  E.  histolytica,  the  distinction  is  ex- 
tremely important.  Other  applications  of 
F.A.M.  in  parasitology  have  thus  far  been 
less  impressive. 

Rabies  examinations  are  undertaken  at 
the  Griffin  Laboratory  occupied  by  our 
laboratories  for  veterinary  science.  Small 
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animals,  heads  of  larger  animals,  or 
specimens  from  cows’  brains  obtained  by 
removal  of  a core  through  the  foramen 
magnum  are  brought  fresh  and  iced  to  the 
laboratory.  Formerly,  brains  that  had 
begun  to  decompose  presented  difficulty 
in  examination.  F.A.M.  technics  permit 
examination  of  rather  badly  decomposed 
brains,  but  specimens  in  good  condition  are, 
of  course,  preferred.  The  method  re- 
ported by  Goldwasser  et  al.2i  is  employed. 
A film  is  prepared  on  a slide  as  for  examina- 
tion for  Negri  bodies.  After  fixation  for 
one  hour  in  acetone,  it  is  air-dried  and 
flooded  with  conjugated  antirabies  hamster 
gamma  globulin  phosphate  buffer  plus 
mouse  brain  and  chick  embryo  yolk.  No 
prior  absorption  of  the  conjugate  with 
tissue  powder  is  necessary  as  is  the  case 
with  some  types  of  conjugates  employed 
in  tissue  work.  The  conjugate  is  removed, 
and  the  slide  is  washed  with  phosphate 
buffer  and  air-dried.  It  is  mounted  in  50 
per  cent  buffered  glycerol  and  covered  with 
a cover  glass.  The  method  is  so  sensitive 
and  specific  that  confirmatory  animal 
inoculation  is  not  undertaken  routinely 
when  F.A.M.  does  not  detect  rabies  virus 
but  only  when  there  is  a possibility  of 
human  exposure  or  a question  of  compensa- 
tion to  the  owner  of  a domestic  animal. 

Liu  in  1956 25  reported  on  the  rapid 
diagnosis  of  human  influenza  infection  from 
nasal  smears  by  means  of  F.A.M.  Chin, 
Welton,  and  Liu'2fi  reported  on  the  direct 
F.A.M.  technic  for  rapid  identification 
of  influenza  and  parainfluenza  viruses 
isolated  in  primary  monkey  kidney  mono- 
layer  cell  cultures.  Throat  washings  were 
cultured,  and  the  presence  of  virus  was 
demonstrated  by  hemagglutination  of 
added  guinea  pig  red  blood  cells.  The 
tissue  culture  cells  were  then  scraped  from 
the  wall  of  the  test  tube  and  centrifuged. 
The  sediment  was  spread  on  slides  and 
stained  with  fluorescent  antibody  con- 
jugates of  influenza  viruses  types  A2 
and  B and  parainfluenza  viruses  types 
1,  2,  and  3.  Of  95  viruses  specifically 
identified  by  F.A.M.,  83  were  confirmed 
by  hemagglutination  inhibition;  the  titers 
of  hemagglutination  in  the  other  12  were 
too  low  for  satisfactory  testing.  Virus 
could  be  identified  within  two  hours  when 
the  specimen  showed  hemadsorption.  The 
Communicable  Disease  Center  which  par- 


ticipated in  this  study  is  using  F.A.M. 
in  its  influenza  monitoring  service.  The 
Communicable  Disease  Center  reported 
the  successful  application  of  F.A.M.  to  the 
differentiation  of  smallpox  and  chickenpox 
by  direct  examination  of  material  from 
pustules.27  Investigations  of  the  potentiali- 
ties of  F.A.M.  in  virology  in  our  laboratory 
are  under  the  immediate  supervision  of 
Miss  Sophia  M.  Cohen. 

Procedures:  tissues 

Demonstration  of  microorganisms  and 
antigens  in  tissues,  first  described  by  Coons 
et  al.  in  1942, 28  is  eminently  practical  but 
presents  special  problems.  Fixation  may 
denature  protein;  on  the  other  hand,  live 
microorganisms  may  be  a source  of  danger 
to  the  histology  technician.  Cutting  by  the 
cryostat  method  at  minus  16  to  minus  20  C. 
with  rotary  microtome  is  widely  practiced. 
Among  fixatives,  acetone  is  generally  pre- 
ferred for  demonstrating  polysaccharide 
antigens  and  ethanol  for  proteins.  A damp 
container  must  be  used  to  prevent  drying 
during  staining  with  the  conjugate.  Pro- 
teins in  the  conjugated  antiserum  respon- 
sible for  nonspecific  fluorescent  staining 
can  be  at  least  partially  removed  by  ab- 
sorption with  tissue  powder,  generally 
mouse  liver  powder. 

For  the  clinician,  pathologist,  or  micro- 
biologist seeking  detailed  information  on 
F.A.M.,  excellent  publications  are  avail- 
able.29-31 

Summary 

The  development  of  F.A.M.  (fluorescent 
antibody  microscopy)  in  diagnostic  work 
is  described.  Application  of  F.A.M.  to 
bacteriology,  virology,  mycology,  parasitol- 
ogy, serology,  and  histopathology  is  cited. 
Basic  principles  of  F.A.M.  are  briefly 
stated.  Technics  of  F.A.M.  and  signif- 
icance of  results  are  discussed. 
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Genes  and  the 
expectant  mother 
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goloid  child,  the  chances  soar  to  one  in  70  for  the 
women  between  forty  and  forty-four  and  one  in 
40  after  that.  For  the  women  who  have  already 
had  a mongoloid  child,  the  chances  of  having 
another  are  roughly  three  times  greater  than 
they  are  for  other  women  in  her  age  group. 
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recently  in  a brief  course  conducted  by  the 
Johns  Hopkins  Medical  School  and  the  Jackson 
Laboratory,  to  illustrate  the  kind  of  basic 
genetic  information  the  family  physician  should 
have  to  counsel  his  patients  intelligently  on  the 
risk  of  birth  defects.  At  present,  she  declared, 
most  family  physicians  are  not  well  enough 
informed  to  provide  such  advice. 

It  is  estimated  that  6 per  cent  of  newborn 
infants  are  defective  in  some  important  way, 
and  the  incidence  of  such  infants  is  growing. 
An  adequate  knowledge  of  genetics  would  pre- 
pare a family  physician  not  only  to  help  patients 
avoid  the  tragedy  of  bearing  defective  children, 
but  also  to  reassure  others  of  promising  pros- 
pects for  parenthood  despite  apparent  signs  to 
the  contrary. 
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Atopic  dermatitis  is  a familial,  constitu- 
tional eczema  of  unknown  cause  in  which 
there  is  the  frequent  occurrence  of  certain 
immunologic,  vascular,  and  other  stigmata 
and  in  which  there  is  often  a family  or 
personal  history  of  asthma,  hay  fever, 
urticaria,  and  certain  forms  of  gastrointes- 
tinal allergy. 

Role  of  allergens 
in  atopic  dermatitis 

Although  specific  allergens  such  as  hay 
fever  and  asthma  no  doubt  play  an  impor- 
tant role  in  certain  manifestations  of  the 
atopic  state,  an  allergic  mechanism  alone 
does  not  seem  to  explain  atopic  dermatitis. 
Although  more  than  one  half  of  patients 
with  atopic  dermatitis  give  wheal  reactions 
to  skin  tests  with  common  food  and  en- 
vironmental allergens,  such  positive  test 
results  are  usually  not  clinically  significant. 1 
Dietary  restrictions  based  on  skin  tests  or 
elimination  diets  are  of  no  value  in  the  vast 
majority  of  cases. 

There  is  also  no  conclusive  evidence  that 
the  presence  of  atopic  dermatitis  predis- 
poses an  individual  to  the  development  of 
an  allergic  eczematous  sensitization  to  any 
greater  degree  than  does  any  dermatosis  of 
a nonatopic  nature. 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  February  18,  1965. 


Role  of  nonspecific 
factors  in  atopic  dermatitis 

There  is  no  doubt  that  atopic  dermatitis 
does  render  the  patient  more  vulnerable  to 
the  effects  of  primary  irritants  and  to  other 
nonspecific  environmental  factors.2  The 
severe  pruritus  of  atopic  dermatitis  with 
resulting  scratching  and  excoriations  allows 
irritants  to  be  deposited  in  breaks  of  the 
epithelium,  thus  enhancing  the  irritant 
effects  of  many  contactants.  The  irritant 
trigger  factors  in  the  patient’s  environ- 
ment which  must  be  controlled  to  manage  a 
patient  with  atopic  dermatitis  properly  are 
as  follows: 

1.  Woolen  and  rough-textured  clothing 

2.  Dusts  and  molds 

3.  Dog  and  cat  hairs  and  bird  feathers 

4.  Overheating  and  sweating 

5.  Tension 

6.  Scratching  and  friction 

7.  Soap,  detergents,  and  household  cleansers 

8.  Adhesive  tape 

It  has  proved  to  be  valuable  to  give  pa- 
tients a list  of  written  instructions  to  aid 
them  in  preventing  these  “triggers”  from 
setting  off  a fresh  bout  of  dermatitis. 

Instructions  for  individuals 
with  atopic  dermatitis 

Clothing.  Clothing  close  to  the  skin 
should  be  smooth  and  loose.  Rough  and 
starched  cuffs  and  collars  are  irritating. 
Avoid  contact  with  wool  which  causes 
itching  in  most  atopic  individuals.  In 
addition,  the  inhalation  of  wool  dust  may 
be  harmful.3  Linen,  cotton,  poplin,  gabar- 
dine, suede,  chamois,  and  synthetic  fibers 
such  as  orlon  and  nylon  are  usually  well 
tolerated.  Wash  all  new  clothing  before 
use,  and  be  sure  that  all  soaps  and  deter- 
gents are  removed  from  washed  clothing. 
Wear  sandals  or  perforated  shoes  whenever 
possible.  Avoid  prolonged  wearing  of 
sneakers  and  rubbers. 

Bedding.  Feather  pillows  should  be 
avoided.  Foam  rubber  pillows  are  per- 
mitted or  pillows  covered  with  special  wet 
and  dustproof  fabrics  can  be  used.  Woolen 
blankets  should  be  covered  with  a sheet. 
Foam  rubber  or  horsehair  mattresses  are 
permitted.  All  other  types  of  mattresses 
should  be  sealed  in  rubberized  cloth. 

Furniture  and  room  furnishings. 
Keep  rooms,  especially  the  bedroom,  as  un- 
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the  cause  of  atopic  dermatitis  is  unknown, 
and  attempts  at  its  control  by  removal  of 
specific  allergens  have  been  disappointing. 
Patients  should  be  provided  with  a list  of 
written  instructions  concerning  certain  initi- 
ating or  exacerbating  environmental  factors. 
They  should  be  warned  of  the  danger  of 
contact  with  smallpox  vaccinia  and  herpes 
simplex.  The  role  of  superimposed  allergic 
contact  dermatitis  should  be  investigated  in 
severe  cases  of  atopic  dermatitis,  as  well  as 
the  possibility  of  neomycin  sensitivity.  Top- 
ical corticosteroid  therapy  appears  to  be  safe 
for  prolonged  periods  of  time,  but  systemic 
corticosteroid  therapy  may  produce  undesir- 
able side-effects. 


cluttered  as  possible.  Avoid  dust-gather- 
ing draperies  and  carpets.  Small  cotton 
scatter  rugs  are  permitted.  Avoid  use  of 
upholstered  furniture.  Plain  wooden 
furniture  is  preferable. 

Toys.  Avoid  fuzzy  or  woolen  toys  such 
as  teddy  bears.  Toys  made  of  wood, 
rubber,  paper,  or  plastics  are  permitted. 

Pets.  It  is  best  not  to  allow  dogs,  cats, 
or  birds  in  the  house.  If  the  presence  of 
such  pets  is  unavoidable  for  sentimental 
reasons,  they  must  be  excluded  from  the 
bedroom.  Turtles  and  fish  are  permitted 
anywhere  in  the  house. 

Dust  and  molds.  Exposure  to  all  kinds 
of  dust  must  be  avoided  as  much  as  possi- 
ble.4 Dust  on  the  skin  is  irritating,  and 
the  inhalation  of  dust  may  also  cause  in- 
creased itching.  Moldy  objects  should 
also  be  avoided  for  the  same  reasons. 

Overheating  and  excessive  perspira- 
tion. Try  to  indulge  in  sports  and  activ- 
ities in  which  a minimum  of  sweating  is  in- 
volved. Swimming,  particularly  in  salt 
water,  seems  to  agree  with  most  patients 
with  atopic  dermatitis.  A sport  such  as 
baseball  may  be  preferable  to  basketball 
and  football.  Sleeping  in  an  air-condi- 
tioned room  in  hot  weather  may  be  of  great 
value.  An  investment  in  an  air  condi- 
tioner may  soon  pay  for  itself  in  lessened 
drug  and  medical  bills. 

Tension.  Remember  that  tension  and 
nervous  excitement  may  cause  itching  and 
scratching.  If  trying  situations  such  as 
school  examinations  or  difficult  business  or 
social  situations  are  anticipated,  taking 
certain  prescribed  medications  or  even  an 
aspirin  beforehand  may  be  helpful.  Do 
not  take  aspirin  if  you  have  asthma  or 
hives. 

Scratching.  Remember  that  scratched 
skin  quickly  becomes  inflamed  and  dam- 
aged with  resultant  retardation  in  healing. 
Patting  or  rubbing  may  be  less  harmful 
than  scratching.  Keep  fingernails  trimmed 
very  short.  The  application  of  ice  or  ice- 
cold  water  on  cloths  to  localized  areas  may 
stop  the  itching.  Children  particularly 
may  have  to  be  restrained  from  scratching 
and  rubbing  their  skin.5  The  skin  of  the 
arms  and  legs  can  be  protected  by  bandag- 
ing with  soft  cotton  cloths  and  covering 
with  an  elastic  bandage.  Cuffs  placed 
around  the  elbows  may  prevent  a child 
from  scratching  the  face,  yet  allows  for 


freedom  of  movement  of  the  upper  extrem- 
ity. 

Ordinary  soaps,  strong  detergents, 
cleansers,  and  solvents  such  as  turpentine 
and  benzene  are  harmful  to  the  atopic  skin. 
A few  soaps  are  inexpensive  and  usually 
well  tolerated  (Dove),  but  as  a rule,  soap 
substitutes  should  be  used  for  personal 
cleansing.  However,  since  one  cannot 
predict  the  particular  soap  substitute  that 
will  agree,  soap  substitutes  may  also  be 
tried  (Soydome,  Lowilla,  Dermolate,  Phiso- 
derm,  or  Aveeno  bar). 

Adult  patients  with  atopic  dermatitis  of 
the  hands  present  special  problems.  Fre- 
quently atopic  dermatitis  clears  with  the 
exception  of  the  hands  where  the  eruption 
may  remain  for  prolonged  periods.  Protec- 
tion of  the  hands  from  soap,  water,  and 
household  chores  with  rubber  gloves,  or 
cotton-lined  gloves  is  often  unsuccessful. 
The  atopic  skin  does  not  tolerate  occlusion 
with  resulting  sweat  retention  and  macera- 
tion. The  following  set  of  rules  may  be 
helpful  to  the  housewife  or  others  with 
atopic  dermatitis  of  the  hands. 

Instructions  for  patients  with 
atopic  dermatitis  of  the  hands 

Make  use  of  long-handled  brushes  as 
much  as  possible  for  dishwashing,  cleansing, 
and  for  scouring  pots,  pans,  and  stoves. 
Special  brushes  are  now  available  for  doing 
most  household  chores.  The  proper  use  of 
such  brushes  may  make  the  need  for  wear- 
ing rubber  gloves  unnecessary  to  a large 
extent. 
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When  rubber  gloves  are  worn  take  the 
following  precautions:  Heating  and 

sweating  inside  a rubber  glove  may  be  as 
bad  for  the  hands  as  is  the  irritation  from 
soap  and  cleansers.  When  rubber  gloves 
are  used,  white  cotton  gloves  must  be  worn 
inside  the  rubber  gloves,  and  talcum  powder 
or  corn  starch  must  be  dusted  into  the 
cotton  gloves.  Loose-fitting  gloves  may 
be  more  comfortable  and  less  irritating 
than  gloves  that  fit  too  snugly.  Try  not  to 
wear  rubber  gloves  for  more  than  a half 
hour  at  a time,  and  remember  that  some 
people  are  allergic  to  rubber.  Do  not  put 
your  hands  into  very  hot  water  when  rub- 
ber gloves  are  worn,  since  the  heat  may 
penetrate  the  gloves  and  irritate  the  hands. 
Dishes  should  be  soaked  in  hot  soapy  water 
for  thirty  minutes  and  allowed  to  cool 
before  washing  so  that  the  glove-enclosed 
hands  will  not  be  overheated  by  the  hot 
water. 

Babies  may  usually  be  bathed  with  the 
hands  bare,  since  soaps  used  for  this  pur- 
pose are  mild  and  nonirritating.  How- 
ever, if  the  hand  dermatitis  is  very  acute 
and  rubber  gloves  are  worn,  a pair  of  cotton 
gloves  should  be  put  over  the  rubber  gloves 
so  that  the  baby  can  be  handled  without 
danger  that  it  will  slip  out  of  the  wet  rubber 
gloves. 

Handling  diapers  which  contain  urinary 
ammonia  may  irritate  the  hands.  Such 
diapers  should  be  picked  up  with  forceps  or 
tongs  and  placed  into  a basin  containing  1 
teaspoon  of  boric  acid  powder  to  a quart  of 
water.  The  diapers  should  be  allowed  to 
remain  in  this  solution  for  about  one  hour 
to  neutralize  the  ammonia. 

When  doing  dry,  dusty,  or  dirty  house- 
work, cotton  gloves  may  be  worn  to  prevent 
the  hands  from  getting  soiled.  This  will 
make  the  need  for  vigorous  cleansing  of  the 
hands  unnecessary.  If  the  fingertips  are 
free  of  dermatitis,  the  tips  of  the  gloves 
may  be  cut  off  to  allow  air  to  circulate 
about  the  hands  and  so  prevent  excessive 
heating  and  sweating. 

Contact  of  the  hands  with  fruit  juices, 
fruits,  vegetables,  and  raw  meat  may  be 
irritating  to  the  skin.  Until  the  hands  are 
better,  the  use  of  canned  or  frozen  products 
may  be  helpful.  In  particular,  avoid 
direct  contact  of  the  inflamed  skin  with 
the  irritating  juices  of  onions  and  garlic. 

Don’t  wear  woolen  gloves. 


Avoid  exposure  of  the  hands  to  hair 
tonics  and  lotions.  Use  a brush  or  a 
cotton-tipped  stick  (Q-tip)  to  apply  such 
preparations  to  the  scalp. 

When  pouring  or  measuring  detergents  or 
bleaches,  be  careful  that  they  do  not  spill 
on  hands  and  forearms.  The  use  of  a 
chlorine  bleach  which  is  premeasured  and 
packaged  in  plastic  containers  is  recom- 
mended for  patients  with  hand  eczemas. 

Don’t  use  prepared  bandages  or  ordinary 
adhesive  on  the  fingers  and  hands.  Use  a 
nonirritating  adhesive  tape  (Dermicel,  Mi- 
crospore). 

Cleansing  of  skin  in  hand  eczemas 

Do  not  use  household  cleansers  on  hands. 
These  cleansers  are  made  to  remove  dirt 
from  dishes,  clothes,  walls,  and  floors  and 
are  too  harsh  for  use  on  the  skin.  Also 
avoid  use  of  turpentine  or  benzene  to  clean 
hands,  since  these  solutions  may  cause 
severe  irritation  of  the  hands. 

Avoid  prolonged  or  too  frequent  washing 
of  the  skin.  Gently  pat  the  skin  dry  with  a 
soft  washcloth  or  tissues.  Avoid  vigorous 
rubbing.  Remember  that  some  people 
seem  to  tolerate  unlimited  washing  of  the 
hands  with  soap  and  water,  while  in  others 
the  skin  gets  dry  and  irritated  even  with  a 
minimum  of  washing.  Do  not  use  soaps 
that  sting  and  are  excessively  drying. 
Superfatted  soaps  and  soap  substitutes  are 
available  when  this  occurs. 

Even  the  mildest  soap  must  be  gently 
and  thoroughly  rinsed  off  the  hands. 

In  the  acute  stage  when  the  hands  are 
swollen  and  red,  avoid  cleansing  the  skin 
with  any  soap.  The  hands  may  be  bathed 
in  Burow’s  solution  1 part  to  20  parts  of 
water.  If  the  skin  feels  dry  after  this  pro- 
cedure, gently  swab  skin  with  olive  oil  and 
apply  the  prescribed  medication. 

Whenever  possible,  remove  rings  from 
fingers  when  washing  hands  so  that  soap 
does  not  get  caught  under  the  ring. 

In  addition  to  these  instructions,  patients 
with  atopic  dermatitis  or  their  attendants 
must  be  warned  of  the  great  danger  of  ex- 
posing such  patients  to  the  virus  of  small- 
pox vaccine.  Accidental  contact  with  re- 
cently vaccinated  subjects  appears  to  be 
the  major  cause  of  eczema  vaccinatum. 
The  resulting  eczema  vaccinatum  may 
result  in  great  morbidity,  scarring,  and 
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even  death.  The  following  recommenda- 
tions for  the  prophylaxis  and  treatment  of 
eczema  vaccinatum  should  be  made  known 
to  all  who  are  responsible  for  the  care  of  a 
patient  with  atopic  dermatitis.6 

Prevention  of  eczema  vaccinatum 

Before  vaccination,  specific  inquiries 
should  be  made  as  to  the  presence  of 
eczema  in  either  the  patient  or  in  potential 
contacts. 

Atopic  eczema,  even  in  the  quiescent 
state,  is  an  absolute  contraindication  to 
vaccination  except  when  the  patient  has 
been  in  contact  with  a known  or  suspected 
case  of  smallpox  or  will  be  going  to  an  area 
where  smallpox  is  endemic. 

Eczematous  subjects,  particularly  chil- 
dren, should  be  isolated  from  the  recently 
vaccinated  individuals  even  when  the 
eczema  is  quiescent. 

If  a sibling  of  a child  with  atopic  derma- 
titis is  vaccinated,  he  must  be  completely 
separated  from  the  vaccinated  child  for  at 
least  twenty-one  days. 

Patients  recently  vaccinated  must  be 
excluded  from  pediatric  wards  containing 
patients  with  atopic  eczema,  other  diseases 
of  the  skin,  burns,  or  healing  surgical  in- 
cisions. 

Vaccination  may  be  recommended  at  the 
age  of  two  months  especially  for  babies  with 
an  atopic  background  and  for  infants  of 
service  personnel. 

Hyperimmune  antivaccinial  gamma 
globulin  should  be  administered  to  any  pa- 
tient ill  with  eczema  vaccinatum,  and  it 
should  be  given  prophylactically  when  vac- 
cination of  an  eczematous  subject  is  manda- 
tory. The  globulin  may  be  obtained  from 
the  Red  Cross. 

Patients  with  atopic  dermatitis  must  also 
be  warned  to  avoid  intimate  contact  with 
individuals  having  herpes  simplex  to  avoid 
contracting  eczema  herpeticum,  a form  of 
Kaposi’s  varicelliform  eruption,  which  may 
also  be  a most  serious  complication. 

Allergic  contact  dermatitis 
superimposed  on  atopic  eczema 

While  the  presence  of  atopic  dermatitis 
does  not  seem  to  render  the  patient  par- 
ticularly susceptible  to  allergic  contact 
dermatitis,  a search  for  the  presence  of 


contactants  in  all  instances  of  persistent 
atopic  dermatitis  is  of  importance  in  the 
management  of  atopic  individuals.7  This 
is  particularly  true  when  the  atopic  derma- 
titis is  not  responding  to  therapy  or  when 
there  are  sudden  flares  of  the  eruption. 
In  an  effort  to  allay  the  itching,  many  indi- 
viduals with  atopic  dermatitis  are  exposed 
to  sensitizing  topical  medications  which 
frequently  produce  a superimposed  allergic 
contact  dermatitis. 

The  prompt  recognition  and  removal  of 
irritating  and  sensitizing  contactants  may 
prevent  the  atopic  dermatitis  from  becom- 
ing widespread.  It  is  surprising  how  often 
the  detection  and  elimination  of  offending 
contactants  markedly  alleviates  an  other- 
wise intractable  atopic  dermatitis. 

It  must  be  recognized  that  allergic  con- 
tact dermatitis  superimposed  on  an  existing 
atopic  eczema  usually  appears  as  an  insidi- 
ous aggravation  of  the  pre-existing  atopic 
eczema  rather  than  an  acute,  easily  recog- 
nized epidermal  eczematous  contact  derma- 
titis. The  lack  of  development  of  a classi- 
cal eczematous  contact  dermatitis  with 
erythema  and  vesiculation  may  be  because 
many  patients  with  atopic  eczema  often 
receive  topical  or  systemic  corticosteroid 
therapy  which  can  modify  the  appearance 
of  the  dermatitis.  Patients  whose  atopic 
eczema  is  not  responding  well  to  therapy, 
therefore,  should  be  investigated  for  the 
possibility  of  a superimposed  contact  der- 
matitis from  topical  applications  particu- 
larly to  neomycin. 

Aside  from  being  modified  by  corticos- 
teroid therapy,  a superimposed  contact 
dermatitis  may  not  appear  typical  in 
atopic  individuals  since  the  so-called  der- 
mal type  of  contact  dermatitis  is  especially 
likely  to  develop  in  such  patients.  Clini- 
cally the  lesion  of  dermal  contact  dermatitis 
is  edematous  and  erythematous  rather  than 
papulovesicular  and  may  closely  resemble 
the  papular,  dry  form  of  atopic  dermatitis. 
The  allergens  reported  as  producing  dermal 
contact  sensitivity  include  neomycin,  for- 
maldehyde, nickel,  ragweed,  and  oleo- 
resin.8 

The  clinical  detection  and  proper  testing 
for  superimposed  allergic  contact  dermatitis 
of  either  the  epidermal  or  dermal  variety 
due  to  neomycin,  nickel  sulfate,  and  rag- 
weed oleoresin  in  atopic  individuals  present 
certain  unique  features. 
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Allergic  contact  sensitivity  to 
neomycin  in  atopic  individuals 

Some  investigators  have  reported  that 
most  cases  of  neomycin  sensitivity  occur  in 
atopic  individuals.910  Both  the  classical 
form  of  allergic  contact  dermatitis  with 
vesiculation  and  eczematization  and  the 
papular  erythematous  dermal  type  of  sensi- 
tivity may  occur  in  patients  with  neomycin 
sensitivity  and  atopic  eczema.  Since  neo- 
mycin is  frequently  prescribed  in  a mixture 
with  a steroid  ointment,  the  corticosteroid 
may  act  to  modify  the  appearance  of  the 
superimposed  neomycin  dermatitis.  When 
an  individual  treated  with  one  of  the  nu- 
merous neomycin-containing  preparations 
fails  to  improve  or  the  eruption  becomes 
worse,  neomycin  sensitivity  should  be 
suspected. 

To  prove  the  neomycin  sensitivity,  the 
patient  should  be  patch  tested  with  the 
suspected  topical  neomycin  preparation. 
In  some  instances  when  allergic  contact 
sensitivity  is  present,  a typical  positive 
patch  test  reaction  will  be  obtained  with 
the  neomycin  preparation  that  has  been 
employed  therapeutically.  Sometimes  a 
positive  patch  test  reaction  will  be  obtained 
only  with  a 20  per  cent  aqueous  solution  of 
neomycin.11  When  a patch  test  result 
with  a neomycin  preparation  is  negative,  it 
may  be  worth  while  to  perform  an  intra- 
dermal  skin  test  with  a 1:1,000  solution  of 
neomycin  sulfate.  A positive  reaction 
consists  of  a delayed  indurated  papule 
which  is  present  forty-eight  hours  after  the 
test  has  been  performed. 

In  my  own  material  it  has  rarely  been 
necessary  to  perform  intradermal  testing 
with  neomycin,  since  the  classical  patch 
test  technic  usually  revealed  the  neomycin 
sensitivity. 

When  neomycin  sensitivity  has  been 
demonstrated,  the  patient  should  be  in- 
structed to  avoid  exposure  to  Bacitracin, 
streptomycin,  and  kanamycin  all  of  which 
may  cross-react  with  neomycin. 

Nickel  dermatitis  in 
atopic  individuals 

Allergic  contact  dermatitis  due  to  nickel 
may  occasionally  take  the  dermal  form  and 
closely  mimic  atopic  dermatitis.  Although 
most  cases  of  nickel  dermatitis  occur  in  the 


nonatopic  population,  nickel  sensitivity 
superimposed  on  atopic  eczema  may  not  be 
readily  recognized.12 

Patch  testing  for  nickel  sensitivity  in 
atopic  individuals  may  also  present  the 
difficulty  of  properly  interpreting  pustular 
patch  test  reactions  which  occur  rather  fre- 
quently in  this  group.  When  nickel  sensi- 
tivity is  suspected  in  an  atopic  individual 
and  the  patch  test  reaction  is  difficult  to 
interpret  because  of  the  pustular  element, 
an  intradermal  test  with  a 1:1,000  aqueous 
solution  of  nickel  sulfate  may  be  performed. 
A positive  intradermal  reaction  with  a 
nickel  sulfate  may  be  considered  proof  of 
nickel  sensitivity.  A negative  intradermal 
reaction  however,  does  not  necessarily 
prove  the  absence  of  such  sensitivity.  As 
a rule,  positive  patch  test  reactions  to 
nickel  are  rather  clear  cut  even  in  atopic 
individuals.  A significant  allergic  eczema- 
tous reaction  is  usually  obvious  even  if  the 
pustular  element  is  also  present. 

Atopic  individuals  and  others  with 
nickel-contact  sensitivity  who  cannot 
readily  avoid  nickel-plated  garment  ac- 
cessories may  often  continue  to  use  such 
objects  providing  they  spray  the  object 
and  the  contacted  skin  with  topical  aerosol 
dexamethasone  (Decadron).13 


Relationship  of  ragweed  oil 
dermatitis  to  atopic  state 

Ragweed  oil  dermatitis  may  closely 
mimic  a generalized  atopic  eczema,  par- 
ticularly atopic  dermatitis  with  seasonal 
occurrence.14  It  must  be  emphasized  that 
ragweed  oil  dermatitis  is  due  to  an  oil- 
soluble  oleoresin  while  ragweed  rhinitis, 
asthma,  and  possibly  certain  cases  of  atopic 
dermatitis  are  due  to  the  water-soluble 
protein  fraction  of  the  pollen. 

In  my  own  material  the  majority  of  pa- 
tients with  ragweed  dermatitis  had  neither 
atopic  dermatitis  nor  evidence  of  the  atopic 
state. 16  However,  other  investigators  have 
reported  that  most  of  their  patients  with 
contact  dermatitis  from  ragweed  oil  were 
identified  as  atopic  individuals.9  Some  pa- 
tients with  ragweed  oil  dermatitis  exhibit 
photosensitivity  reactions  in  contrast  to 
patients  with  atopic  dermatitis  who  are 
often  benefited  by  sunshine.  Many  indi- 
viduals with  ragweed  oil  dermatitis  are 
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also  hypersensitive  to  pyrethrum,  chrysan- 
themums, and  turpentine. 

Patch  testing  with  a 1 : 1,000  dilution  of 
ragweed  oil  in  acetone  is  quite  reliable  in 
detecting  ragweed  oil  sensitivity.  In  addi- 
tion, a positive  patch  test  reaction  may  be 
obtained  in  ragweed  oil-sensitive  individ- 
uals, using  pollen,  stem,  or  leaf  of  the  rag- 
weed plant  as  testing  material.  Patients 
with  intractable  atopic  dermatitis  who  are 
beyond  the  age  of  forty  should  have  patch 
testing  with  ragweed  oleoresins  to  rule  out 
allergic  contacting  sensitivity  to  this  plant. 


Topical  treatment 
of  atopic  dermatitis 


In  all  phases  topical  therapy  is  used  to 
alleviate  itching  and  inflammation  and  to 
prevent  scratching.  Some  patients  obtain 
a great  deal  of  relief  by  gently  rubbing  the 
inflamed  skin  with  an  ice  cube  held  in  a 
piece  of  cloth,  thus  avoiding  the  trauma 
caused  by  scratching.  Spraying  localized 
areas  of  eczema  with  ethyl  chloride  may 
alleviate  itching  temporarily. 

Acute  stage.  Cold  wet  dressings  are 
usually  soothing  in  acute  eczematous  erup- 
tions and  help  to  stop  the  oozing.  The 
colder  the  wet  dressing  usually  the  more 
efficacious  it  becomes.  The  addition  of 
finely  cracked  ice  to  the  water  often  en- 
hances the  antipruritic  effect.  Wet  dress- 
ings consisting  of  water  with  ice,  made  to 
the  consistency  of  a sherbert  and  applied 
with  a cotton  cloth  for  five  to  fifteen  min- 
utes and  reapplied  as  necessary,  are  often 
well  tolerated  and  beneficial.  However, 
wet  dressings  must  not  be  used  over  too 
wide  an  area  in  elderly  or  debilitated  pa- 
tients; such  persons  may  get  a chill  from 
wet  dressings.  One  extremity  or  one 
quarter  of  the  body  at  a time  may  be 
treated  with  wet  dressings  fairly  safely. 
Wet  dressings  may  be  supplemented  at 
night  by  Lassar’s  paste  applied  on  closely 
woven  cotton  cloth.  Burow’s  solution 
1:20  may  be  used  routinely  added  to  wet 
dressings.  For  infected  eczemas,  potas- 
sium permanganate  1 : 10,000  diluted  in 
water  may  be  used.  For  persistent  oozing, 
silver  nitrate  0.125  per  cent  may  be  used 
over  limited  areas.  In  the  acute  phase, 
soothing  baths  are  useful  both  as  anti- 
inflammatory agents  and  to  soak  off  oint- 
ments and  other  medications.  Oilated 


colloidal  oatmeal,  1 cupful  to  a bathtub  of 
water,  is  acceptable  to  most  patients. 
Caution  should  be  used,  since  this  prepara- 
tion makes  the  tub  very  slippery. 

In  the  presence  of  allergic  contact  der- 
matitis superimposed  on  atopic  dermatitis, 
the  patient  should  not  receive  desensitizing 
injections  for  hay  fever  or  asthma  to  avoid 
flares  of  both  eruptions.1617 

Subacute  stage.  Steroid  creams  and 
ointments  are  useful  in  the  subacute  stage. 
Every  physician  has  his  own  favorite. 
Effective  but  expensive  triamcinolone  oint- 
ments and  creams  (Aristocort,  Kenalog), 
fluocindone  acetanide  (Synalar),  and  dex- 
amethasone  creams  may  often  be  diluted 
with  1 to  3 parts  of  hydrophilic  ointment 
U.S.P.  without  impairing  their  efficacy. 
Do  not  use  steroid  creams  under  occlusive 
dressings  in  atopic  individuals,  since  they 
rarely  tolerate  such  therapy  well. 

Calamine  lotion  with  0.25  per  cent  men- 
thol is  sometimes  effective.  However,  such 
lotions  are  too  drying  for  the  face  and  tend 
to  cause  matting  in  hairy  areas.  Zinc 
oxide  ointment  or  equal  parts  of  olive  oil 
and  lime  water  may  be  used  in  such  areas. 

Chronic  stage.  The  atopic  skin  is 
usually  dry  and  thickened  in  the  chronic 
stage.  Steroid  ointments  with  or  without 
3 per  cent  iodochlorhydroxyquin  (Vioform) 
may  be  helpful.  Steroid  topical  prepara- 
tions with  tar  and  hydrocortisone  (Zetone 
cream,  Cor-tar-quin)  may  speed  recovery. 
If  there  is  secondary  infection  in  this  or  any 
phase  of  eczema,  broad-spectrum  anti- 
biotic ointments  such  as  erythromycin 
(Ilotycin),  chlortetracy cline  hydrochloride 
(Aureomycin),  tetracycline  hydrochloride 
(Achromycin),  oxy tetracycline  hydrochlo- 
ride (Terramycin),  or  chloramphenicol 
(Chloromycetin  cream)  may  be  used. 
Neomycin  and  bacitracin  are  not  as  effec- 
tive as  these  antibiotics  and  have  a greater 
tendency  to  sensitize. 

Persistent  localized  areas  of  eczema  may 
be  painted  with  solution  of  coal  tar  or 
Arning’s  tincture.  Intralesional  injections 
of  steroid  suspensions  are  sometimes  spec- 
tacularly successful  in  such  localized  areas, 
spraying  the  lesions  with  aerosols  contain- 
ing steroids  may  be  cooling  and  healing. 

Castellani’s  carbofuchsin  paint  diluted 
with  3 parts  water  is  often  very  effective  in 
chronic  eczema  of  the  intertriginous  areas 
accompanied  by  maceration  and  excess 
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sweating.  After  the  paint  has  dried,  a 
steroid  cream  may  be  superimposed.  In 
infancy,  persistent  eczemas  in  the  diaper 
area,  especially  when  there  may  be  mondial 
superinfection,  may  be  treated  with  1 part 
Castellani’s  carbofuchsin  paint  diluted  with 
6 parts  water.  When  the  paint  has  dried, 
the  following  protective  adhering  ointment 
can  be  applied:  Burow’s  solution,  10.0  cc.; 
anhydrous  lanolin,  20  Gm.;  and  plain 
Lassar’s  paste,  sufficient  quantity  to  make 
60  Gm. 

Use  of  systemic  corticosteroids 
in  atopic  dermatitis 

In  general  and  particularly  in  children, 
the  systemic  administration  of  corticos- 
teroids should  be  avoided  unless  every 
other  treatment  fails. 18  Patients  should  be 
warned  that  the  steroids  do  not  cure  the 
eczema  but  simply  suppress  the  inflamma- 
tion. Parents  should  be  warned  that  there 
is  great  danger  from  chickenpox  in  children 
receiving  systemic  steroid  therapy.  Such 
therapy  must  be  stopped  immediately 
when  the  child  who  has  not  had  chickenpox 
has  been  exposed. 

However,  when  patients  of  any  age  are 
suffering  acutely  and  the  eczema  is  wide- 
spread and  incapacitating,  administering 
corticosteroids  for  a week  or  so  may  be  a 
great  boon,  providing  there  is  no  contrain- 
dication to  such  therapy.  Prednisone  is 
the  least  expensive  but  very  often  effective 
and  may  be  prescribed  as  follows  for  adults: 
prednisone  tablets  5 mg.  every  three 
hours  for  three  days  (don’t  wake  the 
patient  at  night  for  the  medication). 
Then  give  1 tablet  every  four  hours  for  four 
days.  Follow  with  1 tablet  every  six  hours 
for  six  days.  Maintain  the  medication 
with  2 tablets  daily.  Finally,  taper  off  the 
administration  of  prednisone  with  1 tablet 
for  five  days.  This  gradual  diminution  of 
steroid  therapy  may  prevent  a rebound  of 
the  eczema.  Children  are  given  propor- 
tionately smaller  doses. 

Often  it  may  be  necessary  to  give  the 
patient  a maintenance  dose  of  1 to  2 tab- 
lets daily  for  an  indefinite  period  to  control 
the  dermatitis.  Such  small  doses  even 
over  a prolonged  period,  have  proved  to  be 
safe  in  many  instances  with  the  usual  pre- 
cautions. However  when  more  than  1 or  2 
tablets  daily  of  prednisone  are  necessary  to 


maintain  good  results  and  the  required 
maintenance  dose  of  the  corticosteroid  is 
high  enough  to  cause  undesirable  side- 
effects,  an  attempt  must  be  made  to  wean 
the  patient  off  the  steroid  therapy.  How- 
ever, it  may  be  quite  difficult  to  get  the 
patient  to  reduce  the  dose  and  eventually 
stop  the  therapy  if  the  dermatitis  flares  each 
time  the  weaning  is  attempted. 

At  this  juncture,  giving  injectable  corti- 
costeroids in  gradually  decreasing  doses  and 
increasingly  separated  intervals  may  pre- 
vent an  abrupt  recurrence  of  the  dermatitis 
when  the  oral  therapy  has  been  terminated. 
An  attempt  may  then  be  made  to  stop  the 
injections  also. 

Occasionally  autohemotherapy  or  injec- 
tions of  antityphoid  vaccine  once  or  twice 
weekly  seems  to  help  in  getting  a patient  off 
steroid  therapy. 

Systemic  antipruritic  and  sedative 
therapy  in  atopic  dermatitis 

The  following  medications  may  be  tried. 
The  results  of  such  medication  are  very 
unpredictable  since  patients  vary  in  the 
relief  they  obtain  from  itching  and  insom- 
nia. 

1.  Phenobarbital,  y4  grain  and  aspirin  5 
grains  three  or  four  times  daily  is  often 
helpful.  Do  not  use  aspirin  in  patients 
with  asthma  or  urticaria.  On  retiring, 
hydroxyzine  hydrochloride  (Atarax)  25  mg. 
or  diphenhydramine  hydrochloride  (Bena- 
dryl) 50  mg.  may  be  given. 

2.  Hydroxine  hydrochloride  10  mg.  after 
each  meal  and  on  retiring  may  be  quite 
effective.  Some  patients  get  too  drowsy  in 
the  daytime  on  this  regimen. 

3.  Cyproheptadine  hydrochloride  (Peri- 
actin)  4 mg.  twice  daily. 

4.  Children  may  be  given  elixir  diphen- 
hydramine hydrochloride,  a teaspoonful 
two  or  three  times  daily.  Some  children 
get  a better  antipruritic  effect  from  syrup  of 
trimeprazine  (Temaril),  1 teaspoonful  in  the 
same  dosage. 

Intractable  atopic  dermatitis 

In  intractable  cases  of  atopic  dermatitis, 
there  may  be  beneficial  effect  from  drastic 
environmental  changes. 

Hospitalization.  Hospitalization  of- 
ten effects  a marked  temporary  improve- 
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ment  in  atopic  dermatitis.  It  is  debatable 
whether  the  improvement  is  because  of 
psychogenic  effects  or  simply  a change  from 
the  usual  routine  and  tensions.  Occasion- 
ally hospitalization  has  no  such  beneficial 
effect. 

Change  of  climate.  A change  to  a 
warm,  even,  dry  climate  may  exert  a most 
profound  influence  and  cause  great  improve- 
ment. The  mechanics  of  this  improvement 
are  not  certain.  It  may  be  freedom  from 
allergenic  exposures,  relief  of  emotional 
tension,  and  the  salutary  effect  of  a com- 
fortable temperature  and  humidity.  Often 
a change  of  climate  has  only  a brief  tem- 
porary effect  and  may  even  be  harmful. 

Psychothera  py 

Although  careful  studies  show  no  signifi- 
cant psychological  differences  between 
patients  with  atopic  dermatitis  and  those 
with  other  unrelated  conditions,  there  is  no 
doubt  that  the  stress  and  strain  of  daily 
living  may  increase  itching  and  scratching 
and  so  adversely  effect  atopic  dermatitis. 
Occasionally  psychotherapy  does  indirectly 
benefit  a severe  case  of  atopic  dermatitis. 

Summary 

The  cause  of  atopic  dermatitis  remains 
unknown.  Attempts  at  control  of  this 
condition  by  the  removal  of  specific 
allergens  such  as  foods  and  inhalants  are 
disappointing. 

Atopic  dermatitis  renders  the  patient 
more  vulnerable  to  the  effects  of  such  pri- 
mary irritants  and  environmental  factors  as 
woolen  and  rough-textured  clothing,  dusts 
and  molds,  dog  and  cat  hairs,  bird  feathers, 
overheating  and  sweating,  tension,  scratch- 
ing and  friction,  soap,  detergents,  household 
cleansers,  and  adhesive  tape.  Patients 
should  be  provided  with  a list  of  written 
instructions  to  aid  them  in  preventing  these 
factors  from  initiating  or  exacerbating  the 
eruption. 

As  a rule  patients  with  atopic  dermatitis 
do  not  do  well  with  occlusive  dressings  or 
the  wearing  of  rubber  gloves  to  protect 
their  hands. 

Patients  with  atopic  dermatitis  must  be 


warned  of  the  dangers  of  contact  with  the 
viruses,  smallpox  vaccinia,  and  herpes 
simplex.  Hyperimmune  antivaccinial 
gamma  globulin  should  be  used  for  both 
treatment  and  prophylaxis  of  eczema  vac- 
cinata. 

The  role  of  superimposed  allergic  contact 
dermatitis  should  be  investigated  in  severe 
cases  of  contact  dermatitis.  The  possi- 
bility of  neomycin  sensitivity  should  be 
considered. 

While  topical  corticosteroid  therapy  ap- 
pears to  be  safe  for  prolonged  periods  of 
time,  systemic  corticosteroid  therapy  may 
produce  undesirable  side-effects. 

In  intractable  cases  of  atopic  dermatitis  a 
change  of  climate  or  hospitalization  with  or 
without  psychotherapy  may  be  necessary. 
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It  has  been  established  that  hypoxemia 
follows  major  operations  when  the  patients 
are  allowed  to  breathe  spontaneously  dur- 
ing anesthesia1  -4  and  also  when  controlled 
ventilation  is  used.5  6 The  decreased  ar- 
terial oxygen  saturation  is  secondary  to  the 
disturbance  of  the  ventilation-perfusion 
ratio  probably  consequent  to  the  perfusion 
of  collapsed  alveoli.  Recently,  it  has  been 
demonstrated  that  atelectasis  may  persist 
until  a positive  pressure  hyperinflation 
creates  sufficient  pressure  to  reopen  the 
atelectatic  areas  of  the  lung.6-8 

It  has  been  our  experience  that  patients 
whose  ventilatory  pattern  included  such 
periodic  hyperinflations  frequently  enter 
the  recovery  room  with  arterial  oxygen 
saturations  in  the  normal  or  near  normal 
range,  only  to  develop  hypoxemia  while 
breathing  ambient  air. 

The  present  study  was  undertaken  to 
examine  whether  or  not  the  decreased  ar- 
terial oxygen  saturation  observed  in  the 
postanesthetic  period  could  be  significantly 
reversed  by  voluntary  hyperinflations  of 
the  lung  in  the  recovery  room. 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  February  15,  1965. 

* This  work  was  supported  in  part  by  the  National  Insti- 
tutes of  Health  Grant  GM-09069-03. 


Twenty  patients  were  studied  following 
operation  in  the  supine  position.  The  age, 
sex,  anesthetic  agents  used,  and  operation 
are  listed  in  Table  I.  All  patients  were  in 
good  health,  of  average  body  build,  and 
could  be  expected  to  respond  effectively  to 
normal  demands  for  gas  exchange  as  deter- 
mined by  their  ability  to  extinguish  a 
lighted  paper  match  with  a single  forced 
exhalation  through  a widely  open  mouth.9 
Only  subjects  who  had  a preanesthetic 
arterial  oxygen  saturation  following  pre- 
medication of  at  least  94  per  cent  and 
carbon  dioxide  tension  values  less  than  45 
mm.  Hg  were  included  in  the  study  from 
which  9 subjects  were  eliminated.  No 
subject  was  receiving  Rauwolfia,  alkaloids, 
phenothiazines,  or  corticosteroids. 

Preanesthetic  medication  consisted  of 
secobarbital,  approximately  1.5  mg.  per 
kilogram,  and  scopolamine  0.1  mg.  per  10 
Kg.  given  intramuscularly  sixty  to  seventy- 
five  minutes  before  induction.  Anesthesia 
was  induced  with  150  to  325  mg.  of  2.5  per 
cent  thiopental  sodium  (Pentothal  sodium  ) 
intravenously  and  endotracheal  intubation 
when  required,  was  facilitated  by  100  mg. 
succinylcholine  chloride  intravenously. 
Thereafter,  the  patients  breathed  a mixture 
of  6 L.  of  nitrous  oxide  and  2 L.  of  oxygen 
per  minute  supplemented  either  with  in- 
haled trichlorethylene  (Trilene)  (0.3  to 
0.5  per  cent)  or  intravenous  thiopental 
sodium  (maximum  dose  525  mg.).  Con- 
trolled ventilation  was  employed  only  until 
the  return  of  spontaneous  respirations 
following  succinylcholine.  Thereafter  res- 
piration was  spontaneous  and  usually 
assisted. 

Blood  samples  collected  in  Luer-Lok 
syringes  wet  with  heparin  were  obtained 
from  a Teflon  catheter  inserted  percutane- 
ously  into  a brachial  artery  before  the 
induction  of  anesthesia.  Samples  were 
analyzed  in  duplicate  within  fifteen  min- 
utes for  arterial  oxygen  saturation,  oxygen 
tension,  carbon  dioxide  tension,  and  pH. 
The  percentage  of  oxyhemoglobin  satura- 
tion was  measured  with  a reflection 
oximeter*  which  has  a reproducibility  of 
plus  or  minus  0.5  per  cent  in  the  range  of 
85  to  100  per  cent  saturation.  The  oxygen 

* Oximeter  model  10,800,  American  Optical  Company 
Buffalo  14215,  New  York. 
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twenty  patients  were  studied  following 
operation.  After  an  average  of  one  hundred 
ten  minutes  of  assisted  ventilation  plus  five 
minutes  of  spontaneous  oxygen,  all  subjects 
had  arterial  saturations  of  100  per  cent  and 
arterial  carbon  dioxide  tension  and  pH 
values  within  the  normal  range.  Five  con- 
secutive hyperinflations  one  hour  after  the 
end  of  anesthesia  resulted  in  a mean  arterial 
oxygen  saturation  that  was  significantly 
greater  than  in  the  control  group,  and  the 
difference  remained  significant  after  eight  to 
ten  hours. 


saturation  was  also  calculated  in  most 
samples  from  the  oxygen  tension  value  ob- 
tained by  a modified  Clark  electrode.*10 
To  compensate  for  the  difference  in  oxygen 
electrode  response  between  blood  and  gas, 
blood  equilibrated  with  a known  gas  ten- 
sion was  used  for  calibration  of  the  elec- 
trode.11  After  the  duplicate  oxygen  ten- 
sion values  were  averaged  and  corrected  for 
pH,  the  arterial  oxygen  saturation  was 
obtained  from  the  nomogram  of  Severing- 
haus. 12  If  the  arterial  oxygen  saturation 
determined  from  the  Severinghaus  nomo- 
gram did  not  agree  within  1 per  cent  with 
the  oximeter  value,  the  subject  was  ex- 
cluded (5  subjects)  from  the  study.  Car- 
bon dioxide  tension  was  determined  with  a 
modified  Severinghaus  electrode13  and  pH 
with  a glass  electrode.* 

As  an  experimental  procedure,  at  the 
conclusion  of  the  surgical  procedure,  the 
subject  was  allowed  to  breathe  spontane- 
ously 100  per  cent  oxygen  for  five  minutes 
at  a 6 L.  per  minute  flow  rate.  An  arterial 
blood  sample  was  then  drawn,  and  the  pa- 
tient, breathing  ambient  air,  was  trans- 
ferred to  the  recovery  room.  Subsequent 
samples  were  obtained  at  intervals  of  one- 
quarter,  one-half,  one,  three,  and  eight  to 
ten  hours.  All  subjects  were  conscious 
within  one-half  hour  of  entering  the  re- 
covery room.  Immediately  before  the  one- 
hour  sample  was  drawn,  10  randomly 
chosen  subjects  were  asked  to  take  5 deep 
breaths  slowly.  Narcotics  were  withheld 
for  the  first  postoperative  hour.  There- 
after, small  doses  (10  to  20  mg.)  of  meperi- 
dine were  administered  intravenously  as 
required  for  pain  relief.  The  largest  total 
dose  in  the  ten-hour  study  period  was  70 
mg. 

Statistical  significance  was  tested  with 
Student’s  t test.  Vital  signs  remained 
stable  in  all  patients  during  their  stay  in 
the  recovery  room. 

Results 

After  an  average  of  one  hundred  ten 
minutes  of  assisted  ventilation  plus  five 
minutes  of  spontaneous  oxygen,  all  subjects 
had  arterial  oxygen  saturations  of  100  per 
cent  (Table  I)  and  arterial  carbon  dioxide 

* Model  113  pH  and  blood  gas  analyzing  system,  Instru- 
mentation Laboratory  Inc.,  9 Galen  Street,  Boston  02172, 
Massachusetts. 


tension  and  pH  values  within  the  normal 
range  (Tables  I and  II).  The  arterial 
tension  of  oxygen  ranged  from  341  to  526 
mm.  with  a mean  value  of  422  (standard 
deviation  ±105).  The  lower  values  were 
more  common  among  those  subjects  who 
were  anesthetized  with  trichlorethylene. 
Those  subjects  who  started  at  lower  oxygen 
tension  values  ended  with  lower  oxygen 
tension  values. 

There  was  no  significant  difference  in 
arterial  oxygen  saturation  between  the  2 
groups  after  one-half  hour  of  breathing 
ambient  air.  However,  5 consecutive  hy- 
perinflations one  hour  after  the  end  of 
anesthesia  resulted  in  a mean  arterial  oxy- 
gen saturation  (94.2  ± 3.6  per  cent)  that 
was  significantly  greater  (P  less  than  0.01) 
than  in  the  control  group  (89.6  ± 2 per 
cent).  The  difference  remained  significant 
(P  less  than  0.05)  after  eight  to  ten  hours. 

The  arterial  carbon  dioxide  tension  and 
pH  did  not  significantly  vary  during  the 
study  period.  There  was  a fall  in  arterial 
carbon  dioxide  tension  and  a rise  in  pH 
following  hyperinflation. 

There  was  no  apparent  influence  of  dura- 
tion of  operation,  age,  sex,  or  anesthetic 
agent  on  arterial  oxygen  saturation.  There 
were  no  clinically  demonstrable  postopera- 
tive complications. 

Comment 

There  are  at  least  two  factors  tending  to 
lower  arterial  oxygen  saturation  in  the 
postoperative  period  in  the  absence  of  air- 
way obstruction:  hypoventilation  and  in- 

equality of  ventilation  to  perfusion  ratios. 

Hypoventilation.  It  is  important  to 
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TABLE  I.  Respiratory  results  following  operations 


00 

05 

! o 


& 

M 

. < 
| t 
.s  6 
§ s 

O CL 


1 J J 

r°  w 

H g 
< 


05  03 

“ -2 


o, 

o 


UD  £ 


«H05  00OWr}<[>rHC0© 
05  00  C005050000050505 


^0005000000 


O O O lO  o o 

05  00  ^ CO  O 


s s 

05  05 


05  05 

fl  fl 


9 >> 

o B 
S o 


3 5 


* -a  £ 

-p  rs  « 

■a  2 « 

2 .2  a 

05  D _ 
£ *2 
g -9  .5 

»h  bfi 

fi  0 cfl 


C-50—-0  0— ;Jioc 


G »H 

ll 

.2  05 
- 1? : 
H P 


O 05  05  o o 

’“5  n.  ft.  fl  n 


<N  S 

3 3 

-H  a 


z 

a 2 

3 < 


c*'<i‘i>a®<Nu;t>oo  < 

»— I rH  r-l  »— I i-H  m 


OOOlCOTfiO^NOCOt' 
00  00  05  00  00  05  05050500 


O05OO05  05  05  05OO 

z^zz^^zz 


00100100000005 

(NC^COC^rHtO^T-HTTCOO 


A *s  «9  M W 
^2 


Q O 


M ® 

fl 


0 3 

O 05 
TJ  T3 
^ fl  C 

ca  « 

I c c 

0 o o 

O -*-» 

^ 


ioi^oQ 


.2  ® .2 


S Q 49 


05  05 

C fl 

05  _Q5 

.fl  .fl 


fl  £ 

05  O 


'H 


.2  .2 


•C  *C 
h H 


to  tn  co 

o3  o5 

-*-»  4J  +* 

C C fl 

2 2 2 

12  12  12 

P h h 


ftniotocoHn^t 


tf  Q 


■H  £ 


o 

3 

z 9 

< z 

w < 

2 £ 


246  New  York  State  Journal  of  Medicine  / January  15,  1966 


c n 
<D 

TO 

> 

X 

Q. 

T3 

C 

ro 

c 

o 

(7) 

c 

<D 

+-* 

<D 

;0 

X 

o 

TD 

C 

o 

n 

ro 

O 


CD 

< 


, 


O 03 


03 

U 

3 

0 


X 


00 


©CO©C^©CMt>CM''tC'-r-H 

Tf’T’fC0n’3lC0'1l’TC01' 


coaimmoNOHrtcDH 

’tCO^CO'T^rt't’TCO’T 


CO^^QONHQNNffiH 

rrCO^CO-^TPCO^rj-COTP 

C'-c^c^t>oc'-C'-C'-r'-t>L^ 


TCMH^cooir'COTi'floo 

^TfTi'connn^'TW^ 


HTfiooicoco^Ti-TrnH 

Tfij'TrTi'cofOco^'rTfTf 

C^C-C^C^-C'-C^C'-C'-C'-C^C^ 


(OTTOoOOOHhOlO^O) 

OrHOiCOlOOCO^OOl-H^H 

rr^CO-tf^xtT^'^cO'^t'^t 


CO  CO  co  o 


Tf  N CO  CO 
N CO  lO 


TrTfTt^^TfTrTfco^Tr 


C^©©CMOO©rHrH©CO© 

05^05^0>05lflCOOO 

coTrco^^cocO'rnTfTT 


COt'>!flCOtDOiiOCOCOO 

r-l<NCOr-lT— IC-<N©t-Or-i 
^TfTf^TfcO^'iycOCO^ 


CD 

© 

CN  © 

-H  CD 

Is* 

CO 


Ci'fOCDCOHCONNCH 

CO’T’TCO'T’TCO’T^’T'T 

c-c-c'*c-ts-c-i>c-c'-c^i> 


00©CM©’<f©©CMrH,~iCM 

corri’CO'fTrTr^'^’t'C 


Tr©©TTrHOOlOt>©Ol> 

Tr’r^^iOTri'Tj'TriOTt1 


HiCHC'^CicOHCDCOO 

^Tj'TfcOTj'cOOO^WCOf 


C'C^h>C'>>C'C'C'Cs 


OCOOCOCOlN^H'-'^-OO 

^TfTj-cO'r^Tf'i'CCco^ 


©©i-H©CO"*CM©^HC'-'-' 

cO'r^coTfTCTfTr’TcO'T 


WWOlHOWiO^C'O 

OiONOiOiTrOWNN 


COIOCOCOUJQOCOCOO 

CM  © 


rf  Tf  TT  CO  TT 


co  co  co  © Tf  co  © 


h-  CO  CO 


Tf  ^ ^ ^ 


© CO  CO  ID 

00  CO  00 


Tf  CO  -*t  co  ^ 


ID  T?< 

<N  S 

-H  » 


© 

CO  0 

■H  S 


CM 


’tCOOOWCOOlOCOlNiO 
©©•'tfCOlOOO©©®^©  CM  p 

^CO-t^^CO^COCOCO^  II 

Tl  CM 

C- 

CO 


COOO©CM  ©cOT*CDTt<cOkO 

TfOO'gWOCOt-O^OoOH 

Tj'CO^'fl'Tl'CO^CO^CO^ 


c- 

00  ^ 

CO  2 

41  co 

© 

© 


.9  CM  © 

i CO  H 

03  CO  ''r 


CO  © © CO  00  © 

CO  © t>  t*  © CD 

^ CO  ’f  'f  CO  CO 


CO  uo  33  CM  co  O 

CM  © rH  © CO  © 


© © © iH 

© © CM  T-H 


a 

n 


CMTj<t>©©CM©l>X 


W < Q 


03 

u 

w -o 

« a 

Z oj 
< $ 
a a 


mio<ooor*mf<oo>o 


January  15,  1966  / New  York  State  Journal  of  Medicine  247 


realize  that  apparently  normal  levels  of 
carbon  dioxide  tension  do  not  guarantee 
adequate  ventilation. 14  This  deduction  is 
only  valid  in  the  steady  state.  The  time 
course  of  carbon  dioxide  retention  during 
underventilation  has  not  yet  been  estab- 
lished, but  the  rate  must  be  very  much 
slower  than  the  rate  of  depletion  during 
hyperventilation  (half-time  about  four  min- 
utes.)15 The  practical  point  is  that  a pa- 
tient may  be  suffering  from  hypoxia  due  to 
underventilation  at  a time  when  the  carbon 
dioxide  tension  is  still  within  reasonable 
limits. 

Inequality  of  ventilation  to  perfu- 
sion ratios.  The  inequality  of  ventilation 
to  perfusion  ratios  is  the  most  likely  cause 
of  that  part  of  the  total  alveolar-arterial 
oxygen  tension  gradient  which  cannot  be 
explained  by  constant  anatomic  shunt. 
Regions  of  high  ventilation  to  perfusion 
ratio  interfere  with  carbon  dioxide  elimina- 
tion but  do  not  appreciably  influence  oxy- 
genation of  the  arterial  blood.14  Regions 
of  low  ventilation  to  perfusion  ratio  have 
little  effect  on  carbon  dioxide  elimination 
but  cause  a marked  impairment  of  oxy- 
genation of  the  arterial  blood.16  Conse- 
quently, if  areas  of  miliary  atelectasis  are 
perfused,  a decrease  in  arterial  oxygen 
saturation  may  result. 

The  degree  of  maldistribution  found  in 
this  study  during  the  first  hour  is  consistent 
with  the  postoperative  data  of  Nunn  and 
Payne.5  Their  findings  could  be  explained 
by  regional  relative  overperfusion  produc- 
ing the  effect  of  a 25  per  cent  venous  admix- 
ture at  an  alveolar  oxygen  tension  of  100 
mm.  Hg. 

Bendixen,  Hedley-Whyte,  and  Laver6 
demonstrated  that  anesthetized  patients 
ventilated  with  volumes  sufficient  to  keep 
arterial  carbon  dioxide  tension  in  the  physi- 
ologic range  exhibit  a progressive  decrease 
in  arterial  oxygen  tension  unless  the  ventila- 
tory pattern  contains  periodic  hyperinfla- 
tions of  the  lungs.  The  impaired  oxygena- 
tion, accompanied  by  a progressive  fall  in 
compliance,  is  accounted  for  by  a gradual 
collapse  of  air  spaces. 

Our  finding  of  a significant  increase  in 
arterial  oxygen  saturation  one  hour  after 
the  end  of  anesthesia  following  deep  breath- 
ing supports  and  extends  Bendixen’s  find- 
ings. It  is  significant  that  this  effect  per- 
sists for  at  least  an  additional  seven  hours. 


The  frequency,  size,  and  amount  of 
positive  pressure  required  to  maintain  the 
integrity  of  pulmonary  mechanics  during 
and  following  operation  has  not  yet  been 
defined.  However,  it  appears  from  the 
data  presented  that  forced  hyperinflations 
result  in  a more  rapid  return  to  normal 
blood  oxygen  values  than  spontaneous 
respirations. 

The  effect  of  alveolar  collapse  on  the 
pressure- volume  characteristics  of  adjacent 
terminal  units  cannot  be  discussed  satis- 
factorily for  want  of  data.  However,  con- 
sidering the  Laplace  relationship,  alveoli 
with  increased  radii  of  curvature  represent 
areas  of  low  pressure,  and  assuming  con- 
stant surface  tension  throughout  the  lung, 
gas  would  flow  preferentially  to  these  areas 
during  spontaneous  respiration.  A forced 
hyperinflation  may  generate  sufficient  pres- 
sure to  reopen  collapsed  alveoli,  and  once 
open,  would  maintain  their  functional 
integrity. 

It  is  widely  believed  that  arterial  oxy- 
genation is  adequate  when  minute  volume 
and  arterial  carbon  dioxide  tension  are 
normal.  These  data  show  that  at  least 
one  other  factor  needs  to  be  taken  into 
account  and  indicates  it  is  important  to  en- 
courage deep  breathing  during  the  post- 
operative period. 

630  West  168th  Street 
New  York  City,  11032 
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Discussion 

Henrik  Holt  Bendixen,  M.D.,  Boston, 
Massachusetts.  The  principal  findings  in 
the  study  by  Dr.  Ravin  were:  (1)  the 

presence  of  arterial  hypoxemia  during  the 
postoperative  period  in  healthy  patients 
following  relatively  minor  surgery.  This 
hypoxemia  was  not  associated  with  hyper- 
carbia.  (2)  Spontaneous  deep  breathing 
was  effective  in  raising  arterial  oxygen 
saturation  in  the  presence  of  such  hypox- 
emia. On  the  basis  of  methods  and  pro- 
cedure and  the  data  obtained,  these  two 
conclusions  appear  entirely  justified. 

In  the  discussion  of  these  findings,  the 
author  does  not  distinguish  clearly  between 
maldistribution  and  atelectasis  as  potential 
causes  of  the  alveolar-arterial  oxygen 
gradient  which  is  assumed  to  explain  the 
hypoxemia.  The  term  “maldistribution” 
should  be  reserved  for  shunts  that  originate 
in  gas  exchange  units  which  are  ventilated 
but  receive  perfusion  in  excess  of  the  ven- 
tilation, while  in  atelectasis  the  shunt  is 
caused  by  perfusion  of  units  which  are  not 
ventilated  at  all.“  The  patients  in  this 
study  breathed  room  air  and  we  cannot 
therefore  be  certain  of  the  cause  of  shunt- 
ing; the  beneficial  effect  of  deep  breathing 
would  suggest  that  atelectasis  was  the 
cause.  We  do  not  yet  know  the  effect  of 
deep  breathing  on  the  distribution  of  ven- 
tilation; it  is  possible  that  deep  breathing 
improves  distribution,  but  it  is  equally 
likely  that  deep  breathing  (particularly 
when  administered  by  positive  pressure)  is 


detrimental;  certainly  in  the  presence  of 
such  diseases  as  emphysema  and  mitral 
disease,  which  are  known  to  be  associated 
with  uneven  distribution. 

Gas  absorption  from  the  alveoli  is  con- 
sidered as  a cause  of  atelectasis.6  It  must 
be  stated  emphatically,  however,  that  this 
and  similar  studies  deal  with  gas  absorption 
from  the  blocked-off  lung,  in  other  words 
from  the  closed  air  pocket  Such  studies 
have  little  relevance  to  the  condition  in  a 
lung  which  is  going  through  relatively 
normal  cycles  of  ventilation.  There  is  no 
evidence  that  gas  absorption  plays  any  role 
in  atelectasis  except  when  this  is  secondary 
to  a block  of  a conducting  airway.  An 
alternate  and  more  frequent  cause  of 
atelectasis  is  the  mechanical  collapse  which, 
as  suggested  by  Mead  and  Collier,6  takes 
place  on  return  to  the  end-expiratory  posi- 
tion in  those  alveoli  which  have  decreased 
in  size  sufficiently  to  become  unstable.  If 
atelectasis  occurred  only  behind  plugged - 
off  airways,  a hyperinflation,  active  or 
passive,  would  hardly  be  capable  of  re- 
opening such  alveoli.  A purely  mechanical 
collapse,  on  the  other  hand,  is  reversible 
when  the  critical  opening  pressure  is  ex- 
ceeded and  the  airspace  reinflated  to  a size 
and  state  of  surface  activity  which  is 
consistent  with  geometric  stability. 

Summary 

The  impaired  oxygenation,  reversible  by 
deep  breathing  and  observed  in  these  pa- 
tients following  anesthesia  and  surgery,  is 
most  likely  caused  by  mechanical  atelec- 
tasis; maldistribution  may  be  a con- 
tributing factor  to  an  unknown  extent. 
Our  most  pressing  need  is  for  a study  of  the 
effect  of  hyperinflations,  passive  or  active, 
on  the  distribution  of  ventilation. 
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F etal  bradycardia  sustained  for  longer 
than  fifteen  to  thirty  seconds  after  the 
termination  of  a contraction  is  considered  a 
criterion  for  fetal  distress.  It  is  generally 
assumed  that  this  type  of  bradycardia 
is  due  to  hypoxia  of  the  fetus.  Transient 
bradycardia,  which  begins  ten  to  fifteen 
seconds  after  the  onset  of  the  contraction 
and  returns  to  normal  before  its  termina- 
tion, allegedly  is  not  associated  with  fetal 
hypoxia  but  is  due  to  the  compression  of 
the  fetal  skull  during  the  contractions. 
The  practicing  obstetrician,  however,  is 
not  infrequently  surprised  about  the  lack  of 
correlation  between  the  fetal  heart  rate 
changes  during  labor  and  the  status  of  the 
infant  at  birth. 

In  the  human  being,  it  is  very  difficult  to 
assess  directly  the  problem  of  whether  or 
not  fetal  bradycardia  is  always  associated 
with  fetal  hypoxia  without  disrupting  the 
normal  fetal-maternal  relationships.  In 
pregnant  dogs,  it  was  possible  to  gain 
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access  to  the  fetal  circulation  without  ex- 
posing the  fetus  to  room  air,  without  loss 
of  amniotic  fluid,  and  without  initiating 
uterine  contractions.  The  results  of  these 
experiments  and  their  clinical  implications 
are  reported  in  this  study. 

Technic 

Pregnant  dogs  near  or  at  term  were  used 
in  these  experiments.  Figure  1 shows 
diagrams  describing  the  procedure.  After 
induction  of  anesthesia  with  pentobarbital 
(30  mg.  per  kilogram  of  body  weight), 
endotracheal  intubation  is  carried  out  to 
provide  an  adequate  airway  and  oxygena- 
tion of  the  animal  throughout  the  experi- 
ment. One  carotid  artery  and  one  jugular 
vein  are  cannulated  for  measuring  arterial 
blood  pressure,  heart  rate,  arterial  oxygen 
tension,  and  for  administering  drugs.  Then, 
the  abdomen  is  entered,  and  the  uterus  is 
exteriorized.  By  palpation,  the  head  and 
neck  of  one  of  the  fetuses  is  identified. 
With  gentle  manipulation  the  fetal  head  is 
extended,  and  the  ventral  aspect  of  the 
neck  is  brought  into  apposition  with  the 
surface  of  the  uterus  in  an  area  as  far  re- 
moved as  possible  from  the  placenta.  The 
neck  is  anchored  in  this  position  with  a 
continuous  water-tight  silk  suture.  Each 
individual  stitch  goes  through  the  uterine 
wall,  fetal  membranes,  and  fetal  skin. 
Thus,  a small  pocket  is  created  separate 
from  the  remaining  major  amniotic  cavity. 
The  uterus,  fetal  membranes,  and  fetal 
skin  are  incised  longitudinally  within  this 
sealed  area,  and  the  uterine  wall  is  subse- 
quently sutured  to  the  fetal  skin  using  silk 
in  an  atraumatic  needle.  The  fetal  carotid 
artery  is  then  dissected  out  and  cannulated 
with  a polyethylene  catheter.  The  opera- 
tive technic  described  is  a modification  of  a 
technic  developed  by  Jackson  and  Egdahl.1 

The  maternal  and  fetal  arterial  blood 
pressures,  heart  rates,  and  electrocardio- 
grams are  monitored  simultaneously  with  a 
multichannel  recorder,  f The  fetal  electro- 
cardiogram, free  of  maternal  interference,  is 
recorded  by  inserting  insulated  copper  wire 
electrodes  directly  in  fetal  limbs  without 
leakage  of  amniotic  fluid.  The  partial 
pressure  of  oxygen  in  the  maternal  and  fetal 
arterial  bloods  is  measured  with  a mem- 
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experiments  which  measured  fetal  heart 
rate,  arterial  blood  pressure,  electrocardio- 
graphic activity,  and  arterial  oxygen  tension 
while  the  fetus  was  still  in  utero,  were  carried 
out  in  pregnant  dogs  near  term.  Maternal 
hemorrhage  and  subsequent  phenylephrine 
administration  led  to  fetal  bradycardia  and 
hypoxia.  Administration  of  atropine  to  the 
mother  before  maternal  hemorrhage  or  after 
maternal  cardiac  arrest  induced  by  ventricular 
fibrillation  prevented  or  postponed  fetal 
bradycardia,  but  fetal  hypoxia  occurred, 
suggesting  that  vagolytic  and  vasopressor 
agents  should  not  be  used  during  labor  be- 
cause they  may  mask  fetal  hypoxia. 


brane  polarograph  electrode*  in  micro- 
samples obtained  anaerobically  through 
the  cannula  inserted  in  the  carotid  arteries. 

A period  of  twenty  minutes  following  the 
end  of  the  operation  is  allowed  for  stabiliza- 
tion of  the  preparation.  Then,  base  line 
readings  are  obtained  for  ten  minutes. 
Thereafter,  the  experimentation  is  begun. 

Maternal  hemorrhage 

Graded  hemorrhage,  induced  by  re- 
peated rapid  withdrawal  of  an  amount  of 
blood  equal  to  1 per  cent  of  the  animal’s 
body  weight,  caused  a fall  in  maternal 
blood  pressure  accompanied  by  fetal  brady- 
cardia2 which  occurred  simultaneously  with 
fetal  hypoxia  (Fig.  2). 3 The  injection  of 
phenylephrine  following  hemorrhage  re- 
turned the  maternal  blood  pressure  to 
normal  but  induced  a further  decline  in 
fetal  heart  rate  and  fetal  arterial  oxygen 
tension.  Similar  findings  have  been  re- 
ported by  Romney,  Gabel,  and  Takeda4  in 
pregnant  dogs  and  by  Greiss  and  Wilkes5 
in  pregnant  ewes.  A reduction  in  uterine 
blood  flow  produced  by  vasopressor  drugs 
is  the  most  likely  explanation  for  this  ob- 
servation.4 

Since  it  has  been  postulated  for  a long 
time  that  vagal  control  is  the  dominant 
fetal  cardiac  regulating  reflex  mechanism, 
atropine  was  administered  to  the  mother 
before  hemorrhage  was  induced.3  As  ex- 
pected, this  form  of  vagal  blockade  pre- 
vented the  bradycardic  response  of  the 
fetus  to  maternal  hemorrhage  and  subse- 
quent phenylephrine  administration,  but 
fetal  hypoxia  still  occurred  in  spite  of  a 
normal  fetal  heart  rate  (Fig.  3).  Only 
during  the  “terminal  phase,”  when  arterial 
oxygen  tension  fell  to  extremely  low  levels, 
did  fetal  bradycardia  occur  in  the  atropin- 
ized  animal. 

Maternal  fibrillation 

Immediate  and  total  circulatory  arrest 
in  the  mother  was  induced  by  ventricular 
fibrillation  using  direct  electrical  cauteriza- 
tion of  the  ventricular  myocardium,  which 
caused  a precipitous  fall  in  the  maternal 
blood  pressure  to  zero.  Interestingly,  the 
maternal  arterial  oxygen  tension  remained 
at  prefibrillation  levels  for  approximately 
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ten  minutes  and  then  gradually  declined. 
This  observation  can  be  explained  best  by 
the  fact  that  the  cessation  of  circulation 
produced  by  ventricular  fibrillation  is  so 
instantaneous  that  a possible  gas  exchange 
with  the  tissues  following  cardiac  arrest  is 
not  reflected  in  a discernible  fall  of  oxygen 
tension  in  blood  samples  obtained  from  the 
carotid  artery  (Fig.  4).  Immediately  after 
maternal  circulatory  arrest,  the  fetal  heart 
rate  dropped  concomitant  with  a fall  in  fetal 
arterial  oxygen  tension.  It  is  of  interest  to 
note  that  the  fetal  arterial  blood  pressure 
decreased  only  gradually  over  a relatively 
long  time  (three  to  thirty-five  minutes)  in 
two  thirds  of  the  experiments.  In  the  re- 
mainder, an  abrupt  fall  immediately  after 
maternal  cardiac  arrest  was  noted.  The 
slow  or  abrupt  fall  in  fetal  blood  pressure 
was  followed  by  transient  increases  in  some 
instances,  but  it  never  exceeded  prefibrilla- 
tion levels.  It  took  an  average  of  forty-one 
minutes  (range,  twenty-six  to  ninety  min- 
utes) for  the  fetal  heart  beat  and  fetal  elec- 
trocardiographic activity  to  cease  after 
maternal  cardiac  arrest. 

When  atropine  was  administered  to  the 
fetus  directly  by  intra-arterial  injection, 
after  the  onset  of  fetal  bradycardia  and 
hypoxia,  an  instant  but  transient  increase 
in  fetal  heart  rate  occurred  in  spite  of  a con- 
tinuing decline  in  arterial  oxygen  tension 
(Fig.  5).  In  no  instance  did  the  fetal  heart 
rate  return  to  normal  during  this  transient 
episode  which  lasted  an  average  of  fifteen 
minutes.  Thereafter,  the  heart  rate 
dropped  again,  and  extremely  low  oxygen 
tension  levels  in  arterial  blood  were  noted. 
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FIGURE  1.  (A)  Cross  section  of  preparation.  Note  outermost  row  of  stitches  placed  first.  These  stitches 
must  reach  into  subcutaneous  tissue  and  form  isolated  watertight  pocket.  Once  completed,  all  layers  are 
incised  and  a new  row  of  sutures  placed  to  further  reduce  possibility  of  amniotic  fluid  leaks  (innermost  row 
of  stitches).  Fetal  electrocardiogram  free  of  maternal  interferences  is  secured  by  inserting  insulated  copper 
wire  into  subcutaneous  tissue  of  fetus.  (B)  Enlarged  sketch  of  operative  area.  Note  head  to  right  of  obser- 
ver and  body  to  left.  (C)  Panoramic  view  of  completed  preparation.  Note  fetus  now  floating  supine  ex- 
cept for  small  portion  of  skin  of  neck  which  is  anchored  to  uterine  wall.3 


Comment 

The  results  of  our  studies  clearly  indicate 
that  the  initial  and  probably  “preterminal” 
response  of  the  fetal  circulatory  system  to 
maternal  distress  is  bradycardia.  The  re- 
sults also  demonstrate  that  vagal  control  is 
the  dominant  cardiac  regulatory  reflex 


mechanism  in  the  fetus.15  In  our  experi- 
ments, bradycardia  was  consistently  asso- 
ciated with  hypoxia.  On  the  other  hand, 
fetal  hypoxia  occurred  in  spite  of  normal 
fetal  heart  rates  when  the  vagal  response 
was  blocked  by  atropine. 

It  would  seem  then  that,  although  hy- 
poxia is  necessary  for  the  initiation  of  fetal 
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FIGURE  2.  Effect  of  maternal  hemorrhage  and 
subsequent  vasopressor  administration  on  fetal 
oxygenation  and  pulse  rate.  At  arrows  “Blood 
Out,”  amount  of  blood  equal  to  1 per  cent  of  ani- 
mal’s body  weight  was  withdrawn.  At  arrows 
"Neo,”  phenylephrine  hydrochloride  (Neosyn- 
ephrine)  was  injected  intravenously  into  maternal 
circulation.  Note  fetal  bradycardia  accompanied 
by  fetal  hypoxia.3 


FIGURE  3.  Effect  of  atropine  administration  to 
mother  on  fetal  oxygenation  and  pulse  rate  prior  to 
maternal  hemorrhage  and  subsequent  vasopressor 
administration.  Note  fetal  hypoxia  dissociated 
trom  bradycardia  (except  during  very  late  stage).3 


bradycardia,  the  onset  and  persistence  of 
bradycardia  is  mediated  and  modulated 
predominantly  by  the  parasympathetic 
nervous  system.  A similar  response  has 
been  observed  in  adults;  it  has  been  re- 
ported that  large  doses  of  atropine  may 
reverse,  at  least  temporarily,  the  brady- 
cardia which  is  associated  with  acute 
asphyxia.7 

The  observation  that  atropine  may  in- 
duce a dissociation  of  the  fetal  bradycardic- 
hypoxic  response  to  maternal  stress  raises 
the  important  question:  Is  the  use  of 

atropine  ever  justified  during  labor?  Since 
the  only  available  tool  for  assessment  of 
fetal  distress  is  the  auscultation  of  fetal 
heart  rate,  it  is  quite  conceivable  that  the 
administration  of  the  drug  for  any  purpose 


FIGURE  4.  Effect  of  acute  circulatory  failure  in 
mother  on  fetal  oxygenation  and  pulse  rate.  (V.F. 
= ventricular  fibrillation.)  Note  rapid  develop- 
ment of  fetal  bradycardia  and  hypoxia. 


is  contraindicated  because  its  effect  might 
mask  fetal  hypoxia.  A similar  attitude 
should  be  taken  in  regard  to  other  drugs 
which  have  either  a specific  vagolytic  effect 
or  vagolytic  side-effects. 

The  study  also  suggests  that  vasopressor 
agents  should  be  used  with  great  caution  in 
patients  with  third  trimester  and  intra- 
partum bleeding,  since  they  may  produce 
fetal  hypoxia  from  a significant  reduction  in 
uterine  blood  flow.  The  logical  approach 
to  hypotension  caused  by  maternal  bleeding 
is  restoration  of  maternal  blood,  which 
should  provide  an  adequate  blood  flow  to 
the  uterus. 

An  experimental  condition  in  which 
bradycardia  occurs  without  accompanying 
hypoxia  has  not  been  found.  While  com- 
mon experience  shows  that  fetuses  may 
have  bradycardic  episodes  during  labor 
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FIGURE  5.  Effect  of  fetal  atropine  administration 
on  fetal  oxygenation  and  pulse  rate  following  acute 
circulatory  failure  in  mother.  Note  increase  in  fetal 
pulse  rate  without  improvement  of  fetal  hypoxia. 


without  evidence  of  hypoxia  at  the  time  of 
birth,  this  observation  cannot  be  accepted 
as  a valid  support  of  the  assumption  that 
transient  hypoxia  had  not  occurred. 

However,  since  vagotonia  has  been  ad- 
vocated as  being  predominant  as  a reg- 
ulatory mechanism  of  fetal  circulation,  it 
is  conceivable  that  vagal  stimulation  caus- 
ing bradycardia  can  be  elicited  in  the 
absence  of  hypoxia.  Experiments  exploring 


this  possibility  are  presently  being  con- 
ducted. 

Summary 

Experiments  were  carried  out  in  preg- 
nant dogs  near  term  employing  a technic 
which  allows  the  measurement  of  fetal 
heart  rate,  arterial  blood  pressure,  electro- 
cardiographic activity,  and  arterial  oxygen 
tension  while  the  fetus  is  still  in  utero. 
Maternal  hemorrhage  and  subsequent 
phenylephrine  administration  lead  to  fetal 
bradycardia  and  hypoxia.  Administration 
of  atropine  to  the  mother  before  maternal 
hemorrhage  prevents  or  postpones  fetal 
bradycardia,  but  fetal  hypoxia  occurs  in 
spite  of  normal  fetal  heart  rate.  Sudden 
maternal  cardiac  arrest  induced  by  ven- 
tricular fibrillation  causes  an  immediate 
fall  in  fetal  heart  rate  and  arterial  oxygen 
tension.  Again,  the  injection  of  atropine 
to  the  fetus  after  the  onset  of  bradycardia 
and  hypoxia  results  in  an  elevation  of  the 
fetal  heart  rate  hut  no  changes  in  the  de- 
gree of  hypoxia. 

The  findings  are  discussed  with  particular 
reference  to  the  use  of  vasopressor  agents 
and  vagolytic  drugs  during  normal  and 
complicated  labor. 
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In  the  recent  literature,  several  review 
articles  on  the  problem  of  uterine  perfora- 
tion during  the  performance  of  dilatation 
and  curettage  have  appeared.1-3  This 
article  is  not  designed  to  provide  any  new 
concepts  in  diagnosis  or  management  of  this 
surgical  disaster.  Its  main  purpose  is  to 
recall  to  the  clinician  the  possibility  of  this 
complication  in  the  hope  of  fostering  a less 
casual  approach  to  a surgical  procedure 
that  is  very  common;  it  is  felt  that  a laxity 
in  surgical  routine  may  be  responsible  for  a 
large  percentage  of  these  accidents. 

Methods 

This  article  has  naturally  been  prepared 
in  a retrospective  fashion.  All  curettages 
resulting  in  a diagnosed  perforation  of  the 
uterus  have  been  included.  All  charts, 
including  the  operative  notes  have  been 
reviewed.  This,  of  course,  does  not  mean 
that  these  include  all  perforations,  as  it 
can  probably  be  assumed  that  some  undi- 
agnosed perforations  did  occur. 

Incidence 

It  has  been  reported  by  others  that  curet- 
tage is  the  second  most  common  surgical 
procedure  in  most  general  hospitals.4  In 


a study  was  made  of  4,660  cases  of  dilata- 
tion and  curettage  during  which  22  cases 
of  diagnosed  perforations  of  the  uterus  oc- 
cured,  of  which  a laxity  in  surgical  routine 
was  felt  to  be  responsible  for  a large  percentage. 
Major  complications  occurred  in  2 cases: 
severe,  profuse  hemorrhage  requiring  vaginal 
hysterectomy  and  laceration  of  small  bowel 
mesentery  necessitating  laparotomy.  Con- 
servative management  was  successful  in  the 
remaining  cases. 


TABLE  1. 

Incidence  of  curettage 

Type  of 

Proce- 

Perfora- 

Inci- 

Curettage 

dures 

tions 

dence 

Diagnostic 

2,792 

19 

1:147 

During  pregnancy 

1,868 

3 

1:623 

Totals 

4,660 

22 

1:207 

TABLE 

II.  Age  incidence 

Age  (Years) 

Number  of 
Patients 

Per  Cent 

Under  40 

12 

54.6 

40  to  50 

2 

9 

50  to  60 

5 

22.7 

Over  60 

3 

13.7 

view  of  the  frequency  of  this  procedure,  it 
is  obvious  that  some  considerable  mental 
effort  is  required  to  prevent  the  operator 
from  falling  into  a complacent  attitude. 
Table  I records  the  incidence  at  this 
hospital  for  the  ten-year  period  of  1953 
to  1963.  We  believe  it  to  be  fairly 
representative  as  compared  with  other 
reports.4-6  All  operations  were  performed 
by  board-certified  gynecologists  or  members 
of  the  resident  staff.  The  age  incidence 
of  patients  in  this  group  ranged  from 
twenty-six  to  seventy-five  years.  The 
majority  of  patients  were  under  forty  as 
indicated  in  Table  II. 


Mechanism  for  perforation 

The  uterus  has  been  reported  to  have 
been  perforated  by  almost  any  instrument 
surgical  or  otherwise.  However,  the 
mechanisms  of  perforation  may  be  confined 
to  these  major  causes:  (1)  failure  to  per- 
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form  a proper  pelvic  examination  under 
anesthesia  prior  to  curettage  to  accurately 
determine  size,  shape,  position,  and  con- 
sistency of  the  uterus;  (2)  improper  sound- 
ing of  the  uterus;  (3)  insufficient  cervical 
dilatation;  (4)  excessive  force  applied  or 
wrong  instrument  used;  (5)  small,  thin, 
atrophic  uterus;  or  (6)  softened  uterine  wall, 
most  commonly  due  to  pregnancy.7 

However,  in  spite  of  carefully  enumerated 
conditions  favoring  perforations,  the  exact 
mechamsm  often  remains  obscure.  In 
reviewing  the  operative  notes  related  to  our 
own  series,  rarely  does  one  find  precisely 
stated  the  exact  method  of  perforation. 
Most  often  it  is  simply  stated  that  the 
sound  or  curet  passed  5,  6,  or  7 inches 
without  resistance,  and  it  was  felt  that  the 
uterus  was  perforated.  The  perforating 
instruments  ranged  from  finger  to  sound  to 
curet.  In  surgical  practice,  any  instru- 
ment may  be  culpable,  and  in  criminal 
practice  the  variety  is  innumerable. 


Complications  of  perforations 

The  surgical  perforation  of  the  uterus 
should  be  regarded  as  a potential  surgical 
catastrophe  with  all  its  inherent  risks  and 
consequences.  The  most  feared  complica- 
tion is  hemorrhage  which  may  be  early  or 
late.  Early  or  immediate  hemorrhage  may 
be  massive  and  exsanguinating  if  a uterine 
artery  or  other  major  vessel  has  been 
lacerated.  Late  hemorrhage  is  usually 
gradual  and  progressive  and  frequently 
leads  to  the  formation  of  a pelvic 
hematoma. 

The  second  most  frequent  and  serious 
complication  is  damage  to  surrounding 
organs  including  bowel,  mesentery,  bladder, 
and  ureters.  This  may  result  in  perito- 
nitis, formation  of  various  fistulas  and 
many  late  and  chronic  complications  such 
as  progressive  renal  involvement. 

The  possibility  of  infection  of  the  pelvic 
organs,  particularly  in  those  cases  with 
hematoma  formation,  must  be  considered. 
Infection  of  this  type  may  lead  to 
generalized  peritonitis.  There  may  also  be 
late  sequelae  due  to  adhesions  with  their 
attendant  risk. 

In  our  series  the  major  complications 
were:  one  case  of  severe,  profuse  hemor- 
rhage requiring  vaginal  hysterectomy;  and 


one  case  with  laceration  of  small  bowel 
mesentery. 

Diagnosis 

The  diagnosis  of  uterine  perforation 
was  made  in  all  our  cases  by  the  operating 
surgeon.  This  is  generally  accomplished 
by  the  indescribable  feeling  that  an  instru- 
ment is  proceeding  almost  independently  of 
itself  to  unplumbed  depths.  On  other 
occasions,  the  diagnosis  was  made  only 
when  tissue  foreign  to  the  curettage  was 
noted  in  the  specimen,  or  if,  as  happened  in 
one  of  our  cases,  the  bowel  appeared  at  the 
cervical  os. 

The  diagnosis  may  also  be  made  retro- 
spectively by  the  pathologist  or  at  the 
microscopic  examination  of  the  tissue  sub- 
mitted. It  may  also  be  made  by  presump- 
tion because  of  complications  following  the 
curettage  suggestive  of  perforation. 

However,  it  is  generally  conceded  that 
the  diagnosis  of  perforation  of  the  uterus 
is  missed  quite  frequently,  possibly  as  often 
as  it  is  made. 

Management 

In  our  series,  there  were  seven  major 
operative  procedures  performed  following 
uterine  perforation.  These  can  be  cor- 
rected to  two,  since  five  of  these  procedures 
were  planned  beforehand  and  were  in  no 
way  influenced  by  the  diagnosis  of  perfora- 
tion of  the  uterus.  The  two  major  proce- 
dures were:  vaginal  hysterectomy  in  order 
to  control  hemorrhage,  and  laparotomy  to 
repair  laceration  of  mesentery  and  evaluate 
status  of  bowel. 

Three  other  laparotomies  were  per- 
formed for  the  following  reasons:  (1)  two 

for  routine  hysterectomy  for  uterine 
fibroids,  (2)  ectopic  pregnancy,  (3)  tubo- 
plasty, and  (4)  pelvic  endometriosis.  In 
each  of  the  last  three,  the  uterine  perfora- 
tion was  repaired  incidentally. 

In  the  remaining  cases  the  management 
consisted  of:  (1)  immediate  type  and  cross- 
match for  1,000  cc.  of  blood,  (2)  continuous 
intravenous  fluids  with  large-gauge  cath- 
eter, (3)  careful  supervision  of  vital 
signs,  (4)  nothing  by  mouth  for  at  least 
twenty-four  hours,  and  (5)  an  extra  forty- 
eight  hours  of  hospitalization. 
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Thus,  in  only  2 of  22  cases  was  active  and 
immediate  surgical  intervention  considered 
necessary  because  of  the  uterine  perfora- 
tion. In  the  first  case  this  was  because  of 
hemorrhage  and  in  the  second  because  of  an 
attempt  to  evaluate  and  repair  possible 
bowel  injury.  This  conservative  approach 
to  management  of  this  problem  has  been 
stressed  by  others4-6-8  in  contradistinction 
to  the  series  of  Decker  and  Zaneski2  where 
a large  percentage  of  the  patients  were 
submitted  to  immediate  surgical  inter- 
vention. 

Case  reports 

Case  1.  A thirty-seven-year-old  para  3-0-0-3 
was  approximately  twenty-one  weeks  pregnant. 
She  had  been  bleeding  intermittently  for  several 
weeks  prior  to  admission  and  on  the  day  of  ad- 
mission had  passed  tissue.  On  pelvic  examina- 
tion, the  uterus  was  over  ten  weeks  in  size  and 
anteverted.  The  uterine  cavity  was  curetted, 
and  a large  amount  of  tissue  was  obtained. 
After  the  curettage,  the  uterine  cavity  was  ex- 
plored with  the  finger,  and  a perforation  at  the 
level  of  the  internal  os  was  noted.  The  patient 
received  500  cc.  of  whole  blood  after  which  she 
was  returned  to  the  recovery  room  where  vital 
signs  stabilized.  Continuous  observation  was 
maintained.  The  patient  did  well  with  no  fur- 
ther therapy  and  was  discharged  on  the  second 
postoperative  day  after  an  uneventful  recovery. 

Case  2.  A twenty-six-year-old  para  1-0-0-1 
was  admitted  because  of  metrorrhagia.  A 
diagnostic  dilatation  and  curettage  was  planned. 
On  September  13,  1962,  she  was  taken  to  the 
operating  room  where  a dilatation  and  curettage 
was  started.  After  dilatation  of  the  os,  a ring 
forceps  was  passed  into  the  cavity  in  a search 
for  polyps.  Tissue  was  pulled  through  the  os 
with  some  difficulty,  and  this  was  recognized  as 
bowel.  The  patient  was  immediately  prepared 
for  laparotomy  which  revealed  a perforation  in 
the  anterior  portion  of  the  uterine  fundus  near 
the  insertion  of  the  right  round  ligament. 
This  was  repaired  and  hemostasis  was  obtained. 
A laceration  was  noted  in  the  mesentery  of  the 
terminal  small  bowel.  This  was  about  5 or  6 
cm.  in  length,  the  bowel  was  undamaged,  and 
there  was  no  interference  in  the  blood  supply. 
The  laceration  of  the  mesentery  was  repaired. 
The  postoperative  course  was  uneventful,  and 
the  patient  was  discharged  on  the  fifth  post- 
operative day. 

These  cases  may  serve  to  illustrate  the 
extremes  in  the  management  of  uterine 
perforation.  The  first  was  characterized 
by  watchful  waiting,  the  second  by  im- 
mediate surgical  intervention. 


Prognosis 

The  prognosis  is  generally  good.  In  the 
greatest  percentage  of  our  cases,  watchful 
waiting  was  the  prime  method  of  therapy 
and  was  rewarded  with  an  uneventful 
recovery  with  no  other  discomfort  to  the 
patient  than  constant  intravenous  fluids, 
nothing  by  mouth,  and  an  additional  forty- 
eight  hours  in  the  hospital.  However,  one 
cannot  lose  sight  of  the  fact  that  this  com- 
plication is  potentially  life-threatening,  and 
one  must  always  exercise  extreme  caution 
in  its  management. 

Comment 

Despite  the  fact  that  in  other  reported 
series  the  incidence  of  uterine  perforation 
has  been  highest  in  the  pregnant7  and  in  the 
older-age  groups,4  our  statistics  show  the 
opposite.  In  our  series,  uterine  perfora- 
tion was  more  common  in  the  younger-age 
group  and  in  the  nonpregnant  uterus. 

The  increased  incidence  of  perforation 
of  the  nonpregnant  uterus  in  our  series 
may  represent  an  increased  amount  of  care 
when  dealing  with  the  incomplete  abortion. 
This  does  not  indicate  a casual  approach  to 
the  diagnostic  curettage  but  only  special 
care  in  performing  the  completion. 

It  is  also  generally  conceded  that  the 
uterine  perforation  is  most  common  in  the 
older-age  group  in  the  nonpregnant  uterus. 
This  is  supposedly  most  common  in  the 
postmenopausal  group.  In  our  series, 
however,  of  19  perforations  in  the  non- 
pregnant uterus  only  7 were  postmeno- 
pausal. This  is  difficult  to  explain.  Per- 
haps the  explanation  lies  in  the  greater 
number  of  curettages  performed  in  the 
younger-age  group.  Other  than  this,  we 
can  offer  no  explanation  and  find  no  satis- 
factory answer  in  the  literature. 

Our  small  series  corroborates  other  re- 
ports, that  the  incidence  of  severe  sequelae 
is  less  than  one  would  anticipate.  However, 
in  2 cases  a major  surgical  procedure  with 
all  its  own  attendant  risks  was  required. 

Conclusion 

Dilatation  and  curettage  although 
a routine  one,  is  not  an  entirely  harmless 
procedure.  Like  every  surgical  procedure, 
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it  may  have  serious  and  even  fatal 
complications. 

The  physician  should  always  be  attentive 
to  the  possibility  of  uterine  perforation 
and  take  care  to  guard  against  it.  Some 
authors  have  suggested  that  the  physician 
establish  a definite  routine  which  is  never 
varied  and  protects  against  the  possibility 
of  perforation. 

Once  the  diagnosis  of  perforation  has 
been  suspected,  the  worst  should  be  as- 
sumed, and  all  the  necessary  precautions 
must  be  taken  immediately. 

Laparotomy  may  be  necessary  should 
hemorrhage  be  profuse  or  injury  to  im- 
portant surrounding  organs  suspected. 


Who  doesn’t  follow 
doctor’s  orders? 


Nearly  one  third  of  all  patients  apparently 
fail  to  follow  the  orders  of  their  physicians,  and, 
as  a new  study  indicates,  many  physicians  fail  to 
realize  this.  Results  of  this  study  by  M.  S. 
Davis,  Ph.D.,  Cornell  University  Medical  Col- 
lege, reported  in  a recent  issue  of  the  Journal  of 
the  American  Medical  Association,  show  that  the 
value  of  diagnosis  and  prescriptions  may  be 
severely  limited  if  the  patient  fails  to  follow  his 
doctor’s  orders. 

The  type  of  patient  least  likely  to  comply  is 
an  older  person,  more  likely  a woman  than  a 
man,  from  a lower  socioeconomic  level,  and 
probably  with  a lower  level  of  education.  The 
physician  first  tries  further  explanation  of  the 
need,  then  persuasion.  If  that  doesn’t  work,  the 
senior  physician  is  more  likely  to  withdraw  from 
the  case,  an  option  not  always  available  to 
younger  men  working  in  clinics  or  on  hospital 
staffs. 

This  report  was  based  on  an  analysis  of  27 
previous  studies  of  patient  noncompliance  plus  a 
survey  of  132  senior  physicians  on  the  faculty  of 
a teaching  hospital  and  86  junior  physicians  or 
senior  medical  students  working  in  the  hospital’s 
outpatient  service. 

The  orders  most  frequently  ignored  are  those 
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which  require  the  patient  to  change  his  personal 
habits  or  behavior:  stop  smoking,  lose  weight, 
or  get  more  sleep.  Frequent  noncompliance  is 
reported  when  the  physician  advises  eye  and  ear 
examinations,  and  delays  are  frequent  when 
surgery  is  suggested.  In  general,  advice  in  the 
medical  area  is  followed  more  frequently  than 
that  which  suggests  surgery.  Medical  advice 
which  is  complex  or  which  requires  the  patient  to 
do  more  than  one  thing  at  a time  is  less  likely  to 
be  followed. 

It  can  be  tentatively  concluded  that  an  age 
factor  may  play  a part  in  noncompliance. 
Those  between  the  ages  of  forty-six  to  sixty-five 
seem  less  likely  to  comply.  Previous  studies 
indicate  that  from  15  to  82  per  cent  of  patients 
fail  to  follow  directions  offered  by  then-  physi- 
cians. The  degree  of  noncompliance  varies  with 
numerous  factors  but  averages  about  35  per  cent 
in  all  studies. 

However,  42  per  cent  of  the  physicians  ques- 
tioned by  Dr.  Davis  estimated  that  almost  all  of 
their  patients  followed  their  advice.  Another  47 
per  cent  estimated  that  three  fourths  of  their 
patients  do  as  they  are  told. 

Junior  physicians  were  more  accurate  than 
their  teachers  in  estimating  the  degree  to  which 
patients  fail  to  comply.  The  author  suggested 
that  this  may  be  because  of  less  certainty  among 
the  younger  men  as  to  the  effectiveness  of  their 
advice  and  because  of  the  fact  that  they  may  be 
closer  to  their  patients  in  the  socioeconomic 
scale. 
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Cassius  in  100  a.d.  inquired  why  acne 
should  occur  in  the  prime  of  youth  and 
strength,  and  he  came  to  the  conclusion 
that  “The  noblest  and  best  elaborated 
nutritive  fluids  stagnate  and  accumulate 
in  the  regions  affected.”1  Further  search 
of  ancient  writings  would  undoubtedly 
corroborate  our  impression  that  acne 
vulgaris  has  been  a scourge  of  youth 
throughout  the  ages,  long  before  our  cur- 
rent mode  of  life  and  dietary  habits. 

As  dermatologists  we  see  and  treat  a 
lot  of  acne.  Wei  ton  and  Greenberg2 

report  that  acne  of  all  types  accounted  for 
almost  1 out  of  every  5 patient  visits  in 
the  private  office  practices  of  50  board- 
certified  dermatologists.  But  it  is  a mat- 
ter of  concern  that  so  many  youngsters 
are  brushed  off  by  their  parents  and  family 
physicians  with  the  spoken  or  implied 
comment  that  acne  is  a trivial  problem, 
associated  with  inadequate  bathing  habits, 
silly  or  useless  to  treat,  and  that  time  and 
adequate  soap  and  water  cleansing  are 
the  only  requirements  of  the  problem. 
Thus  the  youth  concludes  that  he  is 
considered  unclean,  slovenly  in  his  bath- 
ing habits,  and  that  his  embarrassment  is 
childish  foolishness.  His  despair  and  de- 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  February  18,  1965. 


Acne  vulgaris  is  the  most  common  problem 
handled  by  dermatologists.  Methods  of 
treatment  include  estrogenic  hormones,  oc- 
casionally corticosteroids,  antibiotics,  chemo- 
therapy, and  topical  applications  containing 
sulfur,  salicylic  acid,  and/or  resorcinol; 
x-radiation  is  usually  reserved  for  severe 
cases.  Ultraviolet  light  therapy  is  beneficial. 
Attention  to  the  social  and  psychological 
problems  of  the  acne  patient  is  necessary, 
and,  because  acne  vulgaris  requires  long-term 
care,  treatment  must  be  economically  possible 
for  the  patient. 


spondency  increase  as  he  futilely  scrubs 
his  face  several  times  a day,  and  the  fine 
complexion  of  his  preadolescent  years  is 
replaced  by  abscesses,  pits,  and  scars. 

It  is  a tragedy  of  our  current  years  that 
diseases  which  could  have  been  prevented 
or  beneficially  treated  are,  through  indif- 
ference or  ignorance,  permitted  to  occur 
or  continue  untreated.  Some  diseases 
we  cannot  yet  prevent  but  can  beneficially 
treat  to  minimize  the  effects  and  undesirable 
end  results.  Such  a disease  is  acne 
vulgaris. 

The  clarion  call  dermatologists  should 
make  to  the  general  practitioner,  pedia- 
trician, internist,  and  surgeon,  and  perhaps 
to  parents  and  teen-agers  everywhere,  is 
that  acne  is  worthy  of  active  treatment  and 
can  be  helped.  The  valid  reasons  for 
treating  acne  vulgaris  are:  (1)  to  prevent 

the  development  of  pustular  and  cystic 
forms  of  acne,  (2)  to  prevent  or  minimize 
physical  scarring,  and  (3)  to  prevent  or 
minimize  emotional  scarring.  It  is  un- 
fortunately true  in  our  society  that  an 
acne-scarred  person  is  a handicapped 
person  in  that  several  job  and  perhaps 
social  opportunities  are  closed  to  him. 

A rational  approach  to  the  management 
of  acne  vulgaris  requires  some  under- 
standing of  the  pathogenesis  of  the  disease. 
Empiricism  alone  in  the  management  of 
disease  is  wasteful,  but  when  it  is  cast  within 
the  framework  of  an  understanding  of  the 
pathogenic  processes  involved,  progress 
can  be  made. 

Sulzberger  and  Witten  have  expressed 
the  mechanisms  of  acne  as  consisting  in 
abnormal  anatomic  structure  of  the  pilose- 
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baceous  unit,  dyskeratosis  at  the  opening 
of  the  follicle  and  also  of  the  sebaceous 
excretory  duct,  altered  physical  and  chem- 
ical properties  of  sebum,  and  bacterial 
infection.3  They  felt  that  the  altered 
physics  and  chemistry  of  the  sebum  was 
partially  responsible  for  the  inflammatory 
response.  Strauss  and  Kligman4  feel  that 
it  is  rupture  of  the  distended  pilosebaceous 
unit  and  spillage  of  the  sebum  into  the 
surrounding  dermis  which  causes  the  in- 
flammatory response. 

The  simply  stated  concept  of  acne  is 
that  it  is  composed  of  sebaceous  follicles 
obstructed  by  hyperkeratotic  plugs,  hy- 
perplasia of  the  sebaceous  glands,  in- 
creased secretory  activity  of  the  glands, 
and  an  inflammatory  response  to  bacterial 
infection  and/or  the  rupture  and  spillage 
suggested  by  Strauss  and  Kligman. 

There  no  longer  exists  doubt  that 
hormones  play  the  primary  role  in  the 
development  of  acne.  Eunuchs  or  eunu- 
choid individuals  do  not  develop  acne  until 
given  systemic  testosterone.  Androgenic 
hormones  given  to  normal  men  or  women 
commonly  lead  to  the  occurrence  or  ag- 
gravation of  acne.  Female  acne  patients 
have  a flare  of  acne  just  before  or  during  the 
menstrual  period,  precisely  the  time  of 
increased  androgenic  (progesterone)  ac- 
tivity of  the  corpus  luteum  and  decreased 
estrogen  activity.  The  most  current  con- 
sensus is  that  androgenic  hormones  stimu- 
late the  pathogenic  mechanisms  of  acne, 
while  estrogenic  hormones  suppress  them. 

While  much  work  has  been  done  to 
demonstrate  and  correlate  the  activity 
and  size  of  sebaceous  glands  with  topical 
and  systemic  exposure,  alternately,  to 
androgenic  and  estrogenic  hormones,  the 
precise  chemicophysical  mechanisms  of 
their  effects  are  still  uncertain.3  Lasher, 
Lorincz,  and  Rothman5  demonstrated  that 
removal  of  the  pituitary  and  adrenal  glands 
rendered  the  sebaceous  glands  relatively 
insensitive  to  stimulation  by  both  pro- 
gesterone and  testosterone.  Thus  we  re- 
main limited  to  the  generalization  that  a 
strong,  and  only  as  yet  partially  defined, 
inter-relationship  exists  between  all  of  the 
endocrine  glands. 

The  development  of  the  hyperkeratotic 
plugging  of  the  pilosebaceous  orifice  has 
been  meticulously  described  by  several 
investigators,  but  we  are  still  limited  to 


speculations  as  to  why  a comedo  develops. 
The  theory  of  vitamin  A deficiency  or 
faulty  vitamin  A utilization  leading  to 
dyskeratosis  has  been  proffered.  The  proof 
of  any  such  relationship  appears  to  be  at 
best  very  slim.  It  is  more  logical  to 
associate  the  hyperkeratotic  aspects  of 
acne  with  the  same  hormonal  influences 
acting  on  the  size  and  activity  of  the 
sebaceous  glands.  Comedo  formation  de- 
velops during  puberty,  does  not  develop 
in  eunuchs,  and  is  developed  in  response 
to  androgenic  therapy.  All  this  suggests 
a hormonal  control  over  epithelial  and 
stratum  corneum  epidermidis  development. 

Shehadeh  and  Kligman6  state  that  “The 
bacteriology  of  acne  is  simple.  Two  or- 
ganisms, Corynebacterium  acnes  and 
Staphylococcus  albus,  usually  in  combina- 
tion, occupy  the  various  types  of  acne 
lesions  almost  exclusively.”  Both  or- 
ganisms are  regarded  as  contributors  to 
pathogenesis  by  secondary  infection. 
Shehadeh  and  Kligman  found  these  two 
organisms  in  normal  follicles,  and  they 
concluded  that  with  the  obstruction  of  the 
glands  by  comedo  formation,  the  organisms 
grow  and  aggravate  the  inflammatory 
reaction  by  secondary  infection.  Or- 
ganisms other  than  C.  acnes  and  Staph, 
albus  have  been  reported  by  numerous 
authors  but  are  dismissed  by  Shehadeh  and 
Kligman  as  secondary  surface  contami- 
nants. Their  injection  of  cultures  of  C. 
acnes  into  sterile  steatocystomas  produced 
inflammatory  lesions  similar  to  those  seen 
in  acne.  Injection  of  killed  Corynebacte- 
rium organisms  and  living  Staph,  albus  did 
not  produce  inflammatory  lesions.  They, 
therefore,  conclude  that  the  primary  or- 
ganism in  the  pathogenesis  of  the  inflam- 
matory lesions  of  acne  is  the  anaerobic 
Corynebacterium. 

Having  briefly  and  inadequately  sketched 
a bit  of  current  concepts  on  the  pathogenic 
mechanisms  of  acne  development,  we  turn 
now  to  the  therapeutics  of  acne. 

Hormonal  therapy 

Consistent  with  current  concepts  that 
androgenic  hormones  are  the  primary 
cause  of  acne  and  that  estrogens  suppress 
its  development,  the  use  of  estrogens  in 
therapy  is  well  justified.  Intermittently 
dermatologists  have  been  urged  to  use 
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topical  estrogen  preparations.  Experience 
with  the  topical  estrogens  has  led  to  the 
conclusion  that  they  are  prohibitively 
expensive  and  useless.  An  informal  poll- 
ing of  dermatologists  shows  that  they 
support  this  view. 

Systemic  therapy  with  estrogens  pro- 
duces gratifying  results.  Estrogens  have 
been  found  to  be  helpful  and  safe  to  use 
in  treating  both  male  and  female  patients. 
Gynecomastia  occurs  in  males  at  a higher 
dosage  of  estrogen  than  is  commonly  used, 
and  it  is  a controlling  factor  in  determining 
the  dosage.  In  girls,  inducement  of  ir- 
regularity in  menstrual  cycles  occasionally 
occurs  and  may  require  some  modification 
of  therapy. 

Different  estrogen  preparations  are  ac- 
ceptable. My  choice  of  crystalline  syn- 
thetic diethylstilbestrol  is  primarily  based 
on  its  lower  cost  to  the  patient.  Di- 
ethylstilbestrol is  capable  of  producing  all 
the  pharmacologic  and  therapeutic  re- 
sponses attributed  to  natural  estrogens. 
Many  dermatologists  prefer  the  natural- 
occurring  conjugated  estrogens  (Premarin). 
They  work  well  but  add  significantly  to 
the  cost  of  therapy.  Orally  administered 
estrogens  are  less  costly  and  more  con- 
venient for  the  patient  than  those  ad- 
ministered parenterally.  There  is  some 
doubt  that  a weekly  or  biweekly  injection 
maintains  a therapeutically  useful  tissue 
or  blood  level  in  the  intervening  days. 

As  might  be  expected,  there  is  a con- 
siderable variance  in  dosage  schedules  used 
by  different  dermatologists.  Variations  in 
response  of  patients  require  modifications 
of  any  routine  schedule.  Despite  the 
contention  of  Strauss  and  Pochi7  that  such 
dosage  is  inadequate  to  suppress  sebum 
production,  experience  shows  that  satis- 
factory results  have  been  obtained  by 
prescribing  diethylstilbestrol  0.1  mg.  six 
days  a week. 

There  is  not  great  objection  to  taking  it 
seven  days  a week,  but  in  boys  we  have  ex- 
perienced no  gynecomastia  on  the  six-days- 
a-week  schedule,  whereas  on  the  seven-days- 
a-week  schedule,  we  have  had  a rare  occur- 
rence of  gynecomastia.  In  girls  there  have 
been  less  menstrual  irregularities  on  the  six- 
day  routine. 

Many  dermatologists  prefer  a cyclic 
administration  of  estrogen  for  girls.  This 
usually  consists  of  prescribing  the  estrogen 


daily  during  the  last  ten  to  fourteen  days 
before  each  menstrual  period.  This  has 
the  advantage  of  inducing  fewer  menstrual 
irregularities  (delayed  menses).  However, 
frequently  the  patient  will  forget  to  start 
her  medication  at  the  proper  time  or  will  be 
confused  as  to  when  to  start.  It  is  im- 
possible to  administer  cyclic  therapy  to  a 
girl  who  is  commonly  irregular  in  her 
periods.  Generally  cyclical  therapy  is 
reserved  for  those  who  experience  delayed 
menstruation  on  the  six-days-a-week 
schedule.  The  female  patient  should  be  in- 
structed to  discontinue  the  estrogen  tern 
porarily  if  the  menstrual  period  is  delayed. 

Due  regard  must  be  given  to  the  con- 
traindications to  estrogen  therapy  such  as 
a personal  or  familial  history  of  breast  or 
genital  cancer  and  endometrial  hyper- 
plasia. In  the  male,  higher  doses  than 
those  suggested  may  produce  gynecomastia, 
loss  of  libido,  and  testicular  atrophy. 
Enough  of  our  male  patients  who  have  re- 
ceived diethylstilbestrol  during  a prolonged 
period  at  the  dosage  cited  are  now  success- 
ful fathers,  so  that  we  do  not  hesitate  to 
continue  its  use. 

There  is  a current  flurry  of  interest  in  the 
use  of  oral  contraceptive  preparations  for  the 
treatment  of  female  acne.  The  drugs  in 
question  are  progestin-estrogen  combina- 
tions. It  has  been  demonstrated  clinically 
and  by  laboratory  methods  that  it  is  the 
estrogen  component,  mestranol,  which  is 
responsible  for  the  suppression  of  sebum 
production  and  the  resultant  improvement 
in  the  acne.7  So  far  the  limited  experience 
with  these  preparations  confirms  their 
beneficial  effect  on  acne.  It  is  generally 
agreed  that  these  preparations  should  be 
used  only  for  older  girls  with  the  more 
severe  cystic  and  pustular  forms  of  acne. 
The  milder  forms  of  acne  can  be  adequately 
managed  with  the  diethylstilbestrol  or 
natural-occurring  conjugated  estrogen  sub- 
stances. 

Side-effects  of  the  oral  contraceptive  as 
summarized  by  Goldzieher8  are:  missed 

menstrual  periods,  gastrointestinal  com- 
plaints (nausea  and  vomiting),  weight 
increase,  dizziness,  headache,  abdominal 
and  pelvic  pain,  breast  pain,  and  chloasma. 
Of  some  interest  is  that  acne  has  also  been 
reported  as  a side-effect,  probably  a result 
of  the  progestin  content.  After  some  initial 
excitement,  thrombophlebitis  is  increasingly 
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being  discounted  as  a side-effect  of  the  oral 
contraceptive  pills. 

Antibiotics  in  acne 

There  are  few  who  would  dispute  that 
the  systemic  administration  of  broad-spec- 
trum antibiotics  and  of  the  sulfonamides 
has  done  more  to  improve  the  management 
of  acne  than  any  other  measure  in  the  past 
several  years.  Numerous  studies  have  been 
made  which  establish  beyond  question  the 
relative  safety  of  the  antibiotics  used  for 
long-term  therapy  as  in  acne  vulgaris. 

We  are  in  accord  with  Sulzberger  and 
Witten9  and  others  that  high  initial  dosage 
with  a gradual  reduction  is  desirable.  We 
would  like  to  prescribe,  and  occasionally 
do,  250  mg.  of  a broad-spectrum  anti- 
biotic four  times  daily  for  a few  days  and 
then  gradually  taper  down  to  a lower 
maintenance  dose.  However,  in  deference 
to  cost  factors,  it  is  often  necessary  to 
compromise  and  prescribe  a much  lower 
dosage  schedule  which  fortunately  achieves 
an  adequate  degree  of  success  in  most 
patients.  Thus  the  initial  prescription 
would  be  tetracycline  100  mg.  four  times  a 
day  for  ten  days  and  then  100  mg.  three 
times  a day. 

This  would  be  further  reduced  depending 
on  the  patient’s  response.  Many  patients 
are  adequately  maintained  on  100  mg.  of 
tetracycline  daily. 

There  is  a wide  choice  of  broad-spectrum 
antibiotics.  Despite  the  claims  of  the 
various  manufacturers,  one  antibiotic  is 
not  found  to  be  superior  to  another  in 
practice.  The  tetracyclines  are  generally 
available  at  lower  cost  to  the  patient. 
Sensitivity  tests  on  24  strains  of  C.  acnes 
were  made  by  Smith  and  Waterworth.10 
They  noted  that  all  strains  tested  were  also 
highly  sensitive  to  penicillin,  erythromycin, 
chloramphenicol,  and  sulfafurazole. 

Experience  leads  us  to  believe  that  the 
broad-spectrum  antibiotics  are  preferable 
to  the  sulfonamides.  We  have  had  fewer 
failures  with  the  former.  In  the  event  of 
failure  with  the  antibiotics  we  have 
switched  to  the  sulfonamides  with  resultant 
frequent  improvement.  Some  fail  to  im- 
prove on  this  drug  also.  With  the  newer 
low-dosage  sulfas,  such  as  sulfadimethoxine 
( Madribon)  or  sulfamethoxypyridazine 
(Kynex),  patients  may  be  started  on  2 Gm. 


daily  for  a few  days  and  gradually  tapered 
down  to  1 or  0.5  Gm.  daily. 

Corticosteroid  therapy 

In  cystic  acne  refractory  to  estrogen  and 
antibiotics,  topical  therapy,  and  x-ray 
and/or  ultraviolet  therapy,  the  judicious 
use  of  prednisone  is  eminently  worth  while. 
Intermittent  short-term  courses  of  15  to  20 
mg.  daily  have  proved  beneficial.  The 
rationale  of  using  this  general  anti-inflam- 
matory drug  is  self-evident. 

A more  dramatic  involution  of  chronic 
cystic  acne  lesions  can  be  achieved  by  the 
intralesional  or  perilesional  injection  of 
hydrocortisone.  There  is  some  difference 
of  opinion  as  to  whether  or  not  the  procedure 
is  less  painful  when  the  suspension  is  mixed 
with  an  equal  part  of  lidocaine  hydrochlo- 
ride (Xylocaine)  or  procaine  hydrochloride 
(Novocain).  It  is  helpful  to  attempt  a 
partial  needle  aspiration  of  the  cystic  lesion 
prior  to  injecting  the  hydrocortisone  but 
this  is  not  essential. 

Other  systemic  therapy 

Vitamin  A therapy  has  been  used  for 
many  years,  but  many  dermatologists 
have  concluded  that  its  beneficial  action 
in  acne  is  slight  and  certainly  not  enough 
to  justify  its  cost. 

The  trial  balloons  of  antiglycemic  drugs 
and  the  cyclical  use  of  diuretics  have  failed 
to  stay  afloat  and  would  appear  to  have 
little  clinical  effect  on  acne.  More  cur- 
rently, some  sales  effort  is  being  expended 
to  induce  physicians  to  prescribe  tran- 
quilizers to  reduce  the  psychic  distress  of 
the  acne-suffering  youngster.  We  believe 
it  would  be  a gross  mistake  to  add  the 
tranquilizers  to  our  acne  armamentarium. 
They  are  neither  medically  nor  economi- 
cally justified. 

Topical  therapy 

Cleansing  agents.  Numerous  anti- 
acne soaps  or  cleansers  are  available.  The 
only  ones  clearly  possessing  merit  are  those 
which  incorporate  one  or  more  of  the  long- 
established  antiacne  topical  medicaments 
which  are  sulfur,  salicylic  acid,  and  re- 
sorcinol. These  ingredients  have  jointly 
a drying,  peeling,  and  some  bactericidal 
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action.  The  addition  of  antibacterial 
agents  such  as  hexachlorophene  to  the 
soaps  may,  theoretically,  be  advantageous. 
However,  hexachlorophene  used  alone  has 
demonstrated  little  effect  on  acne. 

The  current  antiacne  cleansers  have  an 
advantage  in  that  their  synthetic  detergent 
bases  have  a greater  degreasing  efficacy 
than  their  predecessors.  This  advantage 
is  somewhat  mitigated  in  some  patients 
by  producing  too  much  dryness  and  peeling 
with  resultant  discomfiture  and  distress. 
The  patient  should  be  preadvised  of  this 
possibility  and  instructed  to  discontinue  for 
a few  days  both  the  cleanser  and  the  acne 
lotion  prescribed.  Temporarily,  an  emol- 
lient cream  to  relieve  the  dryness  is  help- 
ful in  this  complication. 

We  are  at  best  neutral  on  the  rationale 
and  effectiveness  of  abrasives  incorporated 
into  acne  cleansers  and  are  inclined  to 
believe  that  their  chief  benefit  is  psychologi- 
cal. A hazard  is  that  some  patients  will 
be  overly  vigorous  in  their  use. 

Lotions  and  creams.  As  in  the  cleans- 
ers, the  useful  acne  lotions  and  creams 
contain  sulfur,  salicylic  acid,  and/or  re- 
sorcinol. With  one  or  more  of  these  in- 
gredients insured,  the  choice  of  a particular 
product  can  be  made  on  the  basis  of  cos- 
metic acceptability,  lack  of  excessive  ir- 
ritant effect,  and  cost  to  the  patient. 

The  colorless  preparations  seem  more 
acceptable  to  males,  particularly  for  day- 
time use.  We  have  found  several  lotions 
(Komed,  Sulforcin,  and  Acne-Dome)  highly 
suitable  in  this  group. 

For  patients  who  desire  in  addition  to 
therapy  a cosmetically  covering  or  masking 
preparation,  there  are  a number  of  satis- 
factory products  (Fostril  lotion,  Sulforcin 
base,  Rezamid  lotion,  and  Acnomel)  that 
are  all  good.  There  are  many  others.  The 
incorporation  of  hydrocortisone  in  acne 
lotions  and  creams  appears  to  be  of  little 
demonstrable  value  and  adds  unnecessarily 
to  their  cost. 

X-radiation  and  ultraviolet 
light  therapy 

Both  x-radiation  and  ultraviolet  light 
therapy  have  been  established  as  effective 
agents  in  acne  therapy.  With  the  advent 
of  systemic  antibiotics  and  other  improved 
agents  for  therapy,  the  need  for  x-radiation 


has  been  sharply  reduced  but  not  elimina- 
ted. For  the  patient  with  severe  acne 
which  fails  to  respond  to  the  other  agents, 
x-radiation  should  be  administered. 

We  routinely  give  ultraviolet  light  ther- 
apy to  our  acne  patients  and  are  happy 
when  they  can  augment  office  treatment 
with  the  use  of  lamps  at  home.  Due 
caution  should  be  observed  by  the  patients 
in  their  home  use  of  ultraviolet  light  to 
protect  their  eyes  and  not  fall  asleep  while 
under  the  lamp. 

Comedo  removal  and  incision  of  cysts 

Lowney  et  al. 1 1 extracted  comedones 
unilaterally  from  the  foreheads  and  cheeks 
of  a number  of  patients  and  subsequently 
compared  the  treated  and  untreated  sides. 
Through  this  study  they  demonstrated 
that  comedo  extraction  was  effective  in 
most  patients  in  preventing  the  develop- 
ment of  inflamed  acne  lesions.  In  addition 
to  decreasing  the  number  of  inflammatory 
lesions,  the  immediate  cosmetic  improve- 
ment is  gratifying  to  the  patient.  It 
is  generally  agreed  that  pressure  extraction 
of  comedones  should  be  accomplished  with 
as  little  pressure  as  possible  to  avoid 
traumatizing  the  tissues.  Resistant  come- 
dones should  be  left  in  situ,  and  these 
frequently  respond  to  moderate  pressure 
at  a subsequent  visit. 

Unfortunately,  patients  with  severe  cys- 
tic acne  tend  to  respond  adversely  to  pres- 
sure extraction  of  comedones.  The  ju- 
dicious use  of  a scalpel  to  drain  cystic  lesions 
hastens  the  involution  of  the  lesions  and 
appears  to  be  worth  while.  Incisions  meas- 
uring 2 to  4 mm.  made  with  a sharp, 
pointed  number  11  scalpel  blade  heal  readily 
and  leave  a scarcely  visible  scar.  As 
much  as  possible  of  the  cyst’s  contents 
should  be  expressed  with  gentle  pressure. 
Cysts  containing  gelatinous  matter  are 
most  difficult  to  evacuate,  but  these  do 
respond  nicely  to  injection  with  hydro- 
cortisone. 

Dietary  factors  in  acne 

All  general  discourses  on  the  management 
of  acne  contain  a reference  to  dietary  re- 
strictions. Most,  but  certainly  not  all, 
dermatologists  prohibit  chocolate,  iodized 
salt,  cola-flavored  soft  drinks,  nuts,  and 
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peanut  butter.  A few  restrict  their  pa- 
tients’ intake  of  fatty  foods,  sweets, 
starchy  foods,  and  dairy  products.12 
Dietary  factors  play  only  a secondary  role 
in  acne.  Specific  foods  such  as  those  listed 
do  not  cause  acne,  but  they  sometimes  make 
it  worse  and  thus  should  be  avoided. 

Psychothera  py 

Psychotherapy  in  acne  involves  first 
that  the  physician  be  genuinely  interested 
in  the  patient  beyond  the  acne  problem 
itself.  The  physician  should  be  aware 
that  for  the  adolescent,  whether  the  acne 
is  mild  or  severe,  it  is  a serious  problem 
affecting  his  whole  personality,  self-con- 
fidence, performance  in  school,  and  rela- 
tions with  other  members  of  his  family. 

Erroneous  ideas  about  the  causes  of 
acne  produce  enormous  anxieties  which 
should  be  dispelled.  A brief  factual  dis- 
cussion of  the  causes  of  acne  does  much  to 
enlighten  and  reassure  the  patient.  It 
should  be  explained  to  the  patient  that 
with  the  onset  of  the  teen-age  years  the 
internal  glands  produce  increased  amounts 
of  hormones  which  in  turn  stimulate  the 
oil  glands  to  grow  in  size  and  activity. 
The  horny  layer  of  the  skin  thickens  at  this 
time,  and  this  thickening  contributes  to 
the  formation  of  plugs  in  the  pores  which 
prevent  the  escape  of  oil  to  the  surface  of 
the  skin.  The  outer  end  of  the  horny  plug 
may  turn  black  in  color  so  that  we  call  it  a 
blackhead.  Blackheads  do  not  mean  that 
there  is  dirt  in  the  pores.  The  black  color 
is  due  to  a chemical  change  in  the  horny 
plug  that  grows  there.  This  statement 
effectively  resolves  a very  strong  point 
of  dissension  rampant  in  many  homes  and  is 
most  gratefully  received  by  the  teen-ager. 
There  are  things  in  the  diet  that  tend  to 
make  acne  worse,  but  beyond  that  there 
is  nothing  the  patient  does  or  doesn’t 
do  that  causes  his  acne.  This  latter  state- 
ment is  carefully  designed  to  eliminate 
any  feelings  of  guilt  and  anxiety  teen- 
agers might  be  harboring  that  their  acne 
is  due  to  misbehavior,  sexual  or  otherwise. 
The  plugged-off  glands  fill  up,  form  pim- 
ples, and  some  of  them  become  secondarily 
infected  with  bacteria,  forming  pustules. 
It  should  be  added  with  emphasis  that 
acne  is  a disease  of  healthy  young  people 
and  that  it  always  looks  worse  to  the  person 


who  has  it  than  it  does  to  anyone  else. 

A discussion  of  the  rationale  of  each 
item  in  the  treatment  is  immensely  im- 
portant. It  is  beneficial  to  explain  what  the 
cleanser  does,  what  the  lotion  is  supposed 
to  do,  why  hormones  and  antibiotics 
are  used,  and  why  ultraviolet  light  and 
getting  out  in  the  sun  are  helpful.  A patient 
who  understands  what  you  are  trying  to 
do  with  each  therapeutic  item  is  a more 
cooperative  patient,  a more  satisfied  patient, 
and  is  better  equipped  emotionally  to 
handle  the  problem. 

Finally  in  a demonstration  of  interest 
in  the  patient  as  a person,  a part  of  psy- 
chotherapy if  you  wish  to  call  it  that,  is  to 
inquire  about  how  he  is  doing  in  school 
and  what  his  life  ambitions  and  other 
interests  are.  With  appropriate  notes  in 
the  record  to  prod  one’s  memory,  it  is 
possible  to  follow  up  on  these  items  at 
subsequent  visits  and  in  a friendly  fashion 
exhort  the  patient  to  do  his  best.  Such  an 
interest  in  the  patient  can  play  an  enormous 
and  vital  role  in  his  life.  Teen-agers  will 
generally  respond  favorably  to  such  interest 
and  will  be  forever  grateful  to  nonscolding 
adults.  The  genuine  interest  a physician 
shows  in  his  patient  is  a matter  remembered 
long  after  prescriptions  are  forgotten,  and 
this  is  especially  true  of  the  subject  of  this 
report,  the  teen-age  acne  patient.13 

Summary 

The  most  common  problem  handled  by 
dermatologists  is  acne  vulgaris.  The 
armamentarium  used  in  this  problem  in- 
cludes estrogenic  hormones,  occasionally 
corticosteroids,  antibiotics,  chemotherapy, 
and  topical  applications  containing  sulfur, 
salicylic  acid,  and/or  resorcinol.  X-radia- 
tion is  generally  being  restricted  to  more 
severe  forms  of  acne.  Ultraviolet  light 
therapy  is  beneficial.  More  attention  to  the 
social  and  psychological  problems  of  the 
acne  patient  is  needed.  Acne  vulgaris 
requires  long-term  care  and  so  must  be 
economically  possible  for  the  patient. 

197  South  Goodman  Street, 
Rochester,  New  York  14607 
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Aspirin,  tranquilizer, 
and  barbiturate  poisoning 


The  10  most  commonly  encountered  house- 
hold poisons,  involving  children  about  90  per 
cent  of  the  time,  have  been  aspirin,  tranquilizers, 
barbiturates,  iron,  digitalis,  kerosene  and  other 
volatile  oils,  phosphate  ester  insecticides,  bleach- 
ing preparations,  and  carbon  tetrachloride  and 
related  products.  George  H.  Lowrey,  M.D., 
reporting  in  a recent  issue  of  the  University  of 
Michigan  Medical  Center,  stresses  the  fact  that 
(1)  since  the  agent  is  usually  unknown  during 
the  first  few  hours,  the  physician  in  charge 
should  be  familiar  with  the  symptoms  and 
signs  of  each  of  the  more  common  toxic  agents, 
and  (2)  since  there  are  relatively  few  specific 
antidotes,  the  mainstay  of  treatment  is  empty- 
ing the  stomach  by  emesis  or  lavage  with  care 
to  prevent  aspiration.  Emesis  may  be  pro- 
duced quickly  by  stimulation  of  the  larynx  with 
finger  or  tongue  depressor  after  the  patient  has 
drunk  a glass  of  water  or  milk. 

Regarding  aspirin,  actue  poisoning  usually 
brings  the  following  sequence:  abdominal 

pain,  vomiting,  tinnitus,  dizziness,  irritability, 
hyperpnea,  and  delirium.  Convulsions,  coma, 
and  respiratory  failure  may  follow.  These 
symptoms  usually  do  not  occur  until  the  blood 
level  of  salicylate  is  30  mg.  per  100  ml.  or  above. 
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Lavage  or  emesis  are  usually  worth  while  for 
at  least  four  hours  after  the  aspirin  is  swallowed. 
Because  salicylate  is  excreted  by  the  kidneys, 
large  amounts  of  fluid  are  given;  the  intra- 
venous route  is  most  satisfactory  where  there  is 
vomiting. 

In  poisoning  from  tranquilizers,  the  symp- 
toms, in  progressive  order,  are:  drowsiness, 

postural  hypotension,  tachycardia,  ataxia,  nau- 
sea, stiffness  of  muscles,  and  coma.  Other 
symptoms  caused  by  individual  tranquilizer 
drugs  may  be  dryness  of  mouth,  tremors,  visual 
blurring,  and  nasal  congestion.  Acute  over- 
dose is  treated  by  induced  emesis,  gastric 
lavage,  or  both  followed  by  a saline  cathartic. 

In  barbiturate  poisoning,  the  early  symptoms 
are  drowsiness,  confusion,  and  ataxia  followed 
by  coma  with  slow  and  shallow  respiration  and 
hypotension,  flaccid  muscles,  and  reflexes  ab- 
sent or  depressed.  Pulmonary  edema  may  be 
signalled  by  moist  rales  in  lower  lung  fields; 
death  is  most  often  caused  by  superimposed 
pneumonia.  Emesis  or  lavage  are  recom- 
mended. In  deep  coma,  the  airway  should  be 
protected  by  plastic  laryngeal  tube;  tracheos- 
tomy is  rarely  necessary.  If  pulmonary  edema 
has  lasted  several  hours,  artificial  respiration 
and  oxygen  may  be  needed.  Giving  a broad- 
spectrum  antibiotic  as  prophylaxis  against 
pneumonia  is  probably  wise.  Analeptic  drugs 
have  not  been  found  effective  in  the  face  of 
severe  respiratory  depression,  and  many  be- 
lieve they  are  contraindicated. 
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Hematemesis  in  Child 


Case  history 

Edward  Lane,  M.D.*  An  eight-year- 
old  white  female  had  developed  omphalitis  at 
two  weeks  of  age.  She  was  febrile  and  sub- 
sequently developed  clinical  and  radiologic 
evidence  of  osteomyelitis  of  the  tibia  and  of 
the  acromion.  A blood  culture  grew 
Staphylococcus  aureus.  Following  this, 
she  was  well  until  two  years  of  age  when 
she  had  several  episodes  of  hematemesis. 
Esophageal  varices  were  demonstrated,  and 
the  patient  underwent  transesophageal  liga- 
tion of  these  varices.  Following  this,  she 
was  relatively  well  but  had  occasional 
episodes  of  hematemesis.  Recently,  more 
frequent  episodes  of  severe  gastrointestinal 
bleeding  were  experienced. 

The  remainder  of  the  past  medical  his- 
tory and  the  review  of  the  systems  were 
essentially  noncontributory. 

Physical  examination  was  within  normal 
limits  except  for  marked  enlargement  of 
the  spleen.  The  liver  was  not  palpable. 

The  laboratory  data  were  within  normal 
limits. 

Radiologic  discussion 

James  Danigelis,  M.D.j:  A film  of 

the  abdomen  demonstrates  a very  large 
soft-tissue  mass  occupying  the  left  upper 
quadrant  and  extending  down  to  the  iliac 
crest.  Its  shape  and  position  are  entirely 

* Resident  in  Radiology,  State  University  of  New  York 
Upstate  Medical  Center. 

t Assistant  Professor  of  Radiology,  State  University  of 
New  York  Upstate  Medical  Center. 


consistent  with  a markedly  enlarged  spleen. 
The  liver  is,  if  anything,  small.  The  liver 
function  studies  were  described  as  normal. 
Cirrhosis,  therefore,  seems  unlikely. 

Films  of  a barium  swallow  made  on  June 
21,  1962,  demonstrate  small  marginal  filling 
defects  in  the  distal  esophagus,  rather 
strongly  suggestive  of  esophageal  varices 
(Fig.  1A).  A subsequent  radiographic 
study  of  the  esophagus  done  in  July,  1965, 
again  shows  evidence  of  esophageal  varices 
(Fig.  IB).  Certainly,  the  patient  has  a 
continuing  mechanism  for  the  production  of 
esophageal  varices  despite  the  transeso- 
phageal ligation  several  years  earlier. 

In  view  of  the  normal  liver  function 
studies,  it  is  likely  that  we  have  a situation 
secondary  to  an  extrahepatic  venous  ob- 
struction, resulting  in  marked  enlargement 
of  the  spleen  and  significant  portal  hyper- 
tension. In  view  of  the  history  of 
omphalitis  during  the  neonatal  period,  it 
seems  likely  that  the  process  is  a portal 
vein  thrombosis,  secondary  to  portal  throm- 
bophlebitis. 

E.  Robert  Heitzman,  M.D.:  What 

further  radiographic  studies  would  you  sug- 
gest to  clarify  the  problem? 

Dr.  Danigelis:  I believe  a splenopor- 

togram would  be  very  helpful. 

Dr.  Heitzman:  This  examination  was 

done  transsplenically  in  the  operating  room 
prior  to  the  performance  of  a lienorenal 
shunt. 

Dr.  Danigelis:  The  injection  was 

made  successfully  into  the  splenic  pulp 
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FIGURE  1.  Esophagrams.  (A)  Small  varices  in  distal  esophagus  shown  June  21,  1962.  (B)  On  July  29, 
1965,  one  month  prior  to  lienorenal  shunt,  esophageal  varices  were  prominent. 


without  evidence  of  extravasation  and 
demonstrates  filling  of  the  splenic  vein  with 
marked  reflux  into  the  inferior  mesenteric 
vein.  In  the  region  of  the  porta  hepatis  it 
is  apparent  that  the  portal  vein  is  totally 
obstructed  (Fig.  2).  There  is  a rich  plexus 
of  collateral  circulation  in  the  area  of  ob- 
struction. Many  of  these  large  channels 
appear  to  represent  dilated  coronary  and 
short  gastric  veins  demonstrated  as  gastric 
varices.  The  picture  is  entirely  typical  of 
an  extrahepatic  portal  obstruction,  rep- 
resenting so-called  cavernous  transforma- 
tion of  the  portal  vein. 

Dr.  Danigelis’  diagnosis: 

Extrahepatic  portal  venous  obstruction  pro- 
duced as  the  result  of  portal  vein  thrombosis, 
resulting  from  neonatal  portal  thrombophle- 
bitis 

Pathologic  discussion 

Gianfranco  Fritelli,  M.D.:  At  op- 

eration, the  spleen  was  found  to  be 
markedly  enlarged  and  was  covered  with 
extensive  vascular  adhesions.  The  splenic 
vein,  as  shown  by  the  splenoportogram,  was 
of  adequate  size,  and  a lienorenal  shunt  was 
performed.  The  liver  was  normal  in  ap- 
pearance. A liver  biopsy  was,  however, 
obtained.  The  patient  did  very  well  post- 


FIGURE  2.  Splenoportogram  done  in  operating 
room  immediately  priorto  performance  of  the  lieno- 
renal shunt,  demonstrating  very  extensive  collat- 
eral circulation.  (A)  Portal  vein  obstructed,  and 
extensive  collateral  circulation  is  shown  through 
(B)  dilated  coronary  and  (C)  short  gastric  veins. 
Gastric  and  esophageal  varices  are  demontstrated 
which  in  turn  are  drained  in  part  via  left  intercostal 
veins.  (E)  Marked  retrograde  flow  into  the  (D) 
inferior  mesenteric  vein  is  evident. 

operatively  and  was  discharged  on  the 
seventh  postoperative  day. 

In  this  instance  it  appears  that  the 
cavernous  transformation  of  the  portal  vein 
was  secondary  to  neonatal  portal  vein 
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thrombosis.  Whether  this  entity  exists  in 
a congenital  form  is  uncertain.  In  some 
cases,  the  initial  episodes  of  thrombo- 
phlebitis may  have  gone  unrecognized, 
making  one  think  that  the  changes  in  the 
portal  vein  were  congenital. 

The  splenoportogram  is  a very  useful 
addition  to  the  work-up  of  children  with 
portal  hypertension.  It  is  important  to 
assess  the  size  of  the  splenic  vein,  and  the 
differentiation  between  extrahepatic  and 
intrahepatic  block  is  of  great  importance 
for  prognostic  reasons. 

Thomas  R.  Simon,  M.D.*:  The  spleen 

weighed  430  Gm.  and  showed  evidence  of 
long-standing  passive  congestion.  The 
liver  parenchyma  was  unaltered.  The  cap- 
sules of  both  spleen  and  liver  contained  in- 

* Clinical  Associate  Professor,  Department  of  Pathology, 
State  University  of  New  York  Upstate  Medical  Center. 


Drug  sensitivity 
in  children 


Although  allergic  reactions  to  antibiotics  in 
children  are  infrequent,  the  reported  incidence 
has  increased  with  the  growing  emphasis  on 
prevention  and  treatment.  The  antibiotics 
in  widest  use  are  penicillin,  tetracycline,  and 
streptomycin.  These,  particularly  when  the 
patient’s  history  is  nonallergic,  rarely  produce 
toxic  effects.  However,  drug  toxicity  should 
be  suspected  whenever  signs  and  symptoms  are 
not  easily  explained  by  the  primary  disease. 
The  types  of  reactions  are:  (1)  immediate 

(within  twenty-four  hours),  consisting  of  urti- 
caria, asthma,  anaphylaxis,  rhinitis,  eczema, 
gastrointestinal  disturbances,  conjuctivitis,  and 
eosinophilic  pneumonitis;  (2)  delayed  (from 
forty-eight  hours  to  two  weeks),  including 
urticaria,  lymphadenopathy,  leukocytosis,  and 
polyarthritis;  (3)  vascular;  (4)  dermatologic; 
(5)  hematologic;  (6)  hepatic;  and  (7)  neuro- 
logic. 

J.  H.  Gray,  III,  M.D.,  writing  in  a recent 
issue  of  the  North  Carolina  Medical  Journal, 


creased  numbers  of  capillary  blood  vessels 
with  dilatation,  undoubtedly  the  result  of 
increased  pressure  through  venous  anas- 
tomoses. 

Final  diagnosis 

1.  Extrahepatic  portal  venous  obstruction, 
secondary  to  portal  vein  thrombosis  probably 
resulting  from  neonatal  portal  thrombophle- 
bitis 

2.  Chronic  passive  congestion  of  the  spleen 

3.  Esophageal  and  gastric  varices 
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feels  that  about  20  per  cent  of  children  who  are 
allergic  are  hypersensitive  to  antibiotics  as 
against  2.4  per  cent  of  those  who  are  not,  and 
that  allergic  children  are  more  sensitive  to  other 
drugs  as  well.  Many  authorities  are  of  the 
opinion  that  drug  allergy  is  to  a great  extent  a 
function  of  age,  since  the  older  the  child  the 
more  drugs  he  probably  has  received.  A 
family  history  of  allergy  is  highly  significant, 
and  tests  (intradermal,  scratch,  or  conjunctival) 
are  recommended  for  such  children  before  peni- 
cillin, for  example,  is  given.  Skin  testing  has 
certain  shortcomings:  (1)  failure  to  detect 

patients  who  develop  delayed  reactions,  (2)  false 
positives  and  negatives,  and  (3)  serious  reac- 
tions to  the  tests  themselves.  Potentially 
dangerous  drugs  should  be  avoided  where  pos- 
sible and  never  used  indiscriminately  for  minor 
illnesses.  Also,  if  these  are  used,  the  blood 
should  be  examined  repeatedly  during  therapy. 
Their  use  should  be  limited  to  severe  infections 
by  organisms  susceptible  to  them  but  resistant 
to  other  drugs.  If  a drug  must  be  given  despite 
a positive  history,  it  should  be  given  orally.  If 
injection  is  necessary,  the  site  should  be  the  arm 
or  thigh  rather  than  the  hip,  so  that  a proximal 
tourniquet  may  be  used  if  an  immediate  reac- 
tion occurs. 
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Hypovolemia  and 
Cardiac  Massage 

Hypovolemia  from  acute  hemorrhage 
severely  handicaps  efforts  at  cardio- 
pulmonary resuscitation.  Essential  to  a 
successful  outcome  are  prompt  hemostasis 
and  adequate  replacement  of  blood  volume, 
together  with  open-chest  cardiac  massage, 
as  illustrated  in  the  accompanying  case 
reports. 

Case  Reports 

Case  1.  A thirty-two-year-old  woman  was 
brought  directly  from  the  emergency  room  to 
the  operating  room  for  laparotomy  for  a 
ruptured  ectopic  pregnancy.  A transfusion 
of  type  O Rh  negative  blood  was  being  admin- 
istered rapidly,  and  the  laboratory  was  proceed- 
ing with  typing  and  crossmatching  of  more 
blood  for  transfusion.  The  patient  was  anxious 
but  lucid  and  cooperative;  her  skin  was  pale 
and  cold  but  not  clammy.  Blood  pressure  was 
80  mm.  Hg  systolic  and  40  mm.  Hg  diastolic; 
pulse  rate  was  120. 

Anesthesia  was  induced  and  maintained  with 
cyclopropane  administered  intermittently  in  a 
closed  system.  Shortly  after  the  skin  incision 
was  made,  blood  pressure  and  pulse  suddenly 
became  unobtainable.  Closed-chest  cardiac 
compression  was  immediately  instituted,  the 
rebreathing  bag  flushed  repeatedly  with  oxygen, 
and  an  endotracheal  tube  inserted.  No  periph- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  February  1, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


eral  pulses  were  palpable.  After  two  minutes 
of  ineffectual  external  massage  the  thorax  was 
opened,  and  the  heart  was  found  to  be  in 
asystole.  Direct  cardiac  compression,  together 
with  the  rapid  infusion  of  another  1,000  cc. 
of  blood,  resulted  in  readily  palpable  radial  and 
femoral  pulses.  Spontaneous  cardiac  activity 
returned  after  approximately  ten  minutes. 
Salpingo-oophorectomy  was  performed  expedi- 
tiously, followed  by  closure  of  the  thoracotomy. 
The  total  volume  of  blood  transfusion  was  2,500 
cc.  Postoperative  recovery  and  convalescence 
were  uneventful. 

Case  2.  A fifty-three-year-old  female  was 
admitted  to  the  hospital  for  left  pneumonec- 
tomy following  x-ray  diagnosis  of  an  asymp- 
tomatic lesion  of  the  left  lung.  Physical 
findings  were  within  normal  limits  except  for 
mild  obesity  (weight,  155  pounds)  and  hyper- 
tension (systolic  blood  pressure  180  mm.  Hg, 
diastolic  100  mm.  Hg). 

For  preanesthetic  medication  she  received 
pentobarbital  sodium  150  mg.  and  atropine 
0.4  mg.  intramuscularly  one  hour  and  twenty- 
five  minutes  prior  to  surgery.  Anesthesia  was 
induced  with  thiopental  sodium  125  mg.  in- 
travenously and  maintained  with  nitrous  oxide, 
oxygen,  and  halothane  via  an  endotracheal 
tube  in  a semiclosed  system.  The  blood  pres- 
sure fell  from  170  mm.  Hg  systolic  and  110  mm. 
Hg  diastolic  at  the  start  of  anesthesia  to  a low 
of  130  mm.  Hg  systolic  and  90  mm.  Hg  diastolic 
shortly  thereafter;  during  the  pneumonectomy 
it  ranged  from  140  to  170  mm.  Hg  systolic  and 
90  to  120  mm.  Hg  diastolic.  Respiration  was 
controlled  throughout  the  procedure.  In  the 
operating  room  the  patient  received  500  cc. 
of  whole  blood.  She  was  fully  awake,  reactive, 
and  coughing  at  the  end  of  the  operation. 

On  arrival  in  the  recovery  room  her  blood 
pressure  was  150  mm.  Hg  systolic  and  100  mm. 
Hg  diastolic,  pulse  80,  and  respirations  approxi- 
mately 25,  with  adequate  tidal  volume.  Thirty- 
five  minutes  later,  when  the  blood  pressure  was 
160  mm.  Hg  systolic  and  110  mm.  Hg  diastolic, 
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the  patient  complained  that  she  “did  not  feel 
good.”  Respirations  suddenly  ceased,  her  skin 
became  ashen  grey  in  color,  and  no  pulse  or 
blood  pressure  could  be  obtained.  The  trachea 
was  quickly  reintubated,  the  remaining  lung 
ventilated  with  oxygen  by  intermittent  positive 
pressure,  closed-chest  cardiac  massage  in- 
stituted, and  whole  blood  administered.  On 
insertion  of  an  18-gauge  needle  into  the  left 
chest  anteriorly,  several  cubic  centimeters  of 
air  were  aspirated.  The  needle  was  then  in- 
troduced into  the  left  chest  in  the  posterior 
axillary  line,  and  a free  flow  of  dark  blood  was 
obtained.  The  chest  was  opened  at  once,  and 
approximately  3,000  cc.  of  liquid  and  clotted 
blood  were  removed  from  the  left  hemithorax. 
Blood  was  seen  to  flow  freely  from  the  stump  of 
the  left  pulmonary  artery  which  was  immedi- 
ately clamped.  The  blood  volume  was  re- 
placed by  forced  intravenous  infusion  of  whole 
blood,  4,500  cc.  Meanwhile  the  electrocardio- 
graphic monitor  revealed  ventricular  complexes, 
proceeding  to  ventricular  tachycardia  during 
treatment  with  calcium,  isoproterenol,  epineph- 
rine, and  direct  cardiac  massage.  Ventric- 
ular fibrillation  supervened.  The  heart  was 
defibrillated  three  times  and  finally  regained 
normal  sinus  rhythm  with  palpable  peripheral 
pulses.  The  chest  was  then  closed.  However, 
asystole  occurred,  and  further  resuscitative 
efforts  were  abandoned  approximately  four 
hours  after  the  end  of  operation. 

Comment 

Since  the  introduction  of  external  or 
closed-chest  cardiac  massage  in  1960  by 
Kouwenhoven,  Jude,  and  Knickerbocker,1 
this  technic  has  gradually  supplanted 
thoracotomy  and  internal  cardiac  massage 
in  cardiopulmonary  resuscitation.  An 
obvious  exception  is  intrathoracic  opera- 
tions in  which  the  chest  is  already  open. 
Indirect  cardiac  compression  between 
sternum  and  thoracic  vertebrae  is  me- 
chanically less  efficient  than  direct  manual 
compression  of  the  heart;  neither  method 
can  equal  normal  heart  action.2  Neverthe- 
less, properly  performed  closed-chest  car- 
diac massage,  coupled,  of  course,  with 
adequate  pulmonary  ventilation,  can  sus- 
tain life  temporarily  until  effective  heart 
action  has  been  restored.  The  sole  crite- 
rion of  good  technic  is  the  production  of  a 
palpable  peripheral  pulse.  An  assistant 
should  be  instructed  to  monitor  pulsations 
at  the  femoral,  radial,  or  other  accessible 
artery.  Failure  to  detect  a palpable  pulse 
with  each  compression  of  the  chest  signals 


urgent  need  to  open  the  chest  at  once  if 
resuscitation  is  to  be  successful.3 

Severe  hypovolemia,  as  in  the  cases 
presented,  seriously  impairs  venous  return 
and  cardiac  output;  efforts  at  closed-chest 
cardiac  resuscitation  in  this  situation  are 
futile,  as  demonstrated  by  the  continued 
absence  of  peripheral  pulsations.  Prompt 
action  in  Case  1,  consisting  of  thoracotomy, 
direct  compression  of  the  heart,  and  rapid 
blood  replacement,  together  with  the  cura- 
tive operation,  produced  a happy  outcome. 
In  Case  2,  tension  pneumothorax,  the  most 
likely  diagnosis,  was  quickly  excluded  by 
thoracentesis  with  a large-bore  needle. 
Valuable  time  was  lost  in  further  needling 
of  the  chest  to  establish  the  diagnosis  of 
intrapleural  hemorrhage.  In  consequence, 
hemostasis  and  restoration  of  blood  volume 
came  too  late.  No  mention  was  made 
of  peripheral  pulsations  during  the  ac- 
companying external  cardiac  massage,  but 
their  presence  is  extremely  unlikely  in  the 
face  of  the  massive  bleeding  encountered. 
Had  their  absence  been  detected  at  once 
and  the  chest  opened  immediately,  both 
resuscitation  and  definitive  therapy  might 
have  been  effective.  It  is  barely  possible 
that  intra-arterial  (that  is,  intra-aortic) 
transfusion  would  have  been  more  salutary, 
but  the  prime  fault  lay  in  the  delay  un- 
wittingly tolerated  while  temporizing  with 
closed-chest  compressions. 

This  report  is  not  intended  to  disparage 
the  technic  of  closed-chest  cardiac  massage. 
On  the  contrary,  the  latter  remains  the 
method  of  choice  in  most  instances  of 
cardiopulmonary  resuscitation.  In  ex- 
ceptional circumstances,  such  as  in  hy- 
povolemia, characterized  by  failure  of 
external  compression  to  produce  a palpable 
peripheral  pulse,  the  technic  must  be  aban- 
doned promptly  in  favor  of  thoracotomy 
and  internal  cardiac  massage. 
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A 

/Appropriately  synchronized  direct-cur- 
rent  countershock  has  only  once  before 
been  associated  with  delayed  ventricular 
fibrillation.1  Although  unsynchronized  di- 
rect-current countershock  can  produce  ven- 
tricular fibrillation,  Lown  eta/.2  and  others 
who  have  reported  on  large  groups  of  pa- 
tients have  stressed  that  appropriately  syn- 
chronized shock  will  not  produce  ventricular 
fibrillation.3’4  In  the  case  cited  by  Killip3 
and  in  that  cited  by  Morris  eta/.,4  ventricu- 
lar fibrillation  immediately  followed  coun- 
tershock inadvertently  placed  into  the  vul- 
nerable period  of  the  cardiac  cycle. 

The  following  is  a report  of  ventricular 
fibrillation  occurring  several  minutes  after 
successful  direct-current  conversion  of  atrial 
fibrillation  to  regular  sinus  rhythm  in  a 
patient  with  rheumatic  heart  disease. 


Case  report 

A fifty-two-year-old  woman  was  re- 
admitted to  Montefiore  Hospital  on  March 
12,  1964.  She  had  a history  of  rheumatic 
fever  as  a child.  Mitral  stenosis,  atrial 
fibrillation,  and  cardiomegaly  had  been 
present  for  several  years.  On  October  15, 
1963,  she  had  undergone  successful  closed 
mitral  valvulotomy.  Atrial  fibrillation 
continued  postoperatively.  Convalescence 
was  uneventful  except  for  persistent  pleu- 
ritic pain  in  the  left  side  of  the  chest. 

Following  mitral  valvulotomy  she  was 
found  to  be  hypothyroid  with  a protein- 
bound  iodine  of  2.6  micrograms  per  100 
ml.  She  was  given  2 grains  of  thyroid 
extract  daily  and  was  continued  on  0.25 
mg.  of  digoxin  daily  and  50  mg.  of  hydro- 
chlorothiazide twice  weekly.  Two  weeks 
prior  to  direct-current  conversion  she  had 
had  a fainting  episode  at  home,  the  nature 
of  which  was  never  fully  elucidated.  Be- 
cause of  intolerance,  quinidine  was  not 
administered  at  any  time. 

Physical  examination  on  admission  was 
not  remarkable  except  for  the  cardiac 
findings.  Blood  pressure  was  130/80,  pulse 
72  and  irregular.  The  point  of  maximum 
intensity  was  in  the  sixth  left  intercostal 
space  along  the  midclavicular  line.  There 
was  a moderately  loud,  long,  systolic 
murmur  heard  best  at  the  apex,  followed 
by  a soft,  low-pitched,  long,  diastolic  mur- 
mur. No  opening  snap  was  heard.  The 
pulmonic  second  sound  was  moderately 
accentuated  and  slightly  louder  than  the 
aortic  second  sound.  The  complete  blood 
count  and  urinalysis  were  normal.  On 
March  13,  1964,  she  underwent  direct- 
current  countershock  reversion  from  atrial 
fibrillation  to  regular  sinus  rhythm,  using  a 
single  100-watt  second  shock  synchronized 
to  20  milliseconds  following  the  peak  of  the 
R wave.  One  electrode  had  been  placed 
in  the  left  scapular  region  and  the  second 
over  the  sternum.  Thiopental  (Pentothal) 


January  15,  1966  / New  York  State  Journal  of  Medicine  271 


rftti 

- 

r-  r'  »"  ^ leT  . .. 

I i i.i  i i i i ii  i :m  i j m i i i.f  i » 1 1 

FIGURE  1.  Electrocardiograms  of  patient  who 
underwent  direct-current  countershock  reversion. 


sodium  anesthesia  was  employed.  The 
rhythm  reverted  to  a regular  sinus  mecha- 
nism with  normal  ventricular  conduction 
and  no  ventricular  premature  contractions. 
Two  minutes  later  she  developed  ventricu- 
lar fibrillation  (Fig.  1).  An  unsynchro- 
nized 100- watt  second  shock  caused  the 
ventricular  fibrillation  to  revert  to  a regular 
sinus  rhythm.  She  was  given  1 Gm.  of 
procainamide  hydrochloride  dissolved  in 
500  ml.  of  5 per  cent  dextrose  in  water 
intravenously  over  a four-hour  period. 
One  recorded  brief  episode  of  ventricular 
fibrillation  occurred  in  the  recovery  room 
approximately  an  hour  after  initial  direct- 
current  countershock  but  terminated  spon- 
taneously. Subsequently  she  received  0.5 
Gm.  of  procainamide  hydrochloride  orally 
four  times  per  day.  On  March  14,  1964, 
she  fainted  in  the  bathroom,  and  on  March 
15,  1964,  she  had  a syncopal  episode  in  bed. 
A nurse  noticed  rapid  electrical  cardiac 
activity  on  the  monitoring  oscilloscope,  but 
electrocardiograms  following  both  of  these 
episodes  showed  regular  sinus  rhythm,  and 
no  electrocardiogram  was  recorded  during 
either  episode.  Digitalis  was  discontinued, 
and  the  patient  was  maintained  on  hydro- 
chlorothiazide. The  patient  has  remained 
in  regular  sinus  rhythm  with  no  recurrence 
of  syncope. 

Comment 

It  has  been  demonstrated  that  direct- 
current  countershock  during  the  vulnerable 
phase  of  the  cardiac  cycle  may  produce 
immediate  ventricular  fibrillation.1  How- 
ever, no  instances  have  been  reported  of 
ventricular  fibrillation  occurring  several 
minutes  following  successful  reversion  of 
atrial  fibrillation  to  regular  sinus  rhythm.2  3 


In  the  patient  reported  here  several  fac- 
tors may  have  contributed  to  increased 
myocardial  irritability.  She  had  been 
maintained  on  0.25  mg.  of  digoxin  daily 
without  previous  evidence  of  digitalis  excess 
and  had  been  receiving  2 grains  of  thyroid 
extract  for  a number  of  weeks.  It  has  been 
suggested  that  maintenance  digoxin  may 
lead  to  increased  myocardial  irritability 
following  elective  reversion  of  atrial  fibrilla- 
tion,4 and  there  are  those  who  routinely 
discontinue  digitalis  bodies  twenty-four 
hours  prior  to  direct-current  countershock.5 
However,  in  most  patients,  digitalization 
has  been  continued  without  untoward 
effects. 

While  receiving  thyroid  extract  the 
patient  was  clinically  euthyroid.  It  would 
seem  unlikely  that  this  medication  was  in 
any  way  related  to  the  episodes  of  ventricu- 
lar fibrillation.6 

The  syncopal  episode  prior  to  reversion 
is  of  obscure  significance.  The  two  epi- 
sodes following  countershock  by  twenty- 
four  and  forty-eight  hours  are  unfortu- 
nately undocumented.  However,  these  epi- 
sodes may  also  have  been  due  to  ventricular 
fibrillation.  At  present,  digoxin  and  thy- 
roid have  been  discontinued,  and  the 
patient  is  well. 

Summary 

A case  is  reported  of  delayed  ventricular 
fibrillation  occurring  several  minutes  follow- 
ing successful  direct-current  cardioversion 
of  atrial  fibrillation  to  regular  sinus  rhythm. 
The  patient  was  successfully  defibrillated, 
using  an  unsynchronized  direct-current 
discharge,  and  has  remained  well  and  in 
sinus  rhythm  since,  but  for  the  two  brief 
syncopal  episodes  described. 
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Infectious  mononucleosis  is  a disease  of 
protean  manifestations,  presumably  viral 
in  its  etiology.  Complications  are  found 
in  almost  all  organ  systems  of  the  body. 
In  the  course  of  this  disease,  hemolytic 
anemia,  both  acquired  and  autoimmune,  is 
rare,  there  being  only  24  cases  reported. 1-14 
It  is  our  purpose  to  add  an  additional  case 
and  review  some  of  the  salient  features  of 
this  combination  of  infectious  mononucleo- 
sis and  hemolytic  anemia. 

Case  report 

A seventeen-year-old  female  was  in  good 
health  until  ten  days  before  admission, 
when  she  developed  malaise,  sore  throat, 
and  lumps  in  the  neck.  She  felt  feverish 
and  two  days  before  admission  noted  her 
eyes  were  yellow.  Except  for  the  sore 
throat  she  felt  well.  The  past  history, 
family  history,  and  review  of  systems  were 
noncontributory. 

The  physical  examination  revealed  a 
well-developed  icteric,  white  female  in  no 
distress.  The  blood  pressure  was  100/60 
mm.  Hg,  the  pulse  94,  and  the  temperature 
101  F.  The  pertinent  findings  were 
markedly  enlarged  inflamed  tonsils  with 
patchy  white  exudates.  The  lymph  nodes 


in  the  neck  were  enlarged  and  tender  in  the 
anterior  and  posterior  triangles  bilaterally. 
Tender  nodes  were  also  palpable  in  the 
axilla  and  groin.  The  chest  was  clear,  the 
heart  was  normal,  the  abdomen  was  flat. 
A liver  edge  was  palpable  2 fingerbreadths 
below  the  costal  margin.  The  spleen  was 
not  palpable.  The  skin  was  mildy  icteric. 

On  admission  the  hematocrit  was  27,  the 
hemoglobin  was  9.4  Gm.  per  100  ml.  The 
white  blood  count  was  23,000  per  cubic 
millimeter.  There  were  29  polymorpho- 
nuclear leukocytes,  5 band  forms,  50  lym- 
phocytes, 8 of  which  were  abnormal,  14 
monocytes,  and  2 eosinophils.  The 
reticulocyte  count  was  10  per  cent.  The 
fasting  blood  sugar  was  88,  and  the  blood 
urea  nitrogen  was  14  mg.  per  100  ml.  The 
urinalysis  was  normal.  The  bilirubin  was 

5.6  mg.  per  100  ml.  total,  1.6  mg.  direct. 
The  albumin  was  4,  the  globulin  2.9  Gm. 
per  100  ml.  Total  cholesterol  was  200  mg. 
per  100  ml.  The  SGPT  (serum  glutamic 
pyruvic  transaminase)  was  200  units  and 
the  SGOT  (serum  glutamic  oxalacetic 
transaminase)  was  112  units.  Alkaline 
phosphatase  was  5 Bodansky  units.  The 
cold  agglutinin  titer  gave  negative  findings. 
A Coombs  test  showed  negative  reactions 
on  three  separate  determinations.  Non- 
absorbed  heterophil  agglutinin  showed  a 
positive  titer  result  at  a 1:224  dilution; 
absorbed  with  guinea  pig  kidney,  the  titer 
was  1 : 56,  and  with  boiled  beef  erythro- 
cytes, the  titer  reaction  was  negative.  A 
throat  culture  grew  alpha  hemolytic  strep- 
tococci. 

The  initial  course  in  the  hospital  was 
quite  benign,  but  on  the  fourth  hospital  day 
the  patient’s  temperature  was  elevated  to 

104.6  F.,  and  the  tonsils  became  so  en- 
larged that  they  abutted  in  the  midline, 
which  made  oral  intake  almost  impossible. 
A bone  marrow  aspirate  demonstrated 
erythroid  hyperplasia  with  abundant  hemo- 
siderin consistent  with  hemolytic  anemia. 
A daily  reticulocyte  count  averaged  10  per 
cent  for  five  days.  The  hematocrit  did  not 
change.  Parenteral  fluids  were  adminis- 
tered, but  the  next  day  the  patient  became 
dyspneic.  It  was  apparent  that  the  lym- 
phoid enlargement  was  producing  airway 
obstruction.  It  was  elected  to  use  steroids 
both  for  the  anti-inflammatory  andlympho- 
cytolytic  effect,  as  well  as  to  treat  the 
hemolytic  anemia.  Hydrocortisone  so- 
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dium  succinate,  100  mg.,  was  administered 
intravenously  every  eight  hours  for  two 
days. 

A prompt  improvement  was  noted, 
manifested  by  defervescence  of  fever,  relief 
of  airway  obstruction,  ability  to  swallow, 
and  general  feeling  of  well-being.  Steroids 
were  rapidly  withdrawn,  and  one  week 
after  administration  the  hematocrit  was  32, 
and  the  reticulocytes  were  2.8  per  cent. 
One  week  later  the  hematocrit  rose  to  38, 
and  the  reticulocytes  were  2.8  per  cent. 
Prior  to  discharge  repeat  liver  function  tests 
gave  normal  findings  except  for  the  SGPT 
which  was  84  units. 

Comment 

Infectious  mononucleosis  is  considered  a 
benign  disease  by  most  practitioners  and 
almost  trivial  by  the  laity.  Few  reach  the 
inpatient  service  of  a busy  hospital.  Minor 
complications  are  probably  not  appreciated 
in  the  outpatient  population,  and  certainly 
hemolytic  anemia  would  not  be  diagnosed 
without  a high  degree  of  suspicion  and  the 
availability  of  a sophisticated  laboratory. 

Of  the  reported  cases  of  hemolytic 
anemia  complicating  infectious  mononu- 
cleosis only  8 have  been  documented  as 
autoimmune.  3‘,'G_9’11’ 12  This  leaves  the 
remaining  cases  open  to  question  regarding 
their  etiology  since  many  of  the  patients 
received  drugs  which  might  have  caused 
hemolysis  prior  to  and  during  their  illness. 
Other  causes  of  hemolysis  have  been  con- 
sidered. The  direct  action  of  viruses  is  a 
possibility  since  high  concentration  of  virus 
particles  has  caused  agglutination  and 
hemolysis  in  other  diseases. 15  This  is 
speculative  since  the  virus  of  infectious 
mononucleosis  has  not  been  identified. 

In  other  diseases  a high  titer  of  cold 
agglutinins  has  been  associated  with  he- 
molysis. However,  the  high  association  of 
cold  agglutinin  titers  with  infectious  mono- 
nucleosis and  the  infrequency  of  hemolytic 
anemia  make  the  correlation  doubtful. 
Moreover,  there  is  no  relationship  between 
the  degree  of  hemolysis  and  the  elevation  of 
the  cold  agglutinin  titer.  In  this  case 
several  cold  agglutinin  titers  gave  negative 
reactions. 

Hypersplenism  is  a cause  of  several 
hematologic  abnormalities  including  hemo- 
lytic anemia.  Again  there  is  no  relation- 


ship between  the  size  of  the  spleen  and  the 
degree  of  hemolysis.  As  in  this  case, 
hemolysis  may  be  present  without  the 
presence  of  an  enlarged  spleen.  Although 
splenectomy  is  valuable  in  prolonging  red 
cell  survival  in  some  cases  of  hemolytic 
anemia,  and  in  view  of  a case  report  of 
splenectomy  reversing  the  hemolytic  ane- 
mia of  infectious  mononucleosis, 16  it  is 
doubtful  that  this  avenue  of  therapy  is 
indicated  in  a self-limited  disease  and 
especially  with  the  advent  of  steroids. 

Metabolic  toxins  similar  to  those  pro- 
posed in  Zieve’s17  syndrome  should  be  con- 
sidered a complication  of  infectious  mono- 
nucleosis. Although  hypercholesteremia 
has  not  been  demonstrated,  neither  has  it 
been  investigated.  Recently  hemolytic 
anemia  and  hyperbilirubinemia  have  been 
accepted  as  a part  of  the  Zieve  syndrome 
with  only  modest,  if  any,  elevation  of  the 
serum  cholesterol.  In  this  case  the  serum 
cholesterol  level  was  normal,  but  the  hemo- 
lytic anemia  of  infectious  mononucleosis 
may  be  related  to  the  degree  of  liver  in- 
volvement. 

The  most  notable  finding  is  the  demon- 
stration of  a positive  direct  Coombs  test 
result  in  several  cases.  In  a disease  noted 
for  antibody  production,  it  is  not  unlikely 
that  some  are  hemolytic.  The  rapid  re- 
moval from  the  circulation  of  transfused 
cells  is  strongly  suggestive  of  an  autoim- 
mune phenomenon  since  the  patient  had  no 
prior  opportunity  to  develop  isoantibodies. 
Several  of  the  reported  cases  with  an  auto- 
immune body  responded  well  to  steroids  as 
did  our  case.6  9 

The  hemolytic  anemia  of  infectious 
mononucleosis  is  considered  self-limited 
and  benign,  occurring  in  the  second  and 
third  week  of  the  illness.  Several  reports, 
however,  have  been  associated  with  hemo- 
globinuria16'911.^ and  one  with  megalo- 
blastic arrest  of  the  bone  marrow.9  Where 
the  anemia  is  mild  no  treatment  is  neces- 
sary, but  when  a Coombs  test  result  is 
positive  or  the  anemia  is  severe  and  asso- 
ciated with  hemoglobinuria,  steroids  are 
probably  indicated. 

Summary 

A case  of  hemolytic  anemia  complicating 
infectious  mononucleosis  is  added  to  the 
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literature.  Etiology  and  treatment  are 
discussed. 
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Changing  status  of  tinea  capitis 


Ringworm  of  the  scalp  can  be  caused  by  any 
of  a variety  of  fungi  or  dermatophytes,  but  from 
a therapeutic  viewpoint  there  are  2 classifica- 
tions: noninflammatory  and  inflammatory.  In 

treating  the  former,  the  oral  administration  of 
griseofulvin  has  almost  completely  replaced  the 
older  methods:  extensive,  drawn-out  topical 

therapy  and  sometimes  epilatory  dosage  of 
x-rays.  In  the  inflammatory  type,  on  the 
other  hand,  griseofulvin  is  probably  not  indi- 
cated, and  topical  therapy  with  antifungal 
agents  is  definitely  not  indicated.  Since  the 
response  to  the  infection  itself  makes  it  a self- 
limiting  infection,  systemic  antifungal  therapy 
is  probably  not  necessary.  In  the  inflammatory 
type,  topical  antifungal  therapy  only  further 
insults  the  already  inflamed  skin  and  sub- 
cutaneous tissues.  E.  R.  Harrell,  Jr.,  M.D., 
in  a recent  issue  of  The  University  of  Michigan 
Medical  Center  Journal,  briefly  discusses  the 
various  organisms  with  some  cautionary  notes 
on  overreliance  on  Wood’s  light.  Fungi  other 
than  Microsporum  audouini  can  cause  tinea 
capitis,  and,  unlike  M.  audouini,  many  of  these 
do  not  fluoresce  under  Wood’s  lamp.  Since 
1950,  for  example,  there  has  been  a great  rise 
in  the  incidence  of  scalp  ringworm  because  of 
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tinea  tonsurans.  Wood’s  light  does  not  cause 
this  type  to  fluoresce.  Others  in  this  group  are 
fungi  causing  ringworm  of  the  inflammatory 
type  which  come  from  animal  rather  than  human 
contacts. 

The  management  of  noninflammatory  t. 
capitis  consists  of  oral  administration  of  250 
mg.  griseofulvin  daily  for  six  consecutive  weeks. 
All  topical  treatment  is  omitted.  The  griseoful- 
vin should  be  given  with,  or  right  after,  a meal 
containing  fat,  since  fat  absorption  and  griseo- 
fulvin absorption  from  the  intestinal  tract  are 
intimately  connected.  Reported  failures  of 
griseofulvin  therapy  in  t.  capitis  are  probably 
related  to  the  fact  that  this  principle  was  ig- 
nored. The  drug  is  well  tolerated  with  a low 
incidence  of  sensitivity  reaction. 

In  inflammatory  t.  capitis,  manual  epilation 
of  the  infected  hairs  is  the  most  important  step 
in  management.  This  should  be  done  daily 
until  all  the  infected  hairs  have  been  removed. 
Since  these  rest  in  a purulent  pocket,  they  can 
be  painlessly  removed  with  forceps.  Normal 
saline  compresses  will  reduce  the  inflammation. 
Secondary  bacterial  infection,  if  there  is  evi- 
dence of  it,  should  be  treated  with  indicated 
antibiotics.  If  the  inflammatory  reaction  is  so 
severe  that  it  threatens  permanent  hair  loss 
because  of  scarring,  corticosteroids  may  be 
given.  Systemic  griseofulvin  is  probably  not 
necessary. 


January  15,  1966  / New  York  State  Journal  of  Medicine  275 


Medical  Arts  and  Letters 


John  Arbuthnot,  M.D.,  F.R.S., 
F.R.C.P.  (1667-1735) 

Satirist  and  Member  of 
Martinus  Scriblerus  Club 

WILLIAM  B.  OBER,  M.D. 

New  York  City 

Director  of  Laboratories,  Knickerbocker 
Hospital ; Associate  Professor  of 
Pathology,  New  York  Medical  College 


|n  England  during  the  seventeenth  and 
eighteenth  centuries  men  of  letters, 
especially  essayists  and  poets,  were  closely 
involved  in  public  life.  Unlike  so  many 
contemporary  literary  figures  they  did 
not  feel  that  they  were  set  apart  from  or- 
dinary men  or  alienated  from  society. 
Milton  was  for  a time  Cromwell’s  Latin 
secretary  and  an  effective  propagandist  for 
the  Roundheads;  Andrew  Marvell  and 
Matthew  Prior  were  diplomats;  and  John 
Donne  was  a theologian  and  preacher. 
Dependent  for  patronage  on  the  peerage, 
most  important  writers  were  drawn  into 
public  affairs,  and  their  pens  were  freely 
employed  by  the  governing  classes.  The 
literate  world  was  relatively  small,  and 
poets,  pamphleteers,  and  polemicists  were 
part  of  the  Establishment  of  the  period, 
irrespective  of  political  party. 

The  close  relation  between  letters  and 
public  life  reached  its  peak  during  the  clos- 
ing years  of  the  Stuarts  and  the  early  years 
of  the  Hanoverian  kings.  The  tradition 
of  Latin  satire  in  the  vein  of  Horace, 
Juvenal,  Petronius,  and  Lucian  had  been 
brought  into  the  stream  of  English  letters 
early  in  the  seventeenth  century  by  Donne, 
Hall,  and  Marston.  By  the  eighteenth 
century  many  writers  were  testing  Shaftes- 
bury’s maxim  that  ridicule  is  the  test  of 
truth.  The  political  satires  of  Swift  and 


Pope  are  monuments  in  the  literary  history 
of  the  period  and,  as  every  schoolboy  knows, 
still  survive  for  their  literary  merits  alone. 

Scarcely  less  gifted  as  a satirist  was  John 
Arbuthnot  (1667-1735)  who  is  chiefly 
known  to  students  as  the  addressee  of 
Pope’s  “Epistle  to  Dr.  Arbuthnot”  (1734), 
which  see.  He  was  born  in  Kincardineshire 
on  the  coast  of  Scotland,  the  son  of  a Scot- 
tish Episcopal  clergyman  who  lost  his 
parish  when  he  refused  to  become  a 
Presbyterian  after  the  Glorious  Revolution 
of  1688.  One  can  only  wonder  whether 
youthful  exposure  to  a father  with  fixed 
principles,  intransigent  to  his  own  material 
detriment,  did  not  help  set  the  background 
for  the  skeptical  eye  of  the  later  satirist. 
In  1691  Arbuthnot  went  to  London  where 
he  supported  himself  by  teaching  mathe- 
matics. In  1693  he  matriculated  at  Uni- 
versity College,  Oxford,  and  in  1696  re- 
ceived an  M.D.  degree  from  the  University 
of  St.  Andrews. 

Returning  to  London,  he  began  to  prac- 
tice medicine  and  took  part  in  the  scientific 
writing  of  the  day.  His  two  essays, 
“An  Examination  of  Dr.  Woodward’s 
Account  of  the  Deluge  . . .”  (1697)  and 
“Essay  on  the  Usefulness  of  Mathematical 
Learning”  (1701)  paved  the  way  for  his 
election  as  a Fellow  of  the  Royal  Society 
in  1704.  He  was  appointed  Physician 
Extraordinary  to  the  Queen  in  1705.  He 
was  admitted  to  the  Royal  College  of 
Physicians  in  1710,  served  that  body  as  a 
censor  in  1723,  and  delivered  the  Harveian 
oration  in  1727. 

Writings  of  Arbuthnot 

It  is  much  to  the  credit  of  Jonathan 
Swift  that  he  recognized  Arbuthnot’s 
latent  talent  for  satire  and  encouraged  it. 
Swift  (1667-1745)  was  of  an  age  with 
Arbuthnot.  When  the  Whig  ministry  of 
Godolphin  fell  in  1710  after  Marlborough’s 
fall  from  grace,  Swift  attached  himself  to  the 
Tory  cause,  especially  to  Robert  Harley 
(1661-1724),  later  first  Earl  of  Oxford  who 
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became  Chancellor  of  the  Exchequer, 
sharing  power  with  Henry  St.  John,  later 
Lord  Bolingbroke.  Swift,  Arbuthnot,  and 
Lord  Oxford  were  the  three  senior  members 
of  the  Scriblerus  Club  which  was  formed  in 
1712-1713;  Thomas  Parnell  (1679-1718), 
John  Gay  (1685-1732),  and  Alexander 
Pope  (1688-1744)  were  the  junior  members 
in  point  of  age.  Swift  and  Dr.  Arbuthnot 
first  met  presumably  when  the  latter  was 
attached  to  the  court  of  Queen  Anne. 
Arbuthnot  had  little  vanity  about  his 
literary  gifts;  he  was  careless  of  his  papers, 
published  much  of  his  amusing  writing 
anonymously,  allowed  his  children  to  make 
kites  of  his  drafts,  allowed  his  friends  to 
alter  his  manuscripts  freely,  and  was 
always  willing  to  help  his  friends  with  their 
own  literary  efforts.  Most  likely  he  viewed 
his  satires  as  a pleasant  diversion  from  the 
practice  of  medicine.  However,  he  was 
careful  about  his  scientific  and  medical 
publications.  In  1705  he  published  Tables 
of  the  Grecian,  Roman,  and  Jewish  Meas- 
ures, Weights,  and  Coins,  reduc'd  to  the 
English  Standard  and  revised  it  carefully 
in  1727  for  a new  edition;  it  became  an 
accepted  numismatic  reference  work.  Also 
from  1705  to  about  1710  he  served  with  Sir 
Isaac  Newton  and  Sir  Christopher  Wren 
on  a committee  of  the  Royal  Society  to 
superintend  the  publications  of  Flamsteed, 
the  Astronomer  Royal.  There  is  every 
evidence  that  he  devoted  great  care  to  this 
type  of  work,  even  as  he  did  to  his  only 
two  medical  publications  late  in  his  life, 
An  Essay  concerning  the  Nature  of  Aliments, 
and  the  choice  of  them,  according  to  the  various 
Constitutions  of  Human  Bodies  (1731) 
and  An  Essay  Concerning  the  Effects  of 
Air  on  Human  Bodies  (1733).  His  Harveian 
oration  (1727)  was  a plea  for  preventive 
medicine,  including  inoculation  against 
smallpox  which  had  been  lately  introduced 
into  England  by  Lady  Mary  Wortley 
Montagu.  In  collaboration  with  Pope  he 
wrote  the  text  for  Handel’s  oratorio 
Esther  (1732). 

Arbuthnot’s  first  satire  to  see  print  was  a 
series  of  4 pamphlets  titled  Law  is  a 
Bottomless-Pit  or  the  “History  of  John 
Bull”  (1712).  Under  Swift’s  influence  and 
very  likely  with  suggestions  and  revisions 
by  the  mordant  Dean,  Arbuthnot  attacked 
the  conduct  of  the  war  in  Flanders  and  the 
Low  Countries,  partly  as  a prelude  to  the 


acceptance  of  its  termination  by  the  Peace 
of  Utrecht  in  1713  negotiated  by  Harley 
and  Bolingbroke.  In  it  he  created  the 
character  of  John  Bull,  later  to  personify 
the  typical  Englishman — “an  honest  plain- 
dealing fellow,  choleric,  bold,  and  of  a 
very  unconstant  temper;  ...  he  was  very 
apt  to  quarrel  with  his  best  friends,  es- 
pecially if  they  pretended  to  govern  him: 
if  you  flattered  him,  you  might  lead  him 
like  a child.”  He  also  created  such  char- 
acters as  Lewis  Baboon  (Louis  XIV  of 
France),  Nicholas  Frog  (the  Dutch),  and 
Lord  Strutt  (Charles  II  of  Spain  whose 
death  without  issue  in  1700  had  precipita- 
ted the  War  of  the  Spanish  Succession). 

Also  in  1712  Arbuthnot  wrote  The  Art 
of  Political  Lying,  a short  satire  cast  in 
the  form  of  an  advertisement  for  a book 
soon  to  be  published.  Swift  was  very 
pleased  with  the  piece,  and  the  last  para- 
graph gives  an  example  of  Arbuthnot’s 
bland  detached  style  at  its  best: 

He  spends  the  whole  eleventh  chapter  on 
one  simple  question,  whether  a lie  is  best  con- 
tradicted by  truth,  or  by  another  lie?  The 
author  says  that,  considering  the  large  extent 
of  the  cylindrical  surface  of  the  soul,  and  the 
great  propensity  to  believe  lies  in  the  gen- 
erality of  mankind  of  late  years,  he  thinks  the 
properest  contradiction  to  a lie  is  another  lie. 
For  example,  if  it  should  be  reported,  that  the 
Pretender  was  at  London,  one  would  not 
contradict  it  by  saying  he  never  was  in  Eng- 
land; but  you  must  prove  by  eye-witnesses 
that  he  came  no  farther  than  Greenwich,  and 
then  went  back  again.  Thus  if  it  be  spread 
about,  that  a great  person  were  dying  of  some 
disease,  you  must  not  say  the  truth,  that  they 
are  in  health,  and  never  had  such  a disease,  but 
that  they  are  slowly  recovering  of  it.  So 
there  was  not  long  ago  a gentleman,  who  af- 
firmed that  the  treaty  with  France  for  bringing 
popery  and  slavery  into  England  was  signed 
the  15th  of  September;  to  which  another 
answered  very  judiciously,  not  by  opposing 
truth  to  his  lie,  that  there  was  no  such  treaty; 
but  that,  to  his  certain  knowledge,  there  were 
many  things  in  that  treaty  not  yet  adjusted. 

In  contrast  to  much  of  the  political  satire 
of  the  period,  Arbuthnot  never  indulges 
in  personalities,  confining  himself  to  the 
abstract  elements  of  the  issues.  This  im- 
personal quality  was  well  recognized  by  his 
contemporaries.  In  his  “Epistle  to  Dr. 
Arbuthnot”  (1734)  two  decades  later, 
Pope  has  Arbuthnot  interrupt  his  own 
raillery  with  such  lines  as: 

A:  Good  friend,  forbear!  you  deal  in 

dangerous  things. 
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I’d  never  name  Queens,  Ministers,  or  Kings; 

Keep  close  to  Ears,  and  let  those  asses  prick; 

‘Tis  nothing — P:  Nothing?  if  they  bite  and 

kick? 

and  a few  lines  later: 

...  A:  Hold!  for  God’s  sake — you’ll  offend. 

No  Names — be  calm — learn  prudence  from  a 
friend: 

I too  could  write,  and  I am  twice  as  tall; 

But  foes  like  these — P:  One  Flatterer’s  worse 
than  all. 

Arbuthnot  was  much  gentler  than  Pope; 
as  befitted  a physician,  his  satires  spared 
people’s  feelings  but  made  their  point 
against  the  follies  and  foibles  of  mankind 
in  general  or  of  the  day  in  particular.  The 
most  memorable  lines  assigned  to  Arbuth- 
not in  Pope’s  “Epistle”  deal  with  Sporus 
(Lord  Hervey): 

Satire  or  sense,  alas!  can  Sporus  feel? 

Who  breaks  a butterfly  upon  a wheel? 

Swift  and  Pope  were  feared  and  execrated 
by  their  contemporaries,  but  Arbuthnot 
was  universally  admired,  partly  because 
of  his  competence  as  a physican  and  sci- 
entist, partly  because  he  was  always  friendly 
and  genial  even  to  those  who  did  not  agree 
with  him.  Like  many  doctors  Arbuthnot 
cheerfully  accepted  the  world  as  it  is; 
his  satire  sprang  not  from  an  intolerable 
pain  at  the  world’s  folly  but  because  it 
amused  him.  His  urbanity  was  such  that 
Lord  Chesterfield  was  his  patient,  friend, 
and  correspondent.  Swift  is  supposed  to 
have  said  of  Arbuthnot  that  “The  doctor 
has  more  wit  than  we  all  have,  and  his 
humanity  is  equal  to  his  wit.” 

The  sickbed  and  the  consulting  room 
afford  an  unusual  point  of  vantage  from 
which  to  see  one’s  fellow  man  stripped  of 
his  vanity,  his  foibles  exposed.  The  sense 
of  humanity  and  the  feeling  for  it  which  are 
essential  ingredients  in  the  character  of  the 
understanding  physician  enable  him  to 
view  his  fellow  man  with  amused  tolerance. 
Arbuthnot  might  well  have  concurred  with 
Orlando  Gibbons  that,  alas,  “More  geese 
than  swans  now  live,  more  fools  than  wise.” 
But  it  did  not  embitter  him  like  Swift  nor 
engender  malice,  as  it  did  Pope.  No 
doctor  expects  otherwise;  the  patient 
suffering  of  fools  is  his  daily  bread.  Arbuth- 
not, more  than  any  other  of  the  Scriblerians, 
retained  a sense  of  balance,  a feeling  for  the 
“middle  sort  of  man.”  While  perdurable 


satire  may  require  more  spleen  than 
Arbuthnot’s  amused  tolerance  permitted, 
the  satire  born  of  naked  hostility  often 
elicits  hostility  in  return,  at  least  in  its  own 
time  and  occasion.  Splenetic  satire  may 
make  for  better  reading  two  centuries  later 
when  its  objects  have  passed  into  the  dust 
of  history  and  its  personages  become 
academic  figures,  but  in  its  own  time  the 
gentle  thrust  is  more  likely  to  be  effective 
than  the  envenomed  quill. 

Martinus  Scriblerus  Club 

Arbuthnot’s  most  important  satire  was 
the  Memoirs  of  the  Extraordinary  Life, 
Works,  and  Discoveries  of  Martinus  Scrib- 
lerus, published  posthumously  in  the 
second  volume  of  The  Works  of  Mr.  Alex- 
ander Pope  in  Prose  (1741).  In  all  prob- 
ability the  Memoirs  were  begun  about 
1713-1714  and  not  published  because 
the  political  climate  had  changed.  The 
papers  remained  with  Pope,  who  published 
them  three  years  before  his  own  death 
giving  Arbuthnot  full  credit,  although  it  is 
evident  that  Pope  made  some  revisions 
and  corrections  in  the  text.  The  origin 
and  purpose  of  the  Martinus  Scriblerus 
Club  make  a fascinating  story,  and  the 
influence  of  this  informal  group  on  the 
subsequent  course  of  English  satire  is  of 
considerable  importance. 

Much  of  the  social,  professional,  literary, 
and  political  life  of  London  centered  around 
coffeehouses  and  taverns.  Individuals 
would  repair  to  such  places  to  meet  their 
colleagues,  transact  business,  plan  ven- 
tures, and  so  on.  It  was  not  uncommon  for 
physicians  to  see  their  patients  at  a coffee- 
house and  to  prescribe  for  them  there. 
Arbuthnot,  for  example,  frequented  the 
Smyrna  Coffee  House  in  Pall  Mall,  a 
center  for  political  gossip  much  favored  by 
the  Tories.  In  due  time  the  process  of 
selection  made  certain  coffeehouses  focal 
points  for  one  or  another  political  group, 
one  or  another  literary  faction,  or  even 
one  or  another  type  of  tradesman.  Soon 
they  became  institutionalized  into  “clubs,” 
the  forerunners  of  the  gentleman’s  club  of 
today.  The  Whigs,  for  example,  formed 
the  nucleus  for  the  Kit-Cat  Club  at  a 
tavern  near  the  Temple  Bar.  Its  48  mem- 
bers, described  later  by  Horace  Walpole 
as  “a  set  of  Wits  (who)  were  in  reality  the 
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Patriots  that  saved  Britain,”  included 
10  dukes  and  15  earls  but  only  13  com- 
moners. The  Whig  peers  included  John 
Churchill,  Duke  of  Marlborough;  Richard 
Boyle,  Earl  of  Burlington;  Francis  Godol- 
phin,  Earl  of  Godolphin;  Robert  Walpole, 
Earl  of  Orford;  Charles  Sackville,  Earl 
of  Dorset;  and  Richard  Temple,  Viscount 
Cobham.  Distinguished  as  these  men 
were  in  both  politics  and  the  arts,  the  com- 
moners had  even  greater  gifts;  they  in- 
cluded Sir  Samuel  Garth,  Sir  John  Van- 
brugh, Sir  Richard  Steele,  Sir  Godfrey 
Kneller,  Joseph  Addison,  William  Con- 
greve, Arthur  Maynwaring,  and  Jacob 
Tonson,  the  bookseller. 

In  1710,  when  Swift  broke  with  Godol- 
phin, he  joined  the  so-called  Saturday 
Club  which  grew  out  of  Harley’s  custom  of 
entertaining  his  two  chief  associates,  Har- 
court  and  St.  John,  each  Saturday  at  his 
home  to  discuss  policy,  strategy,  and  tac- 
tics. Recognizing  the  need  for  a more 
formal  club,  a Tory  group  which  would 
counterbalance  the  strength  of  the  Whig 
Kit-Cats,  in  1711  Swift  became  a prime 
mover  in  founding  the  so-called  Brothers 
Club.  Among  Swift’s  hopes  was  that  such 
a club  could  provide  patronage  and  money 
for  writers;  for  a number  of  reasons  this 
did  not  materialize,  and  by  1713  the  Broth- 
ers Club  was  defunct. 

In  October,  1713,  Alexander  Pope,  then 
twenty-five  years  old,  whose  Rape  of  the 
Lock  had  recently  established  him  as  a 
promising  young  poet,  approached  Swift 
with  the  idea  of  collaborating  on  a monthly 
burlesque  satirizing  the  rather  pompous 
monthly  journal  called  The  History  of  the 
Works  of  the  Learned.  Pope  proposed 
that  the  projected  lampoon  be  called  An 
Account  of  the  Works  of  the  Unlearned. 
The  time  was  ripe  for  such  a project. 
Pricking  the  bubble  of  pretentious  learning 
was  one  of  the  prevailing  winds  in  the  in- 
tellectual atmosphere  of  the  decade,  not 
only  in  England  but  also  on  the  Continent. 
Johann  Burkhard  Mencke  (1674-1732), 
historian  and  rector  of  the  University  of 
Leipzig,  had  recently  delivered  and  was 
soon  to  publish  his  two  addresses,  De 
Charlataneria  Eruditorum,  in  which  he 
attacked  with  a heavy  hand  the  pretense 
of  bogus  academic  learning.  Swift  acceded 
in  principle  with  Pope  after  some  corre- 
spondence and  discussion,  partly  because 


Bolingbroke  was  brewing  factionalism  in  the 
Tory  party  and  partly  to  wean  Pope  and 
Gay  away  from  their  association  with  Ad- 
dison and  Steele. 

The  actual  formation  of  the  Martinus 
Scriblerus  Club  took  place  in  January,  1714, 
and  the  club  disintegrated  in  July  to 
August  of  that  year,  after  the  fall  of  Ox- 
ford and  Bolingbroke’s  Tory  ministry  and 
the  death  of  Queen  Anne.  Yet  so  much 
was  accomplished  in  that  brief  span  that  it 
determined  the  course  of  English  satire 
for  the  next  generation.  Swift  induced 
Arbuthnot  to  join  and  also  his  protege, 
Thomas  Parnell  (1679-1718).  Pope 
brought  John  Gay  (1685-1732)  into  the 
fold,  and  Oxford  himself  became  a par- 
ticipating member.  Although  not  a gifted 
writer  himself,  the  Lord  Treasurer  was  a 
man  of  wide  literary  taste  and  good  judg- 
ment, the  collector  of  an  exceptionally 
fine  library.  The  club,  then,  had  six 
members:  Swift,  Pope,  Arbuthnot,  Gay, 
Parnell,  and  Oxford.  There  is  some  ques- 
tion whether  Addison  and  Congreve  ever 
attended  any  of  the  meetings.  Bishop 
Atterbury,  a close  friend  to  both  Swift  and 
Pope,  may  also  have  participated  oc- 
casionally. In  any  event  he  was  sym- 
pathetic to  the  Tory  cause;  a high  church- 
man and  a scholar  in  his  own  right,  he 
had  been  prominent  in  the  attacks  from 
divers  quarters  on  Richard  Bentley’s  views 
on  the  epistles  of  Phalaris. 

The  Scriblerians  usually  met  in  Dr. 
Arbuthnot’s  chambers  in  St.  James’s  Pal- 
ace where  he  resided  while  in  attendance 
on  the  Queen.  The  meetings  were  fre- 
quent and  intimate.  It  soon  became  cus- 
tomary for  rhymed  invitations  to  be  sent 
out;  some  of  these  have  not  been  lost,  such 
as  one  from  Swift  to  Oxford  in  April,  1714: 

Let  not  the  Whigs  our  Tory  club  rebuke; 

Give  us  our  earl,  the  devil  take  their  duke. 

Quaedam  quae  attinent  ad  Scriblerum, 

Want  your  assistance  now  to  clear  ’em. 

One  day  it  will  be  no  disgrace 
In  Scribler  to  have  had  a place. 

Come  then,  my  lord,  and  take  your  part  in 

The  important  history  of  Martin. 

Clearly,  by  this  time  Pope’s  original  idea 
of  a monthly  Works  of  the  Unlearned 
had  been  modified.  The  principle  scheme 
of  the  club  was  to  create  a “hero”  with  a 
droll,  trumped-up  biography,  “to  censure 
the  abuses  of  learning  by  a fictitious  life  of 
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an  infatuated  scholar,”  as  Samuel  Johnson 
put  it.  A variety  of  satires  could  then  be 
published  pseudonymously  using  the  “hero” 
as  a cover.  The  name  Martinus  Scriblerus 
was  derived  in  part  from  Dryden’s  Sir 
Martin  Mar-All,  then  a common  nonce 
term  for  a comic  blunderer,  and  from  the 
latinized  form  of  Scribbler,  to  imply 
vielschreiberei.  In  the  sense  of  its  central 
figure  Martinus  Scriblerus  is  the  link  in  the 
tradition  of  satire  between  Butler’s  Hudi- 
bras  of  the  previous  generation  and  Vol- 
taire’s Candide  of  the  next.  In  later  years 
Pope  described  Scriblerus  as  “a  man  of 
capacity  enough;  that  had  dipped  into 
every  art  and  science,  but  injudiciously 
in  each.”  Here  again  we  see  Pope’s 
distrust  of  “a  little  learning.” 

Much  of  the  credit  for  delineating  the 
character  of  Scriblerus  belongs  to  Arbuth- 
not.  Of  the  six  Scriblerians  he  was  the 
only  one  versed  in  a multiplicity  of  sci- 
entific disciplines;  rightly  so,  he  was  the 
only  F.R.S.  among  them.  Although  the 
Scriblerian  writings  were  a joint  effort, 
it  is  apparent  that  assignments  were  made 
at  the  many  meetings  for  each  member  to 
draft  certain  sections,  then  submit  the 
material  to  the  scrutiny  of  others  for  new 
ideas,  revision,  shaping,  and  so  forth; 
that  is,  the  Scriblerians  functioned  as  a 
conjoint  editorial  board.  However,  in  a 
letter  to  the  doctor  dated  July  3,  1714, 
Swift  indicates  that  Arbuthnot  was  the 
primary  creator  of  Scriblerus’s  story,  his 
education,  training,  and  interests: 

To  talk  of  Martin  in  any  hands  but  yours  is 
a folly.  Y ou  every  day  give  better  hints  than 
all  of  us  together  could  do  in  a twelvemonth, 
and  to  say  the  truth,  Pope  who  first  thought 
of  the  hint  has  no  genius  at  all  to  it,  to  my 
mind;  Gay  is  too  young;  Parnell  has  some 
ideas  of  it,  but  is  idle;  I could  put  together, 
and  lard,  and  strike  out  well  enough,  but  all 
that  relates  to  the  sciences  must  be  from  you. 

Within  a month  of  this  letter  the 
Scriblerus  Club  was  disbanded.  Oxford’s 
ministry  fell  on  July  27,  and  the  Queen  died 
on  August  1.  Swift  left  for  a form  of  exile 
in  Dublin.  Pope  retired  to  Binfield  to 
continue  his  translation  of  Homer.  Arbuth- 
not, no  longer  the  royal  physician,  moved 
to  Chelsea  and  a modest  post  at  the  Chelsea 
Hospital.  Gay,  who  was  in  Hanover  at  the 
time,  returned  to  find  his  post  in  Mon- 
mouth’s household  lost.  Parnell  planned 


to  return  to  Ireland.  Oxford  was  in  serious 
trouble;  before  a year  had  passed  he  was 
impeached  and  confined  to  the  Tower. 
In  short,  the  Scriblerians  were  dispersed 
before  they  had  a chance  to  fire  off  their 
first  public  broadside. 

What  then  was  their  influence?  Kerby- 
Miller1  writes,  “Though  the  Scriblerus 
Club  as  such  was  never  formally  revived, 
the  forces  it  set  in  motion  continued  to 
operate  for  nearly  two  more  decades. 
During  that  time  the  Scriblerus  project 
was  twice  revived  and  the  Scriblerus  spirit 
was  to  inspire  many  collaborations  and 
individual  pieces,  from  some  of  the  enduring 
masterpieces  of  our  literature  down  to 
trivial  jeux  d’ esprit.”  The  two  revivals 

occurred  in  a desultory  fashion  between 
the  late  summer  of  1715  until  the  summer  of 
1717,  when  Swift  was  still  in  Ireland. 
Parnell  died  in  1718,  and  Oxford,  who  had 
been  acquitted  of  political  charges  in  1717, 
died  in  1724.  Swift  did  not  return  to 
England  until  1726,  at  which  time  he  and 
his  fellow  Scriblerians  planned  the  publica- 
tion of  his  classic,  Gulliver’s  Travels,  which 
appeared  anonymously  in  October  of  that 
year  after  Swift  had  returned  to  Ireland. 
Swift  returned  to  England  in  April,  1727, 
and  stimulated  Gay  to  write  The  Beggar’s 
Opera  which  had  an  astonishing  run  of  64 
performances  after  it  opened  on  January 
30,  1728.  In  May  of  that  year  Pope  pub- 
lished the  first  version  of  the  Dunciad 
which  had  occupied  him  for  several  years 
and  which  was  to  continue  as  a stimulus  for 
his  satiric  talents  for  another  decade. 

Conclusion 

These  last  three  works  were  the  end  point 
of  the  Scriblerian  movement.  Gay  died 
in  1732,  Arbuthnot  in  1735;  by  1738  Swift 
was  non  compos  mentis;  after  1741  when 
The  New  Dunciad  was  written,  Pope’s  weak 
body  began  to  fail.  After  the  last  outburst 
of  Scriblerian  activity  Arbuthnot  had  de- 
voted himself  to  purely  medical  writings, 
such  as  the  Harveian  lecture  of  1727  and  The 
Nature  of  Aliments  (1731)  and  the  Effects 
of  Air  (1733).  One  month  before  Arbuth- 
not’s  death  Pope  published  his  “Epistle 
to  Dr.  Arbuthnot.”  Intended  as  the 
prologue  to  a series  of  satires,  it  is  a fine 
example  of  Pope’s  most  mature  style.  It 
concludes  with  the  lines: 
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P:  ...  May  Heaven,  to  bless  those  days,  pre- 
serve my  friend, 

Preserve  him  social,  cheerful,  and  serene, 

And  just  as  rich  as  when  he  served  a Queen. 

A:  Whether  that  blessing  be  denied  or  given, 

Thus  far  was  right,  the  rest  belongs  to  Heaven. 

Literary  history  does  not  record  what 
Arbuthnot,  suffering  from  the  stone, 
thought  of  the  “Epistle.”  Yet  it  is  on 
Pope’s  poem  that  the  name  of  the  creator 
of  John  Bull  and  chief  designer  of  Martinus 
Scriblerus  has  been  handed  down  to 
posterity. 

The  major  works  in  the  Scriblerian  canon 
are  easily  accounted.  Authorship  and 
even  authenticity  of  some  of  the  minor 
effusions  remain  in  dispute.  The  following 
annotated  list  is  eclectic. 

Scribleriana 

1.  Memoirs  of  the  Extraordinary  Life 
Works,  and  Discoveries  of  Martinus  Scriblerus. 
Begun  in  1714,  chiefly  by  Arbuthnot.  Pub- 
lished in  1741,  edited  by  Pope,  in  volume  2 of 
The  Works  of  Mr.  Alexlander  Pope  in  Prose. 
Consists  of  17  chapters  dealing  with  the  parent- 
age, family,  and  birth  of  the  hero;  his  rearing, 
playthings,  and  education  including  gymnastics, 
rhetoric,  logic,  metaphysics,  and  anatomy; 
and  narrating  his  exploits  as  a critic  and  as  a 
physician.  Of  particular  interest  is  chapter  14, 
“The  Double  Mistress,”  dating  from  1716,  in  a 
somewhat  different  style  from  the  rest,  which 
deals  with  his  marriage  to  an  hermaphrodite. 
This  is  followed  by  an  account  of  the  special 
pleadings  at  his  divorce,  then  a short  summary 
of  his  travels,  and  finally  a report  of  his  dis- 
coveries and  works. 

2.  Peri  Bathous,  or  The  Art  of  Sinking  in 
Poetry.  Begun  in  1717-1718,  chiefly  by  Pope. 
Published  in  1728.  A masterful  pendant  to 
Pope’s  more  formal  Essay  on  Criticism  (1711)  in 
which  Pope  takes  apart  the  works  of  many  of 
his  contemporaries,  citing  chapter,  verse,  and 
line.  Its  appearance  was  coeval  with  the  first 
version  of  The  Dunciad.  As  in  the  latter  poem, 
Pope  spares  no  one.  A recent  monograph  by 
Steeves'-  is  an  invaluable  guide  for  the  twentieth 
century  reader. 

3.  “An  Essay  Concerning  the  Origin  of 
Sciences,  written  to  the  most  learned  Dr.  — •, 
F.R.S.,  from  the  Deserts  of  Nubia.”  Written  in 
1714  probably  in  rebuttal  of  Dr.  Woodward  who 
had  published  in  1713  “Remarks  upon  the  an- 
cient and  present  State  of  London,  occasioned  by 
some  Roman  Urns,  Coins,  and  other  Antiquities 
lately  discovered.” 

4.  “God’s  Revenge  against  Punning.”  Au- 
thorship disputed;  some  attribute  it  to  Pope, 
Gay,  and  Arbuthnot.  Probably  written  in 
1716. 


5.  “In  Defense  of  the  Ancient  Art  of 
Punning.”  As  in  4. 

6.  “A  Key  to  the  Lock.  Or  a Treatise 
proving  beyond  all  Contradiction,  the  dangerous 
Tendency  of  a late  Poem,  entitled.  The  Rape  of 
the  Lock,  To  Government  and  Religion.  By 
Esdras  Barnivelt,  Apoth.”  Written  by  Pope, 
1714-1715. 

7.  The  What  D'ye  Call  It:  A Tragi-Comi- 
Pastoral  Farce,  a one-act  play,  almost  entirely 
by  Gay,  burlesquing  several  well-known  trage- 
dies, especially  Addison’s  Cato,  1714-1715. 

8.  “A  Complete  Key  to  the  Last  New  Farce 
The  What  D’ye  Call  It.  To  Which  is  prefix’d  a 
Hypercritical  Preface  on  the  Nature  of  Bur- 
lesque, and  the  Poet’s  Design.”  Probably  by 
Pope  and  Gay,  1715. 

9.  “Stradling  vs.  Stiles,”  a satire  on  legal 
jargon  written  by  Pope  in  collaboration  with 
William  Fortescue,  a lawyer,  later  Master  of  the 
Rolls,  1716. 

10.  Three  Hours  after  Marriage,  a full-length 
farce,  written  by  Gay,  Pope,  and  Arbuthnot, 
played  at  Drury  Lane  Theater  January  16  to  22, 
1717,  published  January  21. 

11.  “Memoirs  of  P.  P.  Clerk  of  This  Parish,” 
by  Pope,  Gay,  and  Parnell,  1718,  a satire  on 
Bishop  Burnet’s  History  of  His  Own  Time. 

12.  “Annus  Mirabfiis:  Or,  The  Wonderful 

Effects  of  the  approaching  Conjunction  of  the 
Planets  Jupiter,  Mars,  and  Saturn,”  by  Arbuth- 
not and  Pope,  1722,  predicting  that  when  this 
celestial  phenomenon  takes  place  on  December 
29,  men  and  women  will  suddenly  change  sexes. 

13.  “An  Epistle  To  the  most  Learned  Doc- 
tor W — d — d;  From  A Prude,  That  was  unfor- 
tunately Metamorphos’d  on  Saturday,  Decem- 
ber 29,  1722,”  a poem  probably  by  Arbuthnot 
and  Gay,  1722-1723.  See  12. 

14.  “Virgilius  Restauratus  seu  Martini  Scrib- 
leri,  Summi  Critici,  Castigationum  in  AEnei- 
dem,”  probably  by  Arbuthnot,  1726,  a lampoon 
on  Bentley’s  critical  methods,  especially  his  ver- 
sion of  Phaedrus. 

15.  Gulliver's  Travels * (1725),  Swift. 

16.  “An  Account  of  the  State  of  Learning  in 
the  Empire  of  Lilliput.  Together  with  the  his- 
tory and  character  of  Bullum,  then  Emperor’s 
Library -Keeper,”  probably  by  Swift  and  Arbuth- 
not, 1728,  a satire  on  Bentley. 

17.  The  Beggar's  Opera*  (1727),  Gay. 

18.  The  Dunciad*  (1728)  and  The  New 
Dunciad*  (1742-1743),  Pope. 

* These  well-known  works  are  not  strictly  speaking  in  the 
Scriblerus  canon,  but  were  strongly  influenced  by  it,  especially 
the  Notes  to  The  Dunciad , in  which  Arbuthnot  had  a share. 
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The  Law  is  a 


Jealous  Mistress 


HENRY  H.  FOSTER,  JR.,  LL.M. 

New  York  City 

Professor  of  Law  and  Director,  Law-Psychiatry 
Project,  New  York  University 

Voltaire  once  said:  “If  you  would 

speak  with  me,  first  define  your  terms.” 
The  words  in  my  title  which  may  require 
definition  are  “law”  and  “mistress.”  I 
assume  that  as  husbands,  as  members  of  a 
competitive  profession,  and  as  observers  of 
the  passing  scene,  all  of  you  have  at  least  a 
nodding  acquaintance  with  the  “green- 
eyed  monster,”  hence  I will  forego  any 
amateurish  attempt  to  define  “jealousy” 
and  will  merely  suggest  that  you  consult 
Shakespeare  or  the  psychiatrists,  in  that 
order.0 

The  definition  one  gives  to  “law”  may  re- 
veal more  about  the  lexicographer  than 
about  the  subject.  Since  the  dialogues  of 
Plato,  and  surely  long  before  then,  the 
concept  one  has  of  “law”  has  been  a true 
clue  as  to  his  philosophic  orientation. 
Those  of  the  Thomistic  tradition  define 
law  in  terms  of  “natural”  or  “higher”  and 
make  a distinction  between  so-called  “posi- 
tive law”  and  that  law  which  is  revealed  by 
right  reason  or  revelation.6  The  result  is 

a Othello  naturally,  comes  to  mind.  Of  the  many  psycho- 
analytic writings  that  deal  with  jealousy,  one  of  the  more 
familiar  is  Theodor  Reik’s  Of  Love  and  Lust  (New  York  City, 
Grove  Press,  Inc.,  1957). 

6 A convenient  summary  of  natural  law  may  be  found  in 
Patterson,  E.  W.:  Jurisprudence , Brooklyn  Foundation 

Press,  Chap.  13,  1953.  See  also,  Cohen,  M.  R.:  Reason  and 
Nature , Glencoe,  Illinois,  Free  Press,  1931.  Davitt,  T.  E.: 
The  Elements  of  Law,  Boston,  Little,  Brown  and  Co.,  1959, 
is  a more  recent  exposition  of  the  natural  law  viewpoint,  and, 
of  course,  St.  Thomas  Aquinas  (1226-1274)  in  his  Summa 
Theologica  worked  a synthesis  of  Christian  theology  and 
Aristotelian  philosophy  that  continues  to  have  authoritative 
influence  for  Catholic  lawyers. 


a hierarchy  of  norms.  The  humanists, 
rationalists,  pragmatists,  and  realists,  on 
the  other  hand,  tend  to  define  law  in  terms 
of  what  is  done  officially,  including  the  con- 
sequences of  decision.0 

Perhaps  we  may  avoid  metaphysical  pit- 
falls  by  accepting  the  fact  that  “law”  has 
several  meanings  and  nuances.  Accord- 
ing to  Roscoe  Pound,  it  is  useful  to  regard 
law  as  encompassing  three  distinct  ele- 
ments: (1)  principles,  postulates,  and 

rules  derived  from  constitutional,  statu- 
tory, and  decisional  sources;  (2)  a regimen 
of  ordering  society  that  has  its  own  sanc- 
tions and  employs  courts,  law-enforcement 
agencies,  and  officials;  and  (3)  a craft  that 
has  its  own  peculiar  technics  and  inherited 
traditions.1  The  “natural  law”  of  the 
theologians  gets  into  the  picture  by  trig- 
gering off  claims  and  law  suits  and  shapes 
the  sense  of  justice  or  injustice  that  in- 
fluences choice  between  competing  ver- 
sions of  fact  and  law  at  the  adjudicatory 
stage.2  It  also  provides  a critique  for  the 
evaluation  of  decisions,  statutes,  and  of- 
ficial conduct. 

“Mistress,”  too,  is  an  amorphous  term, 
having  its  own  built-in  ambiguities  and 
disparate  meanings.  It  may  mean,  de- 
pending on  context,  the  head  of  a girl’s 
school,  merely  a woman,  the  female  head 
of  a household,  a wife,  a woman  skilled  in 
anything,  a paramour,  or  a box  without  a 
lid  used  to  shield  a candle  in  a mine.3 
Again,  the  sense  in  which  you  employ  the 
term,  may  tell  more  about  you  than  about 
the  referrant. 

The  title  of  my  article  is  “The  Law  Is  a 
Jealous  Mistress.”  The  quotation  is  from 
William  Blackstone,  who  may  or  may  not 

c Mr.  Justice  Holmes,  for  example,  believed  that  social 
policy  is  the  “inarticulate  major  premise”  for  judicial  decision 
and  that  although  the  court’s  opinion  is  usually  couched  in 
the  form  of  inexorable  logic  and  conformity  to  precedent, 
“the  very  considerations  which  judges  most  rarely  mention, 
and  always  with  an  apology,  are  the  secret  root  from  which 
the  law  draws  all  the  juices  of  life.  I mean,  of  course,  con- 
siderations of  what  is  expedient  for  the  community  con- 
cerned.” Lochner  v.  New  York , 198  U.S.  45,  dissenting 
opinion  at  75  (1904).  See  also  Cohen,  F.  S.:  Transcendental 
nonsense  and  the  functional  approach,  Columbia  Law  Rev. 
35:  809  (1935). 
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have  purloined  it  from  more  ancient  writ- 
ers, and  the  quotation  appears  in  the  con- 
text that  the  study  of  law  will  brook  no 
divided  love.  Blackstone,  who  lectured  to 
the  proper  young  men  of  Oxford/  was  sug- 
gesting that  to  become  learned  in  the  law 
was  a full-time  occupation  and  that  there 
should  be  no  distractions.  The  law  stu- 
dent was  supposed  to  eschew  les  gals  and 
more  frivolous  subjects  and  to  concentrate 
on  Coke  and  Littleton  and  Blackstone’s 
Commentaries. 

Blackstone’s  concept  of  “law”  was  that 
it  was  an  aggregate  of  postulates,  princi- 
ples, rules,  and  standards,  derived  from 
decisions  and  statutes,  but  subject  to  the 
higher  authority  of  “right  reason.”6  By 
dint  of  study,  the  lover  of  law  might  ac- 
quire “right  reason”  and  perceive  its 
beauty  and  symmetry. 

The  title  seems  appropriate  to  a discus- 
sion of  the  overlap  and  inter-relationship 
between  law  and  other  organized  bodies  of 
knowledge.  We  may  consider  whether 
law,  or  the  study  of  law,  in  fact  can  “brook 
no  divided  love,”  or  whether,  on  the  con- 
trary, the  study  of  law  and  the  application 
of  legal  rules  can  and  perhaps  must  take 
into  account  the  insights  and  experiences  of 
other  disciplines.  Space  and  time  limita- 
tions, however,  force  us  to  select  and  dis- 
cuss only  a few  from  many  examples  of 
interprofessional  interaction.  Our  conclu- 
sion is  that  law,  while  possessive  and  de- 
manding, as  suggested  by  Blackstone,  has 
been  guilty  of  indiscretions  which  are 
notorious,  continuous,  and  show  a pattern 
of  high  frequency  and  low  fidelity.  As  we 
shall  see,  promiscuity  rather  than  con- 
stancy is  characteristic  of  law’s  behavior. 

Fickle  nature  of  law 

Of  course,  it  was  not  true  in  Blackstone’s 
time,  and  it  is  not  true  today,  that  law  is  a 
faithful  mistress.  It  is  the  nature  of  law 
to  flirt  and  to  be  fickle.  It  may  embrace 
religion,  philosophy,  science,  and  adminis- 

d Blackstone’s  lectures  at  Oxford  were  delivered  not  to 
law  students  but  to  university  students.  His  Commentaries 
on  the  Laws  of  England  first  appeared  in  1765  and  perhaps 
had  even  more  influence  in  America  than  in  England.  For 
an  interesting  discussion  of  the  background  of  Blackstone’s 
lectures  and  commentaries,  see  Boorstin,  D.  J.:  The  Mys- 

terious Science  of  the  Law , Boston,  Beacon  Press,  1941. 

* Ibid.:  Boorstin  shows  the  extent  to  which  Blackstone 

drew  on  eighteenth  century  ideas  of  science,  religion,  history, 
aesthetics,  and  philosophy. 


trative  necessity;  and  it  rarely  gives  its  all 
to  any  one  amourette.  It  plays  the  field. 
The  narcissistic  import  of  Blackstone’s 
thesis  that  law  will  brook  no  divided  love 
fails  to  take  into  account  that  it  was 
the  physical  science  of  Isaac  Newton  and  the 
philosophy  of  John  Locke  that  shaped 
the  thinking  of  Blackstone  and  afforded  the 
basis  for  his  premise  that  anything  which 
was  not  intelligible  to  reason  could  not  be 
law.  Blackstone  also  turned  to  history  and 
explored  the  possibility  of  a science  of 
human  nature.  In  effect,  he  tried  to  make 
law  a science  and  at  the  same  time  some- 
thing of  a mystery/  He  himself  divided 
his  love  and  attention  between  the  common 
law,  religion,  morals,  and  the  scientific 
knowledge  of  his  day.  He  had  to,  because 
if  law  was  the  embodiment  of  reason,  the 
verification  for  such  a claim  had  to  be 
sought  elsewhere  than  in  the  rules  them- 
selves. 

The  plain  fact  is  that  the  law  has  had 
many  loves,  even  though  at  times  its  de- 
tractors seem  to  outnumber  its  admirers. 
One  is  reminded  of  Henry  Fielding’s  hy- 
perbole when  speaking  of  lawyers: 

The  lawyer  is  not  only  alive,  but  hath  been 
so  these  four  thousand  years;  and  I hope  God 
will  indulge  his  life  as  many  yet  to  come.  He 
hath  not  indeed  confined  himself  to  one  pro- 
fession, one  religion,  or  one  country;  but 
when  the  first  mean  selfish  creature  appeared 
on  the  human  stage,  who  made  himself  the 
centre  of  the  whole  creation,  would  give  him- 
self no  pain,  incur  no  danger,  advance  no 
money,  to  assist  or  preserve  his  fellow  crea- 
tures; then  was  our  lawyer  born.4 

Fielding,  it  should  be  noted,  studied  law 
at  Middle  Temple  and  may  never  have  re- 
covered from  the  rigors  of  that  discipline. 
The  quotation  is  given  because  Fielding 
recognized  that  the  lawyer  did  not  “con- 
fine himself  to  one  profession,”  although  I 
assume  some  of  his  obiter  dicta  may  de- 
light you  more. 

What  has  been  the  love  life  of  the  law? 
Although  she  has  kept  no  diary  and  has 
made  no  disclosures  under  psychoanalysis, 
some  of  law’s  affairs  are  well  known.  In 
infancy,  law  was  seduced  by  religion;  in 
adolescence,  by  philosophy;  and  in  ma- 
turity she  has  practiced  polyandry.  With 
your  indulgence,  I will  attempt  a short  case 
history  of  these  more  notorious  affairs. 

> Ibid.:  p.  47. 
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Seduction  by  religion 

Anthropologists  and  students  of  ancient 
law  tell  us  that  initially  the  priesthood 
dominates  the  forms  of  social  control  that 
evolve  into  law.  Eventually,  differentia- 
tion may  occur,  and  there  is  a seculariza- 
tion of  law,  the  beginnings  of  a distinct 
craft,  and  an  inherited  or  handed  down 
know-how.  When  there  is  an  official  in- 
stitution of  judges,  law  enforcement  peo- 
ple, and  lawyers,  we  have  law  differentiated 
from  custom  and  religion.5  Of  course, 
historically,  law  originally  draws  on  reli- 
gion for  social  values  and  norms  and  in  ef- 
fect affords  but  an  additional  sanction  to 
guard  better  against  public  injury  that 
already  is  proscribed  by  religion  and  con- 
vention. The  maintenance  of  peace  and 
order,  however,  may  become  an  end  in  and 
of  itself,  and  the  conservation  of  warrior 
power  by  limiting  retaliation  likewise  may 
become  an  objective  of  law.  Thus,  the 
blood  feud,  lex  talionis,  and  composition 
(reparation  in  lieu  of  private  vengeance), 
are  devices  which  serve  as  substitutes  for 
self-help  and  reduce  the  depletion  of  man 
power.9 

When  religion  is  the  object  of  law’s  con- 
cern, the  gods  are  appeased  by  law’s  rein- 
forcement of  dogma.  The  “thou  shalt 
nots”  of  the  Decalogue,  or  its  equivalent, 
are  the  focal  points.  From  the  time  of  the 
Holy  Roman  Empire  until  quite  recently, 
Western  law  as  to  family  matters  has  been 
preeminently  an  expression  of  religious 
dogma.  Ecclesiastical  matters,  or  matters 
spiritual,  including  the  laws  of  marriage 
and  divorce,  were  regarded  as  within  the 
jurisdiction  of  the  Church.  Until  1857, 
the  English  ecclesiastical  courts  had  au- 
tonomous authority  over  marriage  and  di- 
vorce, except  for  the  legislative  preroga- 
tive or  Parliamentary  divorce.6  Until 
quite  recently,  the  law  in  theory  was  faith- 
ful to  religious  convictions  when  it  came 
to  marriage  and  divorce,  although  our 
Protestant  forebears  did  insist  on  de- 
fining marriage  as  a civil  contract  rather 
than  as  a sacrament/  The  power  of  reli- 

0 It  should  he  noted  that  lex  talionis  means  “no  more  than 
an  eye  for  an  eye,  etc.”  The  blood  feud  limits  the  privilege 
of  vengeance  to  kin.  Composition  may  become  a substi- 
tute for  vengeance  when  money  or  a medium  of  exchange  is 
invented  in  a primitive  society. 

h In  many  states,  including  New  York,  marriage  is  defined 
as  a “civil  contract.”  See  section  10  N.  Y.  Domestic  Rela- 
tions Law.  Compare  G.  B.  Shaw’s  definition  of  marriage,  as 
“that  institution  which  combines  a maximum  of  opportunity 
with  a minimum  of  temptation.” 


gion  overTfamily  law  is  illustrated  by  the 
New  York  stalemate  whereby  our  legisla- 
ture, despite  frequent  appeals,  steadfastly 
refuses  to  amend  our  divorce  laws  to  pro- 
vide grounds  other  than  adultery  for  di- 
vorce.7 Moreover,  our  sex  laws  continue 
to  make  sin  illegal  despite  the  wisdom  of 
Spinoza  that  “He  who  tries  to  fix  and  de- 
termine everything  by  law  will  inflame 
rather  than  correct  the  vices  of  the  world.” 
In  other  particulars,  however,  the  ro- 
mance between  law  and  religion  has  cooled, 
as  is  shown  by  the  Supreme  Court’s  school 
prayer  decision'  and  I hope  will  be  shown 
when  Connecticut’s  contraception  statute 
is  finally  held  to  be  an  unwarranted  intru- 
sion into  privacy  and  an  unjustifiable  in- 
fringement on  the  physician-patient  privi- 
lege.7 The  objection  to  law’s  capitula- 
tion to  religion  was  succinctly  expressed 
by  James  Bryce  who  said: 

The  effort  to  base  legal  rules  on  moral  and 
religious  principles  leads  naturally  to  cau- 
sistry,  and  away  from  that  common-sense 
view  of  human  transactions  and  recognition 
of  practical  consequences  which  ought  to  be 
the  basis  for  law.8 

Let  us  now  turn  to  the  law’s  young  love 
with  its  teacher,  namely  philosophy. 

Those  amorous  philosophers 

There  is  the  old  story  about  the  differ- 
ences between  the  philosopher,  the  theo- 
logian, and  the  lawyer.  The  philosopher 
goes  into  a dark  cellar  at  midnight  to  look 
for  a black  cat  that  isn’t  there.  The  theo- 
logian sees  the  cat.  The  lawyer,  however, 
smuggles  the  cat  in  his  coat  pocket,  then 
emerges  from  the  celler  to  produce  it  in 
triumph ! 

Anglo-American  legal  history  shows  that 
following  a period  of  strict  law,  there  comes 
an  era  of  equity  when  the  qualities  of  mercy 
are  not  strained  and  that  serves  as  a pre- 
lude to  the  maturity  of  law  and  its  eventual 
socialization/'  In  the  latter  stages  the 

‘ Engel  v.  Vitale,  370  U.S.  421  (1962). 

* The  most  extreme  example  of  ridiculous  application  of 
antibirth  control  statutes  is  State  v.  Nelson , 126  Conn.  412 
(1940),  where  it  was  argued  that  the  Connecticut  statute 
outlawing  “a  medical  article  or  instrument  for  the  purpose 
of  preventing  conception”  might  include  a calendar  used  for 
the  rhythm  system! 

k Pound’s  five  stages  of  legal  history  are:  primitive  stage, 

period  of  “strict  law,”  equity  and  natural  law,  maturity  of 
law,  and  socialization  of  law.  See  Pound,  R.:  The  end  of 

law  as  developed  in  legal  rules  and  doctrines,  Harvard  Law 
Rev.  27:  195  (1914). 
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sources  of  law  are  multifarious.  To  return 
to  our  erotic  image,  after  its  “puppy  love” 
with  religion,  law  in  puberty  rids  itself  of 
its  Oedipus  complex  and  is  dazzled  by  the 
humanistic  values  of  philosophy.  Whether 
the  categorical  imperative  of  Kant  is  trans- 
muted into  the  utilitarianism  of  Jeremy 
Bentham,  or  the  Hegelian  triad  of  thesis, 
antithesis,  and  synthesis  into  the  dialectics 
of  analytical  jurisprudence,  or  the  twice- 
blessed  Aristotlean  natural  law  of  Saint 
Thomas  into  the  law  of  nations,  the  domi- 
nant philosophy  of  the  times  leaves  its 
imprint  on  the  law.  Until  quite  recently 
when  the  philosophy  of  science  became  the 
vogue,  any  philosopher  worthy  of  belief 
spent  a great  deal  of  his  time  philosophizing 
about  law.  Reciprocally,  the  law  expressed 
the  value  system  implicit  in  the  prevailing 
philosophy. 

Familiarity,  however,  does  not  breed 
content.  Philosophy,  the  bright  young 
teacher,  loses  his  appeal,  and  in  maturity 
the  law  turns  to  still  other  sources  for  the 
satisfaction  of  its  troublesome  libido.  One 
of  these  is  science,  and  we  will  dwell  on  this 
because  the  affair  still  persists  while,  at  the 
same  time,  the  law  continues  its  long  as- 
sociations with  religion  and  philosophy. 

Law’s  affair  with  science 

Strumpet  that  she  is,  the  law  began  to 
flirt  with  science  while  she  still  was  com- 
mitted to  religion  and  philosophy.  The 
flirtation  began  when  provision  was  made 
for  the  appearance  of  the  expert  in  legal 
proceedings.  Since  about  the  fourth  cen- 
tury, medical  experts  have  been  called  on 
to  present  their  opinions  in  court.  It  may 
not  generally  be  appreciated  that  such 
was  and  is  a notable  exception  to  the  rules 
of  evidence  which  ordinarily  exclude,  as 
hearsay,  opinions  as  distinguished  from 
facts/  The  expert,  when  duly  qualified, 
in  a sense  is  permitted  to  usurp  the  fact- 
finder’s function  of  drawing  inferences  and 
conclusions.  The  ordinary  witness,  on 
the  contrary,  will  not  be  permitted  to  in- 
dulge in  speculation  or  conjecture.  If 
doctors  sometimes  wonder  why  law  pre- 
sumes to  let  counsel  cross-examine  and 
question  both  their  qualifications  and  testi- 
mony, it  might  be  well  to  remember  that 
the  expert,  as  such,  is  permitted  to  perform 
a unique  function.  I might  also  add,  if 


the  expert  has  humility,  he  appreciates 
that  cross-examination  is  not  presump- 
tuous, that  medicine  is  more  of  an  art  than 
a science,  and  that  it  is  prudent  to  require 
any  expresser  of  opinion  to  state  the  rea- 
sons for  his  conclusions.  We  require  as 
much  even  of  judges;  in  this  country  they 
must  set  forth  in  writing  the  reasons  for 
their  conclusions,  and  if  they  err,  they  are 
exposed  to  the  critiques  of  appellate  courts 
and  the  law  reviews. 

The  path  of  true  love,  however,  has  not 
been  smooth  or  serene.  Law  in  its  ma- 
turity remembers  its  first  loves,  and  its 
performance  is  calculated  accordingly.  The 
deeply  held  dogmas  and  superstitions  of 
the  populace  continue  to  be  served  long 
after  their  unrealistic  or  fallacious  char- 
acter has  been  exposed  by  science  or  reason. 
True,  the  absolutes  of  religion  tend  to  be 
tempered  and  compromised  by  law,  and  the 
categorical  imperatives  of  philosophy  are 
mellowed  by  experience,  but  this  does  not 
mean  they  are  forsaken.  The  law’s  ac- 
ceptance of  norms,  from  whatever  source, 
usually  is  a qualified  or  limited  one;  for 
interests,  claims,  and  desires  must  be  rec- 
ognized and  delimited  in  terms  of  other 
competing  interests,  claims,  and  desires, 
and  such  is  done  by  a weighing  and  balanc- 
ing process.2  9 The  essence  of  law  is  com- 
promise, and  none  of  law’s  loves  have  had 
complete  fulfillment. 

In  the  law  of  torts  and  in  the  law  of 
crimes,  for  example,  there  has  been  a reluc- 
tance to  impose  the  duty  of  being  a Good 
Samaritan  unless  such  is  contracted  for  or 
there  is  a pre-existing  relationship  that  im- 
plies such  a duty.  Although  it  is  immoral 
to  desist  from  helping  others  in  serious  peril 
when  there  is  no  great  danger  or  incon- 
venience incident  to  the  rescue,  ordinarily 
the  law  will  not  punish  such  nonfeasance. 
A judge  once  piously  remarked  that 
punishment  of  the  bad  Samaritan  should 
be  left  to  the  “higher  law”  and  the  “voice 
of  conscience.”'  The  law,  at  most,  re- 
flects a minimum  ethic,  and  it  has  been 
said  that  to  equate  legality  with  morality 
is  to  accept  the  morals  of  a scoundrel.10 

It  is  my  observation  that  too  many 
physicians  have  been  equating  morality 
with  liability.  Within  the  past  five  years, 
perhaps  half  our  states  have  enacted  special 

1 Union  Pacific  R.  Co.  v.  Cappier , 66  Kan.  649,  72  Pac.  281 
(1903). 
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legislation  immunizing  the  medical  profes- 
sion from  liability  for  emergency  first  aid 
rendered  to  nonpatients.11  These  statutes, 
which  vary  in  detail  and  coverage,  were 
passed  because  of  an  anomalous  hysteria 
and  superstition  that  spread  like  a conta- 
gion throughout  the  medical  profession. 
Although  one  would  have  hoped  that  men 
of  science  would  be  immune  to  old  wives’ 
tales,  the  fiction  that  the  medical  Good 
Samaritan  had  frequently  been  sued  for 
malpractice  was  accepted  as  gospel.  As  a 
matter  of  fact,  the  law  department  of  the 
American  Medical  Association  reported  a 
year  or  so  ago  that  there  was  no  reported 
case  in  the  United  States  that  imposed  such 
liability,  although  I understand  that  within 
the  last  year  there  finally  have  been  one  or 
two  such  cases.  The  point  is  that  unrea- 
soning and  unfounded  fear  of  possible 
liability  led  doctors,  who  had  taken  the 
Hippocratic  oath,  to  announce  that  they 
should  shun  their  professional  and  moral 
duty  to  assist  persons  in  distress.  Nor  is 
this  the  only  example  of  bad  Samaritan- 
ship. 

Recently,  the  so-called  “battered  child” 
syndrome  has  provoked  study  and  com- 
ment. It  was  my  privilege  some  years  ago 
to  get  in  on  the  ground  floor  of  this  prob- 
lem. Miss  Elizabeth  Elmer,  a social 
worker,  consulted  me  before  she  began  her 
research  and  outlined  the  dimensions  of 
the  problem.  She  pointed  out  that  be- 
cause of  fear  of  contingent  liability,  doctors 
and  hospitals  were  not  reporting  extremely 
suspicious  cases  of  child  abuse.  I was 
appalled  that  such  a motivation  would  oc- 
casion the  dereliction  of  professional  duty 
when  a child’s  life  might  be  forfeited. 
More  recently  I have  been  disturbed  by  the 
typical  experience  even  under  the  “bat- 
tered child”  statutes,  namely,  that  hospi- 
tals and  doctors  still  refuse  to  report  highly 
suspicious  cases  where  the  report  must  be 
made  to  police  rather  than  to  health 
authorities. 12  The  only  mitigation  I know 
of  for  such  unprofessional  conduct  is  that 
doctors  are  human  and  that  the  ordinary 
citizens  of  Queens  County  stood  idly  by 
when  Kitty  Genovese  was  murdered  be- 
cause they  didn’t  want  to  get  involved. 
What  a horrible  mitigation ! And  it  should 
be  noted  that  the  cowards  of  Queens  re- 
fused to  risk  their  lives,  whereas,  those  who 
fail  to  report  the  battered  child  merely  re- 


fuse to  risk  their  time  or  money.  I sub- 
mit that  medical  schools  and  law  schools 
are  in  sore  need  of  meaningful  courses  to 
inculcate  the  meaning  of  professional  re- 
sponsibility, otherwise  our  critics  may  be 
able  to  support  the  claim  that  we  are 
businesses  rather  than  professions."* 

The  sordid  side  of  the  affair  between  law 
and  science  in  addition  to  sins  of  omission 
also  involves  overt  misconduct.  On  the 
one  hand,  law  has  permitted  medicine  to 
go  too  far  too  early,  and  on  the  other,  law 
has  not  responded  soon  enough.  For 
example,  many  states  have  improvidently 
passed  sterilization  laws  that  are  applicable 
to  habitual  criminals  or  to  the  feeble- 
minded. Justice  Holmes’  famous  quota- 
tion that  “three  generations  of  imbeciles 
are  enough”'*  reflected  his  deference  to 
medical  judgment,  although  his  long  as- 
sociation with  the  autocrat  at  the  break- 
fast table  should  have  warned  him  against 
blind  acceptance  of  medical  lore.13  For  in 
a few  years  medical  judgment  regarding 
feeble-mindedness  and  inheritance  re- 
versed itself  on  the  sterilization  issue,  and 
after  Hitler’s  “scientific”  purification  of  the 
Nordics,  revulsion  against  sterilization  set 
in.14 

The  law  was  unresponsive  too  long  in  the 
case  of  blood  tests,  and  it  has  taken  a uni- 
form act  to  reverse  some  of  the  poetic 
justice  in  Joan  Barry’s  triumph  over 
Charlie  Chaplin.  The  more  enlightened 
states,  such  as  New  York,  finally  have 
accepted,  as  conclusive,  competent  proof 
that  excludes  paternity."  This  reminds 
me  of  Schatkin’s15  delightful  case  that  he 
cites  as  having  occurred  in  Virginia.  An 
unmarried  mother  in  that  state  swore  out  a 
warrant  for  a paternity  proceeding.  The 
district  attorney,  armed  with  affidavits 
from  the  complainant  and  her  mother, 

m A study  at  Yale  a few  years  ago  disclosed  that  legal 
education  as  compared  with  medical  education  was  more 
broadening  and  that  medical  students  became  less  altruistic 
but  law  students  more  altruistic  by  their  senior  years. 

n Buck  v.  Bell , 274  U.S.  200  (1927).  Compare,  Skinner  v. 
Oklahoma,  316  U.S.  535  (1942).  At  least  29  states  have 
eugenic  sterilization  laws.  E.  J.  Coogan,  M.D.,  who  later 
investigated  the  facts  of  Buck  v.  Bell  reported  that  the  pa- 
tient and  her  mother  were  both  morons  rather  than  imbeciles, 
that  the  illegitimate  daughter  was  only  a month  old  when  it 
was  concluded  that  she  too  was  mentally  defective,  and  that 
it  was  a Red  Cross  nurse  who  was  the  “expert”  who  made 
that  estimate.  See  O’Hara,  J.  B.,  and  Sanks,  T.  H.:  Eugenic 
sterilization,  Georgetown  Law  J.  45:  20  (1956):  and  Temple 
Law  Quart.  23:  99  (1949). 

0 See  N.  Y.  CPLR  §3121  which  provides  that  blood  group- 
ing tests  shall  be  made  where  such  is  relevant  to  an  issue  in 
any  action.  See  also  Dennis  v.  Dennis , 191  N.Y.S.2d  729. 
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confidently  proceeded  to  trial.  But  at  the 
trial  he  was  met  with  the  perfect  legal 
defense.  The  defendant  claimed  that  it 
was  impossible  for  paternity  to  rest  where 
charged.  It  was  impossible  because  the 
defendant  was  a female!  A medical  exami- 
nation confirmed  that  fact,  and  when  the 
prosecutor  dismissed  the  complaint,  he  was 
heard  to  state  lamely  that  perhaps  he  had 
overlooked  other  possibilities  as  to  the 
paternity  of  the  child ! 

Because  of  time  and  space  limitations  I 
will  avoid  any  discussion  of  malpractice, 
the  most  turbulant  area  of  inter-relationship 
between  law  and  medicine,  other  than  to 
note  that  the  preferred  position  of  the  doc- 
tor in  such  suits  does  bespeak  affection  and 
respect,  no  matter  how  much  ambivalence 
may  be  manifested  by  the  doctrine  of  res 
ipsa  loquitur.  There  remains  but  one 
other  area  of  disenchantment  that  I care 
to  comment  on  before  turning  to  examples 
of  rapport  and  to  the  conclusion  of  this 
discussion.  I refer  to  the  moral  and  legal 
issue  of  criminal  responsibility  and  the 
treatment  of  offenders. 

The  criminal  law,  no  less  than  family 
law,  historically  was  shaped  by  norms  de- 
rived from  religion  and  philosophy.  Its 
punitive  precepts  largely  have  been  dis- 
credited by  social  science  and  behavioristic 
psychology,  but  as  yet  the  public  is  unwill- 
ing to  convert  prisons  into  hospitals.  In 
the  few  instances  where  our  legislators  have 
listened  to  the  so-called  experts  and  have 
tried  a “scientific”  approach,  the  results 
have  not  been  encouraging.  The  sex  psy- 
chopath  acts,  for  example,  presume  that 
medical  treatment  rather  than  incarcera- 
tion should  be  the  objective  of  a sound 
penology  and  that  an  indeterminant  sen- 
tence until  “cured”  protects  society  and 
rehabilitates  the  offender.  The  only  trouble 
is,  the  institutions,  doctors,  specialists, 
personnel,  buildings  and  equipment,  funds, 
and  knowledge  needed  to  make  such  a law 
work  have  not  been  forthcoming.16  In 
large  measure  these  acts  have  become  dead 
letters  because  necessary  resources  are 
lacking,  and  where  they  are  used,  it  is  the 
public  nuisance  offender,  such  as  the  ex- 
hibitionist, the  peeping  tom,  or  the  homo- 
sexual, who  is  processed  under  their 
terms. 17 

The  enactors  of  sex  psychopath  laws, 
like  the  manufacturer  of  the  Edsel,  relied 


on  scientific  know-how  and  came  up  with  a 
cropper. 

The  handling  of  the  issue  of  legal  insanity 
has  not  been  a happy  experience  for  law  or 
medicine.  Without  going  into  the  merits 
or  demerits  of  M’Naghten  versus  Durham, v 
it  is  sufficient  to  point  out  that  the  rela- 
tionship between  law  and  psychiatry  has 
symptoms  of  a manic-depressive  psycho- 
sis. The  battle  of  experts  in  the  court- 
room during  the  adversary  stage  certainly 
may  manifest  furor,  hostility,  and  over- 
talkativeness, and  the  result  may  be  de- 
pressing. Law  and  psychiatry  fare  much 
better  in  private.  The  issue  of  compe- 
tence to  stand  trial,  for  example,  is  not  as 
overladen  with  emotion,  and  our  profes- 
sions should  be  made  aware  of  the  sub- 
stantial progress  that  has  been  made  in 
medical-legal  teamwork  on  that  issue. 
Rarely  is  there  a rejection  of  the  psychiatric 
evaluations  and  reports  of  Bellevue  and 
Kings  County  Hospitals  on  the  competency 
to  stand  trial  issue,  and  well  over  95  per 
cent  of  our  cases  that  involve  insanity  pleas 
are  disposed  of  at  the  pretrial  stage  on  the 
basis  of  such  reports. 18  In  other  words, 
legal  and  medical  literature  has  been  im- 
practical in  overdiscussing  the  “responsi- 
bility” issue  to  the  neglect  of  the  “com- 
petency to  stand  trial”  issue.  I am  in- 
formed that  within  recent  memory  there 
has  not  been  a successful  “not  guilty  by 
reason  of  insanity”  plea  resulting  in  an 
acquittal  in  Manhattan.  Dozens  if  not 
hundreds  of  cases  have  been  disposed  of  on 
the  competency  issue. 

Although  all  would  not  agree,  most  of  us 
would  single  out  the  impartial  medical 
expert  system  as  a happy  example  of  the 
interrelationship  of  law  and  medicine. 19 
Perhaps  the  same  technic  could  be  em- 
ployed at  various  stages  when  there  is  an 
issue  as  to  insanity,  whether  it  be  at  com- 
mitment, on  demand  for  release,  or  other- 
wise. Recent  due  process  developments 
as  to  the  right  to  counsel  may  very  well  ex- 
tend to  a right  to  independent  medical  or 
psychiatric  opinion,  and  where  an  inmate 
brings  habeas  corpus,  fairness  may  require 
a noninstitutional  evaluation.17 

p M'Naghten's  case , 10  Clark  & Fin.  200,  8 Eng.  Rep.  718 
(1843);  Durham  v.  United  States,  214  F.  2d  862  (D.C.  Cir. 
1954). 

® Recent  amendments  to  the  N.Y.  Mental  Hygiene  Law, 
which  went  into  effect  September  1,  1965,  provide  for  access 
to  independent  psychiatrists  on  the  issue  of  whether  an 
inmate  should  or  should  not  be  released. 
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Although  it  would  be  fatuous  to  pretend 
that  all  is  serene  between  law  and  medicine, 
I do  want  to  point  out  that  interprofessional 
teamwork  is  going  on  in  many  areas.  As 
the  war  against  poverty,  the  campaign 
against  mental  retardation,  and  other  pro- 
grams get  under  way,  it  will  be  natural  and 
inevitable  that  closer  liaison  develops.  It 
is  my  judgment  that  outside  the  adversary 
arena,  men  of  good  will  may  find  it  rela- 
tively easy  to  communicate  and  to  bring 
their  insights  and  experience  to  bear  on 
mutual  problems.  As  in  the  case  of  all 
true  love,  there  must  be  a basis  of  mutual 
respect  and  an  appreciation  of  the  other’s 
skills  and  accomplishments.  The  first 
step  toward  a mutual  admiration  society  is 
to  eliminate  stereotypes.  The  lawyer  is  a 
counselor  as  well  as  an  advocate,  a problem 
solver  as  well  as  an  adversary.  There  are 
but  few  Perry  Masons,  and  the  average 
district  attorney  is  not  so  stupid  as  Mr. 
Berger.  On  the  other  hand,  Dr.  Arrow- 
smith,  Dr.  Kildare,  and  Ben  Casey,  are  not 
typical  specimens  of  the  medical  profes- 
sion. And  doctors  counsel,  advise,  and 
solve  problems. 

Conclusion 

Although  I have  devoted  most  of  my 
time  to  describing  the  love  life  of  the  law, 
it  should  not  be  assumed  that  I regard  its 
present  attachment  to  science  as  a mesal- 
liance/ You  will  recall  I referred  to  poly- 
andry. Law  as  a means  of  social  control 
and  as  a repository  of  current  values  must 
relate  to  religion,  mortality,  philosophy, 
and  science.  It  cannot  practice  monog- 
amy. “Law  is  neither  formal  logic  nor  the 
embodiment  of  inexorable  scientific  laws. 
It  is  a human  institution,  created  by  human 
agents  to  serve  human  ends.”20 

Insofar  as  the  study  of  law  is  concerned, 
the  question  no  longer  is  that  of  the  general 
relevance  of  materials  from  other  disci- 
plines. The  knowledge  and  insights  of  the 
natural  and  social  sciences  are  not  only 
pertinent  but  also  essential  to  an  intelligent 

r Justice  Brandeis  is  quoted  as  having  remarked  that  “a 
lawyer  who  has  not  studied  economics  and  sociology  is  very 
apt  to  become  a public  enemy.”  Brandeis,  L.D.:  The 

living  law,  Illinois  Law  Rev.  10:  461  (1915).  He  also  said: 
“What  we  need  to  do  is  not  to  displace  the  courts,  but  to 
make  them  efficient  instruments  of  justice;  not  to  displace 
the  lawyer,  but  to  fit  him  for  his  official  or  judicial  task.” 


study  of  law.  The  issue  is  that  of  specific 
relevance:  what  materials,  how  much,  and 
how  to  integrate.  Legal  education  is  at- 
taining greater  breadth,  and  it  may  be  that 
medical  education  should  seriously  consider 
whether  or  not  it  has  sufficient  breadth.21 
Hopefully,  the  practice  of  law  and  the  legal 
process  will  come  to  rely  more  and  more  on 
scientific  knowledge. 

If  I have  exhausted  my  listeners  rather 
than  my  subject,  I hope  you  will  forgive 
me.  After  all,  this  has  been  a unique  as- 
signment, and  my  only  consolation  is  that 
who  can  tell  what  will  come  from  such 
small  beginnings. 

Since  I began  with  Voltaire,  I might  as 
well  end  with  him.  He  once  said,  “if  I had 
more  time,  I would  have  written  a shorter 
letter!”  If  I had  had  more  time,  I am 
quite  sure  I would  have  written  a shorter 
article  about  that  lovable  harlot  we  call  the 
law. 
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Short  Form  for 
Autopsy  Recording 


■ 

JOHN  KWITTKEN,  M.D. 

Mount  Vernon,  New  York 

Associate  Pathologist  and  Associate  Director  of 
Laboratories,  Knickerbocker  Hospital,  New  York  City 

It  is  evident  to  the  average  practicing 
pathologist  that  there  is  an  urgent  need  for 
better  and  more  practical  methods  of  re- 
cording necropsy  data.  Either  the  present 
forms  are  extremely  detailed,  long,  and 
cumbersome,  utilizing  much  time  and  ex- 
pense on  the  parts  of  instructors,  prosectors, 
and  secretaries,  or  too  short  and  incom- 
plete, making  the  entire  procedure  worth- 
less and,  hence,  also  costly  in  time  and 
money. 

The  need  for  newer,  improved,  and  more 
concise  methods  has  developed  largely  be- 
cause of  both  the  increasing  shortage  of 
pathology  residents  and  the  increasing  pro- 
portion of  foreign  residents  being  trained 
in  pathology  who  have  utmost  difficulty 
with  the  English  language.  For  these 
reasons,  I have  devised  a short  form  for 
necropsy  recording  which  has  been  used 
with  success  for  approximately  two  years 
at  Knickerbocker  Hospital  and  is  described 
in  this  report. 

Description  of  protocol 

The  protocol  is  a printed  form  of  stand- 
ard thickness  consisting  of  1 sheet  of  paper 
21  inches  long.  The  lower  10-inch  portion 


is  8 inches  wide  while  the  upper  11-inch  por- 
tion is  8y2-inches  wide;  when  the  form  is 
completed,  the  lower  portion  is  folded  over 
the  upper  portion,  thus  leaving  exposed  a 
1-inch  strip  along  the  upper  margin  and  a 
V2-inch  strip  along  the  left  margin  (Fig.  1). 
Therefore,  at  a glance  in  the  file,  the  pa- 
tient’s name,  the  autopsy  number,  and  the 
anatomic  diagnoses  are  readily  observed. 
Also,  the  protocol  can  be  easily  incorporated 
into  the  patient’s  chart  by  means  of  holes 
punched  in  the  exposed  strip  at  the  left 
margin.  When  folded,  the  protocol  is  the 
size  of  a standard  sheet  of  typewriter  paper. 

As  you  will  note  from  reading  a sample 
form,  space  is  conserved  by  not  describing 
normal  findings  and  avoiding  the  use  of 
complete  sentences  (Figs.  2 and  3).  Should 
the  prosector  need  more  writing  space,  he 
may  either  utilize  the  portion  marked 
“ADDITIONAL  DATA”  and/or  the  back 
of  the  folded  form.  Should  he  need  still 
more  space,  a separate  piece  of  paper  may 
be  inserted  between  the  leaves  of  the  folded 
protocol.  In  the  overwhelming  majority 
of  instances,  however,  adequate  space  is 
provided.  For  the  purpose  of  easy  dupli- 
cation, additional  forms  printed  on  onion- 
skin paper  along  with  carbon  paper  of  the 
same  size  have  been  made. 

Comment 

It  is  realized  that,  as  with  all  short-cut 
methods,  omissions  take  place,  the  relative 
importance  of  which  must  be  weighed 
against  the  advantages  offered.  Un- 
doubtedly, it  will  be  argued  by  many  that 
a basic  omission  and  shortcoming  of  the 
proposed  protocol  is  the  deprivation  to  the 
resident  pathologist  of  adequate  training 
in  descriptive  gross  pathology.  Is  this  a 
valid  criticism?  I do  not  believe  so. 
Many  of  the  long  protocols  in  current  usage 
consist  of  stereotyped,  superfluous  words, 
phrases,  and  sentences  to  which  the  pro- 
sector  merely  inserts,  for  the  most  part, 
isolated  descriptive  words  and  phrases, 
leaving  little  room  for  imaginative  and 
creative  thinking.  The  proposed  form,  how- 
ever, not  only  encourages  the  prosector  to 
think  on  his  own,  but  also  compels  him  to 
describe  gross  pathologic  changes  concisely 
and  accurately. 

It  is  not  necessary  to  describe  normal 
tissues  which  form  large  proportions  of 
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KNICKERBOCKER  HOSPITAL 


AUTOPSY  PROTOCOL 


NAME:  Doe,  John  AUTOPSY  NUMBER:  A-65-35 


PROVISIONAL  ANATOMIC  DIAGNOSIS: 


1.  Stanosing  coronary  arteriosclerosis,  moderate,  bilateral 

2.  Occlusive  thrombosis,  recent,  left  anterior  descending  coronary  artery 

3.  Acute  myocardial  infarct,  anterior  wall  left  ventricle 
U.  Acute  pulmonary  edema 

5.  Pleural  effusion,  bilateral 
b.  Status  post-appendectomy,  remote 


FINAL  ANATOMIC  DIAGNOSIS: 


1.  Stanosing  coronary  arteriosclerosis,  moderate,  bilateral 

2.  Occlusive  thrombosis,  recent,  left  anterior  descending  coronary  artery 

3.  Acute  myocardial  infarct,  anterior  vail  left  ventricle 
1.  Acute  pulmonary  edema 

5.  Pleural  effusion,  bilateral 
b.  Status  post-appendectomy,  remote 


John  Kwittken,  M.D. 
Associate  Pathologist 


M.D. 


FIGURE  1.  Completed  form  as  observed  in  file  with  lower  portion  folded  over  upper  portion. 
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NAME:  Doe,  John  AUTOPSY  NUMBER:  A- 65-35 

DATE  AND  TIME  OF  ADMISSION:  March  7,  1965;  2. 40  pm  HOSPITAL  NUMBER:  123456 

DATE  AND  TIME  OF  DEATH:  March  8,15*65;  9.30  A.M.  SERVICE:  Madicine 

DATE  AND  TIME  OF  AUTOPSY:  March  13,1965;  10*30  A.M.  PHYSICIAN:  Dr.  Janes  Smith 

AGE:  48  SEX:  ffele  PROSECTOR:  Dr.  William  Jones 

RACE:  Caucasian  EXTENT  OF  EXAM.:  No  restrictions 

PERTINENT  CLINICAL  DATA  ( occupation,  chief  complaint,  present  and  past  history,  physical  and  laboratory  findings, 
hospital  course,  clinical  impression  ) : Business  executive;  crushing  chest  pain  with  radiation  to 
left  shoulder  of  two  hour's  duration;  appendectomy  1940;  HP  60/20;  PE  180, regular; 

RR  40:  moist  rales  throughout  lung  fields;  cold  clammy  skin;  WBC  17,000  with  95$  polys; 

Hgb  14.5  J EKQt  anterior  wall  myocardial  infarct,  recent;  rapidly  downhill  course; 
clinical  impression:  acute  anterior  wall  myocardial  infarct. 

UNLESS  OTHERWISE  SPECIFIED,  ALL  BELOW  ANATOMIC  PARTS  OR  FEATURES  ENCLOSED  WITHIN 
PARENTHESES  ARE  EXAMINED  GROSSLY  AND  APPEAR  UNREMARKABLE.  ALL  ANATOMIC  PARTS  OR 
FEATURES  I)  WHICH  ARE  UNDERLINED,  2)  WHICH  ARE  NOT  EXAMINED  ANdS)  WHICH  APPEAR 
GROSSLY  ABNORMAL  ARE  SO  DESCRIBED  OR  STATED. 

EXTERNAL  EXAMINATION  ( nutrition,  development,  habitus,  length,  weight,  rigor,  livor,  temperature,  hair  color, 
amount  and  distribution  of  hair,  head,  neck,  thorax,  abdomen,  extremities,  breasts,  genitalia,  skin,  fontanels  and  cranial 
dimensions  in  infants,  eyes,  ears,  nose,  lips,  oral  cavity,  anus,  lymph  nodes,  digits,  nails,  soft  tissues,  bones  ) : 

Well  developed;  well  nourished;  athletic;  70  inches;  160  lbs.;  moderate  rigor  and 
dependent  lividity;  body  cold;  dark  brown  hair;  cyanosis  of  lips  and  fingers;  well 
healed  oblique  skin  scar,  8.5  cm.  long,  right  lower  quadrant  of  abdomen. 

PRIMARY  INCISION:  ( type  of  incision,  thickness  of  subcutaneous  fat  of  abdominal  wall,  disposition  of  viscera,  height 
of  diaphragm,  thoracic,  abdominal  and  pericardial  cavities  ) : Thorac O— abdominal  incision;  3.5  cm,  thickness 
of  subcutaneous  fat,  abdominal  wall;  1000  cc.  clear  yellow  fluid,  right  thoracic  cavity; 
800  cc.  clear  yellow  fluid,  left  pleural  cavity;  5 cc.  clear  yellow  fluid,  pericardial 
cavity. 

CARDIOVASCULAR  SYSTEM  ( heart:  weight,  size,  shape,  consistency,  pericardium,  epicardial  fat,  myocardium  including 
thickness  of  ventricles,  endocardium,  chambers,  valves  with  ring  measurements,  fetal  orifices,  pattern  and  abnormalities 
of  coronary  arteries  — aorta  and  large  arteries  — inferior  vena  cava  and  large  veins  ):  Heart  390  gm.  ; maximum 
of  60$  stenosis  of  both  coronary  arteries  by  concentric,  focally  calcific  arterio- 
sclerosis with  occlusion  of  left  anterior  descending  branch  by  soft, friable  dark-red 
blood  clot  at  1.5  cm.  from  origin;  extensive  softening  of  inferior  half  of  myocardium, 
anterior  wall  left  ventricle,  with  reddish-yellow,  dull  appearance;  group  I coronary 
artery  pattern. 

RESPIRATORY  SYSTEM  ( larynx  --  tracheo-bronchial  tree  --  lungs:  weight,  size,  shape,  crepitance,  consistency,  visceral 

pleura,  cut  surface,  vasculature  ) : Abundant  frothy  pink  rxuld  in~ tracheo— bronchia]  tree;  right 

lung  800  and  left  lung  1000  gra.,  voluminous,  moderately  subcrepitant,  parenchyma 
dark-red  with  abundant,  watery  pink  fluid  exuding  from  cut  surfaces. 


DIGESTIVE  SYSTEM  ( liver:  weight,  size,  shape,  consistency,  capsule,  external  and  cut  surfaces,  vasculature,  biliary' 
system  --  gall  bladder  --  pancreas:  weight,  size,  shape,  consistency,  cut  surface  --  pharynx  - esophagus  — stomach  --  small 
bowel  - large  bowel  - appendix  - salivary  glands  ):  liver  1400  gm.;  appendix  absent;  salivary 

glands  not  examined. 

FIGURE  2.  Upper  portion  of  protocol. 
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HEMIC  AND  LYMPHATIC  SYSTEMS  ( spleen:  weight,  size,  shape,  consistency,  capsule,  cut  surface,  vasculature  - bone 
marrow : color,  consistency,  quantity  and  texture  of  expressed  marrow  - visceral  lymph  nodes  ) : 

Spleen  100  gnu 


ENDOCRINE  SYSTEM  ( thymus:  weight,  size,  shape  - thyroid:  weight,  size,  shape,  consistency,  cut  surface  -- 
parathyroids  --  adrenals : weight,  size,  shape,  consistency,  cut  surface  --  pituitary  --  pineal  ) : 

Thymus  not  identified;  thyroid  18  gnu;  right  adrenal  9 and  left  adrenal  10  gnu 


GENITOURINARY  SYSTEM  ( kidneys:  weight,  size,  shape,  consistency,  capsule,  cortical  surface,  cut  surface,  pelvis, 
calyces  --  ureters  --  urinary  bladder  --  urethra  - prostate  --  testes  --  seminal  vesicles  --  spermatic  cords  - epididymes  --  uterus 
- fallopian  tubes  --  ovaries  ) : 

Right  kidney  100  and  left  kidney  170  gnu 


SUPPORTING  STRUCTURES  ( musculature  --  ligaments  - omentum  - mesentery  --  soft  tissues  --  bones  - bursas  — 
tendons  - joints  ) : 


Unremarkable. 


CRANIUM  AND  CENTRAL  NERVOUS  SYSTEM  ( cranium  --  dura  and  venous  sinuses  --  arterial  tree  - paranasal 
sinuses  --  middle  ears  - brain:  weight,  size,  shape,  consistency,  leptomeninges,  gyri,  sulci,  cranial  nerves,  cut  surface  — 
spinal  cord  ) : Paranasal  sinuses  and  Kiddle  ears  not  examined;  brain  1200  gm;  spinal  cord 

not  examined. 


ADDITIONAL  DATA  ( gross  descriptions,  bacteriology,  toxicology,  photography,  microscopic  notes,  clinico-pathologic 
correlation,  references,  etc.  ) : 


None. 

FIGURE  3.  Lower  portion  of  protocol. 


many  currently  used  protocols.  Complete 
sentences  are  not  needed  for  pathologic  de- 
scriptions. Diseased  tissue  can  be  thor- 
oughly described  by  means  of  phrases  or 
portions  of  sentences.  The  necropsy  pro- 
tocol is  a document  composed  of  scientific 
data  and  should  not  be  treated  as  an  Eng- 
lish composition. 


Summary 

A short  form  for  autopsy  recording  is  de- 
scribed which  contains  as  much  informative 
data  as  currently  used  longer  forms  and 
also  encourages  the  prosector  to  describe 
gross  pathologic  changes  with  conciseness 
and  originality.  Furthermore,  it  ensures 
considerable  saving  in  time  and  money. 
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Chaff  from  the  Bedside  Table  of  an  Insomniac.  Ill 


A researcher  must  explore  every  possibility, 

In  hopes  to  discover  one  true  probability. 

Yet,  he’ll  ne’er  look  askance 

At  a find  by  pure  chance, 

But  ascribe  his  success  to  serendipity. 

* * * 

Consider  this.  While  it  takes  a horse  to  be 
a thoroughbred, 

And  it  takes  a dog  of  impeccable  ancestry 
to  be  purebred, 

It  takes  a man  to  be  ill  bred. 

* * * 

The  transition  from  the  youth  of  yesteryear 

avidly  examining  the  corset  advertisements  in 
a Sears  Roebuck  or  Montgomery  Ward  catalog 
behind  a locked  outhouse  door,  to  the  youth  of 
today  boringly  inspecting  a glossy-paged,  de- 
voted-to-the-salacious  magazine  in  a pine- 
paneled  recreation  room,  must,  I suppose,  be 
interpreted  as  representing  progress  of  a sort. 

* * * 

The  essence  of  the  American  brand  of 

democracy  is  that  you  don’t  have  to  matriculate 
at  an  Ivy  League  college  to  wear  an  Ivy  League 
shirt. 

* * * 

Memo  to  a politician.  While  success  at  the 
polls  may  automatically  entitle  you  to  the  use  of 
the  prefix  “Honorable”  to  your  name,  this  in  no 
way  represents  presumptive  evidence  as  to  the 
manner  you  conducted  your  campaign  and  does 
not  provide  irrefutable  testimony  of  your  con- 
duct in  office. 

* * * 

Questions  that  recur,  never  to  be 
answered.  Which  is  the  more  ridiculous:  a 
peasant  trying  to  act  the  part  of  a princess  or  a 
princess  trying  to  act  as  a peasant? 

Which  individual  causes  the  more  un- 
happiness and  produces  the  greater  misery: 
a “good”  woman  or  an  “evil”  man? 

How  is  it  you  find  so  many  of  the  same 
individuals  attending  “Ban-the-Bomb”  meet- 
ings and  those  meetings  concerned  with  the 
“Population  Explosion”? 

Why  do  those  who  so  often  “look  with  alarm” 
at  the  draining  of  our  gold  reserve  drive  foreign 
cars? 

* * * 

Now,  that  the  Supreme  Court  decision  of 
“one  man — one  vote”  has  not  only  forced  new 
methods  of  reapportionment  on  the  individual 
states  but  also  similar  changes  at  the  county 
level,  one  can,  I suppose,  expect  further  ex- 
tension, with  the  states  demanding  that  the 


principle  be  reflected  in  the  size  of  the  star  which 
represents  their  commonwealth  in  the  flag. 
Poor  little  Rhode  Island  would  probably  be 
known  as  the  “Asterisk  State.” 

* * * 

Notwithstanding  the  statements — sometimes 
of  hopeless  concern,  sometimes  pessimistic,  and 
sometimes  gloating — which  greet  the  publica- 
tion each  year  of  the  progressive  decline  in  the 
number  of  doctors  engaged  in  family  practice, 
there  remains  an  underlying,  not  always  rec- 
ognized, but  irreversible  fact,  namely:  As  long 
as  people  eat  there  will  be  an  inescapable  need 
for  the  “country  doctor.” 

Therefore,  it  follows,  that  in  view  of  this 
obvious  and  irrefutable  conclusion,  the  refusal 
of  governmental  agencies — be  they  legislative 
bodies,  state  medical  schools,  or  health  depart- 
ments— -to  grapple  with  the  problem  represents 
either  callous  indifference,  abysmal  ignorance, 
or  criminal  negligence.  Also,  the  studied 
evasion  of  some  private  medical  schools  of  a 
situation  rapidly  approaching  an  emergency 
state  can  only  be  interpreted  as  evidence  of  both 
professional  and  educational  irresponsibility. 

Conversely  the  responsible  concern  leading  to 
study  of  possible  solutions  and  the  implementa- 
tion of  planned  programs,  both  individual  and 
cooperative,  exhibited  by  some  medical  schools, 
some  medical  organizations,  and  certain  private 
foundations,  must  be  considered  as  in  the  finest 
tradition  of  both  the  medical  and  educational 
professions  and  in  line  with  their  avowed  duty  to 
all  segments  of  society. 

* * * 

It  is,  one  supposes,  a paradox  of  modern  living 
that  an  American  male  presumably  will  “walk  a 
mile  for  a Camel”  but  resents  having  to  travel  a 
hundred  yards  for  his  pay  check. 

* * * 

There  is  no  desire  on  my  part  to  project 
myself  into  the  middle  of  an  ever-enduring 
contest  between  a younger  generation  that  ac- 
cuses its  elders  of  questionable  acts  of  a selfish 
and  materialistic  character,  camouflaged  by  a 
tawdry  cloak  of  hypocrisy  woven  from  shoddy 
oral  declarations  of  idealism,  and  an  older  group 
which,  in  turn,  condemns  its  younger  generation 
as  lacking  a sense  of  moral  values  and  as  imbued 
with  an  egocentric  materialistic  philosophy. 

Without  taking  sides,  one  can  nevertheless 
sympathize  with  the  derisive  attitude  of  the 
youngsters  toward  what  they  describe  as  the 
“cornball”  quality  of  the  many  trite  adages  that 
deal  with  behavior  and  hold  out  great  rewards 
for  acts  of  self-abnegation.  Indeed  it  seems 
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fairly  clear  that  many  old  “saws”  have  “square” 
teeth. 

For  instance,  consider,  if  you  will,  the  hoary 
admonition:  “A  bird  in  the  hand  is  worth  two 
in  the  bush.”  Now,  I ask  you,  how  silly  can 
you  get:  Surely  two  birds  in  a bush  or  else- 

where have  more  fun,  more  purpose  in  the 
scheme  of  life,  and  more  potential  value  than 
one  bird  in  the  hand  or  a gilded  cage  or  any- 
where else. 

Or  take  this  somewhat  simple  advice  as  to  the 
proper  guide  to  an  individual’s  emotional  re- 
action: “Laugh  and  the  world  laughs  with  you, 
cry  and  you  cry  alone.”  Perhaps  there  was  a 
time  when  this  may  have  been  a valid  observa- 
tion, but  not  in  this,  the  age  of  the  amateur 
psychologist,  where  every  campus  casuist  and 
every  reader  with  access  to  the  drugstore  stack 
of  paperbacks  considers  himself  an  expert  in 
the  interpretation  of  the  emotional  symptom- 
atology of  personality  disorders.  So  it  is,  today: 

Laugh  and  you  will  be  labeled  an  elated 
manic  depressive — manic. 

Cry  and  you  will  be  a depressed  manic  de- 
pressive— depressed. 

Do  neither  and  you  are  an  indifferent  schizo- 
phrenic person. 

Then  there  are  those  proverbs  that  arbitrarily 
assume  a premise  which  if  granted  to  be  logical 
and  essentially  correct  must,  of  necessity,  lead 
to  a conclusion  that  the  obverse  is  likewise  an 
established  truth.  Thus  if  “The  early  bird 
catches  the  worm,”  then:  It  is  the  early  worm 
that  is  caught.  Or  if  “A  fool  and  his  money  are 
soon  parted,”  then:  A wise  man  dies  with  all 

his  money  intact. 

Again,  there  are  succinct  sentences  of  capsule 
advice  which  certain  modern  complexities  make 
no  longer  tenable.  For  example,  Poor  Richard’s 
appeal  calculated  to  instill  a habit  of  personal 
thrift,  “A  penny  saved  is  a penny  earned,” 
must,  because  of  events  of  the  day  be  altered  to: 
A penny  saved  is  subversive  since  it  contributes 
to  the  alarming  shortage  of  coins.  And:  A 

penny  earned  is  taxable. 


Bar  soap  stands  up 
to  bacteriological  tests 

Soap  and  water  cleanliness  receives  a boost 
through  recent  studies  designed  to  evaluate  the 
role  of  bar  soaps  without  antibacterial  additives 
in  the  spread  of  bacteria.  E.  A.  Bannan,  M.S., 


* * * 

The  inauguration  of  a “preceptorship  pro- 
gram” by  many  medical  schools,  whereby 
students  in  their  clinical  years  are  allowed  to 
elect  working  with  a selected  clinician  in  private 
practice,  is  a praiseworthy  project  that  should 
make  the  student  conversant  with  the  problems 
and  rewards  of  individual  practice  and  provide 
a factual  basis  to  guide  him  in  the  selection  of  the 
type  of  practice  he  desires  and  the  kind  of 
community  he  would  serve.  It  might  well  be 
that  this  excellent  program  could  be  supple- 
mented profitably  by  enlarging  the  planned 
procedure  to  provide  faculty  members  with 
similar  experience  in  community  practice  on  a 

temporary  schedule  by  serving  in  a locum 

tenens  capacity. 

* * * 

Ole  Doc  in  his  last  meeting  with  a soon-to- 
be-graduated  class  of  prospective  teachers: 
“I  wish  you  well  in  your  chosen  life’s  work  of 
building  a new  civilization,  but  would  charge 
you  to  remember  the  only  construction  material 
at  your  disposal  is  the  human  being.” 

* * * 

Memorandum  to  those  strange  voices  that 
sporadically  suggest,  as  an  answer  to  the 
shortage  of  physicians  in  our  rural  areas,  the 
eventual  use  of  partially  trained  paramedical 
technicians:  It  won’t  work;  the  same  thing  was 

tried  years  ago  in  education  in  the  same  rural 
areas  and  failed.  Such  a solution  would  prove 
just  as  unsatisfactory  as  “watering  the  milk”  by 
the  dairy  farmer  to  serve  the  dairy  needs  of  a 
city. 

In  the  practice  of  medicine,  particularly,  such 
an  ersatz  substitute  would  be  found  wanting, 
for  except  in  the  field  of  emergency  first  aid  it 
is  probable  that  the  sick  individual  would  be 
better  off  with  no  doctor  than  with  a poorly  or 
partially  trained  stand-in. 

WRC 


and  L.  F.  Judge,  Ph.D.,  reported  in  a recent  issue 
of  the  American  Journal  of  Public  Health  that 
tests  involved  in  the  studies  demonstrated  these 
facts  among  others:  (1)  Bacteria  are  not  trans- 

ferred from  person  to  person  through  use  of 
bar  soaps,  (2)  bar  soaps  do  not  support  the 
growth  of  bacteria  under  usage  conditions,  and 
(3)  bar  soaps  are  inherently  antibacterial  by 
their  physicochemical  nature. 
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1966  HOUSE  OF  DELEGATES 


Additional  Annual  Reports 

Treasurer 


To  the  House  of  Delegates,  Gentlemen: 

Because  of  the  timing  of  our  annual  con- 
vention, as  has  been  the  case  in  most  recent 
years,  your  Treasurer  can  furnish  at  this 
time  only  the  results  of  financial  operations  for 
the  nine-month  period  ended  September  30, 
1965.  The  figures,  as  shown  in  Table  I,  sum- 
marize the  income  and  expenditures  for  this 
period  and  compare  the  actual  activities  with 
the  revised  estimated  budget  at  September  30, 
1965. 

As  can  be  seen  from  Table  1,  as  of  nine  months 
ended  September  30,  1965,  all  areas  of  the  bud- 


get were  operating  according  to  anticipated 
allocations.  With  the  establishment  of  sound 
financial  controls  during  the  year  1963  and  with 
close  scrutinization  of  expenditures  by  the 
executive  vice-president’s  office  thereafter,  it 
has  been  possible  to  live  within  budgetary  es- 
timates and  continue,  as  we  have  done  in  the 
past  two  years,  to  manage  the  finances  without 
deficit  spending.  The  strict  adherence  to  ad- 
ministrative policy  of  having  purchases  cen- 
tralized in  one  location,  and  having  expenditure 
requests  approved  by  either  the  executive  vice- 


TABLE  I.  Summary  of  income  and  expenditures  for  the  nine  months  ended  September  30,  1965 


Income 

Revised  Estimated 
Budget  as  of 
September  30,  1965 

Received  to 
September  30,  1965 

Dues  income 

$1,065,000 

$ 793,125 

Journal  advertising 

235 , 000 

180,880 

Journal  circulation 

6,000 

3,989 

Journal  reprints 

20 , 000 

15,869 

What  Goes  On  advertising 

86,400 

64,800 

News  of  New  York  advertising 

40,000 

30,000 

Medical  Directory  advertising 

10,000 

Medical  Directory  sales 

20,000 

4,552 

Annual  convention  exhibit  rentals 

55,142 

55,142 

Interest  income 

7,000 

6,037 

Medicare  income 

34,000 

25,352 

Dues  collection  from  A.M.A. 

11,000 

8,250 

Miscellaneous 

100 

100 

TOTAL  INCOME 

$1,589,642 

$1,188,096 

Expenditures 

Revised  Estimated 
Budget  as  of 
September  30,  1965 

Expended  to 
September  30,  1965 

Administration 

$ 112,034 

$ 77,985 

Business  Division 

354,277 

218,903 

Communications  Division 

206,690 

143,749 

Legal  and  Malpractice  Insurance 

49,500 

36,719 

Industrial  Health  Division 

31,070 

22,585 

Medical  Care  Division 

64 , 864 

42,663 

Scientific  Activities  Division 

140,775 

100,389 

Scientific  Publications  Division 

290,765 

217,288 

Legislative  Counsel 

15,000 

11,250 

Annual  Convention 

34,959 

34,677 

Officers,  Board,  A.M.A.  Delegation 

60,000 

35,110 

Council  committees 

18,500 

10,277 

Nondivisional 

147,087 

108,815 

TOTAL  EXPENDITURES 

$1,525,521 

$1,060,410 

Excess  of  Income  Over  Expenditures 

$ 64,121 

$ 127,686 
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president  or  the  assistant  executive  vice-presi- 
dent, has  met  with  satisfying  and  successful 
results.  As  you  will  see  from  the  report  of  the 
Budget  and  Finance  Committee,  we  expect  to 
maintain  a balanced  budget  situation  for  the 
year  1966. 

The  actual  General  Fund  surplus  at  Decem- 
ber 31,  1964,  of  $171,787  and  an  indicated  ex- 
cess of  income  over  expenditures  of  $64,121 
for  1965  should  leave  us  with  an  anticipated 
surplus  of  $235,908  as  of  December  31,  1965. 

A supplementary  report  detailing  the  financial 
status  of  the  State  Society  for  the  year  ending 
December  31,  1965,  will  be  presented  to  the 


Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

Renato  J.  Azzari,  M.D.,  Chairman . . Bronx 

Thurman  B.  Givan,  M.D Kings 

Gerald  D.  Dorman,  M.D New  York 

George  A.  Burgin,  M.D Herkimer 

John  M.  Galbraith,  M.D. Nassau 

Leo  E.  Gibson,  M.D Onondaga 

Norman  S.  Moore,  M.D Tompkins 

It  is  with  a profound  sense  of  loss  that  we 
record  the  passing  of  our  dear  friend  and  fellow 
trustee,  Joseph  A.  Lane,  M.D.,  on  November 
13,  1965.  Joe  Lane  personified  Hippocrates’ 
definition  of  the  true  physician  as  one  who  is 
“modest,  sober,  patient,  prompt  to  do  his  whole 
duty  without  anxiety;  pious  without  going  so 
far  as  superstition,  conducting  himself  with 
propriety  in  his  profession  and  in  all  the  actions 
of  his  life.”  The  Trustees,  and  we  are  sure  this 
House,  will  sorely  miss  his  sage  advice  and  quiet 
humor. 

The  Board  of  Trustees  held  its  organizational 
meeting  on  February  18,  1965,  at  the  Americana 
following  adjournment  of  the  House  of  Dele- 
gates. Renato  J.  Azzari,  M.D.,  senior  trustee, 
was  elected  chairman. 

In  accordance  with  the  Bylaws,  the  Council 
at  its  November  18,  1965,  meeting  unanimously 
elected  our  most  recent  past-president,  George 
A.  Burgin,  M.D.,  of  Herkimer  County,  to  the 
Board  of  Trustees  to  fill  the  unexpired  term  of 
Dr.  Lane. 

The  Trustees,  following  then-  organizational 
meeting,  met  again  in  March,  April,  June, 
September,  and  November,  1965,  and  will 
meet  in  January,  1966. 


House  of  Delegates  at  the  February,  1966, 
meeting. 

In  concluding  the  report,  your  Treasurer 
wishes  to  commend  the  efforts  of  Henry  I. 
Fineberg,  M.D.,  executive  vice-president,  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president,  and  Eugene  S.  Dombrowski,  comp- 
troller. Their  prudent  counsel  and  sound  judg- 
ments have  contributed  immensely  to  what  now 
can  be  considered  a sound  financial  picture. 

Respectfully  submitted, 

Samuel  Z.  Freedman,  M.D.,  Treasurer 


In  addition,  the  chairman  attended  all  meet- 
ings of  the  Council,  as  well  as  of  its  Committee 
on  Budget  and  Finance.  Other  members  of  the 
Board,  on  various  occasions,  attended  the  Coun- 
cil meetings  and  have  found  this  practice 
of  great  assistance  in  reaching  its  decisions. 

The  Trustees  have  continued  to  devote  much 
time  and  effort  to  the  development  of  an  effec- 
tive employe  benefits  program,  but  because  of 
the  complexity  of  the  matter,  as  well  as  the  cost 
involved,  have  felt  that  precipitate  implementa- 
tion would  be  unwise.  They,  therefore,  initiated 
an  analysis  in  depth  of  the  proposed  program  by 
an  independent  expert  consultant.  An  ex- 
tensive discussion  of  this  matter  will  be  found 
in  the  report  of  the  executive  vice-president. 

Your  Trustees  are  pleased  to  report  with  a 
deep  sense  of  satisfaction  that  your  Society  has 
continued  to  operate  “in  the  black”  and  that  the 
days  of  deficit  financing  appear  to  be  a thing 
of  the  past.  The  Trustees  are  acutely  aware 
of  their  duty  and  obligation  to  “supervise  the 
financial  affairs  of  the  Society”  in  a prudent  and 
discreet  manner,  and  believe  that  the  statement 
of  the  financial  affairs  of  the  Society  for  the  year 
1965  to  be  found  in  the  Certified  Public  Ac- 
countants’ Report  to  the  Board  of  Trustees 
demonstrates  that  they  have  made  every  effort 
to  do  so. 

The  Board  of  Trustees  is  deeply  grateful  for 
the  loyal  and  vigorous  efforts  of  Henry  I. 
Fineberg,  M.D.,  our  executive  vice-president, 
and  his  associates  in  aiding  them  in  the  admin- 
istration of  the  fiscal  affairs  of  the  Society. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 
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Budget  and  Finance 

To  the  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 
of  the  following  members: 

William  L.  Wheeler,  Jr.,  M.D.,  Chairman . . . . 


New  York 

Renato  J.  Azzari,  M.D Bronx 

John  N.  Dill,  M.D Westchester 

Samuel  Z.  Freedman,  M.D New  York 

Thomas  F.  McCarthy,  M.D Bronx 


The  Budget  and  Finance  Committee  has  con- 
tinued its  policy  of  meeting  quarterly  to  review 
the  fiscal  activities  of  the  Society  for  the  pre- 
ceding three-month  period.  A thorough  analysis 
is  made  of  all  income  and  expenditures  as  they  re- 
late to  the  actual  budgetary  allocations.  Where 
required,  revisions  and  adjustments  are  made  in 
budget  estimate  line  items  to  keep  pace  with  ac- 
tual expenditures  and  changing  activities  ini- 
tiated by  the  Council  and  approved  by  the 
Board  of  Trustees. 

At  the  close  of  operations  September  30,  1965, 
the  budget  estimate  for  the  calendar  year  1965 
was  revised  to  reflect  an  excess  of  income  over 
expenditures  of  $64,121.  Sufficient  appropria- 
tions were  made  so  that  a particular  division  or 
activity  of  the  Society  will  be  able  to  function 
effectively  without  undue  financial  strain.  It  is 
possible,  with  this  flexible  system,  for  moneys 
i previously  appropriated  not  to  be  spent,  so  that 
in  some  instances  a net  saving  for  the  calendar 
year  over  and  above  the  amount  anticipated  by 
the  budget  estimate  is  realized. 

Economies  continue  to  be  made  through  the 
administration’s  policy  of  centralized  purchas- 
ing, bulk  purchasing,  competitive  bidding,  ap- 
j provals  prior  to  purchasing  or  expenditure,  con- 
| trol  of  supply  requisitioning,  and  scheduling  of 
committee  meetings  in  conjunction  with  other 
meetings.  All  these  businesslike  procedures 
have  helped  to  improve  the  financial  position  of 
j the  Society. 

The  Budget  and  Finance  Committee  met  on 
i October  21,  1965,  to  consider  the  proposed  bud- 
get estimate  for  the  year  1966.  The  recom- 
mendations of  the  committee  were  submitted  to 
the  Council  for  action  at  its  meeting  on  Novem- 
ber 18,  1965.  It  accepted  the  recommendations 
i of  the  committee  and  referred  the  proposed  bud- 
get estimate  to  the  Board  of  Trustees  for  appro- 
priate action.  The  Ti'ustees  meeting  the  same 
day  approved  the  proposed  budget  which,  it  is 
expected,  will  produce  an  excess  of  income  over 
expenditures  in  1966  of  approximately  $27,669. 
(See  Table  I for  the  estimated  budget  for  the 
year  1966.)  Your  Budget  and  Finance  Com- 
mittee has  prepared  the  1966  budget  estimate  on 
a sound  financial  basis  providing  for  adequate 
and  necessary  programs  of  the  Society  with  due 
consideration  for  economic  operation.  The  com- 
mittee will  continue  its  endeavors  to  keep  the 
Society  fiscally  strong  and  financially  sound. 


TABLE  I.  Estimated  Budget  for  1966 


Income 

Dues  income  $1,065,000 

Journal  advertising  235,000 

Journal  circulation  6 , 000 

Journal  reprints  20,000 

What  Goes  On  advertising  86 , 400 

News  of  New  York  advertising  40 , 000 

Medical  Directory  advertising 
Medical  Directory  sales  30,000 

Annual  convention  exhibit 

rentals  55,000 

Interest  income  7,000 

Medicare  income  35,000 

Dues  collection  from  A.M.A.  11,000 

Miscellaneous  income 


Total  income  $1,590,400 


Expenditures 

Administration  $ 

Business  Division 
Communications  Division 
Legal  and  Malpractice 
Insurance 

Industrial  Health  Division 
Medical  Care  Division 
Scientific  Activities  Division 
Scientific  Publications  Division 
Legislative  Counsel 
Annual  Convention 
Officers,  Board,  A.M.A. 

delegation 
Council  committees 
Nondi  visional 


119,736 

363,622 

195,597 

50.000 
32,905 
65 , 376 

144,447 
297 , 743 

15.000 
39,850 

60,500 

25,080 

152,875 


Total  expenditures  $1,562,731 


Excess  of  Income  Over 

Expenditures  $ 27,669 


Your  chairman  would  like  to  extend  sincere 
thanks  to  the  members  of  the  committee  for 
their  conscientious  contributions  to  a most  dif- 
ficult task.  On  behalf  of  the  committee  he  would 
like  to  commend  Henry  I.  Fineberg,  M.D.,  ex- 
ecutive vice-president,  J.  Richards  Burns,  Esq., 
assistant  executive  vice-president  and  director, 
Business  Division,  and  Eugene  S.  Dombrowski, 
comptroller.  Their  vigilant  efforts,  financial 
acumen,  and  continued  dedication  to  the  best 
interests  of  the  Society  have  helped  produce  a 
most  favorable  financial  picture  for  the  Society. 

Respectfully  submitted, 

William  L.  Wheeler,  Jr.,  M.D.,  Chairman 
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War  Memorial 


To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of  the 
following  members  of  the  Board  of  Trustees: 
John  M.  Galbraith,  M.D.,  Chairman . . Nassau 


Thurman  B.  Givan,  M.D Kings 

*Joseph  A.  Lane,  M.D Monroe 


I am  pleased  to  report  the  activities  of  the 
War  Memorial  Fund,  one  of  the  State  Society’s 
projects  that  is  gratifying  to  be  a part  of. 

The  War  Memorial  Fund  has  existed  for  over 
seventeen  years,  during  which  time  66  young 
people  have  been  assisted  in  attaining  their  col- 
lege education.  They  have  been  aided  for 
periods  ranging  from  one  year  through  eight 
years.  The  alumni  of  our  fund  may  be  found  in 
the  fields  of  medicine,  dentistry,  nursing,  law, 
teaching,  art,  social  work,  and  business,  among 
others. 

The  committee  keeps  in  touch  with  the 
parents  and  children  who  receive  benefits.  We 
would  like  to  quote  excerpts  from  a very  few  of 
the  letters  we  have  received,  as  follows: 

“Within  a few  weeks  my  daughter  J’s. 
college  days  will  draw  to  a close  with  the 
graduation  ceremonies.  This  long-awaited 
and  happy  event  could  never  have  taken 
place  at  the  college  of  her  choice,  Georgetown 
University  School  of  Nursing,  if  it  had  not 
been  for  the  generosity  of  you  and  your  as- 
sociates of  the  Medical  Society  of  the  State  of 
New  York. 

“My  everlasting  gratitude  is  extended  to 
each  one  who  helped  to  make  our  dream  be- 
come a reality. 

“It  is  my  earnest  hope  that  my  daughter’s 
contribution  to  the  field  of  nursing  will  be 
a fitting  tribute  to  her  father’s  memory  and 
to  the  kindness  of  his  colleagues  who  helped 
to  make  it  possible.” 

Mrs.  M.  on  the  graduation  of  her  daughter, 
a zoology  major:  “Our  heartfelt  thanks  for 

the  four  years  of  generous  financial  aid  you 
gave  our  daughter,  L.  It  made  ‘all  the  dif- 
ference’ to  us.  It  meant  that  we  were  able  to 
meet  the  rest  of  our  expenses  without  going 
into  debt.  L.  can  now  start  free  and  clear  to 
support  herself. 

“Her  four  years  at  college  gave  her  a rich 
background  upon  which  she  will  draw  the  rest 
of  her  life,  and  appreciate  more  and  more,  I 
am  sure.  Now  that  both  children  have  at- 
tained at  least  the  bachelor’s  degree,  we  feel 
they  are  off  to  a good  start  on  their  own. 

“Again  many  thanks  for  the  generous  help 
from  your  War  Memorial  Committee.” 

“I  wish  words  could  express  my  gratitude  to 
the  Medical  Society  for  creating  the  War 

* Deceased. 


Memorial  Fund.  Without  it  my  girls  could 
not  have  attained  a college  education.” 

“Your  assistance  in  financing  my  son’s 
education  was  truly  needed  and  has  been 
deeply  appreciated.” 

“I  can  never  thank  you  enough  for  all  the 
financial  assistance  you  have  given  me.  It 
has  helped  so  much  during  the  children’s 
college  years.  They  have  turned  out  to  be 
fine  children,  and  my  heart  wells  with  grati- 
tude to  the  doctors  in  the  Medical  Society  who 
have  made  this  possible.” 

The  War  Memorial  Committee  is  proud  of  the 
contribution  the  State  Society  has  made  toward 
preparing  these  students  for  their  life  work,  and 
of  the  members  who  had  the  foresight  to 
provide  for  them.  The  fund  is  a fitting  tribute 
to  our  colleagues  who  died  in  the  service  of  our 
Country  in  World  War  II  and  in  the  Korean 
War. 

Each  child,  after  furnishing  certificates  of 
registration  from  the  dean  or  registrar  of  an 
accredited  college,  is  entitled  to  receive  $1,200  a 
year,  in  three  installments  of  $400  each. 

The  number  of  children  receiving  benefits  has 
decreased  to  seven  for  the  1965-1966  academic 
year.  These  are  the  children  of  World  War  II 
victims.  The  children  of  the  Korean  War 
casualties  have  not  yet  become  eligible. 

A report  of  investments  will  appear  in  the 
supplementary  report  of  the  Board  of  Trustees. 
The  following  is  the  financial  report  as  of 


December  31,  1965: 

Amount 

Total  assessments  received*  $248,630 

Total  interest  earned*  83,326 

Total  paid  out  in  benefits  241 , 700 

Surplus  of  Fund, 

December  31,  1965  83,818 

Interest  earned,  1965  4,335 

Payments  to  beneficiaries,  1965  12,600 


* Since  inception  of  fund. 

The  War  Memorial  Committee  was  instructed 
by  the  Council  to  explore  “.  . . the  possibility  of 
a future  fund  to  help  children  of  members  de- 
ceased not  only  in  time  of  war  but  in  peace.” 

This  is  such  a tremendous  undertaking  that  a 
great  deal  of  background  material  must  be  ob- 
tained before  any  recommendation  can  be  made. 
The  study  is  under  way. 

The  chairman  wishes  to  thank  the  members  of 
the  committee  and  Miss  Mollie  Pesikoff  for  their 
help  in  administering  the  fund. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 
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Convention 


To  the  House  of  Delegates,  Gentlemen: 

1965  CONVENTION.  The  Convention 
Committee  consisted  of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 

New  Y ork 


Philip  M.  Standish,  M.D Ontario 

Joseph  G.  Zimring,  M.D Nassau 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio . . . 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 


James  Greenough,  M.D.,  ex  officio. New  York 

William  Hammond,  M.D.,  ex  officio 

Westchester 

The  159th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at 
the  Americana,  New  York  City,  from  Monday 
through  Thursday,  February  15  through  Feb- 
ruary 18,  1965,  a four-day  meeting. 

Registration  figures  were:  physicians,  3,208; 
allied  professions,  including  nurses,  medical 
students,  technicians,  and  so  forth,  1,158; 
guests,  623;  technical  exhibitors,  1,202;  for 
a total  of  6,191. 

These  figures  remain  approximately  the  same 
as  in  previous  years,  at  a time  that  other  state 
medical  societies  have  reported  losses  in  attend- 
ance. 

House  of  Delegates,  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Speaker.  The  House  of  Delegates 
again  met  in  the  Georgian  Room,  a large  room 
on  the  third  floor.  Facilities  were  excellent 
and  the  meeting,  which  lasted  from  Monday 
morning  through  Thursday  morning,  ran 
smoothly.  Sixty-six  resolutions  were  introduced 
and  acted  on. 

The  reference  committees  met  in  rooms  on  the 
same  floor.  This  is  convenient  for  the  dele- 
gates. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  Section  Meetings.  The  facilities 
for  section  meetings  were  vastly  improved  over 
those  used  in  1964.  The  soundproofing,  light- 
ing, and  public  address  system  for  the  rooms  in 
Albert  Hall  had  been  reconstructed  and  worked 
more  efficiently. 

The  Session  on  Plastic  and  Reconstructive 
Surgery  was  advanced  to  section  status  at 
the  meeting  The  Section  on  Neurology  and 
Psychiatry  combined  with  the  Section  on 
Otolaryngology  for  a meeting. 

General  Sessions.  The  Sections  on  In- 
ternal Medicine,  Neurology  and  Psychiatry, 
and  Physical  Medicine  and  Rehabilitation  com- 
bined for  a panel  discussion  on  stroke,  which 
was  the  Tuesday  General  Session.  It  was  a 
very  crowded  meeting,  overflowing  into  another 
room. 

The  transatlantic  telephone  conference,  in 
cooperation  with  Smith,  Kline  & French,  was 
an  innovation  at  a State  Society  convention. 
The  subject,  “Hyperbaric  Medicine,”  was  of 
timely  interest  to  the  large  audience.  It  was 


well  presented,  technically  and  scientifically, 
by  the  overseas  panelists  from  Glasgow,  Scot- 
land, and  our  New  York  State  panelists. 

The  Wednesday  and  Thursday  General  Ses- 
sions were  held  under  the  auspices  of  the 
American  Therapeutic  Society’s  Continuing 
Educational  Program  in  Practical  Therapeutics 
and  supported  by  a grant-in-aid  from  E.  R. 
Squibb  & Sons.  The  subjects  were,  respectively, 
“Shock,”  and  “Pulmonary  Embolism.”  These 
meetings,  too,  were  well  attended.  The  pro- 
gram chairmen  planned  the  programs  well  and 
chose  subjects  of  wide  interest.  They  are  to  be 
commended. 

The  following  is  the  attendance  recorded  at 
the  scientific  meetings:  General  Sessions— 

Monday  350,  Tuesday  400,  Wednesday  300, 
Thursday  250;  Sections — Allergy  125,  Anes- 
thesiology 80,  Chest  Diseases  100,  Dermatology 
and  Syphilology  200,  Gastroenterology  and  Proc- 
tology 100,  General  Practice  200,  Industrial 
Medicine  and  Surgery  50,  Medical-Legal  and 
Workmen’s  Compensation  Matters  150,  Neu- 
rology and  Psychiatry  combined  with  Otolaryn- 
gology 75,  Obstetrics  and  Gynecology  85,  Oph- 
thalmology 200,  Orthopedic  Surgery  130, 
Pathology,  Clinical  Pathology,  and  Blood  Bank- 
ing 110,  Pediatrics  100,  Physical  Medicine  and 
Rehabilitation  (General  Session)  400,  Pre- 
ventive Medicine  and  Public  Health  75, 
Radiology  30,  Space  Medicine  150,  Surgery 
50,  Urology  85,  Sessions — History  of  Medicine 
35,  Plastic  and  Reconstructive  Surgery  75. 

Scientific  Exhibits,  William  L.  Watson,  M.D., 
Chairman.  This  year,  all  the  exhibits  were 
set  up  in  one  area  on  the  second  floor,  in  the 
Royal  Ballroom  and  the  adjoining  Princess 
Ballroom.  They  were  so  arranged  as  to  provide 
adequate  viewing  aisles  and  plenty  of  room  for 
physicians  to  gather  and  talk  with  the  exhibitors. 
The  rooms,  except  for  the  early  morning  hours, 
were  well  filled.  The  comments  from  the 
viewers  indicated  that  the  caliber  of  the  exhibits 
was  high.  The  Scientific  Exhibits  Subcom- 
mittee did  well  to  limit  the  number  of  exhibits 
and  maintain  high  standards.  They,  too,  are 
to  be  commended. 

At  this  time  I must  report  that  William  L. 
Watson,  M.D.,  for  personal  reasons,  could  not 
assume  the  chairmanship  of  the  Scientific 
Exhibits  Subcommittee  for  the  1965  meeting. 
I wish  to  express  my  thanks  and  the  thanks 
of  the  State  Society  to  Dr.  Watson  for  his  dedi- 
cated service  to  the  scientific  exhibits  program. 
His  high  standards,  his  ability,  and  his  under- 
standing have  enhanced  this  portion  of  the 
annual  convention  activities  over  the  years 
that  he  served  as  chairman. 

Another  member  of  the  Scientific  Exhibits 
Subcommittee,  Albert  H.  Douglas,  M.D.,  who 
had  been  serving  for  several  years  and  is  familiar 
with  the  work,  was  appointed  to  serve  as  chair- 


January  15,  1966  / New  York  State  Journal  of  Medicine  299 


man.  We  are  certain  his  tenure  will  be  pro- 
ductive and  successful. 

The  Scientific  Exhibit  Awards  Committee, 
Thurman  B.  Givan,  M.D.,  chairman,  chose 
winners  in  two  categories,  clinical  research  and 
scientific  research.  Following  the  convention, 
certificates  of  award  were  sent  to  all  the  par- 
ticipants in  these  exhibits. 

Scientific  Motion  Pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Cochair- 
men. The  motion  picture  program  was  ar- 
ranged by  Drs.  Olson  and  Quinlivan.  This 
was  then-  first  year  as  cochairmen.  Mr.  John 
H.  Tiley,  their  film  library  supervisor,  from 
Albany,  was  sent  down  to  supervise  the  han- 
dling and  showing  of  the  films.  The  program 
ran  according  to  a strict  time  schedule.  The 
diversified  program  attracted  an  audience  for 
all  the  pictures;  the  room  was  never  empty. 
Several  films  narrated  personally  by  then- 
authors  added  to  the  interest.  The  chairmen 
expressed  their  satisfaction  with  the  facilities 
and  the  operators  who  ran  the  films. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  Mrs.  Camille  M.  Cunningham, 
who  became  the  manager  of  technical  exhibits, 
handled  this  assignment  well.  She  sold  all  the 
available  space.  The  Medical  Exhibitors  As- 
sociation reported  to  the  Society  their  satis- 
faction with  the  physical  set-up  and  the  at- 
tendance. 

Dinner  Dance,  Leonard  L.  Heimoff,  M.D., 
Chairman.  The  dinner  dance,  in  honor  of  the 
retiring  president,  George  A.  Burgin,  M.D., 
preceded  by  a reception,  was  held  in  the  beauti- 
ful Imperial  Ballroom  of  the  Americana.  It 
was  attended  by  360  guests  who  enjoyed  the 
gourmet  food,  the  music  by  Ben  Cutler’s 
band,  and  the  remarks  by  the  speakers  on  the 
dais.  A highlight  was  the  surprise  presentation 
of  charms — replicas  of  the  Society’s  President’s 
Medal — to  the  wives  of  past-presidents  of  the 
Medical  Society  of  the  State  of  New  York. 

Miscellaneous.  Cards  of  thanks  were  sent 
to  all  participants  in  the  scientific  activities 
and  to  all  members  of  the  Convention  Com- 
mittee and  the  subcommittees. 


The  Woman’s  Auxiliary  held  its  convention 
concurrently  with  the  Medical  Society’s  and 
were  pleased  with  the  facilities  assigned  to 
them. 

1966  CONVENTION.  At  this  writing 
plans  for  the  1966  meeting  to  be  held  at  the 
Americana,  from  February  14  through  17, 
1966,  have  been  implemented.  There  are  some 
changes  in  the  scientific  program  arrange- 
ments. Because  of  increasing  activities  in 
this  area  and  lack  of  sufficient  meeting  rooms 
in  the  hotel,  we  have  to  schedule  some  of  our 
scientific  section  meetings  at  the  same  time  as 
the  General  Sessions.  Heretofore,  no  scientific 
meetings  were  conducted  when  a General  Ses- 
sion was  scheduled.  We  believe,  however, 
that  this  change  will  not  affect  appreciably  the 
attendance  at  the  scientific  meetings,  and  will 
react  to  the  benefit  of  our  technical  exhibitors, 
since  there  will  be  more  meetings  held  in 
Albert  Hall,  the  technical  exhibit  area.  The 
two  large  meeting  rooms  constructed  there  will 
be  used  all  through  the  convention. 

A postconvention  study  and  analysis  meeting 
was  held  on  February  25,  1965,  after  the  1965 
convention,  where  much  constructive  criticism 
was  made.  The  recommendations  suggested 
are  being  incorporated  in  the  plans  for  this  year’s 
convention,  with  the  help  of  Henry  I.  Fineberg, 
M.D.,  Mr.  J.  Richard  Burns,  Mr.  Guy  D. 
Beaumont,  and  Mr.  George  W.  Forrest,  Jr. 

Acknowledgments.  Your  chairman  ex- 
presses his  appreciation  to  the  members  of 
the  Convention  Committee  and  all  its  sub- 
committees, and  especially  to  the  entire  staff 
of  the  State  Society,  who  worked  so  coopera- 
tively and  diligently,  both  before  and  during 
the  convention.  To  Mrs.  Camille  M.  Cun- 
ningham, Misses  Alvina  Rich  Lewis,  Mollie 
Pesikoff,  Mary  Singer,  and  Gretchen  Wunsch, 
and  to  Mr.  Robert  W.  Miller  and  Mr.  Charles  S. 
Struzinski,  the  chairmen  extends  his  personal 
gratitude  for  a job  well  done  in  specific  areas. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
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What  Goes  On 


To  the  House  of  Delegates,  Gentlemen: 

The  circulation  of  What  Goes  On  is  nearing  the 
50,000  mark.  As  this  report  is  being  written 
in  early  October  we  have  taken  comparative 
figures  from  our  September  mailing  bills:  In 
September,  1964,  the  circulation  included 
44,479  physicians,  staff,  residents,  and  interns 
in  New  York  and  New  Jersey  and  1,032  osteo- 
paths in  the  two  states.  Our  special  lists,  which 
include  science  writers,  teachers,  R.N.’s,  hos- 
pitals, academies  of  medicine  and  science, 
medical  libraries,  senior  medical  students,  and 
others,  came  to  1,637,  making  a total  of  47,188. 
In  September,  1965,  the  total  circulation  rose 
to  48,583,  with  the  following  breakdown:  45,300 
physicians,  staff,  residents,  and  interns  in  New 
York  and  New  Jersey,  921  osteopaths,  and  1,962 
on  special  lists. 

This  means  that  What  Goes  On  has  the  highest 
circulation  of  any  publication  of  the  Medical 
Society  of  the  State  of  New  York  and  therefore 
reaches  the  largest  audience.  Judging  from 
the  many  complimentary  letters  and  telephone 
calls  received  by  the  What  Goes  On  office,  it 
appears  that  it  is  one  of  our  best  public  rela- 
tions tools.  We  must  continue  to  improve  its 
circulation  and  make  every  effort  to  have  it 
reach  its  readers  early  enough  so  that  each 
meeting  and  course  in  the  booklet  will  be  better 
attended  because  of  What  Goes  On. 

The  list  of  contributors  to  the  publication  is 

i continually  growing;  this  year  we  published 
meetings  and  postgraduate  courses  for  every 
medical  school  in  the  State  of  New  York. 
Eighty- two  hospitals  in  New  York  State  sent 
in  notices  for  publication,  but  only  a few  of  our 
own  county  societies  asked  us  to  publish  meet- 
ings for  them. 

The  number  of  specialty  organizations  which 
send  in  notices  for  publication  runs  into  the 
hundreds.  Many  prominent  physicians  from 
all  over  the  world  lecture  at  these  meetings. 

You  might  be  interested  in  knowing  what 
these  organizations  are.  We  will  just  mention 
a few  of  them  here:  American  College  of 

Physicians,  American  Thoracic  Society,  Ameri- 
can College  of  Chest  Physicians,  American 
Therapeutic  Society,  American  College  of  Nu- 
trition, American  Trial  Lawyers,  International 
Symposium  on  Myasthenia  Gravis,  Interna- 
tional Workshop  on  Cancer  of  the  Head  and 
Neck,  Amei'ican  Society  of  Neuroradiology, 
College  of  American  Pathologists,  Professional 
Group  on  Bio-Medical  Engineering,  New  York 
Chapter;  Phlebology  Society  of  America, 
Institute  of  Ophthalmology  of  the  Americas, 
New  York  Medical  Society  on  Alcoholism,  New 
York  Cancer  Society,  New  York  Fertility 
Institute,  New  York  Heart  Association,  New 
York  Stroke  Conference,  New  York  Roentgen 
Society,  Psychoanalytic  Association  of  New 
York,  New  York  State  Chapter  of  American 
Urological  Association,  New  York  Society  of 
Physical  Medicine  and  Rehabilitation,  New 


York  Diabetes  Association,  chapters  of  the 
American  Academy  of  General  Practice,  and 
many,  many  more,  including  the  New  York 
Academy  of  Medicine  and  New  York  Academy 
of  Sciences. 

At  the  What  Goes  On  booth  at  our  last  year’s 
convention  51  persons  filled  out  questionnaires. 
Of  these,  25  were  specialists,  9 G.P.’s,  3 medical 
educators,  2 public  health  physicians,  and  2 pub- 
lic relations  directors;  10  listed  themselves  as 
being  in  “private  practice.”  The  questionnaire 
was  answered  as  follows:  (1)  Do  you  read  What 

Goes  On?  39  “regularly,”  7 “occasionally,” 
8 asked  to  be  put  on  the  mailing  list;  (2)  How 
may  times  do  you  refer  to  each  issue?  28  re- 
ported from  two  to  12  times.  (3)  How  do  you 
rate  What  Goes  On?  23  “very  valuable  service,” 
24  “serves  a useful  purpose,”  and  2 “little 
value  to  me.” 

In  an  effort  to  reduce  the  high  cost  of  mailing 
What  Goes  On,  it  was  decided  to  send  the  booklet 
without  an  envelope  and  the  first  “self-mailer” 
was  sent  out  May  1,  1965.  We  find  that  the 
publication  is  received  in  excellent  condition 
and  have  had  no  complaints  concerning  the 
change. 

The  February  15,  1965-March  15,  1965  issue 
contained  a separate  condensed  program  of  the 
159th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York.  This  made  it 
convenient  for  the  physician  to  carry  in  his 
pocket  as  a handy  reference  guide.  This  issue 
was  the  start  of  a new,  more  modern  cover 
design. 

Since  we  feel  it  is  of  general  interest  to  pass 
on  some  of  the  comments  we  receive  about 
What  Goes  On  we  will  list  a few:  A physician 
from  the  Clinical  Section  of  the  Mayo  Clinic 
asked  to  be  put  on  the  mailing  list.  He  wrote: 
“I  get  to  New  York  City  not  infrequently,  and 
the  information  in  your  publication  would  be 
of  considerable  benefit  to  me.”  A science  writer 
said  in  his  letter,  “I  find  What  Goes  On  extremely 
interesting  and  very  useful.”  The  Long  Island 
Jewish  Hospital  community  relations  depart- 
ment wrote  us  as  follows:  “A  copy  of  the 

monthly  bulletin,  issued  by  your  Society,  has 
proved  very  helpful  to  us.  I’m  referring  spe- 
cifically to  What  Goes  On.” 

Another  letter  states, “I’m  chief  social  worker 
at  the  neuropsychiatry  clinic  in  a large  hospital 
and  in  private  practice  am  a psychotherapist. 
In  light  of  this  What  Goes  On  is  an  extremely 
valuable  publication  for  keeping  me  ‘in  touch.”’ 
A senior  nursing  student  at  Adelphi  University 
wrote,  “through  my  instructor’s  information 
from  you,  I was  able  to  hear  an  excellent  radio 
show  on  diabetic  acidosis  on  April  20.”  A 
physician  in  the  Surgical  Research  Department 
of  Maimonides  Hospital  asked  for  “What  Goes 
On  which  so  efficiently  covers  the  field  in  the 
metropolitan  area.”  A medical  library  writes: 
“The  Neurological  Institute  Medical  Library 
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of  Columbia  University  has  noted  with  interest 
your  publication  entitled  What  Goes  On. 

If  you  should  find  it  possible  to  place  this  library 
on  your  mailing  list,  we  would  be  deeply  ap- 
preciative.” 

We  have  placed  these  and  many  others  on  our 
special  lists.  The  administrator  of  the  Beek- 
man-Downtown  Hospital  wrote,  . . . “We  ap- 
preciate the  opportunity  you  give  us  to  receive 
this  brochure.”  The  coordinator  of  medical 
education  of  the  Hospital  for  Special  Surgery 
asked  to  be  placed  on  the  mailing  list  and  said, 
“We  feel  that  this  bulletin  would  be  a great 
asset  to  us  in  medical  education.”  A public 
health  consultant  wrote:  “Please  accept  my 

compliments  on  the  quality  and  comprehensive- 
ness of  What  Goes  On.” 


Archives  and  History 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Archives  and  History 
consists  of  the  following  membership: 

NormanS.  Moore,  M.D.,  C/iarrman.Tompkins 


Leo  E.  Gibson,  M.D Onondaga 

Thurman  B.  Givan,  M.D Kings 


This  committee  was  appointed  late  in  1964 
to  investigate  sources  of  historical  and  archival 
material  concerning  the  Medical  Society  of  the 
State  of  New  York  and  its  leaders  and  to  study 
ways  through  which  important  archives  can  be 
preserved  for  future  study  and  research. 

Your  committee  met  on  March  25  at  the 
Society’s  office  and  in  addition  has  discussed 
preliminary  plans  by  mail. 

Your  chairman  has  conducted  a survey  of 
archival  materials  at  the  State  Society’s  head- 
quarters, 750  Third  Avenue,  and  has  examined 
storage  files  in  the  basement  of  the  building. 
Each  division  director  has  received  a memo- 
randum requesting  inventory  information  con- 
cerning archival  material  now  on  hand.  Three 
divisions  have  submitted  tentative  lists  and 
other  divisions  are  preparing  inventories  of 
their  materials. 


We  are  planning  to  have  a booth  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State 
of  New  York  in  February  and  hope  that  many 
more  of  our  member  physicians  will  take  a few 
minutes  to  give  us  comments  and  suggestions. 

We  are  pleased  to  report  that  Lederle  Lab- 
oratories has  again  indicated  the  value  it  places 
in  What  Goes  On  by  renewing  through  J.  Richard 
Burns,  Esq.,  our  assistant  executive  vice- 
president  and  director,  Business  Division,  its 
advertising  space  for  the  year  1966. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Director 

Division  of  Scientific  Activities 


A proposal  has  been  received  from  the  Col- 
lection of  Regional  History  and  University 
Archives  at  Cornell  University,  Ithaca,  to 
serve  as  a depository  for  the  records  of  the  State 
Society  on  a permanent  loan  basis.  These 
records  would  be  processed,  catalogued,  and 
stored  in  fireproof  stacks  buried  in  bedrock. 
The  collection  would  be  restricted  to  all  research 
use  except  by  special  permit  given  by  duly 
authorized  officers  of  the  Society. 

At  the  Council  meeting  on  April  22,  1965, 
your  committee  was  authorized  to  investigate 
further  the  offer  received  from  the  Cornell 
Collection  of  Regional  History,  including  a 
study  by  legal  counsel  of  any  proposed  agree- 
ment between  the  Society  and  the  Collection, 
with  the  understanding  that  the  need  for  an 
escape  clause  in  case  we  ever  have  a building 
of  our  own  be  taken  into  consideration. 

The  study  is  now  being  conducted  by  your 
committee,  and  further  progress  will  be  re- 
ported. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 
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Publication 


To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  consists  of  the 
following  members: 

George  Himler,  M.D.,  Chairman.  New  York 


Philip  J.  Cantor,  M.D Kings 

Clarke  T.  Case,  M.D Oneida 

Reid  R.  Heffner,  M.D Westchester 

Granville  W.  Larimore,  M.D Albany 


William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . Queens 

During  1965,  your  Publication  Committee 
met  five  times,  on  January  20,  March  24,  June 
17,  September  22,  and  November  17,  to  hear 
reports  from  the  editor,  the  business  manager, 
and  the  comptroller,  and  to  carry  out  its  as- 
signed responsibility  for  supervising  the  pub- 
lication of  the  New  York  State  Journal  of 
Medicine,  the  semimonthly  scientific  journal 
published  by  the  Medical  Society  of  the  State  of 
New  York. 

You  will  recall  that  the  reports  to  the  1965 
House  of  Delegates  from  the  Ad  Hoc  Committee 
to  Study  the  Journal  and  from  the  Publication 
Committee  were  accepted  with  commendation 
by  the  House,  which  unanimously  adopted  the 
report  of  the  reference  committee.  This  report 
stated,  “It  is  with  much  admiration  that  your 
reference  committee  observes  the  results  of  the 
efforts  of  those  dedicated  individuals  who  during 
the  past  year  have  remarkably  altered  the  busi- 
ness status  of  the  Journal.  ...  we  are  pleased 
to  report  that  the  Journal  has  maintained 
its  high  standing  as  a scientific  publication. 

. . . Your  reference  committee  is  of  the  opinion 
that  the  wishes  of  the  House  of  Delegates  as  they 
pertain  to  the  New  York  State  Journal  of 
Medicine  have  been  followed  and  that  all 
those  concerned  with  their  execution  are  to  be 
commended.” 

We  are  pleased  to  report  that  during  1965 
your  committee  and  the  Journal  staff  have 
cooperated  in  continuing  the  development  of  the 
Journal  as  an  outstanding  publication  and  at 
the  same  time  in  maintaining  a balanced  budget. 

In  addition  to  publishing  the  regular  24  issues 
during  the  year,  the  Journal  staff  members 
have  provided  service  to  the  Medical  Society 
of  the  State  of  New  York  in  many  other  ways. 
The  editorial  staff  assumes  responsibility  for 
publication  of  the  staff  publication,  The 
MSSNY  Staffoscope ; the  Delegates  Handbook 
and  the  convention  program  book  are  both  pro- 
duced by  the  editorial  department;  the  man- 
aging editor  is  coordinator  for  the  House  of 
Delegates  and  as  such  is  responsible  for  the  edit- 
ing of  all  reports  and  resolutions  submitted 
thereto. 

American  Medical  Writers’  Association. 
The  Journal  has  continued  its  interest  in 
the  American  Medical  Writers’  Association, 
which  is  the  only  national  professional  associa- 
tion devoted  to  improvement  in  medical 
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communications.  The  editor  will  take  office 
on  January  1 as  national  president  of  the  or- 
ganization, and  the  managing  editor  was  re- 
elected to  her  fourth  term  as  secretary-treasurer 
at  the  annual  meeting  in  Detroit  in  September. 
You  will  be  interested  to  know  that  the  national 
meeting  for  1966  will  be  in  New  York  City, 
at  which,  as  president,  Dr.  Hammond  will 
preside.  All  members  of  the  staff  are  active 
also  in  the  local  chapter  of  the  association; 
Robert  W.  Miller,  advertising  sales,  has  recently 
been  elected  to  his  second  term  as  chapter 
treasurer. 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1965  the  New  York  State 
Journal  of  Medicine  was  published  twice  a 
month,  on  the  1st  and  15th,  for  a total  of  24 
issues;  special  issues  included  the  January  1 
Convention  Issue;  June  1,  Minutes  of  the  1965 
House  of  Delegates;  June  15  and  December  15, 
Semiannual  Indexes. 

For  1965  the  total  number  of  pages,  including 
covers,  was  3,178,  of  which  756  were  advertising 
pages,  including  covers,  and  2,422  were  text 
pages.  Of  these  text  pages,  2,086  were  scien- 
tific articles  and  336  were  nonscientific  material, 
including  Medical  Society  matters.  As  of  the 
date  of  this  report,  579  manuscripts  have  been 
submitted,  of  which  221  were  accepted,  223 
rejected,  239  referred,  47  returned  for  revision, 
and  the  remainder  still  under  consideration. 

A total  of  256  manuscripts  were  published, 
representing  the  work  of  442  authors.  These 
included  submitted  manuscripts,  annual  meeting 
papers,  and  solicited  departmental  material, 
as  follows:  scientific  articles  107,  case  reports 
57,  clinicopathologic  conferences  13,  Recent 
Advances  in  Medicine  and  Surgery  17,  Cor- 
relation Conferences  in  Radiology  and  Pa- 
thology 11,  Nutrition  Excerpts  5,  Clinical  Anes- 
thesia Conferences  9,  Billsbord  12,  special  ar- 
ticles 15,  Accidental  Chemical  Poisonings  1, 
History  of  Medicine  4,  Disaster  Medical  Care 
1,  Medical  Arts  and  Letters  6,  Proceedings  of 
the  New  York  Allergy  Society  2,  and  Brief 
Preliminary  Reports  1. 

The  world-wide  readership  of  the  Journal 
is  attested  to  by  many  of  our  authors  who  have 
written  or  called  to  express  their  appreciation 
for  their  manuscript  as  it  appeared  in  the 
Journal  and  their  pleasure  at  comments  and 
reprint  requests  received  from  many  parts  of  the 
world.  A number  of  science  writers  have  used 
material  from  the  Journal  for  special  columns, 
feature  stories,  and  news  items.  Twenty 
advance  copies  of  each  issue  of  the  Journal 
are  provided  to  the  Communications  Division 
for  distribution  to  science  writers  in  the  metro- 
politan area,  and  50  advance  page  proofs  of  the 
editorials  are  distributed  to  other  state  journal 
editors  and  various  news  media.  From  these 
we  receive  many  requests  to  reprint  and/or 
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to  quote  material  appearing  originally  in  the 
Journal. 

Among  the  highlights  of  the  year’s  issues  were 
the  following:  a three-part  article  on  “Cyber- 
netic Applications  in  Medicine,”  by  Norman  A. 
Harvey,  M.D.,  which  appeared  in  the  March  15, 
April  1,  and  April  15  issues;  a symposium  on 
“Genetics  for  Physicians,”  in  the  June  15  issue, 
which  was  presented  originally  at  Albany 
Medical  College;  the  Summary  of  the  Folsom 
Report,  in  the  August  1 issue,  for  which  reprints 
were  provided  for  distribution  to  county  so- 
cieties and  others;  a special  article  on  “Pure 
Waters  Program  Is  New  York’s  Pollution  Solu- 
tion,” by  Hollis  S.  Ingraham,  M.D.,  State 
Health  Commissioner,  in  the  October  1 issue; 
a report  on  “Smoking  Habits  and  Disease  in 
New  York  State,”  by  E.  Cuyler  Hammond, 
M.D.,  et  al.  in  the  October  15  issue;  an  article 
on  “Clinical  Evaluation  with  Computer  Aid,” 
a study  of  cystic  fibrosis  of  the  pancreas  by 
means  of  data-processing  equipment,  by  Wil- 
liam A.  Bauman,  M.D.,  of  the  Columbia- 
Presbyterian  Medical  Center,  in  the  November 
1 issue;  a symposium  on  “Farmer’s  Lung,” 
presented  originally  by  the  Onondaga  State 
Chest  Clinic  and  the  State  University  of  New 
York  Upstate  Medical  Center,  in  the  Decem- 
ber 15  issue. 

Redway  Medal.  The  fourth  annual  Laur- 
ance  D.  Redway  Award  for  Medical  Writing, 
in  memory  of  the  late  editor  of  the  Journal,  was 
presented  to  Harry  Grabstald,  M.D.,  New  York 
City,  for  his  three-part  review  of  “Renal-Cell 
Cancer,”  published  in  the  issues  of  October  15, 
November  1,  and  November  15,  1964.  The 
fifth  annual  award  will  be  presented  at  the 
1966  House  of  Delegates. 

Distinguished  Service  Awards.  At  the  1965 
House  of  Delegates,  the  Journal  inaugurated 
a new  series  of  awards  for  “distinguished  service 
to  the  New  York  State  Journal  of  Medi- 
cine.” These  were  presented  by  George  A. 
Burgin,  M.D.,  president,  Medical  Society  of 
the  State  of  New  York,  to  Robert  Turell, 
M.D.,  “for  his  dedicated  work  over  the  past 
nine  years  in  editing  the  section,  Recent  Ad- 
vances in  Medicine  and  Surgery”;  to  Harold 
Jacobziner,  M.D.,  “for  providing  the  noteworthy 
reports  from  the  Poison  Control  Center  of  the 
New  York  City  Department  of  Health  which  the 
Journal  has  featured  for  the  past  seven  years,” 
and  to  William  R.  Carson,  M.D.,  “for  the  wise 
and  witty  column  ‘Billsbord’  which  he  has 
written  exclusively  for  the  Journal  for  the  past 
three  years.”  Nominees  for  distinguished 
service  awards  to  be  presented  in  1966  will  be 
chosen  at  a later  date. 

Medical  Communications  Day.  The  fifth 
annual  Medical  Communications  Day,  spon- 
sored by  the  Journal  in  cooperation  with  the 
Metropolitan  New  York  Chapter  of  the  Ameri- 
can Medical  Writers’  Association,  was  held  on 
February  19,  1965,  at  the  Americana,  on  the 
day  following  the  close  of  the  State  Society 
convention.  Almost  200  attended  and  heard  a 
morning  panel  discussion  on  “From  Acceptance 


to  Prescription”  and  an  afternoon  panel  dis- 
cussion on  “Medical  Humor.”  We  have  found 
these  cooperative  programs  highly  stimulating 
and  successful. 

County  Society  Bulletin  Editors.  To  further 
an  interchange  of  ideas  and  experiences  among 
county  society  bulletin  editors,  the  Journal 
sponsored  a meeting  of  this  group  on  the  after- 
noon of  February  18  at  the  Americana  at  the 
close  of  the  State  Society  convention.  The 
editor  was  chairman  for  the  discussion  which 
covered  the  function,  news  reporting,  editorial 
writing,  and  economics  of  county  society  bul- 
letins. Nineteen  representatives  from  seven 
county  bulletins  attended,  and  at  the  close  of 
the  meeting  James  Q.  Haralambie,  M.D., 
representing  the  Westchester  Medical  Bulletin, 
was  chosen  chairman.  It  was  the  consensus 
of  the  meeting  that  a similar  meeting  be  planned 
for  1966,  and  the  Journal  stands  ready  to 
assist  with  this  project. 

Editors  Dinner.  The  annual  dinner  for  the 
associate  editorial  board,  department  editors, 
members  of  the  Publication  Committee,  and 
officers  of  the  Society  was  held  on  November  17 
at  the  Canadian  Club  in  the  Waldorf-Astoria 
Hotel.  Fifty-one  attended  and  enjoyed  hearing 
a talk  on  A.M.A.  publications  by  John  H.  Tal- 
bott, M.D.,  director  of  the  A.M.A.  Division  of 
Scientific  Publications  and  editor  of  the  Journal 
of  the  American  Medical  Association,  who  was 
our  guest  speaker.  This  annual  dinner  is  a 
small  demonstration  of  our  appreciation  to  the 
associate  editors  who  cooperate  so  well  in  re- 
viewing manuscripts. 

Journal  Booth.  The  Journal  had  a booth 
at  the  convention  of  the  Medical  Society  of  the 
State  of  New  York  in  February  at  the  Ameri- 
cana, where  members  of  the  editorial  staff 
were  present  to  talk  with  physicians  about  our 
publication  and  to  take  a picture  as  a souvenir 
for  each  doctor  interviewed.  We  also  had  a 
booth  at  the  annual  convention  of  the  A.M.A. 
in  June  at  the  Coliseum  in  New  York  City, 
where  sample  copies  of  the  Journal  were  dis- 
tributed, and  much  interest  was  displayed  in  our 
publication. 

Masthead  and  Information  for  Authors.  The 
masthead  for  the  Journal  has  been  revised  and 
now  includes  the  seal  of  the  Medical  Society, 
a slogan,  “Dedicated  to  the  continuing  educa- 
tion of  the  physician,”  and  a statement,  “65th 
year  of  publication.”  The  section,  “Informa- 
tion for  Authors,”  was  revised  under  the  direc- 
tion of  our  manuscript  editor,  Miss  Elizabeth 
C.  Smith,  and  is  now  occupying  the  back  of 
the  masthead.  This  is  a logical  place  for  it 
and  authors  will  now  have  no  difficulty  in  find- 
ing it. 

Staff.  Two  changes  were  made  in  the  editorial 
staff  during  1965.  Mrs.  Joan  V.  Hughes,  who 
had  been  with  the  Journal  for  eight  years,  left 
for  maternity  reasons,  and  Mrs.  Jane  Jackson, 
who  had  been  on  the  staff  for  three  years,  left 
to  move  to  Niantic,  Connecticut.  New  staff 
members  are  Mrs.  Sharon  Bryan,  a graduate  of 
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the  University  of  Missouri  School  of  Journalism, 
and  Miss  Jana  Moor,  a graduate  of  Bloomfield 
College  in  New  Jersey. 

Acknowledgments.  The  editor  wishes  to 
express  his  thanks  and  appreciation  to  the 
members  of  the  editorial  staff  who  have  served 
efficiently  and  with  cooperation  during  the  year 
in  carrying  on  the  work  of  the  Journal  and  in 
accepting  extra  assignments  when  made.  The 
staff  includes:  Miss  Alvina  Rich  Lewis,  man- 
aging editor;  Miss  Elizabeth  C.  Smith,  manu- 
script editor;  Mrs.  Sharon  Bryan  and  Miss 
Jana  Moor,  copy  editors;  Miss  Frances  E. 
Casey,  proofreader;  Mrs.  Olga  Mielke,  editorial 
secretary;  and  Mrs.  Sully  Bogardus,  who  does 
our  abstracting  and  indexing  on  a contract 
basis. 

The  Publication  Committee  and  its  chairman, 
Dr.  Himler,  have  been  most  interested  and 
cooperative  in  mutually  discussing  and  solving 
our  problems. 

We  are  now  in  our  twenty-fifth  year  with  our 
printer,  the  Mack  Printing  Company  of  Easton, 
Pennsylvania,  and  we  are  grateful  for  then- 
interest  and  concern  that  our  “final  product” 
be  the  best  possible. 

Advertising  Sales  (J.  Richard  Burns, 
Esq.,  Business  Manager).  The  total  gross 
advertising  revenue  of  the  Journal  for  the 
fiscal  year  1965  was  approximately  $239,587, 
over  $3,000  more  than  we  had  projected  in 
our  1965  budget  estimate.  In  our  judgment, 
advertising  revenue  will  continue  at  about 
the  same  level  in  1966  with  perhaps  a slight 
increase. 

In  our  last  annual  report,  we  advised  that  a 
revised  advertising  rate  schedule  had  been  put 
into  effect  and  distributed  to  advertisers, 
agencies,  and  prospective  advertisers.  We 
are  happy  to  report  that  the  new  schedule  was 
accepted  with  equanimity  by  our  advertisers 
and  did  not  affect  adversely  the  volume  of 
advertising  received  by  us. 

As  noted  in  our  last  report,  we  also  increased 
the  rates  for  classified  advertising  effective 
January  1,  1965.  This,  too,  did  not  cause  any 
problems,  and,  in  fact,  the  amount  of  classified 
advertising  increased  during  1965  with  a cor- 

! responding  increase  in  classified  advertising 
income. 

Due  to  the  energetic  activities  of  Mr.  Joseph 
A.  Mullaney,  our  advertising  sales  representa- 
tive, we  have  been  able  to  reactivate  15  old 
accounts  which  have  not  advertised  in  the 
Journal  in  recent  years,  and  obtain  13  new 
accounts  which  had  never  advertised  at  all  with 
us.  In  addition,  he  has  continued  to  contact 
and  service  our  regular  advertisers  and  agencies 
in  various  parts  of  the  country.  However,  as 
mentioned  elsewhere  in  the  chairman’s  and  the 
executive  vice-president’s  reports,  we  intend 
to  employ  a second  advertising  representative 
since  we  feel  that  Mr.  Mullaney  has  been  asked 
to  take  on  too  big  a load  and  cannot  possibly 
service  our  present  accounts  or  acquire  new 
ones  in  the  manner  we  desire. 

The  reorganization  of  the  advertising  sales 


department  reported  to  the  last  House  has  pro- 
ceeded smoothly  and  Mrs.  Camille  Marra 
Cunningham,  the  department’s  administrative 
secretary  (as  well  as  manager  of  technical  ex- 
hibits), and  Mr.  Robert  W.  Miller,  our  ad- 
vertising production  manager,  have  continued 
their  excellent  work. 

In  compliance  with  the  directives  of  the  U.S. 
Post  Office  Department,  we  have  completely 
“zipcoded”  the  Journal  mailing  list  and,  in  the 
process,  have  brought  it  up  to  date. 

The  Journal  circulation,  both  member  and 
paid,  has  continued  to  rise  and  for  the  period 
ending  December  31,  1965,  amounted  to  28,498 
as  compared  to  27,642  for  the  comparable  period 
in  1964. 

The  spectre  of  taxation  by  the  Internal 
Revenue  Service  on  the  so-called  “unrelated 
business  income”  of  the  Journal  still  hangs 
heavy  over  our  heads.  Details  of  this  problem 
are  set  out  fully  in  the  executive  vice-president’s 
report. 

We  are  happy  to  report  that  the  Journal  is 
again  “in  the  black”  in  1965  and  we  all  are 
continuing  our  efforts  to  keep  it  operating  on  a 
sound  fiscal  basis. 

Conclusion.  In  summary,  the  financial 
operations  of  the  Journal,  to  the  time  of  this 
writing,  were  maintained  at  about  the  same 
level  as  that  of  1964.  Advertising  income  and 
expenditures  remained  roughly  equal  to  those 
of  the  preceding  year,  which,  after  dues  allot- 
ment should  leave  a small  margin  of  profit  at 
the  year’s  end. 

As  you  will  remember,  the  Publication  Com- 
mittee adopted  the  policy  of  curtailing  editorial 
material  to  a maximum  of  70  per  cent  against 
30  per  cent  of  advertising.  It  was  agreed  also 
that  an  effort  would  be  made  to  maintain  a 60 
per  cent  to  40  per  cent  ratio  unless  that  meant 
publishing  too  slim  an  edition.  This  policy 
has  been  followed  with  the  result  that  the  editor 
has  a larger-than-normal  supply  of  good  sci- 
entific material  on  hand  which  either  will  not 
be  used  or  will  appear  in  the  Journal  after  a 
considerable  delay.  Restriction  of  the  editorial 
content  of  the  Journal,  although  necessary 
under  the  circumstances,  is  discouraging  to 
contributors  of  merit  who  have  other  avenues  of 
publication  open  to  them  and  it  works  to  our 
disadvantage. 

To  overcome  this  handicap  and  provide  the 
Journal  with  a more  comfortable  financial 
cushion,  it  will  be  necessary  to  increase  ad- 
vertising income.  The  executive  vice-president, 
the  director  of  the  Business  Division,  and  your 
chairman  have  arranged  to  retain  another 
sales  representative  in  addition  to  the  one  we 
currently  have.  It  is  felt  that  at  least  two 
persons  are  required  to  service  and  retain 
existing  accounts  and  make  effective  efforts  to 
acquire  new  ones.  The  new  employe  will  be  on 
a combined  retainer  and  commission  basis  which 
has  been  calculated  in  such  a manner  that  there 
will  be  no  additional  expense  to  the  Society 
unless  there  is  a corresponding  increase  in 
advertising  revenue. 

Once  again,  the  chairman  extends  his  ap- 
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preciation  to  William  Hammond,  M.D.,  the 
editor,  for  the  fine  level  at  which  he  has  main- 
tained the  scientific  content  of  the  Journal. 
Since  the  publication  is  intended  for  all  our 
member  physicians  it  is,  of  necessity,  rather 
diversified.  This  makes  it  difficult  to  attract 
top  level  reseai'ch  and  clinical  material  because 
authors  of  such  articles  tend  to  publish  in 
specialty  journals.  The  fact  that  we  have  a 
good  flow  of  material  from  contributors  of  high 
caliber  is  a tribute  to  the  editor’s  keen  judgment 
and  sound  editorial  policy. 

The  members  of  the  associate  editorial  board 
have  given  unstintingly  of  their  time  as  con- 
sultants in  their  various  specialties  and  have 
also  served  as  a liaison  with  centers  in  which 
much  original  clinical  research  is  being  done. 
Their  contributions  to  the  Journal’s  high 
standing  have  been  substantial,  and  it  is  a pleas- 
ure to  acknowledge  them. 

To  describe  the  activities  of  Miss  Alvina 
Rich  Lewis  and  her  faithful  staff,  it  is  necessary 
to  find  a new  refrain  for  an  old  melody.  The 
Journal’s  work  is  conducted  so  efficiently  and 
with  such  a minimum  of  fanfare  that  the  un- 
initiated might  be  led  to  the  mistaken  conclusion 
that  it  is  an  easy  job.  In  addition  to  the  labors 
incident  to  producing  the  publication,  there  is 
also  the  small  matter  of  editing  and  publishing 
the  proceedings  of  the  House  of  Delegates,  a 
good  portion  of  which  falls  to  the  managing 
editor.  This  year,  the  smooth  rhythm  of  the 
publication  machinery  was  unbroken  even  by 
the  necessity  of  training  new  employes  to  re- 


place those  who  left  us  for  biologic  and  other 
persuasive  reasons.  All  in  all  it  was  an  im- 
pressive performance  which,  although  expected, 
deserves  official  recognition  and  thanks. 

Since  some  aspects  of  the  Journal’s  opera- 
tion have  been  taken  over  by  the  Business 
Division,  the  chairman  has  been  in  close  and 
continuous  contact  with  Henry  I.  Fineberg, 
M.D.,  and  J.  Richard  Burns,  Esq.  Their  keen 
grasp  of  the  problems  of  publication  and  their 
sympathetic  and  constructive  approach  to  them 
has  made  that  association  most  helpful  and 
pleasant.  The  chairman  is  grateful  indeed  for 
their  support. 

The  Mack  Printing  Company  has  continued 
to  print  the  Journal  in  exemplary  fashion, 
and  their  friendly  cooperation  does  much  to 
expedite  its  production. 

Finally,  as  always,  the  members  of  the  Pub- 
lication Committee  have  been  faithful  in 
attendance  and  an  invaluable  source  of  guid- 
ance. In  addition  to  one  or  two  old  stalwarts, 
several  new  members  were  added  this  year.  It 
is  hoped  that  the  Journal  will  have  the  benefit 
of  their  sage  advice  for  many  years  to  come. 

There  are  many  other  persons  who  deserve 
recognition  and  thanks  for  their  contributions 
to  the  publication.  Since  even  the  chairman  is 
not  exempt  from  space  restrictions,  he  will  have 
to  be  content  with  expressing  his  appreciation 
to  them  all  without  naming  them  individually. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 
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Nathan  Brumer,  M.D.,  of  Brooklyn,  died  on 
September  18,  1964,  at  the  age  of  sixty-seven. 
Dr.  Brumer  graduated  in  1920  from  Long  Island 
College  Hospital  Medical  School. 

Joseph  George  Caccamise,  M.D.,  of  James- 
town, died  on  July  22,  1965,  at  the  age  of  sixty- 
three.  Dr.  Caccamise  graduated  in  1929  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  surgeon  at  Jamestown 
General  and  Woman’s  Christian  Association 
Hospitals.  Dr.  Caccamise  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Chautauqua  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  James  Cusick,  M.D.,  of  Elmira,  died 
on  August  27,  1965,  at  St.  Joseph’s  Hospital  at 
the  age  of  sixty-six.  Dr.  Cusick  graduated  in 
1923  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  associate  attending 
surgeon  at  Arnot-Ogden  Memorial  Hospital  and 
a consulting  surgeon  at  St.  Joseph’s  Hospital. 
Dr.  Cusick  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Chemung 
County  Medical  Society  (a  past-president),  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

James  Manley  Flanagan,  M.D.,  of  Norwich, 
died  on  November  25,  1965,  at  his  home  at  the 
age  of  forty-eight.  Dr.  Flanagan  graduated  in 
1944  from  Syracuse  University  School  of  Medi- 
cine. He  was  an  attending  surgeon  at  Chenango 
Memorial  Hospital  and  a past-president  of  the 
medical  staff.  Dr.  Flanagan  was  a past-presi- 
dent and  new  president-elect  of  the  Chenango 
County  Medical  Society  and  a member  also  of 
the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 

Raymond  Owen  Hitchcock,  M.D.,  of  Alfred, 
died  on  June  21,  1965,  at  St.  Mary’s  Hospital, 
Rochester,  at  the  age  of  sixty-seven.  Dr. 
Hitchcock  graduated  in  1925  from  Cornell  Uni- 
versity Medical  College.  He  was  an  attending 
surgeon  in  general  practice  at  Bethesda  Com- 
munity Hospital,  North  Hornell,  and  for  many 
years  had  served  as  health  officer  for  the  Towns 
of  Alfred  and  Almond.  He  had  also  served  as 
university  physician  for  Alfred  University.  Dr. 
Hitchcock  was  a member  of  the  Allegany 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Eugene  William  Rother,  M.D.,  of  Rochester, 
died  on  November  11,  1965,  at  the  age  of  eighty- 
five.  Dr.  Rother  graduated  in  1909  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  an  honorary  consulting  physician  in  general 
practice  at  Park  Avenue  Hospital.  Dr.  Rother 
was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Paul  Alexander  Sheller,  M.D.,  of  Long 
Island  City,  died  on  October  5,  1965,  at  the  age 
of  sixty-six.  Dr.  Sheller  received  his  medical 
degree  from  the  University  of  Breslau  in  1924. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Morrisset  Smith,  M.D.,  of  New  York 
City,  died  on  December  1,  1965,  at  Doctors 
Hospital  at  the  age  of  seventy-nine.  Dr.  Smith 
graduated  in  1909  from  the  Medical  College 
of  Virginia,  Richmond.  He  was  an  advisory 
surgeon  at  New  York  Eye  and  Ear  Infirmary 
where  he  formerly  had  been  chief  surgeon  in 
otolaryngology.  He  was  a former  professor  of 
clinical  otolaryngology  at  Columbia  University 
College  of  Physicians  and  Surgeons.  Dr.  Smith 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Otological  Society,  Inc., 
the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  New  York  Otological 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sidney  Tarachow,  M.D.,  of  New  York  City, 
died  on  December  5,  1965,  at  The  Mount  Sinai 
Hospital  at  the  age  of  fifty-seven.  Dr.  Tara- 
chow graduated  in  1932  from  Marquette  Uni- 
versity School  of  Medicine  and  in  1937  received 
a Doctor  of  Medical  Science  degree  from  Colum- 
bia University  College  of  Physicians  and 
Surgeons.  He  was  director  of  the  Division  of 
Psychoanalytic  Education  and  clinical  professor 
of  psychiatry  at  Downstate  Medical  Center  and 
an  associate  attending  psychiatrist  at  Kings 
County  Hospital  Center.  Dr.  Tarachow  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the 
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American  Psychoanalytic  Association,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


William  Pierce  Taylor,  M.D.,  of  Elma,  re- 
tired, died  on  October  25,  1965,  at  Millard 
Fillmore  Hospital,  Buffalo,  at  the  age  of  sixty- 
eight.  Dr.  Taylor  graduated  in  1924  from  the 
University  of  Buffalo  School  of  Medicine.  He 
had  helped  inaugurate  the  general  practice 
residency  at  Millard  Fillmore  Hospital  and 
trained  the  first  resident  in  general  practice 
there.  Dr.  Taylor  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of 


Death  from  asthma  in  children 


Of  24  asthma  deaths  in  children  occurring 
from  1937  to  1963,  the  majority,  20,  occurred 
since  1952.  The  significance  of  this  upturn  in 
such  admissions  is  not  clear;  alterations  in 
statistical  method  and  deficiencies  of  data  make 
interpretation  difficult.  A factor  in  the  increase 
of  admissions  may  be  a growing  awareness  of 
the  dangers  of  severe  asthma  in  childhood. 
There  appeared  to  be  no  correlation  between 
periods  of  smog  severity  and  asthma  deaths. 
Factors  contributing  to  the  deaths  were  infec- 
tion, aminophylline  intoxication,  pulmonary 
hemorrhage,  hypoadrenalism,  pancreatitis, 
and  possible  cardiac  failure.  Steroid  therapy 
played  a role  in  the  pathogenesis  of  hypo- 
adrenalism and,  possibly,  pancreatitis.  In  2 
of  the  24  patients,  no  contributing  factors  were 
apparent. 

This  study,  reported  by  W.  Richards,  M.D., 
and  J.  R.  Patrick,  M.D.,  in  a recent  issue  of  the 
American  Journal  of  Diseases  of  Children,  stated 
that  the  patients  ranged  in  age  at  death  from 
five  months  to  fourteen  years,  with  a mean  age 
of  five  years.  Asthma  histories  ranged  up  to 
twelve  years,  with  a mean  of  three  years.  Hos- 
pital records  of  children  thought  to  have  died 
with  asthma  or  other  obstructive  respiratory 
disease  were  studied  for  the  years  1937  to 


the  State  of  New  York,  and  the  American 
Medical  Association. 

Guenther  Emil  Winkler,  M.D.,  of  New  York 
City,  died  on  December  6,  1965,  at  Kings 
County  Hospital  at  the  age  of  sixty-five.  Dr. 
Winkler  received  his  medical  degree  from  the 
University  of  Breslau  in  1925.  He  was  an  as- 
sociate clinical  professor  of  psychiatry  at  Down- 
state  Medical  Center  and  an  attending  psy- 
chiatrist at  Kings  County  Hospital  Center.  Dr. 
Winkler  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


1963.  Records  were  examined  for  history, 
clinical  picture,  and  pathologic  findings  con- 
sidered consistent  with  a diagnosis  of  asthma. 
All  autopsy  protocols  for  the  period  were  also 
reviewed. 

Pneumonitis  was  the  most  frequent  associated 
pathologic  finding,  occurring  in  12  cases.  Three 
of  these  patients  were  misdiagnosed  as  having 
bronchiolitis.  All  but  one  of  the  12  were  under 
four  years  old.  Other  factors  of  possible  sig- 
nificance in  this  group  were  inadequate  hydra- 
tion and  heavy  sedation.  In  one  of  them, 
aminophylline  intoxication  was  a major  con- 
tributing factor.  Death  from  sedation  resulted 
when  a child  got  twice  the  recommended  dose 
of  chlorpromazine  before  admission.  In  6 
others,  oversedation  was  thought  to  be  a con- 
tributing factor  in  death.  Of  the  24  patients,  14 
received  steroid  therapy.  Six  had  been  getting 
steroids  for  appreciable  periods  prior  to  ad- 
mission, and  3 of  these  continued  it  after  enter- 
ing the  hospital.  Pathologic  findings  in  the 
lungs  of  5 children  showed  surprisingly  small 
changes  in  lung  tissue  and  no  evidence  of  de- 
structive emphysema.  The  heart  was  dilated 
in  1 patient,  and  there  was  right  ventricular 
hypertrophy  in  2.  Widespread  pulmonary 
hemorrhages  in  1 patient  were  unexplained,  and 
there  were  6 sudden  unexpected  deaths.  All 
but  1 of  these  patients  had  had  steroid  therapy. 
One  of  these  patients  had  pathologic  evidence 
of  Addison’s  disease,  and  1 had  pancreatitis. 
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Books  Reviewed 


Classic  Descriptions  in  Diagnostic  Roent- 
genology. Edited  by  Andre  J.  Bruwer,  M.B. 
Two  volumes.  Quarto  of  2,059  pages,  il- 
lustrated. Springfield,  111.,  Charles  C Thomas, 
1964.  Cloth,  $49.50. 

The  history  of  diagnostic  roentgenology  stems 
from  shortly  after  Christmas,  1895,  when 
Roentgen  presented  his  preliminary  communica- 
tion “On  a New  Kind  of  Rays”  to  the  Wurz- 
burg Physical-Medical  Society.  Roentgen  was 
fifty  years  old  and  professor  of  physics  at  the 
University  of  Wurzburg.  It  should  be  noted 
as  a footnote  to  the  history  of  Western  culture 
that  this  University  had  refused  to  accept  him 
as  a student  because  he  failed  to  meet  their 
admission  standards,  and  that  when  he  died 
of  cancer  in  1923,  it  was  in  great  poverty. 

Andre  J.  Bruwer,  roentgenologist  at  The 
Tucson  Medical  Center  and  former  consultant 
in  diagnostic  roentgenology  at  the  Mayo  Clinic, 
with  the  assistance  of  34  contributors,  undertook 
to  reprint  the  pioneer  articles  constituting  the 
history  of  currently  used  technical  methods  in 
diagnostic  roentgenology.  Foreign  particles 
were  translated  by  volunteers  or  professionals. 
In  most  instances  a photograph  of  the  pioneer 
and  a short  biography  precede  each  reprint. 

There  were  three  major  disappointments  in 
the  work.  It  was  exasperating  that  the  volumes 
contained  no  index  other  than  an  index  of  il- 
lustrations of  the  pioneers.  If  an  article  by 
Edison,  one  of  the  early  pioneers,  appeared  there 
is  no  index  to  locate  it.  Much  of  the  usefulness 
of  these  texts  as  reference  works  was  thereby  de- 
stroyed. Possibly  the  publisher  can  be  per- 
suaded to  add  a small  index  volume.  Another 
disappointment,  these  descriptions  encompass 
only  the  technology  of  original  methods  in 
radiology  and  not  the  original  descriptions  of  the 
various  disease  entities.  The  editor  recom- 
mends this  task  to  others.  Finally,  the  editor 
states  that  it  is  the  purpose  of  the  book  “to 
learn  to  respect  each  other  by  knowing  more 
about  one  another  and  giving  credit  where  it  is 
due.”  He  is  referring  to  the  international 
character  of  discovery.  He  praises  transistors 
in  that  “greater  use  of  their  talents  must  surely 
ease  the  process  of  learning  to  live  with  and 
respect  our  neighbors  with  different  customs 
and  languages.”  He  quotes  others  to  state 
that  “if  we  cannot  read  all  languages  we  can 
probably  get  some  one  to  read  them  for  us.” 

It  is  incomprehensible,  therefore,  that  in  the 
case  of  the  Russian  literature,  although  the 
editor  was  referred  to  the  volume  “Bibliography 
of  Russian  Roentgenology,  1896-1940,”  by 
A.  E.  Molotkow,  he  says  “that  there  was  little 
choice  but  to  remain  ignorant  of  the  bulk  of 
the  contents  of  this  book.”  (To  translate  it 


would  have  cost  approximately  $14,000.)  He 
also  says  “whether  this  is  a large  sum  of  money 
or  whether  the  cost  would  be  justified  depends 
on  one’s  point  of  view.”  It  is  the  point  of  view 
of  this  reviewer  that  an  omission  of  the  Rus- 
sian literature  was  inexcusable. — Mortimer  R. 
Camiel,  M.D. 

Exfoliative  Cytology  in  Gynaecological 
Practice.  By  Erica  G.  Wachtel,  M.D.  Oc- 
tavo of  203  pages.  Illustrated.  Washington, 
D.C.,  Butterworths,  1964.  Cloth,  $8.95. 

This  volume  is  written  by  one  who  is  thor- 
oughly qualified  in  her  field.  It  is  clear,  con- 
cise, and  complete  although  in  some  places 
repetitous. 

The  contents  are  well  organized.  This  en- 
hances its  value  as  an  introduction  to  the  sub- 
ject of  exfoliative  gynecology. 

The  illustrations,  although  numerous  and 
mostly  of  good  quality,  lose  something  in  being 
done  in  black  and  white.  Since  so  much  of  the 
interpretation  of  cell  types  is  dependent  upon 
variations  in  color,  it  is  felt  that  the  lack  of  color 
illustrations  detracts  from  the  value  of  the 
book. — Sanford  Kaminester,  M.D. 

The  Lymphatics  of  the  Female  Genital 
Organs.  By  Dr.  Gunther  Reiffenstuhl.  Trans- 
lated by  Leslie  D.  Elkvall,  Jr.,  M.D.  Quarto 
of  165  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1964.  Cloth,  $10. 

In  recent  years  the  surgical  attack  on  genital 
carcinoma  has  become  more  widespread.  If 
the  surgeon  is  to  be  thorough,  a detailed  and 
complete  knowledge  of  the  anatomy  of  the 
pelvic  lymphatics  is  an  absolute  necessity. 

This  timely  book  is  a translation  of  the  Ger- 
man text,  “Das  Lymphsystem  des  weiblichen 
Genitale,”  published  by  Urban  and  Schwarzen- 
berg.  The  book  presents  the  material  in  pre- 
cise detail  and  in  an  organized  fashion.  There 
are  70  excellent  black  and  white  illustrations, 
all  of  which  are  profusely  captioned.  The 
gynecologic  surgeon  will  find  much  in  this 
treatise  that  will  be  helpful. — John  M.  Tortora, 
M.D. 

The  Physiology  of  Blood  Platelets.  By 

Aaron  J.  Marcus,  M.D.,  and  Marjorie  B. 
Zucker,  Ph.D.  Octavo  of  162  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc., 
1965.  Cloth,  $7.00. 

This  volume  is  a concise  summary  and  a 
critical  review  of  most  of  the  significant  papers 
produced  in  the  field  of  platelet  physiology 
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since  1960.  The  bibliography  lists  875  ar- 
ticles. This  wealth  of  material  is  authorita- 
tively correlated  by  the  authors  who  have  them- 
selves made  important  contributions  to  the 
understanding  of  platelet  function. 

Platelet  biochemistry  and  all  phases  of  plate- 
let interaction  with  coagulation  factors  are  dis- 
cussed and  the  role  of  the  platelets  in  specific 
disease  entities  is  indicated.  Theories  are 
advanced  to  explain  bleeding  in  uremia  and 
macroglobulinemia . 

In  the  chapter  on  biochemistry  an  interest- 
ing analogy  is  drawn  between  the  energy  metab- 
olism involved  in  platelet  adhesiveness  and  clot 
retraction  with  that  occurring  in  the  “burst” 
mechanism  in  grasshopper  jump  muscle. 

Especially  helpful  is  the  elucidation  of  sur- 
face phenomena  involved  in  the  function  of 
Platelet  Factor  3 as  a catalyst  in  the  early  stages 
of  coagulation. 

Practical  details  of  platelet  therapy  are  given. 

Hematologists  and  others  interested  in  coag- 
ulation will  find  this  book  interesting  to  read 
and  will  value  it  as  a reference  volume. — 
Frederic  Feldman,  M.D. 

Ophthalmology:  Principles  and  Concepts. 

By  Frank  W.  Newell,  M.D.  Octavo  of  491 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1965.  Cloth,  $12.25. 

Here  is  a somewhat  different  type  of  textbook 
for  both  undergraduate  and  graduate.  It 
integrates  the  basic  mechanisms  with  ocular 
diseases  and  abnormalities  as  well  as  with  the 
ocular  manifestations  of  systemic  disease.  The 
author  is  a well-known  teacher  who  has  pub- 
lished what  he  has  learned  to  be  of  greatest 
value  in  the  teaching  of  ophthalmology  to  the 

I medical  student. 

The  method  of  presentation  is  easy  to  follow, 
the  language  is  clear,  and  the  text  is  kept 
interesting.  The  basic  sciences  are  reviewed 
and  emphasis  is  placed  on  the  fundamental 
abnormalities  of  the  primary  disease  processes. 

The  liberal  use  of  tables,  excellent  photo- 
graphs, and  remarkably  fine  drawings  add 
much  to  the  reader’s  enjoyment  of  this  in- 
structional volume.  It  can  be  well  recom- 
mended for  the  student  and  graduate. — 
Mortimer  A.  Lasky,  M.D. 

Clinical  Nursing:  Pathophysiological  and 
Psychosocial  Approaches.  By  Irene  L.  Be- 
land,  R.N.  Octavo  of  1,398  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1965. 
Cloth,  $12.50. 

There  are  several  commendable  and  thought- 
provoking  points  in  this  book.  For  example 
(1)  “ . . . The  reason  should  be  to  meet  a need 
of  the  patient  and  not  a need  of  the  nurse.” 
Sometimes  it  seems  that  nurses  forget  patients 
in  concentration  on  their  own  so-called  prob- 
lems. (2)  “Nurses  like  other  members  of  the 
American  culture,  tend  to  look  at  the  part 
away  from  the  whole  and  to  want  a single 
answer  to  each  question  or  problem.”  There 


is  little  question  that  rigid  thinking  and  rote 
have  been  problems. 

Troubles  arise  in  discussing  the  nurse  as  an 
intermediary  between  patient  and  doctor — she 
may  be  a help  but  also  she  may  be  a fly  in  the 
ointment  of  physician- patient  relationship. 
“The  doctor  is  usually  the  one  to  tell  the  patient 
he  is  not  trying  to  get  well  and  that  his  behavior 
is  not  acceptable,”  another  difficult  statement. 
In  the  opinion  of  this  reviewer,  it  is  highly  ques- 
tionable whether  anyone  ever  should  say  these 
things  to  a patient.  We  are  there  to  deal  with 
the  patient  as  he  is,  not  to  mold  him  into  the 
image  we  think  he  should  be. 

The  most  wonderful  statement  in  this  book 
may  be  the  admonition  to  separate  fact  from 
what  we  assume  to  be  fact.  “An  observation 
is  what  is.  Interpretation  is  why  it  is.” 

While  trying  to  transfer  the  content  of  their 
work  from  nurses’  minds  to  paper,  the  question 
of  what  nursing  is  remains  of  interest.  How- 
ever, the  question  of  whether  it  is  a profession 
or  not  seems  to  have  little  realistic  importance, 
and  professionalism  in  general  is  not  defined 
clearly.  Henderson’s  definition  of  nursing  as 
quoted  is  similar  to  many  others  and  inade- 
quate. Nursing  is  doing  much  more  than  just 
what  the  patient  would  be  doing  for  himself 
if  he  were  well. 

The  organization,  in  this  book,  of  a systematic 
pattern  of  observing  is  excellent,  as  well  as  the 
use  of  analogy  from  the  scientific  point  to  a 
concrete  clinical  example.  The  organization 
of  content  categories  is  a bit  confusing  to  the 
reviewer,  perhaps  only  because  it  is  a new  ap- 
proach. This  book  requires  an  excellent 
teacher  to  help  communicate  the  clinical  and 
the  philosophic. 

There  are  spots  where  the  blending  of  the 
old  and  the  new  is  beautiful.  Here  one  is  given 
a tome  of  modernistic  thought  but  then  told 
in  the  words  of  Florence  Nightingale,  “It  may 
safely  be  said,  not  that  the  habit  of  ready  and 
correct  observation  will  by  itself  make  us  use- 
ful nurses,  but  that  without  it  we  shall  be  use- 
less with  all  our  devotion.”  This  reviewer 
would  add  to  Miss  Nightingale  and  say,  “use- 
less with  all  our  devotion  and  scientific  back- 
ground— Yvonne  Manley,  R.N. 

Refraction:  A Programmed  Text.  By  Rob- 
ert D.  Reinecke,  M.D.,  and  Robert  J.  Herm, 
M.D.  Octavo  of  336  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1965.  Paper, 
$12.50. 

This  book  has  been  written  by  two  professors 
of  ophthalmology  at  Harvard  Medical  School 
who  are  also  affiliated  with  the  Massachusetts 
Eye  and  Ear  Infirmary.  It  is  a new  approach 
to  the  teaching  of  refractions. 

The  book  represents  a distinct  departure 
from  other  textbooks  in  that  it  utilizes  the 
method  of  programming  in  an  effective  and 
practical  manner.  Programming  encourages 
the  student  to  express  complete  concepts  and 
perform  tasks  and  discourages  rote  memoriza- 
tion. 
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This  course  in  refraction  bridges  the  gap 
between  theory  and  practice.  It  is  not  in- 
tended to  replace  the  formal  course  but  it  is  a 
new  approach,  for  the  first  time  in  fifty  years, 
to  the  teaching  of  refraction.  Programming, 
according  to  the  authors,  achieves  a desired  goal 
and  on  its  completion  a student  can  do  a rudi- 
mentary refraction. 

The  book  includes  a discussion  of  lenses,  re- 
fractive errors,  cycloplegics,  ocular  tests,  hetero- 
phoria,  and  some  illustrative  case  histories. 
It  is  basically  for  the  student  and  the  practi- 
tioner of  ophthalmology  but  it  may  be  useful 
for  the  general  practitioner  as  an  introduction 
to  refraction. — Norris  C.  Elvin,  M.D. 

Practice  of  Hypnosis  in  Anesthesiology. 

By  Carl  A.  Coppolino,  M.D.  Octavo  of  204 
pages.  New  York,  Grune  & Stratton,  1965. 
Cloth,  $6.50. 

The  author  is  well  qualified  to  write  about 
hypnosis  in  anesthesiology.  He  had  previously 
collaborated  with  the  writer  of  the  foreword, 
George  Wallace,  on  an  account  of  the  uses  of 
hypnosis  in  this  specialty. 

Dr.  Coppolino  has  successfully  presented  a 
simple  text  for  the  edification  of  the  medical 
and  dental  practitioners  who  use  pain  relievers 
as  well  as  for  the  anesthesiologists  who  wish 
to  learn  an  adjuvant  modality  to  add  to  their 
armamentarium  of  anesthesia  and  analgesia 
producing  technics. 

There  is  a definite  need  for  more  written 
literature  on  the  subject  of  hypnosis  as  it 
applies  to  medical  procedures.  In  this  instance, 
the  uses  of  hypnosis  for  the  relief  of  pain  and  for 
preanesthetic  relaxation  are  both  the  prime 
indicators  for  hypnosis  in  anesthesiology. — 
Leo  Wollman,  M.D. 

Management  of  the  Patient  with  Sub- 
normal Vision.  By  Gerald  Fonda,  M.D. 
Octavo  of  161  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1965.  Cloth, 
$11. 

The  average  ophthalmologist  who  is  con- 
fronted with  subnormal  vision  is  aware  often  of 
his  limitations  and  relies  on  simple  measures  to 
attain  maximum  visual  comfort.  These  may 
include  stronger  lenses  in  eyeglasses  or  the  use 
of  an  illuminated  hand  magnifier.  Dr.  Fonda 
has  had  an  unusually  wide  experience  in  this 
subspecialty  and  has  worked  patiently  with 
these  difficult  cases.  He  has  relied  on  addi- 
tional measures  to  provide  a more  hopeful 
outlook  for  these  patients  among  which  are 
included  the  reading  of  Braille,  telescopic  lenses, 
and  contact  lenses.  The  book  covers  a broad 
range  of  topics  as  well  as  discussions  of  phys- 
iologic optics  to  explain  the  benefits  of  selec- 
tive visual  aids. 

The  questions  and  answers  at  the  end  of  the 
book  are  particularly  valuable  because  they  re- 
veal the  difficulties  encountered  in  the  pre- 
scribing of  visual  aids.  For  example,  training 
the  patient  to  hold  reading  material  at  a set 


distance  is  not  always  easy;  walking  with 
telescopic  spectacles  is  unsafe;  and,  a patient 
may  do  better  with  a hand  magnifier. — Emanuel 
Krimsky,  M.D. 

A Primer  of  Cardiac  Catheterization. 

By  Ross  C.  Kory,  M.D.,  Theofilos  J.  Tsagaris, 
M.D.,  and  Rodrigo  A.  Bustamante,  M.D. 
Octavo  of  114  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1965.  Cloth,  $7.50. 

The  authors’  purpose  is  to  acquaint  medical 
students,  interns,  and  residents  with  the  in- 
formation obtainable  from  cardiac  catheteriza- 
tion procedures.  This  concise  and  simplified 
approach  also  should  prove  of  value  to  physi- 
cians whose  primary  interests  are  in  fields  other 
than  cardiology.  The  technical  performance 
of  these  procedures  is  treated  as  a secondary 
phase.  The  text  begins  with  a brief  but  clear 
description  of  cardiac  catheterization  technics 
and  catheter  positions  in  order  to  acquaint  the 
reader  with  normal  and  abnormal  findings 
following  right  and  left  heart  and  retrograde 
aortic  catheterizations.  The  full  page  photo- 
graphs are  unusually  excellent  and  lucid. 

A brief  presentation  of  pressure  tracings, 
cardiac  output,  vascular  resistances,  estimation 
of  valve  areas,  detection  and  quantitation  of 
shunts,  quantitation  of  valvular  regurgitation, 
selective  angiocardiography,  cineangiocardiog- 
raphy,  and  intracardiac  phonocardiography  and 
electrocardiography  provides  an  outline  of  the 
information  obtainable  from  this  procedure. 

Figures,  charts,  tables,  formulas,  and  x-ray 
reproductions  are  quite  profuse  for  a 100-page 
book.  It  is  apparent  that  the  accompanying 
text  is  concise.  A bibliography  of  87  references 
and  a good  index  complete  the  text.  As  the 
title  accurately  implies,  it  is  invaluable  as  a 
basic  primer  in  cardiac  catheterization. — 
Nathaniel  E.  Reich,  M.D. 

Atlas  of  Histology.  By  Sam  J.  Piliero,  Ph.D., 
Myron  S.  Jacobs,  Ph.D.,  and  Samuel  Wischnit- 
zer,  Ph.D.  Quarto  of  401  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1965. 
Cloth,  $7.50. 

As  stated  by  the  authors,  the  primary  aim 
of  the  beginning  student  of  histology  is  to  learn 
microscopic  structure.  This  book  is  well 
planned  to  aid  the  student  in  achieving  this 
goal.  It  is  designed  primarily  for  use  in  medical 
schools,  since  only  human  material  has  been 
utilized  in  preparing  the  plates. 

All  the  plates  are  in  black  and  white  which 
in  this  day  of  emphasis  on  color  photography 
makes  them  appear  somewhat  drab.  Never- 
theless, there  is  much  to  be  said  in  favor  of  the 
authors’  concept  that  too  often  beginning  stu- 
dents inadvertently  attempt  to  recognize  cells 
and  structures  by  color  and  as  a result  fail  to 
recognize  important  structural  differences.  r m 

The  detailed  labeling  of  many  of  the  plates 
is  a definite  improvement  over  some  other  his- 
tologic atlases  but  the  identification  of  individual 

continued  on  page  313 
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cells  in  a few  plates  is  not  convincing  and  would 
be  of  little  or  no  value  in  helping  the  student 
identify  these  same  cells  under  the  microscope. 
In  some  cases  this  may  be  due  to  post-mortem 
degeneration  of  tissues  and  therefore  raises  the 
question  as  to  whether  slides  from  such  prep- 
arations are  really  more  valuable  than  compara- 
ble slides  from  very  similar  animal  tissues. 

Although  emphasis  rightfully  should  be 
placed  on  the  illustrations,  it  should  be  men- 
tioned that  in  some  instances  the  authors  have 
used  terms  which  are  not  in  keeping  with  cur- 
rent concepts  in  histology  or  are,  at  best,  highly 
controversial.  A good  example  of  this  is  found 
in  the  brief  discussion  of  the  liver  which  the 
authors  describe  as  being  made  up  of  cords 
rather  than  plates  or  sheets  of  cells.  The  latter 
concept  is  now  widely  accepted.— George  B. 
Talbert,  M.D. 

Bedside  Diagnostic  Examination:  A Com- 
prehensive Pocket  Textbook.  By  Elmer 
L.  DeGowin,  M.D.  Duodecimo  of  772  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1965.  Fabrikoid,  $8.95. 


Since  it  is  applicable  equally  to  office  and 
ambulatory  patients,  the  designation  “Bedside” 
is  misleading  and  should  be  deleted  from  the 
title  “Bedside  Diagnostic  Examination.”  How- 
ever, it  well  deserves  the  subtitle  “A  Compre- 
hensive Pocket  Textbook.”  It  is  a compact, 
concise  compendium  reiterating  the  value  of 
history  taking  and  the  utilization  of  the  senses 
to  develop  skill  in  observation,  auscultation, 
percussion,  and  palpation,  and  other  procedures 
in  the  development  of  diagnostic  acumen, 
eschewing  almost  entirely  any  mention  of  lab- 
oratory aids.  Most  of  the  usual  eponymic 
signs  and  syndromes  are  described,  including 
several  personal  observations  plus  an  occasional 
bibliography.  It  is  unfortunate  that  many  of 
the  numerous  illustrations  (drawn  by  the 
author)  are  unnecessarily  amateurish. 

No  modern  physician  can  afford  to  disregard 
the  myriad  of  simple  available  diagnostic  aids 
currently  considered  routine,  and  rely  solely 
on  history  and  physical  findings.  Neverthe- 
less, this  is  an  excellent  basic  text,  particularly 
for  medical  students  beginning  a clinical  clerk- 
ship, before  the  trend  to  laboratory  dependency 
blunts  the  art  of  clinical  examination. — Milton 
B.  Spiegel,  M.D. 
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PHYSICIANS  WANTED— CONT’D 


; Assistant  Director  of  I 
Clinical  Research 

We  have  an  opportunity  for  a physician  || 
fill  trained  in  internal  medicine  or  pediatrics  || 
ll;  who  is  interested  in  combining  clinical  and  || 
||  administrative  medicine.  Training  or  inter-  || 
||  est  in  pharmacology,  biostatistics,  or  other  i|j 
||  research  areas  is  of  additional  value. 

||  _ || 

II  This  position  is  primarily  concerned  with  || 

If  designing,  setting  up  and  supervising  studies  |f 
i at  clinics  and  medical  centers.  Some  travel  f| 
required.  II 

If  Many  benefits  in  addition  to  the  stimulating  || 
f|  research  work.  Among  these  are  Regular  || 
|;f  Hours,  Comprehensive  Insurance  and  Re-  If 
|f  tirement  Programs,  Liberal  Holiday  and  |f 
If  Vacation  Plans.  If 

Please  forward  a confiden- 
tial complete  resume  to: 

| . If 

Medical  Director 

If  pf 

Bristol  Laboratories 

Division  of  Bristol-Myers  Company 
Syracuse,  N.  Y.  13201 

An  equal  opportunity  employer 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St  Joseph’s  Hospital,  Yonkers,  N.  Y. 


SURGEON.  BOARD  CERTIFIED  OR  ELIGIBLE; 
Margaretville,  N.  Y.  Hospital  fully  accredited.  Four 
season  recreation  area  in  Catskill  Mountains.  Adequate 
social  and  educational  facilities.  Some  general  practice 
until  established.  Guarantee  income.  Apply  W.  B. 
Sheldon,  Administrator,  Margaretville  Hospital,  Margaret- 
ville, N.Y. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


GENERAL  PRACTITIONER  UNDER  38  YEARS  OLD 
wanted  to  join  a 5-man  group  in  Ellenville,  N.  Y.  Contact 
Ellenville  Medical  Group,  (914)  647-5300. 


(2)  G.P’S.,  (2)  PEDIATRICIANS,  WANTED  IN  Ex- 
cellent, growing  community.  Impressive,  modern  build- 
ing; all  facilities;  furnished;  generous  parking.  Pough- 
keepsie, N.Y.  area.  Call  914-635-2861. 


WANTED:  PHYSICIAN  FOR  ASSOCIATION  WITH 

staff  group  for  hospital  service  in  cardiopulmonary  disease. 
Active  service  in  fully  equipped  hospital,  including  cardio- 
pulmonary laboratory  and  thoracic  surgery.  Basic  starting 
salary  for  service  work  $13,000  with  yearly  increments, 
with  added  opportunity  for  private  cousulting  practice. 
Excellent  fringe  benefits  including  available  residence. 
For  details,  apply  to  James  M.  Blake,  M.D.,  Glenridge 
Hospital,  Schenectady,  New  York  12302. 


ANESTHESIOLOGIST,  TO  JOIN  GROUP  OF  THREE 
Board  certified  anesthesiologists  in  community  hospital 
located  upstate  N.Y.  Fee  for  service  practice.  Box  288,  % 
NYSJM. 


A YOUNG  GENERAL  PRACTITIONER  NEEDED  TO 
join  busy,  33  year  old  physician  twenty  miles  from  New 
York  City.  Partnership  after  one  year.  Salary  plus  per- 
centage first  year.  Modern  office  and  hospital.  Elio  J. 
Ippolito,  M.D.,  (914)  ME  1-1535. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


MEDICAL  PRACTICE:  GREAT  NEED  IN  NORTH- 
em  New  York  community  of  20,000  for  at  least  two  med- 
ical men.  Excellent  hospital  facilities,  good  schools  and 
good  transportation.  Minimum  income  guaranteed. 
Administrator,  A.  Barton  Hepburn  Hospital,  Ogdensburg, 
New  York. 


INTERNIST,  TO  JOIN  WELL-ESTABLISHED  GROUP, 
excellent  salary  plus  partnership  arrangements,  upstate 
N.Y.  community,  100  miles  from  N.Y.C.  Box  285,  % 
NYSJM. 


OPPORTUNITY  AVAILABLE  WITH  LARGE  VOLUME 
general  practice  team  in  southeast  Nassau  County,  New 
York.  Heavy  office,  hospital  and  nursing  home  experience, 
to  be  gained.  Salary  to  start.  Your  ability  and  work  de- 
termine advance  ment  to  partnership.  Box  291,  % NYSJM, 
or  call  (516)  PY  8-8011. 


ANESTHESIOLOGIST:  FOR  SURGERY  AND/OR 

obstetrics.  Full  time,  or  nights  and  weekends.  New 
York  license  required.  H.  C.  Berger,  M.D.,  (NYC) 
IL  7-1300. 


PSYCHIATRIC  RESIDENCIES  AND  STAFF  Posi- 
tions. Fully  approved  three  year  residencies  in  Psy- 
chiatry. University  Training.  Attractive  housing. 
ECFMG  required  first  year,  a state  license  for  second  and 
third  year.  Stipend:  $7000  to  $8000.  Also  limited  number 
of  staff  positions.  Starting  salaries:  Psychiatrist — $12,603 
to  $19,916;  Physicians — $8, 124  to  $19,916.  ECFMG  cer- 
tification sufficient.  Write:  Dr.  Harry  H.  Brunt,  Jr., 

Medical  Director,  Ancora  State  Hospital,  Hammonton, 
New  Jersey. 


DIAGNOSTIC  RADIOLOGIST  TO  JOIN  DYNAMIC 
6 man  multi-specialty  group  with  our  ultramodern  clinic 
and  hospital  in  Detroit  suburb.  Science  certificate  re- 
quired. Excellent  renumeration.  Write  Box  297,  % 
NYSJM. 


AGGRESSIVE  SURGEON  TO  JOIN  DYNAMIC  6 MAN 
multi-specialty  group  with  our  ultramodern  clinic  and 
hospital  in  Detroit  Suburb.  Challenging  scientific  en- 
vironment. Write  Box  295,  % NYSJM. 


AGGRESSIVE  GENERAL  PRACTITIONER  FOR  BUSY 
clinic  and  attached  60  bed  hospital  in  Warren,  Michigan. 
Excellent  future.  Write  Box  296,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 

POSITIONS  WANTED— CONT’D 

PHYSICIAN  WANTED:  PARTNER,  BY  30  YEAR 

general  practitioner;  Buy  interest.  Medical  center  estab- 
lished 9 years.  Equipped,  X-ray  EKG  lab.,  business  ma- 
chines; trained  personnel.  New  community  hospital  10 
miles.  Central  New  York  State.  Box  298,  % NYSJM. 

MATURE,  EXPERIENCED,  GENERAL  PHYSICIAN 
& surgeon;  trauma.  Available  2-3  days  a week,  Bklyn., 
Queens  or  L.I.  Insurance  or  office  work  preferred.  Fringe 
benefits,  contract,  good  salary  expected.  Box  303,  % 
NYSJM. 

MISCELLANEOUS 

REAL  ESTATE  FOR  SALE  OR  RENT 

PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 

NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 

VACATION  ON  CARE-FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 

SMITHTOWN— HAUPPAUGE  AREA:  OFFICE  SPACE 
to  share;  small  professional  building  near  hospital.  Ideal 
location;  suitable  most  specialties.  Also  two  individual 
suites  available.  Reasonable  rental;  utilities  included 
516  AN  5-5520. 

SKI  HOUSE  FOR  RENT-SUGARBUSH,  VERMONT; 
sleeps  10.  Available  weekly.  Write  Box  3591,  New 
York,  New  York  10017. 

80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min .434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 

BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York.  N.  Y.  10036. 

NOW  LEASING  26,000  SQ.  FT.  PROFESSIONAL  OF- 
fices,  elevator,  air  cond.  Will  divide  to  suit;  large  parking 
area.  In  Rockland  County’s  fastest  growing  area.  On 
busy  Rt.  9-W,  West  Haverstraw,  N.Y.,  adjacent  to  Sam- 
sondale  Shopping  Center.  Call  914  EL  2-2000. 

POSITIONS  WANTED 

FOR  RENT:  SPRING  VALLEY,  NEW  YORK;  4 ROOMS 
and  lav.,  all  panelled  and  air-conditioned.  780  sq.  ft.  $200 
per  month.  Write  Box  300,  % NYSJM. 

ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time,  New  York  metropolitan  area. 
PL3-7737. 

BOARD  CERTIFIED  RADIOLOGIST  WITH  BROAD 

FOR  SALE:  EIGHT  ROOM  HOUSE,  3 BEDROOMS 

and  bath  upstairs,  5 rooms  down.  An  upstairs  apt.,  sep- 
arate entrance.  Professional  office  attached  to  main  house, 
separate  entrance.  Income  from  rentals  pay  expenses. 
Write  Mrs.  Agnes  Eaton,  184  Spring  St.,  Saratoga  Springs, 
N.  Y.  or  call  after  5:  584-1635. 

experience,  including  special  diagnostic  procedures  and 
radiotherapy,  desires  position  in  hospital  in  charge  of  X-ray 
Department.  Interested  in  a rather  small  institution; 
willing  to  have  X-ray  department  developed  and  organized 
for  full  scale  of  special  procedures.  Prefer  New  York  City 
area  or  Long  Island.  Box  287,  % NYSJM. 

GLEN  COVE:  ATTRACTIVE  ROOMS  AVAILABLE, 

near  hospital;  good  parking.  Facilities  suitable  for  G.P. 
pediatrician,  dentist,  etc.  Bay  Agency,  (516)  WA  2-4000 

MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female') . Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.') 

9 ROOM  PROFESSIONAL  OFFICE  BLDG  FULLY 
equipped.  Active  practice  and  attached  house  with  two 
rentals;  3 entrances;  plot  100'  X 110'.  Formerly  used 
by  outstanding  physician  and  surgeon  for  33  yrs.  Flat- 
lands  area  in  Brooklyn.  Near  new  hi-rise  apts.  Call 
CL  7-4245  or  CL  7-0288,  or  write  Box  263,  % NYSJM. 

ORTHOPEDIC  SURGEON  WISHES  TO  ASSOCIATE 
with  orthopedic  surgeon  (s),  or  practice  at  hospital  equipped 
for  orthopedic  work.  Fully  trained;  published  work;  re- 
search award.  Interest  general  orthopedics.  Box  299,  % 
NYSJM. 

FOR  SALE.  10  ROOM  HOME  WITH  BASEMENT 
office.  Excellent  opportunity  for  general  practice  or 
specialty.  Catskills.  All  sports  available.  Tel.  607-432- 
1063. 

| OBSTETRICIAN-GYNECOLOGIST.  BOARD  ELIGI- 
ble  married,  5 years  training,  wishes  to  join  partnership  or 
group  practice  within  a radius  of  75  miles  of  New  York 
City.  Will  accept  salary  to  start;  available  immediately. 
Box  302,  % NYSJM. 

SPLIT  LEVEL  ON  i/s  ACRE  IN  IDEAL  RESIDENTIAL 
area  in  Dobbs  Ferry,  Westchester  County.  7 rooms  incl. 
3 bedrooms,  large  playroom,  2 baths:  5 room  office  suite 
completely  separated.  Used  by  internist  for  7l/z  yrs. 
Anxious  to  sell  to  young  G.P.  who  could  help  with  practice 
overflow.  (914)  GR  8-3939. 
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On  Stelazine  brand  of  trifluoperazine 

she's  calm  and  alert 


When  a tranquilizer  is  needed, 
'Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  8r  French  Laboratories 
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The  latest  news  in  the  New  York  insurance  industry  is  the 
revolution  in  health  insurance  for  City  employees. 

No  longer  does  one  group-practice  plan  have  a monopoly  on 
providing  health  benefits.  GHI  has  now  become  one  of  the  carriers 
protecting  teachers,  policemen,  firemen,  and  a whole  army  of 
New  York  City  employees. 

Obviously,  you’ll  be  seeing  more  GHI  subscribers  from  now 
on.  Perhaps  you  have  already  observed  the  change  in  your 
practice. 

Don’t  you  think  this  would  be  a good  time  to  reconsider  partici- 
pating if  you  are  not  now  a GHI  doctor?  Almost  11,000  of  your 
colleagues  participate  in  GHI.  Their  principal  reasons  are  simple: 
reasonable  fees  paid  directly  to  the  participating  doctors  within 
a few  business  days.  As  a national  advertiser  used  to  say: 
"Eventually,  why  not  now?” 

Phone  for  your  Invitation  to  Participate  today. 


Group  Health  Insurance,  Inc. 

221  PARK  AVENUE  SOUTH/NEW  YORK.  N Y 10003 

Phone:  SP  7-6000 
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utazolidin 

ilka 

jnylbutazone  100  mg. 

led  aluminum 

Jroxide  gel  100  mg. 

Ignesium  trisilicate  150  mg. 
patropine 

Ithylbromide  1.25  mg. 


|e  trial  period  need  not  exceed  1 week.  In 
itrast,  the  recommended  trial  period  for 
llomethacin  is  at  least  1 month. 

it’s  why  it’s  logical  to  start  therapy  with 
tazolidin  alka— you’ll  know  quickly 
|ether  or  not  it  works.  And  usually,  it  will. 

urge  number  of  investigators  have  re- 
nted major  improvement  in  about  75%  of 
>es.  Some  patients  have  gone  into  remis- 
In.  Relief  of  stiffness  and  pain  may  be  foi- 
led quickly  by  improved  function  and  res- 
jtion  of  other  signs  of  inflammation.  And 
jtazolidin  alka  is  well  tolerated,  especially 
;e  it  contains  antacids  and  an  antispas- 
jdic  to  minimize  gastric  upset. 

itraindications 

5ma,  danger  of  cardiac  decompensation; 
|tory  or  symptoms  of  peptic  ulcer;  renal, 
)atic  or  cardiac  damage;  history  of  drug 
fergy ; history  of  blood  dyscrasia.  The  drug 
[uld  not  be  given  when  the  patient  is  se- 
[,  or  when  other  potent  drugs  are  given 
[currently.  Large  doses  are  contraindi- 
?d  in  patients  with  glaucoma. 

[cautions 

tain  a detailed  history  and  a complete 
[sical  and  laboratory  examination,  in- 
ling  a blood  count.  The  patient  should  be 
kely  supervised  and  should  be  warned  to 
lort  immediately  fever,  sore  throat,  or 
|jth  lesions  (symptoms  of  blood  dyscra- 
];  sudden  weight  gain  (water  retention); 

reactions;  black  or  tarry  stools.  Make 
Liar  blood  counts.  Use  greater  care  in 
(elderly, 

|ning 

•umarin-type  anticoagulants  are  given 
Lltaneously,  watch  for  excessive  in- 
jtse  in  prothrombin  time.  Pyrazole  com- 


Usually works 
within  3 to  4 days 
in  osteoarthritis 


pounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin® 
brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804S 
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351  Prostatic  Cancer,  XVI.  Comparison  of  Physical  Examination  and  Biopsy  for  De- 
tection of  Curable  Lesions 

Perry  B.  Hudson,  M.D.,  and  Arthur  Purdy  Stout,  M.D. 

356  Histochemical  Methods,  Their  Significance  to  Pathology 
Robert  M.  Rosenbaum,  Ph.D. 

363  Tumors  and  Tumor-Like  Conditions  of  Hand 

Donald  B.  Kettelkamp,  M.D.,  and  William  J.  Mills,  Jr.,  M.D. 

373  Hearing  Problems  in  Children 
Jules  G.  Waltner,  M.D. 
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Colon 

Bjorn  Thorbjarnarson,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

379  Progress  in  Anesthetic  Management  of  Patients  for  Cardiac  Surgery,  Part  I 

Barbara  Lipton,  M.D.,  Robert  S.  Litwak,  M.D.,  Howard  L.  Gadboys,  M.D., 
Melvin  Kahn,  M.D.,  and  Leslie  Rendell- Baker,  M.D. 

Case  Reports 

391  Stress  Fractures  in  Children 

Theodore  Perl,  M.D.,  and  Edward  W.  Carsky,  M.D. 

397  Cardiac  Amyloidosis  and  Complete  Heart  Block 
Martin  H.  Brownstein,  M.D. 

400  Relationship  of  Acute  Renal  Failure  to  Muscle  Necrosis 

Murray  Quinn,  M.D.,  John  S.  Wolf,  M.D.,  and  Jane  Lester,  M.D. 

404  Metastatic  Disease  to  Brain  with  Extensive  Cavitation 
Richard  D.  Kittredge,  M.D. 
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Age  12 -13- not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
1 seborrhea ...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring."'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.’’2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.’’3 
1 Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
| is  nonalkaiine,  hypoallergenic  and  “kind"  to  skin, 
i And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  1 'h 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pedial.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne:  a trial  of  “pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 


Winthrop  Laboratories 
New  York,  N.Y.  10016 
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The  *pi "am  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  31/2,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions, Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


hroughout  the  wide  middle  range  of  PAIN... 


GuJo 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2.628.185  and  2.907,768 
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P.M.A.  elects  new  president 

Austin  Smith,  M.D.,  has  resigned  as  president 
of  the  Pharmaceutical  Manufacturers  Associa- 
tion to  become  vice-chairman  of  the  Board  of 
Directors  of  Parke,  Davis  and  Company  in 
Detroit.  The  Board  of  Directors  of  P.M.A. 
elected  C.  Joseph  Stetler,  executive  vice-presi- 
dent and  general  counsel  of  the  P.M.A.  since 
1963,  as  its  new  president. 

Methadone  considered  narcotic 

In  a letter  to  Waring  Willis,  M.D.,  president 
of  the  Medical  Society  of  the  State  of  New  York, 
George  M.  Belk,  district  supervisor  of  the 
Bureau  of  Narcotics,  District  2,  described  the 
status  of  the  drug  methadone  and  the  legal 
implications  of  maintenance  of  addicts  on 
narcotics  thus: 

Due  to  many  misleading  articles  that  have 
appeared  recently  in  the  numerous  news- 
papers in  the  metropolitan  area  of  New  York 
about  the  status  of  methadone,  I feel  it  my 
duty  to  inform  the  various  physicians  in  this 
area  of  its  true  status.  Methadone  is  a 
narcotic,  an  opiate,  as  proclaimed  by  Presi- 
dent Harry  S.  Truman  on  July  31,  1947 
[Proclamation  2738].  . . . [A]midone  is  the 

originally  accepted  generic  name  for  meth- 
adone. 

In  this  same  area  there  is  much  misinforma- 
tion about  the  maintenance  of  addicts  on 
narcotics.  Maintenance,  at  present,  is  not 
considered  accepted  treatment  of  addiction 
by  the  American  Medical  Association  and  the 
National  Research  Council.  Any  of  the 
members  of  your  association  who  wish  to 
receive  copies  of  pamphlet  56  that  explains  the 
American  Medical  Association  and  National 
Research  Council  position  on  this  subject  will 
be  furnished  a copy  from  this  office.  Or,  if 
you  desire,  we  will  furnish  your  members. 

. . . (M  [ethadone  has  addicting  liabilities 
similar  to  morphine  and  is  subject  to  full 
control  under  the  Harrison  Narcotic  Law  as 
amended. 

Rorer  awards  announced  by 
College  of  Gastroenterology 

The  American  College  of  Gastroenterology 
in  cooperation  with  William  H.  Rorer,  Inc.,  Ft. 
Washington,  Pennsylvania,  announces  the 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


winners  of  the  1965  Rorer  Awards  Contest  for 
the  best  papers  published  in  The  American 
Journal  of  Gastroenterology  during  the  twelve 
months  ending  June  30,  1965. 

The  first  prize  of  $500  dollars  and  a three-year 
subscription  to  the  Journal  went  to  Peter  R. 
Holt,  M.D.,  Sami  A.  Hashim,  M.D.,  and  Theo- 
dore B.  Van  Itallie,  M.D.,  all  of  New  York  City, 
for  their  paper  entitled  “Treatment  of  Mal- 
absorption Syndrome  and  Exudative  Enter- 
opathy with  Synthetic  Medium  Chain  Tri- 
glycerides.” 

There  will  be  two  classes  of  awards  for  the 
1966  Rorer  Awards  Contest.  The  first  cate- 
gory will  be  that  for  the  best  unpublished  papers 
in  gastroenterology  or  an  allied  disease,  and  this 
class  is  open  to  interns,  residents,  or  Fellows. 
All  papers  submitted  must  represent  original 
work  in  gastroenterology  or  an  allied  subject 
and  must  not  have  been  previously  presented 
at  meetings  of  any  national  society.  The  con- 
tents of  the  papers  may  be  clinical  or  basic 
science.  Clinical  papers  must  not  be  case 
records  but  controlled  clinical  work.  The 
length  of  a paper  is  no  criterion  for  originality  or 
value.  All  entries  must  be  typewritten  in 
English,  double-spaced  on  one  side  of  the  paper, 
and  submitted  in  six  copies. 

The  winning  entry  will  be  selected  by  the 
Research  and  Scientific  Investigation  Com- 
mittee of  the  American  College  of  Gastro- 
enterology, and  the  awards  will  be  made  at  the 
Annual  Convention  Banquet  of  the  College  to 
be  held  in  Philadelphia  in  October,  1966.  All 
papers  selected  for  awards  become  the  property 
of  the  American  College  of  Gastroenterology, 
and  the  decision  of  the  judges  will  be  final. 
Entries  must  be  received  no  later  than  May  15, 
1966,  and  should  be  addressed  to  the  Research 
and  Scientific  Investigation  Committee,  Ameri- 
can College  of  Gastroenterology,  33  West  60th 
Street,  New  York,  New  York  10023. 

The  second  category  of  awards  will  be  that 
for  the  best  paper  published  in  The  American 
Journal  of  Gastroenterology  during  the  twelve 
months  ending  June  30,  1966.  No  published 
paper  is  eligible  which  has  received  a previous 
prize.  The  papers  in  this  category  will  be 
selected  by  the  Editorial  and  Publication  Com- 
mittee in  cooperation  with  the  Research  and 
Scientific  Investigation  Committee. 

First  prize  for  both  categories  will  be  $500 
and  a three-year  subscription  to  The  American 
Journal  of  Gastroenterology.  Second  prize  will 
be  $300  and  a two-year  subscription,  and  third 
prize  will  be  $200  and  a one-year  subscription. 

continued  on  page  330 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PARKE.  DA  VIS  A COMPAN  V.  Dtlra.l  Uithlgm  411 31 


The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75955 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 


Kapseals’ 

Dilantin' 

(diphenylhydantoin 

sodium) 

PARKE-DAVIS 
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Personalities 

Elected.  As  officers  of  the  American  College 
of  Gastroenterology:  David  A.  Dreiling,  M.D., 

and  Henry  Colcher,  M.D.,  both  of  New  York 
City,  vice-presidents;  Harry  Barowsky,  M.D., 
New  York  City,  secretary;  William  C.  Jacob- 
son, M.D.,  New  York  City,  treasurer;  and 
John  W.  Colgan,  M.D.,  Rochester,  New  York, 
re-elected  to  the  Board  of  Governors  . . . As 
officers  of  the  New  York  State  Society  of  In- 
dustrial Medicine:  Leon  J.  Warshaw,  M.D., 

president;  George  S.  Craft,  M.D.,  vice-presi- 
dent; Robert  P.  Sim,  M.D.,  secretary-treas- 
urer; and  John  R.  Chittum,  M.D.,  and  Norvin 
C.  Kiefer,  M.D.,  as  members  of  the  board  . . . 
As  officers  of  the  New  York  Diabetes  Associa- 
tion: Gerald  J.  Friedman,  M.D.,  physician-in- 

charge of  metabolism  and  endocrinology,  Beth 
Israel  Hospital,  New  York  City,  president; 
Harold  Rifkin,  M.D.,  president-elect;  and 
Lewis  C.  Park,  M.D.,  vice-president ...  As 
officers  of  the  American  Academy  of  Compensa- 
tion Medicine:  Henry  B.  Nachtigall,  M.D., 

New  York  City,  president  for  a second  term; 
William  C.  Wilentz,  M.D.,  Perth  Amboy,  New 
Jersey,  vice-president;  James  T.  Daniels, 
M.D.,  New  York  City,  secretary- treasurer; 
and  Eugene  Clark,  M.D.,  New  York  City, 
assistant  secretary-treasurer. 

Appointed.  As  members  of  the  Science  and 
Technology  Advisory  Council  formed  by  Mayor 
John  V.  Lindsay  for  the  City  of  New  York: 
Leona  Baumgartner,  M.D.,  former  commis- 
sioner of  the  Department  of  Health  of  New 
York  City;  and  Frank  L.  Horsfall,  Jr.,  M.D., 
director,  Sloan-Kettering  Institute  for  Cancer 
Research  . . . As  new  division  chiefs  of  the 
Sloan-Kettering  Institute  for  Cancer  Research, 
New  York  City:  Peter  J.  Gomatos,  M.D., 

chief,  Division  of  Virology;  Martin  Sonen- 
berg,  M.D.,  chief,  Division  of  Endocrinology; 
and  Lloyd  J.  Old,  M.D.,  chief,  Division  of  Im- 
munology . . . Milton  J.  Matzner,  M.D., 
Brooklyn,  reappointed  editor-in-chief  of  The 
American  Journal  of  Gastroenterology  . . . Henry 
B.  Nachtigall,  M.D.,  New  York  City,  medical 
director,  Pepsi-Cola  Company,  as  executive 
director  of  World  Medical  Projects,  The  World 
Medical  Association  . . . Ralph  Phillips,  M.D., 
Memorial  Hospital  for  Cancer  and  Allied  Dis- 


eases, New  York  City,  as  acting  chairman  of  the 
Department  of  Radiation  Therapy  . . . Irwin  D. 
Stein,  M.D.,  Mount  Vernon,  New  York,  as 
director  of  medical  education  at  The  Mount 
Vernon  Hospital. 

Awarded.  Certificates  of  award  for  outstand- 
ing articles  in  the  1965  Medical  Economics 
Awards  for  the  best  original  article  by  a physi- 
cian: J.  Michael  Bestler,  M.D.,  Rochester; 

James  A.  Brussel,  M.D.,  New  York  City; 
Oliver  H.  French,  M.D.,  Freeport,  Long  Island; 
Henry  J.  Heimlich,  M.D.,  New  Rochelle; 
Nathaniel  Shafer,  M.D.,  New  York  City;  and 
Elliot  N.  Wineburg,  Forest  Hills. 

Honored.  As  2 of  the  25  senior  collegiate 
football  players  of  twenty-five  years  ago  to  be 
chosen  as  Sports  Illustrated’ s Silver  Anniversary 
All-America  men  for  the  greatest  record  of  ac- 
complishment in  life  in  the  twenty-five  years 
since  graduation:  Hugh  R.  K.  Barber,  M.D., 

New  York  City,  director  of  obstetrics  and 
gynecology,  Lenox  Hill  Hospital,  and  assistant 
professor,  Cornell  University  Medical  College, 
(candidate  of  Columbia  University);  and 
Howard  Dunbar,  M.D.,  Tenafly,  New  Jersey, 
associate  professor  and  practicing  surgeon,  The 
New  York  Hospital-Cornell  Medical  Center, 
New  York  City,  (candidate  of  Cornell  Univer- 
sity) . . . Preston  A.  Wade,  M.D.,  New  York 
City,  professor  of  clinical  surgery,  Cornell 
University  Medical  College,  as  a recipient  of  a 
Certificate  of  Appreciation  on  retirement  from 
the  U.S.  Public  Health  Service’s  Advisory 
Committee  on  Accident  Prevention. 

Installed.  Rudolf  H.  Steinharter,  M.D., 
Hempstead,  New  York,  director  of  the  New 
York  State  Academy  of  General  Practice,  as 
president  of  the  Nassau  County  Chapter  of  the 
Academy. 

Speakers.  At  The  American  College  of  Physi- 
cians regional  meetings  for  internal  medicine 
specialists:  Robert  E.  Westlake,  M.D.,  Syra- 

cuse, clinical  associate  professor  of  medicine, 
New  York  University,  and  president,  American 
Society  of  Internal  Medicine,  in  Colorado  on 
January  21;  and  Irving  S.  Wright,  M.D.,  New 
York  City,  professor  of  clinical  medicine,  Cornell 
University  Medical  College,  and  president-elect. 
The  American  College  of  Physicians,  in  Southern 
California  on  February  19. 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 


TM—  TRADEMARK 


New  EUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.1’2,3  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al.,  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 


Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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What  is  the  evidence  for 
direct  peripheral  analgesic  action 
of  aspirin?  : i : i 


Considerable  controversy  surrounds  attempts  to 
explain  the  mechanism  by  which  salicylates  pro- 
duce their  analgesic  effects.  For  years,  central 
action  was  assumed.  Now,  the  new  edition1  of 
Drill’s  Pharmacology  in  Medicine  points  out 
that,  although  some  investigators  still  feel  that 
salicylates  act  both  centrally  and  peripherally, 
much  of  the  newer  work  stresses  peripheral 
action.2’345  The  work  of  Lim  and  his  associates5 
sheds  new  light  on  the  mechanism  of  pain  and 
its  relief,  as  well  as  offering  strong  evidence  for 
peripheral  analgesic  action. 

Lim5  used  bradykinin*  injections  to  elicit  re- 
sponse to  visceral  pain  in  dogs  under  study.  When 
the  vaso-isolated  but  neurally  intact  spleen  of  a 
Recipient  dog  was  perfused  by  a Donor  dog,  in- 
jection of  bradykinin  into  the  splenic,  artery 
of  the  Recipient  evoked  vocalization  plus  other 
reflex  and  behavioral  manifestations  of  visceral 
pain.  Sodium  aspirin  injected  intravenously  into 
the  Donor  dog  blocked  the  bradykinin-evoked 
pain,  but  not  when  given  intravenously  to  the 
Recipient  dog  where  aspirin  had  free  access  to 
the  brain.  Thus,  aspirin  relieved  pain  by  block- 
ing impulse  generation  at  the  local  site  of  pain, 
at  the  receptors. 

Additional  evidence5  of  peripheral  action  is. that 
the  electrical  activity  stimulated  in  the  splenic- 
splanchnic  nerve  by  bradykinin  is  blocked  by 
aspirin  but  not  by  intravenous  morphine. 

Identifying  the  peripheral  analgesia  of  non- 
narcotic aspirin  as  different  from  the  central 
analgesia  of  morphine  establishes  this  new  con- 
cept of  the  mechanism  of  pain:  pain  impulses 
may  be  initiated  by  both  the  paravascular  chemo- 
receptors  which  signal  pain  and  their  nerve 
axons,  and  relief  of  pain  may  depend  upon  the 
site  of  action  of  the  analgesic  rather  than  its 
so-called  strength. 

In  man,  application  of  this  concept  of  the  mech- 
anism of  pain  and  its  relief  is  under  investigation 
by  Lim  and  his  associates5.  Preliminary  evidence 
corroborates  this  concept:  sodium  acetylsali- 
cylate  acts  peripherally  to  produce  analgesia  by 
blocking  the  pain-evoking  chemoreceptors,  thus 

relieving  pain  promptly.  *pain-provoking  polypeptide2 


References  1.  Davison,  C.  and  Mandel,  G.:  Non 
antipyretics:  salicylates.  Part  3,  Chapter  20.  In 
Medicine,  3rd  ed.  McGraw-Hill,  New  York,  1965. 
C.;  and  Lim,  R.K.S.  Arch.  Int.  Pharmacodyn.  136 
3.  Guzman.  F.;  Braun,  C.;  Lim,  R.K.S.;  Potter,  G 
Arch.  Int.  Pharmacodyn.  149:571-581  June  1, 
The  physiology  and  pharmacology  of  pain  and  its 
56.  In  Analgetics:  Chemistry  and  Pharmacology. 
York,  1965.  5.  Lim,  R.  K.  S.;  Guzman,  F.;  Rodgers, 
C.;  Dickerson,  G.D.;  and  Engle,  R.J.  Arch.  Int 
November  1,  1964. 
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Pain  response 
to  bradykinin 
before  aspirin 
Pain  response 


at  5 minutes  at  20  minutes 

after  after  aspirin 

aspirin  NO  PAIN 

to  intermittent  bradykinin  injections 


VOCALIZATION  EVOKED  BY  BRADYKININ 

was  abolished  by  aspirin,  acting  peripherally,  when 
4.6  mg/kg  was  injected  intra-arterially  into  the  isolated 
splenic  circulation  of  the  dog  (record  above).  When  as 
much  as  15  times  this  dose  of  Na  acetylsalicylic  acid 
was  injected  into  the  systemic  circulation,  with  access 
to  the  brain  but  not  to  the  spleen,  no  analgesia  resulted. 


When  dissolved  in  water  ready  for  ingestion,  Alka- 
Seltzer®  provides  freshly  constituted  sodium  acetylsali- 
cylate  in  an  antacid  solution.  The  formulation  and 
pharmacodynamics  of  Alka-Seltzer  are  unique.  There  is 
no  generic  equivalent.  Before  dissolution,  the  dry  tablet 
contains:  acetylsalicylic  acid,  5 gr  (0.32  gm);  sodium  bi- 
carbonate, 30  gr  (1.92  gm);  citric  acid,  16  gr  (1.024  gm); 
and  mono-calcium  phosphate,  3 gr  (0.192  gm).  Anal- 
gesic/antacid Alka-Seltzer  tablets  dissolved  in  water  be- 
come an  effervescent  solution  containing  sodium  acetyl- 
salicylate,  sodium  citrate,  calcium-sodium  phosphates 
and  sodium  bicarbonate.  One  tablet  neutralizes  30  ml 
of  0AN  hydrochloric  acid.  Buffered  pH  is  6.8. 


A|kiSducV 
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Product  Brochure  contains 
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Miles  Products  Division 


PAGE  798 


Medical  Meetings 


Seminar  to  discuss 
pediatric  conditions 

Disabling  pediatric  conditions  will  be  the 
subject  of  a postgraduate  seminar  sponsored  by 
the  Department  of  Rehabilitation  Medicine  and 
the  Kings  County  Chapter  of  the  American 
Academy  of  General  Practice.  The  program, 
scheduled  for  February  9 from  10:00  a.m.  to 
3:00  P.M.,  is  under  the  direction  of  Joseph  G. 
Benton,  M.D.,  professor  and  chairman.  De- 
partment of  Rehabilitation  Medicine,  Down- 
state  Medical  Center. 

Subjects  and  speakers,  all  from  Downstate 
Medical  Center  unless  otherwise  indicated,  are 
as  follows:  “The  Role  of  the  Primary  Physician 
in  the  Management  of  the  Handicapped  Child,” 
Herbert  I.  J.  Berner,  M.D.,  instructor,  De- 
partment of  Rehabilitation  Medicine;  “Diag- 
nosis and  Prevention  of  Neuromuscular  Diseases 
in  Infancy  and  Childhood,”  Stanley  S.  Lamm, 

M. D.,  clinical  professor,  Department  of  Pedi- 
atrics; “Spinabifida,”  Leon  Greenspan,  M.D., 
director,  Clinical  Services,  Children’s  Division, 
Department  of  Physical  Medicine  and  Re- 
habilitation, New  York  University  Medical 
Center;  “Hypotonia  in  Infancy  and  Child- 
hood— Its  Significance,”  Lawrence  Taft,  M.D., 
associate  professor,  Department  of  Pediatrics; 
and  “Case  Presentation  and  Discussion,” 
Selene  Jaramillo,  M.D.,  instructor,  Department 
of  Rehabilitation  Medicine. 

The  Seminar  will  be  held  in  the  first  floor 
lecture  hall  of  the  Basic  Sciences  Building, 
Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn,  New  York  11203. 

N. Y.U.  announces  two  lectures 

The  Department  of  Dermatology  of  the  New 
York  University  Medical  Center  has  announced 
the  details  of  its  two  annual  lectures  to  be  given 
in  1966.  Both  will  take  place  in  the  Founders 
Room  of  the  New  York  University  School  of 
Medicine  Alumni  Hall,  550  First  Avenue,  New 
York  City. 

Richard  B.  Stoughton,  M.D.,  professor  of 
dermatology  at  Western  Reserve  University, 
will  present  the  Sigmund  Pollitzer  Lecture  at 
8:45  p.m.  on  February  15.  He  will  discuss 
“Studies  in  Percutaneous  Absorption.”  The 
Pollitzer  lectures  are  made  possible  by  a grant 
from  Mrs.  Sigmund  Pollitzer,  who  established 
the  lectureship  in  honor  of  her  late  husband, 
former  professor  of  dermatology  and  sy philology 
at  New  York  Post-Graduate  Medical  School. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


The  Howard  Fox  Lecture  will  be  given  at 
4:00  p.m.  on  April  28  by  Hermann  Pinkus, 
M.D.,  professor  and  chairman  of  the  Depart- 
ment of  Dermatology  and  Syphilology  at  Wayne 
State  University  School  of  Medicine.  His 
paper  is  entitled  “The  Borderline  Between 
Cancer  and  Noncancer.”  The  Howard  Fox 
Memorial  Lecture  is  named  for  one  of  the  coun- 
try’s leading  dermatologists  and  former  pro- 
fessor of  dermatology  and  syphilology  at  New 
York  Post-Graduate  Medical  School  from  1925 
until  1938  when  he  retired  as  professor  emeritus. 

Speaker  surveys  role  of  psychoanalysis 

The  Association  for  the  Advancement  of  Psy- 
choanalysis is  holding  a meeting  February  16  at 
8:30  p.m.  at  The  New  York  Academy  of  Medi- 
cine, Fifth  Avenue  and  103rd  Street,  New  York 
City.  Jack  L.  Rubins,  M.D.,  associate  clinical 
professor  of  psychiatry,  New  York  Medical 
College,  Metropolitan  Hospital  Center,  will 
speak  on  “The  Changing  Role  of  Psychoanaly- 
sis: Beyond  Action  for  Mental  Health.”  Dis- 

cussants will  be  Alfred  M.  Freedman,  M.D., 
professor  and  chairman,  Department  of  Psy- 
chiatry, New  York  Medical  College,  and 
Benjamin  J.  Becker,  M.D.,  chairman,  Council 
of  New  York  State  District  Branches,  American 
Psychiatric  Association. 

Internists  schedule  meeting 

“Nuclear  Medicine  for  the  Internist — Scan- 
ning Day”  will  be  the  theme  of  the  New  York 
State  Society  of  Internal  Medicine’s  seventh 
annual  Internists’  Day  to  be  held  February  17 
at  the  Americana  in  New  York  City.  More 
than  500  physicians  are  expected  to  attend  the 
program  which  will  be  presented  from  9:00 
a.m.  to  1 : 00  P.M. 

The  symposium  will  be  held  jointly  with  the 
Section  on  Internal  Medicine  of  the  Medical 
Society  of  the  State  of  New  York  as  part  of  the 
Medical  Society’s  annual  meeting  program. 
Cochairmen  are  Maxwell  Spring,  M.D.,  The 
Bronx,  from  the  Society  of  Internal  Medicine, 
and  Edward  Meilman,  M.D.,  New  Hyde  Park, 
from  the  Medical  Society. 

The  annual  assembly  of  delegates  of  the 
organization  which  represents  some  1,000 
specialists  in  internal  medicine  in  New  York 
State  will  be  held  the  following  day  at  the  Ameri- 
cana. Walter  T.  Zimdahl,  M.D.,  Buffalo, 
president  of  the  New  York  State  Society  of 
Internal  Medicine,  will  chair  the  meeting. 

continued  on  page  342 
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160th 


Annual  Convention 
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STATE  OF  NEW  YORK 

February  14-17,  1966 
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Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 
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Americana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 
TELETYPE  212-640-4894  TELEPHONE  (212)  LT1-1000 
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persons 

NAME(S) 


Address 
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A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM- 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


(All  rooms  subject  to  5%  New  York  City  Room  tax) 


SINGLE  BEDROOM 

□ $12.00 

□ $14.00 

□ $16.00 

□ $17.00 

□ $18.00 

□ $19.00 

□ $20.00 

□ $22.00 

□ $23.00 
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□ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00 

□ $22.00 

□ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00 

□ $26.00 

□ $27.00 

□ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00 

□ $44.00 

□ $46.00  & 

UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible 
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The  New  York  and  Brooklyn  Committee  on  Trauma 
of  the  American  College  of  Surgeons 

Saturday,  February  26,  1966 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440 1963 88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci 2,3,1 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /Themolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 

locci,  pneumococci  and  gonococci.  Recommended  for  acute,  J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

severe  infections  where  adequate  sensitivity  testing  has  demon-  ISjjniv  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Bemg«> 

strated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 

agents  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre  existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions  References:  1.  Isenberg,  Henry  D Health  Laboratory 
Science  2 163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1 185-256  (July-Aug.)  1964. 
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Allergy  Academy  holds 
course  and  annual  meeting 

The  American  Academy  of  Allergy  will  con- 
duct a two-day  postgraduate  course  on  “Anti- 
bodies: Origin,  Structure,  and  Activity” 

February  19  and  20.  Speaking  in  the  post- 
graduate program  will  be  Gerald  M.  Edelman, 
M.D.,  Ph.D.,  associate  professor  and  associate 
dean  of  graduate  studies.  Rockefeller  Uni- 
versity, New  York  City;  Elliott  F.  Osserman, 
M.D.,  associate  professor  of  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons, 
New  York  City;  Thomas  B.  Tomasi,  Jr.,  M.D., 
Ph.D.,  professor  of  medicine,  State  University 
of  New  York  at  Buffalo;  and  Gerald  Weiss- 
mann,  M.D.,  associate  professor  of  medicine, 
New  York  University  School  of  Medicine. 

This  course  will  precede  the  22nd  annual 
meeting  of  the  Academy  scheduled  for  February 
21  through  23.  Both  meetings  will  be  held  at 
the  Americana  in  New  York  City.  There  is  no 
registration  fee  for  either  program. 

For  further  information  write:  The  Ameri- 

can Academy  of  Allergy,  Executive  Office,  756 
North  Milwaukee  Street,  Milwaukee,  Wis- 
consin 53202. 


Course  reviews  medicine  in  industry 

The  Program  of  Continuation  Education  of 
the  Columbia  University  School  of  Public 
Health  and  Administrative  Medicine  announces 
the  ninth  annual  Institute  for  Physicians  in 
Industry.  The  one-week  course  will  be  held  at 
the  Columbia-Presbyterian  Medical  Center  in 
New  York  City  on  March  7 through  11. 

The  institute  is  designed  as  an  intensive  re- 
fresher course  relating  to  those  subject  areas  of 
specific  interest  to  physicians  practicing  in  the 
field  of  occupational  medicine.  In  addition, 
several  sessions  will  be  devoted  to  basic  public 
health  subjects. 

Further  information  and  application  may  be 
obtained  from  the  Program  of  Continuation 
Education — Public  Health,  Suite  305,  21  Audu- 
bon Avenue,  New  York,  New  York  10032. 


Meeting  examines  eye  and  ear  problems 

The  annual  spring  meeting  of  the  Alumni 
Association  of  The  New  York  Eye  and  Ear 
Infirmary  will  take  place  April  14  through  16. 

Relating  to  the  eye,  there  will  be  symposia  on 
“Diagnosis  and  Management  of  Vascular 
Problems  in  Ophthalmology”  and  “Glaucoma.” 
Also  included  will  be  courses,  films,  and  closed- 
circuit  television  demonstrations  of  surgical 
procedures.  Relating  to  the  ear,  nose,  and 
throat,  there  will  be  symposia  on  “Problem 
Cases  in  Middle-Ear  Surgery,”  “Practical 
Aspects  of  Audiology,”  and  “Problems  in 
Broncho-Esophagology:  Diagnosis  and  Treat- 

ment.” 

Additional  information  may  be  obtained  by 
writing:  Secretary,  Alumni  Association,  The 

New  York  Eye  and  Ear  Infirmary,  218  Second 
Avenue,  New  York,  New  York  10003. 

Columbia  offers  surgery  course 

A course  in  head  and  neck  surgery  is  being 
offered  by  Columbia  University  April  25  through 
30.  The  fee  for  the  course  is  $300,  and  registra- 
tion is  limited  to  15. 

For  further  information  write:  Melvin  D. 

Yahr,  M.D.,  Assistant  Dean,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons,  630 
West  168th  Street,  New  York,  New  York  10032. 

Seminar  to  examine  glaucoma 

The  Glaucoma  Clinic  of  the  Brooklyn  Eye 
and  Ear  Hospital  will  conduct  its  semiannual 
seminar  on  glaucoma  at  the  hospital  on  May  16, 
17,  and  18.  The  course  will  be  given  by  A.  S. 
Rosenberg,  M.D.,  and  D.  Kravitz,  M.D.,  and 
their  staff.  Particular  emphasis  is  placed  on 
the  use  of  the  gonioprism  and  applanation 
tonometry.  Tonography  and  other  diagnostic 
methods  will  be  demonstrated  and  discussed. 
Practical  experience  is  given  using  patients 
selected  from  the  clinic. 

Registration  is  limited  to  six  ophthalmologists. 
Applications  and  the  fee  of  $75  will  be  accepted 
in  the  order  of  their  receipt  and  may  be  ad- 
dressed to:  A.  S.  Rosenberg,  M.D.,  Brooklyn 
Eye  and  Ear-  Hospital,  29  Greene  Avenue, 
Brooklyn,  New  York  11238. 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why: 

It  has  a special  coating,  only  one 
and  a half  thousandths  of  an  inch 
thick.  Because  it  is  designed  to 
dissolve  after  approximately  six 
seconds,  this  barrier  to  bitterness 
remains  on  the  tablet  as  it  slides 
past  the  tongue.  When  the  tablet 
reaches  the  stomach,  however, 
the  coating  has  dissolved,  and  the 
penicillin  is  ready  for  immediate 
absorption  into  the  bloodstream. 
Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections 
and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions: 

Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history  of 
allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250 
mg.,  and  V-Cillin  K,  Pediatric,  125  mg.  per 
5-cc.  teaspoonful,  in  40,  80,  and 
150-cc.-size  packages. 


S&fy 


V-Cillin  K' 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
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Editorials 


The  necessity  for  Blue  Shield  participation  by  physicians 


Third-party  participation  in  arrange- 
ments to  pay  for  professional  services  by 
physicians  is  a well-established  fact  today. 
The  Blue  Shield  plans  have  a very  large 
responsibility  in  this  field.  In  order  to 
do  their  job  well  they  need  the  full  sup- 
port of  the  medical  profession. 

Token  and  incomplete  participation 
weakens  the  position  of  Blue  Shield  in  re- 
spect to  its  responsibility  to  the  public  for 
providing  medical  care,  and  to  the  profes- 
sion in  preserving  the  private  practice  of 
medicine. 

A questionnaire  to  all  Blue  Shield  plans 
within  the  State  asking  the  percentage  of 
participation  of  those  actually  practicing 
medicine,  excluding  teachers,  researchers, 
and  those  in  government  practice,  shows  the 
following  interesting  results: 


Per  cent 


United  Medical  Service  of  New  York  70 

Blue  Shield  of  Western  New  York, 

Buffalo  95 

Genesee  Valley  Medical  Care, 

Rochester  100 

Central  New  York  Medical  Plan, 

Syracuse  95 

Medical  and  Surgical  Care,  Utica  94 

Blue  Shield  of  Northeastern  New 

York,  Albany  96 

Chautauqua  Region  Medical  Service, 
Jamestown  92 


The  uniform  participation  of  95  per  cent 
would  be  an  ideal  to  strive  for  and  not 
beyond  the  realm  of  possibility.  If  Blue 
Shield  generally  is  to  bear  its  increasing 
burden,  it  needs  full  support. 

We  have  gone  this  far.  Is  it  too  much 
to  hope  that  we  go  all  the  way? 


Recent  bulletins  from  the  Selective  Service  System 


Editor’s  Note:  The  following  notices 
will  be  of  interest  to  those  of  the  affected 
age  group  and  to  hospital  administrators 
and  others  responsible  for  residency 
training  and  patient  care.  W.  H. 

Operations  Bulletin  No.  280 — Issued: 
September  23,  1965 

Subject:  Physicians,  Dentists,  Veteri- 

narians, and  Optometrists 

1.  Reference  is  made  to  Operations  Bul- 
letin No.  279  and  Local  Board  Memoran- 
dum No.  77.  This  Headquarters  has  re- 
ceived a special  call  for  1,529  physicians, 
350  dentists,  and  100  veterinarians  to  enter 
on  active  duty  beginning  in  January,  1966. 

2.  Physicians  Not  in  Internship,  (a) 
In  order  to  fill  the  call  for  physicians  it  is 


requested  that  local  boards  immediately: 
(1)  Order  for  physical  examination  all 
physicians  in  Classes  I-A,  I-A-O,  II-S, 
and  III -A,  unless  they  have  been  examined 
since  April  1,  1965;  (2)  Obtain  current 

classification  information  from  all 
physicians  in  Classes  I-A,  I-A-O,  II-A, 
II-S,  and  III-A.  Within  the  time  limit 
set  by  local  boards  for  receipt  of  this  in- 
formation, local  boards  shall  reopen  and 
consider  anew  the  classification  of  these 
physicians.  This  processing  including  ad- 
judication of  appeals  should  be  completed 
by  December  1,  1965. 

(i b ) In  determining  the  classification  of 
these  physicians  the  current  personnel 
requirements  of  the  armed  forces  shall  be 
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considered.  Physicians  should  not  be  clas- 
sified in  Class  II-A  to  complete  residency 
unless  the  local  boards  determine  their 
services  are  absolutely  essential  to  the  opera- 
tion of  the  hospital. 

3.  Dentists  and  Veterinarians,  (a)  It  is 
requested  that  local  boards  reopen  and 
consider  anew  the  classification  of  all 
dentists  and  veterinarians  classified  in 
Class  I-A,  I-A-O,  II-A,  II-S,  and  III-A 
born  in  1937  and  in  later  years. 

(b)  Dentists  and  veterinarians  now  or 
later  classified  in  Class  I-A,  or  I-A-0  should 
be  ordered  immediately  for  physical  ex- 
amination unless  they  have  been  examined 
as  dentists  or  veterinarians  since  April  1, 
1965. 

4.  Optometrists.  The  Army  and  Air 
Force  are  reported  to  be  extremely  short  of 
optometrists.  This  should  be  considered 
in  processing  these  registrants. 

5.  Operations  Bulletin  No.  243  is  hereby 
rescinded.  Operations  Bulletin  No.  271 
was  rescinded  by  Operations  Bulletin  No. 
O,  dated  September  1,  1965.  Lewis  B. 
Hershey,  Director 

Memorandum  To:  All  State  Chairmen 
and  Committee  Members 
Subject:  Selective  Service  Operations 

Bulletin  No.  280,  Regarding  Physicians, 
Dentists,  Veterinarians,  and  Optometrists 

We  are  attaching  Selective  Service  Opera- 
tions Bulletin  No.  280.  You  have  prob- 
ably heard  from  other  sources,  by  this  time, 
that  there  is  a call  for  duty  during  the 
first  quarter  of  calendar  year  1966  for  1,529 
physicians,  350  dentists,  and  100  veteri- 
narians, as  well  as  some  optometrists. 

It  would  appear  from  the  age  group  in- 
volved— ages  twenty-eight  and  younger — 
that  many  of  these  individuals  who  will  be 
called  for  examination  between  now  and 
December  will  be  in  the  midst  of  residencies. 
As  in  previous  escalations,  (such  as  Korea 
and  the  Berlin  Crisis)  there  was  some  at- 
trition amongst  the  residents  to  fill  the 
call.  It  must  be  remembered  that  the  fact 


that  an  individual  has  to  report  for  a phys- 
ical examination  does  not  mean,  neces- 
sarily, that  he  will  be  called.  The  prob- 
lem that  presents  itself,  of  course,  is  the 
unevenness  of  such  selection,  since  it  is  on 
an  age  basis.  It  must  be  kept  in  mind, 
therefore,  that  while  some  residents  will 
have  to  answer  this  call,  the  National 
Advisory  Committee  and  its  various  state 
committees  must  take  into  consideration 
this  unevenness. 

This  information  is  going  to  be  trans- 
mitted, shortly,  to  the  Deans  of  the  Med- 
ical, Dental,  and  Veterinary  Schools,  and 
with  this  statement:  That  if  a dispropor- 
tionate number  of  residents  are  called 
from  one  hospital  or  one  department  or 
service  in  a hospital,  appeal  should  be 
made  by  calling  the  matter  to  the  atten- 
tion of  the  state  chairman  and  the  National 
Advisory  Committee  so  that  appropriate 
advice  may  be  given  to  the  Selective  Serv- 
ice System.  All  hospitals  must  expect  to 
lose  some  residents  and  it  is  hoped  that, 
for  the  most  part,  this  will  fall  evenly  on 
departments  and  on  various  hospitals. 

Your  cooperation  is  appreciated  very 
much.  James  C.  Cain,  M.D.,  Chairman 

Memorandum  To:  All  State  Chairmen 
and  Committee  Members 
Subject:  Selective  Service  Operations 

Bulletin  No.  280,  Regarding  Physicians, 
Dentists,  Veterinarians,  and  Optometrists 
Supplementing  our  memorandum  of  27 
September,  covering  the  Selective  Service 
Operations  Bulletin  No.  280:  In  the  second 
paragraph  we  indicate  that  the  age  group 
involved  will  be  those  “ages  twenty-eight 
and  younger.”  This,  of  course,  applies 
only  to  dentists  and  veterinarians  at  the 
present  time. 

Physicians  are  vulnerable  up  to  age 
thirty-five — with  the  youngest  taken  first; 
therefore,  our  paragraph  2 refers  primarily 
to  physicians  who  may  be  in  the  midst  of 
residencies  or  possibly  established  in  private 
practice.  James  C.  Cain,  M.D.,  Chairman 
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Blueprint  for  taking  good  care  of  the  forgetful  patient 


Prescribe  them  with  confidence: 
Compack®  and  5 Refills— designed 
to  be  an  active  aid  in  therapy 

More  than  just  an  attractive  dis- 
penser, the  Enovid-E  Compack  is 
error-proof  in  extraordinary  ways. 
Compack  keeps  count;  does  not 
let  your  patient  miscount.  Pills 
push  out  at  just  a finger’s  touch. 
No  complicated  winding  for  read- 
justment; no  skipped  days  through 
mechanical  failure;  no  jamming; 
no  mechanical  parts;  no  pencil 
needed.  So  easy  to  explain,  it  elim- 
inates most  patient  questions. 

Refillable  Compack  protects 


both  its  pills  and  your  patient: 
Rigid,  yet  resilient,  it  cushions  the 
pills.  Relatively  watertight,  it  pro- 
tects them  against  accidental  dunk- 
ing in  the  washbowl.  And,  when 
you  prescribe  the  Compack  with 
Refills  for  five  months,  you  can 
count  on  it  to  bring  your  patient 
back  on  time  for  her  six-month 


check-up.  She  knows  that  is  the 
only  way  she  can  continue  her  dos- 
age. It  all  makes  for  practically 
perfect  therapy,  even  with  imper- 
fect patients. 


Research  in  the  Service  of  Medicine 
G.  D.  SEARLE  & CO. 

RO.  Box  5110  r— 1 

Chicago,  Illinois  60680  I LE  | 

“The  Pill”  and  the  perfect  pack 

ENOVID-E 

Each  tablet  contains: 
norethynodrel ...  2.5  mg. 
mestranol ...  0. 1 mg. 


Compack 


tablet  dispenser 


I 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't 
alike,  either. 
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Scientific  Articles 


Prostatic  Cancer 

XVI.  Comparison  of  Physical 
Examination  and  Biopsy  for 
Detection  of  Curable  Lesions* 


physical  examination  and  tissue  diagnos- 
tic findings  in  1,134  consecutive  male  pa- 
tients were  compared.  More  than  one  half  of 
nodular  prostates  were  found  to  contain 
malignant  growths.  However,  most  curable 
prostatic  cancers  produce  neither  localized 
induration  nor  nodularity  in  the  early  stages 
of  the  malignant  disease.  Cure  is  a reason- 
able hope  when  radical  surgery  is  based  on 
early  diagnosis,  which  depends  on  the  routine 
employment  of  biopsy.  It  is  recommended 
that  men  over  fifty  years  of  age  have  prostatic 
physical  examinations  twice  annually  and 
that  whenever  prostatic  surgery  is  undertaken, 
an  open  surgical  biopsy  and  quick-frozen 
section  be  made  through  a perineal  incision 
before  a definitive  operation  is  chosen  for 
each  patient. 


PERRY  B.  HUDSON,  M.D. 
The  Bronx,  New  York 
ARTHUR  PURDY  STOUT,  M.D. 

New  York  City 

Professor  of  Zoology,  Columbia  University; 
Attending  Surgeon-in-Charge,  Urology  Service, 
Montefiore  Hospital;  Director,  Urology  Service, 
Morrisania  City  Hospital,  New  York  City  (Dr. 
Hudson),  Retired  Professor  of  Pathology, 
Emeritus  Professor  of  Surgery,  Columbia  University; 
Consultant  Pathologist,  Presbyterian  Hospital  and 
Francis  Delafield  Hospital,  New  York  City, 
and  East  Orange  Veterans  Administration 
Hospital,  East  Orange,  New  Jersey  (Dr.  Stout) 


Approximately  sixty  years  ago,  Hugh  H. 
Young,  M.D.,  devised  a surgical  operation 
designed  to  cure  adenocarcinoma  of  the 
prostate.  It  has  been  acknowledged  that 
judicious  use  of  this  operation  is  restricted 
to  patients  whose  carcinomatous  lesion 
does  not  extend  beyond  the  anatomic 
prostatic  capsule  and  the  fascial  enclosure 
of  the  seminal  vesicles.  Today  there  is 
demonstrable  value  derived  from  complete 
excision  of  localized  prostatic  cancer. 

Prostatic  cancer  can  be  treated  by  total 
excision  (radical  prostatectomy)  or  by 
castration  and  the  administration  of  estro- 
genic substances.  The  number  of  urolo- 
gists who  favor  curative  surgery  by  radical 
prostatectomy  has  paralleled  the  increasing 

* This  study  was  supported  by  Public  Health  Service  Grant 
CA-09803-03  from  the  National  Cancer  Institute. 


number  of  younger  surgeons  who  are  now 
trained  during  their  program  of  hospital 
residency  to  perform  with  confidence  both 
radical  perineal  prostatectomy  and  radical 
retropubic  prostatectomy. 

The  need  for  early  detection  of  surgically 
curable  lesions  has  understandably 
prompted  trial  of  a number  of  diagnostic- 
technics.  A variety  of  needle-like  instru- 
ments have  been  fabricated  and  given 
clinical  trial.  Microscopic  examination  of 
exfoliated  prostatic  cells  has  been  eval- 
uated. Studies  on  serum  acid  phosphatase, 
including  enzyme  fractions  designated  as 
“prostatic,”  have  been  advanced  hope- 
fully. Each  of  these  newer  approaches 
has,  with  time,  been  shown  to  be  deficient. 
In  many  instances,  false  negative  impres- 
sions of  cancer  have  predominated  among 
the  erroneous  clinical  impressions  estab- 
lished before  prostatic  surgical  operation 
is  undertaken.  Both  surgeon  and  patient 
may  be  left  with  an  incorrect  conclusion 
that  the  condition  is  benign. 

Urologists  have  been  instructed  to  accept 
rectal  palpation  of  the  prostate  as  the  first 
line  of  defense  for  the  physician  against 
prostatic  cancer.  This  cliche  gives  way 
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before  the  advance  of  more  precise  ap- 
praisal. Histologic  examination  remains, 
for  the  moment,  the  most  reliable  parame- 
ter by  which  the  malignant  or  benign 
nature  of  the  aging  prostate  can  be  de- 
termined. Open  surgical  biopsy  yields 
greater  accuracy  in  tissue  examination 
work  than  do  other  technics. 

It  seems  pertinent,  in  view  of  previous 
communications  on  this  topic,1-6  to  give  a 
precise  report  of  a comparison  between 
expert  rectal  palpation  findings  of  the 
prostate  gland  and  the  final  result  of 
histologic  studies  of  surgically  excised 
biopsies  and  definitive  surgical  pathologic 
specimens. 

A compendium  of  experiences  in  evaluat- 
ing prostate  glands  is  reviewed  from  a 
practical  clinical  point  of  view.  Knowl- 
edge that  a prostatic  malignant  growth 
exists  in  a particular  patient  is  of  im- 
mediate clinical  importance  to  the  physi- 
cian in  charge,  the  patient,  and  the  near 
relatives  of  the  patient.  This  is  true 
whether  surgical  excision  is  contemplated 
or  hormonal  control  measures  alone  will  be 
instituted. 

It  must  be  re-emphasized  that  recent  and 
current  teaching  practice  regarding  physical 
changes  produced  by  prostatic  cancer  in- 
cludes these  most  prominent  dicta:  (1) 

Localized  areas  of  induration  suggest  the 
possibility  of  a malignant  growth,  (2) 
“nodules”  in  the  prostate  suggest  the 
possibility  of  a malignant  growth,  (3)  an 
“indurated  nodule”  is  evidence  of  a malig- 
nant growth  until  proved  otherwise  by 
biopsy,  and  (4)  the  size  and  shape  of  the 
prostate  is  relatively  unimportant. 

A total  of  1,134  consecutive  patients,  for 
whom  some  form  of  prostatic  appraisal  was 
done,  form  the  basis  for  this  report.  In 
every  instance,  an  open  surgical  biopsy 
through  a perineal  incision  was  performed. 
Both  quick-frozen  and  permanent  paraffin 
histologic  preparations  were  made  for  all. 
The  results  of  these,  as  well  as  histologic 
examinations  of  excised  surgical  specimens, 
are  compared  with  the  pretherapeutic 
rectal  palpation  findings  on  each  patient. 
In  addition,  a summary  is  made  of  the  in- 
fluence of  increasing  age  on  the  extent  of 
the  cancer  when  it  is  present,  the  presence 
or  absence  of  nodularity  and  induration  in 
the  prostate  as  detected  by  physical  palpa- 
tion, and  a correlation  between  induration 


TABLE  I.  Effect  of  age  in  patients  with  nodular 
prostate 


Age 
( Y ears) 

Number 

of 

Patients 

Prostatic 

Nodules 

Per- 

Cent 

30  to  39 

3 

0 

0 

40  to  49 

104 

2 

1.9 

50  to  59 

478 

32 

6.3 

60  to  69 

359 

33 

9.1 

70  to  79 

167 

40 

24.0 

80  to  89 

23 

6 

26.0 

Totals 

1,134 

113 

9.9 

and  nodularity  with  the  presence  or  ab- 
sence of  cancer. 

Nodularity  of  the  prostate 

The  effect  of  age  with  or  without  sus- 
pected prostatic  disease  in  1,134  patients  is 
as  follows:  There  is  an  increase  in  the  in- 
cidence of  nodule  formation  in  the  human 
prostate  from  zero  in  the  fourth  decade  of 
life  to  26  per  cent  in  the  ninth  decade  (Ta- 
ble I). 

Of  these  1,134  patients,  891  were  survey 
patients,  admitted  and  evaluated  without 
regard  to  residual  urine  or  symptoms,  and 
are  a group  of  men  comparable  to  those 
who  voluntarily  visit  physicians  for  inter- 
mittent prostatic  examination  without  the 
stimulus  of  prostatism. 

The  incidence  of  prostatic  nodularity  in- 
creases as  a function  of  advancing  age  in 
patients  surveyed  without  specific  cause. 
None  of  the  fourth-decade  patients  had 
nodular  prostates,  whereas  11.8  per  cent  in 
the  eighth  decade  had  prostates  containing 
nodular  areas  (Table  II). 

These  figures  alone  might  have  no  im- 
portant meaning.  Of  the  891  survey  pa- 
tients, 5.84  per  cent  had  detectable  nodules 
in  the  prostate,  while  the  general  average 
for  all  1,134  patients  was  9.96  per  cent. 
However,  closer  examination  lends  a cer- 
tain significance  to  nodularity. 

For  example,  of  a total  of  1,134  prostates 
examined  and  biopsied,  of  which  113  were 
nodular,  59  (52.2  per  cent)  were  found  to 
have  cancer.  This  incidence  of  cancer  is 
strikingly  close  to  that  reported  for  cancer 
in  nodular  prostates  in  the  Johns  Hopkins 
series.7  Certainly,  if  approximately  one 
half  of  the  nodules  found  in  the  prostates 
of  aging  men  are  cancerous,  they  should  all 
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TABLE  II.  Effect  of  age  in  survey  patients  with 
nodular  prostate 


Age  (Years) 

Per  Cent 

30  to  39 

0.0 

40  to  49 

2.0 

50  to  59 

5.9 

60  to  69 

5.4 

70  to  79 

11.8 

be  biopsied.  This  point,  however,  is  less 
than  the  entire  lesson  to  be  had  from  the 
clinicosurgical  pathologic  study  at  hand. 

It  would,  of  course,  be  the  sum  of  im- 
mediate knowledge,  had  the  prostatic 
biopsy  been  reserved  for  nodular  prostates. 

The  remaining  1,021  patients,  of  a total 
of  1,134,  had  no  nodules  detectable  by 
digital  rectal  palpation.  Yet  191  (18.7 
per  cent  of  the  1,021  patients)  were  found 
by  biopsy  to  have  cancer.  It  is  then  ap- 
parent that  most  of  the  cancers  have  been 
found  in  nonnodular  prostates,  although 
nodule  formation  heralds  the  tissue  diag- 
nosis of  cancer  in  slightly  more  than  one 
half  the  instances  in  which  this  physical 
examination  finding  is  made  preopera- 
tively. 

Hindsight  gives  perspective  in  evalua- 
tions of  this  sort.  In  all,  there  are  250 
tissue  diagnoses  of  cancer  (22.05  per  cent) 
in  1,134  patients.  Of  these  250  cancers, 

59  were  found  in  nodules — 5.2  per  cent  of 
the  1,134  patients.  In  addition,  191  of  the 
250  cancers  were  located  in  nonnodular 
prostates — 16.84  per  cent  of  the  1,134 
patients.  Finally,  benign  tissue  alone  was 
found  within  palpable  prostatic  nodules  in 
54  patients — 4.76  per  cent  of  the  1,134 
total.  Obviously,  the  remaining  830  pa- 
tients had  neither  a nodule  nor  a cancer — 
73.19  per  cent  of  1,134  patients. 

This  entire  series  consists  of  891  survey 

I patients  who  did  not  spontaneously  seek 
care  for  a prostatic  disorder,  and  243  gen- 
eral admissions  for  prostatic  disease. 
These  two  groups  must  also  be  considered 
separately. 

First,  it  is  noteworthy  that  of  891  survey 
patients,  a prostatic  nodule  was  found  in 
52  (5.84  per  cent),  yet  only  12  of  these 
nodules  (23.08  per  cent)  contained  cancer. 

In  other  words,  40  of  the  nodules  were 
benign  by  biopsy  (Table  III). 

Of  further  interest  are  the  86  cancers 
detected  among  the  891  patients  in  the 

February 

i 


TABLE  III.  Tissue  diagnosis — prostatic  nodules 
found  in  survey  patients 


Age 

(Years) 

Number 

of 

Patients 

Benign 

Cancer 

Total 

30 

to  39 

3 

0 

0 

0 

40 

to  49 

99 

2 

0 

2 

50 

to  59 

434 

23 

3 

26 

60 

to  69 

274 

10 

5 

15 

70 

to  79 

76 

5 

4 

9 

80 

plus 

5 

0 

0 

0 

Totals 

891 

40 

12 

52 

TABLE  IV. 

Tissue  diagnosis- 

-prostatic 

nodules 

found  in  general  admission  patients 


Age 

(Years) 

N umber 
of 

Patients 

Benign 

Cancer 

Total 

40  to  49 

5 

0 

0 

0 

50  to  59 

44 

5 

1 

6 

60  to  69 

85 

4 

14 

18 

70  to  79 

91 

5 

26 

31 

80  plus 

18 

0 

6 

6 

Totals  243 

14 

47 

61 

survey 

group — 74 

(86.05 

per 

cent)  of 

which  cancers  were  in  nonnodular  prostates. 

However,  the  significance  of  nodularity 
is  underscored  by  another  observation: 
Among  the  nodular  cancers,  8 were  Group 
I,  II,  or  III  prostatic  cancers,  and  4 were 
Group  IV  or  V.  Groups  I through  III  are 
potentially  curable,  whereas  Groups  IV 
and  V are  definitely  incurable.1  This 
finding  of  33.3  per  cent  incurable  stages  of 
cancer  when  nodularity  is  present  may  be 
compared  with  only  14.9  per  cent  for 
Groups  IV  and  V in  74  nonnodular  pros- 
tatic cancers  in  the  survey  group. 

Analysis  of  the  findings  on  the  243 
general  admission  prostatic  disease  patients 
reveals  that  nodules  were  present  in  61  pa- 
tients (25.1  per  cent).  Of  these  61  pa- 
tients, 47  had  nodules  containing  cancer; 
only  14  of  the  61  nodules  were  formed  from 
benign  tissue  (Table  IV). 

It  is  then  apparent  that  nodule  forma- 
tion in  general  admission  patients  with 
prostatism  is  indicative  of  a high  cancer 
incidence  (77.1  per  cent). 

Among  the  nodular  cancer  patients  in  the 
general  admission  series,  only  14  of  47 
(29.8  per  cent)  fell  into  Groups  I,  II,  and 
III  and  were  therefore  curable.  The  re- 
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TABLE  V.  Localized  induration  of  prostrate 


Age 

(Years) 

Number 

of 

Patients 

Number  of 
Patients 
with 

Localized 

Induration 

Per  Cent 
Patients 
with 

Localized 

Indura- 

tion 

30  to  39 

3 

0 

0.0 

40  to  49 

104 

9 

8.7 

50  to  59 

478 

69 

14.4 

60  to  69 

359 

71 

19.8 

70  to  79 

167 

25 

15.0 

80  plus 

23 

3 

13.0 

Totals 

1,134 

177 

15.6 

maining  33  of  the  47  nodular  cancers  (70.2 
per  cent ) were  incurable  malignant  growths 
classifiable  in  Groups  IV  and  V. 

Localized  induration  of  the  prostate 

Although  variations  in  the  size  and  shape 
of  the  prostate  are  not  clinical  indices  of  a 
malignant  growth,  the  consistency  of  the 
glandular  tissue  is  important.  Induration 
of  the  prostate  may  be  produced  by 
prostatic  calculi,  tuberculous  infection, 
chronic  fibrosing  prostatitis,  or  cancer. 
Rarely,  nontuberculous  granuloma  or  other 
benign  histologic  change  is  found  as  a 
cause  for  hardened  prostatic  tissue. 

Localized  areas  of  prostatic  induration 
develop  more  commonly  in  men  over  fifty 
years  of  age.  Yet  there  is  not  a decade- 
by-decade  increase  as  is  true  of  prostatic 
nodularity  (Table  V). 

In  all,  177  (15.6  per  cent)  of  a total  of 
1,134  men  examined  preoperatively  had 
one  or  more  restricted  indurated  areas 
palpated  in  the  prostate.  However,  histo- 
logic study  later  revealed  only  31  cancers 
among  the  177  patients  with  localized 
induration.  Therefore,  the  remaining  219 
cancers  did  not  occur  within  discrete  areas 
of  palpable  prostatic  induration.  Al- 
though most  of  the  benign  tissue  diagnoses 
were  made  from  prostates  that  were  not 
locally  indurated,  so  were  many  of  the 
cancers. 

Among  the  891  survey  patients,  78  had 
curable  prostatic  cancer  (Group  I,  II,  or 
III).  Only  12  of  the  78  (15.4  per  cent) 
exhibited  localized  induration.  An  ad- 
ditional 8 incurable  cancers  (10.3  per  cent 
of  the  78)  were  found,  and  2 of  these  had 


generalized  induration;  the  other  6 pros- 
tates were  soft. 

The  situation  in  regard  to  induration 
for  the  general  admission  prostatic  disease 
patients  is  quite  different.  The  cancer 
rate  is  high;  164  of  a total  of  243  patients. 
In  addition,  the  incurable  tumor  rate  is  also 
high,  although  it  approximates  the  ex- 
perience reported  elsewhere.  Only  26  of 
264  cancers  (15.8  per  cent)  were  curable 
(Groups  I,  II,  and  III);  among  them, 
only  1 had  a discrete  indurated  area  palpable 
in  the  prostate.  Conversely,  18  of  the 
incurable  cancers  were  locally  indurated, 
and  78  were  generally  indurated.  This 
last  finding,  generalized  induration,  is 
easiest  to  detect  clinically;  it  is  the  hall- 
mark of  incurable  prostatic  cancer. 

Comment 

It  is  evident  that  rectal  digital  palpation 
of  the  prostate  in  men  fifty  years  of  age  or 
over  is  a worth-while  routine  part  of  pe- 
riodic physical  examination.  It  is  also 
clear  that  the  value  of  palpation  in  early 
prostatic  cancer  detection  has  been  exag- 
gerated. Tissue  diagnosis  is  the  final 
criterion  on  which  curative  surgery  is 
elected.  However,  it  has  been  the  custom 
to  examine  by  biopsy  only  the  suspicious 
prostate  gland.  Clinical  suspicion  has 
been  stimulated  by  physical  findings,  not 
symptoms  or  special  laboratory  tests.  As 
a result.,  only  those  prostates  containing 
discrete  nodular  or  indurated  areas  are 
ordinarily  examined  by  biopsy. 

The  study  described  here  is  a departure 
from  clinical  custom  in  two  ways.  First, 
each  prostatic  surgical  patient  has  been 
given  the  diagnostic  benefits  accruing  from 
biopsy  with  no  exceptions  and  regardless  of 
rectal  palpation  findings.  Second,  there 
is  included  a large  group  of  men  whose 
posterior  prostates  were  examined  by 
biopsy  on  a voluntary  basis. 

Methods  short  of  routine  biopsy  have 
yielded  an  inordinately  low  percentage  of 
potentially  curable  prostatic  cancers.  Si- 
multaneously there  is  a high  yield  of  latent 
(asymptomatic  and  localized)  cancers  from 
autopsy  studies  and  an  increasing  death 
rate  from  the  metastatic  form  of  the  dis- 
ease. When  physical  examination  findings 
include  nodularity  in  the  prostate,  biopsy 
is  indicated;  the  converse  is  not  true.  A 
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majority  of  curable  prostatic  cancers  will 
not,  in  early  stages  of  local  growth,  form 
nodular  masses.  Restricted  areas  of  pros- 
tatic induration  are  similarly  absent  in 
most  curable  lesions. 

Unquestionably  a generally  indurated, 
immobile,  and  fixed  prostate  is  much  more 
often  than  not  cancerous.  It  is  also  in- 
curable. Our  effort  in  diagnosis  is  now 
directed  toward  the  prostatic  cancers 
which  are  latent  but  will  not  in  all  instances 
remain  so. 

Arguments  against  the  performance  of 
open  surgical  biopsy  and  quick-frozen 
section  as  a routine  procedure  which  pre- 
cedes and  indicates  definitive  prostatic 
surgery  have  centered  on  the  amount  of 
time  expended  in  making  tissue  diagnosis 
in  this  way.  The  specious  reasoning 
which  underlies  rationalization  of  this  sort 
becomes  apparent  when  the  hundreds  of 
hours  of  professional  personnel  time  re- 
quired to  care  for  a single  metastatic  case  of 
prostatic  cancer  are  compared  with  the  few 
minutes  required  for  precise  diagnosis. 
Prostatic  surgery  is  perhaps  the  sole  re- 
maining area  in  which  malignant  tumors  are 
particularly  important  and  for  which 
surgeons  do  not  willingly  embrace  the 
philosophy  of  determining,  by  tissue  diag- 
nosis, what  disease  is  present  before  surgical 
therapy  is  initiated.  It  now  seems  reason- 
able to  suggest  that  insistence  and  de- 
pendence on  precise  diagnosis  is  a con- 
servative rather  than  a radical  course  to 
follow  in  clinical  work.  Similarly,  recog- 
nition of  the  limited  value  of  physical 
diagnosis  on  the  prostate  must  be  regarded 
as  an  acceptable  reaction  which  intellectual 
integrity  demands.  Such  a response  on  the 
part  of  the  physician  need  not  be  com- 
municated to  patients  or  their  relatives 
with  an  inordinate  display  of  humility. 
On  the  contrary,  the  logic  and  hopefulness 
of  the  routine  employment  of  biopsy 
technics  in  questionable  situations  have  al- 
ready been  established  in  the  minds  of  our 
general  lay  population. 

Summary 

Physical  examination  and  tissue  diag- 
nostic findings  in  1,134  consecutive  male 


patients  have  been  compared.  The  find- 
ing of  a nodular  prostate  is  a signal  for 
immediate  biopsy  because  more  than  one 
half  of  such  prostates  contain  a malignant 
growth. 

The  vast  majority  of  curable  prostatic 
cancers  in  the  living  male  population,  with 
or  without  symptoms  of  prostatic  obstruc- 
tion, produce  neither  localized  induration 
nor  nodularity  in  the  early  stages  of  the 
malignant  disease. 

Cure  of  prostatic  cancer  is  a reasonable 
hope  when  radical  surgery  is  based  on  early 
diagnosis. 

Early  diagnosis  in  most  instances  must 
depend  on  the  routine  employment  of 
biopsy  which  is  not  prompted  by  suspicion 
of  a malignant  growth  derived  from  rectal 
digital  palpation  findings. 

We  suggest  that  men  over  fifty  years  of 
age  have  prostatic  physical  examinations 
twice  annually;  in  addition  we  urge  that, 
whenever  prostatic  surgery  is  undertaken, 
an  open  surgical  biopsy  and  quick-frozen 
section  be  made  through  a perineal  incision 
before  a definitive  operation  is  chosen  for 
each  patient. 

This  has  been  our  unvarying  policy  for 
almost  fourteen  years.  It  has  resulted 
in  the  highest  known  rate  of  curable 
prostatic  cancer.  This  is  true  despite  the 
fact  that  the  hospital  connections  and 
personal  interests  of  the  authors  are  known 
to  be  such  that  a large  number  of  frankly 
metastatic  prostatic  cancer  patients  have 
been  sent  for  treatment. 
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Histochemistry  can  have  either  little  or 
very  much  significance  to  the  pathologist. 
Its  ultimate  value  as  a diagnostic  aid  will 
depend  strictly  on  whether  or  not  specific 
histochemical  technics  will  be  proved  and 
accepted  as  reliable  when  they  are  applied 
for  diagnostic  purposes.  To  date,  only  a 
few  methods  have  found  such  a place,  and 
unfortunately  some  of  these  are  ones  which 
have  no  well-understood  rationale  behind 
their  operation.  I refer,  for  example,  to 
those  technics  deemed  capable  of  revealing 
some  of  the  polysaccharide  complexes  in  tis- 
sue ground  substance,  such  as  the  Alcian 
blue  and  dialyzed  iron  methods  for  acid 
mucopolysaccharides  or  the  Congo  red  or 
various  metachromatic  reactions  for  detec- 
tion of  amyloid.  Even  the  visualization  of 
lipids  by  such  time-honored  stains  as  the 
Sudan  series  or  the  several  methods  avail- 
able for  characterization  of  cholesterol  in 
tissue  marks  one  of  the  least  explored  areas 
of  histochemistry.  This  lack  of  information 
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FIGURE  1.  Interdependence  of  specific  disci- 
plines making  up  modern  science  of  histochem- 
istry. Columns  “Anatomical,”  "Chemical,”  and 
"Physical”  include  technics  generally  originating 
under  these  broad  headings.  Vertical  column  at 
extreme  left  designates  level  of  resolution  at  which 
given  technic  is  generally  useful.  Arrows  suggest 
dependence  of  given  technic  on  that  immediately 
before  it. 

extends  even  to  staining  methods.  Hema- 
toxylin, for  instance,  a time-honored  dye 
since  it  was  first  used  for  microtechnic  in  the 
1840’s,  stains  in  a complex  and  still  not 
fully  understood  way.  Indeed,  use  of  the 
term  “basophilia”  to  indicate  increased 
staining  with  the  tissue-mordant-dye  com- 
plex which  must  be  used  with  hematoxylin 
appears  entirely  unwarranted.  This  is 
especially  so  in  light  of  modern  develop- 
ments in  protein  chemistry  which  demon- 
strate that  true  basophilia  is  directly  related 
to  cellular  nucleic  acid  and  requires  ionic 
groups  of  protein  available  as  binding  sites 
for  specific  acid  and  basic  stains. 

Histochemistry  could  be  defined  as  the 
application  of  visualization  methods  with 
sufficient  rationale  behind  them  to  indicate 
precise  information  on  the  nature  of  specific 
components  of  living  matter.  Histochem- 
istry has  developed  as  a combination  of 
many  fields  through  a system  of  inter- 
dependencies on  theory  and  methodology 
(Fig.  1).  This  includes  bodies  of  informa- 
tion from  anatomic,  chemical,  and  physical 
sciences  and  reaches  far  beyond  methods  ex- 
tending visualization  with  only  the  light 
microscope.  While  histochemistry  has 
based  much  of  its  advance  on  information 
provided  by  biochemistry,  it  also  has  pro- 
vided information  for  the  biochemist.  In- 
deed, the  two  disciplines  today  supplement 
each  other  in  many  areas.1 
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histochemistry  is  the  application  of  visual- 
ization methods  with  sufficient  rationale 
behind  them  to  indicate  precise  information 
on  the  nature  of  specific  components  of  living 
matter.  Histochemical  methods  are  used  in 
pathology  to  extend  understanding  of  tissue 
protein  characteristics  and  to  visualize  en- 
zymatic activity.  In  the  future  histochemical 
methods  may  be  extended  into  areas  which  may 
be  labeled  molecular  pathology. 


TABLE  I.  Some  acid,  basic,  and  amphoteric 
constituents  of  tissue 


Acidic 

Basic 

Amphoteric 

DNA  chroma- 

Collagen 

Most  cyto- 

tin 

plasm 

RNA 

Cytoplasm  of 

Contractile 

erythro- 

substance  of 

cytes 

muscle 

Cartilage 

Eosinophil 

matrix 

granules 

Many  mucins 

Globulins 

Most  lipids 

Histones 

other  than 

triglycerides 

Mast  cell 

granules 

If  we  consider  that  a histochemical 
method  has  its  greatest  value  in  providing 
specific  information  via  a visualization  reac- 
tion, then  staining  with  hematoxylin  or  any 
other  method,  the  mechanism  of  action  of 
which  is  not  understood,  will  reveal  little 
more  than  the  morphology  of  a specific 
component  of  tissues  and  cells  and  cannot 
be  considered  truly  histochemical.  It  is 
important  to  realize  that  many  technics 
with  an  originally  empirical  basis  can  be 
made  to  work  in  a way  so  that  they  provide 
much  information.  Use  of  the  acid  dye 
eosin  at  specific  pH’s  can  identify  arginine 
residues  in  a reliable  manner.2  This  ap- 
proach can  be  made  to  work  in  the  case  of 
other  types  of  staining  with  pure  acid  and 
basic  dyes. 

Qualitative  studies 
with  classical  methods 

An  interesting  approach  bridging  the  gap 
between  a so-called  classic  staining  method 
with  little  or  no  rationale  behind  its  use  and 
a rational  histochemical  procedure  is  the 
employment  of  acid  and  basic  dyes  to 
determine  the  relative  isoelectric  points  of 
tissue  protein.  Although  acid  and  basic 
aniline  dyes  have  been  used  since  the  time 
of  Ehrlich,  their  combined  use  to  form  the 
polychrome  Romanowsky-type  stains,  such 
as  the  azure  complexes,  used  in  staining  of 
blood  elements  has  somewhat  obscured  their 
use  separately.  The  studies  of  Singer  and 
Morrison  have  served  to  point  out  the  value 
of  such  staining  when  placed  on  a rational 
basis.3  Previous  significant  studies  in  this 
area  have  been  accomplished  by  only  a 
handful  of  older  investigators. 4 


The  modern  concept  of  the  structural 
configuration  of  protein  is  a so-called  Paul- 
ing helix  containing  alpha-amino  groups  at 
its  head,  a protein  backbone  composed  of 
alternating  peptide  bonds,  and  a terminal 
carboxyl  group.  Amino  acid  moieties  ex- 
tend throughout  this  backbone  in  ordered 
sequence  to  impart  specificity  to  the  mole- 
cule. These  entities  combined  serve  to 
give  over-all  acidic  or  basic  properties  to  the 
protein  in  question.  They  do  this  because 
they  are  electrically  charged,  and  they  react 
with  dyes  because  these  too  are  electrically 
charged.  Acidic  constituents  of  tissue  have 
an  affinity  for  basic  dye  ions  and  are  there- 
fore basophilic,  while  basic  constituents 
attract  acid-dye  ions  and  are  acidophilic. 
Amphoteric  components  of  tissue  can  be 
either  basic  or  acidic  depending  on  the  pH 
to  which  they  are  exposed  (Table  I). 

Fixation  of  tissue  protein  plays  a vital 
role  in  the  success  of  dye  binding.  For- 
malin fixation,  for  example,  enhances  baso- 
philia by  bridging  adjacent  — NH2  groups 
of  certain  amino  acid  side-chains  and 
thereby  produces  staining  artifact.  We 
prefer  to  use  an  alcohol-formalin-acetic  acid 
fixative  (10  ml.  of  10  per  cent  formol,  5 ml. 
of  glacial  acetic  acid,  and  85  ml.  of  absolute 
alcohol)  or  Carnoy’s  fixative,  both  of  which 
appear  to  alter  protein  side-chains  mini- 
mally. In  addition,  such  qualitative  meth- 
ods require  that  staining  be  carried  out  to 
equilibrium  in  dye  baths  with  graded  molar 
concentrations  of  dye.  Staining  to  equi- 
librium generally  means  exposure  to  dye 
overnight  and  in  dilute  solution.  Molar 
concentrations  of  dye  are  required,  since 
commercially  available  aniline  dyes  are 
usually  composed  of  considerably  less  than 
100  per  cent  pure  dye,  the  actual  amount  of 
which  varies  among  batches.  Under  these 
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FIGURE  2.  Differences  in  binding  of  acid  and  basic 
dyes  due  to  changes  in  hydrogen  ion  concentra- 
tions. (a)  Section  of  protein  chain  exposed  to  acid 
pH  showing  ionic  changes  on  basic  groups  which 
would  then  have  affinity  for  acid  dyes,  (b)  Sec- 
tion of  protein  chain  at  essentially  isoelectric  point 
of  protein,  (c)  No  changes  appear  on  any  protein 
side-chains  at  alkaline  pH  range.  In  this  case, 
acidic  groups  are  preferentially  ionized,  providing 
ideal  binding  sites  for  basic  dyes. 


conditions,  percentage  concentrations  in 
solution  mean  nothing  in  terms  of  knowing 
the  precise  amount  of  dye  present  and 
available  for  binding  to  tissue  sites.*  Over 
a pH  range,  a mixture  of  acid  and  basic  dyes 
of  uniform  molarity  would  behave  vari- 
ously as  shown  in  Figure  2.  As  the  relative 
isoelectric  point  is  approached,  the  protein 
as  a whole  becomes  neutral,  but  a few 
ionized  carboxyl  and  amino  groups  may 
still  exist.  Generally  in  dye  baths  amino 
acid  side-groups,  such  as  aspartic,  glutamic, 
and  hydroxy  glutamic,  and  —OH  (hy- 
droxyl ion)  groups  of  tyrosine  and  serine  as 
well  as  the  terminal  carboxyl  group  of  a 
protein  give  a negative  charge  and  are 
basophilic.  Lysine,  arginine,  and  histidine 
and  the  primary  amino  groups  of  the  protein 
give  positive  charges  and  are  acidophilic. 

The  extinction  of  acid  or  basic  dyes  at 

* For  preparation  of  a molar  dye  bath  with  dye  lots  of  less 
than  100  per  cent  dye  content,  adjustments  to  100  per  cent 
equivalents  of  pure  dye  may  be  made  by  the  formula: 

molecular  weight  of  dye  , . .. 

_ ° = 1 M.  pure  dye  concentration  in 

per  cent  of  dye  content 
grams  per  liter. 


specific  pH’s  has  potential  in  extending  the 
pathologist’s  understanding  of  some  of  the 
tissue  characteristics  he  is  observing.  It 
can,  for  example,  be  used  to  distinguish  be- 
tween acid  mucopolysaccharides  and  muco- 
proteins1  as  well  as  changes  in  cartilage  or 
connective  tissue  ground  substance. 
Foraker’s  study*  on  adenocarcinoma  of  the 
colon  points  up  the  value  of  this  technic  for 
detecting  differences  of  growth  and  matura- 
tion; the  technic  has  no  apparent  value  for 
demonstrating  differences  in  benignancy  or 
malignancy.  On  the  other  hand,  studies  of 
inclusions  in  plasmatocytes,  especially 
Russell  bodies  in  cases  of  multiple  myeloma, 
have  been  aided  by  use  of  such  pH  signa- 
tures.78 Further  application  of  this  tech- 
nic could  serve  to  clarify  some  of  the  possi- 
ble protein  associations  with  the  amyloids 
and  perhaps  aid  in  a classification  of  related 
inclusions. 


Histochemistry  of  enzymes 

The  histochemical  reactions  which  have 
come  to  be  of  major  significance  for  study- 
ing dynamic  processes  in  experimental 
pathology  are  those  concerned  with  visuali- 
zation of  enzymic  activity.  Unfortunately, 
there  are  still  some  questions  as  to  the 
value  of  these  methods  for  diagnostic 
pathology. 

While  over  700  enzymes  have  been 
described  by  biochemists,  only  a handful 
(about  60)  are  currently  subject  to  study  by 
visualization  methods  at  the  level  of  the 
light  microscope  with  varying  degrees  of 
reliability.  With  a few  exceptions  these 
consist  of  two  great  groups:  the  hydro- 

lases, responsible  for  breakdown  of  com- 
pounds with  the  uptake  of  water  (AB  + 
H20  ^ AH  -f  BOH),  and  the  oxidore- 
ductases,  which  either  oxidize  metabolites 
by  removal  of  hydrogen  (dehydrogenases) 
or  transfer  removed  hydrogen  to  molecular 
oxygen  (oxidases).  All  of  these  reactions 
can  be  summarized  as  AH2  + B BH- 
where  AH>  is  substrate  or  reduced  enzyme; 
B is  either  the  hydrogen,  an  acceptor, 
another  enzyme,  a reducible  indicator,  or 
oxygen. 

Before  using  any  method  for  visualizing 
enzymic  activity,  it  is  necessary  to  have  (1) 
a thorough  understanding  of  the  biochemi- 
cal pathway  involved  in  the  particular 
reaction,  and  (2)  an  understanding  of  the 
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FIGURE  3.  Type  reactions  for  two  different  histochemical  methods  using  demonstration  of  alkaline  phos- 
phatase activity  as  examples,  (a)  Principles  of  over-all  reaction  for  hydrolase  activity  applicable  to  most 
methods  for  demonstrating  this  large  family  of  enzymes,  (b)  Metal-salt  principle  with  substitution  in 
reaction  summarized  in  (a)  based  on  capture  of  liberated  phosphate  by  enzymatic  hydrolysis  of  sub- 
strate. Product  of  diffusing  capture  reaction  must  then  be  made  visible  as  colored  final  reaction  product, 
(c)  Azo  dye  principle,  in  this  case  utilizing  not  enzymatically  liberated  phosphate  but  naphthol  originally 
contained  in  synthetic  substrate.  Naphthol  then  combines  with  diazonium  salt  to  produce  final  colored 
reaction  product. 


principles  of  the  visualization  reaction  that 
will  be  employed  to  demonstrate  enzyme 
activity.  The  former  is  necessary,  espe- 
cially with  the  oxidoreductases,  because  co- 
factors and  coenzymic  reactions  are  re- 
quired to  carry  the  liberated  hydrogen  to 
produce  the  final  colored  reaction  product. 
The  presence  of  these  can  cause  serious  mis- 
interpretation of  results.1  An  understand- 
ing of  the  principles  of  the  visualization 
reaction  is  also  necessary  because  pitfalls 
appear  with  respect  to  artifacts  causing 
false  but  positive  localization  of  reaction 
product.  Too  often  a mistake  is  made  by 
attempting  to  “cookbook”  a method  with- 
out understanding  what  problems  can 
produce  pitfalls. 

Examples  of  false  localization  can  be 
shown  in  the  case  of  hydrolytic  enzymes. 
The  formation  of  reaction  product  for  al- 
most all  hydrolases  takes  place  according  to 
the  sequence  outlined  in  Figure  3.  In  the 
course  of  these  reactions,  enzyme  can  leak 
out  of  subcellular  locations,  especially  if  im- 
proper fixation  or  extended  incubation 
times  are  used  or  if  the  particular  enzyme  is 
very  soluble.  Also,  intermediates  in  the 
reaction  sequence  can  become  translocated 
so  that  the  final  reaction  product  is  incor- 
rectly localized.  Figure  4A  shows  a false 
positive  localization  of  lead  sulfide  final 
reaction  product  in  a reaction  designed  to 


demonstrate  acid  phosphatase  activity.  In 
this  case  the  lead  sulfide  is  deposited  on 
nuclei  because  the  acidic  properties  of  DNA 
(deoxyribonucleic  acid)  had  affinity  for  the 
intermediate  lead  phosphate-producing  step 
of  the  reaction.  Under  proper  conditions  in 
the  liver,  acid  phosphatase  activity  should 
be  localized  almost  exclusively  in  the  peri- 
biliary  region  adjacent  to  the  bile  canalic- 
uli.  In  nearly  every  case,  such  a false 
positive  localization  of  reaction  product  can 
be  controlled  by  suitable  preliminary  ex- 
periments. Whenever  possible,  a test  of 
one’s  reagents  with  tissue  possessing  a 
known  distribution  of  enzymic  activity  is  a 
wise  precaution.  Leakage  of  enzyme  due 
to  problems  of  fixation  is  shown  in  Figure 
4B  and  C.  Here  there  is  an  over-all 
cytoplasmic  reaction  as  a result  of  over- 
incubation for  demonstration  of  enzyme,  an 
ATPase  (adenosine  triphosphatase),  the 
activity  of  which  is  known  to  be  restricted 
to  the  walls  of  the  parenchymal  cells. 

Frequently,  the  preparation  of  the  tissue 
can  produce  problems.  Use  of  the  cryostat 
with  unfixed  tissue  produces  severe  prob- 
lems in  the  demonstration  of  enzymic 
activity.  One  such  problem  is  that  it 
causes  solubilization  of  many  enzymes. 
The  repeated  freezing  and  thawing  inherent 
in  this  technic  causes  subcellular  damage  by 
formation  of  ice  crystals  and  results  in 
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FIGURE  4.  Examples  of  artifact  as  pitfalls  met  with  in  enzyme  histochemistry.  (A)  Overincubation  of 
liver  in  glycerophosphate  substrate  showing  false  positive  deposition  of  lead  sulfide  final  reaction  product 
on  nuclei.  Reaction  would  show  acid  phosphatase  activity  which  ordinarily  has  peribiliary  location.  Smudg- 
ing of  reaction  product  in  this  location  (arrows)  also  indicates  translocation  of  enzyme  or  capture  reaction, 
or  both.  (B)  Adenosine  triphosphatase  activity  in  liver  showing  good  localization  in  parenchymal  cell 
membranes  lining  bile  canaliculi.  Cytoplasm  not  stained.  (C)  Adenosine  triphosphatase  activity  in 
overfixed  liver.  While  there  is  strong  reaction  in  cell  membranes  as  with  normal,  there  is  al  so  cytoplasmic 
deposition  of  reaction  product  caused  by  diffusion  of  enzyme  or  migration  of  reaction  produ  ct,  or  both. 


breakup  of  mitochondria  and  other  cellular 
organelles  with  subsequent  leakage  of  the 
enzymic  protein  contained  within  them. 
Because  cryostats  now  appear  in  the  pathol- 
ogy laboratory  with  increased  frequency, 
their  use  for  enzyme  histochemistry  can 
beget  problems.  Cryostat  sections,  while 
required  when  enzymic  activity  is  inhibited 
by  chemical  fixation,  generally  offer  tech- 
nical problems  except  in  experienced  hands. 
Many  enzyme  reactions  fortunately  can 
survive  fixation  of  some  kind,  and  a freezing 
microtome  of  the  carbon  dioxide  type  pro- 
vides the  safest  general  means  of  section 
cutting  for  enzymic  histochemistry. 

At  various  times  an  aura  of  doubt  has 
been  cast  about  enzyme  reactions,  and  it  is 
not  infrequently  the  case  that  a journeyman 
histochemist  is  wary  of  attempting  their 
use.  Actually,  enzymic  histochemistry  can 
be  used  today  with  more  confidence,  when  it 
is  supported  by  an  understanding  of  the 
mechanisms  and  problems  involved,  than 
can  those  methods  for  some  polysaccharides 
and  most  lipids. 


Fortunately,  many  enzyme  histochemical 
reactions  fall  into  a few  type  reactions. 
Figure  3 shows  type  reactions  applicable  to 
a number  of  hydrolytic  enzymes,  including 
acid  and  alkaline  phosphatases,  adenosine 
triphosphatase,  esterases,  glucose-6-phos- 
phatase,  and  a number  of  nucleoside  di-  and 
triphosphatases.  Only  the  specific  sub- 
strate to  be  hydrolyzed,  the  pH  optima  of 
the  hydrolysis,  and  the  requisite  cofactors, 
when  required,  need  be  changed.  Length 
of  incubation  time  will  vary  from  tissue  to 
tissue  and  must  be  determined  for  each 
individual  case. 

Many  of  the  available  methods  for 
visualizing  enzymic  activity  could  aid  the 
pathologist  in  ascertaining  specificity  of 
certain  tissue  types.  Thus,  alkaline  phos- 
phatase activity  in  many  kinds  of  vascular 
endothelium  serves  as  a marker  for  that 
kind  of  tissue.  Figure  5 shows  the  fate  of 
the  vasculature  during  follicular  atresia  of 
an  ovarian  graafian  follicle  when  such  a 
technic  is  used.  Some  kinds  of  meta plastic 
change  may  be  characterized  by  an  increase 
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FIGURE  5.  Frozen  section  of  cold  formalin-fixed 
dog  ovary  showing  normal  follicle  (N)  and  atretic 
follicle  (A).  Section  stained  for  alkaline  phospha- 
tase activity  which  clearly  marks  vascular  endo- 
thelium. Notice  activity  in  vessels  of  ovarian 
stroma  and  breakup  and  loss  of  vascular  architec- 
ture in  theca  externa  of  atretic  follicle. 

in  acid  phosphatase  activity.  We  have 
employed  visualization  of  acid  phosphatase 
and  esterase  activity  in  marking  the  extent 
of  degeneration  involved  in  peptic  ulcer 
production,  and  in  experimentally  produced 
ulcers  of  the  Shay  type,  it  is  possible  to  show 
alterations  in  the  regions  below  the  mucosa 
leading  to  perforation  long  before  changes 
can  be  detected  by  more  conventional  stain- 
ing. Using  these  hydrolytic  enzymic  meth- 
ods, we  also  have  studied  follicular  atresia 
as  it  occurs  in  normal  ovarian  physiology 
and  in  the  cystic  ovary  of  the  dog.  In  the 
case  of  cystic  disease  in  the  dog,  the  mecha- 
nism for  atresia  appears  limited  or  has  dis- 
appeared entirely.  Formed  follicles  are  not 
resorbed.  These  canine  ovaries  are  similar 
to  the  polycystic  ovaries  associated  with 
Stein-Leventhal  syndrome  in  human  beings. 
There  are  suggestions  from  our  observations 
that  Stein-Leventhal  ovaries,  in  contrast  to 
some  other  ovarian  cysts,  have  none  of  the 
hydrolases  associated  with  ultimate  resorp- 
tion of  the  follicle. 

With  respect  to  tumors,  histochemical 
studies  have  served  to  some  degree  to  point 
up  differences  between  otherwise  morpho- 
logically similar  tumors.  This  is  especially 
true  in  the  case  of  alkaline  phosphatase 
activity,  since  most  tumors  studied  to  date 
contain  only  slight  activity  except  for 
seminomas  of  the  testicle  and  osteogenic 
sarcomas.  The  enzyme  seems  abundant  in 
tumors  of  osteoblastic  origin  which  may  be 
of  significance  in  distinguishing  morpho- 
logically similar  bone  lesions  (for  example, 


reticulum  cell  sarcomas  show  a lack  of 
activity).  Again,  alkaline  phosphatase 
activity  may  be  of  significant  diagnostic 
value  in  the  differential  diagnoses  of  various 
myeloid  proliferative  disorders.  For  ex- 
ample, activity  cannot  be  demonstrated  in 
mature  neutrophils  from  patients  with 
chronic  myeloid  leukemia.  Other  exam- 
ples of  the  potential  practical  value  of 
histochemistry  to  the  pathologist  would  in- 
clude the  apparent  lack  of  glucuronidase 
activity  in  sarcomas  which  could  possibly 
distinguish  them  from  carcinomas,  the 
observation  that  some  kinds  of  esterase 
activity  in  a given  tumor  will  react  in  the 
same  manner  as  the  enzyme  of  the  respec- 
tive parent  tissue,  and  the  characteristic 
loss  of  some  kinds  of  hydrolase  activity  in 
precancerous  hyperplastic  areas.  Wach- 
stein9  has  given  an  admirable  review  of 
many  of  the  problems  involved  in  enzymic 
staining  reactions  of  tumors  including  de- 
tailed discussion  of  the  afore-mentioned 
topics.  Unfortunately,  data  demonstrating 
the  value  of  enzymic  visualization  reactions 
in  identifying  a questionable  neoplasm  is 
spotty  and  inconclusive.  Wattenberg10  has 
undertaken  a survey  of  some  oxidoreduc- 
tases  in  carcinoma  of  the  colon  in  an  at- 
tempt to  distinguish  malignant  cells  from 
benign,  hypertrophic  lesions.  However, 
the  most  carefully  controlled  studies  car- 
ried out  to  date  have  employed  experi- 
mental material  almost  exclusively  and 
thus  represent  reasonably  reliable  situa- 
tions. While  some  of  these  methods  em- 
ployed on  clinical  material  have  results  of 
possible  practical  value,  only  continued 
knowledgeable  application  of  these  methods 
by  the  diagnostic  pathologist  will  provide 
the  ultimate  test  with  respect  to  human 
tissues.  Thus,  the  pathologist  should  seek 
a thorough  understanding  of  the  principles 
and  the  practice  of  model  methods,  and 
he  should  fully  understand  the  pitfalls 
in  their  use.  With  this  background,  he 
should  not  hesitate  to  apply  these  methods 
to  the  variety  of  material  passing  through 
his  hands. 

Finally,  acquaintance  with  those  methods 
not  seemingly  directly  related  to  visualiza- 
tion histochemistry  should  not  be  neglected. 
The  zymograms,  methods  for  which  are 
currently  undergoing  perfection,  hold  prom- 
ise for  the  extension  of  currently  available 
visualization  methods  into  areas  which  may 
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ultimately  be  labeled  molecular  pathology. 
The  development  of  more  refined  cyto- 
chemical  technics,  especially  as  these  per- 
tain to  electron  microscopy,  could  provide 
the  ultimate  approach  to  diagnoses  on  the 
subcellular  level.  It  is  most  likely  that  the 
significance  of  histochemistry  to  the  pathol- 
ogist will  best  be  realized  at  this  level. 

Eastchester  Road  and 
Morris  Park  Avenue,  10461 
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and  (5)  from  penicillin  in  poliomyelitis  vaccines. 
Investigators  have  shown  that  reactions  after 
oral  administration  are  extremely  rare,  and  injec- 
tions from  purified  forms  of  crystalline  procaine 
penicillin  G seldom  cause  any  reactions  in  the 
pediatric  group.  This  extends  even  to  allergic 
children.  The  increased  sensitization  in  adults 
may  be  due  not  only  to  sensitivity  to  fungi  but 
the  longer  duration  and  intensity  of  fungal 
infection. 

Sulfonamides  may  excite  any  type  of  reaction 
from  skin  allergy  and  drug  fever  to  renal  dis- 
ease, carditis,  and  hepatitis.  The  reactions 
have  been:  (1)  renal  (tubule  plugging  by 

crystals  or  toxic  tubular  degeneration)  and  (2) 
hemic  leukopenia  usually  accompanied  by  skin 
rash  and  drug  fever.  The  development  of  a 
reaction,  however,  does  not  necessarily  indicate 
permanent  sensitivity,  and  multiple  courses  can 
be  given  without  undue  trepidation.  When 
indicated,  sulfonamides  can  be  given  the 
pediatric  group  quite  safely. 
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a variety  of  tumors  and  tumor-like  con- 
ditions of  the  hand  were  found  in  55  patients. 
A sufficient  number  of  uncommon  lesions 
were  found  to  emphasize  that  any  lump  in  the 
hand  may  represent  an  unusual  lesion ; 
therefore,  the  surgeon  must  be  familiar  with  a 
variety  of  pathologic  processes,  and  micro- 
scopic examination  of  all  lesions  is  necessary. 
No  malignant  lesions  were  found. 


TABLE  I.  Tumors  and  tumor  like  conditions  of 
hand 

Number 

of 

Lesion  Patients 


Tumors  and  Tumor-Like 
Conditions  of  Hand 

DONALD  B.  KETTELKAMP,  M.D. 

Albany,  New  York 
WILLIAM  J.  MILLS,  JR.,  M.D. 

Anchorage,  Alaska 

Assistant  Professor  of  Orthopedic  Surgery, 
Albany  Medical  College  (Dr.  Kettelkamp) 

T umors  and  tumor-like  conditions  of  the 
hand  are  common  and  fortunately  are 
usually  benign.  Boyes, 1 Mason,2  Posch,3 
Stack,4  and  others3-9  have  written  compre- 
hensive reports  on  this  subject.  These 
lesions  are  usually  small  and  may  involve 
any  of  the  structures  of  the  hand.  Whereas 
the  preoperative  diagnosis  may  occasionally 
be  difficult,  surgical  excision  for  biopsy  and 
treatment  is  usually  easy. 

Fifty-five  patients  with  tumorous  lesions 
of  the  hand  were  seen  in  our  orthopedic 
practice  in  a three-year  period  in  a com- 
munity of  60,000  in  Alaska.  Trigger  digits 
were  included,  because  the  lump  in  the 
flexor  tendon  is  palpable  and  was  frequently 
the  presenting  complaint.  Pathologic 
conditions  of  the  wrist  and  infections  of 
the  fingers  and  hand  were  excluded.  The 
lesions  encountered  are  presented  in 
Table  I. 

The  following  cases  are  presented  to 
emphasize  the  problems  in  diagnosis  with 
particular  emphasis  on  pathology.  Even 
in  this  small  number  of  patients,  there  was 
a sufficient  number  of  uncommon  tumors 
to  demonstrate  the  need  for  the  surgeon  to 
be  familiar  with  the  wide  variety  of  lesions 
which  can  occur  in  the  hand. 

Ganglia 

Ganglia  are  the  most  common  of  the 
tumor-like  conditions  of  the  hand  and  may 
arise  at  any  age.13  4 Fourteen  ganglia 
were  seen.  Twelve  originated  from  the 
fibrous  flexor  sheath  and  1 each  from  the 
tendon  of  the  abductor  digiti  quinti  and 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Orthopedic  Surgery,  February  18,  1965. 


Ganglia  14 

Synovial  cyst  1 

Mucous  cyst  1 

Epidermoid  inclusion  cyst  7 

Enchondroma  5 

Osteocartilagenous  exostosis  1 

Tenosynovial  osteochondroma  1 

Glomus  tumor  2 

Trigger  thumb  13 

Trigger  finger  1 

Dupuytren’s  nodule  2 

Giant  cell  tumor  of  tendon  sheath  3 

Xanthoma  tuberosum  multiplex  1 

Granular  cell  myoblastoma  1 

Foreign  body  1 

Unknown  1 

Total  55 


the  fibrous  capsule  of  the  wrist.  The 
latter  presented  distally  over  the  first  dorsal 
interosseous  muscle.  Digital  nerve  pain, 
while  not  usually  a feature,  was  present 
with  grasping  in  3 patients.  The  diagnosis 
is  usually  not  difficult  if  the  ganglion  is  at  a 
common  site  and  sufficiently  large  to  be 
transilluminated . 

The  pathology  of  ganglia  has  been  well 
described.10-12  Ganglia  arise  from  dense 
fibrous  tissue,  have  a fibrous  capsule  with 
many  adjacent  small  vessels,  and  contain 
thick  gelatinous  fluid  high  in  mucin  content 
(Fig.  1A).  The  most  striking  feature  is 
areas  of  cells  which  are  undergoing  mucinous 
degeneration  with  the  formation  of  small 
cyst-like  spaces  (Fig.  IB).  One  case 
showed  not  only  mucinous  degeneration 
but  also  differentiation  of  fibrous  tissues 
into  cartilage  (Fig.  1C). 

A synovial  cyst13  or  ganglion  of  the  distal 
finger  joint14'510-12  occurred  in  1 patient. 
It  differed  from  the  other  ganglia  in  that  it 
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FIGURE  1.  (A)  Ganglion  with  fibrous  capsule,  cystic  center,  and  area  of  mucinous  degeneration  (hematoxy- 
lin and  eosin  stain).  (B)  Area  of  mucinous  degeneration  with  small  cyst-like  spaces  (hematoxylin  and 
eosin  stain).  (C)  Lesion  from  flexor  sheath  with  mucinous  degeneration  and  cartilage  formation  which  is 
calcified  in  one  area  (hematoxylin  and  eosin  stain). 


FIGURE  2.  (A)  Blister-like  appearance  and  location  characteristic  of  mucous  cyst.  (B)  Fibrous  capsule 
without  lining  membrane  of  mucous  cyst  (hematoxylin  and  eosin  stain). 


FIGURE  3.  (A)  Subcutaneous  epidermoid  cyst.  (B)  Radiograph  showing  punched-out  defect  in  terminal 
phalanx  because  of  epidermoid  cyst.  (C)  Epidermoid  cyst  wall  of  fibrous  tissue  and  stratified  epithelium 
(hematoxylin  and  eosin  stain). 


was  associated  with  degenerative  joint 
disease  and  communicated  with  joint; 
however,  it  contained  mucinous  fluid  and 
microscopically  presented  the  features  of 
ganglion. 

Mucous  cysts 

A mucous  cyst  occurs  on  the  dorsum  of 
the  digit  near  the  nail  and  was  seen  in  1 
patient  (Fig.  2A).  In  contrast  to  a ganglion, 
it  looked  like  a blister,  contained  watery 
fluid,  and  had  no  contact  with  the  joint  or 


deeper  structures.  There  was  no  evidence 
of  the  origin  of  this  lesion,  although  it  is 
believed  to  be  a mucoid  degeneration  of  the 
cutis  or  subcutaneous  tissue.1  This  lesion 
had  a fibrous  capsule  with  neither  a lining 
membrane  nor  areas  of  myxomatous  de- 
generation (Fig.  2B). 

Epidermoid  cysts 

An  epidermoid  cyst  is  a relatively 
common  lesion.141416  The  theory  that 


364  New  York  State  Journal  of  Medicine  / February  1,  1966 


the  cyst  is  the  result  of  implantation  of 
epithelium  is  supported  by  a history  of 
trauma  to  account  for  the  cyst  in  5 of  our 
7 cases,  1 of  which  occurred  in  the  operative 
site  two  months  after  repair  of  a mallet 
finger.1-414  Five  epidermoid  cysts  were 
noted  as  firm,  round,  subcutaneous  masses 
which  were  usually  attached  to  a small  scar 
in  the  skin  (Fig.  3A).  One  had  ruptured 
with  an  ensuing  foreign  body  reaction. 
Two  cysts  involved  the  distal  phalanx  of 
index  fingers  so  that  roentgenograms  dem- 
onstrated a round,  punched-out  area  in 
the  distal  phalanx  (Fig.  3B).  The  cysts 
contained  soft  whitish  material  which  has 
been  found  to  be  half  protein  and  half 
cholesterol,  fat,  and  fatty  acids. 14  The 
cyst  wall  consisted  of  stratified  epithelium 
lined  with  a layer  of  laminated  keratin  and 


FIGURE  4.  (A)  Enchondroma  producing  radio- 
lucent  defect,  thinning,  and  distention  of  cortex. 
(B)  Enchondroma  producing  marked  cortical  dis- 
tention. (C)  Tumor  extending  beyond  cortex  four 
years  after  pathologic  fracture. 


surrounded  by  a tough  fibrous  capsule 
(Fig.  3C). 

Treatment  consisted  of  removing  the 
cyst  lining  and  contents.  Curettage  with 
a bone  graft  when  necessary  was  satis- 
factory in  the  phalangeal  lesions. 16 

Solitary  benign  enchondroma 

A solitary  benign  enchondroma  is  the  most 
common  bone  tumor  in  the  hand.5121718 
We  had  5 solitary  enchondromata  all 
in  the  phalanges.  Two  were  seen  because 
of  a pathologic  fracture  and  3 because 
of  a mass.  The  roentgenogram  usually 
showed  an  eccentrically  located,  radiolucent 
lesion  with  a distended  and  thinned  cortex 
(Fig.  4A).  The  distention  may  be  marked 
as  was  seen  in  this  case  (Fig.  4B).  In  1 of 
our  cases,  the  tumor  had  extended  beyond 
the  cortex  four  years  after  a pathologic 
fracture  (Fig.  4C). 

Microscopic  examination  revealed  hyaline 
cartilage  with  a lobulated  pattern.  The 
chondrocytes  tended  to  be  uniformly  small 
with  darkly  staining  nuclei  (Fig.  5A). 
Cells  with  double  nuclei  and  2 cells  in  a 
lacunae  were  occasionally  present  as  were 
areas  of  calcification.  Occasionally  areas  of 
increased  cellularity,  frequent  double 
nuclei,  and  greater  variance  of  cell  size 


I 


February  1,  1966  / New  York  State  Journal  of  Medicine  365 


FIGURE  5.  (A)  Chondrocytes  are  uniformly  small  with  darkly  staining  nuclei.  There  is  small  area  of  calci- 
fication (hematoxylin  and  eosin  stain  X160).  (B)  Chondrocytes  pyknotic  nuclei,  moderate  variation  in  size 
and  occasional  double  nuclei,  but  not  fleshy  or  immature  (hematoxylin  and  eosin  stain  X160). 


FIGURE  6.  (A)  Mass  and  restricted  motion  produced  by  osteocartilagenous  exostosis.  (B)  Exostosis  from 
proximal  phalanx.  (C)  Osteocartilaginous  exostosis  with  osseous  base  and  cap  of  hyalin  cartilage  from 
another  patient  (hematoxylin  and  eosin  stain). 


were  seen  (Fig.  5B).  In  the  phalanges, 
these  changes  carry  a much  better  prog- 
nosis than  in  the  long  tubular  bones. 
More  marked  changes  and  cells  undergoing 
mitosis  are  indicative  of  chondrosarcoma. 

Treatment  consisted  of  curettage  with 
bone  grafts.  Malignant  degeneration,  al- 
though extremely  rare,  has  been  reported 
and  must  be  considered  if  the  tumor  recurs 
following  an  adequate  curettage.19 

Osteocartilaginous  exostosis 

Osteocartilaginous  exostosis,  one  of  the 
most  common  of  the  primary  tumors  or 
dysplasias  of  bone,20  is  uncommon  in  the 
hand.1-6  20  Usually  it  is  associated  with 
multiple  exostosis  or  with  other  evidence  of 
dysplasia.  We  had  1 exostosis  from  a 
phalanx  in  a four-year-old  child  in  whom 
we  found  no  evidence  of  other  lesions  (Fig. 
6A).  Osteocartilaginous  exostosis  affects 
the  metaphysial  area  and  in  this  case  inter- 
fered with  joint  motion  (Fig.  6B).  His- 
tologically, the  osseous  base  has  a cap  of 
hyaline  cartilage  (Fig.  6C).  Growth  is  by 
enchondral  ossification;  hence,  complete 


excision  of  the  cartilaginous  cap  is  neces- 
sary to  prevent  recurrence. 

Tenosynovial  chondroma 

Tenosynovial  chondroma  in  the  hand  is 
uncommon  and,  as  in  our  case,  the  synovial 
sheath  of  the  flexor  tendon  is  the  most  fre- 
quent site.20  21  A nontender,  firm,  and 
movable  nodule  was  present.  The  carti- 
lage in  these  lesions,  as  in  synovial  chondro- 
matosis of  joints,  is  apparently  the  result  of 
metaplasia  of  subsynovial  connective  tissue 
(Fig.  7 A). 20  The  lesion  in  our  case  was 
more  mature,  with  much  of  the  cartilage 
calcified  and  surrounded  by  dense  fibrous 
tissue  covered  by  synovial  membrane  (Fig. 
7B). 

Glomus  tumors 

Glomus  tumors,  extremely  painful  red- 
dish-blue lesions,  arise  from  the  neuromyo- 
arterial  glomus.1  They  are  most  common 
in  the  nail  bed,  although  1 of  our  2 lesions 
occurred  on  the  side  of  the  finger.2  Mi- 
croscopic examination  shows  that  the  tu- 


366  New  York  State  Journal  of  Medicine  / February  1,  1966 


FIGURE  7.  (A)  Cartilage  metaplasia  in  subsynovial 
connective  tissue,  knee  (hematoxylin  and  eosin 
stain  X 120).  (B)  Tenosynovial  chondroma  in 

which  much  of  cartilage  is  calcified.  Fibrous  tissue 
and  synovial  membrane  cover  cartilage  (hematoxy- 
lin and  eosin  stain). 

mor  consists  of  many  nonmyelinated  nerve 
fibers  and  blood  vessels  whose  walls  are 
thickened  by  layers  of  round  cells  (Fig.  8). 
These  cells  have  clear  cytoplasm  around 
the  nucleus  and  have  been  identified  as 
pericytes.22 

Trigger  digits 

Trigger  digits  may  be  caused  by  many 
things,  i.s. 23—27  The  most  common  type  is 
caused  by  a nodule  in  the  flexor  tendon 


FIGURE  8.  Glomus  tumor  with  layers  of  round  cells 
with  clear  cytoplasm  about  vascular  channels 
(hematoxylin  and  eosin  stain  X120). 


catching  at  a constriction  of  the  flexor 
sheath  at  the  metacarpophalangeal  level 
(Fig.  9A).  Fourteen  patients  were  seen 
with  trigger  digits.  Nine  children  had  10 
trigger  thumbs.  Bilateral  involvement  is 
common,  other  digits  are  only  rarely  in- 
volved, and  the  lesion  is  probably  con- 
genital.28 Five  adults  had  4 trigger  thumbs 
and  1 trigger  finger,  and  here  the  lesions  are 
usually  caused  by  tenosynovitis  with  thick- 
ening and  constriction  of  the  fibrous  sheath, 
with  subsequent  local  enlargement  of  the 
tendon.28  The  nodule  was  palpable  in 
each  of  our  cases.  When  the  nodule  could 
still  pass  into  the  sheath,  there  was  tem- 
porary locking  or  snapping  with  flexion  and 
extension;  when  it  could  not,  the  inter- 
phalangeal  joint  flexed  as  the  metacarpo- 
phalangeal joint  extended  (Fig.  9B).  All 
cases  were  treated  by  excision  of  enough 
flexor  sheath  to  permit  full  excursion  of  the 
nodule. 

Dupuytren’s  contracture 

Dupuytren’s  contracture  is  a disease  of 
unknown  cause  in  which  there  is  a prolifera- 
tion of  the  fibrous  tissue  of  the  palmar 
fascia.29  30  The  diagnosis  may  be  difficult 
when,  as  in  2 of  our  cases,  there  is  a single 
nodule  present  with  neither  contracture  nor 
skin  changes.  These  nodules  were  in  the 
proliferative  stage  and  microscopically 
showed  disorganized,  cellular,  fibroblastic 
proliferation  with  relatively  little  collagen 
(Fig.  10). 

Giant  cell  tumor  of  tendon  sheath 

Giant  cell  tumor  of  tendon  sheath  or 
localized  nodular  tenosynovitis  was  seen  in 
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FIGURE  9.  (A)  Nodule  in  flexor  tendon.  (B)  Flex- 
ion of  interphalangeal  joint  with  metacarpal  pha- 
langeal joint  extension  in  trigger  thumb.  Other 
thumbisnormal. 


FIGURE  10.  Cellular,  disorganized,  fibroblastic 
proliferation  with  relatively  little  collagen  in  Dupuy- 
tren’s  contracture  (hematoxylin  and  eosin  stain 
X120). 


3 middle-aged  women.  It  is  a common  tu- 
morous condition  of  the  hand1-6’31  of  un- 
known cause  which  is  essentially  the  same 
lesion  as  localized  nodular  synovitis  of  the 
joints.20  Two  of  our  lesions  were  within 
the  flexor  sheath,  and  1 was  beneath  the 
extensor  hood  on  the  radial  side  of  a finger. 
Bone  involvement  or  erosion  by  the  tumor 
is  rare  and  although  reported  by  others  was 
not  present  in  our  cases.31-34  The  micro- 
scopic picture  showed  several  features 
which  were  helpful.  The  low  magnification 
shows  a nodular  pattern  and  clefts.  High 
magnification  revealed  cellular  areas  with 
the  round  cells  and  multinucleated  giant 
cells  typical  of  this  lesion  (Fig.  11A) . Other 
areas  showed  decreased  cellularity  with 
replacement  of  the  lesional  tissue  by  col- 
lagenization  and  fibrosis  (Fig.  11B).  There 
were  scattered  groups  of  macrophages  or 
foam  cells  (Fig.  11C).  The  treatment  is 
excision  which  must  be  complete  to  prevent 
recurrence. 


FIGURE  11.  Localized  nodular  tenosynovitis.  (A)  Cellular  area  with  round  cells  and  multinucleated  giant 
cells  (hematoxylin  and  eosin  stain).  (B)  Decreased  cellularity  with  collagenization  (hematoxylin  and  eosin 
stain).  (C)  Small  area  of  foam  cells  (hematoxylin  and  eosin  stain). 
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FIGURE  12.  (A)  Xanthoma  tuberosum  mutliplex  with  nodular  involvement  of  extensor  tendons.  (B)  Foam 
cells  and  fibrous  tissue  in  xanthoma  tuberosum  multiplex  (hematoxylin  and  eosin  stain  X120). 


FIGURE  13.  Granular  cell  myoblastoma.  Tumor 
cells  are  large  polyhedral  cells  with  small  nuclei, 
many  eosinophilic  granules  in  the  cytoplasm,  and 
fairly  distinct  cell  membrane  (hematoxylin  and 
eosin  stain  X160). 


Xanthoma  tuberosum  multiplex 

Xanthoma  tuberosum  multiplex  has  its 
basis  in  familial  hypercholesteremia,35’36  is 
the  most  common  of  the  xanthoses,37  and 
was  seen  in  1 patient.  Tuberous  masses  in- 
volved the  extensor  tendons  of  the  hands, 
feet,  and  olecranon  areas  (Fig.  12A).  The 
lesions  developed  slowly,  tended  to  remain 
stationary,  and  did  not  limit  motion.  A 
very  large  mass  overlying  the  olecranon  was 
removed.  Although  foam  cells  charac- 
terize the  lesion,  cholesterol  clefts,  lipid- 
containing  giant  cells,  and  extensive  fibrosis 
were  also  present  (Fig.  12B). 

Granular  cell  myoblastoma 

Granular  cell  myoblastoma  is  an  un- 
common tumor  which  occurs  with  equal 


frequency  in  the  extremities,  tongue,  trunk, 
head,  and  neck.  The  myoblastic  theory  of 
origin  has  been  questioned  because  only 
one-half  develop  in  relation  to  striated 
muscle.  38-40  A thirteen-year-old  girl  had  3 
benign  granular  cell  myoblastomas  re- 
moved, 1 from  each  hand  and  1 from  the 
tongue.  In  the  hands  1 lesion  was  in  the 
subcutaneous  tissue  of  the  palm,  and  the 
other  was  superficial  in  the  hypothenar 
muscles.  Both  were  small,  firm,  and  non- 
tender. 

Other  similar  cases  of  multiple  lesions 
have  been  reported.41  Microscopically  the 
tumor  consisted  of  masses  of  larger 
polyhedral  cells  with  small  nuclei,  many 
eosinophilic  granules  in  the  cytoplasm,  and 
a fairly  distinct  cell  membrane  (Fig.  13). 
We  were  unable  to  demonstrate  the  longi- 
tudinal and  cross  striations  which  have 
been  described  by  others.39 

Foreign  bodies 

Foreign  bodies  are  frequently  found  in 
the  hand  and  may  occasionally  produce  a 
noninflammatory  mass  which  may  simulate 
a tumor,  as  in  one  of  our  cases,  when  seen 
long  after  the  initial  trauma.  This  patient 
was  seen  because  of  a mass  on  her  middle 
finger  of  fourteen  years  duration.  The 
usual  inflammatory  reaction  had  subsided 
leaving  a firm,  slightly  tender  mass.  An 
x-ray  film  showed  a radiopacity  which 
proved  to  be  a piece  of  catfish  spine  that  the 
body  had  walled  off  and  encased  in  fibrous 
tissue  (Fig.  14A). 

Occasionally  even  the  microscopic  diag- 
nosis of  lesions  which  occur  in  the  hand  is 
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FIGURE  15.  (A)  Large  central  vessel  and  fibrous  tissue  with  hemorrhage  and  hemosiderin  (hematoxylin 
and  eosin  stain).  (B)  Fibrous  tissue  with  hemosiderin  and  hemosiderin-laden  macrophages  (hematoxy- 
lin and  eosin  stain  X120). 


difficult  as  is  exemplified  by  the  last  of  our 
cases. 

Case  report.  A man  aged  sixty-one  com- 
plained of  aching  in  his  middle  finger  of  four 
months  duration  and  denied  any  injury.  He 
had  marked  Herberden’s  nodes  of  all  fingers  but 
no  other  palpable  masses.  Radiologic  examina- 
tion demonstrated  marked  degeneration  arthri- 
tis of  the  distal  interphalangeal  joints  and  a 
radiolucent  defect  in  the  middle  phalanx  of  the 
middle  finger  (Fig.  14B). 

After  removing  the  cortical  bone,  a yellowish- 
purple  lesion  was  removed  in  toto.  There  was 
no  visible  communication  with  the  joint  cavity, 


no  lesion  in  the  tendon  sheath,  and  there  was 
marked  degeneration  of  the  joint. 

Microscopically  the  lesion  was  composed  of 
fibrous  tissue  of  variable  density  and  cellularity 
which  contained  1 large  central  vessel  and  many 
smaller  ones  (Fig.  15A).  Many  areas  con- 
tained hemosiderin  and  hemosiderin-laden 
macrophages  (Fig.  15B).  There  were  scattered 
areas  of  round  cells  but  no  multinucleated  giant 
cells. 

The  aching  ceased  after  removal  of  the  lesion. 
The  x-ray  films  and  microscopic  slides  have  been 
examined  by  a number  of  people  without  agree- 
ment as  to  diagnosis.  All  agree  it  is  a benign 
lesion.  Some  examiners,  impressed  by  vascular 
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FIGURE  16.  (A)  Solitary  bone  cyst,  middle  phalanx. 
Radiolucentarea  and  thin,  distended  cortex  may  be 
seen  in  other  bone  lesions.  (B)  Fibrous  tissue  lin- 
ing of  solitary  bone  cyst  containing  scattered  multi- 
nucleated  giant  cells  and  little  hemosiderin  (he- 
matoxylin and  eosin  stain). 

aspects  of  the  lesion,  favor  aneurysmal  bone  cyst 
or  hemangioma.  Most,  however,  feel  it  is 
more  closely  related  to  the  type  of  reaction  seen 
in  bone  involved  with  chronic  nodular  synovitis 
or  that  it  may  be  an  injury  and  repair  type  of 
reaction. 


FIGURE  17.  (A)  Serial  radiographs  of  osteoid 
osteoma.  Initial  appearance  and  subsequent  oc- 
currence after  incomplete  excision.  (B)  Osteoid 
osteoma.  Vascular  stroma,  many  osteoblasts  and 
scattered  osteoclasts,  and  irregular,  partially  cal- 
cified osteoid  (hemotoxylin  and  eosin  stain). 


Summary 

In  conclusion,  these  cases  illustrate  sev- 
eral points  which  require  emphasis. 

A sufficient  number  of  uncommon  lesions 
were  found  to  emphasize  that  any  lump  in 
the  hand  may  represent  an  unusual  lesion. 
Consequently,  the  surgeon  who  treats  these 
lesions  must  be  familiar  with  a variety  of 
pathologic  processes. 

Microscopic  examination  of  all  lesions, 
even  if  apparently  insignificant,  is  manda- 
tory. 

There  are  many  additional  lesions  which 
can  occur  in  the  hand.  Only  those  seen 
were  presented.  Malignant  lesions  which 
are  rare  were  not  encountered. 


Comment 

Two  cases  from  the  Albany  Medical  Cen- 
ter Hospital  of  benign  bone  tumors  which 
are  uncommon  in  the  hand  are  included  for 
discussion.2042 

A solitary  bone  cyst  in  the  ring  finger  of  a 
twenty-seven-year-old  woman  produced 
aching,  enlargement,  and  limitation  of  joint 
motion.  Differential  diagnosis  on  the  basis 
of  roentgenograms  included  enchondroma, 
fibrous  dysplasia,  sarcoid,  and  invasion  of 
bone  by  soft  tissue  (Fig.  16A).  Giant  cell 
tumor  and  aneurysmal  bone  cyst  might  be 
included. 

The  lesion  was  cystic,  had  a fine  lining, 
and  contained  brownish-yellow  fluid.  The 
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lining  membrane  was  composed  of  fibrous 
tissue  which  contained  a few  small  giant 
cells  (Fig.  16B).  There  were  small  areas 
of  new  bone  formation.  This  particular 
lesion  did  not  contain  particularly  vascular 
connective  tissue,  macrophages,  or  hemo- 
siderin; all,  however,  may  occur  in  soli- 
tary bone  cysts.20  43 

The  lesion  was  treated  by  curettage  with 
bone  graft. 

Osteoid  osteoma  was  first  clarified  clini- 
cally and  pathologically  by  Jaffe.44  There 
are  a number  of  reports  of  this  lesion  in  the 
hand.3'20-42-44'45  The  present  case,  an  os- 
teoid osteoma  in  the  proximal  phalanx,  had 
the  classic  findings  of  pain  relieved  by 
aspirin,  local  swelling  and  tenderness,  and, 
on  x-ray  filming,  a nidus  surrounded  by  new 
bone  (Fig.  17A).  This  case  demonstrated 
2 additional  features  which  should  be  em- 
phasized: joint  stiffness  and  chronic  syn- 

ovitis without  direct  joint  involvement  and 
recurrence  of  the  lesion  following  incom- 
plete excision.22'42’46 

The  histologic  picture  is  that  of  irregular, 
partially  calcified  osteoid  trabeculi,  many 
osteoblasts  and  scattered  osteoclasts,  and 
highly  vascular  stromal  tissue  (Fig.  17B). 
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A brief  review  of  some  of  the  more  recent 
advances  in  the  management  of  deafness  in 
children  is  presented. 

Congenital  malformation 

The  term  “congenital  malformation  of 
the  ear”  covers  a large  variety  of  pathologic 
conditions  of  the  auricle,  middle  ear,  inner 
ear,  or  any  combination  of  the  three.  The 
degree  of  malformation  of  the  auricle  gives 
some  indication  of  the  magnitude  of  mal- 
formation in  the  middle  and  inner  ear. 

Atresia  of  the  ear  canal  may  be  membra- 
nous or  bony.  Malformation  of  some  or  all 
of  the  ossicles  may  be  present.  Most  of 
these  malformations  can  be  corrected  and 
hearing  improved  by  means  of  microscopic 
reconstructive  surgery,  as  long  as  the  coch- 
lear function  is  normal  or  only  slightly 
impaired.  Measurement  of  bone  conduc- 
tion in  addition  to  testing  for  recruitment 
and  speech  discrimination  may  give  a 
reliable  picture  of  cochlear  nerve  function 
in  the  older  child.  X-ray  films,  especially 
polytome  studies  yielding  1 to  2 mm.  cuts, 
are  helpful  in  giving  information  about  the 
structures  of  the  middle  ear.  In  addition, 
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Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Pediatrics,  February  17,  1965. 


hearing  problems  in  children  include: 
congenital  malformation  of  the  auricle,  middle 
ear,  and/or  inner  ear,  exudative  catarrh  of 
the  middle  ear,  cholesteatoma,  trauma  causing 
conductive  hearing  loss,  and  congenital  fixa- 
tion of  stapes  and  otosclerosis.  Advances  in 
microscopic  reconstructive  surgery  have  made 
correction  of  many  of  these  conditions  pos- 
sible. 


thin  body  section  x-ray  studies  give  indis- 
pensable information  about  the  course  of 
the  facial  nerve.  In  malformations  of  the 
ear  the  position  of  the  facial  nerve  not  infre- 
quently deviates  from  the  normal,  espe- 
cially if  the  mastoid  is  sclerotic. 

An  external  auditory  canal  can  be  created 
surgically,  a new  eardrum  can  be  formed  by 
using  the  fascia  of  the  temporalis  muscle, 
and  connection  is  made  between  fascia 
graft  and  stapes.  The  introduction  of  the 
operating  microscope,  which  allows  mag- 
nification from  6 to  25  power,  added  con- 
siderably to  the  successful  restoration  of 
useful  hearing  in  these  cases. 

Exudative  catarrh  of  middle  ear 

A more  frequent  problem  is  presented 
when  sterile,  amber-colored,  thin,  or  many 
times  glue-like  transudate  accumulates  be- 
hind an  intact  eardrum,  a condition  known 
as  exudative  catarrh  of  the  middle  ear.  A 
fluid  level  may  be  seen  through  the  eardrum 
in  many  children,  but  by  far  not  in  all  pa- 
tients. The  child  may  lose  20  to  25  per 
cent  of  hearing  bilaterally  without  being 
aware  of  difficulty  in  hearing.  Unilateral 
hearing  loss  may  run  undetected  for  a long 
period  of  time.  The  hearing  loss  is  usually 
of  the  conductive  type,  and  the  bone  conduc- 
tion is  normal.  In  some  cases,  however, 
hearing  tests  reveal  a loss  typical  of  sensory- 
neural  lesion.  This  loss  is  reversible. 
Hearing  returns  to  normal  after  fluid  is  re- 
moved from  the  middle  ear.  In  some  in- 
stances removal  of  adenoids  and  drainage 
of  fluid  through  an  incision  of  the  drumhead 
does  not  resolve  the  problem.  Fluid  may 
reform  in  a few  days  or  weeks  in  some 
children.  Factors  other  than  obstruction 
of  the  eustachian  tube  are  responsible  for 
accumulation  of  fluid  in  the  middle  ear  and 
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mastoid.  These  factors  are  still  unknown. 
In  such  refractory  cases,  instead  of  repeated 
myringotomies  under  general  anesthesia, 
the  drum  is  lifted  out  of  its  socket  under  the 
microscope,  in  a fashion  similar  to  stapes 
surgery.  This  allows  direct  inspection  of 
the  middle  ear,  suctioning  of  the  fluid,  and 
introduction  of  a Teflon  draining  tube. 
Such  a tube  may  be  left  in  place  for  five  or 
six  months  or  longer  and  establishes  ven- 
tilation and  drainage  of  the  middle  ear. 

Cholesteatoma 

Contrary  to  general  belief,  chronic  ear 
infection  associated  with  cholesteatoma  is 
not  a rarity  in  children  even  at  age  four  or 
younger.  The  permanent  perforation  may 
be  a pinpoint,  visible  under  6 or  10  mag- 
nification. Perforations  in  the  flaccid 
membrane  or  in  the  upper  quadrant  of  the 
drum  frequently  lead  to  formation  of  choles- 
teatoma, which  may  destroy  the  ossicles, 
invade  the  labyrinth,  or  may  even  lead  to 
serious  intracranial  complications.  Lami- 
nograms  of  the  temporal  bones  and  exami- 
nation under  the  microscope  may  save  not 
only  the  hearing  of  these  youngsters,  but 
also  may  prevent  serious  intracranial  com- 
plications. The  cyst  can  now  be  removed 
and  hearing  restored  to  a serviceable  level 
by  surgery  under  microscopic  control. 

Trauma 

Injuries  involving  the  head  leave  some 
children  with  conductive  hearing  loss.  The 
drum  is  normal,  the  air  conduction  is  im- 
paired, while  the  hearing  by  bone  conduc- 
tion is  maintained  at  normal  level.  Dis- 


location of  the  incus  causes  interruption  of 
the  continuity  in  the  ossicular  chain  in  such 
cases.  The  drum  is  lifted  out  of  its  sulcus 
and  a new  connection  is  made  between  the 
malleus  and  stapes  under  the  microscope. 
Stainless  steel  wire  or  a Teflon  piston  may 
be  used  to  obtain  better  transmission  from 
the  malleus  to  the  cochlea. 

Congenital  fixation  of 
stapes  and  otosclerosis 

Conductive  hearing  loss  may  be  dis- 
covered in  a child  who  has  no  history  of  pre- 
vious ear  disease.  The  ear  canal  and  drum 
may  be  normal.  If  the  hearing  loss  is  pro- 
found, 60  to  70  decibels,  and  not  progressive 
on  yearly  follow-ups,  congenital  fixation  of 
the  footplate  should  be  suspected.  Such 
middle  ears  should  be  explored  surgically 
and  stapes  surgery  performed.  Progressive 
conductive  hearing  loss  points  to  otosclero- 
sis, especially  if  there  is  a family  history  of 
deafness.  Stapedectomy  performed  in 
children  not  younger  than  ten  to  twelve 
years  yields  good  results.  If  otosclerosis 
found  in  the  footplate  of  the  stapes  is  very 
active,  definite  surgery  is  postponed  and 
the  drum  is  replaced  into  its  original  posi- 
tion. 

Conclusion 

One  may  state  progress  in  otology  in  re- 
cent years  helps  us  to  improve  the  hearing 
of  numerous  children  by  means  which  were 
not  available  a few  years  ago. 
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T he  literature  is  replete  with  reports 
on  the  use  of  segments  of  the  large  intestine 
for  bridging  defects  in  the  esophagus.  At 
present  the  right  colon,  with  or  without  a 
segment  of  the  terminal  ileum,  is  most 
commonly  used  and  is  dependent  on  blood 
supply  from  the  middle  colic  artery.1-14 
The  left  colon  is  also  commonly  used  but 
in  an  antiperistaltic  fashion  with  the 
blood  supply  based  on  the  middle  colic 
artery.3- 13'15- 16  The  transverse  colon  is 
utilized  but  much  less  often  and  then 
usually  in  an  antiperistaltic  fashion7  for 
bridging  short  defects14  or  on  occasion  as  an 
isoperistaltic  replacement  based  on  the 
left  colic  artery.7-17  Neither  the  right  nor 
the  left  colon  segments  have  proved 
entirely  satisfactory  for  replacement  of 
the  entire  thoracic  esophagus,  and  there 
has  been  considerable  mortality  associated 
with  the  operations.9' 15 

It  probably  may  be  said  that  the  routine 
use  of  any  one  segment  of  the  colon  is 
fallacious  and  that  each  patient  should  be 
individually  evaluated.  The  problems  of 
sufficient  length  and  adequate  blood  supply 


the  transverse  colon  is  the  longest  and, 
most  mobile  of  the  segments  of  the  colon; 
it  may  be  used  in  an  isoperistaltic  fashion 
to  bridge  the  thoracic  esophagus  when  its 
blood  supply  is  based  on  the  left  colic  artery. 
The  technic  for  using  the  transverse  colon  for 
esophageal  replacement  is  similar  to  that  for 
using  the  right  or  left  colon.  The  choice  of 
method  depends  on  the  individual  patient. 


can  often  only  be  evaluated  at  the  time  of 
surgery,  although  a barium  enema  pre- 
operatively  will  in  some  measure  indicate 
which  segment  of  the  bowel  is  likely  to  be 
sufficient  as  far  as  length  is  concerned. 
Recently  we  have  used  the  transverse  and 
first  portion  of  the  left  colon  to  replace  the 
thoracic  esophagus.  It  appears  that  in 
selected  patients  this  may  be  the  operation 
of  choice,  as  illustrated  by  the  following 
2 case  reports. 

Case  reports 

Case  1.  A forty-five-year-old  woman  was 
admitted  to  The  New  York  Hospital  on  March 
17,  1965,  because  of  difficulty  in  swallowing. 
At  the  age  of  eight  she  had  swallowed  lye  and 
developed  a stricture  of  the  midportion  of  the 
esophagus.  The  stricture  had  required  dilata- 
tion at  intervals,  but  the  dysphagia  had  increased 
markedly  during  the  month  preceding  admis- 
sion. 

Radiologic  examination  revealed  an  irregular 
stricture  of  the  midesophagus  which  suggested 
carcinoma.  Esophagoscopy  revealed  a stric- 
ture at  19  cm.,  and  a biopsy  showed  an  epider- 
moid carcinoma.  On  April  2,  1965,  excision  of 
the  esophagus  was  carried  out  through  a right 
thoracotomy  incision  with  establishment  of  a 
cervical  esophagostomy  and  a gastrostomy.  A 
pyloroplasty  was  performed  at  the  same  time. 
It  was  felt  that  some  tumor  remained  on  the 
trachea,  and  radiation  therapy  was  adminis- 
tered postoperatively,  a total  skin  dose  of 
3,800  r. 

It  was  planned  to  replace  the  patient’s  tho- 
racic esophagus  by  a segment  of  colon,  and  there- 
fore a radiologic  examination  was  performed 
which  revealed  a long  ptotic  transverse  colon 
(Fig.  1).  It  was  planned  to  try  to  use  this  seg- 
ment in  an  isoperistaltic  fashion. 

On  May  11,  1965,  a substernal  replacement  of 
the  esophagus  using  the  transverse  colon  was 
carried  out.  A midline  incision  from  the 
xiphoid  process  to  the  umbilicus  was  used. 
The  greater  omentum  was  freed  from  the  trans- 
verse colon  and  removed.  The  hepatic  and 
splenic  flexures  of  the  colon  were  mobilized,  and 
the  mesentery  was  divided  except  for  the  mar- 
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FIGURE  1.  Case  1.  Preoperative  barium  study  of 
colon.  Long  ptotic  transverse  colon  evident. 


ginal  vascular  arches,  the  middle  colic  artery, 
and  the  left  colic  artery.  A vascular  clamp 
was  placed  on  the  middle  colic  artery,  and 
occluding  clamps  were  applied  to  the  colon  at 
the  hepatic  flexure  and  beyond  the  splenic  flex- 
ure. With  the  clamps  in  place,  a substernal 
tunnel  was  fashioned,  and  an  incision  was  made 
in  the  neck  including  the  cervical  esophagos- 
tomy. 

The  color  of  the  bowel  did  not  change,  and 
pulsations  remained  in  the  vascular  arches. 
The  middle  colic  artery  was  therefore  ligated  and 
divided,  and  the  colon  itself  was  divided  at  the 
hepatic  flexure.  The  end  was  closed  with  inter- 
rupted long  sutures,  and  these  were  used  to 
guide  the  bowel  up  through  the  substernal 
tunnel,  anterior  to  the  stomach.  The  distal 
colon  was  divided  where  it  rested  against  the 
stomach,  leaving  the  vascular  arches  between 
the  left  colic  and  sigmoid  arteries  intact.  The 
operation  was  concluded  with  an  end-to-end 
esophagocolostomy  in  the  neck  region,  an  end- 
to-side  cologastrostomy,  and  an  end-to-end 
colocolostomy. 

The  patient  made  an  uneventful  recovery  and 
was  discharged  swallowing  well  twenty-one 
days  following  her  second  operation.  A radio- 
logic  examination  revealed  the  colon  segment  in 
the  mediastinum  to  be  functioning  well  (Fig.  2). 

Case  2.  A fifty-eight-year-old  widow  was 
admitted  to  The  New  York  Hospital  on  March 
2,  1965,  because  of  an  esophageal  stricture. 
The  stricture  was  secondary  to  a total  gastrec- 
tomy and  esophagojejunostomy  which  had  been 


FIGURE  2.  Case  1.  Colon  outlined  by  barium  in 
anterior  mediastinum.  Contrast  material  has 
entered  stomach. 


performed  four  months  previously  for  carcinoma 
of  the  stomach.  A leak  at  the  esophagojejunos- 
tomy resulted  in  the  stricture. 

The  stricture  caused  marked  dysphagia,  and 
attempts  at  dilatation  had  not  been  successful. 
The  day  after  admission,  a Witzel  jejunostomy 
was  performed,  and  feedings  were  administered 
via  the  jejunostomy.  Investigations  were 
undertaken  to  rule  out  recurrent  carcinoma, 
including  esophagoscopy  with  biopsy  and  cell 
washings.  There  was  no  evidence  of  a recur- 
rent tumor.  A radiologic  examination  of  the 
colon  revealed  a rather  ptotic  transverse  colon 
(Fig.  3). 

The  patient’s  strength  improved  as  jejunos- 
tomy feedings  were  continued,  but  the  overflow 
of  esophageal  contents  into  the  trachea,  espe- 
cially at  night,  constituted  a problem.  It  was 
evident  that  a correction  of  the  stricture  itself 
was  needed  for  complete  rehabilitation  of  the 
patient,  and  it  also  was  felt  that  the  easiest  way 
to  do  this  was  by  an  esophageal  bypass  using 
the  transverse  colon. 

The  operation  was  carried  out  on  May  20, 
1965.  The  abdomen  was  explored  through  a 
midline  incision  from  the  xiphoid  process  to  the 
umbilicus.  The  transverse  colon  was  freed 
from  adhesions,  and  the  left  colic  and  middle 
colic  arteries  were  isolated.  The  omentum 
had  been  previously  removed.  The  transverse 
colon  was  mobilized,  and  its  blood  supply  was 
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FIGURE  3.  Case  2.  Preoperative  barium  study  of 
colon.  Transverse  colon  long  and  ptotic  although 
not  as  much  as  in  Case  1 (Fig.  1). 


evaluated  as  described  in  Case  1.  A substernal 
tunnel  was  fashioned,  and  the  cervical  esoph- 
agus was  mobilized  through  a separate  in- 
vasion in  the  neck.  The  esophagus  was  divided 
and  the  distal  end  closed  and  allowed  to  drop 
into  its  previous  position.  The  proximal  end 
of  the  esophagus  was  anastomosed  to  the  trans- 
verse colon  which  had  been  passed  through  the 
substernal  tunnel.  The  distal  anastomosis  was 
established  between  the  colon  and  the  proximal 
jejunum,  end-to-side  at  a point  between  the  old 
Roux  anastomosis  and  the  Witzel  jejunostomy. 
An  end-to-end  colocolostomy  completed  the 
operation. 

The  postoperative  course  was  uncomplicated 
except  for  a right  pneumothorax  which  was 
evacuated  by  an  intercostal  catheter.  The 
jejunostomy  tube  was  removed,  and  the  pa- 
tient was  discharged  on  oral  feedings  three 
weeks  following  the  colon  transposition.  Radi- 
ologic examination  showed  free  passage  of  the 
barium  meal  though  the  artificial  esophagus 
(Fig.  4). 


Comment 

In  the  past  we  have  been  dissatisfied 
with  our  results  from  using  the  right 
or  the  left  colon  for  esophageal  replace- 
ment. The  reasons  for  this  have  been  the 


FIGURE  4.  Case  2.  Barium-filled  colon  lies  in 
anterior  mediastinum. 


difficult  maneuvers  necessary  for  delivering 
the  bulky  cecum  high  into  the  mediastinum. 
These  maneuvers  tend  to  compromise  the 
blood  supply  to  the  bowel,  since  the 
vascular  arches  between  the  right  colic 
and  ileocolic  arteries  are  quite  tenuous  and 
easily  broken.  The  right  colon,  however, 
can  be  placed  in  an  isoperistaltic  fashion 
which  is  of  great  benefit. 

The  problems  associated  with  the  use 
of  the  left  colon  come  from  its  antiperistaltic 
character,  which  may  lead  to  regurgitation 
and  aspiration  in  the  postoperative  period, 
and  from  its  tendency  to  leak  at  the 
cervical  anastomosis  with  subsequent  ste- 
nosis.8 On  the  other  hand,  the  left  colon 
is  of  small  size  and  can  easily  be  passed 
substernally  without  disturbance  of  its 
blood  supply.  The  transverse  colon  has 
the  small  size  advantageous  to  passage 
through  a substernal  route,  and  when  its 
blood  supply  is  based  on  the  left  colic 
artery,  it  may  be  used  in  an  isoperistaltic 
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fashion.  The  vascular  arches  between  the 
middle  colic  and  left  colic  arteries  do  not 
have  the  same  tenuous  character  as  the 
ones  between  the  right  and  ileocolic  arteries, 
and  there  is  less  chance  of  disruption  during 
delivery  of  the  bowel  through  the  anterior 
mediastinum. 

Both  patients  reported  here  were  found 
to  have  a long  ptotic  transverse  colon, 
and  in  both  patients  an  isoperistaltic  re- 
placement could  be  carried  out.  The 
transverse  is  usually  the  longest  and  most 
mobile  of  the  segments  of  the  colon  and 
should  therefore  be  considered  as  a replace- 
ment for  the  esophagus  unless  unexpected 
abnormalities  are  encountered. 

The  technic  for  using  the  transverse 
colon  for  esophageal  replacement  differs 
little  from  that  for  using  the  right  or  left 
colon.  A midline  incision  from  the  xiphoid 
process  is  used  since  this  allows  easy  access 
to  the  substernal  space.  The  greater 
omentum  should  be  removed  when  it  is 
present.  The  vascular  clamp  on  the 
middle  colic  artery  and  the  occluding 
clamps  across  the  bowel  allow  for  estimat- 
ing the  adequacy  of  the  blood  supply 
from  the  left  colic  artery.  The  color 
of  the  bowel  and  pulsations  in  the  vessels 
are  observed  during  the  time  it  takes  to 
fashion  the  substernal  tunnel.  The  splenic 
flexure  end  of  the  colon  is  not  divided  until 
it  is  determined  where  it  rests  against  the 
stomach  or  the  part  of  the  intestines  to 
which  it  will  be  anastomosed.  It  should 
be  possible  to  save  the  vascular  arches  be- 
tween the  left  colic  and  sigmoid  arteries, 
since  this  will  give  added  blood  supply  to 
the  transplanted  transverse  colon. 

Summary 

The  transverse  colon  is  the  longest  and 
most  mobile  of  the  segments  of  the  colon. 


When  its  blood  supply  is  based  on  the  left 
colic  artery,  the  transverse  colon  may  be 
used  in  an  isoperistaltic  fashion  to  bridge 
the  thoracic  esophagus.  In  selected  cases, 
this  may  be  the  method  of  choice. 
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T his  report  will  describe  the  current 
anesthetic  management  of  patients  having 
cardiac  surgery  and  will  include  studies 
necessary  for  preoperative  evaluation,  pre- 
anesthetic medication,  management  during 
surgery,  monitoring  technics,  electrolyte 
and  acid-base  changes  during  and  after 
perfusion,  and  postoperative  care.  The 
reasons  for  choice  of  drug,  agent,  or  technic 
will  be  discussed,  and  the  basic  principles  of 
management  of  the  patient  with  cardiopul- 
monary disease  will  be  elucidated. 

Preoperative  evaluation 

The  data  obtained  from  cardiac  cath- 
eterizations have  been  invaluable  in  the 
preoperative  diagnoses  and  physical  eval- 


uations of  patients  with  heart  disease.  Ex- 
perience has  shown  that  clinical  diagnoses, 
although  frequently  accurate,  often  fail  to 
detect  obscure  heart  defects  which  can 
usually  be  revealed  by  a carefully  per- 
formed cardiac  catheterization.  Conse- 
quently physical  examinations,  chest  roent- 
genograms, electrocardiograms,  and  cardiac 
catheterization  data  should  be  correlated 
before  a final  diagnosis  is  made. 

Catheterization  is  performed  in  adults 
almost  invariably  without  general  anes- 
thesia and  following  heavy  premedication 
with  a barbiturate,  opiate,  and  belladonna 
combination.  In  children  the  premedica- 
tion is  supplemented  with  rectal  thiopental 
sodium.  Catheterization  of  the  right  side 
of  the  heart  is  usually  accomplished  by  in- 
sertion of  a cardiac  catheter  through  a sys- 
temic vein  into  the  right  heart  chambers 
and  pulmonary  arteries.  Catheterization 
of  the  left  side  of  the  heart  is  per- 
formed by  the  introduction  of  a catheter 
or  needle,  or  both,  into  the  left  heart 
chambers.  This  may  be  done  by  retro- 
grade insertion  through  a peripheral  artery 
or  by  direct  introduction  through  the  chest 
wall. 

The  radiologic  contribution  to  the  diag- 
nosis of  heart  disease  consists  of  four  tech- 
nics of  investigation:  conventional  radiog- 

raphy, fluoroscopy  (including  cineradiog- 
raphy), angiocardiography,  and  aortog- 
raphy. Angiocardiography  is  the  technic 
of  opacification  of  the  chambers  of  the 
heart  and  great  vessels  by  the  injection  of  a 
radiopaque  medium.  This  may  be  accom- 
plished by  intravenous  injection  into  a 
peripheral  vein  or  by  injection  of  the  con- 
trast medium  through  a catheter  which  is 
placed  in  the  desired  position  in  the  heart 
or  great  vessels.  The  latter  procedure  is 
useful  in  cyanotic  congenital  heart  lesions 
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where  cardiac  catheterization  does  not  pro- 
vide adequate  information. 

Aortography  represents  opacification  of 
the  aorta  by  contrast  medium.  Thoracic 
aortography  is  accomplished  by  retrograde 
injection  of  the  contrast  medium  from  a 
brachial  artery  or  by  injection  through  a 
catheter  which  has  been  placed  in  the  aorta. 
Aortography  is  useful  in  defining  the  posi- 
tion of  the  aortic  root  and  the  status  of  the 
aortic  valve  and  coronary  arteries  and  in 
the  study  of  patients  with  patent  ductus 
arteriosus  and  coarctation  of  the  aorta. 
Cineangiocardiography  shows  abnormal 
conditions  more  strikingly  than  does  serial 
radiography,  especially  in  the  presence  of 
intracardiac  shunts  as  in  atrial  and  ven- 
tricular septal  defects.  With  adequate 
premedication,  general  anesthesia  is  not 
necessary  in  adults.  In  children  where  co- 
operation is  difficult  to  obtain,  anesthesia 
is  necessary  as  it  is  for  cardiac  catheteriza- 
tion. Small  infants  can  often  be  ade- 
quately immobilized,  and  anesthesia  is  not 
necessary. 

Hematologic  evaluation  includes  not  only 
hemoglobin,  hematocrit,  and  blood  volume 
determinations  but  also  bleeding  time, 
clotting  time,  Rumpel-Leede  test,  clot  re- 
traction, fibrinogen,  fibrinolysis,  platelet 
count,  prothrombin  time,  prothrombin  con- 
sumption, cephalin  time,  and  factors  V, 
VII,  VIII,  IX,  X,  and  XI  assay.  Determi- 
nations of  serum  potassium,  sodium,  chlo- 
ride, carbon  dioxide,  calcium,  total  protein, 
albumin  and  globulin  content,  creatinine, 
urea  nitrogen,  and  blood  sugar  are  done 
routinely.  Aside  from  routine  urinalysis 
and  the  chemistries  described,  kidney  func- 
tion is  not  further  studied  unless  indicated. 

Pulmonary  function  is  evaluated  via 
arterial  blood  gas  studies  and  other  pulmo- 
nary function  tests.  Thus,  one  derives  in- 
formation on  the  degree  of  insufficiency  plus 
a base  line  on  which  to  judge  treatment  and 
postoperative  care. 

VC  (vital  capacity),  in  general  mere 
measurement  of  the  volume  of  expired  air 
from  peak  inspiration  to  end  expiration 
without  timing  the  rate,  is  of  little  use  in 
evaluating  obstructive  lung  disease.  TVC 
(timed  vital  capacity),  measured  by  ex- 
halation into  a spirometer,  may  be  measured 
for  one-half  second,  one  second,  two  seconds, 
or  three  seconds.  The  normal  mean  value 
for  one-second  TVC  is  83  per  cent  of  the 


total  VC.  Values  less  than  70  per  cent 
suggest  obstructive  disease. 1 

MBC  (maximum  breathing  capacity)  is  a 
test  for  evaluating  over-all  ventilatory 
function.  Its  disadvantages  are  that  it 
requires  a maximal  voluntary  effort  and  is 
apt  to  exhaust  the  weakened  patient.  The 
reported  normal  values  vary  widely.  A 
reduction  of  50  to  60  per  cent  of  the  pre- 
dicted value  for  a particular  sex,  body 
weight,  or  age  associated  with  reduction  in 
TVC  indicates  severe  obstructive  disease. 
Reduction  in  MBC  and  VC  without  de- 
crease in  TVC  is  seen  in  restrictive  disease. 
Rather  than  measure  the  MBC  where  the 
bellows  function  of  the  lung  is  impaired, 
some  authorities  prefer  single-breath  deter- 
minations of  volume  with  relation  to  time 
because  the  test  is  not  fatiguing.  Normal 
values  for  MEF  (maximum  expiratory 
flow)  rate  are  reported  as  greater  than  300 
L.  per  minute.1  Reduction  in  the  MEF 
rate  correlates  with  reduced  effectiveness 
of  a cough  in  expelling  secretions.  One 
should  repeat  these  tests  following  bron- 
chodilator  therapy  to  determine  the  reversi- 
bility of  the  ventilatory  obstruction  as 
manifested  by  bronchospasm. 

Arterial  blood  gases  and  pH,  the  partial 
pressures  of  oxygen,  carbon  dioxide,  and 
hydrogen  ion  in  the  arterial  blood,  are  true 
indicators  of  the  adequacy  of  pulmonary 
function.  Arterial  oxygen  tension  below 
60  mm.  Hg  corresponding  to  a saturation 
of  75  per  cent  on  the  hemoglobin  dissocia- 
tion curve  for  blood  at  a pH  of  7.4  indicates 
major  hypoxia.  Arterial  carbon  dioxide 
tensions  above  60  mm.  Hg  in  patients  who 
have  not  been  given  respiratory  depressants 
indicate  severe  ventilatory  failure. 

It  should  be  noted  that  the  principal 
harmful  effects  of  mitral  stenosis  are  on 
lung  function  and  structure.  This  is  sup- 
ported by  the  attendant  physiologic  and 
histologic  alterations  which  include  pul- 
monary hypertension,  subintimal  and  me- 
dial thickening  of  precapillary  vessels,  re- 
current bouts  of  pulmonary  edema  with 
associated  inflammatory  responses  and 
their  residua,  and  gradual  impairment  of 
compliance  and  ventilation-perfusion 
ratios.  Great  energy  expenditure  becomes 
necessary  for  breathing  even  when  at  rest. 
Superimposed  stresses  result  in  increasing 
symptoms  of  dyspnea  and  fatigue,  and 
certainly  any  degree  of  obstructive  or  re- 
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strictive  respiratory  disease  is  extremely 
serious.  In  patients  with  atrial  and  ven- 
tricular septal  defects  there  is  frequently 
an  elevation  of  pulmonary  artery  pressure 
in  the  presence  of  a left-to -right  shunt,  and 
pulmonary  function  may  be  compromised. 

Preoperative  medication 

Agents  for  preoperative  medication  usu- 
ally are  secobarbital  and  morphine.  In- 
fants weighing  less  than  10  pounds  are  not 
given  premedication.  Young  children  re- 
ceive secobarbital  1 to  2 mg.  intramuscu- 
larly per  pound  of  body  weight  or  morphine 
sulfate  1 mg.  intramuscularly  per  10  pounds 
of  body  weight  one  and  one-half  hours 
prior  to  scheduled  time  of  surgery.  If 
both  secobarbital  and  morphine  are  given 
together,  the  dose  is  reduced  to  secobar- 
bital 0.5  mg.  per  pound  and  morphine  0.05 
mg.  per  10  pounds.  Older  children  and 
adults  are  given  secobarbital  100  to  200 
mg.  and  morphine  sulfate  5 to  10  mg.  in- 
tramuscularly. In  an  excellent  study  of 
infants  and  children  at  Babies  Hospital  it 
was  found  that  secobarbital  was  almost 
four  times  as  effective  as  either  morphine 
or  meperidine  hydrochloride  in  increasing 
the  incidence  of  sleeping  children.2  A 
combination  of  secobarbital  and  morphine 
showed  an  increased  response  over  either 
drug  alone  in  both  reducing  the  incidence 
of  apprehensive  children  and  increasing  the 
incidence  of  sleeping  children.  This  was 
not  true  for  combinations  of  secobarbital 
and  meperidine. 

Scopolamine  is  given  intramuscularly 
one  and  one-half  hours  prior  to  surgery 
to  infants  weighing  15  pounds  or  more. 
The  dosage  schedule  is  as  follows:  from 

six  months  to  one  year  of  age  0.05  mg., 
from  one  to  three  years  0.1  mg.,  from  four 
to  seven  years  0.2  mg.,  and  from  seven  to 
twelve  years  0.3  mg. 

Adults  receive  scopolamine  0.3  mg.  or 
0.4  mg.,  or  atropine  in  the  same  dosage,  if 
they  are  over  the  age  of  fifty-five.  The 
belladonna  drug  is  administered  along  with 
the  secobarbital  and  morphine  premedica- 
tion. Mitral  or  tricuspid  insufficiency 
dictates  that  the  basal  heart  rate  should  be 
80  per  minute  or  less.  This  is  because  in- 
adequate ventricular  filling  time  exists  if 
the  heart  rate  is  very  rapid,  and  cardiac 
output  is  reduced.  Gravenstein3  has 


shown  that  low  doses  of  scopolamine  and 
atropine  decrease,  and  large  doses  increase, 
heart  rate.  Cardiac  output  changes  paral- 
lel to  changes  in  heart  rate,  but  stroke  vol- 
ume is  unaffected.  Both  enhance  the  ac- 
tion of  sympathomimetic  amines.  In  anes- 
thetized man,  Eger4  has  shown  that  small 
doses  of  belladonna  drug,  such  as  0.1  to  0.2 
mg.,  given  during  anesthesia  cause  tachy- 
cardia, but  if  the  drug  is  given  as  premedi- 
cation, even  in  a dosage  of  0.4  mg.,  it  causes 
no  change  in  cardiac  rate.  Belladonna 
drugs  do  not  prevent  the  pressor  effect  of 
endotracheal  intubation,  but  the  tachy- 
cardia normally  seen  following  intubation  is 
abolished,  and  the  bradycardia  sometimes 
seen  following  succinylcholine  chloride  ad- 
ministration is  prevented. 

In  normal,  awake  subjects  cardiac  ar- 
rhythmias may  occur  after  intravenous  or 
subcutaneous  injection  of  atropine.  Be- 
sides sinus  tachycardia,  atrioventricular 
dissociation,  atrioventricular  block,  and 
ventricular  extrasystoles  have  been  seen.5 
During  anesthesia  intravenous  atropine 
may  be  followed  by  ventricular  tachy- 
cardia. Serious  arrhythmias  following 
atropine  do  not  often  occur  in  patients 
anesthetized  with  nitrous  oxide,  thiopental 
sodium,  or  ether.  With  halothane  anes- 
thesia there  is  a 17  per  cent  incidence  of 
ventricular  arrhythmias  on  intravenous  in- 
jection of  0.4  mg.  of  atropine,  and  this  in- 
cidence increases  to  54  per  cent  with  cyclo- 
propane.4 Atropine  is  useful  in  the  treat- 
ment of  certain  conduction  defects.  It  is 
interesting  that  atropine  is  able  to  increase 
the  pulse  rate  in  cases  of  complete  atrioven- 
tricular block,  probably  by  increasing  ven- 
tricular filling  through  increased  auricular 
rate.  The  pulse  rate  under  anesthesia 
tends  to  be  higher  after  atropine  premedica- 
tion than  after  scopolamine. 

An  unresolved  paradox  occurs  in  that 
atropine  may  cause  arrhythmias  when 
given  during  cyclopropane  anesthesia  in 
man,  yet  if  given  prior  to  anesthesia  it 
prevents  spontaneous  or  induced  arrhyth- 
mias or  can  even  be  used  to  treat  arrhyth- 
mias that  have  occurred.  Atropine  can 
antagonize  or  potentiate  the  action  of  vari- 
ous drugs  on  arterial  pressure.  The  hypo- 
tensive action  of  acetylcholine  is  blocked  by 
atropine,  while  hypertension  from  epineph- 
rine is  increased.  The  latter  effect  should 
occur  with  any  vasopressor  and  probably 
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results  from  block  of  reflex  bradycardia 
that  occurs  with  induced  hypertension. 
Atropine  may  also  stimulate  the  adrenals 
to  secrete  catecholamines. 

Both  atropine  and  scopolamine  may  cause 
an  increase  in  respiratory  minute  volume. 
Some  investigators  suggest  that  the  combi- 
nation of  these  drugs  with  an  opiate  reduces 
the  respiratory  depressant  effects  of  the 
opiate.4  This  has  not  been  substantiated. 
In  addition  to  dilating  the  bronchi,  atropine 
reverses  the  bronchoconstriction  caused  by 
serotonin,  acetylcholine,  and  pilocarpine 
hydrochloride  but  not  that  caused  by  his- 
tamine. In  vitro  studies  of  bronchial 
tissue  show  that  thiopental  sodium  and 
cyclopropane  cause  bronchial  constriction 
which  can  be  prevented  or  relieved  by  addi- 
tion of  atropine.4  There  also  is  evidence 
that  atropine  prevents  or  reduces  spasm  of 
the  pulmonary  arterioles.  Scopolamine  is 
two  or  three  times  as  potent  as  atropine  in 
reducing  secretions,  both  salivary  and  mu- 
cous, during  anesthesia. 

Sedation  is  a desirable  attribute  of  a pre- 
anesthetic medicament,  and  for  this  pur- 
pose scopolamine  is  superior  to  atropine, 
being  5 to  15  times  more  potent  in  this 
regard.  Amnesia  and  tranquility  are  prob- 
ably related  to  sedation.  Here  again 
scopolamine  is  more  potent.  Preoperative 
and  postoperative  excitement  appear  more 
frequently  in  the  elderly  patient  who  re- 
ceives scopolamine.  Scopolamine  is  prob- 
ably more  effective  than  atropine  in  reduc- 
ing the  incidence  of  emesis  and  nausea 
postoperatively,  since  it  is  effective  in  sea- 
sickness and  vomiting  resulting  from  ad- 
ministration of  apomorphine. 

There  remain  a number  of  unexplored 
and  partially  explored  properties  of  the 
belladonna  drugs.  The  mechanism  by 
which  atropine  blocks  the  action  of  acetyl- 
choline is  still  unknown.  The  effects  of 
atropine  in  the  presence  of  general  anes- 
thesia on  the  circulatory,  respiratory,  and 
central  nervous  systems  have  been  incom- 
pletely studied.  Belladonna  drugs  must 
be  used  with  discretion  during  anesthesia 
but  are  certainly  desirable  as  preanesthetic 
medication. 

Induction  and  maintenance 
of  anesthesia 

The  use  of  halothane  has  minimized  the 


intravenous  use  of  barbiturates,  opiates, 
and  relaxants  and  provides  a nonflammable 
mixture  suitable  for  use  with  electrocau- 
tery. Patients  are  awake  and  usually 
capable  of  managing  their  ventilation  and 
secretions  at  the  end  of  the  surgical  proce- 
dure. Carbon  dioxide  retention  has  not 
been  observed  in  the  postperfusion  or  post- 
operative period.  While  a mild  degree  of 
arterial  desaturation  is  present  in  these  pa- 
tients the  first  few  days  after  operation,  the 
magnitude  of  it  is  similar  to  that  observed 
in  thoracic  nonbypass  procedures.  In  our 
patients  the  use  of  50  per  cent  oxygen  in 
the  inspired  air  is  associated  with  an  ar- 
terial oxygen  saturation  of  95  to  100  per 
cent  in  the  absence  of  intracardiac  right-to- 
left  shunts.  However,  a recent  study  in 
patients  undergoing  closed  mitral  valvot- 
omy,  anesthetized  with  either  halothane 
and  oxygen  or  halothane  and  50  per  cent 
oxygen  and  50  per  cent  nitrous  oxide,  showed 
that  the  latter  mixture  resulted  in  low  ar- 
terial oxygen  saturations.6  They  con- 
cluded that  patients  need  more  than  50  per 
cent  oxygen  in  the  inspired  gas  mixture 
during  thoracotomy  because  of  shunting, 
maldistribution,  and  atelectasis.  Our  re- 
sults do  not  agree  with  this  study,  and  some 
investigators  feel  that  with  nitrous  oxide 
the  increased  analgesia,  lessening  need  for 
higher  concentrations  of  halothane,  in- 
creased speed  of  recovery,  and  possibly 
decreased  hepatotoxicity  outweigh  the 
disadvantage  of  decreased  percentage  of 
oxygen  administration.7 

The  use  of  the  large  two-chamber,  trans- 
parent, reversible  carbon  dioxide  absorber 
on  the  anesthesia  machine,  with  a life  of 
sixty  to  ninety  hours  and  a high  gas  flow  in 
a semiclosed  system,  has  virtually  elimi- 
nated carbon  dioxide  retention  due  to  anes- 
thetic technic  and  equipment.8  The  valve 
should  be  close  to  the  patient,  the  bag  and 
overflow  valve  on  the  expiratory  side,  and 
the  fresh  gas  inlet  on  the  inspiratory  side 
of  the  absorber.  When  the  inflow  rate 
equals  the  minute  volume,  the  system  is 
essentially  nonrebreathing  both  with  spon- 
taneous and  controlled  ventilation. 

We  use  halothane  in  low  concentration 
(0.5  to  1 per  cent)  with  good  results.  How- 
ever, there  is  general  agreement  that  halo- 
thane administration  can  reduce  cardiac 
output  and  lower  arterial  blood  pressure. 
These  effects  are  not  entirely  due  to  the 


382  New  York  State  Journal  of  Medicine  / February  1,  1966 


direct  depressant  action  of  halothane  on  the 
myocardium.9  Depending  on  the  duration 
of  anesthesia,  decreased  total  peripheral 
resistance  accounts  for  all  or  a large  part  of 
the  decrease  in  mean  arterial  pressure,  pre- 
sumably via  arteriolar  dilatation.  In- 
creased distensibility  of  veins  may  also 
occur,  and  it  seems  not  unlikely  that  the 
decrease  in  cardiac  output  is  partly  due  to 
peripheral  venous  pooling  and  reduced  re- 
turn to  the  heart.  In  animals  it  has  been 
shown  that  local  perfusion  of  tissue  with 
blood  containing  halothane  causes  vascular 
dilatation  which  may  be  due  to  a direct  ac- 
tion on  vascular  smooth  muscle.10  How- 
ever, there  is  other  evidence  that  the  dilata- 
tion observed  resulted  from  a reduction  of 
vasoconstrictor  tone  due  either  to  reduced 
sympathetic  nervous  activity  or  to  reduced 
responsiveness  of  vascular  smooth  muscle 
to  such  activity.11 

Halothane  may  have  a central  nervous 
locus  of  action  which  inhibits  sympathetic 
responsiveness  and  enhances  parasympa- 
thetic tone.  It  may  be  the  suppression  of 
sympathetic  nervous  function  that  sets  the 
stage  for  the  circulatory  responses  which 
depend  in  part  on  direct  actions  on  the 
peripheral  cardiovascular  system.  For  ex- 
ample, barostatic  reflexes  are  abnormal 
during  halothane  anesthesia.  If  they  were 
normal,  myocardial  contractility  would  be 
less  affected  than  it  is  because  cardiac 
sympathetic  fibers  would  reflexly  become 
more  active  in  the  presence  of  arterial 
hypotension,  thereby  liberating  norepineph- 
rine into  the  myocardium  and  increasing 
contractile  force.  Halothane  may  act  di- 
rectly on  the  sinus  node  to  reduce  cardiac 
rate.  Arterial  hypotension  may  also  re- 
duce cardiac  rate  by  interfering  with  myo- 
cardial oxygenation.12-13 

A study  at  the  University  of  Pennsylvania 
showed  that  halothane  increases  respiratory 
rate  and  end-expired  carbon  dioxide  ten- 
sion and  decreases  oxygen  consumption.9 
The  decrease  in  oxygen  consumption  was 
more  marked  than  that  in  cardiac  output, 
and  tissue  oxygen  supply  remained  ade- 
quate. During  halothane  anesthesia  in  dogs, 
lung  compliance  increases  30  per  cent  be- 
cause of  a decrease  in  bronchomotor  tone,14 
but  studies  in  patients  show  a slight  decrease 
in  light  anesthesia.16 

The  effect  of  halothane  on  renal  function 
has  not  been  widely  studied.  Its  depres- 


sant effect  on  renal  function  is  comparable 
to  that  of  thiopental  sodium  and  superior 
to  that  of  ether  and  cyclopropane.16  All 
general  anesthetic  agents  decrease  glomer- 
ular filtration  rate  and  renal  plasma  flow, 
usually  due  to  a decrease  in  effective 
kidney  perfusion  pressure.  Factors  caus- 
ing this  include:  secretion  of  antidiuretic 
hormone,  aldosterone,  and  catecholamines; 
decreased  cardiac  output,  systemic  and 
renal  blood  pressure,  and  peripheral  re- 
sistance; peripheral  shunting  of  systemic 
blood  volume  with  renal  vasoconstriction; 
and  changes  in  body  temperature  and  acid- 
base  balance.  There  is  evidence  suggest- 
ing that  halothane  also  directly  suppresses 
renal  tubular  transport  and  glomerular 
filtration  without  an  obvious  direct  rela- 
tion to  systemic  or  diastolic  blood  pres- 
sure. 17 

The  Committee  on  Anesthesia  of  the 
National  Research  Council  is  at  present 
conducting  a comprehensive  study  of  the 
hepatotoxicity  of  halothane  anesthesia.  Un- 
til this  report  is  completed  the  questions  of 
whether  or  not  halothane  is  toxic  to  the 
liver  and  why  will  not  be  answered.  It 
has  been  shown  that  there  is  an  elevated 
serum  glutamic  oxalacetic  transaminase 
level  in  patients  submitted  to  total  body 
perfusion.1819  The  technic  can  produce 
sufficient  liver  damage  to  be  a factor  in  the 
outcome  of  certain  patients  under  certain 
circumstances,  and  one  should  be  circum- 
spect in  the  use  of  halothane  if  any  evidence 
of  hepatic  dysfunction  is  apparent. 

Observations  on  the  effect  of  halothane 
on  surgical  blood  loss  indicate  that  it  has 
no  effect  on  coagulation. 20  It  can  be  as- 
sumed that  the  hemodynamic  alterations 
which  may  occur  during  general  anesthesia 
may  contribute  to  increased  surgical  bleed- 
ing. The  possibility  that  anesthesia  may 
alter  capillary  permeability  to  red  cells  is 
unresolved,  but  evidence  to  date  is  unim- 
pressive. 

Since  all  inhalation  anesthetics  are  known 
to  depress  the  force  of  myocardial  contrac- 
tion,21 probably  by  inhibition  of  the 
mechanism  for  maintaining  ionic  gradients 
across  cell  membranes  via  decreased  utiliza- 
tion or  formation  of  adenosine  triphosphate 
(a  substance  known  to  be  necessary  for 
provision  of  energy  for  muscular  contrac- 
tion and  maintenance  of  ionic  gradients 
across  all  membranes) , the  choice  of  agent  is 
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less  important  than  the  mode  of  administra- 
tion. There  are  many  advocates  of  ether 
analgesia,  cyclopropane,  or  methoxyflurane 
anesthesia  for  cardiac  surgery,  but  the  fol- 
lowing protocol  is  the  one  we  have  found  to 
be  most  satisfactory.  The  basic  essentials 
are  constant  evaluation  of  the  patient  and 
utilization  of  as  light  an  anesthesia  as  pos- 
sible. 

Anesthesia  is  induced  in  children  with  a 
mixture  of  nitrous  oxide,  halothane,  and 
oxygen.  Endotracheal  intubation  is  ac- 
complished with  the  aid  of  intravenous  in- 
jections of  succinylcholine  chloride,  1 to 
2 mg.  per  kilogram  of  body  weight.  In 
older  children  and  adults,  anesthesia  is 
induced  with  thiopental  sodium  or  thiam- 
ylal  sodium  (2  per  cent)  60  to  120  mg.  in- 
travenously, and  endotracheal  intubation 
is  performed  with  intravenous  succinyl- 
choline 60  to  100  mg.  Infants  occasionally 
are  intubated  while  awake  and  almost 
always  without  the  use  of  a muscle  re- 
laxant. Anesthesia  is  maintained  in  all 
patients  by  automatic  ventilation  with  the 
Bird  respirator  using  halothane  0.5  to 
1 per  cent,  nitrous  oxide  3 L.  per  minute, 
and  oxygen  3 L.  per  minute.  Manual 
ventilation  and  a Bloomquist  circle  absorber 
or  nonrebreathing  technic  (valve  or  Ayre’s 
T piece)  are  used  in  infants  weighing  less 
than  12  Kg.  Recently  we  have  used  the 
adult  circle  absorber  equipped  with  pedi- 
atric delivery  tubes  along  with  the  Bird 
respirator  in  small  infants,  the  small- 
est weighing  5 Kg.  With  the  addition  of 
an  efficient  humidifier  (for  example,  the 
DeVilbiss  Ultrasonic  Humidifier)  to  this 
system,  it  should  be  safe  and  very  con- 
venient to  employ  in  even  small  infants. 

A 0.2  per  cent  succinylcholine  drip  is 
used  intravenously  as  needed  before,  dur- 
ing, and  after  perfusion  in  adult  patients. 
Small  children  are  given  10  to  20  mg.  doses 
(20  mg.  per  milliliter)  via  syringe.  Care 
is  taken  to  administer  only  very  small 
amounts  of  relaxants  following  perfusion, 
so  that  if  ventilatory  assistance  is  needed 
postoperatively  it  will  most  likely  be  due  to 
factors  other  than  persistent  muscular 
paralysis  from  the  relaxant.  A nerve 
stimulator  can  be  used  to  determine  if  any 
residual  muscle  paralysis  is  present. 

The  effect  of  certain  types  of  heart 
disease  on  anesthetic  practice  deserves 
mention.  Patients  with  aortic  or  mitral 


insufficiency  have  a reduced  cardiac  output 
and  an  increased  central  blood  volume  and 
circulation  time.  The  latter  prolongs  the 
time  interval  between  injection  and  maxi- 
mal effect  of  the  drug  and  may  be  mislead- 
ing in  that  initial  injection  may  seem  to  be 
ineffective.  Induction  with  intravenously 
administered  thiobarbiturate  therefore  re- 
quires special  care.  One  should  give  an 
initial  dose  of  60  mg.  followed  by  a mini- 
mum of  three  minutes  before  subsequent 
40  mg.  increments.  Patients  with  tetral- 
ogy of  Fallot  have  a reduced  pulmonary 
blood  flow.  A portion  of  the  systemic 
venous  return  recirculates  via  the  intra- 
cardiac shunt  without  passage  through  the 
lungs.  Induction  with  the  usual  concentra- 
tion of  inhalation  agents  is  prolonged  and 
may  be  unsatisfactory.  In  patients  with  a 
left-to-right  shunt,  reversal  of  the  shunt  may 
take  place  and  arterial  desaturation  result. 

The  following  medications  are  prepared 
or  kept  at  hand  for  each  case:  2 ml.  of 
epinephrine  (1:1,000)  are  placed  in  500 
ml.  of  5 per  cent  dextrose  in  water.  A 
container  of  1:1,000  epinephrine  solution 
is  available  with  a syringe  introduced 
through  the  rubber  top  so  that  the  con- 
centration of  the  infusion  may  be  in- 
creased rapidly.  A solution  of  atropine 
sulfate  (0.4  mg.  per  milliliter)  is  kept  ready 
in  the  same  way.  Calcium  chloride  (100 
mg.  per  milliliter)  is  drawn  up  in  a syringe, 
and  digitalis  (Cedilanid),  digoxin,  methoxa- 
mine  hydrochloride,  metaraminol  bitar- 
trate, norepinephrine,  intravenous  lidocaine 
hydrochloride,  quinidine,  and  isoproterenol 
are  all  within  arm’s  reach. 

Monitoring  during  anesthesia 

The  adequacy  of  ventilation  may  be 
determined  by  astute  observation  of  chest 
wall  movement  or  by  measurement  of  tidal 
or  minute  ventilation.  The  manometric 
readings  and  compliance  monitor  on  the 
Bird  respirator  are  only  a relative  guide. 
When  a respirator  is  used  during  anesthesia 
in  the  circuit  of  a carbon  dioxide  absorp- 
tion system,  measurement  of  tidal  volume 
may  be  inaccurate  because  of  the  addition 
of  a constant  flow  of  fresh  gases  to  the  sys- 
tem. Moreover,  in  the  use  of  any  res- 
pirator the  development  of  a gas  leak  be- 
tween the  machine  and  alveoli  may  result 
in  inadequate  ventilation.  For  these  rea- 
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sons  a ventilation  meter,  such  as  the 
Wright  respirometer,  provides  more  ac- 
curate determinations  when  used  in  the 
expiratory  phase  of  respiration.  The 
Wright  meter  is  used  following  intubation 
and  before  extubation  to  aid  in  determining 
the  adequacy  of  ventilatory  function. 

Prior  to  surgery  a polyethylene  catheter 
is  passed  into  the  brachial  artery  for  record- 
ing of  arterial  pressures.  The  limitations 
of  conventional  blood  pressure  cuffs  are 
many,  and  if  peripheral  vascular  constric- 
tion is  present,  they  may  register  a low 
pressure  when  the  use  of  vasopressors  has 
produced  a high  central  pressure.  The 
cannula  is  also  a source  of  arterial  blood 
sampling  and  remains  in  situ  for  twenty-four 
to  forty-eight  hours.  The  antecubital  vein 
is  also  cannulated  with  a polyethylene 
catheter.  This  is  done  bilaterally.  The 
venous  catheters  provide  for  an  easy  deter- 
mination of  venous  pressure,  a source  of 
venous  blood  sampling,  and  a port  for 
delivery  of  intravenous  solutions  and  medi- 
cations. A cardioscope  is  valuable  in  reg- 
istering cardiac  rate,  myocardial  ischemia, 
and  arrhythmias.  An  indwelling  catheter 
provides  an  estimate  of  urine  output  and 
electrolyte  concentrations  and  is  useful  in 
guiding  administration  of  blood,  fluids, 
and  buffers.  Body  temperature  is  re- 
corded via  both  rectal  and  esophageal 
thermistor  probes. 

Frequent  assays  of  blood  and  urine  chem- 
istries are  done.  Arterial  blood  biochem- 
ical measurements  are  made  during  an- 
esthesia before  the  start  of  surgery.  They 
provide  a base  line  and  a guide  to  the  ad- 
equacy of  ventilation.  Biochemical  meas- 
urements also  are  made  on  the  priming  per- 
fusate after  adequate  mixing  in  the  pump 
oxygenator.  Biochemical  and  urine 
volume  data  are  obtained  from  patients 
before  perfusion,  approximately  ten  to 
fifteen  minutes  after  the  onset  of  perfusion, 
at  the  termination  of  bypass,  and  before 
going  to  the  recovery  room.  Additional 
data  are  obtained  two  and  six  hours  after 
perfusion  and  after  eight  and  thirty-two 
hours  in  the  recovery  room.  Carbon  di- 
oxide tension,  pH,  buffer  base,  standard 
bicarbonate,  and  base  excess  are  deter- 
mined by  the  method  of  Astrup  et  al ,22 
utilizing  the  nomogram  of  Andersen  and 
Engel.23  Any  deviation  from  normal  con- 
tent of  base  in  the  blood  is  a measure  of  a 


nonrespiratory  acid-base  disturbance.  The 
base  content  is  expressed  as  standard  bi- 
carbonate, base  excess,  or  deficit.  Stand- 
ard bicarbonate  is  the  concentration  of 
bicarbonate  in  the  plasma  when  whole 
blood  has  been  equilibrated  with  carbon 
dioxide  at  a carbon  dioxide  pressure  of  40 
mm.  Hg  at  38  C.  when  hemoglobin  is  fully 
oxygenated.  Base  excess  or  deficit  directly 
expresses  the  amount  in  milliequivalents 
of  strong  base  or  acid  added  per  liter  of  blood 
when  the  normal  mean  is  arbitrarily  fixed 
at  zero.  Zero  thus  corresponds  to  the  nor- 
mal mean  for  standard  bicarbonate.  The 
sum  of  all  the  buffer  anions  in  the  blood  is 
known  as  the  buffer  base.  To  a large 
extent  it  may  be  regarded  as  consisting  of 
two  components:  bicarbonate  and  hemo- 

globin (with  associated  phosphate).  If  the 
bicarbonate  component  is  normal,  the 
buffer  base  depends  on  the  hemoglobin 
concentration,  and  the  value  is  termed 
normal  buffer  base  for  blood  of  that  par- 
ticular hemoglobin  concentration. 

Oxygen  tension  is  determined  with  a 
Clark  electrode  adapted  to  the  Astrup  ap- 
paratus. All  blood  gas  and  pH  determi- 
nations are  simultaneously  checked  via  a 
Severinghaus  carbon  dioxide  pressure  elec- 
trode and  a Clark  oxygen  pressure  elec- 
trode. Urine  and  plasma  osmolalities  are 
done  employing  a Fiske  osmometer.  Hem- 
atocrits are  determined  using  a micro- 
technic  and  plasma  hemoglobin  by  a spec- 
trophotometer. Plasma  glucose,  calcium, 
and  chloride  are  measured  by  autoanalyz'ng 
methods  and  sodium  and  potassium  by  a 
flame  photometer.  Since  the  hemoglo- 
bin-oxygen dissociation  curve  shifts  to  the 
left  with  both  cooling  and  alkalosis,  the 
oxygen  available  to  tissues  from  hemo- 
globin under  these  conditions  is  limited. 
Dropping  the  pH  during  hypothermia  will 
tend  to  shift  the  curve  back  to  the  right, 
and  the  ratio  of  available  oxygen  to  oxygen 
need  is  maintained.  If  sufficient  oxygen 
is  not  available  to  tissues,  an  anoxic  meta- 
bolic acidosis  will  develop,  an  intracellular 
metabolic  acidosis  which  is  slow  to  cor- 
rect on  rewarming.  Allan-Carson  and 
Morris24  have  found,  using  both  experi- 
mental animals  and  patients,  that  if  the 
subjects  are  hyperventilated  before  by- 
pass and  cooling  and  have  a high  pH  and 
low  carbon  dioxide  pressure,  they  develop 
a more  marked  base  deficit  on  cooling 
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than  those  subjects  who  are  maintained 
at  normal  ventilation. 

Our  patients  have  shown  a consistently 
high  carbon  dioxide  pressure  and  low  pH 
during  perfusion  and  rewarming,  but  no 
deleterious  clinical  effects  have  been  ob- 
served. However,  it  may  be  that  at  hy- 
pothermic levels  the  concept  of  what  is 
normal  acid-base  status  must  alter.  Con- 
centrations of  carbon  dioxide  which  result 
in  what  appears  to  be  a respiratory  acido- 
sis, when  thought  of  in  terms  of  normal 
temperature,  may  be  desirable.  Astrup’s 
method  has  been  designed  for  use  at  nor- 
mothermia,  and  it  may  be  that  the  results 
obtained  during  hypothermia  are  not  ac- 
curate even  if  correction  factors  are  used. 
However,  it  is  thought  that  the  values  ob- 
tained, although  perhaps  inaccurate,  are 
still  helpful  in  the  assessment  of  patients. 
Finally,  even  if  an  exact  assessment  of  the 
acid-base  balance  under  hypothermia  were 
possible,  its  meaning  would  be  doubtful 
since  the  optimal  values  for  pH  and  blood 
gases  at  any  given  temperature  are  un- 
known.26 


Management  during  perfusion 

The  patient  is  given  heparin  intrave- 
nously in  a dose  of  4 mg.  per  kilogram  prior 
to  perfusion.  Heparin  is  a substituted 
polysaccharide  of  high  molecular  weight. 
It  is  a normal  constituent  of  the  mam- 
malian body  and  is  found  in  high  concentra- 
tion in  lung  and  liver  tissue.  It  is  produced 
in  tissue  basophils  which  are  abundant  in 
perivascular  connective  tissue.  The  pres- 
ence of  a cofactor,  a protein,  in  the  albumin 
fraction  is  necessary  for  heparin  activity. 
Heparin  with  this  cofactor  inactivates 
thrombin  and  thus  prevents  the  conversion 
of  fibrinogen  to  fibrin.  Little  is  known 
about  the  metabolism  and  fate  of  injected 
heparin.  When  administered  intrave- 
nously it  disappears  rapidly  from  the  cir- 
culation, and  since  not  more  than  30  to  40 
per  cent  can  be  recovered  in  the  urine, 
enzymatic  activation  has  been  postulated. 
Half  the  original  dose  is  administered  every 
two  hours  until  the  patient  is  off  the  pump. 

The  pump  oxygenator  we  use  is  the 
Mayo-Gibbon  which  uses  stationary  ver- 
tical sheets  of  stainless  steel  as  the 
oxygenating  surface  and  a mechanical 


filmer.  Three  pumps  are  used:  to  trans- 
port blood  from  the  arterial  reservoir  to 
the  patient,  to  move  blood  from  the  venous 
reservoir  through  the  heat  exchanger  to 
the  top  of  the  sheets  of  the  oxygenator, 
and  to  return  blood  from  the  intracardiac 
reservoir  to  the  venous  reservoir.  Each 
pump  is  occlusive  with  a single  roller  rotat- 
ing a full  circle  on  a silastic  tube.  The 
flow  rate  of  each  pump  in  liters  per  minute 
is  indicated  directly  on  the  control  panel. 
Arterial  output  to  the  patient  is  main- 
tained equal  to  the  rate  of  venous  return 
to  the  machine  by  means  of  a servo- 
mechanism which  utilizes  level-sensing  de- 
vices in  the  venous  and  arterial  reservoirs 
and  an  occluder  which  controls  recircula- 
tion of  oxygenated  blood  within  the  ma- 
chine. A pressure-sensitive  device  stops 
the  arterial  pump  when  the  arterial  line 
pressure  exceeds  a preset  figure.  Con- 
trolled vacuum  is  used  to  bring  vena  caval  or 
right  atrial  blood  to  the  venous  reservoir, 
to  draw  blood  from  the  heart  to  the  in- 
tracardiac reservoir,  and  to  add  donor 
blood  to  the  filling  reservoir. 

All  perfusions  are  planned  and  managed 
with  a flow  rate  of  2 to  2.4  L.  per  minute 
per  square  meter  of  body  surface  for  the 
entire  period  of  total  bypass  of  the  heart 
and  lungs.  These  flow  rates  represent 
the  lower  limits  of  normal  for  anesthetized 
man.26  The  gas  flow  ventilating  the  oxy- 
genator is  10  L.  of  100  per  cent  oxygen  per 
minute.  Control  of  temperature  is  accomp- 
lished by  the  Brown-Harrison  type  of  heat 
exchanger  in  the  venous  circuit.  This  allows 
initiation  and  reversal  of  hypothermia  (20 
to  30  C.).  Profound  hypothermia  (10  C.) 
is  utilized  in  perfusions  which  include  a 
period  of  circulatory  arrest.  A Fluotec 
vaporizer  filled  with  halothane  is  attached 
to  the  pump  oxygenator. 

On  instituting  total  perfusion  the  mean 
arterial  pressure  falls  to  50  to  60  mm.  Hg 
and  gradually  rises  as  perfusion  continues 
reaching  70  to  75  mm.  Hg  in  an  hour. 
There  are  differences  in  the  systemic  and 
pulmonary  arterial  resistances  when  pul- 
satile and  steady  flows  are  compared. 
Pressures  are  elevated  with  nonpulsatile 
blood  flow.  In  in  vitro  studies,  pulsatile 
and  nonpulsatile  flow  produced  similar 
mean  pressures  in  a relatively  rigid  sys- 
tem of  plastic  tubing.27  This  occurred 
when  saline  or  blood,  liquids  of  different 
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viscosities,  were  used.  The  differences 
in  response  between  this  artificial  rigid 
system  and  the  living  vascular  tree  may  be 
related  to  the  inherent  elasticity  in  the 
arterial  system.  In  the  experimental  sub- 
ject there  may  be  dilatation  of  the  arterial 
bed  and  lowering  of  vascular  resistance  with 
each  systolic  thrust  of  pulsatile  flow.  Since 
vascular  resistance  is  elevated  during  non- 
pulsatile  flow,  simple  monitoring  of  pres- 
sures may  be  misleading  indicators  of 
organ  perfusion  when  this  type  of  blood 
flow  is  used  in  extracorporeal  circulation. 

Studies  of  coronary  and  renal  blood 
flows  suggest  that  perfusion  of  the  heart 
and  kidneys  is  decreased  during  nonpul- 
satile  as  compared  with  pulsatile  systemic 
flow.28  Venous  blood  must  be  drawn  from 
the  patient  at  the  rate  equal  to  arterial 
input  to  prevent  an  increase  in  the  patient’s 
blood  volume.  This  occurs  in  the  presence 
of  a good  collecting  system  and  an  adequate 
blood  volume,  and  normal  venous  pressures 
are  recorded.  The  volume  of  venous  re- 
turn to  the  machine  varies  directly  with  the 
pressure  gradient  across,  and  inversely 
with  the  resistance  to  flow  through,  the 
collecting  system.  The  ability  to  increase 
the  pressure  gradient  by  applying  suction 
to  the  venous  reservoir  and  to  raise  venous 
pressure  by  enlarging  the  patient’s  blood 
volume  is  necessary.  Resistance  to  flow 
is  reduced  by  hemodilution  technics.  Dur- 
ing a steady  perfusion  the  oxygenator  adds 
oxygen  at  a rate  equal  to  the  rate  of  oxygen 
uptake  in  the  tissues.  This  steady  state 
is  arrived  at  within  a few  minutes  of  total 
bypass,  and  arterial  and  venous  oxygen 
pressures  are  constant  during  perfusion. 
Long  perfusions  for  surgery  of  the  aortic 
valve  require  direct  perfusion  of  the  coro- 
nary arteries  to  prevent  myocardial  ische- 
mia. Separate  circuits  carry  blood  from  the 
arterial  reservoir  to  the  right  and  left 
coronary  arteries. 

The  lungs  are  kept  inflated  with  a mix- 
ture of  50  per  cent  helium  and  50  per  cent 
oxygen  at  a pressure  of  5 to  10  cm.  of  water. 
Helium  was  originally  chosen  because  of  the 
qualities  of  low  solubility  and  slow  removal 
from  nonventilated  air  spaces. 

Halothane  may  be  administered  via  the 
pump  Fluotec  vaporizer,  and  a slow  in- 
fusion of  0.2  per  cent  succinylcholine  may 
be  used  intermittently  if  movement  of  the 
diaphragm  occurs.  The  concentration  of 


nonvolatile  drugs  is  difficult  to  follow  and 
predict,  since  total  circulating  blood  volume 
is  increased  with  the  use  of  extracorporeal 
circulation,  and  additions  and  withdrawals 
of  blood  may  occur.  In  addition,  the  dis- 
tribution and  elimination  of  the  nonvolatile 
drugs  are  influenced  by  alterations  in  blood 
flow,  organ  function,  and  temperature 
change.  Nonpotent  inhalation  agents  are 
limited  in  applicability,  since  most  oxy- 
genators require  a high  partial  pressure  of 
oxygen  in  the  gas  phase  for  efficient 
operation.  With  a 10  L.  flow  of  gas 
utilized  by  the  oxygenator,  the  Fluotec 
vaporizer  is  usually  set  at  0.25  to  0.5  per 
cent. 

Blood  volume  is  adjusted  during  and 
after  perfusion  as  necessary  for  an  appro- 
priate arterial  and  venous  pressure,  but 
as  far  as  possible  an  accurate  record  of 
blood  balance  is  kept.  This  is  done  by 
weighing  sponges,  measuring  the  amount  of 
blood  and  saline  in  suction  bottles,  care- 
fully recording  the  amount  of  blood  infused 
from  the  pump  reservoir,  and  weighing 
units  of  blood  given  via  antecubital  vein. 

The  use  of  dilute  perfusate,  which  re- 
duces the  need  for  large  volumes  of  ho- 
mologous donor  blood  to  prime  the  pump 
oxygenator,  has  reduced  the  incidence  of 
some  of  the  complications  of  extracorporeal 
circulation. 29-31  Since  the  volumetric, 
hemodynamic,  and  clinical  changes  seen 
with  homologous  blood  exchange  have  been 
shown  to  be  dose-related,30  partial  reduc- 
tion of  blood  prime  has  been  accomplished 
in  our  high-flow,  large-prime  system  using 
various  crystalloid-electrolyte  solutions  in- 
cluding fresh  frozen  plasma.  When  large- 
volume  hemodilution  is  used,  amelioration 
of  acidosis  by  buffering  and  overinfusion  to 
prevent  sustained  hypotension  is  neces- 
sary. Alteration  of  metabolic  demands  by 
lowering  body  temperature  also  helps.  He- 
modilution may  cause  acidosis  and  hypoten- 
sion because  of  decreased  oxygen  capacity  of 
the  perfusate,  dilution  of  catecholamines 
which  prevents  the  expected  rise  in  pe- 
ripheral vascular  resistance,  impairment  of 
the  buffering  capacity  of  red  cells  and 
plasma  which  occurs  with  dilution,  and  be- 
cause the  peripheral  receptors  do  not  re- 
spond to  an  isovolemic,  hypotensive  state. 
We  have  used  a 5 per  cent  DRA  (dextrcse- 
Ringer’s-albumin)  solution,  with  30  to  50 
per  cent  of  the  priming  perfusate  consisting 
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of  diluent  and  a perfusate  consisting  of  50 
per  cent  plasma  and  50  per  cent  whole 
blood.  With  DRA  perfusate,  the  priming 
volumes  were  3,400  ml.  for  the  adult  unit  and 
2,200  ml.  for  the  pediatric  unit.  With  the 
plasma  perfusate,  the  adult  unit  contains 
2,326  ml.  and  the  pediatric  1,275  ml.  At 
present  the  adult  prime  contains  THAM 
280  ml.,  heparin  10  ml.  (100  mg.),  ACD 
(acid  citrate  dextrose)  blood  1,000  ml., 
fresh  frozen  plasma  1,000  ml.,  10  per  cent 
calcium  chloride  16  ml.,  and  sodium  bi- 
carbonate 20  ml.  The  pediatric  prime 
consists  of  THAM  105  ml.,  heparin  6 ml. 
(60  mg.),  ACD  blood  750  ml.,  fresh  frozen 
plasma  400  ml.,  10  per  cent  calcium  chloride 
6 ml.,  and  sodium  bicarbonate  8 ml. 

When  using  the  DRA  perfusate,  THAM 
is  infused  into  the  venous  line  of  the 
pump  oxygenator  as  a 0.3-molar  solution  at 
a rate  of  4 ml.  per  kilogram  (1.2  mM.)  per 
hour  of  infusion. 

During  perfusion  all  measured  blood  loss 
is  replaced  by  the  blood  diluent  mixture. 
It  should  be  emphasized  that  at  the  conclu- 
sion of  perfusion  it  is  necessary  to  infuse 
perfusate  in  excess  of  measured  loss  to 
maintain  a stable  hemodynamic  state. 
When  perfusion  lasts  less  than  two  hours, 
residual  pump  blood  is  collected  in  dry 
bags  and  used  postperfusion.  Small 
amounts  of  protamine  (10  to  15  mg.  per 
500-ml.  bag)  are  given  to  the  patient 
to  counteract  the  residual  heparin  in  the 
blood.  Despite  the  degree  of  dilution,  nor- 
mal postperfusion  hematocrits  are  obtained, 
probably  reflecting  rapid  loss  of  diluent 
from  the  intravascular  compartment.  Sat- 
isfactory arterial  oxygen  tensions  during 
and  after  perfusions  are  observed  despite 
the  reduced  oxygen-carrying  capacity  of 
the  diluted  blood.  Despite  the  relatively 
large  volumes  of  diluent,  the  mean  serum 
sodium,  potassium,  calcium,  and  chloride 
data  are  within  normal  limits.  Sometimes 
a mild  hypochloremia  is  seen  postperfusion. 
This  may  be  due  to  the  obligatory  excretion 
of  chloride  with  cationic  THAM. 

Increased  urine  flow  is  observed  in  hemo- 
dilution  with  DRA.  This  can  be  attrib- 
uted to  the  excretion  of  the  nonreabsorb- 
able  solutes,  glucose  and  ionized  and  non- 
ionized  THAM;  this  does  not  indicate  a 
salutary  effect  on  renal  function.  On  the 
contrary,  studies  on  these  patients  have 
shown  a low  glucose  clearance,  decreased 


excretion  of  sodium  and  potassium  during 
the  solute  diuresis,  and  relatively  low  urine 
osmolality  in  the  presence  of  plasma  hyper- 
tonicity, maximum  antidiuretic  effect,  and 
low  solute  clearance.  These  findings  sug- 
gest that  glomerular  filtration  rate  is 
markedly  reduced  during  perfusion,  and 
there  is  no  evidence  that  the  incidence  of 
serious  renal  complications  has  been  re- 
duced with  hemodilution.31 

However,  pulmonary  complications  and 
problems  in  blood  coagulation  have  been 
remarkably  reduced  using  hemodilution.31 
The  lowered  blood  viscosity  apparently 
improves  tissue  perfusion,  and  the  dangers 
of  reactions  to  homologous  blood  are 
lessened.  Demands  on  the  blood  bank  are 
decreased.  We  are  looking  forward  to 
using  autologous  plasma,  collected  from 
patients  preoperatively  and  frozen  until 
use,  as  the  diluent  in  future  perfusions.32 
This  will  decrease  the  incidence  of  post- 
operative hepatitis  and  allergic  reactions. 

Some  remarks  about  the  abnormalities 
of  ACD  blood  and  the  use  of  THAM  buffer 
are  in  order  here.  ACD,  preserved  bank 
blood,  has  a low  pH  (6.5  to  6.7)  due  to  a 
combination  of  metabolic  and  respiratory 
acidosis;  an  increased  concentration  of 
potassium,  sodium,  ammonium,  citrate, 
lactate,  pyruvate,  and  phosphate  ions; 
and  a deficiency  of  calcium  ions,  platelets, 
and  clotting  factors  V and  VIII.  The 
carbon  dioxide  pressure  of  ACD  is  152  to 
210  mm.  Hg,  standard  bicarbonate  1.2  to 
7.8  mEq.  per  liter  (normal  22  to  24),  and 
buffer  base  31  mEq.  per  liter  (normal  46  to 
52). 3 3 These  changes  reflect  the  buffering 
efforts  of  the  plasma  and  red  cells  when  con- 
fronted with  a large,  fixed  acid  load.  Some 
of  the  hydrogen  ions  supplied  by  the  citric 
acid  combine  with  the  protein  and  hemo- 
globin buffers;  the  rest  of  the  citric  acid 
is  buffered  by  bicarbonate  with  the 
production  of  carbonic  acid  and  ultimately 
a high  carbon  dioxide  pressure.  The  oxy- 
gen pressure  of  bank  blood  is  8.4  mm.  Hg33 
with  a saturation  of  35  per  cent.  These 
factors  are  important  in  trying  to  correct 
the  acid -base  deficits  of  perfusion  mixtures. 

THAM  is  tris  (hydroxymethylamino- 
methane).  It  has  a molecular  weight  of 
121.  Therefore,  a solution  made  by  adding 
36  Gm.  of  THAM  to  1 L.  of  water  will 
have  a concentration  of  0.3  molar  isotonic 
with  human  blood.  It  is  usually  given  as 


388  New  York  State  Journal  of  Medicine  / February  1,  1966 


1 to  5 mEq.  per  kilogram  per  hour.  At  a pH 
of  7.4  the  THAM  present  is  70  per  cent 
un-ionized.  As  it  takes  up  hydrogen  ion  it 
becomes  ionized.  In  the  un-ionized  state  it 
freely  permeates  cell  membranes  but  is  more 
rapidly  excreted  in  the  urine  in  the  ionized 
form.  Thus,  as  the  molecule  soaks  up 
hydrogen  ion,  it  is  preferentially  excreted. 
When  excreted,  THAM  has  the  effect 
of  an  osmotic  diuretic.  It  increases  the  pH 
of  the  urine  and  the  urine  volume.  The 
osmotic  load  consists  of  THAM  itself  plus 
the  associated  increase  in  bicarbonate  ex- 
cretion. THAM  has  the  property  of  com- 
bining not  only  with  hydrogen  ion  but  also 
with  carbon  dioxide.  In  the  former  case, 
ionized  THAM  is  produced;  in  the  latter, 
ionized  THAM  is  produced  together  with 
a large  increase  in  bicarbonate.34-  35  In 
acute  respiratory  acidosis,  pH  becomes 
normal  because  the  bicarbonate-carbonic 
acid  ratio  is  returned  to  normal  despite  the 
continued  presence  of  a very  high  carbon 
dioxide  tension  in  the  blood.  It  is  evident 
that  when  THAM  is  used  in  acute  surgical 
acidosis  (poor  perfusion,  cardiac  decom- 
pensation, shock)  it  is  merely  to  tide  the 
patient  over  a few  hours.36 

The  hazards  of  administering  THAM 
intravenously  include  hyperkalemia,  hy- 
poglycemia, apnea,  and  local  reactions  at 
the  injection  site.  The  hyperkalemia  is 
related  to  the  fact  that  un-ionized  THAM 
penetrates  the  cell  and  alters  the  distribu- 
tion between  the  cell  and  the  extracellular 
fluid  of  hydrogen  ion,  sodium,  and  potas- 
sium. The  cell  becomes  relatively  alkaline 
and  loses  potassium.  In  renal  failure  this 
hyperkalemia  may  be  serious.  Hyper- 
glycemia occurs  only  after  THAM  has 
been  administered  in  large  amounts  and  for 
long  periods  of  time.  THAM  decreases 
ventilation  despite  an  increase  in  the  partial 
pressure  of  carbon  dioxide  of  blood.  The 
mechanism  of  this  is  not  clear,  but  it  sug- 
gests that  the  respiratory  drive  is  more 
responsive  to  pH  than  it  is  to  carbon  dioxide 
pressure.  Arterial  blood  gas  samples  are 
essential  in  monitoring  the  use  of  THAM. 

Prior  to  the  development  of  THAM,  the 
use  of  alkalinizing  agents  was  limited  by 
the  fact  that  the  dose  required  carried  with 
it  a large  load  of  osmotically  active  salt. 
Where  acidosis  is  accompanied  by  hypo- 
natremia, sodium  bicarbonate  can  correct 
both.  THAM  adds  to  total  body  solute 


far  less  than  sodium  bicarbonate,  because  it 
enters  the  cell,  is  diluted  in  a larger  volume 
of  body  water,  and  is  rapidly  excreted  in 
the  urine,  50  to  70  per  cent  in  twenty-four 
hours.  This  is  in  sharp  contrast  to  sodium 
bicarbonate  which  equilibrates  in  the  ex- 
changeable sodium  pool  of  the  body  and  is 
lost  in  days  or  weeks. 36 


References 

1.  Mitchell,  R.  A.:  Pulmonary  function  and  tests  for 

ventilatory  adequacy,  Anesthesiology  23:  422  (1962). 

2.  Rackow,  H.,  and  Salanitre,  E.:  A dose  effect  study  of 
preoperative  medication  in  children,  ibid.  23:  747  (1962). 

3.  Gravenstein,  J.  S.,  Andersen,  T.  W.,  and  DePadua, 
C.  B.:  Effects  of  atropine  and  scopolamine  on  the  cardio- 
vascular system  in  man,  ibid.  25:  123  (Mar.-Apr.)  1964. 

4.  Eger,  E.  I.:  Atropine,  scopolamine  and  related  com- 
pounds, ibid.  23  : 365  (1962). 

5.  List,  W.  F-,  and  Gravenstein,  J.  S.:  Effects  of  atro- 
pine and  scopolamine  on  the  cardiovascular  system  in  man. 
2.  Secondary  bradycardia  after  scopolamine,  ibid.  26:  299 
(May-June)  1965. 

6.  Hallowell,  P.,  Hedley-Whyte,  J.,  Austen,  W.  G.,  and 
Laver,  M.  B.:  Oxygenation  during  closed  mitral  valvulotomy 
with  halothane  and  nitrous  oxide  anesthesia,  ibid.  26:  248 
(Mar.-Apr.)  1965. 

7.  Saidman,  L.  J.,  and  Eger,  E.  I.,  2d:  Effect  of  nitrous 
oxide  and  of  narcotic  premedication  on  the  alveolar  concen- 
tration of  halothane  required  for  anesthesia,  ibid.  25:  302 
(May-June)  1964. 

8.  Brown,  E.  S.,  Elam,  J.  O.,  and  Seniff,  A.  M.:  Carbon 
dioxide  elimination  in  semiclosed  systems,  ibid.  25:  31  (Jan.- 
Feb.)  1964. 

9.  Deutsch,  S.,  Linde,  H.,  Dripps,  R.,  and  Price,  H.: 
Circulatory  and  respiratory  actions  of  halothane  in  normal 
man,  ibid.  24:  631  (1962). 

10.  Burn,  J.  H.,  and  Epstein,  H.  G.:  Hypotension  due  to 
halothane,  Brit.  J.  Anaesth.  31:  199  (1959). 

11.  Black,  G.  W.,  and  McArdle,  L.:  The  effects  of  halo- 
thane on  the  peripheral  blood  vessels,  Anaesthesia  17:  82 
(1962). 

12.  Morrow,  D.  H.,  Gaffney,  T.  E.,  and  Holman,  J.  E.: 
The  chronotropic  and  inotropic  effects  of  halothane.  A 
comparison  of  effects  in  normal  and  chronically  denervated 
dogs.  Anesthesiology  22:  915  (1961). 

13.  Price,  H.  L-,  Linde,  H.  W.,  and  Morse,  H.  T.:  Cen- 
tral nervous  actions  of  halothane  affecting  the  systemic  cir- 
culation, ibid.  24:  770  (Nov.-Dee.)  1963. 

14.  Colgan,  F.  J.:  Influence  of  anesthetics  on  bronchial 
caliber  and  lung  compliance  in  dogs,  ibid.  26:  242  (Mar.-Apr.) 
1965. 

15.  Gold,  M.  I.,  and  Helrich,  M.:  Pulmonary  compliance 
during  anesthesia,  ibid.  26:  281  (May-June)  1965. 

16.  Mazze,  R.  I.,  Schwartz,  F.  P.,  Slocum,  H.  C.,  and 
Barry,  K.  G.:  Renal  function  during  anesthesia  and  surgery. 
I.  The  effects  of  halothane  anesthesia,  ibid.  24:  279  (May- 
June)  1963. 

17.  Miller,  J.  R.,  Townley,  N.,  Stoelting,  V.  K.,  and 

Rhamy,  R.  K.:  Effect  of  halothane  anesthesia  on  renal 

tubular  function  in  man,  Anesth.  & Analg.  44:  236  (Mar.- 
Apr.)  1965. 

18.  Snyder,  D.  D.,  Barnard,  C.  N.,  Vareo,  R.  L.,  and 

Lillehei,  C.  W.:  Serum  transaminase  patterns  following 

intracardiac  surgery,  Surgery  44:  1083  (1958). 

19.  Hutton,  A.  M.,  and  Vale,  R.  J.:  Halothane  for  open 
heart  surgery,  Anaesthesia  19:  239  (Apr.)  1964. 

20.  Bunker,  J.  P.:  Anesthetic  effects  on  surgical  blood 

loss,  Ann.  New  York  Acad.  Sc.  115:  418  (July  9)  1964. 

21.  Paradise,  R.  R.,  and  Griffith,  L.  K.:  Influence  of 

halothane,  chloroform  and  methoxyflurane  on  potassium 
content  of  rat  atria.  Anesthesiology  26:  195  (Mar.-Apr.) 
1965. 

22.  Astrup,  P.,  Jorgensen,  K.,  Andersen,  O.  S.,  and  Engel, 

K.:  The  acid-base  metabolism:  a new  approach.  Lancet 

1:  1035  (1960). 

23.  Andersen,  O.  S.,  and  Engel,  K.:  A new  acid-base 

nomogram.  An  improved  method  for  the  calculation  of  the 
relevant  blood  acid-base  data,  Scandinav.  J.  Clin.  & Lab. 
Invest.  12:  177  (1960). 


February  1,  1966  / New  York  State  Journal  of  Medicine  389 


24.  Allan-Carson,  S.  A.,  and  Morris,  L.  E.:  Controlled 

acid- base  status  with  cardiopulmonary  bypass  and  hypo- 
thermia, Anesthesiology  23:  618  (1962). 

25.  Severinghaus,  J.  W.:  Respiration  and  hypothermia, 
Ann.  New  York  Acad.  Sc.  80:  384  (1959). 

26.  Kirklin,  J.  W.:  Intracardiac  surgery  with  the  aid  of  a 
mechanical  pump  oxygenator  system  (Gibbon  type),  Proc. 
Staff  Meet.  Mayo  Clin.  30:  10  (1955). 

27.  Mandelbaum,  I.,  and  Burns,  W.  H.:  Pulsatile  and 

nonpulsatile  blood  flow,  J.A.M.A.  191:  657  (Feb.  22)  1965. 

28.  Nakayama,  K.,  et  al .:  High-amplitude  pulsatile 
pump  in  extracorporeal  circulation  with  particular  reference 
to  hemodynamics,  Surgery  54:  798  (Nov.)  1963. 

29.  Gadboys,  H.  L.,  Slonim,  R.,  and  Litwak,  R.  S.: 
Homologous  blood  syndrome.  I.  Preliminary  observations 
on  its  relationship  to  cardiopulmonary  bypass,  Ann.  Surg. 
156:  793  (1962). 

30.  Litwak,  R.  S.,  Slonim,  R.,  Wisoff,  B.  G.,  and  Gad- 

boys,  H.  L.:  Homologous  blood  syndrome  during  extra- 


corporeal circulation  in  man.  II.  Phenomena  of  sequestra- 
tion and  desequestration,  New  England  J.  Med.  268:  1377 
(June  20)  1963. 

31.  Litwak,  R.  S.,  Gadboys,  H.  L.,  Kahn,  M.,  and 
Wisoff,  B.  Gt:  High  flow  total  body  perfusion  utilizing  diluted 
perfusate  in  a large  prime  system,  J.  Thorac.  Cardiov.  Surg. 
49:  74  (Jan.)  1965. 

32.  Gadboys,  H.  L.:  Personal  communication. 

33.  Howland,  W.  S.,  and  Schweizer,  O.:  Physiologic 

compensation  for  storage  lesion  of  bank  blood,  Anesth.  & 
Analg.  44:  8 (Jan.-Feb.)  1965. 

34.  Nahas,  G.  G.:  The  pharmacology  of  tris  (hydroxy- 
aminomethane)  THAM,  Pharmacol.  Rev.  14:  447  (1962). 

35.  Idem:  Proceedings  of  the  conference  on  the  use  of 
amine  buffers,  Ann.  New  York  Acad.  Sc.  92:  333  (1961). 

36.  Moore,  F.  D.:  Tris  buffer,  mannitol  and  low  viscous 

dextran:  three  new  solutions  for  old  problems,  Anesth.  & 

Analg.  43:  256  (May- June)  1964. 


Part  II  will  appear  in  the  February  15  issue  of  the  Journal. 


Childhood  susceptibility  to 
infection  during  steroid  therapy 


Gluco-corticoid  hormones  tend  to  depress 
inflammatory  responses  without  significantly 
affecting  the  original  trauma.  This  anti- 
inflammatory effect  has  been  associated  with 
the  development  of  bacterial,  fungal,  and  viral 
infections.  Several  principles  may  be  stated: 
(1)  Because  of  the  depression  of  systemic  mani- 
festations of  infections  while  steroids  are  being 
given,  careful  physical  examinations  are  es- 
sential. X-rays  are  helpful  in  recognizing 
asymptomatic  but  progressive  pneumonia.  (2) 
This  is  most  important  in  patients  whose  pri- 
mary disease  process  makes  them  basically 
susceptible  to  infection  (leukemia,  rheumatoid 
arthritis,  nephrotic  syndrome).  (3)  As  soon 
as  bacterial  infection  is  suspected,  cultures 
should  be  obtained  and  antibiotics  started. 
When  sensitivity  reports  are  available,  treat- 
ment can  be  altered  if  necessary.  (4)  Pro- 
phylactic antibiotics  have  failed  and  their  use 
often  results  in  emergence  of  resistant  or- 
ganisms. 

R.  C.  Kelsch,  M.D.,  and  W.  J.  Oliver,  M.D., 
writing  in  a recent  issue  of  the  University  of 
Michigan  Medical  Center,  remark  that  untreated 
tuberculosis  may  become  progressive  under  the 


influence  of  steroid  hormones.  It  would  appear 
to  be  wise  to  give  all  children  the  tuberculin 
skin  test  before  starting  steroid  therapy.  The 
tuberculin-positive  patient  who  must  have 
steroid  therapy  should  receive  at  the  same  time 
antituberculotic  drugs. 

Fungal  infections,  especially  moniliasis,  are 
common  in  patients  treated  with  steroids  and 
broad-spectrum  antibiotics.  Oral  moniliasis 
generally  responds  to  local  nystatin  therapy 
even  if  the  steroid  is  continued.  Systemic 
dissemination  may  possibly  occur,  but  this  is 
rare. 

The  course  of  some  viral  diseases  is  un- 
favorably influenced  by  steroid  therapy.  Vari- 
cella, herpes  zoster,  and  vaccinia,  all  pustule- 
producing  viruses,  are  aggravated.  Where 
host  resistance  is  lowered  by  the  basic  disease 
process  for  which  the  steroids  are  given,  an 
unfavorable  response  is  more  likely.  Under 
these  circumstances,  varicella  infections  can  be 
fatal.  Where  children  on  prolonged  high  dosage 
are  exposed  to  varicella,  the  following  is  sug- 
gested: reduction  of  steroid  dosage  during 

the  incubation  period  to  twice  physiologic  levels 
(hydrocortisone,  15  mg.,  three  to  four  times 
daily)  and  continuing  treatment  throughout 
the  disease.  If  the  high  dosage  has  been  given 
for  less  than  two  weeks,  or  has  been  inter- 
mittent, or  the  dosage  low,  discontinue  steroids 
completely  starting  therapy  again  after  the 
scabs  are  healed. 
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T„b  coKREcT  ,_cATIoN  or  stress 

fractures  is  essential  for  their  proper  man- 
agement. Their  misinterpretation  as  osteo- 
myelitis or  a neoplasm  may  lead  to  needless 
concern,  or  worse,  unnecessary  or  even 
harmful  diagnostic  and  therapeutic  pro- 
cedures. They  are  fairly  well  known  in 
adults  and  correctly  identified,  because  a 
fracture  line  is  ordinarily  visible.  How- 
ever, in  children  the  fracture  line  is  usually 
not  seen,  and  for  this  reason  the  diagnosis  is 
more  difficult. 

This  is  a report  of  6 such  cases  in  children 
which  have  recently  come  to  our  attention. 

Case  reports 

Case  1.  A fifteen-year-old  white  male 
was  referred  for  radiographic  examination 
of  the  right  knee  and  leg  with  a complaint 
of  pain  in  the  upper  portion  of  the  right  leg, 
particularly  on  walking.  He  had  partici- 
pated actively  in  sports,  playing  football  on 
his  high  school  team.  Toward  the  end  of 
the  football  season,  he  noted  pain  in  the 
upper  portion  of  the  right  leg,  particularly 
on  weight-bearing.  This  persisted,  and  the 
initial  radiographic  examination  of  Decem- 
ber 22,  1961,  showed  subperiosteal  bone 
formation  on  the  posterolateral  aspect  of 
the  upper  portion  of  the  shaft  of  the  tibia 


FIGURE  1.  Case  i.  Fairly  homogeneous  sub- 
periosteal reaction  (location  identical  to  Case  2). 


(Fig.  1).  It  was  feared  that  the  lesion 
might  be  an  Ewing’s  sarcoma,  and  a biopsy 
was  performed.  The  pathologist  reported 
subperiosteal  new  bone  formation  with  no 
evidence  of  a growth.  Follow-up  radio- 
graphs showed  that  the  operative  defect 
gradually  filled  with  new  bone  with  no  evi- 
dence of  a neoplasm.  The  pain  gradually 
disappeared. 

Case  2.  A two  and  a half-year-old  white 
male  developed  limping  two  weeks  prior  to 
the  first  radiographic  examination.  The 
examination  showed  a faint  periosteal  reac- 
tion on  the  posterolateral  aspect  of  the 
proximal  tibial  shaft  (Fig.  2A).  There  was 
no  evidence  of  underlying  cortical  destruc- 
tion to  suggest  tumor  or  osteomyelitis,  and 
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FIGURE  2.  Case  2.  (A)  Faint  subperiosteal  reaction  on  posterior  aspect  of  proximal  tibial  shaft.  (B) 
Considerably  more  subperiosteal  reaction,  but  new  bone  fairly  homogeneous  and  underlying  cortex  normal 
without  evidence  of  bone  destruction.  (C)  Four  months  later,  homogeneous  new  bone  bulges  at  point  of 
previous  biopsy. 


a diagnosis  of  traumatic  periostitis  was 
suggested.  It  was  decided  to  repeat  the 
examination  in  two  weeks,  at  which  time 
further  subperiosteal  bone  formation  was 
present  (Fig.  2B).  This  was  rather  homo- 
geneous. Therefore,  it  was  felt  that  the 
process  was  a benign  one,  and  further 
radiographs  were  made  two  weeks  later. 
These  showed  the  subperiosteal  bone  for- 
mation to  be  increasing.  It  was  felt  by  the 
radiologist  that  this  continued  to  have  the 
appearance  of  a benign  process,  but  because 
of  anxiety  on  the  part  of  the  parents,  a 
biopsy  was  performed.  At  operation,  it 
was  found  that  the  periosteum  was  thick- 
ened, but  the  bone  beneath  was  entirely 
normal  in  appearance.  The  pathology  re- 
port indicated  synovial  lining  tissue  with 
giant  cells.  The  lesion  most  resembled  a 
chronic  bursitis.  Postbiopsy  films  were 
taken,  and  these  showed  further  subperi- 
osteal bone  formation,  but  at  all  times  this 
was  quite  homogeneous  and  consolidated 
(Fig.  2C).  Despite  the  confusing  patho- 
logic report,  it  is  felt  that  this  represented  a 
healing  stress  fracture. 

Case  3.  A ten-year-old  boy  was  first 
seen  on  March  22,  1963.  After  jumping 
over  a fence  on  March  15,  1963,  and  landing 
in  a hyper  flexed  position,  he  developed 
pain  in  the  upper  lateral  thigh.  There  was 
aching  with  activity.  There  was  also  a 
form  of  ache  in  the  entire  lower  extremity 
with  resultant  limp.  Pain  was  relieved  by 
rest  and  aspirin.  The  possibility  of  trau- 


FIGURE  3.  Case  3.  Fairly  homogeneous  regular 
periosteal  reaction  seen  on  medial  aspect  of  right 
femur.  Underlying  cortex  normal  in  appearance. 


matic  synovitis  of  the  right  hip  joint  or 
osteoid  osteoma  was  considered.  Radio- 
graphs of  the  right  hip  showed  no  abnor- 
mality. The  pain  persisted  and  on  April 
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FIGURE  4.  Case  4.  Periosteal  reaction  almost 
identical  in  appearance  and  position  to  that  shown 
in  Case  3. 


2,  1963,  physical  examination  showed  x/4- 
inch  atrophy  of  the  right  calf  and  1/i-  to 
y4-inch  atrophy  of  the  right  thigh.  The 
radiographic  examination  was  repeated  on 
April  3,  1963,  this  time  including  the  entire 
right  thigh  and  leg  (Fig.  3).  This  exami- 
nation demonstrated  a subperiosteal  bone 
formation  on  the  medial  aspect  of  the  proxi- 
mal end  of  the  shaft  of  the  right  femur.  Al- 
though a definite  fracture  line  could  not  be 
demonstrated,  this  was  felt  to  be  a healing 
stress  fracture  or  traumatic  periostitis. 
The  symptoms  gradually  disappeared. 
Follow-up  radiographs  on  April  2,  1964, 
showed  complete  healing  with  marked  con- 
solidation of  the  callus. 

Case  4.  A five-year-old  girl  began  to 
limp  shortly  after  a light  blow  to  the  leg. 
The  pain  and  the  limp  progressed,  and 
therefore  radiographic  examination  was 
obtained.  This  failed  to  show  any  abnor- 
mality. The  pain  continued,  and  a repeat 


radiographic  examination  then  showed  sub- 
periosteal bone  formation  on  the  upper 
inner  aspect  of  the  shaft  of  the  femur  (Fig. 
4).  Since  no  underlying  cortical  destruc- 
tion was  seen,  it  was  felt  that  this  probably 
represented  a benign  traumatic  periostitis, 
and  so  the  child  was  followed.  Pain  was 
worse  on  activity.  There  was  no  pain  on 
rest.  Each  day  after  she  was  up  and  active 
for  a time,  she  would  begin  to  limp.  No 
limp  was  apparent  when  she  first  began  to 
be  active  in  the  morning.  Her  symptoms 
lasted  for  about  two  months,  and  follow-up 
radiographs  showed  that  the  subperiosteal 
reaction  became  consolidated. 

Case  5.  A three-year-old  boy  was  re- 
ferred for  radiographic  examination  of  the 
right  leg.  The  parents  knew  of  no  par- 
ticular injury,  but  the  child  started  to  com- 
plain of  pain  and  limping  approximately 
four  days  before  the  examination.  There 
was  tenderness,  slight  swelling,  and  slight 
firmness  on  the  lateral  aspect  of  the  leg  just 
above  the  external  malleolus.  Radio- 
graphs showed  localized  subperiosteal  reac- 
tion which  was  diagnosed  as  probable  stress 
fracture  (Fig.  5A).  Follow-up  examina- 
tion was  done  and  showed  homogeneous 
callus  about  the  distal  fibula  (Fig.  5B). 
One  month  later  the  child  became  asymp- 
tomatic. 

Case  6.  A two  and  a half-year-old  boy 
developed  a limp  with  a low-grade  fever  and 
irritability.  Radiographs  showed  a perios- 
teal reaction  over  the  lateral  aspect  of  the 
lower  fibula  (Fig.  6).  This  was  called  stress 
fracture  or  traumatic  periostitis.  The 
child  became  asymptomatic  in  three  weeks, 
and  the  radiographs  were  not  repeated. 

Comment 

Many  reports  of  stress  fractures  in  adults 
have  appeared  in  the  literature.  Hartley 
in  1943 1 reported  several  cases  appearing 
in  the  tibia,  femur,  and  fibula  in  members 
of  the  British  Armed  Forces  as  a result  of 
excessive  or  prolonged  weight-bearing.  He 
noted  that  metatarsal  stress  fractures  were 
seven  times  as  common  as  tibial  and  tibial 
five  times  as  common  as  femoral  and  fibular. 
He  also  noted  a characteristic  location,  ap- 
parently at  the  point  of  maximum  bending, 
in  the  femur  on  the  concave  side  of  the 
proximal  portion  of  the  shaft,  in  the  tibia  on 
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FIGURE  5.  Case  5.  (A)  Minimal  subperiosteal 
reaction  involving  distal  fibular  shaft.  (B)  Almost 
three  months  later,  patient  essentially  asympto- 
matic. Considerably  more  periosteal  reaction 
encircling  fibula. 


the  concave  posterior  aspect  of  the  proximal 
shaft,  and  in  the  fibula  on  the  lateral  aspect 
of  the  distal  shaft.  Devas  and  Sweetnam2 
reported  50  cases  of  stress  fractures  in  the 
fibula,  mostly  in  the  lower  end,  in  long- 
distance runners.  Devas3  also  reported 
15  cases  of  stress  fractures  in  the  proximal 
portion  of  the  tibia  and  11  cases  in  the 
distal  fibula  in  children.  In  these,  there 
was  an  abundance  of  subperiosteal  new 
bone  formation,  but  a fracture  line  was 
usually  difficult  to  identify.  Berkebile  in 
1964 4 reported  5 cases  of  stress  fractures  in 
the  tibia  in  children  aged  seven  to  thirteen. 
In  2 of  these,  a tiny  fissure  was  thought  to 
be  present.  Laminagrams  were  used  to 
demonstrate  this  fissure  in  one  of  the  cases. 

Our  6 cases  represent  examples  of  stress 
fractures  in  fairly  typical  locations  in  the 
tibia,  femur,  and  fibula  in  children. 

The  2 cases  in  the  tibia  occurred  in  the 
proximal  third  of  the  shaft  on  its  posterior 


aspect.  Both  showed  rapidly  increasing 
periosteal  reaction,  and  because  of  some  un- 
certainty about  the  diagnosis  biopsies  were 
done  in  both.  One  was  reported  as  sub- 
periosteal new  bone  and  1 as  synovial  lining 
tissue  consistent  with  chronic  bursitis.  In 
reviewing  the  previous  cases  in  the  litera- 
ture, it  is  noted  that  a wide  variation  of 
pathologic  reports  has  been  given.  This 
points  up  the  difficulty  that  the  problem 
presents  for  pathologists,  particularly  when 
they  are  not  familiar  with  this  condition. 
Pathologists  have  even  interpreted  the 
biopsy  specimen  as  osteogenic  sarcoma, 
with  resultant  amputation. 

In  the  other  4 cases,  a diagnosis  of  trau- 
matic periostitis  or  stress  fracture  was 
made.  Despite  the  fact  that  a fracture 
line  cannot  be  clearly  seen,  we  believe  that 
the  subperiosteal  bone  formation  in  these 
cases  resulted  from  stress  fracture.  To 
have  this  secondary  to  direct  trauma  would 
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FIGURE  6.  Case  6.  Periosteal  reaction  almost 
identical  in  location  and  appearance  to  that  shown 
in  Case  5. 


seem  unlikely,  since  in  the  tibia  and  femur 
the  subperiosteal  bone  formation  occurred 
in  areas  most  protected  by  large  muscles. 
In  addition,  in  most  of  these  and  other  re- 
ported cases,  there  was  little  or  no  known 
trauma.  The  possibility  that  the  perios- 
teum has  been  elevated  or  irritated  by  local 
tear  of  insertional  fibers  occurring  during 
marked  muscular  activity  has  not  been  ex- 
cluded. The  connection  between  peri- 
osteum and  bone  in  children  is  loose  and 
periosteal  elevation  might  therefore  readily 
occur.5  In  those  cases  where  a fracture 
line  or  sclerotic  zone  is  not  seen,  localized 
periosteal  elevation  because  of  traction  may 
be  the  cause.  At  any  rate,  whatever  the 
exact  mechanism  of  the  subperiosteal  reac- 
tion may  be,  it  is  important  to  recognize 
this  benign  self-limited  condition  and  dis- 
tinguish it  from  a neoplastic  or  inflamma- 
tory lesion. 

Clinical  findings 

The  clinical  findings  are  of  considerable 
help  in  distinguishing  this  condition  from 


osteomyelitis  and  neoplastic  disease.  In 
stress  fracture,  the  pain  is  worse  on  weight- 
bearing and  relieved  by  rest.  In  children 
three  years  old  and  under  (Cases  2,  5,  and 
6),  where  no  history  could  be  obtained,  it 
was  noted  that  they  refused  to  bear  weight 
on  the  involved  limb.  In  such  children, 
careful  evaluation  for  minimal  subperios- 
teal reaction  should  be  made.  These 
youngsters  have  little  pain  at  rest  and  in  1 
patient  (Case  4)  the  mother  stated  that  at 
the  beginning  of  each  day,  the  child  would 
walk  and  run  without  limping  for  a time 
before  pain  became  severe  and  she  began  to 
limp  once  again.  The  pain  of  osteomye- 
litis and  neoplasm  differs  in  that  it  is  not 
relieved  by  rest  and  in  fact  may  be  worse 
during  rest. 

Radiographic  findings 

If  the  radiographs  are  made  soon  after 
the  onset  of  symptoms,  there  may  be  no 
findings.  After  the  first  week,  a small 
amount  of  callus  is  usually  demonstrated, 
and  follow-up  radiographs  show  an  increase 
in  the  amount  of  callus  which  partially  sur- 
rounds the  involved  portion  of  the  bone. 
At  about  three  weeks,  there  may  be  an 
oblique  or  transverse  zone  of  sclerosis  ex- 
tending partially  or  completely  across  the 
shaft.  This  is  fairly  characteristic  and  rep- 
resents sclerotic  reaction  to  the  fracture. 
The  fracture  line  in  children  is  ordinarily 
not  clearly  seen,  but  cone  views  or  lamina- 
grams  may  show  a tiny  nick  in  the  cortex  or 
an  incomplete  fracture  line  extending  par- 
tially across  the  bone.  This  will  also  be 
shown  best  at  about  three  weeks. 
Demonstration  of  the  fracture  line  itself  is 
important,  since  it  establishes  the  diagnosis 
and  excludes  an  inflammatory  or  neoplastic 
process. 

Therefore,  extra  views  or  laminagrams 
might  be  quite  helpful  in  doubtful  cases  and 
eliminate  the  need  for  biopsy  deep  in  the 
calf  or  thigh. 

During  the  ensuing  weeks,  the  subperi- 
osteal reaction  becomes  homogeneous  and 
consolidated.  Usually,  new  bone  forma- 
tion ceases  six  to  eight  weeks  after  the  onset 
of  symptoms.  Careful  attention  must  be 
given  to  the  underlying  bone  in  which  there 
will  at  no  time  be  evidence  of  bone  destruc- 
tion. 
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Differential  diagnosis 

The  conditions  which  must  be  distin- 
guished from  stress  fracture  as  early  as 
possible  are  Ewing’s  sarcoma,  osteogenic 
sarcoma,  and  osteomyelitis.  Clinically, 
the  chief  distinguishing  characteristic  is  the 
relief  of  pain  on  rest  of  the  limb  as  opposed 
to  the  lack  of  pain  relief  in  these  very 
serious  disorders. 

Early,  the  periosteal  reaction  in  stress 
fracture  is  fairly  homogeneous  and  becomes 
more  so  by  four  to  six  weeks.  This  differs 
from  the  nonhomogeneous  periosteal  reac- 
tion of  osteogenic  sarcoma,  Ewing’s  sar- 
coma, and  osteomyelitis.  It  is  most  un- 
usual for  any  of  these  to  produce  a homo- 
geneous periosteal  reaction.  In  addition, 
there  is  no  evidence  of  bone  destruction 
with  stress  fractures,  while  with  malignant 
bone  tumors  and  osteomyelitis,  bone  de- 
struction will  be  seen  with  the  periosteal 
reaction  or  shortly  thereafter. 

Summary 

Six  cases  of  stress  fracture  in  children 
aged  two  to  fifteen  years  are  presented. 


Computer  becomes 
blood  banker 

For  several  months,  a computer  has  been 
keeping  the  records  of  a large  blood  bank  in 
Oakland,  California,  and  doing  a good  job, 
report  D.  Singman,  M.D.,  C.  A.  Catassi, 
C.P.A.,  C.  R.  Smiley,  W.  H.  Wattenburg, 
Ph.D.,  and  E.  L.  Peterson,  M.B.A.,  in  a 
recent  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  system  was  worked  out  by  the  Blood 
Bank  of  the  Alameda-Contra  Costa  Medical 
Association  and  Lockheed  Missiles  and  Space 
Company.  So  far,  the  computer  has  been  able 
to  reduce  the  bank’s  inventory  of  blood  15  to 
20  per  cent  while  continuing  to  serve  28  hos- 
pitals with  a total  of  4,600  beds.  Outdated 
blood,  a costly  loss  in  any  blood  bank,  has  been 
cut  from  more  than  13  per  cent  of  inventory  to 
less  than  6 per  cent.  As  another  sign  of 
tightening  inventory  control,  the  average  age 
of  transfused  blood  has  been  reduced  from  10.7 
to  9.5  days  since  February,  1965. 

Each  of  the  28  hospitals  in  a two-county 


There  are  2 cases  each  in  the  tibia,  femur, 
and  fibula  in  typical  locations.  It  is  em- 
phasized that  the  fracture  line  in  children 
is  difficult  or  impossible  to  see  in  contrast 
to  stress  fracture  in  adults  where  it  is  usu- 
ally seen.  In  children,  therefore,  distin- 
guishing it  from  such  serious  conditions  as 
malignant  bone  tumors  and  osteomyelitis 
may  be  very  difficult.  The  features  which 
help  in  this  distinction  are  relief  of  pain  on 
rest,  a homogeneous  periosteal  reaction, 
and  lack  of  any  bone  destruction.  When 
these  features  are  present  and  the  location 
is  typical,  it  is  felt  that  the  condition  may 
be  safely  followed  with  weekly  or  biweekly 
radiographs  until  the  periosteal  reaction 
becomes  homogeneous  and  consolidated. 
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area  phones  its  daily  blood  consumption  total 
to  the  blood  bank  where  the  information  is 
punch-coded  on  paper  tape  and  transmitted  to 
the  Lockheed  punch  center  50  miles  away.  A 
summary  of  each  hospital’s  report  returns  to 
the  computer,  which  not  only  keeps  a running 
total  on  the  blood  inventory  but  also  warns 
when  blood  stocks  are  aging.  Losses  are  cut 
by  transferring  this  blood  to  hospitals  where  it 
can  be  used  immediately. 

Once  a week,  the  computer  lists  each  hos- 
pital’s average  usage  by  blood  type.  These 
reports  help  reduce  inventories  to  a minimum. 
A monthly  summary  outlines  the  source  and 
use  of  every  pint  of  blood.  Still  another  report 
keeps  an  eye  on  human  error  as  data  are  fed  to 
the  computer.  It  requires  30  people  to  handle 
the  34,000  pints  of  blood  dispersed  each  year 
by  the  blood  bank.  None  of  these  have  been 
replaced  by  the  computer,  but  they  have 
been  relieved  of  the  tedium  of  routine  record 
keeping. 

The  computer  system  is  costly,  but  its 
efficiencies  should  repay  these  costs  if  widely 
applied  to  blood  banking.  The  system’s  design 
appears  to  be  applicable  to  all  blood  banks, 
regardless  of  size  or  location. 
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A variety  of  amyloidosis  predominantly 
involving  the  heart  in  elderly  people  has 
been  differentiated  from  the  systemic  forms 
of  amyloidosis  which  may  involve  the 
heart.1-7  The  patient  reported  here  had 
extensive  cardiac  amyloidosis  of  senility 
with  complete  auriculoventricular  block 
and  the  Adams-Stokes  syndrome,  an  asso- 
ciation apparently  not  previously  recorded. 

Case  report 

First  admission.  A sixty-seven-year- 
old  man  entered  the  hospital  in  1959  be- 
cause of  urinary  frequency.  In  1947 
a blood  test  for  syphilis  revealed  positive 


findings,  and  he  was  treated  with  a full 
course  of  penicillin.  Mild  exertional  dysp- 
nea had  been  present  since  1958.  The 
blood  pressure  was  170/70.  A loud  pre- 
cordial systolic  murmur  was  heard.  The 
prostate  gland  was  enlarged,  firm,  and 
smooth.  Urinalysis  disclosed  trace  protein- 
uria and  moderate  pyuria.  A chest  x-ray 
film  was  suggestive  of  left  ventricular  en- 
largement; a barium  esophagram  showed 
no  evidence  of  other  chamber  enlargement. 
An  electrocardiogram  revealed  a normal 
sinus  rhythm  with  a 2 : 1 auriculoventricular 
block  and  right  bundle  branch  block  (Fig. 
1A).  The  patient  improved  and  was  dis- 
charged to  the  urology  clinic. 

Second  admission.  The  patient  entered 
the  hospital  in  1961  because  of  progres- 
sive exertional  dyspnea.  The  blood  pres- 
sure on  admission  was  210/110,  but 
nearly  all  subsequent  determinations  were 
within  the  normal  range.  The  liver 
extended  3 fingerbreadths  below  the  right 
costal  margin,  and  there  was  pronounced 
edema  of  the  lower  extremities.  Liver 
function  tests  were  within  the  normal  range. 
A chest  x-ray  film  demonstrated  moderate 
enlargement  of  the  left  ventricle.  An  elec- 
trocardiogram revealed  a normal  sinus 
rhythm  with  a varying  2 : 1 and  3 : 1 auricu- 
loventricular block  and  right  bundle  branch 
block.  The  heart  failure  improved  with 
treatment. 

Final  admission.  The  patient  entered 
the  hospital  in  May,  1962,  because  of 
dyspnea  at  rest.  The  neck  veins  were 
distended  in  the  sitting  position.  The  blood 
pressure  was  200/120  but  subsequently 
remained  at  about  120/70.  The  heart 
sounds  were  of  diminished  intensity,  and  a 
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FIGURE  1.  Electrocardiograms.  (A)  First  hospital  admission  showing  2:1  auriculoventricular  block  and 
right  bundle  branch  block.  (B)  Final  hospital  admission  showing  complete  auriculoventricular  block. 
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loud  precordial  systolic  murmur  was  noted. 
The  liver  extended  4 fingerbreadths  below 
the  right  costal  margin  and  pronounced 
edema  of  the  lower  extremities  was  present. 
Urinalysis  disclosed  1 plus  proteinuria  and 
moderate  pyuria.  There  was  no  Bence 
Jones  proteinuria.  Urine  culture  showed 
Aerogenes  and  Escherichia.  The  blood  urea 
nitrogen,  hemoglobin,  white  cell  count, 
endogenous  creatinine  clearance,  and  fast- 
ing blood  sugar  were  within  the  normal 
range.  A chest  x-ray  film  demonstrated  a 
markedly  enlarged  left  ventricle  and  prom- 
inent pulmonary  vessels.  Serum  glutamic 
oxalacetic  transaminase  was  28  units, 
cephalin  flocculation  3 plus,  and  total 
bilirubin  1.4  mg.  per  100  ml.  The  electro- 
cardiogram revealed  a normal  sinus  rhythm 
with  a complete  auriculoventricular  block 
(Fig.  IB). 

The  heart  failure  was  refractory  to  treat- 
ment. On  July  26  the  patient  complained 
of  dizziness.  At  that  time  the  apical  rate 
was  18  per  minute.  Following  sublingual 
isoproterenol,  the  apical  rate  increased  to 
40  per  minute.  On  August  9 the  circula- 
tion time  with  sodium  decholate  was  thirty- 
five  seconds  and  the  venous  pressure  300 
mm.  saline.  On  August  14  the  patient  lost 
consciousness,  and  there  were  no  palpable 
pulses.  Following  intravenous  isoproter- 
enol, he  regained  consciousness  and  the 
pulse  rate  was  40  per  minute.  On  August 
25  the  patient  suddenly  lost  consciousness 
and  could  not  be  resuscitated. 

Autopsy  findings.  The  autopsy  dis- 
closed edema  of  the  lower  extremities,  left 
hydrothorax,  ascites,  and  fibrinous  peri- 
carditis. The  heart  weighed  890  Gm.,  and 
all  chambers  were  dilated.  The  heart 
valves  were  normal.  The  left  ventricle 
measured  2.5  cm.  in  thickness.  There  was 
only  moderate  coronary  atherosclerosis,  and 
the  coronary  ostia  were  patent.  Micro- 
scopic examination  showed  an  extensive, 
patchy,  interstitial  infiltration  of  the  myo- 
cardium with  a pale,  hyaline,  acidophilic 
material  (Fig.  2).  Stains  for  amyloid  were 
positive.  There  was  no  amyloid  infiltra- 
tion of  the  endocardium  or  valves.  In  ad- 
dition to  the  extensive  amyloid  deposits  in 
the  myocardium,  there  were  deposits  in  the 
pulmonary  capillaries.  The  liver,  spleen, 
kidneys,  adrenal  glands,  gastrointestinal 
tract,  thyroid  gland,  and  pancreas  were  free 
of  amyloid  deposits. 


FIGURE  2.  Amyloid  infiltration  of  myocardium 
(hematoxylin  and  eosin  stain). 


Comment 

A seventy-year-old  man  had  a complete 
auriculoventricular  block,  the  Adams- 
Stokes  syndrome,  and  intractable  heart 
failure  associated  with  extensive  amyloid 
infiltration  of  the  myocardium.  There  was 
no  clinical  evidence  of  ischemic  heart  dis- 
ease, and  at  autopsy  there  was  only  mod- 
erate coronary  atherosclerosis.  The  pa- 
tient had  blood  pressure  elevations  on  sev- 
eral occasions,  but  there  was  no  sustained 
diastolic  hypertension.  Although  a sys- 
tolic murmur  was  heard,  there  was  no  evi- 
dence of  valvular  or  congenital  heart  dis- 
ease at  autopsy.  Moreover,  there  was  no 
evidence  of  sarcoidosis,  lymphoma,  myo- 
carditis, gumma,  neoplasm,  or  any  other 
condition  which  might  have  explained  the 
clinical  findings.  It  appears  likely,  there- 
fore, that  the  complete  auriculoventricular 
block,  Adams-Stokes  syndrome,  and  in- 
tractable heart  failure  resulted  from  the 
extensive  amyloid  infiltration  of  the  myo- 
cardium. 

Infiltration  of  the  heart  with  amyloid 
may  be  due  to  a local  deposit  or  to  systemic 
forms  of  amyloidosis.  In  the  case  reported 
here,  the  advanced  age  of  the  patient  and 
the  predominant  localization  of  the  amyloid 
deposits  in  the  heart  are  diagnostic  of  car- 
diac amyloidosis  of  senility. 

When  the  heart  is  involved  by  systemic 
forms  of  amyloidosis,  the  diagnosis  is  fre- 
quently suggested  by  clinical  evidence  of 
additional  organ  involvement.  Rectal, 
renal,  and  skin  biopsies  may  be  helpful  in 
such  cases.  The  clinical  and  pathologic 
cardiac  findings  do  not  distinguish  systemic 
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forms  of  amyloidosis  from  cardiac  amyloi- 
dosis of  senility.  Electrocardiographic 
findings  such  as  low  voltage  of  QRS  com- 
plexes may  be  found  in  systemic  forms  and 
in  cardiac  amyloidosis  of  senility.  A case 
of  complete  auriculoventricular  block  and 
the  Adams-Stokes  syndrome  associated 
with  primary  systemic  amyloidosis  has  been 
reported  previously.8  This  was  a forty- 
eight-year-old  man  with  amyloid  involve- 
ment of  the  tongue,  nerves,  kidneys,  and 
other  organs  in  addition  to  the  heart. 

Clinically  significant  cardiac  amyloidosis 
of  senility  usually  manifests  itself  as  unex- 
plained heart  failure  in  elderly  patients. 
Although  bundle  branch  block  and  incom- 
plete auriculoventricular  block  have  been 
noted  relatively  frequently,  I am  not  aware 
of  any  previous  case  associated  with  com- 
plete auriculoventricular  block  and  the 
Adams-Stokes  syndrome.  It  has  recently 
been  emphasized  that  a complete  auriculo- 
ventricular block  in  the  elderly  occurs  most 
often  because  of  causes  other  than  arterio- 
sclerotic heart  disease.9'10  Cardiac  amyloi- 
dosis of  senility  should  be  added  to  the 
possible  causes  of  complete  auriculoven- 
tricular block  and  the  Adams-Stokes  syn- 
drome. 

Summary 

A seventy-year-old  man  had  extensive 
cardiac  amyloidosis  of  senility  with  a com- 


“Rehumanizing” 
of  medicine  urged 


Leona  Baumgartner,  M.D.,  former  City 
Health  Commissioner,  recently  appealed  for 
“rehumanizing  medicine”  as  the  next  major 
advance  required  of  the  American  medical 
profession.  Dr.  Baumgartner,  consultant  to 
the  Agency  for  International  Development, 
which  handles  the  United  States  foreign  aid 
program,  warned  that  “we  may  again  be  led 
into  pushing  the  patient  aside”  as  health 
care  is  increasingly  financed  by  public  funds. 

“We’ve  gone  through  eras  of  emphasis  on 
the  financial  side  of  medicine  and  eras  of 
emphasis  on  the  technical  side,”  she  stated. 
“Perhaps  the  next  twenty-one  years  will  be 
an  era  of  humanization  in  medicine — a getting 


plete  auriculoventricular  block  and  the 
Adams-Stokes  syndrome,  an  association 
apparently  not  previously  recorded.  The 
diagnostic  features  of  cardiac  amyloidosis 
of  senility  are  advanced  age  and  the  lack 
of  significant  involvement  of  extracardiac 
sites  by  amyloid.  It  should  be  distinguished 
from  systemic  forms  of  amyloidosis  which 
may  involve  the  heart.  Cardiac  amyloido- 
sis of  senility  should  now  be  considered  in 
the  differential  diagnosis  of  complete  heart 
block  in  the  elderly. 

550  First  Avenue 
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back  to  the  involvement  of  the  old  family 
doctor,  but  using  the  technical  advances  made 
since  his  day.” 

Asserting  that  most  people  do  not  receive 
the  best  that  American  medicine  has  to  offer, 
it  was  pointed  out  that  physicians  have  failed 
in  bringing  the  specialties  together.  The 
patient,  far  too  often,  has  had  to  be  his  own 
practitioner.  Having  available  the  best  that 
science  and  technology  have  to  offer,  we  should 
be  able  to  put  this  together  in  a more  mean- 
ingful, more  simple,  and  more  effective  way  so 
that  all  people  get  all  the  benefits  all  the 
time. 

Dr.  Baumgartner  finally  stated  that  “what 
concerns  me  is  what  happens  at  the  point  where 
health  programs  meet  people- — at  the  com- 
munity and  neighborhood  level.  There  we 
have  to  have  integration  of  services.  There 
we  have  to  have  comprehensive  programs  built 
around  people’s  needs.” 
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T he  frequency  with  which  acute  renal 
failure  follows  skeletal  muscle  disease 
suggests  more  than  a fortuitous  relation- 
ship.1-10 We  are  particularly  concerned 
with  the  diseases  characterized  by  an 
inflammatory  and  destructive  process  of 
skeletal  muscle.  These  conditions  are  fre- 
quently associated  with  the  excretion  of 
muscle  pigment  and  have  been  variously 
termed  poly  myositis, 3 paroxysmal  myo- 
globinuria,4-8 and  acute  recurrent  rhabdo- 
myolysis. 10  That  these  diseases  may  pur- 
sue a rapidly  fatal  course  is  exemplified 
in  the  following  case  report. 

Case  report 

A thirty-seven-year-old  Negro  male 
schoolteacher  was  admitted  to  the  White 
Plains  Hospital  on  the  evening  of  February 
12,  1963,  with  an  acute  grippe-like  illness 
of  ten  days  duration  characterized  by  chills, 
fever,  and  weakness.  Shortly  before  ad- 
mission, the  patient  also  experienced  short- 
ness of  breath  and  generalized  muscular 


pain.  A history  of  either  severe  exertion 
or  the  passage  of  an  abnormally  dark  urine 
could  not  be  elicited.  The  past  history  and 
family  history  were  not  remarkable.  The 
details  of  the  treatment  rendered  prior  to 
admission  were  not  clear,  but  the  patient 
apparently  had  received  demethylchlortetra- 
cycline  and  possibly  a sulfonamide  prepa- 
ration. 

Physical  examination  revealed  a well- 
developed,  well-nourished,  acutely  ill, 
dyspneic  man,  complaining  of  generalized 
muscle  pains.  Muscle  tenderness  was  not 
present.  The  lungs  were  clear,  and  ex- 
amination of  the  heart  revealed  no  abnor- 
malities; the  blood  pressure  was  180/90. 
The  deep  tendon  reflexes  were  intact,  and 
the  remainder  of  the  physical  examination 
was  within  normal  limits. 

Laboratory  data  obtained  shortly  follow- 
ing admission  revealed  an  isolated  urine 
specimen  with  a specific  gravity  of  1.016. 
It  contained  a faint  trace  of  albumin  and 
no  glucose.  Microscopic  examination  of 
the  sediment  revealed  0 to  2 white  blood 
cells  and  10  to  15  red  blood  cells  per  high- 
power  field,  hemoglobin,  14  Gm.  per  100 
ml.,  hematocrit,  46,  white  blood  count, 
18,600  with  86  per  cent  neutrophils,  4 per 
cent  stabs,  4 per  cent  lymphocytes,  and 
6 per  cent  monocytes.  The  fasting  blood 
glucose  was  132  mg.  per  100  ml.  The 
blood  urea  nitrogen  was  170  mg.  per  100 
ml.,  and  the  serum  creatinine  was  14  mg. 
per  100  ml.  Serum  sodium  was  138  m- 
Eq.  per  liter,  potassium  was  9 mEq.  per 
liter,  and  the  total  carbon  dioxide  was 
11  mEq.  per  liter.  The  concentration  of 
sodium  in  the  urine  was  32  mEq.  per  liter. 

An  x-ray  film  of  the  chest,  obtained  with 
the  patient  in  the  recumbent  position,  was 
interpreted  as  showing  congestive  changes 
throughout  both  lung  fields  and  a moder- 
ately enlarged  heart.  An  electrocardio- 
gram revealed  tall,  peaked  T waves  and 
intraventricular  conduction  delay;  findings 
that  were  attributed  to  the  elevated  extra- 
cellular potassium  concentration. 

The  brief  hospital  course  was  character- 
ized by  rapidly  progressive  weakness  of  all 
skeletal  muscles.  Death  occurred  less  than 
twenty-four  hours  following  admission  be- 
fore institution  of  dialysis,  presumably  as  a 
result  of  hyperkalemia  and  respiratory 
paralysis. 

At  postmortem  examination,  the  per- 
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tinent  findings  were  confined  to  the  kidneys 
and  skeletal  muscles.  The  kidneys  weighed 
350  Gm.,  and  the  capsules  were  easily 
separated  from  the  smooth  surfaces.  On 
cut  section  the  cortices  were  striated  with 
conspicuous  fine  red  lines  surrounded  by 
pale,  unusually  soft,  friable  parenchyma. 
The  pyramids  were  prominent  and 
appeared  fairly  dark  in  color.  The  mu- 
cosa of  the  calyces  and  pelvis  was  thick- 
ened and  edematous  with  hemorrhagic 
areas  on  the  surface.  Microscopic  ex- 
amination revealed  no  glomerular  lesions. 
The  tubular  epithelium,  although  poorly 
preserved,  was  frankly  necrotic  in  several 
areas.  Here,  the  cells  appeared  frag- 
mented and  coagulated.  Scattered  foci 
of  hemorrhage  were  noted  primarily  at  the 
corticomedullary  junction  and  to  a lesser 
extent  in  the  cortex  and  pyramids.  Nu- 
merous casts  containing  a deeply  staining 
retractile  red-orange  material  were  noted 
in  the  lumina  of  the  tubules  at  all  levels. 
In  areas  where  the  basement  membrane 
had  ruptured,  an  intense  inflammatory 
reaction  consisting  of  eosinophils,  poly- 
morphonuclear cells,  lymphocytes,  and 
plasma  cells  was  present. 

Random  sections  of  pectoral  and  psoas 
muscles  and  muscles  of  the  abdominal  wall 
disclosed  widespread  but  patchy  and  seg- 
mental necrosis,  occasionally  involving  a 
group  of  two  or  three  fibers  or  portions 
thereof,  but  often  single  isolated  segments 
surrounded  by  normal  fibers.  The  in- 
volved segments  were  seen  as  distorted, 
swollen,  sometimes  fragmented  masses  of 
hyaline-coagulated  bright  pink  material. 
These  were  sometimes  accompanied  by  a 
cellular  reaction  which  usually  consisted  of 
histiocytes  inside  the  sarcolemmal  sheaths. 
Only  occasionally  was  there  a cellular  re- 
action in  the  surrounding  stroma  and  rarely 
were  the  histiocytes  accompanied  by  poly- 
morphonuclear leukocytes  and  eosinophils 
as  well  as  lymphocytes  and  a few  plasma 
cells.  No  changes  were  noted  in  the  var- 
ious types  and  sizes  of  vessels  found  in  and 
around  the  muscular  tissue. 

A postmortem  blood  culture  was  nega- 
tive. Samples  of  tissue  from  the  liver, 
kidney,  and  myocardium  were  sent  to  the 
State  of  New  York  Department  of  Health 
for  viral  studies,  but  no  infectious  agent 
could  be  isolated  in  newborn  mice,  monkey 
kidney,  human  amnion,  or  human  lung. 


Comment 

Despite  the  absence  of  demonstrable 
myoglobinuria  and  the  lack  of  time  for 
adequate  clinical  evaluation,  there  is  little 
doubt  that  this  patient  falls  into  the  cate- 
gory of  disease  characterized  by  muscle 
destruction  and  acute  renal  failure.  There 
was  no  evidence  of  antecedent  renal 
disease  or  of  factors  such  as  toxin,  shock, 
hemorrhage,  and  infection  which  are  more 
commonly  associated  with  the  develop- 
ment of  acute  renal  failure.  However,  if 
we  are  to  be  guided  by  current  concepts,  we 
must  assume  a priori  that  the  renal  tubular 
necrosis  observed  in  this  and  other  patients 
was  due  either  to  a nephrotoxin  or  to  a 
significant  period  of  renal  ischemia.11 

Experimental  studies  utilizing  myo- 
globin are  few  and  difficult  to  interpret  be- 
cause of  conflicting  data,  varying  experi- 
mental conditions,  and  species  differences 
in  response  to  similar  stimuli.  Bing1'2 
noted  no  significant  changes  in  renal  hemo- 
dynamics following  the  injection  of  myo- 
globin into  acidotic  dogs,  and  subsequent 
histologic  study  of  the  kidneys  revealed  no 
unusual  changes.  Similar  experiments,  us- 
ing the  rabbit  as  the  test  animal,  resulted 
in  the  production  of  acute  renal  tubular 
necrosis. 13  Green,  Camb,  and  Scheff14 
produced  tubular  necrosis  in  rats  by  in- 
jection of  an  extract  of  skeletal  muscle. 
This  effect  was  considered  to  be  inde- 
pendent of  the  hypotensive  action  of  the 
extract,  and  the  active  principle  was  found 
to  be  adenosine  triphosphate.  Injection  of 
myoglobin  was  thought  to  potentiate  the 
adenosine  triphosphate  effect. 

The  renal  disease  associated  with  crush- 
ing injury  most  closely  approximates  the 
condition  found  in  patients  with  skeletal 
muscle  necrosis  but  is  not  strictly  com- 
parable because  of  the  frequently  accom- 
panying shock,  blood,  and  blood  loss. 13 
Acute  renal  failure  following  experimental 
crush  injury  appears  to  be  associated  with  a 
significant  period  of  renal  ischemia.15-17 
Studies  of  the  effect  of  hemoglobin  on  renal 
function  are  more  numerous.  In  view  of 
the  structural  and  physiologic  similarities, 
it  seems  appropriate  to  extrapolate  the 
results  of  these  experiments  to  the  effects  of 
myoglobin  on  renal  function.18 

In  1931,  Mason  and  Mann19  produced  a 
sharp  but  transient  decrease  in  kidney 
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volume  following  injection  of  crystalline 
hemoglobin.  This  was  attributed  to 
afferent  arteriolar  constriction.  A subse- 
quent publication  by  Bing12  failed  to  dem- 
onstrate any  significant  change  in  renal 
hemodynamics.  However,  the  injection 
of  methemoglobin  in  acidotic  dogs  resulted 
in  an  elevated  blood  urea  nitrogen,  hydropic 
degeneration  of  the  proximal  tubule,  and 
patchy  necrosis  in  the  distal  tubule  asso- 
ciated with  a decrease  in  glomerular  filtra- 
tion rate  and  renal  plasma  flow.  Although 
the  experimental  conditions  varied,  similar 
results  were  obtained  by  Owen,  Desautels, 
and  Walter20  and  Rosoff  and  Walter.21 
Recent  studies  in  human  beings22  23  and  in 
dogs21  indicate  that  the  injection  of  hemo- 
globin solutions  is  followed  by  a prompt  fall 
in  renal  plasma  flow  and  suggests  that 
hemoglobin  per  se  is  capable  of  inducing 
some  degree  of  renal  ischemia  by  virtue  of 
its  vasoconstrictor  action  on  the  kidney. 
Some  of  these  experiments  also  demon- 
strated a fall  in  cardiac  output  and  increase 
in  peripheral  resistance.24  These  findings 
imply  that  the  observed  fall  in  renal  plasma 
flow  is  because  of  a combination  of  factors, 
and  the  vasoconstrictor  action  of  hemo- 
globin is  not  selectively  limited  to  the 
kidney. 

Although  the  mechanism  is  not  under- 
stood, hemoglobin  and  probably  myoglobin 
appear  to  be  capable  of  contributing  to  the 
development  of  acute  renal  failure  because 
of  their  ischemic  action. 

The  evidence  for  the  existence  of  a 
nephrotoxin  in  patients  with  muscle  necrosis 
is  interesting  but  inconclusive.  The  adeno- 
sine triphosphate  effect  referred  to  pre- 
viously has  not  been  confirmed.14  Simi- 
larly, the  release  of  polysaccharides  from 
damaged  tissues  may  produce  a variety  of 
responses  like  those  observed  following  the 
injection  of  bacterial  endotoxins.25  The 
speculative  implications  are  quite  obvious, 
but  there  is  no  evidence  to  support  them. 

The  possibility  that  iron  may  be  toxic 
to  the  kidney  has  been  mentioned  by 
Hampton  and  Mayerson.26  Their  data 
suggest  the  presence  of  a ferritin-iron- 
handling  mechanism  in  the  kidney.  It  was 
postulated  that  if  this  mechanism  became 
saturated,  the  iron  released  from  hemo- 
globin in  the  renal  tubule  cell  might  form 
ferric  hydroxide.  This  compound  could 
be  responsible  for  protein  precipitation  and 


subsequent  necrosis  of  the  cells.  The 
deposition  of  iron  and  hemosiderin  in  the 
renal  tubule  in  patients  with  paroxysmal 
nocturnal  hemoglobinuria  has  been  demon- 
strated with  the  electron  microscope.27 
It  may  be  argued  that  patients  with  hemo- 
chromatosis are  not  subject  to  acute  renal 
tubular  necrosis.  However,  this  is  a 
chronic  disease  characterized  by  other 
abnormalities  in  ferrokinetics,  and  the  rate 
of  deposition  of  iron  may  be  more  sig- 
nificant than  either  the  total  quantity  or 
the  over-all  disturbance  in  iron  metabolism. 

Another  mechanism  for  the  production 
of  renal  damage  was  postulated  by  Litwin, 
Walter,  and  Jackson,15  who  suggested  that 
the  heme  pigment  released  from  hemo- 
globin and  myoglobin  may  be  transformed 
to  acid  hematin,  a substance  with  nephro- 
toxic properties,  particularly  in  the  pres- 
ence of  renal  ischemia. 

The  role  of  tubule  obstruction  by  pig- 
mented casts  should  be  mentioned  briefly 
because  of  its  frequent  occurrence  and 
historical  significance.  Present-day  con- 
cepts are  perhaps  best  summarized  by 
Schaar,  LaBree,  and  Gleason.7  In  their 
report  of  a patient  with  renal  failure  second- 
ary to  paroxysmal  hemoglobinuria,  they 
stated  that  the  pigment  casts  observed 
in  the  renal  tubules  were  more  likely  the 
result  and  not  the  cause  of  the  kidney  dis- 
ease. However,  the  possibility  of  a con- 
tributory influence  is  not  disputed  pro- 
vided that  the  disease  is  already  estab- 
lished. 

The  majority  of  reports  dealing  with  this 
subject  indicate  that  the  occurrence  of 
acute  renal  failure  is  associated  only  with 
some  coexisting  condition  or  complication 
of  the  muscle  disease.4  68  Our  impression 
is  basically  in  accord  with  this  view. 
However,  relative  to  the  number  of  re- 
ported cases,  we  believe  that  the  incidence 
of  renal  disease  is  more  common  than 
indicated  by  Reiner  et  al.*  It  is  recognized 
that  severe  forms  of  stress  may  play  a 
significant  role  in  the  genesis  of  renal 
failure,  but  there  remains  a large  number 
of  patients,  of  which  the  present  case  is  an 
example,  in  whom  it  is  difficult  to  elicit  the 
presence  of  these  precipitating  factors. 

Most  patients  with  myoglobinuria  mani- 
fest varying  degrees  of  oliguria  during 
acute  episodes  despite  the  absence  of  tubu- 
lar necrosis.  Thus,  it  would  appear  that 
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myoglobinuria  associated  with  skeletal 
muscle  destruction  may  result  in  a transient 
compromise  of  renal  function,  and  acute 
tubular  necrosis  may  supervene  in  those 
individuals  made  more  susceptible  by  a 
variety  of  factors.  These  include  those 
conditions  that  favor  renal  ischemia,  re- 
lease of  an  antidiuretic  hormone,20  and 
the  presence  of  metabolic  acidosis.1213 
Finally,  the  possible  nephrotoxic  action  of 
iron,  acid  hematin,  and  other  substances 
liberated  from  damaged  muscle  must  be 
considered  as  contributory  influences. 

Summary 

A case  is  reported  of  a patient  who 
suffered  an  acute  fulminating  illness  charac- 
terized by  muscle  necrosis,  acute  renal 
failure,  and  absence  of  demonstrable  myo- 
globinuria. Death  occurred  shortly  after 
admission,  presumably  as  a result  of  hyper- 
kalemia and  respiratory  paralysis. 

The  relationship  of  acute  renal  failure 
to  muscle  necrosis  is  discussed.  It  is 
concluded  that  the  liberation  of  muscle 
pigment  is  not  solely  responsible  for  the 
development  of  acute  renal  failure. 
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FIGURE  1.  Chest  examination  shows  oval  density 
in  left  lung  at  level  of  hilum. 


M etastases  to  the  brain  occur  by  direct 
extension  and  infiltration,  by  vascular 
emboli,  and  by  migration  via  the  meningeal 
spaces.  Carcinoma  of  the  lung  is  the 
major  offender,  although  metastases  from 
carcinoma  of  the  thyroid  gland,  intestine, 
breast,  stomach,  kidney,  adrenal  glands, 
skin,  and  prostate  are  seen  in  approximately 
that  order  of  frequency.1 

The  angiographic  changes  in  intra- 
cerebral metastatic  tumor  have  been  well 
described.2-5  Intracranial  metastases,  if 
well  visualized,  may  be  demonstrated 
angiographically  as  small  tumor  stains 
which  may  become  permanent  during 
arterial,  capillary,  or  venous  phases.  In 
less  vascular  metastases,  there  may  be  only 
a peripheral  layer  of  fine  vessels  surround- 
ing the  metastatic  focus.  In  these  instances, 
the  central  portion  of  the  tumor  may  be 
nearly  or  totally  avascular  with  resulting 
cystic  degeneration.  Rarely  there  are  no 
well-defined  peripheral  vessels  or  tumor 
stain  but  merely  minimal  to  moderate  dis- 
placement of  the  larger  cerebral  arteries. 

Common  to  most  metastatic  lesions  is 
their  location  at  the  terminal  branches  of 
the  middle  and  anterior  cerebral  arteries. 
The  parieto-occipital  area  appears  to  be  a 
favorite  site  for  metastatic  disease.  The 
lesion  is  thus  cortical  or  immediately  sub- 
cortical in  location.  The  demonstration 


of  multiple  lesions  is  usually  confirmatory 
for  intracerebral  metastases. 

Recently  in  a patient  with  pulmonary 
carcinoma,  we  found  a large  focus  of  meta- 
static disease  to  the  brain  with  extensive 
cavitation  (Fig.  1).  The  large  cavity  was 
best  demonstrated  by  ventriculography 
(Fig.  2).  Relative  avascularity  was  noted 
on  cerebral  angiography  (Fig.  3).  No  ap- 
parent connection  with  the  ventricular 
system  was  demonstrated  by  preced- 
ing pneumoencephalography.  Although 
cavitating  metastases  of  the  brain  is  not 
rare,  the  degree  to  which  it  was  dem- 
onstrated here  seemed  worthy  of  note. 
It  is  interesting  to  speculate  to  what  degree 
extensive  cavitation  does  occur  in  lesions 
that  demonstrate  sparse  or  absence  of 
centrally  placed  vessels. 

Case  report 

This  was  the  first  hospital  admission  of 
this  sixty-six-year-old  male  who  entered 
with  the  chief  complaint  of  five  weeks  of 
progressive  loss  of  balance,  nausea,  and 
headaches. 

In  the  five  weeks  preceding  hospital 
admission,  the  patient  had  progressively 
lost  the  ability  to  walk  in  a straight  line. 
During  this  time  he  had  developed  severe 
occipital  headaches  which  were  unrelieved 
by  medication.  Definite  tinnitus  and 
throbbing  of  the  occipital  area  was 


404  New  York  State  Journal  of  Medicine  / February  1,  1966 


FIGURE  2.  Ventriculography  showing  (A)  large 
cavity  in  parieto-occipital  area  that  did  not  com- 
municate with  ventricular  system  directly.  Ventric- 
ular system  wa  sdisplaced.  (B)  Lateral  view 
demonstrating  parieto-occipital  location  of  cavi- 
tating  metastasis. 


experienced.  In  the  week  preceding 
hospital  admission,  he  began  vomiting 
about  four  or  five  times  per  day  and  had 
severe  nausea.  Two  days  before  hospital 
admission,  he  experienced  several  episodes 
of  falling  to  the  right  side. 

Physical  examination  showed  the  patient 
to  be  in  no  acute  distress  and  lying  quietly 
in  bed.  Blood  pressure  was  125/70,  pulse 


FIGURE  3.  Carotid  arteriogram  showing  avascular 
lesion  with  some  vessel  displacement. 


65,  and  respirations  16.  Reflexes  were 
equal  and  active.  Muscle  strength  was 
good.  Cranial  nerves  were  normal. 

Pneumoencephalogram  was  performed 
but  was  technically  unsatisfactory.  A 
ventriculogram  performed  in  the  operating 
room  revealed  a large  cystic  space  in  the 
right  parieto-occipital  area  which  displaced 
the  right  lateral  ventricle  medially  (Fig.  2). 
This  cystic  structure  apparently  did  not 
communicate  with  the  ventricular  system 
on  the  pneumoencephalogram,  and  it  was 
filled  in  the  course  of  the  ventriculogram. 
A right  carotid  arteriogram  showed  an 
avascular  lesion  with  some  vessel  dis- 
placement (Fig.  3). 

Chest  examination  revealed  a parahilar 
density  (Fig.  1).  It  was  felt  this  was  a 
carcinoma  of  the  lung.  At  craniotomy,  a 
large  cystic  structure  was  found  in  the 
parietal  area  containing  35  cc.  of  xantho- 
chromic fluid.  The  pathologic  report 
stated  a diagnosis  of  undifferentiated 
carcinoma  which  was  metastatic  to  the 
temporal  lobe  and  consistent  with  primary 
carcinoma  of  the  lung. 

Comment 

With  pneumoencephalography  and 
ventriculography,  metastatic  disease 
usually  does  not  show  unique  changes.6 
Changes  that  occur  resemble  those  pro- 
duced by  tumors  of  primary  origin. 
Multiple  metastatic  foci  seldom  give  pneu- 
moencephalographic  evidence  of  their  multi- 
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plicity.  One  usually  sees  evidence  of  the 
largest  lesion  only.6  Depending  on  the 
primary  disease,  removal  of  a solitary 
metastasis  may  obtain  remission  of  the 
process  for  several  years.  Angiography 
appears  to  be  the  most  effective  way  to 
determine  the  presence  of  multiple  lesions. 

Summary 

Metastatic  tumor  to  the  brain  is  a com- 
mon complication  of  the  most  frequently 
seen  primary  carcinomas.  The  importance 
of  single  versus  multiple  metastases  is 
noted.  A carcinoma  of  the  lung  with  an 


extensive  cavitating  metastasis  to  the 
brain  is  reported. 

References 

1.  Anderson,  W.  A.  D.:  Pathology,  4th  ed.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1961,  p.  1334. 

2.  Berrett,  A.:  Metastatic  disease  to  the  brain  and  its 
differential  diagnosis,  Acta  Radiol.  1:  206  (Mar.)  1963. 

3.  Green,  J.  R.,  and  Arana,  R.:  Cerebral  angiography. 
A clinical  evaluation  based  on  107  cases.  Am.  J.  Roentgenol. 
59:  617  (1948). 

4.  List,  C.  F.,  and  Hodges,  F.  J.:  Differential  diagnosis  of 
intracranial  neoplasm  by  cerebral  angiography.  Radiology 
48:  493  (1947). 

5.  Zachrisson,  L.:  Angiography  of  cerebral  metastases, 

Acta  Radiol.  1:  521  (Mar.)  1963. 

6.  Davidoff,  L.  M.,  and  Epstein,  B.  S.:  The  Abnormal 
Pneumoencephalogram,  Philadelphia,  Lea  and  Febiger,  1955, 
p.  302. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  14  through  17, 1966 
The  Americana,  New  York  City 


406  New  York  State  Journal  of  Medicine  / February  1,  1966 


Secondary  Intraperitoneal 

Cysts 


STANLEY  FRIEDMAN,  M.D.,  F.A.C.O.G. 

Saratoga  Springs,  New  York 

Attending  in  Obstetrics,  Saratoga  Hospital 


Secondary  intraperitoneal  cysts  of  the 
lower  abdomen  have  received  little  notice 
in  gynecologic  literature.  The  only  con- 
temporary article  on  this  subject  is  that  by 
Falk  and  Bunkin.*  Personal  experience 
indicates  that  this  condition  may  be  more 
common  than  the  scant  attention  it  has 
received  suggests. 

It  is  the  purpose  of  this  article  to  report 
2 cases  and  to  review  the  diagnosis  and 
treatment  of  these  cysts. 

Case  reports 

Case  1.  A forty-three-year-old  nulli- 
gravida  was  operated  on  at  Harlem 
Hospital  in  New  York  City  in  1953  because 
of  a large  fibroid  uterus.  Despite  a marked 
anemia,  the  patient  refused  blood  trans- 
fusions because  of  her  religious  beliefs. 
Because  of  this,  and  because  of  operative 
difficulties,  only  a supracervical  hyster- 
ectomy was  done.  The  postoperative 
course  was  uneventful,  and  follow-up  ex- 
amination one  year  later  showed  negative 
findings. 

In  1955  she  was  readmitted  because  of  a 
feeling  of  pressure  in  the  lower  abdomen. 
A cystic  mass  was  palpable  filling  the  lower 
abdomen  and  extending  up  to  the  level 
of  the  umbilicus.  A laparotomy  was  per- 

* Falk,  H.  C.,  and  Bunkin,  I.  A.:  Intraperitoneal  cysts 
simulating  ovarian  cysts;  diagnosis  and  treatment,  Obst.  & 
Gynec.  1:  183  (1953). 


formed,  with  the  preoperative  diagnosis 
of  an  ovarian  cyst. 

At  operation,  a thin-walled,  multilocular 
cyst,  about  the  size  of  a twenty  weeks  ges- 
tation, was  encountered.  In  an  attempt 
to  dissect  the  cyst  free  of  adherent  bowel, 
it  was  ruptured  and  serous  fluid  escaped. 
The  fluid  was  suctioned  off,  and  part  of  the 
cyst  wall  was  removed.  Atrophic  ovaries 
were  noted  low  down  in  the  cyst  wall. 
No  further  manipulations  were  attempted. 
The  postoperative  course  was  without 
incident,  but  four  months  later  a cystic 
mass  was  felt  above  the  cervical  stump. 
Three  months  after  that  the  patient  was 
readmitted  because  of  a progressive  increase 
in  the  size  of  her  abdomen,  low  back  and 
suprapubic  pains,  and  urinary  frequency. 
Examination  confirmed  the  presence  of  a 
cystic  mass  filling  the  lower  abdomen  and 
bulging  into  the  posterior  cul-de-sac.  An 
intravenous  urogram  showed  a right  hydro- 
nephrosis due  to  the  pelvic  mass. 

It  was  apparent  that  there  had  been  a 
recurrence  of  the  peritoneal  cyst.  Since 
the  previous  operation  had  not  been  suc- 
cessful, a different  approach  to  the  problem 
was  considered.  The  cyst  seemed  easily 
accessible  vaginally,  and  George  Blinick, 
M.D.,  the  senior  attending  physician  on 
service,  suggested  an  attempt  to  marsupial- 
ize  the  cyst  by  this  route. 

Under  general  anesthesia,  the  mucosa 
of  the  posterior  fornix  of  the  vagina  was 
transversely  incised.  Pressure  on  the  cyst 
applied  abdominally  caused  it  to  bulge 
further  at  the  site  of  the  incision.  It  was 
then  opened  through  this  incision,  and  a 
large  amount  of  serous  fluid  was  evacuated, 
with  the  help  of  continued  abdominal 
pressure.  A plain  gauze  packing  was  then 
inserted  into  the  cavity  of  the  cyst.  One 
end  was  left  free  in  the  vagina.  The  en- 
tire procedure  took  only  five  or  ten  minutes. 

The  patient  was  given  antibiotics  post- 
operatively,  and  the  packing  was  shortened 
daily,  starting  from  the  third  postoperative 
day  until  the  seventh  day,  when  it  was 
removed  completely.  The  opening  in  the 
cul-de-sac  was  dilated  digitally  each  day 
until  all  drainage  had  ceased  and  the  pa- 
tient became  afebrile.  This  took  five 
more  days.  The  patient  was  then  dis- 
charged. Five  months  later,  at  follow-up 
examination,  the  examiner  thought  he  felt 
a mass  on  the  left  side  of  the  pelvis.  The 
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patient  had  no  complaints,  however,  and 
was  advised  to  return  in  two  months.  She 
failed  to  return  despite  repeated  efforts  to 
contact  her. 

Two  and  one-half  years  later,  a letter 
was  sent  to  the  patient  inquiring  as  to  her 
health  and  if  she  had  required  further 
surgery.  She  replied  in  part,  “I  decided 
if  I had  another  (sic  cyst)  ...  I was  not 
going  to  have  another  operation.  ...  I 
feel  fine.  I am  working  part  time.” 

Although  the  patient  failed  to  credit  her 
good  health  to  her  physicians,  at  least  it 
appeared  that  the  cyst  had  been  success- 
fully dealt  with  by  the  last  procedure. 

Case  2.  A forty -five-year-old  multipara 
underwent  a total  hysterectomy  and  right 
salpingo-oophorectomy  in  1959  because  of 
small  fibroids  and  an  endometrial  cyst. 
The  postoperative  course  was  uneventful. 
About  six  months  later,  the  patient  began 
to  complain  of  pain  in  the  rectum  and  left 
lower  quadrant.  A cystic,  nontender  mass 
was  easily  palpable  in  the  left  lower  quad- 
rant, extending  to  3 fingerbreadths  above 
the  symphysis.  On  vaginal  examination, 
the  mass  seemed  about  7 cm.  in  diameter 
and  was  not  freely  movable.  The  mass  was 
observed  for  the  next  two  years  without 
appreciable  change.  During  this  period, 
the  patient  was  generally  asymptomatic, 
but  she  did  have  occasional  episodes  of 
lower  abdominal  and  rectal  pain. 

About  three  years  after  the  original  sur- 
gery, the  patient  began  to  complain  of  more 
severe  and  persisting  pains.  The  mass 
seemed  to  be  considerably  larger  than  at  the 
time  of  the  last  examination,  about  eight 
months  earlier.  A laparotomy  was  then 
performed  with  the  preoperative  diagnosis 
of  an  ovarian  or  peritoneal  cyst. 

At  operation,  a cystic  mass  was  found  fill- 
ing the  entire  left  lower  quadrant  of  the  ab- 
domen. Inspection  revealed  that  it  was  a 
typical  intraperitoneal  cyst.  The  dome  or 
anterior  wall  consisted  of  peritoneum;  the 
right  side  and  superior  surface  consisted  of 
the  sigmoid;  the  bladder  lay  inferiorly; 
the  posterior  surface  and  floor  of  the  cyst 
was  the  posterior  parietal  peritoneum  and 
cul-de-sac;  and  the  left  side  blended  into 
the  left  lateral  pelvic  wall.  No  attempt  was 
made  to  dissect  the  cyst.  The  anterior  wall 
was  opened  and  several  hundred  cubic  centi- 
meters of  serous  fluid  were  evacuated.  An 


atrophic  ovary  and  fallopian  tube  were 
found  adherent  to  the  inner  surface  of  the 
cyst  cavity  and  were  removed.  The  flap  of 
redundant  peritoneum  which  had  made  up 
the  anterior  wall  of  the  cyst  was  turned 
back  on  itself  and  sutured  to  the  overlying 
sigmoid;  this  insured  the  opening  of  the  cyst 
cavity  into  the  general  peritoneal  cavity. 

The  postoperative  course  was  uneventful. 
Examination  two  years  later  gave  negative 
findings,  and  the  patient  was  symptom-free. 

Comment 

Finding  a cystic  pelvic  mass  on  examina- 
tion usually  makes  one  think  of  an  ovarian 
or  possibly  an  intraligamentous  cyst. 
When  a peritoneal  cyst  is  then  encountered 
at  laparotomy,  an  attempt  will  frequently 
be  made  to  remove  it  in  toto.  The  cyst  in- 
variably ruptures  in  this  process,  since  its 
wall  is  actually  made  up  of  the  surrounding 
structures:  bowel,  bladder,  and  peri- 

toneum. But  even  though  little  or  no  part 
of  the  cyst  wall  may  be  removed,  simple 
rupture  of  the  cyst  may  be  curative  since, 
in  effect,  it  has  now  been  marsupialized  into 
the  peritoneal  cavity.  On  the  other  hand, 
persistence  in  the  attempt  to  remove  the 
cyst  entails  needless  and  dangerous  dissec- 
tion of  the  parietal  peritoneum  which  may 
result  in  bowel,  bladder,  and  ureteral  in- 
juries. 

If  the  cyst  recurs,  the  physician  is  faced 
with  a dilemma.  The  basic  derangement  re- 
sponsible for  the  first  cyst’s  formation,  an 
imbalance  between  transudation  and  ab- 
sorption of  peritoneal  secretions,  is  probably 
still  in  effect.  This  derangement  may  be 
initiated  by  pelvic  inflammatory  disease, 
postoperative  hematomas,  and  postopera- 
tive adhesions.*  In  the  face  of  a recur- 
rence, further  intra-abdominal  manipula- 
tions may  only  aggravate  these  factors. 

Nevertheless,  these  cysts  may  attain  con- 
siderable size  and  produce  symptoms  which 
must  be  relieved.  Vaginal  drainage  should 
be  an  ideal  method  of  treatment  for  peri- 
toneal cysts  that  are  accessible.  It  is  a 
minor  procedure  without  the  hazards  of 
laparotomy.  In  addition,  packing  of  the 
cyst  cavity  affords  an  excellent  channel  for 
continued  drainage,  reducing  the  likelihood 
of  future  recurrences. 

This  method  could  also  be  used  as  a pri- 
mary procedure.  The  chief  drawback  is  the 
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need  to  establish  a definite  diagnosis,  a need 
that  can  usually  be  fulfilled  only  by  laparot- 
omy. There  are,  however,  several  features 
which  may  suggest  the  diagnosis  of  a peri- 
toneal cyst:  (1)  a history  of  prior  removal 

of  both  ovaries,  with  confirmation  by  re- 
view of  the  operative  and  pathologic  re- 
ports; (2)  fixation  of  the  cyst  and  absence 
of  a clearly  defined  cyst  wall;  and  (3)  loca- 
tion of  the  cyst  at  or  near  the  midline  of  the 
pelvis. 

All  of  these  features  may  not  be  found, 
nor  do  they  completely  rule  out  the  possi- 
bility of  some  other  lesion.  Thus,  the  vag- 
inal approach  is  not  recommended  as  the 
initial  treatment  unless  there  is  no  doubt  as 
to  the  diagnosis.  It  may  be  desirable  to 
drain  and  pack  a peritoneal  cyst  vaginally, 
after  the  abdomen  has  been  opened  and  the 
diagnosis  established.  This  would  obviate 
the  need  for  further  intra-abdominal  ma- 


Intranasal freezing 
for  severe  epistaxis 

Following  animal  investigations,  limited  clini- 
cal experience  with  a new  approach  in  treating 
epistaxis  shows  encouraging  results,  but  C.  D. 
Bluestone,  M.D.,  writing  of  this  in  a recent 
issue  of  Transactions  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  warns  that 
follow-up  has  been  too  brief  for  lasting  conclu- 
sions. In  experiments  with  dogs  it  was  demon- 
strated that  when  severe  epistaxis  is  not  re- 
lieved by  tamponade  alone,  it  can  be  controlled 
quickly  by  intranasal  freezing.  After  a freezing 
period  of  one  hour  at  minus  20  C.,  the  nasal 
mucosa  returns  to  approximately  normal  in  six 
weelcs.  Because  there  is  some  microscopic 
evidence  of  thickening  of  the  small  and  medium- 
sized blood  vessels  after  six  months,  a patient 
with  hereditary  telangiectasia  is  being  observed 
after  undergoing  a nasal  freeze,  and  both  labora- 
tory and  clinical  studies  of  the  method  are  con- 
tinuing. It  was  also  found  that  the  use  of  an 
intranasal  balloon  and  a catheter  was  more  use- 
ful than  petrolatum  gauze  in  controlling  epi- 
staxis. 

Twenty  mongrel  dogs  weighing  from  12  to 
15  Kg.  were  used  in  the  initial  experimental 
study.  After  heparinization,  biopsy  of  the 
lateral  nasal  wall  was  obtained  inducing  severe 
nasal  bleeding.  The  animals  were  then  placed 
in  five  experimental  treatment  groups  as  fol- 


nipulations,  lessen  the  danger  of  injury  to 
the  surrounding  structures,  reduce  the  for- 
mation of  fresh  adhesions,  and  still  leave  a 
superior  drainage  tract. 

Conclusion 

1.  A fixed,  indefinitely  outlined  cystic- 
pelvic  mass  that  follows  pelvic  surgery 
should  suggest  the  formation  of  a secondary 
intraperitoneal  cyst. 

2.  Such  cysts  are  best  treated  by  mar- 
supialization, without  attempting  to  re- 
move them. 

3.  In  selected  cases,  if  the  diagnosis  is 
firmly  held  preoperatively,  these  cysts  may 
be  drained  vaginally. 

31  Myrtle  Street 
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lows:  (1)  no  treatment,  (2)  petrolatum  gauze 

pack,  (3)  intranasal  latex  balloon  with  water, 
(4)  balloon  and  coolant  (95  per  cent  ethyl  alco- 
hol) at  20  C.  circulating,  and  (5)  sixty-minute 
freeze  at  minus  20  C. 

From  the  experimental  observations,  this 
approach  is  now  used:  When  simple  cautery 

fails  to  stop  epistaxis,  a nasal  balloon  is  intro- 
duced on  the  bleeding  and  filled  with  about  15 
cc.  water.  If  a posterior  pack  is  indicated,  a 
catheter  is  introduced  into  the  opposite  side 
and  filled  with  water.  The  bag  is  pulled  back 
snugly  into  the  nasopharynx.  This  tamponade 
has  been  successful  in  controlling  epistaxis  in  8 
patients  at  the  time  of  this  writing.  There  ap- 
pears to  be  far  less  discomfort  with  the  balloon 
than  with  the  use  of  petrolatum  gauze  and  far 
less  tissue  necrosis.  If  the  hemorrhage  is  not 
controlled  by  this  method,  the  gastric  hypo- 
thermia machine  is  attached  to  the  intranasal 
balloon  by  removing  the  self-sealing  plug  from 
the  balloon.  Cyro genic  therapy  is  then  started 
maintaining  the  outflow  temperature  at  minus 
20  C.  for  sixty  minutes.  If  the  patient  has  been 
packed  by  conventional  methods  and  the  severe 
bleeding  persists,  the  packing  is  removed  and 
the  intranasal  balloon  inserted.  If  the  tam- 
ponade alone  does  not  quickly  stop  the  bleeding, 
freezing  is  started  as  described  above.  Three 
patients  have  required  this  latter  method  so  far. 

The  procedure  has  been  found  to  be  effective, 
safe,  technically  simple,  and  well  tolerated  by 
the  patients.  Hospitalization  has  been  re- 
duced to  forty-eight  hours. 
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T HE  FOUR  HUNDREDTH  ANNIVERSARY  of  the 
death  of  Andreas  Vesalius  was  celebrated  in 
1964.  No  figure  in  medical  history  has 
been  the  subject  of  so  much  controversy 
as  this  famous  anatomist.  His  De  Humanis 
Corporis  Fabrica  ranks  with  the  greatest 
medical  works  in  existence,  but  some  critics 
claim  that  his  personal  contribution  to 
this  epoch-making  book  was  merely  that 
of  a commentator  and  that  the  wonderful 
illustrations  and  woodcuts  should  be 
credited  to  John  Stephen  of  Calcar.1 
Others  believe  that  if  Vesalius  did  not 
actually  copy  the  drawings  of  Leonardo 
da  Vinci,  he  saw  them  and  was  influenced 
by  them.2  Those  historians  who  consider 
Vesalius  to  be  the  father  of  modern 
anatomy  and  the  initiator  of  the  renaissance 
of  medicine  go  so  far  as  to  say  that  even 
William  Harvey’s  De  Motu  Cordis  de- 
pended on  Vesalius’  findings.3 

At  the  annual  meeting  of  the  National 
Medical  History  Society  of  Italy  held  in 
Rome  in  October  of  1964  which  we  attended, 
Professor  Permuda  of  Padua  read  a report 
on  the  philosophy  of  Vesalius.  The  dis- 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
History  of  Medicine,  February  15,  1965. 

* Supported  by  the  Herbert  F.  Johnson  Fund  for  the 
Study  of  Medical  History. 


cussion  which  followed  was,  to  say  the 
least,  most  stormy. 

Recently  a reviewer  of  O’Malley’s 
scholarly  biography  of  Vesalius  published 
in  1964 4 criticized  the  author  for  failing  to 
emphasize  the  drama  of  the  anatomist’s 
life.  By  coincidence,  before  this  criticism 
was  published,  we  decided  to  consider  that 
very  aspect  of  his  career. 

If  drama  is  defined  as  a series  of 
actions  or  events  having  stirring  and  im- 
pelling impact  and  creating  controversial 
opinions  and  conflicts  often  leading  to  a 
final  catastrophe,  then  certainly  Vesalius’ 
life  and  death  lend  themselves  to  a most 
exciting  dramatic  analysis. 

From  the  evidence  offered  by  his  detrac- 
tors and  defenders,  we  shall  attempt  to 
determine  the  type  of  man  Vesalius  was 
and  to  itemize  the  dramatic  features  of  the 
career  of  an  important  scientist  about  whom 
heated  polemics  have  raged  for  many  years. 

First,  it  may  be  pertinent  to  summarize 
the  main  facts  of  his  life  on  which  there  is 
general  agreement. 

Biography 

Vesalius  was  born  in  Brussels  probably 
on  December  31,  1514,  the  son  of  an  apothe- 
cary in  the  service  of  Emperor  Charles  V. 
This  parent  was  the  illegitimate  offspring 
of  Everard  Van  Wesele,  a physician  to 
Archduke  Maximilian.  Vesalius’  grand- 
father, Johannes  de  Wesalia,  was  also  a 
physician,  and  it  is  said  that  Mary,  the 
wife  of  Emperor  Maximilian,  was  his 
patient. 

Little  is  known  of  Vesalius’  boyhood  in 
Brussels  except  that  he  showed  a con- 
siderable interest  in  dissecting  animals. 
At  the  age  of  fifteen,  he  matriculated  at  the 
University  of  Louvain  where  he  studied 
among  other  subjects  Latin  and  Greek. 
He  expected  to  become  a pharmacist, 
although  there  is  some  evidence  that  he 
desired  to  become  a physician  but  probably 
could  not  aspire  to  this  profession  because 
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of  his  father’s  illegitimacy.  However,  in 
1531  the  Emperor,  in  return  for  faithful 
service,  legitimatized  his  father,  and 
Vesalius  was  now  eligible  to  follow  the 
family  tradition  and  become  a physician. 

Since  the  medical  school  in  Louvain  was 
not  considered  outstanding,  Vesalius  went 
to  Paris  in  1533  probably  on  the  advice 
of  Florenas,  a friend  of  the  family.  In 
Paris  his  teachers  were  Jean  Guinter  and 
Jacobus  Sylvius.  Medical  education  in  the 
university  was  based  on  the  teachings  of 
Galen.  It  was  in  Paris  that  Vesalius 
actually  began  his  human  dissection  as  an 
assistant  to  Guinter,  taking  the  place  of  the 
barber  who  usually  performed  this  function 
while  the  professor  lectured  from  a high 
chair.4  Guinter  credited  the  young 
student  with  the  discovery  of  the  spermatic 
vessels  and  praised  him  highly  for  his 
erudition. 

In  1536  war  between  the  French  and 
Charles  V forced  Vesalius  as  an  enemy 
alien  to  leave  Paris  and  return  to  Louvain. 
During  the  year  he  was  at  Louvain,  he 
wrote  his  Paraphrasis  in  which  he  defended 
Greek  against  Arabic  medicine. 

At  the  end  of  1537  he  went  to  Padua 
which  at  that  time  was  probably  the  fore- 
most medical  school  in  Europe.  It  is  un- 
certain whether  he  was  advised  to  do  this 
by  his  old  friend  Florenas,  who  had  been  a 
student  in  Bologna,  or  was  influenced  by  a 
former  Paduan  student  he  met  in  Paris. 
It  was  in  Padua  that  Vesalius  attained  his 
greatest  fame.  No  sooner  did  he  complete 
his  examinations  than  he  was  appointed 
to  the  chair  of  surgery  and  anatomy.  There 
is  no  official  document  to  record  this  ap- 
pointment, but  there  is  a record  of  his  re- 
appointment in  1539.  In  Padua,  he  pro- 
duced the  Tabulae  Anatomicae  and  pre- 
pared his  famous  De  Humani  Corporis 
Fabrica  and  also  the  Epitome.  Here  he 
performed  his  best  dissections  of  human 
bodies  and  enunciated  his  principles  that 
the  teacher  must  do  his  own  dissections 
and  must  verify  his  observations  repeatedly 
before  drawing  conclusions. 

After  the  publication  of  the  Fabrica, 
Vesalius  left  Padua  and  academic  work 
and  entered  the  service  of  Emperor 
Charles  V as  one  of  the  court  physicians. 
He  served  the  Emperor  and  his  son, 
Philip  II,  until  1564,  when  he  left  Spain  for 
a pilgrimage  to  Jerusalem. 


On  his  return  from  the  pilgrimage  to 
resume  his  scientific  work  in  Padua  as 
professor,  his  ship  was  either  wrecked  or 
forced  to  seek  safety  on  the  island  of  Zante 
off  the  Greek  coast  where  Vesalius  died. 

Early  interests 

We  shall  now  present  some  of  the  more 
important  experiences  of  Vesalius  to  il- 
lustrate their  dramatic  character  and  to 
gain  some  insight  into  his  reaction  to  these 
episodes. 

It  certainly  was  unusual  for  a young  boy 
to  dissect  animals  in  the  beginning  of  the 
sixteenth  century.  One  might  consider 
this  evidence  of  an  exceptionally  in- 
telligent mind  and  of  a praiseworthy 
curiosity.  Zilboorg,5  a psychiatrist,  be- 
lieved that  this  was  abnormal,  suggesting 
sadism  and  an  inclination  to  destructive- 
ness, and  if  not  schizoid,  certainly  patho- 
logical. Vesalius’  subsequent  career 
hardly  substantiates  this  view. 

The  illegitimacy  of  his  father  must  have 
had  an  emotional  affect  on  Vesalius  and 
been  a considerable  handicap  to  his  plans 
in  life,  since  as  soon  as  the  Emperor  legiti- 
matized his  father,  he  immediately  changed 
his  plans  and  began  to  study  medicine  so  he 
could  become  a physician  in  keeping  with 
the  family  tradition.  His  reaction  to  this 
dramatic  event  characterized  \ esalius’ 
ambitious  nature,  a trait  he  demonstrated 
throughout  his  life. 

Medical  career 

His  three  years  in  Paris,  where  he  went 
at  the  age  of  eighteen,  were  very  eventful. 
Here,  under  Guinter,  he  first  had  an  op- 
portunity to  dissect  human  cadavers.  It 
is  said  that  he  rebelled  against  the  practice 
of  having  barbers  perform  the  dissection 
while  the  professor  sat  on  a high  chair 
talking  to  the  students,  and  it  must  have 
been  a startling  and  dramatic  scene  when 
young  Vesalius  left  the  student  bench, 
discarded  the  dull  Galen  text,  and 
impetuously  snatched  the  knife  to  perform 
the  actual  dissection.6  One  can  only  guess 
what  his  fellow  students  thought  of  him,  but 
Guinter  apparently  approved  of  Vesalius’ 
action  which  indicated  great  drive  and  per- 
haps opportunism.  Guinter  called  him 
a promising  young  man,  excellent  in 
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medicine  and  in  both  Latin  and  Greek,  and 
skillful  as  an  anatomist.  It  is  of  interest  to 
note  that  at  this  time  Vesalius  was  devoted 
to  Guinter  and  Sylvius  and  was  a disciple 
of  Galen. 

In  Paris  he  displayed  his  dedication  to 
anatomy  and  bravery  when  he  dug  for 
bones  in  the  cemetery  even  when  attacked 
by  packs  of  dogs. 

Vesalius  continued  to  show  his  fervor  for 
anatomic  investigation  when  he  returned 
to  Louvain.  He  took  a skeleton  piecemeal 
from  a gibbet  and  did  not  hesitate  to  lie 
about  its  procurement  by  claiming  that  he 
had  brought  it  from  Paris.  This  indicates 
a singular  devotion  to  his  chosen  field  and 
a disregard  for  the  laws  of  his  time.  Per- 
haps it  might  be  considered  further  proof 
of  his  bravery.  One  authority  states  that 
he  was  actually  banished  from  Louvain  for 
this  act  and  served  for  one  year  in  the  army 
of  Charles  V as  a surgeon,6  but  there  is  no 
other  verification  for  such  a statement. 

In  1537  he  arrived  in  Padua.  Here  he 
continued  to  show  his  dedication,  bravery, 
and  also  his  lack  of  respect  for  the  customs 
and  laws  of  the  community.  He  stole 
bodies  and  parts  of  bodies  and  kept  these 
unpreserved  in  his  room  to  dissect  alone, 
free  from  interruptions.  Garrison7  states 
that  he  went  over  the  bones  blindfolded  so 
that  he  could  know  them  better.  He  had 
his  students  watch  dying  patients  to  learn 
when  and  where  they  were  to  be  buried  so 
he  could  obtain  their  bodies  and  determine 
the  cause  of  death.  He  did  not  refrain 
from  dissecting  a body  under  the  most 
gruesome  conditions.4  He  ingratiated 
himself  with  judges,  so  that  the  time  set  for 
execution  of  condemned  criminals  could 
meet  his  convenience  for  public  dissection.6 

Vesalius  was  considered  by  all  his  con- 
temporaries to  have  a brilliant  mind.  To 
be  appointed  a professor  immediately  after 
completing  his  examinations  and  to  be 
permitted  to  repeat  his  lectures  annually, 
which  was  against  the  university  rules, 
indicate  what  the  institution  thought  of  his 
ability. 

His  students  considered  him  an  excellent 
demonstrator  and  teacher  and  his  charcoal 
drawing  on  the  dissecting  table  a dramatic 
method  of  teaching.8  At  his  public  dis- 
sections, often  more  than  500  observers 
were  present. 


Criticisms 

Vesalius’  integrity  has  been  brought  into 
question  by  several  writers.  For  example, 
as  mentioned  previously,  the  role  played  by 
Stephen  in  the  production  of  the  Tabulae 
Anatomicae  and  Leonardo  da  Vinci’s  in- 
spiration for  these  famous  illustrations 
have  often  been  discussed  to  Vesalius’ 
discredit.  Singer  is  quoted  as  indicating 
that  much  in  the  Fabrica  may  have  been 
influenced  by  Massa,  whom  Vesalius  never 
mentioned.1  Pazzini2  thinks  that  the 
woodcuts  which  were  used  in  the  Fabrica 
could  be  found  in  some  older  works.  Cush- 
ing9 states  that  in  the  Paraphrasis,  Vesalius 
did  not  credit  his  grandfather,  Everard, 
who  wrote  the  commentaries  on  Rhazes. 
Even  Roth,3  Vesalius’  most  ardent  sup- 
porter, credits  Stephen  with  at  least  3 
pictures  of  the  skeleton  in  the  Tabulae  and 
states  that  the  other  3,  describing  the  ves- 
sels and  viscera,  are  for  the  most  part  the 
work  of  Vesalius.  While  defending 
Vesalius  from  his  critics,  O’Malley,  as  a 
result  of  a careful  study  of  the  text  of  the 
Fabrica,  comments  on  an  interesting  inci- 
dent with  respect  to  the  anatomist’s  reac- 
tion to  plagiarism.4  Vesalius,  who  raged 
against  the  plagiarists  of  his  Fabrica,  him- 
self published  a revision  of  Guinter’s 
Institutiones  Anatomicae  without  his  former 
teacher’s  permission  less  than  two  years 
after  the  original  appearance  of  this  work. 
He  presumably  pocketed  the  profits  of  this 
revision.4  Therefore,  one  might  consider 
this  enemy  of  plagiarists  to  be  a plagiarist 
himself.  Vesalius’  excuse  was  that  he 
assisted  Guinter  in  his  dissections  which 
were  described  in  the  first  edition  and  that 
“the  students  needed  a corrected  edition” 
and  “trusted  the  generosity  of  the  author 
who”  he  believed,  “will  not  be  offended  by 
it.”  To  return  to  the  Tabulae  Anatomicae 
which  has  aroused  the  greatest  hostility 
against  Vesalius,  it  should  be  realized  that 
he  considered  the  artists  and  woodcutters 
as  assistants  and  technicians,  not  co- 
workers; an  attitude  which  is  not  un- 
common in  modern  times.  He  frequently 
referred  to  his  trials  with  the  artistic  tem- 
perament of  artists,  draughtsmen,  and 
possibly  wood-block  cutters  and  stated 
that  their  “bad  tempers  made  me  more 
miserable  than  the  bodies  I was  dis- 
secting.”4 
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Vesalius  could  express  himself  most 
violently  against  his  opponents  and  was  a 
master  of  invective.  His  bitterness  when 
describing  plagiarists,  whether  they  were 
anatomists,  booksellers,  or  printers,  may 
have  been  aroused  by  the  defective  repro- 
ductions of  his  illustrations  which  he 
claimed  gave  students  faulty  information, 
but  perhaps  there  was  also  a loss  of  re- 
muneration to  be  considered.4  His 
severest  vituperation  was  aimed  at  those 
individuals  who  attacked  the  Fabrica  and 
resented  his  criticisms  of  Galen. 

He  described  Corti  of  Bologna  as  a some- 
what irascible  man  and  as  a self-declared 
famous  professor  of  medicine.4  In  his 
Examen,  published  twenty-five  years  later, 
Vesalius  considered  his  reaction  “humor- 
ously, if  not  ruefully”  and  the  subject  of  the 
quarrel,  which  vein  should  be  opened,  as 
“so  much  goat’s  wool.” 

He  quarreled  with  Caius,  a former  friend, 
even  though  this  famous  Englishman 
praised  him. 

He  never  forgave  Colombo,  his  imme- 
diate successor  in  Padua,  for  his  criticism. 

When  he  was  refused  access  to  the  Greek 
texts  of  Galen  by  Cardinal  Rodolfo  and  by 
Balamio,  he  stated,  “they  cannot  use  them 
and  these  books  only  provide  food  for 
worms.” 

His  comment  about  the  superstition  that 
man  arises  from  the  ossicles  was  rather 
terse.  He  left  this  for  discussion  of  the 
theologians,  who  considered  only  them- 
selves at  liberty  to  argue  and  pronounce  on 
the  resurrection  of  souls  and  immortality. 

Some  of  the  expressions  of  contempt  for 
his  critics  might  be  cited:  “Men  of  the 

kind  born  solely  for  the  ostentation  of  the 
lecture  chair”;  “certain  calumniating 
goatish  physicians”;  “they  would  traduce 
me  by  their  astonishingly  pestilential 
hatred,  conniving  tacitly  etc.”;  “lest  I 
come  into  collision  here  with  some  scandal- 
monger or  some  sort  of  censor  of  heresy”; 
“I  have  been  calumniated  before  princes  by 
the  unlearned  who  disregard  all  study  and 
think  only  of  making  money”;  “physi- 
cians who  know  nothing  of  medicine  except 
the  use  of  a few  laxatives  and  syrups  pre- 
pared for  purging  humors.”  When  he  was 
criticized  for  doing  surgical  work,  he  called 
this  judgment  depraved  and  his  critics 
“these  pestilential  creatures  who  calum- 
niate anyone  whom  they  discover  to  know 


something  unknown  to  them.” 

His  severest  critic  was  his  old  professor, 
Sylvius  of  Paris,  who  called  Vesalius  “a 
ridiculous  madman,  one  utterly  lacking 
talent  who  curses  and  inveighs  against 
his  teachers.”  In  1542  he  praised  Sylvius 
as  “my  erudite  teacher,”  and  in  1543  he 
called  the  defender  of  Galen  “the  never- 
to-be-sufficiently  praised  Jacobus  Sylvius.” 
But  after  being  attacked  by  Sylvius, 
Vesalius  became  very  bitter.  He  refused  to 
change  his  views  about  Galen  when  Sylvius 
offered  to  remain  silent  on  condition  that 
his  former  pupil  admit  his  “errors,”  and 
declared  that  he  had  not  learned  to  speak 
counter  to  his  own  beliefs.  In  the  second 
edition  of  the  Fabrica,  he  probably  refers 
mainly  to  Sylvius  by  the  statement,  “the 
calumnies  and  utterly  false  disparagement 
of  certain  malicious  old  men  consumed  by 
ill  will.” 

Characteristic  of  Vesalius  was  the  risk 
he  took  by  sending  his  valuable  manuscript 
and  woodcuts  across  the  dangerous  Alps 
to  Basel  when  he  could  have  had  his  Fabrica 
published  in  nearby  Venice. 

Service  with  emperor 

One  of  the  most  dramatic  episodes  in 
the  life  of  Vesalius  was  his  resignation 
from  his  academic  position  in  Padua, 
leaving  the  work  he  had  pursued  so  ener- 
getically and  successfully  for  six  years  to 
take  service  with  the  Emperor  in  1543. 
What  prompted  him  to  make  such  an 
apparently  incomprehensible  decision? 
Many  explanations  have  been  offered  by 
his  biographers. 

Vesalius  himself  said  that  his  medical 
philosophy  required  such  action.  Even 
in  his  Paraphrasis,  written  in  his  young 
days,  he  stated  that  the  healing  art  is 
the  primary  goal  of  medicine,  and  the  chief 
purpose  of  anatomy  was  to  provide  a 
proper  foundation  for  its  pursuit.9  It  must 
also  be  remembered  that  there  was  a 
family  tradition  of  entering  the  Emperor’s 
service.  However,  the  severe  criticism  of 
his  Fabrica  in  which  he  contradicted  Galen 
so  effectively,  to  the  dismay  of  so  many 
influential  anatomists,  probably  was  an 
important  factor  in  influencing  him  to 
leave  his  scientific  work.  He  wrote  “about 
constantly  hearing  remarks  about  my 
writing  that  gnaw  at  the  soul  and  it  is  for 
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that  reason  that  I am  content  to  live  at 
court  far  from  the  sweet  leisure  of  studies.” 
“Thus,  I would  not  consider  publishing 
anything  now,  even  if  I wanted  to  do  so 
very  much  or  if  my  vanity  urged  me  to 
it.”  It  is  interesting  to  note  that  he  also 
experienced  considerable  criticism  by  the 
court  physicians.  Vesalius  felt  criticism 
so  keenly  that  in  a fit  of  temper  he  burned 
his  manuscripts  on  Galen,  Rhazes,  and 
other  ancients,  an  act  he  subsequently 
regretted.9 

Roth3  believed  that  most  investigators 
of  the  sixteenth  century  wanted  to  practice 
the  healing  art. 

A position  at  the  imperial  court  gave 
physicians  considerable  status  and  was  very 
lucrative,  since  they  were  called  to  care  for 
many  prominent  patients.  For  example, 
Vesalius  was  requested  to  treat  Henry  II, 
King  of  France,  at  which  occasion  he  met 
Pare. 

Cushing9  made  an  interesting  observa- 
tion about  Vesalius’  renunciation  of  his 
scientific  work  for  the  glitter  of  the  court. 
He  attributes  this  change  to  the  natural 
letdown  which  follows  many  great  efforts 
and  contributions. 

Finally,  it  has  been  suggested  that  he 
might  have  feared  that  his  criticism  of 
Galen  would  possibly  subject  him  to  per- 
secution by  the  Church.  But  Padua, 
under  the  Venetian  Senate  rather  than  the 
Papal  State,  was  a relatively  safe  place 
for  one  who  did  not  accept  the  established 
authorities. 

Departure  from  Spain  and  death 

Another  dramatic  phase  of  Vesalius’ 
career  was  his  departure  from  Spain  in 
1564.  When  Charles  V abdicated  be- 
cause of  ill  health,  his  son,  Philip  II,  brought 
Vesalius  to  Spain,  not  as  the  king’s  physi- 
cian, but  as  physician  to  the  Netherlands 
at  the  Court  of  Madrid.  Vesalius  found 
the  Spaniards  envious,  backward,  and 
proud,  and  he  was  unhappy  in  this  stultify- 
ing atmosphere.  He  had  no  opportunity 
to  perform  dissections  and  indeed  could 
not  even  obtain  a skull.  Moreover,  many 
of  his  old  critics,  like  Sylvius,  were  no 
longer  alive,  and  his  Fabrica  by  this  time 
was  accepted  by  many  anatomists.  There- 
fore, he  was  ready  to  return  to  his  academic 
life.  The  opportunity  for  such  a move  was 


at  hand  because  the  mortal  illness  of  Fal- 
lopius, who  held  Vesalius’  former  chair, 
presaged  the  vacancy  of  his  old  place. 

There  are  several  versions  about  his 
departure  from  Spain.  There  is  a legend 
that  when  Vesalius  opened  the  body, 
during  an  autopsy  on  a nobleman,  the 
heart  was  still  beating.  He  was  accused 
of  murder  and  denounced  before  the  In- 
quisition for  impiety.  He  was  sentenced 
to  be  executed,  but  Philip  II  saved  him 
with  great  difficulty,  on  condition  that 
he  make  a pilgrimage  to  Jerusalem.  This 
tale  has  been  generally  discredited. 

A more  plausible  account  of  Vesalius’ 
departure  from  Spain  is  that  he  was 
severely  ill,  or  perhaps  feigned  illness  and 
obtained  permission  from  Philip  to  under- 
take the  pilgrimage  to  Jerusalem  in  grat- 
itude for  his  recovery.  It  is  well  authen- 
ticated that  on  his  way  to  Jerusalem,  he 
stopped  in  Venice  to  meet  his  influential 
friends  to  obtain  the  appointment  in 
Padua,  since  Fallopius  had  died. 

Finally,  his  catastrophic  death  was  as 
dramatic  as  his  life.  It  is  not  certain 
whether  his  ship  returning  from  Jerusalem 
was  wrecked  at  the  island  of  Zante  after 
being  tossed  about  for  forty  days  by  storms 
and  Vesalius’  body  was  washed  ashore,  or 
whether  he  landed  on  the  island  and  died 
of  illness  in  a vile  and  miserable  inn.  Ap- 
parently there  is  agreement  that  the  ship 
was  not  very  seaworthy  and  was  used  to 
transport  poor  pilgrims,  that  it  encountered 
stormy  weather,  and  that  there  was  a 
shortage  of  food  and  water  and  some  of  the 
passengers  died  on  board  and  their  bodies 
were  thrown  into  the  sea  “to  feed  the 
fish.” 

Vesalius  might  have  waited  for  passage 
on  one  of  the  vessels  of  the  Venetian  fleet 
since  he  had  sufficient  funds  for  such  an 
accommodation.  His  detractors  point  to 
this  episode  as  evidence  that  he  was  avari- 
cious, but  his  defenders  point  out  that  delay 
in  waiting  for  one  of  the  Venetian  ships 
would  have  prevented  his  return  to  Padua 
in  time  for  the  opening  of  the  academic 
sessions  and  indicated  his  devotion  to  his 
duties.  There  is  a legend  that  his  body 
was  recognized  by  a Venetian  goldsmith 
who  arranged  for  his  burial.  It  was  re- 
ported that  he  was  laid  to  rest  in  the  Church 
of  Santa  Maria  delle  Grazie  which  was 
destroyed  by  the  great  earthquake  of  1893. 
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Today  there  is  a simple  stone  in  an  old 
and  beautiful  olive  grove  overlooking  the 
sea  on  which  is  inscribed  in  Greek: 

Here  existed  the  Franciscan  Convent  of  Sts. 
Theodores  which  is  called  Kalogerata,  1471, 
where  at  this  deserted  coast  shipwrecked  died 
the  great  anatomist  Andre  Vezal,  1564. 

Mr.  Nicholas  Barbiani,  a pharmacist 
living  on  the  island  of  Zante  and  a member 
of  the  National  Historical  Society  of 
Greece,  showed  us  the  plaza  named  after 
Vesalius  when  we  visited  the  island  in 
October,  1964.  The  peaceful  scene  of 
Vesalius’  grave  is  in  dramatically  striking 
contrast  to  his  stormy  life. 

Religious  views 

Vesalius’  religious  views  have  been  of 
interest  to  many  students  of  medical 
history  because  his  utterances  show  his 
reaction  to  different  environments,  vary 
according  to  his  age,  and  indicate  some 
facets  of  his  character  not  apparent  in  his 
scientific  writings.  As  one  would  expect, 
the  opinions  depended  on  the  historian’s 
personal  leanings  in  interpreting  the  great 
anatomist’s  comments. 

Vesalius  lived  at  a time  when  the  Ref- 
ormation was  in  conflict  with  the  Catholic 
Church  in  the  Netherlands.  However,  he 
spent  much  of  his  life  in  Italy  with  the 
Holy  Roman  Emperor  and  in  Spain.  In 
all  of  these  situations,  the  Church  was  all- 
powerful  and  the  Inquisition  was  merciless 
against  heretics. 

Roth3  thought  that  Vesalius  was  in- 
fluenced by  the  Protestant  teachings  of 
Luther.  His  evidence  consisted  of  the 
facts  that  his  teacher,  Guinter,  became  a 
Protestant  when  he  came  to  Paris  and  that 
some  of  his  friends,  such  as  his  publisher 
Oporinus  of  Basel,  Fuchs  of  Tuebingen, 
and  Gasser  of  Augsburg  were  Protestants. 
Also  Roth3  doubted  that  Vesalius  went  to 
Jerusalem  because  of  religious  vows,  since 
in  all  of  his  work  he  treated  everything 
Catholic,  such  as  votive  building,  holy 
works,  priests,  and  the  Inquisition,  either 
ironically  or  with  direct  attack.  Although 
Vesalius  may  not  have  been  too  happy  in 
Spain  when  the  recovery  of  Don  Carlos 
was  attributed  to  saints,  sanctuaries, 
prayers,  and  religious  formulas  rather  than 
to  medical  care,  Roth’s  views  seem  to  be 
rather  extreme. 


In  his  early  days,  Vesalius  was  rather 
sarcastic  about  theologians,  but  he  was 
careful  about  softening  some  of  his  com- 
ments. For  example,  one  gathers  he  was 
not  sympathetic  with  the  miraculous  in- 
terpretations of  science  from  such  state- 
ments as  “but  let  me  hasten  on  to  con- 
sideration of  the  heart,  lest  I find  myself 
involved  in  the  theologians’  sacred  question 
of  the  mysterious  abundance  of  water  of 
our  Saviour  Jesus  Christ,  for  I must  not 
in  the  slightest  degree  upset  the  complete 
veracity  of  the  authentic  gospel  of  St. 
John  by  my  consideration  of  the  effect  of 
a hot  sun  on  those  who  have  been  hanged 
or  otherwise  executed.”  Some  other 
quotations  from  his  writings  are  the  follow- 
ing: “I  shall  abstain  from  consideration  of 
the  divisions  of  the  soul  and  their  location 
since  today,  and  especially  among  our 
people,  you  will  find  a great  many  censors 
of  our  very  holy  and  true  religion.”  “Who 
will  not  be  amazed  at  that  crowd  of  philos- 
ophers and,  let  me  add,  theologians  of 
today — with  the  greatest  impiety  toward 
the  Creator  fabricate  some  sort  of  brain 
from  their  dreams.” 

Vesalius,  in  his  1543  edition  of  the 
Fabrica,  stated  that  he  “admired  the  good 
Lord  for  letting  blood  pass  from  the  right 
to  the  left  side  of  the  heart  through  in- 
visible holes,”  and  in  1555  he  asserted  that 
he  did  not  understand  how  even  the  small- 
est amount  of  blood  could  pass  through  the 
septum.  Pazzini2  thought  that  this  merely 
showed  a contradiction.  It  is  much  more 
likely  that  the  early  statement  indicates 
the  use  of  God’s  name  in  a somewhat 
flippant  fashion,  since  Vesalius  never  be- 
lieved that  there  was  any  transfer  of  blood 
between  the  two  sides  of  the  heart  through 
the  septum.  In  his  first  edition  of  the 
Fabrica,  he  was  bitter  against  Cardinal 
Rodolfo  who  would  not  let  him  see  Galens’ 
On  the  Bones.  But  he  does  not  mention  the 
Cardinal’s  name  in  the  second  edition. 

O’Malley  describes  an  incident  probably 
involving  Vesalius  which  indicates  his 
religious  views.  Pare  was  captured  at 
Hesdin  and  offered  his  freedom  if  he 
changed  sides.  When  Pare  refused  to 
join  “the  enemies  of  his  country,”  the 
Emperor’s  military  surgeon,  presumably 
Vesalius,  responded  that  Pare  was  a fool 
and  that  he  would  serve  the  devil  to  regain 
his  liberty. 
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With  time  Vesalius  was  much  less  out- 
spoken. He  no  longer  criticized  theo- 
logians and  appeared  to  avoid  the  possible 
displeasure  of  the  Inquisition. 

It  seems  probable  that  his  vow  to  under- 
take a pilgrimage  was  actuated  more  by 
his  desire  to  leave  Spain  and  by  his  inten- 
tion to  go  to  Venice  to  insure  his  reappoint- 
ment as  professor  at  Padua  than  to  any 
real  religious  feeling. 

When  Don  Carlos  recovered,  Vesalius 
wrote  to  King  Philip,  “may  He  keep  him 
alive  for  many  years — to  the  honor  and 
glory  of  God  and  for  the  greater  develop- 
ment of  our  holy  Catholic  faith,  Amen.” 
While  this  might  be  evidence  of  devout 
feeling,  one  cannot  escape  the  impression 
that  this  was  the  correct  way  to  end  a com- 
munication to  the  Catholic  King  of  Spain 
in  the  sixteenth  century. 

Comment 

What  kind  of  man  was  this  Vesalius? 
As  one  tries  to  characterize  him  from  the 
various  descriptions,  it  is  obvious  that  the 
picture  depends  on  the  particular  authority 
accepted.  Pazzini2  says  he  was  “the  first 
with  audacity  never  reached  before  who 
dared  to  attack  violently,  openly  and  with- 
out restraint  the  complex  Galenic  castle.” 
It  must  be  remembered  that  the  name  of 
Galen  was  sacrosanct  for  fifteen  hundred 
years,  and  his  teachings  were  considered 
sacred.  Buzzachi10  credits  him  with  giving 
anatomy  its  real  spurt.  Certainly  he  had 
courage.  For  to  question  authority  in  the 
sixteenth  century,  whether  ecclesiastical 
or  accepted  scientific  views,  took  consider- 
able bravery  and  entailed  great  risk.  Most 
of  Vesalius’  biographers  do  not  believe 
that  there  is  any  evidence  that  he  was 
cautious,  almost  hesitant,  and  no  fighter;5 
nor  can  Roth’s3  belief  that  he  was  modest 
be  supported  by  any  known  action  or  view 
of  Vesalius. 

O’Malley4  describes  Vesalius  as  deter- 
minedly enthusiastic  and  quite  willing  to 
fight  for  his  interests  even  at  the  expense 
of  friendships. 

Later  in  life,  he  adapted  himself  to  his 
situation  by  developing  discretion  and  a 
protective  coating  of  cynicism  and 
sophistication.  As  these  traits  manifested 
themselves,  he  admitted  that  he  was  far 
from  satisfied  with  many  things. 


According  to  some  contemporaries,  he 
developed  a bedside  manner.  George  de 
Lalaing,  Count  of  Renneberg,  consulted 
him  and  said,  “Vesalius  always  declares 
the  maladies  to  be  mortal  so  that  if  his 
patient  dies  he  is  not  at  fault,  and  if  he 
lives,  he  has  wrought  a miracle.” 

Even  his  ardent  admirers  considered 
him  lacking  in  warmth  and  having  no 
deep  friendships.  He  has  been  pictured 
variously  as  taciturn,  melancholy,  some- 
times reserved,  and  introspective. 

Cushing9  describes  Vesalius  as  a vigorous 
and  indefatigable  character  with  a stormy 
temperament  and  artistic  leanings,  who 
gave  unremitting  attention  to  details. 

From  our  studies  of  Vesalius’  faults  and 
virtues,  we  would  characterize  this  bril- 
liant scientist  as  an  excellent  example  of  a 
prima  donna. 

Contributions 

What  were  Vesalius’  great  contributions 
to  medical  science?  The  doubt  raised 
about  his  personal  responsibility  for  the 
famous  and  spectacular  Tabulae  Anatomicae 
tends  to  obscure  his  much  more  important 
contributions  to  medicine.  Moreover, 
Vesalius  initiated  and  supervised  these 
illustrations.  He  was  the  first  anatomist 
to  popularize  dissection  of  the  human 
body  instead  of  applying  animal  anatomy 
to  man.  He  did  dissect  animals,  but 
only  to  show  differences  from  and  sim- 
ilarities to  the  structures  of  man.  Thus, 
he  may  be  considered  the  founder  of  com- 
parative anatomy.  He  felt  that  the  pro- 
fessor should  do  his  own  dissections.  Most 
important  was  his  insistence  on  repeated 
observations  to  arrive  at  a correct  con- 
clusion. 

His  descriptions  were  meticulous,  and 
his  method  of  dissection  was  so  clearly 
outlined  that  all  future  students  could 
make  the  same  investigations  as  the 
author. 

All  future  anatomists  were  guided  and 
controlled  by  Vesalian  principles  of  in- 
vestigation. He  was  the  founder  of  the 
great  Paduan  school  of  anatomy  and  laid 
the  foundation  for  the  achievements  of 
future  great  anatomists  such  as  Fallopius 
and  Eustachius  who  published  their  works 
a generation  after  the  Fabrica. 

As  O’Malley4  so  aptly  states,  Vesalius 
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was  the  first  to  develop  all  the  critical 
factors  far  beyond  his  predecessors,  to 
correlate  them  with  skill,  and  for  the  first 
time  to  propose  a consistent  and  genuinely 
scientific  principle  as  a guide  to  anatomic 
investigation  and  study.  It  is  for  these 
reasons  that  he  is  considered  the  father  of 
the  medical  renaissance. 

Summary 

Probably  historians  will  never  agree 
about  Vesalius’  personality,  character,  and 
contributions  to  anatomy  and  thus  to 
medical  science.  Perhaps  he  was  shaped 
by  his  time,  the  Renaissance,  more  than 
he  directed  the  course  of  events.  But, 
that  he  lived  and  died  in  a most  dramatic 
fashion  is  quite  evident  to  all  students  of 
this  man.  His  turbulent  life  merits  the 
peaceful  grave  set  in  the  midst  of  olive 


Treatment  of  digitalis  intoxication 

The  process  of  digitalization  is  one  of  trial  and 
error,  more  empiric  than  scientific.  The  digi- 
talizing dose  is  the  one  needed  for  the  desired 
result  without  intoxication,  and  the  major 
problem  is  recognition  of  the  fully  digitalized 
state.  The  electrocardiogram  shows  significant 
intoxication  but  not  how  much  digitalis  has 
been  given  or  the  therapeutic  effect;  nor  is  the 
ventricular  rate  an  index.  The  chronotropic 
effect,  however,  is  a good  yardstick  in  atrial 
fibrillation  and  rapid  ventricular  rate  by  the 
slowing  of  conduction  in  the  atrioventricular 
node  slowing  the  ventricular  rate.  Recognition 
of  adequate  intropic  effect  in  patients  with 
normal  sinus  rhythm  is  difficult  and  usually 
equated  with  clinical  improvement  in  con- 
gestive heart  failure. 

P.  W.  Willis,  III,  M.D.,  in  a recent  issue  of 
the  University  of  Michigan  Medical  Center 
Journal,  reports  that  toxic  symptoms  usually 
result  from  an  overdosage  or  low  potassium 
states.  A common  cause  is  administration  of  a 
full  dose  to  a patient  who  has  had  digitalis 


trees  that  existed  many  years  before  his 
last  tragedy  and  overlooks  the  lovely  bay 
on  the  beautiful  island  of  Zante. 
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within  the  last  three  weeks.  Before  digitalis  is 
given,  the  patient  and  his  relatives  should  be 
questioned  and  perhaps  his  pharmacist  called 
or  a physician  who  has  treated  him  recently. 
Patients  with  severe  myocardial  disease,  older 
patients,  or  those  with  severe  congestive  failure 
or  renal  disease  may  become  intoxicated  with 
small  doses.  Large  amounts  of  intravenous 
glucose  can  precipitate  digitalis  intoxication, 
and  fatal  arrhythmias  have  occurred  in  digi- 
talized patients  given  calcium  intravenously. 

Gastrointestinal  symptoms  are  most  com- 
mon: anorexia,  nausea,  and  vomiting.  Diar- 

rhea and  abdominal  discomfort  may  be  inter- 
preted as  symptoms  of  worsening  heart  failure. 
Cardiac  manifestations  are  the  various  ar- 
rhythmias and  their  hemodynamic  conse- 
quences. Most  often  they  are  premature  ven- 
tricular beats  usually  causing  bigeminal  rhythm. 
Signs  of  neurotoxicity  are  common  and  are 
manifested  by  visual  blurring,  dizziness,  and 
headache.  Toothache  or  other  localized  pain 
may  occur;  also  weakness,  nervousness,  eu- 
phoria, drowsiness,  lethargy,  disorientation, 
depression,  or  psychosis.  If  detected  early,  it  is 
necessary  only  to  stop  digitalis  until  symptoms 
disappear  and  then  resume  it  in  smaller  doses. 
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Memo  to  a Medical  School  Dean 


The  delay  in  answering  your  form  letter  of 
some  months  ago  springs  not  from  my  indif- 
ference, but  merely  represents  the  time  needed 
to  forge  an  impulsive  urge  into  determined 
effort.  An  inclination  to  enter  a disclaimer 
anent  your  remarks  about  medical  school  ad- 
missions procedures  kept  gnawing  until  it  de- 
veloped into  an  overwhelming  compulsion  born 
not  in  pique  or  anger,  but  solely  from  a desire  to 
express  an  honest  difference  of  opinion. 

Your  discussion  of  the  annual  struggle  with 
the  problem  of  senior  internships  was  interesting 
if  somewhat  bewildering.  The  attendant  dif- 
ficulties outlined  by  you  enables  one  to  ap- 
preciate what  a formidable  and  exhausting  task 
it  must  be,  and  with  this  realization  comes  a 
piquant  understanding  of  your  wry  offer  to 
relinquish  the  job  to  any  unwary  and  receptive 
volunteer.  However,  your  concept  of  the  ideal 
internship  as  one  which  provides  increasing 
responsibility  to  the  intern,  under  the  super- 
vision of  an  assistant  resident  “ready  to  crack 
him  on  the  head,”  and  with  a student  below  “to 
stick  him  from  the  rear,”  confuses  me.  For, 
somehow  or  other,  I assumed  four  years  of 
college  followed  by  four  at  medical  school  were 
sufficient  to  develop  in  the  individual  the  emo- 
tional maturity  and  self-discipline  necessary  for 
him  to  recognize  the  limitations  of  his  ability  as 
well  as  to  appreciate  the  need  of  self-education, 
without  the  need  of  curbing  from  above  or 
prodding  from  below.  Yet,  fascinating  as  a 
study  of  the  emotional  maturity  of  the  intern 
might  be,  it  is  not  my  serious  concern. 

In  approaching  the  major  area  of  my  dis- 
agreement, I must  be  blunt  and  state  it  rests 
primarily  in  my  lack  of  your  confidence  in  the 
adequacy  of  performance  by  medical  school 
admissions  committees.  I am  not  as  sanguine 
as  you  seem  to  be  about  the  validity  of  the 
criteria  used.  Admittedly,  such  committees 
face  “immense  problems,”  and  it  may  well  be 
“they  take  on  this  job  in  addition  to  other 
duties”;  but  this  indicates  only  an  admirable 
willingness  on  their  part  to  accept  the  onus  of 
added  responsibility  and  extra  work  and  in  no 
way  proves  their  ability  to  cope  with  the  “im- 
mense problems.” 

Although  entertaining  no  doubts  as  to  the 
sincerity  of  purpose  and  integrity  of  action  of 
such  committees,  I am  still  convinced  of  the 
ineptitude  of  most  of  them.  I consider  any 
intimation  of  the  existence  of  a secret  con- 
spiracy on  their  part  to  destroy  the  practice  of 
medicine  as  unmitigated  nonsense,  but  un- 
fortunately good  intentions  are  not  enough. 


Indeed,  the  fact  their  decisions  represent  the 
result  of  honest  endeavor  and  not  machination 
or  manipulation  in  no  way  ameliorates  the 
effects  of  their  failure  to  meet  the  challenge  and 
discharge  the  obligations  inherent  to  the  funda- 
mental purpose  of  an  admissions  committee. 
The  brutal  truth  is  they  still  err. 

They  err — because  they  fail  to  appreciate  the 
basic  reason  for  the  existence  of  a medical  school. 

They  err — because  their  horizon  is  limited  to 
the  only  world  they  know,  namely,  the  small  one 
that  is  the  medical  school. 

They  err — because  they  lack  the  cosmo- 
politanism and  experience  needed  to  understand 
the  interdependence  between  the  personality 
characteristics  of  individual  practitioners  and 
specific  fields  of  medical  practice. 

Perhaps,  the  greatest  fallacy  influencing 
decisions  by  most  admissions  committees  today 
is  the  conviction  that  their  most  important 
obligation  is  to  select  students  whom  they  are 
reasonably  sure  will  complete  the  medical  course 
successfully;  conversely,  they  believe  that  to 
admit  a student  who  subsequently  fails  or  drops 
out  reflects  on  their  efficiency  and  detracts  from 
their  reputation  for  good  judgement.  Actually, 
of  all  the  mistakes  they  might  conceivably  make, 
surely  this  is  the  least  important;  after  all,  once 
made,  there  are  four  years  to  rectify  it.  How 
much  more  serious  is  the  irrevocable  error: 
that  of  refusing  admission  to  a potentially  good 
doctor.  Whenever  this  happens  not  only  the 
individual  but  also  medicine  itself  is  the  loser. 

These  “negative  errors”  are  never  found  in 
statistics,  they  are  beyond  the  ken  of  the  com- 
puter, theorists  appear  unaware  they  exist,  and 
administrators  studiously  ignore  their  reality. 
Yet,  if  we  are  ever  to  find  an  accurate  method 
to  measure  quality  of  performance,  it  can  only 
come  about  by  a proper  appraisal  of  the  nebu- 
lous but  real  “negative  error.”  For  instance, 
consider  a medical  audit  concerned  with  an 
evaluation  limited  to  cases  of  acute  appendicitis 
at  a selected  hospital  over  a period  of  a few 
years.  This  review  reveals  that  every  case  so 
diagnosed  and  treated  was  confirmed  by  in- 
disputable pathologic  evidence.  While  this 
may  present  an  impressive  record  of  perfection 
to  the  uninitiated,  any  doctor  realizes  it  is  mis- 
leading, because  it  also  means  an  unknown 
number  of  individuals  suffered  from  acute 
appendicitis,  who  were  undiagnosed  and  hence 
untreated.  In  this  imaginary  analogy,  it  is  an 
obvious  impossibility  to  state  with  accuracy  the 
number  so  sacrificed  on  the  altar  of  statistical 
perfection;  but  we  do  know,  in  real  life,  the 
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possibility  has  been  eliminated  because  the 
surgical  profession  recognizes  the  major  sig- 
nificance of  this  “negative  error”  and,  in  conse- 
quence, makes  the  finding  of  a normal  appendix 
a calculated  risk  or  a minor  error,  thus  prevent- 
ing the  major  error  of  allowing  a case  of  acute 
appendicitis  with  obscure  symptoms  to  go 
untreated.  It  is  equally  obvious,  that  one  is 
unable  to  estimate  with  accuracy  the  number  of 
potentially  good  doctors  refused  admission  to 
medical  school;  still  reorientation  of  the  think- 
ing of  an  admissions  committee  to  appreciate 
their  major  concern  should  be  the  “negative 
error”  and  would  do  much  to  minimize  such 
rejections. 

Furthermore,  it  does  not  seem  unreasonable 
to  expect  that  somewhere  in  the  scramble  for 
government  grants,  chasing  prestige  figures  for 
the  faculty,  the  computation  of  published  pa- 
pers, and  the  organization  of  alumni  drives, 
there  should  be  time  for  consideration  of  the 
primary  reason  for  a medical  school’s  being. 
The  only  tenable  answer  is  simple,  logical,  and 
definitive.  Briefly  stated  it  is  the  development 
of  well-trained  doctors,  not  for  yesterday,  not 
for  tomorrow,  but  for  today.  If  this  conclusion 
has  substance,  and  it  is  difficult  to  imagine  how 
it  could  reasonably  be  faulted,  then  fulfillment 
imposes  on  the  nation’s  medical  schools  a duty 
to  provide  physicians  annually  to  replenish  and 
augment  the  ranks  of  doctors  in  all  the  varied 
fields  of  medical  practice.  To  accomplish  this 
graduates  must  be  not  only  thoroughly  schooled 
in  basic  science  and  clinical  medicine  but  also 
must  be  individuals  endowed  with  the  particular 
personalities  and  motivations  peculiar  to  each 
diverse  area  of  medical  endeavor  of  the  body — 
Medicine.  Succinctly  put,  it  means  each  year 
must  provide  clinicians  (specialist  and  gen- 
eralist) for  urban,  suburban,  and  rural  regions; 
research  men  (basic  and  clinical) ; medical 
editors,  educators,  administrators,  and  mis- 
sionaries; public  health  officers;  industrial 
physicians;  and  career  men  for  the  armed 
services  and  specialized  hospitals. 

Manifestly,  such  grossly  different  segments  of 
practice  attract  and  demand  different  types  of 
individuals,  so  that  to  identify  the  many  dis- 
similar personality  characteristics  through  any 
one  single  aptitude  test  is  impossible.  Conse- 
quently, although  individual  intelligence  tests, 
school  records,  and  letters  of  recommendation 
will  furnish  information  as  to  the  native  in- 
telligence, industriousness,  and  moral  character 
of  an  applicant,  determination  of  motivation  and 
personality  must  depend  on  a personal  inter- 
view. If  any  one  committee  is  to  select  the 
varied  types  of  individuals  necessary  to  ensure 
meeting  the  personnel  requirements  of  each  and 
every  segment  of  medicine,  then  such  a com- 
mittee must  be  comprised  of  individuals  fa- 


miliar with  each  field  and  the  type  of  individual 
suited  to  each. 

Unfortunately,  admissions  committees  rather 
than  becoming  more  cosmopolitan  are  becoming 
less  representative  because  the  relentless  move 
to  the  concept  of  a full-time  faculty  results  in 
domination  of  the  committee  by  such  faculty 
members.  As  a natural  development  of  this 
trend,  medical  school  student  bodies  are  packed 
with  prototypes  of  the  full-time  teacher.  Re- 
cently, at  a conference  about  problems  of  ad- 
missions procedures,  I heard  a member  of  an 
admissions  committee  describe  the  great  re- 
liance placed  on  the  personal  interview  technic, 
to  determine  factors  “both  tangible  and  in- 
tangible”; when  asked  to  explain,  he  answered 
that  the  interviewer  determined  if  the  ap- 
plicant was  of  a type  who  could  fit  comfortably 
into  their  school  environment  and  if  he  was  the 
sort  of  individual  one  could  live  with,  at  ease,  for 
the  next  four  years.  Here  is  the  very  crux  of  the 
whole  problem.  The  world  of  a full-time 
faculty  member  is  the  only  one  he  knows,  where 
he  works  and  studies,  and  quite  understandably 
he  measures  the  personality  of  a candidate  by 
appraising  that  individual’s  capacity  to  adjust 
to  his  world,  namely,  the  small,  restricted  world 
that  is  the  medical  school.  But  the  need  of 
medicine  is  for  individuals  capable  of  adjust- 
ment to  the  much  larger  and  less  restricted 
world,  that  is,  medical  practice. 

There  is  no  responsible  member  of  the  medical 
fraternity  who  considers  there  is  any  place  in 
medicine  for  the  incompetent,  the  untrained,  the 
indecisive  immature,  the  calloused  egoist,  the 
dilettante,  or  the  unethical  opportunist;  and 
medicine  depends  on  you  and  your  admissions 
committee  to  make  sure  none  of  this  ilk  ever 
receives  a medical  degree.  Nor,  is  there  any 
reputable  doctor  who  believes  you  or  any  other 
administrator  should  lower  the  standards  of 
admission.  You  say  it  distresses  you  when  a 
physician  writes  of  an  applicant  that  although 
his  marks  are  mediocre  he  would  make  a good 
family  doctor;  you  state  that  the  family  doctor 
should  be  as  capable  and  as  well  trained  as  any 
other  practitioner.  No  observer  would  deny 
this  contention,  but  you  do  not  understand 
what  your  physician  correspondent  is  trying  to 
convey.  He  is  not  suggesting  or  asking  you  to 
ignore  or  shut  your  eyes  to  the  school  record,  but 
rather  asking  that  you  do  not  ignore  and  do  not 
shut  your  eyes  to  the  personality  factor,  which 
he  intuitively  recognizes. 

Any  just  decision  depends  on  a careful  weigh- 
ing of  assets  and  liabilities;  it  is  not  suggested 
you  eliminate  or  downgrade  the  school  record 
either  as  a liability  or  an  asset;  but  it  is  suggested 
you  include  the  personality  factor  in  the  as- 
saying process. 

WRC 
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Necrology 


F.  Tyler  John  Kelly,  M.D.,  of  Youngstown, 
died  on  September  27,  1965,  at  the  age  of  fifty. 
Dr.  Kelly  graduated  in  1940  from  Georgetown 
University  School  of  Medicine.  He  was  a 
member  of  the  Aerospace  Medical  Association, 
the  Buffalo  Academy  of  Medicine,  the  Niagara 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Moore  Kelly,  M.D.,  of  Holmes 
Beach,  Florida,  formerly  of  White  Plains,  died 
on  December  20,  1965,  at  the  age  of  sixty-four. 
Dr.  Kelly  graduated  in  1924  from  the  University 
of  McGill  Faculty  of  Medicine.  Retired,  he 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Perrin  Hamilton  Long,  M.D.,  of  Edgartown, 
Massachusetts,  formerly  of  Brooklyn,  died  on 
December  17,  1965,  at  his  home,  at  the  age  of 
sixty-six.  Dr.  Long  graduated  in  1924  from 
the  University  of  Michigan  Medical  School.  In 
1946  he  received  his  Fellowship  from  the  Royal 
College  of  Physicians,  University  of  London 
Faculty  of  Medicine.  Retired  in  1961  he  was  di- 
rector of  Medical  Service  at  Kings  County  Hos- 
pital Center  and  a consulting  physician  at 
Maimonides  Hospital  of  Brooklyn,  Brooklyn 
and  Long  Island  College  Hospitals,  Jewish 
Hospital  of  Brooklyn,  St.  John’s  Episcopal 
Hospital,  and  Community  Hospital  at  Glen 
Cove.  Prior  to  his  affiliation  with  the  Down- 
state  Medical  Center,  he  had  been  profes- 
sor of  preventive  medicine  at  Johns  Hopkins 
University  School  of  Medicine.  Dr.  Long  was 
the  discoverer  of  sulfanilamide.  A retired 
Brigadier  General,  Medical  Corps,  U.S.  Army 
Reserve,  Dr.  Long  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a 
member  of  the  American  Society  for  Clinical 
Investigation.  He  was  the  author  of  several 
books  on  sulfa  di'ugs  and  antibiotic  therapy  and 
was  the  holder  of  the  Croix  de  Guerre,  the 
French  Legion  of  Honor,  and  the  Order  of  the 
British  Empire. 

Dominic  Cyril  McElligott,  M.D.,  of  Staten 
Island,  died  on  December  3,  1965,  at  the  age  of 
sixty-six.  Dr.  McElligott  graduated  in  1924 
from  the  University  of  McGill  Faculty  of  Medi- 
cine. He  was  an  attending  anesthesiologist  at 
Richmond  Memorial  Hospital.  Dr.  McElligott 
was  a Fellow  of  the  American  College  of  Anes- 
thesiologists, a Fellow  of  the  International  Col- 


lege of  Surgeons,  and  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  and  the  New 
York  State  Society  of  Anesthesiologists. 

Adolf  Reich,  M.D.,  of  New  York  City,  died  on 
December  12,  1965,  at  his  home  at  the  age  of 
seventy-one.  Dr.  Reich  received  his  medical 
degree  from  the  University  of  Vienna  in  1923. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

R.  Plato  Schwartz,  M.D.,  of  Rochester,  died 
on  December  6,  1965,  at  the  age  of  seventy- 
three.  Dr.  Schwartz  graduated  in  1920  from 
the  University  of  Indiana.  He  was  emeritus 
professor  of  orthopedic  surgery  and  former 
chief  of  the  Division  of  Orthopedic  Surgery  at 
the  University  of  Rochester  School  of  Medicine 
and  Dentistry  and  the  director  of  the  Myo- 
dynamics  Laboratory  at  Strong  Memorial  Hos- 
pital. He  was  the  originator  of  an  oscillo- 
graphic method  for  measuring  human  gait  and 
established  many  of  the  functional  principles 
still  applied  to  the  manufacture  of  shoes.  In 
1947  he  was  instrumental  in  the  establishment 
of  the  Edith  Hartwell  Clinic  for  cerebral  palsied 
children  in  LeRoy,  and  originated  the  idea  for 
the  Hartwell  Carrier,  an  overhead  suspension 
device  used  in  the  rehabilitation  of  crippled 
persons.  An  associate  editor  of  the  Journal  of 
Bone  and  Joint  Surgery  and  a member  of  the 
clinical  advisory  board  of  the  United  Cerebral 
Palsy  Association,  Dr.  Schwartz  was  a 
Diplomate  of  the  American  Board  of  Orthopedic 
Surgery  and  a member  of  the  American 
Academy  of  Orthopedic  Surgeons,  the  American 
Orthopaedic  Association,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Karl  Jefferson  Thomson,  M.D.,  of  De  Goes- 
briand  Hospital,  Burlington,  Vermont,  formerly 
of  New  York  City,  died  on  December  17,  1965, 
at  his  home  at  the  age  of  fifty-nine.  Dr.  Thom- 
son graduated  in  1931  from  Harvard  University 
Medical  School.  He  was  professor  of  experi- 
mental medicine  at  the  University  of  Vermont 
Medical  School,  retired  medical  director  of  the 
Metropolitan  Life  Insurance  Company,  a former 
member  of  the  faculty  of  Columbia  University 
College  of  Physicians  and  Surgeons,  formerly  an 
attending  physician  at  Bellevue  Hospital  and 
an  associate  attending  physician  at  Presbyterian 
Hospital,  and  director  of  the  medical  service  of 
De  Goesbriand  Hospital.  Dr.  Thomson  was  a 
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Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  American 
Thoracic  Society,  the  American  Society  for 
Clinical  Investigation,  and  the  New  York 
Academy  of  Medicine. 


Charles  Wesley  Waters,  M.D.,  of  Queens 
Village,  died  on  November  11,  1965,  at  Hill- 


Pruritus  and  jaundice 


Of  1,262  patients  admitted  over  a period  of 
about  fifteen  years  with  serum  bilirubin  levels 
of  1.0  mg.  per  100  ml.  or  over,  147  (11  percent) 
suffered  pruritus.  Of  these  147  patients  with 
pruritus,  103  had  obstructive  jaundice,  42  had 
hepatogenous  jaundice,  and  2 had  pruritus 
and  jaundice  in  association  with  a lymphoma. 
Of  the  103  patients  with  obstructive  jaundice, 
52  cases  were  caused  by  neoplasms  and  51  were 
not.  The  diagnostic  breakdown  of  the  52 
resulting  from  neoplasms  is  as  follows:  carci- 

noma of  the  head  of  the  pancreas,  23;  secondary 
carcinoma  of  the  porta  hepatis,  17;  carcinoma 
of  the  bile  duct,  7;  carcinoma  of  the  gallblad- 
der, 4;  and  carcinoma  of  the  ampulla  of  Vater, 
1.  The  diagnostic  breakdown  of  the  nonneo- 
plastic group  of  51  is  as  follows:  choledocholi- 

thiasis,  26;  stricture  of  the  common  bile  duct, 
1 1 ; cholecystitis  without  recorded  cholelithiasis, 
8;  acute  pancreatitis,  2;  chronic  pancreatitis,  2; 
choledochus  cyst,  2;  and  undetermined,  1. 
The  42  cases  of  hepatogenous  jaundice  associ- 
ated with  pruritus  were  distributed  as  follows: 


crest  General  Hospital,  Flushing,  at  the  age  of 
seventy-eight.  Dr.  Waters  graduated  in  1914 
from  Emory  University  School  of  Medicine. 
He  was  an  attending  physician  on  the  medical 
staffs  of  Terrace  Heights  and  Hillcrest  General 
Hospitals.  Dr.  Waters  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


infectious  or  serum  hepatitis,  21;  cirrhosis 
of  the  liver,  13;  chlorpromazine  reaction,  3; 
extensive  secondary  cancer  of  the  liver,  3; 
other  forms  of  hepatitis,  2.  The  results  of 
the  study  of  this  series  of  patients  appear  to 
confirm  the  clinical  impression  that  pruritus 
occurs  most  often  in  association  with  jaundice 
caused  by  extrahepatic  biliary  obstruction. 

N.  T.  McPhedran,  M.D.,  and  R.  D.  Hender- 
son, M.D.,  writing  in  a recent  issue  of  the 
Canadian  Medical  Association  Journal,  note 
that  in  the  wide  variety  of  conditions  that 
lead  to  pruritus  in  patients  with  low  serum 
bilirubin  levels,  preicteric  pruritus  is  not  a 
reliable  symptom  on  which  to  base  a diagnosis. 
Although  the  presence  of  pruritus  in  association 
with  obstructive  jaundice  is  common,  its  cause 
and  pathogenesis  are  not  clear  at  this  time. 
Improved  methods  of  blood  cholate  measure- 
ment have  led  to  demonstration  of  high  cholate 
levels  in  most  patients  with  pruritus,  but 
the  relationship  is  not  linear.  Blood  cholate 
levels  do  not  always  correspond  with  the  inten- 
sity of  the  pruritus,  and  in  some  patients  the 
condition  is  not  worsened  by  the  administration 
of  bile  salts.  Other  bile  constituents  may  yet  be 
proved  responsible  for  the  pruritus. 
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Abstracts 


Hudson,  P.  B.,  and  Stout,  A.  P.:  Prostatic 

cancer.  XVI.  Comparison  of  physical  exami- 
nation and  biopsy  for  detection  of  curable  le- 
sions, New  York  State  J.  Med.  66:  351 

(Feb.  1)  1966. 

Physical  examination  and  tissue  diagnostic 
findings  in  1,134  consecutive  male  patients  were 
compared.  More  than  one  half  of  nodular 
prostates  were  found  to  contain  malignant 
growths.  However,  most  curable  prostatic 
cancers  produce  neither  localized  induration  nor 
nodularity  in  the  early  stages  of  the  malignant 
disease.  Cure  is  a reasonable  hope  when  radical 
surgery  is  based  on  early  diagnosis,  which 
depends  on  the  routine  employment  of  biopsy. 
It  is  recommended  that  men  over  fifty  years  of 
age  have  prostatic  physical  examinations  twice 
annually  and  that  whenever  prostatic  surgery 
is  undertaken,  an  open  surgical  biopsy  and 
quick-frozen  section  be  made  through  a perineal 
incision  before  a definitive  operation  is  chosen 
for  each  patient. 

Rosenbaum,  R.  M.:  Histochemical  methods; 

their  significance  to  pathology.  New  York 
State  J.  Med.  66:  356  (Feb.  1)  1966. 

Histochemistry  is  the  application  of  visualiza- 
tion methods  with  sufficient  rationale  behind 
them  to  indicate  precise  information  on  the 
nature  of  specific  components  of  living  matter. 
Histochemical  methods  are  used  in  pathology  to 
extend  understanding  of  tissue  protein  charac- 
teristics and  to  visualize  enzymatic  activity. 
In  the  future  histochemical  methods  may  be 
extended  into  areas  which  may  be  labeled  molec- 
ular pathology. 

Kettelkamp,  D.  B.,  and  Mills,  W.  J.,  Jr.: 

Tumors  and  tumor-like  conditions  of  hand, 


New  York  State  J.  Med.  66:  363  (Feb.  1) 

1966. 

A variety  of  tumors  and  tumor-like  conditions 
of  the  hand  were  found  in  55  patients.  A suffi- 
cient number  of  uncommon  lesions  were  found 
to  emphasize  that  any  lump  in  the  hand  may 
represent  an  unusual  lesion;  therefore,  the 
surgeon  must  be  familiar  with  a variety  of 
pathologic  processes,  and  microscopic  examina- 
tion of  all  lesions  is  necessary.  No  malignant 
lesions  were  found. 


Waltner,  J.  G.:  Hearing  problems  in  children, 
New  York  State  J.  Med.  66:  373  (Feb.  1) 
1966. 

Hearing  problems  in  children  include:  con- 

genital malformation  of  the  auricle,  middle  ear, 
and/or  inner  ear,  exudative  catarrh  of  the 
middle  ear,  cholesteatoma,  trauma  causing 
conductive  hearing  loss,  and  congenital  fixation 
of  stapes  and  otosclerosis.  Advances  in  mi- 
croscopic reconstructive  surgery  have  made 
correction  of  many  of  the  conditions  possible. 

Thorbjarnarson,  B.:  Esophagus  reconstruc- 

tion; use  of  isoperistaltic  segment  of  trans- 
verse and  left  colon,  New  York  State  J.  Med. 
66:  375  (Feb.  1)  1966. 

The  transverse  colon  is  the  longest  and  most 
mobile  of  the  segments  of  the  colon;  it  may  be 
used  in  an  isoperistaltic  fashion  to  bridge  the 
thoracic  esophagus  when  its  blood  supply  is 
based  on  the  left  colic  artery.  The  technic  for 
using  the  transverse  colon  for  esophageal  re- 
placement is  similar  to  that  for  using  the  right 
or  left  colon.  The  choice  of  method  depends  on 
the  individual  patient. 
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Abstracts  In  Interlingua 


Hudson,  P.  B.,  e Stout,  A.  P.:  Cancere 

prostatic.  XVI.  Comparation  de  examine 
physic  con  biopsia  in  le  detection  de  lesiones 
curabile  ( anglese ),  New  York  State  J.  Med. 
66:  351  (1  de  februario)  1966. 

Esseva  comparate,  pro  1134  consecutive 
patientes  mascule,  le  resultatos  del  examine 
physic  e del  diagnoses  histologic.  Plus  que  un 
medietate  del  prostatas  nodular  contineva  un 
crescentia  maligne.  Tamen,  le  majoritate  del 
curabile  canceres  prostatic  produce  ni  induration 
localisate  ni  nodularitate  durante  le  phases 
initial  de  lor  curso  maligne.  Le  spero  de  poter 
effectuar  un  curation  es  justificate  quando 
chirurgia  radical  es  basate  in  un  precoce  diag- 
nose, sed  isto  depende  del  empleo  routinari  de 
biopsias.  Es  recommendate  que  masculos  de 
etates  de  plus  que  50  annos  se  subjice  duo  vices 
per  anno  a physic  examines  prostatic  e que, 
quandocunque  chirurgia  prostatic  es  inter- 
prendite,  un  aperte  biopsia  chirurgic  con  section 
a congelamento  rapide  es  facite  via  un  incision 
perineal  ante  que  le  operation  definitive  es 
seligite  pro  le  patiente  individual. 

Rosenbaum,  R.  M.:  Methodos  histochimic; 

lor  signification  in  le  pathologia  {anglese).  New 
York  State  J.  Med.  66:  356  (1  de  februario) 
1966. 

Histochimia  es  le  application  de  methodos  de 
visualisation  basate  in  un  sufficiente  rationa- 
mento  pro  que  illos  pote  render  precise  informa- 
tiones  relative  al  natura  de  componentes  specific 
de  materia  vive.  Methods  histochimic  es  usate 
in  le  pathologia  pro  extender  nostre  comprension 
del  characteristicas  del  proteinas  tissular  e pro 
visualisar  le  activitate  de  enzymas.  In  le 
futuro,  le  methodologia  histochimic  va  possibile- 
mente  extender  se  ad  in  areas  que  pote  esser 
designate  como  pathologia  molecular. 

Kettelkamp,  D.  B.,  e Mills,  W.  J.,  Jr.: 


Tumores  e conditiones  tumoroide  in  le  mano 
{anglese).  New  York  State  J.  Med.  66:  363 
(1  de  februario)  1966. 

Un  varietate  de  tumores  e de  conditiones 
tumoroide  esseva  trovate  in  le  manos  de  55  pa- 
tientes. Un  sufficiente  numero  de  lesiones  in- 
commun  esseva  trovate  pro  justificar  le  assertion 
que  non  importa  qual  massa  in  le  mano  pote 
representar  un  lesion  inusual.  Per  consequente, 
le  chirurgo  debe  haber  cognoscentias  de  un 
varietate  de  processos  pathologic,  e le  examine 
microscopic  de  omne  lesiones  es  necessari.  In 
le  hic-discutite  serie,  nulle  lesiones  maligne 
esseva  incontra te. 

Waltner,  J.  G.:  Problemas  auditori  in  ju- 

veniles {anglese).  New  York  State  J.  Med. 
66:  373  (1  de  februario)  1966. 

Le  problemas  auditori  incontrate  in  juveniles 
include  congenite  malformation  del  auricula,  del 
aure  medie,  e/o  del  aure  interior,  catarrho 
exsudative  del  aure  medie,  cholesteatoma, 
trauma tismo  resultante  in  un  perdita  de  audition 
conductive,  e congenite  fixation  de  stapes  e 
otosclerosis.  Progressos  in  microchirurgia  re- 
constructive ha  rendite  possibile  le  correction  de 
multes  del  mentionate  conditiones. 

Thorbjarnarson,  B.:  Reconstruction  del  eso- 

phago;  le  uso  de  un  segmento  isoperistaltic  de 
colon  transverse  e sinistre  {anglese).  New  York 
State  J.  Med.  66:  375  (1  de  februario)  1966. 

Le  colon  transverse  es  le  plus  longe  e le  plus 
mobile  del  segmentos  del  colon;  illo  pote  esser 
usate  in  maniera  isoperistaltic  pro  transpontar 
un  hiato  in  le  esophago  quando  su  provision  de 
sanguine  se  basa  in  le  arteria  sinistro-colonic. 
Le  technica  del  reimplaciamento  esophagee  per 
le  colon  transverse  es  simile  a illo  in  le  utilisation 
del  colon  sinistre.  Le  selection  del  un  o del 
altere  methodo  depende  del  patiente  individual. 
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Books  Received 


The  following  books  were  received  during  the  month  of  November,  1965.* 


Dr.  Fox’s  Family  Health  Guide.  By  James 
Rogers  Fox,  M.D.  Octavo  of  406  pages,  il- 
lustrated. New  York,  The  Macmillan  Com- 
pany, 1965.  Cloth,  $7.95. 

Questions  and  Answers  on  Stuttering. 

By  Dominick  A.  Barbara,  M.D.  Octavo  of 
102  pages.  Springfield,  111.,  Charles  C Thomas, 
1965.  Cloth,  $5.50. 

Viral  and  Rickettsial  Infections  of  Man. 

Edited  by  Frank  L.  Horsfall,  Jr.,  M.D.,  and 
Igor  Tamm,  M.D.  Fourth  Edition.  Octavo 
of  1,282  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1965.  Cloth,  $15.50. 

Clinical  Endocrine  Cytology.  By  Jacoba 
C.  de  Neef,  M.D.  Octavo  of  321  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  1965.  Cloth,  $12.50. 

The  Practice  of  Psychoanalytic  Psycho- 
therapy. By  Marc  H.  Hollender,  M.D. 
Octavo  of  156  pages.  New  York,  Grune  & 
Stratton,  1965.  Cloth,  $5.00. 

Differential  Diagnosis:  An  Integrated 

Handbook.  By  Harold  Thomas  Hyman, 
M.D.  Octavo  of  375  pages.  Philadelphia, 
J.  B.  Lippincott  Company,  1965.  Cloth, 
$12.50. 

A History  of  Medicine.  By  Brian  Inglis. 
Octavo  of  196  pages,  illustrated.  Cleveland, 
The  World  Publishing  Company,  1965.  Cloth, 
$10. 

Twins:  Twice  the  Trouble,  Twice  the  Fun. 

By  Betsy  Holland  Gehman.  Octavo  of  224 
pages.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1965.  Cloth,  $4.95. 

Smoking,  Health  and  Personality.  By 

H.  J.  Eysenck.  Octavo  of  166  pages,  illustrated. 
New  York,  Basic  Books,  Inc.,  1965.  Cloth, 
$4.95. 

Advances  in  Blood  Grouping.  Volume  II. 

By  Alexander  S.  Wiener,  M.D.  Octavo  of  454 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $12.50. 

The  Essentials  of  Roentgen  Interpreta- 
tion. By  Lester  W.  Paul,  M.D.,  and  John 
H.  Juhl,  M.D.  Second  Edition.  Quarto  of 
902  pages,  illustrated.  New  York,  Hoeber 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Medical  Division,  Harper  & Row,  1965. 
Cloth,  $25. 

Gastroenterology.  Volume  III.  By  Henry 

L.  Bockus,  M.D.  Second  Edition.  Quarto 
of  1,352  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Cloth,  $30. 

Anesthesia  in  Ophthalmology.  By  Walter 

5.  Atkinson,  M.D.C.M.  Second  Edition.  Oc- 
tavo of  139  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1965.  Cloth  $6.00. 

Renal  Function  and  Renal  Failure.  By 

Lionel  M.  Bernstein,  M.D.  Quarto  of  143 
pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Co.,  1965.  Cloth,  $7.50. 

A Programmed  Text:  Renal  Function  and 

Renal  Failure.  By  Lionel  M.  Bernstein, 

M. D.,  Jerome  S.  Allender,  Ph.D.,  Arthur  S. 
Elstein,  Ph.D.,  and  Robert  B.  Epstein,  M.D. 
Octavo  of  215  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Co.,  1965.  Paper, 
$7.50. 

Programmed  Instruction  in  Medical  Edu- 
cation. Proceedings  of  the  First  Rochester 
Conference,  June  25-27,  1964.  Editor,  Je- 
rome P.  Lysaught.  Associate  Editors,  Charles 
D.  Sherman,  Jr.,  and  Hilliard  Jason.  Octavo  of 
235  pages,  illustrated.  Rochester,  N.Y.,  The 
Rochester  Clearinghouse,  1965.  Cloth. 

History  of  the  American  Medical  Writers’ 
Association  and  Its  Previous  Associated 
Organizations.  Volume  1.  History  of  the 
American  Medical  Writers’  Association.  By 

Harold  Swanberg,  M.D.  Quarto  of  236  pages, 
illustrated.  Quincy,  111.,  Society  for  Academic 
Achievement,  1965.  Paper,  $2.50. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  Volume  49 — Number 

6,  November,  1965.  Basic  and  Clinical 
Immunology.  Sidney  Raffel,  M.D.,  Guest 
Editor.  Octavo.  Philadelphia,  W.  B.  Saun- 
ders Company,  1965.  Published  Bi-Monthly 
(six  numbers  a year).  Cloth,  $18  net. 

Modern  Treatment.  Volume  2,  Number  5, 
September  1965.  Treatment  of  Skin  Dis- 
eases. Guest  Editor  D.  Joseph  Demis,  M.D. 
Treatment  of  Chronic  Disturbances  of 
Bowel  Function.  Guest  Editors  J.  Alfred 
Rider,  M.D.,  and  Hugo  C.  Moeller,  M.D. 
Octavo.  Illustrated.  New  York,  Hoeber  Med- 
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ical  Division,  Harper  & Row,  Publishers,  1965. 
Published  Bi-Monthly  (six  numbers  a year). 
Paper,  $16. 

The  Drug  Takers.  Edited  by  Richard  L. 
Williams.  Quarto  of  128  pages,  illustrated. 
New  York,  Time  Incorporated,  1965.  Paper, 
$1.50. 

Experiences  of  the  Unwed  Mother  as  a 
Parent.  By  Mignon  Sauber  and  Elaine  Rubin- 
stein. Octavo  of  182  pages,  illustrated.  New 


York,  Community  Council  of  Greater  New  York, 
1965.  Paper,  $3.50. 

Death  in  the  Operating  Room.  By  Antonio 
Boba,  M.D.  Octavo  of  105  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1965. 

Cloth. 

Children  in  Collectives.  Edited  by  Peter  B. 
Neubauer,  M.D.  Octavo  of  183  pages. 
Springfield,  111.,  Charles  C Thomas,  1965. 

Cloth,  $11.50. 


Books  Reviewed 


Ophthalmic  Research:  U.S.A.  By  Thomas 
David  Duane,  M.D.  Octavo  of  171  pages,  il- 
lustrated. New  York,  Research  to  Prevent 
Blindness,  Inc.,  1965.  Paper. 

The  purpose  of  this  manual  is  to  review  oph- 
thalmic research  already  undertaken  in  the 
United  States  with  a view  of  planning  ex- 
panded research  in  those  diseases  accounting 
for  blindness.  Monies  spent  by  different  agen- 
cies are  itemized.  The  leading  causes  of  blind- 
ness are  noted  and  these  concern  mainly  degen- 
erative diseases,  admittedly  a problem  which  is 
far  from  being  solved. 

Finally,  a chronology  of  ophthalmic  develop- 
ments throughout  the  world  from  the  year  600 
B.C.  to  1964  A.D.  is  summarized  in  12  pages. 
Though  brief  and  incomplete,  it  provides  in- 
teresting reading. — Emanuel  Krimsky,  M.D. 

Progress  in  Atomic  Medicine.  Volume  1. 

Edited  by  John  H.  Lawrence,  M.D.  Octavo 
of  233  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1965.  Cloth,  $9.75. 

To  describe  this  book  very  briefly  would  be 
to  say  that  it  is  comprehensive,  up  to  date, 
concise,  and  authoritative.  The  editor  has 
obtained  the  services  of  11  internationally  recog- 
nized experts  to  review  eight  areas  in  the  use  of 
radionucleides  in  medical  diagnosis,  therapy, 
and  research.  The  activities  covered  include 
applications  of  the  whole  body  counter  in  re- 


search and  diagnosis,  isotopic  determination 
of  body  composition,  clinical  radioisotopes 
scanning,  short-lived  and  positron-emitting 
isotopes,  heavy  particles,  high  energy  gamma 
and  x-ray  sources,  and  the  use  of  Iodine-131 
in  both  diagnosis  and  therapy.  The  use  of 
gamma-emitting  materials,  interstitially  and 
in  body  cavities,  appears  to  have  been  omitted 
but  perhaps  the  editor  believes  enough  has  al- 
ready been  said  on  this  old  subject. 

Each  subject  is  treated  briefly  but  quite  com- 
pletely. There  are  many  references  to  recent 
reports  for  those  who  wish  to  delve  further 
into  any  of  the  subjects  covered.  The  well- 
arranged  and  complete  subject  index  should 
be  of  great  help  in  using  the  book.  This  is  an 
item  which  many  books  of  this  type  neglect  but 
which  is  so  important. 

It  should  be  pointed  out  to  prospective  readers 
that  this  is  not  a do-it-yourself  clinical  cook 
book  for  those  not  indoctrinated  in  the  field 
of  atomic  medicine.  It  is,  rather,  a complete 
review  of  all  of  the  uses  to  which  radioactive 
isotopes  have  been  put,  together  with  their  as- 
sociated development  in  dosimetry.  Consider- 
ing the  scope  of  the  book  it  is  surprising  that  so 
much  material  could  be  packed  into  226  pages 
and  still  be  interesting  reading.  It  should  be 
of  great  value  as  background  reading  for  those 
physicians  who  take  brief  courses  to  gain  suffi- 
cient experience  to  obtain  a license  for  using 
radioactive  isotopes. — Hanson  Blatz,  E.E. 
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PHYSICIANS  WANTED— CONT’D 


PHYSICIANS 

WANTED 

Midwest  pharmaceutical  company  needs 
qualified  physicians  with  experience  in  prac- 
tice or  in  clinical  research  for  full-time  em- 
ployment in  its  scientific  divisions. 

Positions  are  available  in  four  different 
medical  departments:  Clinical  Research; 

Clinical  Development;  Product  Information,- 
International  Medical  Coordination.  All 
positions  offer  excellent  opportunities  for 
medical  career  in  industry  including  develop- 
ment of  specialized  knowledge  and  skill  in 
clinical  research,  medical  communication  and 
administration. 

Salary  commensurate  with  previous  training, 
experience  and  personal  qualifications,-  ex- 
cellent fringe  benefits.  Applicants  should 
indicate  area  of  primary  interest  and  forward 
a complete  resume. 


Box  No.  304,  % NYSJM 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


GENERAL  PRACTITIONER  UNDER  38  YEARS  OLD 
wanted  to  join  a 5-man  group  in  EUenville,  N.  Y.  Contact 
Ellenville  Medical  Group,  (914)  647-5300. 


WANTED:  PHYSICIAN  FOR  ASSOCIATION  WITH 

staff  group  for  hospital  service  in  cardiopulmonary  disease. 
Active  service  in  fully  equipped  hospital,  including  cardio- 
pulmonary laboratory  and  thoracic  surgery.  Basic  starting 
salary  for  service  work  $13,000  with  yearly  increments, 
with  added  opportunity  for  private  cousulting  practice. 
Excellent  fringe  benefits  including  available  residence. 
For  details,  apply  to  James  M.  Blake,  M.D.,  Clenridge 
Hospital,  Schenectady,  New  York  12302. 


ANESTHESIOLOGIST:  FOR  SURGERY  AND/OR 

obstetrics.  Full  time,  or  nights  and  weekends.  New 
York  license  required.  H.  C.  Berger,  M.D.,  (NYC) 
IL  7-1300. 


A YOUNG  GENERAL  PRACTITIONER  NEEDED  TO 
join  busy,  33  year  old  physician  twenty  miles  from  New 
York  City.  Partnership  after  one  year.  Salary  plus  per- 
centage first  year.  Modern  office  and  hospital.  Elio  J. 
Ippolito,  M.D.,  (914)  ME  1-1535. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals-  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


MEDICAL  PRACTICE:  GREAT  NEED  IN  NORTH- 
era  New  York  community  of  20,000  for  at  least  two  med- 
ical men.  Excellent  hospital  facilities,  good  schools  and 
good  transportation.  Minimum  income  guaranteed. 
Administrator,  A.  Barton  Hepburn  Hospital,  Ogdensburg, 
New  York. 


OPPORTUNITY  AVAILABLE  WITH  LARGE  VOLUME 
general  practice  team  in  southeast  Nassau  County,  New 
York.  Heavy  office,  hospital  and  nursing  home  experience, 
to  be  gained.  Salary  to  start.  Your  ability  and  work  de- 
termine advance  ment  to  partnership.  Box  291,  % NYSJM, 
or  call  (516)  PY  8-8011. 


PSYCHIATRIC  RESIDENCIES  AND  STAFF  Posi- 
tions. Fully  approved  three  year  residencies  in  Psy- 
chiatry. University  Training.  Attractive  housing. 
ECFMG  required  first  year,  a state  license  for  second  and 
third  year.  Stipend:  $7000  to  $8000.  Also  limited  number 
of  staff  positions.  Starting  salaries:  Psychiatrist — $12,603 
to  $19,916;  Physicians — $8,124  to  $19,916.  ECFMG  cer- 
tification sufficient.  Write:  Dr.  Harry  H.  Brunt,  Jr., 

Medical  Director,  Ancora  State  Hospital,  Hammonton, 
New  Jersey. 


SUPERVISOR  OF  SCHOOL  MEDICAL  SERVICES: 
Opening  in  New  York  State  Education  Department  in  Al- 
bany for  Supervisor  to  perform  field  and  office  work  in  sup- 
ervision and  guidance  of  health  services  program  in  the 
schools  of  the  State.  Applicants  must  possess  a license 
issued  by  New  York  State  to  practice  medicine  and  have  at 
least  two  years  of  experience  in  the  practice  of  medicine,  of 
which  one  year  must  have  included  service  as  a school 
physician.  Salary  range  $11,840  to  $14,125  with  appoint- 
ment possible  above  the  minimum  salary  level.  Excellent 
non-contributory  retirement  plan,  professional  development 
leave  programs,  health  insurance,  and  other  fringe  benefits. 
Send  detailed  resume  to  Bureau  of  Personnel,  State  Educa- 
tion Department,  Albany,  New  York  12224. 


EMERGENCY  ROOM  PHYSICIANS  GROUP:  FULL 

time;  minimum  guarantee  offered.  185-bed  modem, 
non-profit  JCAH  hospital  just  completed.  Applicants 
eligible  for  New  Jersey  license.  Apply  Administrator, 
Underwood  Hospital,  509  North  Broad  Street,  Woodbury, 
New  Jersey. 


INTERNAL  MEDICINE  RESIDENCY:  APPROVED 

three  year  program;  620  bed,  county  general  hospital. 
Board  certified,  medical  school  affiliated,  full  time  Chief 
of  Medicine,  and  full  time  Assistant  Chief  of  Medicine; 
visting  medical  school  professors  for  half  day  twice  monthly; 
cardiac  monitoring  and  coronary  care  unit;  newly  ex- 
panded extensive  teaching  program;  research  opportun- 
ities and  three  full  time  pathologists;  large  outpatient 
clinic  with  supervised  teaching,  all  sub-specialties.  Salary: 
$400  mo.  (first  year),  $425  mo.  (second  year),  $475  mo. 
(third  year)  plus  $100  month  if  single;  $150  month 
married  (housing  allowance).  Contact:  Director  of 

Medical  Services,  Kern  County  General  Hospital,  1830 
Flower  St.,  Bakersfield,  California  93305. 
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PHYSICIANS  WANTED— CONT’D 


JULY  & AUGUST:  PHYSICIAN  NEEDED  TO  ASSIST 
family  doctor  in  resort  town  one  hour  north  of  New  York 
City.  Diversified  vacation  job.  Box  310,  % NYSJM. 


M.D.  ANESTHESIOLOGIST,  PRIVATE  PRACTICE, 
needs  anesthetist  for  general  surgery  & obstetrics.  Work 
in  small,  general  hospital,  50  miles  N.Y.C.  Flexible 
hours;  salary  to  be  decided.  Box  308,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


ILLNESS  FORCES  PREMATURE  RETIREMENT  OF 
upstate  New  York  pediatrician.  Need  Board  certified 
associate  to  assume  large,  lucrative  practice.  Economically 
stable  urban  area.  Accredited  hospitals.  Inquiry,  cur- 
ruculum  vitae  to  Box  305,  % NYSJM. 


LEAVING  FOR  RESIDENCY  IN  MARCH.  DESIRE 
man  to  rent  office  and  take  over  active,  general  practice. 
Immediate  income  limited  only  by  ability.  Ideal  location 
in  expanding  community  on  Long  Island.  Easy  terms. 
Box  307,  % NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time,  New  York  metropolitan  area. 
PL3-7737. 


BOARD  CERTIFIED  RADIOLOGIST  WITH  BROAD 
experience,  including  special  diagnostic  procedures  and 
radiotherapy,  desires  position  in  hospital  in  charge  of  X-ray 
Department.  Interested  in  a rather  small  institution; 
willing  to  have  X-ray  department  developed  and  organized 
for  full  scale  of  special  procedures.  Prefer  New  York  City 
area  or  Long  Island.  Box  287,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


OBSTETRICIAN-GYNECOLOGIST.  BOARD  ELIGI- 

ble  married,  5 years  training,  wishes  to  join  partnership  or 
group  practice  within  a radius  of  75  miles  of  New  York 
City.  Will  accept  salary  to  start;  available  immediately. 
Box  302,  % NYSJM. 


MATURE,  EXPERIENCED,  GENERAL  PHYSICIAN 
& surgeon;  trauma.  Available  2-3  days  a week,  Bklyn., 
Queens  or  L.I.  Insurance  or  office  work  preferred.  Fringe 
benefits,  contract,  good  salary  expected.  Box  303,  % 


ANESTHESIOLOGIST,  ELIGIBLE  FOR  N.Y.  STATE 
license,  available  also  weekends;  and  obstetrics.  Box 
311.  % NYSJM. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

83-Story  Air  Conditioned  Apt  Bids,  (comer  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min ,434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


HOME-OFFICE  FOR  SALE:  COMMACK— EAST 

Northport  area.  Fastest  growing  vicinity  in  nation.  Main 
street  residential  area.  Office:  7 rooms;  waiting  and 

consultation  rooms  panelled.  Home:  3 bedrooms,  2 bath- 
rooms, living  room,  dining  room,  sundeck,  modern  kitchen 
and  dinete.  Many  extras.  Both  centrally  air  conditioned. 
Professionally  landscaped.  Excellent  physician  or  dental 
specialist.  (516)  FO  8-2584  or  Box  306,  c/o  NYSJM. 


IDEAL  PROFESSIONAL:  RESIDENCE  AND  FIVE 

room,  paneled,  centrally  air  conditioned  office  with 
lavatory.  Separate  entrance.  Professionally  land- 
scaped home  has  three  bedrooms,  living  room,  fireplace, 
dining  room,  bath,  modern  kitchen,  finished  basement, 
walk-up  attic.  Centrally  located  opposite  public  and 
parochial  schools,  church.  Adjacent  to  public  parking 
and  shopping.  Suffolk  County  growing  area.  (516)  AN 
1-3123. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


VACATION  ON  CARE-FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


SKI  HOUSE  FOR  RENT— SUGARBUSH,  VERMONT; 
sleeps  10.  Available  weekly.  Write  Box  3591,  New 
York,  New  York  10017. 


DERMATOLOGIST,  YOUNG,  ENERGETIC,  EXCEL- 
lent  background,  will  consider  assuming  on  profit  sharing 
basis,  practice  of  older  man  who  desires  to  retire  from 
Manhattan.  Box  309,  % NYSJM. 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TUSMUB  £ 


things  go 

better,! 

_\vith 

Coke 


430 


heart  disease 
or  psychic  tension? 

“Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  w'cll  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to 
10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/ day  initially, 
increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Supplied : Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  50  for 
convenience  and  economy  in  prescribing. 

Valiunr 


(diazepam) 


2-mg,  5-mg,  10-nig  tablets 


An  antibiotic 
of  choice 
is  one  that  works 

TAP  works 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES 


YEAR 


% EFFECTIVE 


10,384 


88.5% 


y^-Hemolytic  Streptococci 


2,3.1 


96.7% 


The  Product 

in  a world  study  of  antibiotics  in  vitro1,  TAP  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAP. 


TAP 


[triacetyloleandomycin] 


J.  B.  Roerlg  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being* 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality,  it  is  contraindicated  in 
pre  existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
M85-256  (July-Aug.)  1964. 
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treat  the  cough  as  well  as  the  cold 

Hycomine  Syrup 


U S Pit  2.630.400 


ENDO  LABORATORIES  INC. 
Garden  City.  New  York. 


J U 


■Hh. 


Each  teaspoonful  (5  cc  ) contains: 

Hycodan® 

Hydrocodone  bitartrate  . . . . 5 mg. ) 

(Warning:  May  be  habit-forming)  (.  6 5 mg 

Homatropine  methylbromide  . . . 1.6  mg.  } 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


(with  methylparaben  0.13%  and  propylparaben  0.02%  as  pre- 
servatives) 

in  a highly  palatable  cherry-flavored  vehicle 


Arrests  both  productive  and  non- 
productive cough,  without  suppressing 
productive  cough  • decongests  the 
airways  ■ liquefies  secretions  respon- 
sible for  irritation  ■ provides  prompt 
symptomatic  relief  of  allergic  symp- 
toms ■ is  well  tolerated  * rarely 
causes  constipation 
Average  Dosage:  Adults.  1 teaspoon- 
ful after  meals  and  at  bedtime 
with  food.  Children  6-12  years,  '/2  tea- 
spoonful; 3-6  years.  % teaspoonful; 

1-3  years,  10  drops;  6 months  to  1 year. 
5 drops.  Administer  after  meals 
and  at  bedtime  with  food.  On  oral 
Rx  where  state  laws  permit. 

Caution:  Should  be  used  with  caution 
in  patients  with  known  idiosyncrasies 
to  phenylephrine  hydrochloride  and 
in  those  with  moderate  or  severe 
hypertension,  hyperthyroidism  or  ad- 
vanced arteriosclerosis.  In  these 
patients  the  use  should  not  exceed 
three  days.  Hycomine  Syrup  is 
generally  well  tolerated  but  in  some 
patients  drowsiness,  dizziness  or 
nausea  may  occur. 


ir 
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Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 

L 


Neo-Synephrine  is  a standard 
among  topical  vasoconstrictors.  It 
is  unsurpassed  for  reducing  nasal 
turgescence  in  colds;  a most  valuable 
I aid  in  preventing  and  treating  sinusitis. 


In  sinusitis,  Neo-Synephrine  helps 
to  promote  drainage  and  hasten 
recovery.*  Used  promptly,  it  helps 
clear  the  stagnant  sinus  and  lessen 
the  chances  of  chronicity. 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses, 
and  Ears  in  Childhood,  Springfield,  III., 
Charles  C Thomas,  1963,  p.  34. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Neo-Synephrine  stops  the  boggy 
feeling  of  colds  at  once— works 
against  factors  that  induce  sinus- 
itis. With  Neo-Synephrine  nose 
drops,  spray  or  jelly,  turbinates 
shrink  on  contact,  obstructed  ostia 
open  and  drainage  is  re-established. 

k 


Neo-Synephrine  HCI  is  available  in: 
Vb°7o  solution  for  infants 
V4%  solution  for  children  and  adults 
V4%  pediatric  nasal  spray  for  children 
Vj°7o  solution  for  adults 
Vj®7o  nasal  spray  for  adults 
Vj°7o  jelly  for  children  and  adults 
1 % solution  for  adults  (resistant  cases) 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jelly  i 
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with  Soma’ Compound 

carisoprodol  200  mg.,  phenacetin  160  mg.,  caffeine  32  mg. 


In  most  patients  with  strains  and 
sprains,  ‘Soma’  Compound  can 
reduce  recovery  time  because  of 
its  ability  both  to  relieve  pain 
and  to  relax  muscle.  In  a con- 
trolled study  of  patients  in  an 
industrial  practice,  R.  6.  Conant 
reported  that  ‘Soma’  Compound 
shortened  recovery  time  an  aver- 
age of  25%  as  compared  with 
aspirin.1  In  addition,  complete  or 
marked  relief  was  noted  in  94% 
of  patients  treated  with  'Soma* 
Compound,  as  compared  to  46% 
of  patients  treated  with  aspirin. 

1.  Conant,  R.  G.:  Reduction  of  industrial  time-loss: 
treatment  with  carisoprodol  compound  in  muscu- 
loskeletal disorders.  Industr.  Med.  Surg.  33.25, 
Jan.  1964. 


Also  available  with  V*  gr.  codeine  as  ‘Soma’  Compound  with  Codeine:  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  codeine  phosphate 
16  mg.  (Warning.-  may  be  habit-forming.) 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound  with  Codeine  are  useful  for  relief 
of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting  muscles 
and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phena- 
cetin, or  codeine  phosphate.  Precautions:  Phenacetin-VUVn  long-term  use,  give  cautiously 
to  patients  with  anemia  and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage 
the  kidneys  when  used  in  large  amounts  or  for  long  periods.  Caffeine- Not  recommended 
for  persons  extremely  sensitive  to  its  CNS  stimulating  action.  Codeine  phosphate -Use 
with  caution  in  addiction-prone  individuals.  Carisoprodol- Carisoprodol,  like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity 
to  compounds  of  similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsi- 
ness, lightheadedness,  dizziness,  and  gastric  complaints  have  been  reported  infrequently 
for  either  or  both  of  these  preparations.  Phenacetin- Side  effects  are  extremely  rare  with 
short-term  use  of  recommended  doses.  Prolonged  ingestion  of  overdoses  may  produce 
dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature, 
insomnia,  headache,  mental  disturbances,  and  tolerance.  Caffeine -Side  effects  are 
almost  always  the  result  of  overdosage.  Average  doses  may  rarely  cause  nausea,  nerv- 
ousness, insomnia,  and  diuresis.  Excessive  dosage  may  produce,  in  addition,  restless- 
ness, nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata,  tachycardia, 
and  cardiac  arrhythmias.  Codeine  phosphate-  Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol -the  only  side  effect  reported  with  any  frequency 
is  sleepiness,  usually  on  higher  than  recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual  reaction,  such  as  a sensation  of 
weakness.  Other  rarely  observed  reactions  have  included  dizziness,  ataxia,  tremor, 
agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occur- 
ring when  carisoprodol  was  administered  with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included  one  case  each  of 
anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity 
reaction,  carisoprodol  should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal 
attempts  may  produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage: 
Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma’  Compound  with  Codeine  is  one  or 
two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound,  orange  tab- 
lets, each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg. 
Narcotic  order  form  required.  Before  prescribing,  consult  package  circular. 
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provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5’6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1’3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1: 14-17  (Sept.)  1960.  (8)  Combs,  F.  C„  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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Month  in  Washington 


The  staff  of  the  Senate  antitrust  subcommittee 
has  been  investigating  the  rise  in  quinine  prices. 
The  investigation  is  the  result  of  receipt  by 
members  of  Congress  of  complaints  from  con- 
stituents. Many  of  the  complaints  report  a 
sharp  rise  in  the  price  of  quinidine,  a quinine 
derivative  prescribed  for  irregular  heart  beats. 

The  Pharmaceutical  Manufacturers  Associa- 
tion attributes  the  price  rise  to  a combination 
of  decreased  supplies  and  rising  demands.  A 
spokesman  for  the  association  said  that  it  has 
become  increasingly  difficult  to  obtain  quinine’s 
raw  material,  the  bark  of  the  Cinchona  tree. 
He  said  that  Indonesia,  once  the  principal  sup- 
plier, has  virtually  cut  off  its  exports  of  the 
Cinchona  bark  to  the  Western  world.  Other 
suppliers,  he  said,  include  the  Congo  and  some 
South  American  countries.  He  said  that  these 
sources  are  seriously  limited  but  that  the  short- 
age is  not  expected  to  reach  critical  proportions. 

The  P.M.A.  spokesman  attributed  the  rising 
demand  to  the  appearance  of  new  strains  of 
malaria  which  are  resistant  to  the  synthetic 
drugs  developed  during  World  War  II  as  quinine 
substitutes.  This  has  caused  the  demand  for 
natural  quinine  to  rise  sharply  in  such  malaria- 
infested  areas  as  Vietnam. 

* * * 

The  Food  and  Drug  Administration  has  taken 
the  first  steps  in  implementation  of  the  new  law 
designed  to  halt  illegal  traffic  in  depressant  and 
stimulant  drugs.  Acting  F.D.A.  commissioner 
Wilton  B.  Rankin  announced  proposed  regula- 
tions and  appointed  an  advisory  committee  of 
experts  as  authorized  by  the  Drug  Abuse  Con- 
trol Amendments  Law  enacted  last  year.  The 
committee  met  in  late  December  and  assisted 
the  F.D.A.  in  determining  the  drugs  covered 
under  the  new,  tighter  controls  which  went  into 
effect  February  1,  1966. 

The  new  law  specified  amphetamines  and 
barbiturates  but  also  authorized  designation  of 
other  depressant  and  stimulant  drugs  by  reg- 
ulatory orders  of  the  F.D.A.  At  its  first  meet- 
ing, the  advisory  committee  considered  several 
classes  of  such  drugs,  including  certain  tran- 
quilizers, LSD-25  (lysergic  acid  diethylamide), 
and  other  hallucinogenic  agents. 

The  F.D.A.  regulations  listed  details  of  the 
records  which  must  be  kept  by  every  person 
manufacturing,  compounding,  processing,  sell- 
ing, or  otherwise  distributing  the  designated 
drugs.  The  first  required  record  is  an  inventory 
of  such  drugs  in  stock  as  of  February  1.  This 
initial  inventory  must  contain  the  identity  and 
quantity  of  all  the  specified  drugs  in  finished  form 
under  the  control  of  the  registrant.  Records 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


thereafter  must  accurately  fist  further  manu- 
facture, receipt,  and  disposition  of  such  drugs. 

The  system  of  record-keeping  was  designed  to 
permit  government  agents  to  follow  the  move- 
ment of  the  drugs,  all  of  which  are  prescription 
drugs,  from  producer  to  consumer.  The  F.D.A. 
commissioner  is  authorized  to  determine  that  a 
stimulant  or  depressant  drug  has  a potential 
for  abuse  and  therefore  should  be  covered  under 
the  law  if  there  is  evidence  of:  (1)  Individuals 

taking  the  drug  in  amounts  sufficient  to  create  a 
hazard  to  their  health  or  to  the  safety  of  other 
individuals  or  the  community;  (2)  significant 
diversion  of  the  drug  from  legitimate  drug  chan- 
nels; or  (3)  individuals  taking  the  drag  on 
their  own  initiative  rather  than  on  the  advice  of 
a physician  or  osteopath  licensed  by  law  to 
administer  such  drags. 

Most  physicians  won’t  be  affected  directly 
by  the  new  Federal  regulations  which  state: 
“The  maintaining  of  small  supplies  of  these 
drugs  for  dispensing  or  administering  in  the 
course  of  professional  practice  in  emergency  or 
special  situations  will  not  be  considered  as 
regularly  engaged  in  dispensing  for  a fee.” 

* * * 

A panel  of  leading  businessmen  has  warned  of 
the  dangers  of  relying  too  heavily  on  the  govern- 
ment for  administration  of  health  and  retire- 
ment plans.  Such  government  programs 
should  be  used  to  help  the  sick,  disabled,  and 
aged,  the  panel  said,  “only  if  voluntary  and 
private  means,  truly  and  tested,  cannot  ade- 
quately meet  society’s  needs.  . . . Heavy  re- 
liance on  government  can  discourage  the  experi- 
mentation and  innovation  needed  to  solve  our 
health  and  retirement  problems.  Such  reliance 
also  can  narrow  the  freedom  of  choice  of  people 
who  prefer  to  meet  their  needs  in  their  own 
ways.” 

This  statement  was  a highlight  of  a 263-page 
report  by  the  Task  Force  on  Economic  Growth 
and  Opportunity,  which  is  an  independent  group 
set  up  under  the  sponsorship  of  the  United 
States  Chamber  of  Commerce.  The  report  was 
entitled  “Poverty:  The  Sick,  Disabled,  and 

Aged.”  The  report  cited  medicare  as  an  ex- 
ample: 

In  an  attempt  to  help  low  income,  aged 
people  obtain  health  care  at  little  personal 
cost,  medicare  was  attached  to  the  tradition- 
bound  Social  Security  program.  As  a result, 
medicare  will  help  millions  of  Americans  who 
are  not  needy  by  any  stretch  of  the  imagi- 
nation. 

It  will  be  financed  by  the  Social  Security 
payroll  tax,  a highly  regressive  tax  that  places 

continued  on  page  442 
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How  a man  with  nothing  left  over  on  paydays 
gave  his  daughter  a master’s  degree 


Even  with  college  costs  what  they  are 
today,  anyone  can  educate  a daughter 
without  strain. 

Just  be  a smart  saver,  like  Ray 
Mullins  of  Dayton,  Ohio. 

An  automatic  screw  machine  oper- 
ator, Ray  joined  the  Payroll  Savings 
Plan  right  after  World  War  II. 

Each  month  a small  portion  of  his 
pay  was  set  aside  automatically  and 
put  toward  U.  S.  Savings  Bonds. 
Month  after  month,  without  interrup- 
tion. 

When  Ray’s  daughter,  Patricia,  said 
she  wanted  to  go  to  the  University  of 
Pittsburgh,  Ray  was  ready.  His  Bonds 
had  grown  into  a sizeable  nest  egg 
which  paid  for  most  of  Patricia’s 
master’s  degree  in  library  science. 


Millions  of  Americans  save  for 
homes,  education,  retirement,  and  just 
plain  rainy  days  on  the  Payroll  Savings 
Plan.  And  while  their  savings  mount 
up,  Uncle  Sam  uses  the  dollars  to  give 
freedom  a little  more  stature  in  the 
world. 

Ray  Mullins  says  the  Payroll  Savings 
Plan  is  "the  easiest  way  I know  to 
save.”  Why  don’t  you  try  it  for  your 
savings  goal,  and  see  if  you  don’t  feel 
pretty  good  about  it. 

Buy  E Bonds  for  growth 
—H  Bonds  for  current  income 


Buy  U.S.  Savings  Bonds 

STAR-SPANGLED  SAVINGS  PLAN 
FOR  ALL  AMERICANS 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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continued  from  page  440 

heaviest  burdens,  in  relation  to  income,  on  low 
income  workers  and  on  low  income  consumers 
who  pay  higher  prices  to  absorb  the  cost  of 
payroll  taxes  levied  on  employers. 

* * * 

Measles  incidence  in  1965  was  the  lowest  in 
recent  years  according  to  the  U.S.  Public 
Health  Service’s  Communicable  Disease  Cen- 
ter. Through  the  first  forty-nine  weeks  of  the 
year,  256,443  cases  were  reported,  which  is  far 
below  the  average  of  more  than  400,000  annual 
cases  since  1960.  There  were  478,518  cases  in 
the  first  forty-nine  weeks  of  1964.  But  the 
Public  Health  Service  warned  that  if  past  ex- 
perience is  repeated,  major  epidemics  can  be 
expected  in  many  sections  of  the  country  during 
the  first  half  of  1966. 

* * * 

The  Federal  government  is  going  to  spend 
more  on  health  and  education  programs  in 
1966  but  not  as  much  as  originally  expected, 
principally  because  of  the  Vietnam  war. 

John  W.  Gardner,  secretary  of  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare, 
said  1966  would  not  be  a “slowdown  year”  in 
his  department  because  of  the  start  of  new  pro- 
grams in  elementary  and  secondary  education, 
medicare,  water  pollution,  disease  control,  and 
other  areas.  But,  he  added,  a certain  slacken- 
ing in  other  programs  might  be  useful.  He 
declined  to  identify  specific  projects.  He  said, 
however,  that  they  “might  be  done  better  if 
they  are  started  slowly.” 


Accidental 
road  deaths 


Deaths  to  persons  from  motorcycle,  motor- 
scooter,  and  motor  bicycle  accidents  exceeded 
1,100  in  1964  for  a record  high  in  the  nation, 
William  H.  Stewart,  M.D.,  the  Surgeon  General 
of  the  United  States  Public  Health  Service,  re- 
ported recently. 

“Many  of  these  people  need  not  have  died,” 
said  Dr.  Stewart.  “Many  of  them  died  only 
because  they  failed  to  wear  safety  helmets. 
A very  high  percentage  of  cyclists  killed  in 
accidents  die  from  head  injuries.” 

It  was  pointed  out  that  motorcycle  regulations 
have  doubled  in  the  last  five  years,  and  that 
there  are  now  over  1 million  motorcycles  reg- 
istered in  this  country. 

It  was  urged  that  every  motorcycle,  motor- 
scooter,  and  motor  bicycle  rider  make  it  his 
individual  responsibility  to  protect  himself 
from  unnecessary  death  or  injury  by  wearing  a 
safety  helmet. 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
#.  Wallace  Laboratories  / Cranbury,  N.  J. 
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When 
insomnia 
is  a 
in  the 


TRY  DEPROL- 

meprobamate  400  mg.  + bennctvziiie  hydrochloride  I mg. 

A LOGICAL  FIRST  CHOICE 

usually  restores 
normal  sleep  quickly 
by  helping 
to  lift  depression . . . 
calm  associated  anxiety, 
tension,  and  rumination 

Wallace  Lahora  roRir s / Crunbury,  N.  J. 


Medical  Meetings 


Tandearir 

brand  of 

oxyphenbutazone 


Montefiore  Hospital  offers 
instruction  in  home  care  programming 

Since  the  enactment  of  medicare  will  in  all 
probability  necessitate  the  establishment  of 
effective  home  care  programs  within  hospitals, 
Montefiore  Hospital  and  Medical  Center  is 
offering  a series  of  training  programs  to  guide 
hospitals  in  methods  of  providing  coordinated, 
comprehensive  medical  serivice  to  the  patient 
at  home. 

The  Department  of  Home  Care  is  presenting 
the  Ninth  Institute  on  Coordinated  Home  Care 
on  February  17  and  18  at  Montefiore  Hospital. 
The  meeting  will  discuss  the  impact  of  medicare 
and  adequate  and  effectual  ways  of  dealing  with 
the  new  problems. 

The  Department  is  also  offering  a one-week 
and  a three-week  training  program  in  coordi- 
nated home  care.  The  programs  will  deal  with 
the  philosophy,  organization,  and  operation  of 
a home  care  division.  The  three-week  training 
program  will  be  from  March  14  to  April  1 and 
the  one- week  from  May  9 to  May  13.  Tuition 
is  $50  per  week,  and  registration  is  limited  to 
six  per  program. 

For  additional  information  write:  Director, 
Training  Programs  in  Home  Care,  Montefiore 
Hospital  and  Medical  Center,  111  East  210th 
Street,  The  Bronx,  New  York  10467. 

Meeting  to  examine  water  pollution 

The  spring  meeting  of  the  Industrial  Medical  j 
Association  of  Upstate  New  York,  Inc.,  will  be 
held  F ebruary  26  at  the  Manger  Hotel  in  Roches- 
ter, New  York.  The  meeting  will  be  concerned 
with  the  problem  of  water  pollution. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


In  Rheumatoid  Arthritis 

Therapeutic  Effects : Tandearil,  brand  of  oxy- 
phenbutazone, is  a nonhormonal  compound 
which  rapidly  resolves  or  modifies  inflamma- 
tion. In  rheumatoid  arthritis,  it  may  improve 
grip  strength  and  relieve  stiffness,  pain,  tender- 
ness and  swelling.  Its  effects  are  usually  seen 
within  3 to  4 days  and  a trial  period  of  1 week  is 
recommended.  Usually  well  tolerated,  the  drug 
does  not  affect  pituitary-adrenal  function  nor 
impair  immune  response. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  peptic 
ulcer;  renal,  hepatic  or  cardiac  disease;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The 
drug  should  not  be  given  when  the  patient  is 
senile,  or  when  other  potent  drugs  are  given 
concurrently. 

Precautions:  Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia):  sudden 
weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Make  regular  blood 
counts.  Use  greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic  ac- 
tion of  sulfonylurea,  sulfonamide-type  agents 
and  insulin.  Carefully  observe  patients  receiv- 
ing such  therapy. 

Adverse  Reactions:  The  most  common  are  nau- 
sea, edema  and  drug  rash.  The  drug  may  re- 
activate a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement,  vertigo 
and  languor  may  occur.  Leukemia  and  leuke- 
moid  reactions  have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug.  Thrombo- 
cytopenic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have  hepa- 
titis, jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible  thy- 
roid hyperplasia  may  occur  infrequently.  Mod- 
erate lowering  in  red  cell  count  due  to  hemo- 
dilution  may  occur. 

Dosage  in  Rheumatoid  Arthritis:  The  initial 
daily  dosage  in  adults  is  300-600  mg.  in  divided 
doses.  In  most  instances,  400  mg.  daily  is 
sufficient.  When  improvement  occurs,  dosage 
should  be  decreased  to  the  minimum  effective 
level:  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


TandeariP  helps  arthritic  hands 

oxyphenbutazone  to  move  again 


TA-4112PC 


Sperling,  I.L.:  3 Years' 
Experience  with  Oxyphen- 
butazone in  the  Treatment 
ot  Rheumatic  Disorders, 
Applied  Therapeutics 
6:117,  1964. 


Major  improvement  in 
69.7%  of  109  rheumatoid 
arthritic  patients 


445 


Index  to  Advertisers 


DID  YOU  EVER  GET  A “THANK  YOU” 
NOTE  FROM  A SPECIAL-DIET  PATIENT? 


Abbott  Laboratories 

Ames  Company,  Inc 

Breon  Laboratories 

Endo  Laboratories 

Geigy  Pharmaceuticals 

Grocery  Store  Products 

Grotto  Steak  House 

Holbrook  Manor 

Lederle  Labs,  Div.  Amer.  Cyanamid  Co. 
Eli  Lilly  & Company 


455,  456,  457,  458 


3rd  cover 


..  549 

..  433 
444-445 
. . 446 
..  551 

...  551 


4th  cover 


460 


It  can  happen.  Get  hold  of  our  free  booklet  and 
see  the  remarkable  things  that  can  be  done 
with  a diet  that  is  built  on  Cream  of  RICE. 

It’s  called  “How  To  Make  A Special  Diet 
Taste  Extra  Special!"  You’ll  find  delicious  rec- 
ipes for  bland,  wheat-free,  milk-free,  egg-free 
and  low-salt  diets. 

A recent  research  study  compared  the  break- 
down of  Cream  of  RICE  with  oat,  wheat,  corn 
and  barley  cereals  and  concluded  that  Cream  of 
RICE  was  easiest  to  digest. 

Cream  of  RICE  is  fortified  with  Vitamin  B,, 
Riboflavin,  Niacin  and  Iron.  And  it's  low  in  res- 
idue and  fat.  The  patient  gets  dietary  protec- 
tion, flavor  satisfaction  and  good  nutrition.  And 
you  may  actually  get  a “Thank  you." 
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(26  million  worldwide) 
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19380 
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among  the  most  significant  drugs  in  use  today 

CHLOROMYCETIN 

(CHLORAMPHENICOL) 

| PARKE- DAVIS  | 

PARKE.  DAVIS  A COMPANY.  Detroit  Michigan  49732 

Complete  information  for  usage  available  to  physicians  upon  request. 


* 


in  breadwinner’s  anxiety... 

He’s  40,  but  probably  feels  older. 

His  income  is  average,  but  he  thinks  it 
inadequate.  He’d  like  to  achieve  more  but  feels 
tied  down.  His  health  is  good, 
but  he  thinks  not. 

This  anxious  patient  and  others  can 
feel  more  comfortable  on  Vistaril... 
because  Vistaril  calms  smoothly,  makes  them 
feel  better  without  the  euphoria  or  psychic 
overgratification  that  fosters  habituation. 


What  is  Vistaril?  Vistaril  is  hy- 
droxyzine, a tranquilizer  entity, 
totally  different  from  the  diaze- 
pines,  meprobamates  and  the  phe- 
nothiazines.  While  equal  to  the 
diazepines  and  meprobamates  in 
effectiveness,  Vistaril  has  been 
remarkably  free  of  the  unwanted 
psychic  and  somatic  reactions 
associated  with  other  tranquilizing 
agents  because  its  primary  effect  is 
exerted  at  the  seat  of  anxiety. 

Vistaril  tranquihzes  with  less 
complication  than  do  the  pheno- 
thiazines.  Unwanted  effects,  such 
as  hepatotoxicity,  blood  dyscra- 
sias,  skin  pigmentation,  and  opac- 
ities of  lens  and  cornea,  are  not 
characteristic  of  Vistaril  activity. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  minor 
tranquilizers.  Withdrawal  symp- 
toms, possible  psychotropic  drug 
incompatibilities,  blood  dyscrasias 
and  hepatotoxicity,  seen  with 
some  minor  tranquilizers,  are  not 
characteristic  of  Vistaril. 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated, 

"Vsfarl 

(HYDROXYZINE) 


the  seat  of  anxiety 


(Pfizer 


Since  1849 


Science  lor  I he  world's  wellbeing 


Turn  page  for  brief  summary. . . 


The  record  of  hydroxyzine  experience: 

Eight  years  of  clinical  effectiveness, 
over  1,000,000,000  doses  prescribed, 
more  than  500  published  papers 
covering  nearly  15,000  patients... 


Contraindications:  Hypersensitivity  to  hydrox- 
yzine. The  parenteral  solution,  for  intramus- 
cular or  intravenous  use,  must  not  be  injected 
subcutaneously  or  intra-arterially. 

Precautions:  Hydroxyzine  may  potentiate  the 
action  of  central  nervous  system  depressants. 
I n conjunctive  use,  dosage  for  these  drugs  should 
be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving 
a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have 
rarely  been  reported  when  proper  technique 
has  been  used.  On  reported  intravenous  injec- 
tion a few  instances  of  digital  gangrene  have 
occurred  distal  to  the  injection  site,  considered 
to  be  due  to  inadvertent  intra-arterial  injection 
or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  to  insure 
injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intra- 
venous administration  should  be  accomplished 
slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  it 
so.  it  is  usually  transitory  and  may  disappear 


in  a few  days  of  continued  therapy  or  upon 
dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Cap- 
sules: 25  mg.,  50  mg.,  100  mg.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  25  mg.  per 
5 cc.  Vistaril  (hydroxyzine  HC1)  Parenteral 
Solution;  25  mg./cc. — 10-cc.  vials,  and  50  mg. 
/cc. — 2-cc.  and  10-cc.  vials. 


More  detailed  professional  information  available 
on  request. 


The  Vistaril 
site  of  action 
is  the  seat  of 
anxiety 


No  other  tranquilizer  is  as  precise 
as  uncomplicated,  as 


Mdafl 


(HYDROXYZINE) 


Science  for  the  world's  well-being ® 


Since  1849 


PFIZER  LABORATORIES 

DIVISION,  CHAS.  PFIZER  & CO.,  INC.  NEW  YORK,  N.Y.  10017 


E.  R.  SQUIBB  & SONS 
presents  a painting  of 

STATE  UNIVERSITY  of  NEW  YORK 
DOWNSTATE  MEDICAL  CENTER 
COLLEGE  of  MEDICINE 


The  roots  of  the  Downstate  Medical  Center  of  the  State  University  of  New 
York  were  planted  in  1858— when  the  Long  Island  College  Hospital  was  offi- 
cially chartered.  Founded  by  a group  of  progressive  physicians  who  had  ap- 
praised the  outstanding  European  systems  of  medical  education,  this  was  the 
first  medical  school  in  the  independent  city  of  Brooklyn.  There  is  certain 
distinction  in  the  fact  that  it  was  the  first  medical  school  in  the  nation  to  be 
united  with  a hospital  under  one  roof.  The  mutual  benefits  of  this  combination 
were  so  apparent  that  the  linkage  of  hospital  and  medical  school  has  become 
a central  characteristic  of  medical  education  today.  After  the  turn  of  the 
century,  the  college  began  to  expand  its  facilities  for  clinical  teaching,  and 
in  1930  was  incorporated  as  The  Long  Island  College  of  Medicine.  In  1950  the 
school  was  selected  as  the  first  cornerstone  of  the  State  University  of  New 
York  Downstate  Medical  Center . . . thus  culminating  its  90-year  history  of 
pioneering  in  medical  education  as  an  independent  instutition. 


(See  over  leaf) 
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here  is  an  interesting  parallel 


between  the  Downstate  Medi- 


cal Center  and  E.  R.  Squibb  & Sons. 
In  1858,  the  year  when  The  Long  Is- 
land College  Hospital  was  officially 
chartered,  Dr.  Edward  Robinson 
Squibb  had  just  established  his  first 
small  pharmaceutical  laboratory  . . . 
also  in  Brooklyn,  and  not  far  from 
the  school.  Dr.  Squibb,  too,  was 
beset  by  many  obstacles  — the  first 
and  most  disastrous  of  which  was  a 
fire  that  completely  destroyed  the 
chemical  firm  just  a few  short  weeks 
after  production  had  begun.  In  spite 
of  the  setback,  Dr.  Squibb  success- 
fully pursued  a future  when  the 
House  of  Squibb  would  be  recog- 
nized for  its  leadership  in  the  manu- 
facture of  pharmaceuticals. 

E.  R.  Squibb  & Sons  is  proud  to 
honor  the  State  University  of  New 
York  Downstate  Medical  Center,  its 
neighbor  since  1858,  with  an  original 
painting  by  the  well-known  artist 
Robert  McCall.  The  painting  of  the 
Basic  Sciences  Building  at  Down- 
state  Medical  Center,  reproduced  on 
these  pages,  was  commissioned  by 
E.  R.  Squibb  & Sons  as  part  of  its 
continuing  Collegia  Medica  program. 
It  has  been  presented  to  the  school 
for  permanent  display.  Reproduc- 
tions in  full  color  will  be  sent  to 
each  graduate  and  to  students  pres- 
ently attending  the  Downstate  Medi- 
cal Center. 

The  Collegia  Medica  program  will, 
in  turn,  so  honor  each  of  America’s 
fine  medical  schools. 


Squibb 


Squibb  Quality- 
the  Priceless  Ingredient 


160th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

bh  FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 


SCIENTIFIC  EXHIBITS 


TECHNICAL  EXHIBITS 


HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 
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octor, 

lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
verweight  patients. 


mood  elevation 


Abb 

Anorec 

Progr< 


DESOXYN®  Gradumet®  (metham-  If  she  can’t  take  plain  amphetamim 
phetamine  hydrochloride)  put  her  on  DESBUTAl!  Gradumet 


Smooth  appetite  control  plus  mood  elevation.  Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tat 
sections,  combined  back  to  back  to  form  a sin 
tablet.  One  section  contains  Desoxyn  to  curb  I 
appetite  and  lift  the  mood;  the  other  conta 
Nembutal®  (pentobarbital)  to  calm  the  patient  a 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dose 


controlled  release 


Abbott 

Anorectic 

Program 


% 


■ < 


The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
intestinal fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  "ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
.0  patient  ...  or  to  erratic  release  in  the  same 
Datient  from  day  to  day. 

That’s  why  the  Gradumet  provides 
:ontrolled-release  as  well  as 
ong  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


I 


choice  of  5 strengths 


Abbott 

Anorectic 

Program 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

Ip  i! 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

^ <1 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  in  inorvdic  10  trvslmvnt  of 
obesity  *tv>  to  ceunlorKl  »"«i»tv  4"d  mild  dvprmion 
Onbvtsl  is  contriindicitiit  in  p«- 

tients  t»km(  i monoimme  ondjsr  mhibiloi  Nrryousrtvss 
or  ncnini  wdslwn  nav#  occsnomlHy  b«*n  obwrvfd 
oltan  these  (Metis  wilt  diMppMf  jfl*i  i lew  dm  Use 
with  ciution  in  ptlienls  with  hypertension  cudwviKulet 
disease  hyperthyioKlitm  or  who  ere  sensilnre  lo  sympe 
thorn imetK  druts  Cerelul  supervision  is  edviseble  with 
moled  lusted  individuals 

A smfle  Gtodumel  l#M»t  in  the  mormn| 
provides  til -dir  iopellte  control 

Oesbutol  10  contains  10  mi  ol  meth 
emphelsmine  hydrochloride  snd  60  mf  ol  pentobsrbltil 
sodium  OesbuUI  lScontsms  ISmf  ol  methimphelimioe 
hydiochlonde  end  90  m*  ol  penlobirtiiUt  sodium  lo 
bottles  ol  100  lod  V00 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa* 
bent  to  “watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sot**— Abbott  blind 

ol  low  »nd  non  <* tone  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 

601060 


Prvss  oul  tablets  from  this  side  sot  no  714  1331 

ooo 
ooo 

For: 

Direction* 

Of. 

CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


An  eminent  role  in 
medical  practice 


• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 

I meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
| duced  and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\Ar<s Cranbury,  N.J.  Cms?6i 


Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why: 

It  has  a special  coating,  only  one 
and  a half  thousandths  of  an  inch 
thick.  Because  it  is  designed  to 
dissolve  after  approximately  six 
seconds,  this  barrier  to  bitterness 
remains  on  the  tablet  as  it  slides 
past  the  tongue.  When  the  tablet 
reaches  the  stomach,  however, 
the  coating  has  dissolved,  and  the 
penicillin  is  ready  for  immediate 
absorption  into  the  bloodstream. 
Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections 
and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions: 

Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history  of 
allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  limes  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250 
mg.,  and  V-Cillin  K,  Pediatric,  125  mg.  per 
5-cc.  teaspoonful,  in  40,  80,  and 
150-cc.-size  packages. 


V-Cillin  K* 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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Editorials 


The  worth  of  a wife 


From  “A  Friend  at  Chase  Manhattan” 
comes  some  interesting  information  as  to 
the  material  value  of  a wife.  The  services 
that  a wife  performs  are  broken  down  into 
twelve  different  skills  with  man-hour  and 
monetary  value  as  follows: 


Job 

Horn's 

(per 

week) 

Rate 

(per 

week) 

Value 

(per 

week) 

Nursemaid 

44.5 

$1.25 

$55 . 63 

Dietitian 

1.2 

2.50 

3.00 

Food  buyer 

3.3 

1.50 

4.95 

Cook 

13.1 

2.50 

32.75 

Dishwasher 

6.2 

1.50 

9.30 

Housekeeper 

17.5 

1.50 

26.25 

Laundress 

5.9 

1.90 

11.21 

Seamstress 

1.3 

2.50 

3.25 

Practical  nurse 

.6 

2.00 

1.20 

Maintenance  man 

1.7 

2.25 

3.83 

Gardener 

2.3 

1.55 

3.57 

Chauffeur 

2.0 

2.20 

4.40 

Total 

99.6 

Hours 

$159 . 34  per  week 

per 

week 

or 

$8,285.68  a year 

The  accompanying  table  covers  a wide 


area  of  services,  every  one  of  them  true. 
However,  there  are  other  equally  important 
services  not  mentioned  because  no 
monetary  value  can  be  put  on  them. 
There  is  the  all-important  role  of  arbitrator 
and  counsellor.  Unnumbered  are  the  con- 
flicts between  children,  in-laws,  and  neigh- 
bors, quietly  resolved  by  this  impartial 
arbitrator.  Unnumbered  are  the  poor 
judgments  of  children  and  spouse  pre- 
vented by  this  wise  counsellor,  and  there 
ought  to  be  an  added  item  of  family  mal- 
practice insurance  credited  for  this. 

In  the  case  of  doctors’  wives,  the  listing 
could  be  further  enlarged  to  cover  tele- 
phone answering,  public  relations,  missed 
social  engagements,  and  postponed,  cur- 
tailed, and  missed  vacations.  These  could 
be  categorized  as  attractive  nuisances. 
Doctors’  wives  adapt  to  them  and  are 
seldom  deeply  disturbed. 

All  of  which  adds  up  to  that  great  triple 
threat  teammate — catcher,  shortstop,  and 
all  position  fielder. 

Long  May  She  Wave! 


Failure  to  disclose  patient’s  condition:  Resulting  mental  anguish 
as  a recoverable  item  of  damages 


The  defendant  physician,  a general 
practitioner,  was  rendering  prenatal  care 
to  the  female  plaintiff.  Approximately  two 
months  before  the  estimated  date  of 
delivery  and  in  the  course  of  a routine 
examination,  the  defendant  discovered 
that  the  fetus  had  died  in  utero.  He  did 
not  disclose  this  fact  to  the  patient  or  her 


husband.  Furthermore,  he  did  not  dis- 
cuss with  the  patient  or  her  husband  the 
advisability  of  waiting  for  the  spontaneous 
evacuation  of  the  dead  fetus. 

Thereafter,  another  physician,  who  had 
diagnosed  an  extrauterine  pregnancy,  per- 
formed a hysterotomy  upon  the  female 
plaintiff.  The  female  plaintiff  sued  the 
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defendant  for  malpractice,  alleging  in- 
juries and  mental  anguish,  and  her  husband 
sued  for  loss  of  services. 

On  the  trial  there  was  expert  testimony 
that  the  failure  to  tell  the  patient  of  the 
presence  of  the  dead  fetus  comprised  a 
departure  from  accepted  medical  practice. 
The  jury  returned  a verdict  of  $9,000,  in 
favor  of  the  female  plaintiff  and  of  $1,000, 
in  favor  of  her  husband. 

The  defendant  appealed.  The  Appellate 
Division  reversed  the  judgment  in  favor 
of  the  husband  and  dismissed  his  complaint. 
The  court  further  reversed  the  judgment  in 
favor  of  the  female  plaintiff  and  granted  a 
new  trial  unless  she  agreed  to  accept  a 
verdict  of  only  $2,500. 

In  reaching  its  conclusion  the  court 
stated:  “[aljthough  [the]  failure  to  dis- 

close constituted  a departure  from  accepted 
medical  practice,  we  are  nevertheless  of  the 
opinion  that  the  evidence  adduced  failed  to 
establish  any  proximate  causal  relationship 
between  that  departure  and  the  hyster- 
otomy performed  by  another  physician 
whom  the  plaintiffs  had  consulted.  The 
hysterotomy  was  concededly  based  upon 


an  erroneous  diagnosis  of  extrauterine 
pregnancy  and  was  not  performed  because 
of  the  presence  of  the  dead  fetus.  Hence, 
the  damages  flowing  therefrom,  including 
those  claimed  for  loss  of  services,  and  med- 
ical expenses,  could  not  be  attributed  to 
anything  defendant  did  or  failed  to  do.” 
Here  the  court  reiterated  and  re-empha- 
sized the  principle  that  a mere  departure 
from  accepted  standards  is  not  compen- 
sable in  a medical  malpractice  action.  In 
order  to  recover,  there  must  be  a showing 
that  the  injuries  claimed  were  “proxi- 
mately  caused”  by  the  departure  from 
accepted  standards. 

The  court  did  find  that  the  female 
plaintiff  was  entitled  to  some  recovery. 
The  court  found  that  the  failure  of  the 
defendant  to  disclose  the  presence  of  the 
dead  fetus  was  the  “proximate  cause”  of 
the  female  plaintiff’s  mental  anguish. 
The  plaintiff  was  entitled  to  recover  for 
her  mental  anguish.  However,  the  verdict 
of  $9,000,  reached  in  the  presence  of  the 
testimony  of  the  later  hysterotomy  and  its 
attendant  expenses  was  excessive  and  the 
recovery  would  be  limited  to  $2,500. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  14  through  17, 1966 
The  Americana,  New  York  City 
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Which  Is  Pyloroplasty  with  V agotomy?  Which  Is  Pro-Banthine? 

example  of  Pro-Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 


The  true  anticholinergic  values  of  Pro- 
Banthine  have  never  been  so  graphically 
realized  as  they  are  with  the  recent  de- 
velopment of  fibergastroscopy  and  the 
intragastric  camera. 

Pro-Banthine  consistently  produces 
complete  relaxation  and  immobility  of 
the  stomach  with  a dose  of  only  6 to  8 
mg.  intravenously.  This  is  less  than  half 
the  usual  dose  orally. 

Atropine,  on  the  other  hand,  required 
0.8  mg.  intravenously,  or  twice  the  nor- 
mal dose,  to  achieve  a similar  effect.  This 
high  dose  of  atropine  resulted  in  ex- 
pectedly adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage,  pro- 
duces effects  similar  to  pyloroplasty  and 
vagotomy  without  the  disadvantages  of 
permanent  post  vagotomy  sequelae. 

The  intragastric  photograph  A above 


is  of  a patient  who  has  had  pyloroplasty 
with  vagotomy.  Photograph  B is  of  a 
patient  given  6 mg.  of  Pro-Banthine. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in  di- 
vided doses.  In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily  may  be  required. 
Pro-Banthine  (brand  of  propantheline  bromide)  is 
supplied  as  tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications:  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma,  severe 
cardiac  disease  and  prostatic  hypertrophy. 

Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D., 
and  Robert  Bennett,  M.D.,  from  a Scientific  Exhibit  presented 
at  the  Annual  Meeting  of  the  American  College  of  Gastro- 
enterology, Bar  Harbour,  Florida,  Oct.  24-27,  1965. 
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Introduction 

Bernard  H.  Smith,  M.D.:  I shall  try 

to  delegate  significant  phases  of  our  dis- 
cussion to  the  panel  member  most  experi- 
enced in  the  area  at  issue.  I need  hardly 
stress  the  extreme  importance  of  headache 
as  a symptom.  I dare  say  there  is  not 
one  of  you  but  has  had  personal  experience 
with  it.  We  shall  try  to  emphasize  what 
has  practical  significance.  Headaches,  of 
course,  even  those  that  are  not  serious  in  a 
medical  sense,  can  be  a serious  handicap. 
It  is  our  plan  to  present  the  various  aspects 
and  problems  of  headache  in  due  perspec- 
tive and  to  deal  with  the  subject  sytemati- 
cally. 

We  shall  start  with  the  nerves  in  the  head 
that  carry  pain  and  can  be  involved  in 

Presented  at  the  Fifth  Institute  of  Psychiatry  for  the 
Practicing  Physician,  St.  Lawrence  State  Hospital,  Ogdens- 
burg,  New  York,  September  24,  1964. 


headache.  George  A.  Schumacher,  M.D., 
has  done  considerable  work  in  this  field, 
and  I will  ask  him  to  deal  with  this  topic. 

Nerve  involvement 

George  A.  Schumacher,  M.D.:  For  a 
painful  head  sensation  to  be  experienced,  an 
afferent  nerve  supply  is  required  that  trans- 
mits impulses  to  the  conscious  centers  of  the 
brain  from  the  areas  of  the  head  which  can 
hurt  or  are  “pain-sensitive.”  As  long  ago  as 
in  the  1930’s  it  was  demonstrated  histologi- 
cally that  nerve  fibers  are  present  in  the 
adventitia  of  intracranial  arteries,  but  these 
could  be  traced  only  slightly  beyond  the 
point  of  penetration  into  the  brain  sub- 
stance. Subsequently,  it  was  shown  in  the 
investigation  of  pain-sensitive  structures  of 
the  head  that  intracerebral  arteries  were  in- 
sensitive; but  in  their  extracerebral  loca- 
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tion,  as  pial  arteries  and  in  the  circle  of 
Willis  and  its  proximal  branches  at  the 
base,  they  were,  indeed,  very  sensitive  to 
stimuli.  In  a conscious  patient  under 
local  anesthesia,  stimulation  of  these 
arteries  gave  rise  to  severe  pain. 

In  the  investigations  over  many  years 
by  Ray  and  Wolff1,2  of  pain-sensitive  struc- 
tures of  the  head,  all  the  extracranial 
tissues,  especially  the  scalp  arteries,  were 
found  to  be  very  sensitive.  Intracranially, 
surprising  findings  turned  up.  Many  struc- 
tures formerly  considered  capable  of  giving 
rise  to  pain  were  insensitive;  as,  for  ex- 
ample, the  brain  parenchyma  itself,  includ- 
ing the  lining  of  the  ventricles,  and  most  of 
the  dura.  Narrow  zones  of  dura  along  the 
meningeal  arteries  and  at  the  base  were, 
however,  pain-sensitive.  But  most  sensi- 
tive were  the  meningeal  and  pial  arteries, 
the  dural  venous  sinuses,  and  their  tribu- 
tary veins. 

It  was  shown  that  the  afferent  pathway 
which  transmitted  pain  impulses  from  the 
structures  above  the  tentorium  in  the 
middle  and  anterior  fossae  was  exclusively 
the  first  division  of  the  fifth  cranial  nerve,1,3 
and  experimental  stimulation  intracranially 
of  structures  in  these  areas  was  felt  in  that 
portion  of  the  head  in  front  of  a line  drawn 
between  the  two  ears;  whereas,  from  all 
pain-sensitive  structures  below  the  ten- 
torium, pain  impulses  were  transmitted 
by  the  seventh,  ninth,  and  tenth  cranial 
nerves  and  the  upper  two  cervical  nerves. 
Pain  from  these  sources  was  projected  to 
an  area  in  the  back  of  the  head,  behind  the 
previously  mentioned  line  between  the  ears. 
There  is  no  evidence,  at  the  moment,  that 
pain  fibers  traverse  primarily  the  sympa- 
thetic or  parasympathetic  trunks  in  the  neck 
and  head.  The  autonomic  (bulbar  para- 
sympathetic) nerve  supply  to  the  blood 
vessels  of  the  head  is  via  the  postganglionic 
parasympathetic  outflow,  chiefly  through 
the  seventh  cranial  nerve,  including 
the  greater  superficial  petrosal;  but 
the  exact  relationship  between  this 
parasympathetic  and  the  cervical  sym- 
pathetic efferent  supply  and  the  vaso- 
motor control  of  head  arteries  is  not  known. 

Dr.  Smith:  Thank  you,  Dr.  Schu- 

macher. Dr.  Wallman,  would  you  like  to 
comment  on  this?  For  example,  something 
about  the  surprising  insensitivity  of  certain 
structures  such  as  the  brain  itself. 


Lester  J.  Wallman,  M.D.:  As  Dr. 

Schumacher  has  said,  much  of  this  in- 
formation became  known  by  careful  ob- 
servations during  surgical  procedures  under 
local  anesthesia,  work  done  at  The  New 
York  Hospital.  Now  that  we  usually 
employ  general  anesthesia,  this  information 
would  be  much  harder  to  get.  Simply, 
the  dural  sinuses  are  sensitive;  the  veins 
as  they  lead  into  them  are  sensitive;  the 
arteries  at  the  base  of  the  brain  and  the 
arteries  in  the  dura  are  sensitive.  The 
rest  of  the  intracranial  structures  are  pretty 
much  insensitive,  including  the  brain  pa- 
renchyma, all  of  the  dura — with  perhaps 
the  exception  of  the  basal  portion — and  the 
tentorium,  as  well  as  the  skull.  Thus, 
it  is  possible  to  do  a craniotomy  under  local 
anesthesia,  but  it  is  very  tiresome  for  the 
patient  and,  as  a result,  with  the  develop- 
ment of  safer  technics  of  general  anesthesia 
general  anesthesia  has  become  largely  pre- 
ferred. 

Dr.  Smith:  Before  we  leave  this  aspect 

of  our  problem,  it  should  be  mentioned  that 
all  pain  felt  in  the  head  does  not  originate 
there.  I am  sure  the  phenomenon  of  re- 
ferred pain  is  familiar  to  all  of  you,  and  we 
will  ask  Dr.  Bissell  to  speak  of  the  pain 
felt  in  the  head  but  originating  from  outside 
the  cranium;  in  other  words,  pain  arising 
from  extracranial  structures. 

Pain  from  extracranial  structures 

Grosvenor  W.  Bissell,  M.D.:  Many 

headaches  are  extracranial  in  origin,  as 
Dr.  Smith  has  said.  The  oral  cavity  might 
be  considered  first.  The  so-called  “ice 
cream  headache,”  experienced  by  some 
patients  when  the  mouth  is  chilled,  is  one 
example.  Pain  is  usually  referred  to  the 
retro-orbital  and  frontal  regions.  A dis- 
eased tooth  may  produce  pain  removed 
from  the  local  source  as  Wolff  demon- 
strated by  stimulating  such  a tooth  with 
electric  current. 11 4 The  offending  tooth 
may  often  be  located  by  its  tenderness  on 
percussion.  A rare  cause  of  headache  and 
face  pain,  the  temporomandibular  neural- 
gia associated  with  malocclusion,  has  been 
described  by  Costen  (Costen’s  syndrome). 
Proceeding  from  the  oral  to  the  aural  cavity, 
we  must  think  most  often  of  mastoid  in- 
flammation with  its  characteristic  pain  and 
tenderness  behind  the  ear.  Geniculate 
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neuralgia  is  usually  characterized  by  post- 
aural  or  external  canal  pain,  often  preced- 
ing the  herpetic  eruption,  and  facial  pa- 
ralysis. 

One  of  the  commonly  accused  sources  of 
headache  is  “sinus.”  It  is  true  that  acute 
sinusitis  may  cause  headache,  especially 
when  the  maxillary  or  frontal  sinuses  are 
involved.  Sphenoid  and  ethmoid  sinusitis 
will  also  cause  headache  in  the  orbital, 
frontal,  or  temporal  locations.  In  such 
cases,  there  are  always  other  systemic  signs 
such  as  fever,  leukocyte  elevation,  and  posi- 
tive x-ray  findings.  However,  many  if 
not  most  so-called  sinus  headaches  are 
more  often  of  the  “tension”  variety,  of 
which  I am  sure  you  will  hear  more  later. 

Finally,  we  must  consider  the  eye  as  a 
cause  of  headache.  Refractive  errors  are 
often  considered  the  most  common  cause  of 
headache.  In  some  cases  they  may  be  at 
fault,  but  if  so,  the  headache  will  be  rapidly 
relieved  by  adequate  correction  of  the 
refractive  error.  If  this  procedure  is  not 
successful,  another  source  of  the  headache 
must  be  sought.  Often  the  ocular  com- 
plaint is  more  that  of  “pain  behind  the 
eyes”  after  the  performance  of  intense, 
close  work.  Although  muscle  imbalance 
and  hypermetropia  may  possibly  be  con- 
tributory factors,  such  headaches  are  prob- 
ably a type  of  tension  headache  associated 
with  prolonged  cranial  muscular  contrac- 
tion. Myopia  rarely  causes  headache. 
At  any  rate,  I would  like  to  discourage 
multiple  minor  refractions  to  alleviate 
headache.  If  the  complaint  persists  after 
a single  adequate  refraction  by  an  ophthal- 
mologist, the  cause  lies  elsewhere.  True, 
serious  ocular  causes  of  headache  are 
iritis,  orbital  tumors,  and  retrobulbar 
neuritis.  Glaucoma  needs  special  empha- 
sis as  a serious  cause  of  headache  which 
may  be  overlooked  especially  in  the  aged. 

Dr.  Smith:  Thank  you.  Dr.  Bissell 

has  dealt  with  extracranial  pain  in  both  its 
positive  and  negative  aspects.  He  has 
told  us  how  important  it  is  to  look  for 
disease  in  the  eye,  the  ears,  the  teeth,  and 
paranasal  sinuses  in  our  patients  with 
headaches.  However,  he  also  has  em- 
phasized that  it  is  not  wise  to  attribute  pain 
to  minor  abnormalities  found  in  these 
structures;  such  pain  probably  has  its 
origin  elsewhere.  He  mentioned  how  often 
headaches  are  ascribed  to  such  minor 


abnormalities  when  in  reality  they  are  not 
the  responsible  factors.  It  is  a waste  of 
time  and  money  to  keep  checking  the  si- 
nuses and  teeth  of  such  patients.  You  must 
search  elsewhere  for  the  seat  and  cause  of 
the  pain.  We  must  remember  that  pain 
in  the  head  is  a tricky  thing.  For  ex- 
ample, one  of  the  causes  of  head  pain  is 
tumor  and  elevation  of  intracranial  pres- 
sure; yet,  a patient  can  have  a small 
tumor  and  have  severe  pain,  while  another 
patient  can  have  a large  tumor  and  no 
pain.  Dr.  Schumacher  will  discuss  various 
mechanics  of  pain  and  give  examples  of 
several  kinds. 

Mechanics  of  pain 

Dr.  Schumacher:  To  continue  the 

discussion  about  the  paracranial  structures 
as  a source  of  headache,  it  is  of  prime  im- 
portance to  remember  that  in  the  past 
these  areas  were  vastly  over-rated  as 
originating  factors.  Headaches  were  inter- 
preted as  due  to  sinusitis,  to  eye  strain, 
to  an  allergy  of  some  type,  or  to  constipa- 
tion. We  now  know  that  when  dealing 
with  paracranial  structures,  if  there  is  an 
absence  of  local  pain  in  the  structure 
itself,  that  is,  localized  pain  in  the  ear  or 
tooth,  sinus  or  eye,  it  is  unlikely — as  a 
matter  of  fact  quite  improbable — that 
such  a painless  paracranial  structure  can 
be  the  cause  of  headache.  To  understand 
this,  one  must  remember  the  only  reason 
one  gets  pain  in  the  head  (above  the  level 
of  the  eyebrows  and  ears)  from  diseases  of 
paracranial  structures  is  through  the 
mechanism  of  “pain-spread.” 

This  is  the  same  mechanism  which  occurs 
experimentally  when  a finger  is  immersed 
in  brine.  At  first  it  feels  very  cold,  then 
numb,  and  then  in  about  five  minutes  it 
begins  to  ache.  This  ache  increases,  be- 
coming very  severe  in  about  ten  minutes. 
The  next  step  usually  is  that  the  finger 
adjacent  to  the  one  immersed  begins  to 
hurt;  and  so  on  until  all  five  fingers  hurt 
equally  and  it  is  impossible  for  the  subject 
to  determine  which  finger  actually  is  im- 
mersed in  the  brine.  As  a result  of  excita- 
tion of  the  central  neuron  pool  of  the  spinal 
cord  by  noxious  afferent  impulses  coming 
up  from  the  refrigerated  finger,  this  excita- 
tion process  then  spreads  into  adjacent 
neurons  of  adjacent  segments  in  the  spinal 
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cord,  so  that  the  pain  is  interpreted  as 
coming  from  other  areas  as  well.  The  same 
mechanism  probably  operates  in  headache 
when  there  is  noxious  stimulation  of  a pain- 
sensitive  paracranial  structure.  Take  the 
case  of  an  aching  tooth.  Pain  spreads 
until  finally  it  is  unknown  exactly  which 
tooth  is  hurting.  With  further  spread, 
headache  on  the  same  side  develops.  The 
central  mechanism  in  the  brain  stem  is  the 
same  as  the  one  induced  experimentally  in 
the  cord.  The  studies  involving  pain 
stimulation  of  the  sinuses,  eardrum,  mas- 
toid, ear  canal,  skull  bone,  and  so  forth, 
showed  that  some  of  these  areas  were 
exceedingly  sensitive;  others,  such  as  the 
lining  of  the  paranasal  sinuses,  were  in- 
sensitive. The  point  to  be  remembered  is 
that  headache  cannot  be  attributed  to  any 
of  these  paracranial  structures  unless  the 
structure  itself  hurts  in  the  first  place. 
Pain  from  such  sources,  of  course,  if  long- 
continued,  finally  spreads  and  may 
eventually  reach  the  cranium. 

There  are  other  mechanisms,  I would  say, 
which  more  readily  explain  the  headaches 
attributed  to  eye  strain.  I tend  to  disagree 
with  Dr.  Bissell  about  refractive  error  as 
one  of  the  commonest  causes  of  headache. 
In  the  past,  this  was  a common  initial 
explanation  for  a headache.  But,  as  you 
are  aware,  many  patients  who  think  their 
headaches  are  based  on  eye  strain  are 
never  particularly  helped  by  glasses  or  a 
change  of  glasses.  Among  those  who  are, 
it  is  more  likely  that  the  stress  and  strain  of 
poor  vision  has  resulted  in  emotional  ten- 
sion which  in  turn  has  led  to  another 
mechanism  for  headache  rather  than  that 
the  pain  has  arisen  from  the  eye  itself. 
On  the  other  hand,  glaucoma  most  cer- 
tainly can  be  the  mechanism  of  pain  spread- 
ing and  causing  headache. 

The  principle  is  not  to  attribute  headache 
to  any  of  the  paracranial  structures  unless 
one  can  demonstrate:  (1)  actual  pain  in 

the  structure  itself  and  (2)  actual  local 
disease. 

The  matter  of  headache  mechanisms 
would  take  a long  time  to  discuss  fully,  and 
I can  only  present  selected  facts.  You 
have  been  told  what  the  pain-sensitive 
structures  are  and  that  most  intracranial 
structures  are  insensitive  to  pain.  The 
dural  membranes,  except  for  certain  parts 
are  largely  insensitive,  but  the  arteries  are 


sensitive  as  are  the  tributary  veins  to  the 
dural  venous  sinuses.  Any  situation  which 
creates  traction  or  displacement  of  these 
structures  is  apt  to  produce  head  pain. 
But  such  pain  is  poorly  localized.  A patient 
cannot  say,  if  he  has  a tumor,  “I  have  my 
pain  just  where  the  middle  cerebral  artery 
takes  off.”  The  best  he  can  do  is  indicate 
a general  area  on  the  surface  or  deep  in  the 
head  which  hurts.  The  pain  is  referred  to  a 
general  location  in  the  head  in  the  way  I 
have  mentioned:  Pain  from  traction,  dis- 
placement, or  pressure  is  referred  to  the  side 
of  the  lesion  or  the  side  of  noxious  stimula- 
tion; in  front  of  the  head,  if  the  site  of 
noxious  stimulation  is  in  the  anterior  or 
middle  fossa;  or  behind  the  line  connecting 
the  two  ears,  if  it  is  in  the  posterior  fossa. 
Inflammation  will  also  irritate  such  pain- 
sensitive  structures  and  produce  headache. 

But  increase  of  intracranial  pressure  of 
itself  is  probably  not  specifically  relevant 
to  head  pain.  We  no  longer  believe  that 
there  is  a necessary  correlation  between  in- 
creased intracranial  pressure  and  head- 
ache: it  often  may  accompany  headache 
as  in  cases  of  brain  tumor,  but  only  if 
certain  locally  pain-sensitive  structures  are 
either  pressed  on  or  displaced.  It  has 
been  shown  that  among  subjects  with 
headache  and  brain  tumor,  there  are  just  as 
many  without  as  there  are  with  increased 
intracranial  pressure.  Furthermore,  some 
patients  with  tumor  and  painless  increase  of 
intracranial  pressure  may  only  develop 
headache  when  the  pressure  is  reduced  by 
spinal  puncture. 

Now,  the  commonest  type  of  headache, 
constituting  perhaps  90  per  cent,  is  vascular 
headache,  with  or  without  muscle  tension 
components.  Vascular  headache  is  that 
due  to  stretching  and  dilatation  of  the 
cranial  arteries,  notably  arteries  of  the 
scalp  and  dura.  There  are  experimental 
models  of  vascular  headache,  the  best  one 
being  that  induced  by  intravenous  in- 
jection of  histamine.  This  happens  to  be 
an  artificially  induced  headache  which  can 
be  used  as  a tool  for  studying  headache  in 
the  laboratory.  There  is  no  evidence  as  yet 
that  histamine  endogenously  released  and 
acting  locally  has  anything  to  do  with  any 
of  the  headaches  we  are  familiar  with  in 
practice.  The  concept  of  the  so-called 
“histamine  cephalalgia”  was  never  proved 
and  is  now  largely  obsolete. 
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Vascular  headache  is  the  general  term 
for  a wide  variety  of  headaches  that  have 
been  called  everything  under  the  sun, 
such  as  constipation  headaches,  men- 
strual headaches,  sinus  headaches,  allergy 
headaches,  histamine  headaches,  and  so 
forth.  It  is  likely  that  all  such  headaches 
represent  kindred  types  of  head  pain  with- 
out serious  significance,  unassociated  with 
organic  disease,  reversible  in  nature,  and 
with  a common  mechanism,  namely,  cranial 
artery  dilatation.  The  term  for  the  most 
specific  pattern  of  this  group  is  migraine. 
The  origin  of  the  term  is  the  old  “hemi- 
crania,”  because,  so  many  times,  this 
particular  headache  is  unilateral.  How- 
ever, vascular  headache  has  no  such  re- 
striction; it  may  affect  any  location  of  the 
head  and  be  bilateral  or  unilateral.  Its 
duration  may  be  as  brief  as  fifteen  minutes 
to  an  hour;  or  as  long  as  a day,  a week,  or  a 
month,  in  which  (last)  case  it  is  called 
“status  migrainus.”  It  is  wrong  to  limit 
the  term  migraine  only  to  the  highly  classic 
hemicrania  associated  with  nausea  and 
vomiting  and  preceded  by  certain  auras. 

The  chief  mechanism  of  such  headache 
has  been  shown  to  be  painful  distention  of 
relaxed  cranial  arteries,  mainly  branches  of 
the  external  carotid.1’5  However,  recent 
work  has  shown  that  cranial  artery  dis- 
tention alone  may  be  insufficient  to  produce 
pain,  and  investigators  have  become  con- 
cerned about  the  possible  implication 
locally  of  certain  chemical  substances  re- 
leased from  nerve  terminals  near  the 
vessel  wall.1'6 

Carefully  controlled  investigations  of 
headache  sufferers  have  shown  the  im- 
portance of  certain  personality  traits, 
notably  perfectionism,  drive,  high-energy 
output,  and  a capacity  to  generate  tension 
easily;  in  short,  to  neural  impulses  that 
possibly  emanate  from  cortical  and  hypo- 
thalamic areas  in  association  with 
emotional  factors. 

Vasoconstriction  appears  to  be  the  pri- 
mary event.  This  may  be  body-wide,  but 
the  cranial  vascular  tree  is  especially  in- 
volved, and  there  may  be  local  vasoconstric- 
tion in  the  brain  itself.  Hence,  a very  small 
proportion  of  these  patients,  perhaps  10 
per  cent,  have  evidence  of  temporary, 
localized  cerebral  ischemia,  such  as  visual 
scotomas,  or  unilateral  numbness  and 
tingling  of  the  hand  and  face.  This  is  a 


transient  phase,  occurring  only  in  a small 
minority  of  the  patients.  Following  the 
vasoconstrictive  period,  the  vessels  are  re- 
laxed, possibly  even  exhausted  from  their 
prolonged  vasoconstriction.  In  the  pres- 
ence of  a locally  released  polypeptide 
resembling  bradykinin  (“neurokinin”), 
cranial  arteries  become  distended  by  or- 
dinary intra-arterial  pressure,  with  suffi- 
cient deformation  of  their  walls  to  result  in 
pain.  There  is  much  experimental  evi- 
dence that  distention  of  the  cranial  artery 
wall  is  painful.  There  is  no  question  that 
it  can  produce  headache.  This  has  been 
shown  through  photographic  records  of  the 
pulse  waves  of  the  cranial  arteries,  whose 
amplitude  subsides  as  the  headache  dis- 
appears. 

In  addition  the  locally  released  vaso- 
active substance  has  a pain  threshold- 
lowering effect,  a capillary-  and  small 
artery-dilating  effect,  and  other  properties, 
which  would  go  a long  way  toward  explain- 
ing the  local  changes  which  may  be  re- 
sponsible for  migraine  headache. 

I have  gone  through  this  rather  quickly 
and  not  very  systematically.  There  are 
other  mechanisms  in  other  kinds  of  head- 
ache which  I will  mention  briefly. 

Headache  from  lack  of  oxygen  (as  at  high 
altitudes  or  from  chronic  heart  failure)  and 
the  common  headaches  associated  with  fever 
are  also  due  to  cranial  artery  distention. 

A quite  different  mechanism  operates 
following  the  drainage  of  cerebrospinal 
fluid.  If,  following  a spinal  puncture,  a leak 
into  the  surrounding  tissues  develops 
through  the  opening  of  the  dura,  thus 
keeping  the  intracranial  pressure  low,  the 
heavy  brain  sags,  with  resulting  traction  on 
the  dural  sinuses  and  pressure  on  the  basal 
vessels.  The  mechanism  of  headache  in 
brain  tumor  has  already  been  mentioned. 

Another  group  of  structures  playing  a 
role  in  headache  are  extracranial  and  com- 
prise the  thin  sheets  of  frontal  and  oc- 
cipital scalp  muscles.  As  is  true  of  muscles 
anywhere  in  the  body,  the  scalp  muscles 
contract  reflexly  in  response  to  long-con- 
tinued head  pain  from  other  causes.  Thus 
with  an  injury  to  a limb,  such  as  a fracture, 
surrounding  muscles  commonly  go  into 
spasm,  presumably  to  immobilize  the 
part.  Muscles  of  the  scalp  or  those  con- 
necting the  head  to  the  neck  act  analo- 
gously with  involuntary  sustained  con- 
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traction  if  head  pain  (from  whatever  source) 
is  present  for  a long  enough  period  of  time. 
With  persistent  or  severe  vascular 
headache,  secondary  muscle  contraction 
occurs  which,  if  sustained,  induces  further 
pain.  Hence,  careful  questioning  of  a 
patient,  or  even  more  revealing,  attentive 
listening  to  his  history  will  commonly 
reveal  that,  when  a migraine  headache  is 
prolonged — say  from  six  to  eight  hours — 
and  regardless  where  the  pain  begins,  it  may 
eventually  extend  to  the  back  of  the  head 
and  down  into  the  neck  and  become  as- 
sociated with  tightness  and  stiffness  of  the 
neck  muscles. 

To  repeat,  sustained  contraction  of 
skeletal  muscles  results  in  pain  as  a 
secondary  phenomenon  in  vascular  head- 
ache. It  is  also  generally  believed  that  in 
emotional  tension  of  certain  types,  muscle 
tension  unassociated  with  primary  vascular 
headache  can  be  an  important  source  of 
headache:  the  so-called  “tension  head- 

ache.” 

Dr.  Smith:  Thank  you,  Dr.  Schu- 

macher. Do  you  have  anything  to  add 
to  the  matter  under  discussion,  Dr.  Wall- 
man?  Perhaps  in  regard  to  headaches  as- 
sociated with  cervical  disease? 

Dr.  Wallman:  Yes.  Perhaps  I am 

being  repetitive,  but  in  extension  of  what 
has  been  said,  an  injury  in  the  region  of  the 
neck,  or  anything  else  that  produces  local 
muscle  spasm  and  is  followed  by  tension  of 
posterior  cervical  musculature,  quite  often 
gives  rise  to  headache. 

Dr.  Smith:  Thank  you.  Dr.  Boag? 

T.  J.  Boag,  M.B.:  I should  comment  on 
Dr.  Schumacher’s  remarks  about  the  role 
of  muscle  tension  in  headache.  Such 
mechanisms  were,  in  the  past,  thought  to 
be  common  and  important  causes,  and  I 
think  most  of  us  would  accept  the  fact  that 
they  are  fairly  frequently  involved  in  local 
headaches  that  become  general  with  radia- 
tion. While  the  greater  proportion  of  so- 
called  tension  headaches  may  utilize  the 
vascular  mechanisms  primarily,  I do  not 
doubt  that  there  is  a small  group  of  head- 
aches which  are  brought  on  by  muscle 
tension  in  a tense  individual.  This 
sequence  can  sometimes  be  followed  in 
a patient  in  psychotherapy;  a detailed 
account  may  be  obtained  of  the  onset  and 
increase  of  tension,  particularly,  for 
example,  in  the  muscles  of  the  back  of  the 


neck;  a tension  that  develops  into  head- 
ache at  first  localized  and  then,  with  the 
onset  of  vascular  changes,  more  generalized. 
In  some  of  these  patients  there  is  no  doubt 
that,  in  the  sequence,  muscle  tension  comes 
first.  This  is  not  just  based  on  clinical 
observation;  there  is  also  experimental 
work  to  substantiate  it.  I think  Harold 
Wolff  did  some  of  it.  In  Montreal  we 
studied  a series  of  patients  who,  we  had 
reason  to  believe,  had  muscle  tension 
headaches  and  in  whom  we  could  in  fact 
detect  and  measure  the  increasing  muscle 
tension,  which  if  sustained,  led  to  gradually 
spreading  pain. 

Dr.  Smith:  Thank  you,  Dr.  Boag. 

Dr.  Bissell,  any  further  comments? 

Dr.  Bissell:  I think  Dr.  Schumacher 
and  Dr.  Boag  have  re-emphasized  the  point 
I tried  to  make  in  regard  to  refractive 
errors.  Once  a patient  has  been  correctly 
refracted,  repetition  of  this  procedure  is  to 
be  discouraged.  The  cause  of  the  pain  lies 
elsewhere. 

Dr.  Smith:  In  case  it  might  appear  that 
we  are  going  overboard,  I enjoin  you  never 
to  neglect  looking  at  the  eyes  of  every 
patient  with  headache.  It  is  often  said 
that  in  headache  an  etiologic  diagnosis  is 
not  usually  made  from  the  physical  exami- 
nation, which  is  frequently  within  normal 
limits,  but  from  the  history.  He  who 
neglects  the  history  neglects  the  most 
important  part  of  the  evaluation  of  head- 
ache. I have  jotted  down  a few  leads  to 
follow  when  asking  about  headaches: 
(1)  the  quality  of  the  pain;  (2)  the  site  of 
the  pain;  (3)  its  temporal  pattern  (when 
does  it  occur  and  does  it  recur?);  and  (4) 
what  makes  it  worse  or  better?  These  are 
useful  questions  to  keep  in  mind.  Follow 
them  through,  and  you  will  be  pleasantly 
surprised  how  often  they  lead  to  the 
diagnosis.  Perhaps  Dr.  Bissell  might  start 
off  by  telling  us  a little  about  the 
significance  of  the  quality  of  pain. 

Quality  of  pain 

Dr.  Bissell:  This  is  a difficult  task 

since  the  description  of  such  a broad 
general  complaint  as  headache  is  often 
based  on  the  individual’s  personality  or 
past  experience.  Severe  pain  in  the  stoic 
may  cause  little  obvious  distress  and  yield 
minor  descriptive  complaint.  The  reverse 
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is  true  of  the  sensitive,  labile  individual. 
People  who  have  had  much  pain  in  the  past 
will  often  use  it  as  a basis  of  comparison 
for  the  present  pain.  Perhaps  a few  broad 
generalizations  may  be  given,  however. 

Throbbing  headaches  are  often  associated 
with  fever,  as  in  typhoid  and  malaria. 
We  have  recently  seen  a few  respiratory 
viral  infections  which  were  associated  with 
extremely  severe  throbbing  cephalalgia. 
These  headaches  are  usually  continuous 
during  the  febrile  period.  On  the  other 
hand,  migrainous  throbbing  headaches  are 
cyclic  and  intermittent.  Headaches  may 
be  dull,  sharp,  or  merely  described  as  “an- 
noying.” Brain  tumors  and  meningitis  are 
more  often  associated  with  intense  con- 
stant headache.  Sometimes  headaches 
may  seem  related  to  time  or  activity.  In 
other  cases  there  is  no  such  relationship, 
and  the  severity  is  variable.  Localized 
headache  may  or  may  not  be  associated 
with  an  organic  lesion.  Perhaps  I could 
summarize  by  saying  that  not  only  is  the 
quality  of  headache  difficult  to  describe 
accurately;  but  also  no  specific  quality  is  as- 
sociated with  any  specific  causative  lesion. 

Dr.  Smith:  Thank  you.  There  are  two 
great  groups  of  headaches:  (1)  those  due 

to  primary  organic  disease  and  (2)  those 
associated  with  psychogenic  disturbances. 
Dr.  Bissell  has  dealt  with  the  former  and 
before  proceeding  further,  I shall  ask  Dr. 
Boag  to  tell  us  about  headaches  of  psycho- 
genic origin. 

Headaches  of  psychogenic  origin 

Dr.  Boag:  One  of  the  things  that  is 

commonly  said  about  the  psychogenic  or 
tension  headache  is  that  it  is  bilateral  or 
generalized  rather  than  unilateral  or 
localized.  I think  one  exception  to  this 
broad  generalization  relates  to  the  role 
that  muscle  tension  may  play.  Char- 
acteristically, a headache  initiated  by 
muscle  tension  is  commonly  localized  at 
the  onset  but  subsequently  becomes 
generalized.  As  to  further  comment,  Dr. 
Bissell  gave  me  a lead  when  he  said  he  felt 
himself  at  a loss  in  trying  to  elaborate  on 
the  subjective  description  of  pain.  This  is 
true  of  pain  in  general;  we  cannot  ade- 
quately describe  it.  We  compare  present 
pains  with  pains  we  may  have  experienced 
in  the  past.  This  is  almost  the  only  way 


we  can  convey  its  quality.  It  is  an  attempt 
at  an  objective  description  of  a subjective 
experience  and  most  patients  cannot  go  fur- 
therthan,  “I  have  a headache.”  Beyond  this 
statement,  all  is  psychological  elaboration 
of  the  primary  datum,  an  elaboration 
which  conveys  other  messages  beside  the 
fact  that  the  patient  has  a headache. 

Some  of  the  more  dramatic  pictures  are  as 
follows.  There  may  be  a feeling  of  pressure 
on  top  of  the  head  or  a stabbing  pain. 
Here  one  is  usually  dealing  with  something 
that  the  patient  is  trying  to  convey  in 
addition  to  the  sensation  of  pain.  The 
something  else  is  a message  about  his 
psychological  state,  how  he  is  feeling.  For 
example,  the  pain  may  carry  a message 
about  how  painful  life  is  or  how  unhappy 
the  patient  is — messages  which,  for  one 
reason  or  other,  he  cannot  convey  as  such. 
There  is  some  question  as  to  whether,  in 
some  cases,  the  symbolic  aspect  of  the  pain 
may  be  the  only  element  present.  In 
other  words,  is  there  such  a thing  as  a con- 
version symptom  without  local  change  at  all. 
There  are  suggestions  of  this  in  the  litera- 
ture, principally  in  case  reports  of  patients 
in  analysis  whose  current  mental  state  was 
under  detailed  examination.  Inevitably, 
these  are  circumstances  in  which  it  is  dif- 
ficult to  check  whether  local  vascular 
changes  may  be  playing  a role.  I think 
this  is  an  open  question. 

Some  would  maintain  there  is  headache 
without  local  changes.  I personally  think 
it  is  rare.  In  my  own  experience,  I don’t 
remember  seeing  a patient  in  whom  I 
could  be  convinced  of  it.  I have  almost 
always  been  able  to  pick  up  some  evidence 
for  local  change,  some  focus  around  which 
the  symbolic  tension  might  have  become 
elaborated.  A word  of  caution:  Beware 

of  diagnosing  psychogenic  headache  on  the 
basis  of  the  quality  of  pain.  It  has  become 
apparent  from  our  discussions  that  we  are 
dealing  with  a symptom  which  is  an  end 
product  and  which  may  be  reached  by  a 
variety  of  routes;  and  that  although  we 
can  pick  up  clues  from  the  description  of  the 
pain,  it  may  be  misleading.  The  most 
dramatic  description  of  minor  pains  may  be 
given  by  a patient  who  turns  out  to  have  a 
very  solid  and  objective  organic  basis  for 
his  complaints.  I don’t  think  we  should  be 
surprised  at  this.  After  all,  when  we  speak 
of  headache  we  are  speaking  of  an  extremely 


February  15,  1966  / New  York  State  Journal  of  Medicine  473 


common  phenomenon.  When  we  speak  of 
psychoneurotic  difficulties,  we  are  speak- 
ing of  something  which  a very  large  propor- 
tion of  the  population  experiences  at  one 
time  or  another.  So,  it  is  really  not  sur- 
prising that  people  with  neurotic  dif- 
ficulties may  develop  tumors  and  that 
hysterical  elaborations  may  occur  in 
headache  which  has  its  most  relevant  origin 
in  a brain  tumor.  I think  it  should  be 
borne  in  mind  that  the  quality  and  distribu- 
tion of  pain  are  useful  clues;  but  we  shall 
be  misled  by  following  this  one  clue  and  not 
looking  at  the  picture  as  a whole. 

Dr.  Smith:  I would  add,  there  is 

probably  no  kind  of  head  pain  or  sequence 
of  head  pain  which  is  pathognomonic  of 
any  disease.  We  must  take  all  the  evidence 
into  consideration  and  weigh  it  with  care. 
We  do  find  that  there  are  certain  headache 
patterns  that  are  suggestive  of  certain 
disorders.  The  story  of  a knife  being 
driven  into  the  head  is  highly  suspicious 
of  psychogenic  disease;  and  the  young 
person  with  the  history  of  sudden  pain  in 
the  head,  which  at  its  onset  made  him 
think  he  had  been  clubbed,  is  likely  to 
have  suffered  a subarachnoid  hemorrhage. 
Would  you  care  to  comment,  Sir? 

Dr.  Wallman:  I would  like  to  support 
what  Dr.  Boag  has  said:  that  the  patient 
who  calls  the  doctor  saying  he  must  be 
seen  this  very  day  because  his  headache  is 
so  severe  and  he  is  sure  he  has  a brain 
tumor,  is  the  patient  least  likely  to  have  it. 
I ask  questions  about  the  character  of  the 
pain  because  the  headache  is  the  reason  for 
the  consultation  and  is  a very  good  place 
to  start  the  interview. 

Dr.  Smith:  A patient  with  severe 

organic  pain  is  often  constrained  to  silence; 
it  is  an  effort  for  him  to  talk.  One  with 
psychogenic  pain  may  talk  at  very  great 
length  and  in  very  great  detail.  A patient 
with  severe  organic  pain  may  be  disheveled, 
unkempt,  and  unshaved.  A patient  care- 
fully groomed  and  made  up  and  claiming  to 
have  overwhelming  pain  is  not  likely  to  be 
suffering  from  physical  pain.  All  these 
things  must  be  kept  in  proper  perspective, 
but  they  do  provide  clues  in  diagnosis. 
It  is  often  claimed  that  the  site  and  the 
radiation  of  pain  have  some  diagnostic 
import. 

We  will  ask  Dr.  Schumacher  to  discuss 
this  aspect. 


Site  and  radiation  of  pain 

Dr.  Schumacher:  I have  already  men- 
tioned that  vascular  headache  can  be  in 
any  part  of  the  head.  Perhaps  the  uni- 
lateral site  is  more  common  than  the 
bilateral  location,  and  this  is  especially  true 
at  the  start  of  the  headache.  Some  mi- 
graineurs  tend  to  have  their  headaches  in 
the  same  location  most  of  the  time.  How- 
ever, one  should  be  suspicious  of  the 
patient  whose  headache  is  always  and 
invariably  in  the  same  location.  In  such 
instances  it  may  be  associated  with  local 
disease  such  as  a congenital  aneurysm  at  the 
base  which  may  be  subject  to  periodic  pain- 
ful distention.  Other  patients  with  mi- 
graine have  headache  on  one  side  at  one 
time  and  on  the  opposite  side  during 
another  attack.  Usually,  however,  the 
headache  tends  to  spread,  either  to  the 
other  side  or  from  front  to  back. 

There  is  nothing  diagnostic  about  the 
site  of  brain  tumor  headache.  One  must 
make  the  diagnosis  by  other  evidence,  such 
as  objective  neurologic  signs  and  papil- 
ledema. If  papilledema  is  present  indicat- 
ing increased  pressure,  the  site  of  the  head- 
ache has  less  localizing  value.  If  there  is  no 
evidence  of  increased  pressure,  then  the 
site  of  the  headache  may  give  a clue  as  to 
the  site  of  the  tumor.  Once  increased 
pressure  has  occurred,  there  is  likelihood  of 
major  dislocation  or  displacement  of  the 
intracranial  contents  so  that  pain-sensitive 
areas  remote  from  the  site  of  tumor  may 
now  be  giving  rise  to  painful  impulses,  and 
these,  in  turn,  may  project  to  an  area  of 
pain  reference  on  the  surface  of  the  head, 
which,  as  I have  said,  may  be  somewhat 
removed  from  the  actual  site  of  noxious 
stimulation  intracranially. 

Without  increase  in  pressure,  the  site  of 
pain  from  a brain  tumor  usually  overlies 
the  site  of  the  lesion;  at  least,  insofar  as  it 
is  on  the  same  side,  and  in  front  of  the  head 
if  the  mass  is  in  the  anterior  or  middle  fossa 
and  at  the  back  of  the  head  if  it  is  in  the 
posterior  fossa. 

Dr.  Smith:  Thank  you,  Dr.  Schu- 

macher. Dr.  Bissell?  Do  you  have  any 
comments  about  the  distribution  of  head- 
ache; for  example,  do  certain  headaches 
have  a characteristic  site? 

Dr.  Bissell:  There  may  be  some  im- 
portant information  gained  by  evaluating 
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the  temporal  aspects  of  headache.  Some 
headaches  may  be  quite  intermittent  with 
freedom  for  weeks  or  months.  Migraine 
has  this  characteristic.  A tumor  head- 
ache, on  the  other  hand,  tends  to  be  present 
from  day  to  day.  Patients  with  malignant 
hypertension  have  daily  headaches,  most 
severe  on  awakening  in  the  morning,  with 
improvement  as  the  day  progresses. 
When  a hypertensive  patient  begins  to 
have  intense  continuous  headaches, 
hypertensive  encephalopathy  may  be 
anticipated.  Migrainous  patients  also 
have  morning  headaches  with  alleviation 
with  the  day’s  progression,  but  they  are 
intermittent  with  often  weeks  or  months  of 
freedom  from  symptoms.  The  headache 
associated  with  a brain  tumor,  in  contrast 
will  often  occur  early  in  the  day,  but  not  on 
rising,  and  the  symptoms  may  in  the  late 
stages  be  constant. 

Migraine  headaches  may  sometimes  have 
other  interesting  time  relationships;  the 
menses  are  often  a time  for  intensification. 
Other  patients  may  have  symptoms  re- 
lated to  certain  calendar  events  such  as 
beginning  a vacation  or,  in  the  case  of  a 
teacher,  the  fall,  or  the  holiday  season  for  a 
merchant.  Acute  sinusitis  may  oc- 
casionally manifest  itself  by  severe  head- 
aches during  inclement  weather.  However, 
one  must  be  careful  that  such  a headache  is 
not  really  migrainous  in  nature.  Intrinsic 
eye  disease  is  often  characterized  by  head- 
ache becoming  more  intense  as  the  day 
progresses.  These  examples  will  suffice  to 
emphasize  the  importance  of  the  tem- 
poral relationships  of  headaches. 

Dr.  Smith:  It  is  often  said  that  the 

headache  that  wakens  a patient  at  night 
is  of  particular  significance.  Care  to  com- 
ment, Dr.  Wallman? 

Dr.  Wallman:  Hemorrhage  may  occur 
at  night  as  well  as  at  any  other  time.  I 
wonder  if  some  migraine  headaches  don’t 
wake  a person  at  night.  I suspect  that 
they  do  just  that.  One  very  obvious 
thing,  but  because  headache  is  so  preva- 
lent, not  commonly  encountered:  When 

you  have  a patient  in  middle  life  who  says 
“this  is  the  first  headache  I have  ever 
had,”  this  patient  must  be  attended  to. 
He  may  not  express  it  in  just  these  terms, 
but  he  will  indicate  that  headache  has 
never  previously  been  a problem. 

Dr.  Smith:  Thank  you.  It  is  a useful 


generalization  that  the  patient  who  is  in 
constant  pain  over  a prolonged  period  has 
psychogenic  pain,  for,  as  Dr.  Bissell  men- 
tioned, physical  pain  is  usually  inter- 
mittent. As  regards  the  headache  that 
awakens  a patient  at  night,  there  may  be 
many  causes,  but  the  possibility  of  brain 
tumor  must  always  be  borne  in  mind. 
Other  causes  of  nocturnal  headache  are 
cervical  spondylosis  and  arterial  hyper- 
tension, particularly  when  it  is  entering 
the  malignant  phase.  I have  omitted  to 
mention  the  most  obvious — the  hang-over 
headache.  Any  further  comments  Dr. 
Schumacher? 

Dr.  Schumacher:  Dr.  Wallman  has 

rightly  stressed  that  the  patient  who  is 
suffering  from  headache  for  the  first  time 
in  his  life  should  be  of  serious  concern  to  the 
physician.  Although  migraine  can  start  in 
adulthood  or  become  intensified  or  different 
in  later  life,  a changing  or  a new  headache 
should  raise  the  possibility  of  an  intra- 
cranial lesion,  such  as  neoplasm  or 
aneurysm.  Nevertheless,  it  has  been  my 
experience  that  patients  who  are  subject  to 
migraine  may  have  suffered  from  head- 
aches all  their  lives,  but  this  fact  is  often 
determinable  only  by  careful  history-taking 
after  it  has  been  denied  initially,  creating 
the  impression  of  recent  onset  of  headache. 

Migraine  can  start  at  a very  early  age,  and 
a significant  number  of  children  are  subject 
to  vascular  headache.  Some  patients  be- 
come so  accustomed  to  recurrent  minor 
headaches  that  they  accept  them  as  part  of 
their  lives  and  tend  to  minimize  them.  If 
you  have  reason  to  suspect  that  you  are 
dealing  with  a migraine  subject  who  alleges 
only  recent  onset  of  headache  (and  this 
has  occurred  over  and  over  in  my  experi- 
ence), keep  after  the  patient  and  he  will 
eventually  say  “Well,  of  course,  I have  had 
ordinary  headaches  like  everyone  else.” 
Or,  “Well  yes,  when  I was  little  I would 
come  home  from  school  and  mother 
would  put  cold  cloths  on  my  head,  put  me  to 
bed,  and  give  me  aspirin.”  Sometimes  a 
woman  will  finally  admit,  “Of  course, 
around  my  menstrual  periods  I have  had 
headaches;  if  I am  under  strain  or  working 
too  hard,  I may  get  a headache  but  that’s 
just  normal.  My  headaches  now  are  much 
harder  (or  different).” 

The  natural  history  of  migraine  is  quite 
variable.  It  may  be  characterized  by  long 
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symptom-free  periods.  Or  after  prolonged 
stressful  activity  or  emotional  strain  there 
may  be  an  alteration  of  the  intensity, 
quality,  or  location  of  the  headache.  This 
leads  the  patient  to  believe  that  the  current 
headache  problem  is  of  different  origin  or  a 
new  disorder,  whereas  in  fact  both  rep- 
resent variations  of  the  same  funda- 
mental process. 

At  certain  times  of  life  or  in  relation  to 
certain  life  situations  headaches  may  be- 
come progressively  more  severe  until  they 
reach  the  stage  of  never  being  absent; 
the  patient  may  be  unable  to  remember  a 
day  for  weeks  or  months  during  which  he 
was  free  of  pain.  This  condition  has  been 
labeled  “status  migrainus.”  Such  head- 
aches may  persist  not  just  days,  but  for 
weeks  and  even  months.  In  this  clinical 
situation  there  are  usually  daily  fluctua- 
tions of  intensity  which  at  times  conform 
to  a pattern.  The  sufferer  may  say  the 
headache  starts  at  ten  and  by  noon  is  so 
intense  as  to  be  unbearable  so  that  he  has 
to  go  to  bed;  or  that  it  starts  as  soon  as  he 
opens  his  eyes  in  the  morning  and  by  ten 
o’clock  is  so  severe  he  must  “take  some- 
thing”; or  that  it  never  starts  until  late 
afternoon,  and  by  the  time  he  gets  home  to 
dinner  it  has  reached  such  a point  that  he 
can  “hardly  stand  it.”  Another  pattern  is 
the  one  in  which  never  a day  goes  by  that 
headache  is  not  present  continuously 
throughout  the  day  varying  from  a mild 
“grumbling”  to  a more  intense,  throbbing 
ache. 

I would  say  that  we  have  8 or  10  patients 
admitted  to  the  hospital  each  year  with 
unrelieved,  continuous,  daily  headaches 
which  have  lasted  from  two  or  three  weeks 
to  three  or  more  months.  These  patients 
are  usually  sent  into  the  hospital  to  rule 
out  brain  tumor.  In  virtually  100  per  cent 
of  such  cases  there  is  an  underlying  de- 
pression. This  is  not  to  say  that  recurrent 
headaches,  even  though  personality  factors 
play  a role  in  their  genesis,  are  synonymous 
with  psychoneurosis.  It  just  happens  that 
the  migraine  personality  is  often  greatly 
ambitious,  conscientious,  striving,  perfec- 
tionistic,  and  with  a driving  need  for  suc- 
cess— all  qualities  which  are  prominent 
(and  I believe  Dr.  Boag  will  confirm  this) 
in  individuals  who  are  obsessive-compulsive 
and  prone  to  depression.  Thus  migrain- 
eurs,  because  of  personality  traits,  are 


prone  to  develop  reactive  depressions,  and 
when  they  do,  the  result  may  be  prolonged 
cranial  vascular  dysfunction  or  status 
migrainus.  This  then  becomes  the  major 
problem  which  often  obscures  the  underly- 
ing depression. 

Headache  factors 

Dr.  Smith:  Thank  you.  The  various 
characteristics  of  headaches  we  have  dis- 
cussed are  useful  in  delineating  etiology. 
We  can,  with  advantage,  say  something 
more  about  the  information  to  be  derived 
from  a study  of  the  factors  which  aggravate 
and  mitigate  the  headaches.  We  have 
mentioned  some  of  these  earlier,  and  to 
save  repetition  I shall  summarize  them. 

Organic  headaches  are  made  worse  by 
physical  stress,  by  coughing,  bending, 
sneezing,  and  by  certain  postures  of  the 
body.  Lying  down  increases  intracranial 
pressure  and  may  aggravate  the  headache 
of  tumor.  Postlumbar  puncture  headache, 
on  the  other  hand,  is  often  aggravated  by 
the  patient  sitting  up. 

Psychogenic  headaches  are  likely  to  be 
made  worse  by  psychological  stresses.  The 
patient  who  always  gets  his  headaches  at 
certain  times  of  the  day  should  be  ques- 
tioned as  to  what  is  happening  in  his  life  at 
these  times.  Thus,  children  who  get  head- 
aches only  in  school  may  be  suspected  of 
being  under  pressure  there.  The  head- 
aches may  always  occur  in  the  history  class, 
and  there  may  be  a clash  of  personality  with 
the  history  teacher.  Headaches  of  all  kinds, 
but  particularly  psychogenic  ones,  may  be 
aggravated  by  noise  and  stress  and  bright 
lights,  so  one  wouldn’t  want  to  place  too 
much  emphasis  on  this  feature  alone.  On 
the  whole,  psychological  headaches  are 
aggravated  by  psychological  stresses  as 
well  as  by  noise  and  confusion  of  any  kind. 

Perhaps  we  can  now  deal  with  the  extent 
of  the  neurologic  examination  and  of  the 
general  physical  examination  that  should  be 
done  on  patients  with  headache.  Dr. 
Bissell,  will  you  start  off  by  telling  us  how 
you  would  approach  this  issue. 

Extent  of  examination 

Dr.  Bissell:  Dr.  Wallman  indicated 

his  worry  over  the  previously  well  middle- 
aged  patient  who  consults  him  with  the 
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simple  complaint  of  beginning  headache. 
The  recency  of  onset  of  his  complaint  de- 
mands meticulous  attention  to  the  slightest 
deviation  from  normal  physical  status. 
Recording  the  blood  pressure  is  a good 
beginning,  but  I am  quick  to  point  out 
that  there  is  no  precise  correlation  between 
the  occurrence  of  headache  and  rises  in 
blood  pressure.  Patients  may  have  well- 
established  high  blood  pressure  without 
cephalalgia.  The  persistence  of  severe  head- 
ache when  associated  with  sustained  marked 
hypertension  is  often  an  ominous  indicator 
of  the  malignant  phase  of  this  disease. 

The  attitude  of  the  patient  may  be 
important.  A patient  complaining  of 
severe  headache  of  long  standing  who  settles 
down  to  an  obviously  enjoyable  recitation 
of  his  complaints  usually  does  not  have 
headache  of  serious  cause.  However,  each 
patient  must  have  a meticulous  general 
physical,  including  neurologic,  evaluation. 
We  have  recently  seen  a woman  with  oc- 
cipital headaches  of  some  months  duration 
which  were  always  aggravated  or  initiated 
by  arguments  with  her  husband.  A func- 
tional type  of  headache  was  strongly  sug- 
gested. Her  phsyical  examination  was  not 
very  abnormal  except  for  some  spacing  of 
her  lower  incisors  which  she  stated  was 
recent.  Skull  x-ray  confirmed  the  suspicion 
of  prognathism,  associated  with  the  en- 
larged sella  turcica  of  acromegaly. 
Interestingly  enough,  radiation  of  the 
pituitary  tumor  was  associated  with  relief  of 
her  headaches,  although  her  marital  argu- 
ments continued.  Diabetic  persons  taking 
insulin  may  have  headaches  on  awakening 
due  to  hypoglycemia.  Adjustment  of  the 
insulin  ration  is  curative.  A sudden 
throbbing  type  of  headache  is  often  re- 
lated to  a febrile  illness  and  the  relationship 
established  by  simple  determination  of  the 
temperature.  In  general,  ill-looking  pa- 
tients with  short  succinct  histories  usually 
have  assignable  organic  causes  for  their 
complaints.  However,  the  most  devious 
and  suggestively  functional  history  must  be 
correlated  with  a complete  physical  exami- 
nation if  we  are  not  to  miss  a serious  but 
remedial  disease  such  as  I previously  cited. 

Headache  in  hypertension 

Dr.  Schumacher:  May  I add  a word, 
Dr.  Smith,  concerning  the  problem  of 


headache  in  hypertension  which  1 am 
sure  is  of  interest  to  all  of  us  and  partic- 
ularly to  the  general  practitioner.  As  Dr. 
Bissell  said,  it  is  true  that  there  is  no  cor- 
relation between  the  level  of  the  blood 
pressure  and  the  occurrence  of  headache. 
For  many  years  it  was  felt  that  high  blood 
pressure  was  the  cause  of  the  headache,  but 
this  concept  is  now  rather  discredited. 
Actually,  there  is  about  the  same  incidence 
of  headache  in  hypertensive  patients  as 
there  is  of  migraine  in  the  general  popula- 
tion. 

The  headache  in  hypertension  is  a vascu- 
lar one,  and  in  essence  its  source  is  the 
stretching  of  cranial  artery  walls. 

A study  was  carried  out  involving  3 sub- 
jects and  extending  over  the  course  of  a 
year;  each  individual  suffered  from  hyper- 
tension and  had  a history  of  intermittent 
headaches.  Each  subject  was  interviewed 
daily  by  separate  investigators  regarding 
the  incidence  of  headache,  mood,  life  situa- 
tions, problems,  and  so  on,  and  measure- 
ments were  made  of  cranial  artery  pulsa- 
tions and  blood  pressure.  At  the  end  of  the 
year  all  available  data  were  compared  and 
analyzed.  These  individuals  had  fluctua- 
tions in  their  headaches  similar  to  the 
phenomena  demonstrated  in  sufferers  from 
migraine.  The  level  of  the  daily  blood  pres- 
sure was  found  to  be  unrelated  to  the  in- 
cidence of  headache.  There  were  days  of 
headache  when  the  blood  pressure  was 
relatively  low;  conversely,  days  when  the 
blood  pressure  was  higher  might  be  un- 
associated with  headache.  A good  correla- 
tion, however,  was  found  between  the  oc- 
currence of  headache  and  the  amplitude  of 
cranial  artery  pulsation.  In  addition,  life 
stress,  dissatisfaction,  and  pernicious  mood 
factors  often  preceded  headache.  These 
subjects  had  a strikingly  greater  degree  of 
day-to-day  cranial  vasomotor  fluctuations 
than  nonheadache  subjects.1 

Other  diagnostic  procedures 

Dr.  Smith:  One  of  the  common  problems 
that  faces  the  general  practitioner  or  any 
other  doctor,  when  seeing  a headache 
patient  for  the  first  time,  is  how  far  should 
our  investigation  go.  Now,  of  course,  there 
must  be  a complete  physical,  and  that  in- 
cludes a neurologic,  examination;  but  how 
about  other  and  more  specialized  (and 
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expensive)  diagnostic  procedures.  Dr. 
Wallman,  will  you  give  us  your  ideas. 

Dr.  Wallman:  I think  it  is  fair  to  say 
that  anybody  in  whom  headache  is  a 
prominent  symptom  should  have  an  x-ray 
of  his  skull.  It  is  true  that  this  study  often 
doesn’t  tell  very  much,  but  it  may  show  for 
example  a displaced  pineal  gland  or  ab- 
normal calcification  or  perhaps  an  enlarged 
sella  turcica.  Of  course,  in  a patient  with 
recurrent  headaches,  the  x-ray  need  not  be 
done  repeatedly;  but  if  there  has  not  been 
a skull  x-ray  for  several  years,  it  should  be 
done. 

There  should  also  be  an  x-ray  of  the 
chest.  If  the  patient  has  a brain  tumor  it 
may  be  metastatic,  and  if  so,  the  primary 
may  be  an  asymptomatic,  but  perhaps 
radiologically  apparent,  carcinoma  of  the 
lung. 

Another  simple  test  not  necessitating  ad- 
mission to  a hospital  is  an  electroencephalo- 
gram. This  test  is  not,  of  course,  available 
in  every  community  and  may  mean  the 
patient  must  travel  to  the  outpatient  de- 
pi' tment  of  a neurologic  center.  In  many 
instances  the  test  will  not  be  helpful; 
however  the  demonstration  of  a focal  ab- 
normality would  be  a strong  indication  for  a 
more  complete  neurologic  work-up. 

We  have  become  increasingly  interested 
in  the  brain  scan  as  a diagnostic  help. 
Neither  is  this  test  everywhere  available, 
but  it  has  the  great  advantage  of  being 
painless,  of  involving  only  a relatively  small 
amount  of  radiation,  and  of  being  harmless 
to  most  patients  unless  repeated  too  often. 
The  object  is  to  inject  into  the  blood  stream 
some  radioactive  material  which  is  picked 
up  by  tumor  tissue  which  may  appear,  when 
the  head  is  scanned  by  a counter,  as  a 
focus  of  increased  uptake.  As  in  the  case 
of  the  electroencephalogram,  a negative  test 
result  is  not  very  conclusive,  but  a positive 
one  is  a strong  indication  of  structural  brain 
disease. 

I should  mention  lumbar  puncture  but 
mostly  to  condemn  it  in  the  early  phase  of 
investigation  of  a headache.  Dr.  Smith 
has  described  the  sudden  severe  pain  in  a 
previously  well  person.  This  of  course, 
suggests  a subarachnoid  hemorrhage,  and 
it  is  true  that  in  such  a case  lumbar  punc- 
ture is  the  definitive  procedure  in  establish- 
ing the  diagnosis.  A lumbar  puncture  is 
also  diagnostic  in  meningitis. 


I am  thinking,  however,  about  the  more 
common  situation  in  which  the  patient  is 
more  chronically  ill  and  there  is  a question 
of  brain  tumor.  We  all  know  about  the 
dangers  of  lumbar  puncture  in  a patient 
with  a high  intracranial  pressure.  The 
patient  with  a brain  tumor  is  likely  to  be  in 
equilibrium  with  his  tumor  if  it  has  de- 
veloped slowly;  but  if  the  pressure  re- 
lationships are  disturbed  by  the  sudden 
withdrawal  of  fluid  from  below,  the  intra- 
cranial contents  may  suddenly  shift  and 
the  patient  require  emergency  surgery. 

I believe  that  a lumbar  puncture  may  be 
done  in  almost  anyone  if  a small  needle  is 
used  and  great  care  is  taken  not  to  with- 
draw more  fluid  than  would  go  into  the 
manometer;  but  even  this  relatively  small 
risk  is  commonly  unjustified  by  the  amount 
of  information  likely  to  be  obtained.  In  a 
patient  with  a brain  tumor  usually  all  one 
can  learn  from  lumbar  puncture  is  the 
spinal  fluid  pressure  and  protein  content. 
Both  are,  however,  of  limited  value,  and  I 
think  that  in  most  instances  the  physician 
can  decide  on  other  grounds  whether  or  not 
a patient  should  be  referred  for  intracranial 
study.  On  our  service  we  prefer  to  receive 
a patient  before  he  has  had  his  subarachnoid 
space  disturbed  by  lumbar  tap  and  to  get 
the  information  provided  by  the  electro- 
encephalogram, brain  scan,  and  angiog- 
raphy before  carrying  out  the  procedure. 
Indeed  in  a majority  of  instances  of  brain 
tumor,  sufficient  information  is  obtained 
from  these  other  studies  to  render  the  risk 
of  lumbar  puncture  unwarranted. 

Shall  I say  something  about  therapy?  I 
was  thinking  of  things  like  injections  of 
local  anesthetic  agent. 

Dr.  Smith:  You  may  mention  it  briefly. 

Dr.  Wallman:  As  was  discussed  a 

little  while  ago,  head  pain  is  carried  over 
nervous  structures,  some  of  which  are  sus- 
ceptible to  local  anesthesia.  Occasionally 
one  sees  trigger  points  in  the  neck  or  scalp, 
locally  tender  areas,  manipulation  of  which 
greatly  increases  the  headache.  Some- 
times injection  of  local  anesthetic  around  a 
tender  superficial  temporal  muscle  or  a 
nerve,  such  as  the  occipital  or  supraorbital, 
may  provide  relief.  Remember,  however, 
that  relief  of  the  headache  by  such  an  in- 
jection, does  not  necessarily  prove  that  the 
injected  site  is  the  source  of  the  pain;  it 
may  only  mean  that  a painful  reflex  is  being 
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interrupted.  I think  we  have  all  had  the 
experience  of  a patient  whose  diagnosis  is 
obscure,  who  may  be  temporarily  relieved 
by  one  of  these  maneuvers,  but  who  later 
goes  on  to  develop  frank  signs  of  increased 
intracranial  pressure. 

Specific  diseases 

Dr.  Smith:  Dr.  Wallman  has  carried  us 
into  the  next  phase  of  our  discussion.  We 
should  now  like  to  deal  with  specific  dis- 
eases. We  don’t  however  have  time  to 
elaborate  as  thoroughly  as  we  should  like 
and  still  leave  time  for  questions.  The 
latter,  I think  are  a most  important  part  of 
any  panel  discussion. 

When  patients  come  to  you  these  days, 
they  may  have  a great  deal  of  medical 
information  gained  from  newspapers  and 
television.  The  onset  of  headache  not 
rarely  raises  the  fear  of  brain  tumor.  In  the 
late  stages,  the  diagnosis  of  tumor  is  easy; 
however,  early  diagnosis  is  commonly  very 
difficult.  We  shall  hear  from  Dr.  Schu- 
macher about  this. 

Dr.  Schumacher:  It  is  obvious  that 

nothing  can  take  the  place  of  a thorough 
history  and  a complete  physical  examina- 
tion. These  represent  the  foundations  on 
which  all  our  diagnoses  must  rest.  In  each 
headache  problem  we  must  start  off  with 
them,  adding  the  routine  laboratory  tests, 
and  including,  as  Dr.  Wallman  said,  skull 
and  chest  x-ray  examinations.  What  one 
does  next  depends  on  what  this  body  of 
data  suggests.  If  there  is  not  one  positive 
neurologic  sign  and  the  routine  laboratory 
data  and  skull  films  are  normal;  and  if  the 
history  suggests  that  this  is  a rather  long- 
present,  recurrent,  reversible,  functional 
headache  of  muscle  tension  or  vascular 
origin;  and  finally,  if  the  personal  history 
reveals  personality  traits  that  are  typical  of 
such  patients,  then,  I think,  we  can  afford 
to  omit  further  intracranial  investigation 
and  simply  observe  the  patient,  applying 
the  measures  indicated  in  treating  migraine 
or  muscle  tension  headache. 

On  the  other  hand,  if  there  is  a single 
positive  sign  of  neurologic  significance,  a 
single  deviation  from  the  normal,  whether 
this  be  diminution  of  the  superficial  ab- 
dominal reflexes  on  one  side,  or  any  one  of 
the  numerous  subtle  neurologic  deficits  that 
may  be  found  (I  am  thus  speaking  not 


just  of  gross  signs  plainly  indicative  of 
lesions  of  the  brain),  then  one  must  proceed 
further.  Somewhat  in  contrast  to  the  view 
expressed  by  Dr.  Wallman  about  the  use  of 
spinal  puncture  is  my  own  practice:  Unless 
I find  evidence  of  increased  intracranial 
pressure  such  as  papilledema,  changes  in 
vital  signs,  or  major  brain  stem  dysfunction, 
then  a careful  and  cautious  spinal  puncture 
is  done;  but  jugular  compression  or  ab- 
dominal straining  to  test  intraspinal  mano- 
metries is  never  performed  in  such  cases. 
The  tap  is  followed  by  an  electroencephalo- 
gram. These  initial  tests  often  provide  a 
clue  to  what  is  going  on  and  how  we  should 
proceed.  Radioactive  brain  scans  are  be- 
coming increasingly  useful  as  innocuous, 
early  screening  procedures. 

Perhaps,  I am  straying  from  the  subject 
that  Dr.  Smith  asked  me  to  discuss; 
namely,  the  diagnosis  of  the  serious  intra- 
cranial lesion  that  is  the  cause  of  headache. 
Decisions  as  to  the  more  risky  but  more 
informative  intracranial  diagnostic  proce- 
dures are  usually  best  left  to  the  individual 
specializing  in  the  field  of  neurology  or  of 
neurosurgery.  On  the  other  hand,  there  is 
no  reason  why  the  internist  or  generalist,  in 
the  event  such  help  is  not  readily  available, 
should  not  himself  make  tentative  de- 
cisions. Once  there  is  a suspicion,  on  the 
basis  of  data  at  hand,  of  an  organic  intra- 
cranial process,  the  next  decision  is  whether 
or  not  to  proceed  with  intracranial  angi- 
ography or  pneumoencephalography,  or 
both.  The  principles  involved  in  these 
choices  are  probably  irrelevant  to  this 
discussion,  and  I shall  omit  them  here. 

In  summary,  the  types  of  findings  that 
guide  us  as  to  further  diagnostic  steps  or  to 
transfer  the  patient  to  a facility  where 
intracranial  procedures  can  be  performed, 
are  as  follows: 

1.  Presence  or  absence  of  neurologic 
signs,  even  if  minimal;  in  particular  neuro- 
logic deficits  which  can  be  interpreted  as 
arising  from  structural  lesions  within  the 
cranium. 

2.  X-ray  changes  in  the  skull:  (a)  erosion 
of  the  cranium,  ( b ) localized  abnormal  calci- 
fication, (c)  radiologic  evidence  of  increased 
intracranial  pressure,  the  commonest  sign 
of  which  is  erosion  of  posterior  clinoids, 
(d)  evidence  of  expansion  of  the  sella 
turcica,  and  (e)  displacement  of  a normal 
calcified  intracranial  structure  such  as  the 
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calcified  pineal  gland.  This  structure  is 
calcified  in  a fairly  high  percentage  of 
adults  and  normally  occupies  a midskull 
position;  its  deviation  from  this  position 
justifies  additional  investigation.  Evidence 
of  any  of  these  changes  is  available  from 
simple  plain  films  of  the  skull. 

3.  The  electroencephalogram  may  show 
a wide  variety  of  possible  changes  as- 
sociated with  headache  including  the  not 
infrequent  diffuse  changes,  usually  bilateral 
and  nonspecific,  found  in  migraine.  A 
localized  abnormality  must  alert  us  to 
localized  brain  disease.  If  the  electrical 
disturbance  is  of  high  voltage  or  of  the 
nature  of  a slow  wave  discharge  appearing 
in  only  one  area,  this  is  strongly  suggestive 
of  a mass.  The  presence  of  spikes  is  more 
suggestive  of  an  irritative  process,  perhaps 
chronic  in  character,  such  as  gliosis  or  scar- 
ring from  previous  infection  or  injury. 

4.  I have  mentioned  the  spinal  puncture 
which,  in  our  policy,  is  an  early  procedure 
that  cannot  be  omitted  except  in  the 
presence  of  definite  contraindications.  A 
tap,  done  properly,  can  provide  much 
valuable  information.  The  patient  should 
be  lying  and  not  sitting.  A manometer 
should  be  applied,  but  no  determination  of 
pressure  should  be  made  until  the  patient  is 
relaxed.  After  the  needle  is  inserted  the 
knees  should  be  withdrawn  from  the  chest 
and  the  neck  unflexed,  waiting  if  necessary 
as  long  as  five  minutes  for  the  pressure  to 
drop  to  its  minimum  resting  level.  Only 
when  the  patient  is  completely  relaxed  can 
an  accurate  resting  intracranial  pressure  be 
observed.  Under  such  conditions  anything 
over  200  mm.  of  cerebrospinal  fluid  must 
be  considered  abnormal.  Another  point 
of  concern  is  whether  or  not  the  cerebro- 
spinal fluid  is  clear  or  shows  a bloody  or 
yellowish  discoloration.  If  there  are  such 
findings,  then  the  headache  is  likely  as- 
sociated with  bleeding  subarachnoid,  which 
may  be  primary  from  an  aneurysm  or  sec- 
ondary to  unsuspected  cerebral  hemorrhage 
or  subdural  hematoma.  Of  course,  we  are 
not  referring  now  to  the  abrupt  onset  of 
violent  headache  signaling  acute  apoplexy; 
the  latter  diagnosis  is  made  not  so  much 
from  the  headache,  which  is  not  the  main 
issue,  but  from  the  many  other  features.  A 
third  factor  of  importance,  when  the  spinal 
fluid  is  clear  or  colorless,  is  the  protein 
content;  if  it  is  elevated,  there  is  little 


question  that  one  is  dealing  with  an  intra- 
cranial lesion.  The  degree  of  elevation  does 
not  permit  accurate  correlation  with  the 
type  of  lesions  found.  If  it  is,  say,  over  100 
mg.  per  100  ml.  and  one  can  rule  out  in- 
fection or  hemorrhage,  the  odds  in  favor  of 
tumor  are  high. 

These,  then  are  the  changes  in  the  skull 
roentgenogram,  electroencephalogram,  and 
spinal  fluid  which,  in  a patient  suffering 
from  headache,  would  lead  one  to  be 
concerned  about  serious  organic  intra- 
cranial disease  as  the  cause  of  the  head- 
ache and  point  to  the  need  for  further 
investigation. 

Dr.  Smith:  We  have  heard  about  the 
diagnosis  of  serious  physical  disease  causing 
headache;  perhaps  Dr.  Boag  would  take 
this  opportunity  to  put  into  sharper  per- 
spective the  important  features  of  psycho- 
genic headaches. 

Dr.  Boag:  First,  I would  like  to  make 
the  observation  that  I am  not  comfortable 
with  the  term  “psychogenic  headache.” 
It  is  a little  like  my  feelings  about  the  use  of 
the  term  “psychosomatic.”  It  was  useful 
at  a particular  time  to  focus  attention  on 
certain  features  of  illness  which  had  not 
been  looked  at  so  thoroughly.  After  that 
phase,  I think  most  people  don’t  use  the 
term  so  much  any  more.  We  prefer  to 
speak  of  the  importance  of  psychological 
factors  generally,  in  any  illness,  and 
“psychosomatic  medicine”  becomes  lost  in 
a comprehensive  approach  to  good 
medicine.  We  can  accept  the  fact  that  in  a 
large  number  of  fairly  common  headaches, 
not  of  serious  importance,  psychological 
factors  are  an  overriding  consideration. 
But  I hate  to  see  them  getting  cut  off  into 
a separate  category  altogether.  One  way 
or  another,  we  have  fairly  well  covered  the 
matter,  but  I shall  try  to  summarize  the 
characteristics  of  the  pain  in  these  types  of 
headache. 

In  terms  of  temporal  distribution,  in  the 
common  headache  in  which  vascular  or 
muscular  mechanisms  are  involved  and 
psychological  factors  are  important,  one 
characteristically  expects  to  find  a previous 
history  of  headache  over  the  life  span. 
These  individuals,  from  a fairly  early  age, 
tend  to  react  to  stress  by  developing  head- 
aches. Many  patients  take  these  headaches 
for  granted,  accepting  them  as  normal,  and 
perhaps  not  even  mentioning  them.  The 
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history,  more  typically,  is  that  an  inter- 
mittent headache  has  become  a constant 
headache  over  a period.  One  important 
group  to  which  Dr.  Schumacher  referred 
comprises  middle-age  patients  with  mi- 
graine. The  development  of  sustained 
headache  may  be  a symptom  of  depression, 
as  was  discussed  earlier — incidentally,  one 
of  the  forms  of  headache  which  may  waken 
a patient  in  the  night.  The  patient  follows 
the  classic  pattern  of  early  morning  waken- 
ing, as  seen  in  depression,  and  the  headache 
is  experienced  on  waking. 

There  are  a number  of  features  which 
help  us  to  make  a psychiatric  diagnosis, 
which  is  not  just  a matter  of  excluding 
organic  disease.  One  looks  for  a tendency 
to  react  to  stress  with  headache.  Further 
investigation  establishes  a meaningful  re- 
lationship between  the  stress  and  the 
headache,  such  as  unexpressed  or  partly 
expressed  anger,  which  can  be  shown  to 
have  a direct  relationship  to  the  onset  of  the 
headache.  Further  substantiation  may 
follow  if  it  is  found  that  understanding  and 
ventilation  of  these  feelings  or  more  realis- 
tic action  to  deal  with  the  upsetting  situa- 
tion tends  to  relieve  the  headache. 

Dr.  Smith:  Thank  you,  Dr.  Boag. 

When  you  suspect  depression  as  the  cause 
of  headache,  you  may  ask  the  patient 
various  questions  in  an  attempt  to  deter- 
mine how  deep  the  depression  is.  He  may 
answer,  “Doctor,  if  you  had  headaches  as 
severe  as  mine,  you  would  be  depressed 
too.”  You  must  be  careful  not  to  let  this 
sort  of  thing  put  you  off.  An  important  type 
of  headache  from  the  practical  point  of  view 
and  one  of  great  interest  from  the  viewpoint 
of  personality  structure  is  migraine.  Many 
of  its  features  have  been  discussed,  but 
some  have  not,  and  perhaps  Dr.  Schu- 
macher will  undertake  the  task  of  illuminat- 
ing this  subject  for  us.  Therefore,  we  shall 
go  on  to  management.  Migraine  is  a 
commonly  made  diagnosis,  and  in  the 
classic  case,  there  is  no  difficulty  in 
diagnosis;  but  unfortunately,  the  diagnosis 
is  not  always  either  easy  or  certain.  Per- 
haps you  could  give  us  the  points  that  make 
the  diagnosis? 

Clinical  features  of  migraine 

Dr.  Schumacher:  Clinical  features  have 
to  do  with  the  total  person  as  well  as  the 


characteristics  of  the  headache  itself.  I 
will  leave  the  former,  that  is,  the  personality 
factors,  to  Dr.  Boag  and  here  merely 
emphasize  that  they  are  very  important  in 
the  definition,  delineation,  and  under- 
standing of  the  problem. 

First,  as  to  characteristic  features  of  the 
headache  attacks,  we  can  only  highlight  the 
subject  in  the  time  available.  The  head- 
aches are  recurrent  and  may  exhibit  any 
degree  of  frequency  from  once  a year  to 
every  day.  They  occur  at  any  time  of  the 
twenty-four  hours,  sometimes  on  awaken- 
ing, sometimes  late  in  the  day  apparently  as 
a result  of  a culmination  of  stresses.  Another 
temporal  pattern  sometimes  seen  is  the 
invariable  occurrence  of  attacks  on  certain 
days  of  the  week;  these  have  been  termed 
“Saturday  headaches,”  “Monday  head- 
aches,” and  so  on.  Also,  there  are  monthly 
headaches  or  seasonal,  and  generally  these 
have  a relationship  to  the  patient’s  activity 
or  lack  of  it.  This  is  not  to  be  interpreted  as 
indicating  that  the  day’s  problems  or  the 
menstrual  period  per  se  causes  such  head- 
aches. There  are  paradoxical  situations 
showing  reverse  characteristics:  the  indi- 

vidual who  has  headaches  only  when  not 
working,  on  going  on  vacation,  on  the 
weekend,  or  on  Saturday  morning  when  he 
stays  home,  when  he  may  awaken  with  a 
headache.  Perhaps  Dr.  Boag  will  com- 
ment on  this  later. 

The  quality  of  the  headache  is  described 
in  most  instances  as  throbbing  or  pounding. 
Here  the  blood  pressure,  or  intravascular 
tension,  is  not  so  important  as  the  fact  that 
the  vessel  wall  is  relaxed  and  distended  in  a 
pulsatile  way.  If  the  headache  persists  for 
some  hours,  the  throbbing  may  give  way  to 
a steady  head  pain  when  the  vessel  wall  gets 
thickened  and  edematous.  The  scalp  is 
often  sore  at  the  height  of,  and  for  a time 
after,  the  headache. 

Mentioned  already  are  the  varied  initial 
locations  of  the  pain  and  its  tendency  to 
spread  from  the  initial  location;  but  in 
many  instances  the  pain  tends  to  start 
always  in  the  same  place. 

The  duration  of  an  attack  may  be  from 
an  hour  to  two  or  three  days,  excluding 
status  migrainus.  Most  attacks  terminate 
within  a day.  Patients  with  two-  to  three- 
day  headaches  may  manage  to  get  to  sleep 
at  night  but  wake  again  with  the  head- 
ache still  present.  Nausea  and/or  vomiting 
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is  present  at  peak  intensity  in  many  but  by 
no  means  all  patients. 

In  10  to  15  per  cent  of  patients  pre- 
headache cerebral  vasoconstrictor  phenom- 
ena occur.  The  commonest  are  blind 
spots  or  scotomas,  areas  in  which  the 
patient  does  not  see  well,  or  sees  zigzag 
lines  or  flashes  of  light.  In  others  there  may 
be  unilateral  paresthesia  in  the  hand,  which 
not  infrequently  progresses  up  the  arm  to 
the  side  of  the  tongue,  and  then  recedes. 
These  phenomena  give  warning  of  the 
headache  to  come  and  are  temporary.  In 
most  cases  they  disappear  just  at  the  time 
the  headache  begins.  It  should  be  re- 
membered that  the  vast  majority  of  vas- 
cular or  migraine  headaches  are  not  pre- 
ceded by  an  aura. 

I think  this  is  all  we  have  time  for  in 
regard  to  the  clinical  features.  One  can, 
however,  add  a therapeutic  response  to  the 
clinical  characteristics  and  use  it  as  a 
diagnostic  test.  Important  is  the  awareness 
that  of  the  several  different  ergot  alkaloids, 
those  used  in  obstetrics  are  not  effective  in 
vascular  headache.  Only  one  drug,  ergota- 
mine  tartrate,  or  its  derivative,  dihydroer- 
gotamine  maleate,  has  the  specific  effect  of 
constricting  cranial  arteries.  In  vascular 
headache,  if  the  drug  is  given  within  an 
hour  or  two  of  onset,  the  migraine  attack 
can  be  eliminated.  It  is  available  as  an  oral 
tablet  or  rectal  suppository  in  combination 
with  caffeine,  or  as  the  pure  drug  for  intra- 
muscular or  intravenous  injection. 

Dr.  Smith:  Thank  you.  Dr.  Boag, 

would  you  care  to  speak  of  the  personality 
structure  characteristically  found  in  the 
migraine  patient? 

Personality  structure  in  migraine 

Dr.  Boag:  Personality  structure  and 

life  situation  in  relation  to  headache 
have  been  far  more  intensively  studied  in 
migraine  than  in  other  forms  of  headache, 
probably  because  migraine  is  a much 
better  defined  and  circumscribed  syndrome 
than,  for  example,  the  tension  headache  we 
have  discussed.  As  in  other  diseases  in 
which  the  attempt  has  been  made,  there  is  a 
bewildering  array  of  “personality  profiles” 
found  among  the  victims  of  migraine. 
Just  to  pick  out  two  or  three  at  random, 
in  one  of  the  early  studies  by  Touraine  and 
Draper,7  they  felt  that  they  could  define  a 


“constitutional”  personality  type  with  re- 
tarded emotional  development,  superior 
intelligence,  rather  unsatisfactory  sexual 
adjustment,  and  exaggerated  dependence 
on  mother.  Knopf*  described  his  patients 
as  “goody-goody,”  ambitious,  reserved, 
dignified,  with  a poor  sense  of  humor,  and 
poor  sexual  adjustment.  Fromm-Reich- 
mann'1  described  a series  of  cases  in  analysis 
and  related  the  onset  of  the  migraine  to 
envious  hostile  impulses.  These  were 
originally  directed  against  intellectually 
brilliant  people  and  were  followed  by  guilt 
and  turned  back  against  the  self.  Wolff,10 
who  did  much  of  the  study  of  local  mech- 
anisms, also  studied  personality.  He  em- 
phasized a number  of  characteristics  and 
described  these  persons  as  compulsive, 
perfectionistic,  rigid,  ambitious,  competitive, 
unable  to  delegate  responsibility,  and  very 
commonly  in  a state  of  chronic  resentful- 
ness. Let  us  try  to  put  all  these  findings 
together  and  look  for  common  features 
which  we  can  summarize  into  some  mean- 
ingful statement.  I think  the  majority  of 
these  studies  bring  out  the  presence  of 
suppressed  or  repressed  hostile  impulses. 
The  relevance  of  the  characteristic  per- 
sonality features  described  is  that  these  are 
all  individuals  who  are  particularly  likely 
to  suppress  hostile  impulses.  If  to  this 
type  of  personality  and  this  way  of  reacting 
we  add  a life  situation  in  which  acute  anger 
is  suppressed,  we  have  a setting  likely  to 
precipitate  an  attack  of  migraine.  On 
occasion,  one  can  demonstrate  this  very 
dramatically  by  identifying  the  immediate 
situation  that  is  causing  the  trouble,  seeing 
an  immediate  outburst  of  anger  followed 
very  rapidly  by  the  immediate  clearing  up 
of  the  migraine.  I am  not  proposing  this 
as  an  easy  everyday  method  to  follow,  but 
it  occurs  often  enough  to  impress  one  with 
the  relationship. 

Temporal  arteritis 

Dr.  Smith:  There  is  a condition  causing 

headache  which  is  very  important,  one  you 
should  all  know  about,  although  admittedly 
it  is  not  common.  I refer  to  the  headache 
associated  with  temporal  arteritis.  It  is 
easily  diagnosed.  It  may  be  followed  by 
devastating  complications  and  particularly 
by  blindness  and  other  serious  neurologic 
disturbances.  It  is  of  prime  importance 
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not  to  miss  it  because  treatment  can  largely 
prevent  these  complications.  I will  ask 
Dr.  Schumacher  to  discuss  it,  and  then 
perhaps  Dr.  Bissell  will  speak  of  it  as  well. 

Dr.  Schumacher:  This  condition,  al- 

though called  temporal  arteritis,  or  giant 
cell  granulomatous  arteritis,  is  best  termed 
cranial  arteritis.  An  interesting  feature  is 
that  it  is  virtually  limited  to  the  age  group  be- 
tween sixty  and  eighty.  All  the  patients  we 
have  seen  have  been  close  to  seventy  years  of 
age.  They  complain  of  prolonged  headache 
of  a kind  previously  unknown  to  them  which 
is  constant  day  and  night,  and  of  inability  to 
tolerate  placing  the  head  on  a pillow.  They 
develop  low-grade  fever,  anemia,  weight 
loss,  sweating,  and  general  malaise.  Care- 
ful interrogation  reveals  that  for  upwards 
of  a year  they  have  suffered  from  vague 
arthritic  or  rheumatic  symptoms.  On  ex- 
amination extreme  prominence  of  the  scalp 
arteries  is  immediately  apparent,  as  is  seen 
in  a picture  of  the  first  patient  I studied 
with  the  condition  in  New  York  in  about 
1949.  The  scalp  arteries  are  hard  on  pal- 
pation, extremely  tender,  and  without 
identifiable  pulsations.  The  slightest  ma- 
nipulation produces  marked  redness  around 
them.  When  a patient  gives  this  story  and 
exhibits  these  symptoms  and  signs,  cranial 
arteritis  is  almost  a certain  diagnosis. 

Although  the  temporal  arteries  are  the 
most  conspicuous  and  most  often  com- 
plained about,  there  may  be  more  wide- 
spread cranial  arteritis.  It  may  involve 
the  intracranial  arteries,  leading  to  cerebral 
thrombosis  and  stroke.  Indeed,  it  has 
been  shown  that  the  arteritis  may  not  be 
limited  just  to  the  cranium.  It  certainly 
may  involve  other  body  arteries  such  as 
the  coronary,  visceral,  and  limb  vessels. 
We  have  had  such  a patient  with  wide- 
spread involvement  come  to  autopsy. 

The  commonest  and  most  serious  com- 
plication is  thrombosis  of  the  central  retinal 
artery  with  blindness.  This  occurs  in  the 
natural  course  of  the  untreated  disease,  in 
one  eye  or  the  other,  in  almost  50  per  cent  of 
cases  and  in  both  eyes  in  about  30  per  cent. 
I have  had  2 patients  in  whom  the  diagnosis 
was  not  suspected  and  who  are  now  blind. 
Their  chief  symptom  was  headache,  and 
the  tentative  diagnosis  was  brain  tumor. 
One  man  was  sixty-nine  and  was  seen 
before  the  advent  of  steroid  therapy.  He 
developed  thrombosis  of  the  central  retinal 


artery  and  became  permanently  blind  in 
one  eye.  Even  without  treatment,  the 
process  may  resolve  spontaneously  and 
clear  up  in  from  six  weeks  to  eighteen 
months  with  a subacute  or  a prolonged  and 
refractory  course.  In  this  patient  symp- 
toms of  headache,  anorexia,  weight  loss, 
and  low-grade  fever  began  to  subside  in 
about  eight  or  ten  weeks,  and  he  was  fairly 
well  in  about  twelve  weeks.  A year  later, 
the  other  thrombosed  temporal  artery 
which  had  not  been  biopsied  had  regained 
its  normal  appearance  and  was  again  soft 
and  pulsatile. 

The  most  important  diagnostic  procedure 
is  temporal  artery  biopsy.  This  not  only 
proves  the  diagnosis  but  also  provides  con- 
siderable local  relief. 

A slide  of  another  patient,  age  seventy- 
one,  shows  the  scar  of  a recent  biopsy  on 
one  side.  The  hard,  swollen  temporal  ar- 
tery stands  out  prominently  on  the  other 
side.  The  slide  of  the  microscopic  findings 
reveals  strikingly  the  changes  in  all  three 
coats  of  the  artery.  This  was  panarteritis. 
The  intima  was  involved,  with  fragmenta- 
tion of  the  inner  elastic  membrane.  In  the 
media  there  was  a great  deal  of  proliferation 
of  lymphocytes,  collagenous  tissue,  and 
giant  cells.  There  were  no  eosinophils  such 
as  are  seen  in  polyarteritis  nodosa.  The 
adventitia  had  similar  round  cell  infiltra- 
tion. Thrombosis  occurs  in  almost  all  such 
vessels.  On  a slide  showing  a larger  magni- 
fication of  the  same  artery  you  can  identify 
two  or  three  giant  cells  and  all  the  features 
I have  mentioned  in  the  pathologic  proc- 
ess. 

The  current  use  of  steroids  as  a thera- 
peutic measure  is  the  result  of  extensive 
trials  in  which  the  treatment  appeared  to  be 
effective  in  shortening  the  duration  and  in 
affording  symptomatic  relief  in  a majority 
of  the  cases  so  treated. 

I warn  you  once  more,  in  virtually  none 
of  the  patients  with  this  disease  in  our 
collection  of  about  20  to  date  had  the  diag- 
nosis of  temporal  arteritis  been  previously 
entertained — they  were  referred  with  such 
diagnoses  as  migraine,  brain  abscess,  en- 
cephalitis, and  brain  tumor. 

Dr.  Smith:  Thank  you,  Dr.  Schumacher. 
Dr.  Bissell? 

Dr.  Bissell:  No,  I have  nothing  to 

add.  This  has  been  a beautiful  delineation 
of  this  strange  illness. 
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Question  and  Answer  Period 


Dr.  Smith:  We  could  go  on  for  a long 

time  yet,  but  this  would  be  a good  time  for 
questions.  Yes,  Dr.  Carson? 

William  R.  Carson,  M.D.:  This  ques- 

tion is  probably  only  of  academic  interest 
now,  but  I would  ask  Dr.  Schumacher 
why  patients  with  neurosyphilis  (and,  spe- 
cifically, the  meningoencephalitis  type  or 
general  paresis)  can  withstand  drainage  of 
spinal  fluid  without  suffering  a headache. 
Even  in  the  sitting  position,  and  with  com- 
plete drainage  of  spinal  fluid,  replacing  with 
air  volume  for  volume,  they  may  show 
neither  objective  nor  subjective  evidence  of 
headache. 

Dr.  Schumacher:  So-called  “drainage 

headache”  is  commonly  seen  following 
spinal  anesthesia  or  diagnostic  spinal  punc- 
ture but  is  not  present  if  the  patient  remains 
horizontal.  Its  mechanism  was  beautifully 
demonstrated  experimentally  by  Kunkle,11 
in  Wolff’s  laboratory,  and  I described  this 
earlier.  It  comes  on  in  the  vertical  posi- 
tion and  is  relieved  in  the  horizontal  posi- 
tion. Within  a few  minutes  of  lying 
down,  the  headache  disappears,  and  within 
five  minutes  of  sitting  or  standing  up,  it 
recurs.  One  can  predictably  induce  it 
at  a certain  angle  of  tilt  on  a tilt  table. 
The  headache  can  be  eliminated  experi- 
mentally by  replacement  of  cerebrospinal 
fluid  with  sterile  saline  intrathecally.  Thus, 
there  is  a good  bit  of  evidence  to  support  the 
postulated  mechanism  of  postspinal  punc- 
ture headache;  but  this  does  not  answer 
your  question  as  to  why  it  does  not  occur  in 
patients  with  neurosyphilis.  I do  not  know 
the  answer  to  this  question,  and  I would 
like  to  think  about  it  and  ask  some  of  my 
colleagues.  Perhaps  it  has  to  do  with 
nature’s  “lobotomy”  in  general  paresis. 

Dr.  Wallman:  I would  add  this  ob- 

servation. I think  we  have  noticed  that 
patients  with  brain  atrophy  get  over  their 
“drainage  headaches”  quickly. 

Dr.  Smith:  Patients  with  multiple 

sclerosis  often  have  severe  postlumbar 
puncture  headaches.  You  will  support 

that,  Dr.  Schumacher? 

Dr.  Schumacher:  No.  I am  sorry, 

but  I can’t  Dr.  Smith.  I do  not  infer  that 
you  are  incorrect;  what  I mean  is  I have 
not  been  alert  enough  to  observe  it. 


Dr.  Smith.  Any  other  questions  of  the 
panel? 

Physician:  I wonder  if  anyone  would 

comment  on  headaches  in  children?  Head- 
ache after  encephalitis?  Also,  if  Dr.  Schu- 
macher would  discuss  briefly  migraine  in 
children? 

Dr.  Schumacher:  Headache  commonly 

occurs  during  acute  encephalitis.  If  it  is 
indeed  possible  for  encephalitis  to  continue 
insidiously  for  months  or  years,  as  is  alleged 
to  occur  in  chronic  progressive  “posten- 
cephalitic” parkinsonism,  I could  not  en- 
visage sufficient  inflammatory  irritation  to 
produce  headache.  I can  visualize  a mech- 
anism of  increased  emotional  instability  and 
tension  which  if  it  occurs  in  someone  al- 
ready prone  to  cranial  vasomotor  insta- 
bility, could  give  rise  to  headaches  on  that 
basis. 

In  regard  to  migraine  in  children,  2 out  of 
every  3 subjects  with  vascular  headache 
have  relatives  with  the  same  condition. 
Commonly,  patients  with  migraine  can  be 
shown  to  have  a mother,  father,  brother,  or 
sister  who  is  a headache  sufferer.  Not  in- 
frequently we  find  an  adult  migraineur  say- 
ing, “I  would  like  to  clear  up  my  headache 
problem  and  find  out  what  causes  it  because 
I think  my  little  boy  is  already  developing 
the  same  thing  and  I want  to  spare  him 
this”;  or  “now  my  little  girl  has  started 
having  headaches.” 

The  youngest  subject  in  whom  I have 
seen  migraine  was  a three-year-old  child, 
the  son  of  one  of  our  resident  physicians 
who,  himself,  suffered  from  severe  migraine 
attacks. 

In  my  experience  the  same  personality 
traits  are  found  in  children  prone  to  mi- 
graine as  in  adult  sufferers.  These  children 
tend  to  be  very  good  and  obedient.  They 
are  usually  reared  in  an  environment  of 
high  standards.  They  work  hard,  get  good 
marks,  and  participate  in  many  activities; 
they  do  odd  jobs  to  provide  themselves  a 
little  income;  they  participate  in  extra- 
curricular activities.  They  are  meticu- 
lously conscientious  about  their  duties, 
particularly  their  studies.  Not  all  children 
who  suffer  from  migraine  fall  into  this 
personality  category  but  most  do. 

In  children  there  may  be  pain  in  migraine 
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which  affects  other  parts  of  the  body;  for 
instance,  recurrent  violent  abdominal  pain 
has  been  considered  a migraine  equivalent 
because  it  occurs  in  individuals,  especially 
children,  who  have  migraine,  and  there  is 
no  other  basis  demonstrable.  I believe 
that  is  all  I have  time  to  say  on  this  topic. 

Dr.  Smith:  I should  like  to  add  that 

epilepsy  is  not  a rare  cause  of  recurring 
headaches  in  childhood.  Any  other  mem- 
ber of  the  panel? 

Dr.  Boag:  We  do  know  that  headaches, 

presumably  involving  the  common  vascular 
mechanisms,  are  not  uncommon  in  children. 
I have  an  impression  that  in  children  the 
distinction  between  those  who  react  with 
headache  and  those  who  don’t  tends  to  be 
even  clearer  than  in  adults.  Characteris- 
tically, the  former  tend  to  be  passive  chil- 
dren who  have  difficulty  getting  into  a fight 
and  retreat  to  their  rooms  and  get  a head- 
ache instead. 

Dr.  Wallman:  I think  I have  made  the 

observation  that  the  child  who  has  a bad 
headache  after  an  apparently  minor  head 
injury  is  likely  to  be  a migraineur.  For 
instance,  two  children  bump  heads  while 
playing.  One  develops  severe  headache 
and,  in  fact,  looks  pale  and  actually  ill. 
In  such  an  instance,  I think  you  will  find 
that  the  child  has  had  headache  before;  he 
reacts  in  this  way  to  injury. 

Dr.  Smith:  Any  other  questions? 

Physician:  There  are  cases  of  abdom- 

inal pain,  sometimes  mistakenly  diagnosed 
appendicitis,  but  actually  found  to  be  rheu- 
matic fever.  One  such  child  also  suffers 
from  headaches.  I would  ask  either  Dr. 
Bissell  or  Dr.  Schumacher  whether  there  is 
any  association  between  rheumatic  fever 
and  the  headaches? 

Dr.  Bissell:  If  I understand  the  ques- 

tion, this  is  possibly  the  kind  of  throbbing 
headache  seen  with  febrile  states  in  general. 
This  would  apply  equally  to  typhoid,  ma- 
laria, influenza,  viral  pneumonia,  and  acute 
rheumatic  fever. 

Dr.  Smith:  Dr.  Carson,  I think  you 

have  a question? 

Dr.  Carson:  I would  ask  for  someone 

to  discuss  the  value,  or  nonvalue,  of  methy- 
sergide  maleate  (Sansert)  in  so-called  cluster 
headaches. 

Dr.  Schumacher:  We  have  two  stacks 

of  printed  material.  One  is  the  outline 
classification  of  headaches  that  was  printed 


and  published  following  the  work  of  a panel 
on  headache  several  years  ago.  It  reviews 
what  we  have  been  over  today.  The  other 
is  a mimeographed  outline  we  give  to  our 
medical  students  which  classifies  headache 
and  discusses  therapy  at  some  length. 
Until  recently,  there  has  been  no  way 
medicinally  to  prevent  recurrent  headaches 
except  indirectly  through  the  effects  of 
sedatives  and  tranquilizers.  For  relief  of 
the  individual  headache,  of  course,  there  is 
the  cranial  vasoconstrictor,  ergotamine  tar- 
trate. In  one  form  it  is  combined  with 
caffeine  (Cafergot),  and  there  are  other 
similar  combinations  (Migral,  Ergotatro- 
pin,  Wigraine,  and  others). 

For  the  prevention  of  attacks,  a prepa- 
ration was  evaluated  for  the  first  time  five 
years  ago  and  is  now  on  the  market  and 
available  for  prescription.  Chemically,  it 
is  methysergide  maleate,  a derivative  of 
lysergic  acid  diethylamide  (L.S.D.).  It 
seems  to  have  among  its  properties  an 
antiserotonin  effect.  The  mechanism  of  its 
preventing  vascular  headache  attacks  is  not 
clear,  although  there  are  some  interesting 
theories.  I will  simply  say  that  the  statis- 
tics on  controlled  trials  have  revealed  a good 
effect  in  a fairly  high  proportion  of  recurrent 
vascular  headache  sufferers.  The  average 
dosage  is  a 2-mg.  tablet  two  to  four  times  a 
day,  but  it  may  be  taken  in  doses  up  to  8 
tablets  a day.  Approximately  70  per  cent 
of  patients  either  stop  having  recurrent 
headaches  or  are  greatly  improved. 

The  particular  variety  of  headache  men- 
tioned in  the  question  used  to  be  called 
Horton’s  headache  or  histaminic  cephal- 
algia. It  is  now  considered  simply  as  a clin- 
ical variant  of  migraine.  It  recurs  for 
limited  periods  of  time,  during  which  it  be- 
comes progressively  more  frequent  and  in- 
tense and  then  leaves.  It  may  be  absent  for 
six  months  or  a year  and  return  again  for  six 
weeks,  from  which  comes  the  current  pre- 
ferred term  of  cluster  headache.  The  head- 
aches are  brief,  lasting  from  one  half  to  one 
and  a half  hours  and  of  high  intensity;  in- 
volve chiefly  the  temporofrontal  or  retro- 
orbital  region;  and  are  accompanied  by 
conjunctival  hyperemia,  lacrimation,  and 
nasal  congestion  all  on  one  side.  This  par- 
ticular variety  of  headache  seems  to  be  pre- 
vented by  methysergide  maleate  even  more 
strikingly  than  is  common  migraine.  I 
think  it  would  be  a mistake  to  get  into  the 
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theories  as  to  why  this  preparation  is  effec- 
tive. Its  rationale  is  not  clearly  defined  as 
yet.  The  drug  may  have  a central  action 
on  the  cortex  as  well  as  a peripheral  effect 
on  cranial  vasomotor  reflexes  and  end-organ 
function. 

Dr.  Smith:  I should  like  to  thank  all 

the  members  of  the  panel  and  everyone  in 
the  audience. 
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816  were  used  as  controls.  Age,  sex,  or  race 
did  not  seem  to  influence  susceptibility  to  post- 
transfusion hepatitis.  However,  the  incidence 
increased  with  the  number  of  transfusion  units 
given. 

The  criteria  for  icteric  hepatitis  was  the  ap- 
pearance of  jaundice  or  a level  of  3 mg.  per  100 
ml.  or  more  of  total  serum  bilirubin.  No  liver 
biopsies  were  performed.  Gamma  globulin 
was  given  intramuscularly.  In  774  patients 
treated  with  gamma  globulin,  the  incidence  of 
icteric  hepatitis  was  1.55  per  cent.  In  816 
controls  it  was  4.04  per  cent.  Each  group  had 
one  death.  The  incidence  of  hepatitis  without 
jaundice  was  6.25  per  cent,  or  12.8  per  1,000 
units  in  the  treated  group  and  6.28  per  cent  or 
13.3  per  1,000  in  the  controls. 
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Mortality  from  tetanus  in  the  United 
States,  according  to  Heath,  Zusman,  and 
Sherman,1  fell  from  2.33  deaths  per  100,000 
in  1900  to  0.16  in  1959,  a drop  of  about  93 
per  cent.  They  thought  that  there  were 
two  periods  of  greatest  decline,  1923  to 
1940  and  1945  to  1955,  and  that  the  first 
was  perhaps  due  to  treatment  with  tetanus 
antitoxin  and  the  second  to  the  common  use 
of  tetanus  toxoid.  They  described  the 
concentration  of  tetanus  in  the  southern 
states  and  other  epidemiologic  charac- 
teristics, including  the  continuing  occur- 
rence of  neonatal  tetanus.  More  than  27 
per  cent  of  the  2,045  deaths  assigned  to 
tetanus  in  the  seven-year  period,  1953  to 
1959,  were  in  the  first  month  of  life.  Most 
of  these  neonatal  deaths  occurred  in  six 
southern  states  and  were  nonwhite. 

* At  present:  Director,  Dutchess  County  Field  Station, 
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Psychiatry,  Columbia  University  College  of  Physicians  and 
Surgeons. 


the  mortality  rate  from  tetanus  in  New 
York  State  fell  97  per  cent  between  the  periods 
1918  to  1922  and  1958  to  1962  and  was  as- 
sociated with  the  distribution  of  tetanus 
antitoxin.  Forty-eight  cases  of  tetanus  were 
reported  in  New  York  State  between  1959 
and  1964;  they  occurred  in  all  age  groups, 
in  all  seasons,  in  both  urban  and  rural  areas, 
and  often  followed  trivial  injuries.  Tetanus 
antitoxin,  derived  from  horses,  is  dangerous, 
although  it  has  been  useful ; everyone  should 
be  actively  immunized  and  carry  a record 
thereof  to  avoid  tetanus  antitoxin  in  the  future. 


TABLE  1.  Mortality  rate  from  tetanus 

Years 

Average 

Annual 

Deaths 

Population 

(Census) 

Annual 

Deaths 

Per 

100,000 

Popula- 

tion 

1918-1922 

55.2 

4,765,179 

1.16 

1928-1932 

39.4 

5,657,620 

0.70 

1938-1942 

13.6 

6,024,147 

0.23 

1948-1952 

6.6 

6,938,235 

0.10 

1958-1962 

2.6 

9,000,320 

0.03 

Upstate  New  York  mortality  trend 

In  Upstate  New  York,  the  tetanus 
mortality  rate  has  fallen  an  astonishing 
97  per  cent  since  the  base  line  period,  1918 
to  1922  (Table  I).  Figure  1 shows  that 
all  ages  and  both  sexes  were  involved  in  the 
decreased  mortality.  The  decline  clearly 
antedates  World  War  II  and  infant 
immunization.  Deaths  occurring  in  in- 
fants under  one  year  of  age  were  negligible 
after  the  period  1918  to  1922.  In  the 
1918  to  1922  period,  they  amounted  to 
34  of  the  total  of  276  deaths.  Statistics 
by  age  and  sex  for  periods  before  1915 
have  not  been  published. 

The  trend  in  mortality  at  all  ages  is 
inversely  related  to  the  trend  of  annual 
distribution  of  TAT  (tetanus  antitoxin) 
by  the  Division  of  Laboratories  and  Re- 
search of  the  New  York  State  Department 
of  Health.  The  State  Antitoxin  Lab- 
oratory established  in  1901  was  the  second 
such  laboratory  in  the  country.  The 
antitoxin  that  it  made  was  distributed  to 
any  physician  Upstate  without  cost  for 
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FIGURE  1.  Death  from  tetanus;  rates  per  100,000  population  by  age  and  sex;  average  for  specified  five- 
year  periods. 


prophylaxis  and  treatment,  and  presum- 
ably this  laboratory  has  been  the  major 
source  of  the  tetanus  antitoxin  used  in 
Upstate  New  York.  The  distribution 
stopped  in  1954. 

Figure  2 compares  the  trend  of  mortality 
with  the  distribution  of  TAT.  The  scales 
run  in  opposite  directions  to  show  how  the 
trends  fit.  The  reason  TAT  distribution 
fell  during  World  War  II  is  not  obvious. 

Morbidity 

Tetanus  became  reportable  in  1919. 
Case  reporting  is  incomplete  and  was 
especially  so  from  1919  to  1921  when  deaths 
outnumbered  cases.  The  completeness  of 
current  reporting  is  unknown.  From  1953 
to  1964,  10  of  53  deaths  assigned  to  tetanus 
by  coders  of  death  certificates  were  not 
reported  as  cases.  In  general,  the  trend 
of  reported  cases  parallels  the  trend  in 
mortality.  The  number  of  cases  per  100,- 
000  population  was  0.84  in  1920  when 
reporting  was  especially  poor,  1.10  in 
1930,  and  0.10  in  1960. 

A breakdown  by  age  and  sex  is  not 
available  for  years  before  1939.  Figure  3 
compares  the  number  of  cases  and  deaths 
by  age  and  sex  between  the  1939  to  1941 
period  and  the  1959  to  1961  period. 
Cases  and  deaths  of  persons  under  fifteen 
years  of  age  greatly  decreased,  which  is 


TEAR 


FIGURE  2.  Annual  distribution  of  tetanus  anti- 
toxin and  mortality  rates  from  tetanus,  1915  to 
1954.  Vertical  scale  on  left  gives  death  rate  from 
tetanus  in  descending  order.  Vertical  scale  on 
right  gives  annual  distribution  of  TAT  in  ascending 
order. 


consistent  with  the  acceptance  of  routine 
immunization  for  children  in  the  late 
1940’s.  However,  cases  and  deaths  de- 
creased in  the  other  age  groups  also. 
Males  of  military  age  in  World  War  II 
would  fall  in  the  age  group  thirty  to  forty- 
nine  in  the  1959  to  1961  period.  Figure  3 
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FIGURE  3.  Tetanus  cases  and  deaths  by  age  and  sex  for  two  three-year  periods. 


also  shows  that  from  1939  to  1941  cases 
and  deaths  were  concentrated  in  children 
and,  to  a lesser  extent,  in  persons  over  fifty 
years  of  age.  From  1959  to  1961  the  cases 
and  deaths  were  concentrated  in  persons 
over  fifty  years  of  age  because  the  fall  in 
this  age  group  has  not  been  as  sharp  as 
that  in  younger  age  groups. 

Case  fatality  rate 

The  death-case  ratio  is  shown  in  Table 
II.  It  is  not  a true  case  fatality  rate,  for 
the  deaths  do  not  include  fatalities  assigned 
to  other  causes  such  as  the  predisposing 
injury.  Furthermore,  serious  errors  may 
be  introduced  by  underreporting  of  cases, 
faulty  death  certification,  and  misdiagnosis. 
Finally,  over  the  years,  the  rules  for 
selecting  the  disease  or  injury  under  which 
the  death  will  be  classed  in  the  statistics 
have  changed  often. 

Table  II  shows  that  from  1919  to  1924 
there  were  90  deaths,  according  to  mortality 
statistics,  for  every  100  cases.  The  ratio 
was  around  60  or  70  deaths  per  100  cases 
in  the  next  fifteen  years.  In  1940  and 


TABLE  II.  Reported  cases  and  deaths  assigned  to 
tetanus  per  five-year  period  during  the  years  1919 
to  1964 


Year 

Cases 

Deaths 

Deaths 
Per  100 
Cases 

1919-1924 

349 

315 

90.3 

(Six  years) 
1925-1929 

266 

193 

72.6 

1930-1934 

299 

203 

67.9 

1935-1939 

205 

127 

62.0 

1940-1944 

185 

50 

27.0 

1945-1949 

121 

28 

23.1 

1950-1954 

99 

29 

29.3 

1955-1959 

32 

12 

37.5 

1960-1964 

40 

12 

30.0 

thereafter  it  fell  sharply  to  20  or  30  deaths 
per  100  cases.  Much  of  the  fall  after  1939 
was  due  to  a change  in  the  rules  for  as- 
signing causes  of  death,  which  decreased 
deaths  assigned  to  tetanus  by  one-third 
or  more.  The  case  fatality  rate,  as  deter- 
mined by  reports  made  to  the  Division 
of  Laboratories  and  Research  of  the 
State  of  New  York  Department  of  Health 
on  results  of  the  use  of  TAT  in  therapy, 
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TABLE  III.  Case  fatality  rate  of  tetanus  by  five- 
year  periods  during  the  years  1909  to  1957 


Period 

Total 

Cases 

Per 

Period 

Died 

Deaths 
Per  100 
Cases 

1909-1914 

123 

87 

70.7 

(Six  years) 
1915-1919 

135 

64 

47.4 

1920-1924 

90 

44 

48.9 

1925-1929 

70 

30 

42.9 

1930-1934 

24 

11 

45.8 

1935-1939 

73 

38 

52.1 

1940-1944 

112 

63 

56.3 

1945-1949 

60 

28 

46.7 

1950-1954 

39 

11 

28.2 

1955-1957 

4 

1 

* 

(Three  years) 

— 

— 

Totals 

730 

377 

51.6 

* Numbers  too  small  to  calculate  per  cent. 


fluctuated  considerably  between  1909  and 
1957  (Table  III).2  The  over-all  trend  was 
downward.  The  figures  in  Table  III  are 
not  necessarily  reliable,  because  the  data 
probably  are  selected  since  reports  may 
not  have  been  obtained  on  each  case. 
However,  the  case  fatality  rate  of  51.6 
per  cent  for  the  entire  period  is  similar  to 
the  50  per  cent  found  by  Moore  and 
Singleton3  in  their  series  of  102  cases  in 
Galveston,  Texas,  between  1905  and  1938 
and  to  other  reported  series.  Moore  and 
Singleton  found  their  case  fatality  rate  fell 
over  the  period  studied  from  68  per  cent 
in  1905  to  1916  to  24  per  cent  in  1931  to 
1938.  TAT  was  used  throughout  the 
period,  although  in  small  amounts  during 
the  first  period.  A review  of  the  case 
fatality  rates  reported  by  others  and  of  the 
factors  affecting  the  case  fatality  rate  is 
beyond  the  scope  of  this  report. 

Features  of  recent  cases 

In  the  six-year  period,  1959  to  1964,  47 
cases  were  reported.  Another  case  was 
discovered  by  a review  of  death  certificates. 
Of  the  48  patients,  32  died;  tetanus  was 
the  underlying  or  associated  cause.  The 
high  case  fatality  rate  indicates  a con- 
siderable degree  of  underreporting.  The 
number  of  deaths  does  not  agree  with 
the  figures  in  Table  II,  for  the  table  lists 
only  those  deaths  charged  to  tetanus  as 
the  underlying  cause.  Deaths  ascribed  to 
the  trauma  predisposing  to  tetanus  do  not 
appear  in  Table  II. 


TABLE  IV.  Reported  cases  of  tetanus  by  age  and 
sex  for  the  years  1959  to  1964 


Age 

Group 

(Years) 

Both 

Sexes 

Male 

Female 

All  ages 

48 

29 

19 

Under  10 

4 

4 

None 

10  to  19 

4 

2 

2 

20  to  29 

3 

2 

1 

30  to  39 

2 

1 

1 

40  to  49 

9 

2 

7 

50  to  59 

5 

3 

2 

60  and  over 

21 

15 

6 

Age  and  sex.  Table  IV  gives  the  age 
and  sex  of  the  patients.  Males  still 
predominate.  More  than  half  of  the 
patients  were  over  fifty  years  of  age. 
There  was  only  one  neonatal  case,  an 
Indian  child  delivered  without  the  aid  of  a 
physician. 

Race.  Forty-one  cases  were  white,  3 
Negro,  1 Puerto  Rican,  1 Indian,  and  2 not 
stated.  The  incidence  is  not  appreciably 
higher  in  Negroes.  In  the  1960  census, 
4 per  cent  of  the  Upstate  population  was 
nonwhite. 

Urban-rural.  Forty-two  per  cent  of 
the  cases  occurred  in  the  14  metropolitan 
counties  Upstate,  which  in  1960  held  70 
per  cent  of  the  population  of  Upstate  New 
York. 

Season.  Cases  occurred  at  all  seasons 
but  especially  in  the  summer.  Nineteen  of 
the  48  had  their  onset  between  July  and 
September. 

Predisposing  cause.  Some  information 
on  the  injury  was  obtained  in  37  cases. 
There  was  1 case  of  burns,  1 of  frostbitten 
feet,  and  30  other  types  of  injury,  ranging 
from  minor  to  severe,  were  found.  One 
case  followed  intestinal  surgery  and  another 
an  injection  given  by  the  patient’s  family; 
there  was  1 case  from  gangrene  of  the  toes 
due  to  peripheral  vascular  disease,  1 
neonatal  case,  and  1 case  in  which  no 
evidence  of  injury  was  found. 

History  of  tetanus  toxoid 

The  immunization  history  of  the  148 
reported  cases  in  Upstate  New  York  be- 
tween 1951  and  1964  is  as  follows:  123 

had  no  tetanus  toxoid,  6 had  some  tetanus 
toxoid,  and  19  were  unknown. 

Of  the  6 cases  said  to  have  had  tetanus 
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toxoid,  none  had  positive  records  of  proper 
immunization.  Case  3 of  the  following 
may  have  been  an  exception,  but  her 
immunization  history  could  not  be  con- 
firmed. 

Case  1.  An  ex-Marine,  said  to  have  had  a 
tetanus  toxoid  booster  in  1956  after  discharge  in 
1954,  stepped  on  a rusty  nail  in  1962,  received 
no  booster,  and  got  tetanus.  He  recovered. 

Case  2.  One  patient  had  tetanus  toxoid  in 
January,  February,  and  March.  She  fell  in 
October  of  the  same  year,  receiving  a puncture 
wound  of  the  leg.  She  had  no  wound  booster, 
and  she  died  of  tetanus. 

Case  3.  One  fatal  case  was  that  of  a girl 
who  was  thought  to  have  had  a basic  series  of 
tetanus  toxoid.  She  received  a booster  on 
wounding.  She  had  a booster  dose  three  weeks 
before  the  wound  booster  and  supposedly  had 
had  a booster  five  years  previously.  It  was  not 
possible  to  verify  the  basic  series  and  the  booster 
five  years  before  death. 

Case  4.  One  patient  had  only  two  doses  of 
tetanus  toxoid  four  years  previous  to  the  onset 
of  tetanus.  He  was  recovering  from  tetanus 
when  he  had  a myocardial  infarction  and  died. 

Case  5.  One  nonfatal  case  was  an  eight- 
year-old  boy  who  supposedly  had  a dose  of  tet- 
anus toxoid  at  six  months  of  age,  five  years  of 
age,  and  again  seven  days  before  the  onset  of 
tetanus.  He  was  born  in  1943  when  tetanus 
toxoid  was  not  commonly  used  in  infants,  and 
the  history  of  toxoid  at  six  months  and  five  years 
of  age  may  be  erroneous. 

Case  6.  One  fatal  case  was  an  eight-year- 
old  boy  who  supposedly  was  immunized  in  in- 
fancy. Details  of  the  immunization  history 
could  not  be  procured.  He  had  no  wound 
booster. 


Comment 

The  remarkable  fall  in  tetanus  mortality 
in  Upstate  New  York  between  the  five- 
year  periods  1918  to  1922  and  1958  to  1962 
is  undoubtedly  real,  because  there  is  other 
evidence  of  a decline.  The  fall  is  probably 
not  as  much  as  97  per  cent.  Besides  the 
changes  in  diagnostic  facilities,  acumen, 
and  fashions  over  the  years,  there  have 
been  changes  in  the  rules  for  coding  the 
cause  of  death  given  on  the  death  cer- 
tificate. The  quantitative  effect  of  these 
changes  on  tetanus  was  not  studied  early 
in  the  period.  Coding  a sample  of  cer- 
tificates by  the  old  and  the  new  rules 
showed  that  the  introduction  of  the  Fifth 
Revision  of  the  International  Lists  of 


Diseases  and  Causes  of  Death  decreased 
the  assignment  of  deaths  to  tetanus  by 
34.2  per  cent.4  The  Fifth  Revision  was 
used  in  this  State  from  1940  through  1948. 
A change  to  the  Sixth  Revision,  used 
in  this  State  from  1949  through  1957, 
reduced  assignment  of  deaths  to  tetanus 
by  12  per  cent.6  The  Seventh  Revision 
had  little  effect  on  tetanus.  These  re- 
visions, obviously,  could  not  in  them- 
selves produce  a fall  of  the  magnitude 
described  in  this  report,  nor  would  the 
revisions  affect  case  reports  or  analyses  of 
hospital  series. 

It  is  curious  that  the  decline  in  mortality 
rate  parallels  the  distribution  and  pre- 
sumably the  use  of  tetanus  antitoxin.  The 
antitoxin  was  used  both  prophylactically 
and  therapeutically.  It  is  hard  to  guess 
whether  the  prophylactic  use  or  ther- 
apeutic use  should  take  the  most  credit 
because  to  my  knowledge  there  are  no 
controlled  studies  of  their  use,  and  there 
have  been  many  changes  in  management 
which  have  improved  the  chances  of 
survival. 

Tetanus  antitoxin,  however  valuable  it 
may  have  been,  should  be  considered 
obsolete.  It  gives  only  temporary  pro- 
tection. It  does  not  protect  against  in- 
juries which  are  too  trivial  for  medical 
attention.  TAT  made  in  horses  is  dan- 
gerous. It  was  estimated  recently  that 
fatal  anaphylaxis  occurs  perhaps  once  in 
50,000  to  200,000  administrations  of  horse 
serum  and  serum  sickness  once  in  20 
administrations.6  There  may  be  other 
untoward  effects,  for  example,  periarteritis 
nodosa.7 

TAT,  sensitivity  tests,  and  desensitiza- 
tion would  be  unnecessary  if  there  were 
universal  active  immunization  and  re- 
liable, readily  accessible  records  thereof. 
Welcome  as  human  tetanus  immune  glob- 
ulin is,  it  is  no  substitute  for  active  im- 
munization. 

If  one  reviews  the  48  cases  reported  in 
Upstate  New  York  during  the  years 
1958  through  1964,  he  must  conclude  that 
tetanus  is  not  a disease  of  country  folk, 
high-risk  occupations,  or  children.  Rare 
though  it  is,  it  affects  every  age  and  can 
be  caused  by  commonplace  accidents  such 
as  slivers,  scratches,  falls,  and  bruises. 
Because  these  injuries  are  common  and 
because  of  the  fear  of  tetanus  and  of 


February  15,  1966  / New  York  State  Journal  of  Medicine  491 


suits  for  malpractice,  horse  serum  is  used 
on  a very  large  scale.  This  not  only 
endangers  the  patient’s  health  but  also 
unnecessarily  complicates  the  management 
of  an  injury,  especially  if  desensitization  is 
practiced.  Many  professional  organiza- 
tions are  cooperating  to  achieve  universal 
active  immunization  in  the  United  States. 
It  is  difficult  to  collar  the  adult  who  is  not 
in  a captive  group,  and  the  individual 
physician  should  take  the  initiative  to 
immunize  his  patients  and  give  them  a 
record  thereof  to  carry  on  their  persons. 

Summary 

The  mortality  rate  from  tetanus  in 
New  York  State  fell  97  per  cent  between 
the  periods  1918  to  1922  and  1958  to  1962. 
The  fall  occurred  in  all  age  groups  and  in 
both  sexes.  Reported  cases  fell  also. 
The  decline  is  associated  with  the  dis- 
tribution of  tetanus  antitoxin  by  the 
Division  of  Laboratories  and  Research  of 
the  New  York  State  Department  of 
Health. 

Forty-eight  cases  of  tetanus  reported  in 
New  York  State  between  1959  and  1964 
are  described.  They  occurred  at  all  ages, 
in  all  seasons,  in  both  urban  and  rural 
areas,  and  often  followed  trivial  injuries. 
The  threat  of  tetanus  is  not  restricted  to 
any  one  part  of  the  population.  Tetanus 
antitoxin  derived  from  horses,  useful  as  it 


Rectal  examination  in  children 


When  a study  of  701  pediatric  hospital  charts 
showed  that  rectal  examination  had  been  car- 
ried out  in  only  about  25  per  cent,  the  authors, 
H.  N.  Othersen,  M.D.,  L.  Greenberg,  B.S., 
and  T.  Morse,  M.D.,  writing  in  a recent  issue  of 
Clinical  Pediatrics,  emphasized  the  idea  that 
this  procedure  is  as  important  in  children  as  in 
adults,  and,  properly  done,  results  in  neither 
physical  nor  emotional  trauma  to  the  child. 
In  children,  indications  for  rectal  examinations 
are  even  more  specific  than  in  adults  and  include 
many  conditions  other  than  abdominal  prob- 
lems. Evaluation  of  anal  sphincter  tone,  de- 
termination of  patency  in  the  newborn,  pal- 
pation of  pelvic  and  abdominal  masses,  dif- 


has been,  is  dangerous.  Everyone  should 
be  actively  immunized  and  should  carry  a 
record  thereof  to  avoid  tetanus  antitoxin  in 
the  future. 
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ferentiation  of  high  fecal  impaction  and  tight 
rectum,  palpation  of  a distended  bladder  or 
vagina,  and  differentiation  of  inguinal  hernia 
from  a hydrocele  are  all  important. 

A lubricated  and  gloved  finger  is  better  than  a 
finger  cot.  The  patient  should  be  supine,  knees 
flexed.  The  finger  should  be  applied  gently 
and  gradually  to  the  anal  sphincter  until  the 
muscle  relaxes.  If  the  child  is  old  enough  to 
cooperate,  he  should  be  asked  to  push  the  finger 
out,  since  this  will  relax  the  anal  sphincter. 
The  finger  is  then  introduced  slowly.  Complete 
rotation  of  the  hand  will  reach  every  aspect  of 
the  rectum.  When  the  examination  is  com- 
pleted, the  finger  is  removed  slowly  to  minimize 
tenesmus  from  sphincter  spasm.  Digital  ex- 
aminations should  always  be  preceded  by 
thorough  perineal  inspection  to  make  sure  that 
an  imperforate  anus  with  a large  perineal 
fistula  is  not  being  mistaken  for  the  true  anus. 
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T he  problem  of  pulmonary  embolism  re- 
mains with  us  despite  all  attempts  to  com- 
bat and  forestall  this  dramatic  and  fre- 
quently lethal  event.  Following  fracture 
of  the  hip,  patients  have  a 50  per  cent 
chance  of  developing  a massive  pulmonary 
embolus.  DeBakey1  has  reviewed  the  sta- 
tistical incidence  of  pulmonary  embolism. 
In  as  high  as  85  to  90  per  cent  of  lethal  cases 
of  pulmonary  embolism  no  previous  clinical 
suggestion  of  an  underlying  venous  throm- 
bus was  present. 2' 3 Less  massive  and  mul- 
tiple emboli  often  contribute  to  the  cause 
of  death.  Pulmonary  embolism  was  pre- 
viously considered  to  be  a complication  of 
surgery  and  obstetrics;  now  it  is  seen  more 
often  at  autopsy  in  cases  from  the  medical 
wards.  It  is  one  of  the  most  frequently 
missed  diagnoses:  on  the  one  hand,  many 
patients  are  erroneously  considered  to  have 
pulmonary  embolism  and  die  of  other 
causes;  on  the  other  hand,  there  is  a too 
frequent  failure  to  make  this  diagnosis 
because  of  the  absence  of  a typical  clinical 
course.3  Churchill4  has  stated  it  very  ex- 
plicitly: “In  no  other  condition  do  hospital 
statistics  show  a greater  percentage  of 
error.” 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Sessions,  Symposium  on  Pulmonary  Embolism,  February  18, 
1965. 


pulmonary  embolism  remains  a common 
occurrence,  the  diagnosis  of  which  is  fre- 
quently missed.  Stasis  is  the  most  important 
factor  of  Virchow’s  triad,  which  includes 
compression  of  the  veins  with  injury  to  the 
intima  and  increased  coagulability  of  the 
blood.  The  process  begins  in  the  veins  of  the 
lower  limbs  rather  than  in  the  lungs,  and  pro- 
phylactic measures,  including  massage  and 
early  mobilization  and  ambulation,  must  be 
taken  to  prevent  thrombus  formation  in  this 
peripheral  location.  Control  of  platelet  ad- 
hesiveness and  platelet  agglutination  by 
pharmacologic  means  has  not  yet  been 
achieved. 


The  only  positive  means  of  diagnosis  is  a 
careful  study  of  the  pulmonary  arterial  tree 
at  autopsy.  This  lack  of  certainty  of  the 
diagnosis  excludes  a clinical  base  line  of 
reference  and  is  due  to  the  variable  and 
protean  nature  of  the  clinical  picture.  In 
addition,  there  is  the  inherent  difficulty  of 
detecting  and  determining  the  location  of 
the  potentially  lethal  embolus  for  dramatic 
surgical  therapy.  It  is  obvious  that  we 
have  no  means  of  evaluating  any  of  the 
several  forms  of  therapy,  such  as  surgery,5 
venous  and/or  caval  ligation,  and  the 
vaunted  benefits  of  anticoagulant  therapy. 
Confusion  will  continue,  and  we  will  con- 
tinue to  have  claims  equivalent  to  testi- 
monials rather  than  scientific  proof.  Diag- 
nosis and  evaluation  of  pulmonary  emboli, 
as  to  size  and  location,  has  now  become 
more  feasible  with  angiography  and  cathe- 
terization studies. 

Since  Virchow’s  descriptions,  very  little 
has  been  added  to  our  knowledge  of  the 
pathology  and  pathogenesis  of  venous 
thrombus  and  subsequent  embolism.  Of 
his  famous  triad,  the  most  important  factor 
is  stasis.6  Immobilization  promotes  stasis 
because  of  loss  of  effective  pump  action  on 
the  valve-containing  veins  by  gravity, 
muscular  contraction,  and  leg  motion. 
Actually,  compression  of  the  veins  with 
injury  to  the  intima,  the  second  of 
Virchow’s  triad,  can  occur  as  the  result  of 
the  “dead”  weight  of  the  immobile  relaxed 
limb  and/or  the  weight  of  the  elbow  of  the 
fatigued  “retractor-holding”  resident  who 
rests  his  tired  arm  during  the  operation  on 
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the  inguinal  region  of  the  defenseless  un- 
conscious, and  therefore  uncomplaining, 
patient.  The  increased  coagulability  of 
the  blood,  the  third  of  the  triad,  may  also 
play  a part  in  the  face  of  operative  trauma, 
loss  of  blood,  and  other  stress  reactions. 

It  is  not  in  the  lung  but  in  the  peripheral 
veins,  the  veins  of  the  lower  limbs,  that  the 
process  starts.  We  must  look  for  the  ap- 
plication and  the  benefits  of  prophylactic 
measures  to  prevent  thrombus  formation 
in  this  peripheral  location  and  thus  control 
the  entity  of  embolism.  In  the  vein  the 
thrombus  is  usually  initiated  in  the  region 
of  the  valve  pockets  where  platelets  are 
deposited.  Eddy  currents  in  these  sites, 
for  example,  in  the  valve  pockets,  have  been 
implicated.  The  agglutination  of  platelets 
leads  to  the  liberation  of  thrombin;  this 
leads  to  fibrin  polymerization.  The  throm- 
bin from  the  platelets  permeates  through 
the  regional  venous  blood  column,  particu- 
larly if  venous  stasis  exists,  and  causes  a 
red  crurore  clot. 

Initially  this  clot  fills  the  local  lumen  of 
the  vessel  completely.  Such  a red  portion 
of  thrombus  shows  little  of  the  form  and 
structure  characteristic  of  its  formation  in 
flowing  blood.  The  red  thrombus  soon 
undergoes  syneresis  with  retraction  away 
from  the  vessel  wall.  The  red  part  of  the 
clot  thus  becomes  separated  from  the 
intima  of  the  vein  by  a layer  of  serum;  the 
expressed  serum  is  in  turn  carried  off.  The 
zone  of  initial  attachment  of  the  thrombus 
usually  corresponds  to  the  area  of  initial 
platelet  deposition  in  the  region  of  valve 
pockets,  and  this  area  may  be  small  indeed. 
Platelets  agglutinate  on  exposed  collagen 
and  where  adenosine  diphosphate  is  re- 
leased.7 Soon  after  its  formation,  the  red 
thrombus  dangles  loosely  in  the  vein;  it  is 
not  firmly  adherent  throughout  most  of  its 
length,  and  it  is  easily  dislodged. 

Often  a smaller  embolus  precedes  a fatal 
episode.  A peculiar  sensation  is  experi- 
enced during  the  migration  and  tumbling 
of  the  embolizing  larger  thrombus  through 
the  vena  cava  and  to  the  right  heart  cham- 
bers. This  sensation  is  described  as  one  of 
impending  death  by  some  patients.  The 
dramatic  episode,  with  acute  cor  pulmonale, 
occurs  with  impaction  of  the  twisted  coiled 
embolus  in  the  bifurcation  of  the  pulmonary 
artery  or  its  subdividing  branches.  Acute 
sudden  death  has  been  seen  with  only  one 


pulmonary  artery  occluded,  particularly 
when  there  is  severe  passive  congestion  or 
other  obstructive  conditions  in  the  lungs, 
although  there  exists  a difference  of  opinion 
about  this. 

It  should  be  noted  that  ectatic  and  di- 
lated veins  are  most  prone  to  develop  the 
initial  nidus  of  platelet  agglutination  with 
subsequent  thrombosis,  particularly  when 
there  is  intimal  thickening  in  the  region  of 
the  venous  valve  structures.  The  thick- 
ened collagenous  intima  favors  platelet 
deposition  similar  to  that  which  is  often 
seen  on  thickened  valve  leaflets  with  at- 
tached nonbacterial  thrombotic  vegeta- 
tions.8 Exposed  and  especially  altered  de- 
generative or  necrotic  collagen  of  the 
sclerotic  endothelium  favors  platelet  ag- 
glutination in  the  vein,  on  the  valve,  or  in 
the  valve  pocket.8 

So  often  the  mere  finding  of  a thrombus 
in  the  femoral  vessel  is  accepted  as  estab- 
lishing the  source  of  the  fatal  embolus. 
Common  sense  demands  that  an  embolus 
cannot  occupy  two  places  at  the  same  time, 
nor  can  an  embolus  arise  from  below  an  area 
of  existing  occlusion,  for  example,  distal  to 
the  region  of  the  vessel  where  it  is  still  oc- 
cluded by  existing  attached  thrombus. 
Actually  the  very  presence  of  such  an  oc- 
clusive lesion  rules  out  an  origin  from  an 
area  more  peripheral  to  it,  and  thus  this 
precludes  the  theory  that  the  lethal  em- 
bolus originated  from  a distal  site  on  the 
same  side.  The  only  evidence  of  the  site  of 
origin  of  an  embolus  is  to  be  found  in  the 
subtle  changes  in,  and/or  on,  the  regional 
intima  of  the  venous  channel  above,  for 
example,  proximal  to  the  site  of  occlusion, 
and/or  in  evidence  of  the  loss  of  a pre- 
existing attached  zone  of  the  thrombus 
which  is  shown  by  the  persistent  format  in 
the  remaining  thrombus  in  situ,  intimating 
separation  of  a part  thereof.  The  finding 
of  a thrombus  in  situ  in  the  femoral  vessels 
is  far  from  absolute  proof  that  the  pulmo- 
nary embolus  originated  from  there.  In 
such  instances  it  has  been  our  experience 
that  examination  of  the  venous  channels  in 
the  other  limb  will  show  evidence  of  changes 
in  the  intima,  thus  establishing  that  the 
embolus  actually  originally  occupied  the 
lumen  of  the  vessel  or  the  veins  on  this 
other  empty  side.  The  logic  seems  com- 
pelling: a physical  object  just  cannot  oc- 

cupy two  different  places  at  the  same  time, 
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yet  there  seems  to  be  need  for  iteration  of 
this  cliche. 

The  changes  found  in  the  intima  of  such 
a vessel,  corresponding  to  the  site  of  the 
original  embolic  thrombus,  may  be  minimal 
indeed  and  require  careful  gross  and  micro- 
scopic evaluation.  The  intima  may  be 
only  a bit  granular  on  microscopic  examina- 
tion. In  seeking  such  changes,  areas  of 
thickened  intima  particularly,  espeically  in 
relation  to  valve  pockets,  must  be  care- 
fully studied  with  the  hand  lens  and  the 
binocular  microscope.  Some  minute  flecks 
of  fibrin  which  are  easily  overlooked,  as 
well  as  altered  adherent  platelet  masses, 
may  be  identified  only  after  diligent  search. 

In  most  instances  no  injury  to  the  intima 
and  no  significant  general  or  local  changes 
in  clotting  factors  of  the  blood  are  present 
to  explain  the  occurrence  of  the  venous 
thrombus  in  the  leg  veins.  It  is  the  factor 
of  stasis  that  is  most  significant  in  leading 
to  the  initial  deposit  of  agglutinated  plate- 
lets with  resulting  liberation  of  thrombin. 
The  stasis  also  contributes  to  the  failure  of 
such  liberated  thrombin  to  be  carried  away, 
as  usually  occurs  in  more  rapidly  flowing 
blood.  It  is  the  presence  of  such  liberated 
thrombin  in  the  relatively  sluggish,  if  not 
static,  column  of  blood  which  promotes  the 
formation  of  the  unusually  large  ante- 
mortem “tail  portion”  of  the  venous  red 
thrombus.  The  thrombus  in  phlebo- 
thrombosis  is  mainly  tail.  It  is  just  this 
type  of  red  thrombus  which  is  subject  to 
syneresis,  much  as  is  seen  with  clotted  shed 
blood  in  a test  tube.  This  retraction  from 
the  vessel  wall  leads  to  loosening  of  the 
thrombus  which  makes  it  free  floating  in 
the  lumen  and  too  “ready  and  willing”  to 
embolize. 

From  the  standpoint  of  prevention  of 
thrombosis  and  embolism,  early  mobiliza- 
tion and  ambulation  is  distinctly  indicated. 


or  massage  should  be  given  at  regular  and 
frequent  intervals,  either  passively  by 
others  or  by  the  regimen  of  tensing  of 
muscles  and  movement  in  bed  to  promote 
muscle  action. 

The  control  of  platelet  adhesiveness  and 
platelet  agglutination,  two  apparently  dis- 
tinct factors,  by  pharmacologic  means  has 
not  yet  been  achieved.  It  has  been  demon- 
strated that  platelets  adhere  to  exposed  or 
altered  collagen  and  that  adenosine  diphos- 
phate induces  platelet  adhesiveness.  These 
may  be  important  factors  in  the  origin  of 
thrombi  in  situ,  later  to  become  emboli. 
Ethylenediaminetetracetic  acid  cannot  be 
used  in  appropriate  pharmacologic  doses. 
The  effect  of  heparin  on  agglutination 
thrombosis  is  still  moot,  although  many 
favor  heparin  as  a preventive  measure. 
Bishydroxycoumarin  (Dicumarol)  has  little 
effect  on  platelet  factors  in  thrombosis. 
New  pharmacologic  agents  are  being  de- 
vised to  control  these  platelet  factors. 
There  is  no  doubt  that  the  ultimate  control 
of  phlebothrombosis  and  its  complication, 
dreaded  pulmonary  embolism,  really  de- 
pends on  such  advances. 
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P ublic  and  voluntary  health  agencies 
responsible  for  tuberculosis  control  often 
express  concern  about  the  number  of  active 
cases  first  reported  to  the  official  health 
agency  through  the  mechanism  of  a death 
certificate  or  a posthumous  case  report. 
Obviously,  if  the  proportion  of  such  cases 
is  unduly  high,  it  may  indicate  that  con- 
trol efforts  are  poor,  and  that  prior  to  death 
these  persons  may  have  been  circulating 
in  the  community  spreading  the  disease  to 
others.  The  objective  of  early  reporting 
is  not  only  to  obtain  statistics  regarding 
disease  incidence  and  prevalence  and  to 
assure  that  isolation  and  adequate  treat- 
ment are  promptly  begun.  It  is  also  to 
allow  the  health  agency  to  initiate  the 
machinery  for  investigation  of  the  patient’s 
contacts,  to  determine  the  origin  of  his 
disease,  as  well  as  to  identify  persons  who 
may  have  been  infected  by  him.  Obviously, 
without  early  reporting,  this  machinery 
cannot  get  into  operation  at  the  optimal 
time. 

In  1959  Bogen  and  Kupka1  of  the  Cali- 
fornia State  Department  of  Health  reported 


on  a study  in  which  they  checked  all  death 
certificates  mentioning  tuberculosis  against 
the  roster  of  all  reported  cases  from  1929 
to  1954.  No  previous  morbidity  report 
card  was  found  in  34  per  cent  of  the  1,317 
death  certificates  reporting  tuberculosis  as 
the  primary  cause.  It  is  important  to 
note  that  most  of  the  unreported  cases  were 
over  sixty-five  years  of  age. 

In  1964  Simpson  and  Lowell2  of  the  New 
York  Tuberculosis  and  Health  Association 
reported  that  in  New  York  City  in  1960 
there  were  208  cases  or  4.4  per  cent  of  the 
total  of  4,699  newly  reported  cases  that 
year  that  were  first  registered  at  the  time 
of  death.  Here  again,  these  persons  were 
mostly  older  males  who  were  not  members 
of  family  groups.  Of  the  204  patients  who 
could  be  investigated,  the  diagnosis  could 
not  be  confirmed  in  31.  Of  the  remaining 
173,  there  were  118  with  active  pulmonary 
tuberculosis,  and  20  of  these  had  previously 
been  treated.  Therefore,  only  98  or  2 per 
cent  of  the  total  reported  cases  for  the  year 
could  be  considered  as  active  tuberculosis 
not  reported  before  death.  The  authors 
concluded  that  the  number  of  patients  who 
were  first  reported  after  death  and  who  might 
previously  have  been  a risk  to  the  com- 
munity was  smaller  than  had  been  indicated 
by  the  published  statistics.  Yet,  they  felt 
that  the  number  was  still  significant. 

To  study  the  degree  of  importance  of  this 
problem,  the  State  of  New  York  Depart- 
ment of  Health  studied  the  trends  since 
1950  and  then  investigated  each  of  the 
cases  of  turberculosis  reported  for  the  first 
time  after  death  for  the  years  1961  and 
1963.  These  cases  were  identified  by  re- 
view of  death  certificates,  but  about  half 
were  also  reported  by  regular  case  reports 
which  were  posthumous. 

Trends  since  1950 

The  number  of  deaths  with  tuberculosis 
as  the  underlying  cause  which  were  reported 
for  the  first  time  after  death,  by  year  since 
1950,  as  compared  with  total  reported  cases 
of  active  tuberculosis  and  the  total  deaths 
reported  due  to  tuberculosis  are  shown  in 
Table  I. 

Between  1950  and  1964  the  total  new 
cases  of  tuberculosis  reported  decreased  to 
about  36  per  cent  of  the  1950  level,  from 
4,776  to  1,715  (Col.  2).  The  total  deaths 
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attributable  to  tuberculosis  decreased  to 
about  21  per  cent  of  the  1950  level,  from 
1,227  to  260  (Col.  3). 

The  present  procedure  is  to  consider  as 
tuberculosis  initially  reported  after  death 
all  cases  with  tuberculosis  recorded  as  the 
underlying  cause  for  which  no  previous 
record  was  found  in  the  roster.  The  num- 
ber of  such  instances  was  253  in  1950  and 
decreased  to  77  by  1964  (Col.  4).  How- 
ever, for  the  purposes  of  this  study,  we 
were  concerned  only  with  active  or  prob- 
ably active  cases  which  might  be  of  public 
health  significance.  Therefore,  we  elimi- 
nated instances  where  the  death  report  or 
posthumous  case  report  definitely  indicated 
inactivity. 

These  reportable  cases  initially  reported 
after  death  decreased  to  about  one  third 
of  the  1950  level,  from  179  to  62  (Col.  5). 
The  proportion  of  these  to  the  total  re- 
ported cases  also  remained  essentially  con- 
stant, between  3 and  4.3  per  cent  (Col.  6). 
The  span  of  fourteen  years  shows  little 
change  in  the  proportion  of  these  cases  to 
total  tuberculosis  deaths,  being  at  25  per 
cent  or  below  at  all  times  (Col.  7). 

The  question  arose  as  to  the  importance 
of  active  cases  of  tuberculosis  first  reported 
as  secondary  or  contributory  causes  of 
death.  Although  such  cases  would  not  be 
listed  as  deaths  because  of  tuberculosis, 
the  public  health  significance  would  be  the 
same  as  for  the  primary  group.  It  was 
possible  to  go  back  to  1960  for  the  identi- 
fication of  cases  in  which  previously  un- 


a study  was  made  of  tuberculosis  deaths 
not  previously  reported  as  cases  since  1950 
in  New  York  State  exclusive  of  New  York 
City.  In  1961  the  confirmed  active  cases 
first  reported  at  death  comprised  2.4  per  cent 
of  all  tuberculosis  cases  and  13.6  per  cent  of 
all  tuberculosis  deaths;  the  corresponding 
figures  for  1963  were  2.9  per  cent  and  17.6 
per  cent.  Cases  of  confirmed  active  tuber- 
culosis first  reported  at  death  were  relatively 
older,  compared  with  all  tuberculosis  cases, 
unmarried,  in  lower  economic  levels,  and  with 
relatively  few  contacts.  It  appears  that  the 
majority  of  patients  were  not  suffering  from 
severe  pulmonary  symptoms  during  their 
terminal  illness. 


reported  tuberculosis  was  recorded  as  a 
secondary  or  contributory  cause  of  death. 
These  additional  data  are  presented  in 
Table  II.  It  is  noted  that  the  number  of 
contributory  cases  was  of  the  same  order  as 
that  of  the  primary  cases  listed  in  Table  I. 
However,  all  but  18.5  per  cent  of  the 
contributory  cases  over  the  five  years  were 
recorded  as  inactive,  compared  to  an  es- 
sentially reverse  situation  among  the  pri- 
mary cases. 

Table  III  combines  the  underlying  and 
contributory  tuberculosis  deaths,  previously 
unreported  and  presumably  active,  and  re- 
lates these  to  the  total  reported  cases.  At 
present  these  deaths  constitute  about  4 per 
cent  of  all  reported  cases.  The  combined 


TABLE  I.  Tuberculosis  cases  not  reported  before  death 


Tuberculosis 

Cases 

Year  Reported 

Total 

Tuberculosis  Deaths 

Not  Reported  Before  Death 
Total  Reportable 

X Cl  v^CIl  f 

Of  All 

Of  Reported  Tuberculosis 
Cases  Deaths 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

1950 

4,776 

1,227 

253 

179 

3.7 

14.6 

1951 

4,746 

1,140 

235 

183 

3.9 

16.1 

1952 

4,379 

849 

196 

188 

4.3 

22.1 

1953 

4,026 

677 

165 

155 

3.8 

22.9 

1954 

3,767 

573 

129 

113 

3.0 

19.7 

1955 

3,502 

561 

171 

140 

4.0 

25.0 

1956 

3,082 

512 

140 

122 

4.0 

23.8 

1957 

2,687 

452 

111 

102 

3.8 

22.6 

1958 

2,591 

430 

117 

93 

3.6 

21.6 

1959 

2,475 

449 

113 

90 

3.6 

20.0 

1960 

2,376 

392 

96 

81 

3.4 

20.7 

1961 

2,052 

340 

99 

80 

3.9 

23.5 

1962 

2,005 

306 

92 

74 

3.7 

24.2 

1963 

1,865 

317 

76 

62 

3.3 

19.6 

1964 

1,715 

260 

77 

62 

3.6 

23.8 
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TABLE  II.  Deaths  from  other  causes  with  tubercu- 
losis as  contributory  cause,  which  were  not  pre- 
viously reported  as  tuberculosis  cases  according 
to  reportability 


Year 

Total 

Reportable 
Num-  Per 
ber  Cent 

Not 

Reportable 
Num-  Per 
ber  Cent 

1960 

84 

14 

16.7 

70 

83.3 

1961 

84 

20 

23.8 

64 

76.2 

1962 

102 

17 

16.7 

85 

83.3 

1963 

91 

18 

19.8 

73 

80.2 

1964 

61 

9 

14.8 

52 

85.2 

Totals 

422 

78 

18.5 

deaths  of  previously  unreported  cases  can- 
not be  related  to  the  total  tuberculosis 
deaths  for  the  year  because  the  latter  in- 
clude only  deaths  in  which  tuberculosis  is 
the  underlying  cause. 

Survey  findings  of  1961  and  1963  cases 

Method.  To  obtain  detailed  informa- 
tion about  the  circumstances  surrounding 
the  death  in  each  case  and  the  actual 
significance  of  the  tuberculosis  as  a public 
health  hazard,  a copy  of  each  death  certifi- 
cate was  sent  to  the  health  officer  of  the 
community  in  which  the  death  occurred, 
along  with  a questionnaire.  The  latter 
called  for  confirmation  of  the  diagnosis  by 
laboratory,  postoperative  or  autopsy  find- 
ings, personal  characteristics  of  patients, 
known  duration  of  disease,  previous  treat- 
ment, and  previous  reportability  and  re- 
porting. These  data  were  obtained  by  the 
health  officer  from  hospitals,  clinics,  labo- 
ratories, and  private  physicians.  Replies 
were  received  for  all  cases,  but,  as  would 
be  expected,  there  was  considerable  varia- 
tion in  the  completeness  of  information 
supplied.  However,  data  concerning  the 
confirmation  or  disproving  of  the  finding  of 
active  turberculosis  previously  unreported 
were  generally  good. 

For  administrative  reasons,  the  survey 
included  only  cases  where  active  tuber- 
culosis was  considered  as  the  primary  or 
underlying  cause  of  death.  However,  as 
indicated  here,  this  covered  the  vast  ma- 
jority of  the  active  cases. 

As  seen  in  Table  I,  the  numbers  of  tuber- 
culosis cases  initially  reported  after  death 
were  originally  recorded  as  99  and  76  for 


TABLE  III.  Underlying  and  contributory 
tuberculosis  deaths 


Year 

Total 

Cases 

Reported 

Total 

Tubercu- 

losis 

Deaths 

Number 

Initially 

Reported 

After 

Death 

Per 

Cent 

Reported 

Cases 

1960 

2,376 

392 

95 

4.0 

1961 

2,052 

340 

100 

4.9 

1962 

2,005 

306 

91 

4.5 

1963 

1,865 

317 

80 

4.3 

1964 

1,715 

260 

71 

4.1 

1961  and  1963  respectively.  This  was  in 
accord  with  the  usual  statistical  practice  of 
so  tabulating  every  previously  unreported 
case  listing  tuberculosis  as  the  primary 
cause.  Eliminating  reports  specifying  in- 
active tuberculosis  reduced  these  numbers 
to  80  and  62  respectively.  These  were  the 
cases  referred  to  the  local  health  officers  for 
further  data. 

On  the  basis  of  additional  information 
from  clinical  records,  laboratory  reports, 
and  autopsies,  20  cases  of  the  1961  group 
and  19  of  the  1963  group  were  found  to  have 
been  misdiagnosed  or  miscoded  as  tuber- 
culosis or  to  have  tuberculosis  in  an  in- 
active form  at  the  time  of  death.  Thus, 
there  were  60  and  43  cases  respectively  for 
1961  and  1963  in  which  active  tuberculosis 
was  confirmed  and  which  served  as  the  base 
for  further  analysis.  These  confirmed  cases 
constituted  only  2.4  per  cent  of  all  reported 
cases  and  13.6  per  cent  of  all  tuberculosis 
deaths  in  1961;  for  1963  the  figures  were 
2.9  per  cent  and  17.6  per  cent  respectively. 

Distribution  by  age  and  sex.  As  in- 
dicated in  Table  IV,  almost  half  of  the  cases 
in  each  survey  year  were  in  the  age  group  of 
sixty-five  years  and  over,  and  over  80  per 
cent  were  forty-five  years  of  age  or  older. 
These  figures  held  true  by  sex  except  that 
females  forty-five  years  of  age  and  older 
comprised  only  about  two  thirds  of  the 
group.  Thus,  patients  in  whom  tubercu- 
losis was  first  reported  after  death  com- 
prised an  older  population  than  the  total 
of  reported  cases  of  tuberculosis.  In 
1963,  only  55  per  cent  of  all  cases  were  over 
forty-five  years  of  age.  Among  males  it 
was  62  per  cent  and  among  females  it  was 
only  43  per  cent. 

This  older  age  distribution  of  cases  first 
reported  after  death  is  of  importance  in 
evaluating  the  significance  of  this  group  in 
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TABLE  IV.  Patients  with  active  tuberculosis  by  age  and  sex 


Age  (Years) 

r«  l 

1961 

1963 

Total 

1961 

1963 

Total 

1961 

1963 

Under  25 

1 

1 

2 

1 

1 

25  to  44 

10 

7 

10 

4 

6 

7 

6 

1 

45  to  54 

5 

6 

9 

5 

4 

2 

2 

55  to  64 

15 

9 

21 

14 

7 

3 

1 

2 

65  to  74 

19 

12 

24 

15 

9 

7 

4 

3 

75  plus 

10 

8 

12 

5 

7 

6 

5 

1 

Totals 

60 

43 

78 

44 

34 

25 

16 

9 

TABLE  V.  Patients  with  active  tuberculosis  first  reported  after  death  by  age,  sex,  and  marital  status  for 

years  1961  and  1963  combined 


Age  (Years) 

^ 

Total 

Married 

Single, 

Widowed, 

Divorced 

Total 

Married 

Single, 

Widowed, 

Divorced 

Under  25 

2 

2 

25  to  44 

10 

5 

5 

7 

5 

2 

45  to  54 

9 

5 

4 

2 

1 

1 

55  to  64 

21 

11 

10 

3 

2 

1 

65  to  74 

24 

8 

16 

7 

2 

5 

75  plus 

12 

2 

10 

6 

2 

4 

Totals 

78 

31 

47 

25 

12 

13 

relation  to  the  tuberculosis  control  program. 
Previous  studies  have  indicated  that  con- 
tact investigations  where  the  index  case  is 
forty-five  years  of  age  or  older  are  less  pro- 
ductive than  among  contacts  of  younger 
index  cases.3  Therefore,  the  age  distri- 
bution of  this  group  makes  the  delay  in 
reporting  a lesser  public  health  hazard 
than  if  they  were  younger. 

The  ratio  of  males  to  females  was  about 
3:1  for  both  survey  years  combined  and 
approximately  this  for  each  year  separately. 
The  male  predominance  was  noted  at  all 
ages,  but  was  most  marked  between  forty- 
five  and  seventy-four  years  of  age. 

Marital  status.  For  the  purpose  of  an 
analysis  of  marital  status,  the  cases  of  the 
two  survey  years  were  combined  (Table  V). 
Among  the  males  only  about  40  per  cent 
were  married  at  the  time  of  death,  and  60 
per  cent  were  single,  widowed,  or  divorced. 

For  the  females,  the  cases  were  evenly 
distributed  between  the  married  and  the 
single,  widowed,  or  divorced  groups.  Al- 
though the  figures  are  small,  there  was  some 
predominance  of  married  females  among 
those  under  sixty-five  years  and  a pre- 
dominance of  single,  widowed,  or  divorced 
females  among  those  of  sixty-five  years 
and  over. 


TABLE  VI.  Deaths  with  active  tuberculosis — 
length  of  residence  in  community 


Length  of 

Residence  Number  of  Deaths 

(Years)  Total  1963  1961 


Under  1 

8* 

6* 

2 

1 to  2 

5 

1 

4 

3 or  more 

62 

29 

33 

Unknown 

28 

7 

21 

Totals 

103 

43 

60 

* Including  one  infant  three  months  old. 


Duration  of  residence  in  the  com- 
munity. The  duration  of  residence  in  the 
reporting  area,  either  city  or  county,  is 
indicated  in  Table  VI.  Considering  the 
total  number  of  103  cases  for  the  two  years, 
it  is  noted  that  information  was  not  avail- 
able for  28  or  about  27  per  cent  of  the 
group.  Of  the  remaining  75  cases,  only  8 
had  been  in  the  area  for  less  than  one  year 
and  62,  or  83  per  cent,  had  been  in  the  com- 
munity for  three  years  or  more.  Thus,  the 
problem  of  transients  or  migrants  does 
not  appear  to  account  for  a major  portion 
of  the  problem  of  tuberculosis  first  reported 
after  death. 

Occupation.  In  the  1963  group,  most 
of  the  patients  were  unskilled  or  semi- 
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TABLE  VII.  Reasons  for  not  reporting  active  tuberculosis  cases  prior  to  deaths  as  given  by  local  health 

officer 


Reason  For  Not  Reporting  Prior  To  Death 

- 

1QA1. 

Number 

Per 

Cent 

' 1J7U1 

Number 

Per 

Cent 

All  deaths 

62 

100.0 

80 

100.0 

Deaths  not  considered  reportable  by  health  officer 

19 

30.6 

20 

25.0 

Deaths  considered  reportable  by  health  officer — total 

43 

69.4 

60 

75.0 

Found  at  autopsy 

19 

30.6 

22 

27.5 

First  diagnosed  at  or  just  prior  to  death 

22 

35.5 

24 

30.0 

Previously  diagnosed,  possibly  reportable  previously 

2 

3.2 

12 

15.0 

Previously  diagnosed  but  not  previously  reportable 

1 

1.2 

Previously  reported  outside  Upstate  New  York 

1 

1.2 

Not  considered  tuberculous 

Miscoded  because  of  coding  rules 

skilled  laborers.  There  were  a few  skilled 
workers,  none  in  professional  positions. 
Six  had  retired  from  their  usual  occupations. 
Similar  levels  of  employment  were  found 
in  the  group  studied  in  1961. 

Psychosocial  abnormalities.  Simp- 
son and  Lowell2  reported  that  about  one 
third  of  their  patients  whose  active  tuber- 
culosis was  first  reported  after  death  had 
asocial  tendencies.  The  present  study  did 
not  permit  detailed  investigations  of  psy- 
chosocial histories. 

Reasons  for  not  reporting  active 

TUBERCULOSIS  CASES  PRIOR  TO  DEATH,  AS 
GIVEN  BY  LOCAL  HEALTH  OFFICERS.  The 
questionnaire  distributed  to  the  local 
health  officers  called  for  information  re- 
garding the  time  the  diagnosis  of  tubercu- 
losis was  first  made  in  relation  to  the  time 
of  death,  as  well  as  determining  the  reason 
why  the  cases  had  not  been  reported. 
The  findings  are  presented  in  Table  VII. 

It  has  been  previously  noted  that  the 
health  officers  found  that  there  was  no 
evidence  indicating  activity  of  the  disease 
at  the  time  of  death  of  many  cases  which 
had  been  considered  active  or  possibly 
active  on  the  basis  of  the  death  reports  or 
posthumous  case  reports.  Thus,  20  cases 
were  eliminated  from  the  80  originally 
considered  active  or  possibly  active  in  the 
1961  series;  19  were  similarly  excluded  in 
the  1963  series. 

Of  the  60  cases  of  the  1961  series  which 
were  confirmed  as  reportable  at  death,  22 
or  a little  more  than  one  third  were  di- 
agnosed as  tuberculosis  at  autopsy.  Of  the 
43  confirmed  cases  in  1963,  19  were  so 
diagnosed.  Whether  the  diagnosis  was 
made  only  from  the  autopsy  findings  or  the 


autopsy  was  merely  confirmatory  of  a 
definite  or  suspected  diagnosis  of  tubercu- 
losis, cannot  be  determined  from  the  data. 

In  24  of  the  remaining  38  cases  in  the 
1961  series,  a clinical  diagnosis  had  been 
made  at  or  within  a few  days  of  death. 
For  the  1963  series,  22  of  the  remaining  24 
cases  were  diagnosed  in  this  way. 

In  the  1961  series,  there  were  12  cases 
which  had  been  diagnosed  prior  to  the  ter- 
minal illness  and  may  possibly  have  been  re- 
portable at  the  time  of  the  first  diagnoses. 
There  were  only  two  instances  of  this  type 
in  the  1963  series.  These  cases  must  be 
considered  as  representing  a breakdown  in 
the  reporting  system.  No  reasons  for  fail- 
ure to  report  were  obtained  during  the 
health  officers’  investigations.  Fortunately, 
the  number  of  cases  in  each  series  is  small. 
Actually,  the  majority  of  these  were  stated 
to  have  received  treatment  for  tubercu- 
losis, even  though  they  were  not  reported. 

Of  the  2 remaining  cases  in  the  1961 
series,  1 had  been  previously  diagnosed  but 
was  apparently  not  reportable  at  the  time 
of  that  diagnosis,  and  the  other  had  been 
previously  reported  outside  of  the  Upstate 
New  York  area. 

Presence  and  duration  of  symptoms. 
The  former  section  indicated  that  in  the 
vast  majority  of  instances,  the  cases  of 
tuberculosis  first  reported  at  death  were 
either  not  diagnosed  until  autopsy  or  until 
the  last  stages  of  the  terminal  illness.  The 
question  arises  as  to  how  long  the  terminal 
illness  had  lasted  and  whether  or  not  there 
should  have  been  an  earlier  diagnosis  and 
consequently  earlier  reporting. 

Data  regarding  presence  of  symptoms 
were  available  only  for  the  1963  group. 
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TABLE  VIII.  Deaths  with  active  tuberculosis- 
time  between  onset  of  terminal  illness  and  death 


Time  (Months) 

Total 

. N umber 

1963  1961 

Less  than  1 

29 

15 

14 

1 to  3 

20 

11 

9 

Over  3 

17 

4 

13 

Not  stated 

37 

13 

24 

Totals 

103 

43 

60 

Only  10  patients  of  the  43  reportable  cases 
first  reported  at  death  were  found  to  have 
had  symptoms  of  pulmonary  disease;  in 
only  3 of  these  have  the  symptoms  com- 
prised the  main  reason  for  medical  care. 
In  the  remaining  7 the  pulmonary  symp- 
toms were  incidental,  and  investigation  for 
tuberculosis  was  made  because  the  patients 
had  been  named  as  contacts  of  active  cases. 
The  rest  of  the  patients  either  had  no 
symptoms  or  the  data  were  not  available. 

Table  VIII  presents  the  time  between  the 
onset  of  the  terminal  illness  and  the  time  of 
death  for  the  two  study  groups.  The  in- 
formation was  available  for  only  66  of  the 
103  cases  of  the  combined  years.  In  29  of 
the  66,  the  duration  had  been  less  than  one 
month;  in  20,  it  was  between  one  and 
three  months;  and  in  17,  it  was  over  three 
months.  It  is  probable  that  the  actual 
duration  of  the  disease  is  grossly  under- 
estimated in  this  table,  but  the  data,  along 
with  the  information  revealed  in  Table 
VII,  do  indicate  that  tuberculosis  can 
produce  few,  if  any,  severe  symptoms  dur- 
ing the  terminal  illness.  Despite  the  fact 
that  more  than  half  of  the  patients  for 
whom  the  information  was  available  had  a 
duration  of  terminal  illness  of  more  than  one 
month,  important  pulmonary  symptoms 
were  recorded  for  very  few  and  in  the 
majority  of  instances  the  diagnoses  were 
made  at  autopsy  or  during  the  few  days  be- 
fore death. 

It  is  of  interest  to  speculate  on  the  basic 
causes  of  the  failure  to  report  these  cases 
before  death.  There  is  occasional  delay  by 
patients  in  seeking  medical  advice  and 
sometimes  before  the  correct  diagnosis  is 
made.  Underlying  both  of  these  causes  is 
the  nature  of  tuberculosis,  which,  as  indi- 


cated here,  may  give  few  or  no  easily  recog- 
nized symptoms  even  when  the  disease  is 
beyond  the  minimal  stage.  The  patients 
probably  constitute  the  small  hard  core  of 
those  who,  because  of  neglect  or  ignorance, 
or  perhaps  through  no  fault  of  their  own, 
make  the  complete  control  of  any  disease 
difficult. 

Summary 

To  study  the  significance  of  tuberculosis 
deaths  not  previously  reported  as  cases,  a 
study  was  made  of  the  trends  of  such  deaths 
since  1950  in  New  York  State  exclusive  of 
New  York  City,  and  a detailed  investiga- 
tion was  made  of  each  such  death  occurring 
in  1961  and  1963. 

The  review  disclosed  that  for  1961  the 
confirmed  active  cases  first  reported  at 
death  comprised  only  2.4  per  cent  of  all 
tuberculosis  cases  and  only  13.6  per  cent 
of  all  tuberculosis  deaths.  The  corre- 
sponding figures  for  1963  were  2.9  per  cent 
and  17.6  per  cent. 

The  groups  of  confirmed  active  tubercu- 
losis first  reported  at  death  proved  to  be 
relatively  older  population  compared  with 
all  tuberculosis  cases.  Most  were  un- 
married, in  the  lower  economic  levels,  and 
with  relatively  few  contacts. 

In  the  majority  of  instances  the  diagnosis 
was  made  at  autopsy  or  during  the  last 
stages  of  the  terminal  illness.  From  the  in- 
formation available  it  appears  that  the 
majority  of  patients  were  not  suffering 
from  severe  pulmonary  symptoms  during 
their  terminal  illness. 

On  the  basis  of  these  observations,  it  is 
concluded  that  the  problem  of  active 
tuberculosis  initially  reported  after  death 
is  not  a serious  one  in  the  Upstate  New 
York  area. 
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P art  I of  this  article  appeared  in  the 
February  1,  1966,  issue  of  the  New  York 
State  Journal  of  Medicine.  This  is  a 
review  of  anesthetic  management  of  pa- 
tients undergoing  cardiac  surgery.  Part 
I dealt  with  preoperative  evaluation  and 
medication,  induction  and  maintenance 
of  anesthesia,  monitoring  during  anes- 
thesia, and  management  during  perfusion. 

Management  at  termination 
of  perfusion 

Coming  off  bypass  returns  the  work  of 
pumping  blood  to  the  heart.  The  ease 
and  safety  in  accomplishing  this  is  related 
directly  to  the  ability  of  the  heart  to  per- 
form the  necessary  work.  The  safety 


with  which  perfusion  can  be  discontinued 
is  not  known  definitely  beforehand,  and  an 
orderly  increase  in  opportunity  for  the 
heart  to  handle  an  increased  venous  return 
is  effected  by  decreasing  the  venous  vac- 
uum gradually.  As  this  is  done,  sufficient 
perfusate  is  infused  to  maintain  normal  or 
slightly  elevated  venous  pressures.  Ade- 
quacy of  cardiac  output  is  assessed  con- 
tinually. A satisfactory  response  consists 
of  a good  cardiac  output  and  normal  ve- 
nous pressure  with  diminishing  venous 
return  to  the  pump.  Perfusion  is  then 
completely  discontinued. 

It  has  been  our  practice  not  to  adminis- 
ter halothane  for  at  least  fifteen  minutes 
before  the  termination  of  perfusion,  so 
that  we  can  eliminate  at  least  one  variable 
in  evaluating  the  patient’s  hemodynamic 
state.  Small  doses  of  succinylcholine 
are  used  only  if  necessary,  and  most  often 
no  further  relaxant  is  given  to  the  patient 
after  coming  off  bypass.  During  partial 
bypass  the  patient  is  again  ventilated  with 
50  per  cent  nitrous  oxide  and  50  per  cent 
oxygen,  and  once  off  bypass  when  hemo- 
dynamic stability  is  present,  0.25  to  0.5 
per  cent  halothane  may  be  given  inter- 
mittently without  any  evidence  of  depres- 
sion of  the  cardiovascular  system. 

If  after  coming  off  bypass  cardiac  out- 
put is  inadequate,  a systematic  search 
for  its  cause  is  begun.  Hypovolemia  is 
associated  with  low  venous  pressures  and 
is  corrected  by  transfusion.  Arrhythmias 
are  evident  on  visual  inspection  and  cardio- 
scope.  Adequacy  of  repair  is  evaluated. 
The  decision  to  return  to  total  bypass 
and  carry  out  further  corrective  meas- 
ures is  sometimes  made.  Support  of  in- 
adequate cardiac  output  not  corrected 
by  the  preceding  measures  may  include 
prolonging  partial  bypass  until  further 
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transfusion  raises  the  right  or  left  atrial 
pressure  to  20  mm.  Hg,  intravenous  use  of 
epinephrine  (2  mg.  per  500  ml.),  calcium 
chloride  (50  to  100  mg.),  or  digitalization 
and  intravenous  buffers  such  as  THAM 
or  sodium  bicarbonate.  When  deciding 
on  the  dosage  of  digitalis  preparations  to 
be  given,  one  must  take  into  considera- 
tion the  amount  the  patient  received  pre- 
operatively,  the  occasional  tendency  of 
perfusion  to  increase  sensitivity  to  digitalis, 
and  the  tendency  of  partial  heart  block  to 
become  complete  with  digitalization.  Di- 
goxin  is  given  in  intravenous,  divided  doses 
up  to  0.9  mg.  per  square  meter  of  body 
surface. 

To  antagonize  the  heparin  that  has  been 
administered,  protamine  5 mg.  per  kilo- 
gram of  body  weight  (10  mg.  per  cubic 
centimeter)  is  given  intravenously  over  a 
ten-  to  fifteen-minute  period.  Protamine 
itself  is  an  anticoagulant,  an  antithrombo- 
plastin. However,  when  protamine  is 
given  in  the  presence  of  heparin,  the  at- 
traction of  the  two  substances  for  one 
another  is  much  greater  than  their  in- 
dividual attraction  to  blood  elements,  and 
they  neutralize  each  other’s  activity  as 
anticoagulants.37  Problems  in  postper- 
fusion  hemostasis  arise  because  of  the  use 
of  bank  blood  for  the  prime,  use  of 
heparin,  and  changes  in  the  patient’s 
own  blood  due  to  bypass.  Bank  blood 
that  has  aged  shows  deterioration  of 
platelets  and  plasma  coagulation  factors. 
Gollub38  has  shown  that  the  platelet  count 
in  blood  collected  in  ACD  coagulant  fell 
over  a twenty-one-day  period.  The  daily 
loss  is  5,000  platelets  per  cubic  centimeter 
per  day.  Factor  V deteriorated  from  the 
second  day  of  storage,  but  fibrinogen  and 
factor  VII  remained  stable  for  several 
weeks.  The  effect  of  the  pump  oxygena- 
tor on  hemostasis  is  determined  in  large 
part  by  its  flow  characteristics.  The  re- 
sults of  turbulent  or  nonlaminar  flow  in- 
clude denatured  proteins,  hemolysis,  de- 
struction of  other  formed  elements,  dep- 
osition of  material  on  the  strainers,  and 
clogging  of  the  machine.  The  low  nega- 
tive pressure  suction  apparatus  returns 
shed  blood  to  the  venous  reservoir.  Such 
blood  then  enters  the  circulation,  and  the 
amount  recovered  in  this  way  is  consider- 
able. This  blood  is  a froth  containing 
admixed  breakdown  products  of  plate- 


lets, red  cells,  and  denatured  plasma 
proteins  in  variable  amounts,  and  it  pro- 
vides a source  of  continuous  degradation 
of  formed  elements  and  plasma  proteins. 

Excessive  platelet  destruction  may  ac- 
tivate the  fibrinolytic  system  to  such  a 
degree  that  antiplasmin  is  completely 
neutralized.  This  may  explain  in  part  the 
hemostatic  defect  in  patients  who  have 
been  on  prolonged  perfusion.  Serial  throm- 
bin time  determinations  for  detection  of 
circulating  fibrinolysin  are  helpful.  Hep- 
arin causes  an  immediate  but  reversible 
thrombocytopenia.  Protamine,  the  hep- 
arin antagonist,  is  itself  an  anticoagulant, 
and  its  antagonizing  dose  must  be  care- 
fully measured.  If  bleeding  persists  follow- 
ing administration  of  protamine,  a small 
second  dose  may  be  given.  Freshly  col- 
lected blood  in  plastic  containers  and, 
when  available,  concentrations  of  materials 
in  the  form  of  fraction  I fibrinogen  or 
freshly  prepared  platelets  may  be  used. 
Fresh  frozen  plasma  is  a convenient  source 
of  readily  available  plasma  factors. 

The  use  of  EACA  (epsilon  aminocaproic 
acid)  should  be  considered  even  in  the 
absence  of  a demonstrable  fibrinolysin 
titer.  Human  plasma  contains  an  in- 
active proteolytic  enzyme  precursor  called 
plasminogen;  when  it  is  activated  by  the 
various  kinases,  plasmin  (fibrinolysin)  is 
formed.  Plasmin  acts  on  fibrin,  fibrinogen, 
and  plasma  factors  V and  VII  and  produces 
soluble  split  products,  thus  affecting  the 
formation  of,  or  the  already  formed,  blood 
clots.  There  are  two  inhibitors  in  the 
plasminogen  system:  one  is  activator- 

inhibitor,  and  the  other  is  antiplasmin. 
Normally  the  activators  and  the  inhibitors 
are  in  a state  of  equilibrium  preventing 
abnormal  fibrinolytic  activity.  This  may 
be  disrupted  by  liberation  of  plasminogen 
activators,  as  in  shock  or  trauma,  and  the 
ensuing  increase  in  fibrinolytic  activity 
can  interfere  with  the  hemostatic  process.39 
EACA  is  a monaminocarboxylic  acid  that 
is  a competitive  inhibitor  of  plasminogen 
activators.  To  a lesser  degree  it  also  in- 
hibits plasmin.  It  is  excreted  rapidly 
in  the  urine  unchanged.  An  initial  dose 
of  5 Gm.  is  given  by  slow  intravenous 
infusion;  doses  of  1 Gm.  are  then  given  at 
hourly  intervals  if  renal  function  is  normal. 
No  more  than  30  Gm.  in  a twenty-four- 
hour  period  should  be  given.  It  is  pre- 
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pared  for  injection  in  solution,  250  mg. 
per  milliliter  in  20-ml.  containers  (Amicar). 
Side-effects  include  dermatitis,  hypoten- 
sion, hypertension,  bradycardia,  gastro- 
intestinal disturbances,  nasal  and  con- 
junctival congestion,  and  excessive  throm- 
bosis.40 

When  blood  transfusions  are  given  to  a 
patient  who  has  come  off  the  pump  oxygen- 
ator, the  blood  is  rewarmed  in  a Cutter 
heat  exchange  coil  in  a constant  tempera- 
ture (39  C.)  water  bath.  This  helps  avert 
the  downward  drift  of  body  temperature 
that  usually  occurs,  minimizes  the  in- 
cidence of  cardiac  arrhythmias,  improves 
peripheral  circulation,  improves  the  clot- 
ting mechanism,  hastens  awakening,  and 
speeds  recovery  from  muscle  relaxants.41 
No  significant  change  in  hemolysis  as  de- 
termined by  plasma  hemoglobin  levels 
has  been  found  among  patients  who  re- 
ceive no  blood,  cold  blood,  or  blood  re- 
warmed to  body  temperature.42  The  im- 
portance of  increased  plasma  hemoglobin 
level  lies  in  the  possibility  of  hemoglo- 
binuria and  renal  damage.  This  does  not 
occur  until  the  plasma  hemoglobin  reaches 
100  mg.  per  100  ml. 

Management  of  termination 
of  surgery  and  anesthesia 

During  closure  of  the  thoracotomy  in- 
cision, the  lungs  are  kept  completely  ex- 
panded, and  the  ventilator  is  interrupted 
for  intermittent  manual  hyperinflation  at 
fifteen-minute  intervals.  Preoperative  pul- 
monary function  studies,  visual  observa- 
tion of  the  lung  during  surgery,  clinical 
evaluation  of  compliance  during  ventila- 
tion, and  degree  of  pulmonary  congestion 
following  perfusion  are  some  of  the  fac- 
tors considered  in  deciding  when  a tra- 
cheostomy is  to  be  perfomed  or  an  endo- 
tracheal tube  left  in  place. 

For  at  least  ten  minutes  prior  to  termina- 
tion of  surgery  the  patient  should  receive 
100  per  cent  oxygen  undiluted  by  nitrous 
oxide.  Since  the  level  of  anesthesia  main- 
tained in  the  postperfusion  period  is  re- 
markably light,  the  patients  are  usually 
mentally  alert  following  this  period  of 
oxygenation.  If  ventilation  is  deemed 
adequate,  utilizing  the  previous  criteria 
and  an  estimation  of  tidal  volume  by  the 
Wright  respirometer,  the  patient  is  extu- 


bated  following  meticulous  suctioning  of 
the  mouth,  pharynx,  and  endotracheal 
tube.  A fresh  sterile  catheter  is  used 
each  time  the  tube  is  suctioned.  The  pa- 
tient is  moved  to  the  recovery  room  in  a 
sitting  position,  and  ventilation  is  assisted 
via  an  Ambu  resuscitator  with  100  per 
cent  oxygen  delivered  from  a tank  at- 
tached to  the  bed. 

Before  proceeding  to  a discussion  of  the 
postoperative  management  of  patients, 
both  adults  and  children,  who  have  had 
cardiac  surgery,  it  might  be  noted  that 
anesthesia  for  closed  heart  surgery  is 
managed  in  a fashion  similar  to  that  for 
patients  who  undergo  open  heart  surgery, 
except  that  the  agents  and  technics  em- 
ployed, because  of  conditions  peculiar  to 
cardiopulmonary  bypass,  are  not  used. 
Closed  mitral  commissurotomy  continues 
to  be  utilized  as  the  operation  of  choice 
for  the  treatment  of  pure  mitral  stenosis 
in  the  absence  of  valve  calcification  or 
history  of  embolism.  A pump  oxygenator 
is  always  available  in  the  event  that  a 
thrombus  is  encountered  or  that  closed 
surgery  produces  an  unsatisfactory  open- 
ing or  mitral  insufficiency.  In  small  in- 
fants a pulmonary  banding  procedure  is 
done  in  the  presence  of  ventricular  septal 
defect  and  large  left-to-right  shunt  with 
pulmonary  hypertension  and  congestive 
cardiac  failure.  If  the  infant  does  not 
respond  to  intensive  medical  management 
and  develops  cardiac  failure  and  recurrent 
pulmonary  infections  with  pneumonia  and 
atelectasis,  pulmonary  banding  is  indicated 
despite  the  fact  that  it  may  increase  the 
difficulty  and  risk  of  open  cardiac  repair 
done  at  a future  time. 

Management  in  postoperative  period 

In  the  recovery  room  in  the  immediate 
postoperative  period  the  patient  is  placed 
in  a high-humidity  oxygen  tent,  or  if  the 
endotracheal  tube  has  been  left  in  place  or 
a tracheostomy  performed,  respiration  is 
assisted  or  controlled  with  the  aid  of  a 
mechanical  ventilator.  The  arterial  and 
venous  pressures  and  electrocardiogram 
are  monitored  along  with  blood  gases  and 
chemistries  and  urine  output.  Monitoring 
is  continued  until  the  electrocardiogram 
is  stable,  cardiac  output  is  optimal,  arterial 
oxygen  tension  is  adequate,  abnormal  acid- 
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base  balance  has  been  corrected,  and 
blood  volume  and  peripheral  vascular  tone 
no  longer  fluctuate  widely. 

Once  the  arterial  line  has  been  removed, 
the  arterial  pressure  is  taken  via  sphygmo- 
manometer in  the  routine  manner  or  with 
an  automatic  apparatus  that  inflates  the 
cuff  and  registers  both  systolic  and  diastolic 
pressures  on  a manometer  on  the  machine 
panel.*  This  apparatus  measures  blood 
pressure  by  detecting  change  in  the  volume 
of  an  artery.  It  is  independent  of  pulse 
contour  and  highly  sensitive,  maintaining 
accuracy  even  at  low  pressures.  It  can 
also  be  adapted  to  measure  pulse  rate  and 
body  temperature.  The  oxygen  tent  may 
be  discontinued  the  next  morning,  but 
because  of  the  high  humidity  it  provides, 
it  may  be  continued  for  the  following 
twenty-four  hours.  A recent  study  at 
Montefiore  Hospital,  New  York  City, 
showed  that  intensive  monitoring  is  nec- 
essary for  only  the  first  ten  hours,  since 
if  postperfusion  acidosis  develops,  it  does  so 
within  this  period.43  Respiratory  acidosis 
is  treated  with  the  use  of  mechanical 
ventilators  and  metabolic  acidosis  with 
buffers. 

There  has  been  an  increasing  use  of 
prophylactic  respirator  treatment  after 
cardiac  surgery.44  46  The  main  indication  is 
usually  pulmonary-vascular  hypertension 
with  lung  fibrosis.  Preoperatively  these 
patients  have  increased  respiratory  work 
and  subnormal  arterial  oxygen  tensions. 
The  thoracotomy  further  increases  the 
respiratory  work,  and,  in  addition,  dis- 
turbed ventilation-perfusion  ratios  owing 
to  atelectasis  and  uneven  ventilation  de- 
crease arterial  oxygen  tension.  IPPB 
(intermittent  positive  pressure  breathing) 
gives  a more  uniform  ventilation.  The 
respirator  should  be  interrupted  periodi- 
cally and  manual  hyperinflation  performed 
with  a self-inflating  bag  equipped  with  a 
nonrebreathing  valve.  Pulmonary  com- 
pliance decreases  whenever  deep  breaths 
are  not  part  of  the  ventilatory  pattern. 
The  gradual  fall  with  time  is  assumed  to 
reflect  some  collapse  of  air  space  with 
every  return  to  the  resting  end-expiratory 
position;  higher  airway  pressures  than 
normal  are  needed  for  reopening  of  col- 
lapsed air  spaces.  Falls  in  arterial  oxygen 

* Godart  Haemotonograph,  Instrumentation  Associates, 
New  York  City. 


tension  occur  with  falls  in  compliance, 
because  perfusion  of  collapsed  air  spaces 
continues,  and  venous  admixture  to  ar- 
terial blood  or  increased  physiologic  shunt- 
ing will  occur.46 

The  main  objection  to  the  use  of  IPPB 
in  cardiac  patients  would  seem  to  be  the 
possible  reduction  of  cardiac  output  owing 
to  raised  intrathoracic  pressure.  However, 
the  favorable  effect  on  the  circulation  of  the 
better  oxygenation  of  the  blood  and  the 
correction  of  respiratory  acidosis  more  than 
make  up  for  a slight  increase  in  mean  intra- 
thoracic pressure.  Breathing  oxygen  de- 
creases the  pulmonary-vascular  resistance 
in  some  patients  who  have  pulmonary 
hypertension,47  thus  relieving  some  strain 
on  the  right  side  of  the  heart.  However, 
most  of  us  would  be  reluctant  to  give  100 
per  cent  oxygen  using  an  airtight  system 
for  more  than  a day  because  of  possible 
chemical  action  on  the  alveolar  epithelium. 
The  respirators  we  use  are  equipped  to  mix 
room  air  with  oxygen,  and  40  per  cent 
oxygen  can  be  given  over  a period  of  days 
or  weeks  without  hazard.47 

If  the  endotracheal  tube  is  to  be  left 
in  place  at  the  termination  of  surgery, 
it  is  replaced  by  another  sterile  tube  of  the 
same  size  unless  the  patient  has  reacted 
so  much  that  laryngoscopy  is  hazardous 
without  reanesthetizing  or  paralyzing  the 
patient.  In  this  situation  the  blind  nasal 
technic  may  be  used  or  the  original  tube 
left  in  place  after  careful  aspiration  as- 
sures that  it  is  clear.  If  saline  irrigation 
is  used  along  with  suctioning,  only  a few 
milliliters  should  be  used  since  saline  is 
destructive  to  the  normal  alveolar  archi- 
tecture and  surfactant. 48  With  the  develop- 
ment of  mainstream  warm  humidification 
and  the  ultrasonic  humidifier,  crust 
formation  within  the  tube  and  tracheo- 
bronchial tree  is  diminished.  Some  clinics 
prefer  nasotracheal  intubation  to  tra- 
cheostomy for  prolonged  controlled  ven- 
tilation.49 No  damage  to  the  vocal  cords 
was  observed  even  after  five  days  of  trans- 
glottic  endotracheal  intubation.  It  is 
felt  that  indications  for  tracheostomy  are 
overextended,  and  complications  also  occur 
with  this  procedure. 

If  a tracheostomy  is  performed  the  endo- 
tracheal tube  is  left  in  place  until  the 
tracheostomy  tube  is  inserted.  This  is 
done  not  only  for  ventilation  but  also  to 
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avoid  mediastinal  emphysema  and  pneu- 
mothorax. We  use  a rubber-cuffed,  double 
silver  cannula,  the  inner  tube  having  an 
extension  of  uniform  size  which  facilitates 
connection  to  the  respirator.  The  cuff 
is  inflated  just  enough  to  prevent  air  leak- 
age. The  cuff  is  deflated  each  time  the 
tube  is  suctioned  which  is  usually  once  an 
hour.  There  are  double  cuffs  available 
which  can  be  alternately  inflated,  pre- 
sumably to  prevent  pressure  necrosis  within 
the  trachea.  The  tracheostomy  tube  should 
be  completely  changed  every  day  and  the 
inner  cannula  replaced  after  twelve  hours. 
Each  time  the  patient  is  suctioned  the 
inner  tube  should  be  rinsed  with  sterile 
saline.  Sterile  technic  is  used  in  suction- 
ing either  the  endotracheal  tube  or  the 
tracheostomy  cannula. 

The  most  important  measure  to  mini- 
mize complications  after  tracheostomy  or 
intubation  is  to  increase  the  moisture 
content  of  the  inspired  air.  The  physi- 
ologic functions  of  the  nose  in  rewarming 
and  saturating  the  inspired  air  with  water 
vapor  must  be  taken  over  by  artificial 
means.  With  the  patient  on  IPPB,  this 
is  done  by  having  an  efficient  humidifier 
in  the  respirator.  A new  type  of  nebulizer 
which  is  activated  by  ultrasound  instead 
of  compressed  gas  has  been  developed.* 
It  assures  sufficient  humidity  to  compensate 
for  loss  of  expired  water  through  evapora- 
tion. Used  in  combination  with  a con- 
trolled-volume  (Engstrom)  respirator,  it 
provides  superhumidification,  (100  per 
cent  relative  humidity  of  inspired  gas) 
during  ventilation.  The  inspiratory  gas 
flow  is  used  as  a propellant,  and  gas 
mixtures  and  ventilatory  volumes  are 
maintained  unchanged.  Ultrasonic  fre- 
quency directly  controls  the  range  of 
particle  sizes  in  the  aerosol.  The  fluid  is 
nebulized  independent  of  the  respiratory 
phases,  but  during  expiration  it  is  accum- 
ulated in  the  container  and  adjacent  tubing 
which  greatly  increases  the  nebulizer’s 
efficiency.  The  design  of  the  ultrasonic 
nebulizer  is  simple.  It  consists  of  a 150- 
ml.  plexiglass  container  with  a vibrator 
transducer  head  at  the  bottom.  The  trans- 
ducer, activated  by  a high-frequency  ultra- 
sound generator,  transforms  sound  waves 
into  mechanical  energy.  The  fluid  to  be 

* The  DeVilbiss  Company,  Toledo,  Ohio. 


nebulized  is  fed  into  the  transducer  head 
by  a capillary  tube  that  passes  through  the 
detachable  top  of  the  container.  The 
container,  in  turn,  is  connected  to  the 
inspiratory  tube  of  the  respirator.  The 
ultrasonic  generator  can  nebulize  up  to 
12  drops  per  minute  of  physiologic  saline 
or  distilled  water  (0.72  Gm.  per  minute 
or  0.06  Gm.  per  drop).  The  efficiency  of 
the  compressed  gas  and  draw-over  nebu- 
lizer is  15  times  less  than  the  ultrasonic 
at  equal  ventilatory  volumes. 

When  the  patient  breathes  on  his  own 
with  an  open  tracheostomy  tube,  the  in- 
terval method  using  the  heat-and-mois- 
ture-exchange  principle  is  satisfactory.  The 
exchanger,  often  called  the  “artificial 
nose,”f  fits  into  the  connection  piece  of 
the  inner  cannula  and  is  made  in  four  sizes. 
It  is  made  of  two  aluminum  foils;  one  of 
these  is  flat  and  the  other  corrugated, 
and  they  are  rolled  together  and  covered 
with  a plexiglass  cylinder.  The  cylinder 
is  connected  directly  to  the  tracheal  can- 
nula by  a funnel.  The  foil  area  available 
for  heat  and  moisture  exchange  is  about 
4,000  square  centimeters  and  the  dead  space 
only  50  ml.  It  adds  250  Gm.  of  water  to  the 
daily  inspired  air  by  means  of  evaporation. 
Air-flow  resistance  is  minimal  even  with 
the  oxygen  adapter  attached,  but  the  res- 
pirator adapter  raises  the  air-flow  re- 
sistance, and  this  must  be  compensated 
for  by  the  respirator.50 


Automatic  lung  ventilators 

The  functional  characteristics  of  a lung 
ventilator  depend  on  whether  it  is  an  as- 
sister  or  controller  or  can  operate  as  either. 
An  assister  is  a device  which  will  inflate  in 
response  to  an  inspiratory  effort  initiated 
by  the  patient.  Usually  a sudden  re- 
duction of  airway  pressure  is  the  signal  to 
which  the  assister  responds,  although 
respirators  have  been  designed  which  will 
trigger  in  response  to  the  electromyogram 
of  respiratory  muscles.  A controller  will 
cycle  automatically  on  the  totally  apneic 
patient.  A timing  mechanism  regulates 
its  operation  during  all  phases  of  the  re- 
spiratory cycle.  Lung  ventilators  which 
operate  as  obligatory  controllers  are  rela- 

t National  Anesthesia  Corporation,  Red  Bank,  New  Jersey. 
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tively  unaffected  by,  and  tend  to  override, 
patient-initiated  respiratory  efforts.  Those 
ventilators  which  can  operate  as  both  as- 
sister  and  controller  cycle  automatically 
by  the  predetermined  duration  of  the  ex- 
piratory phase  or  of  both  the  expiratory 
and  inspiratory  phases.  An  assister-con- 
troller  can  be  triggered  into  the  next  phase 
at  an  earlier  time,  however,  by  patient- 
generated signals. 

Bird  Mark  8 respirator 

The  Bird  Mark  8 is  a controlled-pres- 
sure,  assister-controller  respirator  with 
independent  regulation  of  inspiratory-trig- 
gering pressure,  maximum  inspiratory  pres- 
sure, and  flow  rate.  The  inspiratory- 
triggering  pressure  control  permits  con- 
tinuous adjustment  of  the  inspiratory- 
triggering  pressure  from  approximately 
minus  5 cm.  of  water  to  a positive  value. 
The  maximum  inspiratory  pressure  can  be 
regulated  over  a range  from  near  the  am- 
bient to  60  cm.  of  water  positive  pressure. 
An  adjustable  pneumatic  timer  can  be  used 
to  limit  the  duration  of  the  exhalation 
phase.  An  override  provides  for  manual 
operation.  The  inspiratory  flow  rate  is 
little  affected  by  back  pressures  from  the 
airway  but  can  be  regulated  from  0 to  300 
L.  per  minute.  The  wide  range  of  flow 
rate  permits  compensation  for  sizable  leaks. 
However,  because  of  the  constancy  of  flow 
at  a given  setting,  relatively  small  increases 
in  leak  may  prevent  the  maximum  inspira- 
tory pressure  from  being  reached,  and  the 
respirator  will  stall  in  the  inspiratory  phase. 
Similarly,  a decreased  leak  will  result  in 
too-rapid  approach  to  the  maximum  in- 
spiratory pressure,  and  tripping  to  the  ex- 
halation phase  may  occur  before  an  ade- 
quate tidal  volume  has  been  discharged 
to  the  patient.  Since  accommodation 
for  leakage  requires  repeated  adjustment 
of  flow  rate,  the  respirator  performs  most 
reliably  when  attachment  is  by  a cuffed 
endotracheal  or  tracheostomy  tube.  An 
air  injector  is  provided  by  which  inspiratory 
oxygen  concentration  can  be  set  for  either 
40  per  cent  or  100  per  cent.  The  air  in- 
jector is  efficient  in  the  sense  that  at  the 
minimum  oxygen  concentration  setting, 
it  will  deliver  an  oxygen  concentration  of 
36  per  cent  into  a back  pressure  of  2 cm. 
of  water,  and  at  a back  pressure  of  20  cm. 


of  water  the  oxygen  concentration  rises 
only  to  42  per  cent.  Thus,  even  with  the 
air  injector  providing  maximum  dilution, 
flow  rate  is  relatively  unaffected  by  back 
pressure.  It  is  also  equipped  with  a 
venturimeter  which  can  generate  adjust- 
able negative  expiratory  pressures  as 
well.  The  exhalation  port  is  fitted  with  a 
perforated  cap  which  can  be  used  to  impede 
exhalation  to  varying  degrees.  All  con- 
trols are  provided  with  scale  markings. 
The  markings  are  in  arbitrary  units  be- 
cause there  is  a certain  amount  of  inter- 
action between  the  controls.  A manom- 
eter indicates  the  airway  pressure  near 
the  valve.  The  exhalation  port  is  designed 
to  accommodate  the  Wright  respirometer 
or  other  ventilation  meter  when  the  ex- 
piratory impedance  is  removed.  Consider- 
able insight  into  its  functional  character- 
istics is  necessary  for  successful  operation 
of  the  Bird  respirator.  However,  the  many 
individual  adjustments  make  it  possible 
to  develop  a wide  variety  of  pressure  pat- 
terns with  which  to  satisfy  the  ventilation 
requirements  of  patients  suffering  from 
various  combinations  of  respiratory  and 
circulatory  dysfunction. 

The  Engstrom  respirator  is  a controlled- 
volume,  time-cycled  controller  which  fea- 
tures many  devices  for  compensation  of 
altered  pulmonary  mechanics  and  for 
information  feedback.  An  electric  motor- 
driven  piston  in  a double-ended  cylinder 
drives  air  into  a rigid,  plastic  dome  during 
the  inspiratory  phase.  A sliding  valve 
mechanism  in  the  cylinder  releases  the 
pressure  generated  by  the  piston  before 
the  stroke  is  completed  so  that  the  ratio 
of  the  inspiratory  phase  to  total  cycle  is 
0.33.  A bag  enclosed  in  the  plastic  dome  is 
compressed,  and  a predetermined  volume 
of  air  is  forced  into  the  patient  through  a 
warmed  blow-over  humidifier  or  the  newer 
ultrasonic  humidifier.  During  the  exhala- 
tion phase  the  dome  is  evacuated  by  the 
piston  and  cylinder,  and  a measured  amount 
of  air  which  can  be  enriched  with  oxygen 
is  drawn  into  the  bag  through  an  adjust- 
able vent.  The  airway  pressure  in  the 
inspiratory  line  is  indicated  by  both  an 
aneroid  manometer  and  a water  manom- 
eter, which  also  acts  as  an  adjustable 
pressure-relief  valve.  Exhalation  is  into 
the  room  through  a high-impedance,  pneu- 
matically powered,  nonrebreathing  valve. 
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The  expiratory  port  can  be  vented  through 
a respirometer  which  measures  the  volume 
of  the  exhaled  air,  or  it  can  be  opened  to  a 
venturimeter  which  is  powered  by  the  op- 
posite side  of  the  cylinder  and  which  can 
produce  negative  airway  pressures  to 
promote  circulation  or  compensate  for 
narrow-lumened  endotracheal  tubes.  A 
water  manometer  in  the  expiratory  line 
indicates  the  airway  pressure  during  exhala- 
tion when  the  negative  pressure  attach- 
ment is  in  use.  The  compliance  afforded 
by  the  relatively  large  volume  of  the  cyl- 
inder and  the  plastic  dome  permits  flow 
to  the  patient  to  be  retarded  when  his  re- 
sistances increase.  This  presumably  favors 
more  even  distribution  of  air  in  the  lungs 
and  permits  the  same  volume  to  be  insuf- 
flated with  a comparatively  smaller  pres- 
sure increase.  Changes  of  airway  resistance 
are  easily  detected  on  the  water  manometer 
by  a rise  in  the  inspiratory  phase  airway 
pressure;  increased  peak  inspiratory  pres- 
sures signal  the  need  for  tracheal  suction.  A 
decrease  in  the  exhaled  tidal  volume  dis- 
played by  the  spirometer  warns  of  a leak 
in  the  airway.  The  most  satisfactory  func- 
tion is  obtained  when  the  respirator  is 
attached  to  the  airway  by  a cuffed,  air- 
tight tracheostomy  tube.  The  other  half 
of  the  cylinder  can  be  used  to  power  a 
pneumatic  belt  or  cuirass  respirator  as  a 
means  of  augmenting  artificial  respiration. 
The  Engstrom  respirator  is  comparatively 
bulky  and  expensive  and  is  based  on  the 
more  unwieldy  controlled-volume  prin- 
ciple. However,  by  virtue  of  its  built-in 
monitoring  devices  and  automatic  com- 
pensators, it  is  probably  more  capable  of 
even  physiologic  ventilation  than  other 
commercial  lung  ventilators. 

The  Engstrom  is  preferred  when  very 
high  airway  resistance  is  encountered. 
Changes  in  airway  resistance  are  easily 
detected  on  the  water  manometer  and  are 
a signal  to  the  nursing  staff.  Most  often 
just  aspiration  of  the  tracheobronchial  tree 
is  required,  but  occasionally  it  is  a warning 
of  more  serious  obstruction. 

Anesthetic  management  for 
implantation  of  cardiac  pacemakers 

Implantation  of  a cardiac  pacemaker  is 
indicated  in  patients  with  heart  block  who 
have  episodes  of  Stokes-Adams  syndrome 


due  to  ventricular  asystole  or  fibrillation, 
unstable  ventricular  rhythm  with  inter- 
mittent bradycardia  or  tachycardia,  or 
bradycardia  below  40  per  minute  resulting 
in  cerebrovascular  insufficiency,  congestive 
failure,  or  renal  damage.51  Several  days 
prior  to  surgery  a catheter  electrode  is  intro- 
duced via  a peripheral  vein  into  the  outflow 
tract  of  the  right  ventricle,  thereby  elim- 
inating the  danger  of  recurrent  asystole 
or  fibrillation  before  and  during  surgery. 
The  increased  cardiac  rate  results  in  im- 
proved cerebral,  coronary,  and  renal  blood 
flow.  If  congestive  failure  persists,  digital- 
ization can  be  carried  out  without  danger  of 
further  depression  of  the  arteriovenous 
conduction  and  the  idioventricular  pace- 
maker. Diuretic  therapy  can  be  given 
with  less  danger,  and  the  blood  urea  nitro- 
gen is  checked  frequently  preoperatively. 

In  patients  with  bronchitis,  emphysema, 
and  pulmonary  fibrosis,  bronchodilators, 
antibiotics,  and  IPPB  are  administered 
preoperatively.  Advanced  age  is  no  con- 
traindication to  surgery;  most  of  our 
patients  have  been  in  their  seventies  or 
eighties.52  Preoperative  medication  con- 
sists of  small  doses  of  secobarbital  (25 
to  75  mg.)  and  atropine  (0.2  to  0.3  mg.) 
intramuscularly  one  and  one-half  hours 
before  surgery.  Prior  to  induction  the 
patient  breathes  100  per  cent  oxygen  by 
mask  for  ten  minutes  and  then  is  given 
thiopental  sodium  (2  per  cent)  in  doses  of 
40  mg.  until  the  lid  reflex  disappears  or 
hypotension  occurs.  Usually  the  sleep 
dose  given  has  no  effect  on  arterial  blood 
pressure.  Following  succinylcholine  given 
intravenously  in  the  amount  of  40  to  80 
mg.  (20  mg.  per  milliliter),  the  patient  is 
hyperventilated  with  100  per  cent  oxygen 
and  an  endotracheal  tube  passed.  One 
milliliter  of  4 per  cent  lidocaine  hydrochlo- 
ride is  instilled  in  the  endotracheal  tube 
to  prevent  coughing  during  light  anesthesia. 
Maintenance  of  anesthesia  is  with  nitrous 
oxide  2 L.  per  minute  and  oxygen  4 L. 
per  minute  with  intermittent  addition  of 
0.25  to  0.75  per  cent  halothane.  A 0.2 
per  cent  succinylcholine  drip  is  used  spar- 
ingly, and  less  than  100  mg.  is  usually  nec- 
essary for  the  entire  procedure.  For  at 
least  ten  minutes  prior  to  extubation  the 
patient  is  ventilated  with  100  per  cent 
oxygen.  When  consciousness  is  regained 
and  spontaneous  respiration  is  present, 
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the  adequacy  of  ventilation  is  determined 
by  measuring  expiratory  tidal  volume  on 
the  Wright  respirometer.  Following  ex- 
tubation  the  patient  is  again  ventilated 
with  100  per  cent  oxygen,  and  if  the  pace- 
maker is  functioning  well  and  the  arterial 
blood  pressure  is  stable,  he  is  moved  to  the 
recovery  room  where  he  is  placed  in  a 
high-humidity  tent.  Continuous  monitor- 
ing of  the  electrocardiogram  is  done. 
Despite  their  advanced  age  and  poor  gen- 
eral condition,  these  patients  tolerate 
anesthesia  and  surgery  well  with  sur- 
prisingly low  operative  and  postoperative 
morbidity  and  mortality. 

Anesthetic  management 
for  cardioversion 

“Cardioversion”  is  the  term  applied  to 
the  termination  of  ectopic  cardiac  ar- 
rhythmias by  applying  a brief,  monophasic, 
direct  current  countershock  for  depolariza- 
tion of  the  heart  during  the  “safe  period” 
of  the  cardiac  cycle.  The  apparatus  de- 
veloped by  Lown  consists  of  a depolarizer 
(defibrillator)  which  delivers  a 2.5-milli- 
second, high-energy  (100  to  400  watt 
seconds),  capacitor-stored  discharge  and  an 
electrocardiogram  synchronizer  and  time- 
delay  circuit.  This  combined  unit  allows 
a discharge  at  a preset  interval  after  the 
R wave  of  the  electrocardiogram,  so  that 
the  portion  of  the  cardiac  cycle  during 
which  the  heart  is  susceptible  to  ventricular 
fibrillation  (for  example,  during  inscrip- 
tion of  the  T wave)  is  avoided.  Direct 
current  is  more  effective  than  alternating 
current  when  defibrillation  must  be  under- 
taken at  reduced  temperatures,  as  is 
often  necessary  in  open  heart  procedures. 
Ventricular  function  is  better  after  direct 
current  defibrillation  as  compared  with 
alternating  current,  and  the  massive  mus- 
cular contraction  seen  with  the  use  of  al- 
ternating current  does  not  occur.  Cardio- 
version is  indicated  for  conversion  of  atrial 
fibrillation  or  flutter  unresponsive  to  quin- 
idine  and  in  all  ventricular  or  supraventric- 
ular tachycardias.  In  ventricular  fibrilla- 
tion the  direct  current  depolarizer  is 
used  without  the  synchronizer.  Patients 
who  are  to  have  elective  cardioversion 
take  quinidine  at  least  one  day  before. 

Although  the  procedure  of  cardioversion 
can  be  performed  without  anesthesia, 


patients  state  it  is  an  extremely  unpleasant 
experience  and  prefer  to  be  anesthetized. 
All  patients  for  this  procedure  should  have 
empty  stomachs.  Hospital  patients  are 
given  small  intramuscular  doses  of  seco- 
barbital one  and  one-half  hours  prior  to 
cardioversion.  Oxygen  100  per  cent  is 
given  by  face  mask  prior  to  administration 
of  intravenous  thiopental  sodium.  The 
dose  of  thiopental  sodium  usually  varies 
from  80  to  120  mg.  initially,  and  if  suc- 
cessive countershocks  are  required  addi- 
tional doses  of  40  mg.  are  given.  The 
patient  is  ventilated  with  oxygen  during 
the  procedure  and  until  he  reacts.  The 
average  time  for  the  procedure  is  three 
to  ten  minutes,  and  difficulties  have  not 
been  encountered  even  in  very  ill  patients. 

Postextrasystolic  potentiation 
and  paired-pulse  pacemaking 

The  same  pacemaking  pulse  that  in- 
creases heart  rate  can  also  decrease  it  if 
appropriately  timed.  It  has  long  been 
known  that  an  early  extrasystole  increases 
the  force  of  the  following  heart  beat.  This 
effect  is  called  postextrasystolic  potentia- 
tion. If  an  extrasystole  is  induced  pro- 
gressively earlier  in  diastole,  its  contractile 
force  decreases  in  proportion  to  its  pre- 
maturity until  it  produces  no  contractile 
force,  and  the  potentiation  of  the  follow- 
ing beat  is  at  a maximum.  If  an  extrasys- 
tole is  induced  in  every  cardiac  cycle,  there 
is  additional  potentiation.  Premature  me- 
chanically ineffective  beats  regularly  al- 
ternate with  potentiated  beats,  and  the 
result  is  an  artificial  bigeminy  with  a pulse 
deficit.63  Besides  the  inotropic  effect,  a 
chronotropic  effect  can  also  be  achieved 
by  precise  timing  of  the  second  impulse 
so  that  the  interval  between  ventricular 
contractions  is  prolonged.54  If  the  first 
pulse  of  the  next  pair  of  stimuli  is  also 
timed  precisely,  the  normal  sinus  rhythm 
can  be  displaced  by  an  externally  controlled 
one.  Both  the  augmentation  of  contractile 
force  and  the  slowing  of  cardiac  rate  are 
stimulated  in  a similar  manner.  This  new 
technic  may  be  applicable  and  beneficial 
in  certain  patients  when  a slower  heart  rate 
or  augmented  myocardial  contractile  force 
is  desirable.  Cardiac  catheterization  and 
postcardiotomy  patients  may  be  excellent 
subjects  for  evaluation  of  this  technic. 
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Paired-pulse  pacemaking  may  be  useful 
after  open  heart  surgery  in  sinus  tachy- 
cardias that  resist  control  by  drug  therapy 
and  in  the  failing  heart. 

Comment 

This  review  has  been  written  with  the 
realization  that  perhaps  by  the  time  it  is 
read  many  of  the  procedures  herein 
described  will  have  been  revised.  Here, 
as  in  no  other  area  of  the  specialty  of 
anesthesiology,  one  must  maintain  a criti- 
cal attitude  toward  one’s  experience,  and 
with  increasing  knowledge  and  judicious 
reasoning  modify  current  technics  toward 
maintaining  the  patient  as  close  to  the 
physiologic  norm  as  possible.  The  ultimate 
aim  of  the  anesthesiologist  in  cardiac 
surgery  is  to  understand  thoroughly  the 
problems  of  the  surgeon,  to  adapt  the 
anesthetic  to  provide  him  with  the  optimum 
surgical  field,  and  to  remember  always  that 
the  safety  of  the  patient  is  the  most  im- 
portant consideration. 
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three-month  intervals  were  consistently  lower 
in  the  tolbutamide-treated  group,  several  of  the 
values  attaining  statistical  significance. 

E.  T.  Hugo,  M.D.,  and  T.  J.  Vecchia,  M.D., 
reported  in  a recent  issue  of  Metabolism,  that 
on  repeat  three-hour  glucose  tolerance  tests  at 
the  end  of  the  study,  blood  glucose  values  were 
lower  in  the  tolbutamide-treated  group,  but 
this  was  statistically  significant  only  for  the 
fasting  specimen.  Body  weight  was  unchanged 
throughout  the  study,  indicating  no  clinically 
significant  lipogenic  effect  of  tolbutamide. 
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Anesthesia  in 
Epidermolysis  Bullosa 


Epidermolysis  bullosa  dystrophica  is 
a rare  hereditary  skin  condition  character- 
ized by  the  development  of  vesicles  and 
bullae  following  even  the  slightest  trauma 
to  the  skin  or  mucous  membranes.  Heal- 
ing results  in  scarring,  with  severe  de- 
formities of  the  face  and  extremities.1  A 
less-serious  variant,  epidermolysis  bullosa 
simplex,  affects  only  skin  and  heals  with- 
out scarring.  Should  a patient  with  the 
dystrophic  form  require  operation,  every 
detail  of  anesthetic  management  must  be 
thoroughly  scrutinized  if  serious  complica- 
tions are  to  be  avoided. 

Case  report 

A twenty-two-year-old  male  with  epidermoly- 
sis bullosa  recognized  since  birth  was  admitted 
to  the  hospital  for  reconstruction  of  deformed 
hands.  Previous  dental  extraction  during  gen- 
eral anesthesia  via  a nasotracheal  tube  was  fol- 
lowed by  generalized  exfoliation  of  the  skin  of 
his  face,  bleeding  and  ulceration  of  the  nasal 
mucosa,  and  a febrile  postoperative  course. 
Physical  examination  revealed  a tiny,  intelligent 
man  the  size  of  a ten-year-old  child,  with  flexion 
contractures  of  both  knees  and  ankles.  He 
showed  contractures  of  the  fingers  of  both  hands 
which  were  fixed  in  fist  position  and  enveloped 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  September  13, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


by  scarred  epidermis  through  which  the  digits 
could  be  faintly  discerned.  The  toes  of  both 
feet  were  similarly  embedded  in  epidermis. 
Laboratory  findings  were  normal  except  for  a 
hematocrit  of  31. 

Preanesthetic  medication  consisted  of  meperi- 
dine hydrochloride  50  mg.  and  scopolamine  0.4 
mg.  intramuscularly.  On  arrival  in  the  operat- 
ing room  one  hour  later,  a plastic  catheter 
(Angiocath)  was  inserted  into  the  right  ante- 
cubital  vein  through  an  intradermal  wheal  of  1 
per  cent  procaine  hydrochloride  0.25  ml.  A 
hemorrhagic  bulla  5 cm.  in  diameter  resulted. 
Intravenous  injection  of  the  tranquillizer  de- 
hydrobenzperidol  (Droperidol)  4.5  mg.  produced 
drowsiness  and  relaxation.  His  mouth  and 
throat  were  sprayed  with  tetracaine  hydro- 
chloride (Pontocaine)  1 per  cent,  and  a rubber- 
protected  Gwathmey  mouth  hook  for  delivery 
of  anesthetic  gases  was  gently  inserted  into  the 
right  comer  of  the  mouth.  Nitrous  oxide  and 
oxygen  at  flow  rates  of  7 and  3 L.  per  minute, 
respectively,  were  bubbled  through  a vaporizer 
containing  trichloroethylene  (Trilene)  and  de- 
livered to  the  patient  by  pharyngeal  insufflation 
through  the  mouth  hook.  Anesthesia  was  sup- 
plemented by  intermittent  intravenous  injec- 
tions of  the  analgesic  4-anilinopiperidine  (Fen- 
tanyl)  20  micrograms  to  a total  of  200  micro- 
grams during  the  two  hours  and  fifteen  minutes 
of  operation.  The  left  hand  was  released,  and 
the  areas  of  raw  skin  created  were  covered  with 
a split-thickness  skin  graft  obtained  from  the 
anterior  abdominal  wall.  During  the  procedure, 
blood  pressure  purposely  was  not  measured  to 
avoid  trauma  to  the  skin  by  inflation  of  the  cuff. 
Careful  monitoring  revealed  the  pulse  rate  re- 
mained between  80  and  100,  and  the  respira- 
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tory  rate  was  stable  at  20  throughout  the  opera- 
tion. Blood  transfusion  500  ml.  was  adminis- 
tered. Postoperative  recovery  was  uneventful. 

Comment 

In  epidermolysis  bullosa,  the  anesthesiol- 
ogist must  provide  satisfactory  operating 
conditions  with  an  absolute  minimum  of 
trauma.2  Where  feasible,  a regional  an- 
esthetic technic  would  seem  preferable. 
Alternatively,  hypnosis  might  be  ideal, 
given  the  juxtaposition  of  a skilled  hypno- 
tist, a suitable  subject,  and  an  appropriate 
area  of  surgical  intervention.  Preparatory 
training  sessions  with  the  patient  would  be 
greatly  desirable. 

In  the  present  case,  because  of  the  extent 
of  the  procedure  planned,  involving  both 
the  hand  and  the  abdominal  wall,  regional 
anesthesia  was  deemed  inapplicable  and 
hypnosis  either  not  considered  or  unobtain- 
able. General  anesthesia  with  an  in- 
sufflation technic  was  selected  to  avoid 
mask  pressure  on  the  face  or  the  pressure 
of  an  endotracheal  tube  on  the  tracheal 
mucosa.  Respiratory  depression  and  the 
need  for  assistance  to  ventilation  were 
scrupulously  avoided.  Trichloroethylene 
seemed  advantageous  because  of  its  re- 
spiratory stimulant  properties  during  light 


planes  of  anesthesia.  Barbiturates  were 
excluded  from  premedication  and  anesthesia 
because  epidermolysis  bullosa  may  be 
associated  with  porphyria.2  Although  de- 
hydrobenzperidol  and  4-anilinopiperidine 
were  satisfactory  adjuncts,  this  report  is 
not  intended  to  serve  as  a brief  for  then- 
preferential  use.  Small  doses  of  other 
analgesic  and/or  tranquillizing  agents  could 
have  been  equally  useful  in  providing  a 
lightly  anesthetized  but  adequately  respir- 
ing patient.  The  insufflation  technic  with 
a mouth  hook  provided  minimal  trauma 
to  the  patient’s  skin  and  mucous  mem- 
branes. The  hemorrhagic  bulla  of  the 
forearm  following  administration  of  pro- 
caine hydrochloride  intracutaneously  could 
perhaps  have  been  lessened  by  introduction 
of  the  venous  catheter  after  the  patient 
was  asleep.  However,  this  procedure  pre- 
vented the  complications  of  bleeding  and 
ulceration  of  the  mucous  membrane  of  the 
nose  and  the  formation  of  bullae  of  the 
skin  of  the  face  which  had  occurred  follow- 
ing the  previous  anesthesia. 
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Better  food  held 
crucial  for  poor 


The  four-day  Western  Hemisphere  Nutrition 
Conference  in  Chicago  discussed  the  theme  that 
better  food,  not  just  more  food,  holds  the  key 
to  the  staggering  problem  of  health- — even  of 
life  itself — in  hungry  lands. 

Experts  from  the  Americas,  Europe,  and 
Africa  attended  the  meeting  which  was  or- 
ganized by  the  American  Medical  Association. 
It  was  held  against  the  familiar  and  dismal 
realization  that  Latin  America’s  birth  rate  is  the 
world’s  highest  while  its  food  production  is 
decreasing  per  person. 

One  proposed  solution  to  the  problem  is  on 
exhibit.  It  is  Incaparina,  a cheap  vegetable 
mixture  whose  contents  include  25  per  cent  or 
more  protein.  It  contains  enriched  corn  flour 
that  can  be  used  in  such  things  as  baking, 
soups,  and  stews.  It  is  also  popular  as  an 
ingredient  in  a homemade  beverage. 


The  name  Incaparina  is  derived  from  the 
Institute  of  Nutrition  of  Central  America  which 
was  set  up  by  six  American  countries  and  has 
headquarters  in  Guatemala.  It  is  produced 
and  marketed  under  patent  license  by  six 
commercial  companies. 

Some  experts  see  Incaparina  as  a major 
break-through  for  Latin  America,  where,  as  is 
typical  in  underdeveloped  countries,  meat  and 
other  protein  foods  of  animal  origin  are  scarce. 
This  lack  of  protein  is  the  key  to  many  nu- 
tritional problems,  particularly  among  children. 

The  growth  of  more  high-protein  foods  was 
urged  by  W.  H.  Sebrell,  Jr.,  M.D.,  director  of 
Columbia  University’s  Institute  of  Nutrition 
Science.  The  immediate  problem,  he  suggested, 
could  be  met  by  using  unconventional  sources 
of  food,  such  as  cotton  seed  flour  and  sea  food 
not  previously  utilized. 

C.  D.  Williams,  M.D.,  of  London,  said  that 
mass  feeding  programs  were  useful  in  emergen- 
cies, but  food  shortages  often  were  not  a major 
factor  in  widespread  malnutrition.  A similar 
view  was  expressed  by  W.  B.  Murphy,  president 
of  Campbell  Soup  Company. 
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F or  over  two  hundred  years,  the  medical 
world  has  known  of  epileptic  patients  with 
slow  pulses.  Although  physicians  are  aware 
of  the  fact  that  all  convulsions  are  not  due 
to  epilepsy,  it  is  sometimes  difficult  to 
direct  one’s  attention  to  the  heart  in  the 
presence  of  a grand  mal  seizure.  Gerbezius 
in  1719  first  described  a patient  with  a slow 
pulse  who  was  “ . . . oft  seized  with  dizziness 
. . . and . . . slight  epileptic  attacks.”  A man 
“.  . .seized  with  the  epilepsy,  which  left 
behind  it  the  greatest  slowness  of  the 
pulse ...”  brought  about  Morgani’s  great 
treatise  in  1761. 1 In  1791,  Adams,  and 
in  1846,  Stokes,  reported  similar  cases, 
and  it  is  after  them  that  syncopal  episodes 
associated  with  complete  heart-block  are 
named.2 

The  presenting  manifestation  in  each  of 
our  2 patients  was  a grand  mal  seizure. 
At  the  time  of  the  initial  examination  of 
each  patient,  there  was  a normal  pulse 
rate  and  the  electrocardiogram  revealed 
normal  sinus  rhythm. 

Much  attention  has  been  paid  to  the 
slow  pulse  of  complete  heart-block  and  its 
association  with  seizures.  Not  enough 
has  been  said  to  emphasize  that  the  heart- 
block  can  be  intermittent. 


Case  reports 

Case  1.  The  patient  was  a sixty -six- 
year-old  white  man.  He  was  first  seen 
in  the  medical  clinic  in  February,  1964, 
complaining  of  recent  onset  of  dizziness. 
He  had  fallen  twice  because  of  loss  of  con- 
sciousness, his  daughter  noting  deviation 
of  the  tongue  to  the  right  both  times.  The 
dizziness  was  more  marked  in  the  sitting 
position  and  on  turning  the  head  to  the 
left  side.  A coarse  bilateral  hand  tremor 
and  the  expressionless  facies  led  to  the 
diagnosis  of  parkinsonism  and  cerebral 
arteriosclerosis.  Skull  x-ray  films  showed 
normal  findings.  The  electrocardiogram 
showed  a sinus  rhythm  and  a left  bundle- 
branch  block.  In  the  clinic,  all  attention 
was  focused  on  ruling  out  an  intracranial 
lesion.  The  patient  was  placed  on  tri- 
hexyphenidyl hydrochloride  (Artane) 
therapy. 

On  April  21,  1964,  the  patient  was  ad- 
mitted to  our  emergency  room  with  a 
classical  grand  mal  seizure.  Blood  pres- 
sure was  156/90.  No  pulse  was  obtained, 
and  a heart  rate  of  40  per  minute  began 
after  external  cardiac  massage  was  per- 
formed. The  lungs  were  clear.  No  cardiac 
murmurs  were  present.  The  first  heart 
sound  at  the  mitral  area  was  varying  in 
intensity,  and  atrial  contractions  could  be 
heard.  The  rest  of  the  examination  re- 
vealed normal  findings.  Bilateral  upper 
extremity  tremors  were  again  noted  when 
the  seizure  stopped.  Isoproterenol  (Isuprel) 
effected  no  improvement,  and  a diagnosis  of 
Adams-Stokes  syndrome  was  made.  Soon 
after  hospital  admission,  an  intravenous 
cardiac  pacemaker  was  inserted  through 
the  right  external  jugular  vein. 

The  patient  was  paced  electrically  until 
April  23,  when  a permanent  intrathoracic 
pacemaker  was  implanted.  The  postoper- 
ative period  was  complicated,  but  on  June 
28  he  was  discharged  to  a convalescent 
home.  Since  then  he  has  been  seizure- 
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free,  doing  well,  and  going  about  his  busi- 
ness. 

Case  2.  The  patient  was  a seventy-six- 
year-old  white  man  who  was  first  admitted 
to  St.  Vincent’s  Hospital  on  April  24, 
1964.  Six  weeks  before  admission,  he 
had  had  a momentary  loss  of  consciousness 
at  home.  Medical  aid  was  not  sought 
until  a few  days  later  when  he  again 
fainted.  Electrocardiogram,  electroenceph- 
alogram, and  skull  series  showed  normal 
findings.  After  a short  stay  in  the  neuro- 
logic service  of  another  hospital,  the  patient 
was  discharged  with  the  diagnosis  of  an 
irritable  right  carotid  sinus.  Massage  of 
the  neck  produced  an  aura,  but  no  con- 
vulsion was  ever  reported.  Diphenyl- 
hydantoin  (Dilantin)  was  prescribed  along 
with  nicotinic  acid.  The  episodes  of  syn- 
cope recurred  despite  the  medication. 
One  of  these  episodes,  particularly  severe, 
resulted  in  an  ambulance  call  and  admission 
to  our  emergency  room.  He  soon  regained 
consciousness.  The  blood  pressure  was 
160/80.  Bilateral  lenticular  opacities  ob- 
scured the  fundi.  There  was  a bruise  over 
the  occiput.  The  carotid  pulsations  were 
palpable  bilaterally,  and  a bruit  could  be 
heard  over  each.  The  lungs  were  clear. 
There  were  no  cardiac  murmurs.  The 
heart  rate  was  30  and  regular.  Occasional 
tremors  were  noted  in  the  right  arm;  the 
rest  of  the  neurologic  and  general  physical 
examination  showed  normal  findings.  The 
electrocardiogram  revealed  complete  heart- 
block.  Intravenous  isoproterenol  increased 
the  heart  rate,  and  then  a regular  sinus 
rhythm  followed.  The  next  day  complete 
heart-block  was  detected  during  constant 
electrocardiogram  monitoring.  Cardiac 
pacing  was  begun  with  an  intracardiac 
pacemaker  inserted  through  a jugular 
vein.  Whenever  the  pacemaker  was  turned 
off,  the  patient  experienced  dizziness  and 
confusion.  He  then  developed  and  main- 
tained a sinus  rhythm  for  almost  three 
days. 

On  April  30,  a permanent  cardiac  pace- 
maker was  implanted.  The  patient  did 
well  postoperatively  and  was  discharged 
on  May  13.  His  cardiac  status  has  re- 
mained satisfactory,  and  since  surgery 
there  has  been  no  recurrence  of  syncope. 
He  is  actively  employed  as  a consulting 
engineer. 


Comment 

Complete  heart-block  with  Adams-Stokes 
syndrome  is  probably  the  best-recognized 
cause  of  syncope  and  seizures  due  to  heart 
disease.  Sudden  slowing  of  the  heart 
rate  to  30  or  40  beats  a minute  may  pre- 
cipitate momentary  loss  of  consciousness; 
cardiac  arrest  does  not  necessarily  occur. 
On  the  other  hand,  grand  mal  seizures  are 
brought  about  by  impaired  cerebral  cir- 
culation for  several  seconds  with  cardiac 
arrest  or  ventricular  fibrillation.  The  pa- 
tient with  third-degree  heart-block  due  to 
arteriosclerotic  heart  disease  may  have 
one  such  attack  and  die  or  may  survive 
to  have  many  more  such  episodes. 

With  documented  heart  disease  of  this 
type,  the  cause  of  a Seizure  is  clear.  The 
difficulty  arises  when  a patient  who,  after 
syncope  or  a seizure,  demonstrates  a normal 
sinus  rhythm  with  or  without  a conduction 
defect.  Cases  have  been  reported  with 
normal  sinus  rhythm  before  and  after  the 
Adams-Stokes  attack.3  Many  of  these  pa- 
tients are  believed  to  have  transient  periods 
of  third-degree  block,  ventricular  fibrilla- 
tion, or  ventricular  standstill.4-6  Both 
cases  presented  here  had  a history  of  syn- 
cope on  turning  the  head  suggesting  an 
irritable  carotid  sinus.  It  is  the  belief  of 
most  of  the  investigators  in  this  field  that 
the  patients  who  have  some  neurologic 
disturbance  caused  by  arrhythmias  later 
develop  permanent  complete  heart-block. 
This  was  demonstrated  in  Case  1. 

The  intricacies  of  electrocardiography  are 
not  important  here.  What  is  to  be  stressed 
is  the  fact  that  people  and  especially  the 
elderly  are  subject  to  arrhythmias  which 
can  cause  many  symptoms  ranging  from 
dizziness  to  death.  At  the  onset  of  the 
disorder,  the  arrhythmia  may  be  transient 
and  give  no  clue  to  its  presence  after  the 
resulting  emergency  has  been  treated. 
If  the  presenting  complaints  of  an  elderly 
patient  suggest  epilepsy,  brain  tumor,  or 
cerebrovascular  insufficiency  and  the  neu- 
rologic examination  shows  normal  results, 
Adams-Stokes  seizures  should  be  con- 
sidered. The  electrocardiogram  may  also 
show  normal  results  as  in  the  case  under 
discussion,  but  the  presence  of  a bundle- 
branch  block  should  make  one  suspect  an 
already  comprised  conduction  system  which 
is  subject  to  further  damage  thereby 
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initiating  arrhythmias.  These  patients  de- 
serve periodic  check-ups  with  electrocardio- 
grams in  an  effort  to  detect  cardiac  ir- 
regularities. Whenever  possible,  electro- 
cardiogram monitoring  during  a seizure  is 
valuable  because  it  often  reveals  the  re- 
sponsible arrhythmia. 

Summary 

Two  cases  of  complete  heart-block  with 
Adams-Stokes  syndrome  are  presented. 
Both  patients’  illnesses  began  some  time 
before  the  heart-block  was  recognized,  and 
each  was  treated  for  neurologic  disease. 
The  fact  that  an  arrhythmia  causing  syn- 
cope or  seizures  may  be  transient  was  em- 
phasized. A cardiac  origin  of  what  may 
appear  to  be  central  nervous  system  dis- 


New test  for 
mononucleosis 


A faster,  more  accurate  test  has  been  devel- 
oped for  infectious  mononucleosis,  reports  the 
Journal  of  the  American  Medical  Association  in  a 
recent  issue.  The  authors,  Miss  G.  Hoff  of 
Rutgers  University  and  S.  Bauer,  M.D.,  of  the 
Princeton,  N.J.,  Hospital,  began  looking  for  a 
more  specific  test  than  the  one  formerly  used  by 
testing  several  types  of  animal  cells. 

Up  to  now,  the  best  and  most  widely  used  test 
for  mononucleosis  has  been  the  Paul-Bunnell 
test  which  is  based  on  the  fact  that  the  blood 
serum  of  a person  infected  with  mononucleosis 
will  react  with  an  antigen  in  the  red  blood  cells 
of  sheep.  The  serum  makes  these  cells  agglu- 
tinate or  clump  together.  Thus,  if  a person’s 
serum  clumps  sheep  red  blood  cells,  the  diagnosis 
is  positive.  This  test,  however,  is  complicated, 
takes  a long  time  to  perform,  and  must  some- 
times be  followed  by  another  test.  Finally, 
there  are  an  estimated  10  to  15  per  cent  false 
positive  reactions  indicating  that  a patient  has 
mononucleosis  when  he  doesn’t. 

The  new  test  can  be  done  in  less  than  two 
minutes  in  a physician’s  office  compared  to  the 
one  and  a half  to  five  hours  required  by  the 
earlier  method  which  could  only  be  done  in  a 


ease  should  be  sought  in  patients  with 
normal  neurologic  examination  results  even 
though  the  electrocardiogram  findings  may 
be  initially  normal. 
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hospital  where  equipment  was  available.  The 
new  test  further  reduces  the  possibility  of  mis- 
diagnosis of  what  is  jokingly  called  the  “kissing 
disease.”  Infectious  mononucleosis,  whose 
cause  is  unknown,  seems  to  be  transmitted  by 
close  personal  contact.  It  is  usually  a mild 
disease  characterized  by  fever,  sore  throat,  and 
lymph  node  enlargement.  The  importance  of 
correct  diagnosis,  however,  is  important,  because 
mononucleosis  symptoms  resemble  those  of 
other,  more  serious  diseases  such  as  acute  leu- 
kemia, hepatitis,  and  forms  of  meningitis  and 
encephalitis.  Meningitis,  for  instance,  requires 
prompt  and  specific  treatment  different  from 
that  used  in  mononucleosis;  the  wrong  diagnosis 
could  have  serious  consequences. 

In  this  test,  blood  cells  from  horses  were 
found  to  be  the  most  satisfactory,  and  the 
authors  developed  chemical  means  of  stabilizing 
them  so  that  they  could  be  furnished  in  a kit 
instead  of  drawn  fresh.  In  426  cases  of  sus- 
pected infectious  mononucleosis,  the  correct 
diagnosis  was  reached  in  98.5  per  cent,  a far 
higher  percentage  than  would  be  likely  with  the 
earlier  method.  In  250  cases,  there  were  false 
negative  reactions  in  only  0.4  per  cent  compared 
with  9 per  cent  reported  in  studies  of  the  older 
test.  The  three  advantages  of  the  new  test, 
the  authors  said,  are  its  low  incidence  of  false 
reactions,  a highly  specific  reaction  to  the  infec- 
tious mononucleosis  antibody,  and  great  rapidity 
and  ease  of  performance. 
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Epidemic  hemorrhagic  fever  or  hemor- 
rhagic nephroso -nephritis  is  a viral  disease- 
with  an  acute  course  characterized  by 
pathophysiologic  and  morphologic  changes 
of  the  vascular  system  which  produce 
petechial  and  ecchymotic  hemorrhages, 
proteinuria,  shock,  renal  insufficiency,  and 
fluid  and  electrolyte  imbalances.  The 
endemic  areas  include  European  Russia, 
Northeastern  Asia,  and  Korea  north  of 
Seoul.  During  the  Korean  War,  several 
thousand  cases  occurred  among  the  United 
Nations  troops.  Of  this  experience  there 
are  several  comprehensive  reviews. 1-3 

The  following  case  appears  to  be  unique 
since  no  previous  case  of  epidemic  hemor- 
rhagic fever  has  been  reported  in  the  New 
York  City  area.4 

Case  report 

A twenty-five-year-old  man  recently 
discharged  from  the  Army  was  admitted 
to  the  Staten  Island  United  States  Public 
Health  Service  Hospital  after  an  illness  of 
five  to  six  days.  He  developed  a sudden 
fever  of  103  F.  with  a cough,  myalgia,  and 
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arthralgia  less  than  two  weeks  after  leaving 
Korea  and  two  days  before  his  arrival  in  the 
United  States.  Treated  symptomatically, 
he  felt  well  enough  on  arrival  to  complete 
his  separation  from  the  Army  and  board  a 
plane  for  New  York  City,  where  he  arrived 
at  his  home  four  days  before  admission. 
In  those  four  days  he  noted  gross  hema- 
turia, progressive  decrease  in  urine  out- 
put, headache,  myalgia,  thirst,  nausea, 
vomiting,  and  conjunctival  hemorrhages. 
One  day  before  admission  he  had  a severe 
epistaxis  and  became  short  of  breath 
thereafter. 

Physical  examination  revealed  a seriously 
ill,  dyspneic,  and  apprehensive  young 
man.  Widespread  hemorrhages  were 
noted;  conjunctival  and  scleral  hemor- 
rhages; ecchymotic  areas  over  the  shins 
and  thighs;  and  a petechial  rash  over 
the  neck,  shoulders,  upper  back,  and 
axillae.  There  was  crusted  blood  inside 
the  nares  and  blood  streaks  in  the  mouth. 
His  vital  signs  were:  blood  pressure 

180/90,  temperature  98.6  F.,  pulse  100  and 
regular,  and  the  respirations  56  per  minute. 
The  skin  was  dry  with  poor  turgor.  There 
were  coarse  breath  sounds  heard  through- 
out both  lung  fields.  The  heart  did  not 
appear  enlarged ; there  were  no  murmurs  or 
a gallop  rhythm.  The  abdomen  was 
slightly  distended,  and  there  was  gen- 
eralized abdominal  tenderness;  on  palpa- 
tion no  masses  or  enlarged  organs  could  be 
detected.  Dried  blood  was  seen  about  the 
uretheral  meatus  and  under  the  prepuce. 
The  patient’s  mental  status  was  somewhat 
obtunded,  but  he  could  give  the  examiners 
a good  history  of  his  illness.  Thus  we  ob- 
tained the  information  that  in  Korea  he  had 
been  the  replacement  for  a soldier  in  the 
unit  motor  pool  who  had  developed  epi- 
demic hemorrhagic  fever. 

The  chest  x-ray  film  showed  patchy  densi- 
ties resembling  interstitial  pneumonitis. 
Abdominal  films  had  a hazy  appearance 
suggesting  peritoneal  fluid.  The  urea  ni- 
trogen was  40  mg.  per  100  ml.  and  the 
fasting  blood  sugar  was  120  mg.  per  100  ml. 
Sodium  was  124  mEq.,  chloride  83  mEq., 
potassium  4 mEq.,  and  carbon  dioxide- 
combining power  10.6  mEq.  per  liter. 
The  hematocrit  was  40,  and  the  hemo- 
globin was  13.5  Gm.  per  100  ml.  The 
white  cell  count  was  26,600  with  60  per  cent 
neutrophils,  10  per  cent  band  forms,  8 per 
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FIGURE  1.  (A)  Grossly  lungs  were  edematous  and  showed  multiple  ecchymotic  hemorrhages  evidenced  by 
darker  areas.  (B)  High-power  view  of  lung  parenchyma  showing  alveolar  edema  fluid,  septal  histiocytes, 
and  red  blood  cell  extravasation  (hematoxylin  and  eosin  stain  X 280). 


cent  eosinophils,  and  22  per  cent  atypical 
lymphocytes.  A peripheral  smear  showed 
extreme  paucity  of  platelets,  and  an  elec- 
trocardiogram showed  sinus  tachycardia. 

The  patient’s  hospital  course  was  marked 
by  increasing  cyanosis,  dyspnea,  and  rest- 
lessness. Following  an  intravenous  in- 
fusion of  300  ml.  of  5 per  cent  dextrose  in 


water,  severe  respiratory  distress  occurred 
with  an  increase  in  rales  in  the  lung  fields. 
Given  oxygen  and  sedation,  the  patient’s 
condition  then  appeared  to  have  been 
stabilized  until  approximately  five  hours 
after  admission  when  he  suddenly  collapsed 
without  heartbeat  or  respiration,  and  an 
electrocardiogram  was  taken  which  showed 
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FIGURE  2.  Stomach  and  lower  one  third  of  esophagus  showing  diffuse  hemorrhagic  esophagitis  and  gas- 
tritis. Lumen  of  small  and  large  bowel  contained  dark  red  blood. 


ventricular  fibrillation.  Immediately  re- 
suscitative  efforts  were  initiated  and  al- 
though maintained  for  an  hour,  the  patient 
did  not  respond. 

At  autopsy  the  most  prominent  findings 
consisted  of  generalized  focal  cellular 
necrosis  and  hemorrhage  throughout  the 
organs  and  tissues  of  the  body. 

The  conjunctivas  of  both  orbits  showed 
an  intense  ecchymosis.  The  skin  also  re- 
vealed multiple  ecchymosis  and  petechiae. 

The  larynx  and  trachea  were  filled  with 
frothy  pink  fluid,  and  the  mucosa  was 
studded  with  petechial  hemorrhages. 

Multiple  petechial  hemorrhages  were 
also  seen  on  the  pleural  surfaces,  and  the 
pleural  cavities  contained  about  500  cc.  of 
clear  straw-colored  fluid  each. 

Externally  the  lungs  showed  multiple 
ecchymotic  hemorrhages  (Fig.  1A).  The 
right  lung  weighed  1,100  Gm.  and  the  left 
weighed  800  Gm.  Microscopically  the 
alveoli  were  distended  with  red  blood  cells 
and  edema  fluid  (Fig.  IB). 

The  liver  was  brown-yellow  in  color  and 
weighed  2,750  Gm.  Microscopically  there 
was  marked  fatty  metamorphosis  pri- 
marily in  the  central  lobular  areas. 

In  the  gastrointestinal  tract,  the  lower 
one  third  of  the  esophagus  and  the  gastric 
mucosa  showed  an  intense  hemorrhagic 


appearance  (Fig.  2).  The  remainder  of  the 
bowel  contained  about  500  cc.  of  dark 
brown  blood. 

The  spleen  weighed  450  Gm.  and  histo- 
logically showed  intense  congestion  of  the 
venous  sinusoids  and  occasional  areas  of 
hemorrhage  into  the  interstitial  tissue. 

Bone  marrow  sections  were  hypercellular 
with  apparent  increase  in  early  forms. 

The  most  notable  changes  were  in  the 
heart  and  kidneys.  Multiple  petechiae  of 
the  pericardium  and  epicardium  were  noted 
as  well  as  60  cc.  of  straw-colored  fluid  in  the 
pericardial  cavity.  In  the  heart  an  un- 
usual zone  of  subendocardial  hemorrhage 
was  observed  in  the  right  atrium  which 
extended  into  the  muscular  layer  of  that 
chamber  with  associated  nonreactive  focal 
necrosis. 

On  gross  inspection  the  kidneys  showed  a 
pronounced  hemorrhage  into  the  papillae 
(Fig.  3A). 

Microscopically  this  consisted  of  epi- 
thelial necrosis  of  the  distal  and  collecting 
tubules  with  interstitial  hemorrhage  and 
necrosis  (Fig.  3B). 

Comment 

This  is  the  first  case  of  this  disease  that 
has  been  seen  at  this  hospital,  and  accord - 
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FIGURE  3.  (A)  Accentuated  medulla  and  papillae  are  evident.  Grossly  red-brown  in  color  without  necrosis. 
(B)  High-power  view  of  kidney  collecting  tubules  demonstrating  epithelial  degeneration,  intense  interstitial 
congestion,  and  extravasation  of  red  blood  cells.  No  red  blood  cell  casts.  Only  hyalin  and  epithelial 
casts  evident  (hematoxylin  and  eosin  stain  X 280). 


ing  to  the  New  York  City  Health  Depart- 
ment, the  first  reported  in  this  area.4 

The  virus  is  transmitted  by  an  arthropod 
vector  which  is  believed  to  be  a mite,  al- 
though it  has  not  been  definitely  identified. 


Evidence  of  person-to-person  infection  is 
lacking,  and  the  disease  is  not  considered 
to  be  communicable  in  this  manner.  Iso- 
lation and  quarantine  measures  are  not 
required.  In  its  early  stages,  this  disease 
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may  be  confused  with  acute  leukemia, 
leptospirosis,  typhus,  idiopathic  thrombo- 
cytopenic purpura,  or  hemorrhagic  small- 
pox. 

At  the  end  of  the  first  week  of  this  illness, 
nearly  80  per  cent  of  infected  individuals 
are  on  their  way  to  recovery.  The  re- 
mainder have  a difficult  course  with  shock, 
renal  failure,  marked  fluid  and  electrolyte 
imbalances,  and  occasional  secondary  bac- 
terial infections.  The  mortality  rate  is 
from  3 to  5 per  cent. 

The  illness  begins  abruptly  with  high 
fever,  chills,  prostrations,  headache,  back- 
ache, photophobia,  and  anorexia.  This 
is  the  febrile  phase  which  lasts  three  to 
eight  days,  and  during  this  time  the  findings 
are  limited  to  facial  flush  and  injection  of 
the  conjunctiva  and  palate.  Toward  the 
end  of  the  febrile  phase,  the  manifestations 
of  capillary  leakage  occur  with  petechiae, 
especially  the  conjunctival  hemorrhages 
which  are  striking  in  this  disease.  The 
hematocrit  rises  to  as  high  as  70  with  a 
marked  reduction  of  plasma  volume;  plate- 
lets fall  and  faint  proteinuria  appears. 
These  alterations  lead  to  a hypotensive 
phase  which  develops  during  defervescence 
and  lasts  one  to  three  days.  A leuko- 
cytosis of  30,000  to  40,000  with  immature 
granulocytes  is  also  seen  in  this  phase. 
One  third  of  all  deaths  occur  during  this 
time.  In  spite  of  shock,  the  extremities  are 
found  to  be  warm. 

Capillary  hemorrhages  begin  to  abate 
during  the  next  phase  of  oliguria  which 
lasts  from  three  to  five  days.  Azotemia, 
dehydration,  mental  confusion,  and  rest- 
lessness are  associated  findings.  At  this 
point,  during  the  reabsorption  of  extra- 
cellular fluid,  a relative  hypervolemia 
with  hypertension  and  high  cardiac  output 
may  occur  which  may  progress  to  pul- 
monary edema  especially  with  the  ad- 
ministration of  intravenous  infusions. 

The  last  stage  of  the  illness  is  a diuretic 
phase  lasting  for  days  or  weeks.  During 
this  phase  patients  exhibit  a brittle  fluid 
volume  status  and  fluctuate  between  shock 
and  pulmonary  edema.  Serious  hypo- 
kalemia and  hyponatremia  can  occur. 


Eighty  per  cent  of  the  deaths  are  princi- 
pally the  result  of  uremia,  pulmonary 
edema,  and  myocardial  failure. 

Convalescence  lasts  three  to  twelve 
weeks  with  gradual  and  complete  return  to 
normal  renal  function. 

There  is  no  specific  therapy.  Bed  rest, 
sedation,  and  supportive  measures  are 
indicated.  Fluid  intake  must  be  limited 
because  of  generalized  capillary  leakage. 
In  shock,  vasopressors  and  salt-poor  al- 
bumin may  be  required.  The  treatment 
in  the  oliguric  phase  is  like  that  of  acute 
renal  failure  with  control  of  electrolyte  and 
fluid  balance,  but  is  more  difficult  because 
of  the  rapidity  with  which  pulmonary 
edema  may  occur. 

An  interesting  finding,  reported  in  the 
literature,  is  hemorrhage  with  necrosis  of 
the  pituitary  gland.  Unfortunately,  per- 
mission for  head  examination  was  not  per- 
mitted in  the  reported  case. 

For  detailed  discussions  of  the  nature  of 
the  disease,  the  interested  reader  can  be 
referred  to  several  interesting  articles  in  the 
literature. 1 ~3 

We  feel  the  diagnosis  is  established,  as 
the  patient  was  exposed  to  the  disease  in  an 
endemic  area  and  the  clinical  course  and 
pathologic  findings  were  in  accord  with  that 
described  in  the  literature. 

Summary 

A case  of  epidemic  hemorrhagic  fever  in  a 
young  man  in  New  York  City,  recently 
returned  from  Army  duty  in  Korea,  is 
described.  A brief  review  of  the  salient 
features  of  the  disease  is  presented. 
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T he  diagnosis  of  high  intestinal  or  pyloric 
obstruction  may  be  obscured  by  the  lack  of 
distention  and  rapid  development  of  symp- 
toms. Because  of  the  severity  of  the  en- 
suing alkalosis  and  dehydration,  accurate 
diagnosis  and  proper  surgical  management 
are  essential.  Volvulus  of  the  stomach 
often  presents  a striking  clinical  picture. 
It  is  more  common  in  older  people,  although 
cases  have  been  reported  in  infants  of  eight 
months.  *>2  In  many  instances  the  volvulus 
is  more  correctly  a torsion  or  partial  volvu- 
lus of  the  stomach,  but  since  the  term  vol- 
vulus is  employed  most  commonly  in  the 
literature,  it  will  be  used  in  this  report. 
The  volvulus  may  be  either  idiopathic  or  a 
result  of  various  types  of  defects  in  the 
diaphragm.  The  twist  may  be  either 
organoaxial  or  mesentericoaxial.  The 
symptoms  produced  can  be  either  acute  or 
relatively  chronic  in  nature.  If  the  vol- 
vulus is  a complete  one  so  that  the  cardia  is 
obstructed,  there  will  be  prolonged  retching 
and  inability  to  vomit.  Also  it  will  not  be 


possible  to  pass  a nasogastric  tube  into  the 
stomach.  If  the  volvulus  is  not  complete, 
there  will  be  vomiting  of  bile-free  material 
in  greater  or  lesser  amounts  and  varying 
degrees  of  abdominal  distress.  The  diag- 
nosis may  also  be  made  if  there  is  evidence 
of  a double  fluid  air  level  on  flat  plate  of  the 
abdomen. 

The  foramen  of  Morgagni,  or  space  of 
Larrey,  is  a potential  triangular  space  on 
either  side  of  the  midline  sternal  slip  of  the 
diaphragm.  The  base  of  the  triangle  is 
anterior.  Occasionally  the  midline  slip  is 
missing  and  the  two  spaces  may  be  fused 
into  one  large  opening.  This  is  a weak 
area,  devoid  of  muscle,  and  traversed  by  the 
deep  epigastric  vessels.  On  the  left  some 
additional  support  is  provided  by  the 
pericardium,  and  this  may  be  one  reason 
that  most  of  the  hernias  are  found  on  the 
right  side.  According  to  Jemerin,3  ap- 
proximately 100  cases  of  hernias  of  this  type 
have  been  reported.  Harrington,4  in  re- 
viewing 430  cases  of  diaphragmatic  hernias 
treated  at  the  Mayo  clinic,  mentioned  8 
instances;  7 of  the  hernias  contained  large 
bowel  and  only  1 contained  stomach.  He 
did  not  mention  any  acute  cases  in  the 
group.  Jemerin  reported  3 cases  in  Octo- 
ber, 1963;  2 of  these  cases  contained  both 
colon  and  stomach,  and  the  third  contained 
only  omentum.  There  were  no  acute  prob- 
lems. Hunter5  collected  5 cases  of  this  con- 
dition; 2 of  these  hernias  contained  only 
colon  and  did  not  require  surgery.  There 
were  3 cases  of  gastric  volvulus  requiring 
urgent  surgery.  He  felt  the  condition  was 
more  common  than  had  been  previously 
reported.  Nine  cases  of  foramen  of  Mor- 
gagni hernias  were  reported  from  the  Lahey 
Clinic.6  Two  of  the  hernias  contained 
stomach,  but  there  were  no  acute  problems. 
There  have  been  6 cases  of  hernias  of  the 
foramen  of  Morgagni  at  The  New  York 
Hospital-Cornell  Medical  Center.  Only  1, 
the  case  to  be  reported,  appeared  as  an 
acute  problem.  The  others  were  treated 
electively.  One  contained  colon  but  the 
other  4 only  omentum.  It  appears  that  the 
likelihood  of  these  defects  causing  difficulty 
is  primarily  related  to  the  size  of  the  open- 
ing and  the  contents  incarcerated  within  the 
hernia  sac.  Where  the  size  is  less  than  3 
by  2 cm.  viscera  are  rarely  encountered; 
when  larger  than  this,  trouble  is  more  likely 
to  occur. 
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FIGURE  1.  X-ray  film  and  line  drawing.  Presence 
of  colon  in  right  side  of  chest  is  apparent  on  chest 
x-ray  film  taken  three  months  before  acute  attack. 


Case  report 

This  was  the  first  New  York  Hospital 
admission  of  a seventy-three-year-old  mar- 
ried white  woman  who  was  transferred  from 
Hospital  for  Special  Surgery  with  a tenta- 
tive diagnosis  of  high  intestinal  obstruction. 
Four  days  prior  to  her  New  York  Hospital 
admission,  she  had  fallen  and  suffered  a 
displaced  fracture  of  the  neck  of  the  right 
humerus.  This  was  treated  conservatively 
at  another  hospital  out  of  the  city,  and  she 
returned  to  her  home  where  intractable 
vomiting  developed.  The  vomitus  did  not 
contain  bile  or  blood.  She  was  first  ad- 
mitted to  Hospital  for  Special  Surgery  for 
further  evaluation  of  her  humeral  fracture, 
but  it  soon  became  apparent  that  the  major 
problem  was  in  her  gastrointestinal  system, 


FIGURE  2.  Twisted  stomach  with  half  lying  in  right 
side  of  chest  readily  demonstrated. 


so  she  was  transferred  to  The  New  York 
Hospital.  Past  history  revealed  that  three 
months  earlier  she  had  had  vague  upper 
abdominal  distress,  and  she  had  been 
evaluated  at  another  institution.  The 
work-up  revealed  gallstones,  and  on  barium 
enema  the  colon  was  seen  to  be  in  the  right 
side  of  the  chest  (Fig.  1).  Upper  gastro- 
intestinal series  was  not  done.  Since  the 
symptoms  were  not  severe  and  there  was 
considerable  chronic  lung  disease,  surgery 
was  not  advised.  The  exact  nature  of  the 
pulmonary  problem  was  not  clear,  but  she 
had  been  hoarse  for  several  years  and  had 
limited  exercise  tolerance. 

When  first  examined  she  was  acutely  ill 
and  markedly  dehydrated.  There  were 
decreased  to  absent  breath  sounds  at  the 
right  base,  but  no  abdominal  tenderness  or 
mass  was  felt.  Laboratory  data  revealed  a 
metabolic  alkalosis  with  a carbon  dioxide  of 
42  mM.  per  liter,  sodium  of  157  mEq.  per 
liter,  potassium  of  3.4  mEq.  per  liter,  and 
blood  urea  nitrogen  of  63  mg.  per  100  ml. 
X-ray  films  revealed  air  fluid  levels  both 
below  and  above  the  diaphragm.  There 
was  no  bile  on  the  gastric  aspirate,  but  it 
was  not  difficult  to  pass  a tube  into  the 
stomach.  The  tentative  diagnosis  of  gas- 
tric volvulus  through  a diaphragmatic  de- 
fect was  confirmed  by  water-soluble  gastro- 
intestinal series  shortly  after  admission 
(Fig.  2).  During  the  next  sixteen  hours  the 
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FIGURE  3.  Gastrointestinal  series  taken  one 
month  post  surgery  shows  stomach  and  duodenum 
to  be  in  normal  position. 


patient  was  treated  with  hydration  and 
digitalization.  It  was  also  possible  partly 
to  correct  the  metabolic  alkalosis.  Follow- 
ing this  period  of  observation,  the  white 
blood  cell  count  was  noted  to  have  risen, 
and  she  had  become  febrile.  Conse- 
quently surgery  was  undertaken. 

At  laparotomy  it  was  found  that  the 
cardia  of  the  stomach  was  in  a normal 
position  but  that  the  fundus  and  antrum 
had  rotated  180  degrees  anteriorly  and 
superiorly  and,  along  with  the  transverse 
colon  and  greater  omentum,  lay  in  the  right 
chest.  The  incarcerated  viscera  and 
omentum  were  readily  reduced  and  were 
viable.  A tube  gastrostomy  was  per- 
formed, and  the  hernia  was  repaired  using 
silk.  According  to  the  literature  these 
hernias  always  contain  a sac,  but  we  could 
not  demonstrate  one  in  this  instance.  It 
may  have  been  bound  to  the  lung  so  that  it 
was  obscured.  The  defect  located  in  the 
area  of  the  right  space  of  Larrey  measured 
about  8 cm.  in  greatest  diameter  and  10  cm. 
in  depth.  The  defect  was  closed  in  an 
anteroposterior  fashion. 

Postoperatively  the  patient  had  obvious 
pulmonary  insufficiency  with  a poor  re- 
spiratory exchange.  In  spite  of  vigorous 
tracheal  suctioning,  a severe  left  lower  lobe 


pneumonia  developed.  Tracheostomy  was 
done  on  the  third  day,  but  dyspnea  and 
tachypnea  persisted  and  a right  upper  lobe 
pneumonia  became  apparent.  Sputum 
smear  and  culture  showed  staphylococci, 
and  appropriate  antimicrobials  were  em- 
ployed. In  spite  of  this,  a progressive 
respiratory  acidosis  developed  with  a carbon 
dioxide  tension  of  95,  a pH  of  7.15,  and 
carbon  dioxide  of  34  mM.  per  liter.  Be- 
cause of  cyanosis  in  oxygen  and  gradual 
worsening  of  her  condition,  she  was  started 
on  intermittent  positive  pressure  oxygen 
using  the  Bird  apparatus  on  her  eighth  post- 
operative day.  After  twenty-four  hours 
of  therapy,  she  was  significantly  improved 
both  clinically  and  by  laboratory  param- 
eters. From  the  ninth  postoperative  day, 
this  improvement  continued.  The  pneu- 
monia cleared  significantly  by  the  thir- 
teenth postoperative  day,  and  it  was  pos- 
sible to  stop  the  positive  pressure  technics 
at  this  time.  She  was  ambulated  and 
started  on  oral  feedings  which  she  tolerated 
well  (Fig.  3).  The  gastrostomy  tube  was 
removed  on  the  twenty-second  postopera- 
tive day,  and  the  tracheostomy  tube  was 
taken  out  on  the  thirty-first  postoperative 
day.  Since  her  discharge  in  July,  1964, 
she  has  had  no  further  difficulty  with  the 
gastrointestinal  tract  and  spent  the  winter 
in  Florida  where  the  likelihood  of  respira- 
tory tract  infection  is  less. 

Comment 

Although  foramen  of  Morgagni  hernia  is 
an  unusual  type  of  diaphragmatic  defect, 
it  may,  on  occasion,  be  large  enough  to 
permit  the  entrance  of  abdominal  viscera. 
The  transverse  colon  is  most  commonly 
involved,  but  in  certain  instances  the 
stomach  may  also  become  incarcerated. 
The  diagnosis  can  be  tentatively  estab- 
lished by  the  history  and  x-ray  films  of  the 
chest  and  abdomen.  Definitive  preopera- 
tive diagnosis  is  dependent  on  water-soluble 
contrast  studies  of  the  stomach.  Surgical 
repair  may  be  by  either  the  thoracic  or 
abdominal  approach.  In  the  case  reported, 
the  latter  approach  was  considered  prefer- 
able because  of  the  patient’s  age  and  severe 
respiratory  insufficiency.  In  addition,  the 
abdominal  incision  was  adequate  for  a 
gastric  resection,  had  gangrene  been  present 
or  the  stomach  perforated.  Other  authors, 
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such  as  Harrington,4  feel  that  hernias 
through  the  right  side  should  be  repaired 
from  the  thoracic  region  because  the  liver 
blocks  an  abdominal  approach,  but  Jem- 
erin3  feels  that  the  abdominal  approach  is 
preferable  in  all  acute  problems.  The  group 
from  the  Lahey  Clinic  feel  that  either 
approach  may  be  employed  with  safety. 
Significant  morbidity  and  mortality  rates 
are  associated  with  the  condition,  because 
the  patients  frequently  are  in  the  older-age 
group  and  because  the  diagnosis  may  not  be 
made  before  gastric  gangrene  and  peritonitis 
have  developed.7  8 In  cases  such  as  the  one 
reported,  the  postoperative  care  is  more  of 
a problem  than  the  operative  procedure. 
As  the  population  becomes  older,  more 
patients  will  be  found  with  multiple  organ 
abnormalities  as  was  this  woman.  Careful 
attention  to  the  electrolyte  and  cardiopul- 


Psychiatric problems 
in  adults 

One  in  7 adults  seen  by  a physician  has  a 
psychiatric  ailment,  according  to  the  Public 
Health  Service,  U.S.  Department  of  Health, 
Education,  and  Welfare. 

A new  study,  conducted  jointly  by  the 
National  Institute  of  Mental  Health  and  the 
Group  Health  Association,  Inc.,  Washington, 
D.C.,  outlines  the  type  of  psychiatric  problem 
the  physicians  found  most  frequently  in  a 
sample  of  more  than  6,000  patients.  The 
Group  Health  Association  provides  prepaid 
group  medical  service  in  the  Washington,  D.C., 
area. 

Ben  Z.  Locke,  Institute  statistician,  reported 
these  findings  to  the  American  Public  Health 
Association  Annual  Meeting  in  Chicago:  (1) 

Psychiatric  problems  are  more  common  in 
women  patients  than  in  men.  In  the  age 
group  over  sixty-four,  the  rates  for  women  were 
50  per  cent  higher  than  for  men.  However, 
on  the  whole,  the  men  were  more  seriously 


monary  problems  may  enable  us  to  achieve 
a satisfactory  recovery  rate  in  these  pa- 
tients. 
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disabled  than  the  women.  (2)  Widowed, 
divorced,  or  separated  women  had  higher  rates 
than  single  or  married  women.  Among  the 
men,  married  or  not,  the  rates  were  similar. 
(3)  Older  people  suffered  many  more  psychiatric 
complaints  than  younger  adults.  Rates  for 
those  over  sixty-four  years  rose  three  to  four 
times  those  for  people  in  their  twenties.  (4) 
Men  who  turned  out  to  have  emotional  prob- 
lems came  to  the  physician  most  frequently 
with  complaints  about  the  heart  and  other 
parts  of  the  circulatory  system.  The  emo- 
tionally disturbed  women  complained  mainly  of 
ailments  of  the  digestive  system.  (5)  The  longer 
the  patient  had  endured  his  psychiatric  prob- 
lem, the  more  serious  and  deeply  ingrained  it 
had  become. 

The  physicians  in  the  study  reported  that 
most  of  the  patients  were  aware  of  their  psychi- 
atric ailments,  but  only  a few  had  ever  gone  to  a 
psychiatrist.  The  physicians  prescribed  drugs 
for  75  per  cent  of  such  patients  and  referred 
only  17  per  cent  to  a psychiatrist.  The  older 
the  patient,  the  more  likely  he  was  to  be  given 
drugs.  The  physicians  explained  that  many  pa- 
tients were  unable  to  afford  psychiatric  care. 
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Intraperitoneal  Hemorrhagic 
Rupture  of  Liver 
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| NTRAPERITONEAL  HEMORRHAGE  with  shock 
in  a young  person  that  occurs  without 
trauma  is  rarely  attributed  to  a bleeding 
liver.  If  the  peritoneal  tap  reveals  frank 
blood,  one  immediately  thinks  of  a ruptured 
viscus,  ruptured  ectopic  pregnancy,  or 
concealed  and  obvious  trauma  to  intra- 
abdominal organs  and  blood  vessels.  This 
rare  diagnosis  can  only  be  made  possible 
by  exclusion  of  all  other  causes.  However, 
once  a laparotomy  is  performed,  the  diag- 
nosis becomes  surprisingly  apparent. 

The  following  case  history  will  illustrate 
an  intraperitoneal  hemorrhagic  rupture 
of  the  liver  in  a young  unmarried  girl. 

Case  report 

The  patient  was  a twenty-five-year-old 
Negro  female  graduate  student  who  was 
brought  to  Knickerbocker  Hospital  on 
May  7,  1965,  because  of  sudden  abdominal 
pain  and  fainting.  She  had  noticed  the 
onset  of  epigastric  pain  while  bending  over 
to  lift  a light  object  one  hour  prior  to  ad- 
mission. She  described  the  pain  as  “gas 
on  her  stomach.”  The  pain  persisted  and 
was  aggravated  by  deep  breathing.  It 
radiated  to  the  left  shoulder  and  was  not  ac- 
companied by  nausea  or  vomiting.  The 
character  and  location  of  the  pain  remained 
unchanged  until  one  hour  after  the  onset 
when  the  patient  suddenly  collapsed.  She 
denied  any  preceding  injuries  to  her  chest  or 


abdomen.  She  also  denied  any  fainting 
episodes  in  the  past.  Since  1960  she  had 
been  complaining  of  intermittent  episodes 
of  mild  epigastric  pain  aggravated  by 
hunger  and  often  relieved  by  antacids. 

In  1963  an  upper  gastrointestinal  tract 
survey  failed  to  reveal  any  abnormalities. 
Her  last  menstrual  period  had  begun  on 
April  23,  1965,  and  ended  on  April  27, 
1965.  It  was  described  by  the  patient  as 
being  normal.  She  was  not  married  and 
had  had  no  pregnancies. 

In  her  past  history  the  patient  had  scarlet 
fever  in  early  childhood  and  poliomyelitis 
at  the  age  of  four  and  a half.  She  recovered 
from  the  latter  with  only  a slight  residual 
weakness  of  the  left  deltoid  and  left  leg. 
She  had  been  treated  in  the  past  with  iron 
preparations  for  anemia,  believed  to  have 
been  due  to  excessive  menstrual  bleeding. 

In  February,  1965,  she  was  treated  with 
sulfisoxazole-phenazopyridine  hydrochlo- 
ride (Azo  Gantrisin)  for  one  week  for 
cystitis  of  the  urinary  bladder.  One  month 
prior  to  admission,  she  received  antihista- 
minic-analgesic-antipyretic  (Coricidin)  tab- 
lets for  an  upper  respiratory  tract  infection 
but  received  no  antibiotics.  She  denied 
smoking  or  excessive  alcoholic  consumption. 
There  was  no  pertinent  family  history. 

Physical  examination  in  the  emergency 
room  revealed  a pale  woman  in  moderate 
distress  with  cold  clammy  skin.  Her  tem- 
perature was  98.8  F.,  pulse  110  per  minute, 
respirations  22  per  minute,  and  blood  pres- 
sure 50/20.  The  conjunctivas  and  oral 
mucosa  were  pale.  Neck  veins  were  not 
engorged.  The  lungs  were  clear,  and  the 
heart  sounds  were  not  remarkable  except 
for  a tachycardia.  Her  abdomen  was  not 
distended.  It  was,  however,  diffusely  ten- 
der with  guarding  and  bilateral  rebound 
tenderness.  No  organs  or  masses  were 
palpable. 

Pelvic  examination  revealed  a slightly 
soft  and  cyanotic  cervix.  The  corpus 
uteri  was  of  normal  size,  and  a small  mass 
was  felt  in  the  right  adnexa.  Cul-de-sac 
aspiration  yielded  20  cc.  of  fluid  blood. 
There  was  slight  weakness  of  the  left 
deltoid  and  left  leg.  Her  hemoglobin  was 
9.7  Gm.  per  100  ml.,  white  blood  cell  count 
6,200  with  63  per  cent  polymorphonuclear 
leukocytes,  34  per  cent  lymphocytes,  and  3 
per  cent  eosinophils.  Urinalysis  showed  a 
faint  trace  of  albumin,  and  a chest  x-ray 
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film  showed  a normal  cardiac  silhouette  and 
lung  fields. 

Blood  transfusions  were  given  and  an 
operation  was  performed  three  hours  after 
admission. 

The  preoperative  diagnoses  in  their  order 
of  importance  were  possibly  a ruptured 
ectopic  pregnancy,  a rupture  of  the  spleen 
or  liver  on  an  unnoticed  traumatic  basis, 
or  possible  intraperitoneal  organ  or  blood 
vessel  trauma. 

On  opening  the  peritoneal  cavity  at 
operation,  2,000  cc.  of  blood  were  removed, 
and  exploration  of  the  pelvis  revealed  all 
normal  structures  there.  Examination  of 
the  hollow  viscera  and  the  spleen  also 
proved  them  to  be  normal.  On  examining 
the  liver,  the  right  lobe  palpated  normally, 
but  the  left  lobe  presented  a bulging  soft 
mass  which  continued  to  ooze  blood.  This 
mass  completely  replaced  the  left  lobe  of 
the  liver.  On  further  examination,  the 
capsule  of  this  mass  ruptured  more  ex- 
tensively with  extrusion  of  pieces  of  liver, 
clots,  and  blood.  Pressure  was  then  applied 
across  the  area  of  the  falciform  ligament 
and  ligamentum  teres  to  control  the  bleed- 
ing. The  entire  left  lobe  of  the  liver  was 
resected,  and  sutures  of  interlocking 


Psychiatrist  sees 
leisure  ill  used 


Western  man  tends  to  be  seriously  un- 
prepared, emotionally  and  psychologically,  for 
the  free  time  that  modern  civilization  offers 
him,  a psychiatrist  stated.  Unable  to  adjust 
properly  to  this  “latest  and  greatest  freedom,” 
some  persons  become  alienated  from  themselves 
and  from  their  fellows  or  become  compulsive 
participants  in  leisure-time  activities  that  do  not 
really  answer  the  basic  need,  said  A.  R.  Martin, 
M.D.,  chairman  of  the  committee  on  research 
of  the  New  York  City  Youth  Board,  at  a recent 
symposium  held  in  celebration  of  the  twenty- 
fifth  anniversary  of  the  Association  for  the 
Advancement  of  Psychoanalysis. 

Moonlighting,  the  holding  of  two  or  more 


chromic  catgut  were  used  to  sew  the  raw 
edge  of  the  cut  liver. 

After  all  bleeding  was  controlled,  the 
abdomen  was  closed  after  two  drains  were 
inserted,  one  to  the  raw  liver  edge  area 
and  the  other  in  the  upper  left  lateral  gut- 
ter. Six  pints  of  blood  were  administered, 
and  her  blood  pressure  and  pulse  were 
stabilized.  She  drained  profusely  for  a 
few  days,  and  finally  her  wounds  healed. 
She  was  discharged  home  on  June  8,  1965, 
completely  well. 

The  pathologist’s  report  on  microscopic 
sections  of  the  liver,  after  many  consulta- 
tions with  H.  Popper,  M.D.,  M.  Helpern, 
M.D.,  W.  Ober,  M.D.,  H.  Kwittken,  M.D., 
and  others,  was  hamartoma  of  the  liver. 

She  made  a smooth  uninterrupted  con- 
valescence and  is  now  back  at  her  normal 
social  service  work. 

Comment 

This  case  is  presented  as  another  possi- 
bility in  the  differential  diagnosis  of  non- 
traumatic  intraperitoneal  hemorrhage.  It 
is  of  rare  occurrence  and  a review  of  the 
literature  reveals  only  4 cases  reported 
since  1935. 


jobs  at  once,  is  often  a symptom  of  inability  to 
adapt  to  free  time  and  is  frequently  prompted 
by  psychological  rather  than  economic  needs. 

“Through  the  help  of  leisure  time  marketeers, 
the  country  has  been  led  to  believe  that  ef- 
fective adaptation  to  free  time  is  assured 
by  providing  more  and  more  leisure-time 
activities  and  facilities  and  developing  and 
improving  our  external  resources,”  the  psy- 
chiatrist stated.  “People  everywhere  are  over- 
estimating and  misconceiving  the  value  of  all 
these  external  resources  and  facilities.” 

The  underlying  need  is  for  promoting  and 
improving  the  individual’s  inner  resources — - 
the  ability  to  relax,  for  example,  or  to  do  things 
simply  for  the  sake  of  one’s  interest  in  doing 
them. 

Although  those  who  provide  leisure-time 
activity  do  supply  a useful  means  of  adapting  to 
leisure,  they  exploit  the  problem  rather  than 
attacking  its  causes. 
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Adenocarcinoma  Within 
Serous  Cystadenofibroma 
of  Ovary 


FIGURE  1.  Sectioned  surface  of  ovarian  tumor 
showing  multiloculated  cysts  and  solid  tumor 
composing  lesion. 
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P RIMARY  ADENOCARCINOMA  of  the  ovary 
originating  within  the  glandular  elements  of 
typical  serous  cystadenofibroma  is  a less- 
known  tumor  that  is  rarely  encountered. 
Only  nine  references  to  such  lesions  have 
appeared  in  the  literature.1-7  Of  these,  5 
cases  were  not  fully  documented,4-6  and 
another  case7  did  not  appear  to  meet  com- 
pletely Scott’s8  criteria  for  ovarian  serous 
cystadenofibroma.  We  therefore  believe 
that  a report  of  the  following  case  will  be  of 
interest. 

Case  report 

A sixty-two-year-old  white  married  wo- 
man was  referred  to  Kings  County  Hospital 
Medical  Center  on  March  19,  1962,  be- 
cause of  a pelvic  mass  noted  during  physical 
examination  in  the  outpatient  department. 
Past  history  revealed  that  she  had  never 
been  pregnant.  She  had  been  treated  for 
Stage  I carcinoma  of  the  cervix  in  1929  and 
in  1930,  and  she  had  received  a total  dose  of 
external  radiation  of  11,480  r which  was 
directed  to  four  pelvic  ports  as  well  as 
6,826  mg.  hours  of  radium.  She  did  not 


menstruate  thereafter.  In  1955  she  under- 
went a simple  vulvectomy  for  kraurosis 
vulvae.  She  had  been  hypertensive  for 
several  years  prior  to  the  present  hospital 
admission  and  had  been  treated  with  nitro- 
glycerin for  occasional  episodes  of  angina 
pectoris. 

At  the  time  of  this  admission  she  com- 
plained of  increasing  weakness  and  low 
abdominal  pain  associated  with  bowel  move- 
ments. Physical  examination  revealed  an 
obese  white  female  in  no  distress.  The 
blood  pressure  was  210  systolic  and  100 
diastolic,  the  pulse  was  84  and  regular,  and 
the  temperature  was  98.6  F.  No  lym- 
phadenopathy  was  noted,  and  no  breast 
masses  were  palpated.  The  heart  was  not 
enlarged,  and  no  murmurs  were  heard. 
The  abdomen  was  soft,  and  no  organs  or 
masses  were  palpable.  Tenderness  to  direct 
palpation  was  present  immediately  above 
the  symphysis  pubis.  Pelvic  examination 
revealed  abscence  of  the  labia  and  perineal 
scarring  which  was  attributable  to  the 
earlier  vulvectomy.  A large  rectocele  was 
present.  No  induration  of  the  vaginal 
vault  was  noted.  The  cervix  and  uterus 
could  not  be  clearly  defined.  On  rectal, 
rectovaginal,  and  bimanual  examination,  a 
firm,  nodular,  nontender  mass  was  found; 
it  was  freely  mobile  within  the  center  of 
the  pelvis  and  was  not  attached  to  the  walls 
of  the  pelvis. 

The  hemoglobin  was  13.3  Gm.  per  100 
ml.,  and  the  white  cell  count  was  6,800 
per  cubic  millimeter.  Urinalysis  gave  nega- 
tive findings  and  a urine  culture  yielded  no 
growth.  The  blood  urea  nitrogen  was  8 
mg.  per  100  ml.,  and  the  glucose  was  75  mg. 
per  100  ml.  Serum  electrolytes  and  liver 
function  studies  were  within  normal  limits. 
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FIGURE  2.  Epithelial  lining  of  cystic  area  within 
benign  portion  of  ovarian  cystadenofibroma 
(hematoxylin  and  eosin  stain  X 300). 


A VDRL  test  gave  weakly  positive  find- 
ings, but  a Reiter  protein  complement 
fixation  test  for  syphilis  was  nonreactive. 
Electrocardiography  showed  a left  strain 
pattern.  The  cervix  yielded  a type  I 
Papanicolaou  smear. 

Roentgenographic  examinations  revealed 
many  areas  of  calcification  within  the  right 
abdomen  and  pelvis  as  well  as  a rounded, 
peripherally  calcified  soft-tissue  density 
within  the  pelvis.  On  intravenous  pyelog- 
raphy, the  lower  portions  of  the  ureters 
were  found  to  be  displaced  laterally,  and 
the  bladder  was  indented  superiorly  by  the 
soft-tissue  density.  A roentgenogram  of 
the  chest  and  a skeletal  survey  showed 
negative  findings.  Proctoscopy  to  18  cm. 
gave  negative  results,  and  a barium  enema 
examination  revealed  multiple  diverticuli 
along  the  colon.  No  evidence  of  tumor  or 
calculi  was  found  on  cystoscopic  examina- 
tion. 

The  patient  underwent  total  abdominal 
hysterectomy  and  bilateral  salpingo-oopho- 
rectomy  on  April  4,  1962.  At  laparotomy, 
no  evidence  of  metastatic  carcinoma  was 
found  within  the  peritoneal  cavity  and 
pelvis. 

Pathologic  findings.  The  right  ovary 
was  markedly  enlarged,  measuring  5 by 
10  by  11  cm.,  and  the  right  fallopian  tube 
was  stretched  across  it.  The  surface  of 
this  ovary  was  smooth,  irregular,  and 
studded  with  multiple  firm  white  nodules 
which  measured  up  to  0.3  cm.  in  diameter. 
Approximately  40  per  cent  of  this  organ 
was  composed  of  a multiloculated  cyst 
which  contained  clear,  yellow,  serous  fluid 
(Fig.  1).  Its  inner  linings  were  smooth 
and  shiny.  The  rest  of  this  ovary  con- 
sisted of  a firm  mass  of  solid  gray-white 
tissue. 


FIGURE  3.  Nonmalignant  glandular  structures 
within  tumor.  Fibrous  stroma  shown  as  well  as 
papilloma  similar  to  those  seen  in  mammary  gland 
fibroadenomata  (hematoxylin  and  eosin  stain  X 
300). 

The  left  ovary  was  much  smaller  and 
measured  1 by  1.5  by  2 cm.  It  contained 
a unilocular  cyst  measuring  1 cm.  in  di- 
ameter which  was  filled  with  clear,  straw- 
colored,  serous  fluid.  The  uterus  was  small 
and  atrophic. 

Histologic  examination  of  the  extremely 
thin  walls  of  the  cystic  portions  of  the  right 
ovary  revealed  that  they  were  lined  by 
single  layers  to  cuboidal  to  columnar  epi- 
thelial cells,  the  apices  of  which  contained 
amphophilic,  amorphous  material  (Fig.  2). 
On  histologic  examination  of  the  solid  por- 
tion of  the  right  ovary,  the  surface  was  ob- 
served to  consist  of  pseudostratified  colum- 
nar epithelium  which  invaded  the  dense, 
hyalinized,  fibrous  stroma  to  produce  sur- 
face papillomas  and  many  irregular  but 
well-formed,  frequently  slit-like  glandular 
structures  measuring  up  to  0.3  cm.  in 
diameter  (Fig.  3).  Some  of  these  glandu- 
lar elements  contained  papillomata  similar 
to  those  occurring  in  mammary  gland 
fibroadenomata.  An  amorphous,  ampho- 
philic substance  was  contained  within  the 
apices  of  many  of  the  epithelial  cells  of  these 
glandular  structures.  It  was  similar  to 
that  which  was  present  within  the  epithelial 
cells  of  the  linings  of  the  cystic  portions  of 
the  ovary.  Although  some  of  the  nuclei 
of  the  glandular  elements  were  moderately 
vesiculated,  no  hyperchromatism  was  pres- 
ent, the  nucleus-to-cytoplasm  volume  ratio 
was  normal,  and  no  mitoses  were  seen. 

Many  well -formed  and  some  poorly 
formed  tubular  and  acinar  elements  of 
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FIGURE  4.  Malignant  elements  forming  irregular 
glands  and  tubules  within  ovarian  tumor.  Marked 
atypia  present  (hematoxylin  and  eosin  stain  X 
300). 

smaller  size  were  present  in  many  areas 
interspersed  among  the  glandular  structures 
just  described.  These  glandular  formations 
were  arranged  contiguously,  without  inter- 
vening stroma,  in  haphazard  fashion  (Fig. 
4).  Mitotic  figures  were  frequent,  the 
nucleus-to-cytoplasm  volume  ratio  was 
markedly  increased,  and  nuclear  hyper- 
chromatism and  vesiculation  were  promi- 
nent. Many  of  these  smaller  tubular  ele- 
ments appeared  to  be  associated  with,  and 
apparently  originated  from,  the  larger 
glandular  elements.  In  some  areas,  foci 
of  undifferentiated  carcinoma  were  inter- 
spersed among  the  larger  glandular  ele- 
ments; in  other  areas,  however,  no  evidence 
of  any  form  of  carcinoma  was  present. 

The  left  ovary  was  unremarkable  micro- 
scopically, and  the  uterus  and  its  endo- 
metrium were  completely  atrophic. 

Comment 

Ovarian  serous  cystadenofibromas  are 
fibroepithelial  tumors  of  germinal  epi- 
thelium derivation  which  have  a character- 
istically distinctive  appearance  and  con- 
sistency. They  may  be  differentiated  mac- 
roscopically  from  the  other  benign  cystomas 
of  the  ovary.5,8  According  to  Scott’s8  clas- 
sification, at  least  one  quarter  of  their 
volume  consists  of  solid  tumor. 

Some  of  these  lesions  appear  to  be  endo- 
crinologically  active.9-13  Scott8 considered 
them  nonfunctional  because  he  was  able 
to  find  endometrial  abnormalities  to  ac- 
count for  the  uterine  bleeding  that  he  en- 


countered in  4 of  his  patients.  Hertig 
and  Gore5  suspect  that  the  stroma  of 
cystadenofibromas  has  some  estrogenic  ef- 
fect and  relate  such  endometrial  abnormal- 
ities as  Scott  encountered  to  this.  De 
Benedictis  and  Pollice14  have  suggested  that 
endocrine  imbalance  may  be  involved  in 
the  etiology  of  these  tumors. 

Scott  in  1942s  predicted  the  recognition 
of  a malignant  counterpart  of  these  or- 
dinarily benign  tumors.  In  1953,  Hertig' 
presented  a malignant  serous  cystadeno- 
fibroma,  measuring  about  10  cm.  in  di- 
ameter, which  was  clinically  benign.  In 
the  most  malignant-appearing  portion  of 
this  tumor,  solid  nests  of  tumor  cells  were 
observed  among  multiple  cysts  lined  by 
benign-appearing,  cuboidal  epithelium  and 
well-differentiated  papillary  processes. 

In  1957,  Scully  and  Morris3  reported 
observing  a 2-cm.  nodule  of  adenocarcinoma 
in  the  wall  of  a multilocular  serous  cyst- 
adenofibroma  which  was  9 cm.  in  diameter. 
Numerous  lutein-like  cells  were  present  in 
the  stroma  of  this  adenocarcinomatous 
nodule,  and  active  secretory  activity  was 
suggested  by  the  presence  of  cystic  hyper- 
plasia of  the  endometrium.  Their  patient 
was  seventy-four  years  old,  and  her  chief 
complaint  was  vaginal  bleeding,  accumula- 
tion of  mammary  secretions,  and  hyper- 
trophy of  the  clitoris.  The  bleeding  and 
mammary  secretion  subsided  following  ex- 
tirpation of  the  tumor. 

Rothman  and  Blumenthal  in  19583  re- 
ported their  findings  in  another  malignant 
serous  cystadenofibroma.  Their  patient 
was  sixty -seven  years  old,  and  her  primary 
complaint  was  of  painless  vaginal  bleeding 
which  could  be  attributed  to  a coexistent 
endometrial  polyp.  The  tumor  measured 
15  cm.  in  its  greatest  dimension,  and  the 
neoplastic  process  within  it,  observed  in  the 
zone  between  the  solid  and  cystic  portions 
of  the  tumor,  consisted  of  cellular  and 
highly  atypical  nests  of  cells. 

Beric  and  Stoll  in  1959 4 reported  3 
patients  who  were  found  to  have  malignant 
serous  cystadenofibromas.  They  did  not 
report  details  of  their  histologic  findings. 
Hertig  and  Gore  in  I9605  mentioned  that 
they  had  seen  1 case  in  which  a benign- 
appearing  serous  cystadenofibroma  metas- 
tasized or  at  least  spread  to  the  omentum. 

In  a discussion  of  carcinoma  within 
serous  cystadenofibromas,  Haines  and  Tay- 
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lor  in  19626  presented  an  illustration  show- 
ing neoplastic  epithelial  proliferation  within 
a glandular  structure.  Coyle  and  Get- 
tinger7  recently  reported  observing  adeno- 
carcinoma in  a papillary  cystadenofibroma. 
However,  less  than  a quarter  of  the  vol- 
ume of  this  cystoma  appeared  to  consist  of 
solid  tumor. 

No  evidence  of  any  endocrine  imbalance 
was  detected  in  our  patient.  She  com- 
plained only  of  lower  abdominal  pain  as- 
sociated with  bowel  movements  and  weak- 
ness. Vaginal  bleeding  had  not  occurred 
since  the  cessation  of  menses  following 
the  administration  of  radiotherapy  many 
years  earlier  for  a cervical  lesion. 

Microscopic  evidence  of  cancer,  charac- 
terized particularly  by  abnormal  glandular 
proliferation,  was  prominent  throughout 
her  tumor.  No  lutein-like  cells  were  seen 
within  it,  and  the  uterus  and  its  endo- 
metrium were  atrophic.  Whether  or  not 
the  intensive  pelvic  irradiation  adminis- 
tered thirty-one  years  earlier  was  related 
to  the  development  of  the  benign,  or  as- 
sociated malignant,  neoplasm  cannot  be 
ascertained.  No  pathologic  evidence  of 
radiation  effect  were  observed. 

Summary 

A primary  adenocarcinoma  of  the  ovary 
which  was  discovered  on  histologic  ex- 
amination within  the  glandular  elements 
of  a typical  serous  cystadenofibroma  in  a 
sixty-two-year-old  white  woman  is  de- 
scribed. A review  of  the  literature  con- 
cerning ovarian  serous  cystadenofibromas 


Poisons  in  the  home 

A safeguard  against  accidental  poisoning  in 
the  home  is  brightly  colored  tape  put  around 


and  their  malignant  transformation  is  pre- 
sented. 
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the  tops  of  containers  of  poisonous  substances 
This  will  help  to  distinguish  them  from  harmless 
compounds.  Household  cleansers,  plant  sprays, 
bleach,  medicines  for  external  use  only,  and 
other  substances  used  in  the  home  can  be 
marked  in  this  way. 
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Special  Article 


Medical  and  Social 
Needs  of  the  Aging* 


PETER  ROGATZ,  M.D.,  M.P.H. 
New  Hyde  Park,  New  York 

Director,  The  Long  Island  Jewish  Hospital 


Our  society  seems  to  be  forever  creating 
new  problems  for  itself  by  applying  tech- 
nologic advances  without  giving  due 
consideration  to  their  impact  on  the  mem- 
bers of  society.  Medical  science  has  given 
us  the  knowledge  and  the  tools  to  add 
years  to  our  average  life  span.  This  can 
be  a great  victory,  but  are  we  allowing  our 
victory  to  defeat  us? 

In  1953  I directed  a study  of  home- 
care  programs  in  the  New  York  area. 
The  remark  of  one  patient  who  was  in- 
terviewed has  remained  imbedded  in  my 
memory  because  it  seems  to  exemplify 
the  depths  of  loneliness  and  despair  which 
engulf  so  many  older  persons.  “It  is  dark 
and  bitter,”  he  said,  “to  be  old  and  sick.” 
What  more  eloquent  condemnation  can 
there  be  of  our  society’s  failure  in  this 
area?  This,  to  paraphrase  Sir  Charles 
Percy  Snow,  has  been  “the  price  of  our 
success.” 

It  must  not  be  so!  A society  that  can 
prolong  the  lives  of  its  citizens  must  find 
a way  to  make  the  added  years  not  only 
bearable  but  meaningful.  This  is  the 
challenge  we  must  accept:  We  must  find 

ways  to  assure  our  older  citizens  access 
to  adequate  medical  care;  adequate  hous- 
ing; suitable  employment  opportunities, 
and,  when  gainful  employment  is  no 

* Based  on  keynote  address  to  the  Nassau  County  Task 
Force  on  the  Aging,  September  16,  1965,  Mineola,  New  York. 


longer  practical,  suitable  opportunities 
for  recreation;  maintenance  of  adequate 
income;  in  short,  we  must  extend  to  them 
the  opportunity  to  continue  living  as  an 
integral  part  of  society,  contributing  to 
society,  and  deriving  from  life  those  satis- 
factions without  which  life  has  no  meaning. 

Our  aging  population 

Let  us  look  briefly  at  the  dimensions  of 
the  problem.  Aging  is  not  something  that 
happens  to  an  individual  on  the  day  of 
his  sixtieth  or  sixty-fifth  birthday.  It  is 
a process  which  begins,  in  a sense,  at  birth 
and  continues  throughout  life.  It  pro- 
ceeds at  different  rates  in  different  in- 
dividuals, producing  major  problems  for 
one  person  in  his  early  sixties  and  for 
another  not  until  he  is  seventy  or  older. 
Unfortunately,  the  age  of  sixty-five  is 
widely  observed  throughout  industry  as 
the  time  for  compulsory  retirement.  It 
has  thus  become  a primary  landmark  for 
identifying  our  aging  population. 

Between  18  and  19  million  Americans, 
close  to  one  tenth  of  our  population,  are  in 
this  group.  They  are  becoming  an  in- 
creasingly large  segment  of  the  population 
every  year.  In  the  past  five  decades  the 
population  of  the  United  States  has 
doubled,  whereas  the  number  of  persons 
over  sixty-five  has  quadrupled.  Each  day 
our  aging  population  increases  by  1,000; 
close  to  400,000  each  year! 

Before  we  go  further,  let  me  issue  a 
warning  against  viewing  the  older  person  as 
some  kind  of  unique  member  of  society,  to 
be  segregated  and  dealt  with  by  special 
technics  and  walled  off  in  special  enclaves. 
There  is  abundant  evidence  that  this  is  the 
wrong  approach.  The  trick  is  for  us  to 
segregate  the  aging  only  for  the  purpose  of 
identifying  and  analyzing  their  problems 
and  their  needs;  when  we  come  to  solve 
these  problems  and  meet  these  needs,  we 
must  create  medical,  social,  and  economic 
solutions  that  can  be  integrated  or  co- 
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ordinated  with  the  over-all  activities  and 
programs  in  the  community  at  large. 

Problem  areas 

Let  us  look  now  at  the  particular  situa- 
tions confronting  older  persons.  Health 
begins  to  fail;  4 out  of  every  5 persons  over 
sixty-five  suffer  from  one  or  more  chronic 
illnesses.  Prominent  among  these  are 
arthritis  and  rheumatism,  heart  disease, 
high  blood  pressure,  impaired  vision,  and 
impaired  hearing. 

Along  with  the  need  for  increased  medical 
care  comes  the  increased  cost  of  paying  for 
that  care.  The  9 per  cent  of  our  population 
over  sixty-five  account  for  about  20  per  cent 
of  all  expenditures  for  personal  health  serv- 
ices. Average  medical  expenditures  per 
person  are  twice  as  high  among  older  per- 
sons as  among  those  under  sixty-five. 
Persons  sixty-five  or  over  are  hospitalized 
50  per  cent  more  often  than  younger  per- 
sons, and  their  average  hospital  stay  is  twice 
as  long. 

At  age  sixty-five,  when  such  problems 
are  beginning  to  mount,  most  employed 
persons  are  compelled  to  retire.  This  im- 
mediately reduces  an  individual’s  available 
income  for  general  living  expenses  as  well  as 
for  medical  care.  Adding  one  difficulty  on 
another,  health  insurance  coverage  termi- 
nates on  retirement,  or,  at  the  very  least, 
the  retired  worker  is  obliged  to  pay  pre- 
miums that  his  employer  formerly  paid,  and 
to  pay  a higher  rate. 

Retirement  brings  with  it,  for  many,  a 
significant  depression  marked  by  doubts  of 
self-worth.  The  impact  of  sudden  and 
severe  reduction  in  income  is,  of  course,  a 
dreadful  one  but  the  emotional  impact  of 
retirement  transcends  monetary  factors. 
Many  believe  that  retirement,  particularly 
enforced  retirement,  tends  to  increase  the 
processes  of  physical  and  mental  deteriora- 
tion. 

It  is  almost  self-evident  that  an  economic- 
pattern  which  enforces  retirement  at  age 
sixty-five  provides  few  opportunities  for 
employment  of  individuals  beyond  that 
age.  Unfortunately,  the  situation  is  even 
worse  than  this,  because  the  barriers  to 
employment  begin  in  the  middle  or  late 
forties,  and  the  individual  who  loses  his 
job  even  at  that  age  finds  difficulty  in  secur- 


ing new  employment.  For  the  person  over 
sixty-five,  the  obstacles  to  employment  are 
far  greater. 

Incomes  of  older  persons  are,  on  the 
average,  less  than  half  as  great  as  incomes  of 
persons  under  sixty-five.  In  1960  more 
than  50  per  cent  of  our  older  citizens  had 
incomes  of  less  than  $1,000,  and  80  per  cent 
had  incomes  under  $2,000.  The  recent 
legislation  increasing  social  security  benefits 
will  be  of  some  help;  unfortunately,  few  of 
our  older  citizens  have  significant  regular 
income  over  and  above  their  social  security 
benefits. 

A look  at  living  arrangements  reveals 
that  here,  too,  circumstances  seem  to  con- 
spire against  the  aging.  Regardless  of 
their  own  wishes  or  needs,  multiple  factors 
in  our  society  tend  to  prevent  the  older 
couple  from  living  with  their  married 
children.  As  a rule,  they  live  alone.  The 
aging  individual  is  plunged  into  terrible 
difficulties  on  the  death  of  his  spouse. 
The  pattern  of  a lifetime  is  broken,  and  the 
survivor  is  left  to  face  a desperate  loneliness. 
Here  again,  one  facet  of  the  problem  com- 
pounds another,  since  the  aged  person’s 
ability  to  cope  with  illness  is  drastically 
reduced  if  he  must  live  alone. 

Not  only  must  the  aging  often  live  alone, 
but  they  commonly  live  under  substandard 
conditions.  It  is  estimated  that  almost 
half  of  those  over  sixty-five  live  in  housing 
that  does  not  meet  minimum  standards  or 
that  is  unsuitable  for  their  special  needs. 

With  only  this  brief  scanning  of  some 
critical  areas,  we  can  readily  see  a complex 
set  of  interlocking  factors;  biologic,  psy- 
chological, social,  and  economic  in  nature; 
each  of  which  poses  special  problems  for  our 
older  citizens  and  all  of  which,  collectively, 
have  a mutually  reinforcing  impact.  That 
these  problems  are  great,  that  they  are  in- 
creasing in  scope,  that  they  impinge  not 
only  on  older  persons  but  on  our  total 
society,  and  that  they  demand  solution 
comes  as  no  revelation  to  any  physician. 

Areas  for  action 

I would  like  to  discuss  some  of  the  major 
areas  for  action.  This  is  relatively  easy. 
The  much  more  difficult  job  of  assigning 
priorities  and  of  welding  multiple  efforts 
into  a cohesive,  effective  program  belongs 
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to  County  Executive  Nickerson  and  to 
county  executives,  mayors,  and  governors 
throughout  the  nation,  working  in  partner- 
ship with  voluntary  groups  and  with  the 
support  of  the  Federal  government. 

Health.  The  first  principle  in  provision 
of  medical  services  to  persons  of  any  age 
must  be  the  maintenance  of  optimum 
health.  This  concept  is  closely  intertwined 
with  the  technics  of  prevention  and  early 
detection  of  illness.  Particularly  among 
the  aging,  health  maintenance,  prevention, 
and  early  detection  must  be  expanded  and 
provided  in  such  a way  that  the  individual 
has  ready  access  to  the  services.  An  out- 
standing demonstration  of  such  technics  is 
the  health  maintenance  service  for  the 
elderly,  carried  out  in  the  Queensbridge 
housing  project  in  Long  Island  City.  This 
project,  under  the  auspices  of  the  City  of 
New  York  Department  of  Health,  involves 
the  cooperative  energies  of  more  than  half 
a dozen  other  municipal  and  voluntary 
agencies. 

The  new  Medicare  legislation  is  surely 
destined  to  have  a revolutionary  impact  on 
health  services  throughout  the  United 
States.  With  out-of-pocket  financial  cost 
eliminated  as  a major  consideration  for 
millions  of  older  persons,  there  will  cer- 
tainly be  increased  demand  for  needed 
services  from  hospitals  and  nursing  homes, 
from  physicians,  and  other  health  personnel. 

There  are  various  deductible  and  other 
limiting  features  in  the  Medicare  legisla- 
tion, and  for  these  and  other  reasons  it  is 
impossible  at  this  time  to  predict  exactly 
how  great  will  be  the  demand  for  care.  I 
believe  we  must  anticipate  a substantial 
increase  in  hospital  outpatient  visits  and  a 
moderate  increase  in  pressure  for  inpatient 
admission  to  voluntary  hospitals,  probably 
coupled  with  a decrease  in  admissions  to 
city  and  county  hospitals.  But  I would 
expect  the  major  impact  of  the  Medicare 
law  to  be  a greatly  increased  demand  for 
nursing  home  beds. 

Unfortunately,  we  are  not  well  prepared 
for  any  of  these  needs,  particularly  in  the 
case  of  nursing  homes.  There  is  an  insuffi- 
cient number  of  nursing  home  beds  meeting 
adequate  standards.  Many  nursing  homes 
occupy  premises  originally  constructed  for 
residential  or  other  purposes  unrelated  to 
health  care  and  are  staffed  by  inadequate 
numbers  of  personnel,  inadequately  trained. 


Recently,  certain  steps  have  been  taken 
toward  improving  this  situation.  Some 
nursing  home  operators  themselves,  through 
their  own  organizations,  have  sought  to 
develop  certain  standards.  The  American 
Hospital  Association  has  done  major  work 
on  nation-wide  standards  through  its  Com- 
mittee on  Approval  of  Extended  Care  Facil- 
ities. Recently,  the  Joint  Commission  on 
Accreditation  of  Hospitals  announced  the 
establishment  of  an  accreditation  program 
for  nursing  homes  and  related  institutions — 
a step  which  will  be  a major  contribution 
toward  improved  care. 

Much  needs  to  be  done  to  assure  that 
even  minimal  standards  will  prevail  in  all 
nursing  homes. 

The  Medicare  law  marks  the  Federal 
government’s  assumption  of  major  responsi- 
bility for  the  financing  of  health  services  for 
the  aging.  At  the  same  time,  the  govern- 
ment has  an  opportunity  to  exercise  a most 
important  influence  on  the  quality  of  health 
services  through  the  establishment  of  ap- 
propriate standards.  Although  the  law 
limits  the  authority  of  the  Secretary  of 
Health,  Education,  and  Welfare  in  this 
regard,  much  can  and  should  be  done 
within  the  limitations  imposed. 

As  more  pressures  are  brought  to  bear  on 
our  hospitals,  nursing  homes,  and  other 
long-term  facilities,  it  will  be  increasingly 
important  for  these  various  types  of  agen- 
cies to  coordinate  their  activities  and  their 
staffs,  to  centralize  expensive  equipment 
and  scarce  personnel,  and  to  minimize 
duplication.  Thus  it  is  desirable  for  the 
general  hospital,  which  has  already  become 
the  repository  for  such  equipment  and 
personnel,  to  act  as  the  focal  point  for  all 
these  various  services  to  the  community. 

The  agency  that  I direct,  The  Long 
Island  Jewish  Hospital,  has  a number  of 
programs  in  operation  or  under  develop- 
ment that  help  to  provide  such  a coordi- 
nated network  of  services  for  the  aging  as 
well  as  for  the  total  community.  Let  me 
describe  a few  of  them. 

We  operate  a vocational  rehabilitation 
service,  to  the  best  of  my  knowledge  the 
only  one  in  the  country  operated  by  a vol- 
untary general  hospital.  Although  the  em- 
phasis has  been  on  younger  persons,  some 
two  dozen  individuals  over  sixty  have  been 
trained  in  this  program,  and  a significant 
proportion  have  been  returned  to  gainful 
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employment,  including  one  man  seventy 
years  old. 

Our  volunteer  department,  one  of  the 
most  active  in  the  area,  has  afforded  many 
older  people  the  opportunity  to  play  a 
genuinely  useful  and  satisfying  role.  There 
are  more  than  40  men  and  women  over  sixty 
years  of  age  serving  as  volunteers  at  the 
hospital  and,  in  addition  to  the  self-satis- 
faction that  they  gain,  the  hospital  is  grate- 
ful for  their  loyal,  reliable,  and  efficient 
service.  One  gentleman  of  eighty  who 
works  as  a volunteer  in  our  central  supply 
department  puts  in  a five-day  week  and  is 
so  expert  in  the  activities  assigned  to  him 
that  he  is  regarded  almost  as  a senior  mem- 
ber of  the  staff. 

Recently,  the  hospital  entered  into  an 
agreement  with  The  Long  Island  Hearing 
and  Speech  Society,  which  provides  for  the 
construction  of  a hearing  and  speech  center 
on  the  grounds  of  The  Long  Island  Jewish 
Hospital.  The  professional  services  of  the 
society  will  be  relocated  to  this  new  center 
and  will  be  under  the  direction  of  the  hos- 
pital. One  out  of  every  7 or  8 persons 
served  by  the  Hearing  and  Speech  Society 
during  the  past  year  was  over  sixty  years 
old,  and  the  new  center  is  expected  to  serve 
a similar  proportion. 

In  another  development,  The  Long  Island 
Jewish  Hospital  has  been  exploring  with 
Jewish  Community  Services  of  Long  Island, 
the  Nassau  County  Department  of  Health, 
and  several  visiting  nurse  services  the  possi- 
bility of  establishing  a home  care  program 
that  will  draw  on  the  combined  resources 
of  all  these  agencies. 

Among  The  Long  Island  Jewish  Hos- 
pital’s various  new  plans,  the  one  of  greatest 
significance  for  this  task  force  concerns  a 
major  institution  for  the  long-term  care  of 
the  aged.  The  Long  Island  Jewish  Hos- 
pital is  at  present  developing  plans  with 
the  Home  and  Hospital  of  the  Daughters  of 
Israel  for  that  agency  to  relocate  and  to 
construct  on  our  grounds  a 500-bed  non- 
sectarian institution  that  will  be  devoted 
exclusively  to  the  care  of  older  persons. 
The  plans  call  for  direction  of  medical  serv- 
ices by  The  Long  Island  Jewish  Hospital 
and  for  ready  transfer  of  patients  between 
the  two  facilities  when  medically  necessary. 
The  establishment  of  a major  institution  for 
care  of  the  aged  on  hospital  grounds  will 
represent  a significant  step  toward  im- 


proved care  and  implementation  of  the 
Medicare  law  on  Long  Island. 

I believe  these  programs  and  plans  of 
The  Long  Island  Jewish  Hospital  suggest 
the  future  role  which  general  hospitals  must 
play  in  coordinating  health  facilities  and 
services.  Health  services  for  the  aging 
should,  whenever  possible,  be  coordinated 
with  services  for  the  community  at  large. 

Let  me  now  scan  briefly  the  other  areas 
which  this  task  force  will  be  studying.  I 
will  attempt  no  more  than  a few  selected 
comments. 

Housing.  I have  already  noted  that  it 
is  not  common  in  this  country  for  older 
persons  to  live  with  their  married  children, 
and  I am  reluctant  to  venture  further  into 
this  complex  sociologic  question. 

In  any  event,  most  older  persons  seem  to 
prefer  living  in  their  own  homes  to  living  in 
institutions.  Efforts  to  de-institutionalize 
homes  for  the  aged  are  commendable,  but 
despite  the  best  of  these  efforts,  the  prospect 
of  increasing  numbers  of  older  persons 
passing  their  final  years  in  an  institutional 
environment  is  one  that  I find  difficult  to 
accept. 

There  is  a major  need  throughout  the 
country  for  an  adequate  number  of  suitable 
housing  units,  thoughtfully  planned  and 
constructed.  I believe  we  must  avoid  cre- 
ating massive  housing  projects  for  the 
aging  which  may  become  institutions  in 
disguise.  It  is  wiser  to  plan  small  projects, 
preferably  within  general  housing  develop- 
ments that  serve  the  entire  population.  A 
specified  proportion  of  dwelling  units  within 
every  newly  planned  low-income  develop- 
ment should  be  allocated  for  the  aging. 

The  Massachusetts  State  Housing  Board 
has  recommended  that  housing  projects  be 
designed  to  provide  between  25  and  45 
dwelling  units  for  the  aging,  noting  that 
this  allows  for  a reasonable  variety  of 
friends,  that  it  is  a large  enough  group  to 
provide  for  help  when  needed,  but  small 
enough  so  that  the  elderly  person  can  retain 
his  sense  of  identity  and  not  feel  over- 
whelmed. 

Such  units  should,  of  course,  be  designed 
with  particular  attention  to  the  reduced 
physical  capabilities  and  other  special  re- 
quirements of  older  people. 

Recreation.  Although  it  is  to  be  hoped 
that  opportunities  for  gainful  employment 
of  the  aging  will  improve,  the  need  for 
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recreational  activities  increases  substan- 
tially as  the  population  ages.  Day  centers 
are  an  extremely  important  resource  for  the 
older  person  who  finds  himself  unemployed, 
unoccupied,  and  often  unwanted.  Partici- 
pation in  games,  development  of  hobbies, 
acquisition  of  new  skills,  or  sharpening  of 
old  ones  can  be  important  measures  in 
giving  meaning  to  life  at  such  a time. 

Employment.  Employment  opportuni- 
ties for  the  aging  are  one  of  the  key  chal- 
lenges to  our  society.  Older  persons  whose 
maturity,  experience,  and  willingness  to 
work  represent  a major  national  resource, 
are  cast  aside  arbitrarily  without  due 
thought  for  their  personal  needs  or  their 
usefulness  to  the  community.  With  in- 
creased employment,  the  economic  re- 
sources of  older  persons  would  be  bolstered, 
their  emotional  and  even  their  physical 
problems  might  be  substantially  amelio- 
rated, and  their  basic  feelings  of  self-worth 
would  be  significantly  affected. 

The  requirements  for  progress  in  this  area 
are  staggering.  Job  counseling  for  older 
workers,  vocational  rehabilitation,  place- 
ment programs,  and  educational  programs 
for  employers  are  among  the  measures  that 
will  be  needed.  The  community  must  ex- 
pand job  opportunities.  Employers  must 
recognize  the  special  value  of  the  older 
worker. 

We  must  move  toward  the  concept  of 
a flexible  retirement  age,  and  this,  in  turn, 
will  require  that  we  develop  flexible  pen- 
sion programs. 

This  is  a monumental  undertaking  for  our 
economy,  and  it  cannot  be  accomplished 
quickly  or  easily.  The  rewards  for  success, 
however,  will  be  enormous. 

We  would  turn  personal  tragedy  into 
personal  triumph  for  millions  of  Americans. 


We  would  turn  from  flagrant  waste  of 
precious  manpower  to  productive  use  of  our 
human  resources. 

Can  our  economy  make  room  for  millions 
of  additional  workers  at  a time  when  un- 
employment among  youthful  and  middle- 
aged  citizens  is  a major  national  problem? 
Not  unless  we  take  a new  look  at  ourselves 
and  at  the  world. 

But  let  us,  for  a moment,  take  that  new 
look.  Economists  tell  us  that  our  national 
economy  is  just  beginning  to  expand  as  it 
should  have  been  doing  through  the  1950’s. 
We  need  more  schools  and  universities, 
more  health  resources,  more  urban  renewal 
projects,  new  roads  and  rapid  transit  sys- 
tems, and  countless  other  community  serv- 
ices and  facilities.  Our  population  has 
many  needs  yet  unmet,  and  opportunities 
for  employment  are  there  if  we  have  the 
courage  to  develop  them.  Lest  we  fear 
that  we  shall  run  out  of  constructive  ways 
to  utilize  our  great  pool  of  manpower,  we 
need  only  raise  our  sights  towards  the 
horizon,  beyond  our  national  boundaries, 
to  see  half  a world  in  want. 

Conclusion 

As  with  employment,  so  also  with  medical 
care,  housing,  recreation,  and  other  essen- 
tial programs.  A vital  economy  and  crea- 
tive leadership  will  enable  us  to  claim  the 
rewards  of  our  increased  life  span. 

For  too  many  of  our  older  citizens,  life  is, 
indeed,  dark  and  bitter.  It  is  within  our 
capabilities  to  illuminate  the  dark  and  to 
turn  the  bitter  to  sweet  if  we  will  but 
exercise  our  imagination,  our  energies,  and 
our  humanity. 
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Necrology 


Arthur  Freeborn  Chace,  M.D.,  of  New  York 
City,  retired,  died  on  January  6 at  his  home  in 
Southport,  Connecticut,  at  the  age  of  eighty-six. 
Dr.  Chace  graduated  in  1903  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  University 
Hospital.  From  1942  to  1944  he  was  president 
of  the  New  York  Academy  of  Medicine  and  for 
fourteen  years  was  president  of  and  served  on 
the  board  of  trustees  of  New  York  Post- 
Graduate  Medical  School  and  College.  He  was 
also  a trustee  of  Bryn  Mawr  College  from  1916 
to  1941.  In  World  War  I he  was  a major  in 
the  Army  Medical  Corps  and  in  World  War  II 
he  served  on  the  Selective  Service  Board  of 
Appeals.  Dr.  Chace  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Gastro-Enterological 
Association,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Geneva  Penn  Holder,  M.D.,  of  New  York 
City,  died  on  January  3 at  Harkness  Pavilion 
at  the  age  of  fifty.  Dr.  Holder  graduated  in 
1944  from  Howard  University  College  of 
Medicine.  She  was  an  assistant  attending 
dermatologist  at  Harlem  Hospital  Outpatient 
Department.  She  was  active  in  health  work 
in  Harlem  and  on  the  Board  of  Education. 

Rene  Hardy  Juchli,  M.D.,  of  Amsterdam, 
died  on  November  2,  1965,  at  his  home  at  the 
age  of  seventy-six.  Dr.  Juchli  graduated  in 
1931  from  Albany  Medical  College.  He  was 
an  honorary  member  of  the  medical  staff  of 
Memorial  Hospital.  During  his  lifetime  he  had 
served  as  a Methodist  minister,  a teacher,  and 
was  chief  medical  officer  at  the  World  War  II 
Nuremberg  war  trials.  He  was  later  awarded 
the  Legion  of  Merit  for  his  knowledge  of  in- 
ternational law.  Dr.  Juchli  was  a member  of 
the  American  Academy  of  General  Practice, 
the  Montgomery  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hans  Lewin,  M.D.,  of  Winter  Veterans  Admin- 
istration Hospital,  Topeka,  Kansas,  formerly  of 
New  York  City,  died  on  November  2,  1965,  at 
the  age  of  seventy-six.  Dr.  Lewin  received  his 
medical  degree  from  the  University  of  Berlin 
in  1919.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Harold  Lohnaas,  M.D.,  of  Tuxedo  Park,  died 
on  January  2 at  his  home  at  the  age  of  fifty- 
two.  Dr.  Lohnaas  graduated  in  1937  from 
Cornell  University  Medical  College.  He  was  a 
staff  surgeon  at  Tuxedo  Memorial  Hospital. 
While  serving  on  the  medical  staff  of  an  oil 
company  in  Saudi  Arabia  after  World  War  II  he 
was  personal  physician  to  King  Ibn  Saud. 
Dr.  Lohnaas  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
Orange  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Wickham  Mills,  Sr.,  M.D.,  of  Mid- 
dletown, died  on  December  23,  1965,  at  Green- 
wich, Connecticut,  Hospital  at  the  age  of 
seventy-three.  Dr.  Mills  graduated  in  1919 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  surgeon  at 
the  Elizabeth  A.  Horton  Memorial  Hospital. 
A former  president  of  the  Orange  County 
Medical  Society,  a director  of  the  Orange 
County  Health  Association,  and  physician  for 
the  Marauders,  a semiprofessional  football 
team,  Dr.  Mills  was  also  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  also  of 
the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 

Sidney  Osroff,  M.D.,  of  Central  Square,  died 
on  November  6,  1965,  at  Syracuse  Memorial 
Hospital  at  the  age  of  fifty-one.  Dr.  Osroff 
graduated  in  1940  from  the  Royal  Faculty  of 
Physicians  and  Surgeons,  Edinburgh,  Scotland. 
He  was  an  examining  physician  for  the  Central 
School  District,  Central  Square,  and  former 
State  health  officer  for  the  Central  Square 
District.  Dr.  Osroff  was  a member  of  the 
Oswego  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  C.  Schumacher,  M.D.,  of 
Phoenicia,  died  on  November  8,  1965,  at  the 
age  of  eighty-eight.  Dr.  Schumacher  graduated 
in  1905  from  the  College  of  Physicians  and 
Surgeons  of  Baltimore.  He  was  one  of  the 
founders  of  Fordham  University  School  of 
Medicine  and  for  many  years  served  as  a 
professor  there.  Dr.  Schumacher  was  a mem- 
ber of  the  Ulster  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Anthony  Joseph  Sclafani,  M.D.,  of  Brook- 
lyn, died  on  December  23,  1965,  at  the  age  of 
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fifty-two.  Dr.  Sclafani  received  his  medical 
degree  from  the  University  of  Rome  in  1937. 
He  was  an  assistant  attending  general  practi- 
tioner at  Victory  Memorial  Hospital.  Dr. 
Sclafani  was  a member  of  the  American  Academy 
of  General  Practice,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Paul  Jay  Tomlinson,  M.D.,  of  Queens  Village, 
died  on  January  3 while  vacationing  at  Jensen 
Beach,  Florida,  at  the  age  of  fifty-five.  Dr. 
Tomlinson  graduated  in  1933  from  Hahnemann 
Medical  College  of  Philadelphia.  He  was 
assistant  director  at  Creedmoor  State  Hospital 
and  since  1954  had  been  an  adviser  for  the 
New  York  State  Department  of  Mental  Hy- 
giene. He  was  also  associate  professor  of 
psychiatry  at  Adelphi  College.  Dr.  Tomlinson 
was  a member  of  the  American  Psychiatric 
Association,  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Tranquilizers  and 
antidepressants 

The  psychochemotherapeutic  agents  used  to 
treat  the  affective  disorders  (depressions)  fall  in 
2 groups:  the  stimulants  and  the  suppressants. 
The  stimulants  are  divided  in  turn  in  3 classes: 
those  with  direct  action,  those  with  indirect 
action,  and  those  exerting  both  direct  and  in- 
direct action;  that  is,  bimodal.  M.  J.  Reinhart, 
M.D.,  writing  in  a recent  issue  of  the  University 
of  Michigan  Medical  Center  Journal,  states  that 
in  recent  years,  general  physicians  and  non- 
psychiatric specialists  have  been  successfully 
treating  certain  types  of  patients  with  these 
drugs. 

The  amphetamines  (Benzedrine,  Dexedrine) 
have  not  been  successful  in  severe  depression 
and  have  certain  other  drawbacks:  cortical 

depression  and  fatigue  after  the  initial  stimula- 
tion, appetite  suppression,  and  stimulation  of 
the  cardiovascular  system.  In  1954  methyl- 
phenidate  (Ritalin)  and  pipradrol  (Meratran) 
were  introduced  which  have  been  characterized 
as  having  a quick  onset  but  mild  and  temporary 
activity  and  having  a limited  usefulness  in  (1) 
mild  depression,  (2)  the  lethargy  produced  by 
anticonvulsants,  and  (3)  improving  senile  psy- 
chomotor activity.  Direct  effect  stimulants  act 
primarily  on  neuronal  cells. 

Predominant  among  the  indirect  stimulants 


John  Ralston  Williams,  M.D.,  of  Rochester, 
died  on  December  27,  1965,  on  his  ninety-first 
birthday  at  Highland  Hospital  of  Rochester 
where  he  was  honorary  chief  physician.  Dr. 
Williams  graduated  in  1903  from  the  University 
of  Michigan  Medical  School.  He  was  a con- 
sulting physician  emeritus  at  Strong  Memorial 
Hospital.  He  was  an  organizer  of  Highland 
Hospital  of  Rochester  and  chief  of  medicine 
there  for  more  than  thirty  years.  The  first 
physician  to  make  use  of  insulin  in  the  United 
States,  modern  refrigeration  and  a clean  milk 
supply  owe  much  to  the  crusading  spirit  of 
Dr.  Williams  because  of  his  research  on  the 
handling  of  dairy  products  in  the  home.  He 
received  the  Albert  David  Kaiser  Medal  of 
the  Rochester  Academy  of  Medicine  in  1940  for 
his  “service  to  the  city  in  the  medical  pro- 
fession.” Dr.  Williams  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Society  for 
Clinical  Investigation,  the  Rochester  Academy 
of  Medicine,  the  Monroe  Country  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


are  MAO  (monoamine  oxidase)  inhibitors.  The 
search  for  a mildly  toxic  hydrazine  MAO  in- 
hibitors resulted  in  1959  in  phenelzine  (Nardil), 
nialamide  (Niamid),  and  isocarboxazid  (Mar- 
plan). 

The  bimodal  drugs  have  a direct  action  that  is 
almost  as  fast  as  that  of  the  amphetamines,  but 
in  bimodal  stimulants  the  action  is  sustained. 
In  essence  they  are  nonhydrazine  MAO  inhibi- 
tors with  tranylcypromine  (Parnate)  the  out- 
standing example.  The  latter,  marketed  in 
1961,  was  withdrawn  after  hypertension  with 
cerebrovascular  accidents  was  reported  but  re- 
introduced with  governmental  approval  in  1964. 

Both  chemically  and  therapeutically,  these 
medications  resemble  the  phenothiazines  com- 
monly inducing  sedation  rather  than  stimulation 
and  making  them  expedient  in  treating  the 
agitated  depressions.  Outstanding  are  imipra- 
mine  (Tofranil)  and  amitriptyline  (Elavil). 
Blood  dyscrasias  and  jaundice  have  been  the 
reported  side-effects  of  these  medications.  Some 
precautions  against  this  include  checking  for 
subclinical  signs  of  hemic  or  hepatic  malfunc- 
tion; completed  blood  count  which,  if  normal, 
is  amended  to  include  subsequently  only  a white 
count  and  differential;  alkaline  phosphatase 
determination;  and  serum  glutamic  pyruvic 
transaminase  determination.  These  should  be 
done  before  therapy  is  started,  at  weekly  inter- 
vals for  three  weeks,  then  every  ten  days  for 
several  months,  and  then  every  three  to  four 
weeks  as  long  as  therapy  is  continued. 
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Medical  News 


What  records  of  drugs  must  you  keep? 

In  a letter  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president  of  the  Medical  Society 
of  the  State  of  New  York,  C.  Joseph  Stetler, 
president  of  the  Pharmaceutical  Manufacturers 
Association,  describes  the  position  of  the  phy- 
sician in  relation  to  the  new  law  aimed  at  halting 
the  illicit  traffic  in  drugs.  His  explanation  is  as 
follows: 

On  February  1,  1966,  PL  89-74  goes  into 
effect.  As  has  been  widely  publicized,  its 
purpose  is  to  curb  drug  abuse  through  the 
curtailment  of  illicit  drug  traffic.  To  ac- 
complish this,  the  law  establishes  special 
controls  over  the  manufacture  and  distribu- 
tion of  depressant  and  stimulant  drugs. 
Among  these  controls  is  the  keeping  of  records 
of  the  manufacture,  sale,  delivery,  and  receipt 
of  such  drugs  .... 

Recently,  there  has  been  some  confusion 
as  to  what  records  a physician  must  keep 
under  PL  89-74.  Putting  it  simply,  they  are 
not  required  to  keep  records  as  a consequence  of 
this  law  unless,  in  the  course  of  their  practice, 
they  dispense  the  drugs  referred  to  and  charge 
for  them.  The  law  is  quite  clear  on  this,  and 
I quote  from  that  part  of  the  Act  relating  to 
record-keeping:  “The  provisions  of  para- 

graphs (1,  Records)  and  (2,  Inspection)  of 
this  subsection  shall  not  apply  to  a licensed 
practitioner  . . . with  respect  to  any  depres- 
sant or  stimulant  drug  received,  prepared, 
processed,  administered,  or  dispensed  by  him 
in  the  course  of  his  professional  practice,  un- 
less such  practitioner  is  regularly  engaged 
in  dispensing  any  such  drug  or  drugs  to  his 
patients  for  which  they  are  charged,  either 
separately  or  together  with  charges  for  other 
professional  services.”  The  key  phrases  in 
this  paragraph  are  the  words  “regularly  en- 
gaged” and  “for  which  they  are  charged.” 

Further  in  this  regard  is  a quote  from  the 
House  Report  of  the  Committee  on  Interstate 
and  Foreign  Commerce  on  H.  R.  2 which  be- 
came PL  89-74:  “The  committee  intends  . . . 

to  require  record-keeping  and  to  permit  in- 
spection in  the  case  of  those  physicians  who 
maintain  a supply  of  pharmaceuticals  or  me- 
dicinals  in  their  offices  from  which  they  com- 
pound prescriptions  for  their  patients  for  a 
fee.”  The  language  of  the  Senate  Committee 
Report  is  identical.  Both  committee  re- 
ports stated  that  those  required  to  keep  rec- 
ords “involve  only  a very  small  percentage  of 
physicians.”  The  proposed  regulations  un- 
derscore this  point,  indicating  that“.  . . 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


maintaining  of  small  supplies  of  these  drugs 
for  dispensing  or  administering  in  the  course  of 
professional  practice  in  emergency  or  special 
situations  will  not  be  considered  as  regularly 
engaged  in  dispensing  for  a fee.” 

For  those  physicians  who,  in  the  course  of 
their  practice,  regularly  dispense  drugs  and 
charge  for  them,  certain  records  are  required  to 
be  kept  for  three  years,  effective  February  1, 
1966.  Included  are:  a complete,  accurate 

record  of  all  depressant  and  stimulant  drugs 
on  hand  February  1,  1966;  a complete,  ac- 
curate record  of  the  kind  and  quantity  of  each 
drug  received,  sold,  delivered,  or  otherwise 
disposed  of;  the  name,  address  (and  regis- 
tration number  under  Section  510  (e)  of 
FDCA)  of  the  person  from  whom  the  drugs 
were  received  and  to  whom  they  were  sold, 
delivered,  dispensed,  or  otherwise  disposed  of; 
and  the  date  of  the  transaction.  No  separate 
form  for  these  records  will  be  required  as  long 
as  the  information  specified  is  available. 

Summing  up,  under  PL  89-74  physicians  do 
not  have  to  keep  records  unless  they  regularly 
dispense  the  drugs  covered  by  the  Act  and 
charge  for  them. 

Hospital  establishes  study  unit 

A miniature  “hospital  within  a hospital”  for 
investigating  diseases  and  their  treatment  has 
opened  at  the  State  University  Upstate  Medical 
Center  in  Syracuse,  New  York.  The  new, 
ten-bed  Adult  Research  Center  on  the  top  floor 
of  the  State  University  Hospital  has  its  own 
kitchen,  research  laboratory,  day  rooms,  and 
procedure  rooms.  It  is  staffed  by  its  own  group 
of  nurses,  dieticians,  and  laboratory  personnel. 

The  Center  was  designed  to  provide  for  care- 
ful observation  of  illness,  according  to  William 
Faloon,  M.D.,  director  of  the  unit  and  professor 
of  medicine.  “We’re  searching  for  new  ways  of 
getting  patients  over  an  illness,”  he  said.  “It  is 
hoped  that  by  careful  regulation  of  the  patient’s 
environment,  new  findings  will  be  realized. 
It  is  possible  only  in  a center  such  as  this  to 
control  such  things  as  exercise,  rest,  diet,  post- 
operative care,  and  new  drugs  and  to  accurately 
measure  the  effects  of  any  or  all  of  these  in  re- 
lation to  the  illness.” 

Patients  who  are  willing  to  undergo  study  are 
selected  from  hospitals  and  clinics  and  referred 
by  private  physicians.  When  admitted  for 
study,  there  is  no  cost  to  the  patient.  All  types 
of  illnesses  except  very  acute  diseases  and  active 
infections  will  be  studied.  Examples  of  illness 
now  under  active  study  are  liver  disease,  high 
blood  pressure,  adrenal  gland  disease,  intestinal 
absorption,  and  chronic  lung  conditions.  Other 
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types  of  investigation  are  expected  to  come 
under  study  shortly. 

About  25  specially  trained  nurses,  dieticians, 
and  technicians  will  staff  the  unit.  Twenty-six 
physicians  will  carry  out  the  actual  research, 
and  about  12  research  fellows  will  also  partici- 
pate in  the  program.  The  Adult  Research 
Center  is  being  supported  with  a $2'/4  million 
grant  from  the  U.S.  Public  Health  Service. 

F.D.A.  warns  on  adverse  reactions 
to  sulfonamide  drugs 

The  Food  and  Drug  Administration  an- 
nounces revised  labeling  on  long-acting  sulfon- 
amide drugs  to  warn  against  rare  cases  of  a 
sevex-e  and  sometimes  fatal  side-effect  known  as 
the  Stevens-Johnson  syndrome.  Doctors  are 
advised  to  consider  prescribing  short-acting 
sulfonamides  first  because  they  are  effective  for 
most  of  the  same  conditions. 

The  Stevens-Johnson  syndrome  is  character- 
ized by  large  blisters  of  the  skin  and  mucous 
membranes,  including  the  respiratory  tract, 
with  loss  of  body  fluid.  Joseph  F.  Sadusk,  Jr., 
M.D.,  F.D.A.  medical  director,  said  reports  of 
this  reaction  are  low  in  frequency,  with  1 to  2 
cases  reported  for  each  10  million  doses  of  the 
drug.  Notwithstanding  this,  the  F.D.A.  be- 
lieves that  the  number  of  cases  of  Stevens- 
Johnson  syndrome  reported  in  patients  who  have 
been  given  the  long-acting  sulfonamides  re- 
quires the  alerting  of  the  medical  profession  to 
this  hazard. 

Dr.  Sadusk  said  that  when  the  Stevens- 
Johnson  syndrome  does  occur  it  has  a mortality 
rate  of  about  25  per  cent.  To  date,  he  said, 
116  cases  of  the  syndrome  (including  81  cases  in 
the  United  States)  have  been  reported  in  associa- 
tion with  use  of  long-acting  sulfonamides. 
Almost  two  thirds  of  the  reported  cases  were 
children.  In  addition,  it  is  known  that  serious 
blood  disorders  also  can  occur.  However,  a 
number  of  other  drugs  have  been  associated 
with  this  reaction. 

The  sulfa  drugs  have  been  in  use  to  combat 
infections  since  the  1930’s.  At  present,  sulfa- 
methoxypyridazine  (Kynex  by  Lederle  Lab- 


oratories and  Midicel  by  Parke,  Davis  & Com- 
pany), and  sulfadimethoxine  (Madribon  by 
Hoffmann-La  Roche,  Inc.)  are  in  wide  clinical 
use.  These  drugs  require  as  little  as  one  oral 
dose  every  twenty-four  hours  to  maintain  ade- 
quate therapeutic  levels,  differing  from  the  short- 
acting sulfonamides  which  are  often  presci'ibed 
from  four  to  six  times  per  day. 

Dr.  Sadusk  said  that  medical  scientists  be- 
lieve it  may  take  from  five  to  seven  days  for  the 
long-acting  sulfonamides  to  be  metabolized  and 
excreted,  which  is  thought  to  contribute  to 
the  severity  of  adverse  reactions  in  susceptible 
individuals.  Therefore,  he  said,  an  adverse 
reaction  may  reach  an  irreversible  stage  even 
after  discontinuing  the  medication. 

The  three  manufacturers  have  mailed  a letter 
containing  the  warnings  and  revised  labeling  to 
all  physicians,  osteopaths,  and  dentists  in  the 
United  States.  In  addition,  the  F.D.A.  will 
report  on  the  problem  in  the  Journal  of  the 
American  Medical  Association. 

Personalities 

Appointed.  Robert  K.  Ausman,  M.D., 
Buffalo,  as  Assistant  Commissioner  for  Hospital 
Affairs  in  the  State  of  New  York  Depai'tment 
of  Health  . . . Philip  W.  Brickner,  M.D.,  as 
full-time  director  of  the  Department  of  Medi- 
cine, St.  Francis  Hospital,  The  Bronx. 

Awarded.  The  1966  Award  for  Distinguished 
Achievement  in  Medicine  given  by  Modern 
Medicine  magazine:  Professor  Wallace  O. 

Fenn,  Ph.D.,  professor  of  physiology  and 
Dentistry,  University  of  Rochester,  in  recogni- 
tion of  his  advancement  of  knowledge  of  muscle 
and  nerve  physiology  and  investigation  of  re- 
spiratory function;  and  Frank  Netter,  M.D., 
medical  illustrator,  New  York  City,  for  his 
creative  approach  to  medical  illustration. 

Speaker.  Robert  Turell,  M.D.,  editor,  Recent 
Advances  in  Medicine  and  Surgery,  New  York 
State  Journal  of  Medicine,  on  “The  Villous 
Adenoma  of  the  Colon  and  Rectum”  before  the 
First  Caribbean  Cancer  Congress  in  Kingston, 
Jamaica. 
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Medical  Schools 


Cornell  University  Medical  College 

Honored  by  department  library.  The  De- 
partment of  Medicine  opened  its  Library 
in  December,  1965,  redecorated  in  memory  of 
the  late  Milton  Lurie  Kramer,  M.D.  Dr. 
Kramer  was  an  attending  physician  at  The 
New  York  Hospital  and  clinical  professor  of 
medicine. 

Downstate  Medical  Center 

Grants.  A total  of  $1,039,468  was  received 
during  September  and  October,  1965,  from  the 
National  institutes  of  Health  and  other  agencies 
for  29  research  grants.  This  provides  for  re- 
newals of  17  research  projects  already  in 
progress,  7 new  ones,  5 supplements,  and  1 
transfer.  Twenty-five  grants  were  from  the 
National  Institutes  of  Health  and  others  were 
from  the  Bureau  of  State  Service,  the  National 
Sciences  Foundation,  and  the  U.S.  Army 
Medical  Research  and  Development  Command. 

Five  Promotions  and  12  new  appoint- 
ments. Promotions  effective  as  of  December 
20,  1965,  were:  Manfred  Brust,  Ph.D.,  to 

associate  professor  of  rehabilitation  medicine; 
In  Chul  Song,  M.D.,  to  assistant  professor  of 
plastic  surgery;  David  Bryk,  M.D.,  to  clinical 
assistant  professor  of  radiology;  Anthony 
Nissen,  M.D.,  to  clinical  assistant  professor  of 
medicine;  and  Herbert  L.  Gould,  M.D.,  to 
lecturer  in  ophthalmology.  New  appointments 
which  were  effective  December  20,  1965,  were: 
Joseph  E.  Mule,  M.D.,  appointed  senior  lec- 
turer in  surgery;  Stanley  Friedman,  M.D., 
assistant  professor  of  pharmacology;  Fred 
Benjamin,  M.D.,  clinical  assistant  professor  of 
obstetrics  and  gynecology;  Walter  L.  Phillips, 
M.D.,  professorial  lecturer  in  surgery;  Louis 
G.  Ortega,  M.D.,  associate  professor  of  pa- 
thology; Laurent  Gratton,  M.D.,  associate  pro- 
fessor of  psychiatry;  Sadashiv  M.  Kirpekar, 
M.D.,  assistant  professor  of  pharmacology; 
Maurice  J.  Elovitz,  M.D.,  assistant  professor 
of  surgery;  Yale  Kramer,  M.D.,  assistant  pro- 
fessor of  psychiatry;  Harry  Miller,  M.D., 
clinical  assistant  professor  of  radiology;  Bernard 
Greenberg,  M.D.,  clinical  assistant  professor  of 
pediatrics;  and  Amerigo  Dell  Cort,  M.D., 
clinical  assistant  professor  of  psychiatry. 

Special  events.  Jerold  F.  Lucey,  M.D., 
associate  professor  of  pediatrics,  The  University 
of  Vermont  College  of  Medicine,  delivered  the 
annual  Murray  B.  Gordon  Memorial  Lecture 
on  “Fetal  Research  and  Neonatal  Jaundice,” 
on  January  10;  Carroll  M.  Williams,  M.D., 
Ph.D.,  professor  of  zoology,  Harvard  Uni- 


versity, delivered  the  annual  Research  Society 
Lecture  on  “The  Juvenile  Hormone  of  Insects 
in  Retrospect  and  Prospect,”  on  January  12; 
John  A.  Shimer,  Ph.D.,  associate  professor, 
Department  of  Geology,  Brooklyn  College  of 
The  City  University  of  New  York,  delivered  the 
special  Sigma  Xi  Lecture  on  “Geological  History 
of  the  New  York  City  Area,”  on  January  17; 
and  on  January  24,  Edward  J.  Kowalewski, 
M.D.,  member  of  the  Board  of  Directors, 
American  Academy  of  General  Practice,  and 
representative  of  A AGP  in  liaison  with  the  U.S. 
Department  of  Health,  Education,  and  Welfare, 
delivered  the  special  SAMA  Lecture  on  “The 
New  Family  Doctor.” 

Postgraduate  courses.  A postgraduate  sem- 
inar on  “Arthritis  Management  and  Preven- 
tion of  Disability”  was  held  on  January  12. 
Sponsored  by  the  Department  of  Rehabilita- 
tion Medicine  and  the  Kings  County  Chapter 
of  the  American  Academy  of  General  Practice 
under  a grant  from  the  Bureau  of  State  Services 
of  the  PHS,  this  was  the  second  in  a series  of 
five  seminars  in  Treatment  and  Rehabilitation 
of  Selected  Chronic  Diseases.  On  January 
17,  under  the  direction  of  Raymond  K.  J. 
Luomanen,  M.D.,  clinical  assistant  professor 
of  surgery,  the  annual  postgraduate  course  in 
“Surgical  Anatomy”  was  begun. 

State  University  of  New  York  at  Buffalo- 
School  of  Medicine 

Series.  “Emotional  Problems  in  the  Office 
Practice  of  Medicine”  will  be  offered  to  phy- 
sicians who  are  interested  in  learning  to  utilize 
psychiatric  knowledge  and  insights  in  the  general 
practice  of  medicine  in  six  evening  sessions  of  one 
and  one-half  hours  starting  February  10  and 
ending  on  March  17.  The  sessions  will  be 
held  on  Thursday  evenings  at  8:00  p.m.  and 
will  meet  in  various  places  in  central  Buffalo 
as  selected  by  the  individual  preceptor.  A 
minimum  of  eight  registrants  will  be  required 
for  each  subject.  If  that  number  is  not  attained 
for  any  subject,  the  registrants  may  be  asked 
to  accept  assignment  to  another  subject.  This 
program  is  acceptable  for  9 accredited  hours  by 
the  American  Academy  of  General  Practice. 
There  is  no  fee  for  the  program  which  is  sup- 
ported in  part  by  the  New  York  State  Depart- 
ment of  Mental  Hygiene. 

This  program  is  under  joint  sponsorship  of 
the  Department  of  Psychiatry  and  the  Depart- 
ment of  Graduate  Medical  Education  and  is 
directed  by  Duncan  Whitehead,  M.D.  Ad- 
vanced registration  is  necessary.  Postmarks 
will  determine  priority  of  application. 


February  15, 1966  / New  York  State  Journal  of  Medicine  543 


The  Mount  Sinai  School  of  Medicine 

Installation.  The  top  three  faculty  members 
of  the  new  The  Mount  Sinai  School  of  Medicine 
were  installed  on  November  30,  1965.  George 
James,  M.D.,  vice-president  for  medical  affairs, 
was  made  dean;  Hans  Popper,  M.D.,  was  in- 
stalled as  dean  for  academic  affairs;  and  Irving 
L.  Schwartz,  M.D.,  was  invested  as  dean  of  the 
graduate  school. 

Dr.  James  offered  four  guideposts  that  should 
serve  all  those  who  will  be  connected  with  the 
new  school:  We  must  be  ready  to  change;  we 
must  keep  ourselves  relevant  to  the  health 
problems  of  our  community;  we  must  continue 
to  follow  the  only  tradition  we  are  obliged  to 
honor,  the  tradition  of  excellence;  and  we 
must  exercise  leadership. 

Dr.  James  emphasized  that  there  are  no 


“ivory  towers”  in  the  plans  for  The  Mount 
Sinai  School  of  Medicine;  and  that  every  faculty 
member  must  be  a leader,  that  “no  one  can 
expect  to  coast.” 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

New  appointments.  James  W.  Bartlett, 
M.D.,  has  been  appointed  associate  dean  and 
promoted  to  associate  professor  of  psychiatry. 
Herbert  B.  Hudnut,  M.D.,  will  succeed  Dr. 
Bartlett  as  assistant  dean.  Dr.  Hudnut  joined 
the  faculty  in  the  fall  of  1965  and  was  formerly 
assistant  professor  of  clinical  medicine  at  the 
University  of  Kentucky  and  medical  director  of 
the  Saint  Claire  Medical  Center.  From  1959 
to  1961  he  was  on  active  duty  with  the  U.S. 
Public  Health  Service. 


Abstracts 


Albrecht,  R.  M.:  Tetanus  in  New  York  State, 
excluding  New  York  City;  incidence  and 
control,  New  York  State  J.  Med.  66:  487 
(Feb.  15)  1966. 

The  mortality  rate  from  tetanus  in  New  York 
State  fell  97  per  cent  between  the  periods  1918 
to  1922  and  1958  to  1962  and  was  associated 
with  the  distribution  of  tetanus  antitoxin. 
Forty-eight  cases  of  tetanus  were  reported  in 
New  York  State  between  1959  and  1964;  they 
occurred  in  all  age  groups,  in  all  seasons,  in  both 
urban  and  rural  areas,  and  often  followed 
trivial  injuries.  Tetanus  antitoxin,  derived 
from  horses,  is  dangerous,  although  it  has  been 
useful;  everyone  should  be  actively  immunized 
and  carry  a record  thereof  to  avoid  tetanus 
antitoxin  in  the  future. 

Angrist,  A.:  Phlebothrombosis  and  pulmonary 
embolism,  New  York  State  J.  Med.  66: 
493  (Feb.  15)  1966. 

Pulmonary  embolism  remains  a common  oc- 
currence of  which  the  diagnosis  is  frequently 
missed.  Stasis  is  the  most  important  factor  of 
Virchow’s  triad,  which  includes  compression  of 
the  veins  with  injury  to  the  intima  and  in- 
creased coagulability  of  the  blood.  The  process 


begins  in  the  veins  of  the  lower  limbs  rather  than 
in  the  lungs,  and  prophylactic  measures,  includ- 
ing massage  and  early  mobilization  and  ambula- 
tion. must  be  taken  to  prevent  thrombus  forma- 
tion in  this  peripheral  location.  Control  of 
platelet  adhesiveness  and  platelet  agglutination 
by  pharmacologic  means  has  not  yet  been 
achieved. 

Brightman,  I.  J.,  and  Katz,  J.:  Signif- 
icance of  active  tuberculosis  initially  reported 
after  death.  New  York  State  J.  Med.  66: 
496  (Feb.  15)  1966. 

A study  was  made  of  tuberculosis  deaths 
not  previously  reported  as  cases  since  1950 
in  New  York  State  exclusive  of  New  York  City. 
In  1961  the  confirmed  active  cases  first  re- 
ported at  death  comprised  2.4  per  cent  of  all 
tuberculosis  cases  and  13.6  per  cent  of  all  tuber- 
culosis deaths;  the  corresponding  figures  for 
1963  were  2.9  per  cent  and  17.6  per  cent. 
Cases  of  confirmed  active  tuberculosis  first 
reported  at  death  were  relatively  older,  com- 
pared with  all  tuberculosis  cases,  unmarried, 
in  lower  economic  levels,  and  with  relatively 
few  contacts.  It  appears  that  the  majority  of 
patients  were  not  suffering  from  severe  pul- 
monary symptoms  during  their  terminal  illness. 


544  New  York  State  Journal  of  Medicine  / February  15,  1966 


Abstracts  in  Interlingua 


Albrecht,  R.  M.:  Tetanus  in  le  stato  de  New 
York  al  exclusion  del  citate  de  New  York; 
incidentia  e combattimento  ( anglese ),  New 
York  State  J.  Med.  66:  487  (15  de  februario) 
1966. 

Le  mortalitate  ab  tetanus  in  le  stato  de  New 
York  pro  le  periodo  de  1958  ad  1962  monstra 
un  declino  per  97  pro  cento  in  comparation  con 
le  periodo  ab  1918  ad  1922.  Iste  declino  esseva 
associate  con  le  distribution  de  antitoxina  anti 
tetanus.  Quaranta-octo  casos  de  tetanus  esseva 
reportate  in  le  stato  de  New  York  inter  1959 
e 1964.  Illos  occurreva  in  omne  gruppos  de 
etate,  in  omne  saisones,  e in  areas  tanto  urban 
como  etiam  rural,  e frequentemente  illos  sequeva 
vulnerationes  trivial.  Antitoxina  anti  tetanus 
del  typo  derivate  ab  cavallos  es  periculose  ben 
que  illo  ha  habite  su  utilitate.  In  le  futuro, 
tote  le  mundo  deberea  esser  immunisate  active- 
mente  e deberea  portar  con  se  un  documentation 
del  facto  pro  evitar  tractamento  con  antitoxina 
anti  tetanus. 

Angrist,  A.:  Phlebothrombosis  e embolismo 

pulmonar  (anglese).  New  York  State  J.  Med. 
66:  493  (15  de  februario)  1966. 

Embolismo  pulmonar  remane  un  occurrentia 
commun  in  que  le  diagnose  es  frequentemente 
elusive.  Stase  es  le  plus  importante  factor 
in  le  triade  de  Virchow  le  qual  include  compres- 
sion del  venas  con  vulneration  del  intima  e un 
augmento  del  coagulabilitate  sanguinee.  Le 


Undulant  fever 
responds  to  new  drug 

A British  physician  reports  that  the  new  anti- 
bacterial agent  nalidixic  acid  (NegGram)  may 
be  effective  against  brucellosis  (undulant  fever) . 

Writing  in  a recent  issue  of  Lancet,  B.  Sharma, 
M.D.,  says  that  the  antimicrobial  agent  was 
responsible  for  ridding  4 patients  of  symptoms 
of  the  disease.  The  drug’s  value  was  dis- 
covered accidentally,  according  to  the  investiga- 
tor and  his  colleagues  at  East  Riding  General 
Hospital,  Yorkshire. 

Nalidixic  acid  was  given  to  a patient  with  a 
urinary  tract  infection  caused  by  Proteus  vul- 
garis. A routine  blood  check  revealed  a brucella 


processo  se  initia  in  le  venas  del  extremitates 
inferior  plus  tosto  que  in  le  pulmones,  e mesuras 
prophylactic — incluse  massage  e precoce  mo- 
bilisation e ambulation — debe  esser  prendite 
pro  prevenir  le  formation  de  thrombos  in  iste 
locos  peripheric.  Regulation  del  adhesivitate 
plachettal  e del  agglutination  del  plachettas 
per  medio  de  agentes  pharmacologic  ha  non 
essite  effectuate. 

Brightman,  I.  J.,  e Katz,  J.:  Le  signification 
de  tuberculosis  active,  initialmente  reportate 
post  morte  (anglese),  New  York  State  J. 
Med.  66:  496  (15  de  februario)  1966. 

Esseva  studiate  le  casos  de  morte  per  non 
previemente  reportate  tuberculosis  occurrente 
depost  1950  in  le  stato  de  New  York  al  exclusion 
del  citate  de  New  York.  In  1961,  le  confirmate 
casos  active  primo  reportate  post  morte  com- 
prendeva  2,4  pro  cento  de  omne  le  casos  de 
tuberculosis  e 13,6  pro  cento  de  omne  le  mortes 
per  tuberculosis.  Le  correspondente  cifras 
pro  1963  esseva  2,9  e 17,6  pro  cento.  Le 
patientes  con  confirmate  tuberculosis  active 
primo  reportate  post  morte  esseva,  in  com- 
paration con  le  population  tuberculotic  to- 
tal, de  etate  plus  avantiate,  de  stato  plus 
frequentemente  non  maritate,  de  strato  eco- 
nomic relativemente  inferior,  e vivente  con 
relativemente  minus  numerose  contactos.  11 
pare  que  le  majoritate  de  iste  patientes  non 
suffreva  de  sever  symptomas  pulmonary  durante 
lor  maladia  terminal. 


agglutination  titre  of  1 to  125,  which  dropped 
to  0 during  therapy,  while  brucellosis  symptoms 
disappeared. 

A diagnosis  of  brucellosis  was  made  in  3 other 
patients  following  observation  and  confirmation 
of  raised  agglutination  titres.  One  of  the  3 
patients,  who  had  no  history  of  ingesting  raw 
milk  or  of  contact  with  cows,  had  a week-long 
fever.  Nalidixic  acid  was  administered  when 
the  agglutination  titre  rose  to  1 to  500,  reduc- 
ing it  to  0 in  four  days  and  ridding  the  patient 
of  symptoms. 

In  4 patients  the  fever  dropped  on  the  second 
day  of  treatment,  and  symptoms  were  elimi- 
nated on  the  fourth  or  fifth  day.  Further  study 
of  the  drug  to  determine  its  value  in  bi'ucellosis 
is  suggested  by  the  physician. 
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Books  Received 


The  following  books  were  received  during  the  month  of  December,  1965.* 


Textbook  of  Pathology.  Two  Volumes.  By 
George  L.  Montgomery,  M.D.  Quarto,  il- 
lustrated. Baltimore,  The  Williams  and  Wil- 
kins Company,  1965.  Cloth,  $24.50. 

Parkinson’s  Disease:  Trends  in  Research 

and  Treatment.  A Symposium  held  in 
Miami  Beach,  April  9-11,  1964  under  the 
sponsorship  of  the  National  Parkinson 
Foundation.  Edited  by  Andre  Barbeau, 
M.D.,  Lewis  J.  Doshay,  M.D.,  and  Ernest  A. 
Spiegel,  M.D.  Octavo  of  171  pages,  illustrated. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$7.75. 

Progestagen  Therapy.  By  Maxwell  Roland, 
M.D.  Quarto  of  88  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1965.  Cloth, 
$9.00. 

The  Emotionally  Disturbed  Child — Then 
and  Now.  By  J.  Louise  Despert,  M.D. 
Octavo  of  329  pages.  New  York,  Vantage 
Press,  1965.  Cloth,  $6.00. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Steroids  and  asthma 


Structural  changes  in  5 cases  of  corticosteroid- 
treated  asthma  were  reported  in  a recent  issue  of 
Journal  of  Allergy  by  E.  L.  Keeney,  M.D.,  and 
L.  A.  Palmer,  M.D.  The  patients,  3 males  and 
5 females,  were  aged  from  forty-four  to  sixty- 
eight  years  at  the  time  of  death,  and  had  been 
treated  with  corticosteroids  for  one  to  7.5  years 
with  an  average  of  4.4  years.  They  survived 
for  an  average  of  6.9  years  after  the  onset  of 
symptoms.  This  compared  favorably  with 
cases  of  asthma  beginning  after  the  age  of  forty 
reported  before  the  corticosteroid  era;  in  three 
such  studies,  the  survival  after  onset  of  symp- 
toms averaged  three  to  3.9  years. 

The  corticosteroids,  given  singly  in  high 
dosage  at  various  times,  were  prednisone  in  4 
cases,  hydrocortisone  in  3,  triamcinolone  in  2, 
and  cortisone,  prednisolone,  dexamethasone, 
and  methylprednisolone  in  1 case  each.  The 
following  structural  changes  related  to  long- 


Controversy  in  Internal  Medicine.  Edited 
by  Franz  J.  Ingelfinger,  M.D.,  Arnold  S.  Reiman, 
M.D.,  and  Maxwell  Finland,  M.D.  Octavo 
of  679  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1966.  Cloth,  $14.50. 

Operative  Obstetrics.  By  R.  Gordon 
Douglas,  M.D.,  and  William  B.  Stromme,  M.D. 
Second  Edition.  Quarto  of  779  pages,  il- 
lustrated. New  York,  Appleton-Century- 
Crofts,  1965.  Cloth,  $22.50. 

The  Quality  of  Medical  Care  as  a Challenge 
to  Public  Health.  The  Fourth  Bronfman 
Lecture.  By  Ray  E.  Trussell,  M.D.  Quarto 
of  44  pages,  illustrated.  New  York,  American 
Public  Health  Association,  1965.  Cloth. 

Ferment  in  Medicine.  By  Richard  M. 
Magraw,  M.D.  Octavo  of  273  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Cloth,  $6.50. 

Injuries  of  Nerves  and  Their  Consequences. 

By  S.  Weir  Mitchell,  M.D.  Octavo  of  377 
pages.  New  York,  Dover  Publications,  Inc., 
1965.  Paper,  $2.75.  (American  Academy  of 
Neurology  Reprint  Series) 


term,  high-dosage  corticosteroid  therapy  were 
noted:  (1)  an  external  appearance  of  Cushing’s 

disease;  (2)  decrease  in  the  inflammatory  reac- 
tion, increase  in  mucus  gland  activity,  base- 
ment membrane  prominence,  and  smooth 
muscle  hypertrophy  of  the  bronchial  and 
bronchiolar  walls;  (3)  hypertrophy  of  the 
myocardial  fibers;  (4)  atrophy  of  the  zona 
fasciculata  of  the  adrenal  cortices;  (5)  cyto- 
plasmic hyalinization  and  vacuolization  of 
pituitary  basophils  and  hyperplasia  of  pituitary 
acidophils;  (6)  atrophy  of  lymphatic  tissue  of 
the  spleen;  and  (7)  slight  and  infrequent  osteo- 
porosis. 

Nonbeneficial  changes  were  considered  to  be 
lesser  evils  compared  with  the  consequences  of 
this  type  of  asthma;  the  authors  believe  that 
long-term  high-dosage  corticosteroid  therapy 
is  justified  in  such  cases.  External  signs  of 
Cushing’s  disease  were  observed  in  4 patients; 
the  time  of  appearance  of  these  signs  could  not 
be  consistently  and  significantly  related  to  the 
type,  dosage,  or  dui'ation  of  corticosteroid  treat- 
ment. 
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Books  Reviewed 


Complications  After  Cataract  Surgery. 
Edited  by  Frederick  H.  Theodore,  M.D. 
With  31  Contributing  Authors.  Octavo  of 
672  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1965.  Cloth  $16. 

Dr.  Theodore  is  an  attending  ophthalmic 
surgeon  at  the  The  Mount  Sinai  Hospital  and 
an  associate  clinical  professor  of  ophthalmology 
at  New  York  University  Medical  Center. 

This  book  is  a presentation  in  an  organized 
form  of  the  complications  following  cataract 
surgery.  As  the  ageing  population  increases 
there  is,  of  necessity,  an  increase  in  cataract 
surgery,  which  affords  such  a variety  and  multi- 
plicity of  unforeseen  complications.  The  re- 
sults are  frequently  capricious  and  often  negate 
the  skill  of  the  best  operator.  With  the  in- 
troduction of  new  technics,  new  complications 
develop,  and  must  be  met  accordingly. 

This  is  written  by  32  authorities  and  provides 
valuable  divergent  views  in  this  complicated 
field.  Some  of  the  chapters  are  “Complications 
in  the  Immediate  Postoperative  Period.”  “Com- 
plications in  the  Glaucomatous  Eyes,”  “Retinal 
Detachment  After  Cataract  Surgery,”  and 
“Uveal  Complications.”  The  use  and  value  of 
contact  lenses,  both  corneal  and  scleral,  are 
discussed.  Postoperative  aphakia  has  been 
incorporated  here. 

This  book  is  specifically  aimed  at  the  eye 
resident  and  the  ophthalmic  surgeon  and  will 
enable  them  to  cope  with  some  specific  problems 
in  the  management  of  cataract  surgery  com- 
plications.— Norris  C.  Elvin,  M.D. 

The  Thymus  in  Immunobiology;  Struc- 
ture, Function,  and  Role  in  Disease.  By 

72  Authors.  Edited  by  Robert  A.  Good,  M.D., 
and  Ann  E.  Gabrielsen,  M.A.  Octavo  of  778 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1964.  Cloth,  $24.50. 

This  publication  covers  a conference  which 
was  sponsored  by  the  National  Academy  of 
Sciences,  the  National  Research  Council,  and 
the  National  Foundation  with  the  University  of 
Minnesota  as  its  host.  In  the  final  summary  by 
Trentin,  he  stated  that  the  conference  answered 
many  questions  and  in  addition  raised  many 
more  than  it  has  answered.  It  was  an  oppor- 
tunity for  the  “mouse  people”  and  “chicken 
people”  to  meet  with  the  “people  who  work  with 
people.”  One  hundred  investigators  from  many 
parts  of  the  world  attended.  This  stimulating 
tome  will  pique  your  interest  in  the  thymus. 
One  learns  the  details  of  the  important  role  of 
the  thymus  gland  in  the  development  and  func- 
tion of  the  lymphatic  system,  the  relation  of  the 


small,  medium,  and  large  “lymphocyte,”  histio- 
cyte, macrophage,  phagocytic  reticuloendothe- 
lial cell,  “endothelium”  in  the  liver,  spleen, 
lymph  of  hypophysis  and  adrenal.  One  learns 
the  important  multiple  origins  of  the  lympho- 
cyte role  of  the  Bursa  of  Fabricius  in  chickens. 
Stressed  is  the  immunologic  response  of  animals 
in  both  phylogeny  and  ontogeny.  Radioiso- 
tope-uptake-methods to  determine  lymphatic 
population  dynamics  with  tagged  chromosome 
markers,  fluorescent  antibody  technics,  and 
such  are  linked  with  keen  observations  and 
astute  deductions  in  leukemia,  thymona,  myas- 
thenia gravis,  homing  phenomenon  of  lympho- 
cytes, and  the  lymphocytopoietic  factor. 
Human  cases  of  thymomata  associated  with 
dysproteinemia,  disturbances  of  hematopoiesis, 
and  mesenchymal  disease  are  presented. 

This  1962  conference,  edited  in  1964,  has 
added  data  from  Good  as  well  as  Koprowski  and 
Defendi.  The  quality  of  the  72  authors  and 
the  challenging  information  will  justify  its  posi- 
tion in  the  library  of  those  interested  in  the 
problems  of  this  important  facet  of  medical 
knowledge. — Bernard  Seligman,  M.D. 

Surgery  in  America:  From  the  Colonial 

Era  to  the  Twentieth  Century.  Selected 
Writings.  Edited  by  A.  Scott  Earle,  M.D. 
Octavo  of  280  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth,  $8.50. 

This  monograph  is  the  first  of  two  volumes 
that  bring  to  the  reader  a comprehensive  account 
of  the  development  of  surgery  on  this  continent. 
The  author  has  included  several  papers  that  are 
real  surgical  milestones.  These  include  the 
papers  by  McDowell  on  ovariotomy  and  Warren 
and  Bigelow  on  use  of  ether  for  surgical  anes- 
thesia. 

Many  of  the  selections  are  from  texts  and 
lectures  that  shaped  the  practice  and  philosophy 
of  surgery  in  America.  The  writings  selected 
are  very  readable.  The  collection  gives  a pic- 
ture of  the  great  distance  that  American  sur- 
gery has  travelled. 

The  book  ends  with  an  article  by  William 
Stewart  Halstead,  entitled  “The  Training  of  the 
Surgeon.”  It  is  a fitting  conclusion  for  this 
excellent  cross  section  of  writings  in  American 
surgery. 

I recommend  this  book  to  all  surgeons. — 
Alan  A.  Kane,  M.D. 

A Diagnostic  Approach  to  Chest  Diseases. 
By  Glen  A.  Lillington,  M.D.,  and  Robert  W. 
Jamplis,  M.D.  Octavo  of  508  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $14.50. 
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The  authors  of  this  volume  have  divided  their 
text  into  three  portions:  Part  one — deals  with 

diagnostic  technics  of  value  in  the  investigation 
of  patients  with  pulmonary  diseases;  Part 
two — describes  the  major  roentgenographic 
patterns  seen  on  abnormal  chest  films;  and 
Part  three  describes  each  one  of  these  roentgen- 
ographic patterns  in  somewhat  more  detail  and 
discusses  the  different  diagnostic  possibilities. 

Throughout  each  chapter  there  is  constant 
reference  to  the  clinical  aspects  of  these  condi- 
tions, both  from  a diagnostic  and  differential 
diagnostic  viewpoint. 

This  book  is  of  particular  interest  to  the  gen- 
eral practitioner  or  to  the  internist,  rather  than 
to  the  practicing  radiologist. 

The  discussion  of  the  various  radiologic  pat- 
terns is  quite  complete,  but  is  marred  by  the  fact 
that  it  is  difficult  in  a text  of  this  sort  to  illus- 
trate all  of  the  possibilities  described. — Emanuel 
Mendelson,  M.D. 

Pediatric  Neurology.  By  13  Authors.  Edited 
by  Thomas  W.  Farmer,  M.D.  Octavo  of  690 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1964. 
Cloth,  $18.50. 

This  work  is  an  important  addition  to  both 
pediatric  and  neurological  literature.  It  con- 
tains a vast  amount  of  material  which  is  pre- 
sented in  a concentrated  and  concise  fashion. 
Nevertheless,  it  is  readable  and  clearly  pre- 
sented. The  subject  matter  is  up  to  date  and 
has  a discussion  of  current  diagnostic  laboratory 
procedures  as  well  as  “the  newest  techniques  of 
treatment — for  example  . . . the  latest  dosage 
and  toxicity  of  recommended  chemotherapeutic 
and  antibiotic  drugs;  the  management  of  the 
retarded  child;  treatment  of  seizures,  regulation 
of  water  and  electrolytes,  the  newest  radiologic 
techniques,  nerve  conduction  studies,  and 
screening  tests  for  biochemical  disorders.” 

The  editor  and  his  coauthors  have  succeeded 
in  making  this  a useful,  thorough,  and  quick 
guide  helpful  to  pediatricians,  neurologists,  gen- 
eral practitioners,  and  all  those  in  ancillary 
fields  who  are  interested  in  the  care  of  the  child 
with  acute  or  chronic  disease  of  the  nervous 
system. — Arthur  J.  Lapovsky,  M.D. 

Understanding  Surgery.  Edited  and  Com- 
piled by  Dr.  Robert  E.  Rothenberg.  Octavo  of 
717  pages,  illustrated.  New  York,  Trident 
Press,  1965.  Cloth,  $6.95. 

This  volume  is  written  for  the  layman  and 
deals  with  the  standard  practice  of  what  lies 
ahead  for  the  patient  who  is  going  to  undergo 
surgery.  The  author  deals  with  operations  that 
are  most  commonly  performed. 

The  book  is  written  in  everyday  language  and 
should  be  easily  understood  by  the  average 
person.  After  several  opening  paragraphs 
written  in  essay  style  describing  the  diseases  in 
general  the  author  then  devotes  a considerable 
section  of  each  chapter  to  a question  and  answer 
form.  This  really  brings  out  all  the  pertinent 


queries  that  may  be  asked  by  a layman  about 
his  particular  surgical  condition. 

The  author  in  his  preface  explains  that  sur- 
gical practices  and  technics  vary  and  must  be 
altered  to  suit  the  needs  of  the  individual  case. 
However,  he  makes  an  effort  to  give  the  picture 
of  standard  practice. 

The  table  of  contents  includes  chapters  on  all 
regions  of  surgery.  The  introductory  chapter 
entitled  “Surgery  in  General”  is  especially  well 
written. — Alan  A.  Kane,  M.D. 

The  Troubled  Calling:  Crisis  in  the  Medi- 

cal Establishment.  By  Selig  Greenberg. 
Octavo  of  398  pages.  New  York,  The 
Macmillan  Company,  1965.  Cloth,  $6.95. 

It  has  become  an  aphorism  that  everyone  likes 
his  own  doctor  but  everybody  dislikes  the  medi- 
cal profession.  With  this  as  his  premise,  the 
author  has  drawn  up  a presentment  inditing  the 
medical  “establishment”  on  counts  of  condon- 
ing (by  apathy)  the  mercenary  miscreants  in 
its  midst  (with  a sideswipe  at  the  huckster 
tactics  and  profiteering  by  the  pharmaceutical 
houses) ; for  the  reluctant  (too  little  and  too 
late)  acceptance  of  prepayment  health  insur- 
ance; for  the  anachronistic  “status  quo”  intran- 
sigence, ignoring  the  inexorable  tide  of  socio- 
economic changes  that  have  accompanied  the 
miraculous  strides  of  science  and  the  current 
reforms  in  political  philosophy. 

Most  of  the  subject  material  is  very  familiar, 
replete  with  passages  and  quotations  from  our 
leading  medical  periodicals,  carefully  selected  to 
support  his  controversial  allegations.  Despite 
some  obvious  distortions,  he  has  concocted  a 
credible  bill  of  particulars  which  is  difficult  to 
refute. 

The  Troubled  Calling  is  intended  primarily  for 
the  lay  public,  in  whom  it  will  provoke  doubt 
and  distrust  of  the  doctor,  who,  as  culprit,  will 
find  the  allegations  equally  provocative. — 
Milton  B.  Spiegel,  M.D. 

Physical  Examination  of  the  Joints.  By 

William  P.  Beetham,  Jr.,  M.D.,  Howard  F. 
Polley,  M.D.,  Charles  H.  Slocumb,  M.D.,  and 
Walt  F.  Weaver,  M.D.  Octavo  of  198  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1965.  Cloth,  $7.50. 

Dr.  Beetham  and  his  associates  have  put  to- 
gether an  excellent  monograph  on  physical 
examination  of  the  joints.  In  one  short  vol- 
ume they  include  most  of  the  maneuvers  which 
the  practicing  physician  finds  necessary  for 
proper  evaluation  of  the  patient  with  rheumatic 
complaints.  The  illustrations  are  excellent 
and,  if  the  modes  of  examination  suggested  are 
followed  by  the  examining  physician,  it  will  be 
of  considerable  value  to  him  in  establishing  a 
proper  diagnosis. 

While  this  volume  is  of  obvious  value  to  the 
medical  student  learning  physical  diagnosis,  it 
also  should  prove  to  be  valuable  to  all  practi- 

continued  on  page  549 
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tioners  who  see  patients  with  rheumatic  disease. 
— Charles  M.  Plotz,  M.D. 

Radiologic  Studies  of  the  Gravid  Uterus. 

By  Paul  A.  Bishop,  M.D.  Sextodecimo  of  279 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1965.  Cloth,  $14.50. 

This  monograph  with  its  concise  style,  its 
completeness,  and  the  presence  of  numerous 
radiographs  is  an  excellent  book  for  the  radio- 
logical student  and  specialist. 

The  various  subdivisions,  radiation  hazards, 


Do  you  know  . . . 


Since  1946,  a total  of  104  cases  of  smallpox 
have  been  diagnosed  and  reported  in  the  United 
States.  Eight  cases  were  persons  coming  into 
this  country  from  abroad,  and  the  remaining 
96  cases  resulted  from  exposure  to  the  8 in- 
troductory cases. 

A survery  two  years  ago  showed  that  60 
per  cent  of  American  children  one  to  four  years 


technical  considerations,  technical  procedures, 
studies  of  the  normal,  and  of  the  abnormal 
fetus,  studies  of  the  placenta,  are  discussed 
briefly,  but  all  pertinent  data  are  included.  In 
addition,  there  are  excellent  chapters  on  deter- 
mination of  the  age  of  the  fetus,  the  diagnosis  of 
ectopic  pregnancies,  and  of  radiological  technic. 
There  is  no  discussion  of  pelvimetry,  the  author 
keeping  rigidly  within  the  prescribed  limits  of 
the  title.  The  correlation  with  the  clinical 
findings  is  persistently  impressed  upon  the 
reader. 

This  volume  is  to  be  recommended. — Emanuel 
Mendelson,  M.D. 


of  age  had  not  completed  standard  diphtheria, 
whooping  cough,  and  tetanus  immunization; 
40  per  cent  had  not  been  vaccinated  against 
smallpox;  and  32  per  cent  had  not  been  im- 
munized adequately  against  polio. 

Alcohol  involves  the  partial  or  complete 
incapacitation  of  an  estimated  5 million  Ameri- 
cans (one  hundred  times  the  estimated  number 
of  narcotic  addicts),  according  to  the  Ad  Hoc 
Panel  on  Drug  Abuse  of  the  White  House  Con- 
ference on  Narcotic  and  Drug  Abuse,  held 
recently. 
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PHYSICIANS  WANTED 


1NTE  UNSHIPS- AM  A APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


GENERAL  PRACTITIONER  UNDER  38  YEARS  OLD 
wanted  to  join  a 5-man  group  in  Ellenville,  N.  Y.  Contact 
Ellenville  Medical  Group,  (914)  647-5300. 


WANTED:  PHYSICIAN  FOR  ASSOCIATION  WITH 

staff  group  for  hospital  service  in  cardiopulmonary  disease. 
Active  service  in  fully  equipped  hospital,  including  cardio- 
pulmonary laboratory  and  thoracic  surgery.  Basic  starting 
salary  for  service  work  $13,000  with  yearly  increments, 
with  added  opportunity  for  private  cousulting  practice. 
Excellent  fringe  benefits  including  available  residence. 
For  details,  apply  to  James  M.  Blake,  M.D.,  Glenridge 
Hospital,  Schenectady,  New  York  12302. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


MEDICAL  PRACTICE:  GREAT  NEED  IN  NORTH- 
em  New  York  community  of  20,000  for  at  least  two  med- 
ical men.  Excellent  hospital  facilities,  good  schools  and 
good  transportation.  Minimum  income  guaranteed. 
Administrator,  A.  Barton  Hepburn  Hospital,  Ogdensburg, 
New  York. 


SUPERVISOR  OF  SCHOOL  MEDICAL  SERVICES: 
Opening  in  New  York  State  Education  Department  in  Al- 
bany for  Supervisor  to  perform  field  and  office  work  in  sup- 
ervision and  guidance  of  health  services  program  in  the 
schools  of  the  State.  Applicants  must  possess  a license 
issued  by  New  York  State  to  practice  medicine  and  have  at 
least  two  years  of  experience  in  the  practice  of  medicine,  of 
which  one  year  must  have  included  service  as  a school 
physician.  Salary  range  $11,840  to  $14,125  with  appoint- 
ment possible  above  the  minimum  salary  level.  Excellent 
non-contributory  retirement  plan,  professional  development 
leave  programs,  health  insurance,  and  other  fringe  benefits. 
Send  detailed  resume  to  Bureau  of  Personnel,  State  Educa- 
tion Department,  Albany,  New  York  12224. 


EMERGENCY  ROOM  PHYSICIANS  GROUP:  FULL 

time;  minimum  guarantee  offered.  185-bed  modern, 
non-profit  JCAH  hospital  just  completed.  Applicants 
eligible  for  New  Jersey  license.  Apply  Administrator, 
Underwood  Hospital,  509  North  Broad  Street,  Woodbury, 
New  Jersey. 


INTERNAL  MEDICINE  RESIDENCY:  APPROVED 

three  year  program;  620  bed,  county  general  hospital. 
Board  certified,  medical  school  affiliated,  full  time  Chief 
of  Medicine,  and  full  time  Assistant  Chief  of  Medicine; 
visting  medical  school  professors  for  half  day  twice  monthly; 
cardiac  monitoring  and  coronary  care  unit;  newly  ex- 
panded extensive  teaching  program;  research  opportun- 
ities and  three  full  time  pathologists;  large  outpatient 
clinic  with  supervised  teaching,  all  sub-specialties.  Salary: 
$400  mo.  (first  year),  $425  mo.  (second  year),  $475  mo. 
(third  year)  plus  $100  month  if  single;  $150  month 
married  (housing  allowance).  Contact:  Director  of 

Medical  Services,  Kern  County  General  Hospital,  1830 
Flower  St.,  Bakersfield,  California  93305. 


JULY  & AUGUST:  PHYSICIAN  NEEDED  TO  ASSIST 
family  doctor  in  resort  town  one  hour  north  of  New  York 
City.  Diversified  vacation  job.  Box  310,  % NYSJM. 


PHYSICIANS  WANTED — CONT’D 


M.D.  ANESTHESIOLOGIST,  PRIVATE  PRACTICE, 
needs  anesthetist  for  general  surgery  & obstetrics.  Work 
in  small,  general  hospital,  50  miles  N.Y.C.  Flexible 
hours;  salary  to  be  decided.  Box  308.  % NYSJM. 


PHYSICIANS  WANTED- — MALE  & FEMALE.  Lic- 
ensed, for  children’s  camps,  July- August.  Good  salary 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York,  N.Y. 
10036,  phone  212  OX  5-2656. 


EAST  NORTHPORT:  UNLIMITED  POSSIBILITIES, 

very  fast  growing  area,  to  build  or  expand  a solid  general- 
specialty  practice.  Local  physicians  badly  overworked. 
Share  new  air  conditioned  building  with  busy  dentist  who 
will  assist  in  every  way.  Will  alter  to  suit.  A.  Huberman, 
D.D.S.,  1107  Pulaski  Rd.,  E.  Northport,  N.Y.  AN  1-4477. 


DERMATOLOGIST  WANTED  FOR  PRIVATE  PRAC- 
tice  in  Ithaca,  N.Y.  Present  dermatologist  planning  to 
retire  this  summer.  College  town  with  drawing  popula- 
tion of  about  75,000.  Excellent  hospital.  Joseph  B. 
Mathewson,  M.D.,  110  N.  Tioga  St.,  Ithaca,  N.  Y. 


WANTED:  PHYSICIAN  WITH  SOME  TRAINING 

internal  medicine.  Career  position  with  Life  Insurance 
Co.,  N.Y.C.  Excellent  opportunity;  many  fringe  bene- 
fits. Will  consider  doctor  finishing  reisdency  June  1966. 
Box  315,  % NYSJM. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed; 
wholesome  Berkshire  country  living;  the  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,%  NYSJM. 


WANTED:  ANESTHESIOLOGIST,  MANHATTAN,  N.Y. 
license,  experienced.  Part  or  full  time.  Fee  for  service. 
Write  full  details.  Box  316,  % NYSJM. 


SALE  OR  RENT:  OFFICE  BUILDING  (DECEASED 
physician)  located  at  194  Central  Ave.,  Silver  Creek,  N.Y., 
30  miles  from  Buffalo  Thru-way  exit,  5 & 20  highways. 
New  hospital,  new  schools,  new  library,  eight  churches, 
golfing  and  bathing.  Most  modern  office  in  western  New 
York;  suiable  for  Surgeon  or  Internist,  fully  equipped, 
X-ray,  dark  room,  3 treatment  rooms,  consultation  room, 
large  waiting  room,  reception  room.  Urgently  needed, 
only  one  active  M.D.  in  town.  Bring  no  equipment — we 
have  it.  For  information,  contact  Mabel  Jackson  Barresi, 
57  Main  St.,  Silver  Creek,  N.Y.  Phone  934-2341. 


GENERAL  PRACTITIONER  AND/OR  INTERNIST 
under  40  years  old,  wanted  for  extremely  busy  medical 
group  in  small  village  in  heart  of  the  Catskill  resort  area. 
Contact  Fred  Horwitz,  M.D.,  Ellenville,  N.Y.  (914 
647-5300. 


POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  WITH  BROAD 
experience,  including  special  diagnostic  procedures  and 
radiotherapy,  desires  position  in  hospital  in  charge  of  X-ray 
Department.  Interested  in  a rather  small  institution; 
willing  to  have  X-ray  department  developed  and  organized 
for  full  scale  of  special  procedures.  Prefer  New  York  City 
area  or  Long  Island.  Box  287,  % NYSJM. 


ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time,  New  York  metropolitan  area. 
PL3-7737. 
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POSITIONS  WANTED — CONT’D 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Weil  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians' 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  ELIGIBLE  FOR  N.Y.  STATE 
license,  available  also  weekends;  and  obstetrics.  Box 
311,  % NYSJM. 


CARDIOLOGIST,  BOARD  CERTIFIED,  NOW  DIREC- 
tor  of  cardiopulmonary  laboratory  in  university-affiliated 
hospital  and  assistant  professor  of  medicine,  desires 
relocation,  preferably  in  New  York  City  or  Long  Island. 
Interested  in  directorship  of  cardiopulmonary  laboratory 
or  department  of  cardiology.  Available  immediately. 
Box  318,  % NYSJM. 


INTERNIST,  AGE  33,  UNIVERSITY  TRAINED, 
Board  certified,  desires  association  or  position  in  New 
York  City  or  vicinity.  Box  313,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


ILLNESS  FORCES  PREMATURE  RETIREMENT  OF 
upstate  New  York  pediatrician.  Need  Board  certified 
associate  to  assume  large,  lucrative  practice.  Economically 
stable  urban  area.  Accredited  hospitals.  Inquiry,  cur- 
ruculum  vitae  to  Box  305,  % NYSJM. 


LEAVING  FOR  RESIDENCY  IN  MARCH.  DESIRE 
man  to  rent  office  and  take  over  active,  general  practice. 
Immediate  income  limited  only  by  ability.  Ideal  location 
in  expanding  community  on  Long  Island.  Easy  terms. 
Box  307,  % NYSJM. 


OPPORTUNITY  FOR  GENERAL  PRACTITIONER 
who  wishes  well  established  practice  in  community  of 
6,000  in  Adirondacks.  Modern  home  with  office  and 
equipment  available;  vacant  due  to  sudden  death  of 
doctor.  Reasonable  terms.  Contact  H.  J.  McCasland, 
Westport,  N.Y. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE,  16  YEARS 
in  existence  in  new  professional  building;  five  rooms 
fully  equipped.  Active  dispensing  service.  One  of  finest, 
most  attractive  and  active  practices  in  Central  New  York. 
Will  introduce  and  finance.  Relocating  due  to  personal 
tragedy  in  family.  Serious  parties  only  please.  For 
details,  write  Box  314,  % NYSJM. 


PHYSICIAN'S  BUSY  WOODSIDE,  QUEENS,  GENERAL 
practice  for  sale.  Fully  equipped,  low  rent,  large  volume. 
Excellent  situation  for  general  practitioner.  Will  sacrifice 
to  settle  estate.  Call  BO  3-3969,  or  write  Mrs.  S.  Sarkisian, 
% B.  Asadorian,  Esq.,  32  Court  St.,  Brooklyn,  N.Y. 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice.  Modern,  2 doctor  office,  attractive  home. 
Main  highway,  center  of  town,  near  ocean.  Immediate 
practice  and  income:  good  investment  against  inflation. 
Also  suitable  for  specialsts,  especially  internist,  with  or 
without  doing  some  general  practice  at  the  beginning. 
Retiring.  Box  319,  % NYSJM. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


MISCELLANEOUS — CONT’D 


VACATION  ON  CARE  FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeiing  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St..  New  York.  N.  Y.  10036. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK-DUTCHESS  COUNTY;  NEW  PROFES- 
sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address;  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms..  flr.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min .434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


POUGHKEEPSIE:  FAST  GROWING  RESIDENTIAL 

area  needs  G.P.  or  pediatrician.  Ranch,  3 BR,  2 baths, 
LR,  DR,  eat-in  kitchen,  playroom;  well  landscaped,  trees. 
Attached  6 room  office  air-cond.  Occupied  6 yrs.  very 
successfully  as  dental  office.  Ideal  for  fast  start;  min- 
imum investment  $29,500.  M.  M.  Weinstein,  D.D.S., 
277  Vassar  Rd.,  (914)  462-3333. 


SUBLEASE  WITH  OR  WITHOUT  FULL  EQUIPMENT, 
physician’s  office  in  Laurelton  Professional  Building. 
Call  (516)  CH  9-0966. 


BAY  SHORE,  LONG  ISLAND:  PROFESSIONAL  SUITE, 
800  sq.  ft.,  front  and  rear  entrances,  14  car  parking  lot, 
one  block  from  Main  St.  Would  subdivide,  Available 
summer  1966.  Box  312,  % NYSJM. 


FOR  RENT:  APPROXIMATELY  1,600  SQ.  FT.  AVAIL- 
able  for  individual  use  or  as  a clinic.  Excellent  location  in 
hotel,  mid  town  N.Y.C.,  77th  Street  a few  steps  off  Broad- 
way. Private  street  entrance.  Reasonable  rent,  a wonder- 
ful opportunity.  Contact:  John  Huber.  LA  4-6900. 


FOR  SALE:  OFFICE  WITH  SEVEN  ROOM  AT- 

tached  home,  in  heart  of  Hudson  River  fruit  section. 
Established  general  practice  of  38  years;  retiring  because 
of  h ealth.  Four  churches,  modern  centralized  school. 
Hospitals  eight  miles.  Transferable  appointments.  Will 
introduce.  Box  320,  % NYSJM. 


LONG  ISLAND,  NORTH  SHORE,  “GOLD  COAST’’ 
location;  8 room  contemporary  residence  plus  suite- — 
accessible,  near  schools,  shops,  pool  membership  (vested, 
no  fee).  Now  occupied  internist,  suitable  any  specialty. 
Asking  $52,500.  Contact  Florence  Realty  Co.,  (516) 
MA  1-2510,  Exclusive  agent. 


BETHPAGE:  BEAUTIFULLY  MAINTAINED,  8 ROOM 
split-level  home  and  4 room  office.  Two  car  garage  elec- 
tric, breezeway,  deck,  built-ins,  appliances.  Numerous 
extras.  2l/2  baths.  Close  to  schools,  shopping  areas; 
bus  stop  on  corner.  Must  be  seen  to  be  appreciated. 
$34,900.  (516)-WE  1-1414. 


OFFICE  SPACE  IN  WESTHAMPTON.  LONG  ISLAND, 
professional  building,  for  rent.  Full  use  of  all  facilities 
including  X-ray  equipment  and  laboratory.  Ideal  for 
either  general  practitioner  or  specialist.  Ample  parking 
area.  Nursing  home  adjacent.  Handy  location.  Call 
Miss  Murphy  (516)  288-1122  or  New  York  City  (212) 
PL  9-5223. 
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She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
with  DEXAMYL® 

brand  of  dextroamphetamine 
sulfate  and  amobarbital 

'DexamyE  is  the  mood-lifting 
anorectic;  it  not  only  assures 
unexcelled  control  of  appetite 
but  also  improves  outlook. 


Formula:  Each  'Dexamyl'  Spansule® 
(brand  of  sustained  release  capsule) 
No.  1 contains  10  mg.  of  Dexedrine® 
(brand  of  dextroamphetamine  sulfate) 
and  1 gr.  of  amobarbital,  derivative 
of  barbituric  acid  [Warning,  may  be 
habit  forming].  Each  'Dexamyl'  Span- 
sule capsule  No.  2 contains  15  mg.  of 
Dexedrine  (brand  of  dextroampheta- 
mine sulfate)  and  \Vz  gr.  of  amobarbi- 
tal [Warning,  may  be  habit  forming]. 
Principal  cautions  and  side  effects: 
Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or 
barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hy- 
pertension. Insomnia,  excitability  and 
increased  motor  activity  are  infre- 
quent and  ordinarily  mild.  Before 
prescribing,  see  SK&F  product  Pre- 
scribing Information.  Smith  Kline  & 
French  Laboratories,  Philadelphia 


Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin— once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
SO  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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The  cancer  with  the  highest  incidence:  skin.  The  cancer  with  the  highest  mortality  rate:  lung. 
Both,  ironically,  the  most  preventable  of  all  cancers. 

Lung  cancer  kills  some  47,000  Americans  every  year.  Estimates  are  that  more  than  75% 
of  lung  cancers  are  caused  by  cigarette  smoking... a preventable  habit. 

About  80,000  Americans  develop  skin  cancer  each  year.  Since  its  principal  cause  is 
excessive  exposure  to  the  sun,  preventive  measures  are  clear. 

Basal  cell  and  squamous  cell  carcinoma,  commonest  forms  of  skin  cancer,  are  easily 
cured  in  their  early  stages.  The  high  incidence  of  skin  cancer,  the  suffering,  disability  and 
disfigurement  which  too  often  accompany  it,  make  it  a challenging  problem. 

In  its  program  of  bringing  vital  facts  about  cancer  to  the  public,  the  Society  has  two 
new  films,  both  available  for  showing  through  any  ACS  Unit.  WHO,  ME?  dramatizes  the 
hazards  of  cigarette  smoking.  SENSE  IN  THE  SUN  urges  both  sun  workers  and  sun  wor- 
shippers to  exercise  caution.  Like  all  Society  films,  their  object  is  to  save  lives  and  diminish 
suffering  from  cancer  by  giving  forceful  expression  to  many  of  the  facts  about  cancer  with  r p 
which  you,  doctor,  guide  your  patients. 

american  cancer  society 
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treat  the  cough  as  well  as  the  cold 

Hycomine"  Syrup 


tions  responsible  for  irritation  • 
provides  prompt  symptomatic  relief 
of  allergic  symptoms  • is  well  tol- 
erated • rarely  causes  constipation 


Each  teaspoonful  (5  cc.)  contains: 


5 mg. 


1.5  mg. 


6.5  mg. 


Hycodan® 

Hydrocodone  bitartrate  . . . 

(Warning:  May  ba  habit-forming) 

Homatropine  methylbromide  . . 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 

(with  methylparaben  0.13%  and  propylparaben  0.02%  as  pre- 

servatives) 

in  a highly  palatable  cherry-flavored  vehicle 


Arrests  both  productive  and  nonproductive 
cough,  without  suppressing  productive  cough 
• decongests  the  airways  • liquefies  secre- 

U S Pal  ?cx«o 


£ndo* 


Average  Dosage:  Adults.  1 tea- 
spoonful after  meals  and  at  bedtime 
with  food.  Children  6-12  years. 

'/2  teaspoonful;  3-6  years.  % tea- 
spoonful; 1-3  years.  10  drops; 

6 months  to  1 year,  5 drops.  Admin- 
ister after  meals  and  at  bedtime 
with  food.  On  oral  Rx  where  state 
laws  permit. 

Caution:  Should  be  used  with  caution 
in  patients  with  known  idiosyncra- 
sies to  phenylephrine  hydrochloride 
and  in  those  with  moderate  or 
severe  hypertension,  hyperthyroid- 
ism or  advanced  arteriosclerosis. 

In  these  patients  the  use  should  not 
exceed  three  days.  Hycomine  Syrup 
is  generally  well  tolerated  but 
in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur. 


ENDO  LABORATORIES  INC.,  Garden  City,  New  York 
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Age  12-13— not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory."2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  "no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind"  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  Vh 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PAR  fit.  DAVIS  A COMPANY.  O'trolt,  MltMgtn  4B137 


The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75955 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals* 
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(diphenylhydantoin 

sodium) 
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Little-known  moments  in  history 
No.  1: 

Mr.  Ra,  a sculptor,  was  commis- 
sioned by  Queen  Nefertiti  to  do  a 
statue  of  herself,  and  by  King  Tut 
to  do  a large  lion  for  his  front 
lawn.  Confused  by  vertigo,  Mr.  Ra 
got  the  whole  thing  mixed  up.  Did 
he  get  a royal  bawling-out! 


m - • tablets  syrup  _ @ # 

Antivert  stops  vertigo 

(meclizine  HCI,  nicotinic  acid)  ■ 


Tablets:  (meclizine  HCI  12.5  mg.  and  nicotinic  acid  50  mg.) 
Syrup:  (each  5 cc.  teaspoonful  contains  meclizine  HCI 
6.25  mg.  and  nicotinic  acid  25  mg.) 

Most  widely  prescribed  anti-vertigo  agent' 

Complete  to  moderate  relief  in  9 out  of  10  patients1 
Antivert,  the  leading  anti-vertigo  product,1  combines  mecli- 
zine HCI,  an  outstanding  drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug  of  choice  for  prompt 
vasodilation.  Prescribe  Antivert  for  your  patients  with  vertigo, 
Meniere's  syndrome  and  allied  disorders. 

Precautions  and  side  reactions:  Frequent,  short-lived  reactions 
include:  cutaneous  flushing,  sensations  of  warmth,  tingling  and 
Itching,  burning  of  skin,  increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is  carrying  out  its  in- 
tended function  of  vasodilation.  Because  of  this  vasodilation, 
severe  hypotension  and  hemorrhage  are  obvious  contraindications 


to  Antivert  therapy.  Use  by  pregnant  women:  This  product  con- 
tains meclizine.  The  Food  and  Drug  Administration  has  stated 
that  while  available  clinical  data  are  inconclusive,  scientific 
experts  are  of  the  opinion  that  this  drug  may  possess  a potential 
for  adverse  effects  on  the  human  fetus,  and  that  consideration 
should  therefore  be  given  to  the  initial  use  of  another  non-pheno- 
thiazine  agent.  Roerig  and  its  medical  staff,  on  the  basis  of 
published  research  on  the  human  experience  with  this  drug  by 
experts  in  the  field  of  teratology  and  of  consultation  with  experts 
in  that  field,  have  concluded  that  there  is  no  greater  incidence 
of  malformations  among  the  offspring  of  mothers  who  took  other 
drugs,  or  no  drugs  at  all.  For  complete  information  consult 
product  brochure. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls  (5-10  cc.)  t.i.d. 
just  before  meals.  Specific  requirements  for  individual  patients 
should  be  determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500.  Syrup  in  pint  bot- 
tles. Rx  only. 

References:  1.  Based  on  1965  data  from  independent  physicians’ 
market  survey  organization.  2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobon® 

geriatric  supplement 

helps  keep  them 
'on  the  go’ 

Neobon  combines  hormones,  essential  hematopoietic  factors, 
a digestive  enzyme,  and  vitamins  and  minerals  with  the 
important  amino  acids  L-lysine  and  glutamic  acid.  When  used 
as  adjunctive  therapy,  such  medication  has  been  shown  to  be 
of  value  in  treating  patients  with  the  geriatric  syndrome.'1 
You,  too,  can  help  your  geriatric  patients —with  or  without 
vertigo  — lead  a more  active  life  by  prescribing  Neobon. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen 
or  androgen  therapy  should  not  be  used,  as  in  carcinoma  of 
the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  phy- 
sician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936 
(Nov.)  1957.  2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.) 
1957. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate)  ...2000  U.S.P.  units 
Vitamin  D 
(irradiated 

ergosterol)  . .200  U.S.P.  units 
Vitamin  B|  (thiamine 
mononitrate,  U.S.P.)  . .0.5  mg. 
Vitamin  Bj  (riboflavin, 


U.S.P.)  0.5  mg. 

Vitamin  B*  (pyridoxine 

HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 
tocopherol  acetate)  ...  .5  I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate).  .0.066  mg. 
Copper  (from 

copper  sulfate) 0.33  mg. 


Manganese  (from 
manganese  sulfate)  . .0.33  mg. 
Magnesium  (from 
magnesium  sulfate)  ...  .2  mg. 
Iodine  (from 

potassium  iodide)  . . .0.05  mg. 
Potassium  (from 
potassium  sulfate)  ..1.66  mg. 
Zinc  (from 

zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from 

ferrous  sulfate)  ....3.40  mg. 
Vitamin  B,2  (cobalamin 
concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid, 

U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 
Pancreatic  substance*  ..50  mg. 

(4)  Gonadal  Hormones 
Methyltestosterone  ....  1.0  mg. 
Ethinyl  estradiol  ....0.006  mg. 

(5)  Amino  Acids 

L-lysine 50  mg. 

Glutamic  acid 30  mg. 


♦Enzymatically  active  defatted  material  from  250  mg.  of  whole 
fresh  pancreas. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  N.Y.  10017 
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Medical  Meetings 


Steroids  and  diabetes  topic  of  talk 

“Steroid  Therapy  in  Patients  with  Diabetes — 
Problems  and  Management”  will  be  the  subject 
of  a lecture  by  Leon  Levitt,  M.D.,  clinical  asso- 
ciate professor  of  medicine,  Downstate  Medical 
Center,  to  be  given  March  4.  The  talk  will  be 
delivered  from  10:00  to  11:30  a.m.  in  the  “E” 
Building  auditorium  of  Kings  County  Hospital, 
451  Clarkson  Avenue,  Brooklyn,  New  York 
11203. 

Symposium  to  examine  Paget’s  disease 

A postgraduate  symposium  on  Paget’s  disease 
of  bone  will  be  held  Saturday,  March  5 from 
9:00  a.m.  to  1:00  p.m.  at  Downstate  Medical 
Center.  Speaking  at  the  symposium  will  be 
Raphael  R.  Goldenberg,  M.D.,  chief  of  ortho- 
pedic surgery,  St.  Joseph’s  Hospital,  Paterson, 
New  Jersey,  on  “Orthopedic  and  Clinical  As- 
pects”; Harry  Z.  Mellins,  M.D.,  professor  and 
chairman,  Department  of  Radiology,  Down- 
state  Medical  Center,  on  “Radiologic  Aspects”; 
Henry  Jaffe,  M.D.,  director  of  pathology,  Hospi- 
tal for  Joint  Diseases,  New  York  City,  on 
“Pathologic  Aspects”;  and  Stanley  Wallach, 
M.D.,  assistant  professor  of  medicine,  Down- 
state  Medical  Center,  on  “Metabolic  Aspects.” 

The  program  is  acceptable  for  four  accredited 
hours  by  the  American  Academy  of  General 
Practice.  Registration  should  be  done  in  ad- 
vance, and  the  fee  is  $10,  but  this  fee  will  be 
waived  for  medical  students  and  house  staff. 
The  symposium  will  take  place  in  the  first  floor 
lecture  hall  of  the  Basic  Sciences  Building, 
Downstate  Medical  Center,  450  Clarkson  Ave- 
nue, Brooklyn,  New  York  11203. 

Cardiac  disabilities  subject  of  seminar 

A postgraduate  seminar  in  cardiac  disabilities 
is  scheduled  for  March  9 at  the  Downstate 
Medical  Center.  The  seminar  is  being  spon- 
sored by  the  Downstate  Medical  Center  De- 
partment of  Rehabilitation  Medicine  and  the 
Kings  County  Chapter  of  the  American  Acad- 
emy of  General  Practice.  Speakers  and  their 
topics  include:  George  James,  M.D.,  Dean, 

The  Mount  Sinai  School  of  Medicine,  on 
“Community  Health  Aspects  of  Cardiac  Dis- 
ability With  Implications  for  Prevention”; 
William  G.  Kubicek,  Ph.D.,  professor,  Depart- 
ment of  Physical  Medicine  and  Rehabilitation, 
The  University  of  Minnesota  Medical  School, 
on  “Cardiac  Output  Determinations  by 
Thoracic  Cage  Electrical  Impedance  Measure- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


ments”;  William  Dock,  M.D.,  professor  of 
medicine,  Downstate  Medical  Center,  on 
“Limiting  Disability  After  Diagnosis  of  Coro- 
nary Disease”;  and  Leonard  D.  Policoff,  M.D., 
professor  and  chairman.  Department  of  Physical 
Medicine  and  Rehabilitation,  Albany  Medical 
College  of  Union  University-Albany  Medical 
Center  Hospital,  on  “Management  of  Shoulder- 
Hand  Syndrome  as  It  Appears  in  Cardiac 
Disabilities.” 

The  program  is  acceptable  for  four  accredited 
hours  by  the  American  Academy  of  General 
Practice.  It  will  be  held  from  10:00  a.m.  to 
3:00  p.m.  in  the  first  floor  lecture  hall  of  the 
Basic  Sciences  Building,  450  Clarkson  Avenue, 
Brooklyn,  New  York  11203. 

Valentine  award  winner  announced 

On  March  16  at  a meeting  of  the  urology 
section  of  The  New  York  Academy  of  Medicine, 
Theodore  McCann  Davis,  M.D.,  of  Greenville, 
South  Carolina,  will  receive  the  Ferdinand  C. 
Valentine  Award,  which  is  given  to  those  who 
have  made  a contribution  to  urology.  The 
Valentine  Award  Committee  said  that  Dr. 
Davis,  who  perfected  a new  instrument  for 
transurethral  prostatic  resection,  had  made  a 
great  contribution  to  urology  and  that  only 
recently  has  his  work  been  acknowledged. 

Course  in  allergy  offered 

The  Kings  County  Chapter  of  the  American 
Academy  of  General  Practice  is  offering  a course 
in  “Hypersensitivity,  Allergy,  and  Autoimmune 
Diseases”  as  a part  of  its  series  of  How  and  Why 
I Do  It,  So  You  Can  Do  It  postgraduate  courses 
for  general  practitioners.  The  course  will  con- 
sist of  seven  lectures  and  is  accepted  for  nine 
accredited  hours  by  the  American  Academy  of 
General  Practice.  It  will  be  given  March  17 
through  April  28  on  Thursday  evenings  from 
8:45  to  10 : 15  p.m.  at  the  Basic  Sciences  Building 
of  the  Downstate  Medical  Center  in  Brooklyn, 
New  York.  Advance  registration  is  not  neces- 
sary. 

For  further  information  contact:  Benjamin 

J.  Rosenthal,  M.D.,  Chairman,  Education 
Committee,  152  Lincoln  Road,  Brooklyn,  New 
York  11225. 

De  Bakey  discusses  advances  in  surgery 

Michael  De  Bakey,  M.D.,  professor  of  cardio- 
vascular surgery  at  the  Baylor  University  Col- 
lege of  Medicine,  Texas  Medical  Center,  Hous- 

continued  on  page  566 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN’. 


Polymyxin  B-  Neomycin  -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin  . 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  ’/j  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


-i  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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continued  from  page  564 

ton,  will  speak  in  New  York  City  on  March  31. 
The  topic  of  Dr.  De  Bakey’s  lecture  will  be 
“Recent  Developments  of  Cardiovascular  Sur- 
gery,” and  he  will  cover  the  areas  of  resection  of 
the  entire  aortic  arch  with  graft  replacement, 
prosthetic  valves  for  combined  mitral  and 
aortic  disease,  and  the  artificial  heart. 

The  lecture  will  be  held  at  The  Mount  Sinai 
Hospital  in  the  Blumenthal  Auditorium  at 
8 : 30  p.m.,  and  it  is  open  to  all  who  wish  to  at- 
tend. 

Blood  Banks  Association  announces  meeting 

The  Blood  Banks  Association  of  New  York 
State  will  hold  its  annual  meeting  on  May  13 
at  the  State  University  of  New  York  at  Syra- 
cuse, Upstate  Medical  Center.  Guest  speakers 
and  their  topics  will  be:  Leon  N.  Sussman, 

M.D.,  on  “Amino  Centesis”;  Alexander  S. 
Wiener,  M.D.,  on  “Specificity  of  Antibodies”; 
Scott  N.  Swisher,  M.D.,  on  “Hemolytic  Mecha- 
nisms”; Fred  H.  Allen,  M.D.,  on  “Blood 
Groups  and  Blood  Group  Antibodies”;  Elias 
Cohen,  M.D.,  on  “Leukocyte  Antigens  and 
Their  Antibodies”;  Ernest  Witebsky,  M.D.,  on 
“Immunohematology”;  and  William  J.  Waters, 

M. D.,  on  “Albumin  Binding  of  Bilirubin  in 
Erythroblastosis.  ’ ’ 

Members  and  nonmembers  may  attend  the 
meeting.  For  further  information  contact: 
Mary  K.  Wiseman,  Executive  Secretary,  City  of 
Kingston  Laboratories,  400  Broadway,  Kings- 
ton, New  York. 

N.  Y.  Academy  of  General  Practice 
holds  annual  meeting 

The  New  York  State  Academy  of  General 
Practice  will  hold  its  Eighteenth  Annual 
Scientific  Assembly  from  May  15  through  19  at 
the  Hilton  Hotel  in  New  York  City.  The 
House  of  Delegates  will  meet  May  15  and  16, 
and  the  scientific  sessions  will  begin  May  17. 
The  first  day  of  scientific  sessions  will  include 
talks  on  medicare  and  the  practicing  physician 
and  an  arthritis  symposium.  On  May  18 
there  will  be  a diabetes  symposium  in  the  morn- 
ing and  talks  on  improved  diagnostic  technics 
in  the  afternoon.  The  morning  of  May  19  will 
be  devoted  to  coronary  artery  disease  and  the 
afternoon  to  office  orthopedics. 

For  further  information  contact:  Clement  J. 
Boccalini,  M.D.,  Convention  Cochairman,  199 
Tulip  Avenue,  Floral  Park,  New  York  11001. 


Tandearir 

brand  of 

oxyphenbutazone 


In  Painful  Shoulder 

Therapeutic  Ettects:  Stiffness  and  pain  may 
diminish  within  2 days,  and  full  mobility  may 
be  restored  within  a week.  These  effects  are 
obtained  with  oxyphenbutazone  alone  or  com- 
bined with  physiotherapy  or  local  hormonal 
injections.  The  drug  is  usually  well  tolerated 
and  does  not  affect  pituitary-adrenal  function 
or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dis- 
ease; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile,  or  when  other  potent 
drugs  are  given  concurrently. 

Precautions:  Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  closely  supervised  and  should  be 
warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Make  regular  blood  counts.  Use  greater  care 
in  the  elderly. 

Warning:  If  coumarin-typb  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agi- 
tation, headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been 
reported,  as  have  hepatitis,  jaundice,  and 
several  cases  of  anuria  and  hematuria. 

With  long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in 
divided  doses  for  2 to  3 days;  300  mg.  daily 
thereafter.  Usual  duration  of  therapy:  2 to  7 
days. 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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TA-4113PC 


Geigy  Tandearil0  helps  painful  shoulders 

oxyphenbutazone  move  again 


Sperling,  I.L.:  3 Years’ 
Experience  with  Oxyphen- 
butazone in  the  Treatment 
of  Rheumatic  Disorders, 
Applied  Therapeutics 
6:117, 1964. 


Complete  or  marked  relief 
in  84.2%  of  127  patients 
with  painful  shoulder 
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Abstracts  In  Interlingua 


Kelley,  M.  L.,  Jr.:  Studios  del  motilitate 

esophagee  in  le  evalutation  de  hernia  hiatal 
( anglese ),  New  York  State  J.  Med.  66:  594 
(1  de  martio)  1966. 

Registrations  del  pression  intraluminal  ab 
le  zona  gastro-esophagee  e le  corpore  del 
esophago  in  stato  de  reposo  e post  deglutition 
es  un  preciose  supplemento  a technicas  radio- 
logic,  cinefluorographic,  e endoscopic,  particular- 
mente  in  (1)  le  identification  de  micre  glissante 
hernias  hiatal,  (2)  le  documentation  del  tono  e 
functionamento  sphincteric  gastro-esophagee, 
e (3)  le  detection  de  anormal  activitate 
esophageo-motori  que  escappa  a studios  roent- 
genographic  a barium. 

Pecora,  D.  V.,  e de  los  Santos,  R.:  Pred- 

nisona  in  le  chirurgia  de  tuberculosis  pulmonar 
{anglese).  New  York  State  J.  Med.  66:  609 
(1  de  martio)  1966. 

Esseva  comparate  le  effectos  de  prednisona  e 
epinephrina  super  obstructive  morbo  pulmonar 
in  68  patientes  con  tuberculosis.  Le  majoritate 
del  patientes  se  meliorava  con  un  del  medica- 
tions o con  ambes.  Viste  que  le  modo  de  ac- 


Limitations of  heparin  therapy 
after  arterial  reconstruction 

While  the  use  of  anticoagulants  to  inhibit 
fibrin  formation  is  generally  conceded  to  be 
effective  in  preventing  venous  thrombosis,  the 
situation  is  not  the  same  in  the  arterial  tree. 
Edwin  W.  Salzman,  M.D.,  writing  in  a recent 
issue  of  Surgery,  states  that  in  a patent  artery, 
the  walls  of  which  are  constantly  bathed  by  the 
passing  blood  stream,  the  primary  offender  is 
not  fibrin  but  rather  a blood  platelet  which  can 
adhere  to  an  injured  endothelial  surface  and 
then  to  other  platelets  while  the  blood  washes 
over  them.  This  adhesiveness  of  platelets  is 
not  materially  affected  by  heparin.  In  certain 
cases  heparin  offered  inadequate  protection 
against  thrombus  formation,  and  its  administra- 
tion after  arterial  reconstruction  is  discouraged. 
This  does  not,  however,  argue  against  heparin 
use  before  or  during  vascular  operations. 

The  most  important  factor  in  maintaining 


tion  del  duo  pharmacos  dififere,  illos  pote  esser 
usate  in  supplementation  le  un  del  altere. 
Illos  es  salve  e pote  esser  de  nette  valor  in  pre- 
parar  le  patiente  con  marginal  tuberculosis 
pulmono-obstructive  pro  major  interventiones 
chirurgic. 

Greenberg,  H.  R.,  e Lustig,  N.:  Abuso  de 
inhalatores  a amphetamina  {anglese).  New 
York  State  J.  Med.  66:  613  (1  de  martio) 
1966. 

Abuso  del  inhalator  Dristan  esseva  studiate  in 
4 casos.  Euphoria  e le  altere  effectos  psy- 
chologic producite  per  masticar  e inglutir  le 
tappo  del  inhalator  le  qual  contine  le  congenero 
amphetaminic  mephentermina  es  simile  a illos 
obtenite  per  le  uso  de  altere  amphetaminas. 
Un  toxic  stato  psychotic  simile  a psychosis 
amphetaminic  occurreva  in  2 casos.  Ben  que 
il  es  incerte  si  o non  le  abuso  del  inhalator  Dris- 
tan pote  resultar  in  un  ver  narcomania  e si  o 
non  isto  ducerea  a un  psychosis  de  disaccostuma- 
tion,  additional  studios  medical  del  problema  es 
urgentemente  necessari,  e il  es  ben  possibile  que 
un  plus  efficace  regulation  del  distribution  de 
iste  pharmaco  va  esser  necessari. 


the  patency  of  an  arterial  reconstruction  is  a 
technically  perfect  operation  with  good  inflow 
and  runoff  and  rapid  linear  flow.  Clinical 
dextran  (molecular  weight  75,000)  has  been 
shown  to  be  useful  in  preserving  the  patency  of 
small  arterial  anastomoses.  It  has  been  dem- 
onstrated that  a coat  of  dextran  is  absorbed  on 
platelet  surfaces.  Decrease  in  platelet  ad- 
hesiveness has  been  observed  in  the  presence  of 
75,000  molecular  weight  dextran,  and  infusions 
of  this  material  have  been  known  to  produce 
long  bleeding  times,  perhaps  because  of  inter- 
ference with  platelet  function. 

Another  line  of  investigation  is  the  explora- 
tion of  ways  and  means  of  inhibiting  the  platelet- 
aggregating effect  of  adenosinediphosphate. 

The  inhibition  of  adenosinediphosphate’s 
platelet-aggregating  effect  in  vitro  by  the  use  of 
arginine  methyl  ester  and  related  substituted 
amino  acids  has  been  reported.  Perhaps  these 
lines  of  research  will  help  free  the  vascular 
surgeon  from  his  traditional  allegiance  to  hep- 
arin, the  use  of  which  in  arterial  reconstructions 
is  often  believed  to  have  been  misplaced. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN' 

rochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  ‘‘mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  ‘‘bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extra  pyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


569 


Medical  News 


Age  limit  lifted  on  free  measles  vaccine 

Age  restrictions  in  the  State’s  childhood 
measles  vaccination  program  have  been  re- 
laxed, according  to  Hollis  S.  Ingraham,  M.D., 
State  Health  Commissioner.  When  the 
measles  campaign  began  last  year,  free  vaccine 
was  made  available  with  primary  emphasis 
placed  on  reaching  children  between  the  ages  of 
one  and  two,  the  age  group  at  greatest  risk  of 
experiencing  serious  illness  with  the  disease. 
Now,  Dr.  Ingraham  said,  it  is  recommended 
that  the  vaccine  be  given  without  age  restriction 
in  communities  where  immunization  of  this  high 
priority  age  group  has  not  exhausted  the  vaccine 
supply.  He  advised,  however,  that  special 
attention  still  be  given  to  reaching  children 
for  whom  the  price  of  the  vaccine  might  be  a 
deterrent  and  to  children  with  chronic  condi- 
tions such  as  cystic  fibrosis,  congenital  heart 
disease,  and  mental  retardation. 

The  vaccine  is  purchased  by  the  State  for 
$1.75  per  dose  under  a $500,000  appropriation 
passed  by  the  1965  legislature.  The  money  is 
sufficient  for  about  285,000  doses.  The  first 
deliveries  were  made  in  September,  and  by  the 
end  of  the  year,  101,554  doses  had  been  distrib- 
uted throughout  the  State.  Age  restrictions 
have  been  lifted,  the  Commissioner  said,  be- 
cause the  one-  to  two-year  age  group  has  not  used 
up  the  vaccine  at  the  rate  anticipated  despite 
promotional  efforts  that  included  public  clinics 
and  even  personal  appeals  directly  to  families 
known  to  have  very  young  children.  Therefore, 
he  said,  it  was  decided  to  make  the  vaccine 
available  to  older  children,  large  numbers  of 
whom  also  are  susceptible  to  the  disease.  Im- 
munization of  preschool-age  children  will  be 
emphasized. 

Center  to  study  effective  methods 
of  aid  to  discharged  patient 

The  Burke  Rehabilitation  Center  in  White 
Plains,  New  York,  has  received  a U.S.  Public 
Health  Service  grant  to  study  and  to  scientifi- 
cally document  for  the  first  time  what  actually 
happens  when  a patient  is  discharged  from  the 
hospital  back  into  the  home  and  community. 
The  $43,600  grant  is  for  a two-year  exploratory 
research  project  entitled  “Exploring  Com- 
munity Influences  on  the  Patient  Care  Process.” 
Under  the  direction  of  Alan  S.  Meyer,  Ph.D., 
director  of  socio-medical  research  at  The  Burke 
Rehabilitation  Center,  the  project’s  goal  is  to 
develop  a specific  program  in  a coordinated 
fashion  to  fill  the  gaps  in  the  present  community 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


services  designed  to  provide  home  care  in 
Westchester  County.  Developing  methods  of 
classifying  the  rehabilitation  needs  of  patients 
and  exploring  social  factors  in  the  community 
which  affect  the  discharge  of  patients  will  be 
among  the  activities  involved. 

The  105-bed  rehabilitation  hospital  has  been 
interested  for  the  past  four  years  in  establishing 
a continuing  program  of  community  health 
research  in  the  fields  of  chronic  illness  and 
rehabilitation.  Burke  formed  a chronic  illness 
study  group  in  1963  to  survey  the  resources 
available  for  the  chronically  ill  and  aging  in 
Westchester  County.  Another  undertaking 
was  the  establishment  in  1964  of  a home  care 
service  demonstration  program  in  cooperation 
with  the  White  Plains  Visiting  Nurse  Associa- 
tion, Scarsdale-Hartsdale  Visiting  Nurse  As- 
sociation, Arthritis  Foundation,  and  West- 
chester Department  of  Health. 

In  addition  to  Dr.  Meyer,  those  working  on 
the  project  include  Miss  Charlotte  Hamill, 
director  of  community  relations  for  Burke; 
Edward  J.  Lorenze  III,  M.D.,  medical  director 
of  Burke;  and  George  G.  Reader,  M.D.,  pro- 
fessor of  medicine  at  Cornell  University  Medical 
College. 

Blue  Shield  announces  medical 
economics  writing  award 

The  National  Association  of  Blue  Shield  Plans 
has  announced  that  it  will  sponsor  the  1966 
Norman  A.  Welch,  M.D.,  Memorial  Award 
program.  The  award  is  given  to  the  author  of 
the  most  scholarly  and  meritorious  contribution 
to  the  literature  of  medical  economics  between 
July  1,  1965,  and  June  30,  1966.  The  contribu- 
tion can  be  an  article  or  series  of  articles,  a book, 
or  a published  or  delivered  speech. 

The  annual  award  was  established  by  the 
National  Association  of  Blue  Shield  Plans  in 
1965  to  honor  the  memory  of  Dr.  Welch  who  was 
long  active  in  Blue  Shield  and  was  President  of 
the  American  Medical  Association  when  he  died 
in  September,  1964.  The  award  consists  of  a 
medallion  of  solid  gold  emblazoned  with  a bust 
of  Dr.  Welch  and  $1,000  contributed  in  the 
author’s  name  to  the  Norman  A.  Welch,  M.D., 
Memorial  Fund  of  the  American  Medical 
Association  Education  and  Research  Founda- 
tion. Winner  of  the  1965  award  was  Herbert 
E.  Klarman,  Ph.D.,  professor  of  public  health 
administration  at  Johns  Hopkins  University, 
for  his  book  Economics  of  Health. 

The  award  winner  will  be  selected  by  a three- 
man  committee  comprised  of  representatives  of 

continued  on  page  575 
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Doctor, 

Here  is  the  Abbott  anorectic 
orogram  designed  to  meet 
j:he  individual  needs  of  your 
overweight  patients. 


mood  elevation 


Abbe 

Anorecl 

Progra 


' 


DESOXYN  Gradumet*  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can’t  take  plain  amphetamine 
put  her  on  DESBUTAL?  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


Desbutal  Gradumet  provides  2 drugs  in  2 tabl 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  tl 
appetite  and  lift  the  mood;  the  other  contai 
Nembutal®  (pentobarbital)  to  calm  the  patientai 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosai 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


it  Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


h 


'he  release  action  is  purely  physical  and  relies  on 
[inly  one  factor  common  to  every  patient:  gastro- 
itestinal  fluid.  There  is  no  dependence  on  enteric 
Joatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
jentration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
Jation,  moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
Irug  release  ...  or  to  erratic  release  from  patient 
n patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 

hat's  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
>ng  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

& i i 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 


Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 

601060 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  in  anorectic  in  treatment  of 
obeutv  »*v>  to  countered  anawty  and  miW  itepiession 
Onbutal  t»  contremdicafad  in  pa 
tients  t»kin|  * monoamine  oildasc  inhibitor  Nervousness 
or  gtcessive  sedation  have  occ*s#>neltv  been  observed 
often  these  effects  wilt  disappear  alter  a tew  days  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
diseas*  hyperthyroidism  or  who  are  sensitive  to  sympt 
thomimetic  dru*i  Caretut  supervision  is  advisable  with 
mated  lusted  tndenduals. 

A smfte  Giadumet  tablet  in  the  moinin* 
provides  all  day  appetila  control 

Desbutal  10  contains  10  m(  of  mrth 
amphetamine  hydrochloride  and  60  m|  of  pentobarbitat 
sodium  Desbutal  IS  contains  ISmf  ot  methamphetamine 
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CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
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oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 
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the  American  Medical  Association,  the 
American  Medical  Writers’  Association,  and  the 
board  of  directors  of  the  National  Association  of 
Blue  Shield  Plans.  Literature  to  be  judged  will 
be  compiled  by  the  library  of  the  National 
Association  of  Blue  Shield  Plans.  Authors 
may  submit  entries  by  sending  them  to: 
Library,  National  Association  of  Blue  Shield 
Plans,  425  North  Michigan  Avenue,  Chicago, 
Illinois  60611.  Deadline  for  entries  is  Septem- 
ber 1, 1966. 

Announcement  of  the  winner  and  presentation 
of  the  award  will  be  made  at  the  1966  Annual 
Program  Conference  of  the  National  Association 
of  Blue  Shield  Plans  in  Chicago  on  October  10. 

Lilly  rabies  vaccine  recommended 
for  prophylactic  use 

Use  of  duck-embryo,  killed-virus  rabies 
vaccine  for  pre-exposure  immunization  of  those 
in  high-risk  groups  has  been  approved  by  the 
National  Institutes  of  Health.  The  vaccine 
produced  by  Eli  Lilly  and  Company  is  the  only 
vaccine  recommended  for  prophylactic  use. 
The  Lilly  vaccine,  introduced  in  1957  after  a six- 
year  development  project,  is  safe  for  such  use 
because  its  duck-embryo  origin  greatly  reduces 
the  serious  problem  of  isoallergic  encephalo- 
myelitis and  neuroparalytic  reactions.  These 
can  be  caused  by  the  paralytic  factor  found  in 
Pasteur-type  vaccines  made  from  rabbit  or  other 
brain  tissue.  In  addition,  the  Lilly  vaccine 
provides  a faster  antibody  response  than  vac- 
cines of  brain-tissue  origin. 

The  pharmaceutic  firm  has  announced  a 
change  in  the  packaging  of  its  rabies  vaccine  to 
allow  better  utilization  and  economy.  A new 
single-dose  package  has  been  introduced  to  re- 
place the  seven-dose  kit  formerly  marketed. 
The  new  one-unit  size,  consisting  of  a single  vial 
of  dry  vaccine  with  one  ampoule  of  diluent 
(sterile  water  for  injection),  allows  ready 
availability  of  the  full  fourteen-dose  series 
needed  to  treat  suspected  or  confirmed  cases  of 
rabies  and  also  provides  conveniently  for  the 
individual  doses  used  for  pre-exposure  im- 
munization. 

Physicans  asked  to  cooperate 
with  referrals 

The  cooperation  of  physicians  is  requested  in 
a study  of  thymomas  associated  with  hypo- 
gammaglobulinemia or  aplastic  anemia  being 
conducted  by  the  National  Cancer  Institute  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Suitable  patients  with  thymoma  and  hypo- 
gammaglobulinemia will  be  admitted  to  the 
Clinical  Center  for  studies  of  immunologic 
function,  including  gammaglobulin  turnover 
studies.  They  will  be  evaluated  for  nature  and 
extent  of  chronic  infectious  disease,  and  ap- 
propriate recommendations  will  be  made  to 
referring  physicians.  Patients  with  thymomas 


and  aplastic  anemia  will  be  studied  to  determine 
rate  of  erythropoietin  production  and  to  deter- 
mine if  antibodies  to  erythropoietin  or  erythro- 
poietic precursors  are  present. 

Physicians  interested  in  having  their  patients 
considered  for  this  study  may  write:  Thomas 

Waldmann,  M.D.,  Clinical  Center,  Room  4-N- 
112,  National  Institutes  of  Health,  Bethesda, 
Maryland  20014.  The  telephone  number  is 
656-4000,  extension  66480. 

Public  Health  Association  examines 
papers  for  annual  meeting 

Papers  are  now  being  considered  for  inclusion 
in  the  Medical  Care  Section  Program  of  the 
next  annual  meeting  of  The  American  Public 
Health  Association.  Two  types  of  papers  are 
being  considered:  research  reports  and  descrip- 
tions of  programs  or  demonstrations.  The 
deadline  for  submitting  abstracts  is  April  15. 
Authors  of  papers  selected  for  the  program  will 
be  notified  in  early  June.  The  meeting  will 
take  place  October  31  through  November  4 in 
San  Francisco. 

Those  interested  in  submitting  papers  should 
write:  Donald  C.  Riedel,  Ph.D.,  Director  of 
Research  and  Planning,  Blue  Cross  Association, 
840  North  Lake  Shore  Drive,  Chicago,  Illinois 
60611. 

Local  health  officers  thanked 

The  Division  of  Foreign  Quarantine  has 
expressed  its  appreciation  to  the  state  and  ter- 
ritorial health  officers  for  their  participation  in 
the  national  project  to  introduce  a uniform  type 
of  stamp  to  complete  International  Certificates 
of  Vaccination  or  Revaccination  Against  Small- 
pox and  Cholera  so  that  the  certificates  will  be 
valid  for  international  travel.  The  project  was 
adopted  by  the  state  and  territorial  health  of- 
ficers at  their  meeting  with  the  Surgeon  General 
in  San  Francisco  in  1960.  By  the  end  of  1964, 
the  50  states  and  possessions  of  the  United 
States  implemented  the  use  of  the  stamp  by  all 
local  health  officers  under  their  jurisdiction. 
The  design  of  the  stamp  has  been  registered  with 
the  World  Health  Organization. 

Personalities 

Elected.  As  officers  of  the  Nassau  Academy 
of  Medicine  in  Garden  City,  New  York: 
Reginald  R.  Steen,  M.D.,  Hempstead,  president; 
Raymond  F.  Smith,  M.D.,  Garden  City,  presi- 
dent-elect; Wendell  L.  Hughes,  M.D.,  Hemp- 
stead, vice-president;  A.  W.  Freireich,  M.D., 
Malverne,  secretary;  and  Carl  Freese,  M.D., 
Hempstead,  treasurer. 

Appointed.  Harry  D.  Krause,  M.D.,  The 
New  York  Academy  of  Medicine,  New  York 
City,  as  a member  of  Mayor  Lindsay’s  10-man 
task  force  to  fight  against  the  “silent  but  in- 
creasingly visible  enemy”  of  air  pollution  . . . 
Walter  Modell,  M.D.,  associate  professor  of 
pharmacology,  The  New  York  Hospital-Cornell 
Medical  Center,  New  York  City,  as  cochairman 
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of  the  editorial  board  of  the  new  monthly  bul- 
letin Physiology  and  Pharmacology  for  Phys- 
icians. 

Speaker.  Jorge  Buxton,  M.D.,  New  York 
City,  at  the  nineteenth  Annual  Spring  Meeting 
of  the  West  Virginia  Academy  of  Ophthal- 
mology and  Otolaryngology  to  be  held  April  13 
through  16  in  White  Sulphur  Springs,  West 
Virginia  . . . Louis  M.  Heilman,  M.D.,  Brook- 
lyn, New  York,  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology, 
State  University  of  New  York,  Downstate 
Medical  Center,  and  member  of  the  New  York 
State  Journal  of  Medicine  Associate  Edi- 


torial Board  and  Editorial  Council,  at  the  third 
annual  Alvin  M.  Weil  Memorial  Lectureship 
to  be  held  March  9 in  Akron,  Ohio  . . . Algernon 
B.  Reese,  M.D.,  New  York  City,  on  “Clinical 
Significance  of  Various  Manifestations  of  the 
Anterior  Chamber  Cleavage  Syndrome”  at  the 
Southern  Medical  Association  meeting  in  Hous- 
ton, Texas. 

Retired.  Herman  L.  Reis,  M.D.,  New  York 
City,  formerly  a surgeon  for  the  New  York  Fire 
Department  and  medical  director  of  the  Aetna 
Life  Insurance  Company,  as  president  of  the 
West  Side  Federal  Savings  and  Loan  Associa- 
tion. 


Abstracts 


Kelley,  M.  L.,  Jr.:  Esophageal  motility 

studies  in  evaluation  of  hiatal  hernia,  New 
York  State  J.  Med.  66:  594  (Mar.  1)  1966. 

Intraluminal  pressure  recordings  from  the 
gastroesophageal  zone  and  body  of  the  esophagus 
at  rest  and  after  deglutition  are  a valuable  sup- 
plement to  radiologic,  cinefluorographic,  and 
endoscopic  procedures,  particularly  in:  (1) 

identification  of  small  sliding  hiatal  hernias; 
(2)  documentation  of  gastroesophageal  sphinc- 
teric  tone  and  function;  and  (3)  detection  of 
abnormal  esophageal  motor  activity  unap- 
preciated by  barium  x-ray  studies. 

Pecora,  D.  V.,  and  de  los  Santos,  R.: 

Prednisone  in  surgery  of  pulmonary  tuberculosis, 
New  York  State  J.  Med.  66:  609  (Mar.  1) 
1966. 

The  effects  of  prednisone  and  epinephrine  on 
obstructive  pulmonary  disease  in  68  patients 
with  tuberculosis  were  compared  The  majority 
of  patients  improved  with  one  or  both  medica- 
tions. Since  the  modes  of  action  of  the  two 


drugs  differ,  they  can  be  used  to  supplement  each 
other.  They  are  safe  and  may  be  of  definite 
value  in  preparing  the  patient  with  borderline 
obstructive  pulmonary  tuberculosis  for  major 
surgery. 

Greenberg,  H.  R.,  and  Lustig,  N.:  Misuse 
of  Dristan  inhaler,  New  York  State  J.  Med. 
66:  613  (Mar.  1)  1966. 

Misuse  of  the  Dristan  inhaler  was  studied 
in  4 cases.  Euphoria  and  other  psychologic 
effects  produced  by  chewing  and  swallow- 
ing the  inhaler  plug,  which  contains  the 
amphetamine  congener  mephentermine,  are 
similar  to  those  achieved  through  misuse  of 
other  amphetamines.  A toxic  psychotic  state 
similar  to  amphetamine  psychosis  occurred  in  2 
cases.  Although  it  is  uncertain  whether  or 
not  Dristan  inhaler  misuse  can  lead  to  true 
addiction  or  be  implicated  in  a withdrawal 
psychosis,  further  medical  study  of  the  problem 
is  urgent,  and  more  appropriate  controls  on  the 
distribution  of  this  drug  may  have  to  be  in- 
stituted. 
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Editorials 


Chemical  break-through 


A newly  developed  compound  known  as 
Protopam  Chloride  or  PAM  is  proving  to  be 
a specific,  life-saving  antidote  for  accidental 
poisoning  from  pesticides  of  the  phosphate 
ester  class  such  as  parathion  and  malathion. 
Many  widely-used  crop-dusting  pesticides 
as  well  as  nerve  gases  fall  within  this 
category. 

The  toxic  phosphate  esters  inactivate 
cholinesterase  and  paralyze  muscles  at 
their  point  of  activation. 

Intravenous  injection  of  PAM  reac- 
tivates cholinesterase  promptly  and  restores 


muscular  function. 

In  accord  with  the  long-standing  custom 
of  reputable  drug  manufacturers,  the  sup- 
plier of  this  compound,  Ayerst  Labora- 
tories, has  furnished  without  charge  an 
emergency  stock  of  Protopam  Chloride  to 
all  poison  control  centers  in  the  United 
States. 

Instantly  available,  this  new  drug  can 
combat  the  serious  toxic  effects  of  a large 
group  of  potent  and  invaluable  pesticides 
not  to  mention  its  use  as  a military  counter- 
measure against  nerve  gas. 


Stevens-Johnson  syndrome-drug  warning 


Reports  have  accumulated  since  1957 
concerning  the  association  of  Stevens- 
Johnson  syndrome  (erythema  multiforme 
exudativum)  with  use  of  long-acting  sul- 
fonamides. 

This  complication  carries  a mortality 
rate  of  25  per  cent.  Of  the  116  cases  re- 
ported to  date  81  have  come  from  this 
country,  two  thirds  were  children,  and  all 
were  related  to  the  use  of  long-acting  sul- 
fonamides. 

The  short-acting  sulfonamides  have  not 
been  implicated  as  yet  and  their  use  should 
be  weighed  before  employing  sulfonamides 
characterized  by  long-lasting  blood  levels 
and  slow  excretion. 

All  patients  receiving  the  long-acting 
sulfonamides  listed  below  should  be  closely 
followed  and  if  a rash  develops  during 
therapy  the  drug  should  be  discontinued 
immediately. 

Lederle  Laboratories,  Division  of 
American  Cyanamid  Company: 


Kynex  (sulfamethoxypyridazine)  tab- 
lets 

Kynex  Acetyl  (n'  acetyl  sulfamethoxy- 
pyridazine), pediatric  suspension 
Azo  Kynex  (phenylazodiaminopyridine 
HCL  sulfamethoxypyridazine)  tab- 
lets 

Parke,  Davis  and  Company: 

Midicel  (sulfamethoxypyridazine)  tab- 
lets 

Midicel  Acetyl  suspension  (n'  acetyl- 
sulfamethoxy  py  ridazine ) 

Roche  Laboratories: 

Madribon  (sulfadimethoxine)  tablets, 
chewable  tablets,  suspension,  pedi- 
atric drops 

Madricidin  capsules:  Each  capsule 

contains  sulfadimethoxine,  phenin- 
damine  tartrate,  acetaminophen, 
and  caffeine. 

A calculated  mortality  risk  of  25  per 
cent  is  high.  In  matters  of  life  and  death 
their  use  may  be  considered  seriously  but 
not  otherwise. 
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In  children  with  diarrhea  prompt  sympto- 
matic control  is  usually  urgently  indicated  to 
relieve  cramping  and  to  prevent  dehydration. 

Lomotil  halts  precipitous  progress  through 
the  intestines  and  controls  diarrhea  with 
notable  promptness,  safety  and  effectiveness. 

Experimental  evidence1  has  shown  that 
Lomotil  is  more  efficient  in  this  regard  than 
morphine  without  the  latter’s  manifest  disad- 
vantages. In  roentgenographic  study2  Lomotil 
slowed  gastrointestinal  propulsion  within  two 
hours. 

At  the  same  time,  by  diminishing  over- 
stimulation  of  the  intestines,  Lomotil  relieves 
the  abdominal  cramps  and  discomfort  so  dis- 
tressing to  youngsters. 

Lomotil  gets  children  off  toast  and  tea  and 
back  to  normal  diets  and  normal  activity  with 
gratifying  celerity. 

Dosage:  For  full  therapeutic  effect— Rx  full  therapeutic 
dosage.  The  recommended  initial  daily  dosages,  given  in 
divided  doses,  until  diarrhea  is  controlled,  are: 


...promptly 


LOMOTIL 


liquid 

tablets 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Children: 

3 to  6 months— 3 mg.  (Vi  tsp*  t.i.d.) 

6 to  12  months— 4 mg.  (Vi  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (Vi  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  ( 1 tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  ( 1 tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times 
daily)  *Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one  fourth  the 
therapeutic  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  an  exempt  narcotic 
preparation  of  very  low  addictive  potential.  Recom- 
mended dosages  should  not  be  exceeded.  Lomotil  should 
be  used  with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  barbit- 
urates. The  subtherapeutic  amount  of  atropine  is  added 
to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but 
among  those  reported  are  gastrointestinal  irritation,  seda- 
tion, dizziness,  cutaneous  manifestations,  restlessness  and 
insomnia. 

1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A New  Series  of 
Potent  Analgesics:  Dextro  2:2-Diphenyl-3-Methyl-4-Mor- 
pholinobutyrylpyrrolidine  and  Related  Amides.  Part  1: 
Chemical  Structure  and  Pharmacological  Activity, 
J.  Pharm.  Pharmacol.  9:381-400  (June)  1957. 

2.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit 
gastro-intestinal,  Acta  Gastroent.  Belg.  27:674-680  (Sept.- 
Oct.)  1958. 
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Group  Health  Hospital  Insurance  at  this  point  still  is  being 
carefully  nurtured.  Doctors,  hospital  administrators,  actuaries, 
bio-statisticians  — they  have  all  contributed  their  skills  to  the 
formation  of  what  we  at  GHI  believe  will  be  a major  breakthrough 
in  the  field  of  insuring  hospital  care. 

Preliminary  barriers  are  behind  us.  In  the  months  ahead,  the 
seedling  is  due  to  develop  into  a full-grown  organism. 

The  formation  of  GHHI  is  another  example  of  GHI’s  constant 
search  for  the  best  distribution  of  the  medical  dollar.  All  of  the 
thought  and  effort  that  have  been  heaped  upon  this  new  under- 
taking have  had  but  one  purpose  — the  welfare  of  people  who  are 
sick.  And  that,  after  all,  is  the  end  to  which  doctors  themselves 
dedicate  their  lives. 
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Eosinophils — 
Indicators  of  Allergy? 

MORTIMER  LITT,  M.D. 
Boston,  Massachusetts 

From  the  Channing  Laboratory,  Boston  City  Hospital, 
and  Department  of  Bacteriology  and  Immunology, 
Harvard  Medical  School 


ithin  twenty  years  after  the  descrip- 
tion of  the  eosinophil  as  a distinct  entity 
by  Paul  Ehrlich,  a masterly  review  was 
written  by  Emil  Schwartz  in  1914,  listing 
some  3,300  references  in  this  field.  By 
that  time,  it  was  already  appreciated  that 
certain  syndromes,  which  we  recognize  as 
allergic,  were  associated  with  this  cell. 
This  association  has  been  repeatedly  docu- 
mented since  then.  Thus,  eosinophilia  is  a 
commonplace  occurrence  in  lungs  during 
bronchial  asthma,  in  nasal  secretions  during 
hay  fever,  and  in  skin  during  a wheal  and 
flare  response  to  allergenic  stimulation. 
However,  there  is  reason  to  question 
whether  eosinophilia  reflects  only  allergic 
events. 

The  following  discussion  will  focus  on  a 
series  of  experiments  carried  out  in  guinea 
pigs.  The  dangers  of  thinking  that  a 
guinea  pig  is  a man  are  only  too  obvious, 
and  I do  not  intend  to  imply  that  similar 
phenomena  necessarily  occur  in  man. 


However,  the  findings  may  suggest  possi- 
bly fruitful  avenues  of  approach  in  explor- 
ing various  afflictions  of  the  human  species. 

Induction  of  eosinophilia 

There  have  been  recurrent  attempts  to 
find  an  agent  which  can  specifically  attract 
eosinophils  into  tissues.  For  example,  it 
was  thought  that  serum  from  patients  with 
a high  systemic  eosinophilia  might  contain 
a factor  which  had  attracted  them  into  the 
blood  stream.  The  passive  transfer  of 
such  sera  has  uniformly  failed  to  induce  an 
eosinophil  response  in  the  recipient. 

Throughout  the  history  of  allergy  and 
the  history  of  work  with  this  cell,  the  sub- 
stance, histamine,  has  been  implicated,  and 
some  workers  feel  that  histamine  will 
account  for  most  eosinophilic  phenomena. 
There  is  evidence  that  this  cell  contains 
histamine  and  may  transport  it  to  the  site 
of  an  allergic  reaction.  There  is  also  evi- 
dence that  this  cell  may  contain  an  anti- 
histamine which  inactivates  histamine  at 
the  site  of  an  allergic  reaction.  We  ob- 
tained peritoneal  exudates  from  guinea 
pigs  and  assayed  acid-boiled  extracts  on 
atropinized  guinea  pig  ileum.  Histamine- 
like contractions  were  produced  by.  these 
extracts,  which,  in  turn,  were  abolished  by 
mepyramine.  Since  mononuclear  leuko- 
cytes do  not  contain  histamine  in  any  sub- 
stantial amount,  and  since  the  eosinophil 
was  the  only  granulocyte  in  the  exudates, 
one  can  deduce  that  the  eosinophils  con- 
tributed the  histamine.  Furthermore, 
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there  was  a direct  correlation  between  the 
number  of  eosinophils  in  an  exudate  and  the 
amount  of  histamine  it  contained.  Thus, 
eosinophils  appear  to  contain  histamine, 
but  histamine  does  not  play  an  important 
role,  in  my  opinion,  in  mediating  tissue 
eosinophilia.  This  substance  cannot  pro- 
duce the  degree  of  eosinophilia  which  is 
commonly  seen  in  clinical  and  experimental 
situations. 

There  is  reason  to  believe  that  eosino- 
philia is  mediated  by  some  product  of  an 
immune  event.  It  is  well  known  by  ex- 
perimenters that  one  can  induce  an  eosino- 
philia almost  at  will  in  any  experimental 
animal  by  the  simple  device  of  injecting  a 
foreign  protein  repeatedly.  We  found  that 
precipitating  antibody  to  bovine  serum 
albumin  or  to  hemocyanin,  prepared  in 
rabbits  or  guinea  pigs,  would  induce  a 
brisk  eosinophil  response  when  introduced 
for  the  first  time,  so  long  as  it  was  accom- 
panied by  the  specific  antigen.  These 
antigen-antibody  complexes  induced 
eosinophilia  within  twenty-four  hours  in 
the  peritoneal  cavity  of  the  recipients. 
This  essential  observation  was  the  point  of 
departure  for  the  experiments  to  be  de- 
scribed. 

The  eosinophil  has  not  been  implicated 
as  a participant  in  the  immune  response 
which  occurs  in  lymph  nodes  following 
antigenic  stimulation.  When  we  studied 
this  question,  we  discovered  that  a signifi- 
cant eosinophilia  develops  in  draining 
lymph  nodes  during  the  first  day  after  in- 
troduction of  a soluble  antigen  (bovine 
serum  albumin  or  hemocyanin)  into  the 
footpads  of  guinea  pigs.  Characteris- 
tically, the  cells  are  at  one  pole  of  the  lymph 
node  on  the  medullary  aspect  of  the  fol- 
licles, but  they  are  not  in  the  sinuses. 
Thus,  the  cells  do  not  originate  at  the  in- 
jection site,  the  footpad.  Moreover,  the 
footpad  itself  shows  no  eosinophil  infiltrate, 
which  indicates  that  the  eosinophils  were 
not  attracted  to  the  antigen  per  se.  Fol- 
lowing antigenic  stimulation  with  the  non- 
mammalian protein,  hemocyanin,  eosino- 
phils can  be  seen  marginating  and  dia- 
pedesing through  the  walls  of  small  venules 
as  early  as  five  minutes  after  the  injection. 
The  event  is  complete  within  a week.  Not 
only  do  the  number  of  cells  diminish,  but 
also  the  sites  at  which  one  finds  them 
change.  By  the  fourth  day,  the  cells  are 


located  predominantly  in  the  subcapsular 
area. 

When  the  injections  are  repeated,  two 
things  change.  In  the  lymph  node,  the 
number  of  cells  increases  to  rather  sur- 
prising levels;  there  are  hundreds  of  cells 
per  high-power  field.  In  the  footpad,  re- 
peated stimulation  evokes  an  eosinophilic 
response  which  is  not  seen  after  only  a 
single  injection.  Normal  guinea  pig  serum 
will  not  cause  an  influx  of  eosinophils,  and 
no  reaction  is  seen  on  the  contralateral  un- 
stimulated side.  The  same  reaction  occurs 
when  the  foreign  material  is  particulate. 
Rabbit  and  bovine  erythrocytes  produce  an 
eosinophilia;  guinea  pig  erythrocytes  do 
not. 

While  the  injection  of  antigen  alone  will 
not  bring  eosinophils  to  footpads,  the  addi- 
tion of  specific  antibody,  in  the  form  of  a 
soluble  complex,  will  evoke  a local  eosino- 
philic response  within  the  first  four  hours. 
Such  complexes  also  bring  about  eosino- 
philia in  the  draining  lymph  node,  but  the 
pattern  of  distribution  differs  and  the 
numbers  are  much  greater  than  when  only 
antigen  is  injected.  The  response  to  com- 
plexes is  marked  by  a heavy  concentration 
of  eosinophils  in  the  subcapsular  and 
medullary  sinuses. 

These  results  indicate  that  the  eosinophil 
is  a very  early  participant  in  the  response 
of  lymph  nodes  to  an  encounter  with  an 
antigenic  substance,  at  least  in  guinea  pigs. 
Some  substance  appears  to  be  generated  in 
the  lymph  nodes  which  causes  the  eosino- 
phils to  emigrate  from  the  blood  stream 
and  to  accumulate  temporarily  perifollicu- 
larly.  This  localization  resembles  that  of 
antibody-containing  plasma  cells,  but  it 
occurs  a few  days  earlier.  Since  this  type 
of  response  to  primary  antigenic  stimula- 
tion is  unique  to  lymphoid  tissue,  and  since 
it  occurs  in  other  tissues  only  when  anti- 
body is  present,  it  is  plausible  to  consider 
that  the  lymph  node  may  be  contributing 
the  required  antibody.  Eosinophils  would 
thus  emerge  as  cells  which  are  exquisitely 
sensitive  detectors  of  antibody,  as  com- 
plex. 

Function  of  eosinophil 

The  function  of  the  eosinophil  remains 
unknown.  It  is  demonstrably  capable  of 
phagocytizing  a wide  variety  of  micro- 
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organisms,  but  this  cannot  be  an  important 
function  of  this  cell  because  it  is  so  con- 
sistently absent  during  acute  microbial  in- 
vasions, presumably  as  the  result  of  the 
activation  of  steroid  mechanisms. 

Since  antigen-antibody  complexes  at- 
tract eosinophils,  it  seemed  possible  that 
they  might  phagocytize  these  aggregates. 
To  investigate  this  question,  it  was  decided 
to  use  immunofluorescent  technics.  How- 
ever, because  the  eosinophil  so  readily 
stains  nonspecifically  with  the  usual  pro- 
tein-dye conjugates,  the  in  vitro  staining 
procedure  was  bypassed.  Instead,  the  pro- 
teins were  labeled  before  injection,  and  the 
tissues  were  examined  directly  for  fluo- 
rescent material. 

The  antigen,  bovine  serum  albumin,  was 
labeled  with  tetramethyl  rhodamine  iso- 
thiocyanate, and  it  fluoresced  red.  The 
specific  rabbit  antibody  was  labeled  with 
fluorescein  isothiocyanate,  and  it  fluoresced 
green.  When  the  two  labeled  proteins 
were  mixed,  a specific  immune  reaction  oc- 
curred, and,  in  addition,  a new  color, 
yellow,  was  generated.  These  doubly 
labeled  complexes  with  unique  identifying 
colors  were  injected  into  the  peritoneal 
cavity  of  normal  guinea  pigs.  The  exu- 
dates were  removed  one  hour  later,  and 
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P hytohemagglutinin,  a substance  ex- 
tracted from  kidney  beans,  can  induce 
peripheral  blood  lymphocytes  in  culture  to 
divide.  We  have  demonstrated  that  phy- 
tohemagglutinin has  both  hemagglutinating 
and  leukoagglutinating  properties  and  that 
its  mitogenic  activity  is  associated  with  its 
leukoagglutinating  property.  We  have 
also  shown  that  under  the  influence  of 


smears  were  examined  under  ultraviolet 
illumination.  Eosinophils  were  seen  which 
contained  numerous  yellow  fluorescent  par- 
ticles; the  granules  were  devoid  of  specific 
fluorescence.  When  the  same  preparations 
were  then  examined  following  Wright  stain- 
ing, the  areas  in  the  eosinophils  which  con- 
tained fluorescent  material  were  seen  to  be 
agranular. 

Thus,  these  experiments  indicate  that 
eosinophils  can  ingest  soluble  antigen- 
antibody  complexes.1  The  possible  signifi- 
cance of  this  property  is  not  known,  but 
there  is  circumstantial  evidence  to  suggest 
that  a similar  event  may  occur  during  a 
variety  of  pathologic  states,  including  the 
allergic.  The  tissues  of  an  allergic  indi- 
vidual contain  antibody  (reagin),  and  the 
entry  of  the  allergen  generates  allergen- 
reagin  complexes,  a variety  of  symptoms, 
and,  presumably,  the  eosinophil  response 
as  well.  However,  since  eosinophilia  can 
be  induced  with  common  antigens  and 
ordinary  precipitating  antibody,  it  seems 
that  eosinophilia  reflects  a more  general 
class  of  events,  of  which  allergy  is  a sub- 
class. In  other  words,  eosinophilia  is  not  a 
specific  indicator  of  allergy  alone,  but 
reflects  the  presence  of  antigen-antibody 
complexes  of  various  types. 


phytohemagglutinin,  over  90  per  cent  of  the 
small  lymphocytes  from  human  peripheral 
blood  become  morphologically  transformed. 
They  produce  gamma  globulin,  as  demon- 
strated by  fluorescent  staining  technics  and 
by  analysis,  using  coprecipitation  and  elec- 
trophoretic technics,  of  the  supernatant 
medium  and  cell  extracts  after  incubating 
with  radioactive  precursors.  Cells  in  con- 
genital agammaglobulinemia  undergo  the 
same  degree  of  enlargement  and  mitosis 
when  stimulated  with  phytohemagglutinin 
as  do  normal  cells  but  do  not  produce  de- 
tectable quantities  of  gamma  globulin. 
The  production  of  protein  by  normal  cells 
stimulated  with  phytohemagglutinin  is  in- 
hibited by  the  addition  to  the  culture  of 
actinomycin  D,  an  inhibitor  of  messenger 
RNA  (ribose  nucleic  acid)  production.  In 
some  cultures  it  has  been  possible  to  demon- 
strate that  all  three  types  of  immuno- 
globulins are  produced  by  normal  cells. 
Utilizing  a variety  of  antigens,  we  have 
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shown  that  cells  from  sensitized  individuals 
respond  in  culture  in  a similar  manner  as  to 
phytohemagglutinin,  but  that  only  5 to  35 
per  cent  of  the  cells  are  capable  of  such 
specific  responses,  as  opposed  to  the  re- 
sponse to  phytohemagglutinin  of  over  90 
per  cent  of  the  cells.  A similar  percentage 
(5  to  35  per  cent)  of  cells  respond  to  incuba- 
tion with  autologous  skin  extract  if  the 
cells  are  taken  from  a patient  with  infantile 
eczema. 

One  of  the  specific  antigens  which  we 
have  studied  has  been  penicillin.  We  have 
examined  15  individuals  known  to  have  an 
allergy  to  this  substance.  In  every  case  so 
far  studied  we  have  been  able  to  produce 
morphologic  enlargement  and  mitosis  of 
the  lymphocytes  of  these  patients  with  the 
use  of  as  little  as  100  units  of  penicillin  per 
million  cells.  On  several  occasions,  owing 
to  the  fact  that  penicillin  is  a component  of 
our  tissue  culture  medium,  we  have  dis- 
covered individuals  responding  to  penicillin 
who  do  not  have  a history  of  allergy. 
However,  in  the  three  individuals  so  far 
discovered,  there  has  been  a significant 
family  history  of  penicillin  allergy. 

Degree  of  stimulation 

The  degree  of  stimulation  observed  in 
cell-cell  mixtures  varies  with  the  degree  of 
relationship  between  the  two  individuals. 
There  is  no  stimulation  between  identical 
twins  and  maximum  stimulation  between 
the  cells  of  persons  from  widely  divergent 
ethnic  backgrounds,  such  responses  ranging 
as  high  as  80  per  cent  of  the  cultured  cells. 
Preliminary  experiments  have  shown  that 
each  individual’s  cells  respond  to  an  extract 
of  cells  from  the  other.  We  have  shown 
high  correlation  between  the  degree  of  re- 
sponse in  cell-cell  mixtures  and  a measure 
of  histocompatibility  (Rapaport’s  “third 
man  test”). 

We  have  shown  that  streptolysin  S,  a 
nonantigenic  streptococcal  product,  pro- 
duces a high  degree  of  lymphocyte  stimula- 
tion similar  to  that  seen  with  phytohemag- 
glutinin. Exceptions  to  this  finding  are 
patients  with  untreated  acute  rheumatic 
fever  and  an  occasional  patient  with  strep- 
tococcal infection.  Most  patients  with 
streptococcal  pharyngitis  show  a normal 
response  to  streptolysin  S.  Streptolysin 
O,  an  antigenic  streptococcal  product, 


stimulates  only  5 to  35  per  cent  of  the  cells, 
as  do  the  other  specific  antigens  tested. 
We  have  preliminary  evidence  that  stimula- 
tion of  cells  with  streptolysin  O causes  the 
cells  to  produce  antistreptolysin  O. 

We  have  shown  that  both  nonspecific 
and  specific  lymphocyte  stimulants  cause 
an  increase  in  lysosomes  and  lysosomal 
enzymes  in  these  cells.  Streptolysin  S,  a 
disrupter  of  lysosomes,  is  capable  of  de- 
repressing (stimulating)  the  cells,  while  in- 
hibition of  the  action  of  phytohemagglu- 
tinin and  specific  stimulants  is  brought 
about  by  the  addition  to  the  culture  of 
chloroquin  and  prednisone,  substances 
known  to  protect  lysosomes  from  ruptur- 
ing. 

Immune  reactions 

Our  current  and  projected  research,  as 
well  as  the  work  previously  done,  will  de- 
fine the  capability  of  the  human  peripheral 
blood  lymphocyte  to  participate  in  immune 
reactions.  In  addition  we  can  utilize  an 
easily  obtainable  cell,  the  lymphocyte,  as 
an  experimental  model  in  vitro,  represent- 
ing the  immunologic  machinery  of  the 
individual.  Many  aspects  of  the  immune 
response  can  then  be  tested  under  direct 
observation  and  with  well-defined  quanti- 
tation. Among  these  are  the  interrelation- 
ship between  DNA  (deoxyribonucleic  acid), 
RNA,  and  protein  production  rates  in  the 
cells,  the  relationship  at  the  cellular  level 
between  circulating  antibody  production 
and  delayed  hypersensitivity,  and  the 
problem  of  whether  a lymphocyte  is  capa- 
ble of  producing  one  or  several  specific 
antibodies.  The  degree  of  in  vitro  immune 
response  may  also  be  a reflection  of  the 
number  of  circulating  lymphocytes  capable 
of  responding  to  a single  antigenic  stimulus 
and  the  alteration  of  this  response  with  in- 
creased immunization.  Histologic,  histo- 
chemical,  and  fluorescent  technics  should 
help  to  elucidate  the  cell  types  involved  in 
the  production  of  the  various  types  of 
gamma  globulin,  as  well  as  the  temporal 
relationship  between  morphologic  altera- 
tion, gamma  globulin  production,  and  mi- 
tosis. 

In  view  of  the  fact  that  it  has  been 
demonstrated  that  streptolysin  S is  a tissue- 
destructive  agent  due  to  its  ability  to  break 
lysosomes,  the  response  to  this  nonantigenic 
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stimulant  of  lymphocyte  growth  may  shed 
light  on  some  mechanisms  of  natural  im- 
munity. If  our  finding  that  individuals 
with  acute  rheumatic  fever  have  a dimin- 
ished lymphocyte  growth  in  response  to 
streptolysin  S in  vitro  is  confirmed,  this 
may  provide  a clue  to  the  etiology  of  the 
tissue  destruction  and  consequent  auto- 
immune phenomena  observed  in  rheumatic 
fever.  Similarly,  individuals  with  severe 
infections  by  beta-hemolytic  streptococci 
may  show  a similar  lack  of  this  possible  de- 
fense mechanism. 

The  lymphocyte  culture  system  rep- 
resents a model  for  the  study  of  microdif- 
ferentiation. The  derepression  (stimula- 
tion) of  a large  proportion  of  a pure  cell 
type  going  on  to  morphologic  and  func- 
tional change,  can  provide  clues  to  the  de- 
repression of  differentiation  in  vivo.  A 
small  lymphocyte  is  a cell  which  is  capable 
of  living  in  the  body  without  division  for  a 
number  of  years.  The  chemical  and  met- 
abolic events  associated  with  the  change 
from  a resting  cell  to  one  capable  of  rapid 
protein  production  and  mitosis  may  throw 
light  on  both  the  inception  of  specific  func- 
tion and  on  the  events  surrounding  mitosis. 
The  role  of  lysosomal  enzymes  in  providing 
precursors  for  rapid  and  specific  messenger 
RNA  production  at  the  beginning  of  the 
differentiation  and  in  destroying  the  nu- 
clear membrane  and  the  spindle  to  allow 
the  cell  to  divide  is  under  study.  It  may 


be  that  these  represent  some  of  the  normal 
functions  of  lysosomes  in  vivo. 

Tissue  types 

The  lymphocyte  mixture  experiments 
may  make  it  possible  to  type  tissues  of  dif- 
ferent individuals,  so  that  a more  meaning- 
ful and  yet  harmless  method  becomes  avail- 
able for  the  selection  of  donors  of  homo- 
transplantation. If  such  typing  studies 
indicate  that  some  of  the  histocompati- 
bility antigens  are  determined  by  simple 
Mendelian  inheritance,  this  would  greatly 
aid  the  currently  very  active  field  of 
chromosome  mapping  for  the  purpose  of 
detecting  linkage  groups. 

The  increasing  number  of  lysosomes  and 
increasing  concentrations  of  lysosomal  en- 
zymes observed  during  lymphocyte  stimula- 
tion may  play  a role  in  the  destruction  of 
homografts.  The  production  of  such  de- 
struction in  a tissue  culture  system  may 
lead  to  therapeutic  systems  designed  to 
prolong  the  survival  of  transplanted  organs. 

These  lysosomal  destructive  enzymes 
may  also  play  a role  in  the  damage  ob- 
served during  normal  and  abnormal  mor- 
phologic responses  in  vivo.  Although  cyto- 
toxic antibodies  may  play  a role  in  tissue 
destruction,  it  is  feasible  that  the  lympho- 
cyte carries  a mechanism  for  nonspecific 
destruction  that  is  capable  of  working  out- 
side the  usual  immunologic  systems. 


Question  and  Answer  Period 


Ely  Perlman,  M.D.:  Thank  you  very 

much.  I should  like  to  start  the  discussion 
by  asking  Dr.  Litt  if  he  would  try  to  tell  us 
then  what  the  eosinophil  and  the  lympho- 
cyte are  doing  at  one  time  in  the  same  in- 
dividual who  has  been  stimulated  by  anti- 
gens? 

Dr.  Litt:  I can  only  approach  the  an- 

swer to  half  the  question.  Perhaps  Dr. 
Hirschhorn  will  answer  the  second  part. 
I do  not  think  I can  add  very  much  to 
what  I have  already  said.  Again,  what  I 
have  reported  is  conducted  in  guinea  pigs. 
I have  surmised  that  similar  events  occur 
in  man.  Dr.  Connell,  I think,  has  some 
pertinent  information  on  this. 


John  T.  Connell,  M.D.:  It  was  very 

interesting  to  hear  Dr.  Litt  talk  tonight 
because,  being  a clinical  allergist,  I have 
viewed  the  eosinophil  along  much  the  same 
lines  as  he  has  but  in  the  patient  rather  than 
in  the  guinea  pig.  I should  like  to  describe 
a slide  that  we  got  from  a patient  the  other 
day.  This  was  a patient  in  whom  we  had 
produced  an  acute  attack  of  hay  fever  in- 
dicating that  the  eosinophils  in  the  patient 
picked  up  the  antigen-antibody  complexes, 
probably  within  about  five  minutes  after 
stimulation  was  begun.  I think  we  can 
see  that  the  holes  in  the  eosinophils  are 
much  the  same  as  Dr.  Litt  has  shown  with 
the  guinea  pig. 
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What  the  function  of  the  eosinophil  is  is 
questionable  right  now.  Probably  there 
are  two  kinds  of  reasoning,  and  I suspect 
that  perhaps  Dr.  Litt  feels  that  the  eosino- 
phil is  protective  in  that  it  is  metabolizing 
or  softening  up  antigen-antibody  complex. 

From  the  work  that  we  have  been  doing, 
I wonder  whether  it  is  not  pathologic  for 
the  eosinophil,  after  it  takes  up  the  com- 
plexes, to  go  on  to  explode  and  release  his- 
tamine and  some  other  mediator.  Cer- 
tainly nobody  knows  at  the  present  time. 

We  have  a slide  that  shows  an  eosinophil 
from  the  nasal  exudate  of  a human  being 
five  minutes  after  an  antigen  was  given 
intranasally.  One  can  see  in  the  upper  por- 
tion of  the  eosinophil,  two  agranular  areas 
which  are  very  similar  to  some  described  by 
Dr.  Litt.  In  the  central  portion,  in  the 
nucleus,  there  are  two  areas  of  lighter  stain. 
As  we  collect  exudates  over  ten,  fifteen,  and 
twenty  minutes,  we  find  a progression  of 
this  very  slight  change  in  that  eventually 
we  think  we  see  complete  destruction  of 
eosinophils.  Finally  when  the  patient  has 
gotten  over  the  attack,  we  see  marked  nor- 
mal eosinophilia  in  the  exudates,  so  you  can 
really  place  either  interpretation  on  it  now. 

Dr.  Perlman:  Would  Dr.  Hirschhorn 

like  to  try  to  tell  us  what  the  eosinophil  does 
in  terms  of  the  lymphocyte?  As  far  as  I 
know  the  evidence  is  that  antibody  alone 
has  never  been  shown  in  the  eosinophil, 
only  the  presence  of  antigen-antibody  com- 
plexes. 

Dr.  Litt:  There  was  a control  that  I 

did  not  mention:  Neither  the  red  antigen 

nor  the  green  antibody  alone  was  phago- 
cytized  by  eosinophils,  only  the  complex. 
I think  we  are  studying  a different  stage  of 
the  same  phenomenon.  It  is  my  belief 
that  the  eosinophils  are  involved  in  a reac- 
tion which  occurs  after  antibody  has  be- 
come available.  It  seems  to  me  that  the 
lymphocyte  and,  in  a larger  sense,  the 
mononucleated  cell  are  involved  in  an 
earlier  stage,  providing  the  antibody  which 
will  react  with  the  antigen;  then  the 
eosinophilia  appears. 

Dr.  Hirschhorn:  I cannot  answer,  of 

course,  what  the  eosinophil  does,  but  I 
think  it  is  somewhat  satisfying  to  me  to  see 
more  and  more  of  the  blood  elements  being 
involved  in  this,  or  of  the  elements  that 
exist,  let  us  say  in  the  lymph  node.  One 
can  perhaps  go  one  step  further  back,  if  one 


goes  along  with  Fishman’s  work,  and  start 
out  with  the  macrophage  as  the  cell  which, 
perhaps,  digests  the  antigen,  which  then 
provides  memory  information  for  the  lym- 
phocyte; then  the  lymphocyte,  then  pro- 
gressively the  plasma  cell  providing  the 
antibody,  with  perhaps  then  the  antigen- 
antibody  complex  being  somehow  handled 
by  the  eosinophil  during  the  immune  re- 
sponse at  one  stage  or  another  and  being 
destroyed;  and  perhaps  eventually  the 
polymorphonuclear  leukocyte  coming  along 
and  eating  up  the  chewed  up  eosinophil. 

Physician:  Dr.  Litt,  you  very  briefly 

touched  on  the  matter  of  possible  steroid 
control,  and  I wonder  if  you  had  done  some 
total  eosinophil  counts,  that  is  blood-circu- 
lating eosinophils,  to  see  if  there  is  any  cor- 
relation between  this  and  the  eosinophils  in 
the  nodes? 

Dr.  Litt:  This  brings  up  the  whole 

question  of  counts  as  an  index  of  what  is 
going  on  with  the  leukocytes.  No,  I have 
not  done  it  in  this  instance,  and,  in  general, 
I distrust  such  data  as  indicators  of  what  is 
going  on  in  the  important  areas.  I look  on 
the  blood  stream  as  a vehicle  by  which  the 
cells  are  carried  to  the  site  of  reaction, 
which  is  almost  always  the  tissues;  and  if 
you  do  study  sensitized  animals  or  sensi- 
tive man,  one  of  the  commonest  errors  is  to 
take  samples  at  infrequent  intervals. 

In  the  guinea  pig,  following  antigenic 
stimulation  in  a hypersensitive  animal, 
there  can  be  a peak  response  for  a period  of 
perhaps  only  one  hour,  and  unless  you  are 
sampling  at  every  half  hour  or  every  hour 
during  the  course  of  twenty-four  hours,  you 
may  miss  this  response;  so  you  must  do 
sampling  of  a kind  that  is  not  done  as  yet. 
I am  sure  there  are  machines  that  will  be 
able  to  do  that. 

One  of  the  common  practices  in  clinical 
allergy  is  to  take  an  eosinophil  count,  usu- 
ally a single  one.  If  the  result  is  negative, 
it  does  not  contribute;  if  the  result  is 
positive,  it  does  contribute  to  the  diagnosis. 

It  is  more  important  to  turn  to  the  tissues 
if  you  can.  And  certainly,  as  Dr.  Connell 
has  indicated,  there  are  certain  sites  where 
you  can  conveniently  obtain  samples. 
Thus,  if  you  suspect  hay  fever,  you  should 
look  at  the  nose  drippings. 

Physician:  I have  a big  question  if  I 

may.  Dr.  Hirschhorn,  you  have  very 
interesting  findings  with  agammaglobulin- 


592  New  York  State  Journal  of  Medicine  / March  1,  1966 


emia.  Have  you  grown  cells  from  agam- 
maglobulinemic  persons  in  antibody  or 
coated  them  with  antibody  and  challenged 
them  with  antigens  to  see  if  this  affects  the 
development  of  growth? 

Dr.  Hirschhorn:  No,  I have  not  done 

that.  May  I just  briefly  comment  on  your 
question  to  Dr.  Litt?  A rather  similar 
situation  exists  when  one  studies  the  periph- 
eral blood  lymphocyte  count  in  a patient 
who  is  having  a thoracic  duct  drainage. 
One  cannot  very  well  tell  in  man  that  the 
duct  is  being  drained  unless  one  follows  it 
very  early  and  very  rapidly.  After  a rela- 
tively short  time,  the  peripheral  blood 
lymphocyte  count  returns  to  normal  despite 
the  fact  that  the  lymphocytes  are  being 
drained.  In  the  dog  it  is  quite  different. 
You  can  virtually  empty  his  blood  of  lym- 
phocytes. 

Physician:  I should  like  to  ask  Dr. 

Litt  if  he  has  followed  the  antibody  after 
absorption  by  the  eosinophils.  If  the 
eosinophils  are  being  destroyed,  they  would 
have  to  be  carried  somewhere  and  ex- 
creted. Did  you  follow  them  to  find  out 
where  they  are  excreted  or  whether  they 
remain  in  the  bloodstream  for  any  length  of 
time? 

Dr.  Litt:  No,  but  I am  doing  that 

now.  Incidentally,  eosinophils  from  bone 
marrow  and  blood  will  also  phagocytize 
these  complexes. 

Dr.  Perlman:  Are  there  any  other 

questions  or  comments? 

Physician:  In  view  of  Nossal’s2  reports 

in  the  last  year  or  several  years,  using 
radioautographic  technics,  where  he  shows 
the  macrophage  picking  up  different  anti- 
gens and  their  distribution  in  the  lymph 
nodes,  would  you  care  to  comment  on 
whether  or  not  you  think  there  may  be  any 
connection  between  these  two  sets  of  data? 


Dr.  Litt:  I can  only  presume  what  is 

happening,  using  the  eosinophil  as  an 
index:  I am  sure  there  are  many  mecha- 

nisms of  eosinophilia.  I underscored  one 
of  them,  not  only  because  I have  worked 
with  it  and  it  is  interesting  to  me,  but  also 
because  I think  it  accounts  for  much  of 
what  we  see  in  human  pathology.  The 
eosinophil’s  presence  is  presumptive  evi- 
dence of  the  presence  of  antibody,  but  I 
think  it  would  be  stretching  the  data  to  look 
on  this  with  certainty.  The  cell  is  cer- 
tainly present;  it  arises  in  the  lymph  node. 
It  is  present  in  areas  where  antibody  will 
occur.  I do  not  think  one  can  say  more  at 
this  time. 

Physician:  Dr.  Litt,  it  has  been  re- 

ported that  antigen-antibody  reactions 
bring  about  the  degranulation  of  mast  cells. 
Would  you  think  these  degranulation  tests 
were  basically  similar? 

Dr.  Litt:  No,  a union  of  antigen 

with  antibody  has  many  consequences, 
one  of  which  is  histamine  release;  another 
one,  I believe,  is  the  influx  of  the  eosino- 
phil; another  one  is  the  degranulation 
of  mast  cells  and  basophils.  These  can 
occur  concurrently.  They  may  or  may 
not  be  related.  They  have  the  same  trig- 
ger, I think.  When  a complex  gets  inside 
the  eosinophil,  we  do  not  yet  know  what 
it  does  with  it. 

Dr.  Perlman:  I should  like  to  express 

the  thanks  of  the  New  York  Allergy  So- 
ciety to  both  our  speakers  for  a very  excit- 
ing and  interesting  discussion. 
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| NTRALUMINAL  PRESSURE  RECORDINGS 
from  the  esophagus  and  its  inferior  sphinc- 
ter fulfill  three  important  functions  in  the 
investigation  of  individuals  with  sliding 
hiatal  hernia:  (1)  discovery  of  small  sliding 
hiatal  hernias  not  diagnosed  by  radiologic 
and  endoscopic  examinations;  (2)  docu- 
mentation of  gastroesophageal  sphincteric 
tone  and  function;  and  (3)  detection  of 
abnormal  esophageal  motor  activity  un- 
disclosed by  barium  x-ray  studies  which 
may  provide  information  regarding  the 
etiology  of  the  herniation  and  aid  in  as- 
certaining its  symptom-producing  capacity. 

The  purpose  of  this  report  is  to  describe 
and  illustrate  the  manner  in  which  motility 
studies  function  in  evaluating  certain  hiatal 
hernia  patients. 

Methods 

In  brief,  the  technics  for  recording  pres- 
sures in  the  upper  gastrointestinal  tract  are 
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as  follows.  The  pressures  are  registered 
simultaneously  from  three  sites  by  an 
assembly  of  water-filled  tubes  connected 
to  extracorporeal  transducers.  The  distal 
unit  consists  of  a 5 by  5-mm.  balloon  with 
laterally  notched,  open  tips  positioned  5 
and  10  cm.  proximally.  Respiratory  move- 
ments are  traced  via  a belt  pneumograph 
or  pulse-wave  detector,  and  all  changes 
subsequent  to  pressure  alterations  are  re- 
corded photokymographically.1 

The  tube  assembly  is  positioned  in  the 
stomach,  and  then  with  the  subject  in  the 
supine  position,  it  is  withdrawn  at  0.5-cm. 
stepwise  withdrawals  from  the  stomach 
into  the  esophagus  while  the  patient  re- 
frains from  swallowing.  Following  this 
continuous  recording  of  the  resting  pres- 
sures in  the  gastroesophageal  junctional 
zone,  the  tubes  are  replaced  in  the  stomach 
and  the  process  repeated  with  the  film 
speed  increased  and  the  responses  to 
swallowing  recorded  at  each  “station” 
throughout  the  sphincter  and  body  of  the 
esophagus. 1 

Findings  in  health 

Figure  1 displays  the  resting  pressure 
profile  of  the  gastroesophageal  junctional 
area  in  a healthy  subject.  It  can  be  seen 
that  a zone  of  increased  pressure  was  en- 
countered by  both  the  open-tipped  and 
balloon-covered  units  as  they  traversed 
the  junctional  zone.  It  is  also  apparent 
that  mean  gastric  fundal  pressures  were 
higher  than  mean  pressures  in  the  body  of 
the  esophagus,  so  that  without  the  area  of 
increased  pressure  interposed  between  the 
two  organs,  the  gradient  would  favor 
passage  of  material  from  stomach  to 
esophagus  in  the  prone  or  supine  position. 
The  point  at  which  the  pressure  fluctuations 
changed  from  upward  (positive)  to  down- 
ward (negative)  with  inspiration  has  been 
designated  as  the  physiologic  hiatus,  indicat- 
ing the  point  of  passage  of  the  units  from 
the  abdominal  to  the  thoracic  cavity. 
The  normal  length  of  this  physiologic 
sphincter,  which  is  presumably  composed 
of  circularly  disposed  smooth  muscle  fibers 
in  the  distal  esophagus,  is  generally  3 cm. 
in  open-tip  recordings  and  5 cm.  or  less  by 
balloon  tracings.2 

Maximum  resting  pressures  in  the 
sphincter  of  healthy  subjects  are  usually 
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between  10  and  25  cm.  of  water  above 
gastric  pressure  as  recorded  by  the  open- 
tipped  tubes  and  from  30  to  100  cm.  of 
water  by  the  balloon-covered  units.3  Al- 
though there  may  be  some  variation  in 
gastroesophageal  sphincteric  tone  in  healthy 
subjects  from  hour  to  hour  and  day  to  day, 
a well-demarcated,  clearly  defined  zone  of 
increased  pressure  is  convincingly  de- 
lineated in  studies  of  normal  individuals. 

With  swallowing,  pressures  in  the  gastro- 
esophageal sphincter  decline  almost  simul- 
taneously with  the  voluntary  initiation  of 
the  act  of  deglutition,  which  indicates  the 
neurologic,  reflex  coordination  of  the  proc- 
ess (Fig.  2).  The  fall  in  pressure  in  the 
sphincter  persists  until  the  progressive 
wave  of  contraction,  which  starts  at  the 
cricopharyngeus  and  passes  down  the  body 
of  the  esophagus  in  accord  with  the  classical 
concept  of  peristalsis,  sweeps  into  and 
through  the  junctional  area,  following 
which  the  sphincter  returns  to  its  resting 
state  of  tonic  contraction.  Detailed 
analysis  of  the  pressure  changes  with 
swallowing  at  each  0.5-cm.  segment  of  the 
gastroesophageal  sphincter  of  healthy  in- 
dividuals indicates  a characteristic  motor 
pattern. 4 Inferior  to  the  physiologic  hiatus, 
the  pressure  change  after  swallowing  is 
primarily  that  of  relaxation.  At  the  hiatus, 
contraction  of  the  spincter  as  well  as  relaxa- 
tion occurs,  while  in  the  segments  above 
the  hiatus,  contraction  is  the  most  prom- 
inent change  occurring  with  deglutition. 

Detection  of  hiatal  hernia 

Not  infrequently  patients  are  en- 
countered who  have  symptoms  suggestive 
of  sliding  hiatal  hernia  (heartburn, 


intraluminal  pressure  recordings  from 
the  gastroesophageal  zone  and  body  of  the 
esophagus  at  rest  and  after  deglutition  are  a 
valuable  supplement  to  radiologic,  cinefluoro- 
graphic,  and  endoscopic  procedures,  particu- 
larly in:  (1)  identification  of  small  sliding 
hiatal  hernias;  ( 2 ) documentation  of  gastro- 
esophageal sphincteric  tone  and  function;  and 
(3)  detection  of  abnormal  esophageal  motor 
activity  unappreciated  by  barium  x-ray 
studies. 


regurgitation,  substernal  pain,  and  sticking 
of  food)  but  in  whom  no  abnormality  is 
found  by  the  radiologist.  Indicators  of 
hiatal  hernia  are  sometimes  identifiable  in 
pressure  tracings  from  such  individuals. 

Alterations  in  resting  pressure  pro- 
file. Motility  studies  of  a large  group  of 
hiatal  hernia  patients  have  delineated  a 
number  of  pressure  indicators  of  sliding  at 
the  hiatus.2  The  following  abnormalities 
in  the  resting  pressure  profile  were  shown 
to  be  associated  with  hiatal  hernia. 

Double  respiratory  reversal.  In  the  pres- 
ence of  a hiatal  hernia,  the  reversal  of 
pressures  with  breathing  as  the  pressure- 
detecting units  traverse  the  gastroeso- 
phageal junctional  zone  in  a stepwise 
fashion  may  be  repeated.  The  pressure 
deflections  with  inspiration  which  have 
been  upward  (positive)  in  the  stomach 
become  downward  (negative),  then  positive, 
and  finally  negative  again  in  the  upper  seg- 
ments of  the  zone.  Code  et  al .2  have  sug- 
gested that  this  repetition  of  the  change  in 
the  direction  of  pressure  deflections  with 
inspiration,  which  they  have  termed  the 


FIGURE  1.  Resting  pressure  profile  of  gastroesophageal  junctional  zone  of  normal  subject.  Zone  of  ele- 
vated pressure  representing  inferior  esophageal  sphincter  recorded  by  open  tip  5 cm.  proximal  to  balloon 
and  by  distal  balloon-covered  unit.  Each  break  in  base  line  indicates  0.5  cm.  oralward  withdrawal  of  tube 
assembly.  Fluctuations  of  pressure  are  related  to  respiration. 
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FIGURE  2.  Pressure  changes  following  deglutition 
in  healthy  patient.  Decline  in  pressure  indicating 
relaxation  of  lower  portion  of  inferior  sphincter  re- 
corded by  distal  device  positioned  45  cm.  below 
incisor  teeth.  Peristaltic  contraction  of  body  of 
esophagus  traced  via  open  tips  5 and  10  cm.  supe- 
riorly. 

double  respiratory  reversal,  is  the  most 
reliable  single  indicator  of  hiatal  hernia. 

Double  peaks  of  elevated  pressure  in  the 
junctional  area.  In  some  hiatal  hernia 
patients  as  the  pressure  recording  units  are 
withdrawn  from  stomach  to  esophagus,  two 
zones  of  elevated  pressure  rather  than  the 
usual  one  are  recorded.  The  inferior  zone  is 
probably  due  to  pressures  exerted  on  the 
devices  as  they  pass  through  the  hiatus, 
folds  of  gastric  mucosa  impinging  on  them 
at  this  point.  As  the  withdrawal  is  con- 
tinued, a second  area  of  elevated  pressure  is 
measured  in  the  superiorly  displaced  true 
sphincter. 

Increased  length  of  the  junctional  area.  In 
health,  the  zone  of  elevated  pressure  rep- 
resenting the  gastroesophageal  sphincter 
is  usually  about  3 cm.  as  detected  by  the 
open-tipped  units  and  5 cm.  or  less  as 
detected  by  the  balloon-covered  open  tips 
or  transducers.  Elongation  of  the 


junctional  area  is  another  finding  not  in- 
frequently associated  with  hiatal  hernia. 

Plateaus  of  pressure.  In  the  presence  of 
a small  hiatal  hernia,  the  pressure-detecting 
units  often  pass  through  an  area  in  which 
the  pressures  remain  constant,  and  the 
movements  secondary  to  respiration  are 
poorly  transmitted  or  damped  out.  This 
has  been  termed  a pressure  plateau  by 
Code  et  al.2 

Excessive  surges  of  pressure  with  breathing. 
At  times,  wide  swings  of  pressure  related  to 
respiration  are  detected  in  the  region  of  the 
hiatus,  possibly  due  to  sliding  folds  of 
mucosa  exerting  pressures  on  the  miniature 
balloon. 

Figure  3 shows  the  resting  pressure  pro- 
file of  the  gastroesophageal  junctional  zone 
of  a patient  with  a small  sliding  hiatal 
hernia  undetected  by  several  conventional 
x-ray  examinations.  The  balloon  unit  re- 
cords two  zones  of  elevated  pressure  in- 
stead of  the  usual  one  as  well  as  a double 
respiratory  reversal.  Some  of  the  respira- 
tory movements  are  also  exaggerated,  and 
a double  respiratory  reversal  is  present. 
The  open  tip  recorded  only  a single  zone  of 
elevated  pressure,  illustrating  the  usefulness 
of  the  balloon  for  detecting  subtle  changes 
associated  with  hiatal  hernia. 

Indications  of  hiatal  hernia  with 
swallowing.  Another  indication  of  slid- 
ing at  the  hiatus  is  sometimes  seen  during 
swallowing  studies  in  which  the  balloon 
unit  is  positioned  in  the  junctional  zone. 
Premature  elevations  of  pressure  develop- 
ing simultaneously  with  the  voluntary  on- 
set of  the  act  of  deglutition  are  recorded 
and  may  be  the  result  of  a tug  at  the  hiatus. 
The  shortening  of  the  esophagus,  either  by 
contraction  of  its  longitudinal  muscle 
fibers  or  because  of  elevation  of  the  cricoid 


■ ......  ... 


n .i  uuU.LUkhlimi 


FIGURE  3.  Double  zones  of  elevated  pressure  and  repetition  of  points  of  respiratory  reversal  recorded  by 
miniature  balloon  as  it  was  withdrawn  in  interrupted  steps  through  gastroesophageal  junction  of  patient 
with  small  symptomatic  hiatal  hernia  previously  undiagnosed  by  x-ray.  Pressure  fluctuations  with  breath- 
ing exaggerated  in  several  segments  of  junction,  another  indicator  of  sliding.  Open  tip  failed  to  detect 
these  abnormalities. 
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FIGURE  4.  Premature  increases  in  pressure  with 
swallowing  recorded  from  subhiatal  portion  of 
junctional  zone,  indicating  tug  or  sliding  associated 
with  herniation.  Sphincter  subsequently  relaxes 
normally. 

cartilage  associated  with  the  voluntary 
component  of  the  act  of  swallowing,  pulls 
the  stomach  transiently  toward  the  chest 
thus  squeezing  it  tightly  into  the  hiatus. 
Such  a “pop-up”  is  shown  in  Figure  4. 2 

These  pressure  indicators  are  helpful  in 
identifying  sliding  at  the  hiatus  and  can  be 
used  to  supplement  radiologic  and  endo- 
scopic evaluation  of  patients  suspected  of 
having  such  a disorder  but  in  whom  it  is 
not  readily  demonstrable. 

Documentation  of  gastroesophageal 
sphincteric  tone  and  function 

Documentation  of  resting  pressures  in 
the  gastroesophageal  sphincter  is  im- 
portant for  two  reasons: 

1.  Low  resting  pressures  in  the  sphincter 
are  frequently  found  in  hiatal  hernia 
patients  and  may  serve  as  another  indicator 
of  the  presence  of  a hernia.2-5  Patients  with 
low  resting  tone,  furthermore,  are  more 
susceptible  to  reflux  of  gastric  contents  into 
the  esophagus,  because  the  pressure  barrier 


between  the  two  is  weakened.  This  pro- 
vides a pathophysiologic  explanation  for 
the  susceptibility  of  some  hiatal  hernia 
patients  to  easy  regurgitation  and  reflux 
esophagitis. 

2.  Excessive  pressures  in  the  sphincteric 
zone  are  found  in  a few  individuals,  some  of 
whom  have  hiatal  hernia.3  Hypertension 
of  the  sphincter  is,  therefore,  another  but 
less  common  pressure  indicator  of  hiatal 
hernia. 

Figure  5 depicts  the  resting  pressure 
profile  of  the  gastroesophageal  sphincter  of 
a patient  with  a small  hiatal  hernia  and 
reflux  esophagitis.  Pressures  in  the  junc- 
tional zone  are  very  low,  and  it  can  be 
appreciated  by  comparing  this  tracing  with 
Figure  1 that  this  is  indeed  a hypotonic 
sphincter.  It  can  also  be  seen  that  it  is 
longer  than  usual,  6.5  cm.  in  length  as 
measured  by  the  balloon,  and  that  through- 
out most  of  its  length,  the  respiratory  move- 
ments are  poorly  recorded,  illustrating  the 
pressure  plateau  alluded  to  previously. 

Deglutitive  function  of  the  gastroeso- 
phageal sphincter,  that  is  the  pressure 
changes  which  occur  with  swallowing,  is 
often  abnormal  in  hiatal  hernia  patients. 
Pressure  studies  are  the  only  way  of  docu- 
menting these  deranged  motor  responses  to 
deglutition.  Declines  of  pressure  in  the 
sphincter  after  swallowing  are  often  less 
than  normal  in  hiatal  hernia  patients.2 
This  means  that  the  ability  of  the  sphincter 
to  relax  is  impaired.  The  deficient  relaxa- 
tion may  be  due  to  stuffing  of  mucosal  folds 
into  the  lower  esophagus  which  inhibits 
normal  pressure  falls  with  swallowing  or  to 
superior  displacement  or  sliding  back  and 
forth  of  the  sphincter  through  the  hiatus 
which  may  have  an  adverse  effect  on  its 
ability  to  respond  to  deglutition  in  a normal 
fashion.  Contraction  of  the  sphincter  also 
can  be  abnormal.  Contraction  exceeds  re- 
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FIGURE  5.  Abnormally  long,  hypotonic  gastroesophageal  sphincter  from  which  respiratory  pressure 
changes  were  poorly  transmitted.  Findings  are  indicative  of  hiatal  hernia,  the  reduced  sphincteric  tone 
predisposing  to  reflux. 
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FIGURE  6.  Deglutitive  pressure  sequence  from 
patient  with  hiatal  hernia  which  was  thought  to  be 
negligible  because  of  its  small  size  and  the  ab- 
sence of  reflux.  Sphincter  relaxed  slightly  and  then 
contracted  with  excessive  power  for  abnormally 
long  time.  Responses  in  body  of  esophagus  also 
abnormal,  being  simultaneous  and  repetitive. 

laxation  at  the  hiatus  in  hiatal  hernia  pa- 
tients,5 the  reverse  being  true  in  healthy 
persons.4  In  some  patients,  excessively 
powerful  contractions  occur  in  the  sphincter 
in  the  presence  of  hiatal  hernia,2  whereas  in 
others,  the  contractions  are  less  forceful 
than  normal.5 

The  combination  of  impaired  relaxation 
and  either  weak  or  premature  and  exces- 
sively powerful  and  prolonged  contractions 
of  the  sphincter  add  up  to  a condition  of 
decreased  efficiency  of  propulsive  activity 
of  the  lower  esophagus  which  results  in  a 
picture  of  functional  obstruction  in  some 
hiatal  hernia  patients.5 

Figure  6 shows  the  negligible  declines  in 
gastroesophageal  sphincteric  pressure  which 
occur  in  a hiatal  hernia  patient  illus- 
trating the  poor  relaxation  of  the  sphincter. 
Excessively  powerful  and  prolonged  con- 
traction following  the  slight  relaxation  of 
the  sphincter  after  swallowing  also  was 
documented. 

These  functional  changes  in  the  pressure 
patterns  of  the  sphincter  with  swallowing 
are  not  only  useful  in  making  one  suspect 
the  presence  of  a hiatal  hernia  from  analysis 
of  a pressure  record  but  also  rather  success- 
fully delineate  the  reason  for  symptom 
production  in  hiatal  hernia  cases. 

Detection  of  abnormal  esophageal 
motor  activity 

The  finding  of  abnormal  esophageal  ac- 
tivity may  shed  light  on  the  significance  and 


FIGURE  7.  Pattern  of  diffuse  spasm  of  body  of 
esophagus  in  patient  with  small  hiatal  hernia. 
Simultaneous,  rather  than  peristaltic,  contractions 
occurred  with  swallowing  except  in  superior  6 cm. 
of  esophageal  body.  Severe  motor  derangement 
indicated  by  early  contraction  of  lower  esophagus 
in  first  swallow. 

etiology  of  hiatal  hernia.  Hiatal  hernia  is 
such  a common  disorder  that  one  is  often 
faced  with  the  question  of  its  importance  in 
the  etiology  of  symptoms  related  to  the 
upper  alimentary  tract.  This  is  partic- 
ularly true  in  patients  with  anterior  chest 
pain  of  obscure  etiology,  belching,  heart- 
burn, regurgitation,  and,  at  times,  transient 
sticking  of  solid  or  liquid  foods.  Intra- 
luminal manometric  studies  are  particularly 
useful  in  this  situation  because  of  their 
ability  to  detect  abnormal  motor  function 
frequently  undisclosed  by  conventional 
radiographs  and  even  cinefluorography. 

The  patient,  as  shown  in  Figure  6,  had  a 
small  hiatal  hernia  which  was  thought  to 
be  negligible  by  the  radiologist  because  of 
its  lack  of  fixation  and  diminutive  size. 
Complaints  of  anterior  chest  pain  and 
sticking  of  food  were  therefore  thought  to  be 
functional  in  nature.  However,  it  can  be 
seen  that  in  addition  to  the  abnormal  motor 
function  of  the  gastroesophageal  sphincter, 
there  were  extremely  powerful  and  repeti- 
tive simultaneous  contractions  in  the  body 
of  the  esophagus  with  swallowing.  This  is 
the  pattern  of  diffuse  spasm  of  the  esoph- 
agus associated  with  a small  hiatal  hernia. 
The  fact  that  such  drastically  altered  motor 
patterns  could  be  objectively  determined 
was  of  great  comfort  to  the  patient  in 
being  reassured  that  his  complaints  were 
not  psychologic  in  nature. 

Figure  7 shows  a segment  of  the  pressure 
record  from  a twenty-seven-year-old  man 
with  painful  sticking  of  food  and  regurgita- 
tion and  a small  hiatal  hernia.  The  re- 
sponses of  the  body  of  the  esophagus  to 
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PNEUMOGRAPH ONE  SECOND. 


FIGURE  8.  Motor  failure  of  esophagus  associated 
with  Raynaud’s  disease  indicated  by  lack  of  pres- 
sure response  to  swallowing  up  to  a point  24  cm. 
below  incisors.  Motor  defect  was  cause  for  hiatal 
hernia  and  stricture  and  was  undiagnosed  by  x-ray. 

swallowing  were  all  simultaneous,  and  it 
can  be  seen  that  the  lower  esophagus  con- 
tracted earlier  than  the  upper  portion,  the 
reverse  of  the  finding  in  healthy  persons. 
These  powerful  simultaneous  responses 
after  deglutition  were  recorded  throughout 
his  esophagus  and  conclusively  demon- 
strated that  he  had  severe  diffuse  spasm  of 
the  esophagus  as  a primary  disease  entity. 
It,  therefore,  was  thought  that  the  hiatal 
hernia  was  the  result  of  the  basic  motor 
dysfunction  of  the  esophagus  rather  than 
its  cause.  However,  the  hiatal  hernia  was 
repaired  on  the  supposition  that  it  could 
be  having  an  adverse  effect  on  esophageal 
motor  function.  There  was  no  improve- 
ment after  surgical  repair  of  the  hernia. 
Such  findings  have  warned  us  and  others 
away  from  surgical  procedures  of  this  type 
in  persons  with  severe  diffuse  spasm.6 

Figure  8 is  a swallowing  pressure  study  of 
a fifty-seven-year-old  woman  who  was  ad- 
mitted to  the  psychiatric  service  because 
of  depression.  She  also  complained  of  sub- 
sternal  sticking  of  food  and  regurgitation  as 
well  as  a 20-pound  weight  loss  because  of 
inability  to  eat  properly.  Barium  x-ray 
examinations  showed  a small  hiatal  hernia 
with  a stricture  above  it.  This  finding 
suggested  that  she  had  a small  hiatal  hernia 
with  resultant  reflux  esophagitis  and 
a stricture.  However,  pressure  studies 
showed  that  there  was  no  response  to 
swallowing  in  any  part  of  the  body  of  the 
esophagus  except  in  its  superior  4 cm.  This 
is  the  pattern  of  motor  failure  associated 
with  scleroderma  and/or  Raynaud’s  dis- 
ease.78 Following  motility  analysis,  the 
patient  admitted  for  the  first  time  that  she 


had  suffered  from  Raynaud’s  disease  six 
years  previously.  The  etiology  of  the  hiatal 
hernia  was  in  all  probability  related  to  the 
motor  disorder  of  the  esophagus  rather  than 
representing  the  primary  lesion  responsible 
for  the  esophagitis  and  stricture.  Indi- 
viduals with  scleroderma  and/or  Raynaud’s 
disease  develop  hypotonia  of  the  gastro- 
esophageal sphincter  which  permits  un- 
inhibited reflux  with  resultant  esophagitis, 
stricturing,  and  shortening  of  the  esoph- 
agus. In  this  patient,  the  process  had  been 
going  on  for  several  years,  and  the  inflam- 
mation and  scarring  had  pulled  a small 
portion  of  the  stomach  into  the  thorax. 

Motility  studies  in  this  case  contributed 
important  data  which  provided  the  basis 
for  diagnosis  and  subsequent  attention  to 
proper  treatment  of  the  vascular  and 
esophageal  manifestations  of  this  disease. 

Comment 

It  seems  reasonable  to  conclude  that 
intraluminal  esophageal  pressure  studies  are 
of  more  than  academic  interest  in  the 
evaluation  of  certain  patients  with  sliding 
at  the  hiatus.  Demonstration  of  the  pres- 
sure indicators  of  sliding  hiatal  hernia  is  of 
particular  value  in  those  individuals  in 
whom  x-ray  or  endoscopy  have  failed  to 
establish  this  diagnosis. 

The  pressure-tracing  findings  occurring 
with  hernias  of  this  type  have  been  classi- 
fied by  Code  et  al.2  into  primary  and  sec- 
ondary indicators  according  to  their  reli- 
ability, for  example,  the  regularity  with 
which  they  may  be  depended  on  to  occur 
in  sliding  hernia.  Gastroesophageal  sphinc- 
teric  hypotension,  as  well  as  hypertension 
and  alterations  of  relaxation  and  contrac- 
tion with  swallowing,  are  in  the  secondary 
group,  whereas  abnormalities  of  the  junc- 
tional zone’s  resting  profile,  exaggerated 
fluctuations  with  breathing,  and  “pop-ups” 
with  deglutition  are  in  the  primary  cate- 
gory. If  the  primary  indicators  are  al- 
lotted a value  of  2 and  secondary  indicators 
1,  a score  of  6 should  be  attained  if  the 
gastrointestinal  motility  laboratory  is  to 
suggest  the  possibility  of  sliding  hiatal 
hernia  with  any  degree  of  conviction.2 
Pressure  tracings  are  thus  useful  as  a sup- 
plement to  the  conventional  methods  of 
ascertaining  the  presence  of  small  hiatal 
hernias. 
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On  the  other  hand,  it  should  be  stated 
that  the  pressure  profile  indicators  of  sliding 
hiatal  hernia  are  sometimes  not  demon- 
strable in  motility  tracings  from  patients 
known  to  have  herniation  by  x-ray.2-5  This 
failure  is  probably  related  to  the  fact  that 
the  upper  stomach  is  herniated  into  the 
thorax  only  part  of  the  time,  and  the  pres- 
sure abnormalities  cannot  be  detected  if 
the  hernia  is  not  present  during  the  time 
that  the  units  are  traversing  the  junctional 
zone.  However,  alterations  in  tone  and 
motor  function  often  can  be  documented 
even  if  the  sphincter  is  not  displaced  supe- 
riorly during  the  pressure-recording  se- 
quence. 

A corollary  to  the  preceding  remarks  is 
the  fact  that  hiatal  hernia  may  be  demon- 
strated in  40  per  cent  or  more  of  the  patients 
examined  by  x-ray  depending  on  the  criteria 
for  diagnosis  as  well  as  the  technics  used.9 
Actually,  certain  conservative-minded 
roentgenologists  are  reluctant  to  report  or 
stress  the  presence  of  a small  hiatal  hernia 
under  the  supposition  that  such  a finding 
is  insignificant,  may  mislead  the  clinician, 
or  even  provoke  a recommendation  for  un- 
necessary and  ill-advised  surgical  repair. 
Although  this  attitude  may  be  justified,  it 
is  also  axiomatic  that  the  size  of  a sliding 
hernia  bears  no  relation  to  its  symptom- 
producing  capacity.  The  smallest  and  most 
insignificant-appearing  hernias  are  often 
responsible  for  severe  and  bothersome 
symptoms.  Pressure  studies  are  extremely 
helpful  in  evaluating  this  problem  because 
of  their  ability  to  document  altered  sphinc- 
teric  tone,  abnormal  motor  responses  of  the 
sphincter  with  swallowing,  and  particularly 
incoordinated  and  deranged  motility  of  the 
body  of  the  esophagus  associated  with 
hernia.  If  the  pressure  findings  are  indica- 
tive of  pathologic  motor  function,  it 
strongly  suggests  that  the  hernia  is  produc- 
ing symptoms,  whereas  if  normal  patterns 
of  sphincteric  relaxation  and  contraction  as 
well  as  well-coordinated  peristalsis  of  the 
body  of  the  esophagus  occur  with  degluti- 
tion, it  is  less  likely  that  the  hernia  is  an 
important  factor  in  the  etiology  of  upper 
gastrointestinal  complaints.  This  is  not  to 
say  that  other  mechanisms,  such  as  me- 
chanical pinching  of  a hernia  in  the  hiatus 
or  reflux  without  resultant  pressure  abnor- 
malities, are  not  important  factors  in  pro- 
ducing symptoms  in  hiatal  hernia  patients. 


The  point  to  stress  is  that  motility  abnor- 
malities as  detected  by  intraluminal  pres- 
sure-recording technics  provide  objective 
evidence  of  motor  dysfunction  unappre- 
ciated by  x-ray  studies. 

Motility  tests  are  also  an  aid  in  determin- 
ing the  etiology  of  some  hiatal  hernias. 
Severe  diffuse  esophageal  spasm  and  the 
motor  defect  associated  with  scleroderma 
and  /or  Raynaud’s  disease  are  two  examples 
of  this.  Intraluminal  pressure  recordings 
are  the  best  and  often  the  only  method  of 
demonstrating  the  presence  and  extent  of 
these  disorders  which  are  frequently  un- 
detected by  radiologic  examinations,  partic- 
ularly at  an  early  stage  of  their  develop- 
ment. Knowledge  of  these  underlying  dis- 
orders is  crucial  in  guiding  proper  therapy, 
which  is  most  productive  if  directed  at  the 
primary  disease  rather  than  at  the  hernia 
per  se. 

Hypertension  of  the  gastroesophageal 
sphincter,  although  less  common  than  hypo- 
tension in  association  with  hiatal  hernia, 
does  accompany  some  cases  and  can  be 
ascertained  only  by  pressure-recording  tech- 
nics. Quantitative  determinations  of  pres- 
sure in  the  sphincter  provide  objective  data 
regarding  the  pathophysiologic  mechanisms 
responsible  for  abnormal  function  in  hiatal 
hernia  as  well  as  serve  as  indicators  of 
appropriate  therapy. 

Although  the  relative  merits  of  the  vari- 
ous types  of  pressure-sensitive  devices  avail- 
able for  esophageal  intraluminal  mano- 
metric  studies  are  not  a subject  for  detailed 
discussion  here,  it  seems  appropriate  to 
suggest  that  the  combination  of  a miniature 
balloon  unit  with  open-tipped  detectors  has 
some  merit  over  purely  open-tipped  systems 
in  studying  hiatal  hernia  patients.  Pres- 
sure indicators  of  hernia  may  be  recorded 
by  the  balloon  when  they  are  undetected  by 
the  laterally  notched  tubes.  As  has  been 
emphasized  by  Code  and  Schlegel,10  the 
open-ended  or  laterally  notched  systems 
require  that  a minute  volume  of  fluid  be 
displaced  into  the  system  to  register  a pres- 
sure change.  In  the  absence  of  even  this 
tiny  amount  of  intraluminal  fluid,  some 
pressure  alterations  may  be  unappreciated. 
The  small  amount  of  fluid  in  the  balloon 
provides  a constant  volume  for  displace- 
ment against  the  pressure-sensitive  device 
and  consequently  obviates  this  problem. 
Distention  produced  by  the  balloon  may 
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exaggerate  and  amplify  the  pressures  re- 
corded, but  this  possible  adverse  effect  is 
offset  by  the  balloon’s  ability  to  record  more 
subtle  changes,  and,  indeed,  certain  degrees 
of  “stretching”  may  be  useful  in  determin- 
ing sphincteric  tension.  At  least,  it  is  a 
standard  stimulus  as  the  dimensions  of  the 
balloon  are  not  varied  from  test  to  test. 

It  appears  from  our  studies  that  the  use 
of  a balloon  tied  over  the  tip  of  a water- 
filled  catheter  is  capable  of  detecting  ab- 
normalities in  hiatal  hernia  patients  com- 
parable to  those  recorded  by  a balloon- 
covered  miniature  transducer,  and  although 
the  latter  has  definite  advantages,  it  is  a 
more  complex  device  and  requires  more 
specialized  maintenance. 

We  are  not  suggesting  that  intraluminal 
pressure  measurements  are  necessary  in 
most  hiatal  hernia  patients,  but  we  wish 
to  emphasize  that  in  selected  cases  such 
studies  not  only  may  have  practical  clinical 
applications  but  also  are  of  value  as  a tech- 
nic for  providing  basic  information  regard- 
ing this  common  but  often  difficult  problem, 
and  thus  they  deserve  wider  use  as  an  in- 
vestigative method. 

Summary 

Intraluminal  pressure  recordings  from 
the  gastroesophageal  junctional  zone  and 
body  of  the  esophagus  at  rest  and  after 
deglutition  are  a valuable  technic  for  evalu- 
ating selected  patients  with  sliding  hiatal 
hernia.  The  three  functions  which  motility 
studies  fulfill  are:  (1)  identification  of 

small  sliding  hiatal  hernias  not  disclosed  by 
x-ray  and  esophagoscopic  examinations; 
(2)  documentation  of  gastroesophageal 
sphincteric  tone  and  function;  and  (3) 
detection  of  abnormal  esophageal  motor 


activity  unappreciated  by  barium  x-ray 
studies,  which  in  some  instances  may  define 
the  etiology  of  hiatal  hernia  (diffuse  eso- 
phageal spasm  and  motor  dysfunction  due 
to  scleroderma  or  Raynaud’s  phenomenon) 
as  well  as  identify  deranged  motility  asso- 
ciated with  symptom  production. 

Incorporation  of  a miniature  balloon  as 
the  distal  unit  of  the  tube  assembly  used 
for  recording  esophageal  manometric  trac- 
ings facilitates  detection  of  the  pressure 
indicators  associated  with  sliding  at  the 
hiatus.  Pressure  studies  are  most  effec- 
tively utilized  as  a supplement  to  radiologic, 
cinefluorographic,  and  endoscopic  proce- 
dures and  are  in  no  way  a substitute  for 
them. 
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In  recent  years  the  value  of  medical 
examinations  for  the  licensing  of  motor 
vehicle  drivers  has  been  under  discussion. 
For  this  reason  we  have  prepared  this  re- 
port to  outline  a screening  procedure  for 
the  medical  examination  of  applicants  for  a 
civilian  driver’s  license.  It  is  our  hope 
that  this  material  will  be  of  assistance  to 
motor  vehicle  administrators  in  the  develop- 
ment of  a program  in  their  state. 

Criteria  for  the  issuance  of  a driver’s 
license  must  be  established  by  each  motor 
vehicle  administrator.  It  is  suggested  that 
these  criteria  be  established  by  a medical 
advisory  committee.  Such  a medical 
advisory  committee  may  refer  to  the 
material  already  published  on  this 
subject. 1,2 

The  medical  advisory  committee  should 
be  appointed  by  the  state  medical  society 
and  should  consist  of  those  physicians 
experienced  in  motor  vehicle  accident 
prevention.  The  purpose  of  such  a com- 
mittee would  be  to  assist  or  advise  the 
motor  vehicle  administrator  in  establishing 
medical  criteria  for  safe  driving  and  to 


evaluate  questionable  candidates.  A dis- 
cussion of  this  relationship  is  presented  in 
the  Proceedings  of  the  National  Conference 
on  Medical  Aspects  of  Driver  Safety  and 
Driver  Licensing.3 

There  are  some  investigators  who  be- 
lieve that  the  tremendous  task  would  not  be 
worth  while.  This  group  cites  the  cost, 
lack  of  manpower,  and  inaccuracies  of  re- 
ports as  reasons  for  not  performing  the 
examinations.  On  the  other  hand  there  is  a 
group  of  investigators  who  believe  the 
problem  of  careful  issuance  of  driver’s 
licenses  to  be  so  vital  that  even  though 
medical  examinations  of  drivers  for  licens- 
ing will  not  solve  the  entire  problem,  it 
would  serve  a valuable  purpose.  Such 
examinations,  in  addition  to  other  efforts 
such  as  improvement  of  roads,  traffic,  and 
safety  devices  in  motor  vehicles,  use  of  seat 
belts  and  harnesses,  improved  law  enforce- 
ment by  police,  careful  and  rigid  evaluation 
of  the  alcoholic  driver,  driver  education, 
and  periodic  medical  evaluation  of  the 
driver,  would  reduce  the  tremendous 
number  of  deaths  and  injuries  from  motor 
vehicle  accidents.  Diseases  that  take  a 
smaller  toll  than  motor  vehicle  accidents 
have  received  a maximum  effort  from 
government  and  health  agencies  as  well  as 
from  the  medical  profession.  There  is  need 
for  every  interested  agency  and  profession 
to  assist  in  decreasing  the  loss  of  life  from 
motor  vehicles  each  year. 

Previous  studies 

Italy  has  been  performing  motor  vehicle 
licensing  medical  examinations  for  several 
years.4  France  is  planning  to  do  the  same 
thing.  Unfortunately,  statistics  are  not 
available  to  show  the  results  of  this  work. 
Kentucky  is  starting  a program  of  driver 
limitation.5  The  Commonwealth  of 
Pennsylvania  has  been  the  pioneer  in  the 
United  States  in  performing  medical  exami- 
nations for  motor  vehicle  licensing.6  The 
effect  on  accident  prevention  of  these 
examinations  cannot  be  expected  to  be 
known  for  several  years.  Wilbar7  reported 
that  1.7  per  cent,  or  30,941  of  the  1,866,- 
349  examined,  were  rejected.  This  cer- 
tainly is  not  a large  percentage.  He  also 
reported  that  the  largest  percentage  of  re- 
jection occurs  in  the  sixty-one  to  ninety- 
three  age  group  with  the  fifty-one-  to  sixty- 
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year  age  group  coming  next.  Wilbar 
showed  that  36  per  cent,  or  168,117  of 
467,276,  of  those  applicants  who  had  their 
eyes  examined  had  to  have  their  licenses 
stamped  for  the  first  time  indicating  that 
they  required  corrective  lenses. 

Industrial  physicians  have  been  in- 
terested in  the  problems  of  motor  vehicle 
accidents  for  many  years.  In  1954  the 
Industrial  Medical  Association  was  one  of 
the  first  national  medical  groups  to  rec- 
ognize the  importance  of  this  problem, 
and  they  created  the  Committee  on  Medical 
Standards  for  Motor  Vehicle  Drivers, 
which  is  now  called  the  Committee  on 
Medical  Aspects  of  Driver  Safety.  In- 
dustry has  an  unusual  opportunity  to 
study  the  problems  of  motor  vehicle  acci- 
dents, because  they  are  able  to  ascertain 
the  number  and  frequency  of  accidents  of  a 
driver  over  a number  of  years.  They  also 
have  an  opportunity  to  observe  the  driver’s 
physical  and  mental  health  during  this 
prolonged  period  of  time.  As  a result  of 
this  opportunity,  studies  have  been  pub- 
lished indicating  the  benefits  of  a compre- 
hensive medical  program  which  includes 
preplacement  and  periodic  examina- 
tions.8-10 

Several  groups  have  felt  that  medical 
examination  for  driver  licensing  would 
assist  in  the  reduction  of  motor  vehicle 
accidents.  The  Committee  on  Health, 
Medical  Care,  and  Transportation  of  the 
Injured  of  the  President’s  Committee  on 
Traffic  Safety  agreed  that  periodic  medical 
examination  of  drivers  could  lead  to  reduc- 
tion in  accidents. 

It  has  been  shown  that  comprehensive 
medical  care  in  industry,  including  the  re- 
moval of  unsafe  drivers,  reduced  the  acci- 
dents in  a large  urban  bus  company  by 
over  50  per  cent.18-10  Waller11  showed 
that  “persons  with  diabetes,  epilepsy,  alco- 
holism, and  mental  illness  averaged  twice 
as  many  accidents  per  million  miles  of 
driving  in  a sample  comparing  2,672  con- 
secutive persons  who  had  known  chronic 
medical  conditions  with  922  California 
drivers  who  had  no  known  chronic  medical 
conditions.  Since  the  present  study  is 
limited  to  drivers  whose  medical  conditions 
were  known  to  the  Department  of  Motor 
Vehicles,  caution  is  urged  in  assuming  a 
similar  degree  of  driving  handicap  in  un- 
reported drivers  with  the  same  condition.” 


As  a result  of  these  findings  it  appears  that 
medical  examinations  of  motor  vehicle 
drivers  would  be  a worth-while  means  to 
assist  in  reducing  the  total  number  of  acci- 
dents and  deaths  each  year. 

Problems  of  adequate  testing 

There  are  many  problems  associated 
with  a large  program  of  this  type.  Some  of 
the  questions  are:  (1)  Who  should  do  the 

examinations — lay  persons,  family  physi- 
cians, or  public  health  or  government  physi- 
cians; (2)  who  should  be  examined;  (3) 
what  should  be  the  frequency  of  examina- 
tion; (4)  what  types  of  examination 
should  be  performed;  (5)  what  the  criteria 
are  for  rejection;  and  (6)  how  such  a pro- 
gram is  to  be  administered. 

In  November,  1964,  a National  Confer- 
ence on  Medical  Aspects  of  Driver  Safety 
and  Driver  Licensing  was  held  in  Chicago. 
This  meeting  was  sponsored  by  the  Ameri- 
can Medical  Association;  the  American 
Association  of  Motor  Vehicle  Administra- 
tors; and  the  Division  of  Accident  Pre- 
vention, U.S.  Department  of  Health,  Edu- 
cation, and  Welfare,  U.S.  Public  Health 
Service.  Paul  Joliet,  M.D.,  chief.  Di- 
vision of  Accident  Prevention,  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare, 
made  some  broad  suggestions  for  steps  that 
needed  to  be  taken.  He  said: 

The  goal  we  seek  is  a selective  procedure 
which  will  make  licensing  an  efficient  screen  to 
separate  safe  drivers  from  drivers  unsafe  be- 
cause of  medical  conditions.  This  interim 
program  will  be  helpful  to  those  who  must 
now  either  limit  or  abandon  driving  or  will 
have  to  do  so  in  the  future.  As  many  of  us 
here  know,  limitation  or  refusal  of  licensure 
constitutes  a great  shock  to  those  disabled 
people  who  have  never  considered  loss  of 
license  a possibility  for  themselves.  Such  a 
program  will  also  help  the  licensing  authorities 
who,  when  faced  with  such  emotion-fraught 
circumstances,  are  placed  in  situations  of 
great  complexity  and  pressure.  In  most 
instances  they  now  face  these  situations 
without  medical  help.  The  methods  de- 
veloped must  permit  removal  of  as  many 
hazardous  drivers  from  the  road  as  possible. 
It  must  not  deprive  safe  drivers  of  a license 
through  erroneous  assumption  that  disability 
as  such  means  unsafe  driving.  Restricted 
licenses  which  are  now  in  use  in  many  places 
can  help  in  the  process  of  selective  licensing. 

At  this  conference,  a workshop  on  medical 
deficiencies,  detection,  evaluation,  and  re- 
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Name 

Address 

Your  Physician. 


HISTORY  FOR  APPLICANTS  FOR  DRIVER’S  LICENSE 

Date. 


Age Date  of  Birth Sex 

(last-first-middle) 

Occupation MSWD. 

Address 


INSTRUCTIONS 


Place  a cross  (X)  or  check  ( \/)  in  the  "Yes”  or  "No”  column  in  answer  to  the  questions.  All  questions 
must  be  answered. 

YES  NO 

1.  Have  you  ever  been  rejected  by  any  life  insurance  company  or  by  any  branch  of  the 

military  service?  

If  yes,  why? 


2.  Did  you  receive  a medical  discharge  from  the  military  service? 
If  so,  for  what? 


3.  Have  you  ever  been  a patient  in  any  public  or  private  institution  for  nervous  disease? 

4.  Have  you  been  treated  for,  do  you  have  now,  or  have  you  ever  had  any  of  the  following? 

a.  Nervous  breakdown,  mental  or  nervous  disease  or  disorder 

b.  Poor  memory 

c.  Heart  disease 

d.  Diabetes 

Do  you  take  insulin? 

e.  High  blood  pressure 

f.  Dizziness 

g.  Fainting  spells,  convulsions  (fits),  or  epilepsy 

h.  Low  blood  pressure 

i.  Anemia  or  other  blood  disease 

j.  Parkinson’s  disease 

5.  Are  you  taking  any  medicine  regularly? 

If  so,  for  what  reason? 


6.  Have  you  ever  had  any  disease,  injury,  or  operation  to  either  eye? 
Do  you  have  any  trouble  with  your  eyes? 

a.  Blurred  vision 

b.  See  double 

c.  Do  you  wear  glasses? 

For  distance 

For  reading 


7.  Do  you  have  any  amputation  or  physical  disability?. 

8.  How  much  alcoholic  beverage  do  you  drink? 


Signature  of  Applicant 

FIGURE  1.  Chart  exemplifies  recommended  history  to  be  taken  of  applicant  for  driver’s  license  by 
physician. 


porting,  moderated  by  Seward  E.  Miller, 
M.D.,  reported: 

It  is  recommended  that  where  practical  all 
applicants  for  original  or  renewal  drivers 
licenses  apply  for  examination  personally  and 
in  full  view  before  the  license  examiner  and 
that  renewal  examinations  be  conducted  no 
less  frequently  than  every  five  years.  Orig- 
inal and  renewal  examination  should  include 
health  history,  vision  screening,  road  test, 


and  any  other  test  which  may  appear  per- 
tinent in  relation  to  age,  known  physical  im- 
pairment, and  prior  accident  or  violation 
record. 

It  is  recommended  that  state  licensing 
authorities  obtain  assistance  from  the  health 
professions  in  each  state  to  provide  adequate 
training  for  driver  license  personnel  in 
identifying  gross  handicaps  to  driving  which 
can  be  observed  or  elicited  at  the  time  of 
application  for  license  or  license  renewal. 
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PHYSICAL  EXAMINATION  SHEET  FOR  DRIVER’S  LICENSE 
(To  be  performed  by  physician) 


Application  #_ Date. 


I hereby  authorize  Dr. to  submit  the  report  of  this  examination  to  the  Motor 

Vehicle  Bureau. 

Signature  of  Applicant 


Name 

Address 

Age 

Race  Sex 

Height 

Weight 

HEAD: 

Eyes 

Vision 

Fundi 

Ears 

Nose 

Throat 

NECK: 

Anv  carotid  bruit  restriction  of  motion 

Thyroid. 

CHEST: 


Heart 

PMI 

ICS 

MCL 

BP 

Rhythm 

Rate 

Murmurs 

Sounds 

ABDOMEN: 

Enlargement  of  liver Palpable  spleen 

Hernia  (wears  truss) 

BACK-PELVIS-SPINE 

Restriction  of  motion 

Extremities  (weakness,  paralysis,  edema,  deformities,  restriction  of  motion,  absence) 

UPPER  LOWER 

Right-Left  Right-Left 

REFLEXES — Nervous  System 

Ataxia Nystagmusi Incoordination 

SCARS-DEFORMITIES- DISABILITIES 

LABORATORY: 

Urine CBC Serology Chest  X-Ray 

Emotional  and  psychiatric  evaluation: 

Does  the  applicant  have  tremors? 

Intelligence:  Quick Average Dull 

Temperament:  Aggressive Quiet Cooperative Noncooperative 

REMARKS: 

This  is  to  certify  that  I have  examined on 

and  find  that  he  has: 

No  physical  (or  mental)  impairment. 

The  following  physical  or  mental  abnormalities. 


Date  Examining  Physician 

FIGURE  2.  Chart  shows  example  of  physical  examination  to  be  performed  by  physician. 


This  workshop  further  recommended 
that  “a  medical  examination  by  a physician 
be  required  of  all  individuals  who  are  ob- 


served or  reported  to  have  a long-term 
emotional  or  physical  disability  which  may 
impair  their  driving  ability;  are  age  sixty  - 
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EXAMINATION  TO  BE  PERFORMED 
BY  NONMEDICAL  PERSONNEL 
ON  CANDIDATES  APPLYING  FOR  DRIVER'S  LICENSE 

Application  / PHOTOGRAPH 


Date 

Name 

Address 

Ase 

Race 

Sex 

Height 

Weight 

Color  Hair 

Color  Eyes 

EYES: 

Without  Glasses 

With  Glasses 

Vision,  Right: 


Left: 

Field  of  Vision: 

GROSS  PHYSICAL  DEFECTS:  By  Observation 

Describe  weakness,  paralysis  of  extremities,  absence  of  part 

Weakness 

Paralysis  of  Extremities  UPPER 

Right-Left 


LOWER 

Right-Left 


ABSENCE  OF  PART 

GROSS  HEARING  DEFECTS  DETECTED  BY: 

1.  Whispered  voice  sounds;  or 

2.  Watch-tick  method 

Left  ear 
Right  ear 

FIGURE  3.  Chart  shows  example  of  nonmedical  examination  v/hich  can  be  given  by  department 
personnel. 


five  at  the  time  of  application  for  an  original 
or  renewal  license;  and  who  have  repeated 
accidents  and/or  violations  in  a short  period 
of  time.”  The  group  further  recommended 
that  drivers  of  commercial  and  public 
service  vehicles  be  given  more  frequent  and 
comprehensive  examinations  for  the  dis- 
covery of  physical  and  mental  defects  than 
the  examination  given  to  drivers  of  private 
vehicles. 

Because  of  these  opinions  and  recom- 
mendations, we  feel  that  the  broad  recom- 
mendations made  by  the  members  of  this 
conference  should  be  supplemented  with 
specific  suggestions  for  medical  examina- 
tions in  driver  licensing.  These  sugges- 
tions are  presented  to  assist  the  medical 
advisory  committees  and  the  motor  vehicle 
administrators  in  establishing  programs  in 
their  states.  It  should  be  understood  that 


the  details  of  the  history  and  physical 
examination  recommended  here  are  based 
on  our  present  knowledge  gained  from  in- 
dustry. The  screening  examinations  must 
not  be  detailed  in  nature  because  of  the 
lack  of  time.  These  examinations  must  be 
practical  and  should  be  designed  to  rule  out 
gross  deficiencies  that  could  make  a candi- 
date for  a driver’s  license  a hazard  on  the 
road. 


Medical  examinations 

It  should  be  kept  in  mind  that  each  state 
motor  vehicle  administrator  will  wish  to 
design  his  own  type  of  examination  and 
establish  his  own  criteria  for  issuance  of  a 
driver’s  license.  The  various  problems 
and  their  solutions  have  been  discussed  in 
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the  Proceedings  of  the  National  Confer- 
ence on  Medical  Aspects  of  Driver  Safety 
and  Driver  Licensing.3  It  is  not  within 
the  scope  of  this  report  to  discuss  the  de- 
tails of  these  relationships. 

The  Committee  on  Medical  Aspects  of 
Driver  Safety  of  the  Industrial  Medical 
Association  has  published  its  opinion  on 
some  of  these  problems. 1 The  medical 
examination  of  applicants  for  licensing 
requires  at  this  time  very  practical  con- 
siderations to  make  it  work.  The  results 
of  these  examinations  could  be  used  to 
study  the  relationship  of  disease  to  acci- 
dents. At  first  it  would  not  be  necessary 
to  examine  all  drivers.  Only  special  groups 
should  submit  to  medical  examination, 
such  as  new  applicants,  young  drivers, 
drivers  over  fifty  years  old,  drivers  known 
to  have  a disease  which  might  cause  sudden 
unconsciousness,  and  drivers  who  have 
been  involved  in  accidents. 

The  purpose  of  the  medical  examination 
should  be  to  find  conditions  that  can  be 
corrected  to  make  the  candidate  a safe 
driver.  Rejection  of  the  applicant  should 
occur  only  when  the  uncorrected  condition 
causes  the  applicant  to  be  dangerous  to 
himself  and  to  the  public.  Rejection  of 
the  applicant  should  be  made  by  the  motor 
vehicle  department  and  not  by  the  examin- 
ing physician.  Every  motor  vehicle  ad- 
ministrator should  have  a medical  advisory 
committee  of  experienced  physicians  to 
advise  him  on  these  matters.  Criteria  for 
rejection  should  be  established,  based  on 
the  available  published  medical  opinion.1,2 

Norman12  has  listed  a number  of  condi- 
tions which  could  cause  a sudden  loss  of 
consciousness.  Different  criteria  should  be 
established  for  various  categories  of  drivers. 
Some  disabled  drivers  may  be  permitted 
temporary  licenses  requiring  frequent  re- 
examination to  determine  their  ability  to 
drive  with  safety.  Drivers  with  conditions 
which  may  suddenly  incapacitate  them 
should  be  carefully  examined  and  rejected 
either  temporarily  or  permanently  if  found 
unsuitable  for  safe  driving.  Each  appli- 
cant must  be  individually  evaluated. 
Manifestations  of  the  following  pathologic 
conditions  may  cause  a driver  to  be  hazard- 
ous: 

1.  Severe,  uncorrectable  visual  dis- 
turbances or  reduction  in  visual  fields  or 
peripheral  vision. 


2.  Neurologic  defects,  neuromuscular 
illness,  or  convulsive  disorders. 

3.  Cardiovascular  diseases  which  could 
lead  to  sudden  unconsciousness  or  dis- 
ability. 

4.  Use  of  drugs,  including  drug  addic- 
tion and  insulin,  which  might  make  the 
driver  unable  to  drive  with  safety. 

5.  Mental  illness,  severe  neurosis,  psy- 
choses, or  mental  retardation,  including 
immature  personality. 

6.  Severe  physical  deformities,  uncom- 
pensated arthritic  skeletal  and  amputation 
deformities. 

7.  Alcoholism. 

Figures  1 and  2 show  recommended  his- 
tory and  physical  examinations  for  motor 
vehicle  licensing  applicants.  Figure  3 in- 
dicates the  portion  which  may  be  performed 
by  nonmedical  personnel.  The  physical 
examination  must  be  performed  by  a physi- 
cian. Modification  of  these  examinations 
may  be  made  by  motor  vehicle  adminis- 
trators. Criteria  for  acceptance  should  be 
based  on  published  material1,2  and  the 
recommendations  of  a medical  advisory 
committee. 

Summary 

Physical  examination  of  applicants  for 
driver  license  could  be  an  important  factor 
in  helping  to  reduce  motor  vehicle  acci- 
dents. Examinations  must  be  performed 
which  are  fair  to  the  individual  applicant 
and  at  the  same  time  directed  toward  pro- 
tecting the  public.  It  would  be  impossible 
to  examine  all  drivers  at  once;  therefore 
priorities  must  be  established. 

On  the  basis  of  present  observation,  the 
following  groups  should  receive  the  highest 
priority  in  regard  to  strict  examination: 
individuals  with  known  pathologic  states; 
drivers  who  drink  alcohol;  persons  over 
sixty  years;  drivers  involved  in  a fatal 
accident;  accident  repeaters;  and  male 
drivers  under  twenty-five  years  of  age. 

Research  is  required  to  correlate  the 
relationship  between  physical  disabilities 
and  accidents.  Funds  should  be  made 
available  and  properly  trained  individuals 
should  be  encouraged  to  study  this  serious 
public  health  problem.  The  various  health 
agencies  should  cooperate  with  each  other 
to  help  reduce  this  cause  of  death  and  dis- 
ability each  year. 
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Hemolytic  transfusion  reactions 


Probably  about  75  per  cent  of  the  fatal  trans- 
fusion reactions  in  the  United  States  are  be- 
cause of  the  misidentification  of  recipients  or 
their  blood  samples.  To  eliminate  these  cler- 
ical errors,  all  labels  must  be  double  checked 
and  the  identification  verified  where  the  cross- 
match sample  is  obtained  and  when  the  trans- 
fusion is  given,  particularly  if  persons  with 
similar  names  are  in  the  same  room  or  when 
beds  have  been  exchanged. 

H.  T.  Haden,  M.D.,  writing  in  a recent  issue 
of  the  Virginia  Medical  Monthly,  discusses 
these  reactions  of  incompatible  blood,  and  states 
that  in  such  cases,  the  symptoms  usually  ap- 
pear after  about  50  to  100  cc.  have  been  given. 
The  symptoms  are  flushing,  headache,  lumbar 
pain,  substernal  pain,  nausea,  and  chills.  There 
are  a number  of  uncommon  blood  groups,  but 
nearly  all  reactions  of  the  hemolytic  type  are 
because  of  the  incompability  of  ABO  or  Rh 
antigens.  Since  the  present  methods  are  quite 
adequate  for  the  detection  of  these  antigens, 
fatal  reactions  of  this  type  can  be  eliminated 
provided  proper  care  is  taken.  The  amount  of 
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blood  given  is  important.  Since  these  reac- 
tions terminate  fatally  only  after  200  cc.  is 
given,  it  is  important  to  watch  closely  during 
administration  of  the  first  50  cc.  If  symptoms 
occur,  the  transfusion  should  be  stopped  at 
once.  Samples  from  both  the  patient  and  from 
the  blood  in  the  bottle  should  be  sent  at  once 
to  the  blood  bank  with  a description  of  the  reac- 
tion. A urine  sample  should  also  be  sent  for 
examination  for  evidences  of  hemoglobinuria. 
If  the  plasma  is  pink  after  centrifuging  of  a 
blood  sample,  hemolysis  is  indicated. 

If  there  is  hypotension  or  shock,  a transfusion 
containing  vasopressor  agents  should  be  given; 
shock  should  be  combatted  with  fresh  compati- 
ble blood.  The  problem  of  the  production  of 
diuresis,  which  formerly  was  troublesome,  now 
apparently  is  solved  by  the  use  of  mannitol 
which  produces  an  osmotic  diuresis.  This 
should  be  given  as  soon  as  a hemolytic  reaction 
is  suspected,  and  it  may  help  to  restore  renal 
function  even  after  oliguria  has  developed. 
If  a hemorrhagic  diathesis  develops  during 
surgery,  the  patient  should  be  treated  with 
fibrinogen  replacement.  Also  reported  success- 
ful has  been  the  administration  of  an  anti- 
fibrinolysis agent,  epsilon-aminocaproic  acid. 
Alkalinization  is  seldom  recommended. 
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Prednisone  in  Surgery  of 
Pulmonary  Tuberculosis 

DAVID  V.  PECORA,  M.D. 
Ray  Brook,  New  York 
RAFAEL  DE  LOS  SANTOS,  M.D. 

New  York  City 

From  the  Ray  Brook  State  Tuberculosis 
Hospital,  Ray  Brook,  New  York 


T he  place  of  corticosteroids  in  the 
treatment  of  obstructive  pulmonary  disease 
is  still  debatable.  It  appears  probable, 
however,  that  on  the  basis  of  known  phar- 
macology, conditions  characterized  by 
bronchospasm  and  mucosal  swelling  should 
be  benefited  by  the  use  of  corticosteroids. 
Use  of  these  drugs  in  the  treatment  of 
pulmonary  tuberculosis  has  been  limited, 
primarily  in  conjunction  with  antituber- 
culous agents  to  secure  rapid  resolution  of 
disease  in  the  severely  ill. 

Fear  of  causing  reactivation  of  disease, 
especially  in  patients  harboring  organisms 
resistant  to  streptomycin,  para-amino- 
salicylic acid,  and  isoniazid,  has  undoubt- 
edly discouraged  using  them  to  relieve 
airway  obstruction.  Moreover,  even  if 
such  fear  did  not  exist,  there  is  little  avail- 
able information  regarding  the  incidence 
and  degree  of  response  to  corticosteroids  of 
the  obstructive  disease  which  frequently 
complicates  pulmonary  tuberculosis. 

It  seemed  to  us  that  prednisone  could  be 
of  value  in  tiding  patients  with  pulmonary 
insufficiency  over  the  period  of  ventilatory 
depression  which  occurs  following  certain 
types  of  chest  surgery.1  This  would  not 
require  long-term  therapy  and  should 
neither  adversely  affect  wound  healing  nor 


the  effects  of  prednisone  and  epinephrine 
on  obstructive  pulmonary  disease  in  68  pa- 
tients with  tuberculosis  were  compared.  The 
majority  of  patients  improved  with  one  or 
both  medications.  Since  the  modes  of  action 
of  the  two  drugs  differ,  they  can  be  used  to 
supplement  each  other.  They  are  safe  and 
may  be  of  definite  value  in  preparing  the 
patient  with  borderline  obstructive  pulmonary 
tuberculosis  for  major  surgery. 


cause  undesirable  side-effects.  After  ob- 
taining encouraging  clinical  results  over  a 
period  of  several  years  in  a few  selected 
patients,  this  study  was  planned.  We 
hoped  to  determine  the  following:  (1)  the 

value  of  epinephrine  in  predicting  response 
to  corticosteroids,  (2)  the  risk  of  spread  of 
tuberculosis  and  the  incidence  of  non- 
tuberculous  complications  and  side-effects 
with  short-term  prednisone  therapy,  (3) 
objective  evidence  of  changes  in  ventilation, 
and  (4)  possible  correlation  of  ventilatory 
changes  with  factors  such  as  age,  sex,  ven- 
tilatory function,  extent  of  disease,  and 
history  of  cigaret  consumption. 

Materials  and  methods 

In  an  attempt  to  determine  the  rapidity 
of  response  to  prednisone,  5 patients  were 
treated  for  one  week  starting  with  20  mg. 
orally  three  times  a day  and  gradually  de- 
creasing the  dosage  to  5 mg.  three  times  a 
day.  FEVi  (One-second  forced  expiratory 
volume)  and  VC  (total  vital  capacity)  were 
determined  before  treatment  and  daily 
thereafter.  Since  response  to  prednisone 
was  apparent  within  the  first  three  days  of 
therapy,  63  additional  patients  were  treated 
with  20  mg.  of  prednisone  orally  three  times 
a day  for  only  three  days  prior  to  planned 
surgery  and  then  discontinued.  FEVi  and 
VC  were  determined  prior  to  and  daily 
during  therapy  on  these  patients  also. 
Prior  to  prednisone  therapy,  ventilatory 
functions  were  performed  before  and  fifteen 
minutes  after  the  administration  of  0.5  cc. 
of  epinephrine  hypodermically  on  all  pa- 
tients. A modified  Benedict-Roth  spirom- 
eter and  stop  watch  were  employed  as 
previously  reported.1  Expected  VC  was 
determined  according  to  the  formula  of 
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FIGURE  1.  Comparison  of  changes  in  FEVi  following  epinephrine  and  prednisone  therapy  (IMP  = improve- 
ment, EPI  = epinephrine,  PRED  = prednisone). 


West.2  Sixty-six  patients  had  proved  pul- 
monary tuberculosis,  1 had  bronchogenic 
carcinoma  and  pulmonary  tuberculosis,  and 
1 had  bronchogenic  carcinoma  alone.  Ac- 
cording to  the  classification  of  the  National 
Tuberculosis  Association,  44  patients  had 
far-advanced,  21  moderate,  and  2 minimal 
disease.  There  were  56  males  and  12  fe- 
males. Thirty-four  patients  harbored  vi- 
able tubercle  bacilli.  Ten  patients  did  not 
smoke.  Twenty-three  patients  smoked  less 
than  20  cigarets  a day,  and  35  smoked  over 
20  a day.  Twenty-six  patients  were  forty 
years  of  age  or  less,  25  between  forty-one 
and  fifty-five,  and  17  over  fifty-five.  Six- 
teen patients  had  VC  of  between  75  and 
100  per  cent  of  predicted,  30  between  50 
and  74  per  cent,  and  17  between  25  and  49 
per  cent.  Thirteen  patients  had  FEVi  of 
83  per  cent  or  greater  which  is  normal  by 
the  standards  of  Gaensler,3  24  between  71 


and  82  per  cent  (moderate  obstruction),  and 
31  between  50  and  70  per  cent  (severe 
obstruction). 

Results 

Clinical  evidence  of  response  to  therapy 
was  difficult  to  evaluate.  However,  it  ap- 
peared generally  favorable.  No  harmful 
side-effects  were  noted.  There  were  2 post- 
operative complications  which  might  have 
been  attributed  to  steroid  therapy  (a  hemo- 
thorax and  a bronchopleural  fistula  and 
tuberculous  empyema).  However,  the  in- 
cidence of  these  complications  was  similar 
to  that  experienced  in  our  series  of  un- 
treated patients. 

In  Figure  1,  changes  in  FEVi,  expressed 
as  per  cent  of  VC,  following  treatment  with 
epinephrine  are  compared  with  those  follow- 
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FIGURE  2.  Comparison  of  changes  in  VC  following  epinephrine  and  prednisone  therapy  (IMP  = improve- 
ment, EPI  = epinephrine,  PRED  = prednisone). 


ing  three  days  of  prednisone  treatment. 
The  units  equal  posttreatment  FE V ( minus 
pretreatment  FEVi.  It  will  be  noted  that 
a considerable  number  of  patients  benefited 
from  prednisone  therapy  and  even  more 
from  epinephrine.  Although  some  patients 
responded  to  only  one  drug,  there  is  a con- 
siderable overlap. 

In  Figure  2,  response  of  VC  to  epi- 
nephrine is  compared  with  response  to  three 
days  of  prednisone.  Units  = (posttreat- 
ment VC  -7-  pretreatment  VC  X 100)  — 
100,  which  is  the  per  cent  improvement  in 
VC.  Changes  are  similar  to  those  in  Figure 
1. 

Segregating  patients  according  to  age, 
sex,  degree  of  ventilatory  obstruction  as 
indicated  by  FEVb  degree  of  impairment  of 


VC,  extent  of  tuberculosis,  presence  or 
absence  of  viable  tubercle  bacilli  in  the 
expectorations,  and  history  of  cigaret  smok- 
ing failed  to  demonstrate  a difference  in 
patterns  of  response  when  compared  with 
those  of  Figures  1 and  2. 

Comment 

The  beneficial  action  of  sympathomi- 
metic drugs  and  corticosteroids  in  patients 
with  obstructive  ventilatory  disease  are  to 
some  extent  similar.  Both  tend  to  relieve 
smooth-muscle  spasm.  However,  there  are 
also  notable  differences.  The  former  may 
increase  the  caliber  of  the  smaller  air  pas- 
sages by  decongestion  (vasoconstriction); 
the  latter  may  accomplish  similar  results  by 
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reducing  inflammation  in  the  mucous  mem- 
brane together  with  the  volume  of  secre- 
tions. Failure  to  obtain  a complete  cor- 
relation between  ventilatory  responses  to 
epinephrine  and  prednisone  is  thus  easily 
explainable  on  the  basis  of  known  pharma- 
cology. 

Obstructive  ventilation  in  patients  with 
pulmonary  tuberculosis  may  thus  respond 
favorably  to  either  or  both  of  the  types  of 
drugs  tested.  Since  modes  of  action  differ 
to  some  extent,  they  can  be  employed  to 
supplement  each  other.  Therapeutic  trial 
appears  indicated  in  all  tuberculous  pa- 
tients with  borderline  function  who  are 
being  prepared  for  major  surgery.  A 
course  of  prednisone  of  not  more  than  ten 
days  duration  is  safe  and  will  usually  prove 
sufficient,  especially  since  the  beneficial 
effects  sometimes  seem  to  persist  for  a con- 
siderable length  of  time.  Although  this  is 
difficult  to  document  because  of  the  com- 
plicating effects  of  surgery  and  postsurgical 
treatment  including  antibiotics  and  endo- 
tracheal suction,  we  have  been  impressed 
by  the  number  of  patients  whose  wheezing 
disappeared  or  decreased  after  treatment 
with  corticosteroids.  In  1 carefully  studied 
patient  who  had  “asthma”  preoperatively, 
wheezing  disappeared  for  several  months 
following  extirpation  of  diseased  lung  and 


short-term  corticosteroid  therapy.  Venti- 
latory studies  corroborated  this  decrease  in 
airway  obstruction. 

Two  antituberculous  drugs  to  which  the 
patient’s  organisms  are  susceptible  should 
always  be  administered  with  corticosteroids. 

Summary 

The  effects  of  prednisone  and  epinephrine 
on  obstructive  pulmonary  disease  in  pa- 
tients with  tuberculosis  are  compared.  The 
majority  of  patients  improved  with  one  or 
both  medications.  Differences  in  response 
to  sympathomimetic  drugs  and  corticos- 
teroids may  be  explained  on  the  basis  of 
known  pharmacology.  There  are  no  known 
clinical  or  laboratory  factors  which  will 
predict  individual  response.  These  drugs 
are  safe  and  may  be  of  definite  value  in 
preparing  the  patient  with  borderline  ob- 
structive pulmonary  tuberculosis  for  major 
surgery. 
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Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Misuse  of 
Dristan  Inhaler 


misuse  of  the  Dristan  inhaler  was  studied  in 
4 cases.  Euphoria  and  other  psychologic  ef- 
fects produced  by  chewing  and  swallowing  the 
inhaler  plug,  which  contains  the  amphetamine 
congener  mephentermine,  are  similar  to  those 
achieved  through  misuse  of  other  amphet- 
amines. A toxic  psychotic  state  similar  to 
amphetamine  psychosis  occurred  in  2 cases. 
Although  it  is  uncertain  whether  or  not  Dristan 
inhaler  misuse  can  lead  to  true  addiction  or  be 
implicated  in  a withdrawal  psychosis,  further 
medical  study  of  the  problem  is  urgent,  and 
more  appropriate  controls  on  the  distribution 
of  this  drug  may  have  to  be  instituted. 
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|n  1947  Monroe  and  Drell1  reported  on 
the  misuse  of  inhalers,  whose  principal 
active  ingredient  was  amphetamine  or  one 
of  its  congeners,  among  the  inmates  of  a 
United  States  disciplinary  barracks.  These 
inhalers  contained  either  a cotton  plug  or 
a paper  strip  impregnated  with  the  sym- 
pathomimetic amine  and  aromatic  agents. 
A euphoric  state  was  achieved  by  chewing 
the  impregnated  material  alone  or  with 
chewing  gum,  by  swallowing  the  inhaler 
contents  with  warm  drinks  such  as  coffee, 
or  with  alcohol  in  some  form.  The  last 
method  was  particularly  effective  in  pro- 
ducing a “jag.” 

Neuropsychiatric  symptoms  were  caused 
both  by  the  excessive  administration  of  and 
the  withdrawal  from  inhaler-extracted  am- 
phetamines. In  some  cases,  ideas  of  refer- 
ence and  hallucinatory  states  were  precipi- 
tated. On  withdrawal,  prisoners  fre- 
quently demonstrated  weakness,  tremors, 
depression,  and  gastrointestinal  dis- 
turbances. A wide  gamut  of  personality 
disorders  was  described  among  the  inhaler 
misusers. 

Since  Monroe  and  Drell’s  work,  there  has 
been  extensive  documentation  of  the  psy- 
chiatric problems  created  by  the  abuse  of 

This  material  has  been  reviewed  by  the  Office  of  The 
Surgeon  General,  Department  of  the  Army,  and  there  is  no 
objection  to  its  presentation  and/or  publication.  This 
review  does  not  imply  endorsement  of  the  opinions  advanced 
or  any  recommendation  of  such  products  as  may  be  named. 

* Present  affiliation:  Chief,  Adolescent  Service,  Jacobi 

Hospital,  affiliated  with  the  Albert  Einstein  College  of  Med- 
icine, New  York  City, 


amphetamines,  the  most  significant  being 
addiction  and  psychosis.  It  is  now  recog- 
nized that  the  misuse  of  these  drugs  consti- 
tutes a potential  menace  to  society,  and 
that  effective  methods  of  limiting  their 
distribution  are  most  desirable.  However, 
while  amphetamine  sulfate  (Benzedrine) 
and  other  such  inhalers  are  not  easily  ob- 
tained through  the  usual  channels  without  a 
prescription,  at  least  one  inhaler  containing 
a sympathomimetic  amine  is  not  only 
readily  available  to  the  general  public  at 
this  writing,  but  has  been  widely  advertised 
through  the  mass  media. 

The  Dristan f inhaler  contains  250  mg. 
of  mephentermine,  as  well  as  brucine 
alkaloid  (1  mg.)  and  a number  of  aromatic 
agents.  In  the  course  of  our  work  at  a U.S. 
Army  post  stockade  and  a general  hospital, 
we  have  come  across  several  individuals 
who  admitted  to  the  misue  of  the  Dristan 
inhaler  in  a fashion  similar  to  Monroe  and 
Drell’s  subjects.  This  article  will  alert 
psychiatrists  and  other  physicians  to  this 
problem,  which  the  authors  believe  may  be 
more  widespread  than  has  been  heretofore 
acknowledged. 

t Whitehall  Laboratories  has  informed  us  that,  “Since 
March  15,  1965,  Dristan  inhaler  has  been  sold  in  the  North- 
western United  States,  Washington,  Oregon,  Idaho,  and 
other  states,  with  2-aminoheptane  base  as  the  active  nasal 
decongestant.  This  is  a straight  chain  compound  which  has 
little,  if  any,  sulfocyanate  activity  when  compared  to  the 
typical  amphetamine  groups.  Most  important,  2-amino- 
heptane is  inactivated  when  taken  orally.”2  However,  a 
tuamine  (2-aminoheptane)  inhaler  issued  by  Eli  Lilly  and 
Company  was  one  of  those  misused  by  Monroe  and  Drell’s 
subjects,  although  the  one  containing  amphetamine  sulfate 
admittedly  was  the  one  most  sought  after  for  its  stimulant 
effects.  Monroe  and  Drell  emphasized  the  importance  of 
finding  an  adequate  local  vasoconstrictor  which  would  be 
inactivated  in  the  gastrointestinal  tract,  and  it  is  obvious 
that  tuamine  was  not  considered  as  such  an  agent. 
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Case  reports 

Case  1.  Prior  to  enlistment,  Private  A had 
experimented  with  marihuana,  barbiturates, 
and  Dristan  inhalers,  but  did  not  consider 
himself  really  addicted.  He  did  reasonably 
well  in  the  Army  for  a short  time,  but  when 
he  started  having  problems  with  his  girl  friend, 
he  developed  a craving  for  drugs.  Barbiturates 
were  not  easily  available  to  him,  so  he  resorted 
to  exclusive  use  of  the  Dristan  inhaler.  He 
administered  the  inhaler  contents  by  cutting 
the  cotton  plug  into  several  pieces  and  swallow- 
ing these  with  Coca-Cola  or,  more  often,  beer. 
Within  half  an  hour  he  would  become  euphoric 
and  emotionally  labile  with  a prominent 
facial  flush  and  pupillary  enlargement.  His 
sense  of  time  passing  was  accelerated.  As 
these  effects  wore  off,  he  would  become  de- 
pressed and  irritable.  Within  a month,  he 
found  that  he  needed  five  or  six  inhalers  a day 
to  keep  going.  He  next  tried  to  stop  his  habit 
altogether  but  experienced  severe  sweats, 
tachycardia,  dryness  of  the  mouth,  chilly 
sensations,  headache,  nausea,  severe  anxiety, 
but  without  vomiting.  After  several  unsuccess- 
ful attempts  at  withdrawal,  he  concluded  that 
he  had  become  “hooked.” 

It  was  increasingly  difficult  for  him  to  per- 
form his  military  duties,  and  he  finally  went 
AWOL.  Shortly  thereafter,  he  suffered  the 
onset  of  frightening  hallucinations:  “Women 

being  attacked,  pigs  dancing  around  me.” 
He  was  apprehended  and  placed  in  the  stockade. 
His  symptoms  initially  subsided,  but  a few 
days  after  his  confinement  he  began  to  hear  his 
girl  friend’s  voice  calling  to  him  in  the  evenings 
and  imagined  that  he  saw  monkeys  reaching 
their  paws  through  the  bars  of  his  cell.  He  was 
admitted  to  the  hospital  for  psychiatric  ob- 
servation. 

In  the  ward  he  was  sullen,  withdrawn, 
uncooperative,  and,  at  times,  confused  and 
disoriented.  He  showed  hyperacusis  and  hyper- 
reflexia  but  was  afebrile.  Skull  films,  urine  and 
blood  barbiturates,  liver  chemistries,  electro- 
cardiograms, and  other  routine  tests  gave  nega- 
tive results.  His  white  blood  cell  count  was 
slightly  elevated  with  a shift  to  the  left. 

He  was  placed  on  a regimen  of  chlorpromazine 
(Thorazine),  adequate  support  of  hydration, 
and  seclusion  as  needed.  Signs  of  the  acute 
toxic  psychosis  subsided  gradually  over  two 
weeks.  A most  troubling  problem  was  photo- 
phobia, with  hallucinatory  phenomena  organized 
around  bright  fights,  which  slowly  cleared. 
His  course  was  uneventful  thereafter,  although 
he  appeared  moderately  depressed  several 
months  after  his  recovery.  The  diagnosis  was 
passive-dependent  personality. 

Case  2.  Private  B had  been  arrested  on 
numerous  occasions  for  delinquency  and  petty 
criminal  activity.  Like  Private  A,  he  had 
taken  various  drugs  prior  to  induction  including 
marihuana,  barbiturates,  dextro-amphetamine 
sulfate  (Dexedrine),  and  Dristan  inhalers.  He 
believed  that  he  had  had  an  addictive  problem 
with  amphetamines;  indeed,  he  actually  en- 


tered the  Army  “to  kick  the  stuff,”  but  was 
not  able  to  “keep  clean”  because  of  the  stresses 
of  military  life.  He,  too,  could  acquire  only 
Dristan  inhalers  in  any  quantity  in  the  area 
and  ingested  the  contents  of  one  to  two  in- 
halers a day  swallowing  the  cotton  filler  with 
warm  water  or  coffee.  He  never  took  any 
form  of  alcohol  with  the  inhaler  contents.  He 
noted  euphoria  and  pupillary  enlargement  when 
on  an  inhaler  “kick.”  His  unit  reported  that 
his  behavior  had  been  erratic  and  belligerent 
for  at  least  three  months  or  the  same  period  he 
had  been  misusing  the  Dristan  inhaler.  The 
patient  had  experienced  twenty-four-hour  epi- 
sodes of  subjective  confusion,  disorientation, 
and  visual  illusions  shading  over  into  frank 
hallucinations  (“I  saw  threads  from  the  rug 
crawling  off  the  floor  and  up  my  leg,  animals, 
wild  stuff  like  that.”),  but  not  on  withdrawing 
from  inhalers;  he  absolutely  denied  ever 
having  had  any  other  typical  withdrawal 
symptoms.  When  interviewed  in  the  stockade, 
he  showed  no  evidence  of  psychosis.  The 
diagnosis  was  immature  personality. 

Case  3.  Private  C,  a severely  disorganized 
schizophrenic  patient,  had  committed  a poorly 
planned  robbery  “because  I knew  I would  die 
soon.”  He  gave  a long  history  of  hallucina- 
tions, depression,  and  social  maladaptation. 
Both  prior  to  and  after  coming  into  the  Army, 
he  had  gone  on  weekend  “jags”  during  which 
he  consumed  the  contents  of  four  to  five  Dristan 
inhalers  with  beer  a day.  He  had  previously 
taken  barbiturates  sparingly.  He  stated  that 
his  anxiety,  hallucinations,  and  antisocial 
inclinations  diminished  appreciably  while  on 
an  amphetamine  inhaler  “jag.”  He  denied 
physiologic  signs  or  psychologic  symptoms  of 
withdrawal  or  dependence,  stating  “I  can  take 
it  or  leave  it  alone.”  He  felt,  “If  I had  had 
some  Dristan  under  my  belt,  I don’t  think  I 
would  have  robbed  that  store.”  At  the  time 
of  his  hospitalization,  it  was  ascertained  that 
he  had  not  been  misusing  any  type  of  drug. 

Case  4.  Private  D,  confined  to  the  post 
stockade  for  being  AWOL  and  for  insubordina- 
tion, gave  a past  history  of  extreme  emotional 
lability,  temper  outbursts,  and  juvenile  offenses. 
While  he  denied  drug  abuse  in  the  service,  he 
said  that  he  had  taken  three  to  four  Dristan 
inhaler  plugs  with  warm  water  a day  for  a 
month  or  two.  He  denied  having  withdrawal 
symptoms.  His  emotional  state  on  Dristan 
inhalers  was  described  as  one  of  euphoria, 
“not  caring,  I didn’t  have  a problem  in  the 
world.”  The  diagnosis  was  emotional  in- 
stability reaction. 

Comment 

It  is  most  likely  that  the  sympatho- 
mimetic amine,  mephentermine,  is  the  agent 
in  the  Dristan  inhaler  responsible  for 
both  the  euphoric  effects  and  other  symp- 
toms described  by  these  patients,  although 
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West3  speculates  that  camphor,  a known 
central  nervous  system  stimulant,4  or  men- 
thol might  play  a minimal  role.  He  does 
not  believe  that  brucine,  a bitter  tasting 
strychnine  alkaloid  presumably  included  in 
the  inhaler  to  discourage  ingestion,  can  be 
implicated;  brucine  is  considered  to  be 
much  less  active  pharmacologically  than 
strychnine,  which  also  has  cortical  excita- 
tory effects.5  Modell6  confirms  our  impres- 
sion that  the  critical  element  in  the  inhaler 
is  mephentermine,  as  does  Dash.2 

Mephentermine,  or  N-methylphenyl- 
tertiary-butylamine,  resembles  metham- 
phetamine  structurally  and,  to  some  extent, 
pharmacologically : 

CH3 

Mephentermine : <^^_CH2-C  — nhch3 

ch3 

Methamphetamine : ^ ^ — CH2 — CHNHCH3 
_ CH3 

Its  central  stimulating  effects  are  said  to 
be  either  nonexistent7  or  much  less  than 
those  of  other  sympathomimetic  amines 
with  an  unsubstituted  aromatic  nucleus.8 
It  has  no  anorexigenic  action.  In  various 
animals,  toxic  doses  of  mephentermine  pro- 
duce tremors  and  increased  sensitivity  to 
extraneous  stimuli.  The  drug  has  one- 
third  to  one-half  the  potency  of  amphet- 
amine, as  a cerebral  stimulant,  in  chicks, 
cats,  and  dogs.9  In  human  subjects,  Fer- 
guson, Richardson,  and  Patterson10  have 
observed  that  mephentermine  has  no  cere- 
bral vasoconstrictor  activity  but  is  a cere- 
bral metabolic  stimulant.  Payne  and 
Moore11  showed  that  the  drug  enabled 
airmen  engaged  in  prolonged  monitoring 
and  tracking  activity  to  sustain  this  work 
significantly  over  performance  with  placebo. 

In  the  form  mephentermine  sulphate 
(Wyamine),  distributed  by  Wyeth  Labora- 
tories, mephentermine  has  primarily  been 
used  in  combating  hypotension  secondary 
to  myocardial  infarction 12-1 4 and  as  a 
vasopressor  agent  during  surgical  anes- 
thesia.15 The  pressor  response  to  the  drug 
is  believed  to  be  due  to  peripheral  vaso- 
constriction, although  inotropic  and  chrono- 
tropic effects  on  animal  hearts  have  also 
been  discovered.  The  vasoconstrictive 
properties  of  mephentermine  sulphate  also 
determine  its  use  as  a free  base  in  alleviating 


nasal  congestion  (Dristan  inhaler  and  the 
Wyamine  inhaler).1* 

Despite  its  allegedly  diminished  central 
nervous  system-stimulating  activity  com- 
pared to  amphetamine,  mephentermine  in 
elixir  or  tablet  form  (again  as  Wyamine 
sulfate)  has  been  prescribed  for  amel- 
iorating mood,  as  a stimulant  in  the  chron- 
ically ill  geriatric  patient,  for  narcolepsy, 
neurasthenia,  and  other  illnesses  charac- 
terized by  lethargy,  mild  depression,  or 
drowsiness.  The  recommended  average 
dose  is  12.5  to  25  mg.  one  to  two  times  a 
day.1617  Mephentermine  has  not  gained 
the  wide  circulation  which  other  amphet- 
amines have  achieved  in  the  treatment  of 
these  various  disorders. 

Although  minimal  side-effects  of  light- 
headedness and  anxiety  are  recorded  with 
therapeutic  doses,10-17  there  is  a distinct 
paucity  of  references  in  the  literature  about 
the  possible  misuses  of  mephentermine. 
Dash2  states  that  in  the  experience  of 
Whitehall  Laboratories,  the  abuse  factor 
has  been  relatively  small.  On  the  other 
hand,  Modell6  remarks,  “The  (Dristan) 
inhaler  problem  is  not  a new  one  . . . 
this  drug,  as  well  as  all  the  congeners  of 
amphetamine,  is  likely  to  be  used  in  the 
same  way,  as  ‘goofballs.’  ” He  notes  that 
social  workers  in  depressed  economic  areas 
are  often  likely  to  have  more  information 
on  inhaler  abuse  than  the  average  medical 
practitioner. 

There  has  been  no  lack  of  investigation 
into  the  various  neuropsychiatric  syn- 
dromes which  result  from  the  iatrogenic  use 
or  noniatrogenic  abuse  of  amphetamine  and 
its  analogues.  Young  and  Scoville,  as  early 
as  1938, 18  reported  the  onset  of  a paranoid 
psychosis  in  connection  with  the  treatment 
of  narcolepsy  with  Benzedrine.  More 
recently,  Rickman,  Williams,  and  Brown19 
and  Young,  Simson,  and  Frohman20  have 
studied  a number  of  cases  in  which  toxic 
neuropsychiatric  reactions  occurred  while 
taking  and  on  withdrawal  from  therapeutic 
levels  of  amphetamine.  Increasing  stress 
has  also  been  placed  in  the  literature  on  the 
ingestion  of  the  amphetamines  illicitly,  with 
serious  consequences.  Although  some  con- 
troversy once  existed  as  to  whether  amphet- 

* Another  stockade  prisoner  reported  ingesting  the  contents 
of  the  Wyamine  inhaler  which  he  had  obtained  in  quantity, 
but  abandoned  its  use  because  the  euphoria  he  obtained 
was  far  outweighed  by  feelings  of  panic  and  mild  confusion. 
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amine  could  have  addictive  properties  or 
not,  it  is  now  widely  believed  that  such  is 
indeed  the  case.  Kiloh  and  Brandon,21 
Bell  and  Trethowan,22-23  and  Connell,24 
among  others,  have  presented  instances  of 
chronic  amphetamine  misuse  which  meet 
the  psychologic  and  physiologic  require- 
ments for  true  addiction.  Toxic  psychoses 
with  hallucinations,  poorly  organized 
paranoid  delusions,  varying  degrees  of  dis- 
orientation, and  confusion  have  been  seen  in 
addicts  who  were  taking  as  well  as  with- 
drawing from  amphetamines.  The  similar- 
ity between  amphetamine  psychosis  and 
alcoholic  hallucinosis  has  been  noted.20 

No  single  nosologic  label  can  characterize 
the  personality  structure  of  the  amphet- 
amine addict.  Patients  have  been  diag- 
nosed as  neurotic,  inadequate,  prepsychotic, 
or  overtly  schizophrenic.1'22-  23  The  addic- 
tion itself  seems  to  carry  a poor  prognosis.22 
Kiloh  and  Brandon21  view  the  misuse  of 
amphetamines  as  an  appreciable  social 
problem  in  the  United  Kingdom;  physi- 
cians and  legal  authorities  in  the  United 
States  appear  to  be  reaching  the  same 
conclusion. 

Although  the  authors  recognize  the  dan- 
ger of  drawing  sweeping  conclusions  from 
such  a small  number  of  cases,  we  neverthe- 
less feel  that  our  clinical  material  does 
suggest  that  the  Dristan  inhaler  is  capable 
of  being  misused  by  troubled  or  merely 
immature  individuals,  just  as  the  Benze- 
drine inhaler  was  when  it  was  more  easily 
accessible.  It  also  seems  possible  that 
abuses  in  the  administration  of  the  Dristan 
inhaler’s  contents  may  lead  to  a toxic 
neuropsychiatric  syndrome  quite  similar  to 
amphetamine  psychosis.  However,  we 
cannot  positively  resolve  the  question  as  to 
whether  mephentermine  is  actually  an 
addicting  drug  or  if  withdrawal  from 
mephentermine  itself  can  definitely  pre- 
cipitate psychosis.  Three  of  our  pa- 
tients as  well  as  the  subject  who  misused 
the  Wyamine  inhaler  were  all  quite  ada- 
mant about  their  ability  to  cease  the  ad- 
ministration of  amphetamine  inhalers  with- 
out marked  psychic  or  physical  distress. 
However,  our  first  patient  undeniably  re- 
peatedly took  the  drug,  showing  a compul- 
sion to  increase  the  dose,  and  developed 
some  typical  symptoms  of  withdrawal.  In 
his  case,  a severe  toxic  psychosis  with  con- 
fusion and  disorientation  occurred  during, 


and  for  two  weeks  following,  the  adminis- 
tration of  mephentermine. 

The  role  of  alcohol  and  other  drugs  taken 
concomitantly  with  the  inhaler  plug  must 
always  be  assessed;  it  may  be  difficult  in 
some  cases  to  separate  out  a toxic  psychosis 
because  of  drug  administration  or  with- 
drawal, from  alcoholic  hallucinosis  or  im- 
pending delirium  tremens.  It  is  noteworthy 
that  while  Case  2 had  known  50  or  more 
inveterate  amphetamine  inhaler  misusers 
and  had  never  met  “anyone  who  needed 
booze  to  make  their  jag  better,”  Case  1 and 
Case  3 reported  that  many  of  their  ac- 
quaintances who  took  amphetamine  in- 
halers felt  that  alcohol  increased  the  pleas- 
ure of  the  “jag”  significantly  and  regularly 
administered  the  plug  together  with  beer. 

All  of  our  patients  came  from  disturbed 
or  disorganized  family  backgrounds,  and 
their  childhood  histories  were  replete  with 
deprivation  and  rejection.  Their  misuse  of 
the  Dristan  inhaler  seemed  to  produce 
a substantial  increase  in  self-esteem  but,  of 
course,  only  temporarily.  Three  patients 
previously  had  alternated  barbiturates  with 
inhalers  until  military  service  deprived 
them  of  a ready  access  to  the  former. 
Whether  or  not  the  stimulant  properties  of 
mephentermine  would  be  relatively  in- 
creased in  this  setting  is  a moot  point. 
While  Cases  1 and  2 became  more  overtly 
hostile  while  using  the  amphetamine  in- 
haler, it  is  intriguing  that  Case  3,  a known 
schizophrenic  patient,  felt  little  impulse  to 
act  out  antisocially  and  hallucinated  far  less 
on  his  weekend  amphetamine  “jags.”  This 
man  alleviated  his  inner  sense  of  profound 
worthlessness,  disorganization,  and,  at 
times,  panic  by  creating  “realistic”  criminal 
grounds  for  anxiety  and  guilt.  For  him, 
mephentermine  seemed  paradoxically  to 
have  both  tranquilizing  and  antidepressive 
effects,  although  we  certainly  would  not 
wish  to  give  the  impression  that  we  are 
condoning  Dristan  therapy  for  depressed 
schizophrenic  patients. 

All  these  men  told  us  that  the  properties 
of  the  Dristan  inhaler  were  widely  known 
among  delinquent,  derelict,  or  socially 
marginal  populations  of  the  several  dif- 
ferent urban  centers  in  which  they  had 
been  raised.6  One  patient  had  an  amused, 
incredulous,  “Doesn’t  everybody  know 
about  it?”  response  to  the  physician’s 
ignorance.  This  man  (Case  2)  had  had  the 
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widest  experience  of  the  four  with  an  addict 
subculture.  He  stated:  “Some  like  it 

’cause  it’s  a cheap  kick  when  they  can’t  get 
nothing  else,  and  some  just  like  it.  It’s  an 
easy  thing,  you  can  get  it  anywhere,  in  your 
friendly  neighborhood  drugstore,  man . . . 
and  if  you  get  picked  up,  so  there’s  an 
inhaler  in  your  pocket  and  you  got  a bad 
cold,  they  can’t  do  anything  to  you  for  that, 
can  they?” 

At  the  present  “they”  can’t.  An  urgent 
need  exists  for  further  medical  study  of  the 
Dristan  inhaler  problem.  We  believe  that 
future  investigations  may  well  demon- 
strate that  there  is  every  good  reason 
mephentermine  in  the  form  of  the  Dristan 
inhaler  should  legally  be  rendered  as 
unavailable  without  a prescription  as  other 
amphetamines. 

Summary 

The  misuse  of  the  Dristan  inhaler  is 
described  in  4 cases.  The  inhaler  plug, 
which  contains  the  amphetamine  congener 
mephentermine,  is  chewed  and  swallowed 
with  coffee,  warm  water,  soda  pop,  or  beer. 
Euphoria  and  other  psychologic  effects  pro- 
duced are  similar  to  those  achieved  through 
misuse  of  other  amphetamines.  A toxic 
psychotic  state  similar  to  amphetamine 
psychosis  with  hallucinations,  confusion, 
and  disorientation  is  described  in  2 cases. 
The  psychosis  was  mild  and  transient  in  one 
patient,  but  quite  flagrant  and  severe  in 
another,  and  persisted  for  several  weeks 
after  ceasing  the  drug. 

At  this  time,  it  is  problematic  as  to 
whether  Dristan  inhaler  misuse  can  lead 
to  true  addiction  or  be  implicated  in 
a withdrawal  psychosis.  The  authors  con- 
sider that  one  case  did  show  impressive 
evidence  for  psychic  and  physiologic  de- 
pendence. It  is  suspected  that  Dristan 
inhalers  are  misused  by  members  of 
economically  depressed,  delinquent,  or 
otherwise  socially  marginal  populations, 
both  because  of  their  inexpensiveness  and 
ready  availability.  Further  medical  study 
of  the  Dristan  problem  is  urgently  recom- 
mended. The  possibility  exists  that  more 
appropriate  controls  on  the  distribution  of 


this  drug  may  eventually  have  to  be  insti- 
tuted. 
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T he  reported  incidence  of  regional 
edema  following  radical  mastectomy  varies 
within  wide  limits  ranging  from  6.7  to  62.5 
per  cent.1  This  is,  in  large  part,  due  to  a 
lack  of  definition  by  many  authors  as  to 
the  exact  degree  of  edema  and  the  clinical 
type.  In  addition,  the  incidence  and  degree 
of  postmastectomy  edema  of  the  arm  is  in- 
creased by  factors  such  as  irradiation, 
obesity,  and  infection. 

Practically  all  patients  will  develop  some 
degree  of  arm  edema  following  radical 
mastectomy.  This  is  usually  minimal,  but 
a significant  degree  of  edema  of  3 cm.  or 
more  in  the  maximum  forearm  circum- 
ference as  compared  with  the  normal  fore- 
arm occurs  in  one  third  to  one  half  of  post- 
mastectomy patients.2  In  a small  per- 
centage of  cases  the  edema  is  over  6 cm. 
and  is  incapacitating.  Watson,  Bond,  and 
Phillips3  in  a study  of  590  patients  reported 
a functional  disability  in  only  1.9  per  cent 
following  radical  mastectomy.  While  rare, 


the  edema  may  become  so  great  that  am- 
putation is  the  only  recourse  to  rid  the 
host  of  an  elephantine,  disabling  limb. 
In  addition,  edema  may  be  the  precursor  of 
a lymphangiosarcoma. 4 

While  we  have  been  referring  to  the  in- 
cidence of  edema  following  radical  mas- 
tectomy, it  is  important  to  note  that  edema 
is  also  a significant  factor  in  patients  treated 
by  irradiation  alone  and  by  simple  mas- 
tectomy with  postoperative  x-ray  therapy 
(McWhirter  technic). 

Etiology 

While  some  authors  stress  one  factor  or 
another  as  the  prime  cause  of  postmas- 
tectomy edema,  it  seems  obvious  that  the 
edema  is  due  to  a combination  of  factors 
rather  than  to  a single  cause.  Lymphatic 
malfunction  with  interference  of  lymph 
flow  is  the  most  important  factor  and  re- 
sults from  surgical  ablation  of  lymphatic 
channels  and  nodes,  inadequate  regenera- 
tion of  lymphatic  vessels,  cicatrization  from 
excess  operative  trauma,  delayed  wound 
healing  or  infection,  fibrosis  from  radiation 
or  secondary  to  long-standing  edema,  and 
perivenous  lymphangitis  secondary  to 
thrombophlebitis.  Other  contributing  fac- 
tors to  postmastectomy  edema  are  venous 
obstruction  from  axillary  vein  injury, 
angulation,  cicatrization,  or  fibrosis;  liga- 
tion of  the  cephalic  vein  and  other  large 
venous  tributaries;  and  thrombophlebitis 
of  the  veins  of  the  arm  and  axilla  with  ac- 
companying lymphangitic  obstruction  of 
the  lymphatics  in  the  perivascular  sheath. 
Autonomic  nervous  system  reflex  spasm  of 
the  veins  of  the  arm  and  axilla  also  con- 
tributes.5 

The  evidence  points  directly  to  lymphatic 
obstruction  due  to  surgical  excision  or 
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destruction  by  radiotherapy  or  to  phlebitis 
with  perivenous  lymphangitis,  at  times 
secondarily  complicated  by  cellulitis,  as  the 
primary  factors  in  postsurgical  edema.2 
This  type  of  edema  must  be  differentiated 
from  edema  due  to  a recurrence  of  cancer  in 
the  axilla  with  which  we  are  not  concerned 
in  this  discussion.  The  importance  of 
axillary  vein  occlusion  as  an  etiologic  factor 
is  questionable  because  Smedal  and  Evans6 
have  shown  that  a generous  segment  of 
axillary  vein  can  be  removed  without  pro- 
ducing edema. 

Britton  and  Nelson1  in  a study  of  114 
patients  suggested  that  infection  was  of 
primary  importance.  Treves7  emphasized 
the  importance  of  obesity  which  increases 
the  risk  of  significant  edema  by  about  one- 
half.  Sonneland2  states  that  postoperative 
radiation  is  associated  with  an  increase  of 
edema  two  or  three  times  that  of  non- 
irradiated  groups. 

Clinical  types  and  diagnosis 

Clinically,  postmastectomy  edema  mani- 
fests itself  as  one  of  four  different  types: 
(1)  acute,  transient,  mild  edema  occurring 
immediately  postoperatively;  (2)  acute, 
painful,  transient  edema  manifesting  itself 
usually  two  to  six  weeks  after  operation; 
(3)  acute,  painful,  recurrent,  febrile,  ery- 
sipeloid edema  occurring  at  any  time  after 
operation  but  usually  manifesting  itself  in 
the  chronic  edematous  arm;  and  (4)  in- 
sidious, painless  (when  not  severe),  per- 
sistent edema  developing  weeks  or  even 
years  after  surgery. 

In  studying  regional  edema  it  is  essential 
at  the  onset  to  determine  whether  it  is  due 
primarily  to  obstruction  or  malfunction  of 
the  lymphatic  or  of  the  venous  system  and 
then  to  determine  the  specific  pathologic 
process  or  processes  producing  it.  Except 
in  patients  where  the  diagnosis  is  obvious, 
lymphangiography  and  complementary 
venography  can  aid  greatly  in  determining 
the  primary  system  at  fault  and  in  estab- 
lishing a specific  diagnosis.5-  8-11 

Thera  py 

At  first  in  edema  the  fluid  accumulation  is 
reversible,  but  in  long-standing  edema 
permanent  pathologic  changes  develop. 
Treatment  must  be  started  early  and  pur- 


sued vigorously  to  prevent  the  development 
of  chronic  disabling  sequelae.  Determining 
the  specific  cause  of  the  edema  and  directing 
appropriate  therapy  toward  this  is  the  first 
step.  We  are  not  considering  edema  due  to 
recurrence  of  cancer  in  the  axilla,  but  rather 
we  are  restricting  this  report  to  post- 
surgical  edema.  Each  of  the  four  clinical 
types  of  edema  previously  described  has 
different  etiologic  factors,  therapy,  and 
type  of  response. 

The  acute,  transient  edema  that  occurs  in 
the  immediate  postoperative  period  is 
probably  due  to  the  surgical  ablation  of 
lymphatics,  pressure  dressings,  and  arm 
inactivity.  When  cut,  lymphatic  vessels 
regenerate  quickly  and  can  bridge  an  in- 
cisional scar  in  four  days  and  function  ade- 
quately in  eight  days.5-  9-  12-15  The  pos- 
terior surface  of  the  arm  and  the  posterior 
circumflex  vessels  serve  as  temporary 
lymphatic  drainage  routes  until  regenera- 
tion occurs.  This  type  of  edema  responds 
easily  to  arm  and  hand  exercises,  elevation, 
compression  of  the  arm  with  an  elastic 
bandage,  and  proper  reapplication  of  com- 
pression dressings.  It  usually  disappears 
within  seven  to  ten  days  when  regenerated 
lymphatics  are  functioning  adequately. 

The  second  type  of  edema,  which  is  acute, 
painful,  and  transient,  usually  manifests 
itself  two  to  six  weeks  after  operation.  It  is 
probably  due  to  thrombophlebitis  with 
perivascular  lymphangitis.  In  addition  to 
edema  of  the  arm,  there  is  soreness  along 
the  brachial  vein  which  feels  like  a firm 
band.  There  may  be  cyanosis  or  paleness 
of  the  arm  and  a dimpling  of  the  skin  along 
the  vein  as  in  Mondore’s  disease.  Pain  is 
aggravated  when  the  vein  is  stretched  by 
extending  the  elbow.  Smedal  and  Evans6 
advise  anticoagulant  or  fibrinolysin  ther- 
apy. This  type  of  edema  responds  favor- 
ably to  a variety  of  therapeutic  agents  and 
procedures  including  adrenal  corticos- 
teroids, phenylbutazone,  antibiotics,  and 
sympathetic  blocks.  We  have  had  excel- 
lent results  using  bed  rest,  elastic  support 
of  the  arm,  elevation,  a broad  spectrum 
antibiotic,  and  phenylbutazone  (Buta- 
zolidin)  100  mg.  three  times  a day  for 
forty-eight  hours  and  then  50  mg.  three 
times  a day  for  about  seven  to  ten  days. 
This  is  a transient  type  of  edema  and 
usually  responds  within  a two- week  period. 

The  erysipeloid  type  of  edema  can  occur 
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at  any  time  after  radical  mastectomy.  It 
can  manifest  itself  in  patients  who  have  not 
had  any  previous  arm  swelling,  but  it  is 
more  prone  to  occur  in  the  chronic  edem- 
atous arm.  It  is  acute,  painful,  and  prone 
to  recurrence.  If  the  infection  is  treated 
early  and  vigorously,  the  process  is  re- 
versible. It  is  not  uncommon,  however,  to 
have  some  residual  edema  remain  after  the 
acute  process  has  subsided.  The  cir- 
culatory balance  is  so  fine  in  the  arm  of  a 
patient  who  has  had  a radical  mastectomy 
that  it  has  a high  susceptibility  to  cellulitis 
even  after  seemingly  minor  infection  or 
trauma.116-19  Patients  must  be  instructed 
to  exercise  extreme  care  to  prevent  even  the 
most  trivial  infection  from  developing  and 
to  seek  immediate  treatment  should  an  in- 
fection develop.18-20  Patients  should  avoid 
all  needle  and  pin  puncture  wounds, 
scratches  or  mosquito  bites,  sunburn  or 
minor  thermal  injury,  friction  from  cloth- 
ing, and  any  trauma  to  the  arm. 

The  patient  with  erysipeloid  edema  is 
acutely  ill  with  chills  and  fever,  an  elevated 
sedimentation  rate,  and  leukocytosis.  The 
arm  is  painful,  swollen,  and  red.  It  is  a 
dangerous  procedure  to  apply  any  pneu- 
matic compression  to  an  edematous  arm  in 
which  active  infection  is  present.  It  must 
be  deferred  until  all  evidence  of  infection 
has  disappeared.  The  causative  organism, 
which  is  usually  staphylococcus  or  strepto- 
coccus, should  be  isolated  whenever  pos- 
sible and  sensitivity  tests  performed  so  that 
the  appropriate  antibiotic  can  be  given. 

It  is  our  policy  to  place  the  patient  with 
erysipeloid  edema  on  bed  rest  with  the  arm 
elevated  on  pillows.  In  the  absence  of  a 
culture  for  the  specific  organism,  or  while 
awaiting  culture  and  sensitivity  tests,  the 
patient  is  placed  on  intramuscular  penicillin 
or  on  lincomycin  hydrochloride  mono- 
hydrate (Lincocin)  if  there  is  a history  of 
penicillin  allergy.  Bacteria  can  usually  be 
cultured  from  aspirates  or  biopsy  material 
obtained  during  a febrile  episode.21  Ther- 
apy should  be  continued  for  a minimum  of 
seven  days  after  the  infection  is  seemingly 
under  control.  The  acute  infection  can 
often  be  eradicated  in  a few  weeks,  but 
serious  consideration  should  be  given  to 
long-term  therapy  over  a period  of  several 
months  in  view  of  the  high  incidence  of 
recurrence  in  these  cases.  Only  after  all 
evidence  of  infection  has  disappeared 


should  pneumatic  compression  procedures 
be  used. 

The  fourth  type  of  postmastectomy 
edema  is  the  one  of  primary  importance. 
It  is  an  insidious,  painless  (when  not 
severe),  persistent  edema  that  develops 
weeks  or  even  years  after  surgery.  It  is 
not  due  to  any  one  cause  but  rather  to  a 
combination  of  causes,  the  most  important 
of  which  is  lymphatic  obstruction  due  to 
surgical  ablation  and  lack  of  lymphatic 
regeneration,  destruction  by  radiation  ther- 
apy, phlebitis  with  perivascular  lymphan- 
gitis, and  infection. 

Every  attempt  should  be  made  to  avoid 
the  formation  of  edema  following  radical 
mastectomy.  By  using  the  following 
prophylactic  procedures,  we  have  been 
able  to  reduce  the  incidence  of  significant 
edema  to  7 per  cent  in  a series  of  107  cases: 

1.  Avoid  infection  by  daily  antiseptic 
soap  (pHisoHex)  baths  for  three  days  pre- 
operatively,  a ten-minute  antiseptic  soap 
preparation  the  night  before  and  just  prior 
to  surgery,  and  strict  asepsis  during 
surgery. 

2.  At  the  first  sign  of  infection,  in- 
stitute the  appropriate  antibiotic  therapy. 

3.  Avoid  necrosis  and  sloughing  of  the 
flaps  with  secondary  infection  and  delayed 
wound  healing  by  careful  cutting  of  the 
flaps,  testing  viability  of  the  edges  and 
cutting  away  any  tissue  whose  viability  is 
questionable,  closure  without  tension,  and 
primary  skin  grafting  when  indicated.  It  is 
mandatory  that  the  type  of  incision  be 
modified  according  to  the  location  of  the 
tumor  so  that  a good  skin  flap  over  the 
axilla  can  always  be  obtained. 

4.  Minimize  operative  trauma. 

5.  Preserve  the  cephalic  vein  with  its 
lymphatic  companions  along  with  a slip  of 
the  clavicular  head  of  the  pectoralis  major 
muscle. 

6.  Substitute  wound  suction22  for  oc- 
clusive pressure  dressings,  or  if  the  latter 
are  used,  they  must  be  applied  carefully 
and  held  by  elastic  bandages  so  they  don’t 
cause  excess  pressure  on  the  axillary  area 
and  along  the  posterior  circumflex  vessels 
which  serve  as  temporary  drainage  routes 
until  regeneration  of  axillary  lymphatics 
occurs. 

7.  Institute  early  postoperative  arm  ex- 
ercises.23 The  patient  is  instructed  to  keep 
the  arm  at  the  side  for  the  first  week  and  to 
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avoid  any  attempt  at  abduction  which  can 
easily  tent  a snug  flap  away  from  the 
axillary  dome,  thus  forming  a pocket  for 
serum.  Immobilization,  however,  invites 
impairment  of  function  and  edema,  and  bed 
exercises  should  be  started  within  twenty- 
four  hours.  The  patient  is  instructed  in 
hand  and  wrist  movements  and  flexion  and 
extension  of  the  elbow  at  hourly  intervals. 
The  patient  is  encouraged  to  feed  herself, 
comb  her  hair,  and  wash  her  face,  being 
careful  not  to  abduct  the  arm.  After  one 
week,  or  when  wound-healing  is  well 
established,  abduction  and  external  rota- 
tion of  the  upper  arm  are  started  in  the 
recumbent  position.  At  about  the  tenth  to 
twelfth  day  when  the  patient  is  ready  for 
discharge,  she  is  started  on  exercises  in  the 
erect  position  consisting  of  pendulum 
swings  to  improve  shoulder  function,  for- 
ward and  lateral  elevation  of  the  arms, 
overhead  pulley  suspension  to  obtain  full 
elevation,  and  wall-climbing  (patient  faces 
a wall  and  “walks”  her  fingers  up  the  sur- 
face to  full  elevation) . 

8.  Compress  the  arm  immediately  post- 
operatively  with  an  elastic  bandage24  to  be 
followed  in  a few  days  with  a custom- 
fitted,  pressure-gradient  elastic  sleeve* 
to  enhance  venous  and  lymphatic  pick-up 
of  fluid  from  the  interstitial  space  by  in- 
creasing the  interstitial  fluid  pressure  and 
thus  avoiding  pathologic  changes  of  edema 
during  the  period  needed  for  regrowth  of 
lymphatic  pathways.2 

9.  Eliminate  prophylactic  irradiation  of 
the  axilla  following  radical  mastectomy.2 
If  internal  mammary  radiation  is  employed, 
cobalt  rather  than  orthoradiation  is  used  to 
avoid  wet  radiodermatitis. 

In  an  attempt  to  prevent  edema  after 
radical  mastectomy,  various  authors  have 
advocated  methods  of  filling  in  the  axillary 
dead  space.  Treves25-26  has  used  gelatin 
sponge  (Gelfoam)  laminated  rolls  and  also  a 
flap  of  the  teres  major  muscle.  Rienhoff27 
and  Hutchins28  have  advised  myoplasties 
using  flaps  of  the  latissimus  dorsi,  and 
Hollenbach29  employed  strips  from  the 
pectoralis  minor. 

When  edema  develops,  early  intensive 
care  is  important  to  avoid  the  development 
of  permanent  pathologic  changes.  Lym- 
phangiography and  complementary  venog- 
raphy may  determine  the  primary  cause 
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which  should  be  eliminated  or  corrected 
first  when  possible,  and  then  attempts 
should  be  made  to  relieve  the  residual 
lymph  stasis. 

Numerous  surgical  procedures  have  been 
advocated  for  the  relief  of  arm  edema  with 
varied  reported  effectiveness.  Most  of 
these  fall  into  one  of  the  following  cate- 
gories: 

1.  Correction  of  any  venous  obstruc- 
tion by  removal  of  scar  or  resection  of  the 
axillary  vein.11-30-34 

2.  Methods  to  obliterate  the  axillary 
dead  space,  cover  the  axillary  bundle,  and 
preserve  pathways  for  regeneration  of 
lymphatic  vessels.  Treves25  used  gelatin 
sponge  rolls  and  others  have  performed 
myoplasties.  Rienhoff27  and  Hutchins28 
used  flaps  from  the  latissimus  dorsi, 
Treves26  a flap  of  the  teres  major,  and 
Hollenbach29  strips  from  the  pectoralis 
minor. 

3.  Modification  of  Handley’s35  lym- 
phangioplasty  by  implanting  various  inert 
strands  of  material  in  subcutaneous  tun- 
nels from  the  arm  to  the  shoulder  to  act 
as  artificial  lymphatic  pathways  and  per- 
haps stimulate  the  formation  of  new 
lymphatic  channels.  Guthrie  and  Gagnon19 
inserted  celloidin  strips,  Ransohoff36  silk 
sutures,  and  Zieman37  Nylon  monofilament 
sutures. 

4.  Reconstructive  operations  with  su- 
turing of  lymphatics  and  end-to-end  anas- 
tomosis. 38 

5.  Bridging  the  axillary  obstruction 
area  by  rerouting  lymphatic  drainage  by 
means  of  rotated  skin  flaps  or  full-thickness 
pedicle  skin  grafts  or  suturing  the  swollen 
arm  to  the  lateral  chest  wall.  Standard39 
excised  oval  segments  of  skin  and  fascia 
from  the  medial  aspect  of  the  arm  and 
sutured  the  edges  to  a wound  made  in  the 
chest  wall.  Gillies  and  Fraser40  and 
Smith11  used  flaps  of  skin  to  bridge  the 
blocked  zone.  Smith  and  Conway41  de- 
scribed the  use  of  a hinged  pedicle  flap. 

6.  Excisional  operations  to  remove  the 
lymphedematous  tissue  as  first  introduced 
by  Kondoleon.42  Numerous  modifications 
have  been  employed,  but  the  procedure 
advocated  by  Pratt43  has  given  us  the  best 
results.  The  epidermis  which  does  not 
contain  lymph  is  removed  from  the  affected 
part  in  long  strips,  the  thickness  being 
about  0.015  inch,  by  means  of  an  electric 
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dermatome.  The  rest  of  the  skin,  fat,  and 
subcutaneous  and  deep  fascia  is  then  re- 
moved, and  the  previously  removed  epi- 
dermis is  tacked  together  as  a sheet  directly 
onto  the  muscle. 

7.  Amputation  as  a last  resort  when  all 
other  methods  have  failed  and  the  edema 
is  severe  and  disabling  and  the  limb  useless. 

Medical  therapy  consists  of  elevation, 
massage,  isometric  and  regular  exercises 
of  the  arm,  diuretics,  salt-restricted  diet, 
antibiotics  where  indicated,  sympathetic 
blocks,  and  compression  methods. 

Stillwell16  has  an  excellent  article  on 
physical  theiapy,  and  Brush,  Wylie,  and 
Beninson,44  Britton  and  Nelson,1  and 
Sonneland2  have  reported  in  fine,  detailed 
articles  very  good  results  with  compression 
methods.  These  consist  of  reduction  of 
the  arm  volume  by  a machine-operated 
pneumatic  sleeve  followed  by  a tailored, 
pressure- gradient  elastic  sleeve  to  maintain 
the  improvement. 

We  have  had  excellent  results  using  the 
compression  method  in  27  patients  with 
significant  to  marked  edema.  All  patients 
had  surgical  edema  rather  than  edema  due 
to  recurrent  cancer.  Twenty  patients  had 
significant  edema  of  over  3 cm.  in  greatest 
forearm  measurement  as  compared  with 
the  normal  forearm,  6 had  disabling  edema 
of  over  6 cm.,  and  1 had  massive  edema 
with  dislocation  of  the  shoulder,  brachial 
plexus  palsy,  and  atrophy  of  the  muscles 
of  the  arm  and  forearm.  All  patients 
responded  well  to  the  compression  treat- 
ment. Twenty-two  have  practically  no 
swelling,  and  4 have  a measured  edema 
between  2 and  3 cm.  In  the  patient  with 
massive  edema,  there  was  good  reduction 
in  the  volume  of  the  arm,  but  amputation 
with  shoulder  fixation  had  to  be  done 
because  the  limb  was  useless. 

Most  of  the  patients  were  hospitalized 
from  ten  to  fourteen  days,  and  all  were 
treated  in  the  following  manner.  Anti- 
biotics were  given  routinely  for  the  first 
week  because  of  the  possibility  of  infection. 
Erythromycin  250  mg.  four  times  daily 
was  used.  In  addition,  they  were  given 
50  mg.  of  hydrochlorothiazide  (Hydro- 
diuril)  after  breakfast  daily.  A portable, 
light-weight  pumping  unit  and  sleeve  was 
used  for  intensive  therapy  during  the  ten- 
to  fourteen-day  period.  The  compression 
is  automatically  adjusted  to  give  compres- 


sion for  about  forty-five  seconds  and  ex- 
haust and  rest  for  about  fifteen  seconds. 
The  pressure  applied  is  from  40  to  60  mm. 
of  mercury.  The  pump  is  operated  about 
twelve  hours  a day  with  rest  periods  about 
every  one  to  two  hours  or  as  desired  by  the 
patient. 

After  this  intensive  pumping  for  about 
seven  to  ten  days,  the  arm  is  reduced  to 
normal  or  near  normal  size,  and  measure- 
ments are  taken  for  a pressure-gradient, 
custom-fitted  elastic  sleeve.  It  must  be 
emphasized  again  that  the  pump  should  not 
be  used  when  there  is  evidence  of  acute 
phlebitis  and  perivascular  lymphangitis  or 
of  cellulitis.  When  the  patient  is  allowed 
to  go  home,  she  wears  the  sleeve  at  all 
times  during  the  day  and  sleeps  with  the 
arm  elevated  at  night.  She  is  carefully 
instructed  in  arm  exercises  and  cautioned 
about  avoiding  even  the  most  trivial  in- 
juries to  the  arm. 

The  pump  is  used  intermittently  at 
home  for  about  one  hour  two  to  three  times 
a day.  With  this  technic  all  of  the  patients, 
with  the  exception  of  the  one  mentioned, 
have  been  able  to  maintain  the  reduction 
in  the  edema.  The  sleeve  usually  lasts  for 
about  three  to  four  months,  and  then  a new 
one  has  to  be  made.  Only  a few  patients 
have  objected  to  the  inconvenience  of  the 
elastic  sleeve. 

Summary 

Edema  of  the  arm  following  radical 
mastectomy  is  due  to  a combination  of 
factors  rather  than  to  a single  cause.  The 
primary  factors  seem  to  be  lymphatic 
obstruction  due  to  surgical  excision  or 
destruction  by  radiotherapy  or  phlebitis 
with  perivenous  lymphangitis  and  in- 
fection. Postsurgical  edema  must  be  dif- 
ferentiated from  edema  due  to  recurrence  of 
cancer  in  the  axilla. 

Clinically,  postmastectomy  edema  mani- 
fests itself  in  one  of  four  types,  each  of 
which  has  different  etiologic  factors,  ther- 
apy, and  type  of  response:  (1)  acute 

transient,  mild  edema  occurring  immedi- 
ately postoperatively;  (2)  acute,  painful, 
transient  edema  manifesting  itself  usually 
two  to  six  weeks  after  operation;  (3)  acute, 
painful,  recurrent,  febrile,  erysipeloid 
edema  occurring  at  any  time  after  surgery; 
and  (4)  insidious,  painless  (except  when 
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severe),  persistent  edema,  which  is  the 
most  important  type  and  which  develops 
weeks  or  even  years  after  surgery. 

The  reported  incidence  of  regional  edema 
following  radical  mastectomy  is  at  great 
variance,  ranging  from  6.7  to  62.5  per  cent. 
About  33  to  50  per  cent  of  all  patients  de- 
velop a significant  degree  of  edema  of  over 
3 cm.  in  the  maximum  forearm  measure- 
ment. We  have  been  able  to  reduce  the 
incidence  of  significant  edema  to  7 per  cent 
in  107  cases  by  using  the  following  prophy- 
lactic methods:  (1)  strict  preoperative 

antiseptic  soap  (pHisoHex)  preparation 
and  asepsis;  (2)  appropriate  antibiotic 
therapy  at  the  first  sign  of  any  infection; 

(3)  avoidance  of  necrosis  and  sloughing  of 
skin  flaps  by  careful  operative  technic; 

(4)  minimizing  operative  trauma;  (5) 
preserving  the  cephalic  vein  with  its 
lymphatic  companions  along  with  a slip 
of  the  clavicular  head  of  the  pectoralis 
major;  (6)  use  of  wound  suction  or  care- 
fully applied  pressure  dressing;  (7)  early 
postoperative  arm  exercises;  (8)  immediate 
postoperative  compression  of  the  arm  with 
an  elastic  bandage  followed  in  a few  days 
by  a custom-fitted,  pressure-gradient  elastic 
sleeve;  and  (9)  elimination  of  prophylactic 
irradiation  of  the  axilla. 

When  edema  develops,  early  intensive 
care  is  mandatory  to  avoid  the  develop- 
ment of  permanent  pathologic  changes. 
In  appropriate  cases,  lymphangiography 
and  venography  are  valuable  aids  in  deter- 
ming  the  specific  etiology  of  the  edema. 

Each  clinical  type  of  edema  has  different 
therapy  and  type  of  response.  The  most 
important  type  of  insidious,  painless,  per- 
sistent edema  has  been  treated  by  numer- 
ous surgical  procedures  with  variable  re- 
ported results.  We  have  had  excellent 
results  using  a pneumatic  compression 
machine  followed  by  the  use  of  a custom- 
fitted,  pressure-gradient  elastic  sleeve*  in  27 
patients  with  significant  to  severe  edema. 
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Basic  laws  underlying 
hyperbaric  physiology 

In  describing  the  structure  and  function  of  a 
new  hyperbaric  research  facility  at  the  Min- 
neapolis Medical  Research  Foundation,  C.  R. 
Hitchcock,  M.D.,  etal.,  writing  in  a recent  issue 
of  Minnesota  Medicine,  discuss  the  basic  phys- 
ical laws  underlying  hyperbaric  physiology, 
noting  that  large  increases  of  oxygen  in  the 
body  are  not  without  attendant  dangers. 
During  the  first  six  months  of  operation,  6 
patients  have  been  treated  for  gas  gangrene, 
4 of  whom  recovered  uneventfully.  For  best 
results,  treatment  should  start  immediately. 
One  of  the  failures  was  a patient  already  in 
extremis  on  arrival. 

A complex  organism  under  pressure  in  a hy- 
perbaric chamber  obviously  undergoes  a build- 
up of  that  gas  inhaled  in  direct  relationship  to 
the  pressure  in  the  chamber.  At  3 atmospheres 
absolute  pressure,  a patient  breathing  100  per 
cent  oxygen  from  a tightly  fitting  mask  will 
equilibrate  after  twelve  to  fifteen  minutes  to 
have  a partial  pressure  of  oxygen  in  blood  of  the 
femoral  artery  of  about  2,160  mm.  Hg.  This 
tremendous  increase  in  partial  pressure  of  oxygen 
available  to  blood  of  the  pulmonary  capillaries 
provides  the  physiologic  basis  for  the  possible 
benefits  of  tissue  saturation  with  oxygen. 
Under  these  conditions,  all  tissues  perfused  from 
an  intact  circulatory  system  are  saturated  with 
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physically  dissolved  oxygen  from  the  plasma 
and  interstitial  fluid,  and  hemoglobin  is  not 
needed  for  oxygen  transport.  The  return  of 
carbon  dioxide  to  the  lungs  for  exhalation  must 
rely,  for  optimum  function,  on  the  hemoglobin 
oxyhemoglobin  system,  even  under  3 or  4 
atmospheres  absolute  pressure.  However,  tis- 
sues must  be  perfused  to  participate  in  a satura- 
tion process.  Serious  right  to  left  shunts  within 
the  heart  and  lungs  greatly  reduce  the  possible 
build-up  of  physically  dissolved  oxygen  in  the 
circulating  blood.  Still,  in  cyanotic  infants 
with  tetralogy  of  Fallot,  pulmonary  atresia,  or 
transposition  of  the  great  vessels,  a more  nearly 
normal  oxygenation  of  red  cells  and  improve- 
ment of  general  condition  can  be  achieved  for  a 
time  by  treatment  with  100  per  cent  oxygen 
under  3 or  4 atmospheres  pressure.  This  im- 
proves the  outlook  for  surgery. 

There  are,  however,  certain  hazards  to  patient 
and  personnel.  Normal  human  subjects  breath- 
ing 100  per  cent  oxygen  at  4 atmospheres  ab- 
solute pressure  seldom  are  able  to  go  more  than 
a half  to  three  quarters  of  an  hour  without 
danger  of  convulsions.  At  3 atmospheres,  this 
time  may  be  extended  to  three  hours  for  most 
normal  subjects,  and  at  2 atmospheres,  forty- 
eight  hours.  As  for  personnel,  not  only  they 
but  all  persons  and  property  in  the  surround- 
ing area  may  be  jeopardized  by  improperly 
constructed  or  operated  facilities.  It  is  in- 
cumbent on  all  entering  the  field  to  be  fore- 
armed with  as  much  basic  knowledge  of  prob- 
lems involved  as  possible. 
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Painless  Jaundice 
and  Abdominal  Mass 
in  Elderly  Woman 


Case  history 

Panayotis  Christopoulos,  M.D.:  This 
eighty-year-old  white  female  was  admitted 
to  Knickerbocker  Hospital  on  February 
20,  1965,  because  of  jaundice  and  weight 
loss.  Forty  years  previously  she  had 
undergone  ovarian  resection  for  reasons 
unknown  at  this  time.  She  was  apparently 
in  good  health  until  two  years  prior  to  her 
admission  to  this  hospital,  at  which  time 
she  developed  anorexia,  progressive  fatigue, 
and  weakness  accompanied  by  gradual 
weight  loss  amounting  to  a total  of  65 
pounds  at  the  time  of  admission.  She 
had  been  receiving  oral  iron  preparations 
but  no  other  drugs  during  the  six  months 
preceding  hospitalization. 

A few  weeks  prior  to  admission,  she 
noticed  progressive  jaundice  of  the  scleras 
and  skin  with  darkening  of  the  urine;  her 
stool  had  been  black  since  institution  of 
iron  therapy.  Aside  from  occasional  vague, 
diffuse  abdominal  discomfort,  she  denied 
any  severe  abdominal  pain.  She  also 
denied  any  nausea,  vomiting,  hematemesis, 
pruritus,  change  in  bowel  habits,  or 
fever. 

No  past  episode  of  jaundice  had  been 
experienced,  nor  was  there  history  of 
contact  with  anyone  suffering  from  jaun- 
dice, exposure  to  alcohol,  or  fatty  food  in- 
tolerance. System  review  was  noncon- 
tributory. 

Physical  examination  revealed  an  elderly 
woman  who  was  deeply  icteric,  poorly 


nourished,  and  dehydrated  but  was  co- 
operative and  not  in  acute  distress.  Her 
temperature  was  101  F.,  pulse  82,  respira- 
tions 20,  and  blood  pressure  100/50.  The 
scleras  were  deeply  icteric;  the  pupils 
and  ocular  fundi  were  normal.  The 
parotid  glands  were  not  enlarged,  the  neck 
veins  were  flat,  and  no  lymph  nodes  were 
palpable.  The  lungs  were  clear,  and 
cardiac  signs  were  unremarkable  except 
for  a Grade  I apical  systolic  murmur. 
The  abdomen  was  not  distended,  and  no 
tenderness  was  felt  over  the  epigastrium 
and  right  upper  quadrant.  The  liver  edge 
was  firm,  not  particularly  tender,  slightly 
irregular,  and  extended  4 fingerbreadths 
below  the  right  costal  margin  during  deep 
inspiration.  A discrete  pyriform  mass, 
approximately  10  cm.  in  diameter,  of  less 
firm  consistency  could  be  palpated  in  the 
right  upper  quadrant;  it  was  nontender 
and  movable  on  inspiration  and  palpation. 
Splenomegaly  or  ascites  were  not  noted. 
There  was  a 1 plus  pretibial  pitting  edema. 
Spider  angiomata,  palmar  erythema,  and 
abdominal  collateral  circulation  were  not 
present. 

The  urine  gave  an  acid  reaction;  no 
albumin,  sugar,  or  acetone  were  present; 
and  the  specific  gravity  was  1:010.  The 
centrifuged  specimen  showed  12  to  14  red 
blood  cells  and  9 to  12  white  blood  cells 
in  each  high-power  field.  The  reaction  for 
bile  was  strongly  positive,  but  a test 
for  urobilinogen  gave  negative  findings. 
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The  hemoglobin  was  9.1  Gm.  per  100  ml., 
and  the  hematocrit  was  28.  The  white 
cell  count  was  13,500  per  millimeter  cubed 
with  84  per  cent  neutrophils  and  16  per 
cent  lymphocytes.  The  sedimentation 
rate  was  60  mm.  per  hour.  The  fasting 
blood  sugar  was  131  mg.,  blood  urea  nitro- 
gen 70  mg.,  serum  creatinine  4.8  mg.,  cal- 
cium 8.4  mg.,  and  phosphorus  4.5  mg.  per 
100  ml.  The  total  blood  cholesterol  level 
was  446  mg.  with  an  esterified  fraction  of 
100  mg.  per  100  ml.  The  total  bilirubin 
was  22.4  mg.  with  an  indirect  fraction  of 
5.4  mg.  per  100  ml.  Alkaline  phosphatase 
determination  was  10.8  units  on  two  oc- 
casions, and  the  cephalin  flocculation  was 
4 plus  positive.  Total  protein  was  4.4  Gm. 
per  100  ml.  with  an  albumin-globulin  ratio 
of  2.6: 1.8.  Serum  sodium  was  135  mEq., 
chlorides  115  mEq.,  potassium  3.7  mEq., 
and  carbon  dioxide  combining  power  17 
mM.  per  liter.  The  serum  glutamic  oxal- 
acetic  transaminase  was  142  units.  Pro- 
thrombin time  estimation  was  14.9  sec- 
onds with  a control  of  12.2  seconds. 

An  electrocardiogram  showed  sinus 
rhythm  with  rather  small  QRS  deflections. 
An  x-ray  film  of  the  chest  showed  mild 
cardiac  enlargement  with  calcification  of 
the  aortic  knob;  a small  density  super- 
imposed on  the  heart  was  noted  also. 

The  patient  was  given  intravenous  fluids, 
and  her  temperature  soon  returned  to  nor- 
mal levels.  Her  urine  output  was  normal 
for  the  first  two  days.  On  the  second  day 
of  admission  the  patient  passed  tarry  stools 
and  vomited  coffee-ground  material,  both 
of  which  gave  a positive  guaiac  reaction. 
The  vital  signs  remained  unchanged,  and 
she  was  given  2 units  of  whole  blood  on  the 
same  day  as  well  as  injections  of  vitamin  K. 
The  hemoglobin  level  was  stabilized  with 
the  aid  of  transfusions,  and  gastrointestinal 
bleeding  did  not  recur. 

On  the  fifth  hospital  day  an  operation  was 
performed. 

Discussion 

Jerome  Kamlet,  M.D.*:  In  this  case 
we  are  concerned  with  an  apparently  con- 
tinuous disease  process  of  two  years  dura- 
tion in  an  elderly  woman  whose  only  prior 
history  was  of  a remote  and  probably  un- 
related ovarian  resection.  Appearing  first 
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was  anorexia,  said  to  be  nonselective  and 
not  related  to  any  degree  of  dyspepsia.  Con- 
sequentially, there  was  weight  loss  of  con- 
siderable magnitude,  eventual  anemia  at- 
tributed to  iron  deficiency,  and  finally 
yellow  eyes  and  skin  and  dark  urine. 
Several  weeks  elapsed,  however,  before 
she  was  finally  admitted  to  the  hospital 
in  rather  poor  condition. 

Icterus,  dehydration,  fever,  and  evidence 
of  chronic  disease  were  obvious  at  admis- 
sion. The  liver  was  enlarged,  and  there 
was  a mass  in  the  right  upper  quadrant. 
If  the  liver  is  well  described,  we  lack  pre- 
cision concerning  the  characteristics  of  the 
mass.  Important  negative  observations 
were  the  absence  of  signs  of  portal  hyper- 
tension, abdominal  tenderness,  spleno- 
megaly, peripheral  lymphadenopathy,  or 
evidence  of  encephalopathy.  The  pulse 
was  slow  in  relation  to  the  degree  of  fever. 
Laboratory  tests  showed  anemia,  leuko- 
cytosis with  granulocytosis,  low  urine  spe- 
cific gravity,  and  abnormal  urine  sediment 
without  albuminuria.  Urine  tests  gave 
positive  results  for  bile  and  negative  results 
for  urobilinogen.  Electrocardiographic  and 
radiologic  studies  were  not  remarkable. 

On  hydration  the  patient  improved,  and 
her  urinary  output  was  adequate.  How- 
ever, on  the  second  day  significant  hema- 
temesis  and  melena  occurred.  A battery 
of  laboratory  tests  gave  results  which  in- 
dicated the  presence  of  a renal  problem  with 
azotemia.  Tests  of  liver  function  showed 
clear  evidence  of  serious  liver  disease,  but 
no  characteristic  or  classical  pattern  seems 
to  be  evident  from  the  laboratory  reports. 

Four  general  factors  of  this  case  dominate 
our  diagnostic  and  pathophysiologic  con- 
siderations: (1)  jaundice,  (2)  mass,  (3) 

anemia  and  gastrointestinal  bleeding,  and 
(4)  renal  disease  or  dysfunction.  In  an 
azotemic,  jaundiced,  chronically  and 
acutely  ill  patient,  we  can  expect  a variable 
decrease  in  red  cell  survival.  Neverthe- 
less, we  can  safely  eliminate  hemolysis  as  a 
significant  cause  of  icterus.  This  brings 
us  to  the  familar  problem  in  differential 
diagnosis:  surgical  versus  medical  jaundice 
and,  eventually,  intrahepatic  versus  extra- 
hepatic  obstruction.  Clinically,  we  can 
exclude  a number  of  well-known  medical 
causes  of  jaundice:  hepatitis  and  infiltra- 
tive diseases  such  as  tuberculosis,  sar- 
coidosis, and  amyloidosis.  The  prolonged, 
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progressive  course  favors  extrahepatic  ob- 
struction, but  cholangitis  may  cause  fluc- 
tuating jaundice  in  complete  extrahepatic 
obstruction.  The  absence  of  pruritus  is 
helpful,  but  only  one  third  of  the  patients 
having  obstructive  jaundice  suffer  from 
pruritus.  The  tint  of  the  jaundice  and  the 
character  of  the  stool  add  nothing  to  our 
discussion,  so  we  must  turn  to  the  lab- 
oratory data. 

Classically,  obstructive  jaundice  is  char- 
acterized by  a predominance  of  direct- 
reacting  bilirubin,  choluria,  absence  of 
urinary  urobilinogen,  elevated  alkaline 
phosphatase,  and  increased  total  cholesterol 
which  is  probably  the  best  sign  of  extra- 
hepatic obstruction  and  may  be  seen  in 
conjunction  with  obstruction  in  a fatty 
liver.  Conversely,  the  positive  cephalin 
flocculation  test  and  mildly  elevated  trans- 
aminase level  suggest  a degree  of  hepato- 
cellular damage,  possibly  the  result  of 
cholangitis.  However,  if  a significant  degree 
of  hepatocellular  damage  is  present  in 
conjunction  with  obstruction,  the  eleva- 
tion of  alkaline  phosphatase  may  not  be  so 
great  as  in  uncomplicated  obstruction. 
This  may  well  account  for  the  observation 
that  the  elevation  in  this  patient  was  only 
to  10.8  Bodansky  units.  Recently,  it  has 
been  shown  that  the  increase  in  this  enzyme 
in  obstructive  jaundice  is  the  result  of  over- 
production rather  than  of  simple  reflux. 
The  patient’s  precarious  clinical  status  and 
the  development  of  gastrointestinal  bleed- 
ing rendered  it  unwise  to  pursue  such 
additional  diagnostic  procedures  as  trans- 
hepatic  cholangiography,  liver  biopsy,  ex- 
amination of  duodenal  drainage,  or  thera- 
peutic trial  of  steroids.  I might  add, 
parenthetically,  that  liver  biopsy  is  be- 
coming less  and  less  anathema  in  obstruc- 
tive jaundice,  but  the  results  are  often 
difficult  to  interpret,  and  the  procedure  was 
not  clearly  indicated  in  this  patient. 

Central  to  this  discussion  is  the  nature 
of  the  mass  in  the  right  upper  quadrant. 
A pyriform  shape  suggests  that  it  probably 
was  the  gallbladder,  but  we  must  also 
consider  other  possibilities  such  as  hyper- 
trophied lobe  of  the  liver;  large  hepatic 
nodule;  neoplasm;  matted  lymph  nodes 
in  the  porta  hepatis;  secondary  deposits 
from  a primary  carcinoma  of  the  stomach, 
pancreas,  or  bile  ducts;  and  even  lympho- 
sarcoma. Unfortunately,  the  patient’s 


condition  did  not  warrant  x-ray  contrast 
studies  of  the  abdomen. 

The  patient  was  anemic  on  admission 
and  subsequently  bled  significantly.  The 
anemia  was  of  the  mildly  hypochromic, 
normocytic  variety.  Without  a guaiac 
stool  test  on  admission,  we  can  speculate 
that  blood  may  already  have  been  present 
in  the  gut.  However,  the  degree  of  anemia 
may  be  consistent  with  a variety  of  causes 
such  as  acute  bleeding,  chronic  blood  loss, 
iron  deficiency,  low-grade  hemolysis,  car- 
cinoma, infection,  renal  disease,  or  any 
combination  of  these.  I do  not  think  the 
fact  that  the  patient  was  anemic  is  going 
to  lead  us  to  a specific  diagnosis.  In  a 
very  ill  patient  the  occurrence  of  an  episode 
of  acute  gastrointestinal  bleeding  makes  one 
think  of  acute  ulceration  of  the  Curling  or 
Cushing  type  or  erosive  gastritis.  There  is 
an  increased  incidence  of  peptic  ulcera- 
tion in  hepatobiliary  disease.  We  also 
might  consider  a disturbance  in  the  coag- 
ulation mechanism.  The  important  ques- 
tion, however,  is  whether  or  not  the  site  of 
bleeding  was  directly  related  to  the  cause 
of  jaundice.  I believe  it  was. 

It  is  not  likely  that  the  abnormal 
urinary  sediment  and  evidence  of  nitrogen 
retention  were  of  direct  diagnostic  im- 
portance. The  likelihood  of  mild  diabetes 
mellitus,  the  low  urine  specific  gravity  de- 
spite dehydration,  and  an  electrolyte  pat- 
tern suggestive  of  secondary  tubular  aci- 
dosis support  a diagnosis  of  chronic  pyelo- 
nephritis. Remembering  the  increased 
sensitivity  of  the  kidney  in  liver  disease  to 
diminutions  of  blood  volume,  the  lack  of 
development  of  greater  renal  decompensa- 
tion is  against  the  existence  of  serious  under- 
lying renal  disease.  Did  the  patient  show 
evidence  of  the  hepatorenal  syndrome, 
whatever  that  may  be?  I do  not  doubt 
that  bile  was  present  in  her  tubules,  but  are 
the  characteristic  findings  of  bile  nephrosis 
responsible  for  any  degree  of  renal  in- 
sufficiency with  or  without  oliguria?  Some 
observers  attribute  this  syndrome  to  the 
repercussion  of  endocrine-determined  elec- 
trolyte disorders  on  the  kidney.  More 
recently,  minor  alterations  of  the  glomeruli 
and  tubules  have  been  described  which 
lend  some  morphologic  support  to  the 
controversial  entity  of  hepatic  glomerulitis 
and  establish  a link  between  the  frequent 
finding  of  albuminuria  and  abnormal  urine 
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sediment  in  hepatobiliary  disease  and  the 
increased  incidence  of  glomerulonephritis 
reported  in  liver  cirrhosis. 

Returning  to  our  diagnostic  problem,  I 
believe  that  we  can  exclude  primary 
hepatocellular  disease  and  intrahepatic 
obstruction  even  if  the  right  upper  quad- 
rant mass  is  not  the  gallbladder.  An  atypi- 
cal variety  of  liver  cirrhosis  is  an  unlikely 
diagnosis  because  of  the  duration  of  de- 
terioration prior  to  the  appearance  of 
jaundice.  A hepatoma  superimposed  on 
hemochromatosis  would  rarely  cause  gastro- 
intestinal bleeding.  The  high  cholesterol 
and  the  low  alkaline  phosphatase  to  bili- 
rubin ratio  virtually  exclude  metastatic 
disease  of  the  liver.  Primary  pericho- 
langitis would  feature  manifestations  of  an 
infectious  process. 

There  remains  then  the  diagnosis  of 
extrahepatic  obstructive  jaundice  which  is 
painless  and  characterized  by  a pal- 
pable gallbladder,  mild  diabetes,  anemia, 
and  wasting.  Carcinoma  of  the  head  of 
the  pancreas  is  a strong  possibility,  but 
although  melena  is  described  in  pancreatic 
carcinoma,  gross  bleeding  from  the  bowel 
is  not.  The  absence  of  pruritus,  dyspepsia, 
steatorrhea,  and  thrombophlebitis  are  rela- 
tively minor  objections.  A word  about 
sundry  axioms  and  Courvoisier’s  law: 
Pain  is  present  in  65  per  cent  of  patients 
with  carcinoma  of  the  pancreas  and  is 
more  frequent  than  jaundice  as  an  initial 
symptom.  The  gallbladder  is  palpable  in 
about  25  per  cent  of  the  cases.  Thus  we 
are  bound  to  consider  the  too  frequently 
unexpected  impacted  common  duct  stone. 
Hemorrhage  from  an  impacted  gallstone  is 
not  uncommon  although  hematemesis  is. 
However,  the  absence  of  pain,  the  palpable 
gallbladder,  and  the  wasting  course  of  the 
disease  all  but  eliminate  this  diagnosis. 

Having  gone  through  this  analysis,  I 
must  say  that  the  only  type  of  disease  proc- 
ess I would  seriously  consider  in  this  patient 
is  a malignant  neoplasm.  Tumors  of  the 
upper  abdomen  which  might  produce  this 
picture  are  primary  carcinoma  or  lympho- 
sarcoma of  the  stomach,  lymphoma  pri- 
mary in  nodes  of  the  porta  hepatis  and 
peripancreatic  area,  primary  carcinoma 
of  the  duodenum,  and  carcinomas  of  the 
biliary  tree  including  the  papilla  of  Vater. 
Let  us  consider  each  of  these  separately. 

Primary  carcinoma  or  lymphosarcoma 


of  the  stomach  may  often  appear  as  a 
wasting  disease  followed  by  an  acute  epi- 
sode of  gastrointestinal  bleeding.  Such 
tumors  may  conceivably  cause  extrahepatic 
obstruction  by  pressure  on  the  bile  ducts, 
but  this  is  extremely  rare  even  when  the 
neoplasm  infiltrates  the  porta  hepatis. 
A primary  lymphoma  in  the  regional  nodes 
which  was  sufficiently  advanced  to  produce 
this  degree  of  wasting  should  show  evidence 
of  multicentric  origin  or  spread.  In  ad- 
vanced abdominal  or  retroperitoneal  lym- 
phomas there  is  usually  some  clue  in  the 
hematologic  picture,  or  splenomegaly  may 
be  present.  I shall  exclude  these  types  of 
cancer  as  less  likely  than  others. 

The  rare  case  of  primary  carcinoma  or 
sarcoma  of  the  duodenum  is  most  often 
peripapillary,  causes  symptoms  suggesting 
peptic  ulcer,  and  usually  causes  pain  and 
duodenal  obstruction  by  the  time  obstruc- 
tive jaundice  and  bleeding  appear.  I 
cannot  affirm  such  a diagnosis. 

Primary  carcinoma  of  the  gallbladder  or 
common  bile  duct  usually  appears  with 
nonspecific  manifestations  of  gallbladder 
disease,  rarely  bleeds,  and  pursues  a rapid 
downhill  course. 

The  tumor  that  fits  this  case  quite  well 
is  a primary  carcinoma  of  the  ampulla  of 
Vater.  Relatively  common  and  often 
underdiagnosed,  90  per  cent  of  the  cases 
are  associated  with  an  hydropic  gallbladder. 
Bleeding  is  a characteristic  feature,  and 
painless  jaundice  is  more  frequent  than  in 
carcinoma  of  the  head  of  the  pancreas. 
The  papillary  form  of  the  tumor  arises  in 
the  ampulla,  causing  early  obstruction. 
The  ulcerating  form  bleeds  early  and  in- 
vades the  tissues  around  the  ampulla.  The 
prognosis  is  somewhat  better  than  that  of 
other  carcinomas  in  this  area.  It  is  felt 
that  most  of  the  five-year  cures  obtained 
by  the  Whipple  procedure  are  in  cases  of 
carcinoma  of  the  ampulla  rather  than  of 
the  pancreas.  I would  infer  that  the  oper- 
ation performed  on  the  fifth  hospital  day 
was  a laparotomy,  possibly  resulting  in  a 
Roux-en-Y  anastomosis.  If  common  duct 
exploration  or  duodenostomy  could  not  be 
carried  out,  the  diagnosis  of  the  precise 
primary  site  may  remain  in  doubt. 

John  Lambert,  M.D.:  Our  preoperative 
management  and  diagnostic  procedures 
were  somewhat  abbreviated  because  of  the 
poor  condition  of  the  patient.  We  were 
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FIGURE  1.  Photograph  showing  bisected  annular 
constricting  tumor  (upper  black  arrow)  encasing 
hepatic  duct  bifurcation;  dilated  right  and  left 
hepatic  duct  tributaries  above;  extension  of 
tumor  along  common  hepatic  duct  below  with 
obstruction  and  dilatation  of  cystic  duct;  thick- 
ened, leathery,  focally  ulcerated  gallbladder  with 
cholecystostomy  at  fundus;  and  narrow  common 
bile  duct  communicating  with  duodenum  (lower 
black  arrow)  through  normal  ampulla  of  Vater. 


we  elected  to  explore  the  upper  abdomen 
in  an  effort  to  relieve  obstruction  for  what- 
ever benefit  might  accrue  to  her.  Our 
impression  was  that  she  had  a malignant 
tumor,  most  likely  in  the  head  of  the 
pancreas,  and  that  any  procedure  we  might 
attempt  would  be  only  palliative. 

Jerome  Morey,  M.D.:  Is  it  not  true 
that  some  cases  of  carcinoma  of  the  ampulla 
of  Vater  do  follow  a more  rapid  course? 

Dr.  Kamlet:  By  and  large,  carcinoma 
of  the  ampulla  proceeds  at  a more  leisurely 
rate  than  carcinoma  of  the  pancreas  or  of 
the  gallbladder.  However,  as  in  any  neo- 
plasm, there  is  considerable  variation  from 
patient  to  patient. 

Clinical  diagnoses 

1.  Carcinoma  of  head  of  pancreas 

2.  ( Obstructive  jaundice) 


convinced  that  she  had  obstructive  jaun-  Camlet’s  diagnosis 

dice,  and  as  soon  as  she  was  reasonably 

well  hydrated  and  in  electrolyte  balance,  1.  Carcinoma  of  ampulla  of  Vater 


FIGURE  2.  (A)  High  magnification  of 
tumor  showing  sclerotic  stroma  and 
epithelial  nests  composed  of  mod- 
erately pleomorphic  columnar  cells 
with  generally  hyperchromatic  nuclei 
exhibiting  prominent  nucleoli  and 
frequent  mitotic  activity.  (B)  and 
(C)  Section  through  tumor  at  hepatic 
duct  bifurcation  showing  perineural 
lymphatic  invasion. 


. 
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FIGURE  3.  Gross  photograph  of  liver  showing 
exaggerated  lobular  pattern.  Dark  areas  corre- 
spond to  bile-stained  central  zones. 


Pathologic  report 

John  Kwittken,  M.D.:  Before  I present 
the  pathologic  finding,  let  us  hear  what  was 
found  at  laparotomy. 

Dr.  Lambert:  Laparotomy  was  per- 

formed under  local  anesthesia  because  of 
the  poor  condition  of  the  patient.  The 
liver  was  enlarged  but  did  not  appear  to 
have  any  metastatic  nodules.  There  was  a 
mass  at  approximately  the  junction  of  the 
cystic  and  hepatic  duct.  The  gallbladder 
was  markedly  distended.  The  gallbladder 
was  drained,  and  the  wound  closed.  Her 
postoperative  course  was  progressively 
downhill,  and  she  died  a week  later. 

Dr.  Kwittken.  At  autopsy  the  patient 
was  cachectic  and  deeply  jaundiced.  There 
were  400  cc.  of  clear,  yellow  fluid  in  each 
pleural  cavity,  but  there  was  no  ascitic 
fluid.  The  bifurcation  of  the  hepatic  duct 
was  encased  in  a sheath  of  firm,  neoplastic 
gray  tissue  which  formed  a nodule  meas- 
uring 1.5  cm.  in  diameter  (Fig.  1).  This 
tissue  encircled,  replaced,  and  constricted 
the  hepatic  duct  at  this  point  with  com- 
plete obstruction  of  both  right  and  left 
hepatic  duct  tributaries.  The  extrahepatic 
segments  of  these  ducts,  as  well  as  their 
intrahepatic  ramifications,  were  consider- 
ably dilated.  The  tumor  had  extended 
along  the  hepatic  duct  to  produce  partial 
occlusion  of  the  cystic  duct  orifice.  The 
cystic  duct  was  dilated,  and  the  gallbladder 
was  thickened  and  leathery  with  focal  ul- 
ceration of  its  mucosa.  At  autopsy  the 
gallbladder  was  of  normal  size,  and  a 
cholecystostomy  with  an  indwelling  drain 
was  present  at  the  fundus.  The  common 


FIGURE  4.  Section  of  liver  showing  centrilobular 
degeneration  and  necrosis  (right  upper  half), 
portal  fibrosis,  inflammation  and  ductular  pro- 
liferation (left  lower  half),  and  bile  plug  in  cana- 
liculus (black  arrow). 


bile  duct  was  of  normal  caliber  and  com- 
municated with  the  duodenum  through  a 
normal  ampulla  of  Vater. 

A section  of  the  hepatic  duct  wall  at  the 
bifurcation  revealed  marked  thickening 
and  sclerosis  accompanying  scattered  nests 
of  infiltrating  neoplastic  glands.  These 
glands  were  composed  of  moderately  pleo- 
morphic columnar  cells  showing  nuclear 
hyperchromasia,  prominent  nucleoli,  and 
increased  mitotic  activity  (Fig.  2A).  Peri- 
neural lymphatic  invasion  was  a prominent 
feature  (Fig.  2B  and  C).  There  was  no 
further  gross  or  microscopic  evidence  of 
metastatic  neoplasm  or  further  extension  of 
the  tumor  into  neighboring  structures. 
The  tumor  was  sharply  restricted  to  the 
bifurcation  of  the  hepatic  duct  and  its 
adventitia. 

The  liver  was  slightly  enlarged  (1,620 
Gm.)  and  soft,  showing  a moderate  ex- 
aggeration of  its  lobular  architecture  (Fig. 
3).  The  central  zones  were  dark  green, 
and  the  portal  zones  were  grayish-yellow. 
Histologically,  the  liver  showed  changes 
consistent  with  biliary  hepatitis  secondary 
to  long-standing  extrahepatic  biliary  ob- 
struction (Fig.  4).  These  changes  consisted 
of  diffuse  bile  imbibition  by  both  Kupffer 
cells  and  hepatic  cells  which  was  more 
prominent  toward  the  central  part  of  most 
lobules,  distention  of  bile  canaliculi  by 
thrombi  of  inspissated  bile,  centrilobular  de- 
generation and  necrosis,  portal  fibrosis  and 
ductular  proliferation,  and  inflammatory 
cell  infiltrates  in  portal  tracts. 
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FIGURE  5.  Section  of  gallbladder  showing  fibrosis, 
muscular  hypertrophy,  dense  lymphocytic  in- 
filtrates, and  flat  mucosal  lining. 


The  gallbladder  showed  evidence  of 
long-standing  inflammation  with  diffuse 
fibrosis,  muscular  hypertrophy,  dense  lym- 
phocytic infiltration,  and  a degraded  lining 
consisting  for  the  most  part  of  a single 
layer  of  flat  cells  (Fig.  5). 

The  other  parenchymatous  organs  ex- 
hibited varying  degrees  of  bile  staining. 
In  particular,  the  kidneys  showed  diffuse, 
moderate  vascular  disease  as  well  as  so- 
called  cholemic  nephrosis  (Fig.  6).  Many 
of  the  renal  tubules  contained  bile  casts; 
the  tubular  epithelium  near  them  was 
degenerated;  and  there  was  often  a mild 
lymphocytic  infiltrate  in  the  interstitial 
tissue  near  such  tubules. 

The  aorta  showed  severe  calcific  arterio- 
sclerosis with  ulcerated  plaques.  The  left 
ventricle  was  mildly  hypertrophied.  Pul- 
monary congestion  and  edema  were  present; 
the  lungs  weighed  twice  their  normal 
weight.  Many  diverticula  were  found 
along  the  sigmoid  colon. 

Both  clinically  and  pathologically,  the 
case  represents  a typical  example  of  adeno- 
carcinoma of  the  hepatic  duct  at  its  bi- 
furcation.1 The  liver  changes  are  typical 
of  those  following  prolonged  obstruction 
of  the  extrahepatic  biliary  tree.2  The  im- 
mediate cause  of  death  was  hepatocellular 
and  renal  failure  secondary  to  biliary  ob- 
struction by  neoplasm.  Because  these 
tumors  tend  to  remain  localized,  or,  if 
metastases  do  occur,  they  are  generally 
small  and  few  in  number,  it  is  worth  while 
to  diagnose  such  cases  early  so  that  pallia- 


FIGURE  6.  Section  of  kidney  showing  advanced 
stenosing  arteriolar  disease  (right  half)  and  dilated 
tubules  with  bile  casts  (black  arrow)  associated 
with  epithelial  degeneration  and  adjacent  lym- 
phocytic infiltrates  within  stroma  (left  half). 

tive  surgery  can  be  done.  At  laparotomy, 
the  surgeon  must  not  fail  to  explore  the 
region  of  the  hepatic  duct  bifurcation; 
otherwise  such  small  tumors  may  be  over- 
looked. With  early  relief  of  biliary  ob- 
struction, in  some  instances  surprisingly 
long  periods  of  palliation  may  be  achieved. 

Final  anatomic  diagnoses 

1.  Sclerosing  adenocarcinoma  of  hepatic 
duct  bifurcation,  obstructing 

2.  Cholestatic  hepatitis,  advanced 

3.  Icterus,  severe 

4.  Acute  pulmonary  congestion  and  edema 

5.  Pleural  effusion,  bilateral 

6.  Cholemic  nephrosis 

7.  Arterial  and  arteriolonephrosclerosis, 
moderaie 

8.  Status  postcholecystostomy , recent,  with 
chronic  cholecystitis 

9.  Cachexia 

10  Cardiac  hypertrophy,  left  ventricle, 
mild 

11.  Calcific,  ulcerative  arteriosclerosis, 
aorta,  advanced 

12.  Diverticulosis,  sigmoid  colon 
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T HE  spleen,  unlike  other  intra-abdomi- 
nal viscera  such  as  the  liver,  kidney,  and 
ovary,  is  seldom  the  seat  of  cystic  changes. 
Most  of  these  lesions  are  often  only  diag- 
nosed post  mortem,  although  about  25  per 
cent  are  calcified  and  may  be  found  on 
a routine  roentgenologic  examination.1 
Fowler,  in  1953, 2 published  the  best  collec- 
tive review  of  265  nonparasitic  benign 
splenic  cysts  since  Andral’s  original  report 
in  1829. 3 Since  his  report  in  1953  to  date, 
less  than  100  additional  cases  have  been 
reported  in  the  literature.  He  suggested 
the  following  classification  for  splenic  cysts: 

I.  Parasitic  cysts — mainly  hydatid 

II.  Primary  nonparasitic  cysts — with 
cellular  lining;  component  endo- 
thelium 

A.  Congenital 

B.  Traumatic 

C.  Inflammatory 

1.  Infoliation  cysts 

2.  Dilatation  cysts;  lymphangiec- 

tatic  polycystic  disease 

D.  Neoplastic  cysts 

1.  Dermoid  (noncomponent  epi- 

thelium) 

2.  Epidermoid  (noncomponent  epi- 

thelium) 

3.  Lymphangioma 

4.  Benign,  cavernous,  and  capillary 

hemangioma 

III.  Secondary  nonparasitic  cysts — no 
cellular  lining 


A.  Traumatic  (blood  and  serous  type) 

B.  Degenerative  (liquefaction) 

C.  Inflammatory  (necrosis — tubercu- 

losis) 

The  traumatic  hemorrhagic  variety  ac- 
counts for  approximately  50  per  cent  of  all 
splenic  cysts,  which  further  demonstrates 
the  rarity  of  this  entity.  This  infrequency 
of  the  disease  plus  a few  unusual  features 
prompted  us  to  report  these  2 cases  seen  at 
the  Memorial  Hospital  for  Cancer  and 
Allied  Diseases. 

Case  reports 

Case  1.  A forty-six-year-old  female 
was  admitted  here  in  January,  1957,  with  a 
palpable  mass  in  left  upper  quadrant.  The 
patient  stated  that  approximately  one  year 
prior  to  admission,  she  developed  a pain  in 
her  left  upper  quadrant  which  spontane- 
ously diminished  after  some  form  of  medical 
treatment.  However,  about  three  weeks 
prior  to  admission,  she  developed  a pain  in 
the  left  side  of  the  abdomen,  and  a mass  was 
palpated  in  the  left  upper  quadrant.  A de- 
tailed physical  examination  failed  to  show 
any  other  evidence  of  systemic  disease.  A 
flat  plate  of  the  abdomen  showed  a cystic 
(10  to  12  cm.)  lesion  in  the  left  upper  quad- 
rant. This  mass  had  a distinct  calcific  shell 
in  its  outer  and  lower  border.  The  origin  of 
this  cyst  was  considered  to  be  in  the  upper 
pole  of  the  left  kidney  or  tail  of  the  pancreas. 
A splenic  cyst  was  considered  but  not  as 
a serious  possibility.  Nephrotomograms 
showed  that  the  lesion  was  anteriorly 
placed,  and  the  possibility  of  a splenic  cyst 
was  then  seriously  entertained. 

The  patient  was  explored  in  January, 
1957,  and  a large  splenic  cyst  containing 
1,500  cc.  of  hemorrhagic  fluid  was  noted 
(Fig.  1).  The  rest  of  the  abdominal  cavity 
was  normal.  A splenectomy  was  per- 
formed. 

Morbid  anatomy.  The  spleen  measured 
12  cm.  by  7 cm.  by  30  cm.,  and  a cyst  was 
found  at  the  lower  lateral  margin  within  the 
capsule  measuring  about  12  cm.  in  diam- 
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tion. 

eter.  It  had  a dense  fibrous  capsule  with  a 
yellowish-grey  smooth  lining.  The  re- 
mainder of  the  splenic  tissue  was  normal. 
The  cyst  had  a fibrous  wall  lined  by  flat- 
tened nonspecific  cells,  and  it  showed  areas 
of  organizing  hemorrhage. 

Her  postoperative  course  was  smooth, 
and  she  was  discharged  on  the  fourteenth 
postoperative  day.  She  has  been  followed 
in  the  clinic  since  then  and  has  remained 
well  to  date. 

Comment.  This  cyst  falls  in  the  Fowler’s 
group  II  traumatic  type  because  of  its 
cellular  lining.  Although  no  definite  his- 
tory of  trauma  could  be  obtained  from  this 
patient,  it  must  be  recognized  that  she  did 
not  speak  English  well,  and  a language 
barrier  was  possibly  the  reason  why  no 
history  of  trauma  was  available. 

Case  2.  A sixty-one-year-old  white 
female  was  admitted  to  Memorial  Hospital 
in  October,  1948,  with  a seven-month 
history  of  pain  in  the  left  side  of  the  abdo- 
men. On  detailed  questioning,  she  stated 
that  approximately  nine  months  ago  she 
sustained  a blow  to  the  the  left  upper  quad- 
rant while  falling  down  the  stairs.  The 
immediate  pain  diminished  and  slowly 
disappeared  for  two  months  following  this 
injury.  For  the  last  seven  months  however, 
there  has  been  a persistent  nagging  non- 
radiating pain  in  the  left  upper  quadrant. 


FIGURE  2.  Case  2.  Photograph  of  spleen  show- 
ing multiple  cysts.  Note  ragged  wall  of  pseudo- 
cyst. 

The  physical  examination  showed  the 
presence  of  a movable  mass  in  left  upper 
quadrant  3 fingerbreadths  below  the  costal 
margin.  The  upper  gastrointestinal  series 
demonstrated  a mass  impinging  on  the 
greater  curvature  of  the  stomach,  and  the 
barium  enema  showed  a pressure  defect  on 
the  splenic  flexure.  These  physical  find- 
ings and  x-ray  observations  suggested 
splenic  disease,  so  the  patient  was  explored 
on  October  21,  1948. 

On  exploration,  a greatly  enlarged  spleen 
intimately  adherent  to  the  diaphragm,  left 
kidney,  greater  curvature  of  the  stomach, 
and  splenic  flexure  of  the  colon  was  noted. 
The  lateral  surface  of  the  spleen  at  the 
upper  pole  was  surrounded  by  a dense  cap- 
sule intimately  adherent  to  the  spleen  and 
the  under  surface  of  the  diaphragm.  There 
were  no  other  positive  findings  in  the  abdo- 
men. A splenectomy  was  performed  with 
considerable  difficulty. 

Morbid  anatomy.  The  spleen  measured 
14  cm.  by  10  cm.  by  7.5  cm.  and  weighed 
600  Gm.  The  capsule  was  fairly  thick  with 
a light  bluish  color.  On  sectioning,  the 
splenic  pulp  bulged  slightly  beyond  the 
capsule.  There  were  multiple  large  hemor- 
rhagic cystic  areas  in  the  splenic  paren- 
chyma (Fig.  2).  One  measured  4 by  3.5 
cm.  Another  similar  structure  measured  6 
by  3 cm.  This  latter  cyst  was  filled  with 
coagulated  blood  and  fibrin  which  was  rub- 
bery in  consistency.  On  further  sectioning 
this,  the  cyst  communicated  with  a large 
defect  in  the  diaphragmatic  surface  of  the 
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FIGURE  3.  Sketch  of  relation  of  pseudocyst  to 
adjacent  structures  seen  at  operation  (coronal 
section). 


spleen  (Fig.  3).  This  structure  occupied 
almost  the  entire  lateral  surface  measuring 
11  by  8 cm.  On  opening  this,  a ragged, 
reddish-gray,  rubbery  substance  consistent 
with  fibrin  was  encountered.  Microscopic 
study  failed  to  show  any  significant  lining  of 
the  cyst  or  any  abnormal  condition  in  the 
spleen.  The  sections  from  the  extra 
splenic  subdiaphragmatic  cyst  wall  showed 
only  chronic  inflammation  and  fibrosis. 

The  patient  had  a fairly  even  postopera- 
tive course  and  was  discharged  on  the  six- 
teenth postoperative  day.  She  remained 
well  following  surgery  for  four  years  and 
died  of  a cerebrovascular  accident.  No 
autopsy  was  obtained. 

Comment.  This  case  presents  two  inter- 
esting facets:  one,  the  time  interval  of  nine 
months  before  the  traumatic  cyst  needed 
splenectomy.  Second,  the  traumatic  cyst 
was  not  confined  to  the  splenic  parenchyma 
but  extended  beyond  the  capsule  and 
formed  a pseudocyst  of  the  spleen.  This 
case  can  be  classified  in  Fowler’s  group  III 
type  of  traumatic  cysts  of  the  spleen. 

Comment 

Benign  cysts  of  the  spleen  are  a fascinat- 
ing subject,  and  this  has  been  discussed 
quite  exhaustively  by  Fowler2  and  Hoff- 


man.4 Fowler’s  detailed  classification  is 
founded  on  an  unproved  cause  and  is  rather 
cumbersome.  A more  useful  practical 
classification  has  been  suggested  by  Martin,5 
which  is  as  follows: 

I.  True  cysts  with  cellular  lining 

A.  Congenital 

B.  Neoplastic 

II.  False  cysts  without  a true  cellular 

lining 

The  etiopathogenesis  of  hemorrhagic 
splenic  cysts  is  not  well  understood  in  many 
cases  as  in  Case  1.  It  has  been  postulated 
that  some  hemorrhagic  cysts  may  originate 
from  spontaneous  bleeding  into  cystic 
structures  arising  by  infoliation  or  inflam- 
matory ectasia.  Schechter,  Owens,  and 
Palmieri6  feel  that  hemorrhagic  cysts  of 
spleen  can  be  subdivided  on  a functional 
basis  into  two  broad  classes:  (1)  those 

secondary  to  antecedent  disease  in  which 
trauma  may  or  may  not  be  superimposed, 
and  (2)  those  stemming  from  injury  to  a 
previously  normal  organ. 

In  patients  with  antecedent  disease,  it  is 
quite  evident  that  the  disease  process 
produces  a splenomegaly  which  increases 
the  susceptibility  to  contusive  damage. 
Hemorrhagic  cysts  have  been  reported  in 
patients  with  malaria,  kala-azar,  schistoso- 
miasis, typhoid  fever,  tuberculosis,  leuke- 
mia, and  infectious  mononucleosis.  If  a 
rupture  of  the  viscus  does  not  take  place,  a 
hematoma  may  form  either  subcapsularly 
or  within  the  splenic  parenchyma  and  will 
progress  to  form  a cyst.  The  type  of 
trauma  may  be  so  minimal  that  it  is  likely 
to  be  forgotten,  giving  the  impression  of  a 
spontaneous  rupture  which  then  follows  the 
afore-mentioned  chain  of  events. 

A hemorrhagic  cyst  from  the  second  cate- 
gory is  almost  always  subcapsular.  Usu- 
ally a definite  history  of  trauma  can  be  ob- 
tained as  in  Case  2;  however  in  Case  1 a 
definite  history  of  trauma  was  never  ob- 
tained. In  the  second  case,  a time  interval 
of  nine  months  was  observed  between  the 
history  of  trauma  and  presentation  of  a 
cyst.  The  rate  of  growth  of  splenic  cysts 
in  this  category  can  be  absolutely  erratic: 
although  about  50  per  cent  of  the  cysts 
become  noticeable  within  three  years,  they 
have  been  described  as  late  as  forty  years. 
The  clinical  picture  may  remain  noncon- 
tributory until  either  continuous,  intermit- 
tent, or  sudden  extravasation  of  blood 
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causes  alterations  in  the  dimensions  of  the 
cyst  producing  a pseudocyst  as  in  Case  2. 
Usually  the  symptoms  are  referable  to  the 
gastrointestinal  tract.  The  most  impor- 
tant diagnostic  factor  is  the  high  index  of 
suspicion  when  evaluating  a mass  in  the  left 
upper  quadrant  which  could  be  an  enlarged 
spleen. 

There  is  no  laboratory  investigation 
which  is  pathognomonic  of  a splenic  cyst. 
It  has  been  stated  before  that  50  per  cent 
may  show  calcific  rings  on  x-ray  films. 
Upper  gastrointestinal  series  may  show  dis- 
placement of  stomach  or  impingement  on 
the  greater  curvature  of  the  stomach.  But 
even  these  findings  do  not  signify  a splenic 
cyst.  This  only  suggests  splenomegaly. 
Thus  any  patient  with  a splenomegaly,  in 
which  all  forms  of  lymphoma  or  leukemia 
have  been  excluded,  should  be  subjected  to 
an  exploratory  laparotomy.  The  identity 
of  the  disease  can  be  best  established  on  the 
operating  table.  Splenectomy  is  the  only 
method  of  treating  this  disease. 


Gallstones  after  seventy 

In  an  effort  to  clarify  certain  aspects  of  the 
management  of  gallstone  patients  over  seventy 
years  old,  (1)  a large  autopsy  series  over  a four- 
year  period  and  (2)  all  patients  over  seventy 
who  had  undergone  surgery  for  gallbladder 
disease  over  the  same  period  were  studied  by 
J.  C.  Amberg,  M.D.,  and  F.  F.  Zboralske, 
M.D.,  and  the  results  were  reported  in  a recent 
issue  of  Geriatrics.  The  results  appear  to 
indicate  (1)  that  in  the  aged  patient,  the  risk 
of  dying  from  cholecystectomy  appears  greater 
than  it  does  from  simply  awaiting  developments 
and,  therefore,  (2)  that  cholecystectomy  should 
be  reserved  for  those  with  severe  symptoms. 
Those  without  severe  symptoms  may  be  brought 
to  operation  only  if  the  need  for  urgent  surgery 
appears.  In  such  an  event,  the  authors  feel 
that  urgent  surgery  can  be  carried  out  with  a 
minimal  mortality  rate.  In  this  age  group, 
sharp  curtailment  of  cholecystography  is  also 
suggested,  conforming  to  the  surgical  policy. 
Survey  examinations  or  examinations  based 
on  minor  symptoms  should  not  be  made.  This, 


Summary 

Two  cases  of  hemorrhagic  cyst  of  the 
spleen  and  its  pathogenesis  have  been  dis- 
cussed. An  exploratory  laparotomy  and 
splenectomy  are  suggested  as  adequate 
treatment  for  this  rare  condition  which  is 
becoming  more  and  more  common  because 
of  the  variety  of  trauma  to  which  a modern 
man  is  subjected. 
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it  is  felt,  will  result  in  greater  salvage  and  in 
lower  cost  per  patient. 

Gallstones  were  found  in  29.1  per  cent  of  the 
autopsied  patients.  In  an  additional  5.7  per 
cent,  the  gallbladder  had  been  removed. 
Hence,  a total  of  34.8  per  cent  had  had  gall- 
bladder disease  some  time  during  life.  In  the 
autopsied  group  there  were  308  patients  with 
gallstones,  and  in  25  of  these  gallbladder  disease 
appeared  to  have  been  the  primary  cause  of 
death.  This  is  a mortality  rate  of  8.1  per  cent, 
which  can  be  considered  a close  reflection  of  the 
natural  history  of  gallstones,  since  cholecystec- 
tomy was  not  done  in  these  patients.  This 
primary  mortality  rate  from  gallbladder  disease 
shows  that  carcinoma  of  the  gallbladder  and 
acute  cholecystitis  were  the  major  lethal  com- 
plications. An  analysis  of  the  data  shows  that 
after  seventy,  gallbladder  disease  has  slight 
effect  on  the  mortality  rate.  Of  the  63  who  had 
urgent  gallbladder  surgery,  57  were  not  found 
to  have  a malignant  growth.  The  other  6 had  a 
mortality  rate  of  100  per  cent.  In  the  other 
57  there  were  16  deaths,  a mortality  rate  of 
25.4  per  cent.  Another  81  patients  underwent 
elective  surgery.  In  this  group  there  were  6 
deaths,  or  a mortality  rate  of  7.4  per  cent. 
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T he  first  case  of  “pure”  acute  erythremic 
myelosis  was  described  in  1923  by  Di 
Guglielmo.1  As  the  name  implies,  this 
hematologic  disorder  is  characterized  by  a 
generalized  malignant  proliferation  of  the 
nucleated  red  blood  cells.  A survey  of  the 
literature  indicates  that  the  number  of  such 
cases  is  comparatively  small. 

It  is  the  purpose  of  this  article,  first,  to 
report  a fulminating  case  of  acute  erythre- 
mic myelosis  of  the  “pure”  type;  second, 
to  compare  the  findings  in  this  case  with  the 
disease  process  as  it  is  classically  described; 
and  finally  to  review  recent  investigations 
considered  of  significance  in  explaining  the 
characteristics  of  the  disease  process. 

Before  proceeding,  it  would  be  of  value  to 
review  the  terminology  and  classification  of 
the  erythremic  diseases.  At  the  Sixth 
International  Congress  of  Hematology  in 


1956,  Di  Guglielmo  reviewed  the  differen- 
tial diagnosis  of  these  diseases.2  Sche- 
matically it  was  postulated  that  3 types  of 
disorders  could  be  distinguished:  the  pure 
forms,  the  mixed  forms,  and  the  forms  in 
transition.  Figure  1 by  Katsunuma  cited 
by  Di  Guglielmo3  elucidates  the  polyphasic 
characteristics  of  the  myeloproliferative 
diseases. 4,5 

A survey  of  the  literature  indicates  that 
the  “pure”  permanent  form  of  erythromye- 
losis  is  indeed  rare,  and  that  the  erythro- 
leukemic  picture  is  far  more  common. 
Case  reports  indicate  that  a number  of 
patients  with  well-documented  “pure”  type 
erythremic  myelosis  later  developed 
erythroleukemia.6,7  It  is  now  generally 
accepted  that  if  patients  with  the  “pure” 
form  of  the  disease  live  long  enough  they  are 
very  likely  to  develop  pure  acute  myelo- 
blastic  leukemia  as  the  terminal  stage.8,9 

Although  the  case  report  which  follows 
presents  a hematologic  picture  compatible 
with  that  of  “pure”  acute  erythremic  mye- 
losis, it  is  recognized  that  the  patient  may 
have  been  seen  during  only  a single  phase 
of  the  disease. 

Case  report 

A seventy-two-year-old  woman  was  ad- 
mitted to  St.  Vincent’s  Hospital  for  the 
first  time  on  November  8,  1962,  with  a four- 
day  history  of  painful  sores  in  the  mouth, 
on  the  tongue,  and  on  the  lips;  of  bleeding 
gums;  of  purpuric  spots  on  the  chest 
anteriorly  and  posteriorly,  on  the  abdomen 
and  legs;  and  of  tarry  stools. 

The  patient  claimed  that  she  had  been 
quite  well  until  approximately  six  months 
before  admission  when  she  noted  progres- 
sive weakness  and  frequent  headaches. 
Three  months  before  admission  she  noted 
easy  bruising.  Over  the  last  year  she  had 


Pure  Erythromyelosis 


Erythroleukemia 


Pure  Forms  (Permanent) 


►Polyphasic  Forms 


►Pure  erythromyelosis 
►Pure  erythromyelosis 
pure  leukemia 
►Pure  erythromyelosis 
pure  leukemia  — ► 
►Pure  Forms  (Permanent) 


— ► erythroleukemia 
— ► erythroleukemia  — ► 

-►  erythroleukemia  — ► 
reticulosis 


i— ►Erythroleukemia  — ► leukemia 
—►Polyphasic  Forms  —►Erythroleukemia  — ► erythromyelosis 

'—►Erythroleukemia  — ► leukemia  — ► myelofibrosis 


FIGURE  1.  Polyphasic  myeloproliferative  diseases,  formula  by  Katsunuma,  cited  by  Di  Guglielmo.3 
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noted  a weight  loss  of  10  pounds.  She 
stated  that  she  had  taken  no  medications 
other  than  4 to  6 aspirins  per  day  for  relief 
of  headache  in  the  four  days  prior  to  admis- 
sion. There  were  no  complaints  of  bone 
pain,  pruritus,  chills,  or  fever. 

The  past  history  was  unremarkable 
except  for  occasional  episodes  of  epistaxis 
of  mild  degree  occurring  over  the  previous 
several  years. 

The  family  history  was  not  contributory. 

The  following  laboratory  tests  were  done 
just  before  she  was  admitted:  hemoglobin 
7.5  Gm.  per  100  ml.;  red  blood  cells  1,970,- 
000,  white  blood  cells  3,300,  platelets 
48,000  per  cu.  mm.;  and  a sedimentation 
rate  of  19  mm.  in  one  hour.  There  was  no 
description  of  the  peripheral  smear. 

On  physical  examination  the  patient  was 
found  to  be  a well-developed,  well-nour- 
ished, elderly  white  female  who  appeared 
both  chronically  and  acutely  ill.  Her  tem- 
perature was  100.6  F.,  the  pulse  was  90  per 
minute,  respirations  18  per  minute,  and 
blood  pressure  150/80.  There  was  marked 
pallor  of  the  skin.  Numerous  purpuric 
spots  measuring  from  3 to  5 mm.  in  diam- 
eter were  scattered  over  the  anterior  and 
posterior  chest,  over  the  trunk,  and  over 
both  upper  and  lower  extremities.  On  the 
left  side  of  the  lower  lip,  there  was  a swollen, 
indurated,  and  hemorrhagic  lesion.  The 
gums  were  not  hypertrophied  but  were 
oozing  bright  red  blood.  Multiple  grey- 
purple,  necrotic,  foul-smelling,  raised  lesions 
were  seen  on  the  tongue.  The  pharynx  was 
streaked  with  bright  red  blood.  There 
were  no  ulcerations.  A grey  exudate  was 
noted  in  the  right  tonsillar  fossa.  There 
was  no  cervical  lymphadenopathy.  The 
trachea  was  in  the  midline.  The  lungs  were 
clear  to  percussion  and  auscultation.  There 
were  no  masses  in  the  breast  or  enlarged 
axillary  nodes.  The  cardiac  rate  was  70 
and  regular  with  the  point  of  maximal  im- 
pulse at  the  sixth  intercostal  space  in  the 
midclavicular  line.  There  was  a Grade  IV 
to  VI  precordial  and  apical  systolic  murmur. 
There  was  no  rub  or  gallop.  The  examina- 
tion of  the  abdomen  revealed  negative  find- 
ings. Neither  the  liver  nor  the  spleen  were 
palpable.  Rectal  examination  revealed  no 
masses.  There  was  dark  brown  guaiac- 
positive  stool  on  the  examining  glove.  The 
neurologic  examination  was  within  normal 
limits. 


X-ray  examination  of  the  chest  showed 
clear  lung  fields  and  a slightly  enlarged 
heart  with  uncoiled  aorta.  There  were  no 
bony  abnormalities.  The  electrocardio- 
gram showed  normal  sinus  rhythm  with 
occasional  ventricular  premature  systoles. 
There  were  also  nonspecific  S-T  segment 
and  T-wave  changes. 

Laboratory  studies  in  the  hospital  re- 
vealed a hemoglobin  of  5.3  Gm.  per  100  ml. 
(34  per  cent);  a hematocrit  of  15;  white 
blood  count  4,800  per  cu.  mm.;  a differen- 
tial of  68  per  cent  polymorphonuclear  leuko- 
cytes, 4 per  cent  band  forms,  28  per  cent 
lymphocytes,  4 normoblasts  per  100  white 
blood  cells;  a platelet  count  of  50,000  per 
cubic  millimeter;  and  a reticulocyte  count 
of  3.4  per  cent.  Very  few  platelets  could 
be  seen  in  the  peripheral  blood  smear. 

The  red  blood  cells  were  normocytic 
normochromic.  There  was  moderate  aniso- 
and  poikilocytosis. 

The  blood  type  was  O,  Rh  positive.  The 
direct  Coombs’  test  had  negative  results. 

The  fasting  blood  sugar  was  83  mg.  per 
100  ml.,  total  protein  6.9  Gm.  per  100  ml. 
with  an  albumin-globulin  ratio  of  3.7: 2.9 
Gm.  per  100  ml.,  bilirubin  1.7  mg.  per  100 
ml.  with  0.9  mg.  per  100  ml.  direct  and  0.8 
mg.  per  100  ml.  indirect,  alkaline  phospha- 
tase 2 units,  Hanger’s  test  gave  negative 
results,  serum  glutamic  oxalopyruvic  trans- 
aminase 13  units,  serum  glutamic  pyruvic 
transaminase  20  units,  prothombin  time 
nineteen  seconds  with  a control  of  sixteen 
seconds,  and  uric  acid  3.9  mg.  per  100  ml. 

The  serology  showed  negative  findings, 
and  urinalysis  on  admission  was  not  remark- 
able. 

Hospital  course 

A bone  marrow  aspiration  was  performed 
the  evening  of  admission  using  the  right 
posterior  ilium.  The  patient  was  then 
given  transfusions  with  250  cc.  of  packed 
red  blood  cells.  Because  the  bone  marrow 
preparation  was  inadequate,  the  procedure 
was  repeated  on  the  following  day.  This 
time  marrow  was  aspirated  from  the  ster- 
num. The  bone  marrow  smears  showed 
marked  cellularity  with  abundant  erythroid 
elements  in  all  stages  of  maturation.  Many 
of  these  cells  showed  morphologic  abnor- 
malities such  as  asynchronism  in  the  nu- 
clear-cytoplasmic maturation,  variation  in 
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FIGURE  2.  Photomicrograph  of  bone  marrow 
aspirate  in  "pure”  acute  erythremic  myelosis. 


size,  binucleated  forms,  and  mitotic  figures 
(Fig.  2).  Granulocytic  elements  were  few 
in  number.  The  myeloid  erythroid  ratio 
was  1:5.  No  megakaryocytes  were  seen, 
and  platelet  groups  were  absent.  Hemo- 
siderin was  present  in  very  small  amounts. 

The  patient  was  treated  with  prednisone 
100  mg.  per  day  and  6-mercaptopurine  150 
mg.  per  day.  On  the  second  day  of  hos- 
pitalization, while  receiving  the  second 
blood  transfusion,  the  patient  developed 
severe  chills  and  the  temperature  rose  to 
102  F.  Chills  were  reported  thereafter 
with  almost  each  transfusion.  No  error  in 
typing  and  cross  matching  was  ever  dis- 
covered; the  Coombs’  test  results  remained 
negative,  and  there  was  never  any  hemo- 
globinuria. Although  the  patient  had  not 
developed  fresh  purpuric  lesions,  she  did 
ooze  blood  slowly  from  the  site  of  sternal 
bone  marrow  aspiration  in  spite  of  topically 
applied  thrombin. 

For  a few  days  the  patient  appeared 
clinically  improved.  There  were  no  new 
purpuric  lesions,  and  the  oral  ulcerations 
began  to  show  signs  of  healing. 


Except  for  a rise  in  hematocrit  following 
blood  transfusions,  the  blood  picture  did  not 
change  markedly  following  therapy.  The 
red  blood  cells  remained  normocytic,  nor- 
mochromic, and  there  was  persistent  aniso- 
and  poikilocytosis  of  moderate  degree. 
Normoblasts  which  had  been  noted  in  the 
original  differential  were  not  seen.  Plate- 
lets which  were  not  seen  prior  to  therapy 
remained  absent  during  therapy.  The 
white  blood  count  showed  little  variation 
from  the  day  of  admission  except  for  a shift 
to  the  left  on  the  day  prior  to  death.  The 
reticulocyte  count  which  had  been  3.4  per 
cent  prior  to  therapy  rose  to  6.6  and  5.9 
per  cent  on  the  third  and  fourth  days  follow- 
ing therapy. 

By  the  fifth  hospital  day,  the  patient  had 
received  a total  of  2 units  of  packed  cells 
and  2 units  of  fresh  whole  blood.  The 
hematocrit  was  now  22.  The  platelet  count 
remained  low  in  spite  of  prednisone  therapy. 

The  patient  continued  to  be  febrile  with 
temperature  spikes  to  103  F.  On  the  sixth 
hospital  day,  she  developed  rales  in  the 
right  lung  posteriorly.  Pyuria  was  report- 
ed, and  a urine  culture  showed  over  100,000 
colonies  per  milliliter  of  Escherichia  coli. 
The  patient  was  placed  on  tetracycline 
therapy. 

The  hematocrit  had  now  dropped  to  18 
and  the  patient’s  condition  appeared  termi- 
nal. She  was  given  an  additional  800  cc.  of 
whole  blood,  but  the  following  day  the 
hematocrit  dropped  to  12.  By  this  time 
the  patient  had  no  accessible  veins,  and  a 
right  femoral  cut  down  was  used  for  trans- 
fusing 3 more  units  of  whole  blood.  The 
hematocrit  rose  to  only  16. 

The  patient  was  having  guaiac-positive 
stools,  and  it  was  postulated  that  there  was 
considerable  blood  loss  into  the  bowel.  A 
repeat  Coombs’  test  result  was  negative, 
and  the  total  bilirubin  was  1.7  mg.  per  100 
ml.  with  direct  0.9  mg.  and  indirect  0.8  mg. 
per  100  ml.  There  was  an  adequate  urinary 
output.  On  the  eighth  hospital  day  the 
patient  expired. 

Autopsy  findings 

An  autopsy  was  performed  on  the  patient 
a few  hours  after  death.  Practically  all 
organs  showed  petechial  or  focal  hemor- 
rhages: the  skin,  heart,  lungs,  stomach, 

small  and  large  intestine,  and  brain. 
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Heart.  Sectioning  of  the  mitral  valve 
revealed  a purulent  exudate  with  masses  of 
bacteria  and  focal  necrosis.  The  myocar- 
dium showed  fresh  focal  hemorrhages  and 
focal  interstitial  fibrosis. 

Lungs.  The  alveoli  were  distended  and 
filled  with  erythrocytes,  siderophages,  and 
fibrin.  One  section  of  the  lung  showed  focal 
bronchopneumonia  with  purulent  exudate 
in  the  alveoli. 

Stomach.  There  was  a large  submucosal 
and  intramucosal  hematoma  and  engorged 
submucosal  veins  in  the  antral  wall. 

Liver.  The  lobular  architecture  and 
cord  structures  as  well  as  portal  spaces  of 
the  liver  were  well  preserved.  There  was  a 
small  degree  of  mononuclear  and  lympho- 
cytic infiltration  in  some  lobules.  There 
was  apparently  no  evidence  of  extramedul- 
lary erythropoiesis.  The  microscopic  inter- 
pretation was  reactive  hepatitis. 

Spleen.  The  malpighian  follicles  of  the 
spleen  were  poorly  defined.  The  sinuses 
were  engorged  and  filled  with  nucleated  red 
blood  cells.  Immature  erythrocytes  were 
seen  in  some  areas  confirming  focal  extra- 
medullary erythropoiesis. 

Kidneys.  There  were  focal  hemorrhages 
in  the  pelvic  fat. 

Adrenals.  The  cortical  cells  appeared 
depleted  of  lipid.  Within  the  cortex  were 
small  foci  containing  mononuclear  cells, 
plasma  cells,  and  lymphocytes. 

Lymph  nodes.  Several  sections  of  lymph 
nodes  revealed  numerous  immature  red 
blood  cells  within  the  sinuses.  Siderosis 
was  frequently  seen.  The  microscopic  in- 
terpretation was  focal  extramedullary 
erythropoiesis. 

Bone  marrow.  The  bone  marrow 
showed  increased  cellularity.  The  majority 
of  cells,  even  in  the  autopsy  sections,  could 
be  identified  as  immature  forms  of  the 
erythroid  series.  Atypical  forms  were  seen. 
No  megakaryocytes  were  noted.  Myeloid 
elements  were  reported  as  scant. 

Comment 

The  classical  clinical  and  hematologic 
features  of  acute  erythremic  myelosis  have 
been  clearly  described  by  Di  Guglielmo  and 
are  very  similar  to  the  case  presented. 

Severe  anemia  is  a very  early  sign. 
Fever  is  usually  present  and  is  of  the  remit- 
tent type.  The  spleen  is  frequently  mark- 


edly enlarged.  There  is  usually  only  mod- 
erate enlargement  of  the  liver.  Hemor- 
rhagic manifestations  are  frequent  but  vari- 
able in  intensity  and  in  time  of  appearance. 
The  disease  is  fulminating  with  death  ter- 
minating its  course  in  a few  weeks  or 
months. 

One  of  the  distinguishing  hematologic 
features  of  this  disease  is  severe  anemia. 
This  is  usually  normocytic  but  may  occa- 
sionally be  hypochromic  or  macrocytic  in 
type.  Anisocytosis  is  severe  and  constant 
with  no  clear  predominance  of  either  macro- 
cytes or  microcytes.  The  numbers  of  nu- 
cleated red  cells  in  the  peripheral  blood 
vary  from  case  to  case  and  from  stage  to 
stage  with  figures  ranging  from  3,000  to 
258,000  per  cubic  millimeter.  The  highest 
numbers  of  nucleated  red  blood  cells  in  the 
peripheral  blood  are  usually  noted  during 
the  terminal  stage  of  the  disease.  The 
nucleated  red  cells  show  all  stages  of  matu- 
ration, but  the  most  immature  or  basophilic 
forms  are  found  in  disproportionately  large 
numbers.  This  proportion  increases  pro- 
gressively with  a decrease  in  the  poly- 
chromatophilic  and  orthochromatic  forms. 

A number  of  atypical  forms  of  nucleated 
red  blood  cells  (para-erythroblasts)  have 
been  described.  These  have  multilobed 
nuclei  with  irregular  contours  and  with  a 
tendency  to  direct  division.  There  is  an 
alteration  of  the  nucleocytoplasmic  ratio 
and  asynchronism  of  nucleocytoplasmic 
maturation.  Degenerative  changes  such  as 
homogenization  of  the  nucleus  and  seg- 
mented and  fragmented  forms  of  the 
nucleus  have  been  described  by  Di  Gugli- 
elmo. 

Reticulocytes,  while  occasionally  elevated 
early  in  the  disease,  decrease  in  numbers  as 
the  disease  progresses.  It  has  been  stated 
frequently  that  if  the  chief  feature  of 
erythremic  myelosis  is  erythropoietic  pro- 
liferation combined  with  maturation  arrest, 
then  a marked  reticuloeytosis,  indicating 
accelerated  erythropoiesis,  is  incompatible 
with  the  diagnosis. 

According  to  Di  Guglielmo,  most  cases  of 
acute  erythremic  myelosis  exhibit  a slight 
leukopenia  with  the  number  of  white  blood 
cells  diminishing  as  the  nucleated  red  cells 
increase.  Rarely,  the  white  cell  count  may 
be  elevated. 

Platelets  are  always  diminished,  often 
greatly. 
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In  the  bone  marrow,  elements  of  the  red 
cell  series  predominate  both  relatively  and 
absolutely  whereas  those  of  the  white  blood 
cell  series  are  reduced.  The  nucleated  red 
to  white  cell  ratio  is  therefore  reversed. 
The  maturation  of  the  erythroblasts  is  sig- 
nificantly altered  with  a predominance  of 
the  basophilic  forms.  Proerythroblasts  are 
proportionately  increased.  The  picture  is 
suggestive  of  an  arrested  red  cell  matura- 
tion. Similar  changes  have  been  seen  in 
splenic  aspirates. 

Microscopic  examination  of  autopsy  sec- 
tions shows  infiltrations  of  both  primitive 
red  cells  and  reticuloendothelial  cells  in  the 
hematopoietic  organs  as  well  as  in  the 
kidneys,  adrenals,  myocardium,  lungs,  pan- 
creas, testes,  uterus,  larynx,  trachea,  and 
dura  mater. 

Except  for  the  absence  of  hepatospleno- 
megaly,  the  case  reported  here  presents  the 
classic  features  of  acute  erythremic  myelo- 
sis. 

Cause  and  pathogenesis 

The  cause  of  erythremic  myelosis  is  un- 
known, and  the  pathogenesis  of  the  disease 
is  controversial.  Most  of  the  controversy 
arises  from  the  fact  that  so  many  of  the 
cases  transit  from  pure  red  cell  proliferation 
to  mixed  red-white  cell  growth  or  to  pure 
acute  leukemia.  Is  the  disease  solely  a 
disorder  of  erythropoiesis,  or  is  it  a disorder 
primary  to  the  reticuloendothelial  system? 

Di  Guglielmo10  advanced  the  concept  that 
the  disease  is  a consequence  of  erythro- 
poiesis reverting  to  a type  of  embryonal, 
reticuloendothelial  genesis  wherever  retic- 
ulum cells  of  erythropoietic  potential  exist. 
Thus,  he  considers  the  fundamental  path- 
ologic characteristics  of  the  disease  to  be 
hyperplasia,  anaplasia,  and  dysplasia  of  the 
erythropoietic  system.  Since  Di  Guglielmo 
maintained  that  a reactivation  of  the 
hematopoietic  potential  of  the  reticuloendo- 
thelial system  was  necessarily  the  initial 
phase  in  the  pathogenesis  of  the  disease,  it 
has  seemed  reasonable  to  some  to  regard 
the  lesions  as  representing  a type  of  reticulo- 
endotheliosis. 

Of  interest  are  the  speculations  of  Dame- 
shek4  as  to  the  pathogenesis  of  erythremic 
myelosis  and  its  variants.  The  theory  sug- 
gests that  marrow  response  is  not  neces- 
sarily that  of  a single  type  of  cell  but  may 


elicit  response  along  multiple  cell  lines.  If 
one  accepts  the  existence  of  a multipoten- 
tial stem  cell,  it  is  easy  to  comprehend 
the  development  of  erythremic  myelosis, 
erythroleukemia,  leukemia,  or  the  transi- 
tion from  one  to  the  other.6 

Recent  investigations 

While  there  is  a moderate  amount  of  in- 
formation on  the  morphology  and  histo- 
genesis of  erythremic  cells,  there  is  less 
information  on  the  functional  and  biochem- 
ical behavior  of  these  cells. 

Astaldi  and  Tolentino  in  1949 11  and 
Blackburn  and  Lajtha  in  1951,7  using  bone 
marrow  cultures  in  vitro,  demonstrated  a 
qualitatively  disturbed  nuclear  develop- 
ment. 

Cowles,  Saikkonen,  and  Thorell,12  by 
microspectographic  technics,  found  hemo- 
globin in  erythroleukemic  cells.  They 
noted  that  in  spite  of  the  immature  cyto- 
logic picture  characterizing  the  typical, 
acute  erythroleukemia  of  fowl,  most  of  the 
cells  studied  showed  spectral  properties 
corresponding  to  those  of  a porphyrin  pig- 
ment. The  wave  length  of  the  absorption 
peaks  in  these  spectra  corresponded  closely 
in  all  cases  to  that  of  the  hemoglobin. 
They  also  noted  that  erythroleukemic  cells 
from  one  human  case,  in  spite  of  their  pro- 
nounced atypia,  contained  microspectro- 
graphically  detectable  concentrations  of 
hemoglobin. 

Recently,  Baldini  et  al.13  expanded  the 
investigations  on  the  physiopathology  of 
this  disease.  In  studying  11  patients  with 
the  acute  and  chronic  varieties  of  erythre- 
mic myelosis,  they  detected  no  chemical 
abnormalities  of  hemoglobin  either  by  the 
method  of  paper  electrophoresis  or  by  the 
alkali  denaturation  test.  These  researchers 
concluded  that  the  often  great  increase  in 
fecal  urobilinogen  output  as  compared  with 
a relatively  minor  rate  of  red  cell  destruc- 
tion suggested  heme  pigment  diversion  or 
increased  destruction  of  the  precursors  of 
red  cells,  a fact  previously  observed  in 
pernicious  anemia.  The  great  increase  in 
the  number  of  erythroid  cells  in  the  bone 
marrow  and  the  increased  rate  of  iron  turn- 
over as  compared  with  the  relatively  minor 
increase  in  red  cell  destruction  and  iron 
utilization  pointed  to  an  ineffective  type  of 
erythropoiesis.  It  was  postulated  that  the 
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high  degree  of  “ineffective  erythropoiesis” 
seen  in  this  disease  could  be  characteristic 
of  the  neoplastic  proliferation  of  the  red  cell 
series.  From  these  studies,  Baldini  et  al. 
concluded  that 

the  anemia  of  the  Di  Guglielmo  syndrome  is 
due  to  a combined  disturbance:  (1)  an  “in- 

effective” type  of  erythropoiesis  of  marked 
degree,  perhaps  because  of  an  acquired  (neo- 
plastic) defect  possibly  in  the  uptake  or 
utilization  of  vitamin  Br.  by  the  erythroblasts 
(the  vitamin  B!2  level  of  the  serum  of  these 
patients  had  been  determined  and  had  been 
found  elevated)  and  (2)  increased  hemolysis 
resulting  from  the  increased  destruction  of 
defective  red  cells. 

In  even  more  recent  studies,  Gavosto, 
Maraini,  and  Pileri14  studied  some  aspects 
of  DNA  (desoxyribonucleic  acid)  and  pro- 
tein metabolism  in  2 cases,  one  of  acute  and 
the  other  of  chronic  erythremic  myelosis. 
A definitely  lowered  thymidine  uptake  was 
observed  in  the  cells  of  acute  erythremic 
myelosis,  while  increased  incorporation  of 
DL-leucine  was  detected  in  both  the  acute 
and  chronic  form  of  this  disease.  Thus 
there  are  data  indicating  that  there  is  a 
disturbance  in  both  DNA  and  protein 
metabolism  in  the  nucleated  red  cells  of 
erythremic  myelosis. 

Summary 

A case  of  acute  erythremic  myelosis  of 
the  “pure”  type  is  reported.  The  clinical 


Week's  food  cost 
varies  greatly 

Homemakers  who  struggle  with  food  bills 
should  take  heart.  Thei'e  is  sure  to  be  a family 
which  spends  more — or  less — -for  food.  The 
variety  ranges  for  a family  of  four  with  school- 
age  children  were  given  in  recent  U.S.  Depart- 
ment of  Agriculture  reports: 


and  hematologic  aspects  of  the  disease  are 
reviewed,  and  some  of  the  recent  investiga- 
tions on  the  subject  are  mentioned. 

We  would  like  to  emphasize,  however, 
that  had  the  patient  lived  longer,  the  disease 
might  not  have  remained  “pure”  erythremic 
myelosis.  She  might  have  developed  acute 
myeloblastic  leukemia  later  on. 
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The  cost  per  week  of  an  economy  plan  is 
$19.20;  of  a low-cost  plan,  $24.80;  of  a mod- 
erate plan,  $33.20;  and  of  a liberal  plan,  $38.60. 

These  figures  for  a family  of  four  were  broken 
down  also  to  show  that  the  cheapest  family 
member  to  feed  is  the  child  under  one  year: 
from  $2.50  a week  to  $4.20;  most  expensive  is 
the  boy  aged  fifteen  to  twenty  years:  from  $6.70 
a week  to  $12.70.  The  estimates  will  vary 
depending  on  where  the  family  lives  and  other 
factors. 
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In  1880  bourneville  reported  a case  of 
idiocy  with  stony  hard  or  tuberous  cortical 
lesions  and  called  the  disease  tuberous 
sclerosis.  Almost  twenty  years  earlier, 
von  Recklinghausen  had  described  a rhab- 
domyoma of  the  heart  in  a newborn  infant 
with  cerebral  sclerosis.  The  first  descrip- 
tion of  sebaceous  adenoma  and  nevoid 
lesions  was  that  of  Pringle  in  1890.  Not 
until  1908  was  tuberous  sclerosis  diagnosed 
clinically  by  Vogt  on  the  basis  of  sebaceous 
adenoma,  mental  deficiency,  and  epilepsy. 
The  hereditary  character  of  the  disease 
was  emphasized  by  Berg  in  1913.  Van  der 
Hoeve12  described  the  phakomas;  the 
bone  changes,  as  visualized  roentgenograph- 
ieally,  by  Marcus  in  1924;  the  bone  cysts 
by  Ackermann f in  1938;  and  the  pulmonary 
changes  by  Berg  and  Vejlens4  in  1939. 
The  hamartial  nature  of  the  disease  was 
first  suggested  by  Moolten  in  1942, 6 and 
he  used  the  term  “tuberous  sclerosis  com- 
plex.” 

Tuberous  sclerosis  is  a rare  disease,  but 
there  are  no  precise  figures  on  the  incidence, 
particularly  because  formes  frustes  make 
clinical  detection  difficult.  Within  the 
past  ten  years,  however,  at  least  83  cases 
have  been  reported.  Few  of  these  reports 
include  definitive  pathologic  descriptions. 


The  largest  clinical  series  are  those  of 
Berland,6  Schull  and  Crowe,7  and  Finlay- 
son.8 

Case  report 

A twenty-four-year-old  woman  was  ad- 
mitted to  the  Bronx  Municipal  Hospital 
Center  on  April  23,  1959,  because  of  failing 
vision. 

History.  Her  development  had  been 
normal  up  to  the  age  of  four  when  she  be- 
gan to  have  seizures  which  were  controlled 
with  medication.  The  skin  began  to  show 
progressive  and  persistent  changes;  later, 
the  facial  lesions  were  removed  by  extensive 
skin  planing.  Progress  through  grammar, 
high  school,  and  a secretarial  course  was 
essentially  normal.  Thereafter  she  was 
employed  as  a secretary. 

At  the  age  of  eighteen,  a nephrectomy 
was  performed  because  of  massive  hema- 
turia. The  pathologic  diagnosis  was  renal 
hamartoma.  During  the  next  two  years, 
there  were  two  protracted  episodes  of 
occipital  headache  at  times  accompanied 
by  vomiting.  About  eighteen  months  be- 
fore admission  to  the  Bronx  Municipal 
Hospital  Center,  the  patient  noted  blurring 
of  vision  which  was  not  relieved  by  a 
change  of  glasses  and  progressed  in  severity. 
An  upper  respiratory  tract  infection  in 
April,  1959,  was  followed  by  frontal  head- 
ache and  worsening  of  vision.  A cough 
with  yellow  sputum  developed  about  this 
time.  She  was  admitted  to  another  hos- 
pital where  a diagnosis  of  tuberous  sclerosis 
was  made. 

Physical  examination.  The  face  was 
marred  by  the  residual  lesions  of  adenoma 
sebaceum.  Soft,  palpable  masses  were 
present  in  the  left  preauricular  and  in  both 
submandibular  regions,  and  there  were 
several  small  firm  nodules  on  the  face  and 
scalp.  Pigmented  nevi  and  horny  ex- 
crescences were  scattered  over  the  body. 
Scattered  coarse  rhonchi,  which  cleared 
with  coughing,  were  heard  on  auscultation. 

The  patient  was  alert,  cooperative,  and 
well-oriented;  the  affect  was  normal;  the 
intelligence  was  normal;  there  were  no 
signs  of  aphasia;  cerebellar  and  sensory 
functions  were  normal;  there  was  slight 
unsteadiness  on  tandem  walking;  and  a 
slight  weakness  of  right  arm.  Deep  ten- 
don reflexes  were  active  bilaterally,  plantar 
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reflexes  were  flexor,  and  the  puboadductor 
reflex  was  present  on  the  left. 

The  ophthalmologic  examination  showed 
(1)  a white  pannus  over  part  of  the  right 
cornea;  (2)  bilateral  papilledema;  (3) 
small,  flat,  yellow  and  white  plaques  with 
edematous  fibrotic  areas  distant  from  the 
disks,  bilaterally;  (4)  brilliant  white  lesion 
of  finely  granular  surface  in  left  eye  close 
to  disk;  (5)  visual  fields  concentrically 
constricted,  defect  on  the  left  being  more 
extensive  medially  and  interiorly;  (6)  right 
blind  spot  enlarged,  the  left  unascertain- 
able;  and  (7)  uncorrected  visual  acuity 
of  right  eye,  20/70,  of  left,  14/200,  of  both 
eyes,  corrected,  20/70.  Other  cranial  nerve 
functions  appeared  to  be  normal  with  the 
exception  of  bilateral  abducens  nerve 
paresis. 

Laboratory  data.  There  was  minimal 
hematuria  and  pyuria.  Leukocytosis  was 
moderate  with  a slight  shift  to  the  left, 
and  blood  chemistry  values  were  normal. 
Cerebrospinal  fluid  obtained  during  ven- 
triculography showed  58.9  mg.  protein 
and  62  mg.  sugar  per  100  ml. 

Roentgenography  revealed  (1)  many 
small  calcified  areas  bilaterally  in  the  basal 
ganglia,  periventricular  areas,  and  in  the 
posterior  fossa;  (2)  sella  turcica  enlarged 
and  demineralized;  (3)  vertebrae  essentially 
normal;  (4)  irregular,  diffuse  cortical  scle- 
rosis of  the  right  tibia  and  fibula  and  similar 
sclerosis  of  the  radii  and  ulnas  bilaterally; 
and  (5)  sclerosis  of  the  metacarpal  and 
metatarsal  bones,  and  cystic  changes  in 
the  phalanges  of  hands  and  feet. 

A ventriculogram  six  days  after  admission 
showed  enlarged  lateral  ventricles,  particu- 
larly of  the  right;  the  irregularity  of  the 
ventricular  roof  was  interpreted  as  indi- 
cating the  presence  of  subependymal  tu- 
mors. The  lateral  and  third  ventricles 
were  largely  occupied  by  a tumor  mass 
which  had  displaced  the  septum  pellucidum. 
A diverticulum  arising  from  the  right  ven- 
tricle near  the  atrium  extended  caudally. 

A ventriculocisternostomy  was  immedi- 
ately performed.  The  patient  did  not 
regain  consciousness  and  died  ten  days 
later  despite  all  therapeutic  efforts. 

Gross  pathology.  The  nodules  on  the 
scalp  and  in  the  sacral  region  were  up  to  1 
cm.  in  diameter.  The  leptomeninges  were 
normal.  Many  gyri  were  distorted, 
widened,  pale,  and  extremely  firm,  par- 


FIGURE  1.  Brain;  subependymal  tumor.  (A)  In 
lateral  ventricle  growing  through  foramen  of  Monro 
and  filling  third  ventricle;  hemorrhagic  infarct  in 
right  frontal  lobe;  cortical  tubers  on  right  with  loss 
of  demarcation  between  white  and  gray  matter. 
(B)  Nodules  producing  “candle  guttering”  effect. 
(Hematoxylin  and  Eosin  Stain) 


ticularly  on  the  lateral  surface  of  the  left 
frontal  lobe  and  near  the  midline  in  the 
right  parietal  lobe.  Ventral  retraction  of 
the  cerebellum  disclosed  a bulging  mem- 
branous sac  in  the  midline  and  continuous 
with  the  right  lateral  ventricle.  Slight 
herniation  of  the  unci  was  the  only  sign 
of  increased  intracranial  pressure.  A finely 
nodular,  fairly  firm  mass  originating  be- 
neath the  ependyma  was  present  in  the 
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FIGURE  2.  Lungs;  many  small,  gray-white,  poorly 
defined  nodules  within  parenchyma.  (Hematoxylin 
and  Eosin  Stain) 


left  frontal  horn.  A tumor  mass  filled 
most  of  the  right  ventricle;  it  arose  from 
the  ventromedial  subependymal  region, 
extended  through  the  foramen  of  Monro, 
filled  the  third  ventricle,  and  continued 
posteriorly  to  the  level  of  the  lateral  genicu- 
late body.  The  cut  surface  of  this  tumor 
was  soft  and  spongy,  gray-brown,  and 
with  occasional  yellow  foci  (Fig.  1A). 
Subependymal  masses  were  also  found  in 
the  left  and  right  caudate  nuclei  and 
arising  from  the  sulcus  terminalis  of  the 
right  ventricle.  The  cortex  over  the  ab- 
normal parieto-occipital  area  was  thick, 
firm,  poorly  demarcated,  and  yellow-gray, 
because  of  the  small  tubers  scattered 
throughout  the  cortex  (Fig.  IB).  The 
tract  of  the  Torkildsen  tube  extended  from 
the  right  occipital  cortex  to  the  right 
atrium.  In  the  central  portion  of  the 
right  cerebellar  hemisphere,  a softened 
hemorrhagic  area  was  surrounded  by  firm, 
gritty,  yellow  cortex. 

A small,  circumscribed,  partly  calcified 
mass  was  present  in  the  thyroid.  The 
submandibular  and  mediastinal  lymph 
nodes  were  enlarged,  soft,  and  of  a gray- 
white  color  with  nodular  aggregates  3 to 
4 cm.  in  diameter.  The  ascending  aorta 
had  a slightly  thickened  intima.  The  lungs 
were  congested;  small,  firm,  grayish  nodules, 
confluent  in  many  areas,  were  scattered 
throughout  (Fig.  2).  In  the  kidney,  there 
were  large,  solid,  yellow-gray  tumor  masses, 
some  of  them  soft;  the  largest  mass  ex- 
tended through  the  renal  capsule  but  had 
not  invaded  the  perirenal  tissues.  Areas 
of  focal  necrosis  were  found  in  the  vertebral 
trabeculae. 


FIGURE  3.  (A)  Cerebral  vessel  thickened  by  un- 
usual collagenous  material.  (B)  Bizarre  astrocytic 
forms  and  calcifications  in  typical  subependymal 
tumor.  (C)  Calcifications  in  cerebellar  hamartoma. 
(Hematoxylin  and  Eosin  Stain) 


Microscopic  pathology.  The  cerebral 
cortical  architecture  in  stained  sections 
of  the  thickened  and  fibrotic  areas  appeared 
to  be  undisturbed.  However,  most  of 
the  neurons  had  been  replaced  by  astro- 
cytes, usually  of  the  fibrous  type  and  many 
of  bizarre  form.  The  abnormal  glial  tissue, 
clearly  demonstrated  by  the  phospho- 
tungstic  acid-hematoxylin  stain,  was  most 
prominent  in  the  outer  molecular  and  deep 
cortical  layers,  with  a resulting  loss  of 
demarcation  between  cortex  and  white 
matter.  Many  areas  of  white  matter 
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FIGURE  4.  (A)  Hamartoma  in  mediastinal  lymph  node.  Note  lipomatous  and  myomatous  features.  (B) 
Pulmonary  tumor  composed  in  part  of  hyperplastic  cells  of  alveolar  lining.  (Hematoxylin  and  Eosin  Stain) 


underlying  normal  cortex  were  densely 
gliotic.  Focal  infarcts,  most  of  them  hem- 
orrhagic, were  scattered  throughout  the 
cortex.  In  the  white  matter  beneath  one 
such  infarct,  several  vessels  were  surrounded 
by  an  intense  pericapillary  fibrosis  showing 
many  bizarre  vacuolated  cells,  with  small 
deeply  staining  nuclei  between  the  col- 
lagen fibers  (Fig.  3A). 

The  subependymal  ventricular  tumors 
showed  the  following  features  (Fig.  3B): 
(1)  Well-demarcated  and  noninfiltrating 
tumors,  (2)  most  tumor  cells  of  bizarre 
shape  with  abundant  stellate  cytoplasm, 
(3)  fibrillar  cells  forming  dense  bands  of 
glial  tissue,  (4)  small  protoplasmic  astro- 
cytes with  hyperchromatic  nuclei  widely 
scattered  in  dense  aggregates,  and  (5) 
prominent  deposits  of  calcium. 

The  cerebellum  had  a dense  accumula- 
tion of  similar  deposits  near  the  midline, 
and  the  residual  parenchyma  in  this  area 
showed  a gliosis  characteristic  of  a tuber 
(Fig.  3C). 

The  tumor  in  the  thyroid  was  poorly 
demarcated  and  adjoined  an  area  of  macro- 
follicular hyperplasia.  One  mediastinal 
lymph  node  contained  tumor  nodules  con- 
sisting of  interlacing  bands  of  densely 
packed  spindle-shaped  myoblasts,  small 
foci  of  fat  cells,  and  a few  blood  vessels 
(Fig.  4A).  Sections  of  other  lymph  nodes 
showed  moderate  reticular  hyperplasia. 

Many  irregularly  outlined  nodular  masses 
were  present  in  the  lungs.  The  nodules 
consisted  of  large  numbers  of  giant  cells 
and  alveolus-like  structures  lined  with 
irregular,  large,  cuboidal  cells  containing 
eosinophilic  cytoplasms  and  pleomorphic, 
moderately  hyperchromatic  nuclei;  in  some 


FIGURE  5.  Aortic  intima,  showing  unusual  hyper- 
plastic and  hypercellular  changes;  lumen  at  top 
(hematoxylin  and  eosin  stain). 


areas,  these  cells  lined  a distended  alveolus, 
in  others  they  had  occluded  the  lumen 
(Fig.  4B).  Additional  pulmonary  features 
were  (1)  focal  areas  of  congestion,  (2) 
edema,  (3)  infiltration  of  hemosiderin-laden 
macrophages,  (4)  emphysematous  alveolar 
dilatation,  and  (5)  fresh,  focal  occlusion 
of  the  small  and  medium-sized  branches 
of  the  pulmonary  artery. 

A well-circumscribed  small  tumor,  largely 
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FIGURE  6.  Renal  hamartoma,  showing  angio- 
lipomyomatous  elements  (hematoxylin  and  eosin 
stain). 


composed  of  fat  cells  and  a few  thickened 
blood  vessels,  was  present  in  the  myo- 
cardium of  the  right  ventricle.  In  the 
aortic  intima,  there  was  focal  hyperplasia 
consisting  of  a nodular  mass  of  loose, 
hyaline-like  stroma;  a large  number  of 
swollen  endothelial  cells;  and  a few 
lymphocytes  (Fig.  5).  A few  venules  in  the 
media  and  adventitia  contained  fragments 
of  fresh  thrombi. 

In  the  kidney,  some  of  the  tumors  were 
well  circumscribed,  while  others  had  in- 
filtrated the  adjacent  tissue.  The  nodules 
consisted  of  mature  fat  cells,  bundles  of 
elongated,  spindle-shaped,  nonstriated  cells 
resembling  myoblasts,  and  many  thick- 
walled  vessels  with  some  polygonal  cells 
containing  hyperchromatic,  irregular  nuclei 
(Fig.  6).  Similar  histologic  features  had 
been  found  in  the  kidney  removed  several 
years  previously.  The  hepatic  tumors 
consisted  largely  of  fat. 

The  skin  nodule  on  the  chest  was  in  an 
intradermal  nevus  with  junctional  changes. 
The  scalp  nodule  showed  minimal  sebaceous 
gland  hyperplasia. 

A well-demarcated  area  of  trabecular 
hyperplasia  was  found  in  a vertebra;  new 
bone  formation  had  changed  the  laminar 
architecture,  and  the  intertrabecular  space 
consisted  of  fat  cells. 

Comment 

Critchley  and  Earl  in  1932 9 stated  that 
tuberous  sclerosis  becomes  manifest  in  in- 
fancy or  early  childhood  with  signs  of  re- 
tarded development,  convulsive  seizures, 


and  cutaneous  lesions  appearing  in  that 
order.  In  their  opinion,  death  usually  oc- 
curred by  the  age  of  twenty  when  the  dis- 
ease was  severe  and  rapidly  progressive, 
whereas  a normal  life  span  and  a productive 
existence  were  possible  when  the  neurologic 
and  mental  defects  were  less  severe  and  the 
disease  process  less  progressive. 

While  there  are  many  reports  of  normal 
intelligence  in  tuberous  sclerosis,10-20  this 
diagnosis  might  be  questioned  in  some  of 
the  cases. 

Few  recent  reports  on  the  central  nerv- 
ous system  manifestations  of  tuberous 
sclerosis  describe  cases  with  the  classic 
pathologic  features  of  the  disease.  How- 
ever, atypical  features  resembling  the  clas- 
sic ones  have  been  noted:  (1)  a unilateral 
ganglioglioma  with  atypical  astrocytes,  ma- 
ture ganglion  cells,  and  ependymal  cells21; 
(2)  monster  dysgenetic  astrocytes  in  subcor- 
tical nodules13;  (3)  large,  abnormal  neurons, 
hypoplastic  glia,  and  diffuse  fibrous  gliosis8; 
(4)  ependymal  cells  in  perivascular  rosettes 
in  a typical  ventricular  tumor22;  and  (5) 
localized  gliosis  involving  a hemisphere.23 

The  roentgenographic  features  of  the 
disease  have  been  described  by  a number  of 
investigators.6  24-31  Any  or  all  of  the  fol- 
lowing may  be  found:  (1)  ventricular 

tumors2431;  (2)  cystic  changes  in  the 
lungs30;  (3)  tumors  in  liver,  kidney,  and 
duodenum30;  (4)  skeletal  changes:  (a) 

general  thickening  of  the  skull  or  patchy 
areas  of  increased  density,25  28  ( b ) patchy 
areas  of  increased  density  in  spine  and 
pelvis,  10  18  26  (c)  undulating  contour  of  the 
shafts  of  the  metatarsal  and  metacarpal 
bones  and  of  the  long  bones  because  of 
irregular  deposition  of  subperiosteal 
bone,29'30  and  id)  cystic  changes  in  phalanges 
of  hands  and  feet29;  and  (5)  intracranial 
calcifications,  particularly  in  the  region  of 
the  basal  ganglia. 

The  pulmonary  lesions  of  tuberous 
sclerosis  have  been  described  in  several 
reports,  and  the  term  honeycomb  lung  is 
often  used  for  the  characteristic  appear- 
ance.41232-35 Terms  such  as  “diffuse  myo- 
matosis”4 and  “diffuse  myofibrosis”35  have 
also  been  used.  Other  morphologic  char- 
acteristics of  the  pulmonary  lesions  have 
been  described.  12  33'35 

Hamartoma  in  a lymph  node  has  been 
noted  in  one  report  only;  the  hamartoma 
contained  angiolipolyomatous  elements.4 
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A discussion  and  description  of  renal 
hamartoma,  a well-known  lesion  in  tuberous 
sclerosis,  may  be  found  in  a number  of 
reports. 5 9’22'23' 36  Renal  liposarcoma22  and 
malignant  hamartoblastoma5  have  also 
been  reported. 

The  manifestations  of  tuberous  sclerosis 
in  our  patient  were:  (1)  in  the  central 

nervous  system,  cortical  and  subcortical 
hamartomas  and  subependymal  tumors; 
(2)  retinal  lesions;  (3)  hamartomas  of  the 
lungs,  liver,  kidneys,  heart,  thyroid,  and 
mediastinal  lymph  node;  (4)  focal  vertebral 
hyperostosis;  and  (5)  adenoma  sebaceum. 

The  clinical  diagnosis  of  tuberous  sclerosis 
was  made  on  the  basis  of  adenoma  seba- 
ceum and  a history  of  seizures.  Normal 
intelligence,  although  not  considered  a 
characteristic  of  the  disease,  has  been  re- 
ported in  a number  of  cases.  Both  types 
of  retinal  lesions  were  present  in  our 
patient:  small,  flat,  yellow-gray  areas, 

and  a nodular  tumor  bulging  into  the 
vitreous.  Both  types  may  be  responsible 
for  decreased  visual  acuity. 

The  roentgenographic  evidence  of  lesions 
in  the  central  nervous  system  and  of  skele- 
tal changes  found  in  our  patient  are  con- 
sidered classic  signs  of  tuberous  sclerosis. 

The  clinical  diagnosis  was  confirmed  by 
the  results  of  postmortem  examination. 
Cortical  hamartomas  and  gliomatous 
nodules,  which  in  some  areas  resembled  astro- 
cytomas, were  found  in  the  central  nervous 
system;  other  central  nervous  system  fea- 
tures, some  of  them  unusual,  were:  (1)  a 
cerebellar  tuber,  (2)  small,  hemorrhagic 
infarcts  secondary  to  the  disease  process; 
and  (3)  extensive  advential  fibrosis  and 
large  cells  in  the  collagenous  tissue  of 
several  arterioles  adjacent  to  an  infarct. 

The  pulmonary  lesions  in  our  patient 
differed  from  the  classic  description  of 
honeycomb  lung,  in  that  the  tumor  cells 
resembled  proliferated  alveolar  epithelium 
with  collapse  of  alveoli. 

Vascular  changes  in  tuberous  sclerosis 
have  not  been  described,  as  far  as  a search 
of  the  literature  reveals.  The  changes  in 
the  aortic  intima  we  found  may  or  may  not 
be  related  to  the  tuberous  sclerosis  process. 
The  focal  endothelial  hyperplasia  within  a 
hyaline-like  stroma  suggests  an  early  stage 
of  atheromatosis,  but  the  hypercellularity 
was  unusual,  and  there  were  no  degenera- 
tive changes.  An  interesting  speculation  is 


whether  or  not  emboli  from  the  aortic 
endothelium  could  have  caused  the  hemor- 
rhagic lesions  of  the  central  nervous  sys- 
tem. 

Summary 

The  clinical  and  pathologic  features  of 
tuberous  sclerosis  in  a young  woman  with 
normal  intelligence  are  described.  The 
postmortem  examination  revealed  typical 
hamartomas  in  the  brain,  kidney,  liver, 
and  heart.  Unusual  hamartomatous 
lesions  were  present  in  the  lungs,  aorta, 
and  lymph  node. 

More  recent  literature  concerning  this 
disease  complex  is  briefly  reviewed. 

References 

1.  Van  der  Hoeve,  J.:  Augengeschwiilste  bei  der  tuber- 
osen  Hirnsklerose  (Bourneville)  und  verwandten  Krankhei- 
ten,  I,  Graefes  Arch.  Ophth.  105:  880  (1921);  II,  ibid.  Ill: 
1 (1923). 

2.  Idem : Eye  symptoms  in  phakomatoses,  Tr.  Ophth. 
Soc.  U.  Kingdom  52:  380  (1932). 

3.  Ackermann,  A.  G.:  Pulmonary  and  osseous  manifes- 
tations of  tuberous  sclerosis,  with  some  remarks  on  their 
pathogenesis,  Am.  J.  Roentgenol.  51:  315  (1944). 

4.  Vejlens,  G.:  Specific  pulmonary  alterations  in 

tuberous  sclerosis,  Acta  path,  et  microbiol.  scandinav.  18:  317 
(1941). 

5.  Moolten,  S.  E.:  Hamartial  nature  of  the  tuberous 

sclerosis  complex  and  its  bearing  on  the  tumor  problem;  re- 
port of  a case  with  tumor  anomaly  of  the  kidney  and  adenoma 
sebaceum,  Arch.  Int.  Med.  69:  589  (1942). 

6.  Berland,  H.  I.:  Roentgenological  findings  in  tuberous 
sclerosis;  bone  manifestations,  A.M.A.  Arch.  Neurol.  & 
Psychiat.  69:  669  (1953). 

7.  Schull,  W.  J.,  and  Crowe,  F.  W.:  Neurocutaneous 

syndromes  in  the  M kindred;  a case  of  simultaneous  occur- 
rence of  tuberous  sclerosis  and  neurofibromatosis.  Neurology 
3:  904  (1953). 

8.  Finlayson,  A.:  Tuberous  sclerosis,  Am.  J.  Ment. 

Deficiency  59:  617  (1955). 

9.  Critchley,  M.,  and  Earl,  C.  J.  C.:  Tuberous  sclerosis 
and  allied  conditions.  Brain  55:  311  (1932). 

10.  Ashby,  D.  W.,  and  Ramage,  D.:  Lesions  of  the  verte- 
brae and  innominate  bones  in  tuberose  sclerosis,  Brit.  J. 
Radiol.  30:  274  (1957). 

11.  Bruwer,  A.  J.,  Kierland,  R.  R.,  and  Schmidt,  H.  W.: 
Pulmonary  tuberous  sclerosis;  report  of  a case,  Am.  J.  Roent- 
genol. 75:  748  (1956). 

12.  Dawson,  J.:  Pulmonary  tuberous  sclerosis  and  its 

relationship  to  other  forms  of  the  disease,  Quart.  J.  Med.  23: 
113  (1954). 

13.  Duvoisin,  R.  C.,  and  Vinson,  W.  M.:  Tuberous 

sclerosis.  Report  of  three  cases  without  mental  defect, 
J.A.M.A.  175:  869  (1961). 

14.  Gupta,  S.  K.:  An  unusual  case  of  tuberous  sclerosis, 
Lancet  2:  1289  (1956). 

15.  Inglis,  K.:  Neurolemmoblastosis;  the  influence  of 

intrinsic  factors  in  disease  when  development  of  the  body  is 
abnormal,  Am.  J.  Path.  26:  521  (1950). 

16.  Kofman,  O.,  and  Hyland,  H.  H.:  Tuberous  sclerosis 
in  adults  with  normal  intelligence,  A.M.A.  Arch.  Neurol.  & 
Psychiat.  81:  43  (1959). 

17.  Le  Brun,  H.  I.,  Kellett,  H.  S.,  and  Macalister,  C.  L.: 
Renal  hamartoma,  Brit.  J.  Urol.  27:  394  (1955). 

18.  Lucas,  C.  J.,  and  Davis,  S.:  Tuberous  sclerosis  with 
involvement  of  the  cervical  cord,  Lancet  2:  1217  (1955). 

19.  Scheig,  R.  L.,  and  Bornstein,  P.:  Tuberous  sclerosis 
in  the  adult.  An  unusual  case  without  mental  deficiency  or 
epilepsy,  Arch.  Int.  Med.  108:  789  (1961). 

20.  Taylor,  J.  N.,  and  Genters,  K.:  Renal  angiomyo- 

lipoma  and  tuberous  sclerosis,  J.  Urol.  79:  685  (1958). 


March  1,  1966  / New  York  State  Journal  of  Medicine  647 


21.  Duke-Elder,  W.  S.:  Textbook  of  Ophthalmology, 

2nd  ed.,  St.  Louis,  The  C.  V.  Mosby  Company,  1938,  vol.  3,  p. 
2858. 

22.  Fish,  G.  W.,  and  McLaughlin,  W.  L.:  Liposarcoma 
of  the  kidney:  Report  on  a case  presenting  an  unusual  syn- 
drome, J.  Urol.  55:  28  (1946). 

23.  Golji,  H.:  Tuberous  sclerosis  and  renal  neoplasms, 

ibid.  85:  919  (1961). 

24.  Davidoff,  L.  M.,  and  Epstein,  B.  S.:  The  Abnormal 
Pneumoencephalogram,  Philadelphia,  Lea  & Febiger,  1955. 

25.  Dickerson,  W.  W.:  Characteristic  roentgenographic 

changes  associated  with  tuberous  sclerosis,  Arch.  Neurol.  & 
Psychiat.  53:  199  (1945). 

26.  Hasegawa,  J.,  and  Ihrke,  R.  E.:  Tuberous  sclerosis 

complex:  unusual  case  of  adenoma  sebaceum,  tuberous 

sclerosis,  and  extensive  bone  lesions,  J.A.M.A.  173:  150 
(1960). 

27.  Hawkins,  T.  D.:  Radiological  bone  changes  in 

tuberose  sclerosis,  Brit.  J.  Radiol.  32:  157  (1959). 


Statistics  of  cancer 

The  American  Cancer  Society  announced 
recently  that  there  are  1,400,000  people  now 
alive  cured  of  cancer  in  the  U.S.  This  is  the 
largest  figure  ever,  according  to  the  Society, 
with  more  people  being  cured  each  year.  Many 
types  of  cancer  are  being  prevented  by  correct- 
ing precancerous  conditions  and  changing  living 
habits. 

Actually,  the  Society’s  publication  states, 
there  are  more  than  2,000,000  people  alive, 
cured  of  cancer.  Some  700,000  patients  with 
cancer  diagnosed  within  the  last  five  years  will 
live  to  enter  the  ranks  of  those  cured.  Usually 
a person  is  not  considered  cured  until  five  years 
after  treatment  without  recurrence  of  the  dis- 
ease. 

Cancer  of  the  colon  and  rectum  will  strike 
about  73,000  Americans  in  1966,  more  than  any 
other  type  except  cancer  of  the  skin  which  is 
92  per  cent  curable  if  treated  when  there  is  not 
regional  involvement.  Cancer  of  the  colon  and 
rectum  will  take  the  lives  of  43,000  in  1966. 

It  is  estimated  that  almost  three  out  of  four 
colon  and  rectum  cancer  patients  could  be 
saved  by  early  diagnosis,  particularly  through 
wider  use  of  the  proctoscopic  examination. 

Lung  cancer,  in  1966,  will  kill  approximately 
50,000;  42,000  men  and  8,000  women.  This  is 
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3.000  more  than  the  estimated  deaths  in  1965. 
It  is  the  leading  cause  of  death  from  cancer 
among  men.  Only  5 per  cent  of  lung  cancer 
patients  are  being  saved  today,  but  it  is  esti- 
mated that  upwards  of  75  per  cent  of  cancers  of 
the  lung  could  have  been  prevented  if  people 
had  not  smoked  cigarets. 

Breast  cancer  is  the  leading  cause  of  cancer 
deaths  in  women  with  an  estimated  63,000 
new  cases  in  1966.  It  will  cause  27,000  deaths. 

About  44,000  new  cases  of  uterine  cancer 
will  be  diagnosed  in  1966.  About  14,000  are 
expected  to  die  of  the  disease  during  the  year. 
Although  this  death  rate  shows  a steady  decline. 
50  per  cent  in  twenty-five  years,  most  of  the 

14.000  expected  to  die  of  the  disease  will  die 
unnecessarily. 

The  over-all  cancer  picture  for  1966  is  this: 
If  present  trends  continue,  there  will  be  about 

570.000  new  cases  diagnosed  for  the  first  time; 

870.000  will  be  under  medical  care  for  cancer, 
and  about  300,000  will  die  of  the  disease. 

There  will  be  about  190,000  patients  saved 
in  1966.  It  is  estimated  that  95,000  cancer 
patients  will  die  needlessly  in  1966  unless  present 
trends  can  be  reversed  and  patients  can  get  to 
their  physicians  in  time  for  early  diagnosis  and 
treatment,  and  more  men  will  die  of  cancer  in 
1966  than  women.  This  has  been  true  since 
1949.  The  ratio  in  1966  will  be  about  55  men 
to  45  women. 
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Although  various  types  of  multiple 
salivary  gland  tumors  have  been  reported, 
we  have  been  unable  to  find  a single  ac- 
count of  the  simultaneous  presence  of  a 
mixed  tumor  and  an  adenoid  cystic  car- 
cinoma. The  case  to  be  described  repre- 
sents such  and  is  thus  unique. 


Case  report 

A fifty-year-old  Negro  female  was  ad- 
mitted to  Knickerbocker  Hospital  on 
November  11,  1963,  because  of  a fixed, 
painless,  hard  mass  in  the  right  sub- 
mandibular region  of  one  year  duration 
and  a movable,  slightly  tender,  firm  mass 
at  the  angle  of  the  left  mandible  of  ten 
years  duration.  Both  masses  had  been 
getting  progressively  larger.  The  remain- 
der of  the  history  and  physical  examination 
as  well  as  the  laboratory  data  were  non- 
contributory. On  November  14,  1963, 
both  masses  were  excised. 

The  specimen  from  the  right  submandib- 
ular region  was  an  irregular  piece  of  soft, 
tan,  lobulated  tissue,  4 by  4 by  2 cm., 
containing  a well-encapsulated,  firm,  globu- 


FIGURE  1.  Right  submaxillary  gland.  (A)  Cross 
section  containing  well  circumscribed  nodule  at 
left.  (B)  Microscopic  picture  of  tumor  showing 
both  typical  adenoid  cystic  pattern  and  perineural 
lymphatic  invasion  at  right. 


lar,  gray,  somewhat  granular  mass,  1.6  cm. 
in  diameter  (Fig.  1A).  Microscopically, 
the  tissue  was  the  entire  submaxillary 
gland  which  contained  a malignant  epi- 
thelial neoplasm  composed  generally  of 
small  cells  with  hyperchromatic  nuclei 
and  scanty  ill-defined  cytoplasms,  closely 
contiguous  and  arranged  in  anastomosing 
cords  and  cystic  glandular  structures,  sur- 
rounded by  varying-sized  acellular  areas 
which  appeared  either  empty  or  contained 
hyalin  or  mucohyaline  material  (Fig.  IB). 
Perineural  lymphatic  invasion  was  evi- 
dent. The  diagnosis  was  adenoid  cystic 
carcinoma,  right  submaxillary  gland,  with 
perineural  lymphatic  invasion. 

The  specimen  from  the  angle  of  the  left 
mandible  was  an  irregular,  bilobular,  firm 
mass  of  friable,  granular,  grayish,  and 
focally  hemorrhagic  tissue,  3.5  by  2.5  by  2 
cm.,  with  a narrow  rim  of  soft,  compressed, 
tan,  lobulated  tissue  at  one  margin  (Fig. 
2A).  Microscopically,  the  narrow  rim  of 
soft  tan  tissue  was  a small  portion  of  the 
parotid  gland  which  was  compressed  by  a 
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FIGURE  2.  Left  parotid  gland  tumor.  (A)  Cross 
section  showing  narrow  rim  of  compressed  parotid 
gland  at  right  upper  and  lateral  margins.  (B)  Mi- 
croscopic picture  showing  classical  features  of 
benign  mixed  tumor. 


neoplasm  composed  of  a varied  mixture 
of  epithelial  elements  arranged  generally 
in  individual  and  interlacing  strands  with 
occasional  tubule  formation  and  connective 
tissue-like  elements  having  a loose  myxoid 
hypocellular  matrix  containing  spindle  and 
stellate  cells  (Fig.  2B).  At  times,  the 
latter  elements  blended  imperceptibly  with 
the  former.  No  cartilage,  squamous  epi- 
thelium, or  adenoid  cystic  foci  were  seen. 
The  diagnosis  was  benign  mixed  tumor, 
left  parotid  gland. 

On  November  23,  1963,  a right  radical 
neck  dissection  was  performed.  Twenty 
lymph  nodes  were  examined  and  found 
to  be  negative  for  metastatic  carcinoma. 
The  patient’s  postoperative  course  was 
uneventful,  and  at  the  present  time  she  is 
asymptomatic. 

Comment 

Adenoid  cystic  carcinomas  occur  with 
almost  equal  frequency  in  the  submaxillary 


and  parotid  salivary  glands,  often  mas- 
querading as  a benign  mixed  tumor. 1 
Two  thirds  of  these  tumors  occur  in  women, 
and  the  median  age  of  development  is 
fifty-three  years.  They  are  generally  of 
slow  evolution  and  sluggish  growth.  Metas- 
tases  to  cervical  lymph  nodes  develop  in 
about  30  per  cent  of  the  cases,  and  there 
is  usually  a history  of  multiple  recurrences 
before  generalized  metastasis  takes  place. 
Response  to  radiation  therapy  is  generally 
unsatisfactory.  The  precise  histogenesis 
of  these  tumors  is  unknown,  but  both  ducts 
and  acini  have  been  implicated. 

Benign  mixed  tumors  are  most  frequently 
located  within  the  inferior  portion  of  the 
parotid  salivary  gland,  approximately  60 
per  cent  of  cases  occurring  in  women.  The 
median  age  of  development  is  forty-two 
years.  These  tumors  are  characteristi- 
cally seen  as  a slowly  growing  or  stationary 
painless  lump  and  may  be  present  for 
many  years  before  noticeable  enlargement 
occurs.  Following  surgical  excision,  ap- 
proximately 25  per  cent  of  cases  recur 
locally;  this  is  most  likely  because  of 
failure  of  complete  excision  of  the  primary 
growth.  The  histogenesis  of  these  tumors 
is  debatable,  but  a large  number  of  in- 
vestigators believe  that  they  originate 
from  epithelium  alone  and  that  the  con- 
nective tissue-like,  chondromyxoid,  and 
squamous  changes  commonly  observed 
represent  metaplastic  transformations. 

Multiple  salivary  gland  tumors  are  rare. 
In  Foote  and  Frazell’s1  series  of  877  cases, 
there  were  6 instances  of  multiple  tumors, 
and  in  Cameron’s2  series  of  401  cases, 
there  were  4 instances;  all  of  these  were 
examples  of  multiple  adenolymphoma  (War- 
thin’s  tumor).  Multiple  primary  salivary 
gland  tumors  may  be  unilateral  or  bilateral, 
may  involve  the  same  or  different  salivary 
glands,  and  are  almost  invariably  of  the 
same  type.  Multiple  benign  mixed  tu- 
mors, t 3 ~6  oxyphilic  granular  cell  adenomas,7 
and  adenolymphomas1'2,8'9  have  also  been 
reported.  A case  of  anaplastic  adeno- 
carcinoma10 of  both  parotid  glands  and  a 
case  of  juvenile  hemangioma11  involving 
the  parotid  glands  and  submaxillary  glands 
have  been  reported.  It  is  extremely  rare 
for  the  tumors  to  be  of  different  types. 
One  of  Hughes’4  cases  had  both  an  adeno- 
lymphoma and  a benign  mixed  tumor  of 
one  parotid  gland.  We  have  not  en- 
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countered  thus  far  in  the  medical  literature 
a single  case  report  of  multiple  salivary 
gland  tumors  in  which  an  adenoid  cystic 
carcinoma  represented  one  or  both  tumors. 

Summary 

What  is  considered  to  be  the  first  case 
report  of  a patient  seen  with  a unique 
combination  of  bilateral  salivary  gland 
tumors  has  been  described.  The  tumors 
were  an  adenoid  cystic  carcinoma  of  the 
right  submaxillary  gland  and  a benign 
mixed  tumor  of  the  left  parotid  gland. 
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patients  being  treated  orally  to  the  hospital  for  a 
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few  days  before  surgery  to  stabilize  them  with 
insulin;  this  represents  an  important  saving  in 
time  for  both  the  patients  and  the  hospital. 
With  the  regimen,  blood  sugar  can  be  checked 
after  operation  and  further  treatment  given  as 
necessary,  the  danger  of  an  indwelling  catheter 
is  avoided,  dextrose  drips  are  unnecessary,  and 
the  veins  of  diabetic  patients  can  be  conserved. 
Thus,  there  are  several  advantages  associated 
with  the  use  of  the  simple  regimen;  in  fact,  the 
few  patients  to  whom  dextrose  or  insulin  was 
given  showed  greater  changes  in  blood  sugar 
levels  than  did  those  from  whom  insulin  and 
carbohydrate  were  withheld.  When  the  pre- 
operative and  postoperative  blood  sugar  levels 
were  analyzed  to  determine  what  factors  influ- 
enced changes  in  blood  sugar,  it  was  found  that 
the  initial  blood  sugar  level  and  the  normal  dose 
of  insulin  had  no  effect.  No  tendency  was  found 
for  the  blood  sugar  to  rise  in  patients  controlled 
on  depot  insulins.  No  support  was  provided 
for  the  argument  that  operations  should  be  done 
in  the  morning  to  avoid  the  risk  of  hypoglycemia 
from  the  continued  action  of  the  depot  insulin. 
In  fact,  no  such  risk  existed,  and  the  time  of  day 
made  no  difference.  The  blood  sugar  level 
probably  did  increase  during  very  long  opera- 
tions but  never  dangerously. 
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Brief  Preliminary  Reports 


Editor’s  Note.  This  work  was  done  and  reported  by  a high  school  junior 
as  part  of  the  summer  preceptorship  program  at  Roswell  Park  Memorial 
Institute.  The  quality  of  this  work  indicates  the  value  of  this  training  in  the  de- 
velopment of  promising  students  at  an  early  stage  of  their  education. 
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Dimethyl  sulfoxide  (DMSO)  has  been 
reported  to  prevent  damage  in  freezing  bone 
marrow, 1-4  lymphoid  cells,56  and  various 
other  cell  systems7  _9;  but  little  information 
has  been  available  in  regard  to  the  use  of 
this  agent  in  connection  with  freezing 
human  leukemic  white  blood  cells.  The 
present  study  was  undertaken  to  determine 
what  concentrations  of  dimethyl  sulfoxide 
provide  the  most  protection  and  how  much 
protection  those  concentrations  provide  in 
comparison  with  the  same  concentrations  of 
glycerol,  another  widely  used  cryophylactic 
agent. 

Material  and  methods 

Preparation  of  cells.  Leukemic  white 
blood  cells  were  obtained  post  mortem  from 
patients  with  chronic  myelogenous  leu- 
kemia, 10  units  of  heparin  per  milliliter 
being  added  to  each  blood  sample.  A 1 : 100 
dilution  of  the  cells  was  prepared,  and  the 
total  number  and  percentage  of  viable  cells 
were  determined.  Then  1-ml.  volumes  of 
this  dilution  were  each  brought  up  to  10  ml. 


FIGURE  1.  Cooling  pattern.  Cooling  slowly  to  cer- 
tain temperature  (—20  C.  in  this  case)  and  rapidly 
afterward  is  most  widely  accepted  method. 

with  Puck’s,  McCoy’s,  or  Eagle’s  medium 
supplemented  with  20  per  cent  fetal  calf 
serum  (FCS)  and  containing  a predeter- 
mined concentration  of  the  cryophylactic 
agent  to  be  tested.  Each  container  was 
submerged  in  ice  water  to  keep  the  tem- 
perature below  10  C.  and  hence  to  reduce 
the  toxic  effect  that  dimethyl  sulfoxide  has 
on  cells  at  room  temperature. 10 

Freezing.  Ampules  of  10-ml.  capac- 
ity, siliconized  to  prevent  cells  from  adher- 
ing to  the  walls,  were  used  to  hold  the 
samples  during  freezing.  Once  the  samples 
were  inside,  the  ampules  were  sealed  and 
were  immersed  in  ice  water,  thus  reducing 
the  temperature  approximately  1 C.  every 
ten  seconds.  After  0 C.  was  reached,  the 
ampules  were  inserted  in  a Linde  controlled 
liquid  nitrogen  freezing  unit.  The  rate  of 
freezing  was  adjusted  so  that  the  tempera- 
ture decreased  slowly  to  minus  20  C.  and 
then  more  rapidly  to  minus  120  C.  (Fig.  1). 
The  frozen  samples  were  stored  at  minus  70 
C.  in  a separate  cooling  compartment. 
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FIGURE  2.  Average  percentage  of  viable  cells  after 
thawing  samples  containing  dimethyl  sulfoxide. 


Thawing.  The  samples  were  thawed  by 
immersing  the  ampules  in  a water  bath  at 
37  C.  Each  ampule  was  held  in  the  water 
bath  for  one  minute,  or  until  there  were 
visible  signs  of  thawing.  Then  the  ampules 
were  immersed  in  ice  water  until  they  could 
be  emptied.  The  thawed  samples  were 
centrifuged  at  1,000  rpm  for  ten  minutes 
at  10  C.  The  medium  was  poured  off,  and 
the  cells  were  suspended  in  phosphate- 
buffered  saline  and  were  centrifuged  again 
at  1,000  rpm  for  ten  minutes,  this  time  at 
normal  room  temperature.  After  the  saline 
was  decanted,  the  cells  were  resuspended 
in  McCoy’s  medium  plus  20  per  cent  fetal 
calf  serum,  were  centrifuged  once  more,  and 
were  washed  with  fresh  McCoy’s  medium 
plus  20  per  cent  fetal  calf  serum. 

Culturing.  The  cells  that  had  been 
thawed  and  washed  were  placed  in  T-60 
flasks  and  were  incubated.  The  culture 
medium  contained  0.25  ml.  of  a 100  mg.  per 
milliliter  solution  of  inositol,  as  well  as  in- 
creased amounts  of  insulin,  vitamin  B12,  and 
folic  acid.  In  recent  studies,  A.  Burns  of 
this  laboratory  has  shown  that  folic  acid  is 
essential  in  culturing  leukemic  cells.  Cell 
counts  were  performed  immediately  after 
the  cells  were  cultured. 

Results 

Control  ampules  contained  cells,  medium, 
and  serum,  but  no  cryophylactic  agent. 
For  each  concentration  of  dimethyl  sulfox- 
ide or  glycerol,  including  0 per  cent,  6 


DMSO  Glyc.  DMSO  Glyc.  DMSO  Glyc. 

FIGURE  3.  Average  percentage  of  viable  cells 
after  thawing  samples  containing  dimethyl  sul- 
foxide or  glycerol. 


ampules  were  frozen,  making  a total  of  90. 

Figure  2 shows  the  average  percentage  of 
viable  cells  after  thawing  for  each  concen- 
tration of  dimethyl  sulfoxide  used.  All  cells 
frozen  without  additive  had  a viability  of 
0 per  cent  after  thawing.  The  standard 
error  for  the  percentage  of  viable  cells  was 
10  per  cent.  The  shape  of  the  graph  resem- 
bles a bell  curve,  with  the  peak  viability  for 
the  concentrations  of  dimethyl  sulfoxide 
used  being  in  the  range  of  7 ’/2  to  slightly 
more  than  15  per  cent.  Viability  fell  steeply 
when  the  concentration  of  dimethyl  sul- 
foxide was  decreased  below  7 ! /2  or  in- 
creased above  15  per  cent.  Below  7:  /2  per 
cent  dimethyl  sulfoxide  could  not  provide 
sufficient  protection  against  freezing;  above 
15  per  cent,  the  compound  produced  toxic 
effects. 

Figure  3 compares  the  average  percent- 
ages of  viable  cells  after  thawing  for  each 
of  three  concentrations  of  dimethyl  sulfox- 
ide and  glycerol.  As  Figure  3 indicates, 
appreciably  greater  viability  was  provided 
by  dimethyl  sulfoxide  than  by  glycerol, 
especially  at  5 per  cent. 

Figure  4 compares  the  percentages  of 
viable  cells  each  of  the  first  few  days  after 
thawing  for  each  of  the  concentrations  of 
dimethyl  sulfoxide  used.  As  might  be  ex- 
pected, viability  rapidly  fell  to  0 per  cent 
with  the  lowest  (1  to  3 per  cent)  and  highest 
(20  to  25  per  cent)  concentrations  of  di- 
methyl sulfoxide.  At  intermediate  concen- 
trations, viability  was  initially  in  the  range 
of  50  to  70  per  cent,  and  gradually  decreased 
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FIGURE  4.  Percentages  of  viable  cells  each  of  the 
first  few  days  after  thawing  samples  containing  di- 
methyl sulfoxide. 

to  the  range  of  15  to  50  per  cent,  in  certain 
cases  falling  rapidly  for  several  days  and 
then  recovering  slightly.  The  greatest  via- 
bility for  the  longest  period  of  time  was 
provided  by  15  per  cent  dimethyl  sulfoxide, 
initially  more  than  60  per  cent  and  finally 
more  than  40  per  cent  viable  cells. 


Chemical  deficiency  of  brain 
linked  to  Parkinson’s  disease 

A chemical  abnormality  has  been  found  in 
the  brains  of  Parkinson’s  disease  patients, 
according  to  a recent  report  given  at  the  Second 
Research  Conference  of  the  Parkinson’s  Dis- 
ease Information  and  Research  Center  at 
Columbia  University’s  College  of  Physicians 
and  Surgeons. 

The  report  was  by  Oleh  Hornykiewicz,  M.D., 
of  the  department  of  pharmacology,  University 
of  Vienna,  who  stated  that  the  chemical  ab- 
normality was  found  by  autopsy  of  the  brains 
of  40  persons  who  had  suffered  from  parkin- 
sonism. The  abnormality  was  the  almost 


Summary 

To  prevent  damage  in  freezing  human 
leukemic  white  blood  cells,  dimethyl  sul- 
foxide (DMSO)  is  most  effective  in  concen- 
trations between  10  and  15  per  cent.  In 
these  concentrations,  dimethyl  sulfoxide  is 
appreciably  more  effective  than  glycerol. 
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total  lack  of  a certain  chemical  in  a region  of  the 
brain  where  it  would  normally  be  expected  to  be 
present  in  a fairly  high  concentration. 

The  chemical  is  dopamine,  a compound  re- 
lated chemically  to  epinephrine  and  norepi- 
nephrine; important  hormones  that  are  believed 
to  have  many  functions,  including  regulation 
of  blood  pressure. 

The  disease,  which  is  believed  to  affect  as 
many  as  a million  persons  in  the  United  States, 
is  characterized  by  muscle  tremors,  rigidity  of 
certain  muscles,  and  loss  of  automatic  muscular 
control  in  such  things  as  blinking  and  swinging 
of  the  arms  during  walking.  The  disease  can 
be  seriously  disabling,  but  is  seldom  fatal. 
The  mechanisms  of  its  cause  are  unknown,  al- 
though some  cases  of  the  disease  follow  attacks 
of  encephalitis. 
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BILLSBORD 


’Tis  but  Human  to  Survive 


On’whichever  way  you  depend  to  be  spoon- 
fed a daily  quota  of  news,  be  it  newspaper,  radio, 
television,  or  news  weekly;  and  whatever  you 
use  as  a digestive  aid,  be  it  commentator, 
editorialist,  columnist,  the  corner  bar,  or  your 
own  table;  it  is  doubtful,  indeed  impossible, 
for  you  to  have  escaped  exposure  and  indoctrina- 
tion by  our  modern  apostles  of  doom.  These 
direct  descendants  of  the  “fire  and  brimstone” 
fundamentalists  who  beset  our  grandparents 
have  substituted  scientific  tomes  and  statistical 
tables  for  the  Bible, 'but  still  preach  destruction 
of  the  world  and  extinction  of  man,  not  by  a 
wrathful  God  because  of  man’s  sinfulness  but 
because  of  man’s  failure  to  accept  other  men. 
He  will  destroy  himself  and  his  world  by  an 
atomic  war,  the  population  explosion,  germ 
warfare,  or  some  combination  thereof.  These 
gloomy  predictions  have  bred  a small  group  of 
placard-carrying  picketers;  a few  hermit  es- 
capists seeking  to  buy,  find,  or  dig  their  own 
private  caves;  as  well  as  the  “better  red  than 
dead”  appeasers  and  the  bellicose  “preventive 
war”  enthusiasts.  But  most  of  us  apparently 
accept  with  fatalistic  indifference  the  inevi- 
tability of  world  destruction  and  the  demise  of 
man.  To  this  general  pessimistic  attitude 
this  corner  desires  to  enter  a demurrer. 

I am  cognizant  of  the  terrible  destructive 
power  of  these  agents;  yet  were  they  twice  as 
powerful,  I would  still  be  convinced  that  man 
would  survive,  not  without  great  loss  of  life 
and  the  wiping  out  of  many  of  his  material 
accomplishments  of  the  ages.  But  when  it 
was  all  over,  amid  the  rubble  and  debris,  despite 
contaminated  atmosphere  and  water,  I believe 
there  would  stand  Man. 

Let  those  who  will  sneer  and  call  it  a feeling  of 
omnipotence,  a fantasy,  or  a delusion:  This 

is  my  honest  conviction,  and  here  are  my  reasons 
for  this  belief. 

The  toughest  thing  ever  experienced,  seen,  or 
felt  on  this  planet  called  earth  is  a hunk  of 
protoplasm;  and  by  far  the  toughest  orderly 
conglomeration  of  protoplasmic  substance  yet 
encountered  is  in  the  form  of  that  creature 
called  man.  If  we  consider  the  record,  instead 
of  listening  to  his  constant  whining  protesta- 
tions of  helplessness  as  generation  after  genera- 
tion he  tortures  himself  with  self-created  pro- 
phetic declarations  of  an  impending  and  in- 
escapable destruction  of  himself  and  his  world, 
then  man’s  survival  is  in  itself  the  proof  of  his 
toughness  and,  yes,  of  his  indestructibility. 
For  the  one  incontrovertible  fact  is  that  despite 
his  own  lack  of  confidence,  in  an  unfriendly 


environment,  and  contrary  to  any  logical  and 
objective  evaluation  of  the  possibility,  this 
curious  contradiction — of  courage  and  cow- 
ardice, kindness  and  knavery,  selfishness  and 
self-sacrifice,  intelligence  and  ignorance,  sense 
and  superstition,  compassion  and  cruelty, 
hauteur  and  humility,  affection  and  antagonism, 
truth  and  treachery,  greed  and  generosity,  con- 
ciliation and  contentiousness,  rebellion  and 
renunciation — called  man  has  not  only  survived 
but  also  flourished. 

Consider  him  as  he  first  stood  on  hind  legs 
and  looked  about  him.  There  on  all  sides  were 
impenetrable  and  tangled  forests,  in  the  dis- 
tance wide  expanses  of  seemingly  limitless  water 
or  oceans,  with  barricades  of  impassable  tor- 
rents of  fast-moving  water  or  rivers,  and  sur- 
rounding him  a multiplicity  of  other  animal 
species  any  one  of  which  was  seemingly  better 
equipped  than  he  to  live  and  protect  itself  in 
an  unfriendly  and  dangerous  world.  Here 
stood  man,  naked  and  alone,  apparently  at  the 
mercy  of  creatures  ten  to  a hundred  times  his 
size,  all  better  able  to  withstand  the  vagaries 
of  nature  than  he;  animals  who  could  demolish 
him  with  a swipe  of  a paw,  a flick  of  a tail,  a 
stamp  of  a hoof,  an  injection  of  venom,  a sweep 
of  horns,  or  a claw  of  talons.  There  was  man, 
with  his  puny  fingernails,  his  weak  musculature, 
teeth  which  however  serviceable  could  by  no 
stretch  of  the  imagination  be  considered  of- 
fensive weapons,  standing  in  the  midst  of 
trees  but  without  any  natural  ability  to  climb, 
confronted  by  water  barriers  but  without  the 
natural  ability  to  swim.  There  was  man,  set 
in  a world  of  creatures  who  could  out-run  him, 
out-fight  him,  out-climb  him,  out-swim  him; 
most  of  whom  out-weighed  him  and  all  of  whom 
out-numbered  him;  yet  consider  what  hap- 
pened. This  forlorn,  defenseless  creature  called 
man  has  nearly  destroyed  them  all  (except  for  a 
few  he  preserves  in  a social  security  setup  he 
calls  a zoo);  he  has  devastated  and  ruined  the 
pathless  forests,  using  its  products  for  his  own 
purposes.  He  has  made  the  seemingly  endless 
expanses  of  water  a carefully  plotted  and  familiar 
avenue  of  transportation;  he  has  bridged  the 
rushing  torrents  of  rivers,  while  harnessing 
their  energy  to  serve  him  and  his  kind.  Having 
eradicated  competing  species  of  the  animal 
world  and  tamed  his  natural  environment,  he 
turned  to  the  world  in  which  he  lived.  He 
wrested  from  the  earth  its  treasures,  he  learned 
the  secrets  of  its  productivity,  he  explored  its 
laws  and  so  created  science;  and  once  he  was 
its  master  he  turned  to  the  space  around  his 
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world  and  considered  the  other  worlds  therein, 
which  eventually  he  will  probably  desecrate 
and  denude  as  he  has  his  own.  Today,  man 
still  stands  alone  and  afraid,  for  although  he 
has  decimated  other  living  creatures  and  dev- 
astated and  enslaved  his  environment,  has 
conquered  disease,  withstood  the  ravages  of 
age,  and  learned  to  laugh  at  distance,  he  has 
never  learned  to  live  in  peace  with  his  own  kind. 

Wherein  lies  the  secret  of  man’s  victorious 
progress  leading  to  his  present  dominance  of  his 
environment?  Some  might  say  his  soul  and 
supernatural  control,  some  his  curiosity,  some 
his  intelligence,  just  as  I say  his  toughness; 
but  whatever  the  unknown  factor,  there  is  no 
mystery  about  the  technic  used.  First  he 
patiently  seeks  to  understand  all  the  variable 
components  of  a presenting  problem,  then 
meticulously  informs  himself  of  its  background, 
and  when  this  knowledge  is  gained  and  co- 
ordinated, he  finds  elimination  or  control  of  the 
problem  comparatively  simple.  This  is  a 
process  which  has  never  failed  him;  and  yet  it 
is  one  he  has  never  applied  to  his  greatest  prob- 
lem and  his  most  menacing  threat — his  relation- 
ship with  other  men.  It  is  his  failure  or  inability 
to  tackle  this  problem  which  has  perpetuated 
his  lack  of  confidence  in  himself  and  his  destiny, 
which  has  stimulated  his  frenetic  search  for  a 
security  that  does  not  exist,  and  has  cultivated 
fear,  suspicion,  and  hatred  of  his  own  kind  cul- 
minating in  periodic  convulsive  exhibitions  of 
violence  and  ferocity.  It  is  not  until  he  be- 
comes satiated  by  an  orgy  of  bloodletting  called 
war  that  he  is  able  or  willing  to  sit  at  a table 
with  other  men  and  reach  an  agreement  which 
usually  is  only  temporary. 

So  it  is  that  while  one  might  reasonably  ex- 
pect to  find  man,  today  surrounded  by  the 
tangible  evidence  of  his  victorious  past,  stand- 
ing erect,  head  high,  indomitably  confident  he 
can  meet  and  successfully  handle  any  challenge 
the  future  might  hold;  the  fact  is,  he  cowers  as 
he  did  on  that  very  first  day,  concocting  visions 
of  a cataclysmic  upheaval,  ready  to  be  startled 
at  the  shadow  of  a shade.  He  completely 
ignores  reality  as  he  refuses  to  recognize  that 
this  terrifying  disaster  can  eventuate  only 
through  his  own  connivance.  He  envisions 
himself  lying  dead  by  a shot  through  the  head, 
unable  to  realize  the  weapon  used  is  of  his  own 
manufacture  and  there  is  no  power  on  earth 
capable  of  pulling  the  trigger  but  himself. 

Man  carefully  creates  an  illusion  of  self- 
destruction,  and  then  when  he  views  what  he 
has  wrought,  he  recoils  in  horror  and  cries 
“murder.”  He  tortures  himself  with  the 
specter  of  overpopulation  and  world  famine 
while  ignoring  his  knowledge  of  the  means  of 
orderly  control.  He  broods  about  a waterless 
world  and  the  resultant  conversion  of  lush 
fields  into  arid  deserts  or  of  pollution  of  the  air 
to  a poisonous  degree,  yet  he  refuses  to  use  the 
slightest  forethought  or  exert  even  reasonable 
care  to  protect  the  watersheds  or  prevent  pollu- 
tion. He  shrinks  at  the  thought  of  an  atomic 


holocaust  without  appreciating  that  this  is  of 
his  own  manufacture,  and  he  can  discard  it  as 
easily  as  he  did  knee  breeches  and  powdered 
wigs. 

Undoubtedly,  there  will  be  many  who  will 
attempt  to  fault  my  logic  by  claiming  the  con- 
clusion is  unwarranted  because  it  is  a false 
premise  to  assume  that  past  threats  to  man’s 
survival  are  equal  to  future  threats;  but  this 
argument  is  based  on  the  common  human  il- 
lusion that  discounts  the  inherent  danger  in 
past  threats  once  they  are  met  and  overcome 
while  exaggerating  the  inherent  danger  in  those 
that  lie  in  the  future.  However,  in  the  over-all 
situation,  there  is  a certain  segment  with  which 
one  can  make  a direct  comparison.  Have  you 
ever  heard  one  of  these  professional  merchants 
of  doom  painting  the  awesome  vision  of  germ 
warfare,  emphasizing  man’s  complete  help- 
lessness when  exposed  to  some  virulent,  highly 
contagious  disease  to  which  he  has  no  immunity; 
he  unwittingly  aids  in  its  dissemination  until 
soon  illness  is  so  rife  there  is  nobody  to  care  for 
the  ill  or  bury  the  dead.  It  is  a gruesome  pic- 
ture he  paints  of  rusting  machines  lacking  opera- 
tors, of  empty  homes,  and  the  unburied  dead. 
But,  horrible  though  the  prospect  may  be,  it 
should  be  remembered  man  has  been  through 
all  this  before:  the  “Black  Death”  of  the  four- 
teenth century,  estimated  by  Hacker  to  have 
killed  some  25  million  Europeans,  about  25  per 
cent  of  the  total  population,  and  the  London 
Plague  of  1664  to  1665,  in  which  it  is  estimated 
that  of  a total  population  of  460,000  about  two- 
thirds  fled  the  city,  and  of  the  155,000  left  there 
were  68,596  deaths.  Yet  man  survived,  granted 
there  were  tremendous  losses,  but  he  survived, 
and  the  plague  did  not.  He  survived  although 
he  did  not  even  know  of  the  existence  of  germs, 
did  not  have  the  slightest  conception  of  hygiene, 
knew  nothing  of  the  mode  of  transmission  of 
disease,  lacked  any  knowledge  of  infection  or  of 
sterilization,  and  had  no  antibiotics  or  any  ef- 
ficient medication.  He  survived  although  he 
had  no  idea  of  ordinai'y  cleanliness,  knew  nothing 
of  body  resistance  or  of  proper  diet;  yet  this 
sick,  underfed,  ignorant  man  survived. 

My  conviction  as  to  man’s  survival  rests  not 
in  any  belief  in  his  idealism  which  will  cause 
him  to  embrace  a philosophy  of  brotherhood, 
or  even  any  confidence  that  his  common  sense 
will  lead  him  to  renounce  atomic  weaponry; 
for  fear  of  retaliation  will  stay  his  hand  only 
so  long,  until  he  finds  a means  of  minimizing 
its  effects.  No,  my  optimism  about  the  sur- 
vival of  this  peculiar  paradoxical  creature 
known  as  man — a sometime  hero,  fool,  coward, 
sage,  poltroon,  libertine,  slave,  master,  moralist, 
dreamer,  oppressor,  victim,  idealist,  pragma- 
tist— is  founded  not  on  the  fact  he  is  part  imp 
and  part  angel.  Rather  it  is  based  on  a firm 
belief  in  his  oft-demonstrated  resiliency,  a 
tribute  to  the  toughness  of  that  hunk  of  proto- 
plasm known  as  man. 

WRC 
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Necrology 


Artashes  Baba  Balayan,  M.D.,  of  Forest 
Hills,  died  on  December  6,  1965,  at  the  age  of 
seventy-eight.  Dr.  Balayan  received  his  medi- 
cal degree  from  the  University  of  Munich  in 
1911.  He  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Michael  Chiascione,  M.D.,  of  Yon- 
kers, died  on  December  17,  1965,  at  St.  John’s 
Riverside  Hospital  at  the  age  of  sixty-five. 
Dr.  Chiascione  graduated  in  1924  from  George 
Washington  University  School  of  Medicine. 
He  was  an  examining  physician  for  the  Yonkers 
draft  boards.  Dr.  Chiascione  was  a member  of 
the  Yonkers  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Davis  Diamond,  M.D.,  of  Brooklyn, 
died  on  June  3,  1965,  at  the  age  of  fifty-eight. 
Dr.  Diamond  graduated  in  1931  from  George 
Washington  University  School  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Seward  Erdman,  M.D.,  of  New  York  City, 
died  on  January  6 at  his  home  at  the  age  of 
eighty-nine.  Dr.  Erdman  graduated  in  1902 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  Retired  in  1958,  he  was  an  honor- 
ary surgeon  at  the  Elizabeth  A.  Horton  Memorial 
Hospital,  Middletown  and  a consulting  surgeon 
at  the  New  York  Eye  and  Ear  Infirmary.  Dr. 
Erdman  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Surgical  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Randolph  Graham,  M.D.,  of  Washing- 
ton, D.C.,  formerly  of  New  York  City,  died  on 
January  19  at  the  age  of  ninety-one.  Dr. 
Graham  graduated  in  1899  from  Missouri 
Medical  College.  He  had  been  a consulting 
epidemiologist  at  St.  Luke’s  Hospital  and  was  a 
former  adjunct  professor  of  dermatology  at  New 
York  Polyclinic  Medical  School  and  Hospital. 
Dr.  Graham  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Grover  Albon  Hatzel,  M.D.,  of 

Patchogue,  died  on  December  31,  1965,  at  the 
age  of  forty-five.  Dr.  Hatzel  graduated  in 
1946  from  Long  Island  College  of  Medicine. 
He  was  an  assistant  Suffolk  County  medical 
examiner.  Dr.  Hatzel  was  a Diplomate  of 
the  American  Board  of  Pathology  (Pathologic 
Anatomy),  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  Suffolk 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Violet  Ruth  McCasland,  M.D.,  of  Moriah, 
died  on  November  24,  1965,  at  Elizabethtown 
Community  Hospital  ar  the  age  of  seventy. 
Dr.  McCasland  graduated  in  1921  from  Syra- 
cuse University  College  of  Medicine.  She  was 
a member  of  the  Essex  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Francis  McKenna,  M.D.,  of  Ogdens- 
burg,  retired,  died  on  December  11,  1965,  at 
A.  Barton  Hepburn  Hospital  at  the  age  of 
seventy-seven.  Dr.  McKenna  graduated  in 
1913  from  Long  Island  College  Hospital  Medical 
School.  He  was  an  attending  urologist  at 
St.  Lawrence  State  Hospital.  Dr.  McKenna 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  American  Urological 
Association,  the  New  York  Academy  of  Medi- 
cine, the  St.  Lawrence  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Wilfred  Mcllvaine  Post,  M.D.,  of  Williston 
Park,  died  on  January  19  at  Nassau  Hospital 
at  the  age  of  eighty-nine.  Dr.  Post  graduated 
in  1901  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  emeritus 
consulting  surgeon  at  Meadowbrook  Hospital, 
a consulting  surgeon  at  Mercy  Hospital,  and  an 
emeritus  member  of  the  medical  staff  at  Nassau 
Hospital  and  Community  Hospital  at  Glen 
Cove.  At  the  end  of  War  World  I he  headed  a 
relief  expedition  to  Iran  under  the  American 
relief  organization  directed  by  Herbert  Hoover, 
then  was  medical  director  of  the  American 
Hospital  in  Constantinople  (Istanbul)  and  dean 
of  the  School  of  Medicine  and  Surgery  of  the 
Constantinople  College  for  Women.  He  con- 
tinued as  medical  adviser  to  the  Near  East 
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Foundation  after  returning  to  this  country  in 
1925.  Dr.  Post  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the 
Nassau  Surgical  Society,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Florence  Powdermaker,  M.D.,  of  Ridgefield, 
Connecticut,  formerly  of  New  York  City,  died 
on  January  12  at  her  home  at  the  age  of  seventy- 
one.  Dr.  Powdermaker  graduated  in  1926  from 
the  University  of  Chicago,  The  School  of  Medi- 
cine. She  was  a Diplomate  of  the  American 


Which  son  will 
be  a physician? 

If  you  aspire  to  have  a physician  in  your 
family,  your  eldest  son  may  turn  out  to  be  the 
one  who  aims  for  a medical  career,  according  to 
a report  in  a recent  issue  of  the  Journal  of  the 
American  Medical  Association  written  by  Sidney 
Cobb,  M.D.,  and  John  R.P.  French,  Jr.,  Ph.D. 

The  eldest  may  be  most  likely  to  enter  medical 
school,  particularly  if  he  has  several  brothers 
and  sisters,  or  if  his  father  didn’t  achieve  quite 
the  status  that  could  be  expected  from  the 
father’s  level  of  education.  When  a 207-mem- 
ber class  entered  medical  school  in  the  fall  of 
1964,  for  example,  it  contained  two  and  a half 
times  as  many  eldest  sons  of  families  as  youngest 
sons,  and  this  unusual  frequency  was  particu- 
larly striking  for  families  in  which  the  father’s 
occupation  was  low  in  the  socioeconomic  scale 
relative  to  his  education.  It  might  be  further 
assumed  that  the  influence  of  fathers  is  most 
strong  on  the  first-born  son  and  is  projected  less 
strongly  on  each  younger  son. 

Another  possible  explanation  is  that  families 
who  send  their  first-born  son  to  medical  school 
have  spent  so  much  on  education  that  they 
cannot  afford  to  send  their  last  born,  especially 
if  they  have  many  children.  No  evidence  has 
been  found  of  this,  however,  since  there  was  a 


Board  of  Psychiatry  and  Neurology,  a Fellow 
of  the  American  Psychiatric  Association,  and  a 
member  of  the  New  York  Society  for  Clinical 
Psychiatry. 

Max  Wishnofsky,  M.D.,  of  Brooklyn,  died 
on  August  2,  1965,  at  Maimonides  Hospital  of 
Brooklyn  at  the  age  of  sixty-six.  Dr.  Wish- 
nofsky graduated  in  1923  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  Clinical  Society,  New  York  Dia- 
betes Association,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


high  ratio  of  eldest-son  medical  students  even 
in  the  highest  income  groups.  It  was  pointed 
out  that  these  are  preliminary  findings,  but  if 
they  are  widely  confirmed,  there  will  develop  a 
general  conclusion  that  entrance  in  medical 
school  is  strongly  influenced  by  family  relation- 
ships. 

A new  American  Medical  Association  pam- 
phlet points  out  that  certain  traits  are  essential 
for  a medical  student’s  success.  They  include 
intelligence,  scientific  curiosity,  self-discipline, 
and  physical  and  emotional  strength.  There 
are  also  certain  guideposts  for  the  medical 
student’s  preliminary  education.  In  high  school 
he  should  obtain  credits  for  four  years  of  English, 
two  to  three  years  of  laboratory  science,  two  to 
four  years  of  modern  foreign  classical  language, 
three  years  of  mathematics,  and  two  to  three 
years  of  social  studies.  In  college  the  student 
should  work  toward  a baccalaureate  degree  and 
take  courses  required  for  admission  to  most 
medical  schools.  Faculty  advisers  should  be 
consulted  in  planning  a broad  liberal  education. 
Applications  should  be  submitted  to  various 
medical  schools,  and  these  should  be  visited,  if 
possible. 

The  basic  costs  of  medical  school  study  are 
approximately  $2,600  a year  at  privately  owned 
medical  schools,  and  $1,600  at  tax-supported 
medical  schools.  Expenses  vary  widely  de- 
pending on  such  factors  as  the  location  of  the 
school,  tuition  costs,  and  marital  status. 
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Book  Notes 


A Synopsis  of  Anaesthesia.  By  J.  Alfred 
Lee,  D.A.,  and  R.  S.  Atkinson,  M.B.  Fifth 
Edition.  Duodecimo  of  774  pages,  illustrated. 
Baltimore,  The  Williams  and  Wilkins  Company, 
1964.  Cloth,  $9.50. 

For  the  student,  the  resident  anesthetist,  and 
the  practicing  physician  this  British  publication 
now  appears  in  its  fifth  edition.  The  whole 
text  has  been  revised,  with  large  parts  replaced 
with  newer  material.  The  section  dealing  with 
the  choice  of  anesthetic  has  been  considerably 
expanded  and  enlarged. 

Zinsser  Microbiology.  By  David  T.  Smith, 
M.D.,  Norman  F.  Conant,  Ph.D.,  and  John  R. 
Overman,  M.D.  Thirteenth  Edition.  Octavo 
of  1,214  pages,  illustrated.  New  York,  Apple- 
ton-Century-Crofts,  1964.  Cloth,  $17.75. 

In  its  13th  edition,  this  standard  text  is  brought 
up  to  date  with  many  more  illustrations,  longer 
bibliographies,  and  new  chapters.  In  general, 
the  text  is  specially  designed  for  students  and 
the  bibliographies  for  graduates  and  teachers. 

Basic  Cardiology.  By  T.  E.  Gumpert,  M.B. 
Second  Edition.  Octavo  of  234  pages,  illus- 
trated. Baltimore,  The  Williams  and  Wilkins 
Company,  1964.  Cloth,  $9.75. 

Designed  especially  for  students,  this  publica- 
tion is  essentially  a course  of  lectures  given  at 
the  Sheffield  Royal  Hospital.  In  this  second 
edition  the  work  has  been  thoroughly  revised, 
with  new  illustrations,  the  deletion  of  out-dated 
material,  and  the  whole  largely  rewritten. 

Sexual  Hygiene  and  Pathology.  By  John 
F.  Oliven,  M.D.  Second  Edition.  Octavo  of 
621  pages.  Philadelphia,  J.  B.  Lippincott 
Company,  1965.  Cloth,  $12.50. 

This  manual  written  especially  for  practicing 
physicians,  now  in  its  second  edition,  has  been 
revised  and  enlarged.  It  provides  a reliable 
source  of  information  on  all  aspects  of  human 
sexuality. 

A Synopsis  of  Contemporary  Psychiatry. 


By  George  A.  Ulett,  M.D.,  and  D.  Wells  Good- 
rich, M.D.  Third  Edition.  Duodecimo  of 
299  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1965.  Cloth,  $6.75. 

This  brief  introductory  text  of  psychiatry  was 
written  as  a quick  reference  source  for  those 
who  work  in  psychiatric  clinics  of  mental  hos- 
pitals. It  covers  history  taking  and  diagnostic 
procedures,  clinical  syndromes  and  therapeutic 
measures.  The  book  is  so  small  that  it  easily 
fits  in  the  side  pocket  of  a clinic  coat. 

Roots  of  Modern  Psychiatry.  By  Mark  D. 
Altschule,  M.D.  With  the  collaboration  of 
Evelyn  Russ  Hegedus.  Second  Revised  and 
Enlarged  Edition.  Octavo  of  208  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc., 
1965.  Cloth,  $6.50. 

This  work  is  presented  as  an  introduction  to  the 
history  of  psychiatry.  Its  11  essays  cover 
certain  aspects  of  the  development  of  psychiatric 
thought  most  of  which  are  not  really  appreciated 
or  even  known  today. 

Factbook  on  Man;  From  Birth  to  Death. 

By  Louis  I.  Dublin,  Ph.D.  Second  Edition. 
Octavo  of  465  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1965.  Cloth,  $7.95. 

Information  on  the  basic  facts  of  human  life  is 
brought  up  to  date  in  the  second  edition  of  this 
valuable  publication  which  originally  appeared 
fifteen  years  ago.  The  outstanding  feature  of 
the  work  is  that  the  data  are  presented  in  the 
form  of  brief  questions  and  answers. 

A Textbook  of  Surgical  Physiology.  By  R. 

Ainslie  Jamieson,  M.B.,  and  Andrew  W.  Kay, 
M.D.  Second  Edition.  Octavo  of  760  pages, 
illustrated.  Baltimore,  The  Williams  and 
Wilkins  Company,  1965.  Cloth,  $16.50. 

Written  especially  for  the  postgraduate  student 
this  text  of  British  origin  covers  a wide  range  of 
subjects.  A thorough  knowledge  of  its  content 
is  essential  to  surgical  practice.  In  this  edition 
new  diagrams  and  line  drawings  and  a complete 
revision  bring  the  work  up  to  date. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Ear  Protection  in  Noise.  Sound,  color, 
16  mm.,  twelve  minutes. 

The  purpose  of  this  film  is  to  illustrate  dra- 
matically the  danger  of  prolonged  exposure  to 
high-level  noise  and  to  demonstrate  to  workers 
how  ear  protectors  should  be  worn  and  cared 
for.  This  film  illustrates  the  frequencies  that 
make  up  objectionable  noise,  the  level  of  sound, 
and  the  distribution  and  duration  of  the  noise 
both  during  the  work  day  and  work  life  of  the 
individual  exposed  to  it.  The  film  points  out 
that  while  some  noises  can  be  reduced  at  their 
source,  the  nature  of  the  work  involved  in  many 
other  noise  situations  makes  reduction  im- 
practicable. Personal  protection  such  as  pro- 
vided by  ear  plugs,  ear  muffs,  or  a combination 
of  both,  is  usually  necessary  to  prevent  damage. 

Source  and  Producer:  Price  Vowell  As- 

sociates, 7471  Melrose  Avenue,  Hollywood, 
California  90046. 

Hearing:  The  Forgotten  Sense.  Sound, 

color,  16  mm.,  eighteen  minutes. 

The  purpose  of  this  film  is  to  orient  employes, 
management,  and  general  audiences  to  the 
need  for  personal  hearing  conservation.  The 
film  acquaints  audiences  with  a basic  under- 
standing of  how  the  ear  works,  the  general 
causes  of  hearing  loss,  and  what  can  be  done  to 
conserve  hearing  and  prevent  hearing  loss. 
In  a sequence  unique  to  this  type  of  film,  the 
audience  can  actually  participate  in  a nontech- 
nical relative  hearing  acuity  test  designed  to 
focus  attention  on  the  need  for  periodic  check- 
ups. Finally,  how  complacency  and  careless- 
ness, both  on  the  job  and  at  home,  can  result 
in  disabling  hearing  loss  is  shown  in  dramatic 
and  entertaining  sequences. 

Source  and  Producer:  Price  Vowell  As- 

sociates, 7471  Melrose  Avenue,  Hollywood, 
California  90046. 

An  Approved  Technic  for  Pure  Tone,  Air 
Conduction  Audiometry.  Sound,  color,  16 
mm.,  fourteen  minutes. 

The  purpose  of  this  film  is  to  instruct  medical 
or  paramedical  personnel  in  the  technics  of 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


accepted  audiometric  testing.  The  basic  ele- 
ments of  an  accepted  technic  to  measure  the 
hearing  threshold  of  employes  are  explained  in 
logical  instructional  steps.  The  film  further 
explains  why  such  testing  is  important  in  the 
total  effort  to  protect  and  preserve  the  health 
and  welfare  of  the  worker  in  industry.  Em- 
phasis is  also  given  to  the  need  for  standardiza- 
tion of  testing  technics. 

Source  and  Producer:  Price  Vowell  As- 

sociates, 7471  Melrose  Avenue,  Hollywood, 
California  90046. 

Cost  of  Hope.  Sound,  color,  16  mm.,  twenty- 
eight  minutes. 

The  film  is  designed  to  increase  public  aware- 
ness of  a hospital’s  many  functions  and  the 
rising  costs  involved  in  providing  health  serv- 
ices. It  depicts  why  the  hospital  is  a place  of 
hope  where  the  latest  scientific  advances  and 
the  skilled  and  tender  care  of  doctors,  nurses, 
and  other  hospital  personnel  contribute  to  the 
preservation  of  human  lives. 

Source  and  Producer:  Johnson  & Johnson, 
New  Brunswick,  New  Jersey. 

Reach  Into  Silence.  Sound,  color,  16  mm., 
fifteen  minutes. 

This  film  attempts  to  recruit  workers  to  work 
with  handicapped  children,  especially  those 
with  defective  hearing. 

Source  and  Producer:  Film  Distribution 

Division,  Department  of  Cinema,  University  of 
Southern  California,  University  Park,  Los 
Angeles  7,  California. 

Too  Young  to  Say.  Sound,  color,  16  mm., 
fifteen  minutes. 

This  film  demonstrates  the  use  of  the  audi- 
ometer as  a means  of  determining  the  threshold 
of  hearing  for  the  very  young  child. 

Source  and  Producer:  Film  Distribution 

Division,  Department  of  Cinema,  University  of 
Southern  California,  University  Park,  Los 
Angeles  7,  California. 

Listening  Eyes.  Sound,  color,  16  mm.,  nine- 
teen minutes. 

This  film  demonstrates  how  a deaf  child  and 
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her  classmates  are  taught  by  tutors  of  the  deaf 
to  listen  with  their  eyes  and  speak  almost  as 
well  as  normally  hearing  children. 

Source  and  Producer:  Film  Distribution 

Division,  Department  of  Cinema,  University 
of  Southern  California,  University  Park,  Los 
Angeles  7,  California. 

It  Takes  Two.  Sound,  color,  16  mm.,  five 
minutes. 

The  purpose  of  this  film  is  to  demonstrate 
forcefully  the  need  for  ear  protection  in  noise 
situations.  It  is  perfect  for  orientation  of  em- 
ployes when  time  off  the  job  is  critical.  The 
film  dramatically  answers  the  four  most  often 
asked  questions:  How  does  the  ear  work? 

How  does  noise  damage  hearing?  What  are 
the  danger  signals?  What  can  the  individual 
do  about  it?  It  compares  ear  protection  with 
other,  commonly  used  safety  devices  and 
makes  the  point  that  the  device  is  valueless 
unless  it  is  consistently  and  properly  used. 

Source  and  Producer:  Price  Vowell  As- 

sociates, 7471  Melrose  Avenue,  Hollywood, 
California  90046. 

Radiation  Protection  in  Nuclear  Medicine. 

Sound,  color,  16  mm.,  forty-five  minutes. 

This  semitechnical  film  demonstrates  the 
procedures  devised  for  naval  hospitals  to  pro- 
tect against  the  gamma  radiation  emitted 
from  materials  used  in  radiation  therapy. 
However,  its  principles  are  applicable  in  all 
hospitals.  The  practices  demonstrated  are 
based  on  three  principles  established  at  the  out- 
set. The  film  explains  the  nature  of  gamma 
radiation  relative  to  how  time,  distance,  and 
shielding  are  used  to  provide  protection  from 
its  harmful  effects.  Time  is  considered  in  two 
ways:  (1)  the  half-life  of  the  radioactive  mate- 
rials used  and  (2)  the  speed  in  handling  them. 
The  film  shows  the  continuous  application  of 
these  principles  from  the  moment  radioactive 
materials  are  received  at  a hospital,  through 
their  storage,  their  preparation  for  use,  their 
therapeutic  administration,  the  nursing  care 
of  radioactive  patients,  and  the  disposal  of 
radioactive  human  waste.  The  film  details 
the  special  technics  and  equipment  used  in  the 
handling  of  radium  and  radioactive  gold,  io- 
dine, and  iridium  as  representing  the  variety 
of  such  materials  that  hospital  personnel  en- 
counter and  the  consequent  variations  in  time, 
distance,  and  shielding  employed  as  protection 
against  them.  The  use  of  monitoring  devices 
and  the  maintenance  of  records  of  their  readings 
form  a recurrent  theme  throughout  the  film. 
It  makes  the  dual  point  that  radiologic  safety 
records  are  used  (1)  to  provide  immediate  pro- 
tection for  hospital  personnel  and  (2)  as  a basis 
on  which  the  staff  can  re-evaluate  and  improve 
technics,  always  with  the  purpose  of  keeping  the 
exposure  of  each  person  below  the  established 
maximum  permissible  levels. 


Source  and  Producer:  U.  S.  Atomic  Energy 
Commission,  376  Hudson  Street,  New  York, 
New  York  10014. 

YALE  CHEMISTRY  FILMS 

Dr.  Black’s  Observations  on  Heat.  Sound, 
color,  16  mm.,  seven  minutes. 

This  film  presents  some  fundamental  experi- 
ments on  heat  and  calorimetry:  differentiation 
of  heat  and  temperature,  thermal  equilibrium, 
heat  capacity,  and  heating  rates,  using  excerpts 
from  Dr.  Black’s  lectures. 

Solubility  Products.  Sound,  color,  16mm., 
seven  minutes. 

This  film  shows  the  effect  of  varying  ionic 
concentrations  from  the  addition  of  a common 
ion  to  the  solubility  of  lead  chloride.  Using 
work  sheets  the  student  compares  the  results 
with  the  predictions  of  the  solubility  product 
principle.  Supplementary  notes  for  the  teacher 
explore  activity  and  complex  ion  formation  and 
their  effect  on  the  solubility  product. 

Electronegativity.  Sound,  color,  16  mm.,  four 
minutes. 

This  film  defines  the  electronegativity  scale 
and  relates  it  to  the  periodic  table.  Using 
chlorine,  bromine,  iodine,  and  their  salts,  the 
replacement  of  a less  by  a more-electronegative 
halogen  is  demonstrated.  Work  sheets  give  an 
advanced  discussion  and  problems  for  solution. 

Sodium  Peroxide  and  Water.  Sound,  color, 
16  mm.,  two  minutes. 

Close-up  photography  shows  decomposition 
of  sodium  peroxide  into  sodium  hydroxide  and 
oxygen  when  water  is  added. 

Ion  Removal  by  Metathesis.  Sound,  color, 
16  mm.,  four  minutes. 

Uses  of  dye  indicators  and  electrical  conduc- 
tivity as  tests  for  neutralization  of  barium 
hydroxide  by  sulfuric  acid  are  shown  in  this 
film.  The  key  steps  are  repeated,  and  the 
student  is  asked  to  observe  and  explain  the 
phenomenon  on  a work  sheet. 

Condensation  from  Air.  Sound,  color,  16 
mm.,  one  minute. 

This  film  shows  how  droplets  of  liquid  oxygen 
can  be  obtained  directly  from  the  air  by  col- 
lecting them  on  a metallic  surface  cooled  with 
liquid  nitrogen. 

Catalytic  Decomposition  of  Hydrogen  Per- 
oxide. Sound,  color,  16  mm.,  two  minutes. 

This  film  illustrates  how  hydrogen  peroxide  is 
stable  when  pure,  but  the  addition  of  a catalyst, 
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manganese  dioxide,  causes  immediate  decom- 
position of  the  compound  and  produces  oxygen. 

Electrolysis  of  Water.  Sound,  color,  16  mm., 
three  minutes. 

A common  industrial  preparation  of  oxygen, 
using  a Hoffman  apparatus,  which  demon- 
strates electrolysis  is  shown.  The  need  for  an 
electrolyte,  the  2:1  ratio  of  the  gases  collected, 
and  methods  of  testing  are  also  seen  in  this 
film. 

Distillation  From  Liquid  Air.  Sound,  color, 
16  mm.,  two  minutes. 

This  film  shows  the  different  boiling  points 
of  nitrogen  and  oxygen  needed  to  separate  the 
two  elements.  Liquid  air  is  floated  on  water 
m a beaker;  the  nitrogen  boils  away  first,  leav- 
ing oxygen. 

Patterns  of  Scientific  Investigation.  Sound, 
color,  16  mm.,  twenty-two  minutes. 

Harold  G.  Cassidy,  Professor  of  Chemistry  at 
Yale,  discusses  the  basic  concepts  and  operation 
of  the  scientific  method  in  this  film,  using  as  an 
illustrative  example  the  discoveries  that  con- 
tributed to  our  present  understanding  of  static 
behavior.  Professor  Cassidy  outlines  and 
demonstrates  a typical  pattern  for  scientific 
work:  observation  of  a reproducible  phe- 

nomenon, improvement  of  measurement,  ex- 
perimentation, correlation  of  data,  construc- 
tion of  theory,  and  test  of  theory  by  further 
experimentation.  Each  step  is  illustrated  with 
a key  experiment  in  the  exploration  of  static 
electricity. 

Electronic  Structure  of  Elements.  Sound, 
color,  16  mm.,  eleven  minutes. 


Medical  career  for 
aspiring  students 

For  the  student,  the  medical  career  offers 
many  opportunities:  private  practice,  re- 

search, teaching,  administration,  occupational 
health,  school  or  college  health,  public  health, 
foreign  service,  or  the  Armed  Forces.  Each 
opportunity  requires  different  talents  and 
abilities.  Four  personal  traits,  however,  are 
indispensable,  no  matter  what  specialty  a medi- 
cal student  chooses,  says  the  American  Medical 
Association. 

Intellectual  curiosity  is  the  first  prerequisite. 
A medical  student  must  expect  to  be  a lifelong 
student.  Modern  research  and  the  rapid  ad- 
vances of  modern  medicine  continually  chal- 


This film  shows  how  the  periodic  table  is 
used  to  determine  the  electronic  configuration 
of  any  element.  Using  plutonium  94  as  an 
example,  the  filling  of  the  outermost  quantum 
levels  and  the  jump-back  to  fill  inner  levels 
are  detailed. 


Vapor  Pressure.  Sound,  color,  16  mm.,  seven 
minutes. 

This  film  serves  as  an  introduction  to  molec- 
ular behavior.  It  shows  that  the  equilibrium 
in  a closed  container  of  solid  iodine  and  its 
vapor  is  a function  of  temperature.  Measur- 
able vapor  pressure  is  explained  by  molecular 
motion  (animation).  Vapor  pressure  measure- 
ment with  a mercury  barometer  is  demonstrated 
with  four  liquids. 

Metals  and  Nonmetals.  Sound,  color,  16 
mm.,  nine  minutes. 

By  using  specific  examples  from  each  group, 
the  film  shows  characteristic  properties  that 
distinguish  one  group  from  the  other.  The 
periodic  table  is  used  to  organize  this  informa- 
tion. 


Sulfur;  Its  Physical  States  and  Properties. 

Sound,  color,  16  mm.,  nine  minutes. 

This  film  illustrates  the  fact  that  the  physical 
transformations  of  sulfur  are  functions  of  both 
temperature  and  time.  These  changes  are 
explained  in  molecular  terms  by  animated 
sequences. 

Source  and  Producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York,  New 
York  10017. 


lenge  a physician’s  intellectual  curiosity.  As 
human  horizons  stretch  in  space,  medical  knowl- 
edge must  expand  accordingly. 

Concern  for  people  is  the  dynamic  of  medicine. 
A student  must  possess  a compassion  for  people 
that  includes  understanding  of  human  needs 
and  fears. 

Good  health  is  also  necessary.  A medical 
career,  as  well  as  the  preparation  for  it,  makes 
strenuous  demands  on  a physician.  Students 
must  be  equipped  to  withstand  the  physical 
and  emotional  stresses  of  long  working  hours 
and  mental  pressures. 

Tenacity  is  the  last  important  trait.  A 
medical  student  must  be  prepared  to  devote  ten 
years  or  more,  with  minimal  income,  to  formal 
education.  Only  a conscientious,  tenacious 
student  can  meet  these  educational  demands 
with  high  scholastic  achievement. 
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Books  Reviewed 


Management  of  Emotional  Problems  of 
Children  and  Adolescents.  By  A.  H.  Chap- 
man, M.D.  Octavo  of  315  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1965. 
Cloth,  $9.50. 

This  book  offers  a simple  presentation  of  the 
emotional  disorders  of  childhood  and  adoles- 
cence. It  is  divided  into  four  main  sections: 
“The  Healthy  Child,”  “A  Survey  of  the  Emo- 
tional Disorders  of  Childhood,”  “Evaluating 
and  Counseling  Children  and  Parents,”  and 
“The  Clinical  Specialty  of  Child  Psychiatry: 
Its  Treatment,  Method,  and  Scope.” 

One  of  the  good  features  of  this  work  is  that 
the  author  states  quite  specifically  how  he 
would  manage  each  individual  problem  with 
respect  to  diagnosis,  treatment,  and  discussion 
with  the  parents.  For  example,  referring 
to  the  treatment  of  early  infantile  autism  he 
writes:  “Inpatient  treatment  of  these  children 
is  justifiable  only  when  the  cost  of  it  is  not  bur- 
densome to  the  parent,  and  when  the  parents 
know  that  the  benefits  of  such  treatment  are  not 
clear.”  There  is  a good  bibliography. 

This  book  is  recommended  for  use  by  any 
physician  dealing  with  children. — Stanley  S. 
Lamm,  M.D. 

Comparative  Hematology.  By  Warren 
Andrew,  M.D.  Quarto  of  188  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1965. 
Cloth,  $22.75. 

The  author  is  professor  of  anatomy  at  the 
Indiana  University  School  of  Medicine,  and 
is  not  a clinical  hematologist.  It  is  not  surpris- 
ing, therefore,  that  only  one  chapter  is  devoted 
to  comparative  hematology  in  relation  to  clinical 
hematology.  In  this  chapter  a relatively  small 
part  is  devoted  to  diseases  of  the  blood  in  man 
and  animals,  and  this  is  to  be  expected,  since 
the  book  is  primarily  a discussion  of  the  normal 
blood  picture  and  of  the  origin  and  function  of 
blood  cells  through  the  animal  kingdom.  A 
few  comments  are  made  on  well-known  diseases 
of  the  blood  of  man  and  animals  and  a rela- 
tively small  portion  concerns  the  question  of 
whether  or  not  the  megaloblast  is  a stem  cell 
in  the  normal  adult.  One  small  paragraph 
disposes  of  the  lymph  node  in  relation  to  hema- 
topoiesis and  there  is  a final  short  statement  on 
the  interrelationship  of  the  blood  cells.  In  this 
latter  area,  from  the  viewpoint  of  the  compara- 
tive hematologist,  he  tends  to  favor  the  mono- 
phyletic  theory  of  the  origin  of  blood  cells  as 
against  the  polyphyletic  school  which  favors 
the  theory  of  more  than  one  origin  of  the  various 
“blast”  cells. 

This  is  a short  but  rather  erudite  summation 
of  the  available  knowledge  of  comparative 


hematology,  starting  with  the  lowest  in- 
vertebrates and  the  wandering  cells  in  animals 
without  blood  circulation,  to  the  blood  of  in- 
vertebrates other  than  arthropods,  and  then 
the  arthropods.  The  vertebrates  are  discussed 
in  a similar  fashion  and  include  detailed  hema- 
tologic studies  of  the  fish,  amphibians,  reptiles, 
birds,  and  mammals.  The  author  discusses  the 
comparative  aspects  of  both  the  invertebrates 
and  vertebrates  in  separate  chapters.  The 
final  section  is  very  short  and  is  a comparative 
study  between  invertebrates  and  vertebrates 
and  includes  the  final  chapter  alluded  to  at  the 
beginning  of  this  report,  namely,  comparative 
hematology  in  relation  to  clinical  hematology. 

This  book  is  of  little  interest  to  the  clinical 
hematologist. — A.  Irving  Swiller,  M.D. 


Pediatric  Electrocardiography:  Normal 

and  Abnormal  Patterns,  Incorporating  the 
Vector  Approach.  By  Warren  G.  Gunthe. 
roth.  M.D.  Quarto  of  150  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965- 
Cloth  $7.00. 

Dr.  Guntheroth,  in  this  book,  has  given  an 
excellent  detailed  analysis  of  the  methods  by 
which  electrocardiograms  may  be  made  to 
yield  the  maximum  information  toward  under- 
standing the  underlying  disturbed  mechanics 
of  heart  ailments  in  the  pediatric  age  group. 

He  intertwines  the  discussion  of  the  various 
abnormalities  of  the  electrocardiographic  com- 
plexes with  a discussion  of  their  relationship  to 
the  force,  direction,  and  forms  exposed  by 
vectorcardiography. 

The  diagnostic  value  of  the  various  measure- 
ments such  as  voltages  of  the  various  waves, 
the  length  of  PR  interval,  of  Q-T  interval,  of 
QRS  complexes  are  delineated.  Tables  are 
provided  for  normal  and  upper  limits  of  normal 
measurements  at  various  ages,  pulse  rates, 
and  such,  so  that  abnormality  may  be  decided 
upon  more  confidently. 

Printed  forms  are  included  which  the  re- 
questing pediatrician  may  be  required  to  fill 
out  in  order  to  provide  the  cardiographer  with 
a maximum  of  help  from  the  history  of  the 
patient,  his  physical  examination,  and  radio- 
graphic  studies.  Another  form  is  provided  for 
the  electrocardiographer’s  report.  These  forms 
are  extremely  detailed;  in  fact,  so  detailed 
that  one  would  fear  that  it  might  be  impossible 
to  enlist  the  cooperation  of  either  the  pedia- 
trician or  the  cardiographer. 

This  is  not  a book  for  beginners.  However, 
it  is  a very  instructive  review  and  exposition  of 
the  value  of  electrocardiography  as  applied  to 
heart  diseases  in  children. — Kenneth  G.  Jen- 
nings, M.D. 
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Surgery  and  Ambroise  Pare.  By  J.  F. 
Malgaigne.  Translated  from  the  French  and 
edited  by  Wallace  B.  Hamby,  M.D.  Octavo  of 
435  pages.  Norman,  University  of  Oklahoma 
Press,  1965.  Cloth,  $10. 

This  book  is  a biography  of  one  of  the  greats 
in  surgery,  Ambroise  Pare.  It  was  written  by 
Joseph  Francois  Malgaigne  whose  life  closely 
resembled  that  of  Pare  in  many  ways.  Mal- 
gaigne attempts  “to  erect  a monument  worthy 
of  the  man.”  This  book  is  a translation  of 
Malgaigne’s  introduction  and  brings  to  English 
speaking  readers  for  the  first  time  the  story 
he  told  so  well. 

In  order  to  provide  a background  for  Pare’s 
work,  Malgaigne  wrote  a concise  history  on  west- 
ern surgery.  This  continuous  survey  from  the 
sixth  century  until  the  birth  of  Ambroise  Pare 
in  the  early  part  of  the  sixteenth  century  in- 
troduces the  reader  to  all  the  great  discoveries 
and  mistakes  of  the  entire  period. 

We  are  taken  through  the  sixteenth  century 
and  the  development  of  surgery  in  Europe 
by  following  the  development  of  Ambroise  Pare. 
This  book  depicts  Pare  as  the  hard  working 
serious  barber-surgeon  intent  on  bringing  only 
the  best  to  the  poor  soldier  injured  in  the  field 
of  battle.  To  him  it  was  a divine  calling.  We 
are  able  to  watch  the  widening  of  Pare’s  ex- 
perience and  his  ambition  to  put  his  knowledge 
into  print. 

In  addition  to  the  translation  the  author 
very  ably  has  given  us  a brief  biographical 
sketch  of  Malgaigne  and  extremely  interesting 
footnotes  which  include  new  material  on  Pare. 
This  is  a most  interesting  book  and  worthwhile 
for  all  surgeons  to  read. — Alan  A.  Kane,  M.D. 


The  Practitioner’s  Illustrated  Dermatology. 

By  Howard  T.  Behrman,  M.D.  With  the 
collaboration  of  Theodore  A.  Labow,  M.D. 
Quarto  of  189  pages,  illustrated.  New  York, 
Grune  & Stratton,  1965.  Cloth,  $9.75. 

Although  the  author  states  in  the  preface 
that  the  book  is  primarily  for  the  student  and 
the  general  practitioner,  it  could  very  well  serve 
the  dermatologist  as  an  up-to-date  refresher 
course. 

The  book  is  divided  into  four  sections;  the 
first  three  applying  to  the  clinical  aspects  of, 
namely,  the  common  skin  diseases,  benign  new 
growths,  and  the  potentially  malignant,  pre- 
malignant,  and  the  malignant.  The  fourth 
section  is  the  formulary. 

The  make-up  of  the  text  is  unique:  The  left 
hand  page  has  two,  three,  or  four  pictures  in 
excellent  color,  illustrating  the  disease  in  various 
stages.  The  photography  is  so  good  that  the 
pictures  almost  speak  for  themselves.  The  top 
paragraph  of  the  right  hand  page  gives  a short 
summary  of  the  condition  opposite,  then  follows 
a brief  description  of  the  clinical  features. 
The  remainder  of  the  page  is  devoted  to  therapy, 
which  is  again  divided  into  external  and  internal 
agents  found  useful  in  handling  the  malady. 

To  conserve  space,  the  various  modalities 


are  referred  to  by  number  and  subnumber  to  be 
found  in  the  formulary  (Section  IV). 

This  reviewer  likes  the  down-to-earth  vo- 
cabulary used  throughout  the  book  instead  of 
the  highly  formalized  terminology  found  in  the 
typical  dermatologic  textbook.  Such  terms 
as  “bumper  crop,”  “stuck  on,”  “burn  itself 
out,”  “don’t  squeeze  pimples,”  and  “stop 
picking  habit”  are  illustrative  and  make  easier 
reading  for  the  student,  and  aid  in  his  retention 
of  the  advice  given. 

Under  “Caution”  in  capital  letters,  the  reader 
is  advised  against  vaccinating  the  eczematous 
patient,  keeping  the  sun-sensitive  patient  “out 
of  the  sun”  and  to  go  easy  on  x-ray  and  grenz 
ray  in  therapy. 

The  book  is  easily  readable;  the  text  is  well 
spaced  and  the  type  is  large.  The  author  ex- 
ercised his  privilege  of  poetic  license  in  selecting 
the  common  skin  diseases  and  the  therapy 
applying  thereto,  but  that  only  adds  to  the 
interest  generated  by  this  all  color  textbook  of 
dermatology. — George  F.  Price,  M.D. 

Development  and  Disorders  of  Speech  in 
Childhood.  By  Isaac  W.  Karlin,  M.D., 
David  B.  Karlin,  M.D.,  and  Louise  Gurren, 
Ph.D.  Octavo  of  311  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1965. 
Cloth,  $9.00. 

This  book  is  dedicated  to  the  memory  of  the 
senior  author,  Isaac  W.  Karlin,  M.D.,  a pedia- 
trician and  pioneer  in  the  field  of  speech  dis- 
orders in  childhood.  Using  his  publications, 
lectures,  and  notes,  the  present  authors  have 
completed  the  work,  including  in  it  the  data  of 
other  investigators  in  the  field  of  speech  pa- 
thology as  well. 

There  are  three  main  sections:  “The  Origin 
and  Normal  Development  of  Speech  and  Lan- 
guage,” “The  Mechanism  for  Speech  Produc- 
tion,” and  “The  Disorders  of  Speech  and 
Language.”  In  the  latter  section  are  discussed 
subjects  such  as  stuttering,  disorders  of  articula- 
tion, aphasias,  hearing  problems,  and  many 
others. 

The  book  has  many  excellent  illustrations. 
Each  chapter  is  ended  with  references  for  the 
reader  for  the  further  pursuance  of  the  topic. 
The  entire  work  is  written  with  clarity  and 
authority.  It  is  highly  recommended  for  use 
by  any  physician  who  is  interested  in  under- 
standing or  treating  speech  disorders  in  child- 
hood.— Stanley  S.  Lamm,  M.D. 

Atlas  of  Descriptive  Histology.  By  Edward 
J.  Reith,  Ph.D.,  and  Michael  H.  Ross,  Ph.D. 
Quarto  of  210  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row,  1965. 
Cloth,  $8.50. 

The  volume  describes  the  tissues  and  the 
systems  briefly  yet  comprehensively  for  the 
busy  student.  Each  illustration  under  low  and 
corresponding  high  magnification  is  plainly 
marked.  These  pictures  are  really  the  ones 
seen  under  the  microscope  by  the  students. — 
Nathan  Reibstein,  M.D. 
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for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 


STABILITY.  . . 

SUPERVISION  . . . 
SERVICE.  . . 


Progress  in  Clinical  Cancer.  Volume  I. 

Edited  by  Irving  M.  Ariel,  M.D.  Octavo  of  789 
pages,  illustrated.  New  York,  Grune  & Stx-at- 
ton,  1965.  Cloth,  $35. 

This  book  is  dedicated  to  George  Pack, 
M.D.,  one  of  the  outstanding  surgeons  known 
all  over  the  world  through  his  work  on  different 
fields  of  cancer  surgery.  It  is  not  astonishing 
that  Dr.  Ariel  was  able  to  group  an  unusual 
number  of  experts  for  writing  this  book.  Today 
there  is  hardly  a surgeon  who  is  able  to  cover 
the  entire  field  of  cancer  surgery  alone.  It  goes 
without  saying  that  the  usual  basic  sciences  are 
important  for  his  knowledge,  but  engineering 
and  physics,  chemistry,  biology,  statistics,  and 
mathematics  are  also  essential  in  the  fulfillment 
of  his  work.  Ariel's  book  shows  how  this  can 
be  done  and  should  be  done. 

Cancer  therapy  in  general  is  well  described 
by  Pack.  He  shows  how  surgery  has  developed 
in  removing  the  pathological  conditions  and 
repair  of  the  defects,  and  how  surgery  today  has 
to  work  in  the  field  of  recognizing  the  essentials 
which  lead  to  tumor  development.  Different 
anatomic  systems  must  be  understood,  and 
hematologic  aspects  are  as  important  as  genetic 
factors.  X-ray  treatments  and  the  use  of  hyper- 
baric oxygenation  has  opened  completely  new 
fields  for  surgical  work. 

In  order  to  be  successful  in  the  fight  against 
cancer,  we  need  new  help  in  the  field  of  diagnos- 
tics. The  beautiful  pictures  in  Zuckermann’s 


chapter  on  mammography  show  the  importance 
of  cytologic  diagnosis.  The  detection  of  me- 
tastasis with  photo  scanning  will  surprise  many 
surgeons  who,  although  well  informed  about 
newest  developments,  may  never  have  en- 
countered the  efficiency  with  which  this  work 
can  be  done. 

The  “second  look”  operation  by  Wangensteen 
is  discussed  again  in  a very  objective  way  by  the 
man  who  had  the  courage  to  inaugurate  it,  and 
the  pros  and  cons  are  well  criticized.  Chemo- 
therapy and  hormone  therapy  are  limited  in 
their  application,  but  there  is  no  doubt  that 
they  open  new  fields.  One  question  which  a 
surgeon  has  to  ask  himself,  and  where  he  needs 
more  information,  is  the  supplementation  of  his 
treatment  with  the  help  of  the  different  types 
of  chemicals,  partially  given  in  general  infusions 
or  by  regional  and  arterial  infusions.  Many 
things  are  still  far  from  being  clear  and  far  from 
giving  us  positive  answers,  but  if  we  want  to  be 
aware  of  the  advantages  and  the  shortcomings, 
we  have  to  study  the  known  facts,  which  are 
so  well  described  in  this  book. 

It  is  not  justified  to  use  superlatives  in  the 
critique  of  a new  book.  However,  it  may  be 
suggested  that  every  surgeon  who  wants  to 
know  what  is  going  on  in  surgery  spend  many 
hours  and  many  weeks  to  work  through  this  well- 
selected  publication. 

This  reviewer  is  looking  forward  to  the  sub- 
sequent series. — Helmuth  Nathan,  M.D. 


March  1,  1966  / New  York  State  Journal  of  Medicine  665 


Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0<i  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


Classified  Advertising 

New  York  State  Journal  of  Medicine 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 0d  for  each 

additional  word. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 


666 


Index  to  Advertised  Products 


Antiarthritics 


Tandearil  (Geigy  Pharmaceuticals) 566-567 


Antibiotics 


Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

llosone  (Eli  Lilly  & Company) 580 

Neosporin 

(Burroughs  Wellcome  & Company,  Inc.) 565 


Anticonvulsants 


Dilantin  (Parke,  Davis  & Company) 


561 


Retire  in  Luxury 

24-Hr.  Personol  Supervision  . . .Care  for 
the  “Help-Needed”  is  our  Specially! 

The 


Hotel 

| Long  Beach,  Long  Island  RE  9-7878 

• Year  'Round  comfort  living— fr.  $150  Wkly. 

• Renowned  "Scharf  Family"  Management 


REAL  WESTERN  STYLE  STEAKS, 
CHOPS  AND  PRIME  RIBS 

224  WEST  46th  ST.  N.Y.C.  CIS- 1848 


Antidepressants 

Norpramin  (Lakeside  Laboratories) 569 

Antidiarrheals 

Lomotil  (G.  D.  Searle  & Company) 585 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 563 

Appetite  Suppressants 

Desbutal/Desoxyn 

(Abbott  Laboratories) 571-574 

Bronchopulmonary 


Bronkometer  (Breon  Laboratories) 2nd  cover 

Hycomine  (Endo  Laboratories) 557 


give. ..so  more  will  li 


HEART  FUND 


Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 559 

Diagnostic  aids 

Labstix  (Ames  Company,  Inc.) 3rd  cover 

T ranquilizers 

Prolixin  (E.  R.  Squibb  & Sons) 555 

Vitamin-tonics 


PINEWOOD  Walter  A 'MED.^RFCtOfT'' A'?' A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  S-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction, 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Neobon  (J.  B.  Roerig  & Company) 563 


667 


PHYSICIAN  WANTED 

Sale  or  rent:  Office  building  (de- 
ceased physician),  located  at  194 
Central  Ave.,  Silver  Creek,  N.  Y.,  30 
miles  from  Buffalo  Thru-way  exit, 
5 & 20  highways.  New  Hospital, 
new  schools,  new  library,  eight 
churches,  golfing  and  bathing. 
Most  modern  office  in  western 
New  York,  suitable  for  surgeon  or 
internest.  Fully  equipped,  X-ray, 
dark  room,  3 treatment  rooms,  con- 
sultation room,  large  waiting  room, 
reception  room.  Only  one  active 
M.D.  in  town.  Bring  no  equipment 
— we  have  it.  For  information,  con- 
tact Mabel  Jackson  Barresi,  57 
Main  St.,  Silver  Creek,  N.  Y. 

Phone:  (716)  934-2341 


PHYSICIANS  WANTED 


1NTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St  Joseph’s  Hospital,  Yonkers,  N Y. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.  Y. 


M.D.  ANESTHESIOLOGIST,  PRIVATE  PRACTICE, 
needs  anesthetist  for  general  surgery  & obstetrics.  Work 
in  small,  general  hospital,  50  miles  N.Y.C.  Flexible 
hours;  salary  to  be  decided.  Box  308;  % NYSJM. 


EAST  NORTHPORT:  UNLIMITED  POSSIBILITIES, 

very  fast  growing  area,  to  build  or  expand  a solid  general- 
specialty  practice.  Local  physicians  badly  overworked. 
Share  new  air  conditioned  building  with  busy  dentist  who 
will  assist  in  every  way.  Will  alter  to  suit.  A.  Huberman, 
D.D.S.,  1107  Pulaski  Rd.,  E.  Northport,  N.Y.  AN  1-4477. 


DERMATOLOGIST:  GOOD  OPPORTUNITY  IN 

Ithaca,  N.  Y.  Contact  Robert  Broad,  M.D.,  Secy., 
Tompkins  County  Medical  Society,  1285  Trumansburg 
Rd.,  Tel:  AR  3-7272. 


WANTED:  PHYSICIAN  WITH  SOME  TRAINING 

internal  medicine.  Career  position  with  Life  Insurance 
Co.,  N.Y.C.  Excellent  opportunity;  many  fringe  bene- 
fits. Will  consider  doctor  finishing  reisdency  June  1966. 
Box  315,  % NYSJM. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed; 
wholesome  Berkshire  country  living;  the  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,%  NYSJM. 


GENERAL  PRACTITIONER  AND/OR  INTERNIST 
under  40  years  old,  wanted  for  extremely  busy  medical 
group  in  small  village  in  heart  of  the  Catskill  resort  area. 
Contact  Fred  Horwitz,  M.D.,  Ellenville,  N.Y.  (914 
647-5300. 


PHYSICIANS  WANTED— CONT’D 


G.P.  NEEDED  TO  TAKE  OVER  YOUNG  BUT  LUCRA- 
tive  practice,  30  min.  from  Manhattan.  Being  drafted. 
Phone  (212)  945-2220. 


OBSTETRICIAN  AND  GYNECOLOGIST  NEEDED 
to  affiliate  with  Myers  Community  Hospital,  Sodus, 
New  York,  and  practice  in  community  approximately 
25,000,  northern  Wayne  County,  30  miles  from  Rochester. 
New  60  bed  hospital,  full  facilities,  completed  1964.  Also 
opportunities  for  internist  and  general  practice.  Need 
supported  by  staff  doctors.  For  interview  or  further 
information,  contact  Myers  Community  Hospital,  Doctor 
Procurement  Committee,  Sodus,  New  York. 


WANTED:  HOUSE  PHYSICIAN.  DIVERSIFIED 

duties  in  accredited,  voluntary  hospital.  Connecticut 
license  required;  no  weekends.  $15,000  yearly.  P.O. 
Box  638,  Bridgeport,  Connecticut  06601. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 


INTERNIST:  EXTRAORDINARY  OPPORTUNITY 

available.  Recent  death  of  outstanding  active  internist 
leaves  well  equipped  office,  3,300  patients’  charts,  in  City 
of  Jamestown,  New  York,  on  Chautauqua  Lake.  Com- 
munity of  60,000,  two  large  hospitals,  fine  schools,  summer 
and  winter  recreational  facilities,  ideal  environment  for 
family  of  children.  Write  J.  R.  Rogerson,  901  Hotel 
Jamestown  Office  Bldg.,  Jamestown,  New  York. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN. 
Summer  months.  June  29  to  Sept.  5:  3 or  4 week 

sections;  6 days  per  week  until  4 p.m.  Room  and  meals; 
$45  per  diem.  New  York  license  required.  General 
consultation  and  first  aid  for  under-privileged  children 
and  mothers  on  board  The  Floating  Hospital.  Leaves 
E.  23rd  St.,  N.Y.C.  8:30  a.m.  daily.  St.  John’s  Guild,  1 
East  42nd  St.,  New  York  City  10017. 


WANTED:  ANESTHESIOLOGIST  M.D.,  N.Y.S.  license. 
No  nights,  no  weekends.  Mon.  thru  Fri.  Midtown  Man- 
hattan. $18,000.  Box  323,  % NYSJM. 


INTERNIST  FOR  FAMILY  PRACTICE,  LARGE  COM- 
prehensive  medical  care  group  in  a rapidly  expanding 
suburb  of  New  York  City.  Subspecialty  in  pulmonary 
disease  or  endocrinology  desirable  but  not  required.  Initial 
salary  $15,000  Board  eligible;  $16,000  Board  certified. 
Four  weeks’  vacation,  opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  325,  % NYSJM. 


ORTHOPEDIC  SURGEON,  BOARD  ELIGIBLE  FOR 
group  in  rapidly  expanding  New  York  suburb.  Full  time 
position.  Initial  salary  leading  to  partnership.  Excellent 
opportunity.  Box  324,  % NYSJM. 

A MINNESOTA  CLINIC  IS  SEEKING  THE  SERVICES 
of  an  internist,  Board  eligible,  under  40  years  of  age  who 
is  interested  in  living  and  raising  his  family  in  a city  of 
15,000  people  with  excellent  schools,  all  types  of  recrea- 
tion, and  located  90  miles  from  the  million  population 
metropolitan  area  of  Minneapolis-St.  Paul.  Stable  seven 
man  clinic,  accredited  hospital.  Time  for  work,  study 
and  play.  Salary  open.  Full  partnership  one  year.  It 
may  change  your  life.  Box  326,  % NYSJM. 


POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  WITH  BROAD 
experience,  including  special  diagnostic  procedures  and 
radiotherapy,  desires  position  in  hospital  in  charge  of  X-ray 
Department.  Interested  in  a rather  small  institution; 
willing  to  have  X-ray  department  developed  and  organized 
for  full  scale  of  special  procedures.  Prefer  New  York  City 
area  or  Long  Island.  Box  287,  % NYSJM. 

ANESTHESIOLOGIST,  ELIGIBLE  FOR  N.Y.  STATE 
license,  available  also  weekends;  and  obstetrics.  Box 
311,%,  NYSJM. 
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POSITIONS  WANTED— CONT’D 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


CARDIOLOGIST,  BOARD  CERTIFIED,  NOW  DIREC- 
tor  of  cardiopulmonary  laboratory  in  university-affiliated 
hospital  and  assistant  professor  of  medicine,  desires 
relocation,  preferably  in  New  York  City  or  Long  Island. 
Interested  in  directorship  of  cardiopulmonary  laboratory 
or  department  of  cardiology.  Available  immediately. 
Box  318,  % NYSJM. 


INTERNIST,  AGE  33,  UNIVERSITY  TRAINED, 
Board  certified,  desires  association  or  position  in  New 
York  City  or  vicinity.  Box  313,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice.  Modern,  2 doctor  office,  attractive  home. 
Main  highway,  center  of  town,  near  ocean.  Immediate 
practice  and  income:  good  investment  against  inflation. 
Also  suitable  for  specialsts,  especially  internist,  with  or 
without  doing  some  general  practice  at  the  beginning. 
Retiring.  Box  319,  % NYSJM. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE,  16  YEARS 
in  existence  in  new  professional  building;  five  rooms 
fully  equipped.  Active  dispensing  service.  One  of  finest, 
most  attractive  and  active  practices  in  Central  New  York. 
Will  introduce  and  finance.  Relocating  due  to  personal 
tragedy  in  family.  Serious  parties  only  please.  For 
details,  write  Box  314,  % NYSJM. 


FOR  RENT:  DOCTOR’S  OFFICE  AND  PRACTICE, 

located  on  main  streeet  in  Schenectady.  G.P.  died  after 
30  years  of  practice.  Inquire:  K.  J.  Neuman,  M.D., 

1403  Chrisler  Ave.,  Schenectady,  N.Y.  12303. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


VACATION  ON  CARE-FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


MORGENSTERN  EDITORIAL  TYPISTS.  A COM- 
plete  assistance  program  for  the  preparation  of  academic, 
scientific,  and  literary  papers.  Emergency  service. 
Twenty-four  hour  service.  Seven  days  a week.  By  ap- 
pointment only.  225  West  106th  Street,  New  York  N Y 
10025.  (212)  UN  5-7760. 


REAL  ESTATE  FOR  SALE  OR  RENT 


LEASES  AVAILABLE  AT  BROADRIDGE  MEDICAL 
Building.  Modern  air-conditioned  suites  designed  for 
physicians  and  surgeons.  Suburban,  with  grade  level 
entrances  and  off  street  parking.  Located  on  Northern 
Boulevard  at  Roslyn  in  Nassau  County.  Near  several 
major  hospitals.  Excellent  transportation.  Ray  Beck. 
Box  413,  Port  Washington,  N.Y. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE.  BRONX 
23-Story  Air  Conditioned  Apt  Bldg,  (corner  165th  SO 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp 
Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  flr.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Cailen,  Ruland  & Benja- 
min .434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


POUGHKEEPSIE:  FAST  GROWING  RESIDENTIAL 

area  needs  G.P.  or  pediatrician.  Ranch,  3 BR,  2 baths, 
LR,  DR,  eat-in  kitchen,  playroom;  well  landscaped,  trees. 
Attached  6 room  office  air-cond.  Occupied  6 yrs.  very 
successfully  as  dental  office.  Ideal  for  fast  start;  min- 
imum investment  $29,500.  M.  M.  Weinstein,  D.D.S., 
277  Vassar  Rd.,  (914)  462-3333. 


FOR  SALE:  OFFICE  WITH  SEVEN  ROOM  AT- 

tached  home,  in  heart  of  Hudson  River  fruit  section. 
Established  general  practice  of  38  years;  retiring  because 
of  health.  Four  churches,  modern  centralized  school. 
Hospitals  eight  miles.  Transferable  appointments.  Will 
introduce.  Box  320,  % NYSJM. 


IDEAL  PROFESSIONAL:  RESIDENCE  AND  FIVE 

room,  paneled,  centrally  air  conditioned  office  with 
lavatory.  Separate  entrance.  Professionally  landscaped 
home  has  three  bedrooms,  living  room,  fireplace,  dining 
room,  bath,  modern  kitchen,  finished  basement,  walk-up 
attic.  Centrally  located  opposite  public  and  parochial 
schools,  church.  Adjacent  to  public  parking  and  shopping. 
Suffolk  County  growing  area.  (516)  AN  1-3123. 


OFFICE  AVAILABLE  IN  ESTABLISHED  MEDICAL 
building  in  expanding  suburban  area  of  Nassau  County, 
Long  Island.  Excellent  opportunity  for  medical  spe- 
ialist.  Reasonable  rent.  Box  321,  % NYSJM  . 


HOME-OFFICE  FOR  SALE:  COMMACK— EAST 

Northport  area.  Fastest  growing  vicinity  in  nation.  Main 
street  residential  area.  Office:  7 rooms;  waiting  and 

consultation  rooms  panelled.  Home:  3 bedrooms,  2 bath- 
rooms,  living  room,  dining  room,  sundeck,  modern  kitchen 
and  dinete.  Many  extras.  Both  centrally  air  conditioned. 
Professionally  landscaped.  Excellent  physician  or  dental 
specialist.  (516)  FO  8-2584  or  Box  306,  c/o  NYSJM. 


SYRACUSE,  NEW  YORK:  NOW  LEASING,  IMPRES- 

sive  modern  professional  building.  Lucrative  location, 
near  hospitals,  between  residential  and  industrial  areas. 
All  facilities.  Will  divide  to  suit.  Generous  parking; 
reasonable  rent.  Present  occupants  are  two  general  prac- 
titioners and  dentists.  Excellent  opportunity.  Write: 
Dr.  R.  G.  Damiano,  2806  Court  St.,  Syracuse,  New  York 
13208. 
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How  a man  with  nothing  left  over  on  paydays 
gave  his  daughter  a master’s  degree 


Even  with  college  costs  what  they  are 
today,  anyone  can  educate  a daughter 
without  strain. 

Just  be  a smart  saver,  like  Ray 
Mullins  of  Dayton,  Ohio. 

An  automatic  screw  machine  oper- 
ator, Ray  joined  the  Payroll  Savings 
Plan  right  after  World  War  II. 

Each  month  a small  portion  of  his 
pay  was  set  aside  automatically  and 
put  toward  U.  S.  Savings  Bonds. 
Month  after  month,  without  interrup- 
tion. 

When  Ray’s  daughter,  Patricia,  said 
she  wanted  to  go  to  the  University  of 
Pittsburgh,  Ray  was  ready.  His  Bonds 
had  grown  into  a sizeable  nest  egg 
which  paid  for  most  of  Patricia’s 
master’s  degree  in  library  science. 


Millions  of  Americans  save  for 
homes,  education,  retirement,  and  just 
plain  rainy  days  on  the  Payroll  Savings 
Plan.  And  while  their  savings  mount 
up,  Uncle  Sam  uses  the  dollars  to  give 
freedom  a little  more  stature  in  the 
world. 

Ray  Mullins  says  the  Payroll  Savings 
Plan  is  "the  easiest  way  I know  to 
save.”  Why  don’t  you  try  it  for  your 
savings  goal,  and  see  if  you  don’t  feel 
pretty  good  about  it. 

Buy  C Bonds  for  growth 
— H Bonds  for  current  income 


Buy  U.S.  Savings  Bonds 

STAR-SPANGLED  SAVINGS  PLAN 
FOR  ALL  AMERICANS 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  he  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

In  prescribing : Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  S mg  t.i.d.  or  q.i.d.  as 
needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to 
10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/ day  initially, 
increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Supplied : Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  50  for 
convenience  and  economy  in  prescribing. 

Valium 

(diazepam) 


3$ 

2-mg,  5-mg,  10-mg  tablets 


The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controllir 
the  inflammatory  symptoms  of  many  dermatoses  including  neu 
dermatitis.  ARISTOCORT  Cream  or  Ointment,  sparingly  applit 
to  affected  areas,  reduces  both  the  itching  and  the  inflammati< 
Three  or  four  applications  daily  bring  early  symptomatic  reli 

AriCtAOnT*!  TOPICAL  CREAM  0.1% 
ill  lUUUl  l AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


AT»TIC'  + r\r>rkT*+9  TOPICAL  CREAM  0.1%, 
Ai  IdlUvUl  I AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 

INDICATIONS : In  addition  to  neurodermatitis, 
the  ARISTOCORT  Triamcinolone  topical  prepa- 
rations have  been  found  effective  as  adjuncts  in 
treating  atopic  dermatitis,  eczematous  dermati- 
tis, nummular  eczema,  contact  dermatitis,  pru- 
ritus ani  and  vulvae,  generalized  erythrodermia, 
external  otitis,  seborrheic  dermatitis,  eczema- 
tized  psoriasis  and  eczematized  mycotic  der- 
matitis. In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent,  but  the  0.5%  concentration  may 
elicit  a more  satisfactory  response  in  some,  spe- 
cifically in  atopic  dermatitis,  eczematous  derma- 
titis, seborrheic  dermatitis  and  certain  cases  of 
psoriasis. 

ADMINISTRATION  and  DOSAGE:  Apply 
sparingly  to  the  affected  area  3 or  4 times  daily. 
Some  cases  of  psoriasis  may  be  more  effectively 
treated  if  the  0.1  % Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

CONTRAINDICATIONS:  Tuberculosis  of  the 
skin,  herpes  simplex,  chicken  pox  and  vaccinia. 

PRECAUTIONS  and  SIDE  EFFECTS:  Do  not 
use  in  the  eyes  or  in  the  ear  (if  drum  is  perfo- 
rated). Side  effects  — A few  individuals  react 
unfavorably  under  certain  conditions.  If  side  ef- 
fects are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on 
infected  areas  should  be  attended  with  caution 
and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of 
discontinuing  therapy  and/or  initiating  anti- 
bacterial measures.  Generalized  dermatological 
conditions  may  require  systemic  corticosteroid 
therapy.  Steroid  therapy,  although  responsible 
for  remissions  of  dermatoses,  especially  of  aller- 
gic origin  cannot  be  expected  to  prevent  recur- 
rence. The  use  over  extensive  body  areas,  with 
or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate 
precautions  should  be  taken.  When  occlusive  non- 
permeable dressings  are  used,  miliaria,  follicu- 
litis and  pyodermas  will  sometimes  develop.  Lo- 
calized atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  tech- 
nique. When  occlusive  nonpermeable  dressings 
are  used,  the  physician  should  be  aware  of  the 
hazards  of  suffocation  and  flammability.  The 
safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Do  not  use  in  large  amounts, 
or  for  long  periods  of  time. 

PACKAGES : Tubes  of  5 and  15  Gm. ; Vz  lb.  jar. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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• Neo-Synephrine  is  a standard 
among  topical  vasoconstrictors.  It 
is  unsurpassed  for  reducing  nasal 
turgescence  in  colds;  a most  valuable 
aid  in  preventing  and  treating  sinusitis. 


In  sinusitis,  Neo-Synephrine  helps 
to  promote  drainage  and  hasten 
recovery.*  Used  promptly,  it  helps 
clear  the  stagnant  sinus  and  lessen 
the  chances  of  chronicity. 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses, 
and  Ears  in  Childhood,  Springfield,  III., 
Charles  C Thomas,  1963,  p.  34. 

[W//rf/}rop\ 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Neo-Synephrine  stops  the  boggy 
feeling  of  colds  at  once— works 
against  factors  that  induce  sinus- 
itis. With  Neo-Synephrine  nose 
drops,  spray  or  jelly,  turbinates 
shrink  on  contact,  obstructed  ostia 
open  and  drainage  is  re-established. 


Neo-Synephrine  HCI  is  available  in: 
Vs°7o  solution  for  infants 
V4%  solution  for  children  and  adults 
V4%  pediatric  nasal  spray  for  children 
Vj°7o  solution  for  adults 
'hV o nasal  spray  for  adults 
Vj°/o  jelly  for  children  and  adults 
1<7o  solution  for  adults  (resistant  cases)^ 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride; 

solutions/sprays/jell] 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 

An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go 
hand  in  hand.  STRESSCAPS,  containing  therapeutic  quantities  of 
vitamins  B and  C,  is  formulated  to  meet  the  increased  metabolic 
! demands  of  patients  with  physiologic  stress.  In  chronic  illness,  as 
, with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  "re- 

minder”  jars  of  30  and  100;  bottles  of  500. 
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the  Searing  (Hums  of 
Inflammatory  Neuritis 


PROTAMIDE9 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1’3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
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Providing  portfolio  super* 
vision  for  both  individual 
and  institutional  investors. 


Direct  inquiries  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  10005 
375  Park  Avenue,  N.  Y.  10022 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 

Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


NYS-3 

Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr 

City Zone State. 

Street 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
Wjl  Wallace  Laboratories  /Cranbury,  N.  J. 
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Which  Is  Pyloroplasty  with  Vagotomy?  Which  Is  Pro-Banthine? 


example  of  Pro-Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 


The  true  anticholinergic  values  of  Pro- 
Banthine  have  never  been  so  graphically 
realized  as  they  are  with  the  recent  de- 
velopment of  fibergastroscopy  and  the 
intragastric  camera. 

Pro-Banthine  consistently  produces 
complete  relaxation  and  immobility  of 
the  stomach  with  a dose  of  only  6 to  8 
mg.  intravenously.  This  is  less  than  half 
the  usual  dose  orally. 

Atropine,  on  the  other  hand,  required 
0.8  mg.  intravenously,  or  twice  the  nor- 
mal dose,  to  achieve  a similar  effect.  This 
high  dose  of  atropine  resulted  in  ex- 
pectedly adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage,  pro- 
duces effects  similar  to  pyloroplasty  and 
vagotomy  without  the  disadvantages  of 
permanent  postvagotomy  sequelae. 

The  intragastric  photograph  A above 


is  of  a patient  who  has  had  pyloroplasty 
with  vagotomy.  Photograph  B is  of  a 
patient  given  6 mg.  of  Pro-Banthine. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in  di- 
vided doses.  In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily  may  be  required. 
Pro-Banthine  (brand  of  propantheline  bromide)  is 
supplied  as  tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mgi 

Side  Effects  and  Contraindications:  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma,  severe 
cardiac  disease  and  prostatic  hypertrophy. 

Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D., 
and  Robert  Bennett,  M.D.,  from  a Scientific  Exhibit  presented 
at  the  Annual  Meeting  of  the  American  College  of  Gastro- 
enterology, Bar  Harbour,  Florida,  Oct.  24-27,  1965. 
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Medical  News 


Grants  to  promote  geriatrics  study 

The  American  Geriatrics  Society  has  an- 
nounced the  renewal  of  three  $1,800  grants  to 
encourage  resident  physicians  to  devote  more 
time  to  the  study  of  the  medical  problems  of  the 
aging.  The  grants  will  supplement  the  salaries 
paid  to  resident  physicians  while  they  continue 
then'  medical  education  and  are  made  possible 
by  Lederle  Laboratories,  a division  of  American 
Cyanamid  Company.  The  Lederle  Residency 
Supplements  will  cover  the  period  between 
July,  1966,  and  June,  1937.  They  were  in- 
augurated in  1962. 

In  announcing  the  renewal  of  the  grants, 
William  Hammond,  M.D.,  president  of  the 
American  Geriatrics  Society,  said  that  it  is 
becoming  more  important  for  the  physician  to 
understand  the  mechanism  of  aging  since 
medical  advances  have  increased  longevity. 
He  noted  that  according  to  the  United  States 
National  Health  Survey,  four  of  every  five 
persons  over  sixty-five  have  at  least  one  chronic 
illness  and  more  typically  several  of  these 
illnesses.  Lederle’s  Medical  Director,  Ben- 
jamin W.  Carey,  M.D.,  said  that  increased 
knowledge  in  the  field  of  geriatrics  will  help  to 
offset  and  guard  against  deterioration  of  the 
heart  and  blood  vessels,  cancer,  arthritis, 
rheumatism,  and  nervous  and  mental  disorders, 
the  great  threats  to  the  health  of  older  people. 

Application  for  the  grants  should  be  addressed 
to:  Chairman,  Fellowship  Committee,  American 
Geriatrics  Society,  10  Columbus  Circle,  New 
York,  New  York  10019.  Deadline  for  applica- 
tions is  June  1,  1966.  Announcement  of  the 
awardees  will  be  made  at  the  society’s  annual 
meeting  in  Chicago,  June  23  through  24. 

New  lectureship  seeks  first  recipient 

The  First  Annual  Harold  G.  Wolff,  M.D., 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Lectureship  will  be  awarded  to  the  physician 
who  presents  the  best  original  paper  on  head- 
ache, head  pain,  or  on  the  nature  of  pain  itself. 
The  lectureship  is  being  sponsored  by  the  Ameri- 
can Association  for  the  Study  of  Headache. 
Physicians  are  encouraged  to  submit  papers 
concerned  with  basic  research  or  clinical  studies 
or  both.  All  physicians,  including  those  in 
training  as  Fellows  or  residents,  are  eligible. 

A prize  of  $1,000  will  be  awarded  to  the 
recipient  of  the  lectureship,  and  he  will  be 
invited  to  present  the  paper  at  the  annual 
meeting  of  the  association.  The  next  annual 
meeting  will  be  in  Chicago  on  June  25. 

Papers  will  be  judged  by  the  editor  and  the 
associate  editors  of  the  journal  Headache. 
Papers  should  be  submitted  in  duplicate  and  in 
accordance  with  the  journal’s  editorial  instruc- 
tions. Those  papers  which  do  not  win  the  prize 
but  which  are  deemed  worthy  of  publication  may 
be  published  in  the  journal.  Similarly,  authors 
of  these  papers  may  be  invited  to  present  their 
work  at  the  annual  meeting. 

Papers  should  be  submitted  no  later  than 
May  15  to  Donald  J.  Dalessio,  M.D.,  8878 
Nottingham,  La  Jolla,  California  92037. 

Personalities 

Appointed.  Alan  D.  Miller,  M.D.,  Delmar, 
New  York,  formerly  Associate  Commissioner 
for  Community  Services  in  the  New  York 
State  Department  of  Mental  Hygiene,  as 
Commissioner  of  Mental  Hygiene  by  Governor 
Rockefeller. 

Awarded.  Berry  Judson  McClanahan,  M.D., 
director  of  Steuben  County  Laboratories  in 
Hornell,  New  York,  the  Squibb-Olin  Senior 
Fellowship  which  offers  physicians  who  trained 
at  Memorial  Hospital  for  Cancer  and  Allied 
Diseases  in  New  York  City  a month-long 
review  on  the  technics  and  developments  in  the 
clinical  management  of  cancer. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
) fosters  normal  sleep  through  both  its  anti- 
| anxiety  and  muscle-relaxant  properties. 

1 Contraindications:  Previous  allergic  or  idio- 
j syncratic  reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
' including,  rarely,  epileptiform  seizures. 
: Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 

Iduced  and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\jt /.Cranbury,  N.J. 
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Books  Received 


The  following  books  were  received  during  the  month  of  January,  1966.* 


Fundamentals  of  Clinical  Hematology. 

By  Byrd  S.  Lea  veil,  M.D.,  and  Oscar  A.  Thorup, 
Jr.,  M.D.  Second  edition.  Octavo  of  597 
pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1966.  Cloth,  $12.50. 

Basic  Gastro-enterology.  By  J.  M.  Naish, 
M.D.,  and  A.  E.  A.  Read,  M.D.  Octavo  of  351 
pages,  illustrated.  Bristol,  John  Wright  & 
Sons  Ltd.,  (Baltimore,  The  Williams  & Wilkins 
Company),  1965.  Cloth,  $11. 

Diagnostic  Pathology  in  Gynecology  and 
Obstetrics.  By  Peter  M.  Marcuse,  M.D. 
Quarto  of  528  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1966.  Cloth,  $28.50. 

Closing  the  Gap  Between  Medicine  and 
Psychiatry.  By  Wilfred  Dorfman,  M.D. 
Octavo  of  209  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1966.  Cloth,  $8.50. 

Respiratory  Care.  By  H.  H.  Bendixen,  M.D., 

L.  D.  Egbert,  M.D.,  J.  Hedley- Whyte,  M.D., 

M.  B.  Laver,  M.D.,  and  H.  Pontoppidan,  M.D. 
Octavo  of  252  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1965.  Cloth,  $15. 

Splenoportography:  Diagnostic  Phlebog- 

raphy of  the  Portal  Venous  System.  By 

Lucien  Leger,  M.D.  Octavo  of  121  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1966.  Cloth,  $8.50. 

Recreation  for  Blind  Adults.  By  Maurice 
Case,  Ed.D.  Octavo  of  208  pages,  illustrated. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Springfield,  111.,  Charles  C Thomas,  1966. 
Cloth,  $8.75. 

Basic  Physiology  and  Anatomy.  By  Nor- 
man Burke  Taylor,  M.D.,  in  collaboration  with 
Margaret  G.  McPhedran,  R.N.  Octavo  of  648 
pages,  illustrated.  New  York,  G.  P.  Putnam’s 
Sons,  1965.  Cloth. 

Text -Aid™  for  Basic  Physiology  and  Anat- 
omy. By  Richard  H.  Miller,  R.N.,  in  col- 
laboration with  Norman  B.  Taylor,  M.D. 
Quarto  of  182  pages.  New  York,  G.  P.  Put- 
nam’s Sons,  1965.  Paper. 

The  Trail  of  the  Invisible  Light.  By  E.  R. 

N.  Grigg,  M.D.  Quarto  of  974  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas, 
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in  senile  agitation... 

Her  only  comfort  in  life  is  her  dog... 
Crowds  distress  her... She  grows  agitated 
when  her  pension  check  is  late. 

This  anxious  patient  and  others  can 
feel  more  comfortable  on  Vistaril... 
because  Vistaril  calms  smoothly,  makes  them 
feel  better  without  the  euphoria  or  psychic 
overgratification  that  fosters  habituation. 


What  is  Vistaril?  Vistaril  is  hy- 


droxyzine, a tranquilizer  entity, 
totally  different  from  the  diaze- 
pines,  meprobamates  and  the  phe- 
nothiazines.  While  equal  to  the 
diazepines  and  meprobamates  in 
effectiveness,  Vistaril  has  been 
remarkably  free  of  the  unwanted 
psychic  and  somatic  reactions 
associated  with  other  tranquilizing 
agents  because  its  primary  effect  is 
exerted  at  the  seat  of  anxiety. 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated, 


Vistaril  tranquilizes  with  less 
complication  than  do  the  minor 
tranquilizers.  Withdrawal  symp- 
toms, possible  psychotropic  drug 
incompatibilities,  blood  dyscrasias 
and  hepatotoxicity,  seen  with 
some  minor  tranquilizers,  are  not 
characteristic  of  Vistaril. 


Vistaril  tranquilizes  with  less 
complication  than  do  the  pheno- 
thiazines.  Unwanted  effects,  such 
as  hepatotoxicity,  blood  dyscra- 
sias, skin  pigmentation,  and  opac- 
ities of  lens  and  cornea,  are  not 
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The  record  of  hydroxyzine  experience: 

Eight  years  of  clinical  effectiveness, 
over  1,000,000,000  doses  prescribed, 
more  than  500  published  papers 
covering  nearly  15,000  patients... 


Contraindications:  Hypersensitivity  to  hydrox- 
yzine. The  parenteral  solution,  for  intramus- 
cular or  intravenous  use,  must  not  be  injected 
subcutaneously  or  intra-arterially. 

Precautions:  Hydroxyzine  may  potentiate  the 
action  of  central  nervous  system  depressants. 
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patients  should  be  cautioned  against  driving 
a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have 
rarely  been  reported  when  proper  technique 
has  been  used.  On  reported  intravenous  injec- 
tion a few  instances  of  digital  gangrene  have 
occurred  distal  to  the  injection  site,  considered 
to  be  due  to  inadvertent  intra-arterial  injection 
or  periarterial  extravasation.  Therefore,  par- 
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injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intra- 
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not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if 
so,  it  is  usually  transitory  and  may  disappear 


in  a few  days  of  continued  therapy  or  upon 
dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

Supply : Vistaril  (hydroxyzine  pamoate)  Cap- 
sules : 25  mg.,  50  mg.,  1 00  mg.  Vistaril  (hydrox- 
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5 cc.  Vistaril  (hydroxyzine  HC1)  Parenteral 
Solution:  25  mg./cc. — 10-cc.  vials,  and  50  mg. 
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More  detailed  professional  information  available 
on  request. 
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low  intake  ? high  uptake  ? faulty  utilization  ? 
Whatever  the  cause  of  nutritional  imbalance  in 
individual  patients,  are  its  effects  predictable  ? 


Differential  diagnosis  which  includes  evaluation  of  the 
patient’s  total  nutritional  status  is  becoming  increas- 
ingly significant.  Newer  test  methods1'2'3  offer  oppor- 
tunities to  assess  the  first  evidence  that  inadequate 
amounts  of  essential  nutrients  are  being  provided  to 
the  cells  for  normal  metabolic  functions.  Biochemical 
lesions  due  to  tissue  depletion  can  be  identified  long 
before  functional  changes,  clinical  signs,  or  adjuvant 
diseases  are  manifest. 

The  possibility  and  extent  of  nutritional  dietary  imbal- 
ance in  presumably  well-fed  healthy  individuals  has 
been  widely  documented.  Of  265  boys  and  girls  under 
13  in  New  York4,  18%  received  less  than  two-thirds 
the  National  Research  Council’s  Recommended  Diet- 
ary Allowance  of  vitamin  C and  14%  were  low  in 
niacin.  In  108  California5  families  with  218  adults  and 
144  children,  21%  showed  a nutrient  intake  of  less 
than  two-thirds  the  RDA  of  vitamin  A and  of  thiamine 
and  34%  of  vitamin  C.  In  Illinois6,  essential  nutrient 
intake  was  inadequate  in  a high  percentage  of  421  teen- 
age boys  and  girls  from  three  schools.  Of  girls  13  to 
15,  45%  were  below  % RDA  in  iron  intake;  73%, 
vitamin  A;  and  52%,  vitamin  C.  In  the  same  schools, 
43%  of  boys  16  to  18  showed  inadequate  intake  of 
vitamin  A;  33%,  thiamine;  32%,  riboflavin;  57%. 
niacin;  and  65%,  vitamin  C. 

Nutritional  studies  now  in  progress7  combine  chemical 
tests  of  blood,  tissue  and  urine  with  close  physical  ex- 
amination and  dietary  investigation.  In  over  2,000  high 
school  students  in  Iowa,  fourteen  different  positive  clin- 
ical signs  were  revealed  by  physical  examination.  In 
one-third  of  all  the  students,  blood  samples  were  anal- 
yzed for  hemoglobin  and  hematocrit  values,  erythrocyte 
hemolysis,  vitamin  A,  vitamin  C,  carotene,  cholesterol, 
triglycerides,  tocopherol,  folic  acid,  vitamin  B^,  and 
total  protein  content;  urine  samples  were  tested  for  pH, 
albumin,  blood,  sugar,  creatinine,  creatine,  riboflavin, 
thiamine,  pantothenic  acid  and  pyridoxine.  The  inves- 
tigators1 indicate  “a  considerable  segment  of  this  teen- 
age population  shows  values  that  must  be  considered 
abnormal  by  any  standard  of  comparison”.  As  anti- 
cipated, the  majority  of  anemic  students  were  girls.  The 
deviation  from  overall  optimal  nutrition  was  ascribed 
to  repeatedly  poor  choice  of  limited  varieties  of  foods 
rather  than  the  amount  eaten.  Only  30,  of  600  queried, 
reported  any  use  of  supplemental  vitamins. 

References:  1.  Krehl,  W.A.:  The  evaluation  of  nutritional  status.  Med.  Clin. 
N.A.  48:1129-1140  (Sept.)  1964.  2.  U.S.  Interdepartmental  Committee  on 
Nutrition  for  National  Defense:  Manual  for  nutritional  surveys.  Second  Edition 
1963.  National  Institute  of  Health,  Bethesda,  Md.  (1964).  3.  Pearson,  W.N.: 
Biochemical  appraisal  of  nutritional  status  in  man.  J.  American  Med.  Assn. 
180:49-55  (April  7)  1962.  4.  Morgan,  A. F.  (ed.):  Nutritional  Status  U.S. A., 
California  Agricultural  Experiment  Station  Bulletin  No.  769,  Univ.  Calif.,  Ber- 
keley, October,  1959.  (Page  41)  5.  Shapiro,  L.R.,  et  al:  Dietary  survey  for 
planning  a local  nutrition  program.  Public  Health  Rep.  77:257-266  (March) 
1962.  6.  Wharton,  M.A.:  Nutritive  intake  of  adolescents.  J.  Am.  Dietet.  Assn. 
42:306-310  (April)  1963.  7.  Hodges,  R.E.:  The  nutritional  status  of  teen- 
agers in  Iowa;  a preliminary  report.  Presented,  American  Public  Health  Associ- 
ation Meeting,  Nutrition  Section,  New  York,  N.Y.,  October  6.  1964.  8.  Jolliffe, 
N.  and  Krehl,  W.A.:  Principles  of  nutrition  therapy.  In  Jolliffe,  N.  (ed.):  Clini- 
cal Nutrition,  New  York.  Hoeber-Harper,  1962.  9.  Council  on  Foods  and  Nutri- 
tion: Vitamin  preparations  as  dietary  supplements  and  as  therapeutic  agents. 
J.Amer.  Med.  Assn.  169:41-45,  1959.  10.  Recommended  Dietary  Allowances, 
Sixth  Revised  Edition,  1964.  A report  of  the  Food  and  Nutrition  Board, 
National  Academy  of  Sciences,  National  Research  Council,  Publication  1146, 
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What  is  the  place  of  supplementary  vitamins  and  iron 
in  achieving  the  optimal  nutritional  status  for  patient; 
of  all  ages?  Recognized  clinical  nutritionists8-9  suggest: 
"Vitamin  supplementation  is  useful  during  periods  o 
illness  or  deranged  mode  of  life,  which  may  result  ir. 
impairment  of  absorption  of  nutrients  or  deterioration 
of  dietary  quality.  Supplementation  may  also  he  Oj 
value  to  the  individual  who,  through  ignorance,  pool 
eating  habits,  or  emotional  or  physical  illness,  does  no, 
eat  an  adequate  diet.  The  physician's  primary  responsi- 
bility for  these  patients  is  to  remove  these  disturbing 
factors  rather  than  merely  to  alleviate  their  results 
Nevertheless,  until  the  disturbing  factors  have  beet 
discovered  and,  when  possible,  removed,  supplement 
ary  vitamins  are  valuable  in  assuring  adequate  intake.”’- 
Increased  intake  of  iron,  as  advised  by  the  latest  revi 
sions10  in  the  NRC  Recommended  Dietary  Allow 
ances,  focuses  new  attention  on  the  need  for  supple 
mentary  iron,  particularly  in  the  growth  years  and  it 
menstruating  women. 

New  - ONE-A-DAY®  PLUS  15  mg.  IRON 

To  maintain  adequate  iron  availability  in  patients  witl 
known  greater  need.  One-A-Day  Plus  Iron  provides  th< 
total  NRC  Recommended  Dietary  Allowance  of  irot 
for  older  children,  all  teenagers,  and  menstruatinj 
women,  in  addition  to  supplementary  amounts  of  nine 
essential  vitamins  in  balanced  proportions: 


Vitamin  A 5,000  U.S.P.  Unit 

Vitamin  D 500  U.S.P.  Unit 

Vitamin  Bi  (Thiamine)  2 mg 

Vitamin  B-j  (Riboflavin)  2.5  mg 

Vitamin  C (Ascorbic  Acid)  50  mg 

Vitamin  Bo  (Pyridoxine)  1 mg 

Vitamin  B12  1 micrograr 

Niacinamide  20  mg 

Pantothenic  Acid  (Panthenol)  1 mg 

Iron  (Ferrous  Fumarate)  15  mg 


Each  yellow  tablet  supplies:  1 Va  the  adult  Minimum  Daily  Rt 
uuirement  of  vitamins  A and  D;  1%  MDR  of  vitamin  C; 
MDR  of  vitamins  B)  and  B-j  and  Niacinamide,  and  l'/2  th 
MDR  of  Iron. 

Regular  One-A-Day®  Multiple  Vitamins  Each  re 
tablet  supplies  the  same  vitamin  content  as  above  i 
the  same  balanced  proportions  but  without  iron. 

Chewable  Chocks®  Multiple  Vitamins  Each  sol 
fruit-flavored  tablet  supplies  the  same  essential  vitami 
content  as  a One-A-Day®  red  tablet.  May  be  chewet 
dissolved  in  the  mouth,  or  crushed  and  placed  in  food 
or  liquids.  See  PDR  for  exact  formula. 


Send  for 
Samples  of 

New 

ONE-A-DAY® 

Multiple  Vitamins 

PLUS  IRON 


Address  sample  and  information  requests  to  the 
Professional  Service  Department, 

MILES  PRODUCTS,  Elkhart,  Indiana,  U.S.A. 
Division  of  Miles  Laboratories,  Inc.  r^^-i 


choice 

for  supplementation 
of  essential  nutrients 
to  correct  dietary 
imbalance 
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ONE-A-DAY®  (Brand)  CHOCKS®  (Brand) 

Multiple  Vitamins  Multiple  Vitamins 
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Multiple  Vitamins 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 

Occasionally,  therapeutic  failure  is  due 
to  the  patient’s  inability  to  mobilize  his 
defenses  sufficiently  to  overcome 
infection.  Typical  of  this  is  the 
debilitated  patient,  the  premature 
infant,  or  the  diabetic.  It  is  in  these 
patients  that  the  high  levels  of  anti- 
microbial activity  of  Ilosone  are 
especially  useful.  Ilosone  has  demon- 
strated antibacterial  levels  two  to  four 
times  those  of  erythromycin  base  or 
stearate.  Furthermore,  it  attains  them 
earlier  and  maintains  them  longer. 

Even  the  presence  of  food  does  not 
appear  to  affect  the  activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in 
a small  proportion  of  patients  as  a result  of  a 
local  stimulating  action  of  Ilosone  on  the  alimen- 
tary tract.  Although  allergic  manifestations  are 
uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed 
with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company , 

Indianapolis,  Indiana.  501164 
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Editorials 


To  whom  it  may  concern 

The  draft  is  getting  stronger  and  at  this 
point  no  one  in  the  field  of  international 
diplomacy  has  been  able  to  calm  the  winds 
responsible. 

A priority  listing  of  interest  to  those  of 
our  colleagues  vulnerable  to  Selective 
Service  follows. 

First  priority 

Previous  deferment  since  an  M.D. 

Just  completed  internship 

Just  completed  residency 

Completed  any  type  of  training 

Partnership,  one  year 

First  year  resident,  research,  or  fellow- 
ship 

Second  priority 

Resident,  second  year 


Administrative  responsibility  of 
related  to  new  legislation 

Elsewhere  in  this  issue  of  the  Journal 
may  be  found  a concise  and  comprehensive 
account  of  the  added  responsibilities  de- 
volving upon  the  State  Health  Department 
as  a result  of  new  State  and  Federal  legis- 
lation affecting  health  care. 

Written  by  the  State  Health  Com- 
missioner, Hollis  S.  Ingraham,  M.D.,  the 
new  functions  are  carefully  documented 
and  broken  down  into  their  respective  ad- 
ministrative compartments. 

The  intent  of  the  legislation  has  been 
aptly  put  by  Deputy  Health  Commissioner 
Fleck:  “If  you  are  old  enough  medical 

care  is  to  be  provided  so  that  you  don’t 
wind  up  poor  and  if  you  are  poor  enough 
medical  care  is  to  be  provided  so  that  you 
have  a chance  to  grow  old.”  The  adminis- 


Graduate  student 
Fellowship,  second  or  third  year 
Research,  second  or  third  year 
Resident,  third  year 
Civilian  practice,  first  year 

Third  priority 

Instructor 

Assistant  professor 

Associate  professor 

Civilian  practice,  second  year 

Fourth  priority 
Resident,  fourth  year 
Partnership,  over  five  years 
Peace  Corps 
Professor 

Civilian  practice,  three  or  more  years 


State  Health  Department 


trative  plan  as  outlined  is  logical  and 
should  be  workable  within  the  framework  of 
human  adaptability. 

Certainly  the  medical  profession  in  this 
State  has  a long  history  of  understanding 
and  cooperation  with  its  State  Health  De- 
partment. Going  back  to  the  reorganiza- 
tion of  the  Department  in  1913  and  the 
beginnings  of  the  massive  assault  on 
contagious  disease,  progress  in  improving 
the  public  health  has  been  steady  and  con- 
sistent. 

Many  of  these  problems  being  now 
greatly  diminished  and  controlled,  em- 
phasis has  turned  to  the  socioeconomic 
concerns  of  health. 

The  health  needs  of  the  aged  in  a period 
of  rapidly  rising  costs  seemed  paramount 
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to  the  public  and  its  legislators.  There  is 
concern  for  this  need  and  there  is  concern 
for  the  quality  of  the  measures  provided  to 
meet  these  needs. 

This  is  the  core  of  the  legislation  but  in 
addition  there  is  concern  for  the  health 
care  of  the  deprived  and  particularly  their 
children.  A decent  care  for  the  past  goes 


New  medical  schools 
within  five  years 


Fourteen  new  medical  schools  are  expected  to 
be  in  operation  in  the  United  States  by  1970, 
which  will  bring  the  nation’s  total  of  schools  of 
medicine  to  101  and  mark  an  era  of  major  ex- 
pansion in  American  medical  education,  stated 
a recent  issue  of  the  Journal  of  the  American 
Medical  Association.  Eight  hundred  to  1,000 
new  positions  will  be  available  to  qualified  medi- 
cal applicants  and  help  meet  the  urgent  national 
need  for  more  physicians. 

All  of  these  new  schools  will  introduce  modi- 
fications of  the  standard  medical  curriculum. 
This  should  lead  to  some  very  interesting  ex- 
periments in  medical  education,  as  the  new 
schools  will  be  competing  for  faculty  with  al- 
ready existing  schools. 

Over  the  past  twenty  years,  the  number  of 
medical  schools  has  increased  steadily  from  77 
schools  in  1945  to  88  in  1965.  The  next  five 


hand  in  hand  with  a shrewd  eye  upon  the 
future. 

The  path  is  opened  and  we  have  set  our 
feet  in  it.  Some  may  do  so  with  trepidation 
and  even  reluctance.  But  all  can  set  upon 
the  path  with  hope.  Hope  that  the  intent 
will  be  accomplished  with  the  individual 
satisfactions,  as  always,  of  a job  well  done. 


years,  however,  will  mark  the  period  of  greatest 
expansion.  Eight  of  the  14  schools  being 
planned  will  provide  full  four-year  programs 
leading  to  the  M.D.  degree.  The  other  6 are 
envisioned  as  two-year  schools  of  the  basic 
medical  sciences. 

The  four-year  schools  are:  The  University  of 

Arizona  College  of  Medicine,  Tucson;  Univer- 
sity of  California,  San  Diego,  School  of  Medi- 
cine; University  of  Connecticut  School  of 
Medicine,  Farmington;  Milton  S.  Hershey 
Center,  Pennsylvania  State  University,  Hershey; 
Mt.  Sinai  School  of  Medicine,  New  York  City; 
South  Texas  Medical  School,  University  of 
Texas,  San  Antonio;  University  of  Massachu- 
setts, and  Toledo  State  College  of  Medicine, 
Toledo. 

The  two-year  schools  are:  Brown  University 

Program  in  Medical  Science,  Providence; 
University  of  Hawaii  Medical  School,  Honolulu; 
Michigan  State  University  College  of  Human 
Medicine,  East  Lansing;  Rutgers  University 
Medical  School,  New  Brunswick;  University  of 
California  at  Davis,  and  the  University  of  New 
Mexico  School  of  Medicine,  Albuquerque. 
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Are  docTORS  pEopU? 


Lately,  Doctor,  we've  had  rather 
heartening  evidence  that  physicians 
sometimes  act  like  human  beings 
(such  as  prescribing  for  themselves 
two  or  three  ounces  of  California 
wine  in  the  control  of  hypertension, 
cardiovascular  tendencies,  cantan- 
kerousness, or  other  problems). 

In  fact,  recently  we  offered  you  our 
expensive,  beautiful  but  underpriced 
cookbooks  "FAVORITE  RECIPES  OF 
CALIFORNIA  WINEMAKERS"  and 
the  new  "ADVENTURES  IN  WINE 
COOKERY  BY  CALIFORNIA  WINE- 
MAKERS." Both  $2  per  copy  post- 
paid. Your  doctorly  response,  bless 
you,  was  a polite  but  generous 
landslide. 

We're  selling  wine  cookbooks  to 
doctors  like  crazy.  You  like  good 
food,  and  so  do  your  wives,  it 
appears. 

So,  may  we  again  modestly  offer 
you  the  world's  most  unusual  cook- 
books, for  home  enjoyment  or  gift- 


ing? Just  drop  us  a note  on  your 
professional  letterhead,  with  as  many 
two-dollarses  as  required.  And  we 
will  also  send  you  — without  charge, 
of  course— a "must"  reference  work 
for  your  consultation  room: 

"USES  OF  WINE  IN  MEDICAL 
PRACTICE" 

We  insist  you  send  for  the  1965 
edition  of  the  latter,  free,  whether 
or  not  you  are  in  a culinary  mood. 
And  please  note,  in  it,  the  research 
findings  on  hypertension  and  cardio- 
vascular condition,  vis-a-vis  wine. 
And  also  the  data  suggesting  that  in 
many  regions  where  a high-fat  diet 
is  balanced  by  sufficient  wine  con- 
sumption, the  incidence  of  coronary 
disease  appears  to  be  relatively  low. 
We  are  proud  of  our  part  in  many 
of  these  worldwide  studies,  designed 
to  help  you  in  your  own  practice. 
We  toast  you  in  California  wine: 
Good  cess,  good  cooking,  and  long- 
lived  patients  to  you!  iSalud,  Doctor! 


WINE  ADVISORY  BOARD,  DEPI.  103B.717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94103. 
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T here  has  been  widening  interest  re- 
cently in  the  problem  of  conversion  and 
control  of  cardiac  arrhythmias.  This  can 
be  attributed  to  increasing  recognition  of 
the  advantages  which  conversion  to,  and 
maintenance  of,  normal  sinus  rhythm  give 
in  improved  coronary  blood  flow,  cardiac 
output,  and  the  clinical  state  of  compensa- 
tion1’2; expanded  use  of  arrhythmia- 
producing  drugs,  such  as  the  sympatho- 
mimetic amines,  potassium-depleting  di- 
uretics, and  digitalis3;  and  advances  in 
knowledge  of  the  pharmacology  and  clinical 
uses  of  quinidine  in  treating  arrhythmias.3 

Sokolow  and  Perloff1  have  summarized 
the  types  of  patients  with  atrial  fibrilla- 
tion in  whom  conversion  should  be  at- 


quinidine  therapy  was  administered  to  29 
hospitalized  patients  with  cardiac  arrhyth- 
mias, 16  of  whom  were  seventy  to  ninety- 
three  years  of  age.  The  arrhythmias  of  24 
patients  were  eliminated.  Four  patients,  all 
in  extremis  on  hospitalization,  expired,  but  it 
was  the  clinical  judgment  that  the  deaths  were 
unrelated  to  quinidine  administration.  Two 
salts  of  quinidine,  quinidine  sulfate,  and 
quinidine  polygalacturonate,  were  used  in  the 
study.  The  conversion  rate  was  similar  with 
both,  but  conversions  in  some  cases  were  ac- 
complished with  smaller  amounts  of  quinidine 
polygalacturonate,  in  a shorter  time,  and  with 
fewer  gastrointestinal  side-effects. 


tempted:  (1)  those  in  whom  this  arrhyth- 

mia has  resulted  in  abrupt  deterioration 
of  cardiac  status  despite  an  adequate 
cardiac  regimen;  (2)  those  who  are  chronic 
cardiac  invalids  despite  full  cardiac  therapy, 
in  whom  increased  cardiac  output  asso- 
ciated with  sinus  rhythm  might  improve 
cardiac  function;  (3)  those  with  atrial 
fibrillation  and  episodes  of  arterial  emboli, 
in  whom  restoration  to  sinus  rhythm 
might  decrease  the  likelihood  of  atrial 
thrombus  formation;  (4)  those  with  chronic 
atrial  fibrillation  who  have  undergone  a 
technically  successful  mitral  valvulotomy; 
(5)  those  in  whom  atrial  fibrillation  persists 
after  successful  treatment  of  hyperthyroid- 
ism; (6)  those  with  atrial  fibrillation  of 
relatively  recent  origin  (less  than  six 
months),  regardless  of  symptoms  or  under- 
lying disease;  and  (7)  those  in  whom  dis- 
turbing palpitation  and  awareness  of  car- 
diac irregularity  persist  despite  full  digi- 
talization and  a slow  ventricular  rate. 
Sokolow  notes  that  conversion  has  been 
achieved  in  75  to  80  per  cent  of  such 
patients.  DiPalma3  cites  a somewhat  lower 
figure — 50  to  60  per  cent  of  patients  with 
chronic  atrial  fibrillation.  The  conversion 
rate  varies  with  the  cause  of  the  arrhyth- 
mia, its  duration,  presence  of  cardiac 
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failure,  and  type  of  valve  lesion  where 
valvular  heart  disease  is  involved.1 

Although  many  new  compounds  have 
been  tried  in  recent  years,  quinidine  retains 
its  pre-eminent  position  in  the  treatment 
of  certain  arrhythmias.  Indications  for  its 
use  include  conversion  of  atrial  fibrillation 
to  sinus  rhythm;  ventricular  tachycardia; 
atrial  flutter  only  where  digitalis  has  not 
produced  sinus  rhythm  and  the  patient  is 
fully  digitalized;  paroxysmal,  atrial,  and 
nodal  tachycardia;  prevention  of  recurrent 
paroxysmal,  atrial,  and  ventricular  arrhyth- 
mias; and  suppression  or  prevention  of 
frequent  premature  beats.1 

Current  medical  opinion  holds  that 
former  fears  of  embolism  in  the  conversion 
of  atrial  fibrillation  were  exaggerated  and 
that  this  hazard  is  greater  in  the  presence 
of  arrhythmia  than  in  the  process  of  con- 
version. As  a potent  drug,  quinidine  does, 
however,  require  judicious  use  with  due 
regard  for  such  factors  as  age  and  general 
condition  of  the  patient,  duration  of 
arrhythmia,  cardiac  diagnosis,  and  the 
presence  of  cardiac  failure. 

Quinidine  utilization  has  been  limited 
to  some  degree  by  a substantial  incidence 
of  gastrointestinal  disturbance,  at  times 
severe  enough  to  require  cessation  of 
therapy.  One  recent  large-scale  study, 
for  example,  reported  a 27  per  cent  in- 
cidence of  gastrointestinal  irritation.4  The 
problem  is  aggravated  by  the  relatively 
large  amounts  occasionally  required  to 
convert  atrial  fibrillation  to  regular  sinus 
rhythm. 

In  this  connection,  a new  salt,  quinidine 
polygalacturonate,  * reportedly  controls 
cardiac  arrhythmias  as  effectively  as  the 
commonly  employed  quinidine  sulfate  but 
with  fewer  incidents  of  gastrointestinal 
irritation.6-8  This  is  said  to  be  a weakly 
ionizable  organic  quinidine  compound 
which  was  synthesized  with  the  aim  of 
minimizing  gastrointestinal  reaction.  Since 
the  compound  is  relatively  insoluble,  it 
releases  its  ions  slowly — proportionately  to 
the  slow,  progressive  dissociation  of  the 
molecule.6 

A comparison  of  this  new  quinidine  salt 
with  quinidine  sulfate  was  undertaken  as 
part  of  a study  of  quinidine  utilization. 

* Cardioquin  tablets  (brand  of  quinidine  polygalac- 
turonate), supplied  by  the  Medical  Department,  The  Purdue 
Frederick  Company,  Yonkers,  New  York. 


Materials  and  methods 

Twenty-nine  hospitalized  patients  with 
cardiac  arrhythmias,  chiefly  atrial  fibrilla- 
tion, were  treated  with  quinidine  sulfate 
and/or  quinidine  polygalacturonate.  The 
patients,  17  female  and  12  male,  ranged  in 
age  from  forty  to  ninety-three  years; 
more  than  half  were  seventy  years  or 
older  (Table  I).  All  had  arrhythmias  of 
the  type  and  duration  for  which  quinidine 
therapy  is  indicated,  and  all  were  ad- 
ministered test  doses  to  rule  out  sensitivity 
to  quinidine.1  Twenty-one  had  persistent 
atrial  fibrillation  of  relatively  brief  duration, 
all  but  1 for  six  months  or  less.  Other 
arrhythmias  included  paroxysmal  atrial 
fibrillation,  supraventricular  and  ventric- 
ular tachycardia,  and  frequent  premature 
ventricular  contractions  (Table  II). 

All  but  1 patient  had  an  underlying 
cardiac  abnormal  condition,  22  with  arterio- 
sclerotic heart  disease,  4 with  rheumatic 
heart  disease,  and  2 with  both  conditions. 
Fourteen  had  congestive  failure  when  ad- 
mitted to  the  hospital,  and  an  equal  num- 
ber had  experienced  myocardial  infarctions 
in  the  past. 

Initial  selection  with  regard  to  the  two 
quinidine  preparations  was  random,  and 
dosage  regimens  were  uniform  for  all 
patients  as  required.  The  regimen  con- 
sisted of  one  tablet  (200  mg.  quinidine 
sulfate  or  275  mg.  quinidine  polygalactu- 
ronate, the  quinidine  equivalent  of  200  mg. 
quinidine  sulfate)  every  two  hours  for 
five  doses  the  first  day.  If  there  was  no 
restoration  of  regular  sinus  rhythm  by  the 
morning  of  the  second  day,  two  tablets 
every  two  hours  for  five  doses  were  ad- 
ministered that  day.  If  there  was  still 
no  conversion  by  the  following  morning, 
three  tablets  every  two  hours  for  five 
doses  were  administered  on  the  third  day. 
Where  the  patient’s  condition  indicated 
feasibility  and  where  there  had  been  no 
conversion,  four  tablets  were  given  on  the 
fourth  day  according  to  the  same  schedule. 

Where  regular  sinus  rhythm  was  estab- 
lished, patients  were  placed  on  maintenance 
therapy,  in  most  cases  for  the  duration  of 
hospitalization.  Where  there  was  a failure 
to  convert,  or  where  there  was  a reversion 
to  arrhythmia  during  the  period  of  the 
study  and  no  apparent  reason  to  avoid 
another  attempt  at  conversion,  the  patient 
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TABLE  I.  Conversion  results  of  quinidine  therapy  by  age  and  cardiac  pathology 


Age 

Group 

Total 

Con- 

Arteriosclerotic 
Heart  Disease 
with  Persistent 
Atrial 

Fibrillation  and 
Flutter 
Con- 

Rheumatic  Heart 
Disease  with 
Persistent  Atrial 
Fibrillation  and 
Flutter 
Con- 

A rteriosclerotic 
Heart  Disease — 
Rheumatic  Heart 
Disease  with 
Persistent  Atrial 
Fibrillation  and 
Flutter 
Con- 

Arteriosclerotic 
Heart  Disease 
with  Other 
Arrhythmias 
Con- 

(Years) 

Patients 

verted 

Failed  verted  Failed 

verted  Failed 

verted  Failed 

verted  Failed 

Under  60 

5* 

5* 

0 

2 

0 

2 

0 

60  to  69 

8 

7 

1 

3 

It 

1 

0 

0 

0 

3 

0 

70  to  79 

6 

4 

2 

3 

1 

0 

1 

1 

0 

80  and  over 

10 

8 

2 

4 

1 

2** 

0 

2 

1 

Totals 

29* 

24* 

5 

12 

3 

3 

1 

2 

0 

6 

1 

* Includes  1 patient  with  no  observable  cardiac  abnormal  condition  and  paroxysmal  atrial  fibrillation. 

t Originally  converted  with  quinidine  polygalacturonate,  but  quickly  reverted  and  could  not  be  reconverted  with  either 
preparation. 

**  Includes  1 patient  who  was  converted  with  quinidine  polygalacturonate,  but  could  not  tolerate  quinidine  sulfate  gastro- 
intestinally. 


TABLE  II.  Conversion  results  of  quinidine  therapy  by  cardiac  diagnosis  and  arrhythmia 


Persistent 

Other  Arrhythmias* 
Con-  Not  Con- 
verted verted 

Cardiac 

Diagnosis 

Total 

Con- 

verted 

Not  Con- 
verted 

Con- 

verted 

Not  Con- 
verted 

Arteriosclerotic 
heart  disease 

22 

18 

4 

12 

3 

6 

1 

Rheumatic  heart 

4 

3 

1 

3 

1 

disease 

Rheumatic  heart 
disease  and 
arteriosclerotic 
heart  disease 

2 

2 

0 

2 

0 

None  observed 

1 

1 

0 

0 

0 

1 

0 

— 

— 

— 

— 

— 

— 

— 

Totals 

29 

24 

5 

17 

4 

7 

1 

* These  include:  3 patients  with  frequent  ventricular  premature  beats,  3 patients  with  paroxysmal  atrial  fibrillation,  1 patient 
with  ventricular  tachycardia,  and  1 patient  with  supraventricular  tachycardia  who  did  not  convert. 


was  treated  with  the  alternate  quinidine 
salt.  The  number  of  patients  receiving 
both  preparations  and  either  one  alone  is 
given  in  Table  III. 

Patients  were  fully  digitalized  prior  to 
quinidine  therapy  unless  this  was  con- 
traindicated, and  electrocardiograms  were 
taken  for  each  patient  before,  during,  and 
after  the  course  of  treatment.  Congestive 
heart  failure  was  treated,  before  initiation 
of  quinidine  therapy,  with  oral  diuretics 
and  mercurials,  bed  rest,  and  restricted 
salt  intake. 

Results 

Twenty-four  of  the  29  patients,  or  83 
per  cent,  were  converted  to  regular  sinus 
rhythm.  Nine  of  these  were  converted 
more  than  once  following  reversion  to 
arrhythmia  during  the  period  of  the  study. 


Conversion  results  by  cardiac  diagnosis 
and  age  are  given  in  Tables  I and  II. 

Persistent  atrial  fibrillation  of  six  months 
duration  or  less  was  converted  successfully 
in  17  out  of  the  20  patients  with  that  con- 
dition, or  85  per  cent.  The  1 patient  with 
persistent  atrial  fibrillation  for  more  than 
a year  was  initially  converted  with  quin- 
idine polygalacturonate,  reverted  to  atrial 
fibrillation  within  a few  days,  and  could  not 
be  converted  again  with  either  preparation. 
The  percentage  of  successful  conversions 
achieved  in  this  type  of  arrhythmia  appears 
to  be  high  in  this  series  as  compared  with 
the  general  experience  of  others.  This, 
however,  may  be  because  of  the  fact  that 
the  study  was  largely  limited  to  patients 
with  arrhythmias  of  six  months  duration 
or  less,  in  which  the  best  results  are  usually 
obtained.1  A comparison  of  results  with 
such  patients  reveals  a rather  striking  con- 
sistency.1’4 
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TABLE  III.  Gastrointestinal  side-effects  with  quinidine  sulfate  and  quinidine  polygalacturonate* 


Gastrointestinal  Effects 

• Total  Patients 

Quinidine 

Quinidine 

Polygalac- 

Quinidine 

Polygalac- 

Quinidine 

turonate 

Sulfate 

Drugs 

turonate 

Sulfate 

Only 

Only  Both 

Patients  on  both  drugs 

12 

12 

0 

8 1 

Patients  on  quinidine 

polygalacturonate  only 

11 

2 

Patients  on  quinidine 

sulfate  only 

6 

1 

Totals 

23 

18 

2 

9 1 

* Dosage  comparison  for  9 patients  administered  both  drugs  who  experienced  gastrointestinal  effects: 

Patients  requiring  higher  quinidine  sulfate  conversion  doses  with  resulting  side-effects,  5. 

Patients  who  tolerated  higher  quinidine  polygalacturonate  doses  without  side-effects,  2. 

Patients  who  tolerated  equivalent  quinidine  polygalacturonate  dose  without  side-effects,  1. 

Patient  with  gastrointestinal  side-effects  with  both  drugs: 

With  quinidine  sulfate,  side-effects  appeared  with  a conversion  dosage  of  9 grains  every  two  hours  for  five  doses. 

With  quinidine  polygalacturonate,  side-effects  appeared  with  a conversion  dosage  of  12  grains  every  two  hours  for  five  doses. 


Of  14  patients  who  were  admitted  to  the 
hospital  with  congestive  heart  failure,  11 
were  successfully  restored  to  regular  sinus 
rhythm.  Eight  of  these  11  had  persistent 
atrial  fibrillation  for  periods  ranging  from 
four  weeks  to  six  months,  as  did  all  3 of 
those  not  converted.  Hence  8 out  of  11 
patients  admitted  in  congestive  failure  with 
persistent  atrial  fibrillation  were  converted. 

Of  6 patients  with  left  bundle-branch 
block,  the  arrhythmias  of  5 were  eliminated. 
The  persistent  atrial  fibrillation  in  1 patient 
with  right  bundle-branch  block  was  also 
converted  to  regular  sinus  rhythm. 

There  was  a significant  contrast  in  gastro- 
intestinal reactions:  only  13  per  cent  with 
the  polygalacturonate  as  against  56  per  cent 
with  the  sulfate  salt  (Table  III).  In  one 
case,  therapy  with  the  quinidine  sulfate  had 
to  be  discontinued  because  of  the  severity 
of  the  reaction;  the  patient  was  then  con- 
verted with  quinidine  polygalacturonate. 

Four  patients,  all  of  them  over  eighty 
years  of  age  and  all  in  extremis  on  ad- 
mission, expired  during  the  period  of  the 
study.  All  were  admitted  with  congestive 
heart  failure  and  multiple  ailments.  Two 
had  both  arteriosclerotic  heart  disease  and 
rheumatic  heart  disease  with  mitral  valve 
damage,  and  the  other  2 had  arteriosclerotic 
heart  disease  of  many  years  duration. 
Two  had  left  bundle-branch  block,  and  1 a 
right  bundle-branch  block,  of  several 
months  duration.  Three  had  persistent 
atrial  fibrillation,  and  the  fourth  was  ad- 
mitted with  supraventricular  tachycardia. 

Quinidine  was  administered  in  each  case, 


along  with  other  measures,  in  an  effort  to 
improve  cardiac  status  through  conversion 
of  the  arrhythmia.  Three  patients  re- 
ceived quinidine  sulfate,  2 of  them  ex- 
piring forty-eight  hours  and  seven  hours 
respectively  after  conversion  and  the  third 
patient  during  conversion  therapy.  One 
patient  received  quinidine  polygalacturo- 
nate and  expired  twenty-four  hours  after 
conversion.  There  was  only  one  post 
mortem  which  was  not  conclusive  as  to  the 
cause  of  death.  The  clinical  judgment  was 
that  the  deaths  were  not  due  to  quinidine 
administration,  since  the  patients  were 
admitted  in  virtually  moribund  con- 
dition. 

Comment 

The  results  of  this  study  would  appear  to 
confirm  the  general  experience  that  in 
patients  with  atrial  fibrillation  of  relatively 
short  duration,  from  75  to  85  per  cent,  can 
be  converted  to  regular  sinus  rhythm. 
This  is  significant  since  our  observation 
confirmed  other  findings  that  restoration  of 
sinus  rhythm  improves  circulation.  Soko- 
low  and  Perloff1  note  that  a number  of 
studies  have  demonstrated  a rise  in  cardiac 
output  of  20  to  40  per  cent  following  con- 
version. This,  of  course,  is  especially 
important  in  cases  associated  with  con- 
gestive heart  failure.  It  is  notable,  in 
this  connection,  that  regular  sinus  rhythm 
was  restored  in  more  than  70  per  cent  of 
those  admitted  to  the  hospital  with 
congestive  failure.  There  would  thus  ap- 
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pear  to  be  little  doubt  that  conversion  can 
be  achieved  with  beneficial  results  in  most 
cases  of  atrial  fibrillation  of  six  months 
duration  or  less,  including  those  in  which 
there  is  congestive  heart  failure. 

As  regards  age,  it  is  generally  agreed 
that  conversion  should  not  be  attempted  in 
middle-aged  or  elderly  patients  with  atrial 
fibrillation  who  are  entirely  asymptomatic 
and  who  have  not  experienced  any  cardiac 
difficulties  while  on  digitalis  treatment 
alone.1  This  was  not  the  case  with  the 
patients  in  this  study,  all  of  whom  had  been 
on  digitalis  treatment  but  did  experience 
cardiac  difficulties  for  which  they  were 
hospitalized.  Rokseth  and  Storstein4  found 
that  patients  over  seventy  years  were  as 
effectively  treated  with  quinidine  as  were 
younger  patients,  and  there  were  no  fatal- 
ities. In  our  series,  patients  over  seventy 
years  were  also  effectively  treated  with 
quinidine  although  the  rate  of  success  was 
somewhat  lower  than  with  patients  less 
than  seventy  years.  Although  there  were 
4 fatalities  among  patients  over  eighty, 
these  were  not  associated  with  quinidine 
administration. 

The  contrast  in  the  incidence  of  gastro- 
intestinal disturbances  encountered  with 
the  two  forms  of  quinidine  employed  in  this 
study  tends  to  confirm  the  findings  of  other 
investigators.5-8  Where  such  disturbances 
are  present,  or  where  experience  suggests 
that  they  are  likely  to  occur,  quinidine 
polygalacturonate  would  appear  to  have 
advantages  over  the  sulfate. 

Summary 

Twenty-nine  hospitalized  patients  with 
cardiac  arrhythmias,  16  of  whom  were  from 
seventy  to  ninety-three  years  of  age,  were 
administered  quinidine  therapy.  Twenty- 
one  had  persistent  atrial  fibrillation,  only 
one  of  which  was  of  more  than  six  months 
duration. 

Two  salts  of  quinidine  were  employed 
in  the  study  with  similar  dosage  regimens. 
One  was  the  generally  employed  quinidine 
sulfate,  the  other  a relatively  new  quinidine 
molecule,  quinidine  polygalacturonate.  In 
12  patients  both  were  administered  for 
separate  incidents  of  arrhythmia;  in 
another  11,  only  the  quinidine  polygalactu- 
ronate; and  in  6,  only  the  quinidine  sulfate. 

The  arrhythmias  of  24  patients  out  of  the 


29  were  eliminated.  Of  the  21  with  per- 
sistent atrial  fibrillation,  17  were  converted 
to  regular  sinus  rhythm.  One  of  the  fail- 
ures was  the  patient  with  long-term  fibrilla- 
tion. 

Of  14  patients  admitted  in  congestive 
failure,  11  were  successfully  converted  or 
controlled  after  they  were  adequately 
treated  for  cardiac  failure. 

Of  6 patients  with  left  bundle-branch 
block  on  admission,  5 were  successfully 
treated.  The  1 patient  with  right  bundle- 
branch  block  was  also  successfully  treated. 

A prime  difference  between  the  two 
quinidine  salts  was  in  the  incidence  of 
gastrointestinal  side-effects.  Over-all, 
quinidine  sulfate  administration  resulted  in 
gastrointestinal  irritation  in  56  per  cent  of 
the  patients  treated  with  it,  in  one  case 
requiring  cessation  of  therapy;  with  quin- 
idine polygalacturonate,  the  incidence  was 
13  per  cent.  Of  those  who  received  both 
drugs,  the  incidence  was  75  per  cent  with 
quinidine  sulfate  and  8V2  per  cent  with 
quinidine  polygalacturonate. 

Three  patients  who  received  quinidine 
sulfate  and  1 who  received  quinidine  poly- 
galacturonate, all  in  extremis  on  hospital- 
ization, expired.  In  addition  to  other 
measures,  quinidine  therapy  was  adminis- 
tered in  an  effort  to  improve  cardiac  status. 
All  were  more  than  eighty  years  old. 
Two  had  rheumatic  heart  conditions  as  well 
as  arteriosclerotic  heart  disease.  In  no 
case  was  the  precise  cause  of  death  estab- 
lished. It  was  the  clinical  judgment  that 
the  deaths  were  unrelated  to  quinidine 
administration. 

Patients  over  seventy  years  were  treated 
effectively  with  quinidine,  although  the 
rate  of  conversion  was  somewhat  lower 
than  one  for  patients  less  than  seventy 
years. 

Conclusions 

Where  there  are  arrhythmias  of  rela- 
tively short  duration — specifically  atrial 
fibrillation,  premature  ventricular  con- 
tractions, and  ventricular  tachycardia — 
and  a need  to  improve  cardiac  status, 
quinidine  therapy  is  indicated.  In  elderly 
people,  however,  it  should  be  employed 
only  when  the  need  to  improve  cardiac 
status  is  critical. 
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Quinidine  therapy  can  be  effective  in  the 
conversion  of  arrhythmias  of  patients  with 
congestive  heart  failure,  as  well  as  with 
left  or  right  bundle-branch  blocks,  pro- 
vided the  congestive  failure  is  adequately 
treated  prior  to  the  administration  of 
quinidine. 

With  conversion  and  maintenance  of 
normal  sinus  rhythm,  cardiac  status  is  im- 
proved. 

Quinidine  polygalacturonate  would  ap- 
pear to  have  advantages  over  the  sulfate 
salt,  reducing  significantly  the  incidence 
of  gastrointestinal  irritation  and  permitting 
employment  of  higher  dosages  of  quinidine 
when  indicated. 


Running  or  fright: 
which  comes  first? 

One  of  the  most  significant  findings  from  the 
abortive  attempt  to  orbit  Gemini  6,  in  Decem- 
ber, so  that  it  could  meet  with  Gemini  7,  con- 
cerns the  “run  and  fright”  theory.  A recent 
issue  of  The  A.M.A.  News,  published  by  the 
American  Medical  Association,  tells  of  new 
findings  that  the  attempted  launch  contributed 
to  the  theory. 

Command  pilot  Walter  M.  Schirra  had  four 
tenths  of  a second  to  decide  whether  or  not  he 
should  eject  himself  and  pilot  Thomas  P. 
Stafford  from  the  vehicle.  He  decided  not  to 
eject.  The  rocket  engines  fired  for  1.2  seconds. 
Had  they  gone  to  1.6,  ejection  would  have  been 
the  only  way  for  the  two  pilots  to  save  them- 
selves. Schirra  had  to  decide  whether  or  not  so 
much  thrust  had  already  built  up  that  ejection 
was  the  only  way  out. 

The  chief  physician  for  the  astronauts,  Charles 
A.  Berry,  M.D.,  noted  that  at  the  most  critical 
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point  in  the  unsuccessful  launch,  “Schirra  was 
remarkably  calm  and  cool.  It  wasn’t  until 
one  minute  later,  after  he  had  made  the  right 
decision  and  everything  looked  as  if  it  would  be 
okay,  that  his  pulse  rate  started  going  up.” 
The  only  way  this  can  be  explained  is  that  the 
rise  occurred  after  the  emergency,  because  the 
astronaut  literally  had  no  time  to  be  scared 
during  the  emergency  itself. 

The  sequence  of  stimuli  seems  to  be  as  fol- 
lows: first  there  is  the  stimulus  that  tells  people 
they  are  in  danger.  If,  as  in  the  case  of  the 
astronauts,  they  have  been  trained  to  anticipate 
such  emergencies,  the  vital  signs  do  not  reflect 
the  perception  of  danger  until  action  has  already 
been  taken.  After  such  action,  the  psychologic 
response — the  fright — comes  along.  Dr.  Berry 
was  asked  whether  or  not  this  seemed  to  be  a 
confirmation  of  the  theory  that  fear  follows  ac- 
tion, or  “you  get  scared  because  you  run.” 
He  said  that  he  agrees,  provided  the  theory  is 
examined  from  the  point  of  view  that  in  this 
case  the  action  was  not  running  but  another 
kind  of  decision,  and  the  fright  was  recognition 
that  a true  emergency  had  occurred. 
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Ulcer  formation  is  a frequent  com- 
plication in  patients  with  occlusive  arterial 
disease.  Ulcers,  especially  in  elderly  pa- 
tients with  combined  arteriosclerosis  ob- 
literans and  diabetes  mellitus,  should  be 
considered  representative  of  first-stage 
gangrene  since  their  occurrence  and  per- 
sistence stems,  in  part,  from  an  inadequate 
blood  supply  to  the  area. 

All  efforts  should  be  directed  to  elimina- 
tion of  tissue  defects.  Precipitating  fac- 
tors such  as  trauma,  application  of  heat  to  a 
leg  with  limited  arterial  flow,  too  close 
paring  of  corn  or  nails,  or  repeated  micro- 
trauma should  be  carefully  avoided.  All 
preventive  measures  have  to  be  explained 
at  length  to  the  patient  in  the  hope  of 
avoiding  long-lasting  skin  defects  with 
ulceration  or  gangrene  leading  to  possible 
amputation. 1 

The  healing  of  ulcers  and  gangrene  in 
patients  with  arteriolar  insufficiency  is 
frequently  disappointing,  even  in  the  ablest 
hands.2  The  lesion  very  often  starts  with 
a blister  or  small  skin  trauma  and  extends 
gradually.  The  common  therapeutic 


an  enzyme  catalyst,  streptokinase-strep- 
todornase  ( Varidase ) was  used  locally  in- 
68  patients  with  skin  defects,  ulcers,  and 
gangrene  of  various  origins  and  duration. 
A definite  improvement  was  found  with 
enzymatic  debridement  compared  with  a 
control  group.  Streptokinase-streptodornase 
incorporated  in  a water-soluble  jelly  caused 
initial  burning  at  the  site  of  application  in 
50  per  cent  of  the  patients  but  did  not  pre- 
vent further  treatment.  A more  rapid  gran- 
ulation and  epithelization  was  noted  after 
prolonged  use. 


measures  are  directed  toward  obtaining  a 
better  local  oxygen  supply,  regression  of 
edema,  antibacterial  activity,  and  rapid 
granulation.  Sympathectomy,  vasodilat- 
ing drugs,  reflex  heat,  and  even  pyreto- 
therapy  with  foreign  protein  aid  in  in- 
creasing the  local  blood  flow.  There  is 
reasonable  evidence  that  after  sympathec- 
tomy the  dermal  blood  flow  increases  for  at 
least  a few  weeks.  The  value  of  oral 
vasodilators  is  still  questionable.  Slow 
intravenous  perfusions  with  azapetine  seem 
to  be  helpful.  The  rationale  of  inducing 
general  vasodilation  to  improve  the  blood 
supply  to  a limited  area  is  open  to  question. 

Edema  prolongs  wound  healing  and  can 
usually  be  avoided  by  elevation  of  the  leg, 
rest,  diuretics,  and  possibly  sustained 
cardiac  therapy.  Ambulation  helps  to 
avoid  stasis  if  venous  insufficiency  is 
present  as  well  as  a limited  arterial  blood 
flow.  General  treatment  with  antibiotics 
might,  in  some  instances,  be  inadequate 
because  of  the  limited  blood  supply  to  the 
ulcer  area.  A broad-spectrum  antibiotic 
ointment  such  as  neomycin  or  polymyxin, 
selected  after  sensitivity  tests  of  the  culture 
growth,  may  be  applied  locally.  How- 
ever, prolonged  use  of  ointments  over  a 
period  of  weeks  may  produce  undesirable 
maceration  of  the  surrounding  skin. 

The  final  objectives  in  the  treatment  of 
ischemic  ulcers  are  rapid  granulation  and 
epithelization.  The  dense  collagenization 
at  the  base  of  long-standing  ulcers,  to- 
gether with  the  exudate  and  necrotic  tissue, 
form  an  anatomic  barrier  to  healing.  In 
our  experience  surgical  debridement  can 
be  completed  efficiently  with  the  topical 
application  of  enzymes.3  Preparations 
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FIGURE  1.  Case  1.  (Left)  Demarcation  more  limited  than  expected.  (Right)  Base  covered  by  fresh 
granulation  tissues  on  which  epithelium  formed. 


with  papain,  trypsin,  and  streptokinase- 
streptodornase  (Varidase)  contain  catalytic 
enzymes  used  in  clinical  medicine.4  The 
lytic  agent  produced  by  Streptococcus 
hemolyticus  can  liquefy  fibrin,  and  strepto- 
dornase  hydrolyzes  desoxyribonucleopro- 
teins.5  These  substances  also  activate  the 
fibrinolytic  properties  of  the  euglobulin 
fraction  of  human  serum.  For  several 
years  we  used  an  enzyme  solution  incor- 
porated in  a water-soluble  carboxymethyl 
cellulose  jelly.  Streptokinase-streptodor- 
nase  dissolves  exudate  and  probably  ne- 
crotic tissue,  but  it  does  not  dissolve  living 
cells.  Its  mode  of  action  is  presumed  to 
be  a “template”  reaction  wherein  a specific 
protein  matrix  is  changed  from  solid  to 
liquid  in  the  presence  of  proper  catalysts.6 
The  breakdown  products  resulting  from  the 
action  of  streptokinase-streptodornase  are 
hydrophilous,  which  may  account  for  the 
increased  fluid  volume. 

Case  reports 

Case  1.  A white  female  nurse,  age  twenty- 
seven,  was  admitted  as  an  emergency  at  the 
University  Hospital  in  cardiovascular  collapse. 


The  evening  before  she  complained  of  nausea, 
anorexia,  diarrhea,  and  pain  in  both  feet.  A 
few  hours  later  she  was  found  in  shock  with 
hypothermia  and  diffuse  ecchymoses.  Shortly 
after  she  was  admitted,  a diagnosis  of  meningo- 
coccal sepsis  was  made.  Appropriate  treatment 
with  antibiotics,  steroids,  and  hypertensive 
drugs  was  started. 

It  was  soon  evident  that  an  occlusion  had 
occurred  in  the  right  popliteral  artery  during  the 
period  of  collapse.  The  right  foot  remained 
cold  and  pale,  and  small  bluish  spots  gradually 
spread  to  involve  the  entire  foot.  It  was  our 
general  opinion  at  the  time  that  these  changes 
were  irreversible  and  that  the  whole  foot  would 
have  to  be  amputated.  An  alternative  proce- 
dure considered  was  to  amputate  only  a limited 
part  of  the  foot  at  the  Lisfranc  joint.  The 
second  possibility  was  chosen,  and  it  was,  there- 
fore, decided  to  treat  this  patient  on  a pro- 
longed basis  with  streptokinase-streptodornase 
and  antibiotics  applied  locally  and  anticoagu- 
lants administered  orally.  The  demarcation 
was  much  more  limited  than  was  originally  ex- 
pected, and  after  regular  removal  of  grayish 
slough,  there  remained  a base  covered  by  fresh 
granulation  tissue  on  which  epithelium  readily 
formed  (Fig.  1). 

Case  2.  A white  male,  age  sixty-seven,  was 
admitted  because  of  gangrene  of  the  first  three 
toes  of  the  left  foot,  diabetes,  and  generalized 
arteriosclerosis.  It  was  decided  to  risk  medical 
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FIGURE  2.  Case  2.  (Left)  Fresh  granulation  tissue  closing  wound.  (Right)  Healing  within  ten  months. 
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FIGURE  3.  Case  4.  (Left)  Toe  following  sympathectomy.  (Right)  Slow  but  constant  improvement  fol- 
lowing sympathectomy. 


treatment,  and  so  meticulous  care  of  the  ulcers 
and  gangrenous  areas  by  both  the  staff  and  the 
patient  was  started.  Tissue  demarcation  took 
place  gradually,  and  crusts  with  necrotic  ma- 
terial could  be  removed  regularly.  After  a 
few  weeks  a self-amputation  was  obtained,  and 
it  was  possible  to  lift  away  the  second  and  third 
toes.  After  two  more  months  of  treatment  the 
first  toe  was  also  similarly  detached.  As  can 
be  seen  in  Figure  2,  fresh  granulation  tissue 
gradually  closed  the  wound  which  was  com- 
pletely healed  after  ten  months. 

Case  3.  A white  female,  age  sixty-four,  was 
admitted  to  the  Department  of  Medicine  be- 
cause of  a massive  skin  defect  on  the  right 
lower  leg  involving  a large  area  20  by  10  cm. 
The  patient  had  severe  arteriosclerosis  and 
incipient  diabetes.  This  case  was  beyond  hope 
and  the  surgeons  refused  to  amputate  because 
this  elderly,  undernourished,  arteriosclerotic 
patient  represented  a poor  risk.  With  patience, 
good  general  care,  and  the  local  application  of 
antibiotic  ointments  and  streptokinase-strepto- 
dornase,  together  with  repeated  aseptic  removal 
of  sloughing  tendons,  unexpected  and  remark- 


able improvement  occurred,  and  after  six 
months  the  ulcer  was  completely  healed. 

Case  4.  A white  male,  age  forty-nine,  was 
admitted  to  the  Department  of  Medicine  be- 
cause of  multiple  lung  embolism  from  a deep 
vein  phlebitis,  cardiac  decompensation,  and  dif- 
fuse arteriosclerosis,  with  gangrene  of  two  toes. 
After  appropriate  treatment  of  the  pulmonary 
infarctions  and  cardiac  decompensation,  it  was 
decided  to  amputate  the  foot.  However,  at  the 
suggestion  of  the  chief  resident,  a last  course  of 
treatment  was  started  with  local  applications  of 
streptokinase-streptodornase  and  debridement 
of  the  lesions.  The  patient  improved  very 
rapidly  in  the  beginning,  but  after  five  months 
no  further  gain  was  noted,  and  a unilateral 
sympathectomy  was  performed.  Slow  but 
fairly  constant  improvement  followed  the 
sympathectomy  (Fig.  3). 

Case  5.  A white  male,  age  thirty-nine,  was 
admitted  to  the  Department  of  Medicine  be- 
cause of  a large  moist  and  deep  ulcer  on  the 
dorsum  and  lateral  side  of  the  right  foot.  The 
first  symptoms  of  pain  in  the  legs  and  feet  began 
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FIGURE  4.  Case  5.  (Left)  Ulcer  on  dorsum  and  lateral  side  of  right  foot.  (Right)  Gradual  decrease  of 
ulcer. 


when  the  patient  was  thirty  years  of  age.  Two 
years  later  the  first  toe  was  amputated  from  the 
left  foot  and  the  two  additional  toes  on  the  right 
foot  were  amputated.  A year  before  admission 
the  remaining  three  toes  on  this  foot  were 
similarly  removed.  The  large  ulcers  appeared 
after  this  last  amputation,  the  pain  was  de- 
scribed as  of  a burning,  gnawing  type,  and  the 
area  was  very  tender.  A clinical  diagnosis  of 
thromboangiitis  obliterans  was  made,  although 
there  was  no  evidence  in  this  patient  of  either 
venal  or  nerve  involvement.  The  patient  was 
advised  to  abstain  from  tobacco,  and  treatment 
with  rest  on  an  oscillating  bed,  alcohol,  reflex 
heat  vasodilation,  and  local  treatment  with 
streptokinase-streptodornase  and  an  appropriate 
antibiotic  was  instituted.  The  ulcers  decreased 
slowly,  but  constantly  in  size,  and  the  pain 
gradually  subsided  (Fig.  4).  After  a few 
months  the  patient  could  resume  his  duties  as  a 
schoolteacher,  and  he  has  remained  well 
since. 

These  few  cases  are  chosen  from  a group 
of  68  patients  treated  with  local  applica- 
tions of  streptokinase-streptodornase  for 
surface  lesions.  In  addition  to  the  local 
treatment  with  this  agent  and  an  ap- 


propriate antibiotic,  a general  regimen 
with  rest  (all  or  part  in  an  oscillating  bed), 
peripheral  vasodilators,  reflex  heat  vaso- 
dilation, alcohol,  and  anticoagulants  was 
instituted  either  in  part  or  in  toto.  Treat- 
ment with  streptokinase-streptodornase 
had  a beneficial  effect  on  the  inflammation, 
and  healing  was  hastened  by  reduction  of 
the  surrounding  induration  and  increased 
granulation.  At  the  beginning  of  the 
treatment,  pain  and  tenderness  were  ex- 
perienced the  first  half  hour  after  local 
application  in  about  half  of  the  patients. 
No  allergic  reactions  were  observed.  A 
critical  evaluation  of  any  therapeutic 
agent  in  the  local  treatment  of  ulcers  in 
addition  to  the  general  care  is  always  diffi- 
cult because  of  the  variable  factors  in- 
volved, such  as  duration  and  extent  of  the 
ulcers  and  skin  defects,  the  local  state  of 
blood  supply,  reactional  status  of  the  pa- 
tient, and  the  presence  of  associated  dis- 
eases. 

Compared  with  a control  group  of  pa- 
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tients  on  similar  general  treatment  but 
without  local  use  of  enzyme  catalysts,  a 
definite  difference  in  subsidence  of  in- 
flammation, liquefaction  of  exudates,  ap- 
pearance of  granulation,  and  epithelization 
was  noted. 

Summary 

An  enzyme  catalyst,  streptokinase-strep- 
todornase  (Varidase),  was  used  locally  in 
68  patients  with  skin  defects,  ulcers,  and 
gangrene  of  various  origins  and  duration. 
A definite  improvement  was  found  with 
enzymatic  debridement  compared  with  a 
control  group  undergoing  similar  general 
management.  Streptokinase-streptodor- 
nase  incorporated  in  a water-soluble  jelly 
caused  initial  burning  at  the  site  of  ap- 


Medical student 
and  his  finances 

From  a survey  of  medical  students  conducted 
by  the  U.S.  Public  Health  Service  can  be  gleaned 
these  facts: 

In  1963  to  1964,  the  single  student  spent 
$2,713.  For  married  students  the  average 
ranged  from  $4,797  for  those  with  no  children  to 
$5,244  with  two  children  or  more. 

Half  of  the  income  of  single  medical  students 
was  supplied  by  their  families  as  gifts  and  loans. 
Another  30  per  cent  was  earned  by  the  students 
themselves  either  between  school  terms  or  dur- 
ing the  school  year.  The  earnings  of  wives 


plication  in  50  per  cent  of  the  patients  but 
did  not  prevent  further  treatment.  A 
more  rapid  granulation  and  epithelization 
was  noted  after  prolonged  use. 
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supplied  almost  half  of  the  total  income  of 
married  students. 

Ten  per  cent  of  the  income  of  both  single  and 
married  medical  students  was  obtained  from 
loans  outside  the  family.  Many  of  the  bank 
loans  were  guaranteed  by  A.M.A.’s  Education 
and  Research  Foundation.  Loans  were  also 
obtained  from  the  medical  school  or  university, 
the  National  Defense  Education  Act  Program, 
foundations,  medical  societies,  fraternal  organi- 
zations, state  agencies,  banks,  and  loan  com- 
panies. Almost  one  third  of  all  medical  stu- 
dents obtained  loans.  These  averaged  $1,193 
for  each  student. 

One  fourth  of  all  medical  students  were  work- 
ing during  the  medical  school  term,  and  the 
jobs  averaged  fourteen  hours  a week. 
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Congenital  midline  cervical  cleft  is  a 
term  applied  to  an  abnormality  that  more 
accurately  should  be  described  as  a cervical 
cord  or  furrow.  A true  cleft  of  the  neck 
has  not  been  described  in  a living  infant. 
This  abnormality  usually  consists  of  a 
midline  strip  of  skin,  measuring  5 to  10  mm. 
in  width,  whose  appearance  is  reddened, 
atrophic,  desquamated,  and  rough.  The 
involved  area  is  usually  depressed,  and  a 
shallow  (1  to  3 mm.)  fistula  is  present  at  the 
caudal  end  and  a nipple-like  skin  nubbin  at 
the  cephalad  end  of  the  skin  lesion.  The 
lesion  may  be  present  at  any  level  in  the 
midline  of  the  neck.  It  may  extend  from 
the  suprasternal  notch  to  the  mandibular 
symphysis  or  for  only  a short  distance 
along  the  midline.  There  often  appears  to 
be  some  induration  along  the  skin  furrow. 
The  congenital  midline  cleft  is  frequently 
associated  with  a cord-like  thickening  that 
resembles  a fibrous  band.  In  mild  cases, 
the  tautness  of  this  band  may  be  noticed 
only  on  full  extension  of  the  neck.  In 
severe  cases,  however,  it  forms  a bridle- 
like flexion  contracture  of  the  neck.  In 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Plastic  and  Reconstructive  Surgery,  February  15,  1965. 


these  cases,  the  fibrous  cord  provides  the 
salient  clinical  manifestation,  and  the 
integumental  changes  may  almost  pass 
unnoticed  (Figs.  1A  and  2A). 

The  submental  bony  spur  of  the  sym- 
physial  spine  often  reported  on  radiologic 
examination  of  these  patients  is  probably 
a secondary  manifestation  produced  by 
traction  of  the  fibrous  band  on  growing 
bone.  This  spur  is  usually  absent  when  the 
cord  is  insignificant  or  limited  to  the 
infrahyoid  area  (Fig.  IB). 

We  could  find  no  mention  of  this  ab- 
normality in  any  of  the  textbooks  of  pedi- 
atrics available  to  us,  and  few  pediatricians 
appear  to  be  familiar  with  this  anomaly. 
In  a newborn  infant,  the  defect  may  not 
appear  to  be  very  striking,  and  the  skin 
changes  may  be  considered  as  fleeting  and 
be  minimized  by  the  clinician.  The  fibrous 
band  apparently  becomes  more  conspicuous 
as  the  infant  grows,  and  it  seems  to  behave 
like  a cicatrix.  The  vertical  growth  of  the 
involved  anterior  neck  skin  lags  behind  that 
of  the  surrounding  normal  skin,  and  a 
relative  shortening  and  contracture  of  the 
midline  band  is  produced.  This  may  ex- 
plain why  most  of  the  reported  cases  have 
been  in  older  children  or  adults. 

The  midline  cervical  cleft  is  undoubtedly 
a rare  abnormality  which  occurs  much  more 
frequently  in  the  female.  In  1953,  Gross' 
reported  6 cases  from  the  Boston  Children’s 
Hospital  over  a thirty-five-year  period 
as  compared  with  303  cases  of  thyroglossal 
cysts  and  sinuses.  Another  half-dozen 
cases  have  been  reported  in  the  plastic 
surgical  literature.2-7  However,  our  im- 
pression is  that  this  condition  is  not  as 
uncommon  as  the  paucity  of  cases  in  the 
literature  would  imply.  The  true  nature 
of  this  deformity  is  not  recognized  in  many 
cases,  because  physicians  are  unfamiliar 
with  this  abnormality.  In  1940,  Gross 
and  Connerly8  described  2 cases  of  this 
anomaly  as  unroofed  thyroglossal  tracts. 
In  a later  publication,  Gross1  changed 
his  etiologic  concept  and  classified  these 
cases  as  midline  cervical  clefts. 

There  have  been  a few  reported  instances 
in  which  the  very  rare  deformity  of  midline 
cleft  of  the  lower  lip  and  mandible  were 
associated  with  midline  cervical  cords.6  9-12 
In  Morton  and  Jordan’s9  case,  a bifid 
tongue  protruded  through  a cleft  of  the 
lower  lip  and  mandible  and  was  pulled 
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caudally  by  a severe  midline  cervical  cord 
contracture  (Fig.  3).  In  Wynn-Williams’2 
case,  the  midline  cervical  cord  was  as- 
sociated with  a congenital  cyst  of  the 
mandibular  symphysis;  the  lower  lip  and 
mandible  were  otherwise  normal.  A der- 
moid tumor  in  the  region  of  the  chin  has 
also  been  described  and  illustrated  in  con- 
junction with  a midline  cervical  cord.13 

The  midline  cervical  cleft  is  not  related 
embryologically  to  the  cysts  and  sinuses 


midline  cervical  cleft  and  cord  is  a rare 
congenital  anomaly.  Two  cases  are  pre- 
sented and  a possible  embryologic  explana- 
tion given.  To  prevent  recurrence,  surgical 
correction  must  include  complete  excision  of 
the  involved  skin  and  all  of  the  underlying 
fibrotic  tissue.  To  avoid  subsequent  cicatri- 
cial contracture,  some  modification  of  a “Z” 
plasty  must  be  used. 


FIGURE  1.  Case  1.  (A)  Cervical  cleft  and  cord  when  patient  was  one  year  of  age.  Note  superior  skin 
nubbin  and  inferior  fistula.  There  is  limitation  on  extension  of  head.  (B)  Bony  spur  at  mandibular 
symphysis.  (C)  Recurrence  of  fibrous  band  two  years  after  subcutaneous  cord  excision.  Note  midline 
neck  webbing  and  limitation  of  extension  of  head.  (D)  Two  months  after  complete  excision  of  recurrent 
cord  and  cleft.  Neck  contracture  has  been  eliminated,  but  hypertrophy  of  oblique  limbs  of  “Z”  plasty 
may  be  noted. 
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FIGURE  2.  Case  2.  (A)  Midline  cervical  cleft  of  lower  half  of  neck.  Note  integumental  changes,  skin 
nubbin,  and  fistula  at  either  end.  (B)  One  year  after  complete  excision  and  repair  with  “Z”  plasty. 


FIGURE  3.  Midline  cervical  cleft  associated  with  clefts  of  lower  lip,  mandible,  tongue,  and  sternum 
(courtesy  of  C.  B.  Morton,  M.D.,  and  H.  E.  Jordan,  Ph.D.).9 


of  thy ro glossal  origin.  The  midline  cleft 
is  limited  to  the  cutaneous  and  subcutane- 
ous layers  of  the  neck;  fistulas  when  pres- 
ent are  shallow,  and  no  sinus  tracts  or 
cysts  are  formed.  There  is  no  anatomic 
relationship  between  this  anomaly  and  the 
hyoid  bone  or  the  tongue.  One  case  has 
been  described  in  which  a cyst,  possibly 


of  thyroglossal  origin,  coexisted  with  a 
midline  cervical  cleft.6 

Histology 

The  reported  histologic  findings  in  con- 
genital midline  clefts  and  cords  have  not 
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FIGURE  4.  Case  1.  Appearance  of  histologic  section  in  Case  1.  (A)  Microscopic  appearance  of  normal 
skin  adjacent  to  cleft.  (B)  Microscopic  appearance  of  section  of  cleft.  Note  absence  of  skin  appendages, 
thickened  stratum  corneum. 


been  remarkable.  Fibrosis  has  been  de- 
scribed in  the  subcutaneous  tissue,  and  if 
the  cord  is  prominent  the  fibrous  tissue 
may  be  seen  replacing  some  of  the  super- 
ficial musculature  of  the  platysma.  The 
epithelial  changes  in  our  patients  were 
similar  to  those  reported  by  Wynn- Wil- 
liams.2 There  were  areas  of  hypertrophy 
and  atrophy  of  the  epidermis,  thickening  of 
the  stratum  corneum,  dyskeratosis  of  the 
rete  malpighii,  and  disorganization  of  the 
stratum  germinativum.  The  most  con- 
sistent finding  is  the  absence  of  epithelial 
adnexa  in  the  dermis,  and  this  was  also 
demonstrated  in  our  specimen  (Fig.  4). 

Embryologic  considerations 

Various  pathogenic  mechanisms  have 
been  proposed  to  explain  the  formation  of 
midline  cervical  clefts  and  cords.  A few 
of  these  include:  amniotic  adhesions; 

blood  vessel  anomalies  resulting  in  localized 
tissue  ischemia,  necrosis,  and  scarring14; 
increased  pressure  on  the  cervical  area  from 
the  pericardial  roof  in  the  early  stages  of 
embryo  development  resulting  in  necrosis 
and  scarring9;  an  ununited  mandibular 
arch  impairing  midline  union  of  the  more 
distal  branchial  arches9;  and  the  failure  of 
the  mesenchymal  masses  to  penetrate  up  to 
the  midline.4 

We  could  find  no  references  to  midline 
cervical  clefts  in  the  textbooks  of  em- 
bryology that  were  available  to  us,  and 
information  about  the  development  of  soft 
tissues  in  the  midline  of  the  neck  is  very 
scanty.  An  analysis  of  what  is  known  of 
the  embryologic  development  of  this  area 


suggested  to  us  the  following  origin  of 
midline  cervical  clefts:  During  the  early 

weeks  of  embryonic  life,  the  flexion  of 
the  embryo’s  head  causes  the  mandibular 
arch  to  lie  on  the  roof  of  the  pericardium. 
Lying  immediately  adjacent  to  the  man- 
dibular arch,  the  hyoid  arch  closely  parallels 
its  development,  although  lagging  some- 
what behind.  The  remaining  branchial 
arches  are  smaller  and  are  located  further 
laterally  (Fig.  5 A). 15 

In  the  5-mm.  embryo,  the  two  mesen- 
chymal concentrations  that  constitute  the 
mandibular  process  have  already  merged. 
The  site  of  this  union  is  marked  by  a 
median  sulcus.  In  the  7. 5-mm.  embryo, 
the  median  sulcus  forms  a deep  and  nar- 
row furrow  extending  across  the  entire 
ventral  surface  of  the  mandibular  arch; 
it  is  more  pronounced  at  its  cephalic  part. 
In  the  8. 5-mm.  embryo,  the  median  sulcus 
becomes  more  shallow  and  begins  to  disap- 
pear. However,  an  indentation  can  still 
be  observed  in  this  region  when  the  embryo 
has  grown  to  18  mm.  (Fig.  5B).15 

The  mandibular  arch  becomes  divided  by 
a horizontal  sulcus  into  a cephalic  and 
caudal  component.  According  to 
Streeter,16  it  is  only  the  cephalic  portion 
that  forms  the  lower  jaw,  lip,  and  chin. 
The  caudal  portion  forms  the  submental 
area  of  the  jaw.  The  inferior  part  of  the 
midline  of  the  neck  is  formed  by  the  merger 
of  the  hyoid  arch.  The  lower  branchial 
arches  participate  only  in  the  formation  of 
the  lateral  parts  of  the  neck  (Fig.  6). 17 
It  is  likely  that  a vertical  indentation  exists 
at  the  site  of  the  midline  merger  of  the 
hyoid  arch  which  is  in  continuity  with  the 


March  15,  1966  / New  York  State  Journal  of  Medicine  715 


MVOID 

ARCH 


ro»c  CU' 


KmTHC.il  * At. 

P»LUO 


»ANOf#UtA»  JT 

**OC€*9Si 


jurrcRAu 

N*»AL 

MOCIM 


FIGURE  5.  (A)  Drawing  of  6-mm.  human  embryo 
(after  Streeter).  Flexion  of  head  of  embryo  causes 
mandibular  process  and  hyoid  arch  to  lie  on 
anterior  pericardium.  (B)  Drawing  of  model  of 
head  of  18-mm.  embryo  (after  Streeter).  Note 
median  sulcus  in  mandibular  process  (drawings 
with  permission  of  Hamilton,  Boyd,  and  Moss- 
man).16 


median  sulcus  of  the  mandibular  arch. 
The  location  of  the  midline  cervical  cleft 
corresponds  to  that  of  the  median  sulcus 
of  the  mandibular  arch  and  its  caudal 
extension.  This  course  of  development 
helps  to  explain  the  association  of  midline 


FIGURE  6.  Diagram  demonstrating  development 
of  neck.  Only  mandibular  and  hyoid  arches  par- 
ticipate in  formation  of  central  part  of  neck  (cour- 
tesy of  A.  H.  Bill,  Jr.,  M.D.,  and  K.  Berger,  M.D., 
artist,  in  Bensen,  C.D.,  et.  al.\  Pediatric  Surgery, 
Chicago,  Year  Book  Medical  Publishers,  Inc.).17 


cervical  cord  with  the  midline  cleft  of  the 
lower  lip  and  mandible.6,9  ~12 

The  disappearance  of  the  median  sulcus 
is  attributed  to  condensation  and  growth 
of  mesenchymal  masses  in  this  area. 18  The 
persistence  of  the  median  sulcus  in  some 
modified  form,  combined  with  faulty  dif- 
ferentiation of  the  mesenchymal  tissue 
along  the  line  of  merger,  leads  to  the  de- 
velopment of  a fibrous  cord  in  this  area.  A 
disturbance  in  the  interaction  between  the 
mesoderm  and  ectoderm  in  the  develop- 
ment of  the  skin  in  the  cervical  cleft  region 
may  account  for  the  absence  of  skin  adnexa 
(sweat  glands,  sebaceous  glands,  and  hair 
follicles)  and  other  epithelial  changes  which 
were  found  in  surgical  specimens. 


Case  reports 

Case  1.  A female  child  was  seen  for  the 
first  time  at  three  months  of  age.  She  was 
born  at  full  term,  and  the  delivery  was  normal. 
There  was  no  history  of  congenital  anomalies  in 
the  family.  At  the  time  of  birth,  a vertical 
midline  skin  lesion  had  been  observed. 

Examination  revealed  a midline  vertical  skin 
defect,  measuring  3 by  0.5  cm.,  extending  from 
the  mandibular  symphysis  for  two  thirds  of  the 
vertical  height  of  the  neck.  The  surface  of  the 
defect  was  indented,  wrinkled,  and  dry.  A 2- 
mm.  fistula  was  present  at  the  lower  end  of  the 
defect  and  a 5-  by  5-mm.  skin  nubbin  at  the 
upper  end.  There  was  no  discharge  from  the 
fistula.  On  head  extension,  a cord  was  palpable 
and  neck  webbing  was  produced  (Fig.  1A). 
Radiologic  examination  of  the  head  and  neck 
revealed  no  abnormal  conditions. 

Operation.  At  sixteen  months  of  age,  a trans- 
verse, elliptical  skin  section  was  removed  from 
either  end  of  the  cervical  cord,  excising  the  fis- 
tula and  the  nubbin.  Through  these  incisions. 
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the  attenuated  skin  over  the  cord  was  under- 
mined, and  the  fibrous  structure  was  excised 
subcutaneously.  A fibrous  cord  extending  in- 
teriorly from  the  fistula  to  the  sternal  notch  was 
also  excised.  By  this  procedure,  two  trans- 
verse incisions  were  utilized  to  excise  the  fibrous 
cord  without  removal  of  the  involved  skin, 
thereby  avoiding  a long,  vertical  incision. 

There  was  delayed  healing  of  the  upper 
incision.  After  complete  healing,  the  contrac- 
ture and  the  webbing  appeared  to  be  improved, 
but  with  subsequent  growth  of  the  child,  both 
the  cord  and  the  webbing  recurred.  Radiologic 
examination  two  years  after  the  operation 
demonstrated  the  presence  of  a submental  spur 
(Figs.  IB  and  C). 

A second  operation  was  performed  on  this 
child  at  three  and  a half  years  of  age.  The 
fibrous  band  with  the  overlying  skin,  including 
the  scars,  was  excised  using  a vertical,  elliptical 
incision.  The  incisions  were  carried  through 
the  platysma  muscle  down  to  the  strap  muscles 
of  the  neck.  All  the  fibrous  tissue  from  the 
symphysis  of  the  mandible  to  the  suprasternal 
notch  was  excised.  The  incision  was  closed 
with  two  large  rotation  flaps. 

The  patient  had  an  uneventful  postoperative 
course.  The  webbing  was  completely  cor- 
rected, and  there  was  no  restriction  of  full  ex- 
tension of  the  neck.  However,  widening  of  the 
oblique  limbs  of  the  “Z”  plasty  scar  eventually 
occurred  (Fig.  ID). 

Case  2.  A three-year-old  white  female  was 
born  with  a midline  cervical  skin  lesion  which 
was  completely  asymptomatic.  The  pregnancy 
was  uneventful,  and  the  delivery  was  normal. 

The  physical  examination  was  entirely  within 
normal  limits  except  for  the  anterior  cervical 
abnormality.  There  was  a 5-  by  0.8-cm.  mid- 
line vertical  lesion  placed  below  the  level  of  the 
hyoid  bone.  The  area  was  slightly  indented 
and  pink  with  a wrinkled  and  roughened  sur- 
face. There  was  an  8-  by  8-mm.  skin  nubbin 
at  the  superior  end  and  a shallow  fistulous  open- 
ing at  the  inferior  end  of  the  skin  defect.  A 
minimal  webbing  effect  was  produced  on  full 
extension  of  the  neck  (Fig.  2A). 

Radiologic  examination  revealed  no  abnormal 
conditions  in  the  head,  neck,  or  clavicular  areas. 

Operation.  At  three  years  of  age,  the  mid- 
line cervical  lesion  was  excised  with  an  elliptical 
incision  extending  through  the  skin  and  sub- 
cutaneous tissue  down  to  platysma.  There 
were  no  fibrous  connections  either  above  or  be- 
low the  skin  lesion.  The  defect  was  closed  by 
rotation  of  triangular  flaps  in  the  form  of  a “Z” 
plasty. 

The  patient  had  an  uneventful  postoperative 
course  with  complete  correction  of  the  de- 
formity. There  was  some  widening  of  the 
oblique  limb  of  the  “Z”  plasty  scar  (Fig.  2B). 

Surgical  treatment 

If  the  fibrous  cord  is  prominent,  early 
correction  of  the  defect  appears  to  be  indi- 


cated to  eliminate  the  contracture  and 
prevent  secondary  deformities  of  the 
mandible.  In  less  severe  cases,  operation 
may  be  safely  delayed  until  the  child  is 
three  or  four  years  of  age  or  even  later  if 
the  deformity  is  slight.  Many  surgeons 
feel  that  the  spreading  of  cervical  scars, 
which  impair  the  cosmetic  result  of  this 
operation,  may  be  minimized  by  delaying 
the  operation  until  late  childhood  or 
adolescence. 

It  is  important  that  the  concept  of 
integumental  shortening  in  the  midline 
be  recognized  and  that  this  deficit  be  cor- 
rected by  the  surgical  procedure.  Simple 
transection  of  the  cord  or  even  total  sub- 
cutaneous excision  of  the  fibrous  band 
leads  to  prompt  recurrence  of  the  con- 
tracture. Complete  excision  of  all  of  the 
pathologic  tissue  in  the  midline,  including 
the  attenuated  skin,  is  indicated  in  all 
cases.  Lateral  neck  skin  can  then  be 
utilized  to  repair  the  midline  defect. 

The  surgical  repair  must  be  directed 
toward  avoidance  of  vertical  scars.  All 
of  the  operations  that  have  been  reported 
have  been  a variation  of  a “Z”  plasty. 
Single  large  “Z”  plasties,  double  “Z” 
plasties,  and  multiple  small  “Z”  plasties 
have  been  used,  depending  on  the  severity 
of  the  condition  and  the  preference  of  the 
individual  surgeon.  The  horizontal  scars 
of  these  operations  usually  remain  thin,  but 
the  oblique  components  of  the  “Z”  have  a 
tendency  to  spread.  The  immediate  cos- 
metic result  is  not  always  very  impressive. 
However,  even  the  spread  scar  on  the  neck 
tends  to  remain  flat  and  eventually  blends 
well  with  the  surrounding  skin. 

Summary 

Two  cases  of  the  rare  congenital  ab- 
normality of  midline  cervical  cleft  and 
cord  are  presented,  and  the  pertinent 
literature  is  reviewed.  A possible  mecha- 
nism of  the  embryologic  development  is 
proposed.  It  is  stressed  that,  to  prevent 
recurrence,  surgical  correction  must  include 
complete  excision  of  the  involved  skin  and 
all  of  the  underlying  fibrotic  tissue.  The 
surgeon  is  then  faced  with  the  necessity 
of  repairing  a vertical  neck  defect  and,  to 
avoid  subsequent  cicatricial  contracture, 
some  modification  of  a “Z”  plasty  must  be 
used. 
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Changing  concepts  in 
treatment  of  duodenal  ulcer 
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denal ulcer  must  be  considered  in  relation  to 
gastric  freezing  developments.  E.  S.  Judd, 
M.D.,  writing  in  a recent  issue  of  the  West 
Virginia  Medical  Journal,  views  these  develop- 
ments with  some  reservations.  These  are  based 
on  observations  of  gastric  freezing  in  animals 
in  which  the  changes  induced  by  this  type  of 
hypothermia  are  startling,  to  say  the  least,  he 
feels.  While  a cautious  program  under  con- 
trolled conditions  is  not  ruled  out,  gastric  freez- 
ing in  wider  applications  has  hardly  ever  been 
used.  The  difficulty  lies  in  having  a control 
group  of  human  patients  for  evaluation. 

Of  the  235  cases  used,  only  19  underwent  the 
Bilh'oth  I reconstructions;  all  of  the  others  had 
the  Billroth  II  type  with  the  Hofmeister  varia- 
tion. All  underwent  vagotomy.  The  series 
was  terminated  to  permit  an  adequate  interval 
for  follow-up  which  could  be  carried  out  in  85 
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cases.  The  series  was  studied  for  mortality 
rates  and  nonfatal  postoperative  complications, 
with  special  attention  to  diarrhea  and  the  dump- 
ing syndrome. 

The  hospital  mortality  rate  was  1.3  per  cent, 
interpreted  as  a reasonable  figure.  There  were 
53  major  nonfatal  postoperative  complications; 
those  not  related  directly  to  the  gastrointestinal 
tract  and  those  related  to  the  gastric  operation 
itself.  Diarrhea  of  major  significance  occurred 
in  2 cases,  and  one  of  these  had  a chronic  form 
of  staphylococcal  enteritis.  While  the  dumping 
syndrome  actually  occurred  in  24  per  cent  of  the 
cases  with  a long  follow-up  period,  it  was  severe 
in  only  4 per  cent,  and  most  of  the  patients 
volunteered  the  information  that  they  preferred 
it  to  the  preoperative  ulcer  state.  Patients 
with  excellent  or  good  results  usually  maintained 
their  weight  well.  Only  3 of  the  80  with  satis- 
factory results  lost  significant  amounts.  De- 
tained insulin  tests  were  carried  out  postoper- 
atively  in  70  patients.  All  but  2 were  reported 
to  be  completely  satisfactory.  In  the  over-all 
series,  no  ulcer,  suspected  or  proved,  has  oc- 
curred. 
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An  attempt  will  be  made  to  outline 
some  hypotheses  helpful  in  the  treatment 
of  depressive  states  in  elderly  patients  with 
early  organic  brain  changes.  The  pertinent 
literature  will  be  reviewed,  and  some  new 
advances  in  the  psychotherapy  of  depres- 
sion will  be  considered.  Case  histories  will 
be  presented  to  illustrate  the  effectiveness 
of  some  of  the  assumptions  of  these  ap- 
proaches. 

Pertinent  gerontologic 
psychiatric  literature 

Busse1-3  has  commented  on  the  absence 
of  guilt,  the  importance  of  environmental 
factors  such  as  loss  of  family  and  friends, 
and  the  helpfulness  of  encouraging  remedial 
activity  in  the  therapy  of  depressive  reac- 
tions in  the  aged  person.  Stern  and  his 

Presented  at  the  Eighth  Annual  Meeting,  Department  of 
Psychiatry,  McGill  University,  Research  Conference  on  the 
Group  of  Depressions,  Montreal,  February  5,  1965. 


coworkers4,5  have  described  the  importance 
of  early  traumatic  events  in  the  aged 
depressive  patient’s  life  as  determining  the 
occurrence  and  type  of  depression  in  an 
older  individual.  Levin6  has  used  the 
factors  of  loss  of  valued  object,  physical 
pain  and  aggression,  restraint  of  expression 
of  feeling,  and  threat  of  occurrence  of  the 
preceding  three  in  working  with  depressive 
illness  psychoanalytically.  Clow  and 
Allen7  8 write  of  the  reversibility  of  neurotic 
manifestations  in  old  age  and  of  the  value 
of  getting  the  elderly  patient  to  accept  his 
limitations  because  of  aging  or  illness. 
Goldfarb9  notes  the  concomitance  of 
physical  disease,  organic  brain  disease,  and 
depression.  The  latter,  he  suggests,  is  a 
consequence  of  the  inability  to  cope  with 
the  environment  because  of  physical  im- 
pairments as  well  as  other  losses.  He  sug- 
gests the  fostering  of  a parental  image  in 
the  patient  to  permit  the  illusion  of 
triumph.  This  is  often  associated  with  an 
elevation  of  self-esteem  and  diminution 
of  symptoms. 

In  addition  to  the  previously  mentioned 
psychodynamically-oriented  treatment  ap- 
proaches, many  depressions  in  elderly  pa- 
tients respond  to  psychopharmacologic 
procedures.  Ayd10  and  Monratoff11  report 
excellent  results  in  treating  depressions  of 
late  life  with  nialamide.  Agin12  has  had 
similarly  successful  results  in  using  phenel- 
zine. Gallinek13  and  Evans14  in  early  and 
significant  papers  have  reported  satis- 
factory use  of  electroshock  in  depression  of 
old  age.  Grauer  and  Krai15  and  Straker 
and  Roth16  have  found  imipramine  ef- 
fective. Most  of  these  studies  have 
achieved  moderate  to  marked  improvement 
in  50  to  80  per  cent  of  patients  appearing 
with  depression  with  varied  diagnoses  in 
their  later  years. 17  Nevertheless,  there  is 
usually  a lowered  incidence  of  satisfactory 
results  in  those  depressive  patients  with 
brain  syndromes,18  and  psychopharma- 
cologic procedures  are  less  effective  in  many 
of  these  patients.10.15’16 

While  remission  can  occur  spontaneously 
as  a result  of  supportive  and  psycho- 
pharmacologic procedures,  for  it  to  be  long 
lasting,  some  understanding  of  the  pre- 
cipitating events  as  well  as  the  origins  of 
the  emotions  which  occurred  is  necessary.19 
This  seems  to  point  out  the  importance  of 
an  approach  which  utilizes  effective  drug 
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measures  as  well  as  possible  insight- 
producing  psychotherapeutic  technics 
which  affect  these  handicapped  in- 
dividuals.20 Use  of  antidepressants  does 
not  preclude  use  of  psychotherapy.  Indeed 
it  has  been  said  that  it  is  often  valuable  to 
use  drugs  to  make  the  patient  amenable  to 
insightful  psychotherapy. 

Newer  psychotherapeutic  technics 

Recent  advances  have  occurred  in  psy- 
chotherapy with  depressive  illness  in 
younger  adults.  As  with  other  therapeutic 
concepts,  these  lend  themselves  to  applica- 
tion in  work  with  aged  patients.  Psycho- 
therapeutic technics  of  significance  in  deal- 
ing with  depression  have  been  elaborated 
by  Gutheil,21  Rado,22  and  Arieti.23  Gu- 
theil21  encourages  activity  and  support, 
and  suggests  that  50  per  cent  of  improve- 
ment occurs  from  just  these  procedures. 
He  also  suggests  that  it  is  important  to 
understand  the  precipitating  events  of  the 
episode  and  to  relate  these  to  the  feelings 
and  fantasies  aroused.  Then,  if  possible,  a 
correlation  with  childhood  origins  of  these 
should  be  made  and  understood  by  the 
patient.  Working  through  is  deemed  im- 
portant. 

Rado22  suggests  that  depression  is  retro- 
flexed  rage  and  is  precipitated  in  either  the 
genetically  inclined  mood-cyclic  individual 
or  is  an  environmentally  precipitated  dis- 
order of  emergency  control  in  a susceptible 
individual.  Understanding  the  coercive 
behavior  of  the  depressed  patient  as  rep- 
resenting a magical  attempt  to  gain  de- 
pendency in  lieu  of  satisfactory  expression 
of  rage  in  one’s  environment  is  deemed 
important.  Working  with  the  patient  to 
express  rage  adequately  and  helping  him 
to  recognize  the  need  to  use  retroflexion 
to  gain  dependency  requires  repeated 
working  through.  The  repetition  is  con- 
sidered less  important  than  the  here  and 
now. 

Arieti23  mentions  the  outright  demanding 
and  coerciveness  of  the  depressive  patient 
for  security  and  speaks  of  this  as  being 
present  in  the  claiming  and  self-blaming, 
guilt-ridden  types.  He  suggests,  initially, 
that  one  offer  oneself  as  a sympathetic 
figure  who  can  understand  the  feeling 
occurring.  Activity  and  environmental 
manipulation  are  encouraged.  When  some 


improvement  occurs,  working  with  the 
patient  to  get  him  to  see  how  his  clusters 
of  depressed  thoughts  start  can  be  quite 
helpful.  The  patient  begins  to  recognize 
those  thoughts  which  produce  a cluster  and 
can  then  arrest  a beginning  depressive 
episode.  The  origins  of  such  reactions, 
in  terms  of  past  interpersonal  relations, 
can  be  worked  out  and  utilized,  through 
free  association,  in  solving  specific  situa- 
tions by  the  patient.  Finally  he  can  learn 
to  do  more  by  himself  and  seek  less  of  his 
friends,  family,  and  psychotherapist. 

Specific  applicability 

The  previously  mentioned  technics  pre- 
ceded the  development  of  empiric  technics 
for  dealing  with  some  depressive  reactions 
of  late  life,  especially  for  those  patients 
with  brain  damage.  It  was  decided  to  use 
hypotheses  which  would  continue  several 
pertinent  points  in  the  psychotherapeutic 
approaches  already  mentioned.  It  was 
felt  that  the  peculiarities  of  working  with 
the  elderly  patient  necessitated  modifica- 
tions of  the  valuable  technics  discussed. 
These  peculiarities  are  the  presence  of 
rigid  attitudes, 4 the  high  incidence  of  physi- 
cal illness,24  the  partial  or  complete  dis- 
engagement from  work  or  friends,25  the 
presence  of  organic  brain  damage,26  and  the 
impaired  ability  to  use  old  defenses  (ade- 
quate self  image,  learning,  and  thought) 
for  coping  with  the  environment.27  The 
modifications  chosen  were: 

1.  Altering  the  environment  to  make  it  more 
supportive  as  suggested  by  Gutheil21  and 
Arieti.23  This  is  important  in  geriatric  pa- 
tients who  often  have  regressed  because  of 
increasing  physical  and  cerebral  inability  to 
cope  with  the  environment.  Improving  the 
life  situation  may  alleviate  depressions  associ- 
ated with  increased  disability.  This  is  an 
alloplastic  approach  which  permits  improved 
coping  with  the  environment.  It  relieves  self 
hate  arising  from  the  inability  to  care  for  one- 
self. The  presence  of  a supportive  figure  or 
environment  permits  some  degree  of  real  or 
perceived  dependency  which  the  individual 
seeks  through  his  symptoms. 

2.  Emphasizing  doing  the  best  they  can  do 
with  their  action  self,  even  if  somewhat 
incapacitated,  as  stressed  by  Rado.22  Speech 
impediments  and  forgetfulness  interfere  with 
verbal  responses  and  other  usually  effective 
coping  maneuvers.  While  the  disoriented, 
slow,  and  forgetful  have  difficulty  replying 
adequately  on  a verbal  level,  they  may  often 
act  out  to  express  feeling.  Through  repeti- 
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TABLE  I.  Clinical  study  of  late-life  depressive  patients 


Case 

Age 

Diagnosis 

Drugs 

Pertinent  Psychodynamics 

1 

69 

Chronic  brain  syndrome  with 
senile  brain  disease,  depres- 
sive reaction,  and  passive- 
aggressive  features 

None 

Husband  struck  her;  lack  of 
dependency  gratification 
from  spouse;  poor  control  of 
rage. 

2 

66 

Chronic  brain  syndrome  with 
senile  brain  disease  and  de- 
pressive reaction 

Imipramine, 

chlorpromazine 

Retroflexed  rage  at  inability  to 
cope  with  environment.  Un- 
able to  express  self  to  spouse. 

3 

60 

Chronic  brain  syndrome  with 
Huntington’s  chorea  and  de- 
pressive reaction 

Chlordiazepoxide 

sporadically 

Slowly  incapacitating  Hunting- 
ton’s chorea;  depressed  over 
illness;  appeal  for  depend- 
ency 

4 

66 

Chronic  brain  syndrome  with 
senile  brain  disease  and  de- 
pressive reaction 

None 

Developed  pneumonia;  de- 
pressed with  loneliness;  rage 
at  brother  retroflexed 

5 

72 

Depressive  reaction,  mild  or- 
ganic changes 

Chlorpromazine 

sporadically 

Robbed  two  years  before;  rage 
at  uninterested  son;  pro- 
jected rage  at  loss  of  depend- 
ency status 

6 

70 

Chronic  brain  syndrome  with 
senile  brain  disease  and  psy- 
chotic reaction 

Trifluoperazine, 

amtriptyline 

Projected  hostility  with  loss  of 
dependency;  marked  sepa- 
ration anxiety 

tion  and  effort  these  expressions  can  be  under- 
stood. 

3.  Following  Arieti  by  attempting  to  work 
through  the  technic  of  getting  the  patient  to 
observe  his  ideation  and  feelings  and  to  see 
when  he  starts  his  depressive  spiral.  Often 
communication  is  impaired  in  the  face  of 
brain  damage  but  not  the  ability  to  use  other 
defense  mechanisms  ordinarily  available. 

The  faculty  of  thought  is  still  present  if  the 
patient  is  alert.  Thought  is  usually  con- 
sidered as  slowed  in  depressive  patients,  sparse 
in  the  brain-damaged,  and  limited  in  range  of 
vocabulary  because  of  poor  recall  or  retention 
in  other  brain-damaged  patients;  however,  in 
many  of  our  symptomatic  depressions  with 
brain  syndrome,  it  is  viable  and  serves  a useful 
function.  The  use  of  such  a faculty,  often  in 
disregard  because  of  disuse  or  fear,  can  be  of 
value  to  the  elderly  patients  bereft  of  much 
physical  ability  and  skill  in  interpersonal 
relatedness  through  organic  illness  or  isola- 
tion. This  may  be  different  from  the  con- 
crete attitude  which  occurs  in  the  brain  dam- 
age observed  by  Goldstein.28 

An  abstract  attitude  is  often  present.  The 
lability  of  affect  considered  by  him  as  an 
accompaniment  of  an  absence  of  the  abstract 
attitude  is  not  necessarily  a constant  con- 
comitant at  all  times  in  an  elderly  brain  syn- 
drome patient.  In  addition,  spotty  defects  in 
intellectual  functioning  occur.  The  presence 
of  brain  damage,  as  commonly  measured,  does 
not  always  mean  an  absence  of  the  abstract 
attitude  in  all  patients.29  The  catastrophic 
reaction  and  confusion  have  environmental 
and  interpersonal  variants.  Supporting  this 
is  Hollender’s30  observation  that  the  observ- 
ing ego  can  function  in  the  early  stages  of 
senescence  and  that  the  patient  speaks  of 


anxiety,  irritability,  and  impatience,  and  is 

aware  of  these  as  deficiencies. 

The  advantages  of  the  previously  men- 
tioned three  procedures  are  that  they  offer 
ways  of  approaching  the  target  symptoms 
in  these  patients  while  accepting  their  iso- 
lation, low  self-image,  and  organic  disease 
as  limiting  factors.  The  antidepressants 
and  phenothiazines  are  effective,  but  re- 
pression with  some  insight,  according  to 
some  philosophic  rationalization,  is  also 
important.  If  this  is  obtained,  a repeti- 
tion is  possibly  avoided.  In  addition,  as 
mentioned  before,  these  patients  are  often 
not  reached  by  usual  methods. 

Clinical  study 

Six  illustrative  cases  of  late-life  depres- 
sive patients  with  early  organic  brain  dis- 
ease are  reported.  Five  of  the  6 patients 
had  psychological  examinations  which  veri- 
fied the  clinical  impression  of  the  presence 
of  organic  changes.  The  1 patient  without 
psychological  examinations  is  the  oldest. 
They  all  received  individual  psychotherapy 
in  weekly  sessions  over  a period  of  four  to 
eighteen  months.  In  selected  cases  they 
were  treated  conjointly  with  antidepres- 
sants and,  if  significant  anxiety  was  pres- 
ent, with  phenothiazines  or  a minor  tran- 
quilizer. These  depressive  patients  were  of 
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the  type  that  one  sees  in  a geriatric  mental 
hygiene  clinic.  The  cases  reported  were 
females  of  lower  economic  status  and  of 
poor  educational  background.  Their  phys- 
ical health  was  uniformly  poor.  They  were 
urban  residents  and,  in  addition,  were 
homogeneous  in  religion.  Most  were  Jew- 
ish. Diagnosis,  age,  drugs  used,  and  per- 
tinent psychodynamics  are  given  in  Table 
I. 

Case  reports 

Case  1.  This  Case  illustrates  an  important 
point.  The  patient  was  forgetful  and  had  im- 
paired recent  memory.  Her  affect  was  labile. 
She  had  difficulty  sleeping,  cried  often,  and  was 
depressed  over  her  spouse’s  frequent  absences 
from  home.  She  could  not  express  her  feelings, 
especially  rage  at  his  rejection.  She  gradually 
learned  by  working  through  her  behavior  in  dif- 
ferent situations  to  express  rage  nonverbally. 
She  could  not  express  herself  fully  with  speech 
but  did  so  symbolically  through  actions  in  her 
relationship  with  her  spouse.  She  is  still  some- 
what dependent  but  is  not  depressed. 

Case  2.  This  patient  made  some  response 
with  imipramine  20  to  30  mg.  per  day  and 
chlorpromazine  10  to  25  mg.  per  day.  Increas- 
ing the  imipramine  made  an  iatrogenic,  ataxic 
gait  worse.  Her  major  difficulty  was  an  in- 
ability to  keep  up  with  a dynamic,  vital  spouse. 
She  exhibited  initially  mild  psychomotor  retar- 
dation, hoarding,  a depressed  and  anxious  mood, 
and  suicidal  ideation.  She  improved  slightly 
with  the  medication.  In  addition,  as  the 
therapy  progressed  over  several  months,  her 
retardation,  depressed  mood,  hoarding,  and 
suicidal  ideation  diminished  significantly.  The 
therapy  was  conducted  so  that  a controlled 
mild  degree  of  interpersonal  support  was 
offered.  She  said  that  she  recognized  the  fact 
that  she  was  unable  to  act  as  satisfactorily  as 
she  wanted  to.  She  also  appreciated  the  fact 
that  the  therapist  understood  this.  She  also 
accepted  her  need  for  having  to  do  less.  Her 
depression  lifted  so  that  she  could  be  discharged. 
She  was  considered  capable  of  entering  into  an 
old-age  home  to  which  she  has  applied. 

Case  3.  This  patient  was  seen  with  mild 
depression,  anxiety,  and  a slight  hyperactivity. 
Insomnia  slowly  diminished  and  depression 
lifted  in  spite  of  steadily  worsening  orientation 
and  memory  as  well  as  increased  psychomotor 
activity.  The  improvement  seemed  related  to 
her  entrance  into  a golden-age  program. 
Eventually  her  brain  syndrome  became  worse, 
and  she  had  to  be  committed. 

Case  4.  This  patient  became  ill  with  pneu- 
monia and  then  developed  depression.  She  had 
lost  her  spouse  and  home  in  World  War  II  and 
was  alone  except  for  brothers  who  did  not  visit 
often.  She  had  consistent  memory  defect  for 


recent  events,  depressed  mood,  anxiety  in 
episodes,  and  crying  spells.  Her  depressive 
episodes  would  start  when  she  had  to  travel 
from  her  house.  Gradually,  with  reiteration 
and  patient  working  through,  she  could  recog- 
nize when  she  would  start  to  get  depressed  and 
could  think  of  something  else  or  do  something 
she  wanted  to  do.  She  related  her  symptoms 
to  the  loss  of  her  home  in  Europe.  She  im- 
proved so  that  she  could  be  discharged. 

Case  5.  This  patient  had  been  robbed  and, 
over  several  months,  developed  insomnia,  a de- 
pressed mood,  and  the  intense  paranoid  convic- 
tion that  her  newly  arrived  neighbor  had  stolen 
her  money.  She  had  poor  recent  memory  but 
was  oriented.  Some  of  her  difficulties  un- 
doubtedly stemmed  from  her  unwillingness  to 
request  or  accept  help  from  her  son.  She  re- 
fused to  take  chlorpromazine  more  than  sporad- 
ically. As  she  could  express  rage  to  the 
therapist,  undoubtedly  a displacement,  she 
improved.  Much  of  her  expression  of  feeling 
had  been  illustrated  to  her  previously  through 
allegory.  She  expressed  hostility,  both  verbally 
and  nonverbally,  and  finally  left  therapy  declar- 
ing she  didn’t  need  any  help.  She  had  under- 
stood, in  some  areas,  how  to  assert  herself  with 
him  when  she  couldn’t  compete  verbally.  She 
nevertheless  tended  to  withdraw  when  this  was 
possible. 

Case  6.  This  patient  had  intermittent  ideas 
of  reference  (“They  look  at  me”)  and  feelings  of 
depersonalization  (“My  face  changes”)  which 
required  two  hospitalizations  over  a period  of 
ten  years.  Her  symptoms  continued  and  were 
accompanied  by  depressive  feelings  and  apathy. 
She  was  disoriented  for  time  and  had  poor  recent 
memory.  Amitriptyline  and  trifluoperazine 
were  used  regularly  but  didn’t  alleviate  her 
depression;  however,  her  psychotic  ideation 
seemed  to  be  of  less  moment  to  her.  She  im- 
proved when  she  began,  with  the  cautious  urging 
of  her  therapist  and  after  examples  of  forth- 
rightness in  the  therapeutic  relationship,  to 
express  herself  to  her  recently  invalided  hus- 
band. His  illness  enabled  her  to  do  things  for 
him  as  well  as  carry  out  household  activities  in 
as  good  a manner  as  he  did.  She  improved  but 
needs  management  of  her  medication. 


Comment 

These  cases  illustrate  the  possibility  of 
reversal  of  depressive  ideation,  behavior, 
and  mood  in  elderly  brain  syndrome  pa- 
tients. Some  of  the  patients  received  ap- 
propriate tranquilizers  and  antidepressants. 
All  were  involved  in  weekly  psychotherapy 
which  utilized  the  previously  mentioned 
hypotheses.  Case  1 shows  the  significance 
of  helping  the  incapacitated  patient  to 
express  feeling  nonverbally.  Understand- 
ing of  the  concept  is  possible  through  some 
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exposition  and  perhaps  repetition.  Work- 
ing through  using  metaphor  and  allowing 
for  identification  permitted  satisfactory 
progress.  Case  2 shows  the  importance  of 
interpersonal  support  as  perceived  by  the 
patient.  Defensive  atempts  to  gain  this 
were  lessened  by  its  apparent  presence. 
No  doubt  the  self  hate  engendered  by  in- 
adequate performance  was  lessened  and 
aggression  was  less.  Case  3 illustrates  the 
important  point  of  permitting  an  altered 
environment  to  offer  an  opportunity  for 
satisfactory  functioning  in  some  areas. 
The  assumption  is  that  dependency  di- 
minishes rage  which  is  produced  by  the  ab- 
sence of  support.  Lowered  rage  implies 
less  depression.  Denial  was  also  impor- 
tant in  her  improvement.  Case  4,  while 
functioning  alone  with  a moderate  brain 
syndrome,  was  capable  of  thought  about 
her  thoughts.  She  was  aware  of  inter- 
personal situations  and  could  associate  to 
some  anxieties  and  depressive  feelings  ex- 
perienced. She  could  successfully  avoid  a 
deepening  cluster  of  thoughts.  Case  5 
shows  how  these  incapacitated  individuals 
can  still  assert  themselves  in  stressful 
situations  if  allowed  an  opportunity  to 
understand  how  one  expresses  oneself. 
Case  6 illustrates  the  variability  of  de- 
pression in  these  elderly  individuals  in  spite 
of  psychotic  symptoms.  Her  responsive- 
ness to  an  interpersonal  relationship  also 
illustrates  the  importance  of  environmental 
factors  as  well  as  of  having  the  opportunity 
to  express,  after  some  learning  and  in  a 
sublimated  fashion,  much  feeling. 

Summary 

Six  patients  with  depression  of  late  life 
and  brain  syndromes  are  reported  who 
responded  to  an  eclectic  approach  of  tran- 
quilizers, antidepressants,  and  psycho- 
therapy, using  concepts  from  Gutheil,21 
Rado,22  and  Arieti.23  Environmental  ma- 
nipulation, use  of  proprioceptive  action  self, 
and  discussion  of  the  origins  of  each  de- 
pressive episode  often  helped  to  ameliorate 
symptoms  and  improve  the  clinical  picture. 
Psychotherapy  with  these  patients  may 
necessarily  involve  newer  but  accepted 
technics  used  in  specific  but  different  ways. 
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Breast  patterns  as  visualized  in  mam- 
mography have  usually  been  classified  on 
the  basis  of  physiologic  age:  thus,  Ger- 

shon-Cohen  and  Berger1  divide  breasts  into 
infant,  adolescent,  and  adult  types,  with 
the  latter  subdivided  into  immature,  glan- 
dular, and  atrophic  forms.  Egan2  classifies 
breasts  as  pubertal,  virginal,  young  adult, 
premenopausal,  menopausal,  postmeno- 
pausal, atrophic,  pregnant,  lactating,  and 
postpartum.  All  the  authors  mention  the 
wide  variations  and  overlapping  of  these 
categories. 

Since  mammography  is  a roentgeno- 
graphic  procedure,  a classification  meaning- 
ful to  the  radiologist  must  be  devised. 
Based  on  the  interpretation  of  the  relative 
proportion  of  fibrous,  glandular,  and  fatty 
elements,  three  main  structural  types  are 
delineated:  fibrous,  glandular,  and  fatty. 

All  breasts  contain  varying  degrees  of  the 
three  basic  elements,  but  the  type  is  desig- 
nated by  the  predominating  one. 


FIGURE  1.  Breast,  fibrous  type. 


Fibrous 

One  type  is  made  up  predominantly  of 
fibrous  tissue  extending  from  the  nipple  and 
involving  most  of  the  breast.  Only  a small 
amount  of  subcutaneous  fat  is  seen.  The 
edges  of  the  fibrous  tissue  are  sharp  and 
clear  cut.  Glandular  elements  with  their 
fuzzy  contour  are  not  particularly  definable 
within  the  dense  fibrous  mass  (Fig.  1). 

Glandular 

Another  type  is  composed  mostly  of 
glandular  tissue  represented  on  the  mammo- 
gram as  less  dense  than  fibrous  tissue,  con- 
taining fuzzy  margins.  Glandular  elements 
are  seen  as  more  or  less  circumscribed  densi- 
ties or  coalescent  structures  (Fig.  2 ) . Actu- 
ally, all  breasts  which  are  not  definitely 
fibrous  or  fatty,  fall  in  the  glandular  type. 

Fatty 

In  the  third  type,  fatty  elements,  most 
translucent  of  all  to  the  x-ray  film,  pre- 
dominate. Although  fat  has  replaced  most 
of  the  glandular  and  fibrous  elements,  small 
amounts  of  these  are  usually  seen  against 
the  fatty  background  (Fig.  3).  The  types 
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FIGURE  2.  Breast,  glandular  type. 


mammograms  may  be  classified  as  primarily 
fibrous,  glandular,  or  fatty  on  the  basis  of 
roentgenographic  appearance.  This  is  cor- 
related with  parity,  breast  size,  and  particu- 
larly age,  although  much  variability  exists. 
The  reasons  for  variability  and  possible 
relationship  of  hormones  warrant  further 
study. 


endocrine  system,  its  constituents  vary  with 
age,  nutritional  state,  and  endocrine  status. 
A correlation  of  roentgenographic  types  as 
defined  here  was  made  with  age  (Table  I), 
parity  (Table  II),  and  breast  size  (Table 
III).  The  mammograms  of  3,000  asymp- 
tomatic women  attending  a cancer  detection 
center  were  used  in  this  study. 

These  women  were  from  a predominantly 
middle-class  group,  the  majority  of  whom 
were  multiparous,  of  Jewish  faith,  and  aged 
thirty  to  sixty. 


FIGURE  3.  Breast,  fatty  type. 


as  defined  are  broad  and  easily  delineated 
by  the  radiologist  experienced  in  mammog- 
raphy. 

Since  the  breast  is  a target  organ  of  the 


Comment 

It  is  intriguing  to  speculate  on  the  reasons 
for  a glandular  type  in  an  aged  female  or  a 
fatty  type  in  a young  woman.  Apparently, 
other  factors — environmental,  nutritional, 
or  endocrine — are  of  importance.  Can  we, 
therefore,  define  what  is  a normal  breast? 
What  relative  proportion  of  fatty  or  glan- 
dular elements  is  normal  in  a woman  at  the 
menopause?  Is  a glandular  breast  in  a 
woman  of  sixty  abnormal?  And  if  so,  what 
is  the  underlying  abnormality?  Does  such 
an  abnormality  affect  a woman’s  chance  of 
developing  cancer? 

We  have,  in  mammography,  a graphic 
method  of  classifying  types  of  female 
breasts  regardless  of  age.  We  also  have  the 
possibility  of  correlating  types  of  nutri- 
tional, environmental,  and  endocrine  factors 
in  future  studies.  A mammogram  also 
serves  as  a lattice  on  which  to  add  malignant 
and  nonmalignant  variations  with  the  pos- 
sibility of  determining  the  frequency  of 
change  in  the  various  types.3 

Mammography  may  be  more  than  just  a 
means  of  confirmation  of  a breast  lump. 
Perhaps  we  have  a method  of  recognizing 
the  type  of  breast  and  associated  hormonal 
imbalance  that  should  put  us  on  guard 
against  subsequent  malignant  neoplasia. 
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TABLE  I.  Age  and  breast  type 


Number  of 

Fibrous 

Glandular 

Fatty 

Age  (Years) 

Women 

(Per  Cent) 

(Per  Cent) 

(Per  Cent) 

Under  20 

35 

69 

31 

20  to  29 

135 

34 

58 

8 

30  to  39 

606 

10 

59 

31 

40  to  49 

825 

8 

47 

45 

50  to  59 

730 

6 

38 

56 

60  to  69 

480 

3 

10 

87 

Over  70 

189 

2 

8 

90 

* The  fibrous  type  is  most  common  under  twenty  years  of  age  but  decreases  rapidly  in  frequency  with  advancing  age.  By 

age  forty,  less  than  1 in  10  women  have  breasts  of  the  fibrous  type.  From  ages 

twenty  to  forty 

-nine,  the  glandular  type 

predominates.  The  fatty  type 

is  most  frequent  at  age  fifty 

or  more. 

TABLE  II.  Parity  and  breast  type* 

TABLE  III.  Size  and  breast  type* 

Fibrous 

Glandular  Fatty 

Size  (From 

Fibrous 

Glandular  Fatty 

(Per 

(Per  (Per 

Base  to 

(Per 

(Per  (Per 

Parity  Cent) 

Cent)  Cent) 

Nipple) 

Cent) 

Cent)  Cent) 

0 9 

35  56 

Under  5 cm. 

20 

47  33 

1 or  2 1 

43  56 

5 cm.  to  10  cm.  5 

48  47 

3 or  more  8 

34  58 

Over  10  cm. 

4 

26  70 

* Parity  showed  no  consistent  correlation  with  breast  type. 

* Although  the  large  breast  is  most  frequently  fatty  and 

the  small  breast  is 

> more  likely  to  be  fibrous  than  the  large 

one,  much  overlapping  is  present. 

Summary 

A classification  of  mammograms  based  on 
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“Antibiotic  bowel” 


Widely  used  antibiotics  frequently  cause 
gastrointestinal  disorders  including  mild  gas- 
trointestinal irritation  or  diarrhea,  perianal  irri- 
tation and  proctitis,  ulcerative  proctitis,  and 
pseudomembranous  enterocolitis,  states  Philip 
C.  Young,  M.D.,  in  a recent  issue  of  Postgraduate 
Medicine. 

Staphylococcal  enterotoxin  can  produce  simi- 
lar disturbances  in  susceptible  animals,  but  the 
role  of  the  Staphylococcus  in  producing  these 
disorders  in  human  patients  is  not  fully  under- 
stood. The  milder  gastrointestinal  disorders 
can  be  corrected  by  ingestion  of  Lactobacillus 
acidophilus  to  hasten  return  of  normal  intestinal 
flora  and  by  discontinuance  of  antibiotic  ther- 
apy. Satisfactory  treatment  of  pseudomem- 
branous enterocolitis  requires  prompt  support 


with  appropriate  fluids  and  electrolytes,  paren- 
teral administration  of  adrenocorticotropic  hor- 
mone, and  use  of  specific  antibiotics. 

Most  physicians  still  have  a nebulous  concept 
of  the  “antibiotic  bowel.”  For  example, 
clinical  histories  of  physical  or  laboratory  find- 
ings to  substantiate  the  diagnosis  were  found 
in  only  64  of  102  patients  with  a diagnosis  of 
pseudomembranous  enterocolitis,  staphylococcal 
enterocolitis,  or  “antibiotic  bowel”  seen  at  the 
Ochsner  Clinic  and  Ochsner  Foundation  Hospi- 
tal during  the  past  eleven  years.  Of  these  64 
patients,  12.5  per  cent  had  pseudomembranous 
enterocolitis,  9.5  per  cent  had  anorectal  syn- 
drome because  of  antibiotics,  20  per  cent  had 
ulcerative  proctitis  and  colitis,  and  58  per  cent 
had  “antibiotic  bowel.”  In  discussing  the 
latter,  the  author  notes  that  the  rectal  instilla- 
tion of  methylprednisolone  (Depo-Medrol)  as- 
sists in  healing  the  colonic  mucosa  in  selected 
cases. 


726  New  York  State  Journal  of  Medicine  / March  15,  1966 


Lupus  Erythematosus 
in  the  Negro 

SAMUEL  IRGANG,  M.D. 

New  York  City 

From  the  Division  of  Dermatology, 
Department  of  Medicine,  Harlem  Hospital 


Lupus  is  a fascinati„g 

clinical  entity.  The  great  preponderance 
of  cases  in  women,  predilection  of  the  erup- 
tion for  exposed  areas  and  for  sites  of 
trauma,  its  polymorphous  character  and  its 
clinical  and  histologic  similarity  to  other 
dermatoses,  the  capability  of  the  systemic 
type  to  mimic  other  internal  diseases,  the 
difficulty  at  times  of  recognizing  the  type  at 
hand  without  thorough  study,  the 
possibility  of  one  type  transforming  imper- 
ceptibly to  another,  the  common  cycle  of 
clinical  remission  and  relapse  especially  in 
systemic  cases,  the  degree  of  systemic  in- 
volvement not  paralleling  that  of  the 
cutaneous  eruption  (varying  from  extensive 
eruptions  to  absence  of  lesions),  resolution 
of  cutaneous  lesions  in  acute  systemic  cases 
despite  a worsening  prognosis,  the  all  too 
frequent  absence  of  the  lupus  erythema- 
tosus phenomenon  in  the  subacute  systemic 
stage,  the  sometime  fulminating  termina- 
tion induced  by  extreme  photosensitivity 
and  by  surgical  intervention  for  infectious 
foci,  and  the  relatively  benign  course  of  the 
subacute  systemic  type  in  the  elderly  are 
all  captivating  features.  The  foregoing 
peculiarities  apply  also  to  the  Negro  except 


the  clinical  features  of  lupus  erythemato- 
sus are  basically  the  same  in  white  and  Negro 
patients.  The  degree  of  photosensitivity  is 
decidedly  less  in  the  Negro,  but  postresolution 
residual  pigmentary  changes  are  more  strik- 
ing. The  disease  occurs  less  often  in  the 
Negro  than  in  his  white  counterpart  and  less 
often  in  the  full-blooded  Negro  than  in  those  of 
mixed  racial  descent. 


that  photosensitivity  of  a high  degree  is  not 
generally  apparent  in  these  individuals. 

On  admission,  each  patient  with  a 
provisional  diagnosis  of  lupus  erythemato- 
sus should  have  the  temperature,  pulse,  and 
respiratory  rates  recorded;  the  history 
carefully  evaluated  for  systemic  symptoms; 
a tuberculin  test  performed  (intracutaneous 
injection  of  first-strength  purified  protein 
derivative  or  a corresponding  test  with  old 
tuberculin  of  similar  strength);  and  per- 
formance of  all  relevant  laboratory  studies: 
erythrocyte  sedimentation  rate,  serum  pro- 
tein determinations  including  gamma 
globulin,  routine  serologic  tests  for  syphilis, 
and,  if  positive,  corroborated  by  a specific 
test,  a hemogram,  examination  for  the 
L.E.  cell,  urinalysis,  and  histologic  study 
of  an  active  cutaneous  lesion  of  at  least  a 
few  weeks  duration. 

Photosensitivity 

In  the  Negro  it  is  obvious  that  dense 
epidermal  deposits  of  melanin  pigment 
preclude  the  development  of  sunburn  and 
polymorphous  light  eruption.  Neverthe- 
less, he  does  display  some  indications  of 
photosensitivity.  This  is  illustrated  by  the 
tendency  for  the  eruption  of  lupus  erythem- 
atosus to  evolve  or  exacerbate  or  both  in 
summer  and  abate  to  a variable  degree  in 
winter.  This  is  particularly  evident  in  the 
subacute  systemic  type  and  could  account 
in  part  for  spontaneous  remission.  More- 
over, those  with  postresolution  depigmen- 
tary changes  show  additional  evidence  of 
photosensitivity  inasmuch  as  lesions  of 
lupus  erythematosus  recur  in  some  of  these 
residua  after  prolonged  exposure  to  strong 
sunlight.  However,  this  circumstance  does 
not  seem  to  aggravate  materially  the 
chronic  discoid  or  subacute  systemic  stage 
of  the  disease. 
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FIGURE  1.  Chronic  discoid  lupus  erythematosus 
of  long  standing  in  woman  aged  thirty-six.  Atrophic 
plaques  with  superimposed  depigmentary  changes 
disfigure  appearance.  Chronic  pulmonary  tuber- 
culosis complicated  case. 


Racial  incidence 

Chronic  discoid  lupus  erythematosus,  a 
manifestation  of  adult  life,  occurs  less  often 
in  the  full-blooded  Negro  than  in  his  white 
counterpart;  the  incidence  of  SLE  (sys- 
temic lupus  erythematosus)  is  also  less. 
Reports  relative  to  the  degree  of  suscepti- 
bility of  the  Negro  for  SLE  vary  widely. 
It  is  stated  that  “the  annual  incidence  of 
well-defined  cases  of  SLE  was  found  highest 
for  Negroes  in  an  area  of  Manhattan  in  New 
York.”1  In  referring  to  the  Negro,  the 
authors  used  the  all-inclusive  term  “non- 
white,” a fact  worth  noting.  Yet,  in  a series 
of  34  cases  of  SLE  from  this  area  of  New 
York,  only  6 per  cent  were  found  in 
Negroes2  while  in  another  series  of  44  cases 
it  was  23  per  cent.3 

The  incidence  of  acute  SLE  is  relatively 
low  at  Harlem  Hospital,  a municipal  in- 
stitution serving  an  exclusive  Negro  com- 
munity in  the  Manhattan  area  of  New 
York.  One  or  possibly  2 cases  are  seen 
yearly  in  consultation;  those  with  the  suba- 
cute type  are  fewer.  Others  might  be  ad- 
mitted and  not  consulted  if  they  did  not 
present  cutaneous  manifestations.  Five  or 
6 positive  L.E.  cell  preparations  are  ob- 
served yearly.  This  may  not  indicate  the 


FIGURE  2.  Subacute  systemic  lupus  erythemato- 
sus of  unknown  duration  in  woman  aged  seventy- 
six.  Resolution  of  cutaneous  lesions  followed  by 
depigmentation.  Prolonged  exposure  to  strong 
sunlight  had  no  obvious  harmful  constitutional 
effect. 


true  figure  for  SLE  since  L.E.  cells  may  be 
found  occasionally  in  other  disorders  (rheu- 
matic fever,  rheumatoid  arthritis,  poly- 
arteritis, dermatomyositis,  and  hydrala- 
zine reactions).4  If  racial  incidence  is 
related  directly  to  hospital  population,  one 
must  conclude  that  the  capacity  of  the 
Negro  to  acquire  SLE  is  below  that  of  the 
white  race. 
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FIGURE  3.  Limited  eruption  of  six  years  duration 
in  woman  aged  sixty-eight.  Initial  diagnosis  of 
chronic  discoid  lupus  erythematosus  changed  to 
subacute  systemic  type  because  of  indicative  con- 
stitutional symptoms  and  confirmatory  laboratory 
data.  Alopecia,  atrophic  scarring,  and  depigmen- 
tation produced  unsightly  effect. 


This  dispute  in  range  of  occurrence  will 
probably  continue  until  instances  of  this 
disease  are  tabulated  on  a more  realistic 
basis;  that  is,  on  purity  and  nonpurity  of 
racial  extraction.  The  incidence  of  lupus 
erythematosus  in  the  Negro  rises  as  the 
extent  of  admixture  of  racial  descent  of  the 
population  mounts.  One  should  be  mind- 
ful that  in  the  American  Negro  there  is 
widespread  intermixture  of  races,  chiefly 
with  whites  and  American  Indians.5 

Chronic  discoid  type 

In  the  Negro  it  is  not  unusual  for  the 
eruption  to  be  confined  to  the  scalp  for  an 
indefinite  period  before  manifesting  itself 
elsewhere.  Moreover,  it  has  a tendency 
to  cover  a wider  surface  area  than  in  white 
patients.  Residual  atrophy  is  the  rule; 
scarring  is  common  and  often  disfiguring. 
In  the  Negro  pigmentary  changes  at  sites  of 
healing  are  of  particular  interest.  Hyper- 
pigmentation is  usual.  The  development 
of  permanent  residual  depigmentation  is 
one  of  the  most  striking  and  bizarre  and 
often  tragic  consequences.  It  is  not  un- 
common for  these  patients  to  seek  as- 
sistance primarily  for  this  unsightly  blem- 
ish (Fig.  1). 


FIGURE  4.  Subacute  systemic  lupus  erythemato- 
sus of  four  months  duration  in  woman  aged  sixty- 
five.  V eruption  on  neck  and  chest,  uncommon 
presentment  in  the  Negro,  strongly  suggestive  of 
systemic  type.  Mildly  hyperpigmented  areas  on 
cheeks  and  forearms  indicate  sites  of  previous 
activity. 


Systemic  types 

The  degree  of  constitutional  reaction 
separates  the  subacute  from  the  acute  form; 
this  differentiation  may  not  be  readily  dis- 
cernible at  the  outset.  The  subacute  type 
is  seen  largely  in  elderly  Negro  women 
(Figs.  2 and  3),  its  occurrence  in  the  younger- 
age  group  is  anticipated  in  those  of  mixed 
racial  strain.  The  eruption  has  had  a clini- 
cal resemblance  to  seborrheic  dermatitis, 
erythema  multiforme,  pellagra,  rosacea 
(without  the  acneiform  component),  and 
nummular  eczema.  Addison’s  disease  may 
be  simulated  in  those  with  primary  cu- 
taneous hyperpigmentation.  Spontaneous 
involution  of  cutaneous  lesions  is  not 
unusual.  Residual  depigmentation  occurs 
less  often  than  that  which  follows  the 
chronic  discoid  type.  Atrophy  and  scarring 
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are  exceptional  (Figs.  2 and  4).  Whenever 
they  present  themselves  in  this  stage,  one 
should  consider  well  whether  or  not  they 
originated  as  an  aftermath  of  chronic  dis- 
coid lesions,  the  chronic  stage  subsequently 
transforming  to  the  subacute.  In  the 
elderly,  transition  to  the  acute  stage  is  not 
anticipated. 

The  acute  type  occurs  mainly  in  young 
women  of  mixed  racial  stock.  The 
cutaneous  manifestations  have  a general 
likeness  to  those  of  the  subacute  stage 
with  the  additional  frequent  development 
of  purpura.  Resolution  is  followed  by 
residual  hyperpigmentation;  diffuse  patches 
of  primary  hypopigmentation  is  an  excep- 
tional accompaniment.  Depigmentation, 
atrophy,  or  scarring  have  not  been  en- 
countered. 

Tuberculin  test 

In  any  stage  of  lupus  erythematosus,  the 
performance  of  a tuberculin  test  is  a duty. 
A positive  reaction  calls  for  investigation 
for  evidence  of  tuberculous  disease.  Even 
though  tuberculin  hyperergy  is  a frequent 
happening  in  the  Negro  with  lupus  ery- 
thematosus, the  extent  of  concurrent  overt 
tuberculosis  is  comparatively  small.  It  is 
self-evident  that  its  disclosure  is  of  utmost 
importance  for  proper  therapeutic  manage- 
ment and  for  sound  prognostic  appraisal. 

Prognosis 

The  prognosis  of  lupus  erythematosus  in 
the  Negro  approximates  that  in  the  Cau- 
casian. Since  systemic  implication  is  not 
demonstrated  in  the  chronic  discoid  type, 
the  prognosis  as  to  life  in  the  uncomplicated 
case  is  good.  The  outlook  is  favorable  for 
the  elderly  with  the  subacute  type;  in  the 
younger-age  group,  ultimate  transition  to 
the  acute  stage  is  probable.  The  elderly 


Negro  is  not  likely  to  acquire  the  acute 
systemic  type;  its  presentment  in  younger 
individuals  is  viewed  with  the  same  serious 
prognosis  as  for  white  patients  of  com- 
parable age. 

Summary 

On  admission,  each  case  of  lupus  erythem- 
atosus should  be  thoroughly  investigated 
and  properly  classified.  The  clinical  fea- 
tures of  this  disease  are  basically  the  same 
both  in  white  and  Negro  patients.  The 
degree  of  photosensitivity  is  decidedly  less, 
but  postresolution  residual  pigmentary 
changes  are  much  more  striking  in  the 
Negro.  At  present,  there  is  no  unanimity 
of  opinion  regarding  the  incidence  of  lupus 
erythematosus  in  this  race.  Available 
statistics  are  misleading,  since  no  distinc- 
tion is  made  between  those  of  pure  and 
those  of  mixed  racial  lineage.  The  full- 
blooded  Negro  is  less  susceptible  to  lupus 
erythematosus  than  those  of  mixed  racial 
descent.  Subacute  SLE  (systemic  lupus 
erythematosus)  occurs  usually  in  the  elderly 
of  pure  extraction;  the  acute  type  appears 
more  often  in  younger  individuals  of  mixed 
racial  stock. 

160  Riverside  Drive 
New  York  City  10024 
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Discussed  by  PHILIP  L.  PILLSBURY,  M.D. 


Fever,  Myalgia, 
and  Dysphagia 


Case  history 

Murray  Hausner,  M.D.*:  A forty- 

four-year-old  garage  owner  developed  head- 
ache, fever,  and  generalized  low  back  pain 
eight  days  before  admission.  He  had  been 
in  good  health  up  to  this  time.  The  next 
day  he  had  several  loose  stools,  nausea, 
vomiting,  and  a dry  hacking  cough.  The 
back  pain  slowly  disappeared  during  the 
next  few  days,  and  there  was  no  further 
vomiting  or  diarrhea,  but  fever,  malaise,  and 
headache  continued.  He  received  peni- 
cillin for  two  days  prior  to  admission,  but 
the  fever  did  not  remit.  He  had  no  history 
of  previous  significant  illness.  He  had  not 
been  outside  of  San  Francisco  for  many 
months  and  had  had  no  exposure  to  cattle 
or  raw  milk. 

Physical  examination  revealed  a well- 
developed,  well-nourished  man  in  no  great 
pain  or  distress.  The  temperature  was 
38.4  C.,  pulse  96,  and  blood  pressure 
115/72.  A patchy,  red  morbilliform  rash 
was  seen  on  the  anterior  chest,  abdomen, 
and  thighs.  The  posterior  pharynx  was 
reddened  and  showed  patches  of  lymphoid 
hyperplasia.  Small  nontender  lymph 
nodes  were  felt  on  both  sides  of  the  neck, 
and  somewhat  larger  nontender  nodes  were 
felt  in  both  axillae.  The  lungs  were  clear 
to  percussion  and  auscultation.  The  heart 
was  not  enlarged  and  had  a regular  sinus 
rhythm  with  no  murmurs,  but  the  first 
mitral  sound  was  split.  The  abdomen  was 
soft  and  without  tenderness.  The  spleen 

* Associate  Pathologist,  St.  Luke’s  Hospital. 


was  felt  4 cm.  below  the  left  costal  margin; 
the  liver  edge  was  questionably  palpable. 
There  was  no  costovertebral  angle  tender- 
ness. No  lesions  were  found  in  the  ex- 
tremities, and  neurologic  examination  was 
normal. 

The  urine  was  acid,  and  it  had  a specific 
gravity  of  1.025,  a slight  trace  of  protein, 
no  sugar  or  acetone,  1 to  3 white  blood 
cells  and  0 to  2 red  blood  cells  per  high- 
power  field,  no  casts,  and  a few  bacteria. 
The  hemoglobin  was  15.4  Gm.  per  100  ml., 
and  the  white  blood  cell  count  was  7,300 
with  47  per  cent  neutrophils  (including  12 
per  cent  young  forms  and  2 per  cent  meta- 
myelocytes), 41  per  cent  lymphocytes,  5 
per  cent  monocytes,  5 per  cent  eosinophils, 
and  2 per  cent  plasma  cells.  The  Mazzini 
and  VDRL  tests  for  syphilis  gave  negative 
findings.  Heterophil  agglutination  was 
positive  at  1 : 14.  Agglutination  tests  for 
typhoid,  paratyphoid,  Brucella,  and  Proteus 
X-19  all  gave  negative  results.  A chest 
x-ray  film  was  clear  except  for  increased 
bronchovascular  markings. 

Despite  daily  doses  of  penicillin,  the 
patient  continued  to  run  a fever  which 
spiked  daily  to  38  to  40  C.  Four  days 
after  entry,  a bone  marrow  aspiration  was 
performed  because  of  persistent  lympho- 
cytosis, rare  immature  granulocytes,  and 
plasma  cells  in  the  peripheral  blood;  it 
showed  normal  findings.  Fever  and 
malaise  continued  unabated,  and  the 
patient  developed  calf  pain.  On  the  ninth 
hospital  day  heterophil  agglutination  was 
unchanged,  positive  at  1 : 14.  The  total 
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serum  protein  was  6.1  Gm.  per  100  ml.  with 
an  albumin-globulin  ratio  of  3.4: 2.7.  The 
hemogram  remained  unchanged.  The 
urine  was  negative  for  Bence  Jones  protein. 
Two  blood  cultures,  repeat  agglutination 
tests,  and  stool  examination  all  gave  nega- 
tive findings.  Two  weeks  after  entry  the 
patient  again  complained  of  pain  in  the 
calf  muscles,  and  they  were  tender  to 
palpation.  Three  days  later  chlortetra- 
cycline  (Aureomycin)  1 Gm.  daily  was 
administered,  but  fever  and  myalgia  per- 
sisted, and  a transient  morbilliform  rash 
reappeared  over  the  trunk. 

After  about  a month  in  the  hospital  he 
began  to  complain  of  difficulty  in  swallow- 
ing and  developed  a stiff  neck.  A barium 
swallow  showed  delayed  passage  through 
the  lower  pharynx  but  no  abnormality  of 
the  esophagus.  Dysphagia  persisted  and 
grew  steadily  worse,  and  intubation  of  the 
stomach  was  required  to  administer 
nourishment.  A lumbar  puncture  at 
this  time  showed  clear  fluid  under  normal 
pressure  with  4 lymphocytes  per  millimeter 
cubed,  protein  50  mg.,  sugar  63  mg.,  and 
chlorides  720  mg.  per  100  ml.  Blood 
virologic  studies  for  Q fever,  typhus, 
spotted  fever,  western  equine  encephalitis, 
St.  Louis  encephalitis,  and  mumps  were 
negative.  A minor  operation  was  per- 
formed on  the  thirty-first  hospital  day. 

The  following  day  120  units  of  ACTH 
(adrenocorticotrophic  hormone)  gel  was 
given,  followed  by  a fall  in  temperature  and 
eosinophils.  However,  there  was  no 
clinical  improvement  even  when  the  dose 
was  doubled.  Generalized  muscle  weak- 
ness appeared,  and  the  respiratory  and 
laryngeal  muscles  were  especially  weak. 
On  the  fortieth  hospital  day  the  patellar 
and  Achilles  reflexes  were  unobtainable, 
and  the  biceps  reflex  was  depressed.  Corti- 
sone 100  mg.  was  given,  but  the  tempera- 
ture rose  to  41  C.,  and  the  patient  died 
shortly  before  midnight. 

Discussion 

Philip  L.  Pillsbury,  M.D.*:  As  one 

reviews  the  protocol,  certain  features  are 
outstanding,  particularly  myalgia,  muscle 
weakness,  cough,  and  dysphagia  in  associa- 
tion with  moderately  high  fever  and  a 

* Chief,  Outpatient  Clinic,  St.  Luke’s  Hospital;  Assistant 
Clinical  Professor  of  Medicine,  University  of  California, 
School  of  Medicine. 


transient  recurrent  rash.  Additional 
physical  findings  are  lymphadenopathy  and 
splenomegaly.  The  illness  proved  resistant 
to  antibiotic  therapy  and,  terminally,  to 
the  use  of  ACTH  and  cortisone.  A con- 
siderable body  of  laboratory  data  was  ob- 
tained, chiefly  directed  to  investigating  the 
febrile  aspect  of  this  illness,  with  uniformly 
negative  results.  The  spinal  fluid  examina- 
tion gave  essentially  negative  findings. 
The  chest  x-ray  is  reported  as  giving  es- 
sentially negative  findings.  Is  this  film 
available  for  review? 

Dr.  Hausner:  This  case  dates  back  to 

1952,  and  the  x-ray  films,  which  are  over 
ten  years  old,  have  been  discarded. 

Dr.  Pillsbury:  Then  I shall  assume 

that  they  merely  show  increased  broncho- 
vascular  markings  and  would  not  contribute 
to  the  differential  diagnosis.  The  illness 
began  abruptly  with  a fever,  the  precise 
relation  of  which  to  the  events  which 
followed  is  not  clear.  Headache,  back 
pain,  nausea,  vomiting,  and  diarrhea  sug- 
gest an  intercurrent  gastroenteritis  of  a 
toxic,  bacterial,  or  viral  origin.  But,  un- 
like the  usual  gastroenteritis,  the  fever  and 
malaise  continued.  Muscle  symptoms  be- 
gan on  the  seventeenth  day  of  the  illness 
and  gradually  progressed  in  association  with 
progressive  dysphagia  and  a transient 
morbilliform  rash.  This  same  type  of  rash 
was  reported  at  the  onset  of  the  illness. 
Death  occurred  on  the  forty-eighth  day 
with  a terminal  rise  in  fever  to  41  C. 

The  inflammatory  diseases  of  muscle, 
such  as  are  encountered  in  this  case,  may  be 
divided  conveniently  into  categories  of 
those  produced  by  an  infectious  agent,  the 
metabolic  myopathies,  or  a polymyositis. 
Viral,  bacterial,  and  parasitic  agents  oc- 
casionally affect  muscles;  examples  are 
Bornholm  disease  due  to  Coxsackie  B virus 
and  trichinosis.  The  abrupt  onset  of  the 
initial  phase  of  this  illness  might  have  been 
due  to  Bornholm  disease,  but  the  usual 
initial  myalgia  is  lacking,  the  severity  of 
the  illness  is  out  of  proportion,  and  the  ap- 
pearance of  nausea,  vomiting,  and  a rash 
would  be  unusual.  Trichinosis  often  mani- 
fests gastroenteritis  during  the  stage  of 
larval  development  in  the  gut,  but  the 
rash,  when  present,  generally  appears  at 
the  time  of  the  florid  myositis  together  with 
periorbital  edema  and  conjunctivitis  which 
are  so  typical  of  the  disease.  The  course 
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of  events  in  this  case  is  totally  dissimilar, 
and  I think  that  myositis  due  to  an  in- 
fectious agent  can  be  ruled  out  on  clinical 
grounds  alone. 

Metabolic  myopathies  include  myas- 
thenia gravis,  the  myopathy  of  thyro- 
toxicosis, myophosphorylase  deficiency 
(McArdle’s  syndrome),  and  the  hypo- 
kalemic-hyperkalemic  periodic  paralysis. 
These  diseases  may  on  occasion  simulate 
certain  types  of  polymyositis,  for  example, 
the  myoglobinuria  of  McArdle’s  syndrome 
and  that  of  acute  polymyositis.  However, 
the  contribution  of  this  group  to  the  differ- 
ential diagnosis  of  the  case  in  hand  is  in- 
consequential. 

While  not  all-inclusive,  it  is  convenient 
to  consider  other  inflammatory  disorders 
of  muscle  under  the  general  term  of  poly- 
myositis. A number  of  classifications  of 
polymyositis  have  been  proposed,  all  of 
which  leave  something  to  be  desired.  The 
classification  of  Walton  and  Adams1  is 
probably  the  most  useful  for  our  current 
purpose.  This  classification  considers  first 
those  cases  where  the  disease  process  is 
confined  to  muscle,  including  acute 
myolysis  with  hemoglobinuria,  subacute 
and  chronic  polymyositis  of  children  and 
adults,  and  muscular  dystrophy  in  late  life. 
These  cases  are  devoid  of  skin  manifesta- 
tions and,  with  the  exception  of  myolysis, 
are  rarely  febrile.  Second  are  the  patients 
with  severe  muscle  disability,  minimal  or 
transient  rashes,  and  variable  manifesta- 
tions of  a collagen  disorder.  Third  are  the 
patients  in  whom  the  skin  manifestations 
are  marked  and  the  collagen  disorder 
conspicuous.  Here  are  included  the  cases 
with  periorbital  edema,  heliotrope  eyelids, 
retinopathy,  esophageal  and  gastroin- 
testinal ulceration,  and  exfoliative  derma- 
titis. Fourth  are  those  cases  associated 
with  cancer  which  may  resemble  any  of  the 
examples  in  the  first  three  categories. 
Pearson,2  from  the  standpoint  of  evaluating 
treatment,  separates  the  categories  of 
childhood  dermatomyositis,  acute  myolysis, 
and  the  polymyositis  of  Sjogren’s  syndrome 
from  the  preceding  groups.  The  case  in 
hand  appears  to  fit  most  closely  into  Walton 
and  Adams’1  second  group  in  which  the 
presenting  symptoms  may  be  considered 
either  those  of  a precipitating  illness,  which 
is  occasionally  described  in  dermatomyositis 
and  which  runs  the  gamut  of  various  in- 


fections, exanthems,  and  traumas,  or  more 
probably,  as  characterized  initially,  as  an 
intercurrent  infection  occurring  in  an  al- 
ready insidiously  progressing  illness. 

The  presence  of  splenomegaly  and 
lymphadenopathy,  the  appearance  of 
slight  lymphocytosis,  and  the  subsequent 
fever,  all  of  which  occurred  before  the 
muscular  symptoms,  suggest  another  noso- 
logic entity  such  as  lymphoma.  The 
negative  bone  marrow  examination  ob- 
viously does  not  rule  out  this  condition, 
and  the  degree  of  lymphadenopathy  seems 
out  of  proportion  to  the  initial  symptoms. 
On  the  other  hand,  association  with  other 
collagen  disorders  is  common  in  derma- 
tomyositis and  may  at  least  account  for  the 
splenomegaly  and  the  degree  of  fever. 
Muscle  changes,  although  not  of  the  degree 
demonstrated  in  this  patient,  may  occur  in 
patients  with  systemic  lupus  erythematosus 
where  considerable  fever  is  not  at  all 
unusual.  The  similarity  between  dermato- 
myositis and  lupus  erythematosus  may  be  so 
close  that  the  distinction  can  be  made  only 
by  the  use  of  special  laboratory  examina- 
tions, including  the  lupus  erythematosus 
cell  test.  In  this  case,  however,  the  degree 
of  dysphagia  would  be  out  of  keeping  with 
systemic  lupus  and  much  more  typical  of 
scleroderma.  This  variety  of  collagen  dis- 
ease may  also  closely  resemble  dermato- 
myositis, particularly  with  regard  to  the 
skin  changes  and  the  Raynaud’s  phe- 
nomenon which  occurred  early  in  the  course 
of  the  illness.  Again,  other  than  for  the 
dysphagia  there  seems  to  be  little  reason  to 
suggest  a diagnosis  of  scleroderma.  Possi- 
bly the  relationship  of  dermatomyositis 
with  other  collagen  diseases  is  best  indi- 
vidualized without  the  necessity  of  drawing 
sharp  lines  in  proposing  a differential 
diagnosis.  It  is  further  noteworthy  that 
there  is  no  real  evidence  of  renal  disease 
other  than  very  slight  albuminuria  and 
microscopic  hematuria. 

The  relationship  of  dermatomyositis  to 
malignant  disease  is  well  known,  and  there 
are  a number  of  reviews  on  the  subject 
which  present  a mass  of  data  showing  a 
coincidence  that  greatly  exceeds  the  for- 
tuitous appearance  of  the  two  conditions.3 
The  rate  of  coincidence  is  roughly  15  per 
cent  in  all  cases  of  dermatomyositis.  In 
males  over  forty  years  old,  the  proportion  is 
much  higher.  It  is  reported  that  the 
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FIGURE1.  (A)Skin  biopsy  showing  slight  edema  of  corium  with  loosening  of  collagen  and  mild  perivascular 
infiltrate.  (B)  Detail  of  Figure  1 showing  oblique  section  of  dermal  vessel,  probably  arteriole,  with  swollen 
endothelium  and  light  infiltrate  of  lymphocytes,  histiocytes,  and  rare  eosinophil. 


appearance  of  cancer  may  follow  as  well  as 
precede  the  manifestations  of  dermato- 
myositis,  and  the  latter  process  may  or 
may  not  be  relieved  by  eradication  of  the 
malignant  process.  A wide  variety  of 
malignant  disease  has  been  reported  in  this 
context,  with  breast  and  ovary  frequent  in 
females  and  lung  and  stomach  in  males. 
Lymphoma  appears  in  both  sexes.  In  to- 
day’s case,  of  course,  the  association  is 
somewhat  speculative,  prompted  by  the 
enlarged  axillary  nodes,  splenomegaly,  and 
unrelenting  fever. 

Curiosity  is  further  aroused  by  the  pa- 
tient’s failure  to  respond  to  ACTH.  It 
will  be  recalled  that  this  discussion  relates 
to  an  event  in  1952  and  that  at  that  time 
there  was  considerable  reliance  on  ACTH. 
Those  in  attendance  were  careful  to  note 
the  response  in  fever  and  eosinophil  count, 
and  one  must  infer  that  the  adrenal  cortex 
was  in  fairly  good  working  order.  The  use 
of  enzyme  studies  to  monitor  the  effect  of 
steroids  was  then  unknown.  One  must 
assume  that  either  the  dose  of  corticotropin 
was  inadequate  or,  more  likely,  the  patient 
was  unresponsive.  Unresponsiveness  is 
more  characteristic  of  patients  whose 


dermatomyositis  is  associated  with  a malig- 
nant process  than  those  with  dermato- 
myositis alone. 

In  conclusion,  this  is  a patient  who 
suffered  from  an  acute  febrile  illness  which 
resulted  in  progressive  loss  of  muscle  func- 
tion, particularly  of  the  laryngeal  and 
respiratory  muscles.  There  was  an  ac- 
companying rash,  unexplained  cough,  and 
lymphadenopathy  and  splenomegaly.  My 
clinical  diagnosis  must  be  dermatomyositis, 
but  treatment  with  corticotropins  was  in- 
effective. On  that  basis  alone,  a suspicion 
of  an  underlying  malignant  condition,  such 
as  lymphoma,  is  aroused. 

Stanley  J.  Wolfe,  M.D.*:  Is  there 
any  information  about  the  pathogenesis  of 
carcinoma  related  to  dermatomyositis? 

Dr.  Pillsbury:  No,  the  problem  seems 

to  be  quite  obscure. 

Clinical  diagnoses 

1.  Acute  dermatomyositis 

2.  Terminal  pneumonia 

* Director  of  Medical  Education,  St.  Luke’s  Hospital; 
Assistant  Clinical  Professor  of  Medicine,  University  of  Cali- 
fornia School  of  Medicine. 
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FIGURE  2.  Muscle  biopsy  showing  (A)  fibrinoid  necrosis  of  muscle  fiber  without  inflammation;  (B)  small 
focus  of  leukocytes  between  muscle  fibers  with  preserved  cross  striations;  and  (C)  granuloma-like  inflam- 
matory lesion. 


Dr.  Pillsbury’s  diagnoses 

1.  Acute  dermatomyositis 

2.  ? Lymphoma 

Pathologic  report 

William  B.  Ober,  M.D.*:  The  path- 

ologic materials  in  this  case  consist  of  a 
skin  and  muscle  biopsy  taken  nine  days 
before  death  and  a complete  autopsy,  both 
of  which  were  given  to  me  by  Melvin  B. 
Black,  M.D.f  Despite  the  rather  wide- 
spread rash,  the  histopathologic  features  of 
the  skin  biopsy  were  rather  scanty.  The 
corium  was  somewhat  edematous  with 
moderately  loose  collagen  fibers  (Fig.  1A). 
Here  and  there  one  could  find  a thin  col- 
larette of  perivascular  inflammatory  cells, 
chiefly  lymphocytes  and  histiocytes  with 
an  occasional  eosinophil  (Fig.  IB).  This 
type  of  vascular  lesion  is  common  to  a 
number  of  entities  in  the  group  of  collagen- 
vascular  diseases;  we  have  all  seen  it  in 
systemic  lupus  erythematosus,  scleroderma, 
dermatomyositis,  allergic  vasculitis,  Churg- 
Strauss  disease,  and  so  on  in  varying  de- 
grees of  intensity  and  often  accompanied  by 
greater  or  lesser  degrees  of  fibrinoid 
necrosis. 

The  muscle  biopsy  in  this  case  was 

* Director  of  Laboratories,  Knickerbocker  Hospital,  New 
York  City;  Visiting  Pathologist,  St.  Luke’s  Hospital,  San 
Francisco. 

f Director  of  Laboratories,  St.  Luke’s  Hospital;  Assistant 
Clinical  Professor  of  Pathology,  Stanford  University  School 
of  Medicine. 
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FIGURE  3.  Section  of  hypopharynx  at  autopsy 
showing  intense  congestion  and  edema  of  sub- 
mucosa and  acute  inflammatory  reaction  at  point 
of  minute  ulceration. 


diagnostic  of  polymyositis,  showing  the 
typical  microscopic  features  which  serve  to 
distinguish  it  from  other  forms  of  vascular 
disease.  The  composite  picture,  which  Dr. 
Black  has  prepared,  shows  fibrinoid  necrosis 
of  a striped  muscle  fiber,  focal  accumulation 
of  inflammatory  cells  in  an  area  without 
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FIGURE  4.  Sections  of  skeletal 
muscle  at  autopsy  showing  (A) 
diffuse  destruction  of  muscle 
fibers,  many  of  which  have 
fallen  out;  (B)  detail  with  some 
partly  preserved  fibers  having 
proliferation  of  sarcolemma  nu- 
clei; (C)  fibers  in  varying  stages 
of  destruction;  (D)  inflamma- 
tory reaction  (lymphocytes, 
plasma  cells,  histiocytes,  and 
rare  eosinophils)  irregularly  dis- 
persed among  degenerating 
fibers;  and  (E)  basophilic  fibers 
with  central  “owl-eye”  nuclei 
and  prominent  nucleoli. 


overt  muscle  necrosis,  and  an  almost  granu- 
loma-like  focus  of  inflammatory  reaction 
(Fig.  2).  Confirmation  of  a presumptive 
clinical  diagnosis  of  dermatomy  ositis  by  skin 
and  muscle  biopsy  is  generally  sound  prac- 
tice, although  in  some  cases  the  bioptic  ma- 
terial may  be  equivocal.  The  tissue  may  be 
taken  from  an  uninvolved  area,  an  area 
with  a less  specific  form  of  inflammation,  or 
even  a burnt-out  area  in  which  one  sees 
little  but  healing  by  bland  interstitial 
fibrosis. 

Nine  days  after  this  biopsy  the  patient 
died.  As  one  might  expect,  the  autopsy 
did  not  show  lesions  of  importance  in  the 
parenchymatous  organs.  The  immediate 
cause  of  death  was  aspiration  broncho- 
pneumonia. There  was  also  acute  laryngo- 
tracheobronchitis;  the  mucosa  of  the  hypo- 
pharynx  and  epiglottis  showed  intense  con- 
gestion and  edema  with  focal  accumulations 
of  inflammatory  cells  just  beneath  the 


mucosa  (Fig.  3).  The  spleen  weighed  400 
Gm.  and  showed  merely  chronic  congestive 
changes. 

Sections  taken  from  various  areas  of  the 
skeletal  musculature  showed  a patchily 
distributed  destructive  process  which  was 
rather  severe  in  those  muscle  bundles 
which  were  affected.  Many  necrotic  fibers 
had  fallen  out,  leaving  a loose  matrix  which 
was  somewhat  edematous  and  was  tra- 
versed by  occasional  fibers  which  seemed 
only  partially  damaged  or  at  least  were  still 
identifiable  as  muscle  fibers  with  some 
proliferation  of  sarcolemma  nuclei.  Indi- 
vidual fibers  also  showed  varying  stages  of 
degeneration.  Accompanying  the  necrosis 
and  degeneration  of  muscle  was  a rather 
light  inflammatory  exudate  containing 
lymphoid  cells,  plasma  cells,  histiocytes, 
and  a rare  eosinophil.  Some  fibers  showed 
regenerating  phenomena,  as  indicated  by 
cytoplasmic  basophilia,  indicative  of  in- 
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FIGURE  5.  Section  through  dorsal  root  ganglion 
showing  diffuse  inflammatory  reaction,  chiefly 
lymphocytic. 


creased  RNA  (ribonucleic  acid)  synthesis; 
such  fibers  often  showed  a central,  “owl- 
eye”  nucleus  with  a prominent  nucleolus 
(Fig.  4). 

Despite  the  clinical  prominence  of 
dysphagia,  sections  of  the  esophagus  were 
disappointing;  one  may  infer  that  the 
dysphagia  was  the  result  of  damage  to  the 
muscles  of  deglutition.  An  unusual  lesion 
was  the  moderate  inflammatory  infiltration 
in  a section  of  dorsal  root  ganglion  (Fig. 
5).  While  the  lesions  in  muscle  tissue 
itself  are  sufficient  to  account  for  myalgia, 
we  cannot  exclude  involvement  of  neural 
structures  as  an  alternative  cause.  The 
autopsy  did  not  disclose  any  occult  malig- 
nant primary  tumor,  an  item  of  negative 
information  worth  stating  in  view  of  the 
known  observation  that  about  1 out  of 
every  6 patients  with  dermatomyositis  has 
cancer. 

Dermatomyositis,  the  rarest  of  the  col- 
lagen diseases,  was  first  described  by 
Wagner  in  1863. 4 By  1939,  Scheuerman'1 
was  able  to  review  263  cases  from  the  world 
literature,  and  the  number  of  reported 
cases  is  now  about  800.  We  think  of  it  as  a 
collagen  disease  in  which  nonsuppurative 


polymyositis  is  the  dominant  feature,  and 
the  disease  is  commonly  accompanied  by 
dermatitis  and  edema.  Pearson2  draws  a 
loose  distinction  between  dermatomyositis 
and  polymyositis:  Dermatomyositis  com- 
prises muscular  symptoms  accompanied  by 
erythema  and  edema  of  the  face,  upper 
eyelids,  and  trunk;  when  dermal  signs  are 
not  present  or  are  atypical  in  the  presence 
of  muscle  weakness  and  biopsy  findings  of 
myositis,  the  entity  is  more  properly 
classified  as  polymyositis.  However,  re- 
gardless of  terminology,  most  observers 
ascribe  a common  pathogenesis  to  them, 
namely,  alteration  in  the  chemical  composi- 
tion and  physical  properties  of  connective 
tissue  ground  substance  by  an  immune 
mechanism  involving  tissue-binding  serum 
globulin.  Gelderman,  Levine,  and  Arndt6 
pointed  out  features  in  common  between 
amyloidosis  and  dermatomyositis.  Bar- 
dawil  et  al.7  implicated  the  role  of  sensitiza- 
tion to  DNA  (deoxyribonucleic  acid)  pro- 
tein, especially  histones,  in  the  patho- 
genesis. 

Steinitz  and  Steinfeld8  first  demonstrated 
in  1931  increased  urinary  excretion  of 
creatine  in  a patient  with  dermatomyositis, 
and  other  observers  have  confirmed  this 
observation  many  times.  Domzalski  and 
Morgan9  emphasize  creatinuria  as  a diag- 
nostic feature  because  in  no  other  collagen 
disease  is  this  abnormality  so  striking  and 
so  consistent.  A more  recent  biochemical 
measurement  of  the  profound  degree  of 
muscle  destruction  is  elevation  of  the  serum 
glutamic  oxaloacetic  acid  transaminase 
which  Pearson10  has  studied  closely. 

Dr.  Pillsbury  has  already  alluded  to  the 
association  of  dermatomyositis  with  cancer. 
This  aspect  has  been  reviewed  by  Williams3 
who  found  92  cases  with  tumors  out  of  590 
reported  cases,  an  association  rate  of  15.3 
per  cent.  Of  58  cases  in  which  the  chrono- 
logic sequence  was  recorded,  dermato- 
myositis preceded  detection  of  the  tumor 
in  47  patients  and  appeared  after  the  tumor 
was  diagnosed  in  11  patients.  The  mech- 
anism for  this  association  remains  unsolved, 
but  the  notion  that  it  may  depend  on  an 
allergic  reaction  to  protein  breakdown 
products  of  the  tumor  tissue  has  been  ad- 
vanced. 

To  conclude  on  a practical  note,  let  me 
summarize  some  information  which 
Pearson  has  collected  by  adding  his  series 
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of  24  cases  to  the  40  cases  reported  by 
Walton  and  Adams  and  the  41  cases  re- 
ported by  Eaton. 1 1 This  is  a study  of  diag- 
nostic symptoms.  Of  the  total  number  of 
105  cases,  64  had  cutaneous  features,  23 
showed  Raynaud’s  phenomenon,  30  had 
arthritic  or  rheumatoid  signs  or  symptoms, 
50  had  muscle  pain  or  tenderness,  and  37 
had  some  degree  of  muscle  atrophy  which 
was  usually  slight.  Muscle  weakness  was 
the  most  prominent  symptom;  102  of  the 
105  patients  had  weakness  of  the  proximal 
muscles,  for  example,  those  of  the  shoulder 
girdle,  chest,  or  torso.  However,  only  46 
patients  had  weakness  of  the  distal  muscles, 
such  as  those  in  the  extremities.  Weakness 
of  the  neck  muscles  was  present  in  67 
patients,  and  there  was  dysphagia  in  61; 
by  contrast  only  11  patients  had  facial 
weakness. 

Despite  the  fact  that  steroid  therapy  has 
produced  symptomatic  relief  in  most  pa- 
tients and  has  retarded  the  inflammatory 
response  in  many,  the  disease  is  still 
serious  and  life-threatening.  Its  relative 
infrequency  coupled  with  its  somewhat 
variable  clinical  picture  make  it  clear  that  a 
number  of  cases  will  not  be  diagnosed  until 
the  disease  process  is  well  established  which 
is  often  a bit  late  for  the  institution  of 
therapy  for  optimal  results. 


Eye  lens  aging 
in  radar  workers 

Faster- than-average  eye  lens  aging  has  been 
found  among  those  who  work  with  high-powered 
radar  equipment.  A report  in  a recent  issue  of 
an  American  Medical  Association  publication 
points  out,  however,  that  it  is  impossible  at 
present  to  relate  this  effect  to  vision  impairment. 
S.  F.  Cleary,  Ph.D.,  and  B.  S.  Pasternack, 
Ph.D.,  from  the  New  York  University  Medical 
Center,  examined  736  persons  who  worked  with 
microwave  equipment  at  16  locations.  They 
also  examined  559  persons  from  the  same  areas 
who  were  not  exposed  to  microwave  radiation. 
They  found  significantly  greater  numbers  of 
minor  lens  defects  among  the  radar  workers. 
The  defects  were  the  same  types  as  were  asso- 
ciated with  aging  of  eye  lenses.  It  was  then  de- 
termined that  certain  types  of  radar  work  were 


Final  anatomic  diagnoses 

1.  Dermatomyositis,  acute,  diffuse 

2.  Laryngotracheobronchitis,  acute 

3.  Bronchopneumonia,  aspiration  type 

4.  Congestion  of  brain,  spleen,  and 
kidneys 

5.  Ganglionitis,  acute  and  subacute 
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associated  with  accelerated  lens  aging.  Those 
who  worked  in  radar  research  and  development 
had  greater  numbers  of  minor  eye  defects  than 
radar  installers,  operators,  or  maintenance  men. 

Further  statistical  studies  indicated  that  it 
was  microwave  radiation,  not  x-radiation  from 
radar-set  tubes,  which  contributed  to  the  lens 
aging.  In  fact,  workers  with  the  greatest 
exposure  to  x-radiation  had  the  lowest  incidence 
of  eye  defects.  Younger  men  who  had  worked 
with  higher  powered  equipment  were  found  to 
have  greater  numbers  of  eye  changes  than  some 
older  men  who  had  worked  longer  periods  with 
lower  powered  equipment.  Occupational  ex- 
posure to  microwave  radiation  may  be  impli- 
cated as  a stress  which  increases  the  rate  of  lens 
aging,  although  it  is  impossible  at  present  to 
relate  this  effect  to  functional  impairment  such 
as  loss  of  visual  acuity  or  cataracts.  Earlier 
research  indicated  that  cataracts  eventually 
formed  on  the  eyes  of  rabbits  exposed  to  pro- 
longed microwave  radiation. 
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Localized  Ulcerative  Colitis 
with  Pseudopolyp  Formation 


Case  history 

A sixty-eight-year-old  white  woman  en- 
tered the  hospital  with  the  chief  complaint 
of  passing  mucus  and  blood  per  rectum  for 
three  months.  Twenty  years  and  again 
five  years  before  admission,  growths  had 
been  removed  from  her  anus.  Seven 
months  before  the  present  episode  she 
had  rectal  bleeding  and  was  operated  on 
for  fissures  in  ano  at  another  hospital. 

On  admission,  her  history  and  physical 
examination  findings  were  otherwise  es- 
sentially normal.  Her  blood  count  was 
within  normal  limits  with  a hemoglobin 
of  12.5  Gm.  per  milliliter.  Sigmoidoscopy 
performed  on  the  day  after  admission  re- 
vealed a beefy  red,  granular,  and  extremely 
friable  mucosa  which  showed  considerable 
sloughing  and  bleeding.  The  pathologic 
condition  was  generalized  and  extended  up 
to  the  highest  visualized  portion  of  the 
rectum. 

The  patient  was  placed  on  a high-pro- 
tein, low-residue  diet  and  propantheline 
(Pro-Banthine),  15  mg.  four  times  a day, 
along  with  belladonna  and  salicylazo- 
sulfapyridine  (Azulfidine).  She  also  re- 
ceived hydrocortisone  enemas  twice  a day 
for  three  days.  The  patient  was  discharged 
with  prednisone  (Meticorten),  5 mg.  four 
times  a day,  with  the  already  mentioned 
therapy.  Sigmoidoscopy  was  performed 
two  months  later  and  revealed  a normal 
appearance  of  the  rectal  mucosa. 


FIGURE  1.  Barium  enema  revealed  localized  area 
of  mottled  defects  in  sigmoid  having  appearance 
of  either  granulomatous  or  villous-like  intraluminal 
tumor. 


Radiologic  discussion 

Richard  D.  Kittredge,  M.D.:  Barium 
enema  six  months  following  discharge  re- 
vealed an  11-cm.  length  of  abnormal  sig- 
moid characterized  by  mottled  defects. 
The  localized  mucosal  abnormality  sug- 
gested a granulomatous,  villous-like  tumor 
rather  than  carcinoma.  The  appearance 
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FIGURE  2.  Spot  film  clearly  shows  localized  area 
of  intraluminal  polypoid  masses.  Note  marginal 
irregularity  re'ated  to  origin  of  intraluminal 
“fronds.” 

was  unchanged  on  a repeat  barium  enema 
examination  (Figs.  1 and  2).  The  radiologic 
impression  was  that  of  a large  tumor  of  the 
sigmoid,  possibly  villous  adenoma,  with 
carcinoma  a less  probable  diagnosis. 

Surgical  discussion 

Malcolm  Moley,  M.D.:  A preopera- 
tive sigmoidoscopy  revealed  two  pseudo- 
polyps in  the  distal  sigmoid  colon.  At 
surgery,  the  involved  segment  of  sigmoid 
colon  measured  approximately  11  cm.  in 
length  and  5 cm.  in  diameter.  The  local- 
ized area  of  sigmoid  colon  was  removed 
after  exploration  of  the  abdomen  failed  to 
reveal  any  other  disease.  Regional  lymph 
nodes  were  of  normal  appearance.  Several 
small  polyps  were  scattered  on  the  rectal 
mucosa  and  were  removed  by  coagulation. 
The  remaining  rectal  mucosa  appeared 
normal. 

The  patient  recovered  uneventfully  and 
has  remained  well  to  the  present  time. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  mucosal 
surface  of  the  resected  section  of  sigmoid 
was  covered  with  long,  finger-like  polyps, 
each  approximately  3 mm.  in  diameter 
(Fig.  3).  They  varied  in  length  from  0.5 
to  1 cm.  There  were  no  areas  of  ulceration, 
and  the  polyps  were  found  at  each  resected 
margin.  In  addition  there  were  five  sep- 
arately submitted  polyps  of  similar  nature. 

Microscopically  the  polyps  were  covered 
with  intact  colonic  mucosa,  and  each  had  a 
delicate  fibrous  stalk  in  which  there  were 
occasional  nodules  of  lymphocytes.  There 


FIGURE  3.  Resected  segment  of  sigmoid. 
Mucosa  is  thrown  up  into  multitude  of  inflamma- 
tory polyps.  This  change  extends  to  each  margin 
of  section. 


FIGURE  4.  Low-power  photomicrograph  of  section 
of  sigmoid  bearing  inflammatory  polyps.  Mucosa 
is  slightly  thickened  by  fibrous  tissue.  Polyps 
have  delicate  stacks  and  are  covered  by  intact 
mucous  membrane. 


was  moderate  fibrous  thickening  of  the 
submucosa  (Fig.  4).  The  muscularis  and 
serosa  were  normal.  There  was  no  evidence 
of  neoplastic  transformation. 

Comment 

Dr.  Kittredge:  In  recent  times  there 
has  been  a difference  of  opinion  regarding 
the  pathogenesis  of  ulcerative  colitis.  Bac- 
terial infection,  allergy,  viruses,  fungi, 
hypersensitivity,  and  pathogenic-  and  auto- 
immunity have  all  been  considered  at 
various  times. 

The  radiographic  appearance  at  times 
can  be  almost  as  illusive.  In  the  early, 
acute,  fulminating  ulcerative  colitis  the 
fine,  hazy  margins  of  the  colon  may  be 
rightly  interpreted  as  colitis  with  ulcera- 
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tion.  However,  mucus  adhering  to  the 
mucosa  or  poor  preparation  of  the  bowel 
may  produce  similar  roentgen  findings. 

Ulcerative  colitis  involving  only  the 
rectum  or  distal  rectosigmoid  may  also  be 
difficult  to  demonstrate.  As  the  ulcera- 
tive process  becomes  more  marked,  the 
normal  mucosal  pattern  is  lost,  and  deep 
ulcerative  surfaces  develop.  The  residual 
intact  mucosa  between  ulcers  tends  to 
hypertrophy  and  produce  bulging  islands 
referred  to  as  pseudopolyps.  As  deeper 
destruction  occurs,  loss  of  haustration 
appears,  usually  associated  with  some  nar- 
rowing of  the  colonic  lumen.  Decrease 
in  length  of  the  colon  may  accompany  the 
narrowing  or  follow  closely  on  it. 

Difficult  diagnostic  differentials  occur 
when  these  changes  are  present  locally  in  a 
relatively  normal  colon.  Short  segments  of 
ulceration,  rigidity,  stricture  formation, 
pseudopolyp  formation,  and  carcinoma  can 
occur  without  significant  surrounding  path- 
ologic disease  to  offer  a clue  to  the  under- 
lying ulcerative  colitis. 1,2  In  this  case 
report,  a localized  pathologic  condition  in 
the  form  of  a pseudopolypoid  mass  mas- 
querading as  localized  tumor  formation  was 
well  demonstrated. 

Nathaniel  Finby,  M.D.:  Involvement 
of  the  colon  with  ulcerative  colitis  is  prob- 
ably more  extensive  than  is  usually  shown 
by  roentgen  study.  The  present  patient 
probably  had  more  extensive  involvement 
than  was  shown  by  the  radiologist  or 
surgeon.  It  is  likely  that  further  exacer- 
bations of  the  underlying  ulcerative  colitis 
will  be  seen. 

Localized  abnormality  in  ulcerative 
colitis  should  always  suggest  the  possibility 
of  superimposed  carcinoma.  The  incidence 
is  low,  but  the  malignant  change  is  often 
difficult  to  recognize.  Therefore,  despite 


the  fact  that  the  roentgen  appearance  in 
the  present  case  suggested  a localized, 
villous,  or  adenomatous  involvement  of  the 
mucosa,  cancer  could  not  be  excluded  from 
the  differential  diagnosis. 

Dr.  Begg:  Inflammatory  polyps  are  a 
frequent  finding  in  patients  with  ulcera- 
tive colitis  and  are  more  apt  to  be  present 
in  a quiescent  stage  of  the  disease.  It  is 
possible  that  they  are  the  result  of  the 
ulceration  and  undermining  of  mucous 
membrane  which  occurs  in  the  acute  stage 
of  the  disease.  Our  concept  is  that  the 
undermined  areas  of  mucosa  separate  at 
one  end  and  result  in  the  polyps.  While 
the  most  serious  complication  of  ulcerative 
colitis  is  that  it  may  be  refractory  to  all 
medical  treatment,  another  serious  compli- 
cation is  the  development  of  carcinoma 
which  occurs  much  more  frequently  in 
patients  with  ulcerative  colitis  than  in  the 
general  population  and  tends  to  occur  at 
an  earlier  age.3 

In  many  of  the  reported  cases  of  car- 
cinoma developing  in  ulcerative  colitis, 
inflammatory  polyps  and  papillary  trans- 
formation of  the  colonic  mucosa  are  a fre- 
quent finding.  It  is  therefore  our  opinion 
that  the  presence  of  inflammatory  polyps 
in  patients  with  ulcerative  colitis  requires 
definitive  therapy  even  though  the  disease 
is  medically  quiescent. 
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Neonatal  Hypoglycemia 


Maternal  diabetes  and  prematurity  are 
both  apt  to  result  in  hypoglycemia  in  the 
newborn  infant.  Death  or  mental  retarda- 
tion may  follow.1  Simple  therapy  with 
glucose  intravenously  is  remarkably  ef- 
fective, as  illustrated  in  the  accompanying 
case  report. 

Case  report 

A thirty-year-old  obese  para  2-0-0-1  was 
admitted  to  the  hospital  at  presumably  thirty- 
four  weeks  gestation  for  stabilization  of  diabetes 
mellitus.  This  had  been  suspected  because  of 
glycosuria  at  her  first  two  prenatal  visits,  at 
thirty  and  thirty-two  weeks  gestation,  with 
subsequent  verification  by  a glucose  tolerance 
test.  The  two  previous  deliveries  had  been 
uneventful.  Physical  and  laboratory  findings 
were  within  normal  limits  except  for  urinalysis 
which  showed  glycosuria  2 plus  with  a trace  of 
acetone.  She  was  placed  on  an  1,800  calorie 
diet  with  insulin  dosage  according  to  the  degree 
of  glycosuria:  10  to  15  units  for  4 plus,  5 to  10 
units  for  3 plus,  and  none  for  1 plus  to  2 plus. 
After  two  days  of  this  regimen,  glycosuria  dis- 
appeared, and  no  further  insulin  was  adminis- 
tered. 

At  thirty-six  weeks  of  gestation,  after  two 
attempts  at  induction  of  labor  using  infusions 
of  a synthetic  oxytocin  had  failed,  elective 
cesarean  section  was  planned.  During  the 
night,  she  received  by  intravenous  infusion  1,000 
ml.  of  5 per  cent  glucose  in  water  and  500  ml.  of 
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5 per  cent  glucose  in  saline  containing  30  units 
of  regular  insulin  (20  plus  10,  respectively). 
Urinalysis  the  next  morning  showed  neither 
glucose  nor  acetone  present. 

In  the  delivery  room,  an  intravenous  infusion 
of  500  ml.  of  5 per  cent  glucose  in  water  con- 
taining 10  units  of  insulin  was  started.  The 
patient  refused  regional  analgesia.  Following 
medication  with  atropine  0.4  mg.,  anesthesia 
was  induced  with  thiopental  sodium  150  mg.  and 
maintained  with  nitrous  oxide  and  oxygen  via 
an  endotracheal  tube,  together  with  the  intra- 
venous infusion  of  a dilute  solution  of  succinyl- 
choline  chloride. 

A male  infant  weighing  2,900  Gm.  was  de- 
livered twenty-five  minutes  after  the  induction 
of  anesthesia.  His  Apgar  score  at  one  minute 
was  3 (respiration  1,  heart  rate  1,  and  response 
to  catheter  1).  When  the  airway  was  suctioned, 
the  infant  became  apneic;  the  trachea  was 
intubated  at  once,  and  oxygen  was  administered 
by  intermittent  positive  pressure.  However, 
he  remained  apneic  and  limp  with  livid  color 
and  a heart  rate  ranging  from  82  to  120.  After 
twenty  minutes,  10  ml.  of  50  per  cent  glucose 
were  injected  into  the  umbilical  vein.  The 
response  was  dramatic:  color  and  tone  improved 
immediately,  and  spontaneous  respiration  be- 
gan. Blood  sugar  determined  after  the  glucose 
injection  was  45  mg.  per  cent.  During  the  next 
three  days,  gradually  decreasing  amounts  of 
glucose  were  administered  intravenously.  The 
infant’s  subsequent  development  was  normal  in 
all  respects. 

Comment 

Regardless  of  etiology,  the  diagnosis  of 
symptomatic  hypoglycemia  in  the  neonate 
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is  based  on  blood  glucose  levels  below  20 
mg.  per  cent  in  the  low-weight  infant  and 
below  30  mg.  per  cent  in  the  full-sized  infant 
together  with  episodic  clinical  manifesta- 
tions relieved  by  parenteral  administration 
of  glucose. 1 Typical  symptoms  include 
flushing,  pallor,  or  cyanosis,  sweating, 
lethargy,  limpness,  apnea,  coma  or  unusual 
irritability,  and  convulsions.1  The  infant 
of  a diabetic  mother  is  prone  to  the  develop- 
ment of  hypoglycemia  for  three  reasons: 
(1)  The  islets  of  Langerhans  are  increased 
in  size  and  number  with  hypertrophy  and 
hyperplasia  of  the  beta  cells,  and  the  pan- 
creatic content  of  insulin  is  correspondingly 
high.2  (2)  Although  delivery  at  thirty-six 
to  thirty-seven  weeks  gestation  is  optimal 
for  infants  of  diabetic  mothers,3  full 
maturity  has  not  been  reached  at  this  time. 
Not  only  may  maternal  hypoglycemia  be 
reflected  in  the  neonate,  but  recent  studies 
have  shown  that  insulin  can  cross  the 
placenta. 4 

In  the  management  of  preoperative 
glucose  and  insulin  therapy  for  the  diabetic 
patient  undergoing  surgery,  it  must  be 
recognized  that  hyperglycemia  and  even 
mild  glycosuria  without  acidosis,  ketosis, 
or  dehydration  are  not  harmful,  while 
hypoglycemia  does  constitute  a grave 
danger.  The  amount  of  insulin  required  to 
“cover”  a given  quantity  of  glucose  cannot 
be  determined  with  precision.  Once  ad- 
ministered, excessive  insulin  cannot  be 
retrieved  whereas  more  can  always  be  added 
if  necessary.  Ideally,  during  anesthesia 
and  surgery  the  blood  glucose  level  of  the 
diabetic  patient  should  be  maintained  at 
approximately  normal  values  and  should 
be  adequate  to  assure  sufficient  glucose  to 
meet  minute-to-minute  requirements. 
Several  methods  available  for  the  rapid 
determination  of  blood  sugar  and  acetone 
in  the  operating  room  enable  the  anesthesi- 
ologist to  adjust  insulin  dosage  as  needed. 
In  pregnancy,  a marked  fall  in  insulin  re- 
quirement is  usual  during  delivery  and 
immediately  post  partum.5 


In  the  neonate,  asymptomatic  hypogly- 
cemia need  not  be  treated.  For  adequate 
therapy  of  the  symptomatic  type,  blood 
sugar  determinations  are  required  at  regular 
intervals.  Glucose  must  be  administered 
intravenously  until  the  blood  glucose  level 
has  become  stable  (above  30  mg.  per  cent 
for  the  first  forty-eight  hours  and  above 
50  mg.  thereafter)  and  the  infant  can  retain 
oral  feedings.  The  amount  of  dextrose  in- 
fused intravenously  should  then  be  de- 
creased slowly  over  a period  of  six  to  twelve 
hours.  Abrupt  cessation  may  lead  to  re- 
active hypoglycemia. 1 Orally  administered 
glucose  is  often  ineffective  in  raising  blood 
sugar  from  hypoglycemic  levels.3 

In  the  present  case,  although  no  neonatal 
blood  glucose  determination  was  made  prior 
to  the  administration  of  glucose  to  the 
infant,  the  diagnosis  of  neonatal  hypo- 
glycemia seems  reasonable  in  view  of  the 
clinical  manifestations  and  their  immediate 
improvement  following  glucose  therapy,  the 
need  for  continued  administration  of  glu- 
cose during  the  next  three  days  of  life,  and 
the  injudicious  use  of  insulin  in  the  mother. 
An  unrecognized  hypoglycemic  reaction 
may  have  occurred  in  the  mother,  since 
this  condition  is  considered  difficult  to 
diagnose  during  general  anesthesia.5  Had 
symptoms  been  observed,  they  might  have 
included  profuse  sweating,  fall  in  diastolic 
blood  pressure,  forceful  Corrigan-type  of 
pulse,  and  tachycardia.6 
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Infectious  mononucleosis  has  been  de- 
scribed as  an  involvement  of  lymph  tissue 
and  the  entire  reticuloendothelial  system 
with  protean  manifestations.  Hoagland,1 
however,  emphasized  the  uniformity  rather 
than  the  protean  nature  of  the  disease. 
In  a study  of  200  cases,  he  found  only  5 
complications.  Of  these,  one  had  facial 
nerve  paresis,  another  had  mild  meningitis. 

The  neurologic  complications  of  mono- 
nucleosis have  been  exhaustively  reviewed 
in  the  literature  by  Hafstrom.2  He  quotes 
a study,  in  1942,  by  Thomsen  who  surveyed 
549  cases  and  found  neurologic  complica- 
tions in  9 per  cent,  often  only  in  the  form 
of  pleocytosis  spinalis.  Silversides  and 
Richardson3  reported  4,393  cases  of  in- 
fectious mononucleosis,  and  in  their  re- 
view the  incidence  of  neurologic  complica- 
tions was  0.37  per  cent.  Davie,  Ceballos, 
and  Little4  reviewed  the  literature  and 
presented  a study  composed  of  20  cases  of 
neuronitis  (polyradiculoneuropathy  or  Guil- 
lain-Barre-Strohl  syndrome)  occurring  with 
infectious  mononucleosis.  Nineteen  of 
these  cases  were  derived  from  the  literature, 
and  1 was  their  own. 

It  would  appear,  therefore,  that  although 
neurologic  complications,  and  more  spe- 
cifically the  Guillain-Barre  syndrome,  have 
been  described  in  mononucleosis,  the  in- 


cidence is  of  sufficient  rarity  that  the  re- 
port of  the  following  case  is  deemed  worth 
while. 

Case  report 

A thirty-eight-year-old  white  female  was 
admitted  to  the  Meadowbrook  Hospital 
with  a history  dating  back  three  weeks 
when  she  developed  weakness.  Four  weeks 
previously,  she  was  exposed  to  a child 
who  had  listlessness  and  fever.  Six  days 
prior  to  admission,  the  patient  developed 
numbness  and  tingling  in  the  feet 
followed  by  a similar  sensation  in  the 
hands.  Three  days  before  admission  she 
noted  lumbar  pains.  She  was  confined  to 
bed,  and  when  seen  on  the  day  of  admis- 
sion, she  was  unable  to  walk,  stumbled, 
and  was  unable  to  bear  her  own  weight. 
A blood  count  done  at  this  time  revealed 
10,800  white  blood  cells  with  65  per  cent 
lymphocytes,  and  7 per  cent  atypical 
lymphocytes. 

Her  history  was  noncontributory.  She 
had  had  a hysterectomy  and  left  oophorec- 
tomy at  the  age  of  thirty. 

Examination  on  admission  revealed  a 
blood  pressure  of  110/80,  pulse  rate  of 
80  per  minute,  respirations  of  18  per  minute, 
and  temperature  of  98.6  F.  The  only 
positive  findings  were  a spleen  palpable  4 
cm.  below  the  left  costal  margin  and  absent 
abdominal  and  knee  reflexes. 

Laboratory  data  included  a urinalysis 
which  disclosed  1-plus  albumin  and  a faint 
trace  of  sugar.  Hemoglobin,  blood  urea 
nitrogen,  and  thymol  turbidity  were  nor- 
mal. Heterophil  was  positive  1:7.  White 
blood  count  was  4,900  with  59  per  cent 
lymphocytes  of  which  80  per  cent  were 
atypical.  Cerebrospinal  fluid  serology  was 
negative,  culture  was  sterile,  sugar  was 
67  mg.  per  100  ml.,  chlorides  were  715 
mg.  per  100  ml.,  and  total  protein  was  125 
Gm.  per  100  ml.  There  were  no  cells  in  the 
spinal  fluid. 

The  day  following  admission,  a slightly 
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diminished  left  biceps  reflex  was  noted. 
Her  condition  appeared  otherwise  stable, 
and  on  the  second  day  she  was  discharged; 
but,  two  days  later  her  biceps  reflexes  were 
gone,  her  triceps  reflexes  were  barely 
elicitable,  and  her  ankle  reflexes  were 
moderately  active.  The  following  day 
she  noted  some  difficulty  swallowing  and 
transient  speech  involvement.  Her  facial 
muscles  became  difficult  to  move,  and  she 
was  readmitted  to  the  hospital.  There  she 
exhibited  an  absent  gag  reflex,  facial 
diparesis,  absent  superficial  and  deep 
reflexes,  and  weakness  of  the  pectoral  and 
pelvic  girdles. 

The  patient  was  begun  on  ACTH  ther- 
apy, 25  mg.  every  six  hours  and  physio- 
therapy. Progressive  weakness  of  the 
lower  extremities  was  noted  with  bilateral 
foot  drop  by  the  following  day.  Two 
days  later,  on  the  twenty-ninth  day  of  her 
illness,  or  the  eighth  day  following  the  first 
hospitalization,  progression  of  the  disease 
appeared  to  cease.  A week  later  her 
count  had  returned  to  normal,  and  she 
could  wrinkle  her  forehead  and  her  nose 
and  exhibit  some  facial  power.  Her  spleen 
was  no  longer  palpable,  and  the  strength 
in  her  lower  extremities  appeared  to  be 
returning.  However,  seventeen  days  sub- 
sequently, she  was  still  noted  to  have  had 
little  return  of  muscle  power  in  the  ex- 
tremities. Yet,  three  days  after  this,  a 
remarkable  improvement  in  muscle  power 
in  the  lower  extremities  was  noted,  and  by 
the  forty-seventh  day  after  her  initial 
hospitalization,  she  was  walking  and  facial 
movements  were  intact. 

The  ACTH  had  been  continued  in 
decreasing  dosage  for  the  first  two  weeks 
of  her  stay.  The  heterophil  titer  never 
became  positive,  and  numerous  urine 
examinations  failed  to  reveal  again  either 
albumin  or  sugar. 

Comment 

This  patient  exhibited  the  classic  paraly- 
sis described  by  Landry6  as  well  as  the 
albuminocytologic  dissociation  in  the  spinal 


fluid  described  by  Guillain,  Barre,  and 
Strohl.6  The  hematologic  picture  was 
identical  with  mononucleosis.  The  nega- 
tive heterophil  antibody  titer  is  not  un- 
usual. 

Although  mononucleosis  is  considered  a 
benign  disease,  the  occurrence  of  neurologic 
complications,  and  particularly  the  Guil- 
lain-Barre  syndrome,  considerably  wors- 
ens the  prognosis,  and  deaths  have  been 
described.  The  role  of  steroids  in  the 
treatment  of  this  disease  has  not  been 
clearly  established,  and  the  improvement 
noted  in  this  patient  may  not  have  been 
related  to  the  ACTH. 

The  neurologic  complications  are  varied. 
Hafstrom’s2  review  describes  meningitis, 
ptosis  of  the  right  eye,  paresis  of  ocular 
muscles,  and  fatal  involvement  of  the 
medulla  oblongata.  Some  of  these  cases 
were  probably  not  bona  fide  cases  of  mono- 
nucleosis. Acute  cerebellar  ataxia  has 
also  been  described.7 

Summary 

An  interesting  patient  with  infectious 
mononucleosis  and  the  Guillain-Barre  syn- 
drome is  described. 

Mononucleosis  should  always  be  con- 
sidered in  the  differential  diagnosis  of 
neurologic  disorders,  particularly  in  young 
persons. 

602  Merrick  Avenue 
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T he  term  “idiopathic”  is  a confession  of 
ignorance,  and  fewer  entities  are  so  classi- 
fied as  our  knowledge  of  disease  progresses. 
However,  there  remain  patients  who  have 
cardiomegaly  which  cannot  be  explained 
on  the  basis  of  work  hypertrophy,  known 
metabolic  dysfunction,  inflammatory  reac- 
tion, neoplasm,  or  abnormal  storage  of 
such  materials  as  glycogen  or  amyloid. 

The  case  to  be  reported  is  of  interest 
because  the  syndrome  is  an  uncommon 
one,  the  anatomic  findings  are  available, 
the  electrocardiographic  pattern  is  some- 
what unusual,  and  the  pathogenesis  is  ob- 
scure. 

Case  report 

A seven-year-old  female  was  admitted  to 
Queens  Hospital  Center  with  the  chief 
complaint  of  a high  fever  of  105  F.  and 
a sore  throat  of  two  weeks  duration. 
The  child  had  been  treated  three  days 
prior  to  admission  by  her  local  physician 
with  penicillin  for  an  upper  respiratory  in- 
fection. The  patient  was  an  only  child. 
The  mother’s  pregnancy  and  delivery  had 
been  uneventful.  Both  parents  were  alive 
and  well,  except  for  a maternal  history  of 
low  blood  pressure  and  anemia. 

On  admission  the  patient  was  toxic  and 


lethargic,  and  examination  demonstrated  a 
sinus  tachycardia  with  a rate  of  108, 
a protodiastolic  gallop  rhythm,  and  a sys- 
tolic murmur  at  the  apex  of  Grade  II  in- 
tensity. The  second  pulmonic  and  aortic 
sounds  were  equally  loud.  The  blood 
pressure  was  90/60.  The  pharynx  was  in- 
jected. The  lungs  were  clear.  Abdominal 
examination  was  negative  except  for  1-finger 
hepatomegaly.  The  extremities  were  nor- 
mal. 

A diagnosis  of  acute  carditis  with  early 
signs  of  congestive  heart  failure  was  made, 
and  the  treatment  included  digoxin,  pred- 
nisone, penicillin,  chloramphenicol,  and 
mercaptomerin  sodium  which  were  given 
as  necessary.  The  temperature  dropped 
to  normal  after  twenty-four  hours,  but  it 
rose  to  104  F.  after  a ten-day  interval, 
continued  high  for  four  days,  and  then 
again  returned  to  normal.  The  patient 
remained  toxic,  the  gallop  rhythm  per- 
sisted, and  the  signs  of  congestive  heart 
failure  increased,  with  the  appearance  of 
basal  rales  and  enlargement  of  the  liver 
to  4-fingerbreadths  below  the  costal  mar- 
gin. On  the  twenty-fifth  hospital  day, 
pulsus  alternans  was  noted,  pulmonic 
second  sound  was  split  and  was  louder 
than  aortic  second  sound,  heart  rate  was 
130,  and  blood  pressure  was  86/60. 

The  patient  died  on  the  thirty-second 
hospital  day  after  an  epileptiform  seizure. 
Before  the  terminal  episode,  she  was  afebrile, 
the  heart  was  regular  with  a rate  of  100, 
and  the  lung  bases  showed  just  a few  rales. 

Electrocardiograms.  Electrocardio- 
grams are  seen  in  Figure  1.  The  P waves 
are  peaked  and  very  tall.  In  lead  II  they 
have  a height  of  7 mm.,  more  than  twice  the 
normal  height,  and  a duration  of  0.10 
second.  In  the  right-sided  precordial  leads 
they  are  diphasic  with  a tall,  upright  initial 
phase  suggestive  of  dominant  hypertrophy 
of  the  right  atrium. 

The  ventricular  depolarization  complex 
has  a normal  duration,  0.08  second,  and 
the  main  electrical  axis  in  the  limb  leads  is 
transverse.  The  transition  zone  in  the 
precordial  leads  is  displaced  to  the  left. 
The  ventricular  repolarization  phase  shows 
significant  abnormalities,  marked  depres- 
sion of  the  S-T  segment  in  leads  I,  aVl, 
and  the  left-sided  precordial  leads,  con- 
sistent with  a diagnosis  of  ischemia  and 
digitalis  effect. 
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FIGURE  1.  Electrocardiograms  demonstrating  tall  P waves  and  marked  S-T  segment  displacement. 


The  corrected  Q-T  interval  is  normal,  X-ray  films.  The  chest  silhouette  re- 
0.35  seconds.  veals  a large  globular  heart  which  is  il- 
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FIGURE  2.  X-ray  film  of  chest  one  month  after 
admission,  two  days  before  death.  Note  marked 
increase  in  cardiac  size. 


FIGURE  3.  Hypertrophy  of  myocardium  demon- 
strated; valves  are  normal. 


lustrated  in  Figure  2.  Pericardial  effusion 
was  considered,  but  pericardial  tap  did 
not  yield  any  fluid. 

Laboratory  data.  The  hemoglobin 
was  15  Gm.  per  100  ml.,  red  cell  count 
4,670,000,  white  cell  count  19,900  with  97 
per  cent  polymorphonuclear  leukocytes. 
The  erythrocyte  sedimentation  rate  (West- 
ergren)  was  32.  A urinalysis  showed  nega- 
tive findings  except  for  occasional  granular 
casts.  Four  blood  cultures  were  taken, 
and  all  were  sterile.  Agglutination  tests 
gave  negative  results.  The  antistreptolysin 


FIGURE  4.  Microscopic  section  magnified  65 
times.  There  is  no  evidence  of  inflammatory 
reaction. 


titer  was  300  to  625  Todd  units.  Blood 
chlorides  were  114  mEq.,  sodium  138  mEq., 
and  potassium  5.3  mEq.  per  liter.  The 
albumin-globulin  ratio  was  3.9: 2.2,  choles- 
terol 127  mg.  per  100  ml.  (esters  86),  zinc 
turbidity  11.7  units,  and  thymol  turbidity 
6.1  units. 

The  venous  pressure  was  230  mm.  of 
water  which  rose  to  250  after  hepatic  com- 
pression. The  circulation  time  using  de- 
hydrocholic  acid  (Decholin)  was  thirty-one 
seconds;  using  ether  it  was  ten  seconds. 

Autopsy  findings 

Very  marked  enlargement  of  the  heart 
was  the  most  important  finding.  The 
organ  weighed  500  Gm.  (Fig.  3).  The 
average  weight  of  the  heart  of  a seven-year- 
old  child  is  100  Gm.  The  pericardial  sac 
had  100  cc.  of  clear,  yellow  fluid.  All 
chambers  were  thickened,  the  left  ventricle 
to  2.5  cm.,  the  right  ventricle  to  1.2  cm., 
the  left  atrium  to  0.6  cm.,  and  the  right 
atrium  to  0.5  cm.  The  endocardium 
showed  small  patches  of  thickening  and 
opacification  over  the  left  outflow  tract. 
The  myocardium  was  grossly  unremarkable 
All  of  the  valves  were  normal.  The  coro- 
nary arteries  were  patent  and  showed  no 
occlusion.  The  liver  was  enlarged  to  680 
Gm.,  about  100  Gm.  above  the  average 
weight  for  a seven-year-old  child,  and  it 
was  mottled  and  yellow  with  depressed 
strands  of  darker  color  which  suggested 
long-standing  chronic  passive  congestion 
and  early  cardiac  cirrhosis.  Left-sided 
hydrothorax  was  present,  with  250  cc.  of 
clear,  yellow  fluid.  The  lungs  showed 
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brown  induration.  The  spleen  and  kidneys 
presented  the  picture  of  chronic  cardiac 
failure.  The  meninges  were  searched  for 
vascular  anomalies,  but  none  were  demon- 
strable. The  central  nervous  system 
showed  no  dysfunction. 

Microscopic  examination  revealed  evi- 
dence of  myocardial  hypertrophy  with 
fibers  which  were  markedly  thickened 
and  which  contained  large  nuclei  of  ir- 
regular size  (Fig.  4).  The  lungs  showed 
iron  pigment-laden  histiocytes  within  al- 
veoli, which  were  separated  by  somewhat 
thickened  septa.  The  liver  showed  dilated 
sinusoids  which  were  partly  empty,  central 
lobular  hepatic  cellular  atrophy,  and  fibrous 
tissue  bands  which  altered  the  normal  ar- 
chitecture. This  picture  is  consistent  with 
early  cardiac  cirrhosis.  The  spleen  and 
kidneys  showed  chronic  passive  congestion. 

Comment 

The  acute  febrile  illness,  associated  with 
a changing  antistreptolysin  titer  and 
progressive  cardiac  failure,  seemed  to  point 
to  a diagnosis  of  acute  rheumatic  fever 
and  rheumatic  carditis.  In  retrospect  it 
seems  possible  that  the  patient  had  a 
streptococcal  infection  of  the  upper  respira- 
tory tract  which  was  not  directly  related 
to  the  cardiac  lesion.  From  a clinical 
point  of  view,  consideration  was  also  given 
to  the  possibility  of  myocarditis  secondary 
to  systemic  infection  of  viral  etiology,  to 
idiopathic  myocarditis,  and  to  fibroelasto- 
sis. 

The  electrocardiographic  changes  were 
unusual,  and  thought  was  given  to  the 
possibility  of  a congenital  anomaly,  but 
the  usual  attempt  to  explain  all  of  the  data 
by  a single  etiologic  factor  and  the  in- 
frequency of  idiopathic  hypertrophy  of  the 
myocardium  resulted  in  an  incorrect  diag- 
nosis during  life.  The  marked  S-T  seg- 
ment displacement  in  the  electrocardio- 
gram was  interpreted  as  evidence  of  is- 
chemia, but  congenital  anomaly  of  the 
coronary  arteries  did  not  explain  the  pat- 
tern. This  lesion  usually  causes  inversion 
of  the  T waves  and  only  slight  S-T  segment 
shift. 1 

From  a pathologic  point  of  view,  all 
known  entities  that  cause  myocardial  hy- 
pertrophy were  considered.  Glycogen-stor- 
age disease  was  excluded  because  the  myo- 


cardium, fixed  in  absolute  alcohol  and 
stained  with  Best’s  carmine,  failed  to  re- 
veal any  glycogen-positive  granules  within 
the  muscle  fibers.  Special  stains  for  amy- 
loid gave  negative  results,  and  no  para- 
aminosalicylic  acid-positive  material  was 
found  within  the  myocardium. 

Sections  from  areas  which  showed  endo- 
cardial thickening  were  stained  with  tri- 
chrome Masson  and  elastica  Van  Gieson 
stains.  They  failed  to  show  an  increase 
in  elastic  fibers  such  as  have  been  re- 
ported in  fibroelastosis.  Many  sections  of 
the  myocardium  were  searched  for  evidence 
of  rheumatic  activity  or  other  forms  of 
myocarditis,  but  none  was  found. 

Iron  stains  failed  to  show  any  evidence 
of  hemochromatosis.  Vitamin  deficiency 
as  an  etiologic  factor  was  not  supported. 
Higginson,  Gillanders,  and  Murray2  in 
their  investigation  of  12  Bantu  patients 
described  enlarged  hearts  with  dispropor- 
tionately small  range  of  pulsation,  involve- 
ment of  all  the  chambers,  and  cardiac  fail- 
ure associated  with  ascites,  hydrothorax, 
degeneration  of  the  myocardium  or  necrosis, 
and  mural  thrombi.  Wolbach3  and  Follis4 
have  mentioned  cardiac  hypertrophy  caused 
by  vitamin  C deficiency.  However,  in  the 
case  under  consideration,  the  patient  was 
a well-nourished,  seven-year-old  child.  The 
diet  was  adequate,  and  no  skin,  bone,  or 
other  changes  suggestive  of  vitamin  de- 
ficiency could  be  found. 

Hallack5  discusses  hypothyroidism  as  a 
cause  of  cardiomegaly.  In  our  case,  this 
diagnosis  was  not  tenable  because  of  the 
absence  of  thyroid  abnormality  and  of 
myxedematous  lesions  in  the  myocardium 
or  other  tissues. 

The  mechanism  of  hypertrophy  has  been 
studied  by  several  investigators.  Grant6 
discusses  the  difference  between  physiologic 
and  pathologic  hypertrophy,  and  he  de- 
scribes an  increase  in  the  number  of  fibers 
due  to  longitudinal  splitting  in  the  latter. 
Dammin  and  Moore7  found  an  apparent 
increase  in  the  number  of  fibers  in  hyper- 
trophy but  no  increase  in  the  number  of 
nuclei,  which  is  in  contrast  with  normal 
growth  where  both  the  total  number  of 
nuclei  and  fibers  are  increased.  Mac- 
Mahon8  found  mitotic  figures  in  cardiac 
hypertrophy  of  children,  which  suggested 
true  proliferation  of  the  muscular  elements. 
Recently,  Richter  and  Kellner9  have 
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presented  electronmicroscopic  evidence 
which  suggests  that  hypertrophy  of  the  myo- 
cardium involves  an  increased  number  of 
myofibrils  per  muscle  fiber  and  not  an  in- 
creased number  of  fibers. 

Review  of  the  literature  reveals  a small 
number  of  cases  that  resemble  the  one  re- 
ported, both  in  young  adults  and  in  chil- 
dren. Thus,  Levy  and  Von  Glahn10  have 
described  10  young  adults  with  cardiac 
hypertrophy,  periods  of  cardiac  insufficiency 
of  increasing  severity,  and,  ultimately, 
sudden  death.  Levy  and  Rousselot,11 
Whittle  and  Comb,12  Simkins,13  and  Norris 
and  Poteu  have  studied  comparable  cases 
in  which  cardiac  hypertrophy  of  undeter- 
mined origin  was  the  primary  lesion. 

Reifenstein  and  Chidsey16  described  sud- 
den unexplained  death  in  an  eleven-year- 
old  boy.  Rosenbaum,  Nadas,  and  Neu- 
hauser16  collected  a group  of  children  with 
cardiomegaly,  absence  of  significant  mur- 
murs, electrocardiographic  abnormalities, 
and  normal  blood  pressure.  Powers  and 
LeCompte17  reported  idiopathic  hyper- 
trophy of  the  heart  of  an  eight-month-old 
male  child.  Kugel  and  Stoloff18  and 
Kugel19  have  described  children  with  an 
unusual  degree  of  cardiac  enlargement, 
electrocardiographic  abnormalities,  an  afeb- 
rile course,  a tendency  to  an  abrupt  onset 
of  myocardial  failure,  and  sudden  death. 

It  is  evident  that  further  work  in  the 
field  is  indicated  to  clarify  the  pathogenesis 
of  the  lesion.  The  syndrome  remains  a 
relatively  rare  one.  The  finding  of  Kober- 
nick  et  al.20  of  a succinic  dehydrogenase  de- 
ficiency in  idiopathic  cardiomegaly  has  not 
been  confirmed  thus  far. 

Summary 

A case  of  cardiac  hypertrophy  in  a seven- 
year-old  child  is  reported.  Electrocardio- 
grams are  presented  which  show  huge 
P waves  and  marked  displacement  of  the 


S-T  segment.  The  clinical  findings  are 
correlated  with  the  postmortem  data.  A 
review  of  the  literature  is  presented.  The 
pathogenesis  remains  elusive. 
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Independent  reports  from  Stockholm1 
and  Minneapolis2  have  recently  described 
nonspecific  stenosing  ulcerations  of  the 
small  intestine,  possibly  attributable  to 
thiazide-potassium  therapy.  These  find- 
ings have  caused  a reconsideration  of  many 
physicians’  experiences  with  these  drugs. 
A registry  at  the  Jewish  Hospital  of  Brook- 
lyn has  collected  over  100  cases  of  small- 
bowel  abnormalities  where  these  drugs  have 
been  implicated.3  We  are  reporting  a pa- 
tient with  symptoms  of  acute  intestinal 
obstruction  due  to  an  unusual  ulcer  of  the 
ileum.  There  is  strong  presumptive  evi- 
dence implicating  as  the  cause  an  enteric- 
coated  hydrochlorothiazide-potassium  chlo- 
ride preparation  the  patient  was  taking. 

Case  report 

A fifty-five-year-old  housewife  was  ad- 
mitted to  the  Montefiore  Hospital  and 


Medical  Center  on  December  14,  1964, 
because  of  severe  lower  and  midabdominal 
crampy  pain  of  three  to  four  days  duration. 
She  had  had  similar  attacks  intermittently 
for  the  past  year,  worse  in  recent  months. 
The  episodes  occurred  at  about  monthly 
intervals  and  were  sometimes  associated 
with  diarrhea  and/or  rectal  bleeding. 

The  present  colicky  periumbilical  pain 
increased  in  severity,  and  at  the  time  of 
admission  she  was  having  waves  of  pain 
every  thirty  to  sixty  minutes.  Melena  was 
noted  just  prior  to  hospitalization  There 
was  anorexia  but  no  nausea  or  vomiting. 
The  patient  had  lost  8 pounds  in  the  preced- 
ing two  months.  A small-bowel  series  on 
November  22,  1964,  when  she  was  an  out- 
patient revealed  dilated  proximal  ileum  or 
distal  jejunum.  Rectal  mucosa  by  sig- 
moidoscopy on  November  15,  1964,  was 
normal,  but  a small  amount  of  blood  was 
seen  coming  from  above  the  instrument. 

The  patient  had  had  an  appendectomy 
at  the  age  of  sixteen,  an  ectopic  pregnancy 
at  the  age  of  thirty,  and  a cholecystectomy 
at  the  age  of  fifty.  She  sustained  a myo- 
cardial infarction  at  the  age  of  fifty  and  was 
receiving  nitroglycerin  periodically.  Essen- 
tial hypertension  was  diagnosed  approxi- 
mately two  to  three  years  ago,  and  she  had 
been  taking  a tablet  containing  both  50  mg. 
of  hydrochlorothiazide  and  1 Gm.  of  potas- 
sium chloride  (Esidrix-K)  for  the  seven 
months  prior  to  November,  1964. 

Physical  examination  revealed  a mod- 
erately obese  woman  who  was  in  no  acute 
distress.  The  blood  pressure  was  140/90. 
The  abdomen  was  protuberant  and  had 
three  vertical  surgical  scars.  The  upper 
abdomen  was  soft  and  nontender.  Mod- 
erate tenderness  without  rebound  tender- 
ness was  present  over  the  lower  abdomen. 
Active  3-plus  peristalsis  coincided  with  her 
complaints  of  pain.  No  masses  were  pal- 
pated. Rectal  examination  revealed  no 
masses  or  tenderness,  but  there  was  trace- 
positive occult  blood  in  the  stool. 

A repeat  small-bowel  series  shortly  after 
admission  showed  radiolucencies  in  the 
ileum,  with  coarse  lateral  extensions  of  the 
mucosa  in  one  area  (Fig.  1).  This  was 
thought  to  be  a polyp  or  tumor  mass  with 
proximal  dilation  of  the  probably  partially 
obstructed  bowel.  A third  small-bowel  x- 
ray  film  four  days  later  showed  completely 
normal  results.  Complete  blood  count, 
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FIGURE  1.  (A)  (November  22, 1964).  Abnormal  loop  of  bowel  in  right  midabdomen  with  slight  spreading  of 
valvulae  conniventes  indicating  submucosal  edema  or  thickening.  Note  site  of  narrowing  (arrow).  (B) 
(December  16, 1964).  In  what  appears  to  be  same  loop  of  small  bowel,  there  is  narrowing  with  suggestion  of 
ulcer  (arrow).  Slight  dilatation  of  loop  of  ileum  is  present  proximal  to  lesion.  With  withdrawal  of  thiazide- 
potassium  drug,  symptoms  of  obstruction  subsided  and  third  x-ray  study  failed  to  demonstrate  ulcer  or 
proximal  dilatation. 


urinalysis,  serum  electrolytes,  fasting  blood 
sugar,  urea  nitrogen,  and  alkaline  phos- 
phatase were  all  normal.  Three  stools 
showed  a trace  of  occult  blood.  Electro- 
cardiogram revealed  regular  sinus  rhythm, 
left  axis  deviation,  and  left  ventricular 
hypertrophy.  Chest  x-ray  film  showed  un- 
remarkable findings. 

The  patient  was  kept  on  bed  rest  and 
clear  liquids  given  by  mouth.  Two  days 
after  admission,  she  was  allowed  a low 
residue  diet.  The  only  drugs  given  were 
oral  meperidine  for  pain,  nitroglycerin  for 
one  episode  of  angina  pectoris,  and  seco- 
barbital for  insomnia.  No  thiazide  diuretic 
or  potassium  chloride  was  given  in  the 
hospital.  The  patient  was  discharged  one 
week  later  free  of  all  complaints. 

Fifteen  days  later,  on  January  5,  1965, 
the  patient  was  rehospitalized  with  the 
original  complaints  but  of  greater  intensity. 
An  exploratory  laparotomy  was  performed 
by  E.  Hurwitt,  M.D.,  and  a 2 by  0.6  by 
0.2-cm.  oval  fibrotic  ulceration  was  found 
in  the  midportion  of  the  ileum  on  the  anti- 
mesenteric  side.  The  ulcer  extended  ap- 
proximately two  thirds  of  the  bowel  wall 


and  produced  a constriction  in  the  diameter 
of  the  intestine.  There  was  thickening  of 
the  bowel  wall  proximally.  Microscopic 
examination  confirmed  the  focal  nonspecific 
stenosing  ulceration  (Fig.  2).  This  was 
characterized  by  mucosal  necrosis  and  gran- 
ulation tissue  involving  the  muscularis 
mucosae,  submucosa,  and  extending  to  the 
muscularis  externa. 

Two  areas  proximal  to  the  ulceration 
showed  apparent  intramural  hematomas, 
as  manifested  by  a palpable  thickening  of 
the  wall  and  a bluish  discoloration  of  the 
serosal  surface.  In  both  areas  the  mucosa 
appeared  normal.  Histologically  both  the 
areas  were  completely  unremarkable  except 
for  the  presence  of  focal  hemorrhage  com- 
patible with  an  operative  procedure.  There 
was  no  evidence  of  tumor  or  ulceration. 
The  large  bowel  was  grossly  normal. 

The  patient  tolerated  surgery  well  and 
was  discharged  symptom-free.  Hydro- 
chlorothiazide and  potassium  chloride  tab- 
lets were  discontinued. 

The  concept  that  this  stenotic  ulcerated 
area  represented  the  source  of  intermittent 
small-bowel  obstruction  was  reinforced  by 
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FIGURE  2.  Fibrotic  ulceration  of  ileum  with  nar- 
rowing of  underlying  bowel  wall. 


the  finding  of  muscular  hypertrophy  in  the 
wall  of  the  proximal  intestine.  Just  prior 
to  her  first  hospitalization,  the  thiazide- 
potassium  was  discontinued.  The  improve- 
ment occurring  during  her  first  hospital  stay 
was  only  temporary. 

Although  the  histologic  appearance  might 
be  compatible  with  early  regional  enteritis, 
that  diagnosis  could  not  be  made  with 
certainty  because  of  the  nature  of  the  speci- 
men and  the  single  lesion.  There  was  no 
evidence  for  an  endocrine  tumor  or  a pre- 
vious duodenal  ulcer  (negative  upper  gas- 
trointestinal series  results).  No  adhesions 
were  found  in  areas  which  could  be  re- 
sponsible for  the  intermittent  obstruction. 

Comment 

Nonspecific  ulceration  of  the  small  in- 
testine is  a rare  occurrence,  as  judged  by 
pathologic  studies  and  case  reports.4  Gen- 
erally, the  age  of  onset  varies  from  the  third 
to  ninth  decades,  and  the  lesion  occurs 
three  times  more  frequently  in  males  than 
females.5 

Although  nonspecific  distal  small-intes- 
tinal ulcers  have  a similar  pathologic  ap- 
pearance to  peptic  ulcers,  they  seem  to 
necrose  more  readily,  resulting  in  frequent 
perforations. 4 Evert,  Black,  and  Dock- 
erty5  analyzed  130  case  reports  of  idiopathic 
small-bowel  ulcers  and  found  81  of  100 
ulcers  perforated.  Early  surgical  interven- 
tion has  been  advised  for  this  reason.6 

The  irritant  properties  on  the  gastro- 
intestinal tract  of  concentrated  potassium 
chloride  solutions  and  nonenteric-coated 
potassium  chloride  medication  have  been 


observed  frequently.  Further  evidence 
that  potassium  chloride  is  not  absorbed 
from  the  upper  small  bowel  is  the  fairly 
common  observation  of  nondissolved  tab- 
lets on  flat  plate  x-ray  films  of  the  abdomen. 
Clinical  pharmacologic  studies  now  in  prog- 
ress seem  to  confirm  this  poor  absorption 
of  enteric-coated  potassium  chloride.7  That 
delayed  absorption  of  the  irritant  drug  can 
cause  the  described  ileal  ulcer  is  further 
emphasized  by  the  intermittent  symptoms 
of  abdominal  complaints  in  our  patient. 
There  was  complete  clearing  of  intestinal 
obstruction  when  the  hydrochlorothiazide 
and  potassium  chloride  tablets  were  discon- 
tinued in  the  hospital,  but  she  was  rehos- 
pitalized with  obstruction  after  taking  the 
drug  again  for  fifteen  days  at  home. 

Potassium  chloride  is  enteric-coated  by 
the  pharmaceutical  manufacturers  presum- 
ably to  avoid  the  gastric  side-effects.  Un- 
fortunately what  appears  to  be  happening 
is  that  the  drug  now  travels  further  down 
the  gastrointestinal  tract  to  the  distal  small 
bowel  where  (1)  there  are  no  mucosal  pain 
fibers  so  that  diagnosis  of  irritant  effects  is 
difficult,  and  (2)  the  mucosa  is  very  sensi- 
tive to  ulceration  unlike  the  stomach  with  a 
“built-in”  protection. 

Of  interest  is  the  fact  that  small-intestinal 
ulceration  due  to  enteric-coated  thiazide- 
potassium  medication  was  not  reported 
prior  to  1964.  It  is  likely  that  physicians 
were  overlooking  the  diagnosis  because  of 
the  vagueness  of  abdominal  complaints,  the 
possibility  of  reversal  of  an  acute  small- 
bowel  ulceration  when  the  patient  is  taken 
off  all  oral  medications,  and  the  infrequency 
of  performing  small-bowel  contrast  studies. 
Without  small-intestinal  x-ray  series,  it  is 
almost  impossible  to  diagnose  the  problem. 

Nine  of  Baker,  Schrader,  and  Hitchcock’s2 
12  patients  were  on  hydrochlorothiazide  and 
potassium  chloride  therapy.  These  authors 
feel  that  the  preponderance  of  this  drug  in 
their  series  may  be  due  to  the  relatively 
large  amount  of  the  drug  dispensed  at 
Hennepin  County  General  Hospital,  com- 
pared to  others  such  as  hydrochlorothiazide 
(Hydrodiuril  Ka)  and  bendroflumethiazide 
with  potassium  chloride  (Naturetin  K). 

It  should  be  pointed  out,  however,  that 
Ciba  Pharmaceuticals,  the  manufacturer  of 
Esidrex-K,  changed  the  method  of  applying 
the  enteric  coating  of  this  preparation 
recently  and  formally  reported  it  in  the 
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medical  literature  in  mid-1964.8  Whether 
or  not  this  change  plays  a role  in  the  event 
being  reported  remains  to  be  assessed. 
Bendroflumethiazide  with  potassium  chlo- 
ride tablets  are  not  enteric  coated  and  so 
far  have  not  been  as  seriously  implicated  in 
this  problem  as  have  enteric-coated  potas- 
sium chloride,  hydrochlorothiazide  with 
potassium  chloride,  and  hydrochlorothi- 
azide alone. 

Animal  work  indicates  that  small-intes- 
tinal ulcers  can  be  produced  in  primates 
(monkeys)  given  thiazide-potassium  chlo- 
ride.9 Potassium  chloride  with  enteric 
coating  also  causes  the  same  lesion,  and 
diuretics  without  potassium  fail  to  produce 
the  lesion.  Apparently  dogs  are  relatively 
resistant  to  this  effect  of  combinations  of 
potassium  chloride  and  thiazide. 

The  diagnosis  of  small-intestinal  ulcera- 
tion, whether  idiopathic  or  related  to  potas- 
sium chloride  or  perhaps  the  chemicals  in 
the  enteric  coating,  is  admittedly  difficult. 
Three  of  the  12  patients  of  Baker,  Schrader, 
and  Hitchcock  had  perforations.  In  a new 
report,  Morgenstern,  Freilich,  and  Panish10 
found  perforation  in  4 of  17  patients  with 
small-bowel  ulcers.  All  but  one  were  re- 
ceiving thiazides  and  potassium  for  hyper- 
tension or  cardiac  decompensation.  Before 
perforation,  the  chief  clinical  findings  were 
intermittent  colicky  abdominal  pain  with 
occult  blood  in  the  stools.  As  demon- 
strated by  our  patient,  there  may  be  inter- 
mittent obstruction  which  may  clear  follow- 
ing withdrawal  of  the  potassium-containing 
medication. 

Laboratory  studies  offer  little  help  in  the 
diagnosis  except  for  small-bowel  x-ray 
studies.  Although  these  studies  rarely  re- 
veal the  ulcer,  they  may  show  some  evi- 
dence of  intermittent  obstruction  and  may 
help  in  localizing  the  lesion.  Withdrawal 
of  the  suspected  drug  is  advocated  with*a 
typical  history  and  normal  small-bowel  x- 
ray  series  to  see  if  symptoms  are  alleviated. 

Addendum 

We  have  observed  2 other  patients  with 
intestinal  obstruction  and  unusual  under- 
lying small-bowel  abnormalities.  A 
seventy-one-year-old  man  (reported  with 
the  permission  of  Edmund  T.  Rumble, 
M.D.,  of  Callicoon,  New  York)  was  found 
at  autopsy  to  have  a nonspecific  stenosing 


distal  jejunal  ulcer  2.5  cm.  proximal  to,  but 
not  part  of,  an  annular  intact  adenocar- 
cinoma. This  patient  had  had  multiple 
bouts  of  acute  intestinal  obstruction  during 
his  terminal  hospitalization  and  was  receiv- 
ing an  enteric-coated  hydrochlorothiazide- 
potassium  chloride  preparation  while  in  the 
hospital  and  for  the  preceding  three  and  a 
half  years  because  of  hypertension.  The 
other  patient  is  a thirty-four-year-old  man 
admitted  to  Montefiore  Hospital  and 
Medical  Center  for  treatment  of  recurrent 
lymphoblastoma  first  diagnosed  in  1960. 
He  was  receiving  prednisone  20  mg.  per 
day,  enteric-coated  potassium  chloride  1 
Gm.  twice  daily,  and  fluoxymesterone 
(Halotestin)  20  mg.  per  day  for  ten  months 
prior  to  admission  in  August,  1964.  The 
medications  were  continued  in  the  hospital 
where  the  patient  suddenly  developed 
intestinal  obstruction  on  September  4, 
1964.  Exploratory  laparotomy  revealed  a 
short  area  of  necrotizing  enteritis  in  the 
terminal  ileum  which  was  resected.  The 
patient  died  postoperatively,  and  no  dis- 
cernible vascular  or  neoplastic  changes 
were  found  at  autopsy  to  account  for  the 
lesion.  While  other  causes  may  have  been 
responsible  for  the  small-bowel  lesions  in 
these  2 patients,  we  feel  that  the  thiazide- 
potassium  chloride  in  the  first  patient  and 
fluoxymesterone  tablets  in  the  second  pa- 
tient may  be  implicated. 

Summary 

A patient  receiving  an  enteric-coated 
hydrochlorothiazide-potassium  chloride 
combination  drug  is  presented,  who  had  an 
unusual  nonspecific  stenosing  ulcer  of  the 
ileum.  This  lesion  should  be  suspected  in 
any  patient  receiving  enteric-coated  potas- 
sium chloride  and/or  thiazide  medications 
who  experiences  colicky  abdominal  pain 
suggesting  recurrent  partial  small-bowel  ob- 
struction. 

Acknowledgment.  This  patient  was  referred  by  Hyman 
Melzer,  M.D.,  of  The  Bronx,  New  York. 

2 Washington  Square  Village 
New  York  City  10012 
(Dr.  Podolsky) 
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A new  antidiabetic 


A thorough  study  of  52  diabetic  patients 
treated  with  tolazamide  (Tolinase)  and  placebo 
for  alternate  periods  of  over  one  to  twenty 
months  showed  the  following  results:  (1)  the 

half-life  of  tolazamide  makes  it  possible  to  give 
it  in  single  daily  doses,  (2)  its  duration  of  effect 
is  not  so  long  as  to  be  cumulative  (no  patient 
developed  hypoglycemia  in  this  series),  (3)  on  a 
milligram  basis,  it  is  three  to  six  times  as  potent 
as  tolbutamide  (Orinase)  and  equal  to  chlorpro- 
pamide (Diabinese),  (4)  no  evidence  of  toxicity 
was  seen,  and  (5)  tolazamide  was  highly  effective 
in  2/3  of  the  subjects,  and  it  produced  better 
control  in  35.5  per  cent  of  patients  previously 
given  tolbutamide.  S.  B.  Stern,  Jr.,  M.D., 
writing  in  a recent  issue  of  the  Journal  of  the 
Louisiana  State  Medical  Society,  feels  that  tolaz- 
amide seems  to  have  considerable  promise  in 
treating  diabetes  of  the  maturity-onset,  non- 
ketotic type- 


pathologic  study  of  18  cases,  with  follow-up  of  14  previously 
reported  cases,  Gastroenterology  31:  667  (1956). 

7.  Podolsky,  S.,  and  Moser,  M.:  Unpublished  data. 

8.  Lachman,  L.,  Barrett,  W.,  Rinehart,  R.  K.,  and 
Sheppard,  H.:  The  in-vivo  effectiveness  of  enteric  film  coat- 
ings applied  to  hydrochlorothiazide-potassium  chloride  tablets 
by  a programmed  automated  coating  process,  Curr.  Ther. 
Res.  6:  491  (July)  1964. 

9.  Lawrason,  F.  D.,  Alpert,  E.,  Mohr,  F.  L.,  and  Mc- 
Mahon, F.  G.:  Ulcerative-obstructive  lesions  of  the  small 

intestine,  J.A.M.A.  191:  641  (Feb.  22)  1965. 

10.  Morgenstern,  L.,  Freilich,  M.,  and  Panish,  J.  F.: 
The  circumferential  small-bowel  ulcer:  clinical  aspects  in  17 
patients,  ibid.  191:  637  (Feb.  22)  1965. 


The  52  patients  chosen  for  this  study  had 
maturity-onset  diabetes  ranging  in  duration 
from  recent  onset  to  fifteen  years  and  included 
patients  of  both  sexes  whose  ages  ranged  from 
twenty  to  eighty  years.  Patients  who  had  been 
satisfactorily  controlled  with  tolbutamide  or 
insulin  were  given  placebos  to  induce  decom- 
pensation before  tolazamide  was  started,  and 
tolazamide  administration  was  interrupted  in  all 
patients  by  1 or  more  periods  when  they  were 
given  placebos. 

Among  the  31  patients  previously  on  tol- 
butamide, control  with  tolazamide  was  better  in 
11,  the  same  in  17,  and  not  as  good  in  3.  The 
response  to  tolazamide  in  those  previously  on 
insulin  was  the  best  in  those  who  had  received 
less  than  20  units  daily. 

There  was  no  case  in  which  adverse  symptoms 
or  laboratory  findings  made  it  necessary  to  dis- 
continue tolazamide.  Three  patients  had  tran- 
sient or  intermittent  elevations  of  the  alkaline 
phosphatase,  but  none  were  marked.  In  this 
small  series,  tolazamide  appeared  virtually  non- 
toxic and  completely  safe  in  treating  diabetes. 
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Enterocolitis  has  been  described  in  the 
past  as  due  to  uremia,  broad-spectrum 
antibiotic  therapy,  bacterial  or  parasitic 
infections,  and  staphylococcal  or  other  food 
toxins.  Recently,  Wilson  and  Qualheim1 
called  attention  to  a syndrome  of  acute 
fatal  hemorrhagic  necrosis  in  chronically 
ill  individuals.  Of  their  20  patients,  17 
had  chronic  cardiovascular  disease,  and 
most  were  in  severe  congestive  heart  failure. 
More  recently,  Ming  and  Levitan2  de- 
scribed the  same  entity  in  11  cases.  Ende3 
described  infarction  of  the  bowel  in  cardiac 
failure  in  6 cases.  Berger  and  Byrne4 
described  23  autopsy  cases  of  the  same 
syndrome. 

All  of  the  cases  mentioned  here  have  led 
to  death.  However,  in  1963,  a patient 
with  a similar  clinical  picture  was  seen 
who  responded  to  therapy. 

Case  report 

A fifty-four-year-old  white  woman  was 
admitted  to  the  hospital  on  April  29,  1963, 
for  severe  abdominal  pain  and  bloody 
diarrhea  of  one  day  duration. 

She  had  been  well  until  two  years  prior 
to  admission  when  she  developed  shortness 
of  breath  on  exertion.  A physician  at  this 
time  prescribed  0.25  mg.  of  digoxin  daily. 
Hypertension  was  also  documented  by  her 
doctor.  She  remained  well,  and  subse- 
quently decided  to  discontinue  her  digoxin 
on  April  22,  1963.  As  a result,  dyspnea 
occurred  and  increased  in  severity  over  the 
ensuing  seven  days. 

At  2:00  a.m.  on  April  29,  epigastric  pain 
suddenly  woke  the  patient.  The  pain  was 
crampy  in  character  and  of  low  intensity. 
Two  episodes  of  bloody  diarrhea  occurred 


which  led  to  the  hospitalization. 

Physical  examination  revealed  a blood 
pressure  of  200/130,  pulse  160  and  ir- 
regular. The  neck  veins  were  flat.  Grade 
II  Keith-Wagner  changes  were  present  in 
the  fundi.  Crepitant  rales  were  heard  at 
both  lung  bases.  Auscultation  of  the  heart 
revealed  a rapid  irregular  ventricular  rate 
of  160  per  minute  compatible  with  atrial 
fibrillation.  No  murmurs  or  gallops  were 
present.  The  abdomen  was  diffusely 
tender  without  muscle  spasm.  The  liver 
was  not  palpable.  There  was  no  periph- 
eral edema.  Bright  red  blood  was  noted 
on  the  rectal  examination.  Laboratory 
data  were  as  follows:  hemoglobin  15 

Gm.  per  100  ml.;  white  blood  count  20,000 
with  93  per  cent  neutrophils,  5 per 
cent  lymphocytes,  and  2 per  cent 
monocytes.  The  sedimentation  rate 
(Westergren)  was  48  mm.  in  one  hour. 
The  urinalysis  revealed  a specific  gravity  of 
1,031,  an  acid  reaction,  4 plus  protein,  and 
no  sugar.  The  urine  sediment  contained 
rare  white  and  red  blood  cells.  The  urea 
nitrogen  was  9.5  mg.  per  100  ml.,  sodium 
132  mEq.,  potassium  4.4  mEq.,  chloride 
99.4  mEq.,  and  carbon  dioxide  19.7  mEq. 
per  liter;  glucose  94  mg.  per  100  ml.,  and 
protein-bound  iodine  5 micrograms  per 
100  ml.  The  lactic  dehydrogenase  was 
260  units,  and  the  serum  glutamic  oxalacetic 
transaminase  was  70  units.  A stool  ex- 
amination for  occult  blood  was  4 plus.  By 
May  6,  the  stool  was  negative  for  blood, 
and  the  white  cell  count  and  transaminase 
were  within  normal  limits.  The  chest 
x-ray  film  showed  increased  lung  markings 
and  moderate  enlargement  of  the  heart  with 
prominence  of  the  left  ventricle.  A gastro- 
intestinal series  was  negative,  and  a barium 
enema  revealed  a normal  study  except 
for  diverticulosis.  An  electrocardiogram 
showed  atrial  fibrillation  with  a ventricular 
rate  of  160  per  minute  and  left  ventricular 
hypertrophy. 

The  patient  was  treated  with  0.5  mg. 
of  digoxin  immediately,  and  then  0.25  mg. 
every  six  hours.  A total  dose  of  2 mg. 
was  given  to  achieve  digitalization.  A main- 
tenance dose  of  0.25  mg.  was  then  in- 
stituted. By  May  2,  three  days  after  the 
onset  of  the  illness,  the  patient’s  dyspnea 
and  abdominal  pain  had  completely  sub- 
sided. She  has  remained  well  for  twenty 
months  and  has  returned  to  work. 
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Comment 

Wilson  and  Qualheim1  described  a form 
of  enterocolitis  occurring  primarily  in 
patients  with  congestive  heart  failure. 
Abdominal  pain  began  suddenly  and  was 
the  initial  complaint.  Commonly,  the 
pain  was  in  the  epigastrium  and  was  crampy 
or  aching  in  nature.  On  examination  of 
the  abdomen,  tenderness  was  common; 
however,  muscle  spasm  was  unusual.  Di- 
arrhea was  frequent  and  was  often  bloody. 
Early  circulatory  collapse  with  rapid  pro- 
gression to  death  was  the  rule.  Wilson 
stated  that  efforts  to  control  heart  failure 
or  combat  shock  appeared  to  postpone 
death  for  a short  time.  All  of  their 
patients  expired;  however,  in  one  of  their 
cases,  recovery  from  a similar  less  severe 
episode  appeared  to  have  occurred  six 
weeks  before  the  fatal  attack. 

A wide  distribution  of  lesions  occurred 
in  the  intestinal  tract.  The  most  frequent 
localization  was  in  the  distal  half  of  the 
small  intestine  and  the  proximal  half  of  the 
colon.  The  lumen  contained  fresh  blood. 
Serosal  congestion,  edema  of  the  wall, 
and  mucosal  hemorrhages  were  found. 
In  advanced  cases,  mucosal  ulcerations  were 
present.  The  major  mesenteric  vessels 
were  patent;  however,  arterial  and  venous 
thrombosis  in  the  submucosa  were  oc- 
casionally observed  microscopically. 1 
Gazes  et  alS  also  noted  that  mesenteric 
venous  thrombi  were  occasionally  observed 
in  their  series. 

Ende3  postulated  that  severe  cardiac 
failure  aided  by  vascular  spasm  can  cause 
ischemia  severe  enough  to  produce  the 
bowel  lesions.  This  can  occur  even  in  the 
presence  of  insignificant  vascular  disease 
of  the  mesenteric  vessels. 

Berger  and  Byrne4  also  postulated  that 
in  congestive  heart  failure  compensatory 
vasoconstriction  in  the  splanchnic  bed  could 
lead  to  bowel  ischemia. 

Thus,  as  in  so  many  disease  states,  we 
are  dealing  with  a clinical  spectrum.  The 
most  severe  and  fatal  cases  are  first  recog- 
nized, and  this  leads  to  a recognition  of  a 
milder  form  of  the  condition. 

The  patient  with  congestive  heart  failure 
will  redistribute  the  effective  blood  supply 
from  the  skin,  muscles,  and  splanchnic 
bed  to  more  vital  organs  such  as  the  brain 
and  heart.  The  splanchnic  bed  in  conges- 


tive failure  appears  to  be  extremely  sen- 
sitive to  any  reduction  in  perfusion  pres- 
sure. Atrial  fibrillation  itself  can  reduce 
the  mesenteric  blood  flow  by  about  20  to 
34  per  cent.6 

Ischemia  and  even  infarction  can  ensue. 
Thrombi  in  mesenteric  vein  radicals  appear 
to  be  secondary  to  the  venous  stasis. 
Awareness  of  this  probably  common  condi- 
tion will  lead  to  rapid  treatment  for  con- 
gestive heart  failure  and  shock. 

Gazes  et  al.b  attempted  to  ascribe  dig- 
italization as  the  main  associated  factor 
producing  this  syndrome.  However,  cases 
have  occurred,  including  the  present  study, 
in  individuals  who  were  not  on  digitalis 
treatment  when  the  disease  commenced. 1 

Rectal  bleeding  could  be  due  to  diver- 
ticula in  this  patient.  This  appears  un- 
likely in  view  of  the  absence  of  symptoms 
prior  and  subsequent  to  the  acute  episode. 
The  temporal  relationship  of  the  bleeding 
to  the  onset  of  congestive  heart  failure  and 
its  rapid  disappearance  after  digitalization 
speaks  for  the  diagnosis  of  acute  hemor- 
rhagic enterocolitis. 

Sigmoidoscopy  was  not  performed  dur- 
ing the  illness  because  of  the  patient’s 
poor  clinical  state.  However,  when  she 
was  asymptomatic,  the  sigmoidoscopic  ex- 
amination revealed  normal  findings. 

Summary 

A patient  with  hemorrhagic  entero- 
colitis is  described  who  survived  with 
therapy  to  correct  congestive  heart  failure. 
This  is  probably  a common  entity  which  is 
unrecognized  in  its  mild  forms. 

35  Devon  Road 
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P ERITONEAL  SCHISTOSOMIASIS,  although 
not  unknown  to  the  parasitologist,  is 
rarely  encountered  in  this  country  by  the 
abdominal  surgeon.  The  case  reported 
here  is  of  interest  for  three  reasons:  (1) 

The  patient  had  been  known  to  this  in- 
stitution for  ten  years  during  which  time 
she  had  been  admitted  seven  times  and 
had  had  five  operations  before  the  diagnosis 
was  made;  (2)  the  remarkable  similarity 
at  the  operating  table  between  the  gross 
appearance  of  the  peritoneal  schistosomiasis 
and  that  of  widespread  metastatic  car- 
cinoma, which  indeed  was  thought  to  be 
the  case  at  the  time  of  exploration;  and 
(3)  this  patient  had  been  away  from  the 
source  of  infection,  Puerto  Rico,  for  at 
least  twelve  years  before  the  disease  was 
recognized. 

Case  report 

A thirty -seven-year-old,  obese,  Puerto 
Rican,  the  mother  of  eight,  was  admitted 
to  Lincoln  Hospital  for  the  seventh  time 
on  January  20,  1964,  with  signs  and  symp- 


toms suggestive  of  gallbladder  disease. 
There  was  no  history  of  jaundice,  hema- 
temesis,  or  melena,  and  the  patient  denied 
having  had  tuberculosis  and  diabetes. 

Her  previous  six  admissions  may  be  sum- 
marized as  follows:  In  July,  1954,  a fifth 

child  was  delivered  at  Lincoln  Hospital 
without  incident.  The  infant  was  full- 
term  and  normal.  The  patient  had  a 
4-plus  Mazzini  and  a 4-plus  Wassermann 
test  results  at  the  time.  In  May,  1957,  a 
sixth  child  was  delivered  by  cesarean  section 
because  of  central  placenta  praevia  with 
bleeding.  The  ovaries  and  adnexae  were 
found  to  be  normal  at  the  time  of  surgery. 
However,  a cystic  mass  measuring  5 mm. 
in  diameter  and  containing  yellowish  ma- 
terial was  removed  from  the  anterior  sur- 
face of  the  uterus.  Microscopic  examina- 
tion revealed  only  acute  and  chronic  in- 
flammatory tissue.  In  July,  1958,  a 
seventh  child  was  delivered  by  repeat 
cesarean  section.  In  September,  1959,  the 
patient  was  admitted  for  the  repair  of  an 
incisional  hernia  but  was  found  to  be 
pregnant,  and  the  surgery  was  postponed. 
In  March,  1960,  her  eighth  child  was  de- 
livered by  repeat  cesarean  section.  A 
repair  of  an  incisional  hernia  and  a bilateral 
tubal  ligation  were  performed  at  the  same 
time.  The  fallopian  tubes  and  ovaries 
were  noted  to  be  normal.  The  hernia  sac 
contained  chronic  inflammatory  tissue  with 
endometrial  glands  in  the  connective  tissue. 
A diagnosis  of  endometriosis  was  made. 
In  October,  1960,  a repeat  ventral  her- 
niorrhaphy was  performed.  Exploration 
of  the  pelvis  at  the  time  of  surgery  re- 
vealed a left  hydrosalpinx.  A left  sal- 
pingectomy was  done.  The  pathologic 
diagnosis  was  chronic  salpingitis  and  hydro- 
salpinx with  paratubal  cyst. 

Physical  examination  of  her  seventh  and 
last  admission  revealed  a moderately  obese 
Puerto  Rican  female  in  mild  distress.  Her 
blood  pressure  was  110/70,  pulse  was  84 
per  minute  and  regular.  Temperature  was 
99  F.  orally.  Pertinent  findings  consisted 
of  mild  tenderness  and  guarding  in  the 
right  upper  quadrant  with  a questionably 
enlarged  liver  2 cm.  below  the  right  costal 
margin.  The  abdomen  was  obese  with 
normal  bowel  sounds  and  no  palpable 
masses.  The  heart  and  lungs  were  normal 
clinically,  and  there  was  no  evidence  of 
icterus  or  stigmata  of  cirrhosis.  Pelvic 
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FIGURE  1.  Omentum  with  ova. 


and  rectal  examinations  were  within  nor- 
mal limits,  except  that  the  adnexae  could 
not  be  palpated. 

All  symptoms  cleared  in  twenty-four 
hours  on  nothing  by  mouth  and  intra- 
venous fluids.  On  the  fourth  day  an  oral 
cholecystogram  showed  only  faint  visuali- 
zation. On  January  27,  1964,  the  patient 
was  explored  with  a preoperative  diagnosis 
of  chronic  cholecystitis  and  probable  cho- 
lelithiasis. 

The  abdomen  was  entered  through  a 
right  subcostal  incision  whereupon  200  to 
300  cc.  of  clear  straw-colored  peritoneal 
fluid  was  encountered.  The  greater  omen- 
tum and  the  serosal  surface  of  the  entire 
large  and  small  bowel  were  studded  with 
grayish-yellow  nodules  varying  in  size 
from  a few  millimeters  to  several  centi- 
meters. There  was  also  extensive  nodu- 
larity palpable  on  the  surface  of  the  pelvic 
viscera  including  the  bladder,  the  uterus, 
the  right  adnexae,  and  gallbladder.  The 
gallbladder  was  distended  and  fibrotic,  and 
several  calculi  were  palpable  in  the  ampulla. 
The  common  bile  duct  was  normal  in  size 
and  on  palpation.  The  liver  appeared 
normal  with  no  evidence  of  cirrhosis 
grossly.  There  were  several  tiny  white 
nodules  on  the  superior  surface  of  the  liver. 

Since  widespread  metastatic  carcinoma 
was  strongly  suspected,  a thorough  inspec- 
tion and  palpation  of  all  the  abdominal 
viscera  was  done.  However,  no  primary 
lesion  could  be  found.  Frozen  section  of  a 
biopsy  of  one  of  the  omental  masses  re- 
vealed granuloma  or  unknown  origin  but 
no  malignant  growth.  A partial  omentec- 
tomy  was  then  done  for  diagnostic  study, 
and  a cholecystectomy  was  performed  in 


routine  manner  without  incident.  A liver 
biopsy  was  not  done.  The  postoperative 
course  was  completely  uneventful.  How- 
ever, the  patient  was  retained  in  the  hospi- 
tal for  further  diagnostic  study. 

Proctoscopy,  one  week  postoperatively, 
revealed  a fine  whitish  granularity  of  the 
lower  sigmoid  and  upper  rectum.1^  Biopsies 
at  16  cm.  and  22  cm.  revealed multiple 
ova  of  Schistosoma  mansoni.  The  his- 
tology and  pathology  of  these  biopsies  and 
the  operative  specimen  are  described  here. 

After  a diagnosis  of  widespread  peritoneal 
schistosomiasis  was  made  on  permanent 
section,  further  diagnostic  studies  were 
done.  Electrolyte  and  liver  function 
studies  gave  normal  findings.  Gastro- 
intestinal series  showed  normal  results, 
except  for  pylorospasm.  There  was  no 
evidence  of  esophageal  varices.  A barium 
enema  showed  straightening  of  the  descend- 
ing and  sigmoid  colon  with  loss  of  haustral 
markings.  An  intravenous  pyelogram  was 
completely  within  normal  limits.  The 
surgical  specimen  included  the  gallbladder 
and  the  section  of  the  greater  omentum. 

Pathologic  findings 

The  specimen  submitted  for  frozen  sec- 
tion was  a small  portion  of  adipose  tissue 
with  multiple  pinhead-size  gritty  nodules. 
On  microscopy,  the  quick  section  revealed 
many  tuberculoid  granulomata. 

The  surgical  pathology  specimens  con- 
sisted of  a gallbladder  and  a mass  of  omen- 
tum. The  gallbladder  revealed  on  its 
serosal  surface  at  its  neck  a few  tiny,  dull, 
white,  and  gritty  nodules.  The  cavity 
contained  multiple  polygonal  pigmented 
stones  matted  together.  Microscopic  ex- 
amination revealed  evidences  of  chronic 
cholecystitis. 

The  omentum  measured  22.1  by  6.2  by 
3.4  cm.  It  was  studded  with  innumerable 
tuberculoid  granulomata,  most  of  which 
contained  at  their  central  portions  ova  of  S. 
mansoni  (Fig.  1).  Some  of  these  had  typi- 
cal terminal  and  subterminal  spines. 
There  were  also  hyalinization  as  well  as 
active  early  granulomata  with  abundant 
eosinophil  white  cells  and  multinucleated 
giant  cells  about  them.  Another  interest- 
ing feature  was  the  presence  of  adult  worms 
in  the  medium-sized  veins.  One  of  such 
showed  a pair  of  adult  male  and  female 
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FIGURE  2.  Omentum.  (A)  Vein  with 


FIGURE  3.  Rectal  biopsy  with  ovum.  (X285). 


worms  (Fig.  2A),  while  another  showed  a 
single  adult  in  cross  section  (Fig.  2B). 
The  intervening  adipose  tissue  revealed 
obvious  reactive  fibrosis  and  chronic  in- 
flammation. Subsequent  biopsy  of  the 
rectum  revealed  multiple  ova  of  S.  mansoni 
mostly  confined  to  the  lamina  propria  of 
the  intestinal  mucosa  (Fig.  3). 

Comment 

Ectopic  lesions  in  schistosomiasis  have 
been  reported  on  numerous  occasions,  but 
there  are  very  few  reports  of  peritoneal 
involvement.  In  Gelfand’s1  monumental 
clinicopathologic  study  on  schistosomiasis 
in  South  Central  Africa  in  which  all  mani- 
festations of  the  disease  are  discussed, 
peritoneal  involvement  is  not  described. 
In  Faust’s2  article  on  ectopic  lesions  in 
schistosomiasis,  there  is  no  mention  of 
such  an  entity.  However,  in  a recent 
clinicopathologic  conference,  a similar  case 
was  presented.3  A young  Puerto  Rican 


adult  worm.  (B)  With  single  worm. 


male  of  thirty-five  years  was  explored  for 
an  acute  abdominal  condition  with  a pre- 
operative diagnosis  of  perforated  ulcer. 
Like  our  patient,  he  was  found  to  have 
ascites  and  widespread  peritoneal  involve- 
ment with  S.  mansoni.  This  patient  had 
also  been  away  from  Puerto  Rico  for  eleven 
years.  According  to  one  of  the  partici- 
pants, a review  of  the  world  literature  was 
productive  of  only  2 other  cases  of  peri- 
toneal schistosomiasis  with  an  estimated  50 
million  cases  in  the  world  at  any  one  time. 4,6 

After  perusal  of  the  literature,  we  be- 
lieve our  case  to  be  the  fourth  of  its  kind 
reported  in  the  world  literature.  In  our 
case,  the  question  arises  as  to  whether  this 
patient’s  symptoms  were  secondary  to 
chronic  cholecystitis  which  was  demon- 
strated on  pathologic  examination  or 
whether  they  were  because  of  peritoneal 
involvement  with  schistosomiasis.  We  be- 
lieve the  symptoms  were  due  to  the  chronic 
cholecystitis  and  cholelithiasis.  This 
would  make  the  peritoneal  schistosomiasis 
purely  an  incidental  finding,  and  unlike  the 
case  referred  to  previously,  was  not  re- 
sponsible for  the  symptoms  although  it 
must  have  been  present  for  at  least  twelve 
years. 

There  are  many  theories  as  to  how 
ectopic  foci  of  schistosomiasis  develop,2 
but  we  wonder  whether  or  not  in  our  case, 
cutting  across  infested  mesenteric  or  omen- 
tal venules  at  the  time  of  the  previous 
operative  procedures  resulted  in  seeding 
the  entire  peritoneal  cavity  with  parasites. 

Another  point  of  interest  was  that,  in 
spite  of  extensive  peritoneal  involvement, 
there  was  no  involvement  of  other  organs 
outside  of  the  intestine. 
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Summary 

We  have  presented  an  unusual  case  of 
peritoneal  schistosomiasis  for  the  following 
reasons: 

(1)  To  draw  attention  to  the  possi- 
bility of  encountering  such  an  entity 
in  medical  or  surgical  practice,  (2)  to 
demonstrate  the  remarkable  similarity  that 
this  entity  can  bear  to  widespread  peri- 
toneal carcinomatosis,  and  (3)  to  illustrate 
how  long  widespread  schistosomiasis  can 


Drugs  and  neonatal  jaundice 

In  a recent  issue  of  the  North  Carolina  Medical 
Journal,  William  L.  London,  M.D.,  has  out- 
lined the  mechanism  by  which  certain  drugs  may 
contribute  to  the  development  of  hyperbili- 
rubinemia in  newborn  infants.  Definitely 
known  to  affect  adversely  the  infant’s  ability 
to  maintain  normal  bilirubin  levels  are  a few 
drugs:  the  water-soluble  vitamin  K derivatives, 
sulfisoxazole  (Gantrisin),  the  sabcylates,  and 
novobiacin.  Administration  of  a drug  to  a 
mother  just  prior  to  delivery  may  cause  ap- 
preciable concentrations  in  the  infant’s  serum, 
and  drugs  administered  to  the  nursing  mother 
may  be  excreted  in  the  breast  milk  to  be  ab- 
sorbed by  the  infant.  Drugs  given  either  to 
the  newborn  or  to  the  mother  should  have  the 
most  careful  consideration  if  iatrogenic  hyper- 
bilirubinemia is  to  be  avoided. 

Briefly,  the  mechanism  underlying  the  de- 
velopment of  iatrogenic  hyperbilirubinemia  is  as 
follows:  Normally  about  1 per  cent  of  the  red 


exist  without  producing  clinically  recog- 
nizable symptoms. 
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blood  cells  are  destroyed  daily,  yielding  about 
34  mg.  of  bilirubin.  Increasing  this  rate  of 
destruction  may  produce  jaundice.  The  gluta- 
thione reductase  system  in  neonatal  erythro- 
cytes was  investigated  because  of  the  unusual 
susceptibility  of  the  newborn  to  the  hemolytic 
effect  of  certain  drugs.  In  the  first  thirty-six 
to  forty-eight  hours  of  life,  there  is  a marked  de- 
crease in  reduced  glutathione  comparable  to 
that  seen  in  primaquine-sensitive  individuals. 
Presumably,  therefore,  the  normal  newborn 
infant’s  erythrocytes  would  be  damaged  when 
exposed  to  certain  drugs  which  are  oxidants. 
Although  it  has  not  been  proved  conclusively 
that  the  nongenetic  defect  in  glutathione  sta- 
bility in  the  newborn  increases  their  suscepti- 
bility to  all  drugs  known  to  affect  primaquine- 
sensitive  persons,  it  is  well  known  that  massive 
doses  of  vitamin  K in  normal  infants  have  been 
followed  by  hyperbilirubinemia  and  kernicterus 
responses.  It  would  seem  wise,  therefore,  to 
avoid  these  compounds  that  have  been  shown 
to  produce  hemolysis  in  primaquine-sensitive 
individuals,  since  they  also  may  produce  this 
condition  in  the  newborn. 
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|n  1959,  stimulated  by  the  articles  of 
Evans,  Dubilier,  and  Monteith,1-2  we 
introduced  nephrotomography  in  our  insti- 
tution to  improve  the  roentgen  differential 
diagnosis  of  renal  masses.  Since  then, 
more  than  200  intravenous  aortograms  with 
nephrotomography  have  been  performed  in 
our  department  with  gratifying  results. 
No  fatal  reactions  or  serious  morbidity 
have  been  observed  in  any  of  our  cases. 
Our  degree  of  accuracy  in  differentiating 
cysts  of  the  kidney  from  solid  masses  is  of 
the  same  order  as  is  reported  at  other  cen- 
ters utilizing  this  procedure;  approxi- 
mately 95  per  cent.3  4 Since  it  is  our  im- 
pression that  the  procedure  is  being  utilized 
in  more  institutions,  we  wish  to  report  three 
erroneous  diagnoses  made  by  nephroto- 
mography for  cases  of  solid  tumors  of  the 
kidney  which  were  not  adenocarcinomas. 

Technic 

Preliminary  tomograms  of  the  abdomen 
are  made  to  determine  the  levels  of  the 
kidneys.  Then  a circulation  time  is  de- 
termined using  intravenous  dehydrocholic 


acid  (Decholin),  5 cc.  diluted  with  10  cc. 
of  saline.  A potentiating  dose  of  30  cc.  of 
50  per  cent  intravenous  sodium  diatrizoate 
(Hypaque)  is  administered.  A bolus  of 
75  per  cent  sodium  diatrizoate,  usually  75 
to  100  cc.,  is  injected  by  means  of  an 
automatic  injector.  The  injections  are 
made  through  a National  Institute  of 
Health  catheter  in  one  of  the  antecubital 
veins  which  has  been  advanced  to  the  region 
of  the  subclavian  vein.  The  first  film  is  an 
anteroposterior  view  of  the  abdomen  with  a 
four-second  exposure.  The  exposure  com- 
mences one  second  before  the  previously 
determined  circulation  time.  This  film  will 
demonstrate  the  opacified  abdominal  aorta 
and  renal  vessels.  Then  four  consecutive 
tomographic  sections  at  the  previously  de- 
termined levels  are  made. 

Evaluation  of  findings  in  renal  tumors 

The  limitations  of  intravenous  pyelog- 
raphy in  differentiating  the  nature  of 
renal  masses  are  well  known.  Studies  of 
the  renal  contours  on  the  flat  film  of  the 
abdomen  will  usually  demonstrate  a renal 
enlargement.  Occasionally  stippled  cal- 
cifications in  the  mass  will  denote  the 
presence  of  a malignant  growth.  With  the 
intravenous  administration  of  contrast 
media,  the  opacified  pelvis  and  calyceal 
system  will  often  show  deformities  indicat- 
ing the  presence  of  a mass,  but  these  de- 
formities are  almost  always  of  little 
value  in  differentiating  cysts  from  solid 
tumors.  In  our  experience,  the  only  pyelo- 
graphic  finding  characteristic  of  a malig- 
nant tumor  is  invasion  into  the  calyces  or 
pelvis. 

When  the  excretory  pyelogram  has 
demonstrated  a renal  mass,  more  special- 
ized procedures  are  indicated.  Opacifica- 
tion of  the  renal  arteries  either  by  aor- 
tography or  selective  renal  angiography  is 
the  most  useful  procedure.  The  various 
technics  to  opacify  the  abdominal  aorta  such 
as  translumbar  puncture,  transfemoral  punc- 
ture with  retrograde  catheterization,  and 
intravenous  aortography  are  all  well  known, 
and  the  advantages  and  limitations  of  each 
of  these  technics  are  recorded  in  the  litera- 
ture. Regardless  of  the  technic  used,  the 
renal  artery  alterations  in  the  presence  of 
adenocarcinoma  of  the  kidney  can  be 
typical.6  The  renal  artery  may  be  wider 
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FIGURE  1.  Case  1.  (A)  Intravenous  pyelogram:  Upper  pole  of  left  kidney  poorly  outlined.  Upper  calyx 
on  left  shows  extrinsic  pressure  defect.  (B)  Nephrotomogram  reveals  large  mass  at  upper  pole  of  left  kid- 
ney which  opacifies  during  this  phase. 


than  normal  and  show  displacement  of  one 
or  more  of  its  branches.  In  addition, 
pathologic  vessels  may  be  demonstrated  in 
all  or  a part  of  the  tumor.  These  vessels 
are  irregular,  tortuous,  and  may  vary  in 
course,  caliber,  and  arborization.  Arterio- 
venous fistulas  may  be  present.  Of  interest, 
these  vascular  findings  may  be  present  only 
in  the  late  phases  of  the  renal  vessel  filling. 
These  vascular  findings  are  considered 
pathognomonic  of  adenocarcinoma  of  the 
kidney,  although  vascular  staining  has  been 
demonstrated  in  pheochromocytoma.  It 
should  be  remembered,  however,  that  a 
definite  number  of  renal  carcinomas  do  not 
demonstrate  the  previously  enumerated 
vascular  changes. 

During  that  phase  of  the  renal  physiology 
when  the  circulating  contrast  material  is  in 
the  renal  arterioles  and  proximal  tubules, 
the  renal  shadow  is  densely  opaque.  The 
renal  tumor  which  is  vascular  will  also  ap- 
pear of  equal  opacity  to  the  renal  shadow  or 
of  increased  opacity.  Because  of  certain 
characteristics  of  renal  malignant  growths, 
the  nephrogram  of  a tumor  may  appear 
partly  more  opaque  and  partly  less  opaque. 
This  can  be  because  of  necrosis  or  fibrosis 
in  the  tumor  or  thrombosis  of  the  tumor 
vessels. 

Three  cases  are  demonstrated:  a benign 

cortical  adenoma,  a fibrosarcoma,  and  a 
liposarcoma.  These  cases  presented  find- 
ings which  were  thought  to  be  compatible 
with  adenocarcinoma  of  the  kidney. 


Case  reports 

Case  1.  A sixty-two-y ear-old  white  fe- 
male with  crampy  abdominal  pain  in  the 
region  of  a left-sided  colostomy  stoma  had 
had  an  abdominal  perineal  resection  twenty 
years  prior  for  a carcinoma  of  the  rectum. 
At  this  time  an  enlarged  left  kidney  was 
discovered  on  a routine  flat  film  of  the 
abdomen. 

An  intravenous  pyelogram  was  made. 
The  upper  pole  of  the  left  kidney  was 
poorly  outlined.  The  upper  calyx  on  the 
left  showed  an  extrinsic  pressure  defect 
(Fig.  1A).  A nephrotomogram  revealed  a 
large  mass  at  the  upper  pole  of  the  left 
kidney  which  opacified  during  this  phase 
(Fig.  IB). 

A nephrectomy  was  performed  at  the 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases  in  New  York  City.  Pathologic 
findings  were  cortical  adenoma. 

Case  2.  The  patient  was  a fifty-nine- 
year-old  white  female  with  backache  of 
several  years  duration. 

An  intravenous  pyelogram  showed  a mass 
present  at  the  upper  pole  of  the  right  kidney 
with  two  calcified  foci  in  the  same  area. 
There  was  a partial  collapse  of  the  third 
lumbar  vertebra  (Fig.  2A).  An  intravenous 
aortogram  showed  a tortuous  aorta.  The 
main  renal  arteries  were  identified  and  no 
tumor  vessels  were  seen  (Fig.  2B).  A 
nephrotomogram  showed  a large  mass  in 
the  right  kidney  which  was  seen  to  opacify 
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except  for  an  irregular  large  radiolucent  A right  nephrectomy  was  performed, 

area  in  its  lower  portion  (Fig.  2C).  The  pathologic  findings  were:  The  upper 


FIGURE  2.  Case  2.  (A)  Intravenous  pyelogram:  Mass  present  at  upper  pole  of  right  kidney  with  two 
calcified  foci  in  same  area.  Partial  collapse  of  third  lumbar  vertebra.  (B)  Intravenous  aortogram  shows 
tortuous  aorta.  Main  renal  arteries  identified  and  no  tumor  vessels  seen.  (C)  Nephrotomogram:  Large 
mass  in  right  kidney  seen  to  opacify  except  for  irregular  large  radiolucent  area  in  its  lower  portion. 
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FIGURE  3.  Case  3.  (A)  Intravenous  pyelogram:  Large  mass  seen  in  relation  to  lower  pole  of  left  kidney. 
Axis  of  this  kidney  rotated  upward  and  outward  but  calyces  not  distorted.  (B)  Intravenous  aortography 
shows  large  accumulation  of  contrast  material  in  vessels  in  region  of  mass  (arrows).  (C)  Nephrotomogram: 
Axis  of  opacified  left  kidney  clearly  seen.  Lower  medial  border  of  left  kidney  indistinct  and  cannot  be  sep- 
arated from  less  opaque  shadow  of  mass. 
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pole  of  the  kidney  was  replaced  by  a firm 
white  mass.  On  section,  there  were  nu- 
merous areas  of  cavitation  and  necrosis. 
Microscopy  revealed  a fibrosarcoma. 

Case  3.  The  patient  was  a fifty-two- 
year-old  white  female  in  whom  a large  left- 
sided retroperitoneal  mass  was  recognized 
on  a gastrointestinal  series. 

On  intravenous  pyelogram,  a large  mass 
was  seen  in  relation  to  the  lower  pole  of  the 
left  kidney.  The  axis  of  this  kidney  was 
rotated  upward  and  outward,  but  the 
calyces  were  not  distorted  (Fig.  3A).  In- 
travenous aortography  showed  a large  ac- 
cumulation of  contrast  material  in  the 
vessels  in  the  region  of  the  mass  (Fig.  3B). 
In  a nephrotomogram,  the  axis  of  the  opaci- 
fied left  kidney  was  seen  clearly.  The  lower 
medial  border  of  the  left  kidney  was  in- 
distinct and  could  not  be  separated  from  the 
less  opaque  shadow  of  the  mass  (Fig.  3C). 

At  surgery,  a large  mass  20  by  15  by  12 
cm.  attached  to  the  lower  pole  of  the  left 


Radio  frequency  hazards 
with  cardiac  pacemakers 


Patients  whose  hearts  are  being  paced  by 
some  makes  of  artificial  pacemakers  with  elec- 
trical circuits  sensitive  to  radio-frequency-wave 
interference  are  subject  to  certain  hazards  of 
which  they  and  their  medical  supervisors  should 
be  aware.  On  such  persons,  surgical  diathermy, 
even  in  sites  remote  from  the  heart,  should 
never  be  used.  The  same  applies  to  diathermy 
employed  for  physical  therapy.  The  inter- 
ference resulting  from  either  of  these  may  bring 
on  ventricular  fibrillation  which  can  be  brought 
on  by  even  a fraction  of  220  volts  A.C.  (50 
cycles  per  second).  I.  Lichter,  J.  Borrie,  and 
W.  M.  Miller,  writing  in  a recent  issue  of  the 
British  Medical  Journal,  further  caution  against 
roentgen  therapy  (not  diagnostic  x-rays,  how- 
ever), diathermy,  and  electrocoagulation.  In 
special  circumstances,  the  patient  is  also  warned 
against  coming  in  contact  with  radio  trans- 
mitters, radar,  and  other  installations  which 
might  affect  the  pacemaker  circuit.  It  should 
be  noted  that  these  hazards  do  not  apply  to  all 
makes  of  pacemakers. 


kidney  was  excised.  Pathologic  findings 
were  liposarcoma  of  perirenal  fat. 

Summary 

The  nephrotomographic  findings  in  ma- 
lignant growths  of  the  kidney  are  reviewed. 

For  3 cases  the  nephrotomographic  find- 
ings suggested  a diagnosis  of  adenocar- 
cinoma although  actually  a benign  cortical 
adenoma,  a fibrosarcoma,  and  a liposarcoma 
of  the  kidney  were  present. 
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In  this  study,  2 patients,  both  sixty-eight 
years  old,  were  presented  to  illustrate  the  hazard 
mentioned  here.  Ventricular  fibrillation  oc- 
curred in  both  during  the  implanting  of  a pace- 
maker when,  preliminary  to  the  definitive  opera- 
tion, bipolar  intracardiac  catheter  electrodes 
were  inserted,  with  cardiac  stimulation  provided 
by  an  external  battery-operated  transistor  pace- 
maker. The  onset  of  fibrillation  was  as- 
sociated with  the  use  of  surgical  diathermy 
during  thoracotomy. 

Various  pieces  of  equipment  and  several  car- 
diac pacemakers  were  tested.  These  included 
surgical  diathermy  equipment,  a portable  di- 
athermy machine,  equipment  for  short-wave 
diathermy  in  physical  therapy,  a radio  broad- 
casting station,  betatron  radiotherapy  appara- 
tus, and  high-frequency  radar  machines. 
Hearts  of  experimental  animals  were  used  in 
these  experiments. 

It  was  found  that  these  hazards  do  not  apply 
to  the  Medtronic,  Devices,  or  Corbin-Farns- 
worth  pacemakers.  It  had  been  impossible 
to  test  a wide  variety  of  pacemakers  which 
may  or  may  not  present  the  hazards  described. 
The  physics  department  of  the  University  of 
Otago  successfully  designed  and  constructed  a 
prototype  of  a pacemaker  free  from  the  inter- 
ference described. 
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Brief  Preliminary  Reports 
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FIGURE  1.  (A)  Incisional  and  femoral  hernias. 


\A/e  are  herewith  reporting  a procedure 
for  the  simultaneous  repair  of  a lower  ab- 
dominal incisional  hernia  and  a femoral 
hernia  through  a single  incision;  a proce- 
dure which,  after  a search  of  the  literature, 
apparently  has  not  previously  been  re- 
ported. This  technic  has  been  used  suc- 
cessfully in  one  case  with  a three-year  suc- 
cessful follow-up. 

The  technic  performed  under  spinal 
anesthesia  on  May  11,  1960,  accomplished 
the  repair  of  these  hernias  by  utilizing  the 
properitoneal  approach  (Fig.  1A).  The 
right  lower  abdominal  scar  was  excised. 
The  incision  was  extended  through  the  sub- 
cutaneous tissue.  The  sac  of  the  incisional 


(B)  Fascial  defect  of  incisional  hernia  exposed. 


FIGURE  2.  (A)  Exposure  of  femoral  sac.  (B)  Repair  of  femoral  defect. 
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FIGURE  3.  Repair  of  incisional  hernia  with  poly- 
propylene mesh. 


hernia  and  the  fascial  defect  were  identified 
(Fig.  IB).  The  peritoneum  was  then  freed 
inferiorly  from  the  inner  surface  of  the  pubis 
and  from  the  endopelvic  fascia.  The  neck 
of  the  left  femoral  hernia  was  identified 
(Fig.  2A).  The  femoral  hernia  was  re- 


duced through  the  femoral  ring.  The  her- 
nial sac  was  entered;  the  omental  contents 
were  reduced,  and  the  sac  was  suture-li- 
gated at  its  neck  with  0 chromic  catgut. 
The  dilation  of  the  femoral  canal  was  cor- 
rected by  approximating  the  inner  side  of 
Poupart’s  ligament  to  Cooper’s  ligament 
with  three  interrupted  silk  sutures  (Fig. 
2B).  The  incisional  hernia  was  next  re- 
paired by  first  freeing  the  omentum  and 
small  and  large  bowel  which  were  adherent 
to  the  sac.  The  sac  was  excised  and  the 
peritoneum  was  closed  with  a continuous 
0 chromic  catgut  suture.  To  close  the  6- 
by  4-inch  defect  it  was  necessary  to  cut  to 
size  a strip  of  polypropylene  (Marlex) 
gauze  and  suture  it  circumferentially  to  the 
fascia  with  interrupted  0 chromic  catgut 
sutures  (Fig.  3). 

Since  patients  with  this  complex  of 
hernias  do  not  occur  often  in  one  surgeon’s 
experience,  this  technic  is  presented  so 
others  may  use  it  as  occasion  warrants. 


Etiologic  factors  in 
adolescent  acne 


In  a recent  issue  of  the  West  Virginia  Medical 
Journal,  R.  S.  English,  M.D.,  and  J.  A.  Witkow- 
ski,  M.D.,  reported  that  whatever  the  type, 
acne  is  a reaction  pattern  involving  the  se- 
baceous follicle.  In  the  adolescent  type  (acne 
vulgaris),  androgenic  hormones,  follicular  plug- 
ging, and  bacterial  infection  are  direct  factors. 
Among  the  antibiotics,  the  tetracyclines  are  par- 
ticularly effective  against  the  Corynebacterium 
acnes  population  harbored  by  the  dam  of  sebum 
resulting  from  the  plugging  of  the  follicle.  The 
most  effective  therapy  seems  to  be  the  use  of 
oral  antibiotics  combined  with  peeling  and  dry- 
ing agents.  For  cystic  acne,  intralesional  triam- 
cinolone is  helpful.  There  is  no  indication 
that  diet  is  related  to  acne.  Use  of  x-ray  ther- 
apy is  hazardous  and  has  fallen  in  disrepute. 
Although  systemic  administration  of  corticos- 
teroids help  where  lesions  are  severely  in- 
flamed, continued  use  may  produce  new  ones. 

The  androgenic  factor  is  responsible  for  se- 


baceous growth  and  development:  acne  usually 

begins  with  puberty  along  with  the  rise  of  uri- 
nary ketosteroids.  Physiologic  dosage  of  andro- 
gens given  orally  to  children  before  puberty 
causes  sebaceous  gland  enlargement,  and,  ap- 
plied to  the  skin  of  eunuchs,  has  the  same  effect, 
reversible  in  both  instances  by  withdrawal  of  the 
androgens.  While  the  role  of  estrogens  in  acne 
is  unclear,  they  will,  if  given  in  massive  doses, 
cause  suppression  of  sebaceous  gland  growth 
and  function. 

Antibacterials  have  a positive  effect  in  acne. 
The  specific  bacteria  involved  is  a gram- 
positive anaerobic  diphtheroid  which  produces 
propionic  acid  from  sebum.  It  has  been  called 
Propionibacterium,  C.  acnes,  or  acne  bacillus. 
Probably  its  only  pathogenic  role  in  human 
beings  is  production  of  propionic  acid  from  se- 
bum. Intravenous  injection  has  no  effect.  Its 
pathogenicity  is  markedly  reduced  by  corticoster- 
oids. C.  acnes  organisms  are  remarkably  few 
before  puberty  but  great  in  number  after,  chiefly 
where  sebaceous  glands  are  best  developed: 
face,  neck,  and  V areas  of  back  and  chest. 
They  have  their  greatest  concentration  in  the 
sebaceous  follicles  and  make  up  most  of  the 
plug  in  a comedo  or  whitehead. 
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Medical  Arts  and  Letters 


Charles  Morrison,  Surgeon 
of  Greenock  and  Pioneer 
Telegrapher  (fl.  1753) 

WILLIAM  B.  OBER,  M.D. 

New  York  City 

Director  of  Laboratories,  Knickerbocker 
Hospital;  Associate  Professor  of  Pathology, 
New  York  Medical  College 

Although  his  biographic  details  are 
meager,  there  can  be  little  doubt  that 
Charles  Morrison  was  the  first  man  to 
transmit  messages  by  electrical  impulse 
carried  over  wires.  He  is  listed  in  bio- 
graphic dictionaries  as  a “surgeon  of 
Greenock,”  but  the  facts  of  his  birth,  educa- 
tion, and  death  are  nowhere  recorded.  It 
seems  certain  that  he  did  not  hold  an 
M.D.  degree  from  any  of  the  universities  in 
Scotland  or  England.  In  all  probability  he 
learned  his  surgery  by  apprenticeship,  very 
likely  in  Glasgow  or  Greenock,  and  that  he 
settled  to  practice  in  Renfrew.  His  one 
claim  to  fame  is  a letter  describing  his 
experiments  which  he  sent  to  the  Scots’ 
Magazine  from  Renfrew,  dated  February 
1,  1753.* 

At  that  time  the  science  of  electricity 
was  in  its  infancy.  In  1720  Stephen  Grey 
had  discovered  the  principle  of  electric 
conduction  and  insulation,  and  in  1729  to 
1730  with  Granville  Wheeler  had  suc- 
ceeded in  transmitting  a current  for  a dis- 
tance of  over  800  feet.  In  1745  Von  Kleist, 
Van  Musschenbroek,  and  Cunaeus  shared 
in  the  discovery  of  the  Leyden  jar,  and  no 
sooner  was  it  discovered  than  Sir  William 
Watson,  a member  of  the  Royal  Society, 
began  extensive  experiments  with  it  in 
England.  In  1747  he  and  his  associates 
transmitted  electricity  across  the  Thames 
from  Lambeth  to  Westminster,  and  a 
couple  of  months  later  at  Stoke  Newington 
they  sent  impulses  through  800  feet  of 

* Morrison,  C.:  An  expeditious  method  of  conveying 

intelligence  by  means  of  electricity,  Scots’  Magazine  15:  73 
(1753). 


water  and  2,000  feet  of  land,  as  well  as 
through  2,800  feet  of  land  and  8,000  feet 
of  water.  By  1748  he  was  able  to  transmit 
electricity  through  12,276  feet  of  wire  at 
Shooter’s  Hill.  In  1746  in  France  Lemon- 
nier  had  produced  shocks  through  12,789 
feet  of  wire,  and  similar  experiments  were 
performed  by  Benjamin  Franklin  across 
the  Schuylkill  River  in  1748  and  by  Deluc 
across  Lake  Geneva  in  1749. 

Electricity  was  in  the  air.  The  scientific 
world  was  taken  up  by  various  con- 
troversies regarding  its  nature  and  prop- 
erties. In  this  intellectual  ambience 
Charles  Morrision  began  his  experiments. 
His  only  scientific  communication  speaks 
for  itself.  It  bears  the  title,  “An  Expedi- 
tious Method  of  Conveying  Intelligence 
by  means  of  Electricity.”  Morrison  writes 
as  follows: 

SIR:  It  is  well  known  to  all  who  are  con- 

versant with  electrical  experiments  that  the 
electric  power  may  be  propagated  along  a 
small  wire,  from  one  place  to  another,  without 
being  sensibly  abated  by  the  length  of  its 
progress.  Let  then  a set  of  wires,  equal  in 
number  to  the  letters  of  the  alphabet,  be  ex- 
tended horizontally  between  two  given  places 
parallel  to  one  another,  and  each  of  them 
about  an  an  inch  distant  from  that  next  to  it. 
At  every  twenty  yards  end,  let  them  be  fixed 
in  glass,  or  jewellers’  cement,  to  some  firm 
body,  both  to  prevent  them  from  touching  the 
earth  or  any  other  non-electric,  and  from 
breaking  by  their  own  gravity.  Let  the  elec- 
tric gun  barrel  be  placed  at  right  angles  with 
the  extremities  of  the  wires,  and  about  an 
inch  below  them.  Also  let  the  wires  be  fixed 
on  a solid  piece  of  glass,  at  six  inches  from  the 
end;  and  let  that  part  which  reaches  from 
the  glass  to  the  machine,  have  sufficient 
spring  and  stiffness  to  recover  its  situation 
after  having  been  brought  in  contact  with  the 
barrel.  Close  by  the  supporting  glass,  let  a 
ball  be  suspended  from  every  wire;  and 
about  a sixth  or  an  eighth  of  an  inch  below 
the  balls,  place  the  letters  of  the  alphabet, 
marked  on  bits  of  paper,  or  any  other  substance 
that  may  be  light  enough  to  rise  to  the  electri- 
fied ball;  and  at  the  same  time  let  it  be  so  con- 
trived that  each  of  them  may  reassume  its 
proper  place  when  dropt.  All  things  con- 
structed as  above,  and  the  minute  previously 
fixed,  I begin  the  conversation  with  my  dis- 
tant friend  in  this  manner.  Having  set  the 
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electrical  machine  a-going  as  in  ordinary  ex- 
periments, suppose  I am  to  pronounce  the 
word  Sir;  with  a piece  of  glass  or  any  other 
electric  per  se,  I strike  the  wire  S,  so  as  to 
bring  it  in  contact  with  the  barrel,  then  i, 
then  r,  all  in  the  same  way:  and  my  corre- 
spondent, almost  in  the  same  instant,  ob- 
serves these  several  characters  rise  in  order  to 
the  electrified  balls  at  his  end  of  the  wires. 
Thus  I spell  away  as  long  as  I think  fit;  and 
my  correspondent,  for  the  sake  of  memory, 
writes  the  characters  as  they  rise,  and  may 
join  and  read  them  afterwards  as  often  as  he 
inclines.  Upon  a given  signal,  or  from  choice, 
I stop  the  machine;  and  taking  up  the  pen  in 
my  turn,  I write  down  whatever  my  friend  at 
the  other  end  strikes  out. 

If  anybody  should  think  this  way  tire- 
some, let  him,  instead  of  the  balls,  suspend  a 
range  of  bells  from  the  roof,  equal  in  number  to 
the  letters  of  the  alphabet;  gradually  decreas- 
ing in  size  from  the  bell  A to  Z;  and  from  the 
horizontal  wires  let  there  be  another  set 
reaching  to  the  several  balls;  one,  vizt.  from 
the  horizontal  wire  B to  the  bell  B &c. 
Then  let  him  who  begins  the  discourse  bring 
the  wires  in  contact  with  the  barrel,  as  before; 
and  the  electrical  spark,  breaking  on  bells  of 
different  size,  will  inform  his  correspondent 
by  the  sound,  what  wires  have  been  touched. 
And  thus,  by  some  practice,  they  may  come 
to  understand  the  language  of  the  chimes  in 
whole  words,  without  being  put  to  the  trouble 
of  noting  down  every  letter. 

The  same  thing  may  be  otherwise  effected. 
Let  the  balls  be  suspended  over  the  characters 
as  before,  but  instead  of  bringing  the  ends  of 
the  horizontal  wires  in  contact  with  the  barrel, 
let  a second  set  reach  from  the  electrified 
cake,  so  as  to  be  in  contact  with  the  horizontal 
ones;  and  let  it  be  so  contrived  at  the  same 
time,  that  any  of  them  may  be  removed  from 
its  corresponding  horizontal  by  the  slightest 
touch,  and  may  bring  itself  down  again  into 
contact  when  left  at  liberty.  This  may  be 
done  by  the  help  of  a small  spring  and  slider, 
or  twenty  other  methods,  which  the  least 
ingenuity  will  discover.  In  this  way  the 
characters  will  always  adhere  to  the  balls, 
excepting  when  any  one  of  the  secondaries  is 
removed  from  contact  with  its  horizontal; 
and  then  the  letter  at  the  other  end  of  the 
horizontal  will  immediately  drop  from  its  ball. 
But  I mention  this  only  by  way  of  variety. 

Some  may  perhaps  think  that  although  the 
electric  fire  has  not  been  observed  to  diminish 
sensibly  in  its  progress  through  any  length  of 
wire  that  has  been  tried  hitherto;  yet  as  that 
has  never  exceeded  some  thirty  or  forty  yards, 
it  may  reasonably  be  supposed  that  in  a 
greater  length  it  would  be  remarkably  dimin- 
ished, and  probably  would  be  entirely  drained 
off  in  a few  miles  by  the  surrounding  air.  To 
prevent  this  objection,  and  save  longer  argu- 
ment, lay  over  the  wires  from  one  end  to  the 
other  with  a thin  coat  of  jeweller’s  cement. 
This  may  be  done  for  a trifle  of  additional  ex- 
pense; and  as  it  is  an  electric  per  se,  will  effec- 


tually secure  any  part  of  the  fire  from  mixing 

with  the  atmosphere.  I am,  &c.,  C.M. 

For  over  a century  the  initials  “C.M.” 
were  mistakenly  thought  to  be  those  of 
Charles  Marshall,  but  in  the  1860’s  Sir 
David  Brewster  looked  into  the  matter 
and,  by  virtue  of  correspondence  with 
people  then  living  in  Greenock,  was  able  to 
assign  the  letter  to  Charles  Morrison.  One 
of  Brewster’s  correspondents  mentioned 
having  seen  a letter  by  Morrison  describing 
his  experiments  and  stating  that  he  had 
written  about  them  to  Sir  Hans  Sloane, 
then  President  of  the  Royal  Society.  Ac- 
cording to  this  letter  (which  was  not  pre- 
served), Sloane  had  encouraged  Morrison  to 
continue  his  experiments  and  said  that  he 
would  be  pleased  to  publish  a report  when 
it  was  sent  him.  However,  the  letter  from 
Morrison  to  Sloane  is  not  preserved  in  the 
collection  of  Sloane’s  manuscripts  and 
correspondence  in  the  British  Museum.  In 
it,  Morrison  is  said  to  have  stated  that  he 
would  publish  his  observations  in  the 
Scots’  Magazine  over  his  initials  lest  he  be 
ridiculed  by  his  friends  and  neighbors. 

It  is  known  that  Morrison  was  con- 
nected in  some  way  with  the  tobacco  trade 
in  Glasgow,  that  he  eventually  went  to 
Virginia  in  connection  with  tobacco  trad- 
ing, and  that  he  died  there.  He  was  de- 
scribed as  a bashful  and  eccentric  man, 
believed  by  some  of  his  superstitious  con- 
temporaries to  be  in  league  with  the  Devil 
when  they  saw  him  transmitting  “intel- 
ligence along  wires.”  Possibly  this  feeling 
did  his  practice  little  benefit  and  prompted 
his  removal  to  Virginia. 

Morrison’s  statement  that  the  trans- 
mission of  electrical  impulses  “has  never 
exceeded  some  thirty  or  forty  yards”  indi- 
cates that  he  was  not  familiar  with  the  re- 
sults of  Watson’s  experiments  in  which  the 
distance  was  some  two  and  a half  miles. 
One  surmises  that  he  set  up  his  own  ap- 
paratus in  his  back  yard.  Had  he  been  less 
retiring  and  more  alert  to  commercial 
possibilities,  that  is,  a conscious  inventor, 
he  might  have  done  as  well  from  his  back 
yard  as  Goodyear  did  from  his  kitchen 
sink.  Morrison’s  failure  to  pursue  his 
experiments  to  a more  positive  conclusion 
as  well  as  his  awkward  mode  of  publication 
seem  the  mark  of  a dilettante  who  played 
with  scientific  materials  for  his  own  amuse- 
ment and  satisfaction. 
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Special  Article 


Hospital  Affairs 

New  Mission  for 
State  Health  Department 

HOLLIS  S.  INGRAHAM,  M.D. 

Albany,  New  York 

Commissioner  of  Health,  State  of 
New  York  Department  of  Health 


On  February  1,  1966,  the  regulation  of 
hospitals  became  for  the  first  time  in  New 
York  State’s  history  the  complete  responsi- 
bility of  the  State  Department  of  Health. 
Previously  the  Health  Department  had 
regulated  elements  of  hospital  operation 
including  maternity  services,  laboratories, 
radiation  installations,  and  sanitary  engi- 
neering and  had  approved  funds  for  hos- 
pital construction  under  the  Federal  Hill- 
Burton  program.  Yet  the  over-all  respon- 
sibility for  hospital  supervision  had  re- 
mained in  the  State  Department  of  Social 
Welfare  where  this  function  was  placed 
originally  because  of  the  hospital’s  early 
history  as  a charitable  institution. 

However,  concern,  largely  but  not  exclu- 
sively, with  the  economics  of  hospital 
operations  had  led  Governor  Rockefeller 
in  1964  to  appoint  a Committee  on  Hos- 
pital Costs  to  “make  recommendations  on 
how  New  York  can  best  meet  the  challenge 
of  improving  the  quality  of  hospital  care 
in  the  most  economical  manner.”  The 
committee  was  chaired  by  the  former 
secretary  of  the  Department  of  Health, 
Education,  and  Welfare,  Mr.  Marion 
Folsom,  and  included  Waring  Willis,  M.D., 
immediate  past-president  of  the  Medical 
Society  of  the  State  of  New  York,  among 
its  seven  members. 

Last  spring  the  Folsom  committee  issued 
its  preliminary  report,  a set  of  54  action 
recommendations,  most  of  which  dealt 
with  stemming  the  rise  of  hospital  costs. 


But  medical  economics  had  not  solely 
occupied  the  committee’s  thoughts,  and 
the  group  also  recognized  the  long-standing 
fact  that  “no  one  agency,  or  even  aggre- 
gate of  agencies  has  a comprehensive  ability 
for . . . considering  institutional  health  care 
for  the  State  as  a whole.”  The  committee 
recommended  that  since  it  “employs  more 
of  the  kinds  of  skills  needed  for  the  ad- 
vancement of  hospital  administration  than 
any  other  State  agency,  . . .the  State 
Health  Department  should  become  the 
central  State  agency  for  hospital  affairs.” 
The  proposition  carried  with  the  State’s 
lawmakers,  and  in  July  of  1965  the  Legis- 
lature enacted  Governor  Rockefeller’s  pro- 
posal placing  broad  supervisory  powers 
over  hospitals  in  the  Health  Department. 

New  statute 

Article  28  of  the  Public  Health  Law,  the 
statute  enacted,  gives  the  Health  Depart- 
ment the  responsibility  to  approve  the 
construction  of  all  hospitals,  which  the 
Department  already  does  for  hospitals 
constructed  with  Federal  Hill-Burton 
funds;  to  require  reports  on  the  quality, 
utilization,  and  cost  of  hospital  care;  and 
to  issue  a certificate  authorizing  the  opera- 
tion of  a hospital  and  the  power  to  inspect 
hospitals.  The  Department  is  also  to 
certify  whether  rate  schedules  for  hospital 
service  are  reasonably  related  to  cost  in 
connection  with  care  paid  for  by  govern- 
ment agencies  or  hospital  service  corpora- 
tions such  as  Blue  Cross. 

Meeting  the  mandate 

The  State  Health  Department  has  now 
largely  completed  a monumental  organiza- 
tional task  to  meet  its  new  charge.  The 
new  law’s  definition  of  “hospital”  as  an 
all-encompassing  term  for  patient  care 
institutions  means  the  Department  is  re- 
sponsible for  supervising  350  voluntary, 
State,  county,  and  municipal  hospitals 
(excluding  mental  hospitals);  800  nursing 
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homes  and  public  health  centers;  re- 
habilitation centers;  home  care  services; 
and  maternity  hospitals,  outpatient  de- 
partments, and  laboratories  or  other  central 
services  serving  two  or  more  hospitals. 
Proprietary  hospitals  and  proprietary  nurs- 
ing homes  in  New  York  City  remain  under 
the  City  of  New  York  Department  of  Hos- 
pital’s supervision. 

Division  of  Hospital  Affairs 

The  central  organizational  innovation  to 
meet  the  Department’s  hospital  responsi- 
bility is  a newly  created  Division  of  Hos- 
pital Affairs.  The  Division  is  composed  of 
three  bureaus:  Hospital  Certification,  Med- 
ical Review,  and  Health  Economics. 

Bureau  of  Hospital  Certification. 
Most  visible  to  the  hospital  community  of 
the  three  bureaus  will  be  Hospital  Certi- 
fication. The  hospital  operating  certifi- 
cate is  the  central  instrument  of  hospital 
regulation  and  supervision  under  the  new 
law,  and  the  bureau  will  administer  the 
certification  program.  The  operating  cer- 
tificate is,  in  effect,  the  hospital’s  charter  to 
provide  certain  kinds  of  service.  The 
State  health  commissioner  is  empowered  to 
issue,  revoke,  suspend,  limit  or  annul  a 
hospital’s  certificate. 

The  significance  of  the  certificate  is 
clearly  stated  in  Article  28.  “No  hospital 
shall  be  operated  unless  it  shall  . . . possess 
a valid  operating  certificate,”  the  law 
reads,  and  goes  on  to  say  that  no  govern- 
ment agency  or  hospital  service  corporation 
will  pay  or  reimburse  for  hospital  care 
unless  the  institution  possessed  at  the  time 
the  service  was  provided  a “valid  operating 
certificate.” 

The  Department  has  already  issued  the 
first  operating  certificates  to  eligible  institu- 
tions. This  initial  certification  has  been 
carried  out  on  a staggered  basis  with  some 
certificates  good  for  six,  twelve,  eighteen, 
or  twenty-four  months.  In  this  way, 
inspections  and  renewal  of  certificates  will 
not  occur  at  the  same  time  for  all  hospitals. 

The  Bureau  of  Hospital  Certification  will 
determine,  principally  by  biennial  in- 
spections, the  hospital’s  fitness  to  hold  an 
operating  certificate.  The  inspection  will 
not  necessarily  coincide  with  the  expiration 
of  the  institution’s  operating  certificate. 
Inspections  will  be  carried  out  from  the 


Department’s  six  regional  offices  with  local 
health  departments  involved  to  the  extent 
that  they  possess  the  staff  and  competence. 
Any  local  authorities  thus  engaged  will  act 
under  direction  of  the  regional  health 
officer. 

The  actual  inspections  will  be  carried 
out  by  teams  composed  of  a physician,  a 
hospital  administrator,  a nurse,  a nutrition- 
ist, and  a sanitarian.  The  inspection  teams 
will  be  guided  in  part  by  a State  hospital 
code  presently  under  development  and 
review.  The  Department  is  being  assisted 
by  the  State  Hospital  Association,  the 
State  Medical  Society,  the  State  and  re- 
gional hospital  review  and  planning  coun- 
cils, and  local  and  State  health  officials  in 
developing  this  code. 

The  team  physician.  The  inspection 
team  physician  will  review  the  organization 
and  qualifications  of  the  hospital’s  medical 
staff  and  its  bylaws,  rules,  and  regulations. 
He  will  be  particularly  concerned  with  the 
quality  of  care  the  hospital  renders  as 
evidenced  by  its  bylaws,  rules,  and  the 
minutes  of  special  and  standing  committees 
such  as  utilization,  internal  audit,  and 
medical  records.  Records  of  tissue  re- 
moval, autopsies,  and  other  indices  of  the 
quality  of  care  will  be  examined  by  the 
inspecting  physician. 

Hospital  administrator.  The  hospital  ad- 
ministrator on  the  inspection  team  will 
review  the  hospital’s  organization.  He 
will  evaluate  the  character,  background, 
and  experience  in  hospital  affairs  of  mem- 
bers of  the  governing  board.  He  will 
look  at  the  bylaws,  rules,  and  regulations 
of  the  hospital  board,  and  he  will  attempt  to 
gauge  the  board’s  attention  to  the  quality 
of  the  institution’s  care  by  reviewing  these 
documents  and  the  minutes  of  board  and 
committee  meetings.  He  will  also  review 
the  qualifications  of  the  hospital  adminis- 
trator, department  heads,  and  their  per- 
sonnel. 

Nursing.  The  inspection  team  nurse 
will  review  the  hospital’s  nursing  organiza- 
tion, policies,  procedures,  the  qualifica- 
tions of  the  director  of  nurses  and  her 
staff,  and  the  adequacy  of  nursing  services. 

Nutrition.  The  team  nutritionist  will 
determine  whether  or  not  the  hospital’s 
regular  and  special  diets  conform  to  the 
standards  of  the  State  Health  Depart- 
ment’s Bureau  of  Nutrition. 
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Engineering.  The  sanitary  engineer  on 
the  inspection  team  will  determine  the 
adequacy  of  the  hospital’s  water,  plumbing, 
sewerage,  and  ventilation  systems.  The 
engineer  will  also  inspect  sanitation  and 
safety  in  food  handling  areas,  the  laundry, 
maintenance  department,  and  fire  safety 
preparations. 

Long-term  care  facilities.  Nursing  homes 
and  other  long-term  care  facilities  will  be 
supervised  by  a new  Bureau  of  Geriatrics 
and  Long-Term  Care  in  the  Health  De- 
partment. A nurse  and  a sanitarian  team 
will  inspect  these  facilities. 

Bureau  of  Medical  Review.  The 
Bureau  of  Medical  Review  will  ally  closely 
with  the  Department’s  Hospital  Certifica- 
tion program.  This  Bureau  is  engaged  in 
developing  and  conducting  studies  of 
medical  care  quality  appraisal.  The 
Bureau  has  initiated,  in  cooperation  with 
the  State  Medical  Society,  a study  of 
perinatal  care,  now  nearly  completed,  in  29 
hospitals  in  the  Rochester  area.  This  study 
and  other  reviews  being  planned  involve 
evaluation  of  the  medical  record  by  a peer 
judgment  technic  with  several  reviews  of 
the  same  case  made  to  neutralize  individual 
bias.  These  reviews  are  conducted  in 
strict  confidence,  and  the  Public  Health 
Law  rules  out  the  use  of  any  information  or 
reports  related  to  medical  reviews  in  legal 
actions  against  physicians  or  hospitals. 
The  Bureau  of  Hospital  Certification  may 
call  in  the  Bureau  of  Medical  Review  for 
consultation  and  follow-up  if  it  appears 
that  a hospital  can  benefit  from  an  objec- 
tive appraisal  of  the  quality  of  care  it 
renders. 

Bureau  of  Medical  Economics.  The 
Bureau  of  Medical  Economics  will  be 
principally  concerned  with  meeting  the 
law’s  requirement  that  the  Department 
certify  whether  or  not  hospital  charges  are 
reasonably  related  to  actual  costs.  This 
certification  is  made  to  the  State  director 
of  the  budget  in  the  case  of  government 
agencies  such  as  welfare  departments  which 
purchase  hospital  care  and  to  the  State 
superintendent  of  insurance  with  respect 
to  rates  to  be  paid  to  hospital  service 
corporations  such  as  Blue  Cross. 

This  function  will  inevitably  require 
hospitals  to  report  cost  and  other  data  to 
the  Health  Department.  The  Department 
is  determined  to  keep  this  paper  workload 


on  hospitals  as  unburdensome  as  is  con- 
sistent with  the  execution  of  the  Depart- 
ment’s responsibility.  The  Department 
will  attempt  to  use,  wherever  possible, 
reports  that  hospitals  presently  prepare  to 
meet  its  information  needs. 

New  construction 

The  State  of  New  York  Department  of 
Health  is  the  State  agency  designated  to 
approve  applications  for  Federal  hospital 
construction  funds  under  the  Hill-Burton 
Law.  The  new  State  hospital  legislation 
extends  the  Health  Department’s  power 
to  approve  construction  not  only  for  Hill- 
Burton  applicants,  but  also  for  all  hospital 
and  nursing  homes.  The  Department’s 
Division  of  Hospital  Review  and  Planning, 
charged  with  administering  the  Hill-Burton 
program,  will  also  operate  the  construction 
review  program,  the  new  State  program  of 
financial  aid  for  nursing  homes,  and  what- 
ever role  the  Department  is  assigned  in  the 
new  loan  program  for  nursing  home  con- 
struction. 

Regional  hospital  councils 

The  new  hospital  legislation  does  not 
alter  the  function  of  the  State  Hospital 
Review  and  Planning  Council  and  the 
seven  regional  councils  as  integral  elements 
in  the  State’s  planning  mechanism  for 
hospital  development. 

Meshing  with  Medicare 

The  State  Health  Department  has  Medi- 
care responsibilities  in  both  the  more 
widely  known  program  of  hospitalization 
for  the  aging  (Title  18)  and  in  the  less  well- 
known  program  of  medical  care  for  the 
indigent  and  medically  indigent  (Title  19). 
Under  Title  18  the  Department,  through  a 
contract  with  the  Federal  government,  is 
to  certify  to  the  Social  Security  Administra- 
tion which  hospitals,  extended  care  facili- 
ties, independent  laboratories,  mental 
health  facilities,  and  home  health  services 
are  eligible  as  providers  of  service  under 
Medicare.  Medicare  participation  also 
requires  hospitals  to  maintain  utilization 
review  committees,  and  the  State  Health 
Department  will  review  the  adequacy  of 
these  committees  and  assist  hospitals  in 
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developing  acceptable  utilization  review 
mechanisms. 

Title  19,  the  Medicare  program  for  those 
on  public  assistance,  will  be  administered 
by  the  State  Department  of  Social  Welfare. 
However,  the  Governor  has  assigned  the 
Health  Department  to  establish  and  main- 
tain standards  for  the  institutions  in  which 
welfare  recipients  are  treated  and  to  insure 
that  this  care  is  of  high  quality. 

Conclusion 

The  enactment  of  a comprehensive  State 
hospital  policy  and  the  assignment  of 
important  responsibilities  under  the  Medi- 
care program  give  the  State  Health  Depart- 
ment central  responsibility  for  regulating 


Studies  in  nephrotic  syndrome 

In  a ten-year  study  of  135  children  with 
idiopathic  nephrotic  syndrome  treated  with 
adrenal  steroids,  the  five-year  survival  rate  was 
76.4  per  cent.  This  study,  reported  in  a recent 
issue  of  the  Mayo  Clinic  Proceedings  by  R.  B. 
Brown,  M.D.,  E.  C.  Burke,  M.D.,  and  G.  B. 
Stickler,  M.D.,  showed  that  of  the  patients  who 
had  survived  five  years  or  more,  55.8  per  cent 
apparently  enjoyed  complete  remission,  but  25 
per  cent  still  required  steroids  for  control  of 
symptoms.  Although  comparison  of  these  fig- 
ures with  those  of  the  presteroid  era  appears  to 
give  steroids  the  advantage,  this  cannot  be 
stated  with  certainty  in  the  absence  of  studies 
with  untreated  controls,  the  humanitarian  im- 
plications of  which  are  obvious. 

On  their  first  visit  to  the  hospital,  the  90  boys 
and  45  girls  ranged  in  age  from  under  one  year 
to  fifteen  years.  The  peak  incidence  was  in  the 
two  - to  five-year  age  bracket  making  up  50  per 
cent  of  the  total.  The  patients  seen  in  1953 
were  initially  given  a ten-day  course  of  cortico- 


hospital  affairs  in  this  State.  The  Depart- 
ment approaches  this  task  with  a 
philosophy  designed  to  foster  an  atmos- 
phere of  mutual  cooperation,  trust,  and 
positiveness  between  the  supervising 
agency  and  the  vital  institutions  super- 
vised. New  York  possesses  an  enlightened 
State  medical  society  and  a progressive- 
minded  hospital  association.  Given  the 
tradition  of  cooperation  among  physicians, 
hospitals,  and  health  officials,  the  Health 
Department  believes  that  the  State  hospital 
program  described  here  offers  an  effective 
instrument  for  achieving  the  high  purposes 
set  forth  in  the  hospital  bill’s  preamble — to 
give  New  York’s  citizens  “hospital  and 
related  services  of  the  highest  quality,  ef- 
ficiency provided  and  properly  utilized  at  a 
reasonable  cost.” 


trophin:  150  mg.  per  square  meter  of  body 

surface  per  day.  In  most,  diuresis  occurred 
between  six  and  fourteen  days.  On  hospital 
discharge,  intermittent  steroid  treatment  was 
started.  In  earlier  years,  100  mg.  cortisone  was 
given  daily  for  three  successive  days  a week  for 
six  weeks  or  for  as  long  as  six  months  if  albu- 
minaturia  persisted  and  three  to  six  months 
after  urine  became  normal.  Later,  the  main- 
tenence  schedule  was  50  mg.  prednisone  or  40 
mg.  triamcinolone,  each  per  square  meter  of 
body  surface  per  day  for  three  successive  days  a 
week  continuing  for  six  to  twelve  months  after 
clinical  and  chemical  remissions  were  shown. 

Parents  were  instructed  to  record  proteinuria 
as  measured  by  reagent  strips  (Albustix),  drug 
dose,  and  body  weight.  If  edema  or  moderate 
proteinuria  recurred,  prednisone  was  given  again 
three  days  a week  for  three  to  six  months  after 
the  urine  became  negative.  When  exacerbation 
with  edema  and  ascites  recurred,  an  eight-day 
course  of  50  mg.  prednisone  or  40  mg.  triam- 
cinolone daily  per  square  meter  of  body  surface 
was  resumed;  when  proteinuria  ceased,  the 
three-days-per-week  schedule  was  continued  for 
six  to  twelve  months. 
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The  "common  cold,”  interferon, 
and  mononucleosis 


Letters  to  the  Editor 


To  the  Editor:  At  the  outset,  let  me  make  it 

clear  that  I am  neither  a physician  nor  a re- 
search scientist.  I am  an  optimist  with  the 
belief  that  interesting  ideas  worthy  of  medical 
exploration  might  be  suggested  by  medically 
untrained  individuals. 

The  idea.  I can  remember,  as  a senior  at 
Cornell  University,  awakening  one  morning 
with  a self-realization.  It  occurred  to  me  that 
I had  never  suffered  a “common  cold.”  As  a 
matter  of  fact,  I have  never  carried  tissues  or  a 
handkerchief  in  my  life. 

However,  my  medical  history  suggested  to  me 
that  although  very  healthy,  I seem  to  be  an 
excellent  host  for  more  serious  illnesses  believed 
to  be  transmitted  by  virus.  At  eighteen,  I 
contracted  infectious  hepatitis  and  was  in  a 
hospital  for  one  month.  At  nineteen,  while 
overseas,  I contracted  mononucleosis.  The 
question  I asked  was:  If  my  constitution  can 

ward  off  common  colds,  then  why  am  I subject  to 
the  less  common  “virus”  diseases?  Is  there 
cause  and  effect? 

I wanted  to  find  out  the  possibility  of  a re- 
lationship between  cases  of  mononucleosis  and 
the  incidence  of  common  cold  prior  to  mono- 
nucleosis. The  most  natural  inclination  was  to 
speak  with  acquaintances  who  have  had  diag- 
nosed cases  of  mononucleosis.  Very  curiously, 
the  dozen  students  all  proclaimed  that  they 
rarely,  if  ever,  suffered  from  the  common  cold. 
I can  remember  the  excitement:  feeling  like  a 
snipe  hunter  bagging  a snipe! 

Research.  There  were  so  many  questions, 
so  much  to  find  out.  What  is  a common  cold? 
What  is  mononucleosis?  What  is  interferon? 
To  try  to  answer  these  three  questions  required 
many  months  of  reading  scores  of  articles  in 
dozens  of  technical  journals  from  the  United 
States,  England,  Canada,  Italy,  and  else- 
where. For  the  untrained  and  uninitiated  such 
as  I,  you  can  imagine  the  frustration  of  finding: 

1.  The  specific  agent  causing  mononucleosis 
is  unclear.  Most  researchers  are  con- 
vinced, however,  that  mononucleosis  is 
caused  by  a virus.  But  the  specific 
virus  for  type  I,  II,  and  III  infectious 
mononucleosis  has  not  been  isolated  or 
reproduced  in  laboratory  animals. 

2.  Less  is  known  about  interferon  to  explain 
certain  immunities  caused  by  chemical 
changes  in  cell  nuclei. 

3.  Least  is  known  about  coryza,  perhaps  the 
most  common  disease  afflicting  man. 


From  cultures  of  colds  over  200  distinct 
viruses  have  been  identified,  but  few  have 
been  isolated. 

In  effect,  I was  dealing  with  three  unknowns: 
the  common  cold,  interferon,  and  mononucleosis. 

During  the  next  two  and  one-half  years,  until 
the  winter  of  1964,  I received  the  generous  use 
of  Cornell’s  computer  system  and  the  time  of 
many  professors.  With  help,  I devised  a 
questionnaire  that  was  filled  out  by  every  stu- 
dent who  sought  treatment  at  the  University’s 
“cold  clinic.”  After  making  I.B.M.  cards  for 
well  over  3,000  responses,  including  a separated 
sample  of  over  100  diagnosed  mononucleosis 
cases,  I was  ready  to  measure  the  statistical 
correlations  for  the  following  hypothesis: 

Individuals  with  histories  of  mononucleosis 
suffer  significantly  fewer  preceding  colds  than 
the  general  population. 

The  corollary  is  that  a greater  than  average, 
four  or  more,  colds  per  year  in  a host  could 
create  interferon  that  inhibits  mononucleosis. 

The  null  hypothesis  is  that  the  frequency  and 
incidence  of  common  colds  have  no  relationship 
to  the  incidence  of  mononucleosis. 

Findings.  Using  standard  statistical  tech- 
nics, I was  unable  to  show  a significant  correla- 
tion supporting  my  hypothesis.  However,  a 
trend  did  seem  to  point  toward  such  a correla- 
tion, especially  for  females.  Unfortunately, 
my  mononucleosis  sample  was  not  nearly  as 
large  as  I would  have  liked.  If  any  of  you 
should  question  your  mononucleosis  patients 
concerning  their  “cold”  histories,  I would  be 
pleased  to  hear  your  findings. 

Summary.  Until  my  hypothesis  is  disproved 
by  those  of  you  with  sophistication  in  bio- 
chemistry, virology,  and  immunology,  I will 
continue  to  believe  that  one  day  some  combina- 
tion of  the  many  viruses  existing  in  the  “com- 
mon cold”  will  be  isolated.  A researcher 
might  well  find  that  interferon  is  produced  by 
this  combination  of  viruses  which  serves  to 
promote  immunity  against  mononucleosis. 
Perhaps  another  cold  combination  might  retard 
hepatitis. 

The  answers  to  many  diseases  believed  to  be 
caused  by  viruses  might  lie  with  the  most 
baffling  and  common  ailment  known  to  man, 
the  cold.  More  attention  to  its  mystery  is  in 
order. 

Stephen  H.  Eichler 

330  East  33rd  Street 
New  York  City  10016 
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Rocco  Nicola  De  Dominicis,  M.D.,  of  Buffalo, 
died  on  January  7 at  his  home  at  the  age  of 
seventy-five.  Dr.  De  Dominicis  graduated  in 
1917  from  the  University  of  Buffalo  School  of 
Medicine.  Retired  in  1961  after  serving  thirty- 
two  years  as  a medical  examiner  for  Erie 
County,  he  had  served  as  a lieutenant  in  the 
Army  during  World  War  I and  during  a year’s 
absence  of  leave  from  his  county  post  served 
as  a rating  specialist  from  the  Buffalo  regional 
office  of  the  Veterans  Administration. 

Adolph  George  De  Sanctis,  M.D.,  of  New 
York  City,  died  on  January  21  at  Brookdale 
Hospital  at  the  age  of  seventy-two.  Dr.  De 
Sanctis  graduated  in  1914  from  the  Long  Island 
College  Hospital.  He  was  a consulting  pedia- 
trician at  University  Hospital,  New  York  In- 
firmary, French,  Mother  Cabrini  Memorial, 
Wyckoff  Heights,  Vassar  Brothers  (Pough- 
keepsie), St.  Joseph’s  (Far  Rockaway),  and 
St.  Francis  (The  Bronx)  Hospitals.  A former 
chairman  of  the  Department  of  Pediatrics  at 
Post-Graduate  Hospital  Medical  School,  Dr. 
De  Sanctis  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Amer- 
ican Academy  of  Pediatrics,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Edward  Dunphy,  M.D.,  of  Fishkill, 
died  on  December  10,  1965,  at  Highland  Hos- 
pital at  the  age  of  sixty-three.  Dr.  Dunphy 
graduated  in  1930  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  an  attending 
physician  in  general  practice  at  Highland  Hos- 
pital (Beacon)  and  for  a number  of  years  had 
served  as  health  officer  for  the  Town  of  Fish- 
kill.  He  was  one  of  the  school  physicians  in 
Wappingers  School  District,  a former  president 
of  the  American  Academy  of  General  Practice 
and  the  Dutchess  County  Board  of  Health. 
Dr.  Dunphy  was  a member  of  the  American 
Academy  of  General  Practice,  the  American 
School  Health  Association,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edward  Aaron  Goodwin,  M.D.,  formerly  of 
New  York  City,  retired,  died  on  January  22  at 
his  home  at  Miami  Beach,  Florida,  at  the  age 
of  eighty-two.  Dr.  Goodwin  graduated  in  1906 
from  the  University  of  Michigan  Medical  School. 

Alfred  William  Poliak,  M.D.,  of  New  York 
City,  died  on  June  7,  1965,  at  the  age  of  eighty- 
four.  Dr.  Poliak  graduated  in  1902  from  Co- 
lumbia University  College  of  Physicians  and 


Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Assoication. 

Douglas  Quick,  M.D.,  of  New  York  City, 
retired,  died  on  January  30  at  the  Masonic 
Home,  Utica,  at  the  age  of  seventy-four.  Dr. 
Quick  graduated  in  1914  from  the  University 
of  Toronto  Faculty  of  Medicine.  He  was  a 
consulting  surgeon  at  Roosevelt  and  Midtown 
Hospitals.  An  early  user  of  radium  in  the 
treatment  of  cancer  and  one  of  the  first  doctors 
to  specialize  in  cancer  treatment,  he  served  at 
Memorial  Hospital  from  1916  to  1932,  be- 
coming chief  of  its  head  and  neck  service,  and 
director  of  Roosevelt  Hospital’s  therapeutic 
radiology  department  in  1952  when  the  Hos- 
pital began  using  what  was  then  the  world’s 
largest  radium  treatment  device,  a five-ton 
projector  using  50  grams  of  radium.  Dr.  Quick 
was  a Diplomate  of  the  American  Board  of 
Radiology  (Therapeutic  Radiology),  a Fellow 
of  the  American  College  of  Radiology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Association  for  Cancer 
Research,  the  American  Radium  Society  (pres- 
ident from  1925  to  1926),  the  American  Roent- 
gen Ray  Society,  the  Radiological  Society  of 
North  America,  Inc.,  the  New  York  Academy 
of  Medicine,  the  New  York  Gastroentero- 
logical Society,  the  New  York  Roentgen  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Roy  L.  Scott,  M.D.,  of  Buffalo  died  on  Jan- 
uary 9 at  Buffalo  General  Hospital  at  the  age  of 
seventy-five.  Dr.  Scott  graduated  in  1916  from 
the  University  of  Pennsylvania  School  of 
Medicine.  Since  1954  he  had  been  director  of 
the  Western  New  York  Medical  Plan  (Blue 
Shield).  During  World  War  I he  was  in  com- 
mand of  an  Army  hospital  train  of  the  American 
Expeditionary  Force  in  France.  A recipient 
of  the  Silver  Star  and  Purple  Heart,  Dr.  Scott 
was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rosa  Balog  Turnai,  M.D.,  of  Flushing,  died 
on  January  27  at  the  age  of  seventy-two.  Dr. 
Turnai  received  her  medical  degree  from  the 
University  of  Budapest  in  1917.  She  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 
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Gerstenblith,  T.,  Katabi,  G.,  Stein  I., 
and  Tirsch,  H.:  Quinidine  utilization  in 

cardiac  arrhythmias;  report  of  study  involving 
sulfate  and  polygalacturonate  salts,  New  York 
State  J.  Med.  66:  701  (Mar.  15)  1966. 

Quinidine  therapy  was  administered  to  29 
hospitalized  patients  with  cardiac  arrhythmias, 
16  of  whom  were  seventy  to  ninety-three  years 
of  age.  The  arrhythmias  of  24  patients  were 
eliminated.  Four  patients,  all  in  extremis  on 
hospitalization,  expired,  but  it  was  the  clinical 
judgment  that  the  deaths  were  unrelated  to 
quinidine  administration.  Two  salts  of  quin- 
idine, quinidine  sulfate  and  quinidine  poly- 
galacturonate, were  used  in  the  study.  The 
conversion  rate  was  similar  with  both,  but  con- 
versions in  some  cases  were  accomplished  with 
smaller  amounts  of  quinidine  polygalacturonate, 
in  a shorter  time,  and  with  fewer  gastrointes- 
tinal side-effects. 

Verstraete,  M.:  Treatment  of  sequelae  sec- 
ondary to  peripheral  vascular  occlusion,  New 
York  State  J.  Med.  66:  707  (Mar.  15)  1966. 

An  enzyme  catalyst,  streptokinase-strepto- 
domase  (Varidase)  was  used  locally  in  68 
patients  with  skin  defects,  ulcers,  and  gangrene 
of  various  origins  and  duration.  A definite 
improvement  was  found  with  enzymatic  de- 
bridement compared  with  a control  group. 
Streptokinase-streptodornase  incorporated  in  a 
water-soluble  jelly  caused  initial  burning  at  the 
site  of  application  in  50  per  cent  of  the  patients 
but  did  not  prevent  further  treatment.  A more 
rapid  granulation  and  epithelization  was  noted 
after  prolonged  use. 


Gottlieb,  E.,  and  Lewin,  M.  L.:  Congenital 

midline  cervical  clefts  of  neck,  New  York  State 
J.  Med.  66:  712  (Mar.  15)  1966. 

Midline  cervical  cleft  and  cord  is  a rare  con- 
genital anomaly.  Two  cases  are  presented  and 
a possible  embryologic  explanation  given.  To 
prevent  recurrence,  surgical  correction  must 
include  complete  excision  of  the  involved  skin 
and  all  of  the  underlying  fibrotic  tissue.  To 
avoid  subsequent  cicatricial  contracture,  some 
modification  of  a “Z”  plasty  must  be  used. 

Strax,  P.,  and  Oppenheim,  A.:  Breast  types 
in  mammography,  New  York  State  J.  Med. 
66:  724  (Mar.  15)  1966. 

Mammograms  may  be  classified  as  primarily 
fibrous,  glandular,  or  fatty  on  the  basis  of 
roentgenographic  appearance.  This  is  correla- 
ted with  parity,  breast  size,  and  particularly 
age,  although  much  variability  exists.  The 
reasons  for  variability  and  possible  relationship 
of  hormones  warrant  further  study. 

Irgang,  S.:  Lupus  erythematosus  in  the  Negro, 
New  York  State  J.  Med.  66:  727  (Mar.  15) 
1966. 

The  clinical  features  of  lupus  erythematosus 
are  basically  the  same  in  white  and  Negro  pa- 
tients. The  degree  of  photosensitivity  is 
decidedly  less  in  the  Negro,  but  postresolution 
residual  pigmentary  changes  are  more  striking. 
The  disease  occurs  less  often  in  the  Negro  than 
in  his  white  counterpart  and  less  often  in  the  full- 
blooded  Negro  than  in  those  of  mixed  racial 
descent. 
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President  Johnson  has  put  a price  tag  of 
about  $4.5  billion  on  his  fiscal  1967  health 
programs,  both  domestic  and  international. 
The  President’s  fiscal  1967  budget  for  the 
year  beginning  next  July  1 calls  for  spend- 
ing about  $4.3  billion  on  domestic  health 
programs  under  the  U.S.  Department  of  Health, 
Education,  and  Welfare.  Cost  of  medicare 
benefits  will  be  in  addition  to  this  total,  because 
they  will  be  paid  for  by  Social  Security  taxes. 

Spending  on  domestic  health  programs  would 
have  been  greater  if  some  programs,  such  as 
the  new  heart  disease,  cancer,  and  stroke 
program,  had  not  been  cut  back  because  of  the 
increased  costs  of  the  Vietnam  war.  Most  of 
the  cutbacks  were  effected  by  requesting  smaller 
appropriations  than  Congress  had  approved. 
The  appropriation  requested  for  the  heart 
disease,  cancer,  and  stroke  program  was  only 
half  of  the  $90  million  authorized  by  Congress. 

Johnson  told  Congress  he  would  submit 
international  health  legislation  to:  create  an 

International  Career  Service  in  Health;  help 
meet  health  manpower  needs  in  developing 
nations;  combat  malnutrition;  control  and 
eradicate  disease;  and  cooperate  in  world-wide 
efforts  to  deal  with  population  problems.  He 
said  the  United  States  must  be  prepared  to 
help  developing  countries  who  ask  for  aid  in 
controlling  population  expansion  because  “ . . . 
population  growth  now  consumes  about  two 
thirds  of  economic  growth  in  the  less-developed 
world.  As  death  rates  be  steadily  driven  down, 
the  individual  miracle  of  birth  becomes  a 
collective  tragedy  of  want.” 

Two  Federal  reports,  by  the  President’s 
Council  of  Economic  Advisers  and  by  the 
Social  Security  Administration,  covered  medical 
costs  and  over-all  national  spending  for  health 
care.  The  annual  report  of  the  economic 
council  conceded  that  the  “true”  increase  in 
medical  costs  may  have  been  less  than  the 
dollar  increase.  The  report  said: 

In  the  most  recent  five  years,  medical 
costs  have  risen  less  rapidly  than  during  the 
1950’s.  This  has  been  due  primarily  to  the 
fact  that  prices  of  prescriptions  and  drugs 
have  been  declining.  Also,  the  increase  in 
charges  for  medical  services,  including  doctors’ 
and  dentists’  fees,  eye  examinations  and 
eyeglasses,  and  hospital  rates,  has  slowed 
down  in  comparison  with  the  earlier  period. 

The  higher  hospital  and  doctor  charges 
reflected  in  the  consumer  price  index  may 
overstate  the  true  increase  in  the  cost  of 
medical  care  when  account  is  taken  of  the 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


rising  effectiveness  of  the  care  received - 
With  the  dramatic  improvements  in  medical 
technology  that  have  taken  place  over  the 
postwar  period,  many  patients  get  more  real 
“services”  from  each  day’s  stay  in  the  hos- 
pital or  each  visit  to  the  doctor  than  before. 

The  Social  Security  Administration  reported 
that  the  nation  spent  $36.8  billion  in  1964  for 
health  care,  which  almost  triples  the  $12.9 
billion  spent  in  1950.  Per  capita  expenditures 
more  than  doubled  in  the  fifteen-year  period, 
rising  from  $84  to  $191  per  person.  More  than 
90  per  cent  of  the  1964  expenditures  were  for 
health  services  and  supplies.  The  balance  was 
spent  for  medical  research  and  construction  of 
medical  facilities.  There  was  a considerable 
shift  in  method  of  payment  for  personal  health 
services  from  direct  out-of-pocket  payments  to 
third-party  payments.  Payments  by  third 
parties,  which  include  insurance  benefits,  gov- 
ernment payments,  and  philanthropic  payments, 
met  slightly  over  one  third  of  the  personal 
health  care  expenditures  in  1950  and  almost 
half  of  these  expenditures  in  1964.  Government 
payments  continued  to  provide  about  22  per 
cent  of  the  funds  for  all  personal  health  services. 
*** 

The  Department  of  Justice  has  ordered 
coordination  of  Federal  procedures  to  assure 
that  medical  facilities  and  institutions  of  higher 
learning  which  receive  government  funds  do  not 
practice  racial  discrimination.  The  U.S.  De- 
partment of  Health,  Education,  and  Welfare 
was  assigned  the  main  responsibilities  which 
include:  (1)  preparing  and  distributing  a 

compliance  form  to  be  submitted  by  all  medical 
facilities  and  institutions  of  higher  learning 
which  receive  Federal  money  and  evaluating  the 
submitted  forms;  (2)  conducting  periodic 
reviews  of  recipients  and  investigating  any 
discrimination  complaints  against  them;  and 
(3)  attempting  to  secure  voluntary  compliance 
and  notifying  other  departments  and  agencies 
when  any  such  effort  fails. 

*** 

Both  the  American  Medical  Association  and 
the  Food  and  Drug  Administration  have  warned 
the  public  against  interpreting  the  acquittal  of 
the  promoters  of  Krebiozen  as  meaning  it  is 
effective  in  the  treatment  of  cancer.  A Federal 
court  jury  in  Chicago  found  the  promotel's  not 
guilty  of  fraud.  In  regard  to  the  court  decision, 
the  A.M.A.  stated: 

The  results  of  a criminal  proceeding  should 
not  be  interpreted  as  establishing  efficacy  of 
the  alleged  new  drag  called  Krebiozen  by  its 
promoters.  Cancer  sufferers  should  consult 
with  their  physicians  and  not  try  to  determine 
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for  themselves  what  is  the  best  course  of 
treatment  in  their  own  individual  cases. 

The  F.D.A.  stated: 

As  far  back  as  1963,  Krebiozen  was  proved 
to  be  nothing  more  than  mineral  oil  and 
creatine,  a common  laboratory  chemical. 


Advances  in  diagnosis 
of  gastric  lesions 

A new  instrument  to  aid  in  the  diagnosis  of 
gastric  lesions,  the  fibergastroscope,  has  become 
available  in  the  last  few  years.  Its  use  still 
further  enhances  the  possibilities  in  evaluating 
gastric  lesions.  V.  W.  Groisser,  M.D.,  J.  Di 
Bianco,  M.D.,  and  G.  Nissenbaum,  M.D., 
writing  in  a recent  issue  of  The  Journal  of  the 
Medical  Society  of  New  Jersey,  report  their  ex- 
perience with  373  patients,  119  of  whom  were 
found  to  have  normal  stomachs.  The  other  254 
were  distributed  among  17  different  diagnostic 
categories.  Because  motion  pictures  can  be 
taken  through  the  fibergastroscope,  its  diag- 
nostic, educational,  and  research  value  is  an 
additional  advantage. 

The  fibergastroscope  (American  Cystoscope 
Makers,  Inc.)  uses  glass-fiber  bundles  instead  of 
the  lenses  which  conduct  the  image  in  the  con- 
ventional gastroscope.  The  fibergastroscope 
permits  light  to  be  conducted  along  a curved 
path,  the  light  traversing  each  rod  over  a zigzag 
path,  constantly  bouncing  off  the  surface  of  the 
glass  fiber  until  it  reaches  the  eyepiece.  Each 
glass  fiber  has  a high  index  of  refraction.  This 
fiber  is  coated  by  a glass  fiber  with  a low  re- 
fractive index  to  diminish  light  loss  by  scatter. 


That  scientific  judgment  still  stands.  The 
F.D.A.  will  carry  out  its  responsibility  to  the 
public  by  doing  whatever  will  be  necessary 
to  keep  Krebiozen  out  of  interstate  commerce. 
We  will  do  this  as  a life-saving  activity. 
Each  day  a person  with  treatable  cancer 
relies  on  Krebiozen  is  a day  that  brings  him 
closer  to  death. 


Although  the  cold  light  eliminates  heat  at  the 
tip,  its  objective  provides  a smaller  image,  with 
obvious  disadvantages  both  diagnostically  and 
photographically. 

The  fibergastroscope  has  3 principal  ad- 
vantages: flexibility,  ease  of  passage,  and  ex- 
cellent transmission  of  light.  Because  of  its 
flexibility,  it  has  been  possible  to  prolong  ob- 
servation up  to  ninety  minutes;  view  satis- 
factorily the  antrum  and  prepyloric  region  of 
the  stomach  frequently  inaccessible  to  the 
standard  scope;  view  regions  of  the  pars  media 
of  cascade  stomachs,  which,  because  of  topo- 
graphic distortion,  often  prevent  passage  of  the 
standard  instrument;  perform  endoscopic  ex- 
aminations in  patients  with  kyphoscoliosis;  and 
enter  and  study  the  proximal  portion  of  the 
afferent  and  efferent  limb  of  gastrojejunosto- 
mies. 

Because  of  the  ease  of  passage,  it  has  been 
possible  to  perform  endoscopies  at  the  bedside 
when  it  has  not  been  possible  to  move  the 
patient;  and  the  light  transmission  permits  the 
taking  of  8-  and  16-mm.  motion  pictures,  pro- 
viding an  objective  record  for  the  endoscopist 
which  may  be  studied  and  compared  with  other 
information:  x-ray,  tissue  specimens,  exfoliative 
cytology,  and  surgical  findings.  A new  rotating 
camera-scope  bracket  has  improved  the  means 
for  attaching  direct-reflex  cameras  to  the  fiber- 
scope. 
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Abstracts  in  Interlingua 


Gerstenblith,  T.,  Katabi,  G.,  Stein,  I.,  e 
Tirsch,  H.:  Le  utilisation  de  quinidina  in 

arrhythmias  cardiac;  reporto  de  un  studio  con 
le  uso  de  sulfato  e polygalacturonato  de  quin- 
idina ( anglese ),  New  York  State  J.  Med. 
66:  701  (15  de  martio)  1966. 

Therapia  a quinidina  esseva  usate  in  le 
tractamento  de  29  hospitalisate  patientes  con 
arrhythmias  cardiac,  incluse  16  de  etates  de 
inter  70  e 93  annos.  Le  arrhythmias  de  24  del 
patientes  esseva  eliminate.  Quatro  patientes, 
omnes  in  extremis  al  tempore  de  lor  hospitalisa- 
tion, moriva,  sed  le  impression  clinic  esseva  que 
le  mortes  esseva  sin  relation  con  le  adminis- 
tration de  quinidina.  Duo  sales  de  quinidina, 
sulfato  de  quinidina  e polygalacturonato  de 
quinidina,  esseva  usate  in  le  studio.  Le  pro- 
portion de  conversiones  esseva  simile  post  le 
uso  del  duo,  sed  in  certe  casos  le  conversiones 
esseva  effectuate  con  plus  micre  quantitates 
de  polygalacturonato  de  quinidina,  in  un  plus 
curte  periodo  de  tempore,  e con  minus  numerose 
adverse  effectos  gastrointestinal. 

Verstraete,  M.:  Le  tractamento  de  sequelas  de 
occlusion  periphero-vascular  (anglese).  New 
York  State  J.  Med.  66:  707  (15  de  martio) 
1966. 

Un  enzyma-catalysta,  streptokinase-strepto- 
domase  (Varidase),  esseva  usate  topicamente 
in  68  patientes  con  cutanee  defectos,  ulceres, 
e gangrenas  de  varie  origines  e periodos  de 
duration.  Un  definite  melioration  esseva  notate 
post  debridement  enzymatic  in  comparation 
con  un  gruppo  de  controlo.  Streptokinase- 
streptodornase  in  un  hydrosolubile  gelea  causa va 
initialmente  un  sensation  ardente  al  sito  del 
application  in  50  pro  cento  del  patientes  sed 
non  preveniva  le  continuation  del  tractamento. 
Un  plus  rapide  granulation  e epithelisation  esseva 
notate  post  le  uso  prolongate  de  illo. 


Gottlieb,  E.,  e Lewin,  M.  L.:  Congenite 

fissura  cervical  mesolineal  (anglese),  New  York 
State  J.  Med.  66:  712  (15  de  martio)  1966. 

Mesolineal  fissura  e chorda  cervical  es  un  rar 
anormalitate  congenite.  Es  presentate  duo 
casos,  insimul  con  un  possibile  explication  em- 
bryologic  del  condition.  Pro  prevenir  recur- 
rentia,  le  correction  chirurgic  debe  includer  le 
complete  excision  del  pelle  afficite  e de  omne 
le  subjacente  tissu  fibrotic.  Pro  evitar  un  sub- 
sequente  contractura  cicatrical,  le  un  o le  altere 
modification  de  un  Z-plastia  debe  esser  usate. 

Strax,  P.,  e Oppenheim,  A.:  Typos  mammari 
a bases  mammographic  (anglese).  New  York 
State  J.  Med.  66:  724  (15  de  martio)  1966. 

Mammogrammas  pote  esser  classificate  como 
primarimente  fibrose,  glandular,  o grassiose  a 
base  del  apparentias  roentgenographic.  II 
existe  un  correlation  inter  iste  classification  e 
le  frequentia  del  parturitiones,  le  magnitude 
del  mammas,  e particularmente  le  etate  del 
subjecto,  ben  que  multe  variabilitate  es  in- 
contrate.  Le  rationes  del  variabilitate  e un 
possibile  relation  con  hormones  merita  esser 
studiate  additionalmente. 

Irgang,  S.:  Lupus  erythematose  in  le  negro 
(anglese),  New  York  State  J.  Med.  66: 
727  (15  de  martio)  1966. 

Le  characteristicas  clinic  de  lupus  erythe- 
matose es  fundamentalmente  identic  in  patientes 
blanc  e negre.  Le  grado  de  photosensibilitate  es 
deciditemente  plus  basse  in  le  negro,  sed  residue 
alterationes  pigmentari  post  le  resolution  es  plus 
frappante  in  ille.  Le  morbo  occurre  minus 
frequentemente  in  negros  que  in  blancos  e 
minus  frequentemente  in  negros  de  sanguine  pur 
que  in  negros  de  mixte  provenientia  racial. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


JOHN  TRACY  CLINIC  PARENT 
EDUCATION  FILM  SERIES  AND 
RECORDINGS 

The  following  films  and  recordings  are  in- 
tended to  be  viewed  and  amplified  as  a series 
and  will  generally  be  less  effective  when  used 
separately.  Arrangements  can  be  made  to 
obtain  selected  films  for  special  purposes. 

A series  of  19  educational  films  and  recordings 
(33  rpm)  are  available  for  the  education  of 
parents  of  preschool-age  deaf  children  and  other 
interested  groups.  The  series  is  in  two  parts. 
Nine  information  films,  ten  minutes  each,  deal 
with  specific  technics  of  building  communica- 
tion skills  with  preschool-age  deaf  children. 
Nine  attitude  films  deal  with  the  psychological 
problems  of  parents.  One  twenty-minute  film 
serves  as  an  introduction  for  both  sets.  A 
twenty-minute  record  accompanies  each  film 
and  serves  to  amplify  the  material  in  the  film. 
Each  record  also  provides  for  a discussion  period. 

The  films  will  be  used  most  effectively  with  a 
professional  leader.  Experienced  educators  of 
the  deaf  may  provide  best  leadership  for  the 
information  films,  while  a person  with  profes- 
sional training  in  the  field  of  mental  health, 
such  as  psychology,  psychiatry,  social  welfare, 
and  others  soon  may  provide  best  leadership  for 
the  attitude  films. 

Information  films:  These  nine  films  il- 

lustrate the  technics  used  to  develop  com- 
munication skills  in  very  young  deaf  children. 
Although  designed  for  the  beginning  parent, 
they  contain  information  that  should  be  of 
value  to  all  parents  of  young  deaf  children. 

Hearing  and  not  Hearing.  Sound,  16  mm., 
ten  minutes. 

This  film  contains  an  illustration  of  the  way 
the  ear  works,  a description  of  some  of  the 
terms  used  in  describing  hearing  and  not  hear- 
ing, and  an  illustration  of  the  influence  of  a 
hearing  loss  on  speech  perception. 

Getting  the  Idea.  Sound,  16  mm.,  ten  minutes. 

This  film  describes  the  general  process  by 
which  a hearing  baby  learns  to  communicate 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


and  how  this  resembles  and  differs  from  the 
communication  process  of  the  child  who  is 
deaf. 

Talk!  Talk!  Talk!  Sound,  16  mm.,  ten 
minutes. 

This  film  shows  the  beginning  of  lip  reading 
and  how  an  awareness  of  lip  movements  can 
be  developed  and  utilized  for  the  development  of 
lip  reading  skills. 

Stepping  Stones.  Sound,  16  mm.,  ten  min- 
utes. 

This  film  introduces  the  technics  used  for 
teaching  specific  lip  reading  skills  and  offers 
suggestions  for  the  selection  of  a specific  lip 
reading  word. 

Check  and  Double  Check.  Sound,  16  mm., 
ten  minutes. 

This  film  continues  the  description  of  specific 
lip  reading  technics,  including  information  on 
how  it  is  possible  to  determine  when  a child 
has  actually  learned  a word. 

The  Beginnings  of  Speech.  Sound,  16  mm., 
ten  minutes. 

This  film  describes  the  stages  by  which  re- 
ceptive language  becomes  expressive  language 
and  shows  how  parents  can  encourage  the  use 
of  spoken  language. 

Holding  the  Reins.  Sound,  16  mm.,  ten  min- 
utes. 

This  film  deals  with  some  of  the  technics  and 
methods  that  are  useful  in  communication 
training  for  a young  deaf  child. 

Making  A Choice.  Sound,  16  mm.,  ten  min- 
utes. 

This  film  describes  the  procedure  for  selecting 
and  teaching  the  second  lip  reading  word. 

Eyes,  Ears,  and  Hands.  Sound,  16  mm.,  ten 
minutes. 

This  film  describes  the  use  of  sight,  touch,  and 
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residual  hearing  in  the  multisensory  approach 
to  teaching  a deaf  child. 


Attitude  films.  These  nine  parent  attitude 
films  show  several  days  in  the  lives  of  Dick  and 
Ann  Johnson,  parents  of  a deaf  child.  The 
Johnsons  are  quite  an  average  family  with  aver- 
age problems,  but  the  films  have  focused  on 
them  at  a time  when  certain  incidents  have 
highlighted  some  of  their  problems  and  frus- 
trations. 

From  the  titles  of  the  parent  attitude  films,  it 
may  be  seen  that  each  film  deals  specifically 
with  a possible  problem  area,  the  entire  set 
being  directed  toward  helping  parents  under- 
stand their  own  problems  so  that  they  will  be 
better  able  to  understand  those  of  their  children. 
The  titles  are  as  follows: 


Fundamental  Needs  of  People.  Sound, 
16  mm.,  ten  minutes. 

Learning  to  Live  Together.  Sound,  16  mm., 
ten  minutes. 

Feelings.  Sound,  16  mm.,  ten  minutes. 


Ethacrynic  acid 
in  acute  pulmonary  edema 

In  the  management  of  patients  with  acute 
pulmonary  edema,  there  is  need  for  a potent 
diuretic  agent  having  rapid  onset  of  action  to 
produce  a diuresis  within  ten  to  fifteen  minutes 
after  administration.  S.  L.  Fine  and  R.  L. 
Levy,  M.D.,  writing  in  a recent  issue  of  the 
New  England  Journal  of  Medicine,  report  the 
use  of  a 50  mg.  intravenous  infusion  of  ethacry- 
nic acid  in  4 patients  with  clinical  and  roentgeno- 
logic evidence  of  acute  pulmonary  edema.  In  a 
fifth  patient,  a dose  of  100  mg.  was  given  orally. 
In  those  treated  parenterally,  there  was  an 
increase  in  urine  flow  in  within  five  to  ten 
minutes;  in  the  patient  who  took  the  drug 
orally,  the  onset  was  delayed  one  hour.  The 
urine  flow  and  sodium  excretion  reached  its 
peak  on  the  average  in  thirty  minutes  after 
administration  of  the  drug.  An  average  of  605 
ml.  of  urine  was  excreted  in  two  hours. 

The  patients  were  admitted  as  emergency 
cases  with  pulmonary  edema.  None  had  re- 
ceived a diuretic  drug  before  administration. 
They  were  started  on  conventional  supportive 
therapy.  Accurately  timed  urine  collections 
were  obtained  by  indwelling  Foley  catheters. 


Learning.  Sound,  16  mm.,  ten  minutes. 

Discipline.  Sound,  16  mm.,  ten  minutes. 

Parental  Aspirations.  Sound,  16  mm.,  ten 
minutes. 

Creative  Play.  Sound,  16  mm.,  ten  minutes. 

Anger  and  Fear.  Sound,  16  mm.,  ten  minutes. 

Problem  Solving.  Sound,  16  mm.,  ten  min- 
utes. 

Each  film  is  designed  to  set  the  stage  for  a 
group  discussion  which  is  called  for  in  the  re- 
cording that  accompanies  the  film.  It  should 
be  emphasized  that  these  are  not  “how  to  do” 
films.  The  intent  is  to  involve  parents  in  a 
discussion  of  certain  ideas  and  thus  lead  them 
toward  a better  understanding  of  the  feelings 
that  underlie  behavior. 

To  complete  the  series  you  will  need  to 
schedule  either  19  meetings  lasting  at  least  one 
hour  or  ten  meetings  lasting  at  least  two  hours. 
This  will  allow  for  group  discussion  of  the  mate- 
rial presented. 

Source  and  Producer:  John  Tracy  Clinic, 

806  West  Adams  Boulevard,  Los  Angeles, 
California  90007. 


The  bladder  was  emptied  by  air  washout,  and 
1 or  2 specimens  of  urine  were  obtained.  Then 
50  mg.  ethacrynic  acid  dissolved  in  70  ml.  of  5 
per  cent  dextrose  was  infused  intravenously 
over  a period  of  thirty  to  fifty  minutes.  At  the 
start  of  the  infusion,  the  bladder  was  emptied 
every  ten  to  forty  minutes,  depending  on  the 
rate  of  the  urine  flow.  Urine  samples  were 
saved  for  later  analysis.  Collections  of  urine 
were  carried  out  for  two  to  four  hours,  depending 
on  the  extent  of  the  diuresis.  In  some  patients, 
blood  studies  were  done  to  determine  the  creati- 
nine clearance  and  to  monitor  possible  serum 
electrolyte  changes.  One  patient  was  given 
100  mg.  by  mouth  because  no  suitable  vein  was 
accessible.  The  ethacrynic  acid  was  given  in  2 
divided  doses  about  one  hour  apart. 

The  mean  sodium  excretion  in  the  parenterally 
treated  patients  rose  from  a control  level  of  232 
microequivalents  to  1,463  microequivalents  per 
minute  at  the  peak  of  the  diuresis.  Chloride 
excretion  increased  from  315  microequivalents 
to  1,455  per  minute,  and  potassium  excretion 
from  48  microequivalents  to  155  per  minute 
during  the  same  period.  In  the  parenterally 
treated  patients,  the  major  part  of  the  diuresis 
occurred  over  a period  of  one  to  two  hours.  At 
the  end  of  this  time,  the  rate  of  urine  flow  and 
electrolyte  excretion  returned  to  near  the  con- 
trol levels. 
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Medical  Schools 


Cornell  University  Medical  College 

New  professorship  established.  The  Joseph 
C.  Hinsey  Professorship  of  Anatomy  has  been 
established  by  the  College  in  honor  of  Dr. 
Joseph  C.  Hinsey,  dean  of  the  College  from 
1942  to  1953  and  professor  of  neuroanatomy. 
Dr.  Hinsey  is  currently  director  of  The  New 
York  Hospital-Cornell  Medical  Center  and 
will  retire  from  that  position  on  June  30.  A 
$500,000  gift  from  Mr.  Nicholas  Noyes  will  be 
used  in  establishing  the  professorship.  Dr. 
Hinsey  has  served  as  president  of  the  Associa- 
tion of  American  Medical  Colleges  and  for  nine 
years  was  chairman  of  its  executive  committee. 
He  is  currently  chairman  of  the  Board  of  the 
China  Medical  Board  of  New  York,  Inc.,  an 
organization  that  supports  medical  education 
in  the  Far  East. 

Downstate  Medical  Center 

Grants.  A total  of  $590,321  was  received 
during  November  and  December,  1965,  from 
the  National  Institutes  of  Health  and  other 
agencies  for  21  research  grants.  This  provides 
for  renewals  of  14  research  projects  already  in 
progress,  five  new  ones,  and  two  supplements. 
Thirteen  grants  were  from  the  National  Insti- 
tutes of  Health.  Others  were  from  The  Health 
Research  Council  of  the  City  of  New  York, 
The  Center  for  Continuing  Education,  the 
Gelb-Strauss  Fund,  and  Winthrop  Labora- 
tories. 

Special  events.  William  B.  Seaman,  M.D., 
professor  and  chairman,  Department  of  Radi- 
ology, Columbia  University  College  of  Physi- 
cians and  Surgeons,  delivered  the  annual  SAM  A 
Lecture  on  “Cineradiologic  Studies  of  Pharyn- 
geal Esophageal  Dysfunction,”  on  February  21. 

Promotions  and  new  appointments.  Re- 
cent promotions  and  new  appointments  are: 
Sidney  Lipton,  M.D.,  to  clinical  assistant 
professor  of  surgery;  and  Lawrence  M.  Sabot, 
M.D.,  to  assistant  professor  of  psychiatry. 
Appointments:  John  Frosch,  M.D.,  professor 
of  psychiatry;  Arturo  J.  Aballi,  M.D.,  clinical 
professor  of  pediatrics;  Hideo  Kusama,  M.D., 
assistant  professor  of  microbiology  and  immu- 
nology; Stanley  Friedman,  M.D.,  assistant  pro- 
fessor of  pharmacology;  Donald  Porteous, 
M.D.,  assistant  professor  of  radiology;  Platon 
Jack  Collipp,  M.D.,  assistant  professor  of 
pediatrics;  Joseph  E.  Mule,  M.D.,  senior  lec- 
turer in  surgery;  Fred  Benjamin,  M.D., 
clinical  assistant  professor  of  obstetrics  and 
gynecology;  Daniel  Klein,  M.D.,  clinical 


assistant  professor  of  pathology;  James  W. 
Feeley,  M.D.,  clinical  assistant  professor  of 
medicine;  and  Samuel  H.  Bumble,  M.D., 
clinical  assistant  professor  of  environmental 
medicine  and  community  health. 

Lectures.  Professor  Robert  E.  Steiner,  Chief, 
Radiodiagnostic  Department,  Postgraduate 
Medical  School,  London,  England,  will  deliver 
the  annual  Richard  A.  Rendich  Memorial  Lec- 
ture on  March  22.  Professor  Steiner  will 
discuss  “Cardiomegaly  of  Uncertain  Etiology.” 
On  March  24  Stephen  Toulmin,  Ph.D.,  founder, 
Unit  for  the  History  of  Ideas,  Nuffield  Founda- 
tion, London,  England,  will  speak  on  “The 
Evolutionary  Development  of  Natural  Science,” 
at  the  Annual  Sigma  Xi  Lecture.  “The  Con- 
trol of  Hemoglobin  Synthesis”  will  be  discussed 
by  Irving  M.  London,  M.D.,  professor  and 
chairman,  Department  of  Medicine,  Albert 
Einstein  College  of  Medicine,  at  the  annual 
Alpha  Omega  Alpha  Lecture  on  March  28. 
The  annual  Student  Council  Lecture  on  “The 
Intensive  Care  of  Critical  Illness”  will  be  de- 
livered by  Francis  D.  Moore,  M.D.,  Moseley 
Professor  of  Surgery,  Harvard  Medical  School, 
and  surgeon-in-chief,  Peter  Bent  Brigham 
Hospital,  on  April  11  at  4 p.m.  in  the  first  floor 
lecture  hall,  Basic  Sciences  Building,  450  Clark- 
son Avenue,  Brooklyn. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Fifth  conference.  The  1966  (fifth)  Rochester 
Conference  on  Data  Acquisition  and  Processing 
in  Biology  and  Medicine  will  be  held  July  25  to 
27  in  Whipple  Auditorium.  The  themes  will 
be  data  acquisition,  analysis  and  experimental 
design;  exploration  in  computer-aided  diagnosis; 
acquisition  and  processing  of  biomedical  im- 
ages; computer  simulation  of  biological  models; 
real-time  biomedical  data  acquisition  and 
analysis;  recording  of  biological  data  with  mi- 
croelectrodes; biomedical  literature  processing 
and  retrieval  (including  hospital  data). 

Tutorial,  review,  and  research  papers  in 
these  general  topics  will  be  presented.  Each 
paper  will  be  accorded  thirty  to  forty-five  min- 
utes. Comprehensive  abstracts  for  paper's  are 
required  by  May  1,  1966.  There  will  be  no 
parallel  sessions  and  each  session  will  be  fol- 
lowed by  an  extended  discussion  period. 

The  proceedings  of  the  conference  will  be 
published  in  book  form.  Cosponsors  of  the 
conference  are  the  University  of  Rochester 
School  of  Medicine — Department  of  Medicine; 
University  of  Rochester  Department  of  Elec- 
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trical  Engineering;  University  of  Rochester — • 
Computing  Center;  the  IEEE  Group  on  Bio- 
medical Engineering;  the  Rochester  Chapter 
of  IEEE-GBME,  and  the  Rochester  Section  of 
the  IEEE. 

Abstracts  should  be  sent  to:  Professor  Gerald 


Rights  of  patients 
and  physicians 


What  can  the  physician  do  when  his  patient 
refuses  a blood  transfusion?  And  what  rights 
does  the  patient  have  when  blood  transfusion 
would  violate  his  sincere  religious  beliefs?  This 
complicated  area  of  physician-patient  relation- 
ships has  been  the  subject  of  many  court  rulings, 
points  out  an  article  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  patient  has  a lawful  right  to  refuse  blood 
if  he  is  an  adult  in  possession  of  his  faculties  and 
if  the  treatment  is  an  “elective”  medical  pro- 
cedure where  no  emergency  exists.  The  physi- 
cian, in  turn,  can  accept  or  refuse  to  treat  the 
patient  under  such  conditions.  But  what  if  the 
patient  is  a child  whose  parents  refuse  to  allow 
the  transfusion?  What  if  the  patient  is  an 
expectant  mother?  What  if  the  patient  is  an 
adult  but  is  considered  not  in  possession  of  his 
faculties? 

In  a recent  case,  the  patient  was  a twenty- 
nine-year-old  woman  in  the  thirty-second  week 
of  pregnancy.  Delivery  was  complicated.  The 
court  authorized  administration  of  a blood 
transfusion  if  it  became  necessary  to  save  life, 


H.  Cohen,  Department  of  Electrical  Engineer- 
ing, University  of  Rochester,  Rochester,  New 
York  14627.  For  all  other  information,  contact 
Dr.  Eugene  Agalides,  General  Dynamics  Elec- 
tronics, 1400  Goodman  Street  North,  Rochester, 
New  York  14601,  716  FI2-8000. 


feeling  that  the  welfare  of  the  unborn  child  and 
the  parent  were  so  intertwined  that  it  was  im- 
practicable to  distinguish  between  them. 

A similar  ruling,  but  with  a strong  dissenting 
opinion,  was  made  in  Washington,  D.C.  A 
woman  with  a rupturing  ulcer  was  admitted 
to  a hospital,  and  it  was  the  physician’s  opinion 
that  she  would  die  if  a transfusion  were  not 
given.  There  was  a fifty-fifty  chance  the 
woman  would  live  if  she  received  blood.  Both 
the  woman  and  her  husband  were  Jehovah’s 
Witnesses,  and  neither  would  consent  to  the 
transfusion  because  of  religious  beliefs.  A 
judge,  after  talking  to  the  patient,  determined 
that  she  was  not  in  a condition  to  make  the 
decision,  and  signed  the  order  for  the  trans- 
fusion. He  pointed  out  that  the  patient, 
twenty-four  years  old,  was  the  mother  of  a 
seven-month-old  child.  The  state  would  not 
allow  the  parent-patient  to  abandon  her  child, 
so  it  would  not  allow  this  ultimate  of  voluntary 
abandonment.  The  patient,  it  was  felt,  had  a 
responsibility  to  the  community  to  take  care  of 
her  infant. 

There  are  also  emergencies  when  the  physician 
cannot  be  certain  that  the  patient  is  in  full 
possession  of  his  faculties  or  where  he  is  un- 
certain that  another  has  authority  to  act  for  the 
patient.  In  such  cases,  both  legal  and  medical 
caution  are  advisable,  the  article  said. 
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Medical  Meetings 


Downstate  offers  lecture 

Downstate  Medical  Center  is  presenting  a 
lecture  March  24  on  “The  Evolutionary  Devel- 
opment of  Natural  Science.”  The  lecture  will 
be  given  by  Stephen  E.  Toulmin,  Ph.D., 
director,  Unit  for  the  History  of  Ideas,  Nuffield 
Foundation,  London,  England. 

The  lecture  will  be  held  at  4:00  p.m.  in  the 
first  floor  lecture  hall  of  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  New 
York  11203. 

Meeting  investigates  eye  tumors 

The  Fifteenth  Annual  Scientific  Program  of 
the  Brooklyn  Eye  and  Ear  Alumni  Association 
will  be  presented  on  May  7 and  will  include  a 
symposium  on  tumors  of  the  eye.  The  partici- 
pating guests  will  be  Gilbert  Baum,  M.D., 
Samuel  Gartner,  M.D.,  Ira  S.  Jones,  M.D., 
George  R.  Merriam,  M.D.,  and  Byron  Smith, 
M.D. 

For  further  information  contact:  Mrs.  Ruth 
Pattenden,  Corresponding  Secretary,  Brooklyn 
Eye  and  Ear  Alumni  Association,  29  Greene 
Avenue,  Brooklyn,  New  York. 

Program  on  modern  trends 
in  middle  ear  surgery 

The  Academy  of  Medicine  of  New  Jersey 
and  the  New  Jersey  Academy  of  Ophthalmology 
and  Otolaryngology  will  present  a one-day 
program  on  May  18  on  current  trends  in  middle 
ear  surgery.  Topics  include  endolymphatic 
sac  surgery,  Meniere’s  disease,  acoustic  neuroma, 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


complications  of  stapes  surgery,  progress  in 
middle  ear  microsurgery,  and  inner  ear  pathol- 
ogy associated  with  chronic  otitis  media  and 
mastoiditis. 

A registration  fee  of  $10  should  be  sent  before 
May  1 to:  Academy  of  Medicine  of  New 

Jersey,  317  Belleville  Avenue,  Bloomfield,  New 
Jersey. 

Congress  examines  current  viewpoints 
on  smoking  and  health 

The  First  International  Congress  on  Smoking 
and  Health  will  be  held  June  5 through  8 at  the 
Hilton  Hotel  in  New  York  City.  The  principal 
purpose  of  the  congress  is  to  provide  an  inter- 
national forum  for  scientists,  physicians,  edu- 
cators, and  researchers  to  exchange  information 
and  present  their  most  recent  findings  on  the 
relation  of  smoking  to  health.  There  will  also 
be  medical,  scientific,  technical,  and  commercial 
exhibits.  In  addition  to  the  scientific  papers 
and  discussions  at  meetings  and  the  technical 
displays  at  the  exhibition,  the  event  will  provide 
public  health  officials,  educators,  civic  leaders, 
and  professional  groups  with  an  opportunity  to 
evaluate  the  latest  and  most  effective  methods 
and  media  of  disseminating  basic  information 
to  the  public  at  large  and  to  youth  in  particular. 
The  international  conclave  wall  focus  public 
attention  on  the  effects  of  smoking  on  health 
and  will  emphasize  and  illustrate  the  results  of 
recent  research  progress  in  this  field. 

Registration  fee  for  the  congress  is  $25; 
accompanying  members  of  a registrants  family 
may  register  at  the  reduced  rate  of  $12.50. 
For  further  details  on  the  congress  or  to  apply 
for  exhibition  space  write:  First  International 

Congress  on  Smoking  and  Health,  54  West  40th 
Street,  New  York,  New  York  10018. 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


“Sedation  & Euphoria  for  Nervous. 
Irritable  Patients” 


“A  modernized  method  of  preparing  Burow* 
Solution  U.S.P.  XIV" 


EUCARBON® 


VALERIANETS-DISPERT® 


PRESTO-BORO 


Each  tablet  contains:  Extract  of  Rhubarb. 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative  adsorbent 
and  carminative:  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vi  hr.  after 
meals  Supply:  Tins  of  100. 


Each  Chocolate  Coated  Tab.  Contains  ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tasteless,  Odorless,  Non- 
Depressant,  Non-Habit  forming,  indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


POWDER  IN  ENVELOPES  OR  TABLETS 


(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 10  FAIRCHILD  COURT,  PLAINVIEW,  N.Y.  11803 
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TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  lor  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  42  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

mandl  School  254(&>5£,sk434 19 

175  Fulton  Ave.,  Hempstead,  L.I.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  


REAL  WESTERN  STYLE  STEAKS, 
CHOPS  AND  PRIME  RIBS 
224  WEST  46th  ST.  N.Y.C.  Cl  5-1848 


HEART  FUND 


PINEWOOD  Walter  A- Thompson,  M^F.A.P. A. 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo.  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 
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PHYSICIANS 

EMPLOYEE  HEALTH  SERVICE 

Challenging  positions  with  large  occupational 
medical  program. 

Salary:  $17,000-$19,000 
Vacancies:  Albany,  New  York 

Required:  New  York  State  license  to  practice 

medicine;  Board  eligibility  or  Board  certification 
in  various  specialties. 

For  information,  write: 

State  Department  of  Civil  Service 
R-208  A 

State  Campus,  Albany,  N.Y.  12226 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


M.D.  ANESTHESIOLOGIST,  PRIVATE  PRACTICE, 
needs  anesthetist  for  general  surgery  & obstetrics.  Work 
in  small,  general  hospital,  50  miles  N.Y.C.  Flexible 
hours;  salary  to  be  decided.  Box  308,  % NYSJM. 


EAST  NORTHPORT:  UNLIMITED  POSSIBILITIES, 

very  fast  growing  area,  to  build  or  expand  a solid  general- 
specialty  practice.  Local  physicians  badly  overworked. 
Share  new  air  conditioned  building  with  busy  dentist  who 
will  assist  in  every  way.  Will  alter  to  suit.  A.  Huberman, 
D.D.S.,  1107  Pulaski  Rd„  E.  Northport,  N.Y.  AN  1-4477. 


PHYSICIAN  WANTED 

Sale  or  rent:  Office  building  (de- 
ceased physician),  located  at  194 
Central  Ave.,  Silver  Creek,  N.  Y.,  30 
miles  from  Buffalo  Thru-way  exit, 
5 & 20  highways.  New  Hospital, 
new  schools,  new  library,  eight 
churches,  golfing  and  bathing. 
Most  modern  office  in  western 
New  York,  suitable  for  surgeon  or 
internest.  Fully  equipped,  X-ray, 
dark  room,  3 treatment  rooms,  con- 
sultation room,  large  waiting  room, 
reception  room.  Only  one  active 
M.D.  in  town.  Bring  no  equipment 
— we  have  it.  For  information,  con- 
tact Mabel  Jackson  Barresi,  57 
Main  St.,  Silver  Creek,  N.  Y. 

Phone:  (716)  934-2341 


PHYSICIANS  WANTED— CONT’D 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
teruship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum  Reply  Box 
317,  % NYSJM. 


GENERAL  PRACTITIONER  AND/OR  INTERNIST 
under  40  years  old,  wanted  for  extremely  busy  medical 
group  in  small  village  in  heart  of  the  Catskill  resort  area. 
Contact  Fred  Horwitz,  M.D.,  Ellenville,  N.Y.  (914 
647-5300. 


OBSTETRICIAN  AND  GYNECOLOGIST  NEEDED 
to  affiliate  with  Myers  Community  Hospital,  Sodus, 
New  York,  and  practice  in  community  approximately 
25,000,  northern  Wayne  County,  30  miles  from  Rochester. 
New  60  bed  hospital,  full  facilities,  completed  1964.  Also 
opportunities  for  internist  and  general  practice.  Need 
supported  by  staff  doctors.  For  interview  or  further 
information,  contact  Myers  Community  Hospital,  Doctor 
Procurement  Committee,  Sodus,  New  York. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 


WANTED:  ANESTHESIOLOGIST  M.D.,  N.Y.S.  license. 
No  nights,  no  weekends.  Mon.  thru  Fri.  Midtown  Man- 
hattan. $18,000.  Box  323,  % NYSJM. 


INTERNIST  FOR  FAMILY  PRACTICE,  LARGE  COM- 
prehensive  medical  care  group  in  a rapidly  expanding 
suburb  of  New  York  City.  Subspecialty  in  pulmonary 
disease  or  endocrinology  desirable  but  not  required.  Initial 
salary  $15,000  Board  eligible;  $16,000  Board  certified. 
Four  weeks'  vacation,  opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  325,  % NYSJM. 


ORTHOPEDIC  SURGEON,  BOARD  ELIGIBLE  FOR 
group  in  rapidly  expanding  New  York  suburb.  Full  time 
position.  Initial  sadary  leading  to  partnership.  Excellent 
opportunity.  Box  324,  % NYSJM. 


PHYSICIANS  WANTED— MALE  & FEMALE.  Lic- 
ensed, for  children’s  camps,  July-August.  Good  salary 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York,  N.Y. 
10036,  phone  212  OX  5-2656. 


PHYSICIAN  WANTED:  ASSOCIATE  OR  PARTNER; 

general  practice.  No  obstetrics;  internist,  pediatrician 
acceptable.  Ten  minutes,  Community  General  Hospital. 
Greater  Syracuse  city  advantages;  suburban  living;  well 
established  practice  with  new  excellently  equipped  office 
building;  trained  personnel;  weekend  duty  every  three 
weeks.  Excellent  area  summer-winter  sports;  highly  rated 
school.  Box  327,  % NYSJM. 


WANTED:  INTERNIST  TO  JOIN  3 MAN  GROUP  Ex- 
panding to  4 man  group  of  2 internists  and  2 surgeons. 
Present  group  consists  of  1 internist  and  2 surgeons. 
Beautiful,  mountainous  country  in  South  Central  New 
York  State.  Accredited  hospital.  Clinics  in  most 
specialties  serviced  by  the  Albany  Medical  Center.  Ex- 
cellent opportunity.  Box  328,  % NYSJM. 


POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  WITH  BROAD 
experience,  including  special  diagnostic  procedures  and 
radiotherapy,  desires  position  in  hospital  in  charge  of  X-ray 
Department.  Interested  in  a rather  small  institution; 
willing  to  have  X-ray  department  developed  and  organized 
for  full  scale  of  special  procedures.  Prefer  New  York  City 
area  or  Long  Island.  Box  287,  % NYSJM. 
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POSITIONS  WANTED— CONT’D 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techa.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


CARDIOLOGIST,  BOARD  CERTIFIED,  NOW  DIREC- 
tor  of  cardiopulmonary  laboratory  in  university-affiliated 
hospital  and  assistant  professor  of  medicine,  desires 
relocation,  preferably  in  New  York  City  or  Long  Island. 
Interested  in  directorship  of  cardiopulmonary  laboratory 
or  department  of  cardiology.  Available  immediately. 
Box  318,  % NYSJM. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N Y.  10038. 


VACATION  ON  CARE  FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


MORGENSTERN  EDITORIAL  TYPISTS.  A COM- 
plete  assistance  program  for  the  preparation  of  academic, 
scientific,  and  literary  papers.  Emergency  service. 
Twenty-four  hour  service.  Seven  days  a week.  By  ap- 
pointment only.  225  West  106th  Street,  New  York,  N.Y. 
10025.  (212)  UN  5-7760. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066. 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service— 35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Carp. 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice.  Modern,  2 doctor  office,  attractive  home. 
Main  highway,  center  of  town,  near  ocean.  Immediate 
practice  and  income:  good  investment  against  inflation. 
Also  suitable  for  specialsts,  especially  internist,  with  or 
without  doing  some  general  practice  at  the  beginning. 
Retiring.  Box  319,  % NYSJM. 


INDUSTRIAL  PRACTICE  FOR  SALE.  PROVIDES 
good  income  and  has  excellent  growth  potential.  Reason 
for  selling:  wish  to  semi-retire.  Located  in  active  manu- 
facturing center  Brooklyn.  Call  evenings  or  weekends, 
ES  7-1719. 


FOR  SALE:  ESTABLISHED  PEDIATRIC  PRACTICE 
in  one  of  Suffolk  Co.’s  fastest  growing  communities.  Prac- 
tice gratis  with  sale  of  equipment.  No  down  payments. 
Easy  terms.  May  start  as  partner  if  so  desired.  Write 
Box  329,  %NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


LEASES  AVAILABLE  AT  BROADRIDGE  MEDICAL 
Building.  Modern  air-conditioned  suites  designed  for 
physicians  and  surgeons.  Suburban,  with  grade  level 
entrances  and  off  street  parking.  Located  on  Northern 
Boulevard  at  Roslyn  in  Nassau  County.  Near  several 
major  hospitals.  Excellent  transportation.  Ray  Beck, 
Box  413,  Port  Washington,  N.Y. 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


OFFICE  AVAILABLE  IN  ESTABLISHED  MEDICAL 
budding  in  expanding  suburban  area  of  Nassau  County, 
Long  Island.  Excellent  opportunity  for  medical  spe- 
ialist.  Reasonable  rent.  Box  321,  % NYSJM . 


SYRACUSE,  NEW  YORK:  NOW  LEASING,  IMPRES- 

sive  modern  professional  building.  Lucrative  location, 
near  hospitals,  between  residential  and  industrial  areas. 
All  facilities.  Will  divide  to  suit.  Generous  parking; 
reasonable  rent.  Present  occupants  are  two  general  prac- 
titioners and  dentists.  Excellent  opportunity.  Write: 
Dr.  R.  G.  Damiano,  2806  Court  St.,  Syracuse,  New  York 
13208. 


GREENWICH:  JUST  COMPLETED  IN  PUTNAM 
Green,  Greenwich,  Connecticut.  A brand  new  community 
of  245  luxurious  town  house  apartments.  Excellently 
located  space  available  for  doctors  offices  amidst  park-like 
setting  already  over  90%  occupied.  This  community  can 
offer  an  excellent  nucleus  for  proper  party.  Will  build  to 
suit.  (203)  JE  1-7480. 


AVAILABLE— MID  LONG  ISLAND.  ESTABLISHED, 
lucrative  location  for  general  practitioner.  Modern  air 
conditioned  offices  on  main  highway.  Large  private  park- 
ing area.  For  further  information,  contact  Mr.  Oscar 
Kaplan,  Route  25,  Middle  Island,  N.Y.  Phone  area  code 
(516)  924-3495. 


STONY  BROOK:  »/<  MILE  FROM  NEW  STATE  UNI- 
versity  medical  school.  For  sale:  9 room  house,  on  pro- 
fessional corner,  main  road.  Four  bedrooms,  two-car 
garage,  wooded  Vi  acre,  improved.  Perfect  home-office 
location;  two  years  old.  (516)  751-2290. 


34,000  SQ.  FT.;  2 FULL  FLOORS;  BLOCK  FRONT; 
will  divide.  Excellent  location  for  medical  center  in  grow- 
ing metropolitan  New  York  community  (Queens).  All 
transit  facilities,  15  minutes  to  Manhattan.  Modern  air 
conditioning;  automatic  elevators;  excellent  light  4 sides; 
connected  by  interior  stairways.  Reasonable  rent.  Im- 
mediate occupancy.  Will  alter  to  suit.  For  details 
write:  P.  O.  Box  2742,  Grand  Central  Station,  New  York, 
N.  Y.  10017. 


NEW— BEAUTIFUL— PRESTIGE.  MEDICAL  ARTS 
Center,  Hillsdale,  Bergen  County,  N.  J.,  Main  St.,  town 
center.  Private  parking;  private  entrances  avail.  Suites 
designed  from  your  plans.  Two  nearby  hospitals  cur- 
rently expanding.  Estabiished  dentist  leasing.  Unusually 
good  terms  provided.  Call  (201)  391-3574  or  (201)  666- 
0770. 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine 

brand  of  trifluoperazine 

offers 
true 
tranquilization. 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 
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Now.  “Instant  Air”  and  “Constant  Air” 
for  your  Asthmatic  Patients 


1.  Pocket  aerosol  gives 
“instant  air”  for  extra  demands 

BRONKOMETER5 

Dilabron®  (brand  of  isoetharine) 
methanesulfonate  0.6% 

Phenylephrine  HC1  0.125% 

Thenyldiamine  HC1  0.05% 

2.  Tablets  give  “constant  air” 
for  routine  maintenance 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg; 
glyceryl  guaiacolate  100  mg;  theophylline  100  mg; 
phenobarbital  8 mg  (warning— may  be 
habit-forming);  and  thenyldiamine  HC1  10  mg. 


Combined 

BRONKO 

Therapy... 

• expands  vital  capacity 

• stabilizes  the  asthmatic  patient 

• offers  minimal  side  effects  and  reduces 
chance  of  drug  resistance 

• frees  lungs  of  trapped  air  and  mucus 

• reduces  the  need  for  emergency 
parenteral  therapy 


Prescribing  information:  BRONKOTABS:  1 tablet  every  3 or  4 hours,  not  to  exceed  5 times  daily.  Children  over  6:  one  half  adult  dose. 
BRONKOMETER  : Ready  to  use  10  ml  pocket  aerosol.  Delivers  at  mouthpiece  200  metered  doses  of  350  meg  Dilabron®  (brand  of  isoetharine) 
methanesulfonate ; 70  meg  phenylephrine  HC1 ; 30  meg  thenyldiamine  HC1  with  saccharine  and  menthol,  and  fiuorochlorohydrocarbons  as 
inert  propellants.  Preserved  with  ascorbic  acid  0.1  % and  alcohol  30%.  RECOMMENDED  DOSAGE:  1 or  2 inhalations  with  at  least  1 minute 
between  inhalations.  Occasionally  more  may  be  required.  In  most  cases,  inhalations  need  not  be  repeated  more  often  than  every  4 hours. 
PRECAUTIONS  : Bronkotabs  Sympathomimetic  side  effects  are  minimal  and  there  are  none  of  the  problems  associated  with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause  nervousness,  restlessness  or  sleeplessness  or  other  usual  sympathomimetic  side  effects.  Bronkometer  Same 
precautions  as  for  Bronkotabs.  In  addition,  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  compounds  because 
of  the  possibility  of  tachycardia,  but  it  may  be  alternated  with  these  agents.  Dosage  of  Bronkotabs  and  Bronkometer  must  be  carefully  adjusted  in 
patients  with  hyperthyroidism,  diabetes,  hypertension,  acute  coronary  disease,  cardiac  asthma,  and  limited  cardiac  reserve,  and  individuals  sensitive  to 
sympathomimetic  amines. 


BREON  LABORATORIES  INC.,  90  Park  Avenue,  New  York,  N.Y.  10016 


3lood-glucose 
screening  for  ajj 
rour  patients? 


IEXTROSTIX- 

ovides  a clinically  useful 
termination  when  performed 
xording  to  directions’' 


XTROSTIX  is  not  intended  to  replace 
imore  precise  analytical  laboratory  methods. 


because  "Abnormalities  of  glucose 
etabolism  are  among  the  [most 
immon]  encountered  in  clinical 
actice. Simple,  quick,  econom- 
al  blood-glucose  screening 
ith  Dextrostix®  Reagent  Strips  is 
acticable  in  every  regular  physical 
lamination,  emergency  situation, 
id  whenever  hypo-  or  hyper- 
[ycemia  may  be  of  clinical 
jgnificance  — for  “The  precision 
id  accuracy  of  Dextrostix 
'.meet  the  need  for  an  always 
iiailable  simple  screening 
ethod. . . All  that  is  required 
r screening  with 
iXTROSTix  is  60  seconds 
id  a globular  drop  of 
ipillary  or  venous  blood, 
inormal  readings  will  be 
valuable  aid  to  diagnosis; 
irmals  will  help  you 
tablish  an  important 
iseline  for  future  reference. 


arks,  V.,  and  Dawson,  A.: 
it.  M.  J.  7:293,  1965. 
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the  “extra"  benefits 
give  you  the 
option  of  b.i.d.  dosage 


hours 

between 

doses 


DEC  EOM  YCI N 


150  mg.  caps, 
mid-evening 


2 


DEMETHYLCHLORTETRACYCLINE 


150  mg.  CAPSULES 


an  added  assurance 
of  optimum  response 
with  all  oral  dosage  forms 
capsules/syrup/pediatric  drops 


□ permits  dosage  adjustment  to  eliminate  mealtime 
interference 

□ reduces  the  risk  of  “skipped”  doses 

□ eliminates  the  need  for  disturbing  the  sleeping  patient 

Effective  in  a wide  range  of  everyday  inrections— respiratory,  urinary  tract  and 
others— in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending 
organisms  are  tetracycline-sensitive. 

Side  effects  typical  of  tetracyclines  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms,  tooth 
discoloration  (if  given  during  tooth  formation)  and  increased  intracranial  pres- 
sure (in  young  infants).  Also,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage 
in  impaired  renal  function.  Because  of  reactions  to  artificial  or  natural  sunlight 
(even  from  short  exposure  and  at  low  dosage),  patient  should  be  warned  to  avoid 
direct  exposure.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction.  It 
should  not  be  taken  with  high  calcium  drugs  or  food;  and  should  not  be  taken 
less  than  one  hour  before,  or  two  hours  after  meals. 


Capsules,  150  mg  and  75  mg  of  demethylchlortetracycline  HCI.  Average  Adult 
Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 


. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


* 


i 


I 

I 


r 


PREPARATION 
FOR  GLUCOSE 
TOLERANCE  TEST 

ram  hhoim 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753(R2164 

'The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 


AMES 


one  mid-morning  one  mid-evening 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


For  Adults— 2 tablets  provide  a full  24  hours  of  therapy . . . with  all  the 
extra  benefits  of  DECLOMYCIN ...  lower  mg  intake  per  day...  proven 
potency...  1-2  days’  “extra”  activity  to  protect  against  relapse  or  sec- 
ondary infection. 


BECLOMYCI JV 

DEMETHYLCHLORTETRACYCLINE 
300mg'  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely 
or  chronically  ill— when  the  offending  organisms  are  tetracy- 
cline-sensitive. 

Warning— In  renal  impairment,  usual  doses  may  lead  to  exces- 
sive systemic  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated  and,  if  therapy  is 
prolonged,  serum  level  determinations  may  be  advisable.  A 
photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  pro- 
duce an  exaggerated  sunburn  reaction  which  may  range  from 
erythema  to  severe  skin  manifestations.  In  a smaller  propor- 
tion, photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  discomfort. 

Precautions  and  Side  Effect s — Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken.  Use 
of  demethylchlortetracycline  during  tooth  development  (last 


trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish) 
This  effect  occurs  mostly  during  long-term  use  but  has  alsc 
been  observed  in  short  treatment  courses.  In  infants,  increasec 
intracranial  pressure  with  bulging  fontanels  has  been  observed 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa 
tion  of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  in 
stitute  appropriate  therapy.  Anaphylactoid  reactions  have  beer 
reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 

Should  be  given  1 hour  before  or  2 hours  after  meals,  since 
absorption  is  impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some  dairy  products. 
Capsules:  150  mg  of  demethylchlortetracycline  HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  demethyl- 
chlortetracycline HCI. 
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“Instant  Air"  t.i.d. 
keeps  “air-hungry" 
patients  trouble-free 


Used  regularly  morning,  noon  and  evening, 
Bronkometer  gives  patients  sustained 
bronchodilator-decongestant  action  that 
makes  breathing  easier  all  day,  every  day. 

This  convenient,  easy-to-carry  aerosol  opens 
bronchioles  and  clears  congestion  . . . improves 
capacity  for  daily  activity  and  so  relieves 
anxiety  . . . rareb  hinders  sleep  thanks  to  its 
“remarkable  freedom  from  cardiovascular  or 
central  nervous  system  stimulation.”1  Side 
actions  are  so  low  that  of  373  patients  studied, 
Bronkometer  provided  87%  excellent  to  good 
relief,  with  only  1 .3%  noting  mild  side 
effects.1'2’3-4’5  In  Bronkometer,  Breon’s 
exclusive  bronchodilator,  isoetharine,*  is 
combined  with  thenyldiamine  and  the 
bronchovasoconstrictor  phenylephrine  for 
superior  results. 

*Dilabron®,  brand  of  isoetharine 

BRONKOMETER 


isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05% 

ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 

Superior  because  it  contains  isoetharine— breon's  exclusive  bronchodilator 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece 
200  metered  doses  of:  350  meg  isoetharine  methanesulfonate 
(0.6%);  70  meg  phenylephrine  HCI  (0.125%);  and  30  meg 
thenyldiamine  HCI  (0.05%)  with  saccharin,  menthol  and 
fluorochlorohydrocarbons  as  inert  propellants.  Preserved 
with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with 
at  least  one  minute  between  inhalations.  Occasionally  more 
may  be  required,  however  in  most  cases,  inhalations  need 
not  be  repeated  more  than  every  four  hours.  Dosage  should 
be  adjusted  to  the  severity  of  the  condition  and  response 
of  the  individual  patient. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from 
cardiovascular  and  other  side  effects,  but  the  usual 
precautions  associated  with  sympathomimetic  amines 
should  be  observed.  Bronkometer  should  not  be 
administered  simultaneously  with  epinephrine  or  similar 
compounds  because  of  the  possibility  of  tachycardia, 
although  it  may  be  alternated  with  these  agents.  Dosage 
must  be  carefully  adjusted  in  patients  with  hyperthyroidism, 
hypertension,  acute  coronary  disease,  cardiac  asthma, 
limited  cardiac  reserve  and  in  individuals  sensitive  to 
sympathomimetic  amines. 


References:  t.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235 (June)  1961.  2.  Ba*er, 
A.  G.:  Ann.  Allergy  22:180  (April)  1964.  3.  Goldfarb,  A.  A.  and  Romanoff.  A.: 
Ann.  Allergy  20:30/  (May)  1962.  4.  Siegel.  C.:  rne  Journal-Lancet  M:4o1 
(Nov.)  1962.  5.  Taub.  S.  J.:  Clinical  Medicine  (June)  1962. 


SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with 
measured  dose  valve  and  oral  nebulizer. 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York.  N.  Y 


NORPRAMIN 


(desipramine  hydrochloride) 

non-sedating  - rapid-acting 
ANTI  DEPR  ESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


Indications:  In  depression  of  any  kind— neurotic  and  psychotic  depressive 
reactions;  manic-depressive  or  involutional  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include:  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  “bad  taste," 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of 
50,  500  and  1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Butazolidinalka 


In  rheumatoid 
arthritis-effective 
therapy  with  minimal 
chance  ofG-l  upset 


phenylbutazone  100  mg. 

dried  aluminum 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 

homatropine 

methylbromide  1.25  mg. 

Therapeutic  Effects 

Fifty  to  75%  of  patients  obtain  major  relief  of 
arthritic  symptoms,  as  reported  by  numer- 
ous clinicians.  In  addition,  the  problem  of 
gastric  upset  — a major  problem  with  certain 
other  oral  antiarthritic  agents  — is  minimized 
by  the  presence  of  antacids  and  an  antispas- 
modic  in  the  formulation. 

Improvement  is  generally  seen  within  3 to  4 
days,  and  trial  therapy  need  not  be  con- 
tinued beyond  a week.  Relief  of  pain  is 
followed  quickly  by  resolution  of  inflamma- 
tion and  improved  joint  function.  Relief  of 
symptoms  is  often  accompanied  by  in- 
creased appetite,  gain  in  weight  and  an 
improved  sense  of  well-being. 

The  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  initial 
dosage  is  often  reduced  for  maintenance 
purposes. 

Salicylate  or  steroid  therapy  can  usually  be 
diminished  or,  in  some  instances,  eliminated. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia) ; sudden  weight 
gain  (water  retention);  skin  reactions;  black 
ortarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 


Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 

Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 
enlargement,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 
attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hepatitis,  jaundice, 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 

Average  Dosage  in  Rheumatoid  Arthritis 

Initial:  3 to  6 capsules  daily  in  divided  doses. 
It  is  usually  unnecessary  to  exceed  4 cap- 
sules daily.  A trial  period  of  1 week  is  ade- 
quate to  determine  response;  in  the  absence 
of  favorable  response,  discontinue. 

Maintenance:  An  effective  level  is  often 
achieved  with  1 to  2 capsules  daily;  do  not 
exceed  4 daily. 

Also  available: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea ...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring."'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  "no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  "kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris"4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  1 V2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne.  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  "pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin— once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  - because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 
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Our  kids 
deserve 
a better 
break 

There’s  the  cola  break. 

The  after-school  break. 

The  snack  during  the  TV-break. 

Bite-by-bite  it  adds  up  to  extra  weight 
for  a lot  of  our  young  people. 

Extra  weight  they  don’t  need,  and  won’t  lose. 
(Eating  habits  are  hard  to  break.) 

As  a professional  you  can  help  by 
recommending  long-range  weight  control 
through  sensible  eating  habits  and 
nourishing  foods.  It’s  not  likely 
to  create  new  habits  overnight, 
but  it  is  a beginning. 

Naturally,  balanced  diets  and 
nourishing,  palatable  dairy  foods 
go  together.  They  always  have. 

Project  Weight  Watch  has  been 
initiated  to  assist  you.  Its  scope 
is  nationwide,  its  purpose  is  to 
focus  professional  attention 
on  the  problem. 

To  help  you  translate  your 
concern  to  your  patients,  a portfolio  of 
materials  is  available.  Send  for  it. 

As  adults,  we've  been  battling  the 
bulge  for  years. 

Our  kids  deserve  a better  break. 


National  Dairy  Council 

Greater  New  York  Program 
Dept.  R-4,  202  E.  44th  St.,  New  York,  N.Y.  10017 
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WEIGHT 
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Medical  Meetings 


Seminars  to  review 
psychoanalytic  theory 

The  beginning  of  a series  of  seminars  on 
basic  psychoanalytic  theory  under  the  auspices 
of  the  Westchester  Psychoanalytic  Society  has 
been  announced  by  Norbert  Bromberg,  M.D., 
chairman  of  its  Committee  on  Community 
Relations  and  Services.  The  seminars  are 
conducted  by  members  of  the  Society  as  a 
public  service  to  psychiatrists  and  residents  of 
the  psychiatric  hospitals  in  the  county. 

Seminars  are  being  held  at  the  Division  of 
Psychiatry  of  Grasslands  Hospital,  Valhalla, 
New  York,  on  Wednesdays  at  10:00  a.m. 

Meeting  to  examine  future 
of  biomedical  communications 

Practical  ways  in  which  communications 
media,  personnel,  and  systems  can  help  achieve 
important  health  objectives  while  at  the  same 
time  conserving  monetary  and  human  resources 
will  be  under  discussion  at  a conference  on  Bio- 
medical Communication:  Problems  and  Re- 

sources. Speakers  at  the  conference  include 
Howard  A.  Rusk,  M.D.,  director,  Institute  of 
Physical  Medicine  and  Rehabilitation,  New  York 
University  Medical  Center,  who  will  talk  on 
“The  Task;  The  Medium,”  and  Frank  M. 
Woolsey,  Jr.,  M.D.,  associate  dean,  Depart- 
ment of  Postgraduate  Medicine,  The  Albany 
Medical  College  of  Union  University,  whose 
speech  is  entitled  “Two-Way  Radio  and  Its 
Advantages.” 

The  conference,  scheduled  for  April  4 through 
6 at  the  Waldorf-Astoria  Hotel,  is  being  cospon- 
sored by  The  New  York  Academy  of  Sciences 
and  the  Public  Health  Service  Audiovisual 
Facility. 

Inquiries  on  the  conference  should  be  directed 
to:  Dr.  James  Lieberman,  Director,  Public 

Health  Service  Audiovisual  Facility,  Atlanta, 
Georgia  30333. 

Bronx-Lebanon  Hospital  to  hold  lecture 

The  Ninth  Annual  Tillie  S.  Bergman  Me- 
morial Lecture  will  be  held  April  13  at  9:00  p.m. 
Chester  C.  Winter,  M.D.,  professor  and  di- 
rector of  the  division  of  urology,  The  Ohio 
State  University,  will  speak  on  “Current 
Thoughts  on  Renal  Hypertension.  The  lecture 
will  be  given  at  The  Bronx-Lebanon  Hospital 
Center,  Concourse  Division,  1650  Grand  Con- 
course, The  Bronx,  New  York  10457. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Seminar  to  discuss  amputation 

A postgraduate  seminar  on  amputation  is 
being  held  at  Downstate  Medical  Center  on 
April  13.  Speakers  and  topics  for  the  program 
include  Jere  W.  Lord,  Jr.,  M.D.,  professor  of 
clinical  surgery,  New  York  University  Post- 
Graduate  Medical  School,  on  “Cigaret  Smoking 
and  Its  Relation  to  Peripheral  Vascular  Dis- 
ease”; Henry  H.  Kessler,  M.D.,  Ph.D., 
clinical  professor  of  physical  medicine  and 
rehabilitation,  New  York  Medical  College,  on 
“The  Limb-Deficient  Child”;  Allen  S.  Russek, 
M.D.,  associate  professor  of  physical  medicine 
and  rehabilitation,  New  York  University  School 
of  Medicine,  on  “The  Geriatric  Amputee”; 
and  J.  Warren  Perry,  Ph.D.,  deputy  assistant 
commissioner  of  research  and  training,  U.S. 
Department  of  Health,  Education,  and  Welfare, 
vocational  rehabilitation  administration,  on 
“Research  and  Training:  The  Quest  to  Meet 

the  Needs  in  Prosthetics  and  Orthotics.” 

The  seminar  is  being  sponsored  by  the  De- 
partment of  Rehabilitation  Medicine  and  the 
Kings  County  Chapter  of  the  American  Acad- 
emy of  General  Practice;  it  is  acceptable  for 
four  accredited  hours  by  the  Academy  of  Gen- 
eral Practice.  The  program  will  take  place 
from  10:00  a.m.  to  3:00  p.m.  at  the  Downstate 
Medical  Center,  Basic  Sciences  Building,  first 
floor  lecture  hall,  450  Clarkson  Avenue,  Brook- 
lyn, New  York  11203. 

Cancer  Society  plans  meeting 

The  American  Cancer  Society’s  1966  Scien- 
tific Session  will  be  held  in  San  Francisco,  Cal- 
ifornia, at  the  St.  Francis  Hotel  on  May  11. 
The  meeting  will  be  concentrated  on  the  diagno- 
sis and  treatment  of  the  cancer  sites  listed  in 
the  Society’s  six-point  cancer  control  program. 

Speaking  at  the  meeting  will  be  Leopold  G. 
Koss,  M.D.,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  New  York  City,  on  “The 
Present  Status  of  Cytology  in  Uterine  Cancer,” 
and  Herbert  L.  Traenkle,  M.D.,  University  of 
Buffalo  School  of  Medicine,  on  “Early  Recogni- 
tion and  Diagnosis  of  Skin  Cancer.”  Glenn 
H.  Leak,  M.D.,  University  of  Buffalo  School  of 
Medicine,  will  serve  as  chairman  of  the  section 
on  skin  cancer. 

For  further  information  write:  American 

Cancer  Society,  219  East  42nd  Street,  NewYork, 
New  York  10017. 

New  Jersey  Society  to  hold  convention 

The  Medical  Society  of  New  Jersey  is  holding 

continued  on  page  802 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 


fi 

The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75965 


PARKE-DAVIS 


the  epileptic. ..talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 


Kapseals8 

Dilantin' 

(diphenylhydantoin 

sodium) 

PARKE-DAVIS 


continued  from  page  800 

its  Bicentennial  Anniversary  Meeting  May 
14  through  18  at  Haddon  Hall  in  Atlantic  City. 
All  interested  physicians  are  invited  to  attend 
the  scientific  sessions. 

For  further  information  write:  The  Medical 
Society  of  New  Jersey,  315  West  State  Street, 
Trenton,  New  Jersey  08618. 

Academy  of  General  Practice  announces 
subjects  for  scientific  sessions 

The  New  York  State  Academy  of  General 
Practice  will  hold  its  Eighteenth  Annual  Scien- 
tific Assembly  May  15  through  19  at  the  Hil- 
ton Hotel  in  New  York  City.  All  physicians 
are  invited  to  attend  the  scientific  sessions  which 
will  take  place  May  17  through  19. 

The  scientific  sessions  open  May  17  with  a 
talk  by  John  W.  Cashman,  M.D.,  chief,  division 
of  medical  care  administration,  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare,  on 
“Medicare  and  the  Practicing  Physician.” 
The  afternoon  of  May  17  will  be  devoted  to 
an  arthritis  symposium  consisting  of  three 
speakers  and  a panel  discussion  following.  Top- 
ics will  be:  “What  Does  My  Patient  Have — 
Osteo  or  Rheumatoid  Arthritis  or  Gout?” 
by  L.  Maxwell  Lockie,  M.D.,  clinical  professor 
of  medicine,  State  University  of  New  York  at 
Buffalo;  “Management  of  the  Arthritic  Pa- 
tient” by  Michael  M.  Dacso,  M.D.,  professor, 
Department  of  Physical  Medicine  and  Reha- 
bilitation, New  York  University  Medical  School; 
and  “Nonarticular  Pain-Diagnosis  and  Treat- 
ment” by  Theodore  B.  Bayles,  M.D.,  assistant 
clinical  professor  of  medicine,  Harvard  Medical 
School. 

A diabetes  mellitus  symposium  will  be  given 
the  morning  of  May  18  and  will  be  comprised 
of  three  speakers  and  a panel  discussion. 
Martin  Hoffman,  M.D.,  associate  professor  of 
medicine,  McGill  University,  Montreal,  Can- 
ada, will  talk  on  “Pathophysiology  of  Diabetes”; 
Leo  Krall,  M.D.,  senior  staff,  Joslin  Clinic 
and  New  England  Deaconess  Hospital,  Boston, 
on  “Use  of  Oral  Antidiabetic  Agents”;  and 
Harvey  Knowles,  M.D.,  professor  of  medicine, 
University  of  Cincinnati  College  of  Medicine, 
on  “What  is  Prediabetes?  Diagnosis  and  Treat- 
ment.” 

The  afternoon  session  will  concentrate  on 
improved  diagnostic  technics:  “In  Rectal 

Disorders”  by  Samuel  W.  Eisenberg,  M.D., 
clinical  professor  of  proctologic  surgery,  Temple 
University,  Philadelphia;  “In  Breast  Dis- 
orders” by  Jeanne  C.  Bateman,  M.D.,  con- 
sultant, St.  Elizabeth  Hospital,  Washington, 
D.C.;  and  “In  Ear,  Nose,  and  Throat  Dis- 
orders” by  John  F.  Daly,  M.D.,  professor  of 
otolaryngology,  New  York  University  Medical 
School.  A panel  discussion  will  follow. 

The  morning  session  of  May  19  will  be  fo- 
cused on  coronary  artery  disease.  Topics 
will  be:  “Diagnosis  and  Management  of  the 

Atypical  Coronary  Attack”  by  John  S.  LaDue, 
M.D.,  associate  professor  of  clinical  medicine, 
Cornell  University  Medical  College;  “Dif- 


ferential Diagnosis  of  Cardiogenic  Pain”  by 
J.  Scott  Butterwoi'th,  M.D.,  associate  professor 
of  medicine,  Cornell  University  Medical  Col- 
lege; and  “Management  of  Myocardial  In- 
farcts” by  Henry  I.  Russek,  M.D.,  consultant 
in  cardiovascular  disease,  U.S.  Public  Health 
Service  Hospital,  Staten  Island.  Subsequently, 
there  will  be  a panel  discussion  on  long-term 
management  of  the  patient  with  coronary 
artery  disease. 

The  last  afternoon  of  the  scientific  sessions  is 
appropriated  to  an  orthopedic  symposium. 
Allen  Russek,  M.D.,  director  of  physical 
medicine  and  rehabilitation,  Joint  Disease 
Hospital,  New  York  City,  will  speak  on  “Treat- 
ment of  the  Aching  Back”;  Herbert  Prentice, 
podiatrist,  New  York  City,  on  “Office  Manage- 
ment of  Common  Foot  Problems — The  Podia- 
tric  Approach”;  and  Arthur  J.  Helfert,  M.D., 
professor  and  director,  Department  of  Ortho- 
pedics, Albert  Einstein  College  of  Medicine, 
on  “Disorders  of  the  Knee.” 

Pediatrics  refresher  course  offered 
for  general  practitioners 

An  intensive  refresher  course  in  pediatrics 
is  being  offered  at  the  State  University  of  New 
York  at  Buffalo  School  of  Medicine  under  the 
sponsorship  of  the  Bureau  of  Maternal  and 
Child  Health,  New  York  State  Department  of 
Health.  This  course,  designed  especially  to 
meet  the  needs  of  general  practitioners,  will  be 
held  June  13  through  17. 

The  refresher  course  will  be  a review  of  prin- 
ciples and  recent  developments  in  diagnosis 
and  treatment  of  pediatric  disorders  and  in 
care  of  the  well  child.  All  teaching  will  be 
done  by  the  faculty  of  the  Buffalo  School  of 
Medicine  under  the  immediate  supervision  of 
Mitchell  I.  Rubin,  M.D.,  head  of  the  Depart- 
ment of  Pediatrics.  Lectures,  informal  dis- 
cussions, and  ward  rounds  are  conducted  daily, 
and  the  physicians  attending  will  participate 
in  the  daily  admission  conferences  at  which  all 
children  admitted  to  the  Buffalo  Children’s 
Hospital  on  the  previous  day  are  discussed  in 
some  detail  before  laboratory  and  x-ray  studies 
are  available. 

Registration  fee  is  $5.00.  Tuition  for  each 
physician  enrolled  in  the  course  is  paid  by  the 
New  York  State  Department  of  Health.  In 
addition,  a stipend  is  provided  to  physicians 
living  more  than  25  miles  from  the  Buffalo 
Children’s  Hospital  who  conduct  child  health 
conferences  or  public  health  clinics  or  are  em- 
ployed as  school  physicians  by  boards  of  educa- 
tion or  departments  of  health. 

Application  for  enrollment  must  be  made 
prior  to  May  1,  1966,  through  the  offices  of 
county  or  city  departments  of  health  or  to 
district  health  officers.  The  registration  fee 
should  accompany  the  application. 

Nutrition  conference  scheduled 

Current  developments  and  research  in  nutri- 
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802  New  York  State  Journal  of  Medicine  / April  1,  1966 


What  is  the  evidence  for 
direct  peripheral  analgesic  action 
of  aspirin? 

Considerable  controversy  surrounds  attempts  to 
explain  the  mechanism  by  which  salicylates  pro- 
duce their  analgesic  effects.  For  years,  central 
action  was  assumed.  Now,  the  new  edition1  of 
Drill’s  Pharmacology  in  Medicine  points  out 
that,  although  some  investigators  still  feel  that 
salicylates  act  both  centrally  and  peripherally, 
much  of  the  newer  work  stresses  peripheral 
action.2’3  4 5 The  work  of  Lim  and  his  associates5 
sheds  new  light  on  the  mechanism  of  pain  and 
its  relief,  as  well  as  offering  strong  evidence  for 
peripheral  analgesic  action. 

Lim5  used  bradykinin*  injections  to  elicit  re- 
sponse to  visceral  pain  in  dogs  under  study.  When 
the  vaso-isolated  but  neurally  intact  spleen  of  a 
Recipient  dog  was  perfused  by  a Donor  dog,  in- 
jection of  bradykinin  into  the  splenic  artery 
of  the  Recipient  evoked  vocalization  plus  other 
reflex  and  behavioral  manifestations  of  visceral 
pain.  Sodium  aspirin  injected  intravenously  into 
the  Donor  dog  blocked  the  bradykinin-evoked 
pain,  but  not  when  given  intravenously  to  the 
Recipient  dog  where  aspirin  had  free  access  to 
the  brain.  Thus,  aspirin  relieved  pain  by  block- 
ing impulse  generation  at  the  local  site  of  pain, 
at  the  receptors. 


Pain  response 
to  bradykinin 
before  aspirin 

Pain  response 




at  5 minutes  at  20  minutes 

after  after  aspirin 

aspirin  NO  PAIN 

to  intermittent  bradykinin  injections 


Additional  evidence5  of  peripheral  action  is  that 
the  electrical  activity  stimulated  in  the  splenic- 
splanchnic  nerve  by  bradykinin  is  blocked  by 
aspirin  but  not  by  intravenous  morphine. 

Identifying  the  peripheral  analgesia  of  non- 
narcotic aspirin  as  different  from  the  central 
analgesia  of  morphine  establishes  this  new  con- 
cept of  the  mechanism  of  pain:  pain  impulses 
may  be  initiated  by  both  the  paravascular  chemo- 
receptors  which  signal  pain  and  their  nerve 
axons,  and  relief  of  pain  may  depend  upon  the 
site  of  action  of  the  analgesic  rather  than  its 
so-called  strength. 

In  man,  application  of  this  concept  of  the  mech- 
anism of  pain  and  its  relief  is  under  investigation 
by  Lim  and  his  associates5.  Preliminary  evidence 
corroborates  this  concept:  sodium  acetylsali- 
cylate  acts  peripherally  to  produce  analgesia  by 
blocking  the  pain-evoking  chemoreceptors,  thus 
relieving  pain  promptly.  *pain.Provoking  PoiyPePt,de* 


References  1.  Davison,  C.  and  Mandel,  G.:  Non-narcotic  analgesics  and 
antipyretics:  salicylates.  Part  3,  Chapter  20.  In  Drill's  Pharmacology  in 
Medicine,  3rd  ed.  McGraw-Hill,  New  York,  1965.  2.  Guzman,  F.;  Braun, 
C.;  and  Lim,  R.K.S.  Arch.  Int.  Pharmacodyn.  136:353-384  April  1,  1962. 
3.  Guzman,  F.;  Braun,  C.;  Lim,  R.K.S. ; Potter,  G.  D.;  and  Rodgers,  D.W. 
Arch.  Int.  Pharmacodyn.  149:571-581  June  1,  1964.  4.  Winter,  C.  A.: 
The  physiology  and  pharmacology  of  pain  and  its  relief.  Chapter  II,  page 
56.  In  Analgetics:  Chemistry  and  Pharmacology.  Academic  Press,  New 
York,  1965.  5.  Lim,  R.  K.  S.;  Guzman,  F.;  Rodgers,  D.W.;  Goto,  K.;  Braun, 
C.;  Dickerson,  G.D.;  and  Engle,  R.J.  Arch.  Int.  Pharmacodyn.  152:25 
November  1,  1964. 
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VOCALIZATION  EVOKED  BY  BRADYKININ 

was  abolished  by  aspirin,  acting  peripherally,  when 
4.6  mg/kg  was  injected  intra  arterially  into  the  isolated 
splenic  circulation  of  the  dog  (record  above).  When  as 
much  as  15  times  this  dose  of  Na  acetylsalicylic  acid 
was  injected  into  the  systemic  circulation,  with  access 
to  the  brain  but  not  to  the  spleen,  no  analgesia  resulted. 


When  dissolved  in  water  ready  for  ingestion,  Alka- 
Seltzer®  provides  freshly  constituted  sodium  acetylsali- 
cylate  in  an  antacid  solution.  The  formulation  and 
pharmacodynamics  of  Alka-Seltzer  are  unique.  There  is 
no  generic  equivalent.  Before  dissolution,  the  dry  tablet 
contains:  acetylsalicylic  acid,  5 gr  (0.32  gm);  sodium  bi- 
carbonate, 30  gr  ( 1 .92  gm ) ; citric  acid,  16  gr  ( 1 .024  gm) ; 
and  mono-calcium  phosphate,  3 gr  (0.192  gm).  Anal- 
gesic/antacid Alka-Seltzer  tablets  dissolved  in  water  be- 
come an  effervescent  solution  containing  sodium  acetyl- 
salicylate,  sodium  citrate,  calcium-sodium  phosphates 
and  sodium  bicarbonate.  One  tablet  neutralizes  30  ml 
of  0.1  A hydrochloric  acid.  Buffered  pH  is  6.8. 


Write  for  your  brochure 

Prepared  especially  for 

Alka-ScIl/c’r 

physicians,  this  Professional 

— 

Product  Brochure  contains 

latest  documentation  and 

information 

rationale  for  Alka-Seltzer 

— 

analgesic/antacid. 

A ddress  requests  to 

Professional  Service  Department 

MILES  LABORATORIES,  INC.,  Elkhart,  Ind. 


Miles  Products  Division 
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tion  will  be  presented  at  the  biennial  New  York 
State  Nutrition  Institute,  July  7 and  8,  at  Cornell 
University,  Ithaca,  New  York.  The  program  is 
directed  toward  those  professional  workers  who 
have  an  interest  in  nutrition  education. 
Through  the  Institute,  current  knowledge  is 
brought  to  those  with  limited  opportunities 
during  the  year  to  keep  abreast  with  progress  in 
nutrition  research. 

Speakers  will  include  seven  research  workers 
from  Cornell  and  also  David  Brown,  M.D., 
Albany  Medical  College,  and  Dr.  Robert  Mori- 
son,  director,  division  of  biological  sciences  at 
Cornell.  Among  the  topics  to  be  considered 
are  aspects  of  calcium  and  vitamin  C metabo- 
lism and  childhood  obesity  in  relation  to  adult 
morbidity,  nutrition,  and  mental  development. 
Additional  reports  will  concern  diet  and  coro- 
nary disease,  influence  of  diet  on  digestive  en- 
zymes, problems  in  measuring  food  consumption, 
radionuclides  in  man,  and  nutrition  and  im- 
munity. 

The  two-day  Institute  is  sponsored  by  the 
Graduate  School  of  Nutrition  and  the  New  York 
State  Colleges  of  Home  Economics  and  Agricul- 
ture, Cornell  University,  in  cooperation  with  the 
New  York  State  Nutrition  Council.  Those 
interested  in  pre-registration  information  may 
write:  Nutrition  Institute,  Department  of 

Food  and  Nutrition,  New  York  State  College  of 
Home  Economics,  Cornell  University,  Ithaca, 
New  York  14850. 

Training  courses  offered 
in  biomedical  photography 

The  Biological  Photographic  Association, 
Inc.,  New  York  Chapter,  is  offering  a series  of 
courses  in  photography.  The  courses  are 
especially  designed  to  increase  the  knowledge 
and  experience  of  biophotographers. 

A course  in  Photography  of  Small  Objects 
will  be  given  by  Sidney  Shapiro,  chief,  Visual 
Aids  Department,  The  Long  Island  Jewish 
Hospital.  The  course  will  be  concerned  with 
the  problems  in  close-up  photography  of  bio- 
logic subjects:  types  of  photos,  types  of  equip- 
ment; sensitive  materials;  classification  of 
objects;  lighting;  image  size  and  scale;  prep- 
aration of  specimens;  record-keeping;  and 
doctor-photographer  relationship.  Tuition  for 
the  course  is  $36,  and  there  will  be  nine  sessions 
beginning  in  September,  1966. 

Another  upcoming  course  is  Reproduction  of 
Research  Records  which  will  be  taught  by 
Percy  W.  Brooks,  director  of  photography,  The 
New  York  Hospital-Cornell  Medical  Center. 
The  course  will  cover  preparation  of  material 
for  reproduction;  proper  presentation  of  illustra- 
tions for  publishing;  technics  involved  in  mak- 
ing negatives,  prints,  lantern  slides,  and  other 
transparencies;  special  technics  with  poor 
originals,  books,  journals,  x-rays,  and  other 
transparencies;  and  survey  of  technics  used  in 
reproducing  x-rays  and  in  making  lantern  slides. 
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DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— C areful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing'  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
»Wi  Wallace  Laboratories  / Cranbury,  N.  J. 
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Both  courses  will  be  held  at  The  Rockefeller 
Illustration  Service,  York  Avenue  at  East  66th 
Street,  New  York  City.  The  courses  will 
consist  of  lectures,  demonstrations,  and  work 
assignments.  For  the  1966  courses,  applicants 


must  be  high  school  graduates,  must  have  a 
thorough  understanding  of  basic  photography, 
and  must  be  working  full-time  in  biologic  pho- 
tography. 

For  further  information  contact:  Percy  W. 

Brooks,  Room  B-518,  1300  York  Avenue,  New 
York,  New  York  10021. 


Abstracts 


Hader,  H.,  Schulman,  P.  M.,  Brudno, 

J.  J.:  Studies  in  basic  gerontologic  psychiatric 
research;  VII.  Observations  on  oral  pentyl- 
enetetrazol in  elderly  brain-damaged  patients, 
New  York  State  J.  Med.  66:  841  (Apr.  1) 
1966. 

Twenty-five  elderly  patients  with  evidence 
of  impaired  cerebral  circulation  due  to  cerebral 
arteriosclerosis  were  treated  with  oral  pentyl- 
enetetrazol in  doses  of  600  mg.  per  day  over  a 
four-week  period.  Improvement  was  noted 
in  the  level  of  consciousness,  the  mental  states 
questionnaire,  and  the  Bender-Fink  double 
simultaneous  stimulation  test;  essentially,  how- 
ever, there  was  little  improvement  in  the  actual 
mental  status  of  the  patients.  Further  in- 
vestigation of  the  drug  is  recommended. 

Guyer,  H.  B.:  Rupture  of  uterus,  New  York 
State  J.  Med.  66:  845  (Apr.  1)  1966. 

Forty-one  ruptures  of  the  uterus  occurred  in 
31,523  deliveries;  23  followed  previous  uterine 
scars,  17  were  traumatic  ruptures  with  no 
previous  uterine  scars,  and  1 followed  an  auto- 
mobile accident.  Although  traumatic  obstetric 
procedures  have  been  largely  eliminated,  the 
incidence  of  rupture  of  the  uterus  has  not  de- 


creased because  of  the  problem  of  disproportion 
in  the  multipara.  Fundal  pressure  was  the 
immediate  cause  for  traumatic  noncesarean 
section  ruptures  in  the  series;  intravenous 
oxytocin  was  a contributory  cause.  Hypo- 
gastric artery  ligation  is  an  essential  technic 
for  the  obstetrician,  and  routine  manual  ex- 
ploration of  the  uterus  after  every  delivery  is 
necessary  for  early  diagnosis. 

Davis,  J,  E.,  Clyman,  M.  J.,  Decker,  A., 
Ober,  W.  B.,  and  Roland,  M.:  Varicocele 
as  contributing  factor  in  male  infertility;  a 
preliminary  report,  New  York  State  J.  Med. 
66:  854  (Apr.  1)  1966. 

Fifty-one  cases  of  varicocele  were  found  in 
252  males  seen  at  a fertility  clinic.  In  41  of 
the  51  cases,  semen  analyses  were  subnormal, 
and  an  increased  number  of  immature  sper- 
matocytes were  seen;  10  cases  had  normal 
spermiograms  and  no  apparent  alteration  in 
fertility.  The  size  of  the  varicocele  did  not 
correlate  with  the  degree  of  abnormality  of  the 
semen.  Careful  examination  for  varicocele 
is  indicated  in  the  infertile  male,  and  varico- 
celectomy seems  indicated,  although  the  reasons 
for  improvement  in  the  semen  analysis  resulting 
from  it  are  not  clear. 
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Here  is  the  Abbott  anorectic 
)rogram  designed  to  meet 
he  individual  needs  of  your 
>verweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


DESOXYN®  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can’t  take  plain  amphetamine, 
put  her  on  DESBUTAI?  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  th 
appetite  and  lift  the  mood;  the  other  contain 
Nembutal®  (pentobarbital)  to  calm  the  patient  an 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
or  your  overweight  patients. 


They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
) patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 


'he  release  action  is  purely  physical  and  relies  on 
nly  one  factor  common  to  every  patient:  gastro- 
itestinal  fluid.  There  is  no  dependence  on  enteric 
oatings,  enzymes,  motility,  or  an  "ideal”  ion  con- 
entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 


hat's  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
>ng  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  3 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

U i) 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 


Front  Side 


samples  available 


Oesbutal  IS  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  an  anorectic  in  treatmant  ot 
obesity  aho  to  countoiact  anjiaty  and  »*)  depression 
Desbutal  is  contrjindicatad  in  pa 
tients  takin|  a monoamine  oildast  inhibitor  Nervousness 
oi  eicesswe  sedation  have  octationaltY  been  observed 
otten  these  oftects  will  disappear  alter  a law  days  Usa 
with  caution  in  patients  with  hypertension  cardiovascular 
disease,  hypar  thyroid  ism  or  who  ar#  sansitnr*  to  sympa 
thorn imrtK  drops  Careful  supervision  it  advisable  with 
mated  lusted  individuals 

A single  Gtadumel  tablet  in  the  morning 
provides  all-day  appetite  control 

Oesbutal  10  contains  10  mg  ol  meth 
amphetam. nt  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Oesbutal  IScentatns  I5mg  ol  methamphalamine 
hydrochloride  and  90  mg  ot  pentobarbital  sodium  In 
bottles  of  100  and  M0 


Sucaryl  Sweeteners 

8r«mj  * 

A proven  aid  to  weight  control  — 

For  use  in  bevorages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

ol  low  and  non  caloric  nwetenm 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Prra  out  tablets  f» 


cot  no  TM  1JJ1 


ooo 

ooo 


For: 

Directions 


economy 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 

601060 


CONTRAINDICATION:  Desoxyn  and  Desbutal  art 
contraindicated  in  patients  taking  a monoamint 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  witf 
hypertension,  cardiovascular  disease,  hyperthy 
roidism,  old  age,  or  those  sensitive  to  sympatho 
mimetic  drugs  or  ephedrine  and  its  bha 
derivatives.  Careful  supervision  is  ad-  I 

visable  with  maladjusted  individuals. 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


New  drugs  take  exams,  too. 


Today,  virtually  every  medical  school  in  the 
United  States  cooperates  with  pharmaceutical 
manufacturers  in  the  clinical  evaluation  of  new 
and  promising  drugs.  Just  as  you  might  find  it 
significantly  more  difficult  to  practice  medicine 
without  the  useful  new  compounds  made  avail- 
able through  original  pharmaceutical  research 
in  the  past  twenty  years  - prescription-drug 
manufacturers  would  find  it  equally  difficult  to 
obtain  extensive,  long-term,  dependable  evalu- 
ations of  new  therapeutic  agents  without  the 
close  cooperation  of  medical  staffs  and  clinical 


facilities  of  medical  schools  and  teaching  hos- 
pitals. Such  cooperation  leads  toward  more 
effective  care  of  more  patients  - the  common 
goal  of  medical  and  pharmaceutical  research 
toward  reduction  in  the  cost  of  disease,  toward 
increase  in  useful  longevity. 

This  message  is  brought  to  you  as  a courtesy  ol  this  publica- 
tion on  behalf  of  the  producers  of  prescription  drugs. 

S Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St  N W Washington  D C 20005 


Medical  News 


Diabetes  association  to  broadcast 
series  on  diabetes  mellitus 

Beginning  Monday,  April  4,  there  will  be  a 
series  of  five  FM  radio  postgraduate  education 
courses  on  diabetes  mellitus.  The  programs, 
presented  by  the  Professional  Education  Com- 
mittee of  the  Clinical  Society,  New  York 
Diabetes  Association,  Inc.,  will  be  broadcast 
through  the  facilities  of  radio  station  WRVR- 
FM  (106.7  me.).  The  programs  are  scheduled 
for  Mondays  from  12:00  noon  to  1:00  p.m. 
The  first  thirty  minutes  will  be  devoted  to 
presentations  and  the  last  thirty  minutes  to 
questions  and  answers. 

Dates  and  subjects  are  as  follows:  April  4 — 
“The  New  Biochemical  Concepts  in  Diabetes 
Mellitus,”  by  Bertrand  E.  Lowenstein,  M.D.; 
April  11 — “Hypoglycemia,”  by  Martin  G. 
Goldner,  M.D.,  and  Sheldon  J.  Bleicher,  M.D.; 
April  18 — “Peripheral  Vascular  Disease  with 
Diabetes,”  by  Henry  Haimovici,  M.D.;  April 
25 — “Inter-relationship  of  Obesity  and  Diabetes 
Mellitus,”  by  Theodore  B.  Van  Itallie,  M.D., 
and  Sami  A.  Hashim,  M.D.;  and  May  2 — “The 
Management  of  the  Diabetic  During  Preg- 
nancy,” by  Harold  Zarowitz,  M.D. 

Dates  announced  for  obstetrics 
and  gynecology  specialty  boards 

The  American  Board  of  Obstetrics  and 
Gynecology  announces  that  the  date  of  the  next 
Part  I examination  has  been  changed  and  is  now 
scheduled  to  be  given  on  Friday,  July  1,  at 
1:00  p.m. 

Applications  to  take  the  Part  II  examination 
in  February,  1967,  will  be  accepted  during  April 
and  May,  1966.  Candidates  are  reminded  that 
duplicate  lists  of  patients  dismissed  from  their 
service  during  the  twelve  months  immediately 
preceding  the  month  of  application  must  accom- 
pany the  Part  II  application. 

Current  bulletins  and  application  forms  may 
be  obtained  by  writing:  Clyde  L.  Randall, 

M.D.,  Secretary,  American  Board  of  Obstetrics 
and  Gynecology,  100  Meadow  Road,  Buffalo, 
New  York  14216.  Applicants  are  urged  to 
familiarize  themselves  with  the  current  rules 
and  regulations,  particularly  in  view  of  the 
changes  in  application  and  examination  sched- 
ules. Diplomates  of  this  Board  are  requested 
to  keep  the  Board  informed  of  their  current 
address. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


New  guide  published 
on  permanent  impairment 

The  eighth  guide  in  a series  entitled  “Guides 
to  the  Evaluation  of  Permanent  Impairment” 
is  now  available.  This  guide  deals  with  the 
respiratory  system.  The  guides  were  developed 
by  the  Committee  on  Rating  of  Mental  and 
Physical  Impairment. 

This  guide,  like  all  the  others  in  the  series, 
has  been  designed  primarily  for  use  by  physi- 
cians. However,  the  guide  is  of  interest  and 
use  to  all  concerned  with  the  medical,  adminis- 
trative, or  judicial  aspects  of  programs  for  the 
disabled.  The  previously  published  guides  in 
the  series  deal  with  the  extremities  and  back; 
the  visual  system;  the  cardiovascular  system; 
the  ear,  nose,  throat,  and  related  structures; 
the  central  nervous  system;  the  digestive 
system;  and  the  peripheral  spinal  nerves. 

The  guide  was  recently  published  in  the 
Journal  of  the  American  Medical  Association. 
A limited  number  of  copies  of  the  guide  may  be 
obtained  without  charge  by  writing:  Committee 
on  Rating  of  Mental  and  Physical  Impairment, 
535  North  Dearborn  Street,  Chicago,  IUinois 
60610. 

Summer  camp  offered 
for  diabetic  children 

Applications  for  children  with  diabetes  to 
attend  Camp  Nyda  in  Burlingham,  New  York, 
will  be  sent  on  request  of  private  physicians  or 
sending  agencies.  Children  of  all  races  and 
creeds  from  the  metropolitan  area,  from  six 
through  fifteen  years  of  age,  are  accepted  for  a 
month’s  vacation  without  regard  to  the  ability 
of  the  parents  to  pay  any  or  all  of  the  costs. 
The  need  of  the  child  for  the  camp  experience 
is  the  determining  factor,  and  first  priority  is 
given  to  newly  discovered  diabetics.  Sending 
agencies  are  encouraged  to  help  defray  the  costs. 

Camp  Nyda  is  entering  its  thirtieth  summer 
season  in  1966  and  is  the  largest  camp  for 
diabetic  children  in  the  world  and  the  only  one 
of  its  kind  in  New  York  State.  It  is  main- 
tained by  the  New  York  Diabetes  Association, 
a nonprofit,  voluntary  organization.  The  camp 
is  supervised  by  physician  members  of  the 
New  York  Diabetes  Association  Clinical  Society. 

Applications  may  be  secured  by  writing: 
Stanley  T.  Sajecki,  Director,  Camp  Nyda, 
New  York  Diabetes  Association,  104  East 
40th  Street,  New  York,  New  York  10016. 

continued  on  page  814 
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NOTICE 


We  will  continue  to  publish 


L1N-AL 


* 


until 


ALL  DRUGS  ARE  REACTION-FREE 


and 


ALL  MEDICO  LEGAL  HAZARDS  ARE 


ELIMINATED 


From  30  to  35  issues  per  year  to 
help  achieve  this  utopian  situation 


Described  by  the  Commission  on  Drug  Safety 
as  . . the  only  compendium  primarily  devoted 
to  toxicology  which  has  had  wide  distribution.” 


YOU  CAN  PERSONALLY  EVALUATE  CUN-ALERT  WITHOUT  OBLIGATION 
Simply  File  Your  Request  With  Us,  Using  Form  Attached 


You  will  receive  (via  air  mail)  two 
issues  of  Clin-Alert  as  published  . . . 
with  no  obligation  to  subscribe.  How- 
ever a pro  forma  invoice  will  be 
included  with  the  second  issue.  To 
•continue  the  service,  just  return  one 
copy  of  the  invoice  with  your  check. 


p/VTCC  Including  Special  Binder 
^ and  Quarterly  Index 

U.S. ...  Canada. ..  Mexico. ..  1 yr.  $20.00 

South  America Europe. ..  1 yr.  $25.00 

All  Other  Countries 1 yr.  $30.00 

DECREASED  RATES  FOR  TWO  OR  MORE  YEARS 


TO:  SCIENCE  EDITORS,  INC.,  1522  Commonwealth  Bldg.,  Louisville,  Kentucky  40202 


I accept  your  offer  to  send  two 
(2)  issues  of  Clin-Alert  to  me  isjame 
without  obligation,  beginning 
with  the  first  issue  published 

after  receipt  of  this  authoriza-  Address 

tion.  *1  understand  that  I am  in 

no  way  obligated  to  subscribe  City State. Zip  Code. 

by  reviewing  your  publication. 


♦OFFER  EXPIRES  SEPTEMBER  1,  1966 
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The  Gentle  Relief  For 
Constipation  Distress 


EUCARBON 

A gentle  laxative  adsorbent  for  gastrointes- 
tinal dysfunction  and  anti-flatulent  effects  in 
fermentation.  An  excellent  detoxifying  sub- 
stance with  a wide  range  of  uses  in 
dermatology. 

Each  tablet  contains:  Ext.  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil,  Fennel  Oil 
in  highly  activated  charcoal  base.  Dose:  1 or 
2 tablets  daily.  Supply:  Tins  of  100,  at  all 
pharmacies.  Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  C0.r  INC. 
10  Fairchild  Court,  Plainview,  N.  Y.  11803 


Personalities 

Elected.  As  officers  of  the  New  York  State 
j Society  of  Internal  Medicine:  Walter  T. 

Zimdahl,  M.D.,  Buffalo,  re-elected  president; 
Robert  Schwinger,  M.D.,  Forest  Hills,  presi- 
dent-elect; Robert  M.  Kohn,  M.D.,  Buffalo, 
re-elected  vice-president;  David  S.  Gerbarg, 
M.D.,  Kingston,  re-elected  secretary;  George 
R.  Lovell,  M.D.,  Rochester,  re-elected  treasurer; 
William  Felch,  M.D.,  Rye,  Maxwell  Spring, 
M.D.,  The  Bronx,  Bernard  Brody,  M.D., 
Rochester,  Monte  Malach,  M.D.,  Brooklyn, 
and  Charles  Bauer,  M.D.,  Buffalo,  to  the  Board 
of  Directors  for  a two-year  term;  and  Seymour 
L.  Halpern,  M.D.,  New  York  City,  and  James 
Colella,  M.D.,  Binghamton,  to  the  Board  of 
Directors  for  a one-year  term  ...  As  officers  of 
the  newly  formed  Transplantation  Society  at  a 
meeting  at  the  Waldorf-Astoria  Hotel  which 
followed  the  final  session  of  the  Seventh  Inter- 
national Transplantation  Conference  of  The 
New  York  Academy  of  Sciences:  John  Marquis 

Converse,  M.D.,  New  York  University  School  of 
Medicine,  president-elect;  and  Felix  T.  Rapa- 
port,  M.D.,  New  York  University  School  of 
Medicine,  a secretary. 

Appointed.  Edward  I.  Goldberg,  New  York 
City,  as  Director  of  Operations  of  the  Work- 
man’s Compensation  Board  . . . James  E. 
McCormack,  M.D.,  Jersey  City,  New  Jersey, 
as  director  of  The  New  York  Academy  of 
Medicine. 


Speakers.  Abner  I.  Weisman,  M.D.,  clinical 
professor  of  obstetrics  and  gynecology,  New 
York  Medical  College,  at  a meeting  of  the 
Dermatologic  Society  of  Greater  New  York  on 
“These  Were  Their  Books:  A Pre-Columbian 

Study  in  Clay — and  a New  Vista  in  Medical 
History.” 


“And  need  I remind  you  you're  in  no  condition  to 
be  a pal  to  your  son  for  a while." 
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Little-known  moments  in  history 
No.  1: 

Mr.  Ra,  a sculptor,  was  commis- 
sioned by  Queen  Nefertiti  to  do  a 
statue  of  herself,  and  by  King  Tut 
to  do  a large  lion  for  his  front 
lawn.  Confused  by  vertigo,  Mr.  Ra 
got  the  whole  thing  mixed  up.  Did 
he  get  a royal  bawling-out! 


m m • ,ablets  syrup  -®  ■ ■ • 

Antivert  stops  vertigo 

(meclizine  HCI,  nicotinic  acid)  ® 


Tablets:  (meclizine  HCI  12.5  mg.  and  nicotinic  acid  50  mg.) 
Syrup:  (each  5 cc.  teaspoonful  contains  meclizine  HCI 
6.25  mg.  and  nicotinic  acid  25  mg.) 

Most  widely  prescribed  anti-vertigo  agent' 

Complete  to  moderate  relief  in  9 out  of  10  patients1 
Antivert,  the  leading  anti-vertigo  product,'  combines  mecli- 
zine HCI,  an  outstanding  drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug  of  choice  for  prompt 
vasodilation.  Prescribe  Antivert  for  your  patients  with  vertigo, 
Meniere’s  syndrome  and  allied  disorders. 

Precautions  and  side  reactions:  Frequent,  short-lived  reactions 
include:  cutaneous  flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is  carrying  out  its  in- 
tended function  of  vasodilation.  Because  of  this  vasodilation, 
severe  hypotension  and  hemorrhage  are  obvious  contraindications 


to  Antivert  therapy.  Use  by  pregnant  women:  This  product  con- 
tains meclizine.  The  Food  and  Drug  Administration  has  stated 
that  while  available  clinical  data  are  inconclusive,  scientific 
experts  are  of  the  opinion  that  this  drug  may  possess  a potential 
for  adverse  effects  on  the  human  fetus,  and  that  consideration 
should  therefore  be  given  to  the  initial  use  of  another  non-pheno- 
thiazine  agent.  Roerig  and  its  medical  staff,  on  the  basis  of 
published  research  on  the  human  experience  with  this  drug  by 
experts  in  the  field  of  teratology  and  of  consultation  with  experts 
in  that  field,  have  concluded  that  there  is  no  greater  incidence 
of  malformations  among  the  offspring  of  mothers  who  took  other 
drugs,  or  no  drugs  at  all.  For  complete  information  consult 
product  brochure. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls  (5-10  cc.)  t.i.d. 
just  before  meals.  Specific  requirements  for  individual  patients 
should  be  determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500.  Syrup  in  pint  bot- 
tles. Rx  only. 

References:  1.  Based  on  1965  data  from  independent  physicians’ 
market  survey  organization.  2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobon® 

geriatric  supplement 

helps  keep  them 
’on  the  go’ 

Neobon  combines  hormones,  essential  hematopoietic  factors, 
a digestive  enzyme,  and  vitamins  and  minerals  with  the 
important  amino  acids  L-lysine  and  glutamic  acid.  When  used 
as  adjunctive  therapy,  such  medication  has  been  shown  to  be 
of  value  in  treating  patients  with  the  geriatric  syndrome.' • * 
You,  too,  can  help  your  geriatric  patients  — with  or  without 
vertigo -lead  a more  active  life  by  prescribing  Neobon. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen 
or  androgen  therapy  should  not  be  used,  as  in  carcinoma  of 
the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  phy- 
sician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Duff  icy . R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936 
(No v.)  1957.  2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.) 
1957. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate)  ..  .2000  U.S.P.  units 
Vitamin  D 
(irradiated 

ergosterol)  . .200  U.S.P.  units 
Vitamin  Bt  (thiamine 
mononitrate,  U.S.P.)  ..0.5  mg. 
Vitamin  B2  (riboflavin, 

U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine 

HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 
tocopherol  acetate)  ...  .5  I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate).  .0.066  mg. 
Copper  (from 

copper  sulfate) 0.33  mg. 


Manganese  (from 
manganese  sulfate)  . .0.33  mg. 
Magnesium  (from 
magnesium  sulfate)  ...  .2  mg. 
Iodine  (from 

potassium  iodide)  . . .0.05  mg. 
Potassium  (from 
potassium  sulfate)  . .1.66  mg. 
Zinc  (from 

zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from 

ferrous  sulfate)  ....3. 40  mg. 
Vitamin  B)a  (cobalamin 
concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid, 

U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 
Pancreatic  substance*  ..50  mg. 

(4)  Gonadal  Hormones 
Methyltestosterone  ....1.0  mg. 
Ethinyl  estradiol  ....0.006  mg. 

(5)  Amino  Acids 

L-lysine 50  mg. 

Glutamic  acid 30  mg. 


■'Enzymatically  active  defatted  material  from  250  mg.  of  whole 
fresh  pancreas. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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Psss-st — Participation  in  GHI  is  good  for  you 

...for  your  patient  and  for  the  profession 
as  well.  Participating  doctors  receive 
payment  directly  from  GHI.  Collection 
problems  are  all  but  eliminated. 

Write  or  phone  GHI  today  for  your  Invitation 
to  Participate. 


Group  Health  Insurance,  Inc. 

221  PARK  AVENUE  SOUTH/ NEW  YORK,  N.Y.  10003 

Phone:  SP  7-6000 
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MSS  NY  PUBLICATIONS  FOR  MEMBERS... 

These  periodicals  are  some  of  the  benefits  you  receive  with  your  State 
Society  membership. 


Neu>  Verb  State 

JgJlPfl  Medicine 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE 


Now  in  its  66th  year  of  publication,  the 
semimonthly  Netv  York  State  Journal  of 
Medicine  is  “dedicated  to  the  continuing 
education  of  the  physician.” 


MEDICAL  DIRECTORY  OF 
NEW  YORK  STATE 

This  biennial  publication  is  your  first 
source  of  professional  information.  More 
than  32,000  registered  physicians  in  New 
York  State  are  individually  listed  with  perti- 
nent professional  data. 


MEDICAL 

DIRECTORY 

of  Nr»  York 


THE  NEWS  OF  NEW  YORK 

A monthly  newsletter  which  keeps  its 
finger  on  happenings  in  the  county  societies 
. . . State  and  Federal  legislative  items  . . . 
medical  P.R.  news. 


WHAT  GOES  ON 

A monthly  calendar  of  medical  lectures, 
conferences,  post  graduate  courses,  seminars, 
etc.,  throughout  the  states  of  New  York  and 
New  Jersey. 


WHIT 

HOES 

m a. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Ave.,  New  York,  N.  Y.  10017 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 


So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 


You  might  also  say  that  all  interns  aren't 
alike,  either. 
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Lost  and  Found 


CHIHUAHUA  — Lost-fem.  Tan  and 
white  Reward  Irving-Cald  IR  8-0341  , 

Lost 

THE  BITTER  TASTE  OF 
ORAL  PENICILLIN. 

See  V-Cillin  K® 
for  full  details. 


DOG  found— Black  Peke.  temale 
10-76  Lincoln  Park  West  9J3-0794 
DOBERMAN  lost  — brown. 
Children  Vic 

C^ 

GERA 


r^l0N: WT» 

, 7<TV  »*  hi 

1,75,45 


A MORE  PLEASANT  VfAT  TO 
TAKE  ORAL  PENICILLIN. 

Check  V-Cillin  K® 
for  the  facts. 


E&6  IC--&  ""''cel'll 
Vic,  *Ot*  •fdui«5  dAny  Intor^'00 


Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why: 

It  has  a special  coating,  only  one 
and  a half  thousandths  of  an  inch 
thick.  Because  it  is  designed  to 
‘dissolve  after  approximately  six 
seconds,  this  barrier  to  bitterness 
remains  on  the  tablet  as  it  slides 
past  the  tongue.  When  the  tablet 
reaches  the  stomach,  however, 
the  coating  has  dissolved,  and  the 
penicillin  is  ready  for  immediate 
absorption  into  the  bloodstream. 
Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections 
and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions: 

Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history  of 
allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250 
mg.,  and  V-Cillin  K,  Pediatric,  125  mg.  per 
5-cc.  teaspoonful,  in  40,  80,  and 
150-cc.-size  packages. 


V-Cillin  K‘ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 

600050 
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Editorials 


Harold  Jacobziner,  M.D. 

The  Journal  notes  with  deep  regret  the 
death  on  February  8,  1966,  of  Harold  Jacob- 
ziner, M.D.  Dr.  Jacobziner  since  1959  had 
been  a valued  contributor  to  the  Journal’s 
pages  of  periodic  reports  from  the  Poison 
Control  Center  of  the  New  York  City  De- 
partment of  Health. 

A pediatrician,  graduate  in  public  health, 
and  deputy  commissioner  of  the  New  York 
City  Health  Department,  Dr.  Jacobziner 
pioneered  in  the  movement  to  establish 
poison  control  centers  throughout  the  coun- 
try and,  indeed,  his  own  Center  became  a 
veritable  model  for  this  activity.  Through- 

Welcome  to  a new  journal 

I Long  in  gestation  there  has  finally  been 
brought  forth  a new  scientific  journal  which 
exhibits  an  entirely  new  departure  in  jour- 
nalism. The  International  Microfilm  Jour- 
nal of  Legal  Medicine,  a quarterly,  will  be 
published  exclusively  on  microfilm — 4 by  6 
microfilm  cards,  35  mm. -roll  film,  and  16 

I mm. -roll  film. 

Milton  Helpern,  M.D.,  Chief  Medical 
Examiner  of  New  York  City,  is  the  editor- 

I in-chief  of  the  new  Journal  and  he  has  enu- 
merated the  advantages  of  direct  microfilm 
journalism  as  follows: 

1.  A publication  on  microfilm  cards  saves 
i a great  deal  of  storage  space,  since  one  4- 
by  6-inch  microfilm  can  take  up  to  98  pages 
of  text  (25  pages  can  be  reproduced  on  one 
| foot  of  35  mm. -roll  film  and  a somewhat 
higher  number  on  one  foot  of  16  mm. -roll 
| film). 

2.  It  is  relatively  inexpensive  to  publish 
material  on  microfilm. 

3.  Articles  accepted  for  use  in  a publica- 
tion produced  on  microfilm  cards  can  be 


out  his  service  as  a naval  medical  officer 
during  World  War  II  in  the  Pacific  Theatre 
Dr.  Jacobziner  made  many  important  con- 
tributions to  the  public  health  of  the  islands 
seized  in  the  far  Pacific. 

Dr.  Jacobziner’s  sage  advice  in  matters  of 
public  health  was  always  generously  avail- 
able to  our  Editorial  Board  and  we  relied 
upon  it  often. 

The  Journal’s  Distinguished  Service 
Award  last  year  was  received  by  Dr.  Jacob- 
ziner, and  it  is  a small  consolation  at  least 
that  our  high  regard  and  affection  was 
known  to  him. 


accompanied  by  almost  as  many  illustra- 
tions as  the  author  may  consider  necessary 
or  desirable,  since,  in  the  case  of  black  and 
white  photographs,  charts,  and  graphs,  it  is 
no  more  expensive  or  difficult  to  reproduce 
them  on  microfilm  than  to  reproduce  textual 
matter  on  microfilm.  Colored  photographs 
are  at  present  reproduced  in  black  and  white 
but  with  improved  technology  the  editors 
hope  it  will  be  feasible  economically  to  re- 
produce color. 

4.  A microfilm  publication  can  reproduce, 
or  reprint,  at  a relatively  small  cost  and  in 
a small  amount  of  space,  books,  mono- 
graphs, and  other  materials  that  are  out-of- 
print  but  still  in  demand. 

5.  A microfilm  journal  also  can  reproduce 
the  proceedings  of  scientific  meetings,  an 
important  consideration  because  quite  often 
the  sponsors  of  a scientific  congress  find  they 
cannot  raise  the  funds  necessary  to  publish 
the  papers  presented  at  their  conference  in 
book  or  other  printed  form. 

6.  Since  a microfilm  publication  can  run 
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a great  deal  of  editorial  matter  in  a single 
issue,  authors  can  publish  articles  that 
otherwise  might  not  see  the  light  of  day  for 
a considerable  period  of  time.  It  is  well 
known  that  many  conventionally  printed 
publications  today  have  a fairly  large  back- 
log of  contributions  chiefly  because  of 
limited  space. 

7.  A publication  on  microfilm  cards  now 
can  be  read  by  modern,  practical,  easy-to- 
handle  viewing  devices  the  cost  of  which  is 
continually  declining. 

The  International  Microfilm  Journal  of 
Legal  Medicine  is  designed  not  only  for 
specialists  and  teachers  in  legal  medicine 
and  forensic  pathologists  but  also  for  attor- 
neys, law  schools,  medical  schools,  insti- 
tutes of  legal  medicine,  medical  examiners, 
coroners,  and  other  members  of  the  medical 
and  legal  professions. 

The  first  issue  of  the  Microfilm  Journal, 
now  available,  contains  reprints  of  three 
classics  in  the  medicolegal  literature,  a 
lengthy  article  on  deaths  due  to  narcotism 
in  New  York  City,  a report  of  an  analytical 
study  of  narcotic  drugs  confiscated  by  the 
police,  a report  on  three  deaths  due  to  car- 
diac catheterization,  and  the  text  of  a court 
decision  involving  a physician’s  liability  in 
a case  of  cardiac  arrest.  The  issue  also 
features  an  editorial  in  five  languages — 
English,  French,  German,  Italian,  and 
Spanish.  It  contains  a total  of  869  pages 
reproduced  on  ten  microfilm  cards.  It  is 
only  one-eighth  of  an  inch  thick. 

The  Journal  is  guided  in  its  policies  by 
an  editorial  board  consisting  of  leading 
figures  in  legal  medicine  in  the  United  States 
and  abroad.  Issue-to-issue  supervision  is 
provided  by  a group  of  16  section  editors, 
all  of  whom  are  prominent  in  their  partic- 
ular specialties. 

Since  the  Journal  is  intended  to  be  truly 
international,  the  editors  are  attempting  to 


obtain  contributions  that  will  be  submitted 
in  more  than  one  language. 

Among  the  editorial  board  members  are 
Brigadier  General  Joe  M.  Blumberg,  M.C., 
Director,  Armed  Forces  Institute  of  Pa- 
thology, Washington,  D.C.;  Dr.  Frances  E. 
Camps,  Professor  of  Forensic  Medicine, 
University  of  London,  England;  Theodore 
J.  Curphey,  M.D.,  Chief  Medical  Examiner- 
Coroner,  Los  Angeles  County,  California; 
Professor  William  J.  Curran,  Director  of 
the  Law-Medicine  Institute,  Boston  Uni- 
versity, Boston,  Massachusetts;  Dr.  Leon 
Derobert,  Professor  of  Legal  Medicine,  the 
Faculty  of  Medicine,  Paris,  France;  Dr. 
Gilbert  Forbes,  Regius  Professor  of  Forensic 
Medicine,  Glasgow  University,  Scotland; 
Dr.  Cesare  Gerin,  Director  of  the  Institute 
of  Legal  Medicine,  University  of  Rome, 
Italy;  Dr.  Harald  Gormsen,  Director  of  the 
Institute  of  Forensic  Medicine,  University 
of  Copenhagen,  Denmark;  Alan  R.  Moritz, 
M.D.,  Director  of  the  Institute  of  Pathol- 
ogy and  Vice-President  of  Western  Reserve 
University,  Cleveland,  Ohio;  Dr.  Keith 
Simpson,  Professor  of  Forensic  Medicine, 
University  of  London,  England;  Dr.  Sho- 
kicki  Ueno,  Professor  and  Director,  Depart- 
ment of  Legal  Medicine,  Faculty  of  Medi- 
cine, University  of  Tokyo,  Japan;  and  S. 
Bernard  Wortis,  M.D.,  Professor  and  Chair- 
man, Department  of  Psychiatry  and  Neu- 
rology, New  York  University  School  of 
Medicine. 

The  Milton  Helpern  Library  of  Legal 
Medicine,  an  independent,  non-profit  educa- 
tional organization  licensed  by  the  State 
of  New  York,  sponsors  the  International 
Microfilm  Journal  of  Legal  Medicine.  The 
Commonwealth  Fund  has  provided  finan- 
cial assistance  toward  the  establishment  of 
the  Journal  because  it  considers  the  publica- 
tion a harbinger  of  an  important  new  means 
of  scientific  communication. 
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Which  Is  Pyloroplasty  with  V agotomy?  Which  Is  Pro-Banthine? 


example  of  Pro-Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 


The  true  anticholinergic  values  of  Pro- 
Banthine  have  never  been  so  graphically 
realized  as  they  are  with  the  recent  de- 
velopment of  fibergastroscopy  and  the 
intragastric  camera. 

Pro-Banthine  consistently  produces 
complete  relaxation  and  immobility  of 
the  stomach  with  a dose  of  only  6 to  8 
mg.  intravenously.  This  is  less  than  half 
the  usual  dose  orally. 

Atropine,  on  the  other  hand,  required 
0.8  mg.  intravenously,  or  twice  the  nor- 
mal dose,  to  achieve  a similar  effect.  This 
high  dose  of  atropine  resulted  in  ex- 
pectedly adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage,  pro- 
duces effects  similar  to  pyloroplasty  and 
vagotomy  without  the  disadvantages  of 
permanent  postvagotomy  sequelae. 

The  intragastric  photograph  A above 


is  of  a patient  who  has  had  pyloroplasty 
with  vagotomy.  Photograph  B is  of  a 
patient  given  6 mg.  of  Pro-Banthine. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in  di- 
vided doses.  In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily  may  be  required. 
Pro-Banthine  (brand  of  propantheline  bromide)  is 
supplied  as  tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg^ 

Side  Effects  and  Contraindications:  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma,  severe 
cardiac  disease  and  prostatic  hypertrophy. 

Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D., 
and  Robert  Bennett,  M.D.,  from  a Scientific  Exhibit  presented 
at  the  Annual  Meeting  of  the  American  College  of  Gastro- 
enterology, Bar  Harbour,  Florida,  Oct.  24-27,  1965. 
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The  ''Pain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  21/2, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Scientific  Articles 


Scientific  session  held  at  the 
Brass  Rail 
Restaurant, 
New  York  City 
May  19,  1965 
ELY  PERLMAN,  M.D. 

President 


PROCEEDINGS 

New  York  Allergy  Society 

S.  SENIOR  SACK,  M.D.,  Editor 


Corticosteroids:  Their 
Physiologic  Use  in 
Allergic  Disease"' 

<<,'  'I  ^ V 

JOHN  G.  HARTER;  M.D. 
Boston,  Massachusetts 

Director  Allergy  Laboratory,  Peter  Bent 
Brigham  Hospital;  Director,  Immunochemistry 
Laboratory,  Robert  Breck  Brigham  Hospital; 
Clinical  Associate  in  Medicine,  Harvard  Medical  School 


How  corticosteroids  are  administered 
in  allergic  disease,  once  the  decision  to  use 
them  has  been  made,  will  be  the  concern  of 
this  report.  The  indications  and  contrain- 
dications will  not  be  discussed,  nor  the  use 
of  corticosteroids  in  other  diseases.  As 
much  as  possible,  data  from  clinical  studies 
will  be  cited  to  support  the  proposed 
schedules.  Where  clinical  experience  alone 
supplies  the  rationale,  this  will  be  noted. 

For  the  purpose  of  this  discussion,  the 
allergic  diseases  for  which  one  might  con- 
sider using  steroids  are  severe  contact 
dermatitis  or  drug  eruption,  acute  angio- 
neurotic edema,  serum  sickness  syndrome, 
severe  pollinosis,  acute  asthma,  chronic 
asthma,  chronic  vasomotor  rhinitis,  chronic 

* Supported  by  grants  from  the  National  Institutes  of 
Health  (A  5577,  6484,  and  A-19C-12),  the  Hartford  Founda- 
tion, and  the  Asthma  Fund  of  Harvard  Medical  School. 


urticaria,  and  atopic  dermatitis.  Paren- 
thetically, it  might  be  noted  that  most  of 
the  data  to  be  presented  are  derived  from 
patients  with  chronic  bronchial  asthma. 
Although  there  is  a trend  toward  using 
steroids  more  freely  in  some  of  these  dis- 
eases, 1 the  number  of  patients  in  any  of  the 
other  categories  that  I have  felt  compelled 
and  justified  to  treat  with  steroids  during 
the  past  ten  years  is  fewer  than  10  each.  I 
regard  systemic  steroids  as  a last  resort,  to 
be  used  only  after  more  conservative  meas- 
ures have  been  tried  vigorously  and  have 
failed.  The  use  of  corticosteroids  in  ster- 
oid-sensitive diseases,  other  than  those 
listed,  may  be  accompanied  by  other 
problems  and  considerations  and  will  not 
be  discussed  here.  In  general,  diseases 
that  are  steroid-responsive  can  be  con- 
trolled by  the  use  of  steroids,  as  will  be  dis- 
cussed, although  it  may  not  always  or  as 
clearly  be  the  method  of  choice,  as  it  is  in 
the  diseases  already  listed. 

General  considerations 

Before  turning  to  specific  schedules  for 
short-  and  long-term  steroid  therapy,  there 
are  three  “don’ts”  which  deserve  emphasis. 
The  number  of  times  one  regrets  having 
used  steroids  will  be  directly  related  to  the 
number  of  times  one  ignores  these  impera- 
tives. 

1.  Don’t  start  or  stop  a patient  on  ster- 
oids the  first  time  he  is  seen. 

Study  a patient  carefully  before  start- 
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ing  or  stopping  steroids.  Try  to  es- 
tablish the  etiology  of  his  disease  and 
treat  it  specifically  if  possible.  Give 
conservative  therapy  an  adequate  trial 
before  deciding  that  it  will  not  work. 
Consciously  and  conscientiously  examine 
the  patient  for  conditions  which  might  be 
aggravated  by  steroids. 

2.  Don’t  treat  a patient  with  systemic 
steroids  alone. 

A full  conservative  program  of  drug 
therapy,  including  desensitization  if  indi- 
cated, should  be  maintained  along  with 
steroid  therapy.  Even  if  such  conserva- 
tive therapy  does  not  obviate  the  need 
for  steroids,  it  should  lower  the  dose  of 
steroids  necessary,  which  hopefully  re- 
duces the  risk  of  using  steroids. 

3.  Don’t  write  prescriptions  for  steroids 
with  unlimited  refills. 

Prescriptions  for  steroids  should  be 
nonrefillable.  A surprising  number  of 
patients,  for  one  reason  or  another,  end 
up  taking  steroids  without  medical 
supervision.  Usually  this  occurs  through 
ignorance  of  the  dangers,  or  because  the 
patient  knows  his  physician  does  not 
want  him  to  take  steroids  but  feels  he 
must  have  them  because  of  the  miracu- 
lous “cure”  of  his  disease. 

Short  courses  of  corticosteroids 

It  is  not  always  necessary,  and  certainly 
never  desirable,  to  use  steroids  chronically. 
Sometimes  a short  course  of  steroids  will 
suffice  to  get  a patient  through  a seasonal 
or  basically  self-limited  problem  such 
as  a contact  dermatitis.  Occasionally,  a 
patient  will  be  given  a short  course  of 
steroids  for  nasal  polyps,  hay  fever,  or 
poison  ivy  and  will,  during  the  period  im- 
mediately after  stopping  steroids,  develop 
an  attack  of  bronchial  asthma  severe 
enough  to  require  another  course  and  even- 
tually prolonged  use  of  steroids.  Before 
the  first  course  of  steroids,  the  asthma  may 
have  been  easily  controlled  by  conservative 
measures.  It  is  not  clear  why  this  occurs, 
but  I would  like  to  suggest  that  during  the 
period  of  initial  steroid  therapy,  which  has 
usually  been  a month  or  longer  in  such 
cases,  the  patient’s  adrenal-pituitary  axis 
is  suppressed,  so  that  after  the  steroids  are 
withdrawn,  there  is  a period  of  subnormal 
endogenous  corticosteroid  production  in  a 


"Pref«rr*d" 


FIGURE  1.  Three  commonly  used  and  recom- 
mended tapering,  short-term  corticosteroid  dosage 
schedules  as  well  as  a "preferred”  short-term  high- 
dosage  schedule. 


patient  with  a steroid-sensitive  disease. 
The  patients  are  usually  “stuck”  on  only 
one  or  two  steroid  tablets  per  day  but  can- 
not get  along  without  them. 

How  then  can  short-term  steroids  be  used 
to  get  the  desired  therapeutic  effect  and 
minimize  the  possibility  of  getting 
“hooked”  on  steroids?  I believe  the 
answer  is  in  short,  moderately  high-dose 
therapy  without  tapering.  Figure  1 shows 
three  commonly  used  schedules  for  short- 
term steroids  and,  in  addition,  a “preferred” 
short-term  regimen.  In  clinical  experience, 
this  has  been  a therapeutically  effective 
way  to  use  steroids.  In  a limited  number 
of  eight-hour  intravenous  ACTH  tests,  one 
starts  finding  decreased  adrenal  responsive- 
ness after  about  ten  days  of  10-mg.  predni- 
sone four  times  per  day.2  The  goal  is  to 
bring  the  patient’s  disease  under  reasonable 
control  with  10-mg.  prednisone  four  to  six 
times  per  day  for  from  four  to  ten  days, 
then  either  to  stop  abruptly  or  switch  to 
alternate-day  prednisone  therapy. 

Figure  2 illustrates  graphically,  with 
hypothetical  curves,  that  the  dose  response 
curves  for  adrenal  suppression,  therapeutic 
effectiveness,  and  side-effects  are  dose-re- 
lated but  that  the  curves  are  not  superim- 
posable.  The  use  of  small  doses,  2.5  to 
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HYPOTHETICAL  DOSE  RESPONSE  CORVES 


Mg,  prednisone/da/  in  divided  doses 


FIGURE  2.  Hypothetical  dose  response  curves 
for  adrenal  suppression,  therapeutic  effectiveness, 
and  side-effects. 


10  mg.  of  prednisone  or  equivalent,  in  a 
tapering  fashion  does  not  make  good  sense 
in  these  terms.  These  doses  are  therapeu- 
tically quite  weak,  yet  physiologically  they 
are  frequently  more  than  adequate  to  block 
endogenous  steroid  production  and  con- 
tribute to  the  progressive  adrenal  and  pitu- 
itary atrophy  which  usually  accompanies 
steroid  administration  if  it  is  continued 
long  enough.  Increasing  the  duration  of 
treatment  has  the  effect  on  each  of  the 
hypothetical  curves  of  shifting  it  to  the 
left,  which  again  implies  an  increased  risk  of 
complications,  as  well  as  of  getting 
“hooked”  by  prolonging  therapy  with  small 
doses.  I would  like  to  reiterate  that  these 
curves  are  hypothetical,  drawn  on  the  basis 
of  clinical  experience  and  a limited  number 
of  ACTH  tests. 

What  does  one  do  when  the  patient  re- 
lapses two  days,  two  weeks,  or  two  months 
after  a course  of  short-term,  high-dose  pred- 
nisone therapy?  The  individual  clinical 
situation  is  of  course  paramount.  But  in 
general,  a relapse  after  two  days  means  the 
high-dose  course  was  too  short,  just  as  is 
the  case  when  a patient’s  disease  flares  dur- 
ing the  tapering  period  with  conventional 
schedules.  The  decision  of  whether  or  not 
a patient  requires  four  days  of  10-mg. 
prednisone  four  times  a day  or  ten  days  of 
such  dosage  depends  on  the  individual 
patient’s  response,  rather  than  on  a pre- 
conceived schedule.  By  carefully  observ- 
ing patients’  responses  to  10-mg.  prednisone 
every  four  hours  for  from  twelve  to  thirty- 
six  hours,  then  four  times  a day  for  from 
four  to  ten  days,  it  is  possible  to  improve 
one’s  acumen  in  judging  how  long  a course 


is  necessary  and  help  to  minimize  those  re- 
lapses that  occur  under  two  weeks. 

Asthmatic  patients  who  need  prolonged 
use  of  steroids  and  whose  condition  is  satis- 
factory with  maintenance  doses  of  predni- 
sone on  alternate  days,  and  hence  have 
some  pituitary  adrenal  function  and  re- 
serve, develop  relapses  of  their  asthma  be- 
tween two  and  eight  weeks  after  placebos 
are  substituted.  It  is  my  clinical  impres- 
sion that  this  is  probably  true  with  the 
other  diseases  listed  earlier.  In  the  case  of 
the  patient  who  relapses  after  two  weeks, 
again  the  individual  clinical  situation  is 
paramount,  but  in  general  it  would  suggest 
that  the  patient  may  not  have  a self- 
limited or  seasonal  problem  and  may  re- 
quire prolonged  treatment  with  steroids. 
If  another  short,  high-dosage  course  were 
again  followed  by  such  a relapse,  I would  be 
inclined  to  institute  alternate-day  predni- 
sone maintenance  therapy. 

In  the  case  of  patients  who  take  as  long 
as  two  months  to  drift  back  into  difficulty 
after  short  courses  of  prednisone,  I would 
continue  to  use  repeated  short  courses  at 
this  interval.  If  the  interval  tended  to 
become  progressively  shorter,  as  frequently 
happens,  I currently  would  supplement 
therapy  with  monthly  shots  of  ACTH. 
If  this  were  not  effective  in  maintaining  the 
interval,  I would  switch  to  an  alternate-day 
prednisone  regimen.  The  rationale  for  the 
use  of  monthly  ACTH  will  be  discussed 
later. 

Maintenance  corticosteroid  therapy 

Now  let  us  turn  our  attention  to  pro- 
longed steroid  therapy.  This  is  an  unde- 
sirable situation  into  which  to  be  forced. 
One  should  continually  be  on  the  alert  for 
possible  etiologic  factors  in  the  patient’s 
disease,  so  that  steroids  will  not  be  neces- 
sary. 

A factor  which  we  considered  in  relation 
to  short-term  therapy  becomes  even  more 
important  with  long-term  treatment, 
namely  pituitary-adrenal  suppression  and 
atrophy.  Our  clinical  experience,  as  well 
as  ACTH  testing,  on  patients  referred  to 
us  on  long-term  daily  steroids  confirms  the 
studies  of  Graber  et  al.,3  in  which  they 
found  that  it  may  take  more  than  nine 
months  after  stopping  steroids  before  nor- 
mal levels  of  endogenous  cortisol  are  re- 
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established  in  many  patients.  During  this 
period  of  addisonism,  not  only  are  patients 
susceptible  to  stress  and  to  allergic  and 
inflammatory  diseases  but  also  they  com- 
plain of  malaise,  lethargy,  and  loss  of  the 
feeling  of  well-being. 

Our  previously  reported  experience  with 
single,  every-other-day  doses  of  prednisone 
adequately  outlines  our  practices,  and  they 
will  not  be  repeated  here.4  That  report 
emphasized  the  advantages  in  terms  of 
fewer  of  the  side-effects  of  Cushing’s 
disease  and  of  an  intact  adrenal-pituitary 
axis  to  deal  with  unexpected  stress.  The 
importance  of  intact  adrenals  and  pituitary 
in  getting  patients  off  steroids,  and  the 
length  of  time  it  can  take  for  normal  func- 
tion to  return,  have  become  obvious  more 
recently  and  are  perhaps  an  even  more  com- 
pelling reason  to  use  alternate-day  predni- 
sone dosage. 

Differences  between 
corticosteroid  analogues 

In  our  original  report,  we  noted  no  differ- 
ence between  the  various  steroid  analogues 
in  clinical  effectiveness.  Recent  studies 
have  shown  differences  in  the  duration  of 
biologic  activity  of  the  various  steroid 
analogues,  which  indicate  that,  although 
they  may  be  equally  effective  clinically, 
they  are  not  equally  suitable  for  every- 
other-day  steroid  therapy. 

These  studies  utilize  metyrapone  to  allow 
a comparison  of  the  duration  of  biologic 
activity  of  single  doses  of  the  nine  steroid 
analogues.  All  of  the  data  which  will  be 
presented  have  been  collected  on  a single 
patient  in  the  clinical  research  unit  of  the 
Robert  Breck  Brigham  Hospital.  The 
experimental  plan  was  as  follows:  The 

patient  forced  fluids,  and  continuous  six- 
hour  urines  were  collected  for  17-ketogenic 
steroids*  and  creatinine.*  At  6:00  a.m.  on 
Monday  of  each  week,  metyrapone,  750 
mg.  every  four  hours,  was  begun  and  con- 
tinued through  2:00  a.m.  on  Thursday. 
At  6:00  a.m.  on  Monday  of  each  week,  a 
single  dose  of  steroid  analogue  was  given. 

The  metyrapone  inhibits  the  adrenal 
from  making  hydrocortisone  or  compound 
F by  interfering  with  11-beta-hydroxyla- 
tion.  This  causes  a related  steroid,  com- 

* Boston  Medical  Laboratory,  19  Bay  State  Boad,  Boston, 
Massachusetts. 


FIGURE  3.  Results  with  25,  50,  and  100  mg.  of 
prednisone  and  with  no  steroid  analogue  when 
metyrapone  was  administered  for  only  forty-eight 
hours  and  urine  collections  stopped  after  seventy- 
two  hours. 

pound  S,  to  be  produced  by  the  adrenal. 
Compound  S is  not  physiologically  active 
as  far  as  the  body’s  steroid  regulatory  sys- 
tem is  concerned,  so  that  the  pituitary  re- 
leases increased  amounts  of  ACTH.  The 
adrenal  responds  to  the  increased  ACTH  by 
making  more  of  the  physiologically  inactive 
compound  S,  which  can  be  measured  in  the 
urine  as  a 17-ketogenic  steroid. 

Figure  3 shows  results  obtained  on  meas- 
uring 17-ketogenic  steroids  on  six-hour 
specimens  in  successive  weeks  on  this 
protocol.  The  metyrapone  is  indicated  by 
the  dark  bar  at  the  bottom.  The  steroid 
analogue  given  on  each  successive  Monday 
was  prednisone  in  three  different  doses  as 
indicated.  The  fourth  curve  shows  the 
results  when  no  steroid  analogue  was  ad- 
ministered. 

There  is  an  initial  steep  downward  curve 
as  the  prednisone,  which  is  also  measured 
as  a 17-ketogenic  steroid,  is  excreted.  This 
is  followed  by  a prompt  rise,  as  compound 
S is  produced  by  the  adrenal  in  response  to 
ACTH  production  by  the  pituitary,  stimu- 
lated ultimately  by  insufficient  amounts  of 
physiologically  active  corticosteroid.  Note 
that  the  rise  of  compound  S in  the  25-mg. 
prednisone  curve  occurs  sooner  than  that 
following  50  mg.  of  prednisone,  which  in 
turn  occurs  sooner  than  the  following  100 
mg.  Also  included  in  this  figure  are  the 
results  obtained  when  no  steroid  analogue 
was  given  and  the  metyrapone  was  ad- 
ministered for  only  forty -eight  hours  rather 
than  seventy-two. 
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The  first  dose  of  steroid  given  the  subject 
was  the  50-mg.  dose  of  prednisone  shown 
here,  followed  by  25  mg.  one  week  later, 
and  100  mg.  the  following  week.  The 
50-  and  100-mg.  doses  were  repeated  later 
to  check  whether  the  pituitary  and  adrenal 
had  become  hypo-  or  hyperresponsive  under 
this  weekly  stimulation.  The  curves  from 
the  subsequent  100-mg.  dose,  one  month 
after  the  doses  in  Figure  1,  and  the  repeat 
50-mg.  dose  two  months  later  both  took  a 
position  during  the  rising  portion  midway 
between  the  50-  and  100-mg.  dose  curves 
shown  here.  We  have  concluded  that  there 
was  not  sufficient  change  in  the  subject’s 
pituitary  and  adrenal  responsiveness  during 
the  four  months  of  the  experiment  to  ac- 
count for  the  differences  which  were  found 
between  some  of  the  analogues. 

Figure  4A  shows  the  results  with  50  mg. 
of  prednisone  again,  and  this  curve  is 
present  in  all  the  figures  as  the  solid  line. 
In  addition,  there  are  curves  of  four  addi- 
tional steroid  analogues  administered  in 
single,  roughly  equal,  antiallergic  or  anti- 
inflammatory doses.  There  were  250  mg. 
of  cortisone,  250  mg.  of  hydrocortisone, 
50  mg.  of  prednisolone,  and  40  mg.  of 
methylprednisolone.  In  the  steeply  as- 
cending portion,  all  four  curves  fall  within 
six  hours  of  the  50-mg.  prednisone  curve. 

Figure  4B  is  another  comparison  of  equal 
anti-inflammatory  doses,  comparing  20  mg. 
of  paramethasone  and  40  mg.  of  triamcino- 
lone with  the  50  mg.  of  prednisone.  The 
initial  steep  drop-off  of  the  17-ketogenic 
steroids  is  not  present  because  these  two 
analogues  are  not  measured  by  this  method. 
The  comparable  portions  of  the  ascending 
limbs  of  the  curves  are  eighteen  hours  de- 
layed in  rising,  when  compared  with 
prednisone. 

Figure  4C  shows  a comparison  of  the 
two  most  potent  steroids  on  a milligram- 
for-milligram  basis,  that  is,  a comparison  of 
5 mg.  of  dexamethasone  and  6 mg.  of 
betamethasone  with  50  mg.  of  prednisone. 
The  descending  portions  of  the  curves  are 
again  absent.  The  ascending  portions  of 
the  curves  are  from  thirty-six  to  forty-eight 
hours  delayed  in  rising  when  compared 
with  the  prednisone  curve. 

We  have  divided  the  steroids  into  three 
groups  on  the  basis  of  this  experiment. 
The  first  group — short-acting  steroids — 
consists  of  cortisone,  hydrocortisone,  pred- 
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FIGURE  4.  (A)  Results  with  prednisone,  cortisone, 
hydrocortisone,  prednisolone,  and  methylpred- 
nisolone in  ‘‘equal  antiallergic  doses.”  (B) 
Results  with  prednisone,  paramethasone,  and 
triamcinolone  in  ‘‘equal  antiallergic  doses.”  (C) 
Results  with  prednisone,  dexamethasone,  and 
betamethasone  in  "equal  antiallergic  doses.” 

nisone,  prednisolone,  and  methylpredni- 
solone. The  second  group — intermediate- 
acting steroids — consists  of  paramethasone 
and  triamcinolone.  The  third  group — 
long-acting  steroids— is  made  up  of  dexa- 
methasone and  betamethasone. 

What  are  the  implications  of  these 
studies?  If  the  hypothesis,  which  we  ad- 
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vanced  in  our  earlier  report,4  about  the 
necessity  for  the  off-steroid  day  for  meta- 
bolic recovery  is  correct,  then  one  would 
predict  that  betamethasone  and  dexa- 
methasone  would  not  be  suitable  for  every- 
other-day  therapy. 

Fortuitously,  while  this  prediction  was 
being  formulated  from  these  studies,  it  was 
being  tested  independently.  Siegel  et  al.b 
studied  adrenal  function  in  10  patients  who 
took  3 mg.  of  betamethasone  every  other 
day,  and  they  found  significant  adreno- 
cortical suppression  in  all  10.  We  have 
studied  2 patients  on  alternate-day  dexa- 
methasone:  one  on  4.5  mg.  every  other  day 
for  three  months,  the  other  on  1 mg.  every 
other  day  for  five  months.  Both  of  these 
patients’  ACTH  responses  showed  marked 
adrenal  suppression. 

This  experience  with  betamethasone  and 
dexamethasone,  which  is  at  variance  with 
the  experience  with  prednisone,  suggests 
that  doubts  about  the  use  of  longer-acting 
steroids  in  every-other-day  therapy  were 
well-founded,  and  that  only  members  of 
the  short-acting  steroid  group  should  be 
used  in  alternate-day  programs. 

Use  of  supplemental  ACTH 

In  the  course  of  studying  as  supplements 
to  every-other-day  prednisone  programs, 
(1)  the  use  of  daily  nebulized  steroids,  (2) 
short  daily  courses  of  steroids  once  a month, 
and  (3)  monthly  ACTH  injections,  we  have 
collected  data  which  have  practical  as  well 
as  theoretical  implications. 

Our  preliminary  results  suggested  that 
supplemental  daily  steroids  in  either  of  the 
forms  described  gave  both  poorer  clinical 
results  and  poorer  ACTH  test  responses, 
when  combined  with  every-other-day  pred- 
nisone schedules,  than  did  monthly  ACTH 
as  a supplement.  We  were  surprised  at 
the  dramatic  clinical  response  in  our  first 
2 patients  on  monthly  ACTH.  In  both  of 
them,  coincidental  with  the  introduction  of 
monthly  ACTH,  it  was  possible  gradually 
to  reduce  their  every-other-day  prednisone 
doses  and,  over  a period  of  eighteen  months 
in  the  first  patient  and  nine  months  in  the 
second,  to  get  them  off  steroids  altogether. 

We  have  instituted  monthly  ACTH  in- 
jections in  10  patients  who  were  main- 
tained on  every-other-day  prednisone  pro- 
grams which,  we  felt  at  the  time,  were 


FIGURE  5.  The  effect  of  the  interval  of  ACTH 
administration  on  the  ACTH  test  results  of  patients 
on  moderate  and  high,  alternate-day  prednisone 
schedules. 

minimal  doses.  During  the  six  months  to 
two  years  that  we  have  followed  these 
patients,  7 out  of  10  have  had  significant 
reductions  in  every-other-day  prednisone 
doses;  1 out  of  the  10  is  less  well  controlled 
on  the  same  dose;  2 out  of  10  seem  es- 
sentially unchanged.  This  sort  of  study 
obviously  would  be  more  valuable  if  done 
double  blind,  and  we  only  regret  that  we  do 
not  have  sufficient  patients  available  to 
present  anything  more  than  clinical  im- 
pressions. 

However,  an  examination  of  our  ACTH 
test  results  for  the  last  nine  years  showed 
10  patients  who  had  ACTH  tests  at 
monthly  intervals,  who  were  added  to  the 
other  10  patients,  to  compare  with  patients 
who  had  not  had  ACTH  for  at  least  three 
months.  Figure  5 is  a statistical  summary 
of  the  17-hydroxy  steroid  responses.  To 
the  20  patients  who  received  monthly 
ACTH  were  added  2 patients  who  were 
tested  at  a six-week  interval,  1 at  eight 
weeks,  and  1 at  twelve  weeks;  hence  the 
designation  in  the  figure  of  ACTH  within 
four  to  twelve  weeks.  Statistically,  all 
white  bars  represent  two  standard  errors  of 
the  means.  When  the  mean  of  one  group 
falls  outside  two  standard  errors  of  the 
mean  of  another  group,  as  depicted  by  the 
white  square  on  either  side  of  the  mean, 
the  probability  is  greater  than  0.05  that  the 
groups  are  different,  as  in  the  difference 
between  the  means  of  the  last  two  bars  on 
the  right.  If  the  means  are  so  different 
that  the  two  standard  errors  of  the  means 
of  two  groups  do  not  overlap,  the  proba- 
bility is  greater  than  0.01  that  the  groups 
are  different,  as  with  the  first  bar  on  the 
left  and  the  last  bar  on  the  right. 
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Although  the  present  results  include  some 
additional  patients,  the  means  of  the 
groups  have  not  changed  significantly  and 
are  essentially  the  same  as  those  in  our 
original  report.4  The  30-  to  40-mg.  pred- 
nisone every-other-day  group  is  still  in- 
distinguishable from  those  patients  not  on 
steroids.  The  80-  to  120-mg.  prednisone 
every-other-day  group  shows  a lower  mean 
response.  Note  that  the  difference  be- 
tween the  two  groups  is  now,  as  then,  only 
of  borderline  significance,  because  the 
probability  is  only  equal  to  0.05.  When 
the  patients  in  the  30-  to  40-mg.  every- 
other-day  group  are  divided  into  those  re- 
ceiving ACTH  every  four  to  twelve  weeks 
and  those  who  have  had  no  ACTH  for  at 
least  three  months,  there  is  no  significant 
difference  between  the  two  subgroups. 
On  the  other  hand,  when  the  80-  to  120-mg. 
every-other-day  group  is  similarly  divided, 
there  is  a different  finding;  the  mean  of 
those  patients  receiving  ACTH  every  four 
to  twelve  weeks  is  indistinguishable  from 
the  mean  of  the  30-  to  40-mg.  every-other- 
day  group,  whereas  those  patients  not  re- 
ceiving frequent  ACTH  have  a significantly 
lower  mean,  that  is  a probability  equal  to 
0.01  when  compared  with  the  30-  to  40-mg. 
every-other-day  group.  There  is  then 
some  laboratory  evidence  that  monthly 
ACTH  can  offset  the  slight  adrenal  sup- 
pression of  large,  every-other-day  predni- 
sone doses. 

The  inhibition  of  adrenal  responsiveness 
by  the  addition  of  monthly  four-times-a- 
day  steroids  or  nebulized  dexamethasone, 
plus  the  fact  that  monthly  ACTH  causes 
no  such  suppression  but,  indeed,  seems  to 
offset  the  slight  adrenal  suppression  of 
large,  every-other-day  prednisone  doses, 
suggests  that  with  every-other-day  regi- 
mens the  adrenal  is  more  sensitive  than  the 
pituitary  to  the  cumulative  effect  of  the 
exogenous  steroids.  The  clinical  and  labo- 
ratory evidence  suggests  that  the  off- 
steroid  day  on  alternate-day  programs  is 
important.  The  amount  of  endogenous 
steroid  produced  on  the  “off”  days  prob- 
ably influences  the  amount  of  exogenous 
steroid  necessary  on  the  “on”  day.  We 
hypothesize  that,  with  monthly  ACTH, 
the  amount  of  endogenous  steroid  produced 
in  response  to  endogenous  ACTH  is  in- 
creased on  the  “off”  day,  with  a consequent 
reduction  in  the  amount  of  exogenous 


steroid  required,  as  was  observed  in  7 out 
of  the  10  patients  studied.  Theoretically, 
this  might  take  place  if  the  adrenal’s 
tendency  to  atrophy  is  counteracted,  even 
in  the  face  of  subnormal  ACTH  production 
by  the  pituitary. 

Although  at  the  moment  this  is  but  a 
hypothesis,  it  is  quite  clear  from  the  data, 
and  nonhypothetical,  that  monthly  ACTH 
does  not  tend  to  increase  pituitary-adrenal 
suppression  and  that  daily  steroids  do 
tend  to  promote  suppression.  Until  more 
data  can  be  collected,  it  therefore  seems 
reasonable  to  recommend  supplemental 
ACTH  monthly  and  to  avoid  supplemental 
daily  steroids  in  any  form  with  every-other- 
day  prednisone  therapy. 

We  are  currently  using  intramuscular  or 
subcutaneous  ACTH  once  a month  in  a 
dosage  of  40  to  80  units,  and  for  acute 
exacerbations  in  chronic  patients  we  are 
using  ACTH,  alone  or  in  conjunction  with 
from  four  to  ten  days  of  10-mg.  prednisone 
four  times  a day.  Because  of  the  danger 
of  developing  sensitivity  and  anaphylaxis 
from  such  a biologic  product,  we  are  cur- 
rently using  as  highly  purified  ACTH  as  is 
commercially  available  (Duracton). 

Use  of  topical  steroids 

One  would  be  remiss  in  discussing  ster- 
oids in  allergic  conditions  without  con- 
sidering their  topical  use.  It  is  clear  that 
they  can  be  effective  in  atopic  dermatitis, 
vasomotor  rhinitis,  and  asthma.  They 
may  be  the  treatment  of  choice  in  some 
situations  involving  contact  dermatitis. 

It  is  also  quite  clear  that  enough  steroid 
can  be  absorbed  topically  to  bring  about 
Cushing’s  syndrome  and  to  suppress  the 
patients’  adrenals.6  Our  own  experience 
with  asthma  has  shown  that  with  12  to 
16  sprays  per  day  of  dexamethasone 
(Respihaler  Decadron)  (about  1 mg.)  one 
can  demonstrate  adrenal  suppression.  On 
the  24  to  32  sprays  per  day  regimen  for 
periods  of  longer  than  one  month,  we  have 
seen  patients  develop  Cushing’s  syndrome. 

Our  current  feeling  is  that  topical  therapy 
has  its  greatest  application  in  atopic 
dermatitis  and  that  in  vasomotor  rhinitis 
and  asthma  it  perhaps  has  a place,  if  the 
number  of  sprays  does  not  exceed  eight 
per  day  (that  is,  less  than  0.5  tag.  of 
dexamethasone ) . 
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Problems  to  be  solved 

Because  of  limitations  of  space  and  also 
of  our  knowledge,  the  two  most  difficult 
problems  in  connection  with  steroid  ther- 
apy have  not  been  considered.  These  are: 
(1)  stopping  the  use  of  steroids  in  patients 
who  have  had  them  for  long  periods  of 
time  and  (2)  converting  such  patients  from 
daily  to  alternate-day  steroid  programs. 
Currently  we  are  engaged  in  studies  of 
the  problems  involved.  The  importance 
of  the  prolonged  period  of  less  than  normal 
cortisol  production  which  was  discussed 
earlier  has  come  out  of  the  studies,  and 
it  seems  clear  that  the  time  required  for 


such  changes  in  therapy  is  months  and 
years,  rather  than  days  and  weeks. 
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Question  and  Answer  Period 


Ely  Perlman,  M.D.:  Thank  you  very 

much.  I think  we  all  agree  that  we’ve 
heard  a very  exciting  and  interesting  talk, 
well  organized  in  view  of  the  fact  that  this 
subject  is  so  vast  and  confused  and  with 
many  conflicting  clinical  points  of  view. 
I’m  sure  we’re  all  bursting  with  questions. 
If  I may,  I’d  like  the  privilege  of  asking 
the  first  question  of  Dr.  Harter.  What 
are  the  side-effects,  other  than  adrenal 
suppression,  ulcers,  and  so  on,  comparing 
the  side-effects  of  the  two  different  methods 
of  treatment? 

Dr.  Harter:  In  general  you  can  say 
there  are  fewer  side-effects  on  every-other- 
day  programs,  but  I think  it  would  be  a 
mistake  to  think  there  are  none.  Further, 
I think  that  in  asthmatic  patients  the 
number  of  side-effects  are  fewer  than  in 
patients  with  rheumatoid  arthritis,  for 
example.  Beside  the  asthmatic  persons 
who  formed  the  bulk  of  our  initial  patients, 
we  have  a group  of  patients  with  rheu- 
matoid arthritis  we  are  trying  to  withdraw 
from  daily  steroids.  It  is  clear  to  me  that 
these  are  two  different  diseases  as  far  as 
steroid  therapy  is  concerned.  They  re- 
spond differently  to  attempts  to  switch 
them  to  alternate-day  programs,  and  they 
have  different  incidences  of  side-effects. 

There  is  one  side-effect  in  which  there  is 
a difference  between  daily  and  alternate- 
day  steroid  programs  which  I think  should 


be  particularly  important  to  pediatricians. 
On  daily  steroids,  children  don’t  grow.  On 
every-other-day  steroids,  they  do  grow. 
Dramatic  evidence  of  this  is  presented  by 
Soyka  and  Saxena"  who  are  treating  ne- 
phrotic patients.  They  have  pictures  of 
children  who  evidence  Gushing’s  syndrome 
on  daily  therapy,  and  who  when  put  on 
every-other-day  programs  look  like  normal 
children  and  start  to  grow  again. 

As  far  as  peptic  ulcers  go,  we  haven’t 
been  plagued  by  this  problem,  but  I think 
most  physicians  treating  asthmatic  pa- 
tients with  daily  steroids  have  not  been 
plagued  with  this  problem.  As  far  as 
osteoporosis  and  collapse  of  vertebrae  go, 
we  have  done  some  balance  studies  which 
are  pertinent;  but  again  our  clinical  prob- 
lems with  these  complications  have  been 
too  few  to  do  studies  with.  Patients  will 
vary  some  in  their  response  to  daily 
steroids  in  whether  or  not  they  go  into  a 
negative  calcium  balance  and  how  severe 
it  is.  Every-other-day  steroids  do  not 
necessarily  reverse  a negative  calcium  bal- 
ance. 

Physician:  I’d  like  to  ask  whether  the 
use  of  ACTH,  not  once  a month  but  rather 
every  other  day,  and  possibly  using  oral 
steroids  less  often  would  not  be  ad- 
visable; in  other  words,  why  use  them 
only  once  a month?  Why  not  use  them 
more  often? 
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Dr.  Harter:  We  have  asked  ourselves 
the  same  question.  Unfortunately,  we 
have  just  started  asking  it,  and  on  the 
basis  of  our  past  experience  investigating 
alternate-day  prednisone  programs,  maybe 
we  can  give  you  an  answer  in  five  or  ten 
years  because  it  will  probably  take  that 
long.  However,  we  can  say  what  is  happen- 
ing pharmacologically  is  not  primarily  due 
to  ACTH.  The  body  is  making  extra 
hydrocortisone.  Now,  hydrocortisone  has 
certain  disadvantages  as  compared  with 
prednisone  in  terms  of  electrolyte  prop- 
erties. Therefore,  you  can  expect  to  have 
more  problems  with  edema,  congestive 
heart  failure,  and  so  on.  In  addition, 
ACTH  causes  the  adrenal  to  make  more 
than  just  hydrocortisone.  It  causes  an 
increase  in  the  steroids  with  androgenic 
properties  so  that  there  is  more  tendency 
to  hirsutism  and  Cushing-like  side-effects. 
ACTH  also  has  some  melanin-stimulating 
hormone  in  it,  and  patients  usually  get 
pigmented.  Therefore,  you  can  expect 
from  ACTH  this  sort  of  complication  as  a 
side-effect.  Our  present  thinking  is  that 
in  prednisone  we  have  a drug  that  has  a 
number  of  advantages,  and  the  real  question 
is:  What  is  the  optimum  amount  of  ACTH 

for  keeping  the  prednisone  dosage  minimal, 
avoiding  hypercorticosteroidism,  and  pro- 
tecting the  pituitary-adrenal  axis? 

Dr.  Perlman:  Dr.  Fries? 

Joseph  H.  Fries,  M.D.:  How  safe  is 
it  to  give  cortisone  over  large  surface  areas 
in  cutaneous  diseases?  In  other  words,  do 
you  get  any  suppression? 

Dr.  Harter:  Yes,  you  can  get  not  only 
adrenal  suppression,  but  you  can  also  get 
signs  of  hypercorticism.  There  are  several 
reports  in  the  dermatology  literature.  The 
most  recent  I am  aware  of  is  by  March, 
Rea,  and  Porter.6 

Physician:  There  are  patients  who  can’t 
tolerate  steroids;  they  feel  worse  after  tak- 
ing them  than  before  taking  them.  How 
do  you  explain  this? 

Dr.  Harter:  I have  seen  some  patients 
with  emphysema  who  I thought  felt  worse 
after  steroids,  but  I have  never  seen  anyone 
who  I thought  had  allergic  asthma  who 
didn’t  respond  to  steroids.  Maybe  I just 
haven’t  run  across  the  kind  of  patient  you’re 
talking  about.  How  many  people  have 
seen  allergic  asthmatic  patients  who  they 
thought  didn’t  respond  to  steroids? 


Physician:  Well,  I have  one. 

Dr.  Harter:  Only  one;  so  I guess  it’s 
rather  rare.  I haven’t  seen  this  in  my  ex- 
perience so  I am  sorry  I can’t  be  of  more 
help  to  you. 

Physician:  Is  it  possible  that  some  of  our 
patients  with  asthma  really  are  asthmatic 
because  of  adrenal  deficiency,  in  view  of 
your  findings? 

Dr.  Harter:  Yes,  George  W.  Thorn, 
M.D.,  has  2 patients  whose  first  symptom 
of  Addison’s  disease  was  mild  asthma,  and 
I have  had  2 patients  whom  I could  not 
convert  to  every-other-day  steroid  therapy, 
who,  I suspect,  might  have  had  Addison’s 
disease.  The  problem  here  is  that  you 
really  have  to  discontinue  steroids  for  a 
sufficient  time,  say  arbitrarily  a year,  to 
get  to  the  point  where  you  can  feel  with 
reasonable  certainty  that  the  patient’s 
adrenal  function  is  deficient.  This  is  very 
hard,  if  not  impossible,  to  do  if  the  patient 
has  active  asthma.  We  have  a patient 
now  who  was  given  steroids  for  giant  urti- 
caria, and  we  could  not  discontinue  them 
then.  Recently  he  did  without  them  for 
nine  months.  We  tested  his  adrenal  func- 
tion two  times  during  that  period.  We  had 
almost  no  return  of  adrenal  function,  and 
we  think  he  may  have  some  endocrine 
deficiency  which  is  the  reason  he  initially 
developed  his  urticaria  and  was  placed  on 
steroids.  We’ve  arbitrarily  set  ourselves 
the  goal  of  keeping  him  off  steroids  for  a 
year  before  we  make  the  final  commitment 
that  he  is  endocrine-deficient.  Then  if  he 
is,  we  plan  to  give  him  replacement  corti- 
costeroid therapy. 

Physician:  You  mentioned  the  fact  that 
some  of  your  asthmatic  patients  had  ini- 
tially low  steroid  values. 

Dr.  Harter:  Yes,  asthmatic  persons 

tend  to  have  low  adrenal  responsiveness  as 
measured  by  ACTH  testing,  particularly 
the  ketosteroids.  The  17-hydroxysteroid 
response  is  down  some,  but  patients  with 
rheumatoid  arthritis  have  even  lower 
values.  It  may  have  something  to  do  with 
the  chronic  nature  of  the  diseases. 

Physician:  Would  you  say  something 
about  the  long-acting  preparations. 

Dr.  Harter:  We  have  done  no  studies 
on  them  per  se,  but  from  the  studies  that 
we  have  done  with  oral  steroids,  I can’t 
think  of  anything  worse  that  you  could  do, 
as  far  as  the  adrenal  and  pituitary  are  con- 
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cemed,  than  to  have  corticosteroids  present 
all  the  time.  Also,  I would  predict  that 
this  would  give  more  Cushing-like  side- 
effects  for  the  amount  of  antiallergic  effects 
obtained.  There  are  a certain  number  of 
patients  with  Cushing’s  disease,  and  the 
endocrinologists  like  to  make  a point  of 
this,  who  do  not  put  out  high  levels  of 
cortisol  but  who  seem  just  to  have  lost 
their  diurnal  variations.  They  are  not 
putting  out  so  much  more  hormone,  but 
they  have  some  steroid  around  all  the  time. 
I would  think  it  would  be  the  worst  way 
you  could  use  steroids. 

Physician:  If  a patient  comes  to  you 
who  takes  dexamethasone  or  betametha- 
sone and  you  wish  to  switch  him,  would 
you  advise  switching  him  to  prednisone 
before  you  attempt  to  take  him  off  corti- 
sone? Do  you  think  you’ll  get  a beneficial 
effect  by  doing  this?  Have  you  done  any 
that  way? 

Dr.  Harter:  If  a patient  comes  to  me 
who’s  been  on  steroids  for  a long  time,  I try 
to  get  him  to  every-other-day  prednisone 
first. 

Now,  it  may  be  easier  to  change  people 
to  every-other-day  betamethasone  and 
dexamethasone  because  it  keeps  on  acting, 
but  you’re  really  not  having  that  day  off. 
When  you  switch  them  to  prednisone,  they 
don’t  like  it.  They  want  their  betametha- 
sone or  dexamethasone  back,  and  you  really 
have  your  work  cut  out  for  you,  because 
these  are  very  adrenal-suppressing  sub- 
stances, and  the  patients  miss  them  badly 
on  the  off  day.  Looking  back  now,  since 
our  recent  studies  of  steroid  analogues,  we 
can  understand  some  of  the  patients  we’ve 
had  such  a struggle  with.  It  is  also  quite 
clear  that  to  use  every-other-day  predni- 
sone you  have  to  believe  (1)  that  daily 
use  of  steroids  is  bad  and  (2)  that  alternate- 
day  use  of  steroids  is  worth  the  trouble. 
If  the  doctor  doesn’t  believe  both,  he  is  not 
going  to  be  very  successful  in  convincing 
the  patient  to  endure  the  symptoms  of 
switching. 

Physician:  Considering  the  two  factors 
of  the  half-life  of  prednisone  and  the  di- 
urnal variation,  giving  5 mg.  at  8 : 00  o’clock 
in  the  morning  should  obviate  complete 
suppression  of  the  adrenal.  Even  long- 
term therapy  of  this  nature  shouldn’t  be 
associated  with  really  complete  adrenal 
suppression. 


Dr.  Harter:  You  are  correct.  I have 
seen  some  patients  who  took  5 mg.  of 
prednisone  every  morning  with  breakfast 
who  have  given  quite  respectable  ACTH 
test  responses.  I would  not,  however,  ex- 
pect this  to  be  true  of  people  with  one 
betamethasone  or  one  dexamethasone 
tablet  taken  each  morning. 

Physician:  In  patients  who  have  been 
on  long-term  steroids  daily,  my  experience 
would  be  that  the  average  dose  would  be 
about  7.5  or  10  mg.  of  prednisone  a day; 
how  long  does  it  take  until  they  recover 
their  adrenal  function  once  you  get  them  to 
every  other  day? 

Dr.  Harter:  I don’t  know  exactly.  It 
is  months.  When  I see  a patient  who  has 
used  steroids  daily  and  I switch  him  to  an 
every-other-day  program,  I feel  lucky  if 
he  has  good  adrenal  function  within  a year. 
I arbitrarily  set  a year. 

Physician:  I get  the  impression  that 
you  almost  feel  there  are  two  groups  of 
patients:  one  group  with  a prolonged 

pharmacologic  effect  from  prednisone.  In 
other  words,  if  you  give  it  four  times  a day, 
they  may  be  well  for  a prolonged  period  of 
time  afterward  before  you  have  to  give  it 
again.  Then  there’s  a second  group  of 
patients  who  seem  to  require  every-day  or 
every-other-day  treatment.  Do  you  think 
so? 

Dr.  Harter:  I don’t  think  so,  but  I’m 
not  sure.  There  are  certainly  some  asth- 
matic patients  who  are  worse  than  others. 
I’m  not  sure  whether  that’s  the  only  differ- 
ence or  whether  there’s  some  more  funda- 
mental difference.  There  are  some  pa- 
tients to  whom  you  must  give  more  steroids. 
You  can’t  give  them  a short  course  and 
then  have  a period  of  several  months  before 
they  need  another  course.  I think  asthma 
may  vary  in  intensity  for  a myriad  of 
reasons  and  that  the  difference  you  speak 
of  is  probably  an  indication  of  the  severity 
rather  than  of  a different  kind  of  patient. 

Dr.  Perlman:  Dr.  Fontana? 

Vincent  J.  Fontana,  M.D.:  I’d  like  to 

make  a few  comments  regarding  the  use  of 
steroids  insofar  as  pediatrics  is  concerned. 
I don’t  know  from  Dr.  Harter’s  presenta- 
tion whether  his  experience  has  been  with 
adults  or  children.  Anyway,  I think  the 
other  side  of  the  coin  ought  to  be  looked  at 
from  the  standpoint  of  the  use  of  steroids. 
I think  we  must  avoid  using  steroids  in  a 
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promiscuous  manner,  drugs  whose  precise 
action  we  do  not  know.  There  are  nearly 
400  references  in  the  literature  concerning 
the  mode  of  action  of  steroids,  but  we  still 
don’t  know  how  these  things  act. 

I think  discretion  should  be  employed  to 
determine  when  they  are  to  be  used  and 
when  they  are  indicated.  We  are  actually 
worried  about  the  specialty  of  allergy  be- 
cause in  two  or  three  years  there  will  not  be 
allergic  patients  any  more  because  the 
general  practitioner  or  the  pharmacist  is 
going  to  give  steroid  therapy  to  all  those 
with  allergic  diseases.  As  far  as  pediatrics 
is  concerned,  in  general,  you  can  say  the 
chronic  lung  disease  mortality  rate  has 
increased.  You’ve  got  antimicrobial 
agents,  tranquilizers,  antispasmodic  agents, 
and  steroids.  But  you  are  not  saving  lives. 
We  have  statistics  to  show  this.  The 
Bureau  of  Health  in  Washington  indicates 
that  the  mortality  rate  for  chronic  bronchial 
asthma  has  increased  in  spite  of  steroids 
and  is  caused  perhaps  by  steroids.  I think 
that  the  use  of  steroids,  and  I want  to  limit 
my  remarks  to  pediatric  asthmatic  pa- 
tients, is  a sign  of  defeatism  on  the  part  of 
physicians  and  only  leads  to  complications. 

The  doctor  has  mentioned  the  side-effects 
we  are  all  acquainted  with.  We  have  been 
getting  children  from  all  over  the  eastern 
seaboard,  patients  who  have  been  given 
steroids,  and  we  see  the  side-effects:  (1) 

children  who  have  been  taking  steroids  and 
cannot  be  weaned  off  them;  (2)  children 
who  become  nonresponsive  to  all  other 
antiasthmatic  medications  so  that  the 
physicians’  hands  are  tied,  and  (3)  situa- 
tions in  which  all  other  forms  of  allergic 
management  are  useless.  I actually  and 
honestly  can’t  see  why  a child  with  asthma 
must  have  steroids.  In  our  experience  at 
University  Hospital,  St.  Vincent’s,  and 
Bellevue,  and  in  private  practice,  we  have 
never  given  a child  steroids.  There  are 
5 to  10  per  cent  of  children  who  cannot  be 
managed  by  the  means  we  have,  but  we 
send  them  to  a convalescent  home,  and 
100  per  cent  of  them  get  better  without 
steroids.  I think  that  in  the  over-all 
picture  what  we’re  seeing  now  is  what  the 
doctor  who  gives  a steroid  often  does  not 
see  and  that  is  the  complication.  The 
child  is  doing  poorly  and  the  mother  has  to 
go  to  another  physician.  We  are  seeing 
these  sick  children,  so  I’d  like  to  stress  the 


fact  that  steroids  serve  no  useful  purpose. 
It’s  like  plugging  the  hole  in  a soft  tire. 
It’s  only  a symptomatic  relief.  In  an  adult 
who  is  chronically  asthmatic,  who  has 
emphysema,  and  who  is  sixty  years  old,  if 
you  want  to  give  him  ten  comfortable 
years  that  is  fine;  but  I think  in  pediatric 
allergy,  the  use  of  steroids  is  contraindi- 
cated unless  it  is  actually  lifesaving  and 
we’re  seeing  the  end  results. 

Dr.  Harter:  Should  I comment  on 

that?  Well,  may  I ask  another  question: 
How  many  people  here  have  never  started  a 
patient  on  steroids?  How  many  have 
never  used  it  at  all? 

First  of  all,  most  people  have  had  the 
experience  of  having  to  start  patients  on 
steroids.  Whom  you  put  on  steroids  and 
when  becomes  a question  that  is  very  diffi- 
cult to  answer  both  in  children  and  adults. 
I deal  mostly  with  adults,  and  so  perhaps  I 
should  limit  myself  to  adults.  There  are 
some  adults  in  whom  you  have  pulled  out 
all  the  therapeutic  stops,  the  patient  is  still 
not  able  to  function,  and  you  feel  compelled 
to  do  more.  Now,  I suppose  you  can  tell 
them  to  quit  their  job,  leave  their  wife  and 
family,  and  go  to  Arizona  or  something  like 
that.  Most  people  can’t  do  this  if  they’re 
adults.  Perhaps  children  can  go  to  a home 
more  easily.  However,  sending  a child  to 
a home,  doing  a “parentectomy,”  is  not  a 
completely  benign  procedure  in  itself. 

However,  there  is  another  facet  to  this 
problem.  If  you  take  the  82  people  that 
I’ve  seen  on  steroid  therapy,  all  but  20 
have  been  able  to  discontinue  it.  I think 
it  tests  your  mettle  as  physicians  not  to  use 
steroids  on  patients,  but  I think  that’s  only 
one  test.  Once  patients  take  steroids,  it’s 
an  equally  good  test  of  your  mettle  to  get 
them  off.  I work  pretty  hard  at  both: 
first  not  putting  them  on  and  then  getting 
them  off.  Franklinc  did  a study  of  patients 
at  the  Massachusetts  General  Hospital.  I 
think  he  had  88  patients  who  had  been 
started  on  steroids  or  were  seen  on  steroids. 
He  followed  them  over  a two-year  period, 
and  he  went  back  to  their  records  and 
found  only  about  20  were  still  on  steroids. 
So  lots  of  these  people  do  get  off. 

Another  factor  which  is  involved  is  that 
you  may  be  drawing  your  patients  from  all 
over  the  Atlantic  seaboard  and  dealing  with 
a very  select,  atypical,  unrepresentative 
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group  of  patients.  Only  a very  small  seg- 
ment of  the  total  number  of  pediatric  pa- 
tients on  the  Atlantic  seaboard  may  ever  be 
getting  steroids.  Perhaps  a lot  of  them  do 
better  than  you  think,  and  maybe  some  or 
even  most  of  them  who  receive  steroids  and 
don’t  have  to  go  to  Denver  or  some  other 
place  like  that  are  even  better  off  for  it. 
Perhaps  only  a few  can’t  discontinue  ster- 
oids or  have  some  dreadful  complication; 
perhaps  the  situation  is  more  analogous  to 
other  drugs  than  you  realize.  A black  or 
white  position  is  easier  to  discuss  and  de- 
fend, but  unfortunately  this  is  a grey  area. 

Although  I have  been  speaking  about 
adults,  and  you  about  children,  I think 
there  are  some  physicians  who  deal  with 
adults  who  feel  the  same  way  you  do,  and 
they  don’t  ever  use  steroids.  I also  know 
that  there  are  patients  who  leave  them  and 
go  to  other  doctors  who  do  prescribe 
steroids. 

Physician:  As  you  followed  up  60  to  70 
people  over  a period  of  a decade,  some  of 
these  people  have  died? 

Dr.  Harter:  Yes. 

Physician:  Some  of  them  have  dis- 
continued steroids  during  that  interval  ac- 
cording to  your  tables.  Have  you  any 
postmortem  data?  How  are  these  people 
taking  a stress  situation,  such  as  anesthesia, 
surgery,  and  other  things? 

Dr.  Harter:  We  have  very  little  data 
of  this  kind.  We  prefer  to  treat  the  pa- 
tients who  have  to  undergo  surgery  as  hav- 
ing Addison’s  disease  and  give  them  com- 
pound F,  intravenously.  I have  followed 
one  patient  through  abdominal  surgery  who 
received  her  steroids  on  the  day  of  surgery 
and  did  well.  As  far  as  the  stress  of  acute 
infections  go,  we  do  not  treat  them  as 
patients  with  Addison’s  disease  and  have 
had  no  difficulty.  However,  if  they  have 
an  exacerbation  of  their  asthma  with  a 
respiratory  infection,  which  many  do, 
they  may  get  extra  steroid  during  the  in- 
fection. 

As  far  as  autopsy  results  go,  most  of  the 
patients’  adrenals  have  been  on  the  small 
side  of  normal  or  smaller  than  normal. 
We  have  not  collected  our  results  in  any 
formal  manner  though,  and  I can’t  really 
comment  at  all  about  pituitary  size. 

Physician:  How  would  you  treat  a 

patient  with  severe  asthma  who  also  has 
diabetes.  Do  you  use  steroids  in  them, 


ever?  I have  used  them  and  haven’t 
found  much  difficulty  with  the  diabetes. 

Dr.  Harter:  On  every-other-day  sched- 
ules, if  a patient  is  on  insulin,  you  have  to 
give  them  more  on  their  steroid  day.  In 
our  group  this  has  not  been  much  of  a 
problem,  because  we  have  been  lucky  that 
the  asthmatic  patients  with  diabetes  have 
been  only  mildly  diabetic.  I think  we  have 
only  3 or  4.  But  brittle  diabetic  patients 
on  steroids  don’t  do  well,  and  I think 
if  you  ran  into  this  condition  you’d  have 
your  hands  full  keeping  the  diabetes  under 
control. 

Physician:  Dr.  Harter,  in  your  studies 
of  the  effectiveness  of  intermittent  ACTH 
on  overcoming  adrenal  suppression,  you’re 
using  frequent  ACTH  tests.  Doesn’t  that 
ACTH  invalidate  your  quantities? 

Dr.  Harter:  If  a patient  is  receiving 
monthly  ACTH,  at  the  time  he  should  re- 
ceive his  next  intramuscular  dose,  we  do  the 
ACTH  test  instead.  Actually,  when  we 
looked  at  the  results  of  the  group  on  80  to 
120  mg.  of  prednisone  every  other  day,  we 
were  looking  at  patients  who  by  chance  had 
had  ACTH  tests  at  intervals  of  from  four 
to  twelve  weeks  and  comparing  them  with 
patients  who  by  chance  had  not  been  tested 
for  over  three  months.  That  was  not  a 
planned  experiment  but  what  occurred  by 
chance. 

Physician:  I’d  like  to  ask  you  two  ques- 
tions: (1)  In  your  discussion  referring  to 

the  ACTH  test,  you  mentioned  the  thyroid 
and  the  adrenal,  but  we  heard  no  discussion 
of  the  pituitary  gland.  How  is  this  doing 
during  the  entire  period?  (2)  The  other 
question  I have  is  the  relative  therapeutic 
effect  of  prednisone  versus  dexamethasone. 
If  dexamethasone,  for  example,  lasts  two  or 
three  times  as  long,  theoretically,  the  dose 
should  be  decreased  when  you  convert  a 
patient  from  prednisone  to  dexamethasone. 
One  should  need  less  because  of  the  cumula- 
tive effect,  and  I think  most  of  us  don’t 
find  this  to  be  true. 

On  the  other  hand,  apparently  the  reason 
the  alternate-day  therapy  works  with 
prednisone  is  because  prednisone  is  not 
there  on  the  alternate  days.  Why  don’t 
the  patients  clinically  flare  up  on  those 
days? 

Dr.  Harter:  You  have  really  asked 

three  questions:  The  first  one  concerns  the 
pituitary.  In  our  experience  when  you 
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test  patients  who  are  on  steroids  with 
ACTH  and  obtain  a poor  response,  you 
also  get  a poor  response  when  you  test  them 
with  metyrapone.  On  the  other  hand,  if 
you  get  a good  adrenal  response  with 
ACTH,  you  get  a good  response  to  metyra- 
pone. You  can  infer  from  your  ACTH 
test  what  the  pituitary  is  doing  because,  if 
the  pituitary  has  not  been  putting  out 
ACTH,  the  adrenal  presumably  will 
atrophy  and  will  not  respond  well.  Re- 
cently, since  we  have  been  using  ACTH, 
we  have  started  doing  metyrapone  studies 
with  no  previous  ACTH,  and  it  will  be  a 
while  before  we’ll  know  whether  this  will  be 
useful.  That  will  test  the  whole  adrenal- 
pituitary  axis.  We  hope  it  will  be  a more 
sensitive  indicator  of  the  suppressing  effect 
of  exogenous  steroids.  I can’t  believe  that 
adrenal-pituitary  function  is  perfectly  nor- 
mal if  a patient  takes  30  to  40  mg.  of 
prednisone  every  other  day.  I think  in- 
stead that  the  functional  change  is  just  too 
small  to  be  picked  up  by  the  method  we 
are  using,  namely  the  eight-hour,  intra- 
venous ACTH  test.  Hence,  we  are  looking 
for  a more  sensitive  test. 

The  second  question  was:  Concerning 

dexamethasone  versus  prednisone,  should 
you  have  to  use  less  dexamethasone  if  its 
duration  of  action  is  longer.  I believe 
that  is  one  of  the  factors  involved  in 
dexamethasone  being  a more  potent  an- 
alogue on  a milligram-for-milligram  basis. 
You  are  giving  fewer  milligrams  of  dexa- 
methasone, and  I believe  one  reason  for 
this  may  be  its  longer  duration  of  biologic 
i activity.  There  are  two  more  basic  issues 
I involved  here  though:  One  is  the  fallacy  of 
comparing  analogues  on  the  basis  of  the 
amount  the  manufacturer  puts  into  the 
tablets,  and  the  second  is  the  presumption 
that  the  duration  of  anti-inflammatory 
i activity  is  as  prolonged  as  the  effect  on  the 
pituitary-adrenal  axis.  I would  urge  you 
i to  make  your  own  evaluation  of  the  various 
analogues’  anti-inflammatory  and  Cushing- 
; like  equivalents  rather  than  necessarily  ac- 
cepting the  tablets  as  being  equivalent. 

Now,  your  third  question  is:  If  you  give 
patients  prednisone,  why  don’t  they  do 
badly  on  the  off  day;  and  somebody  down 
here  said  “They  do.”  I would  agree, 
particularly  in  the  beginning  when  you 
first  try  to  convert  them,  they  may  do 
poorly  on  their  off  days.  However,  if  you 


think  they  do  badly,  try  patients  with 
rheumatoid  arthritis.  On  their  first  off 
day,  they  frequently  develop  fever.  This  is 
because  they’re  not  making  any  steroid  of 
their  own  initially.  However,  if  you  and 
they  persist,  they  will  generally  reach  the 
point  where  they  can’t  tell  the  on  and  off 
days  apart.  If  you  have  a patient  on  high 
dosage,  and  you  start  lowering  the  dosage, 
your  first  indication  that  you’re  getting 
down  to  the  lowest  tolerable  dose  is  that 
the  night  before  their  next  dose  is  due,  or 
even  on  the  morning  they  take  it,  they’ll 
have  their  symptoms  because  there  is  a 
little  lag.  If  you  do  vital-capacity  studies 
every  other  day  at  the  same  time,  you’ll 
find  on  the  off  day,  vital  capacities  are  not 
quite  as  good  as  on  the  on  day.  They 
don’t  do  quite  as  well  on  the  off  day,  but 
you  settle  for  this  just  as  you  settle  in  most 
of  your  patients  for  a few  wheezes  to  get 
them  by  rather  than  use  doses  that  are 
going  to  increase  the  chances  of  getting 
side-effects. 

Physician:  This  has  been  an  excellent 
presentation.  I think  there’s  been  no  dis- 
agreement at  all  and  think  some  mention 
should  be  made  toward  the  end  of  the  eve- 
ning to  demonstrate  that  there  is  a difference 
of  opinion.  A great  number  of  people  have 
tried  the  every-other-day  technic  and 
given  up  because,  indeed,  the  patients  are 
sick  every  other  day.  That’s  one  of  the 
things  that  has  come  out  of  these  studies 
that  were  done  in  Boston  and  that  have 
been  done  elsewhere. 

However,  what  has  been  a great  help  is 
the  fact  that,  as  time  goes  on,  we  learn  that 
there  is  an  enormous  length  of  time  that  is 
required  to  get  people  to  relinquish  steroids 
even  when  they’re  doing  well  as  far  as 
their  asthma  is  concerned;  and  perhaps  we 
should  be  less  concerned  about  getting  them 
off  and  more  interested  in  very  slow  taper- 
ing. 

I would  like  to  ask,  what  would  be  the 
effect  of  tapering  the  dosage  down  by 
giving  about  2.5  mg.  of  prednisone  daily, 
then  2.5  mg.  every  other  day,  and  finally 
2.5  mg.  every  third  day  at  the  end  of  two 
years,  perhaps  to  keep  a more  even  course 
as  far  as  the  asthma  is  concerned.  I’m 
talking  in  just  a general  way,  not  about  all 
of  these  cases. 

Dr.  Harter:  That  would  be  one  way  to 
try  to  approach  the  problem.  It  takes  a 
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long  time  to  do  this  sort  of  study,  and  the 
approach  we’ve  taken,  and  I didn’t  get  into 
how  we  try  to  convert  patients  from  daily 
to  every-other-day  steroids  as  a prelude  to 
getting  them  off,  is  to  use  ACTH  on  the 
off  day.  For  the  first  two  weeks,  we  give 
40  units  of  ACTH  on  the  off  day. 

At  the  end  of  two  weeks  we  stop  the 
ACTH.  Usually  the  patient  does  well 
during  these  two  weeks.  However,  let’s 
say  a month  later  they  start  getting  some 
symptoms  on  the  off  day.  We  might  give 
them  three  successive  off  days  of  ACTH  to 
smooth  that  out  and  then  wait  for  symp- 
toms to  recur.  Successively,  we  try  to  in- 
crease the  interval  between  administrations 
of  ACTH.  This  is  the  way  we  are  pres- 
ently doing  it.  We  have  a protocol  for 
doing  this  because  one  of  the  things  we 
have  learned  in  doing  the  studies  on  the  82 
people  we  have  studied  so  far  is  that  if  you 
do  things  systematically,  you  are  able  to 
compare  patients  and  come  up  with  some 
sort  of  figures.  On  the  other  hand,  if 
you’re  doing  each  patient  a little  bit  differ- 
ently, you  don’t  quite  know  where  you 
stand. 

Physician:  I don’t  see  the  difference 

between  having  patients  come  in  every 
other  day  to  get  ACTH  and  having  them 
on  prednisone  every  day.  I think  you 
have  already  said  that  you  have  not 
worked  out  the  effect  on  the  pituitary- 
adrenal  axis,  and  there  has  been  some 
evidence  that  ACTH  may  be  worse  to  give 
than  prednisone  because  it  suppresses  the 
pituitary  function. 

Dr.  Harter:  All  I can  say  is:  You 
make  a study  doing  it  your  way  and  report 
the  results  in  five  years  and  we  will  do  one 
our  way.  It  is  going  to  take  five  years, 
and  we  can’t  use  both  ways  at  once  because 
we  don’t  have  enough  patients. 

Physician:  Do  you  run  into  any  adverse 
reactions  with  ACTH? 

Dr.  Harter:  We  have  not  from  intra- 


muscular preparations.  We  have  had  one 
ACTH  test  that  produced  very  dramatic 
anaphylaxis.  Using  the  most  purified  com- 
mercial ACTH  available  hopefully  lessens 
your  chances  of  getting  such  a reaction  to  it. 

The  other  thing  is,  as  allergists,  we  are 
used  to  giving  shots  of  materials  that  peo- 
ple are  allergic  to  and  looking  at  local  re- 
actions. I think  we  ought  to  do  this  with 
ACTH.  When  you  give  a shot  of  ACTH, 
you  ought  to  observe  it  each  time  for  any 
evidence  of  a local  reaction.  That  might 
be  your  first  tip  off  that  the  next  time  you 
might  get  a severe  reaction. 

Physician:  Have  you  run  into  severe 
ones? 

Dr.  Harter:  Not  from  the  intramuscu- 
lar injections.  We  just  had  the  one 
anaphylaxis  from  intravenous  injection. 

Physician:  Did  you  use  anabolic  agents 
on  people  who  were  on  long-term  therapy? 
Testosterone? 

Dr.  Harter:  No. 

Physician:  How  about  people  with  com- 
pression fractures?  Do  you  worry  about 
that  in  the  elderly  group? 

Dr.  Harter:  Yes,  we  worry  about  this. 
Before  1960,  we  did  nothing  else,  and  we 
had  3 people  who  had  vertebral  collapse. 
Since  1960  we  have  been  giving  supplemen- 
tal calcium.  Daniel  Bernstein,  M.D.,  in 
Boston,  has  given  some  of  our  patients 
sodium  fluoride.  We  have  worried  about 
the  problem,  but  we  don’t  know  what  the 
best  thing  to  do  is.  At  the  moment,  we 
are  giving  most  people  calcium  lactate  or 
gluconate  as  a supplement. 

Dr.  Perlman:  I think  we  have  imposed 
on  Dr.  Harter  enough.  I want  to  thank 
him  for  an  exceedingly  stimulating  and 
informative  presentation  and  discussion. 

<■  Soyka,  L.  F„  and  Saxena,  K.  M.:  Alternate-day  steroid 
therapy  for  nephrotic  children,  J.A.M.A.  192:  225  (Apr.  19) 
1965. 

h March,  C.,  Rea,  T.  H.,  Jr.,  and  Porter,  M.  J.:  Adrenal 
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Oince  Meduna1’2  used  the  parenteral 
injection  of  pentylenetetrazol  (Metrazol) 
to  induce  convulsions,  after  first  trying  the 
crude  camphor,  this  preparation  has  been 
used  by  investigators  for  treating  first  schizo- 
phrenia and  later,  depressions.  Introduction 
of  this  preparation  into  American  psychiatry 
took  the  form  of  its  use  for  involutional  de- 
pressive patients  by  workers  in  the  Middle 
West  primarily. 3- 4 Later  work  of  comparable 
caliber  by  Polatin,  et  al.,&  showed  its  value. 
However,  with  the  advent  of  electrically 
induced  convulsions,  the  particular  dis- 
advantages of  inducing  convulsions  by 
pentylenetetrazol,6  namely,  the  fear  of 


twenty-five  elderly  patients  with  evidence 
of  impaired  cerebral  circulation  due  to  cere- 
bral arteriosclerosis  were  treated  with  oral 
pentylenetetrazol  in  doses  of  600  mg.  per  day 
over  a four-week  period.  Improvement  was 
noted  in  the  level  of  consciousness,  the  mental 
states  questionnaire,  and  the  Bender-Fink 
double  simultaneous  stimulation  test;  es- 
sentially, however,  there  was  little  improve- 
ment in  the  actual  mental  status  of  the  pa- 
tients. Further  investigation  of  the  drug  is 
recommended. 


impending  death  prior  to  loss  of  unconscious- 
ness, tended  to  be  primarily  considered, 
and  the  definite  advantages  such  as  its 
effectiveness  on  target  symptoms  were 
overlooked.7  Observations  on  its  ef- 
fectiveness in  the  dosage  range  of  500  mg. 
through  intravenous  use  are  occasionally 
reported.8-12 

Around  1957  reports  began  appearing  in 
the  literature  on  the  effectiveness  of  oral 
pentylenetetrazol  for  psychotic  states  in 
elderly  patients.13-15  Its  effectiveness  was 
considered  as  being  primarily  in  the  arterio- 
sclerotic psychoses  as  opposed  to  true  senile 
dementia.  The  dosage  range  usually  is 
200  mg.  by  mouth,  three  times  a day.  It 
acted  as  a cerebral  stimulant,  and  its  effect 
of  increasing  alertness  and  combating  fatigue 
was  considered  the  rationale  for  its  use. 
Little  emphasis  is  placed  on  the  neuro- 
physiology involved  or  on  its  specific  effect 
on  the  reticular  activating  system16’17  and 
currently  held  concepts  of  awakening  and 
consciousness. 18  Further  reports  have  ap- 
peared supporting  the  effectiveness  of  this 
preparation  either  alone  or  with  nico- 
tinamide.19-30 In  general,  the  emphasis 
was  on  the  improvement  of  social  factors  or 
level  of  consciousness,  but  no  report  has 
worked  with  the  patient’s  psychiatric 
status,  as  well  as  attempting  to  evaluate,  in 
a controlled  fashion,  the  effectiveness  of 
this  preparation  on  the  elderly  brain- 
damaged patient.  Its  value  for  stimulating 
respiration  and  counteracting  respiratory 
depression  due  to  barbiturate  coma  is  ac- 
cepted in  some  areas;  however,  its  value 
for  the  gerontologic  psychiatrist  is  still  in 
doubt.  It  is  the  purpose  of  this  report  to 
help  clarify  the  clinical  help  that  this 
preparation  offers  one. 


I 
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TABLE  I.  Pentylenetetrazol-tested  patients 


Psychiatric  Diagnosis 

Study 

Group 

Control 

Chronic  brain  syndrome  as- 
sociated with  cerebral 

arteriosclerosis 

Chronic  brain  syndrome  with 

10 

0 

neurosis 

Chronic  brain  syndrome  with 

5 

0 

psychosis 

Chronic  brain  syndrome  with 

5 

0 

behavioral  reaction 
Chronic  brain  syndrome  with 
adjustment  reaction  of  old 

3 

0 

age 

Adjustment  reaction  of  old 

2 

0 

age 

0 

6 

Passive-aggressive  personality 

0 

7 

Depressive  reaction 

0 

5 

Compulsive  personality 

0 

1 

No  psychiatric  diagnosis 

0 

1 

Hysterical  reaction 

0 

1 

Method 

It  was  decided  to  prescribe  pentylene- 
tetrazol in  doses  of  200  mg.  tablets  three 
times  a day  to  a selected  sampling  of  aged 
patients  in  the  240-bed  hospital  portion  of 
the  Home  and  Hospital  of  the  Daughters  of 
Jacob.  Only  those  patients  with  evidence  of 
impaired  cerebral  circulation  due  to  cerebral 
arteriosclerosis  were  chosen.  It  was  de- 
cided to  pick  a comparable  control  group  of 
patients  without  the  clinical  criteria  of 
chronic  brain  syndrome  associated  with 
cerebral  arteriosclerosis  (a  history  of  recent 
aphasia,  epilepsy,  hemiparesis,  evidence  of 
vascular  attacks  of  Alvarez,  and  the  pres- 
ence of  intellectual  deficit)  and  who  were 
not  psychiatric  problems.  Their  diagnoses 
ranged  from  adjustment  reaction  of  old 
age  to  no  psychiatric  diagnosis.  Any 
patient  with  a diagnosis  of  senile  brain  dis- 
ease was  excluded  from  the  study.  The 
group  totaled  28  patients. 

The  test  subjects  comprised  7 men  and 
18  women  aged  seventy-two  to  ninety-five 
years.  Their  diagnoses  as  well  as  the 
control  groups  are  included  in  Table  I.  The 
pills  were  prescribed  as  outlined,  over  a 
period  of  four  weeks. 

Psychiatric  interviews,  checked  by  the 
observations  of  another  psychiatrically 
oriented  physician  through  a one-way 
mirror,  were  made.  What  was  particularly 
emphasized  was  (1)  the  level  of  conscious- 
ness, (2)  the  mental  states  questionnaire,31 


TABLE  II.  Psychiatric  findings 


Study  Group  -—-Control — 
Before  After  Before  After 


Level  of 
Conscious- 
ness* 
(Grades) 

0 

1 

2 

3 

4 


15  22 

7 3 

2 0 

10  0 

0 0 


27  27 

It  0 

0 0 

0 0 

0 0 


* This  evaluation  technic  is  from  the  Mayo  Clinic  manual 
for  clinical  phenomena  (Eaton,  L.,  etal.\  Neurologic  Diagno- 
sis, Mayo  Clinic,  1954). 

t This  patient  was  found  to  have  a brain  tumor  and  was 
excluded  from  further  study. 


and  (3)  the  Bender-Fink  double  simul- 
taneous stimulation  test.32  In  addition, 
adequate  phsyical  examinations  were  per- 
formed by  the  ward  physician,  both  prior  to 
and  after  the  test  period.  It  was  decided 
to  follow  the  usual  practice  of  evaluating 
medication  and  to  use  a test  period  for  four 
weeks.33 


Findings 

What  was  noticed  in  the  findings  of  the 
repeat  or  second  interview  is  given  in 
Tables  II  to  IV.  It  will  be  noticed  in 
Table  II  that  there  was  an  altered  level  of 
consciousness,  with  many  of  our  formerly 
retarded  patients  being  more  active  and 
participating  in  daily  activities.  Also,  those 
patients  who  were  formerly  hyperactive 
were  not  made  more  of  a problem  by  the 
preparation. 

The  findings  in  regard  to  the  mental 
states  questionnaire  for  the  level  of  organic 
functioning  reveal  that  this  reliable  yard- 
stick showed  that  the  patient  had  an  in- 
crease in  positive  responses.  That  is,  in 
answering  this  test,  they  showed  improve- 
ment so  that  their  brain  syndromes  were  of 
less  moment  to  them.  This  remarkable 
event  was  often  noticed  by  ward  personnel 
who  commented  to  the  head  nurse  about 
the  absence  of  excitable  and  noisy  behavior, 
even  though  this  preparation  was  a cerebral 
stimulant.  It  must  be  stressed,  at  this 
point,  that  no  change  in  ward  atmosphere 
occurred  or  other  sociologic  variables  effected 
in  this  test  period.  Table  III  gives  the 
point  scores  of  our  patients,  both  prior  and 
after  the  pentylenetetrazol.  Also  included 
are  the  scores  of  the  control  subjects. 
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TABLE  III.  Mental  states  questionnaire 


Number  of 
Positive 
Responses 

Control — — - 

Before  After 

Study  Group 
Before  After 

0 

0 

0 

3 

12 

1 

0 

0 

8 

8 

2 

0 

0 

7 

2 

3 

0 

0 

5 

1 

4 

0 

0 

2 

1 

5 

0 

0 

0 

1 

6 

0 

1 

1 

0 

7 

3 

2 

0 

0 

8 

4 

5 

0 

0 

9 

9 

7 

0 

0 

10 

12 

13 

0 

0 

TABLE  IV.  Double  simultaneous  stimulation 


Number  of 
Negative 
Responses 

Control — — • 

Before  After 

Study  Group 
Before  After 

0 

11 

11 

0 

1 

1 

9 

9 

0 

3 

2 

7 

8 

0 

6 

3 

1 

0 

0 

3 

4 

0 

0 

0 

0 

5 

0 

0 

0 

1 

6 

0 

0 

5 

1 

7 

0 

0 

4 

2 

8 

0 

0 

4 

8 

9 

0 

0 

7 

0 

10 

0 

0 

5 

0 

Our  findings  on  the  double  simultaneous 
stimulation  test  are  reported  in  Table  IV. 
These  have  shown  that  the  patients  im- 
proved with  the  pentylenetratrazol  and 
that  there  were  fewer  positive  responses 
and  more  negative  ones  than  there  had 
been  previous  to  the  prescription  of  the 
preparation.  This  is  indicative  of  a lessen- 
ing of  the  organic  brain  syndrome  present 
and  is  also  possibly  indicative  of  increased 
cerebral  blood  flow  being  present.  While 
the  cerebral  blood  flow  test  was  not  per- 
formed,34 it  is  our  feeling  that  this  tends  to 
support  the  work  of  Dastur35;  that  the 
presence  of  cerebral  arteriosclerosis  is  a 
significant  factor  in  the  lowered  cerebral 
blood  flow  found  in  elderly  patients. 

Our  findings  in  regard  to  any  possible 
alteration  of  the  psychiatric  status,  as 
commonly  used  by  psychiatrists,  showed 
that  there  was  little  alteration  of  the 
psychodynamic  and  instinctual  life  of  these 
patients;  however,  subjectively,  one  ob- 
server felt  that  there  was  improvement  in 
such  factors  as  memory  for  past  events  and 
calculations  for  two  to  three  numbers  for- 
ward. Essentially  however,  it  was  felt 
that  there  was  little  improvement  in  the 
actual  mental  status  of  the  patient. 

Summary 

Our  findings  reveal  that  the  25  patients 
receiving  oral  pentylenetetrazol  in  doses  of 
600  mg.  per  day,  improved  in  three  of  the 
four  yardsticks  used.  It  is  recommended 
that  this  preparation  be  given  further 
evaluation  by  trained  investigators  with 
experience  especially  in  regard  to  its  effect 
on  the  cerebral  blood  flow,  cerebrovascular 


resistance,  arteriovenous  oxygen  dif- 
ference, and  cerebral  metabolic  rate  for 
oxygen.  In  general,  stimulation  of  the 

cerebral  arteries  can  be  fruitful,  rewarding, 
and  often  helpful  for  the  patient. 
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Postpartum  tub  baths 

The  clinical  impression  that  postpartum  tub 
baths  are  safe,  beneficial,  and  time-saving  was 
confirmed  in  studies  undertaken  at  a hospital 
and  reported  in  a recent  issue  of  Minnesota 
Medicine  by  J.  E.  Hodgson,  M.D.,  and  R.  A. 
Smith,  M.D.  As  a consequence,  the  question 
of  whether  or  not,  in  planning  construction,  all 
obstetrical  units  should  be  equipped  with  tub 
baths  is  answered.  The  recommended  ratio 
is  1 tub  for  every  6 obstetrical  patients.  The 
total  number  of  patients  evaluated  was  12,150. 
All  morbidity  that  might  possibly  be  associated 
with  tub  bathing  showed  a rate  of  1.58  per  cent. 
Showers  are  of  little  use  in  such  cases,  since 
the  nature  of  female  anatomy  precludes  ade- 
quate cleansing  in  a shower  bath. 

All  cases  since  1954  were  reviewed.  In  all 
of  these  patients,  warm  tub  baths,  starting  the 
day  after  parturition,  were  routinely  prescribed. 
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The  total  came  to  2,150  obstetrical  patients. 

On  the  first  morning  after  delivery,  the  pa- 
tient was  offered  a fifteen-minute  warm,  soapy, 
tub  bath.  This  was  continued  twice  a day 
until  the  discharge.  The  tub  was  scoured  with 
an  abrasive  cleanser,  rinsed,  washed  with  green 
soap,  and  rinsed  again.  Warm  water,  5-  to 
6-inches  deep,  was  drawn,  and  the  patient  was 
permitted  to  sit  or  lie  in  the  tub  as  she  wished. 
Breasts  were  washed  with  soap  during  the  bath. 
All  douches,  flushes,  bed  baths,  and  perineal 
lights  were  eliminated  during  the  hospital  stay. 
Sterile  perineal  pads  were  worn  between  baths. 
When  taking  the  temperature,  an  oral  tem- 
perature of  100.4  F.  was  considered  a sign  of 
morbidity. 

Among  the  benefits  of  postpartum  tub  baths 
are  an  increase  in  the  patient’s  physical  comfort, 
reduction  of  nursing  care,  and  improvement  of 
bladder  function  and  perineal  comfort.  Tub 
baths  require  less  than  ten  minutes,  including 
thorough  cleaning  of  the  tub  for  the  next  patient. 
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Rupture  of  Uterus 


forty-one  ruptures  of  the  uterus  occurred 
in  31,523  deliveries;  23  followed  previous 
uterine  scars,  17  were  traumatic  ruptures 
with  no  previous  uterine  scars,  and  1 followed 
an  automobile  accident.  Although  traumatic 
obstetric  procedures  have  been  largely  elimi- 
nated, the  incidence  of  rupture  of  the  uterus 
has  not  decreased  because  of  the  problem  of 
disproportion  in  the  multipara.  Fundal 
pressure  was  the  immediate  cause  for  trau- 
matic noncesarean  section  ruptures  in  the 
series;  intravenous  oxytocin  was  a contribu- 
tory cause.  Hypogastric  artery  ligation  is 
an  essential  technic  for  the  obstetrician,  and 
routine  manual  exploration  of  the  uterus 
after  delivery  is  necessary  for  early  diagnosis. 


HERBERT  B.  GUYER,  M.D. 
East  Meadow,  New  York 

From  the  Departments  of  Obstetrics  and 
Gynecology  of  the  Long  Island  Jewish  Hospital, 
New  Hyde  Park,  New  York,  and  the  North 
Shore  Hospital,  Manhasset,  New  York 


Rupture  of  the  uterus  remains  one  of 
the  most  serious  catastrophes  that  the 
obstetrician  has  to  face.  Although  con- 
sidered responsible  for  at  least  5 per  cent  of 
all  maternal  deaths,1  the  true  figure  prob- 
ably exceeds  that  number  since  many  rup- 
tures are  found  only  at  autopsy,  and  others 
are  not  diagnosed  at  all. 

It  was  felt  that  a study  of  ruptures  oc- 
curring within  the  last  ten  years  would 
most  accurately  reflect  the  present  status 
of  this  condition.  The  combined  ruptures 
from  two  neighboring  hospitals  were  taken: 
The  Long  Island  Jewish  Hospital  in  New 
Hyde  Park,  New  York,  and  the  North 
Shore  Hospital  in  Manhasset,  New  York. 
Both  of  these  hospitals  are  voluntary  non- 
profit institutions  with  approved  residency 
programs,  and  almost  all  the  deliveries  are 
performed  by  board-qualified  obstetricians. 
The  study  covers  the  years  from  1953 
through  1962,  inclusive. 

Classification 

There  is  at  present  no  universally  ac- 
cepted classification  of  rupture  of  the 
uterus.  The  terms  “complete”  or  “incom- 
plete,” although  useful  as  descriptive  des- 


ignations, do  little  to  delineate  the  extent 
of  the  damage.  Some  complete  ruptures 
are  benign  and  localized,  whereas  some  in- 
complete ruptures  are  widespread  and  much 
more  lethal.  Also,  the  terms  “spontane- 
ous” and  “traumatic”  can  be  misleading. 
A rupture  following  a “spontaneous  de- 
livery” may  be  labeled  a “spontaneous 
rupture”  but  may  be  extremely  traumatic 
if  accompanied  by  the  use  of  oxytocin 
(Pitocin),  fundal  pressure,  or  even  tumul- 
tuous labor  contractions.  It  would  appear 
more  consistent  with  the  facts  to  reserve 
the  term  “spontaneous”  to  cases  occurring 
without  the  trauma  of  labor.  Similarly, 
the  designation  “traumatic”  should  be 
used  for  all  cases  undergoing  labor. 

A working  classification  is  presented  in 
Table  I.  All  cases  were  divided  into  those 
with  a history  of  uterine  scar  (mostly 
cesarean)  and  those  with  no  such  history. 
Each  group  was  then  subdivided  according 
to  whether  or  not  labor  was  present.  All 
major  groups  were  analyzed  in  subsequent 
tables. 


TABLE  I.  Classification  of  rupture  of  the  uterus 


History  of  Uterine  Scar 

Spontaneous 
(no  Labor) 

Traumatic  (with  Labor) 
Vaginal  Abdominal 

Delivery  Delivery 

Traumatic 
(no  Labor) 
External 
Force 

Totals 

Previous  cesarean  section 

13 

1 

7 

0 

21* 

Lash  procedure 

1 

0 

0 

0 

1 

Cervical  laceration 

0 

1 

0 

0 

1 

No  history  of  uterine  scar 

0 

15 

2 

1 

18 

* Postcesarean  cases:  One  patient  had  two  ruptures,  and  one  patient  had  three  ruptures. 
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TABLE  II.  Spontaneous  postcesarean  ruptures  (no  labor) 


Case 

Number  Para 

Gravida 

Week 

of 

Gesta- 

tion 

Previous 

Number 

of 

Cesarean 

Sections 

Original 
Type  of 
Cesarean 

Symptoms 
and  Signs 

Operative  Maternal 

Findings  Result 

Fetal 

Result 

i 

1 

2 

33 

i 

Classical 

Abdominal  and 
shoulder  pain 

Complete  rupture  of 
old  scar;  300  cc.  free 
blood 

Good 

Stillbirth 

2 

1 

2 

38 

i 

Low  transverse 

None 

Incomplete  8-cm.  rup- 
ture of  old  scar 

Good 

Good 

3 

3 

4 

38 

i 

Low  classical 

None 

Incomplete  rupture  of 
old  scar 

Good 

Good 

4 

2 

3 

34 

2 

Not  known 

Vaginal  bleeding 

Incomplete  rupture  at 
lower  segment  pla- 
centa previa  and  at- 
tached to  bladder 

Good 

Good 

5 

2 

3 

40 

2 

Not  known 

None 

Incomplete  10-cm.  rup- 
ture of  lower  segment 

Good 

Good 

6 

1 

2 

38 

1 

Low  transverse 

Point  tenderness, 
suprapubic 

Incomplete  4-cm.  rup- 
ture of  lower  segment 

Good 

Good 

7 

4 

6 

38 

4 

Not  known 

None 

Incomplete  10-cm.  rup- 
ture of  lower  segment 

Good 

Good 

8 

2 

3 

38 

2 

Not  known 

None 

Incomplete  rupture  of 
lower  segment 

Good 

Good 

9 

1 

2 

38 

1 

Low  segment 

None 

Incomplete  rupture  of 
lower  segment 

Good 

Perinatal 
death 
(4  pounds 
13  ounces) 

10 

2 

3 

37 

1 

Low  segment 

None 

Small  window  in  lower 
segment 

Good 

Good 

11 

3 

4 

38 

3 

Not  known 

Sudden  pain, 

tenderness,  and 
rebound  in  old 
scar 

Massive  rupture  left 
broad-ligament 
hematoma 

Good 

Good 

12 

1 

3 

38 

1 

Classical 

None 

Large  complete  rupture 
at  fundus 

Good 

Good 

13 

2 

3 

15 

2 

Not  known 

Vaginal  bleeding, 
sudden  pain, 
and  shock 

Complete  rupture; 
1,500  cc.  free  blood 

Good 

Stillbirth 

Material 

During  the  period  studied,  there  were 
31,523  deliveries  and  41  ruptures  of  the 
uterus.  Of  the  41  ruptures,  21  followed  a 
previous  cesarean  section.  This  incidence 
of  rupture,  both  total  and  noncesarean,  is 
higher  than  in  other  series.  This  is  in  part 
because  of  our  coding  in  which  even  the 
slightest  window  in  a scar  and  even  a 
small  extension  of  a cervical  laceration  into 
the  lower  uterine  segment  are  classified  as 
ruptures.  For  example,  of  our  20  non- 
cesarean ruptures,  one  followed  a Lash  pro- 
cedure and  one  a previous  cervical  lacera- 
tion. Since  they  occurred  after  scarring, 
they  are  similar  to  postcesarean  ruptures 
etiologically,  but  are  classified  as  non- 
cesarean. Another  rupture  was  due  to  ex- 
ternal trauma  from  an  automobile  accident. 
Three  cases  occurred  as  a result  of  2-  or 
3-inch  extensions  of  a cervical  laceration, 
and  all  were  repaired  from  below.  One 
case  (Case  26)  with  a minimal  abnormal 
condition  was  found  incidental  to  cesarean 
section.  One  case  (Case  30)  was  assumed 
to  be  a rupture  on  clinical  grounds  although 


this  was  never  definitely  proved.  With 
these  corrections  the  true  incidence  of  non- 
cesarean major  rupture  due  to  obstetric 
trauma  becomes  1 : 2627,  a figure  which 
approximates  other  published  statistics. 

Spontaneous  postcesarean  ruptures 
(no  labor).  There  were  13  cases  of 
rupture  of  the  uterus  without  labor  in 
patients  with  a previous  cesarean  section. 
These  cases  are  analyzed  in  Table  II. 
It  can  be  seen  that  spontaneous  rupture 
can  occur  at  between  fifteen  and  forty 
weeks  of  pregnancy.  Three  ruptures  fol- 
lowed classical  cesarean  sections,  and  4 
followed  low-segment  cesarean  sections. 
The  type  of  section  of  6 cases  was  un- 
known. Two  of  the  three  ruptures  follow- 
ing classical  sections  were  large  and  com- 
plete. The  four  ruptures  following  low- 
segment  cesarean  sections  were  all  small, 
incomplete,  and  of  the  silent  window 
variety. 

The  symptoms  and  signs  paralleled 
the  abnormal  condition.  These  varied 
from  no  symptoms  in  the  window  cases  to 
abdominal  pain,  vaginal  bleeding,  ten- 
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TABLE  III.  Traumatic  postcesarean  ruptures  (with  labor) 


Case 

Number  Para 

Gravida 

Week 

of 

Gesta- 

tion 

Previous 

Number 

of 

Cesarean 

Sections 

Original 
Type  of 
Cesarean 

Symptoms  and  Signs 

Operative  Findings 

Maternal 

Result 

Fetal 

Result 

1 

2 

3 

36 

2 

Classical 

Irregular  uterine  con- 
tractions. No  ten- 
derness 

2 complete  ruptures  3 
cm.  and  1 cm.  in  old 
scar 

Good 

Good 

1 

3 

4 

36 

3 

Classical 

Irregular  uterine  con- 
tractions 

Old  scar  intact.  A 3- 
cm.  incomplete  rup- 
ture in  left  lower  seg- 
ment 

Good 

Good 

14 

3 

4 

36 

3 

Classical 

Pain  over  incision. 
Irregular  contrac- 
tions 

Incomplete  3-cm.  rup- 
ture with  old  blood 
clots 

Good 

Good 

4 

1 

3 

37 

1 

Not  known 

Early  labor 

Incomplete  3-cm.  rup- 
ture 

Good 

Good 

15 

1 

2 

36 

1 

Low-flap 

Point  tenderness  over 
incision 

Incomplete  3-cm.  rup- 
ture in  lower  seg- 
ment. Blood  under 
flap 

Good 

Good 

16 

2 

4 

35 

1 

Classical 

Bulge  in  lower  abdo- 
men over  scar 

Complete  rupture  in 
old  scar.  Blood 
under  bladder 

Good 

Good 

17 

2 

8 

33 

2 

Classical 

Early  labor 

Complete  rupture. 
Classical  scar 

Good 

Stillbirth 

derness,  and  shock  in  the  more  extensive 
ruptures. 

One  of  the  patients  in  the  latter  group  (Case 
13)  was  a thirty-five-year-old  white  female  who 
had  had  two  previous  cesarean  sections,  one 
myomectomy,  and  one  previous  curettage  of  the 
uterus.  She  was  admitted  at  fifteen  weeks 
gestation  for  vaginal  bleeding.  After  admission 
to  the  hospital,  she  experienced  a sudden  knife- 
like pain  in  her  lower  abdomen  and  promptly 
went  into  shock.  An  immediate  laparotomy 
revealed  a complete  rupture  of  the  lower  por- 
tions of  the  uterus  and  a massive  amount  of 
blood  in  the  peritoneal  cavity.  A subtotal 
hysterectomy  was  performed,  and  8 units  of 
blood  and  4 Gm.  of  fibrinogen  were  given. 
Pathologic  examination  revealed  placenta  ac- 
creta  in  a previous  cesarean  section  scar. 

Another  illustrative  case  (Case  11)  was  a 
twenty-six-year-old  white  female  who  had  had 
three  previous  cesarean  sections.  At  thirty- 
eight  weeks  of  gestation,  she  experienced  a 
sudden  severe  tearing  pain  and  showed  marked 
tenderness  over  the  old  scar.  At  laparotomy,  a 
large  incomplete  rupture  of  the  lower  segment 
was  found  with  the  formation  of  a large  left 
broad-ligament  hematoma  extending  to  the  left 
infundibulopelvic  ligament.  A living  fetus  was 
extracted,  and  a subtotal  hysterectomy  and  left 
salpingo-oophorectomy  were  performed.  The 
remarkable  part  of  this  case  is  that  the  fetus 
survived. 

Both  of  these  cases  illustrate  the  sudden 
onset  of  the  rupture  which  can  occur  with- 
out warning  in  the  absence  of  labor,  the 
widespread  abnormal  conditions  present, 
the  need  for  an  immediate  laparotomy, 
and  the  importance  of  having  blood  and 
fibrinogen  available. 


Postcesarean  section  ruptures  with 
labor  (traumatic).  There  were  8 post- 
cesarean section  ruptures  occurring  in  the 
presence  of  labor  or  irregular  uterine 
contractions.  Of  these,  1 patient  was 
delivered  vaginally  and  7 by  repeat  cesarean 
section.  The  analysis  of  the  7 cases  is 
found  in  Table  III. 

As  a group,  these  7 cases  occurred  earlier 
than  the  spontaneous  ruptures,  and  there 
was  a greater  proportion  of  previous 
classical  sections.  The  abnormal  condi- 
tions were  no  worse  than  in  the  spontaneous 
group  despite  the  added  factor  of  uterine 
contractions. 

Two  of  the  7 ruptures  occurred  in  1 patient. 
She  had  experienced  a previous  rupture  of  the 
spontaneous  type.  This  patient  (Case  1)  had 
had  a classical  cesarean  section  in  1952  for 
abruptio  placentae.  In  1954  at  thirty-three 
weeks  of  gestation,  she  suddenly  developed 
suprapubic  and  shoulder  pain  and  showed 
bulging  of  the  flanks.  Laparotomy  revealed  a 
complete  rupture  of  the  old  scar  with  300  cc.  of 
blood  in  the  peritoneal  cavity.  A stillborn 
fetus  was  delivered,  and  the  uterus  was  re- 
paired. In  1956  she  went  to  thirty-six  weeks  of 
gestation,  and  after  early  labor  occurred,  a 
laparotomy  showed  two  complete  ruptures  in 
the  old  scar.  A live  fetus  was  delivered,  and 
again  the  uterus  was  repaired.  In  1957  at 
thirty-six  weeks  gestation,  she  again  started  in 
labor  and  a laparotomy  revealed  a rupture  for 
the  third  time.  This  was  a 3-cm.  incomplete 
rupture  of  the  lower  segment.  A live  fetus  was 
delivered,  and  the  operator  performed  a sub- 
total hysterectomy  this  time. 

The  vaginal  delivery  occurred  in  a thirty- 
three-year-old  white  female  (Case  29).  The 
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TABLE  IV.  Traumatic  noncesarean  rupture  of  the  uterus — causes 


Case 

Number  Parity 

Presentation 
or  Position 

Type  of 
Delivery 

Intravenous 

Oxytocin 

Fundal 

Pressure 

Other  Complications 

18 

2 

Vertex 

Low  mid- 
forceps 

Yes,  also  intra- 
muscular 

Strong 

Shoulder  dystocia 

19 

1 

Occipito- 

anterior 

Low  forceps 

No 

Moderate 

Borderline  anthropoid  pelvis 

20 

2 

Left  occipito- 
anterior 

Spontaneous 

Yes 

Strong 

Rapid  labor,  shoulder  dystocia 

21 

2 

Vertex 

Spontaneous 

Yes 

Moderate 

Previous  difficult  forceps.  Rapid  labor. 
Android  pelvis 

22 

1 

Right  occipito- 
anterior 

Spontaneous 

Yes 

Not  known 

Rapid  labor 

23 

2 

Vertex 

Spontaneous 

Yes. 

Induced 

Not  known 

Large  baby,  (9  pounds  6 ounces) 

24 

1 

Brow 

Laparotomy 

Yes 

Moderate 

Large  baby,  (8  pounds  3 ounces) 

25 

3 

Vertex 

Low  forceps 

Yes 

Not  known 

Head  floating,  ruptured  membranes,  meco- 
nium, fast  labor 

26 

2 

Right  mento- 
posterior 

Low- flap 
cesarean 

Yes 

None 

Trial  Kielland  and  manual  conversion 

27 

2 

Occipito- 

anterior 

Spontaneous 

Yes. 

Induced 

Strong 

Manual  potation  of  vertex 

28 

1 

Breech 

Breech  extrac- 
tion 

Yes 

Moderate 

Hydrocephalus 

29 

3 

Left  occipito- 
anterior 

Spontaneous 

Yes. 

Induced 

Moderate 

Macerated  fetus,  head  decompressed,  cervix 
incompletely  dilated,  difficulty  with 
shoulders 

30 

1 

Right  occipito- 
anterior 

Kielland  mid- 
forceps and 
rotation 

Yes 

Not  known 

Previous  difficult  delivery,  contracted  pelvis 

31 

2 

Vertex 

Spontaneous 

Yes 

Moderate 

Oxytocin  added  to  strong  labor 

32 

2 

Left  occipito- 
anterior 

Spontaneous 

No 

Not  known 

Rapid  labor,  caput  on  admission 

33 

2 

Right  occipito- 
anterior 

Spontaneous 

Yes. 

Induced 

Moderate 

34 

0 

Right  occipito- 
anterior 

Spontaneous 

Yes 

Strong 

Fundal  pressure  long  before  delivery 

patient  had  a history  of  one  cesarean  section, 
one  premature  delivery,  and  four  curettages  of 
the  uterus  for  incomplete  abortions.  She  was 
admitted  to  the  hospital  in  labor  at  approxi- 
mately twenty-eight  weeks  of  gestation  and 
subsequently  delivered  a macerated  stillborn 
fetus.  Uterine  examinations  after  delivery 
showed  a markedly  thinned-out  area,  and  it  was 
the  impression  at  this  time  that  this  might 
represent  an  incomplete  rupture.  Four  days 
later  this  diagnosis  was  substantiated  at  tubal 
ligation.  The  rupture  involved  the  anterior 
wall  at  the  cesarean  section  site.  No  definitive 
treatment  was  deemed  necessary  in  this  case. 

C ervical  laceration.  One  case  ( Case  33 ) in 
this  entire  series  had  a history  of  a previous  cer- 
vical laceration  and  repair.  This  was  a thirty- 
one-year-old  white  female  with  a history  of  two 
previous  spontaneous  deliveries.  At  the  second 
delivery,  a left  cervical  laceration  was  repaired 
and  the  diagnosis  of  bicornuate  uterus  made. 
Since  the  patient  lived  far  from  the  hospital, 
she  was  admitted  at  thirty-nine  weeks  of  gesta- 
tion for  oxytocin  induction  of  labor,  and,  after 
three  hours  of  labor,  was  delivered  with  moder- 
ate fundal  pressure  of  a 7-pound  9-ounce  nor- 
mal baby.  Uterine  and  cervical  examination 
revealed  a laceration  on  the  left  involving  the 
vault  of  the  vagina,  the  cervix,  and  extending  2 
inches  into  the  lower  uterine  segment.  Repair 
was  accomplished  from  below  with  interrupted 
chromic  sutures  placed  laterally  and  from 
within  the  cervix  and  lower  uterine  segment. 
Blood  loss  was  estimated  at  700  cc.,  and  the 
patient  was  given  1 unit  of  blood.  Pelvic 
examination  two  hours  later  revealed  no  masses 


or  broad-ligament  hematoma;  however,  the 
patient  complained  of  pain  in  the  left  lower 
quadrant  of  the  abdomen  post  partum. 

Traumatic  noncesarean  section  rup- 
ture of  the  uterus.  There  were  17 
cases  in  this  group  of  which  15  were  de- 
livered vaginally  and  2 abdominally. 
These  cases  are  analyzed  in  detail  in  Tables 
IV,  V,  and  VI.  It  is  in  this  group  that 
reduction  of  the  incidence  of  rupture  of  the 
uterus  may  be  expected  by  improvement  in 
obstetric  practice. 

Causes 

Not  long  ago  internal  podalic  version 
was  considered  to  be  the  most  frequent 
cause  of  traumatic  rupture2-3;  however, 
it  plays  no  part  in  this  series  since  version 
is  rarely  performed  today  except  on  a 
second  twin. 

The  parity  of  the  patient  is  of  great 
interest.  Rupture  of  the  uterus  today  is  a 
disease  of  the  multipara. 

Only  1 of  these  17  patients  was  a primi- 
gravida.  Five  patients  were  para  1,  9 
patients  were  para  2,  and  2 patients  were 
para  3.  There  were  no  grand  multiparas 
in  this  series.  Since  11  of  the  17  traumatic 
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TABLE  V.  Traumatic  noncesarean  rupture  of  the  uterus.  Signs,  diagnosis,  and  pathology 


Case  Vaginal 

Number  Bleeding 

Shock 

Intra- 

uterine 

Examination 

Time  of 
Diagnosis 

Type  of 
Rupture 

✓ — Pathology- 
Broad- 
Ligament 
Site  Hematoma 

Other 

18 

Profuse 

No 

Yes 

Immediate 

Incom- 

plete 

Cervix  to  right 
lower  segment 

Yes 

19 

Moderate 

Yes 

No 

Not  made 

Com- 

plete 

10  cm.  right  lower 
segment 

Yes 

20 

Moderate  to 
profuse 

No 

Yes 

Immediate 

Incom- 

plete 

Cervix  to  3 inches 
lower  segment 

No 

21 

Moderate 

Falling 

blood 

pressure 

Yes.  Three  and 
a half  hours 
after  delivery 

Seven  hours 
after  delivery 

Incom- 

plete 

4 cm.  left  lower  seg- 
ment 

Yes 

Small  lacer- 
ation of 
cervix 

22 

Moderate 

Near 

shock 

Yes 

Immediate 

Incom- 

plete 

Left  lower  segment 

Yes 

23 

Profuse 

Yes 

Yes 

Immediate 

Com- 

plete 

Cervix  to  left 
cornua 

Yes 

24 

Slight 

Yes 

No 

End  of  first 
stage.  Baby 
felt  out  of 
uterus 

Com- 

plete 

Cervix  to  post  fun- 
dus 

No 

Postlacera- 
tion of 
vagina 

25 

Profuse 

Yes 

Several 

First  hour 

Com- 

plete 

Cervix  to  left  lower 
segment 

Yes 

Laceration 
of  vagina 

26 

None 

No 

No 

At  cesarean 
section 

Incom- 

plete 

Small  vertex  in 
lower  segment 

No 

27 

Moderate 

No 

Yes 

Immediate 

Incom- 

plete 

Cervix  to  lower  seg- 
ment 8 cm. 

No 

28 

Profuse 

Yes 

Several 

Two  hours 
after  delivery 

Incom- 

plete 

2 inches  right  lower 
segment 

No 

29 

Moderate  to 
profuse 

No 

Yes 

Three  hours 
after  delivery 

Com- 

plete 

Cervix  to  left  lower 
segment 

Yes 

Vaginal 

laceration 

30 

Moderate 

No 

Yes 

Eighteen  hours 
postdelivery 

Probably 

incom- 

plete 

Not  known 

Yes 

31 

Profuse 

Yes 

Several 

Two  hours 
postdelivery 

Com 

plete 

Cervix  to  lower  seg- 
ment 

Yes. 

Large 

32 

Moderate 

Yes 

Yes 

Immediate 

Com- 

plete 

10  cm.  lower  seg- 
ment 

No 

33 

Moderate 

No 

Yes 

Immediate 

Incom- 

plete 

Cervix  to  2 inches 
lower  segment 

No 

34 

Moderate 

No 

Yes 

Immediate 

Incom- 

plete 

8 cm.  right  lower 
segment 

Yes 

ruptures  occurred  in  women  who  had  had  at 
least  two  previous  deliveries,  it  would  ap- 
pear that  local  uterine  changes  such  as 
thinning  and  scarring  are  important  pre- 
disposing factors  in  this  condition. 

Abnormal  presentation  or  position  did 
not  play  too  significant  a role.  There 
was  one  breech  presentation  with  an 
unrecognized  hydroecephalus,  one  brow 
presentation  diagnosed  at  full  dilatation, 
and  one  posterior  face  presentation  with 
attempts  at  conversion  both  by  Kielland 
forceps  and  manual  manipulation.  In 
all  other  cases  the  presentation  was  vertex 
and  usually  the  position  was  anterior. 

The  type  of  delivery  in  10  of  the  17 
cases  was  recorded  as  spontaneous,  but 
this  does  not  indicate  an  absence  of  ob- 
stetric trauma  as  has  been  stated  earlier. 
In  2 patients  low  forceps  were  used,  and 
two  midforceps  deliveries  were  noted. 
One  of  the  midforceps  deliveries  occurred 
in  a patient  where  shoulder  dystocia 
was  the  factor  leading  to  the  rupture. 
There  was  1 breech  delivery.  Of  the 


2 laparotomies,  there  was  1 case  in  which 
the  fetus  was  free  in  the  abdominal  cavity 
because  of  a large  rupture. 

Intravenous  oxytocin  was  used  in  15  of 
the  17  cases  of  traumatic  noncesarean 
section  rupture.  Four  of  the  15  were 
oxytocin  inductions.  In  one  instance, 
intramuscular  oxytocin  was  given  in  ad- 
dition to  the  intravenous  use.  In  another, 
the  oxytocin  infusion  was  started  in  the 
presence  of  strong  contractions.  It  would 
be  difficult  to  deny  that  this  use  of  oxytocin 
plays  a major  role,  but  it  would  be  equally 
difficult  to  consider  the  use  of  oxytocin  as 
being  the  only  etiologic  agent,  since  in  most 
situations  other  factors  were  also  applicable. 

Fundal  pressure  was  definitely  used  in 
11  of  the  17  patients.  In  5 of  the  remaining 
patients,  there  was  some  question  as  to 
whether  or  not  it  was  used.  In  only  1 
patient  was  it  definitely  not  used.  Four 
instances  were  recorded  as  having  received 
very  strong  fundal  pressure.  Table  IV 
shows  the  reason  in  many  cases  for  the 
fundal  pressure.  In  general,  a combina- 
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TABLE  VI.  Traumatic  noncesarean  ruptures  of  uterus.  Treatment  and  results 


Case 

Number  Definitive  Treatment 

Other  Treatment 

Blood 

Units 

Given 

Maternal 

Result 

Fetal  Result 

18 

Subtotal  hysterectomy,  bilateral  sal- 
pingo-oophorectomy 

5 

Good 

Good 

19 

None 

Thoracotomy  for  cardiac  arrest 

2 

Died  thirty-five 
minutes  after 
delivery 

Died  after  eleven 
hours 

20 

Repair  from  below 

3 

Good 

Good 

21 

Subtotal  hysterectomy 

Repair  of  cervix 

8 

Good 

Good 

22 

Total  hysterectomy 

2 

Good 

Good 

23 

Subtotal  hysterectomy 

Repair  of  cervix 

6 

Good 

Good 

24 

Total  hysterectomy,  right  salpingo- 
oophorectomy 

Repair  vaginal  laceration 

8 

Good 

Stillbirth 

25 

Subtotal  hysterectomy 

Repair  of  cervix  and  vagina 

9 

Good 

Good 

26 

Repair  at  cesarean  section 

0 

Good 

Good 

27 

Total  hysterectomy 

3 

Good 

Good 

28 

Repair  from  below 

Uterus  packed  twice 

5 

Good 

Stillbirth 

(hydrocephalus) 

29 

Total  hysterectomy 

5 

Good 

Macerated  still- 
birth 

30 

None 

Antibiotics  expectancy 

0 

Good 

Good 

31 

Subtotal  hysterectomy,  right  salpingo- 
oophorectomy 

Right  hypogastric  artery  ligation 

8 

Good 

Good 

32 

Repair  at  laparotomy 

Oxidized  cellulose  (Oxycel)  for 
hemostasis  raw  areas 

4 

Good 

Good 

33 

Repair  from  below 

1 

Good 

Good 

34 

Subtotal  hysterectomy,  right  salpingo- 
oophorectomy 

4 

Good 

Good 

tion  of  a large  baby,  contracted  pelvis, 
or  both,  either  with  or  without  shoulder 
dystocia,  elicited  the  use  of  fundal  pres- 
sure. It  would  appear  that  fundal  pres- 
sure was  also  a major  factor  in  the  pro- 
duction of  the  traumatic  ruptures. 

Signs  and  diagnosis 

Vaginal  bleeding  and  shock  are  two  main 
immediate  signs  of  rupture  of  the  uterus. 
In  7 patients  the  bleeding  was  described 
as  profuse  or  near  profuse,  and  in  only  1 
case  was  the  bleeding  noted  as  slight. 
In  8 patients  shock  or  near  shock  was 
present.  This  would  represent  about  half 
the  cases  in  this  group. 

The  diagnosis  of  rupture  of  the  uterus 
was  most  often  made  by  intra-uterine 
examination.  Table  V shows  that  often 
several  such  examinations  by  different 
physicians  were  necessary  before  the  diag- 
nosis was  definite.  In  1 patient  (Case  21) 
a defect  could  not  be  found  by  intra- 
uterine examination,  and  only  at  lap- 
arotomy was  this  confirmed  as  a rupture. 
In  8 patients  the  diagnosis  was  made  im- 
mediately post  partum,  and  in  only  2 
situations  did  it  take  longer  than  three 
hours. 

In  1 patient,  unfortunately,  the  diagnosis  was 
not  made  at  all,  and  this  was  our  only  maternal 
death.  The  patient  (Case  19)  was  a twenty- 
eight-year-old  Negro  para  1-0-0-1.  In  1949 


she  had  had  an  unremarkable  delivery  of  a 7- 
pound  8-ounce  living  child.  Pelvis  was  anthro- 
poid by  x-ray  film  with  borderline  midpelvic 
diameters.  At  forty  weeks  of  gestation,  the 
patient  had  an  uneventful  labor  and  was  de- 
livered by  low  forceps  with  moderate  fundal 
pressure.  No  oxytocin  had  been  used.  Fol- 
lowing delivery  the  patient  went  into  shock. 
It  was  felt  that  cardiac  arrest  was  present,  and  a 
thoracotomy  was  performed.  The  patient  died 
thirty-five  minutes  after  delivery.  Autopsy 
showed  a massive  rupture  of  the  lower  uterine 
segment.  No  attempt  at  an  intra-uterine 
examination  was  made  in  this  case.  Had  this 
been  done  and  the  diagnosis  been  made,  defini- 
tive treatment  could  have  been  instituted 
rather  than  the  thoracotomy,  which  obviously 
hastened  death. 

Pathology 

There  were  10  incomplete  ruptures  and 
7 complete  ruptures.  In  general,  the 
more  extensive  ruptures  were  of  the  com- 
plete type.  Pedowitz  and  Perell  in  1958 3 
called  attention  to  the  occurrence  of 
vaginal  lacerations  in  ruptures  of  the 
uterus  involving  the  cervix,  and  this  re- 
lationship should  be  looked  for  in  all  such 
cases.  These  lacerations  can  be  repaired 
from  above  during  hysterectomy.  Nine 
of  the  cases  involved  the  cervix,  and  3 of 
these  extended  into  the  vagina. 

The  length  of  the  rent  varied  from  10  cm. 
to  less  than  4 cm.  Sixteen  involved  the 
lower  uterine  segment.  Ten  patients  had 
an  associated  broad-ligament  hematoma, 
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TABLE  VII.  Maternal  and  fetal  mortality  rates 


Type  of  Ruptures 

Number 
of  Cases 

Maternal 

Deaths 

Maternal 

Mortality 

Rate 

(Per  Cent) 

Fetal 

Deaths 

Fetal 

Mortality 

Rate 

(Per  Cent) 

Spontaneous  (previous  scar) 

14 

0 

0 

3 

21 

Traumatic  (previous  scar) 

9 

0 

0 

2 

22 

Traumatic  (no  scar) 

18 

1 

5.5 

5 

28 

Total 

41 

1 

2.4 

10 

24 

and  of  these,  5 occurred  with  complete 
ruptures. 

Treatment  and  results 

The  treatment  and  results  of  these 
cases  are  detailed  in  Table  VI.  Ten  of  the 
17  patients  were  treated  by  hysterectomy. 
Of  these  10  hysterectomies,  6 were  subtotal 
and  4 were  complete.  Of  the  3 patients 
with  associated  vaginal  lacerations,  2 were 
treated  by  total  hysterectomy.  The  other 
was  treated  by  subtotal  hysterectomy  and 
repair  of  the  cervix  and  vagina  from  above. 

Two  ruptures  were  repaired  at  lap- 
arotomy. One  of  these  was  small  (Case 
26);  the  other  was  a large,  complete  rup- 
ture, 10  cm.  in  diameter  (Case  32),  but  with 
no  associated  broad-ligament  hematoma. 

Three  ruptures  were  repaired  from  below. 
These  were  cervical  lacerations  which 
extended  into  the  lower  uterine  segment  as 
far  as  2 to  3 inches.  None  of  these  was 
associated  with  broad-ligament  hematomas. 
All  of  these  cases  required  blood  trans- 
fusions. 

Two  patients  had  no  definitive  treatment  at 
all.  One  of  these,  the  one  death,  has  already 
been  discussed;  the  other  patient  (Case  30)  was 
a thirty-year-old  white  para  1-0-0-1  with  a his- 
tory of  a difficult  delivery  of  a 7-pound  4-ounce 
living  child  after  the  use  of  oxytocin  and  fundal 
pressure.  Her  pelvis  by  x-ray  film  showed  a 
contracted  midpelvis  with  an  interspinous 
diameter  of  9 cm.  and  converging  side  walls. 
The  patient  went  into  labor,  was  stimulated  with 
oxytocin  infusions,  and  arrived  at  full  dilatation 
in  right  occipitotransverse  position  at  minus 
1 station.  No  progress  then  occurred  for  the 
next  hour.  A midforceps  Kielland  rotation  was 
performed,  and  the  patient  was  delivered  of  a 
7-pound  14-ounce  living  child.  Following  de- 
livery, the  blood  pressure  fell  to  92/62  with 
moderate  vaginal  bleeding.  No  transfusion 
was  given.  Eighteen  hours  after  delivery  the 
patient  developed  abdominal  distention,  and 
the  uterus  was  pushed  to  the  right.  On 
vaginal  examination,  there  was  tenderness  in 
the  left  fornix  with  the  presence  of  a left  broad- 


ligament  hematoma.  This  was  verified  by 
three  observers.  The  patient  ran  a morbid 
course  on  the  101  F.  scale,  was  treated  with  anti- 
biotics, and  made  an  uneventful  recovery. 

The  results  in  this  17-unit  group  was  as  fol- 
lows: 1 maternal  death  and  4 deaths  of  which 
one  was  a macerated  stillbirth  and  another 
hydrocephalic. 

Maternal  and  fetal  mortality  rates 

These  rates  are  shown  in  Table  VII. 
There  was  one  maternal  death  occurring 
in  the  traumatic  noncesarean  section  group 
for  a rate  of  5.5  per  cent  for  the  group  and 
2.4  per  cent  for  the  entire  series.  This 
rate  compares  favorably  with  other  pub- 
lished reports.  Waters  and  Hall,4  re- 
cently reported  no  maternal  mortality  in 
50  ruptures. 

The  fetal  mortality  rates  are  roughly  the 
same  for  all  groups,  varying  from  21  per 
cent  to  28  per  cent  with  an  average 
of  24  per  cent.  This  low  rate  is  most 
probably  because  of  the  fact  that  most  of 
the  ruptures  occur  at  or  close  to  delivery  so 
that  the  fetus  is  delivered  before  the  effects 
of  anoxia  can  play  a lethal  role. 

Comment 

A composite  picture  of  the  usual  case  of 
traumatic,  noncesarean  section  rupture  of 
the  uterus  is  as  follows: 

The  patient  is  a multipara — para  2 
or  more — with  perhaps  a history  of  a 
previous  difficult  delivery.  She  may  have  a 
borderline  contracted  pelvis  or  a more 
normal  pelvis  with  a large  baby.  After 
an  uneventful  labor  which  may  be  short 
and  usually  stimulated  by  intravenous 
oxytocin  infusions,  she  is  delivered  spon- 
taneously, usually  of  a living  child,  with 
some  degree  of  fundal  pressure.  The 
amount  of  this  pressure  varies  and  in- 
creases if  the  baby’s  head  is  large  or  if  there 
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is  shoulder  dystocia.  Following  the  de- 
livery of  the  placenta,  moderate  to  profuse 
bleeding  occurs.  Manual  exploration  of 
the  uterus  reveals  a rupture  of  the  lower 
segment,  and  arrangements  are  immediately 
made  for  surgery.  In  most  of  the  cases 
the  rupture  comes  as  a complete  surprise 
to  the  obstetrician. 

This  clinical  picture  is  different  from  the 
one  described  years  ago,  following  trau- 
matic obstetric  procedures.  These  pro- 
cedures were  version  and  breech  extrac- 
tion, difficult  forceps  deliveries,  and  diffi- 
cult breech  deliveries.  They  have  be- 
come obsolete  because  of  the  more  liberal 
use  of  cesarean  section  and  intravenous 
oxytocin  stimulation. 

Despite  the  decrease  in  the  use  of  trau- 
matic obstetric  procedures,  the  incidence 
of  uterine  rupture  has  not  decreased.  It 
appears  that  the  basic  problem  of  dis- 
proportion in  the  multipara  is  still  with 
us  and  has  not  been  solved  by  our  change 
in  management.  We  are  treating  the 
problem  differently  but  with  the  same 
results.  Improvement  may  come  with 
further  changes  in  technic  and  with  the 
increased  awareness  of  the  problem  of 
disproportion  in  the  multipara.  At  best 
such  disproportion  is  a difficult  diagnosis 
to  make.  It  is  compounded  by  the  fact 
that  the  obstetrician  does  not  expect  the 
multipara  to  present  a problem  since  her 
pelvis  has  been  successfully  tested. 

Predisposing  factors  to  rupture  cause 
attenuation  of  the  uterine  walls  which 
can,  therefore,  rupture  more  easily  in 
future  pregnancies.  These  factors  include 
multiparity,  disproportion,  long  labor  with 
abnormal  presentations  or  positions,  vig- 
orous manual  removal  of  the  placenta, 
curettage  of  the  uterus,  and  so  on.  Any 
such  thinning  of  the  musculature  discovered 
at  a postpartum  exploration  of  the  uterus 
must  be  noted  for  the  next  delivery.  Some- 
times a partial  rupture  of  the  uterus  from 
serosa  into  superficial  myometrium  will 
occur  with  no  symptoms.  Such  cases 
have  been  diagnosed  later  at  tubal  ligation,5 
and  rupture  may  occur  at  a future 
pregnancy. 

Study  of  the  causes  of  uterine  rupture  in 
this  series  shows  that  in  the  great  majority 
of  the  cases,  fundal  pressure  with  the  use  of 
intravenous  oxytocin  was  the  common 
factor.  DeLee  and  Greenhill,6  advised 


against  “Kristeller  expression”  many  years 
ago  and  warned  that  it  may  lead  to  rupture 
of  the  uterus.  Gordon  and  Rosenthal2 
considered  it  remarkable  that  uterine  rup- 
ture did  not  follow  fundal  pressure  more 
often.  In  many  cases  at  cesarean  section 
after  labor,  the  lower  uterine  segment  can 
be  seen  to  be  paper  thin.  It  takes  little 
imagination  to  visualize  a rupture  here 
following  pressure  on  the  uterus.  In  the 
past,  many  articles  have  not  considered 
fundal  pressure  a major  cause  of  rupture 
and  have  not  mentioned  it.3’7’8  Ferguson 
and  Reid,  in  1958, 9 reported  3 such  cases 
and  warned  about  “the  inherent  danger 
of  suprafundic  pressure.” 

It  is  a moot  question  whether  or  not  all 
fundal  pressure  is  wrong.  Certainly  with 
the  head  crowning  on  the  perineum,  a 
gentle  push  on  the  fundus  can  be  useful. 
However,  there  is  a great  difference  in 
fundal  pressure  given  under  these  conditions 
and  fundal  pressure  given  when  the  head 
is  still  in  the  bony  pelvis  or  when  impacted 
shoulders  are  present.  Under  these  cir- 
cumstances, many  have  actually  felt  the 
“give”  as  the  lower  segment  tears.  Fer- 
guson and  Reid9  considered  the  problem 
of  impacted  shoulders  to  be  so  important 
that  they  went  into  detail  concerning  its 
correction  in  their  report  on  rupture  of 
the  uterus.  They  emphasized  that  any 
force  applied  to  the  fundus  be  judicious 
and  gentle,  but  that  manipulation  from 
below  is  the  proper  way  to  treat  impaction. 

The  use  of  oxytocin  plays  a major  role 
in  rupture  of  the  uterus.  The  relative 
importance  of  this  role  is  difficult  to 
evaluate.  By  causing  rapid  hard  con- 
tractions, it  may  attenuate  the  muscle  to 
such  an  extent  that  fundal  pressure  can 
more  easily  cause  the  actual  rupture. 
Since  these  strong  contractions  will  more 
easily  tear  rather  than  dilate  a scarred 
cervix,  it  is  conceivable  that  the  oxytocin 
alone  can  rupture  a uterus.  We  believe 
that  the  use  of  oxytocin  in  cases  of  un- 
recognized disproportion  can  be  hazardous. 
Waters  and  Hall4  found  that  oxytocin 
caused  rupture  in  only  2 of  their  50  cases. 
We  agree  with  their  conclusions  that 
intravenous  oxytocin  can  be  used  safely 
if  adequately  supervised  and  judiciously 
applied. 

The  use  of  hypogastric  artery  ligation, 
although  not  new,  is  assuming  new  im- 
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portance  in  obstetrics  and  gynecology.1011 
In  Case  31,  bleeding  from  the  right  broad 
ligament  was  not  controlled  by  hys- 
terectomy, and  only  hypogastric  ligation 
was  lifesaving.  In  Case  4,  ligation  would 
have  saved  considerable  blood  loss.  This 
technic  should  be  learned  by  every  ob- 
stetrician by  demonstrations  on  the  cadaver 
and  during  more  complicated  hyster- 
ectomies. 

The  low  maternal  mortality  rate  of  2.4 
per  cent  is  primarily  dependent  on  early 
diagnosis.  It  is  significant  that  our  one 
maternal  death  occurred  under  cir- 
cumstances where  the  diagnosis  was  not 
made. 

In  most  cases,  manual  intra-uterine 
exploration  of  the  uterus  after  every  de- 
livery enables  the  obstetrician  to  make  an 
immediate  diagnosis  of  rupture  of  the 
uterus  when  present.  Such  exploration 
had  been  previously  advised  after  opera- 
tive procedures7-12  but  has  recently  been 
recommended  as  a routine  measure.13 
Since  most  of  the  ruptures  followed 
spontaneous  deliveries,  routine  explora- 
tion would  seem  to  be  indicated  even  in 
uncomplicated  cases.  Even  if  a rupture 
is  not  present,  the  examining  fingers  may 
detect  an  area  of  marked  thinning  which 
is  an  important  etiologic  factor  in  a pos- 
sible future  rupture. 

From  the  teaching  standpoint,  routine 
exploration  of  the  uterus  and  inspection 
of  the  cervix  following  delivery  should  be 
part  of  every  resident’s  training.  Greater 
familiarity  with  these  procedures  should 
reduce  the  number  of  cases  where  rupture 
exists  but  is  not  diagnosed  because  of 
inexperience.  Manual  exploration  will  also 
detect  placental  tissue  remaining  in  the 
uterus  and  may  be  more  accurate  than 
inspection  of  the  placenta  to  see  if  a coty- 
ledon is  missing.  It  will  also  aid  in  rec- 
ognizing uterine  abnormalities  and  may 
reveal  the  presence  of  submucous  fibroids. 
Postpartum  morbidity  has  not  been  af- 
fected by  routine  exploration  of  the  uterus 
in  our  experience. 

Summary 

Forty-one  ruptures  of  the  uterus  oc- 
curring in  31,523  deliveries  are  presented 
for  an  incidence  of  1 : 769. 

Of  these  41  ruptures,  23  followed  previous 


uterine  scars.  There  were  17  traumatic 
ruptures  with  no  previous  uterine  scars. 
One  rupture  followed  an  automobile 
accident. 

Of  these  17  ruptures,  10  cases  were  in 
spontaneous  deliveries.  The  clinical  pic- 
ture is  presented.  Despite  the  reduction 
and  even  elimination  of  traumatic  ob- 
stetric procedures,  the  incidence  of  rupture 
of  the  uterus  has  not  decreased  because  the 
problem  of  disproportion  in  the  multipara 
has  not  been  solved. 

Fundal  pressure  is  the  immediate  cause 
for  traumatic  noncesarean  section  ruptures 
in  this  series.  The  role  of  intravenous 
oxytocin  (Pitocin)  as  a contributory  cause 
of  rupture  is  discussed. 

Every  obstetrician  should  learn  the 
technic  of  hypogastric  artery  ligation. 

Routine  manual  exploration  of  the  uterus 
after  every  delivery  is  mandatory  if  early 
diagnosis  is  to  be  made. 

There  was  one  maternal  death  in  the  41 
ruptures  for  a rate  of  2.4  per  cent.  There 
were  10  fetal  deaths  for  a rate  of  24  per 
cent. 
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Since  the  investigation  by  Russell1 
between  1947  and  1954,  there  has  been  in- 
creasing interest  in  the  role  of  the  varicocele 
in  male  infertility.  As  indicated  in  Table 
I,  he  found  an  increased  incidence  of 
varicocele  in  males  who  had  not  been 
fathers  and  who  had  sperm  counts  below 
75  million  per  cubic  centimeter.  He  chal- 
lenged the  attitude  that  varicocele  is  an 
innocuous  condition  and  stressed  the  need 
for  more  extensive  investigation  into  the 
natural  history  of  varicocele. 

Hammer2  found  that  92  per  cent  of 
patients  with  varicoceles  had  sperm  counts 
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below  60  million  per  cubic  centimeter. 
His  study  revealed  the  incidence  of  vari- 
cocele in  291  patients  studied  to  be  11.9 
per  cent. 

Tulloch  in  1952  first  reported  restoration 
of  fertility  in  an  azoospermic  man  after 
varicocele  ligation.2  Recently  he  has  re- 
ported a 77  per  cent  improvement  in  the 
semen  analysis  of  52  males  subjected  to 
varicocelectomy. 

In  1961  Scott3  reported  on  108  infertile 
males,  5 of  whom  were  azoospermic  and 
had  had  varicocelectomy.  His  criteria 
for  subfertility  was  a sperm  count  below  20 
million  per  cubic  centimeter  with  less 
than  50  per  cent  sperm  motility  five  hours 
after  ejaculation.  Within  six  months  83 
per  cent  were  judged  by  semen  analysis 
to  be  fertile.  Another  5 per  cent  im- 
proved but  not  to  fertile  level.  The  count 
rose  slowly  and  steadily  for  two  years. 
Within  three  months  of  surgery,  wives  of 
29  per  cent  of  those  operated  on  had 
conceived. 

Materials  and  methods 

More  than  250  males  have  been  ex- 
amined and  studied  at  the  New  York 
Fertility  Institute  in  an  eighteen-month 
period.  It  is  a requirement  of  the  Institute 
that  the  male  undergo  a complete  history 
and  physical  examination  by  the  urologist 
with  emphasis  on  those  aspects  which  could 
relate  to  infertility.  Several  complete  se- 
men analyses  are  performed  whenever  one 
specimen  appears  to  be  subnormal  or 
unusual.  Complete  blood  count  and  uri- 
nalysis are  performed  routinely.  Hormonal 
determinations  such  as  17-ketosteroids, 
urinary  gonadotrophins,  11-oxycorticoids, 
and  other  laboratory  procedures  are  per- 
formed whenever  it  is  thought  that  knowl- 
edge of  a particular  problem  will  be  en- 
hanced. 

Special  attention  is  paid  to  scrotal  ex- 
amination. Congenital  anomalies  of  the 


TABLE  I.  Four  groups  with  high  to  low  fertility 


Group 

Number 
of  Men 

Number  of 
Children 

Sperm  Count 
(Million  Per  Cubic 
Centimeter) 

Varicocele 

1 

52 

5 or  more 

64  to  250 

0 

2 

48 

2 to  3 

37  to  250 

2 

3 

144 

0 

75  or  more 

2 (1 . 4 per  cent) 

4 

119 

0 

Below  75 

11  (9.2  per  cent) 
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fifty-one  cases  of  varicocele  were  found  in 
252  males  seen  at  a fertility  clinic.  In  41  of 
the  51  cases,  semen  analyses  were  subnormal, 
and  an  increased  number  of  immature  sper- 
matocytes were  seen;  10  cases  had  normal 
spermiograms  and  no  apparent  alteration  in 
fertility.  The  size  of  the  varicocele  did  not 
correlate  with  the  degree  of  abnormality  of  the 
semen.  Careful  examination  for  varicocele 
is  indicated  in  the  infertile  male,  and  vari- 
cocelectomy seems  indicated,  although  the 
reasons  for  improvement  in  the  semen  analysis 
resulting  from  it  are  not  clear. 


TABLE  II.  Incidence  of  fertile  and  infertile  males 
in  a group  of  252  men  examined  at  the  New  York 
Fertility  Institute 


Sperm  Count 
(Million  Per  Cubic 
Centimeter) 

Number 
of  Men 

Per  Cent 
of  Group 

Over  60 

111 

44 

40  to  60 

42 

16 

20  to  40 

32 

12 

Below  20 

67 

28 

TABLE  III.  Semen  analyses  in  51 
have  varicocele 

men  found  to 

Sperm  Count 
(Million  Per  Cubic 

Number 

Per  Cent 

Centimeter) 

of  Men 

of  Group 

60  or  more 

10 

19 

40  to  60 

6 

12 

20  to  40 

12 

24 

Below  20 

23 

45 

epididymis  and  vas,  as  well  as  varicoceles, 
are  sought.  Since  the  appearance  of  a 
varicocele  is  not  constant,  the  patient  may 
be  examined  at  a subsequent  visit.  Any 
increased  tortuosity,  dilatation,  or  number 
of  veins  is  thought  to  be  significant,  al- 
though examiners  often  differ  in  their 
criteria  for  grading  varicoceles.  Attention 
is  then  directed  to  the  size,  shape,  and 
consistency  of  the  testes,  epididymes,  and 
vasa,  since  distention  of  the  epididymal 
head  may  indicate  blockage  at  the  junction 
with  the  body  or  absence  of  the  body  and 
tail  and  even  the  vas. 

Findings 

Table  II  indicates  the  over-all  incidence 
of  normal  and  infertile  patients  seen  in  the 
eighteen-month  period.  Twenty-eight  per 
cent  of  the  males  had  sperm  counts  of  20 
million  or  less  per  cubic  centimeter.  An 
added  12  per  cent  had  subnormal  sperm 
counts  between  20  and  40  million.  Only 
44  per  cent  had  values  of  60  million  or  more. 
In  general,  motility  paralleled  the  count 
in  terms  of  forward  progression  and  ac- 
tivity; the  lower  the  count,  the  poorer  the 
motility. 

Table  III  indicates  that  51  varicoceles 
were  found  on  examination  in  this  group  of 
252  patients  (an  incidence  of  19  per  cent). 
Men  in  the  varicocele  group  ranged  in  age 
from  twenty-three  to  forty-five  with  most 
men  in  their  late  twenties  and  early  thirties. 


Periods  of  infertility  ranged  from  seven 
months  to  eight  years  with  the  majority 
being  between  three  and  five  years  when 
seen.  In  two  instances  the  infertile  couple 
had  had  children  previously,  and  no  known 
facts  of  infertility  had  developed  in  the 
interim  in  the  female. 

None  of  the  male  patients  had  symptoms 
related  to  their  varicocele.  In  most  in- 
stances they  were  unaware  of  the  condition. 
The  frequency  of  coitus  varied  somewhat 
from  couple  to  couple  but  was  usually  one 
to  three  times  weekly.  In  none  of  the 
patients  were  hormonal  studies  abnormal 
nor  did  physical  characteristics  suggest 
intersex  problems. 

In  some  patients  apparent  atrophy  of  the 
left  testis  (by  clinical  examination)  was 
thought  to  be  present,  and  in  one  patient 
atrophy  appeared  to  be  bilateral.  This 
finding  did  not  have  any  definite  relation- 
ship to  the  semen  analysis. 

It  is  seen  in  Table  III  that  almost  half 
of  the  varicoceles  were  found  in  males  with 
counts  below  20  million  per  cubic  centi- 
meter. Ten  varicoceles,  or  19  per  cent, 
were  found  in  males  with  counts  of  60 
million  or  more.  One  bilateral  varicocele 
was  noted  in  a patient  with  several  counts 
between  15  and  20  million. 

Among  the  group  of  varicocele  patients 
with  subnormal  counts,  a common  finding 
was  frequent  immature,  developmental 
cells,  primary  or  secondary  spermatocytes, 
usually  5 to  10  per  high-power  field  but  in 
some  instances  seen  more  numerously.  A 
larger  number  of  abnormal  and  immotile 
or  poorly  motile  sperm  cells  were  seen  in 
most  instances. 

In  the  varicocele  patients  with  low  nor- 
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TABLE  IV.  Female  infertility  problems  in  varico- 
cele group  with  sperm  counts  between  20  and  40 
per  cubic  centimeter 


Problem 

Number 
of  Women 

Poor  luteal  phase 

2 

Occlusion,  tubal,  bilateral 
Pelvic  endometriosis  and 

2 

adhesions 

1 

Bicornuate  uterus 

1 

Polycystic  ovaries 

3 

Peritubal  adhesions 

1 

Bilateral  phimosis 

1 

No  significant  problem 

5 

Total 

16 

mal  counts  between  40  and  60  million  per 
cubic  centimeter,  an  unusually  large  num- 
ber of  primary  and  secondary  spermato- 
cytes were  seen  ranging  between  10  and 
20  per  cent  of  the  morphologic  count. 
According  to  MacLeod,  0.5  per  cent  is 
stated  to  be  the  normal  value  for  the 
presence  of  these  cells.  No  definite  re- 
lationship was  found  between  the  varicocele 
size  and  the  character  of  the  semen  analysis. 

In  the  10  varicocele  patients  with  normal 
counts  of  60  million  or  more  per  cubic 
centimeter,  morphologic  abnormalities  were 
consistently  absent.  The  wives  of  2 pa- 
tients conceived  after  correction  of  their 
ovarian  dysfunction.  In  one  couple 
where  the  husband  had  a sperm  count 
of  80  million  with  80  per  cent  motility,  the 
wife,  a habitual  aborter,  became  pregnant 
soon  after  hormonal  therapy.  One  pa- 
tient in  this  varicocele  group  was  seen  one 
month  after  an  episode  of  chickenpox.  At 
this  time  his  sperm  count  was  20  million. 
Three  months  later  the  count  had  risen  to 
120  million.  His  wife  was  under  treatment 
for  bilateral  tubal  occlusion.  The  wife  of 
another  patient  had  occlusion  and  phimosis 
of  the  left  fimbria. 

Table  IV  indicates  the  female  fertility 
problems  associated  with  the  varicocele 
group  with  counts  between  20  and  40 
million  per  cubic  centimeter.  It  was  the 
feeling  of  the  gynecologic  staff  that  in  most 
instances  the  female  factors  indicated  in 
Table  IV  could  have  been  the  sole  and 
sufficient  cause  of  the  couples’  infertility, 
but  in  5 cases  no  significant  problem  was 
encountered  in  the  female.  Table  V indi- 
cates the  female  fertility  problems  as- 
sociated with  the  varicocele  group  with 


TABLE  V.  Female  infertility  problems  in  varicocele 
group  with  sperm  counts  below  20  million  per  cubic 
centimeter 


Pioblem 

Number 
of  Women 

Cervical  stenosis 

1 

Bilateral  tubal  occlusion 

1 

Partial  tubal  occlusions 

2 

Tubal  factor 

3 

Peritubal  adhesions 

5 

Bilateral  ovarian  cysts 

1 

None 

13 

Total 

26 

counts  below  20  million.  It  appears  that 
the  problem  in  this  group  resided  almost 
exclusively  with  the  male  in  50  per  cent  of 
the  cases. 

Comment 

Varicocelectomy  by  high  inguinal  liga- 
tion of  the  internal  spermatic  vein  has 
been  performed  in  15  patients  to  date. 
Improvement  has  been  noted  in  7 of  the 
15  cases.  In  some  instances  improvement 
has  been  noted  as  early  as  two  to  three 
months  after  surgery,  as  evidenced  by  im- 
proved count,  motility,  and  a decreasing 
number  of  immature  cells. 

The  mechanism  whereby  varicocele  inter- 
feres with  spermatogenesis,  if  indeed  it 
does,  is  not  understood.  It  is  thought  by 
some  English  investigators  (Glover,  Han- 
ley, Davidson,  and  Russell)3  that  the 
varicocele  interferes  with  heat  loss  through 
the  scrotum,  thus  preventing  rapid  and 
marked  contraction  and  relaxation  of 
the  cremasteric  and  tunica  dartos  muscles. 
Although  one  investigator  found  that  re- 
moval of  a moderate-sized  varicocele  low- 
ered the  intrascrotal  temperature  1 C.,  in 
5 other  cases  no  change  in  temperature  was 
noted,  but  the  semen  improved. 

Dahl  and  Herrick4  do  not  believe  that 
temperature  control  of  the  testicles  is 
primarily  performed  by  the  scrotum. 
They  have  demonstrated  in  animals  a 
principle  of  “counter-current  exchange.” 
According  to  their  theory,  the  veins  of  the 
pampiniform  plexus  form  an  anatomic 
counter-exchange  unit.  The  shunting  of 
blood  to  this  plexus,  which  actually  sur- 
rounds the  internal  spermatic  artery,  re- 
sults in  reduction  of  temperature  of  the 
blood  in  the  artery.  In  dogs  the  tempera- 
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ture  of  the  blood  decreases  3 C.  during  its 
flow  through  the  artery.  This  gradient  is 
abolished  by  interruption  of  the  pampini- 
form plexus,  preventing  cooled  venous 
channels  from  utilizing  counter-current 
channels.  This  theory  would  tend  to 
argue  against  the  currently  accepted  rea- 
sons why  varicocelectomy  affects  the  semen 
content.  Regardless  of  the  factors  di- 
rectly responsible  for  it,  it  is  clear  that 
elevation  of  testicular  temperature  by  5 C. 
for  only  twenty-four  hours  can  result  in  the 
sudden  appearance  of  tailless  spermatozoa 
nineteen  to  twenty-four  days  after  the  ex- 
periment. 

It  would  appear  from  our  study  that  a 
significant  number  of  patients  with  vari- 
coceles of  varying  sizes  have  poor  semen 
quality.  Of  men  with  varicoceles,  69  per 
cent  had  counts  of  40  million  or  below. 
Yet  in  several  instances  the  testicular 
biopsies  performed  at  the  time  of  vari- 
cocelectomy appeared  to  indicate  normal 
spermatogenesis. 

Pacheco  and  Marques5  performed  tes- 
ticular biopsies  on  21  patients  with 
varicoceles  where  clinical  suggestion  of 
atrophy  was  present.  In  only  1 instance 
was  atrophy  demonstrated  histologically. 
Thus  there  often  appears  to  be  little  corre- 
lation between  clinical  examination,  vari- 
cocele, semen  analysis,  and  the  testicular 
biopsy. 

The  method  of  approach  to  varicocelec- 
tomy is  also  a matter  of  dispute  between 
investigators.  Scott3  performs  high  liga- 
tion of  the  internal  spermatic  vein  at  the 
internal  ring.  Hanley6  and  Harrison  and 
Barclay7  assert  that  it  is  the  cremasteric 
veins  that  drain  into  the  inferior  epigastric 
vein  which  are  at  fault  and  not  the  internal 
spermatic  vein.  They  recommend  scrotal 
ligation  of  the  cremasteric  veins. 

It  is  planned  to  follow  the  varicocele 
patients  postoperatively  with  frequent  se- 
men analyses.  The  acquisition  of  an 
understanding  of  this  problem  may  serve 
as  a guide  to  a fuller  understanding  of  the 
problem  of  spermatogenic  arrest,  for  the 
semen  analyses  of  the  varicocele  patients 
look  very  similar  to  many  of  the  semen 
analyses  of  the  patients  with  apparent 


arrest,  for  example,  large  numbers  of 
immature  cells,  low  sperm  count,  and  poor 
sperm  motility. 

Summary 

1.  Fifty-one  cases  of  varicocele  were 
detected  on  careful  examination  of  252 
males  seen  at  a fertility  clinic  in  a period  of 
eighteen  months. 

2.  In  41  of  the  51  varicocele  cases, 
semen  analyses  were  subnormal.  In  23 
of  the  51  cases,  sperm  counts  were  below  20 
million  per  cubic  centimeter. 

3.  Ten  of  the  51  cases  had  normal 
spermiograms  and  did  not  appear  to  have 
any  alteration  in  fertility. 

4.  In  the  varicocele  group  with  sperm 
counts  below  20  million,  the  female  fertility 
problem  appeared  to  be  secondary,  and 
13  of  the  26  women  in  this  group  had  no 
discernible  cause  of  infertility. 

5.  The  size  of  the  varicocele  did  not 
correlate  with  the  degree  of  abnormality 
of  the  semen. 

6.  With  the  exception  of  the  10  vari- 
cocele patients  with  completely  normal 
counts,  an  increased  number  of  immature 
spermatocytes  were  seen  in  all  semen  speci- 
mens regardless  of  the  count  and  motility. 

7.  In  view  of  our  own  findings  and  those 
of  others,  careful  examination  for  varicocele 
is  indicated  in  the  infertile  male. 

8.  It  would  appear  that  varicocelec- 
tomy is  indicated,  although  the  reasons  for 
improvement  in  the  semen  analysis  result- 
ing from  it  are  not  clear. 
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Convulsion,  Rash,  Coma, 
Leukocytosis,  and  Fever 


Case  history 

Luigi  Negri,  M.D.:  A forty-seven- 

year-old  Negro  female  was  admitted  to 
Knickerbocker  Hospital  for  the  first  time 
on  May  7,  1965,  because  of  an  episode  of 
generalized  convulsions  accompanied  by 
loss  of  consciousness  which  had  occurred 
three  days  prior  to  admission.  Two  days 
after  this  episode  she  consulted  her  private 
physician  complaining  of  generalized  joint 
and  muscle  pain,  and  she  was  referred  to 
the  hospital  for  investigation.  She  had 
been  under  the  care  of  her  private  physician 
for  five  months  because  of  moderate  hyper- 
tension for  which  he  had  prescribed  reser- 
pine.  She  had  been  in  the  hospital  in  1960 
for  two  weeks  because  of  severe  epistaxis. 
A history  of  epilepsy,  diabetes  mellitus, 
meningitis,  trauma,  headache,  or  heart 
disease  was  denied.  The  patient  had  had 
two  normal  pregnancies  and  one  spon- 
taneous abortion.  She  denied  smoking  or 
heavy  drinking;  the  latter  statement  was 
later  proved  false.  She  worked  as  a part- 
time  teacher’s  aid.  She  could  not  remem- 
ber much  about  her  convulsive  attack,  ex- 
cept that  when  she  regained  consciousness 
she  was  bleeding  from  the  tongue. 

Physical  examination  showed  a well- 
developed,  well-nourished,  alert,  quiet,  and 
cooperative  patient.  The  temperature  was 
98  F.,  pulse  75,  respirations  10,  and  blood 
pressure  150/105.  The  pupils  were  equal 
and  reacted  normally  to  light  and  ac- 
commodation. The  eyegrounds  showed  a 
grade  II  hypertensive  retinopathy.  A 
small  superficial  healing  laceration  was  seen 


on  the  tongue.  The  heart  and  lungs  were 
unremarkable;  the  liver  could  be  felt  3 
fingerbreadths  below  the  right  costal  mar- 
gin, and  it  was  firm,  nontender,  and  not 
nodular.  A neurologic  examination  was 
entirely  unremarkable.  Although  the  pa- 
tient complained  of  moderate  pain  in  the 
knees  and  ankles,  there  were  no  local  joint 
findings. 

The  urine  was  acid  with  a specific  gravity 
of  1.010,  3 plus  albuminuria,  and  many 
white  blood  cells.  The  hemoglobin  was 
11.2  Gm.  per  100  ml.,  and  the  white  blood 
cell  count  was  10,400  with  71  per  cent 
neutrophils,  25  per  cent  lymphocytes,  and 
4 per  cent  eosinophils.  The  hematocrit 
was  32  and  the  sedimentation  rate  was  135 
mm.  per  hour.  The  fasting  blood  sugar 
was  147  mg.,  blood  urea  nitrogen  41.4  mg., 
and  total  bilirubin  0.3  mg.  per  100  ml. 
The  total  protein  was  7.6  Gm.  per  100 
ml.  with  4.1  Gm.  of  albumin  and  3.5  Gm. 
of  globulin.  The  alkaline  phosphatase 
was  13.5  Bodansky  units,  and  the  thymol 
turbidity  was  2.4  units. 

Aspirin  and  diphenylhydantoin  (Dilan- 
tin) were  prescribed.  Consent  to  perform 
a spinal  tap  was  repeatedly  refused  by  the 
patient.  An  electroencephalogram  showed 
a slightly  abnormal  tracing  consistent  with 
a seizure  disorder,  but  it  showed  no  localiz- 
ing features.  Skull  x-rays  were  unreveal- 
ing. A chest  x-ray  film  showed  mild 
cardiac  enlargement  and  a suggestion  of 
plate-like  atelectasis  at  the  right  base. 
An  electrocardiogram  was  interpreted  as 
normal. 
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Although  the  patient  remained  asympto- 
matic, she  was  kept  in  the  hospital  for 
further  study  in  view  of  the  abnormal 
laboratory  findings.  A second  urinalysis 
showed  a specific  gravity  of  1.009  but  was 
otherwise  unremarkable,  and  two  others 
showed  only  7 to  11  and  16  to  22  white 
blood  cells  in  the  sediment  as  well  as  the 
presence  of  Trichomonas.  A test  for 
Bence  Jones  protein  gave  negative  findings. 
A sickle  cell  preparation  gave  negative 
results.  Repeat  sedimentation  rates  were 
130  mm.  and  128  mm.  per  hour.  The 
VDRL  test  for  syphilis  gave  negative 
findings.  Repeat  blood  sugar  determina- 
tions were  129  mg.  per  100  ml.  with  a two- 
hour  postprandial  value  of  173  mg.  The 
blood  urea  nitrogen  remained  elevated  at 
59  mg.  and  45.7  mg.  per  100  ml.  The 
uric  acid  was  5.1  mg.  and  the  serum  creati- 
nine 2.2  mg.  per  100  ml.  Serum  calcium 
was  9.4  mg.  and  phosphorus  5.0  mg.  per 
100  ml.  Total  cholesterol  was  248  mg. 
per  100  ml.  with  120  mg.  of  esters.  Alka- 
line phosphatase  levels  remained  elevated 
and  were  14.1  and  15.6  Bodansky  units. 
Serum  protein  electrophoresis  showed  al- 
bumin 33.5  per  cent,  alphai  globulins  6.1 
per  cent,  alpha2  globulins  11.6  per  cent, 
beta  globulins  12.2  per  cent,  and  gamma 
globulins  36.6  per  cent.  Two  lupus  ery- 
thematosus preparations  gave  negative  re- 
sults; a C-reactive  protein  showed  negative 
findings;  and  latex  fixation  was  positive 
at  a dilution  of  1 : 20.  A bromsulphalein 
test  showed  62.5  per  cent  retention  at 
thirty  minutes. 

A skeletal  x-ray  survey  was  unrevealing. 
An  intravenous  pyelogram,  although  not 
very  satisfactory  technically,  looked  nor- 
mal except  for  a suggestion  of  possible 
cholelithiasis.  A barium  enema  showed 
negative  findings;  this  too  suggested  the 
possibility  of  cholelithiasis.  An  upper 
gastrointestinal  series  demonstrated  the 
presence  of  a small  hiatus  hernia.  A gall- 
bladder series  performed  with  a double  dose 
of  contrast  material  showed  fair  visualiza- 
tion of  the  gallbladder  which  appeared 
normal  in  size,  shape,  and  position.  The 
previously  noted  calcifications  suggesting 
gallstones  were  no  longer  visualized.  Bone 
marrow  aspiration  revealed  moderate  hy- 
percellularity,  moderate  erythroid  hyper- 
plasia, and  myeloid  hyperplasia.  Liver 
and  kidney  biopsies  were  proposed,  but 


the  patient  repeatedly  refused  her  consent 
for  these  procedures. 

The  patient  remained  asymptomatic 
except  for  an  episode  of  fever  (102  F.)  on 
May  28,  1965,  and  she  was  discharged  on 
June  1,  1965.  On  discharge,  100  mg.  of 
diphenylhydantoin  three  times  a day  was 
prescribed.  Soon  after  discharge  the  pa- 
tient began  drinking  quite  heavily,  and  two 
days  later  she  noticed  a diffuse  erythem- 
atous, pruritic  rash  over  her  entire  body. 
She  lapsed  slowly  but  progressively  into  a 
stuporous  condition  and  was  readmitted 
on  June  7,  1965. 

On  readmission,  the  patient  appeared 
semiconscious,  responding  only  occasionally 
and  with  much  difficulty  to  simple  verbal 
orders.  Her  temperature  was  102.8  F., 
pulse  70,  respirations  20,  and  blood  pressure 
80/40.  The  face,  trunk,  and  thighs  were 
covered  by  an  erythematous,  macular 
rash,  almost  confluent  over  the  face  and 
thighs,  with  a hemorrhagic  component. 
There  was  no  neck  rigidity;  bilateral 
crepitant  and  wheezing  rales  were  heard 
anteriorly  and  posteriorly  throughout  both 
lung  fields.  The  heart  sounds  were  muffled 
and  there  was  a questionable  gallop 
rhythm.  Physical  examination  was  other- 
wise unrevealing. 

Urinalysis  showed  a specific  gravity  of 
1.015  and  3 plus  albuminuria  with  4 to  7 
red  blood  cells  and  1 to  10  white  blood  cells 
per  high-power  field.  Hemoglobin  was 
9.1  Gm.  per  100  ml.  The  reticulocyte 
count  was  2 per  cent.  A white  blood 
count  was  14,300  with  80  per  cent  neutro- 
phils, 18  per  cent  lymphocytes,  and  2 per 
cent  monocytes.  The  platelet  count  was 
238,000,  and  the  sedimentation  rate  was 
141  mm.  per  hour.  Prothrombin  time  was 
18.8  seconds  (control,  13.2),  clotting  time 
four  minutes  and  thirty  seconds,  clot  retrac- 
tion forty-four  minutes,  and  bleeding  time 
two  minutes  and  thirty  seconds.  The 
fasting  blood  sugar  was  121  mg.,  blood  urea 
nitrogen  51.5  mg.,  uric  acid  10.6  mg.,  and 
creatinine  3.9  mg.  per  100  ml.  The  total 
protein  was  7.1  Gm.  with  4.1  Gm.  of 
albumin  and  3 Gm.  of  globulin.  Total 
bilirubin  was  0.7  mg.  per  100  ml.  The 
alkaline  phosphatase  was  15.7  Bodansky 
units,  thymol  turbidity  3.7  units,  and 
cephalin  flocculation  1 plus.  Serum  chlo- 
rides were  98.5  mEq.,  sodium  121  mEq., 
and  potassium  4.5  mEq.  per  liter;  the 
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carbon  dioxide  combining  power  was  11.5 
mM.  per  liter.  The  serum  glutamic  oxalo- 
acetic acid  transaminase  was  150  units.  A 
spinal  tap  was  performed  and  was  com- 
pletely unrevealing. 

A portable  chest  x-ray  film  failed  to  show 
gross  pulmonary  abnormalities,  and  a skull 
x-ray  series  was  unremarkable.  An  elec- 
trocardiogram was  interpreted  as  normal. 
Nose,  throat,  ear,  spinal  fluid,  urine,  and 
blood  cultures  were  taken,  and  intravenous 
penicillin  and  chloramphenicol  (Chloro- 
mycetin) were  prescribed  as  well  as  sup- 
portive measures.  Shortly  after  admission 
the  patient’s  temperature  rose  to  107  F.  and 
fell  subsequently  to  103  F.  without  any 
appreciable  change  in  her  general  condi- 
tion. Hydrocortisone  100  mg.  was  ad- 
ministered intramuscularly  every  eight 
hours.  During  the  subsequent  twenty- 
four  hours,  the  patient’s  sensorium  showed 
some  sign  of  improvement;  at  times  she 
became  aware  of  her  surroundings  and  was 
able  to  answer  questions  quite  clearly. 
The  blood  pressure  remained  low,  and  on 
the  second  hospital  day  she  passed  a loose 
tarry  stool.  On  the  second  day  the  hemo- 
globin was  7.7  Gm.  per  100  ml.  and  the 
hematocrit  24. 

The  culture  from  the  nose  grew  out 
coagulase  positive  hemolytic  Staphylo- 
coccus aureus,  and  two  of  the  ten  blood 
cultures  were  reported  positive  for  Staphy- 
lococcus epidermidis.  The  rash  appeared 
to  be  fading;  crepitant  rales  were  still 
heard  posteriorly  over  both  pulmonary 
bases.  Gallop  rhythm  was  present,  al- 
though no  other  signs  of  cardiac  failure 
could  be  demonstrated.  A second  chest 
x-ray  was  unrevealing. 

During  the  following  three  days,  the 
patient  became  more  alert  and  was  able  to 
take  fluids  by  mouth;  hydrocortisone  was 
discontinued,  and  oral  prednisone  was 
prescribed.  The  temperature  was  inter- 
mittently elevated  to  104  and  105  F.  Oc- 
casionally, the  patient  passed  dark  loose 
stools,  and  reagent  tablets  (Hematest) 
gave  positive  findings,  but  there  was  no 
further  decline  in  her  hemoglobin.  The 
white  blood  cell  count  rose  to  32,000  with 
78  per  cent  mature  neutrophils,  3 per  cent 
stab  forms,  and  19  per  cent  lymphocytes; 
it  later  rose  to  60,000  with  80  per  cent 
mature  neutrophils,  9 per  cent  stab  forms, 
5 per  cent  lymphocytes,  and  6 per  cent 


eosinophils;  it  then  rose  again  to  78,600 
with  64  per  cent  mature  neutrophils,  28 
per  cent  stab  forms,  1 per  cent  lympho- 
cytes, 4 per  cent  eosinophils,  and  1 per  cent 
monocytes.  The  blood  urea  nitrogen  was 
60.2  mg.  per  100  ml.  Serum  chlorides 
were  108  mEq.,  sodium  129  mEq.,  potas- 
sium 5.4  mEq.,  and  carbon  dioxide  com- 
bining power  13.8  mM.  per  liter. 

Early  in  the  morning  of  the  ninth  hospi- 
tal day  the  patient  became  comatose,  and 
the  blood  pressure  fell  to  50  mm.  systolic. 
Gallop  rhythm  was  noted  with  an  apical 
rate  of  140  per  minute.  Digitalis  and 
intravenous  metaraminol  bitartrate  were 
prescribed.  The  patient  repeatedly 
vomited  coffee- ground  material  and  died 
on  June  17,  1965. 

Discussion 

Perry  Berg,  M.D.*:  Today’s  patient 

shows  striking  evidence  of  hepatic,  renal, 
and  cerebral  disease.  Our  problem  is  to 
construct  a sequence  of  events  involving 
several  unrelated  diseases  that  could  pro- 
duce a course  of  this  type  or  to  propose  a 
single  entity  that  could  account  for  multi- 
system disease.  There  are  two  questions 
not  explicitly  answered  in  the  protocol 
which  may  be  helpful  in  analyzing  this 
patient’s  course.  First,  do  we  know  the 
last  time  the  patient  was  normotensive? 
Grade  II  retinopathy,  indicating  arterio- 
venous nicking  due  to  arteriosclerosis, 
would  be  unusual  in  a forty-seven-year-old 
woman  with  only  a brief  history  of  hyper- 
tension. Second,  what  happened  to  the 
generalized  joint  and  muscle  pains  that 
appeared  after  the  seizure?  We  know 
they  were  present  on  admission,  could  not 
be  supported  by  examination  of  the  joints, 
and  then  dropped  out  of  sight.  Were 
they  due  to  the  muscular  effort  of  the  con- 
vulsion? Were  the  muscles  tender? 

Dr.  Negri:  We  were  not  able  to  ascer- 

tain the  last  time  she  was  normotensive. 
She  had  not  seen  a physician  for  several 
years  prior  to  the  time  she  consulted  her 
private  physician  five  months  before  ad- 
mission. As  for  the  joint  and  muscle 
pains,  they  continued  while  she  was  in  the 
hospital  but  at  a very  low  level  and  re- 

* Associate  Attending  Physician,  Knickerbocker  Hospital; 
Instructor  in  Clinical  Medicine,  New  York  University 
School  of  Medicine. 
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quired  no  specific  therapy.  The  muscles 
were  not  tender. 

Dr.  Berg:  Considering  now  the  first 

admission,  we  have  a forty-seven-year-old 
woman  with  hypertension  for  an  inde- 
terminate period,  and  we  have  evidence 
of  its  effect  on  retinal  arterioles.  She 
drinks  heavily  at  times  and  has  an  en- 
larged liver.  Although  albuminuria  is  not 
consistently  present,  there  is  persistent 
pyuria,  fixed  specific  gravity,  and  moderate 
nitrogen  retention.  The  serum  creatinine 
is  elevated  only  minimally,  and  the  uric 
acid  is  normal.  We  will  return  to  this 
relationship  later.  Her  fasting  blood  sugar 
level  is  elevated,  and  her  two-hour  post- 
prandial blood  sugar  is  higher  still.  Her 
heart  is  enlarged  radiologically.  The  onset 
of  her  present  illness  is  with  a convulsion. 
However,  when  she  is  put  in  the  hospital 
three  days  later,  there  are  no  neurologic 
abnormalities,  negative  findings  on  skull 
x-ray  film,  and  an  electroencephalogram 
consistent  with  a seizure  disorder  but  with 
no  localizing  features.  She  is  slightly 
anemic.  Liver  function  tests  show  an 
elevated  alkaline  phosphatase  which  does 
not  change.  Electrophoretic  partition  of 
the  serum  proteins  reveals  diffuse  hyper- 
gammaglobulinemia, and  the  bromsulphal- 
ein  retention  is  strikingly  increased.  The 
total  cholesterol  is  normal,  but  esterifica- 
tion is  under  50  per  cent.  There  is,  then, 
chronic  liver  disease  with  inflammatory  and 
hepatocellular  components  and  probably 
some  degree  of  intrahepatic  cholestasis 
without  jaundice.  The  patient  is  treated 
with  aspirin  and  diphenylhydantoin,  has 
no  further  symptoms,  and  is  febrile  only 
one  day  in  a three-week  hospitalization. 
Lupus  erythematosus  preparations,  a latex 
fixation,  and  a C-reactive  protein  deter- 
mination all  give  negative  findings  despite 
a persistently  elevated  erythrocyte  sedi- 
mentation rate. 

A complete  gastrointestinal  x-ray  series 
and  an  intravenous  pyelogram  were  not 
contributory,  but  the  chest  x-ray  films  may 
be  helpful.  May  we  review  them  at  this 
point? 

Joseph  M.  Moynahan,  M.D.:  As  Dr. 

Berg  has  indicated,  the  intravenous  pyelo- 
gram shows  a normal  calyceal  and  pelvic 
outline,  although  the  dye  was  not  too  well 
concentrated.  We  did  see  some  calcifica- 
tions in  the  region  of  the  gallbladder,  but 


by  the  time  a cholecystogram,  using  a 
double  dose  of  the  contrast  medium,  was 
performed,  these  had  disappeared.  In  the 
interval  an  upper  gastrointestinal  series 
was  performed;  the  same  calcifications 
were  present  at  that  time,  and  there  was 
also  a small  hiatus  hernia.  I agree  that 
none  of  these  studies  provide  any  specific 
diagnostic  information. 

The  chest  x-ray  film  shows  clear  lung 
fields  except  for  a minor  degree  of  plate-like 
atelectasis  at  the  right  base.  The  heart  is 
enlarged  but  only  slightly  so,  and  there 
is  no  specific  chamber  enlargement.  I see 
no  evidence  of  aortic  calcification,  and  the 
contour  of  the  aorta  is  normal. 

Dr.  Berg:  In  view  of  the  considerable 

clinical  and  laboratory  evidence  of  disease 
involving  several  systems,  the  x-ray  studies 
are  surprisingly  negative.  They  merely 
help  us  exclude  such  remote  possibilities  as 
tuberculosis,  an  occult  carcinoma  of  the 
lung  or  stomach,  and  other  such  entities. 
At  this  point,  our  construction  can  be  a 
simple  one.  Our  patient  has  diabetes 
mellitus.  The  mildness  of  the  disease  and 
her  impaired  renal  function  have  prevented 
glycosuria.  She  has  chronic  pyelonephritis 
and  hypertension  of  unknown  duration. 
Her  renal  disease  may  represent  the  effect 
of  hypertension,  diabetes,  or  chronic  in- 
flammation, or  any  combination  thereof. 
She  drinks  heavily  at  times  and  has  a fatty 
liver  with  some  degree  of  inflammation, 
necrosis,  and  fibrosis.  Diabetes  and  hyper- 
tension are  associated  with  premature 
atherosclerosis;  a small  cerebral  infarct 
could  be  responsible  for  her  convulsion. 
There  are  no  neurologic  sequelae,  and  she  is 
discharged. 

However,  in  the  week  following  discharge 
the  course  takes  an  ominous  turn.  She 
drinks  heavily,  develops  a generalized  skin 
eruption,  and  slowly  lapses  into  stupor  for 
which  she  is  readmitted  one  week  after 
discharge.  On  this  second  admission  we 
find  that  she  is  febrile,  hypotensive,  ob- 
tunded,  and  that  a significant  part  of  her 
body  is  covered  by  an  erythematous,  macu- 
lar eruption  with  a hemorrhagic  com- 
ponent. The  heart  sounds  are  muffled, 
and  gallop  rhythm  is  heard.  Crepitant 
and  wheezing  rales  are  heard  bilaterally. 
Despite  all  this  her  pulse  rate  is  only  70 
beats  a minute,  presumably  due  to  residual 
reserpine  effect. 
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She  continues  to  be  semiconscious  for  the 
nine  days  of  her  second  admission.  She 
finally  consents  to  a spinal  tap,  but  it  yields 
no  diagnostic  information.  Despite  the 
erythroid  hyperplasia  reported  on  marrow 
aspiration,  the  anemia  has  become  more 
severe,  and  reticulocytes  are  only  2 per 
cent.  The  prothrombin  time  is  prolonged, 
but  there  is  no  evidence  of  any  other  defect 
in  the  coagulation  mechanism.  She  is  not 
jaundiced.  Certainly  the  prolonged  pro- 
thrombin time  and  elevated  oxaloacetic 
transaminase  can  be  interpreted  as  further 
evidence  of  parenchymal  liver  disease,  but 
we  have  no  values  from  the  first  admission 
for  comparison.  Where  serial  tests  are 
available,  for  example,  the  alkaline  phos- 
phatase, thymol  turbidity,  and  albumin- 
globulin  ratio,  they  are  virtually  un- 
changed. The  blood  urea  nitrogen  has 
risen  only  slightly,  but  the  creatinine  and 
uric  acid  have  increased  significantly. 
Gastrointestinal  bleeding,  most  certainly 
from  the  upper  part  of  the  tract,  appears 
with  a corresponding  fall  in  the  hematocrit. 
The  original  leukocytosis  progresses  to  a 
true  leukemoid  reaction.  Despite  steroids, 
fever  remains  high,  and  she  is  hyponatremic 
and  hypochloremic.  She  dies  with  a rapid 
pulse,  shock,  and  coffee-ground  vomitus. 

Can  we  preserve  our  multiple  disease 
construction?  Did  her  heavy  drinking 
contribute  to  the  alteration  of  conscious- 
ness that  marked  her  second  admission  to 
the  hospital?  Our  inability  to  document 
deterioration  in  liver  function  from  the 
first  to  the  second  admission  and  the  evi- 
dence of  only  moderate  and  early  liver 
disease  make  it  unlikely  that  liver  disease 
was  the  cause  of  the  altered  sensorium. 
Hepatic  coma  usually  appears  in  two 
circumstances.  It  may  be  induced  by 
hemorrhage,  ammonia  salts,  high-protein 
feeding,  paracentesis,  and  certain  diuretics. 
All  of  the  patients  in  this  class  have  evi- 
dence of  portal  hypertension  and,  in- 
ferentially,  intrahepatic  shunting  of  am- 
monia between  the  portal  vein  and  vena 
cava  without  exposure  to  liver  cells.  Our 
patient  has  no  signs  of  portal  hypertension, 
and  stupor  appears  to  antedate  gastro- 
intestinal bleeding.  Hepatic  coma  also 
may  appear  in  the  context  of  progressive 
parenchymal  liver  failure;  I have  already 
mentioned  my  inability  to  establish  this. 

Similarly,  there  is  no  supporting  evi- 


dence to  implicate  any  of  the  syndromes 
produced  by  the  direct  effect  of  alcohol  on 
the  brain.  There  were  no  signs  of  ophthal- 
moplegia or  other  midbrain  signs.  The 
patient  did  not  confabulate  or  hallucinate 
nor  did  she  have  subsequent  convulsions. 

The  absence  of  progressive  hepatic  or 
renal  failure  tends  to  eliminate  the  well- 
described  but  poorly  understood  entity  of 
spontaneous  renal  function  impairment 
with  hepatic  failure. 2 The  relentless  pro- 
gressive rise  in  urea  nitrogen,  outstripped 
by  creatinine  and  uric  acid,  and  the  ad- 
vanced hepatic  disease  with  ascites,  jaun- 
dice, and  hepatic  coma  are  absent. 

Can  we  postulate  a massive  cerebral 
thrombosis  or  hemorrhage  as  the  cause  of 
her  lapse  into  stupor?  We  have  absolutely 
no  localizing  or  lateralizing  signs  and  no 
alteration  in  the  spinal  fluid.  The  se- 
quence of  gastrointestinal  hemorrhage  fol- 
lowing cerebral  hemorrhage  is  conceivable 
but  unlikely. 

Can  we  infer  the  presence  of  a single 
disease  entity  which  would  explain  all  the 
manifestations  exhibited  by  our  patient? 
Certainly  simultaneous  involvement  of 
many  arterioles  by  necrosis  or  inflammation 
could  produce  this  varied  clinical  picture. 
Such  a disease  would  be  polyarteritis  or 
one  of  its  variants  such  as  necrotizing 
arteritis  or  hypersensitivity  angiitis.3  If 
we  review  our  patient’s  course  with  this 
idea  in  mind,  the  diagnosis  becomes  quite 
attractive.  Hypertension  is  frequent  at 
the  onset  of  the  disease,  and  central  nervous 
system  manifestations  are  common. 
Widespread  involvement  of  cerebral  small 
vessels  with  multiple  thromboses  may  cause 
convulsions  and  alterations  in  the  sen- 
sorium without  clear-cut  localizing  signs. 
Such  a patient  may  survive  the  impact  of  a 
wave  of  thromboses  and  improve,  some- 
times for  a long  interval.  Skin  lesions, 
frequently  erythematous  or  hemorrhagic 
in  character,  appear  in  25  per  cent  of  cases, 
and  muscle  and  joint  pains  are  noted  in 
one  half.4 

The  kidney  is  uniformly  involved  in 
severe  cases,  the  anatomic  lesion  being  a 
composite  of  arterial  necrosis  and  subacute 
glomerulonephritis.  Cardiac  involvement 
is  frequent,  particularly  in  classical  poly- 
arteritis nodosa.  The  diffuse  myocardial 
necrosis  attendant  on  coronary  arteritis 
is  rare;  when  present,  it  may  not  be  de- 
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FIGURE  1.  Spleen.  (A)  Medium  magnification  showing  small  artery  sectioned  diagonally  with  fibrinoid 
necrosis  of  inner  layers  and  surrounding  collar  of  epithelioid  cells,  some  of  which  are  binucleate.  (B) 
Granulomatous  focus  not  demonstrably  associated  with  blood  vessel.  (C)  Higher  magnification  of  small 
artery  showing  fibrinoid  necrosis  and  granulomatous  exudate. 


tectable  by  electrocardiographic  changes. 
Fifteen  per  cent  of  patients  with  necrotizing 
angiitis  seek  attention  because  of  gastro- 
intestinal manifestations,  and  many  more 
patients  develop  these  symptoms  during 
the  course  of  the  illness.  Gastrointestinal 
ulceration  and  hemorrhage,  cholecystitis, 
and  pancreatitis  are  the  principal  forms  of 
involvement  of  the  gastrointestinal  tract 
and  its  adnexa.  It  is  interesting  to  specu- 
late that  our  patient’s  decrease  in  glucose 
tolerance  may  have  been  due  to  angiitis 
in  pancreatic  vessels  and  that  pancreatitis 
and  adrenal  hemorrhage  may  have  played 
a role  in  her  terminal  hypotension. 

Hepatic  involvement  in  necrotizing 
angiitis  is  less  common  but  has  been  de- 
scribed.5'6 The  liver  usually  shows  fatty 
metamorphosis  as  the  predominant  lesion 
with  varying  degrees  of  angiitis  in  radicles 
of  the  hepatic  and  cystic  arteries  and  portal 
vein,  sometimes  accompanied  by  interstitial 
inflammation  and  hepatic  infarction. 
Characteristically,  although  lesions  may  be 
extensive,  signs  and  symptoms  of  liver 
disease  usually  are  not  prominent.  Jaun- 
dice is  typically  a late  manifestation. 
Tests  of  liver  function  yield  variable  results, 
but  the  alkaline  phosphatase  is  not  un- 
commonly elevated,  and  the  bromsulphal- 
ein  retention  usually  is  increased  when 
hepatic  lesions  are  present. 

It  is  interesting  that  diphenylhydantoin 
has  been  indicted  as  the  cause  of  a drug 


eruption  resembling  exfoliative  dermatitis 
which  was  part  of  a generalized  angiitis.7 
However,  the  pre-existence  of  hypertension, 
renal  disease,  and  the  convulsion  make  it 
likely  that  in  our  patient  the  angiitis  pre- 
ceded drug  administration.  It  is  difficult 
to  decide  then  whether  the  rash  was  part  of 
the  underlying  disease  or  possibly  due  to 
drug  hypersensitivity. 

Albert  Zucker,  M.D.:  If  diphenyl- 

hydantoin had  been  the  cause  of  a hyper- 
sensitivity reaction,  I would  expect  to 
find  a significant  eosinophilia  which  was 
not  present  in  this  patient. 

Michael  S.  Bruno,  M.D.:  What  sort 

of  skin  eruption  would  you  expect  from 
diphenylhydantoin? 

Dr.  Zucker:  One  very  much  like  that 

described  here:  generalized,  macular,  and 

erythematous  but  not  conspicuously  hemor- 
rhagic. 

Dr.  Bruno:  I have  never  associated 

a leukemoid  reaction  with  any  of  the 
necrotizing  or  hypersensitivity  angiitides, 
nor  can  I recall  reading  about  it.  Has 
anyone  here  seen  such  as  association? 

Marcel  Tuchman,  M.D.:  I agree  that 

it  is  quite  unusual.  Recently  at  these 
exercises  we  discussed  a case  of  leukemoid 
reaction  associated  with  a primary  lung 
cancer,  and  the  literature  was  reviewed  with 
some  care,  but  there  was  no  mention  of  a 
leukemoid  reaction  being  associated  with 
the  angiitides. 
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FIGURE  2.  Lymph  node.  (A)  Granulomatous  necrotizing  arteritis  featuring  large  multinucleate  cell. 
(B)  Granulomatous  focus  with  several  multinucleate  cells  and  central  lacuna.  Has  lesion  replaced  small 
artery? 


Clinical  diagnoses 

1.  Polyarteritis  nodosa  involving  skin, 
kidneys,  liver,  heart,  brain,  and  gastrointes- 
tinal tract 

2.  ( Diabetes  mellitus) 

3.  ( Hypertension ) 

Dr.  Berg’s  diagnoses 

1.  Necrotizing  angiitis  involving  small 
arteries  in  brain,  heart,  skin,  liver,  muscle, 
kidney,  and  gastrointestinal  tract  with  ulcer- 
ation and  hemorrhage 

2.  Probable  angiitis  involving  pancreas 
and  adrenal  glands 

3.  Fatty  metamorphosis  of  liver 

Pathologic  report 

William  B.  Ober,  M.D.:  We  will  not 

be  able  to  contribute  much  information 
about  the  neurologic  aspects  of  the  case 
because  permission  to  open  the  cranium  at 
autopsy  was  not  given.  However,  the 
observations  made  at  autopsy  of  the  tho- 
racic and  abdominal  viscera  are  sufficient 
to  establish  the  nature  of  the  disease. 


The  skin  eruption  was  clearly  visible  even 
after  death,  and  I shall  ask  John  Kwittken, 
M.D.,  to  comment  on  its  microscopic 
features  in  a few  moments.  The  salient 
features  at  prosection  were  as  follows: 
The  heart  weighed  420  Gm.  and  was  di- 
lated and  flabby  with  petechial  hemor- 
rhages under  the  endocardial  lining  of  both 
ventricles.  The  liver  weighed  2,000  Gm. 
and  had  a finely  nodular,  cut  surface.  The 
gallbladder  did  contain  over  a dozen  small 
blackish  calculi.  The  kidneys  were  of 
normal  size,  but  their  subcapsular  surfaces 
were  finely  granular,  and  their  cortices 
showed  evident  scarring.  A small  calculus 
was  found  in  the  upper  calyx  of  the  right 
kidney. 

As  Dr.  Berg  predicted,  a diffuse  necrotiz- 
ing arteritis  involved  many  organs.  The 
exudate  was  granulomatous  in  type,  re- 
sembling the  subgroup  of  angiitides  seg- 
regated by  Churg  and  Strauss8  and  classi- 
fied as  allergic  granulomatous  angiitis. 
The  most  striking  lesions  were  seen  in  the 
spleen  despite  an  unremarkable  gross  ap- 
pearance (Fig.  1).  Similar  lesions  with 
prominent  giant  cells  were  seen  in  lymph 
nodes  (Fig.  2).  Arteritis  also  involved 
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FIGURE  3.  Myocardium.  (A)  Interstitial  infiltrate  of  lymphocytes  and  mononuclear  cells.  Small  artery  in 
center  shows  swelling  and  smudging  of  wall.  Adjacent  muscle  fibers  show  nuclear  damage.  (B)  Patch 
necrosis  of  heart  muscle  and  mononuclear  exudate  adjacent  to  necrotic  small  artery. 


small  branches  of  the  coronary  artery  tree; 
this  was  accompanied  by  interstitial  in- 
flammation and  patchy  myocardial  necrosis 
(Fig.  3).  Renal  involvement  was  severe 
as  demonstrated  by  diffuse  glomerular 
scarring  and  a prominent  exudate  with  oc- 
casional giant  cells  (Fig.  4).  The  liver 
showed  pre-existing  nutritional  cirrhosis 
superimposed  on  which  was  granulomatous 
angiitis  in  portal  spaces  (Fig.  5).  The 
lungs  were  free  of  angiitis,  showing  only 
terminal  acute  exudative  bronchitis  with 
much  pus  in  bronchial  lumina  but  no  actual 
pneumonia  (Fig.  6). 

We  did  not  find  any  discrete  ulceration 
of  the  gastrointestinal  tract,  but  scattered 
petechiae  were  seen  in  the  mucosa  of  the 
stomach,  duodenum,  and  jejunum.  Micro- 
scopic examination  revealed  occasional 
lesions  involving  small  submucosal  arteries. 
There  was  no  angiitis  in  the  pancreas  or 
adrenal  glands,  nor  was  there  adrenal 
hemorrhage. 

John  Kwittken,  M.D.:  I was  invited 

to  see  this  patient  as  a dermatologic  prob- 
lem nine  days  before  she  died.  At  that 
time  she  was  acutely  ill,  febrile,  and  had 
two  distinct  skin  eruptions.  On  the  face 


there  were  numerous  uniform,  discrete, 
whitish  papules  typical  of  miliaria  crystal- 
lina;  they  were  the  result  of  excessive 
sweating,  occlusion  of  sweat  pores,  and 
rupture  of  their  ducts  within  the  epidermis. 
Much  of  the  rest  of  the  body  was  covered 
with  the  erythematous,  macular,  pruritic 
eruption  already  described;  some  of  the 
lesions  appeared  hemorrhagic.  I felt  this 
might  have  been  a toxic  eruption  secondary 
to  her  toxic  and  febrile  state,  but  I could 
not  exclude  the  idea  that  the  skin  lesions 
were  a reaction  to  medication,  and  I sug- 
gested treatment  with  steroids.  The  rash 
began  to  fade;  by  the  time  of  death  it  must 
have  begun  scaling  as  evidenced  by  the 
appearance  of  the  section  of  skin  at  autopsy 
which  shows  the  basic  pattern  of  exfoliative 
dermatitis  (Fig.  7).  The  lesion  shows 
heavy  mononuclear  cell  infiltrate,  chiefly 
lymphocytes  and  macrophages,  within  an 
edematous  upper  corium.  Transmigration 
of  cells  through  the  epidermis,  parakerato- 
sis, acanthosis,  elongation  of  rete  ridges, 
and  patchy  edema  of  the  epidermis  also  are 
present.  Exfoliative  dermatitis  is  a gen- 
eralized scaling,  usually  pruritic  erythro- 
derma which  may  occur  independently  of 
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FIGURE  4.  Kidney.  (A)  Low-power  view  showing  diffuse  glomerular  scarring  and  heavy  inflammatory 
reaction.  (B)  Detail  showing  scarred  glomeruli,  necrotic  arteriole,  mononuclear  exudate,  and  giant  cell. 


FIGURE  5.  Liver.  (A)  Portal  scarring  and  irregular  lobular  pattern.  (B)  Mononuclear  exudate  and  multi- 
nucleate  cells  in  portal  space.  Hepatic  artery  radicle  no  longer  identifiable. 


any  known  systemic  or  dermatologic  dis-  with  an  existing  skin  disease,  usually 
ease;  alternatively,  it  may  be  associated  seborrheic  dermatitis  or  psoriasis.  Ap- 
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FIGURE  6.  Low-power  view  of  lung  showing 
bronchus  filled  with  purulent  exudate.  Although 
its  wall  is  infiltrated,  exudate  does  not  extend 
into  alveoli. 

proximately  25  per  cent  of  all  cases  of 
exfoliative  dermatitis  are  associated  with 
generalized  lymphoma.  It  may  also  de- 
velop secondary  to  drug  sensitivity.  In 
this  case  it  appears  to  be  associated  with 
a form  of  allergic  angiitis;  however,  the 
absence  of  both  vascular  lesions  and 
eosinophils  in  the  skin  lesion  itself  places 
them  outside  the  category  of  allergic 
angiitis. 

Dr.  Ober:  In  recent  years  the  litera- 

ture has  contained  a number  of  articles 
which  endeavor  to  distinguish  among  such 
diverse  forms  of  necrotizing  vasculitis  as 
polyarteritis  nodosa,  hypersensitivity  an- 
giitis, allergic  granulomatous  angiitis, 
Wegener’s  granulomatosis,  temporal  arteri- 
tis, and  rheumatic  arteritis.  The  clinical 
and  topographic  context  is  helpful  in  sort- 
ing out  the  latter  three  variants,  and  the 
granulomatous  features  of  the  Churg- 
Strauss  angiitis  make  microscopic  distinc- 
tion between  it  and  hypersensitivity  an- 
giitis not  too  difficult.  However,  hyper- 
sensitivity is  the  common  pathogenetic 
denominator  in  all  these  lesions;  some- 
times distinctions  may  be  blurred,  and  it 


FIGURE  7.  Skin  showing  scaling  crust  and  diffuse 
inflammatory  reaction  in  upper  corium  as  well  as 
acanthosis  and  transmigration  of  leukocytes. 


may  not  always  be  easy  to  assign  decisively 
a given  case  to  a predetermined  taxonomic 
class.  In  general,  polyarteritis  is  a disease 
of  large  and  medium-sized  vessels,  and 
hypersensitivity  angiitis  is  a disease  of 
small  vessels.  In  general,  polyarteritis 
is  characterized  by  both  acute  and  healing 
lesions;  hypersensitivity  angiitis  usually 
shows  only  acute  lesions.  The  most  recent 
review  by  Reidbord,  McCormack,  and 
O’Duffy9  analyzes  27  autopsied  cases  in- 
cluding 12  cases  classified  as  polyarteritis, 
11  as  hypersensitivity  angiitis,  and  4 as 
Wegener’s  granulomatosis;  in  the  main 
their  observations  conform  to  previously 
reported  series.  However,  they  state 
baldly  the  major  limiting  factor  which  im- 
pedes fuller  knowledge  of  this  type  of 
disease:  “The  nature  of  the  antigen  in 

this  postulated  reaction  is,  of  course,  un- 
known.” The  key  to  the  sentence  is  the 
phrase  “of  course.”  We  have  not  yet  been 
able  to  define  the  specific  molecules  or 
family  of  molecules  which  act  as  antigen,  to 
classify  the  antibody  much  beyond  slow- 
moving  globulins,  or  to  construct  successful 
models  in  which  antigen-antibody  com- 
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plexes  resembling  those  of  human  disease 
are  deposited  in  vessel  walls. 

Final  anatomic  diagnoses 

1.  Allergic  granulomatous  angiitis  in- 
volving heart,  liver,  kidneys,  spleen,  lymph 
nodes,  and  gastrointestinal  tract 

2.  Portal  cirrhosis,  liver,  nutritional  type 

3.  Exfoliative  dermatitis 

4.  Chronic  cholecystitis  and  cholelithiasis 

5.  Nephrolithiasis,  right 
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degeneration  evidence.  This  change  was  con- 
siderable in  those  groups  with  poor  to  fair  re- 
sults, but  those  classified  as  good  or  excellent 
seldom  showed  changes  in  more  than  one  inter- 
vertebral space. 

The  series  consisted  of  40  women  and  35  men 
all  less  than  forty-one  years  old  at  the  time  of 
the  operation.  All  operations  were  done  under 
local  anesthesia.  There  were  5 laminectomies, 
62  hemilaminectomies,  and  8 transligamental 
exposures.  All  loose  disk  material  was  evacu- 
ated. The  patients  had  been  allowed  to  get  up 
on  the  fourth  postoperative  day  and  were  dis- 
charged on  the  average  two  weeks  after  surgery. 
In  another  ten  days,  they  were  allowed  to  return 
to  work.  There  had  been  3 cases  of  wound  in- 
fection and  1 of  diskitis  leading  to  a spontaneous 
fusion  of  the  interspace.  Follow-up  examina- 
tion consisted  of  a careful  check-up  of  the  func- 
tion of  back  and  sciatic  nerves,  and  the  lumbar 
spine  was  radiographed. 

In  the  final  evaluation,  results  were  better  in 
patients  with  fight  jobs  rather  than  those  who 
did  heavy  manual  labor. 
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In  assessing  the  food  requirements  of  in- 
dividuals and  populations,  emphasis  has 
been  placed  on  the  provision  of  diets  sup- 
plying adequate  nutrients  for  optimal 
growth  and  the  maintenance  of  normal 
health.  Until  recently,  the  term  malnutri- 
tion was  used  synonymously  with  undernu- 
trition, and  the  concept  that  malnutrition 
could  be  associated  with  an  excess  of 
specific  nutrients  received  less  attention. 
However,  in  the  last  few  years  both  animal 
and  human  studies  have  shown  the  toxic 
effects  of  nutrient  imbalance  and  excess. 
Problems  which  require  evaluation  are  not 
only  the  adverse  effects  caused  by  overcon- 
sumption of  individual  nutrients  by  normal 
persons,  but  also  food  intolerance  condi- 
tioned by  inadequacy  of  the  diet,  physiologic 
status,  metabolic  disease,  malabsorption, 
or  drug  administration. 

Hypervitaminoses 

It  was  pointed  out  by  Darby 1 that  a short 
time  after  the  clinical  usefulness  of  a vita- 
min in  the  treatment  of  a deficiency  disease 
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was  recognized,  suggestions  were  put  forth 
that  various  ill-understood  conditions  might 
respond  to  massive  doses  of  one  or  another 
vitamin.  The  empirical  use  of  vitamin 
therapy  is  still  widely  accepted  either  under 
medical  advice  or  as  self-medication.  Vi- 
tamin preparations  are  taken  for  such  com- 
mon ailments  as  intolerance  to  cold,  general 
malaise,  minor  virus  infections,  acne,  hair 
loss,  and  canker  sores.  In  general,  they 
are  given  both  to  adults  and  to  children  to 
increase  a sense  of  well-being,  to  offset  fa- 
tigue, or  supposedly  to  build  up  resistance  to 
stress.  However,  as  long  as  a well-bal- 
anced diet  is  consumed,  there  is  little  or  no 
justification  for  massive  vitamin  supple- 
ments for  persons  enjoying  normal  health. 
Large  doses  of  vitamins  exert  specific  phar- 
macologic effects  which  may  be  toxic. 

Vitamin  A.  The  continuing  reports  of 
vitamin  A intoxication  in  both  adults  and 
children  point  up  the  necessity  for  vigilance 
and  for  restrictive  use  of  this  vitamin.2,3 
In  spite  of  clear  demonstration  that  a vi- 
tamin A deficiency  is  not  present  in  fol- 
licular hyperkeratosis  (keratosis  pilaris),4 
vitamin  A is  still  prescribed  in  large  and  con- 
tinued dosages.  High-dosage  vitamin  A 
medication  is  also  given  in  certain  types  of 
psoriasis  and  in  acne  vulgaris,  although  the 
results  of  such  a therapeutic  regimen  are 
inconclusive.  Symptoms  of  hypervitami- 
nosis  A are  often  misdiagnosed,  although 
the  clinical  features  of  the  syndrome  have 
been  clearly  described  both  in  infants  and 
in  older  persons.  In  infants,  the  signs  and 
symptoms  include  anorexia,  hyperirrita- 
bility, and  cutaneous  desquamation  as  well 
as  craniotabes,  tender  edema  of  the  oc- 
cipital area,  widening  and  cupping  of  the 
ulnar  metaphyses,  and  rarefaction  of  the 
shafts  of  the  long  bones.  Signs  of  increased 
intracranial  pressure  have  been  observed 
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in  several  cases  in  which  serum  vitamin  A 
levels  were  markedly  elevated  (410  to  760 
I.U.  per  100  ml.)  in  contrast  with  the  nor- 
mal value  of  70  to  100  I.U.  per  100  ml.2 
Pease5  also  produced  both  clinical  and 
radiologic  evidence  that  excessive  amounts 
of  vitamin  A may  inhibit  bone  growth  in 
children  and  cause  premature  closure  of  the 
epiphyses.  Hypervitaminosis  A in  adults 
is  manifested  by  xeroderma,  partial  alopecia 
with  loss  of  the  eyebrows,  anorexia,  and 
headaches.6  In  addition,  bone  pains,  visual 
disturbances,  and  a hemorrhagic  diathesis 
with  epistaxis  and  bleeding  gums  may  be 
encountered.7  The  dosages  of  vitamin  A 
which  have  induced  toxic  symptoms  in  in- 
fants are  of  the  order  of  18,500  to  60,000 
I.U.  as  against  150,000  to  200,000  I.U.  in 
adults.  It  is  of  interest  that  in  the  reported 
cases,  symptoms  of  vitamin  A occurred  in 
infants  after  only  a few  weeks  of  the  stated 
vitamin  intake,  whereas  in  older  children 
and  in  adults  continued  high-dosage  vi- 
tamin A therapy  over  several  months  or  up 
to  three  years  was  necessary  before  overt 
signs  of  vitamin  A toxicity  occurred.8 

It  has  been  shown  in  rats  that  a hemor- 
rhagic tendency  with  hypoprothrombinemia 
can  be  produced  by  physiologic  doses  of  vi- 
tamin A,  when  dietary  restriction  of  vi- 
tamin K has  been  maintained.9  Although 
this  interrelationship  between  vitamin  A 
and  vitamin  K has  not  been  demonstrated 
in  man,  it  is  suggested  that  further  investi- 
gations might  be  carried  out  with  the  ob- 
jective of  finding  out  whether  the  level  of 
intake  of  vitamin  A in  any  way  influences 
the  development  of  frank  signs  of  vitamin 
K deficiency  in  depleted  subjects.  Pallotta 
and  Krause10  found  that  in  the  absence  of 
vitamin  K deficiency,  vitamin  A acetate 
supplementation,  at  a daily  dosage  of 
100,000  I.U.,  had  no  effect  on  the  prothrom- 
bin time  of  a group  of  geriatric  subjects 
maintained  on  this  schedule  for  six  months. 
While  most  of  the  literature  pertaining  to 
hypervitaminosis  A concerns  the  effects  of 
chronic  overdosage,  instances  of  acute 
poisoning  have  also  been  described,  and  in- 
deed their  appearance  in  published  records 
predates  that  of  the  chronic  intoxication  by 
more  than  300  years.11  Both  Arctic  ex- 
plorers and  Eskimos  have  seen  and  experi- 
enced severe  illness  with  nausea,  vomiting, 
and  cutaneous  exfoliation  occasioned  by  the 
consumption  of  polar  bear  liver.  The  bear 


liver  contains  an  exceptionally  high  con- 
centration of  vitamin  A.  Rodahl  and 
Moore12  analyzed  samples  of  polar  bear 
liver  and  found  that  it  contained  13,000  to 
18,000  I.U.  per  gram.  Although  it  has 
been  suggested  that  these  Arctic  animal 
livers  contain  other  poisonous  substances, 
it  is  generally  believed  that  the  vitamin  A 
content  alone  is  responsible  for  the  toxicity. 

There  have  been  no  reports  to  indicate 
that  hypervitaminosis  A is  conditioned  by 
pre-existing  diseases.  In  cases  of  nephrosis, 
where  a high  liver  reserve  of  the  vitamin 
have  been  reported,13  vitamin  A intoxica- 
tion might  conceivably  occur  at  a lower 
dosage  than  that  required  in  normal  sub- 
jects. 

Vitamin  D.  At  the  present  time  the  oc- 
currence of  hypervitaminosis  other  than 
that  due  to  vitamin  A is  rare  in  normal  Sub- 
jects. However,  in  the  years  1942  to  1952, 
when  calciferol  had  recently  been  introduced 
for  the  treatment  of  lupus  vulgaris  as  well 
as  such  benign  conditions  as  chilblains  and 
psoriasis,  signs  of  overdosage  with  vitamin 
D were  not  so  uncommon. 1 4 The  symptoms 
of  vitamin  D overdosage,  such  as  anorexia, 
nausea,  vomiting,  thirst,  constipation,  fever, 
abdominal  pains,  pallor,  fatigue,  and  diar- 
rhea, were  encountered  together  with  the 
signs  of  renal  damage  and  radiologic 
changes  of  metastatic  calcification.  In 
1951,  vitamin  D intoxication  was  discovered 
in  a group  of  infants  who  were  erroneously 
given  from  1 to  3 million  units  of  vitamin 
D daily  for  several  weeks.15  While  it 
should  be  recognized  that  hypervitaminosis 
D2  will  occur  following  massive  and  pro- 
longed dosage  with  this  vitamin,  it  may  be 
noted  that  frank  symptoms  of  toxicity  do 
not  usually  occur  in  adults  unless  250,000 
units  (about  6 mg.  of  calciferol)  are  given 
per  day  for  long  periods. 16 

Two  cases  of  vitamin  D intoxication,  oc- 
curring in  elderly  persons,  reported  by 
Verner,  Engel,  and  McPherson  in  195817 
pointed  up  the  hazards  of  indiscriminate 
consumption  of  vitamin  preparations  with- 
out medical  advice.  In  both  cases  vitamin 
D had  been  sold  to  the  patients  without 
prescription,  and  by  the  time  they  were 
admitted  to  the  hospital,  they  were  mentally 
disoriented  and  could  not  remember  taking 
the  vitamin.  However,  in  the  first  case, 
a seventy-one-year-old  man,  it  was  found 
that  he  had  taken  200,000  units  of  vitamin 
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D per  day  for  one  month,  while  in  the 
second  case,  a sixty-nine-year-old  woman, 
it  was  finally  discovered  that  she  had  been 
taking  300,000  units  of  vitamin  D per  day 
intermittently  for  a period  of  three  years. 
Diagnosis  was  made  on  the  basis  of  clinical 
signs  and  laboratory  findings  and  was  only 
corroborated  later  by  the  pharmacists’  re- 
ports. Neither  case  was  fatal,  although 
the  woman  showed  some  evidence  of  renal 
damage  after  a two-year  follow-up  period. 

It  has  been  pointed  out  by  Stewart  et  al. 18 
that  the  recognition  of  hypercalcemia  of  in- 
fancy in  the  United  Kingdom  during  the 
1950’s,  and  its  peak  incidence  in  Britain 
during  the  period  1953  to  1955,  may  have 
been  due  to  an  absolute  or  relative  excess 
of  vitamin  D in  the  diet.  Although  un- 
certainty still  exists  about  the  primary 
cause  of  idiopathic  hypercalcemia,  it  has 
been  shown  that  the  incidence  of  this  condi- 
tion has  dramatically  decreased  in  England 
and  Scotland  since  recommendations  were 
made  late  in  1957  for  reducing  fortification 
of  national  dry  milk  and  infant  cereals  with 
vitamin  D.  It  should  be  remembered  that 
the  toxic  therapeutic  ratio  of  vitamin  D is 
5 as  against  a similar  ratio  for  vitamin  A of 
50.  In  view  of  these  findings,  continued 
vigilance  is  required  lest  through  enthusi- 
asm for  the  administration  of  vitamin 
D supplements,  the  hazards  of  deficiency  be 
replaced  by  those  of  excess. 

Although  the  reports  from  the  United 
Kingdom  have  suggested  that  a “mild” 
form  of  idiopathic  hypercalcemia  of  infancy 
is  directly  related  to  excessive  intake  of 
vitamin  D,  due  recognition  must  be  given 
to  a “severe”  form  of  the  disease  associated 
with  a congenital  disorder.  A character- 
istic case  was  described  by  David,  Verner, 
and  Engel,19  who  also  discussed  various 
aspects  of  the  biochemical  abnormalities 
which  characterize  the  disease.  These  in- 
fants present  a peculiar  “elfin”  physiog- 
nomy and  display  retardation  of  mental 
and  physical  growth,  osteosclerosis  and 
renal  dysfunction  associated  with  hyper- 
| calcemia,  hypercalciuria,  and  azotemia. 
Although  the  disease  resembles  vitamin  D 
intoxication,  no  change  is  effected  by 
providing  a diet  without  adding  this  vi- 
tamin. High  serum  levels  of  vitamin  D- 
like  activity  have  been  found  with  hyper- 
absorption of  calcium.20  It  is  of  interest 
that  both  in  this  metabolic  disorder  and  in 


vitamin  D overdosage,  the  corticosteroids 
provide  efficacious  therapy  for  the  hyper- 
calcemia and  the  renal  complications.21 

Functional  vitamin  D intoxication  has 
been  suggested  to  account  for  the  hyper- 
calcemia which  is  encountered  in  the  “ster- 
oid-withdrawal syndrome”  as  well  as  in 
sudden  adrenal  insufficiency,  such  as  that 
which  follows  the  surgical  removal  of  an 
adrenal  adenoma.19  Vitamin  D supple- 
mentation of  the  diet  is  strongly  contrain- 
dicated in  these  patients,  and  corticosteroid 
replacement  is  necessary  for  the  control  of 
the  hypercalcemia. 

Vitamin  D overdosage  is  prone  to  occur 
in  the  treatment  of  vitamin  D -resistant 
rickets,  associated  with  familial  hypophos- 
phatemia.22,23 Here  the  effective  thera- 
peutic dosage  of  the  vitamin  lies  within  the 
toxic  dosage  range.  Thus,  it  is  mandatory 
in  this  condition  that  during  the  period  of 
treatment  of  the  bony  lesions,  serial  serum 
calcium  determinations  be  performed  to- 
gether with  urinalysis  and  estimations  of 
blood  urea  nitrogen. 

In  sarcoidosis,  it  has  been  established  that 
hypercalcemia  associated  with  hyperabsorp- 
tion of  calcium  occurs  in  from  10  to  40  per 
cent  of  cases.24  It  has  been  demonstrated 
that  these  patients  also  show  abnormalities 
in  the  rates  of  bone  formation  and  bone  re- 
sorption similar  to  those  induced  with  vi- 
tamin D in  normal  subjects.25  These  find- 
ings have  suggested  that  not  only  the  gas- 
trointestinal tract,  but  also  the  bones  of 
patients  with  sarcoidosis  are  abnormally 
sensitive  to  vitamin  D. 

Exacerbations  of  the  clinical  signs  of 
sarcoidosis  can  be  induced  by  vitamin  D 
supplements  which  should  therefore  be  pro- 
hibited in  cases  of  this  disease. 

Vitamin  K.  The  extremely  low  toxicity 
of  the  naturally  occurring  vitamins  Kj  and 
K2  and  of  other  related  compounds  such  as 
menadione  and  its  water-soluble  deriva- 
tives has  been  demonstrated  in  all  subjects 
with  normal  hepatic  function.  Massive 
doses  are  well  tolerated  by  children  and 
adults,  and  it  has  been  shown  that  little 
accumulates  in  the  tissues.  Although  the 
metabolic  fate  of  the  naturally  occurring 
vitamins  has  not  been  elucidated,  it  is 
known  that  menadione  is  reduced  to  the 
diol  form  and  then  excreted  in  the  urine  as 
sulfate  and  glucuronide  conjugates.26  The 
administration  of  large  doses  of  water-sol- 
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uble  vitamin  K analogues  to  premature  in- 
fants raises  the  serum  bilirubin  level  and 
increases  their  chances  of  developing  ker- 
nicterus.  The  toxic  effects  may  be  due  to 
an  effect  of  the  vitamin  on  the  erythrocyte 
producing  hemolysis  or  may  be  a direct 
hepatotoxic  effect.27  Hypoprothrombine- 
mia  associated  with  severe  hepatocellular 
disease  seldom  responds  well  to  vitamin  K 
administration,  and  large  doses  of  the  vi- 
tamin or  its  analogues  may  actually  result 
in  a further  depression  of  the  prothrombin 
concentration. 

Nicotinic  acid.  The  side-effects  induced 
by  high-dosage  nicotinic  acid  therapy  relate 
not  to  the  physiologic  properties  of  the 
vitamin,  but  to  both  its  effect  on  the  pe- 
ripheral blood  vessels  and  to  its  hypocholes- 
teremic  action.  When  this  vitamin  has 
been  used  to  promote  peripheral  vasodilata- 
tion, excessive  intake  has  usually  been 
limited  because  the  patients  have  com- 
plained of  flushing.  The  renewed  interest 
in  this  agent  as  a hypocholesteremic  drug 
has  been  followed  by  reports  of  toxic  effects 
including  pruritus  and  desquamation  as 
well  as  an  acanthosis  nigricans-like  derma- 
tosis.28 

Comment 

It  has  been  pointed  out  that  millions  of 
individuals  living  in  the  United  States  reg- 
ularly ingest  quantities  of  vitamins  greatly 
in  excess  of  the  recommended  daily  dietary 
allowances.29  Large  amounts  of  water- 
soluble  vitamins  are  seldom  harmful  except 
in  the  instances  already  mentioned.  The 
excess  of  these  vitamins  is  rapidly  excreted. 
On  the  other  hand,  lipid-soluble  vitamins 
accumulate  in  the  tissue  lipids  and  may  be 
toxic.  Instances  of  intoxication  have 
arisen  through  inadvertent  overdosage, 
indiscriminate  self-medication,  or  through 
failure  on  the  part  of  physicians  to  distin- 
guish between  supplemental  and  thera- 
peutic doses  of  vitamins.  Large  doses  of 
vitamins  are  still  being  given  as  empirical 
treatment  for  diseases  in  which  there  is  no 
scientific  evidence  that  they  are  curative 
or  even  of  therapeutic  value.  Insufficient 
attention  has  been  paid  to  the  differing 
physiologic  and  therapeutic  requirements  of 
vitamins  occasioned  by  age,  nutritional 
status,  or  by  the  existence  of  pathologic 
conditions  which  alter  the  absorption,  uti- 


lization, or  excretion  of  vitamins. 

Although  the  Food  and  Drug  Administra- 
tion has  set  limits  on  the  levels  of  vitamins 
A and  D which  may  be  sold  without  pre- 
scription, it  is  still  possible  for  the  public  to 
purchase  capsules  of  vitamin  A containing 
25,000  I.U.  without  a physician’s  order. 
This  may  not  be  dangerous  if  these  vitamins 
are  taken  on  the  one-a-day  basis  by  adults, 
but  there  are  those  who  believe  that  if  one 
capsule  is  of  benefit,  a higher  dose  will  be 
even  more  effective.  Further,  since  vi- 
tamins are  usually  believed  by  the  public 
to  be  innocuous,  no  special  precautions  may 
be  taken  to  insure  that  they  are  not  con- 
sumed by  friends,  relatives,  or  by  young 
children.  Overdosage  of  vitamins  A and 
D may  occur  with  a prescription  order,  es- 
pecially if  the  prescription  is  renewable, 
and  the  New  York  State  regulation  to  phar- 
macists that  prescriptions  may  not  be  re- 
newed after  six  months  may  not  be  ade- 
quate to  prevent  intoxication  when  the 
initial  prescription  provides  a dose  within 
the  toxic  range.  The  Federal  regulations 
limiting  the  sale  of  preparations  contain- 
ing vitamin  K or  folic  acid*  to  prescrip- 
tion items  may  obviate  the  dangers  of  in- 
judicious intake  of  these  substances,  but 
unfortunately  these  are  not  the  vitamins 
sought  by  the  populace  for  the  treatment  of 
vague  ill  health. 

Thus,  it  would  seem  that  while  alarmist 
policies  are  unwarranted,  both  physicians 
and  the  public  should  be  alerted  to  the  pos- 
sibilities of  vitamin  overdosage.  Where 
doubt  exists  as  to  the  therapeutic  value  of  a 
vitamin  in  a particular  disease  state,  then 
controlled  clinical  trials  should  be  con- 
ducted so  that  accurate  information  may 
be  transmitted  to  practicing  physicians. 
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Part  II  will  appear  in  a later  issue  of  the  Journal 


Migraine  in  childhood: 
follow-up  report 

A follow-up  questionnaire  was  sent  to  parents 
of  81  children  fulfilling  current  criteria  for 
a diagnosis  of  migraine.  These  criteria  were 
(1)  paroxysmal  headaches  separated  by  free  in- 
tervals and  (2)  at  least  2 of  the  following  4 phe- 
nomena: unilateral  headache,  nausea,  visual 

aura,  and  family  history  of  headaches  described 
as  migrainous.  These  children  were  seen  over 
a six-year  period  ending  in  1955;  the  follow-up 
questionnaire  was  sent  in  1964  and  was  answered 
by  58.  The  objectives  were  (1)  to  re-evaluate 
the  diagnosis  of  migraine,  (2)  to  evaluate  the 
effectiveness  of  the  various  methods  of  treatment 
in  the  group  between  January,  1956,  and  January, 
1964,  and  (3)  to  evaluate  the  prognosis  of 
migraine  manifested  at  an  early  age.  According 


to  the  data,  the  most  satisfactory  treatment 
was  salicylates,  codeine,  or  both,  with  ergota- 
mine  tartrate  and  caffeine  considered  less 
satisfactory.  Many  patients  reported  getting 
relief  by  taking  acetylsalicylic  acid  and  going  to 
sleep  or  by  resting  without  any  drug.  The 
prognosis  in  migrainous  children  appears  good. 
A follow-up  showed  that  32.8  per  cent  were  com- 
pletely free  of  headaches,  46.6  per  cent  were  con- 
siderably improved,  and  20.6  per  cent  were  not 
improved. 

W.  L.  Hinrichs,  M.D.,  and  H.  M.  Keith,  M.D., 
writing  in  a recent  issue  of  Mayo  Clinic  Proceed- 
ings, report  that  of  the  original  81  patients  all 
had  paroxysmal  headaches,  45  had  unilateral 
pain,  75  had  nausea,  19  had  visual  aura,  and  44 
had  a family  history  of  migraine.  Of  the  58 
patients  who  responded,  19  apparently  were 
well.  The  authors  note  that  the  long-term  re- 
sults in  this  study  compare  well  with  those  of 
other  studies  conducted  previously. 
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Bradycardia  Following 
Succinylcholine  Chloride 


T ACHYCARDIA  AND  HYPERTENSION  are  COm- 
monly  associated  with  the  use  of  suc- 
cinylcholine chloride  during  anesthesia, 
especially  when  it  is  used  in  conjunction 
with  laryngoscopy  and  tracheal  intubation. 
Less  frequently  observed  but  of  more 
serious  import  is  the  occurrence  of  brady- 
cardia and  hypotension,  signaling  po- 
tentially dangerous  depression  of  the  cardio- 
vascular system.  Two  examples  of  this 
are  presented  in  the  following  case  reports. 

Case  reports 

Case  1.  A ten-year-old  girl  in  good  general 
health  except  for  frequent  upper  respiratory 
infections  was  admitted  to  the  hospital  for  tonsil- 
lectomy and  adenoidectomy.  Blood  pressure 
was  114  mm.  Hg  systolic  and  70  diastolic,  pulse 
rate  104,  respiratory  rate  20,  and  hematocrit  28. 

Premedication  consisted  of  pentobarbital  40 
mg.,  meperidine  hydrochloride  40  mg.,  and 
scopolamine  0.3  mg.  intramuscularly.  After 
attachment  of  a precordial  stethoscope  to 
monitor  cardiac  rate  and  rhythm,  anesthesia 
was  induced  with  nitrous  oxide  and  halothane, 
an  intravenous  infusion  was  started,  and  suc- 
cinylcholine chloride  20  mg.  was  administered 
intravenously.  A 6.5  mm.  endotracheal  tube, 
inserted  without  difficulty,  was  too  small  and 
was  removed.  Subsequent  laryngospasm  was 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  September  13, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


abolished  with  succinylcholine  chloride  10  mg. 
intravenously.  Halothane  anesthesia  was  deep- 
ened and,  to  facilitate  reintubation  of  the 
trachea,  an  additional  20  mg.  of  succinylcholine 
chloride  was  injected.  The  pulse  immediately 
slowed  to  about  20  per  minute  and  became 
grossly  irregular.  Hyperventilation  with  pure 
oxygen  resulted  in  rapid  return  to  normal  pulse 
rate  and  rhythm,  but  the  operation  was  can- 
celled. 

One  week  later  the  procedure  was  rescheduled. 
Atropine  replaced  scopolamine  in  the  preanes- 
thetic medication,  and  anesthesia  was  induced 
with  thiopental  sodium  100  mg.  intravenously, 
followed  by  nitrous  oxide  and  halothane.  A 7 
mm.  endotracheal  tube  was  readily  inserted 
without  the  use  of  a muscle  relaxant  drug.  An- 
esthesia and  operation  proceeded  without 
incident. 

Case  2.  A twenty-five-month-old  boy  with 
Wiskott-Aldrich  syndrome  was  admitted  to  the 
hospital  because  of  fever,  vomiting,  and  jaun- 
dice of  twenty-four  hours  duration.1  He  had 
suffered  from  thrombocytopenia,  eczema,  re- 
current otitis,  and  melena.  Severe  jaundice  was 
obvious,  with  ecchymoses  over  the  forehead  and 
extremities.  The  liver  edge  extended  to  the 
umbilicus,  and  the  spleen  was  palpable  7 cm. 
below  the  left  costal  margin.  Blood  pressure 
was  90  mm.  Hg  systolic  and  65  diastolic,  pulse 
156,  respiratory  rate  88,  temperature  38.9  C., 
weight  10.6  Kg.,  hemoglobin  2.5  Gm.,  hemato- 
crit 15,  serum  bilirubin  10.9  mg.  per  cent,  and 
Coombs’  test  positive  4 plus.  Hematocrit 
increased  to  33  after  a 2,000-ml.  blood  trans- 
fusion, but  increase  in  serum  bilirubin  to  90, 
persistent  fever,  and  lack  of  improvement  fol- 
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lowing  massive  steroid  therapy  prompted 
emergency  splenectomy  for  autohemolysis. 

Preanesthetic  medication  consisted  of  scopol- 
amine 0.3  mg.  intramuscularly  forty-five  min- 
utes before  operation.  Cyclopropane  was  ad- 
ministered in  a semiclosed  system  using  an 
infant  circle  technic;  the  trachea  was  intubated 
with  a 4 mm.  Portex  tube.  During  the  opera- 
tion, succinylcholine  chloride  15  mg.  was 
administered  intravenously  for  abdominal  re- 
laxation. Within  thirty  seconds  the  pulse  rate 
plummeted  from  120  to  30,  while  blood  pressure 
fell  from  100  to  75  systolic  and  from  70  to  40 
diastolic.  Release  of  traction  and  reduction  in 
cyclopropane  concentration  resulted  within  four 
minutes  in  return  of  the  pulse  rate  to  120.  A 
few  minutes  later,  in  the  absence  of  surgical 
stimulation,  an  additional  10  mg.  of  succinyl- 
choline chloride  was  again  followed  by  profound 
bradycardia.  After  respiratory  efforts  returned, 
d-tubocurarine  3 mg.  was  injected  intravenously 
for  muscular  relaxation.  By  the  end  of  the 
two-hour  operation,  spontaneous  respiration  was 
adequate. 

The  child  developed  pneumonia  on  the  fourth 
postoperative  day.  Subsequent  recovery  was 
uneventful. 

Comment 

Bradycardia  and  other  disturbances  of 
cardiac  rhythm  following  the  intravenous 
administration  of  succinylcholine  chloride 
during  anesthesia  have  been  observed  in 
both  children  and  adults.2-5  Succinyl- 
choline-induced  bradycardia  was  noted 
during  anesthesia  with  cyclopropane  or 
halothane,  but  it  was  not  noted  following 
induction  of  anesthesia  with  thiopental 
sodium4  or  during  ether  anesthesia.2-4 
The  arrhythmia  has  been  ascribed  to  a 
cholinergic  action  of  succinylcholine  chlo- 
ride, since  it  can  be  abolished  by  the  intra- 
venous injection  of  atropine.2  This  ex- 
planation is  also  suggested  by  the  apparent 
absence  of  the  phenomenon  during  ether 
anesthesia.2-4  A transient  high  plasma 
concentration  of  succinylcholine  chloride 
may  be  required,  since  bradycardia  was 
not  encountered  following  intramuscular 
administration  of  the  drug.3 

The  slowing  effect  was  most  prominent 
following  the  second  and  successive  injec- 
tions of  succinylcholine.  Significantly, 
bradycardia  did  not  occur  following  the 


administration  of  succinylmonocholine4  and 
was  prevented  by  the  prior  administration 
of  hexafluorenium  (Mylaxen).5  These  ob- 
servations suggest  the  hypothesis  that 
sensitization  of  the  patient  to  subsequent 
injections  of  succinylcholine  chloride  is  in- 
duced by  the  choline  liberated  as  a result 
of  the  rapid  hydrolysis  of  succinyldicholine 
to  succinylmonocholine  and  choline;  the 
protective  action  of  hexafluorenium  is  in 
turn  attributed  to  its  retarding  effect  on  the 
hydrolysis.5 

In  Case  1 the  fact  that  bradycardia  and 
arrhythmias  were  not  observed  until  after 
the  third  injection  of  succinylcholine  chlo- 
ride would  support  the  sensitization  hy- 
pothesis. However,  this  theory  does  not 
explain  the  severe  bradycardia  following 
an  initial  dose  of  succinylcholine  chloride 
as  seen  here  in  Case  2 and  as  previously 
reported  by  others. 2 A simpler  explanation 
might  be  the  occasional  cholinergic  action 
exerted  by  succinylcholine.2 

These  case  reports  illustrate  the  oc- 
currence of  bradycardia  following  the 
intravenous  administration  of  succinyl- 
choline chloride.  The  phenomenon  does 
occur  but  not  so  frequently  that  succinyl- 
choline chloride  should  be  withheld  when 
its  use  is  otherwise  indicated,  nor  should 
the  prophylactic  measures  already  men- 
tioned (thiopental  sodium  induction,  ether 
anesthesia,  and  use  of  hexafluorenium) 
be  applied  routinely  for  the  sole  purpose  of 
preventing  the  complication.  However, 
once  the  arrhythmia  has  occurred,  its  re- 
version with  atropine  should  be  considered. 
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T HE  ENTITY  CHARACTERIZED  by  multiple 
episodes  of  venous  thrombosis,  which  may 
involve  superficial,  deep,  or  visceral  veins, 
was  first  recognized  as  a syndrome  and 
termed  thrombophlebitis  migrans  by  Moor- 
head and  Abrahamson.1  The  first  de- 
scription of  hemiplegia  associated  with 
cortical  venous  thrombosis  was  made  by 
Dusch.2  Because  of  the  uncommon  oc- 
currence of  either  syndrome,  the  rarity  of 
their  coincidence,  and  the  fact  that  none  of 
the  authors  has  seen  a similar  case  in  a 
decade,  we  are  prompted  to  report  the 
following  patient. 

Case  report 

An  eighteen-year-old  unmarried  Cauca- 
sian female  was  admitted  to  The  Brooklyn 
Hospital  on  October  3,  1955,  because  of 
fever  and  cough  of  three  days  duration, 
associated  at  the  onset  with  an  episode  of 
minimal  hemoptysis.  A physician  had 
prescribed  oxytetracycline  which  was  taken 
for  two  days  without  apparent  effect.  The 
patient  had  also  noted  left  upper  quadrant 
pain  radiating  to  the  left  costovertebral 
angle.  She  had  fallen  two  months  prior  to 
admission,  at  which  time  she  struck  the 


coccygeal  area;  since  then  there  had  been 
left  gluteal  pain  and  limitation  of  use  of  the 
left  lower  extremity. 

Past  history  revealed  that  the  patient’s 
physical  development  was  normal,  but  a 
low  level  of  intelligence  had  been  noticed  at 
an  early  age,  and  she  had  not  been  sent  to 
secondary  school.  She  had  enuresis  since 
infancy.  The  menarche  began  at  age 
thirteen,  with  menses  every  twenty-seven 
days  for  four  days.  Two  brothers  died  at 
fourteen  and  eighteen  years  of  age  re- 
spectively of  rheumatic  fever,  and  another 
brother  died  at  sixteen  of  multiple  sclerosis. 

Physical  examination  revealed  the 
patient  to  be  obese,  lethargic,  and  mentally 
retarded.  She  kept  falling  asleep  during 
the  examination  and  coughing  paroxys- 
mally.  Blood  pressure  was  102/62,  pulse 
100  and  regular,  temperature  101.7  F., 
and  respirations  22  per  minute.  The  skin 
was  warm,  dry,  and  smooth.  No  abnor- 
malities of  shape  of  the  head  were  noted. 
The  ears  were  normal  in  shape  and  position; 
the  canals  and  tympanic  membranes  were 
unremarkable.  Extraocular  movements 
were  normal,  conjuctivas  and  scleras  were 
normal,  and  the  pupils  and  fundi  were  unre- 
markable. The  nose,  mouth,  and  throat 
were  normal.  Neck  veins  were  not  en- 
gorged, no  nodes  were  palpable  in  the  neck 
or  elsewhere,  the  trachea  was  midline,  and 
the  thyroid  was  palpable  but  not  enlarged. 
The  breasts  were  normal.  There  was  dull- 
ness, diminished  breath  sounds,  and  coarse 
rales  over  the  right  lower  lobe  of  the  lung 
posteriorly.  The  heart  revealed  a sinus 
tachycardia  of  100  and  a Grade  II/VI  ap- 
ical, blowing,  systolic  murmur.  Left 
upper  quadrant  abdominal  tenderness 
associated  with  voluntary  guarding  was 
present;  there  were  no  palpable  masses  or 
viscera.  Left  costovertebral  angle  tender- 
ness was  elicited.  Rectal  examination  re- 
vealed normal  findings.  The  extremities 
were  unremarkable.  Neurologic  examina- 
tion disclosed  intact  cranial  nerves,  poor 
coordination  as  evidenced  by  the  finger-nose 
and  heel-knee  tests,  and  the  deep  tendon 
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reflexes  were  exaggerated  throughout. 

Laboratory  data  during  the  hospital 
course  revealed  a red  blood  cell  count  of 
3.9  million;  hemoglobin  12.8  Gm.  per  100 
ml.;  and  a white  blood  cell  count  of  11,300 
with  76  per  cent  polymorphonuclear  leuko- 
cytes, 21  per  cent  lymphocytes,  and  3 
per  cent  monocytes.  Urinalysis  yielded  a 
specific  gravity  of  1.008,  with  a trace  of 
albumin  and  no  sugar;  a few  white  blood 
cells  were  seen  in  each  high-power  field. 
The  erythrocyte  sedimentation  rate  was 
40  mm.  per  hour  uncorrected.  The  blood 
glucose  was  85  mg.,  blood  urea  nitrogen  23 
mg.,  and  creatinine  0.8  mg.  per  100  ml.; 
sodium  137  mEq.,  potassium  4.1  mEq.,  and 
chloride  99  mEq.  per  liter;  carbon  dioxide 
26  mM.  per  liter;  serum  protein  5.8  Gm. 
per  100  ml.,  albumin  3.4  Gm.  per  100  ml., 
globulin  2.4  Gm.  per  100  ml.;  and  serum 
calcium  9.0  mg.  per  100  ml.  Febrile 
agglutinins  were  negative;  heterophil 
antibody  titer  was  1 : 56  unadsorbed,  nega- 
tive after  adsorption  with  guinea  pig 
antigen,  and  1:28  after  beef  cell  antigen 
adsorption.  Cold  agglutinins  were  absent. 
A Mazzini  test  revealed  negative  results. 
An  antistreptolysin- O titer  was  125.  An 
indirect  Coombs’  test  gave  negative  results, 
fibrinogen  level  was  370  mg.  per  100  ml., 
prothrombin  time  fourteen  seconds  with  a 
control  of  thirteen  seconds,  coagulation 
time  was  five  minutes,  bleeding  time  one 
and  a half  minutes,  and  a Rumpel-Leede 
test  gave  negative  results.  Two  lupus 
erythematosus  preparations  gave  negative 
results.  A twenty-four-hour  urine  test 
gave  the  following  results:  creatine  61.4 

mg.,  creatinine  664  mg.,  uric  acid  127  mg., 
the  uric  acid-creatinine  ratio  0:4.  Ova  and 
parasites  were  not  present  in  the  stool. 
Nonhemolytic  Staphylococcus  albus  was 
cultured  from  the  nose  and  Streptococcus 
viridans  and  nonhemolytic  S.  albus  from 
the  throat.  Proteus  vulgaris,  Aerobacter 
aerogenes,  and  nonhemolytic  streptococcus 
1 were  present  in  the  urine  cultures.  Eight 
blood  cultures  were  sterile.  Spinal  tap 
revealed  an  opening  pressure  of  334  mm. 
of  water;  protein  of  34  mg.  per  100  ml.; 
a few  red  blood  cells  and  4 lymphocytes 
per  cubic  centimeter;  negative  Wasser- 
mann  test  result,  culture,  and  India  ink 
preparation;  and  a colloidal  gold  curve  of 
1,100,000,000.  Four  roentgenograms  of  the 
chest,  including  fluoroscopy,  showed  normal 


heart  and  lungs.  A supine  roentgenogram 
of  the  abdomen  showed  normal  results,  as 
did  studies  of  the  skull  and  lumbar  spine. 
Gastrointestinal  series  revealed  some  seg- 
mentation and  flocculation  of  barium.  An 
intravenous  pyelogram  showed  caliectasis, 
widening,  and  blunting  of  the  infundibulum 
on  the  right.  A pneumoencephalogram  re- 
vealed increased  air  on  the  right  side  over 
the  parietal  region.  No  shift  or  obstruction 
was  noted.  The  findings  were  interpreted 
as  suggesting  agenesis  rather  than  a space- 
occupying  lesion.  Electrocardiogram 
showed  a sinus  tachycardia  of  100.  A 
Trichinella  skin  test  gave  negative  results. 
A muscle  biopsy  was  reported  as  normal. 
Serologic  tests  for  viral  encephalitides  were 
all  reported  as  having  normal  findings. 

The  day  after  admission,  a gynecologic 
consultant’s  examination  disclosed  no  ab- 
normalities. A neurologic  examination 
found  bilateral  pyramidal  tract  disease  in 
both  upper  and  lower  extremities  with 
spasticity  and  gnostic  sensory  loss  in  the 
latter.  Euphoria  with  a mild  dulling  of  the 
sensorium  was  present.  The  right  pupil 
was  slightly  larger  than  the  left.  It  was 
felt  that  the  findings  suggested  diffuse 
cerebral  disease.  On  October  12  the  patient 
was  unable  to  walk.  There  was  impair- 
ment of  voluntary  bladder  control. 
Emotional  and  intellectual  retardation  were 
in  evidence.  The  fundi  were  normal. 
Slight  ptosis  of  the  right  lid  was  noted,  and 
the  right  pupil  was  larger  than  the  left. 
There  was  no  nystagmus.  A mild  left 
facial  paresis  was  present.  Bilateral 
pyramidal  signs  were  more  pronounced  on 
the  left,  where  Wartenberg  and  Babinski 
signs,  hyperreflexia,  and  clonus  were 
present.  On  October  29  the  patient  com- 
plained of  diplopia.  On  November  6 the 
patient’s  temperature  was  105  F.,  the  left 
calf  and  thigh  were  tender,  the  abdomen 
was  held  rigidly,  and  diminished  fremitus 
was  present  over  the  right  lower  lobe  of  the 
lung  posteriorly.  The  following  day  the 
abdominal  tenderness  had  localized  to  the 
right  lower  quadrant.  At  this  point  peni- 
cillin therapy  was  instituted  for  the 
urinary  tract  infection  which  previously 
had  been  treated  with  courses  of  sulfisoxa- 
zole,  tetracycline,  oxytetracycline,  and 
nitrofurantoin  (Furadantin).  On  Novem- 
ber 14  the  left  calf  and  thigh  were  seen  to  be 
considerably  larger  than  the  right  and  were 
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FIGURE  1.  Superior  surface  of  intact  brain. 
Thrombosed  superficial  cerebral  veins  stand  out  as 
dark  cords.  Rolandic  veins  indicated  by  arrows. 


exquisitely  tender  and  warm.  In  addition, 
there  was  moderate  edema  of  both  lower 
extremities.  On  December  10  the  patient 
had  a generalized  clonic  seizure.  Sub- 
sequently she  became  comatose  with  twitch- 
ing of  the  head  and  upper  extremities, 
predominantly  the  left.  The  temperature 
was  104  F.  The  following  day  hypotension 
became  evident,  and  adrenocortical  steroids 
and  mephentermine  were  started.  On  De- 
cember 15  the  patient  became  cyanotic  and 
expired. 

At  postmortem  examination  the  body 
was  that  of  a young,  well-developed,  and 
well-nourished  white  female.  The  face 
was  moon-shaped  but  otherwise  normal. 
The  abdomen  was  distended.  Both  legs 
were  enormously  edematous,  the  edema  ex- 
tending up  to  the  thighs. 

The  cranial  cavity  appeared  normal. 
The  cerebrospinal  fluid  was  normal  in 
color.  The  brain  was  of  normal  size  and 
appearance.  The  sinuses  of  the  dura 
mater  (superior  and  inferior,  sagittal, 
straight,  and  the  transverse  sinuses)  as 
well  as  the  external  cerebral  veins  were 
thrombosed  (Fig.  1).  After  sectioning, 
both  hemispheres  were  seen  to  contain 
extensive  punctate  hemorrhages  involv- 
ing the  gray  and  white  matter  more 


FIGURE  2.  Sections  of  whole  brain  revealing 
punctate  hemorrhages  in  frontal  and  parietal 
lobes  bilaterally  and  large  left  frontal  lobe  hemor- 
rhage (upper  left).  In  addition,  extensive  soft 
hemorrhagic  area  seen  extending  from  frontal  to 
parietal  lobe  superiorly  on  left. 


pronounced  in  the  frontal  and  parietal 
lobes.  A well-demarcated  zone  in  the  left 
frontal  and  adjacent  portion  of  the  parietal 
lobe,  3 cm.  wide,  was  found  to  be  soft  and 
hemorrhagic  (Fig.  2).  A larger  hemorrhage, 
2 by  1 cm.,  was  seen  in  the  left  frontal  lobe. 

The  pituitary  gland  was  somewhat 
bigger  than  usual,  but  no  other  abnormality 
was  found.  Nothing  unusual  was  seen  in 
the  thyroid  gland. 

The  heart  weighed  265  Gm.  and  retained 
its  normal  shape  and  position.  The  pul- 
monary conus  was  free  of  thrombi  and  em- 
boli. A partially  organized  embolus  was 
seen  overriding  the  bifurcation  of  the 
pulmonary  artery  and  extended  to  both 
branches  and  their  subdivisions. 

The  right  lung  weighed  525  Gm.  It  was 
hyperemic  with  hemorrhage  and  firmness  in 
its  lower  lobe.  There  was  one  small  area 
1.5  cm.  in  diameter  in  this  lobe  which  was 
extremely  firm,  probably  an  organizing 
infarct.  The  left  lung  weighed  460  Gm. 
and  was  congested.  The  left  lower  and 
half  of  the  upper  lobes  were  firm  and  hemor- 
rhagic and  contained  numerous  thrombosed 
small  vessels. 

The  spleen  weighed  210  Gm.  and  showed 
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congestion.  The  splenic  capsule  was  thin. 

The  mesenteric  arteries  and  veins  were 
normal.  The  right  adrenal  gland  was 
normal.  The  left  adrenal  vein  was  oc- 
cluded by  a thrombus,  but  the  gland  did 
not  show  any  gross  changes. 

The  right  kidney  weighed  200  Gm.  The 
left  renal  vein  was  entirely  obliterated  by  a 
firm,  whitish-brown  thrombus  with  a 
conical  tail  reaching  a point  about  2.5  cm. 
from  the  junction  of  the  left  renal  vein  and 
the  inferior  vena  cava.  The  thrombus 
extended  to  the  renal  hilum  and  involved 
the  small  renal  veins.  The  parenchyma 
was  soft  and  pale.  The  same  process  in- 
volved the  left  ovarian  vein.  The  urinary 
pelves,  ureters,  and  urinary  bladder  had 
injected  mucosa,  but  were  otherwise 
normal. 

The  inferior  vena  cava  was  occluded  by  a 
firm  thrombus  at  a distance  of  12  cm.  from 
its  bifurcation.  The  thrombus  had  several 
points  of  attachment  and  extended  to  both 
iliac  veins. 

The  microscopic  examination  of  the 
organs  yielded  no  additional  information  to 
the  gross  inspection  except  for  some  foci  of 
chronic  pyelonephritis  in  both  kidneys. 

The  final  anatomic  diagnoses  were: 
thrombophlebitis  involving  the  inferior 
vena  cava,  both  common  iliac  veins,  the 
left  renal,  adrenal,  and  ovarian  veins,  and 
the  sinuses  of  the  dura  mater  and  cerebral 
veins;  hemorrhage  and  ischemic  softening 
of  the  brain;  pulmonary  embolism  with 
multiple  infarction;  and  congestion  of  the 
viscera. 

Comment 

Probably  the  most  common  cause  of 
thrombophlebitis  migrans  is  visceral  car- 
cinoma. Durham3  in  his  review  mentions 
carcinoma  of  the  larynx,  thyroid,  breast, 
lung,  gallbladder,  stomach,  liver,  pancreas, 
colon,  duodenum,  ovary,  uterus,  prostate, 
rectum,  and  kidney;  lymphosarcoma;  lipo- 
sarcoma;  osteogenic  sarcoma;  Hodgkin’s 
disease;  and  plasmacytoma  as  all  being 
causally  associated  with  thrombophlebitis 
migrans.  Actually,  this  observation  was 
made  in  1865  by  Trousseau.4  Another 
well-known  association  has  been  with 
thromboangiitis  obliterans,  as  first  pointed 
out  by  Buerger.5  It  was  Sir  James  Paget5 
who  first  suggested  that  inflammation  of 


veins  could  occur  in  the  course  of  gout. 
Focal  sepsis  may  lead  to  thrombophlebitis. 
Such  a process  may  be  extremely  grave 
when  it  occurs  secondary  to  middle  ear 
infection,  as  is  common  in  children.7  In 
addition,  thrombophlebitis  migrans  has 
been  reported  in  association  with  allergy,8 
use  of  ergot,9  the  postpartum  state,10  early 
pregnancy, 1 1 polyarteritis  nodosa, 1 2 paroxys- 
mal tachycardia,13  Behcet’s  syndrome,14 
and  the  use  of  oral  contraceptives.15  As 
can  be  seen,  apparently  none  of  these 
causes  applied  to  our  case.  It  may  be 
inferred,  however,  that  the  fall  caused  a 
traumatic  thrombophlebitis  which  was 
then  aggravated  by  inactivity  and  limita- 
tion of  use  of  the  left  lower  extremity. 

Another  factor  which  is  of  interest  is  the 
patient’s  mental  retardation.  A recent 
report  by  McDonald  et  a/.16  investigated 
the  association  of  homocystinuria  with 
mental  retardation  and  spontaneous 
arterial  and  venous  thromboses.  In  a 
study  of  3 boys  and  1 girl  with  homo- 
cystinuria they  showed  that  there  was  in- 
creased platelet  stickiness.  In  addition,  the 
mixing  of  homocystine  with  the  blood  of 
normal  patients  enhanced  platelet  adhesive- 
ness. Unfortunately,  we  have  no  way  of 
knowing  whether  or  not  our  patient  had 
homocystinuria. 

While  there  was  no  obvious  coagulation 
defect  in  our  case,  abnormalities  have  been 
reported  by  others.  Eckerling,  Goldman, 
and  Gans11  found  elevated  fibrinogen 
levels.  Egeberg  and  Owren15  found  a 
shortened  partial  thromboplastin  time  and 
increased  activity  of  factors  VII  and  VIII 
in  five  healthy  women  taking  an  oral  con- 
traceptive. However,  in  the  case  reported 
by  Renner, 17  no  abnormality  of  blood 
clotting  could  be  detected. 

The  bizarre  manifestations  of  thrombo- 
phlebitis migrans  have  included  gangrene  of 
both  lower  extremities  secondary  to  arterial 
occlusion  following  venous  thrombosis, 17 
gangrene  of  the  breast,18  and  involvement 
of  the  veins  of  the  heart.1 

While  thrombophlebitis  migrans  may  be 
fulminating,  it  more  often  follows  a course 
of  exacerbations  and  remissions.  Actually, 
one  patient  had  episodes  for  eighteen  years, 
culminating  in  lymphedema  of  all  extremi- 
ties, the  abdominal  wall,  penis,  and  scrotum 
and  massive  recurrent  pleural  effusions. 19 

The  treatment  of  this  condition  is  un- 
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satisfactory.  In  those  patients  in  whom  no 
neoplasm  is  found  and  who  cannot  be 
given  anticoagulants,  Jimenez20  recom- 
mends ligation  of  the  inferior  vena  cava. 
In  our  patient  the  diagnosis  of  thrombo- 
phlebitis migrans  with  rolandic  vein  oc- 
clusion was  suspected  during  the  hospital 
course  (H.R.M.),  but  she  was  not  given 
anticoagulants  for  fear  of  bleeding  into  the 
substance  of  the  brain. 

In  1861  Dusch2  described  the  autopsy 
findings  in  a woman  who  had  developed  a 
hemiplegia  in  the  course  of  postpartum 
peritonitis.  Ecchymotic  areas  were  found 
in  the  gray  matter,  especially  along  the 
course  of  the  thrombosed  cortical  veins. 
Dusch  did  not  relate  the  thrombosis  with 
the  hemiplegia.  In  an  article  by  the  senior 
author,  characteristics  of  hemiplegia 
secondary  to  cortical  venous  thrombosis 
were  contrasted  with  those  following 
arterial  involvement  of  the  internal  capsule 
and  the  term  syndrome  of  occlusion  of  the 
rolandic  veins  first  suggested.21  In  the 
patients  with  cortical  venous  occlusion 
there  is  not  necessarily  a precipitate  onset. 
They  can  give  their  own  history  with  good 
cooperation.  There  is  no  significant  cloud- 
ing of  consciousness,  and  they  remain 
relatively  alert.  A facial  paresis,  if  present 
at  all,  is  transient.  There  is  no  significant 
disturbance  of  speech.  There  is  immediate 
or  early  spasticity  of  the  involved  muscles 
with  the  foot  most  severely  involved  with 
paralysis  and  spasticity.  A gnostic  type 
of  sensory  loss  is  present.  During  recovery 
the  hand  function  returns  first  and  the  foot 
last.  In  accordance  with  these  observa- 
tions, the  process  in  our  patient  was 
gradual  in  onset,  there  was  minimal  dulling 
of  the  sensorium,  and  no  abnormality  of 
speech  except  that  which  might  be  expected 
in  a mentally  retarded  individual;  slight 
facial  paresis  was  present,  and  gnostic 
sensory  loss  and  marked  spasticity  were 


seen  in  the  lower  extremities. 


Summary 

A case  of  an  eighteen-year-old  girl  with 
thrombophlebitis  migrans  and  the  syn- 
drome of  rolandic  vein  occlusion  is  dis- 
cussed. 
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A 

/in  illness  of  nine  weeks  duration  which 
included  a hemorrhagic  pericardial  ef- 
fusion, radiologic  visualization  of  the  peri- 
cardium, enzymatic  diagnostic  assistance, 
i and  radiologic  failure  to  demonstrate  the 
primary  pulmonary  lesion  prompts  this 
report. 

Case  report 

A fifty-two-year-old  married  man,  a 
i former  sheet  metal  worker,  was  first  seen  on 
June  10,  1961,  having  been  referred  by  his 
local  physician  for  consultation.  The  main 
complaint  was  respiratory  distress. 

Eight  weeks  ago  the  patient  had  con- 
tracted a cold  associated  with  a cough. 
The  cough  was  persistent,  dry,  and  inter- 
fered with  sleep.  On  reclining,  the  cough 
became  intolerable.  The  cough  began  to 
produce  a whitish  sputum  following  the 
administration  of  potassium  iodide.  There 
was  no  hemoptysis,  and  no  fever  was  noted 
during  this  time.  The  exhibition  of  anti- 
biotics and  cough  inhibitors  was  of  no 
great  value.  It  was  felt  that  he  had  a dif- 
fuse bronchitis. 


During  this  same  period  there  was 
marked  weakness,  excessive  sweating,  an- 
orexia, pallor,  and  an  estimated  weight  loss 
of  16  pounds.  He  had  not  been  confined  to 
bed,  so  that  he  was  able  to  note  the  ap- 
pearance of  uncomfortable  dyspnea  on 
walking  about  200  feet.  The  dyspnea  in- 
creased so  that  he  became  orthopneic  and 
required  3 pillows  at  night  for  some  com- 
fort. The  patient  also  complained  of 
vague  pains  in  the  throat,  neck,  chest,  and 
left  arm  since  the  onset  of  his  illness.  There 
were  no  skin  eruptions,  urinary  complaints, 
melena,  or  specific  neurologic  complaints. 
There  had  been  no  contact  with  tuberculosis, 
but  he  owned  a parakeet  for  the  past  three 
years  which  showed  no  evidence  of  illness. 

During  his  employment  as  a sheet  metal 
worker  for  eighteen  years,  he  was  not  ex- 
posed to  noxious  fumes. 

The  past  history  included  a tonsillectomy 
in  1938,  a duodenal  ulcer  discovered  by 
x-ray  films  in  1951,  and  a hydrocele  opera- 
tion in  1960. 

There  was  no  history  of  hypertension, 
heart  disease,  or  diabetes.  He  smoked  1 
package  of  cigarets  daily  for  many  years, 
used  no  alcoholic  beverages,  and  drank  3 
cups  of  coffee  per  day. 

On  examination,  the  patient  appeared 
pallid  with  cyanosis  of  the  lips  and  nail 
beds  and  was  slightly  dyspneic  when  in  the 
sitting  position.  He  weighed  163  pounds 
and  was  671/2  inches  tall.  Rectal  tempera- 
ture was  98.8  F.,  and  the  respirations  were 
26  per  minute.  The  pulse  was  rapid  and 
regular  at  a rate  of  128  per  minute.  The 
pulse  was  paradoxical  in  type  with  markedly 
diminished  amplitude  on  inspiration.  The 
right  external  jugular  vein  was  distended 
in  the  sitting  position.  The  thyroid  gland 
was  not  palpable,  and  no  cervical  nodes 
could  be  felt.  The  cardiac  apical  impulse 
could  not  be  felt.  The  heart  sounds  were 
distant,  and  no  murmurs  were  audible. 
The  heart  rate  synchronized  with  the  pulse 
rate  of  128.  Occasional  sonorous  rales  were 
heard  in  the  pulmonary  fields.  The  liver 
descended  6 cm.  below  the  right  costal 
margin  on  inspiration  and  was  slightly 
tender.  The  spleen  was  not  palpable. 
There  was  no  peripheral  edema,  clubbing,  or 
neuropathy,  and  the  pedal  pulses  were 
easily  felt.  No  axillary  or  inguinal  ade- 
nopathy was  found.  A dehydrocholic  acid 
(Decholin)  circulation  arm-to-tongue  time 


i 


April  1,  1966  / New  York  State  Journal  of  Medicine  881 


FIGURE  1.  Electrocardiogram  indicative  of  peri- 
carditis. Note  S-T  segment  elevations  in  leads  I, 
II,  aVI,  and  V2  to  V6. 


was  clocked  at  24.5  seconds.  On  the  same 
day,  June  10,  1961,  the  laboratory  studies 
revealed  a hemoglobin  of  13  Gm.  per  100 
ml.  with  a hematocrit  of  41,  and  a leukocyte 
count  of  19,000  with  a polymorphonuclear 
cell  count  of  80  per  cent,  stabs  8 per  cent, 
and  lymphocytes  12  per  cent.  The  sedi- 
mentation rate  was  50  mm.  in  one  hour, 
cholesterol  192  mg.  per  100  ml.,  blood 
sugar  122  mg.  per  100  ml.,  blood  urea 


FIGURE  2.  X-ray  film  of  chest,  May  17,  1961.  Nor- 
mal cardiac  outline.  Cardiothoracic  ratio  14.2:30.6. 


nitrogen  29  mg.  per  100  ml.,  albumin 
4.3  Gm.  per  100  ml.,  globulin  2.9  Gm. 
per  100  ml.,  alkaline  phosphatase  12 
King-Armstrong  units,  uric  acid  6.4  mg. 
per  100  ml.,  thymol  turbidity  1 unit, 
and  cephalin  flocculation  and  VDRL  tests 
gave  negative  results.  The  urine  showed 
protein  2 plus,  sugar  none,  but  there  were 
fine  granular  casts,  10  to  15  white  blood 
cells,  and  10  to  15  red  blood  cells  per  high- 
power  field.  The  electrocardiogram  sug- 
gested pericarditis  with  S-T  segment  eleva- 
tion in  leads  I,  II,  aVI,  and  V2  to  V6  (Fig.  1). 
An  x-ray  film  of  the  chest,  brought  by  the 
patient,  taken  on  May  17,  1961,  showed  a 
cardiothoracic  ratio  of  14.2:30.6,  normal 
cardiac  contours,  and  normal  pulmonary 
findings.  The  superior  vena  cava  appeared 
dilated  (Fig.  2). 

The  patient  was  promptly  admitted  to 
the  hospital.  His  pulse  at  this  time  was 
120,  and  blood  pressure  100  mm.  Hg 
systolic,  60  mm.  diastolic.  The  patient’s 
condition  was  poor,  and  he  was  digitalized 
on  admission  and  kept  on  maintenance 
digoxin.  The  pulse  continued  at  120  per 
minute.  A serum  glutamic  oxalacetic 
transaminase  was  290  units,  and  the  pro- 
thrombin time  was  19  seconds  with  a 
control  of  14  seconds.  Other  laboratory 
data  were  as  follows:  hemoglobin  11.2  Gm. 
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FIGURE  3.  X-ray  film  of  chest,  June  12,  1961.  Note  increase  in  transverse  diameter  of  cardiac  shadow  as- 
! sociated  with  diffuse  enlargement,  dilated  superior  vena  cava,  and  (P)  thick  left  pericardial  border.  Cardio- 
| thoracic  ratio  19.0:29.5. 


per  100  ml.,  hematocrit  38,  leukocytes 
| 29,750,  polymorphonuclear  leukocytes  75 
1 per  cent,  bonds  13  per  cent,  lymphocytes  12 
per  cent,  1 normoblast,  serum  albumin  4.7 
Gm.  per  100  ml.,  serum  globulin  2.6  Gm.  per 
100  ml.,  blood  sugar  116  mg.  per  100  ml., 
blood  urea  nitrogen  86  mg.  per  100  ml., 

! creatinine  3.8  mg.  per  100  ml.,  thymol 
i turbidity  0.4  units,  and  cephalin  floccula- 
i|  tion  2 plus.  The  urine  again  showed  2 plus 
proteins  with  a specific  gravity  of  1.020,  no 
j sugar,  but  microscopically  13  to  14  white 
blood  cells  and  10  to  12  red  blood  cells  per 
high-power  field  and  many  hyalin  and  few 
j granular  casts. 

X-ray  films  of  the  chest,  taken  on  June 
; 12,  1961,  revealed  a cardiothoracic  ratio  of 
19.0:29.5,  an  increase  of  5 cm.  in  the 
transverse  diameter  of  the  heart  in  ap- 
proximately three  weeks  (Fig.  3).  The 
x-ray  film  report  by  H.  Schwinger,  M.D., 
described  diffuse  cardiac  enlargement  with 
‘ the  cardiac  configuration  suggesting  the 
possibility  of  a pericardial  effusion.  The 


superior  vena  cava  appeared  to  be  dilated. 
At  this  time  there  also  was  noted  a thick 
linear  opaque  shadow  on  the  left  cardiac 
border  which  paralleled  the  border,  and  it 
was  felt  that  this  might  represent  thickened 
pericardium  which  was  of  lesser  density 
than  the  heart  shadow  itself  (Fig.  3,  P). 

On  the  same  day  (the  second  hospital 
day),  the  patient’s  condition  became  worse 
and  he  broke  into  a cold  clammy  sweat 
with  pronounced  dyspnea  and  orthopnea. 
A pericardiocentesis  was  performed  in  the 
fourth  left  intercostal  space,  at  which  time 
800  cc.  of  bloody  fluid  was  aspirated.  The 
needle  reached  fluid  at  a depth  of  about 
l1/*  inches.  The  fluid  failed  to  clot  but 
sedimented  rapidly,  which  was  reassuring 
since  such  a large  amount  of  blood  caused 
one  to  ponder  about  its  source  despite  the 
fact  that  the  aspirating  needle  failed  to 
oscillate.  The  fluid  was  promptly  spun 
down  and  separated  to  prevent  hemolysis 
and  sent  to  the  laboratory  for  Papanicolaou, 
tuberculosis,  and  enzyme  studies.  A simul- 
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taneous  blood  test  was  drawn  for  enzyme 
study.  Marked  improvement  followed  the 
removal  of  the  compressing  fluid,  and  the 
cervical  venous  distention  diminished.  The 
blood  pressure  rose  to  120/70  mm.  Hg,  and 
the  pulse  slowed  to  100  per  minute.  Moist 
rales  persisted  at  the  bases,  and  the  liver 
remained  at  6 cm.  below  the  costal  margin. 
The  serum  lactic  dehydrogenase  was  re- 
ported as  640  units,  while  the  pericardial 
fluid  lactic  dehydrogenase  was  2,060  units. 
The  Papanicolaou  smear  revealed  Class  III 
cells  that  were  suggestive  of,  but  not  con- 
clusive for,  a malignant  growth.  No  growth 
was  found  on  culture,  and  no  fungi  or  acid- 
fast  organisms  were  discovered.  Two  days 
later  (the  fourth  hospital  day),  on  June  14, 
1961,  another  pericardiocentesis  was  per- 
formed, and  600  cc.  of  bloody  fluid  were 
removed.  The  simultaneous  lactic  dehydro- 
genase of  the  blood  serum  was  1,020  units 
while  that  of  the  aspirate  was  7,100  units. 
The  Papanicolaou  cytologic  study  again 
was  described  as  Class  III.  The  blood  urea 
nitrogen  rose  to  96  mg.  per  100  ml.  while  the 
creatinine  was  3.2  mg.  per  100  ml. 

Electrocardiograms  on  June  12  and  15 
persisted  in  the  pericarditis  pattern  as  seen 
in  Figure  1.  Chest  x-ray  films  on  June  14 
and  15  showed  no  significant  change  despite 
the  aspirations.  The  lungs  were  per- 
sistently clear  with  no  evidence  of  infiltra- 
tion, consolidation,  or  congestive  failure. 
The  day  following  the  second  pericardial 
aspiration  (the  fifth  hospital  day),  the 
patient  became  apathetic,  speech  became 
thick  and  nasal  with  no  palatal  palsy,  and 
sacral  and  ankle  edema  were  noted.  Moist 
rales  were  noted  again  at  the  lung  bases. 
On  the  sixth  hospital  day  there  was  a 
transitory  spontaneous  improvement  in  the 
patient’s  condition,  but  the  next  day,  de- 
spite a lessened  dyspnea,  there  was  marked 
right-sided  cervical  vein  distention.  Open 
pericardiotomy  was  contemplated  because 
it  was  felt  that  the  effusion  was  due  to  a 
metastatic  malignant  growth  of  the  peri- 
cardium, but  the  patient  suddenly  expired. 
During  the  eight-day  period  of  hospitaliza- 
tion, the  temperature  reached  101  F.  on  the 
second  day  but  was  normal  thereafter. 

Autopsy  was  performed  by  Leonard 
Paris,  M.D.,  within  three  hours.  The 
pertinent  findings  follow. 

Pericardial  cavity.  The  pericardial 
cavity  was  distended  by  approximately 


1,000  cc.  of  predominantly  bloody  fluid. 
Its  lining  membrane  was  roughened  by  the 
presence  of  small,  firm,  and  yellow  nodules, 
ranging  up  to  0.1  cm.  in  diameter.  Both 
the  pericardium  and  epicardium  were 
thickened,  the  former  ranging  up  to  1.3  cm. 
in  thickness,  the  mode  being  0.5  cm. 

Pleural  cavities.  Each  pleural  cavity 
contained  no  free  fluid,  but  there  were 
a few  small  fibrous  adhesions  present  at  the 
apices. 

Heart.  The  heart  was  of  small  size, 
weighing  355  Gm.  Both  its  ventricles  were 
contracted.  Its  epicardium  was  slightly 
thickened  and  roughened  by  the  presence 
of  minute,  firm  and  yellow  nodules  measur- 
ing up  to  0.1  cm.  in  diameter.  On  section, 
all  the  chambers  were  compressed.  The 
cusps  and  leaflets  of  all  the  valves  were 
thin,  pliable,  and  filmy.  Both  coronary 
arteries  arose  by  adequate  ostia  in  their 
sinuses  of  Valsalva.  On  serial  sectioning 
of  both  coronary  arteries  and  their 
branches,  they  exhibited  moderate  mural 
thickening  with  corresponding  luminal  nar- 
rowing. There  was  no  evidence  of  either 
old,  recent,  or  fresh  occlusion. 

Respiratory  tract.  The  trachea  and 
bronchial  tree,  particularly  that  of  the 
right  side,  contained  some  blood-tinged 
material.  This  was  most  noteworthy  in 
the  bronchus  to  the  right  upper  lobe. 

Lungs.  The  right  lung  weighed  850  Gm. 
Within  its  apex,  there  was  a stony  hard 
tumor  mass  measuring  4 cm.  in  diameter, 
the  overlying  pleura  of  which  was  retracted. 
The  cut  surface  of  this  tumor  was  yellow- 
white  in  color,  and  its  periphery  was  ill- 
defined.  The  tumor  was  unrelated  to  any 
branch  bronchi.  The  branch  bronchi  of  the 
right  upper  lobe  appeared  to  be  thickened 
by  gray-white  tissue.  The  middle  and 
lower  lobes  were  congested  and  edematous. 

The  left  lung  weighed  550  Gm.  On 
section,  within  its  lower  lobe,  there  were 
scattered,  slightly  raised,  dark  purple,  dry, 
and  granular  areas  here  and  there.  In 
addition,  both  lobes  of  the  left  lung  were 
somewhat  atelectatic. 

Microscopic  pathology.  Heart.  There 
was  marked  fibrous  thickening  of  the  epi- 
cardium which  was  diffusely  infiltrated  with 
histiocytes  and  lymphocytes.  The  grossly 
described  minute  yellow  nodules,  attached 
to  the  epicardium,  consisted  of  organizing 
fibrin.  Here  and  there,  within  the 
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FIGURE  4.  (A)  Low-power  view  of  myocardium  and  pericardium  with  metastatic  implants.  (B)  Sub- 
epicardial myocardium  with  metastatic  thrombus  in  lymphatic  channel,  metastatic  implants,  and  lympho- 
cytic reaction.  (C)  Fibrous  thickening  of  epicardium.  Reaction  to  metastatic  implants. 


thickened  epicardium  as  well  as  in  the 
epicardial  fat,  there  were  nests  of  hyper- 
chromatic  pleomorphic  tumor  cells  which 
permeated  the  lymphatic  cells.  The  myo- 
cardial fibers  were  well  preserved  (Fig.  4). 

Pericardium.  The  pericardium  displayed 
a fibrous  thickening  as  noted  previously 
in  the  epicardium,  and  it,  together  with  the 
pericardial  fat,  contained  scattered  nests 
of  hyperchromatic  pleomorphic  tumor  cells 
which  showed  occasional  attempts  at 
gland  formation  (Fig.  5). 

Lungs.  The  grossly  described  tumor 
within  the  right  apex  was  made  up  of  an 
adenocarcinoma  consisting  of  malformed 
glands,  lined  by  hyperchromatic  pleomor- 
phic cells,  and  in  places  stratified  columnar 
epithelium  showing  considerable  mitotic 
activity.  These  tumor  elements  were 
separated  from  each  other  by  abundant 
fibrous  connective  tissue  stroma,  which  was 
infiltrated  in  places  with  eosinophils  and 
neutrophils.  Areas  of  necrosis  were 
scattered  throughout.  Other  sections  of 
I the  right  lobe  disclosed  this  tumor  to  in- 
i filtrate  the  bronchial  and  peribronchial 
| lymphatics.  The  alveoli  bordering  the 
I tumor  were  atelectatic  and  contained  large 
numbers  of  histiocytes  (Fig.  6). 

I Final  pathologic  diagnosis 

The  final  pathologic  diagnosis  was  (1) 
j adenocarcinoma  of  the  right  lung  with 


metastasis  to  the  epicardium  and  peri- 
cardium and  marked  cardiac  tamponade, 
and  (2)  compression  atelectasis  of  the  left 
lung. 

Comment 

The  contributory  value  of  enzyme  studies 
in  medicine  is  well  accepted  and  continues 
to  be  a most  fertile  field  for  investigation. 
The  presence  of  large  amounts  of  LDH 
(lactic  dehydrogenase)  in  the  pericardial 
fluid  suggested  the  presence  of  a malignant 
growth  in  this  patient. 

Wroblewski  and  Wroblewski1  gleaned 
from  tissue  culture  studies  that  malignant 
cells  contributed  great  LDH  activity  to 
the  bathing  fluid  medium  in  the  absence  of 
necrosis.  Their  studies  concerned  pleural 
and  peritoneal  effusions  containing  malig- 
nant cells.  Positive  test  results  were  found 
in  fluids  from  21  patients  with  carcinoma. 
The  effusion  LDH  exceeded  the  serum 
LDH  in  each  instance.  Grossly  hemolyzed 
specimens  were  not  used,  but  gross  blood  or 
xanthochromia  was  not  considered 
reason  for  rejection  of  a specimen,  the 
supernatant  fluid  being  used  for  the  test. 
This  is  extremely  important,  since  it  is 
known  that  erythrocytes,  rich  in  LDH, 
significantly  raise  the  LDH  level  in  serum 
with  slight  hemolysis.  In  several  patients 
with  myocardial  infarctions,  we  compared 
the  serum  LDH  with  an  aliquot  part  of  the 
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FIGURE  5.  (A)  Marked  fibrotic  thickening  of  visceral  pericardium  with  metastatic  implants  of  adenocar- 
cinoma. (B)  High-power  view  of  metastases  in  pericardium. 


FIGURE  6.  Adenocarcinoma  of  lung.  (A)  Low  power.  (B)  Highef  power, 
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same  blood  completely  hemolyzed  with  dis- 
tilled water.  The  hemolyzed  specimens 
exceeded  the  unhemolyzed  by  three  to  five 
times  in  LDH  value. 

In  a recent  study,  Erickson,2  employing 
the  LDH  activity  of  effusion  fluids,  con- 
firmed the  value  of  this  test  as  a diagnostic 
test  in  the  detection  of  malignant  growths, 
even  to  the  exclusion  of  tuberculosis  and 
cirrhosis  of  the  liver.  Purulent  fluids  and 
fluids  associated  with  massive  tissue  de- 
struction and  consequent  release  of  cellular 
fluids  and  enzymes  are  exceptions  to  be 
considered  in  differential  diagnosis. 

Hill3  found  serum  LDH  higher  in  patients 
with  metastatic  lesions  than  in  those  with 
localized  or  regionally  spreading  tumors. 
Wroblewski,  Ruegsegger,  and  La  Due4  found 
abnormal  serum  LDH  in  10  patients  with 
carcinomatosis  as  compared  with  normal 
levels  in  50  patients  with  localized 
carcinoma. 

Increased  serum  levels  of  LDH  are  a 
reflection  of  the  release  of  the  enzyme  from 
necrotic  tissue  or  cells  with  impaired 
permeability.  In  noncardiac  disorders,  the 
elevated  serum  level  appears  to  be  related 
to  enhanced  elaboration  rather  than  release 
from  its  intracellular  site. 

One  of  the  mechanisms  for  increased 
LDH  in  neoplastic  conditions  where  there 
is  no  sustained  tissue  necrosis  was  suggested 
by  the  disparity  of  LDH  levels  in  tissue 
culture  fluids.  Benign  tissues  are  as- 
sociated with  minimal  increments  of  LDH 
in  the  bathing  medium.  However, 
malignant  tissues  are  accompanied  by 
large  increments  of  LDH  in  the  fluid 
milieu.  No  cellular  necrosis  is  involved. 
It  was  noted  that  the  growth  of  cells  in 
tissue  culture  is  accompanied  by  elabora- 
tion of  LDH  in  the  absence  of  necrosis,  and 
that  malignant  tissue  cultures  are  ac- 
companied by  large  accumulations  of  LDH. 
It  was  thus  inferred  that  the  LDH  is  as- 
sociated not  only  with  cell  growth  but  more 
likely  is  a reflection  of  disturbed  metabolic 
activity  of  malignant  cells. 

Wroblewski5  postulated  that  the  bathing 
serous  effusions  possessed  lower  protein 
content  than  plasma,  with  consequent  lower 
LDH  activity.  If  malignant  cells  are 
bathed  by  or  are  part  of  the  effusion,  then 
the  LDH  of  the  effusion  should  be  further 
elevated  by  transfer  to  the  fluid  from  the 
growing  cells.  In  an  instance  of  pericardial 

I 


effusion  containing  malignant  cells,  the 
effusion  LDH  proved  to  be  greater  than 
that  of  the  plasma  (2,400  units  versus  1,200 
units),  while  in  a case  of  pericardial  ef- 
fusion associated  with  nonspecific  benign 
pericarditis,  the  serum  LDH  was  300  while 
the  effusion  LDH  was  approximately  200. 

It  thus  seems  sufficiently  well  established 
that  the  disparity  between  serum  and 
effusion  LDH  levels  is  useful  diagnostically 
in  determining  the  cause  of  effusion  fluids 
where  suspicion  of  a malignant  growth  is 
entertained.  In  the  case  reported  here,  the 
LDH  study  aided  in  the  premortem 
diagnosis. 

In  this  patient,  x-ray  films  of  the  chest, 
both  posteroanterior  and  lateral  views,  were 
entirely  nugatory  as  regards  the  lung 
findings.  There  was  no  evidence  of  tu- 
mor mass,  consolidation,  segmental  em- 
physema, hyperillumination,  mediastinal 
displacement,  atelectasis,  or  bone  in- 
volvement. Careful  scrutiny  prior  to  and 
after  death  failed  to  reveal  any  valuable 
information  regarding  the  primary  lesion. 

Overholt  and  Atwell6  in  the  monograph 
Cancer  of  the  Lung  state  that  bronchogenic 
carcinoma  is  the  only  visual  malignant 
tumor  which  gives  a roentgen-ray  clue  to  its 
early  existence.  Clerf  and  Herbut7  in  a 
special  article  on  “The  Early  Diagnosis  of 
Cancer  of  the  Lung”  stated  that  in  most 
series  reported  x-ray  film  changes  were 
observed  in  from  95  to  98  per  cent  of  all 
patients  checked.  Despite  overwhelming 
evidence  of  diagnostic  accuracy  of  the  x-ray 
film,  it  appears  that  an  occasional  early 
case  cannot  be  located  by  this  method. 

Johnson8  states  that  most  lung  car- 
cinomas can  be  discovered  as  early  by  x-ray 
film  examination  as  by  any  other  diagnostic 
approach.  Bronchoscopy,  however,  may 
be  the  only  means  of  discovering  a small 
nonobstructive  lesion.  A simple  chest  film 
is  insufficient  for  early  lesion  detection. 
Tomography  may  aid  in  detecting  such 
lesions.  However,  the  index  of  suspicion 
must  be  high  to  request  tomographic 
study  in  the  absence  of  a visible  lesion. 

Hansen,9  in  a consecutive  series  of  343 
cases  of  bronchial  carcinoma,  found  42 
(12  per  cent)  with  no  pathologic  change  on 
chest  roentgenogram.  The  history  was 
usually  long  and  symptoms  typically  bron- 
chial. The  symptoms  which  fired  suspicion 
of  bronchial  cancer  were  cough,  change  in 
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the  usual  cough,  expectoration,  strident 
respiration,  dyspnea,  and  pain  in  the  thorax. 

Bronchoscopy  gives  a positive  diagnosis 
about  equally  often  in  early  and  late  cases 
of  bronchial  cancer  and  is  equally  essential 
in  excluding  and  in  establishing  the 
diagnosis.  Normal  x-ray  films  in  2 planes 
and  normal  bronchoscopy  will  with  con- 
siderable certainty  exclude  the  possibility 
of  bronchial  cancer. 

Wierman,  McDonald,  and  Clagett10  cite 
several  cases  of  carcinoma  of  major  bronchi 
in  which  chest  x-ray  films  appeared  normal 
while  sputum  findings  were  positive  for 
carcinoma  cells.  In  these  instances  surgi- 
cal resection  revealed  that  the  lesions  were 
not  readily  apparent.  Some  are  in  situ 
carcinomas  while  others  are  grossly  minute 
lesions  with  a wide  area  of  in  situ  carcinoma 
surrounding  the  invasive  portion. 

Norris,11  in  response  to  a question  posed 
in  Medical  Tribune,  stated  that  “since 
probably  30  to  40  per  cent  of  bronchogenic 
carcinomas  arise  in  a main  or  lobar  bron- 
chus, it  is  logical  that  there  will  be  no 
roentgen  abnormalities  until  the  degree  of 
obstruction  produced  is  sufficient  to  inter- 
fere with  air  exchange,  bronchial  drainage, 
or  both.” 

Holman  and  Okinaka12  reviewed  16  cases 
of  occult  carcinoma  of  the  lung  and  sug- 
gested a program  of  x-ray  film  study,  bron- 
choscopy, and  tomography  where  indi- 
cated. 

Bisel,  Wroblewski,  and  La  Due  in  1953 13 
studied  the  incidence  of  clinical  mani- 
festations of  cardiac  metastases  in  500 
consecutive  deaths  due  to  neoplastic  dis- 
eases. The  3 commonest  tumors  with 
cardiac  metastases  were  (1)  malignant 
melanoma,  (2)  carcinoma  of  the  breast,  and 
(3)  carcinoma  of  the  lung.  Of  35  patients 
with  carcinoma  of  the  lung,  11  (31  per  cent) 
showed  involvement  of  the  heart.  Only  one 
chest  x-ray  film  revealed  pericardial  ef- 
fusion because  of  neoplastic  involvement  of 
the  pericardium.  The  primary  source  was 
not  stated.  No  patient  had  cardiac 
metastases  alone,  but  there  was  always 
concomitant  widespread  involvement  of 
other  organs.  At  this  time,  1953,  they 
found  “No  single  clinical  picture  or  labora- 
tory findings  characteristic  of  cardiac  metas- 
tases.” Cytologic  study  of  aspirated  peri- 
cardial fluid  was  considered  possibly 
diagnostic  if  the  results  were  positive. 


A recent  study  by  Barbour,  Hirst,  and 
Johns14  of  105  cases  of  nontraumatic  hemo- 
pericardium  indicated  the  commonest  cause 
to  be  rupture  of  a myocardial  infarction, 
and  the  second  most  frequent  cause  was 
a ruptured  aortic  aneurysm,  especially 
the  dissecting  type.  Metastatic  carcinoma 
caused  hemopericardium  in  4 cases  (2 
breast,  1 pulmonary,  and  1 gastric).  In 
the  instance  due  to  bronchogenic  carcinoma, 
the  pericardium  was  involved  by  direct  ex- 
tension from  an  adjacent  pulmonary  focus. 
In  most  instances,  the  amount  of  blood  was 
less  than  500  cc.  (100  to  1,000  cc.);  the 
normal  sac  can  tolerate  80  to  100  cc.  without 
symptoms  of  tamponade.  Over  200  cc.  are 
more  likely  to  produce  symptoms,  and  over 
300  cc.  rapidly  accumulated  are  apt  to 
prove  fatal. 

Thurber,  Edwards,  and  Achor15  found 
secondary  invasion  of  the  pericardium  in 
10.4  per  cent  of  instances  of  carcinoma  of 
the  lung.  Generally  there  were  extensive 
metastases  elsewhere  as  well.  Cardiac 
function  was  impaired  in  27  per  cent  of  the 
cases,  most  commonly  due  to  the  effusion, 
and  next  in  frequency  due  to  myocardial 
invasion.  Interestingly,  they  noted  that 
S-T  elevations  in  the  electrocardiogram 
were  more  frequent  in  nonspecific  peri- 
carditis than  in  those  affected  with  a 
malignant  growth. 

The  pericardial  sac  normally  contains 
20  to  50  cc.  of  fluid.  Rapid  accumulation 
of  fluid  causes  cardiac  tamponade,  since 
the  fibrous  or  parietal  layer  of  the  peri- 
cardium does  not  stretch  readily.  A 
gradual  accumulation  of  fluid  permits  dis- 
tention of  the  sac  so  that  it  may  hold  several 
liters.  Pericardial  effusion  to  be  visualized 
radiologically  usually  requires  approxi- 
mately 300  cc.  of  fluid. 

Ritvo16  states  that  densities  continuous 
with  the  cardiac  contour  may  be  due  to 
primary  or  metastatic  neoplasms  of  the 
pericardium  but  does  not  describe  a thick- 
ened pericardium  as  one  describes  a 
thickened  pleura  visible  either  in  linear 
fashion  laterally  or  in  the  mediastinal  re- 
flection border. 

In  discussing  pericardial  effusion,  Schwe- 
del17  states  that  in  tuberculous  pericarditis 
the  parietal  pericardium  may  be  greatly 
thickened  but  fails  to  mention  its  ap- 
pearance on  x-ray  film  except  by  the 
contrast  introduction  of  air  following  re- 
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moved  of  fluid.  White18  maintains  that 
metastastic  pericardial  malignant  growths 
secondary  to  a lung  tumor  may  be  very 
extensive  and  presents  a photograph  of  an 
extensive  pericardial  malignant  growth 
secondary  to  tumor  at  the  apex  of  the  right 
lung  similar  to  what  was  found  in  this  case. 

Radiologically  in  this  instance,  what 
appeared  to  be  a thick  pericardial  wall 
paralleling  the  left  ventricular  contour 
proved  to  be  so  at  autopsy.  The  wall 
measured  approximately  5 mm.  on  x-ray 
film,  and  the  thickened  pericardium  meas- 
ured 5 mm.  at  autopsy.  The  different 
density  of  the  blood,  myocardium,  and  the 
markedly  thickened  pericardium  would 
account  for  the  visualization  of  the  peri- 
cardium on  the  x-ray  film  without  contrast 
air  injection. 

Jorgens,  Kundel,  and  Lieber19  report  the 
diagnosis  of  pericardial  effusion  as  being 
best  detected  by  cinefluorographic  examina- 
tion which  indicates  probable  pericardial 
effusion  if  the  apical  fat  line  lies  2 mm.  or 
more  within  the  border  of  the  left  cardiac 
silhouette. 

Summary 

A case  is  reported  of  a patient  with 
hemorrhagic  pericarditis,  secondary  to  peri- 
cardial metastases  from  a primary  adeno- 
carcinoma of  the  lung.  The  latter  was  not 
disclosed  by  usual  roentgenologic  studies 
but  discovered  at  autopsy,  although  the 
lesion  was  4 cm.  in  diameter. 

The  thickened  pericardium  was  seen  as  a 
linear  opaque  shadow  on  the  left  cardiac 
border,  which  was  confirmed  at  autopsy. 
Enzyme  study  of  the  aspirated  hemorrhagic 
fluid  (centrifuged)  aided  in  the  suspicion  of 
a malignant  growth  by  marked  disparity 
of  the  heightened  lactic  dehydrogenase  as 
compared  with  the  serum  lactic  dehydro- 
genase. Studies  of  the  latter  have  indi- 
cated that  such  may  be  a confirmatory  in- 


dication of  the  presence  of  a malignant 
growth. 

It  thus  becomes  evident  that  thickened 
pericardium  may  be  seen  on  x-ray  films, 
lactic  dehydrogenase  enzyme  studies  may 
prove  helpful  as  a diagnostic  aid,  and  pul- 
monary lesions  of  4-cm.  diameter  may  not 
be  disclosed  by  usual  roentgenologic  studies. 
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T he  management  of  primary  malignant 
neoplasms  of  the  appendix  has  posed  a dif- 
ficult problem  for  the  clinician  because  of 
its  rarity.  A general  hospital  that  treats 
more  cases  of  acute  appendicitis  is  in  a better 
position  to  observe  a case  of  appendiceal  ne- 
oplasm from  its  inception.  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases,  because 
of  its  nature,  seldom  treats  a case  of  acute 
appendicitis,  and  most  cases  of  appendiceal 
tumors  seen  here  have  been  referred  either 
because  of  recurrence  or  of  complication. 

In  recent  years  a number  of  such  unusual 
cases  were  referred  to  Memorial  Hospital, 
and  it  was  felt  that  an  analysis  of  these  pa- 
tients would  clarify  a few  aspects  of  the  natu- 
ral history  of  primary  malignant  tumors  of 
the  appendix. 

This  study  will  deal  only  with  carcinomas 
and  malignant  lymphomas  of  the  appendix. 
Carcinoid  tumors  of  the  appendix  are  ex- 
cluded because  considerable  literature  on 
the  subject  is  already  available. 

Material 

Nine  cases  of  carcinoma  and  2 of  primary 
malignant  lymphoma  of  the  appendix  were 
seen.  Three  of  these  cases  of  carcinoma 
were  mucous  producing,  and  the  remaining 


6 were  adenocarcinomas  of  the  colonic 
type.  Of  these  patients,  8 were  males  and 
3 females.  The  youngest  was  twelve  years 
of  age  and  the  oldest  eighty. 

Case  reports 

Case  1.  A sixty-eight-year-old  white 
female  was  admitted  with  the  chief  com- 
plaint of  a mass  in  the  periumbilical  region. 
Three  months  prior  to  admission  she  had 
had  an  appendectomy  at  another  hospital 
because  of  a diagnosis  of  acute  appendicitis. 
The  histologic  examination  of  the  resected 
appendix  was  said  to  have  shown  car- 
cinoma. In  spite  of  this  appendectomy  she 
did  not  feel  well  and  had  several  attacks  of 
watery  diarrhea  followed  by  the  appearance 
of  this  mass.  The  patient  was  then  referred 
here  with  a diagnosis  of  an  advanced  car- 
cinoma. 

Physical  examination  on  admission 
showed  a mass  in  the  right  periumbilical 
region,  and  a rectal  examination  demon- 
strated this  mass  to  be  in  the  right  adnexa. 
Proctoscopy,  barium  enema,  and  other  lab- 
oratory investigations  were  within  normal 
limits.  Review  of  the  previous  slide  of  the 
appendix  showed  adenocarcinoma,  grade 
II.  An  exploratory  laparotomy  was  per- 
formed, and  a 16-cm.  mass  in  the  pelvis  con- 
taining necrotic  material  and  loops  of  small 
bowel  was  observed.  A careful  dissection 
allowed  removal  of  this  mass  which  was 
caused  by  a leak  in  the  appendiceal  stump. 
Segmental  resection  of  the  involved  portion 
of  the  small  intestine  and  a right  hemico- 
lectomy were  performed.  Pathologic  ex- 
amination of  the  surgical  specimen  did  not 
show  any  residual  tumor. 

The  patient  had  an  uneventful  postopera- 
tive course  and  has  remained  free  of  disease 
to  date,  fourteen  years  after  the  right  hemi- 
colectomy. 

Case  2.  A fifty-two-year-old  white  male 
was  first  seen  in  February,  1952.  He  had 
had  a subtotal  gastrectomy  at  another 
hospital  for  a supposed  carcinoma  of  the 
stomach  in  August,  1951,  but  the  carci- 
noma promptly  recurred,  and  he  was  refer- 
red here.  In  February,  1952,  a radical  total 
gastrectomy  was  performed.  Pathologic 
study  of  the  surgical  specimen  revealed  retic- 
ulum cell  sarcoma  of  the  stomach  rather 
than  the  previous  diagnosis  of  anaplastic 
carcinoma. 
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The  patient  remained  well  until  Septem- 
ber, 1957,  when  he  was  admitted  to  a hos- 
pital in  Australia  for  an  acute  abdominal 
catastrophe.  On  a clinical  diagnosis  of 
acute  appendicitis,  the  abdomen  was  ex- 
plored. A large  fungating  mass  involving 
the  appendix  was  noted,  and  an  appendec- 
tomy was  performed.  Histologic  examina- 
tion of  the  appendix  demonstrated  adeno- 
carcinoma which  was  colonic  in  type.  The 
patient  again  was  referred  here,  and  the 
histologic  diagnosis  of  carcinoma  of  the  ap- 
pendix was  confirmed.  A right  hemicolec- 
tomy was  done  in  November,  1957.  The 
specimen  was  free  of  any  residual  tumor. 

The  patient  remained  well  for  more  than 
five  years  and  ultimately  died  in  May,  1963. 
An  autopsy  was  not  obtained;  conse- 
quently, the  exact  cause  of  death  is  not 
known. 

Case  3.  A sixty-nine-year-old  white 
male  was  admitted  with  a recurrent  tumor 
in  a laparotomy  scar.  He  stated  that  in 
August,  1959,  he  had  been  operated  on  for 
a ruptured  appendix.  The  surgical  speci- 
men had  shown  carcinoma,  and  a right 
hemicolectomy  had  been  performed.  By 
January,  1960,  a mass  was  observed  in  the 
abdominal  incision  scar,  and  the  patient  was 
referred  here  for  management. 

On  admission,  there  was  no  evidence  of 
any  systemic  disease  except  for  a 3-cm. 
fungating  lesion  in  the  laparotomy  scar. 
The  lesion  was  widely  excised.  He  re- 
mained well  until  April  of  1961;  however, 
in  May  an  umbilical  nodule  about  2 cm. 
in  diameter  was  found.  The  patient  re- 
fused any  surgical  therapy  at  that  time, 
and  external  radiation  therapy  using  a 25- 
by  26-cm.  port  was  given.  He  received  a 
total  dose  of  3,200  r.  The  therapy  was 
completed  in  December,  1961. 

In  March  of  1962  the  patient  was  found 
to  have  a large  right  lower  quadrant  mass 
which  was  associated  with  painful  bleed- 
ing through  the  rectum.  This  time  he  con- 
sented to  a re-exploration.  On  exploration 
a large  omental  mass  about  16  to  18  cm.  in 
diameter  and  a 12-cm.  mass  in  the  right 
lower  quadrant  were  noted.  Both  of  these 
masses  were  technically  unresectable.  The 
right  lower  quadrant  mass  was  seeded  with 
iridium  92  seeds  using  removable  Nylon 
tubes.  He  died  of  diffuse  disease  within 
three  months  of  seeding.  Permission  for 


autopsy  was  not  obtained. 

Case  4.  A seventy-year-old  white  male 
was  admitted  with  a right  lower  quadrant 
mass.  He  stated  that  he  had  been  suffering 
from  a sense  of  abdominal  discomfort  for 
several  months;  however,  he  had  not 
sought  medical  attention  until  after  the  ap- 
pearance of  this  abdominal  tumor. 

On  examination,  a large  right  lower  quad- 
rant mass  was  noted.  Barium  enema  was 
suggestive  of  an  extrinsic  pressure  in  the 
cecal  region.  All  other  investigations  gave 
negative  findings.  In  July,  1962,  an  explor- 
atory laparotomy  was  performed.  A large 
bulky  tumor  arising  from  the  appendix  and 
involving  the  distal  ileum  and  cecum  was 
noted.  The  tumor  invaded  the  psoas 
muscle  posteriorly,  and  the  rest  of  the  ab- 
dominal cavity  appeared  normal.  An  ex- 
tended right  hemicolectomy  including  a 
portion  of  the  right  psoas  major  muscle  was 
performed.  The  histologic  examination  of 
resected  material  showed  mucus-producing 
carcinoma  of  the  appendix. 

The  patient  had  a stormy  postoperative 
course  during  which  he  developed  multiple 
abscesses  in  the  suture  line  and  groin.  Ul- 
timately, he  was  discharged  from  the 
hospital  in  September,  1962.  In  March, 
1963,  he  was  examined,  and  a large  right 
inguinal  hernia  was  found.  While  repairing 
this  hernia,  gross  recurrent  disease  was 
felt  in  the  right  iliac  fossa.  The  patient 
remained  reasonably  well  until  June  11, 
1965,  at  which  time  his  family  reported  the 
patient  had  died  in  Greece.  The  cause  of 
death  was  not  determined  by  autopsy.  It 
is  presumed  that  he  died  of  recurrent 
disease. 

Case  5.  A seventy-five-year-old  white 
male  was  admitted  in  November,  1960, 
with  a six-week  history  of  dysphagia.  A 
diagnosis  of  carcinoma  of  the  middle  third 
of  the  esophagus  was  made.  Following 
complete  laboratory  investigation  and  pre- 
operative evaluation,  a first-stage  esoph- 
agectomy through  the  right  chest  was 
performed. 

Three  weeks  later,  during  an  abdominal 
exploration  for  colonic  transposition,  a 
right  lower  quadrant  mass  about  3.5  cm. 
in  diameter  attached  to  the  tip  of  the  ap- 
pendix was  observed.  This  was  found  to  be 
a pseudomyxoma  peritonei,  and  the  lesion 
in  the  appendix  was  reported  as  colloid- 


April  1,  1966  / New  York  State  Journal  of  Medicine  891 


producing  adenocarcinoma.  A right  hemi- 
colectomy was  performed,  and  all  attempts 
for  a colon  bypass  were  abandoned.  The 
patient  did  not  tolerate  this  procedure  well 
and  died  within  a month  of  his  second  opera- 
tion. Permission  for  autopsy  was  not  ob- 
tained. 

Case  6.  A fifty-eight-year-old  white 
female  was  admitted  with  a history  of  a 
gradually  enlarging  umbilical  mass.  Her 
local  physician  had  been  treating  her  for 
several  months  for  nausea  and  abdominal 
pain.  Approximately  one  month  before 
admission  the  umbilical  mass  was  noted. 

On  admission  she  had  ascites  and  several 
large  abdominal  masses.  The  umbilical 
mass  was  4-by  5-cm.  in  diameter.  A bat- 
tery of  laboratory  investigations  were  per- 
formed, but  the  exact  source  of  the  primary 
tumors  could  not  be  ascertained.  To  es- 
tablish the  location  of  the  primary  tumors, 
an  exploratory  laparotomy  was  performed. 

On  exploration,  3,000  cc.  of  fluid  from 
the  peritoneal  cavity  were  removed,  and 
matted  masses  of  omentum  and  a few  peri- 
toneal implants  were  noted.  The  most 
interesting  finding  was  confined  to  the  ap- 
pendix which  was  10  cm.  long  and  2 cm.  in 
diameter.  The  distal  third  of  the  organ 
was  fusiformly  enlarged  and  ulcerated.  A 
palliative  appendectomy  was  performed, 
and  the  patient  tolerated  the  procedure 
well.  Final  histologic  diagnosis  of  the  ap- 
pendiceal lesion  was  adenocarcinoma,  co- 
lonic in  type.  The  patient  died  of  diffuse 
disease  four  months  after  her  palliative  ap- 
pendectomy. Permission  for  autopsy  was 
not  obtained. 

Case  7.  A forty-two-year-old  white 
male  was  referred  here  with  the  diagnosis 
of  a carcinoma  of  the  appendix.  His  history 
showed  that  about  two  months  prior  to  re- 
ferral he  had  been  operated  on  elsewhere 
for  a diagnosis  of  acute  appendicitis.  A 
ruptured  appendix  had  been  found,  and  an 
appendectomy  had  been  performed.  Path- 
ologic material  had  shown  carcinoma,  and 
the  patient  had  been  referred  here. 

On  admission,  the  patient  was  free  of  any 
symptoms,  and  no  sign  of  gross  disease 
could  be  found.  Review  of  the  slide 
showed  adenocarcinoma,  grade  II,  which 
was  superficially  invasive.  Preoperatively, 
the  patient  was  given  2,000  r through  a total 
abdominal  port.  A right  hemicolectomy 


was  performed,  and  there  was  no  residual 
tumor  in  the  resected  specimen.  His  post- 
operative course  was  uneventful,  and  he 
has  remained  well  in  the  four  years  since 
surgery. 

Case  8.  A sixty-year-old  white  male 
was  admitted  for  the  first  time  in  March, 
1953,  with  the  chief  complaint  of  tightness 
and  pain  across  the  lower  anterior  chest. 
The  patient  stated  that  this  pain  and  tight- 
ness in  the  chest  started  in  October,  1952. 
His  family  doctor  made  a diagnosis  of  fluid 
in  the  left  chest  and  drained  this  fluid. 
Three  weeks  after  his  thoracentesis,  he 
noticed  gradual  swelling  of  his  abdomen. 
A paracentesis  was  then  performed,  and 
about  2 pints  of  bloody  fluid  were  removed. 
A course  of  antitubercular  therapy  was  in- 
stituted but  without  any  effect.  By 
March,  1953,  the  chest  symptoms  reap- 
peared, and  he  was  referred  here. 

On  admission,  he  was  a greatly  emaciated 
man  with  abdominal  distention.  Physical 
examination  revealed  a right  hydrothorax 
and  ascites.  There  was  obvious  edema  of 
both  lower  extremities  but  no  palpable 
lymphadenopathy.  The  pertinent  labo- 
ratory data  were  as  follows:  hemoglobin 

was  11  Gm.  per  100  ml.  with  normal  white 
blood  count  and  platelet  counts;  liver  func- 
tion tests  showed  sulfobromophthalein  so- 
dium injection  (Bromsulphalein)  25  per  cent 
retention,  thymol  turbidity  2.46,  alkaline 
phosphatase  25  Bodansky  units;  chest  x- 
ray  showed  bilateral  pleural  effusion;  gas- 
trointestinal series  gave  negative  findings; 
barium  enema-gas  in  cecal  deformity  was 
suggestive  of  an  organic  defect;  and  cy- 
tology of  both  pleural  and  ascitic  fluid 
showed  positive  findings  for  malignant  cells. 

A diagnosis  of  diffuse  metastatic  tumor 
from  an  unknown  primary  site  was  made. 
He  was  treated  symptomatically  by  means 
of  repeated  thoracentesis  and  paracentesis. 
A course  of  diuretics  was  given  to  relieve 
the  edema  of  the  extremities,  but  he  grew 
progressively  worse  and  died  on  August 
30,  1953.  An  autopsy  was  performed. 

The  relevant  autopsy  findings  were 
limited  to  the  abdomen.  There  were  mul- 
tivisceral  metastases,  but  the  primary  site 
was  in  the  region  of  the  appendix  and  ce- 
cum. On  examination  of  the  right  iliac  fossa, 
a large  cystic  mass  14  by  12  by  12  cm.  was 
noted.  The  cystic  mass  contained  yellow- 
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ish-gray  gelatinous  material.  The  mass 
was  attached  to  the  appendix.  The  ap- 
pendicular lumen  was  directly  continuous 
with  this  mass.  The  entire  appendix  was 
thickened,  and  the  mucosa  showed  areas  of 
ulceration.  The  cecum  per  se  was  free  of 
any  intrinsic  abnormality.  The  mesenteric 
nodes  were  enlarged  and  contained  meta- 
static disease. 

Final  histologic  diagnosis  was  mucinous 
adenocarcinoma  of  the  appendix  with  ex- 
tensive metastatic  disease  in  the  peri- 
toneum, large  intestine,  stomach,  pancreas, 
adrenal  gland,  diaphragm,  left  pleura,  lungs, 
and  peribronchial  lymph  nodes. 

Case  9.  An  eighty-year-old  white  male 
was  referred  here  in  February,  1955,  with  a 
diagnosis  of  carcinoma  of  the  prostate  with 
multiple  metastases.  In  January,  1953, 
he  noted  increasing  constipation  with  oc- 
casional rectal  bleeding.  The  clinical  ex- 
amination gave  normal  findings  except  for 
the  palpation  of  a large  prostate.  An  as- 
piration biopsy  of  the  prostate  was  inter- 
preted as  carcinoma. 

In  view  of  the  patient’s  age  and  a sup- 
posed large  prostatic  mass,  a bilateral  or- 
chiectomy was  done  in  February,  1953. 
The  patient  remained  asymptomatic  until 
December,  1954,  when  he  developed  a par- 
tial bowel  obstruction.  This  was  treated 
conservatively,  and  the  obstruction  relieved 
itself.  During  this  episode  a skin  nodule 
from  the  anterior  chest  wall  was  biopsied 
and  interpreted  as  metastatic  carcinoma. 
A skeletal  survey  showed  no  abnormalities. 
The  patient  was  placed  on  hormonal  ther- 
apy and  was  discharged  in  January,  1955. 
However,  soon  after  discharge  he  com- 
plained of  gradual  loss  of  weight,  anorexia, 
and  increasing  constipation. 

On  physical  examination  there  was  evi- 
dence of  ascites,  edema  of  the  abdominal 
wall  and  lower  extremities,  and  emaciation. 
Chest  x-ray  films  revealed  bilateral  pleural 
effusion.  He  was  preterminal,  and  before 
a complete  work-up  could  be  performed, 
he  died  on  March  2,  1955.  An  autopsy 
was  performed. 

The  pertinent  autopsy  findings  were  as 
follows.  The  esophagus,  stomach,  and 
duodenum  were  unremarkable.  The  je- 
junum was  grossly  normal  but  showed  a 
small  polyp  measuring  approximately  1 
cm.  in  diameter.  The  appendix  was  grossly 


involved  with  tumor.  The  cecum,  entire 
colon,  and  rectum  were  free  from  any  gross 
tumor.  There  were  multiple  metastatic 
nodules  in  the  mesentery.  The  rest  of  the 
abdominal  viscera  showed  multiple  meta- 
static nodules.  In  the  pelvis  there  was 
only  a metastatic  nodule  in  the  pelvic  peri- 
toneum. The  prostate  was  hypertrophied 
but  essentially  free  from  any  gross  disease. 

The  microscopic  examination  of  the  ap- 
pendix showed  massive  infiltration  of  the 
submucosa,  muscularis,  serosa,  and  vessels 
by  the  tumor.  Histologic  examination  of 
the  prostate  failed  to  show  any  evidence  of 
carcinoma  in  the  entire  gland.  The  previ- 
ous slides  were  reviewed  along  with  the 
entire  autopsy  material,  and  the  final  diag- 
nosis was  adenocarcinoma  of  the  appendix 
with  metastases  to  the  pancreas,  liver,  gall- 
bladder, adrenal  glands,  left  lung,  and 
multiple  lymph  nodes  at  various  sites. 

Case  10.  A forty-six-year-old  white  fe- 
male was  referred  here  after  an  incidental 
appendectomy  showed  lymphosarcoma  of 
the  appendix.  The  patient  was  operated  on 
elsewhere  in  January,  1947,  for  uterine 
fibroids.  During  the  course  of  total  hys- 
terectomy, an  elective  appendectomy  was 
performed.  According  to  the  surgeon,  the 
tip  of  the  appendix  was  slightly  swollen  but 
was  not  of  any  significance.  However,  the 
histologic  examination  showed  lymphosar- 
coma of  the  appendix. 

The  patient  was  seen  here  in  February, 
1947,  and  has  been  followed  since  that  time. 
She  has  remained  well  to  date,  nineteen 
years  following  her  appendectomy.  The 
histology  slide  has  been  reviewed  on  two  oc- 
casions, and  on  both  occasions  a diagnosis 
of  lymphosarcoma  has  been  substantiated. 

Case  11.  A twelve-year-old  boy  was 
referred  here  with  a diagnosis  of  lympho- 
sarcoma of  the  appendix  in  October,  1954. 
He  was  operated  on  in  August,  1954,  for  an 
acute  appendicitis,  and  an  appendectomy 
was  performed.  The  appendix  was  de- 
scribed as  11  cm.  long  and  2.5  cm.  in  di- 
ameter. The  rest  of  the  peritoneal  cavity 
was  free  of  any  tumor.  The  histologic 
diagnosis  was  lymphosarcoma. 

He  remained  well  for  two  months  and 
then  started  to  develop  a bulge  in  the  inci- 
sion line.  At  that  time  he  was  referred  to 
this  hospital.  Physical  examination  on 
admission  showed  two  small  nodules  in  the 
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previous  appendectomy  scar.  Abdominal 
palpation  revealed  a right  lower  quadrant 
mass  and  a mass  in  the  left  upper  quadrant 
which  was  thought  to  be  due  to  spleno- 
megaly. Rectal  examination  revealed  the 
presence  of  an  anterior  rectal  mass.  The 
original  slides  were  reviewed,  and  the  diag- 
nosis was  confirmed.  Laboratory  investi- 
gations included  upper  gastrointestinal 
series,  barium  enema,  chest  x-ray,  complete 
hematologic  examination,  and  liver  func- 
tion tests.  These  were  all  within  normal 
limits. 

The  patient  was  treated  by  radiation 
therapy  using  total  abdominal  ports.  The 
daily  dose  ranged  from  100  to  200  r,  and  a 
total  dose  of  4,000  r was  given.  During 
the  course  of  radiation  the  extent  of  the 
tumor  grew.  He  also  was  treated  with 
bacterial  polysaccharides,  but  no  effect 
was  noted. 

He  grew  progressively  worse,  and  died  in 
another  hospital  in  December,  1954.  An 
autopsy  was  performed,  and  the  report 
stated  that  there  was  massive  lymphosar- 
coma in  the  abdomen. 

Results 

Of  9 patients  with  carcinoma  of  the  ap- 
pendix, 1 patient  (Case  1)  has  survived  free 
of  disease  for  twelve  years  and  is  still  alive 
and  well.  One  patient  (Case  2)  survived 
eleven  years  after  subtotal  gastrectomy 
for  reticulum  cell  sarcoma  of  the  stomach 
and  five  years  after  a diagnosis  of  adeno- 
carcinoma of  the  appendix  was  made.  He 
is  said  to  have  died  with  tumor,  but  the  ex- 
act cause  of  death  is  not  known.  Only  1 
patient  (Case  7)  in  this  group  received  radi- 
ation therapy  prior  to  right  hemicolectomy, 
and  he  has  lived  free  of  tumor  for  a period  of 
four  years.  One  patient  (Case  4)  died  after 
pursuing  an  active  life  with  recurrent  disease 
in  the  right  lower  quadrant  for  three 
years  after  right  hemicolectomy.  Three  pa- 
tients died  of  disease  within  months  of  their 
treatment.  Two  patients  were  referred  here 
with  diffuse  disease,  and  in  both  patients  the 
diagnosis  was  not  established  until  autopsy. 

Of  the  2 patients  with  lymphosarcoma  of 
the  appendix,  1 has  remained  free  of  any 
systemic  manifestation  for  nineteen  years, 
and  the  other  was  curiously  radioresistant 
and  died  within  one  year  of  diagnosis  of 
massive  disease. 


Comment 

The  generally  accepted  classification  of 
primary  carcinoma  of  the  appendix  was 
first  outlined  by  Uihlein  and  McDonald1 
as:  carcinoid  type;  cystic  or  malignant 

mucocele  type  producing  pseudomyxoma 
peritonei;  and  colonic  type  similar  to  ade- 
nocarcinoma found  elsewhere  in  the  colon. 
As  has  been  mentioned  before,  discussion  of 
carcinoid  tumors  of  the  appendix  has  been 
excluded  from  this  study. 

Waugh  and  Findley2  first  pointed  out 
that  some  mucoceles  of  the  appendix  are 
carcinomatous.  Malignant  mucoceles 
characterized  by  well-differentiated  papil- 
lary adenocarcinoma  occur  either  in  a 
dilated  appendix,  the  lumen  of  which  is 
distended  with  mucinous  material,  or  in  a 
ruptured  appendix  with  pseudomyxoma 
peritonei.  The  degree  of  distention  or  the 
quantity  of  mucous  required  to  constitute  a 
malignant  mucocele  is  a moot  point.  The 
colonic  type  of  adenocarcinoma  is  charac- 
terized by  a histologic  structure  varying  in 
its  degree  of  differentiation  and  in  its 
stromal  response.  The  structure  may  be 
polypoid  or  ulcerated,  or  it  may  diffusely 
infiltrate  the  appendiceal  wall. 

A review  of  the  pertinent  literature  shows 
that  Sieracki  and  Tesluk3  possibly  arrived 
at  the  most  logical  and  reasonable  classifica- 
tion of  carcinomas  of  the  appendix.  These 
authors  classified  carcinomas  of  the  appendix 
as  invasive  and  noninvasive  in  type.  It 
is  quite  reasonable  to  assume  that  the  in- 
vasive type  would  vary  in  its  degree  of  dif- 
ferentiation. At  one  end  of  the  continuum 
are  the  well-differentiated,  more  papillary, 
more  mucous-producing,  malignant  muco- 
cele type  of  tumors,  and  at  the  other  end 
are  the  less-differentiated,  less  mucous- 
producing,  less  papillary  type  of  adenocar- 
cinomas. 

A rigid  division  between  a malignant 
mucocele  and  an  adenocarcinoma  of  the 
colonic  type,  based  primarily  on  the  histo- 
logic structure,  is  not  acceptable;  but  in- 
terestingly enough,  malignant  mucocele 
metastases  by  peritoneal  implants  and 
mesenteric  nodes  are  rarely  involved.  In 
contrast,  the  colonic  type  of  adenocar- 
cinoma follows  the  same  sequence  of  events 
as  adenocarcinomas  of  the  colon. 

The  management  of  these  patients  with 
carcinoma  of  the  appendix  has  been  tai- 
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lored  according  to  the  predominant  feature 
in  each  individual  patient.  Two  of  these 
9 patients  had  been  seen  with  diffuse  dis- 
ease, thus  allowing  active  surgical  treatment 
to  only  7 patients.  Of  these  7,  there  were 
5 with  large  intra-abdominal  masses  or  a 
recurrence  of  tumor  in  a previous  incision. 
One  of  the  5 patients  was  seen  with  an  um- 
bilical mass,  1 with  a recurrence  of  tumor 
in  a previous  incision,  and  3 with  large 
masses  in  the  right  lower  quadrant.  In  1 
of  the  latter  3 patients  the  mass  was  due  to 
a localized  abscess  (Case  1).  This  patient 
has  remained  free  of  disease  for  the  fourteen 
years  after  hemicolectomy.  The  second 
patient  (Case  4)  needed  an  extensive  right 
hemicolectomy.  This  patient  died  at  age 
seventy-three  with  recurrent  disease  three 
years  after  right  hemicolectomy.  The  third 
patient,  in  spite  of  all  therapy,  died  of 
diffuse  disease  within  months  of  surgery. 
The  patients  who  were  seen  with  umbilical 
masses  or  recurrence  of  tumor  in  a previous 
scar  also  died  of  their  cancer  very  shortly. 
The  remaining  patient  who  had  his  right 
hemicolectomy  immediately  after  diagnosis 
is  alive  and  well  four  years  after  surgery. 

There  are  2 patients  (Cases  8 and  9)  who 
were  seen  as  diagnostic  problems,  one  with 
metastatic  nodules  in  the  skin  and  the  other 
with  pleural  effusion.  The  diagnoses  in 
these  2 cases  were  not  established  until 
autopsy.  One  is  not  surprised  to  observe 
pleural  effusion  as  a complication  in  a pa- 
tient with  primary  carcinoma  of  the  colon, 
but  the  clinician  is  usually  puzzled  to  find 
it  a concomitant  condition  in  a patient  with 
primary  carcinoma  of  the  appendix. 

In  a collected  group  of  17  patients  in 
Vancouver,  Wilson4  found  that  9 of  the 
17  uncomplicated  cases  remained  well 
from  seven  months  to  ten  years.  When 
this  is  compared  to  our  group  of  7 
patients  who  had  a chance  of  cure,  it  is  to 
be  noted  that  5 of  these  7 patients  were  seen 
with  large  intra-abdominal  masses  or  local 
tumor  recurrence  in  a scar.  Two  of  these 
5 cases  lived  more  than  five  years  and  1 has 
died  subsequently,  the  exact  cause  of  death 
being  unknown.  One  patient  died  after  liv- 
ing three  years  with  known  disease.  The 
uncomplicated  case  is  still  living. 

This  study  points  out  that  the  published 
reports  on  the  low  malignancy  of  appendi- 
ceal carcinoma  cannot  be  substantiated. 
Carcinoma  of  the  appendix  is  of  indeter- 


minate malignancy.  An  invasive  cancer 
will  behave  like  any  other  colonic  cancer, 
and  a noninvasive  cancer  has  a better  prog- 
nosis than  its  counterpart. 

The  adequate  surgical  management  of 
these  cases  depends  entirely  on  a firm  histo- 
logic diagnosis  and  performance  of  a well- 
planned  right  hemicolectomy.  There  are 
reports  in  the  literature  suggesting  appen- 
dectomy for  noninvasive  carcinoma.  This 
is  a very  fallacious  idea.  If  the  decision 
about  the  degree  of  invasion  is  to  be  made 
using  frozen  section  alone,  the  onus  is  on 
the  surgeon  who  fails  to  give  the  patient  op- 
timum treatment  at  the  optimum  time. 

Two  patients  in  this  group  had  primary 
lymphosarcoma  of  the  appendix  (Cases  10 
and  11).  A review  of  the  literature  reveals 
that  this  is  an  extremely  rare  form  of  can- 
cer. Knox  in  19455  discussed  the  incidence 
of  primary  lymphosarcomas  of  the  appendix 
and  found  only  17  acceptable  cases  in  the 
literature.  It  is  difficult  to  assess  the  exact 
number  of  cases  of  primary  lymphosarcoma 
of  the  appendix;  consequently,  we  will  not 
make  any  attempt  to  describe  the  total 
number  of  cases  seen  to  date. 

Although  these  cases  are  quite  rare,  their 
behavior  and  natural  history  is  similar  to 
the  primary  malignant  lymphomas  of  the 
gastrointestinal  tract.  Of  the  2 cases  re- 
ported here,  1 patient  who  had  a simple  ap- 
pendectomy has  remained  free  of  any  dis- 
ease for  nineteen  years,  and  the  other,  a 
boy  of  twelve,  died  within  four  months  of 
the  diagnosis  (Case  11).  This  latter  pa- 
tient is  unusual  in  that  his  tumor  grew  quite 
large  while  he  was  receiving  radiation  ther- 
apy. This  created  some  confusion,  and 
the  histologic  material  was  reviewed  sev- 
eral times  by  different  pathologists,  all  of 
whom  reached  the  same  conclusion. 

Summary 

Eleven  patients  with  primary  malignant 
tumors  of  the  appendix  are  described,  9 
with  carcinoma  and  2 with  primary  lympho- 
sarcoma. It  is  pointed  out  that  a strict 
histologic  distinction  between  malignant 
mucocele  and  adenocarcinoma  of  the  colonic 
type  is  not  acceptable;  the  invasiveness  of 
these  tumors  cannot  always  be  accurately 
judged  by  histologic  examination.  The 
chances  for  survival  are  strengthened  by  an 
aggressive  surgical  approach  even  in  the 
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face  of  local  recurrence,  since  there  is  a 
chance  that  recurrence  and/or  extension 
may  be  completely  cured. 
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Chronic salicylate 
intoxication  in  adults 

Although  therapeutic  doses  of  salicylates 
rarely  cause  any  symptoms  of  intoxication, 
individual  tolerance  varies.  Salicylate  intox- 
ication is  usually  found  in  children.  When  it 
occurs  in  adults,  it  is  most  frequently  a suicide 
gesture.  Reports  of  salicylate  intoxication  in 
adults,  therefore,  usually  have  to  do  with 
cases  involving  the  ingestion  of  one  massive 
dose,  while  relatively  little  attention  is  given 
the  group  who  suffer  chronic  salicylate  in- 
toxication through  taking  excessive  amounts  in 
mistaken  attempts  at  therapy  of  some  basic 
disease  process.  This  report,  written  by  H.  D. 
Greer,  III,  M.D.,  H.  P.  Ward,  M.D.,  and  K.  B. 
Corbin,  M.D.,  and  published  in  a recent  issue 
of  the  Journal  of  the  American  Medical  As- 
sociation, is  based  on  5 adults,  all  of  whom 
had  other  primary  disease,  but  were  hospitalized 
for  symptoms  directly  related  to  salicylate 
poisoning.  The  main  features  of  the  salicylate 
intoxication  syndrome  are  confused  and  some- 
times include  bizarre  behavior  and  hyper- 
ventilation. There  may  be  movement  dis- 
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orders  or  papilledema.  Measurement  of  serum 
salicylate  levels  and  carbon  dioxide  combining 
power  confirms  the  laboratory  diagnosis  and 
may  prevent  mistaking  the  condition  for 
hysteria,  diabetic  coma,  or  other  causes  of 
oi'ganic  delirium. 

Over  a ten-year  period,  a diagnosis  of  sal- 
icylate ingestion  was  made  in  327  patients. 
Of  these,  308  were  under  seven  years  old. 
Of  the  19  over  that  age,  14  had  taken  massive 
doses  of  salicylates  as  a suicide  gesture.  The 
other  5 patients  took  excessive  chronic  doses  in 
misguided  attempts  at  therapy.  There  were 
2 men  in  the  series  and  3 women.  The  primary 
conditions  from  which  they  suffered  included 
rheumatoid  arthritis,  carcinoma,  and  neurologic 
disorders. 

Treatment,  other  than  withdrawal  of  sal- 
icylates, may  be  supportive  fluid  therapy. 
In  the  case  of  one  man  who  demonstrated 
hemiparesis  the  day  after  admission,  lapsed 
in  coma,  and  deteriorated  rapidly,  sodium 
lactate  was  started  intravenously.  Twenty- 
four  hours  later  his  sensorium  was  greatly 
improved,  and  he  could  move  his  affected  arm 
and  leg. 

None  of  these  patients  died  as  a result  of 
salicylate  poisoning. 
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An  April  Pilgrimage.  I 

— Being  the  first  part  of  a record  of  one  doctor's  search  for  knowledge  and  spring — - 


Explanatory  note:  Too  many  years  ago  on 

returning  home  for  the  holidays  after  entering 
medical  school,  I found  myself  dubbed  with  a 
new  (to  me)  sobriquet,  “Doc.”  This  was  by 
no  means  displeasing;  it  implied  tacit  recogni- 
tion of  the  future  and  certainly,  one  must  admit, 
was  more  euphemistic  than  “Lard.”  However 
there  were  aspects  of  this  change  in  status 
which  were  troublesome  and  occasionally 
embarrassing.  Chiefly  it  was  questions,  usually 
humorous,  about  the  treatment  of  this  or  that 
symptom;  at  times  an  inquiry  about  a serious 
medical  problem;  and  even,  once  in  awhile, 
requests  for  advice  about  which  physician 
should  be  consulted  for  this  or  that  service 
either  legal  or  illegal.  Although  one  answered 
nonsense  with  nonsense  and  quip  with  quip, 
and  frankly  admitted  ignorance  of  the  rami- 
fications of  the  serious  query,  as  well  as  ignoring 
requests  relating  to  “who  was  the  best  doctor” 
for  a specified  disease  or  conditions;  nevertheless 
there  was  an  accompanying  feeling  of  inade- 
quacy and  a sense  of  inner  uncertainty  be- 
cause I did  not  know  the  answers  to  even  the 
questions  about  relatively  simple  medical 
matters.  I would  reassure  myself  with  the 
illusion  that  next  year  I would  know  the 
answers;  and  I must  confess  that  now  some 
forty-odd  years  later,  I still  cling  to  the  opti- 
mistic hope  that  maybe  next  year  “I  will  know 
all  the  answers.” 

This  feeling  makes  a man  subscribe  to  more 
medical  journals  than  he  can  possibly  read; 
makes  him  a compulsive  attendant  at  specialty 
conventions,  postgraduate  courses,  and  re- 
fresher sessions;  and  places  him  on  the  “sucker 
list”  of  the  publishers  of  medical  texts.  Not 
that  this  is  bad,  for  in  all  truth  I never  at- 
tended a meeting,  took  a course,  or  read  a 
medical  journal  or  textbook  without  learning 
something;  and  I have  always  believed  that 
whatever  the  cost  in  time,  money,  or  effort, 
I have  invariably  received  more  than  was 
expended.  Also,  after  years  of  pursuit  of  the 
elusive,  there  dawns  the  realization  that  the 
search  for  knowledge  is  a never-ending,  life- 
long task;  but  this  rational  and  logical  under- 
standing in  no  way  blunts  my  emotional  groping 
for  the  Holy  Grail  of  the  absolute,  nor  does  it 
dull  my  optimistic  delusion  of  hoping  “next 
year  I will  know  all  the  answers.” 

The  following  is  an  account  of  a recent  such 
educational  adventure  undertaken  in  the  com- 
pany of  my  usual  companion,  a close  friend 
for  over  two  decades,  a fellow  physician  with 
much  the  same  interests,  as  depicted  by  ex- 


cerpts from  my  diary: 

Monday,  April  19,  1965:  I am  still  some- 

what bewildered  at  finding  myself  writing  this 
in  a motel  room  on  the  outskirts  of  New  York 
City.  Usually  when  Jim  and  I attend  a 
convention  or  take  a postgraduate  course 
together,  there  is  considerable  preliminary 
planning  required  in  arranging  coverage  and 
rearranging  routine  schedules.  As  a result, 
we  decide  to  attend  and  complete  our  arrange- 
ments long  before  the  actual  excursion.  In  con- 
trast, this  was  almost  a spur  of  the  moment 
affair. 

On  the  first  of  the  month  we  both  attended 
a seminar  devoted  to  the  “problem  diabetic,” 
and  during  the  coffee  break  we  discussed  the 
possibility  of  a spring  trip  and  in  particular 
about  attending  the  New  York  roentgen  ray 
meeting  scheduled  for  the  following  week. 
He  told  me  he  had  misplaced  his  copy  of  the 
program  and  before  deciding  to  go  would 
like  to  see  one,  and  so  I promised  to  send  mine 
to  him.  While  digging  through  the  debris  on 
my  desk,  I came  across  an  announcement  of  a 
postgraduate  course  in  pediatric  radiology, 
sponsored  by  the  Medical  College  of  Virginia 
from  April  20  to  24,  and  with  it  a most  enticing 
folder  describing  Richmond  in  April  and  the 
comfortable  hospitality  to  be  found  at  the  hotel. 
The  statement  that  the  course  was  designed 
“with  emphasis  on  topics  of  practical  impor- 
tance,” and  the  opportunity  to  savor  a breath  of 
spring  two  months  in  advance,  represented  an 
almost  irresistible  combination;  and  so  in  the 
hope  they  would  seduce  Jim  as  they  had  me, 
I included  them  in  the  envelope  with  the 
program  of  the  New  York  meeting. 

It  so  happened  that  before  I heard  from  Jim, 
my  associate  indicated  an  interest  in  attending 
the  meeting  in  New  York;  and  when  Jim  did 
finally  call  it  was  to  tell  me  that  the  lad  who 
covered  for  him  was  also  interested  in  that 
meeting;  and  so  we  found  any  problem  as  to 
coverage  solved  and  began  seriously  to  con- 
sider the  Richmond  trip.  He  advanced  two 
possible  obstacles:  one,  the  announcement 

indicated  the  number  of  registrants  as  well  as 
hotel  accommodations  was  limited  and  we  might 
well  be  too  late  to  be  accepted.  The  second  was 
personal.  To  drive  to  Richmond  we  would 
have  to  leave  home  Easter  Monday,  and  this 
would  necessitate  his  “running  out”  when  all 
his  family  was  at  home.  To  understand  his 
position,  he  has  14  children,  many  of  them  at  or 
above  college  age,  and  Easter  is  a time  of 
reunion.  Inasmuch  as  there  was  nothing  I 
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could  do  about  either  objection,  I left  the  de- 
cision to  him;  if  he  succeeded  in  overcoming  his 
parental  scruples,  then  he  would  immediately 
forward  the  tuition  for  both  as  well  as  the  re- 
quest for  hotel  reservations. 

It  is  a most  peculiar  thing  that  whenever  one 
introduces  Jim  or  even  writes  about  him  one 
feels  compelled  to  announce  the  size  of  his 
family.  I am  sure  the  constant  iteration  of  this 
biologic  fact  must  be  annoying,  but  I can’t 
help  it.  When  one  has  spent  most  of  his  pro- 
fessional life  in  daily  contact  with  gamma  radia- 
tion, such  an  accomplishment  by  a fellow 
radiologist  is  a comforting  fact  to  be  pro- 
claimed in  loud  and  clarion  tones,  with  no 
thought  of  his  reaction  but  to  reassure  one’s 
self. 

In  only  a couple  of  days  confirmation 
from  the  school  and  the  hotel  arrived,  although 
the  only  vacancy  was  a suite;  hence  we  are 
now  on  our  way  to  Richmond,  Virginia. 

Jim  picked  me  up  at  about  1.30  p.m.,  and  we 
had  a pleasant,  no-problem  drive  to  here. 
The  weather  was  ideal,  somewhat  cold  when  we 
left,  but  after  we  got  out  of  the  mountains  we 
shed  our  car  coats,  and  by  the  time  we  reached 
the  end  of  the  thruway  had  the  car  windows 
open.  The  time  passed  quickly,  as  it  does  when 
your  companion  is  a well-worn  and  comfortable 
friend;  one  can  enjoy  reminiscences  or  keep 
quiet  without  feeling  guilty  or  compelled  to 
attempt  talking  just  to  talk,  which  results  in 
only  artificial  and  stilted  conversation.  We 
talked  about  previous  trips,  mutual  problems, 
some  personal  matters,  and  spent  considerable 
time  chuckling  over  a recent  experience  of  his 
which  he  recounted  thus: 

As  your  can  well  imagine,  with  a family  the 
size  of  his,  the  question  of  food  is  a recurring 
and  major  problem;  and  to  facilitate  the  han- 
dling of  it,  he  owns  the  largest  freezer  he  could 
buy,  which  enables  him  to  purchase  food  in 
large  quantities  and  so  avail  himself  of  the 
savings  made  possible  by  such  purchasing  and 
also  take  advantage  of  special  sales.  A few 
weeks  before  this  was  written,  he  was  advised 
of  such  an  opportunity  afforded  by  a special 
sale  of  meat  at  the  market  he  usually  patronizes. 
Accordingly  he  visited  the  market  and  bought  a 
large  amount,  enough  to  restock  the  almost 
empty  food  freezer.  As  he  approached  the 
checkout  counter,  pushing  a well-loaded  cart 
(one  of  those  supermarket  prams  which  are  a 
monument  to  American  ingenuity  and  evidence 
the  influence  of  the  chicken  coop  school)  he  was 
followed  by  a brash  young  lad  of  about  ten  years 
of  age  who  exhibited  an  inordinate  interest  in 
the  overloaded  vehicle  Jim  was  pushing  along. 
As  they  slowed  down  at  the  approach  to  the 
cashier,  the  curiosity  became  too  acute,  and  the 
ensuing  conversation  went  this  way: 

Brash  Young  Lad:  That’s  an  awful  lot  of 

meat  for  one  guy  to  buy. 

Father  of  Fourteen:  It  is.  Isn’t  it? 

B.Y.L.:  Do  you  run  a restaurant?  It 

couldn’t  be  all  for  yourself. 

F.O.F.:  No  restaurant.  And  it  is  all  for 

just  my  own  family. 


B.Y.L.:  You  must  have  a pretty  big  family. 

F.O.F.:  Yes,  I do. 

B.Y.L.:  Tell  me,  how  many  in  your  family? 

F.O.F.:  I’ve  14  children,  with  my  wife  and 

self  that  makes  16. 

At  this  point  in  the  conversation,  the  eyes  of 
the  boy  widened,  there  was  an  incredulous  facial 
grimace,  and  then  cocking  his  head  to  one 
side  and  shrugging  his  shoulders,  he  extended 
both  hands  in  front  of  him  with  palms  upward 
and  remarked:  “Well,  there  you  are,  ask  a 

foolish  question  and  you  get  a foolish  answer.” 

Tuesday,  April  20,  1965:  Out  of  bed  at  an 

early  hour,  we  breakfasted  and  got  a fairly  early 
start  on  an  overcast  and  cloudy  day.  We  made 
good  time  over  the  Jersey  Turnpike  and  arrived 
at  Wilmington,  Delaware,  before  noon.  As  Jim 
was  greatly  interested  and  anxious  to  see  the 
new  Chesapeake  Bay  bridge-tunnel  that  was 
said  to  allow  one  to  travel  both  over  and  under 
the  Atlantic  Ocean,  I suggested  we  go  that 
route.  It  was  considerably  longer,  but  the 
hotel  had  sent  us  a firm  twenty-four  hour 
reservation,  so  we  didn’t  have  to  get  there  before 
any  deadline;  and  while  I was  not  particularly 
interested  in  either  bridge,  tunnel,  or  ocean,  I 
was  anxious  to  go  to  Richmond  by  this  approach 
which  was  the  much-delayed  route  taken  by 
McClellan  in  his  abortive  expedition  to  capture 
the  city. 

Unfortunately  we  both  were  disappointed. 
We  ran  into  occasional  rain,  and  by  the  time  we 
came  to  the  bridge-tunnel,  it  was  so  foggy  the 
only  way  we  could  tell  whether  we  were  on  the 
bridge  or  in  the  tunnel  was  by  the  lighted  tile 
walls  of  the  latter;  and  while  I do  not  doubt  the 
assertion  of  passing  over  and  under  the  Atlantic 
Ocean,  we  never  saw  the  water.  If  it  had  not 
been  for  the  car  ahead  of  us  we  would  never 
have  made  it  without  a compass. 

After  the  crossing,  we  hit  the  Norfolk  area 
just  as  Navy  employes  were  leaving  for  home; 
we  encountered  a traffic  jam  that  erased  all 
thought  of  historical  exploration  and  made  us 
seek  the  new  limited  access  highway  to  Rich- 
mond. The  sum  total  of  our  day’s  sightseeing 
was  numerous  billboards  advertising  an  azalea 
festival  featuring  the  President’s  daughter  as 
queen. 

We  located  the  hotel  without  difficulty  and 
were  able  to  drive  right  in  the  motor  entrance, 
garage  the  car  there,  and  register  before  8:00 
p.m.  The  room  clerk  was  friendly  and  solicitous, 
and  since  a double  room  had  become  vacant  he 
had  thoughtfully  substituted  it  for  the  suite; 
our  quarters  are  most  comfortable.  We 
registered  for  the  course,  receiving  our  kits,  and 
after  washing  up  went  down  to  the  dining  room. 
Here  I was  somewhat  startled  when  we  were 
addressed  in  a dignified  and  courteous  manner 
by  both  the  head  and  table  waiters  by  the  term 
“Gentlemen”;  for  many  years  my  only  contact 
with  the  word  was  its  glib  mouthing  by  some 
master  of  ceremonies,  its  unctuous  emphasis 
by  an  itinerant  toastmaster,  and  as  a designation 
of  a public  rest  room  for  the  masculine  gender. 

WRC 
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Armistead  Crump,  M.D.,  of  New  York  City 
and  Greenwich,  Connecticut,  died  on  February 
15  at  Presbyterian  Hospital  at  the  age  of  eighty- 
nine.  Dr.  Crump  graduated  in  1903  from  the 
Medical  College  of  Virginia.  For  forty-five 
years  he  had  been  a member  of  the  medical 
staff  of  Presbyterian  Hospital,  during  twenty  of 
which  he  had  directed  the  gastrointestinal 
section  of  the  Hospital’s  Vanderbilt  Clinic. 
He  had  designed  instruments  for  the  surgical 
correction  of  vascular  lesions  and  nonsurgical 
instruments  for  treating  disorders  of  the 
esophagus.  Dr.  Crump  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
Society  for  Thoracic  Surgery  (of  which  he  was 
the  last  surviving  charter  member),  the  New 
York  Gastroenterological  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Moses  Einhorn,  M.D.,  of  New  York  City, 
died  on  February  9 at  University  Hospital  at  the 
age  of  sixty-nine.  Dr.  Einhorn  graduated  in 
1922  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  former  chief  gastro- 
enterologist at  the  Bronx  Hospital  and  was 
credited  with  the  design  of  a number  of  instru- 
ments that  have  been  used  in  gastroenterology, 
among  them  being  a rapid  filtering  apparatus 
and  a lead-weighted  gastroduodenal  tube.  In 
1927  he  founded  the  Hebrew  Medical  Journal 
and  in  1951  he  founded  a library  to  serve  the 
physicians  of  southern  Israel  that  became 
known  as  the  Moses  Einhorn  Medical  Library. 
Dr.  Einhorn  was  a Fellow  of  the  American 
College  of  Gastroenterology  and  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  John  Ferrari,  M.D.,  of  Rockville 
Centre,  died  on  December  20,  1965,  at  his 
home  at  the  age  of  forty-six.  Dr.  Ferrari 
graduated  in  1948  from  New  York  Medical 
College.  He  was  an  assistant  attending  surgeon 
at  Mercy  Hospital  and  a staff  surgeon  at  South 
Nassau  Communities  Hospital.  Dr.  Ferrari 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Mario  Carlo  Gian,  M.D.,  of  Buffalo,  died  on 
January  10  at  Columbus  Hospital  at  the  age  of 
fifty.  Dr.  Gian  graduated  in  1940  from  George- 
town University  School  of  Medicine.  He  was 


chief  roentgenologist  at  Columbus  Hospital. 
Dr.  Gian  was  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  Radio- 
logical Society  of  New  York  State,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  Jacobziner,  M.D.,  of  New  York  City, 
died  on  February  8 at  The  Mount  Sinai  Hospital 
at  the  age  of  sixty-four.  Dr.  Jacobziner 
graduated  in  1926  from  University  of  Illinois 
College  of  Medicine.  He  was  an  attending 
physician  in  children’s  medicine  at  Bellevue 
Hospital  and  an  attending  pediatrician  at 
University  Hospital.  He  was  assistant  com- 
missioner of  the  New  York  City  Department  of 
Health  and  had  served  with  the  Department 
since  1930.  As  assistant  commissioner  in 
charge  of  maternal  and  child  health  services,  a 
post  he  had  held  since  1953,  he  waged  a cam- 
paign to  impress  on  parents  the  importance  of 
never  leaving  medicines  within  reach  of  children. 
In  1959,  while  he  headed  child  services,  all  City 
hospitals  were  ordered  to  record  and  keep 
permanent  records  of  footprints  of  newborn 
babies.  During  World  War  II  he  served  in  the 
Navy  Medical  Corps  and  helped  develop 
medical  services  on  Guam  and  neighboring 
Pacific  islands  following  their  liberation.  For 
his  services  he  was  awarded  the  Navy  Com- 
mendation ribbon.  In  1964  he  retired  from 
active  reserve  service  as  a captain. 

Dr.  Jacobziner  directed  the  City’s  polio 
vaccination  program  and  in  a period  of  six 
years,  from  1955  to  1961  polio  was  reduced 
from  a major  childhood  disease  to  one  averaging 
two  or  three  cases  a year  in  New  York  City. 
On  September  23,  1965,  he  participated  in  the 
inauguration  of  the  Health  Department’s 
measles  vaccination  program.  He  was  also 
director  of  the  City’s  Poison  Control  Center. 
The  recipient  of  the  Mayor’s  Public  Service 
Award  for  Professional  Achievement,  Dr. 
Jacobziner  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Public  Health  Association,  the  American 
Academy  of  Pediatrics,  the  American  Thoracic 
Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Valentine  Karnes,  M.D.,  of  Dunkirk, 
died  on  January  17  at  Brooks  Memorial  Hospital 
at  the  age  of  forty-four.  Dr.  Karnes  graduated 
in  1948  from  the  University  of  Buffalo  School  of 
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Medicine.  He  was  on  the  medical  staff  of 
Brooks  Memorial  Hospital.  Dr.  Karnes  was  a 
member  of  the  Chautauqua  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Alfonso  Anthony  Lombardi,  M.D.,  of  New 

York  City,  died  on  February  10  at  St.  Barnabas 
Hospital  at  the  age  of  forty-nine.  Dr.  Lom- 
bardi graduated  in  1943  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an 
attending  physician  at  Flower  and  Fifth  Avenue 
Hospitals,  Metropolitan  Hospital,  and  Bird  S. 
Coler  Memorial  Hospital  and  Home,  and  an 
attending  endocrinologist  at  the  United  States 
Public  Health  Service  Hospital.  He  was  the 
executive  dean  of  New  York  Medical  College, 
having  been  promoted  to  this  post  in  November, 
1962,  after  starting  as  an  associate  in  medicine 
and  instructor  in  physiology  in  1948;  in  July, 
1960,  he  became  a full  professor  and  then  asso- 
ciate dean.  Dr.  Lombardi  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Gastro- 
enterology, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  The  American 
Thyroid  Association,  the  New  York  Academy 
of  Medicine,  the  Clinical  Society,  New  York 
Diabetes  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Anthony  N.  Modica,  M.D.,  of  New  York  City, 
died  on  February  15  at  Roosevelt  Hospital  at 
the  age  of  sixty-eight.  Dr.  Modica  graduated 
in  1922  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a member  of 
the  Pan  American  Medical  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Ray  W.  Moody,  M.D.,  of  Middletown,  died  on 
January  8 at  the  Elizabeth  A.  Horton  Memorial 
Hospital  at  the  age  of  seventy-five.  Dr.  Moody 
graduated  in  1912  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  honorary  attending  psychiatrist  at  the 
Elizabeth  A.  Horton  Memorial  Hospital.  From 
1932  until  his  retirement  in  1953  he  had  been 
assistant  director  at  Middletown  State  Hospital. 
Dr.  Moody  was  a member  of  the  Orange  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Eugene  Michael  Patella,  M.D.,  of  Brooklyn, 
died  on  March  24,  1965,  at  the  age  of  fifty-nine. 
Dr.  Patella  graduated  in  1931  from  Jefferson 
Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Louis  Wender,  M.D.,  of  New  York  City,  died 
on  February  8 at  Montefiore  Hospital  at  the  age 
of  seventy-six.  Dr.  Wender  graduated  in  1913 
from  Long  Island  College  Hospital.  He  was  an 
attending  psychiatrist  and  chief  of  psychiatry 
at  Beth  Israel  Hospital.  A pioneer  in  group 
therapy,  his  former  patients  organized  an 
alumni  association,  the  Wender  Welfare  League, 
which  held  meetings  and  entertainments, 
helped  discharged  patients  resume  their  place 
in  society,  and  assisted  with  the  work  of  old 
Hillside  Hospital.  The  League  changed  its 
name  to  the  League  for  Mental  Health  at  Dr. 
Wender’s  request.  Dr.  Wender  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American 
Psychiatric  Association,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the 
New  York  Academy  of  Medicine,  the  New  York 
Neurological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Abstracts  in  Interlingua 


Hader,  M.,  Schulman,  P.  M.,  e Brudno, 

J.  J.:  Studios  fundamental  de  psychiatria 

gerontologic;  VII.  Observationes  relative  al 
uso  oral  de  pentylenetetrazol  in  patientes  de 
etate  avantiate  con  lesiones  cerebral  ( anglese ), 
New  York  State  J.  Med.  66:  841  (1  de  april) 
1966. 

Vinti-cinque  patientes  de  etate  avantiate  con 
evidentia  de  disturbation  del  circulation  cerebral 
in  consequentia  de  arteriosclerosis  cerebral 
esseva  tractate  con  pentylenetetrazol  in  doses 
oral  de  600  mg  per  die  durante  un  periodo  de 
quatro  septimanas.  Meliorationes  esseva  no- 
tate in  le  nivello  del  conscietate  e in  le  resultatos 
del  questionario  relative  al  statos  mental  e le 
test  a stimulation  simultanee  duple  de  Fink. 
Tamen,  in  essentia  pauc  melioration  occurreva 
in  le  ver  stato  mental  del  patientes.  Inves- 
tigationes  additional  del  pharmaco  es  recom- 
mendate. 

Guyer,  H.  B.:  Ruptura  del  utero  (anglese). 

New  York  State  J.  Med.  66:  845  (1  de  april) 
1966. 

Ruptura  del  utero  occurreva  41  vices  in  31.523 
parturitiones.  In  23  casos,  le  ruptura  sequeva 
un  cicatrice  uterin  jam  existente.  In  17  casos 
le  ruptura  esseva  traumatic  in  le  absentia  de 
previemente  formate  cicatrices  uterin.  In  1 
caso  le  ruptura  sequeva  un  accidente  auto- 
mobilari.  Ben  que  traumatic  interventiones 


Topical  application  of 
B complex  solutions 


Topical  application  of  a 50  per  cent  aqueous 
dilution  of  vitamin  B complex  to  the  oral  cavity 
in  9 children  resulted  in  complete  clearing  of 
thrush  growths  within  forty-eight  hours.  In 
another  case,  an  adult,  thrush  deposits  on  the 
tongue  and  pharyngeal  area  were  cleared  in 
forty-eight  hours  by  the  same  treatment.  W. 
Marshall,  M.D.,  and  L.  H.  Kwong,  M.D., 
writing  in  a recent  issue  of  the  Journal  of  the 
Medical  Association  of  the  State  of  Alabama, 
report  that  this  therapy  was  tried  after  it  was 
discovered  that  addition  of  vitamin  B complex 
to  plant  water  inhibited  the  growth  of  a penicil- 
lin-like mold  that  was  interfering  with  the  growth 
of  the  plants.  Since  Penicillium  notatum  has 
a close  biologic  relationship  to  Monilia  albicans, 


obstetric  ha  in  grande  mesura  essite  eliminate, 
le  incidentia  de  ruptura  del  utero  non  ha  de- 
cimate a causa  del  problema  de  disproportion 
in  le  femina  multipare.  Pression  fundal  esseva 
le  causa  immediate  del  rupturas  traumatic  sin 
section  cesaree  in  le  presente  serie.  Oxytocina 
intravenose  esseva  un  causa  contributori. 
Ligation  del  arteria  hypogastric  es  un  technica 
essential  pro  le  obstetrico,  e le  routinari  ex- 
ploration manual  del  utero  post  omne  parturi- 
tion es  necessari  pro  un  prompte  diagnose. 

Davis,  J.  E.,  Clyman,  M.  J.,  Decker,  A., 
Ober,  W.  B.,  e Roland,  M.:  Varicocele  como 
factor  contributori  in  infertilitate  mascule: 
Reporto  preliminari  (anglese),  New  York 
State  J.  Med.  66:  854  (1  de  april)  1966. 

In  un  gruppo  de  252  masculos  examinate  a 
un  clinica  de  fertilitate,  51  casos  de  varicocele 
esseva  trovate.  In  41  del  51  casos,  le  analyse 
del  semine  esseva  subnormal,  e un  augmentate 
numero  de  spermatocytos  immatur  esseva 
notate.  In  10  casos,  le  spermiogrammas  esseva 
normal,  e nulle  alteration  del  fertilitate  esseva 
a notar.  Le  magnitude  del  varicoceles  monstrava 
nulle  correlation  con  le  grado  del  anormalitate 
seminal.  Un  meticulose  examine  pro  le  pre- 
sentia  de  varicoceles  es  indicate  in  masculos 
infertile,  e varicocelectomia  pare  esser  recom- 
mendabile,  ben  que  le  rationes  pro  le  conse- 
quente  melioration  in  le  analyse  del  semine  non 
es  clar. 


the  causative  agent  of  human  thrush,  it  was 
reasoned  that  the  latter  might  react  the  same 
way.  A survey  of  the  literature  did  not  reveal 
any  previous  reports  of  this  treatment. 

Three  of  the  children  tested  were  Negro  and 
6 were  white.  The  adult  was  an  uncontrolled 
diabetic  patient  over  seventy  years  old  with 
both  legs  amputated.  In  vitro,  an  agar  plate 
of  one  week’s  growth  of  mold  was  used  for  test- 
ing the  lytic  power  of  serial  dilutions  of  vitamin 
B complex  in  water.  In  all  cases  the  mold  so 
treated  showed  complete  lysis.  Each  test  was 
completed  in  eight  hours.  In  vivo,  each  pa- 
tient’s oral  cavity  was  painted  with  the  B com- 
plex solution  after  each  meal  and  at  bedtime. 
Each  of  the  10  patients  was  given  penicillin 
or  oxytetracycline  orally  during  the  time  they 
were  being  given  the  topical  treatment. 

The  adult  patient  had  not  been  able  to  taste 
her  food  adequately  for  some  years.  After 
therapy  was  completed,  she  remarked  that  she 
once  more  could  enjoy  eating. 
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HALL-BROOKE  HOSPITAL 
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A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community 

Accredited  by:  The  Central  Inspection  Board 
of  the  American  Psychiatric  Ass’n. 

The  Joint  Commission  on  Accreditation  of 
Hospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Medical  Director  Clinical  Director 


HOLBROOK  MANOR  NSG 

Five  Acre*  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7 26*6 
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EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.y.  Tel:  CEntral  8-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 
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PHYSICIAN  WANTED 

Sale  or  rent:  Office  building  (de- 
ceased physician),  located  at  194 
Central  Ave.,  Silver  Creek,  N.  Y.,  30 
miles  from  Buffalo  Thru-way  exit, 
5 & 20  highways.  New  Hospital, 
new  schools,  new  library,  eight 
churches,  golfing  and  bathing. 
Most  modern  office  in  western 
New  York,  suitable  for  surgeon  or 
internest.  Fully  equipped,  X-ray, 
dark  room,  3 treatment  rooms,  con- 
sultation room,  large  waiting  room, 
reception  room.  Only  one  active 
M.D.  in  town.  Bring  no  equipment 
— we  have  it.  For  information,  con- 
tact Mabel  Jackson  Barresi,  57 
Main  St.,  Silver  Creek,  N.  Y. 

Phone:  (716)  934-2341 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations. 
Openings  for  July  1966.  ECFMG  certificate  required. 
Apply  Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  % NYSJM. 


GENERAL  PRACTITIONER  AND/OR  INTERNIST 
under  40  years  old,  wanted  for  extremely  busy  medical 
group  in  small  village  in  heart  of  the  Catskill  resort  area. 
Contact  Fred  Horwitz,  M.D.,  Ellenville,  N.Y.  (914 
647-5300. 


OBSTETRICIAN  AND  GYNECOLOGIST  NEEDED 
to  affiliate  with  Myers  Community  Hospital,  Sodus, 
New  York,  and  practice  in  community  approximately 
25,000,  northern  Wayne  County,  30  miles  from  Rochester. 
New  60  bed  hospital,  full  facilities,  completed  1964.  Also 
opportunities  for  internist  and  general  practice.  Need 
supported  by  staff  doctors.  For  interview  or  further 
information,  contact  Myers  Community  Hospital,  Doctor 
Procurement  Committee,  Sodus,  New  York. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 


INTERNIST  FOR  FAMILY  PRACTICE,  LARGE  COM- 
prehensive  medical  care  group  in  a rapidly  expanding 
suburb  of  New  York  City.  Subspecialty  in  pulmonary 
disease  or  endocrinology  desirable  but  not  required.  Initial 
salary  $15,000  Board  eligible;  $16,000  Board  certified. 
Four  weeks'  vacation,  opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  325,  % NYSJM. 


PHYSICIANS  WANTED— CONT'D 


NEUROLOGIST,  SUFFOLK  COUNTY,  BOARD  ELIG- 
ible  or  certified,  service  exempt.  Box  330,  % NYSJM. 


ORTHOPEDIC  SURGEON,  BOARD  ELIGIBLE  FOR 
group  in  rapidly  expanding  New  York  suburb.  Full  time 
position.  Initial  salary  leading  to  partnership.  Excellent 
opportunity.  Box  324,  % NYSJM. 


WANTED:  INTERNIST  TO  JOIN  3 MAN  GROUP  Ex- 
panding to  4 man  group  of  2 internists  and  2 surgeons. 
Present  group  consists  of  1 internist  and  2 surgeons. 
Beautiful,  mountainous  country  in  South  Central  New 
York  State.  Accredited  hospital.  Clinics  in  most 
specialties  serviced  by  the  Albany  Medical  Center.  Ex- 
cellent opportunity.  Box  328,  % NYSJM. 


OBSTETRICIAN-GYNECOLOGIST  WANTED  FOR 
progressive  northern  New  York  community  in  the  St. 
Lawrence  Valley.  Office  available  in  professional  building 
attached  to  70  bed  modern,  accredited  general  hospital 
which  serves  population  exceeding  15,000.  Excellent  op- 
portunity to  assume  practice  of  recently  deceased  obste- 
trician. For  information:  F.  T.  Drury,  M.D.,  Secretary, 
Medical  Staff,  E.  J.  Noble  Hospital,  Gouverneur,  New 
York  13642. 


FAMILY  PHYSICIAN  WITH  INTEREST  IN  OBSTET- 
rics  for  growing  county-seat,  educational  center  in  north- 
ern New  York  with  up-to-date,  accredited  65  bed  general 
hospital.  Excellent  laboratory  and  radiological  services. 
Professional  suite  available  at  hospital  if  desired.  Con- 
tact: Hugh  A.  Innes-Brbwn,  Secretary,  Medical  Staff. 

E.  J.  Noble  Hospital,  Canton,  New  York  13617. 


FELLOWSHIPS ' IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  3 year 
program  designed  to  provide  a well  rounded  experience  in 
diagnosis,  inpatient  and  outpatient  treatment  of  children 
and  adults,  and  forensic  and  community  psychiatry, 
through  didactic  courses  and  intensive  supervision  by 
attending  staff  connected  with  various  medical  schools 
and  analytic  institutes  in  the  New  York  City  area.  Op- 
portunity for  elective  work  in  variety  of  fields  of  special 
interest  (community,  forensic  or  college  psychiatry,  and 
research).  Applicants  must  have  had  3 years  experience 
in  general  practice  or  medical  specialty  other  than  psy- 
chiatry. Stipend  $12,000  per  year.  Write:  Director  of 

Psychiatry,  Grasslands  Hospital,  Valhalla,  New  York. 


G.  P.  FOR  ASSOCIATION  WITH  PROGRESSIVE  UP- 
state  group.  Regular  hours,  vacation  coverage.  Box 
336,  % NYSJM. 


ANESTHESIA  RESIDENCY,  FIRST  OR  SECOND 
year.  Approved  community  hospital  with  close  medical 
school  affiliation;  large  volume;  excellent  teaching  pro- 
gram. Pleasant  university  city  in  East.  Box  335,  % 
NYSJM. 


LOCUM  TENENS:  LARGE  MIDTOWN  HOTEL,  NEW 
York  City,  July  and  August.  General  practitioner  or  in- 
ternist. Full  coverage  by  one  physician  preferred.  Will 
consider  two  men  working  part  time.  Box  337,  % 
NYSJM. 


OPPORTUNITY  AVAILABLE  WITH  LARGE  VOLUME 
general  practice  team  in  Southeast  Nassau  County,  New 
York.  Heavy  office,  hospital  and  nursing  home  experience 
to  be  gained.  Salary  to  start.  Your  ability  and  work  de- 
termine advancement  to  partnership.  Call  (516)  PY 
8-8011,  or  write  Box  338,  % NYSJM. 
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PRACTICE  WANTED 


EXPERIENCED  PHYSICIAN  DESIRES  TO  SHARE 
or  buy  general  medical  practice  in  Manhattan,  Bronx  or 
Queens,  New  York.  Call  WE  3-9195  after  7 p.m.,  or  write 
Box  340,  % NYSJM. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


VACATION  ON  CARE-FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


CARDIOPULMONARY  PHYSIOLOGIST,  BOARD  CER- 
tified  in  medicine  and  cardiology;  in  cardiac  laboratory  of 
medical  school.  Desires  full  time  position  in  cardiology. 
Box  331,  % NYSJM. 


CHILDREN  WITH  LEARNING  PROBLEMS  TU- 
tored.  Call  TW  8-2815  in  N.Y.C. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice.  Modem,  2 doctor  office,  attractive  home. 
Main  highway,  center  of  town,  near  ocean.  Immediate 
practice  and  income;  good  investment  against  inflation. 
Also  suitable  for  specialsts,  especially  internist,  with  or 
without  doing  some  general  practice  at  the  beginning. 
Retiring.  Box  319,  % NYSJM. 


GENERAL  PRACTICE,  OFFICE-HOME  COMBINA- 
tion  for  sale.  Lower  Westchester.  Fully  equipped,  air 
conditioned,  excellent  location.  Gross  $43,000.  Could  be 
used  for  internal  medicine;  no  OB.  Good  hospital,  good 
schools.  Will  introduce.  Leaving  to  specialize.  Box  339, 
% NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK-DUTCHESS  COUNTY;  NEW  PROFES- 
sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone;  454- 
0322. 

NEW— BEAUTIFUL— PRESTIGE.  MEDICAL  ARTS 
Center,  Hillsdale,  Bergen  County,  N.  J.,  Main  St.,  town 
center.  Private  parking;  private  entrances  avail.  Suites 
designed  from  your  plans.  Two  nearby  hospitals  cur- 
rently expanding.  Established  dentist  leasing.  Unusually 
good  terms  provided.  Call  (201)  391-3574  or  (201)  666- 
0770. 


PRESTIGE  LOCATION 

For  Medical- — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

13-Story  All  Conditioned  Apt  Bldg,  (comet  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


34,000  SQ.  FT.;  2 FULL  FLOORS;  BLOCK  FRONT; 
will  divide.  Excellent  location  for  medical  center  in  grow- 
ing metropolitan  New  York  community  (Queens).  All 
transit  facilities,  15  minutes  to  Manhattan.  Modern  air 
conditioning;  automatic  elevators;  excellent  fight  4 sides; 
connected  by  interior  stairways.  Reasonable  rent.  Im- 
mediate occupancy.  Will  alter  to  suit.  For  details 
write;  P.  O.  Box  2742,  Grand  Central  Station,  New  York, 
N.  Y.  10017. 


FOR  RENT:  MEDICAL  OFFICE,  COMPLETELY 

equipped,  including  E.C.G.,  X-ray,  patients’ records,  cen- 
tral air  conditioning.  Sheepshead  Bay,  near  transportation 
SH  3-4100,  ext.  497  days.  TW  1-2566  eves.  & weekends- 


MEDICAL  BUILDING,  BUFFALO  SUBURBS,  AM- 
herst.  New  York.  Modern  1500  sq.  ft.,  one  floor,  brick 
and  block  building.  Spacious  waiting  room,  3 treatment 
rooms,  consultation  room  and  laboratory.  Paved  parking; 
excellent  location.  Lembke  & Nauth,  Inc.,  Realtors,  1964 
Kensington  Ave.,  Buffalo,  New  York  14215.  Phone 
TF  9-2710. 


PROFESSIONAL  APARTMENT  FOR  RENT:  4 ROOM 
professional  apartment  in  new  corner  house  with  separate 
entrance.  Ideal  location.  A new  neighborhood  in  dire 
need  for  professionals.  Must  be  seen  to  be  appreciated. 
Skyline  House,  Canarsie,  80th  St.  & Ave.  M.,  Brooklyn. 
Call  HI  4-8208. 


EAST  72ND  AND  LEXINGTON.  PROFESSIONAL 
office,  reasonable  rent,  available  mornings,  afternoons  and 
evenings.  Separate  entrance,  main  floor;  doormen;  5 
furnished  rooms  suitable  for  installation  of  any  equipment. 
Close  to  subways,  buses;  very  convenient  location.  Box 
333,%  NYSJM. 


FOREST  HILLS,  NEW  YORK,  7 ROOM  DETACHED 
solid  brick  house;  furnished,  3 bedrooms,  near  express 
subway  station  and  bus  stop  and  center  of  town.  Ex- 
cellent location,  residential  neighborhood.  Readily 
adaptable  for  physician’s  office.  Many  additional  fea- 
tures. Box  332,  % NYSJM. 


MODERN  PROFESSIONAL  OFFICE  FOR  RENT; 
occupied  by  successful  G.P.  for  11  years.  Left  due  to 
illness.  Ground  floor  in  pharmacy  building;  excellent 
facilities;  reasonable  rent.  Queens  County.  Phone 

VI  9-8376. 


LEASES  AVAILABLE  AT  BROADRIDGE  MEDICAL 
Building.  Modern  air-conditioned  suites  designed  for 
physicians  and  surgeons.  Suburban,  with  grade  level 
entrances  and  off  street  parking.  Located  on  Northern 
Boulevard  at  Roslyn  in  Nassau  County.  Near  several 
major  hospitals.  Excellent  transportation.  Ray  Beck, 
Box  413,  Port  Washington,  N.Y. 
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heart  disease 
or  psychic  tension? 


“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigpe  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to 
10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  initially, 
increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects : Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for 
convenience  and  economy  in  prescribing. 


Valium’ 


(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling 
the  inflammatory  symptoms  of  many  dermatoses  including  neur( 
dermatitis.  ARISTOCORT  Cream  or  Ointment,  sparingly  appliec 
to  affected  areas,  reduces  both  the  itching  and  the  inflammatior 
Three  or  four  applications  daily  bring  early  symptomatic  relief 


A -w-j  cf  r\r*r*  topical  cream  0.1% 
Xli  lo  lUvUl  l AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


A 0 + rfcr>r\T»+‘  topical  cream  0.1%, 

Al  Id  lUVUl  l»  AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 

INDICATIONS : In  addition  to  neurodermatitis, 
the  ARISTOCORT  Triamcinolone  topical  prepa- 
rations have  been  found  effective  as  adjuncts  in 
treating  atopic  dermatitis,  eczematous  dermati- 
tis, nummular  eczema,  contact  dermatitis,  pru- 
ritus ani  and  vulvae,  generalized  erythrodermia, 
external  otitis,  seborrheic  dermatitis,  eczema- 
tized  psoriasis  and  eczematized  mycotic  der- 
matitis. In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent,  but  the  0.5%  concentration  may 
elicit  a more  satisfactory  response  in  some,  spe- 
cifically in  atopic  dermatitis,  eczematous  derma- 
titis, seborrheic  dermatitis  and  certain  cases  of 
psoriasis. 

ADMINISTRATION  and  DOSAGE:  Apply 
sparingly  to  the  affected  area  3 or  4 times  daily. 
Some  cases  of  psoriasis  may  be  more  effectively 
treated  if  the  0.1  % Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

CONTRAINDICATIONS : Tuberculosis  of  the 
skin,  herpes  simplex,  chicken  pox  and  vaccinia. 

PRECAUTIONS  and  SIDE  EFFECTS:  Do  not 
use  in  the  eyes  or  in  the  ear  (if  drum  is  perfo- 
rated). Side  effects  — A few  individuals  react 
unfavorably  under  certain  conditions.  If  side  ef- 
fects are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on 
infected  areas  should  be  attended  with  caution 
and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of 
discontinuing  therapy  and/or  initiating  anti- 
bacterial measures.  Generalized  dermatological 
conditions  may  require  systemic  corticosteroid 
therapy.  Steroid  therapy,  although  responsible 
for  remissions  of  dermatoses,  especially  of  aller- 
gic origin  cannot  be  expected  to  prevent  recur- 
rence. The  use  over  extensive  body  areas,  with 
or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate 
precautions  should  be  taken.  When  occlusive  non- 
permeable dressings  are  used,  miliaria,  follicu- 
litis and  pyodermas  will  sometimes  develop.  Lo- 
calized atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  tech- 
nique. When  occlusive  nonpermeable  dressings 
are  used,  the  physician  should  be  aware  of  the 
hazards  of  suffocation  and  flammability.  The 
safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Do  not  use  in  large  amounts 
or  for  long  periods  of  time. 

PACKAGES : Tubes  of  5 and  15  Gm. ; % lb.  jar. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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when  pain  is  beyond  the 
reach  of  simple  analgesics 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain 
perception -and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


TRANCO-GESIC  is  so  well  tolerated  it  can 
be  prescribed  for  anyone  who  can  take 
aspirin.  It  is  non-narcotic,  and  free  from 
dangers  of  addiction,  habituation,  or 
dependence. 

TRANCO-GESIC  is  effective  in  all  types  of 
mild  and  moderate  pain.  Of  862  patients  who 
were  treated  with  chlormezanone  and 
aspirin  for  various  disorders,  88%  reported 
excellent  or  good  pain  relief.1 

Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur. 
Reversible  cholestatic  jaundice  has  been  reported 
on  rare  occasions.  However,  in  4,653  patients 
treated  with  chlormezanone,  97.7%  had  no  side 
effects.1  Contraindication:  just  one:  sensitivity  to 
aspirin.  Dosage:  Adults,  usually  2 tablets  three  or 
four  times  daily.  Children  (from  5 to  12  years), 

1 tablet  three  or  four  times  daily. 

1.  Collective  studies,  Department  of  Medical 
Research,  Winthrop  Laboratories. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EHG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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Doctor... two  important 
Lederle  products  for 

routine  office  procedures 

v J 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE* 

POLIOVIRUS  VACCINE,  LIVE, ORAL 

TRIVALENT 

SABIN  STRAINS,  TYPES  1, 2 and  3 

Fast,  simple  administration-and  economy  for  the 
patient-make  the  new  0.5  cc  single-dose  vial 
of  ORIMUNE  Trivalent  ideal  for  private  practice. 
(Packaged  5 to  a box  with  5 sterilized  disposable 
droppers  for  your  convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 
Only  2 doses  required  for  complete,  initial  immu- 
nization for  patients  more  than  a year  old. 
Effectiveness-may  be  expected  to  confer  active 
immunity  against  all  three  types  of  poliovirus 
infection  in  at  least  ninety  percent  of  suscep- 
tibles  only  if  given  at  full  dosage,  as  directed.  No 
characteristic  side  effects  have  been  reported. 
There  are,  however,  certain  contraindications. 
These  are,  broadly:  acute  illness,  conditions 
which  may  adversely  affect  immune  response, 
and  advanced  debilitated  states.  In  these,  vacci- 
nation should  be  postponed  until  after  recovery. 
In  infants  vaccination  should  not  be  commenced 
before  the  sixth  week  of  life.  Do  not  give  to 
patients  with  viral  disease,  or  if  there  is  persis- 
tent diarrhea  or  vomiting.  ORIMUNE  and  live 
virus  measles  vaccine  should  be  given  separately. 
Dosage— initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months).  Booster  immu- 
nization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 
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simplifies  routine  screening 

TUBERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  * Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older 
standard  intradermal  tests*,  but  faster  and  easier 
to  use.  Since  TINE  TEST  is  relatively  painless  it 
should  receive  greater  patient  acceptance.  Re- 
sults are  read  at  48-72  hours.  The  self-contained, 
completely  disposable  unit  requires  no  refrigera- 
tion and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation, 
ulceration  or  necrosis  at  test  site.  Contraindica- 
tions, none;  but  use  with  caution  in  active  tuber- 
culosis. Available  in  boxes  of  5 (new  individually- 
capped  unit);  cartons  of  25. 

'Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Wil- 
liams, W.:  Scientific  Exhibit  Presented  at  the  An- 
nual Meeting  of  the  National  Tuberculosis  Asso- 
ciation, Chicago,  Illinois,  May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

605-6-3390 


Month  in  Washington 


The  U.S.  Department  of  Health,  Education, 
and  Welfare  has  issued  strict  guidelines  pro- 
hibiting racial  segregation  in  hospitals  receiving 
money  from  the  Federal  government.  The 
Department  said  in  a policy  statement  that 
schools,  hospitals,  and  nursing  homes  must 
adhere  to  the  guidelines  if  they  are  to  continue 
receiving  Federal  funds  under  the  Civil  Rights 
Act  of  1964. 

Surgeon  General  William  H.  Stewart  of  the 
Public  Health  Service  said  more  than  10,000 
hospitals  receiving  Federal  funds  had  been  sent 
new  rules  and  compliance  reports.  He  said  such 
hospitals  must  not  separate  or  discriminate  on 
the  basis  of  race  or  national  origin  in  the  care 
and  treatment  of  patients.  Hospitals  are  being 
asked  “whether  patients  are  assigned  to  all 
rooms  and  facilities  without  regard  to  race, 
color,  or  national  origin;  whether  all  persons 
are  allowed  to  use  entrances,  admission  offices, 
waiting  rooms,  dining  areas  and  cafeterias, 
toilets  and  lavatories,  and  other  service  facil- 
ities; whether  the  hospital  accepts  and  ap- 
proves applications  for  staff  privileges  and  train- 
ing without  regard  to  race,  color,  or  national 
origin;  and  other  similar  questions.”  An  up-to- 
date  patient  census  by  race  must  be  indicated  on 
the  questionnaire,  as  must  a breakdown  by  race 
of  physicians  holding  staff  privileges. 

If  evidence  of  discriminatory  practice  is  in- 
dicated in  the  returned  questionnaire,  the 
specific  areas  of  failure  to  comply  will  be  pointed 
out.  The  hospital  will  then  be  given  an  op- 
portunity to  eliminate  its  discriminatory  prac- 
tices as  quickly  as  possible.  Where  discrimina- 
tion persists,  the  hospital  will  be  excluded  from 
any  new  Federal  assistance  programs,  such  as 
Health  Insurance  for  the  Aged  (Medicare), 
which  begins  on  July  1.  When  negotiations  fail 
to  achieve  compliance,  steps  will  be  taken  to 
terminate  present  assistance,  or  compliance  will 
be  secured  through  enforcement  by  the  courts. 

The  Office  of  Equal  Health  Opportunity  is 
administratively  located  in  the  Office  of  the 
Surgeon  General  and  will  be  headed  by  Mr. 
Robert  M.  Nash.  It  will  employ  a staff  with 
special  competencies  and  responsibilities  in  re- 
view and  investigation  of  complaints,  evaluation 
of  complaint  and  compliance  reports,  public 
information  activities,  fiscal  and  statistic  anal- 
ysis, compliance  negotiations,  and  development 
of  recommendations  for  corrective  action  within 
the  law.  The  staff  will  include  experts  in  such 
areas  as  law,  contracts,  professional  education 
and  project  grants,  hospitals  and  nursing  homes, 
and  state  and  local  health  agencies. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


An  Office  of  Equal  Health  Opportunity  has 
been  set  up  by  the  Public  Health  Service  to 
monitor  compliance  with  the  Civil  Rights  law  on 
behalf  of  all  Federal  agencies  in  the  health  and 
medical  fields.  Stewart  said,  “The  Public 
Health  Service  intends  to  exert  every  effort  to 
see  that  discrimination  with  respect  to  race, 
color,  or  national  origin  is  halted  in  all  health 
and  medical  institutions  and  agencies  receiving 
Federal  assistance.” 

*** 

The  American  Medical  Association  supports 
a legislative  proposal  for  the  Federal  licensing  of 
dealers  in  research  cats  and  dogs  to  protect  such 
pets  from  theft  and  insure  their  humane  care. 
The  American  Medical  Association  opposes 
licensing  of  research  laboratories  themselves 
and  sees  no  need  to  include  other  research  ani- 
mals in  such  a Federal  program.  In  a state- 
ment submitted  to  the  House  Agriculture  Com- 
mittee when  it  was  considering  such  legislation, 
the  A.M.A.  said: 

...[We]  firmly  agree  that  any  improper 
practices  which  do  exist  in  the  procurement 
of  experimental  animals  should  be  cor- 
rected ... 

The  A.M.A.  supports  the  purposes  of  the 
provisions  of  the  bill  which  afford  protection 
to  owners  of  cats  and  dogs  from  the  practice 
of  pet  stealing.  The  Association  urges,  how- 
ever, that  the  provisions  with  respect  to  the 
licensing  of  research  facilities  (and  the  setting 
of  standards)  be  deleted.  We  further  urge 
that  the  bill  be  restricted  to  cats  and  dogs  and 
not  include  other  vertebrate  animals. 

The  A.M.A.  said  there  is  no  need  for  the 
government  to  supervise  laboratories  because 
“the  standards  of  animal  care  in  research  facil- 
ities in  the  United  States  are  generally  high”  and 
voluntary  efforts  “are  effectively  accomplishing 
the  goal  of  maintaining  good  animal  care  in  the 
laboratory.”  As  for  protecting  research  mice, 
rats,  guinea  pigs,  and  so  on  from  theft,  the 
A.M.A.  pointed  out  that  they  rarely  are  pets 
and,  with  few  exceptions,  are  obtained  from  a 
few  national  breeding  laboratories  which  supply 
genetically  pure  inbred  strains. 

*** 

The  Veterans  Administration  is  planning  a 
three-state  test  of  a simplified  method  of  admin- 
istering its  so-called  “home  town”  program 
under  which  eligible  veterans  are  treated  by 
local  physicians  on  a fee-for-service  basis. 
Alabama,  Indiana,  and  Colorado  were  selected 
for  pilot  programs  beginning  next  July  1. 
Officials  of  the  Veterans  Administration  are 

continued  on  page  920 


916  New  York  State  Journal  of  Medicine  / April  15,  1966 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  who 
-either  from  lack  of  motivation,  or  as  a result 
of  surgery,  trauma  or  extended  illness -are  on 
their  way  to  malignant  inactivity... 


The  Mediatric  Age: 

Unfortunately,  there  is  no  cure.  But  there  are, 
largely  through  your  own  interest  and  direction, 
ways  to  help  them  back  to  a more  active  and 
useful  life.  There  are  medicines,  too,  designed  to 
help.  One  such  has  proved  useful  in  clinical  practice: 


I 


“ Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 


*k 


‘‘Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients." 


Arnold,  E.  T.,  Jr.:  Geriatrics  12: 612 
(Oct.)  1957. 


‘‘A  steroid-nutritional 
compound  ( Mediatric ) was  used 
in  100  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


■I 


McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


‘‘Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can't 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift . . . 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens-equine) , 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  "mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens-equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 

MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 

♦Conjugated  estrogens-equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide 50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 

contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Mate  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N. Y.  10017  • Montreal,  Canada 
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hopeful  that  the  programs  will  prove  so  success- 
ful in  four  or  five  months  that  the  simplified 
method  can  be  used  nation-wide. 

Under  the  experimental  program,  veterans 
entitled  to  treatment  on  a fee  basis  will  receive 
an  identification  card  stating  the  conditions  for 
which  they  may  be  treated.  Veterans  then 
may  seek  treatment  when  they  need  it  from 
doctors  of  individual  choice.  Doctors  will  treat 
the  patient  to  the  extent  they  believe  is  needed 
and  bill  the  V.A.  for  “customary  and  usual” 
fees.  Physicians  will  be  asked  to  submit  medi- 
cal reports  only  when  there  is  a significant 
change  in  a veteran’s  service-connected  condi- 
tion. A schedule  of  maximum  fees  will  be 
maintained  confidentially  by  agreement  with 
the  state  medical  society,  and  fees  in  excess  of 
the  maximum  will  be  reduced.  If  the  cost  of 
continuous  treatment  is  expected  to  exceed 
$30  per  month,  prior  authorization  from  the 
V.A.  will  be  required. 

*** 

President  Johnson  is  seeking  Congressional 
approval  of  a $1  billion  expansion  of  Federal 
domestic  health  programs.  In  a domestic 
health  message  to  Congress,  Johnson  estimated 
that  such  programs,  after  the  expansion,  would 
cost  the  Federal  government  $4.67  billion  in  the 
1967  fiscal  year  beginning  next  July  1.  In  addi- 
tion, Medicare  expenditures  of  Social  Security 
tax  funds  are  estimated  at  more  than  $3  billion 
for  the  year. 

Johnson  announced  plans  for: 

— Reorganization  of  health  functions  of  the 
U.S.  Department  of  Health,  Education,  and 
Welfare. 

— Federal  grants  “to  enable  states  and 
communities  to  plan  the  better  use  of  man- 
power, facilities,  and  financial  resources  for 
comprehensive  health  services.” 

— Programs  to  strengthen  the  nation’s  sys- 
tem of  health  care. 

— A three-year  program  of  Federal  aid  in 
training  of  more  health  workers. 


— An  increase  in  medical  research. 

— Additional  steps  to  meet  specific  health 

problems  such  as  alcoholism,  birth  control, 

mental  retardation,  and  nutrition. 

Johnson  also  said  that  in  fiscal  1968  he  wants 
to  start  “new  state  formula  grants  for  compre- 
hensive health  services”  and  additional  grants 
to  states,  communities,  and  hospitals  to  meet 
special  health  problems.  To  strengthen  the 
nation’s  system  of  health  care,  the  President 
proposed  Federal  aid  in  modernization  of  obso- 
lete hospitals,  aid  to  group  practice  clinics,  and 
aid  to  research  and  demonstration  projects  “in 
the  organization,  financing,  utilization,  and 
delivery  of  health  services.”  But  the  program 
to  provide  government  financing  for  group 
practice  medical  and  dental  centers  ran  into 
trouble  in  its  first  Congressional  test  this  year. 
Wilbur  J.  Cohen,  assistant  H.E.W.  secretary, 
acknowledged  under  sharp  questioning  before  a 
House  Housing  Subcommittee  that  no  figures 
are  available  since  1959  on  how  many  group 
practice  clinics  have  been  financed  through 
regular  bank  loans.  Cohen  testified  that  in 
1946  there  were  400  clinics  for  group  practice 
and  “nearly  2,000”  now  based  on  a projection 
of  a 1959  figure  study. 

Johnson  announced  that  H.E.W.  secretary 
John  W.  Gardner  had  been  directed  to:  (1) 

appoint  an  Advisory  Committee  on  Alcoholism; 
(2)  establish  in  the  Public  Health  Service  a 
center  for  research  on  the  cause,  prevention, 
control,  and  treatment  of  alcoholism;  (3)  de- 
velop an  education  program  in  order  to  foster 
public  understanding  based  on  scientific  fact; 
and  (4)  work  with  public  and  private  agencies 
on  the  state  and  local  level  to  include  this  disease 
in  comprehensive  health  programs.  The  Presi- 
dent said  administration  plans  call  for  “a  sizable 
increase”  in  expenditures  for  birth  control  re- 
search, training  and  services  by  the  National 
Institute  of  Child  Health  and  Human  Develop- 
ment, and  for  H.E.W.’s  Children  Bureau  and 
the  Office  of  Economic  Opportunity  (poverty 
program) . 
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The  cancer  with  the  highest  incidence:  skin.  The  cancer  with  the  highest  mortality  rate:  lung. 
Both,  ironically,  the  most  preventable  of  all  cancers. 

Lung  cancer  kills  some  47,000  Americans  every  year.  Estimates  are  that  more  than  75% 
of  lung  cancers  are  caused  by  cigarette  smoking... a preventable  habit. 

About  80,000  Americans  develop  skin  cancer  each  year.  Since  its  principal  cause  is 
excessive  exposure  to  the  sun,  preventive  measures  are  clear. 

Basal  cell  and  squamous  cell  carcinoma,  commonest  forms  of  skin  cancer,  are  easily 
cured  in  their  early  stages.  The  high  incidence  of  skin  cancer,  the  suffering,  disability  and 
disfigurement  which  too  often  accompany  it,  make  it  a challenging  problem. 

In  its  program  of  bringing  vital  facts  about  cancer  to  the  public,  the  Society  has  two 
new  films,  both  available  for  showing  through  any  ACS  Unit.  WHO,  ME?  dramatizes  the 
hazards  of  cigarette  smoking.  SENSE  IN  THE  SUN  urges  both  sun  workers  and  sun  wor- 
shippers to  exercise  caution.  Like  all  Society  films,  their  object  is  to  save  lives  and  diminish 
suffering  from  cancer  by  giving  forceful  expression  to  many  of  the  facts  about  cancer  with 
which  you,  doctor,  guide  your  patients. 

american  cancer  society 


.j 
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Medical  Schools 


Downstate  Medical  Center 

Special  events.  The  Annual  Student  Council 
Lecture  was  held  on  April  11.  Francis  D. 
Moore,  M.D.,  Mosely  Professor  of  Surgery, 
Harvard  Medical  School,  spoke  on  “The 
Intensive  Care  of  Critical  Illness.”  On  April 
13  the  fourth  in  a series  of  five  postgraduate 
“Seminars  in  Treatment  and  Rehabilitation  of 
Selected  Chronic  Diseases”  was  held.  The 
Seminar  was  on  “Amputation”  and  was  spon- 
sored by  the  Department  of  Rehabilitation 
Medicine  and  the  Kings  County  Chapter  of 
the  American  Academy  of  General  Practice 
under  a grant  from  the  Bureau  of  State  Services 
of  the  Public  Health  Service.  Seminar  topics 
presented  were:  “Cigaret  Smoking  and  Its 

Relation  to  Peripheral  Vascular  Disease”; 
“The  Limb  Deficient  Child”;  The  Geriatric 
Amputee”;  and  “The  quest  to  Meet  the  Need 
in  Prosthetics  and  Ortho  tics.” 

New  two-year  program  in  physical  therapy. 

A two-year  program  on  “Physical  Therapy” 
will  be  offered  beginning  in  September,  1966. 
The  first  curriculum  in  the  Center’s  new 
College  of  Health  Related  Professions,  it  will 
be  the  first  State-supported  physical  therapy 
school  in  the  New  York  City  area  and  one  of 
49  schools  of  physical  therapy  in  the  country. 
The  new  program  can  accept  25  students  who 
will  enter  at  the  junior  level.  They  must  have 
had  two  years  of  liberal  arts  preparation  and 
have  met  the  prerequisites  of  two  semesters 
each  of  English,  the  biological  sciences,  chem- 
istry, physics,  and  college  mathematics.  Those 
who  complete  the  program  will  be  awarded 
the  bachelor  of  science  degree  in  physical 
therapy. 

The  junior  and  senior  years  will  be  divided 
into  quarters  with  a summer  session  a the  end  of 
the  first  year.  Courses,  which  will  be  taught  in 
the  Basic  Sciences  Building,  the  new  University 
Hospital,  and  Kings  County  Hospital,  will 
include  human  gross  and  applied  anatomy, 
physiology,  neurophysiology,  pathology,  ortho- 
pedics, neurology,  pediatrics,  and  dermatology. 
Professional  courses  in  principles  and  practices 


of  physical  therapy,  tests  and  measurements, 
and  introduction  to  and  participation  in 
clinical  skills  will  be  developed  with  the  basic 
sciences  in  a logical  sequence  in  order  to  cor- 
relate their  content. 

Seminars,  courses  in  administration,  teaching, 
research,  and  technics  in  medical  writing  will 
be  featured  in  the  program. 

Samuel  B.  Feitelberg,  director,  Program  in 
Physical  Therapy  and  assistant  professor  of 
physical  therapy,  is  a graduate  of  the  School 
of  Physical  Therapy  of  the  College  of  Physicians 
and  Surgeons,  and  holds  a masters  degree  in 
special  education  from  Columbia  University’s 
Teachers  College. 

Yearly  tuition  will  be  $400  for  New  York 
State  residents  and  $600  for  nonresidents,  plus 
a $25  college  fee. 

New  York  Medical  College 

Postgraduate  education.  A monthly  series 
of  seminars  on  “Diabetes  Today”  is  being 
presented  by  the  College’s  Diabetes  Center  in 
Room  C-825,  Fifth  Avenue  at  106th  Street,  on 
Tuesdays  at  4:30  p.m.  On  April  5 the  guest 
speaker  was  Kurt  Lange,  M.D.,  professor  of 
medicine.  Dr.  Lange  discussed  “Renal  Com- 
plications in  Diabetes  Mellitus.” 

On  May  3,  Priscilla  White,  M.D.,  senior 
physician,  Joslin  Clinic,  will  discuss  “Preg- 
nancy and  Diabetes.” 

All  interested  physician  are  invited  to  attend 
the  meetings.  The  approximate  length  of  the 
lectures  is  one  hour  and  there  will  be  a period 
of  questions  and  answers. 

New  appointment.  Arthur  Grishman,  M.D., 
has  been  appointed  clinical  professor  of  med- 
icine and  chief  of  the  Section  on  Cardiology, 
Department  of  Medicine.  Dr.  Grishman  will 
be  in  charge  of  teaching  and  investigation  in  the 
field  of  cardiology  at  the  College  and  will  head 
the  cardiac  services  at  Flower  and  Fifth  Avenue, 
Metropolitan,  and  Bird  S.  Coler  Hospitals. 
He  succeeds  David  Scherf,  M.D.,  who  has 
been  made  emeritus  professor. 
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in  breadwinners  anxiety... 

He’s  40,  but  probably  feels  older. 

His  income  is  average,  but  he  thinks  it 
inadequate.  He’d  like  to  achieve  more  but  feels 
tied  down.  His  health  is  good, 
but  he  thinks  not. 

This  anxious  patient  and  others  can 
feel  more  comfortable  on  Vistaril... 
because  Vistaril  calms  smoothly,  makes  them 
feel  better  without  the  euphoria  or  psychic 
overgratification  that  fosters  habituation. 


What  is  Vistaril?  Vistaril  is  hy- 
droxyzine, a tranquilizer  entity, 
totally  different  from  the  diaze- 
pines,  meprobamates  and  the  phe- 
nothiazines.  While  equal  to  the 
diazepines  and  meprobamates  in 
effectiveness,  Vistaril  has  been 
remarkably  free  of  the  unwanted 
psychic  and  somatic  reactions 
associated  with  other  tranquilizing 
agents  because  its  primary  effect  is 
exerted  at  the  seat  of  anxiety. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  pheno- 
thiazines.  Unwanted  effects,  such 
as  hepatotoxicity,  blood  dyscra- 
sias,  skin  pigmentation,  and  opac- 
ities of  lens  and  cornea,  are  not 
characteristic  of  Vistaril  activity. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  minor 
tranquilizers.  Withdrawal  symp- 
toms, possible  psychotropic  drug 
incompatibilities,  blood  dyscrasias 
and  hepatotoxicity,  seen  with 
some  minor  tranquilizers,  are  not 
characteristic  of  Vistaril. 
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Its  site 
of  action  is 
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Turn  page  for  brief  summary. . . 


The  record  of  hydroxyzine  experience: 

Eight  years  of  clinical  effectiveness, 
over  1,000,000,000  doses  prescribed, 
more  than  500  published  papers 
covering  nearly  15,000  patients... 


Contraindications:  Hypersensitivity  to  hydrox- 
yzine. The  parenteral  solution,  for  intramus- 
cular or  intravenous  use,  must  not  be  injected 
subcutaneously  or  intra-arterially. 

Precautions:  Hydroxyzine  may  potentiate  the 
action  of  central  nervous  system  depressants. 
I n conjunctive  use,  dosage  for  these  drugs  should 
be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving 
a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have 
rarely  been  reported  when  proper  technique 
has  been  used.  On  reported  intravenous  injec- 
tion a few  instances  of  digital  gangrene  have 
occurred  distal  to  the  injection  site,  considered 
to  be  due  to  inadvertent  intra-arterial  injection 
or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  to  insure 
injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intra- 
venous administration  should  be  accomplished 
slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if 
so,  it  is  usually  transitory  and  may  disappear 


in  a few  days  of  continued  therapy  or  upon 
dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Cap- 
sules : 25  mg.,  50  mg.,  1 00  mg.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  25  mg.  per 
5 cc.  Vistaril  (hydroxyzine  HC1)  Parenteral 
Solution:  25  mg./cc. — 10-cc.  vials,  and  50  mg. 
/cc. — 2-cc.  and  10-cc.  vials. 

More  detailed  professional  information  available 
on  request. 
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for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
tends  to  run  especially  low  in  the  later  years.  For  elderly 
patients,  such  events  as  death  of  a spouse,  decline  in 
physical  health,  change  of  environment,  or  loss  of 
financial  security  may  come  as  overwhelming  burdens. 
When  your  geriatric  patient  responds  to  such  problems 
with  anxiety,  you  can  counteract  the  emotional  distress 
promptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
because,  with  its  outstanding  safety  record,  there  is 
usually  no  need  to  lower  the  dosage  os  is  the  case  with 


many  other  tranquilizers;  the  suggested  optimal  dos- 
age for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  can  be 
used  concomitantly  with  many  other  drugs,  including 
digitalis;  and  it  is  helpful  in  relieving  nervousness  asso- 
ciated with  many  organic  diseases  common  to  old  age.,f 
The  variety  of  dosage  forms  permits  flexibility  of  ad- 
ministration to  suit  convenience,  patient  preference,  or 
special  requirements. 

...In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 
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recautions  and  adverse  reactions:  The  transitory  drowsiness  which 
lay  occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 
1 1 a few  days  with  continued  therapy,  or  is  correctable  by  dosage 
iduction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses, 
ivoluntary  motor  activity,  including  rare  instances  of  tremor  and 
tnvulsions,  has  been  reported,  usually  on  higher  than  recom- 
i ended  dosage.  Hydroxyzine  HCI  may  potentiate  barbiturates, 
jircotics  such  as  meperidine,  and  other  CNS  depressants.  In  con- 
iinctive  use,  dosage  for  these  drugs  should  be  decreased.  Because 
owsiness  may  occur,  patients  should  be  cautioned  against  driv- 
g a cor  or  operating  dangerous  machinery.  Parenteral  Solution 
•cautions  and  contraindications:  This  dosage  form  is  intended 
'|ily  for  I.M.  or  I.V.  administration  and  should  not  under  any  cir- 
mstances  be  injected  subcutaneously  or  intra-arterially.  When 
:|e  usual  precautions  for  I.M.  injection  have  been  followed,  re- 
>rls  of  soft  tissue  reactions  have  been  rare.  Due  to  infrequent 
, lebitis  and,  rarely,  reversible  hemolysis  with  hemoglobinuria, 

I suiting  from  too  rapid  intravenous  administration  of  the  solution, 
administration  should  be  slow,  no  faster  than  25  mg.  per  min- 
is, and  should  not  exceed  100  mg.  in  any  single  dose.  Particular 
| re  should  be  used  to  insure  injection  only  into  intact  veins;  a 
\n  instances  of  digital  gangrene  occurring  distal  to  the  injection 
8 have  been  attributed  to  inadvertent  intra-arterial  injection  or 
| riarterial  extravasation,  both  of  which  should  be  avoided. 


Medical  association  elects  new  officers 

The  Industrial  Medical  Association  of  Up- 
state New  York,  Inc.,  held  their  winter  meet- 
ing February  26  in  Rochester.  Elected  as 
officers  and  directors  of  the  association  were 
the  following:  J.  Walter  Knapp,  M.D.,  Roches- 

ter, president;  Robert  Baysinger,  M.D.,  Water- 
town,  president-elect;  Eugene  M.  Marks, 
M.D.,  Buffalo,  vice-president;  Norman  J. 
Ashenburg,  M.D.,  Rochester,  secretary;  Rupert 

C.  Burtan,  M.D.,  Rochester,  treasurer;  Robert 
H.  Mehnert,  M.D.,  Buffalo,  and  Roland  J. 
Walker,  M.D.,  Buffalo,  directors  for  two-year 
term;  Harry  A.  Hanson,  M.D.,  Rochester, 
and  Nicholas  I.  Klimow,  M.D.,  Johnson  City, 
directors  for  one-year  term;  and  Reeve  M. 
Brown,  M.D.,  Buffalo,  and  Ian  MacLachlan, 
M.D.,  district  counsellors.  The  new  officers 
and  directors  assumed  their  duties  on  April  1. 

Personalities 

Elected.  As  officers  of  The  Radiological 
Society  of  the  State  of  New  York:  Harold  N. 
Schwinger,  M.D.,  Brooklyn,  president;  Alan 
E.  Baum,  M.D.,  Hicksville,  vice-president; 
and  John  W.  Colgan,  M.D.,  Rochester,  sec- 
retary-treasurer. 

Appointed.  Russell  S.  Burdge,  M.D.,  Syos- 
set,  as  consultant  on  medical  services  for  the 
Nassau  County  Welfare  Department.  . . Joseph 

D.  Godfrey,  M.D.,  orthopedic  surgeon,  Buffalo 
General  Hospital,  and  Edward  C.  Rozek,  M.D., 
Department  of  Radiology,  Kenmore  Mercy  Hos- 
pital, to  the  Board  of  Regents  of  Canisius 
College  in  Buffalo.  . .Franklin  F.  Teller,  M.D., 
formerly  senior  research  investigator  in  the 
Department  of  Cardiology  at  Brooklyn  Veterans 
Administration  Hospital,  as  associate  director 
of  medical  research  for  Winthrop  Laboratories, 
a division  of  Sterling  Drug  Inc. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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Increase  your  knowledge  of  cardiac  condition  with  the  valuable  additional 
information  provided  by  heart  sound  recordings.  With  this  new  Sanborn 
Heart  Sound  Amplifier  clipped  to  the  front  of  your  500  VISO*  you  can 
immediately  obtain  clear,  sharply  defined,  graphic  records  — which  iden- 
tify the  location,  intensity  and  duration  of  the  sounds  and  murmurs  within 
the  cardiac  cycle.  Even  in  the  presence  of  complex  arrythmias,  marked 
tachycardias  and  other  conditions  which  may  complicate  or  prevent  accu- 
rate auscultation  by  stethoscope  alone,  a definitive  record  of  diagnostic 
quality  can  be  obtained  with  this  new  instrument.  Frequency  cutoffs  of 
50,  100,  250  and  500  cps  can  be  switch-selected  to  separate  murmurs 
which  might  otherwise  be  masked  by  other  heart  sounds.  As  an  electronic 
stethoscope,  all  sounds  from  50  to  2000  cps  can  be  heard  at  normal  or 
amplified  levels. 

This  precise  Sanborn  amplifier  has  convenient  controls  for  recording  the 
ECG,  PCG,  or  ECG  superimposed  on  the  PCG  . . . Cutoff  Frequency 
. . . Audiophone  Volume  . . . and  Sensitivity.  Complete  with  contact 
microphone,  cable  and  Audiophone  (for  use  as  an  electronic  stethoscope), 
Model  1506A  is  $450  f.o.b.  Waltham,  Mass,  (continental  U.S.).  For 
more  information,  use  the  convenient  coupon  below.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154.  In  Europe,  Hewlett- 
Packard  S.A.,  54  Route  des  Acacias,  Geneva. 
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Medical  Meetings 


Cornell  alumni  to  meet  in  April 

The  1966  alumni  reunion  of  Cornell  University 
Medical  College  will  be  held  on  Saturday, 
April  16,  at  the  College,  1300  York  Avenue  in 
New  York  City.  An  outstanding  program  of 
scientific  and  social  activities  is  being  planned 
for  the  one-day  program,  according  to  Alphonse 
E.  Timpanelli,  M.D.,  president  of  the  Alumni 
Association.  The  entire  reunion  will  be  held 
at  the  medical  college  this  year,  making  possible 
a more  cohesive  and  effective  program,  Dr. 
Timpanelli  stressed. 

The  reunion  precedes  the  opening  of  the 
American  College  of  Physicians  meeting  on 
April  18  in  New  York  City. 

Internal  medicine  specialists  to  debate 
social  and  economic  aspects  of  medicine 

How  social,  economic,  and  scientific  develop- 
ments of  recent  years  may  be  utilized  to  the 
maximum  degree  for  the  improvement  of  medi- 
cal care  will  be  the  central  theme  of  the  annual 
meeting  of  the  American  Society  of  Internal 
Medicine,  April  15  through  17,  at  the  Hotel 
Biltmore  in  New  York  City.  Workshop  ses- 
sions will  examine  optimal  utilization  of  new 
diagnostic  and  therapeutic  tools.  They  also 
will  study  the  influence  of  third  parties  on 
medical  practice.  The  main  concern  of  the 
meeting  will  be  the  goal  of  the  physician  in  the 
organization  of  medical  care  as  it  affects  social 
and  economic  aspects  of  medicine. 

The  meeting  will  debate  government  control 
of  drug  development  and  its  implications  for 
therapy;  the  problems  of  hospitals,  especially 
as  affected  by  new  Federal  health  laws;  the  use 
of  systems  (computers  and  other  devices)  versus 
medical  judgement;  and  related  problems  as 
they  affect  both  physicians  and  patients. 
There  will  be  three  sessions  where  these  subjects 
will  be  discussed.  These  workshops  will  be 
presented  by  “keynoters”  advocating  their 
policies  and  countered  by  “devil’s  advocates” 
who  have  their  own  policies.  The  discussions 
which  will  follow  are  expected  to  involve  200  to 
250  internists. 

Obstetric  society  to  hold  annual  dinner 

The  fourth  annual  dinner  meeting  of  the  A. 
Charles  Posner  Obstetrical  Society  will  be  held 
on  April  28  at  6 : 30  p.m.  at  Cavanagh’s  in  New 
York  City.  The  principal  speaker  will  be 
Henry  C.  Falk,  M.D. 

The  A.  Charles  Posner  Obstetrical  Society  is 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


an  organization  of  physicians  comprising  col- 
leagues, associates,  and  present  and  former 
residents  of  A.  Charles  Posner,  M.D.,  who  is 
consultant  obstetrician  and  gynecologist  to  the 
Harlem  Hospital  Center,  New  York  City,  the 
Misericordia  Hospital,  The  Bronx,  and  the  St. 
Joseph’s  Hospital,  Yonkers,  and  director  of 
obstetrics  of  The  Bronx-Lebanon  Hospital 
Center.  Dr.  Posner  was  formerly  chairman  of 
District  II  of  the  American  College  of  Obste- 
tricians and  Gynecologists. 

Further  information  can  be  obtained  by 
writing:  Murray  Arnold,  M.D.,  630  West  173rd 
Street,  New  York,  New  York. 

Lecturer  to  talk  on  arthritis 

“Psoriatic  Arthritis  as  Seen  by  a Rheumatolo- 
gist” will  be  Charles  M.  Plotz,  M.D.’s,  topic  at  a 
meeting  scheduled  for  May  6 at  the  Downstate 
Medical  Center.  Dr.  Plotz  is  a clinical  associate 
professor  of  medicine,  director  of  section  on 
rheumatic  diseases,  at  Downstate  Medical 
Center. 

The  lecture,  being  held  under  the  auspices  of 
the  division  of  dermatology  of  the  Department 
of  Medicine,  will  take  place  from  10:00  to 
11:00  a.m.  in  the  “E”  Building  auditorium, 
Kings  County  Hospital,  451  Clarkson  Avenue, 
Brooklyn,  New  York  11203. 

Seminar  to  survey  rheumatic  diseases 

A postgraduate  seminar  on  rheumatic  dis- 
eases will  be  held  in  Chicago  on  May  6 and  7 
under  the  sponsorship  of  the  Illinois  Chapter  of 
The  Arthritis  Foundation.  Alexander  B.  Gut- 
man, M.D.,  director,  Department  of  Medicine, 
The  Mount  Sinai  Hospital,  New  York  City,  will 
be  among  the  outstanding  physicians  from 
throughout  the  United  States  who  will  be  par- 
ticipating in  the  program.  His  topic  is  “Recent 
Developments  in  Therapy  of  Gout.” 

The  Sheraton-Blackstone  Hotel  will  host  this 
seminar  which  has  been  accepted  for  10  ac- 
credited hours  by  the  American  Academy  of 
General  Practice.  Registration  fee  is  $25. 
For  further  information  contact:  Illinois 

Arthritis  Foundation,  159  North  Dearborn 
Street,  Chicago. 

Diabetes  society  to  present  essay  papers 

An  open  meeting  of  the  Clinical  Society  New 
York  Diabetes  Association,  Inc.,  will  be  held 
May  19  at  8:00  p.m.  at  The  New  York  Academy 
of  Medicine,  room  20,  2 East  103rd  Street,  New 

continued,  on  page  934 
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NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
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York  City.  The  program  will  include  prize- 
winning papers  in  the  Third  Annual  Prize 
Essay  Contest  in  the  field  of  diabetes  mellitus 
and  also  special  guest  presentations.  The  guest 
speakers  will  be  William  B.  Benjamin,  M.D., 
instructor,  Department  of  Medicine,  and  Alfred 
Gellhom,  M.D.,  professor  of  medicine,  both  of 
Columbia  University  College  of  Physicians  and 
Surgeons.  They  will  talk  on  the  “Mechanism 
of  Action  of  Insulin.” 

Maimonides  to  conduct  pediatric  course 

Maimonides  Hospital  of  Brooklyn  and  its 
Coney  Island  Division,  in  cooperation  with 
Downstate  Medical  Center,  are  presenting  their 
Fifth  Annual  Pediatric  Postgraduate  Course  on 
May  22  through  24.  This  course  is  in  honor  of 
Benjamin  Kramer,  M.D.,  who  is  now  director 
emeritus. 

The  morning  session  of  May  22  will  be  a 
symposium  on  the  kidney  and  genitourinary 
tract,  and  the  afternoon  session  will  discuss 
therapy  in  pediatrics.  The  morning  session  of 
May  23  will  be  devoted  to  pediatric  vignettes 
and  the  afternoon  session  to  the  pediatrician  and 
molecular  medicine.  The  newborn,  and  specifi- 
cally physiologic  and  surgical  abnormalities  of 
the  esophagus  in  the  newborn,  will  be  under 
discussion  Tuesday  morning.  Tuesday  after- 
noon has  been  allotted  for  a discussion  of  the 
pediatrician  and  the  clinical  laboratory. 

Six  New  York  doctors  will  lecture  during  the 
sessions:  Robert  F.  Pitts,  M.D.,  Ph.D.,  chair- 
man, Department  of  Physiology  and  Biophysics, 
CorneU  University  Medical  College,  on  “The 
Renal  Metabolism  and  Excretion  of  Ammonia”; 
Wallace  W.  McCrory,  M.D.,  pediatrician-in- 
chief,  The  New  York  Hospital,  on  “Considera- 
tion of  the  Multiple  Etiologies  of  Chronic 
Nephritis  in  Children”;  Charles  V.  Pryles, 
M.D.,  professor  of  pediatrics,  Downstate  Medi- 
cal Center,  on  “Some  Aspects  of  Infection  of  the 
Urinary  Tract  in  Infancy  and  Childhood”; 
Keith  Waterhouse,  M.D.,  professor  of  surgery 
and  head  of  division  of  urology,  Downstate 
Medical  Center,  on  “The  Investigation  and 
Treatment  of  Lower  Urinary  Tract  Obstruction 
in  Children”;  Ruth  T.  Gross,  M.D.,  professor 
of  pediatrics,  Albert  Einstein  CoUege  of  Medi- 
cine, on  “Inherited  Disorders  of  Red  Blood  Cell 
Metabolism;  Recent  Developments  and  Their 
Clinical  Applications”;  and  Stanley  M.  Aron- 
son, M.D.,  professor  of  pathology  and  assistant 
dean,  Downstate  Medical  Center,  on  “Inborn 
Errors  of  Sphingolipid  Metabolism.” 

The  fee  for  the  entire  course  is  $50;  indi- 
vidual sessions  are  $10  each.  For  further  in- 
formation contact:  Platon  J.  Collipp,  M.D., 

Registrar,  Maimonides  Hospital,  4802  Tenth 
Avenue,  Brooklyn,  New  York  11219. 

Lecturer  to  examine  hypertension 

Downstate  Medical  Center’s  Annual  Jean 
Redman  Oliver  Lecture  will  be  on  “The  Nature 
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Tandearil* 

brand  of 

oxyphenbutazone 


Therapeutic  Ettects:  Tandearil,  brand  ol  oxy- 
phenbutazone, is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and 
help  restore  normal  function.  Its  action  does 
not  affect  pituitary-adrenal  function  nor  impair 
immune  responses.  Its  value  in  osteoarthritis 
is  especially  noteworthy  because  this  disorder 
responds  inconsistently  to  steroids,  and  is  often 
resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas 
oxyphenbutazone  is  effective  in  all  forms. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  disease; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent  drugs 
are  given  concurrently. 

Precautions:  Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Make  regular  blood 
counts.  Use  greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive  in- 
crease in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sul- 
fonylurea,sulfonamide- type  agents  and  insulin. 
Carefully  observe  patients  receiving  such  therapy. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement,  vertigo 
and  languor  may  occur.  Leukemia  and  leu- 
kemoid  reactions  have  been  reported  but  can- 
not definitely  be  attributed  to  the  drug.  Throm- 
bocytopenic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have  hep- 
atitis, jaundice,  and  several  cases  of  anuria 
and  hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  in  red  cell  count  due  to 
hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dos- 
age in  adults  is  300-600  mg.  in  divided  daily 
doses.  In  most  instances,  400  mg.  daily  is  suf- 
ficient. When  improvement  occurs,  dosage 
should  be  decreased  to  the  minimum  effective 
level:  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

Availability:  Tablets  of  100  mg. 
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Tandearil*  helps  osteoarthritic 

oxyphenbutazone  joints  to  move  again 


TA-4061  PC 


Sperling,  I.  L.:  3 Years’ 
Experience  with  Oxyphen- 
butazone in  the  Treatment 
of  Rheumatic  Disorders, 
Applied  Therapeutics 
6:117,1964, 


Complete  or  marked 
improvement  in  76.9%  of 
407 osteoarthritic  patients 
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of  Hypertension.”  The  lecture,  sponsored  by 
the  Department  of  Pathology,  will  be  delivered 
by  Irvine  H.  Page,  M.D.,  director,  research 
division,  The  Cleveland  Clinic  Foundation, 
Cleveland,  Ohio,  on  May  23  at  4 : 00  p.m.  Meet- 
ing place  is  the  first  floor  lecture  hall  of  the 
Basic  Sciences  Building,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  New 
York  11203. 

Session  to  inspect  school  health 

The  8th  Annual  A.M.A.-A.S.H.A.  Precon- 
vention Session  on  School  Health  will  be 
presented  June  26  at  7:30  p.m.  at  the  Palmer 
House  in  Chicago.  The  program  is  being  held 
in  conjunction  with  the  A.M.A.  Annual  Con- 
vention in  Chicago. 

For  additional  information  write:  Depart- 

ment of  Health  Education,  American  Medical 
Association,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

Program  to  discuss 
physician-nurse  relationship 

“The  Responsibility  of  the  Physician  to  the 
Registered  Nurse”  will  be  discussed  in  Chicago, 
June  27,  during  the  115th  annual  convention  of 
the  American  Medical  Association.  Donald 
B.  Effler,  M.D.,  Department  of  Thoracic  and 
Cardiovascular  Surgery,  Cleveland  Clinic, 
Cleveland,  Ohio,  and  Jo  Eleanor  Elliott,  R.N., 
president,  American  Nurses’  Association,  and 
director  of  nursing  programs,  Western  Inter- 
state Commission  for  Higher  Education,  Uni- 
versity of  Colorado,  Boulder,  will  each  present  a 
formal  paper  on  the  subject.  Following  the 
presentations,  there  will  be  an  interchange  of 
ideas  between  the  two  speakers  as  well  as  an 
opportunity  for  audience  participation. 


A cordial  invitation  is  extended  to  all  nurses 
to  attend  this  program.  Since  a badge  is  re- 
quired for  attendance  at  all  clinical  meetings 
and  exhibits,  it  will  be  necessary  to  present  some 
identification  at  the  nurse  registration  desk. 
Additional  information  may  be  obtained  by 
writing:  Department  of  Nursing,  American 

Medical  Association,  535  North  Dearborn, 
Chicago,  Illinois  60610. 

Congress  calls  for  review 
and  theoretical  papers 

The  17th  International  Astronautical  Con- 
gress will  meet  in  Madrid,  Spain,  October  10 
through  15.  All  persons  desiring  to  present  a 
paper  must  submit  a summary  of  from  500  to 
800  words,  in  triplicate,  before  May  15. 

For  full  information  on  the  Congress  and 
papers  contact:  Constantine  D.  J.  Generales, 
M.D.,  115  Central  Park  West,  New  York, 
New  York. 

Association  for  poison  control  to  meet 

The  Ninth  Annual  Meeting  of  the  American 
Association  of  Poison  Control  Centers  will  be 
held  October  24  at  the  Palmer  House  in  Chicago. 
The  morning  session  will  be  devoted  to  business 
activities,  including  the  presentation  of  com- 
mittee reports.  During  the  afternoon,  papers 
on  research,  clinical,  and  public  health  aspects  of 
acute  poisoning  will  be  presented  and  discussed. 
Those  interested  in  presenting  papers  at  the 
afternoon  session  are  asked  to  submit  abstracts 
or,  preferably,  complete  papers  by  August  1 to: 
Alan  K.  Done,  M.D.,  Department  of  Pediatrics, 
University  of  Utah  College  of  Medicine,  Salt 
Lake  City. 

For  further  information  write:  Matilda  S. 

Mclntire,  M.D.,  Secretary,  The  American 
Association  of  Poison  Control  Centers,  44th 
and  Dewey  Avenue,  Omaha,  Nebraska  68105. 


Abstracts 


Owens,  G.:  Pain  management  in  cancer, 

New  York  State  J.  Med.  66:  958  (Apr.  15) 
1966. 

Nonsurgical  management  of  pain  in  cancer  is 
often  unsatisfactory.  Neurosurgical  relief  of 
pain  also  has  undesirable  side-effects  but  is 
useful  in  patients  with  life  expectancies  of  from 
six  to  twelve  months.  Methods  include: 
cordotomy,  best  used  when  pain  is  localized  to  a 
useful  extremity  and  when  midline,  abdominal, 


or  pelvic  disease  is  present;  rhizotomy,  which  is 
useful  for  pain  in  the  thorax,  abdomen,  head,  and 
neck  but  should  not  be  used  in  a useful  ex- 
tremity; prefrontal  lobotomy,  reserved  for  the 
desperately  ill  in  whom  pain  can  no  longer  be 
controlled;  decompressive  laminectomy,  used 
for  pain  in  the  lower  extremities  caused  by  an 
intracanular  tumor;  and  hypophysectomy, 
which  can  be  successfully  employed  only  in  pa- 
tients with  hormone-dependent  tumors,  such  as 
breast  and  prostatic  carcinoma. 
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the  Searing  (fm-  of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . 


Repeatedly  in  published  clinical  studies,1'10 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5-6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  J:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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Abstracts  in 
Interlingua 


Owens,  G.:  Le  tractamento  del  dolores  de 

cancere  ( anglese ),  New  York  State  J.  Med. 
66:  958  (15  de  april)  1966. 

Le  tractamento  nonchirurgic  del  dolores  de 
cancere  es  frequentemente  pauco  satisfacente. 
Le  alleviamento  neurochirurgic  del  dolores 
etiam  produce  nondesirabile  effectos  secundari, 
sed  illo  es  utile  in  patientes  con  un  probabile 
superviventia  de  inter  6 e 12  menses.  Le 
disponibile  methodos  include  (1)  chordotomia, 
a usar  preferibilemente  quando  le  dolor  es 
localisate  in  un  extremitate  functionalmente 
intacte  e quando  areas  mesolineal,  abdominal, 
o pelvic  es  afficite  per  le  morbo;  (2)  rhizotomia, 
utile  in  casos  de  dolor  in  le  thorace,  le  abdomine, 
le  capite,  e le  collo  sed  a evitar  in  casos  de  dolor 
in  un  extremitate  functionalmente  intacte; 
(3)  lobotomia  prefrontal,  a reservar  pro  patientes 
qui  es  desperatemente  malade  e in  qui  le  dolores 
es  non  plus  maestrabile;  (4)  laminectomia  de- 
compressive, a usar  in  casos  de  dolor  in  le  ex- 
tremitates  inferior  causate  per  un  tumor  intra- 
canular;  e (5)  hypophysectomia,  usabile  a bon 
successo  solmente  in  patientes  con  tumores  a 
dependentia  hormonal,  tal  como  carcinoma  mam- 
mari  e prostatic. 


HEART  FUND] 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mat  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  'Deprol'  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
#.  Wallace  Laboratories  / Cranbury,  N.  ]. 
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TRY  DEPROL  meprobamate  400  mg.  + 


benactyzine  hydrochloride  1 mg. 


FOR  DEPRESSION 


Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why: 

It  has  a special  coating,  only  one 
and  a half  thousandths  of  an  inch 
thick.  Because  it  is  designed  to 
dissolve  after  approximately  six 
seconds,  this  barrier  to  bitterness 
remains  on  the  tablet  as  it  slides 
past  the  tongue.  When  the  tablet 
reaches  the  stomach,  however, 
the  coating  has  dissolved,  and  the 
penicillin  is  ready  for  immediate 
absorption  into  the  bloodstream. 
Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections 
and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions: 

Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history  of 
allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250 
mg.,  and  V-Cillin  K,  Pediatric,  125  mg,  per 
5-cc.  teaspoonful,  in  40,  80,  and 
150-cc.-size  packages. 


Shy 


V-Cillin  K* 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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Editorials 


The  language  of  science 

A recent  survey  by  BioSciences  Informa- 
tion Service  of  Biological  Abstracts  discloses 
that  based  on  figures  from  the  1965  list  of 
Serials  for  Biological  Abstracts  and  BioRe- 
search  Titles,  some  43  per  cent  of  the  jour- 
nals currently  abstracted  choose  English  as 
the  language  of  publication.  If  one  adds 
to  this  figure  the  English  language  reports 
contained  in  multilingual  journals,  the  total 
approaches  50  per  cent. 

In  1965, 6,735  titles  from  91  countries  were 
abstracted  as  compared  with  6,000  in  1964. 

The  language  of  publication  listed  in 
order  is  as  follows: 


English 

43.0 

per 

cent 

Russian 

11.5 

per 

cent 

Spanish 

8.2 

per 

cent 

German 

7.4 

per 

cent 

French 

5.9 

per 

cent 

Japanese 

4.8 

per 

cent 

Portuguese 

3.4 

per 

cent 

Italian 

2.9 

per 

cent 

Poland 

1.9 

per 

cent 

Netherlands 

1.9 

per 

cent 

Sweden 

1.4 

per 

cent 

Czechoslovakia 

1.3 

per 

cent 

This  country  provides  nearly  one  quarter 
of  the  world  total  and  one  half  of  the 
English  language  total. 

Abstracts  are  a basic  tool  of  research.  If 
publication  is  an  index  of  activity  then  we 
are  indeed  very  busy  experimenting,  ob- 
serving, and  recording.  According  to  the 
law  of  Conservation  of  Energy  nothing  is 
ever  wasted. 

So  we  all  in  our  many  languages  tell  it  in 
Gath  and  publish  it  in  the  streets  of  Askelon. 


Narcotic  addiction:  What  treatment  can  a physician 
administer  without  running  afoul  of  the  criminal  law  or 
the  licensing  authorities 


Today,  one  of  the  most  widely  discussed 
social  problems  is  that  of  narcotics  addic- 
tion. Scarcely  a week  elapses  without  some 
pronouncement  on  the  problem  by  the  law- 
yers, the  doctors,  the  penologists,  or  the 
sociologists.  One  of  the  keenest  debates 
concerns  itself  with  the  type  of  treatment 
the  private  physician  can  administer  to  ad- 
dicted patients  without  running  afoul  of 
the  criminal  law  or  the  licensing  authorities. 
Essentially  the  question  posed  is  whether 
narcotic  addiction  is  a disease  to  be  treated 
medically  or  whether  it  is  a crime  to  be 
treated  penologically.  The  New  York 


courts  in  two  recent  cases  have  enunciated 
some  guide  lines  in  this  area. 

A physician  was  treating  a narcotic  ad- 
dict. As  part  of  his  treatment  he  pre- 
scribed narcotics.  In  order  to  conceal  the 
identity  of  the  patient  the  physician  made 
out  one  of  his  regular  prescription  blanks 
ordering  the  narcotics,  signed  his  name,  but 
ordered  the  drug  in  the  name  of  fictitious 
or  deceased  patients.  The  physician  then 
would  go  to  the  pharmacy,  present  the  pre- 
scription, and  administer  the  narcotics  to 
the  addict-patient.  The  physician’s  ac- 
tivities were  discovered  and  he  was  in- 
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dieted  Section  889-b  of  the  Penal  Law 
entitled  “Forging — Doctor’s  Prescription.” 
The  statute  provides  that  “A  person  who 
shall  falsely  make,  alter,  forge  or  counter- 
feit a doctor’s  prescription,  or  alter  the 
same,  shall  be  guilty  of  forgery  in  the  third 
degree.” 

The  physician  was  convicted.  On  ap- 
peal to  the  Appellate  Division,  Second 
Department,  the  conviction  was  affirmed. 
A further  appeal  was  taken  to  the  Court  of 
Appeals,  which  by  a divided  court  reversed 
the  conviction  and  dismissed  the  indictment. 

In  reaching  its  decision  the  court  relied 
upon  the  time  tested  maxim  that  criminal 
statutes  should  be  narrowly  construed  in 
favor  of  the  defendant.  It  is  apparent 
from  a perusal  of  the  majority  and  minority 
opinions  that  the  court  was  concerned  with 
the  scope  of  two  statutes.  One  was  Section 
889-b  of  the  Penal  Law.  The  other  was 
Section  3351  (1)  (a),  cl.  4 of  the  Public 
Health  Law  which  provides  that  “1.  No 
person  shall:  (a)  obtain  or  attempt  to  ob- 
tain a narcotic  prescription  or  a narcotic 
drug,  or  procure  or  attempt  to  procure  the 
administration  of  a narcotic  drug.  ...  (4) 
by  the  use  of  a false  name  or  the  giving  of 
a false  address.” 

The  majority  found  that  the  physician’s 
conduct  was  of  the  type  proscribed  by  Sec- 
tion 3551  (1)  (a)  cl.  4 of  the  Public  Health 
Law. 

They  decided  that  the  conduct  of  the 
physician  was  not  that  proscribed  by  Sec- 
tion 889-b  of  the  Penal  Law.  They 
reasoned  that  the  Penal  Law  proscribed 
forgery  which  is  the  act  of  a person  . . . 
“other  than  the  one  actually  making  the 
signature  . . . [and  ] that  it  shall  pass  and  be 
received  as  the  [instrument]  of  some  other 
party.”  Here  the  doctor  signed  his  own 
name  to  the  prescription  blank.  In  his 
attempt  to  conceal  the  identity  of  the  pa- 
tient using  the  narcotics  he  substituted  ficti- 
tious names.  This  conduct  the  majority 
found  to  be  the  same  fraud  and  deceit  pro- 
scribed by  Section  3351  (1)  (a),  cl.  4 of  the 
Public  Health  Law. 


Therefore,  as  the  physician  did  not  com- 
mit the  act  proscribed  by  Section  889-b  of 
the  Penal  Law  under  which  he  was  indicted 
his  conviction  must  be  reversed.  Here  in 
effect  the  court  employed  strict  construction 
to  void  the  physician’s  conviction  with  the 
result  of  removing  criminal  liability  for  the 
physician’s  conduct  ( People  v.  Klein , 16 
NY  2d  263  [1965]). 

In  another  case  a physician  was  treating 
a known  narcotics  addict  and  in  the  course 
of  his  treatment  supplied  the  addict  with 
narcotics.  In  addition  he  executed  and 
issued  orders  on  official  United  States  opium 
order  forms  and  failed  to  keep  a record  of 
the  drugs  administered,  disbursed,  and 
professionally  used  by  him  as  required  by 
New  York  law.  His  conduct  came  to  the 
attention  of  the  committee  on  grievances. 
After  a hearing  the  committee  recom- 
mended a censure  and  reprimand.  The 
Board  of  Regents  reviewed  the  matter  and 
modified  the  discipline  so  as  to  suspend  the 
physician  from  the  practice  of  medicine  for 
two  months.  The  physician  appealed  this 
decision.  The  Appellate  Division,  Third 
Department,  unanimously  affirmed  and 
suspended  the  physician  from  the  practice 
of  medicine  for  two  months.  The  court 
held  that  although  the  surrounding  circum- 
stances were  unfortunate,  the  proof  that 
the  physician  failed  to  keep  records  man- 
dated affirmance.  In  addition  the  court 
decided  that  the  two-month  suspension  was 
not  disproportionate  to  the  offense.  Thus 
here  when  the  physician  failed  to  keep  the 
required  records  relating  to  narcotic  drugs 
when  treating  an  addict  by  supplying  nar- 
cotics he  was  suspended  from  the  practice  of 
medicine  for  two  months. 

Interpolating  these  two  decisions  one  sees 
the  courts  removing  the  criminal  stigma 
attached  to  treating  addicts  by  the  pre- 
scription of  narcotics  provided  the  required 
records  are  kept. 

However,  when  the  required  records  are 
not  maintained  the  physician  faces  the  loss 
of  his  right  to  practice  medicine  for  some 
period  of  time. 
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Flagyl  destroys  trichomonads 


No  topical  treatment  can 


Flagyl  metronidazole 


Flagyl  eliminates  the  diffi- 
culties and  frustrations  that 
have  long  attended  the 
treatment  of  trichomonal 
infection.  These  difficulties 
arose  mainly  from : 

1 ) the  failure  of  any  pre- 
viously known  agent  to 
destroy  the  protozoan  in 
paravaginal  crypts  and 
glands; 

2)  the  failure  of  any  pre- 
viously known  agent  to 
prevent  reinfection  by 
eradicating  the  disease  in 
male  consorts. 

The  introduction  of  Flagyl 
removed  these  deficiencies. 
Hundreds  of  published  in- 
vestigations in  thousands 
of  patients  have  confirmed 
the  ability  of  Flagyl  to  cure 
trichomoniasis. 


Correctly  used,  with  due 
attention  to  repeat  courses 
of  treatment  for  resistant, 
deep-seated  invasion  and  to 
the  presumption  of  reinfec- 
tion from  male  consorts, 
Flagyl  has  repeatedly  pro- 
duced a cure  rate  of  up  to 
100  per  cent  in  large  series 
of  patients. 

Nothing  cures  trichomo- 
niasis like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral 
tablet  t.i.d.  for  ten  days.  A vagi- 
nal insert  of  500  mg.  is  avail- 
able for  local  therapy  when 
desired.  When  the  inserts  are 
used  one  vaginal  insert  should 
be  placed  high  in  the  vaginal 
vault  each  day  for  ten  days,  and 
concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomo- 
nads have  been  demonstrated, 


one  250-mg.  oral  tablet  b.i.d.  for 
ten  days. 

Contraindications 

Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or 
history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  Counts 
should  be  made  before  and  after 
therapy,  especially  if  a second 
course  is  necessary. 

Infrequent  and  minor  side 
effects  include:  nausea,  un- 
pleasant taste,  furry  tongue, 
headache,  darkened  urine,  diar- 
rhea, dizziness,  dryness  of 
mouth  or  vagina,  skin  rash,  dys- 
uria,  depression,  insomnia, 
edema.  Elimination  of  tri- 
chomonads may  aggravate 
moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets 
Vaginal— 500-mg.  inserts 
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at  Merck  Sharp  & Dohme . . . 


The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledge  thus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems  - understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

® MERCK  SHARP  & DOHME  Division  of  Merck  & Co.. Ike.,  West  Point,  P*. 

where  today's  theory  is  tomorrow’s  therapy 
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Clinical  Considerations 
in  Stroke  Syndrome 

ABRAHAM  M.  RABINER,  M.D. 

Brooklyn,  New  York 


Sudden  paralysis  and  coma  from  extra- 
vasation of  blood  within  the  brain  and 
spinal  cord  is,  by  definition,  apoplexy. 
Any  type  of  sudden  attack  to  any  organ 
in  the  body  is  an  ictus.  A sudden  and 
severe  attack  of  apoplexy  or  paralysis  is 
a stroke. 

These  three  designations,  however,  have 
been  used  as  synonyms.  For  the  purpose 
of  this  presentation,  the  stroke  syndrome 
should  include  any  type  of  ictus  due  to 
impaired  function  of  intracranial  structures 
resulting  from  a pathologic  condition  of  the 
vascular  tree. 

Stroke  syndromes  include: 

1.  Intracerebral  vascular  lesions 

A.  Acute  infarct  due  to  occlusion  of  a 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
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cerebral  artery  by  thrombosis 
or  embolism 

B.  Cerebral  hemorrhage 
2.  Intracranial  extracerebral  vascular 
disorders 

A.  Subarachnoid  hemorrhage 

B.  Subdural  hematoma 

C.  Extradural  hemorrhage 
Vascular  lesions  of  the  meninges  have 

not  been  in  the  main  regarded  as  com- 
ponents of  the  stroke  syndrome. 

Extracerebral  disorders 

In  recent  years,  especially  since  the 
introduction  of  angiography  by  Moniz,1 
the  important  role  of  extracerebral  vessels 
in  the  production  of  impaired  irrigation  of 
intracerebral  structures  has  been  recog- 
nized along  with  an  awareness  that  numer- 
ous stroke  syndromes  are  not  due  to  disease 
of  intracerebral  blood  vessels. 

Subarachnoid  hemorrhage.  Rupture 
of  an  intracranial  aneurysm  with  bleeding 
into  the  subarachnoid  space  is  an  ictus 
producing  the  clinical  picture  of  meningitis 
with  loss  of  consciousness,  nuchal  rigidity, 
and  symptoms  including  impaired  function 
of  the  cranial  nerves  as  they  enter  or 
emerge  from  the  brain  stem.  This,  there- 
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fore,  is  a stroke  syndrome.  The  bloody 
spinal  fluid  establishes  the  diagnosis  of 
subarachnoid  hemorrhage.  This  may  have 
resulted  from  rupture  of  an  intracranial 
aneurysm  or  from  some  other  vascular 
malformation,  or  an  intracerebral  hemor- 
rhage has  ruptured  into  the  subarachnoid 
space.  If  the  latter,  a fatal  termination 
is  inevitable.  Treatment  of  an  intra- 
cranial aneurysm  or  other  type  of  vascular 
malformation  offers  a more  favorable 
prognosis.  Angiography  should  therefore 
be  performed  to  establish  the  type  of  lesion 
and  its  location  so  that  proper  treatment 
can  be  instituted.  Even  if  the  angiogram 
discloses  an  intracerebral  hemorrhage,  evac- 
uation of  the  clot  may  save  a life. 

Subdural  hematoma.  Following  head 
trauma,  at  times  so  mild  as  not  to  cause 
interruption  of  consciousness,  bleeding  into 
the  subdural  space  may  occur.  This  is 
usually  venous  but  may  at  times  be  ar- 
terial. Soon  after  the  trauma,  if  the 
bleeding  is  arterial,  but  days  or  weeks  later, 
if  the  bleeding  is  venous,  the  accumulation 
of  blood  forms  a hematoma;  edema  of  the 
brain  underlying  the  hematoma  ensues, 
and  symptoms  of  headache,  alteration 
of  consciousness,  and  contralateral  motor 
power  impairment  often  justify  the  diag- 
nosis of  a stroke.2  Angiography  and 
evacuation  of  the  hematoma  by  a neuro- 
surgeon are  mandatory  in  the  treatment 
of  this  type  of  case. 

Extradural  hemorrhage.  Following 
severe  head  trauma  with  skull  fracture, 
rupture  of  a meningeal  artery  produces 
extradural  hemorrhage.  Immediate  sur- 
gery with  evacuation  of  the  blood  and  re- 
pair of  the  bleeding  artery  may  save  a life. 

Cerebral  vascular  disease 

The  evolution  of  the  chapter  of  the  so- 
called  stroke  syndrome  is  one  of  the  most 
interesting,  as  well  as  dramatic,  in  the 
history  of  medicine.  Throughout  the  ages, 
these  patients  received  symptomatic  treat- 
ment during  the  acute  stage  of  the  syn- 
drome. Some  recovered,  while  others  re- 
mained chronic  invalids,  with  residual 
impaired  motor  functions  of  the  extremi- 
ties, disorders  of  speech  and  other  systems 
for  communication  with  their  environ- 
ment, and  intellectual  and  emotional  de- 
rangement. Many  died  within  hours  or 


days  after  the  ictus.  The  extent  of  the 
mortality  and  morbidity  figures  is  il- 
lustrated in  recent  statistics,  which  reveal 
that  cerebral  vascular  disease  is  out- 
ranked only  by  heart  disease  and  cancer 
as  a cause  of  death  in  the  United  States. 
Metropolitan  Life  Insurance  Company 
statisticians  report  that  primary  cerebral 
arteriosclerosis,  cerebral  hemorrhage,  em- 
bolism, and  thrombosis  currently  account 
for  some  185,000  deaths  a year  in  the 
United  States,  or  about  one  eighth  of  all 
deaths,  and  that  at  least  2 million  persons 
are  handicapped  or  incapacitated  by  these 
conditions.  In  recent  years,  bedside  ob- 
servation and  treatment  of  these  patients 
during  the  acute  onset  of  the  disease  and 
during  its  subsequent  chronic  course  have 
changed.  Patients  with  a fatal  prognosis 
have  lived  and  recovered;  others  with 
chronic  residual  handicaps  have  been 
benefited. 

Clinical  syndromes  resulting  from  disease 
of  intracerebral  blood  vessels  are  en- 
countered frequently  in  the  practice  of 
medicine.  All  physicians  are  familiar  with 
the  symptoms  of  the  patient  who  has  had 
a stroke.  In  the  majority  of  cases,  within 
one  to  several  days  after  the  ictus,  the 
patient  is  either  dead  or  a chronic  invalid. 

If  the  underlying  condition  is  a throm- 
bosed artery  or  embolus,  consciousness  is 
usually  retained.  When  the  ictus  is 
ushered  in  by  coma,  consciousness  returns 
in  a matter  of  minutes  or  several  hours. 
The  functional  impairment,  most  com- 
monly hemiplegia  with  or  without  speech 
defect,  will  remain  stationary,  or  there 
will  be  improvement  and  at  times  recovery. 

The  remaining  patients,  with  residual 
chronic  hemiplegia  or  other  defects,  are 
included  among  the  2 million  persons  who 
are  handicapped  or  incapacitated. 

When  the  pathologic  basis  for  the  stroke 
is  hemorrhage,  consciousness  is  lost  im- 
mediately and  coma  persists.  In  the  main, 
coma  lasting  more  than  twenty-four  hours 
offers  a poor  prognosis  for  life.  These  pa- 
tients usually  die  within  several  days  after 
the  ictus  and  account  for  many  of  the 
185,000  deaths  a year  in  the  United  States 
caused  by  cerebral  vascular  accident. 

These  cerebral  vascular  accident  pat- 
terns may  give  the  average  physician  a false 
sense  of  security  about  his  responsibility 
to  his  patient.  After  several  days  either 
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the  patient  is  a chronic  invalid  with  hemi- 
plegia, or,  if  the  coma  persists  more  than 
twenty-four  hours,  the  diagnosis  of  intra- 
cerebral hemorrhage  seems  justified.  This 
has  often  led  to  the  erroneous  conclusion 
that  the  physician  has  no  further  contribu- 
tion to  make  from  a diagnostic  point  of 
view  and  that  such  patients  will  either  have 
chronic  hemiplegia  requiring  only  custodial 
care  and  physical  therapy  or  prolonged, 
persistent  coma  which  will  doom  them  to  a 
fatal  termination. 

A diagnosis  of  cerebral  vascular  accident 
may  thus  dissipate  the  usual  constant, 
alert  awareness  of  clinical  details  in  the 
bedside  approach  to  the  patient.  Some 
of  these  185,000  deaths  a year  could  be 
avoided  if  the  clinical  manifestations  that 
occur  prior  to  death  stimulated  additional 
diagnostic  measures  and  the  institution 
of  other  than  routine  symptomatic  treat- 
ment and  custodial  care. 

For  years,  neurologists  had  directed  at- 
tention to  the  fact  that  the  clinical  mani- 
festations of  the  so-called  “stroke”  syn- 
dromes could  result  from  pathologic  condi- 
tions other  than  disorder  of  vascular  ir- 
rigation of  the  brain.  In  1940,  I3  reported 
a series  of  cases  of  brain  tumor  simulating 
primary  cerebral  vascular  disease.  More- 
over, it  was  appreciated  that  chronic 
subdural  hematoma  could  simulate  clini- 
cally intracerebral  vascular  disease.4 

Case  report.  Several  decades  ago  an 
elderly  grandmother  was  seen  in  consultation 
at  home.  She  had  been  “sleeping”  for  four 
days.  The  examination  revealed  hyperten- 
sion and  retinal  sclerosis.  The  only  abnormal 
neurologic  finding  was  a right  Babinski  toe 
sign.  A day  or  two  prior  to  the  onset  of  this 
coma,  while  holding  her  grandchild,  the 
grandmother  had  been  struck  under  the  chin 
by  the  baby’s  head.  There  was  no  uncon- 
sciousness, and  the  incident  had  been  for- 
gotten. Because  four  days  of  sleep  without 
implication  of  vital  signs  seemed  excessive  in 
so-called  cerebral  vascular  accident,  hos- 
pitalization was  recommended,  although  the 
attending  physician  was  of  the  opinion  that 
since  she  had  been  unconscious  more  than 
twenty-four  hours,  the  patient  had  had  a 
cerebral  hemorrhage  and  was  doomed  to  die. 

She  was  seen  again  at  the  hospital  several 
days  later  in  answer  to  a routine  request  to 
see  a ward  service  patient.  She  was  still 
asleep,  the  coma  now  having  persisted  for 
seven  days  The  neurosurgeon  was  reluctant 
to  perform  any  surgery  in  this  elderly  woman 
with  evident  “cerebral  hemorrhage,”  feeling 
that  he  would  be  performing  a useless  opera- 


tion. However,  burr  holes  resulted  in  evacua- 
tion of  a subdural  hematoma  and  the  pa- 
tient’s recovery. 

Comment.  Many  so-called  stroke  syn- 
dromes result  from  insufficient  irrigation 
of  the  brain  due  to  partial  or  complete 
occlusion  of  the  carotid  arteries  in  the 
neck.  Lesions  of  intracranial  structures 
due  to  disease  of  intracerebral  vessels  result 
in  clinical  syndromes  that  differ  from  those 
produced  by  disease  of  the  carotid  arteries. 
Tumors  and  other  space-occupying  intra- 
cranial lesions,  including  subdural  hema- 
toma, can  also  simulate  the  clinical  picture 
of  cerebral  vascular  disease. 

In  the  later  years  of  life  the  clinical  pic- 
ture in  patients  with  cerebral  vascular 
disease,  subdural  hematoma,  and  other 
space-occupying  intracranial  lesions  may 
be  similar.  Except  for  routine  sympto- 
matic care,  there  has  been  no  problem  as  to 
therapy  for  the  patient  with  disease  of 
intracerebral  blood  vessels  during  the  acute 
stage.  However,  alertness  as  to  the  dif- 
ferential diagnosis  is  most  important. 

In  cerebral  vascular  disease,  the  total 
disabling  clinical  picture  of  hemiplegia 
and  other  symptoms  is  present  immediately 
after  the  acute  onset.  However,  when 
weakness  commences  in  one  extremity  and 
becomes  more  intense,  then  spreads  to  the 
other  extremity  and  affects  the  face,  thus 
completing  the  hemiplegia,  or  when  there 
is  any  other  type  of  gradual  piecemeal  de- 
velopment of  hemiplegia,  a space-occupying 
lesion  must  be  suspected,  and  diagnostic 
procedures  must  be  performed  to  make 
certain  that  such  a lesion  is  not  overlooked, 
even  in  the  presence  of  hypertension  or 
cerebral  arteriosclerosis  in  the  later  years 
of  life.  However,  carotid  artery  occlusion 
may  simulate  the  clinical  picture  of  intra- 
cranial space-occupying  lesions. 

Convulsive  seizures  may  occur  at  times 
in  cerebral  vascular  disease,  either  preced- 
ing the  acute  onset  or  during  the  course  of 
the  postictal  symptoms.  Even  if  there  is 
hypertension  and  definite  evidence  of 
cerebral  arteriosclerosis,  a convulsion  in  a 
patient  with  cerebral  vascular  accident 
should  initiate  diagnostic  procedures  to 
make  certain  that  a space-occupying  lesion 
is  not  overlooked. 

Not  infrequently,  necropsy  reveals  such 
space-occupying  lesions  in  patients  diag- 
nosed as  having  cerebral  vascular  accident. 


April  15,  1966  / New  York  State  Journal  of  Medicine  949 


Rarely,  aged  individuals  with  cerebral 
arteriosclerosis  and  multiple  areas  of  en- 
cephalomalacia  may  regain  consciousness 
after  a prolonged  period  of  somnolence  or 
even  coma;  but  in  the  main  a fatal  ter- 
mination occurs.  However,  when  such 
patients  manifest  somnolence,  lethargy, 
confusion,  or  sluggish  cerebration  alternat- 
ing with  periods  of  alertness  and  awareness, 
a space-occupying  intracranial  lesion  may 
be  the  basis  rather  than  a cerebral  vascular 
accident. 

Conclusion 

After  many  years  of  experience  with 
these  problems,  it  seems  justifiable  to  con- 
clude that  even  when  the  diagnosis  of 
cerebral  hemorrhage  seems  certain  and  a 
fatal  termination  appears  inevitable, 
pneumoencephalography,  arteriography,  or 
burr  holes  should  be  performed.  If  sub- 
dural hematoma  or  neoplasm  are  not 
present,  evacuation  of  the  intracerebral 
clot  may  save  a life. 

Summary 

The  stroke  syndrome  includes  all  intra- 
cranial disorders  of  function  due  to  disease 
of  blood  vessels.  Intracerebral  vascular 
disease  results  from  acute  infarct  due  to 
occlusion  of  a cerebral  artery  or  carotid, 
vertebral,  and  basilar  arteries  in  the  neck 
by  thrombosis  or  embolus  or  from  cerebral 
hemorrhage.  Intracranial,  extracerebral 
vascular  disease  includes  subarachnoid 
hemorrhage,  subdural  hematoma,  or  extra- 
dural hemorrhage. 

The  classical  stroke  manifests  its  maxi- 
mal disabling  symptoms  within  minutes  or 
hours  after  the  acute  onset.  Thereafter, 
there  is  either  a persistent  stationary  clini- 
cal picture  or  improvement. 

In  irrigation  defects  of  the  brain  due  to 
insufficiency  of  an  intracerebral  blood 
vessel,  the  maximal  disabling  symptoms 
occur  immediately  or  within  a matter  of 
minutes  or  hours.  If  the  onset  is  in  one 


extremity  or  is  a disorder  of  speech,  and  if 
then  involvement  of  the  other  extremities 
gradually  develops  going  on  to  hemiplegia, 
diagnostic  procedures  are  indicated  to  make 
certain  that  a subdural  hematoma  or  other 
space-occupying  lesion  is  not  overlooked. 
However,  insufficiency  of  the  carotid  artery 
may  also  produce  a gradually  developing 
hemiplegia. 

Convulsive  seizures  may  occur  at  times 
in  patients  with  cerebral  vascular  disease, 
but  when  they  are  present,  studies  to  rule 
out  a space-occupying  lesion  or  carotid 
artery-insufficiency  syndrome  are  indicated. 

When  the  pathologic  substratum  in 
cerebral  vascular  disease  is  occlusion  of  an 
artery  by  thrombus  or  embolus,  there  is 
often  no  initial  interruption  of  conscious- 
ness. If  there  is  initial  coma,  the  patient 
usually  regains  consciousness  within  min- 
utes or  several  hours.  In  spontaneous 
intracerebral  hemorrhage,  the  initial  coma 
persists.  Prognosis  for  life  is  poor  if  coma 
lasts  more  than  twenty-four  hours. 

Chronic  subdural  hematoma  may  simu- 
late intracerebral  hemorrhage.  In  such 
patients,  somnolence  or  unconsciousness  for 
prolonged  periods  alternates  with  periods 
of  alertness. 

The  patient  whose  condition  is  diagnosed 
as  cerebral  hemorrhage  who  has  coma 
persisting  longer  than  twenty-four  hours 
is  doomed  to  a fatal  termination,  but  his 
life  may  be  saved  if  burr  holes,  arteriog- 
raphy, or  air  studies  reveal  a subdural 
hematoma  or  other  space-occupying  lesion. 
If  such  studies  do  not  reveal  a removable 
lesion,  evacuation  of  the  intracerebral  clot 
may  save  a life. 

78  Eighth  Avenue 
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Vascular  Anatomy  and 
Physiology  of  Brain 

HARRY  A.  KAPLAN,  M.D. 
Brooklyn,  New  York 

Director  of  Surgery, 
Jewish  Chronic  Disease  Hospital 

By  unraveling  the  adult  brain  and  view- 
ing it  in  its  basic  form,  a relatively  simple 
design  can  be  seen.  Looking  at  the  brain 
in  its  final  adult  form,  the  cerebral  hemi- 
sphere can  be  seen  covering  the  rest  of  the 
brain  structure;  however,  by  lifting  the 
hemispheres,  it  is  noted  that  they  arise 
from  the  most  rostral  dorsal  portion  of  the 
brain.  The  brain  can  be  described  as  a 
multisegment  unit,  limited  rostrocaudally 
to  five  gross  territories:  telencephalon, 

diencephalon,  mesencephalon,  metencepha- 
lon,  and  myelencephalon.  Dorsoventrally 
the  telencephalon  can  be  divided  into  three 
main  divisions:  ventral,  ventrolateral,  and 

suprasegmental  cell  masses.  The  ventral 
collection  of  cells  usually  is  referred  to  as 
the  preoptic  area  and  the  ventrolateral 
cell  masses  as  the  basal  ganglia.  The 
suprasegmental  cell  masses  are  the  cerebral 
hemispheres.  The  next  caudal  segment, 
the  diencephalon,  has  no  suprasegmental 
portion  but  has  a ventrolateral  part,  re- 
ferred to  as  the  thalamus  and  subthalamus, 
and  a ventral  portion  known  as  the  hypo- 
thalamus. The  more  caudal  parts  of  the 
brain,  the  mid-  and  hindbrain,  have  less 
definite  ventrocentral  cell  areas.  The  mid- 
brain has  a ventral  cell  area,  referred  to  as 
the  tegmentum,  and  a suprasegmental  cell 
region  called  the  colliculus.  The  hind- 
brain, similar  to  the  forebrain,  is  divided 
into  two  portions:  the  metencephalon, 

consisting  of  a ventral  tegmental  cell  area, 
and  an  overlying  suprasegmental  cell 
collection  called  the  cerebellum.  The 
myelencephalon  in  the  hindbrain  has  a 
tegmental  cell  collection  but,  similar  to 
the  diencephalon  of  the  forebrain,  has  no 
overlying  suprasegmental  cell  mass.  From 
this  tube  of  cells,  the  myelinated  axones, 
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exiting  and  entering  ventrolaterally,  join  to 
form  the  long  tracts  of  white  matter.  In 
the  forebrain,  the  white  matter  at  the  base 
becomes  the  internal  capsule,  when  the 
laterocaudal  growth  of  the  lenticular  nu- 
cleus encloses  the  long  tracts  between  itself 
and  the  thalamus.  The  white  matter 
tracts  remain  at  the  base  until  they  reach 
the  spinal  cord. 

Vascular  pattern 

The  vascular  pattern  of  this  primitive- 
type  brain  can  be  shown  as  a double  four- 
segment  unit.  The  caudal  four-segment 
unit  supplying  the  hind-  and  midbrain  is 
made  up  proximodistally  from  the  verte- 
brobasilar arterial  system  by  the  posterior 
inferior  cerebellar  artery  to  the  medulla 
and  caudal  cerebellum,  anterior  inferior 
cerebellar  artery  to  the  caudal  pons, 
choroid  plexus  and  midlateral  cerebellum, 
superior  cerebellar  artery  to  the  rostral 
pons  and  cerebellum,  and  finally  the  mesen- 
cephalic artery  to  the  midbrain.  The 
rostral  four-segment  unit  is  made  up  proxi- 
modistally from  the  internal  carotid  artery 
by  the  posterior  cerebral  artery  to  the 
caudal  portions  of  the  diencephalon  and 
cerebral  hemisphere;  anterior  choroidal 
artery  to  the  rostral  diencephalon  and 
caudal  lenticular  nucleus,  choroid  plexus, 
and  midtemporal  lobe;  middle  cerebral 
artery  to  the  midportions  of  the  basal 
ganglia  and  cerebral  hemisphere;  and 
anterior  cerebral  artery  to  the  rostral  por- 
tion of  the  basal  ganglia  and  cerebral  hemi- 
sphere. 

Each  of  the  major  vessels  making  up  a 
four-segment  vascular  unit  is  similar  in 
design.  Each  large  vessel  gives  olf  central 
perforators  to  the  central  base  cells,  a 
single,  or  at  times  multiple,  lateral  per- 
forator to  the  ventrolateral  cell  mass,  and 
finally  distal  perforators  to  the  supra- 
segmental cell  mass  on  the  dorsum  of  the 
neural  tube.  Perforating  branches  to  the 
pons  actually  are  similar  to  perforating 
branches  elsewhere  when  one  considers  that 
the  basilar  artery  started  as  dual  vessels 
during  development. 

Collateral  circulation 

The  collateral  circulation  to  the  brain 
can  be  divided  into  three  main  systems: 
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extracranial,  extra-  to  intracranial,  and 
intracranial  systems.  The  large  extra- 
cranial vessels  which  carry  blood  to  the 
brain  have  interconnecting  channels  across 
the  neck.  Extracranial  collaterals  also  are 
noted  at  regions  of  exit  from  the  skull  of 
nerve  elements  closely  related  to  the  central 
nervous  system,  such  as  the  eye,  ear,  and 
nose. 

The  second  system  is  that  of  the  extra- 
cranial-to-intracranial  vessels.  These  are 
developmental  abnormalities  not  commonly 
encountered.  The  persistent  trigeminal 
artery  is  the  most  commonly  found  of  this 
group  and  connects  the  internal  carotid 
artery  in  the  region  of  the  cavernous  sinus 
to  the  junction  of  the  mid  and  distal  thirds 
of  the  basilar  artery.  Two  rarely  found 
collaterals  of  this  group  are  the  otic  and 
hypoglossal  arteries. 

The  third  system  of  collaterals  is  confined 
to  the  intracranial  cavity.  This  last  system 
again  can  be  divided  into  three  primary 
units.  First,  there  is  collateral  between 
the  large  vessels  on  the  base  of  the  brain, 
referred  to  as  the  circle  of  Willis.  Second, 
some  interconnections  are  seen  between 
the  perforating  vessels  before  they  enter 
the  brain  substance.  Third,  collateral  is 
seen  between  the  surface  vessels  on  the 
dorsum  of  the  brain.  This  latter  group  of 
vessels  interconnect  with  each  other  only 
after  they  have  passed  the  region  of  cells 
for  which  they  were  intended.  In  other 
words,  it  is  only  at  the  termination  of  the 
vessels  near  the  middorsum  of  the  brain 
that  they  join  together.  Rarely  do  two 
vessels  on  the  lateral  surface  of  the  brain 
have  any  interconnections.  It  is  because 
of  this  that  the  center  of  the  region  of  sup- 
ply of  an  artery  becomes  necrotic  while  its 
peripheral  areas  survive.  Once  blood  enters 
a vessel  destined  for  a group  of  cells,  it 
retains  this  blood  until  it  passes  the  regions 
of  cells  for  which  it  was  intended.  Capillary 
collateral  because  of  the  lower  venous 
pressures  is  also  very  inadequate;  the 
blood  passes  to  the  channels  of  least  re- 
sistance. 

Cerebral  blood  flow 

For  years  cerebral  blood  flow  has  been 
the  subject  of  many  studies.  The  con- 
troversy concerning  the  mechanism  of  al- 
teration of  blood  flow  is  as  much  an  issue 


today  as  it  was  fifty  years  ago.  That  a 
neural  supply  to  the  blood  vessels  of  the 
brain  exists  cannot  be  denied,  but  to  what 
extent  the  presence  of  the  nerve  elements 
contributes  to  the  extent  and  immediacy 
of  change  of  caliber  of  the  individual  ves- 
sels is  unknown.  Irritation,  albeit  ab- 
normal, such  as  occurs  by  stimulating  an 
artery  with  an  electrical  charge,  may  pro- 
duce marked  spasm.  However,  whether 
any  such  nerve  stimulus  occurs  in  a closed 
head  is  another  issue.  Certainly,  stimula- 
tion of  autonomic  nerves  outside  the  head 
causes  no  marked  change  in  cerebral  blood 
flow.  That  a chemical  control  of  blood 
flow  exists  has  been  amply  demonstrated. 
Increase  of  carbon  dioxide  tension  in  the 
blood  increases  cerebral  blood  flow.  Other 
chemical  agents  are  likewise  known  to 
effect  changes  in  blood  vessel  caliber. 

Finally,  changes  in  the  cardiovascular 
system  outside  of  the  head  probably  play 
a great  role  in  the  maintenance  of  adequate 
cerebral  circulation.  Hypoxic  changes 
secondary  to  poor  blood  flow  to  cells  in 
certain  areas  of  the  brain  may  be  the  stim- 
ulus to  produce  the  extracranial  vascular 
change.  Rapid  and  marked  changes  in 
cardiac  output  follow  stimulation  of  specific 
cell  areas  in  the  central  nervous  system. 

Application  of  our  knowledge  of  the 
anatomy  and  physiology  of  the  cerebro- 
vascular system  helps  to  explain  the  clinical 
syndromes  secondary  to  vascular  occlusion 
or  rupture.  The  blood  supply  to  the  nerv- 
ous system  is  primarily  to  the  active  cells. 
The  axones  and  supporting  structures  re- 
ceive nourishment  through  a secondary 
system.  The  axones  are  damaged  at  the 
time  of  a vascular  occlusion  when  they 
happen  to  traverse  a group  of  cells  sup- 
plied by  a single  artery.  In  order  for  the 
axones  making  up  the  internal  capsule  of 
the  forebrain  to  exit  from  the  neural  tube, 
they  must  pass  through  the  ventrolateral 
group  of  cells  making  up  the  caudate  nu- 
cleus and  putamen,  irrigated  by  the  anterior 
and  middle  cerebral  arteries,  and  the  more 
caudad  globus  pallidus  and  ventrolateral 
nucleus  of  the  thalamus  supplied  by  the 
anterior  choroidal  artery.  Therefore,  the 
most  rostral  portion  of  the  internal  capsule 
becomes  damaged  when  the  lateral  per- 
forator of  the  anterior  cerebral  artery 
Heubner’s  artery,  is  damaged.  I do  not 
believe  that  any  motor  or  sensory  tracts 
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are  involved  in  this  situation,  and  there- 
fore very  little  or  nothing  may  be  demon- 
strated clinically. 

Theoretically,  occlusion  of  the  anterior 
cerebral  artery  should  produce  ischemic 
changes  in  the  region  of  the  foot  and  leg 
area  on  the  medial  aspect  of  the  vertex 
of  the  cerebral  hemisphere.  However, 
collateral  circulation  between  the  anterior, 
middle,  and  posterior  cerebral  arteries  are 
extensive  at  this  point,  and  no  changes  may 
occur.  The  posterior  portion  of  the  anterior 
limb  and  the  genu  of  the  internal  capsule 
are  damaged  when  the  lateral  perforator 
of  the  middle  cerebral  artery  is  occluded. 
All  the  motor  as  well  as  the  parietal  sensory 
fibers  from  the  cerebral  cortex  pass  through 
this  area  and  when  injured  result  in  a 
contralateral  hemiplegia  and  gnostic  dys- 
esthesia. When  the  middle  cerebral  artery 
distal  to  the  lateral  perforator  is  occluded, 
only  the  cells  of  the  cortex  are  damaged, 
leading  to  paralysis  of  the  contralateral 
lower  face  and  upper  extremity.  The  leg 
area  is  supplied  by  the  anterior  cerebral 
artery  and,  therefore,  is  spared. 

The  posterior  two  thirds  of  the  posterior 
limb  of  the  internal  capsule  is  damaged 
in  traversing  the  cells  of  the  globus  pallidus 
and  ventrolateral  nucleus  of  the  thalamus 
following  occlusion  of  the  anterior  cho- 
roidal artery.  Visual  fibers,  as  well  as  cells 
of  the  ventrolateral  nucleus  of  the  thalamus 
subserving  superficial  sensation,  may  be 
injured  resulting  in  a hemianopsia  and 
contralateral  true  hemihypalgesia.  The 
proximity  of  the  genu  of  the  internal  capsule 
may  produce  slight  motor  fiber  impairment. 
Fortunately,  the  collateral  circulation  to 
this  vessel  is  rather  large,  and  the  clinical 
syndrome  may  not  become  manifest  with 
occlusion  near  the  origin  at  the  internal 
carotid  artery.  Occlusion  of  the  posterior 
cerebral  artery  produces  primarily  hemi- 
anopsia due  to  damage  of  the  occipital 
cortex.  The  posterior  cerebral  artery  does 


not  irrigate  any  group  of  cells  through  which 
a portion  of  the  internal  capsule  traverses. 
The  compactness  of  important  structures 
in  the  mid-  and  hindbrain  causes  a variety 
of  clinical  syndromes  through  vascular 
occlusion.  Slight,  but  obvious,  clinical 
effects  such  as  short-lived  dizzy  episodes 
and  diplopia  may  follow  ischemic  changes 
by  small-artery  pathologic  conditions  in 
this  more  caudal  portion  of  the  brain. 

The  position  of  the  lateral  perforating 
branches  of  the  middle  cerebral  and  mesen- 
cephalic arteries  accounts  for  the  frequent 
sites  of  cerebral  hemorrhage  in  the  region 
of  the  basal  ganglia  and  midbrain.  The 
proximity  of  these  directly  existing,  rela- 
tively larger  perforating  branches  to  large 
artery  channels  may  be  the  basis  for  rupture 
of  smaller  branches  during  large-volume 
blood  shunts. 

Summary 

Viewing  the  brain  in  its  embryologic 
rostrocaudal  organization  allows  for  a 
relatively  simplified  clear  understanding 
of  the  gross  anatomy  of  the  many  central 
nervous  system  cell  areas.  The  basic 
three  rostrocaudal  segments  of  the  brain — 
forebrain,  midbrain,  and  hindbrain — again 
can  be  subdivided:  the  forebrain  has  dorsal, 
ventrolateral,  and  ventrocentral  areas  and 
the  mid-  and  hindbrain  dorsal  and  ventral 
regions.  The  entire  brain  is  made  up  pri- 
marily of  gray  cells  and  white  matter  areas. 
The  white  matter  consists  of  myelinated 
axones  exiting  and  entering  from  the  ventro- 
lateral portions  of  the  neural  tube.  The 
entire  brain  receives  its  blood  supply 
through  a “double-four-artery”  system. 
The  arteries  are  destined  primarily  for  cells. 
The  white  matter  is  damaged  when  it 
courses  through  a group  of  cells  supplied 
by  a single  artery  which  has  become  oc- 
cluded. 
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Quantitative  information  concerning 
the  frequency  and  distribution  of  intra- 
cranial infarction  as  summarized  here 
was  prepared  for  this  conference  and  was 
derived  from  the  1958  to  1963  autopsy 
records  of  the  Institute  of  Pathology, 
Kings  County  Hospital  Center,  Brooklyn, 
New  York.  These  data  represent  a con- 
secutive series  of  all  cases  fulfilling  two 
criteria:  that  the  patient  was  over  the  age 
of  sixteen  years  at  death  and  that  a 
complete  autopsy  examination,  including 
intracranial  contents,  had  been  performed. 
A total  of  4,003  cases  was  thus  obtained 
for  review. 

Encephalomalacia  (ischemic  cerebral 
vascular  disease),  for  purposes  of  this  sur- 
vey, was  arbitrarily  defined  as  tissue  in- 
farction causally  unrelated  to  either  head 
trauma,  compressive  mass  lesion,  or  a pre- 
ceding hemorrhage  and  which  exceeded 
1 cm.  in  major  diameters  if  supratentorial 
and  0.5  cm.  in  major  diameters  if  infra- 
tentorial. 

Methods 

The  intracranial  tissues  were  routinely 
dissected  following  a fourteen-  to  twenty- 
day  period  of  fixation  in  10  per  cent  for- 
malin. The  patency  of  the  major,  extra- 
cerebral arteries  was  determined  by  the 
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examination  of  multiple  cross-sectional  cuts, 
at  times  with  the  assistance  of  a binocular 
dissecting  microscope.  Vessels  showing 
occlusion,  possible  occlusion,  or  severe 
stenosis  were  examined  further  by  his- 
tologic procedures. 

The  supratentorial  tissues  were  serially 
cut  in  a cross-sectional  plane  at  intervals 
of  about  0.5  cm.;  the  infratentorial  tissues 
were  dissected  in  thicknesses  of  about  0.3 
cm.  Both  questionable  and  clear-cut  areas 
of  encephalomalacia  were  recorded  and 
appropriate  blocks  of  tissue  taken  for 
microscopic  verification.  In  all  cases, 
additional  blocks  of  tissue  from  the  superior 
frontal  gyrus,  hippocampal  cortex,  basal 
ganglia,  hypothalamus  and  mammillary 
bodies,  midbrain,  pons,  medulla,  cerebellar 
vermis,  and  cerebellar  cortex  were  proc- 
essed routinely  for  histologic  examination. 

The  following  information  was  extracted 
from  the  autopsy  records  of  each  case: 
age  and  sex;  location  of  encephalomalacia; 
multiplicity  of  encephalomalacia;  character 
of  encephalomalacia,  whether  embolic  or 
nonembolic;  occlusion  of  major  cerebral 
arteries;  cardiac  weight;  occlusion  or 
severe  atherosclerotic  stenosis  of  the  cor- 
onary arteries;  and  myocardial  infarction. 
This  information  was  appropriately  coded 
and  then  transcribed  to  standard  IBM 
(International  Business  Machines)  cards. 
An  IBM  model  82  sorter  was  used  to 
retrieve  the  data  presently  summarized. 
No  attempt  has  been  made  to  correlate  the 
pathologic  lesions  with  the  existence  or 
severity  of  clinical  symptoms;  nor  has 
attention  been  directed,  in  the  present 
inquiry,  to  the  modifying  influences  of 
diabetes  mellitus,  ethnic  status,  or  to  any 
other  independent,  vascular  disorders.  The 
incidence  of  encephalomalacia  in  associa- 
tion with  these  factors  will  be  considered 
elsewhere. 

Findings 

Occlusion  of  intracranial  arteries. 
Demonstrable  closure  of  a major  intra- 
cranial artery  is  a very  rare  finding  in 
autopsies  performed  on  patients  between 
sixteen  and  thirty-five  years  of  age  (2 
instances  in  269  autopsies).  The  frequency 
of  intracranial  arterial  occlusion  rises 
progressively  in  succeeding  decades  (Table 
I ) . Between  sixty-six  and  eighty-five  years 
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TABLE  I.  Incidence  of  occlusion  of  major  intracranial  arteries 


Age 

(Years) 

Total 

Anterior 
Cerebral 
M F 

Internal 
Carotid 
M F 

Middle 
Cerebral 
M F 

Posterior 
Cerebral 
M F 

Basilar 
M F 

Vertebral 
M F 

16  to  25 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

26  to  35 

2 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

1 

0 

36  to  45 

9 

1 

0 

1 

1 

0 

1 

0 

1 

1 

2 

1 

0 

46  to  55 

35 

0 

1 

3 

4 

6 

7 

2 

2 

6 

1 

1 

2 

56  to  65 

61 

2 

1 

9 

7 

11 

10 

3 

2 

6 

3 

4 

3 

66  to  75 

73 

0 

4 

9 

5 

21 

17 

3 

1 

3 

3 

3 

4 

76  to  85 

65 

1 

1 

4 

11 

12 

16 

4 

2 

4 

6 

2 

2 

86  and  over 

11 

1 

1 

2 

0 

0 

2 

1 

1 

0 

1 

2 

0 

256 

5 

8 

28 

28 

50 

54 

13 

9 

20 

16 

14 

11 

of  age,  9 per  cent  of  the  total  autopsy  popu- 
lation show  occlusion  of  one  or  more  major 
intracranial  arteries.  Emboli  rarely  ac- 
count for  obstruction  of  the  proximal  seg- 
ments of  the  intracranial  arteries  (3  in- 
stances in  the  256  cases  with  arterial  occlu- 
sion). Dislodged  thrombi  orginating  from 
cardiac  valves  (rheumatic  endocarditis)  or 
left  ventricular  endocardium,  overlying  a 
prior  myocardial  infarction,  constitute  the 
sources  of  emboli  in  these  cases.  Since  the 
histologic  criteria  which  serve  to  distinguish 
embolic  occulsion  from  thrombotic  occlusion 
become  negligible  after  a few  months,  the 
likelihood  of  identifying  an  occlusive  mass 
as  being  embolic  diminishes  with  increasing 
chronicity  of  the  lesion.  It  is  therefore 
presumed  that  the  frequency  of  occlusion 
assigned  to  an  embolic  mechanism  repre- 
sents a considerable  underestimation. 

The  middle  cerebral  artery  is  the  most 
commonly  occluded  intracranial  artery,  ac- 
counting for  almost  one  half  of  all  the  256 
cases  (Table  I).  The  next  most  frequent 
closure  is  found  in  the  intracranial  course  of 
the  internal  carotid  artery.  It  is  likely  that 
the  frequency  of  occlusion  of  this  vessel  is 
appreciably  higher  than  that  indicated  in 
this  series  since  major  portions  of  the  inter- 
nal carotid  artery,  cervical  and  siphon  seg- 
ments, were  not  examined  by  direct  visu- 
alization. They  were  tested  for  patency 
only  by  the  injection  of  water  which,  at 
best,  must  be  regarded  as  an  unreliable 
indicator.  Cases  of  internal  carotid  artery 
thrombosis  with  secondary  thrombotic 
propagation  into  one  of  the  major  tributary 
branches  (that  is,  middle  cerebral  artery) 
were  classified  only  as  cases  of  internal 
carotid  artery  occlusion.  The  least  com- 
monly occluded  vessel  is  the  anterior  cere- 
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bral  artery.  The  mean  ages  of  the  patients 
show  no  material  difference,  regardless  of 
the  intracranial  artery  found  to  be  ob- 
structed. It  must  however  be  noted  that 
in  a substantial  number  of  cases  these  oc- 
clusions were  not  the  proximate  cause  of  the 
death.  The  patient’s  history,  in  conjunc- 
tion with  the  microscopic  character  of  the 
thrombus,  often  indicated  that  a considera- 
ble interval  had  elapsed  between  the  occur- 
rence of  the  vascular  insult  and  the  death  of 
the  patient.  Indeed,  in  some  cases  of 
internal  carotid  or  vertebral  artery  occlu- 
sion, no  encephalomalacia  had  resulted, 
presumably  because  of  the  existence  of  an 
effective  collateral  circulation.  Since  these 
data  represent  the  age  when  vascular  occlu- 
sion was  demonstrated  rather  than  the  age 
when  occlusion  developed,  little  significance 
may  be  attached  to  these  average  ages. 

Frequency  of  encephalomalacia. 
Over  one  fourth  of  all  brain  specimens  ob- 
tained at  autopsy  from  patients  sixteen 
years  or  older  contain  macroscopic  zones  of 
infarction  (Table  II).  It  should  be  stressed 
that  only  in  a minority  of  these  patients  had 
there  been  clinical  evidence  of  neurologic 
abnormality.  A considerable  number  of 
supratentorial  lesions  as  well  as  lesions 
within  the  cerebellum  had  no  clinical  rep- 
resentation. Infarcts  of  the  brain  stem  on 
the  other  hand  were  generally  accompanied 
by  notable  neurologic  signs  or  symptoms. 

The  frequency  of  pathologically  evident 
encephalomalacia  increases  with  each  dec- 
ade and  is  substantially  elevated  (fre- 
quency of  0.25  or  greater)  in  males  and 
females  beyond  the  age  of  fifty-five.  There 
is  a minor  decline  in  the  frequency  of  en- 
cephalomalacia in  both  males  and  females 
older  than  eighty-five  years  of  age  (Table 
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TABLE  II.  Percentage  frequencies  of  encephalomalacia  in  autopsy  population,  by  sex  and  age 


Age  (Years) 

Frequency  of 
Encephalomalacia 
Male  Female 

Frequency  of 
Multiplicity 
Male  Female 

Frequency  of  Emboli 
Male  Female 

16  to  25 

0.06 

0.05 

0.05 

1.00 

0.50 

0.50 

26  to  35 

0.06 

0.10 

0.60 

0.36 

0.40 

0.36 

36  to  45 

0.07 

0.13 

0.60 

0.63 

0.07 

0.33 

46  to  55 

0.17 

0.19 

0.59 

0.59 

0.10 

0.22 

56  to  65 

0.25 

0.26 

0.67 

0.62 

0.07 

0.11 

66  to  75 

0.32 

0.34 

0.63 

0.63 

0.04 

0.09 

76  to  85 

0.36 

0.41 

0.63 

0.61 

0.05 

0.07 

86  and  over 

0.34 

0.36 

0.66 

0.69 

0.03 

0.03 

Average 

0.25 

0.26 

0.63 

0.62 

0.06 

0.12 

TABLE  III. 

Incidence  of  encephalomalacia  according  to  age,  sex 

, and  intracranial 

region 

^ * f 1 

t r t t * i 

Age 

(Years) 

Number  of 
Autopsies 
M F 

Frontal 
Lobe 
M F 

Temporal  Parietal  Occipital 

Lobe  Lobe  Lobe 

M F M F M F 

Basal 
Ganglia 
M F 

Mid- 
brain 
M F 

Pons 
M F 

“Me- 
dulla 
M F 

Cere- 
bellum 
M F 

16  to  25 

36 

42 

0 

2 

0 

2 

1 

1 1 

1 

2 

1 

0 

0 

0 

0 

0 

0 

0 

0 

26  to  35 

86 

105 

3 

6 

2 

3 

3 

5 0 

0 

2 

6 

0 

0 

1 

1 

0 

0 

2 

2 

36  to  45 

201 

186 

7 

13 

8 

6 

6 

7 1 

7 

10 

12 

1 

3 

3 

8 

2 

0 

7 

3 

46  to  55 

356 

269 

28 

24 

20 

15 

19 

19  13 

9 

34 

36 

6 

0 

17 

12 

1 

0 

17 

10 

56  to  65 

481 

351 

62 

50 

42 

33 

44 

31  31 

16 

72 

58 

8 

3 

33 

20 

3 

2 

33 

19 

66  to  75 

562 

405 

92 

71 

55 

38 

67 

47  47 

30 

93 

96 

7 

4 

41 

34 

2 

3 

47 

37 

76  to  85 

359 

362 

46 

69 

38 

44 

43 

46  33 

36 

73 

86 

7 

3 

26 

33 

2 

1 

44 

36 

86  and  over 

85 

117 

14 

20 

3 

11 

11 

14  4 

7 

16 

24 

1 

2 

8 

7 

0 

0 

5 

13 

Totals 

2,166 

1,837 

252 

255 

168 

152 

194 

170  130 

106 

302 

319  30 

15 

129 

115  10 

6 

155 

120 

II).  Surprisingly  little  difference  prevails 
between  the  age-equated  rates  of  encephalo- 
malacia in  males  and  females.  Most 
retrospective  autopsy  surveys,  including 
the  current  one,  demonstrate  that  the  fre- 
quency of  coronary  vascular  disease  is 
distinctly  higher  in  males. 

The  frequency  with  which  encephalo- 
malacia occurs  in  multiple  areas  does  not 
seem  to  vary  appreciably  in  either  sex 
(males,  0.63;  females,  0.62),  although 
minimal  fluctuations  in  age  are  apparent 
(Table  II). 

Only  a minority  of  encephalomalacic 
lesions  are  attributable  directly  to  embolism 
within  the  smaller  cerebral  arteries  (fre- 
quency of  0.06  in  males  with  encephaloma- 
lacia and  frequency  of  0.12  in  females  with 
encephalomalacia).  Since  this  diagnosis  is 
accepted  only  after  histologic  demonstra- 
tion of  an  impacting  embolism,  these  fre- 
quencies must  again  be  regarded  as  emi- 
nently conservative.  In  both  males  and 
females  the  relative  role  of  embolism  in  the 
etiology  of  encephalomalacia  diminishes 
progressively  with  age.  Below  the  age  of 
thirty-five  years,  40  per  cent  of  cerebral 
infarctions  are  accounted  for  through 
embolization,  while  only  3 per  cent  of  in- 


TABLE  IV.  Statistical  association  showing  fre- 
quency between  encephalomalacia  and  coronary 
vascular  disease 


Coronary 

Sclerosis, 

Age  (Years)  Moderate 

Coronary 
Sclerosis, 
Severe  or 
Occlusive 

Myocardial 

Infarction 

16  to  35 

No  encephalomalacia  0.01 

0.03 

0.02 

Encephalomalacia  0.05 

0.10 

0.10 

36  to  65 

No  encephalomalacia  0 . 14 

0.10 

0 04 

Encephalomalacia  0 . 26 

0.30 

0.10 

66  to  90 

No  encephalomalacia  0 . 33 

0.28 

0.08 

Encephalomalacia  0 . 35 

0.38 

0.11 

farctions  in  patients  older  than  eighty-five 
years  result  from  this  mechanism. 

The  incidence  of  encephalomalacia  ac- 
cording to  anatomic  locations  and  equated 
to  age  and  sex  is  listed  in  Table  III.  The 
basal  ganglia  are  the  commonest  sites  of 
intracranial  infarction  in  both  sexes.  The 
order  of  frequency  in  the  remaining  supra- 
tentorial region  is:  frontal,  parietal,  tem- 
poral, and  occipital  lobes.  In  the  posterior 
fossa,  lesions  in  the  cerebellum  and  pons 
predominate,  while  encephalomalacia  of  the 
midbrain  and  medulla  is  comparatively 
rare.  The  median  age  for  infarction  of 
most  regions  is  higher  in  the  female  than  the 


956  New  York  State  Journal  of  Medicine  / April  15,  1966 


male.  This  is  in  part  because  females 
constitute  an  increasing  fraction  of  the 
autopsy  population  in  the  decades  beyond 
the  age  of  seventy-five  years. 

Association  between  cerebral  and 
coronary  vascular  disease.  The  fre- 
quency of  coexisting  coronary  artery  occlu- 
sion and/or  myocardial  infarction  in  pa- 


Conservative treatment 
of  postherpetic  neuralgia 

Experience  with  86  patients  in  the  older-age 
bracket  who  were  suffering  from  postherpetic 
neuralgia  indicates  that  a program  of  conserva- 
tive management  can  make  the  outlook  of  this 
stubborn  condition  less  bleak  than  long  sup- 
posed. The  therapies  used  in  this  study,  con- 
ducted by  E.  M.  Todd,  M.D.,  B.  L.  Crue,  Jr., 
M.D.,  and  M.  Vergadamo,  and  reported  in  a 
recent  issue  of  the  Bulletin  of  the  Los  Angeles 
Neurological  Society,  were  (1)  ethyl  chloride 
sprays,  (2)  vibrator  application,  or  (3)  a combina- 
tion or  alternation  of  both  procedures.  Follow- 
up, ranging  from  six  months  to  six  years,  re- 
vealed that  27  patients  were  definitely  pleased 
with  the  results  while  continuing  treatments 
varing  from  several  times  daily  to  a few  times 
1 every  month.  The  usual  course  is  one  of 
gratifying  improvement  at  first  with  slow  ir- 
regular progress  afterward.  Complete  cures 
were  infrequent,  and  only  19  could  be  verified. 
There  were  11  classified  as  total  failure,  but 
faulty  indoctrination  may  have  been  responsible 
for  several  of  these.  Among  the  complete 
cures,  2 patients  over  eighty  years  old  had  no 
residual  discomfort.  At  the  last  check-up,  12 
patients  still  had  some  residual  pain  but  no 
longer  required  treatment.  There  were  17  who 
were  reluctant  to  admit  that  they  were  better, 
but  they  had  not  abandoned  the  treatments, 
and  relatives  reported  a favorable  impression. 

The  39  women  and  47  men  ranged  in  age  from 


tients  with  demonstrated  intracranial  in- 
farction is  consistently  higher  than  in 
patients  of  similar  age  range  and  sex  with- 
out intracranial  infarction  (Table  IV). 
These  differences  in  coronary  disease  rate 
between  those  patients  with  and  those 
without  ischemic  cerebral  disease,  however, 
seem  to  diminish  in  the  older-age  groups. 


forty- three  to  eighty-eight.  The  areas  of  involve- 
ment usually  were:  thoracic,  48;  ophthalmic, 
19;  lumbosacral,  13;  and  cervical,  6.  No  lesion 
was  bilateral.  In  2 patients  sores  failed  to  heal, 
and  they  could  not  tolerate  any  topical  treat- 
ment. None  were  included  with  a history  of 
less  than  three  months  from  the  initial  ap- 
pearance of  the  rash. 

In  the  first  procedure,  a small,  light,  hand  vi- 
brator with  a small,  slightly  concave  plastic  head 
was  considered  ideal.  A heavy  muscle  massage 
unit  is  unsatisfactory.  Before  the  vibrator  is 
applied,  it  must  be  established  that  all  inflam- 
mation has  been  resolved.  Applications  are 
made  with  a gentle  rotary  motion  for  about  five 
minutes;  frequency  is  an  individual  matter. 
The  patient  himself  or  family  members  can 
continue  the  treatments  at  home  after  the  first 
few  visits.  Reaction  to  initial  contact  can  be 
reduced  by  preapplication  of  anesthetic  oint- 
ments over  the  area  or  by  sliding  over  it  an  ice 
cube  in  a plastic  bag.  Forceful  percussion  from 
too-vigorous  application  may  lead  to  break- 
down, delaying,  or  making  impossible  further 
use  of  this  method. 

The  ethyl  chloride  spray  was  somewhat  more 
popular  with  this  series  of  patients,  but  many 
prefer  to  combine  or  alternate  the  procedures. 
A rapid  light  application  of  the  ethyl  chloride 
often  makes  use  of  the  vibrator  more  comfort- 
able; where  the  vibrator  is  preferred,  the 
spray  may  be  used  in  intervals  of  skin  irritation 
or  breakdown.  Generally,  intermittent  spray- 
ing for  a few  seconds  every  minute  is  the  pre- 
ferred method.  If  used  on  the  face,  the  eyes 
should  be  tighly  closed. 
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Pain  Management 
in  Cancer 

GUY  OWENS,  M.D. 

Buffalo,  New  York 

Chief,  Department  of  Neurosurgery 
Roswell  Park  Memorial  Institute 

How  common  is  pain  during  the  course  of 
a malignant  disease?  Of  295  patients  with 
bronchogenic  carcinoma  seen  and  followed 
over  a three-year  period  at  Roswell  Park 
Memorial  Institute,  74  (25  per  cent)  com- 
plained of  pain  severe  enough  to  require 
therapy. 1 Extrapolating  a bit,  25  per  cent 
of  all  patients  seen  during  that  same  period 
at  the  Institute  regardless  of  the  type  of 
malignant  growth  would  indicate  a popula- 
tion of  around  5,000  requiring  therapy  for 
pain.  It  thus  would  appear  that  such 
efforts  are  a very  important  part  of  the  total 
care  of  patients  with  cancer. 

Control  of  pain  must  always  be  based  on 
an  evaluation  of  each  individual.  Add  to 
pain  in  the  cancer  patient  the  psychic 
trauma  of  an  incurable  disease,  and  this 
personal  evaluation  becomes  even  more  im- 
portant. 

Our  experience  has  been  heavily  weighted 
by  surgical  concepts.  We  have  been  dis- 
satisfied with  pharmacologic  control  of  pain 
as  a permanent  solution.  Another  im- 
portant factor  is  that  here  the  patient  need 
not  exclude  surgical  procedures  because  of 
economic  considerations. 

This  report  is  designed  to  acquaint  physi- 
cians with  the  armamentarium  available 
to  patients  with  intractable  pain. 


Nonsurgical  control  of  pain 

Early  in  malignant  neoplastic  disease 
pain  can  be  mild.  At  this  time  nonnarcotic 
analgesics  are  useful.  At  this  point  defini- 
tive therapy  in  the  form  of  chemotherapy 
and/or  surgery  and  radiation  is  instituted. 
When  therapy  fails  pain  may  then  become 
intractable.  During  this  period  graduation 
from  codeine  to  meperidine  hydrochloride 
(Demerol),  morphine,  or  dihydromorphin- 
one  (Dilaudid)  usually  occurs.  Most  pa- 
tients assert  that  they  are  never  free  of  pain 
even  when  narcotized  to  the  point  of  sleep. 
It  is  at  this  point  that  neurosurgical  advice 
is  usually  sought.  When  to  perform  surgery 
for  relief  of  pain  is  a difficult  decision  for  all 
involved.  It  is  tempting  to  try  other  com- 
binations of  drugs,  nerve  blocks,  subarach- 
noid blocks,  and  others.  Unfortunately  the 
patient  meanwhile  becomes  addicted. 
Often  after  surgical  relief  of  pain  the  patient 
wonders  why  it  took  so  much  agonizing 
thought  and  time  before  relief  was  finally 
obtained.  It  is  very  helpful  to  have  one 
of  these  grateful  patients  available  to  act 
as  a councilor  for  someone  approaching  pain 
surgery.  His  example  can  make  a decision 
that  much  simpler. 

In  some  instances  alcohol  or  phenol 
blocks  of  peripheral  nerves  or  employed  in 
the  subarachnoid  space  may  be  useful. 
These  technics  are  limited  by  the  accuracy 
of  percutaneous  location  of  the  appropriate 
sensory  unit  and  by  the  risk  of  unwanted 
diffusion  of  the  neurotoxic  solution.  These 
technics  are  usually  only  temporary,  since 
eventually  the  serisory  nerve  regenerates. 
When  pain  is  limited  to  the  distribution  of 
one  or  two  cranial  or  segmental  nerves  and 
surgery  is  contraindicated,  alcohol  blocks 
may  be  the  treatment  of  choice.  Alcohol 
(absolute)  in  the  subarachnoid  space  floats 
on  the  surface  of  the  cerebrospinal  fluid,  so 
that  if  the  patient  is  properly  positioned 
with  the  posterior  nerve  roots  uppermost, 
destruction  of  these  roots  may  be  obtained 
before  the  alcohol  diffuses.2  Our  experi- 
ence with  this  latter  technic  has  been  un- 
successful. Multiple  attempts  have  been 
the  usual  course  of  events  ending  usually 
in  only  brief  periods  of  relief.  The  com- 
plications may  be  severe. 

Iggo  and  Walsh,3  Maher,4  and  Nathan 
and  Scott3  have  demonstrated  that  phenol 
placed  in  the  subarachnoid  space  is  effective 
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in  the  destruction  of  pain-carrying  nerve 
fibers.  With  this  method  225  mg.  of  phenol 
is  mixed  with  3 ml.  of  iophendylate.  The 
resultant  hyperbaric  7.5  per  cent  solution 
can  then  be  positioned  under  fluoroscopic 
guidance  so  that  it  enters  the  desired  nerve 
root  sheaths.  After  the  mixture  has  been 
in  the  proper  position  for  fifteen  minutes, 
it  is  pooled  under  the  injecting  needle  by 
fluoroscopy  and  removed.  The  nerves  to 
be  affected  must  be  dependent,  and  thus  a 
physician  may  be  limited  by  the  patient’s 
inability  to  be  placed  in  the  desired  posi- 
tion. When  several  thoracic  segments 
must  be  blocked,  proper  positioning  of  the 
phenol  is  difficult.  About  50  per  cent  of 
patients  treated  in  this  fashion  will  be 
helped.6 

Surgical  relief  of  pain 

Since  pain  is  entirely  subjective,  we  have 
found  that  the  physician  cannot  afford  to 
recommend  pain  surgery  too  vigorously. 
A dissatisfied  and  iatrogenically  disabled  pa- 
tient can  be  most  unpleasant.  It  has  been 
our  policy  to  describe  the  various  pro- 
cedures in  detail  to  the  patient  including  the 
undesirable  but  often  observed  side-effects. 
If  he  can  then  ask  for  help  with  full  under- 
standing of  the  undesired  costs,  we  find  a 
usually  highly  satisfied  person  after  surgery. 
This  is  the  best  measure  of  the  severity  of 
his  pain.  Those  people  who  fear  the  after- 
effects of  surgery  are  still  able  to  obtain 
pain  control  through  other  means.  White7 
has  stated  that  “relief  by  neurosurgery  has 
now  reached  the  point  where  its  risks  and 
possible  complications  are  distinctly  less 
than  those  of  narcotic  addiction.” 

Neurosurgical  relief  of  pain  is  most  useful 
in  patients  with  life  expectancies  of  from 
six  to  twelve  months.  It  is  very  difficult, 
however,  to  predict  the  future,  and  for  that 
reason  we  have  offered  procedures  to  some 
patients  who  have  not  survived  as  long  as 
1 was  hoped. 

Neurosurgical  procedures  include  cor- 

Edotomy,  rhizotomy,  decompressive  lami- 
nectomy, lobotomy,  and  hypophysectomy. 

Cordotomy.  Sectioning  of  the  antero- 
lateral spinothalamic  tract  lying  in  the  an- 
terior quadrants  of  the  spinal  cord  is  the 
most  effective  and  useful  procedure  now 
available  for  surgical  control  of  pain.  Pain 
and  temperature  modalities  are  transmitted 


NONSURGICAL  MANAGEMENT  OF  PAIN  in 
cancer  is  often  unsatisfactory.  Neurosur- 
gical relief  of  pain  also  has  undesirable  side- 
effects  but  is  useful  in  patients  with  life 
expectancies  of  from  six  to  twelve  months. 
Methods  include:  cordotomy,  best  used  when 
pain  is  localized  to  a useful  extremity  and 
when  midline,  abdominal,  or  pelvic  disease 
is  present;  rhizotomy,  which  is  useful  for 
pain  in  the  thorax,  abdomen,  head,  and  neck 
but  should  not  be  used  in  a useful  extremity; 
prefrontal  lobotomy,  reserved  for  the  desper- 
ately ill  in  whom  pain  can  no  longer  be  con- 
trolled; decompressive  laminectomy,  used 
for  pain  in  the  lower  extremities  caused  by 
an  intracanular  tumor;  and  hypophysec- 
tomy, which  can  be  successfully  employed 
only  in  patients  with  hormone-dependent 
tumors,  such  as  breast  and  prostatic  car- 
cinoma. 


by  way  of  this  relatively  well-defined  path- 
way. The  operative  procedure  is  precise 
and  must  be  performed  with  care.  A fre- 
quent complication  is  damage  to  the  pyram- 
idal tract  which  lies  immediately  posterior 
to  the  cordotomy  incision.  Because  of 
occasional  anatomic  variations  in  the  tracts, 
adequate  and/or  permanent  analgesia  is  not 
always  obtained. 

Initially  it  is  necessary  to  select  the  pa- 
tient who  should  receive  the  greatest  benefit 
from  this  surgical  procedure.  It  is  best 
used  when  pain  is  localized  to  a useful  ex- 
tremity which  a rhizotomy  would  render 
all  but  useless.  It  is  the  procedure  of  choice 
when  midline,  abdominal,  or  pelvic  disease 
is  present.  In  these  circumstances  we  now 
elect  to  do  a bilateral  simultaneous  low 
cervical  cordotomy.5-6  In  a series  of 
elderly  patients  with  cancer  requiring  sur- 
gical relief  of  pain,  60  per  cent  fell  into  this 
abdominopelvic  midline  category.8  Such 
a bilateral  procedure  will  cause  loss  of  blad- 
der function  in  each  instance.  About  45 
per  cent  of  all  patients,  however,  recover 
bladder  activity.  A higher  percentage  of 
women  than  men  can  be  expected  to  re- 
spond in  this  fashion.  Impotence  is  a re- 
sult also  in  the  male. 

The  high  thoracic  level  is  often  employed 
but  is  best  for  lower-extremity  pain.  An- 
esthetic levels  following  all  cordotomy 
procedures  regardless  of  incision  site  fall 
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several  segments  after  postoperative  edema 
subsides.  For  that  reason  efforts  are  made 
to  section  the  tract  at  as  high  a level  as  is 
practical.  Some  prefer  the  high  cervical 
level  even  when  pain  is  limited  to  the  pelvis 
or  lower  extremity.  French9  feels  that  a 
high  cervical  cordotomy  is  the  procedure  of 
choice  for  all  pain  below  the  face  because  of 
the  infrequency  of  technical  difficulties, 
relatively  low  mortality  rate,  and  sustained 
high  levels  of  analgesia.  With  pain  in  an 
upper  extremity  or  above  the  costal  margin, 
we  will  perform  a unilateral  high  cervical 
cordotomy  often  in  association  with  selected 
posterior  rhizotomies.  If  the  uninvolved 
arm  is  useful,  rhizotomy  is  limited  to  the 
first  4,  or  exceptionally  5,  ipsilateral  poste- 
rior nerve  roots.  We  have  demonstrated, 
however,  that  impaired  respiratory  activity 
will  result  in  every  instance  in  which  an 
adequate  (at  least  4 mm.)  cut  is  made  in  the 
upper  cervical  cord.10  The  severe  respira- 
tory effect  is  only  temporary  but  is  sig- 
nificant enough  that  we  now  investigate  the 
tidal  volume  in  all  patients  who  are  candi- 
dates for  the  procedure.  We  feel  that  a 
pulmonary  abnormal  condition  is  probably 
a contraindication  to  unilateral  high  cervical 
procedures.  We  feel  that  bilateral  cervical 
cordotomies  should  be  abandoned  com- 
pletely, based  on  the  respiratory  disorders 
which  they  produce. 

The  undesirable  aftereffects  of  cordoto- 
mies include  transitory  lower  extremity 
weakness,  transitory  hypotension  (following 
bilateral  low  cervical  operation),  and,  in 
about  half  the  patients  undergoing  bilateral 
procedures,  permanent  bladder  dysfunc- 
tion. 

We  feel  that  the  majority  of  our  patients 
subjected  to  cordotomies  have  benefited 
in  some  fashion.  There  are  fewer  phar- 
macologic-induced side-effects  such  as  leth- 
argy, loss  of  appetite,  and  addiction. 
Movement  becomes  freer.  A factor  of  some 
importance  is  an  improvement  in  the  psy- 
chologic outlook  once  pain  is  relieved. 

Rhizotomy.  Section  of  the  posterior, 
sensory,  cranial,  and  spinal  nerves  can  pro- 
duce analgesia  in  a well-defined  region. 
Because  all  sensory  modalities  are  thereby 
affected,  this  procedure  should  not  be  em- 
ployed in  a useful  extremity.  Total  anes- 
thesia in  the  thorax  and  abdomen  is  incon- 
sequential and  therefore  very  valuable. 
The  major  difficulty  is  that  extensive  lami- 


nectomies may  be  necessary.  This  is  usu- 
ally well  tolerated.  Temporary  block  with 
procaine  can  often  delineate  very  accurately 
the  nerve  roots  to  be  cut  to  relieve  pain  ade- 
quately. Sections  of  the  fifth,  ninth,  and 
part  of  the  tenth  cranial  nerves  can  often 
give  good  control  of  pain  in  the  head  and 
neck  problems.  A combination  of  cordot- 
omy and  rhizotomy  can  be  effective  in 
shoulder  and  upper-extremity  pain. 

Prefkontal  lobotomy.  Prefrontal  lo- 
botomy  has  been  reserved  for  the  desperately 
ill  in  whom  pain  can  no  longer  be  controlled. 
The  operation  consists  of  bilaterally  sec- 
tioning the  white  matter  in  the  medial 
quadrant  of  the  frontal  lobes.11  It  is  done 
under  direct  vision  employing  local  anesthe- 
sia. The  patient  is  immediately  ambulatory 
if  his  pre-existing  disease  permits.  We 
have  found  it  most  successful  when  pain  is 
restricted  to  the  thorax  and/or  abdomen 
and  is  vague  in  its  location.  The  patients 
have  demonstrated  little,  if  any,  psychologic 
abnormalities  and  no  intellectual  disturb- 
ances. On  several  occasions  this  proce- 
dure has  been  employed  in  situations  where 
cordotomy  was  unsuccessful  and  general 
anesthetic  was  thought  to  be  a hazard. 

We  prefer  this  procedure  when  life  expect- 
ancy appears  to  be  measured  in  weeks. 

Decompressive  laminectomy.  A care- 
ful neurologic  evaluation  of  all  pain  prob- 
lems must  be  conducted.  This  is  especially 
true  when  dealing  with  pain  in  the  lower 
extremities.  This  pain  may  be  the  initial 
manifestation  of  an  intracanular  tumor 
which  produces  pain  by  expansion  and  com- 
pression of  the  cord  or  cauda  equina.  Re- 
lief of  pain  under  these  circumstances  may 
be  effected  by  a decompressive  laminec- 
tomy. Depending  on  the  abnormal  condi- 
tion, progression  of  the  tumor  may  occur 
despite  all  therapeutic  endeavors. 

Hypophysectomy.  Hypophysectomy  is 
a special  procedure  in  that  it  can  be  success- 
fully employed  only  in  patients  with  tumors 
which  one  expects  to  be  hormone-depend- 
ent.1213 Thus  far,  only  patients  with 
breast  and  prostatic  carcinoma  have  been 
offered  this  procedure.  It  should  be  noted 
that  bilateral  adrenalectomy  is  also  avail- 
able and  is  actually  the  most  frequent  effort 
employed  in  this  Institution  for  therapy  of 
advanced  disease  of  the  breast.  The  gen- 
eral experience  has  been  that  either  ap- 
proach (hypophysectomy  or  adrenalec- 
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tomy)  is  equally  successful.  About  40  per 
cent  of  all  patients  will  respond  favorably  to 
hormonal  surgery.  After  hypophyseal 
ablation,  thyroid  supplementation  is  neces- 
sary as  well  as  the  antidiuretic  hormone 
vasopressin  (Pitressin)  in  addition  to  corti- 
sone. Only  cortisone  is  required  after 
adrenalectomy.  A craniotomy  may  be  the 
best  surgical  route  when  abdominal  surgery 
is  deemed  too  debilitating.  Complications 
from  hypophysectomy  may  include  visual 
loss  (usually  unilateral)  and  occasionally 
seizures.  Either  of  these  two  problems  are 
generally  avoided,  however,  by  the  use  of 
urea  and  cerebrospinal  fluid  drainage  to 
reduce  the  brain  volume.  Mortality  fig- 
ures in  large  series  of  hypophysectomies 
range  around  3 per  cent.  More  recently 
stereotaxic  placement  of  radioactive  mate- 
rial or  the  use  of  cryosurgery  has  been  used. 
It  may  be  that  these  procedures  can  offer 
even  less  operative  morbidity. 

The  pain  in  breast  or  the  prostate  disease 
which  responds  to  a hypophysectomy  does 
so  because  of  involvement  of  bone.  The 
mechanism  for  the  relief  is  not  understood 
but  probably  is  related  to  a change  in  pres- 
sure produced  by  a resolution  of  a tumor 
within  the  bone  structure. 


Avoidance  of  use  of 
postoperative  gastric  suction 


In  a consecutive  series  of  400  patients  under- 
going definitive  gastric,  small-bowel,  and  colonic 
surgery,  80  per  cent  made  a satisfactory  re- 
covery without  the  use  of  postoperative  suction. 
In  the  other  20  per  cent,  decompression  was 
indicated  and  was  considered  important  to 
patient  recovery.  Suction  was  reserved  for 
this  group  because  they  presented  technical 
problems  and  the  probable  need  for  postopera- 
tive suction  could  be  foreseen  preoperatively. 
It  was  also  used  with  those  in  whom  post- 
operative problems  did  develop.  Thus,  only 
1 in  5 patients  undergoing  major  gastrointestinal 
surgery  actually  needed  postoperative  gastric 
suction. 

J.  L.  Herrington,  Jr.,  M.D.,  in  a recent  issue 
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of  Surgery,  Gynecology  and  Obstetrics,  reported 
that  until  recent  years,  the  principle  was  gen- 
erally accepted  that  following  major  abdominal 
surgery,  postoperative  gastric  suction  in  some 
form  was  vitally  necessary,  ranking  with  other 
supportive  measures  such  as  fluids  and  in- 
dicated antibiotics,  and  its  value  and  im- 
portance went  unquestioned.  Suctioi^  tubes 
were  probably  necessary  twenty  to  thirty 
years  ago  when  postoperative  distention  and 
intra-abdominal  complications  were  frequent 
occurrences. 

In  the  present  day,  however,  with  current 
improvements  in  preoperative  and  postoperative 
care,  anesthesia  refinements,  and  refinement  of 
surgical  technics,  such  complications  are  no 
longer  frequent  and  the  necessity  of  the  suction 
tube,  in  most  cases,  has  been  reduced  or  abol- 
ished. Among  the  advantages  of  omitting  the 
tube  are  less  nursing  care,  less  parenteral 
fluids,  and  less  discomfort  on  the  part  of  the 
patient. 
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FIGURE  1.  Supernumerary  rib  seen:  (A)arising  from  sixth  right  posterior  rib;  and(B)  in  lateral  view  super- 
imposed on  vertebral  column. 
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The  presence  of  supernumerary  intra- 
thoracic ribs  is  considered  to  be  harmless, 
and  it  therefore  is  important  to  recognize 

them.  Jacobs1  reported  the  first  case  in 
1949,  and  5 cases  have  been  reported  since 

then. 2-6  Three  have  been  right-sided  and 
2 left-sided.  The  rib  usually  lies  within 
the  lung  substance  and  is  within  a sheath 
of  visceral  and  parietal  pleura  or  has  parie- 
tal pleura  attached  to  the  exposed  surface. 
In  1 reported  case,  the  diaphragm  was  at- 
tached to  the  rib.4 


FIGURE  2.  Supernumerary  rib  seen  arising  from 
fifth  left  posterior  rib;  pleural  attachment  present. 


Our  cases,  a twenty-five-year-old  female 
and  a seventeen-year-old  female,  had  no 
symptoms  referable  to  the  chest,  and  no 
operation  was  performed  (Figs.  1 and  2). 

Summary 

Supernumerary  intrathoracic  ribs  are, 
from  a review  of  the  literature,  harmless 
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congenital  anomalies  and  should  be  recog- 
nized to  preclude  unnecessary  procedures. 

340  Henry  Street  (Dr.  Rosenblum) 
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Effect  of  tetracycline  on 
sebum  in  acne  vulgaris 

Antibiotics,  such  as  the  tetracyclines,  have 
been  used  successfully  in  treating  acne,  often  in 
doses  below  levels  required  for  systemic  anti- 
bacterial effects.  Ruth  K.  Freinkel,  M.D., 
et  al.,  writing  in  a recent  issue  of  the  New 
England  Journal  of  Medicine,  point  out,  how- 
ever, that  if  this  response  is  related  to  any 
antimicrobial  action  it  must  be  by  suppression 
of  organisms  not  considered  pathogenic.  Until 
the  actual  role  of  these  organisms  in  the  patho- 
genesis of  acne  is  clarified,  the  use  of  antibiotics 
for  this  purpose  must  remain  empirical.  This 
study  was  undertaken  to  discover  whether  or 
not  the  effectiveness  of  antibiotics  in  acne  might 
be  linked  to  changes  in  the  composition  of 
sebum.  When  various  factors  of  sebum  are 
injected  intradermally,  it  is  the  free  fatty  acids 
that  primarily  cause  the  inflammatory  reaction. 
It  was  found  that  administration  of  tetracycline 
decreased  the  concentration  of  free  fatty 
acids  but  not  the  concentration  of  total  fatty 
acids  or  the  rate  of  sebum  secretion.  Improve- 
ment of  the  acne  correlated  roughly  with  the 
change  in  partition  of  fatty  acids.  Fatty  acids 
in  the  sebum  have  a major  role  in  the  patho- 
genesis of  acne.  Since  these  free  fatty  acids 
are  probably  due  to  the  lipolytic  action  of  the 
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normal  bacterial  flora  of  human  skin,  sup- 
pression of  these  organisms  appears  to  offer  a 
rational  basis  for  the  apparent  effectiveness  of 
antibiotics  in  amelioration  of  acne  vulgaris. 

The  subjects  were  14  normal  male  volunteers 
from  twenty  to  forty  years  old  and  9 randomly 
selected  male  and  female  acne  vulgaris  patients 
aged  twelve  to  twenty.  The  study  was  carried 
on  from  May  of  one  year  to  March  of  the  next. 
Collections  of  sebum  were  made  once  or  twice  a 
week.  After  four  to  six  weeks  of  control  collec- 
tions, tetracycline  hydrochloride  (Achromycin) 
was  given  orally,  250  mg.  four  times  a day  for 
six  to  nine  weeks.  Sebum  collections  were  made 
throughout  the  treatment  period  and  usually 
four  to  six  weeks  after  therapy  was  discontinued. 
No  other  treatment  was  used  except  routine 
face  washing,  and,  if  in  use  before,  medicated 
cosmetics.  Cosmetics  were  not  used  on  the  day 
of  the  sebum  collections. 

Tetracycline  in  a dose  of  1 Gm.  a day  pro- 
duced a significant  decline  in  the  mean  value  of 
free  fatty  acids.  Esterified  fatty  acids  in- 
creased during  treatment  in  both  normal  sub- 
jects and  those  with  acne.  The  calculated  total 
of  fatty  acids  did  not  change  significantly,  how- 
ever. After  cessation  of  therapy,  the  trend 
was  toward  a reversal  of  altered  values. 
Several  of  the  acne  patients  demonstrated  a 
relapse  after  therapy  was  stopped,  roughly 
coinciding  with  a return  of  sebum  composition 
toward  control  values. 
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T his  report  describes  a technic  of  in- 
dwelling intravenous  catheterization  which 
allows  maintenance  of  humoral  homeostasis 
and  avoids  the  problem  of  frequent  veni- 
punctures during  procedures  which  require 
repeated  blood  samples. 1 The  technic  also 
provides  easy  access  to  the  venous  circula- 
tion for  drug  administration  and  conserves 
veins. 

The  modified  stainless-steel  Lindemann 
needle  used  has  an  outer  blunt-tipped  can- 
nula IV4  inches  long  equivalent  to  a thin- 
walled,  number  19  needle,  and  it  has  an 

* Supported  in  part  by  Grant  AM  06536-01  Metabolism 
from  the  National  Institutes  of  Health,  U.S.  Public  Health 
Service. 


FIGURE  1.  Lindemann  needle. 


inner  needle,  iy8  inches  long,  which  acts 
as  an  obturator  when  filled  with  clotted 
blood  (Fig.  1).| 

After  local  procaine  hydrochloride  infil- 
tration, venipuncture  is  made  in  the  usual 
manner.  The  inner  needle  is  removed  and 
placed  in  a heparin  solution  (5,000  units 
aqueous  heparin  per  250  ml.  normal  saline 
solution).  The  first  sample  is  aspirated, 
and  then  1 ml.  of  heparin  solution  is  in- 
jected to  flush  and  prevent  coagulation  in 
the  cannula  and  the  inner  needle  reinserted. 
Subsequent  samples  are  obtained  in  like 
manner  as  frequently  as  desired.  With  a 
light  dressing  to  cover  the  puncture  wound, 
the  patient  may  be  ambulatory  between 
samples.  This  method  has  been  used  in 
over  1,000  procedures,  including  oral  and 
intravenous  tolerance  tests  and  tolbutamide 
response  tests.2-5 
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Sudden  Onset  of  Chest  Pain 

Case  history 

A forty-nine-year-old  Jewish  business- 
man was  first  admitted  to  The  Roosevelt 
Hospital  on  February  6,  1963.  His  chief 
complaint  was  of  chest  pain  and  the  sudden 
onset  of  a feeling  of  faintness.  He  was 
picked  up  by  ambulance  and  brought  to 
the  hospital. 

I The  patient  apparently  had  been  well 
until  the  onset  of  the  present  illness  at 
4:30  p.m.  when,  while  walking  to  his  car,  he 
experienced  severe  substernal  pressure  and 
a feeling  of  impending  syncope.  The  pain 
persisted  until  morphine  was  administered 
on  his  arrival  at  the  hospital.  The  past 
history  revealed  six  months  of  epigastric 
pains,  ascribed  by  the  patient  to  indiges- 
tion unassociated  with  meals,  exertion,  or 

I time  of  day.  During  this  period  he  had  had 
mild  anterior  chest  pain  for  which  he  sought 
the  advice  of  his  physician.  He  alleged 
that  a “soft  heart  murmur”  was  men- 
tioned by  his  doctor. 

The  patient’s  history  was  negative  for 
rheumatic  fever,  scarlet  fever,  hyper- 
tension, renal  disease,  diabetes  mellitus, 
and  venereal  disease.  He  had  had  a 
tonsillectomy  in  childhood  and  Bell’s 
palsy  at  twenty-seven  years  of  age.  He 
smoked  20  cigarets  daily  and  several  cigars; 
he  was  a moderate  drinker. 

The  patient,  a neat-appearing,  barrel- 
chested white  man,  had  been  born  in 
Poland  and  had  emigrated  to  the  United 
States  when  he  was  a young  man.  There 
were  six  siblings,  and  five  were  living  and 
well;  one  sister  had  Hodgkin’s  disease. 
He  was  married  and  had  two  children. 
Physical  examination  showed  the  pulse 


was  100  per  minute  and  regular  except  for 
occasional  premature  contractions.  The 
blood  pressure  was  110/40  mm.  Hg.  All 
pulses  were  palpable  and  equal.  The 
neck  veins  were  flat  at  20  degrees.  Fundi 
showed  negative  findings.  The  lungs  were 
normal.  The  heart  showed  a regular  sinus 
rhythm  with  occasional  premature  con- 
tractions; Grade  III  harsh  systolic  murmur 
was  heard  at  the  apex  and  base  with  a 
Grade  III  harsh  diastolic  murmur  heard  at 
the  aortic  area,  radiating  down  to  the  left 
of  the  sternum  to  the  apex.  The  heart  was 
not  clinically  enlarged.  The  abdomen 
was  soft  and  nontender;  the  liver  was 
palpated  2 to  3 fingerbreadths  below  the 
right  costal  margin  and  was  nontender  and 
smooth.  The  remainder  of  the  examina- 
tion, including  extremities,  genitalia,  and 
nervous  system,  was  unremarkable. 

Laboratory  studies  done  on  the  day  of 
admission  showed  the  following:  hemato- 

crit 44;  hemoglobin  14.6  Gm.  per  100  ml.; 
white  blood  count  16,800  with  88  per  cent 
polymorphonuclear  leukocytes,  4 per  cent 
neutrophils,  7 per  cent  lymphocytes,  and 
1 per  cent  monocytes;  negative  findings 
on  VDRL  test  for  syphilis;  sodium  134 
mEq.,  potassium  4.3  mEq.,  and  chlorides 
98  mEq.  per  liter;  fasting  blood  sugar 
104  mg.,  blood  urea  nitrogen  25  mg.,  total 
bilirubin  2.7  mg.,  and  direct  bilirubin  1.2 
mg.  per  100  ml.;  alkaline  phosphatase  3.3 
Bodansky  units;  total  proteins  6.6  Gm., 
albumin  3.8  Gm.,  and  globulin  2.8  Gm.  per 
100  ml.;  serum  glutamic  oxalopyruvic 
transaminase  17  units,  serum  glutamic 
pyruvic  transaminase  27  units,  and  lactic 
dehydrogenase  (diphosphopyridine)  250 
units;  prothrombin  time  16  seconds  or 
80  per  cent  of  normal  (control,  14  seconds); 
urinalysis  within  normal  limits;  and  venous 
pressure  220  mm.  (saline)  and  circulation 
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time  34  seconds  with  dehydrocholic  acid 
(Decholin). 

The  electrocardiogram  taken  on  the  day 
of  admission  showed  a pattern  consistent 
with  myocardial  ischemia  with  an  oc- 
casional premature  ventricular  contraction. 
The  electrocardiogram  taken  the  following 
day  showed  a possible  recent  myocardial 
infarction  and  myocardial  ischemia.  Elec- 
trocardiograms taken  daily  during  the 
remaining  twelve  days  showed  patterns 
consistent  with  myocardial  ischemia  and 
digitalis  effect. 

On  the  second  hospital  day,  repeated 
enzyme  studies  (serum  glutamic  oxalo- 
pyruvic  transaminase,  serum  glutamic  py- 
ruvic transaminase,  and  lactic  dehydro- 
genase) remained  within  normal  limits. 
The  repeat  hematogram  showed  a hemato- 
crit of  37,  hemoglobin  13  Gm.  per  100  ml., 
and  white  blood  count  11,500.  On  the 
sixth  hospital  day,  the  hematocrit  was  33, 
hemoglobin  10.4  Gm.  per  100  ml.,  potas- 
sium 4.2  mEq.  and  chlorides  87  mEq.  per 
liter,  blood  urea  nitrogen  105  mg.,  and 
carbon  dioxide  content  26  mEq.  per  liter. 
A sputum  culture  showed  heavy  Neis- 
seria catarrhalis,  light  streptococcus  alpha. 
While  the  patient  was  receiving  penicillin 
treatment,  three  blood  cultures  showed  no 
growth  in  forty-eight  hours.  On  the  ninth 
hospital  day,  the  blood  urea  nitrogen  was 
90  mg.;  sodium  121  mEq.,  chlorides  87 
mEq.,  and  potassium  5.7  mEq.  per  liter; 
and  urinary  output  was  normal.  Erythro- 
cyte sedimentation  rate  was  34  mm.  per 
hour  (Wintrobe,  corrected).  On  the 
twelfth  hospital  day,  blood  urea  nitrogen 
was  96  mg.  and  creatinine  1.7  mg.  Re- 
peated prothrombin  time  studies  never 
exceeded  17  seconds  or  40  per  cent  of 
normal  (control,  12  seconds). 

Chest  x-ray  films  obtained  on  the  second, 
seventh,  and  eleventh  hospital  days  showed 
the  following.  On  February  7,  1963,  the 
second  day,  a portable  chest  x-ray  film 
showed  “cardiac  silhouette  markedly  en- 
larged with  unfolding  of  thoracic  aorta. 
No  evidence  of  recent  pleural  or  paren- 
chymal pathology.”  On  February  13,  the 
seventh  day,  the  x-ray  film  showed  “marked 
cardiac  enlargement  with  slight  increase 
compared  with  February  11.  Congestive 
changes  with  pulmonary  edema  throughout 
both  lung  fields,  with  progression  since 
previous  study  of  February  11.  Bilateral 


effusion.”  On  February  17,  the  eleventh 
day,  the  x-ray  film  showed  “cardiac  en- 
largement with  pulmonary  edema.  Right 
pleural  effusion  unchanged.  Size  of  aortic 
arch  does  not  appear  to  be  greatly  en- 
larged.” 

The  patient  was  admitted  to  the  special 
care  unit.  Initial  medications  included 
morphine  and  anticoagulants.  The  latter 
were  maintained  for  the  next  four  days. 
The  temperature,  which  was  100  F.  on 
admission,  varied  between  98  and  101  F. 
during  the  rest  of  his  hospital  stay;  he 
received  no  aspirin  medication.  On  the 
second  day,  the  consulting  cardiologist 
noted  rapid  pulse;  cervical,  brachial,  and 
femoral  pulses  all  present  and  equal;  blood 
pressure  105/40;  and  clear  lungs,  absence 
of  hepatomegaly  and  edema,  and  rough 
aortic  systolic  and  diastolic  murmur,  as 
well  as  soft  diastolic  and  systolic  murmur 
at  the  apex.  A gallop  rhythm  was  also 
heard.  The  patient  was  digitalized.  On 
the  fourth  day,  the  systolic  blood  pressure 
suddenly  fell  to  70;  the  patient  was  slightly 
diaphoretic  and  complained  of  weakness. 
Metaraminol  (Aramine)  vasopressor  sup- 
port was  instituted.  No  pulmonary  rales 
were  detected.  Later  that  day,  procain- 
amide hydrochloride  was  added  to  the 
medical  regimen  because  of  frequent  extra- 
systoles. On  the  following  morning,  repeat 
physical  examination  revealed  no  extra- 
systoles, the  head  and  trunk  pulsated  on 
systole,  and  there  was  a regular  sinus 
rhythm  of  72  per  minute.  A difference  in 
blood  pressure  between  both  arms  was 
noted,  although  the  pulses  remained  equal. 
Penicillin  was  begun  on  the  sixth  day  be- 
cause of  crackling  rales  in  the  region  of  the 
right  lower  lobe.  The  patient  also  had 
a fever  of  101  F.  (rectal)  and  a white  blood 
count  of  13,000  with  76  per  cent  poly- 
morphonuclear leukocytes,  23  per  cent 
lymphocytes,  and  1 per  cent  monocytes. 
He  was  coughing  up  slight  amounts  of 
yellowish  sputum.  The  following  evening, 
February  12,  his  temperature  was  100.2  F.; 
the  left  arm  blood  pressure  was  110/30,  and 
the  right  arm  blood  pressure  was  70/30. 
The  patient  complained  at  this  time  of 
nausea,  emesis,  and  insomnia.  The  heart 
murmurs  were  less  harsh;  there  was  a 
regular  sinus  rhythm  of  72  per  minute. 
Abdominal  examination  was  difficult  be- 
cause the  patient  remained  restless  in  the 


966  New  York  State  Journal  of  Medicine  / April  15,  1966 


sitting  position;  extremity  examination 
showed  no  contributory  findings,  and  good 
pulses  were  present. 

On  February  15,  the  ninth  hospital  day, 
pallor,  marked  dyspnea,  tachypnea,  ap- 
prehension, and  a protodiastolic  gallop 
were  noted.  Also  scleral  icterus  was  ob- 
served once.  The  intern’s  note  described 
“a  hairy,  barrel- chested,  white  male  in 
obvious  marked  respiratory  distress,  mani- 
fested by  signs  of  extreme  restlessness,  air 
hunger,  mouth  breathing,  periodic  loud 
cries,  use  of  accessory  muscles  and  inter- 
costals,  pallor,  nasal  flaring,  and  physical 
exhaustion.  Respiratory  rate  was  32  to 
36  per  minute.  Patient  also  persists  in 
sitting  up  in  a right  lopsided  position,  with 
head  and  arm  hanging  forward  over  the 
railing.” 

Chest  x-ray  films  were  repeated;  a 
Bucky,  posteroanterior,  and  left  anterior 
oblique  were  requested.  Later  a right 
thoracentesis  produced  1 L.  of  clear,  amber- 
colored  fluid;  a specimen  in  a test  tube  was 
taped  at  the  bedside  wall.  The  patient 
was  then  transported  to  the  main  x-ray 
where  chest  and  cervical  films  were  done. 

The  medical  treatment  at  this  time  con- 
sisted of  a low-sodium  (250  mg.),  low- 
protein,  and  low-potassium  diet;  oxygen 
by  nasal  catheter;  intermittent  positive 
pressure  breathing;  pentobarbital  sodium 
(Nembutal);  digitoxin  0.1  mg.  by  mouth 
daily;  procainamide  250  mg.  by  mouth 
every  six  hours;  ammonium  chloride  1 
Gm.  by  mouth  four  times  a day;  lysine 
monohydrochloride  10  Gm.  by  mouth 
three  times  a day;  morphine  sulfate  10  mg. 
subcutaneously  every  four  hours  as  indi- 
cated; and  promazine  hydrochloride 
(Sparine)  50  mg.  by  mouth  four  times  a 
day. 

Later  that  evening  a left  thoracentesis 
attempt  obtained  only  33  ml.  of  dark  straw- 
colored  fluid.  Blood  volume  study  (radio- 
active iodinated  serum  albumin)  was  1,950 
ml.  over  the  calculated  ideal;  1,600  of  the 
1,950  ml.  were  plasma.  Plasmapheresis 
was  done  involving  the  removal  of  500 
ml.  of  whole  blood  with  replacement  of 
packed  cells.  In  spite  of  this  procedure, 
moist  rales  were  still  present  three  fourths 
of  the  way  up  bilaterally  several  hours  later 
that  night.  Right  thoracentesis  was  re- 
peated two  days  later  with  removal  of  550 
ml.  of  clear,  straw-colored  fluid,  Venesec- 


tion of  500  ml.  of  whole  blood  was  repeated 
with  reinfusion  of  the  patient’s  packed 
cells.  On  February  19,  ammonium  chlo- 
ride, promazine  hydrochloride,  and  mor- 
phine sulfate  were  discontinued;  40  ml.  of 
sodium  bicarbonate  were  given  intra- 
venously, and  phytonadione  (Mephyton) 
5 mg.  by  mouth  four  times  a day  was  also 
added.  On  the  fourteenth  day,  the  in- 
tern’s morning  progress  notes  stated: 
“The  patient  is  now  sitting  up  in  a peculiar 
position — leaning  way  forward  with  back 
arched — patient  remains  disoriented  and 
restless.”  Twelve  hours  later,  the  progress 
notes  stated:  “The  patient  expressed  the 

feeling  that  death  was  near  at  hand,  and  he 
collapsed  shortly  thereafter  with  respira- 
tions ceasing  first.” 

Discussion 

Frank  E.  Iaquinta,  M.D.:  I would 

like  to  dispense  with  the  reading  of  the 
history  and  point  out  instead  some  of  the 
features  that  seemed  important  to  me. 
This  was  a forty-nine-year-old  businessman 
who  was  admitted  to  The  Roosevelt  Hospi- 
tal because  of  an  acute  cardiovascular 
catastrophe.  While  walking  to  his  car, 
he  experienced  severe  substernal  pressure 
and  faintness.  This  pain  was  relieved  by 
morphine  in  our  emergency  room. 

Two  types  of  pain  were  described  as 
having  occurred  during  the  preceding  six 
months.  One  was  epigastric,  and  the  other 
was  in  the  anterior  chest.  Both  could 
have  represented  angina  pectoris.  Al- 
though these  were  disregarded  by  his 
physician,  a soft  heart  murmur  was  heard. 
There  was  no  history  of  rheumatic  fever, 
lues,  or  hypertension. 

The  examination  disclosed  an  alert  male 
with  a slightly  rapid  pulse  and  occasional 
premature  contractions.  The  blood  pres- 
sure was  110/40,  and  the  pulses  were  equal. 
There  were  no  apparent  signs  of  decom- 
pensation, although  the  liver  did  descend  3 
fingerbreadths.  At  this  time,  we  learn 
that  his  heart  was  not  enlarged,  and  a 
double  aortic  murmur  and  an  apical  systolic 
murmur  were  audible.  I would  like  to 
comment  briefly  on  these  murmurs.  A 
harsh  diastolic  murmur  at  the  base,  as 
described  here,  is  not  typical  of  the  usual 
murmur  of  aortic  insufficiency,  which  is 
blowing  in  character.  Coupled  with  the 
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unknown  soft  murmur  heard  previously,  I 
wonder  if  he  could  have  had  pre-existing 
rheumatic  heart  disease  and  if  subacute 
bacterial  endocarditis  involving  the  aortic 
valve  had  supervened. 

Proceeding  further,  the  laboratory  data 
revealed  very  little.  The  hemoglobin  and 
hematocrit  were  normal,  but  the  white 
blood  count  was  high.  The  serology 
showed  no  abnormal  findings.  There  was 
an  elevated  blood  urea  nitrogen  and  a 
slightly  low  serum  sodium.  The  bilirubin 
was  elevated,  and  the  transaminase  studies 
were  normal.  I was  not  satisfied  with  the 
urinalysis,  but  I must  assume  that  it  was 
within  normal  limits.  Despite  the  ab- 
sence of  congestive  failure  clinically,  the 
venous  pressure  and  the  circulation  time 
suggest  a slow  circulation.  Actually,  the 
length  of  the  circulation  time  suggests  a 
poor  end-point  and  may  not  be  reliable. 
Disease  causing  outflow  obstruction,  such 
as  constrictive  pericarditis,  can  produce 
these  values.  Later  studies  revealed  a 
drop  in  hemoglobin  and  hematocrit  on  the 
second  day  and  a further  drip  on  the  sixth 
day.  Then  a slowly  rising  blood  urea 
nitrogen  was  observed,  plus  a steadily 
dropping  sodium  and  chloride  with  potas- 
sium elevation,  all  in  the  presence  of  a 
normal  urinary  output.  No  other  uri- 
nalyses were  reported.  The  bilirubin 
dropped. 

I have  seen  the  electrocardiograms,  and  I 
agree  with  Myron  Patterson,  M.D.’s,  inter- 
pretation that  there  is  ischemia  and  digitalis 
effect  but  no  definite  evidence  of  myo- 
cardial infarction.  Unfortunately,  the 
chest  x-ray  films  are  not  available.  How- 
ever, on  the  second  day,  these  revealed  that 
the  heart  was  markedly  enlarged  despite 
normal  cardiac  dullness  on  physical  ex- 
amination. There  was  unfolding  of  the 
aorta.  Later  on,  as  clinical  failure  de- 
veloped, the  heart  enlarged  further,  and 
pulmonary  congestion  and  bilateral  pleural 
effusions  appeared.  No  changes  occurred 
subsequently  in  the  size  of  the  heart  or  in 
the  aortic  shadow. 

The  clinical  course  was  marked  by  per- 
sistent fever.  Anticoagulants  were  ad- 
ministered for  four  days.  When  examined 
on  the  second  day,  the  pulse  pressure  was 
wide,  and  the  systolic  pressure  was  low. 
There  was  now  another  murmur,  a soft 
diastolic  at  the  apex  which  suggested  an 


Austin  Flint  murmur  to  me.  A gallop 
rhythm  was  audible.  Despite  the  absence 
of  other  signs  of  failure,  digitalis  therapy 
was  instituted.  Shock  occurred  suddenly 
on  the  fourth  day,  with  a drop  in  systolic 
pressure  to  70  mm.  Hg.  Metaraminol  was 
given.  Again,  there  were  no  new  signs  of 
failure.  The  anticoagulants  were  stopped 
at  this  time,  probably  because  of  fear  of 
bleeding. 

On  the  fifth  day,  the  head  and  trunk 
pulsated  on  systole,  suggesting  aortic  in- 
sufficiency. A difference  in  the  blood 
pressure  in  the  arms  was  noted,  although 
on  palpation,  the  radial  pulses  were  felt  to 
be  equal.  On  the  sixth  day,  he  had  rales 
and  yellow  sputum,  and  penicillin  was 
given.  The  discrepancy  in  blood  pressure 
was  noted  again  on  the  seventh  day.  The 
difference  of  40  mm.  Hg  is  slightly  more 
than  the  normal  variation.  However,  the 
higher  pressure  was  in  the  left  arm,  which 
was  in  this  case  opposite  the  coarctation. 
At  this  point,  the  heart  murmurs  became 
less  harsh.  This  is  when  the  x-ray  films, 
if  available,  would  have  shown  pulmonary 
edema  for  the  first  time,  plus  pleural  effu- 
sions and  further  increase  in  the  heart  size. 

The  patient  became  restless  and  as- 
sumed the  sitting  position,  again  suggesting 
a decreased  ventilatory  space,  perhaps 
from  pleural  fluid  or  pulmonary  edema. 
On  the  ninth  day,  further  deterioration 
was  demonstrated  by  the  presence  of 
tachypnea,  air-hunger,  dyspnea,  pallor, 
apprehension,  restlessness,  and  physical 
exhaustion.  Periodic  loud  cries  were 
emitted.  Slight  scleral  icterus  was  de- 
tected. We  learn  that  the  patient  was 
sitting  in  a leaning-forward  position,  gasp- 
ing for  breath.  Chest  taps  on  the  right 
side  yielded  amber  fluid. 

The  blood  volume  revealed  a significant 
expansion,  especially  in  plasma  volume. 
Plasmapheresis  did  not  help.  More  amber 
fluid  was  removed  from  the  right  chest 
on  the  eleventh  day.  On  the  thirteenth 
day,  phytonadione  was  given  because  of  a 
low  prothrombin  time,  possibly  related  to 
chronic  passive  hyperemia  of  the  liver. 
The  patient  was  sitting  in  a peculiar  posi- 
tion on  the  fourteenth  day,  described  as 
leaning  forward  with  his  back  arched. 
He  was  restless  and  disoriented.  Twelve 
hours  later  he  had  a sense  of  impending 
doom  and  died.  The  fact  that  breathing 
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ceased  first  suggests  merely  that  he  did  not 
die  from  an  arrhythmia,  because  this  would 
have  been  detected. 

The  peculiar  position  assumed  just  prior 
to  demise  is  a common  attitude  with 
pericardial  effusions,  especially  large  ones. 
The  heart  sounds  and  murmurs  are  no 
longer  described  in  the  history  after  the 
seventh  day,  perhaps  purposely.  Peri- 
cardial pain  is  appreciated  in  the  lower 
part  of  the  parietal  layer  of  the  pericardium, 
and  it  is  often  referred  to  the  left  side  of 
the  neck.  No  such  pain  is  described. 
The  associated  dyspnea  is  one  of  increased 
respiratory  rate,  shallow  and  forced  respira- 
tion, and  extreme  orthopnea.  The  mecha- 
nism of  the  dyspnea  may  be  through  actual 
mechanical  compression  of  the  bronchi 
or  lungs,  and,  if  the  effusion  is  large,  there 
may  be  a diminished  vital  capacity  due  to 
encroachment  on  the  available  thoracic 
space.  This  mechanism  may  be  supported 
by  the  leaning-forward  position  assumed 
by  these  patients,  so  that  the  effusion  is 
shifted  down  from  the  base  of  the  heart, 
pushing  the  fluid  anteriorly  against  the 
chest  wall.  This  is  in  contrast  to  pul- 
monary edema  where  the  head  and 
shoulders  are  elevated  but  practically  no 
leaning  forward  occurs. 

One  purpose  of  a clinicopathologic  con- 
ference is  to  arrive  at  the  right  answer  with 
the  available  material.  The  other  more 
important  purpose  is  to  explain  the  clinical 
course  and  findings  and  to  offer  a proper 
differential  diagnosis.  I may  arrive  at  the 
right  answer,  but  I may  not  be  able  to 
explain  all  the  findings. 

One  of  the  focal  points  in  this  case  is  the 
onset  of  chest  pain  with  signs  of  an  acute 
cardiovascular  insult,  aortic  insufficiency, 
progressive  failure,  pulse  irregularities,  and 

1 death  in  a period  of  fourteen  days.  Could 
he  have  had  a coronary  artery  thrombosis 
with  infarction  and  a subsequent  lethal 
complication?  Of  patients  with  infarction 
10  to  15  per  cent  have  symptoms  of  angina 
which  precede  the  infarction  by  twenty- 
four  hours  or  even  weeks  or  years.  The 
pain  of  infarction  may  begin  in  a relatively 
mild  fashion  and  then  increase  in  severity. 
This  was  not  the  case  here,  although  the 
sudden  onset  of  pain  in  infarction  is  not 
uncommon  either.  The  character  of  the 
pain  may  be  of  any  type.  It  may  start  at 
rest,  during  sleep,  or  with  exertion.  Radia- 


tion occurs  to  the  arms,  epigastrium,  neck, 
jaws,  and  interscapular  areas.  In  con- 
trast to  angina,  where  a quiet  position  is 
necessary,  the  patient  with  an  infarction 
may  massage  the  chest,  clutch  at  it,  or 
thrash  about. 

The  complications  of  myocardial  infarc- 
tion are  shock,  acute  left  or  right  failure 
or  both,  embolization,  pneumonia,  an- 
eurysm of  the  ventricle,  myocardial  rup- 
ture, and  death  from  arrhythmias.  The 
early  causes  of  death  are  extension  of  the 
infarcted  area,  pulmonary  embolization, 
arrhythmias  (especially  ventricular  fibrilla- 
tion), and  cardiac  rupture.  If  the  patient 
had  had  an  infarction,  which  I doubt, 
rupture  would  be  the  one  complication 
that  I would  entertain.  It  is  most  com- 
mon in  the  first  two  to  seven  days  but  may 
occur  in  the  second  week  and  becomes  more 
rare  thereafter.  I had  such  a patient  with 
rupture,  substantiated  by  pericardial  taps, 
who  died  twenty-four  hours  after  the  initial 
rupture.  This  tear  may  take  a zigzag 
route  through  the  infarcted  muscle  and 
cause  hemopericardium  with  death  ensuing 
within  minutes  or  in  a few  hours.  It  is 
more  common  in  females  and  three  times 
more  common  if  there  is  persistent  hyper- 
tension following  the  infarction.  It  is 
said  to  be  four  times  more  common  if  the 
coronary  circulation  has  been  adequate 
previously;  therefore,  it  is  more  common 
with  the  first  episode  of  infarction.  Anti- 
coagulants are  said  to  cause  a two-fold 
increase  in  incidence  of  rupture  and  a 
three-fold  increase  in  hemopericardium 
without  rupture.  Although  this  may  ex- 
plain the  terminal  event,  it  does  not  explain 
the  aortic  insufficiency,  and  there  is  no 
electrocardiographic  evidence  of  infarction. 

What  of  the  other  complications  of  in- 
farction? Rupture  of  the  interventricular 
septum  may  follow  infarction  of  this  area 
and  may  take  the  form  of  one  or  more 
perforations.  Patients  may  live  for 
months  or  years.  However,  having  cared 
for  patients  with  this  complication,  I am 
more  familiar  with  the  acute  course. 
There  is  intense  dyspnea  and  progressive 
shock  with  the  rapid  development  of  right- 
sided failure.  A murmur  is  heard,  usually 
for  the  first  time,  and  it  is  loud,  roaring, 
and  systolic.  It  is  loudest  in  the  areas  of 
the  fourth  or  fifth  intercostal  space,  and 
there  is  an  associated  thrill  frequently. 


H 
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This  patient  had  murmurs  for  a long  time 
before  death,  and  some  murmurs  were 
diastolic. 

Rupture  of  a papillary  muscle  may  occur 
and  usually  involves  the  posterior  papillary 
muscle  of  the  left  ventricle.  Occasionally, 
it  may  occur  secondary  to  bacterial  endo- 
carditis or  trauma,  although  infarction  is 
the  most  frequent  cause.  There  may  be  a 
loud  apical  systolic  murmur,  a whistling 
to-and-fro  murmur,  or  a murmur  and  thrill 
resembling  a ruptured  interventricular  sep- 
tum. Pulmonary  edema  and  rapid  pro- 
gressive failure  ensue.  Again,  in  the 
absence  of  electrocardiographic  signs  and 
appropriate  murmurs,  this  is  unlikely. 

But  how  does  one  explain  the  murmur 
of  aortic  insufficiency?  Excluding  lues, 
because  of  negative  serologic  findings  and 
the  presence  of  other  murmurs,  two  main 
categories  should  be  considered:  congenital 
and  rheumatic  heart  disease.  An  atrial 
septal  defect  produces  a loud  systolic 
murmur  mainly  in  the  second  or  third  left 
intercostal  space,  with  an  associated  thrill 
on  occasion.  There  is  a widely  split 
second  pulmonic  sound.  The  left  chest 
wall  may  be  prominent.  An  ostium 
primum  defect,  frequently  with  an  as- 
sociated mitral  incompetence,  may  produce 
an  incomplete  right  bundle  branch  block 
pattern  on  the  electrocardiogram,  and  a 
loud,  blowing,  high-pitched  systolic  mur- 
mur is  audible  over  the  apex  and  lower 
sternal  border.  Usually,  diastolic  mur- 
murs are  not  audible. 

A ventricular  septal  defect,  if  small,  may 
reveal  a loud  harsh  systolic  murmur  in  the 
third  or  fourth  left  intercostal  space,  and 
it  is  often  transmitted  to  the  back.  Of 
patients  with  a ventricular  septal  defect, 
90  per  cent  have  a thrill,  although  this 
may  be  absent  if  the  defect  is  large.  If 
the  defect  is  high  in  the  ventricle  and  lo- 
cated just  below  the  aortic  valve,  a fibrous 
band  may  be  present  which  distorts  the 
valve  by  drawing  down  on  the  cusps, 
thus  producing  valvular  incompetence. 
Aortic  insufficiency  also  may  be  caused  by 
incomplete  support  of  the  medial  cusp. 
The  murmurs  produced  are,  therefore,  the 
systolic  murmur  and  thrill  of  the  uncom- 
plicated interventricular  defect  and  the 
basilar  diastolic  murmur  of  aortic  insuffi- 
ciency. The  clinical  course  is  one  of  aortic 
insufficiency  with  eventual  cardiac  failure. 


In  contrast  to  interatrial  septal  defect, 
bacterial  endocarditis  may  occur.  The 
electrocardiogram  may  reveal  left  ventricu- 
lar hypertrophy. 

Coarctation  of  the  aorta  presents  a 
typical  picture  of  hypertension,  collateral 
circulation,  prominent  supraclavicular  pul- 
sations, and  lower  blood  pressure  in  the 
legs  and  in  younger  patients  in  the  left 
arm.  The  latter  sign  is  the  opposite  of 
that  in  our  patient.  Also  with  coarctation, 
there  is  rib  notching,  a basal  systolic  mur- 
mur, and  an  occasional  thrill  in  the  left 
interscapular  area.  There  may  be  a mur- 
mur due  to  an  associated  subaortic  stenosis 
or  aortic  insufficiency.  Bicuspid  aortic 
valves  are  not  uncommon  here,  although 
they  may  be  seen  secondary  to  rheumatic 
valvulitis.  Complications  of  coarctation 
are  congestive  failure,  bacterial  endo- 
carditis, cerebrovascular  accidents  in  about 
10  per  cent  (possibly  due  to  rupture  of 
miliary  congenital  cerebral  aneurysms), 
and  rupture  of  the  aorta  in  some  20  to  25 
per  cent  of  the  cases. 

A ruptured  aneurysm  of  the  sinus  of 
Valsalva  is  another  possibility.  This  usu- 
ally involves  the  right  aortic  sinus,  a non- 
coronary sinus,  in  preference  to  the  pos- 
terior and  left  aortic  sinus.  The  causes 
may  be  several.  There  may  be  congenital 
disease  of  the  aortic  media,  and,  if  as- 
sociated with  arachnodactyly,  it  is  a form 
of  Marfan’s  syndrome.  Sometimes  the 
aneurysm  may  be  due  to  coarctation,  lues, 
or  bacterial  endocarditis,  the  latter  by 
involvement  of  an  aortic  septal  defect  be- 
tween the  pulmonary  artery  and  the  aorta, 
about  1 cm.  above  the  semilunar  valves. 
If  rupture  occurs,  a defect  is  created  be- 
tween the  right  aortic  sinus  and  the  right 
ventricle  or  pulmonary  artery.  Oc- 
casionally, the  communication  may  be 
between  the  posterior  aortic  sinus  and  the 
right  atrium.  The  symptoms  are  those  of 
a patent  ductus,  although  the  murmur  and 
thrill  are  more  superficial  and  are  most 
prominent  in  the  third  or  fourth  left  inter- 
costal space,  and  there  is  more  pronounced 
cardiac  enlargement.  Rupture  occurs  sud- 
denly, occasionally  with  exertion,  with 
rapid  progressive  cardiac  failure  and  signs 
of  communication  between  the  aorta  and 
the  right  side  of  the  heart.  A continuous 
or  harsh  systolic  murmur  and  thrill  appear. 
A patient  has  been  described  who  de- 
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veloped  right  axis  deviation  quickly,  as 
well  as  a wide  pulse  pressure,  Corrigan 
pulse,  and  double  pulsations  of  the  cervical 
veins  and  liver.1 

Rupture  of  an  aortic  cusp  may  occur  as  a 
result  of  trauma,  strain,  or  bacterial  endo- 
carditis. A murmur  of  aortic  insufficiency 
and  a thrill  may  appear,  and  there  is  pro- 
gressive cardiac  failure,  usually  rapidly 
fatal.  Sudden  excruciating  pain  occurs 
with  a sensation  of  something  tearing  or 
snapping  in  the  chest.  Some  patients  be- 
come aware  immediately  of  a roaring, 
buzzing,  or  burning  sensation  in  the  chest. 
The  murmur  may  be  sea  gull  in  type  and 
may  be  audible  to  the  patient  and  to  others 
around  him. 

The  rupture  of  a mycotic  aneurysm  of 
the  aortic  leaflet  of  the  mitral  valve  second- 
ary to  bacterial  endocarditis  has  been 
reported  in  a Cabot  case.2  This  aneurysm 
may  smolder  for  awhile,  and  then  cardiac 
failure  may  appear.  Following  reinfec- 
tion, or  without  apparent  cause,  the 
aneurysm  may  perforate  and  cause  sudden 
decompensation.  The  same  process  can 
occur  in  the  aortic  valve.  These  entities 
should  be  kept  in  mind  in  the  attempt  to 
explain  the  murmur  and  cardiac  enlarge- 
ment noted  on  admission  of  this  patient. 
However,  I believe  those  early  findings 
were  unrelated  to  the  present  illness,  which 
I feel  is  a dissecting  aneurysm  of  the  aorta, 
secondary  to  cystic  medial  necrosis.  All 
the  findings  in  the  history  can  be  molded 
to  fit  with  a few  exceptions  which  I will 
attempt  to  explain.  In  this  condition, 
there  is  necrosis  of  the  muscularis  and 
collagen  with  secondary  involvement  of 
the  elastica  which  predisposes  to  rupture 
of  the  vasa  vasorum  and  leads  to  hemor- 
rhage into  the  media.  When  the  pressure 
within  the  area  of  hemorrhage  increases, 
there  is  a breakthrough  into  the  lumen  of 
the  aorta  through  a transverse  intimal 
tear. 

Dissection  is  two  and  a half  times  more 
common  in  men  than  in  women,  and  90 
per  cent  of  the  time  it  occurs  in  persons  over 
the  age  of  fifty.  Younger  patients  may 
have  dissecting  aneurysms  which  are  due 
to  coarctation  or  associated  with  trauma 
such  as  pregnancy  or  Marfan’s  syndrome. 
Probably  30  per  cent  of  this  younger  group 
have  coarctation,  and  they  may  have  a 
bicuspid  aortic  valve  and  Marfan’s  syn- 


drome. In  this  case  we  are  given  no  clues 
to  indicate  coarctation  or  Marfan’s  syn- 
drome. Hypertension  is  found  in  65  to 
80  per  cent,  but,  as  in  this  case,  it  is  not 
surprising  to  see  a patient  enter  the  hospital 
with  normal  blood  pressure  or  in  shock. 
The  pain  is  sudden  and  usually  severe 
from  the  onset,  in  contrast  to  myocardial 
infarction,  and  it  is  tearing  in  quality. 
The  pain  is  usually  retrosternal,  because 
most  dissections  begin  in  the  first  2 or  3 
cm.  of  the  aorta.  If  it  begins  further  down, 
the  pain  will  begin  in  that  area.  Unusual 
in  the  present  case  is  the  absence  of  further 
pain  associated  with  extension  of  the  in- 
farction along  the  course  of  the  aorta,  a 
so-called  “march”  of  symptoms,  as  the 
thoracic  and  abdominal  portions  are  in- 
volved. Much  back  pain  may  accom- 
pany this  progression. 

The  first  pain  this  man  had  must  have 
been  the  original  dissection.  Then  a 
quiescent  period  occurred.  The  original 
high  white  blood  count,  fever,  high  urea 
nitrogen,  and  bilirubinemia  are  very  com- 
mon. The  urine  will  show  albumin  and 
red  cells  in  most  cases.  Majumdar  and 
Covo3  of  this  hospital  reported  1 case  with 
a transaminase  of  over  1,000  due  to  involve- 
ment of  a coronary  vessel.  The  murmurs 
of  aortic  insufficiency  and  stenosis  are  in 
keeping  and  suggest  dissection  immediately 
above  the  aortic  valve. 

The  point  has  been  made  that  the  mur- 
mur of  aortic  insufficiency  that  accompanies 
dissection  is  more  often  right-sided  and 
loudest  in  the  third  intercostal  space.4 
It  may  be  heard  on  the  left  side  also,  but,  if 
louder  on  the  right,  a dissection  is  more 
likely.  Actually,  this  right-sided  location 
suggests  a process  in  the  ascending  aorta 
or  in  the  aortic  root  with  displacement  to 
the  right.  The  murmur  may  be  due  to 
stretching  of  the  aortic  ring  but,  more 
likely,  is  due  to  dilatation  of  the  cusps  by 
the  hematoma  behind  them  or  by  the 
sagging  of  one  or  more  cusps  after  loosening 
of  the  intimal  layers  above.  A systolic 
murmur,  which  may  be  loudest  on  the 
right  also,  is  possibly  due  to  protrusion 
into  the  lumen  of  a part  of  the  aortic  endo- 
thelium secondary  to  the  intimal  rent; 
this  produces  a partial  obstruction.  Right- 
sided murmurs  of  aortic  insufficiency  may 
be  heard  in  Marfan’s  syndrome  with  medio- 
necrosis,  in  aneurysms  of  the  sinus  of 
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Valsalva,  and  occasionally  in  bacterial 
endocarditis. 

The  high  venous  pressure  and  the  pro- 
longed circulation  time  could  be  due  to 
aortic  root  compression  and  cardiac  failure. 
The  increasingly  high  urea  nitrogen  could 
be  due  to  progressive  failure,  low  blood 
pressure,  absorption  of  blood  from  the 
dissected  channel,  or  extension  of  the  tear 
to  the  renal  vessels.  However,  the  urine 
output  remained  normal. 

The  high  blood  volume  is  not  unusual 
in  heart  failure  and  may  be  increased  10 
to  50  per  cent.  The  interstitial  space  may 
be  increased  100  per  cent  or  more.  The 
plasma  volume  is  of  course  the  main  frac- 
tion increased.  The  low  sodium  could  be 
due  to  dilution  and  to  low-sodium  diet 
and  diuretics.  The  bilirubin  reflects  ab- 
sorption of  the  hemorrhage.  The  hemo- 
globin and  hematocrit  could  have  dropped 
because  of  dilution  and  sequestration  of 
blood  in  the  dissection. 

Electrocardiograms  frequently  show  is- 
chemia, left  ventricular  hypertrophy,  left 
axis  deviation,  and  even  infarction  pat- 
terns. The  chest  x-ray  film  may  show  a 
double  aortic  shadow,  especially  noticeable 
if  the  inner  shadow  is  outlined  by  calcium 
and  a wide  rim  of  aorta  extends  beyond 
this  calcific  shadow.  The  cardiac  enlarge- 
ment would  suggest  failure  with  dilatation, 
possibly  pre-existing  hypertrophy,  and 
later  on  hemopericardium  secondary  to 
aortic  rupture.  Bilateral  nonbloody  effu- 
sions are  uncommon  but  in  this  case  could 
be  due  to  severe  and  prolonged  failure. 

Although  the  initial  medial  dissection 
occurred  on  the  first  day,  the  intimal  tear 
might  not  have  occurred  until  the  fourth 
day.  On  the  fifth  day,  the  blood  pressure 
inequality  was  observed  for  the  first  time. 
The  dissection,  at  that  point,  did  not  pro- 
ceed any  further  and  remained  localized. 
He  lived  longer  than  is  usual;  50  per  cent 
die  either  immediately  or  in  the  first 
twenty-four  hours,  70  per  cent  in  seventy- 
two  hours,  and  95  per  cent  in  two  to  three 
weeks.  If  survival  is  for  more  than  two 
weeks,  re-entry  into  the  lumen  is  common. 
However,  I do  not  think  that  he  had  a 
re-entry. 

I believe  that  he  had  a very  localized 
dissection,  confined  to  the  first  few  centi- 
meters of  the  aorta  without  the  tear 
proceeding  downward  as  is  the  rule.  With 


his  low  blood  pressure,  the  tear  might  not 
have  extended  very  rapidly.  The  cause 
of  death  is  most  usually  an  extra-aortic 
rupture,  most  commonly  into  the  peri- 
cardium. Rupture  also  may  occur  into 
the  pleural  cavity,  mediastinum,  or  abdo- 
men. Although  slow  intra-pericardial 
bleeding  does  not  seem  likely  and  is  not 
usually  the  case,  I believe  that  such  an 
event  might  have  happened  at  about  the 
seventh  or  ninth  day,  and  it  caused  the 
decrease  in  audibility  of  the  heart  murmurs, 
the  characteristic  leaning-forward  position 
assumed  by  the  patient,  and  the  aggrava- 
tion of  the  previously  described  symptoms. 
The  heart  sounds  were  no  longer  men- 
tioned during  the  last  few  days  of  life,  and 
this  may  support  my  impression  of  survival 
for  several  days  following  the  appearance 
of  hemopericardium.  Neurologic  symp- 
toms of  all  types,  from  a peripheral  neu- 
ropathy to  those  of  a cerebrovascular  acci- 
dent, are  present  in  at  least  15  per  cent  of 
cases.  These  findings  are  produced  by 
involvement  of  the  carotid  or  spinal  ar- 
teries. Restlessness  is  very  common  as  is 
disorientation. 

With  the  improvement  in  surgical 
technics  and  statistics,  an  early  surgical 
approach  would  seem  warranted,  since 
death  is  almost  always  a certainty.  If 
the  patient  is  hypertensive,  drug  therapy 
should  be  employed  to  lower  the  pressure, 
thereby  reducing  the  probability  of  a 
blowout  and  carrying  the  patient  until 
surgery  is  feasible.  Anticoagulants  pre- 
sent a hazard. 

I would  like  to  offer  a long  shot  here: 
that  in  addition  to  the  dissecting  aneurysm 
there  may  be  rheumatic  heart  disease  with 
its  own  murmurs  antedating  this  admis- 
sion, plus  an  enlarged  heart  and  chronic 
passive  hyperemia  of  the  liver  aggravating 
the  signs  of  failure.  However,  I would 
doubt  an  associated  bacterial  endocarditis 
with  cusp  or  leaflet  rupture  or  sinus  of 
Valsalva  rupture.  In  a series  of  50  proved 
cases  of  dissecting  aneurysms  at  this 
hospital,  reviewed  by  me,  several  diseases 
were  found  to  occur  incidentally.  Dia- 
betes and  cirrhosis  were  found  in  a few 
cases,  and  coexisting  luetic  or  arterio- 
sclerotic aneurysms  were  found  in  a few. 
The  concurrence  of  rheumatic  heart  disease 
and  congenital  cardiac  anomalies  in  this 
series  was  rare,  and  there  was  no  person 
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FIGURE  1.  Dissecting  aneurysm  of  ascending  aorta, 
valve  and  one  at  level  of  origin  of  innominate  artery, 
small  amount  of  clotted  blood. 


younger  than  forty-seven  years  of  age. 
One  patient  had  three  renal  arteries,  and  1 
had  a patent  foramen  ovale.  No  young 
people  were  seen  with  coarctation  or  Mar- 
fan’s syndrome. 

In  conclusion,  my  diagnosis  is  dissecting 
aneurysm  of  the  aorta  secondary  to  cystic 
medial  necrosis.  The  dissection  was  a 
very  localized  one,  limited  to  the  first  few 
centimeters  of  the  aorta,  possibly  ending 
before  the  origin  of  the  left  carotid  and 
subclavian  arteries.  Extra-aortic  rupture 
occurred  into  the  pericardial  cavity,  and 
death  was  due  to  this. 


Clinical  diagnosis 

1.  Dissecting  aneurysm  of  the  aorta  with 
extra-aortic  rupture  ( hemopericardium ) and 
secondary  aortic  insufficiency 

2.  Possible  coincidental  rheumatic  heart 
disease  with  aortic  and  mitral  valvulitis 

3.  Left  and  right  heart  failure 

4.  Left  ventricular  hypertrophy 

5.  Hydrothorax,  bilateral 


(A)  Probe  on  right  shows  two  tears,  one  above  aortic 

(B)  Dissection  within  wall  of  ascending  aorta  shows 


Pathologic  report 

Arthur  J.  Antenucci,  M.D.:  If  there 

are  no  questions,  we  will  proceed  with  dis- 
cussion of  postmortem  findings. 

Dr.  Garret:  The  necropsy  was  per- 

formed twelve  hours  after  death.  The 
pertinent  findings  were  the  following. 
There  were  500  cc.  of  straw-colored 
fluid  in  each  pleural  cavity  and  400  cc. 
of  fluid  in  the  peritoneal  cavity.  The 
weight  of  the  heart  was  520  Gm.  All 
chambers  were  dilated.  The  thickness  of 
the  right  ventricle  was  3 mm.  and  that  of 
the  left  ventricle  was  10  mm.  The  valves 
showed  no  abnormalities  except  for 
fenestration  of  the  posterior  cusp  of  the 
aortic  valve.  There  was  a 2-cm.  septum 
primum  defect.  The  coronary  arteries 
were  opened  and  showed  minimal  sclerotic 
changes. 

The  ascending  thoracic  aorta  showed  a 
dissection  of  its  wall  from  the  level  of  the 
sinuses  of  Valsalva  to  the  level  of  the  origin 
of  great  vessels.  A 2-mm.  intimal  tear  was 
noted  at  the  level  2 cm.  above  the  aortic 
valve  which  led  to  the  dissected  area,  and 
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FIGURE  2.  (A)  Proximal  end  of  dissection  showing  granulomatous  area  consisting  of  epithelioid  cells  with 
peripheral  lymphocytic  infiltration.  (B)  Giant  cell  within  granuloma  in  wall  of  aorta. 


another  5-mm.  tear  was  present  at  the  level 
of  the  origin  of  the  great  vessels  (Fig.  1). 
The  remaining  aorta  showed  minimal  arte- 
riosclerosis, and  there  was  no  dilatation  of 
the  lumen.  The  vessels  originating  from 
the  aorta  showed  no  abnormalities.  The 
other  significant  finding  included  organizing 
lipoid  pneumonia  of  both  upper  lobes  of  the 
lungs,  acute  pulmonary  edema,  and  a 2-cm. 
cortical  adenoma  of  the  left  kidney. 

Histologic  studies.  Sections  of  si- 
nuses of  Valsalva;  left  subclavian,  left  com- 
mon carotid,  and  innominate  arteries; 
thoracic  aorta  from  the  beginning  and  the 
end  of  dissection;  abdominal  aorta;  and 
renal,  mesenteric,  and  coronary  arteries 
were  stained  with  hematoxylin  and  eosin, 
Mallory’s  phosphotungstic  acid  hematoxy- 
lin stain,  Verhoeff’s  elastic  tissue  stain, 
periodic  acid-Schiff  hematoxylin  stain,  and 
mucicarmine  stain. 

Sections  of  the  myocardium  including 
sections  of  all  valves  were  examined  micro- 
scopically. The  beginning  of  the  dissected 
area  showed  a split  within  the  media  of  the 
aorta  just  above  the  sinus  of  Valsalva. 
The  wall  of  the  dissected  cavity  was  fined 


by  organizing  thrombus.  Close  to  the  dis- 
section and  proximal  to  it,  within  the  media, 
there  were  several  granulomatous-like  areas 
consisting  of  a central  area  of  necrosis, 
peripherally  placed  elongated  fibroblasts, 
plasma  cells  and  lymphocytes,  and  large 
mononuclear  cells  including  giant  cells  (Fig. 
2).  The  distal  end  of  resection  showed 
similar  granulomatous-like  areas  in  close 
proximity  to  the  end  of  the  dissection. 
Cross  sections  of  the  point  of  origin  of 
innominate  artery  and  carotid  artery 
showed  dissection  fined  by  proliferating 
fibroblasts  with  fibrinoid  material. 

The  vasa  vasorum  did  not  show  any 
striking  abnormalities;  however,  they  were 
dilated  in  some  areas.  The  adventitia  did 
not  show  any  abnormalities  except  for 
areas  close  to  the  dissection  where  non- 
specific inflammatory  cells  were  present. 
Ill-defined  areas  of  bluish  color,  consistent 
with  cystic  medionecrosis,  were  seen  in  a 
few  places;  however,  the  mucicarmine  and 
periodic  acid-Schiff  hematoxylin  stains 
were  negative.  Verhoeff’s  elastic  tissue 
stains  showed  destruction  of  elastic  tissue 
within  the  granulomatous  areas  (Fig.  3). 
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FIGURE  3.  Verhoeff’s  elastic  tissue  stain  showing 
destruction  of  elastic  fibers  within  granulomatous 
area. 


All  other  sections  of  the  aorta,  coronary 
arteries,  and  veins  showed  no  significant 
abnormalities. 

The  myocardium  from  the  anterior  wall, 
posterior  wall,  and  right  ventricle,  as  well  as 
atria,  showed  moderate  hypertrophy  of  the 
myocardial  fibers.  There  was  interstitial 
edema.  The  coronary  sinuses  revealed 
nothing  remarkable.  The  right  atrium 
showed  one  focal  area  of  proliferation  of 
fibrous  tissue  of  microscopic  size.  The 
internal  organs  showed  chronic  passive 
congestion. 

It  appears  that  the  cause  of  death  in  this 
patient  was  not  bleeding  in  the  dissected 
area.  The  cause  of  death  was  cardiac 
failure  which  is  reported  in  approximately 
50  per  cent  of  cases  of  dissecting  aneurysm 
of  the  aorta.  Of  interest  is  the  consideration 
of  etiology  of  the  dissection  in  this  case. 
The  morphologic  basis  of  the  dissecting 
aneurysm  of  the  aorta  is  not  known.  Cystic 
medionecrosis  of  the  aorta  described  by 
Erdheim  is  seen  in  aortas  with  dissecting 
aneurysm  and  also  to  a lesser  degree  in  nor- 
mal controls.5  Occasional  cases  of  dissect- 


ing aneurysm  were  reported  in  association 
of  giant  cell  aortitis.6-9 

The  etiology  of  giant  cell  aortitis  is  not 
known;  however,  the  disease  may  be  based 
on  an  abnormal  antigen-antibody  mecha- 
nism possibly  resulting  from  infection. 10  A 
rheumatic  etiology  was  also  suggested.11 
Similar  cases  are  reported  in  the  literature 
as  “temporal  arteritis  with  involvement  of 
the  aorta,”  “chronic  diffuse  mesaortitis,” 
“granulomatous  aortitis  with  giant  cells,” 
“granulomatous  aortitis,”  “idiopathic  aor- 
titis,” “granulomatous  giant  cell  mesaorti- 
tis,” and  “giant  cell  chronic  arteritis.” 

Anatomic  diagnoses 

1.  Granulomatous  aortitis  and  myo- 
carditis {right  atrium) , etiology  unknown 

2.  Dissecting  aneurysm,  ascending  aorta, 
with  extension  to  the  origin  of  the  left  sub- 
clavicular  and  left  carotid  artery  and  to  the 
level  of  the  aortic  cusps 

3.  Myocardial  hypertrophy,  520  Gm. 

4.  Chronic  passive  congestion,  internal 
organs 

5.  Lipoid  pneumonia,  both  upper  lobes, 
organizing 

6.  Acute  pulmonary  edema 

7.  Hydrothorax,  bilateral,  1,000  cc. 

8.  Ascites,  40  cc. 

Accessory  findings.  Adenoma,  corti- 
cal, left  kidney 

Interauricular  septal  defect  {septum  pri- 
mum) 

Fenestration  of  one  aortic  leaflet 

Metastatic  calcification,  kidneys 
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Left  Frontal  Headache 
with  Blurred  Vision 

Case  history 

Edward  Lane,  M.D.*:  A thirty-six- 

year-old  male  began  to  complain  of  left 
frontal  headaches  six  weeks  prior  to  admis- 
sion. These  gradually  worsened,  requiring 
more  frequent  use  of  analgesics.  Shortly 
before  admission  he  began  to  complain  of 
horizontal  double  vision  and  blurred  vision 
in  his  left  eye.  Shortly  thereafter  he 
developed  proptosis  of  his  left  eye.  There 
was  no  history  of  sinusitis  or  of  nasal 
discharge. 

His  general  physical  examination  and  his 
neurologic  examination  gave  otherwise 
negative  findings. 

Radiologic  discussion 

George  Shaheen,  M.D.f:  Multiple 

views  of  the  skull  were  made.  The  medial 
portion  of  the  lesser  wing  of  the  sphenoid 
on  the  left  is  indistinct  on  the  inclined 
posteroanterior  and  Water’s  views  (Fig. 
1).  The  right  side  is  normal.  On  the 
base  view,  the  greater  wing  of  the  sphenoid 
on  the  left  appears  to  be  intact,  at  least 
in  its  lateral  three  quarters.  The  medial 
portion  is  not  well  visualized.  On  the 
lateral  films  the  planum  sphenoidale  an- 
terior to  the  limbus  shows  a distinct  loss 
of  cortical  margin.  The  sphenoid  and 
ethmoid  sinuses  are  not  well  aerated,  but 
the  floor  of  the  sella  is  well  mineralized. 
The  maxillary  sinus  is  intact  on  the  left. 

* Resident  in  Radiology,  Upstate  Medical  Center. 

t Associate  Professor  of  Radiology,  Upstate  Medical 
Center. 


FIGURE  1.  Frontal  radiograph  of  skull  demon- 
strates increased  opacity  in  region  of  left  ethmoid 
sinus  (arrow).  There  is  loss  of  outline  of  medial 
wall  of  left  orbit  (double  arrow)  and  also  probable 
loss  of  definition  of  medial  portion  of  lesser  sphe- 
noid wing  on  left  side. 

The  pineal  is  well  calcified  and  is  not  dis- 
placed. On  the  right  side  the  optic  fora- 
men is  well  visualized  and  is  within  normal 
limits.  The  optic  foramen  is  not  visible 
on  the  left. 

In  summary,  the  plain  film  examination 
of  the  skull  demonstrates  loss  of  bone 
substance  involving  the  medial  one  quarter 
of  the  lesser  wing  of  the  sphenoid  with 
destruction  of  anterior  clinoid  and  planum 
sphenoidale  on  the  left. 

E.  Robert  Heitzman,  M.D.:  Do  you 

think  we  would  be  able  to  make  a more 
specific  diagnosis  if  we  knew  precisely  the 
nature  and  extent  of  the  bone  destruction? 

Dr.  Shaheen:  Yes,  I think  this  would 

be  particularly  helpful  in  enabling  us  to 
determine  whether  the  process  is  intradural 
or  extradural. 
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FIGURE  2.  Frontal  laminograms  of  the  skull.  (A) 
More  anterior.  (B)  More  posterior.  (A)  Again 
shows  clearly  destruction  of  lateral  margin  of  eth- 
moid sinuses  and  loss  of  individual  septae  in  left 
ethmoid  region  (arrow).  Also  shown  is  destruc- 
tion of  medial  portion  of  orbital  roof  (double  arrow).  (B)  demonstrates  destruction  of  lateral  wall  of 
ethmoid  sinuses  more  posteriorly  (arrow)  and  destruction  of  medial  wall  of  lesser  sphenoid  wing  (double 
arrow).  Also  clearly  demonstrated  is  soft  tissue  mass  bulging  into  roof  of  left  maxillary  antrum  along  its 
medial  aspect  (triple  arrow).  Note  faint  calcific  shadow  immediately  within  boundary  of  soft  tissue  mass. 
This  represents  a thin  shell  of  bone  advancing  before  slowly  expanding  process. 


FIGURE  3.  Lateral  laminograph  immediately  to 
left  of  midline  demonstrates  loss  of  definition  of 
medial  aspect  of  left  orbital  roof  (arrow)  extending 
posteriorly  to  involve  region  of  planum  sphenoidale 
(double  arrow).  Also  note  loss  of  definition  of  in- 
dividual cells  in  ethmoid  region  (triple  arrow). 


Dr.  Heitzman:  Laminography  of  the 

skull  was  undertaken. 

Dr.  Shaheen:  The  multiple  lamino- 

graphic  cuts  demonstrate  opacity  of  the 
left  ethmoid  sinuses  (Fig.  2).  There  is  a 
loss  of  definition  of  the  lateral  margin  of  the 
ethmoid  sinuses  and  the  orbital  plate 
(Fig.  3).  This  extends  posteriorly  and 
medially  in  the  region  of  the  planum  to 
involve  the  anterior  cells  of  the  sphenoid 
sinus.  The  more  posterior  cuts  show 
destruction  of  the  anterior  clinoid  and  the 
medial  portion  of  the  lesser  wing  of  the 
sphenoid.  I think  these  tomograms  de- 
limit the  area  of  destruction  very  well. 
There  is  a very  fine  line  of  increased  density 
at  the  periphery  of  a soft  tissue  mass  which 
juts  into  the  upper  portion  of  the  left 
antrum  medially.  This  could  represent 
the  medial  portion  of  the  orbital  floor 
advancing  before  a slowly  expanding  lesion. 
On  this  basis,  I think  one  can  state  that  the 
process  is  a benign  one  of  considerable 
duration,  slowly  expanding,  and  of  ex- 
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FIGURE  4.  Sinus  lining  composed  of  columnar 
mucin-secreting  epithelium  with  large  amounts 
of  mucin  within  sinus  lumen  above  (hematoxylin 
and  eosin  stain). 

tracranial  origin.  It  apparently  originates 
in  or  medial  to  the  medial  wall  of  the  orbit 
and  involves  the  ethmoid  and  sphenoid 
sinuses. 

Dr.  Shaheen's  diagnosis 

Benign  tumor  arising  in  the  left  ethmoid 
sinus  or  in  the  medial  left  orbit. 

Dr.  Heitzman:  With  roentgen  findings 

of  a slowly  advancing  rim  of  cortical  bone 
progressing  ahead  of  the  slowly  enlarging 
lesion,  it  seems  unlikely  that  this  process 
represents  an  osteomyelitis  or  an  epider- 
moid carcinoma.  I think  Wegener’s  gran- 
ulomatosis also  can  be  excluded.  It  would 
appear  that  this  must  represent  a very 
slowly  enlarging  mass  lesion  lying  medial 
to  the  left  orbit. 

Pathologic  discussion 

Dr.  Lane:  The  patient  was  operated 

on,  and  the  large  mucocele  was  seen. 
This  apparently  had  originated  in  the 
left  ethmoid  sinus  and  expanded  to  the 
point  where  it  had  markedly  thinned  the 
medial  wall  of  the  orbit.  The  inferior 
portion  of  the  ethmoid  on  the  left  was 
thinned  to  a marked  degree.  It  extended 
into  the  anterior  portion  of  the  sphenoid 
sinus.  The  cystic  structure  was  filled  with 
clear  yellow  fluid. 

John  T.  Prior,  M.D.*:  Sections  of 

material  from  the  lesion  disclose  a rather 
unusual  entity.  A rare  area  in  these 

* Professor  of  Pathology,  Upstate  Medical  Center. 


microscopic  sections  discloses  some  normal 
paranasal  sinus  pseudostratified  ciliated 
columnar  epithelium,  but  the  majority  of 
the  tissue  shows  a lining  of  simple  columnar 
nonciliated  epithelium  (Fig.  4).  The 
columnar  cells  are  mucin-secreting,  and  the 
sinus  lumen  is  filled  with  thick  mucinous 
material.  Some  degree  of  atrophy  is 
present  in  the  adjacent  connective  tissue. 
The  changes  are  consistent  with  a sinus 
“mucocele.”  It  is  thought  that  mucoceles 
in  this  area  are  similar  in  pathogenesis  to 
mucoceles  in  the  appendix  or  gallbladder. 
They  apparently  arise  from  impaired 
drainage  of  the  main  sinus  or  from  an 
individual  mucous  gland,  secondary  to 
either  inflammation  or  tumor.  They  go 
on  to  expand  and  become  locally  destruc- 
tive lesions.  Occasionally,  they  may  be- 
come filled  with  an  acute  inflammatory 
exudate  in  which  case  we  term  them  an 
empyema  or  pyocele. 

Comment 

Dr.  Heitzman:  Mucoceles  occur  most 

commonly  in  the  frontal  and  ethmoid 
sinuses.  This  entity  is  very  rare  in  the 
sphenoid  or  maxillary  sinuses.1  Usually 
the  lesion  is  noted  radiographically  as  we 
have  seen  it  in  this  case,  with  destruction 
of  bone  and  with  a thin  shell  of  bone 
advancing  ahead  of  the  lesion.2  The 
lesion  may  appear  fairly  dense  or  relatively 
radiolucent  depending  on  the  kind  of 
material  that  is  in  it.  On  some  occasions 
these  have  been  opened  and  have  been 
found  to  be  air-filled.  In  this  instance 
it  may  be  that  the  mucocele  had  discharged 
spontaneously. 

Laminograms  are  really  a very  important 
diagnostic  aid  in  this  entity.  I think 
that  with  these  it  is  possible  to  make  a 
definite  distinction  between  an  invasive 
destructive  bony  process  and  an  expanding 
process.  This  will  go  a long  way  to  help 
clarify  the  differential  diagnosis. 

Final  diagnosis 

Mucocele  of  the  left  ethmoid  sinus 
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Hypertension  During 
Transurethral  Surgery 


Hypertension  during  anesthesia  is  at- 
tributable  to  stimulation  in  light  planes 
of  anesthesia,  to  carbon  dioxide  retention, 
or  to  hypervolemia.  Hypervolemia  may 
follow  intravenous  administration  of  ex- 
cessive volumes  of  fluid  or  blood  or  in- 
travascular absorption  of  large  quantities 
of  irrigating  solution  from  surgically  trau- 
matized venous  sinuses.  The  latter  may 
occur  during  transurethral  surgical  pro- 
cedures, as  demonstrated  in  the  following 
case  report. 

Case  report 

A sixty-five-year-old  male  in  good  general 
health  was  brought  to  the  operating  room  for 
electroresection  of  a hypertrophic  prostate. 
F ollowing  intramuscular  administration  of  pento- 
barbital 50  mg.  and  atropine  0.4  mg.,  blood 
pressure  was  100  mm.  Hg  systolic  and  60  mm. 
Hg  diastolic,  pulse  rate  72,  and  respiratory  rate 
16.  Spinal  anesthesia  instituted  with  tetra- 
caine hydrochloride  8 mg.  and  glucose  80  mg. 
resulted  in  a level  of  sensory  anesthesia  to  the 
ninth  thoracic  segment,  with  no  change  in  vital 
signs  for  the  first  thirty  minutes  of  operation. 
Suddenly,  restlessness  appeared;  systolic  pres- 
sure was  now  130  and  diastolic  80  with  a pulse 
rate  of  80.  Pentobarbital  25  mg.  was  injected 
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intravenously.  During  the  next  fifteen  min- 
utes, blood  pressure  rose  to  220  systolic  and  110 
diastolic  with  a pulse  rate  of  76;  this  was  ac- 
companied by  retching  and  nausea.  These 
symptoms  were  unaffected  by  dimenhydrinate 
(Dramamine)  50  mg.  intravenously,  but  im- 
provement began  immediately  on  completion 
of  the  resection.  Within  fifteen  minutes,  blood 
pressure  had  decreased  to  130  systolic  and  70 
diastolic  with  a pulse  rate  of  84;  restlessness 
and  nausea  both  disappeared.  Hypervolemia 
from  absorption  of  a large  quantity  of  the 
irrigating  mannitol-sorbitol  solution  (Cytal) 
used  within  the  bladder  was  diagnosed.  The 
patient  made  an  uneventful  recovery. 

Comment 

Whenever  more  than  a few  venous 
sinuses  are  opened  during  transurethral 
surgery,  water  intoxication  from  intra- 
vascular absorption  of  irrigating  solution 
may  occur.  Clinical  manifestations  de- 
pend on  the  amount  and  osmolarity  of  the 
fluid  absorbed.1  Complications  following 
the  use  of  isotonic  nonelectrolytic  solu- 
tions, such  as  mannitol-sorbitol,  glycine, 
glucose,  and  urea,  are  associated  with  hyper- 
volemia and  subsequent  hemodilution. 
Thus,  acute  left  heart  failure  and  pulmonary 
and  cerebral  edema  may  occur  during  opera- 
tion, and  hyponatremic  cardiovascular 
collapse  may  follow  in  the  immediate 


April  15,  1966  / New  York  State  Journal  of  Medicine  979 


postoperative  period.  The  risk  of  in- 
travascular hemolysis  is  added  to  these 
dangers  when  irrigation  is  accomplished 
with  distilled  water  alone. 

Progressive  water  intoxication  is  as- 
sociated with  gradual  increase  in  both 
systolic  and  diastolic  pressures,  with  widen- 
ing of  pulse  pressure  and  slowing  of  pulse 
rate.  During  regional  anesthesia,  rest- 
lessness, confusion,  nausea,  and  emesis 
may  also  be  noted.2  Hyponatremia  is 
pathognomonic;  a serum  sodium  concentra- 
tion of  120  mEq.  per  liter  appears  to  be 
the  dividing  line  between  mild  and  severe 
reactions.3  Spontaneous  diuresis  and  re- 
covery without  specific  therapy  seem  to 
occur  in  most  patients  exhibiting  these 
signs  and  symptoms  to  a moderate  degree.4 
Consequently,  whenever  this  complica- 
tion is  suspected,  the  grave  cardiovascular, 
pulmonary,  and  cerebral  sequelae  can 
usually  be  circumvented  by  rapidly  ter- 
minating or  interrupting  the  operative 
procedure. 

Severe  or  prolonged  overhydration  may 
result  in  hyponatremic  cardiovascular  col- 
lapse. Characterized  by  sudden  hypoten- 
sion associated  with  coma,  cyanosis,  and 
oliguria,  the  condition  may  be  corrected 


by  slow  intravenous  infusion  of  hyper- 
tonic sodium  chloride  (5  per  cent)  or 
Ringer’s  solution.5  Congestive  heart 
failure  and  pulmonary  and  cerebral  edema, 
if  encountered,  require  conventional 
methods  of  management. 

The  following  prophylactic  measures 
have  been  recommended  to  minimize  in- 
travascular absorption  of  significant 
amounts  of  irrigating  solution:  (1)  in- 

introduction of  irrigating  fluid  under 
moderate  hydrostatic  pressure,  with  the 
reservoir  height  not  over  28  inches  above 
the  bladder2;  (2)  limitation  of  duration  of 
the  procedure  to  one  hour;  and  (3)  avoid- 
ance of  dissection  extending  into  the  deep- 
lying  sinuses.1 
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Hereditary  persistence  of  fetal  hemo- 
globin was  described  in  conjunction  with 
sickle  cell  hemoglobin  in  reports  from 
Africa,12  in  a Jamaican  Negro  family,3 
and  in  Negroes  in  Baltimore.4’6  High 
fetal  hemoglobin  in  association  with  thalas- 
semia was  reported  from  Greece.6  The 
purpose  of  this  report  is  to  describe  the 
existence  of  this  condition,  unassociated 
with  sickle  cell  hemoglobin,  in  a Puerto 
Rican  family.  As  far  as  can  be  determined, 
this  is  the  first  instance  in  which  this  condi- 
tion has  been  found  in  Puerto  Ricans,  who 
appear  to  be  Caucasians. 

The  persistence  of  fetal  hemoglobin  is 
characterized  by  the  presence  of  abnormally 
large  amounts  of  fetal  hemoglobin  past  the 
neonatal  period.  Patients  heterozygous 
for  this  disorder  have  an  average  of  25  per 
cent  fetal  hemoglobin.6  The  fetal  hemoglo- 
bin is  found  in  circulating  erythrocytes; 
patients  with  this  anomaly  do  not  manifest 
any  clinical  or  morphologic  hematologic 
abnormalities. 

Case  report 

The  propositus,  a twenty-year-old  white 
Puerto  Rican  male,  was  admitted  to  the 
medical  service  at  Bellevue  Hospital  for 

* This  work  was  supported  in  part  by  U.S.  Public  Health 
service  grant  2E5  to  New  York  University. 


the  first  time  because  of  hematuria.  The 
patient  was  apparently  in  excellent  health 
until  two  weeks  prior  to  admission.  At 
that  time  he  developed  fever,  fatigue, 
anorexia,  and  intermittent  low  back  pain. 
He  noted  that  his  urine  was  darker  than 
usual.  His  physician  told  him  that  his 
blood  pressure  was  elevated  and  referred 
him  to  the  hospital.  A review  of  systems 
gave  completely  normal  findings.  There 
was  no  significant  family  history.  Spe- 
cifically, there  was  no  history  of  anemia, 
blood  dyscrasia,  or  sickle  cell  disease. 

Physical  examination  revealed  a well- 
developed,  well-nourished  man  in  no  dis- 
tress. The  blood  pressure  was  140/84, 
respirations  14  per  minute,  and  pulse  rate 
60  per  minute.  The  patient  was  afebrile. 
Examination  of  the  skin,  head,  eyes,  ears, 
nose,  and  throat  was  unremarkable. 
Examination  of  the  neck  revealed  bilateral 
soft  nontender  submandibular  lymph 
nodes.  The  lungs  were  normal.  The  heart 
was  not  enlarged  and  revealed  a Grade  II  to 
IV,  high-pitched  systolic  murmur  which 
radiated  to  the  base  and  the  left  axilla. 
The  abdomen  was  soft  and  nontender. 
The  spleen  tip  was  felt  just  below  the  costal 
margin,  near  the  insertion  of  the  rectus 
muscle.  There  was  no  costovertebral 
tenderness.  Neurologic  examination  and 
examination  of  the  rectum,  genitalia,  and 
extremities  were  within  normal  limits. 

Laboratory  examination  revealed  the 
following:  Admission  urine  had  3 red 

blood  cells  per  high-power  field  and  was 
otherwise  normal;  hematocrit  was  42  and 
hemoglobin  14  Gm.  per  100  ml.;  white 
blood  count  was  8,600  per  centimeter; 
differential  count  revealed  49  per  cent 
polymorphonuclear  leukocyte  cells,  6 per 
cent  stabs,  34  per  cent  lymphocytes,  and  1 1 
per  cent  eosinophils  with  normochromic, 
normocytic  red  blood  cells;  blood  urea 
nitrogen  was  12  mg.  per  100  ml.;  and  fast- 
ing blood  sugar  was  65  mg.  per  100  ml. 
Liver  function  tests  were  within  normal 
limits.  A VDRL  test  for  syphilis  gave 
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TABLE  I.  Summary  of  hemoglobin  studies 


Patient  (Relationship  to 
Propositus) 

Age  (Years) 

Hemoglobin 

Electrophoresis 

(Paper) 

Fetal 

Hemoglobin 
(Per  Cent) 

Type 

Father 

45 

A 

0.8 

A 

Propositus 

20 

A 

25.5 

A-F 

Sister 

26 

A 

20.6 

A-F 

Brother 

23 

A 

1.3 

A 

Maternal  half  sister 

16 

A 

24.2 

A-F 

Maternal  half  brother 

13 

A 

25.4 

A-F 

negative  results.  The  blood  type  was  AB, 
Rh  positive.  An  intermediate  strength 
purified  protein  derivative  test  for  tuber- 
culosis gave  positive  results.  Strepto- 
coccus MG  cold,  and  heterophil  agglu- 
tinin tests  gave  negative  findings.  Anti- 
streptolysin O titer  was  1 : 500.  Stool 
examination  showed  no  occult  blood  but 
did  reveal  ova  of  Schistosoma  mansoni, 
Trichuris  trichiura,  and  hookworms.  Sickle 
cell  preparation  gave  negative  findings. 
Hemoglobin  electrophoresis  on  two  oc- 
casions revealed  hemoglobin  A.  Alkali 
denaturation  of  hemoglobin  on  two  oc- 
casions revealed  25.5  and  24.1  per  cent  fetal 
hemoglobin.  Coagulation  work-up,  chest 
x-ray  film,  and  electrocardiogram  were 
within  normal  limits.  An  intravenous 
pyelogram  gave  normal  findings. 

The  diagnoses  of  acute  glomerulone- 
phritis, schistosomiasis,  and  persistence  of 
fetal  hemoglobin  were  made.  The  hema- 
turia, which  subsequently  cleared  up,  was 
attributed  to  the  glomerulonephritis  and 
the  palpable  spleen  tip  to  the  schistoso- 
miasis. As  the  hematuria  subsided,  the 
patient  became  asymptomatic.  He  was 
discharged  to  receive  treatment  for  schis- 
tosomiasis on  an  ambulatory  basis  and  to 
be  followed  in  the  hematology  clinic. 

Materials  and  methods 

Hemoglobin  determinations  were  done 
by  the  cyanmethemoglobin  method,  sickle 
cell  preparations  by  the  method  of  Daland 
and  Castle,7  hemoglobin  electrophoresis  by 
the  method  of  Smith  and  Conley,8  and  alkali 
denaturation  by  the  method  of  Singer, 
Chernoff,  and  Singer.9  Members  of  the 
patient’s  family  were  contacted.  The 
patient’s  father,  who  was  living  in  New 
York  City,  was  examined,  and  blood  was 
obtained  for  study.  The  other  members  of 


the  family  were  contacted  in  Puerto  Rico, 
and  specimens  of  their  venous  blood  and 
dry  smears  were  air  mailed  to  New  York. 
Hemoglobin  electrophoresis  and  alkali  de- 
naturation studies  were  carried  out  on  all 
specimens.  The  slides  were  stained  with 
Wright’s  stain  and  examined.  The 
members  of  the  family  residing  in  Puerto 
Rico  could  not  be  examined.  However, 
questioning  revealed  no  apparent  disease 
or  abnormality. 

Results 

The  propositus’  mother  had  died  from 
unknown  cause  in  1956  at  the  age  of  forty- 
three.  She  had  been  separated  from  his 
father  and  was  remarried,  having  three 
children  by  her  first  husband  and  two 
children  by  her  second  husband,  all  of 
whom  were  available  for  study  (Fig.  1). 
Examination  of  the  stained  blood  smears 
revealed  normal  erythrocyte  morphology. 
Paper  electrophoresis  on  all  specimens  re- 
vealed hemoglobin  A only.  Electrophoresis 
was  not  carried  out  on  other  media,  and 
no  values  were  obtained  for  hemoglobin 
A-2.  It  was  felt  that  thalassemia  was  ex- 
cluded on  clinical  and  morphologic  grounds. 

In  addition  to  the  propositus,  a sister 
and  two  maternal  half  siblings  were  found 
to  have  high  amounts  of  fetal  hemoglobin, 
approximately  25  per  cent.  The  father 
and  one  brother  had  only  a minute  amount 
of  fetal  hemoglobin  in  the  range  of  1 
per  cent.  Thus,  the  high  fetal  hemoglobin 
was  found  in  80  per  cent  of  this  sibship. 

The  findings  are  summarized  in  Table  I. 

Comment 

As  in  previous  published  reports,1-6 
the  discovery  of  the  persistence  of  high 
fetal  hemoglobin  came  about  in  the  course 
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FIGURE  1.  Pedigree  showing  distribution  of  fetal 
hemoglobin. 


of  routine  laboratory  screening.  Char- 
acteristically, the  kindred  described  in  this 
report  are  normal,  healthy  individuals  who 
do  not  manifest  any  clinical  or  morphologic 
hematologic  abnormalities.  The  hema- 
turia, mostly  microscopic,  and  the  barely 
palpable  spleen  tip  noted  in  the  propositus 
have  been  attributed  to  other  causes. 

The  persistence  of  high  fetal  hemoglobin 
is  a genetically  determined  hereditary  trait. 
In  all  cases  investigated,  one  of  the  parents 
possessed  the  abnormal  trait.  It  has  been 
shown  that  the  genes  for  hemoglobin  S and 
hemoglobin  F are  allelic.4  Since  the  gene 
for  hemoglobin  S is  also  allelic  with  those 
for  hemoglobins  A and  C,10  it  follows  that 
the  genes  for  hemoglobin  A and  F are  also 
allelic.  This  is  supported  further  by  the 
absence  of  hemoglobin  A in  S-F  and  C-F 
heterozygotes.5 

Although  the  mother  of  this  kindred 
could  not  be  examined,  the  presence  of 
the  high  fetal  gene  in  four  of  her  offspring 
from  two  different  paternal  lines  strongly 
suggests  that  the  abnormal  gene  was  trans- 
mitted through  the  maternal  line  (Fig.  1). 


The  normal  hemoglobin  A component  in 
this  family  was  derived  from  the  fathers. 
The  four  siblings  possessing  the  high  fetal 
hemoglobin  are  heterozygotes  and  can  be 
represented  as  A-F.  The  fifth  sibling, 
the  brother,  derived  one  gene  for  hemo- 
globin A from  each  parent  and  can  be  des- 
ignated A-A.  Therefore,  he  does  not  possess 
the  high  fetal  hemoglobin. 

Fetal  hemoglobin  is  composed  of  two 
alpha  and  two  gamma  chains  and  can  be 
represented  also  as  aA2yF2-n  Its  allelo- 

morphism with  the  genes  for  hemoglobins 
A,  C,  and  S and  beta  thalassemia  suggests 
that  these  genes  are  at  a locus  concerned 
with  beta  chain  production.  Bradley  and 
Conley12  have  proposed  that  the  hereditary 
persistence  of  fetal  hemoglobin  results 

from  a mutant  gene  which  prevents  or 
inhibits  beta  chain  synthesis.  Gamma 

chains,  which  normally  are  synthesized 
during  fetal  life,  continue  to  be  synthesized 
as  a compensatory  mechanism,  resulting  in 
persistence  of  fetal  hemoglobin.  This 

hypothesis  explains  the  lack  of  anemia  and 
is  supported  by  the  fact  that  existing  meth- 
ods cannot  distinguish  between  the  fetal 
hemoglobin  of  cord  blood  and  the  hemo- 
globin of  the  persistent  high  fetal  anomaly.13 

Elevated  levels  of  fetal  hemoglobin  may 
be  encountered  in  thalassemia.  However, 
the  genetic  mechanism  involved  is  prob- 
ably not  the  same  as  in  the  high  fetal 
hemoglobin  anomaly. 1 4 It  has  been  demon- 
strated that  whereas  in  the  persistent  high 
fetal  hemoglobin  anomaly  the  distribution 
of  the  fetal  hemoglobin  in  the  erythrocytes 
is  uniformly  homogeneous,  it  is  hetero- 
geneous in  thalassemia.6,15  The  differen- 
tiation of  the  two  conditions  is  important 
since  thalassemia  is  present  in  the  Caribbean 
area.16  Although  a study  of  the  fetal 
hemoglobin  distribution  in  the  erythrocytes 
could  not  be  performed  in  the  family 
presented  here,  none  of  the  members  ex- 
amined presented  any  clinical  or  morpho- 
logic manifestations  of  thalassemia.  Fur- 
thermore, the  levels  of  fetal  hemoglobin  are 
considerably  higher  than  those  which  are 
usually  encountered  in  thalassemia. 

It  is  of  interest  that  none  of  the 
members  of  this  family  was  found  to 
have  hemoglobin  S.  Hemoglobin  F in 
large  quantities  has  a protective  value 
when  associated  with  hemoglobin  S.  This 
has  been  demonstrated  in  newborns17’18  and 
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in  the  S-F  heterozygotes  who  are  free 
from  the  clinical  and  pathologic  conse- 
quences of  sickle  cell  disease.1-4  Thus, 
in  the  presence  of  sickling,  the  persistence 
of  high  fetal  hemoglobin  has  a definite 
effect  on  survival  and  represents  an  ad- 
vantageous mutation  which  is  consequently 
propagated  through  natural  selection.  One 
can  only  speculate  on  the  role  of  hemoglobin 
F in  association  with  hemoglobin  A where 
no  obvious  genetic  advantage  is  apparent. 
It  is  possible  that  in  the  remote  past  the 
ancestors  of  this  kindred  did  possess  the 
gene  for  hemoglobin  S.  It  was  lost  to  their 
present  offspring  described  here.  Such  a 
process  could  have  been  achieved  through 
matings  with  normal  persons,  while 
the  high  fetal  gene,  segregating  inde- 
pendently, was  passed  on  to  the  branch  of 
the  family  presented  here.  On  the  other 
hand,  the  presence  of  hemoglobin  F in 
conjunction  with  hemoglobin  A could  have 
afforded  protection  against  some  unknown 
environmental  factor  and  thus  was  selec- 
ted and  propagated. 

The  incidence  of  the  persistent  high  fetal 
hemoglobin  in  Puerto  Rican  persons  is 
unknown.  It  is  impossible  to  say  at  this 
time  whether  we  are  dealing  here  with  a 
rare  and  isolated  finding  or  with  a fairly 
well-distributed  anomaly.  It  would  be 
interesting  and  profitable  to  investigate 
this  problem  by  population  studies  in 
Puerto  Rico  and  perhaps  in  Puerto  Rican 
migrants  in  New  York  City. 

Summary 

A Puerto  Rican  family  with  hereditary 
persistence  of  fetal  hemoglobin  is  presented. 
The  condition  was  discovered  through 
routine  laboratory  investigation  of  the 
propositus  who  came  to  the  hospital  with 
an  unrelated  disease.  All  living  members 
of  the  immediate  family  were  investigated 
for  the  persistent  high  fetal  hemoglobin, 
and  it  was  found  to  be  present  in  four  out  of 
five  siblings.  These  were  of  one  maternal 
and  two  paternal  lines. 

The  genetic  mechanisms  operating  in 
this  condition  are  discussed.  The  dis- 
tribution of  the  fetal  hemoglobin  in  this 
sibship  conforms  with  the  theoretical  con- 


siderations of  its  mode  of  transmission. 
It  is  clear  that  this  condition  is  asympto- 
matic and,  when  occurring  in  association 
with  hemoglobin  A,  does  not  inhibit  hemo- 
globin production. 

As  far  as  can  be  determined,  this  is  the 
first  instance  where  the  persistence  of 
high  fetal  hemoglobin  is  described  in 
Puerto  Ricans. 

535  Park  Avenue 
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P RIMARY  ADENO-ACANTHOMA  of  the  OVary 
is  a rare  malignant  tumor  frequently  asso- 
ciated with  or  directly  derived  from  ovarian 
endometriosis.  By  definition,  this  type 
of  tumor  implies  an  adenocarcinoma  in 
combination  with  varying  amounts  of 
metaplastic  squamous  cells.  Although 
adeno-acanthoma  is  most  commonly  ob- 
served in  the  endometrium,  it  does  occur  in 
other  regions  of  the  body  unrelated  to  the 
Mullerian  duct  system  such  as  the  gall- 
bladder, breast,  stomach,  esophagus,  pan- 
creas, lung,  and  colon. 

In  1925,  Sampson1  suggested  that  en- 
dometriosis of  the  ovary  might  undergo 
malignant  change  and  proposed  the  fol- 
lowing criteria  for  establishing  such  a re- 
lationship: (1)  actual  demonstration  of 

both  benign  and  malignant  endometrial 
i tissue  in  the  same  ovary,  (2)  the  benign 
and  malignant  endometrial  tissues  must 
bear  the  same  relationship  to  each  other  as 
cancer  of  the  body  of  the  uterus  bears  to 
the  nonmalignant  portion  of  the  endome- 
trium, and  (3)  it  must  be  shown  that  the 
cancer  arose  in  this  tissue  and  that  it  is 
not  invading  it  from  some  other  source. 

The  following  case  of  ovarian  adeno- 
acanthoma  originating  from  endometriosis 
is  presented. 


Case  report 

A forty-six-year-old  white  female  was 
admitted  to  Nassau  Hospital  on  November 
18,  1959,  with  a known  mass  in  the  right 
lower  quadrant.  This  mass  had  been 
discovered  as  an  incidental  finding  during 
a cholecystectomy  for  cholelithiasis  in 
September  of  the  same  year. 

Menarche  had  occurred  at  age  thirteen. 
Primary  dysmenorrhea  had  never  in- 
creased in  intensity  and  was  unaffected 
by  her  sole  pregnancy  at  age  twenty-one. 
The  menstrual  cycle  had  an  interval  of 
nineteen  days  with  a flow  of  seven  to 
eight  days  until  age  thirty  at  which  time 
this  interval  had  increased  to  twenty- 
four  to  twenty-six  days. 

Physical  examination  on  admission  was 
not  remarkable  except  for  obesity.  The 
recent  subcostal  surgical  incision  was 
noted  to  be  firm.  Abdominal  and  pelvic 
examinations  were  not  noteworthy. 

On  November  18,  1959,  pelvic  lap- 
arotomy was  performed  under  epidural 
anesthesia  through  a low  midline  incision. 
The  mass  noted  during  the  previous  surgical 
operation  was  found  to  replace  the  right 
ovary  and  to  be  fixed  to  the  omentum  and 
loops  of  small  intestine.  The  mass  was 
both  solid  and  cystic,  and  its  surface 
revealed  chocolate  cysts  although  there 
was  no  gross  evidence  of  endometriosis 
involving  the  pelvic  peritoneum  or  the 
opposite  ovary.  In  dissecting  the  right 
ovarian  mass  free  from  the  surrounding 
structures,  one  of  the  larger  chocolate 
cysts  was  inadvertently  ruptured  with 
expulsion  of  typical  chocolate  material. 
Examination  of  the  base  of  the  emptied 
cyst  revealed  firm  tissue  which  grossly 
resembled  neoplastic  tissue.  In  view  of 
this  finding,  a biopsy  was  submitted  for 
immediate  frozen  section  consultation  which 
confirmed  the  opinion  of  a malignant 
neoplasm.  Supracervical  hysterectomy 
with  bilateral  salpingo-oophorectomy  was 
carried  out. 

Pathologic  report.  The  gross  speci- 
men consisted  of  a uterus,  both  salpinges, 
the  left  ovary,  and  a right  ovarian  mass. 
The  latter  was  submitted  separately  and 
constituted  the  most  important  feature 
of  the  specimen.  This  ovarian  mass  was 
well  encapsulated,  weighed  185  Gm.,  and 
possessed  both  cystic  and  solid  components 
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FIGURE  1.  Tumor  of  right  ovary  showing  solid  and 
cystic  components. 


(Fig.  1).  The  cystic  portion  was  received 
in  a collapsed  state  having  been  previously 
evacuated  of  its  contents.  Its  original 
size  was  estimated  to  measure  10  by  9 by 
6 cm.  Its  inner  surface  was  greyish-brown 
in  color  and  was  partly  trabeculated.  The 
solid  portion  comprised  approximately  one 
half  of  the  total  specimen  and  was  firm 
and  rubbery  in  consistency.  Its  cut  sur- 
face presented  a homogeneous  light  tan 
appearance.  Several  small  cystic  areas 
were  noted  at  the  periphery  of  this  mass. 
The  right  fallopian  tube  measured  7.5 
by  1 cm.  and  was  adherent  to  the  surface 
of  the  tumor.  It  was  otherwise  not 
remarkable. 

The  left  ovary  measured  4 by  3 cm.  and 
revealed  small  cystic  areas  but  no  gross 
evidence  of  neoplastic  tissue.  The  left 
salpinx  appeared  normal. 

The  uterus  did  not  include  the  cervical 
portion.  It  weighed  85  Gm.  and  was  sym- 


metrical in  shape  and  normal  in  size.  Its 
posterior  surface  presented  a roughened 
appearance  with  scattered  small  hemor- 
rhages. The  endometrial  cavity  was  cen- 
trally located,  while  the  endometrial  layer 
was  smooth  and  uniform  averaging  3 mm. 
in  thickness.  A few  small  brownish  areas 
were  noted  in  the  otherwise  normal 
myometrium. 

Microscopic  examination.  In  the 
right  ovarian  mass,  numerous  sections  from 
the  solid  portion  of  the  tumor  revealed  a 
typical  picture  of  a well-differentiated 
adeno-acanthoma.  There  was  a marked 
proliferation  of  adenocarcinomatous  glands 
many  of  which  were  intimately  associated 
with  foci  of  squamous  metaplasia  (Fig. 
2A).  The  latter  were  frequently  seen 
within  the  lumina  of  the  glands  as  polyp- 
oidal projections  (Fig.  2B)  but  were  also 
encountered  in  the  surrounding  stroma  in 
close  proximity  to  the  glands.  These 
metaplastic  cells  were  frequently  com- 
pressed and  spindle-shaped . In  some  areas, 
the  lumina  of  the  glands  were  filled  with 
desquamated  and  keratinized  cells.  The 
most  significant  changes  were  seen  in  the 
sections  submitted  from  the  junction  of 
the  cystic  and  solid  components  of  the 
tumor.  In  several  sections,  it  was  possible 
to  demonstrate  a transition  from  benign 
endometriosis  to  a low-grade  adenocar- 
cinoma (Fig.  3).  A deciduosis  was 
noted  in  the  subjacent  stromal  cells. 
None  of  the  sections  presented  evidence  of 
a pre-existing  serous  or  pseudomucinous 
cystadenoma.  Scattered  areas  of  en- 
dometriosis were  noted. 


FIGURE  2.  (A)  Low-power  view  of  section  of  right  ovarian  mass  presenting  picture  of  adeno-acanthoma. 
(B)  High-power  view  of  adeno-acanthoma  showing  adenocarcinomatous  gland  with  intraluminal  nest  of 
squamous  cells. 
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FIGURE  3.  Junction  between  normal  endometrial  cyst  and  adeno-acanthomatous  transformation.  (A) 
Low-power  view.  (B)  High-power  view  showing  carcinomatous  transformation  of  epithelial  lining  of  endo- 
metrial cyst.  A,  normal  epithelium;  B,  carcinomatous  cells;  C,  deciduosis  of  stroma. 


The  right  salpinx  was  histologically 
normal. 

The  left  ovary  revealed  several  foci  of 
endometriosis  but  no  evidence  of  neo- 
plastic transformation  or  metastatic  in- 
volvement. 

The  left  salpinx  also  showed  several 
small  areas  of  endometriosis. 

In  the  uterus,  numerous  sections  of  the 
endometrium  presented  a regular  align- 
ment of  the  glands  in  the  proliferative 
stage.  There  was  no  evidence  of  cellular 
atypia  or  adeno-acanthoma.  The  myo- 
metrium contained  many  foci  of  adeno- 
myosis. 

In  the  pathologic  diagnosis,  adeno- 
acanthoma  of  the  right  ovary  originating 
from  endometriosis,  endometriosis  of  the 
right  and  left  ovaries  and  left  salpinx, 
and  adenomyosis  uteri  were  found. 

Postoperatively,  the  patient  was  given  a 
series  of  cobalt  treatments  beginning  on 
November  25,  1959.  A uniform  tissue 
dose  of  4,300  r was  administered,  cross- 
firing the  entire  pelvis  through  opposed 
anterior  and  posterior  and  right  and  left 
portals.  A recent  complete  physical  ex- 
amination did  not  reveal  any  demonstrable 
evidence  of  local  recurrence  or  metastatic 
involvement,  and  the  patient  is,  at  the 
present  time,  symptom-free. 

Comment 

There  are  many  references  in  the  litera- 
ture to  malignant  tumors  arising  from 
endometriosis. 1 ~4  Although  carcinoma- 
tous transformation  is  the  most  common 


type  described,  sarcomas  originating  from 
the  stromal  cells  of  endometriosis  have 
also  been  reported.5,6  In  the  past  decade, 
increasing  numbers  of  primary  adeno- 
acanthomas  of  the  ovary  have  been  re- 
corded in  association  with  or  originating 
from  ovarian  endometriosis.7-11 

Dockerty  in  19547  reported  a series  of 
40  cases  of  ovarian  adeno-acanthoma,  13 
of  which  he  classified  as  primary  and  27  as 
secondary  tumors.  Of  the  13  primary 
neoplasms,  1 appeared  to  represent  malig- 
nant squamous  metaplasia  in  a mixed 
serous  and  pseudomucinous  cystadeno- 
carcinoma.  Two  of  the  tumors  were  diffi- 
cult to  classify  as  to  cell  of  origin  while  the 
remaining  10  cases  were  “much  more 
typical  of  endometrial  than  ovarian  cancer.” 
The  author  considered  2 of  these  tumors  to 
have  originated  from  endometriosis.  He 
also  stated  that  in  a large  proportion  of 
the  cases  of  primary  adeno-acanthoma,  the 
tumors  showed  areas  of  benign  epithelium, 
some  surrounded  by  endometrial-like 
stroma.  Of  the  27  patients  with  secondary 
adeno-acanthoma,  the  vast  majority  were 
metastatic  from  an  endometrial  carcinoma. 
No  distinguishing  microscopic  features 
were  discernible  between  the  primary  and 
metastatic  lesions. 

In  1957,  Thompson11  reported  a series 
of  17  examples  of  primary  ovarian  adeno- 
acanthoma  collected  from  the  files  of  the 
Ovarian  Tumor  Registry  and  The  Johns 
Hopkins  Hospital.  Seven  of  these  cases 
definitely  arose  from  endometriosis,  while 
in  3 cases  the  probable  site  of  origin  was 
from  the  endometrial  cyst  wall.  Thomp- 
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son  states  that ‘ ‘in  considering  the  histogene- 
sis of  the  entire  ovarian  adeno-acanthoma, 
it  seems  certain  that  ovarian  endometriosis 
is  the  most  common  tissue  of  origin.” 

Since  there  are  no  distinguishable  clinical 
features  of  adeno-acanthoma  of  the  ovary, 
the  accurate  diagnosis  must  be  based  on 
the  microscopic  interpretation.  With  such 
a diagnosis,  a number  of  possibilities  must 
be  considered  regarding  histogenesis. 
Adeno-acanthoma  may  arise  from  serous 
or  pseudomucinous  cystadenocarcinoma, 
ovarian  endometriosis,  metastasis  from  an 
endometrial  or  endocervical  adeno- 
acanthoma,  or,  rarely,  a metastasis  from 
some  distant  viscus.  Thus,  it  appears  that 
two  essential  questions  should  be  answered 
when  a diagnosis  of  ovarian  adeno- 
acanthoma  is  made:  (1)  Is  the  tumor 

primary  or  secondary,  and  (2)  what  is 
the  histogenesis  of  the  tumor?  In  the 
vast  majority  of  cases,  the  first  question 
may  be  settled  if  the  total  uterus  and  ad- 
nexae  are  available  for  gross  and  micro- 
scopic study.  However,  the  second  ques- 
tion creates  a greater  challenge  par- 
ticularly if  one  applies  the  criteria  of 
Sampson  to  establish  the  relationship  of 
adeno-acanthoma  to  endometriosis.  Al- 
though the  literature  contains  a number  of 
documented  cases  proving  this  relationship, 
many  investigators  have  found  it  difficult 
to  established  the  transitional  area.  This 
is  readily  understandable  particularly  when 
the  adeno-acanthoma  has  obliterated  all 
vestiges  of  the  pre-existing  lesion.  Al- 
though adeno-acanthoma  may  arise  from 
serous  and  pseudomucinous  cysts  of  the 
ovary,  it  is  logical  to  demand  that  rigid 


criteria  be  applied  to  establish  such  a 
relationship  as  well.  Finally,  metastatic 
ovarian  adeno-acanthoma  must  always  be 
considered  as  a possibility  and  efforts 
made  to  prove  or  exclude  a primary 
site. 

Summary 

A case  of  primary  ovarian  adeno- 
acanthoma  arising  from  endometriosis  is 
presented . 

A review  of  the  current  literature  ap- 
pears to  indicate  that  ovarian  endome- 
triosis is  the  most  common  tissue  of 
origin  in  the  histogenesis  of  ovarian  adeno- 
acanthoma. 
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F ifty-two  instances  of  spontaneous 
spinal  epidural  hemorrhage  treated  surgi- 
cally have  been  recorded  since  Jackson’s 
original  description  in  1869. 1 Only  13  pa- 
tients have  experienced  complete  recovery; 
12  have  died,  and  in  8 improvement  did  not 
follow  operation.  This  unimpressive  record 
has  resulted  in  part  from  a failure  to  recog- 
nize the  potential  existence  of  such  a lesion. 
Clinically,  similar  groups  of  symptoms  may 
be  associated  with  many  other  lesions  oc- 
curring in  the  spinal  canal,  and  it  is  for  this 
reason  that  an  additional  instance  of  this 
entity  is  recorded. 

Case  report 

An  eighty-six-year-old  white  male  was 
admitted  to  the  Kings  County  Hospital  on 
January  5,  1964,  because  of  a sudden  ap- 
pearance of  paraparesis.  On  that  day  he 
was  awakened  by  severe  pain  in  his  lower 
back  and  immediately  noticed  increasing 
weakness  of  both  lower  extremities.  Soon 
he  was  unable  to  stand.  The  back  pain 
persisted  for  several  hours. 

On  examination  the  arterial  blood  pres- 
sure was  recorded  as  170  systolic,  90  dias- 
tolic. The  pulse,  respiratory  rate,  and 
rectal  temperature  were  normal.  The 
structures  subserved  by  the  cranial  nerves 


functioned  normally,  and  demonstrable 
neurologic  abnormalities  in  the  upper  ex- 
tremities were  absent.  Marked  weakness 
was  observed  in  both  lower  extremities, 
more  on  the  left  side.  Deep  tendon  re- 
flexes were  absent  in  both  lower  limbs,  and 
a Babinski  toe  sign  was  present  on  the  right. 
Hypalgesia  up  to  the  twelfth  thoracic  seg- 
ment and  impaired  position  and  vibratory 
sensation  up  to  the  iliac  crest  were  noted. 
Urinary  retention  was  present. 

A spinal  puncture  at  the  fourth  lumbar 
interspace  disclosed  bloody  cerebrospinal 
fluid,  and  a complete  block  was  demonstra- 
ble following  bilateral  compression  of  the 
jugular  veins.  Subsequently,  myelography 
revealed  a block  at  the  level  of  the  third 
lumbar  vertebra.  After  cisternal  punc- 
ture, clear  cerebrospinal  fluid  was  obtained, 
and  iophendylate  (Pantopaque)  injected  in 
the  subarachnoid  space  descended  to  the 
eleventh  thoracic  vertebra  (Fig.  1). 

At  operation,  through  a laminectomy  ex- 
tending from  the  twelfth  thoracic  vertebra 
to  the  fourth  lumbar  vertebra,  dark  clotted 
blood  was  encountered  in  the  epidural  space 
filling  the  entire  area  of  operative  exposure. 
The  hematoma  was  1 cm.  in  thickness  and 
covered  the  entire  posterolateral  aspect  of 
the  dural  sac.  The  origin  of  the  bleeding 
was  not  discernible.  After  the  removal  of 
the  epidural  clot,  the  dural  sac  pulsated 
normally. 

Postoperatively,  within  a period  of  about 
two  months,  the  patient  was  able  to  ambu- 
late with  a walker  and  to  stand  easily  with- 
out assistance.  He  was  transferred  to 
the  physiotherapy  department  and  dis- 
charged in  one  month  in  good  condition 
with  the  use  of  a cane. 

Comment 

Spontaneous  spinal  epidural  hemorrhage 
may  occur  in  any  region  along  the  spinal 
axis,  but  it  is  most  frequently  found  in  the 
thoracic  region.  The  distribution  of 
lesions  in  the  53  cases  reported  to  date  is 
recorded  in  Table  I.  The  hematoma  usu- 
ally occupies  a posterolateral  position  in 
relation  to  the  dural  sac  and  does  not  extend 
anteriorly.  In  those  cases  with  history 
of  intermittent  episodes  of  symptoms,  the 
hematoma  has  been  found  to  be  partially 
organized  and  covered  by  membrane.  This 
suggests  the  possibility  of  repeated  hemor- 
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FIGURE  1.  (A)  Myelogram  indicating  block  atlevel  of  third  lumbar  vertebra.  (B)  Myelogram  after  cisternal 
injection  indicating  block  at  level  of  eleventh  thoracic  vertebra. 


rhage.2  In  younger  patients,1-45  spinal 
epidural  hematoma  has  occurred  more  fre- 
quently in  the  cervical,  cervicothoracic, 
and  thoracic  regions.  Thirty-six  of  the  pa- 
tients were  male  and  15  female. 

The  cause  of  spontaneous  epidural  hemor- 
rhage has  never  been  adequately  explained. 
Arteriovenous  malformation  as  a source  of 
hemorrhage  has  been  postulated.  How- 
ever, Mullan  and  Evans,  in  1957, 27  reviewed 
50  cases  of  neoplastic  diseases  of  the  spinal 
extradural  space  of  which  6 were  angioma, 
and  none  of  these  had  bled.  Elsberg14  re- 
ported 4 hemangiomas  in  85  epidural  tu- 
mors without  hemorrhage.  Except  in  a few 
cases,  no  one  has  been  able  to  visualize  ar- 
teriovenous malformations  in  instances  of 
spinal  epidural  hemorrhage.  Lepoire  et 
al.,2  in  their  careful  serial  section  of  the  re- 
moved epidural  hematoma,  did  not  observe 
any  vascular  malformation.  Blood  dys- 
crasia  also  has  assumed  a minimal  role  in 
this  entity.  A logical  explanation  of  the 
cause  of  hemorrhage  is  contained  in  the 
concept  that  the  epidural  arteries  are  so  few 
and  so  small  that  if  they  were  to  rupture, 


they  could  not  form  a clot  large  enough  to 
produce  the  signs  and  symptoms  of  spon- 
taneous spinal  epidural  hemorrhage.8'22  27'28 
For  this  reason  venous  structures  have  been 
indicted.  The  epidural  veins  are  numer- 
ous and  make  plexiform  formations  with 
extensive  anastomoses.  The  vascular  wall 
is  thin,  the  intravascular  pressure  is  low, 
and  they  anastomose  extensively  with  the 
pulmonary,  portal,  and  caval  venous  sys- 
tems. As  intra-abdominal  pressure  in- 
creases, following  effort  such  as  coughing, 
sneezing,  straining,  vomiting,  or  bending, 
pressure  and  blood  flow  through  the  epi- 
dural veins  vary  precipitously  and  poten- 
tially could  result  in  rupture  of  some  chan- 
nels. In  this  regard,  it  is  significant  that 
most  of  the  cases  reported  have  had  some 
kind  of  physical  strain  at  the  onset  or  im- 
mediately prior  to  the  symptoms. 

Clinically  this  disorder  is  manifested  by 
sudden  onset  of  focal  and  radicular  pain 
referable  to  the  site  of  hemorrhage.  Evi- 
dence of  spinal  cord  compression  below  the 
site  of  hemorrhage  may  occur  within  a few 
minutes  or  after  several  days.  X-ray  films 
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TABLE  I.  Region  of  lesion  related  to  age 


Age  (Years) 

Cervical 

Cervico- 

thoracic 

Thoracic 

Thoraco- 

lumbar 

Lumbar 

Totals 

1 to  10 

1 

3 

4 

10  to  20 

2 

3 

2 

1 

8 

20  to  30 

2 

2 

30  to  40 

1 

1 

4 

1 

7 

40  to  50 

1 

1 

1 

3 

50  to  60 

3 

2 

3 

3 

11 

60  to  70 

1 

3 

2 

6 

70  to  80 

3 

2 

3 

1 

2 

11 

Over  80 

1 

1 

Totals 

6 

12 

17 

10 

8 

53 

TABLE  II. 

Region  of  lesion  related 

to  degree  of  recovery 

Results 

Totals 

Cervical 

Cervico- 

thoracic 

Thoracic 

Thoraco- 

lumbar 

Lumbar 

Complete  recovery 

1 

1 

5 

1 

5 

13 

Partial  recovery 

2 

5 

3 

7 

3 

20 

No  improvement 

1 

5 

2 

8 

Deaths 

3 

5 

4 

12 

of  the  spine  usually  show  normal  findings. 
Cerebral  spinal  fluid  will  be  found  to  be  clear 
and  contain  a normal  number  of  cells  and 
protein  if  spinal  tap  is  done  shortly  after 
the  onset  of  the  symptoms.  In  a later 
stage,  the  cerebral  spinal  fluid  may  show 
nonspecific  abnormalities.  A dissociative 
albuminocellular  ratio  may  suggest  the  pos- 
sibility of  Guillain-Barre  syndrome.  Xan- 
thochromatic fluid  with  very  high  protein 
(Froin’s  syndrome)  may  indicate  the  possi- 
bility of  spinal  cord  tumor.  Poliomyelitis, 
transverse  myelitis,  hematomyelia,  and 
occlusion  of  the  abdominal  aorta  with  dys- 
function of  the  spinal  cord,11  necrotizing 
myelitis,  and  Pott’s  disease  are  among  the 
other  entities  to  be  considered  in  the  dif- 
ferential diagnosis.  When  there  is  a his- 
tory of  repeated  episodes  of  pain,  especially 
after  some  kind  of  effort  or  trauma,  spon- 
taneous spinal  epidural  hemorrhage  may 
produce  symptoms  and  signs  similar  to 
those  encountered  with  massive  herniation 
of  an  intervertebral  disk  in  the  lumbar  area. 

Emergency  laminectomy  and  removal  of 
the  clot  are  mandatory.  If  the  paraplegia 
has  appeared  gradually,  particularly  if  it 
is  not  complete,  the  results  of  operation, 
even  after  several  days,  may  be  good,  as 
occurred  in  the  present  case.  The  region 


of  the  lesion  as  related  to  degree  of  recovery 
is  recorded  in  Table  II. 

Summary 

A case  of  spontaneous  spinal  epidural 
hemorrhage  in  an  eighty-six-year-old  male 
with  a successful  surgical  treatment  has 
been  presented.  Fifty-two  other  cases  have 
been  reported  previously.  Emergency 
operation  should  be  performed  as  soon  as 
diagnosis  is  established.  Prognosis  is  most 
favorable  in  instances  in  which  there  has 
been  slow  progression  of  neurologic  deficits, 
and  this  has  remained  incomplete. 
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Arthritis  study 
yields  new  hint 

A new  clue  to  the  possible  cause  of  rheumatoid 
arthritis  was  reported  recently  in  the  annual 
meeting  of  the  New  York  Rheumatism  Associa- 
tion. With  the  clue  goes  a hypothesis  to  help 
explain  the  circumstances  that  give  rise  to  this 
disease.  If  this  proves  to  be  correct,  it  should 
be  possible  to  treat  some  rheumatoid  arthritis 
patients  by  diet  alone. 

The  research  reported  at  the  meeting  was 
given  by  D.  A.  Gerber,  M.D.,  assistant  pro- 
fessor of  medicine  at  the  State  University  of 
New  York  Downstate  Medical  Center,  Brook- 
lyn. Studies  had  demonstrated  something 
detectable  in  the  urine  of  rheumatoid  arthritis 
patients  that  had  the  ability  to  bind  with,  and 
thus  inactivate,  copper.  Chemically,  the  sub- 
stance has  not  yet  been  identified.  This 
ability  to  bind  free  copper  was  found  in  easily 
detectable  concentrations  in  the  urine  of  about 
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half  of  a group  of  74  rheumatoid  arthritis  pa- 
tients studied  and  in  less  than  2 per  cent  of  a 
group  of  181  persons  who  did  not  have  the 
disease. 

Dr.  Gerber’s  hypothesis  is  that  some  defect  of 
chemistry  in  the  patient’s  body  results  in  libera- 
tion of  a substance  that  binds  copper.  The 
patient  is  thus  deprived  of  a normal  protective 
effect.  As  a result,  proteins  are  more  easily 
degraded  or  even  changed  in  abnormal  forms 
that  might  be  attacked  by  the  body’s  internal 
immunologic  defense  system.  From  this  would 
arise  the  inflammatory  process  of  the  disease. 

If  the  new  hypothesis  proves  valid,  it  would 
offer  a way  of  screening  potentially  valuable 
new  drugs  for  use  against  rheumatoid  arthritis. 
Furthermore,  it  might  be  possible  in  some  cases 
to  regulate  a patient’s  diet  in  a manner  calcu- 
lated to  decrease  the  amount  of  copper-binding 
substance  in  his  body.  Such  a diet  would 
probably  be  a low-protein  diet.  Simply  feeding 
the  patient  an  excess  of  copper  would  not  be 
effective  because  the  body  would  dispose  of  it, 
or,  failing  that,  might  be  poisoned  by  it. 
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|n  recent  years  more  human  infections 
involving  Pasteurella  multocida  have  been 
recognized.  The  organism  has  been  a 
pathogen  most  frequently  associated  with 
various  respiratory  ailments  and  has  been 
identified  from  the  patient’s  sputum.1-4 
Moreover,  P.  multocida  has  been  im- 
plicated as  an  etiologic  agent  in  cases  of 
arthritis,5  cellulitis,0  and  isolated  from  the 
blood  of  a patient  suffering  from  cirrhosis 
of  the  liver.7 

Previously  Hayes  and  Neales  reported 
that  P.  multocida  could  be  found  in  the 
mouth  or  on  the  paws  of  domestic  animals, 
such  as  cats  and  dogs,  and  produce  no 
disease  in  the  animals.  In  2 cases  pet  cats 
have  been  implicated  as  possible  sources  of 
the  infectious  agent.0’7 

Since  P.  multocida  is  rarely  demonstrated 
in  the  septicemic  stage,  the  following  case 
history  is  reported  of  a patient  treated  at 
Letterman  General  Hospital. 

* This  material  has  been  reviewed  by  the  Office  of  The 
Surgeon  General,  Department  of  the  Army,  and  there  is  no 
objection  to  its  presentation  and/or  publication.  This  re- 
view does  not  imply  any  endorsement  of  the  opinions  ad- 
vanced or  any  recommendation  of  such  products  as  may  be 
named. 

f Present  address:  Chief,  Microbiology  U.S.P.H.S.  Hos- 
pital, San  Francisco,  California. 


FIGURE  1.  Patchy  infiltration  involving  left  lung 
field. 


Case  report 

A forty-eight-year-old  Caucasian  male 
was  admitted  to  Letterman  General  Hospi- 
tal with  a complaint  of  left-sided  chest  pain. 
A three-day  episode  of  intestinal  influenza 
had  left  him  weakened,  and  while  riding  a 
bus  he  had  wrenched  his  left  shoulder 
causing  sharp  pain.  This  pain  was  in  the 
left  upper  anterior  chest  and  was  worse 
with  respiration.  The  pain  persisted, 
worsened  over  a two-day  period,  and  he 
sought  medical  attention  at  a local  naval 
dispensary.  An  infiltration  in  the  left 
upper  lung  was  demonstrated  by  x-ray 
film,  and  he  had  an  associated  temperature 
elevation.  At  this  time  he  refused  hos- 
pitalization and  was  treated  as  an  out- 
patient with  penicillin  and  demethyl- 
chlortetracycline  hydrochloride.  The  pa- 
tient continued  to  have  chest  pain,  and 
five  days  prior  to  admission  at  Letterman 
General  Hospital  his  fever  recurred.  An 
x-ray  film  on  the  day  prior  to  admission 
showed  no  clearing  of  the  infiltrate,  and  the 
patient  now  accepted  hospitalization  (Fig. 
1). 

Sputum  cultures  during  this  admission 
grew  normal  flora,  and  numerous  cultures 
for  tuberculosis  were  negative.  Blood 
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FIGURE  2.  Changes  of  thoracotomy  on  left  side, 
miliary  inflammatory  response  right  base  with 
minimal  pleural  effusion. 


cultures  were  negative.  Skin  tests  for 
histoplasmin,  coccidioidin,  and  blastomyco- 
sis gave  negative  findings.  An  inter- 
mediate purified  protein  derivative  test 
revealed  positive  findings. 

Bronchoscopy  with  carinal  biopsy  re- 
vealed negative  results.  Because  of  non- 
resolution of  the  left  upper  lobe  infiltrate,  a 
thoracotomy  was  performed,  and  fibrinous 
pleuritis  with  small  areas  of  loculated  fluid 
was  noted.  The  fluid  was  straw-colored  and 
clear.  There  was  an  area  7 by  4 by  2 cm. 
in  the  left  upper  lobe  which  the  operator 
thought  had  the  appearance  of  unresolved 
pneumonia.  This  was  confirmed  histologi- 
cally. 

The  patient  had  an  uneventful  recovery 
and  signed  himself  out  against  medical 
advice  twenty-six  days  later. 

One  and  a half  years  later  the  patient  was 
readmitted  with  a history  of  malaise, 
vomiting,  and  diarrhea.  The  patient  had 
noted  episodic  nausea  for  two  weeks  which 
had  progressed  to  vomiting.  During  the 
week  prior  to  admission,  loose  bowel  move- 
ments developed.  Three  days  prior  to  ad- 
mission, unremitting  emesis  developed  and 
very  loose  watery  stools  appeared.  Ab- 
dominal pain  with  distention  developed. 


Physical  examination  of  the  patient 
disclosed  an  obese  male  in  acute  distress 
complaining  of  abdominal  pain.  The  chest 
was  hyperresonant  to  percussion  except  for 
right  base  dullness.  Coarse  ronchi  were 
noted  throughout  both  lung  fields  with 
expiratory  wheezes.  Ronchi  cleared  with 
cough.  The  abdomen  was  distended  with 
palpable  loops  of  bowel.  Bowel  signs  were 
hypoactive.  The  liver  was  palpable  less 
than  3 fingerbreadths  (6  cm.)  below  the 
right  costal  margin  and  was  firm,  smooth, 
and  questionably  tender.  The  remainder 
of  the  examination  was  within  normal 
limits,  except  for  slight  edema  of  the 
upper  extremities,  puffy  eyelids,  and  2 
plus  edema  of  the  upper  extremities. 

Chest  x-ray  film  revealed  the  changes 
secondary  to  thoracotomy  and  a blunting  of 
the  right  costophrenic  angle  (Fig.  2). 

Sputum  culture  for  tuberculosis  was 
negative.  Only  the  initial  blood  culture 
taken  on  admission  demonstrated  growth. 
Microscopically  the  organism  appeared  as 
gram-negative,  rod-shaped,  and  demon- 
strating bipolar  staining.  The  organism 
demonstrated  nonhemolytic,  translucent, 
and  grey  colonies  on  5 per  cent  sheep  blood 
agar  plates,  and  it  reduced  nitrate  to 
nitrite,  formed  indole,  and  was  catalase  and 
hydrogen  sulfide  positive.  Growth  on 
MacConkey  agar  (Difco)  revealed  negative 
findings.  Acid  without  gas  was  produced  in 
glucose,  sucrose,  mannitol,  and  xylose; 
lactose,  maltose,  and  salicin  were  not 
fermented.  The  organism  was  nonmotile. 
The  bacterium  was  identified  as  P.  multo- 
cida,  and  this  was  confirmed  by  the  Com- 
municable Disease  Center,  Atlanta, 
Georgia. 

The  P.  multocida  was  sensitive  to  the 
following  antibiotics  using  the  disk  method: 
chloramphenicol  (Chloromycetin),  tetra- 
cycline, demethylchlortetracycline  hydro- 
chloride, sulfisoxazole  diethanolamine, 
nitrofurantoin,  and  polymyxin  B. 

The  patient  was  initially  treated  with 
intramuscular  tetracycline  100  mg.  four 
times  a day  which  was  then  changed  to 
oral  tetracycline  55  mg.  four  times  a day  on 
the  following  day  for  fourteen  days.  The 
patient’s  temperature  which  on  admission 
was  101  F.  orally  defervesced  over  the  next 
five  days  to  normal.  The  patient  was 
treated  with  intermittent  positive  pressure 
breathing  with  mucolytic  agents  and  bron- 
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FIGURE  3.  Complete  clearing  of  inflammatory 
response  and  fluid  of  right  base. 


chodilators.  The  chest  film  became  clear 
six  days  following  admission,  and  after 
twenty-seven  days  hospitalization  the  pa- 
tient was  discharged  recovered  (Fig.  3). 

The  patient  did  not  have  any  household 
pets  or  frequent  contact  with  either  cats  or 
dogs. 


During  the  first  admission  the  sputum 
cultures  were  negative  for  P.  multocida. 
There  was  no  evidence  of  the  characteristic 
nonhemolytic,  translucent,  grey  colonies 
on  any  of  the  sheep  blood  agar  plates. 
Only  normal  bacterial  flora  was  identified. 
After  the  second  admission  one  blood 
culture  was  positive  and  that  was  taken 
prior  to  the  administration  of  tetracycline. 
Subsequent  blood  and  sputum  specimens 
were  negative  for  P.  multocida.  In  this 
instance  the  identification  was  simplified 
because  the  organism  was  isolated  in  pure 
culture.  However,  isolation  and  identi- 
fication of  P.  multocida  from  a clinical 
specimen  depends  on  the  awareness  of  the 
laboratory  personnel  to  the  cultural,  micro- 
scopic, and  biochemical  characteristics  of 
this  bacterium. 


Summary 

A case  report  of  a Pasteurella  multocida 
septicemia  is  presented.  The  patient  re- 
sponded to  tetracycline  therapy  and  was 
cured.  The  patient  did  not  have  any 
household  pets  or  have  frequent  contact 
with  either  cats  or  dogs. 

Acknowledgments.  The  authors  wish  to  express  their 
appreciation  to  Mr.  Marshall  Douglas  for  the  photography, 
and  to  Col.  Paul  E.  Sieber,  Chief  of  Radiology,  Letterman 
General  Hospital,  for  his  assistance  in  interpreting  the 
roentgenograms. 


Comment 

P.  multocida  infections  can  be  mis- 
diagnosed easily  because  of  the  inability  of 
the  laboratory  to  correctly  identify  the 
organism.  The  organism  poses  a problem 
bacteriologically  both  from  an  identifica- 
tion and  an  isolation  aspect.  This  may 
explain  why  the  organism  is  so  infre- 
quently isolated.  It  may  be  misidentified 
with  Hemophilus  influenzae,  Klebsiella 
pneumoniae,  and  Mima  polymorpha.2 
Also,  if  the  organism  is  present  in  a sputum 
specimen,  overgrowth  of  other  contaminat- 
ing microorganisms  can  make  its  isolation 
difficult. 
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Although  there  are  several  series  of  sue- 
cessful  magnetic  retrievals  of  foreign  bodies 
from  the  gastrointestinal  tract  recorded  in 
the  literature,  the  simplicity  and  safety  of 
this  technic  are  not  generally  known.1-3 
Thus,  laparotomy  with  gastrotomy  or  en- 
terotomy  remains  the  method  whereby  most 
foreign  bodies  which  fail  to  negotiate  the 
gastrointestinal  tract  are  ultimately  re- 
moved.4 At  the  Children’s  Hospital  of 
Michigan,  for  example,  an  average  of  80 
patients  a year  are  seen  who  have  ingested 
a foreign  body,  and  1 or  2 of  these  children 
undergo  surgical  removal  of  it.4  It  would, 
therefore,  seem  useful  to  report  a case 
where  magnetic  retrieval  of  a bobby  pin 
from  the  stomach  of  a young  girl  was  car- 
ried out  with  ease  and  dispatch  thus  avoid- 
ing the  necessity  of  surgical  intervention. 

Case  report 

A two-year-old  girl,  patient  of  Loretta 
Azaretti,  M.D.,  was  seen  on  September  16, 
1964,  having  just  swallowed  a bobby  pin. 
She  was  in  no  distress.  Abdominal  roent- 
genograms showed  the  bobby  pin  within  the 
stomach  gas  shadow  (Fig.  1).  X-ray  ex- 
amination was  carried  out  at  intervals  of 


FIGURE  1.  X-ray  typical  of  all  those  taken  of  pa- 
tient showing  bobby  pin  lying  within  stomach  gas 
shadow. 


three  to  five  days  for  the  next  month  always 
showing  the  bobby  pin  in  the  stomach  but 
not  in  a fixed  position.  On  October  16, 
the  child  was  admitted  to  St.  Vincent’s  Hos- 
pital for  magnetic  retrieval  of  the  pin.  A 
small,  cylindrical  magnet  was  removed  from 
a household  pot  holder,  its  sharp  edges  were 
filed  down,  and  it  was  squeezed  into  the 
distal  end  of  a 12  F nasogastric  tube  (Fig. 

2) .  The  tube  was  passed  through  the 
child’s  mouth,  and  the  magnet  made  con- 
tact with  the  bobby  pin  immediately  (Fig. 

3) .  This  maneuver  was  facilitated  by 
sedating  the  child  and  by  using  a side  mouth 
gag  which  prevented  her  from  biting  the 
tube  or  my  finger.  The  procedure  was  car- 
ried out  under  fluoroscopic  visualization 
using  the  image  intensifier.  In  the  first  two 
attempts  to  draw  the  bobby  pin  from  the 
stomach  into  the  esophagus,  the  pin  pulled 
off  as  the  magnet  passed  into  the  cardiac 
sphincter.  To  prevent  this,  several  holes 
were  cut  in  the  nasogastric  tube  just  proxi- 
mal to  the  magnet  (Fig.  2).  Then,  on  the 
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FIGURE  2.  Tube  with  magnet  and  bobby  pin.  Note  that  end  of  nasogastric  tube  has  been  cutoff,  the  mag- 
net squeezed  into  new  end,  and  two  holes  cut  just  proximally  to  magnet. 


FIGURE  3.  Film  taken  at  moment  of  contact  be- 
tween magnet  and  pin. 


next  try,  as  the  magnet  approached  the 
esophagus,  air  was  blown  from  the  syringe 
down  into  the  tube.  As  the  air  passed 
through  the  little  holes  in  the  distal  part  of 
the  tube,  the  esophagocardiac  junction  was 
briefly  distended  permitting  passage  of  the 
magnet  and  pin  into  the  esophagus.  From 
this  point,  the  tube  was  easily  withdrawn 


from  her  mouth  with  the  pin  firmly  attached 
to  the  magnet  (Fig.  4).  The  child  was  ob- 
served for  several  hours  and  then  sent  home. 

Comment 

Approximately  90  per  cent  of  swallowed 
foreign  bodies  entering  the  stomach  pass 
through  the  remainder  of  the  gastrointes- 
tinal tract. 4- 5 The  objects  that  fail  to  pass 
are  generally  long,  such  as  bobby  pins,  and 
swallowed  by  children.  In  800  cases  of 
foreign-body  ingestion  reported  from 
Boston  City  Hospital,  there  were  9 per- 
forations of  the  gastrointestinal  tract.6 
Bobby  pins  seem  to  be  particularly  trouble- 
some when  ingested  by  young  children.3-4 
The  age  of  the  typical  bobby-pin  swallower 
is  two  years.3  Over  a five-year  period  at 
Denver  Children’s  Hospital,  28  children 
were  seen  who  swallowed  bobby  pins,  35  who 
swallowed  coins,  and  30  who  swallowed 
other  kinds  of  pins.3 

Equen  et  a/.1-2  and  Laff  and  Allen3  have 
published  enthusiastic  reports  of  success 
with  magnet  retrieval  of  metallic  objects 
from  the  stomach,  duodenum,  and  even 
proximal  jejunum.  Their  technics  in- 
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FIGURE  4.  Pin  being  drawn  into  cervical  esophagus. 


volved  the  passage  of  a small  Alnico  magnet 
approximately  the  same  size  as  the  one  we 
used,  attached  to  a string  or  to  a catheter 
through  the  patient’s  mouth.  Depending 
on  the  degree  of  cooperation  of  the  young- 
ster, no  anesthesia,  sedation,  or  general  an- 
esthesia may  be  used.  Equen  et  al.2  have 
pointed  out  the  value  of  the  Berman-Moor- 
head  locator  in  determining  whether  or  not 
an  ingested  metallic  body  will  be  attracted 
to  a magnet.  Fortunately,  most  bobby 
pins  are  so  attracted.  Of  189  foreign 
bodies  removed  in  Equen’s  Clinic  with  his 
magnet,  45  were  bobby  pins.  He  advised 
use  of  fluoroscopy  for  the  procedure.  I 
found  that  the  use  of  the  image  intensifier 
allowed  me  to  work  with  good  room  illum- 
ination. It  also  allowed  me  a clear  and 
comfortable  view  of  magnet  and  foreign 
body  so  that  I was  never  working  blindly. 
Endoscopic  equipment  plus  the  know-how 
of  their  use  must  be  available  in  case  the 
foreign  body  becomes  detached  from  the 
magnet  and  is  aspirated.  Such  a complica- 
tion has  been  reported.3  Recently,  Lub- 


orsky,  Drummond,  and  Penta7  reported  a 
flexible  magnetic  device  with  the  great 
advantages  of  reaching  around  gastrointes- 
tinal angulations  and  being  able  to  be 
turned  on  and  off. 

Summary 

Magnetic  retrieval  of  foreign  bodies  from 
the  stomach  and  duodenum  may  be  a safe 
and  useful  alternative  to  laparotomy  in  the 
occasional  situation  where  a foreign  body 
will  not  pass  beyond  stomach  or  duodenum. 

A case  is  reported  describing  the  ease 
with  which  a bobby  pin  was  magnetically 
removed  from  the  stomach  of  a two-year- 
old  girl. 

There  is  nothing  original  in  the  technics 
described  in  the  case  reported  except  per- 
haps the  addition  of  the  holes  in  the  tube 
for  pneumatic  distention  of  the  cardio- 
esophageal  junction.  However,  knowledge 
of  any  simple  procedure  that  may  supplant 
a laparotomy  deserves  the  widest  possible 
dissemination. 


J 
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Eriodictyol  glycoside 
in  Meniere’s  disease 

With  the  apparent  effectiveness  of  a eriodic- 
tyol glycoside-water-soluble  vitamin  combina- 
tion in  relieving  the  symptoms  of  Meniere’s 
disease  in  about  40  per  cent  of  the  patients,  the 
question  arose  whether  the  relief  was  because 
of  the  eriodictyol  glycoside  alone  or  whether  the 
water  soluble  vitamins  (vitamin  B complex)  had 
something  to  do  with  it.  A study,  undertaken 
by  H.  L.  Williams,  M.D.,  and  published  in  a 
recent  issue  of  Transactions  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
apparently  establishes  the  eriodictyol  glycoside 
as  an  active  agent  in  the  combination.  The 
results  seemed  to  indicate  that  (1)  patients  who 
had  enjoyed  good  results  on  the  combination 
therapy  (with  lipoflavonoid  capsules)  main- 
tained the  good  results  on  eriodictyol  glycoside 
alone  in  the  form  of  lemon  bioflavonoid  complex. 
(2)  Those  who  did  not  improve  on  the  lipo- 
flavonoid did  no  better  on  the  lemon  bio- 
flavonoid. (3)  Patients  not  previously  treated 
with  the  lipoflavonoid  capsules  responded  as 
favorably  to  the  lemon  bioflavonoid  capsules  as 
those  who  had  previously  been  so  treated. 
There  was  no  evidence  that  the  water-soluble 
vitamins  in  the  dosage  given  (6  lipoflavonoid 
capsules  per  day)  had  any  beneficial  effect  on  the 
signs  and  symptoms  of  Meniere’s  disease. 
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In  all,  73  patients  were  involved  in  the  study. 
The  eriodictyol  glycoside  in  the  form  of  lemon 
bioflavoid  complex  was  put  in  capsules  each 
containing  400  mg.  The  pharmacologic  mech- 
anism of  this  product  in  relieving  vertigo  and 
nausea  with  vomiting  in  certain  cases  of 
Meniere’s  disease  is  hypothetical.  The  most 
recent  ideas  favor  the  theory  that  it  may  act  as 
a blocking  agent  for  histadine  decarboxylase 
which,  it  is  reasoned,  may  be  produced  in  toxic 
quantities  in  this  syndrome  perhaps  stimulated 
by  malfunctioning  hypothalamic  centers.  The 
surplus  histamine  may  produce  paralytic  dila- 
tion of  the  vessels  of  the  stria  with  the  subse- 
quent histologic  picture  and  distention  of  the 
endolymphatic  system. 

There  were  3 test  groups  composed  as  follows: 
(1)  Patients  who  had  enjoyed  good  results  with 
the  combination  (lipoflavonoid  capsules)  were 
now  given  a trial  of  eriodictyol  glycoside  alone  in 
the  form  of  lemon  bioflavonoid.  (2)  In  this 
group  were  patients  who  had  not  improved  sig- 
nificantly on  the  lipoflavonoid  capsules.  (3)  In 
this  group  were  patients  who  had  not  previously 
had  lipoflavonoid  capsules.  These  were  given 
lemon  bioflavonoid  capsules  alone.  This  was  an 
attempt  to  make  sure  the  results  with  lipo- 
flavonoid capsules  could  be  reproduced  by  treat- 
ment with  lemon  bioflavonoid  capsules  alone. 
This  therapy  was  continued  for  three  months. 
In  the  results,  it  was  found  that  apparently  the 
dosage  of  600  mg.  eriodictyol  glycoside  (2  lipo- 
flavonoid capsules)  three  times  a day  is  ade- 
quate. 
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T he  documented  history  of  celiac  disease 
dates  back  to  Gee  in  18881  in  England.  In 
the  United  States,  interest  in  the  disease 
has  been  carried  on  historically  by  Holt, 
Herter,  Howland,  and  Haas.2  Recently, 
Di  Sant’Agnese  and  Jones3  have  delineated 
the  celiac  problem  in  all  aspects. 

Emotional  and  psychologic  factors  in 
gastrointestinal  disturbances  and,  in  par- 
ticular, celiac  disease,  have  been  studied  by 
Alexander4  and  Prugh.5  On  the  other 
hand,  anorexia  nervosa  emerged  as  a 
modern  clinical  manifestation  in  1874  as 
described  by  Gull6  of  England. 

The  following  case  presentation  offers  a 
challenge  to  the  diagnostician.  The  pa- 
tient presented  a clinical  picture  of  severe 
malnutrition  secondary  to  celiac  disease. 
Some  observers  felt  that  the  patient  showed 
obvious  symptoms  of  a psychiatric  disorder 
and  anorexia  nervosa  with  secondary  mal- 
nutrition. A dual  cause  seemed  the  most 
plausible  explanation  as  the  child  was  ob- 
served over  a five-month  period. 

Case  report 

An  eleven-year-old  white  female  was  ad- 
mitted for  the  first  time  to  St.  Vincent’s 
Hospital  and  Medical  Center  of  New  York 
with  symptoms  of  anorexia  and  recessive 
personality  traits. 


The  patient  was  a product  of  normal 
labor  and  delivery.  She  was  born  at  home 
in  Italy  with  the  aid  of  a midwife.  She  was 
one  of  nonidentical  twins.  Birth  weights 
were  not  known.  Her  neonatal  course  was 
apparently  healthy,  and  in  the  first  year  of 
life  her  growth  and  development  pattern 
were  normal.  She  was  breast-fed  initially 
and  then  changed  to  a proprietary  milk. 

The  first  episode  of  anorexia  was  noted 
at  the  age  of  four  years,  accompanied  by 
foul-smelling  bowel  movements  and  ab- 
dominal distention  with  intermittent  con- 
stipation and  diarrhea.  She  was  taken  to 
a pediatrician  who  diagnosed  Mediter- 
ranean anemia.  With  a course  of  diet  and 
injections,  she  was  well  in  two  weeks. 

She  was  then  brought  to  the  United 
States  and  soon  afterwards  entered  Uni- 
versity Hospital  in  New  York  City  for 
eleven  days.  The  discharge  diagnosis  was 
chronic  constipation  and  celiac  disease. 
Psychologic  disturbances  were  also  men- 
tioned at  this  time.  The  barium  enema 
done  at  the  time  suggested  ulceration,  but 
this  was  not  confirmed  with  sigmoidoscopy. 

Two  similar  episodes  were  experienced  at 
age  seven  and  at  age  eight.  Three  months 
prior  to  the  admission  to  St.  Vincent’s 
Hospital,  the  patient  was  seen  with  similar 
symptoms.  A family  physician  performed 
a gastrointestinal  series  and  told  the 
parents  that  she  had  a hiatal  hernia. 
Unspecified  parenteral  medication  did  not 
improve  the  patient,  and  she  was  again 
placed  in  a hospital,  this  time  at  Bellevue 
Hospital  for  two  weeks  in  January,  1964. 
The  discharge  diagnosis  was  malabsorption 
and  a psychologic  problem  of  an  unspecified 
nature.  The  patient  was  signed  out  and 
treated  with  hematinic  injections  and 
after  no  improvement  was  advised  to  be 
admitted  to  St.  Vincent’s  Hospital. 

The  patient  had  had  smallpox  vaccina- 
tion and  partial  immunizations  against 
other  infectious  diseases.  The  family  his- 
tory was  negative  for  tuberculosis,  diabetes, 
mental  illness,  convulsions,  or  allergies. 
There  was  no  history  of  menarche  in  con- 
trast to  her  female  twin  who  already  had 
menses. 

On  admission,  her  initial  vital  signs  were 
as  follows:  blood  pressure  90/50,  respira- 

tions 20  per  minute,  temperature  98.6  F., 
pulse  100  per  minute,  and  weight  55 
pounds.  The  patient  appeared  asthenic, 
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FIGURE  1.  Patient  during  height  of  illness.  Note 
ankle  edema  and  extreme  emaciation. 


pale,  and  looked  acutely  and  chronically 
ill  (Fig.  1).  The  head,  eyes,  ears,  nose,  and 
throat  examinations  gave  essentially  nega- 
tive results.  The  neck  region  showed  oc- 
casional fine  nodules.  The  lung  fields  were 
clear.  The  heart  recorded  regular  sinus 
rhythm  with  no  murmurs.  Neurologically, 
the  cranial  nerves  were  grossly  intact,  and 
the  deep  tendon  reflexes  were  normal.  She 
was  oriented  in  all  spheres.  At  the  genital 
area,  the  external  female  genitalia  were 
somewhat  underdeveloped.  A pitting 
edema  of  the  ankles  was  evident  on  admis- 
sion. 

Hospital  course.  The  patient  was 
immediately  placed  on  a high-calorie,  high- 
protein  diet. 

Her  admission  laboratory  data  included 
normal  values  for  the  complete  blood 
count,  sedimentation  rate,  urinalysis,  fast- 
ing blood  sugar,  blood  urea  nitrogen,  serum 
sodium,  chloride,  carbon  dioxide,  serum 
bilirubin,  serum  cholesterol,  esters,  and 
protein-bound  iodine;  the  barium  enema 
showed  normal  results  as  did  the  electro- 
cardiogram. 

The  initial  abnormal  findings  were  noted 
in  the  low  serum  potassium  (3.4  mEq. 
per  liter),  calcium  (8.1  mg.  per  100  ml.), 
iron  (33  micrograms  per  100  ml.)  with 
normal  binding  capacity,  alkaline  • phos- 
phatase (6.6  Bodansky  units),  albumin 
(2  Gm.  per  100  ml.),  and  globulin  (2.4 
Gm.  per  100  ml.)  with  an  abnormal  small- 
bowel  series  (flocculation  and  marked 
coarsening  of  mucosal  pattern  in  whole 
small  bowel  with  motor  dysfunction)  and 
flat  film  of  the  abdomen.  Because  of  these 
findings  and  a persistent,  two  to  three 
times  daily,  watery,  and  foul-smelling 
stools,  a malabsorption  problem  seemed 
evident.  However,  the  patient  exhibited  a 
steadfast  anorexia.  This,  coupled  with  a 
withdrawn  attitude  of  the  child  and  a pro- 
gressive deterioration  of  her  condition, 
prompted  a psychiatric  consultation. 

The  psychiatrist  felt  a nonspecific  psy- 
chologic problem  was  evident  with  signs 
of  blunted  affect  and  extreme  dejection. 

Her  symptoms  persisted,  and  an  addi- 
tional 8V2-pound  weight  loss  was  noted  by 
the  end  of  the  first  week  of  hospitalization. 
A peroral  jejunal  biopsy  was  performed 
which  gave  histologic  evidence  of  celiac 
disease  (Fig.  2).  Her  stools  during  this 
time  were  described  as  foul-smelling,  at 
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FIGURE  2.  Intestinal  mucosa  in  first  week  of 
admission.  Villous  atrophy  with  marked  infiltration 
of  lamina  propria  noted.  Epithelial  cells  cylindrical 
and  glands  atrophic.  Repeated  mucosal  biopsy 
after  three  months  of  therapy  and  improvement 
showed  no  essential  change. 

times  watery,  and  averaging  two  to  three 
movements  per  day.  Repeat  complete 
blood  counts  were  not  revealing.  The 
bleeding  and  clotting  times  and  direct 
Coombs’  test  results  were  normal.  Nega- 
tive findings  were  noted  with  the  tine  test, 
stool  guaiac  test,  stools  for  ova  and  para- 
sites, urine  cultures,  and  the  sweating  test. 

Because  of  the  extremely  poor  condition, 
appetite-stimulating  drugs  in  the  form 
of  cyproheptadine  hydrochloride  and  nan- 
dralone  phen propionate  and  antidepres- 
sants in  the  form  of  imipramine  hydro- 
chloride were  started  together  with  tube 
feedings  of  gluten-free  diet  and  intra- 
venous feedings  of  glucose  water  and  vita- 
mins. 

From  the  fourteenth  to  the  twentieth  day 
of  hospitalization,  the  weight  loss  con- 
tinued. It  was  noted  that  the  stool  trypsin 
was  negative,  and  there  was  an  abnormally 
high  stool-fat  content  (25  per  cent)  with 
low  serum  values  of  vitamin  A.  Seven- 
teen-ketosteroids  and  1 7-hydroxy  keto- 

steroids  were  low.  Hypokalemia  (1.9 
mEq.  per  liter)  developed  and  was  con- 
firmed by  an  electrocardiogram. 


During  this  fourth  week  of  hospitaliza- 
tion, her  weight  fell  to  46  pounds,  her 
general  condition  was  poor,  and  she  ap- 
peared moribund.  By  this  time,  the  pa- 
tient had  received  three  to  four  hypnotic 
inductions  with  suggestions.  During  hyp- 
nosis it  was  brought  out  that  disgust  and 
fear  of  bowel  movements  appeared  to  be 
associated  with  ingestion  of  food.  There- 
fore, fears  of  bowel  movements  lead  to 
anorexia.  It  seemed  that  the  father  put 
great  emphasis  during  her  lifetime  on  eating 
and  defecating,  and  if  these  were  per- 
formed dutifully,  the  father  would  love 
her  more.  Under  hypnosis,  strong  ag- 
gressive feelings  were  directed  against  the 
father  and  his  demands.  Her  refusal  to 
eat  appeared  to  stem  from  the  rebellion  to 
the  father’s  demands.  In  short,  the  hypno- 
tist felt  that  her  anorexia  was  a powerful 
weapon  which  unfortunately  was  poten- 
tially also  self-destructive. 

Despite  all  this  medical  and  psychiatric 
management,  her  weight  loss  persisted, 
and  on  the  twenty-fifth  day  her  diet  was 
changed  to  a gluten-free  specific  carbo- 
hydrate diet  in  which  the  carbohydrates  are 
exclusively  in  the  monosaccharide  form.2 
On  the  twenty-eighth  hospital  day,  her 
mood  was  better  and  hypnotic  induction 
was  reattempted  successfully. 

From  the  fifth  to  the  seventh  week  of 
hospitalization,  she  had  regained  her  ad- 
mission weight  and  her  stools  had  decreased 
in  number  and  reverted  to  normal  color  and 
consistency.  At  the  same  time,  her  mood 
seemed  more  elevated  and  she  socialized 
more.  A D-xylose  test  done  at  this  time 
showed  a five-hour  urine  recovery  of  about 
26  per  cent  which  is  normal.  Cypro- 
heptadine hydrochloride  and  nandralone 
phen  propionate  were  discontinued. 

During  the  eighth  to  the  eleventh  weeks 
of  hospitalization,  continued  weight  gain 
was  shown  and  her  appetite  increased  to 
the  point  of  her  being  continuously  hungry 
( Fig.  3).  Serial  blood  values  for  potassium, 
calcium,  alkaline  phosphatase,  albumin,  and 
globulin  had  reverted  to  normal. 

In  her  twelfth  week  of  hospitalization, 
she  was  sent  home  for  one  week  on  gluten- 
free  carbohydrate  specific  diet  and  multi- 
vitamins. Progress  continued,  and  she 
was  seen  in  the  outpatient  pediatric  clinic 
periodically. 

The  patient  was  readmitted  despite  her 
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that  villous  return  is  not  immediate  in 
malabsorption  of  this  nature.7 

The  child  was  then  challenged  on  a 
gluten-containing  diet,  given  for  one  week. 
This  was  preceded  by  normal  D-xylose  and 
fat-stool  values.  Serums  during  the  glu- 
ten-diet provocation  were  obtained  for 
various  antibody  levels  against  gluten  and 
casein  fractions.  Such  antibodies  have 
definitely  been  reported  in  various  stages 
of  malabsorption  problems.8  No  circulat- 
ing antibodies  to  gluten  or  casein  were 
found  by  the  double-gel  diffusion  of  Ouch- 
terlony.  The  normal  D-xylose  and  fat- 
stool  values  persisted  during  the  gluten- 
containing  diet.  However,  after  one  month 
on  such  a diet,  weight  loss  restarted  and 
abnormal  stool  content  for  fat  (15  per  cent) 
and  abnormal  D-xylose  results  (3  per  cent) 
were  noted.  She  again  improved  while 
on  a gluten-free  diet.  This  may  indicate  an 
irreversible  disease  process. 

Comment 

This  patient’s  clinical  course  demon- 
strated a chronic  illness  of  recurrent  nature 
involving  the  gastrointestinal  tract  and  the 
psyche  with  anorexia  as  the  prime  com- 
plaint. 

Suggestive  evidence  of  intestinal  mal- 
absorption in  her  past  and  present  episodes 
of  weight  loss,  foul-smelling  stools,  and 
abdominal  distention  has  been  confirmed 
by  laboratory  evidence  with  abnormal 
values  for  serum  potassium,  calcium,  alka- 
line phosphatase,  albumin,  and  globulin 
and  with  abnormal  results  of  small-bowel 
series  and  jejunal  biopsies.  Response  to  a 
gluten-free  carbohydrate  specific  diet  and 
the  return  to  normal  of  her  laboratory 
values  helped  corroborate  the  diagnosis. 
Using  the  D-xylose  test,  one  could  note  the 
difference  while  on  or  off  gluten-containing 
diet.9  The  fat  content  of  the  stool  was  a 
good  indication  of  steatorrhea  which  should 
return  to  normal  while  on  a gluten-free 
diet.  Both  of  these  determinations  were 
normal  as  her  clinical  state  improved.  Our 
peroral  jejunal  mucosal  biopsy  showed 
severe  villous  atrophy  consistent  with 
celiac  disease.  Yardley,  et  al.1  and  others10 
state  that  the  same  findings  have  been 
reported  in  tropical  sprue  and  in  adeno- 
carcinoma or  lymphosarcoma  of  the  small 


FIGURE  3.  Same  patient  three  months  after  ade- 
quate therapy. 


good  progress  for  a repeat  battery  of  tests. 
The  laboratory  data  were  all  normal.  The 
repeat  intestinal  mucosal  biopsy  showed  no 
essential  change  from  the  previous  one 
three  months  before.  The  biopsy  finding 
was  not  discouraging,  for  it  has  been  shown 
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intestines.  A partial  atrophy  has  been 
seen  in  tropical  sprue,  regional  enteritis, 
and  at  times  in  postgastrectomy  and 
pancreatic  steatorrhea.  No  peroral  in 
vivo  jejunal  biopsy  taken  from  a patient 
with  anorexia  nervosa  has  been  reported 
in  the  literature.  It  would  be  interesting  to 
know  if  patients  who  have  anorexia  nervosa 
show  complete  villous  atrophy  of  the  jejunal 
mucosa.  Recently,  however,  Kowelesser11 
noticed  no  complete  villous  atrophy  in  3 
patients  with  anorexia  nervosa  by  jejunal 
biopsy  study. 

As  for  anorexia  nervosa,  the  diagnosis 
was  not  entirely  conclusive,  but  much  of  the 
clinical  and  laboratory  evidence  was  also 
quite  compatible  with  anorexia  nervosa. 
Historically,  the  entity  still  remains  a 
problem  of  definition.  Gull  in  18746  re- 
marked that  the  affliction  included  the 
occurrence  of  amenorrhea,  constipation, 
and  loss  of  appetite  with  slow  pulse,  slow 
respiration,  and  emaciation.  Waller12 
mentioned  the  disease  as  consisting  of  a 
reaction  to  food,  constipation,  and  amenor- 
rhea. Still  others13-18  describe  this  syn- 
drome differently.  Throughout  the  pa- 
tient’s life,  she  fulfilled  at  certain  age 
levels  the  criteria  of  most  authors  who 
studied  anorexia  nervosa,  that  is,  her 
anorexia  and  her  disturbances  of  bowel 
function  and  of  menstruation.  Various 
initiating  factors  associated  with  anorexia 
nervosa  range  from  marital  problems, 
divorces,  seduction,  conflict  with  parents, 
loss  of  money,  death  of  a relative,  conflicts 
over  obesity,  and  a fear  of  a fantasied 
pregnancy.  Conflicts  with  the  father  were 
adequately  brought  out  during  hypnotic 
sessions  with  the  patient.  Incidentally, 
hypnosis  has  been  used  as  an  aid  to  shorten 
various  illnesses1'1  including  anorexia  nervo- 
sa in  children.20  Prugh5  observed  a 
disturbed  mother- patient  relationship  while 
studying  14  cases  of  idiopathic  celiac  pa- 
tients. He  further  noted  a consistent 
nonspecific  personality  type  of  an  anxious, 
rigid,  and  moderately  compulsive  nature  in 
the  mother  of  such  patients.  In  13  out  of 
14  of  the  celiac  cases,  a sharply  precipitat- 
ing circumstance  produced  emotional  stress 
directed  toward  the  patient  or  toward  the 
mother  of  the  patient,  and  similar  pre- 
cipitating factors  were  exhibited  in  celiac 
exacerbations.  Interestingly  enough,  a 
disturbed  mother-child  relationship  has 


also  been  described  in  anorexia  nervosa.21 
Here  again,  our  patient  did  not  fit  the 
typical  celiac  patient  description  on  all 
counts  as  studied  by  Prugh  or  the  anorexic 
as  described  by  Meierhofer.21 

Classically,  anorexia  nervosa  has  always 
been  distinguished  from  panhypopitui- 
tarism (Simmond’s  disease).  This  latter 
is  usually  caused  by  tumor  growths  in  or 
about  the  sella  turcica  or  by  necrosis 
of  the  pituitary  secondary  to  postpartum 
hemorrhage  or  shock.  Practically  the 
whole  gland  has  to  be  destroyed  before 
symptoms  of  gonadal  dysfunction,  growth, 
thyroid  insufficiency,  and  adrenocortical 
failure  are  evident.  The  patient  did  dem- 
onstrate low  urinary  17-ketosteroids  and 
17-hydroxy  corticosteroids,  but  these  are 
also  found  in  patients  with  anorexia  nervo- 
sa. However,  her  protein-bound  iodine 
and  skull  film  showed  normal  results.  This 
would  exclude,  in  all  probability,  a Sim- 
mond’s disease  process. 

The  age  of  onset  of  anorexia  nervosa  may 
be  from  infancy  to  the  geriatric  age  group. 
Reports  of  the  disease  entity  in  early  age 
have  been  noted  adequately  by  Tandeta,22 
Forchheimer,23  and  Blitzer,  Rollins,  and 
Blackwell.24  This  patient  may  well  have 
had  an  early  form  of  anorexia  nervosa  at 
age  four  when  a psychologic  disturbance 
was  considered  with  her  constipation  dur- 
ing her  first  hospitalization  in  the  United 
States. 

Thyroid  function  does  not  seem  to  be 
impaired  in  patients  with  anorexia  nervo- 
sa.17 Our  patient  showed  normal  pro- 
tein-bound iodine.  The  adrenal  function 
likewise  is  intact  in  the  patient  with 
anorexia  nervosa.  Marks  and  Bannister25 
used  an  adrenal  blocker,  metyrapone  (Me- 
topirone-SU  4885)  in  6 patients  and  found 
no  evidence  of  abnormal  pituitary-adrenal 
function. 

It  is  interesting  to  note  that  the  non- 
identical twin  has  had  regular  menses  for 
several  months  while  the  patient  has  not 
had  her  menarche.  There  is  abundant 
evidence  that  both  malnutrition26  and 
psychologic  mechanisms,27  independently, 
can  induce  amenorrhea,  but  in  anorexia 
nervosa  both  are  probably  contributory. 
This  could  explain  the  failure  of  onset  of 
menstruation  in  this  patient. 

Our  next  consideration  concerns  the 
electrolyte  problem.  Hypokalemia  is  a 
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frequent  electrolyte  disorder  in  chronic 
weight  loss,  semistarvation,  and  anorexia 
nervosa.28’29  Our  patient  was  hypokalemic 
initially  and  at  one  time  developed  hypo- 
kalemic changes  as  shown  electrocardio- 
graphically.  Her  serum  potassium  has 
reverted  to  normal. 

It  is  interesting  to  recall  that  the  child’s 
recent  episode  was  preceded  by  one  week 
with  the  onset  of  menarche  in  her  twin 
sister  who,  incidentally,  enjoys  good  health 
and  who  has  an  excellent  appetite.  Klotz30 
has  recorded  anorexia  nervosa  of  a twin, 
and  Tolstrup31  discusses  two  families  each 
with  two  siblings,  one  with  anorexia,  the 
other  with  hyperorexia,  secondary  to  psy- 
chogenic disturbances  in  the  family  unit. 
These  two  observations  may  shed  some 
light,  when  twins  are  invloved. 

Food  intake  in  this  patient  may  have 
been  influenced  not  only  by  emotional  fac- 
tors but  also  by  her  bicultural  and  bi- 
lingual home  environment.32 

Summary 

An  eleven-year-old  child  with  a severe 
form  of  malnutrition  is  presented.  Both  in- 
testinal malabsorption  and  anorexia  nervo- 
sa were  considered  causes  of  her  symp- 
toms. She  responded  to  a gluten-free 
carbohydrate  specific  diet  and  to  psycho- 
therapy. 
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Anton  P.  Chekhov  (1860-1904),  born 
in  Taganrog  in  East  Russia,  died  of  pul- 
monary tuberculosis  at  the  age  of  forty -four 
years  and  yet  achieved  a world-wide  fame 
as  a literary  figure  that  reached  its  climax 
in  1888,  when  he  was  awarded  the  Pushkin 
Prize.  The  fact  that  he  was  a physician 
and  that  he  made  significant  contributions 
to  the  medical  world  of  his  time  are  fre- 
quently overlooked  aspects  of  Chekhov’s 
life.  After  receiving  his  medical  degree 
from  the  University  of  Moscow  in  1884, 
Chekhov  became  head  of  a small  hospital. 
Later,  during  a cholera  epidemic  that 
swept  the  Moscow  area,  he  organized  pro- 
visional hospitals  and  saw  to  the  main- 
tenance of  strict  sanitary  conditions.  To  a 
great  degree,  it  was  Chekhov’s  recognition 
of  the  shortcomings  of  the  Russian  public 
health  service  and  his  unusual  ability  to 
describe  them  that  encouraged  reforms 
in  that  area. 

Although  it  was  a fascinating  field  for 
Chekhov,  medicine  proved  to  be  financially 

* Recipient  of  Career  Scientist  Award  of  the  Health  Re- 
search Council  of  the  City  of  New  York  under  contract 
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unprofitable,  and  to  supplement  his  in- 
come, Chekhov  turned  to  writing,  an 
endeavor  in  which  he  had  already  demon- 
strated considerable  talent.  Thus  divided 
between  these  fields,  Chekhov  expressed 
great  pleasure  at  having  two  occupations; 
after  four  years  of  medical  practice,  he 
wrote  to  a friend:  “Medicine  is  my  lawful 

wife  and  literature  is  my  mistress.  When 
I get  fed  up  with  one,  I spend  the  night 
with  the  other.  Though  it  is  irregular,  it 
is  less  boring  this  way,  and  besides,  neither 
of  them  loses  anything  through  my  in- 
fidelity.”1 Indeed,  medicine  and  its  mem- 
bers, patients  as  well  as  doctors,  greatly 
influenced  Chekhov’s  work,  providing  the 
material  for  approximately  27  of  his  major 
writings.  The  training  of  medicine  and 
the  various  aspects  of  that  discipline  af- 
fected Chekhov’s  work  in  the  following 
ways:  it  enhanced  detailed  observation, 

it  heightened  clinical  awareness,  and  it 
sharpened  the  recognition  of  human  suffer- 
ing. 

Description  of  professor 

The  short  stories  of  Anton  Chekhov,  and 
one  in  particular,  “A  Dreary  Story — From 
the  Notebook  of  An  Old  Man,”  illus- 
trate Chekhov’s  utilization  of  medical 
matter.  The  characters  are  remarkably 
sensitive,  and  their  self- perception  reveals 
a notable  pre-Freudian  awareness.  Writ- 
ten in  1889,  “A  Dreary  Story”  is  the  diary 
of  a famous  Russian  professor  of  medicine, 
who  movingly  relates  his  own  increasing 
physical  and  mental  decrepitude  and  the 
feeling  of  the  nearness  of  death.  The  pro- 
fessor’s sensitivity  about  his  condition, 
however,  is  not  complete;  on  the  one  hand, 
he  realizes  his  inability  to  communicate 
with  his  family  and  friends,  and  on  the 
other,  he  is  unwilling  to  understand  the 
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reasons  for  this  inability.  The  narrative 
shows  an  increasing  anxiety  and  frustration 
in  the  professor’s  mind.  But  the  story 
is  not  a cry  against  death,  as  one  might 
first  assume  it  to  be;  rather,  it  is  an  in- 
tellectual’s perception  about  a power  that 
is  controlling  his  mind  and  which  he  can- 
not consciously  identify,  but  nevertheless 
a force  of  which  his  unconscious  is  only 
too  aware  and  resists  with  all  its  might. 
It  is  the  energy  of  this  resistance,  which 
can  be  designated  as  a repression,  that 
dominates  both  the  narrator  and  the  tone 
of  “A  Dreary  Story.” 

The  professor,  Nikolay  Stepanovitch,  as 
has  already  been  mentioned,  is  unusually 
perceptive,  and  yet  his  perception  is 
strangely  contradictory.  To  begin  with, 
he  introduces  himself  in  the  third  person: 

There  is  in  Russia  .a  certain  Nikolay 
Stepanovitch,  a chevalier  and  privy  council- 
lor; he  has  so  many  Russian  and  foreign 
decorations  that  when  he  has  occasion  to  put 
them  on,  the  students  nickname  him  “The 
Ikonstand.”  His  acquaintances  are  of  the 
most  aristocratic;  for  the  last  twenty-five  or 
thirty  years,  at  any  rate,  there  has  not  been 
one  single  man  of  learning  in  Russia  with 
whom  he  has  not  been  intimately  acquainted 
. . . He  is  a member  of  all  the  Russian  and 
three  foreign  universities.2 

After  he  acknowledges  that  the  descrip- 
tion is  of  himself,  he  continues  to  speak  of 
the  significance  of  his  name  “as  it  is  known 
to  the  public”: 

You  see  my  name  is  closely  associated  with 
the  conception  of  a highly  distinguished  man 
of  great  gifts  and  unquestionable  usefulness. 
In  Russia  it  is  known  to  every  educated 
man,  and  abroad  it  is  mentioned  in  the  lec- 
ture-room with  the  addition  “honored  and 
distinguished.”2 

Nikolay  Stepanovitch  is  certainly  an 
eminent  figure,  and  yet  the  admiration 
of  others  is  not  at  all  reflected  in  the  fol- 
lowing self-appraisal: 

The  bearer  of  that  name,  that  is  I,  see 
myself  as  a man  of  sixty-two,  with  a bald 
head,  with  false  teeth,  and  with  an  incurable 
tic  douloureux.  I am  myself  as  dingy  and 
unsightly  as  my  name  is  brilliant  and  splendid 
. . There  is  nothing  impressive  about  my 
pitiful  figure.2 

Ordinarily,  such  a reduction  in  estima- 
tion from  the  external  to  the  internal 
might  not  be  considered  very  unusual. 
But  for  this  particular  man,  it  is  very  re- 


vealing. A dedicated  scientist,  in- 
creasingly so  now  that  he  senses  the  ap- 
proach of  death,  Nikolay  Stepanovitch 
would  never  describe  anyone  else  by  physi- 
cal characteristics.  An  intellectual  him- 
self, he  makes  his  estimations  of  others 
through  their  intellectual  faculties,  using 
this  method  even  with  such  a nonintellec- 
tual as  the  porter  at  the  university.  The 
first  description  of  Nikolay  Stepanovitch, 
the  one  in  the  third  person,  is  what  one 
may  call  the  objective  image,  the  indi- 
vidual’s view  of  himself  through  others; 
the  second,  the  self-estimation,  is  unques- 
tionably a “body”  image,  one  not  in  the 
least  accidental,  as  shall  be  demonstrated 
later. 

In  the  course  of  his  diary,  the  professor 
describes  his  increasing  mental  weakness. 
His  memory  has  begun  to  fail,  and  he 
notices  a lack  of  sequence  in  his  ideas  as 
well  as  the  lack  of  any  organic  connection. 
He  is  most  disturbed,  however,  by  his 
insomnia  which  he  believes  to  be  the  cause 
of  his  poor  condition.  This  sleeplessness 
is  even  more  troublesome  to  such  a dis- 
tinguished and  self- controlled  person  as  the 
professor,  who  thinks  that  to  lie  awake  at 
night  means  to  be  at  every  moment  “con- 
scious of  being  abnormal.”  He  says,  “If 
I were  asked  what  constituted  the  chief 
and  fundamental  feature  of  my  existence 
now,  I should  answer,  Insomnia.”2 

Pre-Freudian  characterizations 

Speaking  of  his  life  at  the  university, 
Nikolay  Stepanovitch  describes  both  his 
skill  at  lecturing  and  his  impatience  with 
his  students.  Annoyed  at  the  frequent 
interruptions  of  students,  the  professor 
is  not  at  all  displeased  by  the  interruption 
of  his  ward  Katya  who,  as  a child  of  ten, 
had  been  entrusted  to  the  professor  by 
an  old  friend  of  his,  her  father.  The  old 
man’s  attachment  to  his  ward,  and  his 
indifference  to  and  even  distaste  for  his 
own  family,  reveal  an  interest  that  is  hardly 
paternal.  In  contrast  to  the  dullness  of 
Liza,  his  own  daughter,  Katya  is  lovingly 
described  by  her  guardian: 

She  was  curious,  and  very  fond  of  talking 
to  me.  Sometimes  she  would  sit  at  the  table 
opposite  me,  watching  my  movements  and 
asking  questions ...  I remember,  too,  that 
she  was  fond  of  fine  clothes  and  of  sprinkling 
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herself  with  scent.  I,  too,  am  fond  of  pretty 
clothes  and  nice  scent.2 

Strong  resentment  of  the  distractions 
in  Katya’s  mature  life,  such  as  the  theater 
and  various  suitors,  also  reveal  the  old 
man’s  passion.  Moreover,  the  professor’s 
attention  to  his  ward  is  sincerely  warm, 
while  it  is  all  that  he  can  do  to  repeat 
mechanically  to  his  daughter  the  loving 
phrases  that  they  used  to  exchange  when 
she  was  a child.  “When  my  daughter 
comes  in  to  me  and  touches  my  forehead 
with  her  lips,  I start  as  though  a bee  had 
stung  me  on  the  head,  give  a forced  smile, 
and  turn  my  face  away  ...  I am  as  cold  as 
ice  and  I am  ashamed.”2  Nikolay  Step- 
anovitch  tries  to  attribute  his  increasing 
distance  from  his  wife  and  children  to 
their  inability  to  adjust  to  his  fame,  in- 
stead of  seeing  it  as  the  product  of  a 
strongly  felt  incompatibility  between  his 
unconscious  passion  for  his  ward  and  his 
healthy  affection  for  his  family: 

Perhaps  the  whole  trouble  is  that  God  has 
not  given  my  wife  and  daughter  the  same 
strength  of  character  as  me . . . Such  catastro- 
phes in  life  as  fame,  the  rank  of  general,  the 
transition  from  comfort  to  living  beyond  our 
means,  acquaintances  with  celebrities,  etc., 
have  scarcely  affected  me,  and  I have  re- 
mained intact  and  unashamed;  but  on  my 
wife  and  Liza,  all  this  has  fallen  like  an 
avalanche  of  snow,  overwhelming  them.2 

The  story  is  not  so  much  one  of  the 
spiritual  emptiness  of  a man  as  it  is  one 
of  his  spiritual  defensiveness  and  of  the 
values  and  passions  which,  in  their  con- 
flicting nature,  cancel  each  other  out  and 
leave  only  a terrible  bitterness.  The  con- 
flict between  his  attachments,  the  natural 
and  the  perverse,  or  the  conjugal  and  the 
paternal  feelings  and  the  incestuous  ones, 
has  turned  the  professor  into  an  anxious 
man,  resentful  of  everything,  and  con- 
stantly self-abasing.  The  need  to  repress 
these  unnatural,  yet  unconscious  feelings 
for  his  ward  has  become  the  dominant 
force  in  the  professor’s  life.  Intruding 
on  everything,  this  repression  almost  causes 
a breakdown  during  a lecture,  an  occur- 
rence which  he  attributes  to  sleeplessness: 

In  the  middle  of  my  lecture  tears  suddenly 
rise  in  my  throat,  my  eyes  begin  to  smart, 
and  I feel  a passionate,  hysterical  desire  to 
stretch  out  my  hands  before  me  and  break 
into  loud  lamentation.  I want  to  cry  out  in 
a loud  voice  that  I,  a famous  man,  have  been 


sentenced  by  fate  to  the  death  penalty,  that 
within  some  six  months  another  man  will 
be  in  control  here  in  this  lecture-theatre.2 

At  this  point,  it  is  necessary  to  say  some- 
thing about  the  constant  references  by  the 
professor  to  his  death.  With  what  he 
himself  calls  the  “fervour  of  the  hypo- 
chondriac,” he  searches  through  the  text- 
books of  therapeutics  and  takes  a different 
medicine  every  day,  in  the  hope  of  finding 
something  comforting.  Thus,  the  frustra- 
tion of  Nikolay  Stepanovitch  is  increased 
by  the  fact  that  he  knows  that  there  is  no 
somatic  basis  for  his  symptoms.  The 
textbooks  of  Chekhov’s  time,  of  course, 
could  not  reveal  the  answer,  later  pro- 
vided by  Freud,  that  is,  “where  the  libido 
undergoes  a fixation,  there  the  ego  in- 
stitutes an  act  of  repression.” 3 

Considering  together  the  absence  of  any 
physical  cause  for  his  condition  and  his 
insistence  on  the  approach  of  death  (“I 
know  perfectly  well  that  I cannot  live 
more  than  another  six  months”),  one 
might  reasonably  conclude  that  the  death 
of  which  he  speaks  does  not  mean  the  end 
of  his  life,  that  is,  the  biologic  cessation 
of  his  existence,  but  rather  symbolizes 
the  surrender  of  the  intellectual  to  the 
sensual;  and  for  Nikolay  Stepanovitch 
this  death,  that  of  the  mind,  is  far  more 
dreadful  than  real  death.  One  is  reminded 
here  of  the  body  image  at  the  beginning  of 
the  story,  and  it  now  seems  clear  that  this 
self-estimation  in  terms  of  physical  char- 
acteristics is  at  once  scorn  for  the  bodily 
appetites  and  drives  which  have  gained 
control  over  his  intellect,  and  an  old  man’s 
regret  that  his  aged  body  could  not  satisfy 
his  young  ward.  At  the  end  of  the  story, 
when  Katya  announces  that  she  is  going 
away  for  an  indefinite  length  of  time, 
Nikolay  Stepanovitch  wants  to  ask  her, 
“Then,  you  won’t  be  at  my  funeral?” 
It  is  not  his  death  to  which  he  refers  but 
rather  the  acknowledgment  and  ac- 
ceptance of  their  mutual  attraction. 

What  he  sees  as  the  death  of  the  mind, 
the  conquest  of  the  intellectual  by  the 
sensual,  has,  in  fact,  been  anticipated  by 
Nikolay  Stepanovitch  several  times.  For 
example,  one  night  he  is  awakened  and 
leaps  out  of  bed:  “It  seemed  to  me  that 

I was  just  immediately  going  to  die.  Why 
did  it  seem  so?  I had  no  sensation  in  my 
body  that  suggested  my  immediate  death, 
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but  my  soul  was  oppressed  with  terror,  as 
though  I had  suddenly  seen  a vast  menacing 
glow  of  fire.”2  He  continues  to  describe 
the  situation  as  “uncanny.”  The  pro- 
fessor’s first  move  is  to  check  the  usual 
bodily  reactions — heart,  pulse,  breathing — 
the  instinctual  response  of  a physician,  cer- 
tainly. When  these  do  not  explain  or 
reassure,  the  professor  regresses  into  what 
can  only  be  described,  in  the  light  of  his 
learning  and  experience,  as  a primitive 
state.  He  says,  “I  was  possessed  by  un- 
accountable animal  terror.”2  Later,  he 
speaks  of  the  sound  of  dogs  howling: 
“I  had  never  attached  significance  to 
such  omens  as  the  howling  of  dogs  or  the 
shrieking  of  owls,  but  on  that  occasion 
it  sent  a pang  to  my  heart.”2 

The  horror  that  the  professor  experiences 
is  not  so  much  at  the  unknowable  that  he 
feels  in  the  night  air  but  rather  at  the 
possibility  that  such  a rational  person  as 
himself  could  be  so  disturbed  and  dis- 
tracted by  an  “animal”  terror.  The  choice 
of  the  word  “animal”  is  by  no  means  ac- 
cidental. The  terror  is  “animal”  since 
it  is  both  sensual  and  irrational.  Neither 
is  it  coincidental  that  Katya  enters  the 
professor’s  room  during  this  scene  of 
frenzy.  She  offers  him  all  her  money 
so  that  he  may  go  away  and  regain  his 
health,  but  it  is  definitely  not  money  that 
she  wants  to  give  him  and  that  he  so 
brusquely  refuses. 

In  other  moments  when  the  animal 
threatens  to  emerge  from  the  unconscious, 
the  repression  is  not  always  as  successful. 
There  is  one  instance  when  the  professor’s 
wife  reproaches  him  for  his  frequent  visits 
to  Katya  and  the  questionable  impression 
these  visits  may  make  on  neighbors.  Un- 
able to  control  himself,  Nikolay  Stepano- 
vitch  reacts  wildly  and  violently: 

All  the  blood  suddenly  rushed  to  my  brain, 
my  eyes  flashed  fire,  1 leaped  up  and,  clutching 
at  my  head  and  stamping  my  feet,  shouted 
in  a voice  unlike  my  own:  “Let  me  alone! 

let  me  alone!  let  me  alone!”2 

The  voice,  as  well  as  the  speaker,  is  un- 
like himself  because  he  had  been  confronted 
with  the  repressed  passion.  He  has  no 
choice  but  to  respond  to  the  confrontation 
in  the  character  of  the  passion  itself. 
When  the  object  of  repression  is  revealed, 
it  must  rest  in  the  consciousness  for  a 
while  before  it  can  be  successfully  sub- 


merged once  again.  The  professor  recog- 
nizes this  fact,  and  goes  to  Katya  when- 
ever he  feels  himself  succumbing  to  the 
irrational.  Remaining  at  her  house  for  a 
few  hours,  he  is  then  sufficiently  fortified 
once  more  to  repress  the  significance  of 
their  relationship.  Angered  at  his  loss  of 
self-control,  he  returns  home. 

As  a solution  to  the  omnipresent  shadows 
of  the  repressed  passion,  Nikolay  Stepano- 
vitch  seeks  what  he  calls  a “general  idea 
or  the  god  of  a living  man.”2  This  idea 
he  wishes  to  substitute  for  a spontaneity 
that  threatens  to  reveal  him  and  his  un- 
natural affection.  The  controlling  idea 
he  longs  for  will  automatically  block  out  all 
irrationalities,  admitting  hopefully  only 
those  thoughts  which  will  contribute  to 
the  creativeness  and  the  achievements  of 
the  intellect.  The  professor  notices  the 
same  lack  of  a “general  idea”  in  Katya 
but  is  unable  to  perceive  that  the  absence 
of  a regulating  mechanism  has  permitted 
the  same  undesirable  passion  to  take  con- 
trol of  her,  too.  But  he  is  not  totally  un- 
aware of  her  feelings,  and  it  is  this  partial 
recognition  of  her  passion  that  causes  him 
to  behave  so  harshly  toward  her.  His 
indifference  to  her  tortured  state,  to  the 
suffering  of  the  only  person  for  whom  he 
feels  any  emotion,  indicates  that  Nikolay 
Stepanovitch  unconsciously  perceives  the 
cause  of  her  disturbance,  recognizes  it  as 
the  same  passion  which  has  overcome  him, 
and  scorns  it  in  her  just  as  he  tries  to  re- 
press it  in  himself. 

It  is  worth  while  to  note  here  that  the 
professor’s  whole  attempt  at  repression 
fits  perfectly  into  Freud’s  formulation: 

I said  that  the  conversion  into  anxiety,  or 
better,  discharge  in  the  form  of  anxiety,  was 
the  immediate  fate  of  the  libido  which  en- 
counters repression;  I must  add  that  it  is 
not  the  only  or  final  fate  of  it.  In  the  neu- 
roses, processes  take  place  which  are  intended 
to  prevent  the  development  of  anxiety,  and 
which  succeed  in  doing  so  by  various  means. 
In  the  phobias,  for  instance,  two  stages  in 
the  neurotic  process  are  clearly  discernible. 
The  first  affects  the  repressions  and  conver- 
sion of  the  libido  into  anxiety  which  is  then 
attached  to  some  external  danger.  The 
second  consists  in  building  up  all  those  pre- 
cautions and  safeguards  by  which  all  contact 
with  this  externalized  danger  shall  be  avoided, 
[i.e.,  the  “general  idea.”]  Repression  is  an 
attempt  at  flight  on  the  part  of  the  ego  from 
the  libido  which  it  feels  to  be  dangerous; 
the  phobia  may  be  compared  to  a fortifica- 
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tion  against  the  outer  danger  which  now 
stands  for  the  dread  libido.  The  weakness 
of  this  defensive  system  in  the  phobias  is  of 
course  that  the  fortress  which  is  so  well 
guarded  from  without  remains  exposed  to 
danger  from  within;  projection  externally 
of  danger  from  the  libido  can  never  be  a very 
successful  measure.3 

What  Chekhov  has  interpreted  as  a 
basic  indifference  in  the  professor,  as  mani- 
fested, for  instance,  in  his  brusque  treat- 
ment of  Katya,  is  merely  the  effect  of  the 
defensive  efforts  of  this  repression.  In  a 
letter  of  September  30,  1889,  Chekhov 
criticizes  the  inhumanity  of  the  old  man: 

My  hero — and  this  is  one  of  his  chief 
traits — views  with  complete  unconcern  the 
inner  life  of  those  around  him,  and  while 
they  are  weeping,  making  mistakes,  and  lying, 
he  calmly  discusses  the  theatre  or  literature.4 

These  discussions,  however,  are  not  at 
all  calm.  Rather  they  have  the  forced 
quality  and  the  mechanical  tone  that  sug- 
gests they  are  voiced  to  drown  out  other 
thoughts,  which  is  precisely  the  professor’s 
motivation. 

Turning  now  to  Katya,  one  sees  that 
her  passion,  although  not  so  involving 
for  the  reader  because  of  her  relative  lack 
of  self-perception,  is  nevertheless  as  intense 
as  her  guardian’s,  and,  what  is  more  in- 
teresting, far  less  repressed.  In  speaking 
of  the  professor’s  wife  and  daughter,  Katya 
refers  to  them  as  “nonentities.”  Non- 
entities they  are  not;  certainly  this  is  wish 
fulfilment  at  its  strongest.  She  offers 
Nikolay  Stepanovitch  a small  room  in  her 
apartment  in  which  to  work,  and  because 
of  his  growing  impatience  with  his  family 
and  household,  he  accepts — outwardly  for 
the  sake  of  his  work,  inwardly  to  be  nearer 
to  his  loved  one.  Katya  is  worried  about 
her  guardian’s  health  and  is  indulgent  in 
her  speech  with  him.  Responding  whole- 
heartedly, he  makes  her  listen  as  he  wal- 
lows in  misery  and  self-pity.  Urging  the 
professor  to  leave  his  wife  and  daughter, 
Katya  harshly  reminds  him  of  their  neglect 
of  him.  Together  with  the  cozy  room 
she  donates  for  his  work,  she  also  offers 
“to  take  care  of  him.”  This  is  the  classic 
desire  of  the  child  to  assume  the  uxorial 
role,  a desire  which  Katya  has  consistently 
manifested  since  she  came  to  live  with 
Nikolay  Stepanovitch  and  his  family  when 
she  was  ten.  It  is  the  situation  Freud 


describes  in  his  General  Introduction  to 
Psychoanalysis : 

The  loving  devotion  to  the  father,  the  need 
to  do  away  with  the  superfluous  mother  and 
to  take  her  place,  the  early  display  of  co- 
quetry and  the  arts  of  later  womanhood, 
make  up  a particularly  charming  picture  in  a 
little  girl,  and  may  cause  us  to  forget  its 
seriousness  and  the  grave  consequences  which 
may  later  result  from  this  situation. 3 

Chekhov’s  comments 

If  one  consults  Chekhov’s  letters  around 
the  date  of  publication  of  “A  Dreary 
Story,”  it  is  worth  while  to  note  that  various 
readers  were  apparently  upset  by  the 
characterization  of  Katya,  interpreting 
her  dissatisfaction,  correctly,  as  the  result 
of  a passion  for  her  guardian.  (Either 
they  did  not  notice  the  repression  of  the 
passion  on  the  professor’s  part,  or  they 
somehow  found  it  less  offensive,  for 
Chekhov  fails  to  mention  any  comment.) 
In  any  case,  Chekhov,  in  a letter  to  A.  N. 
Pleshcheyev  on  October  21,  1889,  termed 
this  interpretation  as  an  “impure  sus- 
picion,” and  continued  indignantly  and 
piously: 

If  people  lose  belief  in  this  friendship,  in 
the  respect,  in  the  boundless  love  which  do 
exist  outside  the  sphere  of  sex,  at  least  they 
should  not  attribute  bad  taste  to  me.  If 
Katya  were  in  love  with  an  aged  man  but 
half  alive,  it  would,  you  must  agree,  be  sexual 
perversity,  a freak  which  would  interest  only 
a psychiatrist,  and  then  merely  as  an  unim- 
portant and  untrustworthy  anecdote.  If 
there  were  in  it  sexual  perversity,  would  it  be 
worthwhile  to  write  that  story?4 

In  another  letter  written  on  October 
17  of  that  same  year,  Chekhov  states  that 
“in  the  whole  story  there  is  only  one 
thought  that  I share  and  which  sits  in  the 
head  of  the  professor’s  son-in-law,  the 
rogue  Gnekker,  and  it  is,  ‘The  old  fellow 
has  gone  crazy!’  ”4 

These  excerpts  from  Chekhov’s  letters 
are  cited  to  illustrate  the  apparent  lack 
of  motive  in  describing  the  passion  between 
a guardian  and  his  ward,  a motive  of  which 
Chekhov  was  strenuous  in  his  denial. 
Thus,  while  he  so  definitely  anticipated 
Freud  in  his  characterizations,  and,  in 
particular,  in  the  drawing  of  a repression, 
on  the  conscious  level  he  was  relating  how 

a nice  and  intelligent  man,  with  all  his  desire 
to  accept  from  God  life  as  it  is,  and  to  think 
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about  everybody  in  a Christian-like  way,  is 
yet  unable  to  resist  grumbling,  and  muttering 
like  a slave,  and  abusing  people  even  in  those 
moments  when  he  is  forcing  himself  to  express 
a good  opinion  of  them.4 
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Treatment  of 
ulcerative  colitis 


Of  20  patients  with  ulcerative  colitis,  18 
showed  highly  satisfactory  results  after  treat- 
ment with  retention  enemas  consisting  of  a 
suspension  of  hydrocortisone  alcohol  in  saline. 
The  2 failures  were  in  patients  with  total  in- 
volvement of  the  colon  and  inability  to  retain 
the  enemas.  Because  it  has  been  shown  that 
difficult  cases  tend  to  respond  better  to  com- 
bined systemic  and  topical  steroids,  it  was 
reasoned  that  the  high  absorbtion  rate  of  hydro- 
cortisone alcohol  might  make  separate  oral  ad- 
ministration unnecessary.  Although  location 
of  the  lesions  and  chronicity  are  influencing 
factors  in  remissions,  it  is  thought  unlikely 
that  entire  involvement  of  the  colon  and  long- 
standing disease  are  contraindications  to  this 
method.  Until  something  better  comes  along, 
this  has  been  shown  to  be  a safe,  effective,  and 
economical  treatment  worthy  of  trial  in  most 
ulcerative  colitis  patients. 

This  study  was  reported  in  a recent  issue  of 
Minnesota  Medicine  by  Lloyd  F.  Sherman,  M.D. 
While  40  patients,  all  from  private  practice, 
have  been  treated  by  this  method,  results  are 
evaluated  in  only  20  in  this  report.  The  ma- 
jority of  these  20  had  ulcerative  involvement  of 
the  left  colon;  3 had  total  chronic  involvement. 
Many  had  disease  of  long  standing,  six  months 
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to  eleven  years.  All  had  had  the  usual  con- 
servative treatment  without  benefit,  and  6 had 
previously  received  steroid  retention  enemas 
which,  however,  were  not  of  the  highly  ab- 
sorbable type.  The  preparation  is  a suspension 
of  hydrocortisone  alcohol  in  saline.  Amounts 
used  have  been  60  and  90  cc.  with  the  former 
preferred  because  it  is  easier  to  retain.  The 
dose  was  always  100  mg.  hydrocortisone  per 
dosage  unit  given  by  means  of  a disposable, 
collapsible  plastic  container  with  a lubricated 
tip  for  easy  rectal  insertion.  Patients  were 
instructed  to  instill  the  suspension  at  bedtime 
lying  on  the  left  side  with  the  container  tip 
directed  toward  the  sacrum  to  avoid  injury  of 
the  anterior  rectal  wall.  Patients  with  severe 
diarrheas  were  given  sedatives,  paregoric,  or  a 
commercial  preparation  of  diphenoxylate  and 
atropine  (Lomotil)  one  hour  before  the  enema. 
Sometimes  it  proved  helpful  to  tape  the  but- 
tocks together  following  instillation  to  aid  in 
retention.  The  importance  of  retention  for  at 
least  half  an  hour  is  to  be  emphasized.  The 
enemas  were  given  daily,  or,  in  some  cases, 
every  other  day,  and  duration  of  treatment 
ranged  from  one  to  six  weeks. 

Clinical  improvement  occurred  in  one  to 
three  weeks  after  beginning  of  treatment,  and 
proctoscopic  improvement  in  three  to  six  weeks. 
While  it  is  too  early  to  make  a final  judgement, 
there  are  indications  that  the  remission  periods 
in  many  cases  may  exceed  expectations.  As  for 
side-effects,  4 patients  developed  moon  face 
(sterism)  and  3 mild  acne. 
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BILLSBORD 


An  April  Pilgrimage.  II 


— Being  the  second  part  of  one  doctor's  search  for  knowledge  and  spring  as  taken  from  his  diary — 


Wednesday,  April  21,  1965:  Out  of  bed  at 

an  early  hour,  but  the  only  brightness  around 
was  the  sun;  the  dismal  day  that  was  yesterday 
was  replaced  by  the  balmy,  sunshiny,  spring 
day  that  was  today.  After  breakfast,  we 
stepped  outside  to  glut  ourselves  in  the  delight- 
ful and  welcome  warmth,  and  it  would  be 
arrant  hypocrisy  not  to  admit  that  we  found 
there  temptation,  in  the  urge  to  forget  the 
scheduled  postgraduate  lectures  and  go  any- 
where aimlessly  and,  in  escaping  responsibility, 
just  revel  and  enjoy  the  novelty  of  a beautiful 
day  in  April. 

These  subversive  inclinations  were  abandoned 
with  reluctance,  and  we  made  our  way  to  the 
lecture  room,  consoling  ourselves  with  the 
promise  that  in  the  event  we  found  the  lectures 
unproductive,  we  could  follow  the  sun,  free 
from  any  feeling  of  guilt,  by  rationalizing  that 
after  giving  knowledge  the  first  chance,  only  to 
have  her  fail  us,  we  would  be  fully  justified  in 
taking  advantage  of  our  second  objective, 
spring. 

Arriving  at  the  lecture  room  early  gave  us  a 
chance  to  select  a strategic  location  in  the  back 
of  the  room;  and  since  there  was  some  time 
available  before  the  opening  formalities  of 
welcoming  speeches,  it  provided  an  op- 
portunity of  examining  the  kit  given  at  the  time 
of  registration.  There  was  a combination  pro- 
gram and  notebook,  a list  of  registrants  among 
which  I was  pleased  to  find  a few  familiar 
names,  and,  also  to  my  surprise,  tickets  for 
lunch  each  day  and  for  a social  hour  and  ban- 
quet tomorrow  evening,  all  apparently  included 
in  the  tuition  fee.  There  also  was  a sightseeing 
schedule  for  women,  and  they  also  were  invited 
to  the  Thursday  evening  festivities. 

After  the  opening  ceremonies  the  lectures 
started  as  scheduled  at  8:45  A.M.,  and  while  I 
have  no  intent  to  duplicate  my  lecture  notes  in 
this  diary,  it  proved  to  be  a fascinating,  in- 
structive day.  From  early  morning  and 
throughout  the  day  it  was  quite  evident  that 
the  promise  of  “emphasis  on  the  practical 
aspects”  was  no  idle  boast;  and  the  lure  of  the 
sun  soon  lost  its  piquancy,  its  allure  blunted 
by  the  challenge  of  a well-prepared  schedule  of 
instruction  excellently  presented  and  attentively 
received.  As  for  myself,  other  than  the  mid- 
morning and  midafternoon  coffee  breaks  and 
the  luncheon  period,  I never  moved  from  my 
seat  until  the  late  afternoon  film  reading  session 
was  over,  at  which  point  I reluctantly  left  the 


lecture  hall,  eagerly  looking  forward  to  the 
program  for  next  day. 

In  the  evening  on  leaving  the  hotel,  we  found 
the  beautiful  spring  day  of  the  morning  had 
developed  into  a sultry,  humid  night  of  mid- 
summer quality;  and  it  was  not  long  after 
experiencing  the  discomfort  of  the  heat  re- 
flected from  the  sidewalks  that  we  decided  to 
return  to  the  comfort  of  the  air-conditioned  hotel 
main  dining  room.  There,  at  least,  we  knew  the 
food  would  be  good,  if  not  exceptional,  and  the 
service  impeccable. 

Thursday,  April  22,  1965.  Up  early  enough 
this  morning  to  make  the  first  lecture  at  8:30 
a.m.  but  not  early  enough  not  to  scramble  and 
miss  breakfast;  but  after  yesterday  and  the  ex- 
traordinary excellence  of  the  sessions  on  “The 
Chest”  and  “Congenital  Heart  Disease,”  I wasn’t 
about  to  miss  the  program  on  “The  Urinary 
Tract.”  All  I can  say  is  that  it  was  worth  it. 

This  evening  we  attended  the  social  hour  and 
banquet.  The  before-dinner  affair  was  the 
usual  crowded  scene  of  conviviality;  every 
faculty  member  and  most  of  the  student  group 
were  present  and  most  of  them  were  ac- 
companied by  their  wives;  and,  as  is  true 
whatever  the  locale,  added  to  those  invited  was 
the  usual  quota  of  gate  crashers.  The 
atmosphere  at  dinner  was  one  of  friendly  in- 
formality; there  was  a small  head  table  and 
other  than  this  no  set  seating  arrangement. 
Since  we  were  stag,  we  appropriated  an  un- 
obtrusive table  toward  the  rear  and  close  to 
the  exit,  just  in  case  the  after-dinner  speakers 
carried  southern  hospitality  too  far.  We  were 
fortunate  to  be  joined  by  two  fellow  students, 
one  also  stag,  a physician  from  Philadelphia,  and 
the  other  a doctor  with  his  wife  from  New 
Orleans;  our  table  group  was  completed  by 
another  couple,  a physicist  from  the  radiology 
department  of  the  host  college  and  his  wife. 
It  was  a companionable  group;  we  just  seemed 
to  hit  it  off,  and  dinner  was  a delightfully  merry 
occasion.  The  wife  of  our  colleague  from  New 
Orleans  was  a handsome  woman,  with  a ready 
sense  of  humor.  When  she  smiled  or  laughed 
her  whole  face  lit  up,  her  eyes  sparkled  and 
seemed  to  exude  a special  radiance  of  good 
feeling,  which  roused  in  each  of  us  a light- 
hearted response  of  contagious  good  humor. 
What  went  on  at  other  tables  I know  not; 
I was  much  too  intrigued  with  our  own  and 
much  too  interested  in  the  charming  group  of 
dinner  companions  that  Lady  Luck  had  so 
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kindly  and  so  unexpectedly  provided — probably 
just  a long-overdue  reparation  for  the  many 
boring  dinner  companions  encountered  over  the 
years. 

In  justice  to  our  hosts,  I must  report,  that  the 
after-dinner  program  was  limited  to  three 
speakers,  none  of  whom  exceeded  five  minutes, 
and  that  is  true  southern  hospitality. 

Saturday,  April  24,  1965:  This  is  written 

in  a motel  off  the  Thruway  as  Jim  and  I are 
returning  home  from  our  April  pilgrimage  in 
search  of  knowledge  and  spring.  I doubt  if 
anyone  else  will  ever  note  the  lack  of  an  entry 
under  yesterday’s  date,  and  so  I suppose  there  is 
no  fear  of  incriminating  myself  by  admitting  the 
omission  was  due  to  the  usual  reason. 

In  retrospect,  there  is  little  question  that  this 
postgraduate  session  was  one  of  the  finest  it  has 
been  my  privilege  to  attend,  and  despite  the 
fantastic,  beautiful  weather  and  the  effects  of 
Friday  night,  we  didn’t  miss  a single  lecture 
of  the  three-and-a-half-day  program.  From 
Wednesday  morning,  devoted  to  the  lungs,  the 
afternoon  to  congenital  heart  disease;  Thursday, 
the  genitourinary  problems  of  childhood,  that 
afternoon  on  neuroradiology;  Friday  the  gastro- 
intestinal tract  and  that  afternoon  cystic 
fibrosis;  and  through  this  morning,  with  the 
skeletal  system,  it  was  a valuable  and  informa- 
tive adventure  in  learning.  There  is  no  intent 
on  my  part  to  attempt  any  invidious  compara- 
tive study  by  singling  out  one  faculty  member 
over  another  as  to  either  knowledge  or  teaching 
ability.  Most  of  them  were  nationally  known 
in  radiologic  circles  as  leaders  in  their  field  of 
pediatric  radiology,  and  were,  as  one  expected, 
outstanding  and  indeed  outdid  expectations. 
However,  there  is  one  member  of  the  faculty  I 
must  mention,  Ralph  V.  Platou,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Pediatrics, 
School  of  Medicine,  Tulane  University.  It  was 
the  first  time  I had  had  the  privilege  of  hearing 
him,  and  perhaps  this  accounts,  in  part,  for 
my  enthusiasm;  but  it  was  a real  thrill  to 
“sit  at  the  feet”  once  more  of  a practical  bedside 
clinician,  who  is  able  not  only  to  combine  the  art 
with  the  science  of  medicine,  but  also  to  transmit 
it  to  others.  It  is  a long  time  since  I had  had 
the  experience  of  listening  to  an  expert  trying  to 
simplify  his  subject  so  as  to  teach  his  audience 
rather  than  awe  with  his  superior  knowledge, 
thus  complicating  his  subject  to  the  point  of 
bewilderment.  I never  thought  ever  to  find 
again  a medical  pragmatist  such  as  Platou, 
entrusted,  by  the  powers  that  be,  with  the  care 
and  training  of  the  impressionable  medical 
student. 

Whenever  doctors  get  together,  an  objective 
observer  will  find  a repetitive  pattern  of  be- 
havior. While  each  medical  meeting,  whether 
local,  sectional,  or  national,  as  well  as  most 
postgraduate  sessions,  has  its  own  distinctive 
characteristics,  and  despite  the  large  number  of 


such  medical  programs,  each  is  able  to  shun  the 
benumbing  soporific  of  similarity  and  lack  of 
originality  and  thus  maintain  an  individuality 
which  serves  to  attract  its  own  special  clientele. 
So  it  is  not  in  the  formal  meetings  that  one  dis- 
covers the  pattern  common  denominator 
but  in  the  informal  get-togethers.  If  there  be 
doubters,  then  you  are  invited  to  investigate 
for  yourselves,  sit  in  on  such  a gathering  at 
any  meeting,  listen  carefully,  and  keep  sober; 
and  then  after  the  early  moments  of  defensive 
sparring,  during  which  each  participant  boasts 
of  the  ideal  conditions  surrounding  his  par- 
ticular type  of  practice  and  the  community  in 
which  he  fives,  and  the  group  gets  down  to  the 
business  of  the  evening,  this  is  what  you  will 
hear: 

The  internist  talking  wistfully  about  the 
surgeon, 

The  pathologist  and  radiologist  talking  of  the 
hospital  administrator, 

The  family  practitioner  about  the  ivory 
tower,  the  medical  center,  and  the 
patronizing  specialist. 

The  medical  educator  about  the  automobile 
of  the  clinician, 

The  obstetrician  about  the  pediatrician, 

The  pediatrician  about  the  A.M.A., 

The  psychiatrist  about  himself,  and, 

The  surgeon  about  his  next  hunting  or  fishing 
trip. 

Perhaps  my  opinion  of  the  recent  meeting  in 
Richmond  sounds  effusive,  more  in  the  style  of  a 
public  relations  blurb  than  an  evaluation  by  a 
paying  student;  but  I was  impressed.  Not 
that  everything  was  perfect.  The  lecture  room 
left  much  to  be  desired,  the  acoustics  were  poor, 
and  the  single  microphone  inadequate;  as  a 
result  one  had  to  strain  the  attention  and  even 
so  miss  some  of  the  discussion.  Also,  the  ceiling 
was  low,  and  obstructive  posts  and  a level  floor 
combined  to  interfere  with  the  vision  clarity  of 
projected  slides.  The  fill-in  lectures  between  the 
star  performers  were  too  palpably  just  that. 
Attempts  at  humor  were  somewhat  ponderous, 
including  the  geographic  gambit  that  seems 
almost  a medical  meeting  compulsory  technic 
for  moderators.  At  this  meeting  locale  em- 
phasis was  centered  on  Minneapolis  and  Min- 
nesota, and  the  time  spent  by  every  speaker  in 
that  city  or  state  was  described  in  terms  one 
might  use  of  a Mussulman’s  pilgrimage  to 
Mecca.  One  moderator  put  it  this  way: 
“The  next  speaker  has,  as  has  every  great  man, 
lived  in  Minnesota,”  and  I couldn’t  help  think- 
ing when  the  remark  was  made  that  it  was  about 
the  nicest  thing  I had  heard  said  about  the  Vice- 
President  since  the  election. 

But,  let  this  be  said,  these  were  minor  faults. 
We  left  the  North  Country  in  search  of  knowl- 
edge and  spring,  and  we  found  both. 

WRC 
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Necrology 


Jonas  Landa,  M.D.,  of  New  York  City,  died 
on  October  20,  1965,  at  the  age  of  seventy-four. 
Dr.  Landa  received  his  medical  degree  from  the 
University  of  Vienna  in  1924.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Gerson  G.  Rapoport,  M.D.,  retired,  of 
Jamaica,  died  on  February  26  at  Miami  Beach, 
Florida,  at  the  age  of  sixty-three.  Dr.  Rapoport 
graduated  in  1926  from  Long  Island  College 
Hospital.  He  had  been  an  attending  physician 
for  the  Department  of  Health  Bureau  of  Pre- 
ventive Disease  and  former  chief  of  the  venereal 
disease  section  of  the  Health  Department  Clinic 
in  Jamaica.  Dr.  Rapoport  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Ralph  Roy  Scobey,  M.D.,  of  Syracuse,  died 
on  September  1,  1965,  at  the  age  of  seventy- 
one.  Dr.  Scobey  graduated  in  1922  from  Syra- 
cuse University  College  of  Medicine.  He  was  a 
senior  attending  pediatrician  at  Syracuse  Me- 
morial Hospital.  Dr.  Scobey  was  a member 
of  the  Syracuse  Academy  of  Medicine,  the 


Asthma  in  infants 
under  two  years  old 

Asthma  in  children  under  two  years  of  age  is 
often  associated  with  infection,  the  inflam- 
matory response  of  which  is  believed  to  be  an 
aggravation  of  an  already  irritated  mucosa 
rather  than  an  allergic  reaction  to  the  infecting 
agent.  J.  J.  A.  Cavanaugh,  M.D.,  and  L.  B. 
Burgin,  M.D.,  writing  in  a recent  issue  of  Clin- 
ical Pediatrics,  report  that  the  first  problem 
presented  by  the  wheezing  child  is  to  establish 
the  diagnosis  of  asthma  by  ruling  out  such  pos- 
sible causes  as  foreign  body,  cystic  fibrosis, 
bronchiolitis,  infections,  endocardial  fibro- 
elastosis, and  vascular  ring.  The  suspected 
diagnosis  is  further  documented  by  individual 
and  familial  history  of  allergic  manifestations, 
peripheral  eosinophilia,  and  demonstration  of 
skin-sensitizing  antibodies. 

Although  it  is  frequently  impossible  to 


Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Everett  Shapiro,  M.D.,  of  Syracuse, 
died  on  January  1 at  his  home  at  the  age  of 
forty-seven.  Dr.  Shapiro  graduated  in  1951 
from  the  State  University  of  New  York  Upstate 
Medical  Center,  Syracuse.  He  was  an  attending 
pediatrician  at  General  Hospital  of  Syracuse,  an 
associate  attending  pediatrician  at  Crouse-Ir- 
ving  Hospital,  and  an  assistant  attending  pedia- 
trician at  Syracuse  Memorial  Hospital.  Dr.  Sha- 
piro was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  J.  Singleton,  M.D.,  retired,  of 
Glens  Falls,  died  on  October  9,  1965,  at  the  age 
of  eighty-four.  Dr.  Singleton  graduated  in  1904 
from  Albany  Medical  College.  He  was  a con- 
sulting physician  at  Glens  Falls  Hospital.  Dr. 
Singleton  was  a member  of  the  Glens  Falls 
Academy  of  Medicine,  the  Warren  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


identify  the  offending  allergin,  often,  if  food  is 
involved,  one  can  learn  this  by  history  and 
challenge  with  the  suspected  substance.  The 
infant  should  be  protected  from  animal  emana- 
tions, dust,  and  other  such  offenders,  if  only  as 
prophylaxis  against  future  sensitization. 

In  infection,  since  the  agent  usually  is  viral, 
no  specific  treatment  is  indicated,  but  where 
there  are  laboratory  evidences  of  a bacterial 
infection,  the  indicated  microbial  agent  should 
be  used.  In  bronchospasm  and  edema,  vaso- 
constrictors and  muscle  relaxants  are  in- 
dicated. Where  hypersecretion  of  thick  mucus 
occurs,  expectorants  seem  to  be  clinically  use- 
ful. Iodines  may  be  given  as  a syrup  of  hy- 
driotic  acid,  2 cc.  in  water  or  juice  three  times 
daily  or  as  saturated  solution  of  potassium  iodide, 
one  drop  per  year  of  age,  three  times  a day. 
This  should  be  continued  from  five  to  seven  days 
after  the  symptoms  have  apparently  subsided, 
since  it  is  often  difficult  to  tell  just  when  the 
child’s  normal  pulmonary  function  is  restored. 
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Books  Received 


The  following  books  were  received  during  the  month  of  February,  1966.* 


The  Management  of  the  Diabetic  Patient. 

By  Elaine  P.  Ralli,  M.D.  Octavo  of  207  pages, 
illustrated.  New  York,  G.  P.  Putnam’s  Sons, 

1965.  Cloth,  $7.00. 

Principles  of  Pathology.  By  Howard  C. 
Hopps,  M.D.  Second  edition.  Quarto  of  403 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1964.  Cloth,  $7.00. 

The  Heart;  Its  Function  in  Health  and  Dis- 
ease. By  Arthur  Selzer,  M.D.  Octavo  of  301 
pages,  illustrated.  Berkeley,  University  of  Cal- 
ifornia Press,  1966.  Cloth,  $5.95. 

Physiology  of  Puberty.  By  B.  T.  Donovan, 
Ph.D.,  and  J.  J.  van  der  Werff  ten  Bosch,  M.D. 
Octavo  of  216  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1966. 
Cloth,  $9.50. 

Current  Pediatric  Therapy  1966-1967.  By 

Sydney  S.  Gellis,  M.D.,  and  Benjamin  M.  Ka- 
gan, M.D.  Quarto  of  956  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1966. 
Cloth,  $17.50. 

Managing  Your  Coronary.  By  William  A. 
Brams,  M.D.  Third  edition.  Octavo  of  175 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1966.  Cloth,  $3.75. 

Williams  Obstetrics.  By  Nicholson  J.  East- 
man, M.D.,  and  Louis  M.  Heilman,  M.D. 
Thirteenth  edition.  Octavo  of  1,182  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 

1966.  Cloth,  $18.75. 

The  Psychopathology  of  Everyday  Life.  By 

Sigmund  Freud.  Translated  from  the  German 
by  Alan  Tyson.  Edited  with  an  Introduction 
and  Additional  Notes  by  James  Strachey.  Oc- 
tavo of  310  pages.  New  York,  W.  W.  Norton  & 
Company,  Inc.,  1965.  Cloth,  $6.00. 

Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


An  Atlas  of  Fine  Structure.  The  Cell;  Its 
Organelles  and  Inclusions.  By  Don  W.  Faw- 
cett, M.D.  Quarto  of  448  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1966. 
Cloth,  $11. 

Beck’s  Obstetrical  Practice.  By  E.  Stewart 
Taylor,  M.D.  Eighth  edition.  Octavo  of  658 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1966.  Cloth,  $14.50. 

Ciba  Foundation  Study  Group  No.  22. 
Gonadotropins:  Physicochemical  and 

Immunological  Properties.  Edited  by  G.  E. 
W.  Wolstenholme,  O.B.E.,  and  Julie  Knight, 
B.A.  With  28  illustrations.  Duodecimo  of  125 
pages.  Boston,  Little,  Brown  and  Company, 
1965.  Cardboard,  $3.50. 

Osteotomy  at  the  Upper  End  of  the  Femur. 

By  the  late  Henry  Milch,  M.D.  Edited  by 
Robert  Austin  Milch,  M.D.  Quarto  of  170 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1965.  Cloth,  $11.25. 

Fundamental  Considerations  in  Anesthe- 
sia. By  Charles  L.  Burstein,  M.D.  Thud  edi- 
tion. Octavo  of  223  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1966.  Cloth, 
$8.50. 

Man  and  Africa.  A Ciba  Foundation  Sym- 
posium jointly  with  The  Haile  Selassi  I 
Prize  Trust  under  the  patronage  of  His 
Imperial  Majesty  Haile  Selassi  I Emperor  of 
Ethiopia.  Edited  by  Gordon  Wolstenholme 
and  Maeve  O’Connor.  With  24  illustrations. 
Duodecimo  of  400  pages.  Boston,  Little,  Brown 
and  Company,  1965.  Cloth,  $7.50. 

On  Character  and  Libido  Development. 

Six  Essays  by  Karl  Abraham.  Duodecimo  of 
202  pages.  New  York,  W.  W.  Norton  & Com- 
pany, Inc.,  1966.  Paper,  $1.65. 

The  Father  in  Primitive  Psychology.  By 

Bronislaw  Malinowski.  Duodecimo  of  95 
pages.  New  York,  W.  W.  Norton  & Com- 
pany, Inc.,  1966.  Paper,  $1.25. 
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Counseling  in  Marital  and  Sexual 
Problems;  A Physician’s  Handbook.  Edited 
by  Richard  H.  Klemer,  Ph.D.  Octavo  of  309 
pages.  Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $9.75. 

This  book  contains  30  chapters.  Most  of  the 
chapters  are  written  by  psychologists,  social 
workers,  sociologists,  and  other  nonmedical 
people  who  are  identified  only  by  their  academic 
degree.  Medical  doctors  who  contribute  to  this 
book  represent  a variety  of  medical  specialists. 

The  psychiatric  contributions  to  this  book  are 
few.  The  editor,  Richard  H.  Klemer,  Ph.D.,  is 
a psychologist  affiliated  with  the  Department  of 
Psychiatry,  University  of  Washington,  School 
of  Medicine,  in  Seattle.  He  describes  marriage 
counseling  as  being  suitable  for  people  who  do 
not  need  a “psychopathologist.”  By  psycho- 
pathologist  he  appears  to  mean  a psychiatrist. 

The  approach  described  in  this  book  is  that 
of  dealing  with  the  manifest  problems  occurring 
in  married  people  that  relate  to  the  marriage. 
A distinction  is  made  between  marriage  counsel- 
ing and  psychotherapy  for  emotional  disturb- 
ances. This  distinction  is  based  on  the  assump- 
tion that  the  continuum  of  problems  people  have 
can  be  cut  off  at  a point  that  separates  marital 
problems  from  intrapsychic  conflict. 

From  the  psychiatric  standpoint  much  is  left 
to  be  desired.  Diagnostic  evaluation,  for  ex- 
ample, is,  according  to  this  handbook,  up  to  the 
marriage  counsellor.  The  chapter  on  general 
psychiatric  diagnosis,  written  by  a psychiatrist, 
would  be  of  more  value  to  psychiatrists  than  to 
nonmedical  practitioners. 

The  physician  who  has  contact  with  his 
psychiatric  colleagues  should  have  no  need  for 
this  book.  The  book  will  be  informative  to 
psychiatrists  who  are  curious  about  how  mar- 
riage counseling  is  approached  by  some  practi- 
tioners in  this  field. — Edward  L.  Pinney,  Jr., 
M.D. 

The  Psychiatric  Unit  in  a General  Hospital; 
Its  Current  and  Future  Role.  Edited  by 
M.  Ralph  Kaufman,  M.D.  Octavo  of  482 
pages,  illustrated.  New  York,  International 
Universities  Press,  Inc.,  1965.  Cloth,  $10. 

This  book  is  an  added  testimonial  to  the  latest 
era  in  psychiatry — the  integration  of  psychiatric 
treatment  within  the  physical  and  psychologic 
confines  of  a general  hospital.  It  marks  the 
end  to  the  resistance  of  the  patient  and  his 
family  to  psychotherapy  because  of  its  associa- 
tion with  mental  hospitals  and  all  that  it  infers. 

This  book  serves  to  show  that  the  general 
hospital  is  now  sufficiently  sophisticated  to  give 
more  than  adequate  care  to  the  emotionally 


disturbed.  Dr.  Kaufman,  the  editor,  due  to  his 
long  association  with  The  Mount  Sinai  Hos- 
pital, New  York  City,  is  highly  qualified  in  this 
field.  In  this  book  he  has  gathered  together 
experts  in  the  many  disciplines  that  converge 
upon  the  psychiatric  patient,  each  one  present- 
ing his  views  followed  by  a discussion  by  addi- 
tional experts.  In  this  manner  the  entire  sub- 
ject is  surveyed  more  than  adequately. 

The  contributions  have  been  written  to  de- 
lineate the  roles  that  various  figures  in  psychi- 
atry play,  such  as  the  psychiatrist,  the  psychol- 
ogist, nurse,  case  worker,  occupational  therapist, 
behavioral  scientist,  and  so  forth.  Also,  its 
relationship  to  the  patient  and  his  therapy  to 
the  scientific  training  program  and  to  research, 
and  the  impact  that  it  has  on  general  medicine, 
the  community,  and  on  the  community  facilities. 

While  essentially  this  book  is  written  for  the 
psychiatrist  there  is  much  that  can  be  learned  by 
the  members  of  other  disciplines  in  their  desire 
to  be  of  help  to  the  psychiatric  patient.  It  is 
recommended  without  reservation. — Theodore 
Meltzer,  M.D. 

Electrocardiography  and  Vectorcardiog- 
raphy; Instrumentation,  Fundamentals, 
and  Clinical  Applications.  By  Lawrence  E. 
Lamb,  M.D.  Quarto  of  609  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $17. 

Dr.  Lamb  proves  himself  a lion  in  the  field  of 
measurements  of  the  electrical  activities  of  the 
heart.  As  professor  of  internal  medicine  at  the 
U.S.A.F.  School  of  Aerospace  Medicine,  he  is 
eminently  qualified  in  presenting  a compre- 
hensive work  on  the  old  and  new  concepts  of 
fundamentals,  instrumentation,  and  clinical  ap- 
plications of  ECG  and  VCG.  Fifteen  years  of 
intensive  study  in  this  area  has  permitted  him  to 
integrate  established  views  with  strikingly  newer 
ideas  concerning  fundamentals,  vector  analysis, 
and  cellular  physiology.  Unfortunately,  the 
majority  of  the  cases  studied  were  in  relatively 
young  age  groups  found  in  the  Air  Force  flying 
population.  However,  the  principles  apply  to 
all  age  groups. 

This  text  provides  introductory  chapters  on  a 
simple  approach  to  all  the  basic  laws  of  physics, 
a clear  unencumbered  mathematical  presenta- 
tion of  vector  analysis,  detailed  descriptions  of 
newer  concepts  of  cardiac  cellular  physiology, 
and  a good  analysis  of  the  body  as  a volume 
conductor.  Such  clarity  is  made  possible 
through  the  use  of  more  than  600  illustrations. 
He  prefers  the  conduction  viewpoint  rather  than 
the  commonly  held  theory  of  muscle  damage  as 
an  explanation  for  the  electrocardiographic 
changes  in  infarction. 


1016  New  York  State  Journal  of  Medicine  / April  15,  1966 


Besides  a detailed  discussion  of  the  normal 
ECG  and  VCG,  he  discusses  the  features  of  myo- 
cardial damage  and  coronary  artery  disease, 
ventricular  conduction  abnormalities,  dilation 
and  hypertrophy,  T-wave  changes,  all  abnormal 
cardiac  rhythms,  and  miscellaneous  problems 
such  as  the  effects  of  electrolytes  and  drugs. 
The  references  number  286  and  an  excellent 
index  is  appended. 

This  important  book  places  advanced  knowl- 
edge and  technics  within  the  grasp  of  advanced 
students  in  this  ever  changing  field. 

This  is  a Lamb  that  many  grown  sheep  may 
soon  follow  along  some  new  paths! — Nathaniel 
E.  Reich,  M.D. 

Biophysical  Mechanisms  in  Vascular  Ho- 
meostasis and  Intravascular  Thrombosis. 

Edited  by  Philip  N.  Sawyer,  M.D.  Octavo  of 
379  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1965.  Cloth,  $8.95. 

This  book  is  a compiled  monograph  on  the 
highly  technical  laboratory  investigations  by 
many  scientists  reported  on  in  a two-day  con- 
ference. It  is  an  attempt  to  explain  the 
intricate  theories  of  blood  clotting  and  pros- 
thetics used  in  vascular  surgery.  It  is  under- 
stood that  negatively  charged  surfaces,  such  as 
glass,  are  clot- promo  ting  in  vitro  as  a direct 
result  of  their  ability  to  activate  Hageman  factor 
(Factor  XII).  The  investigators  attempt  to 
explain  the  biochemical  and  biophysical  proc- 
esses taking  place  at  the  endothelial  surface  to 
initiate  coagulation  in  vivo.  The  methods  are 
extremely  technical  as  given  in  the  monograph, 
and  surely  are  not  for  the  practical  vascular 
surgeon. 

Such  subjects  as  electrical  changes  of  blood 
cells  and  vessel  walls  and  their  relationship  to 
blood  flow  and  thrombus  formation  are  dis- 
cussed. One  section  deals  with  coagulation 
mechanism,  i.e.,  electrical  charge  changes  at  the 
endothelial  surface,  changes  in  platelets,  and 
thromboplastin  from  injured  vessel  walls. 

This  book  is  a difficult  book  to  read  through 
in  its  entirety  for  the  busy  vascular  surgeon  and 
cannot  be  recommended,  therefore,  to  the  aver- 
age medical  reader.  One  must  be  well  grounded 
in  biophysical  phenomena  and  physical  chem- 
istry for  practical  reference  to  its  content.  Such 
investigations  must  be  carried  on  in  the  lab- 
oratory, however,  for  future  understanding  of 
our  practical  problems  in  thrombosis  and  bio- 
physics.— Hugh  L.  Murphy,  M.D. 

Audiometry:  Principles  and  Practices. 

Edited  by  Aram  Glorig,  M.D.  Sponsored  by  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology.  Octavo  of  271  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $9.75. 

This  volume  is  edited  by  Ar  am  Glorig  who  is 


eminently  qualified  in  the  field  of  audiology. 
His  contributors  are  a well-known  group  of 
clinicians  and  research  workers  in  audiology  and 
each  one  discusses  in  considerable  detail  a 
different  aspect  of  the  subject. 

The  physics  and  psychologic  factors  in  sound 
conduction  and  perception  are  expounded 
clearly.  The  technic  of  pure  tone  testing  and 
speech  audiometry  are  adequately  covered. 
Especially  interesting  and  useful  are  the  chap- 
ters on  interpretation  of  audiograms,  hearing 
loss  in  children,  and  industrial  audiometry. 
The  field  of  audiology  is  a rapidly  changing  one 
and  the  newer  knowledge  and  research  in  the 
field  are  prominent  features. 

Most  of  the  material  in  this  book  is  too 
technical  for  the  general  practitioner.  How- 
ever, there  is  much  descriptive  matter  of  a non- 
technical nature  from  which  he  would  derive 
much  benefit.  Those  who  would  benefit  most 
from  the  book  are  the  practicing  otologist  and 
audiologist. — Sidney  Spector,  M.D. 


The  Remote  Effects  of  Cancer  on  the 
Nervous  System.  Edited  by  Lord  Brain, 
D.M.,  and  Forbes  H.  Norris,  Jr.,  M.D.  The 
Proceedings  of  a Symposium  Sponsored  by 
the  Division  of  Neurology,  Department  of 
Medicine,  University  of  Rochester  School  of 
Medicine  & Dentistry,  30  September  and  1 
October  1964.  Quarto  of  230  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1965. 
Cloth,  $14.75. 

This  text  contains  the  scientific  contributions 
offered  during  an  international  symposium  held 
in  Rochester  in  the  autumn  of  1964.  The 
volume  represents  the  first  attempt  to  collate 
and  analyze  the  various  remote  (nonmetastatic) 
effects  which  systemic  neoplasia  may  exert  upon 
the  brain  and  neuromuscular  apparatus.  Many 
of  these  secondary  effects,  such  as  progressive 
multifocal  leukoencephalopathy,  only  recently 
have  been  described. 

The  volume  is  divided  into  two  sections  con- 
cerned with  the  clinical  and  pathologic  char- 
acteristics of  the  defined  clinical  syndromes 
(leukoencephalopathies,  cerebellar  degenera- 
tions, amyotrophies,  myasthenias,  and  various 
neuromyopathies);  and  two  sections  devoted  to 
a consideration  of  the  mechanisms,  endocrino- 
logic,  or  metabolic,  which  may  be  instrumental 
following  the  establishment  of  a visceral  cancer. 
The  section  by  Victor  comparing  the  nervous 
system  effects  of  carcinoma  with  the  effects  of 
nutritional  deficiency  is  excellent  as  is  Richard- 
son’s appraisal  of  multifocal  leukoencephalop- 
athy. Alvord’s  discussion  of  the  immunologic 
basis  for  some  encephalomyelitides  is  both 
imaginative  and  comprehensive.  Some  of  the 
other  chapters  are  somewhat  cursory,  but  this 
must  be  expected  in  any  published  symposium. 
— Stanley  M.  Aronson,  M.D. 
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therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  oietarv  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.  A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


VACATION  ON  CARE  FREE  CARIBBEAN  ISLAND 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066. 


BILLING  SERVICE-COLLECTIONS- LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill  head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York.  N.  Y.  10036. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice.  Modern,  2 doctor  office,  attractive  home. 
Main  highway,  center  of  town,  near  ocean.  Immediate 
practice  and  income:  good  investment  against  inflation. 
Also  suitable  for  specialsts,  especially  internist,  with  or 
without  doing  some  general  practice  at  the  beginning. 
Retiring.  Box  319,  % NYSJM. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  42  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

254  W.  54  St.,  N.Y.  19 
(212)  Cl  7-3434 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
_ EST.  1924  • Licensed  by  the  State  of  New  York 


Mandl  School 


MISCELLANEOUS 
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PHYSICIANS 

EMPLOYEE  HEALTH  SERVICE 

Challenging  positions  with  large  occupational 
medical  program. 

Salary:  $17.000-$19,000 
Vacancies:  Albany,  New  York 

Required:  New  York  State  license  to  practice 

medicine;  Board  eligibility  or  Board  certification 
in  various  specialties. 

For  information,  write: 

State  Department  of  Civil  Service 
R-208  A 

State  Campus,  Albany,  N.Y.  12226 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations. 
Openings  for  July  1966.  ECFMG  certificate  required. 
Apply  Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 

PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 

BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  %NYSJM. 

OBSTETRICIAN  AND  GYNECOLOGIST  NEEDED 
to  affiliate  with  Myers  Community  Hospital,  Sodus, 
New  York,  and  practice  in  community  approximately 
25,000,  northern  Wayne  County,  30  miles  from  Rochester. 
New  60  bed  hospital,  full  facilities,  completed  1964.  Also 
opportunities  for  internist  and  general  practice.  Need 
supported  by  staff  doctors.  For  interview  or  further 
information,  contact  Myers  Community  Hospital,  Doctor 
Procurement  Committee,  Sodus,  New  York. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 

INTERNIST  FOR  FAMILY  PRACTICE,  LARGE  COM- 
prehensive  medical  care  group  in  a rapidly  expanding 
suburb  of  New  York  City.  Subspecialty  in  pulmonary 
disease  or  endocrinology  desirable  but  not  required.  Initial 
salary  $15,000  Board  eligible;  $16,000  Board  certified. 
Four  weeks'  vacation,  opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  325,  % NYSJM. 


NEUROLOGIST,  SUFFOLK  COUNTY,  BOARD  ELIG- 
ible  or  certified,  service  exempt.  Box  330,  % NYSJM. 


ORTHOPEDIC  SURGEON,  BOARD  ELIGIBLE  FOR 
group  in  rapidly  expanding  New  York  suburb.  Full  time 
position.  Initial  salary  leading  to  partnership.  Excellent 
opportunity.  Box  324,  % NYSJM. 


PHYSICIANS  WANTED- — MALE  & FEMALE.  Lic- 
ensed, for  children’s  camps,  July- August.  Good  salary 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York,  N.Y. 
10036,  phone  212  OX  5-2656. 

G.  P.  FOR  ASSOCIATION  WITH  PROGRESSIVE  UP- 
state  group.  Regular  hours,  vacation  coverage.  Box 
336,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


OBSTETRICIAN-GYNECOLOGIST  WANTED  FOR 
progressive  northern  New  York  community  in  the  St. 
Lawrence  Valley.  Office  available  in  professional  building 
attached  to  70  bed  modern,  accredited  general  hospital 
which  serves  population  exceeding  15,000.  Excellent  op- 
portunity to  assume  practice  of  recently  deceased  obste- 
trician. For  information:  F.  T.  Drury,  M.D.,  Secretary, 
Medical  Staff,  E.  J.  Noble  Hospital,  Gouverneur,  New 
York  13642. 


FAMILY  PHYSICIAN  WITH  INTEREST  IN  OBSTET- 
rics  for  growing  county-seat,  educational  center  in  north- 
ern New  York  with  up-to-date,  accredited  65  bed  general 
hospital.  Excellent  laboratory  and  radiological  services. 
Professional  suite  available  at  hospital  if  desired.  Con- 
tact: Hugh  A.  Innes-Brown,  Secretary,  Medical  Staff. 

E.  J.  Noble  Hospital,  Canton,  New  York  13617. 


FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  3 year 
program  designed  to  provide  a well  rounded  experience  in 
diagnosis,  inpatient  and  outpatient  treatment  of  children 
and  adults,  and  forensic  and  community  psychiatry, 
through  didactic  courses  and  intensive  supervision  by 
attending  staff  connected  with  various  medical  schools 
and  analytic  institutes  in  the  New  York  City  area.  Op- 
portunity for  elective  work  in  variety  of  fields  of  special 
interest  (community,  forensic  or  college  psychiatry,  and 
research).  Applicants  must  have  had  3 years  experience 
in  general  practice  or  medical  specialty  other  than  psy- 
chiatry. Stipend  $12,000  per  year.  Write:  Director  of 

Psychiatry,  Grasslands  Hospital,  Valhalla,  New  York. 

LOCUM  TENENS:  LARGE  MIDTOWN  HOTEL,  NEW 
York  City,  July  and  August.  General  practitioner  or  in- 
ternist. Full  coverage  by  one  physician  preferred.  Will 
consider  two  men  working  part  time.  Box  337,  % 
NYSJM. 


OPPORTUNITY  AVAILABLE  WITH  LARGE  VOLUME 
general  practice  team  in  Southeast  Nassau  County,  New 
York.  Heavy  office,  hospital  and  nursing  home  experience 
to  be  gained.  Salary  to  start.  Your  ability  and  work  de- 
termine advancement  to  partnership.  Call  (516)  PY 
8-8011,  or  write  Box  338,  % NYSJM. 

RADIOLOGIST  FOR  LOCUM  TENENS:  GENERAL 

radiologist  wanted  for  a portion  or  all  of  period  from  now 
until  mid  1968.  Upstate  New  York.  Box  342,  % 

NYSJM. 


PHYSICIANS  WANTED:  PSYCHIATRIST  WANTED 
to  direct  new  Mental  Health  Clinic,  Southern  Tier,  New 
York  State.  Location  desirable  because  proximity  newly 
formed  colleges  and  universities.  Salary  $25,000  per 
year  with  complete  psychology  and  social  worker  staff 
contemplated.  Write  Tioga  County  Community  Mental 
Health  Board,  Box  121,  Owego,  New  York. 


WANTED:  INTERNIST,  MILITARY  EXEMPT- 

Early  partnership.  Excellent  future.  South  Shore* 
Long  Island.  Box  343,  % NYSJM. 


PARTNER  WANTED  FOR  BUSY  GENERAL  PRAC- 
tice.  All  phases,  including  OB.  South  shore  of  Long 
Island,  one  hour  from  N.Y.C.  Opportunity  for  rapid 
financial  advancement.  Write  or  call  Charles  P.  Foote, 
M.D.,  111  Carleton  Ave.,  Islip  Terrace,  N.Y.  Phone 
(516)  581-3377. 

DIAGNOSTIC  ROENTGENOLOGY  AND  THERA- 
peutic  radiology.  Board  certification  and  New  York 
license  required.  Opportunity  with  active  group  medical 
practice.  Reply  to  L.  Binn,  200  Madison  Ave.,  New 
York,  N.Y.,  Room  201. 


WANTED:  GENERAL  PRACTITIONER  TO  As- 

sociate with  two  established  practitioners;  modern 
facilities;  approved  hospital;  industrial  area.  Good 
living,  recreation,  schools;  time  off  coverage;  expense 
sharing  arrangement  in  Northern  New  York.  Box  351, 
% NYSJM. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1019 


1020  New  York  State  Journal  of  Medicine  / April  15,  1966 


PHYSICIANS  WANTED— CONT’D 


PEDIATRICIAN  OR  GENERAL  PRACTITIONER 
under  the  age  of  40  to  join  well  established  group.  Ex- 
cellent salary  with  partnership  arrangements  the  second 
year.  New  York  Community — 2 hours  from  New  York 
City.  Box  349 , % N YSJM . 


INTERNIST  OR  GENERAL  PRACTITIONER,  UNDER 
40,  as  associate  in  the  practice  of  general  medicine.  Un- 
usual opportunity  for  early  partnership;  attractive, 
well-equipped  office.  Vacations  with  pay  and  year-end 
bonus.  Box  353,  %N  YSJM 


INTERNIST  TO  JOIN  DYNAMIC  MULTI-SPECIALTY 
group  with  our  ultramodern  clinic  and  150  bed  hospital. 
Excellent  remuneration.  Box  355,  % NYSJM. 


PHYSICIAN  NEEDED  TO  ASSIST  G.P.,  JULY  AND 
August.  Resort  area  one  hour  north  of  New  York  City. 
Six  hours  per  day,  five  days  per  week.  No  evening  hours. 
On  call  every  other  night  and  week-end.  Good  pay. 
Box  354,  % NYSJM. 


AGGRESSIVE  GENERAL  PRACTITIONER  FOR  BUSY 
clinic  and  attached  160  bed  hospital.  Excellent  future. 
Box  356,  % NYSJM. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


BOARD  CERTIFIED,  GENERAL  SURGEON,  AGE  36, 
trained  New  York  City;  currently  in  surgical  fellowship  in 
Boston.  Available  July  1,  1966;  seeks  association.  Box 
344,  % NYSJM. 


MEDICAL  RESEARCHER-MD-PHD  (FEMALE). 
Strong  background  in  planning,  programming,  analysis 
with  application  IBM  system.  Survey  studies,  clinical 
evaluation  lab.  projects.  New  York  City  preferred. 
Box  341,  % NYSJM. 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


DERMATOLOGIST,  BOARD  CERTIFIED,  MARRIED, 
private  practice  experience,  military  obligation  completed, 
training  in  internal  medicine.  Desires  group,  partnership, 
or  full-time  salaried  position.  Will  consider  administra- 
tive position.  Please  give  all  details  in  first  letter.  Box 
347,%  NYSJM. 


RADIOLOGIST  10  YEARS  EXPERIENCE  DIAGNOSIS, 
therapy  and  isotypes,  seeks  permanent  association  with 
hospital  or  group,  but  will  accept  temporary,  part-time 
work  or  locum  tenens.  Available  immediately.  Box  350, 
% NYSJM. 


M.D.  WITH  SEVERAL  YEARS  OF  PRACTICE  IN 
surgery,  member  of  Queens  Medical  Society,  Available  as 
house  physician  or  emergency  room  for  N.Y.C.  area  and 
Nassau  County.  Box  345,  % NYSJM. 


M.D.  ANESTHESIOLOGIST,  MEMBER  OF  A.S.A.  AND 
N.Y.S.S.A.  Ten  years  of  active  practice.  Available  for 
N.Y.C.,  Queens,  Brooklyn,  Nassau,  Bronx.  Box  346,  % 
NYSJM. 


ORTHOPEDIC  SURGEON : BOARD  ELIGIBLE,  WELL 
trained,  34,  married,  military  servce  completed,  desires 
association.  Box  352,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


FOR  RENT:  MEDICAL  OFFICE,  COMPLETELY 

equipped,  including  E.C.G.,  X-ray,  patients’  records,  cen- 
tral air  conditioning.  Sheepshead  Bay,  near  transportation 
SH  3-4100,  ext.  497  days.  TW  1-2566  eves.  & weekends. 


34,000  SQ.  FT.;  2 FULL  FLOORS;  BLOCK  FRONT; 
will  divide.  Excellent  location  for  medical  center  in  grow- 
ing metropolitan  New  York  community  (Queens).  All 
transit  facilities,  15  minutes  to  Manhattan.  Modern  air 
conditioning;  automatic  elevators;  excellent  light  4 sides; 
connected  by  interior  stairways.  Reasonable  rent.  Im- 
mediate occupancy.  Will  alter  to  suit.  For  details 
write:  P.  O.  Box  2742,  Grand  Central  Station,  New  York, 
N.  Y.  10017. 


EAST  72ND  AND  LEXINGTON.  PROFESSIONAL 
office,  reasonable  rent,  available  mornings,  afternoons  and 
evenings.  Separate  entrance,  main  floor;  doormen;  5 
furnished  rooms  suitable  for  installation  of  any  equipment. 
Close  to  subways,  buses;  very  convenient  location.  Box 
333,  % NYSJM. 

LONG  ISLAND:  LEASES  AVAILABLE  AT  BROAD- 
ridge  Medical  Building.  Modern  air-conditioned  suites 
designed  for  physicians  and  surgeons.  Suburban,  with 
grade  level  entrances  and  off  street  parking.  Located  on 
Northern  Boulevard  at  Roslyn  in  Nassau  County.  Near 
several  major  hospitals.  Excellent  transportation.  Ray 
Beck,  Box  413,  Port  Washington,  N.Y. 

STONY  BROOK:  »/,  MILE  FROM  NEW  STATE  UNI- 
versity  medical  school.  For  sale:  9 room  house,  on  pro- 
fessional corner,  main  road.  Four  bedrooms,  two-car 
garage,  wooded  1/i  acre,  improved.  Perfect  home-office 
location;  two  years  old.  (516)  751-2290. 

AVAILABLE— MID  LONG  ISLAND.  ESTABLISHED, 
lucrative  location  for  general  practitioner.  Modern  air 
conditioned  offices  on  main  highway.  Large  private  park- 
ing area.  For  further  information,  contact  Mr.  Oscar 
Kaplan,  Route  25,  Middle  Island,  N.Y.  Phone  area  code 
(516)  924-3495. 


FOR  RENT:  PHYSICIAN’S  OFFICE  WILL  BE  AVAIL- 
able  June  1,  1966  in  a modern  one-story  professional 
building  constructed  in  1962.  Ideal  situation  for  a G.P. 
or  pediatrician  in  a thriving  community  of  15,000  in  the 
Hudson  Valley.  Two  hours  north  of  NYC  with  IBM, 
Rotron  and  other  large  plants  in  area.  Write  R.  J.  Messina, 
D.D.S.,  Barclay  Medical  Arts  Bldg.,  Saugerties,  N.Y. 


HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare).  Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 

59TH  ST.  PLAZA  AREA:  30  PARK  CENTRAL  SOUTH. 
Offers  a new  concept  in  professional  office  suites  for  the 
medical  specialist.  Internists,  surgeons,  psychiatrists, 
gynecologists,  etc.  will  find  that  30  Central  Park  South 
suites  will  meet  their  most  meticulous  needs.  Will  par- 
tition to  suit.  Some  select  suites,  800  to  3,200  sq.  ft., 
now  available.  Brokers’  cooperation  and  inquiries  in- 
vited. PL  3-6910. 


SMITHTOWN,  HAUPPAUGE:  OFFICE  SPACE  TO 

share  in  exclusive  professional  building.  Fully  wood 
paneled,  air-conditioned,  and  furnished.  Ideal  location, 
near  hospital.  Suitable  most  specialties.  Also  separate, 
unfurnished  suites  available.  Reasonable  rentals.  All 
utilities  included.  (516)  AN  5-5520. 

FOR  RENT:  BRONX— PARKCHESTER  VICINITY. 

Professional  suites  in  modern  building.  Ideal  location  for 
medical  and  dental  offices,  in  newly  developing  area. 
Parking  available.  Central  air  conditioning;  good  fight- 
ing. Must  see  to  appreciate.  Reasonable  rental.  TY 
3-9600. 
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brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepe  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  (Warning, 
may  be  habit  forming]. 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 


1022 


klLincocin 


(lincomycin  hydrochloride  monohydrate) 


for  the  first  time  since  penicillin,  practical  oral/parenteral 
therapy  in  common  Staph-,  Strep- and  Pneumococcal  infections... 
may  be  given  even  to  patients  with  known  penicillin  sensitivity. 


■ sinusitis  ■ tonsillitis  ■ pharyngitis  ■ laryngitis  ■ strep  throat  ■ bronchitis  ■ pneumococcal 
pneumonia  ■ complications  of  influenza  ■ gastroenteritis  ■ cystitis  ■ otitis  media  ■ osteomyelitis 

■ septicemia  ■ meningitis  ■ urinary  tract  infections  ■ carbuncle  ■ cellulitis  ■ pustular  acne 


Contraindications:  Patients  previously  found  hypersensitive  to  drug;  patients  with  known  pre  existing  monilial  infec- 
tions; and,  until  further  clinical  study  is  made,  the  newborn.  Precautions:  Use  of  antibiotics  occasionally  causes  over- 
growth of  nonsusceptible  organisms.  If  superinfections  occur,  take  appropriate  measures.  Although  no  direct  relation- 
ship of  the  drug  to  iiver  disease  has  been  established,  patients  receiving  treatment  for  longer  than  one  or  two  weeks 
should  have  liver  function  tests  performed.  No  cases  of  irreversible  toxicity  to  the  hematopoietic  system  and  only  a 
few  cases  of  neutropenia  and/or  leukopenia  have  been  reported;  however,  it  is  recommended  that  blood  counts  be 
obtained  early  in  course  of  therapy.  Safety  for  use  in  pregnancy  not  yet  established.  Limited  experience  with  345 
women  receiving  the  drug  during  various  stages  of  pregnancy  revealed  no  ill  effects  on  mother  or  fetus.  Due  to  lack  of 
adequate  clinical  data,  use  in  patients  with  pre-existing  kidney,  liver,  endocrine  or  metabolic  diseases  not  recom- 
mended unless  special  clinical  circumstances  so  indicate.  Efficacy  in  rheumatic  fever  not  established.  One  case  of 
possibly  drug-related  jaundice,  which  cleared  when  treatment  discontinued,  has  occurred.  Side  Effects:  Most  frequent 
side  effects:  loose  stools  or  diarrhea.  Cases  of  severe  diarrhea  causing  drug  discontinuance  have  been  reported.  Side 
effects  of  small  proportion:  nausea,  vomiting,  abdominal  cramps  or  pain,  skin  rash,  rectal  irritation,  vaginitis,  urticaria 
and  itching.  A few  cases  of  hypersensitivity  reactions  reported.  If  an  allergic  reaction  occurs,  discontinue  drug.  The 
usual  agents  for  emergency  treatment  should  be  available.  Supplied:  500  mg.  capsules  and  pediatric  capsules,  250 
mg.,  in  bottles  of  24  and  100;  2 cc.  disposable  syringes;  2 cc.  and  10  cc.  vials— each  cc.  of  sterile  solution  contains 
lincomycin  hydrochloride  monohydrate  equiv.  to  lincomycin  base,  300  mg.;  also  9 mg.  benzyl 
alcohol  and  water  for  injection,  q.s.  For  more  detailed  prescribing  information  on  this  product,  see 
the  package  circular  or  consult  your  Upjohn  representative.  ©1966  by  The  Upjohn  Company  ite-sm 
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Does  the  antacid  capacity  of 
the  salicylate  dosage  form 
affect  absorption? 


Clinical  evaluation  of  patient  response  to  orally 
administered  salicylates  frequently  centers  on 
gastric  tolerance  and  the  rate  and  extent  of 
gastrointestinal  absorption  following  specific 
dosage  forms.  Can  significant  differences  be 
expected? 

■ AS 

Many  investigators1  think  so.  Clinical  compari- 
sons between  plain  acetylsalicylic  acid  tablets 
and  those  containing  small  amounts  of  antacids 
have  shown  that  in  vivo  absorption  rates  at  60 
minutes  ar.e  directly  proportional  to  the  in  vitro 
dissolution  rates  of  the  particular  tablet.  Results  /\B 
of  tests  relating  urinary  excretion  of  salicylate 
after  ingestion  of  solid  aspirin  tablets  with  that 
following  ingestion  of  aqueous  solutions  of  vari- 
ous salicylates  are  comparable  . . . the  gastroin- 
testinal absorption  rate  of  aspirin  administered  A 
in  solution  is  significantly  greater. 
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Carlo,  Cambosos,  Feeney  and  Smith2  compared 
plasma  salicylate  levels  after  oral  administration 
of  aspirin  with  water  only  and  with  effervescent 
and  alkaline  adjuvants.  Twelve  subjects  received 
0.6  gm  aspirin  in  four  forms:  USP  tablet  fol- 
lowed by  200  cc  plain  water  or  by  200  cc  soda 
water;  USP  tablet  plus  3.2  gm  sodium  citrate 
with  200  cc  water;  and  sodium  acetylsalicylate 
in  an  effervescent  solution  containing  sodium- 
calcium  phosphates,  sodium  bicarbonate  and 
sodium  citrate  [Alka-Seltzer].  At  20  and  45 
minutes,  “appreciably  higher  plasma  levels”  of 
salicylate  were  attained  after  the  sodium  aspirin 
effervescent  antacid  solution. 

In  168  tests  on  55  human  subjects,  Leonards3 
also  used  plasma  salicylate  concentration  to 
measure  the  rate  of  absorption.  Following  in- 
gestion of  0.64  gm  aspirin  in  different  forms,  all 
subjects  were  tested  at  10,  20,  30,  45  and  60 
minutes.  As  shown  on  the  chart  above:  A (USP 
aspirin  tablet)  was  absorbed  relatively  slowly; 
AB  (aspirin  tablet  with  aluminum  glycinate  and 
magnesium  carbonate)  was  absorbed  slightly 
more  rapidly;  and  AS  (sodium  aspirin  in  an 
effervescent  antacid  solution)  was  still  more 
rapidly  absorbed  reaching  highest  plasma  levels 
in  30  minutes.  A laboratory  solution  of  sodium 
acetylsalicylate,  not  pharmaceutically  available, 
gave  similar  levels.  Alka-Seltzer  was  the  effer- 
vescent sodium  aspirin  form  used.  Leonards 

Information  above  is  presented  for  physicians  only. 


10  20  30  45  60 

Minutes  after  drug  administered 
PLASMA  LEVELS  OF  SALICYLATE 

A — usp  aspirin  tablets 
AB  — buffered  aspirin  tablets 
AS  — effervescent  sodium  aspirin  solution 

concluded  that  “the  rate  of  absorption  of  aspirin 
is  dependent  on  the  solubility  characteristics  of 
the  preparation”. 

1.  References  on  request,  or  see  page  5 of  brochure. 

Professional  Product  Information. 

2.  Carlo,  P.  E.;  Cambosos,  N.M.;  Feeney,  G.C.;  and  Smith,  P.  K.:  Jour. 
Amer.  Pharm.  Ass.  (Scient.  Ed.)  44:396  July,  1955. 

3.  Leonards,  J.  R.:  Clin.  Pharm.  &Ther.  4:476  July-August,  1963. 
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The  formulation  and  pharmacodynamics  of  Alka- 
Seltzer®  are  unique.  There  is  no  generic  equivalent. 
Each  dry  tablet  contains:  acetylsalicylic  acid,  5 gr  (0.32 
gm);  sodium  bicarbonate,  30  gr  (1.92  gm);  citric  acid, 
16  gr  (1.024  gm);  and  mono-calcium  phosphate,  3 gr 
(0.192  gm).  Antacid-analgesic  Alka-Seltzer  tablets  dis- 
solved in  water  become  an  effervescent  solution  con- 
taining sodium  acetylsalicylate,  sodium  citrate,  calcium- 
sodium  phosphates  and  sodium  bicarbonate.  One  tablet 
neutralizes  30  ml  of  0AN  hydrochloric  acid.  Buffered 
pH  is  6.8. 
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Age  12  -13  - not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea...  "this  is  the  time  to  institute  preventive 
measures-the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind"  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris"4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  Vh 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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An  antibiotic 
of  choice 
is  one  that  works 

TAP  works 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725 

1962 

88.6% 

5,440 

1963 

88.0% 

10,384  1964  88.5% 


y$-Hemolytic  Streptococci 2,3,1 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAP  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAP. 


TAP 


[triacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being® 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  ah  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  (July-Aug.)  1964. 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history”  of  one  new  drug  - or, 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.  S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 


hundreds  of  thousands  of  dollars  of  financial  invest- 
ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical  Manufacturers  Association 
Pharmaceutical  Advertising  Council  4^ 

1155  Fifteenth  St.,  N.  W.,  Washington,  D.C.  20005  S3 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Preparation  of  the  Breast  for  Breast- 
Feeding.  Sound,  color,  16  mm.,  ten  minutes. 

The  film  is  intended  as  an  aid  to  teaching  one 
technic  of  breast  preparation  to  parent  edu- 
cators and  expectant  parents. 

Source  and  Producer:  Dynamic  Films  Inc., 

405  Park  Avenue,  New  York,  New  York  10022. 

Cancer  of  the  Colon  and  Rectum.  Sound, 
color,  16  mm.,  eighteen  minutes. 

The  program  is  devoted  to  the  most  efficient 
technics  of  diagnosis  and  treatment  of  epithelial 
polyps  (areas  of  hyperplasia  and  adenomas)  as 
well  as  early  cancer  of  the  intestinal  tract. 
Included  are  the  points  to  be  elicited  in  the 
history,  most  frequent  symptoms,  details  of 
examination  of  the  rectum  and  colon,  pre- 
operative x-ray  films,  and  coloscopy  (at  the 
time  of  colotomy  or  laparotomy).  Forms  of 
therapy,  both  curative  and  palliative,  are  dis- 
cussed. 

Source  and  Producer:  American  Cancer 

Society,  1010  James  Street,  Syracuse,  New  York. 

Survey  of  Children’s  Speech  Disorders. 

Sound,  color,  16  mm.,  thirty-two  minutes. 

The  animation  and  illustrations  indicate  the 
processes  of  learning  to  talk.  Oral  communica- 
tion problems  in  hearing,  cleft  palate,  cerebral 
palsy,  articulation,  and  stuttering  are  demon- 
strated. 

Source  and  Producer:  State  University  of 

Iowa,  Iowa  City,  Iowa. 

Sense  in  the  Sun.  Sound,  color,  16  mm., 
fourteen  minutes. 

This  film  was  produced  as  a means  to  raise 
the  public  index  of  consciousness  about  skin 
cancer. 

Source  and  Producer:  American  Cancer 

Society,  1010  James  Street,  Syracuse,  New  York. 

Blueprint  for  Progress.  Sound,  color,  16  mm., 
seventeen  and  a half  minutes. 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


The  film  depicts  the  development  of  Roswell 
Park  and  the  research  work  and  various  edu- 
cational programs  currently  in  progress. 

Source  and  Producer:  Roswell  Park  Me- 

morial Institute,  666  Elm  Street,  Buffalo,  New 
York  14203. 

The  Patient  Who  Cannot  Drink.  Sound, 

color,  16  mm.,  twenty  minutes. 

The  film  reviews  the  basic  facts  of  fluid 
balance.  The  principal  electrolytes  of  intra- 
cellular and  extracellular  compartments  of 
body  fluids  are  shown.  The  concept  of  the 
milliequivalent  as  a measure  of  the  activity  of 
electrolytes  is  presented.  The  role  of  the 
kidney  in  maintaining  electrolyte  balance  is 
briefly  explained. 

Source  and  Producer:  College  of  Saint 

Teresa,  Winona,  Minnesota. 

Care  of  the  Young  Retarded  Child.  Sound, 

color,  16  mm.,  eighteen  minutes. 

Effectively  conveying  the  timely  message 
that  every  parent  should  understand  the 
growth  and  development  patterns  of  children 
from  infancy  through  early  years,  the  film  shows 
how  knowledge  of  normal  child  progress  pro- 
vides valuable  information  and  guidance  in 
the  care  of  the  young  retarded  child. 

Source  and  Producer:  International  Film 

Bureau,  57  East  Jackson  Boulevard,  Chicago  4, 
Illinois. 

Radioactive  Fallout  and  Shelter  Sound, 
color,  16  mm.,  twenty-seven  minutes. 

This  film  is  a simplified  presentation  of  the 
complicated  subject  of  radioactive  fall-out. 
It  discusses  some  of  the  effects  of  radiation  on 
people  and  emphasizes  protective  procedures 
against  radiation. 

Source  and  Producer:  The  Surgeon  General, 
U.S.  Public  Health  Service,  Public  Inquiries 
Branch,  Washington  25,  D.C. 

Methods  for  the  Isolation  of  Salmonella 
from  Human  Foods  and  Animal  Feeds. 

Sound,  color,  16  mm.,  twelve  minutes. 

continued  on  page  1034 
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Tar  Gard  Smoking  Machine 


as  featured  at  the  160th  Annual  Convention 
Medical  Society  of  the  State  of  New  York 


t the  Annual  Convention,  the  efficiency  of  Tar 
ard  was  dramatically  demonstrated  by  means  of 
smoking  machine.  The  machine,  complete  with 
ar  Gard  unit  and  filter  cigarette,  was  set  to  simu- 
te  an  average  smoking  pattern.  When  attending 
pysicians  witnessed  the  amount  of  tar  trapped  by 
ar  Gard,  the  general  reaction  was  “if  only  my 
jatients  could  see  this,  it  might  help  convince  them 
> stop  smoking.” 

pt  Tar  Gard  help.  If  you  have  not  yet  received  a 


| ^Technically,  Tar  Gard  is  not  a filter.  It  is  a patented 
tar  trapping  device  based  on  the  principle  of  the  Venturi 
tube,  such  as  is  employed  in  the  bedside  respirator 
used  in  critical  respiratory  management,  the  vaporizer 
and  the  aspirator.  In  Tar  Gard,  as  cigarette  smoke  is 
drawn  into  the  mouthpiece,  the  pressure  energy  of  the 
tar-filled  smoke  is  accelerated  (to  approximately  200 
mph)  and  then  stopped  abruptly  by  an  impingement 
I barrier,  where  tars  are  trapped. 


complimentary  Tar  Gard,  send  for  a free  profes- 
sional sample.  When  your  patients  see  the  amount 
of  tar  trapped  in  Tar  Gard  and  realize  that  normally 
this  would  stay  in  the  mainstream  of  the  smoke  — 
the  smoke  they  inhale  — this  could  prove  to  be  the 
most  dramatic  visual  proof  of  the  health  hazards  of 
smoking  you  could  show  them  . . . enough  to  con- 
vince them  to  quit. 

Complete  and  mail  coupon  for  your  free  profes- 
sional sample  of  Tar  Gard: 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 
D Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

T y p e of  Practice 

Address 

City State Zip 


continued  from  page  1032 

This  is  a research  report  film  which  demon- 
strates technics  developed  during  studies  on 
salmonellosis  in  animals  and  human  and  animal 
foods.  The  film  demonstrates  how  tetrathio- 
nate  brilliant  green  broth  with  an  optimum  pro- 
portion of  sample  to  enrichment  and  with 
tergitol  added  has  been  sucessful  in  the  isolation 
of  Salmonelleae  from  human  and  animal  food 
products.  When  streaked  to  brilliant  green 
agar-containing  sodium  sulfadiazine,  organisms 
showing  typical  Salmonella  reactions  in  the 
medium  are  further  screened  serologically  and 
biochemically. 

Source  and  Producer:  DuArt  Film  Labora- 
tories, Inc,  245  West  55th  Street,  New  York, 
New  York  10019. 

Some  Functional  Problems  of  the  Hemi- 
plegic Patient.  Sound,  color,  16  mm.,  eleven 
minutes. 

This  film  shows  some  of  the  problems  the 
hemiplegic  patient  has  in  carrying  out  daily 
activities,  such  as  coming  to  a sitting  position, 
transferring  from  wheel  chair  to  bed,  wheel 
chair  to  toilet,  chair  to  tub,  and  in  dressing. 
Some  suggestions  are  given  for  the  nurse  to 
follow  in  working  with  the  hemiplegic  patient. 

Source  and  Producer:  American  Rehabilita- 
tion Foundation,  1800  Chicago  Avenue,  Min- 
neapolis, Minnesota  55404. 

The  Neglected.  Sound,  16  mm.,  thirty  min- 
utes. 

This  film  is  a portrayal  of  hard-core  families 
whose  children  have  come  under  the  protection 
of  community  authorities  as  a result  of  abuse  or 
neglect.  It  demonstrates  that  skilled  technics 
on  the  part  of  the  professional  staff  of  the  child 
protective  services  can  change  patterns  of 
family  relationships  that  have  threatened  the 
health  and  emotional  well-being  of  the  children. 

Source  and  Producer:  International  Film 

Bureau,  57  East  Jackson  Boulevard,  Chicago  4, 
Illinois. 

The  Way  Back.  Sound,  16  mm.,  twenty-nine 
minutes. 

This  film  portrays  a young  paraplegic  girl’s 
struggle  to  return  to  normal  life  following  her 
injury.  It  will  be  of  particular  interest  to 
occupational  therapists  and  physical  therapists, 
since  particular  emphasis  is  placed  on  methods 
and  treatment  media  utilized  by  these  disci- 
plines. Concern  for  the  human  as  well  as  the 
physical  problems  of  the  patient  are  effectively 
depicted. 

Source  and  Producer:  Rehabilitation  In- 

stitute of  Chicago,  401  East  Ohio  Street,  Chicago, 
Illinois  60611. 


Nine  Months  to  Get  Ready.  Sound,  color, 
16  mm.,  twenty-five  minutes. 

This  is  a motivational  film  using  the  docu- 
mentary technic  to  show  the  importance  of 
prenatal  care.  It  is  the  story  of  a young 
mother  shown  from  her  initial  visit  to  a clinic, 
examinations,  instruction  in  diet  and  weight 
control,  and  regular  check-ups  with  the  doctor. 

Source  and  Producer:  Public  Affairs  Film 

Committee,  1785  Massachusetts  Avenue,  N. 
W.,  Washington  6,  D.C. 

The  Losers.  Sound,  16  mm.,  thirty-one  min- 
utes. 

The  film  examines  the  prevalence  of  experi- 
mentation and  the  habitual  use  of  chemicals 
and  drugs  among  youngsters  from  twelve  to 
twenty-one  years  old.  The  investigation  which 
cuts  across  social  and  economic  lines  includes 
actual  experiences  recounted  by  youths  from 
the  “high  hazard”  slums  and  the  “nice” 
neighborhoods.  Clearly  shown  are  the  harmful 
effects  of  such  practices  as  glue  sniffing,  use  of 
‘‘pep  pills,”  “goof  balls,”  heroin,  and  marihuana. 

Source  and  Producer;  Carousel  Films,  Inc., 
1501  Broadway,  New  York,  New  York  10036. 

Diffusion  Pump — Mercury  Vapor.  Sound, 
color,  16  mm.,  two  minutes. 

This  is  an  animated  film  showing  how  gas 
molecules  are  bombarded  by  heavy  mercury 
atoms  to  obtain  pumping  action.  The  use  of 
traps  and  fore  pumps  is  included. 

Source  and  Producer:  Association  Films, 

Inc.,  374  Madison  Avenue,  New  York,  New 
York  10017. 

Diffusion  Pump — Oil  Vapor.  Sound,  color, 
16  mm.,  three  minutes. 

The  special  design  features  of  a multistage 
fractionating  low  vapor-pressure  oil  pump  are 
illustrated  with  animation.  The  way  in  which 
pressures  down  to  10  to  7 Torr  are  obtained  with 
it  is  explained  in  detail. 

Source  and  Producer:  Association  Films, 
Inc.,  374  Madison  Avenue,  New  York,  New 
York  10017. 

Ion  Pump.  Sound,  color,  16  mm.,  four  min- 
utes. 

Perspective  drawings  and  animation  are  used 
to  show  how  dry,  no-moving-parts  ion  pumping 
is  achieved.  The  special  design  features,  in- 
cluding ion  deceleration  and  titanium  gettering, 
are  explained. 

Source  and  Producer:  Association  Films, 
Inc.,  374  Madison  Avenue,  New  York,  New 
York  10017. 

continued,  on  page  1036 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
cf  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PARKE.  DAVIS  A COMPANY.  Dttreit.  MieA/gan  AA331 


The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75965 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 


Kapseals' 

Dilantin* 

(diphenylhydantoin 

sodium) 

PARKE-DAVIS 
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Cryogenic  Pump.  Sound,  color,  16  mm.,  one 
minute. 

The  use  of  liquid  helium  to  obtain  pumping 
action  is  shown  together  with  radiation-shield- 
ing features  commonly  included  in  this  simple 
type  of  pump. 

Source  and  Producer:  Association  Films,  Inc., 
374  Madison  Avenue,  New  York,  New  York 
10017. 

Water  Aspirator.  Sound,  color,  16  mm.,  one 
minute. 

This  film  uses  a transparent  model  and 
animated  drawings  to  show  how  the  Bernoulli 
effect  functions  in  this  device;  the  limitations  of 
the  pump  are  noted.  The  modern  unit  of 
vacuum  measurements,  the  Torr,  is  defined. 

Source  and  Producer:  Association  Films, 

Inc.,  374  Madison  Avenue,  New  York,  New 
York  10017. 

Mechanical  Pumps — Fore  Pumps/Molecu- 
lar Pumps.  Sound,  color,  16  mm.,  three 
minutes. 

The  film  about  the  fore  pump  uses  photo- 
graphs, drawings,  and  animation  to  show  the 
operation  of  an  oil-sealed  eccentric-vane  fore 
pump.  The  new  gas-ballast  principle  for  puri- 
fying the  pump  oil  is  explained.  In  the  film 
about  the  molecular  pump,  animated  drawings 
show  the  operation  of  a pump  which  uses  fric- 
tional forces  between  a fast-moving  cylinder  and 
gas  molecules  to  achieve  low  pressure  and  fast 
pumping  speed. 

Source  and  Producer:  Association  Films,  Inc., 
374  Madison  Avenue,  New  York,  New  York 
10017. 


Importance  of  drug  advertising 

The  importance  of  the  advertising  industry 
in  the  economic  development  of  our  country  is 
well  recognized,  and,  more  specifically,  this  is 
seen  in  the  development  of  use  of  new  and 
better  drugs,  states  Joseph  F.  Sadusk,  Jr.,  M.D., 
in  a recent  issue  of  Current  Therapeutic  Research. 

Practicing  physicians  receive  a substantial 
part  of  their  education  concerning  drugs  through 
the  medium  of  prescription  drug  advertising. 
This  is  basic  and  underlies  the  Federal  law 
which  places  responsibility  on  the  advertising 
industry  to  present  factual  and  undistorted 
information  to  the  physician.  Furthermore,  the 
prescription  drug  advertising  provision  of  the 
law  actually  is  a recognition  of  the  importance 
of  such  advertising  in  the  entire  area  of  medical 
care  in  the  United  States. 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction:  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
tWl  Wallace  Laboratories  / Cr anbury,  N.  J. 
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TRY  DEPROE  meprobamate  400  mg.  + 


benactyzine  hydrochloride  1 mg. 


FOR  DEPRESSION 


Medical  Meetings 


Montefiore  Hospital  offers 
instruction  in  home  care  planning 

The  Department  of  Home  Care  of  Montefiore 
Hospital  and  Medical  Center  in  New  York  will 
hold  a two-day  institute  in  May  and  a one-week 
training  program  in  June  on  the  methods  and 
philosophy  of  coordinated  home  care.  The 
programs  offered  are  designed  for  those  who 
have  policy  or  program  responsibilities  in 
hospitals,  official  or  voluntary  health  and 
welfare  agencies,  community  councils,  health 
insurance  programs,  university  settings  for  pro- 
fessional education,  and  for  those  in  planning, 
including  directors,  administrators,  physicians, 
nurses,  social  workers,  and  therapists. 

The  programs  are  being  held  in  response  to  the 
greater  recognition,  stimulated  by  the  Medicare 
act,  of  the  need  for  alternatives  to  hospitaliza- 
tion. Many  professional  health  personnel  will 
find  it  useful  to  have  a working  knowledge  of  the 
structure  of  coordinated  home  care  programs, 
their  relationship  to  hospitals,  the  role  of 
personnel  involved  in  home  care,  suitable 
quality  standards  for  home  care  programs,  and 
technics  of  home  care  organization. 

The  two-day  institute  will  be  held  May  12 
and  13.  The  scope  of  work  prepares  qualified 
professional  health  personnel  to  plan  and 
operate  home  care  programs,  and  it  provides 
observation  and  experience  in  proper  utilization 
of  community  resources.  Registration  fee  is 
$20,  and  the  institute  is  limited  to  70  persons. 

The  one- week  training  program,  scheduled 
for  June  6 through  10,  is  designed  for  small 
numbers  of  participants  and  features  active 
participation  in  the  actual  work  of  the  Monte- 
fiore Department  of  Home  Care,  including 
home  visits,  conferences,  and  seminars.  Among 
topics  to  be  covered  are  rehabilitation,  social 
service,  nursing  and  discharge  planning,  and 
medical  aspects  of  home  care  training.  Tuition 
is  $50,  and  registration  is  limited  to  six  persons. 

Further  information  and  applications  may  be 
obtained  from:  Director,  Training  Programs  in 
Home  Care,  Montefiore  Hospital  and  Medical 
Center,  111  East  210th  Street,  The  Bronx,  New 
York  10467. 

Toxicology  subject  of  course 

The  Department  of  Graduate  Medical  Educa- 
tion of  the  State  University  of  New  York  at 
Buffalo  is  offering  a course  in  clinical  toxicology 
May  13  and  14.  The  course  is  acceptable  for 
14  accredited  hours  by  the  American  Academy 
of  General  Practice.  Registration  fee  is  $50. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


The  course  will  be  held  at  Memorial  Hall, 
South  Building,  Buffalo  General  Hospital. 

Further  information  and  registration  forms 
may  be  obtained  by  writing:  Marvin  L.  Bloom, 
M.D.,  Associate  Dean,  School  of  Medicine, 
State  University  of  New  York  at  Buffalo,  2211 
Main  Street,  Buffalo,  New  York  14214. 

Downstate  schedules  memorial  lecture 

“The  Lymphocyte  in  Immunology  and 
Haemopoiesis”  will  be  the  subject  of  the  Annual 
Adam  M.  Miller  Memorial  Lecture  sponsored  by 
the  Department  of  Anatomy  of  Downstate 
Medical  Center.  The  lecture,  scheduled  for 
May  16  at  4:00  p.m.,  will  be  delivered  by 
Joseph  Mendel  Yoffey,  M.D.,  D.Sc.,  F.R.C.S., 
professor  and  chairman,  Department  of  Anat- 
omy, University  of  Bristol,  Bristol,  England. 

The  lecture  will  be  held  at  Downstate  Medical 
Center  in  the  first  floor  lecture  hall  of  the  Basic 
Sciences  Building,  450  Clarkson  Avenue,  Brook- 
lyn, New  York  11203. 

Oncology  society  to  meet 

The  American  Society  for  Clinical  Oncology 
will  hold  its  second  annual  scientific  session  on 
May  25  in  Denver,  Colorado.  The  session  is 
being  held  in  conjunction  with  the  annual 
meeting  of  the  American  Association  for 
Cancer  Research.  The  Society,  established  in 
1964,  is  geared  toward  problems  of  clinical 
oncology.  Membership  is  limited  to  ex- 
perienced physicians  who  have  a predominant 
interest  in  diagnosis  and  total  care  of  patients 
with  neoplastic  disease  and  who  are  directly 
involved  in,  and  responsible  for,  the  care  of 
such  patients. 

Among  the  speakers  will  be  Daniel  Miller, 
M.D.,  associate  member  at  Sloan-Kettering 
Institute  and  assistant  professor  of  medicine  at 
Cornell  University  Medical  College  in  New  York 
City.  Dr.  Miller  will  talk  on  “Immunological 
Disease  Associated  with  the  Malignant  Lym- 
phomas.” 

Course  offered  in  emergency  aid 
and  transportation  of  injured 

The  first  New  York  advanced  practical  course 
for  ambulance  attendants,  firemen,  policemen, 
emergency  squads,  safety  engineers,  and  public 
health  and  civil  defense  personnel  will  be  held 
June  9 through  11.  The  course,  entitled 
“Initial  Emergency  Care  and  Transportation  of 
the  Sick  and  Injured,”  is  being  sponsored  by  the 

continued  on  page  1043 
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Doctor, 

Here  is  the  Abbott  anorectic 
program  designed  to  meet 
the  individual  needs  of  your 
overweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


DESOXYN®  Gradumet*  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can’t  take  plain  amphetamine, 

put  her  on  DESBUTA1!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the  patient  and 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


Abbott 

Anorectic 

Program 


tot  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
s different  and  what  it  means 
or  your  overweight  patients. 

til 


e release  action  is  purely  physical  and  relies  on 
ly  one  factor  common  to  every  patient:  gastro- 
testinal  fluid.  There  is  no  dependence  on  enteric 
atings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
ntration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ition,  moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
ug  release  ...  or  to  erratic  release  from  patient 
patient  ...  or  to  erratic  release  in  the  same 
tient  from  day  to  day. 

at's  why  the  Gradumet  provides 
ntrolled-release  as  well  as 
ng  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  ■?= 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

& tl 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

& II 

Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Desbutal  IS  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

INDICATION  A»  »<»  »nof*ct«  in  UMtmtnt  of 
obesity,  »tso  to  count«(Kl  *n«wty  »nd  mM  depression 
Oesbulit  Is  contrimdKrtid  m p« 
Iwnti  Uhmg  » mpnoemm*  o»id*se  mhib.toi  Nervousness 
oi  eictssw*  sedetion  hj»e  oceasmnelly  been  otnervrd 
olton  IlieM  efletls  will  diseppear  lltei  a lew  days  UM 
with  caution  in  pitnntj  with  hypertension  CAfdlOVMariaf 
disease  hyperthyioiditm  oi  who  we  tensities  to  sympa 
thorn imelK  dints  Carelul  supenrision  is  edvisebl#  with 
maladiusled  individuals 

A i ingle  Giadumet  tablet  In  the  mornint 
piovtdes  »»l -day  appetite  control. 

Desbutal  10  contains  10  mg  ol  meth 
amphetamine  hydrochloiide  and  40  mg  cd  pentobaibita* 
sodium  Desbutal  IScontains  limg  ol  methamphelamln* 
hydrochloiide  and  90  mg  ol  pentobarbital  sodium  In 
bottles  ol  100  and  S00 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control— 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa* 
tient  to  "watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 
ol  low  and  non  catore  » 


Coi 

m 

the 


T 


ooo 

OQQ 

for: 

Directions 

Or. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad-  I 

visable  with  maladjusted  individuals.  Wawiw 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 
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Meat  Packing  Companies 

Our  Research  Department  has  prepared  an  analysis 
of  the  three  major  companies  in  this  industry  for 
whom  the  overall  outlook  appears  quite  favorable. 

For  your  copy  of  "Meat  Packing’  address  Dept.  JM 

CARL  M.  LOEB,  RHOADES  & CO. 

Members  New  York  Stock  Exchange,  American  Stock  Exchange 
and  Principal  Commodity  Exchanges 

42  Wall  Street  • New  York,  N.  Y.  10005 

375  Park  Avenue  • New  York,  N.  Y.  10022 

Private  Wire  System  to  Branch  Offices.  Correspondents  and  their 
connections  in  over  100  cities  throughout  the  U.  S.  and  Canada. 


continued,  from  page  1038 

Committee  on  Injuries  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons  in  cooperation  with 
the  Police  Department  of  New  York  City. 

The  course  will  place  special  emphasis  on  the 
mechanism  of  breathing;  circulation  of  the 
blood;  resuscitation;  head  injuries;  shock; 
emergency  childbirth;  immediate  care  of 
wounds;  eye  injuries;  broken  bones;  disloca- 
tions; medical  emergencies;  traffic  control; 
safe  driving;  transportation  of  the  unruly, 
intoxicated,  and  unconscious  patient;  poisoning 


I 


injuries  in  children;  extrication  of  the  injured 
from  caissons,  wells,  and  buildings;  and  pool- 
side  instruction  on  water  injuries. 

Registration  fee  is  $20,  and  the  class  is  limited 
to  200.  Registrants  should  have  completed 
the  American  Red  Cross  advanced  first-aid 
course.  The  program  will  be  held  at  the 
Police  Academy,  235  East  20th  Street,  New 
York,  New  York.  For  further  information 
write:  Director,  Charles  S.  Neer,  II,  M.D., 

Columbia-Presbyterian  Medical  Center,  180 
Fort  Washington  Avenue,  New  York,  New 
York  10032. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963.  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Abstracts 


Slepian,  A.:  Lumbar  disk  surgery;  long 

follow-up  results  from  three  neurosurgeons. 
New  York  State  J.  Med.  66:  1063  (May  1) 
1966. 

An  analysis  is  made  of  lumbar  disk  surgery 
performed  by  three  neurosurgeons  on  a total  of 
1,192  patients,  and  the  technics  are  described. 
Unresolved  problems  such  as  spinal  fusion  are 
discussed  and  the  benefits  of  as  well  as  reaction 
to  myelography  outlined.  Of  an  average  of  60 
per  cent  private  versus  40  per  cent  compensation 
cases  it  was  found  that  the  most  gratifying 
results  were  in  noncompensable  or  private  pa- 
tients. Operative  procedure  studies  included 
analyses  of  patients  with  disk  protrusions  re- 
moved, the  levels  of  removal,  numbers  of  opera- 
tions performed,  and  the  interspaces  explored. 
Complications  and  the  periods  of  observation 
are  noted.  Age  apparently  had  no  relation  to 
poor  results,  and  it  is  the  consensus  that  best 
results  are  obtained  with  frankly  ruptured  disk 
protrusions.  The  over-all  results  of  disk  sur- 
gery are  gratifying. 

Krasnitz,  A.,  Katz,  J.,  and  Kunofsky,  S.: 

Nonspecific  tuberculin  sensitivity  (Battey)  in 
New  York  State,  New  York  State  J.  Med. 
66:  1069  (May  1)  1966. 

Some  patients  with  clinical  disease  resembling 
tuberculosis  have  lesions  due  to  atypical  my- 
cobacteria. Sensitivity  to  PPD-B,  the  tubercu- 
lin produced  from  the  Battey  bacillus,  is  com- 
mon in  certain  areas.  To  determine  the  prev- 
alence of  sensitivity  to  PPD-B  as  compared 
with  the  standard  PPD-S  (purified  protein 
derivative-S)  and  to  estimate  the  extent  of 
variation  in  the  performance  and  reading  of  the 
Mantoux  tuberculin  test,  patients  in  a mental 
hospital  were  tested  with  tuberculins:  10 

with  PPD-B  on  each  forearm;  10  with  PPD-S 
on  both;  and  the  rest  with  PPD-B  on  the  left 
forearm,  PPD-S  on  the  right.  With  a positive 
reaction  defined  as  one  showing  5 mm.  or  more 
induration,  25.5  per  cent  of  the  patients  re- 
acted to  PPD-B,  51.9  per  cent  to  PPD-S. 
Among  93  patients  who  reacted  to  both  anti- 
gens, two-thirds  showed  larger  reactions  to 
PPD-S  and  the  other  one-third  similar-sized 
reactions  in  both  tests;  only  4.2  per  cent  re- 
acted positively  to  PPD-B  in  the  face  of  a 
negative  PPD-S  test  result. 

Noehren,  T.  H.:  Hyperventilation  syndrome 
and  its  relation  to  pulmonary  emphysema, 
New  York  State  J.  Med.  66:  1076  (May  1) 
1966. 

One  of  the  stimuli  for  the  hyperventilation 


syndrome  or  dyspnea  can  be  early,  mild  pul- 
monary emphysema;  but  it  is  important  that  a 
differential  or  combined  diagnosis  be  made  for 
correct  management  of  these  conditions.  When 
emphysema  is  more  severe,  emotional  tension 
can  bring  about  incapacitating  concomitants  of 
emphysema.  In  some  cases,  however,  the 
hyperventilation  syndrome  in  a normal  indi- 
vidual may  lead  to  a mistaken  diagnosis  of  pul- 
monary emphysema.  Care  must  be  taken  not 
to  confuse  the  hyperventilation  syndrome  with 
pulmonary  emphysema.  The  criteria  are  well 
established;  the  methods  of  treating  the  two 
conditions  are  diametrically  opposite. 

de  Roetth,  A.,  Jr.:  Cryosurgery  for  glaucoma, 
New  York  State  J.  Med.  66:  (May  1)  1966. 

Cryosurgery,  in  which  glaucoma  is  treated 
by  applying  subfreezing  temperatures  to  the  re- 
gion of  the  ciliary  body  to  lower  intraocular 
pressure,  is  similar  in  principle  to  cyclodia- 
thermy, using  cold  instead  of  heat  to  cauterize 
the  ciliary  body.  Cryosurgery  is  indicated  for 
eyes  with  advanced  glaucoma;  eyes  that  already 
have  had  one  or  more  previous  glaucoma  opera- 
tions and  are  not  good  candidates  for  further 
intraocular  procedures;  eyes  with  limited 
vision,  where  intraocular  surgery  may  be 
hazardous;  and  occasionally  hemorrhagic  glau- 
coma or  eyes  with  heavily  vascularized  irises. 
An  apparatus  employing  liquid  nitrogen  as  the 
cooling  agent  is  used.  In  over  100  glauco- 
matous eyes  where  cryosurgery  had  been  used 
the  results  were  encouraging.  None  of  the 
treated  eyes  became  worse  because  of  the  freez- 
ing, but  the  procedure  is  still  in  an  experimental 
stage. 

Kenney,  M.,  and  Illes,  C.  H.:  Enhancement 
of  protection  to  staphylococcal  infection  by  vac- 
cines, New  York  State  J.  Med.  66:  1084 

(May  1)  1966. 

To  evaluate  the  true  usefulness  of  various 
staphylococcal  vaccines,  rabbits  were  immunized 
followed  by  challenge  with  live  strains  of  Staph- 
ylococcus aureus.  Only  vaccines  prepared 
from  whole,  strong,  toxin- producing  staph- 
ylococci were  capable  of  producing  protection 
to  massive  intravenous  inocula  as  well  as  better 
protection  against  late  local  infections  in  rab- 
bits. Vaccines  produced  from  lysed  staphylo- 
cocci and  from  weak  toxin-producing  strains 
appeared  to  be  ineffective.  Preliminary  in- 
vestigation showed  that  similar  vaccines  pro- 
duced from  whole,  strong,  toxin-producing  S. 
aureus  can  benefit  human  beings  in  both  preven- 
tion and  treatment  of  already  established  skin 
infections. 
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NORPRAMIN 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


Indications:  In  depression  of  any  kind— neurotic  and  psychotic  depressive 
reactions:  manic-depressive  or  involutional  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include:  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  “bad  taste," 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of 
50,  500  and  1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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Abstracts  in  Interlingua 


Slepian,  A.:  Chirurgia  de  disco  lumbar;  re- 
sultatos  de  prolongate  observationes  catam- 
nestic  de  tres  neurochirurgos  ( anglese ),  New 
York  State  J.  Med.  66:  1063  (1  de  maio)  1966. 

Esseva  analysate  le  interventiones  chirurgic 
in  lumbar  discos  intervertebral  executate  per 
tres  neurochirurgos  in  un  total  de  1192  patientes. 
Le  technicas  empleate  es  describite.  Irresol- 
vite  problemas,  tal  como  le  fusionage  spinal,  es 
commentate,  e le  beneficios  de  myelographia 
si  ben  como  le  reaction  a illo  es  delineate.  A 
base  de  un  proportion  medie  de  60  pro  cento  de 
casos  private  e de  40  pro  cento  de  casos  de  com- 
pensation, il  esseva  trovate  que  le  resultatos  le 
plus  satisfacente  esseva  obtenite  in  casos  private 
o non  de  compensation.  Studios  del  procedi- 
mentos  operatori  includeva  analyses  de  patientes 
in  qui  protrusiones  discal  esseva  exhibite,  del 
nivellos  del  excision,  del  numeros  de  opera tiones 
effectuate,  e del  interspatios  explorate.  Com- 
plicationes  e le  duration  del  periodo  de  obser- 
vation es  notate.  II  pare  que  le  etate  del  pa- 
tientes non  es  relationate  con  resultatos  de  basse 
qualitate,  e in  le  opinion  de  omne  le  partici- 
pantes,  le  melior  resultatos  es  obtenite  in  pro- 
trusiones discal  francamente  rupturate.  A 
generalmente  parlar,  le  resultatos  de  interven- 
tiones chirurgic  in  discos  intervertebral  es  in- 
coragiante. 

Krasnitz,  A.,  Katz,  J.,  e Kunofsky,  S.:  Non- 
specific sensibilitate  pro  tuberculina  (Battey)  in 
le  stato  de  New  York  {anglese).  New  York 
State  J.  Med.  66:  1069  (1  de  maio)  1966. 

Certe  patientes  con  morbo  clinic  resimilante 
tuberculosis  ha  de  facto  lesiones  causate  per 
atypic  mycobacterios.  Sensibilitate  pro  le 
tuberculina  producite  ab  le  bacillo  Battey 
(purificate  derivate  proteinic  de  Battey  = 
PPD  -B)  es  commun  in  certe  areas.  Pro  de- 
terminar  le  prevalentia  de  sensibilitate  pro 
PPD-B  in  comparation  con  le  tuberculinas 
standard  (purificate  derivato  proteinic  standard 
= PPD-S)  e pro  estimar  le  importantia  de 
varia tiones  in  le  performance  e le  lectura  del  test 
a tuberculina  de  Mantoux,  patientes  in  un  hos- 
pital mental  esseva  testate  con  le  duo  tubercu- 
linas mentionate.  Dece  patientes  esseva  testate 
con  PPD-B  in  ambe  antebracios;  10  con 
PPD-S  in  ambes;  e le  remanentes  con  PPD-B 
in  le  sinistre  e con  PPD-S  in  le  dextere  ante- 
bracio.  A base  del  definition  que  un  reaction 
esseva  positive  quando  illo  monstrava  5 mm 
o plus  de  induration,  il  esseva  trovate  que  25,5  pro 
cento  del  patientes  reageva  a PPD-B,  51,9  pro 
cento  a PPD-S.  Inter  93  patientes  qui  reageva 
a ambe  antigenos,  duo  tertios  monstrava  plus 
forte  reactiones  a PPD-S,  durante  que  le  re- 


manente  tertio  monstrava  reactiones  de  simile 
magnitudes  in  le  duo  tests.  Solmente  4,2  pro 
cento  reageva  positivemente  a PPD-B  in  le  pre- 
sentia  de  un  resultato  negative  in  le  test  a 
PPD-S. 

Noehren,  T.  H.:  Syndrome  de  hyperventila- 
tion e su  relation  a emphysema  pulmonar 
{anglese).  New  York  State  J.  Med.  66:  1076 
(1  de  maio)  1966. 

Un  del  possibile  stimulos  pro  le  syndrome  de 
hyperventilation  o de  dyspnea  es  precoce  em- 
physema pulmonar  de  leve  grado,  sed  il  es  im- 
portante  que  un  diagnose  differential  o combi- 
nate  es  establite  pro  assecurar  le  correcte  tracta- 
mento  de  iste  conditiones.  Quando  le  em- 
physema es  sever,  tension  emotional  pote  re- 
sultar  in  le  disveloppamento  de  concomitantes 
invalidante.  Tamen,  in  certe  casos  le  syn- 
drome de  hyperventilation  incontrate  in  un  in- 
dividuo  normal  pote  ducer  a un  erronee  diagnose 
de  emphysema  pulmonar.  Attention  es  re- 
quirite  pro  que  le  syndrome  de  hyperventilation 
non  es  confundite  con  emphysema  pulmonar. 
Le  criterios  es  ben  establite.  Le  methodos  usate 
in  le  therapia  del  duo  conditiones  es  radical- 
mente  differente. 

de  Roetth,  A.,  Jr.:  Cryochirurgia  in  glau- 

coma {anglese).  New  York  State  J.  Med.  66: 
1081  (1  de  maio)  1966. 

Cryochirurgia,  in  que  glaucoma  es  tractate  per 
le  application  de  temperaturas  de  sub  0 C al  re- 
gion del  corpore  ciliari  con  le  objectivo  de  re- 
ducer le  pression  intra-ocular,  resimila  in  prin- 
cipio  cyclodiathermia,  con  le  differentia  que 
frigido  in  loco  de  calor  es  usate  pro  cauterisar  le 
corpore  ciliari.  Cryochirurgia  es  indicate  in  le 
caso  de  oculos  con  glaucoma  avantiate;  oculos 
que  ha  jam  experientiate  un  o plure  operationes 
pro  glaucoma  e que  es  pauco  promittente  candi- 
dates pro  nove  interventiones  intra-ocular; 
oculos  con  vision  restringite  in  le  quales  chirurgia 
intra-ocular  es  possibilemente  hasardose;  e oc- 
casionalmente  in  casos  de  glaucoma  hemor- 
rhagic o de  oculos  con  fortemente  vascularisate 
irides.  Es  utilisate  un  apparato  in  que  nitro- 
geno  liquide  es  le  agente  frigidatori.  In  plus  que 
100  oculos  glaucomatose  in  le  quales  cryo- 
chirurgia esseva  usate,  le  resultatos  esseva  in- 
coragiante.  Nulle  del  oculos  tractate  se  de- 
teriorava  a causa  del  congelation,  sed  le  technica 
es  ancora  in  un  stadio  experimental. 

Kennedy,  M.,  e Illes,  C.  H.:  Le  promotion 
del  protection  contra  infectiones  staphylococcal 

continued,  on  page  1050 


1046  New  York  State  Journal  of  Medicine  / May  1,  1966 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


•L&J  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-five  years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society's  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 


STABILITY . . . 

SUPERVISION  . . . 
SERVICE . . . 


1047 


ALKALOL, 

for  mucus 
membranes 
bland, 
effective 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Stale  Journal  of  Medicine. 


An  Effective 

Non-Barbiturate  Sedative 


VALERIANETS 
-DISPERT 

A tasteless,  odorless  and  harmless  mild  hypnotic 
free  from  the  habit  forming  properties  of  barbitu- 
rates. Will  induce  restful  sleep  and  sedation  in 
cases  of  nervous  excitement,  depressive  states, 
menopausal  molimena,  insomnia. 

Each  chocolate  coated  tablet  contains-.  Ext.  of 
Valerian  (highly  concentrated)  0.05  gm.  dis- 
pergentized,  Dose:  1 or  2 tablets  daily. 
Supply:  Bottles  of  50,  at  all  pharmacies. 
Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
10  Fairchild  Court,  Plainview,  N.  Y.  11803 


Index  to  Advertisers 


Abbott  Laboratories 1039,  1040,  1041,  1042 

Alkalol  Company 1048 

Ames  Company,  Inc 3rd  cover 

James  M.  Arnold 1047 

Breon  Laboratories 2nd  cover 

Burroughs  Wellcome  & Company,  Inc 1047 

Dorsey  Laboratories 1051,  1052,  1053,  1054 

Group  Health  Insurance 1062 

Holbrook  Manor 1139 

Lakeside  Laboratories 1045 

Lederle  Labs.,  Div.  Amer.  Cyanamid  Co 4th  cover 

Eli  Lilly  & Company 1056 

Carl  M.  Loeb,  Rhoades  & Company 1043 

Miles  Products,  Div.  Miles  Labs.,  Inc 1025 

Parke,  Davis  & Company 1035 

Pinewood  Sanitarium 1139 

J.  B.  Roerig  & Company 1029 

G.  D.  Searle  & Company 1061 

Standard  Pharmaceutical  Company,  Inc 1048 

Tar  Gard  Company 1033 

Upjohn  Company 1023 

Wallace  Laboratories 1036-1037 

Winthrop  Laboratories 1027 


1048 


MSS  NY  PUBLICATIONS  FOR  MEMBERS... 

These  periodicals  are  some  of  the  benefits  you  receive  with  your  State 
Society  membership. 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE 

Now  in  its  66th  year  of  publication,  the 
semimonthly  New  York  State  Journal  of 
Medicine  is  “dedicated  to  the  continuing 
education  of  the  physician.” 


MEDICAL  DIRECTORY  OF 
NEW  YORK  STATE 

This  biennial  publication  is  your  first 
source  of  professional  information.  More 
than  32,000  registered  physicians  in  New 
York  State  are  individually  listed  with  perti- 
nent professional  data. 


MEDICAL 

DIRECTORY 

of  Nett'  Yo»k  Snrr 


ihWlSro  JvkmL 

T' 


THE  NEWS  OF  NEW  YORK 

A monthly  newsletter  which  keeps  its 
finger  on  happenings  in  the  county  societies 
. . . State  and  Federal  legislative  items  . . . 
medical  P.R.  news. 


WHAT  GOES  ON 

A monthly  calendar  of  medical  lectures, 
conferences,  post  graduate  courses,  seminars, 
etc.,  throughout  the  states  of  New  York  and 
New  Jersey. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Ave.,  New  York,  N.  Y.  10017 
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per  medio  de  vaccinos  ( anglese ),  New  York 
State  J.  Med.  66:  1084  (1  de  maio)  1966. 

Pro  evalutar  le  ver  utilitate  de  varie  vaccinos 
staphylococcal,  conilios  esseva  immunisate  e 
subsequentemente  subjicite  al  provocation  per 
vive  lineas  de  Staphylococcus  aureus.  Sol- 
mente  vaccinos  preparate  ab  intacte  e forte 
staphylococcos  producente  toxina  esseva  capace 


a evocar  protection  contra  massive  inoculos 
intravenose  e etiam  un  meliorate  protection 
contra  tardive  infectiones  local  in  conilios. 
Vaccinos  producite  ab  lysificate  staphylococcos 
e ab  lineas  debile  in  lor  production  de  toxina 
pareva  esser  inefficace.  Un  investigation  pre- 
liminari  demonstrava  que  simile  vaccinos  pro- 
ducite ab  intacte  e forte  lineas  de  S.  aureus 
capace  a producer  toxina  es  de  beneficio  a hu- 
manos  in  le  prevention  de  infectiones  cutanee  e, 
si  jam  establite,  in  lor  tractamento. 


Books  Reviewed 


Pediatric  Procedures.  By  Walter  T.  Hughes, 
Jr.,  M.D.  Octavo  of  208  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $7.50. 

This  is  a book  which  should  be  available  in  the 
library  of  every  hospital  which  has  a pediatric 
service.  The  author  is  academically  well  quali- 
fied to  discuss  a topic  so  fundamental  to  good 
pediatric  care. 

The  author  does  not  attempt  to  add  anything 
new  or  startling  to  the  pediatric  literature. 
Rather,  he  has  compiled  for  the  reader  standard 
procedures  which  have  been  used  by  pedia- 
tricians for  many  a year.  Basic  considerations 
such  as  how  to  restrain  a child,  how  to  collect 
blood,  and  where  to  start  infusions  are  presented 
graphically  and  concisely.  For  the  novice  to 
pediatrics  the  descriptions  of  such  standard 
procedures  should  prove  to  be  very  helpful.  For 
the  more  sophisticated  the  author  presents  many 
recent  innovations  of  old  procedures.  For  ex- 
ample, the  section  on  the  nonsuture  method  of 
closing  lacerations  is  very  clearly  presented  by 
illustrations  and  accompanying  text. 

This  is  a book  which  is  well  worth  the  atten- 
tion of  those  being  initiated  into  pediatrics. 
Even  the  veterans  might  find  some  refreshing 
new  concepts  on  procedures  which  originated  in 
their  time. — Walter  J.  O’Connor,  M.D. 


Drug  Addiction  in  Youth.  Edited  by  Ernest 
Harms.  Octavo  of  210  pages.  Oxford,  Per- 
gamon  Press,  1965.  Cloth,  $9.50. 

This  book  consists  of  a collection  of  papers, 
each  emphasizing  one  particular  aspect  of  drug 
addiction  in  young  people.  Most  of  the  con- 
tributors are  psychologists  who  were  connected 
with  the  Riverside  Hospital  for  Adolescent 
Narcotics  Addicts  that  the  City  of  New  York 
formerly  operated. 

Other  contributors  include  physicians,  social 
workers,  and  a clergyman. 

The  papers  cover  the  incidence,  etiology, 
treatment  attempts,  psychologic,  and  sociologic 
aspects  of  drug  addiction.  Because  none  of  the 
programs  set  up  to  study  or  treat  drug  addiction 
have  been  continued  for  a sufficient  number  of 
years,  the  papers  describe  fragments  of  total 
programs. 

The  writers  are  to  be  commended  for  doing 
so  well  with  the  limited  scope  of  facilities  avail- 
able to  them. 

One  could  only  wish  the  treatment  programs 
and  studies  described  and  suggested  in  this  book 
could  have  been  carried  out  in  a definitive  style. 

This  book  is  recommended  for  all  psychia- 
trists, physicians,  and  others  who  have  an  in- 
terest in  drug  addiction. — Edward  L.  Pinney, 
Jr.,  M.D. 
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this  issue:  partners  in  misery 


Partners  in  misery: 
common  cold  and  duodenal  ulcer* 


3,  century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.1 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  1 3 per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.2  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  two  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  with  a rate  of  1 14  beats  per  minute,  and  blood 


The  commonly  found  " clover-leaf  ’ roentgenographic  ab- 
normality of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 

pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti- 
mation was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred. 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 

t he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold"  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved. 
The  absence  of  curative  treatment  for  these  viral  infections  has 
spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 


To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.3  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 
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substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
enough  in  some  instances  to  cause  hematemesis  and 
melena.4  It  has  been  suggested  that  interference 
with  the  protective  mucous  layer  of  the  stomach 
allows  this  to  happen.  There  is  no  evidence  that 
hypersecretion  occurs,  but  the  taking  of  aspirin  has 
been  followed  by  exacerbation  of  ulcer  symptoms 
and  occasionally  by  gastrointestinal  bleeding.5  The 
ulcer  patient  with  a cold  should  take  salicylates  with 
an  antacid,  or  preferably  other  means  of  sympto- 
matic relief  should  be  found. 

Caffeine  has  two  actions  on  gastric  secretion.  One 
directly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
response  to  other  stimuli.6  In  high  doses  to  animals, 
it  has  produced  erosive  gastritis  and  peptic  ulcera- 
tion. Caffeine-containing  beverages  are  discouraged 
for  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.7  Many  cold  remedies  contain  caffeine. 

To  sufferers  from  allergic  rhinitis  springtime  brings 
symptoms  of  nasal  obstruction,  loss  of  taste  and 
smell  and  malaise  similar  to  those  caused  by  viral 
infection  but  due  instead  to  allergens  which  at  that 
time  of  year  are  principally  tree  pollens.  Relief  from 
these  symptoms  can  be  obtained,  though  not  wisely, 
by  the  use  of  steroid  medication.  Unfortunately, 
chronic  sufferers  from  these  allergies  have  used  this 
approach  with  varying  degrees  of  success.  Steroid 
hormones  increase  gastric  secretion  and  delay  the 
healing  of  experimental  ulcers.8,9  Clinically  their 
administration  has  been  associated  with  reactivation 
of  healed  duodenal  ulcers,  and  with  bleeding  and 
perforation  which  were  not  always  preceded  by 
typical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
only  with  adequate  antacid  coverage. 

Summing  up  I,  is  immaterial  by  which  pathways 

the  malaise  and  lassitude,  depression  and  irritability 
activate  an  ulcer,  but  it  is  the  physician’s  responsi- 
bility to  ensure  that  the  medications  he  selects  to 
relieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 
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National  health  survey  to  come 
to  Dutchess  County 

The  U.S.  Public  Health  Service’s  Health 
Examination  Survey,  authorized  by  Congress  in 
1956,  will  visit  the  Dutchess  County  area  to  ex- 
amine a sample  of  the  teen-age  population 
(ages  twelve  through  seventeen)  during  a 
four- week  period  beginning  June  1.  This  will 
be  part  of  a series  of  examinations  in  a nation- 
wide health  survey  of  youngsters. 

About  200  youths  to  be  examined  in  the 
Dutchess  County  area  will  be  chosen  by  a 
scientific  sampling  process  from  the  entire 
twelve-through-seventeen-year-old  population. 
Examinations  will  be  given  in  the  Health  Sur- 
vey’s mobile  examination  center,  which  will 
be  brought  to  the  area  in  May  and  set  up  in  a 
convenient  location.  The  purpose  of  the  ex- 
aminations is  to  collect  on  a uniform  basis 
statistical  information  on  various  aspects  of  the 
health  of  this  age  group  and  to  obtain  data  on 
certain  physical  and  physiologic  measurements 
relating  to  growth  and  development. 

The  process  will  include  special  examination 
by  a physician  of  the  eyes,  ears,  nose  and 
throat,  heart,  and  neuromuscular  systems; 
dental  examination  by  a dentist;  test  of  visual 
acuity  and  color  vision;  recordings  of  blood 
pressure;  biologic  and  biochemical  tests  of  a 
blood  sample;  audiometric  test  for  hearing 
performed  in  a soundproof  room;  x-ray  of  the 
hand  and  wrist  for  bone  age;  x-ray  of  the  chest 
for  cardiovascular  and  pulmonary  abnormali- 
ties; a ten-lead  electrocardiogram  and  a phono- 
cardiogram  of  the  heart;  a timed  vital  capacity 
using  a wedge  spirometer;  an  exercise  tolerance 
test  under  a measured  workload  using  a tread- 
mill; a grip-strength  test;  recordings  of  height, 
weight,  and  various  other  measurements  of 
growth  and  development;  and  measurements  of 
verbal,  perceptual,  and  social  skills  by  a psychol- 
ogist. 

The  Health  Examination  Survey  is  designed 
to  collect  data  primarily  on  the  health  aspects 
of  growth  and  development.  The  survey  is  not 
intended  as  a screening  procedure;  referral 
for  diagnosis  is  not  made.  The  fact  that  the 
examination  is  not  complete  and  is  not  a sub- 
stitute for  a visit  to  one’s  own  physician  and 
dentist  is  stressed  with  the  parents  of  each 
youth  examined.  No  part  of  the  results  of  the 
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examination,  except  for  a card  stating  the 
blood  type,  will  be  disclosed  to  the  youth  or  to 
his  parents.  A report  of  relevant  findings  will 
be  sent  to  the  youngster’s  physician  and  dentist 
when  the  parents  request  that  this  be  done. 

The  examining  physicians  will  be  senior  resi- 
dents or  fellows  in  pediatrics  working  tempo- 
rarily with  the  Public  Health  Service.  Other 
members  of  the  examining  team  will  include  a 
nurse,  dentist,  two  psychologists,  and  x-ray 
and  other  technicians. 

This  health  examination  of  youth  is  referred 
to  as  the  third  cycle  of  the  Health  Examination 
Survey.  A second  cycle  of  children’s  health 
examinations  was  completed  last  December. 
The  second  cycle  was  concerned  with  children 
from  six  through  eleven  years  of  age.  During 
a thirty-month  period,  a total  of  7,129  children 
were  examined  in  40  locations  across  the  nation. 
A first  cycle  of  adult  health  examinations,  end- 
ing in  late  1962,  completed  a three-year  survey 
and  examined  a total  of  6,672  adults  from 
eighteen  through  seventy-nine  years  of  age. 


Personalities 

Appointed.  Joseph  R.  Buchanan,  M.D., 
formerly  senior  psychiatrist  at  Rockland  State 
Hospital,  Orangeburg,  New  York,  as  staff 
psychiatrist  at  the  Institute  for  the  Crippled 
and  Disabled  in  New  York  City  . . . Fred  J. 
Schilling,  M.D.,  F.A.C.P.,  vice-president  and 
medical  director  of  The  Continental  Insurance 
Companies,  as  president  and  administrative 
director  of  the  newly  formed  Continental  Re- 
search Institute  which  will  be  concerned  with 
studies  in  health  sciences  and  environmental 
diseases. 

Awarded.  Christopher  F.  Terrence,  M.D., 
first  deputy  commissioner  of  the  New  York 
State  Department  of  Mental  Hygiene,  the  1966 
Dr.  Richard  Hutchings  Award  presented  an- 
nually by  the  New  York  State  Hospital  Medical 
Alumni  Association.  The  award  is  presented 
by  the  association  “to  honor  the  physician  in 
the  State  hospital  system  whose  scientific 
contribution,  devotion  to  improving  conditions 
for  the  State  hospital  patient,  and  service  to  the 
field  of  psychiatry  have  been  outstanding.” 
Prior  to  his  elevation  to  the  post  in  Albany,  Dr. 
Terrence  served  as  director  of  Rochester  State 
Hospital. 
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tary tract.  Although  allergic  manifestations  are 
uncommon  with  the  use  of  erythromycin,  there 
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Editorials 


Journal  awards  for  1965 


By  established  custom  this  year  as  here- 
tofore the  president  of  the  Medical  Society 
of  the  State  of  New  York  presented  five 
awards  on  behalf  of  the  Journal  at  the 
opening  of  the  160th  annual  meeting  of  the 
Society’s  House  of  Delegates. 

Waring  S.  Willis,  M.D.,  presented  the 
fifth  annual  Laurance  D.  Redway  medal 
and  award  for  excellent  medical  writing  in 
the  Journal  to  Norman  A.  Harvey,  M.D., 
of  Glen  Falls,  for  a series  of  three  articles  on 
“Cybernetic  Applications  in  Medicine” 
which  was  published  in  the  issues  of  March 
15,  April  1,  and  April  15,  1965. 

Cybernetics,  the  precocious  child  of  twen- 
tieth century  science,  was  developed  by  the 
late  professor  Norbert  Wiener  of  the  Massa- 
chusetts Institute  of  Technology  and  was  so 
named  by  him  from  a Greek  root  meaning 
steersman  or  governor. 

This  new  science  has  made  space  explora- 
tion possible  and  has  revolutionized  busi- 
ness procedures.  It  has  vast  implications 
for  medicine  as  well. 

The  application  of  cybernetics  to  medical 
problems  represents  an  unexplored  field 
offering  great  promise.  Dr.  Harvey  de- 
scribed this  new  discipline,  which  is  of  a 
highly  complex  nature,  in  clear  and  easily 
understood  fashion. 

In  publishing  this  comprehensive  study 
for  its  readers  the  Journal  was  enabled  to 
illuminate  in  some  part  the  challenges  of  the 
future. 

Continuing  a series  of  awards  initiated  in 
1965,  the  Journal  honored  four  of  its  as- 
sociates with  Distinguished  Service  Awards. 
The  citations  are  as  follows. 

Norman  S.  Moore,  M.D.  A distin- 
guished service  award  was  made  to  Norman 
S.  Moore,  M.D.,  of  Ithaca,  for  long  and  con- 
tinuing service  to  the  Journal.  Dr. 
Moore  joined  the  voluntary  editorial  staff 
as  associate  editor  in  1944.  In  1945  he  be- 
came Assistant  Managing  Editor  and  As- 
sistant Literary  Editor  serving  in  this 


Norman  A.  Harvey,  M.D.,  (left)  accepting  the  1965 
Laurance  D.  Redway  medal  and  award  from 
Waring  S.  Willis,  M.D.  (right). 


capacity  until  1948,  when  he  became  a 
member  of  the  Associate  Editorial  Board. 
In  1948  from  the  Graduate  School  of  Nutri- 
tion of  Cornell  University  he  initiated  the 
Journal  section  “Facts  About  Nutrition” 
which  later  became  known  as  “Nutrition 
Excerpts,”  and  is  now  titled  “Nutrition 
Reports.”  This  sequence  has  been  con- 
tinuous and  is  today  a prominent  feature  of 
the  Journal. 

Dr.  Moore  served  again  from  1953  until 
1958  as  Assistant  Editor,  then  became 
Consulting  Editor  and  joined  the  Publica- 
tion Committee. 

In  1963  he  was  appointed  chairman  of  the 
Ad  Hoc  Committee  to  study  the  Journal 
and  his  wise  leadership  piloted  the  Journal 
through  a difficult  economic  period. 

He  joined  the  Editorial  Council  in  1964, 
where  his  advice  has  been  of  inestimable 
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1965  Distinguished  service  award  recipients  (left  to  right):  Daphne  A.  Roe,  M.D.,  Norman  S.  Moore,  M.D., 
William  B.  Ober,  M.D.,  and  Michael  S.  Bruno,  M.D. 


value  in  the  editorial  affairs  of  the  Journal. 

No  member  of  the  Medical  Society  of  the 
State  of  New  York  has  a longer  and  more 
dedicated  history  of  service  to  the  Journal. 

Nutrition  Reports.  A distinguished  serv- 
ice award  for  “Nutrition  Reports”  was 
presented  to  Daphne  A.  Roe,  M.D.,  editor 
of  this  section  of  the  Journal. 

These  commentaries  on  all  phases  of 
nutrition  have  been  an  outstanding  feature 
of  the  Journal  continuously  since  1948. 
Written  by  members  of  the  faculty  of  the 
Graduate  School  of  Nutrition  of  Cornell 
University  at  Ithaca,  the  excellence  of  the 
material  has  been  acclaimed  far  beyond  the 
confines  of  the  State.  That  these  articles 
have  become  valued  reference  material  for 


scientists  and  students  over  a wide  geo- 
graphic area  is  a source  of  satisfaction  to  the 
authors  and  of  pride  to  the  Journal. 

Clinicopathologic  Conferences.  A distin- 
guished service  award  was  made  for  the 
Clinicopathologic  Conferences,  edited  by 
Michael  S.  Bruno,  M.D.,  and  William  B. 
Ober,  M.D. 

The  selection  of  cases,  their  factual  pres- 
entation, logical  analysis,  discussion,  and 
the  description  and  illustration  of  the  ulti- 
mate findings  make  these  exercises  a prime 
teaching  mechanism. 

The  excellence  of  this  material  sustains 
the  Journal’s  masthead  slogan — “Dedi- 
cated to  the  continuing  education  of  the 
physician.” 
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Pro-Banthine  Is  Effective 


(propantheline  bromide) 


Complete  gastric  relaxation  with  Pro-Banthine.  As  this  intragastric  photograph 
demonstrates,  gastric  relaxation  is  attained  with  6 mg.  of  Pro-Banthine  intraven- 
ously; the  antrum  is  relaxed  and  the  pyloric  orifice  remains  open.  Full  intravenous 
doses  of  atropine  (4  mg.)  produce  no  measurable  effect. 


Intragastric  photography  has  provided  a 
new  and  precise  method  of  measuring  the 
effectiveness  of  anticholinergic  drugs.  The 
transition  from  gastric  motor  activity  to  re- 
laxation seen  with  effective  doses  of  such 
drugs  takes  only  a few  seconds  and  is  easily 
demonstrated. 

The  importance  of  vagal  stimulation  of 
gastric  hyperacidity  and  hypermotility 
makes  such  measurements  particularly  im- 
portant in  evaluating  the  parasympatholytic 
effect  of  drugs  used  in  patients  with  peptic 
ulcer,  gastritis,  biliary  dyskinesia  and  other 
gastrointestinal  disorders. 

Pro-Banthine  has  been  shown1  to  produce 
complete  gastric  motor  inactivity  with  doses 
of  6 to  8 mg.  intravenously.  Comparison 
tests  were  made  with  the  belladonna  frac- 
tion, atropine.  Measured  usual  dosage  unit 
versus  usual  dosage  unit,  Pro-Banthine  was 


more  than  four  times  as  effective  as  the 
belladonna  alkaloid. 


Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 


Oral  Dosage:  Adequate  dosage  should  be  given  for 
optimal  results.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications:  Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a curare- 
like action  may  occur.  Pro-Banthine  is  contraindi- 
cated in  patients  with  glaucoma,  severe  cardiac 
disease  and  prostatic  hypertrophy. 

I.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Cinegastro- 
scopic  Observations  on  the  Effect  of  Anticholinergic  and 
Related  Drugs  on  Gastric  and  Pyloric  Motor  Activity,  Amer. 

J.  Dig.  Dis.  10:506-513  (June)  1965. 
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Scientific  Articles 


Lumbar  Disk  Surgery 

Long  Follow-Up  Results 
from  Three  Neurosurgeons 


an  analysis  is  made  of  lumbar  disk  surgery 
performed  by  three  neurosurgeons  on  a total 
of  1,192  patients,  and  the  technics  are  de- 
scribed. Unresolved  problems  such  as  spinal 
fusion  are  discussed  and  the  benefits  of  as 
well  as  reactions  to  myelography  outlined. 
Of  an  average  of  60  per  cent  private  versus 
40  per  cent  compensation  cases  it  was  found 
that  the  most  gratifying  results  were  in  non- 
compensable  or  private  patients.  Operative 
procedure  studies  included  analyses  of  pa- 
tients with  disk  protrusions  removed,  the 
levels  of  removal,  numbers  of  operations  per- 
formed, and  the  interspaces  explored.  Com- 
plications and  the  periods  of  observation  are 
noted.  Age  apparently  had  no  relation  to 
poor  results,  and  it  is  the  consensus  that  best 
results  are  obtained  with  frankly  ruptured 
disk  protrusions.  The  over-all  results  of 
disk  surgery  are  gratifying. 


ALEXANDER  SLEPIAN,  M.D.,  F.A.C.S. 

Niagara  Falls,  New  York 

Attending  and  Consulting  in  Neurological  Surgery, 
Niagara  Falls  Memorial  and  Mount  St.  Mary’s 
Hospitals,  Niagara  Falls,  New  York;  Instructor 
in  Neurological  Surgery,  University  of  Buffalo 


P revious  reports  on  large  numbers  of 
patients  operated  on  for  lumbar  disks, 
particularly  from  neurosurgical  centers, 
are  the  combined  results  of  several  neuro- 
surgeons and  their  residents.  Inasmuch  as 
a neurosurgeon  is  individualistic,  variations 
in  operative  technic  should  have  some  bear- 
ing on  the  statistical  results.  This  report 
deals  with  1,192  patients  collected  from 
three  separate  groups  in  each  of  which  all 
patients  were  operated  on  by  a single 
neurosurgeon.  They  include  355  patients 
of  Hamby,1  570  patients  of  Brown,2  and 
267  patients  of  the  author,  grouped  for 
convenience  as  Series  A,  B,  and  C,  re- 
spectively. 

The  myelographic  studies  for  each  pa- 
tient were  also  carried  out  by  the  neuro- 
surgeon or  directly  under  his  supervision. 
In  this  author’s  series,  all  myelograms  were 
performed  by  himself. 

The  author’s  surgical  technic  consisted  of 
interlaminal  exploration,  always  on  the  side 
of  pain,  rarely  bilaterally,  frequently  at 
more  than  one  level.  At  each  level  of  ex- 
ploration, the  lamina  directly  over  the  ex- 
posed nerve  was  punched  out  for  approxi- 


mately 1 cm.  This  was  to  permit  increased 
mobility  of  the  nerve  root,  when  and  if  oste- 
ophytic  eburnation  occurred,  forestalling 
pressure  on  the  nerve  against  the  overlying 
bony  edge  of  the  lamina.  As  much  disk 
as  was  consistent  with  good  judgment  was 
removed  from  each  interspace  entered. 
In  each  case  the  disk  material  was  measured 
in  a syringe,  dried  by  suction  as  well  as  pos- 
sible, and  the  amount  recorded.  The  maxi- 
mum obtained  to  date  was  28  cubic  centi- 
meters. 

The  first  description  of  traumatic  rupture 
of  intervertebral  disk  is  accredited  to 
Virchow  in  1857. 3 Oppenheim  and  Krause 
in  1909 4 successfully  removed  a ruptured 
disk,  diagnosed  pathologically  as  an  en- 
chondroma.  Like  many  historical  de- 
scriptions, the  original  report  lay  dormant 
until  1929  when  Dandy5  reported  2 cases 
of  disk  protrusions  found  at  surgery  and 
removed.  Prior  to  operating,  he  suspected 
the  symptoms  as  due  to  a tumor.  In  1934 
Mixter  and  Barr6  described  the  present 
clinical  entity.  Since  then,  literally  thou- 
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sands  of  disk  protrusions  have  been  re- 
moved with  relief  of  excruciating  and 
disabling  pain  in  a vast  majority  of  pa- 
tients. 

There  are  many  unresolved  problems 
pertaining  to  this  condition.  The  question 
of  spinal  fusion  appears  most  controversial. 
Barr7  feels  that  all  backs  should  be  fused 
after  disk  surgery.  At  the  other  extreme, 
Caldwell  and  Sheppard8  conclude  there  is  no 
indication  for  spinal  fusion.  Because  of 
this  controversy,  fusion  versus  nonfusion, 
the  American  Orthopedic  Association  au- 
thorized the  Research  Committee  to  in- 
vestigate this  problem. 9 Patients  con- 
sidered had  been  operated  on  more  than 
five  years  before  the  study  and  included 
those  done  between  January  1,  1941,  and 
January  1,  1946.  The  upper  age  limit  was 
set  at  forty-five  years  to  eliminate  physio- 
logic degenerative  manifestations.  Their 
study  covered  374  patients,  256  who  under- 
went disk  protrusion  removal  alone  and  118 
who  had  disk  protrusion  removal  followed 
immediately  by  fusion.  Although  this 
series  was  rather  small,  some  salient 
statistical  value  is  derived.  There  was  8.6 
per  cent  less  back  pain  in  the  fused  pa- 
tient— 45.7  per  cent  fused  versus  54.3  per 
cent  nonfused.  Pain  in  the  lower  extrem- 
ities was  3.2  per  cent  greater  in  nonfused 
(46.5  versus  43.3  per  cent).  Satisfactory 
results  were  10.33  per  cent  better  in  the 
fused  group  (69.4  versus  59.8  per  cent). 
Unsatisfactory  results,  including  fair,  poor, 
and  reoperations,  were  40.26  per  cent  in 
nonfused  versus  30.5  per  cent  in  fused. 
In  general,  the  fused  patient  fared  better 
by  only  10  per  cent,  so  that  if  100  patients 
underwent  disk  excision,  60  would  have 
satisfactory  long-term  results.  If  the  same 
100  patients  had  spine  fusion  additionally, 
70  satisfactory  results  would  be  obtained. 
This  would  imply  that  60  patients  would 
be  fused  who  would  do  as  well  without  the 
additional  surgery.  This  is  particularly 
significant  since  the  hospital  stay  for  fused 
patients  averaged  fifty-eight  days  versus 
fifteen  days  for  simple  disk  protrusion  re- 
moval; 15.2  per  cent  (18  patients)  re- 
quired refusion  operations  (including  7 for 
third  and  fourth  fusions).  In  the  simple 
disk  excision  patients,  11.7  per  cent  (30 
patients)  required  reoperation  (1  had  three 
operations  and  4 had  two  operations). 
In  the  same  group,  13  also  required  fusion 


at  a later  date,  with  1 of  these  requiring  a 
second  fusion  and  1 a third  fusion.  If  one 
also  considers  that  the  100  fused  patients 
underwent  123  fusions,  the  failure  of  fusion 
is  23  per  cent.  Complications  in  the  non- 
fusion versus  fused  patients  was  5.48 
against  10.7  per  cent.  The  conclusion  of 
the  Research  Committee  for  the  operation 
of  choice  in  simple  cases  of  herniated  nu- 
cleus pulposus  was  disk  excision  only. 

The  criterion  for  fusion  with  the  first 
disk  operation,  in  the  author’s  series,  was 
spine  instability,  manifested  by  spondylo- 
listhesis. Surprisingly,  although  the  clini- 
cal symptoms  of  disk  protrusion  per  se  are 
often  similar  to  those  of  spondylolisthesis, 
in  no  instance  was  there  evidence  of  nerve 
compression  by  a disk  at  the  level  of  this 
congenital  abnormality.  This  was  brought 
to  my  attention,  many  years  ago,  by  Graf10 
of  Buffalo.  Wherever  fusion  was  carried 
out  in  this  series,  disk  spaces  were  ex- 
plored on  the  side  of  pain,  at  each  level  of 
fusion.  This  has  been  dictated  by  myelo- 
graphic  evidence  of  fusions  having  been  done 
over  protruded  disks  at  levels  other  than 
the  spondylolisthesis.  The  disk  surgery, 
thereafter,  becomes  a herculean  task. 

Another  point  of  debate  is  the  number  of 
levels  of  exploration.  If  the  myelogram 
shows  evidence  of  disk  protrusion  at  the 
fourth  lumbar  interspace,  should  one  ex- 
plore the  fifth  lumbar  interspace  as  well? 
It  has  been  my  practice  to  explore  the  fifth 
lumbar  level  also  if  the  myelogram  was 
positive  at  the  fourth  lumbar,  regardless  of 
fifth  lumbar  findings.  This  has  proved 
fruitful  in  many  instances,  as  statistics  to 
be  given  later  will  show.  A more  difficult 
problem  involves  the  finding  of  disk  protru- 
sions at  the  fourth  lumbar  with  no  demon- 
strable myelographic  findings.  Experience 
has  taught  that  if  fifth  lumbar  interspace 
exploration  does  not  explain  the  clinical 
picture,  even  though  myelography  at  this 
level  gave  positive  findings,  the  fourth 
lumbar  should  then  be  explored  also. 

Consideration  must  also  be  given  to  the 
frequency  of  myelography.  It  is  realized 
that  in  many  institutions,  myelograms  are 
not  performed  in  patients  whose  history 
and  objective  examination  is  characteristic 
of  disk  protrusion.  It  is  the  author’s 
practice  to  do  myelography  on  all  patients 
subjected  to  disk  surgery. 

The  benefits  derived  from  myelograms 
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TABLE  I.  Distribution  of  patients,  private  versus  compensation 


Series 

Total 



- — — Compensation 

Number  Per  Cent 

Number 

Per  Cent 

A 

355 

235 

66.2 

120 

33.8 

B 

570 

321 

56.3 

249 

43.7 

C 

267 

157 

58.8 

110 

41.2 

Totals 

1 , 192 

713 

479 

are:  (1)  location  and  number  of  disk 

protrusions;  (2)  relation  of  nerve  root, 
medially  or  laterally,  to  the  protruded 
disk;  (3)  degree  of  protrusion  versus 
rupture;  (4)  confirmation  of  questionable 
disk  disturbances  with  good  or  poor  clinical 
histories  and  paucity  of  objective  findings; 
and  (5)  demonstration  of  lesions  other  than 
disk  protrusions. 

Reactions  to  myelography 

Subarachnoid  installation  of  a foreign 
substance  such  as  iodophenylundecylate 
(Pantopaque)  is  not  without  danger. 
Some  have  found  no  complaints  attrib- 
utable to  iodophenylundecylate  left  pur- 
posely in  the  spinal  subarachnoid  space 
for  several  years.  Peacher  and  Robert- 
son’s11 study  of  iodophenylundecylate  mye- 
lography reported  minimal  and  transient 
meningeal  reaction.  The  complications  are 
often  due  to  technical  difficulties.  Pares- 
thesias are  not  uncommon  along  a nerve 
root  impinged  on  by  the  spinal  needle. 
Postspinal  headache  is  fairly  frequent,  in 
spite  of  such  known  precautions  as  lying 
flat  in  bed  for  twenty-four  hours.  More 
serious  complications  have  been  reported, 
including  embolization,12-14  meningitis, 15 
paraplegia,  isolated  muscle  weakness,  uri- 
nary difficulties,  arachnoiditis,  and  death. 

Approximately  1,000  myelograms  have 
been  performed  by  the  author  with  the 
following  reactions:  fairly  frequent  post- 
spinal  headache,  occasional  paresthesia  of 
transient  nature,  and  back  soreness  for 
two  or  three  days  at  site  of  needle  puncture. 

A small  percentage  of  patients  required 
repeat  myelograms  for  persistence  or  re- 
currence of  pain  In  none  of  these  was 
there  any  evidence  of  arachnoiditis,  a 
condition  frequently  demonstrable  by  mye- 
lography. 

In  spite  of  the  relative  safety  of  this  test, 
a sterile  technic,  minimal  trauma,  and  as 
complete  evacuation  of  iodophenylundecyl- 


ate as  possible  is  exercised  in  every  patient. 
A postevacuation  film  is  taken  at  the  con- 
clusion of  each  myelographic  study  to  give  a 
permanent  record  of  residual  iodophenyl- 
undecylate left  in  the  subarachnoid  canal. 

Patients  studied 

Private  versus  compensation.  Pri- 
vate patients  numbered  235  (66.2  per  cent) 
in  Series  A,  321  (56.3  per  cent)  in  Series  B, 
and  157  (58.8  per  cent)  in  Series  C.  The 
approximate  averages  are  60  per  cent 
private  versus  40  per  cent  compensation 
(Table  I). 

Sex  distribution.  Distribution  of  sexes 
is  of  interest.  Unfortunately,  Series  A 
did  not  subdivide  other  than  to  state  there 
were  68.5  per  cent  men  and  31.5  per  cent 
women.  In  Series  B,  the  industrial  group 
comprised  226  (90.8  per  cent)  males  and  23 
(9.2  per  cent)  females.  The  private  group 
consisted  of  186  (58  per  cent)  males  and  135 
(42  per  cent)  females.  In  Series  C,  there 
were  102  (92.7  per  cent)  males  and  8 
(7.3  per  cent)  females  under  compensation 
and  80  (51  per  cent)  males  versus  77  (49 
per  cent)  females  in  the  private  group. 

Age.  Series  B and  C but  not  Series  A 
differentiated  age  distribution  according  to 
compensation  versus  private.  The 
youngest  patients  in  Series  C were  a girl 
of  fifteen  and  a boy  of  sixteen.  The  age 
group  thirty-one  to  fifty  years  comprised 
70  per  cent  of  the  1,192  patients  (Table  II). 

Operative  procedures,  levels  explored, 
and  disk  protrusions  removed 

In  Series  A there  were  382  operations  on 
the  359  patients;  392  disk  protrusions 
were  removed;  290  patients  had  disk 
protrusions  removed  from  one  level;  36 
patients  had  two  disk  protrusions  removed 
at  the  time  of  original  operation;  and  10 
patients  had  three  removed.  Twenty-one 
patients  were  reoperated  at  the  same  level 
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TABLE  II.  Age  distribution  of  private  and  compensation  patients 


Series  A — — — Series  B • — — - — Series  C 


Age 

(Years') 

Num- 

ber 

Per 

Cent 

Pri-  Com- 
vate  pensation 

Per 

Cent 

Pri-  Com- 
vate  pensation 

Per 

Cent 

Under  20 

0 

0 

3 

2 

0.9 

2 

0 

0.7 

21  to  30 

46 

12.8 

36 

46 

14.2 

19 

11 

11.2 

31  to  40 

144 

40.0 

95 

98 

33.3 

43 

38 

30.3 

41  to  50 

132 

36.8 

106 

84 

32.8 

57 

35 

34.5 

51  to  60 

37 

10.4 

67 

23 

15.6 

26 

20 

17.2 

61  to  70 

0 

0 

12 

2 

2.4 

7 

6 

5.0 

Over  70 

0 

0 

4 

0 

0.8 

3 

0 

1.1 

Totals 

359 

100 

323 

255 

100 

157 

110 

100 

and  2 patients  at  a new  level.  In  Series  B 
no  statistics  were  available.  In  Series  C 
287  operative  procedures  were  done  on  267 
patients,  19  undergoing  two  operations, 
and  1 patient  having  three  operations. 
A total  of  516  interspaces  were  explored, 
and  358  disk  protrusions  were  removed 
from  all  levels.  There  were  158  negative 
explorations  of  which  22  levels  were  ex- 
plored as  prefusion  routine.  Eight  patients 
(3  per  cent)  did  not  demonstrate  disk 
protrusion  at  surgery,  although  they  were 
suspected  of  having  protrusion.  In  Series 
B there  were  16  patients  (2.8  per  cent)  with 
such  negative  explorations.  The  most 
frequent  number  of  interspaces  explored  at 
one  time  were  two  (209  patients);  one 
interspace  was  explored  in  65  patients; 
three  interspaces  were  explored  in  12  pa- 
tients; four  interspaces  in  2 patients;  and 
five  interspaces  in  1 patient.  Disk  pro- 
trusions were  removed  from  one  level  in  166 
patients;  from  two  levels  in  90  patients 
(180  disks),  and  from  three  levels  in  4 pa- 
tients. Thus,  multiple  disk  protrusions 
were  found  in  94  (35  per  cent)  patients. 

Myelographic  studies 

In  Series  A false  positive  myelograms 
were  noted  in  6 patients  at  the  third 
lumbar  level;  14  at  the  fourth;  14  at 
the  fifth;  1 at  the  second;  1 at  the 
sixth — a total  of  36  (12.5  per  cent).  In 
Series  C negative  myelograms,  but  with 
positive  disk  protrusions  (288  operations), 
were  noted  in  21  patients  at  the  fourth 
lumbar  (3  frankly  ruptured);  37  at  the 
fifth  (4  frankly  ruptured);  1 at  the  third 
lumbar — a total  of  59  (20.4  per  cent).  The 
total  of  incorrect  myelographic  interpreta- 
tions in  Series  C was  95  (33  per  cent). 


In  Series  B diagnosis  was  correct  in  65.8 
per  cent,  very  close  to  67  per  cent  in  Series 
C.  In  Series  C the  false  negative  myelo- 
grams at  the  fifth  lumbar  level  do  not  ap- 
pear to  be  unusual  because  of  the  narrow 
cul  de  sac  at  the  widest  interspace  level. 
The  disturbing  factor  was  the  21  disk 
protrusions,  3 frankly  ruptured,  found  at 
the  fourth  lumbar  level.  This  experience 
has  lead  the  author  to  explore  the  fourth 
lumbar  whenever  the  findings  at  the  fifth 
did  not  explain  the  clinical  picture,  even 
though  myelography  gave  positive  findings 
only  at  the  fifth. 

Complications  of  surgery 

In  Series  B there  were  13  complications 
(2.3  per  cent)  including  2 postoperative 
deaths:  coronary  in  1 and  a hemorrhage 
into  a pheochrome  (adrenal)  tumor.  There 
were  6 wound  infections,  2 wound  disrup- 
tions, and  1 each  of  pulmonary  infarction, 
thrombophlebitis,  and  spinal  fluid  leak.  In 
Series  C complications  numbered  22  or  8.2 
per  cent.  There  were  6 wound  infections,  1 
associated  with  foot  drop,  1 with  meningi- 
tis, and  1 with  osteomyelitis.  There  were 
3 cases  of  lower-extremity  phlebitis.  Some 
form  of  weakness  in  the  lower  extremity  on 
the  side  of  operation  was  recorded  in  11 
patients.  There  was  one  urinary  infection 
in  a patient  who  required  a Foley  catheter 
for  a prolonged  period  after  a fusion.  One 
death  followed  infection  and  pulmonary 
embolism  (0.4  per  cent)  in  1951.  Each  of 
the  other  complications  cleared  completely. 

Period  of  observation 

In  Series  A follow-up  was  from  one  to 
eleven  years  with  an  average  of  4.3  years. 
In  Series  B the  surgery  was  carried  out  be- 
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TABLE  III.  Surgical  Results 


• Series  A — — Series  B — w — Series  C — 

/ Private Compensation  Private Compensation  - — Private — > Compensation 


Results 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Excellent;  cured 

142 

60.4 

35 

29.2 

136 

42.1 

40 

16.1 

124 

85 

60 

56  0 

Good;  helped 

75 

31.9 

60 

50.0 

115 

35.9 

91 

36.9 

19 

13 

30 

28.0 

Fair;  no  change 

14 

6.0 

21 

17.5 

50 

15.4 

82 

33.2 

9 

8.4 

Poor;  worse 

4 

1.7 

4 

3.3 

22 

6.6 

34 

13.8 

3 

2 

8 

7.6 

No  complaints 

36 

13 

No  follow-up 

11 

tween  1950  and  1959.  In  Series  C,  119  pa- 
tients were  periodically  examined  up  to 
one  year,  125  patients  from  one  to  five 
years,  and  23  patients  from  five  to  ten 
years. 

Surgical  results 

The  most  gratifying  results  have  been  in 
noncompensable  patients.  In  Series  A 
142  private  (60.4  per  cent)  were  considered 
cured  (excellent)  versus  35  (29.2  per  cent) 
of  compensation  patients.  This  compares 
favorably  with  the  results  reported  in 
Series  B,  of  42.1  per  cent  excellent  results  in 
private  versus  16.1  per  cent  in  compensa- 
tion; and  of  Series  C,  85  per  cent  excellent 
results  in  private  versus  56  per  cent  in 
compensation.  The  excellent  results  in 
private  patients  surpass  those  in  com- 
pensation patients  by  31.2  per  cent  (Series 
A),  26  per  cent  (Series  B),  27  per  cent 
(Series  C),  or  a 29  per  cent  average.  The 
group  of  patients  helped,  or  with  good  re- 
sults, are  greater  in  the  compensation 
group  in  each  series.  Likewise,  poor  re- 
sults, where  the  patient  is  worse,  not 
helped,  or  helped  to  some  extent,  is  also  in 
the  higher  percentile  in  the  compensation 
group.  In  Series  C almost  three  times  as 
many  private  patients  had  no  complaints, 
36  patients  versus  13  in  the  compensation 
group  (Table  III). 

The  criteria  used  for  the  various  classifi- 
cations is  not  fully  explained  in  Series  A 
and  not  at  all  in  Series  B.  In  Series  A the 
patients  were  considered  cured  if  they  were 
pain  free  in  their  reply  to  a questionnaire. 
The  helped  group,  of  course,  were  im- 
proved. In  Series  C the  patients  were  ex- 
amined at  periodic  intervals,  the  final 
examination  coincided  with  the  termination 
of  the  follow-up  period.  It  was  felt  that 
such  an  evaluation  was  under  stricter  con- 
trol and  perhaps  of  greater  accuracy  than  a 


response  to  a letter.  In  the  excellent  group 
there  were  either  no  complaints  or  an 
occasional  back  or  leg  discomfort,  a cramp, 
or  a subjective  numbness,  not  disabling,  and 
elicited,  generally,  during  the  periodic  re- 
examination. The  good  results  were  in  pa- 
tients who  were  vastly  improved  but  still 
required  occasional  analgesics,  physio- 
therapy, and  perhaps,  a nerve  block.  They 
were  able  to  work  when  a job  was  available, 
generally  of  lighter  type.  The  fair  patient 
was  better  than  preoperatively,  but  re- 
quired periodic  rehospitalization  for  treat- 
ment because  of  episodic  severe  recurrences. 
The  poor-result  patient  was  generally  as 
bad  as  or  worse  than  prior  to  surgery. 
Age  had  no  relationship  in  the  group  to 
poor  results.  Each  decade,  from  the  fourth 
to  the  seventh,  had  about  equal  distribution 
of  failures. 

It  is  the  consensus  that  best  results  are 
obtained  in  cases  having  frankly  ruptured 
disk  protrusions.  The  following  results 
were  noted  in  64  such  patients  in  Series  C: 
3 patients  failed  to  return  for  follow-up,  53 
(82  per  cent)  were  classified  as  excellent, 
while  8 (17.2  per  cent)  were  considered 
good. 

From  the  economic  standpoint,  the 
average  postoperative  hospital  stay  for  the 
278  patients  (Group  C)  whose  records  were 
available  was  approximately  12.9  days. 
The  private  cases  averaged  12.1  days  and 
compensation  13.6  days.  The  maximum 
stay  was  thirty-eight  days,  due  to  in- 
fection. The  shortest  hospitalization  was 
six  days. 

Fusions 

Fusions  were  carried  out  on  66  patients 
in  Series  A (18.6  per  cent);  90  patients  in 
Series  B (15.8  per  cent);  and  14  patients  in 
Series  C (5.2  per  cent),  including  one  fusion 
at  another  hospital.  The  results  of  fusion 
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were  tabulated  in  Series  A;  33  patients 
were  private  and  33  compensation.  The 
excellent  results  were  45  per  cent  for  private 
versus  24.2  per  cent  for  compensation. 
Improvement  was  recorded  in  45  versus 
54.5  per  cent  and  poor  results  in  9 versus 
21.3  per  cent,  respectively. 

Summary 

This  is  an  analysis  of  1,192  patients 
undergoing  disk  surgery,  operated  on  by 
three  neurosurgeons.  Controversial  topics 
are  discussed,  including  questions  of  fusion, 
frequency,  and  accuracy  of  myelography. 
Statistical  summarization  is  made  of  sex 
and  age  distribution,  levels  and  numbers  of 
disk  protrusions  removed,  complications, 
and  end  results  of  surgery  over  prolonged 
periods  of  follow-up  in  both  private  and 
compensation  patients. 

Conclusion 

The  over-all  results  of  disk  surgery  are 
gratifying.  It  is  again  obvious  that  end 
results  are  superior  in  private  over  com- 
pensation cases.  This  has  been  clearly  re- 
ported by  Brown  and  Pont,2  Shinners  and 
Hamby,1  and  Gurdjian  et  al.u  It  is  very 
likely  that  the  less  satisfactory  results  in 
the  compensation  cases  are  based  on 
monetary  considerations.  This  is  not 
always  due  to  the  patient’s  cupidity.  The 
compensation  patient  is  often  returned  to 
hard  labor,  lifting  75  to  200  pounds, 
shoveling  coal  into  a furnace,  using  a sledge 
hammer  for  hours,  and  so  on.  Much  of  this 
labor  should  never  have  been  relegated  to 
human  backs  at  any  time.  In  other  situa- 
tions, the  patient  is  given  a light  job  and 
then  laid  off  or  is  informed  that  no  job  is 
available.  The  psychological  recourse  is 
return  of  pain,  functional  disabilities,  and 
hysterical  manifestations.  One  of  my 
favorite  observations  was  to  watch  a 
patient  limp  into  my  office,  unable  to  flex 


more  than  15  to  30  degrees  and  complaining 
of  severe,  constant  leg  pain;  and  then  ob- 
serve him  as  he  walked  outside,  rapidly 
losing  his  limp  and  getting  into  a car  with- 
out manifestations  of  guarding.  My  favor- 
ite compensation  patient,  however,  was 
one  who,  unable  to  justify  objectively  the 
multiple  complaints  of  pain  and  disability, 
when  finally  confronted  by  repeated 
paucity  of  findings,  confessed,  “I  feel  fine, 
but  my  wife  has  back  pain  and  I give  her 
my  pain  pills.” 

742  Main  Street 
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A small  proportion  of  patients  with 
clinical  disease  closely  resembling  tubercu- 
losis are  found  to  have  lesions  due  to  un- 
classified mycobacteria  rather  than  to 
typical  tubercle  bacilli.  Diagnostic  skin 
testing  with  tuberculins  prepared  from 
these  organisms  indicates  that  infection 
with  atypical  mycobacteria  is  quite  com- 
mon in  some  areas  of  this  country.  Sensi- 
tivity to  PPD-B  (purified  protein  deriva- 
tive-B),  the  tuberculin  produced  from  one 
of  these  organisms,  the  Battey  bacillus,  is 
very  common  in  the  southeastern  states, 
but  the  frequency  of  its  occurrence  in  New 
York  State  is  unknown.  The  Battey 
bacillus  was  isolated  from  a patient  at  the 
Battey  State  Hospital  in  Georgia.  It 
forms  nonpigmented  colonies  and  is  classi- 
fied by  Runyon1  in  group  III  (nonchromo- 
gens). It  is  acid -fast  and  is  capable  of 
producing  pulmonary  disease  closely  re- 


SOME patients  with  clinical  disease  re- 
sembling tuberculosis  have  lesions  due  to 
atypical  mycobacteria.  Sensitivity  to  PPD-B, 
the  tuberculin  produced  from  the  Battey 
bacillus,  is  common  in  certain  areas.  To 
determine  the  prevalence  of  sensitivity  to 
PPD-B  as  compared  with  the  standard  PPD- 
S ( purified  protein  derivative-S)  and  to 
estimate  the  extent  of  variation  in  the  per- 
formance and  reading  of  the  Mantoux  tuber- 
culin test,  patients  in  a mental  hospital  were 
tested  with  tuberculins:  10  with  PPD-B  on 
each  forearm;  10  with  PPD-S  on  both; 
and  the  rest  with  PPD-B  on  the  left  forearm, 
PPD-S  on  the  right.  With  a positive  reac- 
tion defined  as  one  showing  5 mm.  or  more 
induration,  25.5  per  cent  of  the  patients  re- 
acted to  PPD-B,  51.9  per  cent  to  PPD-S. 
Among  93  patients  who  reacted  to  both  anti- 
gens, two-thirds  showed  larger  reactions  to 
PPD-S  and  the  other  one-third  similar- 
sized reactions  in  both  tests;  only  4.2  per  cent 
reacted  positively  to  PPD-B  in  the  face  of  a 
negative  PPD-S  test  result. 


sembling  tuberculosis.  Many  clinicians 
can  recall  individual  patients  with  clinical 
disease  due  to  this  organism  or  patients 
who  react  to  PPD-B  in  the  absence  of 
pulmonary  disease,  but  the  prevalence  of 
infection  and  disease  due  to  these  myco- 
bacteria in  the  State  as  a whole  is  not  well 
documented. 

The  objectives  of  this  study  were  two- 
fold: The  first  was  to  determine  the 

prevalence  of  sensitivity  to  PPD-B  as 
compared  with  the  standard  PPD-S  (puri- 
fied protein  derivative-S).  The  former 
tuberculin  was  selected  because  the  Battey  - 
type  organism  was  found  more  frequently 
among  patients  of  the  Orange  County 
Chest  Clinic  than  other  forms  of  atypical 
mycobacteria.  The  second  was  to  esti- 
mate the  extent  of  variation  occurring  in 
the  performance  and  reading  of  the  Man- 
toux tuberculin  test  itself.  The  need  for 
this  information  arises  because  the  writers 
are  currently  conducting  a tuberculin 
testing  study  in  Orange  County,  New 
York,  one  of  the  objectives  of  which  is  the 
determination  of  the  frequency  of  reversion 
of  the  tuberculin  reaction  from  positive  to 
negative.  For  a better  appraisal  of  the 
incidence  of  this  change,  it  is  necessary 
to  know  the  extent  of  normal  variation  in 
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the  performance  and  reading  of  the  tubercu- 
lin test. 

Materials  and  methods 

Patients  in  10  wards  of  the  Middletown 
State  Hospital  were  selected  for  the 
tuberculin  testing.  PPD-S  and  PPD-B 
were  used,  both  in  doses  of  5 tuberculin  units, 
by  the  Mantoux  method.  To  avoid  con- 
fusion in  the  use  of  the  two  test  materials, 
brand  new  tuberculin  syringes  with  blue 
pistons  were  used  for  PPD-B,  while  syringes 
with  colorless  pistons  were  used  for  PPD-S. 
Each  needle  was  used  for  only  one  test,  and 
the  supply  of  needles  was  sufficiently  large 
so  that  they  did  not  need  to  be  resterilized 
during  the  testing  period.  Each  tuberculin 
test  was  read  and  recorded  separately  by 
each  of  the  two  physicians  in  the  study. 
There  was  no  joint  reading  of  any  tests  by 
both  physicians. 

The  first  10  patients  on  five  wards  were 
tested  with  PPD-B  on  each  forearm,  while 
10  on  each  of  the  other  five  wards  received 
PPD-S  on  both.  All  the  other  patients 
received  PPD-B  on  the  left  forearm  and 
PPD-S  on  the  right.  All  tests  were  read 
in  forty-eight  hours,  and  the  results  were 
recorded  in  millimeters  of  induration. 
Erythema  without  induration  was  not 
recorded.  Chest  x-ray  examinations  made 
of  all  patients  in  the  institution  four  months 
prior  to  this  study  showed  none  with  evi- 
dence of  active  pulmonary  disease. 

About  50  per  cent  of  the  patients  in  the 
hospital  came  from  New  York  City  prior 
to  hospitalization,  about  25  per  cent  were 
residents  of  Orange  County,  and  the  rest 
came  from  other  parts  of  New  York  State 
and  from  outside  the  State. 

Results 

Sensitivity  to  the  tuberculins.  Sen- 
sitivity to  PPD-B.  With  a positive  reaction 
defined  as  one  showing  5 mm.  or  more 
induration,  25.5  per  cent  of  the  patients 
reacted  to  PPD-B  (Table  I).  The  sizes  of 
the  reactions  tended  toward  the  lower  end 
of  the  scale,  with  37  of  the  101  reactors 
(37  per  cent)  in  the  5-  to  9-mm.  range  and 
47  per  cent  in  the  10-  to  14-mm.  range. 
The  proportion  of  reactors  was  twice  as 
high  among  the  males  as  among  the  fe- 
males, the  rates  being  33.6  and  15.8  per 


TABLE  I.  Distribution  of  PPD-S  and  PPD-B  reac- 
tions among  patients  in  Middletown  State  Hospital* 


PPD-S • 

Induration  Num-  Per 

(Millimeters)  ber  Cent 

. — PPD-B — 
Num-  Per 

ber  Cent 

Total 

397 

100.0 

397 

100.0 

0 to  2 

180 

45.3 

280 

70.5 

3 to  4 

11 

2.8 

16 

4.0 

5 to  9 

28 

7.1 

37 

9.3 

10  to  14 

74 

18.6 

47 

11.8 

15  to  19 

62 

15.6 

13 

3.3 

20  to  24 

28 

7.1 

4 

1.0 

25  to  29 

9 

2.3 

30  to  34 

3 

0.8 

35  and 

over 

2 

0.5 

* Relative  reactions  to  PPD-S  and  PPD-B  (positive  reac 
tion:  5 mm.  or  more  induration) 


Num- 

Per 

Reactions 

ber 

Cent 

Negative  to  PPD-S  and  PPD-B 

183 

46.1 

Negative  to  PPD-S,  positive 

to  PPD-B 

8 

2 . Ot 

Positive  to  PPD-S,  negative 

to  PPD-B 

113 

28.5 

Positive  to  PPD-S,  positive 

to  PPD-B 

93 

23  4 

of  which  PPD-S  is  larger 

than  PPD-B 

66 

PPD-S  = PPD-B 

27 

t 4.2  per  cent  of  the  191  patients  negative  to  PPD-S. 

cent  respectively.  In  both  sexes  the  rates 
increased  with  age  to  a maximum  in  the 
forty-  five-to  fifty-four-year  group,  after 
which  they  decreased  (Table  II). 

Sensitivity  to  PPD- S.  To  PPD-S  tubercu- 
lin, 51.9  per  cent  of  the  patients  gave  posi- 
tive reactions.  Here  the  sizes  of  the  reac- 
tions were  toward  the  middle  range,  with 
only  28  or  14  per  cent  of  the  206  positive 
reactions  at  the  5-  to  9-mm.  level,  but 
with  74  or  36  per  cent  between  10  and 
14  mm.,  and  62  or  30  per  cent  between  15 
and  19  mm.  (Table  I).  There  was  only  a 
slightly  higher  proportion  of  reactors  among 
the  males,  57.5  per  cent,  than  among  the 
females,  45.4  per  cent.  Here  also  there 
was  an  increase  in  the  percentage  of  reac- 
tors with  age,  the  maximum  being  reached 
in  the  forty-five-  to  fifty-four-year  group 
among  males,  and  in  the  fifty -five-  to  sixty- 
four-year  group  of  women  (Table  II). 

Sensitivity  to  both  antigens.  As  shown 
in  the  footnote  of  Table  I,  46  per  cent  of 
the  patients  gave  negative  reactions  to 
both  antigens.  Only  8,  or  4 per  cent  of  the 
191  patients  who  gave  negative  reactions 
to  PPD-S,  reacted  to  PPD-B.  Of  the  93 
patients  reacting  to  both  antigens,  66  or 
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TABLE  II.  Distribution  of  PPD-S  and  PPD-B  reactions  by  age  and  sex  among  Middletown  State  Hospital 

patients 


Total 

Tested 

1 I 1 J kj  lVCdCtlOIl 

Total 

Tested 

x x J — r j_j  IvcdCLlUll 

Age  and  Sex 

Number 

Per  Cent 

Number 

Per  Cent 

Male  total 

214 

123 

57.5 

214 

72 

33.6 

5 to  14 

3 

3 

15  to  24 

29 

1 

3.4 

29 

2 

6.9 

25  to  34 

16 

6 

37.5 

16 

3 

18.8 

35  to  44 

23 

16 

69.7 

23 

13 

56.5 

45  to  54 

47 

40 

85.1 

47 

28 

59.6 

55  to  64 

50 

32 

64.0 

50 

14 

28.0 

65  to  74 
75  and 

38 

24 

63.2 

38 

11 

28.9 

over 

8 

4 

50.0 

8 

1 

12.5 

Female  total 

183 

83 

45.4 

183 

29 

15.8 

5 to  14 

15  to  24 

6 

6 

25  to  34 

10 

1 

10.0 

10 

1 

10.0 

35  to  44 

12 

3 

25.0 

12 

1 

8.3 

45  to  54 

34 

18 

52.9 

34 

8 

23.5 

55  to  64 

49 

27 

55.1 

49 

7 

14.3 

65  to  74 
75  and 

48 

23 

47.9 

48 

11 

22.9 

over 

24 

11 

45.8 

24 

1 

4.2 

Totals 

397 

206 

51.9 

397 

101 

25.4 

* Positive  reaction:  5 mm.  or  more  induration 


71  per  cent  had  stronger  reactions  to 
PPD-S  than  to  PPD-B,  and  27  or  29  per 
cent  had  reactions  of  similar  size  to  both. 

Variations  in  the  performance  and 
reading  of  the  tests.  Performance  of 
the  tests.  As  mentioned,  the  first  10  pa- 
tients on  each  ward  received  the  same  anti- 
gen on  both  forearms.  The  main  purpose 
of  this  was  to  obtain  an  estimate  of  the 
extent  of  variation  in  the  test  itself,  al- 
though, of  course,  variations  in  reading 
are  also  involved.  One  of  the  patients 
refused  two  tests  with  PPD-S,  and  2 ad- 
ditional patients  were  tested  with  PPD-B 
on  both  arms. 

In  a few  of  the  less  cooperative  patients, 
it  was  noted  at  the  time  of  testing  that  the 
test  was  properly  done  on  one  forearm 
but  not  on  the  other.  Similar  poorly 
done  tests,  not  noted  at  the  time,  are  con- 
sidered the  reason  why,  of  33  patients 
reacting  to  either  PPD-B  or  PPD-S  with 
10  or  more  mm.  of  induration  on  one  arm, 
4 or  12  per  cent  had  induration  of  0 to  2 
mm.  on  the  other. 

Table  III  shows  variations  in  the  in- 
tensity of  reactions  to  PPD-S  at  all  levels; 
the  footnote  of  the  table  shows  that  in  10 
per  cent  of  the  patients  the  test  gave 
positive  results  on  one  arm  but  negative 
on  the  other.  The  footnote  of  Table  IV 


TABLE  III.  Distribution  of  PPD-S  reaction  on  right 
arm  and  on  left  arm  among  patients  tested  in 
Middletown  State  Hospital* 


Induration 

(Millimeters) 

- — Right  Arm— - 
Num-  Per 

ber  Cent 

Left  Arm — • 

Num-  Cent 

ber  Cent 

Total 

49 

100.0 

49 

100.0 

0 to  4 

20 

40.9 

23 

46.9 

5 to  9 

10 

20.4 

4 

8.2 

10  to  14 

5 

10.2 

7 

14.3 

15  to  19 

11 

22.4 

8 

16.3 

20  to  24 
25  and 

2 

4.1 

7 

14.3 

over 

1 

2.0 

* Comparison  of  reaction  on  right  arm  and  left  arm  (posi- 
tive reaction:  5 mm.  or  more  induration) 


Reaction 

Num- 

ber 

Per 

Cent 

Negative  on  both  arms 

19 

38.8 

Negative  on  right,  positive  on 
left 

1 

2.0 

Positive  on  right,  negative  on 
left 

4 

8.2 

Positive  on  both  arms 

25 

51.0 

Reaction  on  the  right  arm  is 
larger  than  left  arm 

2 

Reaction  on  right  arm  is 
smaller  than  left  arm 

10 

Same  on  both  arms 

13 

shows  a similar  result  for  PPD-B,  the  dif- 
ference here  being  over  13  per  cent. 

Reading  of  the  tests.  Variations  in  read- 
ing the  tests  were  measured  by  having 
both  physicians  read  each  of  the  tests  of  all 
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FIGURE  1.  Distribution  of  PPD-S  and  PPD-B  reactions  among  patients  in  Middletown  State  Hospital  for 
two  readers,  September,  1965. 


TABLE  IV.  Distribution  of  PPD-B  reactions  on  right 
arm  and  on  left  arm  among  Middletown  State 
Hospital  patients* 

-—Right  Arm — - —Left  Arm — • 
Induration  Num-  Per  Num-  Per 


(Millimeters) 

ber 

Cent 

ber 

Cent 

Total 

52 

100.0 

52 

100.0 

0 to  4 

35 

67.3 

34 

65.5 

5 to  9 

3 

5.8 

6 

11.5 

10  to  14 

9 

17.3 

6 

11.5 

15  to  19 

5 

9.6 

4 

7.7 

20  to  24 

1 

1.9 

25  to  29 

1 

1.9 

* Comparisons  of  reactions  on  right  arm  and  on  left  arm 
(positive  reaction:  5 mm.  or  more  induration) 


Reactions 


Num-  Per 
ber  Cent 


Negative  on  both  arms 

Negative  on  right,  positive  on 
left  arm 

Positive  on  right,  negative  on 
left  arm 

Positive  on  both  arms 
Reaction  of  right  arm  is 
larger  than  on  left  arm 
Reaction  of  right  arm  is 
smaller  than  on  left  arm 
Same  for  both  arms 


31  59.6 

4 7.7 

3 5.8 

14  26.9 

2 

4 
8 


patients.  The  results  of  the  dual  reading 
of  reactions  to  PPD-S  are  shown  in  Table 


V.  While  the  upper  portion  of  the  table 
shows  very  close  agreement  for  the  group 
as  a whole,  the  footnote  shows  that  4.4 
per  cent  of  the  patients  were  thought  to 
have  negative  results  by  one  reader  and 
positive  by  the  other.  Table  VI  shows 
close  agreement  for  all  patients  tested  with 
PPD-B  also,  but  there  was  a 10  per  cent 
disagreement  in  individual  readings.  The 
results  are  shown  graphically  in  Figure  1. 

Residence  and  sensitivity  to  PPD-B. 
There  were  no  significant  differences  in  the 
proportion  of  reactors  or  in  the  size  of 
reactions  to  PPD-B  in  relation  to  the  pa- 
tients’ usual  place  of  residence  prior  to 
hospitalization  (Table  VII). 

That  sensitivity  to  PPD-B  is  not  the 
result  of  contact  within  the  mental  hospital 
is  indicated  by  the  fact  that  it  is  present 
within  the  first  year  of  admission. 


Comment 

The  finding  of  as  high  a rate  as  25  per 
cent  reactors  to  PPD-B  was  quite  unex- 
pected, the  impression  of  the  authors  and 
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TABLE  V.  Distribution  of  PPD-S  reactions  read  by 
two  readers,  Middletown  State  Hospital* 

PPD-S  Reading  PPD-S  Reading 
by  Reader  1 by  Reader  2 
Induration  Num-  Per  Num-  Per 

(Millimeters)  ber  Cent  ber  Cent 


Total  358  100 . 0 

i 358 

100.0 

0 to  4 173  48 . 3 

173 

48.3 

5 to  9 24  6.7 

23 

6.4 

10  to  14  70  19.6 

52 

14.5 

15  to  19  54  15.1 

69 

19.3 

20  to  24  25  7.0 

18 

5.0 

25  to  29  8 2.2 

15 

4.2 

30  to  34  3 0.8 

6 

1.7 

35  and 

over  1 0.3 

2 

0.6 

* Comparison  of  readings  by  two  readers  (positive  reaction: 

5 mm.  or  more  induration) 

Num- 

Per 

Readings 

ber 

Cent 

Negative  by  both 

165 

46.1 

Negative  by  reader  1, 

positive  by  reader  2 

8 

2.2 

Positive  by  reader  1, 

negative  by  reader  2 

8 

2.2 

Positive  by  both 

177 

49.4 

of  which  reader  1 is  larger 

than  reader  2 

28 

reader  1 is  smaller 

than  reader  2 

57 

reader  1 = 

reader  2 

92 

others  with  whom  this 

subject 

was  dis- 

cussed  being  that  this  type  of  sensitivity 


TABLE  VI.  Distribution  of  PPD-B  reactions  read  by 
two  readers,  Middletown  State  Hospital* 


PPD-B  Reading  PPD-B  Reading 

by  Reader  1 

by  Reader  2 

Induration  Num-  Per 

Num- 

Per 

(Millimeters)  ber  Cent 

ber 

Cent 

Total  358  100.0 

358 

100.0 

0 to  4 267  74 . 6 

267 

74.6 

5 to  9 35  9.8 

41 

11.5 

10  to  14  42  11.7 

39 

10.9 

15  to  19  10  2.8 

8 

2.2 

20  to  24  4 1.1 

25  to  29  ...  ... 

3 

0.8 

* Comparison  of  readings  by  two  readers  (positive  reac- 

tion:  5 mm.  or  more  induration) 

Num- 

Per 

Readings 

ber 

Cent 

Negative  by  both 
Negative  by  reader  1, 

249 

69.6 

positive  by  reader  2 
Positive  by  reader  1, 

18 

5.0 

negative  by  reader  2 

18 

5.0 

Positive  by  both 

73 

20.4 

of  which  reader  1 is  larger 

than  by  reader  2 
reader  1 is  smaller 

19 

than  by  reader  2 

10 

Same  for  both 

44 

was  uncommon  in  New  York  State.  This 
impression  may  have  stemmed  from  the 
absence  of  reports  of  this  type  of  sensi- 
tivity in  New  York,  in  contrast  to  the 
numerous  studies  of  the  Public  Health 


TABLE  VII.  Distribution  of  PPD-B  reaction  among  Middletown  State  Hospital  patients,  by  institutional  stay, 

and  for  previous  residence 


- — — Original  Residence 

Size  of  Induration,  • Total New  York  City  Orange  County  — Other  Areas — • 

Comparison  with  PPD-S,  Per  Cent  Per  Cent  Per  Cent  Per  Cent 

and  Length  of  Hospital  Stay  Num-  of  Total  Num-  of  Total  Num-  of  Total  Num-  of  Total 

ber  ber  ber  ber 


Induration  in  millimeters 

Total 

397 

100.0 

208 

100.0 

88 

100.0 

101 

100.0 

0 to  4 

296 

74.5 

153 

73.6 

70 

79.6 

73 

72.2 

5 to  9 

38 

9.6 

23 

11.1 

3 

3.4 

12 

11.9 

10  to  14 

47 

11.8 

22 

10.6 

12 

13.6 

13 

12.9 

15  to  19 

13 

3.3 

8 

3.8 

2 

2.3 

3 

3.0 

20  and  over 

3 

0.8 

2 

1.0 

1 

1.1 

Comparison  with  PPD-S 

Same  as  PPD-S 

215 

54.2 

107 

51.4 

54 

61.4 

54 

53.5 

Greater  than  PPD-S  by 

5 mm. 

8 

2.0 

2 

1.0 

2 

2.3 

4 

4.0 

Less  than  PPD-S  by 

5 mm. 

174 

43.8 

99 

47.6 

32 

36.4 

43 

42.6 

Length  of  Stay  in 

Num- 

Per  Cent 

Num- 

Per  Cent 

Num- 

Per  Cent 

Num- 

Per  Cent 

hospital  (years) 

ber 

Positive 

ber 

Positive 

ber 

Positive 

ber 

Positive 

Less  than  1 

8 

0.0 

8 

0.0 

1 

12 

25.0 

3 

66.7 

5 

20.0 

4 

0.0 

2 

31 

29.0 

15 

40.0 

9 

7 

42.9 

3 to  4 

34 

17.6 

9 

22.2 

11 

9.1 

14 

21.4 

5 to  9 

65 

21.5 

33 

15.2 

12 

33.3 

20 

25.0 

10  and  over 

247 

27.9 

148 

27.0 

51 

23.5 

48 

35.4 
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Service  showing  high  rates  in  the  south- 
eastern states.2 

In  only  a small  proportion  of  patients 
(4.2  per  cent)  was  the  reaction  to  PPD-B 
positive  in  the  face  of  a negative  PPD-S 
test  result,  whereas  among  the  93  patients 
reacting  to  both  antigens,  two-thirds 
showed  larger  reactions  to  PPD-S  and 
the  other  one-third  similar-sized  reactions 
in  both  tests  (Table  I).  Since  it  is  gen- 
erally accepted  that  the  larger  of  the  reac- 
tions to  two  antigens  is  more  apt  to  be 
specific  for  that  antigen,  these  findings 
are  interpreted  as  indicating  that  specific 
sensitivity  to  PPD-B  is  relatively  rare  in 
this  State  and  that  most  reactions  to  this 
antigen  are  cross  reactions.  It  may  also 
be  possible,  however,  that  in  some  patients 
the  reactions  to  both  tuberculins  were 
specific. 

These  findings  raise  doubts  as  to  the 
specificity  of  small  reactions  to  PPD-S, 
the  question  being,  in  any  individual  in- 
stance, whether  the  response  may  not 
occur  because  of  cross  sensitivity  to  an 
atypical  organism  rather  than  to  tubercu- 
lous infection. 

Theoretically,  if  the  same  antigen  is 
injected  intracutaneously  in  both  arms 
simultaneously  and  in  the  same  dosage,  the 
reaction  may  be  expected  to  be  the  same 
on  both  sides.  The  finding  of  a difference 
of  10  per  cent  in  the  response  to  PPD-S 
in  both  arms,  and  of  13  per  cent  to  PPD-B 
(Tables  III  and  IV)  is  therefore  an  indica- 
tion of  the  lack  of  uniformity  in  the  tech- 
nical aspects  of  tuberculin  testing.  Even 
among  completely  cooperative  patients, 
such  factors  as  variations  in  the  depth  of 
insertion  of  the  needle,  of  the  amount  of 
tuberculin  injected,  and  of  leakage  of 
tuberculin  from  the  syringe  itself  or  through 
the  needle  track  in  the  skin,  are  undoubt- 
edly responsible  for  variations  in  tuberculin 
test  results. 

In  addition  to  differences  occurring  be- 
cause of  technical  factors,  there  were  dif- 
ferences in  the  reading  of  the  test.  Thus, 
in  the  dual  reading  of  the  tests  with  PPD-S, 
4.4  per  cent  of  the  patients  were  considered 
positive  by  one  reader  and  negative  by  the 
other.  As  can  be  seen  from  Table  VIII, 
which  presents  in  detail  the  data  sum- 
marized in  Table  V,  most  of  these  cases 
were  at  the  lower  end  of  the  reaction  scale, 
being  read  by  one  reader  as  showing  0- 
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to  4-mm. -sized  reactions  and  by  the  other 
as  being  5 to  9 mm.  in  extent. 

This  same  tendency  of  the  readings  to 
differ  only  moderately  is  shown  among 
those  called  positive  by  both  readers. 
Thus,  Table  VIII  shows  that  the  readings 
by  the  two  readers  rarely  differed  by  more 
than  one  size  category.  For  example,  of 
the  52  patients  placed  in  the  10-  to  14-mm.- 
size  group  by  reader  2,  35  were  similarly 
read  by  reader  1,  5 were  placed  by  the 
latter  in  the  5-  to  9-mm.  group,  and  9 in  the 
15-  to  19-mm.  group,  leaving  only  3,  or 
less  than  6 per  cent,  with  readings  differing 
by  more  than  one  grouping. 

The  over- all  differences  between  readers 
in  this  study  of  4.4  per  cent  in  the  readings 
of  reactions  to  PPD-S  and  of  10  per  cent 
to  those  of  PPD-B  are  quite  similar  to  the 
experience  of  Badger,  Breitwieser,  and 
Muench3  who  found  differences  of  6 per 
cent  in  dual  readings  of  Mantoux  tests 
using  PPD-S  and  of  10  per  cent  in  readings 
of  the  tine  test.  Bearman  et  al .4  also 
reported  a considerable  degree  of  variation 
between  readers  of  Mantoux  tests. 

The  range  of  differences  in  readings  was 
slightly  smaller  in  the  dual  readings,  which 
were  4.4  per  cent  for  PPD-S  and  10  per 
cent  for  PPD-B,  than  for  the  readings  of 
the  same  antigen  on  both  arms,  which 
differed  by  10.2  per  cent  for  PPD-S  and 
13.5  per  cent  for  PPD-B,  but  this  may  be 
because  of  chance  because  of  the  small 
numbers  of  tests  done  in  the  latter  group. 
In  any  estimation  of  the  significance  of 
increases  or  decreases  in  the  proportion 
of  reactors  in  groups  tuberculin-tested 
more  than  once,  these  variations  in  per- 
forming and  reading  of  the  tests  must  both 
be  considered.  In  the  present  study  the 
difficulties  in  performing  the  tests  pre- 
sented by  uncooperative  patients  are  prob- 
ably larger  than  those  encountered  among 
mentally  sound  persons,  but  even  in  the 
latter  some  degree  of  technical  variation 
must  be  expected. 

The  study  showed  no  differences  in  the 
proportion  of  reactors  to  PPD-B  in  relation 


to  the  patients’  usual  place  of  residence. 
While  in  this  regard  these  patients  are 
probably  not  a representative  sample  of 
the  communities  from  which  they  come, 
the  results  do  indicate  a wide  distribution 
of  sensitivity  to  this  organism  throughout 
the  State. 

Summary 

A group  of  patients  in  a mental  hospital 
were  tuberculin-tested  to  determine  the 
prevalence  of  sensitivity  to  PPD-B  (puri- 
fied protein  derivative-B),  the  tuberculin 
prepared  from  the  Battey  bacillus,  as  well 
as  to  the  standard  tuberculin,  PPD-S 
(purified  protein  derivative-S).  Twenty- 
five  per  cent  of  the  patients  reacted  to 
PPD-B,  and  52  per  cent  to  PPD-S.  How- 
ever, only  4 per  cent  were  positive  to 
PPD-B  and  negative  to  PPD-S.  Among 
patients  who  reacted  to  both  antigens,  the 
reactions  to  PPD-S  were  always  larger  than 
to  PPD-B.  From  this  it  is  concluded  that 
only  a small  proportion  of  the  patients, 
4 per  cent,  had  reactions  which  were 
specific  for  PPD-B,  and  the  other  reactions 
to  this  tuberculin  were  cross  reactions. 
There  was  no  geographic  difference  in  the 
distribution  of  sensitivity  to  PPD-B  in 
New  York  State. 

By  comparative  testing  and  dual  read- 
ing, a considerable  variation  was  found  in 
the  performance  and  reading  of  the  tubercu- 
lin tests. 
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In  1949  de  F.  Baldwin,  Cournand,  and 
Richards1  published  their  classic  study  of 
“Pulmonary  insufficiency — a study  of  122 
cases  of  pulmonary  emphysema.”  These 
cases  all  had  (1)  the  presence  of  clinical  and 
x-ray  evidence  of  pulmonary  emphysema, 
and  (2)  a residual  air  greater  than  the 
predicted  volume  and  contributing  at  least 
36  per  cent  of  the  total  lung  volume. 

These  122  cases  were  subdivided  into  4 
groups  according  to  arterial  blood  gas 
studies;  group  II  is  of  particular  interest  to 
us  in  this  discussion.  In  this  there  were  19 
cases  of  emphysema  with  arterial  oxygen 
saturations  below  92  per  cent  but  with 
carbon  dioxide  tensions  of  less  than  48  mm. 
Hg  (normal  equals  40  mm.  Hg).  The  range 
of  oxygen  saturations  was  from  79  to  96 
per  cent  resting  and  50  to  90.8  per  cent  one 
minute  after  exercise.  The  range  of  carbon 
dioxide  tensions,  and  these  are  the  most 
significant  data,  was  from  31  to  45.2  mm. 
Hg  resting  (mean  equals  39.7  mm.  Hg),  and 
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from  as  low  as  33.8  to  46.8  mm.  Hg  one 
minute  after  exercise,  with  a mean  of  41.4 
mm.  Hg.  In  other  words,  it  was  clearly 
established  that,  in  spite  of  ventilatory  in- 
sufficiency and/or  obstructive  airway  dis- 
ease, hyperventilation  with  hypocapnia  can 
and  does  occur.  It  has  been  shown  re- 
peatedly that  regional  hyperventilation  in 
some  cases  of  emphysema  can  and  does 
more  than  compensate  for  the  regional 
hypoventilation  in  matters  of  carbon  di- 
oxide elimination. 

It  is  paradoxical  that  hyperventilation 
can  occur  in  a disease  that  is  defined  as 
chronic  obstruction  of  the  airways.  Pa- 
tients who  do  this  are  obviously  fighting  to 
maintain  the  homeostasis  of  their  internal 
gas  environment  in  face  of  the  augmented 
respiratory  work  required  to  overcome  the 
increased  resistance  to  air  flow.  They  have, 
quite  accurately,  been  called  the  “fighters” 
by  Robin  and  O’Neill,2  in  contrast  to  the 
“nonfighters”  or  individuals  who  react  to 
the  increased  work  load  by  compromising 
the  work  of  breathing  with  moderate  re- 
adjustment of  their  circulating  blood  gas 
environment.  The  English  physicians,  in 
their  colorful  use  of  the  language,  have 
classified  these  two  types  of  patients  with 
chronic  lung  disease  as  the  “pink  puffers” 
(the  fighters)  or  the  “blue  bloaters,”  (the 
nonfighters) . 

In  a larger  and  somewhat  different  sense, 
we  all  fit  somewhere  in  the  spectrum  of  non- 
fighters or  fighters  in  the  realm  of  emotional 
response.  The  reaction  to  stress,  which  is 
so  inherent  in  the  present-day  environment, 
can  be  one  of  compliance  or  resistance; 
those  of  us  who  “suffer  the  slings  and 
arrows  of  outrageous  fortune”  and  those  of 
us  who  “take  arms  against  a sea  of  trou- 
bles.” Interestingly  enough,  this  differ- 
ence too  can  manifest  itself  in  respiration. 
We  are  all  well  acquainted  with  the  hyper- 
ventilator, the  fighter.  You  might  prefer 
to  call  him  or  her  the  “frighter,”  but  since 
both  emotions  are  mediated  by  an  increased 
circulation  of  epinephrine,  the  physiologic 
separation  is  valid.  These  individuals 
manifest  their  emotions  by  excessive  venti- 
lation either  unknown  as  such  to  them  or 
considered  to  be  severe  dyspnea  or  “fighting 
for  breath.”  We  see  it  in  the  hyperven- 
tilating infant,  the  emotional  adolescent, 
the  “neurotic”  female,  the  neurasthenic 
soldier,  and  in  many  other  walks  of  life. 
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one  of  the  stimuli  for  the  hyperventilation 
syndrome  or  dyspnea  can  be  early,  mild 
pulmonary  emphysema ; but  it  is  important 
that  differential  or  combined  diagnosis  be 
made  for  correct  management  of  these  condi- 
tions. When  emphysema  is  more  severe, 
emotional  tension  can  bring  about  incapacitat- 
ing concomitants  of  emphysema.  In  some 
cases,  however,  the  hyperventilation  syndrome 
in  a normal  individual  may  lead  to  a mistaken 
diagnosis  of  pulmonary  emphysema.  Care 
must  be  taken  not  to  confuse  the  hyperventila- 
tion syndrome  with  pulmonary  emphysema. 
The  criteria  are  well  established;  the  methods 
of  treating  the  two  conditions  are  diametri- 
cally opposite. 


Studies  indicate  that  fully  10  per  cent  of 
clinical  practice  includes  this  type  of  hyper- 
ventilation syndrome  in  one  form  or  an- 
other. 3 

What  may  seem  at  first  to  be  paradoxical, 
and  yet  is  perfectly  reasonable,  is  that 
individuals  who  develop  obstructive  pul- 
monary disease  may  also  be  of  that  10 
per  cent  of  the  population  who,  by  their 
psychologic  and  emotional  nature,  are  hy- 
perventilators, the  “hyperventilation  syn- 
drome” patients.  One  of  the  stimuli  for 
this  can  well  be  the  hypoxia  of  early  em- 
physema or  the  hypocapnia  which  accom- 
panies the  response  to  hypoxia. 

De  F.  Baldwin,  Cournand,  and  Richards* 
demonstrated  clearly  that  patients  can  and 
do  hyperventilate  in  the  face  of  chronic 
airway  resistance.  Why  can  they  not  also 
“over-hyperventilate,”  if  you  will,  with  the 
same  hyperventilation  syndrome  seen  so 
frequently  in  patients  without  emphysema, 
particularly  if  their  emphysema  is  relatively 
mild  in  degree?  Since  the  management  of 
the  hyperventilation  syndrome  is  so  differ- 
ent from  the  treatment  of  pulmonary 
emphysema,  it  can  be  seen  that  this  differ- 
ential or  combined  diagnosis  can  be  of 
tremendous  significance  in  certain  indi- 
vidual cases. 

There  is  a second  variant  of  this  combina- 
tion of  hyperventilation  and  emphysema 
which  must  also  be  considered.  We  have 
been  referring  so  far  to  the  patients  in  whom 
the  disability  is  mostly  hyperventilation  in 
mild  emphysema.  There  is  another  and 
larger  group  of  individuals  in  whom  the 
emphysema  is  considerably  more  severe, 
with  periodic  attempts  at  hyperventilation. 
In  these  people  the  pathophysiologic  con- 
comitants of  emphysema  (bronchospasm, 
secretions,  airway  resistance,  and  others) 
are  severe  enough  to  require  only  a minor 
accentuation  by  emotional  tension  and 
hyperventilation  to  become  incapacitated. 
The  sequence  is  similar  to  the  so-called 
psychogenic  attacks  of  asthma.  This  is  not 
at  all  uncommon  in  patients  with  emphy- 
sema, and  the  key  to  successful  treatment, 
the  difference  between  success  and  failure, 
may  be  almost  entirely  in  the  emotional 
hyperventilation  area. 

Finally,  there  is  a third  variant  where 
hyperventilation-dyspnea  leads  to  an  en- 
tirely erroneous  diagnosis  of  emphysema,  a 
diagnosis  arrived  at  primarily  from  the 


general  appearance  of  the  patient.  Periodic 
shortness  of  breath,  a hyperlucent  chest 
roentgenogram,  and  some  physical  signs  in 
the  examination,  particularly  in  an  older 
individual,  may  strongly  suggest  the  pres- 
ence of  pulmonary  emphysema.  Schneider 
and  Anderson4  recently  documented  the 
inaccuracy  of  physical  diagnosis  in  pul- 
monary emphysema.  On  closer,  and  spe- 
cifically on  physiologic  studies,  however, 
many  of  these  patients  have  very  little,  if 
any,  compromise  in  pulmonary  function 
for  their  age.  In  fact,  arterial  blood  gas 
analysis  may  indicate  almost  pure  hyper- 
ventilation. 

Thus,  we  have  three  possible  combina- 
tions of  hyperventilation  and  emphysema: 
(1)  The  disability  is  all  hyperventilation 
with  mild  accompanying  pulmonary 
changes;  (2)  the  pathophysiologic  con- 
comitants of  emphysema  (bronchospasm, 
secretions,  airway  resistance,  and  others) 
are  severe  enough  to  require  only  a minor 
accentuation  by  emotional  tension  to  pro- 
duce disability  such  as  psychogenic  asthma; 
and  (3)  the  “hyperventilation  syndrome” 
is  found  in  an  individual  who  is  normal  but 
whose  appearance  leads  to  the  mistaken 
diagnosis  of  pulmonary  emphysema. 

The  following  patient  experience  illus- 
trates the  hyperventilation  syndrome  in  the 
presence  of  mild  pulmonary  emphysema. 

Case  report 

A seventy-one-year-old  single,  white,  retired 
schoolteacher  was  admitted  on  January  12, 1963, 
with  a chief  complaint  of  emphysema.  She  had 
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had  pneumonia  eighteen  months  before  for 
which  she  had  been  hospitalized  for  three  weeks 
in  another  hospital.  Since  that  discharge  she 
noted  progressively  increasing  dyspnea  with 
and  without  exertion;  so  much  so,  that  in  the 
last  two  months  just  getting  around  her  apart- 
ment or  maintaining  a simple  conversation  had 
become  almost  impossible.  Combing  her  hair 
exhausted  her.  One  month  prior  to  admission 
she  developed  a moderately  productive  cough. 
On  several  occasions  she  had  precordial  pain, 
mild  to  moderate,  along  the  axilla  and  the  in- 
ferior border  of  her  heart. 

She  stated  that  she  felt  well  on  arising  in  the 
morning,  but  within  twenty  minutes  she  would 
develop  sudden  dyspnea,  profuse  sweating,  and 
prostration.  This  would  later  clear  as  spon- 
taneously as  it  had  appeared.  She  had  been 
able  to  leave  her  apartment  for  the  hair- 
dresser’s, a distance  of  only  one  block  and  a 
“must”  for  her,  only  three  or  four  times  in  the 
previous  seven  months.  She  had  lost  20 
pounds  of  weight  and  complained  of  “no  pep.” 
She  slept  on  two  pillows  since  her  hospitaliza- 
tion eighteen  months  earlier  but  noted  no 
ankle  edema.  She  reduced  her  cigaret  smoking 
from  1 pack  a day  for  twenty  years,  to  2 
cigarets  a day  and  then  stopped  completely  for 
four  months  before  this  admission.  She  was 
treated  by  her  physician  for  collapse  of  the  air 
pockets,  without  much  relief. 

Her  past  history  included  frequent  bouts  of 
pneumonia.  Several  unrelated  surgical  proce- 
dures were  followed  by  postoperative  “black- 
outs.” She  had  no  vision  in  her  left  eye  since  a 
mastoidectomy  thirty-five  years  earlier.  There 
was  no  history  of  bronchial  asthma  or  tubercu- 
losis. Her  system  review  included  tinnitus  for 
fifteen  years,  edentia  for  ten  years,  nausea  and 
decreased  appetite  for  several  months,  and  fre- 
quent episodes  of  hives,  related  questionably  to 
eating  tomatoes. 

Her  family  history  was  significant  in  that  her 
mother  died  at  fifty-nine  years  of  pneumonia. 
She  had  also  had  difficulty  with  her  breathing, 
the  exact  nature  of  which  was  unknown.  Her 
father  died  at  sixty-five  years  of  age  from  heart 
disease.  There  was  no  other  history  of  respira- 
tory difficulties  in  her  immediate  relatives. 

On  physical  examination  she  was  found  to  be 
an  extremely  pleasant  little  lady  who  was  hyper- 
kinetic and  dyspneic  while  talking  and  at  rest. 
She  appeared  chronically  ill  and  poorly  nour- 
ished but  without  cyanosis.  She  was  afebrile. 
Her  pulse  was  85  and  regular,  but  her  respira- 
tions were  42  per  minute.  Her  blood  pressure 
was  150  mm.  Hg  systolic  and  100  mm.  Hg 
diastolic. 

Examination  of  her  thorax  revealed  the 
trachea  to  be  in  the  midline  with  a small  supra- 
clavicular node  palpable  on  the  left.  Her  ribs 
were  prominent,  and  there  was  retraction  of  the 
intercostal  spaces  with  inspiration.  Expansion 
of  her  thoracic  cage  was  equal  and  relatively 
good  bilaterally.  The  percussion  note  was 
hyperresonant  throughout,  and  the  bases  were 
at  the  level  of  the  eleventh  rib  posteriorly  with 
good  movement  on  deep  inspiration.  The 


FIGURE  1.  Chest  roentgenogram  of  patient  with 
profound  dyspnea.  This  film  interpreted  as  nor- 
mal. 


breath  sounds  were  accentuated  in  all  lung  fields 
with  occasional  inspiratory  and  expiratory 
sibilant  rales  scattered  throughout.  The  heart 
was  not  enlarged  to  percussion,  and  the  apical 
impulse  was  not  palpable.  There  was  an 
occasional  extrasystole  in  an  otherwise  sinus 
rhythm.  The  heart  sounds  were  distant  but 
without  audible  bruit.  There  was  slight  club- 
bing of  the  digits  but  no  ankle  edema  or  signif- 
icant peripheral  elevation  of  venous  pressure. 

The  remainder  of  the  physical  examination 
was  within  physiologic  limits. 

Routine  laboratory  studies  of  blood  and  urine 
were  not  remarkable.  An  electrocardiogram 
indicated  occasional  premature  ventricular  con- 
tractions and  a P pulmonal  pattern  with  inver- 
sion of  the  P wave  in  a VI.  The  T waves  were 
inverted  in  leads  Vi  through  V5.  A chest 
roentgenogram  was  interpreted  as  within  nor- 
mal limits  (Fig.  1). 

Arterial  blood  gas  analysis  revealed  an  oxygen 
saturation  of  92  per  cent  (resting),  a carbon 
dioxide  tension  of  33  mm.  Hg,  and  pH  of  7.47. 
Pulmonary  function  studies  revealed  a vital 
capacity  of  2,150  ml.  (85  per  cent  of  predicted), 
a maximal  breathing  capacity  of  47  L.  per  minute 
(94  per  cent  of  predicted),  and  a timed  vital 
capacity  of  29  per  cent  at  one  second,  64  per 
cent  at  two  seconds,  and  73  per  cent  at  three 
seconds. 

On  the  basis  of  these  findings,  it  was  sug- 
gested to  the  patient  that  she  really  had  very 
little  wrong  with  her  heart  and  lungs.  Her 
response  was  that  that  was  ridiculous.  We 
suggested  to  her  that  she  just  try  walking  short 
distances  down  the  hospital  corridor.  She  was 
delighted  to  find  that  she  was  able  to  do  so 
without  any  assistance  or  therapeutic  measures. 
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It  was  next  suggested  that  she  try  climbing  a 
few  stairs.  This  she  again  approached  skepti- 
cally but  gradually  increased  her  stair  climbing 
to  the  point  where  she  literally  climbed  5 
stories  without  stopping.  She  was  embarrassed 
by  her  new-found  mobility  which  mistakenly 
took  her  to  the  interns’  quarters,  one  floor 
above  her  own. 

She  was  very  pleased  with  her  accomplish- 
ments, especially  since  this  had  been  done  with- 
out therapeutic  assistance  from  drugs  or  respira- 
tory apparatus  of  any  sort.  She  was  able  to 
move  about  at  will  for  the  first  time  in  almost 
two  years  and  started  calling  on  various 
acquaintances  in  the  hospital.  One  of  them,  a 
neighbor  of  hers,  was  admitted  for  surgery  of  a 
breast  cancer.  The  day  she  called  on  this 
friend,  only  the  family  was  in  the  room  since  the 
patient  had  been  taken  to  surgery  for  a mastec- 
tomy. Our  patient  stayed  to  help  allay  their 
concern  and  discuss  her  own  good  progress  with 
the  breathing.  By  the  time  she  left  the  room, 
an  hour  later,  however,  she  found  she  was  unable 
to  climb  4 steps  without  severe  dyspnea.  This 
was  in  spite  of  the  fact  that  she  had  just  climbed 
several  flights  from  her  room  to  make  this  visit. 

The  emotional  involvement  and  its  effects  on 
her  breathing  were  clearly  evident  to  our  pa- 
tient from  this  experience.  Further  inquiry  re- 
vealed numerous  areas  of  emotional  stress  relat- 
ing to  her  dyspnea.  It  was  significant  that  her 
favorite  uncle  had  died  coincidental  with  the 
onset  of  her  pneumonia  eighteen  months  earlier 
when  all  her  symptoms  started.  On  the  basis 
of  this  and  other  background  data,  further 
understanding  became  an  important  part  of  her 
treatment.  She  was  also  instructed  in  the  re- 
breathing technic  with  a small  plastic  bag  and 
was  provided  for  mild  sedation  periodically. 
Her  breathing  response  was  good,  and  she  was 
discharged  considerably  improved. 

Comment 

This  case  is  presented  as  an  illustration 
of  the  extreme  limits  of  incapacity  and 
mobility  that  can  exist  in  an  individual  with 
mild  emphysema  but  whose  primary  prob- 
lem was  the  hyperventilation  syndrome. 
It  is  not  difficult  to  understand  how,  during 
the  periods  of  incapacity,  the  picture  can  be 
entirely  mistaken  for  emphysema,  partic- 
ularly when  there  is  evidence  of  some 
anatomic  changes  of  emphysema. 

Since  pulmonary  emphysema  has  become 
a disease  of  major  national  concern,  all  sorts 
of  publications  in  the  medical  and  lay  press 
are  appearing  with  increasing  frequency. 
This  has  already  reached  the  point  where 
the  backlash  of  such  publicity  is  creating  a 
problem  in  itself,  that  is,  an  overconcern 
and  overdiagnosis  of  this  breathless  condi- 
tion by  physicians  as  well  as  patients. 


Many  of  these  individuals  are  the  type  who 
respond  to  fear  with  symptoms  of  breath- 
lessness. Thus,  many  patients  and  their 
doctors  are  misdiagnosing  the  hyperventila- 
tion syndrome,  a relatively  harmless  dis- 
comfort, as  pulmonary  emphysema,  a dis- 
ease of  serious  prognosis.  The  patient  in 
the  increasing  group  of  geriatric  individuals 
with  signs  of  early  or  mild  degrees  of 
emphysema  is  particularly  vulnerable  to 
this  confusion.  While  the  two  entities  re- 
quire different  management,  they  are  easily 
distinguished  from  each  other  by  history 
and  simple  laboratory  tests. 

The  criteria  for  the  diagnosis  of  the 
hyperventilation  syndrome  have  been 
firmly  established  for  many  years.  In  con- 
trast to  emphysema,  the  dyspnea  is  dis- 
proportional  to  the  degree  of  exertion  and 
occurs  frequently  with  no  effort  at  all. 
The  physical  findings  confirm  good  ex- 
change of  air  which  is  easily  detected  by 
auscultation  with  a stethoscope.  The 
breath-holding  time  is  generally  less  than 
twenty  seconds,  while  the  emphysema  pa- 
tient, surprisingly  enough,  can  usually  dem- 
onstrate much  longer  control.  The  hyper- 
ventilating individual  can  voluntarily  con- 
trol his  dyspnea  if  ordered  to  do  so,  while 
the  emphysematous  individual  usually  can- 
not. Voluntary  hyperventilation  will  re- 
produce the  symptoms  in  many  susceptible 
individuals  but  not  when  these  symptoms 
are  due  to  emphysema.  Bronchodilators, 
particularly  epinephrine,  exaggerate  the 
discomfort  of  the  hyperventilator  while 
tending  to  relieve  the  airway  obstruction  in 
emphysema. 

Finally,  the  definitive  methods  of  differ- 
ential diagnosis  are  the  pulmonary  function 
tests  and  the  levels  of  oxygen,  carbon  di- 
oxide, and  pH  in  the  arterial  blood.  The 
hyperventilator  evidences  minimal  or  no 
airway  obstruction  on  ventilometry.  He 
will  demonstrate  normal  oxygen  tensions 
(90  mm.  Hg  and  over),  normal  (40  mm.  Hg) 
or  less  than  normal  carbon  dioxide  pres- 
sures, and  a pH  that  is  frequently  in  the 
range  of  respiratory  alkalosis  (pH  above 
7.42).  The  values  in  emphysema  are  all 
in  the  other  direction  if  the  symptoms  are, 
in  fact,  relative  to  the  chronic  obstructive 
airway  disease. 

The  methods  of  treating  the  two  condi- 
tions are  diametrically  opposite.  The  air 
in  emphysema  is  to  provide  for  increased 
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gas  exchange  on  inspiration  and  expiration. 
This  may  involve  a regimen  of  multiple 
therapeutic  agents  and  methods  chosen 
from  a sizable  armamentarium.5  The  hy- 
perventilation syndrome,  on  the  other  hand, 
demands  efforts  to  decrease  gas  exchange  by 
reassurance,  sedation,  rebreathing  in  a bag, 
breath  holding,  and/or  inhalation  of  carbon 
dioxide.  Psychiatric  assistance  is  some- 
times indicated  for  management  of  the 
emotional  factors  in  these  individuals.  An 
understanding  of  his  disease  by  the  patient 
and  his  physician  is  of  paramount  impor- 
tance in  both  emphysema  and  the  hyper- 
ventilation syndrome  for  maximum  thera- 
peutic effects. 


Enzymatic  treatment 
of  chronic  skin  ulcers 


Twenty-one  patients  with  a total  of  59 
chronic  skin  ulcers  were  treated  for  two  weeks 
to  six  months  with  an  enzymatic  debriding  agent 
(Biozyme).  Of  the  59  ulcers,  28  (in  13  patients) 
healed  completely,  25  were  significantly  im- 
proved, and  in  6 there  was  no  change.  These 
latter  were  from  a total  of  10  ulcers  of  the 
arteriosclerotic  type. 

This  study,  reported  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association, 
was  conducted  by  M.  C.  Spencer,  M.D.  The 
distribution  of  the  59  lesions  was  as  follows: 
decubitus,  19;  factitial,  17;  neurotrophic, 
11;  arteriosclerotic,  10;  and  diabetic,  2.  No 
age  or  sex  data  were  given  for  the  series,  but  in 
the  illustrative  cases  presented,  all  were  men 
ranging  in  age  from  seventy  to  seventy-four 
years.  Previous  studies  to  test  any  possible 
activity  of  the  ointment  base  as  compared  with 
the  enzymatically  active  ointment  showed  the 
response  unequivocally  in  favor  of  the  latter. 
The  majority  of  the  patients  in  the  series  were 
incontinent  and  involuntary,  so  routine  hydro- 
therapy was  continued  to  facilitate  nursing 
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care.  After  treatment  in  the  Hubbard  tank  or 
whirlpool  bath,  the  ointment  was  applied  to  the 
ulcer  bed.  This  was  done  daily,  five  days  a 
week.  Treatment  ranged  in  duration  from  two 
weeks  to  six  months.  Whenever  possible,  the 
response  to  open  application  of  the  ointment 
was  compared  to  that  of  fixed  dressings  on  the 
same  patient.  When  irritation  from  tape 
developed,  the  fixed  dressing  were  discontinued. 
Comparative  results  from  open  and  closed  ap- 
plications were  noted. 

One  of  the  factors  in  the  healing  of  topical 
ulcers  is  the  maintenance  of  a clean,  uninfected 
lesion  so  that  normal  repair  can  take  place. 
Consequently,  important  phases  of  treatment 
are  mechanical  debridement  and  manual  cleans- 
ing. Yet,  mechanical  or  surgical  debridement 
may  be  traumatic  enough  to  delay  healing, 
especially  if  repeated  manipulations  are  neces- 
sary. To  obviate  this  possible  source  of  trauma, 
enzymatic  debridement  emerges  as  a means  of 
eliminating  necrotic  tissue,  simultaneously  re- 
ducing the  hazard  of  infection.  A minor  benefit 
may  be  the  elimination  of  the  odor  often  as- 
sociated with  lesions  of  this  type.  The  rapid 
attack  of  the  enzymes  on  necrotic  tissue  de- 
prives bacteria  of  their  culture  medium,  and 
consequently  reduces  their  number.  Presence 
of  the  neomycin  also  probably  contributes  to 
this  end. 
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Cryosurgery 
for  Glaucoma 

ANDREW  DE  ROETTH,  Jr.,  M.D. 
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Cryosurgery  for  the  treatment  of  glau- 
coma consists  of  applying  subfreezing  tem- 
peratures to  the  region  of  the  ciliary  body 
to  lower  the  intraocular  pressure.  In 
principle  it  resembles  cyclodiathermy;  in 
that  procedure  heat,  introduced  with  the 
diathermy  needle,  is  applied  to  the  ciliary 
body  of  the  eye,  whereas  in  cryosurgery  we 
use  cold  instead  of  heat  to  cauterize  the 
ciliary  body.  The  main  reason  for  the 
development  of  cryosurgery  was  the  inade- 
quacy of  cyclodiathermy;  the  clinical  re- 
sults accumulated  over  the  past  twenty-five 
years  showed  that  this  latter  procedure  did 
not  live  up  to  expectations. 1-3  There  are 
several  reasons  for  this,  but  the  most  im- 
portant one  is  the  fact  that  it  is  extremely 
difficult  to  destroy  just  the  right  amount  of 
ciliary  body  with  the  diathermy  needle. 
Very  often  one  either  destroys  too  much 
ciliary  epithelium,  causing  a soft,  atrophic- 
eye,  or  else  not  enough  is  done,  and  in  that 
case  the  pressure-lowering  effect  becomes 
nil.  There  are  also  other  disadvantages  to 
cyclodiathermy;  for  instance,  this  proce- 
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cryosurgery,  in  which  glaucoma  is  treated 
by  applying  subfreezing  temperatures  to  the 
region  of  the  ciliary  body  to  lower  intraocular 
pressure,  is  similar  in  principle  to  cyclo- 
diathermy, using  cold  instead  of  heat  to 
cauterize  the  ciliary  body.  Cryosurgery 
is  indicated  for  eyes  with  advanced  glaucoma ; 
eyes  that  already  have  had  one  or  more 
previous  glaucoma  operations  and  are  not 
good  candidates  for  further  intraocular  pro- 
cedures; eyes  with  limited  vision,  where 
intraocular  surgery  may  be  hazardous ; and 
occasionally  hemorrhagic  glaucoma  or  eyes 
with  heavily  vascularized  irises.  An  ap- 
paratus employing  liquid  nitrogen  as  the 
cooling  agent  is  used.  In  over  100  glauco- 
matous eyes  where  cryosurgery  had  been  used 
the  results  were  encouraging.  None  of  the 
treated  eyes  became  worse  because  of  the 
freezing,  but  the  procedure  is  still  in  an  ex- 
perimental stage. 


dure  causes  considerable  damage  to  the 
sclera,  and  it  often  produces  scars  between 
the  conjunctiva  and  the  sclera,  binding  the 
conjunctiva  down  to  the  underlying  sclera 
and  thus  handicapping  that  eye  for  future 
surgery  such  as  cataract  extraction. 

Because  of  these  disadvantages,  cyclo- 
diathermy has  become  a very  unpopular 
operation  lately.  However,  while  this 
operation  itself  has  fallen  into  disrepute, 
the  need  for  a pressure-lowering  method  of 
this  nature  still  exists;  in  other  words, 
one  still  encounters  many  glaucomatous 
eyes  that  could  benefit  from  such  a surgical 
procedure.  This,  then,  is  the  main  reason 
for  the  development  of  cryosurgery  in 
glaucoma. 

Historical  aspects 

The  principle  of  applying  subfreezing 
temperatures  to  the  eye  to  lower  the  in- 
traocular pressure  was  first  reported  by 
Bietti  in  1950. 4 He  used  solid  carbon  diox- 
ide, which  he  placed  over  the  ciliary  body  of 
normal  rabbit  eyes  and  also  a few  human 
glaucomatous  eyes.  He  observed  lowering 
of  the  tension  in  both  the  animal  and 
human  eyes  and  postulated  that  this  de- 
crease in  the  intraocular  pressure  is  due 
directly  to  a decrease  in  the  secretory  func- 
tion of  the  ciliary  body. 
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These  early  experiments  were  followed 
up  by  more  elaborate  studies  during  the 
past  two  years.  In  1964  Polack  and  de 
Roetth5  reported  on  the  results  of  their  tono- 
graphic  and  histologic  studies  performed  on 
rabbit  eyes  that  were  previously  cryocau- 
terized  with  a mixture  of  solid  carbon  diox- 
ide and  absolute  alcohol.  Their  investiga- 
tion showed  that  the  subfreezing  temper- 
atures applied  over  the  ciliary  body  region 
of  the  normal  rabbit  eyes  produced  con- 
siderable destruction  of  the  ciliary  epithe- 
lium, and  this  in  turn  resulted  in  a decreased 
aqueous  inflow.  Later  that  year  McLean 
and  Lincoff6  reported  similar  results;  their 
tonographic  data  also  demonstrated  a con- 
siderable decrease  in  the  rate  of  aqueous 
humor  secretion  in  rabbit  eyes  following 
cryosurgery.  Besides  the  animal  experi- 
ments, McLean  and  Lincoff  also  discussed 
the  short-term  effect  of  cryocautery  on  7 
human  eyes  with  glaucoma;  2 of  their 
treated  eyes  showed  improvement  while  the 
other  5 were  not  helped  with  this  new  tech- 
nic. These  authors  concluded  their  report 
with  a note  of  caution  and  were  pessimistic 
concerning  the  practical,  clinical  aspect  of 
cryocautery  for  the  treatment  of  glaucoma. 

Indications 

Since  the  animal  experiments  of  the  pres- 
ent investigation  seemed  promising,  cryo- 
cautery was  then  performed  on  human  eyes 
also.  The  indication  for  cryosurgery  was 
essentially  the  same  as  it  used  to  be  for 
cyclodiathermy  in  the  past.  This  included 
eyes  with  advanced  glaucoma,  either  pri- 
mary or  secondary  in  type;  eyes  that  al- 
ready had  one  or  more  previous  glaucoma 
operations  and  thus  were  not  good  candi- 
dates for  further  intraocular  procedures; 
also  eyes  that  had  only  limited  vision,  where 
intraocular  surgery  may  be  hazardous. 
Hemorrhagic  glaucoma  or  eyes  with  heavily 
vascularized  irises  also  benefit  occasionally 
from  this  new  surgical  procedure.  There 
are  some  patients  who  will  refuse  surgery 
altogether,  but  they  will  give  permission 
to  cryocautery  since  they  do  not  consider 
this  an  operation.  An  active,  busy  glau- 
coma clinic  usually  has  many  patients  who 
will  fall  into  one  of  the  categories  men- 
tioned, and  therefore  there  are  many  glau- 
comatous eyes  that  could  benefit  from  cry- 
osurgery. 


Methods 

Initially  the  same  procedure  was  ap- 
plied on  the  human  eyes  as  was  used  on  all 
animal  eyes,  namely  a mixture  of  dry  ice 
and  absolute  alcohol.  This  cold  cocktail 
was  placed  in  a metal  tube,  and  the  tip  of 
this  container  was  then  applied  directly  on 
the  conjunctiva,  over  the  ciliary  body 
region.  Six  such  applications  of  one  min- 
ute each  were  performed  on  every  eye  under 
local  anesthesia,  consisting  of  proparacaine 
hydrochloride  ophthalmic  solution  (Oph- 
thaine)  drops  and  retrobulbar  injection  of 
2 per  cent  lidocaine  (Xylocaine). 

Later,  this  simple  method  was  replaced 
by  an  elaborate  cryosurgical  apparatus 
employing  liquid  nitrogen  as  the  cooling 
agent.*  The  main  advantage  of  this  unit 
was  the  availability  of  changing  the  tem- 
perature at  the  tip  of  its  probe  that  comes 
in  contact  with  the  conjunctiva;  the  tem- 
perature range  varied  from  body  temper- 
ature down  to  minus  190  C. 

Results 

During  the  first  year  of  this  study  cryo- 
cautery was  performed  on  over  100  human 
glaucomatous  eyes.  All  types  of  primary 
and  secondary  glaucomatous  eyes  were  in- 
cluded in  this  series,  but  as  a rule  most  of 
these  eyes  had  advanced  glaucoma  with 
considerable  field  loss  and  often  only  limited 
vision  remaining.  Cryosurgery  was  not 
performed  on  eyes  with  early  chronic  simple 
glaucoma  or  with  acute  angle  closure  glau- 
coma. So  far  the  results  seem  encourag- 
ing; in  many  cases  the  procedure  improved 
the  glaucoma  status  of  the  eye  and  the  dis- 
ease was  better  controlled. 

Case  report 

One  of  our  earliest  patients  is  a good  ex- 
ample of  what  this  new  procedure  can  do  and 
to  what  extent  it  can  help  in  the  treatment  of 
glaucoma.  This  patient  had  advanced 
chronic  simple  glaucoma;  one  eye  had  been 
blind  for  five  years,  and  the  other  had  ad- 
vanced disease.  Iridencleisis,  performed  in 
1961,  did  not  help  to  control  her  glaucoma; 
in  the  beginning  of  1963  she  was  using  echo- 
thiophate  (Phospholine)  iodide  (0.25  per 
cent)  and  epinephryl  borate  (Eppy)  drops 
twice  daily  in  her  only  remaining  eye  and  also 

* Manufactured  by  the  Linde  Division  of  the  Union 
Carbide  Company,  New  York  City. 
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taking  1,000  mg.  of  acetazolamide  (Diamox) 
daily.  On  this  regimen  her  tension  ranged 
around  25  to  30  mm.  Hg,  and  she  continued 
to  lose  her  field  of  vision.  Cryosurgery  was 
done  on  this  patient’s  eye  in  May  of  1963; 
one  year  later  her  ocular  pressure  ranged 
around  14  to  16  mm.  Hg  and  her  visual  field 
was  not  changing.  She  was  still  using  the 
echothiophate  iodide  and  epinephryl  borate 
drops,  but  the  acetazolamide  was  discon- 
tinued. In  other  words,  following  cryocau- 
tery  her  glaucoma  was  better  controlled  with 
less  medication  than  before  the  freezing 
procedure. 

While  this  patient  so  nicely  illustrates 
the  group  of  cases  that  were  helped  by  cry- 
ocautery,  many  eyes  were  not  improved 
with  this  procedure;  their  glaucoma  re- 
mained unchanged. 

Comment 

One  of  the  most  encouraging  aspects  of 
cryosurgery  for  glaucoma  was  the  observa- 
tion that  none  of  these  treated  eyes  became 
worse  because  of  the  freezing  procedure. 
This  represents  a considerable  improvement 
over  cyclodiathermy;  many  of  the  cyclodi- 
athermy-treated eyes  became  atrophic  and 
had  to  be  enucleated.  Also,  it  was  noticed 
that  cryocautery  did  not  damage  the  con- 
junctiva or  the  sclera;  this  again  signifies  a 
considerable  advantage  over  cyclodia- 
thermy. During  this  first  year  of  the  study 
none  of  the  treated  eyes  developed  cataracts, 
which  could  be  one  of  the  complications 
following  this  new  procedure. 

A note  of  caution  should  be  expressed  at 
this  point.  The  apparent  absence  of  com- 
plications that  was  observed  thus  far  should 
not  lull  us  into  a false  sense  of  security; 
cryosurgery  for  glaucoma  is  still  more  or 
less  in  the  experimental  stage.  A great 
many  questions  still  remain  to  be  answered; 


we  still  don’t  know  what  the  low  temper- 
atures will  do  to  all  the  ocular  tissues  and 
fluids,  particularly  regarding  their  late 
effects.  For  instance,  what  will  happen  to 
these  eyes  five,  ten,  or  twenty  years  later? 
Is  the  metabolism  of  the  lens  or  the  vitreous 
affected  by  this  method  and  if  so  to  what 
extent?  For  these  reasons  the  widespread 
use  of  cryosurgery  is  not  encouraged  at  this 
time;  this  is  definitely  not  a routine  glau- 
coma operation  for  the  time  being. 

Summary 

Since  the  results  were  variable  and  the 
follow-up  period  is  not  long  enough  for  most 
cases,  final  conclusions  cannot  be  made  at 
present.  However,  as  a clinical  impression 
it  can  be  stated  that  cryocautery  might 
develop  into  a useful  procedure  for  the 
treatment  of  eyes  with  advanced  glaucoma. 
It  is  most  improbable  that  this  new  opera- 
tion will  replace  or  displace  any  of  the  older 
methods  of  glaucoma  surgery.  On  the 
other  hand,  it  is  quite  likely  that  it  will 
become  a useful  adjunct,  just  one  more  ad- 
dition to  our  armamentarium  of  antiglauco- 
matous  procedures. 

635  West  165th  Street 
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Since  Reichel  in  1894 1 successfully  im- 
munized dogs  against  staphylococci  with 
gradually  increasing  numbers  of  live  organ- 
isms, numerous  forms  of  staphylococcal 
vaccines  have  been  used  without  general 
agreement  as  to  their  efficacy. 

Some  investigators  believe  that  living 
and  formalin-killed  staphylococci  can  set 
up  a protective  mechanism  but  that  heat- 
killed  staphylococci  are  useless.2  Others 
think  that  vaccines  prepared  from  heat- 
killed  staphylococci  have  some  effect  but 
that  this  effect  is  not  specific.3-6  Still 
others  believe  that  unlike  living  staphy- 
lococci, either  formalized  or  heat-killed 
organisms  fail  to  produce  any  degree  of 
protection.6-8  Some  have  been  advocates 
of  autogenous  while  others  favor  poly- 
valent vaccines,  and,  to  render  the  problem 
even  more  difficult,  a new  form  of  lysed  vac- 
cine has  been  investigated  recently  which 

Presented  in  part  at  the  meeting  of  the  American  Medical 
Association,  San  Francisco,  June  21  to  25,  1964. 


has  made  the  resulting  controversy  even 
greater. 

In  practice  what  appears  to  be  the  same 
form  of  vaccine  is  effective  in  some  hands 
and  disappointing  in  others.  Since 
staphylococcal  infection  in  human  beings  is 
a self-limited  disease,  it  has  been  extremely 
difficult  to  judge  the  significance  of  the  im- 
munization procedure.  The  present  study 
is  an  attempt  to  evaluate  the  true  usefulness 
of  various  staphylococcal  vaccines  by  im- 
munization of  rabbits  followed  by  chal- 
lenge with  live  strains  of  Staphylococcus 
aureus. 

Material  and  methods 

Polyvalent  and  monovalent  vaccines 
prepared  from  washed  S.  aureus  of  various 
phage  types,  strong  and  weak  toxin-pro- 
ducing strains,  were  used  either  whole  or 
completely  lysed.  The  lysates  were  pre- 
pared by  the  use  of  a sonic  oscillator. 
Staphylococci  subjected  to  lysing  were  not 
previously  killed.  The  dilution  of  whole 
staphylococci  was  made  in  0.25  per  cent 
phenolized  saline  and  then  subjected  to 
56  C.  water  bath  for  two  hours  on  two  suc- 
cessive days.  Each  vaccine  contained  ap- 
proximately one  billion  organisms  per  milli- 
liter. 

Seventy-four  young  female  albino  rabbits 
weighing  approximately  3 Kg.  each  received 
a course  of  vaccination  consisting  of  in- 
creasing weekly  injections  given  subcutane- 
ously, starting  with  0.1  ml.  with  the  max- 
imum of  2 ml.  The  period  of  vaccination 
continued  for  six  months,  and  the  total 
amount  per  rabbit  was  about  21  billion  or- 
ganisms or  their  lysates. 

All  animals  and  8 controls  were  chal- 
lenged with  homologous  or  heterologous 
strains  of  coagulase  positive  S.  aureus.  The 
challenge  was  by  intravenous  injection  of 
0.5  ml.  of  twenty-four-hour  culture,  the 
trypticase  soy  broth  being  replaced  by  physi- 
ologic saline  to  eliminate  prefabricated 
toxins. 

Seventy-four  vaccinated  rabbits  and  8 
controls  were  observed  for  six  months,  and 
the  type  of  vaccine  received  was  correlated 
with  the  death  rate  and  occurrence  of  late, 
local  infections  in  surviving  animals.  Ten 
surviving  animals  which  were  vaccinated 
and  challenged  intravenously,  10  vaccinated 
but  not  challenged  rabbits,  and  5 controls 
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TABLE  I.  Correlation  of  type  of  vaccine  with 
survival  rate  of  vaccinated  rabbits 


Type  of  Vaccine 

Num- 

ber 

Vac- 

cinated 

Rabbits 

Sur- 

vived 

After 

Chal- 

lenge 

Per 

Cent 

Polyvalent  whole 

9 

6 

66.7 

Polyvalent  lysed 

6 

2 

33.3 

S.T.P. * whole t **  tt 

24 

19 

79.2 

S.T.P.  lysed  t 

18 

6 

33.3 

W.T.P.***  whole** 

10 

2 

20.0 

W.T.P.  lysed 

7 

0 

0.0 

Nonett 

8 

0 

0.0 

* S.T.P.  = Strong  toxin-producing 
t Chi  square  = 8.9,  P = <£0.01 
**  Chi  square  = 10.5,  P = 0.001 
tt  Chi  square  = 15.9,  P = <0.001 
***  W.T.P.  = Weak  toxin-producing 


were  challenged  intradermally,  and  these 
three  groups  were  observed  for  abscess 
formation.  The  intradermal  challenge  was 
made  from  six  to  eight  months  after  the 
intravenous  challenge. 

Results 

Table  I demonstrates  the  correlation  of 
type  of  vaccine  with  the  survival  rate  of 
vaccinated  rabbits  challenged  with  massive 
intravenous  doses  of  living,  pathogenic  S. 
aureus. 

This  table  demonstrates  that  animals 
vaccinated  with  lysed  staphylococci  had  a 
lower  rate  of  survival  than  those  which 
received  vaccines  produced  from  the  same 
but  not  lysed  organisms,  and  that  animals 
vaccinated  with  whole,  strong,  toxin-pro- 
ducing staphylococci  appeared  to  have 
better  protection  than  those  which  received 
vaccines  prepared  from  not  lysed  but  weak 
toxin-producing  organisms.  This  table  also 
shows  that  none  of  the  unvaccinated  con- 
trols survived  the  same  intravenous  chal- 
i lenge. 

The  35  surviving  vaccinated  rabbits  were 
observed  for  six  months. 

When  the  Chi  square  test  was  applied  to 
figures  of  Table  -I,  comparing  the  protective 
effect  of  vaccines  produced  from  whole, 
strong  toxin-producing  staphylococci  with 
either  the  vaccines  prepared  from  the  same 
strain  of  lysed  staphylococci  or  to  vaccines 
produced  from  whole  but  weak  toxin- 
producing  staphylococci,  the  test  was 


to  evaluate  the  true  usefulness  of  various 
staphylococcal  vaccines,  rabbits  were  im- 
munized followed  by  challenge  with  live  strains 
of  Staphylococcus  aureus.  Only  vaccines  pre- 
pared from  whole,  strong,  toxin-producing 
staphylococci  were  capable  of  producing  pro- 
tection to  massive  intravenous  inocula  as  well 
as  better  protection  against  late  local  infec- 
tions in  rabbits.  Vaccines  produced  from 
lysed  staphylococci  and  from  weak  toxin- 
producing  strains  appeared  to  be  ineffective. 
Preliminary  investigation  showed  that  similar 
vaccines  produced  from  whole,  strong,  toxin- 
producing  S.  aureus  can  benefit  human  beings 
in  both  prevention  and  treatment  of  already 
established  skin  infections. 


significant  in  spite  of  small  numbers  of 
animals  used  in  the  experiment.  The  test 
was  also  significant  when  applied  to  figures 
comparing  the  survival  rate  in  the  group 
vaccinated  with  vaccines  containing  strong 
toxin-producing  staphylococci  and  in  the 
control  group.  As  expected,  the  Chi  square 
test  was  not  significant  when  the  effect  of 
two  apparently  ineffective  vaccines  was 
compared,  such  as  those  prepared  from 
whole  and  lysed,  weak  toxin-producing 
staphylococci.  Among  39  vaccinated  rab- 
bits which  died  after  intravenous  challenge 
with  S.  aureus,  none  died  before  three  weeks 
after  the  challenge,  29  died  after  four  months, 
and  10  died  after  five  months.  On  the 
other  hand,  none  of  the  unvaccinated  con- 
trols similarly  challenged  survived  five 
days,  and  among  these  8 controls,  4 died 
within  twenty-four  hours.  Postmortem 
blood  cultures  made  on  all  rabbits  that  died 
after  intravenous  challenge  were  positive 
for  S.  aureus  in  all  8 controls,  but  only  in 
15  out  of  39  vaccinated  rabbits.  These 
observations  appear  to  strengthen  further 
the  probability  appraisal  by  Chi  square  test 
of  the  figures  in  Table  I which  seem  to  in- 
dicate that  only  vaccines  prepared  from 
whole,  strong  toxin-producing  staphylo- 
cocci were  capable  of  producing  protection 
to  massive  intravenous  inocula  in  rabbits. 
Therefore,  polyvalent  vaccines  appeared 
to  be  only  as  good  as  the  proportion  of  such 
staphylococci  in  the  preparation  of  a vac- 
cine. On  the  other  hand,  vaccines  pro- 
duced from  lysed  staphylococci  and  from 
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TABLE  II.  Correlation  of  type  of  vaccine  with 
frequency  of  late  local  infections 


Type  of  Vaccine 

Number  of 
Rabbits 
Surviving 
After 

Intravenous 

Challenge 

Number  of 
Rabbits  with 
Late  Local 
Infections 

Polyvalent  whole 

6 

2 

Polyvalent  lysed 

2 

1 

S.T.P.  * whole 

19 

4 

S.T.P.  lysed 

6 

3 

W.T.P.  f whole 

2 

1 

* S.T.P.  = Strong  toxin-producing 
t W.T.P.  = Weak  toxin-producing 


weak  toxin-producing  strains  appeared  to 
be  very  ineffective. 

Table  II  shows  the  correlation  of  the  type 
of  vaccine  with  the  incidence  of  late  local 
infection  in  35  rabbits  surviving  intrave- 
nous challenge. 

Among  8 animals  vaccinated  with  lysed 
staphylococci  and  2 with  whole  but  weak 
toxin-producing  staphylococci,  5 or  50  per 
cent  developed  late  local  infections  such  as 
subcutaneous  abscesses,  infected  joints, 
and,  in  one  instance,  osteomyelitis,  from 
which  S.  aureus  of  phage  type  used  in  the 
challenge  were  isolated.  Vaccines  pre- 
pared from  whole,  strong  toxin-producing 
staphylococci  again  appeared  to  give  the 
best  protection,  with  only  21  per  cent  of 
late  localized  infections.  Finally,  poly- 
valent vaccines  prepared  from  both  strong 
and  weak  toxin  producers  showed  33  per 
cent  of  late  manifestations. 

Table  II  appears  to  indicate  that  vaccina- 
tion with  whole,  strong  toxin-producing 
staphylococci  also  gave  better  protection 
against  late  local  infections  than  with  either 
lysed  staphylococci  or  vaccines  prepared 
from  weak  toxin-producing  organisms. 
However,  analysis  by  Chi  square  test  re- 


vealed that  figures  of  this  table  were  not 
statistically  significant. 

Table  III  demonstrates  the  rate  of  infec- 
tion produced  by  intradermal  challenge 
in  three  groups  of  rabbits.  The  first  group 
included  10  vaccinated  and  not  previously 
challenged  rabbits,  the  second  group  con- 
tained 10  vaccinated  rabbits  that  survived 
previous  intravenous  challenge  without  late 
secondary  local  infections,  and  the  third 
group  was  composed  of  5 unvaccinated 
controls.  The  challenge  dose  was  that 
which  usually  produced  abscesses  in  control 
animals  of  the  breed  used  in  the  experiment. 
All  vaccinated  rabbits  in  this  experiment 
received  what  had  proved  to  be  the  vaccine 
that  provided  best  protection,  that  is,  the 
one  produced  from  whole,  strong  toxin- 
producing  staphylococci. 

This  table  demonstrates  that  among  the 
10  vaccinated  rabbits  previously  unchal- 
lenged with  massive  intravenous  inocula,  in 
only  2 or  in  20  per  cent,  could  local  infection 
be  produced  by  intradermal  injection  of 
live,  pathogenic  S.  aureus.  Similar  doses 
gave  abscesses  in  4 out  of  5 controls,  or  in 
80  per  cent.  The  vaccinated  rabbits  which 
survived  previous  intravenous  challenge 
without  developing  late  secondary  local 
infections  did  not  do  so  well  after  the  intra- 
dermal challenge.  In  fact,  7 out  of  10  or 
70  per  cent  of  such  animals  developed  ab- 
scesses at  the  site  of  intradermal  challenge, 
and  this  group  is  comparable  to  the  unvac- 
cinated control  group. 

The  Chi  square  test  confirmed  the  sig- 
nificance of  figures  in  Table  III,  which  points 
to  a lesser  rate  of  abscess  formation  after 
intradermal  challenge  of  vaccinated  rabbits 
not  previously  challenged  with  massive 
intravenous  inocula. 

When  animals  with  secondary  local  skin 
infections  were  given  a new  series  of  vacci- 


TABLE  III.  Abscess  formation  in  vaccinated  and  unvaccinated  rabbits  after  intradermal  challenge  with 

S.  aureus 


Vaccinated  Rabbits 


Not  Previously  Challenged 
By  Intravenous  Inoculation 
Number  of 

Challenged  Abscess 

Rabbits  formation 


Previously  Challenged 
By  Intravenous  Inoculation 
Number  of 

Challenged  Abscess 
Rabbits  formation 


Controls 


Number  of 

Challenged  Abscess 

Rabbits  formation 


10*  f 2 10*  7 5f  4 


* Chi  square  = 5.04,  P = <£0.05 
t Chi  square  = 5.00,  P = <£0.05 
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nation  consisting  of  two  injections  per  week, 
their  lesions  were  arrested  much  faster  than 
when  recovery  occurred  spontaneously. 
In  fact,  in  all  5 rabbits  thus  treated,  the 
infection  disappeared  within  five  to  fourteen 
days,  while  in  6 animals  not  thus  treated  the 
spontaneous  recovery  occurred  in  sixteen 
to  thirty -two  days,  and  2 animals  developed 
large  abscesses  and  died  from  secondary 
infections  not  due  to  staphylococci. 

Comment 

Preliminary  investigation  showed  that 
similar  vaccines  produced  from  whole, 
strong  toxin-producing  S.  aureus  can  be 
beneficial  also  in  human  beings,  in  both 
prevention  and  treatment  of  already  es- 
tablished skin  infections,  and  will  be  the 
subject  of  future  presentations. 

In  a previous  presentation  we  reported 
that  such  vaccines  produced  much  higher 
agglutinin  titers  than  either  lysed  or  weak 
toxin-producing  staphylococci.  This,  how- 
ever, does  not  explain  why  rabbits  vacci- 
nated with  such  a vaccine  apparently  lose 
some  protective  mechanism  after  massive 
challenge  with  live  staphylococci.  The  dis- 
cussion of  the  nature  of  such  immunologic 
behavior  is  beyond  the  scope  of  this  pres- 
entation. However,  we  wish  to  point  out 
that  in  previous  studies  on  immunologic 
response  to  staphylococcal  vaccines  in 
vitro,  we  reported  the  presence  of  growth 
inhibition  of  coagulase-positive  staphylo- 
cocci in  some  animal  and  human  sera  which 
disappeared  with  rising  agglutinin  titers. 
Such  growth  inhibition  could  be  detected 
only  during  early  vaccination  periods,  in 
children,  or  before  a heavy  infection  with 


Summary 

In  conclusion,  a study  undertaken  to  es- 
tablish the  true  value  of  staphylococcal 
vaccines  revealed  that  monovalent  vac- 
cines prepared  from  washed,  killed,  whole, 
strong  toxin-producing  Staphylococcus 
aureus  produced  enhancement  of  protection 
in  rabbits  against  both  massive  intravenous 
and  local  challenge  by  coagulase-positive 
staphylococci,  and  such  vaccines  can  be 
useful  in  treatment  of  already  established 
local  infection  due  to  staphylococci.  It 
also  appears  from  this  study  that  vaccines 
produced  from  lysed  staphylococci  or  from 
weak  toxin-producing  strains  were  not  ef- 
fective. 

These  findings  would  aid  in  explaining  the 
controversial  results  which  are  frequently 
obtained  by  various  workers  using  vaccines 
which  are  only  apparently  identical. 
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Convulsions  and  Abnormal 
Chest  Findings  in  Young  Adult 

Case  history 

James  Robinson,  M.D.:  A forty-two- 

year-old  Negro  male  was  admitted  on  No- 
vember 27, 1964,  with  a complaint  of  seizures 
of  one  week  duration.  During  this  week 
he  had  experienced  three  such  episodes, 
which  were  described  as  being  generalized 
in  nature  without  any  prodromal  signs  or 
symptoms  and  without  any  loss  of  sphincter 
control.  An  informant  stated  that  during 
the  seizures  the  patient  would  move  all  ex- 
tremities and  turn  his  head  to  the  right. 
In  the  emergency  room  the  patient  experi- 
enced a seizure  which  began  in  the  right 
hand  and  arm  and  remained  localized.  A 
history  of  previous  disease  or  trauma  was 
denied.  He  did  not  drink  alcoholic  bever- 
ages but  had  smoked  one  package  of  cigarets 
a day  for  many  years.  He  worked  in  a 
junk  yard. 

Physical  examination  revealed  a well- 
developed,  well-nourished  Negro  male,  con- 
scious, co-operative,  and  oriented.  The 
blood  pressure  was  140/100,  pulse  92  per 
minute,  respirations  20  per  minute,  and 
temperature  101  F.  The  head  showed 
no  evidence  of  trauma,  and  the  neck  was 
supple.  Pupils  were  of  normal  size,  equal, 
and  reactive  to  light.  Funduscopic  exam- 
ination showed  no  papilledema  or  other 
changes  of  significance.  The  lungs  were 
clear  to  percussion  and  auscultation.  The 
heart  was  not  clinically  enlarged;  a faint 
systolic  murmur  was  present  all  over  the 
precord  ium.  The  second  aortic  sound  was 
louder  than  the  second  pulmonic  sound,  and 
the  rhythm  was  regular.  The  abdomen  was 


soft  with  good  bowel  sounds,  and  no  organ- 
omegaly was  detected.  A neurologic  ex- 
amination revealed  no  abnormalities. 

A urinalysis  on  admission  was  within 
normal  limits.  Hemoglobin  was  7.8  Gm. 
per  100  ml.;  the  white  blood  count  was 
12,800  with  78  per  cent  polymorphonuclear 
leukocytes  and  22  per  cent  lymphocytes. 
Several  sickle-cell  preparations  gave  nega- 
tive findings  as  did  the  serology.  Blood 
chemistries  were  within  normal  limits  ex- 
cept for  a total  protein  of  7.8  Gm.  per  100 
ml.  with  3.1  Gm.  of  albumin  and  4.7  Gm. 
of  globulin. 

A chest  x-ray  film  revealed  a homogene- 
ous density  at  the  right  apex  with  a radio- 
lucency  superimposed  on  its  midportion 
and  bilateral  perihilar  densities.  A pleu- 
ral diaphragmatic  adhesion  was  present  at 
the  right  base  with  blurring  of  the  right 
costophrenic  angle.  There  was  a question- 
able area  of  bullous  emphysema  in  the  right 
upper  hemithorax.  A skull  series  was  nor- 
mal. A spinal  tap  on  admission  revealed 
an  opening  pressure  of  170  mm.  and  a clos- 
ing pressure  of  90  mm.  The  qualitative 
glucose  gave  positive  findings,  protein  20 
mg.  per  100  ml.  with  5 white  blood  cells  and 
no  xanthochromia.  The  patient  was  given 
diphenylhydantoin  (Dilantin)  and  experi- 
enced no  further  seizures.  Several  gastric 
analyses  for  acid-fast  organisms  were  neg- 
ative; a purified  protein  derivative  test 
type  1 gave  negative  results. 

On  the  fifth  hospital  day,  a repeat  spinal 
tap  revealed  normal  manometries,  but  the 
proteins  were  reported  as  162  mg.  and  the 
glucose  as  73  mg.  per  100  ml.,  and  there 
were  46  white  blood  cells,  of  which  12  were 
polymorphonuclear  leukocytes  and  34  were 
lymphocytes.  On  the  eighth  hospital  day, 
the  patient  was  given  full  doses  of  strep- 
tomycin, isoniazid  hydrazine,  and  para- 
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aminosalicylic  acid.  A third  spinal  tap 
reconfirmed  the  findings  of  the  second. 
During  the  following  three  weeks  the  pa- 
tient’s general  condition  deteriorated  slowly 
but  progressively;  he  became  confused 
mentally,  incontinent,  and  anorectic,  and 
he  lost  20  pounds.  From  the  time  of  his 
admission,  the  patient  had  had  a low-grade 
fever  and  a persistently  elevated  erythro- 
cyte sedimentation  rate  with  readings  of 
120,  150,  and  130  mm.  per  hour. 

An  electroencephalogram  performed  on 
December  15  was  unrevealing.  On  Decem- 
ber 28  the  patient  received  two  units  of 
whole  blood,  after  which  his  hemoglobin 
stabilized  at  a level  of  11  Gm.  per  100  ml. 
He  continued  to  receive  streptomycin,  iso- 
niazid  hydrazine,  and  para-aminosalicylic 
acid.  A bone  survey  was  unrevealing.  On 
December  31,  1964,  a left  cerebral  arterio- 
gram revealed  gross  displacement  and  bow- 
ing of  the  anterior  cerebral  artery  across  the 
midline,  up  to  2 cm.  The  major  branches 
of  the  middle  cerebral  group  revealed  gross 
displacement  medially  and  appeared 
stretched.  No  definite  tumor  stain  was 
identified. 

At  the  time  of  the  arteriogram,  the  pa- 
tient was  stuporous,  aphasic,  had  paralysis 
of  the  right  upper  extremity,  and  was  being 
fed  through  a nasogastric  tube.  However, 
during  the  following  three  weeks  his  general 
condition  improved  considerably.  Pro- 
gressively, he  became  fully  reactive,  began 
to  speak  again,  and  ate  with  good  appetite, 
regaining  approximately  12  pounds.  The 
weakness  in  the  right  upper  extremity  im- 
proved considerably,  and  there  was  pro- 
gressive clearing  of  the  radiologic  chest 
findings. 

Bronchoscopy,  performed  on  January 
18,  1965,  revealed  only  large  amounts  of 
bronchial  secretions.  Cell-block  examina- 
tion revealed  no  identifiable  tumor  cells. 
No  acid-fast  organisms  were  ever  cultured 
from  the  sputum,  bronchial  washings,  or 
repeated  specimens  of  gastric  secretions. 
The  patient’s  general  improvement  con- 
tinued until  February  16,  1965.  At  this 
time,  during  a period  of  twenty -four  hours, 
he  again  became  confused,  incontinent,  and 
aphasic.  Neurologic  examination  revealed 
for  the  first  time  positive  Gordon-Holmes 
and  Oppenheim  reflexes  on  the  right  side. 

On  February  17,  1965,  an  operation  was 
performed,  but  the  patient  survived  for 


only  a week,  dying  with  signs  and  symp- 
toms of  pneumonia. 

Discussion 

Marcel  Tuchman,  M.D.*:  The  essence 
of  the  protocol  in  this  case  is  as  follows: 
A middle-aged  junk  yard  worker  with  a 
strikingly  unrevealing  past  history  was 
admitted  to  the  hospital  with  a complaint 
pointing  unmistakably  to  the  central  nerv- 
ous system,  seizures  which  began  abruptly 
one  week  previously.  The  complaint  was 
verified  promptly  by  a competent  observer 
and  proved  to  be  a Jacksonian  seizure  in- 
volving the  right  upper  extremity.  The 
three  previous  seizures  were  described  by 
the  patient  as  generalized,  at  least  when 
fully  developed.  In  addition  to  the  sei- 
zures, the  patient  had  fever,  leukocytosis, 
and  rather  severe  anemia.  A chest  x-ray 
film  showed  rather  prominent  lesions  which, 
one  infers,  were  asymptomatic. 

Initial  studies  directed  at  analyzing  the 
central  nervous  system  disease  showed  no 
helpful  findings.  On  the  fifth  hospital  day, 
the  inference  was  made  that  an  infectious 
process  was  present  in  the  brain.  Although 
it  is  not  stated  in  the  protocol,  I would  sus- 
pect that  there  was  a change  in  the  patient’s 
behavior  which  prompted  the  second  spinal 
tap.  The  patient  is  described  as  showing 
at  first  nonspecific,  toxic  cerebral  symp- 
toms. Localizing  neurologic  signs  did  not 
develop  until  thirty-four  days  after  admis- 
sion, twenty-eight  days  after  antituber- 
culous therapy  was  instituted . Localization 
was  in  the  left  frontoparietal  area  above  the 
sylvian  fissure,  and  this  was  confirmed  by 
the  seizure  pattern  and  angiography.  The 
fever  continued,  but  within  the  next  month 
and  a half  there  was  improvement  in  the 
patient’s  general  condition  and  in  the  status 
of  his  pulmonary  and  neurologic  lesions. 
The  history  ends  sadly  and  abruptly  two 
and  a half  months  after  admission  when  the 
patient  developed  an  acute  pneumonia,  pos- 
sibly from  aspiration,  and  died  in  spite  of 
a tracheostomy. 

These  facts  lead  me  to  two  alternative 
hypotheses  about  the  pathogenesis  of  the 
clinical  picture.  Two  systems  are  involved, 
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the  respiratory  system  and  the  central  nerv- 
ous system.  Two  obvious  questions  can 
be  raised:  Are  the  lesions  causally  related? 
If  so,  which  came  first? 

Of  course  we  must  assume  that  the  lesions 
are  related;  such  an  assumption  is  implicit 
in  this  sort  of  exercise.  The  involvement 
in  both  brain  and  lung  was  active  and 
changeable  during  the  course  of  illness. 
The  first  hypothesis  I would  suggest  is  that 
this  patient,  who  had  no  previous  history 
of  illness  and  who  came  to  the  hospital 
with  a short  history  of  seizures,  had  a pri- 
mary brain  tumor.  Continuing  along  with 
this  line  of  reasoning,  he  might  have  as- 
pirated during  one  of  the  seizures  and 
developed  acute  bilateral  aspiration  pneu- 
monitis with  some  fluid  in  the  right  chest. 
This  severe  respiratory  illness  further  ag- 
gravated his  brain  disease,  and  the  serious 
downhill  course  followed.  Temporary  im- 
provement was  achieved  by  the  use  of 
streptomycin  and  general  supportive  meas- 
ures. The  acute  episode  on  February  16 
may  have  been  due  to  another  seizure  or 
further  increase  in  size  of  the  cerebral  lesion. 

While  at  first  glance  this  hypothesis  seems 
attractive,  closer  analysis  reveals  further 
flaws.  It  does  not  explain  the  anemia 
noted  on  admission.  I know  of  no  brain 
tumor  which  could  depress  the  hemoglobin 
to  7 Gm.  per  100  ml.  Also,  I doubt  that  a 
growing  brain  tumor  would  improve  on 
antibiotic  therapy.  Finally,  rapid  deteri- 
oration, such  as  occurred  shortly  after 
admission,  would  not  be  likely  without  sud- 
den increase  in  intracranial  pressure,  which 
was  not  the  case  here.  Therefore,  I favor 
the  alternative  hypothesis  in  which  the 
sequence  of  events  is  reversed:  first  there 
was  lung  disease,  and  then  there  was  meta- 
static brain  disease,  presumably  of  an  in- 
fectious nature. 

The  chest  x-ray  film  findings  which  we 
shall  discuss  shortly,  the  changing  clinical 
picture,  the  anemia,  the  elevated  sedimenta- 
tion rate,  and  the  progressive  weight  loss  all 
point  to  a severe,  chronic  infection.  There 
is  no  evidence  for  an  extrapulmonary  source 
of  infection,  for  example,  chronic  suppura- 
tive sinusitis  or  otitis  or  bacterial  endocar- 
ditis. The  lungs  are  a common  source  for 
metastatic  brain  abscesses,  their  distribu- 
tion conforming  to  the  distribution  of  the 
branches  of  the  middle  cerebral  artery. 
Some  series  report  that  about  40  per  cent 


of  brain  abscesses  of  bronchopulmonary 
origin  are  multiple.  It  is  impossible  in  our 
case  to  speculate  on  the  interval  between 
the  onset  of  the  lung  infection  and  the 
development  of  neurologic  signs,  but  the  ex- 
perience of  others  indicates  that  the  interval 
may  range  from  less  than  two  months  to 
twenty  years.  It  is  generally  thought  that 
acute  lung  infections  do  not  lead  to  cerebral 
abscesses;  however,  there  may  be  excep- 
tions. Bucy1  reported  a range  of  one  day 
to  six  months  between  the  initial  infection 
and  signs  of  brain  abscess.  At  this  point 
I would  like  to  enlist  the  aid  of  a radiol- 
ogist’s opinion  on  the  chest  x-ray  films. 

Joseph  M.  Moynahan,  M.D.:  The 

chest  roentgenogram  taken  on  admission  re- 
veals bilateral  perihilar  densities  which  ap- 
pear to  lie  in  the  anterior  segment  of  the  up- 
per lobe  on  the  left,  the  superior  segment  of 
the  left  lower  lobe,  and  the  posterior  segment 
of  the  right  upper  lobe  (Fig.  1A).  There  is 
a suggestion  of  a pleural  component  to  the 
density  in  the  right  midlung.  On  a lateral 
view  we  can  see  emphysematous  bullae  in 
the  right  upper  lobe.  A triangular  density 
suggesting  a pleurodiaphragmatic  adhesion 
is  present  at  the  right  base.  In  addition, 
there  is  a homogeneous  density  at  the  right 
apex  and  right  infraclavicular  region  on 
which  several  radiolucencies  are  superim- 
posed. The  latter  findings  suggest  the 
possibility  of  active  tuberculosis  with 
bronchogenic  spread,  although  the  distribu- 
tion of  infiltrates  is  somewhat  unusual. 
The  heart  is  not  unusual  in  configuration. 

Examination  of  the  chest  about  five 
weeks  later  shows  complete  clearing  of  the 
infiltrates  at  the  right  apex  and  left  mid- 
lung (Fig.  IB).  There  also  has  been  con- 
siderable clearing  of  the  infiltrates  in  the 
right  midlung,  although  residual  densities 
are  still  visible.  At  the  right  apex  we  can 
now  see  fine  linear  densities  which  may  be 
the  margins  of  emphysematous  bullae 
rather  than  cavities.  I would  say  from 
examining  this  set  of  films  that  the  rela- 
tively rapid  clearing  of  infiltrates  is  not  in 
line  with  tuberculosis  and  may  represent  an 
unusual  form  of  pneumonitis,  possibly  super- 
imposed on  an  underlying  chronic  lung 
disease. 

In  a film  taken  preterminally,  large  in- 
filtrates are  noted  at  the  right  lung  base, 
which  is  consistent  with  acute  pneumonia. 

Dr.  Tuchman:  Thank  you.  Your  in- 
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FIGURE  1.  Chest  roentgenograms:  (A)  on  admission,  showing  bilateral  perihilar  densities  extending  to 
pleura  involving  several  lobes;  and  (B)  five  weeks  later,  showing  almost  complete  clearing  of  infiltrates. 


terpretation  of  the  evidence  plus  a hunch 
on  my  part  makes  me  very  dubious  about 
tuberculosis.  May  I inveigle  you  into  ex- 
plaining the  cerebral  angiogram? 

Dr.  Moynahan:  We  injected  the  con- 

trast medium  into  the  left  carotid  artery, 
and  there  was  good  filling  of  the  anterior 
and  middle  cerebral  vessels.  The  anterior 
cerebral  artery  is  displaced  across  the  mid- 
line (Fig.  2).  This  is  the  so-called  round 
shift  which  is  usually  associated  with  tumors 
in  the  frontal  lobe.  In  addition,  there  is 
considerable  medial  displacement  of  the 
middle  cerebral  arteries.  I see  nothing  to 
suggest  a subdural  lesion.  There  is  no 
evidence  of  a tumor  stain  or  enlarged  ves- 
sels. There  are  no  aneurysms.  I do  not 
think  I can  determine  the  etiology  of  the 
cerebral  lesion  from  the  angiograms.  How- 
ever, I think  we  can  take  it  as  a fact  that 
there  is  a space-occupying  lesion  in  the  left 
hemisphere,  apparently  superficial  and 
probably  in  the  frontotemporal  region. 

Dr.  Tuchman:  Do  you  feel  that  the 

pulmonary  changes  are  acute  or  chronic? 

Dr.  Moynahan:  I think  there  are  acute 

changes,  changing  with  therapy,  superim- 
posed on  a chronic,  underlying  pulmonary 
lesion  of  considerable  duration. 

Dr.  Tuchman:  That  narrows  the  field. 


I am  committed  by  the  gestaltism  of  the 
case  to  a pulmonary  lesion  which  precedes 
and  is  probably  the  cause  of  a cerebral 
lesion.  Basically,  there  are  only  two  proc- 
esses which  behave  this  way:  suppu- 

rative infection  and  tumor.  The  radiologic- 
evidence  is  against  the  idea  of  a space- 
occupying  neoplasm  in  the  brain,  and 
there  is  no  evidence,  clinical  or  radio- 
logic,  that  it  could  be  a vascular  lesion,  so 
I have  to  postulate  a pulmonary  infection 
and  a secondary  brain  abscess.  The  clinical 
course  of  this  patient  is  entirely  compatible 
with  that  seen  in  large  series  of  cases  of 
brain  abscess.  The  course  from  onset  of 
neurologic  signs  to  death  seldom  exceeds 
two  months.  Fever,  leukocytosis,  and 
elevated  sedimentation  rate  are  all  present. 
Although  spinal  fluid  findings  may  vary 
in  brain  abscess  when  no  meningeal  involve- 
ment is  present,  mild  pleocytosis  and  mod- 
erately elevated  protein  are  commonly 
found.  At  least  half  of  the  patients 
have  normal  skull  films,  but  angiography, 
as  in  this  case,  is  a definite  localizing  proce- 
dure. By  and  large  electroencephalograms 
are  not  very  helpful.  One  useful  datum  is 
that  seizures  are  present  in  36  per  cent  of 
cases  of  brain  abscess.  A statistical  as- 
sociation of  this  magnitude  neither  rules 
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FIGURE  2.  Left  carotid  angiogram.  (A)  Posteroanterior  view  showing  displacement  of  left  anterior  cere- 
bral artery  across  midline  due  to  space-occupying  lesion  in  left  frontal  or  frontotemporal  area.  (B)  Lateral 
view  showing  medial  displacement  of  middle  cerebral  arteries. 


in  nor  rules  out  a diagnosis.  Yet  the  associ- 
ation is  so  frequent  that,  given  a patient 
with  evidence  of  infection  who  does  develop 
seizures,  brain  abscess  is  a strong  diagnostic 
possibility. 

Two  outstanding  clinical  criteria  for  a 
diagnosis  of  brain  abscess  have  been  em- 
phasized by  all  observers:  (1)  An  almost 

invariably  present  early  symptom  is  in- 
tractable severe  headache,  increasing  in 
intensity  on  Valsalva’s  maneuver  or  bend- 
ing, coughing,  and  so  on,  quite  distinct 
from  other  headaches  by  its  severity  and 
resistance  to  analgesia;  and  (2)  there  is  a 
recognizable  focus  of  infection.  The  ab- 
sence of  any  mention  of  headache  remains 
a disturbing  element  in  this  case.  There- 
fore, to  protect  my  flanks,  I shall  discuss 
other  diagnostic  possibilities,  although  they 
are  less  likely. 

Assuming  for  a moment  that  the  chest 
x-ray  films  could  be  an  unusual  form  of 
tuberculosis  and  that  the  response  of  the 
chest  lesion  and  the  cerebral  lesion  could  be 
credited  to  the  antituberculous  therapy, 
the  diagnosis  of  an  intracranial  tuberculoma 
might  be  considered.  In  this  country 
tuberculoma  accounts  for  about  1.5  per 
cent  of  intracranial  tumor  masses.  In  un- 
derdeveloped countries  the  incidence  is  as 
high  as  20  per  cent.  They  are  usually  soli- 
tary tumors  measuring  up  to  several  cen- 
timeters in  diameter  and  are  usually  deeply 


seated  in  the  cerebral  hemispheres,  cere- 
bellum, or  pons.  Negroes  are  more  sus- 
ceptible to  tuberculosis;  therefore,  they 
have  a higher  rate  of  tuberculoma.  While 
seizures  are  a common  feature,  up  to  81 
per  cent  in  one  series,  fever  is  uncommon. 
Not  infrequently  the  chest  x-ray  film  may  be 
negative  or  show  inactive  disease.  Spinal 
fluid  findings  are  not  generally  remarkable 
except  for  elevated  protein.  However,  the 
clinical  course  is  generally  longer  and  less 
catastrophic  than  that  of  a pyogenic  ab- 
scess. Headache  is  less  common  with  tuber- 
culoma than  with  abscess,  but  seizures  are 
more  common.  While  no  answer  is  avail- 
able to  the  question  of  whether  tubercu- 
lomas respond  to  conservative  antitubercu- 
lous therapy,  since  all  diagnosed  cases  are 
operated  on,  those  cases  in  which  part  of 
the  tuberculoma  had  to  be  left  behind  did 
well  with  further  medical  management. 
One  can  see  that  it  is  a diagnosis  to  consider, 
since  many  aspects  of  it  resemble  the  fea- 
tures of  today’s  case. 

However,  the  rapidity  of  the  clinical 
course,  the  acute  lung  changes,  and,  last 
but  not  least,  the  severe  anemia  suggest 
a nontuberculous,  pyogenic  infection. 
Anemia  of  this  severity  is  not  common  with 
tuberculosis,  yet  erythropoiesis  is  impaired 
very  early  in  the  course  of  established  pyo- 
genic infection,  because  red  cell  survival 
is  shortened,  and  plasma  iron  and  iron- 
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binding  capacity  are  decreased.  Utiliza- 
tion of  iron  from  dead  or  dying  erythrocytes 
is  diminished,  and  iron  incorporation  into 
newly  formed  erythrocytes  is  retarded; 
hence,  there  is  no  appreciable  reticulocyte 
response.  Also,  I would  be  reluctant  to 
accept  so  much  radiologic  improvement  in 
so  short  a time  if  the  lesion  were  tuber- 
culosis. 

In  summary,  I believe  this  patient  had 
acute  bilateral  suppurative  pneumonia  with 
possible  small  abscesses  which  may  have 
been  superimposed  on  an  old  bronchiec- 
tatic  process  in  the  right  upper  lobe  of  the 
lung  with  a metastatic  pyogenic  abscess 
in  the  left  frontoparietal  area.  Terminally, 
there  was  acute  pneumonia  in  the  right 
lung,  possibly  the  result  of  aspiration. 

Perry  Berg,  M.D.:  Can  we  really  ex- 

clude the  possibility  that  the  patient  had 
a small  bronchogenic  carcinoma  occluding 
a segment  of  the  bronchial  tree  with  second- 
ary suppurating  infection  behind  it  and 
then  a metastatic  brain  abscess? 

Michael  S.  Bruno,  M.D.:  A small 

endobronchial  neoplasm  with  infection  be- 
hind it  is  always  difficult  to  exclude.  How- 
ever, the  usual  pattern  in  such  cases  is  for 
relentless  progression  of  the  process  rather 
than  the  rather  sustained  improvement  this 
patient  showed.  Also,  I doubt  whether  a 
small  cancer  could  produce  this  degree  of 
anemia  unless  there  was  diffuse  spread  to 
the  marrow. 

Benjamin  E.  Krentz,  M.D.:  Could 

the  space-occupying  lesion  in  the  brain  be 
due  to  blood,  possibly  a subdural  collection? 

Dr.  Tuchman:  The  pattern  on  the 

angiogram  is  rather  against  it.  The  dis- 
placement of  the  middle  meningeal  artery 
could  have  been  produced  by  a subdural 
hematoma,  but  that  would  not  account  for 
the  striking  shift  of  the  anterior  cerebral 
artery  across  the  midline.  If  one  invokes 
hematoma,  one  would  also  have  to  have  a 
sizable  intracerebral  hematoma  as  well. 

David  Fine,  M.D.:  Although  the  in- 

itial impression  was  that  pulmonary  and 
meningeal  tuberculosis  was  the  most  likely 
explanation,  failure  to  demonstrate  the 
organism  and  rapid  clearing  of  the  pul- 
monary infiltrates  led  us  to  abandon  that 
working  diagnosis.  We  finally  opted  for 
nonspecific  pulmonary  suppuration  with  a 
metastatic  abscess  and  asked  Dr.  Schick 
to  explore  the  patient. 


FIGURE  3.  Posterior  half  of  right  lung  showing 
thick,  anastomosing  mantle  of  fibrous  tissue  sur- 
rounding bronchi  and  vascular  structures,  cavita- 
tion at  apex,  confluent  consolidation,  and  pleural 
adhesions. 

Robert  Schick,  M.D.:  At  craniotomy, 

when  we  reflected  the  dura  over  the  left 
frontal  area  of  the  brain,  we  encountered 
some  free  pus  which  was  clearly  leaking 
from  an  intracerebral  abscess.  We  drained 
the  abscess  as  well  as  we  could,  but  the 
patient  was  in  precarious  condition  to  begin 
with,  and  he  survived  the  operation  by  less 
than  a week. 

Clinical  diagnoses 

1.  Suppurative  pulmonary  disease  with 
secondary  brain  abscess,  probably  tuberculosis 

Dr.  Tuchman’s  diagnoses 

1.  Suppurative  pulmonary  disease  super- 
imposed on  bronchiectasis,  nontuber culous, 
with  metastatic  brain  abscess  to  left  fronto- 
parietal region 

2.  Terminal  acute  pneumonia,  ?aspira- 
tion 
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FIGURE  4.  Saccular  bronchiectatic  cavity  (A)  with 
purulent  contents  and  relatively  intact  wall  which 
is  chronically  inflamed,  and  (B)  with  wall  com- 
posed of  granulation  tissue  and  fibrous  tissue 
(hematoxylin  and  eosin  stain). 


Pathologic  report 


John  Kwittken,  M.D.:  Atautopsy,  the 
body  was  that  of  a poorly  nourished  man, 
and  a tracheostomy  was  present.  The 


FIGURE  5.  Section  of  right  upper  lobe  paren- 
chyma showing  extensive  scarring  (Masson’s 
stain). 


right  pleural  cavity  of  the  lung  was  oblit- 
erated by  dense  fibrous  adhesions.  The 
entire  right  lung  was  firm  and  rubbery; 
the  interlobar  fissures  were  also  obliterated 
by  fibrosis.  The  medium-sized  and  small 
bronchi  of  the  right  upper  lobe  of  the  lung 
were  dilated  and  surrounded  by  a thick 
anastomosing  mantle  of  inflamed  fibrous 
tissue  in  which  the  larger  vascular  struc- 
tures were  incorporated  (Fig.  3).  Many  of 
the  bronchi  were  filled  with  purulent  exu- 
date and  terminated  blindly  in  a number  of 
saccular  cavities.  Cavitation  was  most 
prominent  at  the  apex.  The  bronchial 
wall,  except  for  widespread  chronic  in- 
flammation, was  relatively  intact  in  some 
of  these  cavities  (Fig.  4A),  while  in  others  it 
was  totally  destroyed  and  composed  solely 
of  granulation  tissue  with  some  fibrosis 
(Fig.  4B).  The  smaller  bronchi  and  bron- 
chioles were  obliterated,  and  much  of  the 
parenchyma  of  the  lobe  showed  large  zones 
of  scarring  (Fig.  5).  The  remaining  four 
lobes  of  the  lungs  showed  a relatively  acute 
confluent  bronchopneumonia,  a terminal 
event.  Pulmonary  edema  was  observed  in 
the  nonconsolidated  portions  of  these  lobes. 

Microscopic  examination  of  the  brain 
tissue  removed  at  craniotomy  showed  acute 
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FIGURE  6.  Coronal  section  of  cerebrum:  (A)  at  level  of  mamillary  bodies  showing  thick,  scarred  dura  cov- 
ered focally  at  margins  of  defect  by  recent  blood  clot,  chronic  subdural  abscess  (black  arrow),  and  edema  of 
white  matter;  (B)  at  level  of  red  nuclei  showing  herniated,  focally  hemorrhagic,  and  necrotic  brain  tissue 
and  posterior  extension  of  subdural  abscess  on  left  (black  arrow);  (C)  at  level  of  posterior  horns  of  lateral 
ventricles  showing  again  herniated,  focally  necrotic,  and  hemorrhagic  brain  tissue  and  rostral  portion  of 
acute  extension  of  subdural  abscess  of  left;  and  (D)  showing  replacement  of  much  of  inferior  parietal  lobule 
by  acute  extension  of  abscess  on  left. 


and  chronic  inflammation  in  both  brain  and 
overlying  meninges.  The  brain  was  wet 
and  swollen,  weighing  1,450  Gm.  Corre- 
sponding to  the  craniotomy  site  and  over- 
lying  the  posterior  portion  of  the  frontal 
lobe  and  much  of  the  parietal  lobe  on  the 
left  was  a large  oval  defect  in  the  dura, 
about  12  cm.  in  diameter.  At  the  margins 
of  the  defect  the  dura  was  markedly  thick- 
ened, fibrotic,  and  covered  by  recent  blood 
clots  (Fig.  6A).  Focally  hemorrhagic  and 
diffusely  necrotic  brain  tissue  herniated 
through  this  defect,  representing  much  of 
the  anterior  and  posterior  central  gyri  and 
the  inferior  parietal  lobule  (Fig.  6B,  C,  and 
D).  Overlying  the  posterior  central  gyrus, 
sylvian  fissure,  and  superior  temporal  gyrus 


was  a chronic  subdural  abscess  about  3.5 
cm.  in  diameter  which  contained  both 
purulent  matter  and  fresh  blood  clot  (Figs. 
6 A and  B and  7A).  Posteriorly  there  was 
an  acute  extension  of  the  process  which  re- 
placed much  of  the  inferior  parietal  lobule 
and  extended  to  the  surface  of  the  herniated 
brain  tissue  (Figs.  6D  and  7B).  The  re- 
mainder of  the  brain  was  essentially  un- 
remarkable. 

The  middle  ears  and  all  cranial  sinuses 
were  carefuly  examined  and  appeared 
normal.  Aerobacter  was  cultured  from 
the  purulent  exudate  in  both  the  pulmonary 
cavities  and  the  brain  abscess.  No  other 
significant  abnormalities  were  found. 

A similar  case  was  presented  at  one  of 
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FIGURE  7.  (A)  Section  of  chronic  subdural  abscess  showing  thick  fibrous  wall  and  purulent  exudate.  (B) 
Section  of  acute  extension  of  abscess  showing  necrotic  wall  and  purulent  exudate.  (Hematoxylin  and 
eosin  stain) 


these  exercises  approximately  a year  ago.2 
As  in  the  present  case,  the  patient  died  as  a 
result  of  a complication  of  his  bronchiecta- 
sis, namely  a brain  abscess.  Today’s  case 
falls  clinically  and  pathologically,  according 
to  Whitwell’s  classification,  within  the 
chronic  form  of  collapse  bronchiectasis.3 
In  this  form,  as  a result  of  long-standing 
inflammation  of  the  bronchial  walls  with 
ensuing  pooling  of  secretion  and  exudate, 
bronchiectasis  develops.  These  changes  in- 
volve whole  lobes,  as  in  today’s  case,  and 
the  lung  parenchyma  may  show  variable 
changes  depending  on  the  extent  of  the  pre- 
vious inflammatory  changes.  The  patho- 
logic changes  described  are  not  those  of 
either  form  of  postpneumonic,  infective 
bronchiectasis.  Paranasal  sinusitis  is  pres- 
ent in  the  majority  of  patients  with  the 
postpneumonic,  infective  type  of  bronchi- 
ectasis and  relatively  uncommon  in  collapse 
bronchiectasis.  Intracranial  abscess  be- 
fore the  antibiotic  era  was  a fatal  complica- 
tion in  about  20  per  cent  of  the  patients 
with  bronchiectasis. 4 It  still  occurs  and  is 


responsible  for  death  in  a significant  num- 
ber. 

Final  anatomic  diagnoses 

1.  Chronic  suppurative  bronchiectasis, 
right  upper  lobe,  collapse  type 

2.  Confluent  bronchopneumonia,  other 
lobes,  terminal 

3.  Chronic  subdural  abscess  with  acute 
intracerebral  extension,  left  frontoparietal 
region 

4.  Cerebral  edema,  left  hemisphere 

5.  Status  post  craniotomy,  tracheostomy, 
recent 
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Ingestion  of  cholesterol  depresses  the 
rate  of  hepatic  cholesterol  biosynthesis.1 
Specifically,  dietary  cholesterol  reduces  the 
rate  of  enzymatic  formation  of  mevalonic- 
acid  from  HMG-CoA  (beta-hydroxy-beta- 
methylglutaryl  coenzyme  A).  This  reac- 
tion is  catalyzed  by  the  enzyme,  HMG- 
CoA  reductase: 

O CH3 

II  I 

CoA— S — C — CH2 — COH — CH2 — COOH;=; 

CH3 

I 

hoch2— ch2— COH— ch2— cooh 

The  formation  of  mevalonic  acid  is  one  of 
the  initial  reactions  of  cholesterol  bio- 
synthesis. The  inhibition  of  an  initial 
reaction  of  a metabolic  pathway  by  an 
end  product  of  that  pathway  has  been 
observed  for  many  biosynthetic  processes. 
Recently,  Fimognari  and  Rodwell34  demon- 
strated that  the  formation  of  mevalonic 
acid  by  HMG-CoA  reductase  is  inhibited 
by  salts  of  bile  acids  that  are  end  products 
of  hepatic  cholesterol  metabolism.  These 
workers  suggested  that  this  end  product 
inhibition  of  cholesterol  biosynthesis  is  a 
normal,  regulatory  mechanism.3 

The  present  report  summarizes  the  work 
of  Fimognari  and  Rodwell.  Knowledge  of 
this  regulatory  mechanism  is  used  to  sug- 


gest effective  therapeutic  inhibitors  of 
cholesterol  biosynthesis. 

Inhibition  of  cholesterol  biosynthesis 
by  endogenous  salts  of  bile  acids 

Fimognari  and  Rodwell  studied  the  effect 
of  various  bile  salts  and  related  compounds 
on  HMG-CoA  reductase.  The  enzyme 
was  obtained  from  rat  liver,  Pseudomonas 
Ml,  and  Mycobacterium  S4.  The  rate  of 
formation  of  mevalonic  acid  by  the  rat 
liver  enzyme  was  not  inhibited  significantly 
by  the  addition  of  2.5  millimolar  choles- 
terol to  the  incubation  medium.3  Addition 
of  0.25-  or  2.5-millimolar  concentrations  of 
the  salts  of  bile  acids,  cholic  acid,  deoxy- 
cholic  acid,  taurocholic  acid,  and  tauro- 
deoxy cholic  acid,  however,  yielded  marked 
inhibition  of  mevalonic  acid  biosynthesis. 
The  concentration  of  bile  salt  that  yielded 
significant  inhibition  was  suggested  by 
these  workers  as  being  within  the  range  of 
physiologic  concentrations  of  the  com- 
pounds.3 

The  properties  of  the  bacterial  HMG- 
CoA  reductase  were  studied  similarly. 
When  the  enzyme  from  either  Pseudomonas 
Ml  or  Mycobacterium  S4  was  incubated 
with  mevalonic  acid,  formation  of  HMG- 
CoA  was  observed  (reaction  from  right  to 
left  as  written  in  formula).  Addition  of 
deoxycholic  acid  yielded  strong  inhibition 
of  the  enzyme  prepared  from  either  of  the 
bacterial  species.4  Examination  of  the 
response  of  the  enzyme  to  the  bile  salt 
suggested  that  mevalonic  acid  and  deoxy- 
cholic acid  compete  for  a similar  site  on  the 
enzyme  surface.  Comparison  of  molecular 
models  of  mevalonic  acid  and  the  acidic 
portion  of  deoxycholic  acid  indicated  to 
Fimognari  and  Rodwell  that  these  two 
compounds  are  structurally  similar  and  that 
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enzymatic  competition  between  them  could 
be  explained  on  a basis  of  a similar  atomic 
arrangement.  Thus,  the  mechanism  of 
inhibition  of  cholesterol  biosynthesis  by 
bile  salts  is  a simple  competition  between 
substrate  and  a structurally  related  end 
product. 

Fimognari  and  Rodwell3  further  sug- 
gested that  a normal  regulation  of  the 
rate  of  hepatic  sterol  biosynthesis  may  be 
mediated  by  variable  concentrations  of 
bile  salts.  Thus,  when  the  concentration 
of  hepatic  cholesterol  is  increased  by  di- 
etary addition,  the  concentration  of  bile 
acids  in  liver  may  increase.  The  rate  of 
cholesterol  biosynthesis  would  be  reduced 
by  the  slower  rate  of  formation  of  mevalonic 
acid.  Conversely,  in  the  absence  of  dietary 
cholesterol  the  rate  of  biosynthesis  of 
mevalonic  acid  (and  cholesterol)  would  be 
increased  because  of  the  lower  concentra- 
tion of  the  competitive  bile  salt  on  the 
enzyme  surface. 

Inhibition  of  cholesterol  biosynthesis 
by  synthetic  analogues  of  bile  acids 

Many  extrahepatic  tissues  biosynthesize 
cholesterol,  and  cholesterol  formation  in 
these  tissues  may  be  an  essential  metabolic 
process.5  An  example  of  complicating 
factors  encountered  during  inhibition  of 
extrahepatic  cholesterol  biosynthesis  by 
triparanol  was  discussed  recently  by  How- 
ard and  Furman.6  On  the  other  hand, 
liver  is  the  major  site  of  cholesterol  bio- 
genesis in  the  body,  and  most  of  the  serum 
cholesterol  arises  from  liver  stores.7  Thus, 
efficacious  therapeutic  reduction  of  choles- 
terol biosynthesis  specifically  requires  that 
the  rate  of  hepatic  cholesterol  biosynthesis 
be  reduced  without  affecting  the  rate  of 
sterol  formation  in  other  tissues. 

Bile  salts  are  not  only  metabolites  of 
liver  cholesterol  and  end  product  inhibitors 
of  cholesterol  biosynthesis,  but  also,  of  the 
many  reactions  that  are  catalyzed  by  liver 
enzymes,  no  process  is  more  characteristic 
of  and  restricted  to  liver  than  is  the  forma- 
tion of  bile  acids.  For  example,  Hasle- 
wood8  has  studied  the  structures  of  bile 
acids  from  many  species  of  animals  to 
establish  relationships  of  evolutionary  pat- 
terns. Thus,  the  end  product  inhibition 
of  HMG-CoA  reductase  is  specifically 
associated  with  hepatic  cholesterol  metab- 


olism. Analogues  of  bile  salts  may  ef- 
fectively inhibit  hepatic  cholesterol  bio- 
synthesis without  affecting  the  biosynthetic 
enzymes  in  extrahepatic  tissues. 

Another  property  of  the  effect  of  bile 
salts  is  that  apparently  only  HMG-CoA 
reductase  of  the  sterol  biosynthetic  path- 
way is  inhibited.  The  specificity  of  this 
inhibition  was  examined  recently  in  the 
author’s  laboratory.  End  product  steroid 
hormones  act  as  inhibitors  of  the  terminal 
reactions  of  cholesterol  biosynthesis  in 
testicular  tissue.9  Compounds  related  to 
cholesterol  accumulated  in  the  incubation 
medium.  It  would  be  expected  that  a 
similar  end  product  inhibition  of  terminal 
reactions  of  cholesterol  biosynthesis  would 
be  produced  by  salts  of  bile  acids.  Addi- 
tion of  purified  salts  of  bile  acids  to  an 
homogenate  of  rat  liver  did  not  affect  the 
rate  of  formation  of  cholesterol  from  la- 
nosterol.  10  Thus,  bile  salts  may  inhibit  only 
the  HMG-CoA  reductase  of  sterol  bio- 
synthesis. Because  HMG-CoA  is  metab- 
olized by  other  reactions  in  liver,  inter- 
mediates of  cholesterol  biosynthesis  would 
not  accumulate. 

Comment 

The  recent  discovery  of  a physiologic 
control  of  the  rate  of  cholesterol  biosynthe- 
sis by  end  product  inhibition  of  HMG- 
CoA  reductase  by  salts  of  bile  acids  sug- 
gests two  properties  of  bile  acid  metabolism 
that  may  be  applied  to  the  preparation  of 
therapeutic  compounds  to  mimic  this  ef- 
fect. The  formation  and  metabolism  of 
bile  salts  is  restricted  to  liver;  thus, 
an  analogue  of  a bile  salt  will  affect  hepatic 
cholesterol  genesis  without  interrupting 
the  biosynthesis  of  cholesterol  in  extra- 
hepatic tissues.  In  addition,  salts  of  bile 
acids  specifically  inhibit  HMG-CoA  re- 
ductase of  the  cholesterol  biosynthetic 
pathway,  and  thus  an  accumulation  of 
nonmetabolizable  intermediates  of  choles- 
terol biosynthesis  would  not  result  from 
inhibition. 

Savage  Hall 
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Venous  abnormalities  in 
sulfobromophthalein  administration 


This  study,  reported  in  a recent  issue 
of  the  Journal  of  the  American  Medical 
Association  by  Edward  M.  Schneider,  M.D., 
was  undertaken  after  frequent  reports  were 
noted  of  nonsymptomatic  venous  abnormalities 
following  administration  of  BSP  (sulfobromo- 
phthalein) to  apparently  healthy  subjects 
(prison  inmates)  being  screened  for  participation 
in  pharmacologic  studies.  The  design  of  the 
study  was  double-blind,  144  subjects  getting 
BSP  and  144  getting  a placebo.  At  twenty-four 
hours,  10  of  144  BSP  subjects  and  2 of  the  pla- 
cebo group  showed  venous  abnormality;  at 
seventy-two  hours,  21  of  140  BSP  subjects  and 
4 of  136  placebo  subjects  showed  venous  in- 
duration, differences  considered  statistically 
significant.  These  venous  changes  were 
thought  to  be  thrombophlebitic  in  character, 
and  the  increase  with  time  suggests  that  the 
dye  acts  as  an  irritant,  perhaps  a sclerosing 
agent.  Since  these  lesions  actually  do  occur 
after  BSP,  its  use  as  a routine  laboratory 
screen  or  as  a part  of  a complete  physical 
examination  where  liver  dysfuction  is  not  sus- 
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pected  may  be  unwarranted.  Discrimination 
in  the  use  of  this  not  wholly  innocuous  pro- 
cedure should  be  used. 

Of  the  288  healthy  subjects  used  in  the  study, 
197  were  white  and  91  Negro.  As  between  the 
BSP  and  placebo  groups,  they  were  about 
equally  divided.  Both  BSP  and  the  control 
medication  were  administered  as  1 cc.  per  10 
Kg.  (22  pounds)  of  body  weight.  Thus,  each 
subject  getting  BSP  got  a dosage  equivalent  to 
5 mg.  per  kilogram.  No  subject  weighed  over 
176  pounds,  so  none  got  more  than  8 cc.  of  either 
the  BSP  or  placebo  (ascorbic  acid).  Subjects 
were  examined  immediately  before  injection 
and  at  intervals  afterward.  In  only  one  subject 
was  the  medication  identified  before  the  end  of 
the  period  of  two  hundred  forty  hours.  This  was 
a patient  who  had  pain  and  marked  inflammation 
at  the  time  of  injection,  and  the  substance 
given  had  to  be  identified  for  proper  treatment. 
There  was  a separate  report  form  for  each  of  the 
examination  periods,  and  at  the  end  of  the  two 
hundred  forty-hour  period  all  of  the  forms  were 
collated,  with  the  data  recorded  on  flow  sheets 
to  facilitate  computer  analysis.  All  required 
data  were  entered  on  the  flow  sheets  before 
identification  of  the  medication  given,  a method 
which  allows  the  “blind”  feature  of  the  study  to 
be  maintained  up  to  the  point  of  actual  process- 
ing and  analysis. 
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Misuse  of  Vasopressor  Therapy 


Hypotension  incident  to  spinal  or 
epidural  anesthesia  usually  responds 
promptly  on  injection  of  a single  dose  of 
vasopressor  drug.  The  deceptively  simple 
technic  of  continuous  intravenous  infusion 
of  a drug  such  as  phenylephrine  in  dilute 
solution  may  delay  recognition  and  treat- 
ment of  more  serious  complications  arising 
during  operation  and  anesthesia. 

Case  report 

A sixty-four-year-old  male  in  good  general 
health  entered  the  hospital  for  transurethral 
resection  of  a hypertrophic  prostate.  Follow- 
ing intramuscular  administration  of  atropine  0.4 
mg.,  blood  pressure  was  120  mm.  Hg  systolic 
and  80  mm.  Hg  diastolic,  and  the  pulse  rate  was 
60.  Intrathecal  injection  of  tetracaine  hydro- 
chloride 8 mg.,  dextrose  80  mg.,  and  epinephrine 
0.2  mg.  resulted  in  sensory  anesthesia  extending 
to  the  level  of  the  sixth  thoracic  segment,  with 
concomitant  decline  in  blood  pressure  to  80  mm. 
Hg  systolic  and  50  mm.  Hg  diastolic  and  rise  in 
pulse  rate  from  60  to  76.  A dilute  solution  of 
phenylephrine  (7  mg.  in  500  ml.  of  5 per  cent 
glucose  in  water)  was  attached  and  administered 
by  continuous  intravenous  infusion  throughout 
the  operation  which  lasted  one  and  one-half 
hours.  The  rate  of  infusion  was  adjusted  repeat- 
edly in  accordance  with  the  vascular  response,  so 
that  blood  pressure  was  maintained  at  approxi- 
mately 110  mm.  Hg  systolic  and  80  mm.  Hg  di- 
astolic with  pulse  rate  about  60.  Toward  the  end 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  September  13, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


of  the  procedure,  there  was  considerable  blood 
loss,  and  the  patient  became  somewhat  restless. 
Blood  pressure  fell  to  90  mm.  Hg  systolic  and 
50  mm.  Hg  diastolic  with  no  change  in  pulse 
rate.  Fluid  replacement  during  operation 
amounted  to  900  ml.  of  5 per  cent  dextrose  in 
lactated  Ringer’s  solution,  with  total  blood  loss 
estimated  at  600  ml. 

Restlessness  continued  in  the  recovery  room, 
where  blood  pressure  was  75  mm.  Hg  systolic 
and  50  mm.  Hg  diastolic,  and  pulse  rate  was  88. 
Bloody  fluid  was  obtained  on  irrigation  of  the 
bladder.  An  attending  anesthesiologist,  called 
in  consultation,  noted  pallor  of  the  conjunctivas 
and  nail  beds  and  abdominal  distention  and 
tenderness.  Blood  transfusion  was  begun,  and 
the  patient  was  questioned  closely.  He  ad- 
mitted enduring  abdominal  pain  during  the 
operation,  but  was  reluctant  to  complain.  A 
diagnosis  of  perforation  of  the  bladder  was  con- 
firmed by  cystogram,  and  emergency  supra- 
pubic cystostomy  was  performed  during  cyclo- 
propane anesthesia.  Subsequent  recovery  was 
uneventful. 


Comment 

The  anesthesiologist  is  responsible  for 
maintaining  the  patient’s  physical  status 
as  nearly  normal  as  possible  despite  the 
physiologic  trespass  implicit  in  anesthesia 
and  surgery.  Monitoring  of  vital  signs 
is  an  aid  to  this  end.  Any  alteration  ob- 
served in  circulatory  or  respiratory  param- 
eters sounds  an  alert  and  poses  a question. 
Patient  safety  may  depend  on  the  rapidity 
and  precision  of  the  reply  and,  conversely, 
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may  be  jeopardized  by  an  injudicious 
response,  be  it  erroneous,  inadequate,  or 
excessive. 

Hypotension  incident  to  the  administra- 
tion of  spinal  or  epidural  anesthesia, 
whether  due  to  extensive  blockade  of 
sympathetic  outflow,  psychogenic  or  pos- 
tural influences,  singly  or  in  combination, 
is  ordinarily  readily  reversible  with  simple 
vasopressor  therapy,  for  example,  intra- 
venous administration  of  methoxamine 
hydrochloride  (Vasoxyl)  5 mg.  or  ephed- 
rine  15  mg.  Should  hypotension  recur  or 
persist,  other  causes  such  as  hemorrhage, 
hypovolemia,  rupture  of  a hollow  viscus, 
or  acute  coronary  or  cerebral  vascular  acci- 
dent should  be  suspected,  discovered,  and 
treated.  In  desperate  circumstances,  with 
intolerably  low  levels  of  hypotension,  it 
may  be  appropriate  to  continue  the  use  of 
vasopressor  drugs,  but  this  must  always  be 
recognized  as  a temporary  expedient  and 
not  a substitute  for  more  definitive  therapy. 

Continuous  intravenous  infusion  of  a di- 
lute solution  of  phenylephrine  hydrochloride 


(Neo-Synephrine),  levarterenol  (Levophed) 
bitartrate,  metaraminol  bitartrate  (Ara- 
mine),  or  mephentermine  (Wyamine)  sul- 
fate in  the  management  of  hypotensive 
episodes  has  become  undeservedly  pop- 
ular in  some  circles  because  of  ease  of 
titration  of  the  response.  As  with  other 
examples  of  infusion  technics,  such  as  with 
barbiturates  or  muscle  relaxant  drugs, 
extreme  care  is  essential  to  avoid  prolong- 
ing administration  beyond  the  dosage 
actually  required.  Lacking  such  vigilance, 
use  of  the  method  is  difficult  to  justify. 

In  the  present  case,  it  would  appear  that 
perforation  of  the  bladder  occurred  near 
the  end  of  operation  and  was  accompanied 
by  restlessness  and  hypotension.  Be- 
cause the  infusion  of  vasopressor  drug 
had  not  been  terminated  promptly  on 
correction  of  the  initial  hypotension,  the 
diagnosis  of  perforation  was  needlessly 
delayed. 

Happily,  the  outcome  was  not  compro- 
mised by  the  lack  of  finesse  in  manage- 
ment. 


Number  one  hundred  fifty-six  in  a series  of  Clinical  Anesthesia  Conferences 


Should  ovaries  be  conserved 
at  hysterectomy? 

Without  debating  the  value  of  ovarian  con- 
servation in  a patient  of  reproductive  age, 
Nicholas  W.  Fugo,  M.D.,  writing  in  a recent 
issue  of  the  West  Virginia  Medical  Journal, 
believes  that  when  hysterectomy  is  indicated 
after  the  uterus  no  longer  has  a known  function, 
the  ovaries  should  be  removed  along  with  the 
uterus.  By  doing  so , the  operation  is  facilitated , 
and  the  possibility  of  further  difficulties  is 
eliminated.  Such  patients  should  have  the 
benefit  of  continued  estrogen  therapy  into  old 
age  to  prevent  the  metabolic  and  atrophic 
changes  characteristic  of  estrogen  deficiency. 

Whereas  gamete  production  ceases  in  the 
female  around  forty-seven  or  fifty  years  of  age, 


sperm  cells  in  many  males  are  produced  until 
death.  In  the  male,  adequate  titers  of  sex 
hormones  persist  throughout  life,  whereas  in 
the  female  hormone  production  ends  to  all 
practical  purposes  with  the  menopause.  This 
fact  should  remove  the  surgeon’s  compunction 
about  “castration.” 

Removal  of  the  adnexa  results  in  easier  perito- 
nealization  of  the  pelvis  at  the  time  of  surgery. 
Uterine  surgery  may  interfere  with  the  ovarian 
blood  supply  and  produce  cystic  changes  de- 
manding further  procedures  later.  Gonacs 
allowed  to  remain  in  the  pelvis  after  removal 
of  the  uterus  may  be  a source  of  pain  in  coitus. 
While  the  incidence  of  gonadal  carcinoma  in  the 
two  sexes  is  the  same,  examination  of  the 
male  is  obviously  easier.  In  the  female,  once 
the  tumor  has  enlarged  enough  to  be  easily  pal- 
pable, there  is  a good  chance  that  it  has  already 
become  widespread. 
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Case  Reports 


Surgical  Mastoiditis 
Masked  by  Antibiotics 

JOHN  R.  WILLIAMS,  M.D. 
New  Rochelle,  New  York 

From  the  Ear,  Nose,  and  Throat 
Service,  New  Rochelle  Hospital 


One  of  the  most  disquieting  factors  in  the 
practice  of  pediatric  otology  today  is  the 
increase  in  the  insidious  nature  of  mastoidi- 
tis. This  is  not  only  true  of  the  disease  it- 
self but  also  of  the  complications  arising 
from  it.  The  following  discussion  pertains 
to  cases  of  purulent  otitis  media  treated 
with  antibiotics  but,  despite  this,  progress- 
ing into  mastoiditis  and  complications  of 
mastoiditis  without  the  usual  diagnostic 
signs  and  symptoms  present. 

Acute  suppurative  otitis  media  runs  a 
characteristic  clinical  and  pathologic  course 
with  successive  stages  that  may  be  recog- 
nized by  particular  symptoms  and  diagnos- 
tic findings  at  each  stage.  The  first  stage  is 
that  of  hyperemia  recognized  clinically  by 
earache,  fullness  in  the  ear,  and  fever.  The 
hearing  is  normal  at  this  stage.  The  second 
stage  is  that  of  exudation  with  increased 
pain  and  fever  accompanied  by  hearing  loss 
versus  the  sensation  of  fullness  present  in 
the  first  stage.  The  third  stage  is  that  of 
suppuration  with  primarily  the  same 
symptoms  present.  It  is  during  this  stage 
that  marked  thickening  of  the  mucosal 
lining  of  the  middle  ear  and  mastoid  cells 
occurs,  but  as  yet  there  is  no  breaking  down 
of  the  mastoid  air  cell  partitions.  During 
all  of  the  preceding  stages,  a medical 
mastoiditis  exists  which  is  reversible  with 
the  use  of  drugs  and/or  simple  myrin- 
gotomy. Further  progress  of  the  disease  in- 


to a coalescing  mastoiditis  or  surgical  mas- 
toiditis results  in  breakdown  of  the  air  cell 
partitions.1  Although  the  classical  text- 
book physical  signs  at  this  stage  of  surgical 
mastoiditis,  such  as  temperature,  mastoid 
pain,  bulging  of  the  drum  in  the  posterior 
superior  quadrant,  nipple  formation  in  the 
drum,  and  sagging  of  the  posterior  superior 
canal  wall,  should  be  studied  and  retained 
in  the  mind,  many  times  they  are  totally 
absent.2  One  has,  therefore,  to  turn  to  the 
history  in  detail  for  information  as  to 
whether  or  not  the  child  is  harboring  an 
unrecognized  mastoiditis,  and  often  this  is 
disappointing.  The  problem  is  further 
complicated  by  the  fact  that  x-ray  ex- 
amination of  the  mastoid  in  a child  with 
past  history  of  ear  infections  may  represent 
an  old  mastoiditis  with  changes  in  the 
cellular  pattern  that  has  escaped  unde- 
tected during  the  course  of  that  illness  and 
returns  only  to  add  confusion  to  the 
present  status  of  the  child.  Over  the  past 
ten  years  there  has  been  an  increase  in  the 
number  of  cases  of  this  insidious  type  of 
mastoiditis  which  seems  to  parallel  the 
increase  in  the  incidence  of  secretory  otitis 
media  following  an  acute  bout  of  suppura- 
tive otitis  media.  When  the  child  has 
been  adequately  treated  with  antibiotics, 
fluid  often  remains  in  the  middle  ear. 
This  fluid  in  the  middle  ear  often  goes  un- 
recognized by  the  physician,  or  it  may  be 
recognized  but  not  considered  to  be  of  any 
importance  at  the  time.  This  results  in  a 
poor  follow-up  of  the  original  bout  of  infec- 
tion. This  fluid  must  not  be  allowed  to 
remain  but  should  be  removed  through  a 
myringotomy  incision.3 

Too  much  emphasis  cannot  be  placed 
on  the  basic  fact  that  the  middle  ear  and 
mastoid  process  consist  of  a series  of  pneu- 
matic spaces  which  communicate  with 
each  other  beginning  with  the  naso- 
pharyngeal end  of  the  eustachian  tube 
and  proceeding  to  the  mastoid  cells  in  the 
tip  of  the  mastoid  process.  Because  of  the 
continuity  of  all  these  structures,  the 
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inflammatory  process  is  never  confined  to 
the  middle  ear.4  In  the  course  of  an  acute 
bout  of  otitis  media,  the  disease  usually 
involves  the  nasopharynx  on  up  into  the 
mastoid  antrum  and  most  likely  extending 
out  into  at  least  some,  if  not  all,  of  the 
mastoid  cells.  One  must  bear  in  mind,  too, 
that  there  are  cells  present  in  the  posterior 
portion  of  the  zygomatic  arch.  These 
cells  present  in  the  attic  of  the  middle  ear 
can  be  involved  in  the  primary  otitis 
media.  It  is  therefore  important  for  those 
treating  children  for  middle  ear  infections 
to  realize  that  the  middle  ear  is  not  a rela- 
tively isolated  pocket  in  the  temporal 
bone  and  that  the  mastoid  antrum  and 
cells  are  usually  involved  in  the  original 
infection  of  the  middle  ear.  This  same 
type  of  reasoning  should  also  apply  to  the 
presence  of  fluid  in  the  middle  ear  following 
infection.  It  is  quite  evident  that  on 
performing  a myringotomy  to  remove  fluid 
from  the  middle  ear,  many  times  the 
amount  of  fluid  removed  could  not  cor- 
respond alone  to  the  middle  ear  space  but 
must  be  present  not  only  in  the  eustachian 
tube  but  also  in  the  mastoid  antrum  and 
mastoid  cells.  Histologically,  the  lining 
membrane  of  the  middle  ear  and  especially 
the  mastoid  cells,  while  formed  as  an  in- 
growth of  epithelium,  has  the  character  of  a 
serous  membrane.  One  of  the  special 
functions  of  a serous  membrane  is  to 
transfer  fluid  from  neighboring  intra- 
cellular or  extracellular  collections  of  fluid 
when  a vascular  disorder  in  the  immediate 
neighborhood  results  in  congestion.  In 
the  middle  ear,  such  fluid  is  normally  car- 
ried off  through  the  eustachian  tube  unless 
there  is  a block  present.  Anything  tending 
to  interfere  with  the  escape  of  fluid  by  this 
route  would  tend  to  favor  collection  of 
fluid  in  the  middle  ear  and  mastoid  cells. 
Congestion  in  the  membranous  lining  of 
the  middle  ear  and  mastoid,  secondary  to 
inflammation,  further  enhances  the  pro- 
duction of  the  fluid  in  the  middle  ear  and 
mastoid  through  the  type  of  secreting 
membrane.5  As  time  goes  by,  the  charac- 
ter of  the  fluid  in  the  middle  ear  changes; 
where  at  first  it  may  be  a thick  purulent 
type  of  material,  with  medical  treatment 
this  fluid  gradually  assumes  a more  serous 
quality.  With  a paucity  of  findings  one 
can  easily  be  tricked  into  believing  that 
what  he  is  looking  at  through  the  tympanic 


membrane  is  a transudate  arising  from  an 
allergic  state  or  a transudate  arising  from 
a blocked  eustachian  tube  secondary  to 
hypertrophy  of  the  adenoids.  Some  of 
these  patients  will  unfortunately  sooner  or 
later  show  mastoiditis  with  complications. 
If  removal  of  fluid  from  the  middle  ear  does 
not  leave  the  middle  ear  dry  and  fluid  is 
noted  again  on  re-examination  at  a near 
future  date,  the  possibility  of  an  under- 
lying mastoiditis  should  be  seriously  con- 
sidered. Of  course,  if  the  fluid  removed  is 
a thick  tenacious  mucopurulent  type  of 
discharge  which  keeps  flowing  from  the 
attic  area  of  the  ear,  one  knows  at  the  time 
of  removal  of  the  fluid  that  a low-grade 
mastoiditis  exists.  If  a definitive  diagnosis 
of  mastoiditis  can  be  made  at  this  stage 
of  the  disease,  then  steps  can  be  taken  to 
prevent  surgical  intervention  in  the  mas- 
toid. The  two  most  important  factors 
at  this  time  are  to  relieve  any  obstruction 
to  the  eustachian  tube  by  removal  of  the 
adenoids  and  to  secure  proper  drainage 
from  the  middle  ear.  This  can  be  done 
very  nicely  by  inserting  a Teflon  drainage 
tube.6  It  is  amazing  how  these  two  simple 
measures  of  ventilating  the  middle  ear  and 
decreasing  any  negative  pressure  effect 
from  closure  of  the  eustachian  tube  can 
reverse  the  disease  process,  provided  ju- 
dicious use  of  antibiotics  is  also  applied. 
A direct  smear  of  the  fluid  removed  from 
the  middle  ear  will  reveal  its  cellular  charac- 
ter. This,  along  with  cultures,  is  of  distinct 
value  in  plotting  the  future  treatment  of 
the  problem.7,8 

Case  reports 

Case  1.  An  eight-year-old  white  female 
child  was  admitted  to  the  New  Rochelle 
Hospital  with  a history  of  a left  ear  infec- 
tion that  had  started  three  weeks  prior  to 
admission.  She  had  had  several  bouts  of  o- 
titis  media  through  the  winter  months  which 
had  responded  well  to  antibiotics.  At  the 
time  of  her  present  illness,  three  weeks  prior 
to  admission,  she  was  initially  treated  with 
sulfonamides,  which  were  discontinued 
several  days  later  because  of  the  onset  of 
nausea  and  vomiting.  She  was  then  placed 
on  erythromycin  for  six  days  with  a good 
clinical  response.  Following  removal  of 
the  antibiotics,  her  ear  infection  flared  up 
again  with  a temperature  elevation  up  to 
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102  F.  She  was  placed  back  on  erythro- 
mycin and  continued  on  this  drug  up  until 
the  time  I saw  her  the  day  before  admis- 
sion. Her  only  complaints  at  the  time 
of  examination  were  that  she  had  some 
fleeting  occasional  pain  in  the  ear  and  that 
there  was  a certain  amount  of  dullness 
present.  Examination  at  that  time  re- 
vealed that  the  left  middle  ear  contained 
fluid.  A good  light  reflex  was  obtainable 
in  the  drum,  and  only  slight  hyperemia 
of  the  tympanic  membrane  was  present. 
There  appeared  to  be  slight  thickening  of 
the  posterior  aspect  of  the  left  tympanic 
membrane.  The  right  tympanic  mem- 
brane was  free  of  any  evidence  of  disease. 
There  was  no  evidence  of  infection  present 
in  the  upper  respiratory  tract.  The  para- 
nasal sinuses  transilluminated  well.  There 
was  no  purulent  secretion  in  the  nose  or  the 
pharynx.  There  was  no  hyperemia  of  the 
pharynx  present.  A myringotomy  was 
done  at  that  time  with  removal  of  a thick 
rubbery  type  of  material  from  the  middle 
ear.  This  fluid  appeared  to  be  coming 
from  the  attic  area  posteriorly.  The 
following  morning  it  was  noted  that  there 
was  no  drainage  from  the  ear  and  that  the 
opening  of  the  myringotomy  incision  did 
not  reveal  any  further  drainage  in  the 
middle  ear.  Mastoid  x-ray  films  done  at 
that  time,  revealed  a definite  clouding  of 
the  left  mastoid.  There  appeared  to  be 
destruction  of  the  bony-cell  margins  in  the 
mastoid  tip  area.  She  was  admitted  to 
the  hospital  that  same  evening.  Her  tem- 
perature at  that  time  was  100  F.  rectally. 
The  blood  count  was:  hemoglobin  96  per 
cent,  15  Gm.  per  100  ml.;  white  count 
10,200;  polymorphonuclear  cells  73;  seg- 
mented neutrophils  66,  nonsegmented  neu- 
trophils 7,  and  lymphocytes  26.  The  urine 
analysis  was:  specific  gravity  1.010,  al- 

bumin 0,  sugar  0,  acetone  0,  and  white  cells 
8.  The  erythromycin  was  continued  on 
admission.  The  following  morning  her 
temperature  was  98  F.  rectally,  but  climbed 
steadily  during  the  day  until  reaching  a 
level  of  104  F.  at  8:00  p.m.  At  this  time 
the  mastoid  process  became  extremely 
tender  with  fullness  present  under  the  tip 
of  the  mastoid  and  enlarged  cervical 
lymph  nodes  present  along  the  internal 
jugular  vein.  The  possibility  of  a perforat- 
ing abscess  of  the  tip  of  the  mastoid  was 
considered  at  that  time,  and  the  patient 


was  taken  directly  to  the  operating  room. 
A simple  mastoidectomy  was  performed. 
Pertinent  findings  were  as  follows:  On 

entering  the  mastoid  through  the  cortex,  a 
thick  walled  mass  was  noted.  The  cortex 
was  removed  upward  and  downward  along 
the  external  canal  to  expose  the  mastoid 
better,  and  the  mastoid  was  entered  an- 
teriorly to  this  thick  walled  mass.  There 
was  considerable  pus  oozing  from  the 
mastoid  cells,  particularly  those  of  the  tip. 
On  cleaning  out  the  mastoid  bowl,  the 
sinodural  angle,  and  the  area  surrounding 
the  antrum,  it  was  observed  that  this  mass 
that  had  been  encountered  earlier  in  the 
operation  represented  organized  granula- 
tion tissue  and  the  lateral  sinus  whose  bony 
wall  had  been  completely  eroded  by  dis- 
ease. A needle  was  inserted  into  the  sinus, 
and  no  blood  was  obtained.  In  fact,  the 
lumen  of  the  lateral  sinus  appeared  to  be 
fairly  well  organized  with  fibrotic  tissue. 
An  incision  was  made  along  the  mass 
which  was  quite  firm,  but  no  blood  was 
obtained  from  the  sinus.  There  were 
areas  of  well-organized  granulation  tissue 
throughout  the  mastoid  present,  There 
were  no  pathologic  or  surgical  exposures  of 
the  dural  plate.  The  facial  canal  ap- 
peared intact.  All  the  granulation  tissue 
was  removed  down  to  the  level  of  the  lateral 
sinus,  and  the  cellular  extensions  of  the 
disease  were  removed.  The  patient  with- 
stood the  procedure  well.  The  post- 
operative diagnosis  was  subacute  mastoidi- 
tis with  lateral  sinus  thrombosis.  No 
positive  cultures  were  obtained  from  the 
fluid  in  the  middle  ear  at  the  time  of  myrin- 
gotomy, and  no  positive  cultures  were  ob- 
tained from  the  mastoid  at  the  time  of 
operation.  Intravenous  chloramphenicol 
was  started  following  surgery,  and  the 
patient  received  1 Gm.  a day  of  the  drug 
intravenously  over  a four-day  period. 
The  drug  was  then  given  orally  on  the 
fourth  postoperative  day  and  continued 
for  three  more  days.  By  the  second  post- 
operative day,  the  patient’s  temperature 
had  fallen  to  a normal  level  and  continued 
this  way  through  her  hospital  stay  which 
was  ten  days. 

It  was  obvious  at  the  time  of  surgery  that 
this  patient  had  had  a lateral  sinus  throm- 
bosis, and  the  organization  and  amount  of 
fibrosis  present  in  the  granulation  tissue 
indicated  that  the  process  had  been  present 
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for  a considerable  period  of  time.  Any 
clinical  evidence  of  the  complication  had 
been  suppressed  by  the  fact  that  the  pa- 
tient had  been  continuously  on  antibiotics 
for  three  weeks.  It  should  be  noted  also 
that  this  complication  took  place  without 
any  reflection  in  the  appearance  of  the 
tympanic  membrane  which  at  the  time  of 
examination,  just  twenty-four  hours  be- 
fore, was  only  slightly  hyperemic  with 
some  mild  thickening  of  the  posterior  por- 
tion of  the  drum  and  with  the  absence  of 
any  tenderness  in  the  mastoid  itself. 
Fluid  was  present  in  the  middle  ear.  The 
acuteness  of  the  situation  was  manifested 
the  following  day  by  the  spiking  of  tem- 
perature and  the  increase  in  mastoid  pain 
over  the  day.  It  was  obvious  by  the  find- 
ings that  the  thrombosis  did  not  take  place 
in  the  twelve-hour  period  just  prior  to 
surgery. 

Case  2.  A six-year-old  white  female  was 
admitted  to  the  New  Rochelle  Hospital  in  a 
semicomatose  state.  The  history  available 
at  that  time  was  that  this  child  had  been  pale 
and  listless  with  a high  temperature  for  three 
hours  prior  to  admission.  These  symptoms 
were  preceded  by  a deep  cough  of  two  days 
duration  and  intermittent  vomiting  for 
about  twelve  hours  prior  to  admission. 
There  was  no  history  of  any  significant 
upper  respiratory  or  lower  respiratory  in- 
fection. The  child  had  had  several  ear 
infections  during  the  winter,  but  they  ap- 
peared to  respond  quite  well  to  antibiotics. 
The  positive  findings  on  physical  examina- 
tion at  the  time  of  admission  were  tem- 
perature 104  F.,  pulse  140,  and  respiration 
80  and  shallow.  This  child  was  in  a semi- 
comatose state  with  stiff  neck  and  back. 
Examination  of  the  tympanic  membranes 
did  not  reveal  the  presence  of  any  infection. 
The  nose  and  throat  were  free  of  infection. 
The  lungs  were  clear  to  auscultation  and 
percussion.  There  were  no  significant  find- 
ings on  examination  of  the  abdomen.  A 
spinal  tap  was  done  on  the  day  of  admis- 
sion. The  white  cell  count  in  the  spinal 
fluid  was  17,000  with  the  presence  of  100 
per  cent  polymorphonuclear  leukocytes, 
sugar  113,  total  proteins  600  mg.,  and 
chlorides  118.7.  The  admission  blood 
count  was  red  count  3.9,  hemoglobin  69 
per  cent,  10.8  Gm.  per  100  ml.;  white  count 
20,000;  neutrophils  74:  segmented  64, 


nonsegmented  10;  lymphocytes  25;  mono- 
cytes 1;  and  eosinophils  2.  The  urinalysis 
was:  specific  gravity  1.026,  acetone  trace, 
acetic  acid  negative,  white  blood  count 
0 to  1,  and  red  blood  count  0.  The  culture 
from  the  spinal  fluid  revealed  a pneumo- 
coccus. Smears  taken  at  the  time  showed 
many  pus  cells  and  a gram-positive  diplo- 
coccus.  After  the  child  had  responded  to 
treatment,  which,  aside  from  the  supportive 
care,  consisted  of  penicillin  and  chloram- 
phenicol, a search  for  a possible  focus  of 
infection  was  made.  The  only  positive 
finding  on  the  search  was  that  the  mastoid 
x-ray  films  revealed  some  clouding  of  the 
right  mastoid  with  breakdown  of  the  cellu- 
lar partitions  in  the  periantral  area  pos- 
teriorly. Examination  at  the  time  of 
consultation  revealed  a slight  yellow  cast  to 
the  right  tympanic  membrane  which  sug- 
gested the  appearance  of  fluid  in  the  right 
middle  ear.  The  tympanic  membrane 
itself  was  not  thickened  nor  did  it  appear 
to  be  involved  in  any  inflammatory  process. 
It  was  decided  that  when  the  meningitis 
had  subsided,  this  ear  should  be  explored 
with  the  possibility  of  a mastoiditis  as  the 
focus  of  infection.  The  child  was,  there- 
fore, taken  to  the  operating  room  at  the 
appropriate  time  and  a right  simple  mas- 
toidectomy performed.  Pertinent  findings 
were  as  follows:  On  entering  the  mastoid 
space,  the  mastoid  antrum  appeared  to  be 
free  of  infection  as  did  the  cells  in  the 
mastoid  tip.  However,  on  working  back- 
ward in  the  cavity  along  the  dural  plate,  a 
walled-off  abscess  was  found  in  the  sino- 
dural  angle  filled  with  granulation  tissue 
and  purulent  material.  A culture  was 
taken  from  this  area  and  the  tissue  sent  to 
the  laboratory.  There  was  no  evidence  of 
any  erosion  of  the  dural  plate.  There  was 
no  pathologic  or  surgical  exposure  present. 
The  lateral  sinus  plate  appeared  intact. 
The  entire  mastoid  cavity  was  cleaned  out 
with  motor-driven  burr  and  mastoid  curets. 
Postoperative  diagnosis  was  subacute 
mastoiditis  and  otitic  meningitis.  The 
tissue  removed  from  the  mastoid  cavity  was 
described  by  the  pathologist  as  revealing 
fibrous  tissue  with  collection  of  acute  and 
inflammatory  cells.  The  culture  was  nega- 
tive after  six  days.  The  child’s  post- 
operative course  was  uneventful,  and  she 
was  discharged  from  the  hospital  on  the 
sixth  postoperative  day  having  run  an 
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afebrile  course. 

In  this  case  we  have  a child  who  has  a 
pneumococcal  meningitis  secondary  to  a 
focus  in  the  right  mastoid  with  a previous 
history  that  gives  no  indication  of  mas- 
toiditis. Although  she  had  had  several 
bouts  of  otitis  media  that  apparently  re- 
sponded well  to  antibiotics  at  the  time,  we 
can  see  that  there  was  some  involvement 
of  the  mastoid  simultaneously  with  the 
middle  ear  which  is,  as  stated  before,  al- 
ways present  to  some  degree  during  a bout 
of  acute  otitis  media.  Whether  or  not  she 
had  some  fluid  present  in  the  middle  ear 
for  an  extended  period  of  time  that  might 
have  given  some  clue  that  the  infection 
was  still  smoldering  during  one  of  these 
bouts  of  otitis  media  is  unknown,  but  the 
presence  of  mastoiditis  speaks  for  itself. 

Case  3.  A six-year-old  white  male  child 
was  admitted  to  the  New  Rochelle  Hospital 
with  the  following  history:  On  the  day  prior 
to  the  admission,  the  father  noted  that  the 
child’s  left  ear  was  sticking  out  and  that 
there  appeared  to  be  a swelling  present  be- 
hind the  ear.  There  was  no  complaint  of  an 
earache.  He  had  had  several  bouts  of 
otitis  media  in  this  ear  which  were  treated 
with  antibiotics  during  the  winter  months 
but  apparently  had  responded  well  to  the 
drugs.  The  child  had  had  an  upper 
respiratory  infection  two  weeks  prior  to 
admission,  but  at  that  time  had  no  com- 
plaints in  regard  to  his  ears,  and  the  upper 
respiratory  infection  subsided  spon- 
taneously without  medication.  Other  fac- 
tors in  the  past  history  were  noncontribu- 
tory to  the  present  illness.  Examination 
at  the  time  of  admission  revealed  a tem- 
perature of  100.2  F.  rectally.  Examina- 
tion of  the  ear  revealed  slight  infection  of 
the  tympanic  membrane,  but  there  was  no 
thickening  present,  and  all  landmarks  were 
evident  without  any  presence  of  fluid  in  the 
middle  ear.  There  was  a tender  ery- 
thematous swelling  posterior  to  the  left 
auricle  situated  at  the  mastoid  tip  and 
extending  down  into  the  upper  part  of  the 
neck.  There  was  no  evidence  of  any  infec- 
tion in  the  paranasal  sinuses,  nose,  naso- 
pharynx, or  pharynx.  The  lungs  were 
clear  to  auscultation  and  percussion.  Ad- 
mission blood  count  was  hemoglobin  71 
per  cent,  11.1  Gm.  per  100  ml.,  white  count 
13,800,  61  polymorphonuclear  leukocytes, 


61  segmented  neutrophils,  and  39  lympho- 
cytes. The  urinalysis  revealed  a reaction 
of  5,  specific  gravity  1.026,  albumin  0, 
sugar  0,  acetone  0,  and  white  cells  0.  X- 
ray  films  of  the  mastoids  were  obtained  and 
revealed  that  the  right  mastoid  cells  were 
clear.  There  was  clouding  of  the  left 
mastoid  and  multiple  areas  of  bone  destruc- 
tion with  penetration  of  the  outer  cortex 
visible  in  one  area.  The  working  diagnosis 
on  admission  was  acute  mastoiditis  with 
external  abscess,  left  ear.  The  patient 
was  taken  to  the  operating  room  where  a 
left  simple  mastoidectomy  was  done.  The 
findings  were  as  follows:  It  was  noted  that 
there  was  rather  a large  defect  in  the  mas- 
toid cortex  in  the  posterior  inferior  portion 
of  the  mastoid  tip  opening  into  a large 
abscess  over  the  lower  mastoid  extending 
into  the  neck.  With  the  use  of  a motor- 
driven  burr,  the  mastoid  cortex  was  taken 
down  and  removed  to  expose  the  mastoid 
cavity.  There  was  considerable  thick 
green  purulent  material  present  filling  the 
entire  mastoid  bowl  with  broken-down 
bone  and  tissue.  This  debris  was  removed. 
The  affected  cells  were  curetted  out.  The 
opening  into  the  antrum  and  aditus  was 
enlarged.  There  were  no  abnormal  ex- 
posures of  the  lateral  sinus  or  the  dural 
plate.  The  postoperative  diagnosis  was: 
acute  left  mastoiditis  with  external  ab- 
scess, left  ear.  The  culture  was  reported 
as  hemolytic  streptococcus  in  the  mastoid. 

This  case  presents  the  same  kind  of  pic- 
ture, of  a child  who  is  seen  with  a complica- 
tion of  a mastoiditis  with  no  remarkable 
previous  history.  It  was  obvious  at  the 
time  of  surgery  from  the  destruction  of  the 
cortex  of  the  mastoid  and  the  leakage  of 
purulent  material  from  the  mastoid  cavity 
that  the  process  had  been  going  on  for  a 
considerable  period  of  time.  It  is  re- 
markable to  note,  as  in  the  previous  cases, 
that  the  appearance  of  the  tympanic  mem- 
brane did  not  give  a clear  indication  as  to 
the  extent  of  the  disease  in  the  mastoid 
itself.  Over  a period  of  time  the  infection 
had  become  walled  off  in  the  mastoid  and 
sought  its  own  way  out  as  in  this  case, 
through  the  mastoid  tip,  forming  an  ex- 
ternal abscess. 

Case  4.  A seven-year-old  white  female 
at  the  time  of  examination  gave  a history 
that  she  had  had  many  ear  infections  over 
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the  past  two  years  which  were  treated 
with  antibiotics  and  did  not  seem  to  be 
prolonged.  The  week  prior  to  her  visit, 
the  mother  had  noted  that  she  was  having 
drainage  from  the  left  ear.  There  were 
no  complaints  of  pain,  and,  except  for  the 
fact  that  the  ear  was  draining,  the  child 
seemed  perfectly  healthy.  Examination 
at  that  time  revealed  that  the  tympanic 
membrane  was  bulging  and  thickened 
without  hyperemia.  At  the  prominent 
point  of  this  bulge,  there  was  a small  open- 
ing through  which  pus  was  leaking.  The 
child  was  in  no  acute  distress  whatsoever. 
There  was  no  evidence  of  any  upper  re- 
spiratory infection.  Examination  of  the 
other  tympanic  membrane  revealed  the 
middle  ear  to  be  free  of  any  infection. 
Mastoid  x-ray  films  were  obtained  which 
revealed  a destructive  mastoiditis  in  the 
left  ear.  The  patient  was,  therefore,  ad- 
mitted to  the  New  Rochelle  Hospital,  and  a 
modified  radical  type  of  mastoidectomy  was 
done.  At  the  time  of  operation,  the  entire 
mastoid  bowl  was  filled  with  granulation  tis- 
sue, and  when  this  was  removed  it  was 
found  that  the  anterior  part  of  the  antrum 
and  aditus  was  filled  with  cholesteatoma 
which  extended  anteriorly  into  the  attic  of 
the  middle  ear.  The  cholesteatoma  in- 
volved the  incus  and  head  of  the  malleus. 
The  incus  and  the  head  of  the  malleus  were, 
therefore,  removed  along  with  the  cho- 
lesteatoma, and  a modified  radical  type  of 
mastoidectomy  was  done.  The  patient 
had  an  uneventful  postoperative  course 
and  was  discharged  with  the  final  diagnosis 
of  a left  chronic  mastoiditis  with  cho- 
lesteatoma. 

This  case  indicates  a type  of  mastoiditis 
which  is  very  slow  in  manifesting  itself  but 
has  gone  its  insidious  way  over  a long 

I period  of  time  unrecognized  until  finally 
painless  drainage  begins  to  issue  forth 
from  the  ear.9-11 

Comment 

# 

It  is  evident  that  with  the  use  of  modern- 
day.  drugs  this  problem  of  insidious  mas- 
toiditis is  on  the  increase  and  that  we  should 
all  try  to  prevent  the  formation  of  such  a 
process  in  the  earlier  stages  of  the  illness. 
This  can  best  be  done  by  adequate  treat- 
ment of  the  original  otitis  media  by  the 
following: 


Treatment  with  antibiotics  for  a mini- 
mum of  six  days. 

Re-examination  of  the  patient  at  the  end 
of  this  period. 

If  any  fluid  remains  in  the  middle  ear  at 
this  time,  a myringotomy  should  be  done 
immediately  and  the  fluid  removed. 

If,  subsequent  to  this  myringotomy, 
fluid  again  collects  in  the  middle  ear,  one 
should  be  aware  of  the  fact  that  a mastoidi- 
tis may  be  going  on  and  obtain  x-ray  films 
of  the  mastoids  at  that  time.  A second 
myringotomy  should  be  done  with  insertion 
of  a Teflon  drainage  tube  to  keep  the  in- 
cision open,  promote  drainage,  and  im- 
prove ventilation  of  the  ear. 

Obstruction  factors,  such  as  enlarged 
adenoids  with  blockage  of  the  eustachian 
tube  or  allergic  factors  that  create  the  same 
blockage,  should  be  brought  under  control. 


Summary 

The  preceding  4 cases  are  chosen  as  ex- 
amples of  complications  resulting  from 
unrecognized  mastoiditis. 

Insidious  mastoiditis  is  on  the  increase. 
Adequate  follow-up  of  the  original  otitis 
media  until  the  middle  ear  is  free  of  fluid  is 
of  importance  in  prevention  of  the  dread 
complications  of  this  disease. 

421  Huguenot  Street, 
New  Rochelle 
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Gastrocolic  fistula  ordinarily  results 
from  invasive  carcinoma,  while  gastro- 
jejunocolic  fistula  is  seen  as  a serious  com- 
plication in  the  surgically  treated  patient 
with  peptic  ulcer  diathesis.  In  the  un- 
operated patient,  however,  it  is  most  un- 
usual to  observe  a benign  fistulous  com- 
munication between  the  stomach  and  the 
transverse  colon.  This  report  is  prompted 
by  a recent  experience  with  a case  of  pro- 
tracted diarrhea  proved  to  be  secondary  to 
a benign  penetrating  greater  curvature 
peptic  ulcer. 

Case  report 

A fifty-four-year-old  white  female  was 
admitted  to  the  Elizabeth  A.  Horton 
Memorial  Hospital  with  the  history  of  pain- 
less, nonbloody  diarrhea  of  three  weeks 
duration.  She  had  noted  up  to  four  stools 
per  day,  described  as  unformed  but  not 
malodorous.  Cramps  did  not  precede  def- 
ecation, but  stools  were  followed  by  vague 
lower  abdominal  distress.  There  was  no 
nausea,  vomiting,  or  upper  abdominal  pain. 
She  was  afebrile  and  had  lost  at  least  20 
pounds  in  one  year  despite  a good  appetite. 

System  review  and  past  history  were 
otherwise  unrevealing.  She  had  taken  no 


FIGURE1.  Barium  enema  demonstrating  large  fis- 
tulous communication  between  transverse  colon 
and  greater  curvature  of  stomach,  without  evidence 
of  mucosal  destruction. 


medication.  Physical  examination  re- 
vealed evidence  of  recent  weight  loss.  The 
right  hemidiaphragm  was  elevated.  There 
was  lower  abdominal  distention  and  vague 
bilateral  lower  abdominal  tenderness.  Rec- 
tal examination  and  sigmoidoscopy  gave 
normal  results. 

Admission  hemoglobin  was  7.2  Gm.  per 
100  ml.  and  the  hematocrit  24.  Urinalysis, 
blood  urea  nitrogen,  fasting  blood  sugar, 
serum  alkaline  phosphatase,  serum 
glutamic  oxaloacetic  transaminase,  serol- 
ogy, and  electrocardiographic  findings  were 
all  normal.  The  total  protein  was  5.2  Gm. 
per  100  ml.  with  electrophoretic  evidence  of 
decreased  serum  albumin.  The  chest  film 
demonstrated  left  ventricular  hypertrophy 
with  elevation  of  the  right  leaf  of  the 
diaphragm  and  blunting  of  the  right  costo- 
phrenic  angle. 

Barium  enema  revealed  retrograde  reflux 
into  the  stomach  through  a gastrotrans- 
versecolic  fistula  (Fig.  1).  No  mucosal 
erosion  or  mass  was  noted.  Barium  meal 
again  demonstrated  the  fistula,  with  good 
peristalsis  through  the  stomach.  Again  no 
roentgenographic  suggestion  of  cancer  was 
observed. 
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Gastroscopy  was  performed.  On  the 
greater  curvature  aspect  of  the  body  of  the 
stomach  there  was  a confluence  of  folds 
entering  a punched-out  1.5-cm.  diameter 
ulcer  crater  presumed  to  be  the  proximal 
orifice  of  the  fistulous  tract.  No  evidence 
of  cancer  was  noted.  This  was  felt  to  be  a 
benign  gastric  ulcer. 

Both  the  roentgen  and  gastroscopic 
pictures  were  thought  to  represent  benign 
ulceration,  despite  the  well-known  fact  that 
malignant  ulceration  more  frequently  pre- 
cedes such  fistulas.  Following  preoperative 
blood  replacement,  the  patient  underwent  a 
subtotal  gastric  resection  and  colon  re- 
section. A gastrocolic  fistula  that  admitted 
a thumb  was  found.  The  fistulous  tract 
was  4 cm.  in  length  and  1.3  cm.  in  maximal 
diameter.  The  microscopic  picture  was 
that  of  a chronic  gastric  ulcer.  Post- 
operatively  she  developed  a transitory  fecal 
fistula  but  no  evidence  of  peritonitis.  She 
was  discharged  following  a protracted  con- 
valescence. 

Comment 

Classical  teaching  heretofore  suggested 
that  ulcers  of  the  greater  curvature  were 
malignant.  However,  a survery  of  44 
greater  curvature  ulcers  revealed  that  only 
5 such  lesions  were  malignant.1  An  essay 
on  the  complications  of  penetrating  peptic 
ulcer  demonstrated  none  with  fistulous 
tracts  issuing  into  the  transverse  colon, 
although  the  possibility  was  considered.2 
Prior  steroid  therapy  has  been  implicated 
as  a cause  for  spontaneous  gastrojejunal 
and  gastrocolic  fistulas.3  The  site  of  the 
fistula  which  develops  is  dependent  on  the 
apposition  of  intra-abdominal  organs. 

In  reviewing  gastrocolic  fistulas  resulting 
from  benign  gastric  ulcers,  it  was  noted  that 
only  25  cases  had  been  reported  by  1925, 
with  8 additional  cases  to  the  present 
time.4"11 

The  clinical  presentation  in  this  case  sug- 
gested diarrhea  based  on  organic  bowel 
disease,  as  evidenced  by  the  denial  of  ulcer 
symptomatology.  Had  an  investigation  of 
diarrhea  with  weight  loss  been  pursued  as  in 
the  differential  diagnosis  of  malabsorption, 
abnormalities  of  many  appropriate  indices 
might  be  expected.  Ultimately  the  short- 


circuiting  effect  would  be  found  to  be  simi- 
lar to  that  observed  in  inadvertent  gastro- 
ileostomy,  wherein  a simple  laboratory  con- 
firmation is  the  flat  glucose  tolerance  test.12 

Demonstration  of  an  undisturbed  muco- 
sal pattern  by  roentgenography  and  gas- 
troscopy assured  the  diagnosis  of  benign 
ulceration  preoperatively.  That  malignant 
tumors  of  the  stomach  and  colon  are  far 
more  common  etiologic  precursors  of  gastro- 
colic fistulas  is  confirmed  by  the  report  that 
167  such  instances  have  been  reported  in 
the  world  literature.13  When  one  excludes 
steroid-treated  patients,  it  is  apparent  that 
spontaneous  gastrocolic  fistula  due  to 
benign  peptic  ulceration  is  indeed  a rare 
occurrence. 

Summary 

A case  of  gastrocolic  fistula  due  to  benign 
peptic  ulceration  is  described,  presenting 
clinical  symptoms  of  protracted  diarrhea. 
The  preoperative  diagnosis  was  confirmed 
by  roentgenographic  and  gastroscopic 
study,  despite  the  rarity  of  benign  gastro- 
colic fistula  in  the  absence  of  prior  steroid 
therapy. 

27-31  Ridge  Street 
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It  has  been  recognized  that  following 
the  treatment  of  a solitary  plasmacytoma 
in  the  upper  respiratory  tract,  there  may  be 
a long  latent  period  before  recurrence  and 
final  dissemination  of  the  disease.  A case 
is  presented  of  a patient  who  developed  a 
solitary  plasmacytoma  of  the  nasal  cavity 
at  age  twenty-seven,  but  who,  following 
local  radium  therapy,  remained  free  of 
disease  for  thirty-six  years.  At  the  time 
of  recurrence  of  the  tumor  in  the  naso- 
pharynx, there  were  plasmacytoid  in- 
filtrates of  the  skin,  bone  marrow,  and  major 
viscera  but  no  lymph  node  involvement. 
There  was  no  Bence  Jones  protein  in  the 
urine  or  myeloma  proteins  in  the  serum. 
All  of  these  features  make  this  a rare 
clinical  report. 

Case  report 

In  1926,  a twenty-seven-year-old  white 
female  was  seen  at  the  Memorial  Hospital 
because  of  a swelling  and  bleeding  from  the 


FIGURE  1.  Specimen  taken  from  first  biopsy, 
1962. 


left  nasal  cavity.  A biopsy  of  this  mate- 
rial was  read  as  round  cell  sarcoma. 
The  patient  was  treated  on  two  separate 
occasions,  at  six-week  intervals,  using 
radium  delivering  2,000  millicurie  hours 
of  radiation  on  each  occasion.  This 
radiation  was  delivered  over  the  swelling 
involving  the  left  cheek  and  nose.  She 
also  received  one  x-ray  treatment  over 
the  right  submaxillary  gland  area.  From 
1926  until  1962,  she  remained  free  from 
recurrent  disease.  During  this  period  she 
had  a tubal  pregnancy,  appendectomy,  and 
a cholecystectomy.  She  was  readmitted 
to  the  Head  and  Neck  Service  of  Memorial 
Hospital  in  September,  1962,  because  of 
nasal  stuffiness  and  nasal  bleeding  as 
well  as  pain  in  the  left  antral  area.  On 
examination,  a polypoid  lesion  in  the  left 
nasal  cavity  was  noted.  Radiologic  studies 
showed  opacification  of  the  left  antrum, 
ethmoid,  and  frontal  sinuses.  A biopsy  of 
the  left  nasal  cavity  tissue  showed  atypical 
lymphoid  tissue  with  caseous  necrosis 
and  granulation  (Fig.  1).  A left  antrotomy 
through  a Weber-Ferguson  approach  re- 
vealed a firm,  grey,  polypoid  mass  filling 
the  entire  left  nasal  cavity.  Because  of  a 
frozen  section  diagnosis  of  reticulum  cell 
sarcoma,  a subtotal  antrectomy  was  car- 
ried out,  and  it  was  planned  to  irradiate 
the  residual  disease.  Permanent  sections 
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revealed  plasmacytoma  which,  on  com- 
parison, was  thought  to  be  identical  to  the 
tissue  removed  in  1926.  A bone  marrow 
showed  plasmacytosis  consistent  with,  but 
not  diagnostic  of,  multiple  myeloma. 
Serum  electrophoresis  showed  a slight 
increase  in  gamma  globulin.  The  total 
protein  was  6.8  Gm.  per  100  cc.  with  an 
albumin  of  3.05  Gm.,  an  alpha  1 globulin 
of  0.38  Gm.,  an  alpha  2 globulin  of  0.91 
Gm.,  a beta  globulin  of  1.14  Gm.,  and  a 
gamma  globulin  of  1.33  Gm.  Immuno- 
electrophoresis showed  no  myeloma  pro- 
teins in  the  serum  or  Bence  Jones  protein 
in  the  urine.  There  was  a small  quantity 
of  gamma  globulin  in  the  urine.  A skeletal 
survey  showed  a generalized  demineraliza- 
tion of  bone.  The  patient  was  discharged 
for  outpatient  betatron  therapy  to  both 
antral  areas. 

In  November,  1962,  the  patient  de- 
veloped painful,  raised,  and  reddened 
ulcerations  on  the  skin  of  both  legs  and 
both  shoulders.  She  was  readmitted  to 
the  Lymphoma  Service  in  December,  1962, 
because  of  a cough,  recurrent  abdominal 
pain,  fever,  weakness,  and  rectal  bleeding. 
Physical  examination  revealed  a cachectic 
female  whose  blood  pressure  was  130/70 
mm.  Hg  with  a pulse  of  120  beats  per 
minute,  a respiratory  rate  of  25  per  minute, 
and  a temperature  of  103.4  F.  The  skin 
was  involved  with  many  lesions  which 
were  red,  ulcerated,  painful,  raised,  and 
located  on  both  legs  and  under  the  left 
eye.  Necrotic  material  was  noted  in  the 
left  naris  and  in  the  left  antral  defect. 
Examination  of  the  chest  revealed  basilar 
rales  on  the  right.  Cardiac  examination 
revealed  a Grade  II  apical  systolic  murmur. 
The  liver  edge  was  felt  4 cm.  below  the 
right  costal  margin,  and  there  was  2 plus 
leg  edema  bilaterally. 

Laboratory  results.  Hemoglobin  was 
9.9  Gm.  per  100  ml.,  white  blood  count 
was  5,100  per  cubic  centimeter  with  a 
normal  differential,  and  the  platelet  count 
was  137,000  cells  per  cubic  centimeter. 
There  were  0.8  per  cent  reticulocytes. 
The  ' urinalysis  revealed  normal  findings. 
The  serum  glutamic  oxaloacetic  trans- 
aminase was  66  units.  The  sulfobromo- 
phthalein  sodium  (Bromsulphalein)  re- 
tention was  22  per  cent.  The  alkaline 
phosphatase  was  4.5  Bodansky  units. 
The  thymol  turbidity  was  2.2  units,  and 


FIGURE  2.  Specimen  taken  from  last  biopsy  at 
time  of  death. 


the  uric  acid  was  4.4  mg.  per  100  ml. 
Sigmoidoscopy,  barium  enema,  chest  films, 
and  intravenous  pyelography  were  all 
within  normal  limits. 

The  course  in  the  hospital  was  char- 
acterized by  continued  high  fever,  pro- 
gressive lethargy,  and  mental  deteriora- 
tion. Neurologic  examination  revealed  an 
organic  mental  syndrome  without  focal 
neurologic  signs.  The  cerebrospinal  fluid 
examination  showed  a normal  opening 
pressure,  normal  proteins,  and  38  monocytes 
per  cubic  millimeter.  Cultures  of  material 
from  the  maxillary  sinuses,  sputum,  spinal 
fluid,  skin  lesions,  and  bone  marrow  were 
negative  for  significant  bacteria,  fungi,  and 
tuberculosis.  A skin  biopsy  showed  plasma 
cell  infiltration.  After  two  weeks  of  hos- 
pitalization, an  unexplained  pancytopenia 
developed  with  the  leukocyte  count  falling 
to  1,400  cells  per  cubic  millimeter,  hemo- 
globin to  6.3  Gm.  per  100  ml.,  and  a 
platelet  count  to  31,000  per  cubic  milli- 
meter. The  patient  was  treated  with 
multiple  transfusions,  chloramphenicol, 
and  prednisone  and  later  with  isoniazid, 
but  without  response.  Betatron  therapy 
to  the  maxillary  sinuses  was  resumed. 
She  became  acutely  dyspneic  and  hy- 
potensive and  expired  December  30,  1962. 
Postmortem  examination  revealed  multiple 
skin  ulcers,  bilateral  pleural  effusions,  and 
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mildly  edematous  lungs.  The  liver  was 
enlarged  but  grossly  normal.  Ulcerated 
areas  were  noted  in  the  jejunum,  cecum,  and 
ascending  colon.  There  were  mononuclear 
cell  infiltrates  suggestive  of  plasma  cells 
in  the  heart,  periportal  areas  of  the  liver, 
spleen,  adrenals,  urinary  bladder,  and  skin 
as  well  as  in  the  ulcerated  small-bowel  and 
colon  lesions  (Fig.  2).  The  bone  marrow 
showed  a diffuse  plasmacytosis,  but  there 
was  no  evidence  of  abnormal  cells  in  the 
lymph  nodes,  kidneys,  or  brain.  The 
final  anatomic  diagnosis  of  the  infiltrative 
process  was  multiple  myeloma  probably 
arising  from  a nasal  plasmacytoma  and 
principally  involving  the  bone  marrow 
with  infiltration  of  liver,  heart,  spleen, 
adrenal  glands,  small  bowel,  colon,  and 
skin. 

Comment 

Dolin  and  Dewar1  divided  the  disease  of 
plasma  cell  tumors  into  four  categories: 

(1)  myelomatosis  or  multiple  myeloma, 

(2)  solitary  myeloma  of  bone,  (3)  plasma 
cell  leukemia,  and  (4)  extramedullary 
plasmacytoma.  Although  extramedullary 
plasmacytoma  is  an  uncommon  disease, 
it  is  not  extremely  rare,  for  180  cases  have 
been  reported  in  major  reviews  or  large 
case  series.1-6  The  most  common  site  of 
involvement  is  the  upper  respiratory  tract 
where  78.1  per  cent  of  the  extramedullary 
plasmacytomas  initially  occur.7  The  sex 
ratio  strongly  favors  males  with  an  over-all 
incidence  of  79  per  cent.  The  majority 
of  cases  are  found  in  the  age  group  of 
fifty  and  above,  although  they  do  occur  in 
the  second  and  third  decades.2  The 
youngest  case  reported  occurred  in  a 
twenty-year-old  male. 

In  Dolin  and  Dewar’s1  review  of  161 
cases  of  extramedullary  plasmacytoma, 
35  patients  had  primary  disease  in  non- 
respiratory  tract  areas.  Primary  disease 
was  seen  mainly  in  the  gastrointestinal 
tract,  although  almost  all  major  organ 
systems  have  been  reported  to  have  been 
involved  initially  with  the  disease.  The 
conjunctiva  is  not  included,  although 
Hell  wig 3 found  47  patients  with  con- 
junctival plasmacytomas  among  127  cases 
of  extramedullary  plasmacytoma.  With 
this  we  concur,  for  the  conjunctival  lesions 
are  granulomas  and  not  neoplasms. 


About  30  per  cent  of  extramedullary 
plasmacytomas  metastasize. 1 Stout  and 
Kenney4  found  that  among  104  patients 
with  extramedullary  plasmacytoma  of 
upper  respiratory  tract  origin,  54  had  no 
metastases,  24  had  metastases  to  cervical 
lymph  nodes,  and  3 showed  metastases 
to  the  eye,  nasal  tissue,  and  internal 
organs.  Five  had  solitary  bone  lesions, 
and  10  had  multiple  bone  tumors.  The 
presence  of  metastases  was  either  unknown 
or  unstated  in  14  of  his  cases.  Skin  in- 
volvement by  plasmacytoma  is  rare.  In 
two  large  series  with  a total  of  265  cases,1-4 
only  1 patient  was  seen  with  skin  plas- 
macytoma,1 and  1 had  metastases  to  the 
skin. 4 

The  metastatic  sites  and  incidence  of 
metastases  are  different  in  extramedullary 
plasmacytoma  and  multiple  myeloma. 
Hayes,  Bennett,  and  Heck8  reviewed  182 
cases  of  multiple  myeloma  in  which  lesions 
occurred  outside  the  bone  marrow.  In 
38  patients  who  were  autopsied,  71  per 
cent  had  extramedullary  lesions  of  spleen, 
lymph  nodes,  liver,  and  kidneys.  Cu- 
taneous involvement  also  occurs  in 
myeloma.9-11  Bulefarb10  found  9 patients 
who  were  seen  with  myelomatous  skin 
disease  among  88  patients  with  multiple 
myeloma. 

Survival  is  quite  variable  in  extramedul- 
lary plasmacytoma.  In  Dolin  and 
Dewar’s1  series  of  82  patients  with  upper 
respiratory  plasmacytoma,  26.8  per  cent 
lived  four  years,  and  14.6  per  cent  were 
alive  and  free  of  disease  after  ten  years. 
Of  27  cases  of  nonrespiratory  plasma- 
cytoma, 48  per  cent  lived  four  years  and 
11  per  cent  survived  ten  years.  Stout 
and  Kenney4  found  a shorter  survival  rate 
among  104  patients  seen  from  1905  to 
1945.  Of  these,  4 lived  for  five  years,  and 
5 survived  ten  years. 

The  longest  survival  thus  far  documented 
is  a patient  reported  by  Jaeger12  who  lived 
twenty-five  years  after  the  removal  of  a 
nasopharyngeal  plasmacytoma.  This  pa- 
tient had  osseous  metastases  and  local 
recurrence  during  the  second  decade  of 
his  disease  and  was  treated  by  radiation 
and  surgery.  Other  lengthy  survivals  in- 
clude twenty -three  years,4-13  twenty-two 
years,6  eighteen  years,6  and  many  ten- 
year  survivals.1  One  case  reported  from 
the  Mayo  clinic  had  clinical  evidence  of 
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surviving  twenty-seven  years  after  a pri- 
mary laryngeal  plasmacytoma,  but  this 
was  not  documented  by  biopsy  for  that 
length  of  time.6  Many  patients  lived 
several  years  after  recurrence  of  the 
disease.612.13  Once  the  disease  is  gener- 
alized, the  survival  time  parallels  that 
of  multiple  myeloma — about  twenty 
months.14'15  Although  myeloma  patients 
have  been  reported  to  survive  seven  to 
thirteen  years,  these  are  the  exceptions. 15 

The  location  of  the  primary  tumor  seems 
to  determine  the  latent  period  between 
onset  and  final  dissemination  of  plasma- 
cytoma.14 Schwartz14  critically  analyzed 
91  of  131  cases  of  extramedullary  plasma- 
cytoma of  the  respiratory  tract  and  con- 
cluded that  if  the  tumor  were  adjacent  to 
bone,  a short  latent  period  followed, 
whereas  if  it  involved  only  soft  tissue,  a 
much  longer  period  was  expected  before 
dissemination  and  death  from  disease. 
This  correlation  was  not  as  clear-cut  in  the 
27  cases  examined  by  Ewing  and  Foote.2 

Although  patients  with  extramedullary 
plasmacytoma  do  not  generally  exhibit 
serum  protein  abnormalities, 1 they  may 
develop  the  proteinopathy  of  multiple 
myeloma  when  their  disease  is  dis- 
seminated.2 Our  patient  had  no  myeloma 
proteins  or  Bence  Jones  proteins  in  spite 
of  disseminated  plasmacytoma.  However, 
her  inability  to  ward  off  infections  is  a 
situation  often  seen  in  myeloma  and 
suggests  an  abnormality  in  gamma  globulin 
formation. 

Summary 

A case  is  presented  of  extramedullary 
plasmacytoma  of  the  upper  respiratory 
tract  in  which  there  was  a thirty-six-year 
latent  period  between  the  time  of  original 


occurrence  and  final  dissemination  of  the 
tumor.  At  the  time  of  recurrence,  plasma- 
cytoid  cells  involved  bone  marrow,  liver, 
heart,  spleen,  adrenals,  small  and  large 
bowel,  and  skin  without  lymph  node  in- 
volvement. The  protein  abnormalities 
characteristic  of  myeloma  were  never 
demonstrated,  although  failure  to  combat 
infection  suggested  abnormalities  in  gamma 
globulin  as  is  often  seen  with  myeloma. 
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As  early  as  their  first  description  in  ani- 
mals in  the  twelfth  century,  B.C.,  bezoars 
have  played  an  interesting  role  as  medical 
curiosities.  The  term  bezoar  is  derived  from 
the  Persian  word  “badzahr”  or  ‘•padzahr,” 
meaning  antidote.  The  ingestion  of  foreign 
vegetable  and  other  particulate  matter  was 
highly  valued  as  a magical  type  of  remedy 
for  various  ailments  and  imbalances  in  the 
body  humors. 

Human  trichobezoars  were  first  seen  dur- 
ing the  course  of  postmortem  examination. 
The  first  description  appearing  in  medical 
literature  was  by  Baudamant  in  1779. 1 
The  first  surgical  removal  of  a bezoar  oc- 
curred in  1883.  Modern-day  diagnosis  is  de- 
pendent on  roentgenologic  studies,  and  it  is 
believed  that  the  first  correct  roentgen  diag- 
nosis of  a hair  ball  was  made  by  Kaufman 
in  1911. 2 

One  of  the  major  difficulties  encountered 
with  this  type  of  patient  is  the  frequent  ab- 
sence of  a history  of  foreign  material  inges- 
tion, and,  therefore,  the  failure  of  the  physi- 
cian to  include  this  entity  in  his  differential 
diagnosis  of  upper  abdominal  masses.  The 

* Present  address:  Fort  Ord  Army  Hospital,  Fort  Ord, 
California. 


following  report  exemplifies  the  aforemen- 
tioned difficulties.  In  addition,  modern 
cineradiographic  technics  were  employed 
and  proved  to  be  useful  aids  in  elucidating 
the  problem. 

Case  report 

A nineteen-year-old  single  Negro  female 
college  student  was  first  admitted  to  the 
Bronx  Municipal  Hospital  Center  on  July 
15,  1964,  with  the  chief  complaint  of  in- 
termittent vague  epigastric  distress  and 
fullness  for  the  preceding  two  months.  The 
symptoms  were  not  related  to  food  intake. 
There  was  no  associated  weight  loss,  fever, 
jaundice,  or  gastrointestinal  bleeding.  For 
one  week  prior  to  admission,  abdominal 
cramps  occurred  with  increasing  frequency 
and  were  now  associated  with  nausea  and 
regurgitation. 

Her  past  history  was  unremarkable.  She 
lived  at  home  with  her  parents  and  three 
male  siblings.  She  denied  any  unusual 
dietary  habits. 

Physical  examination  revealed  quite  nor- 
mal findings  except  for  the  abdomen  where 
a large  firm  mass  was  palpated  extending 
from  under  the  left  costal  margin  diagonally, 
down  to  the  right  lower  quadrant.  The 
right  lobe  of  the  fiver  was  distinct  from  the 
mass  and  appeared  normal.  The  mass  was 
smooth,  nonpulsatile,  rock-hard,  and  non- 
tender. It  descended  slightly  with  inspira- 
tion. Gynecologic  examination  showed  no 
relation  of  the  mass  to  the  pelvic  organs. 

The  clinical  impression  was  that  the  sub- 
acute course  and  painless  mass  favored  a 
retroperitoneal  process  such  as  a sarcoma 
or  pancreatic  cyst.  The  possibilities  of  a 
mesenteric  cyst  and  a renal  lesion  were  also 
considered.  Plain  abdominal  roentgeno- 
gram revealed  a large  soft-tissue  density 
that  appeared  to  represent  a dilated  stom- 
ach (Fig.  1).  Upper  gastrointestinal 
series  confirmed  this  impression  and  demon- 
strated the  presence  of  a massive  amount  of 
foreign  material  occupying  the  entire 
stomach  and  an  overdistended  duodenal 
bulb  (Fig.  2). 

Fluoroscopy  and  cineradiographs  re- 
vealed the  barium  flowing  freely  along  both 
the  lesser  and  greater  curvatures  of  the 
stomach  and  coating  the  bezoar  on  all  sides. 
Peristaltic  activity  of  the  stomach  was 
greatly  diminished. 
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FIGURE  1.  Supine  abdominal  film  reveals  dilated 
stomach  with  air  clearly  outlining  both  lesser  and 
greater  curvatures. 


FIGURE  2.  Upper  gastrointestinal  series  demon- 
strates barium  completely  surrounding  enormous 
bezoar  in  dilated  stomach  and  duodenal  bulb. 


Further  careful  questioning  now  disclosed 
a lifelong  history  of  hair  ingestion  that  had 
been  previously  denied.  The  main  sources 
included  fuzz  from  blankets  and  stuffed 
animals  as  well  as  her  own  hair.  An  area 
of  frontal  alopecia  had  escaped  detection 
because  the  patient  wore  a wig  which  con- 
cealed it. 


FIGURE  3.  Surgically  removed  specimen  repre- 
senting complete  hair  cast  of  stomach  and  duo- 
denal bulb.  Barium  coating  seen. 


On  July  21,  1964,  a gastrotomy  was  per- 
formed and  a massive  trichobezoar  was 
removed.  After  drying,  it  weighed  640  Gm. 
and  in  shape  represented  a complete  cast  of 
the  stomach  and  duodenal  bulb  (Fig.  3).  A 
small  superficial  gastric  ulceration  was  also 
found. 

The  postoperative  course  was  uneventful. 

Comment 

DeBakey  and  Ochsner2  comprehensively 
reviewed  311  cases  of  bezoars,  of  which  172 
(55.3  per  cent)  were  composed  of  hair.  The 
symptom  complex  described  at  that  time 
parallels  exactly  what  was  found  in  the  pres- 
ent case.  The  insidious  nature  of  the  ill- 
ness consisting  of  vague  epigastric  pressure 
and  anorexia  progressing  on  to  signs  of 
partial  upper  gastrointestinal  obstruction  is 
quite  typical.  Ulceration,  perforation, 
and  peritonitis  are  complications  that  have 
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led  to  serious  difficulties  and  death  in  many 
cases.  As  described  previously,  this  young 
girl  did  have  some  superficial  ulceration. 
Acute  complete  small  intestinal  obstruc- 
tion resulting  from  bezoars  has  also  been 
reported.3 

The  roentgen  findings  of  bezoars  have 
been  well-documented  by  several  au- 
thors. 2' 4 _s  Usually,  the  position  of  the  mass 
varies  with  the  position  of  the  patient.  Peri- 
staltic activity  is  generally  well-preserved. 
However,  when  an  enormous  size  is  reached, 
the  mass  necessarily  becomes  relatively  fixed 
in  position  and  gastric  peristaltic  activity 
is  either  quite  poor  or  completely  absent 
due  to  gastric  distention.  Therefore,  other 
criteria  must  be  invoked  to  differentiate  the 
mass  from  an  intrinsic  mucosal  lesion. 
Cineradiography  appears  to  be  quite  helpful 
by  clearly  demonstrating  that  the  opaque 
contrast  media  flows  easily  along  both  the 
lesser  and  greater  curvatures  of  the  stomach 
and  completely  surrounds  the  foreign  body. 
The  addition  of  air  as  a second  contrast 
medium  has  also  been  utilized.4  Delayed 
films  generally  show  a persistent  coating  of 
the  bezoar  with  barium.  Direct  visualiza- 
tion7 and  biopsy8  via  direct  gastroscopy  is 


Mortality  rates 
in  U.S.  examined 


Mortality  rates  in  the  United  States  were  at 
about  the  same  level  in  1965  as  in  the  previous 
year,  according  to  statisticians  of  the  Metro- 
politan Life  Insurance  Company. 

The  national  death  rate  for  1965  is  estimated 
to  be  9.4  per  1,000  population,  the  eighteenth 
successive  year  to  register  a mortality  rate  be- 
low 10  per  1,000. 

In  the  year  just  ended,  mortality  rates  from 
pneumonia,  influenza,  and  other  respiratory 
diseases  were  up  slightly  over  those  recorded  in 
1964,  reflecting  the  moderate  influenza  epi- 
demic in  February  and  March  of  1965. 

A slight  decrease  was  recorded  in  deaths  from 
diseases  of  the  heart  and  arteries,  which  cur- 
rently account  for  a little  more  than  half  of  all 
deaths  in  the  U.S. 

Cancer,  which  ranks  second  only  to  heart 
disease  as  a cause  of  death,  showed  virtually  no 
change  in  mortality  rates  from  the  year  before. 


another  diagnostic  measure  that  has  at- 
tained some  popularity. 

Summary 

Bezoars  of  the  upper  gastrointestinal 
tract  have  long  plagued  the  physician  be- 
cause of  their  omission  from  consideration 
in  the  differential  diagnosis  of  upper  ab- 
dominal masses.  A case  of  a giant  tricho- 
bezoar of  the  stomach  and  duodenal  bulb 
is  presented  to  illustrate  this  point.  The 
roentgenologic  elucidation  of  the  problem  is 
discussed  briefly  with  comment  on  the  pos- 
sible role  of  cineradiography. 

References 

1.  Baudamant,  W.  W.:  J.  med.  52:  507  (1779). 

2.  DeBakey,  M.,  and  Ochsner,  A.:  Bezoars  and  concre- 
tions: comprehensive  review  of  the  literature  with  analysis  of 
303  collected  cases  and  presentation  of  8 additional  cases, 
Surgery  4:  934  (1938);  5:  132  (1939). 

3.  Watt,  C.  H.,  and  Hamer,  J.  W.:  Bezoars  causing 

acute  intestinal  obstruction,  Ann.  Surg.  126:  56  (1947). 

4.  Brown,  W.  H.,  and  Davis,  F.  W.,  Jr.:  Bezoar  and  its 
potential  imitator,  Am.  J.  Roentgenol.  82:  1041  (1959). 

5.  Cuthbert,  R.:  Trichobezoar,  Brit.  J.  Radiol.  34:  458 
(1961). 

6.  Peale,  J.  D.:  Trichobezoar  or  hair  ball — a case  report, 
Radiology  51:  816  (1948). 

7.  Patterson,  C.  O.,  and  Rouse,  M.  O.:  Foreign  bodies  in 
stomach  observed  through  the  gastroscope,  Texas  J.  Med. 
36:  238  (1940). 

8.  Benedict,  E.  B.:  Diagnosis  of  phytobezoar  by  gastro- 
scopic  biopsy,  J.A.M.A.  185:  48  (1963). 


Diabetes  deaths  in  1965  were  about  17  per 
100,000,  or  very  slightly  above  those  for  the 
previous  year.  Cirrhosis  of  the  liver  also  re- 
corded a fractional  increase  in  mortality  rates 
over  those  in  1964. 

Tuberculosis  mortality  rates,  which  estab- 
lished a new  low  of  about  4 per  100,000  popula- 
tion in  1964,  continued  at  that  level  in  1965. 
Two  decades  ago,  the  mortality  rate  of  this 
disease  was  ten  times  as  high. 

Motor  vehicle  accident  fatalities  were  up 
about  2 per  cent  in  1965  over  the  previous  year, 
infant  mortality  rates  were  up  slightly  to  about 
2 per  1,000,  and  maternal  mortality  rates  con- 
tinued at  the  record  low  level  of  3 per  10,000 
live  births,  or  about  one-third  below  that  of  a 
decade  ago. 

The  statisticians  believe  that  it  is  expected 
that  further  progress  will  be  made  in  reducing 
the  toll  of  premature  disability  and  death.  The 
major  problem  is  to  gain  additional  control  over 
the  chronic  disorders  of  middle  and  later  life 
which  constitute  the  dominant  causes  of  illness 
and  death.  The  extensive  research  now  in 
progress  on  these  conditions  gives  hope  that 
significant  gains  will  be  made  in  the  years  ahead. 
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Encephalitis  is  an  infrequent  compli- 
cation of  rubella.1-6  The  incidence  is 
about  1 in  every  5,000  to  6,000  cases.6'7 
At  present  the  cause  of  rubella  encephalitis 
remains  speculative,  and  little  has  been 
written  about  this  complication  in  current 
textbooks  of  medicine.8-11  It  is  the  pur- 
pose of  this  communication  to  report  5 
cases  of  rubella  encephalitis  occurring 
during  an  epidemic  and  to  survey  the 
pertinent  literature.  The  diagnosis  in  each 
case  was  made  clinically  but  not  proved 
virologically.  One  of  the  patients  died, 
and  the  postmortem  findings  are  presented 
herein.  A more  detailed  pathologic  study 
is  to  be  reported  elsewhere. 12 

Case  reports 

Case  1.  A sixteen-year-old  Caucasian 
female  high  school  student  was  in  her  usual 
state  of  good  health  until  three  days  prior 
to  admission,  when  she  developed  a skin 
rash  associated  with  a low-grade  fever 
diagnosed  by  her  physician  as  rubella. 
She  was  recovering  uneventfully  until  the 
morning  of  admission  when  she  was  found 
to  be'  lethargic  and  confused.  The  patient 
was  admitted  to  Meadowbrook  Hospital  on 
February  17,  1964.  There  was  no  history 
of  rubella  in  earlier  childhood,  although 
she  had  had  measles  and  chickenpox. 

Physical  examination  on  admission  re- 
vealed a well-developed  and  well-nourished 


girl  disoriented  in  all  3 spheres  of  reference 
although  in  no  apparent  distress.  The 
temperature  was  100.5  F.,  the  respirations 
were  22  per  minute  and  regular,  and  the 
blood  pressure  was  normal.  The  fundi 
were  normal,  and  there  were  no  signs  of 
meningeal  irritation.  The  pertinent  physi- 
cal signs  were  confined  to  enlargement  of 
the  postauricular  and  suboccipital  lymph 
nodes  and  a light  macular  pin-point  erup- 
tion over  the  face,  chest,  abdomen,  and 
extremities. 

The  admission  white  blood  count  was 
4,900  with  2 per  cent  bands,  44  per  cent 
neutrophils,  50  per  cent  lymphocytes,  and 
4 per  cent  eosinophils.  The  lumbar  punc- 
ture revealed  normal  opening  and  closing 
pressures.  There  were  4 red  blood  cells 
and  4 lymphocytes  per  cubic  millimeter. 
The  glucose  was  67  mg.,  protein  28  mg.,  and 
chlorides  702  mg.  per  100  ml.  No  orga- 
nisms were  seen  with  gram,  acid-fast,  and 
India  ink  stains,  and  no  organisms  were 
grown  on  culture. 

The  patient  was  treated  symptomati- 
cally, and  forty-eight  hours  after  admission 
she  was  improved.  Five  days  after  ad- 
mission she  was  discharged  completely  re- 
covered. 

Case  2.  A six-year-old  Caucasian  boy 
was  in  his  usual  state  of  good  health  until 
six  days  prior  to  admission  when  he  de- 
veloped postauricular  lymphadenopathy 
associated  with  a rash  diagnosed  by  his 
physician  as  rubella.  He  recovered  un- 
eventfully, but  two  days  prior  to  admission 
the  patient  began  complaining  of  a head- 
ache and  lethargy.  One  day  prior  to 
admission,  fever  and  vomiting  were  noted. 
The  family  physician  was  called  again,  and 
procaine  penicillin  was  administered.  The 
following  day  the  lethargy  progressed  to 
somnolence  and  disorientation,  and  the  pa- 
tient was  admitted  to  Meadowbrook  Hospi- 
tal on  March  10,  1964.  Measles  and 
chickenpox  had  occurred  in  the  past,  and 
there  was  no  history  of  rubella. 

Physical  examination  on  admission  re- 
vealed a well-developed,  well-nourished 
boy  in  a semicomatose  state  responding 
only  to  deep  pain.  The  temperature  was 
100  F.,  and  respirations  were  30  per  minute 
and  regular.  The  fundi  were  normal, 
and  there  were  no  signs  of  meningeal  irri- 
tation. The  remainder  of  the  physical 
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examination  was  unremarkable  except  for 
postauricular  and  suboccipital  lymph  node 
enlargement. 

The  admission  white  blood  count  was 
18,400  with  6 per  cent  bands,  80  per  cent 
neutrophils,  12  per  cent  lymphocytes,  1 
per  cent  eosinophils,  and  1 per  cent  baso- 
phils. Four  days  later  the  count  was 
10,270  with  70  per  cent  neutrophils,  24 
per  cent  lymphocytes,  4 per  cent  eosino- 
phils, and  2 per  cent  monocytes.  Lumbar 
puncture  on  admission  revealed  an  opening 
pressure  and  closing  pressure  of  450  and 
340  mm.  cerebrospinal  fluid  respectively. 
The  fluid  was  clear  and  there  were  12 
lymphocytes  per  cubic  millimeter.  The 
sugar  was  64  mg.,  protein  10  mg.,  and 
chlorides  702  mg.  per  100  ml. 

The  patient  was  placed  on  penicillin 
and  tetracycline,  but  these  antibiotics 
were  subsequently  discontinued  when  it 
was  decided  that  the  patient  had  rubella 
encephalitis.  The  hospital  course  during 
the  first  week  was  punctuated  by  bouts  of 
convulsions  which  were  controlled  with 
diphenylhydantoin  (Dilantin)  and  pheno- 
barbital.  The  electroencephalogram  re- 
vealed a grossly  abnormal  record  of  a dif- 
fuse nature  with  no  focus.  During  the 
second  half  of  the  hospitalization  the 
patient  improved  rapidly,  and  he  was 
discharged  on  the  fifteenth  day  completely 
recovered. 

Case  3.  A fourteen-year-old  Cauca- 
sian female  was  in  her  usual  state  of  good 
health  until  one  day  prior  to  admission 
when  she  noted  sudden  onset  of  diplopia 
associated  with  lethargy  which  progressed 
to  mental  confusion.  These  symptoms 
prompted  her  admission  to  Meadowbrook 
Hospital  on  March  11, 1964. 

A younger  sibling  had  had  rubella  ten 
days  before  the  onset  of  the  patient’s 
symptoms,  and  the  patient  had  no  prior 
history  of  rubella. 

Physical  examination  on  admission  re- 
vealed a well-developed,  well-nourished 
girl  with  marked  mental  confusion  but  in 
no  apparent  distress.  The  temperature 
was  99  F.,  and  respirations  were  22  per 
minute  and  regular.  The  fundi  were 
normal,  and  there  were  no  signs  of  me- 
ningeal irritation.  The  positive  physical 
findings  included  bilateral  weakness  of 
upward  and  downward  gaze  and  post- 


auricular  and  suboccipital  lymph  node 
enlargement.  No  rash  was  apparent. 

Admission  white  blood  count  was  5,000 
with  56  per  cent  neutrophils,  41  per  cent 
lymphocytes,  2 per  cent  eosinophils,  and 
1 per  cent  monocytes.  Lumbar  puncture 
revealed  normal  opening  and  closing  pres- 
sures, and  the  appearance  of  the  fluid  was 
clear.  No  cells  were  seen.  The  sugar  was 
59  mg.,  protein  8 mg.,  and  chlorides  766 
mg.  per  100  ml.  No  organisms  were 
seen  on  gram,  acid-fast,  and  India  ink 
stains,  and  no  organisms  grew  on  routine 
cultures. 

The  patient  was  treated  symptomatically 
and  was  discharged  on  the  eighth  hospital 
day  completely  recovered. 

Case  4.  A twenty-eight-year-old  Cau- 
casian housewife  was  in  her  usual  state  of 
good  health  until  one  week  prior  to  ad- 
mission when  she  developed  a rash  and 
postauricular  lymphadenopathy  diagnosed 
by  her  physician  as  rubella.  She  recov- 
ered uneventfully,  but  three  days  prior 
to  admission  the  patient  noted  myalgia, 
arthralgia,  and  fever  accompanied  by  a 
frontal  headache  which  was  not  relieved 
by  aspirin.  These  symptoms  persisted 
unabated,  and  one  day  prior  to  admission 
she  developed  a stiff  neck.  On  the  day  of 
admission,  vomiting  was  added  to  the 
symptom  complex.  The  patient  was  seen 
by  her  physician  who  referred  her  to 
Meadowbrook  Hospital  on  April  30,  1964. 
There  was  no  history  of  rubella  in  child- 
hood. 

Physical  examination  on  admission  re- 
vealed a well-developed,  well-nourished 
woman  oriented  in  all  3 spheres  of  refer- 
ence although  appearing  acutely  ill  and 
complaining  of  headache.  The  tempera- 
ture was  101.6  F.,  and  the  respirations 
were  20  per  minute  and  regular.  The 
blood  pressure  was  normal.  The  perti- 
nent physical  signs  were  marked  nuchal 
rigidity  with  negative  Brudzinski’s  and 
Kernig’s  signs.  The  fundi  were  normal. 
The  suboccipital  and  postauricular  lymph 
nodes  were  enlarged.  There  was  no  skin 
rash  and  no  abnormal  reflexes. 

Admission  white  blood  count  was  9,220 
with  73  per  cent  neutrophils,  22  per  cent 
lymphocytes,  1 per  cent  eosinophils,  1 
per  cent  basophils,  and  3 per  cent  mono- 
cytes. Lumbar  puncture  revealed  an  open- 
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mg  and  closing  pressure  of  280  and  220 
mm.  cerebrospinal  fluid  respectively.  The 
appearance  of  the  fluid  was  slightly  turbid, 
and  there  were  100  white  blood  cells  per 
cubic  millimeter,  predominantly  lympho- 
cytes. On  gram,  acid-fast,  and  India 
ink  stains,  no  organisms  were  seen,  and 
there  was  no  growth  on  routine  cultures. 
The  sugar  was  50  mg.,  protein  83  mg.,  and 
chlorides  1,421  mg.  per  100  ml. 

The  patient  was  treated  symptomati- 
cally, and  progressive  improvement  was 
noted.  She  was  discharged  on  the  eighth 
hospital  day  completely  recovered. 

Case  5.  A forty-one-year-old  Cauca- 
sian housewife  was  in  her  usual  state  of 
good  health  until  two  weeks  prior  to  ad- 
mission when  she  contracted  rubella  from 
her  children.  The  illness  was  character- 
ized by  a typical  rash  associated  with 
postauricular  lymphadenopathy.  She  re- 
covered uneventfully,  but  eight  days  after 
the  appearance  of  the  rash  she  developed 
a frontal  headache  not  relieved  by  aspirin 
and  associated  with  low-grade  fever.  The 
following  day  vomiting  appeared,  and  she 
was  admitted  to  another  hospital  where 
disorientation  and  lethargy  were  also 
noted. 

Admission  white  blood  count  was  13,000 
with  57  per  cent  neutrophils,  2 per  cent 
bands,  31  per  cent  lymphocytes,  8 per 
cent  monocytes,  and  2 per  cent  eosino- 
phils. Lumbar  puncture  on  admission 
revealed  normal  opening  and  closing  pres- 
sures. There  were  191  red  blood  cells, 
1 segmented  neutrophil,  and  5 lympho- 
cytes per  cubic  millimeter.  The  sugar 
was  94  mg.  per  100  ml.,  protein  43  mg. 
per  100  ml.,  and  the  chlorides  111  mEq. 
per  liter.  Gram  stain  revealed  no  organ- 
isms, and  routine  cultures  failed  to  grow 
an  organism. 

The  patient  was  given  procaine  peni- 
cillin, streptomycin,  and  sulfisoxazole,  and 
over  the  course  of  the  following  two  days 
she  spiked  temperatures  to  104  and  105  F. 
Progressive  confusion  and  psychotic  be- 
havior ensued.  The  patient  was  trans- 
ferred to  Meadowbrook  Hospital  on  March 
9, 1964. 

Physical  examination  on  admission  re- 
vealed the  following:  blood  pressure  128/- 

70,  pulse  88  per  minute  and  regular,  res- 
pirations 22  per  minute  and  regular,  and 


temperature  101  F.  The  patient  appeared 
well  developed,  well  nourished,  lethargic, 
disoriented  in  all  3 spheres  of  reference, 
but  in  no  acute  distress.  The  neck  was 
supple,  and  there  were  no  signs  of  me- 
ningeal irritation  or  cervical  lymphade- 
nopathy. The  remainder  of  the  physical 
examination  was  unremarkable  except  for 
absent  deep  tendon  reflexes  and  blurring 
of  the  optic  disks. 

Admission  white  blood  count  was  6,940 
with  a normal  differential.  The  lumbar 
puncture  revealed  an  opening  and  closing 
pressure  of  330  and  280  mm.  cerebrospinal 
fluid  respectively.  The  appearance  of  the 
fluid  was  slightly  turbid,  and  there  were 
356  red  blood  cells  and  310  white  blood 
cells  (predominantly  lymphocytes)  per 
cubic  millimeter.  The  sugar  was  72  mg., 
protein  105  mg.,  and  chlorides  590  mg. 
per  100  ml.  No  organisms  were  seen  on 
gram,  acid-fast,  and  India  ink  stains,  and 
routine  cultures  were  negative. 

A tentative  diagnosis  of  bacterial  men- 
ingitis was  made,  and  the  patient  was 
started  on  intravenous  penicillin,  chlor- 
amphenicol (Chloromycetin),  and  sulfi- 
soxazole diethanolamine  (Gantrisin).  For 
the  subsequent  twenty-four  hours  she 
continued  to  do  poorly.  The  clinical 
picture  was  re-evaluated,  and  it  was  de- 
cided that  the  patient  had  rubella  en- 
cephalitis. The  antibiotics  were  dis- 
continued, and  intravenous  corticosteroids 
were  started.  She  received  200  mg.  of 
hydrocortisone  intravenously  every  eight 
hours  but  the  relentless  downhill  course 
continued,  and  the  patient  expired  on  the 
evening  of  March  11,  1964,  fifty-three 
hours  after  admission. 

At  autopsy  the  brain  was  markedly 
edematous  and  weighed  1,520  Gm.  The 
meninges  and  blood  vessels  were  unre- 
markable. Diffuse  areas  of  softening  to 
the  touch  were  noted  in  both  cerebral 
hemispheres.  The  pons,  cerebellum,  and 
medulla  did  not  appear  unusual. 

Microscopically,  both  cerebral  hemi- 
spheres showed  extensive  perivascular  cuff- 
ing with  lymphocytes  and  moderate  num- 
bers of  histiocytes,  some  of  which  were 
vacuolated  and  pigmented,  together  with 
associated  mild  perivascular  demyelina- 
tion.  Multifocal  areas  of  patchy  microg- 
lial proliferation,  located  predominantly 
in  the  white  matter,  were  frequently 
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associated  with  areas  of  recent  encephalo- 
malacia  and  occasionally  with  oligoden- 
droglial  cells  and  astrocytes.  A few  classi- 
cal gitter  cells  were  also  noted.  Sections 
from  the  midbrain,  pons,  and  medulla 
showed  a lesser  degree  of  involvement 
without  evidence  of  softening.  There  was 
no  evidence  of  neuronal  damage,  and  in- 
clusion bodies  were  not  found.  The  cer- 
ebellum and  spinal  cord  were  not  involved, 
and,  except  for  an  occasional  focus  of 
lymphocytic  infiltration,  the  meninges  were 
unremarkable. 

The  diagnosis  rendered  was  nonsup- 
purative encephalitis,  extensive,  postin- 
fectious  type. 

The  lungs  showed  acute  pulmonary 
congestion  and  edema;  the  other  organs 
were  not  unusual  either  on  gross  or  micro- 
scopic examination. 

Comment 

During  the  first  six  months  of  1964, 
16,837  cases  of  rubella  were  reported  in 
Nassau  County,  New  York.*  The  total 
number  for  the  entire  year  was  17,700, 
with  a rate  of  12.55  per  100,000  population. 
Out  of  this  epidemic  came  the  5 cases 
reported  here.  In  the  preceding  ten  years, 
no  case  of  rubella  encephalitis  was  noted 
in  the  county  hospital’s  records. 

In  1956  Steen  and  Torp13  found  88 
reported  cases  of  rubella  encephalitis  in 
the  world  literature  and  added  3 of  their 
own.  By  1962,  the  total  was  close  to  100. 
Most  of  the  reported  cases  have  occurred 
during  epidemics  of  rubella. 

The  first  encephalitic  signs  and  symp- 
toms usually  appear  about  four  to  six 
days  after  the  onset  of  the  rash,  although 
the  central  nervous  system  symptoms  may 
precede,  coincide  with,  or  follow  the  ex- 
anthem by  as  long  as  two  weeks.  The 
symptoms  may  vary  from  a mild  headache, 
vomiting,  and  lethargy  to  a stiff  neck, 
convulsions,  and  delirium.  A history  of 
rubella  associated  in  time  with  the  onset 
of  central  nervous  system  symptoms,  a 
fading  maculopapular  rash,  or  postauric- 
ular  lymphadenopathy  are  very  helpful 
clues  to  the  diagnosis. 

The  leukopenia  of  rubella  becomes  a 
leukocytosis  with  the  onset  of  encephalitis. 

* Nassau  County  Department  of  Health,  Mineola,  New 
York. 


The  cerebrospinal  fluid  is  usually  under 
normal  pressures,  the  sugar  and  chloride 
are  normal,  and  total  protein  may  be 
moderately  elevated.  Cell  counts  may 
vary  from  a few  to  several  hundred  per 
cubic  millimeter  and  are  predominantly 
mononucleated  cells.  The  electroen- 
cephalogram usually  reveals  a generalized 
rhythmic  delta-theta  activity.13  Coma  or 
convulsions  carry  with  them  a very  poor 
prognostic  omen. 

There  appears  to  be  no  relationship 
between  the  severity  of  the  rubella  and 
the  occurrence  of  encephalitis.  Sequelae 
following  recovery  from  rubella  encepha- 
litis are  very  rare.  Complete  recovery 
is  the  rule.  The  mortality  rate  with  this 
disease  is  estimated  at  20  per  cent.  The 
majority  that  recover  do  so  rapidly.  The 
fatal  cases  usually  run  a fulminating 
course  and  expire  within  three  days  after 
the  onset  of  encephalitis.7 

The  pathologic  findings  in  rubella  en- 
cephalitis are  not  too  well  documented 
since  only  15  fatal  cases  occurred  in  the 
series  of  74  reported  by  Miller,  Stanton, 
and  Gibbons  in  1956, 7 and  in  only  9 in- 
stances were  postmortem  findings  de- 
scribed. At  postmortem  examination,  the 
brain  appears  swollen  with  associated 
flattening  of  the  cerebral  convolutions 
and  narrowing  of  the  sulci.  Microscop- 
ically one  sees  perivascular  infiltrations 
with  lymphocytes  and  plasma  cells.  The 
lesions  are  widely  disseminated  in  the 
gray  and  white  matter.  Demyelination 
is  usually  not  a feature  of  this  disease, 
and  this  is  in  marked  contrast  with  the 
widespread  demyelination  associated  with 
encephalitis  complicating  measles  and  vari- 
cella.7’814 Widespread  demyelination  is 
probably  not  seen  in  rubella  encephalitis 
because  of  the  brevity  of  the  illness,  be- 
coming evident  only  in  patients  who  died 
after  an  illness  of  at  least  three  days.7 
Davison  and  Friedfeld15  reported  a patient 
with  rubella  encephalitis  who  died  after 
thirty-six  hours.  At  postmortem  exam- 
ination there  was  found  a breaking  down 
of  myelin  sheaths  and  axis  cylinders, 
especially  near  the  perivascular  spaces. 
Chromatolysis,  satellitosis,  and  neuron- 
ophagia  were  also  noted  along  with 
perivascular  aggregations  of  microglia, 
lymphocytes,  and  monocytes  in  the  cortex, 
white  matter,  and  brain  stem. 
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The  course  of  the  nervous  system  involve- 
ment in  some  viral  infections  is  not  well 
understood  as  yet.  Some  viruses  appear 
to  invade  the  central  nervous  system  di- 
rectly, causing  neuronal  damage.  Herpes 
simplex  and  cytomegalic  inclusion  disease 
are  examples.  With  other  viruses,  namely, 
measles  and  chickenpox,  demyelination 
patterns  are  dominant,  suggestive  of  al- 
lergic or  toxic  effects.  Some  have  further 
speculated  that  the  general  infection  may 
serve  to  activate  dormant  or  latent  viral 
pathogens  already  present  in  the  nervous 
system. 16  The  current  popular  theory 
as  to  the  cause  of  rubella  encephalitis 
seems  to  be  the  allergic  one,  tentatively 
placing  it  among  the  hypersensitivity 
syndromes.17-18  Further  clarification  as 
to  the  cause  of  this  condition  hopefully 
will  parallel  progress  in  viral  research. 

Treatment 

The  management  of  the  neurologic 
complications  of  rubella,  particularly  en- 
cephalitis, still  leaves  much  to  be  desired. 
In  most  of  the  reported  fatal  cases,  death 
occurred  very  rapidly;  in  some  within 
twelve  hours  and  most  within  three  days. 
Very  little,  other  than  supportive  therapy, 
can  be  done  for  the  patient. 

The  role  of  corticosteroids  in  this  serious 
complication  has  yet  to  be  elucidated. 
On  the  theory  that  rubella  encephalitis 
is  an  allergic  reaction  or  hypersensitive 
state,  it  would  seem  that  corticosteroids 
might  be  of  benefit.  Four  of  our  patients 
recovered  and  did  not  receive  any  steroid 
therapy.  The  single  fatality  was  given 
hydrocortisone  intravenously  during  her 
final  twenty-four  hours.  We  were  not 
able  to  detect  any  change  in  the  relentless 
downhill  course. 

The  clinical  picture  of  the  encephalitis 
of  rubella  is  undistinguishable  from  that 
of  measles.  In  the  latter  situation  several 
authors  have  reported  beneficial  effects 
from  corticosteroids.1920  On  the  other 
hand,  Meade21  states  that  in  personal  ex- 
perience of  over  50  patients  with  measles 
encephalitis,  many  with  respiratory  paral- 
ysis, no  steroids  were  used,  yet  the  pa- 
tients recovered  quickly  and  without  se- 
quelae. 

The  role  of  steroids  in  viral  disease  has 
yet  to  be  determined.  Experience  with 


varicella  pneumonia  led  one  of  us  (A.  W. 
F.)  to  discount  any  supposed  beneficial 
effect  from  that  type  of  therapy.22  Hil- 
dreth,23 in  an  editorial  commenting  on 
the  latter,  stated  that  in  almost  any  in- 
fectious disease,  corticosteroids  have  an 
initial  salutary-appearing  effect.  The  edi- 
torial ends  with  the  statement,  “one 
should  recall  Santayana’s  sage  comment, 
‘skepticism  is  the  chastity  of  the  intellect, 
not  to  be  taken  lightly  nor  surrendered  to 
the  first  comer.’  ” 

In  a recent  study  of  rubella  encephalop- 
athy including  viral  studies,  CSR  (cor- 
tisol-secretion rates)  were  determined  in 
4 of  their  6 patients.24  Three  of  the  pa- 
tients died.  The  CSR  study  was  per- 
formed in  all  the  fatalities  and  in  one  of 
the  survivors.  Although  their  observa- 
tions are  too  few  to  make  sweeping  rec- 
ommendations, they  suggest  that  early 
in  the  course  of  the  encephalopathy,  large 
quantities  of  autogenous  steroid  are  avail- 
able. 

Summary 

Five  cases  of  rubella  encephalitis  oc- 
curring during  an  epidemic  of  rubella  are 
reported.  The  clinical  and  laboratory 
aspects  of  this  entity  are  stressed  along 
with  particular  reference  to  treatment. 

Autopsy  findings  on  the  one  case  in 
this  series  that  expired  are  presented,  and 
the  unusual  feature  of  the  perivascular 
demyelination  is  noted. 
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Defects  in 
newborn  babies 

Babies  born  to  mothers  who  have  had  Ger- 
man measles  in  the  first  three  months  of  preg- 
nancy may  continue  to  develop  cardiovascular 
defects  for  some  time  after  birth. 

This  is  one  of  the  conclusions  of  a study  car- 
ried out  by  J.  Lynfield,  M.D.,  P.  Vichitbandha, 
M.D.,  A.  C.  Yao,  M.D.,  R.  Rodriguez-Torres, 
M.D.,  K.E.  Karlson,  M.D.,  and  S.  Kauffman, 
M.D.,  and  presented  recently  at  the  annual 
scientific  meeting  of  the  American  College  of 
Cardiology. 

This  research  on  the  lingering  effects  of  the 
rubella  virus  is  part  of  a massive  international 
scientific  effort  to  define  the  exact  scope  of  the 
dangers  of  German  measles  to  the  pregnant 
woman  and  to  her  offspring. 

It  has  been  established  that  babies  born  of 
mothers  infected  with  German  measles  during 
the  first  trimester  may  be  born  with  a series  of 
defects  including  cataracts,  hearing  impair- 
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ment,  heart  disease,  and  others.  In  addition, 
research  has  established  that  a significant  per- 
centage of  such  infants  carry  German  measles 
virus  in  their  systems  for  some  time  after  birth. 

One  of  the  16  babies  in  the  over-all  study  was 
examined  intensively  at  five  weeks  of  age  and 
was  found  to  have  heart  failure  due  to  a large 
patent  ductus,  but  no  evidence  of  pulmonary 
artery  branch  stenosis  was  detected  at  this 
time.  The  baby  was  operated  on  and  restudied 
at  nine  months  of  age  when  discernible  pul- 
monary artery  branch  stenosis  was  discovered. 
In  several  other  infants  the  findings  were  not 
quite  as  clear  cut  but  suggest  the  same  course  of 
events. 

It  is  possible  that  these  changes  result  from 
retardation  of  growth  because  of  the  effects  of 
the  rubella  virus  on  the  growth  of  the  pulmonary 
artery  and  its  branches,  and  these  changes 
could  continue  for  as  long  as  the  virus  persists. 
The  findings  suggest  that  the  incidence  of 
pulmonary  artery  stenoses  have  been  under- 
estimated, and  a careful  search  for  these  lesions 
should  be  made  in  any  infant  born  following 
maternal  rubella. 
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hen  A patient  presents  scaling  of  his 
feet,  particularly  of  his  fourth  toe  webs,  a 
diagnosis  of  tinea  pedis  is  usually  made. 
Strauss  and  Kligman1  were  able  to  confirm 
their  clinical  impressions  of  fungus  infec- 
tions in  75  per  cent  of  their  patients  with 
skin  lesions  between  their  toes.  Never- 
theless, Gentles  and  Holmes2  found  fungi 
in  only  21  per  cent  of  1,900  patients  who 
presented  clinical  signs  of  ringworm  of  their 
feet. 

The  purpose  of  this  investigation  is  to 
study  patients  with  scales  of  their  fourth 
toe  webs  to  determine  the  incidence  of 
fungus  infections  in  these  areas. 

Materials  and  methods 

One  hundred  and  five  adult  patients  of 
the  dermatology  outpatient  clinic  of  Metro- 
politan Hospital  with  scales  of  their  fourth 
toe  webs  were  studied.  Each  patient  was 
investigated  by  removing  abundant  scales 
which  were  separated  into  two  groups. 
One  group  of  scales  was  prepared  in  10 
per  cent  potassium  hydroxide  solution  for 
examination  under  the  microscope,  while 
the  other  group  of  scales  was  inoculated  on 
Sabouraud’s  dextrose  agar  and,  if  indica- 
ted, on  corn  meal  agar. 


TABLE  1.  Laboratory  findings  in  105  patients  with 
clinical  tinea  pedis 

Potassium  Hydroxide 

Number  of 

Preparation  Results 

Patients 

Positive 

23 

With  growth  on  Sabouraud’s 

agar 

12 

With  growth  on  Sabouraud’s 

and  corn  meal  agar 

2 

Negative 

82 

With  growth  on  Sabouraud’s 

agar 

0 

TABLE  II. 

Fungi  identified  in  14  patients 

Number  of 

Patients 

Fungus 

9 

Trichophyton  rubrum 

3 

Trichophyton  gypseum 

2 

Candida  albicans 

Results 

Twenty-three  of  the  105  patients  (22 
per  cent)  had  bone  fide  fungus  infections 
of  their  fourth  toe  webs.  The  data  are 
presented  in  Tables  I and  II. 

Comment 

Erythrasma,  hyperhidrosis,  and  amyco- 
tic  intertrigo  can  masquerade  as  clinical 
tinea  pedis.  Some  investigators  believe 
that  clinical  criteria  alone  will  not  enable 
one  to  make  an  accurate  diagnosis  of  tinea 
pedis.3-5  This  opinion  is  supported  by 
the  results  of  this  study.  What  appeared 
to  be  definitive  tinea  pedis  on  clinical  find- 
ings could  not  be  corroborated  with  labora- 
tory tests  in  78  per  cent  of  these  patients. 
Although  the  probability  of  increasing  the 
number  of  positive  laboratory  findings  with 
repeated  scrapings  existed,  only  one  exami- 
nation could  be  done  on  each  patient. 
With  this  in  mind,  however,  copious 
amounts  of  scales  were  removed  to  avoid 
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false  negative  results  because  of  paucity  of 
material. 

Hall6  states  that  fungi  are  sparse  in  the 
interdigital  spaces  of  the  toes.  Only  22 
per  cent  of  the  patients  of  this  investigation 
had  laboratory  confirmation  of  tinea  pedis. 
Other  reports  vary  in  the  percentages  of 
positive  laboratory  test  results  in  patients 
with  clinical  evidence  of  tinea  pedis  of  the 
fourth  toe  webs:  Strauss  and  Kligman1 

75  per  cent,  Hopkins,  et  at.*  77  per  cent, 
and  Ajello,  Keeney,  and  Broyles7  28.4  per 
cent. 

Summary 

The  diagnosis  of  tinea  pedis,  based  on 
scaling  of  the  fourth  toe  webs,  could  not  be 
confirmed  with  laboratory  tests  in  78  per 
cent  of  105  patients. 


Thalamotomy  in 
parkinsonism 

Production  of  lesions  by  the  stereotaxic  technic 
to  control  symptoms  of  parkinsonism  was  eval- 
uated in  a series  of  50  patients.  After  sub- 
thalamotomy, 28  (56  per  cent)  showed  improve- 
ment, with  16  (32  per  cent  ) rated  as  good  and 
12  (24  per  cent)  as  fair.  Results  were  considered 
poor  in  22  (44  per  cent).  The  objective  was  to 
find  guidelines  for  case  selection.  From  their 
data,  J.  L.  Story,  M.D.,  M.  J.  Meier,  M.D., 
S.  N.  Chou,  M.D.,  and  L.  A.  French,  M.D., 
writing  in  a recent  issue  of  Minnesota  Medicine, 
conclude  that  the  best  results  are  obtained  (1) 
in  patients  with  illness  of  long  duration;  (2) 
in  those  who  are  physiologically  young;  (3)  in 
those  with  good  mental  status,  good  facial  ex- 
pression, and  lack  of  vegetative  findings;  and 
(4)  in  those  with  minimal  preoperative  aki- 
nesia. 

Among  the  preoperative  manifestations  of 
parkinsonism  in  many  of  these  patients  were 
marked  akinesia,  masked  facies,  and  vegetative 
signs  such  as  flushing,  seborrhea,  and  excessive 
sweating.  The  localization  of  the  optimal  target 
area  by  means  of  high-frequency  stimulation 


The  results  of  this  study  show  the  hazard 
of  making  a diagnosis  of  tinea  pedis  by 
relying  only  on  the  presence  of  scales  of  the 
skin  of  the  fourth  toe  webs. 
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was  done  with  the  patient  in  a waking  state. 
The  end  point  for  lesion  placement  is  the  block- 
ing of  the  tremor  in  the  contralateral  extrem- 
ities for  the  duration  of  the  stimulus  with 
the  least  amount  of  current.  When  this  opti- 
mal point  is  achieved,  the  stimulating  electrode 
is  replaced  by  a leukotome  for  production 
of  the  lesion.  Results  are  graded  as  follows: 
(1)  Good:  relief  of  tremor,  rigidity,  or  both 

with  over-all  functional  improvement;  (2) 
Fair:  some  recurrence  of  tremor  or  rigidity 

but  less  than  before  the  operation;  (3)  Poor: 
no  improvement. 

There  were  no  deaths  in  this  group  of  50 
patients.  There  was  one  postsurgical  hemi- 
plegia, and  4 patients  developed  mild  hemi- 
pareses.  In  2 there  was  an  increase  in  tremor, 
and  5 were  considered  to  have  been  worsened 
by  the  procedure.  A review  of  pertinent  clinical 
variables  suggests  that  results  of  the  operation 
are  a function  of  symptom  duration  and  the 
amount  of  preoperative  akinesia.  There  was  a 
difference  of  10.6  years  in  the  duration  of  the 
disease  between  the  good  and  poor  outcome 
groups.  If  the  patient’s  disease  has  been  of 
long  duration  and  if  his  preoperative  akinesia 
is  minimal,  bilateral  tremor  or  rigidity  do  not 
preclude  good  results. 
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The  Psalms  of  David  have  been  an  ir- 
resistible lure  for  paraphrasers  and  trans- 
lators over  the  centuries.  In  addition  to 
many  renderings  into  prose,  the  British 
Museum’s  Catalogue  of  Printed  Books  lists 
over  200  metrical  versions  by  an  ill-assorted 
miscellany  of  churchmen,  laymen,  and  po- 
etasters, including  the  relatively  well-known 
verses  by  Sternhold  and  Hopkins,  Tate  and 
Brady,  and  Dr.  Watts  which  have  been 
the  mainstay  of  English  psalmody  for  many 
generations.  In  their  original  Hebrew  the 
Psalms  are  in  rhythmical  but  unrhymed 
verse,  the  most  frequent  type  having  a 
three-beat  line.  When  sung  or  chanted, 
their  musical  accompaniment  was  melodic 
unison,  not  the  harmonies  of  current  prac- 
tice. The  chief  function  of  the  music,  be- 
yond supporting  the  singers,  was  to  syn- 
chronize the  beats,  as  by  cymbals. 

Blackmore  the  physician 

Educated  at  Oxford,  Sir  Richard  Black- 
more  went  to  Padua  in  1684  for  his  medical 
degree.  Returning  home,  he  became  a 
prominent  physician  of  the  Whig  Establish- 
ment, rising  to  prominence  as  one  of  the 
physicians  to  William  III  whose  cause  he 
had  actively  espoused.  Beginning  in  1695 
with  the  publication  of  Prince  Arthur.  An 
Heroick  Poem.  In  Ten  Books,  and  con- 
tinuing for  the  next  quarter  of  a century, 
Blackmore  wrote  a series  of  interminable 


epic  and  religious  poetry,  engaged  in  many 
literary  controversies,  and  had  a busy, 
prosperous  medical  practice.  Curiously, 
when  he  retired  from  active  practice  in 
London  in  1721  to  1722,  removing  his  house- 
hold to  Essex,  he  stopped  writing  poetry 
and  began  to  write  essays  on  medical  topics, 
for  example:  A Discourse  upon  the  Plague 
(1721),  A Treatise  upon  the  Small-Pox 
(1723),  A Treatise  of  Consumption  and  other 
Distempers  (1724),  A Treatise  of  the  Spleen 
and  Vapours  (1725),  Discourses  on  the  Gout 
(1726),  and  Dissertations  on  a Dropsy,  a 
Tympany,  the  Jaundice,  the  Stone,  and  a 
Diabetes  (1727). 

Blackmore  psalms 

Blackmore  was  a firm  believer  in  the  es- 
tablished church;  during  his  career  as  an 
active  poet-physician,  his  pen  was  prompted 
into  action  more  often  by  religious  than  even 
by  patriotic  subjects.  During  his  many 
years  in  London  he  was  a vestryman  of  the 
combined  parishes  of  St.  Vedast  and 
Michael  Le  Quern,  always  active  in  church 
affairs,  and  a ready,  self-appointed  cham- 
pion of  orthodoxy.  In  1721  he  became  in- 
volved in  a theological  controversy  and 
wrote  two  books  intended  to  curb  the 
growth  of  Arianism  within  the  Church  of 
England:  Just  Prejudices  against  the  Arian 

Hypothesis  and  Modern  Arians  Unmask'd. 
At  about  the  same  time  he  was  finishing  his 
translation  of  the  Psalms.  On  October  27, 
1720,  Blackmore  filed  a petition  at  the  Coun- 
cil Chamber  in  Whitehall  in  the  presence  of 
the  Lords  Justice  affirming 

That  the  Petitioner  has  with  great  Care  and 
Application,  finished  a New  Version  of  the 
Psalms  of  David  in  English  Metre,  fitted  for 
Publick  Use,  and  humbly  praying  His  Maj- 
esty’s Royal  Allowance  and  Recommendation 
of  the  said  Version,  that  it  may  be  received 
into  those  Congregations,  that  shall  be  satis- 
fied with  the  same. 

He  had  previously  canvassed  the  support 
of  various  bishops  and  archbishops  and 
presented  in  support  of  his  petition  a state- 


May  1,  1966  / New  York  State  Journal  of  Medicine  1125 


ment  signed  by  no  less  than  17  of  them  that 
the  text  of  his  translation 

has  such  an  Agreement  with  the  Original 
Hebrew,  such  Clearness  and  Purity  of  English 
Stile,  and  is  so  well  adapted  to  the  Capacity 
and  Affections  of  the  Common  People,  that  in 
our  Judgment,  it  may  well  be  received  into  the 
Publick  Congregations  with  the  Churches  and 
Chappels  in  this  Part  of  Your  Majesty’s 
Dominions. 

The  Royal  license  was  readily  granted; 
when  the  book  was  published  in  1721, 
Blackmore  dedicated  it  to  the  King.1 

Blackmore’s  poetical  ends  were  as  simple 
and  direct  as  his  means.  In  the  preface 
he  stated  his  intentions  with  clarity: 

A Just  and  proper  Version  of  the  PSALMS, 
to  be  used  in  Publick  Divine  Service,  requires 
the  following  Qualifications:  It  ought  to  be 

strictly  agreeable  to  the  Original  Hebrew: 
It  ought  to  express  all  the  Sentiments  in  the 
Original,  and  no  More  . . . : It  ought  to  have 

a poetical  Turn,  otherwise  it  will  not  be  Verse, 
but  a literal  prosaick  Translation;  It  ought 
to  preserve  the  proper  Hebrew  Stile,  that 
DAVID  may  speak  in  his  own  Spirit  and 
Manner  of  Diction,  and  therefore  Foreign 
Embellishments,  Allusions,  and  Metaphors, 
which  corrupt  the  Purity  and  debase  the  Dig- 
nity of  the  Original  are  not  allowable:  It 

ought  to  have  the  Propriety  and  Perfection  of 
the  English  Language,  which  excludes  all 
sordid,  obsolete,  and  obscure  Words  and 
Phrases  that  dishonour  the  Divine  Text . . . : 
It  ought  by  its  Plainness  to  be  accommodated 
to  the  Capacities  of  the  Common  People  . . . 
A New  Version  ought  to  preserve  the  Tunes, 
which  the  People  have  long  been  accustomed 
to  ...  : And  lastly,  it  is  required  that  the 

Verse  should  be  harmonious,  smooth,  and  easy. 

Not  long  after  Blackmore’s  translation 
was  published  the  Society  for  the  Propoga- 
tion  of  the  Gospel  planned  a campaign  to 
encourage  psalm-singing  throughout  the 
country.  In  1724  there  was  considerable 
correspondence  between  Sir  John  Phillips 
and  Henry  Newman,  secretary  of  the  Soci- 
ety, and  Blackmore  in  which  they  persuaded 
him  to  prepare  a selection  of  his  psalms 
suitable  for  use  in  country  parishes  along 
with  the  tunes,  the  whole  to  be  in  an  inex- 
pensive and  readily  usable  edition.  Black- 
more  gladly  complied,  arranging  a selection 
of  some  80  psalms  in  an  order  suitable  for 
Sunday  services  throughout  the  year. 
However,  the  Bishop  of  London  raised  ob- 
jections to  the  use  of  private  compositions 
in  public  worship,  and  the  scheme  fell 
through.  Oddly  enough,  the  Bishop  of 


London  was  one  of  those  who  had  approved 
Blackmore’s  petition  to  the  Council  only 
four  years  previously,  and,  strictly  speak- 
ing, the  matter  was  not  within  his  jurisdic- 
tion, since  the  project  involved  country 
churches  which  lay  outside  his  diocese. 
However,  his  disapproval  may  have  re- 
sulted in  wider  ramifications  in  ecclesiastical 
and  quasi-religious  circles  than  the  extant 
records  indicate.  In  any  event,  there  was 
no  wide  distribution  of  Blackmore’s  ver- 
sion of  the  Psalms.  To  remedy  in  part  that 
lacuna  in  our  psalmodic  tradition,  let  us  ex- 
amine a few  of  his  efforts. 

Although  Blackmore  customarily  made 
his  rounds  in  his  carriage,  indeed  claiming 
that  his  poems  were  “written  to  the  rum- 
bling of  the  coach’s  wheels,”  there  is  none- 
theless a pedestrian  quality  to  his  versifica- 
tion. His  quatrains  for  the  Twenty-Third 
Psalm  are  as  follows: 

God  is  my  shepherd,  can  I want? 

He  feeds  me  in  delightful  meads; 

Does  for  my  rest  green  pastures  grant, 

And  me  to  gentle  water  leads. 

‘Tis  he  restores  my  sinking  soul, 

And  for  the  glory  of  his  Name, 

His  counsels  so  my  feet  control. 

That  righteous  paths  I make  my  aim. 

When  I approach  Death’s  silent  court, 

To  give  me  aid  He  still  is  near; 

Thy  rod  and  staff  are  my  support. 

They  comfort  me  and  ease  my  fear. 

A plenteous  table  thou  hast  spread 
For  me  before  the  envious  foe. 

And  poured  rich  ointments  on  my  head, 

And  made  my  cup  to  overflow. 

Surely  thy  mercury,  often  try’d. 

Shall  all  my  future  life  attend; 

I’ll  in  thy  sacred  house  abide 

‘Til  my  appointed  days  shall  end. 

Apparently,  during  the  century  which 
had  passed  since  the  publication  of  the  King 
James  version,  the  public  ear  for  rhetoric 
had  undergone  a change.  Yet  one  cannot 
accuse  Blackmore  of  adding  his  own  ideas 
to  the  “Original  Hebrew,”  nor  does  he  use 
“Foreign  Embellishments,  Allusions,  and 
Metaphors.”  Indefatigable,  he  stuck  by 
his  literary  principles. 

Other  passages  merit  attention.  Black- 
more  did  not  limit  himself  to  octosyl- 
labic quatrains;  he  sometimes  lapsed  into 
fourteeners.  Possibly  his  medical  training 
helped  inspire  the  dyspneic  opening  of  his 
translation  of  Psalm  42. 
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As  pants  the  hart  in  sunburnt  lands. 

Which  brooks  of  water  want, 

And  the  refreshing  stream  demands, 

So  after  God  I pant. 

The  image  is  so  evocative  of  cardiac  dysp- 
nea that  one  is  almost  tempted  into  a 
lapse  of  spelling:  “As  pants  the  heart  . . . ” 
An  alternative  image,  somewhat  Ho- 
garthian,  obtrudes  itself  on  the  retina.  One 
can  visualize  a scene  on  the  Strand  with 
God  being  driven  along  in  an  elaborate  car- 
riage, an  archangel  on  the  driver’s  seat, 
street  urchins  playing  in  the  alleys,  a maid 
hanging  laundry  from  a window,  and  so 
forth,  and  Blackmore  trotting  along  behind 
the  carriage,  unable  to  keep  pace,  his  peruke 
awry,  his  tongue  hanging  out,  as  he  pants 
after  his  Established  God.  Indeed,  were 
one  to  impute  anthropomorphism  to  the 
Whigs,  their  image  of  the  Deity  might 
closely  resemble  an  extremely  well-dressed, 
very  dignified,  and  pompous  member  of  the 
country  nobility. 

Throughout  his  versification  of  the 
Psalms,  Blackmore  shows  an  anatomist’s 
concern  for  bones  and  other  parts  of  the 
body.  In  his  version  of  Psalm  22  we  find, 

My  foes,  like  bulls  of  Bashan,  lie 
Around  me  every  way; 

On  me  with  open  mouths  they  fly 
Like  lions  on  their  prey. 

Like  water  spilt  my  force  is  spent, 

My  bones  asunder  go. 

My  heart  does  like  soft  wax  relent, 

And  midst  my  bowels  flow. 

And  again  in  Psalm  35  we  have  the  lines: 

My  bones  shall  say,  now  pained  no  more, 
Who  gains,  like  God  applause? 

He  rescues  from  the  strong  the  poor 
And  breaks  the  spoiler’s  jaws. 

— no  doubt  anticipating  the  rise  of  oste- 
opathy a century  and  half  later. 

However,  there  is  no  purpose  in  further 
exposing  Blackmore’s  poetic  gifts.  He  was 
adequately  treated  by  Alexander  Pope  in 
both  The  Dunciad  and  in  Peri-Bathos,  or  the 
Art  of  Sinking  in  Poetry.  Somewhat  less 
familiar  to  the  common  reader  is  a set  of 
Verses  which  Ault2  attributes  to  Pope, 
bearing  the  further  subtitle.  To  be  placed 
under  the  Picture  of  England's  Arch-Poet: 
Containing  a compleat  Catalogue  of  his 
Works.  They  include  the  lines: 

Then  took  his  Muse  at  once,  and  dipt  her 

Full  in  the  middle  of  the  Scripture. 


What  Wonders  there  the  Man  grown  old,  did? 

Sternhold  himself  he  out-Sternholded, 

Made  David  seem  so  mad  and  freakish. 

All  thought  him  just  what 
thought  King  Achiz. 

Blackmore’s  medical  colleagues  seem  to 
have  reserved  judgment  on  his  literary  ef- 
forts and  talents.  Even  at  the  time  of  the 
acrimonious  controversy  about  the  Dis- 
pensary and  in  the  literary  warfare  that 
ensued,  Sir  Samuel  Garth  did  not  write 
polemics  directed  at  Blackmore,  although 
many  literary  figures  did.  Likewise,  there 
is  no  suggestion  of  rancor  on  the  part  of 
John  Arbuthnot  whose  only  comment  on 
Blackmore  was  a mild  jest  in  a letter  to 
Swift  in  1718  to  the  effect  that  Sir  Richard’s 
Pegasus  needed  no  spurring. 

Other  psalm  translations 

Blackmore  was  not  the  only  physician  of 
his  day  to  attempt  to  translate  the  Psalms. 
James  Gibbs  (d.  1724),  a former  student  at 
Exeter  College,  Oxford,  who  practiced 
medicine  in  Cornwall,  where  his  father  had 
been  a vicar,  published  his  metrical  version 
of  the  first  15  Psalms  in  1701, 3 dedicating 
them  to  Princess  Anne  who  became  Queen 
the  following  year.  More  varied  in  form 
than  Blackmore’s  verses,  they  are  somewhat 
monotonous  in  vocabulary  and  flaccid  in 
imagery.  However,  one  modestly  memo- 
rable passage  may  be  recalled.  In  Psalm 
7,  verse  13  (He  hath  also  prepared  for  him 
the  instruments  of  death;  he  ordaineth  his 
arrows  against  the  persecutors),  Gibbs  casts 
God  as  an  officer  in  the  Grenadiers: 

For  He  th’  Artillery  directs, 

The  suddain  Charge  ordains, 

And  at  their  impious  Head  projects 
The  swift  and  piercing  Flames. 

Blackmore,  Gibbs,  and  others  like  them 
failed  to  capture  the  poetic  spirit  of  the 
Psalms  for  several  reasons.  One  has  only 
to  contrast  their  efforts  with  those  of  Sir 
Philip  Sidney,  who  translated  the  first  43 
Psalms  before  his  untimely  death  in  1586, 
and  his  sister  Mary,  Countess  of  Pembroke 
(d.  1621),  who  completed  the  translation, 
to  assess  the  difference  in  purpose  and  result. 
The  Sidneian  version  was  intended  for  pri- 
vate circulation  for  a sophisticated,  some 
what  inbred  audience.  Other  metrical  ver- 
sions were  designed  primarily  for  congrega- 
tional use,  hence  were  restricted  to  a limited 
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vocabulary,  standardized  imagery,  and  obvi- 
ous rhythms  and  rhyme-schemes.  Sidney 
and  his  sister  realized  their  intention  of 
translating  the  Psalms  into  Elizabethan 
lyric  poetry;  having  no  end  in  view  but 
their  private  devotion,  they  were  inventive 
and  intense.  Each  psalm  has  its  own 
stanza  form  and  rhyme  scheme;  there  are 
only  four  duplications  in  the  set  of  150 
poems,  not  “out  of  any  speciall  affectation 
of  variety;  but  with  an  intent  to  suit  the 
matter  of  each  Psalme  ...  to  such  Num- 
bers as  might  most  aptly  expresse  it.” 

In  Blackmore’s  hands  the  beginning  of 
Psalm  32  (Blessed  is  he  whose  transgression 
is  forgiven,  whose  sin  is  covered.  Blessed 
is  the  man  unto  whom  the  Lord  imputeth 
not  iniquity,  and  in  whose  spirit  there  is  no 
guile)  becomes: 

Blest  man!  whose  Errours  God  forgives, 

And  covers  o’er  his  Sin, 

Who  in  no  Guilt  unpardon’d  lives. 

Nor  hides  deceit  within. 

The  contrast  between  this  mundane, 
demotic  reading  and  Sir  Philip  Sidney’s 
translation  is  the  measure  of  the  distance 
between  the  poetaster  and  the  poet: 

Blessed  is  he  whose  filthy  staine 

The  Lord  with  pardon  doth  make  cleane, 
Whose  fault  well  hidden  lieth; 

Blessed,  in  deede,  to  whom  the  Lord 

Imputes  not  sinnes  to  be  abhord, 

Whose  spirit  falsehood  flieth. 

The  Sidneian  psalms  were  circulated  in 
manuscript  and  were  known  to  such  men  of 
letters  as  Ben  Jonson,  Samuel  Daniel,  John 
Donne,  and  others,  but  they  were  not  pub- 
lished until  1823,  and  then  only  in  an  edi- 


tion of  250  copies.  A carefully  edited  re- 
cent edition  is  now  available.4  One  can 
only  speculate  what  beneficial  influence 
they  might  have  had  on  later  translators 
such  as  Blackmore,  had  the  example  of  their 
strength  and  grace  been  more  widely  cur- 
rent. But  could  the  voice  of  Sidney  have 
been  heard  over  the  “rumbling  of  the 
coach’s  wheels,”  and  would  a poet  of  the 
Whig  Establishment  have  been  sensitive 
to  the  distinction  between  courtly  rhetoric 
and  popular  song?  No  doubt,  if  pressed  on 
this  point,  Blackmore  and  others  like  him 
might  have  taken  refuge  in  the  argument 
that  they  were  communicating  truth  to  the 
many,  not  the  few.  One  hears  this  ration- 
alization today  in  the  euphemistic  phrase, 
“communication  for  the  mass  market.” 
One  accepts  with  amused  tolerance  this 
attempt  to  glorify  a modest  position.  Un- 
fortunately, its  intellectual  stability  is  not 
great,  and  anxiety  is  engendered  by  its  in- 
security. Soon  the  charge  of  deliberate 
obscurantism  is  leveled  against  writers  who 
are  indifferent  to  popular  appeal,  and  we 
are  off  to  the  literary  wars. 
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BILLSBORD 
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Chaff  from  the  Bedside  Table  of  an  Insomniac.  IV 


When  I dream  of  Jennie  astride  a motor-bike, 

’Tis  fantasy,  and  one  that  I most  heartily 
dislike. 

Five  birthdays  a year  ne’er  tore  us  asunder, 

But  it’s  Reno  for  me  if  she  e’er  buys  that 
Honda! 

* * * 

Curiosity  impelled  me  to  accept  the  invitation 
from  “Ole  Doc”  to  accompany  him  to  a meeting 
of  the  veterinarian  medical  society  of  our  local 
district,  at  which  meeting  he  was  scheduled  to 
be  the  speaker  of  the  evening.  My  inquisitive- 
ness was  soon  satisfied  when  the  old  gentleman 
announced  the  subject  of  his  discourse  in  his 
opening  sentence:  “All  in  all,  you  meet  a 

nicer  class  of  patients.” 

* * * 

The  only  effective  antidote  for  a bad  cook  is 
hunger. 

* * * 

Granted  the  therapy  is  so  radical  as  to  be 
unthinkable  in  application,  yet  I am  sure  that 
whatever  the  alleged  ills  of  the  body  medicine — 
be  they  the  deterioration  of  the  “doctor- 
image,”  overspecialization,  faulty  distribution 
of  physicians  or  lack  of  general  practitioners, 
overutilization  of  hospital  facilities,  refusal  to 
make  house  calls,  abuse  of  hospital  emergency 
rooms,  doctor  indifference  and  cupidity,  and 
unavailability  of  physicians  at  night  or  on  week- 
ends— they  would  be  dramatically  and  effec- 
tively cured  overnight  by  a resounding  economic 
depression. 

As  in  every  therapeutic  procedure,  one  must 
consider  the  side-effects;  and  as  any  physician 
old  enough  to  have  practiced  medicine  in  the 
nineteen-thirties  and  still  young  enough  to 
remember  the  experience  will  tell  you,  the  side- 
effects  of  a serious  financial  recession  are  varied 
and  many,  indeed  so  catastrophic  as  to  pre- 
clude any  thought  of  its  use. 

Fully  cognizant  of  the  overwhelmingly  dis- 
astrous results  that  an  economic  upheaval  would 
occasion  in  our  complex  modern  society,  I would 
not  want  any  reader  to  think  I am  so  bemused 
with  the  problems  of  medicine  or  so  irresponsible 
a citizen  as  to  propose  seriously  or  wish  to  in- 
flict this  evil  with  all  its  cataclysmic  conse- 
quences on  my  neighbors;  but  a guy  can’t 
help  dreaming  once  in  awhile. 

* * * 

An  emigrant  from  the  maternal  uterus  strug- 
gling to  an  ultimate  objective  of  gaining  his  own 
six  feet  of  mother  earth,  spends  half  his  time 
yearning  to  return  from  whence  he  came  and 


the  other  half  afraid  of  arriving  at  his  port  of 
debarkation. 

* * * 

When  a Westerner  while  a student  at  Har- 
vard 

Referred  to  the  campus  instead  of  THE 
YARD 

He  left  Boston  aghast 

Made  himself  an  outcast 

Was  forced  to  flee  Cambridge  with  psyche 
quite  scarr’d. 

* * * 

The  college  campus  circa  1965.  What  is  it? 
It  is  pretty  difficult  for  an  off-campus  observer 
to  answer  this  question  with  any  degree  of 
authority  and  certainly  not  with  any  degree  of 
assured  finality.  Lurid  exposes  appear  each 
week  purporting  to  tell  “all.”  Some  picture 
it  as  an  enclave  of  immorality  or  amorality, 
protected  islands  of  free  love  that  dot  the  placid 
sea  of  American  conventionalism.  Then,  there 
are  those  who  describe  the  campus  as  the  draft- 
dodgers’  Garden  of  Eden  and,  of  course,  those 
who  see  it  as  a cesspool  of  subversion.  The 
latter  vary  from  outright  identification  of  the 
college  as  a communist  cell  to  dubbing  the  stu- 
dent body  as  the  innocent  dupe  of  avant  garde 
“liberal”  faculty  memners;  but  all  feature 
present-day  campus  discontent  and  student 
demonstrations. 

These  effluvial  outbursts  of  the  calumniators 
do  not  go  unanswered  but  are  matched  word  for 
word,  phrase  for  phrase,  sentence  for  sentence, 
and  article  for  article  by  press  releases  from  paid 
protagonists  and  planted  stories  by  amateur 
apologists.  According  to  them,  today’s  cam- 
pus is  a beehive  of  activity  peopled  by  serious 
students  and  dedicated  teachers  and  represent 
the  only  hope  of  the  West  in  the  “cold  war”; 
they  boast  of  the  high  standard  of  intelligence 
and  proved  educational  achievement  required 
for  admission  to  college  and  tell  us  the  day  of 
the  gentleman  C student  is  no  more;  they  would 
have  us  believe  the  student  demonstrations 
represent  an  awakening  to  responsibilities  as 
citizens  and  are  indicative  of  an  interest  by 
students  in  the  world  they  live  in  and  its  affairs. 
They  ridicule  any  allegations  of  subversion  and 
glorify  academic  freedom  and  disclaim  any 
responsibility  as  to  the  moral  climate  on  cam- 
pus. 

Such  conflicting  opinions  serve  only  to  con- 
fuse an  objective  observer,  and  as  long  as  he 
confines  his  reading  to  the  Sunday  supplements 
and  the  front  page  stories  of  protest  meetings 
and  spring  vacations,  the  more  bewildered  he 
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becomes.  Let  him  ton  to  the  sports  section; 
there  he  will  find  today,  as  he  would  have 
twenty-five  and  fifty  years  ago,  reports  of  last 
week’s  game  indicating  the  college  stadium  was 
filled  to  overflowing,  the  student  cheering  sec- 
tion was  filled  to  capacity,  the  uniform  mass 
cheering  was  just  as  vociferous  in  its  response  to 
white-trousered,  megaphone-carrying  leaders; 
there  he  will  find  the  same  speculations  as  to 
what  team  is  number  one,  who  will  win  the 
Lambert  or  the  Heisman  awards.  My  sugges- 
tion is  not  prompted  by  any  desire  to  convert 
the  observer  to  the  army  of  football  fandom; 
neither  do  I make  the  ridiculous  suggestion 
that  the  college  should  be  judged  by  its  foot- 
ball eleven.  My  only  thought  is  that  neither 
should  it  be  judged  by  some  sensational  “Con- 
fessions of  a Coed”  type  of  story,  by  the  actions 
of  a few  drunken  immature  adolescents  on  Long 
Island,  by  mob  action  with  its  attendant  excesses 
on  the  beach  at  Fort  Lauderdale,  nor  by  the 
actions  of  a few  deluded  “nonconformists”  who 
in  the  frenzy  of  their  fanaticism  approach  the 
treasonable;  nor  by  any  stretch  of  imagination 
should  it  be  judged  by  the  pretentious  pro- 
nouncements of  professorial  pundits  who  would 
have  us  believe  the  campus  is  a modern  Mount 
Olympus  of  intellectualism. 

The  suggestion  to  consult  the  sports  pages 
was  prompted  only  by  the  conviction  that  once 
an  observer  sensed  the  stabilizing  influence  of 
the  knowledge  of  “football  as  usual,”  it  would 
prevent  seduction  by  the  group  of  destructive 
critics  who  build  a concept  of  a Temple  of  Sin 
based  on  the  acts  of  a few  exhibitionists  or  who 
picture  the  campus  as  a factory  of  sedition  be- 
cause of  the  words  or  acts  of  a few  extremists. 

The  realization  that  the  position  of  sports  in 
the  modern  college  has  remained  essentially 
unchanged  over  the  years  must  bring  to  any 
detached  observer  a realistic  conviction  that 
the  campus  community  today  is  no  different 
from  any  other  modern  community;  any  more 
than  the  campus  of  twenty-five  or  fifty  years 
ago  was  different  from  its  contemporary  com- 
munity. True  today,  as  it  was  then  and  al- 
ways, the  modern  college  world  has  its  good 
and  its  evil,  its  wise  and  its  fools,  its  charlatans, 
fourflushers,  dreamers,  pragmatists,  workers, 
parasites,  lawbreakers,  conformists,  and  non- 
conformists, both  pseudo  and  genuine  (a  cam- 
pus pseudo  nonconformist  is  a bearded  adoles- 
cent unable  to  make  either  the  football  team  or 
a good  fraternity) . As  is  true  of  any  individual 
community,  each  has  a personality  of  its  own; 
and  then  there  are  general  group  character- 
istics common  to  the  large  urban  universities,  to 
the  small  rural  college,  the  Ivy  League,  the 
land  grant  school,  the  state  college,  and  so 
forth.  None  is  perfect,  but  neither  is  any  one  of 
them  completely  bad. 

* * * 

As  was  Miss  Mehitabel  in  Mrs.  Stowe’s 
Oldtown  Folks,  I confess  to  be  an  omnivorous 


reader.  Firmly  devoted  to  the  concept  of  a 
sedentary  approach  to  living,  I diligently  eschew 
all  physical  effort  except  the  inescapable 
amount  involved  in  the  regular  lifting  of  an  equal 
weighted  glass  and  the  irregular  lifting  of  un- 
equally weighted  books.  My  reading  is  both 
scrambled  and  unsystematized,  lacking  the 
purposeful  organized  planned  schedule  of  one 
who  reads  to  learn  or  the  light-hearted  selection 
of  reading  material  one  finds  enjoyable  at  a 
time  he  is  in  a reading  mood.  My  habit  of 
reading  is  a compulsive  devouring  of  any  and 
all  books  just  because  they  are  at  hand;  re- 
gardless of  subject  matter  or  personal  taste, 
they  must  be  read,  as  the  mountain  must  be 
climbed  for  no  other  reason  than  that  it  is  there. 
It  is  an  insatiable  addiction,  which  seems  to 
grow  stronger  instead  of  weaker,  although  for 
reasons  of  personal  safety,  I have  been  able  to 
stop  while  driving  a car  or  eating  breakfast. 

In  view  of  this  explanation,  coupled  with  a 
frank  admission  that  recently  I spent  the  eve- 
ning reading  Philosophy  in  the  Bedroom  by  the 
Marquis  de  Sade  and  Routine  Garden  Chores  for 
October,  it  should  occasion  no  great  surprise 
that  the  other  evening  was  spent  reading  one 
of  those  newspapers  that  appear  miraculously 
every  week  in  a doctor’s  mailbox,  followed  by 
the  perusal  of  a history  of  homeopathic  medi- 
cine. That  night  unable  to  sleep,  quite  natu- 
rally, I began  to  muse  about  what  I had  read. 

One  of  the  newspaper  features  was  a page  of 
spontaneous  interviews  with  members  of  the 
profession,  and  the  edition  I read  concerned  in- 
dividual doctors’  answers  to  the  question  as  to 
what  is  their  concept  of  the  ideal  patient. 
As  I thought  of  the  varied  answers  listing  many 
attributes  and  attitudes,  it  suddenly  dawned 
on  me  that  they  were  all  saying  what  I am  sure 
would  be  the  opinion  of  over  90  per  cent  of  the 
medical  profession,  although  in  answering  they 
just  nibbled  at  the  fringe  of  the  single-sentence, 
blunt  truism;  namely:  To  a doctor  the  ideal 

patient  is  the  one  who  recovers. 

If  I understand  what  I read,  the  therapeutic 
system  of  homeopathy  was  predicated  by  Hahne- 
mann on  the  basis  of  “Similia  similibus  curentur” 
(“like  should  be  cured  by  like”).  I toyed  with 
the  idea  of  how  this  might  work,  not  in  the  case 
of  an  individual,  but  as  applied  to  a social  mal- 
ady or  a group  problem.  For  instance,  it  is 
pretty  generally  agreed  that  the  present  decline, 
and  what  appears  to  be  a fatal  illness,  affecting 
the  sport  of  boxing  is  directly  attributable  to 
television.  Could  one  apply  the  principle  of 
like  cures  like  here?  Could  it  be  that  television, 
the  cause  of  boxing’s  serious  illness,  might  be 
the  agency  to  revive  and  possibly  cure  the  dying 
fight  game?  Now,  before  you  shake  your  head 
in  the  negative  and  snort  “Ridiculous,”  just 
think  a minute:  How  about  arranging  a 

match  between  the  Jolly  Green  Giant  and  Mr. 
Clean? 

WRC 
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Letters  to  the  Editor 


Decision  in  re 

Kaminstein  v.  Brooklyn  State  Hospital 


To  the  Editor:  My  opinion  in  in  re  Kaminstein 

v.  Brooklyn  State  Hospital,  published  in  the 
New  York  Law  Journal  on  January  26,  1966, 
has  received  a mixed  reception,  favored  by 
lawyers,  criticized  by  doctors.  The  reaction 
impels  me  to  expand  on  the  views  therein  ex- 
pressed as  to  the  new  admission  and  retention 
procedures  at  State  mental  hospitals  pursuant 
to  the  amended  provisions  of  the  Mental  Hy- 
giene Law  which  went  into  effect  on  September 
1,  1965. 

First,  let  me  say  that  I am  quite  happy  that 
changes  were  made  in  those  procedures  which,  I 
agree,  do  provide  both  speedier  medical  treat- 
ment and,  in  theory  at  least,  court  surveillance 
through  a Mental  Health  Information  Service. 

1 Unquestionably,  a vote  of  thanks  is  due  to  the 
dedicated  lawyers  and  judges  who  have  long 
sought  to  improve  the  deplorable  absence  of 
court  intercession  in  mental  hospital  retentions 
which  obtained  prior  to  the  recent  amendment 
of  the  Mental  Hygiene  Law.  My  quarrel  is 
with  the  implementation  of  the  law  which  preju- 
dices patients  admitted  before  September  1, 
1965,  and  with  the  discriminatory  treatment 
built  into  the  statutory  classification  of  pa- 
tients as  “voluntary.”  The  current  classi- 
fication practice  makes  the  new  admission  and 
retention  procedures  applicable  to  a mere  hand- 
ful of  patients:  those  only  recently  admitted 

and  those  who  have  the  mental  and  emotional 
capacity  to  resist  the  very  considerable  pressure 
of  hospital  officials  to  foist  on  them  the  volun- 
tary status.  The  great  mass  of  patients  are 
thus  effectively  shut  out  from  the  benefits  pro- 
vided by  the  improved  admission  and  court- 
authorized  retention  provisions  of  the  law. 

Obviously,  the  proponents  of  the  amended 
Act  did  not  intend  the  legislative  advances  to 
be  so  severely  limited  as  to  confine  the  newly 
provided  protective  measures  to  a token  num- 
ber of  patients;  yet  the  restrictive  implementa- 
tion and  unjust  classification  complained  of 
does  result  in  just  such  a futile  gesture;  for  if 
patients  are  in  fact  induced  to  become  classified 
as  “voluntary”  patients,  then  the  limitation  is 
extreme,  since  these  patients  and  the  involun- 
tary patients  admitted  prior  to  September  1, 
1965,  constitute  almost  all  patients  presently 
in  the  State  mental  hospitals.  The  net  result 


is  a massive  exclusion  from  the  benefits  of 
improved  admission  and  retention  practices,  so 
that  many  patients  will  continue  to  remain  just 
as  forgotten  and  lost  as  they  were  under  the 
law  before  its  amendment,  and  only  those  who 
are  found  to  have  recovered  or  successfully 
obtained  relief  through  habeas  corpus  will 
regain  freedom  from  confinement. 

Without  repeating  the  arguments,  legal  and 
otherwise,  stated  in  my  opinion,  I find  it  neces- 
sary to  stress  the  fact  that  denial  of  court  hear- 
ing, authorization,  and  surveillance  as  to  the 
manner  in  which  a person  is  admitted  and  subse- 
quently kept  in  a State  mental  hospital  con- 
stitutes a denial  of  the  basic  freedom  freely  to 
go  to  and  be  where  one  wishes  to  go  and  to  be, 
so  long  as  neither  privacy  nor  criminality  is 
involved.  These  are  freedoms  as  important 
as  are  the  freedoms  of  speech,  assembly,  and 
due  process.  One’s  right  to  question  hos- 
pitalization in  a mental  institution  is  basic 
and  should  not  be  confused  with  the  right  of  the 
State  to  hospitalize  for  reasons  of  health  and 
public  safety,  just  as  the  right  to  trial  and  due 
process  must  be  differentiated  from  the  right 
and  necessity  of  the  State  to  imprison  those 
who  are  convicted  of  crime.  It  should  be 
remembered,  too,  that  just  as  an  alleged  crime 
may  be  disproved,  allegations  of  insanity,  con- 
tinued mental  illness,  need  for  further  hos- 
pitalization, unverified  medical  opinion,  and 
other  claims  justifying  admission  and  retention 
in  mental  institutions  against  one’s  free  will 
may  also  be  disproved,  discredited,  and  suc- 
cessfully challenged. 

The  unreasonable  and  arbitrary  classification 
of  patients  into  voluntary  status  and  the  statu- 
tory direction  to  hospital  officials  to  induce  that 
status,  as  set  out  in  the  amended  Act,  are  al- 
together repugnant  to  basic  concepts  of  justice. 
There  are  very  substantial  differences  in  statu- 
tory rights  as  between  their  classification  as 
such  and  those  classified  as  involuntary.  For 
example,  the  voluntary  patients  have  none  of 
the  protective  rights  which  are  provided  for  the 
involuntary  patients  in  sections  72  and  73. 
The  notices  which  are  given  preparatory  to 
court  hearings  to  such  patients,  their  relatives, 
designees,  and  to  the  Mental  Health  Informa- 
tion Service  are  not  available  to  them  as  they 
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are  to  the  involuntary  patient.  The  voluntary 
patients  cannot  as  readily  rely  on  the  Informa- 
tion Service  to  initiate  a request  for  a hearing 
before  a court  in  a designated  county  nor  can 
they  expect  initiation  of  a court-ordered  transfer 
of  custody  to  relatives  and  to  others  should 
the  voluntary  patient  be  found  mentally  ill 
yet  harmless.  The  most  important  deprivation 
of  benefits  accorded  only  to  the  involuntary 
patient  under  section  73  of  the  amended  Act 
is  in  the  area  of  retention.  The  retained  volun- 
tary patient  must  rely  on  his  own  resources 
and  his  own  initiative  to  request  a court  hearing 
for  court-authorized  retention.  The  voluntary 
patient  himself  must  give  the  notice  in  writing, 
and  this  assumes  that  he  has  the  capacity, 
courage,  and  judgment  to  request  his  release 
from  the  hospital.  True,  he  has  under  the 
rules  the  privilege  of  being  informed  of  his 
voluntary  status,  but  this  again  assumes  that 
he  appreciates  that  privilege  and  has  the  ca- 
pacity to  take  advantage  of  it. 

As  I have  often  stated,  the  capacity  of  men- 
tally ill  and  of  aged  senile  persons  to  understand 
and  to  appreciate  the  significance  of  the  right 
to  object  to  pressures  leading  to  an  acceptance 
of  a voluntary  status  is  questionable,  so  that 
the  duty  placed  on  local  officers,  specifically 
provided  in  section  71(5)  of  the  amended  Act,  to 
encourage  the  mentally  ill  and  senile  person 
to  accept  the  voluntary  status,  is  most  repre- 
hensible. This,  to  my  way  of  thinking,  is  the 
most  harmful  aspect  of  the  amended  Act  for,  in 
effect,  the  statute  makes  it  the  duty  of  a public 
official  to  induce  a mentally  ill  person  to  accept 
a status  which  thereby  reduces  the  unknowing, 
bewildered,  mentally  ill,  and  incapacitated 
person  to  the  disadvantaged  position  of  waiving 
the  protection  of  court  surveillance  and  pro- 
tection against  the  possibility  of  unjustified 
hospitalization  which  may  continue  indefinitely. 
What  is  more,  the  voluntary  patient  is  punished 
for  his  acceptance  of  the  disadvantaged  position 
simply  because  he  is  submissive,  unaware,  and 
possibly  embarrassed  at  the  time  he  gives  his 
consent  to  that  inferior  status.  The  situation  is 
even  worse  in  the  case  of  aged  senile  persons 
without  major  mental  impairment,  practically 
all  of  whom  are  in  the  voluntary  classification. 
Their  position  has  not  been  improved  one  bit 
by  the  changes  wrought  by  the  amended  Act. 

The  Special  Committee  of  the  Association 
of  the  Bar  of  the  City  of  New  York  and  the 
Cornell  Law  School  in  their  report  published 
in  1962  stated  that  it  was  “particularly  con- 
cerned with  the  safeguards  provided  for  those 
patients  who  do  not  have  enough  insight  to 
sign  a voluntary  admission  but  who  do  accept 
hospitalization  without  affirmative  objection 
which  . . . may  work  some  grave  injustice  by 
failing  to  accord  to  many  non-objecting  pa- 
tients any  real  opportunity  to  object.” 

In  this  connection  it  would  be  useful  to 
restate  what  I have  said  in  my  opinion: 

Certainly,  the  acts  of  the  mentally  ill  and 
the  aged  senile  who  accommodate  themselves 
to  the  pressures  of  the  hospital  officials  for 


acceptance  of  voluntary  status  and  who  are 
either  unknowing,  meek,  or  cooperative, 
ought  not  thereby  to  be  induced  to  forego 
rights  accorded  to  those  less  amenable  to 
cooperation.  What  is  more,  since  a person 
admitted  and  detained  as  mentally  ill  is 
unable  to  make  sound  judgments,  the  law 
should  be  especially  solicitous  for  his  welfare 
and  not,  as  here,  encourage  its  officials  to 
induce  or  beguile  such  a patient,  in  the  midst 
of  his  confusion  and  agony,  to  make  judg- 
ments of  doubtful  integrity.  The  case  would 
be  the  same  if  a newly  enacted  statute  were 
to  grant  immunity  to  all  witnesses  in  a 
criminal  trial  who  involuntarily  testify  against 
an  accomplice  but  deny  immunity  to  those 
who  voluntarily  do  so  and,  by  the  language 
of  the  same  statute,  a trial  judge  were  to  be 
enjoined  to  induce  witnesses  to  testify  volun- 
tarily so  that  they  be  denied  immunity. 

As  I have  pointed  out,  only  one  patient  out  of 
the  thousands  at  a single  hospital,  Brooklyn 
State,  has  had  the  benefit  of  an  application  for 
an  order  of  retention  between  September  1, 
1965,  and  January  19,  1966.  The  medical 
critics  of  my  opinion,  who  appear  to  justify 
the  paucity  of  such  applications,  say  that  more 
applications  would  result  in  a larger  clerical 
job  and  clog  current  calendars.  It  is  odd  that 
the  doctors  who  have  so  long  resisted  court 
involvement  in  what  they  regard  as  solely  a 
medical  problem  should  be  so  concerned  about 
court  calendars  and  greater  involvement  of  the 
Mental  Health  Information  Service,  which 
would  do  most  of  the  investigative  work  in 
behalf  of  the  court.  Is  it  possible  that  they 
fear  their  medical  service,  to  which  each  pa- 
tient is  entitled  to  the  fullest  measure,  may  be 
exposed  to  court  review  and  discovery  of  medical 
error? 

I firmly  believe  that  the  provision  of  sub- 
division 5,  section  70,  of  the  amended  Act, 
which  expresses  the  legislative  intent  not  to 
deprive  voluntary  patients  of  their  civil  rights, 
is  nullified  by  the  other  provisions  of  the  Act 
which  not  only  set  up  the  voluntary  status  but 
encourage  public  officials  to  obtain  a dubious 
consent  for  such  status.  Those  provisions  are 
self-contradictory,  and  the  legislative  intent  is 
frustrated,  for  the  mass  of  patients  are  deprived 
of  equal  protection  and  due  process  relative  to 
civil  rights  extended  to  the  fortunate  few  who 
are  involuntary  patients  admitted  after  the 
enactment  of  the  amended  law.  It  makes  a 
mockery  of  the  statement  made  by  the  Gover- 
nor when  he  signed  the  law  to  the  effect  that  it 
“preserves  due  process  safeguards  of  every 
person  who  is  admitted  to  a psychiatric  facility 
for  care  and  treatment”  (McKinney’s  Session 
Laws  of  New  York,  1964,  p.  1968). 

As  I have  stated  in  my  aforesaid  opinion,  I 
regard  the  message  to  mean  that  “each  person, 
whether  mentally  ill  or  merely  alleged  to  be  so, 
whether  he  be  a psychotic  senile  or  one  who 
has  no  real  major  mental  impairment,  whether 
he  be  admitted  before  or  after  September  1, 
1965,  and  whether  he  is  classified  as  a voluntary 
or  an  involuntary  patient,  must  nonetheless  be 
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counted  as  a human  being.  It  means  that  when 
a dreadful  illness  affecting  the  brain  has  touched 
such  a human  being,  he  is  not  only  entitled  to 
the  prompt  visitation  and  examination  of  a 
medical  doctor  but  to  the  tender  solicitation 
of  the  law  as  well.  It  means  that  the  newly 
established  Mental  Health  Information  Service, 
created  as  the  law’s  watchdog,  should  become 
involved  not  merely  with  some  patients  but 
with  each  and  every  patient,  so  that  if  an  error 


Small-bowel  ulceration 
associated  with  thiazide 
and  potassium  therapy 


The  occurrence  of  primary  nonspecific  ulcera- 
tion of  the  small  bowel  in  12  patients  over  a 
fifteen-month  period  presents  certain  provoca- 
tive aspects:  (1)  Few  such  cases  have  ap- 

peared during  the  preceding  decade;  (2)  all 
the  lesions  were  histologically  similar;  and  (3)  of 
the  12  patients,  all  with  cardiovascular  disease, 
11  had  been  taking  enteric-coated  potassium 
chloride  tablets  for  periods  varying  from  eight 
days  to  thirty-three  months.  At  operation,  an 
undigested  enteric-coated  potassium  chloride 
tablet  was  found  at  the  site  of  the  perforation 
in  1 patient,  and  in  a second  patient  an  un- 
digested ferrous  gluconate  tablet  was  found  at 
the  perforation,  while  another  tablet  was  free 
in  the  peritoneal  cavity. 

Daniel  R.  Baker,  M.D.,  Wayne  H.  Schrader, 
M.D.,  and  Claude  R.  Hitchcock,  M.D.,  Ph.D., 
writing  in  a recent  issue  of  the  Journal  of  the 
American  Medical  Association,  suggest  that 
patients  who  take  enteric-coated  potassium 
tablets  have  a significantly  higher  risk  of  ulcerat- 
ing and  obstructing  small-bowel  lesions  than 
patients  on  potassium  chloride  tablets  without 
the  enteric  coating. 

The  12  patients,  5 males  and  7 females,  ranged 
in  age  from  thirty-seven  to  eighty-six,  for  an 


has  been  made  about  the  diagnosis,  if  mischief 
was  perpetrated  in  the  very  allegation  of  mental 
illness,  if  there  is  an  unnoticed  recovery,  if 
there  is  a possibility  that  the  patient  may  be 
discharged  as  mentally  ill  but  harmless — in 
short,  if  relief  from  forced  or  unwanted  detention 
is  justified,  then  the  sacred  right  to  freedom 
of  person  must  be  preserved.” 

Benjamin  Brenner,  Justice 
Supreme  Court,  State  of  New  York 


average  of  sixty-one  years.  All  had  varying 
degrees  of  cardiovascular  disease.  In  11  pa- 
tients, the  presenting  picture  or  recent  history 
was  that  of  small-bowel  obstruction.  Two 
patients  had  perforations  of  the  small  intestine, 
and  1 had  had  a recent  hemorrhage.  Several 
had  been  conservatively  treated  formerly  for 
partial  obstruction  of  the  small  bowel.  Of  the 
12  patients,  11  had  been  getting  enteric-coated 
preparations  of  potassium  chloride  combined 
with  or  supplemented  by  hydrochlorothiazide 
therapy.  Ten  patients  underwent  segmental 
resection  of  the  small  intestine  with  end-to-end 
anastomosis.  One  patient  got  a simple  plica- 
tion of  his  acute  perforation.  Single  ulcers  were 
found  in  10  patients;  1 had  2 ulcers  of  the  distal 
jejunum,  14  cm.  apart.  Lesions  were  located 
in  the  distal  jejunum  in  5 patients;  the  rest 
were  in  the  ileum.  They  varied  from  8 to  25 
mm.  in  length  and  were  circumferential. 
Grossly,  there  was  a marked  degree  of  stenosis 
but  without  external  constricting  bands.  The 
mesentery  in  the  involved  segment  was  never 
remarkable.  In  the  3 patients  with  perfora- 
tions, the  ulcer  area  was  proximal  and  adjacent 
to  the  stenosed  area.  Microscopically,  the 
ulcers  showed  an  inflammatory  reaction,  acute 
and  chronic,  similar  to  that  seen  in  gastric 
ulcers.  Under  the  ulceration,  a band  of  sub- 
mucosal fibrosis  caused  marked  thickening  of 
the  bowel  as  well  as  contraction.  No  alterations 
were  found  in  the  underlying  muscular  layers 
or  subserosal  tissue.  There  was  no  vascular 
narrowing  or  obstruction  of  the  mesenteric 
vessels. 
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Necrology 


Harvey  Shields  Collins,  M.D.,  of  New  Yoi'k 
City,  died  on  February  24  at  his  home  at  the 
age  of  fifty-two.  Dr.  Collins  graduated  in  1943 
from  Harvard  University  Medical  School.  He 
was  an  associate  attending  physician  at  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases 
and  James  Ewing  Hospital,  an  assistant  attend- 
ing physician  in  chest  diseases  at  Bellevue  Hos- 
pital, and  an  attending  physician  in  chest  dis- 
eases at  Veterans  Administration  Hospital. 
An  assistant  professor  of  medicine  at  Cornell 
University  Medical  College  and  an  instructor 
in  medicine  at  Columbia  University  College  of 
Physicians  and  Surgeons,  he  served  with  the 
United  States  Public  Health  Service  during 
War  World  II  and  later  was  consultant  to  the 
Army  surgeon  general  in  Germany.  Dr.  Col- 
lins was  a member  of  American  Thoracic  So- 
ciety, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Blake  Ferguson  Donaldson,  M.D.,  of 

New  York  City,  died  on  February  19  at  his 
home  in  Hauppauge,  Long  Island,  at  the  age  of 
seventy- three.  Dr.  Donaldson  graduated  in 
1913  from  Long  Island  College  Hospital.  He 
was  a consulting  physician  at  City  Hospital 
at  Elmhurst  and  at  Harlem  Valley  State  Hos- 
pital, a consulting  physician  in  internal  medicine 
at  Southside  Hospital  (Bayshore),  and  an 
attending  physician  at  Doctors  Hospital.  Dr. 
Donaldson  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Salomon  Goldschmitt,  M.D.,  of  New  York 
City,  died  on  October  12,  1965,  at  the  age  of 
eighty-four.  Dr.  Goldschmitt  received  his 
medical  degree  from  the  University  of  Kiel 
in  1905.  He  was  a member  of  the  New  York 
Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Francis  Hoch,  M.D.,  of  New  York 
City,  died  on  February  22  at  St.  Luke’s  Hospital 
at  the  age  of  eighty.  Dr.  Hoch  graduated  in 
1910  from  Cornell  University  Medical  College. 
He  was  a consulting  urologist  at  St.  Luke’s 
(where  he  had  once  served  as  director  of  the 
urological  service),  Lawrence  (Bronxville), 
Nassau  (Mineola)  Hospitals,  Community  Hos- 
pital at  Glen  Cove,  New  York  Eye  and  Ear 
Infirmary,  and  Meadowbrook  Hospital.  Dr. 


Hoch  was  a Diplomate  of  the  American  Board 
of  Urology  and  a member  of  the  American 
Urological  Association,  the  American  Associa- 
tion of  Genito-Urinary  Surgeons,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lew  A.  Hochberg,  M.D.,  of  Brooklyn, 
died  on  February  3 at  The  Mount  Sinai  Hos- 
pital at  the  age  of  sixty-five.  Dr.  Hochberg 
graduated  in  1931  from  McGill  University 
Faculty  of  Medicine.  He  was  a consulting 
thoracic  surgeon  at  Lutheran  Medical  Center, 
Adelphi  and  Caledonian  Hospitals,  Sea  View 
Hospital  and  Home,  and  Jewish  Hospital  of 
Brooklyn,  and  an  attending  thoracic  surgeon  at 
Beth-El  Hospital.  Dr.  Hochberg  was  a Dip- 
lomate of  the  American  Board  of  Thoracic 
Surgery,  a Fellow  of  the  American  College  of 
Cardiology,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  Amer- 
ican Association  for  Thoracic  Surgery,  the 
New  York  Society  for  Thoracic  Surgery,  the 
Brooklyn  Thoracic  Society,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herbert  Leonard  Langer,  M.D.,  of  Ar- 

verne,  died  on  February  25  at  Peninsula  General 
Hospital  at  the  age  of  seventy-five.  Dr.  Langer 
graduated  in  1914  from  the  College  of  Phy- 
sicians and  Surgeons,  Baltimore.  He  was  an 
emeritus  director  of  general  practice  at  Pen- 
insular General  Hospital  where  he  had  served 
also  for  five  two-year  terms  as  president  of  the 
medical  board.  Dr.  Langer  was  a member  of 
the  American  Academy  of  General  Practice, 
the  Association  of  Military  Surgeons  of  the 
United  States,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Gabriel  Larkin,  M.D.,  of  New  York 
City,  retired,  died  on  March  8 at  his  home  at  the 
age  of  eighty-four.  Dr.  Larkin  graduated  in 
1907  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a senior 
associate  attending  physician  at  St.  Clare’s 
Hospital.  Dr.  Larkin  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Martin  Lazar,  M.D.,  of  The  Bronx,  died 
on  February  1 at  Bronx  State  Hospital  at  the 
age  of  fifty-six.  Dr.  Lazar  graduated  in  1934 
from  the  University  of  Glasgow  (Scotland) 
Faculty  of  Medicine.  He  was  director  of  the 
Bronx  State  Hospital  and  had  served  with  the 
State  Department  of  Mental  Hygiene  for  nearly 
twenty-nine  years.  In  1950  he  was  appointed 
assistant  clinical  director  of  the  Willowbrook 
State  School  for  the  mentally  retarded  (Staten 
Island),  and  later  became  administrative  assist- 
ant director  there.  In  1959  he  was  named 
director  of  Utica  State  Hospital  where  he  served 
until  the  appointment  to  his  post  at  Bronx 
State  Hospital  in  1963.  From  1953  to  1959  he 
was  an  assistant  clinical  professor  of  pediatrics 
at  New  York  University  Medical  College.  Dr. 
Lazar  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry)  and 
a member  of  the  American  Association  on  Men- 
tal Deficiency,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  Morris  Lewis,  M.D.,  of  New  York 
City,  died  on  February  1 at  The  New  York 
Hospital  at  the  age  of  sixty-six.  Dr.  Lewis 
graduated  in  1925  from  the  University  of  Al- 
berta Faculty  of  Medicine.  He  was  a consult- 
ing dermatologist  at  The  New  York  Hospital, 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  and  New  York  Polyclinic  and  Vassar 
Brothers  (Poughkeepsie)  Hospitals.  Retired 
in  1965,  he  had  headed  the  Dermatology  De- 
partment at  The  New  York  Hospital  and  Cor- 
nell University  Medical  College  from  1942  to 
1962.  Dr.  Lewis  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.  (and 
while  president  and  secretary  helped  establish 
the  requirements  for  specialists  in  skin  diseases) , 
a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Academy  of 
Dermatology  and  Syphilology  (a  past-presi- 
dent), the  Society  for  Investigative  Derma- 
tology, the  New  York  Academy  of  Medicine 
(former  chairman  of  the  Section  on  Dermatol- 
ogy), the  New  York  Dermatological  Society, 
the  associate  editorial  board  of  the  New  York 
State  Journal  of  Medicine,  the  British 
Association  of  Dermatology,  (honorary  member) , 
the  Canadian  and  Venezuelan  Dermatological 
Societies  (honorary  member),  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Francis  O.  Osterhus,  M.D.,  of  Brooklyn, 
died  on  January  15  at  the  Lutheran  Medical 
Center  at  the  age  of  fifty-nine.  Dr.  Osterhus 
graduated  in  1932  from  Long  Island  College 
of  Medicine.  He  was  an  attending  urologist  at 
the  Lutheran  Medical  Center  and  a consulting 


urologist  at  Brooklyn  Hospital.  Dr.  Osterhus 
was  a Diplomate  of  the  American  Board  of 
Urology  and  a member  of  the  Brooklyn  Urolog- 
ical Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Rosenfeld,  M.D.,  of  Brooklyn, 
died  on  March  17  at  his  home  at  the  age  of 
eighty-four.  Dr.  Rosenfeld  graduated  in  1904 
from  University  and  Bellevue  Hospital  Medical 
College.  Retired,  he  was  a consulting  obste- 
trician at  Unity  Hospital  (of  which  he  was  a 
founder)  and  a senior  attending  obstetrician 
and  gynecologist  at  Brooklyn  Women’s  Hospital 
(of  which  he  also  was  a founder).  Dr.  Rosen- 
feld was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Aaron  Traum,  M.D.,  of  The  Bronx, 
died  on  March  16  at  the  age  of  sixty-five.  Dr. 
Traum  graduated  in  1923  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  New  York  Academy  of  Medicine, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Martin  Wagner,  M.D.,  of  New  York  City, 
died  on  August  29,  1965,  at  the  age  of  seventy- 
three.  Dr.  Wagner  received  his  medical  degree 
from  the  University  of  Breslau  in  1920.  He  was 
an  assistant  attending  physician  at  Lincoln  and 
Harlem  Hospitals  and  Harlem  Hospital  Out- 
patient Department.  Dr.  Wagner  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Richard  Laverne  White,  M.D.,  of  New 

York  City,  died  on  March  12  at  Harkness 
Pavilion,  Columbia-Presbyterian  Medical  Cen- 
ter, at  the  age  of  thirty-seven.  Dr.  White 
graduated  in  1958  from  Columbia  University 
College  of  Physicians  and  Surgeons. 

John  Weinmann,  M.D.,  of  Yaphank,  died 
on  March  24,  1965,  at  the  age  of  seventy-four. 
Dr.  Weinmann  graduated  in  1917  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  associate  attending 
physician  at  Brookhaven  Memorial  Hospital 
and  a consulting  physician  in  physical  medicine 
and  rehabilitation  at  Prospect  Heights  Hos- 
pital. Dr.  Weinmann  was  a member  of  the 
American  Geriatrics  Society  and  the  New  York 
Society  for  Physical  Medicine  and  Rehabilita- 
tion. 
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Book  Notes 


Influenza  and  Other  Virus  Infections  of  the 
Respiratory  Tract.  By  C.  H.  Stuart-Harris, 
M.D.  Second  Edition.  Octavo  of  248  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $8.50. 

This  book  was  first  published  eleven  years  ago. 
Discovery  of  many  new  viruses  and  the  accumu- 
lation of  knowledge  concerning  them  has  made 
it  necessary  to  rewrite  almost  the  entire  work 
for  this  edition  in  order  to  keep  it  in  line  with  a 
rapidly  changing  field. 


Obstetrics.  By  J.  P.  Greenhill,  M.D.  Thir- 
teenth Edition.  Quarto  of  1,246  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Cloth,  $20. 

Originally  prepared  by  Joseph  B.  DeLee  over 
fifty  years  ago  this  standard  work,  now  in  its 
thirteenth  edition,  is  edited  by  J.  P.  Greenhill 
with  an  impressive  list  of  32  well-known  con- 
tributors writing  the  various  chapters.  It  has 
been  thoroughly  revised,  brought  up  to  date, 
and  completely  rewritten  with  many  new  illus- 
trations added. 


Fundamental  Techniques  of  Plastic  Sur- 
gery and  their  Surgical  Applications.  By 

Ian  A.  McGregor,  M.B.  Third  Edition.  Octavo 
of  300  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1965.  Cloth, 
$9.00. 

Now  the  third  edition  in  five  years  this  publica- 
tion is  designed  especially  for  those  who  are 
concerned  with  the  healing  of  wounds  rather 
than  for  the  specialist  in  plastic  surgery.  The 
book  contains  many  illustrations  demonstrating 
how  this  art  is  practiced  in  Great  Britain. 


General  Anaesthesia.  Volume  I:  Basic 

Principles.  Volume  II:  Clinical  Practice. 

Edited  by  Frankis  T.  Evans,  M.B.,  and  T. 
Cecil  Gray,  M.D.  Second  Edition.  Octavo. 
Two  volumes,  illustrated.  London,  Butter- 
worths,  1965.  Cloth,  $39.50  per  set. 

Since  the  first  edition  of  this  work  appeared  six 
years  ago  it  has  been  completely  revised  with 
seven  chapters  rewritten  and  nine  new  ones 
added.  Its  large  number  of  contributors  discuss 
every  facet  of  anesthesia  from  its  history  to  the 
wide  field  of  coverage  of  the  modern  anesthetist 
in  clinical  practice. 


Rypins’  Medical  Licensure  Examinations. 

By  Arthur  W.  Wright,  M.D.  Tenth  Edition. 
Quarto  of  840  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1965.  Cloth,  $12.50. 

This  publication,  now  in  its  tenth  edition, 
remains  the  standard  work  for  those  preparing 
for  licensure  examinations.  It  provides  a com- 
pact, concise,  and  orderly  presentation  of  the 
various  fields  of  medicine.  The  whole  work  has 
been  completely  revised  and  brought  up  to  date. 

Atlas  of  Neuropathology.  By  W.  Black- 
wood, T.  C.  Dodds,  and  J.  C.  Sommerville. 
Second  Edition.  Octavo  of  234  pages,  illus- 
trated. Baltimore,  The  Williams  and  Wilkins 
Company,  1964.  Cloth,  $12. 

The  purpose  of  this  British  atlas  is  to  provide  a 
clear,  simple,  and  relatively  inexpensive  demon- 
stration of  the  most  important  neuropathologic 
conditions.  It  is  written  especially  for  senior 
students,  clinicians,  and  pathologists.  Changes, 
deletions,  and  additions  bring  this  edition  up  to 
date. 

Therapeutic  Heat  and  Cold.  Edited  by 
Sidney  Licht,  M.D.  Assisted  by  Herman  L. 
Kamenetz,  M.D.  Second  Edition.  Octavo  of 
593  pages,  illustrated.  New  Haven,  Conn., 
Elizabeth  Licht,  Publisher,  1965.  Cloth,  $12. 

In  this  edition  parts  of  the  work  have  been 
extensively  revised  and  rewritten  with  two  new 
sections  on  the  use  of  cold  in  the  treatment  of 
disease  added.  Its  24  contributors  cover  the 
whole  field  of  this  kind  of  therapeutic  manage- 
ment. 

The  Management  of  Fractures  and  Soft 
Tissue  Injuries.  By  the  American  College  of 
Surgeons  Committee  on  Trauma.  Second  Edi- 
tion. Based  on  an  Outline  of  the  Treat- 
ment of  Fractures — Eighth  Edition,  and 
Early  Care  of  Acute  Soft  Tissue  Injuries — 
Third  Edition.  Octavo  of  365  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Cloth,  $7.50. 

This  manual  is  actually  two  volumes  in  one 
containing  the  eighth  edition  of  the  Outline  of 
the  Treatment  of  Fractures  and  the  third  edition 
of  Early  Care  of  Acute  Soft  Tissue  Injuries. 
Both  were  originally  published  by  the  American 
College  of  Surgeons  under  the  sponsorship  of  the 
Committee  on  Trauma.  One  index  makes  the 
work  an  integrated  unit. 
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Officers  / County  Medical  Societies  / 1966 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1966—25,915 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus 
Cayuga 
Chautauqua. 
Chemung .... 
Chenango . . . 

Clinton 

Columbia. . . . 
Cortland .... 
Delaware .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 
Jefferson .... 

Kings 

Lewis 

Livingston . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga  . 

Ontario 

Orange 

Orleans 

Oswego.  . 

Otsego 

Putnam 

Queens 
Rensselaer 
Richmond 
Rockland 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie.  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga.' 

Tompkins . . 

Ulster 

Warren 

Washington. 

Wayne 

Westchester. 
Wyoming 
Yates 


John  Joseph  Phelan,  Jr Albany 

Stephen  Spink Belfast 

Marcelle  T.  Bernard Bronx 

Robert  Bethje Endwell 

Ruth  Knobloch Little  Valley 

Robert  J.  McManus Auburn 

Peter  C.  Meister Dunkirk 

Henry  B.  Marshall Elmira 

Charles  L.  Dubuar  Sherburne 

William  L.  Ladue Plattsburgh 

Kendall  Stearns Hudson 

Donald  R.  Gibbs Cortland 

Charles  W.  Jones Walton 

G.  R.  Brannan  ....  Wappinger  Falls 

Herbert  Emory  Joyce Buffalo 

Harold  J.  Harris Westport 

Leonard  Bristol ......  Saranac  Lake 

Hans  Poliak Gloversville 

David  R.  Harrington Batavia 

John  A.  Vosburgh Coxsackie 

Donald  R.  Davidson,  II Uion 

Bennie  Mecklin Watertown 

Vincent  J.  Tesoriero Brooklyn 

Louis  A.  Avallone Lowville 

Robert  B.  Hayes Avon 

Theodore  J.  Prowda Sherrill 

C.  D.  Sherman,  Jr Rochester 

Leslie  Saunders Amsterdam 

Joseph  G.  Zimring Long  Beach 

Carl  Goldmark,  Jr New  York 

Donald  Ross Niagara  Falls 

Gerald  Segal Utica 

Clayton  H.  Hale Syracuse 

Bruce  R.  Mills Gorham 

Erwin  R.  Kaback Otisville 

James  L.  Sterling Medina 

Angelo  P.  Arena Hannibal 

Rodman  D.  Carter. . . . Cooperstown 

Walter  P.  Gage Cold  Spring 

Lester  R.  Tuchman New  York 

John  J.  Squadrito Troy 

Albert  B.  Accettola . . . Staten  Island 

Fred  F.  Graziano Nanuet 

Stuart  A.  Winning Ogdensburg 

Claire  K.  Amyot . . Saratoga  Springs 

Philip  Parillo Schenectady 

Thomas  W.  Greenlees.  . Cobleskill 
James  J.  Norton  ....  Montour  Falls 

Saul  Towers Seneca  Falls 

Wayne  C.  Templer Corning 

Milton  Gordon Huntington 

Walter  G.  Fuchs Monticello 

John  H.  Jakes Candor 

Dale  B.  Pritchard  Ithaca 

E.  F.  MacFadden,  Jr. . . . Kingston 

W.  F.  Harrison,  Jr Glens  Falls 

Michael  J.  Lynch Granville 

Jan  A.  Perillo Newark 

James  Q.  Haralambie  . . Larchmont 

G.  J.  Diesfeld Arcade 

Helmut  A.  Mikk Penn  Yan 


H.  John  Mellen Albany 

Irwin  Felsen Wells ville 

Frank  LaGattuta Bronx 

Constance  Vitanza ....  Binghamton 

George  Bender Olean 

Charles  E.  Sieger Auburn 

Clyde  L.  Wilson Jamestown 

C.  Eugene  Erway Elmira 

Michael  L.  Delmonico Norwich 

Hans  Littna Plattsburgh 

Thomas  C.  Seymour Hudson 

David  M.  Essom Cortland 

Marvin  L.  Huyck Walton 

E.  E.  Gottdiener Poughkeepsie 

Ann  A.  Tracy Buffalo 

H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

David  V.  Clough ......  Gloversville 

Laurence  G.  Roth Batavia 

John  P.  Myers Catskill 

Harold  F.  Buckbee Dolgeville 

George  Glynn  Couch ....  Watertown 

Ralph  M.  Schwartz Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn . . . Mount  Morris 

Asa  J.  Smith Oneida 

Robert  C.  Webster Rochester 

John  R.  McNulty Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
Theodore  T.  Bronk. . Niagara  Falls 

Theodore  F.  Thomas Utica 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Antoine  A.  Nassar Albion 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Angelo  R.  Bologna Flushing 

Hugh  G.  Anderson Troy 

John  A.  D’Anna Staten  Island 

Burton  Allyn Congers 

William  R.  Carson Potsdam 

J.  S.  Feynman  ....  Saratoga  Springs 
Raymond  A.  Maslyn.  Schenectady 

Jay  Vickers  Dewell Cobleskill 

Joseph  Y.  Roberts  . . Watkins  Glen 

Charles  M.  Smith Waterloo 

Mario  A.  Argentieri Hornell 

George  E.  Leone Riverhead 

Alan  R.  Fried. . . .Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Clyde  A.  Swift Glens  Falls 

John  L.  McCann Hudson  Falls 

Joseph  Asin Newark 

F.  T.  Rogliano Mount  Vernon 

Richard  T.  Williams Warsaw 

John  L.  Schultz Penn  Yan 


Fred  Ennis  Dexter Albany 

Kurt  Zinner Wellsville 

Joseph  C.  Polifrone Bronx 

Vincent  G.  Hammond . . Binghamton 

William  F.  Harding Olean 

Richard  Buffington Auburn 

C.  Otto  Lindbeck Jamestown 

John  H.  Burke Elmira 

Robert  D.  Stone Norwich 

J.  William  Heins Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Joseph  F.  Rignanese.  Poughkeepsie 
James  Richard  Nunn.  . . Tonawanda 
H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Donald  C.  Buckbee Dolgeville 

George  Glynn  Couch.  . . . Watertown 

James  L.  O’Leary Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn . . . Mount  Morris 

George  R.  Gillmore Hamilton 

Gerald  L.  Glaser Rochester 

Thomas  J.  Weyl Amsterdam 

Louis  Bush Baldwin 

Richard  S.  Brasfield New  York 

John  N.  Strachan,  Jr. . Niagara  Falls 

Robert  M.  George Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Antoine  A.  Nassar Albion 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Alan  G.  Schwartz Carmel 

Franz  L.  Ebstein Forest  Hills 

John  H.  Coughlin,  Jr Troy 

Jacob  J.  Silverman . . . Staten  Island 
Bernard  H.  Berson . . . Spring  Valley 

Maurice  J.  Elder Massena 

W.  H.  Moore Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Franz  Konta Richmondville 

Joseph  Y.  Roberts . . . Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Sumner  Kaufman Islip 

Alan  R.  Fried.  . . Livingston  Manor 

Walter  Dietrich Owego 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Betty  Voelker Glens  Falls 

John  E.  Glennon Granville 

Joseph  Asin Newark 

James  A.  Sudbay,  Jr. . Port  Chester 

Richard  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 
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Classified 


Rates 


Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0i  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


Classified  Advertising 

New  York  State  Journal  of  Medicine 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Index  to  Advertised  Products 


Antacids 

Alka-Seltzer  (Miles  Laboratories) 1025 

Antibiotics 


Declomycin  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

llosone  (Eli  Lilly  & Company) 1056 

Lincocin  (Upjohn  Company) 1023 

Polysporin 

(Burroughs  Wellcome  & Company,  Inc.) 1047 

Tao  (J.  B.  Roerig  & Company) 1029 


Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 1035 


Antidepressants 

Deprol  (Wallace  Laboratories) 1036-1037 

Norpramin  (Lakeside  Laboratories) 1045 


Antiseptics 

Alkaloi  (Alkalol  Company) 1048 

Appetite  suppressants 

Desbutal/Desoxyn 

(Abbott  Laboratories) 1039,  1040,  1041,  1042 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Cigarette  filters 

Tar  Gard  (Tar  Gard  Compa  ny) 1033 

Decongestant-antihistamines 

Triaminic  Tablets 


(Dorsey  Laboratories) 1051,  1052,  1053,  1054 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 1027 


Diagnostic  aids 

Glucola  (Ames  Company,  Inc.) 3rd  cover 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  Company) 1061 

Sedatives 

Valerianets-Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 1048 


HOLBROOK  MANOR  NKS 

Five  Acres  of  Pinewo  ded  Grounds 

SENILE— AGED 

Non-sectarian,  nietarv  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Walter  A^°[^p^^j^j(F-AP-A- 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.y.  Tel:  CEntral  2-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


VACATION  ON  CARE-FREE  CARIBBEAN  ISLAND 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


EQUIPMENT 


130  MG.  RADIUM  FOR  SALE  AT  $12.00  PER  MG.— 
80  mg.  in  tubes  (10  and  25  mg.  size) ; and  50  mg.  in  needles 
(.5  mm.  filter).  E.  Eugene  Covington,  M.D.,  315  East 
65th  St.,  N.Y.,  N.Y.  10021.  Tel:  YU  8-0555. 


OFFICE  WANTED 


WANTED:  TO  RENT  EQUIPPED  OFFICE  IN  QUEENS 
area,  preferably  in  Flushing,  for  several  hours,  few  days  a 
week.  Box  361,  % NYSJM. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations. 
Openings  for  July  1966.  ECFMG  certificate  required. 
Apply  Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,%  NYSJM. 


G.  P.  FOR  ASSOCIATION  WITH  PROGRESSIVE  UP- 
state  group.  Regular  hours,  vacation  coverage.  Box 
336,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 

PHYSICIANS  WANTED— MALE  & FEMALE.  Lic- 
ensed, for  children’s  camps,  July- August.  Good  salary 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York,  N.Y. 
10036,  phone  212  OX  5-2656. 

FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  3 year 
program  designed  to  provide  a well  rounded  experience  in 
diagnosis,  inpatient  and  outpatient  treatment  of  children 
and  adults,  and  forensic  and  community  psychiatry, 
through  didactic  courses  and  intensive  supervision  by 
attending  staff  connected  with  various  medical  schools 
and  analytic  institutes  in  the  New  York  City  area.  Op- 
portunity for  elective  work  in  variety  of  fields  of  special 
interest  (community,  forensic  or  college  psychiatry,  and 
research).  Applicants  must  have  had  3 years  experience 
in  general  practice  or  medical  specialty  other  than  psy- 
chiatry. Stipend  $12,000  per  year.  Write:  Director  of 

Psychiatry,  Grasslands  Hospital,  Valhalla,  New  York. 

LOCUM  TENENS:  LARGE  MIDTOWN  HOTEL,  NEW 
York  City,  July  and  August.  General  practitioner  or  in- 
ternist. Full  coverage  by  one  physician  preferred.  Will 
consider  two  men  working  part  time.  Box  337,  % 
NYSJM. 

OPPORTUNITY  AVAILABLE  WITH  LARGE  VOLUME 
general  practice  team  in  Southeast  Nassau  County,  New 
York.  Heavy  office,  hospital  and  nursing  home  experience 
to  be  gained.  Salary  to  start.  Your  ability  and  work  de- 
termine advancement  to  partnership.  Call  (516)  PY 
8-8011,  or  write  Box  338,  % NYSJM. 

RADIOLOGIST  FOR  LOCUM  TENENS:  GENERAL 

radiologist  wanted  for  a portion  or  all  of  period  from  now 
until  mid  1968.  Upstate  New  York.  Box  342,  % 

NYSJM. 

PARTNER  WANTED  FOR  BUSY  GENERAL  PRAC- 
tice.  All  phases,  including  OB.  South  shore  of  Long 
Island,  one  hour  from  N.Y.C.  Opportunity  for  rapid 
financial  advancement.  Write  or  call  Charles  P.  Foote, 
M.D.,  111  Carleton  Ave.,  Islip  Terrace,  N.Y.  Phone 
(516)  581-3377. 

WANTED:  GENERAL  PRACTITIONER  TO  As- 

sociate with  two  established  practitioners;  modern 
facilities;  approved  hospital;  industrial  area.  Good 
living,  recreation,  schools;  time  off  coverage;  expense 
sharing  arrangement  in  Northern  New  York.  Box  351, 
% NYSJM. 

PEDIATRICIAN  OR  GENERAL  PRACTITIONER 
under  the  age  of  40  to  join  well  established  group.  Ex- 
cellent salary  with  partnership  arrangements  the  second 
year.  New  York  Community — 2 hours  from  New  York 
City.  Box  349,%  NYSJM. 

PHYSICIAN  NEEDED  TO  ASSIST  G.P.,  JULY  AND 
August.  Resort  area  one  hour  north  of  New  York  City. 
Six  hours  per  day,  five  days  per  week.  No  evening  hours. 
On  call  every  other  night  and  week-end.  Good  pay. 
Box  354,  % NYSJM. 

PHYSICIAN  WANTED:  ASSOCIATE  OR  PARTNER: 
general  practice.  No  obstetrics;  internist,  pediatrician 
acceptable.  Ten  minutes,  Community  General  Hospital 
Greater  Syracuse  city  advantages;  suburban  living; 
well  established  practice  with  new  excellently  equipped 
office  building;  trained  personnel;  weekend  duty  every 
three  weeks.  Excellent  area  summer-winter  sports; 
highly  rated  school.  Box  357,  % NYSJM. 

PHYSICIAN  WANTED:  GENERAL  PRACTICE;  NO 

obstetrics.  Suburban  living.  Well  established  practice; 
excellent  area  near  beach  and  schools;  hospitals  nearby. 
Salary  $15,000  first  year  leading  to  full  partnership.  Box 
358,  % NYSJM. 

UROLOGIST,  BOARD  CERTIFIED,  NEW  YORK 
license  required.  Opportunity  with  active  group  medical 
practice.  Reply  to  L.  Binn,  200  Madison  Ave.,  Room  201, 
New  York,  N.  Y.  10016. 


PHYSICIANS  WANTED— CONT’D 


OPPORTUNITY  FOR  YOUNG  DOCTOR  TO  JOIN 
active,  well  established  Health  Services.  Northeastern 
woman’s  college.  New  campus,  growing  enrollment. 
Full  time  for  9 months  of  the  year,  and  summer  positions 
available.  Write  Claire  K.  Amyot,  M.D.,  Director  of 
Health  Services  for  Skidmore  College,  Saratoga  Springs, 
New  York  12866. 

WANTED:  PSYCHIATRIST,  35  HOUR  WEEK,  TO 

function  as  part  of  clinic  psychiatric  program,  diagnose 
and  treat  emotional  disorders;  emphasis  on  therapy. 
Ecclectic  program.  Long  Island  community  psychiatric 
clinic,  30  minutes  to  mid-town  Manhattan.  Three  years 
approved  residency;  New  York  State  license  required. 
Interest  in  community  mental  health  essential.  Dynamic 
opportunity  for  broad  experience  in  three  discipline  ap- 
proach; teaching,  consultation,  lecturing  and  research. 
Interest  in  forensic  psychiatry  desirable.  Starting  salary 
$16,497,  fringe  benefits.  Contact  L.  Goldschmidt,  M.D., 
Psychiatric  Consultation  Clinic,  33  Willis  Avenue,  Mineola, 
New  York.  Tel.  (516)  PI  2-3000,  ext.  2355. 

DOCTOR  NEEDED  FOR  DESIRABLE  COMMUNITY 
of  1400.  Surrounding  population  3000.  Physician  for 
two  schools.  Records  and  office  space  available;  doctor 
retiring.  Hospital  ten-minute  drive,  others  25-minute 
drive.  Modern  pharmacy  in  town.  Ideal  for  one  who 
enjoys  hunting  and  fishing.  Modern,  central  school  with 
swimming  pool.  James  Kessler,  Chamber  Commerce, 
Andover,  New  York. 

WANTED:  OPHTHALMOLOGIST,  BOARD  CERTI- 

fied  or  eligible,  to  associate  with  two  other  ophthalmo- 
logists, in  well  established  practice.  Large,  western  New 
York  city.  Excellent  hospital  affiliations.  For  further 
information,  reply  Box  364,  % NYSJM,  or  William  J. 
Howard,  M.D.,  389  Linwood  Ave.,  Buffalo,  N.Y.  14209. 
CaU  (716)  TT  5-5021. 

PEDIATRICIAN,  LARGE  COMPREHENSIVE  MED- 
ical  care  group  in  a rapidly  expanding  suburb  of  New 
York  City.  Initial  salary  leading  to  partnership.  Four 
weeks’  vacation.  Opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  362,  % NYSJM. 

WANTED:  GENERAL  PRACTITIONER  FOR  TOWN 
of  Norfolk,  N.Y.  Near  hospitals.  Excellent  practice 
now  in  force.  Doctor  leaving.  Write:  Town  Board  of 
Norfolk. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 

ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 

RADIOLOGIST  10  YEARS  EXPERIENCE  DIAGNOSIS, 
therapy  and  isotypes,  seeks  permanent  association  with 
hospital  or  group,  but  will  accept  temporary,  part-time 
work  or  locum  tenens.  Available  immediately.  Box  350, 
% NYSJM. 

ORTHOPEDIC  SURGEON:  BOARD  ELIGIBLE,  WELL 
trained,  34,  married,  military  servce  completed,  desires 
association.  Box  352,  % NYSJM. 

ANESTHESIOLOGIST,  ELIGIBLE  FOR  N.Y.  STATE 
license,  seeks  position;  available  also  weekends:  also  ob- 
stetrics. Box  311,  % NYSJM. 

OBSTETRICIAN-GYNECOLOGIST,  31,  FAMILY, 
board  eligible,  military  obligation  completed,  desires  asso- 
ciation preferably  in  group.  Suitable  solo  opportunity 
acceptable.  N.  Y.  and  N.  J.  license;  eligible  for  Conn. 
University  affiliated  training.  Box  360,  % NYSJM. 
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ON  PAGE  1139 


1140  New  York  State  Journal  of  Medicine  / May  1,  1966 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice.  Modern,  2 doctor  office,  attractive  home. 
Main  highway,  center  of  town,  near  ocean.  Immediate 
practice  and  income:  good  investment  against  inflation. 
Also  suitable  for  specialsts,  especially  internist,  with  or 
without  doing  some  general  practice  at  the  beginning. 
Retiring.  Box  319,  % NYSJM. 


GENERAL  PRACTICE  FULLY  EQUIPPD  FOR  RENT, 
or  50%  profit  sharing — in  Lake  George,  New  York.  Terms 
mutually  agreeable.  Box  359,  % NYSJM. 


EAST  QUEENS:  LUCRATIVE,  ACTIVE  MEDICAL 

practice  and  house  for  sale.  Active  for  15  yrs.  Excellent 
for  G.P.  and/or  internist.  Detached,  fenced,  corner 
house;  2 car  garage,  enclosed  porch.  Present  house  in- 
come $175  monthly,  plus  5 room  air  conditioned  office  with 
110-220  current.  Tel:  849-8490. 


INDUSTRIAL  PRACTICE  FOR  SALE:  PROVIDES 

good  income  and  has  excellent  growth  potential.  Reason 
for  selling:  wish  to  retire.  Located  in  Bush  Terminal. 
Call  evenings:  GE  6-3950. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


FOR  RENT:  MEDICAL  OFFICE,  COMPLETELY 

equipped,  including  E.C.G.,  X-ray,  patients’  records,  cen- 
tral air  conditioning.  Sheepshead  Bay,  near  transportation 
SH  3-4100,  ext.  497  days.  TW  1-2566  eves.  & weekends. 


EAST  72ND  AND  LEXINGTON.  PROFESSIONAL 
office,  reasonable  rent,  available  mornings,  afternoons  and 
evenings.  Separate  entrance,  main  floor;  doormen;  5 
furnished  rooms  suitable  for  installation  of  any  equipment. 
Close  to  subways,  buses;  very  convenient  location.  Box 
333,%  NYSJM. 


FOR  RENT:  PHYSICIAN’S  OFFICE  WILL  BE  AVAIL- 
able  June  1,  1966  in  a modern  one-story  professional 
building  constructed  in  1962.  Ideal  situation  for  a G.P. 
or  pediatrician  in  a thriving  community  of  15,000  in  the 
Hudson  Valley.  Two  hours  north  of  NYC  with  IBM, 
Rotron  and  other  large  plants  in  area.  Write  R.  J.  Messina, 
D.D.S.,  Barclay  Medical  Arts  Bldg.,  Saugerties,  N.Y. 


HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare).  Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 


59TH  ST.  PLAZA  AREA:  30  PARK  CENTRAL  SOUTH. 
Offers  a new  concept  in  professional  office  suites  for  the 
medical  specialist.  Internists,  surgeons,  psychiatrists, 
gynecologists,  etc.  will  find  that  30  Central  Park  South 
suites  will  meet  their  most  meticulous  needs.  Will  par- 
tition to  suit.  Some  select  suites,  800  to  3,200  sq.  ft., 
now  available.  Brokers’  cooperation  and  inquiries  in- 
vited. PL  3-6910. 


SMITHTOWN,  HAUPPAUGE:  OFFICE  SPACE  TO 

share  in  exclusive  professional  building.  Fully  wood 
paneled,  air-conditioned,  and  furnished.  Ideal  location, 
near  hospital.  Suitable  most  specialties.  Also  separate, 
unfurnished  suites  available.  Reasonable  rentals.  All 
utilities  included.  (516)  AN  5-5520. 


FOR  LEASE:  THREE  ROOM  OFFICE,  SUITABLE  FOR 
doctor,  dentist,  attorney,  etc.  Established  community, 
main  road,  near  stores.  Off  street  parking,  private  entrance. 
$125  per  mo.,  including  normal  use  of  utilities  and  heat. 
Ideal  for  anyone  wanting  to  establish  a business  in  Suffolk 
County.  Dorothy  Carroll,  7 Carleton  Ave.,  Islip  Terrace, 
N.Y.  Call  (516)  277-3811. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
>3-Story  Air  Conditioned  Apt.  Bldg,  (comet  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  e PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


CARLTON  REGENCY— 137  EAST  36TH  STREET. 
Brand  new  26  story  apartment  building;  1500  sq.  ft. 
available  on  main  floor  for  doctors  and  dentists  only.  Air 
conditioned.  Will  build  to  suit.  For  information,  please 
call:  Lyras-Adams  Ltd.,  Ill  East  38th  Street,  N.  Y.  C. 
MU  9-8196. 


BROOKHAVEN,  SUFFOLK  COUNTY,  LONG  ISLAND: 
Four  room  suite  in  new  professional  building,  ready  for 
July  ’66  occupancy.  Air  conditioned,  janitorial  services. 
Visit  our  lovely  village  which  has  no  doctor.  Call  (516) 
286-3360,  or  write  Brookhaven  Centre,  Inc.,  Box  202, 
Brookhaven,  N.Y. 


FLATBUSH’S  FINEST  NEW  PROFESSIONAL  APART- 
ment.  In  new  96-family  luxury  building.  Complete 
with  private  entrance,  air  conditioning.  Will  alter  to  suit 
your  needs.  The  location  will  suit  your  practice.  In 
better  residential  area.  Surrounded  by  thousands  of 
high-rent  apts.  Walk  to  BMT  subway.  Call  or  visit. 
Stratford,  415  Stratford  Rd.,  between  Dorchester  and 
Cortelyou  Rds.  Phone:  462-0439  or  OL  1-3000. 


WANTAGH,  N.Y.:  FOR  SALE— BY  WIDOW.  ATTRAC- 
tive  colonial  6*/»  room,  1 /A  bath  home  attached  to  four 
room  professional  office  on  main  business  highway;  corner 
property  close  to  schools  and  all  facilities.  Asking  $30,000, 
Box  363,  % NYSJM. 


NEW  YORK,  SUFFOLK  COUNTY:  9 ROOM  HOUSE- 

office  combination,  4 bedrooms,  centrally  air  conditioned, 
fireplace,  2 car  garage,  treed  lot,  fenced  yard  carpetted, 
2 bathrooms.  $23,500  good  terms.  Area  needs  gen- 
eralist or  pediatrician.  One  block  to  hospital.  Call 
(516)  AN  5-6717. 


BAY  SHORE,  L.I.— 5 ROOM  AIR  CONDITIONED 
suite;  well  established  professional  bldg.  Excellent  op- 
portunity for  allergist,  ENT,  plastic  surgeon,  neuro- 
surgeon, psychiatrist,  urologist.  May  be  shared.  F.  R. 
Bromberg,  M.D.,  Tel.:  (516)  MO  5-5500. 


DOCTORS  OFFICE  FOR  RENT,  DUE  TO  DEATH. 
Three  rooms,  2 baths,  kitchen.  Fully  equipped  and 
furnished.  Hotel  service.  Call  mornings:  TR  7-939,  or 
write  Mr.  Farber,  Hotel  Bolivar,  230  Central  Park  W., 
N.Y.C. 


DICTATE  BY  PHONE 

just  pick  up  your  Phone  and  dictate — ■ 
eliminate  fixed  salaries,  overtime, 
fringe-benefits,  equipment  costs.  WE 
HAVE  LEGAL,  MEDICAL,  COMMERCIAL 
EXPERTS.  We  Record  and  Transcribe 
Medical  Conferences  Nationwide. 

Accomplished  Office  Service  349-3260 
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Mrs.  May  L.  Case,  age  92,  says  she’ll  cash 
her  Savings  Bonds  when  she’s  ready  to  retire 


Mrs.  May  Case  is  the  travel 
editor  of  the  Clovis  (Calif.) 
Independent,  a weekly  news- 
paper which  she  founded  47 
years  ago,  with  her  husband. 

At  68,  she  started  buying 
U.  S.  Savings  Bonds.  That 
was  25  years  ago,  and  she’s 
been  buying  them  ever  since. 

“They’ll  be  quite  helpful 
when  I reach  retirement 
age,”  she  says  with  a twinkle. 


U.  S.  Savings  Bonds  have  a 
nice  way  of  growing  into  a 
respectable  sum.  And  while 
the  dollars  are  growing, 
Uncle  Sam  uses  them  all 
manner  of  ways,  essential  to  > 
a strong  democracy. 

Start  buying  SavingsBonds 
today.  If  they’re  for  your  re- 
tirement, start  young  and 
get  a good  head  start — like 
Mrs.  Case. 


Buy  U.  S.  Savings  Bonds 

The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 


1142 


heart  disease 
or  psychic  tension? 

“Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to 
10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/ day  initially, 
increase  gradually  as  needed. 

Contraindications : Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for 
convenience  and  economy  in  prescribing. 
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Chicago,  the  convention  capital  of  the  world,  hosts  the  world's  largest  medical 
convention.  Each  year  the  AMA  Annual  Convention  presents  a wider  and 
greater  range  of  medical  subjects.  This  year's  convention  will  be  held  in  mag- 
nificent McCormick  Place.  Air-conditioned,  it  offers  almost  unparalleled  facili- 
ties. View  and  participate  in  the  following:  • Six  general  scientific  meetings 

• 23  medical  specialty  programs  • 800  scientific  and  industrial  exhibits 

• Lectures,  panel  discussions,  motion  pictures  and  color  television.  Plan  to 
attend — continue  your  post-graduate  education. 

See  JAMA  May  9 for  complete  scientific  program — forms  for  advance  registra- 
tion and  hotel  accommodations. 


n Chronic  Illness:  B and  C vitamins  are  therapy 


Kn  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go 
and  in  hand.  STRESSCAPS,  containing  therapeutic  quantities  of 
itamins  B and  C,  is  formulated  to  meet  the  increased  metabolic 
,emands  of  patients  with  physiologic  stress.  In  chronic  illness,  as 
j'ith  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

5TRESSCAPSTE1 

Stress  Formula  Vitamins  Lederle  P.  1J1 1 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg. 


Vitamin  Bj  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain 
perception-and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC’ 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 


TRANCO-GESIC  is  so  well  tolerated  it  can 
be  prescribed  for  anyone  who  can  take 
aspirin.  It  is  non-narcotic,  and  free  from 
dangers  of  addiction,  habituation,  or 
dependence. 

TRANCO-GESIC  is  effective  in  all  types  of 
mild  and  moderate  pain.  Of  862  patients  who 
were  treated  with  chlormezanone  and 
aspirin  for  various  disorders,  88%  reported 
excellent  or  good  pain  relief.' 


• pain  perception 

• mental  tension 

• muscle  tension-spasm 


i 


Vt/int/irop 


WINTHROP  LABORATORIES.  NEW  YORK,  N.Y.  10016 


Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur. 
Reversible  cholestatic  jaundice  has  been  reported 
on  rare  occasions.  However,  in  4,653  patients 
treated  with  chlormezanone,  97.7%  had  no  side 
effects.1  Contraindication:  just  one:  sensitivity  to 
aspirin.  Dosage:  Adults,  usually  2 tablets  three  or 
four  times  daily.  Children  (from  5 to  12  years), 

1 tablet  three  or  four  times  daily. 

1.  Collective  studies,  Department  of  Medical 
Research,  Winthrop  Laboratories. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 

1 fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
i meprobamate-containing  drugs. 

Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
I existing  symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 

■ Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
I machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
Xi/.Cranbury,  N.J.  o»-m« 


Officers 


Medical  Society  of 
the  State  of  New  York 


James  M.  Blake,  M.D.,  Schenectady 
Waring  Willis,  M.D.,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Arthur  F.  Gaffney,  M.D.,  Oneida 
Walter  T.  Heldmann,  M.D.,  Richmond 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 
George  Himler,  M.D.,  New  York 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1967 
John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1969 

Irving  L.  Ershler,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Bernard  J.  Pisani,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 

Trustees 

Thurman  B.  Givan,  M.D.,  Kings,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York 
George  A.  Burgin,  M.D.,  Herkimer 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.  Assistant  to  the 

Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,*  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen’s  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 

* Deceased. 


1150 


An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440 1963 88.0% 

10,384  1964  88.5% 


yff-Hemolytic  Streptococci 2,3,1 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being® 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2: 163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
H85-256  (July-Aug.)  1964. 
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Abstracts 


Barnard,  J.  H.:  Severe  hidden  delayed  reac- 

tions from  insect  stings,  New  York  State  J. 
Med.  66:  1206  (May  15)  1966. 

Delayed  allergic  reactions  to  insect  stings  may 
be  serious  and  even  fatal.  Cardiac  infarction 
may  occur  during  a severe  response.  Anaphy- 
laxis is  often  accompanied  by  vascular  collapse. 
Allergic  responses  include:  marked  tissue 

edema,  hemorrhagic  reaction,  varying  degrees  of 
damage  to  the  nervous  system,  and  vascular 
collapse  associated  with  its  symptoms.  The 
part  chemical  factors  in  insect  sting  venom  play 
as  causative  agents  in  sting  reactions  is  under 
study.  The  clinician  must  acquaint  and  pre- 
pare himself  not  only  for  immediate  emergencies 
but  also  for  possible  delayed  reactions  that  may 
occur  at  any  time  up  to  approximately  seven 
days  from  the  time  of  one  or  more  stings.  Five 
steps  for  management  are  described. 

Stoll,  H.  L.,  Jr.:  Cutaneous  carcinoma;  bio- 

logic basis  for  selection  of  treatment,  New  York 
State  J.  Med.  66:  1211  (May  15)  1966. 

?'■<■  Electrosurgery,  excision  surgery,  and  radia- 
tion therapy  are  standard  treatments  for  epithe- 
liomas, and  chemosurgery  has  become  an  ac- 
cepted method  for  some.  Since  all  these  struc- 
tures grow  in  a continuous  cellular  structure  and 
often  in  peripheral  extension,  treatment  is  suc- 
cessful if  the  extent  and  depth  of  the  tumor  has 
been  estimated  correctly  and  all  the  tumor  is 
eliminated.  The  treatment  selected  depends  on 
the  skill  and  familiarity  with  the  method  of  the 
therapist.  However,  one  of  these  methods  will 
be  superior  to  the  others  in  certain  situations; 
treatment  for  squamous  cell  carcinoma  and  basal 
cell  carcinoma  should  not  only  eradicate  the 
epithelioma  but  also  produce  minimum  dis- 
ability and  dysfunction  for  the  patient. 


Kopell,  H.  P.,  Winokur,  J.,  and  Thompson, 

W.  A.  L.:  Ingrown  toenail;  new  concept, 

New  York  State  J.  Med.  66:  1215  (May  15) 

1966. 

Ingrown  toenail  is  produced  by  an  underlying 
bony  abnormality  of  the  distal  phalanx.  Two 
relevant  bone  configurations,  dorsal  exostosis 
of  the  tip  of  the  terminal  phalanx  and  an  upward 
sweep  of  the  distal  phalanx  that  causes  a prom- 
inence at  the  dorsal  tip  of  the  phalanx,  cause 
doming  of  the  distal  portion  of  the  nail.  This 
causes  abnormal  tissue  pressure  in  the  paro- 
nychial  region.  Adequate  treatment  should  not 
only  take  care  of  the  immediate  condition  but 
also  prevent  a recurrence.  An  operative  pro- 
cedure is  described  that  exposes  and  resects  the 
exostosis  or  upsweep,  eliminating  the  cause  and 
leaving  a tolerable  cosmetic  result. 


Scharfman,  E.,  Posner,  N.  A.,  and  Schock- 
lander,  J.:  Dilatation  and  curettage  in  out- 

patient department.  New  York  State  J.  Med. 
66:  1218  (May  15)  1966. 

Much  time  is  lost  or  misused  in  performing 
diagnostic  dilatations  and  curettages  on  an 
inpatient  basis.  Since  it  is  a diagnostic  pro- 
cedure, there  is  usually  a long  waiting  period, 
delay,  cancellations,  and  postponements  in  favor 
of  major  procedures.  To  cope  with  the  time 
problem,  diagnostic  dilatation  and  curettage  was 
considered  an  outpatient  procedure  to  be  carried 
out  on  an  ambulatory  basis.  This  procedure  is 
medically  safe,  eliminates  delays,  and  shortens 
the  waiting  period.  It  is  less  frightening  to  the 
patient  and  cuts  the  cost  to  the  patient  mark- 
edly. Very  few  problems  are  encountered. 
These  are  discussed. 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  who 
-either  from  lack  of  motivation,  or  as  a result 
of  surgery,  trauma  or  extended  illness- are  on 
their  way  to  malignant  inactivity... 


The  Mediatric  Age: 

Some  may  be  not  quite  sick,  nor  yet  quite 
well.  They  may  complain  of  too  easy  fatigue, 
of  vague  aches  and  pains. 

Many  need  your  assurance  that  they  are 
not  asold  as  they  feel... 


The  Mediatric  Age: 

Frequently,  they  become  “the  waste-aways.” 
They  have  simply  lost  interest  in 
the  maintenance  of  their  own  well-being- 
often  through  the  feeling 
that  they  are  no  longer  needed. 


m 


The  Mediatric  Age: 

Unfortunately,  there  is  no  cure.  But  there  are, 
largely  through  your  own  interest  and  direction, 
ways  to  help  them  back  to  a more  active  and 
useful  life.  There  are  medicines,  too,  designed  to 
help.  One  such  has  proved  useful  in  clinical  practice: 


I 


“Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 


“Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 


“A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  100  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


McNeill,  A.  J.:  Clin.  Med.  <5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  "mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

*Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 


Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 


Contains  15%  alcohol 

MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 


*Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


*Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 

contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252— MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 
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Abstracts  in  Interlingua 


Barnard,  J.  H.:  Sever  occulte  reactiones 

tardive  ab  morsuras  de  insecto  (anglese).  New 
York  State  J.  Med.  66:  1206  (15  de  maio) 

1966. 

Tardive  reactiones  allergic  a morsuras  de 
insecto  pote  esser  grave  e mesmo  mortal. 
Infarcimento  cardiac  pote  occurrer  in  le  curso 
de  un  responsa  sever.  Anaphylaxia  es  fre- 
quentemente  accompaniate  de  collapso  vascular. 
Le  responsas  allergic  include  marcate  grados  de 
edema  tissular,  reactiones  hemorrhagic,  varie 
grados  de  damno  in  le  systema  nervose,  e 
collapso  vascular  associate  con  su  symptomas. 
Le  rolo  que  factores  chimic  in  le  veneno  de 
insectos  ha  como  agentes  causative  in  le  reac- 
tiones a morsuras  de  insecto  es  currentemente 
sub  studio.  Le  clinico  debe  preparar  se  non 
solmente  pro  immediate  situationes  de  urgentia 
sed  etiam  pro  le  possibile  occurrentia  de  reac- 
tiones tardive  a non  importa  qual  tempore  usque 
a approximativemente  septe  dies  post  le  tempore 
de  un  o plure  morsuras.  Cinque  passos  in  le 
tractamento  es  describite. 


Stoll,  H.  L.,  Jr.:  Carcinoma  cutanee;  base 

biologic  pro  le  selection  del  therapia  {anglese), 
New  York  State  J.  Med.  66:  1211  (15  de 

maio)  1966. 

Electrochirurgia,  chirurgia  excisional,  e radio- 
therapia  es  modalitates  standard  pro  le  tracta- 
mento de  epithelioma,  e chimochirurgia  es  un 
currentemente  acceptate  methodo  pro  certe 
casos.  Viste  que  omne  iste  neoplasmas  cresce 
in  un  continue  structura  cellular  e frequente- 
mente  in  extension  peripheric,  le  tractamento  es 
successose  si  le  extension  e le  profundor  del 
tumor  es  estimate  correctemente  e si  le  totalitate 
del  tumor  es  removite.  Le  tractamento  seligite 
depende  del  habilitate  del  therapeuta  e de  su 
familiaritate  con  le  methodo  usate.  Tamen,  in 
certe  situationes,  un  del  mentionate  methodos  es 
superior  al  alteres.  Le  tractamento  pro  car- 
cinoma de  cellulas  squamose  e pro  carcinoma 
de  cellulas  basal  debe  non  solmente  eradicar  le 


epithelioma  sed  etiam  producer  un  minimo  de 
invaliditate  e de  dysfunction  in  le  patiente. 

Kopell,  H.  P.,  Winokur,  J.,  e Thompson, 

W.  A.  L.:  Incarnation  de  ungulas  de  pede:  un 

nove  conception  {anglese),  New  York  State 
J.  Med.  66:  1215  (15  de  maio)  1966. 

Le  incarnation  de  ungulas  del  pede  resulta 
de  un  subjacente  anormalitate  ossee  del  phalange 
distal.  Duo  pertinente  configurationes  ossee — 
exostose  dorsal  del  puncta  del  phalange  terminal 
e un  curvatura  in  alto  in  le  phalange  distal 
causante  un  prominentia  al  puncta  dorsal  del 
phalange — produce  le  voltation  del  portion 
distal  del  ungula.  Isto  resulta  in  anormal 
pressiones  tissular  in  le  region  paronychial.  Un 
adequate  tractamento  deberea  non  solmente 
occupar  se  del  condition  immediate  sed  etiam 
del  prevention  de  un  recurrentia.  Es  describite 
un  methodo  chirurgic  que  visa  al  exposition  e 
resection  del  exostose  o del  curvatura  in  alto, 
eliminante  le  causa  e producente  un  resultato 
cosmeticamente  acceptabile. 

Scharfman,  E.,  Posner,  N.  A.,  e Schock- 
lander,  J.:  Dilatation  e curettage  in  un 

departimento  policlinic  {anglese).  New  York 
State  J.  Med.  66:  1218  (15  de  maio)  1966. 

Multe  tempore  es  perdite  o malusate  per  le 
effectuation  de  dilatation  e curettage  diagnostic 
con  le  patiente  hospitalisate  pro  ille  objectivo. 
Viste  que  le  procedimento  es  diagnostic,  il 
occurre  usualmente  un  longe  periodo  de  atten- 
dita,  retard  os,  cancellationes,  e postponimentos 
in  favor  de  interventiones  plus  urgente.  Pro 
solver  iste  problema  de  tempore,  dilatation  e 
curettage  diagnostic  esseva  reguardate  como 
un  procedimento  de  policlinica  que  pote  esser 
effectuate  con  le  patiente  in  stato  ambulatori. 
Le  methodo  es  medicalmente  salve,  illo  elimina 
retardos,  e illo  reduce  le  periodo  de  attendita. 
Illo  es  minus  formidabile  in  le  conception  del 
patiente  e reduce  le  costos  pro  le  patiente  de 
maniera  marcate.  Le  problemas  incontrate  non 
es  numerose.  Illos  que  existe  es  commentate. 
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among  the  most  significant  drugs  in  use  today 

CHLOROMYCETIN 

(CHLORAMPHENICOL) 


PARKE-DAVIS 


Complete  information  for  usage  available  to  physicians  upon  request. 
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in  senile  agitation... 

Her  only  comfort  in  life  is  her  dog... 
Crowds  distress  her... She  grows  agitated 
when  her  pension  check  is  late. 

This  anxious  patient  and  others  can 
feel  more  comfortable  on  Vistaril... 
because  Vistaril  calms  smoothly,  makes  them 
feel  better  without  the  euphoria  or  psychic 
overgratification  that  fosters  habituation. 


What  is  Vistaril?  Vistaril  is  hy- 
droxyzine, a tranquilizer  entity, 
totally  different  from  the  diaze- 
pines,  meprobamates  and  the  phe- 
nothiazines.  While  equal  to  the 
diazepines  and  meprobamates  in 
effectiveness,  Vistaril  has  been 
remarkably  free  of  the  unwanted 
psychic  and  somatic  reactions 
associated  with  other  tranquilizing 
agents  because  its  primary  effect  is 
exerted  at  the  seat  of  anxiety. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  pheno- 
thiazines.  Unwanted  effects,  such 
as  hepatotoxicity,  blood  dyscra- 
sias,  skin  pigmentation,  and  opac- 
ities of 'lens  and  cornea,  are  not 
characteristic  of  Vistaril  activity. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  minor 
tranquilizers.  Withdrawal  symp- 
toms, possible  psychotropic  drug 
incompatibilities,  blood  dyscrasias 
and  hepatotoxicity,  seen  with 
some  minor  tranquilizers,  are  not 
characteristic  of  Vistaril. 

( Pfizer)  Since  1849 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated, 

“Visfarl 

(HYDROXYZINE) 


Its  site  > 
of  action  is 
the  seat  of  anxiety 


Science  for  the  world's  well-beings 


Turn  page  for  brief  summary. . . 


The  record  of  hydroxyzine  experience: 


Eight  years  of  clinical  effectiveness, 
over  1,000,000,000  doses  prescribed, 
more  than  500  published  papers 
covering  nearly  15,000  patients... 


Contraindications : Hypersensitivity  to  hydrox- 
yzine. The  parenteral  solution,  for  intramus- 
cular or  intravenous  use,  must  not  be  injected 
subcutaneously  or  intra-arterially. 

Precautions:  Hydroxyzine  may  potentiate  the 
action  of  central  nervous  system  depressants. 
I n conjunctive  use,  dosage  for  these  drugs  should 
be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving 
a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have 
rarely  been  reported  when  proper  technique 
has  been  used.  On  reported  intravenous  injec- 
tion a few  instances  of  digital  gangrene  have 
occurred  distal  to  the  injection  site,  considered 
to  be  due  to  inadvertent  intra-arterial  injection 
or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  to  insure 
injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intra- 
venous administration  should  be  accomplished 
slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if 
so,  it  is  usually  transitory  and  may  disappear 


in  a few  days  of  continued  therapy  or  upon 
dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Cap- 
sules: 25  mg.,  50  mg.,  100  mg.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  25  mg.  per 
5 cc.  Vistaril  (hydroxyzine  HC1)  Parenteral 
Solution:  25  mg./cc. — 10-cc.  vials,  and  50  mg. 
/cc. — 2-cc.  and  10-cc.  vials. 

More  detailed  professional  information  available 
on  request. 


The  Vistaril 
site  of  action 
is  the  seat  of 


No  other  tranquilizer  is  as  precise, 
as  uncomplicated,  as 


(HYDROXYZINE) 


Science  tor  the  world's  well-being® 

Pfizer) 

Since  1849 


PFIZER  LABORATORIES 

DIVISION,  CHAS.  PFIZER  & CO.,  INC.  NEWYORK,  N.Y.  10017 
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Medical  News 


Health  planning  group  receives  grant 

Rochester  Regional  Hospital  Council,  Inc. 
has  been  awarded  a grant  of  $78,168  for  the 
purpose  of  continuing  their  health  facility  plan- 
ning activities  in  an  11-county  area  including 
the  city  of  Rochester.  This  grant  was  one  of  six 
such  grants  totaling  $268,595  which  were 
awarded  by  the  U.S.  Public  Health  Service  to 
support  area-wide  planning  of  hospital  and  re- 
lated health  facilities. 

The  grants,  made  under  the  provisions  of  the 
hospital  and  medical  facilities  (Hill-Burton) 
legislation,  were  awarded  to  state  Hill-Burton 
agencies  applying  in  behalf  of  nonprofit  groups 
designated  to  carry  out  health  facility  planning 
projects  for  specific  areas.  Other  recipients  are 
Hill-Burton  agencies  in  the  District  of  Colum- 
bia, Kansas,  Michigan,  Rhode  Island,  and 
Tennessee. 

With  these  awards,  a total  of  $2,487,237  in 
Federal  grants  has  been  awarded  for  area-wide 
health  facility  planning  in  22  states  and  the 
District  of  Columbia  under  the  1964  amend- 
ments to  the  Hill-Burton  legislation.  This 
program  provides  for  matching  grants  to  state 
Hill-Burton  agencies  to  cover  up  to  50  per  cent 
of  the  costs  of  projects  for  developing,  supervis- 
ing, and  assisting  in  carrying  out  comprehensive 
regional,  metropolitan  area,  or  other  local  area 
plans  for  the  coordination  of  health  facilities 
and  services. 

Under  an  earlier  program,  the  Public  Health 
Service  had  awarded  $3,172,194  for  38  demon- 
stration grants  in  area-wide  planning.  These 
grants  were  made  directly  to  planning  councils, 
hospital  associations,  and  similar  organizations 
to  demonstrate  the  effectiveness  of  planning  for 
hospitals  and  health  facilities  on  an  area-wide 
basis. 

Physicians'  magazine  appoints 
Dr.  Rusk  to  editorial  post 

Howard  A.  Rusk,  M.D.,  of  New  York  City, 
a rehabilitation  specialist  and  author,  has  been 
named  as  consulting  editor  of  Medical  World 
News,  a weekly  news  magazine  for  physicians. 

Dr.  Rusk,  who  is  professor  and  chairman  of 
the  Institute  of  Physical  Medicine  and  Re- 
habilitation of  the  New  York  University  School 
of  Medicine,  has  been  a member  of  the  news 
magazine’s  advisory  board  since  its  inception. 
He  is  also  a contributing  editor  of  The  New 
York  Times  and  is  a member  of  the  associate 
editorial  board  of  the  New  York  State 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Journal  of  Medicine.  In  his  new  position, 
Dr.  Rusk  will  contribute  a regular  feature 
column  of  news  and  analysis. 

Health  Department  reports 
on  measles  vaccine 

More  than  200,000  doses  of  measles  vaccine 
have  been  distributed  to  physicians  and  health 
clinics  throughout  the  State  since  its  measles 
immunization  program  began  last  September. 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner, hailed  the  achievement  as  “an  im- 
portant milepost  in  the  fight  against  a disease 
that  is  much  more  serious  than  many  people 
realize.”  He  warned  that  while  most  measles 
victims  recover  without  lasting  aftereffects, 
some  suffer  permanent  brain  damage  and  others 
die. 

Measles  vaccine,  purchased  with  State  funds, 
is  made  available  without  charge  to  clinics  and 
physicians  who  request  it.  Although  emphasis 
has  been  placed  on  reaching  children  between  the 
ages  of  one  and  two,  the  age  group  with  the 
greatest  risk  of  serious  illness,  the  vaccine  is 
available  for  all  preschool  children. 

Measles  vaccine  distribution  to  date  has  been 
as  follows:  New  York  City,  100,000  doses; 

Albany  region,  20,994;  Buffalo  region,  11,301; 
Rochester  region,  11,616;  Syracuse  region, 
21,201;  and  White  Plains  region,  43,298.  Most 
of  the  vaccine  distributed  has  been  of  the 
Schwarz  type.  Measles  is  the  latest  of  six  pre- 
ventable diseases  for  which  the  New  York  State 
Department  of  Health  recommends  immuniza- 
tion. The  others  are  poliomyelitis,  smallpox, 
diphtheria,  whooping  cough,  and  tetanus. 

In  keeping  with  the  Department’s  “home 
rule”  policy,  local  health  jurisdictions  determine 
the  immunization  program  they  feel  best  suited 
to  their  needs.  Details  of  area  programs  may  be 
obtained  from  local  health  commissioners  or 
health  officers. 

Clinical  Center  to  study 
Wiskott-Aldrich  syndrome 

The  cooperation  of  physicians  is  requested  in  a 
study  of  patients  with  Wiskott-Aldrich  syn- 
drome being  conducted  by  the  metabolism 
branch  of  the  National  Cancer  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Wiskott-Aldrich  syndrome  is  an  affliction  of 
infants  and  young  children  characterized  by 
chronic  eczema,  thrombocytopenia,  hemorrhagic 

continued,  on  page  1164 
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diathesis,  and  susceptibility  to  infections. 
Patients  with  this  syndrome  will  be  admitted  for 
study  of  their  immune  status  in  general  and 
their  immunoglobulin  metabolism  in  particular. 
Full  reports  of  studies  will  be  made  available 
to  the  referring  physician. 

It  would  be  appreciated  if  one  milliliter  of 
serum  could  be  sent  for  quantitative  determina- 
tion of  immunoglobulin  levels  on  those  patients 
with  this  syndrome  who  are  unable  to  come  to 
the  National  Institutes  of  Health. 

Interested  physicians  may  write  or  phone: 
Thomas  A.  Waldmann,  M.D.,  Clinical  Center, 
Room  4-N-110,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  656-4000,  extension  66480,  area  code 
301. 


State  alters  two  laws  in  Sanitary  Code 

Hollis  S.  Ingraham,  M.D.,  State  Health 
Commissioner,  has  announced  Sanitary  Code 
revisions  dealing  with  polio  vaccine  and  the 
transportation  of  dead  bodies  by  air.  Part  17 
of  the  Code,  which  deals  with  controls  on  the 
possession  and  sale  of  poliomyelitis  vaccine,  is 
repealed  as  no  longer  necessary.  Part  17  was 
enacted  in  1955  when  the  supply  of  polio  vac- 
cine was  limited  and  it  was  feared  that  a black 
market  situation  might  develop.  “Since  there 
is  now  no  shortage  of  polio  vaccine,  the  controls 
have  been  eliminated,”  Dr.  Ingraham  said. 

The  other  change  is  an  amendment  of  Section 
13.1  of  Part  13  of  the  Code.  When  coffins 
containing  dead  bodies  are  shipped  by  air  they 
may  now  be  covered  with  a specially  designed 
outer  container  of  canvas.  The  outer  covering 
formerly  had  to  be  of  wood.  Dr.  Ingraham  said 
the  lighter  weight  material  should  save  the  fam- 
ily of  the  deceased  money  in  transportation 
costs,  be  easier  for  airlines  to  handle,  and  be 
faster  and  more  convenient  for  funeral  directors. 


Personalities 

Appointed.  Joseph  M.  Pisani,  M.D.,  Wash- 
ington, D.C.,  formerly  deputy  medical  director 
of  the  U.S.  Food  and  Drug  Administration  and 
prior  to  that  medical  director  of  the  Union  Fam- 
ily Medical  Fund  of  New  York  City,  as  medical 
director  of  The  Proprietary  Association  and 
president  of  its  research  affiliate,  The  Therapeu- 
tic Research  Foundation  . . . Reappointed  as 
members  of  committees  of  the  American  Medical 
Association:  Gotthard  Booth,  M.D.,  New 

York  City,  to  the  Committee  on  Medicine  and 
Religion;  Matthew  Brody,  M.D.,  Brooklyn, 
to  the  Physicians  Advisory  Committee  on 
Television,  Radio,  and  Motion  Pictures;  Cyril 
H.  March,  M.D.,  New  York  City,  to  the  Com- 
mittee on  Cutaneous  Health  and  Cosmetics; 
and  Parker  Vanamee,  M.D.,  New  York  City,  to 
the  Council  on  Foods  and  Nutrition. 

continued  on  page  1168 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction:  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
tm  Wallace  Laboratories  / Cranbury,  l V.  1. 
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The  Hennessy  Bras  Arme  trademarK 
assures  the  finest  quality 


Also  available  in  handy  half-pints 

80  Proof  • Schieffelin  4 Co..  N.  Y. 


PAIN 

STOPS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 

Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 
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ORIMUNE  TBMLENT 

POLIOVIRUS  VACCINE,  LIVE,  ORAL  TVraSL2j^3 


Fast,  simple  administration  — and  economy 
for  the  patient— make  the  new  0.5  cc  single- 
dose vial  of  ORIMUNE  Trivalent  ideal  for 
private  practice.  (Packaged  5 to  a box  with 
5 sterilized  disposable  droppers  for  your 
convenience.) 

(Also  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — may  be  expected  to  confer 
active  immunity  against  all  three  types  of 
poliovirus  infection  in  at  least  ninety  percent 
of  susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain 


contraindications.  These  are,  broadly:  acute 
illness,  conditions  which  may  adversely  affect 
immune  response,  and  advanced  debilitated 
states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there 
is  persistent  diarrhea  or  vomiting.  ORIMUNE 
and  live  virus  measles  vaccine  should  be 
given  separately. 

Dosage— initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a 
third  dose  to  infants  at  10-12  months.) 
Booster  immunization:  one  dose,  given  orally. 
See  package  literature  for  full  directions. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

660-6—3761 
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continued  from  page  1164 

Awarded.  Richard  J.  Mahler,  M.D.,  instruc- 
tor, Department  of  Medicine,  New  York  Medi- 
cal College,  New  York  City,  a giant  from  the 
American  Diabetes  Association  for  advanced 
research  in  diabetes.  Dr.  Mahler  has  been 
studying  the  effects  of  various  body  fluids  on 
the  activity  of  insulin  and  hopes  to  develop  a 
method  of  using  synalbumin  for  detecting  dia- 
betes at  an  earlier  stage  than  is  now  possible. 

Speakers.  On  human  blood  group  systems  at 
the  Annual  Teaching  Day  of  the  division  of 
hematology  of  Maimonides  Hospital  of  Brook- 
lyn: Fred  H.  Allen,  M.D.,  director  of  labora- 

tories, The  New  York  Blood  Center;  Aaron  A. 
Alter,  M.D.,  associate  director  of  hematology, 
director  of  the  blood  bank  at  Maimonides  Hos- 
pital of  Brooklyn;  Philip  Levine,  M.D.,  direc- 
tor emeritus  of  division  of  immunohematology, 
Ortho  Research  Foundation;  and  Richard  E. 
Rosenfield,  M.D.,  attending  hematologist,  direc- 
tor of  the  blood  bank  at  The  Mount  Sinai  Hos- 
pital ...  At  the  third  American  Medical 
Association  Congress  on  Environmental  Health 
Problems  held  April  4 and  5 in  Chicago:  Gran- 
ville W.  Lai'imore,  M.D.,  deputy  commissioner, 
New  York  State  Department  of  Health,  Al- 
bany; Robert  Kennedy,  M.D.,  director,  field 
program,  American  College  of  Surgeons,  New 
York  City;  Norvin  C.  Kiefer,  M.D.,  chairman, 
medical  advisory  committee,  National  Safety 
Council,  New  York  City;  James  H.  Sterner, 
M.D.,  medical  director,  Eastman  Kodak  Com- 
pany, Rochester;  and  George  Wheatly,  M.D., 
medical  director,  Metropolitan  Life  Insurance 
Company,  New  York  City. 


Adrenal  cortical  steroids 
and  intraocular  pressure 

Recent  large-scale  studies  clearly  demonstrate 
that  long-term  administration  of  adrenal  corti- 
cal steroids,  both  topical  and  systemic,  can  pro- 
duce significant  elevations  in  IOP  (intraocular 
pressure).  With  this  adverse  effect  of  steroids 
now  definitely  established,  it  is  recommended 
that  when  these  drugs  are  used  for  long  periods, 
frequent  IOP  measurements  be  taken.  The 
Food  and  Drug  Administration  has  formally 
warned  the  nation’s  physicians  about  this  effect 
in  certain  individuals  and  urges  that  this  pre- 
caution be  taken.  At  the  present,  the  mechan- 
ics of  this  effect  of  steroids  are  still  in  the  specu- 
lative stage.  Howard  N.  Bernstein,  M.D., 
writing  in  a recent  issue  of  the  Eye,  Ear,  Nose 
and  Throat  Monthly,  notes  that  the  glucocorti- 
costeroids  appear  to  exert  their  chief  effect  on 
the  outflow  mechanisms,  suggesting  the  gradual 
development  of  a mechanical  obstruction  in  the 
trabecular  meshwork. 


TandeariP 

brand  of 

oxyphenbutazone 


In  Rheumatoid  Arthritis 

Therapeutic  Effects:  Tandearil,  brand  of  oxy- 
phenbutazone, is  a nonhormonal  compound 
which  rapidly  resolves  or  modifies  inflamma- 
tion. In  rheumatoid  arthritis,  it  may  improve 
grip  strength  and  relieve  stiffness,  pain,  tender- 
ness and  swelling.  Its  effects  are  usually  seen 
within  3 to  4 days  and  a trial  period  of  1 week  is 
recommended.  Usually  well  tolerated,  the  drug 
does  not  affect  pituitary-adrenal  function  nor 
impair  immune  response. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  peptic 
ulcer;  renal,  hepatic  or  cardiac  disease;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The 
drug  should  not  be  given  when  the  patient  is 
senile,  or  when  other  potent  drugs  are  given 
concurrently. 

Precautions:  Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Make  regular  blood 
counts.  Use  greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic  ac- 
tion of  sulfonylurea,  sulfonamide-type  agents 
and  insulin.  Carefully  observe  patients  receiv- 
ing such  therapy. 

Adverse  Reactions:  The  most  common  are  nau- 
sea. edema  and  drug  rash.  The  drug  may  re- 
activate a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement,  vertigo 
and  languor  may  occur.  Leukemia  and  leuke- 
moid  reactions  have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug.  Thrombo- 
cytopenic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have  hepa- 
titis, jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible  thy- 
roid hyperplasia  may  occur  infrequently.  Mod- 
erate lowering  in  red  cell  count  due  to  hemo- 
dilutionimay  occur. 

Dosage  in  Rheumatoid  Arthritis:  The  initial 
daily  dosage  in  adults  is  300-600  mg.  in  divided 
doses.  In  most  instances,  400  mg.  daily  is 
sufficient.  When  improvement  occurs,  dosage 
should  be  decreased  to  the  minimum  effective 
level:  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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MSSNY  PUBLICATIONS  FOR  MEMBERS.. 


These  informational  pamphlets  are  some  of  the  benefits  you  receive 
with  your  State  Society  membership. 


• CONSTITUTION  AND  BYLAWS 

Here  are  the  governing  principles  and  rules  that  guide 
your  Medical  Society. 

• PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

What  are  the  duties  of  a physician  to  the  profession, 
to  the  patient,  and  to  the  public? 

• STANDARDS  OF  PRACTICE  FOR  DOCTORS 
AND  LAWYERS 

A medical  legal  guide  which  includes  five  “Do  Nots” 
for  doctors  and  five  “Do  Nots”  for  lawyers. 

• GUIDE  FOR  COOPERATION  FOR  DOCTORS, 
HOSPITALS  AND  REPORTERS 

Who  talks  to  the  news  media?  To  appear  or  not  to  appear 
on  radio  or  T.V.  ? What  information  shall  the  hospital- 
release?  Answers  these  and  other  questions. 

• GUIDING  PRINCIPLES  FOR  PARTICIPATION 
IN  TELECASTS  AND  BROADCASTS 

The  Do’s  and  Don’ts  of  appearing  on  a “show”. 

• CODE  OF  UNDERSTANDING  FOR  PHARMACISTS 
AND  DOCTORS  OF  MEDICINE 

Provides  guidelines  for  physicians  and  pharmacists  in 
their  interrelated  practices;  the  responsibilities  of  each 
in  best  serving  the  individual  patient  and  the  community. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Ave.,  New  York,  N.Y.  10017 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  1 001 6 
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HEART  FUND 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


IRRIGOL 

Use  as  a soothing,  cleans- 
ing irrigation  for  post- 
partum or  post  cautery 
treatment. 

Write  for  sample 

THE  ALKALOL  COMPANY 

TAUNTON,  30,  MASSACHUSETTS 
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Month  in  Washington 


The  Johnson  administration  wants  to  pro- 
hibit manufacturers  from  mailing  physicians 
free  prescription  drug  samples  except  when 
specifically  requested.  The  administration  also 
has  proposed  that  door-to-door  distribution  of 
samples  of  over-the-counter  drugs  should  be 
banned. 

The  proposals  are  included  in  new  drug  legisla- 
tion that  would  expand  the  authority  and  re- 
sponsibilities of  the  Food  and  Drug  Admin- 
istration in  policing  drugs.  The  legislation 
would  have  Congress  find  that: 

(1)  The  mass  of  unsolicited  samples  of  pre- 
scription drugs  supplied  to  licensed  practition- 
ers by  manufacturers  and  distributors  through 
the  mails  and  otherwise  has  led  to  large-scale 
discarding  and  other  disposal  of  unwanted 
samples  which  are  finding  then-  way  into  the 
hands  of  persons  who  scavenge  and  repack  such 
drugs  and  sell  them  to  pharmacists  for  dispens- 
ing on  prescription  in  the  same  manner  as  regu- 
lar stock  of  drugs;  (2)  children  have  obtained 
carelessly  discarded  samples;  (3)  the  dispens- 
ing or  sale  of  a prescription  drug  sample  to  a 
patient  for  a fee  without  identification  of  the 
drug  as  a sample  is  a deceptive  practice;  and 
(4)  the  unsolicited  distribution  of  nonprescrip- 
tion sample  drugs  directly  to  householders 
lacks  minimum  safeguards  which  would  be  in- 
volved in  the  sale  of  the  drug  in  a pharmacy  or 
other  place  of  business. 

Labels  on  sample  - drugs,  would  have  to  read: 
“Sample  drug.  Federal  law  prohibits  any 
charge  or  fee  for  this  drug.” 

Under  the  legislation,  the  F.D.A.  would  be 
authorized  to  require  records  and  reports  of 
adverse  reactions  and  efficacy  on  all  drugs  now 
being  marketed.  James  L.  Goddard,  M.D., 
F.D.A.  commissioner,  already  had  ordered  a 
review  of  drugs  cleared  before  1962.  Another 
provision  of  the  legislation  would  “require 
certification  of  all  drugs  whose  potency  and 
purity  can  mean  life  or  death  to  a patient,” 
thus  extending  the  law  which  now  applies  to 
insulin  and  antibiotics. 

The  Pharmaceutical  Manufacturers  Associa- 
tion expressed  doubt  that  the  F.D.A.  could 
carry  out  such  an  additional  responsibility. 
P.M.A.  president  C.  Joseph  Stetler  said  it 
seems  “unwise  to  propose  new  areas  of  responsi- 
bility for  an  agency  which  has  not  yet  proven 
its  ability  to  administer  [its  present  programs].” 
Stetler  added: 

The  industry  has  said  before  that  no  amount 
of  labeling  can  protect  an  individual  who  re- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


fuses  to  protect  himself  by  ignoring  his  doctor’s 
orders  or  the  directions  on  the  label  of  his 
medicine.  Even  when  manufacturer  and 
patient  do  everything  right,  an  adverse 
reaction  still  is  possible  and  medical  science 
probably  never  will  find  a way  to  make  it 
othei'wise.  There  is  no  such  thing  as  miracle 
legislation  which  automatically  produces  a 
diug  utopia. 

In  a speech  highly  critical  of  the  ethical  di’ug 
industry  at  the  annual  meeting  of  the  P.M.A., 
Goddard  talked  of  irresponsibility.  He  said 
“too  many  drag  manufacturers  may  well  have 
obscured  the  pi'ime  mission  of  their  industry: 
to  help  people  get  well.”  He  said  he  had  been 
shocked  by  the  quality  of  some  of  the  data  on 
new  drugs  submitted  to  the  F.D.A.  There  also 
“is  the  problem  of  dishonesty  in  the  investiga- 
tional drug  stage,”  he  said.  Goddard  further 
charged  that  some  dmg  advertisements  “have 
trumpeted  results  of  favox-able  research  and 
have  not  mentioned  unfavorable  research;  they 
have  puffed  up  what  was  insignificant  clinical 
evidence;  they  have  substituted  emotional 
appeals  for  scientific  ones.” 

Stetler  said  after  the  speech  that  he  and  his 
colleagues  feai'ed  the  talk  “might,  unfortu- 
nately, be  interpreted  as  an  indictment  of  the 
entire  drug  industry,  because  of  its  overempha- 
sis on  isolated  instances,  without  acknowledging 
the  integrity  and  responsibility  which  our  in- 
dusti-y  has  consistently  demonsti-ated.”  “It  is 
an  unassailable  fact,”  Stetler  said,  “that  the 
scientific  attainments  and  standards  of  perform- 
ance of  the  American  prescription  drug  industry 
have  provided  an  immeasui’able  benefit  to  the 
improvement  of  health  and  the  prolongation  of 
life.” 

* * * 

Officials  estimate  that  the  hospitalization  part 
of  Medicare  will  cost  about  $2.3  billion  in  the 
first  year  of  the  program  which  starts  July  1. 
Benefit  payments  under  Plan  B,  the  medical 
part  of  Medicare,  are  estimated  at  $765  million 
for  the  first  year.  Premium  collections,  $3.00 
per  person  per  month,  are  estimated  at  $550 
million,  which  will  be  matched  by  the  Federal 
government. 

Persons  sixty-five  years  or  older  have  until 
May  31  to  sign  up  for  Plan  B.  The  original 
deadline  for  signing  up  was  March  31.  On 
that  date,  1.3  million  of  the  19.1  million  persons 
sixty-five  or  older  had  not  indicated  whether 
they  wanted  Plan  B covei'age.  About  16.8 
million,  or  88  per  cent,  had  signed  up,  and  1 mil- 
lion, or  about  5 per  cent,  had  said  they  did  not 
want  the  covei'age.  President  Johnson  signed 

continued  on  page  1176 
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eczema:  scourge  of  childhood 


R.  R.,  Age  11  — 

Before  treatment- atopic 
eczema  of  long  standing 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  childhood  eczema: 
allergic,  atopic,  nummular,  psoriatic,  and 
mycotic. 

In  most  cases  responsive  to  the  topical  forms 
of  ARISTOCORT,  the  0.1%  concentration  is 
sufficiently  potent.  The  0.5%  concentration 
provides  enhanced  topical  activity  for  patients 
requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 

Aristocort  Topical 

Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of  . 


react  unfavorably  under  certain  conditions.  If  side 
effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Gm.  and  15  Gm.;  Vz  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


Cyanamid  Company,  Pearl  River,  New  York 
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Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation’s  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence  — 
the  key  figure— is  you, -doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  309e  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society’s 
concerted  educational  campaign  on  the 
hazards  of  cigarette  smoking  — plus 
government  regulations  — will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed. 
It  is  you  who  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 


AMERICAN  CANCER  SOCIETY 


Caution:  Cigarette  Smoking  May 
Be  Hazardous  to  Your  Health 


MINIMIZE  THIS  PROGRESSION... 


. . . from  chronic  asthma 
and  chronic  bronchitis 
to  obstructive  pulmonary 

ema 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H.t  et  at:  Dis.  Chest  45:75-85  (Jan.)  1964. 


Detroit,  Michigan  48211 
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the  deadline  extension  into  law  at  a ceremony 
at  a Federally-financed  apartment  project  for 
the  elderly  at  San  Antonio,  Texas. 

Representative  Durward  Hall,  M.D.,  (Re- 
publican, Missouri)  reported  that  a poll  of  his 
constituents  showed  them  overwhelmingly 
against  extending  Medicare  to  persons  of  all 
ages.  Of  13,760  persons  replying  to  a question- 
naire, 86.3  per  cent  said  “no”  to  the  question: 
“Do  you  favor  increasing  Social  Security  taxes 
to  finance  a compulsory  medical  program  for  the 
entire  population?”  “Yes”  answers  totaled 
11.2  per  cent,  and  2.5  per  cent  did  not  answer 
the  question. 

* * * 

The  Federal  government  received  segregation 
complaints  against  about  320  hospitals  after  a 
special  policing  agency  was  set  up  in  the  U.S. 
Department  of  Health,  Education,  and  Welfare. 
Philip  R.  Lee,  M.D.,  H.E.W.  assistant  secretary 
for  health  and  scientific  affairs,  said  that  about 
100  of  the  complaints  were  settled  by  negotia- 
tion with  the  hospitals.  “This  leaves  us  with 
pending  complaints  against  approximately  220 


Tracheostomy  in  children 


Results  of  tracheostomy  in  young  children 
may  be  dramatic  as  well  as  fatal.  In  this  re- 
port, written  in  a recent  issue  of  the  Marquette 
Medical  Review,  Marvin  Glicklich,  M.D.,  David 
S.  Trump,  M.D.,  and  Leonard  E.  Snyder,  M.D., 
set  out  to  emphasize  certain  technics  of  per- 
formance of  the  operation  and  care  of  the  tra- 
cheostomy which  may  prevent  the  complica- 
tions and  high  mortality  rate  in  children  under- 
going this  procedure.  A skillfully  performed 
tracheostomy  with  endoscopic  intubation  and  a 
controlled  airway  under  adequate  circumstances 
should  lead  to  few  complications.  The  survival 
of  the  child  depends  on  the  patency  of  the  arti- 
ficial metallic  airway,  care  of  which  must  not 
be  casual  but  constant,  and  exerted  by  trained 
and  supervised  nursing  personnel. 

The  children  in  this  study  ranged  in  age  from 
less  than  six  months  to  sixteen  years.  Indica- 
tions for  tracheostomy  were  in  2 major  groups: 
(1)  central  nervous  system  and  neuromuscular, 


facilities,  most  of  which  have  been  investigated 
and  found  to  be  out  of  compliance  and  therefore 
ineligible  for  new  Federal  funds,”  he  said. 

* * * 

President  Johnson  has  ordered  that  steps  be 
taken  to  give  rehabilitation  aid  to  more  of  the 
disabled  persons  on  public  welfare.  In  a letter 
to  H.E.W.  secretary  John  Gardner,  President 
Johnson  noted  that  the  Federal  budget  for  fiscal 
1967  would  provide  for  vocational  rehabilitation 
training  for  215,000  handicapped  persons,  a 25 
per  cent  increase  over  the  present  year.  Johnson 
added: 

As  we  plan  for  the  larger  program  I believe 
we  should  do  better  than  we  have  in  rehabili- 
tating persons  who  are  now  on  our  public  wel- 
fare rolls.  In  the  last  several  years,  although 
the  absolute  numbers  have  increased,  the  pro- 
portion of  welfare  recipients  receiving  training 
has  declined  from  15  per  cent  to  13  per  cent. 
I think  this  trend  should  be  reversed  .... 

I would  like  you  to  review  the  possibilities 
in  this  area  and  report  to  me  with  recommen- 
dations for  Federal  and  state  action  by  June  1. 


principally  head  injuries;  and  (2)  acute  infec- 
tious and  traumatic  airway  obstruction. 

The  complications  were  distributed  as  follows: 
aspiration  and  atelectasis,  1;  cardiac  arrest,  1; 
pneumothorax,  3;  obstruction  of  cannula,  3; 
cannula  out  (all  in  the  same  patient),  3;  sub  Q 
and  mediastinal  emphysema,  1;  difficulty  in 
decannula tion,  5;  and  cannula  too  large,  10. 
These  complications  occurred  in  a total  of  14  of 
the  28  children.  It  was  considered  that  3 of 
the  4 deaths  were  probably  preventable.  Also 
considered  noteworthy  is  the  fact  that  3 of  the 
4 deaths  occurred  in  the  acute  infectious  ob- 
struction group  usually  considered  to  have  a 
good  long-term  prognosis. 

Performed  too  late  and  in  haste,  tracheostomy 
may  result  in  complications  and  death  due  to 
poor  placement,  wrong  tube  size,  bleeding, 
cardiac  arrest,  or  injury  to  other  neck  struc- 
tures. Time  for  proper  medical-surgical  con- 
sultation and  operative  preparation  often  may 
be  gained  by  passage  of  an  endotracheal  tube 
or  bronchoscope,  making  possible  a deliberate 
procedure  under  optimal  operating  room  condi- 
tions. 
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CaU Forn i a WiNE+T.L.C. 


= HospiTAl  HospiTAliiy 


Dear  Doctor,  Nurse  and  Administrator: 

This  is  a sort  of  love  letter,  because  we  who  make  and  love  California 
wines  believe  that  they  should  be  served  with  meals  in  every  hospital 
and  nursing  home  in  the  world  (where  not  contraindicated,  of  course). 
Along  with  Tender  Loving  Care,  of  course. 

More  and  more  of  America's  hospitals  are  following  the  lead  of  European 
hospitals  and  finding  that  four  ounces  or  so  of  wine  with  a meal  can  assist 
therapy  in  many  ways: 

For  stimulating  lagging  appetite; 

For  reducing  stress; 

For  producing  relaxation  in  hypertension  and  cardiovascular 
disease; 

For  assisting  obesity  control; 

For  serving  as  a tranquilizer— especially  valuable  for 
convalescent  and  geriatric  patients; 

For  aiding  in  the  nutrition  of  diabetics; 

And  in  producing  a state  of  euphoria  — and  reducing  patient 
complaints— a phenomenon  which  is  particularly  welcome 
by  hospital  staffs. 

We  hope  that  you  will  write  us  for  the  following  booklets  (no  charge, 


The  first  is  for  your  patients'  sake,  the  second  for  your  own  this  summer. 
Happy  barbecuing!  With  California  wine. 


of  course): 


"USES  OF  WINE  IN  MEDICAL  PRACTICE" 

"HOW  TO  BARBECUE  WITH  CALIFORNIA  WINES" 


Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in 
a small  proportion  of  patients  as  a result  of  a 
local  stimulating  action  of  Ilosone  on  the  alimen- 
tary tract.  Although  allergic  manifestations  are 
uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Occasionally,  therapeutic  failure  is  due 
to  the  patient’s  inability  to  mobilize  his 
defenses  sufficiently  to  overcome 
infection.  Typical  of  this  is  the 
debilitated  patient,  the  premature 
infant,  or  the  diabetic.  It  is  in  these 
patients  that  the  high  levels  of  anti- 
microbial activity  of  Ilosone  are 
especially  useful.  Ilosone  has  demon- 
strated antibacterial  levels  two  to  four 
times  those  of  erythromycin  base  or 
stearate.  Furthermore,  it  attains  them 
earlier  and  maintains  them  longer. 

Even  the  presence  of  food  does  not 
appear  to  affect  the  activity  of  Ilosone. 

Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed 
with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company,  jfi Vy 

Indianapolis,  Indiana.  501164  
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Editorials 


George  M.  Lewis,  M.D. 

The  Associate  Editorial  Board  of  the 
Journal  has  lost  a distinguished  and 
cherished  member  in  the  death  on  F ebruary 
27,  1966,  of  George  M.  Lewis,  M.D.  A 
board  member  since  1954,  Dr.  Lewis  ad- 
vised on  manuscripts  pertaining  to  derma- 
tology. As  head  of  the  Department  of 
Dermatology  at  The  New  York  Hospital- 
Cornell  Medical  Center,  founding  secretary 
of  the  American  Board  of  Dermatology, 
past-president  of  the  American  Derma- 
tological Association,  and  honorary  member 


National  health  inventory 

For  the  past  five  years  the  United  States 
Public  Health  Service  has  been  conducting 
physical  examinations  of  scientifically  de- 
signed samplings  of  the  various  age  groups 
of  our  general  population.  The  survey  will 
reach  Dutchess  County  in  this  State  this 
June  with  a third  cycle  study  of  children 
aged  twelve  to  seventeen. 

The  findings  of  the  total  survey  should 
prove  to  be  of  rqore  than  statistical  interest. 

The  program  is  described  in  detail  by  the 
U.S.  Department  of  Health,  Education, 
and  Welfare,  Division  of  Health  Examina- 
tion Statistics  as  follows: 

Congress  in  1956  authorized  the  U.S. 
Public  Health  Service  to  conduct  a 
National  Health  Survey  on  a continuing 
basis.  The  purpose  was  to  collect  in- 
formation on  the  health  of  the  Nation’s 
population. 

One  phase  of  the  National  Health 
Survey,  the  Health  Examination  Sur- 
vey, was  developed  to  collect  data  on 
scientifically  designed  samples  of  the 


of  similar  groups  abroad,  Dr.  Lewis  lent 
great  authority  to  the  editorial  decisions  of 
the  Journal.  Dr.  Lewis  was  the  author  of 
two  important  texts  in  dermatology  now  in 
their  third  and  fourth  editions. 

In  keeping  with  most  men  of  great  com- 
petence Dr.  Lewis  was  modest  and  almost 
shy  in  demeanor  but  a tower  of  strength  to 
his  friends  and  associates.  The  Journal 
will  miss  his  cheerful,  careful  guidance. 
The  Editorial  Board  is  poorer  by  the  loss  of 
one  good  man. 


noninstitutionalized  population.  This 
survey  uses  standard  measurements  and 
procedures  to  obtain  health  statistics 
which  are  representative  of  the  Nation. 

The  Health  Examination  Survey  con- 
sists of  a series  of  consecutive  programs, 
each  with  a specific  set  of  goals.  These 
programs  are  referred  to  as  “cycles”  and 
each  cycle  is  concerned  with  a probability 
sample  of  some  segment  of  the  U.S.  popu- 
lation and  within  certain  specific  aspects 
of  health. 

The  first  cycle  involved  examination  of 
6,672  adults,  ages  eighteen  through 
seventy-nine  years.  A principal  pur- 
pose of  this  cycle  was  to  obtain  data 
on  certain  chronic  diseases  in  the  adult 
population.  These  examinations  were 
completed  in  late  1962  and  the  data  are 
being  tabulated  and  analyzed.  More 
than  a dozen  reports  have  presented 
findings  of  the  survey  and  at  least  that 
many  additional  reports  are  in  prepara- 
tion. 

A second  cycle  of  examinations  was 
completed  in  December,  1965,  with  the 
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examination  of  7,129  children,  ages  six 
through  eleven  years.  Primary  attention 
here  was  focused  on  factors  and  conditions 
related  to  growth  and  development. 
Children  selected  for  the  study  were 
located  in  40  areas  of  the  country.  To- 
gether, they  made  up  a probability  sample 
of  the  Nation’s  children  at  these  ages. 
Data  from  this  study  are  being  tabu- 
lated, analyzed,  and  published. 

The  current  third  cycle  will  include  the 
examination  of  about  8,000  youths,  ages 
twelve  through  seventeen  years,  from 
January,  1966,  through  1969.  These 
young  persons  are  located  in  the  same 
40  areas  of  the  Nation  from  which  the 
sample  was  selected  for  the  second  cycle. 
Taken  together,  they  also  will  comprise  a 
probability  sample  of  the  Nation’s  youth 
at  these  ages.  In  this  age  group,  factors 
and  conditions  related  to  growth  and  de- 
velopment will  receive  primary  atten- 
tion. 

Y oung  persons  are  selected  for  the  study 
by  a scientifically  designed  sampling 
process  in  cooperation  with  the  U.S. 
Bureau  of  the  Census.  Parents  of  youths 
in  the  sample  are  visited  for  the  purpose 
of  describing  the  survey,  obtaining  their 
consent  for  the  examination,  and  getting 
demographic  information  on  the  family. 
The  parent  and  the  examinee  supply 
information  for  a medical  history. 
Transportation  of  the  youth  to  and 
from  the  mobile  examination  center, 
consisting  of  several  specially  equipped 
trailers,  is  provided  by  the  survey. 

The  examining  team  consists  of  a phy- 
sician, dentist,  nurse,  psychologists,  and 
technicians  and  uses  standard  measure- 
ments and  procedures  appropriate  for 
this  age  group.  The  staff  is  specially 
trained  to  carry  out  the  various  examina- 
tions and  tests  in  a uniform  manner. 

The  physician — a pediatrician  or  a 
senior  resident  in  pediatrics — in  his 
examination  stresses  the  stage  of  pubertal 
development;  the  presence,  distribution, 
and  severity  of  acne;  cardiac  abnormali- 
ties; neurologic  aberrations;  observable 
congenital  malformations;  and  results  of 
illnesses,  accidents,  or  injuries  which  may 
affect  growth  and  development. 

The  dental  examination  includes  a 
record  of  the  condition  of  the  deciduous 
and  permanent  teeth  along  with  other 
index  assessments  of  the  status  of  erup- 
tion of  permanent  teeth,  gingivitis  and 
periodontal  diseases,  and  oral  hygiene. 
Accidental  fracture  or  loss  of  permanent 
anterior  teeth  and  the  presence  of  fluoride 


and  nonfluoride  opacities  will  be  reported. 
Special  attention  is  given  to  the  assess- 
ment of  occlusion  because  of  its  perti- 
nence to  this  particular  age  group. 

Other  parts  of  the  examination  will  in- 
clude tests  of  visual  acuity  and  color 
vision;  an  audiometric  test;  an  electro- 
cardiogram and  a phonocardiogram;  an 
x-ray  of  the  chest  and  one  of  the  hand  and 
wrist;  tests  of  pulmonary  function,  exer- 
cise tolerance  and  strength  of  grip;  meas- 
urements of  weight,  height,  skinfold  thick- 
ness, and  various  other  anthropometric 
parameters;  and  a series  of  psychologic 
tests.  A blood  sample  will  be  collected  for 
determination  of  cholesterol,  uric  acid, 
protein-bound  iodine,  serologic  tests  for 
syphilis,  blood  typing,  hemoglobin,  and 
red  cell  volume.  On  females,  clean 
voided  urine  specimens  will  be  cultured 
for  detection  of  bacteriuria. 

Reports  of  medical  and  dental  findings 
will  be  sent  to  the  youth’s  own  physician 
and  dentist  if  the  parent  desires.  No 
part  of  the  results  of  the  examination  will 
be  disclosed  directly  to  the  youth  or 
his  parents.  No  diagnoses  are  made 
and  no  specific  treatment  is  recommended. 

Prior  to  conducting  examinations  in  an 
area,  a member  of  the  survey’s  medical 
staff  contacts  State,  county,  and  local 
authorities  and  representatives  of  State 
and  local  medical  osteopathic  societies 
to  describe  the  survey  and  explain  its 
operation.  The  State  Superintendent  of 
Education  also  is  informed  since  persons 
of  school  age  are  involved.  The  survey’s 
dental  advisor  contacts  State  dental 
officers  and  representatives  of  dental 
societies  to  inform  them  of  dental  aspects 
of  the  examination. 

A member  of  the  survey’s  manage- 
ment staff  then  visits  the  local  area  to 
make  necessary  arrangements  which  in- 
clude finding  a suitable  location  for  the 
mobile  examination  center.  He  also 
visits  local  school  authorities  to  enlist 
their  cooperation  in  obtaining  a part 
of  the  medical  history  and  in  scheduling 
youngsters  for  their  examination. 

The  Surgeon  General  of  the  Public 
Health  Service  has  established  strict 
policy  regarding  confidentiality.  The 
survey  adheres  to  these  rules  so  that  all 
information  collected  is  used  solely  for 
the  purposes  of  the  survey  with  no  iden- 
tification of  an  examinee  being  possible. 

We  urge  all  physicians  in  the  areas  to  be 
studied  to  give  full  cooperation  to  this 
important  stock-taking. 
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Cervical  glands;] 


Seminal  vesicles' 


Bartholin’s  gland; 


Periurethral  glands^ 


brand  of 


metronidazole 


Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract,  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfec- 
tion from  male  consorts,  Flagyl  has  re- 
peatedly produced  up  to  100  per  cent  cure  in 
large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women : one  250- 
mg.  oral  tablet  three  times  a day  for  ten  days.  A 


vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  the  inserts  are  used 
one  vaginal  insert  should  be  placed  high  in  the 
vaginal  vault  each  day  for  ten  days,  and  concur- 
rently two  oral  tablets  should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been  demon- 
strated, one  250-mg.  oral  tablet  twice  a day  for 
ten  days. 

Contraindications  — Pregnancy;  organic  disease  of 
the  central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precautions  and  Side  Effects  — Complete  blood  cell 
counts  should  be  made  before  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Infrequent  and  minor  side  effects  include:  nausea, 
unpleasant  taste,  furry  tongue,  headache,  darkened 
urine,  diarrhea,  dizziness,  dryness  of  mouth  or 
vagina,  skin  rash,  dysuria,  depression,  insomnia, 
edema.  Elimination  of  trichomonads  may  aggravate 
coexisting  moniliasis. 

Dosage  Forms 

Oral  — 250-mg.  tablets.  Vaginal  — 500-mg.  inserts. 
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at  Merck  Sharp  & Dohme . . . 


understanding... 


The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledge  thus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems  — understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  & Co. .Inc. .West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Medical  Care  Services 
in  Public  Health 

Moderator 

ROBERT  P.  WHALEN,  M.D.,  Albany,  New  York 
Consulting  in  Public  Health,  Albany  Medical 
Center,  A.  N.  Brady,  and  St.  Peter’s  Hospitals 


Hospital  Inspection  and 
Certification  Program 

JULIUS  A.  KATZIVE,  M.D 
Albany,  New  York 

Director,  Bureau  of  Hospital  Certification 
State  of  New  York  Department  of  Health 

On  February  1,  1966,  the  State  of  New 
York  Department  of  Health  became  re- 
sponsible for  the  supervision  and  inspection 
of  approximately  400  hospitals  in  the 
State.  These  include  voluntary,  State, 
county,  and  municipal  hospitals  and  sub- 
divisions thereof,  and  all  proprietary  hos- 
pitals except  those  located  in  New  York 
City.  The  following  facilities  will  also 
come  within  the  purview  of  the  State 
Department  of  Health: 

Public  health  centers.  There  are  121 
public  health  centers  distributed  through- 
out the  State. 

Diagnostic  centers.  Seventeen  are  as- 
sociated with  hospitals.  In  addition,  the 
Department  of  Social  Welfare  lists  9 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Preventive  Medicine  and  Public  Health,  February  15, 
1966. 


independent  diagnostic  and  treatment  cen- 
ters in  New  York  City  operated  by  labor 
unions. 

Rehabilitation  centers.  There  are  31 
rehabilitation  centers,  most  of  which  are 
affiliated  with  hospitals.  These  do  not 
include  vocational  rehabilitation  centers. 

Home  care  services.  There  are  25 
home  care  services  affiliated  with  hospitals. 

Unincorporated  maternity  hospitals,  now 
under  the  jurisdiction  of  the  Bureau  of 
Maternal  and  Child  Health. 

Lying-in  asylums.  We  have  been  in- 
formed by  the  Department  of  Social 
Welfare  that  there  are  no  lying-in  asylums 
which  are  now  under  the  supervision  of  a 
physician  and,  therefore,  do  not  come 
within  our  jurisdiction.  There  are  pri- 
marily resident  homes,  and  patients  are 
referred  to  hospitals  for  obstetric  services 
and  pre-  and  postnatal  care. 

Outpatient  departments.  In  addition 
to  those  that  are  part  of  hospitals,  there 
are  81  independent  outpatient  clinics 
and  dispensaries. 

And  finally,  organized  laboratories  or 
central  service  facilities  serving  two  or 
more  hospitals. 

To  assist  the  commissioner  of  health  in 
carrying  out  these  responsibilities,  a di- 
vision of  hospital  affairs  has  been  estab- 
lished, headed  by  an  assistant  commis- 
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sioner.  Three  central  office  bureaus  report 
to  him,  namely:  health  economics,  medical 
review,  and  hospital  certification. 

Certification 

On  December  1,  1965,  the  central  office 
hospital  certification  unit  sent  application 
forms  for  operating  certificates  to  all 
hospitals  and  related  facilities  now  on  the 
approved  list  of  the  Department  of  Social 
Welfare.  These  applications  were  to  be 
returned  by  January  1,  1966.  By  Feb- 
ruary 1,  operating  certificates  had  been 
issued  to  all  eligible  hospitals.  These 
certificates,  for  administrative  purposes, 
are  valid  for  periods  of  six,  twelve,  eight- 
een, and  twenty-four  months  so  that 
inspections  and  renewal  of  certificates 
will  not  fall  on  the  same  date  for  all 
hospitals.  Ultimately,  all  hospitals  will 
have  two-year  certificates.  It  is  planned 
to  conduct  at  least  annual  inspections  of 
all  hospitals.  Inspections  will  not  neces- 
sarily coincide  with  the  expiration  dates 
of  the  certificates. 

There  are  at  present  391  hospitals  sub- 
ject to  inspection.  Of  these,  139  are  in 
New  York  City  and  252  are  in  the  rest  of 
the  State;  354  are  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals 
and  37  are  unaccredited.  This  does  not 
imply  that  all  the  unaccredited  hospitals 
are  substandard.  Some  may  not  be  eligible 
because  they  have  fewer  than  25  beds, 
have  not  been  in  operation  for  at  least  a 
year,  or  have  applied  for  approval  and  are 
awaiting  inspection. 

Of  the  391  hospitals  to  be  inspected, 
40  are  proprietary  hospitals  in  New  York 
City  and  subject  to  inspection  by  the 
City  of  New  York  Department  of  Hos- 
pitals. The  distribution  by  regions  of 
the  remaining  351  hospitals  is  as  follows: 
Buffalo  41,  Rochester  29,  Syracuse  42, 
Albany  55,  White  Plains  83,  and  New 
York  City  101. 

Based  on  the  size  and  geographic  location 
of  the  hospitals,  estimated  workloads  are 
being  developed,  and  adequate  staff  to 
carry  out  the  inspection  of  the  hospitals 
is  under  consideration.  Size  of  the  in- 
stitution, quality  of  inspection,  and  de- 
gree of  participation  by  regional  and  local 
health  units  will  also  be  factors  in  influenc- 
ing the  distribution  of  the  workload. 


Excluded  from  the  list  of  hospitals  to  be 
inspected  are  mental  and  Federal  in- 
stitutions. 

Inspection  teams 

Each  regional  health  office  will  have  a 
hospital  inspection  team  assigned  to  it, 
tentatively  made  up  of  a hospital  adminis- 
trator, a physician,  a nurse,  a nutritionist, 
and  a sanitary  engineer. 

The  central  office  hospital  certification 
unit  will  develop  uniform  standards  and 
procedures  for  the  inspecting  teams. 
Emphasis  will  be  placed  on  developing  a 
spirit  of  helpfulness  and  cooperation  in  an 
effort  to  upgrade  the  quality  and  effective- 
ness of  hospital  care.  It  is  important  that 
these  teams  develop  and  maintain  excellent 
rapport  with  hospitals.  For  this  reason, 
the  competence  of  the  inspectors  in  their 
respective  areas  should  be  beyond  ques- 
tion. 

The  hospital  administrator  will  act  as  the 
coordinator  for  the  team.  A list  of  hospi- 
tals and  other  facilities  to  be  inspected  will 
be  sent  to  each  regional  health  office.  The 
team’s  hospital  administrator  will  arrange 
with  each  hospital  a suitable  date  and  time 
for  inspection.  On  the  appointed  day, 
the  team  as  a whole  will  meet  with  the 
administrator  and  his  staff  for  a general 
conference  and  orientation. 

The  areas  of  responsibility  of  each  mem- 
ber of  the  team  will  be  as  follows: 

The  hospital  administrator  will  review 
the  organization  of  the  hospital  and  the 
character,  background,  and  experience  in 
hospital  activities  of  each  member  of  the 
governing  body.  He  will  look  at  the  by- 
laws, rules,  and  regulations  of  the  board, 
and  from  the  minutes  of  the  board  and 
its  committees,  determine  the  degree  of  the 
board’s  activity  and  concern  with  the 
quality  of  hospital  and  medical  care  pro- 
vided to  patients  in  all  areas  of  the  hospital. 
He  will  review  the  qualifications  of  the 
hospital  administrator,  his  department 
heads,  as  well  as  the  quality  and  adequacy 
of  the  personnel  by  departments. 

The  physician  of  the  inspection  team 
will  concern  himself  with  the  medical  staff, 
its  organization,  and  the  qualifications  of 
individual  members  of  the  staff.  He 
will  review  the  bylaws,  rules,  and  regula- 
tions of  the  medical  staff.  He  will  de- 
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termine  the  medical  staff’s  degree  of  con- 
cern with  the  quality  of  medical  care  being 
provided  as  reflected  in  the  bylaws,  rules, 
and  regulations  and  the  minutes  of  the 
respective  standing  and  special  committees, 
such  as  utilization,  internal  audit,  and 
medical  records.  Records  of  tissue  re- 
moved at  operation,  autopsies,  and  other 
functions  affecting  patient  care  will  also 
be  reviewed. 

The  physician’s  activities  will  supple- 
ment the  work  of  the  medical  review  unit 
which  is  concerned  primarily  with  the 
evaluation  of  the  quality  of  medical  care 
through  the  examination  of  the  patient’s 
hospital  record  and  other  methods  being 
developed.  Where  indicated,  he  will  rec- 
ommend that  the  medical  review  unit  be 
called  in  for  consultation  and  follow-up. 

The  nurse  member  of  the  inspection  team 
will  review  the  organization  of  the  nursing 
department  of  the  hospital,  the  nursing 
policies  and  procedures,  the  qualifications 
of  the  director  of  nurses  and  her  staff,  and 
the  adequacy  of  the  nursing  staff  and 
services. 

The  nutritionist  of  the  inspection  team 
will  concern  herself  with  the  degree  of 
conformance  with  the  standards  and  poli- 
cies developed  by  the  Bureau  of  Nutrition 
as  to  quality  of  food  prepared  for  patient 
consumption  and  special  diets  prepared 
under  the  direction  of  the  patients’s  physi- 
cian. 

The  sanitary  engineer  of  the  inspection 
team  will  concern  himself  with  the  hospi- 
tal’s water,  plumbing,  sewerage,  ventilation 
systems,  and  the  sanitary  conditions  of  the 
food  preparation  areas.  The  sanitary  and 
safety  aspects  of  the  laundry,  maintenance 
department,,  and  fire  safety  provisions  will 
also  be  his  concern. 

The  hospital  administrator  of  the  inspec- 
tion team  will  summarize  the  findings  and 
recommendations  of  each  of  the  members 
of  the  inspecting  team  and  will  submit 
them  to  the  regional  health  director  with 
his  observations  and  recommendations. 
These  in  turn  will  be  reviewed  by  the 
regional  health  director  who  will  forward 
the  report  to  the  central  office  certification 
bureau  with  his  recommendations. 

On  the  basis  of  the  regional  health  direc- 
tor’s report  and  recommendations,  an 
operating  certificate  will  be  issued  if  the 
report  is  favorable.  If  the  central  office 


inspection  unit  concurs  with  the  recom- 
mendations of  the  regional  health  director 
that  an  operating  certificate  not  be  granted 
because  of  noncompliance  with  the  health 
department’s  standards,  rules,  and  regula- 
tions, the  regional  health  director  will  so 
advise  the  hospital  in  question.  Such 
hospital  will  then  be  given  an  opportunity, 
within  a reasonable  period  of  time,  to 
correct  the  deficiencies  before  an  operating 
certificate  may  be  issued.  If  the  hospital 
does  not  agree  with  the  findings  of  the 
inspection  team,  it  will  have  an  oppor- 
tunity to  ask  for  a public  hearing  before 
the  commissioner  of  health.  A copy  of 
the  charges,  together  with  the  notice  of  the 
time  and  place  of  the  hearing,  will  be  sent 
to  the  hospital  in  accordance  with  the 
provisions  of  the  law. 

A hospital  which  does  not  hold  an  operat- 
ing certificate  will  not  be  recognized  by 
governmental  agencies  and  hospital  pre- 
payment plans  since  under  Section  2807 
of  Article  28  of  the  Public  Health  Law,  they 
may  not  reimburse  hospitals  for  hospital 
services  unless  they  possess  a valid  operat- 
ing certificate. 

The  foregoing  then  is  a general  outline  of 
the  inspection  program. 

Objectives 

Specifically,  the  purpose  of  the  hospital 
inspection  program  is  to  determine  whether 
or  not  hospital  and  related  services  are  of 
the  highest  quality,  efficiently  provided  and 
properly  utilized  at  reasonable  cost. 

Article  28  empowers  the  commissioner  of 
health  to  inquire  into  the  operation  of 
hospitals  and  to  conduct  periodic  inspec- 
tions with  respect  to  the  fitness  and  ade- 
quacy of  the  premises,  equipment,  person- 
nel, rules  and  bylaws,  standards  of  medical 
care,  and  hospital  services. 

In  accordance  with  the  expressed  wishes 
of  the  commissioner  that  we  bring  along 
the  whole  public  health  system  in  imple- 
menting the  provisions  of  Article  28,  the 
inspection  teams  will  be  placed  in  each  of 
the  regional  health  offices  under  the  general 
guidance  and  supervision  of  the  regional 
health  director.  Local  health  officers,  to 
the  extent  that  they  are  willing  and  able, 
will  also  participate  in  the  inspection  pro- 
gram. 

The  maternity  department  of  the  hospi- 
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tal  will  continue  to  be  supervised  and  in- 
spected by  the  Bureau  of  Maternal  and 
Child  Health.  The  Division  of  Labora- 
tories and  Research  will  also  continue  with 
its  inspection  and  licensure  of  hospital 
laboratories  and  blood  banks  since  these 
programs  are  operating  under  specific 
public  health  laws.  The  Bureau  of  Gen- 
eral Engineering  and  Sanitation  Services 
will  also  continue  with  its  inspections  in 
areas  governed  by  public  health  laws. 
Close  cooperation  will  be  maintained  with 
all  three  of  these  bureaus  for  information 
and  for  technical  advice  and  consultation. 

Until  such  time  as  staff  becomes  available 
or  in  instances  where  special  problems 
present  themselves,  the  services  of  con- 
sultants may  be  utilized  to  supplement  the 
activities  of  the  inspection  teams.  The 
same  teams  that  are  inspecting  hospitals 
will  also  inspect  nursing  homes. 

The  central  office  of  the  health  depart- 
ment will  develop  a profile  for  each  hospital 
based  on  information  furnished  by  the 
hospitals.  Mindful  of  the  approximately 
150  requests  made  on  hospitals  for  reports 
and  completion  of  questionnaires,  it  is 
planned  with  the  cooperation  of  national, 
State,  and  local  hospital  associations,  to 
utilize  the  following  reports  submitted  by 
hospitals:  (1)  a copy  of  the  report  sub- 

mitted to  the  Joint  Commission  on  Ac- 
creditation of  Hospitals;  (2)  a copy  of  the 
annual  report  submitted  to  the  American 
Hospital  Association  describing  its  facilities 
and  services;  and  (3)  a copy  of  the  sta- 
tistical and  financial  reports  now  being 
submitted  to  the  State  Department  of 
Social  Welfare. 

The  health  department  will  also  certify 
to  the  Department  of  Health,  Education, 
and  Welfare  those  hospitals  that  are  eligible 
for  participation  in  the  Medicare  program 
These  include  mental  health  facilities  which 
ordinarily  would  not  be  in  the  State’s 
certification  program. 

Since  1961,  the  Department  of  Social 
Welfare  has  been  working  on  a set  of  stand- 
ards and  rules  for  hospitals.  These  have 
been  revised  from  time  to  time,  and  within 
the  past  year,  a final  set  of  standards  cover- 
ing 31  sections  ranging  from  the  hospital’s 


governing  body  to  housing  for  interns  and 
nursing  students  has  been  developed. 

Now  that  the  responsibility  for  the  super- 
vision and  inspection  of  hospitals  has  been 
transferred  to  the  health  department,  the 
staff  units  of  the  health  department  have 
been  asked  again  to  look  at  the  proposed 
standards  from  the  point  of  view  of  possible 
conflict  with  existing  sanitary  code  and 
public  health  laws  and  the  provisions  of 
Chapter  795  of  the  laws  of  1965. 

Approximately  150  individuals  knowl- 
edgeable in  hospital  matters  were  consulted, 
including  the  Medical  Society  of  the  State 
of  New  York,  the  regional  hospital  review 
and  planning  councils,  the  Association  of 
Private  Hospitals  in  New  York  City,  the 
Accredited  Private  Hospital  Association  of 
Nassau-Suffolk,  Inc.,  the  Association  of 
Local  Health  Department  Officers,  the 
New  York  State  Catholic  Welfare  Com- 
mittee, hospitals  of  the  Federation  of 
Jewish  Philanthropies  of  New  York,  the 
Blue  Cross  Plans,  the  assistant  commis- 
sioners and  other  health  department  staff, 
and  other  related  groups. 

The  New  York  State  Hospital  Associa- 
tion appointed  a committee  to  serve  as 
liaison  with  the  health  department.  It 
agreed  to  review  these  proposed  standards 
and  let  us  have  the  benefit  of  its  comments 
and  recommendations. 

The  State  Hospital  Review  and  Planning 
Council,  in  addition  to  serving  as  an  ad- 
visory body  to  the  Hill-Harris  and  Metcalf- 
McCloskey  programs,  will  also  serve  as  a 
rule-making  body  and,  subject  to  the  ap- 
proval of  the  commissioner,  will  adopt  and 
amend  rules  and  regulations  to  effectuate 
the  provisions  and  purposes  of  Article  28 
of  the  Public  Health  Law. 

After  all  those  concerned  have  had  an 
opportunity  to  review  these  hospital  stand- 
ards, they  will  be  submitted  to  the  State 
Hospital  Review  and  Planning  Council 
for  review.  If  the  State  Council  adopts  the 
proposed  standards,  they  will  become  the 
standards,  rules,  and  regulations  of  the 
health  department  with  which  all  hospitals 
will  be  expected  to  comply. 

84  Holland  Avenue 
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Socrates  once  said,  “The  unexamined 
life  is  not  worth  living.”  This  truth  ap- 
plies with  special  force  to  our  professional 
lives.  We  derive  immense  value  in  oc- 
casionally taking  a reflective  view  and 
judging  the  quality  of  our  acts.  By 
measuring  what  we  did  against  what  we 
might  optimally  have  done,  we  carry  on  a 
form  of  self-education.  And  it  is  self- 
education  that  largely  describes  the  mean- 
ing and  pin-pose  of  the  medical  review  pro- 
gram. Medical  review  is  a process  which 
allows  us  to  look  back  with  deliberation 
and  objectivity  at  the  management  of  a 
case  and  then  judge  the  quality  of  care  the 
patient  received.  The  purpose  is  simply 
to  lead  the  physician  as  a result  of  this 
review  to  lift  the  quality  of  his  performance 
in  the  future.  I want  to  explain  how  the 
concept  of  medical  review  is  being  carried 
on  in  New  York  State.  And  just  as  im- 
portant, I want  to  trace  for  you  the  reasons 
why  it  is  being  done.  I’ll  also  want  to 
get  into  the  specifics  of  our  methods  and 
perhaps  be  a little  more  explicit  as  to  the 
rewards  of  medical  review  for  the  practicing 
physician.  . 

Study  projects 

You  may  remember  a study  on  the 
quality  of  medical  care  recently  conducted 
by  Columbia  University’s  School  of  Public 
Health.  The  most  striking  conclusion 
emerging  from  this  study  was  that  of  430 
admissions  to  98  New  York  City  hospitals, 
less  than  43  per  cent  of  the  patients  had 
received  optimal  care.  These  findings 
parallel  an  earlier  Columbia  study  made 
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in  1959.  Now  both  these  studies  are  just 
as  interesting  to  me,  and  probably  to 
you,  for  the  forces  behind  them  as  much 
as  for  their  findings.  These  two  studies 
were  done  for  a trade  union  which  has  a 
hospitalization  plan  for  its  membership. 
Another  milestone  in  measuring  quality  is 
the  McNerney  Study  done  in  1962  for 
Michigan  Blue  Cross.  The  Hospital  In- 
surance Plan  of  New  York  has  also  made 
several  studies  of  quality. 

Why  were  these  projects  commissioned? 
They  reflect  what  I believe  we  might  call  a 
growing  consumer  awareness  toward  medi- 
cal care.  I’m  fairly  sure  this  kind  of 
awareness  was  not  present  when  both  the 
professional  and  economic  relationships 
were  entirely  between  the  patient  and  his 
physician.  Because  his  health  and  very 
possibly  his  life  was  involved,  the  individual 
would  not  likely  think  in  such  terms  as 
“what  am  I getting  for  my  medical  dollar?” 
And  frankly,  the  great  preponderance  of 
patients  would  lack  even  the  faintest 
capacity  to  judge  the  quality  of  care  re- 
ceived anyway.  But  the  entrance  on  the 
scene  of  a third  party  paying  all  or  part  of 
hospital  and  doctor  bills  changed  this. 
The  third  party  is  much  more  bold  to  ask 
in  its  role  as  agent  and  advocate  for  the 
patient,  “What  kind  of  care  are  we  paying 
for?”  Furthermore,  third  parties  have 
resources  unavailable  to  the  individual. 
For  example,  they  can  contract  with 
prestigious  and  competent  institutions  like 
Columbia  University  to  make  quality 
appraisals  for  them. 

Outside  factors 

The  relentless  upward  thrust  of  hospital 
costs  has  no  doubt  been  a motivating  force 
for  many  of  these  studies.  Recently  a 
committee  appointed  by  Governor  Rocke- 
feller and  chaired  by  Mr.  Marion  Folsom 
has  accomplished  with  much  insight  a 
dissection  of  hospital  costs  in  New  York 
State.  One  of  the  findings  of  the  Folsom 
Committee  was  that  if  prices  keep  rising  at 
the  present  pace,  a day  in  a hospital  could 
cost  $100  in  this  State  by  1970.  Third- 
party  arrangements  are  one  force  promoting 
a closer  look  from  outside  the  medical  pro- 
fession at  the  kind  of  care  people  get. 
This  quickening  interest  in  quality  and 
costs  is  reflected  in  the  programs  of  govern- 
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ment  which  deal  with  medical  care.  For 
example,  Medicare  requires  that  any  hospi- 
tal participating  in  the  program  have  a 
utilization  review  plan.  A utilization  re- 
view is  obviously  intended  to  curb  un- 
necessary hospital  admissions.  But  such 
determinations  involve  questions  as  to 
the  quality  of  medical  judgment  and  treat- 
ment provided. 

Recent  legislation  passed  by  your  State 
lawmakers  has  turned  over  the  entire  func- 
tion of  hospital  regulation  from  the  De- 
partment of  Social  Welfare  to  the  Depart- 
ment of  Health.  And  under  the  new  law, 
the  department  will  concern  itself  not  only 
with  the  adequacy  of  the  hospital’s  physi- 
cian and  personnel  dimensions,  but  with  the 
quality  of  care  it  dispenses  as  well.  These 
are  some  of  the  forces  outside  the  medical 
profession  that  are  part  of  the  growing 
attention  to  the  quality  of  medicine. 

Medical  profession’s  role 

But  I would  be  presenting  an  unfinished 
portrait  if  I didn’t  describe  the  serious 
preoccupation  with  self-improvement  that 
characterizes  the  profession  of  medicine 
in  this  country.  The  American  College  of 
Surgeons  first  proposed  a nation-wide 
medical  appraisal  based  on  individual  case 
review  back  in  1920.  The  American 
Medical  Association’s  perinatal  study, 
based  in  Philadelphia  and  directed  by 
Sydney  Kane,  M.D.,  analyzes  data  from 
over  300,000  deliveries  every  year.  Re- 
ports are  sent  to  participating  hospitals  and 
are  proving  useful  to  the  perinatal  com- 
mittees in  these  institutions.  In  Ann 
Arbor,  Michigan,  the  Commission  on  Pro- 
fessional and  Hospital  Activities  carries 
on  two  programs — the  professional  ac- 
tivity study  and  a medical  audit  program. 
This  organization  prepares  reports  from 
subscribing  hospitals  on  every  patient  dis- 
charged. These  reports  are  returned  to 
over  400  hospitals  in  this  country  and 
Canada.  The  reports  are  then  analyzed 
by  the  hospital’s  medical  audit  committee. 
I am  pleased  to  report  that  several  of  our 
county  medical  societies  have  launched 
their  own  medical  review  projects.  Last 
year,  the  New  York  County  Medical 
Society  began  an  audit  of  hysterectomies 
and  cholecystectomies.  In  announcing 
this  excellent  project,  the  then  president 


of  the  county  society  expressed  the  attitude 
he  expected  from  most  physicians.  “Most 
physicians  want  to  practice  high-quality 
medicine,  and  I am  convinced,”  Joseph 
Cotton,  M.D.,  said,  “that  when  they  are 
given  specific  knowledge  of  their  failings, 
they  will  do  everything  in  their  power  to 
correct  them.”  We  view  such  county 
projects  as  a welcome  development. 

What  has  happened  on  the  State  level 
stems  from  recent  legislation  which  in  a 
sense  institutionalizes  the  profession’s  cus- 
tomary interest  in  upgrading  care.  Our 
State  Medical  Society  backed  a bill  in  1963 
which  gave  the  State  health  commissioner 
the  responsibility  to  carry  out  medical 
reviews  which,  and  I quote  from  the 
statute,  “Have  for  their  purpose  the  reduc- 
tion of  morbidity  and  mortality  and  the 
improvement  of  the  quality  of  medical 
care.”  Both  the  Society  and  the  health 
department  worked  for  passage  of  the 
medical  review  legislation.  When  the  bill 
passed,  this  common  commitment  to  it 
was  continued.  Health  department  offi- 
cials recognized  first  that  a great  deal  of 
research  into  methodology  had  to  be  car- 
ried out  before  we  would  have  an  acceptable 
tool  for  measuring  the  quality  of  care  in 
the  State. 

The  next  thing  the  department  accepted 
was  that  a meaningful  review  of  medical 
practices  would  best  emerge  from  a union  of 
all  those  intimately  involved  in  the  teach- 
ing and  practice  of  medicine.  Conse- 
quently, the  department  decided  to  exercise 
its  authority  to  review  medical  care  as  a 
catalyst,  rather  than  in  a direct  role.  The 
department  has  chosen  for  itself  the  role  of 
coordinator  and  is  bringing  together  those 
forces  which  are  in  the  front  line  of  clinical 
medicine,  that  is  the  teacher,  the  prac- 
titioner, and  the  hospital  medical  staff. 
The  department  has  set  up  the  administra- 
tive and  financial  framework  to  make  the 
reviews  possible.  But  the  profession  car- 
ries the  major  burden  of  actually  examining 
and  evaluating  the  care  its  members  are 
providing.  In  carrying  this  philosophy 
forward,  the  department  appointed  a 
working  committee  to  map  out  the  review 
program.  This  committee  includes  past- 
presidents  of  the  State  Medical  Society, 
medical  educators,  and  representatives  of 
public  health  and  hospital  administration. 

The  medical  profession’s  central  role  in 
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the  program  is  perhaps  best  expressed  in  the 
fact  that  the  health  department  has  con- 
tracted with  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation  to 
carry  out  the  studies.  As  you  probably 
know,  this  foundation  is  the  research  arm 
of  our  State  Medical  Society.  I am  happy 
to  report  that  the  foundation  now  has  one 
review  project  well  under  way  and  another 
in  an  advanced  planning  stage.  The 
program  already  in  operation  is  a study  of 
perinatal  care  in  29  hospitals  in  and  around 
Rochester.  The  second  project  also  deals 
with  perinatal  care  and  is  being  planned  in  a 
15-county  area  around  Syracuse.  In  the 
Rochester  study,  members  of  the  review 
project  staff  discussed  the  intent  and  ob- 
jectives of  the  study  personally  with  hospi- 
tal medical  staffs  and  administrators.  In 
every  case,  they  won  the  cooperation  and 
voluntary  participation  of  these  hospitals. 
We  are  having  a similar  heartening  recep- 
tion in  Syracuse. 

Methods 

Now  let  me  summarize  for  you  quickly 
the  methods  we  are  testing  out  in  this  first 
perinatal  review.  We  have  chosen  a 
statistical  sample  of  1,200  deliveries  within 
six  clinical  categories.  The  categories 
chosen  are  stillbirths,  neonatal  deaths, 
placenta  previa,  preeclampsia,  breech  ex- 
traction, cesarean  section,  and  a sampling 
of  uncomplicated  deliveries.  The  hospitals 
have  photocopied  the  records  of  designated 
patients  in  the  sample.  This  information 
has  been  abstracted  on  special  forms  for  the 
reviewing  teams.  Obviously,  these  review 
teams  are  the  critical  point  of  the  evalua- 
tion. Our  appraisal  of  care  can  only  be  as 
good  as  the  reviewers. 

Consequently,  the  working  committee  to 
which  I referred  earlier  set  policies  to  make 
sure  the  judgments  of  the  review  teams 
would  stand  up.  We  have  six  teams  of  10 
physicians  each,  drawn  from  the  Albany, 
Syracuse,  and  Buffalo  regions.  These  re- 
viewers were  selected  on  the  basis  of  their 
background  in  clinical  medicine.  They 
were  recommended  to  the  foundation  by 
medical  schools  and  the  Medical  Society. 
They  represent,  I believe,  a healthy  amal- 
gam of  town  and  gown.  In  addition  to  the 
balance  and  competence  of  the  review 
teams,  we  have  built  in  a system  of  checks 


and  cross  checks.  We  expect  to  rule  out, 
as  much  as  is  humanly  possible,  any  ele- 
ments of  regional  or  individual  prejudice. 
A clinical  record,  for  example,  is  first  re- 
viewed independently  by  two  physicians 
each  on  two  different  review  teams.  Let 
me  point  out  that  both  of  these  teams  are 
from  different  areas  and  both  from  outside 
the  area  being  reviewed.  If  any  reviewer 
believes  the  quality  of  care  was  less  than 
optimal,  the  chart  is  sent  to  a panel  of  three 
specialists  in  still  a different  part  of  the 
State  for  a final  decision.  This  means  that 
in  any  case  where  the  care  provided  is 
questioned,  at  least  five  separate  judg- 
ments are  made. 

Now  what  does  the  reviewing  physician 
ask  himself  as  he  goes  over  a case?  For 
one  thing,  he  considers  the  accuracy  of  the 
diagnosis.  He  judges  the  suitability  of 
therapeutic  procedures  employed.  He  asks 
whether  consultation  seemed  to  be  indi- 
cated and  if  so  whether  it  was  done.  He 
asks  whether  deaths  were  preventable. 
Finally,  he  makes  an  over-all  judgment  as 
to  whether  the  management  of  the  case 
was  satisfactory  or  unsatisfactory. 

I want  to  mention  two  more  pieces  of 
information  we  are  developing  as  comple- 
mentary parts  of  the  medical  review.  We 
are  building  a system  for  making  profiles  of 
hospitals  and  physicians.  The  hospital 
profile  will  describe  the  hospital  in  terms 
of  its  size,  administration,  medical  staff 
structure,  specialized  services,  hospital 
rules  and  regulations,  and  numerous  other 
factors.  The  physician  profile  will  be  built 
of  factors  such  as  the  physician’s  age,  edu- 
cation, specialty,  type  of  practice,  hospital 
appointments,  and  other  items.  The  pro- 
file itself  is  anonymous,  since  physicians’ 
names  have  been  replaced  by  code  num- 
bers. Given  these  profiles  we  can  then 
start  to  compare  what  we  find  in  the  re- 
view of  cases  with  the  many  variables 
among  physicians  and  hospitals.  Hope- 
fully, we’ll  be  able  to  draw  some  meaningful 
conclusions  in  correlating  the  quality  of 
care  with  who  gives  it  and  where.  For 
example,  we  might  find  a disproportionate 
share  of  problems  related  to  hemorrhage  in 
hospitals  with  inadequate  blood  bank 
services.  This  is  an  admittedly  brief  out- 
line of  the  history  and  method  of  the  medi- 
cal review  program  as  it  has  developed  to 
date. 
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Comment 

I’m  sure  I’ve  managed  to  stir  up  several 
questions  for  every  answer  I’ve  provided 
so  far.  For  one  thing,  I said  that  the  care 
rendered  will  be  measured  against  pre- 
determined standards  of  care.  You  might 
well  ask  whose  standards  we’re  using. 
Here  we’ve  adopted  the  standards  of  good 
practice  recommended  by  outstanding  prac- 
titioners and  by  schools  of  medicine.  Ob- 
viously, there  is  elasticity  in  our  application 
of  these  standards.  We  don’t  intend 
stubbornly  to  ride  any  rule  right  out  the 
window. 

You’re  naturally  concerned  about  the 
confidentiality  of  these  reviews.  Let  me 
emphasize  that  complete  anonymity  is 
built  into  the  medical  review  system. 
We’re  looking  at  physicians’  problems,  not 
problem  physicians.  As  I said  at  the  out- 
set, the  whole  tone  and  purpose  of  medical 
review  is  positive  and  educational.  We 
achieve  this  anonymity  and  this  concentra- 
tion on  facts  and  not  personalities  by  re- 
moving the  name  of  the  physician  and 
patient  from  the  records.  The  reviewer 
will  be  dealing  with  identifying  numbers 
only.  The  confidentiality  of  medical  re- 
view is,  in  fact,  required  by  law.  Let  me 
read  the  law  to  you. 

Such  information  . . . shall  be  kept  con- 
fidential and  shall  be  used  solely  for  the 
purposes  of  medical  or  scientific  research 
or  the  improvement  of  the  quality  of  medical 
care  . . . such  information  shall  not  be 
admissible  as  evidence  in  any  action  of  any 
kind  in  any  court  or  before  any  other  tribunal, 
board,  agency,  or  person. 

That  language  wholly  rules  out  any  ques- 
tion of  malpractice  actions  relating  to  the 
conduct  or  findings  of  a medical  review. 
Nor  will  any  publicity  that  would  identify 
hospitals  or  physicians  be  given  to  the 
findings  of  the  review  teams  or  to  their  re- 
ports. 

You  may  wonder  why  we  have  chosen 
only  specialists  in  our  perinatal  project  to 
judge  what  frequently  will  be  the  work  of 
general  practitioners.  Actually  this  is 
what  general  practitioners  wanted.  A 
consensus  indicated  that  they  would  prefer 
to  be  evaluated  by  a specialist.  And 
obviously  what  we’re  concerned  with 
measuring  is  the  quality  of  care  the  patient 
received  and  not  who  provided  it. 

We’ve  been  asked  whether  the  perinatal 


field  is  our  only  province  of  concern.  It 
isn’t,  but  we’re  cutting  our  teeth  here 
because  it’s  a field  where  the  guidelines 
are  well  established  and  accepted  and 
where  evaluation  has  a more  fully  de- 
veloped history  than  many  other  areas. 
As  we  sharpen  our  methodology  in  these 
early  studies,  we’ll  eventually  get  on  to 
other  specialized  areas. 

You  may  also  ask,  if  your  hospital  al- 
ready has  committees  on  medical  records, 
tissue,  death  review,  and  internal  audit, 
why  an  additional  review  is  needed.  Our 
reviews  first  of  all  are  intended  to  comple- 
ment and  not  replace  existing  reviews  in 
hospitals.  Another  important  factor  is 
that  objectivity  is  admittedly  difficult  in 
many  internal  reviews.  The  state-wide 
system  I have  described  tends  to  minimize 
if  not  eliminate  subjective  attitudes  and 
influences. 

You  may  also  ask  how,  if  records  are 
poorly  kept,  the  reviewer  will  be  able  to 
make  an  intelligent  judgment.  Good 
record-keeping  is  itself  a responsibility  the 
physician  has  to  his  patient,  and  failure  to 
keep  a proper  record  can  be  a factor  in 
lowered  quality  of  care. 

Now  let’s  assume  that  a particular  review 
has  been  carried  out.  How  do  we  com- 
plete the  circuit?  How  do  we  bring  back 
the  findings  of  the  reviewers  to  the  prac- 
titioner? Here’s  what  will  happen.  Rep- 
resentatives of  the  reviewing  team  will 
return  to  hospitals  reviewed  and  will  dis- 
cuss performance  on  a hospital-wide  basis. 
They’ll  compare  the  performance  at  the 
hospital  they’re  visiting  with  their  findings 
in  other  hospitals  taking  part  in  the  study. 
In  effect,  these  meetings  will  be  seminars 
in  which  over-all  problems  and  not  any 
individual  physician’s  performance  will  be 
discussed.  In  this  way  the  review  be- 
comes another  device  for  the  continuing 
medical  education  of  physicians. 

This  largely  completes  my  explanation  of 
medical  review.  I hope  that  this  presenta- 
tion has  accurately  conveyed  its  spirit  and 
something  of  its  substance.  I want  to 
re-emphasize  that  the  aims  of  medical  re- 
view are  positive  and  educational.  Your 
State  health  department  is  acting  as  en- 
trepreneur by  pulling  together  the  various 
forces  a good  review  requires.  And  the 
medical  profession  is  providing  the  cutting 
edge.  The  profession  is  actually  doing  the 
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evaluation  of  the  performance  of  members 
within  its  ranks. 

This  is  a model  arrangement,  and  I think 
it  reflects  immense  credit  on  the  Medical 
Society  of  the  State  of  New  York.  My 
chief,  the  State  health  commissioner,  de- 
scribed the  Society  in  a recent  speech  by 
saying  “it  is  in  tune  with  its  times  and 
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Recently  enacted  legislation  for  a 
Federal  Medicare  program  will  greatly 
influence  the  organization  and  financing 
of  health  service  in  New  York  and  through- 
out the  nation. 

Federal  financial  payments  under  Medi- 
care will  increase  the  total  money  available 
for  hospital  and  health  benefits  for  the 
aged.  But  a substantial  portion  of  the 
Federal  payments  will  represent  merely  a 
shifting  of  the  financial  burden  from  other 
public  and  private  agencies,  such  as  volun- 
tary insurance  programs,  local  and  state 
governments,  philanthropy,  and  private 
individuals.  For  example,  in  New  York 
City  about  $42  million  was  spent  last  year 
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therefore  it  is  able  to  play  a strong  hand 
in  shaping  its  own  future.”  The  full  and 
active  partnership  of  the  Society  in  the 
program  of  medical  review  is  only  the  most 
recent,  but  nevertheless  an  outstanding 
example  of  the  truth  of  his  statement. 

84  Holland  Avenue 


for  the  care  of  individuals  age  sixty-five 
and  over  in  municipal  short-term  general 
hospitals.  Additional  moneys  are  being 
spent  for  long-term  and  ambulatory  care 
for  the  aged.  These  savings  will  permit 
state  and  local  governments  to  improve 
those  health  services  to  the  aged  not  avail- 
able under  Medicare  legislation  as  well  as 
to  improve  services  to  those  under  sixty- 
five. 

The  Medicare  program  will  increase 
effective  demand  for  health  services  for  the 
aged.  The  Medicare  benefits  include  in- 
patient hospital  services,  posthospital  ex- 
tended care,  outpatient  diagnostic  services, 
and  posthospital  home  health  services. 
Although  the  total  amount  of  health  care 
received  will  undoubtedly  increase,  the 
increases  of  each  type  of  service  cannot  be 
accurately  estimated.  The  alternatives  to 
inpatient  hospital  services  which  will  be- 
come available  under  the  program  will 
permit  a more  rational  application  of  the 
progressive  care  principle  of  providing 
services  in  accord  with  the  medical  and 
nursing  needs  of  elderly  patients. 

Voluntary  insurance 

The  Federal  voluntary  supplementary 
insurance  plan  will  provide  physicians’ 
and  surgeons’  services  at  hospitals,  in 
patients’  homes,  and  at  doctors’  offices, 
including  a variety  of  diagnostic  pro- 
cedures; also  psychiatric  care  in  mental 
hospitals.  Participants  in  the  plan  will  be 
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entitled  to  complete  medical  care  as  private 
patients,  except  for  certain  deductibles, 
coinsurance  features,  and  limitations  on  the 
duration  and  number  of  services  per  illness 
or  beneficiary. 

Most  elderly  persons  may  be  expected  to 
discontinue  their  present  voluntary  health 
insurance  coverage  after  the  Medicare  pro- 
grams become  effective.  But  a substantial 
number  would  probably  purchase  supple- 
mentary contracts  to  provide  amenities 
not  available  under  the  basic  or  supple- 
mentary programs,  such  as  longer  stays  in 
general  hospitals,  reimbursement  for  de- 
ductible items,  and  the  use  of  private  room 
hospital  accommodations. 

Private  voluntary  health  insurance  pro- 
grams will  experience  proportionately  less 
demand  for  health  service  benefits  among 
their  subscribers  when  the  high-utilization 
elderly  members  discontinue  participation. 
This  fact  will  permit  voluntary  plans  to 
postpone  increases  of  subscription  rates  for 
benefits  to  the  extent  that  reimbursement 
is  related  to  the  unit  costs  of  contract 
services. 

Health  needs 

Studies  of  health  needs  indicate  a present 
shortage  of  nursing  home-type  beds  and 
other  extended-care  services  in  Southern 
New  York.  Most  of  these  facilities  are 
currently  occupied  by  aged  persons,  some 
of  whom  might  be  equally  well  cared  for 
in  their  own  homes.  The  provision  of 
posthospital  extended  care  and  other  bene- 
fits through  Medicare  will  assist  in  over- 
coming the  persistent  problem  of  financing 
the  care  of  long-term  patients  in  non- 
government hospitals,  although  individuals 
who  require  extended  and  continuous  care 
in  nursing  homes  will  find  their  benefits 
under  Medicare  limited.  The  provisions 
of  Title  XIX  of  the  Social  Security  amend- 
ments should  result  in  more  adequate 
financing  of  the  care  for  these  individuals. 
These  facts  should  encourage  voluntary 
general  hospitals  to  establish  and  operate 
extended-care  facilities  for  patients  such 
as  those  suffering  from  cerebral  hemor- 
rhages and  hip  fractures  who  can  be  moved 
to  less  expensive  units  after  a few  days  of 
hospitalization.  Already  several  hospitals 
in  Southern  New  York  are  planning  such 
units.  Careful  consideration  should  be 


given  to  the  impact  of  these  programs  on 
the  need  for  short-term  beds  since  a large 
proportion  of  patients  who  will  be  cared  for 
in  those  hospital-based  units  are  currently 
being  cared  for  in  general  medical-surgical 
beds  of  hospitals. 

Nursing  homes  in  Southern  New  York 
will  continue  to  be  in  short  supply  until 
public  assistance  payments  are  brought  up 
to  the  same  reasonable  cost  level  envisioned 
in  the  Medicare  legislation.  The  Folsom 
Act  passed  by  the  New  York  legislature  last 
year  requires  that  payments  by  State  and 
local  units  of  government  to  hospitals  and 
nursing  homes  be  “reasonably  related  to 
costs.”  Hopefully  this  will  be  interpreted 
to  mean  that  hospital  and  nursing  homes 
are  to  be  reimbursed  “reasonable  costs.” 

Medicare  policies  and  procedures  are 
directed  toward  a better  use  of  health 
facilities  and  services  through  the  en- 
couragement of  appropriate  alternative 
types  of  care.  This  will  tend  to  influence 
the  organization  of  medical  practice  to 
conserve  and  effectively  utilize  the  efforts 
of  health  practitioners.  It  will  also  in- 
fluence better  utilization  of  all  types  of 
health  facilities. 

Payments 

Medicare  payment  of  hospital  bills  and 
the  fees  of  private  physicians  for  aged 
persons  will  accelerate  the  present  trend 
toward  inclusion  of  private  patients  in  the 
educational  programs  of  medical  schools 
and  teaching  hospitals.  Many  of  the 
present  occupants  of  service  wards  or 
teaching  wards  are  elderly  persons  who  are 
currently  served  without  charge  by  attend- 
ing physicians  and  house  staff. 

Provisions  of  projected  Medicare  legisla- 
tion include  Federal  payments  to  local  and 
state  government  hospitals  for  care  of  the 
elderly,  also  to  physicians  who  supervise 
or  perform  necessary  professional  services. 
A major  problem  revolves  around  whether 
or  not  voluntary  and  municipal  hospitals 
will  be  eligible  for  reimbursement  for 
services  provided  to  hospital  inpatients  or 
outpatients  under  the  supplementary  medi- 
cal insurance  program  by  physicians  em- 
ployed full  time  by  the  hospital. 

There  is  a probability  that  state  and 
local  government  welfare  departments  may 
pay  the  required  monthly  premiums  for 
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the  voluntary  supplementary  plan  on 
behalf  of  public  assistance  beneficiaries  as 
well  as  the  costs  of  deductibles  and  co- 
insurance,  thus  increasing  the  number  of 
individuals  eligible  for  care  by  private 
physicians. 


Demand  for  hospital  use 

I suppose  that  the  64-dollar  question 
which  Medicare  poses  to  hospital  planners 
relates  to  what  its  impact  will  be  on  de- 
mand for  hospital  use.  Certainly  one 
result  will  be  a temporarily  increased 
demand  for  use  by  elderly  people  who  have 
postponed  elective  admissions  to  receive 
inpatient  benefits  under  Medicare  after 
July  1,  1966.  However,  I am  willing  to 
make  a prediction  that  the  long-range 
demand  for  short-term  general  beds  will 
actually  be  for  fewer  beds  than  we  have  now 
rather  than  for  more,  as  alternative  bene- 
fits— that  is,  ambulatory,  long-term,  and 
home  care  programs — become  available 
and  are  used  to  a higher  degree. 

Increased  utilization  of  health  services  by 
the  aged  should  be  less  in  New  York  City 
than  in  Upstate  New  York,  since  current 
policies  of  the  Department  of  Hospitals  in 
New  York  City  are  quite  liberal,  services 
are  comparatively  readily  available,  and 
there  is  probably  less  reluctance  on  the 
part  of  New  York  City  residents  to  seek 
care  in  local  governmental  institutions. 
By  percentage,  if  an  increased  demand  for 
general  medical  beds  should  develop,  it 
could  not  be  great.  An  increase  of  10  per 
cent  in  use  by  elderly  patients  would  only 
result  in  an  increase  of  2.5  per  cent  in  over- 
all bed  use,  and  an  increase  of  20  per  cent 
would  only  result  in  an  increase  of  5 per 
cent  in  over-all  bed  use. 

Some  elderly  patients  occupying  medical- 
surgical  service  wards  may  not  become 
immediately  eligible  for  Medicare  benefits 
until  they  have  been  discharged  and  re- 
admitted for  a new  episode  of  sickness 
requiring  hospitalization.  This  matter  will 
be  determined  by  administrative  decisions, 
which  may,  of  course,  permit  immediate 
reimbursement  on  behalf  of  presently 
hospitalized  patients. 

In  New  York  City  the  greatest  problem 
will  stem  from  the  fact  that  many  elderly 
patients  currently  cared  for  in  municipal 
hospitals  will  become  eligible  for  care  in 


voluntary  hospitals  and  many  being 
covered  by  Part  B will  be  eligible  for  care 
by  private  physicians. 

Of  the  1964  daily  average  of  7,200  elderly 
patients  occupying  medical-surgical  beds 
in  New  York  City  institutions,  3,200  were 
attended  by  private  physicians  entitled  to 
charge  a professional  fee.  Of  the  other 
4,000  patients,  2,300  were  in  local  govern- 
ment facilities,  and  1,700  were  in  voluntary 
hospitals.  Under  Medicare  these  4,000 
elderly  patients  would  be  entitled  to  service 
in  2-  or  4-bed  accommodations,  and  an 
undetermined  number  of  them  would  also 
be  eligible  for  care  by  private  physicians 
entitled  to  collect  a fee,  provided  they 
participated  in  the  optional  supplementary 
program  from  their  own  resources  or 
through  payments  by  a welfare  program. 
Some  of  these  patients  will  prefer  to  be  in 
hospitals  that  are  nongovernment  institu- 
tions. It  should  be  pointed  out  that  al- 
though eligible  for  semiprivate  accom- 
modations, if  these  are  not  available  the 
government  will  reimburse  at  ward  rate  for 
those  cared  for  in  wards. 

During  the  year  1964  there  was  an 
average  of  approximately  6,000  vacant 
medical-surgical  beds  in  all  general  hospi- 
tals in  New  York  City.  Of  these,  3,000 
were  in  private  facilities  (2,000  in  voluntary 
and  1,000  in  proprietary  institutions);  the 
other  half  were  in  service  wards,  1,000  in 
voluntary  hospitals  and  2,000  in  local 
government  facilities. 

In  spite  of  these  vacant  beds  there  will  be 
insufficient  beds  in  voluntary  and  pro- 
prietary hospitals  to  care  for  the  elderly 
patients  eligible  under  Medicare,  and  so 
it  will  be  necessary  to  continue  to  care  for 
many  elderly  patients  in  municipal  hospi- 
tals. 

All  future  hospital  construction  should 
be  planned  so  that  each  inpatient  nursing 
unit  may  be  used  for  any  patient  admitted 
to  the  institution  regardless  of  method  or 
source  of  payment.  In  addition,  the  de- 
sign of  bed  facilities  should  permit  maxi- 
mum interchangeability  among  patients 
receiving  different  types  of  care  (surgery, 
medicine,  obstetrics,  and  pediatrics). 

In  the  rest  of  the  State  the  proportion  of 
medical-surgical  beds  in  local  government 
institutions  and  in  wards  of  voluntary 
hospitals  is  substantially  lower  than  in 
New  York  City.  Also,  private  physicians 
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in  most  areas  are  reimbursed  to  some  degree 
for  services  to  indigent  hospital  inpatients. 
These  facts  suggest  that  professional  and 
administrative  adjustments  to  serve  Medi- 
care patients  present  somewhat  different 
and  less  complicated  problems  than  those 
encountered  in  New  York  City. 

The  current  patterns  of  utilization  may 
be  expected  to  continue,  although  there 
may  be  a temporary  upsurge  in  hospital 
use  due  to  individuals  deferring  elective 
procedures  until  the  legislation  becomes 
effective. 

The  small  size  of  many  hospitals  in  Up- 
state New  York  should  prove  a stimulus  for 
joint  activities  in  home  care  programs  and 
nursing  home  affiliations.  The  present 
lack  of  these  programs  will  result  in  undue 
pressure  on  medical-surgical  facilities  un- 
less the  hospitals  jointly  make  plans  to 
meet  these  extended-care  needs. 

Council  recommendations 

In  August,  1965,  the  Hospital  Review 
and  Planning  Council  of  Southern  New 
York  endorsed  the  following  major  recom- 
mendations of  a special  committee  which 
had  been  studying  the  impact  of  Medicare 
on  the  demand  for  and  financing  of  health 
facilities  and  services  in  Southern  New 
York. 

In  general,  the  Council  felt  that  there 
should  be  no  immediate  program  of  expan- 
sion of  total  bed  facilities  in  general  hospi- 
tals except  where  an  increase  is  justified  by 
growth  in  population.  New  hospital  con- 
struction should  be  recommended  when 
replacement  of  unsuitable  facilities  is  neces- 
sary or  when  the  needs  of  the  population 
justify  it. 

It  should  be  noted  that  as  a result  of 
current  construction  projects  there  will  be  a 
net  increment  of  1,817  general  care  beds  in 
the  Southern  New  York  region,  of  which 
over  940  are  in  New  York  City. 

The  Council  also  felt  that  major  emphasis 


by  general  hospitals  should  be  placed  on 
posthospital  extended  care  service  and 
facilities,  outpatient  services,  and  home 
care  programs.  It  should  be  recognized 
that  control  of  inpatient  utilization  will  be 
effective  only  if  opportunities  are  available 
for  the  prompt  transfer  of  elderly  patients 
and  others  who  no  longer  require  expensive 
hospital  services  to  other  suitable  alterna- 
tive facilities.  It  is,  therefore,  essential 
that  major  emphasis  be  placed  on  the  or- 
ganization and  construction  of  suitable 
alternative  facilities  and  services  such  as 
posthospital  extended-care  facilities,  ambu- 
latory care,  and  home  care  programs. 

Finally,  the  Council  felt  that  since  there  is 
a critical  need  for  modernization,  including 
the  renovation  and  replacement  of  existing 
facilities,  especially  in  New  York,  general 
hospitals  should  be  encouraged  to  provide 
sufficient  facilities  to  accommodate  Medi- 
care patients  in  private  and  semiprivate 
accommodations  in  planning  their  mod- 
ernization programs.  All  such  construc- 
tion should  provide  accommodations  which 
can  be  used  interchangeably  by  all  persons 
regardless  of  the  method  of  payment  for 
services. 

Title  XIX  of  the  Social  Security  Act, 
known  as  the  Medical  Assistance  program, 
may  have  a greater  impact  on  the  organiza- 
tion of  medical  care  than  Title  XVIII 
— the  Hospital  Insurance  and  Voluntary 
Medical  Insurance  programs.  For  in- 
stance, approximately  17  million  persons 
will  be  covered  under  the  Hospital  In- 
surance program,  whereas  an  estimated 
35  million  persons  in  all  age  groups  may 
be  covered  under  Title  XIX.  The  impact 
of  this  program  in  New  York  State  cannot 
be  adequately  assessed  until  its  State  plan 
is  developed  and  approved.  Unlike  Title 
XVIII  the  State  has  considerable  latitude 
in  the  development  of  many  aspects  of  this 
program. 
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A general  definition  of  a long-term 
medical  facility  is  an  institution-like  setting 
which  provides  skilled  nursing  and  related 
services,  as  intensive  as  necessary,  to 
chronically  ill  or  disabled  patients  for 
usually  long  periods  of  time,  varying  from 
weeks,  months,  to  years,  under  the  super- 
vision of  a physician.  Such  facilities  may 
be  operated  by  public  or  voluntary  non- 
profit agencies  or  by  individuals  or  partner- 
ships on  a proprietary  basis.  The  term 
includes  nursing  homes,  public  home  in- 
firmaries, infirmaries  of  homes  for  the  aged, 
convalescent  homes,  and  related  titles. 
In  scope  of  services,  they  range  from  fa- 
cilities bordering  on  or  actually  constituting 
chronic  disease  hospitals  to  facilities  which 
are  little  more  than  domiciliary  institu- 
tions. Some  patients  are  admitted  for 
relatively  brief  periods  of  time,  possibly  for 
several  weeks  or  a few  months,  with  the 
intent  that  they  return  to  the  community. 
Indeed,  some  .facilities  specialize  in  this 
medicosocial  or  physical  rehabilitative  ap- 
proach. However,  the  majority  of  pa- 
tients enter  these  facilities  to  remain  for  the 
duration  of  their  lives.  Indeed,  most 
nursing  homes,  a term  which  we  can  con- 
sider as  inclusive  of  all  types,  are  intended 
to  serve  as  places  of  last  abode. 

Long-term  medical  facilities,  particu- 
larly the  proprietary  nursing  homes,  have 
received  serious  criticism  in  many  surveys 
because  of  the  minimum  services  provided 
by  so  many  of  them  and  the  frequently 
i poor  physical  structures.  However,  there 
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are  some  indications  that  the  same  can  be 
said  of  many  public  and  voluntary  in- 
stitutions. Possibly,  the  fairest  criticism 
is  that  the  sponsorship  is  not  the  only  de- 
termining factor,  although  the  largest 
number  of  top-level  institutions  are  found 
in  the  voluntary  nonprofit  groups,  usually 
those  associated  with  homes  for  the  aged. 

Article  28  of  the  New  York  State  Public 
Health  Law,  passed  by  the  1965  session  of 
the  State  Legislature,  and  effective  Feb- 
ruary 1,  1966,  is  directed  at  the  improve- 
ment of  services  in  nursing  homes  as  well 
as  in  other  medical  facilities.  It  is  con- 
cerned with  the  construction  of  the  facilities 
as  well  as  the  medical  standards,  personnel, 
and  costs.  Title  XVIII  of  the  Social 
Security  amendments  of  1965,  known  as 
Medicare,  will  provide  for  payment  in 
so-called  extended-care  facilities,  and  stand- 
ards will  be  set  and  certified  by  the  State 
to  assure  high-quality  care.  The  over-all 
objective  of  both  programs  will  be  to  assist 
the  homes  to  provide  high-quality  nursing 
care  under  adequate  medical  supervision, 
supported  by  ancillary  therapeutic,  social, 
and  recreational  services,  to  allow  the  pa- 
tients to  achieve  their  utmost  potentials 
and,  where  prolonged  confinement  is  neces- 
sary, to  allow  life  to  be  as  meaningful  and 
gratifying  as  possible. 

The  purpose  of  this  paper  will  be  to  re- 
view some  of  the  problems  involved  in 
attempting  to  bring  all  nursing  homes  up  to 
an  acceptable  standard  of  quality.  The 
question  arises  as  to  just  how  much  can  be 
put  into  a code  to  which  all  facilities  may 
be  expected  to  adhere.  How  much  can  an 
agency  legally  mandate?  Many  facilities 
state  they  prefer  a flexible  code  with  such 
phrases  as  “shall  provide  adequate  nursing 
services”  or  “shall  provide  food  of  adequate 
quality.”  Many  states  have  such  codes 
and  indeed  the  newly  issued  standards  of 
the  Joint  Council  on  Accreditation  of 
Hospitals  for  Nursing  Homes  have  little 
more  than  this.  This  leaves  the  de- 
termination of  the  adequacy  of  an  institu- 
tion up  to  the  state  or  local  supervisor  or 
consultant,  and  much  is  left  to  negotiation. 
Facilities  in  different  parts  of  the  state  may 
be  thus  subjected  to  different  standards 
depending  on  the  opinions  of  the  individual 
supervisors.  It  is  our  opinion  that  the 
code  should  be  as  specific  as  possible  re- 
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garding  areas  in  which  minimal  standards 
can  be  stated.  It  is  recognized  that 
nursing  needs  will  differ  as  the  case  load  of 
the  facility  changes.  A sudden  intake  of 
seriously  ill  patients  requiring  intensive 
care  will  call  for  extra  nurses  who  can  be 
employed  on  a per  diem  basis,  while  fewer 
nurses  are  needed  at  other  times.  The 
now  extinct  National  Council  on  Accredita- 
tion of  Nursing  Homes  classified  facilities 
as  intensive,  skilled,  and  domiciliary.  We 
can  dismiss  the  latter  group  as  falling  into 
the  category  of  proprietary  homes  for 
adults;  these  remain  under  the  supervision 
of  the  State  Department  of  Social  Welfare. 
However,  we  are  not  planning  to  distinguish 
between  the  intensive  and  the  skilled 
nursing  homes,  since  we  do  not  believe  that 
patients  can  or  should  be  shifted  back  and 
forth  as  their  conditions  change.  Chronic 
illness  does  not  remain  static,  and  it  would 
be  unfortunate  if  the  patient  had  to  be 
shifted  every  time  his  condition  changed. 
He  may  have  to  be  admitted  to  a hospital 
at  times,  and  at  other  times  he  may  be 
fortunate  enough  to  be  returned  to  the 
community.  However,  in  the  confines  of  a 
nursing  home,  there  should  be  no  shifting 
that  depends  on  how  much  skilled  nursing 
he  requires.  Despite  these  fluctuations, 
there  should  be  a basic  minimum  of  nursing 
standards  for  any  facility. 


Place  of  nursing  home  in 
medical  care  spectrum 

It  has  been  stated  that  the  nursing  home 
lies  somewhere  between  the  general  hospital 
and  the  patient’s  home  or  the  home  for  the 
aged  or  domiciliary  institution.  The  na- 
ture of  the  latter  is  changing  rapidly  as 
there  is  less  demand  for  domiciliary  in- 
stitutions and  more  need  for  nursing  home 
services.  The  question  arises  as  to  when 
an  infirmary  is  a long-term  medical  fa- 
cility and  when  it  is  part  of  a home  for  the 
aged.  Depending  on  this  decision  will  be 
the  determination  as  to  which  department 
has  responsibility. 

The  Departments  of  Health  and  of 
Social  Welfare  have  agreed  that  if  the 
infirmary  is  the  primary  operation  of  an 
agency,  or  if  it  is  operated  as  an  entity 
completely  separate  from  a home  for  the 


aged,  although  under  the  same  agency 
sponsorship,  it  will  be  supervised  by  the 
Department  of  Health  either  directly  or 
through  a local  health  department.  Re- 
ports of  inspection  will  be  sent  directly  to 
the  operating  agency. 

Where  an  institution  is  primarily  a home 
for  the  aged  but  a section  is  operated  as  an 
infirmary,  identified  as  such  by  the  State 
Department  of  Social  Welfare,  that  in- 
firmary unit  will  be  supervised  by  health 
department  personnel,  and  the  same  stand- 
ards shall  apply  as  for  a free  standing  in- 
firmary. However,  the  report  shall  be 
made  to  the  State  Department  of  Social 
Welfare  which  will  have  primary  responsi- 
bility for  the  institution.  The  State  De- 
partment of  Social  Welfare  will  present  a 
combined  report  to  the  institution  and 
will  do  the  necessary  follow-up  calling  on 
the  health  department  for  consultation  as 
indicated. 

When  an  institution  is  primarily  an 
infirmary  but  a small  proportion  of  the 
total  capacity  is  used  for  a home  for  the 
aged,  then  the  reverse  situation  will  apply. 
The  ordinary  sick  bay  operated  by  a home 
for  the  aged  for  temporarily  sick  persons 
will  not  be  subject  to  the  supervision  of  the 
State  Department  of  Health  or  the  local 
health  departments. 

This  agreement  might  seem  to  offer  a 
very  simple  solution.  However,  the  ques- 
tion of  the  identification  of  an  infirmary 
as  such  is  not  clear.  At  the  present  time 
there  are  some  205  private  nonprofit  homes 
for  the  aged.  Of  these,  106  are  listed  as 
having  some  beds  in  infirmaries.  How- 
ever, only  28  have  been  identified  as  such 
by  the  State  Department  of  Social  Welfare 
and  78  have  not.  Of  the  78  unlisted  in- 
firmaries, 35  have  less  than  10  infirmary 
beds  and  possibly  are  little  more  than  sick 
bays,  although  this  is  not  necessarily  the 
case.  On  the  other  hand,  there  are  26 
unlisted  infirmaries  with  20  or  more  beds. 
Some  of  these  are  quite  large,  much  larger 
than  most  free  standing  nursing  homes. 
There  are  many  with  40,  50,  and  60  beds, 
and  one  with  as  many  as  369  beds,  although 
these  beds  constitute  only  47.6  per  cent  of 
the  total  capacity  of  the  institution.  It  is 
evident  that  there  are  still  problems  to  be 
worked  out  between  the  two  departments, 
and  it  has  been  agreed  that  this  shall  be 
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done.  Obviously,  there  are  important 
implications  here  for  Medicare  and  the 
certification  of  these  facilities  to  render 
extended-care  benefits  to  the  recipients. 


Requirements  for  nursing  service 

The  Office  of  Public  Health  Nursing  has 
proposed  that  the  nursing  home  code  re- 
quire that  registered  nurses  be  available 
twenty -four  hours  a day,  seven  days  a 
week  in  each  institution.  This  is  a fine 
standard  which  cannot  help  but  be  ac- 
cepted by  all  concerned.  However,  it  is 
not  immediately  practical  across  the  board. 
As  of  December  31,  1964,  there  were  in  the 
State  as  a whole  501  proprietary  nursing 
homes.  In  New  York  City,  the  situation 
seems  excellent  as  far  as  nursing  services 
are  concerned.  Eighty-three  of  the  85 
facilities  appear  to  have  at  least  two  shifts 
of  registered  nurses  on  duty  each  day. 
However,  97  or  about  24  per  cent  of  the  416 
Upstate  nursing  homes  did  not  have  a 
single,  full-time  registered  nurse.  Forty- 
two  had  a part-time  registered  nurse,  and 
55  employed  licensed  practical  nurses 
only.  Of  the  319  homes  with  at  least  one 
full-time  registered  nurse,  178  or  less  than 
half  of  the  total  number  of  416  homes  em- 
ployed a registered  nurse  on  active  duty  at 
night.  Detailed  data  were  not  available 
as  to  how  many  shifts  were  actually 
covered,  but  it  may  be  presumed  that  these 
178  homes  had  at  least  two  shifts  covered 
and  some  may  have  had  covered  all  three 
shifts  on  a seven-day-a-week  basis.  Cer- 
tainly, the  situation  is  no  better  than  this. 

In  individual  regions  of  the  State,  the 
proportions  of  nursing  homes  with  licensed 
practical  nurses  only,  or  with  no  more  than 
part-time  registered  nurse  service,  varied 
from  17  to  31  per  cent. 

It  is  true  that  the  facilities  without  at 
least  one  registered  nurse  employed  full 
time  are  mostly  the  smaller  institutions. 
About  two-thirds  are  in  the  25-bed  or  less 
category  and  one-third  in  the  26-  to  50-bed 
category.  No  facilities  with  more  than  50 
beds  employ  licensed  practical  nurses  only, 
and  only  2 have  registered  nurse  services 
limited  to  a part-time  person. 

It  thus  appears  that  our  first  goal  must 
be  to  mandate  that  all  nursing  homes  have 


at  least  one  full-time  registered  nurse. 
This  involves  97  facilities  and  about  2,300 
beds  of  the  14,000  proprietary  nursing 
home  beds  in  the  Upstate  area.  Thus,  24 
per  cent  of  the  homes  and  about  16  per  cent 
of  the  beds  are  involved.  It  may  be  that 
several  of  these  facilities  will  prove  to  be  in 
the  category  of  unapprovable  facilities  and 
will  have  to  be  closed,  while  others  possibly 
may  be  reclassified  to  proprietary  homes  for 
adults.  However,  it  may  well  be  that 
community  interest  will  require  that  the 
majority  of  them  be  maintained. 

A second  requirement  would  be  that 
homes  now  employing  just  one  full-time 
nurse  arrange  for  full  registered  nurse 
coverage  of  the  day  and  night  shift  seven 
days  a week.  This  should  be  mandatory 
for  facilities  of  50  beds  and  over. 

A third  requirement  should  be  that 
facilities  with  more  than  100  beds  have 
immediate  coverage  by  registered  nurses 
twenty-four  hours  a day,  seven  days  per 
week.  There  should  be  a provision  that  a 
similar  requirement  will  apply  to  nursing 
homes  with  more  than  50  beds  after  Jan- 
uary 1,  1968. 

Physical  structure  and  size 
of  nursing  homes 

For  all  new  construction  the  highest 
building  standards  should  be  required  to 
assure  the  ultimate  in  fire  resistance,  effi- 
ciency of  service,  and  pleasantness  of 
environment,  with  adequate  therapy  and 
recreational  areas.  For  this  purpose,  the 
standards  established  under  the  Hill- 
Harris  program  are  accepted.  Facilities 
not  meeting  the  Hill-Harris  standards  are 
termed  by  the  State  Division  of  Hospital 
Review  and  Planning  as  “unsuitable.” 

Somewhat  more  than  two  thirds  of  all 
facilities  have  been  termed  “unsuitable.” 
However,  as  would  be  expected,  the  ma- 
jority of  these  unsuitable  facilities  are  of 
smaller  size.  The  number  of  available 
nursing  home  beds  are  fairly  evenly  dis- 
tributed between  suitable  and  unsuitable 
facilities. 

Among  homes  of  25  beds  and  less,  only 
10  per  cent  of  the  facilities  and  7 per  cent  of 
the  beds  are  suitable.  In  the  category  of 
26  to  50  beds,  17  per  cent  of  the  facilities 
and  19  per  cent  of  the  beds  are  suitable. 
In  the  51-  to  75-bed  category,  the  facilities 
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and  the  beds  are  fairly  evenly  distributed 
among  suitable  and  unsuitable. 

However,  when  the  group  of  homes  with 
76  beds  and  over  is  considered,  77  per  cent 
of  the  facilities  and  80  per  cent  of  the  beds 
are  suitable. 

It  would  obviously  be  impossible  to 
eliminate  all  unsuitable  facilities  at  the 
present  time.  Therefore,  the  code  must 
provide  a secondary  level  of  standards 
which  will  assure  the  best  in  fire  resistance 
and  patient  protection  even  though  Hill- 
Harris  standards  cannot  be  met.  How- 
ever, the  level  of  these  standards  must  be 
carefully  determined  and  it  may  well  be 
that  some  facilities  may  have  to  be  elimi- 
nated almost  immediately. 

The  code  is  being  written  to  indicate  that 
existing  facilities  not  meeting  Hill-Harris 
standards  but  complying  with  secondary 
standards  may  be  given  an  operating 
certificate  when  this  is  within  the  com- 
munity interest,  because  of  the  unavail- 
ability of  adequate  suitable  facilities,  but 
that  such  exceptions  to  the  Hill-Harris 
standards  are  allowed  only  for  the  period 
of  the  operating  certificate  being  offered; 
should  sufficient  suitable  facilities  subse- 
quently be  developed  so  that  it  is  no  longer 
in  the  community’s  interest  to  maintain  a 
secondary  level  of  standards  at  the  time 
the  operating  certificate  expires,  no  addi- 
tional certificate  will  be  issued.  The 
proprietors  of  such  facilities  consider  this 
unfair  on  the  grounds  that  they  are  not 
being  assured  a long-term  stay  in  business 
in  their  present  facilities  and  cannot  see  the 
possibility  of  raising  the  necessary  funds 
for  new  construction.  Request  has  been 
made  for  a grandfather  clause  to  allow  these 
facilities  to  stay  in  existence  indefinitely. 
However,  it  would  seem  that  no  compro- 
mise can  be  made  with  absolute  safety; 
and  when  there  are  sufficient  facilities  in  a 
community  to  take  care  of  the  nursing 
home  needs  in  adequate  structures,  the 
continued  existence  of  inadequate  struc- 
tures can  no  longer  be  tolerated.  It 
would  seem  incumbent  on  proprietors  of 
private  nursing  homes  or  the  boards  of 
voluntary  agencies  with  unsuitable  fa- 
cilities to  pool  their  resources  for  the  con- 
struction and  operation  of  nursing  homes 
meeting  the  Hill-Harris  requirements. 
The  two  recent  fires  with  loss  of  8 lives, 
one  in  a proprietary  home  for  adults  and 


one  in  a mental  hygiene  foster  home,  rein- 
force our  determination  in  this  regard. 
Certainly  through  the  various  financial 
assistance  mechanisms  available,  the  Hill- 
Harris  program,  the  newly  available  State 
aid  for  publicly  built  and  operated  nursing 
homes,  the  Federal  Housing  Agency  pro- 
grams, and  the  new  State  provision  for 
loans  for  voluntary  nursing  home  construc- 
tion under  the  Mitchell-Lama  program, 
there  is  no  excuse  for  long-term  toleration 
of  hazardous  structures. 

Utilization  committees 

Title  XVIII  of  the  Social  Security 
Amendments  of  1965  will  require  nursing 
homes  to  have  utilization  committees  if 
they  are  to  be  considered  eligible  to  offer 
services  to  Medicare  recipients.  This  is  the 
same  requirement  as  pertains  to  general 
hospitals.  For  the  voluntary  hospital  a 
staff  committee  composed  of  two  or  more 
physicians  with  or  without  the  participa- 
tion of  other  professional  personnel  would 
seem  to  be  no  problem.  The  physicians 
would  serve  without  pay  as  part  of  their 
responsibilities  as  staff  members.  A volun- 
tary nursing  home  of  major  size,  and  a 
public  infirmary  as  well,  might  establish  a 
similar  committee.  However,  a proprie- 
tary facility  cannot  expect  physicians  to 
donate  their  time  without  pay,  nor  would 
the  facility  itself  be  expected  to  make  ar- 
rangements to  have  patients  discharged 
when  their  business  is  to  retain  patients. 
The  law  provides  that  a utilization  com- 
mittee can  be  composed  of  a group  outside 
the  institution  “which  is  similarly  com- 
posed”; namely  of  “two  or  more  physicians 
with  or  without  participation  of  other 
professional  personnel  and  which  is  com- 
posed by  the  local  medical  society  and  some 
or  all  of  the  hospitals  and  extended-care 
facilities  in  the  locality.”  Negotiations 
on  this  subject  with  the  State  Medical 
Society  have  suggested  a plan  whereby  the 
larger  county  medical  societies  or  the  dis- 
trict branches  would  establish  utilization 
committees  consisting  of  physicians  who 
will  be  called  on  by  the  nursing  homes  to 
carry  out  the  utilization  review,  with 
reimbursement  being  paid  by  the  nursing 
home  to  the  treasury  of  the  county  society, 
the  district  branch,  or  the  State  Medical 
Society. 
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It  must  be  considered  that  in  the  average 
nursing  home,  utilization  reviews  will  not 
require  a tremendous  effort.  The  average 
stay  of  patients  is  one  year,  and  one  quarter 
of  the  patients  stay  three  years  or  more. 
Medicare,  of  course,  provides  services  in 
nursing  homes  for  only  one  hundred  days 
and  then  only  for  patients  who  have  had  at 
least  three  days  of  hospitalization  preceding 
admission.  Also,  in  many  instances,  pos- 
sibly the  majority,  it  can  be  readily  recog- 
nized on  admission  that  the  patients  ad- 
mitted to  the  institution  have  little  pos- 
sibility of  transfer  to  the  community. 
However,  the  utilization  review  is  ex- 
tremely important  for  the  few  patients 
who  have  such  potentialities,  so  that  as- 
surance may  be  given  that  they  do  leave 
the  nursing  homes  after  they  have  obtained 
maximum  benefit  from  the  services  therein 
and  are  capable  of  being  maintained  in  a 
community  setting. 

Transfer  agreements  with  hospitals 

All  who  have  been  interested  in  the  care 
of  the  chronically  ill  have  long  advocated 
affiliations  between  nursing  homes  and 
general  hospitals  so  that  the  former  could 
profit  by  the  medical  staffing  and  extra 
services  of  the  latter  facilities.  Unfortu- 
nately, the  number  of  successful  instances 
of  such  affiliations  is  few.  Many  general 
hospitals  have  great  difficulty  in  meeting 
their  own  staffing  needs  without  providing 
medical  staff  to  the  nursing  homes.  Also, 
most  nonprofit  voluntary  hospitals  have 
little  interest  in  making  arrangements  with 
proprietary  facilities.  Title  XVIII  re- 
quires that  an  extended-care  facility  have  a 
transfer  agreement  with  the  hospital  which 
will  provide  reasonable  assurance  that  the 
transfer  of  patients  will  be  effected  between 
the  hospital  and  the  extended-care  facility 
whenever  such  transfer  is  medically  ap- 
propriate as  determined  by  the  attending 
physician,  and  second  that  there  will  be  an 
interchange  of  medical  and  other  informa- 
tion necessary  or  useful  in  the  care  and 
treatment  of  individuals  transferred  be- 
tween the  institutions.  Nursing  homes 
unable  to  arrange  for  such  transfer  agree- 
ments will  be  exempted  from  this  require- 
ment if  they  can  show  that  they  made 
every  possible  effort  in  this  regard. 


Need  for  cooperative  efforts 

The  nursing  home,  no  matter  how  high 
the  excellence  of  its  construction  or  how 
high  its  standards  of  operation,  cannot 
operate  in  a vacuum.  For  special  services 
it  must  rely  on  the  hospital.  It  must  re- 
late to  the  community  in  reference  to 
discharging  patients  who  can  improve  to 
the  necessary  extent.  It  must  bring  in 
services  from  the  community  to  improve 
the  social  and  recreational  activities  of  the 
home.  It  must  provide  sufficient  specialty 
services  including  dental  and  mental  serv- 
ices. 

About  ten  years  ago  there  was  formed 
at  the  national  level  a joint  council  for  the 
improvement  of  the  health  care  of  the  aged. 
This  consisted  of  the  American  Medical 
Association,  the  American  Hospital  As- 
sociation, the  American  Dental  Associa- 
tion, and  the  American  Nursing  Home 
Association.  A similar  organization  was 
formed  in  New  York  State.  Two  years 
ago  this  group  recognized  it  could  not  reach 
its  objectives  within  its  own  resources  and 
invited  the  State  Department  of  Health, 
the  State  Department  of  Social  Welfare, 
the  Staff  Office  on  Aging,  and  subsequently 
the  State  Department  of  Mental  Hygiene  to 
join  it  as  consulting  members.  The  meet- 
ings of  this  group  have  been  rewarding  in 
reviewing  the  responsibilities  of  each  of  the 
agencies  and  trying  to  work  out  new  meth- 
ods of  cooperation,  particularly  in  reference 
to  the  more  recent  legislation.  It  has 
now  recognized  that  the  new  programs  have 
to  be  developed  at  the  local  level,  and  at- 
tempts are  being  made  to  formulate  com- 
munity interagency  committees  on  the 
health  care  of  the  aging  with  similar  mem- 
bership. Although  all  the  agencies  in- 
volved are  not  organized  on  a county  basis, 
it  is  considered  that  in  sufficient  areas  there 
can  be  adequate  grouping  of  the  hospitals, 
the  nursing  homes,  and  the  voluntary  and 
public  homes  for  the  aged,  along  with  the 
county  medical  society,  the  dentists,  the 
city,  county,  or  district  health  office,  and 
the  mental  health  board  to  form  an  effec- 
tive coordinating  unit.  This  approach  is 
still  in  the  experimental  stage  but  is  worthy 
of  trial.  Certainly,  with  the  local  health 
departments  having  responsibility  for 
supervision  and  education  of  nursing 
homes,  with  the  nursing  homes  relating  to 
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the  hospitals,  with  the  homes  requiring 
dental  and  other  services  on  an  organized 
rather  than  an  individual  basis,  with  the 
majority  of  patients  in  most  facilities  on 
welfare  and  particularly  under  Title  XIX 
for  which  standards  will  be  set  by  the  health 
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trends  in  medical  care.  It  is  evident  not 
so  much  in  the  need  for  additional  beds  as 
in  the  greater  number  and  diversity  of  the 
hospital  clientele,  reflecting  the  growing 
importance  of  scientific  equipment  and 
skills  that  the  hospital  offers.  To  a 
considerable  degree  however,  and  es- 
pecially in  urban  areas  like  New  York 
City,  population  changes  characterized 
by  greater  mobility,  the  influx  of  the 
economically  deprived,  and  the  diminished 
availability  of  general  practitioners  have 
impelled  more  people  to  turn  to  community 
hospitals  as  their  primary  medical  resource. 

Hospitals  and  community  medicine 

Many  hospitals  have  adapted  themselves 
to  this  heightened  involvement  in  the 
community,  becoming  more  concerned  with 
preventive,  ambulatory,  convalescent,  and 
rehabilitation  programs  in  addition  to  the 
traditional  focus  on  inpatient  service. 
The  metamorphosis  of  the  old  outpatient 
clinic  and  the  overworked  emergency 
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room  into  a comprehensive  ambulatory 
care  center  is  under  way.1  Equally  im- 
portant strides  are  taking  place  in  the 
expansion  of  home  care  and  rehabilitation 
facilities.  Thus  continuity  and  compre- 
hensiveness of  medical  care,  once  main- 
tained by  the  family  physician,  are  in  the 
process  of  being  restored. 

A growing  engagement  of  this  kind  en- 
tails an  interest  in  the  community  aspects 
of  disease,  that  is  to  say,  in  epidemiology. 
The  latter  is  basically  the  study  of  the 
evolution,  distribution,  and  characteristics 
of  disease  in  the  population.  Its  emphasis 
is  different  from  that  of  clinical  medicine 
which  is  directed  toward  the  symptomatic 
patient  and  the  correction  of  his  pathologic 
deviations.  Like  the  clinician,  the  epi- 
demiologist also  takes  account  of  the 
“case”  as  his  unit  of  observation.  From 
the  aggregate  of  cases,  he  enumerates  the 
host  factors,  such  as  age  and  sex  predilec- 
tion, ways  of  living,  pre-existing  physio- 
logic status,  immunity  and  resistance,  or 
others  that  may  be  contrasted  with  the 
degree  to  which  like  characteristics  are 
present  in  the  unaffected  portion  of  the 
population.  The  relationship  of  environ- 
mental factors  to  the  disease  under  in- 
vestigation is  similarly  assessed.  Among 
the  biologic,  physicochemical,  and  psycho- 
social forces  that  make  up  the  environment 
are  found  the  antecedent  and  contributory 
causes  that  influence  the  prevalence  and 
progression  of  disease.  Not  apart  from 
other  environmental  factors  is  the  inciting 
cause  or  etiologic  agent  if  known.2 

It  seems  evident  that  epidemiologic  ob- 
servations are  of  value  in  understanding 
the  initiation  and  perpetuation  of  chronic 
and  noninfectious  conditions  such  as  lung 
cancer,  industrial  disorders,  and  mental 
abnormalities  just  as  they  are  in  the  eluci- 
dation of  tuberculosis,  food-borne  gastro- 
enteritis, or  hospital  infections.  Physi- 
cians are  becoming  more  cognizant  that 
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recognition  of  the  total  picture,  the  natural 
history  of  a disease,  is  as  essential  to  its 
ultimate  prevention  and  control  in  the 
community  as  is  clear  understanding  of  its 
clinical  aspects  for  therapeutic  manage- 
ment of  the  individual.  The  epidemiolo- 
gist and  preventive  medical  officer  on  the 
other  hand  are  orienting  themselves  toward 
the  major  chronic  diseases.  Without  re- 
linquishing the  goal  of  primary  prevention, 
they  must  give  due  attention  to  the  closer 
objectives  of  early  disease  detection,  limita- 
tion of  disability,  and  rehabilitation,  mo- 
bilizing the  necessary  community  resources 
to  these  ends.  Here  the  interests  of 
hospital  and  public  health  agencies  coin- 
cide. 

Hospital  epidemiology  in  New  York  City 

It  was  in  this  climate  that  the  hospital 
epidemiology  program  in  New  York  City, 
now  in  its  third  year,  was  initiated.  Other 
reasons  for  its  inception  centered  about 
communicable  disease  problems  still 
current.  Hospital-acquired  infections 
continue  to  pose  a threat.  Infectious 
diseases  in  the  community,  subject  to  field 
epidemiologic  investigation,  come  into  the 
hospital  and  must  also  be  pursued  there. 
With  the  closing  of  special  hospitals  for 
contagious  diseases,  such  cases  are  ad- 
mitted to  general  hospitals  which  in  turn 
may  seek  guidance  in  isolation  procedures 
and  other  preventive  measures.  In  view 
of  the  foregoing  considerations  it  seemed 
logical  to  have  within  the  hospital,  and 
chosen  from  its  own  medical  staff,  a physi- 
cian with  interests  in  the  epidemiologic 
aspects  of  disease  to  serve  as  hospital 
epidemiologist  and  to  maintain  liaison 
with  the  health  department  in  activities  of 
mutual  interest. 

The  development  of  the  program  has 
been  described  in  a previous  publication.3 
After  its  endorsement  by  the  respective 
county  medical  societies,  each  of  the  more 
active  hospitals  in  Brooklyn,  and  later  in 
Manhattan,  was  invited  to  nominate  a staff 
member  as  hospital  epidemiologist.  Those 
accepted  were  given  a short  course  of 
didactic  instruction  in  the  principles  of 
epidemiology  and  their  application  to  hos- 
pital practice.  They  were  then  assigned  to 
duty  in  their  own  institutions  under  the 
continuing  guidance  of  the  health  depart- 


ment and  its  program  supervisor.  They 
are  reimbursed  by  the  department  for  their 
services  on  a part-time  basis.  At  this  time 
38  hospitals  in  the  2 boroughs  have  epide- 
miologists, each  with  a dual  responsibility: 
to  his  hospital  and  to  the  health  depart- 
ment. 


Scope  of  hospital  epidemiology 

Implicit  in  the  initial  instruction  and  in 
the  continuing  supervision  that  follows  has 
been  definition  of  the  principal  objective  of 
the  program — improved  collaboration  be- 
tween hospitals  and  the  health  department 
for  the  enhancement  of  preventive  medical 
activities.  The  scope  of  hospital  epidemi- 
ology comprises  functions  directed  toward 
attainment  of  that  objective: 

I.  Investigation 

A.  Cases  of  reportable  illness  admitted 
to  the  hospital 

B.  Hospital-acquired  infection  or  out- 
breaks 

C.  Illness  in  personnel,  with  atten- 
tion to  infectivity 

II.  Surveillance 

A.  Central  reporting  systems 

1.  Intramural  reporting  for  detec- 
tion and  control  of  hospital 
infections 

2.  Notifiable  illness  to  health 
department 

B.  Direct  surveillance  of  selected  or 
critical  areas 

C.  Environmental  control 

D.  Screening  programs 

III.  Coordination 

A.  Hospital  administrator  and  medi- 
cal board 

B.  Hospital  infections  committee 

C.  Interdepartmental  coordination 

1.  Clinical  departments 

2.  Laboratory  and  blood  bank 

3.  Consultant  in  problems  of 
infection  or  epidemiology 

D.  Health  department  and  field  epi- 
demiologic services 

IV.  Education 

A.  House  staff  and  other  physicians 

B.  Ancillary  and  subprofessional  per- 
sons 

V.  Analytic  epidemiology 

A.  Data  from  individual  hospitals 

B.  Cooperative  studies  with  other 
institutions 

C.  In  conjunction  with  community 
studies 

Epidemiologic  investigation  of  cases, 
fundamental  in  the  follow-up  of  infection, 
is  directed  toward  verification  of  the  diagno- 
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sis,  sources  of  infection,  and  modes  of  trans- 
mission. In  the  presence  of  an  outbreak, 
the  relationship  of  each  case  to  a common 
source  may  thus  be  suggested  or  confirmed. 
Frequently  the  distinction  between  hos- 
pital-acquired infection  and  that  brought 
in  from  the  community  can  be  ascertained 
only  through  such  means.  Often  the  search 
for  subclinical  cases  or  carriers  is  essential 
for  clarification. 

Surveillance  procedures  are  useful  in  ob- 
taining more  complete  data  on  incidence  or 
prevalence.  One  such  mechanism  that  has 
been  instituted  in  each  participating  hos- 
pital, under  supervision  of  the  epidemiolo- 
gist, is  the  system  known  as  central  report- 
ing.4 In  each  patient  unit  the  nurse  or 
other  individual  in  charge  is  assigned  the 
duty  of  initiating  a report  of  each  case  of 
infectious  disease  as  soon  as  the  diagnosis 
has  been  confirmed  by  a physician.  The 
report  is  promptly  routed  to  a central  re- 
porting log  book  in  which  the  pertinent 
data  are  recorded.  The  laboratory  is  also 
required  to  transmit  to  the  central  log  a 
copy  of  any  report  of  its  findings  that  is 
indicative  of  infection.  Thus  a day-to-day 
picture  of  infection  in  the  hospital  is  easily 
discernible.  Danger  spots  or  incipient  out- 
breaks can  readily  be  detected  and  ex- 
peditiously investigated.  As  a subsequent 
check  on  the  reporting  procedure,  discharge 
diagnoses  of  infection  are  sent  to  central  log 
from  the  record  library.  An  incidental 
benefit  of  the  central  reporting  system  is 
that  it  facilitates  more  complete  reporting 
to  the  health  department  of  conditions  for 
which  notification  is  required. 

Direct  surveillance  for  a census  of  infec- 
tions may  be  performed  periodically  by  bed- 
side rounds  or  chart  inspection,  with  special 
attention  to  critical  areas  such  as  the  nurs- 
ery or  among  postoperative  patients. 
Surveillance  for  hazardous  environmental 
conditions  may  reveal  defects  in  sanitary 
maintenance  of  equipment,  deficiencies  in 
aseptic  technics,  faulty  food-handling  prac- 
tices, and  other  circumstances  that  may 
promote  infection.  It  is  apparent  that  the 
hospital  epidemiologist  may  actually  per- 
form only  a small  part  of  the  various  sur- 
veillance procedures  outlined  here,  but  he  is 
in  a strategic  position  to  direct  them. 

A surveillance  area  as  yet  inadequately 
developed  is  that  of  screening  for  chronic 
diseases.  In  some  hospitals  chest  roent- 


genograms and  serologic  tests  for  syphilis 
are  well  established  as  admission  routines. 
A few  have  begun  the  use  of  cytodiagnostic 
technics  for  detection  of  cervical  cancer, 
usually  on  a limited  scale,  but  perhaps  this 
function  will  be  expanded  under  the  stim- 
ulus of  current  interest  and  available  Fed- 
eral funds.  The  usual  procedures  for  col- 
lection and  examination  of  blood  and  urine 
specimens  are  inadequate  for  thorough 
screening  for  diabetes,  while  routine  testing 
for  glaucoma  is  eschewed  even  by  depart- 
ments of  ophthalmology.  The  establish- 
ment of  early  case-finding  programs  pre- 
sents a challenge  to  the  pioneering  epide- 
miologist. 

Because  of  the  broad  range  of  his  interests 
throughout  the  hospital,  it  is  essential  that 
the  epidemiologist  maintain  close  coordina- 
tion with  its  various  components  of  opera- 
tion. Direct  communication  with  the  hos- 
pital administrator  and  medical  board  is 
helpful  in  this  regard.  All  of  our  hospital 
epidemiologists  are  members  and  often 
chairmen  of  their  infections  committees. 
They  encourage  uniform  practices  in  the 
clinical  services  and  serve  as  consultants  to 
them  in  problems  related  to  infection  or 
epidemiology.  In  coordination  with  the 
laboratory  and  blood  bank  they  may  advise 
on  the  collection  of  appropriate  laboratory 
specimens  and  their  interpretation,  or  help 
in  guarding  against  transfusion  accidents. 
Liaison  with  the  health  department  and  its 
field  epidemiologists  is  maintained  by  peri- 
odic meetings  at  which  the  program  super- 
visor presides. 

The  hospital  epidemiologist  has  an  im- 
portant role  in  the  medical  education  pro- 
gram. Instruction  in  epidemiology  and 
preventive  medicine  furnishes  a valuable 
complement  to  the  clinical  subjects  pre- 
sented to  interns  and  residents.  The  epi- 
demiologist should  also  contribute  to  the 
education  of  nonmedical  personnel  in  hos- 
pital hygiene,  sanitation,  and  asepsis. 

Analytic  epidemiology  implies  a research 
approach;  that  is,  extension  of  current 
knowledge  of  the  ecologic  determinants  of 
disease  rather  than  the  mere  application  of 
control  measures  to  factors  already  known. 
This  is  not  new  to  hospital  epidemiology. 
Investigators  have  often  utilized  hospital 
cases  for  clinical  studies  and  therapeutic 
trials  with  adequate  controls.  Studies  like 
these  need  not  be  alien  to  the  hospital  epi- 
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demiologist,  but  his  contributions  may  be 
more  significant  in  epidemiologic  research 
that  cuts  across  specialty  lines.  Several 
examples  may  be  included  under  opera- 
tional research,  such  as  the  use  of  popula- 
tion data  in  evaluation  of  hospital  care  or  in 
planning  for  expansion  of  facilities.  The 
attributes  of  the  hospital  epidemiologist 
also  find  greater  application  in  cooperative 
studies  conducted  jointly  by  a number  of 
institutions.  This  seems  especially  true  in 
a research  area  of  growing  importance, 
namely,  prospective  studies  in  the  natural 
history  of  chronic  diseases.  An  investiga- 
tion of  this  kind  involves  the  community 
where  specific  risk  factors  are  in  play  and 
where  preclinical,  latent,  and  early  cases  are 
present.  The  opposite  pole  of  the  biologic 
gradient  is  in  the  hospital  where  the  disease 
is  present  in  manifest  or  advanced  form  and 
where  more  advanced  diagnostic  and  thera- 
peutic skills  are  available.  Within  a par- 
ticipating hospital  the  lines  of  communica- 
tion from  the  epidemiologist  in  the  field, 
the  statistician,  the  clinical  specialist,  the 
pathologist,  and  others  are  most  logically 
channeled  to  the  hospital  epidemiologist. 

Conclusion 

The  hospital  epidemiology  program  in 
New  York  City  was  organized  in  response  to 
mutual  needs  of  hospitals  and  the  health 
department.  Foremost  was  the  need  for 
more  intimate  liaison  especially  in  the  inves- 
tigation and  control  of  hospital-based  infec- 
tious diseases.5  From  the  outset,  however, 
it  was  conceived  that  the  hospital  epidemi- 
ologist would  eventually  assume  a broader 
role.  To  some  extent  the  conception  has 
been  realized  through  his  teaching  activities 

!in  preventive  medicine,  special  investiga- 
tion in  noninfectious  diseases,  and  the 
limited  application  of  screening  programs. 
Since  our  epidemiologists  serve  on  a part- 
time  basis,  it  is  not  reasonable  to  expect 
that  they  can  achieve  the  full  scope  of  hos- 
pital epidemiology  as  it  has  been  presented 
here.  Nevertheless  the  basic  program  that 
they  have  encompassed  is  essentially  that 
proposed  by  Langmuir6  in  his  recommenda- 
tion that  each  hospital  or  medical  center 
appoint  a hospital  epidemiologist. 

Other  scientific  bodies  have  observed  this 
program  with  considerable  interest.  Partly 
as  a result  of  our  experience,  a hospital 


epidemiology  committee  was  recently  or- 
ganized in  the  section  on  epidemiology  of 
the  American  Public  Health  Association. 
Deliberations  of  this  committee  and  other 
organizations  have  pointed  out  certain 
paths  that  hospital  epidemiology  may  pur- 
sue. Some  of  them  are  (1)  hospital  records 
design  and  computer  processing;  (2)  hos- 
pital-acquired disease,  infectious  and  iatro- 
genic; (3)  research  utilizing  hospital  data 
in  evaluation  of  medical  care,  controlled 
studies  of  illness,  and  community  morbidity 
and  mortality  studies;  and  (4)  hospital 
planning  for  community  health  needs.7 

The  variety  of  proposals  from  groups 
with  diverse  interests  in  hospital  practice 
indicates  a definite  place  in  hospital  organ- 
ization for  the  epidemiologic  discipline. 
The  same  is  attested  to  by  the  continuing 
cooperation,  in  fact  enthusiasm  in  most 
instances,  manifested  in  the  New  York  City 
program  by  the  epidemiologists  and  admin- 
istrators concerned.  A program  embody- 
ing all  or  part  of  the  activities  already 
mentioned  should  be  adaptable  to  most 
kinds  of  hospitals:  community  hospitals, 

medical  teaching  centers,  and  institutions 
for  long-term  care,  including  mental  hos- 
pitals. 

One  may  anticipate  in  the  future  that 
hospitals  will  take  the  initiative  in  forming 
epidemiology  units  that  will  have  a well- 
defined  function  in  the  over-all  medical  care 
plan.  For  many,  a part-time  incumbent 
may  be  desirable  and  may  well  be  a physi- 
cian otherwise  engaged  on  a full-time  basis. 
For  large  institutions  a full-time  epidemiol- 
ogist is  suitable,  preferably  with  graduate 
training  in  epidemiology.  In  teaching  cen- 
ters the  department  of  preventive  medicine 
is  admirably  adapted  to  staff  such  a service. 
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The  literature  on  insect  sting  sensi- 
tivity has  tended  to  stress  the  immediate, 
anaphylactic  type  of  severe  reaction  to  such 
stings.  Furthermore,  the  impression  has 
often  been  given  that  if  the  reaction  can  be 
safely  controlled  for  approximately  an  hour, 
the  danger  would  be  over.  In  fact,  an 
article  stated  that  if  the  patient  did  not  die 
within  five  to  ten  minutes,  the  symptoms 
would  subside  and  he  would  be  well  in  from 
two  to  four  hours  except  that  urticaria 
might  persist  for  a day  or  two,  so  the  pa- 
tient could  be  dismissed  after  a few  hours. 1 
Etter,  Raymer,  and  Jackson2  report 
deaths  from  insect  stings  which  occurred 
from  ten  to  seventy-five  minutes  after  the 
sting.  This  feature  of  early  fatal  reaction 
in  a severe  sting  has  been  discussed  not  only 
in  the  United  States  but  in  other  parts  of 
the  world  as  well.  Lequerc3  states  that 
symptoms  may  regress  in  a few  hours  or 
more  rapidly  with  antihistamines  and  other 
therapeutic  agents. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Allergy,  February  17,  1966. 


Mueller4  calls  attention  to  the  possibility 
of  the  reaction  being  of  a toxic  nature  if  the 
number  of  stings  is  ten  or  more  and  he  sug- 
gests that,  as  a rule,  the  shorter  the  time 
interval  between  stings  and  the  onset  of 
symptoms,  the  more  severe  the  reaction 
will  be. 

Another  point  brought  out  by  the  same 
author  in  a later  article  provides  a clue  that 
may  lead  to  an  explanation  of  why  certain 
insect  sting  cases  may  pass  through  the 
immediate  dangerous  anaphylactic  period 
with  little  or  no  reaction,  but  after  a matter 
of  hours  or  several  days,  go  into  a serious 
emergency  or  fatal  termination.5  Mueller 
reported  that  of  55  children  with  insect 
sensitivity,  3 showed  negative  immediate 
skin  test  results  to  extracts  of  the  insects 
but  did  have  positive  delayed  skin  re- 
sponses. Furthermore,  17  other  cases  had 
both  immediate  and  delayed  skin  reactions. 
In  some  instances  the  delayed  reactions 
were  greater  than  the  corresponding  imme- 
diate reactions.  Also,  these  delayed-react- 
ing  patients  were  equally  divided  between 
the  two  mildly  sensitive  groups  and  the  two 
groups  with  severe  reactions. 

Further  attention  to  the  delayed  reac- 
tions in  insect-sensitive  persons  is  focused 
by  studies  of  the  Insect  Allergy  Committee 
of  the  American  Academy  of  Allergy  as 
reported  by  its  chairman  in  1964,  Eloise 
Kailin,  M.D.6  She  showed  73  cases  of 
insect  sting  sensitivity  with  a “serum  sick- 
ness” (delayed)  type  of  response  out  of  the 
registry  case  total  of  2,606  individuals. 
When  members  of  this  group  who  had  not 
been  immunized  received  a later  sting,  68 
per  cent  showed  a worse  response  than  pre- 
viously. 

Other  references  in  the  literature  give 
only  token  suggestions  of  the  possible  im- 
portance of  these  delayed  reactions.  For 
example,  a report  in  1955  stressed  the  fact 
that  whereas  reactions  of  the  severe  type 
usually  occur  within  a few  minutes,  they 
may  not  appear  until  after  twenty-four 
hours  and  rarely  do  not  become  evident 
until  after  a four-  to  ten-day  interval  follow- 
ing one  sting.7 

Fatal  terminations 

The  possible  seriousness  of  these  delayed 
reactions  can  be  seen  in  a report  by  O’Con- 
nor et  al.,  in  1964, 8 on  deaths  from  wasp 
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stings.  In  a study  of  data  obtained  in  99 
cases  whose  certificates  indicated  insect 
stings  as  the  causative  agents,  the  interval 
between  sting  and  fatal  termination  varied 
between  two  and  eighteen  days  in  11  in- 
dividuals. Five  of  these  were  listed  as  due 
to  infection. 

While  it  is  necessary  not  to  overlook  the 
possibility  of  delayed  complications  from 
infections,  the  present  discussion  is  directed 
toward  the  seriousness  of  delayed  allergic 
reactions  to  stings  and  ways  of  preventing 
their  occurrence. 

In  1962  Herrera9  reported  the  death  of  a 
fifty-year-old  man  from  generalized  visceral 
and  cerebral  hemorrhages  approximately 
ten  days  after  the  second  of  two  bee  stings 
a week  apart.  No  reaction  had  been  ap- 
parent until  the  onset  of  bloody  sputum  and 
petechiae  three  days  after  the  second  sting. 

Jellinger  and  Spunda,  in  1961, 10  re- 
ported a death  occurring  about  twenty-nine 
days  following  a hornet  sting  on  the  arm. 
There  was  an  intense  immediate  local  reac- 
tion lasting  five  days.  There  were  progres- 
sive neurologic  changes,  and  the  post 
mortem  showed  marked  edema  and  degen- 
erative disease,  mostly  in  the  lower  cervical 
and  thoracic  regions  of  the  spinal  cord,  very 
probably  due  to  an  allergic  reaction.  The 
greatest  changes  seemed  to  be  in  the  vascu- 
lar walls  and  perivascular  tissues  of  the 
areas  noted. 

In  a study  on  insect  sting  deaths  being 
made  by  the  essayist  for  the  Insect  Allergy 
Committee  of  the  American  Academy  of 
Allergy,  a similar  case  has  been  reviewed. 
In  1959,  a forty-year-old  man  went  into  a 
coma  en  route  to  the  hospital  after  a 
bumblebee  sting.  He  died,  one  hundred 
nine  days  after  without  fully  regaining  his 
cerebral  faculties,  from  a course  of  gradual 
neurologic  deterioration. 

Another  delayed  type  of  death  may  occur 
which  has  a much  shorter  incubation  period 
and  may  happen  just  as  the  physician  is 
beginning  to  feel  relieved  that  the  danger 
point  is  past.  Such  a case  was  a fifty- 
eight-year-old  man  who  was  stung  by  a 
honeybee  in  1960  and  treated  in  a hospital 
two  hours  later  with  epinephrine  and 
meperidine  (Demerol)  75  mg.  with  tem- 
porary good  improvement.  However, 
after  another  two  hours,  he  suddenly  was 
unable  to  breathe  and  ten  minutes  later  his 
heart  stopped  as  all  emergency  measures 


DELAYED  ALLERGIC  REACTIONS  to  insect 
stings  may  be  serious  and  even  fatal.  Car- 
diac infarction  may  occur  during  a severe 
response.  Anaphylaxis  is  often  accompanied 
by  vascular  collapse.  Allergic  responses 
include:  marked  tissue  edema,  hemor- 

rhagic reaction,  varying  degrees  of  damage 
to  the  nervous  system,  and  vascular  collapse 
associated  with  its  symptoms.  The  part 
chemical  factors  in  insect  sting  venom  play  as 
causative  agents  in  sting  reactions  is  under 
study.  The  clinician  must  acquaint  and 
prepare  himself  not  only  for  immediate 
emergencies  but  also  for  possible  delayed 
reactions  that  may  occur  at  any  time  up  to 
approximately  seven  days  from  the  time  of  one 
or  more  stings.  Five  steps  for  management 
are  described. 


failed.  The  post  mortem  showed  marked 
emphysema  and  some  food  in  the  small 
bronchi  with  marked  generalized  tissue 
eosinophilia.  The  white  blood  count  was 
10,000,  but  blood  eosinophils  were  only  3 
per  cent. 

A similar  case  was  a forty-year-old  man 
who,  in  the  summer  of  1960,  developed 
abdominal  pain  after  receiving  ten  stings 
thought  to  be  from  honeybees.  He  was 
first  seen  by  a surgeon  for  the  pain  who 
referred  him  to  a medical  man.  Death 
occurred  six  hours  after  the  stings.  The 
post  mortem  showed  marked  emphysema, 
pulmonary  edema,  and  intense  hyperemia 
of  gastric  and  duodenal  mucosa  as  well  as 
the  kidney  tissues. 

The  insidious  nature  of  some  of  these 
fatal  reactions  is  again  shown  in  the  case  of 
a young  man  of  twenty-one  years  who  re- 
ceived about  40  yellow  jacket  stings  and 
was  taken  to  a doctor  complaining  of  nausea 
and  weakness.  Because  of  apparent  im- 
provement, no  medication  was  given  except 
bed  rest.  After  three  days  with  no  symp- 
toms, urticaria  and  angioneurotic  edema 
occurred  and  became  progressively  worse. 
Death  followed  on  approximately  the  ninth 
day  after  the  stings. 

A fifty-seven-year-old  woman  died  in 
1961,  eight  days  after  a single  sting.  The 
cause  of  death  was  diagnosed  as  allergic 
nephritis  and  renal  failure. 

There  is  still  another  type  of  dangerous, 
slightly  delayed  reaction  which  probably 
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belongs  with  the  immediate  anaphylactic 
response,  at  least  in  part.  It  includes 
patients  who  may  or  may  not  have  received 
prophylactic  doses  of  epinephrine  with 
apparent  improvement,  only  to  develop 
angioneurotic  edema  suddenly,  with  closure 
of  the  larynx  and  immediate  death.  Sev- 
eral case  records  show  such  happenings  en 
route  from  the  doctor’s  office  to  the  hospi- 
tal. One  occurred  in  the  doctor’s  office  and 
2 others  after  they  had  taken  antihista- 
mines with  feelings  of  relief. 

Nonfatal  terminations 

The  discussion  thus  far  has  dealt  ex- 
clusively with  cases  of  insect  stings  having 
fatal  terminations.  There  are  similar  cases 
in  the  literature  of  those  who  went  through 
stormy  clinical  courses  with  gradual  partial 
or  complete  recovery.  One  of  the  neuro- 
logic type  was  reported  by  Williams. 11 
This  man,  after  an  extremely  severe  reac- 
tion including  mental  changes  and  other 
signs  of  central  nervous  system  damage, 
recovered  only  partially.  A similar  case 
was  described  to  the  writer  by  Kailin  in 
1962. 12  This  was  a patient  who  was  in 
coma  for  sixteen  days  following  a sting  reac- 
tion and  was  left  with  a permanent  hemi- 
plegia and  a Parkinson  type  of  tremor. 

Nonfatal  hemorrhagic  types  of  delayed 
reaction  to  insect  stings  include  a case  re- 
ported by  Burke  and  Jellinek.13  This  was 
a four-year-old  child  who  developed  diar- 
rhea and  intestinal  bleeding  four  days  after 
one  sting;  stupor,  hematuria,  and  purpura 
then  occurred.  There  was  apparent  com- 
plete recovery  on  the  forty-fifth  day.  The 
diagnosis  was  Schonlein- Henoch  syndrome 
following  insect  bites.  A similar  reaction 
was  recorded  by  Siegel,  Brown,  and  Di 
Leo.14  They  reported  a case  of  immediate 
ecchymosis  around  several  mosquito  bites 
and  later  on  the  abdomen.  At  twenty-four 
hours  there  was  fever,  nausea,  and  vomiting 
for  two  days.  Then  urticaria  developed 
with  hematemesis  and  melena.  At  one  week 
the  patient  was  practically  asymptomatic 
and  was  discharged  after  two  weeks. 

Feingold  and  Benjamini15  reported  de- 
layed local  reactions  to  flea  bites  in  which 
there  had  been  no  preceding  wheals.  They 
occasionally  progressed  to  vesicles  and  even 
bullae  lasting  for  one  or  two  weeks,  but  no 
systemic  response  occurred. 


Cardiac  factors 

There  is  a type  of  delayed  reaction  to 
insect  stings  in  which  the  relation  to  possi- 
ble allergic  factors  is  difficult  to  explain. 
This  is  the  onset  of  cardiac  infarction  during 
a severe  response  to  stings.  An  example  is 
a sixty-eight-year-old  man  who  was  stung 
by  a wasp  and  collapsed.  A physician  gave 
epinephrine  (Adrenalin)  and  the  patient 
was  placed  in  a hospital.  An  electrocardio- 
gram reported  acute  cardiac  infarction. 
The  patient  was  comfortable  for  seven  days 
and  then  died. 

O’Connor  et  al .8  in  their  fatal  sting  cases 
stated  that  13  of  42  cases  with  sufficient 
data  for  analysis  were  signed  out  as  deaths 
due  to  some  type  of  heart  failure.  From 
the  figures  they  suggest  that  there  was  a 
contributing  mechanism  which  may  have 
been  a predisposing  agent  toward  a fatal 
outcome.  The  writer  reviewed  their  data 
and  found  several  factors  which  may  raise 
further  questions.  One  was  that  8 of  the  13 
cases  were  listed  as  due  to  heart  failure  and 
anaphylaxis.  However,  since  anaphylaxis 
is  often  accompanied  by  vascular  collapse, 
it  may  well  be  the  real  cause  of  the  so-called 
heart  failure  rather  than  that  the  heart 
being  primarily  at  fault.  A second  factor  is 
that  in  10  of  the  99  reported  deaths,  there 
was  a positive  history  of  heart  disease, 
mainly  arteriosclerotic  in  type,  but  their 
deaths  were  not  attributed  to  coronary 
occlusion  and  myocardial  infarction.  In 
fact,  a post  mortem  on  one  reported  no 
myocardial  damage.  So  that  in  at  least  8 
or  9 out  of  the  10  cases  with  (positive?) 
heart  disease  history,  the  actual  cause  of 
death  was  not  primarily  listed  as  due  to  this 
disease.  In  another  case  with  a history  of 
severe  coronary  sclerosis,  the  post  mortem 
reported  death  due  to  “coronary”  or  ana- 
phylaxis. A third  factor  is  that  in  the 
remaining  3 of  the  13  deaths  with  suspected 
heart  disease,  1 patient  had  a myocardial 
infarct  seven  days  before  death,  but  no  post 
mortem  was  done.  The  second  patient  had 
a history  of  arteriosclerotic  heart  disease 
but  no  necropsy  was  done,  and  the  case 
was  signed  out  as  acute  myocardial  infarc- 
tion from  anaphylaxis.  The  third  case  had 
no  history  of  coronary  disease,  but  the  au- 
topsy showed  coronary  thrombosis. 

The  conclusions  then  to  be  drawn  from 
this  discussion  of  cardiac  factors  in  relation 
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to  a fatal  outcome  from  insect  stings  would 
seem  to  be  that  there  is  insufficient  evidence 
to  place  arteriosclerotic  heart  and  vascular 
changes  as  important  primary  factors  in 
deaths  due  to  stings,  at  least  for  the  present. 
It  will  require  careful  analysis  of  much  more 
pathologic  material  before  a clear  decision 
can  be  made. 

Allergic  features 

So  we  return  now  to  the  allergic  features 
in  these  reactions  from  insect  stings  and  our 
special  interest  of  the  moment  concerning 
delayed  types  of  reaction. 

We  have  cited  case  histories  with  several 
definitely  different  types  of  clinical  response 
to  stings.  One  type  has  resulted  primarily 
in  marked  tissue  edema.  We  see  it  in  prac- 
tice as  urticaria,  angioneurotic  edema,  and 
also  in  its  most  serious  form  as  laryngeal 
edema  and  acute  emphysema.  We  have 
noted  that  it  may  be  delayed  in  its  onset 
and,  therefore,  if  absent  at  the  time  of  a 
sting,  the  possibility  of  its  occurring  later 
must  not  be  forgotten. 

Another  type  of  allergic  response  to  stings 
is  the  hemorrhagic  reaction.  While  this  is 
the  most  likely  to  be  delayed  in  making  its 
existence  apparent,  an  early  occurrence  has 
been  shown  in  patients  who  died  minutes 
after  being  stung.  These  individuals  have 
shown  large  hemorrhages  in  body  cavities, 
organs,  and  tissues  throughout  the  entire 
structure. 

A third  type  of  clinical  response  which  we 
have  seen  is  the  one  which  resulted  in  vary- 
ing degrees  of  damage  to  the  nervous  sys- 
tem. Jellinger  and  Spunda10  quoted 
another  case  from  the  foreign  literature  of  a 
thirty-five-year-old  man  who  became  coma- 
tose after  multiple  wasp  stings  and  died  two 
months  later.  The  necropsy  showed  wide- 
spread necrosis  throughout  the  brain. 
Other  cases  are  reported  of  milder,  transient 
neurologic  disturbances  from  stings.  At- 
tention has  been  drawn  to  varying  hemor- 
rhagic reactions  of  the  cerebrospinal  tissues 
in  some  of  the  cases  autopsied  after  fatal 
sting  reactions. 

The  fourth  type  of  allergic  response  in 
human  beings  to  insect  stings  is  character- 
ized by  vascular  collapse  associated  with 
weakness,  pallor,  perspiration,  rapid 
thready  pulse,  fall  in  blood  pressure;  cold, 
clammy  skin,  and  faintness.  Brown16  gave 


such  a patient  10  cc.  of  epinephrine  1 : 1,000 
intravenously  in  fractional  doses  over  sev- 
eral hours  for  repeated  dangerous  drop  in 
blood  pressure  before  the  circulation  could 
be  restabilized  and  this  patient  transported 
to  the  hospital  from  his  country  home. 

The  relationship  of  kinin,  histamine, 
5-hydroxytryptamine,  and  hyaluronidase, 
which  are  the  chemical  factors  in  insect 
sting  venom  suspected  of  at  least  playing  a 
part  as  the  causative  agent  in  sting  reac- 
tions, are  still  under  study.  Their  relation- 
ship to  other  body  proteins  of  the  insect  in 
these  allergic  reactions  has  likewise  to  be 
established. 

Methods 

An  important  role  for  the  clinician  as 
brought  out  in  this  discussion  would  be  to 
acquaint  and  prepare  himself  thoroughly 
not  only  for  the  immediate  emergencies 
which  may  arise  from  insect  sting  reactions 
but  also  for  possible  delayed  reactions  which 
may  occur  at  any  time  up  to  approximately 
seven  days  from  the  time  of  one  or  more 
stings.  A review  of  treatment  for  these 
emergencies  suggests  that  as  an  apparently 
severe  problem  presents  itself,  a more  im- 
mediate and  thorough  program  should  be 
initiated  and  carried  out  before  hospitaliza- 
tion if  the  patient  is  in  a physician’s  office 
or  even  in  the  private  home.  The  following 
steps  are  suggested  as  a basis  which  may  be 
modified  as  circumstances  dictate. 

Step  1.  With  patient  lying  down  with 
moderate  head  elevation,  give  an  injection 
of  epinephrine  (1 : 1,000)  subcutaneously  0.5 
cc.  proximal  to  the  sting  site  if  on  an  ex- 
tremity and  proximal  to  where  a tourniquet 
can  next  be  applied  above  the  sting  site. 
Attach  a blood  pressure  cuff  on  an  arm  if 
not  involved  with  a sting  area. 

Step  2.  If  symptoms  increase,  intrave- 
nous administration  of  antihistamine  (ex- 
ample: 10  mg.  chlorpheniramine,  intra- 

venously, or  intramuscular  administration 
of  100  mg.  of  the  same  drug)  should  be  done. 

Step  3.  If  symptoms  still  have  not  im- 
proved, intravenous  injection  of  a corticos- 
teroid such  as  100  mg.  hydrocortisone 
sodium  succinate  (Solu-Cortef)  should  be 
given.  If  there  is  a vein  problem,  a slower- 
acting  intramuscular  corticosteroid  may  be 
substituted. 

Step  4.  Start  oxygen  by  mask  and  repeat 
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epinephrine  1 : 1,000  0.5  cc.  if  necessary  and 
if  it  is  available. 

Step  5.  Give  nikethamide  (Coramine)  10 
to  15  cc.  preferably  intravenously  or  intra- 
muscularly for  signs  of  shock.  Additional 
steps  to  combat  laryngeal  edema  will  in- 
clude use  of  tongue  clamps,  suction,  intuba- 
tion, and  possible  tracheotomy  in  qualified 
hands. 

It  is  the  purpose  in  suggesting  these 
measures  to  save  time  and  confusion  and 
allow  the  physician  more  opportunity  to 
study  the  patient’s  responses  as  he  goes 
along  and  keep  better  records  for  subse- 
quent hospitalization. 

This  procedure  might  well  be  used  for 
anaphylactic  reactions  to  drugs,  blood, 
biologicals,  and  other  venoms. 

In  severe  immediate  reactions,  modifica- 
tions of  this  schedule  may  be  made  as  symp- 
toms and  findings  dictate.  Close  watch 
should  be  kept  of  the  blood  pressure,  pulse, 
prothrombin  time,  complete  blood  count, 
platelets,  respirations,  and  electrocardio- 
grams. Sputum  and  feces  should  be 
checked  for  evidence  of  hemorrhage,  as 
should  urine. 

In  the  large  numbers  of  patients  who  are 
stung  and  show  no  immediate  sign  of  reac- 
tion, the  physician  obviously  cannot  place 
them  in  a hospital  or  even  restrict  or  use 
such  heroic  measures.  Most  of  these  will 
have  no  reaction  of  any  kind.  However, 
since  in  most  instances  no  one  can  predict 
that  a severe  delayed  reaction  may  not 
occur,  it  is  reasonable  to  consider  oral 
ephedrine,  antihistamine,  steroid,  and  anti- 
biotic medication  for  a seven-day  period  as 
prophylaxis.  This  applies  especially  to 
those  who  have  not  been  immunized  against 
insect  stings. 

To  those  who  have  had  previous  severe 
reactions  to  such  stings  and  to  those  who 
have  had  multiple  stings,  special  close  sur- 
veillance should  be  given. 


Summary 

To  summarize  briefly  the  important 
features  of  the  discussion  just  presented,  the 
first  point  is  that  delayed  reactions  to  insect 
stings  may  be  serious  or  even  fatal.  They 
may  occur  without  immediate  severe  reac- 
tions. The  types  of  delayed  reaction  may 
be  similar  to  the  immediate  anaphylactic 
features  of  severe  edema,  hemorrhage, 
vascular  collapse,  or  neurotoxic  disturb- 
ances. 

A therapeutic  regimen  for  preventing  and 
controlling  these  possibly  dangerous  reac- 
tions is  outlined. 

140  East  54th  Street 
New  York  City  10022 
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Squamous  cell  carcinoma  and  basal  cell 
carcinoma  comprise  the  majority  of  skin 
cancers  and  are  treated  by  various  meth- 
ods. Selection  of  the  method  of  therapy 
that  will  eradicate  epithelioma  and  that 
will  produce  minimum  disability  and  dys- 
function for  the  patient  is  based  on  certain 
biologic  characteristics  of  epithelioma  and 
of  the  underlying  tissues.  This  report 
discusses  the  selection  of  treatment  for 
epitheliomas. 

Squamous  cell  carcinoma  and  basal  cell 
carcinoma  do  not  have  identical  biologic 
characteristics;  however,  the  early  lesions 
of  both  epitheliomas  respond  similarly  to 
treatment.  Consequently,  treatment  for 
localized  epithelioma  does  not  depend 
primarily  on  cell  type,  and  the  selection  of 
treatment  of  basal  cell  and  squamous  cell 
carcinoma  can  be  considered  together. 
Radiation,  excision,  and  electrothermic 
destruction  have  become  standard  treat- 
ments for  epitheliomas.  In  the  past  few 
years  chemosurgery  has  become  an  ac- 
cepted method  of  treatment  for  some 
epitheliomas.  Several  current  areas  of 
research  indicate  that  additional  methods 

Presented  at  the  159th  Annual  Meeting,  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  February  18, 1965. 


electrosurgery,  excision  surgery,  and 
radiation  therapy  are  standard  treatments  for 
epitheliomas,  and  chemosurgery  has  become 
an  accepted  method  for  some.  Since  all 
these  stuctures  grow  in  a continuous  cellular 
structure  and  often  in  peripheral  extension, 
treatment  is  successful  if  the  extent  and  depth 
of  the  tumor  has  been  estimated  correctly  and 
all  the  tumor  is  eliminated.  The  treatment 
selected  depends  on  the  skill  and  familiarity 
with  the  method  of  the  therapist.  However, 
one  of  these  methods  will  be  superior  to  the 
others  in  certain  situations;  treatment  for 
squamous  cell  carcinoma  and  basal  cell  car- 
cinoma should  not  only  eradicate  the  epi- 
thelioma but  also  produce  minimum  disability 
and  dysfunction  for  the  patient. 


of  treatment  for  epithelioma  may  be  avail- 
able in  the  future.  As  yet,  however,  such 
investigational  technics  as  laser  radiation, 
local  chemotherapy,  and  systemic  chemo- 
therapy  are  not  recommended  for  the  rou- 
tine treatment  of  epitheliomas. 

Each  of  the  standard  methods  is  effective 
in  eradicating  epitheliomas  because  of  one 
biologic  characteristic  of  these  tumors,  that 
is,  that  epithelioma  grows  in  a continuous 
cellular  structure.  Each  of  the  technics 
cures  epithelioma  if  the  treatment  en- 
compasses the  entire  continuum  of  the 
tumor.  Another  biologic  characteristic  of 
epithelioma,  especially  basal  cell  carcinoma, 
is  that  the  tumor  often  grows  in  peripheral 
extension  by  the  formation  of  narrow 
cellular  strands  rather  than  by  the  uniform 
advancement  of  the  entire  border  of  the 
tumor.  Treatment  failure  occurs  with  any 
technic  if  such  peripheral  or  deep  extensions 
of  the  tumor  are  not  included  in  the  treat- 
ment field. 

Indications  for  selection  of  each  treat- 
ment vary  among  therapists  principally 
because  of  individual  familiarity  and  com- 
petence with  one  of  the  methods.  The 
common  skill  possessed  by  successful  prac- 
titioners of  electrosurgery,  excision  surgery, 
and  radiation  therapy  is  the  ability  to 
estimate  the  extent  and  depth  of  the  tumor, 
so  that  regardless  of  the  method  utilized 
all  of  the  tumor  is  eliminated. 

Although  all  of  the  standard  methods  of 
therapy  can  eradicate  small  epitheliomas 
with  very  little  disability  and  dysfunction, 
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one  of  the  methods  is  clearly  superior  to 
others  in  certain  situations.  Two  dis- 
advantages in  treating  all  epitheliomas 
with  a single  method  are:  (1)  Failure 

rates  of  some  types  of  epitheliomas  are  not 
identical  for  all  methods;  and  (2)  although 
failure  rates  may  be  equal  in  some  types  of 
epithelioma,  other  results  of  treatment  such 
as  convenience  for  the  patient,  cosmetic 
result,  and  function  of  the  treated  site  may 
be  different  with  different  methods.  Spe- 
cial indications  for  a particular  treatment 
technic  may  be  determined  by  the  biologic 
characteristics  of  the  tumor  and  of  the 
tissues  surrounding  the  tumor. 

Electrosurgery 

Electrocoagulation  is  almost  uniformly 
successful  in  treating  epitheliomas  that 
have  the  biologic  characteristics  of  small 
size,  diameter  less  than  10  mm.;  location 
on  flat  surfaces  such  as  forehead,  cheek, 
and  trunk;  and  depth  no  greater  than  the 
skin  or  upper  subcutaneous  tissue.  Skin 
healing  following  electrocoagulation  is  so 
uniformly  rapid  and  complete  that  a cos- 
metically acceptable  scar  is  predictable. 
Thus  the  advantages  of  electrocoagulation 
are  a high  cure  rate,  simplicity  and  con- 
venience of  treatment,  and  a cosmetic  scar. 

Electrocoagulation  is  also  indicated  for 
small  epitheliomas  that  arise  in  late  radia- 
tion dermatitis.  Further  radiation  is 
usually  precluded  in  such  areas,  and  surgi- 
cal excision  involves  an  unnecessary  in- 
convenience for  the  patient  as  well  as  in- 
creased incidence  of  poor  wound  healing  at 
the  sites  of  radiation  damage.  The  bio- 
logic characteristics  of  epitheliomas  men- 
tioned previously  are  also  a good  guide  for 
selecting  epitheliomas  in  late  radiation 
dermatitis  that  can  be  best  treated  with 
electrocoagulation.  Epitheliomas  in  radia- 
tion dermatitis  are  almost  always  multiple 
and  frequently  close  together.  The  sim- 
plicity of  electrosurgery  makes  possible  the 
removal  of  multiple  small  epitheliomas 
during  one  clinic  or  office  visit.  Although 
healing  after  electrocoagulation  is  not  as 
rapid  in  skin  showing  late  radiation  change 
as  it  is  in  normal  skin,  the  rate  of  healing 
is  sufficient  to  make  electrocoagulation  in 
areas  of  late  radiation  dermatitis  con- 
venient treatment.  Furthermore,  the 
scars  following  electrosurgery  of  epithe- 


lioma in  late  radiation  dermatitis  are  firm, 
stable,  and  cosmetically  acceptable. 

Electrocoagulation  is  a satisfactory  treat- 
ment for  multiple  superficial  basal  cell  or 
squamous  cell  carcinoma,  so-called  “ecze- 
matoid  epitheliomas.”  The  characteris- 
tics of  this  type  of  epithelioma  that  de- 
termine the  success  of  electrosurgery  are 
the  superficial  location  and  the  usual  distri- 
bution on  the  trunk  and  extremities.  Sur- 
gical excision  requires  multiple  operations 
and  often  multiple  skin  grafting  to  cover 
large  excision  sites.  Conventional  radia- 
tion therapy  to  such  large  superficial  lesions 
produces  correspondingly  large  radiation 
scars.  Electrothermic  destruction  pro- 
vides a rapid  method  for  removing  such 
multiple  lesions  on  an  outpatient  basis. 

Electrosurgery,  utilizing  the  cutting  cur- 
rent, has  a special  application  in  treating 
epithelioma  located  on  the  pinna.  Tumors 
that  involve  the  pinna  close  to  the  scalp 
or  ear  canal  so  no  margin  of  normal  tissue 
is  available  on  the  pinna  are  not  treated  by 
this  means.  Prior  to  using  the  cutting 
current  for  tumors  on  the  pinna,  surgical 
excision  was  the  treatment  of  choice;  how- 
ever, such  an  excision  required  careful 
approximation  and  suturing  of  the  skin 
surfaces  of  the  anterior  and  posterior 
pinna  over  the  exposed  cartilage.  Ampu- 
tation of  the  neoplastic  portion  of  the  pinna 
with  the  cutting  current  is  successful  be- 
cause the  exposed  cartilage  need  not  be 
covered  with  skin.  The  margin  of  the 
pinna  forms  epithelium  over  the  cartilage 
resulting  in  a smooth  pliable  scar.  Ex- 
perience in  planning  the  line  of  excision 
makes  it  possible  to  sculpture  the  ear  into  a 
cosmetically  acceptable  shape  even  though 
a major  portion  of  the  pinna  is  removed. 

Excision  surgery 

Surgical  excision  can  be  used  to  remove 
almost  any  epithelioma.  Small  lesions  that 
can  be  removed  by  electrocoagulation  also 
can  be  excised,  and  it  is  probable  that  far 
more  lesions  are  excised  than  electro- 
coagulated  in  this  country,  because  many 
more  physicians  are  trained  in  surgery  than 
in  electrosurgery.  Several  specific  situa- 
tions may  be  encountered  where  epi- 
theliomas are  too  large  to  be  treated  by 
electrocoagulation  and  where  excision  is 
superior  to  radiation  therapy. 
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Epitheliomas  occasionally  develop  as 
lesions  of  linear  shape.  This  biologic 
characteristic  of  shape  is  an  indication  for 
treatment  by  excision,  especially  if  the 
tumor  is  oriented  parallel  to  the  cleavage 
lines  or  natural  expression  folds.  Primary 
closure  of  the  surgical  wound  is  usually 
possible  following  excision  of  a linear  tumor, 
so  that  skin  grafts  or  flaps  are  unnecessary. 
A surgical  scar  paralleling  the  physiologic 
skin  folds  is  usually  very  acceptable  if  not 
inconspicuous. 

Large  epitheliomas  arising  in  late  radia- 
tion dermatitis,  produced  by  radiation 
therapy  for  benign  diseases  such  as  acne 
vulgaris  and  “eczema,”  are  usually  treated 
by  excision  rather  than  by  x-ray  therapy  to 
avoid  additional  radiation.  Because  all 
tissues,  including  skin,  can  tolerate  only  a 
certain  amount  of  radiation  without  perma- 
nent destruction,  additional  cancerocidal 
radiation  therapy  is  usually  not  indicated 
in  late  radiation  dermatitis. 

Residual  tumor  following  cancerocidal 
radiation  therapy  is  treated  by  excision  of 
the  recurrent  epithelioma  and  of  the  adja- 
cent radiation  scar.  Removal  of  the  re- 
sidual tumor  without  removing  all  the  area 
of  the  radiation  site  is  usually  an  error  be- 
cause in  radiation  therapy  failures  micro- 
scopic residual  tumor  may  exist  in  various 
parts  of  the  radiation  field.  The  treatment 
of  residual  tumor  following  radiation  ther- 
apy by  additional  radiation  therapy  is 
rarely  indicated  because  of  the  frequent  oc- 
currence of  radiation  necrosis  in  the  area  in- 
volved by  the  tumor  and  in  the  underlying 
soft  and  bony  structures. 

Very  large  epitheliomas,  more  than  3 cm. 
in  diameter,  of  the  scalp,  forehead,  and 
distal  extremities  are  best  removed  by  sur- 
gical excision  because  of  the  healing  charac- 
teristics of  thin  layers  of  subcutaneous 
tissues  overlying  bone.  Although  bone 
necrosis  can  be  prevented  by  fractionation 
of  radiation,  radiation  reaction  heals  slowly 
in  areas  in  which  skin  is  close  to  the  bone 
and  only  a thin  layer  of  subcutaneous  tissue 
I is  present.  Furthermore,  radiation  scars 

I over  bone  are  sometimes  complicated  by 
late  radiation  necrosis. 

Large  epitheliomas  of  the  eyelid  and  lip 
commissure  are  usually  an  indication  for 
excision,  because  the  function  of  the  lid  and 
lips  will  usually  be  more  normal  following 
excision  and  reconstruction  than  following 

* 


radiation  of  a large  tumor  in  these  areas. 
Involution  of  a large  tumor  of  the  lid  follow- 
ing radiation  leaves  a notch  or  irregular  lid 
margin  that  prevents  complete  closure  of 
the  lid  with  consequent  dryness  of  the 
cornea  and  conjunctivas.  Involution  of  a 
large  tumor  of  the  lip  commissure  also  may 
result  in  poor  function  in  that  the  radiation 
scar  distorts  the  commissure,  reduces  the 
size  of  the  mouth,  hampers  opening  of  the 
mouth,  and  reduces  pliability  of  the  lips. 
Such  dysfunction  of  the  lid  and  lip  are  less 
marked  following  surgery  than  following 
radiation,  because  excision  of  such  a large 
tumor  necessitates  reconstruction  by  graft, 
flap,  or  pedicle.  A reconstructed  lid  or  lip 
is  more  functionable  than  a large  radiation 
scar  in  these  areas. 

Epithelioma  invading  cartilage  or  bone  is 
removed  by  excision.  Radiation  ther- 
apy of  epithelioma  invading  bone  may  re- 
sult in  late  radiation  necrosis  of  bone  be- 
cause of  the  large  radiation  dose  required  to 
eradicate  the  tumor.  Late  radiation  ne- 
crosis of  bone  is  undesirable  because  of  pro- 
longed discomfort,  frequent  occurrence  of 
infection,  and  need  for  surgical  removal  of 
such  radiation  osteonecrosis.  Invasion  of 
bone  or  cartilage  by  epithelioma  is  most 
frequently  associated  with  squamous  cell 
carcinoma  of  the  lip  invading  the  mandible, 
basal  cell  epithelioma  invading  the  nose, 
and  basal  or  squamous  cell  epithelioma  in- 
vading the  skull  or  external  canal  of  the  ear. 

Chemosurgery 

Chemosurgery  by  Mohs’  technic  has 
gradually  replaced  scalpel  surgery  for  the 
treatment  of  some  epitheliomas.  Although 
chemosurgery  is  not  universally  available, 
its  use  is  becoming  more  widespread  be- 
cause it  provides  one  principle  advantage 
over  other  treatment  methods,  that  is,  mi- 
croscopic control  of  the  removal  of  the  tu- 
mor. Thus,  the  likelihood  of  incomplete 
removal  of  tumor  tissue  or  of  excessive  re- 
moval of  nontumor  tissue  is  decreased. 
Furthermore,  plastic  reconstruction  for 
functional  or  cosmetic  reasons  is  less  fre- 
quently required  following  chemosurgery 
than  following  scalpel  surgery.  By  observ- 
ing the  results  of  chemosurgery  in  a variety 
of  epitheliomas  it  has  been  possible  to 
formulate  a series  of  indications  for  this 
type  of  treatment.  Our  indications  for 
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chemosurgery  include  many  of  the  situa- 
tions which  are  described  under  scalpel  sur- 
gery. As  a general  indication  we  submit  to 
chemosurgery  those  tumors  that  have  the 
characteristic  of  peripheral  limits  that  are 
difficult  to  determine.  Most  of  the  epithe- 
liomas selected  by  this  criterion  fall  into 
five  overlapping  groups:  (1)  residual 

epithelioma  following  previous  treatment; 
(2)  multiple  epitheliomas;  (3)  epithelioma 
arising  in  late  radiation  change;  (4)  large 
ill-defined  epitheliomas  previously  un- 
treated; and  (5)  epitheliomas  invading 
bone  and  cartilage.  Of  tumors  in  these 
categories,  the  biologic  characteristic  which 
makes  their  cure  difficult  with  standard 
therapy  is  that  their  distal  extensions  are 
not  apparent  and  /or  very  difficult  to  eradi- 
cate by  standard  therapy.  The  success  of 
chemosurgery  in  treating  epitheliomas  in 
these  categories  is  due  to  the  ability  of  the 
chemosurgical  technic  to  follow  and  remove 
the  most  peripheral  extensions  of  the  tu- 
mor. The  ability  of  skin  and  of  subcutane- 
ous tissue  to  heal  following  treatment  with 
chemosurgery  is  so  characteristic  that  satis- 
factory functional  and  cosmetic  scars  are 
predictable  except  for  the  very  largest 
wounds. 

Radiation  therapy 

Radiation  therapy  with  roentgen  rays  is 
excellent  treatment  for  most  epitheliomas 
that  are  too  large  for  electrocoagulation. 
Except  for  the  special  instances  described 
under  electrosurgery,  scalpel  surgery,  and 
chemosurgery,  radiation  therapy  is  the  pre- 
ferred treatment  for  epitheliomas  larger 
than  1 cm.  in  diameter.  In  fact,  we  regard 
it  as  the  method  of  choice  for  lesions  on  the 
face  where  surgical  excision  might  result  in 
objectionable  deformity.  This  is  especially 
true  of  the  nose,  lip,  eyelids,  and  canthus. 
Epitheliomas  on  some  areas  of  the  face  have 
a tendency  to  follow  embryonal  planes  of 
closure;  tumors  in  the  nasolabial  fold  and 
preauricular  area  often  invade  deeply  along 
such  anatomic  pathways.  Penetrating  ra- 
diation therapy  will  destroy  deeply  invasive 
tumors  in  these  areas. 


The  biologic  characteristics  of  epithe- 
lioma, normal  skin,  and  subcutaneous  tissue 
on  which  radiation  therapy  is  founded  is 
that  the  rate  and  degree  of  recovery  from 
radiation  damage  is  not  the  same  for  tumor 
and  nontumor  skin.  The  amount  of  radi- 
ation necessary  to  cause  destruction  of  epi- 
thelioma while  permitting  recovery  of  sur- 
rounding skin  has  been  the  basis  of  continu- 
ing study.  The  selection  of  optimum  dos- 
age is  fundamentally  dependent  on  a con- 
sideration of  the  time  over  which  the  dosage 
is  spread.  Recovery  of  an  epithelioma  from 
radiation  damage  consisting  of  one  large 
dose  is  not  the  same  as  recovery  from  radi- 
ation damage  by  the  same  dose  divided  into 
multiple  daily  increments.  Study  of  the 
recovery  of  epithelioma  following  doses  of 
radiation  distributed  over  various  periods  of 
time  has  resulted  in  determination  of 
optimum  time-dose  relationships  for  treat- 
ing epitheliomas  that  provide  a predictable 
cure  rate  and  predictable  healing  of  tumor 
bed.  From  these  time-dose  relationships, 
cancerocidal  doses  can  be  determined  for 
treatment  time  periods  varying  from  a mas- 
sive single  dose  to  a total  dose  consisting  of 
daily  fractions  spread  over  days  and  weeks. 
Prolongation  of  the  over-all  treatment  time 
results  in  increased  skin  tolerance  and  prob- 
ably enhances  therapeutic  effectiveness. 
Therefore,  a fractionated  treatment  scheme 
is  preferable  to  the  single  massive-dose  tech- 
nic. 


Summary 

Squamous  cell  carcinoma  and  basal  cell 
carcinoma  comprise  the  large  majority  of 
skin  cancer.  Although  the  standard  meth- 
ods of  radiation,  excision,  and  electrocoagu- 
lation therapy  can  eradicate  many  epi- 
theliomas, one  of  these  methods  is  clearly 
superior  to  the  others  in  certain  situations. 
Certain  biologic  characteristics  of  these  tu- 
mors and  of  the  tissues  underlying  the  tu- 
mors determine  their  treatment. 
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T he  ingrown  toenail  has  vexed  medical 
practitioners  for  at  least  nine  hundred 
years.  Since  Albucasim  described  excision 
and  local  cauterization  in  the  eleventh 
century,  there  has  been  no  one  generally 
accepted  procedure  for  its  cure.1  A major 
reason  for  the  large  number  of  methods  is 
the  high  incidence  of  recurrence  following 
surgery.2  We  believe  that  this  is  the  result 
of  not  attacking  the  etiologic  factor. 

Most  authors  have  considered  that  the 
initiating  mechanism  is  to  be  found  in  soft 
tissue  elements.3,4  What  has  been  ob- 


ingrown toenail  is  produced,  by  an  under- 
lying bony  abnormality  of  the  distal  phalanx. 
Two  relevant  bone  configurations,  dorsal 
exostosis  of  the  tip  of  the  terminal  phalanx 
and  an  upward  sweep  of  the  distal  phalanx 
that  causes  a prominence  at  the  dorsal  tip 
of  the  phalanx,  cause  doming  of  the  distal 
portion  of  the  nail.  This  causes  abnormal 
tissue  pressure  in  the  paronychial  region. 
Adequate  treatment  should  not  only  take  care 
of  the  immediate  condition  but  also  prevent  a 
recurrence.  An  operative  procedure  is  de- 
scribed that  exposes  and  resects  the  exostosis 
or  upsweep,  eliminating  the  cause  and  leaving 
a tolerable  cosmetic  result. 


served  is  an  effect  and  not  a cause.  It  is 
our  contention  that  the  ingrown  toenail  is 
produced  by  an  underlying  bony  ab- 
normality of  the  distal  phalanx.  We  have 
noted  two  relevant  bone  configurations; 
the  first  is  a dorsal  exostosis  of  the  tip  of  the 
terminal  phalanx,  the  second  is  an  upward 
sweep  of  the  distal  phalanx  which  causes  a 
prominence  at  the  dorsal  tip  of  the  phalanx 
(Fig.  1).  Both  of  these  forms  cause  doming 
or  a cylindric  shape  of  the  distal  portion  of 
the  nail. 

The  result  of  this  nail  shape  is  abnormal 
tissue  pressure  in  the  paronychial  region 
when  the  patient  walks.  In  walking, 
during  the  final  push-off,  the  first  toe 
presses  down  against  the  walking  surface. 
The  distal  phalanx,  carrying  the  well- 
attached  nail,  compresses  the  pulp  beneath 
it.  The  pulp  “flows”  medially  and  lat- 
erally. Its  ability  to  “flow”  proximally 
and  distally  is  limited.  (If  the  reader 
presses  the  distal  phalanx  of  his  thumb  hard 


FIGURE  1.  Distal  phalanx  (A)  presenting  terminal  dorsal  exostosis,  (B)  upswept  configuration  (Courtesy  of 
W.  Yoslow,  M.D.),  and  (C)  normal  configuration. 
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NAIL 


FIGURE  2.  Relation  of  nail  to  paronychial  tissues 
in  cross  section. 


against  a flat  surface,  the  pulp  “flow” 
against  the  nail  edge  can  be  observed.)  It 
can  be  seen  from  the  diagram  that  there  is 
an  attack  angle  of  the  nail  edge  into  the 
paronychial  region  (Fig.  2).  As  the  nail 
edge  more  closely  approaches  the  vertical, 
the  attack  angle  becomes  acute,  and  there 
will  be  more  force  and  hence  more  trauma 
to  the  paronychial  tissues.  The  trauma- 
tized tissue  responds  first  by  a proliferative 
reaction.  If  the  effects  of  the  trauma  can- 
not be  dissipated  by  the  proliferation, 
devitalization  occurs,  and  a true  locus 
minor  is  resistentiae  has  occurred. 

The  attack  angle  of  the  nail  against  the 
flesh  is  a function  of  the  shape  of  the  distal 
portion  of  the  nail.  Doming  of  the  nail 
increases  the  attack  angle.  This  doming  is 
caused  by  the  upward  pressure  of  the  distal 
portion  of  the  terminal  phalanx  against  the 
nail  bed.  Both  the  upswept  terminal 
phalanx  and  the  small  exostosis  can  cause 
this.  In  a pulmonary  osteoarthropathy 
where  the  terminal  tuft  of  the  distal  pha- 
lanx is  enlarged,  a similar  doming  is  seen. 

The  upswept  phalanx  is  probably  con- 
genital in  origin.  The  exostosis  as  usually 
seen  is  to  be  distinguished  from  the  neo- 
plastic type,  which  is  progressive  and  can 
erode  through  the  nail.5  The  non-neo- 
plastic exostosis  is  probably  a response  to 
repeated  minimal  trauma. 

In  the  development  of  the  symptomatic 
ingrown  toenail,  an  external  source  of  pres- 
sure such  as  a tight  shoe  reinforces  the 
abnormal  tissue  pressure  caused  by  the 
acute  attack  angle.  There  is  a minor 
variety  of  symptomatic  ingrown  toenail 
usually  seen  in  the  preadolescent,  which  is 
characterized  by  a relatively  wide  nail  with 
turned  down  edges.  In  this  form  the  tight 
shoe  with  a thin  toe  box  that  causes  toe 
crowding  is  the  major  factor.  The  progress 
of  the  more  common  adult  form  of  the  in- 
grown  toenail  can  often  be  arrested  by  good 


nail  hygiene  and  proper  shoeing  in  spite  of 
the  underlying  configuration.6  The  per- 
sistently troublesome  case  that  comes  to  the 
surgeon  carries  with  it  the  problem  of  recur- 
rence. 

Adequate  treatment  should  not  only  take 
care  of  the  immediate  condition  (the  in- 
grown  toenail),  but  should  also  be  directed 
at  preventing  a recurrence.  This  means 
that  the  operative  procedure  must  be  more 
than  a soft-tissue  resection.  It  should  also 
correct  the  factor  that  causes  nail  doming. 
Although  ablation  of  the  distal  portion  of 
the  phalanx  and  the  nail  bed  will  effectively 
remove  the  exostosis,  the  cosmetic  results 
may  not  be  desirable.7  The  operative 
procedure  to  be  described  eliminates  the 
cause  and  leaves  a tolerable  cosmetic  result. 
Prior  to  the  operation,  an  x-ray  study  of  the 
toe  is  done.  This  will  reveal  the  underlying 
bone  shape  and  also  give  knowledge  of  a 
possible  osteomyelitis.  If  there  is  an  active 
spreading  infection,  the  condition  is  treated 
conservatively  until  quiescent.  A low- 
grade  localized  infection  does  not  interdict 
the  surgery. 

Method 

The  procedure  is  performed  in  an  oper- 
ating room  usually  under  general  anesthe- 
sia. A rubber  band  tourniquet  is  applied 
to  the  base  of  the  toe.  Wedge  resections 
which  include  the  nail,  nail  bed,  and  par- 
onychial tissue  are  taken  medially  and 
laterally  (Fig.  3A).  The  wedge  is  carried 
proximal  to  the  origin  of  the  nail  from  the 
matrix.  The  cuticle  of  the  nail  is  pushed 
back  and  the  nail  separated  from  the  nail 
bed.  An  incision  is  made  along  the  distal 
border  of  the  nail  bed  which  is  elevated 
from  the  phalangeal  periosteum.  The 
exostosis  or  upsweep  is  exposed  by  sharp 
dissection  and  resected  so  that  the  dorsal 
surface  of  the  phalanx  is  flat  (Fig.  3B). 
The  tourniquet  is  released  and  hemostasis  is 
secured.  The  edges  of  the  paronychial 
incision  are  loosely  approximated  with 
sutures.  The  nail  bed  flap  is  sutured  back 
down  to  the  pulp  edge.  It  has  seemed  that 
postoperative  pain  has  been  decreased  if 
absorbable  gelatin  (Gelfoam)  is  applied 
directly  to  the  nail  bed  surface  before  the 
compression  dressing.  The  dressing  is 
changed  in  five  to  seven  days,  and  warm 
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FIGURE  3.  Operative  procedure.  (A)  First  step — removal  of  medial  and  lateral  wedges.  (B)  Secon 
step — exposure  of  dorsal  surface  of  phalanx  by  reflection  of  nail  bed. 


peroxide  soaks  are  used  until  all  surfaces  are 
epithelized.  Ambulation  is  permitted  as 
tolerated.  Full  regrowth  of  the  nail  can 
vary  from  four  to  eight  months.  The 
longest  follow-up  in  our  series  is  over  two 
years.  There  is  no  indication  of  recurrent 
paronychial  pressure. 

Summary 

The  basic  cause  of  the  ingrown  toenail  is 
felt  to  reside  in  doming  of  the  distal  portion 
of  the  nail  caused  by  an  underlying  bone 
configuration.  The  doming  causes  ab- 
normal pressure  in  the  paronychial  region 
which  can  lead  to  soft  tissue  breakdown  and 
infection.  An  operative  procedure  is  de- 


scribed which  eliminates  the  initiating 
mechanism. 
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Morris  L.  West  stated  in  The  Shoes  of 
the  Fisherman  that  “time  is  a relative 
dimension  directly  related  to  man’s  capacity 
to  make  use  of  it.”1  At  Maimonides 
Hospital  of  Brooklyn  it  was  noticed  that 
considerable  time  was  being  lost  or  misused 
in  performing  diagnostic  dilatations  and 
curettages.  This  is  a common  problem  in 
most  voluntary  hospitals. 

The  first  time-consuming  facet  of  this 
procedure  was  found  to  be  the  actual 
admitting  of  the  patient  to  the  hospital. 
Because  Maimonides  Hospital  generally 
operates  at  about  95  per  cent  of  capacity, 
there  was  usually  a waiting  period  of 
three  to  four  weeks  for  an  elective  admis- 
sion. Sometimes,  even  when  the  patient 
was  actually  scheduled  to  be  admitted  to 
the  hospital,  the  bed  was  not  available,  and 
the  patient  was  told  at  the  last  minute  of 
the  cancellation.  Additional  time  was 
lost  in  scheduling  the  patient  for  the  opera- 


ting room,  since  frequently  a diagnostic 
curettage  was  pushed  aside  for  some  major 
procedure.  On  occasion,  a patient  expect- 
ing to  be  admitted  for  a two-day  stay  was 
forced  to  remain  three  days  because  of 
these  vagaries  in  the  operating  room 
schedule. 

It  is  virtually  impossible  to  calculate  the 
enormous  amount  of  time  consumed  by 
the  house  staff,  nursing  and  laboratory 
personnel,  and  housekeeping  and  dietary 
employes  in  admitting  and  caring  for  a 
woman  who  is  essentially  in  good  health 
and  is  admitted  solely  for  a diagnostic 
procedure.  The  attending  physician  is 
also  required  to  spend  time  visiting  these 
patients  during  their  hospitalization. 

It  was  with  these  thoughts  in  mind  that 
Maimonides  Hospital  decided  to  change  the 
procedure  to  cope  with  the  time  problem. 
The  solution  employed  was  to  consider  the 
diagnostic  dilatation  and  curettage  as  an 
outpatient  procedure  that  could  be  carried 
out  on  an  ambulatory  basis  in  the  out- 
patient department.  This  approach  ob- 
viated the  shortage  of  hospital  beds  and 
simplified  the  operative  scheduling.  It 
also  avoided  much  of  the  mental  trauma  for 
the  patient  about  hospitalization  for  what 
was  essentially  a diagnostic  test.  An  added 
benefit  was  the  reduction  of  medical  costs 
for  this  important  procedure. 

The  magnitude  of  the  problem  can  be 
seen  in  the  1963  statistics  at  Maimonides 
Hospital.  There  were  1,409  total  gyneco- 
logic discharges.  Of  these,  717  were  dila- 
tations and  curettages  of  all  kinds,  and  388 
of  these  were  diagnostic  in  nature.  Ap- 
proximately 16  per  cent  of  all  diagnostic 
curettages,  or  62  cases,  were  done  in  the 
outpatient  department. 

Office  curettage  or  outpatient  curettage 
is  not  a new  procedure,  as  evidenced  by  the 
literature.  Kelly  in  1925 2 reported  a 
series  of  305  women  in  whom  a diagnostic 
curettage  was  done  as  an  office  procedure. 
In  1957,  Vermeeren,  Chamberlain,  and  Te 
Linde3  presented  a series  of  10,000  minor 
gynecologic  operations  on  an  outpatient 
basis.  However,  these  patients  were  oper- 
ated on  under  general  anesthesia  in  the 
main  operating  room.  Their  principal 
change  from  the  standard  operating  proce- 
dure seems  to  be  that  the  patient  did  not 
remain  overnight  in  the  hospital.  Kennedy 
in  1961 4 also  advocated  curettage  as  an 
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much  time  is  lost  or  misused  in  performing 
diagnostic  dilatation  and  curettage  on  an  in- 
patient basis.  Since  it  is  a diagnostic  pro- 
cedure, there  is  usually  a long  waiting  period, 
delay,  cancellations,  and  postponements  in 
favor  of  major  procedures.  To  cope  with  the 
time  problem,  diagnostic  dilatation  and  curet- 
tage was  considered  an  outpatient  procedure  to 
be  carried  out  on  an  ambulatory  basis.  This 
procedure  is  medically  safe,  eliminates  de- 
lays, and  shortens  the  waiting  period.  It  is 
less  frightening  to  the  patient  and  cuts  the 
cost  to  the  patient  markedly.  Very  few  prob- 
lems are  encountered.  These  are  discussed. 


after  midnight  the  preceding  evening. 


TABLE  I.  Admitting  diagnosis  of  255  patients 
treated  in  the  outpatient  dilatation  and  curettage 
program,  July  1,  1960,  to  June  1,  1964 


Admitting  Diagnosis 

Number 

of 

Patients 

Per  Cent 
of 

Group 

Dysfunctional  uterine 
bleeding 

161 

63 

Endometrial  polyp 

28 

12 

Endometrial  hyper- 
plasia 

21 

8 

Cervical  polyp 

18 

8 

Cervical  stenosis 

12 

4 

Fibromyomata  uteri 

10 

4 

Chronic  cervicitis 

2 

Cervical  cyst 

1 

Fibromyomata  uteri 
with  Papanicolaou 
III 

1 

Incomplete  abortion 

1 

Totals 

255 

100 

office  procedure  that  had  gained  popularity 
in  California.  Mengert  and  Slate5  re- 
ported 423  women  on  whom  a diagnostic 
curettage  was  done  under  local  anesthesia 
as  an  outpatient  procedure,  and,  more 
recently,  Sandmire  and  Austin6  reported  a 
similar  group  of  317  patients. 

Material  and  methods 

A special  unit  was  created  in  the  Neinken 
outpatient  building  under  the  supervision 
of  the  director  of  clinics  with  a registered 
nurse  in  charge.  This  unit  includes  a 
large  operating  room  with  two  operating 
tables.  Two  rooms  were  set  aside  as 
dressing  and  recovery  rooms.  The  faculty 
is  available  for  private  patients  of  the 
visiting  obstetric  and  gynecologic  staff  who 
require  diagnostic  curettage  and /or  cervical 
polypectomy.  These  patients  are  to  be  in 
reasonably  good  health  and  free  from  major 
medical  infirmities.  Patients  are  sched- 
uled by  calling  this  unit,  and  appointments 
are  made  for  Monday  and  Wednesday 
mornings.  Only  2 cases  are  scheduled  per 
day. 

A specially  prepared  short  history  form, 
with  special  reference  to  allergies  and  to 
' results  of  a physical  examination  including 
hemoglobin  and  urinalysis,  is  sent  to  the 
unit  in  advance.  This  form  is  incorporated 
in  the  patient’s  chart.  The  patient  ap- 
pears at  the  unit  at  9 a.m.  She  is  pre- 
viously instructed  not  to  eat  anything 


The  patient  is  received  by  the  nurse  who 
records  her  identifying  information  on  the 
chart.  The  patient  voids  and  changes  into 
a hospital  gown.  She  is  given  atropine 
sulfate  1/150  gr.  intramuscularly  and  then 
placed  on  the  operating  table  in  the  lithot- 
omy position  without  being  shaved.  The 
anesthesiologist  checks  the  chart  and 
administers  thiamylal  sodium  (Surital) 
intravenously.  The  nurse  prepares  the 
patient  with  benzalkonium  (Zephiran)  chlo- 
ride 1:1,000.  The  surgeon  drapes  the 
patient  with  sterile  drapes.  A preoperative 
pelvic  examination  is  performed  followed 
by  the  usual  dilatation  and  curettage  and/ 
or  cervical  polypectomy.  After  the  opera- 
tion the  patient  is  transferred  to  the 
recovery  room  where  she  is  observed  until 
fully  reacted  and  vital  signs  have  returned 
to  normal.  She  remains  in  the  recovery 
unit  for  approximately  four  to  six  hours 
and  is  then  examined  by  a resident  for 
discharge  in  the  care  of  a family  member. 
The  admitting  office  is  prepared  to  admit 
the  patient  immediately  as  an  inpatient  if 
any  complications  develop.  The  pathol- 
ogy report  is  sent  to  the  surgeon  by  mail. 

Results 

Admitting  diagnosis.  There  were  255 
women  treated  in  this  manner  from  July  1, 
1960,  to  June  1,  1964.  The  majority  of 
patients  were  admitted  with  a diagnosis  of 
dysfunctional  uterine  bleeding  which  com- 
prised 161,  or  63  per  cent,  of  the  total 
admissions  (Table  I).  Although  the  pro- 
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TABLE  II.  Type  of  surgery  performed  on  255 
patients  treated  in  the  outpatient  dilatation  and 
curettage  program,  July  1, 1960,  to  June  1, 1964 


Number 

Per  Cent 

of 

of 

Type  of  Surgery 

Patients 

Group 

Dilatation  and  curet- 
tage only 

Dilatation  and  curet- 

235 

92 

tage,  polypectomy 
Dilatation  and  curet- 

18 

8 

tage,  cervical  biopsy 
Dilatation  and  curet- 

1 

tage,  cauterization 
of  cervix 

1 

Totals 

255 

100 

cedure  was  primarily  established  as  a 
diagnostic  one,  1 patient  was  admitted  for 
the  treatment  of  retained  secundines.  The 
patient  had  aborted  two  weeks  prior  to 
admission.  There  were  18  patients  with  a 
diagnosis  of  cervical  polyps  and  1 patient 
with  a diagnosis  of  fibromyomata  and  a 
Class  III  Papanicolaou  smear. 

Operative  procedure.  Although  all 
patients  had  a dilatation  and  curettage,  it 
was  the  sole  procedure  in  235,  or  92  per 
cent,  of  the  patients,  while  18  patients  also 
had  a polypectomy.  One  patient  had 
cervical  biopsy  and  another  cauterization 
in  addition  to  the  dilatation  and  curettage 
(Table  II). 

Pathology.  The  pathology  report  in 
115  patients,  or  44.3  per  cent,  was  secretory 
endometrium.  There  were  57  patients 
with  proliferative  endometrium.  These 
two  categories  accounted  for  approximately 
65  per  cent  of  the  group.  Insufficient 
tissue  was  obtained  for  pathologic  studies 
in  24  patients  or  9 per  cent.  Endometrial 
carcinoma  was  reported  in  4 patients  or 
approximately  1.5  per  cent  (Table  III). 

Complications.  One  patient  developed 
laryngospasm  during  her  induction.  She 
responded  well  to  the  necessary  treatment, 
and  the  operation  was  continued.  One 
patient  admitted  to  the  unit  was  trans- 
ferred to  the  inpatient  operating  room 
because  of  a history  of  asthma,  and  a 
diagnostic  curettage  was  performed  there. 
Only  1 patient  was  admitted  as  an  inpatient 
following  the  procedure.  This  patient 
was  not  fully  reactive  in  time  for  discharge 
when  the  unit  closed  at  4 : 00  p.m.  She  was 
admitted  to  the  hospital,  observed  through- 


TABLE  III.  Pathologic  diagnosis  of  255  patients 
treated  in  the  outpatient  dilatation  and  curettage 
program,  July  1,  1960,  to  June  1,  1964 


Pathologic  Diagnosis 

Number 

of 

Patients 

Per  Cent 
of 

Group 

Secretory  endome- 
trium 

115 

45 

Proliferative  endome- 
trium 

57 

23 

Insufficient  tissue 

24 

9 

Endometrial  polyp 

17 

6 

Hyperplasia 

10 

4 

Premenstrual  endome- 
trium with  decidual 
reaction 

10 

4 

Atrophic  endometrium 

7 

3 

Endocervical  polyp 

6 

2 

Endometrial  car- 
cinoma 

4 

2 

Placental  tissue 

3 

2 

Chronic  cervicitis 

1 

Endometritis 

1 

Totals 

255 

100 

out  the  night,  and  discharged  the  following 
morning. 

Summary 

The  results  of  this  outpatient  department 
dilatation  and  curettage  program  demon- 
strates clearly  that  this  is  a medically  safe 
procedure  acceptable  not  only  to  the 
patient,  doctor,  hospital  administration, 
and  nursing  staff  but  also  to  Blue  Cross. 
It  helps  eliminate  delays  in  the  performance 
of  the  diagnostic  curettage  and  is  capable 
of  shortening  a waiting  period  from  weeks 
to  days.  This  is  done  by  taking  the  bur- 
den off  the  already  overtaxed  inpatient 
facilities  and  placing  it  in  an  under-utilized 
area  of  the  hospital. 

An  advantage  for  the  patient  is  achieved 
by  removing  this  procedure  from  the 
somewhat  frightening  class  of  formal  hos- 
pitalization and  delineating  it  as  a diagnos- 
tic procedure.  In  addition  the  patient 
benefits  financially,  since  the  cost  of  this 
service  including  the  doctor’s  fee  averages 
approximately  $165  as  compared  with  the 
inpatient  cost  of  $370.  A special  arrange- 
ment with  Blue  Cross  covers  $40  of  the  cost. 

The  program  has  not  encountered  any 
major  problems  during  its  operation  except 
for  1 case  of  laryngospasm  and  1 patient 
requiring  overnight  hospitalization.  This 
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record  is  at  least  in  part  due  to  the  general 
good  health  of  the  patients  to  whom  this 
program  is  made  available. 

We  do  not  feel  this  approach  is  appro- 
priate for  all  patients  or  even  for  all  doctors, 
but  the  program,  as  organized  at 
Maimonides  Hospital,  has  helped  solve  one 
of  our  serious  problems  in  time  and  space. 
With  appropriate  alterations  to  meet  local 
conditions,  it  may  do  the  same  for  other 
institutions. 


Incident  on  nuclear  submarine 


What  does  a ship’s  doctor  do  when  the  crew 
of  a nuclear  submarine  is  hit  by  severe  respira- 
tory illness?  In  one  instance,  he  did  what 
many  family  physicians  would  do:  he  ordered 

his  patients  to  bed,  told  them  to  drink  plenty  of 
liquids,  and  administered  cough  and  pain 
remedies.  Most  of  the  men  recovered  within  a 
few  days.  It  was  an  unusual  situation,  how- 
ever, which  threatened  the  operating  efficiency 
of  the  submarine,  reports  an  article  in  a recent 
issue  of  the  Journal  of  the  American  Medical 
Association,  written  by  Lt.  Robert  Sawyer, 
M.C.,  U.  S.  N.,  and  Robert  G.  Sommerville, 
M.D.,  M.C.  In  some  respects,  it  was  an  un- 
usual infection,  too. 

The  U.S.S.  Sam  Houston,  a ballistic-missile 
submarine,  was  out  for  twenty-six  days  on  an 
undersea  patrol  when  the  illness  began  to  strike. 
Because  of  operational  restrictions,  the  sub- 
marine couldn’t  surface  or  raise  its  snorkel  for 
outside  air.  An  unusual  aspect  of  the  incident 
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was  that  the  first  case  of  illness  did  not  develop 
until  twenty-six  days  after  the  submarine  began 
its  patrol.  The  second  case  developed  nine 
days  later.  Then  the  infection  spread  rapidly, 
eventually  affecting  16  crewmen  who  suffered 
headache,  fever,  muscular  aches,  and  a dry 
cough. 

The  infectious  agent  isolated  in  several  of  the 
men  was  Mycoplasma  pneumoniae,  which  is 
sometimes  associated  with  acute  respiratory 
infections.  M.  pneumoniae  was  known  to 
have  been  present  among  the  population  of 
western  Scotland  when  the  crew  arrived  there 
to  begin  its  patrol  at  Holy  Loch.  The  curious 
aspect  of  the  infection  was  that  it  waited  so 
long,  twenty-six  days,  to  develop. 

As  suddenly  as  they  began,  the  infections 
began  to  level  off.  The  ship  returned  to  normal 
operation  three  or  four  days  after  the  last  crew- 
man became  ill.  It  was  surprising  that  more 
cases  did  not  develop. 

The  ship  continued  its  eight-week  patrol,  and 
all  of  the  sick  crew  members  had  recovered  by 
the  time  they  were  taken  off  on  a submarine 
tender. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


The  Roosevelt  Hospital 
New  York  City 

February  25,  1965 

Conducted  by  ARTHUR  J.  ANTENUCCI,  M.D. 

Discussed  by  MICHAEL  J.  LEPORE,  M.D.,  and 
RICHARD  N.  FREDRICKS,  M.D. 


Cardiac  Failure  in 
Elderly  Female 


Case  history 

A seventy-one-year-old  Negro  female 
was  admitted  to  The  Roosevelt  Hospital 
for  the  seventh  time  with  the  chief  com- 
plaint of  heart  trouble.  The  first  ad- 
mission had  been  at  the  age  of  twenty- 
four  for  an  appendectomy.  The  second 
admission  was  at  the  age  of  fifty  because 
of  vaginal  bleeding  three  years  after  the 
menopause.  A dilatation  and  curettage 
and  a cervical  amputation  were  per- 
formed. The  diagnosis  was  chronic  cer- 
vicitis. The  third  admission  was  two 
years  later  for  an  ulcer  of  the  left  labium 
major.  It  was  treated  with  bed  rest  and 
sulfathiazole  ointment.  Her  fourth  ad- 
mission was  at  the  age  of  fifty-six  because 
of  vaginal  bleeding.  A dilatation  and 
curettage,  total  hysterectomy,  bilateral 
salpingectomy,  and  right  oophorectomy 
were  performed.  The  pathologic  diag- 
noses were  small  fibromyoma  of  the  uterus, 
endometrial  hyperplasia,  and  retention 
cyst  of  the  right  ovary. 

At  the  age  of  sixty-one  she  was  seen  by  a 
private  physician  because  of  pain,  stiffness, 
and  numbness  in  the  hands  of  ten  years 
duration.  Radiography  of  the  hands  re- 
vealed osteoarthritis.  The  size  of  the 
heart  was  normal,  and  a Grade  I systolic 
murmur  was  audible.  At  the  age  of  sixty- 
seven  she  gradually  developed  symptoms 
of  congestive  heart  failure.  This  re- 
sponded slowly  to  salt  restriction,  digitalis, 
and  diuretics.  Average  doses  of  digitalis 
seemed  to  induce  nausea,  vomiting,  and 
frequent  premature  beats.  She  was  ad- 


mitted to  The  Roosevelt  Hospital  for  the 
fifth  time  at  the  age  of  sixty-eight  because 
of  chills,  fever,  and  a nonproductive  cough. 

Physical  examination  revealed  a blood 
pressure  of  150/90  mm.  Hg,  a pulse  of  100 
per  minute  which  was  irregular,  and  a tem- 
perature of  104  F.  The  left  lobe  of  the 
thyroid  gland  had  a 1-cm.  movable  nodule. 
There  were  coarse  rales  at  the  right  lung 
base  and  fine  rales  at  the  left  lung  base. 
The  heart  was  enlarged,  and  the  rhythm 
was  irregular.  The  liver  edge  was  palpable 
3 fingerbreadths  below  the  right  costal 
margin.  There  was  1-plus  edema  of  the 
ankles.  The  hemoglobin  was  15.5  Gm. 
per  100  ml.,  and  the  white  blood  count  was 
6,600  with  a normal  differential.  The 
urinalysis  revealed  3-plus  albumin  and 
6 to  8 white  blood  cells  per  high-power 
field.  The  fasting  blood  sugar  was  115 
mg.  and  blood  urea  nitrogen  23  mg.  per 
100  ml.  Electrolytes  were  within  normal 
limits,  protein  electrophoresis  was  normal, 
and  cold  agglutinins  showed  negative 
findings.  An  electrocardiogram  revealed 
right  bundle  branch  block,  numerous  nodal 
and  multifocal  premature  ventricular  con- 
tractions, and  evidence  of  a healed  anterior 
myocardial  infarction.  The  chest  x-ray 
film  was  compatible  with  mild  congestive 
heart  failure  with  pneumonia  in  the  right 
lower  lung  field.  The  cardiac  silhouette 
was  diffusely  enlarged.  The  patient  was 
treated  with  antibiotics,  digitalis,  diuretics, 
and  quinidine.  She  responded  slowly  to 
this  regimen,  and  when  she  was  discharged 
the  cardiac  rhythm  was  regular.  She  was 
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discharged  on  a therapeutic  regimen  of 
digoxin  0.25  mg.  and  hydrochlorothiazide 
50  mg.  daily. 

Her  sixth  admission  was  at  the  age  of 
seventy-one  for  management  of  congestive 
heart  failure.  Since  her  previous  dis- 
charge, despite  a low-salt  diet,  digitalis, 
and  diuretics,  she  had  3-  to  4-pillow  or- 
thopnea and  ankle  and  abdominal  swelling. 
She  had  intermittent  interscapular  pain 
lasting  three  to  five  minutes  and  relieved 
by  rest.  She  also  had  had  diarrhea  for 
the  last  three  years  with  up  to  15  bowel 
movements  daily,  some  watery  and  some 
semiformed.  A barium  enema  examina- 
tion showed  negative  findings.  Physical 
examination  revealed  a blood  pressure  of 
110/70  mm.  Hg;  the  pulse  was  68  per 
minute  and  regular.  The  lungs  were 
clear.  Examination  of  the  heart  revealed 
many  premature  contractions.  There  was 
a harsh  blowing  systolic  murmur  over  the 
precordium  which  was  loudest  at  the  left 
sternal  border.  The  second  pulmonic 
sound  was  louder  than  the  second  aortic 
sound.  The  point  of  maximal  impulse  was 
in  the  anterior  axillary  line  in  the  sixth 
intercostal  space.  The  liver  was  palpable 
5 fingerbreadths  below  the  right  costal 
margin,  and  ascites  was  thought  to  be 
present.  There  was  also  3-  to  4-plus 
pitting  edema  bilaterally.  Laboratory 
studies  revealed  a hemoglobin  of  15.8  Gm. 
per  100  ml.,  a hematocrit  of  47,  and  a white 
blood  count  of  6,800  with  a normal  differ- 
ential. Urine  specific  gravity  was  1.006,  and 
there  were  10  to  12  white  blood  cells  per 
high-power  field . There  was  no  albuminuria. 
The  blood  urea  nitrogen  was  36  mg.  and 
the  fasting  blood  sugar  65  mg.  per  100  ml. 
Sodium  was  138  mEq.,  potassium  4.7 
mEq.,  and  chloride  102  mEq.  per  liter; 
carbon  dioxide  content  was  30  mM.  per 
liter.  A cardiac  esophagram  revealed  a 
markedly  enlarged  cardiac  silhouette  with 
tortuosity  of  the  thoracic  aorta.  There 
was  evidence  of  left  atrial,  right  ventricular, 
and  left  ventricular  enlargement.  Radiog- 
raphy of  the  abdomen  showed  an  over-all 
ground-glass  pattern  consistent  with  a 
moderate  amount  of  ascites.  There  was  a 
mild  degree  of  distention  of  the  transverse 
colon  and  of  several  loops  of  small  in- 
testine. An  electrocardiogram  showed 
atrial  tachycardia  with  variable  block, 
right  bundle  branch  block,  and  frequent 


premature  ventricular  contractions.  At 
various  times,  the  patient  was  taking 
acetazolamide,  hydrochlorothiazide,  spi- 
ronolactone, and  intermittent  mercurial 
injections.  Paracentesis  yielded  750  cc. 
of  amber,  blood-tinged  fluid.  Cytologic 
examination  of  this  fluid  was  unremarkable. 
She  lost  a total  of  30  pounds  during  her 
seven-week  hospital  stay  and  was  dis- 
charged considerably  improved. 

Four  months  later  she  was  admitted  for 
the  seventh  and  final  time  for  progressive 
congestive  heart  failure.  She  had  gained 
48  pounds  during  this  time,  and  it  was  felt 
that  she  was  not  adhering  to  her  low-salt 
diet.  Physical  examination  revealed  a 
well-developed,  well-nourished  Negro  fe- 
male with  shortness  of  breath  in  the  sitting 
position  which  increased  while  talking. 
The  blood  pressure  was  116/80  mm.  Hg, 
pulse  60  and  irregular,  respirations  30 
per  minute,  and  temperature  98.6  F.  The 
head,  eyes,  ears,  nose,  and  throat  were 
unremarkable,  including  the  fundi.  The 
neck  veins  were  distended.  The  thyroid 
was  not  palpable.  There  were  fine  in- 
spiratory rales  bilaterally,  flatness  to  per- 
cussion, and  decreased  breath  sounds  at 
both  bases.  The  heart  rhythm  was  regular 
with  an  occasional  premature  contraction. 
The  second  pulmonic  sound  was  louder 
than  the  second  aortic  sound.  A Grade 
II  systolic  murmur  was  heard  best  at  the 
left  sternal  border.  The  abdomen  was 
distended  and  tense.  A fluid  wave  and 
shifting  dullness  were  present.  The  liver 
was  palpable  6 cm.  below  the  right  costal 
margin  and  was  tender.  There  was  4-plus 
pitting  edema  of  the  legs  and  edema  of  the 
arms  and  back. 

Chest  x-ray  films  again  showed  cardiac 
enlargement.  Bilateral  pleural  effusions 
were  also  present.  An  electrocardiogram 
showed  atrial  flutter  with  a high  degree  of 
block  and  multifocal  premature  ventricular 
contractions.  The  hemoglobin  was  14.6 
Gm.  per  100  ml.,  hematocrit  43,  and  white 
blood  count  5,060  with  55  polymorpho- 
nuclear leukocyte  cells,  2 bands,  41  lympho- 
cytes, and  2 monocytes.  Platelets  were 
adequate.  Urinalysis  revealed  20  white 
blood  cells  per  high-power  field.  Fasting 
blood  sugar  was  66  mg.  and  blood  urea 
nitrogen  31  mg.  per  100  ml.;  total  protein 
was  5.8  Gm.  per  100  ml.  with  2.9  Gm.  of 
albumin  and  2.9  Gm.  of  globulin;  and 
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chloride  was  101  mEq.,  sodium  138  mEq., 
and  potassium  4.8  mEq.  per  liter.  Subse- 
quent blood  chemistries  revealed  chloride 
90  to  112  mEq.,  sodium  127  to  142  mEq., 
and  potassium  4 to  5.2  mEq.  per  liter; 
carbon  dioxide  content  was  17  to  33  mM. 
per  liter.  The  blood  urea  nitrogen  grad- 
ually increased  to  56  mg.  per  100  ml.  One 
stool  guaiac  test  gave  negative  findings. 

Following  admission  she  was  treated 
with  digitoxin,  chlorthalidone  (Hygroton), 
potassium  chloride,  and  intermittent  mer- 
curial injections.  During  the  first  week 
she  lost  12  pounds.  Because  of  nausea, 
the  dose  of  digitalis  was  reduced.  On  the 
eighteenth  hospital  day,  she  had  a sudden 
syncopal  episode,  at  which  time  she  was 
vaguely  responsive  to  commands,  the  pulse 
was  70  per  minute,  and  the  blood  pressure 
was  140/90  mm.  Hg.  An  electrocardio- 
gram revealed  atrial  flutter  with  complete 
heart  block  and  an  idioventricular  rhythm. 
During  the  first  four  weeks,  she  lost  32 
pounds.  The  pulse  varied  from  48  to  64 
per  minute.  Prior  to  this  admission, 
digitalis  had  been  withheld  for  ten  days 
because  of  the  slow  pulse.  However,  the 
latter  persisted,  and  the  congestive  heart 
failure  became  worse.  On  the  thirty- 
fourth  hospital  day,  she  collapsed  while 
eating  but  did  not  lose  consciousness.  The 
blood  pressure  was  90/60  mm.  Hg  and  the 
pulse  72  per  minute.  During  the  next  few 
weeks  her  condition  remained  essentially 
unchanged,  and  she  gradually  lost  weight. 
On  the  sixtieth  hospital  day  another  syn- 
copal episode  occurred.  The  patient  was 
confused  and  disoriented  but  gradually 
responded.  She  lost  50  pounds  during 
the  first  two  months  in  the  hospital.  On 
the  sixty-fourth  hospital  day  she  fell,  and 
it  was  questioned  whether  or  not  she  had 
hit  her  head.  Physical  examination  failed 
to  disclose  any  head  injuries,  the  blood 
pressure  was  130/70  mm.  Hg,  and  the 
pulse  was  70  per  minute.  She  became 
somewhat  lethargic  and  confused.  Iso- 
proterenol, 10  mg.  three  times  daily  and 
then  15  mg.  three  times  daily,  did  not  affect 
the  pulse,  and  the  drug  was  discontinued. 
On  the  eighty-fourth  hospital  day,  the 
right  knee  became  swollen,  warm,  and 
tender.  She  was  afebrile.  The  following 
day  she  was  not  arousable  and  developed 
Cheyne-Stokes  respirations.  One  hour 
later  she  was  conscious  but  complained  of 


extreme  weakness,  nausea,  and  abdominal 
pain.  The  blood  pressure  was  120/80 
mm.  Hg,  and  the  pulse  was  80  per  minute. 
The  following  day  she  suddenly  ceased  to 
breathe,  and  the  pulse  and  blood  pressure 
became  unobtainable. 

Discussion 

Michael  J.  Lepore,  M.D.:  On  several 

occasions  I have  been  asked  by  members 
of  the  resident  staff  to  explain  how  one 
should  discuss  a clinicopathologic  con- 
ference and  to  indicate  what  the  approach 
should  be.  Expertness  at  clinicopatho- 
logic conferences  is  a great  art  to  which 
I lay  no  claim.  I look  on  it  not  as  an  op- 
portunity to  exhibit  great  knowledge  which 
I do  not  possess  but  rather  as  an  important 
teaching  and  learning  experience  for  both 
the  speaker  and  the  listeners.  When  I 
am  an  observer  in  the  audience,  my  interest 
is  not  so  much  in  the  final  diagnosis  as  in 
witnessing  how  a colleague  goes  about  solv- 
ing a complex  problem  on  the  basis  of  a 
protocol  and  a word  picture  of  the  preceding 
events  presented  in  the  form  of  an  ab- 
stract. In  some  ways  it  has  the  fascination 
of  watching  a detective  at  work. 

My  approach  to  our  diagnostic  problem 
of  today  will  be  to  try,  by  careful  scrutiny 
of  the  protocol,  to  arrive  at  a single  diag- 
nosis that  will  fit  the  clinical  picture.  The 
story  is  one  of  progressive  and  intractable 
congestive  heart  failure  in  a seventy-one- 
year-old  Negro  woman  without  known 
hypertension  or  previously  documented 
vascular  disease.  The  congestive  heart 
failure  began  at  the  age  of  sixty-seven. 
Dr.  Rizzo,  are  the  chest  films  of  any  help 
to  us? 

Sabino  Rizzo,  M.D.:  The  films  of  the 

chest  show  evidence  of  considerable  en- 
largement of  the  cardiac  silhouette.  Evi- 
dence of  associated  congestive  changes 
throughout  the  lung  fields  is  seen.  A 
cardioesophagram  shows  evidence  of  dif- 
fuse generalized  cardiac  enlargement.  The 
findings  are  those  of  generalized  cardiac 
enlargement  of  a nonspecific  nature. 

Dr.  Lepore:  The  clinical  picture  with 

its  repeated  emphasis  on  an  accentuated 
second  pulmonic  sound  is  consistent  with 
cor  pulmonale,  while  the  terminal  events 
seem  clearly  attributable  to  Stokes-Adams 
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seizures.  From  the  point  of  view  of  the 
gastrointestinal  tract,  the  significant  fact 
is  the  three-year  history  of  impressive 
diarrhea  with  up  to  15  bowel  movements 
daily,  some  watery  and  some  semiformed. 
We  would  like  to  have  further  information 
regarding  the  diarrhea.  Was  it  ever  noc- 
turnal? Was  it  fatty?  Were  pathogenic 
bacteria  and  protozoa  excluded?  Was 
there  creatorrhea  or  azotorrhea?  Were 
the  stools  bloody?  I am  told  that  we 
have  no  information  on  these  matters. 
The  hepatomegaly  seems  important.  Does 
it  reflect  chronic  passive  congestion  and  car- 
diac cirrhosis,  or  does  it  point  to  some  other 
disease  process?  Renal  disease,  evidenced 
by  transient  albuminuria,  pyuria,  and  nitro- 
gen retention,  also  seems  of  some  sig- 
nificance. In  addition,  the  absence  of 
anemia  and  fever  is  an  important  feature 
of  the  protocol. 

The  electrocardiographic  changes  of  the 
fifth  admission  were  interpreted  as  “evi- 
dence of  a healed  anterior  myocardial  in- 
farction.” How  secure  is  this  interpreta- 
tion? Myron  Patterson,  M.D.,  of  our 
cardiology  staff  will  be  able  to  help  us 
here.  Dr.  Patterson,  do  you  believe  the 
tracing  is  diagnostic  of  an  old  infarction? 

Dr.  Patterson:  On  review  today,  the 

changes  are  regarded  as  consistent  with 
the  diagnosis  but  not  diagnostic  of  it. 

Dr.  Lepore:  Here  it  is  appropriate 

to  quote  these  words  of  Frank  N.  Wilson, 
M.D.,  who  said:  “It  is  imperative  to 

avoid  making  a clinical  diagnosis  of  myo- 
cardial infarction  on  the  basis  of  electro- 
cardiographic examination  when,  after  ade- 
quate investigation,  it  is  certain  that  this 
diagnosis  is  not  supported  by  the  history 
and  other  clinical  data.”1  Does  the  clini- 
cal information  and  the  clinical  history  in 
this  protocol  fit  the  pattern  of  “standard 
brand”  arteriosclerotic  heart  disease,  or 
must  we  consider  other  possible  causes  of 
injury  to  the  myocardium  and  its  conduc- 
tion system?  What  are  the  possibilities 
in  diagnosis? 

Arteriosclerotic  or  coronary  heart 
disease.  One  might  argue  that  coronary 
arteriosclerosis  could  account  for  the  en- 
tire picture  except  for  the  renal  disease 
and  the  severe  diarrhea.  For  the  latter, 
one  would  need  to  invoke  mesenteric  vascu- 
lar disease  as  a cause  of  a malabsorption 
syndrome  or  ascribe  diarrhea  to  small- 


bowel  injury  incident  to  the  use  of  chloro- 
thiazides and  potassium  supplements. 
Rheumatic  heart  disease  with  active  cardi- 
tis would  be  unusual  at  this  age.  Multiple 
pulmonary  emboli  causing  intractable  con- 
gestive failure  would  in  my  experience  result 
in  death  long  before  the  three  years  this 
patient  was  known  to  have  been  ill.  Again, 
these  possibilities  fail  to  explain  the  diar- 
rhea. What  other  disease  of  the  myo- 
cardium might  produce  this  clinical  picture? 

Systemic  lupus  erythematosus.  The 
clinical  picture  of  systemic  lupus  erythema- 
tosus is  usually  that  of  a young  female  with 
prolonged  fever,  arthralgias,  butterfly  rash, 
leukopenia,  retinopathy,  renal  lesions,  posi- 
tive findings  in  the  lupus  erythematosus 
preparations,  and  at  times  a biologic  false- 
positive Wassermann  test  reaction.  The 
protocol  has  little  in  common  with  this 
entity. 

Syphilis,  yaws,  and  tuberculosis. 
Syphilis,  yaws,  and  tuberculosis  seem  to 
have  been  excluded  on  clinical  grounds.  I 
am  told  that  the  patient’s  serology  gave 
negative  findings. 

Periarteritis  or  polyarteritis 
nodosa.  Periarteritis  nodosa  occurs  pre- 
dominantly in  males,  usually  between  the 
ages  of  twenty  and  forty  years,  and  is 
accompanied  by  eosinophilia,  chills,  fever, 
muscle  aches,  brisk  elevations  of  erythro- 
cyte sedimentation  rate,  and  anemia. 

Isolated  myocarditis  (Fiedler’s). 
Fiedler’s  myocarditis  may  occur  at  any 
age,  although  young  people  seem  to  be 
more  frequently  affected.  While  it  may 
be  prolonged,  it  usually  is  not  compatible 
with  long  survival. 

Viral  myocarditis.  The  diagnosis  of 
viral  myocarditis  is  dependent  on  the  clini- 
cal picture  plus  documentation  by  sero- 
logic technics. 

The  diagnostic  possibilities  considered 
thus  far  fail  to  account  for  certain  features 
of  the  clinical  history,  especially  the  diar- 
rhea. Since  we  are  seeking  to  establish 
a single  diagnosis  rather  than  to  resort  to 
multiple  ones,  we  must  look  further.  The 
disease  of  this  patient  was  capable  of  pro- 
ducing diffuse  myocardial  injury  as  well 
as  severe  diarrhea,  hepatomegaly,  and 
renal  insufficiency. 

Sarcoidosis.  Sarcoidosis  is  char- 
acterized by  lymphadenopathy,  skin  le- 
sions, and  uveal  tract  and  parotid  lesions. 
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Pulmonary  involvement  usually  dominates 
the  picture  and  consists  of  impressive  hilar 
lymphadenopathy  plus  pulmonary  in- 
filtrates. When  cor  pulmonale  occurs  in 
sarcoidosis,  it  is  secondary  to  marked 
pulmonary  sarcoidosis.  The  available 
chest  x-ray  films  of  this  patient  fail  to  show 
changes  of  this  type.  X-ray  film  examina- 
tion of  the  hands  failed  to  show  the 
punched-out  lesions  of  Boeck’s  sarcoid. 
There  was  no  evidence  of  hyperglobulin- 
emia,  hypercalcemia,  or  elevation  of  serum 
alkaline  phosphatase. 

Scleroderma.  There  were  no  unusual 
skin  changes  in  this  patient  to  suggest 
scleroderma.  The  esophagram,  done  for 
another  purpose,  fails  to  show  any  evi- 
dence of  the  dilatation  of  the  esophagus 
seen  in  scleroderma.  Malabsorption  may 
occur  in  progressive  systemic  sclerosis, 
and  myocardial  involvement  may  also 
be  seen,  while  the  skin  changes  may  be 
quite  unimpressive. 

Hemochromatosis.  Hemochromatosis 
would  be  difficult  to  diagnose  on  clinical 
grounds  in  a Negro.  Two  of  the  fasting 
blood  sugar  levels  were  on  the  low  side 
(65  and  66  mg.  per  100  ml.)  which  excludes 
so-called  bronze  diabetes  and  raises  the 
remote  question  of  a form  of  glycogen 
storage  disease  leading  to  hypoglycemia 
and  syncopal  episodes. 

Functioning  carcinoid  tumor.  With 
a functioning  carcinoid  tumor  we  would 
expect  the  clinical  picture  of  flushing,  diffi- 
cult but  not  impossible  to  diagnose  in  a 
Negro,  diarrhea  with  malabsorption, 
tachycardia,  asthma,  evidence  of  valvular 
heart  disease,  especially  of  the  pulmonary 
and  tricuspid  valves,  hepatomegaly,  ele- 
vated blood  serotonin  levels,  and  a urine 
strongly  positive  for  5-hydroxyindolacetic 
acid.  The  clinical  picture  described  in  the 
protocol  is  clearly  not  consistent  with  this 
diagnosis. 

Primary  systemic  amyloid  disease. 
We  now  come  to  the  last  of  the  diagnostic 
possibilities  which  I would  like  to  discuss 
today.  In  primary  systemic  amyloid  dis- 
ease we  have  a condition  in  which  diarrhea, 
hepatomegaly,  intractable  congestive  fail- 
ure, and  renal  disease  may  be  pronounced 
features,  the  very  ones  appearing  in  the 
protocol.  Cardiac  involvement  occurs  in 
most  patients  with  primary  amyloidosis 
and  is  responsible  for  the  death  of  50  per 


cent  of  them.  Abnormal  electrocardio- 
graphic findings  are  noted  in  almost  all 
patients  with  primary  amyloidosis.2 
Chronic  cor  pulmonale  is  caused  by  marked 
infiltration  of  the  pulmonary  vascular 
system.  Amyloid  is  deposited  in  the  blood 
vessels  of  the  heart  and  in  the  endocardium, 
myocardium,  and  pericardium.  There 
may  also  be  valvular  deposits  of  amyloid 
resulting  in  valvular  stenosis  or  insuffi- 
ciency. 

Wessler  and  Freedberg,3  in  a definitive 
article  on  cardiac  amyloidosis,  reached  the 
following  conclusions  concerning  the  elec- 
trocardiogram in  this  disease:  “(1)  Cardiac 
amyloidosis  is  associated  with  a wide 
variety  of  changing  electrocardiographic 
phenomena  including  prolonged  P-R  and 
QRS  intervals,  low  voltage,  deep  Q waves, 
and  variations  in  T waves;  (2)  the  electro- 
cardiogram in  cases  of  cardiac  amyloidosis 
may  be  indistinguishable  from  that  ob- 
served in  cases  of  myocardial  infarction; 
and  (3)  although  the  mechanism  by  which 
electrocardiographic  infarction  is  produced 
in  cardiac  amyloidosis  is  not  apparent,  the 
existence  of  such  patterns  emphasizes  the 
need  for  caution  in  making  a diagnosis 
of  myocardial  infarction  from  the  electro- 
cardiogram alone.”  The  mucosa  or  the 
muscles  of  the  gastrointestinal  tract  are 
involved  in  over  50  per  cent  of  patients 
with  primary  amyloidosis.  Endoral  jeju- 
nal biopsy  or  rectal  biopsy  are  superior 
to  the  Congo  red  test  or  gingival  biopsy 
for  establishing  this  diagnosis.  The  serum 
protein  electrophoretic  pattern  is  char- 
acterized in  some  patients  by  a spiking 
alpha-2  globulin.  Gastrointestinal  tract 
involvement  may  be  so  severe  as  to  domi- 
nate the  clinical  picture,  resulting  in  a 
malabsorption  syndrome.  The  bowel 
x-ray  pattern  may  be  diffusely  bizarre,  and 
a severe  disturbance  of  its  motor  physiology 
may  be  seen.  Macroglossia  was  not  men- 
tioned in  the  protocol  nor  were  the  waxy 
nodules  I have  occasionally  seen  in  the 
mouth.  The  so-called  “pinch  purpura” 
was  not  described.  Hepatic  involvement 
is  frequent  in  amyloidosis  and  can  be  diag- 
nosed by  needle  biopsy,  but  this  may  be 
quite  hazardous.  Renal  involvement  is 
frequent  and  may  also  be  documented  by 
needle  biopsy. 

We  have  examined  many  common  con- 
ditions and  also  some  exceedingly  rare  ones. 
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FIGURE  1.  Large  globular  heart  weighing  640  Gm. 
with  dilated  thick-walled  left  auricle  and  firm,  thick 
left  ventricle.  Shape  of  heart  maintained  even 
after  opening  due  to  rigidity  imparted  to  myocar- 
dium by  amyloid. 

I believe  that  this  unfortunate  old  friend 
of  The  Roosevelt  Hospital,  cared  for  by 
us  for  nearly  fifty  years  of  her  life,  died  of  a 
rare  and  unusual  disease  affecting  multiple 
systems  and  focusing  its  major  effects  on 
the  heart.  I believe  that  this  patient  had 
primary  systemic  amyloid  disease. 

Dr.  Lepore’s  diagnosis 

1.  Primary  systemic  amyloidosis 

2.  Stokes- Adams  seizures,  congestive 
heart  failure,  and  cor  pulmonale,  secondary 
to  cardiac  involvement  by  amyloidosis 

3.  Multiple  organ  system  involvement 
by  amyloidosis,  including  gastrointestinal 
tract,  kidneys,  and  liver 

Pathologic  report 

Richard  Fredricks,  M.D.:  Of  greatest 

interest  in  this  case  was  the  heart  which 
weighed  640  Gm.  (Fig.  1).  It  showed 
i symmetrical  enlargement  of  all  chambers. 
The  myocardium  was  extremely  firm  and 
somewhat  glassy.  There  were  pearly  white 
nodular  areas  in  the  endocardium,  par- 
ticularly in  the  auricles  and  on  the  tri- 
cuspid and  mitral  valves.  The  heart 
valves  were  rigid.  It  was  thought  at  the 


FIGURE  2.  Homogeneous  amyloid  material  replac- 
ing about  75  per  cent  of  myocardial  fibers. 


time  of  autopsy  that  the  cardiac  changes 
might  represent  amyloidosis.  Conse- 
quently the  myocardium  was  stained  with 
iodine  which  turned  it  a mahogany  brown; 
then  a dilute  solution  of  sulfuric  acid  was 
applied  which  turned  the  color  to  a very 
dark  blue.  The  nodules  on  the  heart 
valves  stained  in  a similar  fashion.  This 
is  a positive  gross  test  for  amyloidosis. 
These  color  reactions  are  similar  to  those 
of  starch  in  combination  with  the  same 
chemicals;  hence  the  term  amyloid  or 
starch-like. 

Microscopically,  about  75  per  cent  of  the 
myocardium  was  replaced  by  amyloid 
material  which  stained  positively  with 
both  the  Congo  red  and  crystal  violet 
stains  (Fig.  2).  The  amyloid  material 
invested  individual  myocardial  fibers,  char- 
acteristically forming  rings  around  them, 
and  as  the  ring  thickened,  the  fibers  de- 
creased in  size  and  then  disappeared. 
Amyloid  material  also  was  present  in  the 
cardiac  veins,  in  the  epicardial  fat,  and 
in  the  endocardium  and  tricuspid,  mitral, 
and  pulmonary  valves.  These  findings 
correlate  with  the  patient’s  irregularities 
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of  cardiac  rhythm,  Stokes- Adams  syn- 
drome, and  the  electrocardiographic  find- 
ings. Retrospective  studies  of  electro- 
cardiogram patterns  in  autopsied  patients 
with  amyloid  heart  disease  have  shown  a 
classic  pattern  of  old  anteroseptal  infarcts.4 
This  is  not  surprising  in  view  of  the  mas- 
sive replacement  of  the  myocardium  by 
amyloid  material.  Amyloid  in  the  heart 
valves  may  have  been  responsible  for  the 
systolic  murmur.  The  coronary  arteries 
showed  a virtual  absence  of  arteriosclerosis. 
A thrombus  was  found  in  a small  branch 
of  the  right  coronary  artery  leading  to  the 
right  auricle,  and  a small  acute  infarct  was 
present  in  the  right  auricular  appendage. 
No  amyloid  was  demonstrated  in  this 
branch  of  the  coronary  artery,  but  it  is 
reasonable  to  assume  that  there  may  have 
been  amyloid  in  the  arterial  wall  in  the 
region  of  the  thrombus  in  areas  that  were 
not  sectioned.  Both  auricular  appendages 
contained  mural  thrombi.  Recent  emboli 
were  found  in  the  branches  of  the  left  renal 
artery,  and  organizing  emboli  were  present 
in  the  branches  of  the  right  renal  artery. 
The  left  kidney  showed  almost  total  acute 
infarction,  and  there  were  older  infarcts 
in  the  right  kidney.  A small  microinfarct 
was  present  in  the  spleen.  These  thrombo- 
embolic phenomena  originated  from  the 
left  heart.  A microscopic  pulmonary  em- 
bolus was  seen  originating  from  the  right 
heart. 

Amyloid  material  was  present  in  the  walls 
of  almost  all  the  veins  examined  micro- 
scopically. The  inferior  vena  cava  was 
grossly  thickened  and  on  microscopic  ex- 
amination showed  amyloid  deposits  in  all 
layers  of  the  wall  (Fig.  3A).  There  was 
also  amyloid  in  the  striated  muscle,  in 
adipose  tissue  of  various  organs,  in  the 
diaphragm,  in  nerves  and  ganglia  of  the 
peritoneal  cavity  and  retroperitoneum  (Fig. 
3B),  and  in  various  visceral  organs  (lungs, 
trachea,  gallbladder,  esophagus,  stomach, 
small  and  large  intestines,  and  urinary 
bladder).  The  amyloid  in  the  small  in- 
testine was  focal  and  was  not  severe  enough 
to  cause  malabsorption  (Fig.  3C).  Amy- 
loid deposits  in  the  intestinal  tract  and 
in  the  autonomic  nerves  may  have  ac- 
counted for  the  patient’s  diarrhea.  It 
has  been  reported  that  diarrhea  in  primary 
amyloidosis  is  significantly  increased  when 
amyloid  polyneuropathy  is  present.5  To- 


FIGURE  3.  (A)  Nodular  amyloid  deposits  in  wall  of 
inferior  vena  cava  in  subintimal  and  muscular 
layers.  (B)  Amyloid  material  partly  replacing  sub- 
stance of  periadrenal  nerve.  (C)  Nodular  amyloid 
deposit  in  submucosa  of  small  intestine. 


ward  the  end  of  the  patient’s  course,  she 
complained  of  pain  in  the  tips  of  all  five  toes 
of  each  foot.  Peripheral  nerves  were  not 
obtained  for  examination  at  autopsy,  but 
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it  is  reasonable  to  assume  that  these  were 
involved  by  amyloidosis  since  all  the 
visceral  nerves  were  heavily  involved. 
Probably  the  patient  had  peripheral  neu- 
ropathy caused  by  amyloidosis.6 

The  liver  was  small  and  shrunken  and 
weighed  1,000  Gm.  It  was  the  seat  of  a 
severe  cardiac  cirrhosis  which  had  focal 
areas  of  marked  fibrous  replacement  of 
the  parenchyma.  The  latter  was  probably 
secondary  to  striking  involvement  of  the 
veins  by  amyloid  material  which  caused 
local  anoxia. 

In  summary,  this  is  a case  of  systemic 
amyloidosis  with  severe  involvement  of 
the  heart  which  gradually  led  to  progressive 
congestive  heart  failure  and  cardiac  con- 
duction defects.  It  is  considered  to  be 
primary  amyloidosis  for  the  following 
reasons:  (1)  No  pre-existing  or  etiologic 

disease  such  as  that  of  chronic  suppuration 
or  neoplasm,  including  multiple  myeloma, 
was  present;  and  (2)  the  distribution 
of  amyloid  in  the  heart,  nerves,  and  tissues 
of  mesenchymal  origin  in  this  case  is  the 
classic  distribution  for  primary  amyloido- 
sis.7’8 No  amyloid  deposition  was  present 
in  the  parenchyma  of  the  spleen,  liver, 
kidneys,  or  adrenals,  the  usual  sites  of 
amyloid  deposition  in  secondary  amyloido- 
sis. Most  cases  of  primary  amyloidosis 
display  moderately  atypical  reactions  to 
the  specific  amyloid  stains.  In  this  case, 
all  the  staining  reactions  were  specific,  but 
there  was  some  variation  in  intensity  of 
staining  from  place  to  place.  This  case 
could  represent  a case  of  familial  amyloido- 
sis of  the  cardiovascular  type,  but  there 
was  no  family  history  of  a similar  disease.9 


Anatomic  diagnoses 

1.  Primary  systemic  amyloidosis  in- 
volving heart,  blood  vessels  {primarily  veins), 
striated  muscle,  adipose  tissue,  diaphragm, 
retroperitoneal  nerves  and  ganglia,  and  vis- 
ceral organs 

2.  Hypertrophy  and  dilatation  of  heart 
with  myocardial  fiber  replacement  by  amyloid 
(640  Gm.) 

3.  Cardiac  cirrhosis 

4.  Thrombi  in  auricular  appendages 

a.  Acute  infarcts  of  left  kidney  ( almost 

total) 

b.  Organizing  infarcts,  right  kidney 

c.  Small  pulmonary  embolus 

d.  Microscopic  splenic  infarct 

5.  Small  infarct,  right  auricular  ap- 
pendage, due  to  acute  coronary  occlusion 
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Posterior  Mediastinal  Cyst 


Case  history 

Ina  Altman,  M.D.:  This  forty-four- 

year-old  Puerto  Rican  handyman  was  ad- 
mitted to  the  hospital  on  May  1,  1965. 
His  present  reason  for  admission  was  a 
three-month  history  of  right  upper  ab- 
dominal pain  and  nausea  with  occasional 
vomiting  unrelated  to  meals.  The  patient 
had  a past  history  of  intermittent  diarrhea, 
especially  after  fatty  foods,  with  occasional 
blood  in  his  stool.  The  bleeding  was  as- 
cribed to  hemorrhoids. 

During  the  week  prior  to  admission  he 
developed  a cough  and  pleuritic  pain  on 
the  right  side  of  the  chest.  He  had  suffered 
a weight  loss  of  15  pounds  in  recent  weeks 


FIGURE  1.  Roentgenogram  obtained  during  ex- 
amination of  esophagus  and  stomach  showed  soft- 
tissue  mass  with  rounded  lateral  margin  to  left  of 
the  thoracic  spine  above  diaphragm.  It  appeared 
to  be  unrelated  to  distal  esophagus  or  proximal 
stomach. 


and  had  noted  sweating  and  tremors  of  his 
legs.  His  past  medical  history  included  an 
admission  to  the  hospital  in  1953  for  acute 
tonsillitis  and  again  in  1953  for  broncho- 
pneumonia of  the  lower  lobe  of  the  left 
lung. 

Physical  examination  disclosed  a definite 
lid  lag  and  a nonpalpable  thyroid.  The 
heart  was  normal  to  examination,  but  there 
were  occasional  wheezes  in  both  lung  fields. 
The  upper  part  of  the  abdomen  was  slightly 
tender  to  palpation. 

Laboratory  examinations  showed  the 
protein-bound  iodine  to  be  in  the  hypo- 
thyroid range.  Other  studies  were  within 
normal  limits. 

Radiographic  discussion 

Dr.  Altman:  The  chest  roentgenograms 
on  admission  showed  a rounded  mass  of 
soft  tissue  density  slightly  to  the  left  of  the 
tenth  dorsal  vertebra  (Fig.  1).  Tomo- 
grams of  the  lower  dorsal  spine  area  showed 
a left  posterior  mediastinal  mass  at  the 
level  of  the  ninth  and  tenth  dorsal  verte- 
brae without  evidence  of  calcification  or 
bone  erosion  (Fig.  2).  The  mass  itself  was 
rounded  along  its  lateral  border  and  ap- 
peared to  merge  with  the  medial  pleura  of 
the  left  lung.  A gastrointestinal  roentgen 
study  showed  no  abnormalities.  An  intra- 
venous aortogram  was  performed  to  con- 
firm that  the  mass  was  not  vascular  in 
nature  and  that  the  descending  thoracic 
aorta  was  normal  (Fig.  3). 

A thoracotomy  was  performed  on  May 
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FIGURE  2.  (A)  Overpenetrated  roentgen  study  of  chest  and  (B)  tomographic  examination  show  relation 
of  homogeneous  soft-tissue  mass  to  spine  and  posterior  mediastinal  pleura. 


11,  1965,  and  a 3-cra.  diameter  cystic  mass, 
filled  with  mucoid  material,  was  removed 
from  the  lower  posterior  mediastinum. 
It  was  to  the  left  of  the  esophagus  but  not 
connected  to  it. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  cyst 

measured  2 cm.  in  diameter  and  had  a 
smooth,  glistening  lining.  Microscopically 
it  was  lined  by  mucus-producing,  ciliated, 
columnar  cells  with  a few  mucus-secreting 
glands  in  the  submucosa.  Beneath  this 
were  large  plates  of  cartilage  (Fig.  4). 

Comment 

Dr.  Altman:  A bronchogenic  cyst  is  a 

developmental  anomaly  formed  at  the  time 
when  the  primitive  foregut  becomes  sepa- 
rated from  the  tracheobronchial  tree.1 
The  cysts  are  derived  from  the  respiratory 
portion  of  this  division.  They  usually  are 
present  as  single,  smooth-walled  cysts. 
On  occasion  they  have  been  found  to  be 
multiloculated,  ovoid,  or  pyriform  in  shape, 
and  they  may  or  may  not  communicate 
with  the  tracheobronchial  tree.2  If  a cyst 
does  not  communicate  with  the  tracheo- 


FIGURE  3.  Intravenous  aortogram  shows  normal 
distal  thoracic  aorta  without  evidence  of  aneurysm 
or  deformity. 


bronchial  tree,  it  tends  to  be  larger  and  may 
grow  in  size. 

Roentgenographically,  the  cyst  is  seen 
as  a smooth- walled,  round,  ovoid,  or  lobu- 
lated  soft-tissue  mass  within  the  medi- 
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FIGURE  4.  Group  of  mucus  glands  lie  beneath  single  layer  of  tall  columnar  cells.  Cartilage  plate  is  seen 
beneath  glands.  (B)  Many  of  lining  cells  have  cilia. 


astinum  in  the  region  of  the  tracheobronchial 
tree.  It  is  unusual  for  calcification  to  be 
present,  but  an  air  fluid  level  may  be  seen 
when  the  patient  is  in  the  upright  or  the 
decubitus  position.  The  location  of  the 
cysts  can  be  divided  into  regional  groups: 
paratracheal,  carinal,  hilar,  or  paraeso- 
phageal.3 

Nathaniel  Finby,  M.D.:  This  para- 

esophageal bronchogenic  cyst  is  of  radio- 
logic  interest  because  of  its  location.  One 
does  not  usually  include  a bronchogenic 
cyst  in  the  differential  diagnosis  of  posterior 
mediastinal  tumors  unless  the  cyst  also  lies 
near  the  tracheal  bifurcation.  Indeed,  the 
possibilities  of  a neurogenic  tumor  or  an 
aortic  aneurysm  were  the  primary  consid- 
erations. Tomography  and  aortography 
were  helpful  in  the  study  of  this  patient, 
but  a definitive  diagnosis  was  not  possible 
without  surgical  intervention.  The  iden- 
tical roentgen  appearance  may  be  seen  with 
congenital  gastric  or  enteric  cysts,  although 
these  are  often  associated  with  abnormal- 
ities of  the  vertebral  column. 

Dr.  Begg:  Bronchial  cysts  are  rare 

and  are  generally  believed  to  be  related  to 
maldevelopment  of  the  bronchial  tree  with 


segmental  atresia.  Cysts  which  are  cen- 
trally located  are  usually  single.  Rarely, 
they  have  a communication  with  the  bron- 
chial tree  and  may  become  infected.  They 
are  usually  asymptomatic.  Those  cysts 
which  are  located  peripherally  are  usually 
multiple  and  are  more  apt  to  cause  symp- 
toms, since  they  more  frequently  are  in- 
fected, and  may  develop  intraluminal 
tension,  with  consequent  embarrassment  of 
adjacent  parenchyma. 

The  example  presented  here  is  one  of  the 
least  commonly  found.  It  probably  arose 
from  a main  bronchus  or  the  lower  end  of 
the  trachea  and  may  possibly  be  derived 
from  a supernumerary  bronchus.  Having 
lost  all  communication  with  the  bronchial 
tree,  it  is  symptomatic  of  a mediastinal 
cyst,  but  its  origin  is  readily  apparent  from 
its  histologic  appearance. 
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Dietary  components,  which  exert  physi- 
ologic functions  and  which  therefore  may 
be  characterized  as  nutrients,  can  exert 
adverse  effects  when  consumption  exceeds 
the  optimal  level.  Under  such  circum- 
stances, these  components  act  as  cell  poi- 
sons, and  their  effects  fall  more  into  the 
field  of  toxicology  than  of  nutrition.  How- 
ever, the  actual  occurrence  and  severity  of 
toxic  effects  depends  not  only  on  the  level 
of  intake,  but  also  on  the  ability  of  the  body 
to  eliminate  the  nutrient  excess. 

These  problems  are  of  special  interest 
in  the  interpretation  of  the  effects  of  mineral 
overload.  In  this  context,  it  is  important 
to  remember  that  minerals  which  are  con- 
sumed may  not  only  be  derived  from  the 
food  itself,  but  also  from  cooking  utensils, 
j water,  and,  under  primitive  conditions, 
from  ground  substances  such  as  clays  which 
may  be  incorporated  in  or  contaminate  the 
food.  In  this  communication,  the  causes 
and  effects  of  mineral  excess  will  be  de- 
scribed and  contrasted  with  metabolic 
errors  in  which  hyperabsorption  or  defec- 
tive excretion  results  in  tissue  deposition  of 
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abnormal  amounts  of  minerals  resulting  in 
defined  pathologic  entities.  In  introducing 
these  topics,  it  is  important  to  realize  that 
many  of  the  circumstances  inducing  mineral 
overload  are  rare,  and  great  caution  should 
be  placed  on  any  interpretation  which  sug- 
gests that  because  a particular  mineral  ex- 
cess may  under  specific  conditions  be  dan- 
gerous, therefore  ingestion  of  such  a mineral 
should  be  minimized.  Such  an  inference 
may  be  considered  as  a reductio  ad  absur- 
dum,  but  in  this  period  of  the  fluoridation 
controversy  and  the  discussion  of  food  addi- 
tives it  must  be  mentioned. 

Symptoms  of  intoxication  due  to  ex- 
cessive mineral  intake  appear  only  to  occur 
under  peculiar  circumstances.  In  general, 
large  differences  exist  between  the  nutri- 
tional requirement  for  any  given  mineral 
and  the  toxic  dose.  Even  if  the  dietary 
intake  is  high,  absorption  and  retention  are 
conditioned  by  physiologic  requirements. 

Iron 

Among  adult  Bantu  subjects  living  in 
South  Africa,  there  is  a high  frequency  of 
iron  overload  with  tissue  siderosis.  The 
major  foodstuffs  consumed  by  the  Bantu 
population  contain  moderate  amounts  of 
iron,  and  most  of  the  ingested  iron  is  de- 
rived from  utensils  used  in  cooking  and  in 
preparing  alcoholic  beverages. 1 In  a recent 
study  by  Bothwell  et  al .2  it  was  found  that 
in  a group  of  200  Bantu  men  living  in  an 
urban  environment,  the  mean  consumption 
of  fermented  beverages  was  13  L.  per  week, 
in  the  form  of  either  home-brewed  or  mu- 
nicipally prepared  beer.  The  average  iron 
intake  from  beer  was  estimated  to  be  50 
mg.  per  day.  It  was  found  that  the  beer 
was  in  fact  the  major  source  of  iron  in  the 
diet  and  that  since  almost  all  the  iron  in 
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these  drinks  was  ionizable,  it  was  concluded 
that  it  was  introduced  into  the  beer  from 
the  containers  used  in  brewing.  The  mean 
daily  iron  intake  from  all  dietary  sources 
in  these  Bantu  men  was  from  50  to  100  mg. 
No  evidence  was  found  that  iron  absorption 
was  increased  in  these  persons.  On  the 
contrary,  iron  absorption  was  lower  than 
that  found  in  a control  white  population. 
This  lowered  absorption  was  believed  to  be 
associated  with  the  existing  iron  overload 
and  possibly  due  to  deposits  of  iron  in  the 
mucosa  of  the  proximal  portion  of  the  small 
intestine.  The  mean  amount  of  iron  re- 
tained from  beer  at  the  25-mg.  dosage  level 
was  1.9  per  cent.  The  positive  iron  balance 
incurred  by  the  high  total  intake  was  be- 
lieved to  account  for  the  degrees  of  siderosis 
met  in  middle  age. 

Nutritional  surveys  have  shown  that  the 
highest  per  capita  intake  of  iron  occurs  in 
Ethiopia,  where  the  staple  cereal,  teff,  has 
a very  high  iron  content.3  It  has  been 
estimated  that  the  average  iron  intake  per 
person  in  this  country  is  471  mg.  per  day 
with  a range  varying  from  98  to  1,418  mg. 
per  day.  It  might  be  predicted  that  tissue 
siderosis  would  be  common  under  these 
conditions,  but  this  has  not  been  reported, 
perhaps  because  iron  in  this  form  is  not 
absorbed. 

In  the  United  States,  excessive  iron  in- 
take from  dietary  sources  is  unknown,  and 
with  the  decreased  use  of  iron  cooking  ves- 
sels, the  contribution  of  iron  intake  from 
this  source  is  usually  small.  However, 
among  alcoholic  persons,  significant  quanti- 
ties of  iron  may  be  obtained  from  wines 
which  may  contain  as  much  as  35  mg.  of 
iron  per  liter.4 

Definition  of  the  circumstances  in  which 
an  excessively  high  intake  of  iron  leads  to 
the  development  of  frank  disease  is  not 
simple,  and  conflicting  theories  attest  to 
continuing  ignorance.  Clear-cut  separa- 
tion of  hemosiderosis  and  hemochromatosis 
is  not  always  possible  even  if  classical  in- 
terpretation of  these  terms  is  accepted, 
namely,  hemosiderosis  as  tissue  deposition 
of  iron  without  tissue  damage  and  hemo- 
chromatosis as  tissue  deposition  with  tissue 
damage.  Reticuloendothelial  overload, 
that  is,  localization  of  tissue  iron  to  the 
Kupffer  cells  of  the  liver  and  the  splenic 
macrophages,  occurs  predominantly  in 
hemosiderosis  both  of  the  Bantu  type  and  in 


other  cases  associated  with  excessive  iron 
intake  or  multiple  transfusions.  In  idio- 
pathic hemochromatosis,  iron  deposits  are 
localized  in  the  parenchymal  cells  of  the 
liver,  pancreas,  heart,  kidneys,  and,  to  a 
lesser  extent,  in  the  skin  and  other  organs. 
However,  differential  localization  of  iron, 
namely,  to  the  reticuloendothelial  system  or 
to  the  parenchyma  of  any  organ,  does  not 
provide  a reliable  method  for  differential 
diagnosis  since  deposits  in  both  localizations 
occur  in  the  two  classes  of  iron-storage 
disease. 

In  the  present  discussion  of  the  effects  of 
mineral  overload,  it  is  more  pertinent  to 
consider  whether  tissue  deposition  of  iron, 
following  excessive  intake,  causes  cell  dam- 
age and  the  development  of  a definite  clini- 
cal and  pathologic  entity.  Correlation 
has  been  found  between  the  incidence  of 
siderosis  in  the  Bantu  and  the  occurrence 
of  portal  cirrhosis  of  the  liver.5  The  latter 
condition  develops  between  the  ages  of 
forty  to  sixty  years  at  a time  when  tissue 
siderosis  is  well  advanced.  However,  since 
these  Bantu  populations  exist  on  a deficient 
diet  and  more  especially  a protein-deficient 
diet,  it  is  also  possible  that  the  cirrhosis  is 
due  in  part  or  even  in  toto  to  the  effects  of 
malnutrition.  The  suggestion  that  the 
siderotic  liver  is  particularly  vulnerable  to 
the  effects  of  malnutrition,  alcoholism,  and 
other  toxic  influences  is  convenient  but 
unproved. 

Another  problem  which  is  of  considerable 
importance  is  whether  or  not  iron  overload 
is  associated  with  hyperabsorption.  Both- 
well  et  al .6  have  stated  the  view  that  hyper- 
absorption of  iron  is  characteristic  of  idio- 
pathic hemochromatosis  and  that  this 
peculiarity  of  the  intestinal  mucosa  causes 
slow  increase  in  the  iron  stores  of  the  body 
which  precedes  frank  evidence  of  the 
disease.  These  workers  have  based  their 
opinions  on  experiments  using  radioactive 
iron.  Certain  other  workers  including 
MacDonald7  are  not  convinced  by  these 
studies  and  see  no  real  evidence  for  hyper- 
absorption in  hemochromatosis.  They  pre- 
fer to  believe  that  hemochromatosis,  like 
hemosiderosis,  is  associated  with  high  iron 
intake  particularly  in  alcoholic  beverages, 
and  they  consider  that  the  liver  changes  are 
due  in  part  to  the  effects  of  chronic  ethanol 
intoxication.  It  has  also  been  suggested 
that  hemochromatosis  is  a variant  of  nu- 
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tritional  cirrhosis  and  that  the  hepatic  and 
extrahepatic  deposits  of  iron  are  secondary 
to  this  primary  pathologic  condition.8 
The  multiplicity  of  etiological  theories 
developed  to  explain  the  iron  overload  in 
hemochromatosis  provide  sufficient  evi- 
dence that  the  cause  remains  unknown. 
In  general,  the  theory  of  iron  hyperabsorp- 
tion as  the  primary  defect  is  favored,  and 
family  studies  have  suggested  a genetic 
basis  for  the  abnormality.9  Well-docu- 
mented reports  of  hemochromatosis  follow- 
ing massive  iron  intake  over  prolonged 
periods  are  not  numerous  but  are  of  impor- 
tance since  they  show  that  the  syndrome 
may  possibly  occur  in  the  absence  of  a 
metabolic  abnormality.10,11  However,  in 
all  reported  cases,  alternate  causes  for  the 
portal  cirrhosis  associated  with  high  iron 
intake  have  been  cited.7 

The  frequent  prescription  of  iron  medica- 
tions for  prolonged  use  together  with  the 
widespread  practice  of  consuming  iron 
tonics  provide  additional  sources  of  high 
intake.  It  has  been  pointed  out  in  a recent 
editorial  that  the  century-old  system  de- 
scribed by  Pierre  Blaud  for  treating  iron- 
deficiency  anemias  by  massive  iron  therapy 
is  still  advocated  by  respectable  authori- 
ties.12 Iron  absorption  is  increased  during 
periods  of  active  growth,  in  pregnancy,  and 
in  iron-deficiency  anemias.  Iron  deficiency 
is  not  an  acute  emergency  requiring  im- 
mediate correction,  and  as  long  as  iron 
intake  exceeds  iron  loss,  recovery  will  occur. 
It  is  therefore  difficult  to  find  justification 
for  the  practice  of  prescribing  ferrous  sul- 
fate in  doses  of  from  300  to  450  mg.  three 
times  a day  for  adults  and  even  children. 
Tablets  of  this  iron  salt  produce  intestinal 
irritation  in  from  5 to  10  per  cent  of  pa- 
tients, and  although  this  chemical  enteritis 
has  been  ascribed  to  pill  coatings,  it  has 
been  well  substantiated  that  it  is  due  to  the 
iron  salt  itself.  Further,  it  has  to  be  re- 
membered that  iron  absorption  is  increased 
in  iron-deficiency  anemias  as  well  as  in 
pregnancy  and  during  the  periods  of  active 
growth.13  Symptoms  of  acute  systemic 
toxicity  have  been  recorded  from  dosages 
i which  are  close  to  the  so-called  therapeutic 
level.  Further,  prolonged  and  particularly 
uncontrolled  iron  medication  carries  the 
risk  of  inducing  chronic  iron  overload  as 
has  been  described  in  dietary  siderosis. 

Acute  iron  intoxication  continues  to  be  a 


serious  pediatric  emergency,  often  with  a 
fatal  outcome.14  Since  the  iron  prepara- 
tions used  in  the  correction  of  nutritional 
and  other  anemias  are  widely  considered  as 
dietary  sppplements  rather  than  potent 
drugs,  insufficient  care  is  taken  to  keep 
them  out  of  the  hands  of  children  who  in- 
deed have  frequently  mistaken  the  tablets 
or  capsules  for  candy.  The  lethal  dose  is 
apparently  variable;  as  little  as  2 Gm.  of 
ferrous  sulfate  has  been  reported  to  cause 
the  death  of  a young  child  while  a dose  of 
14  Gm.  of  the  same  iron  salt  has  been  fol- 
lowed by  recovery.18,16  After  the  ingestion 
of  massive  quantities  of  iron  salts,  vomiting 
and  a state  of  shock  develop  rapidly.  Coma 
and  death  may  follow  within  four  hours,  or 
the  child  may  survive  this  phase  only  to 
succumb  to  gastrointestinal  bleeding, 
pneumonia,  or  convulsions. 

Copper 

Evidence  of  chronic  copper  intoxication 
due  to  excessive  intake  can  occur  only  under 
the  circumstance  that  copper  cooking  ves- 
sels are  persistently  employed  or  in  the 
presence  of  metabolic  disease.  Since  cop- 
per pots  and  pans  are  rarely  used  today  and 
when  used  are  protected  by  a tinned  inner 
surface,  this  condition  may  be  considered  as 
virtually  extinct.  However,  in  the  eight- 
eenth century,  both  acute  and  chronic  cop- 
per poisoning  associated  with  the  use  of 
copper  utensils  was  well  appreciated.  In 
an  appendix  to  Farley’s  The  London  Art  of 
Cookery  of  1796, 17  there  is  a prolonged  dis- 
cussion of  the  dangers  of  copper  cooking 
vessels,  and  the  symptoms  of  copper  poison- 
ing are  accurately  described.  Apparently 
a very  high  incidence  of  the  pernicious  con- 
sequences of  eating  food  cooked  in  copper 
vessels  induced  the  Swedish  senate  in  the 
year  1753  to  prohibit  in  their  fleets  and 
armies  the  use  of  cooking  utensils  other 
than  those  made  of  iron.  We  may  wonder 
whether  this  edict  resulted  in  an  appreciable 
incidence  of  siderosis?  This  is  not  men- 
tioned in  Farley’s  book,  but  he  personally 
advocates  the  use  of  Staffordshire  ware  or 
china  in  the  kitchen. 

Renewal  of  interest  in  the  problem  of 
copper  overload  has  resulted  from  the  in- 
vestigations of  Wilson’s  disease  (hepato- 
lenticular degeneration)  in  which  it  has  been 
shown  that  there  is  a disturbance  of  copper 
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metabolism. 1S  The  inability  of  affected 
persons  to  incorporate  copper  into  the  nor- 
mal serum  protein  ceruloplasmin  leads  to 
an  accumulation  of  copper  in  the  tissues. 
There  is  also  some  evidence  that  copper  ex- 
cretion is  diminished.  Recent  copper  bal- 
ance data  in  subjects  with  Wilson’s  disease 
who  were  receiving  therapy  with  D-peni- 
cillamine  showed  that  copper  retention  var- 
ied with  the  dietary  intake.  These  studies 
by  Goldstein  et  al.19  together  with  the 
demonstration  by  Sunderman,  White,  and 
Sunderman20  that  a restricted  copper  intake 
will  result  in  negative  copper  balance  in 
this  disease  suggest  that  low  copper  intake 
might  be  desirable  as  an  adjuvant  to  ther- 
apeutic modalities  inducing  increased  cop- 
per excretion. 

Comment 

The  problems  of  iron  and  copper  overload 
have  been  selected  for  review  because  they 
illustrate  many  of  the  varied  circumstances 
in  which  disease  can  result  from  mineral 
excess.  In  the  case  of  iron,  it  is  clear  that 
tissue  deposition  and  systemic  toxicity  are 
not  only  conditioned  by  the  level  of  intake, 
but  also  by  physiologic  and  pathologic 
circumstances  inducing  hyperabsorption. 
Gross  metabolic  errors  can  also  result  in  the 
tissue  deposition  of  a specific  mineral.  This 
has  been  demonstrated  in  Wilson’s  disease, 
where  defective  synthesis  of  ceruloplasmin 
is  associated  with  copper  overload. 

Etiological  factors  in  sodium  retention 
present  an  equally  complex  problem. 
Acute  hypernatremia,  carrying  a high  mor- 
tality rate,  occurs  with  excessive  sodium 
intake  due  to  the  accidental  administration 
of  salt  during  the  neonatal  period  and  also 
when  excessive  salt  is  given  to  dehydrated 
children.21’22  The  disproportionately  high 
sodium  intake  of  the  Bantu,  subsisting  on 
a protein-deficient  maize  diet,  is  believed 
to  be  a causative  factor  in  the  development 
of  nutritional  cardiomyopathy.23  Adverse 
effects  of  high-sodium  intake  in  hyper- 
tension and  toxemia  of  pregancy  may  also 
be  classified  as  examples  of  conditioned 
mineral  overload. 

The  complex  interrelationship  of  environ- 
mental factors  in  the  induction  of  mineral 
overload  can  be  seen  in  the  problem  of 
chronic  endemic  fluorosis.  In  a group  of 
cases  occurring  in  the  Bhatinda  and  Sangrur 


districts  of  the  Punjab,  which  were  de- 
scribed by  Singh  et  a/.,24  advanced  skeletal 
deformities  with  secondary  quadriplegia 
were  found  in  86  subjects.  The  authors 
emphasized  that  these  persons  had,  over  a 
period  of  from  ten  to  twenty  years  or  more, 
consumed  water  that  contained  16  ppm.  of 
fluoride.  However,  the  actual  fluoride  in- 
take was  conditioned  not  only  by  the 
fluoride  content  of  the  water  supply  but 
also  by  the  high  water  intake  necessitated 
by  heat  and  physical  activity  and  by  ex- 
cessive fluoride  from  other  dietary  sources. 

Studies  of  mineral  toxicity  have  caused 
us  to  search  for  sources  of  intake  which  are 
not  immediately  apparent.  Water,  wine, 
cooking  vessels,  and  drugs  can  singly  or 
collectively  contribute  to  the  mineral  ex- 
cess. From  the  public  health  standpoint, 
the  investigation  of  cases  of  mineral  over- 
load may  require  not  only  a knowledge  of 
food  habits  but  also  correlation  of  data 
concerning  such  disparate  factors  as  alcohol 
intake,  malnutrition,  and  various  environ- 
mental circumstances.  Specific  diseases 
associated  with  the  tissue  deposition  of 
mineral  require  evaluation  so  that  the 
proper  relationship  between  exogenous  and 
endogenous  etiological  factors  can  be  ap- 
preciated. Whereas  it  may  be  difficult  to 
reverse  the  effects  of  chronic  mineral  over- 
load in  the  presence  of  metabolic  disease, 
it  cannot  be  too  strongly  stressed  that  min- 
eral overload  occasioned  by  nutrient  excess 
or  medical  prescription  is  fully  preventable. 
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Perforation  of  gallbladder 
in  the  aged 

The  early  signs  and  symptoms  of  acute 
cholecystitis  in  aged  patients  are  more  obscure 
than  in  the  younger-age  groups,  and  there  is 
greater  likelihood  of  progression  into  complica- 
tions. In  consequence,  these  older  patients 
must  be  treated  more  aggressively  to  prevent 
perforation;  operation  should  not  be  delayed 
once  the  best  possible  physical  condition  has 
been  attained. 

Manuel  C.  Vallejo,  M.D.,  and  H.  G.  Dickie, 
Jr.,  M.D.,  writing  in  a recent  issue  of  the  West 
Virginia  Medical  Journal,  state  that  of  the  3 
patients  tested  in  this  study,  one  was  ninety- 
five,  one  seventy-five,  and  one  seventy-three 
years  old.  All  were  male.  Symptoms  of 
acute  cholecystitis  include  pain  and  tenderness, 
and  there  is  often  a mass  in  the  right  upper 
quadrant.  Often  gangrene  and  perforation 
present  the  same  signs  and  symptoms.  Most 
helpful  in  diagnosis  is  the  evidence  of  progression 
indicated  by  the  rise  in  pulse  rate,  increase  in 
the  size  of  the  mass,  and  marked  increase  in 
tenderness  to  palpation.  There  is  abrupt 
worsening  when  bile  peritonitis  follows  in- 


flammation and  perforation.  In  these  3 cases 
no  mass  was  palpable,  but  there  was  evidence  of 
worsening  in  all. 

In  the  aged  patient,  acute  cholecystitis  may 
develop  insidiously  or  abruptly.  A leukocyte 
rise  above  20,000  per  cubic  millimeter  or  a dif- 
ferential white  count  showing  a relative  propor- 
tion of  polymorphonuclear  cells  of  90  per  cent  or 
more  is  suggestive  of  actual  or  impending  gan- 
grene with  perforation  and  complications. 
Gangrene  can  be  present,  however,  when  both 
the  leukocyte  count  and  differential  are  normal. 
Since  an  acutely  inflamed  gallbladder  cannot 
concentrate  the  dye,  a cholecystogram  is  of 
limited  value. 

The  few  hours  necessary  to  bring  the  patient 
into  a more  physiologic  state  before  operation 
may  mean  the  difference  between  fatal  com- 
plications and  a smooth  postoperative  course. 
Signs  of  generalized  peritonitis  call  for  surgery  as 
soon  as  the  patient’s  condition  permits.  Atten- 
tion should  be  focused  on  electrolyte  depletion, 
protein,  carbohydrate,  and  oxygen-carrying  red 
blood  cells.  Special  care  must  be  taken  to  avoid 
overloading  with  water  and  electrolytes  in 
elderly  patients  with  compromised  cardiac  or 
pulmonary  reserve.  In  the  patients  presented, 
cholecystostomy  was  done  in  2 and  cholecystec- 
tomy in  the  other. 
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A collective  analysis  of  the  various 
types  of  bone  lesions  found  in  sickle  cell 
disease  has  not  been  reported  in  the  recent 
medical  literature.  Current  articles  deal- 
ing with  the  skeletal  abnormalities  from  a 
roentgenographic  viewpoint  are  to  be  found 
in  the  radiologic  literature. 

Individuals  with  any  amount  of  S hemo- 
globin are  considered  to  have  sickle  cell  dis- 
ease. The  phenomenon  of  erythrocyte 
sickling  predisposes  the  person  to  infarction 
and  hemolysis.1-3  These  processes  are 
manifested  by  changes  in  many  organs,  but 
invariably  the  bones  are  affected.  The 
changes  in  other  organs  are  suspected  by 
symptoms,  but  the  osseous  lesions  are  fre- 
quently visible  on  x-ray  films  and  often  by 
inference  offer  an  explanation  of  otherwise 
puzzling  findings.4  5 

The  following  5 cases  illustrate  the 
variety  of  bone  findings  to  which  we  refer: 
aseptic  necrosis  of  the  femoral  head,  peri- 
ostitis, medullary  infarcts,  “codfish”  verte- 
brae, and  widening  of  the  narrow  spaces  of 
the  skull. 


Case  reports 

Case  1.  A thirty-one-year-old  Negress 
was  admitted  to  the  E.  J.  Meyer  Memorial 
Hospital  in  November,  1962.  She  first  de- 
veloped pain  in  the  left  hip  in  1957,  and 
x-ray  films  at  that  time  reportedly  gave 
negative  findings.  After  six  months  of 
persistent  pain  aggravated  by  walking, 
radiographs  revealed  an  irregularity  of  the 
left  femoral  head.  This  was  consistent 
with  an  aseptic  necrosis,  and  further  eval- 
uation was  unrevealing  as  to  the  cause. 

Pain  in  the  right  hip  later  developed,  and 
for  the  next  four  years  while  having  bilateral 
hip  pain  she  continued  normal  activity. 

About  one  month  before  admission,  there 
was  an  increase  in  hip  pains  associated  with 
fatigue,  dyspnea,  and  weakness.  She  also 
had  severe  menorrhagia  and,  because  of 
this,  came  to  the  hospital. 

On  admission  she  showed  signs  of  severe 
iron  deficiency  anemia  and  early  cardiac 
decompensation.  Joint  findings  were  re- 
markable only  in  that  she  had  bilateral  hip 
pain  with  flexion  and  extension  and  limita- 
tion of  rotation,  more  on  the  left  than  right. 

Laboratory  examination  confirmed  an 
iron  deficiency  anemia  with  a serum  iron  of 
20  mg.  per  100  ml.  Serum  hemoglobin 
electrophoresis  was  55.5  per  cent  A hemo- 
globin, 43  per  cent  S hemoglobin,  and  1.5 
per  cent  F hemoglobin.  Additional  studies 
ruled  out  hemolysis,  aplasia  of  the  marrow, 
or  other  abnormalities.  The  remainder  of 
the  laboratory  studies  revealed  normal  find- 
ings except  for  the  radiographs  of  her  hips. 
These  revealed  both  femoral  heads  having 
irregular  sclerotic  margins  and  areas  of 
radiolucency  (Fig.  1).  The  joint  space  was 
preserved,  and  these  lesions  were  felt  to 
represent  aseptic  necrosis. 

During  her  hospital  course  she  was 
treated  with  2 pints  of  blood  and  oral  iron. 
The  hematocrit  rose  from  15  ( Wintrobe)  to 
35  in  six  weeks.  The  anemia  was  at- 
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FIGURE  1.  Case  1.  Anteroposterior  view  of  pelvis 
of  patient  with  S-A  hemoglobin.  Bilateral  involve- 
ment of  femoral  heads  with  sclerotic  changes  and 
radiolucent  areas. 


tributed  to  longstanding  dietary  irregular- 
ity and  heavy  menstrual  bleeding. 

All  further  tests  to  rule  out  other  possible 
causes  for  bilateral  aseptic  necrosis  of  the 
femoral  heads  were  not  revealing.  Follow- 
ing discharge,  she  resumed  her  regular  ac- 
tivities with  minimal  hip  pain. 

Case  2.  A seventy-two-year-old  Negro 
was  initially  admitted  to  E.  J.  Meyer 
Memorial  Hospital  in  1959.  His  symptoms 
were  those  of  cardiac  failure  and  anemia. 
There  was  no  history  of  bone  disease  or  pain. 
Prior  to  this  he  gave  no  history  of  anemia, 
blood  or  bone  disorders,  or  any  other  serious 
medical  illnesses. 

Physical  examination  at  the  time  of  ad- 
mission showed  an  acutely  ill  Negro  with 
tachycardia  and  hypertension.  There  was 
cardiomegaly,  rales  in  the  chest,  and  leg 
edema.  The  liver  and  spleen  were  en- 
larged. 

The  hematocrit  was  15  with  a normal 
leukocyte  count  and  many  target  cells  on 
peripheral  smear.  The  blood  urea  nitrogen 
was  60  mg.  per  100  ml.  The  sickle  cell 
preparation  test  was  positive,  and  hemo- 
globin electrophoresis  showed  20  per  cent 
A hemoglobin,  2 per  cent  F hemoglobin, 
38  per  cent  S hemoglobin,  and  40  per  cent  C 
hemoglobin.  Other  laboratory  studies  were 
compatible  with  those  found  in  severe  car- 
diac failure  and  uremia. 

X-ray  examinations  showed  cardio- 
megaly and  pulmonary  congestion. 
Skeletal  examination  of  the  long  bones 


FIGURE  2.  Case  2.  Right  humerus  of  patient  with 
S-C  hemoglobin.  Medullary  bone  infarction  of 
shaft  giving  appearance  of  “bone  within  bone.” 


showed  numerous  areas  of  densities  in  the 
medullary  portions  consistent  with  bone 
infarctions  (Fig.  2). 

The  patient  was  treated  for  cardiac 
failure  with  transfusions,  but  he  became 
progressively  more  uremic  and  died. 

Case  3.  A twenty-two-year-old  Negress 
was  first  admitted  to  the  E.  J.  Meyer 
Memorial  Hospital  in  August,  1962.  In 
1959  she  had  had  an  ulcer  on  the  right 
medial  malleolus  which  healed  spontane- 
ously. Another  ulcer  developed  on  the  lat- 
eral malleolus  of  the  right  leg  which  per- 
sisted, and  she  was  referred  to  the  hospital. 
There  were  no  symptoms  of  anemia,  jaun- 
dice, or  bone  pains,  and  the  rest  of  the  his- 
tory was  unrevealing. 

Physical  examination  showed  that  the 
patient  was  clinically  anemic  and  had  a 2.5 
cm.  by  5 cm.  ulcer  over  the  right  lateral 
malleolus.  There  was  also  bilateral  an- 
terior tibial  tenderness  and  tenderness  of 
the  right  fibula.  She  was  afebrile,  and 
there  was  no  leg  or  ankle  edema.  The  rest 
of  the  examination  was  within  normal 
limits. 

Laboratory  examination  produced  a 
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FIGURE  3.  Case  3.  Left  fibula  of  patient  with  type 
S-S  hemoglobin.  Cortical  bone  involvement  show- 
ing marked  periosteal  reaction. 


hematocrit  of  25  (Wintrobe)  with  a normal 
leukocyte  and  differential  count.  The 
reticulocyte  count  was  12  per  cent.  Liver 
and  renal  function  tests  all  gave  normal  re- 
sults except  for  a serum  bilirubin  of  1.5  mg. 
per  100  ml.  The  sickle  cell  preparation  test 
was  positive,  and  hemoglobin  electrophore- 
sis showed  100  per  cent  S hemoglobin.  The 


FIGURE  4.  Case  4.  Skull  radiograph  of  patient 
showing  markedly  expanded  marrow  volume  repre- 
sented by  marked  thickeningof  tables. 


rest  of  the  laboratory  tests  were  not  con- 
tributory. 

Radiographs  revealed  a marked  periosteal 
reaction  of  the  fibula  (Fig.  3).  There  were 
no  other  bone  changes  seen  which  are  com- 
patible with  sickle  cell  disease. 

Her  hospital  course  was  uncomplicated 
with  slow  healing  of  the  ulcer,  and  her 
anemia  remained  unchanged. 

Case  4.  A sixteen-year-old  Negress  was 
initially  seen  at  the  E.  J.  Meyer  Memorial 
Hospital  in  1937  at  the  age  of  two.  She 
had  severe  anemia,  hepatosplenomegaly, 
enlarged  skull,  and  sickling.  There  was  no 
follow-up  until  1951  when  she  was  sixteen 
years  old.  At  this  time  she  was  seen  with 
abdominal  pain  and  fever  and  was  felt  to 
have  been  in  sickle  cell  crisis.  The  history 
revealed  that  there  had  been  retarded 
mental  development  and  that  the  patient 
had  had  numerous  milder  episodes,  all  un- 
attended. 

Examination  on  admission  showed  a thin 
girl  with  severe  abdominal  pain.  There 
was  generalized  abdominal  tenderness  and 
hepatomegaly,  and  the  rest  of  the  examina- 
tion gave  normal  findings.  The  hemo- 
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globin  was  8.5  Gm.  per  100  ml.  with  a 
leukocytosis  of  18,000  and  12,000.  Marked 
sickling  was  also  observed.  The  serum 
bilirubin  was  1.2  mg.  per  100  ml.,  and  there 
was  increased  urobilinogen  in  the  urine. 

Skull  radiographs  showed  both  tables  to 
be  markedly  thickened  (Fig.  4).  The 
width  of  the  occipital  area  was  2 cm.  and 
the  parietal  area  about  3 cm. 

This  picture  was  thought  to  be  consistent 
with  sickle  cell  anemia.  The  rest  of  the 
laboratory  data  were  normal,  and  the  hos- 
pital course  was  uneventful.  Hemoglobin 
electrophoresis  was  not  available.  The 
next  patient,  Case  5,  has  been  lost  to 
follow-up. 

Case  5.  A twenty-nine-year-old  Ne- 
gress was  admitted  to  the  E.  J.  Meyer  Me- 
morial Hospital  in  1955.  She  was  seen  with 
a two-week  history  of  backache,  malaise, 
anorexia,  and  scleral  icterus.  The  re- 
mainder of  the  physical  examination  gave 
negative  findings  except  for  an  episode  of 
jaundice  in  1946.  This  had  apparently 
cleared  spontaneously. 

The  examination  was  remarkable  in  that 
there  was  scleral  icterus  and  a slightly  en- 
larged liver  and  spleen.  The  rest  of  the 
examination  was  unremarkable. 

The  patient  was  anemic  with  hematocrit 
of  25  to  30  on  numerous  testings.  Periph- 
eral smear  showed  many  target  cells  and 
sickling.  There  were  increases  in  the 
reticulocyte  counts  and  urine  urobilinogen. 
The  alkaline  phosphatase  varied  from  8 to 
17  Bodansky  units,  and  the  bilirubin  varied 
from  8 mg.  to  2 mg.  per  100  ml.  Hemo- 
globin electrophoresis  produced  38.1  per 
cent  S hemoglobin,  57  per  cent  C hemo- 
globin, and  4.9  per  cent  F hemoglobin. 

A liver  biopsy  was  performed  and  showed 
preserved  liver  pattern  with  some  liver  cells 
having  dark  nuclei.  There  was  interstitial 
inflammatory  cellular  infiltration  in  the 
lobules  and  in  the  periportal  spaces.  Some 
of  the  red  cells  seen  had  a sickled  shape, 
and  there  were  some  nucleated  red  cells  in 
the  sinusoids.  The  diagnosis  was  that  of 
interstitial  inflammation. 

Roentgenographic  skeletal  survey  was 
remarkable  in  that  the  lumbosacral  spines 
showed  marked  impression  of  the  nucleus 
pulposus  into  the  intervertebral  bodies,  ex- 
tending from  the  lower  dorsal  to  the  first 
sacral  vertebra  (Fig.  5).  There  was  some 


FIGURE  5.  Case  5.  Lumbar  vertebrae  of  patient 
with  S-C  hemoglobin  showing  “codfish  vertebrae” 
due  to  impression  of  nucleus  pulposus  on  vertebral 
bodies. 


porosity  of  the  body  of  the  first  and  second 
lumbar  vertebrae.  There  was  also  rather 
marked  decalcification  of  the  bones. 

The  patient’s  jaundice  and  back  pain 
gradually  cleared,  and  the  remainder  of  her 
hospital  stay  was  uneventful.  She  has  sub- 
sequently been  lost  to  follow-up. 

Comment 

While  less  precise  than  older  terminology, 
the  all-inclusive  term  sickle  cell  disease 
serves  to  draw  attention  to  the  disabilities 
likely  to  be  incurred  by  individuals  with 
any  amount  of  S hemoglobin. 

The  various  types  of  bone  lesions  illus- 
trated can  be  divided  into  two  major  cate- 
gories. The  first  3 cases  are  examples  of 
lesions  due  to  vascular  insufficiency  which 
produces  a variety  of  bone  infarcts.  The 
second  category  includes  those  changes  due 
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to  the  increased  marrow  volume.  A third 
category  often  described  in  sickle  cell  dis- 
ease is  osteomyelitis  due  to  Salmonella  or- 
ganisms.6'7 Despite  the  frequent  reference 
to  this  in  the  literature,  we  have  not  ob- 
served this  complication  in  a large  number 
of  symptomatic  and  asymptomatic  patients 
with  all  varieties  of  sickle  cell  disease  and 
its  lesions,  the  great  majority  of  whom  are 
frequently  subjected  to  skeletal  x-ray  sur- 
vey. 

To  adequately  explain  a bone  infarct  ex- 
tensive enough  to  cause  necrosis  which  will 
be  later  visible  by  x-ray  film,  arteriolar 
thrombosis  due  to  sickling  must  be  as- 
sumed. This  may  take  place  if  the  proper 
conditions  of  decreased  oxygen  tension,8 
lowered  pH,  or  chilling2  were  to  occur.  In 
the  usual  situation,  only  the  first  would 
obtain. 

Should  the  occlusion  occur  in  the  epiphy- 
sis of  a weight-bearing  bone,  the  initial  insult 
may  be  painless.  Destruction  from  is- 
chemic necrosis  would  then  occur  with  later 
symptoms  due  to  the  deformity.  Ratcliff 
and  Wolf9  reported  2 cases  of  a vascular  ne- 
crosis of  the  femoral  head  associated  with 
and  presumably  caused  by  S-A  hemoglobi- 
nopathy. They  emphasized  that  the  lesion 
cannot  be  unequivocally  attributed  to  the 
effects  of  the  abnormal  hemoglobin  except 
by  exclusion  of  the  other  causes.  The  ab- 
normal condition  of  this  lesion  is  generally 
assumed  to  result  from  interference  with 
the  blood  supply  to  the  femoral  head  which 
is  derived  from  three  main  sources,  princi- 
pally the  retinacular  vessels,  but  also  from 
the  artery  of  the  ligamentum  teres  and  the 
nutrient  artery  of  the  femoral  shaft.  The 
increased  density  as  seen  by  x-ray  film  is 
the  result  of  the  collapse  of  trabeculae  and 
calcification  of  the  necrotic  tissue  (Fig.  1). 
In  Case  1 the  other  various  causes  of  aseptic 
necrosis  of  the  femoral  head  were  excluded 
as  reasonably  as  possible.  The  age  and 
history  were  inconsistent  with  Legg-Calve- 
Perthes  disease,10  slipped  capital  epiphy- 
sis,10 trauma,  caisson  disease,11  and  ionizing 
radiation.  There  was  no  physical  evidence 
of  vascular  insufficiency  or  atherosclerosis. 
Blood,  x-ray,  and  other  studies  excluded 
severe  degenerative  joint  disease,12  meta- 
static malignant  growth,  uremia,  hyperthy- 
roidism, infection,9  collagen  disease,13  or 
Gaucher’s  disease.14 

Cases  2 and  3 illustrate  florid  medullary 


and  cortical  involvement.  When  the  oc- 
cluded vessel  supplies  only  the  medullary 
portion  of  the  shaft,  painless  infarction 
would  take  place,  an  area  of  dense  bone  be- 
ing seen  later  on  x-ray  film  (Fig.  2).  If  sub- 
cortical and  extensive,  the  picture  of  a 
“bone  within  a bone”  will  be  seen.  The 
painless  nature  of  these  infarctions  often 
leads  to  a surprisingly  extensive  degree  of 
change  with  minimal  symptoms  related  to 
the  bones.  This  picture  has  most  fre- 
quently been  observed  in  S-C  variants  of 
sickle  cell  disease  but  is  unlikely  due  to  C 
hemoglobin15' 16  since  sickling  does  not  occur 
with  this  hemoglobin  except  for  the  very 
rare  C (Georgetown).17 

In  the  cortex,  infarction  would  cause  im- 
mediate pain  due  to  the  periosteal  innerva- 
tion. The  subsequent  x-ray  picture  would 
be  that  of  periostitis  (Fig.  3).  Case  3 il- 
lustrates such  a situation  without  other  visi- 
ble bone  lesions  present.  In  this  area  it  is 
conceivable  that  chilling  could  account  for 
circumstances  of  infarction. 

In  the  second  major  category  are  the  bone 
changes  due  to  expanded  marrow  volume. 
This  is  seen  to  an  extreme  degree  in  Case  4 
(Fig.  4).  In  our  experience  this  degree  of 
diploic  separation  is  quite  unusual,  necessi- 
tating the  inclusion  of  a patient  studied 
prior  to  1953  when  routine  hemoglobin  elec- 
trophoretic patterns  became  available  to  us. 
There  is  nothing  in  his  record  or  course  to 
suggest  a disease  other  than  homozygous 
hemoglobin  S,  without  a hemoglobin  pat- 
tern, however,  and  with  the  rarity  of  this 
finding  in  our  more  recent  cases  the  exact 
hemoglobinopathy  must  remain  open  to 
question.  No  abnormal  physiology  has 
been  attributed  to  this  lesion  other  than 
the  cosmetic  effect  such  as  diminished 
sinuses  and  maxillary  overgrowth  with 
“buck  teeth.” 

The  same  process  of  marrow  expansion  at 
the  expense  of  trabeculae  in  the  vertebral 
column  plus  the  pressure  of  the  unyielding 
intra vertebral  disks  gives  rise  to  the  picture 
of  the  so-called  “codfish”  vertebrae  (Fig. 
5).  A moderate  degree  of  this  deformity  is 
seen  in  Case  5.  In  spite  of  rather  definite 
radiologic  changes,  we  are  impressed  by  the 
lack  of  symptoms  exhibited  by  patients 
with  these  lesions  even  on  direct  question- 
ing. 

It  is  apparent  that  a variety  of  bone  le- 
sions can  be  found  in  the  complete  skeletal 
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evaluation  of  patients  with  sickle  cell  dis- 
ease. We  often  deliberately  seek  them  out 
when  attempting  to  explain  other  vascular 
lesions  or  symptoms  in  patients  suspected 
of  having  intravascular  sickling. 

It  is  well  accepted  that  individuals  with 
S-S  hemoglobin  have  vascular  crises.  It  is 
in  those  with  S-A  hemoglobin  and  sickle 
cell  disease  who  have  pulmonary  episodes, 
strokes,  and  abdominal  pain,  that  x-ray 
evidence  of  bone  change  due  to  vascular 
disease  may  be  helpful  in  attributing  a 
cause. 

When  found,  bone  infarcts  supply  impor- 
tant inferential  evidence  of  sickling  and 
thrombosis  elsewhere.  In  addition,  when 
seen  in  patients  not  known  to  sickle,  one 
should  perform  this  simple  test  before  more 
extensive  and  possibly  dangerous  pro- 
cedures such  as  bone  biopsy  and  others  are 
attempted. 

This  general  survey  of  our  county  general 
hospital  has  pointed  out  the  variety  of 
skeletal  lesions  seen  in  sickle  cell  disease  and 
its  variants.  The  presence  of  these  lesions 
is  much  more  common  than  the  osteomye- 
litis due  to  Salmonella  frequently  re- 
ported.6-7 

Summary 

A variety  of  five  fairly  typical  bone  le- 
sions seen  in  sickle  cell  disease  is  presented. 

These  lesions  are  presented  in  two  cate- 
gories. The  first  are  those  due  to  vascular 
insufficiency,  such  as  aseptic  necrosis  of  the 
femoral  head  in  a patient  with  S-A  hemo- 
globin, medullary  bone  infarction  in  a pa- 
tient with  S-C  hemoglobin,  and  cortical 
bone  involvement  with  periostitis  in  a pa- 
tient with  S-S  hemoglobin. 

The  second  category  of  bone  lesions  in 
sickle  cell  disease  are  those  due  to  expanded 


marrow  volume.  These  are  illustrated  by 
2 cases.  They  include  the  typical  skull  and 
vertebral  findings. 

It  is  suggested  that  a skeletal  survey  in 
people  with  S-S  hemoglobin  and  its  variants 
such  as  S-A  and  S-C  can  produce  a variety 
of  skeletal  changes  visible  on  x-ray  film. 
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Albany,  New  York 


Clinical  Instructor,  Department  of  Obstetrics 
and  Gynecology,  The  Albany  Medical  College 
of  Union  University 


John  Albertson  Sampson  (Fig.  1)  was 
born  in  the  town  of  Brunswick,  Rensselaer 
County,  in  1873.  He  was  the  son  of  John 
and  Sarah  Albertson  Sampson.  He  at- 
tended the  old  Troy  Academy  and  was 
graduated  from  Williams  College  in  1895. 
In  1899,  he  received  the  degree  of  Doctor  of 
Medicine  from  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  Maryland. 
His  training  in  gynecology  was  at  the  same 
university.  In  1905  he  came  to  Albany 
and  began  the  practice  of  gynecology  with 
an  office  at  180  Washington  Avenue.  This 
was  the  beginning  of  his  close  association 
with  the  Albany  Medical  College  and 
Albany  Hospital  (Fig.  2). 

Dr.  Sampson  was  in  active  practice  in  the 
city  of  Albany  from  1905  until  the  middle 
of  January,  1946,  when  he  fractured  his 
hip. 

In  addition  to  his  international  fame 
as  gynecologist,  he  had  the  distinction  of 
driving  one  of  the  first  air-cooled  models  of 
the  Franklin  automobile  made  in  Syracuse, 
New  York.  Dr.  Sampson  at  the  wheel  of 
his  high-bodied  open  roadster  was  a fa- 
miliar figure  as  he  drove  through  Washing- 
ton Park  from  his  office  to  Albany  Hospital. 
There  is  an  interesting  story  about  John 
Sampson  and  his  old  Franklin  automobile. 


FIGURE  1.  John  Albertson  Sampson,  M.D. 


In  the  late  twenties  an  agent  of  the  Frank- 
lin Motor  Company,  after  much  time, 
effort,  and  persuasion,  convinced  him  he 
should  buy  a new  model.  On  the  ap- 
pointed day  the  salesman  delivered  the 
new  car  to  Dr.  Sampson  at  his  office.  He 
looked  the  automobile  over  very  carefully, 
took  a short  ride  with  the  agent  around 
the  city,  and  returned  to  his  office  at  180 
Washington  Avenue.  To  the  great  sur- 
prise of  the  salesman,  Dr.  Sampson  said 
he  did  not  like  the  new  car  and  would 
prefer  that  the  old  one  be  returned  to  him. 
In  a few  days  the  agent  in  great  disap- 
pointment, chagrin,  and  sorrow  returned 
the  old  Franklin  car.  The  doctor  would 
not  take  the  new  car  because  his  dog  would 
not  ride  in  it. 


Clinical  investigations  and 
research  in  gynecology 


Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
History  of  Medicine,  February  14,  1966. 


John  Sampson’s  interest  in  research  and 
clinical  investigations  of  cancer  uteri  began 


1244  New  York  State  Journal  of  Medicine  / May  15,  1966 


FIGURE  2.  The  old  Albany  Medical  College  (1910)  in  Eagle  Street,  between  Jay  and  Lancaster  Streets 
Erected  by  the  Common  Council,  it  was  first  occupied  as  a free  school  on  the  Lancasterian  plan,  opening  in 
1817.  The  old  building  was  leased,  rent  free,  to  Union  College  as  the  medical  branch  of  the  Schenectady 
College.  Parked  in  front  of  the  building  is  the  air-cooled  Franklin  belonging  to  Dr.  Sampson.  (Photo  from 
Morris  Gerber  collection) 


during  his  residency  training  at  Johns 
Hopkins  Hospital,  Johns  Hopkins  Uni- 
versity, from  1900  to  1905.  One  of  his 
first  published  works  in  gynecology  ap- 
peared in  the  Johns  Hopkins  Hospital 
Bulletin.1  At  the  time  he  was  resident 
gynecologist  and  instructor  in  gynecology 
at  Johns  Hopkins  Hospital  and  Johns 
Hopkins  University. 

Several  other  articles  were  written  by 
him  on  the  diagnosis  and  treatment  of 
carcinoma  of  the  uterus  during  his  time  as 
assistant  resident  and  resident  gynecolo- 
gist at  the  hospital  of  his  alma  mater.2-4 
He  demonstrated  in  this  last  report4  that 
the  most  important  etiological  factor  in 
the  causation  of  ureteral  necrosis  is  injury 
to  the  periureteral  arterial  plexus,  from 
tearing  or  otherwise  injuring  the  plexus  in 
the  dissection  to  free  the  ureter.  Dis- 
secting the  ureter  free  from  its  sheath  is 
associated  with  danger  of  interfering  with 
the  function  of  the  ureter  and  producing 
ureteral  necrosis  (Fig.  3). 


In  1904,  John  Sampson  read  a paper 
entitled  “The  Invasion  of  the  Carcinoma 
Cervices  Uteri  into  the  Surrounding  Tis- 
sues in  the  More  Radical  Operations  for 
that  Disease”  before  the  Section  on  Ob- 
stetrics and  Diseases  of  Women  at  the 
fifty-fifth  annual  meeting  of  the  American 
Medical  Association.  In  his  summary  he 
laid  great  emphasis  on  the  fact  that  many 
of  the  patients  in  this  group  will  not  stand 
a very  severe  operation.  First  considera- 
tion must  be  wide  excision  of  the  primary 
growth,  and  the  removal  of  the  pelvic 
lymphatics  should  be  reserved  for  the  last 
and  attempted  only  if  the  condition  of  the 
patient  warrants  it. 

Dr.  Sampson  was  known  throughout  the 
medical  world  for  his  original  research  and 
clinical  investigation  in  the  diagnosis, 
pathology,  and  treatment  of  endometriosis. 
The  fundamental  knowledge  gained  by 
thorough  investigative  work  was  published 
in  the  October,  1925,  issue  of  the  American 
Journal  of  Obstetrics  and  Gynecology .5 
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FIGURE  3.  Introduction  of  proctoscope  into  pel- 
vis. "The  lower  end  of  the  abdominal  incision  has 
been  opened,  and  the  proctoscope  has  been  in- 
serted through  the  opening  into  the  abdominal 
cavity,  taking  care  to  direct  the  end  well  forward 
against  the  bladder,  so  that  the  coils  of  the  intes- 
tines will  be  displaced  backwards.  In  this  instance 
the  uterus  with  appendages  have  been  removed, 
leaving  in  the  cervix.  By  removing  the  obturator 
the  various  portions  of  the  pelvis  may  be  inspected, 
and  here  one  can  see  that  there  is  a small  accumu- 
lation of  fluid  in  the  pelvis.”3 

The  study  of  the  mucosal  lining  of  the 
uterine  cavity  under  different  conditions 
demonstrates  that  it  presents  a varied 
structure,  and  its  origin  is  not  always  the 
same.  It  arises  from  both  the  uterine 
and  tubal  mucosa.  It  is  also  known  that 
peritoneal  irritation  misplaces  endometrial- 
like  tissue  onto  the  surface  epithelium  of 
the  ovary.  Careful  study  shows  that  mis- 
placed endometrial-like  tissue  comes  from 
two  groups  of  structures:  first,  true  endo- 

metrial tissue  or  mullerian  tissue  which  is 
derived  from  tubal  and  uterine  mucosa; 
second,  pseudoendometrial  tissue  that 
arises  from  the  remnants  of  the  wolffian 
body  and  from  metaplasis  of  the  peri- 
toneal serosa. 

Misplaced  endometrial  or  mullerian  tissue 
may  be  classified  under  four,  possibly  five, 
groups  according  to  the  manner  in  which 
this  tissue  reached  its  ectopic  situation. 

1.  Direct  or  primary  endometriosis 
(mullerianosis),  that  is,  misplaced  endo- 


metrial tissue  in  the  wall  of  the  uterus 
from  direct  invasion  of  the  myometrium 
by  the  mucosal  lining  of  the  cavity  of 
the  uterus,  producing  the  well-known 
adenomyoma. 

2.  Peritoneal  or  implantation  endo- 
metriosis. In  this  type  of  implantation 
deposits  of  mullerian  or  endometrial  tissue 
are  found  scattered  throughout  the  pelvis 
similar  in  their  distribution  to  the  im- 
plantations of  carcinoma  and  often,  like 
the  latter,  invading  the  underlying  tissues. 

3.  Transplantation  endometriosis.  In 
this  group  the  endometrial  tissue  is  found 
in  the  scar  of  the  abdominal  incision  after 
operations  on  the  pelvic  viscera. 

4.  Metastatic  endometriosis.  The 
metastatic  form  includes  extraperitoneal 
tissue  in  situations  similar  to  those  of 
metastases  from  cancer  of  pelvic  organs, 
including  peritoneal  carcinosis. 

5.  Developmentally  misplaced  endo- 
metrial tissue.  The  possibility  of  a hetero- 
topic condition  is  rare.5 

Academic  honors  and  membership 
in  scientific  societies 

Dr.  Sampson  was  a member  of  the 
advisory  editorial  board  of  the  American 
Journal  of  Obstetrics  and  Gynecology ; Fel- 
low of  the  American  College  of  Surgeons; 
and  member  of  the  Medical  Society  of 
the  State  of  New  York,  Albany  County 
Medical  Society,  and  American  Medical 
Association. 

He  received  the  honorary  degree  of  the 
Master  of  Science  from  Williams  College  in 
1915  and  an  honorary  degree  from  Union 
College  in  1940.  Rensselaer  Polytechnic 
Institute,  Troy,  conferred  on  him  in  1942 
an  honorary  degree  of  Doctor  of  Science. 
The  Sigma  Xi,  an  honorary  scientific 
society  of  Rensselaer  Polytechnical  In- 
stitute, admitted  him  to  membership  in 
1938.  Dr.  Sampson  was  a member  and 
former  president  of  the  American  Gyneco- 
logical Society.  His  club  memberships 
included  Fort  Orange  and  University 
Clubs,  Albany,  New  York. 

Among  Dr.  Sampson’s  closest  friends 
were  the  late  William  Osier,  M.D.,  and 
William  Halsted,  M.D.,  of  the  Johns  Hop- 
kins University  School  of  Medicine  and 
Johns  Hopkins  Hospital,  Baltimore,  Mary- 
land. 
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Association  with  Albany 
Medical  College  and  Hospital 

Dr.  Sampson  began  his  association  with 
the  Albany  Hospital  and  Albany  Medical 
College  in  1905.  Five  years  later  he  was 
appointed  attending  gynecologist  of  Albany 
Hospital  and  professor  of  gynecology  at 
Albany  Medical  College.  In  the  year 
1937,  after  thirty-two  years  of  active 
practice  in  gynecology,  he  was  made  senior 
gynecologist  at  the  Albany  Hospital  and 
professor  emeritus  at  Albany  Medical 
College.  He  gave  freely  of  his  time  and 
talents  as  a teacher  of  gynecology  to  the 
physicians  who  completed  their  training 
as  resident  gynecologists  at  Albany  Hospi- 
tal. In  addition  to  his  active  affiliation 
with  the  Albany  Hospital  and  Albany 
Medical  College  he  was  appointed  as 
gynecologic  surgeon  to  the  original  staff 
of  the  A.  N.  Brady  Maternity  Hospital 
in  1915. 

Later  life 

Dr.  Sampson  gave  financial  aid  to  the 
Albany  Hospital,  Albany  Medical  College, 
Johns  Hopkins  University,  Williams  Col- 
lege, Union  College,  Rensselaer  Poly- 
technic Institute,  and  to  many  charitable 
organizations  in  the  city  and  county  of 
Albany.  In  the  late  thirties  he  gave  three 
houses  owned  by  the  Sampson  family  in 
the  city  of  Troy  to  the  Russell  Sage  Col- 
lege. The  college  remodeled  the  buildings 
into  dormitories  and  named  them  Sampson 
dormitories. 

John  Sampson,  M.D.  was  a bachelor. 
His  chief  hobby  was  the  raising  of  trees  on 
a farm  in  the  town  of  Grafton,  Rensselaer 
County,  about  8 miles  east  of  the  city  of 
Troy.  He  was  an  eminent  gynecologist, 
scientist,  teacher,  clinical  investigator,  and 
researcher  in  the  field  of  gynecology  and 


the  author  of  over  60  articles  in  gynecology. 
After  he  fractured  his  hip  in  1946,  he  was 
unable  to  perform  his  active  work  as  a 
gynecologic  surgeon.  He  was  admitted 
to  the  Albany  Hospital  the  latter  part  of 
November  of  the  same  year  for  an  attack 
of  apoplexy  and  died  on  December  23, 
1946,  approximately  one  month  after  his 
admission  to  the  hospital.  He  had  no 
immediate  survivors.  He  was  seventy- 
three  years  old  at  the  time  of  his  death. 
Burial  services  took  place  at  the  First 
Presbyterian  Church  of  Troy  and  inter- 
ment was  in  the  family  plot  of  the  Oakwood 
Cemetery,  Troy.6  In  1964,  a group  of 
Albany  gynecologists  organized  the  John 
A.  Sampson  Gynecological  Society  to  honor 
the  memory  of  this  world-renowned  gyneco- 
logic surgeon. 

437  Western  Avenue 
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Special  Article 


Problem  of  Neonatal 
Narcotic  Addiction 


ALONZO  S.  YERBY,  M.D.,  M.P.H. 

New  York  City 

Commissioner  of  Hospitals  of  the  City  of  New  York 


M ore  than  300  infants  born  in  hospitals 
in  New  York  City  last  year  were  diag- 
nosed as  suffering  from  neonatal  narcotic 
addiction.  There  is  strong  reason  to  be- 
lieve that  each  year  an  additional  400  to 
500  infants  are  born  to  narcotic  addicts  in 
the  city  and  that  the  incidence  of  maternal 
neonatal  addiction  is  increasing. 

Maternal  narcotic  addiction  is  a dis- 
order which  affects  the  fetus  and  endangers 
the  life  of  the  infant.  It  is  felt  that  a large 
proportion  of  infants  born  to  such  women 
are  premature,  or  develop  the  neonatal 
narcotic  withdrawal  syndrome,  or  die  in 
the  perinatal  period. 

In  lay  language  the  “neonatal  narcotic 
withdrawal  syndrome”  means  that  these 
infants  have  been  poisoned  by  the  narcotics 
taken  by  their  mothers  and  shortly  after 
birth  suffer  all  the  tortures  of  withdrawal. 
Because  they  are  infants  and  have  no 
physical  reserve  of  strength  to  call  on, 
their  suffering  is  even  greater  than  that  felt 
by  an  adult  addict  when  forced  to  undergo 
so-called  “cold  turkey”  withdrawal  treat- 
ment. 

To  place  the  problem  in  clear  focus  as 
well  as  to  determine  areas  where  action  can 
be  taken,  the  New  York  City  Department 
of  Health  made  a survey  of  the  pediatrics 
departments  of  18  hospitals  thought  most 
likely  to  be  giving  medical  care  to  addicted 
women.  The  following  facts  and  conclu- 


sions are  drawn  from  these  surveys  and 
analyses. 

Findings 

1.  The  various  pediatric  services  sur- 
veyed reported  an  estimated  280  cases  of 
babies  born  with  a diagnosis  of  congenital 
neonatal  addiction  or  neonatal  narcotic 
withdrawal  syndrome  during  1964. 

2.  Most  pediatricians  feel  certain  that 
the  development  of  narcotic  withdrawal 
symptoms  in  infants  is  serious  and  must  be 
treated  promptly.  Some  hospitals  are 
particularly  aware  of  the  relationship  be- 
tween maternal  narcotic  addiction  and  con- 
genital neonatal  narcotic  addiction  and 
have  established  definite  procedures  for 
case  finding  in  both  mother  and  infant,  but 
many  hospitals  have  no  established  case- 
finding policy. 

3.  A few  hospitals  make  efforts  to  de- 
tain infants  for  at  least  four  days  after  birth 
if  a diagnosis  of  maternal  addiction  is  made. 
One  city  hospital  detains  infants  for  a 
minimum  of  seven  days  when  the  possibility 
of  neonatal  addiction  exists.  However, 
most  hospitals  have  no  set  policy  in  this 
regard.  A number  of  hospitals  have  al- 
lowed mothers  with  known  addiction  prob- 
lems to  leave  with  their  babies  before 
twenty-four  or  forty-eight  hours  post 
partum.  This  practice  can  be  serious  in 
the  case  of  maternal  narcotic  addiction, 
since  the  baby  might  thus  be  deprived  of 
prompt  medical  care  if  it  develops  with- 
drawal distress. 

4.  Babies  who  actually  develop  symp- 
toms of  neonatal  narcotic  withdrawal  are 
detained  in  the  hospital  anywhere  from 
one  week  to  three  months.  In  some  in- 
stances they  are  allowed  to  leave  sooner 
and  are  given  home  medication.  On  sev- 
eral occasions  infants  had  to  be  readmitted 
for  further  treatment. 

5.  Many  pediatricians  feel  they  cannot 
legally  detain  infants  even  when  a diagnosis 
of  maternal  addiction  is  known,  much  less 
when  it  is  merely  suspected, 
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6.  Diagnosis  criteria  used  vary  widely, 
but  the  most  common  symptoms  used  for 
diagnosis  are  hyperirritability,  marked 
tremulousness,  shrill  or  constant  crying, 
poor  feeding,  and  the  production  of  exces- 
sive mucus.  Symptoms  have  been  noted 
to  develop  anywhere  from  almost  immedi- 
ately following  birth  to  five  days  after 
birth. 

7.  Treatment  also  varies  from  hospital 
to  hospital.  The  most  commonly  used 
drugs  ate  phenobarbital,  chlorpromazine, 
and  paregoric  elixir.  Some  pediatricians 
feel  very  strongly  that  phenobarbital  or 
chlorpromazine  are  inadequate  and  the  only 
good  response  is  with  a substitute  opiate 
such  as  paregoric  or  methadone.  Some 
have  had  to  resort  to  use  of  intramuscular 
morphine  before  symptoms  subsided. 

8.  One  hospital  spokesman  said  the 
hospital  had  recently  treated  2 “walk-in” 
cases  of  neonatal  withdrawal  syndrome 
that  had  been  brought  to  the  hospital  by 
their  mothers.  Both  mothers  had  been 
delivered  elsewhere  and  had  left  the  hospi- 
tal with  their  babies  shortly  after  delivery. 

9.  One  recent  delivery  here  involved  a 
mother  who  signed  out  of  the  hospital  with 
her  infant  after  twenty-four  hours  and  be- 
fore she  could  be  re-examined  for  signs  and 
symptoms  of  addiction.  The  baby  was 
found  dead  in  a park  the  next  day.  The 
chief  of  pediatrics  suspects  that  this  was  a 
case  of  neonatal  addiction. 

10.  Another  hospital  released  a mother 
identified  as  a narcotic  addict  and  her  in- 
fant the  day  after  delivery.  Next  day  the 
infant  was  admitted  to  Bellevue  Hospital 
with  severe  dehydration  and  virtual  circu- 
latory collapse.  The  baby  survived  with 
treatment. 

11.  The  number  of  cases  of  maternal 
addiction  or  congenital  neonatal  addiction 
that  have  not  been  identified  but  have  been 


released  from  the  hospital  shortly  aftei  de- 
livery are  unknown  but  may  form  a sizable 
group.  It  is  in  this  group  that  we  may  ex- 
pect deaths  in  infants  from  dehydration  and 
circulatory  collapse  resulting  from  narcotic 
withdrawal  syndrome.  This  may  also  oc- 
cur in  babies  delivered  at  home. 

12.  Investigators  were  unable  to  elicit 
facts  about  the  number  of  deaths  of  in- 
fants who  had  a diagnosis  of  neonatal 
narcotic  withdrawal  syndrome. 

Comment 

Without  exception  the  pediatricians  and 
obstetricians  surveyed  feel  that  the  whole 
subject  is  in  need  of  review  and  analysis. 
They  are  all  interested  in  sharing  informa- 
tion, so  that  definite  guidelines  can  be  used 
for  diagnosis,  treatment,  and  management 
of  cases.  Most  pediatricians  are  also  in- 
terested in  applicability  of  laboratory  tests, 
such  as  thin-layer  chromatography,  and 
correlation  with  symptoms  in  infants. 

There  is  a growing  concern  among  ob- 
stetricians, who  are  not  only  faced  with  the 
immediate  health  problems  of  the  mothers 
and  their  offspring,  but  also  with  the  reali 
zation  that  services  for  this  group  of  women 
and  their  babies  are  lacking  after  release 
from  the  hospital. 

In  calling  a conference  on  this  subject 
New  York  City’s  Interdepartmental  Health 
Council*  hopes  to  stimulate  interest  in 
better  and  more  intense  case  finding,  the 
dissemination  of  the  available  information 
on  appropriate  therapy  of  infants  suffering 
from  neonatal  narcotic  addiction,  and  the 
development  of  improved  methods,  diag- 
nosis, and  treatment. 

* The  Interdepartmental  Health  Council  of  New  York 
City  is  composed  of  the  commissioners  of  Health,  Hospitals, 
Community  Mental  Health,  and  Welfare.  Dr.  Yerby  is  the 
current  chairman  of  the  Council. 
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Erika  Z.  Baskis,  M.D.,  of  Elmira,  died  on 
February  16  at  the  age  of  fifty- four.  Dr. 
Baskis  received  her  medical  degree  from  the 
University  of  Latvia  in  1941.  She  was  an  as- 
sistant attending  physician  at  St.  Joseph’s  and 
Arnot-Ogden  Memorial  Hospitals.  Dr.  Baskis 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Chemung  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Borsuk,  M.D.,  of  Wantagh,  died  on 
December  4,  1965,  at  the  age  of  sixty-two.  Dr. 
Borsuk  graduated  in  1929  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  an 
attending  general  practitioner  on  the  medical 
staff  of  South  Nassau  Communities  Hospital 
(Oceanside).  Dr.  Borsuk  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Philip  Brennan,  M.D.,  of  Nan- 
tucket, Massachusetts,  formerly  of  White  Plains, 
died  on  December  18,  1965,  at  the  age  of 
seventy-seven.  Dr.  Brennan  graduated  in  1916 
from  St.  Louis  Medical  Department.  He  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry),  a Fellow  of  the 
American  Psychiatric  Association,  and  a mem- 
ber of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  La  Monte  Brieant,  M.D.,  of  Ossi- 
ning, died  on  January  31  at  Phelps  Memorial 
Hospital  Association  at  the  age  of  seventy-one. 
Dr.  Brieant  graduated  in  1918  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  obstetrician  at  Phelps 
Memorial  Hospital  Association  and  president 
of  the  Westchester  Board  of  Health.  A past- 
president  of  the  old  Ossining  Hospital,  Dr. 
Brieant  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Emil  G.  Conason,  M.D.,  of  New  York  City, 
died  on  April  1 at  The  New  York  Hospital  at 
the  age  of  sixty-five.  Dr.  Conason  graduated  in 
1929  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consultant  to  the 
West  Chemical  Company.  Dr.  Conason  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Herman  Cowan,  M.D.,  of  New  York  City, 
died  on  January  17  at  the  age  of  seventy.  Dr. 
Cowan  graduated  in  1918  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  C.  Detro,  M.D.,  of  Rochester,  died  at  his 
office  on  January  29  at  the  age  of  sixty-eight. 
Dr.  Detro  graduated  in  1921  from  the  University 
of  Michigan  Medical  School,  Ann  Arbor.  He 
was  a consulting  surgeon  at  Rochester  General 
Hospital.  Dr.  Detro  was  a Fellow  of  the  Amer- 
ican College  of  Surgeons  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Monroe  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Eva  Maria  Farber,  M.D.,  of  New  York  City, 
died  on  January  22  at  the  age  of  seventy-one. 
Dr.  Farber  received  her  medical  degree  from 
the  University  of  Vienna  in  1921.  She  was  an 
assistant  attending  gynecologist  at  Beth  Israel 
Hospital  Outpatient  Department,  a senior 
clinical  assistant  attending  physician  at  The 
Mount  Sinai  Hospital,  and  a clinical  assistant 
attending  obstetrician  and  gynecologist  at 
Lebanon  Hospital.  Dr.  Farber  was  a Fellow  of 
the  American  College  of  Obstetricians  and 
Gynecologists  and  a member  of  the  American 
Academy  of  General  Practice,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Stewart  Hilson  Gibb,  M.D.,  of  Debay  Beach, 
Florida,  formerly  of  Rochester,  retired,  died  on 
February  4 at  his  home  at  the  age  of  seventy- 
three.  Dr.  Gibb  graduated  in  1919  from  Mc- 
Gill University  Faculty  of  Medicine.  He  had 
been  a consulting  surgeon  at  Highland  Hospital 
of  Rochester  where  he  served  for  many  years  as 
chief  surgeon  and  at  one  time  was  also  president 
of  the  medical  staff.  Dr.  Gibb  was  a Fellow  of 
the  American  College  of  Surgeons  and  a member 
of  the  Rochester  Academy  of  Medicine,  the 
Rochester  Pathological  Society,  the  Monroe 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Greenough,  M.D.,  of  Cooperstown, 
president  of  the  Medical  Society  of  the  State  of 
New  York  from  1956  to  1957,  died  on  April  5 
at  Mary  Imogene  Bassett  Hospital  at  the  age  of 
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seventy-two.  Dr.  Greenough  graduated  in  1919 
from  Harvard  Medical  School.  He  was  a con- 
sulting surgeon  at  the  Aurelia  Osborn  Fox 
Memorial  Hospital  where  he  had  also  served  as 
chief  of  the  medical  staff  from  1927  to  1929. 
Among  the  many  positions  he  held  with  the 
State  Medical  Society  were:  delegate  to  the 
American  Medical  Association,  member  of  the 
Board  of  Trustees,  and,  at  his  death,  director 
of  the  Division  of  Scientific  Activities.  From 
1922  to  1927  he  was  an  instructor  in  surgery 
and  anatomy  at  Columbia  University  College 
of  Physicians  and  Surgeons  and  during  these 
years  he  was  chief  of  surgery  at  the  Mary  Imo- 
gene  Bassett  Hospital.  Dr.  Greenough  was 
a Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Public  Health 
Association,  the  Association  of  Military  Sur- 
geons of  the  United  States,  the  Otsego  County 
Medical  Society  (president  from  1931  to  1932), 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Ernst  Herz,  M.D.,  of  New  York  City,  died  on 
April  5 at  his  home  at  the  age  of  sixty-five.  Dr. 
Herz  received  his  medical  degree  from  the  Uni- 
versity of  Frankfurt  in  1923.,  He  was  an  asso- 
ciate attending  neurologist  at  Presbyterian  Hos- 
pital, an  attending  neurologist  at  Mount  Vernon 
Hospital,  and  an  assistant  professor  of  clinical 
neurology  at  Columbia  University  College  of 
Physicians  and  Surgeons.  Dr.  Herz  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  and  a member  of  the  American 
Academy  of  Neurology,  the  American  Neurolog- 
ical Association,  the  Association  for  Research 
in  Nervous  and  Mental  Disease,  the  New  York 
Academy  of  Medicine,  the  New  York  Neuro- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Allen  Hull,  M.D.,  of  Brooklyn,  died  on  Febru- 
ary 18,  1965,  at  the  age  of  eighty-two.  Dr.  Hull 
graduated  in  1905  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
adjunct  ophthalmologist  at  Brooklyn  Eye  and 
Ear  Hospital.  Dr.  Hull  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of 
the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Brooklyn 
Ophthalmological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Elliott  Samuel  Hurwitt,  M.D.,  of  The  Bronx, 
died  on  April  5 at  his  office  at  the  age  of  fifty- 
three.  Dr.  Hurwitt  graduated  in  1937  from 
Harvard  Medical  School.  He  was  chief  of  the 
surgical  division  at  Montefiore  Hospital  and 
Medical  Center,  having  been  appointed  to  this 
post  in  1950.  During  World  War  II  he  was  in 


the  Army  Medical  Corps  with  tank  landing 
ships  in  the  Pacific.  He  had  taught  surgery  at 
Columbia  University  College  of  Physicians  and 
Surgeons  and  the  Albert  Einstein  College  of 
Medicine.  Dr.  Hurwitt  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  American  Surgical  Association,  the  American 
Association  for  Thoracic  Surgery,  the  American 
Academy  of  Pediatrics,  the  New  York  Academy 
of  Medicine,  the  New  York  Society  for  Cardio- 
vascular Surgery,  the  New  York  Surgical 
Society,  the  New  York  Pediatric  Society,  the 
New  York  Society  for  Thoracic  Surgery,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Homer  James  Knickerbocker,  M.D.,  of  St. 

Petersburg,  Florida,  formerly  of  Geneva,  died 
on  March  11  at  the  age  of  ninety-four.  Dr. 
Knickerbocker  graduated  in  1898  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  Retired, 
he  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Geneva  Academy 
of  Medicine,  the  Ontario  County  Medical  So- 
ciety, and  the  Medical  Society  of  the  State  of 
New  York. 

John  Burns  Krom,  M.D.,  of  Kingston,  died 
on  December  4,  1965,  at  the  age  of  sixty-three. 
Dr.  Krom  graduated  in  1927  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  was  an 
attending  obstetrician  at  Kingston  Hospital. 
Dr.  Krom  was  a member  of  the  American 
Association  of  Railway  Surgeons,  the  Ulster 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Maurice  Lunger,  M.D.,  of  Brooklyn,  died  on 
December  22,  1965,  at  the  age  of  thirty-seven. 
Dr.  Lunger  graduated  in  1952  from  New  York 
University  School  of  Medicine.  He  was  an 
assistant  attending  physician  at  Maimonides 
Hospital  of  Brooklyn  and  a clinical  assistant 
attending  physician  at  St.  John’s  Episcopal 
Hospital.  Dr.  Lunger  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Welday  Mayes,  M.D.,  of  St.  Peters- 
burg, Florida,  formerly  of  Brooklyn,  died  on 
July  24,  1965,  at  the  age  of  eighty-two.  Dr. 
Mayes  graduated  in  1913  from  Cornell  Univer- 
sity Medical  College.  He  had  been  a consult- 
ing obstetrician  and  gynecologist  at  Methodist 
Hospital  of  Brooklyn  (and  a past-president  of 
the  medical  staff)  and  a consulting  obstetrician 
at  Southside  Hospital  (Bay  Shore).  Dr.  Mayes 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
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the  New  York  Obstetrical  Society,  the  Brooklyn 
Gynecological  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Emy  Anna  Metzger,  M.D.,  of  New  York 
City,  died  on  April  4 at  Harkness  Pavilion, 
Columbia-Presbyterian  Medical  Center,  at  the 
age  of  seventy-one.  Dr.  Metzger  received  her 
medical  degree  from  the  University  of  Munich 
in  1923.  She  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try), a Fellow  of  the  American  Psychiatric  As- 
sociation, and  a member  of  the  Academy  of 
Psychoanalysis,  the  American  Medical  Women’s 
Association,  the  Association  for  the  Advance- 
ment of  Psychoanalysis,  Inc.,  the  New  York 
Society  for  Clinical  Psychiatry,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Francis  Miller,  M.D.,  of  New  Rochelle, 
died  on  February  24  at  Veterans  Administration 
Hospital,  New  York  City,  at  the  age  of  sixty- 
one.  Dr.  Miller  graduated  in  1934  from  the 
University  of  Wisconsin  Medical  School.  He 
was  director  of  radiology  at  New  Rochelle  Hos- 
pital. Before  serving  at  New  Rochelle  Hospital, 
he  was  head  of  the  Radiology  Department  at 
Wilson  Memorial  Hospital,  Johnson  City.  Dur- 
ing World  War  II  he  planned  the  radiology  de- 
partment for  the  new  Valley  Forge  General 
Hospital,  Phoenixville,  Pennsylvania,  before  go- 
ing overseas  to  head  the  department  of  the  193rd 
General  Hospital,  Verdun,  France.  Dr.  Miller 
was  a Diplomate  of  the  American  Board  of 
Radiology  and  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

George  R.  Santoro,  M.D.,  of  Manhasset,  died 
on  March  31  at  the  age  of  fifty-three.  Dr. 
Santoro  graduated  in  1939  from  New  York 
Medical  College.  He  was  an  assistant  attend- 
ing obstetrician  and  gynecologist  at  Lutheran 
Medical  Center,  an  attending  anesthesiologist 
at  Columbus  Hospital,  and  an  assistant  attend- 
ing anesthesiologist  at  Flower  and  Fifth  Avenue, 
Metropolitan  Hospitals,  and  City  Hospital  at 


Elmhurst.  Dr.  Santoro  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the 
New  York  State  Society  of  Anesthesiologists,  the 
New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  J.  Spinner,  M.D.,  of  The  Bronx,  died 
on  March  6 at  the  age  of  sixty-eight.  Dr.  Spin- 
ner graduated  in  1921  from  Fordham  University 
School  of  Medicine.  He  was  director  of  derma- 
tology at  Fordham  Hospital.  Dr.  Spinner  was 
a member  of  the  American  Academy  of  Derma- 
tology, the  Bronx  Dermatological  Society,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Evan  Tansley,  M.D.,  of  Newark,  died  on 
March  28  at  the  Newark- Wayne  Community 
Hospital  at  the  age  of  sixty-four.  Dr.  Tansley 
graduated  in  1927  from  the  University  of 
Toronto  Faculty  of  Medicine.  He  was  an  at- 
tending surgeon  at  Newark- Wayne  Community 
Hospital  and  since  1955  had  been  a Wayne 
County  coroner.  Dr.  Tansley  was  a member 
of  the  Wayne  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Weiss,  M.D.,  of  New  York  City,  died 
at  his  home  on  April  5 at  the  age  of  eighty. 
Dr.  Weiss  graduated  in  1907  from  Long  Island 
College  Hospital.  He  was  a consulting  gastro- 
enterologist at  Polyclinic  Hospital,  Jewish 
Memorial  Hospital  of  Brooklyn,  Trafalgar,  the 
former  Grand  Central,  and  Long  Beach  Memo- 
rial Hospitals.  An  emeritus  professor  of  gastro- 
enterology at  the  New  York  Polyclinic  Medical 
School  and  Hospital,  he  was  a founder  and  fel- 
low of  the  American  College  of  Gastroenterology 
and  until  1965  was  editor  in  chief  of  its  official 
publication.  Dr.  Weiss  was  also  a Diplomate 
of  the  American  Board  of  Internal  Medicine 
(Gastroenterology),  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
American  Public  Health  Association,  the  Associ- 
ation of  Military  Surgeons  of  the  United  States, 
the  International  Academy  of  Proctology,  the 
New  York  Academy  of  Gastroenterology,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 
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Medical  Meetings 


Symposium  to  discuss  commitment  law 

The  new  commitment  law  will  be  the  subject 
of  a symposium  sponsored  by  the  Medical 
Society  of  the  County  of  Kings,  The  Brooklyn 
Bar  Association,  and  The  Brooklyn  Psychiatric 
Society.  Panelists,  all  from  the  New  York 
State  Department  of  Mental  Hygiene,  will  be 
Leonard  C.  Lang,  M.D.,  associate  commis- 
sioner; A.  T.  Wiley,  counsel;  and  Isadore 
Siegel,  assistant  attorney  general  assigned  to 
the  department. 

The  symposium  is  scheduled  for  May  19  at 
8:00  p.M.  at  The  Brooklyn  Bar  Association 
Building,  123  Remsen  Street,  Brooklyn,  New 
York. 

Further  information  may  be  obtained  from 
the  Medical  Society  of  the  County  of  Kings, 
1313  Bedford  Avenue,  Brooklyn,  New  York 
11216. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Workshop  to  study  drug  metabolism 

A Workshop  on  Drug  Metabolism,  organized 
under  the  auspices  of  the  Drug  Research  Board 
of  the  National  Academy  of  Sciences-National 
Research  Council  and  the  Pharmaceutical 
Manufacturers  Association  Foundation,  will  be 
held  May  23  through  27  at  the  Department  of 
Pharmacology,  New  York  University  Medical 
Center. 

Designed  for  those  without  a previous  knowl- 
edge of  drug  metabolism,  the  workshop  will 
consist  of  lectures,  laboratory  demonstrations, 
and  experiments  on  the  applications  of  drug 
metabolism  to  pharmacologic  and  toxicologic 
studies.  Bert  N.  La  Du,  Jr.,  M.D.,  chairman 
of  the  Department  of  Pharmacology  at  New 
York  University  and  director  of  the  workshop, 
said  it  is  specifically  directed  to  pharmacologists, 
biochemists,  toxicologists,  teratologists,  and 
clinical  pharmacologists  who  wish  to  gain  further 
knowledge  of  approaches  and  technics  used  in 
drug  metabolism  studies. 
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etc.  The  Mandl  School  (or  Medical  & Dental  Assist- 
ants has  been  training  in  these  Fields  (or  42  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School  254(!T2)54c.s^3y4 19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
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stetrics. Box  311,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
position.  Box  371,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice.  Modern,  2 doctor  office,  attractive  home. 
Main  highway,  center  of  town,  near  ocean.  Immediate 
practice  and  income:  good  investment  against  inflation. 
Also  suitable  for  specialsts,  especially  internist,  with  or 
without  doing  some  general  practice  at  the  beginning. 
Retiring.  Box  319,  % NYSJM. 


GENERAL  PRACTICE  FULLY  EQUIPPD  FOR  RENT, 
or  50%  profit  sharing — -in  Lake  George,  New  York.  Terms 
mutually  agreeable.  Box  359,  % NYSJM. 


INDUSTRIAL  PRACTICE  FOR  SALE:  PROVIDES 

good  income  and  has  excellent  growth  potential.  Reason 
for  selling:  wish  to  retire.  Located  in  Bush  Terminal. 
Call  evenings:  GE  6-3950. 


ESTABLISHED  OB-GYN  PRACTICE  FOR  SALE  IN 
populous  Flushing,  Queens.  Professional  suite  tastefully 
decorated,  air-conditioned  and  completely  equipped. 
Ideally  located  in  proximity  to  public  transportation  and 
hospitals.  Relocating  out  of  state.  Practice  gratis  with 
sale  of  equipment.  Excellent  opportunity  for  ambitious 
young  OB-Gyn  practitioner.  Box  365,  % NYSJM. 


LARGE  GENERAL  PRACTICE  FOR  SALE.  PHY- 
sician  recently  deceased.  Town  5,000  population,  60  miles 
north  of  N.Y.C.  Box  366,  % NYSJM. 


RADIOLOGY:  BECAUSE  OF  ILLNESS  MUST  SELL 

office  and  hospital  practice  near  large  city.  Upstate  New 
York.  Net  income:  $55—60,000.  Price:  Building  and 

equipment.  Box  370,  % NYSJM. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service— 35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp. 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo'-  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  WaHer  A ^hf^mps^f^j.^F-A  P A- 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


DICTATE  BY  PHONE 

just  pick  up  your  Phone  and  dictate — 
eliminate  fixed  salaries,  overtime, 
fringe-benefits,  equipment  costs.  WE 
HAVE  LEGAL,  MEDICAL,  COMMERCIAL 
EXPERTS.  We  Record  and  Transcribe 
Medical  Conferences  Nationwide. 

Accomplished  Office  Service  349-3260 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Annual 
stipend  $7200,  plus  modern  living  accommodations. 
Openings  for  July  1966.  ECFMG  certificate  required. 
Apply  Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 

PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 

BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  6rst-year  minimum.  Reply  Box 
317,%  NYSJM. 

G.  P.  FOR  ASSOCIATION  WITH  PROGRESSIVE  UP- 
state  group.  Regular  hours,  vacation  coverage.  Box 
336,  % NYSJM. 

FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  3 year 
program  designed  to  provide  a well  rounded  experience  in 
diagnosis,  inpatient  and  outpatient  treatment  of  children 
and  adults,  and  forensic  and  community  psychiatry, 
through  didactic  courses  and  intensive  supervision  by 
attending  staff  connected  with  various  medical  schools 
and  analytic  institutes  in  the  New  York  City  area.  Op- 
portunity for  elective  work  in  variety  of  fields  of  special 
interest  (community,  forensic  or  college  psychiatry,  and 
research).  Applicants  must  have  had  3 years  experience 
in  general  practice  or  medical  specialty  other  than  psy- 
chiatry. Stipend  $12,000  per  year.  Write:  Director  of 

Psychiatry,  Grasslands  Hospital,  Valhalla,  New  York. 
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PHYSICIANS  WANTED— CONT’D 


ASSOCIATE 

MEDICAL  DIRECTOR 


Chas.  Pfizer  & Co.,  Inc.,  seeks  a physician  who  has  had 
at  least  2 years  of  private  practice,  for  administrative 
responsibilities  within  one  of  its’  marketing  divisions. 
For  the  individual  desiring  the  challenge  of  a keenly 
competitive  environment  offering  broad  exposure  to 
medicine  and  marketing,  the  intellectually  stimulating 
advisory  activities  of  this  position  provide  manifold  out- 
lets for  the  application  of  technical  training.  Responsi- 
bilities include  sales  training,  physicians’  correspondence, 
and  because  of  closeness  to  marketing  situations,  advice 
regarding  the  design  and  implementation  of  clinical 
evaluations,  and  the  review  of  advertising  from  a medical 
standpoint.  Naturally,  professional  affiliations  and 
occasional  travel  are  encouraged. 

Individuals  interested  in  an  institutional  endeavor  in- 
volving responsibilities  in  medicine  and  administration 
should  send  a resume  or  letter  listing  qualifications  to: 
MR.  H.F.  WHITE 

CHAS.  PFIZER  & CO.,  INC. 


Pfizer 

235  East  42nd  Street,  New  York,  New  York  10017 


An  equal  opportunity  employer 


PHYSICIANS  WANTED— CONT’D 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 

PEDIATRICIAN,  LARGE  COMPREHENSIVE  MED- 
ical  care  group  in  a rapidly  expanding  suburb  of  New 
York  City.  Initial  salary  leading  to  partnership.  Four 
weeks’  vacation.  Opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  362,  % NYSJM. 

WANTED:  GENERAL  PRACTITIONER  TO  As- 

sociate with  two  established  practitioners;  modern 
facilities;  approved  hospital;  industrial  area.  Good 
living,  recreation,  schools;  time  off  coverage;  expense 
sharing  arrangement  in  Northern  New  York.  Box  351, 
% NYSJM. 


CLINICAL  RESEARCH  EXPANSION 
PARKE,  DAVIS  & COMPANY 

New  career  opportunities  are  now  available  for  physi- 
cians at  Parke,  Davis  & Company's  laboratories  in 
ANN  ARBOR,  MICHIGAN,  as  a result  of  long-range 
research  programs  which  contribute  to  the  continu- 
ing growth  of  this  world-wide  company. 

CLINICAL  RESEARCH,  including  CLINICAL  PHARM- 
ACOLOGY, positions  will  afford  excellent  oppor- 
tunity to  plan,  organize  and  monitor  investigational 
trials  of  new  ethical  pharmaceutical  agents;  and  to 
coordinate  these  trials  with  related  programs.  Board 
eligibility  or  Board  certification  preferred. 

Please  send  qualifications  and  other  pertinent  in- 
formation in  confidence  to; 

Personnel  Manager,  Research  Division 
PARKE,  DAVIS  & COMPANY 
2800  Plymouth  Road,  Ann  Arbor,  Michigan 
"An  equal  opportunity  employer” 


WANTED:  PSYCHIATRIST,  35  HOUR  WEEK,  TO 

function  as  part  of  clinic  psychiatric  program,  diagnose 
and  treat  emotional  disorders;  emphasis  on  therapy. 
Ecclectic  program.  Long  Island  community  psychiatric 
clinic,  30  minutes  to  mid-town  Manhattan.  Three  years 
approved  residency;  New  York  State  license  required. 
Interest  in  community  mental  health  essential.  Dynamic 
opportunity  for  broad  experience  in  three  discipline  ap- 
proach; teaching,  consultation,  lecturing  and  research. 
Interest  in  forensic  psychiatry  desirable.  Starting  salary 
$16,497,  fringe  benefits.  Contact  L.  Goldschmidt,  M.D., 
Psychiatric  Consultation  Clinic,  33  Willis  Avenue,  Mineola, 
New  York.  Tel.  (516)  PI  2-3000,  ext.  2355. 


RADIOLOGIST  FOR  LOCUM  TENENS:  GENERAL 

radiologist  wanted  for  a portion  or  all  of  period  from  now 
until  mid  1968.  Upstate  New  York.  Box  342,  % 

NYSJM. 


PARTNER  WANTED  FOR  BUSY  GENERAL  PRAC- 
tice.  All  phases,  including  OB.  South  shore  of  Long 
Island,  one  hour  from  N.Y.C.  Opportunity  for  rapid 
financial  advancement.  Write  or  call  Charles  P.  Foote, 
M.D.,  111  Carleton  Ave.,  Islip  Terrace,  N.Y.  Phone 
(516)  581-3377. 


WANTED:  GENERAL  PRACTITIONER  FOR  TOWN 
of  Norfolk,  N.Y.  Near  hospitals.  Excellent  practice 
now  in  force.  Doctor  leaving.  Write:  Town  Board  of 
Norfolk. 


PEDIATRICIAN  OR  GENERAL  PRACTITIONER 
under  the  age  of  40  to  join  well  established  group.  Ex- 
cellent salary  with  partnership  arrangements  the  second 
year.  New  York  Community — 2 hours  from  New  York 
City.  Box  349,  % NYSJM. 


WANTED:  OPHTHALMOLOGIST,  BOARD  CERTI- 

fied  or  eligible,  to  associate  with  two  other  ophthalmo- 
logists, in  well  established  practice.  Large,  western  New 
York  city.  Excellent  hospital  affiliations.  For  further 
information,  reply  Box  364,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  INTERNIST  AND 
general  practice,  or  two  doctors  desiring  to  start  joint 
practice.  Recent  death  of  physician  makes  need  acute. 
Growth  of  community  indicated;  good  income  available. 
New,  well  equipped  60  bed  hospital  immediate  area. 
Local  specialists  available,  medical  center  Rochester, 
30  miles.  Practice  area  northern  Wayne  County.  For 
particulars  or  appointment,  write  Myers  Community 
Hospital,  Doctors  Procurement  Committee,  Sodus,  New 
York. 


WANTED:  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  Board  certified  or  Board 
eligible.  Box  367,  % NYSJM. 


PHYSICIAN  WANTED:  MALE  OR  FEMALE,  FOR 

July  and  August.  Licensed.  For  Bernarr  Macfadden 
Health  Spa  in  Dansville,  N.  Y.  Approximate  income 
$2,500  for  the  season.  Hotel  accommodations  included. 
Phone  LA  4-2330,  or  write  to  320  West  34th  Street,  New 
York,  N.Y.  10001. 


FABULOUS  OPPORTUNITY,  GENERAL  PRACTI- 
tioners,  internists,  pediatricians,  radiologists,  clinical  path- 
ologist, and  others.  New  medical  center  near  nine  hospi- 
tals, intersection  main  Nassau  County  north-south  bus 
route  and  Long  Island  Expressway.  Reciprocal  annual, 
disability,  educational  leave  possible.  Research  facilities 
available.  Write  Hohn,  6 Doxey  Drive,  Glen  Cove, 
N.Y.,  or  call  (516)  671-2092. 


LEAVING  FOR  RESIDENCY  JULY  1ST.  DESIRE 
man  to  take  over  active  general  practice  in  expanding 
community  on  North  Shore  of  Long  Island,  45  miles  from 
N.Y.C.  Easy  terms.  Box  369,  % NYSJM. 


SPECIALIST  OPENINGS:  PLEASANT  WEST  VIRGINIA 
college  city  of  30,000  near  University  Medical  Center,  85 
miles  south  of  Pittsburgh,  excellent  new  facilities,  top 
income,  fringe  benefits,  nas  openings  in  growing  multi- 
specialty  medical  group  in  pediatrics,  Ob-Gyn,  medicine, 
radiology,  ENT,  ophthalmology,  orthopedics.  Reply 
with  curriculum  to  Box  372,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


RESIDENTS  IN  PSYCHIATRY:  OPENING  FOR  JULY 
1st  1966  and  Jan.  1st  1967.  Stipend  $11,400  for  physicians 
just  completing  internship.  Federal  stipend  available  to 
physicians  with  4 years  nonpsychiatric  training  or  ex- 
perience following  internship  amounting  to  $12,000 
annually  with  an  extra  $3600  tax  exemption.  Graduates 
of  American  schools  must  be  eligible  for  Iowa  licensure. 
Foreign  graduates  must  have  ECFWG  certificate.  Hos- 
pital has  450  in-patients,  large  out-patient  dept.,  children’s 
unit  with  Board  certified  child  psychiatrist.  Eclectic 
program  with  emphasis  on  community  and  existential 
psychiatry.  Thirteen  senior  staff  members  including 
ten  Board  certified.  Numerous  consultants.  Authorized 
for  12  residents.  Affiliation  with  University  of  Iowa. 
Enthusiastic  and  dynamic  training  and  treatment  pro- 
grams that  are  best  understood  by  a personal  visit.  Write 
or  call  collect:  W.  C.  Brinegar,  M.D.,  Superintendent, 

or  John  Worthington,  M.D.,  Mental  Health  Institute, 
Cherokee,  Iowa. 


PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August  to  do  general  practice;  and  general  practitioner 
wanted  to  join  medical  group  as  full  partner.  Contact 
Charles  Rosenstock,  M.D.,  or  Fred  Horwitz,  M.D.  at 
Ellenville,  New  York.  Call  (914)  647-5300. 


PHYSICIAN  WANTED  FOR  JULY  AND  AUGUST 
1966  to  assist  in  my  practice  at  Chautauqua,  New  York, 
which  is  a summer  educational  and  recreational  colony 
on  Chautauqua  Lake.  New  York  State  license  required. 
One  or  more  years  of  hospital  training  necessary;  applicant 
should  have  some  training  in  internal  medicine.  Anyone 
interested  may  write  or  phone  me,  and  other  details  will 
be  discussed  at  that  time.  G.  L.  Lester,  M.D. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


INTERNIST  EXPERIENCED  IN  CARDIOLOGY, 
around  35  years  old,  w\th  good  references,  wanted  as  as- 
sociate. Immediate  attractive  conditions  with  chance  to 
take  over  large  practice  in  near  future.  Applicants  send 
detailed  curriculum  to  Box  368,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


FOR  RENT:  MEDICAL  OFFICE,  COMPLETELY 

equipped,  including  E.C.G.,  X-ray,  patients’  records,  cen- 
tral air  conditioning.  Sheepshead  Bay,  near  transportation 
SH  3-4100,  ext.  497  days.  TW  1-2566  eves.  & weekends. 


EAST  72ND  AND  LEXINGTON.  PROFESSIONAL 
office,  reasonable  rent,  available  mornings,  afternoons  and 
evenings.  Separate  entrance,  main  floor;  doormen;  5 
furnished  rooms  suitable  for  installation  of  any  equipment. 
Close  to  subways,  buses;  very  convenient  location.  Box 
333,%  NYSJM. 


FOR  RENT:  PHYSICIAN’S  OFFICE  WILL  BE  AVAIL- 
able  June  1,  1966  in  a modern  one-story  professional 
building  constructed  in  1962.  Ideal  situation  for  a G.P. 
or  pediatrician  in  a thriving  community  of  15,000  in  the 
Hudson  Valley.  Two  hours  north  of  NYC  with  IBM, 
Rotron  and  other  large  plants  in  area.  Write  R.  J.  Messina, 
D.D.S.,  Barclay  Medical  Arts  Bldg.,  Saugerties,  N.Y. 


HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare).  Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


59TH  ST.  PLAZA  AREA:  30  PARK  CENTRAL  SOUTH. 
Offers  a new  concept  in  professional  office  suites  for  the 
medical  specialist.  Internists,  surgeons,  psychiatrists, 
gynecologists,  etc.  will  find  that  30  Central  Park  South 
suites  will  meet  their  most  meticulous  needs.  Will  par- 
tition to  suit.  Some  select  suites,  800  to  3,200  sq.  ft., 
now  available.  Brokers’  cooperation  and  inquiries  in- 
vited. PL  3-6910. 

SMITHTOWN,  HAUPPAUGE:  OFFICE  SPACE  TO 

share  in  exclusive  professional  building.  Fully  wood 
paneled,  air-conditioned,  and  furnished.  Ideal  location, 
near  hospital.  Suitable  most  specialties.  Also  separate, 
unfurnished  suites  available.  Reasonable  rentals.  All 
utilities  included.  (516)  AN  5-5520. 

BAY  SHORE,  L.I.— 5 ROOM  AIR  CONDITIONED 
suite;  well  established  professional  bldg.  Excellent  op- 
portunity for  allergist,  ENT,  plastic  surgeon,  neuro- 
surgeon, psychiatrist,  urologist.  May  be  shared.  F.  R. 
Bromberg,  M.D.,  Tel.;  (516)  MO  5-5500. 

GREENWICH:  JUST  COMPLETED  IN  PUTNAM 
Green,  Greenwich,  Connecticut.  A brand  new  community 
of  245  luxurious  town  house  apartments.  Excellently 
located  space  available  for  doctors  offices  amidst  park-like 
setting  already  over  90%  occupied.  This  community  can 
offer  an  excellent  nucleus  for  proper  party.  Will  build  to 
suit.  (203)  JE  1-7480. 

AVAILABLE— MID  LONG  ISLAND.  ESTABLISHED, 
lucrative  location  for  general  practitioner.  Modern  air 
conditioned  offices  on  main  highway.  Large  private  park- 
ing area.  For  further  information,  contact  Mr.  Oscar 
Kaplan,  Route  25,  Middle  Island,  N.Y.  Phone  area  code 
(516)  924-3495. 

STONY  BROOK:  CLOSEST  HOUSE  TO  NEW  STATE 
University  Medical  School.  Professional  corner,  main 
road.  9 room  custom  colonial,  4 bedrooms,  2 Vs  baths, 
2-car  garage,  wooded  V*  acre,  improved.  Superb  home- 
office  location.  Call  (516)  751-2290. 

LARGE  HOUSE,  MARBLE  FRONT,  DIVIDED  FOR 
residence  and  doctor’s  practice.  5 bedrooms,  living  room 
with  carpet,  basements,  garage,  terrace,  lawn  & back- 
yard. Entire  house  has  built-in  heating,  air-conditioning, 
and  intercom.  File  on  600  previous  patients.  Modern 
Dr.’s  equipment  already  installed;  X-ray,  etc.  Top  loca- 
tion by  Route  9,  10  Cindy  Street,  Madison  Township, 
N.J.  Contact  days,  (201)  721-7701;  nights,  (212)  275- 
7015. 

MANHATTAN:  PROFESSIONAL  CO-OP  FOR  SALE. 
Fifth  Avenue  facing  Central  Park;  best  area.  Both 
street  and  lobby  entrances.  Perfect  for  one  to  four  doctors. 
Very  low  maintenance;  excellent  service  building.  Un- 
usual opportunity.  Miss  Brown,  % Rm.  402,  331  Madison 
Ave.  (212)0X7-1366. 

TO  SETTLE  ESTATE,  PHYSICIAN’S  OFFICE-RESI- 
dence  for  sale.  Located  in  highly  industrialized  city  25 
miles  from  Syracuse.  Architect  designed,  custom  built, 
two-story  brick  building.  Lower  6 room  modern  office 
complete  with  medical  equipment  and  furnishings.  Upper 
5 room  spacious  apartment.  Small  cash  investment  re- 
quired. Excellent  opportunity.  Mr.  Francher,  First 
Trust  and  Deposit  Co.,  Syracuse,  N.Y. 

STONY  BROOK:  FOR  SALE— LUXURY  CUSTOM 

BUILT,  11  room  house  with  4 room  office  wing,  separate 
entrance,  main  thoroughfare,  beautifully  decorated.  3 
full  bathrooms,  huge  basement,  central  air-conditioning, 
2 car  garage;  */\  acre  wooded.  Midst  giant  new  develop- 
ment, State  University  future  medical  school  and  hospital. 
Rare  opportunity.  (516)  941-9482. 

BORO  PARK:  9TH  AVE.  NEAR  41ST  ST.,  BROOKLYN. 
Sale:  2 fam.,  semi-det.  brick,  6-7  rms.  Street  level  5 
room  apt;  doctor’s  office,  30  yrs.  Garage;  2*/2  tile  baths. 
Garden  plot  25  X 100  with  2 car  garage.  Gas  heat.  Per- 
fect home-office  plus  income.  Many  extras.  Call  357- 
3505. 

FOR  SALE  (OR  RENT) — NORTH  WOODMERE,  L.I., 
separate  entrance  office,  4 rooms,  bath,  air  conditioned,  at 
city  bus  stop;  plus  beautiful  10  room  split,  4 bedrooms,  3 
baths,  cathedral  ceiling,  2 fireplaces,  aluminum  siding, 
30  foot  den,  near  schools,  shopping.  $49,500.  Call 
(516)  PY  1-4908. 

PROFESSIONAL  SPACE  AVAILABLE  IN  FAST  GROW- 
ing  area  of  Brooklyn.  Suitable  G.  P.,  internist,  pediatri- 
cian, etc.  Flatlands  Ave.,  corner  East  82nd.  St.  Call 
HI  4-8793. 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offersadditional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 


1258 


LILincocin 


(lincomycin  hydrochloride  monohydrate) 


for  the  first  time  since  penicillin,  practical  oral/parenteral 
therapy  in  common  Staph-,  Strep- and  Pneumococcal  infections... 
may  be  given  even  to  patients  with  known  penicillin  sensitivity. 


■ sinusitis  ■ tonsillitis  ■ pharyngitis  ■ laryngitis  ■ strep  throat  ■ bronchitis  ■ pneumococcal 
pneumonia  ■ complications  of  influenza  ■ gastroenteritis  ■ cystitis  ■ otitis  media  ■ osteomyelitis 

■ septicemia  ■ meningitis  ■ urinary  tract  infections  ■ carbuncle  ■ cellulitis  ■ pustular  acne 


Contraindications:  Patients  previously  found  hypersensitive  to  drug;  patients  with  known  pre-existing  monilial  infec- 
tions; and,  until  further  clinical  study  is  made,  the  newborn.  Precautions:  Use  of  antibiotics  occasionally  causes  over- 
growth of  nonsusceptible  organisms.  If  superinfections  occur,  take  appropriate  measures.  Although  no  direct  relation- 
ship of  the  drug  to  liver  disease  has  been  established,  patients  receiving  treatment  for  longer  than  one  or  two  weeks 
should  have  liver  function  tests  performed.  No  cases  of  irreversible  toxicity  to  the  hematopoietic  system  and  only  a 
few  cases  of  neutropenia  and/or  leukopenia  have  been  reported;  however,  it  is  recommended  that  blood  counts  be 
obtained  early  in  course  of  therapy.  Safety  for  use  in  pregnancy  not  yet  established.  Limited  experience  with  345 
women  receiving  the  drug  during  various  stages  of  pregnancy  revealed  no  ill  effects  on  mother  or  fetus.  Due  to  lack  of 
adequate  clinical  data,  use  in  patients  with  pre-existing  kidney,  liver,  endocrine  or  metabolic  diseases  not  recom- 
mended unless  special  clinical  circumstances  so  indicate.  Efficacy  in  rheumatic  fever  not  established.  One  case  of 
possibly  drug-related  jaundice,  which  cleared  when  treatment  discontinued,  has  occurred.  Side  Effects:  Most  frequent 
side  effects:  loose  stools  or  diarrhea.  Cases  of  severe  diarrhea  causing  drug  discontinuance  have  been  reported.  Side 
effects  of  small  proportion:  nausea,  vomiting,  abdominal  cramps  or  pain,  skin  rash,  rectal  irritation,  vaginitis,  urticaria 
and  itching.  A few  cases  of  hypersensitivity  reactions  reported.  If  an  allergic  reaction  occurs,  discontinue  drug.  The 
usual  agents  for  emergency  treatment  should  be  available.  Supplied:  500  mg.  capsules  and  pediatric  capsules,  250 
mg.,  in  bottles  of  24  and  100;  2 cc.  disposable  syringes;  2 cc.  and  10  cc.  vials— each  cc.  of  sterile  solution  contains 
incomycin  hydrochloride  monohydrate  equiv.  to  lincomycin  base,  300  mg.;  also  9 mg.  benzyl 
alcohol  and  water  for  injection,  q.s.  For  more  detailed  prescribing  information  on  this  product,  see 
he  package  circular  or  consult  your  Upjohn  representative.  ©1966  by  The  Ucjohn  Company  jes  5996 


Upjohn 


THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 


Butazolidinalka 

phenylbutazone  100  mg. 

dried  aluminum 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


In  rheumatoid 
arthritis-effective 
therapy  with  minimal 
chance  of  G-l  upset 


Therapeutic  Effects 

Fifty  to  75%  of  patients  obtain  major  relief  of 
arthritic  symptoms,  as  reported  by  numer- 
ous clinicians.  In  addition,  the  problem  of 
gastric  upset  — a major  problem  with  certain 
other  oral  antiarthritic  agents  — is  minimized 
by  the  presence  of  antacids  and  an  antispas- 
modic  in  the  formulation. 


Improvement  is  generally  seen  within  3 to  4 
days,  and  trial  therapy  need  not  be  con- 
tinued beyond  a week.  Relief  of  pain  is 
followed  quickly  by  resolution  of  inflamma- 
tion and  improved  joint  function.  Relief  of 
symptoms  is  often  accompanied  by  in- 
creased appetite,  gain  in  weight  and  an 
improved  sense  of  well-being. 

The  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  initial 
dosage  is  often  reduced  for  maintenance 
purposes. 

Salicylate  or  steroid  therapy  can  usually  be 
diminished  or,  in  some  instances,  eliminated. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
ortarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 


Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 

Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 
enlargement,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 
attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hepatitis,  jaundice, 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 

Average  Dosage  in  Rheumatoid  Arthritis 

Initial:  3 to  6 capsules  daily  in  divided  doses. 
It  is  usually  unnecessary  to  exceed  4 cap- 
sules daily.  A trial  period  of  1 week  is  ade- 
quate to  determine  response;  in  the  absence 
of  favorable  response,  discontinue. 

Maintenance:  An  effective  level  is  often 
achieved  with  1 to  2 capsules  daily;  do  not 
exceed  4 daily. 

Also  available: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-moss 
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Age  12-13-  not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures-the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring."1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  "...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  Vh 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne:  a trial  of  “pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 
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antibacterial  detergent 

containing  3%  hexachlorophene 
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Our  population's  bursting  at  the  seams. 

It’s  eat.  Eat.  Eat. 

And  then  diet.  Diet.  Diet. 

With  the  latest  No-calorie. 

No  carbohydrate.  No-vitamin.  No  exercise. 
400-hour  Kamikaze  Plan! 

When  it’s  over,  it’s  eat,  eat,  eat  again. 

As  a professional  you  can  help  wrest 
some  sense  from  this  nonsense:  first, 
by  cautioning  against  skipping  meals,  and 
second  by  pointing  the  way  to  realistic  weight 
control  through  nourishing  meals  every  day. 
Day  after  day. 

Naturally,  balanced  diets  and 
nourishing,  palatable  dairy  foods  go 
together;  they  always  have. 

Project  Weight  Watch  has  been  initiated 
to  assist  you.  Its  scope 
is  nationwide,  its  purpose  is  to  focus 
professional  attention  on  the  problem. 

To  help  you  translate  your  concern  to  your 
patients,  a portfolio  of  materials  is  available. 
Send  for  it.  Help  stamp  out  needless  waist. 


National  Dairy  Council 

Greater  New  York  Program 
Dept.  R-6,  202  E.  44th  St..  New  York,  N.Y.  10017 


PROJECT 

WEIGHT 

WATCH 


1265 


Officers 


Medical  Society  of 
the  State  of  New  York 


James  M.  Blake,  M.D.,  Schenectady 
Waring  Willis,  M.D.,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Arthur  F.  Gaffney,  M.D.,  Oneida 
Walter  T.  Heldmann,  M.D.,  Richmond 
Carl  Goldmark,  Jr.  M.D.,  New  York 
Samuel  Z.  Freedman  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 
George  Himler,  M.D.,  New  York 


President 
Past-President 
President-Elect 
V ice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1967 
John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1969 

Irving  L.  Ershler,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Bernard  J.  Pisani,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 

Trustees 

Thurman  B.  Givan,  M.D.,  Kings,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York 
George  A.  Burgin,  M.D.,  Herkimer 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.  Assistant  to  the 

Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M-D.,*  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 

* Deceased. 


1266 


Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 
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Medical  News 


New  York  medical  schools  receive  funds 

The  American  Medical  Association  Education 
and  Research  Foundation  distributed  $1,133,583 
to  108  medical  schools  in  the  United  States  and 
Canada  during  the  month  of  April.  This  sum 
represents  contributions  from  physicians  and 
women’s  auxiliaries  in  1965  to  the  A.M.A. 
Education  and  Research  Foundation  Funds  for 
Medical  Schools  Program.  Medical  School 
deans  may  use  the  funds  as  they  see  fit.  Typi- 
cally, the  money  goes  toward  faculty  salaries, 
improvement  of  laboratories  and  libraries, 
student  assistance  programs,  and  general  oper- 
ating expenses. 

The  following  medical  schools  in  New  York 
received  funds:  Cornell  University  Medical 

College,  $8,182;  Albany  Medical  College, 
$7,458;  State  University  of  New  York  at  Buffalo 
School  of  Medicine,  $7,261;  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
$7,059;  University  of  Rochester  School  of 
Medicine  $5,980;  New  York  Medical  College, 
$5,477;  New  York  University  School  of  Medi- 
cine, $5,468;  Downstate  Medical  Center,  $4,461; 
Upstate  Medical  Center,  $3,768;  Albert  Ein- 
stein College  of  Medicine,  $3,475;  and  The 
Mount  Sinai  Medical  School,  $10. 

Interest  rates  increase  in  loan  program 

The  recent  rise  in  money  rates  has  caused  the 
interest  charges  in  the  American  Medical  As- 
sociation Education  and  Research  Foundation 
Loan  Guarantee  Program  to  increase,  as  of 
April  1,  to  6 per  cent  simple  during  the  period 
the  borrower  is  in  training  and  to  7 per  cent 
simple  on  the  declining  monthly  balance  during 
the  period  of  payment. 

The  Federal  Reserve  Board’s  action  to  raise 
the  bank  discount  rate  has  been  followed  by  a 
change  in  the  prime  interest  rate.  The  prime 
rate,  that  which  lending  banks  apply  to  large, 
short-term,  well-secured  loans,  has  now  in- 
creased from  4l/'->  per  cent  to  5 per  cent.  The 
agreement  between  the  Foundation  and  the 
banks  participating  in  its  Loan  Guarantee 
Program  stipulates  that  the  interim  interest 
rate  shall  be  1 percentage  point  greater  than  the 
prime  rate  and  that  the  payout  rate  shall  be 
2 percentage  point  greater  than  the  prime  rate. 
This  increase  in  rates  will  not  be  retroactive 
and  will  not  affect  either  the  interim  or  payout 
rates  provided  for  in  interim  notes  received  by 
the  banks  prior  to  April  1. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


New  one-page  form  to  facilitate 
handling  patients  under  Medicare 

A single,  easy-to-fill-out  form  for  older  persons 
and  physicians  to  use  in  requesting  payment 
under  the  Medicare  program  has  been  an- 
nounced by  Robert  M.  Ball,  commissioner  of 
Social  Security.  The  one-page  form  was  de- 
veloped in  close  cooperation  with  representa- 
tives of  the  American  Medical  Association’s 
Council  on  Medical  Services.  It  also  has  been 
approved  by  the  Health  Insurance  Council,  a 
body  representing  the  health  insurance  industry. 

The  form  was  discussed  and  recommended  for 
adoption  by  the  Health  Insurance  Benefits 
Advisory  Council,  a group  appointed  under  the 
law  to  advise  on  administrative  policies  and 
regulations.  Nine  of  the  16  members  of  the 
Advisory  Council  are  physicians. 

The  “Request  for  Payment”  form  will  be 
used  for  claims  under  the  voluntary  doctor 
bill  insurance  part  of  the  Medicare  program. 
Beginning  July  1,  persons  sixty-five  and  over 
who  are  enrolled  for  the  voluntary  insurance  will 
get  payment  for  80  per  cent  of  their  doctor  bills 
and  other  medical  expenses  after  they  have  met 
the  first  $50  of  these  expenses.  There  will  be 
two  ways  to  claim  payment  for  medical  services; 
the  same  form  will  be  used  for  either  method. 
Under  one  method,  the  doctor  will  bill  the  pa- 
tient, and,  after  the  patient  has  paid  the  bill, 
the  patient  will  claim  reimbursement.  Under 
the  other  method,  if  the  doctor  and  patient  agree, 
the  doctor  will  send  in  the  claim  and  receive 
payment.  This  method  of  requesting  payment 
can  be  used  where  all  or  any  part  of  a medical 
bill  still  remains  to  be  paid. 

Under  the  payment-to-patient  method,  the 
patient  will  fill  in  the  top  half  of  the  form  and 
attach  the  doctor’s  itemized  receipted  bills. 
He  will  need  to  ask  the  doctor  to  fill  out  the 
bottom  half  of  the  form  only  if  the  receipted 
bills  do  not  give  the  necessary  basic  facts  about 
the  services  supplied  and  when  and  where  they 
were  furnished. 

Under  the  payment-to-doctor  method,  the 
patient  will  fill  in  the  top  half  of  the  form  and 
give  the  form  to  the  doctor.  The  doctor  will 
fill  in  the  bottom  half  of  the  form  and  send  it 
to  the  organization  which  will  be  handling 
medical  insurance  benefits  in  that  area  of  the 
country. 

If  the  payment-to-doctor  method  is  used,  the 
doctor  agrees  to  accept  the  amount  paid  to  him 
by  the  medical  insurance  program  as  80  per 
cent  of  his  total  bill,  over  and  above  the  $50 
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Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
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rapidly  respond  to  Norpramin  (desipramine  hydro- 
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Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
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and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
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sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
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deductible  amount,  and  he  will  collect  from 
the  patient  no  more  than  the  remaining  20 
per  cent  plus  any  part  of  the  $50  deductible 
still  owing  him. 

A sample  form  and  a copy  that  the  older  per- 
son can  use  in  making  his  first  claim  will  be 
included  in  Your  Medicare  Handbook,  a de- 
tailed instruction  book  that  will  be  mailed  in 
June  to  all  persons  entitled  to  hospital  insurance 
and  medical  insurance  benefits  under  the  Medi- 
care program. 

Pathologist  allowed  percentage  of  bill 
under  supplementary  insurance  plan 

The  Social  Security  Administration  has  an- 
nounced that  pathologists  and  certain  radiolo- 
gists who  are  compensated  by  or  through  a hos- 
pital will  be  able  to  use  an  optional  billing  pro- 
cedure in  determining  their  charges  to  patients 
under  the  Medicare  program.  According  to 
the  law,  the  services  these  hospital-based  phy- 
sicians furnish  to  a patient  will  be  paid  for  under 
the  supplementary  medical  insurance  part  of  the 
Medicare  law.  However,  those  services  which 
are  not  closely  related  to  the  care  of  the  in- 
dividual patient,  such  as  teaching,  research, 
and  administration,  are  covered  under  the  basic 
hospital  insurance  program. 

In  the  principles  of  reimbursement  for  hos- 
pital-based physicians  issued  by  the  Social 
Security  Administration  in  January,  it  was 
indicated  that:  (1)  Each  service  involving  a 

hospital-based  physician  should  be  evaluated 
to  determine  what  part  should  properly  be 
charged  to  the  medical  insurance  program 
and  what  part  is  chargeable  to  the  hospital 
insurance  program;  and  (2)  the  charges  for 
each  part  of  the  service  should  be  recorded  and 
used  as  the  basis  for  billing  under  Medicare. 

Under  the  optional  method,  the  hospital 
and  the  pathologist  can,  by  mutual  agreement, 
elect  to  use  an  appropriate  uniform  percentage, 
applicable  to  the  bill  of  each  patient  who  has 
pathology  services,  in  determining  the  amount 
of  the  pathologist’s  charges  to  be  reimbursed 
under  the  supplementary  medical  insurance 
plan.  The  uniform  percentage  figure  used 
under  this  option  will  need  to  be  set  at  a level 
that  is  designed  to  allocate  to  the  medical  in- 
surance program  the  same  total  amount  of 
charges  as  would  result  from  evaluating  sep- 
arately every  service  rendered  to  determine  the 
medical  and  hospital  portions. 

A patient  in  a hospital  usually  receives  mul- 
tiple laboratory  tests,  and,  in  the  case  of  most 
patients,  there  is  some  identifiable  service  of  the 
pathologist.  While  the  degree  of  professional 
service  to  the  patient  may  vary  from  case  to 
case,  the  use  of  the  optional  method  will  provide 
a close  enough  approximation  to  the  results  of  a 
precise  service-by-service  evaluation  to  be 
acceptable  in  view  of  its  administrative  sim- 
plicity. The  use  of  the  percentage  will  simplify 
the  billing  for  pathology  services  by  making  it 
unnecessary  to  evaluate,  record,  and  bill  sep- 
arately the  large  volume  of  individually  inex- 
pensive services  involved. 


New  law  extends  limitations 
on  employes’  medical  services 

Governor  Rockefeller  recently  approved  an 
amendment  to  the  Workmen’s  Compensation 
Law  which  increases  from  $25  to  $35  the  expense 
which  may  be  incurred  by  an  injured  employe 
without  prior  approval  by  the  employer  for 
special  medical  services.  This  includes  special- 
ist consultations,  surgical  operations,  physio- 
therapeutic procedures,  and  x-ray  examina- 
tions. The  amendment  also  increases  from  $10 
to  $15  the  expense  which  may  be  incurred  for 
special  diagnostic  laboratory  tests. 

S.  E.  Senior,  chairman  of  the  State  Work- 
men’s Compensation  Board,  in  commenting 
on  the  amendment,  noted: 

The  former  limitations  were  unrealistic 
and  resulted  in  unnecessary  delay  in  treat- 
ment, to  the  detriment  of  the  injured  em- 
ploye’s fullest  and  most  effective  rehabilita- 
tion, because  of  the  need  to  obtain  prior  ap- 
proval from  the  employer;  it  also  resulted 
in  time-consuming  litigation  as  to  whether 
there  was  a failure  to  obtain  authorization 
or  whether  authorization  was  unreasonably 
withheld.  Increasing  the  limitations  will 
ease  the  hardship  imposed  upon  the  injured 
worker  and  his  physician  yet  afford  adequate 
protection  to  employers  against  possible 
abuses. 

The  amendment  went  into  effect  on  April 
5, 1966. 

Physicians  asked  to  help  with  referrals 

The  Clinical  Center  of  the  National  Institutes 
of  Health  at  Bethesda,  Maryland,  is  requesting 
the  cooperation  of  physicians  in  referring  pa- 
tients with  chronic  lymphocytic  leukemia, 
Hodgkin’s  disease  and  lymphosarcoma,  or 
hyper-  or  hypoparathyroidism. 

The  medicine  and  radiation  branches  of  the 
National  Cancer  Institute  at  the  Clinical  Center 
are  studying  patients  with  chronic  lympho- 
cytic leukemia,  including  therapy  in  persons 
with  this  disorder.  They  are  particularly  in- 
terested in  those  patients  with  high  circulating 
lymphocyte  counts.  The  National  Cancer 
Institute  is  also  studying  patients  with  Hodg- 
kin’s disease  and  lymphosarcoma.  They  are 
particularly  interested  in  patients  who  have  had 
no  previous  treatment  or  minimal  prior  treat- 
ment. All  clinical  stages  of  biopsy-proved 
disease  are  acceptable.  The  major  purpose  of 
the  study  is  to  determine  the  curative  potential 
of  intensive  radiotherapy  in  localized  cases  and 
to  evaluate  combination  chemotherapy  and 
x-irradiation  in  patients  with  generalized  in- 
volvement. Physicians  interested  in  having 
their  patients  considered  for  either  of  these 
two  studies  may  write  or  telephone:  Paul  P. 
Carbone,  M.D.,  Clinical  Center,  Room  12-N-226 
or  228,  National  Institutes  of  Health,  Bethesda, 
Maryland  20014.  The  telephone  number  is 
656  4000,  extension  64251,  area  code  301. 

continued  on  page  1272 
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The  metabolic  diseases  branch  of  the  National 
Institute  of  Arthritis  and  Metabolic  Diseases 
at  the  Clinical  Center  is  studying  patients  with 
either  hyper-  or  hypoparathyroidism  in  con- 
junction with  developing  a practicable  immuno- 
assay for  parathyroid  hormone.  Of  particular 
interest  for  this  study  are  those  patients  with 
kidney  stones  and/or  bone  demineralization  in 
association  with  high  serum  calcium  and/or 
low  serum  phosphate.  Patients  with  hypo- 
parathyroidism, congenital  or  following  ex- 
tensive thyroid  surgery,  having  low  blood  cal- 
cium and  high  serum  phosphorous  also  are 
needed.  Physicians  interested  in  having  their 
patients  considered  for  this  study  may  write  or 
telephone:  Gerald  D.  Aurbach,  M.D.,  Clinical 
Center,  Room  9-D-14,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  656-4000,  extension  65051,  area 
code  301. 

Program  to  train  physicians 
in  psychiatric  concepts 

Under  a long-term  grant  from  the  U.S. 
Public  Health  Service’s  National  Institute  of 
Mental  Health,  a program  of  psychiatric  train- 
ing and  teaching  for  pediatricians,  general 
practitioners,  or  nonpsychiatric  specialists  is 
being  continued  in  the  division  of  pediatric 
psychiatry  at  the  Jewish  Hospital  of  Brooklyn. 
The  program  is  intended  primarily  to  prepare 
practicing  physicians  to  recognize  and  handle 
those  minor  behavioral,  emotional,  and  de- 
velopmental abnormalities  or  disorders  which 
are  part  of  their  regular  practice. 

The  teaching  and  training  will  be  offered  in 
two  ways:  (1)  lectures  and  demonstrations 

open  to  all  physicians  in  the  community,  and 
(2)  full-time  traineeships  to  practicing  phy- 
sicians providing  stipends  of  $12,000  per  annum, 
of  which  $3,600  is  tax  exempt.  To  qualify  for 
the  full  stipend,  pediatricians,  general  practi- 
tioners, or  nonpsychiatric  specialists  must  have 
at  least  four  years  of  postinternship  medical 
experience  including  specialty  training.  Phy- 
sicians with  less  experience  will  receive  a lesser 
stipend.  An  applicant  must  have  United 
States  citizenship,  first  papers,  or  a permanent 
visa.  Training  will  consist  of  supervised  work 
with  cases,  attendance  at  conferences  and  chart 
rounds,  reading  seminars,  field  trips,  and  ori- 
entation in  current  research  activities  and 
methods. 

Application  can  be  made  to:  Joseph  Wortis, 
M.D.,  Director,  Division  of  Pediatric  Psy- 
chiatry, Jewish  Hospital  of  Brooklyn,  555 
Prospect  Place,  Brooklyn,  New  York  11238. 

Type  of  solder  fume  can  cause  death 

The  hobbyist  who  uses  silver  solder  containing 
cadmium  metal  may  be  flirting  with  a serious 
health  hazard  and  not  know  it.  Paul  Joliet, 
M.D.,  chief  of  the  U.S.  Public  Health  Service’s 


division  of  accident  prevention,  made  this  warn- 
ing recently.  Deaths  related  to  the  use  in 
industry  of  silver  solder  containing  cadmium 
underscore  the  need  for  persons  to  be  aware  of 
the  danger  when  using  cadmium  solder  in  home 
workshops.  Cadmium,  when  overheated, 
vaporizes  and  produces  cadmium  oxide  which  is 
a highly  dangerous  fume  and  can  cause  death 
even  when  inhaled  in  small  quantities. 

Dr.  Joliet  emphasized  that  the  risk  lies  in  the 
fact  that  the  fumes  of  cadmium  are  practically 
odorless,  and  lethal  doses  can  be  inhaled  with- 
out any  irritation  or  discomfort  that  would  give 
a warning.  In  addition,  it  may  take  from  four 
to  eight  hours  for  serious  symptoms  to  develop. 

Cadmium  is  used  in  only  certain  types  oi 
silver  solder.  The  commonly  used  tin-based 
solders  do  not  present  this  hazard.  When- 
ever cadmium-based  solder  is  used,  precautions 
should  be  taken  to  avoid  breathing  the  solder 
fumes  and  to  assure  the  work  area  is  well 
ventilated. 


Personalities 

Elected.  As  officers  of  The  American  Academy 
of  Facial  Plastic  and  Reconstructive  Surgery, 
Inc.,  at  the  group’s  scientific  meeting  in  Puerto 
Rico:  John  Conley,  M.D.,  New  York  City, 
clinical  professor  of  otolaryngology,  Columbia 
University  College  of  Physicians  and  Surgeons, 
president;  John  S.  Lewis,  M.D.,  New  York 
City,  clinical  assistant  professor  of  surgery, 
Cornell  University  Medical  College,  regional 
vice-president  of  eastern  division;  Irvin  J. 
Fine,  M.D.,  Perth  Amboy,  New  Jersey,  vol- 
untary assistant  in  rhinoplasty,  The  Mount 
Sinai  Hospital,  re-elected  treasurer;  Irving  B. 
Goldman,  M.D.,  New  York  City,  chief  of 
Rhinoplastic  Clinic,  The  Mount  Sinai  Hospital, 
director  for  three-year  term;  Benito  Rish, 
M.D.,  New  York  City,  assistant  clinical  pro- 
fessor of  surgery,  head  and  neck  division,  Al- 
bert Einstein  School  of  Medicine,  director  for 
two-year  term;  and  Sidney  Feuerstein,  M.D., 
New  York  City,  associate  professor,  The  Mount 
Sinai  Medical  School,  and  Joseph  Gilbert,  M.D., 
Roslyn  Heights,  New  York,  consultant  in 
otolaryngology  to  college  division,  Kings  County 
Hospital,  Brooklyn,  directors  for  one-year 
term  . . . J.  Lowry  Miller,  M.D.,  New  York 
City,  treasurer,  American  Dermatological  As- 
sociation; Farrington  Daniels,  Jr.,  M.D.,  New 
York  City,  and  Leo  C.  Harber,  M.D.,  New  York 
City,  members  of  American  Dermatological 
Association  ...  As  officers  of  the  Industrial 
Medical  Association:  Jermyn  F.  McCahan, 

M.D.,  New  York  City,  medical  director  of 
Department  of  Long  Lines,  American  Telephone 
and  Telegraph  Company,  president;  David  H. 
Goldstein,  M.D.,  New  York  City,  medical 
director  for  The  New  York  Times,  first  vice- 
president;  Norbert  J.  Roberts,  M.D.,  New  York 
City,  associate  medical  director  of  Standard 
Oil  Company  of  New  Jersey,  treasurer;  and 
Ernest  M.  Dixon,  M.D.,  New  York  City,  cor- 

continued.  on  page  1274 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 


You  might  also  say  that  all  interns  aren't 
alike,  either. 
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porate  medical  director,  Celanese  Corporation 
or  America,  to  board  of  directors. 

Appointed.  As  honorary  chairmen  of  the 
International  Symposium  on  Medical  Mycology 
to  be  held  in  Bratislava,  Czechoslovakia,  on 
October  4 through  6,  1966:  Maxwell  Littman, 
M.D.,  director,  medical  mycology  laboratory, 
The  Mount  Sinai  Hospital,  New  York  City; 
Donald  Louria,  chairman,  infectious  disease 
laboratory,  Cornell  University  Medical  College, 


New  York  City;  and  Frederick  Reiss,  M.D., 
director,  medical  mycology  laboratory,  Monte- 
fiore  Hospital  and  Medical  Center,  New  York 
City  . . . Lee  R.  Sanborn,  M.D.,  Angola,  New 
York,  as  associate  physician  at  Gowanda  State 
Hospital. 

Installed.  Irving  S.  Wright,  M.D.,  clinical 
professor  of  medicine,  Cornell  University  Medi- 
cal College,  as  president  of  The  American  College 
of  Physicians  at  the  group’s  47th  annual  meet- 
ing in  New  York  City. 


Medical  Meetings 


Speaker  to  survey  skin  diseases  of  feet 

Richard  Gibbs,  M.D.,  clinical  instructor, 
Department  of  Dermatology,  New  York  Uni- 
versity Medical  College,  will  be  the  guest 
speaker  at  a meeting  scheduled  for  June  3 
sponsored  by  the  division  of  dermatology  of 
the  Department  of  Medicine,  Downstate  Medi- 
cal Center.  Dr.  Gibbs  will  talk  on  “Unusual 
Skin  Diseases  of  the  Feet.” 

The  talk  will  be  given  between  10:00  and 
11:00  a.m.  in  the  “E”  Building  auditorium, 
Kings  County  Hospital,  451  Clarkson  Avenue, 
Brooklyn,  New  York  11203. 


Academy  of  Medicine  televises  seminars 

The  New  York  Academy  of  Medicine  is 
presenting  televised  clinical  science  seminars 
on  Tuesday  evenings  from  9 :00  to  10:00  P.M.  on 
WNYC-TV,  UHF  channel  31.  On  June  7 
the  program  topic  will  be  Adenomas  and  Can- 
cer of  the  Large  Bowel.  Speakers  on  this  pro- 
gram include  Michael  R.  Deddish,  M.D.,  chief, 
rectum  and  colon  service,  and  Ralph  E.  L. 
Hertz,  M.D.,  assistant  attending  surgeon,  both 
of  Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City.  Suicide  will  be  the 
topic  for  the  June  14  program  which  is  being 
presented  through  the  courtesy  of  The  Medical 
College  of  South  Carolina. 

On  June  21,  Mary  Allen  Engle,  M.D.,  as- 
sociate professor  of  pediatrics,  and  S.  Frank 
Redo,  M.D.,  clinical  associate  professor  of 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


surgery,  both  of  Cornell  University  Medical 
College,  New  York  City,  will  talk  on  Recogni- 
tion and  Management  of  the  Commoner  Forms 
of  Congenital  Heart  Defects.  The  last  program 
in  the  series,  on  June  28,  will  be  Management 
of  Lymphomas,  and  David  A.  Karnofsky,  M.D., 
associate  professor  of  medicine,  and  James  J. 
Nickson,  M.D.,  professor  of  radiology,  both  of 
Cornell  University  Medical  College,  will  be 
two  of  the  speakers. 

Neurologists  to  convene 

The  91st  annual  meeting  of  the  American 
Neurological  Association  will  be  held  at  the 
Sheraton-Park  Hotel,  Washington,  D.C.,  June 
13  through  15.  Included  in  this  year’s  program 
will  be  a special  session  entitled  Symposium  on 
the  Cerebral  Cortex. 

Further  information  may  be  obtained  from 
Melvin  D.  Yahr,  M.D.,  Secretary,  Neurological 
Institute,  710  West  168th  Street,  New  York, 
New  York  10032. 

Space  medicine  to  highlight 
chest  physicians'  annual  meeting 

A panel  discussion  on  the  cardiopulmonary 
aspects  of  space  travel  wiU  highlight  the  32nd 
annual  meeting  of  the  American  College  of 
Chest  Physicians,  which  wiU  be  held  at  the 
Sheraton-Chicago  Hotel  in  Chicago,  June  23 
through  27.  Charles  A.  Berry,  M.D.,  chief 
of  center  medical  programs,  NASA  Manned 
Spacecraft  Center,  will  moderate  the  panel 

continued  on  page  1279 
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Duodenal  mucosa  with  ulcer  crater- 
Approx.  80  X Magnification. 


Loosening  epithelial  cells  of  nasal  mucosa  during 
early  stage  of  cold-Approx.  1800  x Magnification. 


this  issue:  partners  in  misery 


ulcer’ 


Partners  in  misery: 
common  cold  and  duodenal 


humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.1 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.2  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  two  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  with  a rate  of  1 14  beats  per  minute,  and  blood 


The  commonly  found  "clover-leaf”  roentgenographic  ab- 
normality of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 


pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti- 
mation was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred. 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 

t he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved. 
The  absence  of  curativ.e  treatment  for  these  viral  infections  has 
spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.3  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 


I can  taste9 
Doctor ! 


On  Sippy  diet  or  unrestricted 
regimen,  food  tastes  better 
to  the  patient  with  a cold 
when  you  prescribe  the  oral 
decongestant 

Triaminic@  tablet h 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
j frequently  used.  Oral  ingestion  of  salicylates  has  produced 


One  tablet  on  arising,  in  midafternoon  and  at 
bedtime  assures  round-the-clock  relief.  You 
may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations, 
flushing,  dizziness,  nervousness  or  gastrointes- 
tinal upsets.  Precautions:  the  possibility  of 
drowsiness  should  be  considered  by  patients 
engaged  in  mechanical  operations  requiring 
alertness.  Use  with  caution  in  patients  with  hy- 
pertension, heart  disease,  diabetes,  or  thyrotox- 
icosis. 

( Advertisement ) 
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substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
enough  in  some  instances  to  cause  hematemesis  and 
melena.4  It  has  been  suggested  that  interference 
with  the  protective  mucous  layer  of  the  stomach 
allows  this  to  happen.  There  is  no  evidence  that 
hypersecretion  occurs,  but  the  taking  of  aspirin  has 
been  followed  by  exacerbation  of  ulcer  symptoms 
and  occasionally  by  gastrointestinal  bleeding.3  The 
ulcer  patient  with  a cold  should  take  salicylates  with 
an  antacid,  or  preferably  other  means  of  sympto- 
matic relief  should  be  found. 

Caffeine  has  two  actions  on  gastric  secretion.  One 
directly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
response  to  other  stimuli.6  In  high  doses  to  animals, 
it  has  produced  erosive  gastritis  and  peptic  ulcera- 
tion. Caffeine-containing  beverages  are  discouraged 
for  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.7  Many  cold  remedies  contain  caffeine. 

To  sufferers  from  allergic  rhinitis  springtime  brings 
symptoms  of  nasal  obstruction,  loss  of  taste  and 
smell  and  malaise  similar  to  those  caused  by  viral 
infection  but  due  instead  to  allergens  which  at  that 
time  of  year  are  principally  tree  pollens.  Relief  from 
these  symptoms  can  be  obtained,  though  not  wisely, 
by  the  use  of  steroid  medication.  Unfortunately, 
chronic  sufferers  from  these  allergies  have  used  this 
approach  with  varying  degrees  of  success.  Steroid 
hormones  increase  gastric  secretion  and  delay  the 
healing  of  experimental  ulcers.8,9  Clinically  their 
administration  has  been  associated  with  reactivation 
of  healed  duodenal  ulcers,  and  with  bleeding  and 
perforation  which  were  not  always  preceded  by 
typical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
only  with  adequate  antacid  coverage. 

Summing  up  I,  is  immaterial  by  which  pathway* 

the  malaise  and  lassitude,  depression  and  irritability 
activate  an  ulcer,  but  it  is  the  physician’s  responsi- 
bility to  ensure  that  the  medications  he  selects  to 
relieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 
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which  will  feature  astronauts  Col.  Frank  Bor- 
man (MC)  USAF  and  Capt.  James  Lovell  (MC) 
USN.  Lt.  Col.  John  Ord  (MC)  USAF,  direc- 
tor of  crew  test  and  evaluation,  Brooks  Air 
Force  Base,  Texas,  and  Stuart  Bondui'ant,  M.D., 
associate  professor  of  medicine,  Indiana  Uni- 
versity Medical  Center,  Indianapolis,  will  also 
participate  on  the  panel.  The  panel  discussion 
will  be  presented  at  8:30  a.m.  on  June  25. 

The  five-day  meeting  will  include  other  panel 
discussions,  seminars,  round  table  luncheon 
discussions,  scientific  motion  pictures,  and 
formal  papers.  The  American  Medical  Associa- 
tion, section  on  diseases  of  the  chest,  and  the 
American  College  of  Chest  Physicians  will  hold 
a combined  meeting  at  McCormick  Place  on 
June  27.  The  chest  physicians’  popular  “fire- 
side conferences”  will  be  held  that  evening  at 
the  Sheraton- Chicago  Hotel  as  part  of  the  com- 
bined meeting. 

For  further  information  contact:  Murray 

Komfeld,  Executive  Director,  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 

Meeting  to  examine  aspects  of  headache 

The  eighth  annual  meeting  of  the  American 
Association  for  the  Study  of  Headache  will 
meet  June  25  at  the  Conrad  Hilton  Hotel  in 
Chicago.  Talks  are  to  be  given  in  the  following 
categories:  neurologic  and  related  aspects  of 
headache,  research  and  ophthalmological  as- 
pects of  headache,  and  medical  and  miscel- 
laneous aspects  of  headache.  There  also  will  be 
a panel  discussion  on  the  psychiatric  aspects  of 
headache.  Dan  M.  ‘Gordon,  M.D.,  associate 
professor  of  ophthalmology,  Cornell  University 
Medical  College,  New  York  City,  will  talk  on 
“Ocular  Headache.” 

For  further  information  contact:  Seymour 

Diamond,  M.D.,  Secretary  and  Program  Chair- 
man, American  Association  for  the  Study  of 
Headache,  5214  North  Western  Avenue, 
Chicago,  Illinois  60625. 

Workshops  to  discuss  dialysis 

A conference  on  dialysis  will  be  held  in  New 
York  City  on  June  26  through  28  at  the  Bilt- 
more  Hotel.  Under  the  sponsorship  of  the 
National  Dialysis  Committee,  a number  of 
related  agencies,  including  medical  organiza- 


tions, health  and  welfare  agencies,  insurance 
companies,  and  governmental  agencies,  are 
sharing  in  the  planning  of  the  conference. 

The  conference  will  be  in  the  form  of  a series 
of  practical  workshops  covering  medical  prob- 
lems, technical  developments,  personnel  and 
training  needs,  and  funding  programs.  Persons 
interested  in  any  of  these  topics  will  be  welcome. 
A limited  number  of  exhibitors  of  materials  and 
equipment  of  interest  to  personnel  involved 
in  the  treatment  of  patients  by  dialysis  will  be 
accepted. 

For  further  information  write:  National 

Dialysis  Committee,  1415  Newbridge  Road, 
North  Bellmore,  New  York  11710. 


Physical  Therapy  Association  to  meet 

The  43rd  annual  conference  of  the  American 
Physical  Therapy  Association  is  scheduled  for 
July  10  through  15  at  the  Biltmore  Hotel  in  Los 
Angeles,  California.  Physicians,  nurses,  occu- 
pational therapists,  speech  therapists,  prosthe- 
tists, orthotists,  and  members  of  other  allied 
health  professions  are  invited  to  attend  the 
program  sessions  and  the  exhibits.  Nonmember 
registration  fee  is  $25  for  the  week. 

Additional  information  may  be  obtained  from 
Helen  J.  Hislop,  Ph.D.,  Director  of  Conference 
Services,  American  Physical  Therapy  Associa- 
tion, 1790  Broadway,  New  York,  New  York 
10019. 


Conference  to  examine  disability 

The  44th  annual  session  of  the  American 
Congress  and  American  Academy  of  Physical 
Medicine  and  Rehabilitation  will  take  place  at 
the  Sheraton-Palace  Hotel  in  San  Francisco  on 
August  28  through  September  2.  The  Academy 
will  present  a “Symposium  on  Space  Medicine 
and  Technology  and  Physical  Medicine  and 
Rehabilitation:  Common  Interests  and  Prob- 
lems” and  a “Symposium  on  Strokes”  on  Mon- 
day, August  29.  On  Tuesday,  August  30, 
the  Academy  is  presenting  “Educational  Sem- 
inars.” 

The  Congress  will  present  “Scientific  Ses- 
sions” on  August  31,  a “Symposium  on  Manage- 
ment of  the  Disabled  Patient”  on  September  1, 
and  a “Seminar  of  Biomedical  Engineering 
Approaches  to  Problems  of  Human  Disability” 
on  September  2. 
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Chicago,  the  convention  capital  of  the  world,  hosts  the  world's  largest  medical 
convention.  Each  year  the  AMA  Annual  Convention  presents  a wider  and 
greater  range  of  medical  subjects.  This  year's  convention  will  be  held  in  mag- 
nificent McCormick  Place.  Air-conditioned,  it  offers  almost  unparalleled  facili- 
ties. View  and  participate  in  the  following:  • Six  general  scientific  meetings 

• 23  medical  specialty  programs  • 800  scientific  and  industrial  exhibits 

• Lectures,  panel  discussions,  motion  pictures  and  color  television.  Plan  to 
attend — continue  your  post-graduate  education. 

See  JAMA  May  9 for  complete  scientific  program — forms  for  advance  registra- 
tion and  hotel  accommodations. 
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Does  the  antacid  capacity  of 
the  salicylate  dosage  form 
affect  absorption? 


Clinical  evaluation  of  patient  response  to  orally 
administered  salicylates  frequently  centers  on 
gastric  tolerance  and  the  rate  and  extent  of 
gastrointestinal  absorption  following  specific 
dosage  forms.  Can  significant  differences  be 
expected? 


Many  investigators1  think  so.  Clinical  compari- 
sons between  plain  acetylsalicylic  acid  tablets 
and  those  containing  small  amounts  of  antacids 
have  shown  that  in  vivo  absorption  rates  at  60 
minutes  are  directly  proportional  to  the  in  vitro 
dissolution  rates  of  the  particular  tablet.  Results 
of  tests  relating  urinary  excretion  of  salicylate 
after  ingestion  of  solid  aspirin  tablets  with  that 
following  ingestion  of  aqueous  solutions  of  vari- 
ous salicylates  are  comparable  ...  the  gastroin- 
testinal absorption  rate  of  aspirin  administered 
in  solution  is  significantly  greater. 

Carlo,  Cambosos,  Feeney  and  Smith2  compared 
plasma  salicylate  levels  after  oral  administration 
of  aspirin  with  water  only  and  with  effervescent 
and  alkaline  adjuvants.  Twelve  subjects  received 
0.6  gm  aspirin  in  four  forms:  USP  tablet  fol- 
lowed by  200  cc  plain  water  or  by  200  cc  soda 
water;  USP  tablet  plus  3.2  gm  sodium  citrate 
with  200  cc  water;  and  sodium  acetylsalicylate 
in  an  effervescent  solution  containing  sodium- 
calcium  phosphates,  sodium  bicarbonate  and 
sodium  citrate  [Alka-Seltzer] . At  20  and  45 
minutes,  “appreciably  higher  plasma  levels”  of 
salicylate  were  attained  after  the  sodium  aspirin 
effervescent  antacid  solution. 

In  168  tests  on  55  human  subjects,  Leonards3 
also  used  plasma  salicylate  concentration  to 
measure  the  rate  of  absorption.  Following  in- 
gestion of  0.64  gm  aspirin  in  different  forms,  all 
subjects  were  tested  at  10,  20,  30,  45  and  60 
minutes.  As  shown  on  the  chart  above:  A (USP 
aspirin  tablet)  was  absorbed  relatively  slowly; 
AB  (aspirin  tablet  with  aluminum  glycinate  and 
magnesium  carbonate)  was  absorbed  slightly 
more  rapidly;  and  AS  (sodium  aspirin  in  an 
effervescent  antacid  solution)  was  still  more 
rapidly  absorbed  reaching  highest  plasma  levels 
in  30  minutes.  A laboratory  solution  of  sodium 
acetylsalicylate,  not  pharmaceutically  available, 
gave  similar  levels.  Alka-Seltzer  was  the  effer- 
vescent sodium  aspirin  form  used.  Leonards 

Information  above  is  presented  for  physicians  only. 
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A—  USP  aspirin  tablets 
AB—  buffered  aspirin  tablets 
AS—  effervescent  sodium  aspirin  solution 

concluded  that  “the  rate  of  absorption  of  aspirin 
is  dependent  on  the  solubility  characteristics  of 
the  preparation”. 

1.  References  on  request,  or  see  page  5 of  brochure. 

Professional  Product  Information. 

2.  Carlo,  P.E.;  Cambosos,  N.M.;  Feeney,  G.C.;  and  Smith,  P. K.:  Jour. 
Amer.  Pharm.  Ass.  (Scient.  Ed.)  44:396  July,  1955. 

3.  Leonards,  J.  R.:  Clin.  Pharm. &Ther.  4:476  July-August,  1963. 
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The  formulation  and  pharmacodynamics  of  Alka- 
Seltzer®  are  unique.  There  is  no  generic  equivalent. 
Each  dry  tablet  contains:  acetylsalicylic  acid,  5 gr  (0.32 
gm);  sodium  bicarbonate,  30  gr  (1.92  gm);  citric  acid, 
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taining sodium  acetylsalicylate,  sodium  citrate,  calcium- 
sodium  phosphates  and  sodium  bicarbonate.  One  tablet 
neutralizes  30  ml  of  0.11V  hydrochloric  acid.  Buffered 
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Abstracts 


Furey,  A.  T.:  Ascending  cholangitis,  New 

York  State  J.  Med.  66:  1299  (June  1)  1966. 

The  role  of  both  obstruction  and  infection  in 
ascending  cholangitis  is  discussed.  Obstruction 
is  the  primary  factor,  caused  by  stone  in  the 
common  duct,  neoplasm  of  the  bile  ducts, 
neoplasm  of  the  head  of  the  pancreas  or  papilla 
of  Vater,  and  benign  stricture  of  the  common 
bile  duct  or  inflammatory  edema  of  the  bile 
passages;  it  may  occur  at  the  site  of  an  anasto- 
mosis following  operative  procedures  on  the 
biliary  tract.  The  question  is  whether  the  in- 
fection and  inflammation  result  from  obstruc- 
tion and  bile  stasis  or  are  primary  causative 
agents  of  cholangitis.  Both  the  obstruction 
and  infective  factors  are  present  and  produce 
cholangitis  in  bypass  operations  where  stoma 
obstruction  occurs  postoperatively,  and  regurgi- 
tation predisposes  to  infection.  Complications 
include  benign  stricture,  biliary  cirrhosis,  and 
liver  abscess.  In  51  cases  reviewed  there  were 
9 nonoperative  deaths,  3 patients  died  post- 
operatively, but  there  were  no  operative 
deaths. 

Burton,  R.  C.:  Symptomatology — organic  or 

psychogenic?.  New  York  State  J.  Med.  66: 
1304  (June  1)  1966. 

Increased  currency  of  psychiatric  principles 
among  the  laity  and  members  of  the  profession 
has  brought  hyperawareness  of  psychically  in- 
duced physical  symptoms,  which  has  lowered 
the  index  of  suspicion  for  the  psychiatric  symp- 
tom that  is  engendered  physically.  Even  the 
physician  mistakes  the  symptom  for  anxiety. 
Psychic  symptoms  of  physical  origin  must  be 
differentiated  from  physical  symptoms  that  are 
psychogenically  induced.  Causative  lesions  can 
be  demonstrated  by  physical  examination,  x-ray 
films,  or  surgery.  Less  tangible  psychiatric 
signs  and  symptoms  can  represent  physiologic 
bases.  Epilepsy  or  its  equivalents  can  also 
manifest  such  symptoms. 

Carvalho,  M.  A.:  Conservative  management 

of  fibromyomata  uteri,  New  York  State  J. 
Med.  66:  1310  (June  1)  1966. 

The  mere  presence  of  fibroids  is  no  indication 
for  operation,  but  fibroid  tumors  of  the  uterus 
should  be  observed  carefully  for  growth  and 
development,  and  change  in  size,  especially 
rapid,  is  a determining  factor.  Gestational 
size  was  used  as  a comparative  description  of 
the  tumor-containing  uterus.  When  the  tumors 
are  less  than  an  average  three-  to  four-month 
pregnancy  it  is  relatively  safe  not  to  remove 
them.  In  patients  in  the  childbearing  years 


myomectomy  should  be  done  rather  than  hyster- 
ectomy if  feasible.  Of  298  patients  observed 
over  a twenty-year  period  at  six-month  inter- 
vals, 244  did  not  require  surgery.  In  more 
than  a third  of  those  requiring  operation, 
menorrhagia  was  a primary  or  secondary  indica- 
tion. Decrease  in  size  of  the  tumor-bearing 
organ  was  found  in  35  women  observed  to  or 
beyond  the  menopause.  There  was  no  evidence 
of  sarcoma  in  this  series. 

Carter,  S.  J.,  Burman,  S.  O.,  and  Mer- 
sheimer,  W.  L.:  Supraclavicular  brachial 

block  anesthesia,  New  York  State  J.  Med.  66: 
1315  (June  1)  1966. 

Conventional  axillary  or  prone-supraclavicu- 
lar routes  to  the  brachial  plexus  to  induce  an- 
esthesia for  surgical  procedures  on  the  upper 
extremity  bring  about  complications  and  out- 
right failures.  In  a patient  in  the  sitting  posi- 
tion the  plexus  is  readily  accessible.  Using  the 
technic  outlined,  327  brachial  plexus  blocks  were 
done  without  a single  instance  of  pneumothorax, 
hemorrhage,  or  nerve  damage.  In  only  8 cases, 
because  of  poor  patient  cooperation,  anesthesia 
was  inadequate. 

Lubowe,  I.  I.:  Modem  management  of  hair 

and  scalp  disorders.  New  York  State  J.  Med. 
66:  1318  (June  1)  1966. 

Effective  control  of  scalp  disorders  must  in- 
clude a complete  physical  examination  before 
treatment  is  instituted.  The  etiologic  factor's 
of  seborrhea  capitis  are  both  internal  and  ex- 
ternal. Bacterial  studies  have  incriminated 
Pityrosporum  ovale  and  Staphylococcus. 
Treatment  includes  pre-shampoo  application, 
medicated  shampoo,  after-shampoo  rinse,  or 
antiseptic  scalp  lotion.  Many  of  the  newer 
corticosteroids  are  effective.  Anthropologists 
and  dermatologists  believe  the  genetic  or 
hereditary  factor  is  the  prime  target.  Labora- 
tory studies  must  determine  alterations  of 
thyroid  and  adrenal  secretions  and  nutrition 
and  body  defects.  Long-teim  therapy  with 
corticosteroids  is  indicated.  Recently  surgical 
methods  for  the  treatment  of  male  pattern 
baldness  have  been  proposed,  as  well  as  trans- 
plant and  graft  procedures. 

Shaw,  R.  J.:  Electronarcosis  in  the  guinea 

pig,  New  York  State  J.  Med.  66:  1329  (June 
1)  1966. 

Electro  narcosis,  or  electrical  anesthesia,  as 
demonstrated  in  the  guinea  pig  and  other  ani- 

continued  on  page  1286 
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continued  from  page  1282 

mals,  has  several  advantages.  It  acts  directly 
on  the  nervous  system  and  not  on  other  organ 
systems  of  the  body;  the  apparatus  may  be 
developed  to  a small  size  for  field  use  in  military 
or  other  emergency  situations;  recovery  is 
rapid  with  few  aftereffects;  and  it  does  not 


present  explosion  or  fire  hazard.  However,  its 
effects  are  not  all  known,  and  problems  of 
maintaining  an  adequate  airway  exist.  Also 
salivation  may  be  excessive,  requiring  larger 
doses  of  parasympatholytic  drugs.  The  pro- 
cedure is  described.  Anesthesia  was  produced, 
not  paralysis. 


Abstracts  in  Interlmgua 


Furey,  A.  T.:  Cholangiitis  ascendente  (ang- 

lese).  New  York  State  J.  Med.  66:  1299  (1 
de  junio)  1966. 

Es  commentate  le  rolo  tanto  de  obstruction 
como  etiam  de  infection  in  cholangiitis  ascen- 
dente. Obstruction  es  le  factor  primari,  causate 
per  calculos  in  le  ducto  commun,  per  neoplasma 
del  ductos  biliari,  per  neoplasma  del  capite  del 
pancreas  o del  papilla  de  Vater,  e per  benigne 
strictura  del  ducto  biliari  commun  o edema 
inflammatori  del  passages  biliari.  Tal  obstruc- 
tion pote  occurrer  al  sito  de  un  anastomose 
post  interventiones  chirurgic  in  le  vias  biliari. 
Le  question  es  si  infection  e inflammation 
resulta  ab  obstruction  e stase  biliari  o si  illos  es 
primari  agentes  causative  de  cholangiitis. 
Tanto  le  obstruction  como  etiam  le  factor  de 
infection  es  presente  e produce  cholangiitis  in 
operationes  a derivation  quando  obstruction  de 
stoma  occurre  postoperatorimente  e quando 
regurgitation  predispone  al  contraction  de  un 
infection.  Le  complicationes  include  strictura 
benigne,  cirrhosis  biliari,  e abscesso  hepatic. 
In  un  serie  de  51  casos,  le  mortalitate  constatate 
include  9 mortes  nonoperatori,  3 mortes  post- 
operatori,  sed  nulle  morte  durante  le  operation. 

Burton,  R.  C.:  Symptomatologia — organo- 

gene  o psychogene?  ( anglese ) , N ew  Y ork  State 
J.  Med.  66:  1304  (1  de  junio)  1966. 

Un  augmentate  dissemination  de  principios 
psychiatric  in  le  mundo  laic  e inter  le  membros 
de  profession  ha  resultate  in  un  excesso  de  at- 
tention prestate  al  psychicamente  inducite 
symptomas  physic,  con  le  effecto  de  un  declino 
in  le  indice  de  suspicion  pro  symptomas  psychia- 
tric que  es  generate  per  causas  physic.  Mesmo 
le  medico  interpreta  le  symptomas  erroneemente 
como  manifestation  de  anxietate.  Symptomas 
psychic  de  origine  physic  debe  esser  differentiate 
ab  symptomas  physic  de  origine  psychic. 


Physic  lesiones  causative  de  symptomas  psychic 
pote  esser  demonstrate  per  le  examine  physic, 
per  roentgenographia,  o per  chirurgia.  Etiam 
minus  tangibile  signos  e symptomas  psychiatric 
pote  representar  etiologias  physiologic.  Epilep- 
sia o su  equivalentes  pote  manifestar  tal  symp- 
tomas. 

Carvalho,  M.  A.:  Tractamento  conservatori 

de  fibromyomas  uterin  {anglese),  New  York 
State  J.  Med.  66:  1310  (1  de  junio)  1966. 

Le  presentia  de  fibroides  non  es  per  se  un 
indication  pro  le  intervention  chirurgic,  sed 
tumores  fibroide  del  utero  deberea  esser  obser- 
vate  meticulosemente  pro  signos  de  crescentia 
e disveloppamento,  e alterationes  in  magnitude  I 
— super  toto  si  illos  occurre  rapidemente — es  un  ! 
factor  determinatori.  Magnitudes  de  fructo 
gestational  esseva  usate  como  criterio  in  le 
description  de  uteros  a contento  tumoric. 
Quando  un  tumor  es  de  un  magnitude  inferior  a 
illo  del  fructo  post  tres  o quatro  menses  de 
pregnantia,  il  es  relativemente  salve  non  excider 
lo.  In  patientes  de  etate  fertile,  myomectomia  | 
es  a preferer,  in  tanto  que  possibile,  a hysterecto-  j 
mia.  Ex  un  gruppo  total  de  298  patientes 
observate  durante  un  periodo  de  20  annos  a 
intervallos  de  6 menses,  244  non  requireva  un 
intervention  chirurgic.  In  plus  que  un  tertio  1 
del  casos  in  le  quales  un  operatione  esseva 
necessari,  menorrhagia  representava  un  indica-  ' 
tion  primari  o secundari.  Declinos  del  magni-  I. 
tude  del  organo  portante  le  tumor  esseva  con-  h 
statate  in  35  feminas  observate  usque  al  meno- 
pause  o in  ultra  de  illo.  Nulle  evidentia  de 
sarcoma  esseva  trovate  in  iste  serie. 

Carter,  S.  J.,  Burman,  S.  O.,  e Mersheimer, 

W.  L.:  Supraclavicular  anesthesia  a blocage  t 

brachial  {anglese),  New  York  State  J.  Med.  66: 
1315  (1  de  junio)  1966. 


1286  New  York  State  Journal  of  Medicine  / June  1,  1966 


Le  conventional  vias  de  accesso  al  plexo 
brachial — i.e.,  le  accesso  axillari  o le  accesso 
supraclavicular,  con  le  patiente,  in  le  secunde 
caso,  in  position  pron — con  le  objectivo  de 
inducer  anesthesia  pro  interventiones  chirugic  in 
le  extremitate  superior  evoca  complicationes  e 
pote  resultar  in  non-successos  total.  In  un 
patiente  in  position  sedente,  le  plexo  es  facile- 
mente  accessibile.  Con  le  uso  del  technica  hie 
delineate,  327  blocages  del  plexo  brachial  esseva 
effectuate  sin  le  occurrentia  de  un  sol  caso  de 
pneumothorace,  de  hemorrhagia,  o de  lesionage 
neural.  Le  anesthesia  esseva  inadequate  in 
solmente  8 casos,  in  omnes  in  consequentia  de 
un  imperfecte  cooperation  del  patiente. 


Lubowe,  I.  I.:  Principios  moderne  del  tracta- 

mento  de  disordines  del  capillos  e del  corio 
cranial  ( anglese ),  New  York  State  J.  Med.  66: 
1318  (1  de  junio)  1966. 

Le  efficace  tractamento  de  disordines  del 
corio  cranial  debe  includer  un  complete  examine 
physic  ante  le  institution  de  un  programma 
therapeutic.  Le  factores  etiologic  de  seborrhea 
del  capite  es  tanto  interne  como  etiam  externe. 
Studios  bacterial  ha  incriminate  Pityrosporum 
ovale  e Staphylococcus.  Le  tractamento  in- 
clude applicationes  ante  shampooing,  shampoo- 
ing medicate,  elutiones  post  shampooing,  e 
lotiones  antiseptic  applicate  al  corio  cranial. 
Multes  del  recentemente  disveloppate  cortico- 
steroides  es  efficace.  Anthropologos  e dermato- 
logos  opina  que  le  factor  genetic  o hereditari 
debe  esser  attaccate  in  le  prime  loco.  Studios 
laboratorial  es  requirite  pro  identificar  altera- 
tiones  del  secretiones  thyroide  e adrenal  e etiam 
defectos  nutritional  e somatic.  Therapia  a 
longe  termino  con  corticosteroides  es  indicate. 
In  recente  tempores,  methodos  chirurgic  pro  le 
tractamento  de  calvitate  de  configuration 
mascule  ha  essite  proponite.  Isto  etiam  vale 
pro  transplantationes  e technicas  de  graffage. 

Shaw,  R.  J.:  Electronarcose  in  le  porco  de 

India  {anglese).  New  York  State  J.  Med  66: 
1329  (1  de  junio)  1966. 

Demonstrationes  in  le  porco  de  India  e in 
altere  animates  indica  que  electronarcose,  i.e., 
anesthesia  electric,  ha  plure  avantages.  Illo  age 
directemente  super  le  sy sterna  nervose  e affice 
nulle  altere  systemas  organic  del  cor  pore.  Le 
requirite  apparatura  pote  esser  perfectionate  de 
maniera  que  illo  va  devenir  satis  micre  pro  le 
uso  foras  del  laboratorio,  incluse  in  situationes 
militar  o alteremente  de  urgentia.  Le  restabli- 
mento  es  rapide,  e le  effectos  posterior  es  pauco 
numerose.  In  plus,  le  methodo  es  libere  de 
omne  risco  de  explosion  o conflagration.  Ta- 
men,  non  omne  le  effectos  del  methodo  es  cog- 
noscite,  e le  problema  de  mantener  un  adequate 
via  aeree  es  un  realitate.  II  occurre  que  le 
salivation  del  subjecto  es  excessive,  requirente 

Iaugmentate  doses  de  pharmacos  parasym- 
patholytic. Le  technica  es  describite.  Le 
resultato  es  anesthesia  e non  paralyse 


The  Gentle  Relief  For 
Constipation  Distress 


EUCARBON 

A gentle  laxative  adsorbent  for  gastro-intes- 
tinal  dysfunction  and  anti-flatulent  effects  in 
fermentation.  An  excellent  detoxifying  sub- 
stance with  a wide  range  of  uses  in 
dermatology. 

Each  tablet  contains:  Ext.  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil,  Fennel  Oil 
in  highly  activated  charcoal  base.  Dose:  1 or 
2 tablets  daily.  Supply:  Tins  of  100,  at  all 
pharmacies.  Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
10  Fairchild  Court,  Plainview,  N.  Y.  11803 


Investment 

Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors. 

Direct  inquiries  to 
Investment  Advisory 
Department 

CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  JVew  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  10005 
375  Park  Avenue,  N.  Y.  10022 


June  1,  1966  / New  York  State  Journal  of  Medicine  1287 


ir 


must  penicillin 
be  a bitter  pill 
to  swallow? 


Not  if  it  is  V-Ciilin  K. 

V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consist- 
ent dependability  . . . even  in  the  presence  of 
food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity 
reactions  are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K.  should  not  be  ad- 


ministered to  patients  with  a history  of  allergy  to  penicil- 
lin. As  with  any  antibiotic,  observation  for  overgrowth  of 
nonsusceptible  organisms  during  treatment  is  important. 
Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in 
40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


Six-Second  Barrier 
to  Bitterness 

® 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis, 

Indiana.  eoo4ii 


1288 


“Dedicated  to  the  continuing  education  of  the  physician' 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel:  212  YUkon  6-5757 

COPYRIGHT  1966  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


June  1,  1966  Volume  66  Number  11 

William  Hammond,  M.D.,  Editor 
Alvina  Rich  Lewis,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 


66th  year  of  publication 


PUBLICATION  COMMITTEE 


George  Himler,  M.D.,  Chairman 

Philip  J.  Cantor,  M.D.  Granville  W.  Larimore,  M.D. 

Clarke  T.  Case,  M.D.  William  Hammond,  M.D.,  Editor 

Reid  R.  Heffner,  M.D.  Henry  I.  Fineberg,  M.D.,  Adviser 


ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
♦Paul  A.  Bunn,  M.D. 
William  G.  Childress,  M.D. 
Herbert  Conway,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Samuel  Z.  Freedman,  M.D. 

Alfred  Gilman,  Ph.D. 
Alfred  A.  Hartmann,  M.D. 
♦Louis  M.  Hellman,  M.D. 
Gertrude  M.  Hyde,  M.D. 
Alfred  P.  Ingegno,  M.D. 


♦Ralph  F.  Jacox,  M.D. 
♦Granville  W.  Larimore,  M.D. 
♦Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
♦Norman  S.  Moore,  M.D. 
Richard  H.  Orr,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 


John  F.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 
♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Philip  M.  Winslow,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 

Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 
York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1966  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1951  are  $2.00  per  copy; 
from  1951  to  1961,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 

sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017 
Advertising  Representatives:  East  and  Mid- 

west— Joseph  A.  Mullaney;  Pacific  Coast — 
Melvin  B.  Tyler. 


1289 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8 V2-by-l  1-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references) , with 
margins  of  at  least  1 y2  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 
those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author  (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor (s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


1290  New  York  State  Journal  of  Medicine  / June  1,  1966 


Editorials 


The  annual  reckoning 


In  this  issue  is  to  be  found  the  edited 
proceedings  of  the  1966  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York. 

The  verbatim  reports  are  on  file  at  the 
Society’s  headquarters  and  can  be  con- 
sulted by  any  interested  member.  It  is 
to  interest  the  members  in  the  affairs  of 
their  Society  that  so  much  effort  is  ex- 
pended each  year  in  providing  these  re- 
ports. 

An  historian  wishing  an  over-all  thorough 
view  of  the  medical  mores  of  the  year  1965 
to  1966  would  find  this  issue  excellent 
source  material.  A legislator  desiring  to 
know  as  an  instance  how  the  doctors  feel 
about  annual  school  examinations  for 
children  will  find  it  here.  An  economist 


interested  in  hospital  costs,  an  educator 
interested  in  nursing  education,  a labor 
leader  seeking  the  present  thinking  of 
doctors  on  workmen’s  compensation  mat- 
ters, all  can  find  here  what  they  seek. 

This  is  living  history.  Any  member 
who  feels  no  need  to  consult  a part  of  this 
annual  report  might  consider  himself  unvi- 
able  to  the  extent  of  being  unaware  of  what 
is  transpiring  in  his  medical  environment. 
Awareness  is  but  one  part  of  the  professional 
viability  described — the  other  part  is  con- 
cern. Unless  there  is  concern  based  on 
awareness  effort  is  wasted.  Leadership 
can  furnish  the  material  for  awareness 
based  on  past  and  present  performance 
but  your  concern  is  essential  in  shaping 
the  future. 


An  official  branding 


As  cattle  are  branded  in  order  that  they 
may  be  identified  when  they  stray  out  of  the 
corral  so  the  Federal  Drug  Administration 

Ihas  now  branded  certain  classes  of  drugs 
which  may  stray  into  illegitimate  channels. 
The  sign  surrounded  by  a capital  C 
for  control  (§  now  symbolizes  and  identifies 
groups  of  drugs  which  may  be  used  to  harm- 
ful ends  and  are  under  the  New  Drug 
Abuse  Control  Amendments.  The  mark 
will  appear  on  the  manufacturers’  packaging 
so  that  wholesale  and  retail  handlers  as  well 

Ias  dispensing  physicians  can  immediately 
identify  these  products. 

Amphetamine  and  barbiturate  products 
came  under  the  amendments  on  February 
1 of  this  year  and  as  of  May  17,  16  addi- 
tional drugs  will  come  under  the  amend- 

tments. 


All  producers  and  distributors — includ- 
ing pharmacists — must  take  an  inventory 
of  the  16  drugs  (and  combinations  of  these 
drugs  with  each  other)  as  of  May  17.  The 
inventory  records  must  be  kept  for  three 
years. 

Manufacturers,  distributors,  and  phar- 
macists must  keep  records  on  their  pro- 
duction, receipt,  and/or  distribution  for 
three  years.  Also  required  to  keep  such 
records  are  those  physicians  who  regularly 
dispense  drugs  to  patients  “for  which  they 
(patients)  are  charged  either  separately  or 
together  with  charges  for  other  professional 
services.” 

The  16  additional  drugs  are  (generic 
name  and  some  trade  or  other  name): 

I.  Drugs  having  a potential  for  abuse 
and  habit  formation  because  of  their  stim- 
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ulant  effect  on  the  central  nervous  system: 
d-,  d/-Methamphetamine  and  their  salts; 
(d-,  d/-Desoxyephedrine  and  their  salts). 

II.  Drugs  having  a potential  for  abuse 
because  of  their  depressant  effect  on  the 
central  nervous  system;  chloral  hydrate 
(Chloral),  chlordiazepoxide  and  its  salts 
(Librium),  diazepam  (Valium),  ethchlor- 
vynol  (Placidyl),  ethinamate  (Valmid), 
glutethimide  (Doriden),  meprobamate 
(Apascil,  Atraxin,  Biobamat,  Calmiren, 
Cirpon,  Cyrpon,  Ecuanil,  Equanil,  Equa- 
nil  L-A,  Harmonin,  Mepantin,  Mepavlon, 
Meproleaf,  Meprosin,  Meprospan,  Mepro- 
tabs,  Miltown,  Nervonus,  Neuramate, 
Oasil,  Pamaco,  Panediol,  Perequil,  Per- 
quietil,  Pertranquil,  Placidon,  Probamyl, 
Quanil,  Quilate,  Sedabamate,  Sedasil,  Ur- 
bil,  Viobamate),  methyprylon  (Noludar), 
paraldehyde. 

III.  Drugs  having  a potential  for  abuse 


because  of  their  hallucinatory  effect:  di- 
methyltryptamine  (DMT),  d-Lysergic  acid 
diethylamide  (LSD-25;  LSD),  mescaline 
and  its  salts,  peyote,  psilocybin,  psilocyn. 

Combinations  of  the  ten  above  stimulant 
and  depressant  drugs  with  other  compounds 
(except  amphetamines  and  barbiturates) 
are  temporarily  exempted  from  the  inven- 
tory and  record-keeping  requirements  until 
August  1,  1966.  The  six  hallucinogenic 
drugs  are  legally  available  for  experimental 
use  only. 

The  great  burden  of  these  demanding 
amendments  falls  upon  the  manufacturer 
and  distributors  of  the  products.  Prescrib- 
ing physicians  can  be  of  help  to  pharmacists 
by  being  meticulously  specific  in  ordering 
amounts  and  setting  time  limits  on  the  use 
of  these  drugs.  This  will  help  the  phar- 
macist in  the  exacting  bookkeeping  re- 
quired by  the  F.D.A. 


Share 

Your 

Medical 

Journals 

with 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them— to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  ( particularly 
specialty  journals),  which  you  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
The  World  Medical  Association  to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  international  good  will.  Your  co- 
operation in  this  program  will  be  greatly  appreciated  and  your  contact 
with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove 
very  gratifying.  If  you  wish  to  participate  in  this  program,  send  your 
name,  address,  and  titles  of  journals  you  will  contribute  to  DOCTOR- 
TO-DOCTOR  PROGRAM,  The  World  Medical  Association,  10  Co- 
lumbus Circle,  New  York,  New  York  10019. 
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rker 


in  diarrhea 


2.5  mg. 
0.025  mg. 


a 


c 


Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  .... 

(Warning:  May  be  habit  forming) 
atropine  sulfate 


m 

IS 


Effectiveness 

Lomotil  possesses  a unique  degree  of  ef- 
fectiveness in  both  acute  and  chronic 
diarrhea. 

Convenience 

Lomotil  is  supplied  as  small,  easily  carried, 
easily  swallowed  tablets  and  as  a pleasant, 
fruit-flavored  liquid. 

Versatility 

The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advan- 
tage alone  or  as  adjunctive  therapy  in  di- 
arrhea associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 

• Food  Poisoning 


• Functional 
hypermotility 

• Malabsorption 
syndrome 

• Ileostomy 

• Gastroenteritis 
and  colitis 


Dosage:  For  full  therapeutic  effect— Rx  full  therapeutic 
dosage.  The  recommended  initial  daily  dosages,  given  in 
divided  doses,  until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months  — 3 mg.  {Vi  tsp.*  Vi.d.) 

6 to  12  months  — 4 mg.  (VS  tsp.  q.i.d.) 

1 to  2 years  — 5 mg.  (Vi  tsp  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  — 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years  — 10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  or  2 tablets  4 times  daily) 
♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 
therapeutic  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochlo- 
ride with  atropine  sulfate,  is  a Federally  exempt  narcotic 
preparation  of  very  low  addictive  potential.  Recom- 
mended dosages  should  not  be  exceeded.  Lomotil  should 
be  used  with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  barbitu- 
rates. The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but 
among  those  reported  are  gastrointestinal  irritation,  se- 
dation, dizziness,  cutaneous  manifestations,  restlessness, 
insomnia,  numbness  of  extremities,  headache,  blurring 
of  vision,  swelling  of  the  gums,  euphoria,  depression  and 
general  malaise,  _______ 
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11:47  pm 


11:53  pm  12:06  am 

The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


things  go 

better,! 

Coke 
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New  insight 
into  action  of  Deprol’ 
clue  ^ effectiveness 
in  depression 


Laboratory  study  shows: 

Significant  alteration 
of  cerebral  dynamics 
with  'Deprol’ 


While  both  meprobamate  and  benactyzine  have  been  used  in  therapy,  the  unusual  inter- 
action of  these  substances  in  ‘Deprol’  produces  effects  unobtainable  with  either  drug  alone. 

Administered  to  animals,  this  combination  in  a ratio  comparable  to  that  found  in  ‘Deprol’ 
(meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg.):  “produces  patterns  of 
cortical-subcortical  activity  not  seen  with  either  drug  alone  and  indicates  that  a significant 
alteration  in  cerebral  dynamics  has  occurred.”1 


DURATION  OF  LIMBIC  AFTERDISCHARGES 


Dampens  limbic  seizures 

Meprobamate  administered  jointly 
with  benactyzine  caused  dramatic 
reduction  in  the  duration  of  limbic 
system  afterdischarges  produced 
by  electrical  stimulation.  When 
given  to  cats  with  benactyzine- 
enhanced  afterdischarges,  mepro- 
bamate reduced  their  duration  to 
less  than  half  that  noted  prior  to 
benactyzine  administration. 


Produces 
cortical  activation 

Meprobamate,  in  cats,  also  com- 
pletely reversed  electroencephalo- 
graphic  signs  of  cortical  depression 
produced  by  benactyzine  and 
caused  the  appearance  of  an  acti- 
vated electroencephalogram  not 
produced  by  either  drug  alone. 

"This  effect  may  well  represent 
the  electrophysiological  substrate 
for  the  clinically  observed  mood 
elevation  which  is  frequently  noted 
in  depressed  patients  taking  the 
combination  of  meprobamate  and 
benactyzine  ['Deprol']. 


C-control 

B-effect  of  benactyz 
(0.01-0.1  mg/ kg  l 
B+M-effect  of  meproba 
(5-10  mg/ kg  I.V.) 
following  the 
benactyzine 


EFFECTS  OF  DRUGS  ON  THE  ELECTROENCEPHALOGRAM 


control  (Resting  activity  of  the  cortex  of  the  unanesthetized  cat;  dominant 
•■V.  frequencies  are  in  the  12-18  cycle  band  with  an  amplitude  of 
about  50  microvolts.) 


2secor 


benactyzine,  0.02  mg/kg  (Dominant  frequencies  slow  to  5-8  cycles  and 
i.v.  the  voltage  increases  to  100-150  microvolts.) 


benactyzine  + meprobamate,  to  mg/kg  (Frequencies  accelerate  to  20-30  cycles  ai 

i.v.  voltages  of  50-60  microvolts  now  dominati 


Rational  pharmacological 
basis  underlies  clinical  benefits 

Kletzkin’  in  1962  pointed  out  that  the  dual  electro- 
physiological  picture  of  (1)  damping  of  limbic 
seizures  and  (2)  activation  of  the  electrocorticogram, 
is  characteristic  of  drugs  which  have  been  found 
useful  in  the  treatment  of  neurotic  depression. 

Thus,  it  is  suggested  that  the  clinical  effectiveness 


of  ‘Deprol’  may  be  due  to  the  fact  that  it  acts  on 
separate  components  of  the  depressive  illness.  It 
reduces  abnormal  activity  in  the  limbic  system, 
raising  the  resistance  to  the  disruptive  stimuli  of 
stress  situations.  And  it  reduces  the  anxiety 
component  without  further  deepening  inhibition 
through  central  nervous  system  depression. 


Percent  improvement 


Wide  clinical  experience 
points  up  the  advantages 
of  'Deprol’  in  depression 


1.  High  rate  of  improvement 

Now  in  its  eighth  year  of  clinical  acceptance,  the  ‘Deprol’  record  of  effectiveness  in  office  and 
clinic  practice  is  well  documented. Following  is  a recent,  representative  study  from  general  practice. 

Most  patients  suffered  from 
depression.  Other  diagnoses 
included  anxiety  neurosis  and 
acute  anxiety.  They  were  seen 
once  every  1 to  2 weeks  for  a 
little  over  3 weeks.  In  most 
cases,  the  dosage  was  1 tablet 
q.i.d.*  Some  patients  received 
other  medications  for 
co-existent  organic  conditions. 
Improvement  was  measured  in 
percentage  ranges;  less  than 
50%  for  slight  improvement, 
more  than  50%  for  successful 
response,  often  sufficient  to  end 
treatment.  Side  effects  with 
‘Deprol’  (4)  were  mild  and 
easily  controlled. 

*1  patient  received  2 tablets  q.i.d. 
which  is  above  recommended  dosage. 


RESULTS  OF  DOUBLE-BLIND  STUDY  COMPARING  ‘DEPROL’  AND  PLACEBO10 


IMPROVE- 

MENT 

•DEPROL’ 

No.  of  patients 

% 

of  total 

PLACEBO 

No.  of  patients 

% 

of  total 

75-100% 

20 

37.7% 

• • 

2 

4.2% 

50-75% 

20 

37.7% 

• 

11 

22.9% 

25-50% 

9 

17.0% 

10 

20.8% 

0-25% 

... 

3 

5.7% 

20 

41.7% 

Worse 

• 

1 

1.9% 

5 

10.4% 

TOTAL 

•••  53 

100.0% 

48 

100.0% 

2.  Relatively  rapid  action  in  wide  range  of  depressive  symptoms 

'Deprol'  acts  rapidly, with  response  frequently  apparent  within  days.  ‘Deprol’  not  only  helps  reduce  the 
basic  depression  but  can  also  relieve  a wide  range  of  associated  symptoms. 


IMPROVEMENT  BY  SYMPTOM  WITH  ‘DEPROL’  IN  77  DEPRESSED  OFFICE  PATIENTS4  (53  neurotic  depressions, 

19  psychotic, 
5 


i organic 
disorders) 


brain 


psycho-  self- 
motor reproach 

inhibition  (37) 

(59) 


anorexia  anxiety  insomnia  crying 

(41)  (61)  (54)  (44) 

TOTAL  INCIDENCE  OF  SYMPTOMS 


loss  of  agita-  sadness  mis-  suicidal 

interest  tion  (42)  cella-  thoughts 

(34)  (30)  neous  (27) 

(11)  * 

‘Included  8 cases  of  somatization,  1 of  nightmares,  and  2 of  delusions. 


3.  Notable  margin  of  safety 

In  seven  years’  use,  side  effects  at  recommended  dosage  have  been  infrequent  and  usually  easily  controlled.  No 
instance  of  liver  or  kidney  damage  related  to  ‘Deprol’  use  is  on  record.  Nor  are  the  unwanted  side  effects  of 
hypotension,  agitation,  insomnia,  constipation,  impotence  or  potentiation 
of  other  medications  charac-  __  _ 

teristic  of  'Deprol'  therapy.  11011^1  KBSS*  4“  mE'  + 

hydrochloride  1 mg. 


Deprol! 

M A | LOGICAL  FIRST  CHOICE 

for  depression 

EVEN  WHEN  COMPLICATED  BY  ANXIETY  AND  TENSION 

tor  full  product  information  see  next  page 


I meprobamate  400  mg.  + 
l^cDl  Ol  benactyzine 

hydrochloride  1 mg. 

M a|  LOGICAL  FIRST  CHOICE 

for  depression 

EVEN  WHEN  COMPLICATED  BY  ANXIETY  AND  TENSION 
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Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia, 
agitation,  or  rumination.  It  is  also  useful  for  manage- 
ment of  depression  and  associated  anxiety  accompany- 
ing or  related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
use  for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre-existing 
symptoms,  or  withdrawal  reactions  including,  rarely,  epi- 
leptiform seizures.  Should  meprobamate  cause  drowsi- 
ness or  visual  disturbances,  the  dose  should  be  reduced 
and  operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  'Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  ner- 
vousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinu- 
ation of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochlo- 
ride, particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggrava- 


tion of  anxiety  or  disturbance  of  sleep  patterns,  and  a 
subjective  feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dryness  of 
mouth,  or  failure  of  visual  accommodation.  Other  re- 
ported side  effects  have  included  gastric  distress,  aller- 
gic response,  ataxia,  and  euphoria. 

Meprobamate  — Drowsiness  may  occur  and,  rarely, 
ataxia,  usually  controlled  by  decreasing  the  dose. 
Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythematous,  rvacu- 
lopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leukopenia,  and 
a single  case  of  fatal  bullous  dermatitis  after  adminis- 
tration of  meprobamate  and  prednisolone  have  been 
reported.  More  severe  and  very  rare  cases  of  hypersen- 
sitivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES 

Cranbury,  New  Jersey 
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|n  spite  of  advancing  knowledge  and 
technic  in  surgery,  inflammatory  disease 
of  the  biliary  tract  remains  a serious  prob- 
lem in  general  surgery.  Inflammation  of 
the  biliary  passage  is  nearly  always  as- 
sociated with  some  form  of  obstruction 
to  the  outflow  of  bile.  The  purpose  of 
this  report  is  to  discuss  the  role  of  both 
obstruction  and  infection  in  ascending 
cholangitis. 

The  clinical  material  included  in  this  re- 
port consists  of  data  from  51  patients  with 
cholangitis  seen  on  the  surgical  service  of 
St.  Vincent’s  Hospital  during  the  period 
}956  to  1965.  Twenty-sev.en  of  these  pa- 
tients were  male  and  24  were  female. 
The  average  age  was  sixty-three  for  the 
male  patients  and  sixty  for  the  female  pa- 
tients. The  youngest  patient  of  either 
sex  was  forty-five  years  old.  All  cases 
were  selected  on  the  basis  of  clinical  criteria 
of  fever,  jaundice,  and  laboratory  findings 
indicating  biliary  obstruction  or  on  opera- 
tive or  necropsy  findings.  No  case  of 
obstructive  jaundice  without  fever  was 
selected  unless  the  diagnosis  of  cholangitis 
was  established  at  necropsy  or  by  culture 
of  common  duct  bile  at  the  time  of  opera- 
tion. Undoubtedly,  the  total  number  of 
cases  of  cholangitis  during  this  period  was 
greater  than  the  number  reported.  Prob- 
ably every  case  of  common  duct  stone  is 
accompanied  by  some  degree  of  cholangitis. 
However,  the  gravity  of  symptoms  is  not 


the  role  of  both  obstruction  and  infection 
in  ascending  cholangitis  is  discussed.  Ob- 
struction is  the  primary  factor,  caused  by  stone 
in  the  common  duct,  neoplasm  of  the  bile 
ducts,  neoplasm  of  the  head  of  the  pancreas  or 
papilla  of  Vater,  and  benign  stricture  of  the 
common  bile  duct  or  inflammatory  edema  of 
the  bile  passages;  it  may  occur  at  the  site  of 
an  anastomosis  following  operative  procedures 
on  the  biliary  tract.  The  question  is  whether 
the  infection  and  inflammation  result  from 
obstruction  and  bile  stasis  or  are  primary 
causative  agents  of  cholangitis.  Both  the  ob- 
struction and  infective  factors  are  present  and 
produce  cholangitis  in  bypass  operations 
where  stoma  obstruction  occurs  postopera- 
tively,  and  regurgitation  predisposes  to  infec- 
tion. Complications  include  benign  stric- 
ture, biliary  cirrhosis,  and  liver  abscess.  In 
51  cases  reviewed  there  were  9 nonoperative 
deaths,  3 patients  died  postoperatively,  but 
there  were  no  operative  deaths. 


always  an  index  of  suppuration  in  the 
biliary  passages,  and  in  many  cases  ex- 
tensive suppuration  may  occur  with  only 
mild  systemic  reactions. 1 

Relationship  of  obstruction 
and  infection 

Obstruction  is  the  primary  factor  in  the 
production  of  cholangitis.  Obstruction 
may  have  several  causes:  stone  in  the 

common  duct  (most  common),  neoplasm 
of  the  bile  ducts,  neoplasm  of  the  head  of 
the  pancreas  or  papilla  of  Vater,  and  benign 
stricture  of  the  common  bile  duct  or  in- 
flammatory edema  of  the  bile  passages. 
Obstruction  also  may  occur  at  the  site  of 
an  anastomosis  following  operative  proce- 
dures on  the  biliary  tract. 

Infection  in  the  biliary  tract  is  the 
second  factor  in  the  production  of  cholangi- 
tis. The  question  can  be  raised  whether 
the  infection  and  subsequent  inflammation 
is  a result  of  obstruction  and  bile  stasis  or 
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is  a primary  causative  agent  of  cholangitis. 
Must  it  be  present  along  with  obstruction 
to  produce  cholangitis?  Cholangitis  is 
seldom  seen  in  the  presence  of  an  ob- 
structing neoplasm  unless  there  are  as- 
sociated common  duct  stones.2  In  con- 
trast, fever  is  observed  generally  in  the 
presence  of  common  duct  stones.  Both 
neoplasm  and  stone  are  associated  with 
obstruction  to  the  flow  of  bile,  but  only 
in  the  latter  case  is  the  infective  factor 
present. 

Anderson  and  Priestly3  report  in  a 
group  of  100  cases  that  in  75  per  cent  of 
patients  with  stones  positive  cultures  were 
obtained  from  the  common  duct.  In  30  of 
these  cases  stones  were  not  found,  but 
half  of  this  latter  group  had  positive  cul- 
tures. Elkeles  and  Mirizzi4  report  positive 
cultures  in  88  per  cent  of  a group  of  75  cases 
in  which  common  duct  stones  were  found. 
In  their  belief,  stones  in  the  common  duct 
are  the  most  frequent  cause  of  infection  of 
the  choledochal  bile.  Anderson  and  Priest- 
ly3 state  that  choledocholithiasis  produces 
some  degree  of  bile  stasis  which  predis- 
poses to  infection.  In  their  opinion,  in- 
fection in  the  bile  ducts  when  obstruction 
is  not  present  appears  to  be  of  less  clinical 
significance  than  when  obstruction  is 
present. 

Cole5  believes  that  the  initial  infection 
probably  takes  place  in  the  wall  of  the 
common  duct  and  that  it  tends  to  infect 
the  contents  of  the  lumen  and  then  to  pro- 
gress upward  to  the  liver,  particularly  if 
there  is  obstruction  to  the  flow  of  bile. 
Since  choledochal  bile  is  usually  sterile, 
and  a large  percentage  of  positive  cultures 
are  obtained  in  the  presence  of  common 
duct  stones,  it  appears  logical  to  infer  that 
the  formation  of  stones  produces  biliary 
stasis  which  in  turn  predisposes  to  infec- 
tion. The  combination  of  the  two  factors, 
obstruction  and  infection,  then  produce  a 
cholangitis. 

Surgical  fistula  as  etiologic  factor 

In  bypass  operations  where  stoma  ob- 
struction occurs  postoperatively,  both  the 
obstruction  and  infective  factors  are  pres- 
ent and  produce  a cholangitis.  Regurgi- 
tation of  intestinal  contents  into  the  com- 
mon duct  particularly  predisposes  to  in- 
fection. To  prevent  regurgitation  the 


authors  recommend  a Roux-Y  type  of 
procedure  using  a defunctionalized  loop  of 
jejunum  or,  as  an  alternative  but  less- 
desirable  procedure,  a choledochoduode- 
nostomy. 

Cole5  states  that  cholangitis  rarely 
occurs  unless  obstruction  exists  and  that 
regurgitation  without  obstruction  seldom 
leads  to  suppuration.  Walters6  7 has  con- 
curred in  this  opinion.  He  has  found  in  a 
study  of  118  cases  where  the  common  duct 
was  anastomosed  to  the  duodenum  that  he 
was  unable  to  prove  that  reflux  caused 
cholangitis.  When  fever  and  jaundice 
did  occur  necessitating  reoperation,  ob- 
struction was  always  demonstrated  at  the 
site  of  the  anastomosis.  On  the  other 
hand,  Zaslow  and  Counseller1  in  a study  of 
209  bypass  procedures  felt  that  cholangitis 
was  due  to  regurgitation  alone  rather  than 
to  stricture. 

Brunschwig8  states  that  stricture  at  the 
site  of  the  anastomosis  is  the  most  im- 
portant factor  in  the  production  of  chol- 
angitis following  bypass  procedures. 
Douglas9  is  of  the  opinion  that  anastomosis 
of  the  common  bile  duct  carries  a high 
potential  for  subsequent  stricture  forma- 
tion. 

Of  the  51  patients  in  this  study,  4 pa- 
tients had  previous  bypass  procedures. 
Two  patients  had  choledochoduodenos- 
tomies  and  2 had  cholecystojejunostomies. 
All  4 of  these  patients  were  admitted  to  the 
hospital  with  fever,  jaundice,  and  labora- 
tory evidence  of  obstruction  to  the  flow  of 
bile.  Three  patients  had  further  surgery 
with  operative  findings  of  stricture  at  the 
site  of  anastomosis.  The  fourth  patient 
died,  and  an  autopsy  was  obtained.  At 
autopsy  a stenosis  was  found  at  the  ostium 
of  the  choledochoduodenostomy.  The 
common  bile  duct  was  dilated  and  filled 
with  purulent  material,  and  there  were 
multiple  abscesses  present  throughout  the 
liver.  The  primary  cause  of  death  was 
suppurative  cholangitis  with  multiple  liver 
abscesses. 

Spontaneous  fistula  as 
etiologic  factor 

An  internal  biliary  fistula  may  involve 
either  the  common  duct  or  the  fundus  of 
the  gallbladder,  and  it  is  the  result  of  an 
inflammatory  process  in  one  or  the  other, 
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usually  associated  with  stones.  It  also 
can  result  from  inflammatory  disease  in 
the  duodenum,  duodenal  ulcer.  The  usual 
communication  with  the  intestinal  tract  is 
through  the  duodenum  or,  less  frequently, 
through  the  colon.  The  presence  of  air  or 
barium  in  the  biliary  tree  is  pathognomonic 
of  such  an  internal  fistula. 

In  the  presence  of  an  internal  fistula, 
infection  and  obstruction  combine  to  pro- 
duce a cholangitis.  The  obstructive  fac- 
tor is  present  before  the  establishment  of 
the  fistula,  usually  in  the  form  of  common 
duct  stones.  Intestinal  contents  may  be 
regurgitated  into  the  biliary  tree  causing 
infection.  There  is  a tendency  for  in- 
ternal biliary  fistulas  to  close  spontaneously, 
thus  causing  obstruction  to  the  flow  of 
bile.10  This  obstruction  to  the  flow  of 
bile,  plus  the  presence  of  infection,  will 
cause  a cholangitis. 

In  the  opinion  of  Hicken  and  Coray11 
the  formation  of  a spontaneous  internal 
fistula  produces  a suppurative  cholangitis. 
This  does  not  occur  so  frequently  in  opera- 
tive fistulas,  because  in  spontaneous  fistulas 
there  is  a concomitant  choledochal  ob- 
struction (stones)  resulting  in  bile  stasis. 

Adams  and  Stranahan12  reported  in  a 
study  of  16  cases  of  internal  biliary  fistulas 
that  ascending  cholangitis  occurred  only 
twice.  Four  of  the  cases  of  internal  fistula 
were  surgical,  and  the  remaining  12  were 
spontaneous. 

Complications  of  cholangitis 

The  complications  which  can  occur, 
when  the  factors  are  present  which  produce 
cholangitis,  are  the  following. 

Benign  stricture.  It  is  generally  be- 
lieved that  a sclerosing  type  of  cholangitis 
is  a factor  in  the  production  of  benign 
stricture  of  the  common  duct.  Following 
uncomplicated  cholecystectomy,  stricture 
of  the  common  duct  occasionally  appears 
after  intervals  of  varying  duration.  All 
such  cases  of  stricture  cannot  have  been 
caused  by  operative  trauma.12,13  Other 
conditions,  such  as  ulceration  from  stone, 
repeated  episodes  of  cholangitis,  and  chronic 
sclerosing  pancreatitis,  may  have  been 
present.  In  the  opinion  of  the  authors, 
benign  stricture  can  occur  as  the  result  of 
an  inflammatory  process  within  the  wall  of 
the  common  duct.  The  mucosa  of  the 


common  duct  may  be  abraded  or  ulcer- 
ated by  the  presence  of  stones,  resulting 
in  fibrosis  and  stricture  following  either 
their  removal  or  spontaneous  passage. 

Biliary  cirrhosis.  Biliary  cirrhosis  is  a 
complication  of  obstruction  to  the  flow  of 
bile.14  The  degree  of  cirrhosis  depends  on 
the  extent  of  obstruction  and  the  length 
of  time  it  has  been  present.16  It  is  not  an 
important  complication,  except  in  cases  of 
long-standing  obstruction. 

Liver  abscess.  The  most  serious  com- 
plication of  cholangitis  is  the  development 
of  multiple  liver  abscesses.  This  occurs 
most  frequently  in  cases  in  which  the  stone 
completely  or  nearly  completely  obstructs 
the  common  duct.  Multiple  liver  ab- 
scesses are  rarely  seen  in  cases  in  which 
obstruction  is  due  to  neoplasm  without 
coexisting  stones  or  unless  previous  sur- 
gery had  been  performed  on  the  biliary 
tract. 

Analysis  of  deaths 

There  were  no  operative  deaths  among 
the  51  cases  reviewed.  Nine  nonoperative 
deaths  occurred.  Forty-two  patients  in 
the  group  underwent  surgery,  and  3 died 
in  the  immediate  postoperative  period. 
Table  I summarizes  the  primary  cause  of 
death  and  the  anatomic  findings  in  the 
biliary  tract  and  liver  in  the  group  of  9 
nonoperative  deaths. 

It  is  interesting  to  note  that  4 of  these  9 
patients  had  previous  cholecystectomies. 
Surgery  had  occurred  three  and  twenty 
years  previously  in  2 of  the  cases,  and  in  the 
other  2,  no  history  could  be  obtained  on  the 
date  of  previous  surgery.  Five  patients  in 
the  nonoperative  group  were  admitted  in  a 
state  of  shock.  All  were  jaundiced  and 
febrile  and  at  necropsy  were  found  to 
have  multiple  liver  abscesses  with  as- 
sociated common  duct  stones.  Four  of 
these  patients  died  within  seventy-two 
hours  following  admission,  and  the  re- 
maining patient  died  on  the  thirteenth 
hospital  day.  The  remaining  4 normoten- 
sive  patients  in  the  nonoperative  group 
died  at  intervals  between  five  and  seven- 
teen days  following  admission. 

Considering  these  data,  the  findings  of 
jaundice,  fever,  and  cardiovascular  col- 
lapse must  be  regarded  as  indicative  of 
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TABLE  I.  Autopsies  on  nonoperative  cases 


Age 

(Years) 

Sex 

Primary  Cause  of  Death 

Previous  Surgery 

Common  Duct 

Liver 

72 

M 

Suppurative  cholangitis  resulting  from 
necrotizing  pancreatitis 

None 

Not  dilated;  no  stones 

Multiple 

abscesses 

47 

F 

Suppurative  cholangitis  resulting  from 
cholecystoduodenal  fistula 

None 

Not  dilated;  no  stones 

Multiple 

abscesses 

45 

M 

Suppurative  cholangitis  resulting  from 
intrahepatic  stones 

None 

Duct  dilated;  stones  in 
hepatic  ducts 

Multiple 

abscesses 

74 

M 

Suppurative  cholangitis  resulting  from 
common  duct  stone  impacted  at 
ampulla 

Cholecystectomy 

Duct  dilated;  stone 
impacted  at  ampulla 

Multiple 

abscesses 

60 

M 

Suppurative  cholangitis  resulting  from 
stone  impacted  at  ampulla 

Cholecystectomy 

Duct  dilated;  stone 
impacted  at  ampulla 

Multiple 

abscesses 

51 

F 

Suppurative  cholangitis  resulting  from 
stenosis  at  stoma  of  choledochoduo- 
denostomy 

Cholecystectomy;  excision  of 
cancer  of  ampulla  of  Vater 

Duct  dilated;  no 
stones 

Multiple 

abscesse 

57 

M 

Suppurative  cholangitis  resulting  from 
stone  impacted  at  ampulla 

None 

Duct  dilated;  hepatic 
and  common  duct 
stones 

Multiple 

abscesses 

70 

M 

Suppurative  cholangitis  resulting  from 
stone  impacted  at  ampulla 

None 

Duct  dilated;  stone 
impacted  at  ampulla 

Multiple 

abscesses 

64 

M 

Suppurative  cholangitis  resulting  from 
stone  in  common  duct 

Cholecystotomy,  cholecystec- 
tomy 

Duct  dilated;  common 
duct  stones 

Multiple 

abscesses 

suppurative  cholangitis  with  multiple  liver 
abscesses.  This  is  a serious  and  frequently 
fatal  condition,  requiring  immediate  and 
vigorous  therapy.  Postponement  of  sur- 
gery may  result  in  the  patient’s  death. 

Surgical  drainage  of  the  common  duct  is 
essential  in  the  treatment  of  suppurative 
cholangitis.5  Such  patients  should  be 
treated  by  immediate  decompression  of  the 
common  duct,  even  in  view  of  considerable 
operative  risk.  Any  stones  in  the  biliary 
tree  should  be  removed  if  the  general 
condition  of  the  patient  is  not  too  pre- 
carious. 

In  the  poor-risk  patient  the  common  duct 
should  be  drained  by  means  of  a catheter  or 
T tube  and  the  obstruction  removed  as  a 
second-stage  procedure.  Culture  of  the 
bile  should  be  taken  and  antibiotic  ther- 
apy and  supportive  therapy  instituted. 
Pending  culture  and  sensitivity  reports, 
the  patient  should  be  given  a broad-spec- 
trum antibiotic  which  is  excreted  in  high 
concentration  in  the  bile. 

Antecedent  surgical  procedures 

Further  statistical  analysis  indicates 
that  a high  proportion  of  patients  had  had 
previous  biliary  tract  surgery.  Of  the 
group  of  51  patients  in  this  series,  22,  or 
43.1  per  cent,  had  previously  had  such 
surgery.  The  period  between  first  and 
second  operations  or  between  original 
surgery  and  autopsy  varied  between  five 
months  and  twenty-eight  years.  The  aver- 
age interval  was  six  years.  In  4 patients 


in  the  group,  the  interval  was  twenty, 
twenty-three,  twenty-four,  and  twenty- 
eight  years,  respectively.  Cholecystec- 
tomy was  the  original  procedure  in  all  22  of 
these  patients.  Three  patients  had  had 
previous  cholecystotomies,  three,  twenty- 
four,  and  twenty-eight  years  previously. 
This  supports  the  well-established  practice 
that,  whenever  possible,  cholecystectomy  is 
the  operation  of  choice.  Ten  patients 
from  this  group  subsequently  had  common 
duct  exploration  during  which  common 
duct  stones  were  found.  Two  other  pa- 
tients died  without  subsequent  operation. 
In  both  cases,  necropsy  demonstrated 
common  duct  stones  with  the  presence  of 
multiple  liver  abscesses. 

Table  II  summarizes  the  data  of  this 
group  The  findings  would  indicate  that 
stones  can  form  in  the  common  duct 
following  cholecystectomy.  The  presence 
of  stones  in  the  common  duct  after  a short 
postoperative  interval  is  easily  explained. 
Usually  the  stones  are  overlooked  at  the 
time  of  operation.16  However,  it  is  diffi- 
cult to  attribute  to  a technical  error  the 
presence  of  stones  in  the  common  bile 
duct  ten  to  twenty  years  following  the 
initial  procedure.  It  has  been  stated  that 
after  cholecystectomy,  the  common  duct 
assumes  the  function  of  the  gallbladder, 
and  thus  stone  formation  is  more  prone  to 
occur  in  the  common  duct  following  chol- 
ecystectomy. 

According  to  Cobb17  there  is  both  experi- 
mental and  clinical  evidence  of  the  dilata- 
tion of  the  extrahepatic  bile  passages 
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TABLE  II.  Cases  with  previous  cholecystotomy  or  cholecystectomy 


Patient 

Previous  Operation 

Time 

Interval 

(Years) 

Findings  at  Subsequent  Operation  or  Autopsy 

1 

Cholecystectomy 

10 

Common  duct  dilated,  stone  impacted  at  ampulla 

2 

Cholecystectomy 

6 

Common  duct  dilated,  stone  in  common  duct 

3 

Cholecystectomy 

3 

Common  duct  dilated,  gravel  in  common  duct 

4 

Cholecystectomy 

23 

Common  duct  dilated,  stones  in  common  duct 

5 

Cholecystotomy 

3 

Common  duct  dilated,  no  stones  in  common  duct 

6 

C holecystec  tomy 

2 

Common  duct  stone,  duct  dilated 

7 

Cholecystectomy 

3 

Common  duct  stone,  duct  dilated,  multiple  liver  abscesses  (autopsy) 

8 

Cholecystectomy 

20 

Duct  dilated,  common  duct  stone 

9 

Cholecystotomy  and 

28 

Duct  dilated,  common  duct  stone,  multiple  liver  abscesses  (autopsy) 

chole  cy  stec  tom  y 

8 

10 

Cholecystectomy 

2 

Duct  dilated,  stone  in  common  duct 

11 

Cholecystectomy 

2 

Duct  dilated,  stone  impacted  at  ampulla 

12 

Cholecystectomy 

24 

Duct  dilated,  common  duct  stone 

13 

Cholecystectomy 

Unknown 

Duct  dilated,  stone  impacted  at  ampulla,  multiple  liver  abscesses  (autopsy) 

14 

Cholecystectomy 

Unknown 

Duct  dilated,  stenosis  at  anastomosis  of  choledochoduodenostomy,  multiple  liver 

abscesses  (autopsy) 

15 

Cholecystotomy 

14 

Chronic  cholecystitis  and  cholelithiasis 

16 

Cholecystectomy 

1 

Benign  stricture  of  common  duct 

17 

Cholecystectomy 

4 months 

Benign  stricture  of  common  duct 

18 

Cholecystectomy 

8 months 

Carcinoma  of  papilla  of  Vater 

19 

Cholecystectomy  and 

2 

Benign  stricture  of  common  duct 

choledochotomy 

20 

Cholecystectomy 

11 

Benign  stricture  of  common  duct 

21 

Cholecystectomy 

3 

Benign  stricture  of  common  duct 

22 

Cholecystectomy 

1 

Benign  stricture  of  common  duct 

following  removal  of  the  gallbladder.  How- 
ever, he  states  that  the  increase  in  viscosity 
and  pigment  content  of  the  bile  that  occurs 
in  the  gallbladder  does  not  occur  in  the 
common  duct,  and  there  is  no  evidence  that 
it  will  result  in  more  frequent  formation  of 
stone  in  the  common  duct.  He  also  be- 
lieves that  all  stones  found  at  the  second 
operation  should  not  be  regarded  as  unde- 
tected at  the  time  of  initial  surgery  and 
that  such  stones  can  form  in  the  common 
duct. 

Summary 

The  obstructive  and  infective  factors  are 
discussed  in  the  etiology  of  cholangitis. 
It  is  the  opinion  of  the  authors  that  both 
factors  must  be  present  to  produce  chol- 
angitis, the  obstructive  factor  being  the 
more  important. 

An  earlier  and  more  aggressive  surgical 
approach  is  urged  in  the  treatment  of  sup- 
purative cholangitis,  especially  in  in- 
stances where  liver  abscesses  are  suspected. 

The  role  of  surgical  fistula  and  spon- 
taneous internal  fistula  is  discussed.  The 
mortality,  necropsy,  and  anatomic  find- 
ings are  analyzed  in  the  nonoperative 
group.  The  high  incidence  of  previous 


surgical  procedures  on  the  biliary  tract  in 
this  group  of  patients  is  discussed. 
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Symptomatology — 
Organic  or  Psychogenic? 

RUTH  C.  BURTON,  M.D. 
Syracuse,  New  York 

Clinical  Instructor  in  Psychiatry, 
Upstate  Medical  Center 

ith  the  increased  currency  of  psychi- 
atric principles  among  the  laity  and  the 
members  of  the  profession,  we  have  all 
become  hyperaware  of  the  psychically 
induced  physical  symptom.  As  our  so- 
phistication in  this  area  has  increased,  our 
index  of  suspicion  for  the  psychiatric 
symptom  physically  engendered  has  often 
been  disastrously  low.  We  have,  at  one 
time  or  another,  all  stumbled  into  this 
diagnostic  abyss  toward  the  avoidance  of 
which  these  remarks  are  directed. 

I am  not  speaking  here  of  the  anxiety 
generated  by  the  diagnosis  of  some  disease 
fraught  with  cultural,  often  mythical, 
overtones  of  death  or  of  that  lesser  death, 
limitation  of  the  patient’s  powers.  This 
presents  little  diagnostic  problem.  Nor 
do  I mean  to  discuss  anxiety  associated 
with  massive,  overt,  overwhelming  symp- 
toms such  as  severe  chest  pain  or  severe 
unexplained  abdominal  pain.  I mean, 
rather,  the  mistaking  of  the  symptom  itself, 
often  even  by  the  physician,  for  anxiety. 

Causative  lesions 

Case  1.  I cite  the  case  of  a fifty- two-year- 
old  machine  operator  who,  up  to  three  months 
prior  to  the  time  he  consulted  his  physician,  had 
been  in  what  he  considered  good  health  and,  at 
his  level,  well  adjusted  to  his  family,  his  work, 
and  his  friends.  During  these  three  months,  he 


had,  on  five  or  six  occasions,  awakened  from  a 
sound  sleep  with  a sense  of  constriction  in  his 
chest  and  what  he  described  as  severe  and 
frightening  shortness  of  breath.  The  episode 
would  last  for  a few  minutes.  Sitting  up  in  bed 
appeared  to  mitigate  the  symptoms  which 
would  subside  spontaneously.  He  was  referred 
to  the  clinic  with  the  diagnosis  of  anxiety 
attacks.  A careful  psychiatric  history  revealed 
no  stress  which  might  have  disrupted  his  pre- 
viously adequate  defenses.  No  free-floating 
anxiety  or  phobic  symptoms  could  be  elicited. 
The  only  anxiety  expressed  by  the  patient  was 
that  concerning  the  meaning  of  his  symptoms 
and  the  fact  that  his  doctor  felt  they  were  psy- 
chogenic, a thesis  he  was  willing  to  accept  but 
could  not  understand.  Review  of  his  cardio- 
vascular history  led  to  examination  of  the  heart 
which  exhibited  the  classical  signs  of  aortic 
insufficiency  with  which  his  symptoms  were 
entirely  compatible  and  amenable  to  medical 
management.  Undoubtedly,  he  would  need 
psychiatric  support  to  help  him  to  realign  his 
life’s  activities  within  the  new  limits  of  his 
physical  tolerance,  but  that  is  another  chapter. 

Comment.  We  all  parrot  the  notion 
that  a good  physical  examination  is  an 
intrinsic  part  of  every  psychiatric  examina- 
tion but,  unfortunately,  this  tenet  is  often 
honored  in  the  breach. 

Case  2.  Lest  the  relative  ease  of  resolving 
the  man’s  difficulty  in  case  one  beguile  one  into 
assuming  that  a single  interview,  however  careful 
and  competent,  will  yield  a consistently  happy  re- 
sult, let  me  speak  of  the  young  woman  whose 
parents  died  when  she  was  four  and  who  was 
raised  by  an  aunt  who  was  alternately  demand- 
ing and  indulgent.  The  patient  took  advantage 
of  the  educational  opportunities  presented  to  her 
and,  by  application  of  her  superior  intelligence, 
equipped  with  a Master  of  Arts  degree  in 
journalism,  she  was  by  the  age  of  twenty-four  a 
reporter  on  a Washington  newspaper.  She  was 
competent,  poised,  somewhat  compulsive,  and 
quite  sophisticated.  She  married  a man  intel- 
lectually her  equal  or  possibly  her  superior  who, 
during  the  war,  was  attached  to  the  State 
Department.  Her  first  emotional  blow  was  the 
fact  that  she  was  unable  to  have  children  without 
whom  she  could  not  envisage  her  marriage. 
After  two  harrowing  years  in  which  all  of  her 
efforts  to  adopt  a child  were  thwarted,  she  was 
finally  successful  in  obtaining  a baby  who,  puny 
at  birth,  within  a year  developed  celiac  disease. 
After  emergency  hospitalization,  on  his  release 
he  required  constant  care  while  his  life  hung  in 
its  precarious  balance.  This,  of  course,  necessi- 
tated the  patient’s  quitting  her  job  as  a re- 
porter. At  this  time  her  husband  was  trans- 
ferred to  New  York  but,  because  her  probation 
period  with  the  adoption  agency  had  not  ex- 
pired, it  was  necessary  for  her  to  remain  in 
Washington  alone  with  this  very  sick  child. 

During  this  time  her  normal  composure  and 
her  poise  deserted  her  and  were  replaced  by 
irritability,  short  temper,  and  frequent  crying 
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increased  currency  of  psychiatric  princi- 
ples among  the  laity  and  members  of  the  pro- 
fession has  brought  hyperawareness  of  psy- 
chically induced  physical  symptoms,  which 
has  lowered  the  index  of  suspicion  for  the 
psychiatric  symptom  that  is  engendered  physi- 
cally. Even  the  physician  mistakes  the 
symptom  for  anxiety.  Psychic  symptoms  of 
physical  origin  must  be  differentiated  from 
physical  symptoms  that  are  psychogenically 
induced.  Causative  lesions  can  be  demon- 
strated by  physical  examination,  x-ray  films, 
or  surgery.  Less  tangible  psychiatric  signs 
and  symptoms  can  represent  physiologic 
bases.  Epilepsy  or  its  equivalents  can  also 
manifest  such  symptoms. 


spells.  She  was  “not  myself.”  Naturally,  she, 
her  friends,  and  her  ddfctor,  attributed  this 
change  to  the  “strain”  she  was  suffering.  She 
gradually  became  so  inefficient  in  caring  for 
the  child  (she  described  herself  as  “in  a daze”) 
that  she  had  to  employ  additional  help.  It  was 
felt  that  when  she  was  finally  able  to  join  her 
husband  in  New  York  her  symptoms  would 
abate.  When  they  did  not,  and  when  she  de- 
veloped short  episodes  of  inability  to  verbalize 
her  thoughts,  she  was  referred  to  a psychiatrist. 
At  the  end  of  a year,  the  baby  was  markedly 
improved  but  the  mother’s  condition  remained 
unchanged.  Psychotherapy  was  continued 
without  benefit  despite  two  changes  of  psychia- 
trists. Finally,  she  was  advised  to  go  into 
analysis  which  she  did.  While  her  psyche  was 
being  explored,  she  began  to  drop  things  inter- 
mittently from  her  right  hand  and,  on  occasion, 
her  right  forearm  would  go  into  involuntary 
flexion.  The  episodes  of  motor  aphasia  became 
more  frequent.  Her  irritability  gave  way  to 
apathy.  She  no  longer  even  read.  Her  depres- 
sion increased.  Over  a period  of  five  years, 
these  symptoms  were  related  to  events  in 
therapy  until,  at  long  last,  an  extensive  neuro- 
logic work-up  revealed  a left  temporoparietal 
meningioma,  the  excision  of  which  completely 
eradicated  all  the  symptoms  and  restored  her 
“to  myself” — a happy,  dynamic,  competent 
woman  who,  besides  running  her  home  and 
working  on  a newspaper,  enters  actively  into 
community  and  social  affairs. 

Comment.  I have  described  this  case  in 
some  detail  not  because  it  is  unique  but, 
rather,  because  it  illustrates  the  many 
cases  in  which,  as  a result  of  our  own  bias, 
we  are  tempted  to  regard  the  symptoms 
with  less  than  objectivity  and  try,  as  does 
the  patient  and  his  family,  to  relate  them 
to  current  life  situations  including  therapy. 
Yet,  this  patient  presented  the  classical 
picture  of  a slow-growing  mass  lesion. 
She  exhibited  the  initial  anxiety  which, 
however,  represented  to  her  physician  her 
response  to  the  insidious  loss  of  mental 
function  which  became  apparent  in  her 
inability  to  care  for  the  child — actually  her 
inability  to  comprehend  the  significance  of 
the  situation  and  her  inability  to  relate 
cause  and  effect.  Her  low  frustration 
tolerance  was  exemplified  by  her  irritability 
and  her  inability,  as  her  adaptive  capacity 
was  reduced,  to  control  her  own  actions 
in  accord  with  her  own  self  image.  She 
then  mobilized  her  pre-existing  defenses  of 
withdrawal  which  finally  led  to  apathy  and 
then  depression. 

Had  this  been  a faster-growing  lesion,  or 
had  it  been  located  in  some  other  area,  we 


would  have  seen  earlier  the  more  severe 
concomitants  of  interference  with  brain 
function:  circumstantiality;  vagueness  in 

expression;  concreteness  in  thought;  and  loss 
of  memory,  judgment,  insight,  and  finally 
orientation.  Had  it  been  in  the  frontal 
rather  than  the  temporal  lobe,  the  symp- 
tom might  have  been  sudden  change  in 
personality.  Frontal  lobe  lesions  are  no- 
toriously accompanied  by  a euphoria  in  the 
presence  of  tactless,  childish  behavior, 
often  asocial  or  immoral,  because  of  a lack 
of  concern  with  or  a failure  to  comprehend 
the  significance  of  a situation.  As  Denny- 
Brown  put  it,*  “The  repercussions  to  an 
event  are  absent.”  This  type  of  lesion 
may  have  no  neurologic  concomitants  until 
the  time  for  surgical  intervention  has 
passed,  so  it  is  incumbent  on  us  to  be  aware 
of  the  abrupt  change  in  personality  which 
is,  in  effect,  not  explicable  by  the  current 
life  situation,  however  we  are  tempted  to 
explain  it  on  that  basis. 

Had  this  been  a tumor  of  the  pituitary  or 
one  in  the  area  of  the  third  ventricle,  the 
complaints  might  be  difficulty  in  con- 
centration, dullness,  and  apathy  alternat- 
ing with  periods  of  irritability  and  hyper- 
activity. 

Case  3.  A forty-year-old  man  was  com- 
mitted to  a state  hospital  because  of  increas- 
ingly bizarre  behavior.  He  was  a laborer  who, 
according  to  his  wife,  had  been  until  a year  ago 
“a  steady  worker.  . .a  good  provider.  . .was 

* Denny-Brown,  D.,  Meyer,  J.  S.,  and  Horenstein,  S.:  The 
significance  of  perceptual  rivalry  resulting  from  parietal  lesion, 
Brain  75:  433  (1952). 


June  1,  1966  / New  York  State  Journal  of  Medicine  1305 


good  to  (me)  and  to  the  children.”  During  the 
preceding  year  he  had,  on  several  occasions,  had 
fits  of  violent  temper  in  which  he  threw  things, 
shouted  at  her  and  the  children,  and,  on  one 
occasion,  beat  her.  He  had  also  taken  to 
drinking  sporadically.  It  was  not  clear  whether 
he  had  quit  or  been  fired  from  his  job.  It  was 
noted  that  he  sat  for  long  periods  on  the  floor  in  a 
squatting  position,  head  on  his  chest,  awake  but 
apparently  unaware  of  his  surroundings.  The 
patient  stated  that  the  squatting  was  uncontrol- 
lable. He  would  just  fall  down  in  that  position 
and  stay  there,  he  didn’t  know  how  long.  Ex- 
amination revealed  a few  minor  neurologic 
changes.  The  outstanding  abnormality  was  the 
fact  that  although  the  patient  could  not  look 
upward  or  raise  his  leg  on  command,  he  could 
do  so  when  he  was  given  a guide  such  as  a 
moving  finger  to  follow.  On  this  basis,  an 
astute  neurologist  made  a clinical  diagnosis  of  a 
colloid  cyst  of  the  third  ventricle  which  was 
subsequently  confirmed.  Unfortunately,  I have 
no  follow-up  on  this  patient. 

Comment.  Despite  the  fact  that  even  in 
so  alien  a lesion  as  a tumor  the  patient’s 
premorbid  defenses  must  be  considered, 
we  must  also  consider  concurrently  his 
previous  level  of  adjustment  and  whether 
or  not  the  existing  demands  on  the  patient 
are  of  sufficient  magnitude  to  disrupt  those 
defenses  and  to  jeopardize  that  adjust- 
ment. 


Physiologic  bases 

Thus  far  we  have  been  discussing  lesions 
which  are  quite  susceptible  of  demonstra- 
tion by  physical  examination,  x-ray  films, 
or  surgery.  Let  us  now  transfer  our  at- 
tention to  an  area  in  which  the  symptoms 
and  signs  are  somewhat  less  tangible. 
Let  us  accept  a hypothetical  patient,  a 
man  or  woman  between  the  ages  of  forty- 
five  and  sixty-five,  who  is,  by  the  usual 
criteria,  depressed,  agitated,  and  with 
paranoid  ideation.  Add  to  this  some  con- 
fusion and  irritability  and  remove  any 
preceding  environmental  stress,  and  we  are 
all  apt  to  say  “depression,  involutional 
type,”  and  about  half  the  time  we’d  be 
right;  but  in  the  other  half,  treatment 
based  on  such  a diagnosis  would  be,  at 
best,  ineffectual  and,  at  worst,  detrimental. 

Perhaps  for  our  purposes  here  it  is  un- 
necessary to  differentiate  among  senile  or 
arteriosclerotic  psychoses,  or  between  them 
and  Alzheimer’s  or  Pick’s  disease,  any  or  all 
of  which  may  be  seen  with  somatic  com- 
plaints of  the  type  we  are  prone  to  regard 


as  psychogenic,  such  as  headache,  vomit- 
ing, vertigo,  hot  flashes,  insomnia,  agita- 
tion, depression  with  psychomotor  re- 
tardation, and  delusions.  Occasionally, 
one  will  be  hyperactive,  spend  money 
foolishly,  and  abrogate  the  accepted  moral 
code. 

Two  things  serve  to  differentiate  the 
two  groups:  (1)  the  change  in  conduct 

which  the  patient,  if  he  is  aware  of  it,  will 
tend  to  minimize  but  which  his  family  will 
confirm;  and  (2)  the  impairment  of  in- 
tellectual function  even  in  the  presence  of 
an  apparently  intact  personality.  There 
will  be  impairment  of  memory  which  the 
patient  may  tend  to  disguise  with  con- 
fabulation. There  will  be  a defect  in 
comprehension  and  some  inattention  and 
distractability  with  loss  of  associations 
and  integration.  Judgment  will  be  im- 
paired, and  finally  orientation  will  be  af- 
fected. If  the  conduct  change  is  present 
and  is  accompanied  by  impairment  of 
intellectual  function,  then  the  diagnosis 
of  organic  brain  syndrome  is  mandatory. 

The  symptom  of  depression  which,  too 
often,  we  call  a diagnosis,  may  be  the 
mask  of  a multiplicity  of  derangements. 
There  is,  for  example,  the  forty-year-old- 
woman  who  sits  stolidly  before  you,  her 
eyes  dulled,  her  voice  rasping  and  un- 
inflected, whose  responses,  though  relevant, 
are  so  slow  they  try  your  patience.  Her 
husband  tells  you  that  for  the  past  year 
she’s  taken  no  interest  in  anything  but 
that  for  the  past  month  or  so  she  just  sits 
quietly.  She’s  gained  a great  deal  of 
weight,  but  that,  he  says,  is  because  she 
doesn’t  do  anything.  If  at  this  point  you 
will  look  at  her  closely,  you  will  note  that 
her  complexion  is  pasty,  her  hair  is  without 
luster  and  may  be  sparse,  and  her  hands 
are  slightly  puffy.  Nothing  further  is 
needed  to  alert  you  to  the  probability  of 
hypothyroidism  or,  less  likely,  of  hyper- 
parathyroidism. In  either  case  the  symp- 
toms are  of  endocrine  origin. 

There  have  been  and  are  now  in  progress 
many  studies  of  the  physiologic  basis  of 
emotion.  In  the  controversy  surrounding 
this  subject,  the  interrelation  of  the  endo- 
crines  with  emotion  is  undeniable. 
Whether  the  disruption  of  endocrine 
balance  produces  the  emotion  or  the  emo- 
tion interferes  with  the  homeostatic  mecha- 
nisms, the  patient  reacts  with  anxiety  to 
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his  conscious  or  his  unconscious  apprecia- 
tion of  the  internal  disharmony.  If  the 
internal  shift  is  abrupt  and  rapid,  the 
change  is  more  stressful  and  productive  of 
more  florid  symptoms;  if,  on  the  other 
hand,  it  is  gradual,  permitting  the  patient 
to  adapt  to  it,  the  symptoms  will  be  less 
dramatic.  An  illustration  would  be  the 
patient  who  is  given  ACTH  or  cortisone 
in  large  doses.  He  rapidly  develops  the 
moon  face,  the  buffalo  hump,  and  along 
with  these,  he  often  complains  of  a feeling  of 
undue  alertness,  insomnia,  and  apprehen- 
sion. Rarely,  he  will  develop  a frank 
psychosis  the  nature  of  which  will  depend 
on  his  usual  defenses.  In  contrast,  the 
patient  who  spontaneously  develops  Cush- 
ing’s syndrome  will  adapt  to  the  internal 
changes  but  is  apt  to  develop  a psychosis 
immediately  after  surgery  because  he  can- 
not, abruptly,  respond  to  the  sudden 
change  in  his  internal  mechanism. 

This  would  explain  the  slowly  increasing 
asthenia  and  emotional  lability  of  Addison’s 
disease  which  may  progress  to  psychosis  if 
the  adrenal  gland  is  slowly  destroyed,  or  the 
progression  in  hypoparathyroidism  from 
agitation  to  unexplained  crying  spells,  to 
disorientation,  and  finally  hallucinations. 

The  best-known  example  is  the  hyper- 
thyroid patient  whose  tense,  agitated  de- 
pression is  accompanied  by  emotional 
lability  and  is  often  masked  by  over- 
activity and  mental  acceleration. 

The  most  common  example  of  response 
to  shift  in  endocrine  homeostasis,  and  one 
which  recent  studies  have  endowed  with 
an  aura  of  respectability  in  place  of  the 
contempt  it  was  previously  accorded,  is 
premenstrual  tension  whose  duration  paral- 
lels the  cyclic  changes  in  estrogenic  hor- 
mones. 

Case  4.  Two  other  psychiatric  manifesta- 
tions of  endocrinopathy  must  be  mentioned. 
A twenty-seven-year-old  man  was  brought  into 
the  hospital  at  4:00  a.m.  by  5 policemen  who, 
together,  had  some  difficulty  in  restraining  his 
assaults.  They  had  been  called  by  the  patient’s 
wife  because  at  3:00  a.m.,  after  being  very  rest- 
less and  agitated  since  his  arrival  home  from 
work  at  midnight,  the  patient  began  breaking 
up  the  furniture  and  pounding  the  walls,  shout- 
ing incoherently  the  while.  Immediately  on  his 
arrival  at  the  hospital,  he  was  given  100  mg.  of 
chlorpromazine  (Thorazine)  intramuscularly 
and,  although  he  became  less  bellicose,  he  re- 
mained agitated  and  hyperactive.  He  ate  his 
breakfast,  became  quiet,  and  went  to  sleep. 


When  I saw  him  at  9:00  a.m.,  he  was  alert, 
pleasant,  oriented,  but  amazed  and  dismayed 
by  his  presence  in  a hospital.  The  last  thing  he 
remembered  was  coming  home  from  work  and 
undressing  for  bed.  He  proved  to  have  a pan- 
creatic adenoma. 

Comment.  Should  you  be  called  to  see  a 
patient,  especially  a man,  who  was  ad- 
mitted with  either  unexplained  abdominal 
pain,  some  type  of  peripheral  neuritis,  or 
both,  and  who,  either  before  treatment 
could  be  instituted,  or  following  surgery 
which  revealed  no  abdominal  abnormality, 
suddenly  developed  acute,  gross  psychiatric 
symptoms,  it  is  very  likely  that  you  will  be 
correct  if  you  make  a diagnosis  of  por- 
phyria. This  diagnosis  will  be  reinforced 
if  you  can  obtain  a history  of  barbiturate 
ingestion  before  the  attack.  Of  such 
stuff  are  consultants’  reputations  made! 

Epilepsy 

If  I had  been  writing  this  twenty-five 
years  ago,  I probably  would  have  begun  it 
with  a description  of  general  paresis  and 
tabes.  In  this  antibiotic  age,  these  late 
stages  of  syphilis  have  become  obsolete,  and 
their  prominence  has  been  usurped  by  the 
protean  manifestations  of  what,  for  lack 
of  a better  word,  we  still  call  epilepsy. 

We  can  rapidly  pass  over  the  classical 
epilepsy,  the  grand  mal  seizure,  with  the 
admonition  to  refrain  from  making  the 
diagnosis  of  idiopathic  epilepsy  in  an  adult 
who  develops  seizures  suddenly  in  the 
absence  of  trauma,  without  thoroughly 
investigating  the  possibility  of  the  seizure  as 
evidence  of  a mass  lesion. 

Petit  mal  attacks  present  little  difficulty 
in  diagnosis  except  when  they  are  very 
brief,  and  recur  a few  seconds  apart.  Ob- 
viously, in  such  a situation,  a child’s  learn- 
ing ability  will  be  impaired,  and  the 
frustrated  teacher  may  mistake  his  in- 
attention for  daydreaming  which  becomes 
the  official  reason  for  the  referral. 

More  difficult  in  delineation  are  the 
psychomotor  and  atonic  seizures.  In  the 
psychomotor  seizure,  there  is  an  abrupt 
onset  of  aberrant  behavior  with  a dis- 
turbance in  consciousness. 

Case  5.  Such  was  the  case  of  the  mild- 
mannered  reporter  on  a New  York  newspaper 
who  would  suddenly  curse  the  man  next  to  him 
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using  foul  epithets.  He  would  undo  his  tie, 
open  his  shirt  collar,  and  attempt  to  leave  the 
office.  His  colleagues,  who  knew  of  his  diffi- 
culty, would  usually  restrain  him.  On  one  such 
occasion,  he  struck  his  friend  so  forcibly  that  he 
was  knocked  out  and,  in  the  ensuing  confusion, 
the  patient  fled  the  office.  When  he  regained 
consciousness  about  ten  minutes  later,  he  found 
himself  a mile  from  the  office  with  no  recollec- 
tion of  how  he  had  gotten  there.  This  case 
combines  the  belligerent,  destructive  quality 
usually  found  in  this  disorder  with  elements  of 
the  fugue  which,  when  it  occurs  alone,  must  be 
differentiated  from  a hysterical  fugue. 

Comment.  Likewise  the  atonic  seizure, 
in  which  the  patient  characteristically 
slumps  or  falls  down  and  then,  after  an 
interval,  gets  up  and  goes  on  about  his 
activities,  must  be  differentiated  from 
hysterical  phenomena. 

Similar  confusion  in  the  mind  of  the 
physician  may  exist  when  he  is  faced  with 
a speech  seizure  which  appears  at  first 
glance  to  be  a hysterical  inability  to  talk 
because  the  patient  is  conscious. 

Of  a different  order,  are  the  so-called 
epileptic  equivalents  which  require  an 
even  more  subtle  discrimination  on  the 
part  of  the  diagnostician.  In  my  ex- 
perience the  most  common  of  these  is  what 
is  often  called  “behavior  disorder  in  chil- 
dren.” We  are  apt  to  ascribe  these  to 
everything  from  birth  trauma  to  incon- 
sistent discipline,  and  sometimes  we’re 
right  and  complacent. 

Case  6.  One  such  patient  took  care  of  my 
complacency.  He  was  fourteen  when  I first 
knew  him,  the  second  of  5 children,  born  of  an 
alcoholic  father  and  a trollop.  His  father  rou- 
tinely threatened  to  kill  him,  and  his  mother 
routinely  ignored  him  until  the  police  or  the 
truant  officer  would  forcibly  call  him  to  her 
attention.  He  was  a veteran  of  children’s 
shelters  and  detention  homes  and  when  I met 
him  had  been  “an  inmate,”  or  so  he  regarded 
himself,  for  three  years  in  a residential  unit  for 
children.  He  was  alert,  attractive,  intelligent, 
but  painfully  thin  because,  I was  told,  he  was  so 
hyperactive  despite  medication  that  he  “wears 
himself  out.”  He  took  offense  rapidly  at  both 
attendants  and  children  and  would  become 
irritable  and  belligerent.  Benighted  as  I then 
was,  I was  going  to  help  him  achieve  what  to 
me  was  his  evident  potential.  I undertook 
intensive  psychotherapy  five  times  a week  for 
six  months.  We  had  our  ups  and  the  boy  and  I 
would  be  very  pleased  with  ourselves  and  with 
each  other;  but,  inexplicably  both  to  him  and 
to  me,  we  had  our  downs  too.  The  poor  boy 
who  lapped  up  all  the  attention  he  was  getting 
tried  so  hard  to  be  what  he  called  “good,”  but 
every  so  often  he  would  come  to  me,  shame- 


faced and  penitent,  to  confess  that  something 
came  over  him,  he  guessed  he  was  just  no  good, 
because  although  he  didn’t  want  to,  he  just 
couldn’t  help  it;  he’d  beat  up  a kid,  or  an 
attendant,  or  the  wall  in  the  quiet  room. 
After  a succession  of  these  unheralded  and  un- 
precipitated acts  of  aggressiveness,  even  my 
heretofore  unflagging  optimism  had  to  succumb 
to  the  reality.  Despite  interval  improvement, 
his  relapses  were  recurrent,  unabated,  and  no 
less  violent.  Despite  all  my  support,  the  effect 
of  what  he  considered  his  recurrent  failure  was 
to  the  child  utterly  devastating.  After  many 
consultations,  one  discerning  psychiatrist  sug- 
gested an  electroencephalogram  which  pro- 
duced a characteristic  tracing.  After  four 
months  on  diphenylhydantoin  (Dilantin)  ther- 
apy, he  was  discharged  to  a foster  home,  and 
the  last  I heard,  about  six  months  ago,  was  still 
doing  very  well. 

Comment.  Similar  experiences  can  be 
cited  with  recurrent  cramplike  abdominal 
pain  associated  with  severe  pallor  and 
perspiration  and  occasionally  with  syncope. 
The  attack  subsides  spontaneously,  and 
often  the  patient  will  sleep  after  it. 

Three  manifestations  of  epilepsy  which 
we  are  apt  to  see  in  the  office  are  the 
episodic  psychoses,  depression,  and  the 
vague  malaise  which  sounds  neurotic. 
This  last  occurs  in  the  patient  who  lives 
alone  and  has  his  seizures  only  in  his  sleep. 
He  awakens  in  the  morning  with  amnesia 
for  the  seizure  but  feels  poorly.  He  aches 
all  over,  has  a headache,  may  be  nauseated, 
and  feels,  mentally  sluggish.  After  many 
repetitions,  he  consults  his  physician  who 
finds  no  organic  basis  for  his  complaint 
and  sends  him  to  us. 

The  depressions  are  episodic.  When 
they  precede  or  follow  a major  convulsive 
episode,  their  cause  is  clear.  When  they 
replace  the  seizure,  are  accompanied  by 
psychosis  and  retardation,  and  last  as  long 
as  two  weeks,  one  must  be  alert  to  their 
repetitive  nature. 

Likewise,  the  episodic  psychosis  may 
resemble  an  acute  schizophrenia  but  can  be 
differentiated  from  it  by  its  frequent  re- 
currence, a slight  disturbance  of  conscious- 
ness, and  complete  restoration  to  the 
prepsychotic  personality  without  any  psy- 
chic defect. 

Assuming  that  the  internist  has  ruled 
out  such  causes  of  convulsive  disorder  as 
hypoglycemia,  carotid  sinus  sensitivity, 
Stokes-Adams  syndrome,  sudden  barbitu- 
rate withdrawal,  and  intracranial  lesion, 
we  can  assume  that  the  convulsive  seizure 
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is  idiopathic  epilepsy.  To  make  the  diag- 
nosis in  other  forms,  we  must  recognize 
the  paroxysmal  nature,  the  sudden  onset, 
and  the  repetitiveness  of  the  symptoms. 

Summary 

I have  attempted  to  identify  the  psychic 
symptom  of  physical  origin  and  to  dif- 
ferentiate it  from  its  counterpart,  the 


Overnutrition 
in  the  neonate 

There  are  potential  dangers  of  overnutrition 
in  the  infant  during  the  first  twenty-eight  days 
of  life.  During  this  period,  when  the  young 
infant  has  certain  physiologic  limitations,  the 
excessive  administration  of  certain  substances, 
ordinarily  harmless,  may  result  in  cellular 
damage  and  even  death. 

W.  A.  Cochrane,  M.D.,  writing  in  a recent 
issue  of  the  Canadian  Medical  Association 
Journal,  presents  a case  to  illustrate  these 
dangers  of  giving  such  an  infant  a formula 
proportionately  high  in  solute.  Large  amounts 
of  protein  and  electrolytes  given  to  infants  who 
are  exposed  to  high  environmental  temperatures 
for  long  periods  or  to  infants  with  temporary 
renal  insufficiency  may  have  fatal  consequences. 
The  infant  must  expend  a certain  volume  of 
water  per  kilogram  of  body  weight  for  the  ade- 
quate removal  of  the  solute  resulting  from  a 
normal  diet.  If  the  protein  intake  exceeds  the 
point  at  which  15  per  cent  of  the  total  calories 
is  provided  by  proteins,  there  may  be  harmful 
consequences.  Excess  proteins  given  sick  or 
premature  infants  without  sufficient  water  to 
excrete  the  load  of  resulting  solute  will  be 
followed  by  hypernatremic  dehydration.  Under 
normal  conditions,  kidneys  of  full-term  babies 
are  adequate  for  handling  the  extra  load  pro- 
duced by  certain  unmodified  milk  formulas, 
but  this  is  not  necessarily  true  of  premature 
infants. 


physical  symptom  psychogenically  in- 
duced. I hope  this  review  of  symptoms 
will  re-emphasize  the  fact  that  the  patient 
suffers  not  only  from  psychosomatic,  but 
also,  frequently,  from  somatopsychic  dis- 
orders, the  detection  of  which  depends  on 
careful  attention  to  and  analysis  of  current 
as  well  as  predisposing  factors. 

770  James  Street 


A female  infant  was  born  after  twenty-eight 
weeks  of  gestation  and  weighed  2 pounds  6 
ounces  at  birth.  From  the  third  to  the  six- 
teenth day  of  life,  this  infant  had  received  a 
formula  consisting  of  two-thirds  breast  milk 
and  one  third  of  2 per  cent  fat  milk  which  was 
gradually  increased  in  amount.  On  the  six- 
teenth day,  the  formula  was  changed  to  pow- 
dered 2 per  cent  fat  milk  diluted  to  the  recom- 
mended ratio  of  1 tablespoon  to  2 ounces  of 
water.  No  other  carbohydrates  were  added. 
The  child’s  weight  increased  from  2 pounds  9 
ounces  to  4 pounds  14  ounces  by  the  forty- 
eighth  day.  The  formula  was  then  changed  to  1 
tablespoon  of  2 per  cent  fat  milk  to  1 ounce  of 
water.  Eight  days  later  the  little  girl  developed 
a low-grade  fever,  rapid  breathing,  and  low 
feeding.  On  examination,  some  pitting  edema 
of  the  feet  and  ankles  was  found.  The  urine 
showed  a trace  of  albumin  with  white  cells  and 
granular  casts.  The  laboratory  determinations 
were:  hemoglobin  8.5  Gm.  per  100  ml.;  and 
sodium  179  mEq.,  chloride  147  mEq.,  potas- 
sium 5.5  mEq.,  and  blood  urea  nitrogen  62.5 
mEq.  per  liter.  The  carbon  dioxide  content 
was  5 mEq.  per  liter. 

Ten  per  cent  glucose  in  water  and  sodium 
bicarbonate  were  given  intravenously.  The 
infant  quickly  responded,  and  by  the  fifth 
hospital  day  the  electrolytes  were  normal.  The 
child  was  discharged  from  the  hospital  nine 
days  after  admission  weighing  6 pounds  3 
ounces.  This  case  is  representative  of  the  pos- 
sible hazards  of  overfeeding  with  certain  prep- 
arations so  as  to  increase  the  protein  intake  in 
young  infants. 
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TABLE  I.  Age  at  time  of  discovery  of  tumors 


Conservative 
Management  of 
Fibromyomata  Uteri 
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F or  many  years  the  author  has  been  in- 
terested in  observing  what  one  might  call 
the  life  cycle  or  details  concerning  the  de- 
velopment and  growth  of  fibroid  tumors 
of  the  uterus.  Further  stimulus  came  from 
serving  on  the  tissue  committee  where  dis- 
cussion concerning  the  propriety  of  hyster- 
ectomy frequently  centered  on  the  diagnosis 
of  fibroid  tumor  of  the  uterus  as  the  sole 
reason  for  the  procedure,  regardless  of  the 
presence  or  absence  of  symptoms  or  the 
size  of  the  uterus. 

All  authors  agree  that  about  20  per  cent 
of  all  women  over  the  age  of  thirty-five 
have  fibroids,  but  all  of  them  do  not  re- 
quire treatment.1  In  general,  the  consen- 
sus over  the  years  has  leaned  toward  con- 
servatism, especially  when  the  patient  is  in 
the  childbearing  years.2  Conservatism 
takes  the  form  of  observation  without  sur- 
gery, or  in  the  case  of  relative  sterility, 
myomectomy  instead  of  hysterectomy.3 
Hysterosalpingography  is  very  useful  pre- 

Read  before  the  Medical  Society  of  Sullivan  County, 
Third  Annual  Payne  Memorial  Meeting,  May  5,  1965, 
Callicoon,  New  York. 

* Present  address:  444  Moorpark  Way,  North  Holly  wood, 
California  91602 


Age 

(Years) 

Number  of 
Patients 

20  to  25 

6 

26  to  30 

30 

31  to  35 

74 

36  to  40 

86 

41  to  45 

62 

46  to  50 

33 

51  to  55 

6 

56  to  60 

1 

Total 

298 

operatively  in  sterile  patients  who  have 
uterine  tumors.4  It  helps  in  planning  the 
procedure  and  determines  if  it  may  be 
necessary  to  enter  the  uterine  cavity  to 
excise  submucous  tumors.  When  the  pa- 
tient desires  children  and  her  tumors  are 
growing  or  causing  symptoms,  myomec- 
tomy should  be  offered.  The  word  “of- 
fered” is  used  advisedly,  since  on  opening 
the  abdomen  it  may  not  be  feasible  to  do  a 
partial  procedure.  Fibroids  in  the  lower- 
most portion  of  the  uterus,  discovered  dur- 
ing early  pregnancy,  seldom  interfere  with 
vaginal  delivery.5  Indeed,  at  term  they 
are  frequently  high  in  the  abdomen  and 
well  up  out  of  the  true  pelvis. 

The  mere  presence  of  fibroids  is  no  indi- 
cation for  operation.6'7  When  small  tu- 
mors are  discerned  at  a routine  examina- 
tion, one  should  advise  the  patient  or  a 
member  of  her  immediate  family  that  the 
tumors  have  been  found;  they  are  small, 
benign,  and  rarely  need  to  be  removed. 
It  should  be  pointed  out  that  they  can 
grow  over  a period  of  years  and  should  be 
checked  at  regular  intervals.  Most  of 
these  tumors  become  smaller  after  the 
menopause,  and  it  is  relatively  safe  not  to 
remove  them  when  the  size  of  the  uterus  is 
less  than  that  of  an  average  three-  to  four- 
month  pregnancy.8  Slow  growth  is  ex- 
pected, but  rapid  growth  is  alarming  since 
it  may  signify  a partially  twisted  pedicle, 
hemorrhagic  or  cystic  degeneration,  or 
rarely  malignant  change. 

In  these  days  of  conception  control,  an- 
other cause  of  rapid  increase  in  size  must 
be  considered.  Several  authors  have  noted 
significant  growth  in  the  size  of  myomas 
and  even  acute  hemorrhagic  degeneration 
in  patients  who  were  taking  norethindrone 
or  norethynodrel.910  In  most  such  in- 
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the  mere  presence  of  fibroids  is  no  indica- 
tion for  operation,  but  fibroid  tumors  of  the 
uterus  should  be  observed  carefully  for  growth 
and  development,  and  change  in  size,  espe- 
cially rapid,  is  a determining  factor.  Gesta- 
tional size  was  used,  as  a comparative  de- 
scription of  the  tumor-containing  uterus. 
When  the  tumors  are  less  than  an  average 
three-  to  four-month  pregnancy  it  is  relatively 
safe  not  to  remove  them.  In  patients  in  the 
childbearing  years  myomectomy  should  be 
done  rather  than  hysterectomy  if  feasible. 
Of  298  patients  observed  over  a twenty-year 
period  at  six-month  intervals,  244  did  not 
require  surgery.  In  more  than  a third  of 
those  requiring  operation,  menorrhagia  was  a 
primary  or  secondary  indication.  Decrease 
in  size  of  the  tumor-bearing  organ  was  found 
in  35  women  observed  to  or  beyond  the  meno- 
pause. There  was  no  evidence  of  sarcoma 
in  this  series. 


TABLE  II.  Gestational  size  of  uterus  at  time  of 
discovery 


Size 

(Weeks) 

Number  of 
Patients 

4 (or  less) 

216 

6 

49 

8 

25 

10 

5 

12  (or  more) 

3 

stances  the  operator  finds  edema  about  the 
tumors.  Many  times  the  tumors  will  de- 
crease to  premedication  size  on  cessation  of 
progesterone  therapy. 

In  order  that  change  in  size  may  be  a 
determining  factor  of  reasonable  reliability, 
careful  records  must  be  kept  rather  than 
depending  on  the  examiner’s  recollected 
impressions  or  vague  descriptive  terms.7 
The  author  used  gestational  size  as  a com- 
parative description  of  the  tumor-contain- 
ing uterus. 

Patients  studied 

Over  a twenty-year  period  298  women 
with  fibroid  tumors  of  the  uterus  were  fol- 
lowed at  approximately  six-month  intervals 
for  varying  periods  of  time,  ranging  from  a 
few  who  failed  to  return  after  one  or  two 
visits  to  1 patient  who  kept  herself  under 
observation  for  twenty  years.  Sixteen  of 
these  patients  had  had  no  children;  2 of 
these  were  unmarried,  3 had  had  one  early 
abortion,  and  11  were  sterile.  The  other 
282  had  had  at  least  1 child,  and  a few 
had  had  7 or  8 children. 

The  ages  of  the  patients  at  the  time  of 
discovery  of  tumors  varied  frotn  2 patients 
twenty-two-years  old  to  one  fifty-six-years 
old  (Table  I).  It  will  be  noted  that  222 
(74.5  per  cent)  were  in  the  thirty-one-  to 
forty-five-year  age  range.  The  size  of  the 
tumor-containing  uterus  at  the  time  of 
discovery  ranged  from  a gestational  size  of 
four  weeks  or  less  to  one  the  size  of  a 
twenty-six- week  pregnancy  (Table  II). 
Seventy-two  and  a half  per  cent  (216 
cases)  were  four  weeks  or  less  in  size,  most 
of  them  exhibiting  one  or  more  subserous 
or  intramural  “bumps”  ranging  from  less 
than  1 to  2 cm.  in  diameter.  One  of  my 
associates  has  suggested  that  a few  of 
these  may  represent  bicomuate  uteri  with 
one  horn  undeveloped.  However,  when 
one  considers  that  only  16  patients  had  not 


borne  a child,  it  seems  improbable  that  this 
need  invalidate  more  than  1 or  2 cases. 

A total  of  244  patients  did  not  require 
surgery  (Table  III).  Of  these,  23  were 
seen  only  at  one  or  two  visits  during  a 
period  of  less  than  one  year  and  then  went 
elsewhere.  If  one  were  to  guess  the  reason, 
they  probably  sought  surgery  either  be- 
cause of  carcinophobia  or  a desire  to  ter- 
minate their  childbearing  activities.  Two 
hundred  patients  kept  their  semiannual 
appointments  for  varying  periods  of  time 
from  one  to  ten  years,  and  21  faithfully 
came  for  more  than  ten  years,  1 of  them 
for  twenty  years. 

While  under  observation,  there  was  an 
increase  in  the  size  of  the  tumor-containing 
organ  in  80  patients  and  a regression  or  de- 
crease in  size,  usually  during  or  after  the 
menopause,  in  35  patients  (Table  IV). 

In  the  group  not  requiring  myomectomy 
or  hysterectomy  there  were  4 of  particular 
interest: 

In  Case  1,  the  uterus  was  the  size  of  a four- 
week  gestation  when  discovered,  and  six  years 
later  had  increased  to  the  size  of  six  weeks. 
Because  of  menorrhagia,  a dilatation  and 
curettage  and  biopsy  of  a healthy-appearing 
cervix  was  done.  Papanicolaou  smears  were 
Class  I.  Early  invasive  carcinoma  of  the 
cervix  was  diagnosed  and  radiation  therapy 
instituted. 

In  Case  2,  the  uterus  was  the  size  of  four 
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TABLE  III. 

Years  under 
surgery 

observation  without 

Size 

Number  of 

Y ears 

(Weeks) 

Patients 

0 

8 

6 

0 

6 

3 

0 

4 

14 

1 

6 

5 

1 

4 

21 

2 

8 

1 

2 

6 

9 

2 

4 

23 

3 

6 

7 

3 

4 

26 

4 

6 

4 

4 

4 

21 

5 

6 

3 

5 

4 

17 

6 

6 

2 

6 

4 

15 

7 

8 

1 

7 

6 

2 

7 

4 

9 

8 

6 

2 

8 

4 

12 

9 

8 

1 

9 

4 

11 

10 

6 

1 

10 

4 

7 

11 

8 

1 

11 

6 

2 

11 

4 

2 

12 

6 

1 

12 

4 

5 

13 

4 

3 

14 

6 

1 

14 

4 

2 

15 

4 

2 

16 

17 

4 

1 

18 

19 

20 

4 

1 

Total  244 

weeks  at  age  forty-one,  six  weeks  at  age  fifty- 
five,  and  atrophied  at  age  sixty. 

In  Case  3,  the  uterus  was  atrophied  and 
“knobby”  at  age  fifty  when  first  seen. 

In  Case  4,  aged  thirty-five,  who  had  just 
been  delivered  of  her  fourth  child,  the  tumors 
were  discovered  at  the  third  month  of  this  preg- 
nancy. 

There  were  54  patients  who  required 
surgery,  5 requiring  only  myomectomy, 
and  the  others  hysterectomy  (Table  V). 
It  will  be  noted  that  24  were  under  obser- 
vation for  one  year  or  less,  and  5 of  these 
were  restricted  to  myomectomy  because 
of  a desire  for  children.  The  remaining  30 
patients  had  been  under  observation  for 
two  to  fifteen  years  before  surgery  became 


TABLE  IV.  Increase  in  size  of  tumor-containing 
organ* 


From  Size 
(Weeks) 

To  Size 
(Weeks) 

Number  of 
Patients 

4 

12  (or  more) 

2 

4 

12 

4 

4 

10 

6 

4 

8 

11 

4 

6 

37 

4 

less  than  4 

20 

6 

12  (or  more) 

1 

6 

12 

1 

6 

10 

5 

6 

8 

6 

6 

less  than  4 

10 

8 

12  (or  more) 

1 

8 

12 

1 

8 

10 

3 

8 

less  than  4 

4 

8 

4 

1 

10 

12  (or  more) 

1 

10 

12 

1 

* Increase  in  size:  80  patients,  decrease  in  size:  35  pa- 
tients 


necessary.  Of  the  entire  series  of  298  pa- 
tients, 70  (23.5  per  cent)  required  one  or 
more  dilatation  and  curettage  operations 
for  abnormal  bleeding  at  some  time  during 
our  care.  If  menorrhagia  of  a serious  de- 
gree persisted  for  several  months  or  a year 
after  dilatation  and  curettage,  hysterec- 
tomy was  advised. 

It  is  apparent  that  several  patients  ex- 
hibited more  than  one  indication  for  sur- 
gery (Table  VI).  As  one  might  expect, 
the  predominant  reasons  for  hysterectomy 
were  increasing  size  of  the  uterus  and  per- 
sistent menorrhagia.  Pain  and  pressure 
symptoms  occurred  only  where  the  tumor- 
containing  organ  was  twelve  or  more  weeks 
in  size.  Among  the  5 sterile  patients  it  is 
of  interest  to  note  that  only  2 subsequently 
achieved  motherhood,  and  1 ultimately  re- 
quired hysterectomy  because  of  increasing 
size  of  tumors. 

In  Case  5,  at  age  twenty-six,  the  uterus  was 
the  size  of  a seven-  to  eight-week  gestation; 
multiple  myomectomy  was  done,  and  20-some 
tumors  enucleated.  Thereafter  she  had  an  early 
abortion,  a term  breech  delivery  of  a living 
child,  and  three  years  later  required  hysterec- 
tomy because  of  increasing  size  of  tumors. 

In  Case  6,  at  age  thirty-three,  the  uterus  was 
the  size  of  an  eight-week  gestation;  multiple 
myomectomy  was  done.  She  subsequently  had  2 
living  children  by  cesarean  section  and  one 
early  abortion.  After  nine  years  observation 
her  uterus  now  remains  the  size  of  a four-week 
gestation. 
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TABLE  V.  Years  under  observation  prior  to 
surgery* 


Years 

Size 

(Weeks) 

Number  of 
Patients 

0 

12  (or  more) 

3 

0 

10 

1 

0 

8 

3 

0 

4 

2 

1 

10 

1 

1 

8 

5 

1 

6 

2 

1 

4 

7 

2 

8 

1 

2 

6 

4 

2 

4 

2 

3 

6 

1 

3 

4 

4 

4 

10 

1 

4 

6 

1 

4 

4 

3 

5 

4 

2 

6 

4 

3 

7 

6 

1 

7 

4 

1 

8 

4 

1 

9 

4 

1 

10 

4 

1 

11 

8 

1 

12 

4 

1 

15 

4 

1 

Total  54 

* Hysterectomies  49,  myomectomies  5. 


In  Case  7,  at  age  thirty,  the  uterus  was  the 
size  of  a four-week  gestation  plus  a large  pedun- 
culated fibroid.  The  latter  was  removed,  and 
in  the  subsequent  ten  years  the  uterus  has 
slowly  increased  to  the  size  of  eight  weeks. 

The  patients  in  whom  cancer  was  found 
are  worthy  of  note: 

Case  8 was  aged  forty-seven  when  her  tumors 
were  discovered.  A routine  Papanicolaou  smear 
was  Class  IV.  Conization  of  the  cervix  demon- 
strated carcinoma  in  situ,  and  total  hysterec- 
tomy was  done. 

Case  9 was  aged  thirty-six  when  laparotomy 
was  done  with  the  purpose  of  doing  a myomec- 
tomy because  of  sterility.  An  accidental  find- 
ing was  an  early  carcinoma  originating  in  a 
fallopian  tube  and  involving  the  ovary.  Bilateral 

Isalpingo-oophorectomy  and  total  hysterectomy 
were  done,  and  this  was  followed  by  the  use  of 
cobalt  60  external  radiation.  She  is  alive  and 
well  two  and  a half  years  later. 

Case  10  was  aged  twenty-nine  when  a hyster- 
ogram  showed  submucous  fibroids.  Two  years 
later  a Class  III  Papanicolaou  smear  was  fol- 
lowed by  a cervical  conization.  Carcinoma  in 
situ  was  diagnosed  and  total  hysterectomy  done. 

In  Case  11,  at  age  forty-eight,  a uterus  con- 
taining small  fibroids  was  the  size  of  a four-week 
gestation.  Papanicolaou  smear  was  Class  IV. 


TABLE  VI.  Indications  for  surgery 


Symptoms 

Number  of 
Patients 

Increasing  size  uterus 

28 

Menorrhagia,  persistent 

18 

Associated  endometriosis 

10 

Pain 

6 

Sterility 

5 

Pressure  symptoms 

3 

Cancer 

4 

Dilatation  and  curettage  and  cervical  conization 
showed  carcinoma  in  situ  of  the  endometrium. 
A hysterectomy  was  done. 

Case  12,  who  is  not  included  in  the  present 
series,  is  of  further  interest:  At  age  thirty-three, 
the  uterus  was  the  size  of  eight  weeks  with  one 
large  and  several  smaller  tumors.  Myomec- 
tomy was  proposed  because  of  sterility.  At 
operation  the  tubes  were  hopelessly  obstructed, 
and  supracervical  hysterectomy  was  done.  A 
small  cell  sarcoma  was  diagnosed  in  the  large 
tumor.  The  patient  was  reoperated  the  next 
day  to  remove  the  cervical  stump  and  adnexae. 
Four  years  later  she  developed  a primary  car- 
cinoma in  the  left  breast.  Radical  mastectomy 
was  done,  and  she  subsequently  died  three 
years  later  of  metastatic  disease  from  the  breast 
cancer. 

Among  patients  in  whom  fibroid  tumors 
obstructed  vaginal  delivery  the  following 
are  of  interest. 

In  Case  13  at  age  thirty-three,  when  four 
months  pregnant,  a large  fibroid  was  noted  in 
the  lower  segment  of  the  uterus.  At  term  it 
obstructed  delivery  and  cesarean-myomectomy 
was  done.  Her  uterus  has  remained  the  size  of 
a six-week  gestation  for  ten  years  since  then. 

In  Case  14,  at  age  thirty-two,  a large  fibroid 
in  the  lower  segment  prevented  delivery  at  term. 
A cesarean-myomectomy  was  done,  and  her 
uterus  has  remained  the  size  of  a six-week  gesta- 
tion for  twelve  years  since  then. 

We  have  generally  avoided  the  use  of 
the  progestational  drugs  in  patients  with 
known  fibroid  tumors  of  the  uterus.  How- 
ever, in  an  occasional  patient,  we  have  pre- 
scribed them  for  contraception  or  control 
of  menorrhagia  felt  to  be  due  to  endometrial 
hyperplasia.  One  of  my  associates  used 
norethynodrel  in  2 patients  (not  in  present 
series)  with  known  fibroids  the  size  of 
eight  weeks,  and  each  showed  rapid  in- 
crease in  size  of  tumors  to  the  size  of  a four- 
to  five-month  gestation  within  a matter  of 
six  to  eight  weeks.  At  operation  each 
showed  large  tumors  with  a great  deal  of 
edema.  An  incidental  benefit  was  the  in- 
creased ease  of  operation  due  to  edema  in 
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the  fascial  planes.  Two  patients  in  this 
series  were  given  this  type  of  medication: 

Case  15  was  aged  thirty-six  when  fibroids 
were  discovered,  the  size  of  a four- week  gestation. 
She  required  two  dilatation  and  curettage  opera- 
tions for  profuse  menorrhagia.  The  uterus  was 
the  size  of  six  weeks  at  age  forty-six.  The  pa- 
tient did  not  wish  a hysterectomy  and  has  been 
given  cyclic  norethindrone  and  mestranol  for  the 
past  five  months.  So  far  there  has  been  no  in- 
crease in  size  of  the  tumors,  and  her  menorrhagia 
is  controlled. 

Case  16  was  aged  forty  when  her  fibroids  were 
discovered,  her  uterus  the  size  of  four  weeks. 
She  has  been  on  norethynodrel  with  mestranol 
for  six  months  for  contraception  with  no  change 
in  size  of  uterus. 

Summary 

The  present  study  of  298  patients  with 
fibromyomata  uteri  has  been  useful  in 
emphasizing  the  fact  that  the  mere  presence 
of  these  tumors  is  no  indication  for  surgical 
treatment.  Myomectomy  in  an  attempt 
to  improve  fertility  was  successful  in  2 of 
5 patients.  Myomectomy  during  preg- 
nancy should  be  reserved  for  those  patients 
in  whom  obstruction  to  vaginal  delivery  is 
evident  at  term  or  in  labor,  when  it  may, 
if  necessary,  be  successfully  combined  with 
cesarean  section.  Although  80  women 
(26.8  per  cent)  showed  an  increase  in  size 
of  the  uterus  under  observation,  only  49 
(61.2  per  cent)  of  these  required  hysterec- 
tomy. In  more  than  one  third  of  those  re- 
quiring operation,  menorrhagia  was  a pri- 
mary or  secondary  indication.  Further 
reassurance  of  the  value  of  conservatism  is 
offered  by  the  fact  that  35  (11.7  per  cent) 
observed  to  or  beyond  menopause  demon- 
strated decrease  in  size  of  the  tumor-bearing 
organ. 


A question  frequently  asked  is  whether 
or  not  these  tumors  may  become  cancerous. 
There  was  no  case  of  sarcoma  developing 
in  any  of  the  298  patients  in  this  series. 
Novak  and  Novak11  found  that  it  occurred 
in  only  0.56  per  cent  of  6,981  myomas,  and 
quoted  Vogt’s  discovery  of  only  0.41  per 
cent  in  72,116  cases  of  myoma  collected  from 
the  literature.  The  single  case  of  invasive 
cervical  cancer,  and  the  patients  having 
carcinoma  in  situ,  were  discovered  in  an 
early  and  treatable  stage  solely  because 
these  patients  had  been  kept  under  close 
regular  observation. 

This,  then,  seems  to  be  the  key  conclu- 
sion: Regular  semiannual  or  annual  pelvic 
examinations  in  women  with  fibromyomata 
make  it  safe  to  withhold  surgery  in  the 
absence  of  clear  indications  for  hysterec- 
tomy. 
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|n  1885,  a surgeon,  William  S.  Halsted, 
M.D.,  performed  the  first  recorded  regional 
anesthesia  procedure  by  blocking  the  roots 
of  the  brachial  plexus  in  the  neck,  following 
which  he  successfully  performed  an  opera- 
tion on  the  distal  ramifications  of  the 
plexus.  In  1897,  another  surgeon,  George 
W.  Crile,  M.D.,  performed  a rather  compli- 
cated brachial  block  by  dissecting  out  the 
components  of  the  plexus  as  they  passed 
over  the  first  rib  and  injecting  each  indi- 
vidual nerve  with  cocaine.  Since  that  time, 
surgeons  have  both  widely  employed  and 
frequently  modified  the  technic  of  brachial 
plexus  block.  The  former  fact  attests  to 
the  undeniable  appeal  of  this  mode  of 
anesthesia,  while  the  latter  fact  reflects  the 
method’s  well-known  complications  and 
outright  failures. 

| Customary  approaches  to 
brachial  plexus 

Access  to  the  brachial  plexus  is  usually 
achieved  by  the  axillary  or  the  supra- 

* Career  Investigator  for  the  Health  Research  Council  of 
New  York  City. 


conventional  axillary  or  prone-supra- 
clavicular  routes  to  the  brachial  plexus  to  in- 
duce anesthesia  for  surgical  procedures  on  the 
upper  extremity  bring  about  complications 
and  outright  failures.  In  a patient  in  the 
sitting  position  the  plexus  is  readily  accessi- 
ble. Using  the  technic  outlined,  327  brachial 
plexus  blocks  were  done  without  a single  in- 
stance of  pneumothorax,  hemorrhage,  or 
nerve  damage.  In  only  8 cases,  because  of 
poor  patient  cooperation,  anesthesia  was  in- 
adequate. 


clavicular  route,  although  other  routes  have 
been  used.  We  have  discarded  the  axillary 
route  for  theoretical  and  practical  reasons. 
Our  experience  has  indicated  that  the  axilla 
is  so  often  the  site  of  furuncles,  hidradenitis, 
folliculitis,  and  ordinary  uncleanliness  that 
despite  vigorous  preoperative  preparation 
it  is  an  unattractive  locus  through  which  to 
administer  sterile  percutaneous  anesthesia. 
Besides  infection,  other  drawbacks  to  the 
axillary  approach  exist.  The  method  en- 
tails probing  with  a long  needle,  and  result- 
ant nerve  injuries  and  hematomas  are  not 
uncommon.1,2  Perhaps  the  most  trouble- 
some feature  inherent  in  the  axillary  ap- 
proach is  the  interval  that  must  elapse 
between  the  time  the  agent  is  administered 
and  the  onset  of  effective  analgesia.  Even 
after  the  minimum  delay  of  twenty  minutes, 
the  surgeon  is  often  vexed  to  find  that 
analgesia  is  incomplete  or  an  outright  fail- 
ure. Under  these  circumstances,  if  he 
wishes  to  persist  in  this  approach,  he  is 
obliged  to  relocate  his  landmarks  in  a field 
now  obscured  by  edema,  hematoma,  or  the 
previously  injected  fluid. 

In  the  United  States  the  most  common 
alternative  to  the  axillary  approach  is  the 
supraclavicular  technic  with  the  patient 
lying  in  the  prone  position.  The  common 
complication  of  this  method  is  pneumo- 
thorax, which  may  prove  fatal,  particularly 
in  the  elderly  patient,  if  it  goes  unrecog- 
nized. In  patients  with  serious  restriction 
of  ventilatory  or  respiratory  function,  those 
very  patients  for  whom  regional  anesthesia 
would  seem  most  suitable,  a brachial  block 
is  often  deemed  impractical  because  of  the 
possibility  of  pneumothorax.  There  are 
numerous  factors  contributing  to  its  oc- 
currence: (1)  the  need  for  a 2-inch-long 
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FIGURE  1.  Photograph  and  drawing  showing 
position  of  patient  and  location  of  brachial  plexus 
in  relation  to  clavicle  during  supraclavicular  brach- 
ial block. 

needle,  unwieldy  in  the  best  of  hands;  (2) 
the  necessity  to  grope  along  the  first  rib 
near  the  apex  of  the  lung  while  searching 
for  the  plexus;  and  (3)  the  practice  of  al- 
lowing the  needle  to  remain  in  the  tissues 
while  the  syringe  is  refilled  or  allowing  the 
needle  to  remain  as  a part  of  the  “three- 
needle  technic.”3  These  factors  also  in- 
vite the  occurrence  of  nerve  and  vessel  in- 
juries. Furthermore,  there  is  the  same 


awkward  delay  between  administration  of 
the  drug  and  onset  of  analgesia,  as  well  as  a 
significant  per  cent  of  outright  failures. 

Modified  supraclavicular  approach 

It  can  readily  be  noted  in  the  fresh  ca- 
daver lying  prone  that  the  brachial  plexus 
is  fully  IV2  to  2 inches  beneath  the  skin 
where  it  rests  on  the  first  rib;  whereas,  with 
the  body  in  a sitting  position,  the  plexus 
rises  to  immediately  beneath  the  clavicle 
where  it  is  easily  reached  with  a V2-inch 
hypodermic  needle.  When  a living  patient 
assumes  the  same  posture  and  altitude,  the 
plexus  can  actually  be  palpated  under  the 
skin  just  above  the  clavicle.  Indeed,  by 
rolling  the  plexus  over  the  underlying  struc- 
tures, paresthesias  can  easily  be  elicited. 

Thus,  to  induce  brachial  plexus  anesthe- 
sia, the  patient  is  put  into  the  sitting  posi- 
tion with  his  arms  at  his  sides  and  a sand- 
bag at  his  hand.  By  this  action,  the 
clavicle  is  depressed,  and  the  plexus  comes 
to  rest  just  beneath  the  skin  where,  even 
in  an  obese  patient,  it  can  be  palpated  at 
approximately  the  midpoint  of  the  clavicle 
(Fig.  1).  Using  a half-inch  hypodermic 
needle,  paresthesias  are  gently  elicited  with- 
out extraneous  probing  or  exploration.  To 
ensure  the  success  of  the  anesthesia,  it  is 
necessary  to  elicit  these  paresthesias;  fol- 
lowing this,  the  needle  is  withdrawn  a quar- 
ter of  an  inch,  and  1 per  cent  lidocaine 
hydrochloride  (with  or  without  epinephrine, 
depending  on  the  desired  duration  of  anal- 
gesia) is  injected.  Excellent  localization 
can  be  achieved,  and  with  a little  practice, 
anesthesia  can  be  confined  to  a single  nerve 
by  noting  the  distribution  of  the  pares- 
thesias. Throughout  this  procedure,  which 
requires  ten  minutes  at  most,  the  patient 
can  sit  without  support  from  the  nurse. 
No  premedication  is  needed;  occasionally, 
a small  dose  of  tranquilizer  is  used.  If  the 
patient  must  be  recumbent,  he  is  placed 
supine  with  a sandbag  between  his  shoul- 
ders and  with  his  arms  passively  pulled 
down  to  his  sides  to  achieve  essentially  the 
same  anatomic  position  of  the  plexus  as  is 
achieved  in  the  sitting  position. 

Results 

Using  this  technic  we  have,  since  1959, 
performed  327  brachial  plexus  blocks  with- 
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out  a single  instance  of  pneumothorax, 
hemorrhage,  or  nerve  damage.  In  8 cases 
or  2.7  per  cent,  anesthesia  was  inadequate 
because  of  poor  patient  cooperation.  In 
the  last  110  cases,  since  we  have  learned  to 
appreciate  that  the  success  of  the  procedure 
depends  on  the  patient’s  ability  to  report 
the  occurrence  and  location  of  paresthesias, 
we  have  encountered  no  failures. 

Brachial  block  anesthesia  is  recom- 
mended, with  a few  exceptions,  for  all 
patients  requiring  major  surgery  on  the  up- 
per extremity.  The  exceptions  include  pa- 
tients with  obtunded  cerebration  due,  for 
example,  to  an  associated  head  injury;  pa- 
tients who  cannot  answer  the  questions  of 
the  anesthetist;  and  patients  who  have  un- 
compensated hearing  or  languagedifficulties. 
Furthermore,  it  is  our  practice  to  withhold 
brachial  blocks  from  patients  who  are  com- 
bative or  hostile. 

Summary 

Brachial  plexus  regional  anesthesia  is 
widely  used  for  surgical  procedures  on  the 
upper  extremity.  It  is  characteristically 
attended  by  a significant  per  cent  of  out- 
right failures  and  well-known  complica- 
tions which,  if  unrecognized,  may  prove 
fatal.  For  these  reasons,  it  is  often  denied 
to  those  very  patients  for  whom  it  would 
otherwise  seem  most  suitable.  An  alterna- 
tive is  proposed  to  conventional  axillary  or 


Family  doctors  move  to  have 
pharmacists  label  drug  bottles 

Family  physicians  recently  were  urged  to  re- 
quest pharmacists  to  label  prescription  drug 
containers  with  the  name  and  strength  of  the 
I contents  to  aid  ready  identification,  especially 
in  case  of  emergency. 

The  action  was  taken  by  the  American 
I Academy  of  General  Practice,  spokesman  for 
, 29,000  family  physicians  and  the  nation’s 
second  largest  medical  organization. 

According  to  Edward  J.  Kowalewski,  M.D., 
chairman  of  the  Academy’s  Commission  on 
Environmental  Medicine,  the  move  is  designed 
to  (1)  help  prevent  death  in  children  or  at- 
tempted suicides  by  enabling  those  finding  them 


prone-supraclavicular  technics.  This  con- 
sists of  a supraclavicular  approach  with  the 
patient  sitting  upright  and  the  arms  pulled 
downward.  The  anatomic  situation  of  the 
plexus  in  this  position  is  such  that  it  can  be 
readily  reached  without  probing  by  using  a 
half-inch  hypodermic  needle.  Over  300 
such  blocks  have  been  administered  without 
a single  significant  complication.  The 
method  is  contraindicated  in  patients  who 
are  unable  or  unwilling  to  cooperate  with 
the  anesthetist. 

2225  Fifth  Avenue  (Dr.  Carter) 
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to  identify  immediately  the  drug  taken  and 
obtain  the  proper  antidote,  (2)  help  persons 
changing  physicians  or  moving  from  one  place 
to  another  to  identify  for  the  new  physician  a 
drug  being  taken,  (3)  advise  patients  with 
allergies  as  to  prescription  contents  so  that  they 
can  identify  drugs  that  previously  have  caused 
reactions,  and  (4)  prevent  mix-ups  between 
two  or  more  drugs  taken  concurrently  or  be- 
tween drugs  being  taken  by  different  members  of 
the  family. 

It  was  pointed  out  that  the  Academy’s  action 
did  note  that  abuses,  such  as  self-medication, 
drug  shopping,  and  others,  were  possible  under 
the  labeling  procedure.  However,  the  ad- 
vantages, especially  in  emergency  situations 
such  as  drug  poisoning  in  children,  would  far 
outweigh  the  potential  drawbacks. 
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Modern  Management  of 
Hair  and  Scalp  Disorders 
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New  York  City 

Clinical  Professor  of  Dermatology, 
New  York  Medical  College-Metropolitan  Hospital  Center 


In  recent  years  the  incidence  of  derma- 
toses involving  the  hairy  areas  of  the  body, 
particularly  the  occurrence  of  seborrheic 
dermatitis,  has  risen  markedly.  Many 
dermatologists  and  a substantial  number 
of  general  practitioners  report  that  a sig- 
nificant portion  of  their  practice  involves 
the  treatment  of  patients  with  scalp  dis- 
orders. The  problems  faced  in  attempting 
to  manage  these  conditions  derive  in  part 
from  the  variety  of  etiologic  factors  in- 
volved. The  need  for  effective  control  of 
these  dermatoses  has  motivated  the  evalua- 
tion of  selected  pathogesis  and  therapy. 

Seborrhea 

The  etiologic  factors  in  seborrhea  capitis 
are  as  follows: 

I.  Internal  causes 

A.  Hormonal  imbalance 

B.  Impaired  metabolism  and  nutrition 

C.  Dietary  indiscretion,  as  excessive 
carbohydrate  and  lipid  intake 

D.  Increased  nervous  tension 

II.  External  causes 

A.  Biochemical  changes  of  the  cuta- 
neous scalp 

B.  Increased  number  and  activity 
of  the  resident  bacteria  and  fungi 

C.  Localized  inflammatory  reactions 
following  the  incautious  use  of 
topical  medication  and  cosmetics 

Seborrhea  capitis,  which  is  manifested 


by  accelerated  keratinization  of  the  scalp 
epidermis,  usually  occurs  with  scattered 
involvement  of  the  follicles  as  folliculitis. 
Associated  with  the  scaling  there  may  oc- 
cur pruritus,  cephalalgia,  and  hair  loss. 

Although  no  etiologic  agent  has  been 
singled  out  as  the  causative  factor  of  this 
abnormal  dryness,  bacteriologic  studies 
have  incriminated  Pityrosporum  ovale  and 
and  Staphylococcus.  These  organisms, 
although  normally  present  on  the  scalp, 
appear  in  increased  numbers  when  sebor- 
rhea capitis  is  also  present.  Seborrhea 
capitis  occurs  in  two  different  types:  the 

dry  or  sicca  type  and  the  greasy  or  oleosa 
type.  Although  no  actual  cure  for  this 
condition  has  been  promulgated,  we  have 
proposed  a balanced  diet  and  correction  of 
constitutional  dysfunctions,  in  addition 
to  the  topical  application  of  specific  thera- 
peutic agents,  so  that  the  seborrhea  can  be 
controlled  and  its  improvement  maintained. 
Before  treating  a refractory  case  of  sebor- 
rhea capitis,  a complete  physical  examina- 
tion is  mandatory,  including  urinalysis, 
protein-bound  iodine,  and  cholesterol 
studies,  for  frequently  the  alteration  in  the 
laboratory  tests  may  indicate  abnormal 
functioning  of  an  endocrine  gland  or  in- 
ternal organ.  However,  the  topical  ap- 
plication of  a specific  therapeutic  agent 
usually  can  control  and  improve  the 
seborrhea. 

VanderWyk1  conducted  a clinical  and 
laboratory  study  describing  the  relation- 
ship between  dandruff  and  the  microbial 
flora  of  the  human  scalp.  He  described  a 
quantitative  gravimetric  method  of  measur- 
ing the  amount  of  human  dandruff  scales. 
When  the  scalps  of  9 males  were  treated 
with  an  antimicrobial  agent  for  twenty- 
eight  days,  a significant  lessening  in  scale 
(scurf)  production  was  seen.  The  scalp 
microbial  flora  was  judged  to  be  one  of  the 
factors  responsible  for  scurf  production. 
He  estimated  that  dandruff  can  be  con- 
trolled by  as  much  as  50  per  cent  when  the 
microbial  flora  is  eliminated. 

Requirements  for  an  ideal  antiseborrheic 
agent  have  been  proposed  by  the  author 
and  other  clinicians.  Namely,  an  anti- 
seborrheic agent  should  possess  the  fol- 
lowing requisites:  (1)  be  nontoxic;  (2) 

relieve  pruritus;  (3)  reduce  excessive  oili- 
ness of  the  sebaceous  glands  or  modify 
excessive  dryness;  (4)  possess  a mild 


1318  New  York  State  Journal  of  Medicine  / June  1,  1966 


keratolytic  action;  and  (5)  demonstrate 
a wide  fungicidal  and  bacteriocidal  spec- 
trum in  vitro.  It  should  also  be  easy  and 
simple  to  apply  and,  when  incorporated  in 
a shampoo,  lotion,  or  ointment,  should 
possess  cosmetic  elegance.  It  should  not 
stain,  damage,  or  mat  the  hair  after  use. 

There  are  four  proposed  methods  of 
application  in  the  use  of  antiseborrheic 
medications. 

Pre-shampoo  application.  The  pre- 
shampoo application  is  a method  in  which 
a detergent-keratolytic  is  applied  to  the 
scalp  and  remains  in  place  for  five  to 
twenty  minutes.  The  preparation  is  then 
removed  by  shampooing  with  neutral  soap 
or  detergent. 

Medicated  shampoo.  A medicated 
shampoo  may  contain  active  ingredients 
such  as  sulfur,  salicylic  acid,  resorcinol, 
hexachlorophene,  or  bithionol  dispersed 
in  the  shampoo.  This  medicated  shampoo 
is  applied  and  left  on  the  scalp  for  from 
five  to  thirty  minutes.  It  is  then  removed 
by  addition  of  water  to  produce  active 
lathering.  Biphenamine  hydrochloride 
dispersed  in  a surfactant  shampoo  also 
gives  excellent  therapeutic  results.2 

After-shampoo  rinse.  A rinse  is  used 
on  the  scalp  after  completion  of  a shampoo. 
It  is  also  washed  out  after  application. 
The  rinse  usually  is  compounded  of  a 
quaternary  ammonium  compound  as  al- 
kyl -dimethyl-benzyl-ammonium  chloride 
U.S.P.  with  alkyl  isoquinolinium  bromide. 

Antiseptic  scalp  lotion.  Antiseptic 
scalp  lotion  may  contain  antiseptics  and 
stimulants  such  as  resorcinol  monoacetate 
(2  per  cent),  chloral  hydrate  (2.5  per  cent), 
tincture  of  capsicum  (5  to  10  per  cent), 
fungicide  (Vancide,  1/2  to  1 per  cent),  and 
antiseborrheic  (Sarthionate,  1/2  to  5 per 
cent).  Usually  these  ingredients  are  dis- 
persed in  an  aqueous-alcoholic  vehicle. 
These  scalp  lotions  also  can  be  used  as  hair 
dressings. 

Many  of  the  newer  corticosteroids  have 
been  found  to  be  effective  by  virtue  of  their 
anti-inflammatory  action  in  the  reduction 
of  active  seborrheic  dermatitis  whether  it  is 
present  on  the  scalp,  face,  or  body.  The 
water-washable  creams  containing  hydro- 
cortisone, prednisolone,  methyl  predniso- 
lone, betamethasone,  and  dexamethasone 
have  been  used  to  improve  these  condi- 


effective  control  of  scalp  disorders  must 
include  a complete  physical  examination  be- 
fore treatment  is  instituted.  The  etiologic 
factors  of  seborrhea  capitis  are  both  internal 
and  external.  Bacterial  studies  have  incrimi- 
nated Pityrosporum  ovale  and  Staphylococcus. 
Treatment  includes  pre-shampoo  application, 
medicated  shampoo,  after-shampoo  rinse,  or 
antiseptic  scalp  lotion.  Many  of  the  newer 
corticosteroids  are  effective.  Anthropologists 
and  dermatologists  believe  the  genetic  or 
hereditary  factor  is  the  prime  target.  Labora- 
tory studies  must  determine  alterations  of 
thyroid  and  adrenal  secretions  and  nutrition 
and  body  defects.  Long-term  therapy  with 
corticosteroids  is  indicated.  Recently  surgi- 
cal methods  for  the  treatment  of  male  pattern 
baldness  have  been  proposed,  as  well  as  trans- 
plant and  graft  procedures. 


tions.  However,  the  use  of  a greasy  oint- 
ment is  contraindicated  on  the  scalp  be- 
cause of  the  matting  of  the  hair  and  the 
disagreeable  effect  which  is  obtained  fol- 
lowing inunction  of  the  hair. 

The  effectiveness  of  fluocinolone  aceto- 
nide  cream  has  received  documentation 
from  a large  number  of  clinical  sources  in 
regard  to  its  effective  control  of  the  sebor- 
rheic dermatoses.  More  recently,  a new 
formulation  with  a propylene  glycol  vehicle 
was  made  available  for  clinical  evaluation 
by  the  author.3  In  a study  of  85  patients 
treated  with  propylene  glycol  solution  of 
fluocinolone  acetonide  0.01  per  cent,  42, 
or  67  per  cent,  of  the  patients  with  sebor- 
rheic dermatitis  of  the  scalp  showed  com- 
plete remission;  25  patients  demonstrated 
significant  improvement;  and  of  18  pa- 
tients with  other  scalp  lesions,  including 
seborrheic  alopecia  and  psoriasis,  14  showed 
complete  or  moderate  improvement  with 
the  use  of  the  solution  plus  an  occlusive 
covering  (plastic  cap).  Therefore,  it  has 
been  determined  that  fluocinolone  acetonide 
in  a propylene  glycol  vehicle  is  an  effective 
therapy  in  the  control  of  dandruff  and 
itching  related  to  seborrheic  dermatitis. 

In  aggravated  states,  seborrhea  capitis  is 
often  associated  with  seborrhea  of  distant 
parts  of  the  body,  particularly  the  face  and 
chest,  and  is  manifested  by  sebaceous 
gland  dysfunction,  excessive  scale  forma- 
tion, and  secondary  impetiginization.  The 
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majority  of  these  cases  respond  rapidly  to 
topical  corticosteroid,  antibacterial  and 
antifungal  applications,  coupled  with  strict 
attention  to  diminished  carbohydrate  in- 
take. We  must  also  explore  the  effect  of 
incautious  and  incorrect  use  of  hair  cos- 
metics like  permanent  waving,  lacquers  and 
sprays,  and  dyes  as  precipitating  cumula- 
tive factors  in  acceleration  and  production 
of  seborrhea  capitis.  Frequently  eczema- 
tous contact  dermatitis  (dermatitis  vene- 
nata) due  to  these  agents  may  result  in 
temporary  damage  to  the  pilosebaceous 
apparatus.  On  removal  or  discontinuance 
of  use  of  the  allergen,  the  scaling  and 
dermatitis  will  usually  recede. 

Heightened  emotional  stress  which  ac- 
companies the  pace  of  modern  life  is  an 
additional  factor  in  the  causation  of  sebor- 
rhea capitis.  Increased  stress  interferes 
with  the  normal  functioning  of  the  vegeta- 
tive nervous  system,  and  this  may  produce 
alterations  in  the  sebaceous  secretions. 
Kligman4  has  described  hair  fall  associated 
with  a patient  presenting  male  pattern 
baldness  which  he  believes  was  directly 
related  to  abnormal  tension:  The  pa- 

tient was  a prisoner  who  had  received  the 
death  sentence;  with  the  ultimate  com- 
mutation of  his  death  sentence,  the  hair  fall 
diminished,  and  a normal  pattern  of  hair 
regrowth  was  established. 

Alopecia 

The  alopecias  are  classified  by  the  author5 
as  follows:  (1)  alopecia,  pattern  type 

(male);  (2)  alopecia  areata,  totalis  and 
universalis  (both  sexes);  (3)  alopecia 
diffuse  type  in  the  female;  (4)  alopecia 
seborrheic;  (5)  alopecia,  cicatrizing,  due 
to  lupus  erythematosus,  lichen  planus, 
folliculitis,  pseudopelade,  epithelioma,  and 
so  on;  (6)  alopecia,  postpartum;  and 
(7)  alopecia,  toxic,  due  to  postinfectious 
effect  and  chemicals. 

Although  the  etiologic  factors  of  male 
pattern  alopecia  have  not  been  established, 
anthropologists  and  dermatologists  believe 
that  the  genetic  or  hereditary  factor  is  the 
prime  target.  Other  agents  which  may 
play  a contributory  part  are  excessive  secre 
tion  of  androgenic  hormone,  nutritional 
disturbances,  tension,  and  topical  infection 
as  observed  in  infectious  seborrhea  capitis 
and  folliculitis.  To  manage  the  treat- 


ment of  this  puzzling  disease  intelligently, 
it  is  essential  to  determine  by  laboratory 
studies  whether  or  not  there  are  any  altera- 
tions of  the  thyroid  and  adrenal  secretions 
and  whether  or  not  there  are  nutrition  and 
body  defects.  British  investigators  have 
emphasized  the  significance  in  the  physi- 
ology of  hair  growth  of  such  trace  minerals 
as  copper,  zinc,  and  magnesium.  The 
use  of  topical  antiseborrheic  stimulating 
agents  is  recommended  in  conjunction 
with  ideal  scalp  and  hair  care  and  with 
intake  of  a generous  supply  of  all  of  the 
vitamins,  trace  minerals,  and  amino  acids 
essential  to  hair  growth,  preferably  in  a 
sustained-release  capsule. 

The  etiologic  causes  of  alopecia  areata 
have  not  been  established,  although  fre- 
quent causative  factors  have  been  enu- 
merated, specifically,  neurogenic,  hormonal, 
enzymatic,  allergic,  and  vascular.  Van 
Scott6  in  particular  indicates  that  there 
may  be  a specific  allergic  reaction  of  the 
hair  follicle  to  an  unknown  inhibiting 
factor.  His  thorough  histologic  studies 
in  alopecia  areata  have  demonstrated  an 
allergic-like  appearance,  probably  secon- 
dary to  acute  inflammatory,  destructive 
changes  in  the  hair  bulb  and  papilla. 
Lubowe7  has  described  the  frequent  as- 
sociation of  melanin  dysfunction,  such  as 
vitiligo,  with  alopecia  areata,  totalis,  and 
universalis. 

At  the  1959  Conference  on  Hair  Growth 
and  Hair  Regeneration  previously  men- 
tioned, the  present  reviewer8  reported  that 
in  a significant  percentage  of  cases,  follicu- 
lar hair  growth  can  be  stimulated  by  the 
use  of  oral  corticosteroids  in  alopecia  areata 
and  totalis  of  less  than  five  years  duration. 
In  these  clinical  studies,  the  use  of  cortisone 
and  hydrocortisone  was  replaced  by  predni- 
sone, prednisolone,  and  methylpredniso- 
lone.  Long-term  therapy  with  cortico- 
steroids and  corticotropin  is  indicated; 
however,  therapeutic  trial  requires  a cau- 
tious, scientific,  and  intelligent  approach. 
When  the  patient  responds  satisfactorily 
to  the  steroid  stimulation,  scalp  hair 
growth  is  evident  four  to  six  weeks  after 
commencement  of  therapy.  The  regrowth 
of  eyebrows,  eyelashes,  and  body  hair 
occurs  in  an  irregular  pattern.  The  initial 
dose  of  methylprednisolone  is  16  mg.  daily 
which  can  be  increased  or  decreased  de- 
pending on  results.  After  several  months 


1320  New  York  State  Journal  of  Medicine  / June  1,  1966 


of  therapy,  a maintenance  dose  is  estab- 
lished which  will  produce  maximum  growth 
' with  minimum  side  reactions. 

Borota  and  Lubowe9  recently  sum- 
marized their  results  in  a series  of  142  cases 
of  alopecia  areata.  Of  the  cases,  60  per 
cent  demonstrated  good  or  complete  re- 
growth, including  the  possibility  of  spon- 
i taneous  growth  of  hair;  37  per  cent  pre- 
i sented  partial  or  incomplete  growth  of 
i hair  which  was  considered  unsatisfactory; 
i and  30  per  cent  demonstrated  poor  or  no 
growth  of  hair.  Because  of  undesirable 
symptoms  of  petechiae  and  cutaneous 
hemorrhage  which  were  observed  in  the 


FIGURE  1.  Male  patient,  fourteen  years  old,  dem- 
onstrating alopecia  areata  occipitalis  of  ten  years 
duration:  (A)  before  corticosteroid  therapy;  and 

(B)  after  seven  months  of  corticosteroid  therapy. 

(C)  Hair  growth  in  specific  area  in  alopecia  areata 
following  injections  of  triamcinolone  20  mg.  into 
scalp. 


skin,  it  was  found  advisable  to  administer 
concurrently  with  the  corticosteroids 
capsules  containing  200  mg.  ascorbic  acid, 
200  mg.  hesperidin  and  bioflavonoid. 

There  is  no  specific  pattern  of  the  return 
of  hair  growth  in  alopecia  areata;  it  is 
extremely  variable.  Generally,  the 
chronologic  order  of  appearance  of  new 
hair  is  first  on  the  scalp,  followed  by  face, 
eyebrows,  forearms,  arms,  body,  pubic 
area,  and,  lastly,  eyelashes.  The  growth 
of  eyelashes  and  eyebrows  usually  follows 
the  growth  of  hair  on  the  scalp.  When 
there  is  no  evidence  of  sufficient  hair 
growth  after  four  months  of  continuous 
corticosteroid  therapy,  these  cases  are 
considered  treatment  failures,  and  the 
progressive  withdrawal  of  steroids  is  man- 
datory. Subcutaneous  injections  of  10 
mg.  triamcinolone  acetonide  will  usually 
stimulate  growth  of  hair  in  localized  alo- 
pecia areata  (Fig.  1).  Occasionally  tem- 
porary atrophy  is  observed  in  this  area  if 
overdosage  is  given. 

In  a note  to  the  editor  of  the  A.M.A. 
Archives  of  Dermatology,  Lubowe10  ob- 
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served  that  in  a majority  of  alopecia  totalis 
patients  there  is  a pallor  and  deficiency 
of  normal  pigmentation  of  the  scalp  and 
face.  As  the  corticosteroid-corticotropin 
therapy  continues,  the  growth  of  scalp  hair 
is  accompanied  by  gradual  return  of  pig- 
ment to  the  face,  scalp,  and  new  hair, 
which  commences  to  grow  originally  with- 
out pigment. 

Harris  and  Lerner11  describe  the  isolated 
melanocyte-stimulating  polypeptides  of  the 
posterior  lobes  of  the  pig  pituitary  glands. 
In  a recent  study  they  reported  the  elucida- 
tion of  amino  acids  in  the  sequence  of 
alpha-melanocyte-stimulating  hormone. 
They  have  found  that  the  13  amino  acids 
that  these  hormones  contain  are  identical 
to  the  13  amino  acids  in  corticotropin  and 
are  also  present  in  exactly  the  same  se- 
quence as  in  corticotropin.  The  structure 
of  the  beta-melanocyte-stimulating  hor- 
mone differs  from  that  of  the  alpha-melano- 
cyte-stimulating hormone,  but  its  poly- 
peptide contains  most  of  the  amino  acids 
in  the  same  sequence  as  in  the  alpha- 
melanocyte-stimulating  hormone  and  in 
corticotropin.  Since  in  the  treatment  of 
alopecia  totalis  I have  been  using  cortico- 
steroid and  corticotropin,  with  subsequent 
increase  of  pigmentation  of  the  face  and 
neck,  I suggest  that  further  experimental 
studies  should  be  conducted  to  determine 
the  role  of  the  corticosteroid  and  cortico- 
tropin in  stimulating  the  melanocyte  to 
produce  cutaneous  pigmentation. 

Kopf  and  Orentreich12  have  described 
the  diminution  of  alkaline  phosphatase 
activity  in  the  hair  papilla  during  the  early 
stage  of  alopecia  areata.  In  the  inter- 
mediate stage,  the  alkaline  phosphatase 
activity  has  become  intensely  vigorous. 

The  possible  relationship  between 
melanocyte  formation,  alkaline  phospha- 
tase, corticosteroids,  and  corticotropin 
should  be  explored  with  greater  zeal.  The 
disturbance  of  natural  hair  growth  also 
may  have  a linkage  to  pigment  metabolism. 

Slepyan13  and  Savill14  have  separately 
described  cases  of  “traction  alopecia”  of 
the  female  scalp  due  to  the  use  of  the  pony- 
tail coiffure,  tight  braiding  of  the  hair,  and 
curling  of  the  hair  with  rollers  and  bobby 
pins.  Owing  to  continuous  mechanical 
strain  and  pulling  of  the  hair  shaft  by 
artificial  devices,  the  shaft  is  drawn  out  of 
the  follicle,  and,  in  severe  cases,  the  hair 


loss  may  be  permanent.  The  frontal,  oc- 
cipital, and  parieto-occipital  areas  are 
usually  involved.  A change  to  more  re- 
laxed hair  styling  is  sufficient  to  restore  the 
temporarily  disturbed  pilosebaceous  unit. 
Frequently,  the  incautious  use  of  curling 
or  straightening  hair  preparations  which 
contain  thioglycollates  will  chemically 
break  the  hair  shaft  with  subsequent 
thinning  and  alopecia  of  the  scalp.  Na- 
tural regrowth  and  the  adjuvant  use  of 
topical  corticosteroid  preparations  return 
this  discomforting  hair  condition  to  nor- 
mal. Savill14  speaks  of  the  loss  of  scalp 
hair  in  women  after  repeated  use  of  ir- 
regular-tufted, stiff  nylon  bristle  brushes; 
with  discontinuance  of  the  nylon  brush, 
hair  growth  returned.  Sulzberger,  Witten, 
and  Kopf,15  Lubowe,16  and  Maguire  and 
Kligman17  emphasize  the  increase  in  diffuse 
hair  fall  in  women  during  the  past  two  or 
three  years.  Lubowe10  emphasizes  the 
marked  increase  in  baldness  in  women 
which  he  has  observed  in  clinical  and 
office  practice. 

Maguire17  discusses  the  etiology,  in- 
cidence, and  histologic  appearance  of  his 
patients’  hair.  Inspection  of  the  balding 
area  demonstrates  that  the  follicles  are  not 
all  involuted  at  the  same  rate.  Follicles 
in  an  advanced  stage  of  atrophy  may  be 
situated  next  to  normal  structures.  He 
believes  that  the  androgenetic  alopecia  is 
due  to  a hereditary  factor  transferred  as  a 
complete  dominant. 

Hair  fall  in  the  female  has  been  classified 
as  either  diffuse  hair  fall  in  women,  female 
pattern  baldness,  or  female  androgenetic 
alopecia.  In  the  latter  type,  there  are 
other  evidences  of  virilism  such  as 
hirsutism,  male  body  structure,  and  in- 
creased secretion  of  17-ketosteroids.  Hair 
styling  technics  and  excessive  use  of  hair 
cosmetics,  for  example,  teasing,  bleaching, 
and  stripping  of  the  hair,  may  adversely 
affect  the  growth  of  the  hair  shaft  in  the 
woman  with  androgenetic  alopecia.  The 
frequent  use  of  brush  rollers  around  which 
the  hair  is  tightly  wound  contributes  to 
thinning  of  the  hair  in  the  parietofrontal 
areas.  If  these  popular  routines  are 
discontinued  in  time,  the  repair  of  the  hair 
shaft  and  regrowth  of  hair  is  noticed.  It 
has  been  suggested  that  the  topical  use  of 
female  hormones  in  an  alcoholic  propylene 
glycol  solution  may  be  of  some  help  in 
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stimulating  hair  follicles,  thus  counter- 
acting hair  diminution  as  in  early  and  late 
menopausal  females. 

There  are  conflicting  opinions  as  to  the 
importance  of  the  role  that  seborrhea  plays 
in  the  production  of  pattern  alopecia. 
After  observing  and  treating  many  pa- 
tients, I have  come  to  the  conclusion  that 
seborrhea,  particularly  the  oleosa  type, 
contributes  to  the  pattern  type  of  alopecia. 
Frequently,  I have  observed  reduction  of 
hair  fall  in  the  male  when  the  excessive 
scalp  oiliness  has  been  diminished  by  the 
use  of  specially  prescribed  astringent  and 
defatting  lotions.  Flesch  and  Hunt18  origi- 
nally described  the  depilatory  action  of 
unsaturated  compounds,  particularly  squa- 
lene  and  other  allyl  derivatives,  in  the 
inhibition  of  hair  growth,  especially  in  the 
research  animal.  A clean,  healthy  scalp 
tends  to  reduce  the  increased  hair  fall 
noted  in  male  pattern  alopecia.  The 
subcutaneous  injection  of  depo-estrogen 
hormone  into  the  scalp  may  be  of  some 
help  in  these  cases;  however,  it  is  experi- 
mental, and  the  ideal  estrogenic  com- 
pound has  not  been  discovered  as  yet. 
Estriol  and  para-estrogen  (Broparoestriol), 
when  applied  topically,  manifestly  reduce 
the  sebaceous  secretion. 

In  association  with  female  pattern  bald- 
ness, the  author  has  observed  several  cases 
of  the  Stein-Leventhal  syndrome  which  is 
manifested  by  amenorrhea  or  oligomenor- 
rhea, underdeveloped  breasts,  obesity,  and 
bilateral  polycystic  ovaries.  A wedge  re- 
section of  the  involved  ovaries  usually 
ameliorates  the  condition  if  the  protein- 
bound  iodine  and  basal  metabolism  are 
below  normal  and  thyroid  extract  or 
sodium  liothyronine  is  indicated. 

Apostolakis19  studied  the  urinary  excre- 
tion of  estrogen,  estradiol,  estriol,  tes- 
tosterone, and  pituitary  gonadotropins  in 
30  female  patients  suffering  from  diffuse 
alopecia  and  in  12  control  patients.  He 
reported  that  the  mean  testosterone  excre- 
tion was  8.6  micrograms  per  twenty-four- 
hour  period  in  control  patients  and  17.01 
micrograms  per  twenty-four-hour  period 
in  patients  afflicted  with  diffuse  alopecia; 
thus,  testosterone  excretion  appeared  to 
be  100  per  cent  higher  in  patients  with 
diffuse  alopecia.  He  believes  that  diffuse 

I idiopathic  alopecia  in  women  is  probably 
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FIGURE  2.  Twenty-two-year-old  female  with  se- 
vere facial  hirsutism;  no  evidence  of  elevated  17- 
ketosteroids. 


ness;  the  pathogenesis  of  both  conditions 
is  related  to  relative  higher  androgen  pro- 
duction. In  the  author’s  practice,  topical 
application  of  estrogen-corticosteroid  for- 
mulations are  helpful  in  reducing  the  ac- 
celerated hair  loss.  This  therapy  is  com- 
bined with  monthly  intramuscular  injec- 
tions of  estradiol  (Progynon)  2 mg.  per 
cubic  centimeter. 

Hirsutism 

Perloff  et  al .20  discussed  a series  of  45 
women  afflicted  with  hirsutism.  They 
compared  these  patients  with  16  normal 
women  as  to  clinical  and  laboratory  find- 
ings, particularly  the  twenty-four-hour 
urinary  output  of  deoxidized,  oxygenated, 
and  total  neutral  17-ketosteroids  (Fig.  2). 
In  7 patients  the  hirsutism  was  part  of  a 
surgically  verified  Stein-Leventhal  syn- 
drome, and  in  22  patients  it  was  associated 
with  irregularities  of  menstruation.  In 
16  patients  with  less  severe  hirsutism, 
there  was  no  alteration  of  the  regular 
menstrual  rhythm. 

Prednisone  in  a daily  dose  of  7.5  to 
15  mg.  reduced  the  total  neutral  17- 
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ketosteroids  excretion  to  normal  and  pro- 
duced a fair  to  good  relief  of  the  hirsutism. 
The  clinical  results  were  satisfactory. 
Physiologically,  the  corticoid  treatment 
fortified  the  belief  that  in  hirsutism  of  this 
type  the  ovarian  changes  are  secondary  to 
the  primary  changes  in  the  adrenals. 

Greenblatt  and  Mahesh21  have  indicated 
in  evaluation  of  hirsutism  that  the  im- 
portant factors  are  duration,  age  of  onset, 
and  areas  of  hypertrichosis,  as  well  as 
alterations  in  secondary  sex  characteristics, 
changes  in  menstrual  cycles,  and  influences 
of  repeated  psychic  trauma.  They  con- 
tinue to  elaborate  that  in  the  androgenic 
pool,  fractionation  studies  of  11-oxy- 
genated-17-ketosteroids  and  ll-deoxy-17- 
ketosteroids  before  and  after  adrenal  or 
adrenal  and  ovarian  suppression  are  con- 
sidered to  be  more  informative  than  urinary 
17-ketosteroids  per  se,  which  may  disclose 
little  as  to  ovarian  or  adrenal  origin  of  the 
androgens. 

In  conclusion,  these  authors  suggest 
that  a rise  in  urinary  17-ketosteroids  will 
as  a rule  result  from  ovarian  stimulation 
with  human  pituitary  (follicle-stimulating 
hormone)  while  the  adrenals  remain  sup- 
pressed; however,  this  will  not  follow  if 
the  adrenals  are  primarily  responsible. 
Also,  a frequent  cause  of  hirsutism  is 
mixed  ovarian  and  adrenal  dysfunction. 
Management  of  the  hirsute  woman  may 
remain  difficult  even  after  removal  of  a 
virilizing  adrenal  or  ovarian  neoplasm. 
When  this  is  the  case,  it  has  been  found 
that  if  the  possible  presence  of  a neoplasm 
is  ruled  out,  suppressive  doses  of  dexa- 
methasone  for  the  adrenal  androgens  and/ 
or  suppressive  doses  of  diethylstilbestrol 
for  ovarian  androgens  may  exert  a con- 
siderably modifying  influence. 

Postpartum  alopecia 

Lynfield22  examined  the  hair  roots  of  26 
white  women  during  and  after  normal  preg- 
nancies. A control  group  consisted  of  30 
healthy,  nonpregnant  white  women.  The 
method  used  in  studying  the  short  hair  was 
according  to  the  Van  Scott  and  Reinert- 
son  method,23  namely,  the  use  of  a surgical 
needle-holding  forceps  to  remove  approxi- 
mately 50  hairs  simultaneously  from  the 
temporal  scalp  about  1 inch  behind  the 


postocular  fold.  Fifty  additional  hairs 
are  pulled  from  a symmetrical  site.  The 
hairs  are  placed  in  a Petri  dish  containing 
water,  and  the  roots  are  examined  with  a 
dissecting  microscope.  As  a result  of  this 
study,  Lynfield  concludes  that  during 
pregnancy  the  conversion  of  hair  from  the 
anagen  to  the  telogen  phase  is  slowed  down. 
This  observable  change  may  account  for 
the  noticed  increase  in  percentage  of 
anagen  hairs.  However,  an  alternate  pos- 
sibility which  was  advanced  is  that  preg- 
nancy is  associated  with  a more  rapid 
shedding  of  telogen  hairs.  In  the  post- 
partum stage,  the  conversion  from  the 
anagen  to  the  telogen  phase  is  accelerated, 
accounting  for  the  marked  increase  in  the 
percentage  of  anagen  hairs.  The  altera- 
tions of  the  hair  cycle  by  pregnancy  are 
probably  related  to  the  changed  endocrine 
constellation.  It  is  interesting  to  note 
Sabouraud’s24  idea  that  hair  loss  begins 
suddenly  seventy  to  seventy-five  days 
after  childbirth  and  lasts  about  six  weeks. 
However,  in  Lynfield’s22  study,  the  time  of 
onset  and  duration  of  postpartum  hair 
loss  was  variable.  In  some  patients  it 
began  one  month  postpartum  and  con- 
tinued for  five  months.  The  acceleration 
of  hair  loss  after  delivery  may  occur  to  a 
minor  degree  in  most  women  and  frequently 
with  shorter,  and  occasionally  longer,  latent 
periods. 

Toxic  alopecia 

Toxic  alopecia  may  be  due  to  post- 
infectious  states  such  as  those  following 
malaria,  diphtheria,  influenza,  pneumonia, 
syphilis,  and  dysentery.  The  toxic  effect 
of  thallium  has  been  described  in  the 
literature.25  During  a two  and  one-half- 
year  period,  13  cases  of  slight  to  moderate 
alopecia  from  ingestion  of  thallium  were 
observed.  Involved  were  5 small  children 
who  had  eaten  a cake-crumb  rodent  killer. 
In  women,  there  were  6 cases  of  slight  to 
almost  complete  diffuse  alopecia.  There 
were  no  other  symptoms.  Diagnosis  was 
proved  in  all  cases  by  spectroscopic  ex- 
amination of  the  patients’  urine  for  thal- 
lium. Sources  of  the  noxious  substance 
were  unknown.  The  health  department 
suggested  three  possibilities:  (1)  bread 

made  with  contaminated  flour;  (2)  thal- 
lium dust  (insect  powder)  on  tops  of  cans 
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of  food;  and  (3)  contact  (skin  need  not 
be  broken)  with  professional  exterminators 
who  may  illegally  use  thallium  in  pesticides. 
There  was  hair  fall  one  to  four  months 
before  the  diagnosis  was  made  and  re- 
growth four  to  eight  weeks  after  the  first 
visit.  It  is  highly  probable  that  some  of 
the  patients  had  ingested  more  than  one 
small  dose  because  of  the  duration  of  the 
symptoms.  Thallium  poisoning  may  be 
more  common  than  realized,  especially  in 
warm  sections  of  the  country  where  insecti- 
cides are  more  commonly  used. 

Thorough  and  provocative  research  to 
single  out  a neutralizer  of  these  chemical 
effects  would  prove  very  fruitful  in  the 
treatment  of  alopecia  and  alopecia  areata. 
Foldes26  has  reported  attempts  to  reduce 
hair  loss  by  restricting  salt  intake  and  salt 
(sodium)  content  of  the  body  tissues.  He 
indicates  that  several  patients  with  per- 
sistent hair  fall  were  helped  when  they 
were  placed  on  a low-salt  diet  and  given 
oral  diuretics.  The  evaluation  of  the 
chlorothiazide  and  hydrochlorothiazide  di- 
uretics and  saluretics  should  be  assayed. 

Achor,  Winklemann,  and  Perry27  have 
reported  on  the  cutaneous  side-effects  from 
the  use  of  triparanol.  Side-effects  in  7 
patients  are  discussed.  Two  were  men 
with  clinical  ichthyosis,  alopecia,  and  loss 
of  hair  color.  Five  women  had  pronounced 
loss  of  scalp  hair;  2 of  these  had  some  loss 
of  body  hair.  Six  of  the  7 patients  were 
receiving  500  or  1,000  mg.  triparanol  daily 
when  effects  were  noted;  1 patient  was 
only  taking  250  mg.  of  triparanol  daily. 
Close  patient  observation  was  advised  if 
more  than  250  mg.  per  day  is  given.  The 
authors  suggest  that,  in  susceptible  per- 
sons, cutaneous  changes  are  noted  because 
the  epidermis  is  an  important  location  for 
the  synthesis  of  cholesterol  and  is  thereby 
affected  by  triparanol  which  prevents 
“formation  of  the  natural  substance  re- 
quired for  production  of  normal  epithe- 
lium.” This  preparation  has  been  with- 
drawn from  the  commercial  market. 

Technics  of  treatment 

Recently  the  use  of  surgical  methods  for 
the  treatment  of  male  pattern  baldness  has 
been  proposed  by  Wegner28  of  Munich  and 
Humplik29  of  Vienna.  The  operation  is 
designated  an  epicraniotomy  and  is  an 


attempt  to  release  a fibrous  band  in  the 
subcutaneous  tissues  of  the  scalp  which 
they  believe  diminishes  the  circulation, 
therefore  impairing  the  nutrition  of  the 
hair  papilla  and  subsequently  inhibiting 
hair  growth.  An  operation  is  performed 
by  making  an  incision  across  the  forehead 
at  the  existing  furrow  or  cleavage,  thus 
presumably  leaving  no  perceptible  post- 
operative scar.  Alternative  method  in- 
volves incisions  made  in  the  supraorbital 
surfaces.  The  object  is  to  free  the  at- 
tachments of  the  frontalis  and  occipital 
muscle  from  the  galea  aponeurotica, 
thereby  releasing  the  muscular  tension, 
reducing  the  constriction  of  the  vasculature, 
and  permitting  an  improved  circulation  of 
blood  flow  on  which  the  hair  growth  de- 
pends so  vitally.  Feit  has  modified  this 
operation  by  creating  the  incisions  in  the 
occipital  and  parietal  areas  by  means  of  a 
specially  devised  instrument,  and  with  this 
newer  technic  he  is  able  to  demonstrate  a 
more  satisfactory  result.30  Feit  and  Lu- 
bowe30  have  described  a new  surgical  ap- 
proach, a redistribution  flap  in  combination 
with  a galeaplasty,  as  previously  described. 
Linear  areas  of  skin  containing  all  the 
pilosebaceous  hair  appendages  and  the 
circulatory  adjunct  are  redistributed  from 
the  temporal  area  to  the  frontoparietal 
area.  These  flaps  contain  anywhere  from 
500  to  1,000  hairs.  The  recipient  area  is 
selected  and  surgically  designed  so  that 
the  redistributed  donor  flap  will  fit  into 
the  place  exactly.  The  full-thickness  flap 
is  then  surgically  rotated  from  its  original 
site  intact  and  gently  eased  onto  the  pre- 
viously prepared  recipient  site.  Sutures 
are  used  to  approximate  the  donor  site,  and 
the  redistribution  flap  is  fixed  in  the  new 
area  by  4-0  nylon  sutures.  Following  this 
procedure  the  operative  area  is  loosely 
bandaged  and  covered  with  polyethylene  or 
Lycra  cap  (Fig.  3). 

There  is  no  loss  of  hair  observed  during 
or  following  this  technic  as  there  is  follow- 
ing the  hair  transplant  procedure.  This 
favorable  response  is  due  to  the  transport 
of  the  original  arteriovenous  blood  supply. 
This  surgical  technic  is  preceded  by  a 
modified  galeaplasty,  which  is  performed 
by  loosening  the  galea  aponeurosis  from 
many  of  its  attachments.  This  procedure 
is  instituted  so  that  the  scalp  tissues  can 
be  loosened  and  subsequently  stimulate 
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FIGURE  3.  Forty-five-year-old  male:  (A)  demonstrating  advanced  male  pattern  baldness  type  of  alopecia 
before  surgery;  and  (B)  demonstrating  significant  regrowth  of  hair  as  result  of  redistribution  graft  per- 
formed by  Dr.  Feit. 


new  and  increased  circulation  to  bring 
cellular  nutrition  to  the  newly  transplanted 
hair  follicles,  thus  maintaining  normal 
cellular  metabolism. 

Orentreich31  has  successfully  demon- 
strated the  transplant  of  hair  from  the 
occipital  area  to  the  frontoparietal  area  of 
the  scalp  in  male  pattern  alopecia  patients 
by  the  use  of  punch  transplants.  Hair 
transplants,  made  with  a 3-mm.  biopsy 
punch,  are  transferred  from  the  rear  to  the 
front  of  the  scalp.  Each  transplant  con- 
tains from  5 to  15  hairs.  Lidocaine  hydro- 
chloride with  epinephrine  is  employed  for 
this  process  as  full-thickness  plugs  are  re- 
moved from  the  front  of  the  scalp  and  dis- 
carded, following  which  the  punched-out 
areas  from  the  back  of  the  scalp  are  trans- 
ferred to  these  originally  denuded  areas. 
The  newly  transplanted  hair  is  lost  after 
the  first  few  months,  then  hair  regrowth 
takes  place.  Usually  the  resulting  hair 
growth  is  permanent,  indicating  that  hairs 
in  certain  locations  of  the  scalp  have  the 
faculty  of  growing  permanently  regardless 
of  where  they  are  situated.  These  hairs 
continue  to  grow,  and,  after  one  to  two 
years,  the  hairs  are  long  enough  to  cover 
the  bald  areas.  This  procedure  is  a cos- 
metic one,  and  it  is  time-consuming;  it  is  a 
measure  that  is  advised  for  patients  who 


have  developed  an  anxiety  neurosis  be- 
cause of  their  baldness,  and  they  must  be 
motivated  to  undergo  this  procedure. 

Ayres32  in  a recent  article  describes 
favorable  results  with  the  modified  Oren- 
treich technic  in  a series  of  53  patients. 
Many  before-and-after  photographs  il- 
lustrate this  article.  Fifteen  or  20  grafts 
are  performed  at  one  session.  To  correct 
extensive  male  pattern  baldness,  300  to  500 
grafts  are  necessary. 

Griboff33  offers  treatment  of  various 
types  of  alopecia  with  a new  therapeutic 
agent,  dichlorisone  (9-alpha,  11-beta  di- 
chloro-1,  4-pregnadiene-17  alpha,  21-diol-3, 
20-dione-21  acetate).  He  reports  signifi- 
cant success  in  growth  of  hair  in  3 patients 
with  alopecia  universalis,  1 patient  with 
alopecia  areata,  and  3 males  with  diffuse 
thinning  of  the  scalp  hair  of  unknown 
etiology,  as  well  as  2 females  with  thinning 
of  the  hair  in  alopecia  areata.  He  pro- 
poses that  he  is  unsuccessful  in  reproducing 
scalp  hair  in  males  with  horseshoe  male 
pattern  type  of  baldness  (monk  distribu- 
tion). In  his  publication  he  states  that 
with  a dose  of  300  mg.  there  was  increased 
appetite  and  weight  gain  together  with  a 
sense  of  well-being.  There  was  also  ap- 
parent lack  of  systemic  glucocorticosteroid 
activity  at  low  oral  doses.  He  therefore 
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suggests  that  dichlorisone  may  be  of  value 
in  maintaining  patients  on  long-term  or 
lifelong  therapy  provided  that  clinically 
significant  adrenal  suspension  is  not  pro- 
duced. 

Lubowe34  conducted  recent  clinical  trials 
in  a series  of  30  patients  with  male  pattern 
baldness  in  which  he  used  an  improved 
product,  namely  the  16  alpha-methyl 
dichlorisone,  10  mg.  three  to  four  times  a 
day.  The  patients  were  followed  for  a 
period  of  from  six  to  eight  months.  There 
was  no  startling  reduction  in  hair  fall  in 
the  patient  with  male  pattern  baldness. 
However,  satisfactory  response  was  seen 
in  5 patients  with  alopecia  areata.  These 
patients  were  previously  given  dexametha- 
sone  and  betamethasone.  However,  we 
feel  that  there  was  no  major  difference  in 
untoward  reactions  with  the  comparative 
use  of  these  corticosteroids.  The  main 
effects  observed  were  increased  weight, 
production  of  petechiae,  and  thinning  of 
subcutaneous  tissue. 

Papa  and  Kligman35  have  reported  their 
unusual  results  of  the  effects  of  testosterone 
proprionate  ointment  1 per  cent  on  scalp 
hair  growth  when  applied  topically  to  the 
scalps  of  21  men  who  were  either  institu- 
tionalized or  under  strict  supervision.  The 
age  distribution  was  twenty  to  seventy- 
eight  years  and  the  duration  of  baldness 
one  to  thirty  years.  A positive  response 
to  testosterone  proprionate  was  the  ap- 
pearance of  longer,  stouter  terminal  hairs 
in  an  area  which  contained  none  or  lanugo 
hairs.  In  a control  group  of  20  patients 
treated  with  placebo  ointment  for  the  same 
period  of  time,  no  hair  regrowth  was  dem- 
onstrated. The  authors  judge  that  per- 
haps 10  to  15  per  cent  of  the  original  follicu- 
lar population  was  stimulated.  They  also 
state  that  regrowth  of  hair  progressed  in 
the  reverse  order  of  loss,  that  is,  greater 
response  was  observed  in  the  parietal  and 
occipital  area.  There  was  no  return  of 
early  pigmentation  in  white-haired  pa- 
tients. In  no  patient  was  there  “a  restora- 
tion of  thick,  luxuriant  pelage  which  wiped 
out  the  impression  of  baldness.”35 

During  the  study  there  was  no  evidence 
of  salt  retention,  prostate  hypertrophy,  or 
return  of  axillary  and  pubic  hair  in  older 
individuals.  Histologic  studies  demon- 
strated increase  in  the  size  and  number  of 
the  fibroblasts  and  a greater  amount  of 


mucopolysaccharide  ground  substance. 
The  senescent,  thin  epidermis  became 
firmer.  Papa  and  Kligman35  finally  con- 
jecture that  the  probable  effect  reflects 
a pharmacologic  rather  than  a hormonal 
effect  by  overcoming  the  opposing  tendency 
of  the  circulatory  androgens  to  incite  hair 
loss.  Finally  the  investigators  state  that 
treatment  with  testosterone  proprionate 
may  be  more  useful  in  arresting  the  early 
stages  of  male  pattern  baldness  than  in 
restoring  a limited  hair  growth  in  the  later 
stages. 

If  their  conjecture  is  correct,  then  other 
anabolic  protein-building  compounds  like 
nandrolone  phenpropionate  should  be  just 
as  effective  without  possibly  the  unde- 
sirable testosterone  effect  systemically. 

In  an  editorial  appearing  in  the  same 
issue  as  Papa  and  Kligman’s  article,  the 
editor  writes:  “Although  no  side-effects 

were  noted,  relatively  few  subjects  par- 
ticipated in  the  study.  All  were  men,  and 
treatment  was  limited  to  one  year  at  the 
most.  Until  more  exhaustive  clinical  ex- 
perience is  obtained  . . . the  potent  capa- 
bilities of  testosterone  . . . should  deter 
most  physicians  from  adding  the  tes- 
tosterone cream  to  their  armamen- 
tarium.”36 

In  a series  of  over  500  office  patients 
studied  for  evaluation  under  the  author’s 
supervision,  using  testosterone  propionate 
1 per  cent  in  an  alcohol  propylene  glycol 
solution  for  a period  of  four  and  a half 
months,  no  adverse  or  untoward  effects 
have  been  noted.  The  effect  of  the  andro- 
gen solution  should  be  conscientiously  ex- 
plored only  in  male  pattern  baldness  pa- 
tients under  careful  medical  supervision. 
A 2 per  cent  concentration  may  produce 
enhanced  effect. 


Summary 

Since  the  significance  of  hair  has  made  it 
almost  tantamount  today  to  a sex  symbol, 
dermatologists  and  other  related  scientists 
have  increased  the  tempo  of  research  in  the 
field  of  diseases  of  hair  and  scalp.  An- 
other contributing  stimulus  to  increased 
experimental  exploration  in  this  field  is  the 
growing  incidence  of  alopecia  in  the  female 
who  was  formerly  thought  to  be  immune 
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to  this  male  malady.  Types  of  treatment 
are  discussed. 

667  Madison  Avenue 
New  York  City  10021 
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Jerome  A.  Hilger,  M.D.,  writing  in  a recent 
issue  of  Minnesota  Medicine,  notes  that  there 
is  sound  evidence  from  numerous  sources  that 
resolution  of  the  abnormality  can  be  expedited 
with  skilled  microsurgical  decompression  of  the 
nerve  from  the  middle  ear  to  the  stylomastoid 
exit.  This  procedure  is  strongly  urged  when 
nerve  excitability  is  absent  after  two  weeks  of 
observation  and  adequate  medical  management 
during  the  same  period.  Long  delay  may  re- 
sult in  partial  or  total  replacement  of  the  dis- 
integrated fibers  by  fibrous  tissue.  Absence  of 
the  electrical  response  at  the  first  nerve  excit- 
ability test  indicates  a poor  prognosis  for  full 
recovery.  It  means  that  the  axis  cylinders  are 
already  disrupted.  Where  complete  degenera- 
tion has  taken  place,  full  recovery  is  out  of  the 
question.  Such  patients  constitute  a select  and 
tragic  classification  with  a uniformly  poor  out- 
look. 
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Editor’s  Note.  This  work  was  done  and  reported  by  a sixteen-year-old  senior 
in  high  school.  He  became  interested  in  the  subject  of  electronarcosis  after  reading 
a newspaper  article  and  followed  through  on  his  own  at  his  own  expense.  He  per- 
sonally purchased  the  parts  and  built  and  checked  out  the  current  generator,  even  mak- 
ing minor  corrections  in  the  circuit.  The  quality  of  this  work  speaks  for  the  origi- 
nality of  his  efforts,  the  effectiveness  of  his  technics,  and  the  accuracy  of  his  observations. 


Electronarcosis 
in  the  Guinea  Pig 


electronarcosis,  or  electrical  anesthesia, 
as  demonstrated  in  the  guinea  pig  and  other 
animals,  has  several  advantages.  It  acts 
directly  on  the  nervous  system  and  not  on 
other  organ  systems  of  the  body;  the  apparatus 
may  be  developed  to  a small  size  for  field  use 
in  military  or  other  emergency  situations; 
recovery  is  rapid  with  few  aftereffects;  and  it 
does  not  present  explosion  or  fire  hazard. 
However,  its  effects  are  not  all  known,  and 
problems  of  maintaining  an  adequate  airway 
exist.  Also  salivation  may  be  excessive,  re- 
quiring larger  doses  of  parasympatholytic 
drugs.  The  procedure  is  described.  Anes- 
thesia was  produced,  not  paralysis. 


RICHARD  J.  SHAW* 
Jamaica,  New  York 


Electronarcosis,  or  electrical  anesthesia, 
is  one  of  the  newest  procedures  in  medicine 
today.  Nevertheless,  unsuccessful  at- 
tempts have  been  plentiful  for  many  years. 
It  was  known  that  the  passage  of  an  elec- 
tric current  through  the  brain  could  cause 
sleep  as  well  as  convulsions.  However, 
such  a critical  dividing  line  existed  between 
the  two  that  safe,  practical  electronarcosis 
was  not  deemed  feasible  until  recently. 

It  was  only  a few  years  ago  that  Russian 
research  workers  obtained  anesthesia  in 
animals  by  using  a combination  of  direct 
and  alternating  currents.1  This  work  has 
been  duplicated  by  Smith  'et  al.2’3  at  the 
University  of  Georgia.  In  1956  Knutson, 
Tichy,  and  Reitman4  and  in  1960  Hardy, 
Fabian,  and  Turner5  reported  successful 
anesthesia  in  human  beings  using  700-cycle 
currents.  The  dog  has  been  used  most 
commonly  as  a laboratory  subject.6  Ap- 
plication in  smaller  animals  like  the  guinea 
pig  would  simplify  future  studies.  The 
following  report  is  on  electronarcosis  in  the 
guinea  pig,  and  this  procedure  may  provide 
a useful  tool  for  further  study. 

Development  of  technic 

The  development  and  refinement  of  the 
apparatus  and  technic  was  achieved  em- 
pirically. Some  of  the  reports  on  work 

* Presently  attending  Yale  College,  New  Haven,  Conn. 


with  dogs  were  helpful.  However,  since 
electronarcosis  in  animals  as  small  as  the 
guinea  pig  had  not  been  reported,  many 
problems  were  entirely  new. 

Characteristics  of  the  electrical 
current.  A combination  of  direct  and 
pulsating-direct  current  has  been  used  by 
Anan’ev1  and  by  Smith  et  a/.2-3;  it  is  the 
type  used  in  the  present  study.  The 
current  generator  was  constructed  by  the 
author  according  to  the  specifications  given 
by  Goodwin2  (Fig.  1).  It  furnished  a di- 
rect current  component  of  from  0 to  15 
ma.  and  a pulsating  direct  current  of  0 to 
25  ma.  The  duration  of  the  pulse  can  be 
changed  independently  of  the  repetition 
rate  which  can  be  varied  from  30  to  130 
pulses  per  second.  Oscilloscopic  analysis 
showed  the  “square”  wave  to  be  rather 
clean  with  little  overshoot  (Fig.  2).  The 
duration  of  the  pulse  used  was  5 milli- 
seconds with  a pause  of  5 milliseconds. 
This  is  considerably  longer  than  the  2- 
millisecond  pulse  used  by  Smith  et  al .2-3'6 
In  addition  there  was  a small  60-cycle 
harmonic  distortion  of  the  entire  pattern. 
The  generator  delivered  10.7  volts  of 
negative  direct  current. 

For  an  adult  guinea  pig  weighing  be- 
tween 1,500  and  2,000  Gm.,  an  adequate 
current  was  established  at  approximately  7 
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FIGURE  1.  Physical  appearance  of  current  gener- 
ator. 

nia.  of  negative  direct  current  plus  12  to  15 
ma.  of  pulsating  negative  direct  current  at 
a frequency  of  100  cycles  per  second. 
This  last  current  value  is  an  average  of  the 
current  flowing  during  the  pulse  and  pause 
periods. 

electrode  placement.  Finding  ade- 
quate electrode  sites  for  the  guinea  pig 
presents  several  problems.  The  electrode 
should  not  be  reduced  beyond  a certain 
point,  because  the  current,  when  applied 
to  too  small  an  area  of  the  skin,  will  pro- 
duce burns.  Therefore,  a reasonably  large 
electrode  surface  is  required.  In  an  animal 
as  small  as  the  guinea  pig,  this  rules  out 
small  areas  of  the  head  as  electrode  sites. 
For  example,  in  dogs  one  electrode  is 
sometimes  placed  against  the  roof  of  the 
mouth.2  In  a guinea  pig,  a sufficiently 
large  electrode  within  the  mouth  might 
block  the  airway. 

Another  consideration  is  the  internal 
anatomy  of  the  skull.  Electricity  passing 
from  one  electrode  to  another  should  pass 
through  as  much  of  the  brain  mass  as 
possible.  To  estimate  the  path  of  the 
current  through  the  brain,  roentgenograms 
were  taken  of  the  guinea  pig  head,  showing 
location  of  the  brain  cavity  with  respect  to 
external  landmarks.  Because  of  the  flat- 
ness of  the  guinea  pig  skull,  placing  the 
electrodes  in  a brow-to-occiput  arrangement 
does  not  allow  the  current  to  flow  through 
much  of  the  brain  (Fig.  3A).  The  best 
electrode  locations  for  the  guinea  pig  have 
been  established  as  the  two  temples. 
From  this  position  the  electric  current 
will  be  concentrated  in  the  major  part  of 
the  brain  (Fig.  3B).  Figure  4 shows 
the  location  of  an  electrode  with  reference 
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10  ms. 

FIGURE  2.  Characteristics  of  pulse-wave  form 
drawn  from  oscilloscope.  Square  wave  rather  clean 
with  little  overshoot  at  frequency  used.  At  100  cy- 
cles per  second,  each  cycle  lasts  10  milliseconds. 

to  the  external  anatomy  of  the  head. 
The  electrodes  must  be  properly  located  be- 
tween the  sensitive  ear  linings  and  the  eye 
on  each  side  to  prevent  burns  and  irrita- 
tion. 

Electrode  construction.  Of  the 
many  types  of  electrodes  tried,  silver  disk 
electrodes  were  found  to  be  the  most 
suitable.  A small  pad  of  absorbent  cotton 
was  sewn  to  each  electrode  through  ap- 
propriate holes  (Fig.  5).  The  hair  over 
the  electrode  site  was  clipped,  the  cotton 
was  dampened  with  saturated  sodium 
chloride  solution,  and  the  electrodes  were 
taped  in  place  by  a circumferential  band 
of  adhesive  tape  or  Band-Aid  clear  tape 
around  the  head  (Fig.  6).  With  this  ar- 
rangement, ion  migration  and  burns  were 
avoided. 

Restraint.  During  electronarcosis  the 
animals  were  restrained  in  a plastic  box 
slightly  larger  than  the  animal.  The 
head  protruded  through  a hole  in  the  end  of 
the  box.  Openings  in  the  side  of  the  box 
allowed  access  for  surgery  or  testing.  A 
piece  of  cord  looped  through  the  band  of 
tape  was  tied  through  two  holes  in  the  wood 
platform.  A small  block  of  wood  was  often 
placed  beneath  the  lower  jaw  as  a support 
( Figs.  4 and  6). 

Premedication.  The  most  troublesome 
complication  during  electronarcosis  was 
salivation  probably  due  to  direct  electrical 
stimulation  of  the  salivary  glands.  Early 
experiments  had  to  be  stopped  before 
electronarcosis  was  attained  because  ex- 
treme salivation  caused  respiratory  ob- 
struction. Atropine  sulphate  premedica- 
tion was  used  to  remedy  this  situation. 
The  proper  dose  was  found  to  be  20  micro- 
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FIGURE  3.  Tracings  of  roentgenograms  of  guinea  pig  skull  showing  location  of  brain  in  relation  to  elec- 
trodes and  path  of  electric  current  in  (A)  brow-to-occiput  placement,  and  (B)  bitemporal  placement. 


FIGURE  4.  Placement  of  electrodes  in  relation  to 
surface  anatomy;  sensitive  ear  linings  and  eyes 
must  be  avoided. 


FIGURE  5.  Details  of  electrode  construction: 
Silver  approximately  1-mm.  thick;  copper  wire 
terminal  soldered  to  silver;  and  absorbent  cotton 
held  in  place  by  thread  passed  through  holes. 

grams  per  kilogram  of  body  weight  re- 
gardless of  age. 
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FIGURE  6.  Guinea  pig  in  restraint  prior  to  electro- 
narcosis. Electrodes  held  in  place  by  band  of  ad- 
hesive tape,  and  wood  block  supports  lower  jaw. 


Operative  procedure.  Several  opera- 
tions were  performed  on  guinea  pigs  under 
electrical  anesthesia.  The  description  of  a 
typical  operation  follows. 

A male  guinea  pig  weighing  1 Kg.  was 
given  20  micrograms  of  atropine  sulphate 
subcutaneously.  Forty-five  minutes  later 
electronarcosis  was  induced  within  fifteen 
minutes  without  excessive  salivation.  At 
first,  direct  electric  current  was  introduced, 
and  then  pulsatile  current  was  gradually 
added.  There  was  no  interference  with 
respiration  by  secretions  in  the  nose  or 
mouth.  Skin  analgesia  as  tested  with  a 
hemostat  was  present.  Fibrillation  of  the 
facial  muscles  frequently  occurred.  It  did 
not  appear  to  be  harmful  and  was  probably 
due  to  direct  electric  stimulation.  A 
minor  operation,  consisting  of  a 1-inch 
skin  incision  on  the  outer  side  of  the  thigh, 
was  performed.  The  incision  was  then 
sutured  with  sterile  technic.  The  entire 
operation  was  tolerated  without  expression 
of  pain  or  movement  by  the  guinea  pig. 
The  final  currents,  which  produced  the 
best  analgesia,  were  7 ma.  direct  current 
plus  15  ma.  pulsating  current  at  a fre- 
quency of  106  per  second.  When  the  cur- 
rent was  turned  off,  the  subject  immediately 
recovered  movement,  and  analgesia  dis- 
appeared. The  subject  ate  heartily  soon 
afterward  and  did  not  seem  to  have  any 
ill  effects.  Electronarcosis  was  completely 
effective  in  providing  analgesia  for  minor 
surgery. 

Similar  procedures  were  performed  a 
total  of  six  times  on  3 guinea  pigs.  In 
addition,  electronarcosis  was  produced  five 
times  in  guinea  pigs  without  performing 


open  surgery.  In  these  latter  instances, 
anesthesia  was  tested  by  hemostat  clamping 
of  the  abdominal  wall.  There  were  no 
instances  of  convulsions  or  death  in  this 
series. 

Anesthesia  or  paralysis 

One  important  question  requires  an  an- 
swer. Does  the  electric  current  cause 
electronarcosis  (anesthesia)  or  electrical 
curarization  (conscious  paralysis)?  Under 
the  latter,  an  animal  might  feel  pain  but  be 
unable  to  respond  to  it.  The  following 
evidence  indicates  anesthesia  was  produced 
and  not  paralysis. 

1.  The  animals  maintained  the  ability 
to  move  their  legs  throughout  the  proce- 
dures but  did  not  kick  violently  or  with- 
draw at  any  stage  of  the  operations. 

2.  While  being  readied  for  subsequent 
tests,  the  animals  did  not  avoid  the  ap- 
paratus as  they  might  if  they  associated  it 
with  pain. 

3.  The  animals  ate  heartily  immediately 
after  undergoing  the  application  of  current. 

4.  Other  investigators  working  with 
dogs  observed  no  drastic  changes  in  blood 
pressure,  respiratory  rate,  or  other  body 
functions  that  might  indicate  pain.2’7 

Advantages  and  disadvantages 
of  electronarcosis 

One  of  the  advantages  of  electronarcosis 
is  the  fact  that  it  acts  directly  on  the 
nervous  system  and  not  directly  on  the 
other  organ  systems  of  the  body.  In  this 
respect,  general  chemical  anesthesia  af- 
fects all  cells  of  the  body,  causing  a de- 
pression of  cellular  functions.  More- 
over, the  apparatus  for  electronarcosis  may 
be  developed  to  a small  size  for  field  use  in 
military  or  other  emergency  situations. 
Another  great  advantage  is  that  recovery 
is  rapid,  with  few  aftereffects,  thus  de- 
creasing postanesthetic  care.  In  addi- 
tion, electronarcosis  does  not  present  any 
explosion  or  fire  hazard  as  do  many  gases 
presently  in  use. 

The  disadvantages  of  electronarcosis  in- 
clude several  important  considerations. 
Electronarcosis  is  so  new  that  all  its  effects 
are  not  known,  and  much  more  study  is 
necessary  in  this  area.  As  in  chemical 
general  anesthesia,  the  problems  of  main- 


1332  New  York  State  Journal  of  Medicine  / June  1,  1966 


taining  an  adequate  airway  still  exist. 
Salivation  may  be  excessive  with  elec- 
tronarcosis, and  larger  doses  of  parasym- 
patholytic drugs  are  necessary  to  prevent 
this.  Presently  available  electronic  moni- 
toring devices  cannot  be  used  during 
electronarcosis  because  of  interference  from 
the  applied  current,  although  Gowing, 
Underwood,  and  Haugen8  reported  a solu- 
tion for  electrocardiography. 

Summary 

1.  It  is  possible  to  produce  electro- 
narcosis in  the  guinea  pig  which  will  allow 
surgical  procedures.  A successful  method 
is  described. 

2.  It  is  hoped  that  this  may  provide  a 
useful  tool  in  the  study  of  electronarcosis 
and  its  effects. 

3.  Salivation  is  a major  problem,  caus- 
ing respiratory  obstruction  in  the  absence 
of  premedication.  An  adequate  premedi- 


Steroids  in 
pulmonary  tuberculosis 


During  this  double-blind  study,  reported  in  a 
recent  issue  of  the  American  Review  of  Respira- 
tory Diseases  by  J.  R.  Johnson,  M.D.,  et  al., 
patients  with  previously  untreated  cavitary 
pulmonary  tuberculosis  in  whom  steroids  were 
not  contraindicated  were  given  100  mg.  of 
isoniazid  plus  4 Gm.  of  sodium  para-amino- 
salicylic acid  three  times  a day  and  either 
placebo  (50  patients)  or  methylprednisolone 
(Medrol)  (52  patients)  for  twelve  weeks.  The 
patients  given  methylprednisolone  received  4 
mg.  four  times  a day  for  the  first  ten  weeks,  and 
then  the  daily  dose  was  reduced  by  4 mg.  every 
four  days  over  twelve  days,  so  that  adjunctive 
treatment  was  completed  by  twelve  weeks; 
antituberculosis  treatment  was  continued.  It 
was  found  that  the  corticosteroid  therapy  had 
the  following  advantages  over  placebo;  more 
rapid  roentgenographic  and  clinical  improve- 
ment, greater  elimination  of  cavities,  and  fewer 
respiratory  sequelae  or  relapses  of  tuberculosis 


cant  dose  of  atropine  sulphate  is  20  micro- 
grams per  kilogram  of  body  weight  in 
guinea  pigs. 

4.  Recovery  from  electronarcosis  is  im- 
mediate in  the  guinea  pig. 
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on  five-year  follow-up.  Complications  of  corti- 
costeroid therapy  were  negligible  except  for 
increased  hypersensitivity  reactions,  none  of 
which  were  of  major  significance.  Results  ob- 
tained during  this  study  and  seven  other  con- 
trolled studies  indicated  that  corticosteroids 
are  worthwhile  as  adjuncts  to  the  chemotherapy 
prescribed  for  seriously  ill  patients  with  ex- 
tensive pulmonary  tuberculosis. 

On  the  basis  of  findings  during  the  eight  con- 
trolled studies,  the  authors  would  recommend 
the  following  regimen  as  adjunctive  therapy  in 
the  treatment  of  pulmonary  tuberculosis  in  the 
very  ill  patient  and  in  the  patient  with  extensive 
lung  involvement;  24  mg.  of  methylprednisolone 
(30  mg.  of  prednisolone)  daily  in  divided  doses 
for  one  month,  quickly  tapered  to  16  mg.  per 
day  for  a period  of  one  to  three  months.  When 
clinical  and  roentgenographic  improvement  has 
reached  its  maximum,  the  corticosteroid  should 
be  withdrawn  gradually  over  a period  of  thirty 
days.  Patients  must  be  observed  carefully  for 
the  following:  glycosuria,  hypertension,  peptic 
ulcer,  and  secondary  infection.  Used  in  this 
way,  corticosteroids  may  be  employed  safely 
and  with  benefit  as  part  of  the  routine  treatment 
of  pulmonary  tuberculosis. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
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New  York  City 
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WILLIAM  B.  OBER,  M.D. 

Discussed  by  ARTHUR  GOLDBERG,  M.D.,  and 
JOHN  KWITTKEN,  M.D. 


Low-Grade  Fever,  Severe 
Back  Pain,  and  Complete 
Heart  Block  in  Young  Woman 


Case  history 

Luigi  Negri,  M.D.:  A forty-year-old 

Negro  female  was  admitted  to  Knicker- 
bocker Hospital  on  August  25,  1965,  be- 
cause of  severe  back  pain  of  two  weeks  dura- 
tion. She  had  been  admitted  to  Knicker- 
bocker Hospital  for  the  first  time  in  March, 
1958,  because  of  a small,  firm,  painless  mass 
over  the  medial  aspect  of  the  right  foot. 
The  patient  had  noticed  this  mass  for  the 
first  time  some  seven  years  earlier,  and  dur- 
ing a period  of  time  it  had  grown  to  the  size 
of  a pea.  In  March,  1958,  the  urinalysis 
gave  negative  findings;  the  hemoglobin  was 
10.9  Gm.  per  100  ml.;  and  the  white  cell 
count  was  5,300  with  60  per  cent  polymor- 
phonuclear leukocytes,  35  per  cent  lympho- 
cytes, 4 per  cent  eosinophils,  and  1 per  cent 
monocytes.  A chest  x-ray  film  showed  no 
abnormal  findings.  The  mass  was  ex- 
cised, and  subsequent  examination  of  the 
microscopic  sections  left  considerable  doubt 
as  to  its  exact  nature.  Four  pathologists 
were  consulted,  and  three  different  possible 
diagnoses  were  elicited:  (1)  cellular  blue 

nevus;  (2)  melanosarcoma;  and  (3)  ma- 
lignant neurilemmoma  (malignant  schwan- 
noma). The  patient  was  discharged  six 
days  after  admission. 

In  February,  1959,  the  patient  again  was 
admitted  to  the  hospital  because  of  nausea, 
vomiting,  and  epigastric  pain  of  three  weeks 
duration.  The  physical  examination  was 
noncontributory.  Urinalysis  showed  a spe- 
cific gravity  of  1.022  with  very  faint  traces 


of  albumin,  no  sugar,  3 plus  acetone,  and 
occasional  white  cells.  Hemoglobin  esti- 
mation was  12.7  Gm.  per  100  ml.;  white 
cell  count  was  11,600  with  71  per  cent  poly- 
morphonuclear leukocytes,  20  per  cent 
lymphocytes,  5 per  cent  eosinophils,  and 
4 per  cent  monocytes.  Sedimentation  rate 
was  54  mm.  per  hour.  A sickle-cell  prepa- 
ration gave  negative  findings,  and  pro- 
thrombin time  was  14.6  seconds  with  a con- 
trol of  12  seconds.  An  examination  of  the 
feces  for  blood  showed  negative  results. 
The  nonprotein  nitrogen  determination  was 
37  mg.,  creatinine  1.65  mg.,  total  choles- 
terol 171  mg.,  and  serum  proteins  5.9  Gm. 
with  3.6  Gm.  of  albumin  and  2.3  Gm.  of 
globulin,  per  100  ml.  Serum  amylase  was 
52  units;  alkaline  phosphatase  was  6.4 
Bodansky  units.  A sulfobromophthalein 
sodium  ( Bromsulphalein)  test  showed  no 
retention  of  dye  after  thirty  minutes.  A 
gastrointestinal  series  showed  the  presence 
of  a large  ulcer  on  the  lesser  curvature  of 
the  stomach.  The  patient  was  discharged 
two  weeks  after  admission;  she  was  placed 
on  a bland  diet  with  prescribed  antacids, 
propantheline  bromide  (Pro-Banthine),  and 
prochlorperazine  (Compazine). 

The  patient’s  condition  improved  moder- 
ately on  this  regimen,  but  a gastrointestinal 
series  done  two  months  later  showed  no 
demonstrable  change  when  compared  with 
the  previous  one.  For  this  reason,  she  was 
readmitted  in  June,  1959,  and  a subtotal 
gastrectomy  was  performed.  For  techni- 
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cal  reasons,  a splenectomy  was  also  per- 
formed. During  this  hospital  admission, 
the  patient’s  hemoglobin  ranged  between  12 
Gm.  and  9.3  Gm.  per  100  ml.  The  white 
cell  count  on  admission  was  6,600  with  61 
per  cent  polymorphonuclear  leukocytes,  23 
per  cent  lymphocytes,  15  per  cent  eosino- 
phils, and  1 per  cent  monocytes.  Subse- 
quently, the  eosinophil  count  fell  to  8 per 
cent  and  then  to  3 per  cent  without  any 
significant  change  in  the  white  cell  count  of 
other  cellular  proportions.  Other  labora- 
tory examinations  at  this  time  were  within 
normal  limits.  Gross  and  microscopic  ex- 
amination of  the  surgical  specimen  con- 
firmed the  clinical  diagnosis  of  benign  gas- 
tric ulcer  of  the  lesser  curvature.  The  pa- 
tient received  2 units  of  whole  blood  after 
surgery,  and  she  was  discharged  as  cured 
five  weeks  after  admission. 

The  patient  remained  well  until  May, 
1965,  when  she  began  to  complain  of  back 
pain  without  any  particular  radiation.  The 
pain  became  slowly  but  progressively  worse, 
and  it  was  localized  to  the  low  thoracic 
spine,  deep-seated  in  character,  aggravated 
by  movement,  and  accompanied  by  ano- 
rexia and  weight  loss.  By  the  end  of 
August,  the  patient  was  unable  to  walk  or 
stand,  and  she  was  referred  to  Knicker- 
bocker Hospital  by  her  private  physician. 
At  this  time  she  denied  a history  of  trauma, 
alcoholism,  heavy  smoking,  hypertension, 
diabetes  mellitus,  tuberculosis,  exertional 
dyspnea,  angina,  edema,  chronic  cough,  and 
so  on.  Family  history  also  was  unremark- 
able. 

Physical  examination  revealed  a well- 
developed,  fairly  well-nouiished,  Negro 
woman  in  severe  distress,  although  she 
was  very  alert  and  cooperative.  The  blood 
pressure  was  140/85  mm.  of  Hg,  pulse  86 
and  regular,  respirations  10,  and  tempera- 
ture 99.6  F.  Even  slow  movements  in  bed 
exacerbated  the  back  pain,  and  physical 
examination  could  only  be  performed  with 
great  difficulty.  Apart  from  a soft  Grade 
I apical  systolic  murmur,  no  abnormal 
physical  findings  were  detected  on  examina- 
tion of  the  chest.  The  thyroid  gland  was 
soft  and  regular  in  size  and  shape.  There 
was  no  lymphadenopathy,  and  neurologic 
examination  was  completely  unrevealing. 
Local  tenderness  could  be  elicited  by  deep 
pressure  over  the  low  thoracic  and  high 
lumbar  spine.  Examination  of  the  site 


from  which  the  tumor  of  the  right  foot  had 
been  removed  showed  no  gross  recurrence 
of  tumor. 

Urinalysis  gave  negative  results  except 
for  the  presence  of  10  to  14  white  blood  cells 
per  high-power  field.  Hemoglobin  estima- 
tion was  9.1  Gm.  per  100  ml.;  red  cell 
count  was  3,500,000;  and  the  hematocrit 
was  30.  The  white  cell  count  was  7,800 
with  75  per  cent  polymorphonuclear  leuko- 
cytes and  25  per  cent  lymphocytes.  The 
peripheral  blood  smear  showed  the  presence 
of  occasional  target  cells,  macrocytes,  and 
moderate  anisopoikilocytosis.  The  platelet 
count  was  300,000,  and  the  reticulocyte 
count  was  1.7  per  cent.  A sickle-cell  prepa- 
ration gave  negative  findings,  and  the 
sedimentation  rate  was  155  mm.  per  hour. 
Serology  gave  negative  results  as  did  two 
examinations  for  Bence  Jones  protein  in  the 
urine.  The  fasting  blood  sugar  was  108 
mg.,  blood  urea  nitrogen  14.8  mg.,  serum 
creatinine  1.6  mg.,  serum  calcium  10  mg., 
serum  phosphorus  4.1  mg.,  and  total  cho- 
lesterol 159  mg.  per  100  ml.  The  alkaline 
phosphatase  was  3.6  Bodansky  units. 
Cephalin  flocculation  gave  negative  find- 
ings, and  the  thymol  turbidity  was  2.1 
units.  Total  serum  proteins  were  6.4  Gm. 
per  100  ml.  with  3.5  Gm  of  albumin  and  2.9 
Gm.  of  globulin.  Serum  electrophoresis 
showed  an  elevation  of  the  alpha-2  globu- 
lins which  represented  16  per  cent  of  the 
total  protein.  Serum  electrolytes  were  nor- 
mal; three  lupus  erythymatosus  prepara- 
tions showed  negative  results;  and  the 
serum  glutamic  oxalacetic  transaminase  was 
29  units.  Serum  iron  was  32  micrograms 
per  100  ml. 

A chest  x-ray  film  showed  moderate 
generalized  cardiac  enlargement  and  mild 
generalized  prominence  of  pulmonary  mark- 
ings consistent  with  congestive  changes. 
Radiologic  examination  of  the  thoracolum- 
bar spine  showed  considerable  deminerali- 
zation of  the  pedicle  of  the  seventh  dorsal 
vertebrae  and  moderate  compression;  there 
was  a suggestion  of  several  radiolucencies 
of  the  body  of  the  twelfth  dorsal  vertebrae. 
A skull  series  showed  numerous  areas  of 
destruction  throughout  the  entire  skull. 
An  electrocardiogram  showed  the  presence 
of  a complete  arteriovenous  block  with  a 
regular  ventricular  rate  of  60  per  minute. 
A gastrointestinal  series,  barium  enema, 
and  intravenous  pyelogram,  although  tech- 
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FIGURE  1.  Chest  roentgenogram  showing  ill- 
defined  hilar  shadows,  string-like  densities  radiat- 
ing from  hilum,  and  enlarged  triangular  cardiac 
silhouette. 


The  hemoglobin  remained  unchanged,  al- 
though the  reticulocyte  count  rose  to  4.3 
per  cent.  Another  urinalysis  a week  later 
showed  negative  findings.  Venous  pres- 
sure was  130  mm.  of  water,  and  circulation 
time  dehydrocholic  acid,  (Decholin)  was 
23  seconds  with  a good  end  point.  A re- 
peat electrocardiogram  again  revealed  the 
presence  of  a complete  arteriovenous  block. 

Throughout  her  hospitalization  the  pa- 
tient had  a mild  but  persistent  elevation  of 
her  temperature,  usually  up  to  100  F. 
Occasionally,  because  of  the  fine,  moist 
rales  over  the  bilateral  lung  bases  poste- 
riorly, diuretics  were  prescribed  with  a good 
response. 

On  September  22,  1965,  the  patient  had  a 
sudden  episode  of  severe  dyspnea  which 
lasted  for  only  a few  minutes.  No  changes 
in  her  clinical  or  electrocardiographic  find- 
ings were  observed.  The  dyspnea  cleared 
subsequently,  and  on  the  following  day,  the 
patient  looked  considerably  better.  How- 
ever, later  the  same  afternoon  she  suddenly 
died. 


nically  unsatisfactory  because  of  the  diffi- 
culty involved  in  handling  the  patient,  were 
unrevealing  except  for  evidence  of  the  sub- 
total gastrectomy  performed  previously. 

Examination  of  sternal  bone  marrow 
showed  the  presence  of  mild  hypercellular- 
ity  with  moderate,  atypical  plasmocytosis 
and  a marked  decrease  in  stainable  iron. 
A gynecologic  consultant  found  no  gross 
abnormalities. 

The  patient  continued  to  complain  of 
steady  severe  back  pain  without  any  par- 
ticular radiation,  and  she  found  relief  only 
when  lying  still  and  flat  on  her  back.  Two 
weeks  after  admission,  she  developed  a 
slight  nonproductive  cough,  and  a few 
coarse,  dry  rales  were  heard  posteriorly 
over  both  pulmonary  bases.  Repeat  he- 
moglobin estimation  was  9.7  Gm.  per  100 
ml.;  white  blood  count  was  15,100  with  74 
per  cent  polymorphonuclear  leukocytes,  22 
per  cent  lymphocytes,  1 per  cent  eosino- 
phils, and  3 per  cent  monocytes.  The  urine 
showed  many  white  blood  cells  in  the  sedi- 
ment. Sedimentation  rates  were  125  and 
126  mm.  per  hour.  At  this  time  the  patient 
was  receiving  sulfisoxazole  (Gantrisin), 
iron  dextran  injection  (Imferon),  and  tes- 
tosterone as  well  as  analgesics  for  the  pain. 


Discussion 

Arthur  Goldberg,  M.D.*:  The  proto- 

col is  rather  long  and  involved,  so  I shall 
summarize  it  in  order  to  bring  out  the 
salient  features.  The  patient,  a forty- 
year-old  Negro  female  had  a progressively 
enlarging,  probably  pigmented,  malignant 
or  potentially  malignant  lesion  removed 
from  her  foot  in  1958.  There  was  some 
division  of  opinion  among  pathologists  re- 
garding the  precise  classification  of  the 
tumor.  Two  pathologists  agreed  on  one 
diagnosis,  and  I would  like  to  know  which 
one  that  was.  Perhaps  it  would  be  more 
important  to  know  who  the  pathologists 
were.  I am  not  certain  what  is  meant  by 
the  term  melanosarcoma,  one  of  the  diag- 
noses made,  but  I will  assume  it  is  equiva- 
lent to  the  more  customary  term,  malignant 
melanoma. 

The  following  year  the  patient  developed 
upper  gastrointestinal  symptoms,  and  a 
large  ulcer  was  demonstrated  on  the  lesser 
curvature  of  the  stomach.  It  was  resected 
and  found  to  be  benign. 

Six  years  later,  in  May,  1965,  the  patient 

♦Associate  Attending  Physician  (Hematology),  Knicker- 
bocker Hospital;  Instructor  in  Clinical  Medicine,  New  York 
University  School  of  Medicine. 
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was  readmitted,  and  she  was  quite  ill  with 
severe  bone  pain,  anorexia,  and  weight  loss. 
The  slightest  movement  of  her  bed  pro- 
duced severe  back  pain,  which  suggests  the 
possibility  of  destructive  bone  disease.  The 
biopsy  site  of  the  original  tumor  in  the  foot 
appeared  normal,  and  there  was  no  lympha- 
denopathy.  The  thyroid  was  normal,  and 
no  breast  mass  was  detected.  The  pulse 
rate  was  86.  In  view  of  the  chest  x-ray 
film  findings,  it  is  hard  to  imagine  that  no 
abnormal  observations  were  made  on  physi- 
cal examination. 

Examination  of  the  bone  marrow  demon- 
strated decreased  iron  stores  and  an  in- 
crease in  atypical  plasmocytes.  It  is  of 
critical  importance  in  any  bone  marrow  re- 
port to  state  specifically  whether  the  plasma 
cells  were  benign  or  malignant.  In  my  ex- 
perience this  can  be  done  in  almost  all  cases. 
The  term  “atypical”  is  confusing,  begs  the 
question,  and  does  not  help  in  differential 
diagnosis.  It  should  be  abandoned. 

We  are  told  that  no  Bence  Jones  protein 
was  found  in  the  urine.  There  is  no  state- 
ment whether  proteinuria  was  present  at 
all.  If  no  protein  is  demonstrated  using 
sulfosalicylic  acid,  it  is  unnecessary  to  per- 
form the  more  involved  procedure  to  test 
for  Bence  Jones  protein.  The  serum  cal- 
cium was  not  elevated.  There  was  no  in- 
crease in  serum  globulin,  but  on  serum  pro- 
tein electrophoresis,  a nonspecific  elevation 
in  the  alpha-globulin  fraction  was  noted. 

Subsequently,  the  patient  developed 
complete  heart  block  with  a ventricular 
rate  of  60,  a bit  faster  than  one  usually  sees. 
She  had  surprisingly  few  respiratory  com- 
plaints', only  a slight  cough,  and  physical 
findings  on  chest  examination  were  normal. 
Orthopnea  was  not  present,  since  the  pa- 
tient sought  relief  of  her  back  pain  by  lying 
flat  in  bed.  Both  venous  pressure  and 
circulation  time  were  slightly  elevated. 
Her  temperature  was  slightly  elevated 
throughout  her  hospital  course.  Shortly 
before  she  died,  moist  rales  were  heard 
in  the  lung  bases,  and  she  had  a sudden  epi- 
sode of  severe  dyspnea  the  day  before  her 
sudden  death.  Although  the  protocol  de- 
scribes only  moderate  generalized  cardiac 
enlargement  with  congestive  changes,  I 
think  we  can  see  some  additional  features. 
Let  us  review  the  x-ray  films  now. 

There  are  ill-defined  hilar  shadows  sug- 
gesting lymph  node  enlargement  (Fig.  1). 


FIGURE  2.  View  of  spine  showing  collapse  of 
twelfth  thoracic  vertebra  due  to  osteolytic  lesion. 


The  string-like  densities  radiating  from  the 
hilum  break  up  into  a prominent  trabecular 
network.  This  pattern  extends  irregularly 
out  to  the  periphery,  particularly  in  the 
right  upper  lobe.  Minute  nodules  may  be 
seen  throughout  the  lung.  These  observa- 
tions seem  to  be  more  than  a simple  “sun- 
burst effect”  due  to  congestion  and  may 
represent  lymphangitic  carcinomatous 
spread.  There  is  suggestive  evidence  of  a 
mediastinal  mass  just  below  the  carina 
since  the  normal  angle  is  widened.  More- 
over, the  air  shadows  in  the  main  bronchial 
lumina  are  irregularly  narrowed,  particu- 
larly so  on  the  left,  which  is  consistent  with 
extrinsic  tumor. 

We  have  evidence  of  extensive  osteolytic 
metastatic  disease  to  the  bones  (Fig.  2). 
The  skeleton  is  one  of  the  most  common 
sites  for  cancer  metastasis.  Very  often  the 
clinical  symptoms  of  metastatic  bone 
disease  form  the  patient’s  initial  complaint, 
as  seen  in  this  case.  A vertebral  x-ray  film 
shows  a loss  of  normal  horizontal  trabecu- 
lae, which  is  most  unusual  in  a woman  of 
forty  (Fig.  3).  I would  consider  this  as  a 
sign  of  considerably  greater  bone  metastasis 
than  is  appreciable  on  the  basis  of  the 
osteolytic  lesions  alone. 

The  skull  x-ray  film  demonstrates  meta- 
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FIGURE  3.  Vertebral  roentgenogram  showing  loss 
of  horizontal  trabecular  pattern. 


static  tumor  which  has  eroded  through  the 
cortex  of  the  cranium,  and  there  is  a cor- 
responding elevation  of  the  soft  tissue 
shadow  (Fig.  4).  Perforating  plasmocy- 
toma,  a definite  diagnostic  possibility  here, 
produces  soft  nodules;  metastatic  car- 
cinoma may  be  soft  but  is  usually  firm  to 
stony  hard  and  relatively  incompressible. 
This  is  a useful  clinical  sign.  The  site  of 
soft-tissue  elevation  could  have  been  pal- 
pated, and  it  is  quite  an  accessible  area  for 
biopsy  or  aspiration. 

Dr.  Negri:  The  patient  declined  biopsy 
of  the  skull  nodules. 

Dr.  Goldberg:  The  venous  pressure 

and  circulation  time  were  not  strikingly 
elevated  for  this  degree  of  cardiac  enlarge- 
ment and  so-called  pulmonary  congestion. 
The  neck  veins  were  not  distended  nor  was 
the  liver  enlarged.  Moreover,  the  patient 
had  very  little  in  the  way  of  symptoms  re- 
lated to  the  heart  and  lungs.  This  sug- 
gests that  the  configuration  of  the  cardiac 
silhouette  may  be  due  to  a pericardial 
effusion.  I would  infer  that  the  fluid  had 
accumulated  slowly  over  a long  period  of 
time.  Under  these  circumstances,  consid- 
erable amounts  of  fluid  may  develop  with 


little  or  no  circulatory  disturbance  and  no 
dyspnea.  I feel  that  the  pericardial  ef- 
fusion is  the  result  of  direct  tumor  implants 
on  the  pericardium  from  the  mediastinal 
tumor  mass.  Patients  with  disseminated 
cancer  in  whom  there  is  the  unexpected 
finding  of  an  enlarged  heart  should  raise 
the  suspicion  of  metastatic  disease  to  the 
pericardium,  particularly  in  the  absence  of 
other  known  causes  for  pericardial  effusion. 
The  associated  finding  of  transient  or  per- 
sistent arrhythmia  and  particularly  of  heart 
block,  as  in  this  case,  suggests  the  addi- 
tional feature  of  a metastatic  lesion  in  the 
myocardium,  one  which  disrupts  the  normal 
conduction  pathways.  Arrhythmia  in  the 
absence  of  myocardial  metastasis  in  some 
patients  may  be  due  to  extracardiac  tumor 
invasion  of  the  vagus.  Angiography  would 
have  settled  the  question  of  whether  or  not 
an  effusion  was  present. 

If  the  cardiac  configuration  is  not  due  to 
an  effusion,  then  cor  pulmonale  with  failure 
should  be  considered.  The  cause  of  the 
right-sided  failure  in  this  patient  could  have 
been  secondary  to  increased  resistance  pro- 
duced by  lymphangitic  carcinomatous 
spread  as  well  as  possible  small  arterial 
tumor  emboli  in  the  lungs.  Lymphangitic 
spread  of  cancer  is  usually  seen  in  patients 
under  fifty  years  old.  Frequently,  symp- 
toms referable  to  the  primary  tumor  are 
masked.  This  patient’s  transitory  episode 
of  dyspnea  may  have  been  due  to  a shower 
of  tumor  emboli  rather  than  to  a thrombo- 
embolus  arising  peripherally. 

The  primary  neoplasm  in  this  patient  is 
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not  clearly  evident.  A number  of  possi- 
bilities exist,  all  of  which  could  produce  the 
same  clinical  picture.  If  the  original  tumor 
in  the  foot  was  a malignant  melanoma,  then 
I would  list  it  as  the  most  probable  primary 
source  even  six  years  after  the  original  ex- 
cision. I would  consider  a small,  undetected 
breast  cancer  as  my  second  choice.  In 
this  regard  mammography  might  have  been 
a helpful  procedure.  We  must  not  forget 
that  a carcinoma  may  have  been  present  in 
the  stomach  ulcer  removed  a few  years  pre- 
viously or  that  the  patient  may  have  har- 
bored a small  primary  lung  cancer.  Could 
this  picture  have  been  produced  by  multi- 
ple myeloma?  I would  doubt  it.  The 
“atypical”  plasma  cells  are  insufficient  evi- 
dence. It  is  also  possible  that  no  primary 
site  was  found  at  autopsy. 

Michael  S.  Bruno,  M.D.:  We  had  a 

somewhat  more  difficult  time  in  disposing 
of  the  diagnosis  of  multiple  myeloma.  In 
fact,  we  didn’t  dispose  of  it  at  all,  and  it  re- 
mained in  our  minds  a&  the  most  likely 
antemortem  diagnosis.  The  points  in  favor 
of  myeloma  were  the  clinical  course  with 
severe  bone  pain  as  the  presenting  symp- 
tom, the  increased  number  and  atypia  of 
plasma  cells  in  the  bone  marrow,  the  anemia 
and  striking  elevation  of  the  sedimenta- 
tion rate,  the  increased  alpha-2  globulin, 
and  the  lytic  lesions  in  the  skeleton. 
Granted  that  each  of  these  observations  can 
be  found  in  any  case  of  disseminated  can- 
cer, taken  together  they  are  suggestive  of 
multiple  myeloma.  We  considered  the 
possibility  of  metastatic  melanoma,  but 
not  only  was  the  diagnosis  on  the  primary 
tumor  moot  but  also  there  were  no  such 
features  as  local  recurrence,  enlarged  in- 
guinal lymph  nodes,  or  hepatomegaly, 
which  are  common  features  with  metastatic 
melanoma.  A seven-year  interval  with  no 
symptoms  of  tumor  is  not  unheard  of  in 
malignant  melanoma,  but  again,  the  usual 
story  is  that  metastases  occur  within  two 
or  three  years  or  even  earlier.  However, 
melanoma  is  highly  capricious  both  in  dis- 
tribution and  in  location  of  secondary  de- 
posits, and  the  tumor  does  not  adhere  to  a 
timetable. 

Faced  with  these  two  choices,  myeloma 
versus  melanoma,  we  felt  that  myeloma  was 
more  probable,  because  a majority  of  pa- 
tients with  myeloma  would  fit  into  the  pic- 
ture shown  by  this  patient,  whereas  a 


minority  of  melanoma  cases  would  corre- 
spond to  it.  This  does  not  imply  that  we 
felt  it  was  a clear-cut,  classical  example  of 
multiple  myeloma.  The  patient  was  a 
woman,  and  the  disease  is  twice  as  common 
in  men.  She  was  only  forty  years  old,  and 
the  disease  is  relatively  rare  in  persons  un- 
der fifty.  The  bone  marrow  aspiration  was 
not  diagnostic  but  merely  “consistent  with” 
as  the  phrase  goes.  Myeloma  globulin 
was  not  found  in  the  urine  or  serum. 
Finally,  the  extent  of  the  lytic  lesions  in  the 
skull  were  extraordinary  and  far  in  excess  of 
what  any  of  us  had  ever  seen  in  other  pa- 
tients with  myeloma.  For  this  reason,  we 
wanted  to  secure  a biopsy  of  the  skull  le- 
sions, but  the  patient  refused. 

Clinical  diagnosis 

Disseminated  carcinoma  consistent  with 
multiple  myeloma 

Dr.  Goldberg’s  diagnoses 

1.  Disseminated  carcinoma,  probably 
malignant  melanoma,  ? breast  carcinoma 

2.  Metastatic  carcinoma  to  pericardium 
with  effusion 

3.  Metastatic  carcinoma  to  myocardium 
with  heart  block 

4.  Lymphangitic  carcinoma,  lung 

Pathologic  report 

John  Kwittken,  M.D.:  At  necropsy 

it  was  evident  that  the  patient  had  dis- 
seminated neoplastic  disease.  Grayish, 
firm,  and  somewhat  fleshy  tumor  nodules 
were  observed  in  the  lower  thoracic  verte- 
brae, the  skull  and  adjacent  external  as- 
pects of  the  dura,  the  pleura  and  adjacent 
lung  parenchyma,  the  periaortic  lymph 
nodes,  and,  most  important,  the  heart. 
Microscopic  evidence  of  metastatic  neo- 
plasm also  was  found  within  the  adrenal 
glands.  There  was  almost  complete  col- 
lapse of  the  twelfth  thoracic  vertebra  with 
only  a small  amount  of  grayish  necrotic 
tissue  remaining  (Fig.  5).  The  marrow  of 
adjacent  vertebrae  was  sclerotic,  cystic, 
and  focally  hemorrhagic.  The  skull  pre- 
sented a similar  appearance.  The  lungs 
were  moderately  edematous,  and  the  vis- 
ceral pleurae  were  studded  with  tumor 
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FIGURE  5.  Lower  thoracic  vertebral  column  show- 
ing almost  total  collapse  of  twelfth  dorsal  vertebra 
(extreme  left)  and  neoplastic  involvement  of  adja- 
cent vertebrae. 


nodules  ranging  from  0.5  to  3.5  cm.  in 
diameter;  in  many  sites  the  subjacent  pul- 
monary parenchyma  was  invaded. 

The  pericardial  sac  contained  300  cc.  of 
clear,  yellow  fluid,  and  the  visceral  peri- 
cardium at  the  base  was  studded  with 
tumor  nodules  (Fig.  6).  Similar  nodules 


FIGURE  6.  Heart  contained  large  metastasis  in 
interventricular  septum,  tumor  nodules  on  visceral 
pericardium  at  base,  and  several  small  myocardial 
nodules. 


FIGURE  7.  (A)  Section  from  skull  showing  destruction  of  bone  which  has  been  replaced  by  scar  tissue  and 
tumor  cells.  (B)  Section  from  remains  of  twelfth  thoracic  vertebra  showing  sheets  of  malignant  cells,  nec- 
rotic bone,  cystic  cavitation,  and  hemorrhage.  (Hematoxylin  and  Eosin  Stain) 


FIGURE  8.  Section  of  tumor  showing  (A)  pleomorphic  round  cell  forms,  and  (B)  giant  cell  (hematoxylin  and 
eosin  stain  X 380). 
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were  found  in  many  places  within  the  myo- 
cardium, the  largest  of  which  was  at  the 
base  where  it  almost  completely  replaced 
the  interventricular  septum.  This  tumor 
deposit  was  almost  surely  the  cause  of  the 
cardiac  arrhythmia  and  the  patient’s  sud- 
den death.  The  left  ventricle  was  slightly 
hypertrophied.  The  spleen  was  absent, 
and  the  stomach  showed  only  the  scar  of 
the  subtotal  gastrectomy.  The  surgical 
incisions  in  the  abdominal  wall  were  well 
healed,  as  was  the  scar  in  the  dorsum  of  the 
foot.  This  scar  was  free  of  tumor. 


FIGURE  9.  Section  of  tumor  showing:  (A)  pseu- 
dorosettes; (B)  palisading  around  zones  of  necro- 
sis; (C)  interlacing  fascicles  of  spindle  cells; 
(D)  vacuolar  change  in  cytoplasm;  and  (E)  iron- 
negative, brown  pigment  granules  (hematoxylin 
and  eosin  stain  and  Gomori’s  iron  stain  X380). 


Although  the  rib  marrow  appeared  unre- 
markable, an  aspirate  at  the  time  of 
necropsy  disclosed  hypercellularity,  plasmo- 
cytosis,  and  neoplastic  cells  occurring  singly 
and  in  clumps.  They  were  generally 
medium-sized  with  hyperchromatic,  irregu- 
lar nuclei,  prominent  nucleoli,  and  small 
amounts  of  ill-defined  cytoplasm.  A sec- 
tion from  a sclerotic  portion  of  the  skull 
revealed  advanced  destruction  and  replace- 
ment by  both  fibrous  tissue  and  pleomor- 
phic tumor  cells  (Fig.  7A).  Examination 
of  the  remains  of  the  twelfth  thoracic  verte- 
bra disclosed  dense  sheets  of  neoplastic 
cells,  necrotic  bone,  cystic  degeneration, 
and  focal  hemorrhage  (Fig.  7B). 
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FIGURE  10.  Section  of  tumor  from  right  foot  showing:  (A)  interlacing  bundles  of  spindle-shaped  cells; 
and  (B)  vacuolar  cytoplasmic  change  (hematoxylin  and  eosin  stain  X150).  (C)  Section  of  tumor  from  right 
foot  showing  iron-negative,  nonrefractile,  small  brown  pigment  granules  (hematoxylin  and  eosin  stain 
X380). 


Histologically,  the  neoplasm  displayed  a 
bizarre  and  pleomorphic  cytology  in  all 
involved  sites.  The  cells  ranged  from  small 
cells  resembling  lymphoid  cells  to  multi- 
nucleated  cells  of  extremely  variable  shape 
and  size  (Fig.  8).  Nuclear  hyperchromia, 
large  nucleoli,  and  numerous  mitoses  were 
prominent  features.  Stains  for  cross  stria- 
tions  and  glycogen  gave  negative  results. 
Only  small  amounts  of  reticulin  and  colla- 
gen in  an  irregular  distribution  were  ob- 
served. In  many  fields  the  tumor  cells  pre- 
sented arrangements  suggesting  a neuro- 
genic origin,  for  example,  pseudorosettes 
about  small  blood  vessels,  palisading  around 
zones  of  necrosis,  and  interlacing  fascicles 
of  spindle-shaped  cells  (Fig.  9A,  B,  and  C). 
On  careful  search  iron-negative,  nonrefrac- 
tile, small  brown  granules  were  found  within 
some  of  the  tumor  cells  (Fig.  9D  and  E). 

Review  of  the  tumor  removed  from  the 
right  foot  in  March,  1958,  disclosed  similar 
histologic  features.  The  tumor  was  com- 
posed chiefly  of  spindle-shaped  cells  ar- 
ranged in  interlacing  bundles.  In  occa- 
sional foci,  similar  iron-negative,  nonre- 
fractile, small  brown  pigment  granules  were 
evident,  and  there  were  a fair  number  of 
mitotic  figures  (Fig.  10).  Presumably,  the 
pigment  is  melanin  in  both  surgical  and 
autopsy  material.  The  absence  of  pleo- 
morphism  and  necrosis  in  the  primary  tu- 
mor of  the  foot  were  the  principal  distinc- 
tions between  the  surgical  specimen  and  the 
tumor  tissue  studied  at  autopsy.  Evi- 
dently, the  tumor  was  originally  located 
beneath  the  dermis  or  in  the  deepest  por- 
tion of  the  dermis,  since  adnexal  skin  struc- 
tures were  absent  in  the  histologic  sections 
of  the  primary  foot  tumor. 

The  histologic  similarities  between  the 
soft-tissue  mass  in  the  right  foot  and  the 


disseminated  neoplasm  at  autopsy  clearly 
indicate  that  the  former  was  the  primary 
tumor,  and  the  latter  was  metastatic.  I 
would  classify  the  primary  lesion  as  a 
malignant  blue  nevus,  probably  derived 
from  dermal  melanocytes.  Although  some 
controversy  still  exists  as  to  the  origin  of 
melanocytes,  the  modern  view  is  that  they 
arise  from  neuroectoderm.1  This  explains 
the  neurogenic  features  exhibited  by  the 
neoplasm. 

Blue  nevi  occur  most  often  on  the  hands, 
feet,  lumbosacral  region,  and  buttocks, 
generally  developing  within  the  second  and 
third  decades  of  life.1,2  They  may  appear 
as  either  a flat,  bluish-black  plaque  or  an 
elevated,  hemispherical  nodule  of  similar 
color,  and  they  are  generally  asymptomatic 
except  for  their  presence  as  a mass.  With 
rare  exceptions,  these  lesions  have  a benign 
course. 

Malignant  transformation  is  very  rare, 
perhaps  slightly  more  common  than  the 
true  malignant  melanoma  of  children.3 

In  addition  to  the  usual  histologic  char- 
acteristics of  cancer,  such  as  hyperchro- 
masia,  pleomorphism,  and  mitotic  activity, 
when  a blue  nevus  undergoes  malignant 
transformation,  necrosis  and  vacuolar 
change  are  seen  as  in  our  example.  In  a 
case  reported  by  Fisher4  giant  cell  forms 
were  observed  that  were  similar  to  the  ones 
seen  in  today’s  case.  Because  of  the  scar- 
city of  reported  cases  of  malignant  blue 
nevus,  it  is  not  possible  to  give  an  estimate 
of  its  biologic  behavior.  However,  it  ap- 
pears that  the  clinical  course  is  probably 
slow. 

As  in  malignant  melanoma  arising 
from  other  pigmented  lesions,  patients  may 
remain  asymptomatic  for  many  years  after 
the  primary  tumor  is  excised,  only  to  fail 
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rapidly  as  the  neoplasm  metastasizes  and 
effloresces  widely. 

Final  anatomic  diagnoses 

1.  Status  post  excision  of  malignant  blue 
nevus,  right  foot,  seven  and  one-half  years 

2.  Metastatic  dermal  melanocytoma  to 
heart,  lungs,  pleurae,  lymph  nodes,  adrenal 
glands,  dura  mater,  and  skeletal  system 

3.  Pericardial  effusion 

4.  Acute  pulmonary  edema 


Peripheral  neuropathy 
of  alcoholic  patients 


In  a study  undertaken  to  gather  additional 
data  on  the  role  of  aneurin  and  other  B complex 
vitamins  in  neuropathy  of  the  malnourished 
alcoholic  patient,  these  vitamins  were  measured 
in  alcoholic  patients  with  and  without  neuro- 
pathy and  results  compared  with  healthy  con- 
trols. It  was  found  that  86  per  cent  of  the 
alcoho'ic  patients  with  peripheral  neuropathy 
showed  a significant  decrease  in  circulating 
aneurin,  and  in  90  per  cent  of  this  group  there 
was  an  accompanying  decrease  in  circulating 
riboflavin,  nicotinic  acid,  biotin,  vitamin  B6, 
folic  acid,  and/or  vitamin  B|>.  In  those  alco- 
holic patients  without  neuropathy  there  was  a 
44  per  cent  reduction  of  circulating  aneurin 
and  other  B complex  vitamins.  Low  blood 
levels  of  vitamins  showed  no  correlation  with 
ethanol  consumption  but  were  directly  related 
to  previous  dietary  habits.  Replacement  of  de- 
ficient aneurin  was  associated  with  improvement 
in  neuropathy  patients  as  follows:  grade  I 


5.  Status  post  subtotal  gastrectomy  and 
splenectomy 

References 

1.  Lund,  H.  Z.,  and  Kraus,  J.  M.:  Melanotic  Tumors  of 
the  Skin,  Washington,  D.C.,  Armed  Forces  Institute  of 
Pathology,  1962,  p.  9,  106. 

2.  Helwig,  E.  B.:  Seminar  of  Skin  Neoplasms  and  Depma- 
toses,  Washington,  D.C.,  American  Society  of  Clinical 
Pathologists,  1955,  p.  67. 

3.  Allen,  A.  C.,  and  Spitz,  S.:  Malignant  melanoma,  a 
clinicopathological  analysis  of  the  criteria  for  diagnosis  and 
prognosis,  Cancer  6:  1 (1953). 

4.  Fisher,  E.  R.:  Malignant  blue  nevus,  A.M.A.  Arch. 

Dermat.  74:  227  (1956). 


neuropathy,  8 of  13  patients;  grade  II,  4 of  8; 
grade  III,  4 of  8. 

The  case  material,  presented  in  a recent  issue 
of  the  British  Medical  Journal  by  J.  Fenelly, 
M.B.,  B.CH.,  O.  Frank,  Ph.D.,  H.  Baker, 
Ph.D.,  and  C.  M.  Leevy,  M.D.,  consisted  of  49 
chronic  alcoholic  patients  (inpatients),  32  of 
whom  had  evidence  of  peripheral  neuropathy. 
Twenty  healthy  volunteers  served  as  controls. 
All  of  the  alcoholic  patients  had  a prolonged 
dietary  inadequacy.  Patients  with  neuropathy 
were  classified  as  follows:  grade  I,  muscle 

cramps  and  burning  feet;  grade  II,  marked 
sensory  changes  with  decrease  of  reflexes;  and 
grade  III,  severe  sensory  impairment,  absence 
of  reflexes,  muscle  wasting,  and  foot  drop.  All 
had  liver  function  tests  and  measurement  of 
of  circulating  levels  of  B complex  vitamins. 
The  alcoholic  patients  had  liver  biopsy,  spinal 
tap,  and  electrophysical  nerve  function  studies 
conducted.  Responses  to  vitamin  therapy  were 
evaluated  in  29  patients  with  neuropathy  in  a 
special  ward.  They  got  a diet  containing  700 
millimicrograms  of  aneurin,  20  millimicrograms 
of  nicotinic  acid,  250  millimicrograms  of  panto- 
thenic acid,  and  45  micrograms  of  vitamin  B12. 
Daily  supplements  of  5 mg.  folic  acid  and  1,000 
micrograms  of  vitamin  B12  were  finally  added. 
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Complications  of  Intravenous 
Regional  Anesthesia 


Administration  of  intravenous  regional 
anesthesia  (Bier  technic)  is  deceptively 
simple.  Strict  attention  to  details  of  tech- 
nic is  mandatory  to  avoid  complications. 
Some  pitfalls  are  illustrated  in  the  follow- 
ing case  reports. 

Case  reports 

Case  1.  A thirteen-year-old  healthy  boy 
weighing  45  Kg.  was  to  receive  intravenous 
regional  anesthesia  for  ganglionectomy  of  the 
foot.  Preanesthetic  medication  consisted  of 
pentobarbital  75  mg.  and  atropine  0.3  mg.  In 
the  operating  room,  blood  pressure  was  114  mm. 
Hg  systolic  and  70  mm.  Hg  diastolic,  and 
pulse  rate  was  100.  The  leg  was  elevated  and 
exsanguinated  by  means  of  an  Esmarch  band- 
age. Saline  3 ml.  was  injected  into  a foot 
vein,  and  a tourniquet  was  inflated  on  the  upper 
thigh.  Three  minutes  later,  at  10:48  a.m., 
120  ml.  of  lidocaine  (Xylocaine)  hydrochloride 
0.75  per  cent  were  injected  into  the  foot  vein, 
and  the  needle  was  withdrawn.  A second 
tourniquet  below  the  first  on  the  thigh  was 
inflated  twenty  minutes  later,  and  the  upper 
tourniquet  was  then  removed.  At  the  start 
of  operation  five  minutes  later,  anesthesia  was 
excellent.  The  patient  remained  calm  and 
cooperative,  with  vital  signs  unchanged  except 
for  a decline  in  pulse  rate  to  90.  After  twenty- 
five  minutes,  at  11:35  a.m.,  on  completion  of 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  February  7, 
1966.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


the  operation,  the  tourniquet  was  deflated 
rapidly.  One  minute  later  the  patient  stated 
he  was  very  sleepy,  and  then  he  began  to  exhibit 
twitching  of  the  face,  arms,  and  leg.  Blood 
pressure  rose  to  140  systolic  and  90  diastolic, 
with  a pulse  rate  of  108.  Thiopental  sodium 
75  mg.  was  injected  intravenously,  the  tourni- 
quet reinflated,  an  oropharyngeal  airway  in- 
serted, and  oxygen  administered  by  means  of 
bag  and  mask.  The  convulsion  was  terminated 
at  once  by  the  injection  of  thiopental  sodium, 
but  coma  persisted  for  nearly  fifty  minutes. 
Recovery  was  uneventful. 

Case  2.  A thirty-six-year-old  healthy  wom- 
an weighing  52  Kg.  was  to  receive  intravenous 
regional  anesthesia  for  ganglionectomy  of  the 
wrist.  A plastic  catheter  20  cm.  long  was  in- 
serted into  an  antecubital  vein.  The  arm  was 
then  elevated  and  rendered  bloodless,  the  upper 
tourniquet  inflated,  and  75  mg.  of  lidocaine 
hydrochloride  0.5  per  cent  were  injected. 
Generalized  convulsions  appeared  within  sec- 
onds and  were  treated  as  in  Case  1,  with  com- 
plete recovery.  The  operation  was  cancelled. 


Comment 

The  Bier  technic  of  intravenous  regional 
anesthesia  is  based  on  the  single  intravas- 
cular injection  of  a large  volume  of  local 
anesthetic  drug  in  low  concentration  into 
an  extremity  exsanguinated  and  isolated 
from  the  general  circulation.1  An  intra- 
venous needle  is  placed  into  a peripheral  vein 
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of  the  limb  to  be  anesthetized.  The  arm 
or  leg  is  elevated,  the  blood  forcibly  re- 
moved by  compression  of  the  limb  with  a 
rubber  bandage,  a proximally  placed  pneu- 
matic cuff  inflated  to  a pressure  exceeding 
the  systolic  reading,  and  the  local  anesthetic 
drug  injected  intravenously.  Discomfort 
due  to  the  tourniquet  is  prevented  by  in- 
flating a second  pneumatic  cuff  distal  to 
the  first  and  then  releasing  the  pressure 
in  the  first.  Recommended  dosage  for 
adults  is  1.5  mg.  per  kilogram  of  0.5  per 
cent  solution  of  lidocaine  hydrochloride 
or  equivalent  drug  in  the  upper  extremity 
and  1.5  mg.  per  kilogram  of  0.25  per  cent 
lidocaine  hydrochloride  or  equivalent  drug 
in  the  lower  extremity.23  For  optimal 
effect,  inflation  of  the  tourniquet  twenty 
minutes  prior  to  injection  has  been  recom- 
mended.3 Gradual  or  intermittent  release 
of  tourniquet  at  the  end,  affording  delayed 
entry  of  drug  into  the  systemic  circulation, 
will  minimize  the  incidence  of  toxic  reac- 
tions.1-4 

Intravenous  administration  of  local  an- 
esthetic drugs  is  not  without  hazard.  In 
Case  1,  the  amount  of  lidocaine  hydro- 


chloride introduced  into  the  limb  was  grossly 
excessive.  Abrupt  release  of  the  tourni- 
quet at  the  end  of  operation  permitted 
sudden  access  of  this  amount  into  the  sys- 
temic circulation;  convulsions  resulted. 
In  Case  2,  the  dosage  was  appropriate, 
but  the  technic  was  faulty:  With  the  tip 
of  the  plastic  catheter  lying  in  the  vein 
proximal  to  the  tourniquet,  the  lidocaine 
hydrochloride  was  injected  directly  into 
the  general  circulation. 

It  is  apparent  that  this  technic  should 
only  be  employed  by  or  in  the  presence  of 
physicians  versed  in  resuscitative  methods 
and  that  adequate  equipment  for  resusci- 
tation must  always  be  at  hand. 
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Melanotic  whitlow 


The  extreme  importance  of  early  identification 
of  melanotic  whitlow  (subungual  melanoma) 
is  matched  by  its  difficulty  of  diagnosis.  It 
develops  in  the  nail  bed  or  in  the  lateral  nail 
fold,  accounting  for  3 per  cent  of  all  malignant 
melanomas.  It  starts  as  a small  ulcer  beneath 
the  nail  or  at  its  margin  and  gradually  invades 
the  nail  bed,  lifting  the  nail  as  it  progresses. 
While  in  general  the  prognosis  of  malignant 
melanomas  is  poor,  the  variety  discussed  here 
has  a more  favorable  outlook  if  it  is  diagnosed 
in  time.  This  is  because  of  its  site,  its  growth 
pattern,  and  the  lateness  of  generalized  dis- 
semination through  the  blood  stream.  Local 
recurrences  have  been  reported  to  be  common, 
however,  and  metastases  occur  along  the  lym- 
phatic glands  and  in  the  regional  lymph  nodes. 
It  has  been  said  that  malignant  melanoma 
spreads  to  the  brain  more  commonly  than  any 
other  tumor. 

Martin  H.  Wortzel,  M.D.,  writing  in  a recent 
issue  of  the  Journal  of  the  Medical  Society  of 
New  Jersey,  presents  a case  to  illustrate  the 
necessity  of  suspecting  a malignant  growth  even 


when  a lesion  looks  like  a harmless  fungous 
infection  of  the  nail. 

A fifty-eight-year-old  woman  had  experienced 
several  episodes  of  acute  paronychiae  associated 
with  dishwashing  in  a luncheonette.  These 
had  responded  to  local  medication.  Six  months 
prior  to  her  first  visit,  she  developed  a paro- 
nychia on  the  thumb  which  did  not  improve  with 
boric  acid  soaks  and  local  application  of  anti- 
biotic cream.  Although  cultures  were  negative 
for  tinea  and  monilia,  a dermatologist  treated 
the  lesion  with  x-ray  therapy  and  griseofulvin. 
Other  local  medications  were  also  tided.  At 
her  first  visit,  the  base  of  the  nail  and  the  lateral 
fold  were  distorted,  and  the  area  surrounding 
the  paronychia  was  swollen,  erythematous, 
and  exfoliating.  There  was  no  pigmentation. 
The  lateral  third  of  the  nail  was  ridged,  des- 
quamating, and  easily  picked  away,  revealing 
a subungual  hyperkeratosis  characteristic  of 
chronic  fungoid  infection.  Biopsy,  however, 
revealed  a histopathology  consistent  with  that 
of  malignant  melanoma. 

The  thumb  in  this  patient  was  disarticulated 
at  the  carpometacarpal  joint  including  the 
trapezoid  and  trapezius  bones.  The  patient 
was  alive  and  well  at  the  time  of  reporting,  two 
years  after  surgery. 
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| nfrequent  reports  have  appeared  on  the 
finding  of  unilateral  distention  of  the  left 
external  jugular  vein.  Theoretic  consider- 
ations concerning  etiologic  factors  in  this 
clinical  observation  have  also  been  made  in- 
frequently. Bancroft  and  Beattie1  re- 
cently described  this  entity  in  which  they 
employed  angiocardiography  followed  by 
surgical  intervention.  This  helped  to  es- 
tablish the  “compressed  innominate  vein 
syndrome,”  perhaps  distinguishing  it  from 
the  “linked  innominate  vein”  of  Smith.2 
Fred,  Wukasch,  and  Petrany3  reported  a 
case  of  cervical  venous  distention  of  the 
left  side  associated  with  hypertension  and 
congestive  heart  failure.  Angiographic 
study  showed  that  the  venous  return  from 
the  left  external  jugular  veins  was  impeded 
by  an  elongated  but  otherwise  normal 
thoracic  aorta  compressing  the  left  innom- 
inate vein.  The  venous  engorgement  dis- 
appeared once  the  hypertension  and  cardiac 
failure  were  controlled. 

We  present  the  following  case  as  an  ex- 


ample of  unilateral  distention  of  the  left 
external  jugular  vein  secondary  to  pectus 
excavatum,  a compressed  innominate  vein 
syndrome. 

Case  report 

A twenty-seven-year-old  left-handed 
white  female  schoolteacher  was  admitted 
to  the  medical  service  of  Flower  and  Fifth 
Avenue  Hospitals  and  New  York  Medical 
College  on  July  22,  1963,  because  of  a dis- 
tended left  external  jugular  vein  of  one- 
year  duration.  The  patient’s  first  aware- 
ness of  this  swelling  was  its  appearance  on 
bending  down,  lying  down,  on  emotional 
upsets,  or  exertion.  This  distention  was 
not  apparent  when  resting  or  standing 
erect.  Approximately  three  months  prior 
to  admission,  the  patient  noticed  a persist- 
ent tiredness  in  her  left  shoulder  and  left 
arm  following  a full  day  of  teaching  during 
which  writing  on  the  blackboard  was  neces- 
sary. 

The  patient  also  became  aware  of  a dull, 
constant  pain  in  the  left  supraclavicular 
area  which  was  relieved  by  rest  but  ag- 
gravated by  schoolroom  activity,  especially 
when  the  left  arm  was  elevated.  During 
the  three  months  prior  to  admission  the 
patient  states  that  three  episodes  had  oc- 
curred, characterized  by  sharp  pain  from 
the  area  of  the  left  external  jugular  vein 
radiating  through  to  her  back.  Each  epi- 
sode had  been  preceded  by  persistent  tired- 
ness and  dull  ache  in  the  area  of  distention. 
There  were  associated  complaints  of  oc- 
casional orthopnea,  exertional  dyspnea, 
dry  nonproductive  cough  during  the  night, 
intermittent  swelling  of  the  feet  in  the 
evening,  recent  episodes  of  dizziness,  ver- 
tigo, and  tinnitus. 

Past  history  revealed  a “heart  murmur” 
diagnosed  on  a routine  physical  examina- 
tion in  1955  as  a possible  congenital  heart 
defect.  Since  the  patient  was  asympto- 
matic, she  did  not  pursue  the  condition  at 
that  time. 
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FIGURE  1.  Soft  tissue  mass  in  left  supraclavicular 
fossa,  best  demonstrated  with  patient  supine. 


Physical  examination  revealed  a well- 
nourished  white  female  who  appeared  to 
be  her  stated  age  and  who  did  not  appear 
to  be  acutely  or  chronically  ill.  On  admis- 
sion the  blood  pressures  of  both  upper  ex- 
tremities were  equal  and  normal.  The 
pulse  rate  was  80  per  minute  and  regular. 
The  respiratory  rate  was  18  per  minute,  and 
the  oral  temperature  was  98.6  F.  A 
pectus  excavatum  was  noted  when  the 
thorax  was  examined.  When  the  patient 


lay  in  the  supine  position,  a tubular  en- 
gorgement of  the  left  external  jugular  vein 
from  the  clavicle  to  a distance  of  about  4 
cm.  above  the  clavicle  was  noted;  when  she 
sat  up  this  distention  disappeared  (Fig.  1). 
A positive  Adson  test  result  was  elicited 
suggesting  a left  scalenus  anticus  syndrome. 

On  examination  of  the  heart  the  point  of 
maximal  impulse  was  noted  to  be  in  the 
fourth  intercostal  space  to  the  left  of  the 
midclavicular  line.  A normal  sinus  rhythm 
was  present.  A Grade  II  nonradiating 
holosystolic  murmur  along  the  left  sternal 
border  between  the  second  and  the  fourth 
intercostal  spaces  was  heard.  There  was 
no  pulse  deficit,  and  the  peripheral  arteries 
were  equal,  strong,  and  regular.  The  re- 
mainder of  the  physical  examination  was 
within  normal  limits. 

Admission  laboratory  studies  revealed  a 
hemoglobin  of  14.2,  a white  blood  cell 
count  of  7,500  with  a normal  differential, 
and  normal  urinalysis  and  erythrocyte 
sedimentation  rate. 

Chest  roentgenograms  revealed  promi- 
nent hilar  shadows  with  some  increase  in  the 
bronchovascular  markings  in  both  lower 


FIGURE  2.  Chest  x-ray  films  on  admission,  revealing  pectus  excavatum  deformity  (arrow).  Heart  is  ro- 
tated to  left.  No  evidence  of  cervical  rib. 
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FIGURE  3.  Venous  angiocardiogram.  (A)  Arterial  phase.  Left  heart  chambers,  opacified  by  return  of 
opaque  material  from  lungs,  lie  to  left  of  spine.  Origin  of  aorta  is  to  left.  Innominate  artery  faintly  visual- 
ized as  it  crossed  midline.  It  is  elongated.  (B)  Venous  phase.  Partial  obstruction  of  left  innominate  vein 
at  site  of  crossing  of  innominate  artery  is  demonstrated,  with  resultant  distention  of  left  jugular  vein  and  of 
left  subclavian  vein.  Superior  vena  cava  superimposed  on  spine.  Right  heart  chambers  are  left  of  usual 
position. 


lung  fields.  The  heart  was  normal  in  size. 
There  was  noted  a pectus  excavatum  with 
a characteristic  displacement  of  the  heart 
in  the  frontal  projection.  This  was  con- 
sidered to  be  a funnel-type  pectus  excava- 
tum after  the  method  of  Evans.4  There 
was  no  evidence  of  a cervical  rib  or  en- 
larged transverse  processes  (Fig.  2). 

Angiocardiography  revealed  displace- 
ment of  the  heart  into  the  left  side  of  the 
chest,  secondary  to  the  severe  pectus  ex- 
cavatum. Partial  obstruction  of  the  left 
innominate  vein  was  noted  at  approxi- 
mately the  area  of  crossing  of  the  innomi- 
nate artery.  There  was  puddling  of  the 
contrast  material  in  the  dilated  left  sub- 
clavian vein  and  the  dilated  left  jugular 
vein.  The  right  innominate  vein  and  the 
superior  vena  cava  appeared  normal  but 
displaced  to  the  left  of  their  usual  position. 
The  origin  of  the  aorta  was  shifted  to  the 
left.  The  arch  of  the  aorta  and  descending 
aorta  were  normal  in  caliber  and  partially 
superimposed  (Fig.  3). 

Right  cardiac  catheterization  was  per- 
formed. The  physiologic  findings  were 
within  normal  limits.  There  was  no  evi- 
dence of  an  intracardiac  defect  or  valve 
abnormality. 

Surgery  was  undertaken  to  relieve  the 
scalenus  anticus  syndrome  on  the  left  side. 


Surgical  exploration  revealed  that  the  ex- 
ternal jugular  venous  distention  was  second- 
ary to  compression  of  the  left  innominate 
vein  between  the  innominate  artery  and  the 
posterior  surface  of  the  sternum.  The 
scalenus  anticus  muscle  was  transected. 
It  was  decided  that  resection  of  the  exter- 
nal jugular  vein  be  omitted  since  severance 
of  the  muscle  markedly  released  local  tissue 
tension.  These  findings  appeared  to  sub- 
stantiate those  of  Rowe.5 

Comment 

Pectus  excavatum  is  a congenitally  mal- 
formed sternum  which  results  in  a deep 
concavity  of  the  body  of  the  sternum,  the 
depression  being  deepest  at  the  area  closest 
to  the  xyphoid  process.6  Because  of  the 
malformation,  the  costal  cartilages  of  the 
corresponding  ribs  are  bent  backward  to 
form  the  lateral  borders  of  the  depression. 
This  can  usually  be  detected  on  careful 
physical  examination. 

The  diagnosis  can  be  confirmed  by  roent- 
genologic examination  of  the  chest  espe- 
cially in  the  lateral  projection  in  which  one 
notes  the  anteroposterior  narrowing  and 
sternal  depression.7  The  anterior  view  can 
be  misleading.  The  cardiac  silhouette 
may  be  displaced  to  the  left.  The  dimin- 
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FIGURE  4.  Schematic  diagram  of  structures  in- 
volved in  readaptation  of  cardiovascular  system  in 
response  to  pectus  excavatum.  Note  area  of  ob- 
struction of  left  innominate  vein  (IV)  proximal  to 
superior  vena  cava  (SVC),  by  the  innominate  artery 
(IA)  which  is  elongated  because  arch  of  aorta  (AA) 
is  displaced  to  left  of  spine.  Consequently  venous 
drainage  system  from  left  neck  and  shoulder  is  dis- 
tended. Left  subclavian  vein  (LSV),  internal  (IJ) 
and  external  (EJ)  jugular  veins,  and  left  axillary 
veins  (LAV)  are  involved. 


ished  anteroposterior  diameter  makes  the 
heart  shadows  appear  less  dense  than  nor- 
mal. 

Much  has  been  written  about  the  cardiac 
disability  in  this  entity.  However,  pectus 
excavatum  is  rather  infrequently  the  cause 
of  significant  circulatory  dysfunction.  In 
fact,  the  actual  importance  of  pectus  ex- 
cavatum to  the  cardiologist  lies  in  the  fre- 
quent misinterpretation  of  its  signs  as  be- 
ing indicative  of  cardiac  disease. 

Wachtel,  Ravitch,  and  Grishman8  pro- 
posed four  factors  which  they  felt  might 
cause  cardiovascular  disability:  (1)  Ve- 

nous return  may  be  impeded  by  the  twisting 
and  distortion  of  the  great  vessels;  (2) 
restriction  of  diastolic  expansion  may  fur- 
ther limit  delivery  of  more  blood  on  de- 
1 mand;  (3)  impingement  on  the  atria  leads 
to  supraventricular  arrhythmias;  and  (4) 


respiratory  reserve  is  decreased  from  im- 
pairment of  the  intercostal  component  of 
respiration. 

Extracting  from  their  postulates  one 
notes  that  the  first  factor  could  indeed  ac- 
count for  the  jugular  vein  distention  noted 
in  our  patient.  This  could  be  suspected  by 
merely  considering  the  position  of  the 
heart.  It  is  displaced  into  the  left  hemi- 
thorax  with  counterclockwise  rotation. 
This  will  lead  to  greater  resistance  to  venous 
return  to  the  right  side  by  producing  torsion 
and  stretching  of  the  great  vessels.  There- 
fore the  jugular  distention  is  actually  the 
result  of  compression  of  the  innominate 
vein  by  the  innominate  artery,  secondary 
to  the  influence  of  the  chest  deformity  on 
cardiac  position  and  rotation  (Fig.  4).  The 
scalenus  anticus  syndrome  could  be  con- 
sidered as  an  aggravating  factor.  It  is  con- 
ceivable that  in  rare  instances  it  might  be 
of  primary  significance. 

Summary 

Symptomatic  distention  of  the  left  ex- 
ternal jugular  vein  as  a manifestation  of 
the  compressed  innominate  vein  syndrome 
is  presented  in  a case  report.  The  rela- 
tionship of  this  syndrome  to  pectus  excava- 
tum is  considered.  Additional  considera- 
tions of  the  factors  involved  in  this  rela- 
tionship are  outlined. 
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Joint  exposure  is  associated  with  fibrosis 
and  a variable  degree  of  loss  of  joint  func- 
tion. With  prolonged  exposure  and  super- 
imposed infection,  there  is  a still  greater  loss 
in  ease  and  range  of  joint  motion.  Atten- 
tion in  the  literature  has  been  focused  on 
the  management  of  penetrating  trauma  of 
major  joints  and  on  acute  joint  suppura- 
tion; slight  reference  exists  regarding  the 
chronic,  open,  infected,  and  potentially 
salvageable  joint.  This  has  prompted  the 
report  of  management  of  3 such  cases;  spe- 
cifically of  chronic  infected  shoulder  joints 
with  inadequate  soft-tissue  cover. 

Case  reports 

Case  1.  A seventy-year-old  white  male 
was  admitted  to  the  plastic  surgery  service 
on  October  21,  1963,  for  treatment  of  a 
chronic  draining  left  shoulder  wound  of  six 
months  duration  (Fig.  1).  In  1959  repair 
of  an  extensive  left  shoulder  rotator  cuff 
tear  was  attended  by  postoperative  wound 
infection.  Drainage  and  frequent  dressings 
resulted  in  eventual  healing,  but  disruption 
of  the  cuff  repair  was  clinically  evident. 
On  April  12,  1963,  the  patient  underwent 
excision  of  a foreign  body  (silk)  granuloma 
present  for  eight  weeks  prior  to  surgery. 
Cloudy  yellow  fluid  culturing  a sensitive 
Staphylococcus  was  recorded  at  operation, 
and  postoperative  wound  infection  and 

Presented  at  the  meeting  of  the  New  York  Regional  Society 
of  Plastic  and  Reconstructive  Surgery,  New  York  City, 
November  17,  1964. 


FIGURE  1.  Case  1.  Chronic,  open,  infected  left 
shoulder  joint,  October,  1963. 


breakdown  occurred.  On  May  8,  1963, 
and  July  15,  1963,  shoulder  explorations 
were  carried  out  for  persistent  infection  and 
drainage,  and  a shoulder  spica  had  been 
applied.  Cultures  of  exudate  eventually 
yielded  a highly  resistant  Staphylococcus 
aureus,  as  well  as  gram-negative  organisms. 
Throughout  this  period,  intensive  local  and 
systemic  antibiotic  treatment  had  been  in 
use.  On  September  10,  1963,  with  pre- 
operative sodium  methicillin  (Staphcillin) 
coverage,  elliptic  excision  and  closure  of  the 
left  shoulder  wound  was  attempted,  which 
failed. 

In  October,  1963,  after  four  years  and  5 
operations,  the  left  shoulder  remained  pain- 
ful and  it  was  draining.  Past  medical 
history  revealed  recurrent  peptic  ulcer 
following  gastrectomy,  previous  cholecyst- 
ectomy, and  arteriosclerotic  heart  disease 
with  intermittent  atrial  fibrillation.  Gen- 
eral physical  examination  was  not  remark- 
able. Vital  signs  were  within  normal 
limits.  The  exposed  left  shoulder  joint 
with  severe  limitation  of  motion  was  con- 
firmed. Routine  laboratory  studies  were 
not  remarkable.  Culture  of  the  shoulder 
wound  demonstrated  coagulase-positive 
Staphylococcus,  sensitive  to  chloramphen- 
icol (Chloromycetin).  X-ray  films  of  the 
left  shoulder  revealed  several  radiolucent 
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FIGURE  2.  Case  1.  Operative  plan  to  cover  open, 
infected  left  shoulder  joint. 

areas  in  the  humeral  head  and  an  irregular 
cortical  margin.  Figure  2 presents  the 
operative  design.  On  October  24,  1963, 
with  chloramphenicol  coverage,  the  left 
shoulder  wound  was  excised  and  the  ex- 
posed joint  covered  with  a supraclavicular 
regional  pedicle  flap  (Fig.  3A).  Suction 
and  irrigating  catheters  were  placed  be- 
neath the  flap  and  a 14/iooo-inch  split-thick- 
ness skin  graft  was  used  to  resurface  the 
donor  area  from  which  the  flap  had  been 
rotated.  An  immobilization  dressing  was 
applied.  Local  irrigation  with  a mixture  of 
neomycin  and  bacitracin  and  continuous 
wound  suction  were  employed  for  seventeen 


days.  Chloramphenicol  was  administered 
systemically  foi  twenty-one  days.  The  pa- 
tient was  discharged  completely  healed  on 
the  twenty-fourth  postoperative  day  and 
has  remained  healed  for  one  year  (Fig.  3B). 
Maximum  shoulder  abduction  is  limited  to 
20  degrees,  as  it  was  prior  to  joint  closure. 

Comment.  The  cover  of  the  shoulder 
joint  has  been  secured  in  the  face  of  pro- 
longed bone  and  joint  exposure  and  infec- 
tion. Flap  rotation  and  free  graft  were  ac- 
complished in  standard  fashion.  Contin- 
uous wound  suction  was  dictated  by  chronic 
infection  and  the  presence  of  dead  space. 
Irrigation  with  antibiotics  appeared  indica- 
ted by  culture  analysis  of  joint  drainage. 
The  use  of  a permanent  pedicle  flap  with 
broad  shoulder  attachment  allowed  primary 
healing  over  an  apparently  avascular  and 
certainly  infected  central  region.  The  lim- 
ited abduction  of  the  joint  is  undoubtedly  re- 
lated to  the  virtual  absence  of  a musculo- 
tendinous joint  cuff  secondary  to  previous 
trauma  and  surgery. 

Case  2.  A seventy-one-year-old  white 
female  was  first  admitted  to  the  plastic 
surgery  service  at  age  forty-nine  in  Septem- 
ber, 1941,  for  treatment  of  a chronically  in- 
fected ulcer  within  an  area  of  radiation 


FIGURE  3.  Case  1.  (A)  Supraclavicular  regional  pedicle  flap  over  infected  joint.  Skin  graft  to  flap  donor 
area.  Suction  and  irrigating  wound  catheters  in  place.  (B)  Stable  left  shoulder  joint  cover  provided  with 
regional  pedicle  flap,  November,  1964. 
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FIGURE  4.  Case  2.  (A)  Chronic  draining  infected  right  shoulder  joint  with  inadequate  soft  tissue  cover,  May, 
1961.  (B)  Infraclavicular  regional  pedicle  flap  failure  due  to  inadequate  flap  size  and  infection. 


dermatitis  of  the  right  shoulder  region  of 
two  years  duration.  Four  years  before  she 
had  received  16  x-ray  treatments  to  this 
area  for  bursitis,  with  subsequent  chronic 
ulceration.  On  September  30,  1941,  exci- 
sion of  the  ulcer  and  surrounding  area  of 
radiation  dermatitis  was  effected.  Split- 
thickness skin  graft  coverage  was  used  and, 
despite  a small  central  hematoma  and  graft 
loss,  healing  ensued.  This  area  remained 
healed  until  May,  1961,  when  sudden,  pain- 
less, profuse,  and  clear  drainage  occurred 
from  the  graft  site,  prompting  a diagnosis  of 
ruptured  bursa,  right  shoulder  (Fig.  4A). 
X-ray  films  of  the  right  shoulder  revealed 
changes  diagnostic  of  osteoarthritis  and 
extensive  soft-tissue  calcification.  Active 
shoulder  motion  was  severely  limited  at  this 
time.  On  May  11,  1961,  excision  of  the 
skin  graft  and  sinus  tract  which  extended 
into  the  shoulder  joint  was  carried  out. 
The  humeral  head  was  described  as  irregu- 
lar. Coverage  of  the  joint  was  attempted 
with  a small  regional  pedicle  flap  based  in 
the  infraclavicular  region.  The  donor  area 
was  resurfaced  with  a 14/iooo-inch  split- 
thickness skin  graft.  A suction  catheter 
was  placed  beneath  the  flap  and  topical 
antibiotic  (neobacin)  irrigations  performed. 
Joint  space  culture  at  operation  demon- 


strated a resistant  S.  aureus  and  gram- 
negative bacilli.  Wound  infection  and 
dehiscence  prompted  a subsequent  attempt 
at  secondary  closure  which  also  failed  (Fig. 
4B).  During  this  period  tetracycline, 
erythromycin,  and  chloramphenicol  had 
been  utilized  systemically.  X-ray  films  at 
this  time  revealed  mottled  rarefactions 
about  the  shoulder  compatible  with  chronic 
bone  infection.  Three  months  later,  a new 
operative  plan  was  conceived  as  shown  in 
Figure  5.  Delay,  consisting  of  flap  eleva- 
tion and  replacement  in  its  original  site,  of 
a posteriorly  based  right  upper  arm  pedicle 
flap  was  performed.  Incision  and  drain- 
age of  an  abscess  of  the  flap  was  necessary 
in  the  postoperative  period.  On  Septem- 
ber 27,  1961,  the  upper  arm  pedicle  flap 
was  rotated  over  the  right  shoulder  wound 
and  a split-thickness  skin  graft  used  to 
resurface  the  flap  donor  area  (Fig.  6A). 
One  month  later  right  shoulder  drainage 
reappeared,  and  x-ray  films  demonstrated 
multiple  radiolucent  areas  in  the  humerus 
and  scapula  as  well  as  probable  sequestrum 
in  the  lateral  clavicular  region.  Accord- 
ingly, with  sodium  methicillin  coverage, 
resection  of  the  devitalized  lateral  clavicle 
and  portion  of  the  acromion  was  effected. 
Microscopic  analysis  was  compatible  with 
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FIGURE  5.  Case  2.  Operative  plan  to  cover  open, 
infected  right  shoulder  joint. 

chronic  osteomyelitis.  The  wound  was 
packed  open,  and  within  three  months  it 
healed  and  has  remained  so  for  three  years. 
Shoulder  motion  is  without  pain  but  se- 
verely limited,  as  it  was  before  provision  of 
joint  cover,  with  maximum  abduction  to  30 
degrees  (Fig.  6B). 

Comment.  Numerous  technical  prob- 
lems complicated  the  management  of  this 
particular  joint  wound.  Hematoma  for- 
mation, inadequate  size  of  the  original  flap, 
large  devitalized  bone  fragments,  and  gross 
infection  prolonged  the  treatment  phase. 
Nevertheless,  secure  closure  in  the  face  of 
these  problems  in  a previously  irradiated 
area  supports  the  contention  that  a local 


pedicle  flap  can  salvage  an  open  infected 
joint.  Suction  catheter  drainage  was  used 
in  this  case,  but  with  some  difficulty. 
Antibiotic  irrigation  was  used  as  well.  The 
limited  abduction  appears  related  to  pro- 
longed immobilization  of  the  shoulder  and 
the  fact  that  there  was  little  remaining 
deltoid  musculature. 

Case  3.  A forty-eight-year-old  white 
male  radiologist  was  admitted  to  the  plastic 
surgery  service  on  September  12,  1960,  for 
treatment  of  a chronic  left  shoulder  wound 
of  four  years  duration.  In  1954  a diagnosis 
of  bursitis  of  the  left  shoulder  was  made  and 
radiation  treatments  instituted.  In  1956 
the  patient  underwent  subtotal  thyroid- 
ectomy for  carcinoma  and  received  4,600 
r to  his  neck  via  rotating  fields.  Because  of 
the  recurrent  bursitis,  cortisone  injections 
and  ultrasound  therapy  were  used.  Within 
several  months  skin  atrophy  and  necrosis  in 
the  left  shoulder  region  had  occurred  and, 
during  the  subsequent  four  years,  a 2-  by 
4-cm.  chronic  draining  ulceration  persisted 
in  an  area  of  radiation  dermatitis.  Past 
medical  history  was  remarkable  for  two 
previous  myocardial  infarctions  and  a diag- 
nosis of  polycythemia.  Hepatospleno- 
megaly  and  a 3.5-cm.  left  shoulder  ulcera- 


FIGURE  6.  Case  2.  (A)  Upper  arm  regional  pedicle  flap,  skin  graft,  and  suction  and  irrigating  wound  cath- 
eters in  place,  September,  1961.  (B)  Stable  right  shoulder  joint  cover  provided  with  large  regional  pedicle 
flap,  February,  1965. 
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tion  were  noted  on  physical  examination. 
Wound  culture  revealed  Pseudomonas  sen- 
sitive to  tetracycline  and  a moderate 
growth  of  Staphylococcus  albus.  On  Sep- 
tember 13,  1960,  an  excision  of  the  chron- 
ically infected  ulcer  and  surrounding  area  of 
radiation  dermatitis  was  performed.  The 
central  necrotic  zone  which  extended  into 
the  shoulder  joint  required  excision  of  a 
portion  of  cortex  of  the  humeral  head. 
Reconstruction  was  achieved  with  a poste- 
rior 8-  by  5- inch  upper  brachial  and  thoracic 
pedicle  flap;  a 14/ioo(rinch  split-thickness  skin 
graft  was  used  to  resurface  the  flap  donor 
area.  An  immobilization  dressing  was  ap- 
plied and  tetracycline  administered  system- 
ically.  Small  amounts  of  discharge  persisted 
from  beneath  the  flap  for  several  weeks  and 
revealed  Pseudomonas  on  culture.  How- 
ever, stable  permanent  pedicle  flap  joint 
cover  has  been  achieved,  and  adequate 
shoulder  function  is  present. 

Comment.  Coverage  of  a chronic,  open, 
and  infected  shoulder  joint  was  achieved  in 
an  irradiated  zone  by  using  wound  excision, 
including  devitalized  bone,  and  a large 
regional  pedicle  flap.  The  resultant  satis- 
factory shoulder  range  of  motion  and  sta- 
bility indicates  joint  salvage  as  well  as  pro- 
vision of  durable  joint  cover. 

Comment 

In  many  significant  works  in  the  fields  of 
orthopedic  and  plastic  surgery,  slight  if  any 
reference  is  made  to  the  problem  of  provid- 
ing cover  for  the  open,  infected  joint, 
shoulder  or  otherwise.1-6  Concern  has 
been  with  penetrating  joint  trauma  and 
immediate  repair.  This  subject  has  been 
well  reviewed  by  Hampton7  and  by  Thomp- 
son and  Berry*  who  are  strong  advocates  of 
immediate  joint  repair  utilizing  synovia, 
joint  capsule,  or  local  flaps  of  skin  or  fascia. 
Hampton’s  approach  is  restated  in  Camp- 
bell’s Operative  Orthopaedics .9  Treatment  is 
then  completed,  when  control  of  infection 
has  been  assured,  by  delayed  skin  closure 
employing  secondary  suture  or  free  skin 
graft. 10 

Attention  was  aimed  at  preventing  the 
problem  of  the  open  infected  joint.  In 
those  cases  in  which  prolonged  joint  expo- 
sure and  arthritis  developed,  joint  excision 
and  approximation  of  healthy  bone  ends  in 


a position  of  function  was  advocated.6-7-9 
No  report  of  major  tissue  movement  using 
local  or  distant  pedicle  flaps  in  the  salvage 
of  an  open,  infected  joint  has  been  un- 
covered. 

Without  specific  reference  to  joints,  the 
use  of  the  pedicle  flap  does,  however,  have 
strong  support  in  the  treatment  of  chronic 
osseous  infection.  Shannon  and  Wool- 
house11  have  advocated  its  use  in  a final 
reconstructive  phase.  Connelly12  and  also 
Converse13  have  reported  on  the  utilization 
of  pedicle  flaps  in  instances  of  chronic  drain- 
ing wounds  with  exposed  infected  bone. 

The  use  of  the  local  pedicle  flap  in  the 
salvage  of  the  chronic,  open,  infected  joint  is 
presented  as  a means  of  achieving  prompt 
healing.  After  healing  is  complete,  should 
operative  joint  mobilization  or  stabilization 
be  indicated,  it  can  be  carried  out  in  this 
more  suitable  physical  environment.14 

Summary 

Three  cases  of  local  pedicle  flap  coverage 
of  chronic,  open,  infected  shoulder  joints 
have  been  presented. 

Wound  excision,  removal  of  devitalized 
bone  fragments,  rotation  of  a large  flap,  and 
the  postoperative  use  of  suction  and  irri- 
gation of  the  wound  by  catheters  are  recom- 
mended. 
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From  the  Medical  Service  of  Coney  Island  Hospital 


Acetylcysteine  (Mucomyst)  is  a useful 
mucolytic  agent  in  bronchopulmonary  dis- 
eases. It  is  indicated  as  an  adjuvant 
therapy  for  patients  with  abnormal,  viscid, 
or  inspissated  mucus  secretions.  The  drug 
may  be  administered  by  nebulization, 
direct  application,  or  intratracheal  in- 
stillation. 

Case  report 

A twelve  and  a half-year-old  white 
female  was  admitted  to  Coney  Island 
Hospital  on  September  15,  1964,  at  1:20 
a.m.  because  of  smoke  inhalation.  Ac- 
cording to  information  obtained  from  the 
police  and  relatives,  she  had  had  to  be  res- 
cued from  her  bedroom  while  her  home 
was  in  flames.  She  was  unconscious  and  was 
given  mouth-to-mouth  respiration  and  oxy- 
gen before  she  was  brought  to  the  hospital. 

The  patient  was  a well-developed,  well- 
nourished  white  female,  semicomatose, 
tachypneic,  and  afebrile  on  admission,  but 
at  8:00  a.m.  her  temperature  was  101.6 
F.,  rectally.  Her  skin  was  warm,  dry, 
pale,  but  not  cyanotic.  The  eyes  showed 
bilateral  mydriasis,  the  corneal  reflex 
was  present,  both  corneas  showed  partial 
opacification  (keratitis),  and  the  conjunc- 
tivas were  markedly  injected  (acute  thermal 
and  chemical  keratoconjunctivitis).  Mu- 


cosa of  nostrils,  mouth,  and  throat  were 
heavily  coated  with  soot  particles. 

The  chest  was  symmetrical  in  conforma- 
tion, there  was  dullness  over  both  bases, 
bilateral  inspiratory  wheezes  anteriorly 
and  posteriorly,  and  inspiratory  and  ex- 
piratory crepitant  rales.  Her  pulse  rate 
was  132  per  minute  and  regular;  the  blood 
pressure  was  120  systolic,  60  diastolic  mm. 
Hg  in  both  arms. 

In  the  heart,  the  point  of  maximum 
cardiac  impulse  was  not  felt,  there  was  a 
regular  sinus  rhythm,  and  no  murmurs  were 
heard.  Neurologic  examination  revealed 
no  abnormal  findings  except  for  the  pa- 
tient’s semistuporous  state. 

The  laboratory  data  were:  hemoglobin, 
14.2  Gm.  per  100  ml.;  leukocyte  count, 
17,000  per  cubic  millimeter;  hematocrit, 
41;  neutrophils,  38  per  cent;  lymphocytes, 
60  per  cent;  eosinophils,  2 per  cent;  chlo- 
rides 117  mEq.,  sodium  142  mEq.,  and 
potassium  4.1  mEq.  per  liter;  blood  urea 
nitrogen,  9 mg.  per  100  ml.;  glucose,  196 
mg.  per  100  ml.;  and  carbon  dioxide,  40 
volume  per  cent. 

The  patient  was  placed  in  an  oxygen 
tent  and  was  given  50  cc.  of  25  per  cent 
dextrose  in  water  intravenously,  after 
which  she  gradually  responded  to  stimuli 
and  to  questions.  Both  eyes  were  washed 
with  normal  saline,  and  polymyxin  (Neo- 
sporin)  and  hydrocortisone  ophthalmic 
ointments  were  applied.  She  received 
5 per  cent  dextrose  in  water  with  vitamins 
B with  C (Folbesyn),  and  chloramphenicol 
(Chloromycetin)  1 Gm.,  intravenously; 
aqueous  penicillin  600,000  units  intra- 
muscularly every  six  hours,  tracheal  suc- 
tion every  two  hours,  and  tyloxapol  (Ale- 
vaire)  nebulization  into  an  oxygen  tent. 
The  chest  x-ray  film  on  admission  showed  a 
marked,  diffuse  bilateral  pneumonic  in- 
filtration, more  dense  at  the  right  parahilar 
area  (Fig.  1A).  As  the  patient  started  to 
take  fluids  by  mouth  on  September  16, 
1964,  intravenous  fluids  were  discontinued 
and  chloramphenicol  was  given  250  mg. 
every  six  hours. 

On  September  17,  1964,  her  pulse  rate 
was  100  per  minute  and  regular,  respira- 
tions 24  per  minute,  and  temperature  100 
F.,  rectally.  The  patient  appeared  comfort- 
able, coughing  frequently  and  expectorat- 
ing dark  thick  sputum.  She  remained  in  the 
oxygen  tent  intermittently.  A chest  x-ray 
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FIGURE  1.  Chest  x-ray.  (A)  Admission  film  reveals  diffuse  bilateral  pneumonic  infiltration,  more  marked 
on  right.  (B)  Film  three  days  after  admission  showing  clearing  of  pneumonic  infiltrate  and  development  of 
atelectasis  of  right  upper  lobe. 


film  showed  a normal  mediastinum  with  an 
extensive  area  of  opacification  involving 
the  basilar  segment  of  the  right  upper  lobe 
with  the  remaining  pulmonary  markings 
prominent,  although  the  congestive  pattern 
improved  when  compared  with  previous 
studies. 

On  September  18,  1964,  her  temperature 
was  100  F.,  rectally.  She  felt  comfortable 
but  was  dyspneic  and  complained  of  a non- 
productive cough;  auscultation  of  the 
lungs  revealed  dullness  to  percussion  at  the 
right  upper  lobe  anteriorly  and  posteriorly 
with  bronchovesicular  breathing  and  fine 
post-tussive  rales.  The  chest  x-ray  film 
showed  a definite  atelectasis  of  the  anterior 
segment  of  the  right  upper  lobe  (Fig.  IB). 
Chloramphenicol  was  discontinued,  and  the 
patient  was  started  on  sodium  oxacillin 
(Prostaphlin)  500  mg.  every  six  hours  to- 
gether with  procaine  penicillin  600,000 
units  intramuscularly  every  six  hours. 
Postural  drainage  and  a shift  of  position 
were  encouraged.  Since  it  was  felt  that  the 
atelectasis  was  probably  due  to  mucus  plug- 
ging, the  use  of  acetylcysteine  with  inter- 
mittent positive  pressure  breathing  was 
advised. 

The  patient  started  intermittent  positive 
pressure  breathing  (Bird  respirator)  with 
isoproterenol  (Isuprel)  and  acetylcysteine 
2 cc.  20  per  cent  solution  every  two  hours 
for  twenty  minutes.  In  the  event  the  ate- 


lectasis would  not  clear,  bronchoscopic 
aspiration  was  to  be  considered. 

On  September  19,  1964,  the  patient  was 
afebrile,  and  the  chest  x-ray  film  showed  a 
considerable  improvement  in  the  opacifica- 
tion of  the  atelectatic  segment  (Fig.  2A). 
Intermittent  positive  pressure  breathing 
with  acetylcysteine  was  continued  four 
times  a day.  Streptomycin  0.5  Gm.  intra- 
muscularly twice  daily  was  added  to  the 
regimen  mentioned.  As  sputum  culture 
showed  the  presence  of  yeast,  nystatin 
(My costatin)  suspension  1 cc.  as  a gargle 
daily  and  vitamin  B complex  were  given. 
The  patient  was  encouraged  to  cough  and 
perform  respiratory  exercises  with  a balloon. 

On  September  21,  1964,  the  chest  x-ray 
film  showed  a minimal  residual  triangular 
density  at  the  anterior  segment  of  the  right 
upper  lobe.  On  the  following  day  penicillin 
and  streptomycin  were  discontinued. 

On  September  23,  1964,  the  chest  x-ray 
film  revealed  complete  resolution  of  the  ate- 
lectasis of  the  anterior  segment  of  the  right 
upper  lobe  (Fig.  2B).  The  keratoconjunc- 
tivitis healed,  and  the  patient  was  asympto- 
matic. The  patient  was  discharged  as 
markedly  improved  on  September  24, 1964. 

Comment 

Acetylcysteine  is  a derivative  of  the 
amino  acid  cysteine.  The  studies  of  Webb1 
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FIGURE  2.  Chest  x-ray.  (A)  Film  four  days  after  admission  reveals  considerable  improvement  in  opacifi- 
cation of  atelectatic  segment.  (B)  Film  on  discharge  showing  complete  resolution  of  atelectasis. 


and  the  Mead  Johnson  Research  Center2 
demonstrated  the  effectiveness  of  the  agent 
in  liquefying  mucus  and  desoxyribose 
nucleic  acid.  It  does  not  lyse  fibrin  or  blood 
clots.  Liquefaction  begins  almost  im- 
mediately on  contact  with  mucus  and  pro- 
duces a mucolytic  effect  within  a few  min- 
utes. Poppe3  observed  this  effect  on  bron- 
choscopy. As  the  solution  was  dropped 
into  the  anesthesized  bronchi,  the  watery 
liquefied  mucus  appeared  almost  instantly. 
The  mucolytic  effect  of  this  agent  has  been 
found  to  be  related  to  its  sulfhydryl  group 
which  opens  the  disulfide  bonds  present  in 
mucus.  Unlike  the  proteolytic  enzymes,  it 
does  not  disrupt  peptide  links  in  proteins 
and  consequently  does  not  erode  lining 
tissues.1 

Acetylcysteine  can  be  administered  by 
nebulization  via  a Bird  or  Bennett  inter- 
mittent positive  pressure  breathing  appara- 
tus, as  in  our  patient.  Another  method 
of  delivery  is  through  a small  plastic  cath- 
eter inserted  percutaneously  into  the  cer- 
vical trachea  with  the  tip  of  the  catheter 
lying  just  above  the  carina,  as  suggested  by 
Radigan  and  King.4  It  can  be  also  ad- 
ministered through  a tracheostomy  tube. 

In  chronic  pulmonary  diseases  like  cystic 
fibrosis,  acetylcysteine  has  been  used  for  a 
long  period,  ranging  from  ten  months  to  two 
years. 

In  our  patient  acute  atelectasis  developed 
on  the  third  day  of  admission.  This  fol- 


lowed a diffuse  bronchopneumonia  with 
obstruction  of  the  anterior  segment  of  the 
right  upper  lobe.  The  obstruction  was  un- 
doubtedly due  to  mucus  secretions.  After 
twenty-four  hours  of  treatment  with  acetyl- 
cysteine, there  was  an  increase  of  sputum 
volume,  cough  became  productive,  and  the 
atelectasis  cleared  within  two  days. 

No  side-effects  to  date  have  been  reported 
from  the  administration  of  acetylcysteine. 
However,  in  patients  with  asthma,  broncho- 
spasm  was  observed.5  This  side-effect 
may  be  completely  prevented  by  the  con- 
comitant use  of  isoproterenol. 

Summary 

A case  of  atelectasis  of  the  right  upper 
lobe  following  an  aspirating  pneumonia 
from  inhalation  of  smoke  has  been  pre- 
sented. This  was  successfully  treated  with 
a new  mucolytic  agent,  acetylcysteine 
(Mucomyst). 
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On  the  Trail  of  the  Whimpering  Whines 


It  so  happens  that  I,  together  with  the  ma- 
jority of  Americans,  support  the  present  Viet 
Nam  policy.  I make  no  apology  for  my  posi- 
tion, although  I realize  that  any  agreement 
with  the  majority  automatically  makes  one 
suspect  in  certain  circles  where  eccentricity  is 
mistaken  for  nonconformity  and  negativism  is 
considered  evidence  of  independent  thinking. 
My  opinion  is  due  neither  to  jingoistic  im- 
perialism nor  to  supernationalistic  patriotism, 
nor  is  it  a compulsive  reaction  so  some  blind 
unreasoning  phobia  about  the  bogeyman  of 
communism.  Rather,  is  it  based  on  a sober 
realization  that  any  personal  determination, 
independently  arrived  at,  requires  an  exhaustive 
knowledge  of  many  factors,  none  of  which  are 
available  to  me  or,  as  far  as  I know,  to  anyone 
else  not  a member  of  the  government  policy- 
making agency.  This  is  not  to  imply  that  I 
subscribe  to  some  Decatur-like  passive  accept- 
ance of  all  governmental  acts;  actually  in  most 
situations,  one  has  access  to  sufficient  back- 
ground information  to  justify  reaching  an  inde- 
pendent decision,  and  as  for  the  politically 
motivated  policies,  they  are  usually  obvious  to 
any  astute  observer;  but  in  the  matter  of 
Southeast  Asia  no  such  factual  data  exist. 

Also,  one  must  recognize  this  disputed  policy 
has  not  only  been  sponsored  by  three  different 
national  administrations  but  also  has  been 
fervently  endorsed  by  personal  word  and  as- 
surance by  three  very  different  presidents  of 
varying  age,  political  party,  experience,  philoso- 
phy, and  personality,  each  one  dependent  on 
consultants  of  their  own  entourage — consultants 
not  only  different  but  antiphrasic. 

The  fact  that  I can  envisage  no  other  reason- 
able or  logical  course  than  the  one  we  follow  in 
no  way  clouds  my  realization  that  others  enter- 
tain a differing  idea  and  does  not  dull  my  ap- 
preciation of  their  right  to  such  contrary  idea, 
nor  of  their  inherent  privilege  to  express  freely 
their  point  of  view,  as  well  as  seek  converts  to 
their  belief  while  publicly  protesting  govern- 
ment action  they  consider  deleterious  to  the 
national  welfare. 

Oh,  sure!  I would  be  less  than  human  if 
there  were  not  some  sardonic  amusement  at 
hearing  the  very  individuals  who  a few  short 
months  ago  were  uttering  dire  warnings  about 
the  “trigger-happy”  proclivity  of  the  then 
political  adversary  of  our  present  chief  execu- 
tive, pleading  with  me  to  trust  the  sober  judg- 
ment of  a tried  and  proved  national  leader  as 
they  now  expatiate  on  presidential  irresponsi- 
bility. It  seems  that  having  successfully 
stoned  the  “extremist”  into  oblivion,  they  would 


now  do  the  same  for  their  “sane  middle-of-the- 
roader.”  It  might  be  comical  if  not  so  frighten- 
ing to  see  the  frantic  straddling  of  those  who 
busily  decry  the  use  of  force  in  Viet  Nam  while 
demanding  its  use  in  Rhodesia.  Yet,  illogical, 
anticivic,  or  ambivalent  as  their  beliefs  might 
appear,  there  is  one  thing  that  must  be  made 
crystal  clear  and  should  be  stated  in  terms  so 
unmistakably  defined  that  they  are  incapable  of 
distortion  or  misinterpretation,  and  it  is  just 
this:  No  responsible  agency,  be  it  governmental, 

public,  or  private,  and  no  legitimate  spokesman,  be 
he  civil  servant  or  private  citizen,  has  ever  ques- 
tioned the  right  of  administrative  critics  of  our 
Southeast  Asia  policy  either  to  express  their 
opinion  freely  or  to  mount  such  protests  in  open 
and  public  fashion.  Whatever  criticism  has  been 
voiced  has  been  directed  entirely  to  the  methods 
used  in  the  presentation  of  view. 

If  the  reader  will  indulge  the  somewhat 
archaic  use  of  analogy,  it  is  as  if  a responsible 
member  of  a university  family,  convinced  of 
the  evil  of  intercollegiate  football  because  of  the 
inevitable  toll  of  injuries  and  deaths,  should 
seek  converts  to  his  point  of  view  and  take  every 
legitimate  opportunity  to  express  his  opinion 
to  the  college  administration.  There  would 
be  no  question  as  to  his  right  to  do  ri  is  or  of  his 
sincerity  of  purpose.  However,  should  he 
choose  a Saturday  afternoon,  the  day  of  the 
most  important  game  of  the  football  season,  and 
sometime  late  in  the  third  quarter,  just  when 
the  home  team  is  hard  pressed,  and  suddenly 
invade  the  huddle  of  the  football  team  and  start 
circulating  a petition  for  the  abolishment  of 
football,  I seriously  doubt  that  this  act  would 
be  considered  either  proper  or  reasonable  or 
within  the  purview  of  his  inalienable  right  of 
protest  and  freedom  of  action. 

As  certain  as  is  the  fact  of  political  freedom, 
citizenship  in  a free  commonwealth  must  endow 
an  individual  with  the  right  of  personal  opinion 
as  to  what  is  best  for  the  public  good  and  the 
unrestrictable  right  to  make  such  opinion 
known;  but  it  also  imposes  a responsibility  to 
make  such  protest,  however  vigorous  or  exhorta- 
tory  or  even  execrative,  in  proper  and  reasonable 
fashion  and  through  legitimate  channels;  only 
if  such  channels  are  closed  are  other  methods  of 
protest  justified.  My  disappointment  with 
the  critics  of  our  Viet  Nam  policy  lies  in  their 
failure  to  observe  such  responsibility. 

— I neither  question  their  right  of  opinion 
nor  impugn  their  sincerity,  but  I regret  their 
attitude  of  questioning  my  right  of  an  opinion 
and  its  integrity. 

— I recognize  their  right  to  parade  publicly 
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in  mounting  their  protest  and  applaud  their 
courage  in  doing  so  but  regret  their  willingness 
to  march  with  those  who  flaunt  the  flag  of  those 
with  whom  we  are  fighting. 

— I believe  they  are  justified  in  emphasizing 
the  plight  and  sufferings  of  all  innocent  victims 
of  haphazard  bombing;  but  it  is  the  acme  of 
sadism,  mocking  the  laws  of  human  decency, 
to  use  the  telephone  to  twit  or  ridicule  a be- 
reaved wife  or  mother  of  a member  of  the  service 
killed  in  Viet  Nam. 

—I  hold'  military  exemption  for  the  con- 
scientious objector  as  precious  as  my  own  right 
to  either  worship  or  not,  as  I believe;  and  find 
it  outrageous  and  cynically  sacrilegious  for 
someone  to  offer  to  tutor  would-be  draft 
dodgers  in  the  technic  of  this  avenue  of  exemp- 
tion. 

—I  know,  those  deluded  individuals  who 
burn  themselves  are  mentally  ill;  I realize 
those  who  burn  their  draft  cards  are  emo- 
tionally immature;  and  because  I understand, 
I can  condone.  But  how  can  one  condone 
those  individuals  who,  entrusted  with  the  task 
of  guidance  of  the  young  and  impressionable, 
indoctrinate  rather  than  instruct,  and  thus 
foster  emotional  involvement  based  on  prejudice 
and  self-interest  rather  than  encourage  inde- 
pendent thought. 

The  oldest  known  gambit  in  the  defense  of  the 
indefensible,  whether  in  court  room  or  public 
arena,  is  to  shift  the  spotlight  from  the  accused 
and  the  accusation  to  some  artificially  created 
“straw  man.”  This  ersatz  “whipping  boy” 
must  be  a target  that  appeals  to  entrenched 
prejudice  and  seemingly  threatens  cherished 
rights.  It  is  doubtful  if  at  any  other  time  or 
place  this  trick  has  been  used  more  effectively 
than  in  the  present  controversy  over  Viet  Nam. 
Whenever  any  criticism  is  made  of  the  methods 
of  protest  employed  by  critics  of  our  nation’s 
policy,  there  follows  a veritable  stream  of  letters 
to  the  editor,  magazine  articles,  and  learned 

1 professional  essays,  all  emphasizing  the  right 
of  citizen  protest,  citing  historical  precedent 
and  judicial  interpretations,  and  all  warning 
of  the  dire  consequences  to  the  nation  if  such  a 
basic  right  be  stifled  or  denied.  In  all  these 
learned  and  erudite  writings  one  simple  but 
central  fact  is  consistently  ignored  and  that  is: 

1 There  has  been  no  such  denial  and  no  suggestion 
of  it.  There  is  general  agreement  as  to  the 
right,  and  the  only  criticism  has  been  toward 
the  methods  used,  a fact,  incidentally,  that  is 
studiously  and  universally  ignored  by  all  those 
so  anxious  to  “defend”  constitutional  liberties. 

The  situation  resolves  itself  to  a group  never 
denied  the  right  of  protest  who  beat  their  collec- 
tive breasts  and  assume  a martyr  role  while 
claiming  deprivation  of  a basic  right  they  enjoy 
and  exercise  to  the  fullest  extent.  But,  we 
hear  nothing  from  them  or  from  their  apologists 
about  their  opportunistic  use  of  Adlai  Steven- 
son’s prestige  before  the  man  could  be  decently 
interred;  and  when  they  were  exposed  by  “a 


voice  from  the  grave,”  there  was  nothing  forth- 
coming but  a warning  of  the  danger  to  our 
democracy  in  denying  them  the  right  of  protest. 
I have  heard  no  disclaimers  of  those  who  would 
contribute  their  blood  to  the  Viet  Cong,  none 
of  those  who  contribute  money  not  to  succor  the 
injured  but  to  aid  in  prosecution  of  Viet  Cong 
wax-fare.  I have  heai-d  not  even  a gentle  l'ebuke 
for  those  who  jeer  and  exult  at  our  own  casualty 
lists.  They  prate  of  self-detei-mination  after 
the  withdi-awal  of  American  troops  and  without 
foreign  influence:  shades  of  Poland,  Hungary, 

and  East  Germany!  This  theory  of  self- 
determination  “without  foreign  influence”  is,  of 
course,  for  Viet  Nam;  I wonder  if  they  feel  the 
same  about  the  Union  of  South  Africa. 

I respect  and  admire  a true  pacifist.  In- 
tellectually, I know  the  use  of  force  in  any  situa- 
tion is  irrational  and  in  the  case  of  war  also 
ineffective.  However,  I also  know  that  be  it 
individual  or  group,  one  can’t  combat  irra- 
tionality with  rationality,  delusion  is  impervious 
to  logic,  and  one  must  use  irrationality  when 
faced  with  irrationality.  Also,  I can  under- 
stand how  another  individual  can  honestly  be- 
lieve our  Southeast  Asia  policy  wrong. 

I can’t  understand  those  who  would  deny  man 
his  most  primary  right,  that  of  mourning  for 
his  own  dead.  I can’t  understand  how  an  in- 
telligent person  can  believe  that  because  one 
side  is  wrong  then  the  other  side  is  right;  for 
over  five  years  Viet  Nam  caused  college 
students  no  unrest  or  concern  until  increased 
draft  quotas  threatened  deferment,  at  which 
point  they  suddenly  became  involved;  I don’t 
see  how  these  apologists  can  possibly  delude 
themselves  that  this  suddenly  represents  the 
American  university  student  “thinking  for 
himself.”  It  would  seem  quite  obvious  it  is  the 
student  “thinking  of  himself,”  and  with  all  due 
apologies  to  Sir  Walter  Scott  and  his  last 
minstrel,  it  might  be  expressed  thus: 

Marched  there  a student,  so  full  of  di’ead. 
Of  being  drafted,  that  to  himself  hath  said, 
Down  with  my  own,  my  native  land! 

As  along  the  avenue  his  footsteps  turn’d, 
Then  at  the  corner,  his  draft  card  burn’d. 
Afraid  of  service  on  some  foreign  strand! 

Of  such  as  him  let  no  college  boast, 

Be  you  Ivy  League  or  on  the  Coast; 

Though  proud  your  tradition  and  famed 
your  name, 

You  can  ne’er  escape  your  share  of  shame, 

By  pious  mouthings  of  freedom  of  protest 
When  years  of  Viet  Nam  stirr’d  no  unrest. 
Complacent  students  remained  smugly  con- 
tent 

Till  draft  increases  threat’nd  college  defer- 
ment. 

If  craven  snivellers  wei'e  bought  by  Bataan, 
Come  off  Olympus,  Alma  Mater:  make  the 

boy  a man! 

WRC 
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Carl  Burton  Alden,  M.D.,  of  Adams,  died  on 
March  5 at  the  age  of  fifty-seven.  Dr.  Alden 
graduated  from  the  University  of  Rochester 
School  of  Medicine  and  Dentistry  in  1933  and 
served  during  World  War  II  with  the  U.S. 
Army  Medical  Corps.  He  had  been  on  the 
staff  of  the  House  of  the  Good  Samaritan  and 
Mercy  Hospitals  in  Watertown  and  in  1958 
was  the  first  recipient  of  the  Crandall  Phillips- 
Doctor  John  M.  Rice  Memorial  Award  given 
by  the  Jefferson  County  Association  for  Mental 
Health.  Dr.  Alden  was  a member  of  the 
American  Academy  of  General  Practice,  the 
New  York  State  School  Physicians  Association, 
the  Jefferson  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  J.  Beck,  M.D.,  of  Malone,  died  on 
February  17  at  the  Alice  Hyde  Memorial  Hos- 
pital at  the  age  of  seventy-five.  Dr.  Beck 
graduated  from  the  Cornell  University  Medical 
College  in  1920.  He  was  an  attending  oph- 
thalmologist at  Alice  Hyde  Memorial  Hospital. 
A Diplomate  of  the  American  Board  of  Oph- 
thalmology, Dr.  Beck  was  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Franklin  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Darwin  Alfred  Bruce,  M.D.,  of  Albany, 
died  on  April  4 at  his  home  at  the  age  of  seventy- 
four.  Dr.  Bruce  graduated  from  Albany 
Medical  College  in  1913.  He  was  a member  of 
the  Albany  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bruno  De  Biasi,  M.D.,  of  Brooklyn,  died  on 
June  9,  1965,  at  the  age  of  seventy-two.  Dr. 
De  Biasi  graduated  from  Fordham  University 
School  of  Medicine  in  1920.  He  was  an  associ- 
ate affiliate  cardiologist  at  Coney  Island  Hos- 
pital. Dr.  De  Biasi  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Rufus  Cole,  M.D.,  of  Mount  Kisco,  died  on 
April  20  in  Washington,  D.C.,  at  the  age  of 
ninety-three.  Dr.  Cole  graduated  from  Johns 
Hopkins  University  School  of  Medicine  in  1899 
and  in  1908  became  the  first  director  of  the 
Hospital  of  the  Rockefeller  Institute  in  New 
York  City,  a post  from  which  he  retired  in  1937. 
In  Washington  to  receive  the  Jessie  Stevensen 


Kovalenko  Medal  of  the  National  Academy  of 
Sciences  when  he  died,  Dr.  Cole  was  honored  in 
1938  when  he  won  the  George  M.  Kober  Medal 
for  distinguished  service  to  medicine  given  by 
the  Association  of  American  Physicians.  He 
had  carried  on  a lifelong  study  of  lobar  pneu- 
monia. A Fellow  of  the  American  College  of 
Physicians,  Dr.  Cole  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Mark  Donald  Duby,  M.D.,  of  Schuylerville, 
died  on  February  4 at  his  home  at  the  age  of 
sixty-seven.  Dr.  Duby  graduated  from  the 
University  of  Vermont  College  of  Medicine  in 
1925.  He  was  a member  of  the  associate  at- 
tending staff  of  the  Mary  McClellan  Hospital 
in  Cambridge,  had  been  Schuylerville  school 
physician  for  the  past  twenty-four  years,  and 
was  health  officer  for  the  towns  of  Saratoga  and 
Northumberland  and  for  the  village  of  Victory 
Mills.  Dr.  Duby  was  a member  of  the  Amer- 
ican Academy  of  General  Practice,  the  Saratoga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Solomon  Feigin,  M.D.,  of  New  York  City, 
died  on  April  15  at  the  age  of  seventy-three. 
Dr.  Feigin  graduated  from  the  New  York  Home- 
opathic Medical  College  in  1921.  He  was  an 
assistant  attending  ophthalmologist  at  Flower 
and  Fifth  Avenue  Hospitals  and  at  Flower  and 
Fifth  Avenue  Hospitals  Outpatient  Depart- 
ment. Dr.  Feigin  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  G.  Fuchs,  M.D.,  of  Buffalo,  died  on 
February  14  at  the  age  of  seventy-two.  Dr. 
Fuchs  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1921.  He  was  an  at- 
tending surgeon  at  Lafayette  General  Hospital 
and  a consulting  surgeon  at  Millard  Fillmore 
Hospital.  Dr.  Fuchs  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jesse  Evans  Guldin,  M.D.,  of  Rochester, 
died  on  March  2 at  Northside  Hospital  at  the 
age  of  eighty-three.  Dr.  Guldin  graduated 
from  Syracuse  University  College  of  Medicine 
in  1909  and  had  practiced  in  Rochester  for 
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fifty-six  years.  He  was  a member  of  the  Roch- 
ester Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

David  Walker  Houston,  Jr.,  M.D.,  of 

Troy,  died  on  February  21  at  St.  Mary’s  Hos- 
pital at  the  age  of  seventy-six.  Dr.  Houston 
graduated  from  Harvard  University  Medical 
School  in  1916  and  had  practiced  in  Troy  until 
his  retirement  three  years  ago.  He  was  a Fellow 
of  the  American  College  of  Surgeons. 

Hyman  Wilfred  Karp,  M.D.,  of  Brooklyn, 
died  on  January  10,  1965,  at  the  age  of  sixty- 
seven.  Dr.  Karp  graduated  from  University 
and  Bellevue  Hospital  Medical  College  in  1921. 
He  was  an  attending  physician  (Off  Ward 
Service)  at  Beth-El  Hospital  and  an  associate 
attending  physician  at  Jewish  Chronic  Disease 
Hospital.  Dr.  Karp  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Herman  Koenig,  M.D.,  of  Central 
Islip,  died  on  February  22  at  the  age  of  sixty- 
one.  Dr.  Koenig  received  his  medical  degree 
from  the  University  of  Bologna  in  1938.  He 
was  supervising  psychiatrist  at  Central  Islip 
State  Hospital.  Dr.  Koenig  was  a member  of 
the  American  Geriatrics  Society,  the  Suffolk 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emanuel  Frederick  Lebwith,  M.D.,  of  New 

York  City,  died  on  December  4,  1965,  at  the 
age  of  eighty-two.  Dr.  Lebwith  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1906.  He  was  a consulting 
physician  at  Lenox  Hill  Hospital  Outpatient 
Department. 

James  Hans  Licht,  M.D.,  of  New  York  City, 
died  on  April  20  at  Beth  Israel  Hospital  at  the 
age  of  sixty-five.  Dr.  Licht  received  his  med- 
ical degree  from  the  University  of  Breslau  in 
1923.  He  was  an  assistant  attending  physician 
at  Beth  Israel  Hospital  Outpatient  Department. 
Dr.  Licht  was  a member  of  the  American  Geri- 
atrics Society,  the  New  York  County  Medical 
I Society,  the  Medical  Society  of  the  State  of 
i New  York,  and  the  American  Medical  Associa- 
| tion. 

James  A.  Lynch,  M.D.,  of  The  Bronx,  died 
| on  February  19  at  his  home  at  the  age  of 
seventy-four.  Dr.  Lynch  graduated  from  Co- 
lumbia University  College  of  Physicians  and 
Surgeons  in  1917.  He  was  an  attending  surgeon 
at  St.  Elizabeth’s  Hospital  and  a consulting 
surgeon  at  St.  Francis  Hospital.  A Fellow  of 
the  Intei-national  College  of  Surgeons,  Dr. 


Lynch  was  a member  of  the  Bronx  Surgical 
Society,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Howard  McCabe,  M.D.,  of  Buffalo, 
died  on  March  6 at  his  home  at  the  age  of 
fifty -five.  Dr.  McCabe  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in 
1935.  He  was  chief  of  staff  at  Mercy  Hospital. 
Dr.  McCabe  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Nicholas  Vincent  Montesano,  M.D.,  of 
Richmond  Hill,  died  on  February  7 at  the  age  of 
fifty-three.  Dr.  Montesano  graduated  from 
Middlesex  University  School  of  Medicine, 
Waltham,  Massachusetts,  in  1924.  He  was  an 
assistant  attending  physician  at  Queens  Hospital 
Center  and  at  Mary  Immaculate  Hospital. 
Dr.  Montesano  was  a member  of  the  Queens 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Michael  Quinn,  M.D.,  of  Bronxville, 
died  on  January  27  at  Castle  Point  Veterans 
Hospital,  Beacon,  at  the  age  of  eighty-three. 
Dr.  Quinn  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1905  and 
during  World  War  I served  in  the  U.S.  Navy. 
He  had  been  health  officer  of  Mount  Vernon, 
medical  inspector  of  Mount  Vernon  schools,  and 
a consulting  pediatrician  at  Mount  Vernon  Hos- 
pital. Dr.  Quinn  was  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ezra  Burt  Sanford,  M.D.,  of  Warwick,  for- 
merly of  New  York  City,  died  on  January  6 at 
Roosevelt  Hospital  at  the  age  of  seventy-five. 
Dr.  Sanford  graduated  from  Cornell  University 
Medical  College  in  1916,  and  practiced  in  New 
York  City  for  thirty  years  until  his  retirement  to 
Warwick  because  of  illness.  He  was  a con- 
sulting physician  at  Roosevelt  Hospital. 

Daniel  Philip  Twohig,  M.D.,  of  New  York 
City  and  Old  Westbury,  died  on  March  26  at 
his  home  in  Old  Westbury  at  the  age  of  fifty- 
five.  Dr.  Twohig  graduated  from  New  York 
University  School  of  Medicine  in  1937.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Marian  Tyndall,  M.D.,  of  New  York  City, 
died  on  March  21  at  her  home  at  the  age  of  sixty- 
eight.  Dr.  Tyndall  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons 
in  1927.  She  was  an  attending  physician  at 
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New  York  Hospital  Westchester  Division  in 
White  Plains,  an  associate  attending  physician 
at  Bellevue  Hospital,  a consulting  physician  at 
New  York  Infirmary,  and  an  emeritus  instructor 
in  clinical  medicine  at  Cornell  University  Med- 
ical College.  Dr.  Tyndall  was  a member  of  the 
American  Rheumatism  Association,  the  New 
York  Rheumatism  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Axel  Wahlquist,  M.D.,  of  Brooklyn, 
died  on  August  31,  1965,  at  the  age  of  forty- 
six.  Dr.  Wahlquist  received  his  medical  degree 
from  the  Karolinska  Institute,  Stockholm,  in 
1952.  He  was  an  associate  attending  obste- 
trician and  gynecologist  at  Brooklyn-Cumber- 
land  Hospital  and  an  adjunct  obstetrician  and 
gynecologist  at  Unity  Hospital.  Dr.  Wahl- 
quist was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Bernard  Welt,  M.D.,  of  Brooklyn,  died  on 
September  8,  1965,  at  the  age  of  sixty-nine. 
Dr.  Welt  graduated  from  Columbia  Uni- 


Medical resources 
in  Western  hemisphere 

A report,  showing  the  progress  made,  the 
facilities  available,  and  the  areas  in  which  work 
needs  to  be  done,  in  the  Western  hemisphere, 
was  published  recently  in  the  A.M.A.  News. 

In  Canada,  with  3.8  million  square  miles  and 
a population  of  more  than  19  million,  there  are 
12  medical  schools,  1,371  hospitals,  and  more 
than  21,000  physicians. 

In  Mexico,  with  760,000  square  miles  and  a 
population  of  approximately  37  million,  there 
are  21  medical  schools,  1,925  hospitals,  and  more 
than  20,000  physicians. 

In  Greenland,  840,000  square  miles  in  actual 
size  but  with  a vast  and  receding  icecap  1,700 
miles  long  and  700  miles  wide,  the  population 
numbers  33,000;  there  are  no  medical  schools, 
27  hospitals,  and  38  physicians.  In  addition, 
the  U.S.  Army  has  a research  facility,  and  the 
U.S.  Air  Force  has  two  bases  with  medical  fa- 
cilities. 

Puerto  Rico,  3,400  square  miles  in  size  and 


versity  College  of  Physicians  and  Surgeons  in 
1920.  He  was  an  associate  attending  in  ear, 
nose,  and  throat  at  Jewish  Hospital  of  Brooklyn, 
an  attending  surgeon  at  Brooklyn  Eye  and  Ear 
Hospital,  and  surgeon-in-charge  of  plastic 
surgery  at  Brooklyn  Eye  and  Ear  Hospital 
Outpatient  Department.  A Diplomate  of  the 
American  Board  of  Otolaryngology  and  a 
Fellow  of  the  American  College  of  Surgeons, 
Dr.  Welt  was  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology, 
the  American  Otorhinologic  Society  for  Plastic 
Surgery,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Florence  Wilson,  M.D.,  of  Daytona  Beach, 
Florida,  formerly  of  Garden  City,  died  on 
October  31,  1965,  in  Florida  at  the  age  of  sev- 
enty. Dr.  Wilson  graduated  from  Woman’s 
Medical  College  of  Pennsylvania  in  1917.  She 
had  been  a consultant  in  obstetrics  and  gynecol- 
ogy at  Brooklyn  Hospital.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Wilson  was 
a member  of  the  Brooklyn  Gynecological  So- 
ciety, the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


having  a population  of  2.3  million,  has  1 
medical  school,  141  hospitals,  and  1,800  phy- 
sicians. 

St.  Pierre  and  Miquelon,  both  overseas  ter- 
ritories of  France  and  located  near  Newfound- 
land, are  95  square  miles  in  size,  have  5,600 
people,  no  medical  schools,  3 hospitals,  and  4 
physicians. 

In  the  Bahamas,  which  consist  of  nearly  700 
islands,  there  is  a population  of  112,500,  no 
medical  schools,  3 hospitals,  and  65  physicians. 

In  Bermuda,  consisting  of  360  islands,  the 
population  is  46,000,  there  are  no  medical 
schools,  2 hospitals,  and  37  physicians. 

British  Honduras  has  8,866  square  miles,  a 
population  of  96,000,  no  medical  schools,  9 
hospitals,  and  20  physicians. 

Costa  Rica  is  24,000  square  miles  in  size,  has 
a population  of  1.3  million,  1 medical  school, 
44  hospitals,  and  625  physicians. 

Cuba  has  44,278  square  miles,  a population 
of  7.2  million,  2 medical  schools,  61  hospitals, 
and  7,000  physicians. 

The  Dominican  Republic  has  19,000  square 
miles,  a 3.3  million  population,  1 medical  school, 
79  hospitals,  and  450  physicians. 
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Doctor, 

Here  is  the  Abbott  anorectic 
program  designed  to  meet 
the  individual  needs  of  your 
overweight  patients. 


mood  elevation 


Abbo 

Anorecti 

Prograr 


DESOXYN  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can’t  take  plain  amphetamine, 

put  her  on  DESBUTAL!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tabl< 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  th 
appetite  and  lift  the  mood;  the  other  contair 
Nembutal®  (pentobarbital)  to  calm  the  patientan 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag 
ratio  throughout  the  day. 


1 

1 

4HH | 

tjn 

controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


r 


•SWi 


The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
intestinal fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
frug  release  ...  or  to  erratic  release  from  patient 
o patient  ...  or  to  erratic  release  in  the  same 
)atient  from  day  to  day. 


| That's  why  the  Gradumet  provides 
5 iontrolled-release  as  well  as 
i ong  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  ?= 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

& (8 

Front  Side 


DESBUTAL  15  Gradume 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

^ II 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  in  inofvttic  in  trwtment  of 
obesity  *ho  to  countarsct  tn>wty  ind  mM  depiession 
Onbuttl  is  cbntr*mdit»t»d  in  p« 
twnts  trtlng  t monoamine  uaidatf  inhibitor  Nervousness 
or  eicossiye  wdstion  hive  octenonslly  been  obierved 
often  these  * Net  Is  Will  disappear  alt*  s low  d»«  Usi 
with  csulion  in  patients  with  hypertension  caidMvasculay 
disease  hyperthyroidism  01  who  m sensitive  to  sympe 
thomimetK  drufi  Careful  supervision  is  advisable  with 
maiad  lusted  individuals 

A single  Gradumet  tablet  In  the  morning 
provides  all  day  appetite  control 

Oesbutat  10  contains  10  mg  ot  meth 
amphetamma  hydrochloride  and  60  mg  ol  pentobarbital 
sodium  Desbutal  IScontaws  I5mg  ol  methamphalamme 
hydrochloride  and  90  mg  ot  pentobarbital  tedium  In 
bottles  ol  100  end  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  ! 


For  use  in  beverages  and  foo< 
—stable  to  heat 


A carefully  balanced  formula 
prevent  aftertaste 

—in  tablets  and  liquid— 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 

601060 


CONTRAINDICATION:  Desoxyn  and  Desbutal  ar 
contraindicated  in  patients  taking  a monoamir 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  wil 
hypertension,  cardiovascular  disease,  hyperth 
roidism,  old  age,  or  those  sensitive  to  sympatb 
mimetic  drugs  or  ephedrine  and  its  hhh 
derivatives.  Careful  supervision  is  ad- 
visable  with  maladjusted  individuals.  Wbihb 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,44' 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’bL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Index  to  Advertised  Products 


Analgesics 


Alka-Seltzer 

(Miles  Laboratories,  Inc.) 1281 

Aspirin  (Bayer  Company) 1273 


Antiarthritics 


Antiseptics 

Alkalol  (Alkalol  Company) 1369 

Appetite  suppressants 

Desbutal/Desoxyn  (Abbott  Laboratories) 

1363,  1364.  1365,  1366 


Butazolidin  (Geigy  Pharmaceuticals) 1260-1261 

Antibiotics 


Beverages 


Coca-Cola  (Coca-Cola  Company) 1294 

Milk  (National  Dairy  Council) 1265 

No-Cal  (No-Cal  Corp.) 1285 


Declomycin 
(Lederle  Labs., 

(Div.  Amer.  Cyanamid  Co.) 4th  cover 

Lincocin  (Upjohn  Company) 1259 

Polysporin 

(Burroughs  Wellcome  & Company,  Inc.) 1367 

V-Ciliin  K (Eli  Lilly  & Company) 1288 


Bronchodilator-decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 

Decongestant-antihistamines 

Triaminic  Tablets  (Dorsey  Laboratories) 

1275,  1276,  1277,  1278 


Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 1271 

Antidepressants 


Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 1263 

Diagnostic  aids 

Labstix  (Ames  Company,  Inc.) 3rd  cover 


Deprol  (Wallace  Laboratories). . 1295,  1296,  1297, 
Norpramin  (Lakeside  Laboratories) 

Antidiarrheals 

Lomotil  (G.  D.  Searle  & Company) 


1298  Laxatives 

1269  r . 

Eucarbon 

(Standard  Pharmaceutical  Co.,  Inc.) 

Tranquilizers 

1293  Prolixin  (E.  R.  Squibb  & Sons) 


1287 

1267 
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Classified  Advertising  Rates 


Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0 i each.  Box  numbers,  50i  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50£  per  insertion) 
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PINEWOOD  Walter  A-^“™ps°^ fCTORF'A'P' A‘ 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.y.  Tel:  CEntral  2-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo  ded  Grounds 

SENILE— AGED 

Non-*ectari«n,  dietary  law*  observed 
Mr-dical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.  A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


DICTATE  BY  PHONE 

just  pick  up  your  Phone  and  dictate — - 
eliminate  fixed  salaries,  overtime, 
fringe-benefits,  equipment  costs.  WE 
HAVE  LEGAL,  MEDICAL,  COMMERCIAL 
EXPERTS.  We  Record  and  Transcribe 
Medical  Conferences  Nationwide. 


Accomplished  Office  Service  349-3260 


! 


HOPE 


has  a special  and  personal  kind  of  meaning 
for  thousands  of  people  in  developing  nations 
on  three  continents.  To  those  who  have  sought 
and  found  healthier,  happier  and  more  pro- 
ductive lives,  HOPE  is  a white  hospital  ship 
where  American  doctors,  nurses  and  techni- 
cians teach  medical  counterparts  to  better 
diagnose  and  treat  their  own  countrymen. 
Won’t  you  share  in  the  magnificent  accom- 
plishments of  HOPE  volunteers  who  daily 
give  the  precious  gift  of  health  to  people 
once  hopeless? 


Please  send  your  contributions  to  Project 
HOPE,  Room  A,  Washington,  D.  C.  20007.  All 
donations  are  tax  deductible.  Thank  you  for 
your  valuable  support. 

Printed  as  a public  service  by  this  publication. 


ALKALOL 

For 

Irritated 
Tissue 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  TEL.  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community 

Accredited  by:  The  Central  Inspection  Board 
of  the  American  Psychiatric  Ass’n. 

The  Joint  Commission  on  Accreditation  of 
Hospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Medical  Director  Clinical  Director 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  9c  female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


ANESTHESIOLOGIST,  ELIGIBLE  FOR  N.Y.  STATE 
license,  seeks  position;  available  also  weekends:  also  ob- 
stetrics. Box  311,  % NYSJM. 


SECOND  YEAR  RESIDENT  IN  INTERNAL  MEDI- 
cine  would  like  to  work  two  weekends  a month  within  a 
50  mile  radius  of  Plattsburg,  N.  Y.  Have  some  general 
practice  experience  from  military.  Hold  a New  York  li- 
cense; American  citizen.  Write:  Finley  A.  Seagle,  M.D., 
% Montreal  General  Hospital,  Montreal,  Quebec. 


UROLOGIST,  BOARD  CERTIFIED.  RETIRED  FROM 
armed  forces  by  reason  of  seniority.  Currently  in  super- 
visory medical  work,  desires  return  to  urology  as  associate 
with  practice  limited  to  office  type  of  urology.  Prefer  Ohio 
or  Northeastern  areas.  Box  375,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  DESIRES  FULL- 
time  or  part-time  association  with  N.Y.C.  radiologist. 
Box  384,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  AMERICAN 
born  and  university  trained,  seeks  position  with  moderate 
volume  of  routine  diagnosis,  N.Y.C.  area,  preferably 
Manhattan.  Will  pinch-hit  in  therapy.  Box  385,  % 
NYSJM. 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’9  Hospital.  Yonkers,  New  York.  Accredited  175 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Annual 
stipend  $7200,  plus  modern  living  accommodations. 
Openings  for  January  & July  1967.  ECFMG  certificate 
required.  Apply  Administrator,  St.  Joseph’s  Hospital, 
Yonkers,  N.  Y. 

PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  % N YSJM. 


G.  P.  FOR  ASSOCIATION  WITH  PROGRESSIVE  UP- 
state  group.  Regular  hours,  vacation  coverage.  Box 
336,  % N YSJM. 

FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  3 year 
program  designed  to  provide  a well  rounded  experience  in 
diagnosis,  inpatient  and  outpatient  treatment  of  children 
and  adults,  and  forensic  and  community  psychiatry, 
through  didactic  courses  and  intensive  supervision  by 
attending  staff  connected  with  various  medical  schools 
and  analytic  institutes  in  the  New  York  City  area.  Op- 
portunity for  elective  work  in  variety  of  fields  of  special 
interest  (community,  forensic  or  college  psychiatry,  and 
research).  Applicants  must  have  had  3 years  experience 
in  general  practice  or  medical  specialty  other  than  psy- 
chiatry. Stipend  $12,000  per  year.  Write:  Director  of 

Psychiatry,  Grasslands  Hospital,  Valhalla,  New  York. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 


PEDIATRICIAN,  LARGE  COMPREHENSIVE  MED- 
ical  care  group  in  a rapidly  expanding  suburb  of  New 
York  City.  Initial  salary  leading  to  partnership.  Four 
weeks’  vacation.  Opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  362,  % NYSJM. 


WANTED:  PSYCHIATRIST,  35  HOUR  WEEK,  TO 

function  as  part  of  clinic  psychiatric  program,  diagnose 
and  treat  emotional  disorders;  emphasis  on  therapy. 
Ecclectic  program.  Long  Island  community  psychiatric 
clinic,  30  minutes  to  mid-town  Manhattan.  Three  years 
approved  residency;  New  York  State  license  required. 
Interest  in  community  mental  health  essential.  Dynamic 
opportunity  for  broad  experience  in  three  discipline  ap- 
proach; teaching,  consultation,  lecturing  and  research. 
Interest  in  forensic  psychiatry  desirable.  Starting  salary 
$16,497,  fringe  benefits.  Contact  L.  Goldschmidt,  M.D., 
Psychiatric  Consultation  Clinic,  33  Willis  Avenue,  Mineola, 
New  York.  Tel.  (516)  PI  2-3000,  ext.  2355. 


PARTNER  WANTED  FOR  BUSY  GENERAL  PRAC- 
tice.  All  phases,  including  OB.  South  shore  of  Long 
Island,  one  hour  from  N.Y.C.  Opportunity  for  rapid 
financial  advancement.  Write  or  call  Charles  P.  Foote, 
M.D.,  111  Carleton  Ave.,  Islip  Terrace,  N.Y.  Phone 
(516)  581-3377. 


WANTED:  GENERAL  PRACTITIONER  FOR  TOWN 
of  Norfolk,  N.Y.  Near  hospitals.  Excellent  practice 
now  in  force.  Doctor  leaving.  Write:  Town  Board  of 
Norfolk. 


PHYSICIAN  WANTED:  MALE  OR  FEMALE,  FOR 

July  and  August.  Licensed.  For  Bernarr  Macfadden 
Health  Spa  in  Dansville,  N.  Y.  Approximate  income 
$2,500  for  the  season.  Hotel  accommodations  included. 
Phone  LA  4-2330,  or  write  to  320  West  34th  Street,  New 
York,  N.Y.  10001. 


WANTED:  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  Board  certified  or  Board 
eligible.  Box  367,  % NYSJM. 


LEAVING  FOR  RESIDENCY  JULY  1ST.  DESIRE 
man  to  take  over  active  general  practice  in  expanding 
community  on  North  Shore  of  Long  Island,  45  miles  from 
N.Y.C.  Easy  terms.  Box  369,  % NYSJM. 


RESIDENTS  IN  PSYCHIATRY:  OPENING  FOR  JULY 
1st  1966  and  Jan.  1st  1967.  Stipend  $11,400  for  physicians 
just  completing  internship.  Federal  stipend  available  to 
physicians  with  4 years  nonpsychiatric  training  or  ex- 
perience following  internship  amounting  to  $12,000 
annually  with  an  extra  $3600  tax  exemption.  Graduates 
of  American  schools  must  be  eligible  for  Iowa  licensure. 
Foreign  graduates  must  have  ECFWG  certificate.  Hos- 
pital has  450  in-patients,  large  out-patient  dept.,  children’s 
unit  with  Board  certified  child  psychiatrist.  Eclectic 
program  with  emphasis  on  community  and  existential 
psychiatry.  Thirteen  senior  staff  members  including 
ten  Board  certified.  Numerous  consultants.  Authorized 
for  12  residents.  Affiliation  with  University  of  Iowa. 
Enthusiastic  and  dynamic  training  and  treatment  pro- 
grams that  are  best  understood  by  a personal  visit.  Write 
or  call  collect:  W.  C.  Brinegar,  M.D.,  Superintendent, 

or  John  Worthington,  M.D.,  Mental  Health  Institute, 
Cherokee,  Iowa. 


PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August  to  do  general  practice;  and  general  practitioner 
wanted  to  join  medical  group  as  full  partner.  Contact 
Charles  Rosenstock,  M.D.,  or  Fred  Horwitz,  M.D.  at 
Ellenville,  New  York.  Call  (914)  647-5300. 


PHYSICIAN  WANTED  FOR  JULY  AND  AUGUST 
1966  to  assist  in  my  practice  at  Chautauqua,  New  York, 
which  is  a summer  educational  and  recreational  colony 
on  Chautauqua  Lake.  New  York  State  license  required. 
One  or  more  years  of  hospital  training  necessary;  applicant 
should  have  some  training  in  internal  medicine.  Anyone 
interested  may  write  or  phone  me,  and  other  details  will 
be  discussed  at  that  time.  G.  L.  Lester,  M.D. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


INTERNIST  EXPERIENCED  IN  CARDIOLOGY, 
around  35  years  old,  with  good  references,  wanted  as  as- 
sociate. Immediate  attractive  conditions  with  chance  to 
take  over  large  practice  in  near  future.  Applicants  send 
detailed  curriculum  to  Box  368,  % NYSJM. 


INTERNIST-ANESTHESIOLOGIST  URGENTLY 

needed  in  upstate  town.  Association  available.  Income 
guaranteed.  Fully  accredited  hospital.  Home  and  office 
space  immediately  available.  Contact  James  G.  Parke, 
M.D.,  Chief  Surgery;  Dr.  Ellis,  Chief  Staff,  Albion,  New 
York. 


WANTED:  G.P.  WHO  WOULD  LIKE  TO  DO  SOME 
major  surgery,  or  surgeon  with  aptitude  for  general  prac- 
tice, in  rural  and  urban  community  of  20,000  to  30,000, 
southeastern  New  York,  preferably  under  age  of  forty. 
Immediate  hospital  appointment.  Box  383,  % NYSJM. 


INTERNIST:  RETIRING,  SEEKS  SUCCESSOR  FOR 

active  practice  grossing  $45,000-$50,000  on  limited  work 
schedule.  Modern,  combined  home  and  office  fully 
equipped,  completely  air  conditioned,  in  most  desirable,  lo- 
cation, for  sale.  Practice  gratis.  Three  open  staffed 
hospitals.  Southern  tier  N.  Y.  State.  Box  374,  % 
NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


OB-GYN.  TO  JOIN  MULTI-SPECIALTY  GROUP. 
Growth  area.  Write  Box  379,  % NYSJM. 


PHYSICIANS  WANTED— MALE  & FEMALE.  Lic- 
ensed, for  children’s  camps,  July-August.  Good  salary 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York,  N.Y. 
10036,  phone  212  OX  5-2656. 


INTERNIST  WANTED  ON  A CONSULTATIVE  BASIS. 
Fee  for  services.  Write  Box  380,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  A BOARD  QUALI- 
fied  or  eligible  ophthalmologist  as  an  associate  or  partner  in 
a stable,  desirable,  northern  New  York  community;  a fine 
location  to  raise  a family.  Other  specialties  well-repre- 
sented in  a balanced  medical  environment.  One  hour  from 
Upstate  Medical  Center;  diverisfied  recreational  areas 
minutes  away.  Arrangements  are  open  and  flexible.  Box 
373,  % NYSJM. 


WANTED:  PHYSICIAN  INTERESTED  IN  GENERAL 
practice  with  6 man  group  in  suburbs  of  Detroit.  Del- 
icious salary  and  future  partnership.  Write  Box  381, 
% NYSJM. 


WANTED:  GENERAL  SURGEON,  BOARD  ELIGIBLE 
or  certified,  by  established  surgeon  in  suburban  Long  Island 
community.  Initial  salary  leading  to  partnership.  Mili- 
tary obligation  should  be  completed.  Write  details  of 
background  and  training.  Box  378,  % NYSJM. 


AGGRESSIVE  SURGEON  TO  HEAD  DYNAMIC,  7 
man,  multi-specialty  group  with  our  ultramodern  clinic 
and  hospital  in  Detroit  suburb.  Challenging  scientific 
environment.  Most  rewarding  financial  arrangements. 
Write  Box  382,  % NYSJM. 


G.  P.,  E.  N.  T.,  OPHTHALMOLOGIST,  DERMATOLO- 
gist  to  join  busy  clinic  with  view  to  partnership.  Must 
be  Ohio  licensed.  Write;  Medical  Director,  Metro  Med- 
ical Clinic,  836  Broadway,  Bedford,  Ohio.  44014. 


PRACTICES  FOR  SALE  OR  RENT 


ESTABLISHED  OB-GYN  PRACTICE  FOR  SALE  IN 
populous  Flushing,  Queens.  Professional  suite  tastefully 
decorated,  air-conditioned  and  completely  equipped. 
IdeaUy  located  in  proximity  to  public  transportation  and 
hospitals.  Relocating  out  of  state.  Practice  gratis  with 
sale  of  equipment.  Excellent  opportunity  for  ambitious 
young  OB-Gyn  practitioner.  Box  365,  % NYSJM. 


LARGE  GENERAL  PRACTICE  FOR  SALE.  PHY- 
sician  recently  deceased.  Town  5,000  population,  60  miles 
north  of  N.Y.C.  Box  366,  % NYSJM. 


RADIOLOGY:  BECAUSE  OF  ILLNESS  MUST  SELL 

office  and  hospital  practice  near  large  city,  Upstate  New 
York.  Net  income:  $55—60,000.  Price:  Building  and 

equipment.  Box  370,  % NYSJM. 


GENERAL  PRACTICE,  WESTERN  N.Y.,  FOR  SALE. 
Office  and  home  with  indoor  pool  on  */2  acre  lot  in  village 
of  1500  on  Chautauqua  Lake,  1 hr.  from  Buffalo;  10  min. 
from  Chautauqua  Institution.  Open  staff  hospital  7 miles 
Available  July.  Leaving  to  specialize.  $20,000.  R.  Rum- 
mer, M.D.,  Mayville,  New  York. 


MANHATTAN  EAST  SIDE  NEW  YORK,  IN  PROMI- 
nent  new  apartment  building;  over  1,000  tenants;  hospital 
facilities  close  by.  Active,  lucrative  general  practice  for 
sale,  and  all  furniture  and  equipment,  long  lease.  Retiring. 
Box  377,  % NYSJM. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt  Bldg,  (comet  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp 
Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT:  MEDICAL  OFFICE,  COMPLETELY 

equipped,  including  E.C.G.,  X-ray,  patients’  records,  cen- 
tral air  conditioning.  Sheepshead  Bay,  near  transportation 
SH  3-4100,  ext.  497  days.  TW  1-2566  eves.  & weekends. 

HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare).  Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 

BAY  SHORE,  L.I.— 5 ROOM  AIR  CONDITIONED 
suite;  well  established  professional  bldg.  Excellent  op- 
portunity for  allergist,  ENT,  plastic  surgeon,  neuro- 
surgeon, psychiatrist,  urologist.  May  be  shared.  F.  R. 
Bromberg,  M.D.,  Tel.:  (516)  MO  5-5500. 

STONY  BROOK:  FOR  SALE— LUXURY  CUSTOM 

BUILT,  11  room  house  with  4 room  office  wing,  separate 
entrance,  main  thoroughfare,  beautifully  decorated.  3 
full  bathrooms,  huge  basement,  central  air-conditioning, 
2 car  garage;  */\  acre  wooded.  Midst  giant  new  develop- 
ment, State  University  future  medical  school  and  hospital. 
Rare  opportunity.  (516)  941-9482. 

BORO  PARK:  9TH  AVE.  NEAR  41ST  ST.,  BROOKLYN. 
Sale:  2 fam.,  semi-det.  brick,  6-7  rms.  Street  level  5 
room  apt;  doctor’s  office,  30  yrs.  Garage;  2l/%  tile  baths. 
Garden  plot  25  X 100  with  2 car  garage.  Gas  heat.  Per- 
fect home-office  plus  income.  Many  extras.  Call  357- 
3505. 

IDEAL  HOME-OFFICE  COMBINATION  UPSTATE 
N.  Y.  For  sale  by  G.P.  specializing.  Modern  ranch  type, 
all  conveniences,  3 bedrooms,  2>/2  baths,  2 bluestone  fire- 
places, basement  party  room,  beautifully  landscaped 
grounds.  One  block  from  schools,  hospital,  golfcourse. 
Equipment  & furnishings  if  desired.  Flexible  terms.  Box 
376,  % NYSJM. 

NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  FalLs,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914) -454-0322 

PROFESSIONAL  OFFICE,  FREEPORT,  L.  I.,  PRIME 
location  near  L.I.R.R.  station  and  bus  transportation. 
Free  parking,  private  entrance  alongside  other  professional 
suites;  air  conditioned.  Alterations  to  suit.  (212)  TR 
5-8141. 

OFFICE  FOR  RENT,  FLUSHING:  FULLY  EQUIPPED, 
air  conditioned,  physician’s  office  available  for  sublease. 
Located  on  Main  Street,  Flushing,  convenient  to  all  trans- 
portation and  hospitals.  Includes  nurse’s  station,  waiting 
room,  two  examining  rooms,  X-ray  room,  dark  room,  and 
lavatory.  For  further  information,  call:  IN  3-4460. 

BROOKHAVEN,  SUFFOLK  COUNTY,  LONG  ISLAND: 
Four  room  suite  in  new  professional  building,  ready  for 
July  ’66  occupancy.  Air  conditioned,  janitorial  services. 
Visit  our  lovely  village  which  has  no  doctor.  Call  (516) 
286-3360,  or  write  Brookhaven  Centre,  Inc.,  Box  202, 
Brookhaven, N.Y. 
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New  drugs  take  exams,  too. 


Today,  virtually  every  medical  school  in  the 
United  States  cooperates  with  pharmaceutical 
manufacturers  in  the  clinical  evaluation  of  new 
and  promising  drugs.  Just  as  you  might  find  it 
significantly  more  difficult  to  practice  medicine 
without  the  useful  new  compounds  made  avail- 
able through  original  pharmaceutical  research 
in  the  past  twenty  years  — prescription-drug 
manufacturers  would  find  it  equally  difficult  to 
obtain  extensive,  long-term,  dependable  evalu- 
ations of  new  therapeutic  agents  without  the 
close  cooperation  of  medical  staffs  and  clinical 


facilities  of  medical  schools  and  teaching  hos- 
pitals. Such  cooperation  leads  toward  more 
effective  care  of  more  patients  — the  common 
goal  of  medical  and  pharmaceutical  research  — 
toward  reduction  in  the  cost  of  disease,  toward 
increase  in  useful  longevity. 

This  message  is  brought  to  you  as  a courtesy  of  this  publica- 
tion on  behalf  of  the  producers  of  prescription  drugs. 

B Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N.  W..  Washington,  D.C.  20005 


Medical  Society  of  the  State  of  New  York 

Minutes  of  the  1966  House  of  Delegates 


Minutes  of  the  Annual  Meeting 
of  the  House  of  Delegates 
February  14  to  17,  1966 


INDEX* 


Addiction:  See  Alcoholism  and  Drug  Abuse 

Addresses 

Appel,  James  Z.,  M.D.  (202);  page  1561 
Blake,  James  M.,  M.D.  (176,  187);  pages 
1545,  1553 

Himler,  George,  M.D.  (174);  page  1543 
Kindlon,  Mrs.  Bette  K.  (260);  page  1577 
Rockefeller,  Governor  Nelson  A.  (198); 
page  1555 

Vickers,  Mrs.  Harry  D.  (172,  214);  pages 
1542,  1567 

Willis,  Waring,  M.D.  (168,  186);  pages 
1538,  1552 

Aged,  Local  Joint  Councils  to  Improve  the 
Health  Care  of  the  (27,  218);  pages  1418, 
1569 

Aging  and  Nursing  Homes:  Reports  (27,  75, 

218) ;  pages  1418,  1505,  1569 

Air  Pollution 

Physicians’  Role  (32,  224);  pages  1421, 
1570 

State  Program  (128,  237);  pages  1522,  1572 

Alcoholism  and  Drug  Abuse:  Reports  (28, 

219) ;  pages  1419,  1569 

American  Medical  Association 

Delegation:  Reports  (57,  58,  183);  pages 

1463,  1470,  1551 

Dues  Increase  (58,  110,  183,  185);  pages 
1470,  1516,  1551,  1551 
Proposed  Constitutional  Amendments 

Bylaws,  Chapter  I,  Section  1:  Appeal  in 

Cases  of  Racial  or  Religious  Discrimi- 
nation (146, 184);  pages  1532, 1551 
Revocation  of  Membership  of  a Component 
Practicing  Racial  or  Religious  Discrim- 
ination (108,  115,  120,  184);  pages 
1515,  1518,  1519,  1551 

Ancillary  Personnel:  Recruitment  (164,  244); 

pages  1537,  1572 

* Figures  in  parentheses  refer  to  section  numbers  in  the 
Minutes. 


Animal  Laboratories:  American  Medical  As- 

sociation Statement  (69,  200);  pages  1493, 
1559 

Antifluoridation  Referenda:  Court  Action 

(156,242);  pages  1535,  1572 

Appel,  James  Z.,  M.D.:  see  Addresses 

Archives  and  History:  Reports  (43,  249); 

pages  1437,  1573 

Associated  Hospital  Service:  see  Blue  Cross 

Autopsy  and  the  Dead  Human  Body:  Leg- 

islation (92,  207);  pages  1510, 1566 

Autopsy  Consent:  Revision  of  Public  Health 

Law  not  Needed  (52,  179);  pages  1454, 
1550 

Awards 

Journal  Distinguished  Service  Scrolls:  Pres- 
entation to  Daphne  A.  Roe,  M.D.;  Michael 
S.  Bruno,  M.D.;  William  B.  Ober,  M.D.; 
Norman  S.  Moore,  M.D.  (170);  page 
1542 

President’s  Citations  for  Distinguished  Com- 
munity Service:  Presentation  to  Milton 

J.  Goodfriend,  M.D.;  Frederic  W.  Hol- 
comb, Sr.,  M.D.;  Arthur  J.  Wallingford, 
Sr.,  M.D.  (171);  page  1542 
Red  way  Medal  and  Award:  Presentation  to 
Norman  A.  Harvey,  M.D.  (169);  page 
1541 

Scientific  Exhibits:  Announcement  of  Awards 
(201);  page  1560 


Bar  Association,  Joint  Committee  with:  Re- 

ports (52,  179);  pages  1454, 1550 

Billing:  Separation  of  Professional  from  Non- 
professional Services  (89,  94,  103,  104,  105, 
106,  121,  132,  136,  138,  202,  267,  275); 
pages  1509,  1511,  1513,  1514,  1514,  1514, 
1520,  1523,  1524,  1525,  1561,  1580,  1581 

Blake,  James  M.,  M.D.  see  Addresses 
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Blue  Cross:  Associated  Hospital  Service  By- 
laws (163,  289);  pages  1537,  1585 

Blue  Shield:  Designation  as  Fiscal  Agent 

Under  PL  89-97  (154,  155,  277,  278);  pages 
1534,  1534,  1582,  1584 

Bruno,  Michael  S.,  M.D.:  see  Awards 

Budget  and  Finance:  Reports  (14,  193);  pages 
1404,  1554 

Building 

Ad  Hoc  Committee  for  Our  Own:  Reports 
(65, 194);  pages  1479, 1554 
Economy  of  Owning;  Need  for  More  Space 
(9,  168, 186);  pages  1381, 1538, 1552 
Purchase  or  Construction  (65,  78,  101, 

134,  194,  197);  pages  1479,  1506,  1513, 
1524,  1554,  1535 


Cancer:  Reports  (60,  220);  pages  1475,  1569 

Cardiovascular  Disease:  Reports  (29,  221); 

pages  1420,  1569 

Chronic  Pulmonary  Diseases:  Reports  (30, 

222);  pages  1420,  1569 

Constitution  and  Bylaws 
Amendment  Adopted 

Bylaws,  Chapter  I,  Section  1:  Member- 

ship Requirement  (175);  page  1545 
Amendments  Proposed 

Constitution,  Article  VI:  Trustees  (143); 

page  1527 
Bylaws 

Chapter  I,  Sections  1,  2(c),  and  3: 
Membership  (111,  165);  pages  1516, 
1537 

Chapter  I,  Section  2(c):  Dropped  De- 
linquency Date  (153);  page  1534 
Chapter  I,  Section  2(b);  Chapter  II, 
Section  1(b);  Chapter  VII,  Section  9; 
Chapter  XIV,  Sections  2 and  5: 
Dues  Payment  Date  (150);  page 
1533 

Chapter  I,  Section  6:  Life  Membership 
(77,  139,  152);  pages  1506,  1526, 
1533 

Chapter  I,  Section  7:  Junior  Members 
(148,  151);  pages  1532,  1533 
Chapter  II,  Section  1:  Method  of 

Electing  Delegates  (142);  page  1527 
Chapter  III,  Section  6:  Election  of 

A.M.A.  Delegates  (141);  page  1526 
Chapter  III,  Section  6;  Chapter  XIII, 
Section  1:  Election  of  A.M.A.  Del- 

egates (116);  page  1518 
Chapter  IV,  Section  1(a):  Council  (143); 
page  1527 

Chapter  VII,  Sections  7,  8,  and  9: 
Duties  of  Officers  (143);  page  1527 
Chapter  IX,  Section  1:  Expenses  of 

Delegates  (140);  page  1526 
Chapter  IX,  Section  1:  Allotment  to 

District  Branches  (158);  page  1535 
Chapter  XI,  Section  4:  Nominating 

Committee  (86);  page  1509 
Chapter  XIII,  Section  1:  District 

Branch  Presidents  (87);  page  1509 


Chapter  XIV,  Section  2,  paragraph  5: 
Dues  Remission  (149);  page  1532 
Chapter  XVI:  Seal  (82,  216);  pages 

1507,  1568 

Constitution  and  Bylaws,  Council  Committee 
on:  Reports  (55,  76,  181);  pages  1462,  1506, 
1550 

Convention:  Reports  (44,  250);  pages  1438, 

1573 

Credentials:  Report  (2);  page  1379 

Credit  Cards:  Use  Disapproved  (25,  283); 

pages  1413,  1583 

Cytologic  Examinations,  Free:  Limitation  (60, 
220);  pages  1475,  1569 

Deaf:  see  Hard  of  Hearing  and  the  Deaf 

Disaster  Medical  Care:  Reports  (45,  251); 

pages  1439,  1573 

Diseases  of  the  Eye:  Reports  (31,  223);  pages 
1421,  1570 

District  Branches:  Reports 

Ad  Hoc  Committee  to  Study  (59,  246); 
pages  1474,  1573 

Branches — First,  Third,  Fifth,  Sixth,  Seventh, 
Eighth,  Ninth  (39,  61,  62,  246);  pages  1427 
1475,  1476,  1573 

Drug  Abuse:  see  Alcoholism  and  Drug  Abuse 

Economics:  Reports  (17,  265);  pages  1406, 

1580 

Election 

Appointment  of  Tellers  (257);  page  1575 
Balloting  (259);  page  1575 
Nominations  (258);  page  1575 
Results  (263);  page  1579 

Environmental  Health 

Air  and  Water  Pollution  (32,  128,  224,  237); 

pages  1421,  1522,  1570,  1572 
Committee:  Reports  (32,  224);  pages  1421, 
1570 

Ethics 

Committee:  Reports  (25,  283);  pages  1413, 
1583 

Healing  Arts  Practitioners  (131,  240);  pages 
1522,  1572 

Industrial  Medical  Care  (25,  283);  pages 
1413,  1583 

Nursing  Home  Medical  Care  (126,  236); 
pages  1521,  1571 

Executive  Vice-President:  Reports  (13,  68, 

182,  189);  pages  1387,  1482,  1550,  1553 

Federal  Unemployment  Insurance  (69,  200); 
pages  1493,  1559 

Fees 

Government  Agencies  and  Other  Third 
Parties:  Basis  for  Determination  (81, 

83,  84,  95,  97,  100,  127,  266,  273);  pages 
1507,  1508,  1508,  1511,  1512,  1512,  1521, 
1580,  1581 

Separation  of  Professional  from  Nonpro- 
fessional Services  (89,  94,  103,  104,  105, 
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106,  121,  132,  136,  138,  202,  267,  275); 
pages  1509,  1511,  1513,  1514,  1514,  1514, 
1520,  1523,  1524,  1525,  1561,  1580,  1581 
Surgery  by  Intern  or  Resident  (25,  283); 
pages  1413,  1583 

Forensic  Medicine:  Reports  (33,  225);  pages 
1422,  1570 

Goodfriend,  Milton  J.,  M.D.:  see  Awards 

Group  Health  Insurance:  Fiscal  Agent  Under 
PL  89-97  (278);  page  1582 


Hard  of  Hearing  and  the  Deaf:  Reports  (34, 
226);  pages  1423, 1570 

Harvey,  Norman  A.,  M.D.;  see  Awards 

Healing  Arts  Practitioners:  Code  of  Ethics 

(131,240);  pages  1522,  1572 

Health  Insurance:  Coverage  for  Service  in 

Physician’s  Office,  Clinic,  or  Hospital  (112, 
274);  pages  1516,  1581 

Hearing  Aids:  Supply  Under  89-97  (34,  226); 
pages  1423,  1570 

Hinder,  George,  M.D.:  see  Addresses 

Holcomb,  Frederic  W.,  Sr.,  M.D.:  see  Awards 

Hospitals 

Affiliation  Contracts  (137,  157,  287);  pages 
1525,  1535,  1584 

Billing:  Nonprofessional  Services  Only:  see 

Billing 

Cost  Reduction:  Recommendations  (23, 

281);  pages  1412,  1583 
Perinatal  Mortality  Committees  (35,  227); 
pages  1424,  1570 

Psychiatric  Units  (159,  288);  pages  1535, 
1585 
Staff 

Extended  Care  Facilities  (166,  245);  pages 
1538,  1572 

Municipal  and  Affiliated  Hospitals  (137, 
157,  287);  pages  1525,  1535,  1584 
Termination  of  Appointments  (183);  page 
1551 

Hospital  and  Professional  Relations:  Reports 
(23,  281);  pages  1412, 1583 

House  of  Delegates 

Deceased  Members  (3);  page  1379 
Method  of  Determining  County  Representa- 
tion (2);  page  1379 

Minutes  (1965)  Approved  (6);  page  1380 
New  Members:  Introduction  (5);  page  1380 
Reference  Committees  (7);  page  1380 

Industrial  Health:  Reports  (22,  280);  pages 
1411,  1583 

Industrial  Medical  Care:  Standards  of  Medical 
Ethics  (25,  283);  pages  1413,  1583 

Internal  Revenue  Service:  Rulings  on  Advertis- 
ing Revenue  (13,  68,  189);  pages  1387, 
1482,  1553 

Internships:  Two-Year  (119,  286);  pages 

1519,  1584 


Invocation  (1);  page  1379 

Journal 

Distinguished  Service  Scrolls:  see  Awards 

Publication  and  Reference  Committee  Re- 
ports (41,  247);  pages  1433,  1573 
Redway  Medal:  see  Awards 

Judicial  Council:  Reports  (54,  64,  180);  pages 
1461,  1479,  1550 

Kindlon,  Mrs.  Bette  K.:  see  Addresses 

Labor  Health  Facilities:  Reports  (24,  282); 

pages  1413,  1583 

Legal  Counsel:  Reports  (53,  178);  pages 

1454,  1550 

Legislation  (Federal) 

Animal  Laboratories:  American  Medical 

Association  Statement  (69,  200);  pages 
1493,  1559 

Committee:  Reports  (48,  69,  200);  pages 

1441,  1493,  1559 

Conference  (69,  200);  pages  1493,  1559 
Contacts  with  Legislators  (69,  200);  pages 
1493,  1559 

Motor  Vehicle  Safety  Standards  (114,  231); 
pages  1517,  1571 

Social  Security  for  Physicians:  Qualifying 

Date  (69,  96,  200,  208);  pages  1493,  1511, 
1559, 1566 

Unemployment  Insurance  (69,  200);  pages 
1493,  1.559 

Legislation  (State) 

Amphetamine-Barbiturate  Drug  Law: 
Amendment  (88,  98,  109,  206);  pages 
1509,  1512,  1515,  1566 

Autopsy  Laws:  Review  and  Clarification 

(92,207);  pages  1510,  1566 
Committee:  Reports  (49,  72,  203);  pages 
1445,  1502,  1565 

Education  Law  Amendment:  Physical 

Therapy  Licensing  Examination  (162,  243); 
pages  1536,  1572 

Health  Insurance  Coverage  (112,  274);  pages 
1516, 1581 

Pathologists  and  Clinical  Laboratories  (203); 

page  1565 
Program 

Contacts  with  County  Societies  (113,  211); 
pages  1517,  1577 

Staff  and  Representation  Held  Adequate 
(99,  209);  pages  1512,  1566 
Therapeutic  Abortion:  Bill  to  be  Supported 
(72,  203);  pages  1502,  1565 

Lien  Law,  Ad  Hoc  Committee  to  Prepare: 
Reports  (70,  204);  pages  1496,  1566 

Life  Members:  Election  (261);  page  1577 

Malpractice  Defense:  Value  of  Consultation 

(177);  page  1549 

Malpractice  Insurance:  Premium  Increase 

(51,177);  pages  1453,  1549 

Malpractice  Insurance  and  Defense  Board: 
Reports  (51,  177);  pages  1453,  1549 


June  1,  1966  / New  York  State  Journal  of  Medicine  1375 


Malpractice  Trials  in  Judges  Chambers  (52, 
179);  pages  1454,  1550 

Maternal  and  Child  Welfare:  Reports  (35, 

227);  pages  1424,  1570 

Medical  Care:  Quality,  Utilization,  and  Cost 
(145,  276)  pages  1528,  1582 

Medical  Care  Insurance 

Bureau:  Reports  (67,  272);  pages  1480, 

1581 

Committee:  Reports  (20,  272);  pages  1409, 
1581 

Medical  Services,  Commission  on:  Reports 

(16,264);  pages  1405,  1580 

Medical  Technologists:  Training  (74,  217); 

pages  1504, 1568 

Medicare  Law:  see  Public  Law  89-97 
Medicine 

Corporate  Practice:  Ethical  and  Legal 

Questions  (122,  290);  pages  1520,  1585 
Fields  of  Practice:  Representation  in  State 
Society  Organization  (124,  235);  pages 
1521,  1571 

Scientific  Practice:  Definition  (90,  284); 

pages  1510,  1584 

Standards  of  Practice:  Control  by  Medical 
Profession  (145,  276);  pages  1528,  1582 

Medicine  and  Religion:  Reports  (63,  253); 

pages  1478,  1574 

Mental  Health  Subcommittees  in  County 
Medical  Societies  (36,  228);  pages  1425, 
1570 

Mental  Hygiene:  Reports  (36,  228);  pages 

1425,  1570 

Military  Service:  Dues  Refund  Procedure 

(133,  195);  pages  1523,  1555 

Moore,  Norman  S.,  M.D.:  see  Awards 

Motor  Vehicle  Safety  (80,  114,  231);  pages 
1507,  1517,  1571 

Narcotics:  see  Alcoholism  and  Drug  Abuse 

National  Aeronautics  and  Space  Administra- 
tion, L aison  Committee  with:  Reports  (46, 
252);  pages  1440,  1574 

National  Anthem  (1);  page  1379 
New  York  State 

Budget  Director:  Fees  for  Medical  Services 
(84,  97,  100,  266,  273);  page  1508,  1512, 
1512,  1580,  1581 

Education  Department:  Uniform  Code  of 

Ethics  for  Professions  Licensed  to  Treat 
Humans  (131,  240);  pages  1522,  1572 
Health  Department 

Death  Certificate:  Format;  Use  for  Sta- 
tistical Purposes  (33,  225);  pages  1422, 
1570 

Laboratory  Services  Act:  Enforcement 

Opposed  (107,  210);  pages  1515,  1566 
Maternity  Beds:  Study  of  Use  for  Gyneco- 
logic Cases  (23,  281);  pages  1412,  1583 
Medical  Examiner  System  (33,  225); 

pages  1422,  1570 


Rehabilitation  Program:  Free  Choice  of 
Physician  (74,  217);  pages  1504,  1568 
Mental  Hygiene  Department:  Fees  (84, 

273);  pages  1508,  1581 
Social  Welfare  Department:  Fees;  Prior 

Authorization  (79,  280);  pages  1507, 

1581 

Workmen’s  Compensation  Board:  Fee  for 

Osteopathic  Manipulation  (91,  285);  pages 
1510,  1584 

Nurses 

Adequate  Compensation  (161,  255);  pages 

1536,  1574 

Improved  Working  Conditions  and  Com- 
pensation (176, 187);  pages  1545, 1553 

Nursing:  Reports  (40,  254);  pages  1432,  1574 

Nursing  Homes:  Medical  Care  Standards 
Proposed  Code  (126,  236);  pages  1521, 

1571 

Supervision  by  County  Medical  Societies  or 
District  Branches  (75,  218);  pages  1505, 

1569 

Nursing  Schools:  Government  Financial  As- 

sistance (167,  256);  pages  1538,  1574 

Ober,  William  B.,  M.D.:  see  Awards 

Osteopaths 

Relationship  with  (13,  182),  pages  1387, 
1550 

Workmen’s  Compensation  Fees  (91,  285); 
pages  1510,  1584 

Osteopathy:  Reports  (56,  182);  pages  1462, 
1550 

Pathologists:  Certificate  of  Qualification  to 

Operate  a Laboratory  (107,  210);  pages 
1515,  1566 

Perinatal  Mortality 

County  Committees  (130,  239);  pages  1522, 

1572 

Hospital  Committees  (35,  227);  pages  1424, 

1570 

Physiatrist  in  Extended  Care  Facilities  (166, 
245);  pages  1538,  1572 

Physical  Medicine  and  Rehab ilitation:  Reports 
(37,229);  pages  1426,  1570 

Physician  Shortage 

Medical  School  Training  (118,  233);  pages 
1519,  1571 

Recruitment  Program  (164,  244);  pages 

1537,  1572 
Rural  Areas 

Physicians’  Placement  Bureau  (10,  188); 
pages  1384, 1553 

Survey  (38,  230);  pages  1427,  1570 
Physicians’  Home:  Report  (174);  page  1543 

Planning  and  Research  Bureau  (13,  135,  168, 
176,  186,  187,  189,  196);  pages  1387,  1524 
1538,  1545,  1552,  1553,  1553,  1555 

Podiatrists:  Use  of  Drugs  (147,  212);  pages 
1532,  1567 

Pollution:  see  Air  Pollution,  Water  Pollution 
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President:  Reports  (9,  168,  186);  pages  1381, 
1538,  1552 

President-Elect:  Reports  (176,  187);  pages 

1545,  1553 

President’s  Citations:  see  Awards 

Psychiatric  Care  in  Community  Hospitals 
(159,  288);  pages  1535,  1585 

Psychiatric  Education  for  All  Doctors  of 
Medicine  (102,  232);  pages  1513,  1571 

Psychiatry,  Practice  of:  Referral  of  Patients 

(129,  238);  pages  1522,  1572 

Public  and  Professional  Affairs,  Commission 
on:  Reports  (47,  199);  pages  1440,  1559 

Public  Health  and  Education,  Commission  on 
Reports  (26,  74,  217);  pages  1417,  1504, 

1568 

Size  and  Composition  (123,  234);  pages 
1520,  1571 

Public  Law  89-97 

Fees  (83,  95,  100,  127,  266);  pages  1508, 
1511,  1512,  1521,  1580 

Fiscal  Agent  (154,  155,  277,  278);  pages 
1534,  1534,  1582,  1582 

Hospital-Based  Specialists  (89,  94,  103,  104, 
105,  106,  107,  121,  132,  136,  138,  202,  210, 
267,  275);  pages  1509,  1511,  1513,  1514, 
1514,  1514,  1515,  1520,  1523,  1524,  1525, 
1561,  1566,  1580,  1581 
Implementation 

Cooperation  of  State  Society  (168,  176, 
186,  187);  pages  1538,  1545,  1552,  1553 
Medical  Advisory  Committee  to  the  De- 
partment of  Health,  Education,  and 
Welfare:  Work  Described  (202);  page 
1561 
Standards 

Control  by  Medical  Profession  (145,  276); 
pages  1528,  1582 

Local  Joint  Councils  (27,  218);  pages 
1418,  1569 

Supervision  in  Nursing  Homes  (75,  218); 
pages  1505, 1569 

Public  Medical  Care:  Reports  (18,  269); 

pages  1407,  1581 

Public  Relations:  Reports  (50,  205);  pages 

1450,  1566 

Publication:  Reports  (41,  247);  pages  1433, 
1573 

Pulmonary  Disease 

Chronic  Treatment  Facilities  (30,  222); 

pages  1420, 1569 

Fellowships  Available  (30,  222);  pages  1420, 

1569 

Queens,  Medical  Society  of  the  County  of: 
Action  on  Membership  Application  (54, 
180);  pages  1461,  1550 

Radiation  Therapy:  Degree  of  Training  (60, 

220);  pages  1475,  1569 

Redway  Medal:  see  Awards 


Reference  Committees 
Meetings 

Attendance  of  Committee  Chairmen  Re- 
quested (230);  page  1570 
Meeting  Rooms  (4);  page  1379 
Method  of  Selection  (125,  215);  pages 
1521,  1568 

Personnel  (7);  page  1380 

Reference  of  Reports  and  Supplementary 
Reports  (8);  page  1381 

Rehabilitation:  see  Physical  Medicine  and 

Rehabilitation 

Relative  Value  Scale 

Anesthesiologists  (93,  268);  pages  1511, 
1581 

Unit  Value  Determination  (266) ; page  1580 
Use  by  Government  Agencies  and  Third 
Parties  (127,  266);  pages  1521,  1580 

Religion:  see  Medicine  and  Religion 

Representatives  of  Other  State  Medical  As- 
sociations: 

Connecticut — Ralph  L.  Gilman,  M.D.; 
Maine — John  F.  Dougherty,  M.D.; 
Massachusetts — William  W.  Babson,  M.D.; 
New  Hampshire — Stuart  W.  Russell,  M.D.; 
New  Jersey — John  J.  Bedrick,  M.D.; 
Oklahoma — Malcolm  Phelps,  M.D.; 

Rhode  Island — (Edmund  T.  Hackman,  M.D. 
(173);  page  1543 

Research:  Federal  Legislation  Needed  (69, 

200);  pages  1493,  1559 

Resolutions  of  Thanks  (262) ; pages  1579 

Retirement  Programs:  Tax-Free  Funds  (160, 
213);  pages  1536,  1567 

Rockefeller,  Governor  Nelson  A.:  see  Addresses 
Roe,  Daphne  A.,  M.D.:  see  Awards 

Rural  Medical  Service:  Reports  (38,  230); 

pages  1427,  1570 


School  Districts:  State  Aid  (34,  226),  pages 
1423,  1570 

School  Health:  Periodic  Examinations  and 

Yearly  Screening  Tests  (144,  241);  pages 
1527,  1572 

Scientific  Medicine:  Definition  (90,  284); 

pages  1510,  1584 

Seal  of  the  Medical  Society  of  the  State  of  New 
York:  Suggested  Change  (82,  216);  pages 
1507,  1568 

Secretary:  Reports  (10,  73,  188);  pages  1384, 
1504,  1553 

Seneca  County  Medical  Society:  Action  on 

Membership  Application  (64,  180);  pages 
1479,  1550 

Social  Security  for  Physicians:  Qualifying 

Date  (69,  96,  200,  208);  pages  1493,  1511, 
1559,  1566 

Surgery  by  Intern  or  Resident  (25,  283); 
pages  1413,  1583 
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Surgical  Technicians:  Standards  (74,  217); 

pages  1504,  1568 

Treasurer:  Reports  (11,  190);  pages  1385, 

1554 

Trustees:  Reports  (12,  71,  191);  pages  1385, 
1497,  1554 

Utilization  Committees:  Composition,  Stand- 

dards,  County  Committees,  State  Society 
Committee  to  Study  (85,  117,  291,  292); 
pages  1508,  1519,  1585, 1586 
Utilization  Plans  (176,  187);  pages  1545,  1553 

Veterans  Administration,  Liaison  Subcommittee 
with:  Reports  (19,  271);  pages  1408,  1581 
Vickers,  Mrs.  Harry  D.:  see  Addresses 

Wallingford,  Arthur  J.,  Sr.,  M.D.:  see  Awards 

War  Memorial 

Committee:  Reports  (15,  192);  pages  1405, 
1554 


Extension  of  Benefits  (15,  192);  pages  1405, 
1554 

Water  Pollution 

Physicians’  Role  (32,  224);  pages  1421,  1570 
State  Program  (128,  237);  pages  1522,  1572 

What  Goes  On:  Reports  (42,  248);  pages 

1436,  1573 

Willis,  Waring,  M.D.:  see  Addresses 

Woman’s  Auxiliary:  Cooperation  of  State  and 
County  Medical  Societies  Urged  (172,  214); 
pages  1542,  1567 

Workmen’s  Compensation 

Committee:  Reports  (21,  66,  279);  pages 

1410,  1480,  1582 

Osteopathic  Manipulation  (91,  285);  pages 
1510,  1584 

Third-Party  Claims  (21,  279);  pages  1410, 
1582 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Annual  Meeting' 

February  14  through  17,  1966 


The  160th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  convened  at  The  Americana,  Seventh 
Avenue  and  52nd  Street,  New  York  City,  on  Monday,  February  14, 
1966,  at  10:00  a.m.,  Frederick  A.  Wurzbach,  Jr.,  M.D.,  Speaker ; 
E.  Dean  Babbage,  M.D.,  Vice- Speaker;  Walter  T.  Heldmann,  M.D., 
Secretary;  Carl  Goldmark,  Jr.,  M.D.,  Assistant  Secretary. 


Section  1 

Invocation  and  National  Anthem 

. . . Speaker  Wurzbach  introduced  Rabbi  A. 
Allen  Block,  of  the  Brotherhood  Synagogue, 
New  York  City,  who  gave  the  invocation.  This 
was  followed  by  the  Pledge  of  Allegiance  and 
the  National  Anthem.  . . 

Section  2 

Report  of  Reference  Committee  on  Credentials 

. . . C.  Joseph  Delaney,  M.D.,  chairman  of 
the  Committee  on  Credentials,  reported  that  215 
delegates  were  registered.  He  reported  further 
that  the  Credentials  Committee,  meeting  at  the 
Americana,  on  Sunday,  February  13,  1966,  re- 
viewed the  requests  of  Bronx,  Queens,  and  Nas- 
sau Counties  for  an  increase  in  their  delegates  to 
this  session  by  using  the  “assembly  district 
method”  as  stated  in  the  Constitution  and  By- 
laws, and  recommended  approval. 

Accordingly,  Bronx  County  would  be  allowed 
to  seat  14  delegates,  an  increase  of  two;  Queens 
County  would  be  allowed  to  seat  17  delegates, 
an  increase  of  three;  Nassau  County  would  be 
allowed  to  seat  13  delegates,  an  increase  of  four. 

Because  Queens  and  Nassau  share  a vote  by 
sharing  an  assembly  district,  and  because  there 
is  no  provision  in  the  Constitution  and  Bylaws 
for  the  seating  of  delegates  by  partial  vote,  the 
committee  recommended  that  this  not  be 
allowed.  . . 

. . . Dr.  Delaney’s  motion  to  approve  the 
report  and  for  the  immediate  seating  of  these 
additional  delegates  was  unanimously  earned.  . . 

. . . Secretary  Heldmann  stated  that  a quorum 
was  present.  Speaker  Wurzbach  then  declared 
the  160th  session  of  the  House  of  Delegates  open 
for  the  transaction  of  business.  . . 

* A verbatim  copy  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  at  the  headquarters  office  of  the  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  New  York  10017. 


Section  3 

Memorial  Tribute 

. . . The  delegates  rose  and  stood  for  one 
minute  in  silence  in  memory  of  their  departed 
confreres,  after  Speaker  Wurzbach  had  read  the 
following  list: 

Chemung  County:  Joseph  J.  McConnell, 
county  delegate  1953  and  1954; 

Erie  County:  Joseph  C.  O’Gorman,  county 

delegate  1935  to  1939,  1941  to  1945,  and  1948  to 
1953; 

Franklin  County:  Daisy  H.  Van  Dyke, 
county  delegate  1948  and  1949; 

Kings  County:  S.  Louis  Hornstein,  county 

delegate  1962  and  1963; 

Monroe  County:  Joseph  A.  Lane,  county 

delegate  1953  to  1959,  vice-speaker  1958, 
speaker  1959  to  1961,  president-elect  1962, 
president  1963,  past-president  and  trustee  1964 
and  1965; 

New  York  County:  Philip  D.  Allen,  county 

delegate  1945  to  1947,  1950,  1951,  and  1953  to 
1964,  assistant  secretary  1965;  Michael  C. 
Armao,  county  delegate  1958  to  1965;  W. 
Guernsey  Frey,  assistant  secretary  1945  to 
1949,  county  delegate  1950  to  1952;  John  H. 
Garlock,  county  delegate  1949,  1951  to  1954; 
Samuel  Farrar  Kelley,  section  delegate  1959; 
Orrin  Sage  Wightman,  county  delegate  1916  to 
1923,  president  1924; 

Westchester  County:  David  Fertig,  county 

delegate  1952  to  1955; 

Yates  County:  John  A.  Hatch,  county  dele- 
gate 1959  to  1965.  . . 

Section  4 

Remarks  by  Speaker 

. . . Speaker  Wurzbach  addressed  the  House 
briefly  concerning  procedures  to  be  followed 
during  the  session.  . . 
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Section  5 

Introduction  of  New  Delegates 

. . . Speaker  Wurzbach  introduced  the  follow- 
ing new  delegates  to  the  House: 

District  Delegates 

Ninth  District,  Eugene  J.  Lusardi,  Putnam 
Section  Delegates 

Sam  R.  Burnett,  Schenectady,  Industrial 
Medicine  and  Surgery 

Seymour  Hal  pern,  New  York,  Internal 
Medicine 

Arthur  Joseph  Lapovsky,  Kings,  Neurology 
and  Psychiatry 

Graham  G.  Hawks,  New  York,  Obstetrics  and 
Gynecology 

William  P.  Whalen,  New  York,  Plastic  and 
Reconstructive  Surgery 
Le  Von  Bedrosian,  Albany,  Space  Medicine 
John  F.  Prudden,  New  York,  Surgery 
County  Delegates 

Charles  M.  Kapp,  Bronx 
Joseph  C.  Polifrone,  Bronx 
Alvin  D.  Yasuna,  Bronx 
Henry  Sherman  Hirst,  Dutchess 
E.  Addis  Munyan,  Essex 
Benjamin  J.  Rosenthal,  Kings 
Ralph  M.  Schwartz,  Kings 
Morris  T.  Tanenhaus,  Kings 
William  S.  Reed,  Lewis 
James  Malcolm  Judd,  Livingston 
John  Henderson  Morton,  Monroe 
Charles  Daniel  Sherman,  Jr.,  Monroe 
Clement  J.  Boccalini,  Nassau 
Frank  M.  Green,  Nassau 
Lyon  Steine,  Nassau 
Lucie  A.  Schoenenberger,  New  York 
Lester  J.  Candela,  Queens 
William  E.  F.  Werner,  Queens 
Louis  J.  Wagner,  Rockland 
Russell  Peacock,  Saratoga 
Herbert  J.  Wright,  Jr.,  Schenectady 
George  E.  Leone,  Suffolk 
George  F.  Pritchard,  Tioga 
Maurice  L.  Woodhull,  Westchester 
Athur  J.  Norton,  Yates 

Section  6 

Approval  of  Minutes  of  1965  Meeting 

. . . The  minutes  of  the  1965  session  were 
approved  as  published  in  the  June  1,  1965,  issue 
of  the  New  York  State  Journal  of  Medi- 
cine. . . 

Section  7 

Reference  Committees 

. . . The  reference  committees  for  the  1966 
House  of  Delegates  were  announced  to  be  as 
follows: 

Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 
Joseph  F.  Shanaphy,  Richmond,  First  District 
Branch 


Max  Cheplove,  Erie 
Irving  G.  Frohman,  Queens 
H.  John  Mellen,  Albany 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Executive  Vice-President 

Treasurer 

Board  of  Trustees 

War  Memorial 

Budget  and  Finance 

Building 

John  E.  Hammett,  New  York,  Chairman 
Raymond  F.  Smith,  Nassau 
Marcelle  Bernard,  Bronx 
Alfred  A.  Hartmann,  Franklin 
Robert  J.  Collins,  Onondaga 

Medical  Services  A 
Economics 

Liaison  with  Veterans  AlDministration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 
Bureau  of  Medical  Care  Insurance 
Philip  M.  Standish,  Ontario,  Chairman 
Vincent  J.  Tesoriero,  Kings 
William  R.  Lewis,  Niagara 
George  G.  McCauley,  Tompkins 
Albert  M.  Schwartz,  New  York 


Medical  Services  B 

Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  of  Ethics 
Labor  Health  Facilities 
Peter  V.  Gugliuzza,  Queens,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
Louis  Pellman,  Kings 
John  Lawler,  New  York 
Kenneth  E.  Eckhert,  Erie 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 
Accident  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Continuing  Education 
Diabetes 

Diseases  of  the  Eye 
Environmental  Health 
Film  Review 
Forensic  Medicine 

General  Practice  and  School  Health 
Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Maternal  and  Child  Welfare 
Mental  Hygiene 

Physical  Medicine  and  Rehabilitation 
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Quackery 

Rural  Medical  Service 
Warren  A.  Lapp,  Kings,  Chairman 
W.  Graham  Knox,  New  York 
Leonard  Schiff,  Clinton 
Edward  P.  Ginouves,  Columbia 
James  Q.  Haralambie,  Westchester 

Scientific  Activities  arid  Publications  B 

What  Goes  On 
Publication 
To  Study  Journal 
Prize  Essays 
Archives  and  History 
Convention 
District  Branches 
Disaster  Medical  Care 
Nursing 

Medicine  and  Religion 
Liaison  with  NASA 

Victor  J.  Tofany,  Monroe,  Section  on 
Anesthesiology,  Chairman 
Robert  E.  Healy,  Westchester 
Edward  A.  Burkhardt,  New  York 
Herbert  A.  Laughlin,  Chautauqua 
George  T.  C.  Way,  Dutchess 

Public  and  Professional  Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 

To  Study  Revision  of  Education  Law 
To  Prepare  a Lien  Law 
Irving  Cramer,  Oneida,  Chairman 
Charles  M.  Smith,  Seneca,  Seventh  District 
Branch 

Matthew  Brody,  Kings 
Wallace  M.  Sheridan,  Westchester 
Isidore  Stemlieb,  Bronx 

Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Bar  Association,  Joint  Committee  with 
Judicial  Council 
On  Osteopathy 
Constitution  and  Bylaws 
A.M.A.  Delegation 

Stanley  H.  Greenwald,  New  York,  Chairman 

Jason  K.  Moyer,  Broome 

Lester  R.  Tuchman,  Queens 

Charles  R.  Harris,  Monroe 

Harry  S.  Lichtman,  Kings 

Miscellaneous  Business 

Samuel  Lieberman,  Bronx,  Chairman 
May  E.  Chinn,  New  York 
James  F.  Durkin,  Cattaraugus 
E.  Addis  Munyan,  Essex 
Ezra  A.  Wolff,  Queens 

Sergeant -At -Arms  and  Tellers 

Armand  J.  D’Errico,  Fulton,  Chairman 
E.  Craig  Coats,  New  York,  Section  on  Urology 


Francis  J.  Loperfido,  Bronx 
Milton  Gordon,  Suffolk 
William  S.  Reed,  Lewis 

Section  8 

Reference  of  Reports  and  Supplementary  Reports 

. . . On  motion  of  Secretary  Heldmann,  the 
reports  and  supplementary  reports  of  the 
officers,  trustees,  committees,  legal  counsel, 
special  committees,  and  district  branches,  both 
published  and  distributed,  were  referred  to  the 
appropriate  reference  committees  without  read- 
ing. . . 


Published  Annual  Reports* 

Section  9 ( see  186) 

Annual  Report  of  President 

To  the  House  of  Delegates,  Gentlemen: 

As  this  report  is  being  assembled,  medicine 
in  America  has  moved  beyond  the  “crossroads” 
down  the  path  of  government  participation  in 
all  phases  of  health  care.  Not  only  has  the 
direction  been  established  but  the  speed  of  im- 
plementation has  been  markedly  accelerated. 

An  outstanding  deficiency  in  the  Medical 
Society  of  the  State  of  New  York,  impressed 
on  me  this  year,  is  the  tardiness  of  the  processes 
of  our  organization  in  relation  to  those  with 
whom  we  contend . Our  principle  of  committing 
the  Society  to  an  important  decision  only  after 
the  local  units  have  debated  the  issue,  could 
neutralize  our  influence  in  health  legislation. 
Some  method  must  be  devised  to  poll  each 
opinion  promptly  and  to  give  committees  more 
authority  to  act. 

The  outstanding  need  would  seem  to  be  the 
organization  of  a Department  of  Planning. 
This  should  be  part  of  the  headquarters  staff 
and  should  consist  of  career  personnel,  highly 
trained  and  competent  to  carry  out  research  and 
studies  on  trends  in  the  health  care  field.  Then, 
and  only  then,  can  a planning  committee  of 
members  of  the  Society  function  with  effective- 
ness and  continuity.  This  lack  of  staff  support 
is  the  reason  for  the  failure  of  the  planning  ef- 
forts in  the  past.  The  coordination  of  this 
committee  with  those  of  other  states  and  with 
that  of  the.  American  Medical  Association  would 
return  organized  medicine  to  its  rightful  place 
of  leadership  in  the  health  care  field. 

Communications.  The  Division  of  Com- 
munications under  the  Public  Relations  Com- 
mittee chairman,  C.  Stewart  Wallace,  M.D., 
has  delivered  an  outstanding  performance 
during  this  year  of  challenge.  It  has  been 
handicapped  by  limitation  of  its  budget  neces- 
sitated by  our  past  financial  difficulties.  This 
division  assumes  a vital  role  as  health  care 

* Reports  in  Sections  9 through  57  are  published  reports 
which  appeared  originally  in  the  January  1 and  January  15, 
1966,  issues  of  the  New  York  State  Journal  of  Medicine. 
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becomes  the  number  one  national  topic.  Only 
an  informed  membership  is  capable  of  meaning- 
ful participation  in  the  organization  of  medical 
care. 

Regional  Meetings.  This  important 
project  of  the  Division  of  Communications  was 
continued  again  this  year  using  the  experience 
gained  in  the  past.  Meetings  were  held  in 
Albany,  Binghamton,  Lake  Placid,  Rochester, 
and  Westchester.  Programs  were  oriented  to 
current  problems  and  participants  included 
Ernest  B.  Howard,  M.D.,  assistant  executive 
vice-president  of  the  American  Medical  As- 
sociation, Arthur  F.  W.  Peart,  M.D.,  deputy 
general  secretary,  Canadian  Medical  Associa- 
tion, Robert  P.  Whalen,  M.D.,  deputy  com- 
missioner, New  York  State  Department  of 
Health,  in  charge  of  implementing  Title  18 
of  the  Medicare  act,  and  Malcolm  L.  Crump, 
M.D.,  project  director,  Bureau  of  Medical  Re- 
view. The  success  and  value  of  these  regional 
conferences  can  be  ascertained  only  from  ex- 
pressions of  the  component  medical  societies. 
Therefore,  we  are  anxious  to  hear  from  the  local 
membership  who  attended. 

Legislation.  The  delay  in  organizing  the 
committees  of  the  State  Legislature  resulted  in 
few  health-oriented  bills  being  processed.  Many 
bills  were  introduced  and  undoubtedly  several 
will  be  resubmitted  in  the  next  session.  The 
new  chairman  of  the  Legislative  Committee  on 
Public  Health,  Senator  Seymour  Thaler,  is 
very  knowledgeable  in  health  matters  and  has 
many  proposals  for  consideration.  The  out- 
standing legislative  enactment — Governor 

Rockefeller’s  bill,  Chapter  795  of  the  laws  of 
1965 — was  in  most  part  in  conformity  with  the 
recommendations  of  our  House  of  Delegates. 
By  transferring  the  responsibility  for  hospitals 
and  health  care  to  the  State  Department  of 
Health  from  the  State  Department  of  Social 
Welfare,  hospital  and  medical  affairs  will  be 
administered  by  a department  essentially  medi- 
cally staffed  and  oriented.  This  proved  to  be  a 
fortunate  and  timely  accomplishment  since  it 
enabled  Governor  Rockefeller  to  designate  the 
State  Health  Department  as  the  New  York 
State  agency  to  administer  Title  18  of  the 
Social  Security  Act.  It  also  enabled  him  when 
nominating  the  State  Department  of  Social 
Welfare  as  administrator  of  Title  19  of  the 
act  to  direct  that  the  State  Department  of 
Health  set  standards  for  medical  care. 

Federal  Legislation.  The  passage  of  the 
Medicare  law  moved  the  Social  Security  system 
into  providing  services,  as  well  as  funds,  and 
committed  the  Federal  government  to  respon- 
sibility for  providing  hospital  and  medical  care 
for  a large  segment  of  its  people.  We  in  the 
Medical  Society  of  the  State  of  New  York  have 
been  concentrating  on  Title  18,  parts  A 
and  B,  as  the  heart  of  the  law.  However, 
Title  19  will  more  profoundly  influence  the 
practice  of  medicine.  It  would  be  well  for 
each  of  us  to  familiarize  ourselves  with  its  pro- 
visions. 


Passage  of  Public  Law  89-239,  “Heart 
Disease,  Cancer,  and  Stroke  Amendments  of 
1965,”  followed  the  Medicare  law  in  rapid  suc- 
cession. In  consultation  with  the  Congress,  the 
American  Medical  Association  and  state  medical 
societies  succeeded  in  making  18  meaningful 
modifications  of  this  bill.  When  the  shortage 
of  manpower  is  realized,  in  implementing  these 
laws,  unquestionably  future  Federal  legislation 
will  be  engendered. 

District  Branches.  The  district  branches 
in  upstate  New  York  are  active  and  thriving. 
Their  meetings  have  been  well  attended  and 
their  programs  well  conceived.  In  view  of 
their  future  function  as  negotiating  units  of  the 
State  Medical  Society  in  association  with 
government  programs  such  as  hospital  review 
and  planning,  professional  reimbursement  under 
the  Medicare  law,  certification  of  nursing  homes, 
and  so  forth,  it  may  be  necessary  to  reapportion 
the  districts  to  correspond  with  those  of  the 
State  Department  of  Health.  Accordingly  an 
ad  hoc  committee  was  formed  to  study  the 
district  branches. 

Our  Own  Building.  Much  interest  has 
been  manifested  in  the  acquisition  of  our  own 
building  for  headquarters  of  the  Medical 
Society  of  the  State  of  New  York.  This  interest 
has  been  stimulated  recently  by  the  passage  of  a 
law  exempting  from  real  estate  taxes  a building 
owned  and  occupied  by  a medical  society.  The 
present  quarters  are  inadequate  and  expensive. 
Space  is  urgently  needed  for  a working  library, 
an  efficient  filing  system,  and  for  additional 
space  which  will  be  necessary  to  keep  pace  with 
the  demands  of  the  government  programs. 
Elimination  of  the  high  rent  will  release  funds 
for  the  expansion  of  programs  in  the  service  of 
the  people  of  the  State  of  New  York.  Definite 
commitment  by  the  House  of  Delegates  to  this 
important  project  is  imperative. 

Woman’s  Auxiliary.  The  Woman’s  Aux- 
iliary has  had  an  active  year  under  the  energetic 
presidency  of  Mrs.  Harry  Dan  Vickers.  The 
potential  of  this  large  reservoir  of  “woman- 
power”  has  not  yet  been  realized.  Study  of  the 
future  of  the  Auxiliary  is  worthy  of  time  and 
consideration.  The  designation  of  Mr.  George 
W.  Forrest,  Jr.,  as  staff  liaison  with  the  Aux- 
iliary will  add  integration.  It  has  been  a 
pleasure  to  work  with  them. 

Medical  Assistants  Association.  The 

New  York  State  branch  of  the  recently  formed 
Medical  Assistants  Association  held  a success- 
ful annual  meeting  in  Albany,  April  30  and 
May  1.  The  association  is  dedicated  to  im- 
proving the  physician-patient  relationship  and 
in  becoming  competent  in  assisting  the  physi- 
cian’s patients.  The  parent  group,  the  Ameri- 
can Association  of  Medical  Assistants,  held 
their  annual  meeting  at  the  Roosevelt  Hotel. 
New  York  City,  October  11  to  October  15.  The 
meeting  followed  the  format  of  the  A.M.A.,  with 
a house  of  delegates,  reference  committees,  ex- 
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tensive  exhibits,  and  an  annual  banquet.  I was 
privileged  to  be  present  with  James  Z.  Appel, 
M.D.,  president  of  the  American  Medical  As- 
sociation, and  our  executive  vice-president, 
Henry  I.  Fineberg,  M.D.,  and  was  very  much 
impressed.  I wish  them  all  success. 

The  Folsom  Committee.  This  committee, 
on  which  I was  privileged  to  serve  as  one  of  the 
seven  members,  presented  its  findings  and 
recommendations  to  Governor  Rockefeller  in 
February,  1965.  It  resulted  immediately  in 
the  enactment  of  legislation.  The  creation  of 
such  a committee  was  inevitable  since  the  un- 
controlled rise  in  hospital  costs  was  certain  to 
bring  catastrophe  to  the  practice  of  medicine 
and  to  the  quality  of  medical  care  in  New  York 
State.  Its  report  is  important  to  all  physicians 
and  hospital  people.  We  should  be  familiar 
with  its  contents. 

Physicians’  Home.  Anything  said  in  praise 
of  this  organization  would  be  an  understate- 
ment. It  is  our  most  altruistic  effort.  Un- 
fortunately, many  members  are  still  uninformed 
concerning  its  activities  and  its  record.  I deem 
it  an  honor  and  a privilege  to  have  been  elected 
to  the  board  of  this  organization  at  its  annual 
meeting  in  November,  1965.  May  I urge 
everyone  to  make  this  project  a “conversation 
piece”  at  local  medical  gatherings  with  the  hope 
that  increased  contributions  will  be  stimulated. 

Budget.  For  the  past  three  or  four  years, 
the  Medical  Society  of  the  State  of  New  York 
has  been  operating  on  a reduced  expenditure 
basis,  in  order  to  recoup  indebtedness  occasioned 
by  deficit  financing  a few  years  ago.  Thanks 
to  the  efficient  management  practices  instituted 
by  our  executive  vice-president,  Henry  I. 
Fineberg,  M.D.,  and  to  the  Budget  and  Finance 
Committee,  we  can  boast  a sizable  surplus  this 
year.  This  surplus  will  be  used  to  ease  the 
budgetary  restrictions  imposed  on  departments 
in  the  past  and  to  allow  normalization  of  ex- 
penditures in  the  future.  The  executive  vice- 
president  has  assured  me  he  will  continue  to 
exercise  his  close  supervision.  We  congratulate 
him  on  his  achievements. 

State  Health  Department.  Without  the 
complete  cooperation  between  the  State  De- 
partment of  Health  and  the  Medical  Society  of 
the  State  of  New  York  the  people  of  this  State 
would  not  enjoy  their  present  high  level  of 
medical  care  and  health  protection.  Public 
health  practice  and  medical  practice  are  syn- 
onymous. Hollis  S.  Ingraham,  M.D.,  Com- 
missioner of  Health  of  the  State  of  New  York, 
this  year  has  continued  his  unqualified  coopera- 
tion with  the  Medical  Society  of  the  State  of 
New  York.  I have  been  greatly  aided  by  his 
support  and  encouragement.  It  may  be  well 
here  to  note  a few  of  our  joint  efforts: 

1.  Continued  cooperation  through  the  Em- 
pire State  Medical,  Scientific  and  Educational 
Foundation,  particularly  in  research  for  the 
establishment  of  criteria  for  the  operation  of 
medical  review  committees. 

2.  Joint  support  for  and  close  cooperation 


with  our  own  Commission  on  Public  Health 
and  Education  and  its  committees. 

3.  The  invitation  to  the  Medical  Society  of 
the  State  of  New  York  to  be  present  when  the 
State  Department  of  Health  held  its  first  ex- 
ploratory meeting  with  the  Social  Security 
Administration  regarding  implementation  of 
Title  18  of  the  Medicare  law. 

4.  Cooperation  in  the  joint  appeal  to  Gover- 
nor Rockefeller  by  the  Commissioner  of  Health 
of  the  State  of  New  York  and  the  President  of 
the  Medical  Society  of  the  State  of  New  York  for 
the  appointment  of  an  ad  hoc  committee  to  con- 
sider the  implications  for  New  York  State  of  the 
enactment  of  the  recommendations  of  the  Presi- 
dent’s Commission  on  Heart  Disease,  Cancer, 
and  Stroke.  This  has  resulted  in  the  establish- 
ment of  such  a committee  representing  all 
groups  interested  in  health  care  in  the  State  of 
New  York. 

Miscellaneous.  Your  president  has  had 
the  privilege  during  the  past  year  of  serving  on 
several  committees  not  actually  under  the 
sponsorship  of  the  Medical  Society  of  the  State 
of  New  York  but  closely  allied  and  related. 
Some  of  these  appointments  were  held  previous 
to  attaining  the  office  of  president  and  have 
been  continued  because  of  their  medical  interest 
and  importance,  as  follows: 

1.  Membership  in  the  A.M.A.  Hospital  and 
Medical  Facilities  Committee.  This  committee 
is  responsible  for  physician-hospital  relations 
and  has  held  meetings  in  Chicago  and  San 
Francisco.  This  year  it  has  been  particularly 
interested  in  the  implementation  of  the  Medi- 
care act  in  relation  to  hospital  facilities  and 
hospital  services. 

2.  Membership  in  the  American  Hospital 
Association  Committee  on  Hospital  and  Pro- 
fessional Relations.  This  is  the  American 
Hospital  Association  equivalent  of  the  American 
Medical  Association  Committee  on  Hospitals 
and  Medical  Facilities.  During  the  year  a close 
relationship  has  been  established  between  the 
A.M.A.  and  the  A.H.A.  These  two  committees 
have  a joint  project — to  draw  up  model  hospital- 
medical  staff  bylaws.  Essentially  the  aim  of 
both  committees  and  both  organizations  is  to 
put  the  physician  more  firmly  in  the  medical 
management  of  hospitals  and  to  define  the 
relationships  and  methods  of  communications 
between  the  medical  staff,  the  governing  board, 
and  the  administration. 

3.  With  Norman  S.  Moore,  M.D.,  I served 
as  one  of  four  A.M.A.  members  on  the  advisory 
committee  to  the  Social  Security  Administration 
on  hospital  reimbursement  under  Title  18  of 
the  Social  Security  law. 

4.  Membership  in  the  organization  of  State 
Medical  Society  Presidents  which  held  its  first 
meeting  at  Pheasant  Run,  outside  of  Chicago. 
The  meeting  was  held  to  meet  Mr.  Arthur 
Hess,  the  administrator  of  Title  18,  and  Dr. 
Philip  Lee,  assistant  secretary  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  in 
charge  of  Medical  Affairs.  The  meeting  was 
very  informative  and  built  up  great  rapport 
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between  these  important  government  officers 
and  organized  medicine. 

5.  Attended  the  White  House  Conference 
on  Health  in  Washington,  D.C.,  on  November 
3 and  4 and  participated  on  a five-man  panel 
on  “The  Economics  of  Health  Care.”  Tran- 
scripts of  this  conference  when  available  will  be 
worthy  of  study  and  consideration. 

6.  Attended  the  annual  meeting  of  the  New 
York  Teamsters  Joint  Council  Number  16  and 
Management  Hospitalization  Trust  Fund  at 
Arden  House  and  participated  in  a symposium 
on  “Federal  Audit  and  Related  Health  Care 
Problems.”  At  the  meeting,  the  second  team- 
sters report  on  the  quality  of  hospital  care 
secured  by  a sample  of  teamster  family  members 
in  New  York  City  was  presented  and  released. 
Only  by  this  type  of  communication  may  we 
hope  to  resolve  any  differences  between  medicine 
and  labor.  I hope  future  invitations  will  be 
accepted  by  the  Medical  Society  of  the  State 
of  New  York  in  furtherance  of  our  devotion  to 
the  highest  quality  of  medical  care  for  all  the 
people  of  the  State  of  New  York. 


Conclusion.  The  office  of  president  of  the 
Medical  Society  of  the  State  of  New  York  is 
greater  than  any  member  who  aspires  to  occupy 
it.  My  term  of  office  has  been  a privileged  and 
humbling  experience.  The  projects  left  in- 
complete or  not  attempted  are  legion,  and  are 
left  as  a legacy  to  my  successor,  James  M . Blake, 
M.D. 

To  the  officers,  trustees,  councillors,  com- 
mittee chairmen,  and  committee  members,  my 
sincere  thanks  for  their  sterling  performance  and 
for  their  tolerance  and  understanding. 

To  the  officers  and  members  of  the  district 
branch  and  county  societies  who  entertained  us 
so  royally,  a vote  of  sincere  thanks  from  Mrs. 
Willis  and  myself. 

To  the  headquarters  staff  for  their  loyalty 
to  the  Society  and  their  conscientious  discharge 
of  my  many  onerous  assignments,  my  deep  ap- 
preciation. 

To  our  indefatigable  and  stimulating  execu- 
tive vice-president,  Henry  I.  Fineberg,  M.D., 
I find  myself  so  indebted  as  to  be  inextricable. 
Without  his  penchant  for  organization  and 
direction,  a president  of  this  Society  would  lack 
accomplishment.  My  association  with  him  has 
been  one  of  the  greatest  rewards  of  the  presi- 
dency. 

To  my  successor,  James  M.  Blake,  M.D.,  I 
beseech  your  continued  cooperation  and  sup- 
port. His  assistance  and  wise  counsel  has  been 
invaluable  to  me.  His  training  and  experience 
in  Society  matters  bespeaks  a virile,  progressive, 
and  meaningful  administration. 

I pledge  to  him  my  wholehearted  support. 

To  the  members  of  the  Medical  Society  of  the 
State  of  New  York,  one  and  all,  vale. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  President 


Section  10  ( see  188) 

Annual  Report  of  Secretary 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  reports  as  follows  for  the  year 
1966-1966. 

House  of  Delegates.  The  Secretary  pre- 
sented actions  of  the  House  of  Delegates  for 
disposition  by  the  Council  and  also  reported  to 
the  Council  on  actions  of  the  House  of  Delegates 
which  were  referred  directly  to  officers  and 
committee  chairmen.  A full  report  of  such 
actions  may  be  found  in  the  “Resume  of  In- 
structions of  the  1965  House  of  Delegates  and 
Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.”  The  Secretary  has  kept 
a record  of  the  proceedings  of  the  House  of 
Delegates  at  its  1965  meeting.  An  edited  copy 
of  these  minutes  was  transmitted  to  the  Editorial 
Department  for  publication  in  the  June  1,  1965, 
issue  of  the  New  York  State  Journal  of 
Medicine. 

Council,  Executive  Committee,  and 
Board  of  Trustees.  The  Secretary  has  kept 
minutes  of  the  Council,  the  Executive  Com- 
mittee, the  Board  of  Trustees,  and  the  Judicial 
Council  and  has  secured  their  approval.  He 
has  also  reported  to  the  Council  actions  taken 
by  the  Executive  Committee. 

Membership.  Complete  membership  figures 
for  the  year  1965  cannot  be  presented  in  this 
report;  they  will  be  included  in  a supplementary 
report  to  be  prepared  at  the  end  of  the  year. 
Requests  for  remission  of  annual  dues  have  been 
duly  presented  to  the  Council  and  the  Executive 
Committee. 

Physicians’  Placement  Bureau.  The 

Physicians’  Placement  Bureau  continues  to  act 
as  a go-between  for  communities  and  individuals 
seeking  physicians  anxious  to  find  a location  in 
which  to  settle.  Our  lists  of  opportunities 
continue  to  be  sent  out  to  interested  doctors. 

Since  some  of  the  localities  on  our  lists  have 
been  carried  for  quite  some  time  and  are  still 
without  a physician,  we  are  trying  not  merely 
to  add  more  areas  to  these  lists  but,  rather,  we 
are  endeavoring  to  send  lists  of  physicians’ 
names  and  addresses  to  these  localities  when- 
ever possible.  However,  this  is  not  so  simple  a 
matter  to  attend  to  as  we  would  wish,  because 
of  the  fact  that  each  year  fewer  general  practi- 
tioners are  available. 

As  is  usual,  practically  every  letter  is  answered 
personally  and  there  is  a constant  flow  of  corre- 
spondence, telephone  inquiries,  and  personal 
visits  by  physicians  through  our  office. 

Follow-up  letters  are  sent  out  from  time  to 
time  in  order  to  keep  our  lists  of  areas  up  to 
date. 

This  past  June  at  the  American  Medical 
Association’s  convention  exhibits  at  the  Coli- 
seum in  New  York  City  the  workings  of  their 
Physicians’  Placement  Service  were  most  inter- 
estingly presented  at  their  booth. 
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Below  are  listed  by  type  of  practice  the  num- 
ber of  physicians  heard  from  in  the  past  year: 


Anesthesiology 14 

Dermatology 8 

E.N.T 8 

General  practice 39 

Industrial  medicine 9 

Internal  medicine 86 

Neurology 5 

Neurosurgery ‘ 12 

Obstetrics  and  gynecology 29 

Ophthalmology 13 

Orthopedics 20 

Pathology 22 

Pediatrics 10 

Psychiatry 9 

Radiology 21 

Surgery 57 

Urology 13 

Miscellaneous 19 

Total  394 


As  far  as  we  have  been  able  to  ascertain,  15 
areas  have  found  physicians.  Two  localities 
have  been  added  to  our  lists. 

Meetings.  The  Secretary  has  complied 
with  instructions  of  the  House  of  Delegates  and 
with  requirements  of  the  Bylaws  by  his  attend- 
ance at  meetings  of  the  Nominating  Commit- 
tee, the  New  York  A.M.A.  delegation,  the 
A.M.A.  House  of  Delegates,  the  Council,  the 
Board  of  Trustees,  the  Executive  Committee, 
the  Judicial  Council,  and  the  Malpractice 
Insurance  and  Defense  Board.  He  has  also 
attended  a number  of  other  committee  meetings. 

Routine  Matters.  The  Secretary  has  signed 
applications  of  New  York  State  physicians 
who  wished  to  obtain  licenses  in  other  states  or 
to  transfer  their  membership  to  other  state 
medical  societies.  He  has  had  the  seal  of  the 
Society  affixed  to  such  applications  and  to  other 
documents.  He  has  kept  records  other  than 
those  pertaining  to  the  offices  of  legal  counsel 
and  of  the  treasurer. 

Acknowledgments.  The  help  and  coopera- 
tion of  all  the  officers  and  of  the  members  of  the 
Council  and  the  Board  of  Trustees  has  been 
greatly  appreciated.  I wish  to  express  my 
special  thanks  to  our  dynamic  and  knowledgea- 
ble executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  who  has  taken  on  many  of  the  routine 
duties  of  the  secretary  but  is  never  too  busy  to 
stop  and  render  guidance  and  advice  when 
needed. 

To  Doris  K.  Dougherty,  the  right  arm  of  the 
elected  secretary,  go  my  sincere  thanks  and 
appreciation  for  the  tremendous  task  she  han- 
dles so  well.  I never  cease  to  marvel  at  the 
speed  and  efficiency  of  her  efforts  in  turning  out 
the  secretarial  work  of  this  office. 

Without  the  assistance  and  help  of  many 
other  members  of  the  headquarters  staff  it  would 
be  impossible  for  the  secretary  to  fulfill  the 

! duties  of  his  office,  and  I wish  to  express  my 


thanks  and  gratitude  to  all  of  them  for  then- 
cooperation . 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Secretary 

Section  11  ( see  190) 

Annual  Report  of  Treasurer 

To  the  House  of  Delegates,  Gentlemen : 

Because  of  the  timing  of  our  annual  con- 
vention, as  has  been  the  case  in  most  recent 
years,  your  Treasurer  can  furnish  at  this 
time  only  the  results  of  financial  operations  for 
the  nine-month  period  ended  September  30, 
1965.  The  figures,  as  shown  in  Table  I,  sum- 
marize the  income  and  expenditures  for  this 
period  and  compare  the  actual  activities  with 
the  revised  estimated  budget  at  September  30, 
1965. 

As  can  be  seen  from  Table  I,  as  of  nine  months 
ended  September  30,  1965,  all  areas  of  the  bud- 
get were  operating  according  to  anticipated 
allocations.  With  the  establishment  of  sound 
financial  controls  during  the  year  1963  and  with 
close  scrutinization  of  expenditures  by  the 
executive  vice-president’s  office  thereafter,  it 
has  been  possible  to  live  within  budgetary  es- 
timates and  continue,  as  we  have  done  in  the 
past  two  years,  to  manage  the  finances  without 
deficit  spending.  The  strict  adherence  to  ad- 
ministrative policy  of  having  purchases  cen- 
tralized in  one  location,  and  having  expenditure 
requests  approved  by  either  the  executive  vice- 
president  or  the  assistant  executive  vice-presi- 
dent, has  met  with  satisfying  and  successful 
results.  As  you  will  see  from  the  report  of  the 
Budget  and  Finance  Committee,  we  expect  to 
maintain  a balanced  budget  situation  for  the 
year  1966. 

The  actual  General  Fund  surplus  at  Decem- 
ber 31,  1964,  of  $171,787  and  an  indicated  ex- 
cess of  income  over  expenditures  of  $64,121 
for  1965  should  leave  us  with  an  anticipated 
surplus  of  $235,908  as  of  December  31,  1965. 

A supplementary  report  detailing  the  financial 
status  of  the  State  Society  for  the  year  ending 
December  31,  1965,  will  be  presented  to  the 
House  of  Delegates  at  the  February,  1966, 
meeting. 

In  concluding  the  report,  your  Treasurer 
wishes  to  commend  the  efforts  of  Henry  I. 
Fineberg,  M.D.,  executive  vice-president,  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president,  and  Eugene  S.  Dombrowski,  comp- 
troller. Their  prudent  counsel  and  sound  judg- 
ments have  contributed  immensely  to  what  now 
can  be  considered  a sound  financial  picture. 

Respectfully  submitted, 

Samuel  Z.  Freedman,  M.D.,  Treasurer 

Section  12  ( See  191 ) 

Annual  Report  of  Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 
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TABLE  I.  Summary  of  income  and  expenditures  for  the  nine  months  ended  September  30,  1965 


Income 

Revised  Estimated 
Budget  as  of 
September  30,  1965 

Received  to 
September  30,  1965 

Dues  income 

$1,065,000 

$ 793,125 

Journal  advertising 

235,000 

180,880 

Journal  circulation 

6,000 

3,989 

Journal  reprints 

20,000 

15,869 

What  Goes  On  advertising 

86,400 

64,800 

News  of  New  York  advertising 

40,000 

30,000 

Medical  Directory  advertising 

10,000 

Medical  Directory  sales 

20,000 

4,552 

Annual  convention  exhibit  rentals 

55,142 

55,142 

Interest  income 

7,000 

6,037 

Medicare  income 

34,000 

25,352 

Dues  collection  from  A.M.A. 

11,000 

8,250 

Miscellaneous 

100 

100 

total  income 

$1,589,642 

$1,188,096 

Expenditures 

Revised  Estimated 
Budget  as  of 
September  30,  1965 

Expended  to 
September  30,  1965 

Administration 

$ 112,034 

$ 77,985 

Business  Division 

354,277 

218,903 

Communications  Division 

206,690 

143,749 

Legal  and  Malpractice  Insurance 

49,500 

36,719 

Industrial  Health  Division 

31,070 

22,585 

Medical  Care  Division 

64,864 

42,663 

Scientific  Activities  Division 

140,775 

100,389 

Scientific  Publications  Division 

290,765 

217,288 

Legislative  Counsel 

15,000 

11,250 

Annual  Convention 

34,959 

34,677 

Officers,  Board,  A.M.A.  Delegation 

60,000 

35,110 

Council  committees 

18,500 

10,277 

Nondivisional 

147,087 

108,815 

TOTAL  EXPENDITURES 

$1,525,521 

$1,060,410 

Excess  of  Income  Over  Expenditures 

$ 64,121 

$ 127,686 

Renato  J.  Azzari,  M.D.,  Chairman  . . Bronx 

Thurman  B.  Givan,  M.D Kings 

Gerald  D.  Dorman,  M.D New  York 

George  A.  Burgin,  M.D. Herkimer 

John  M.  Galbraith,  M.D Nassau 

Leo  E.  Gibson,  M.D Onondaga 

Norman  S.  Moore,  M.D Tompkins 

It  is  with  a profound  sense  of  loss  that  we 
record  the  passing  of  our  dear  friend  and  fellow 
trustee,  Joseph  A.  Lane,  M.D.,  on  November 
13,  1965.  Joe  Lane  personified  Hippocrates’ 
definition  of  the  true  physician  as  one  who  is 
“modest,  sober,  patient,  prompt  to  do  his  whole 
duty  without  anxiety;  pious  without  going  so 
far  as  superstition,  conducting  himself  with 
propriety  in  his  profession  and  in  all  the  actions 
of  his  life.”  The  Trustees,  and  we  are  sure  this 
House,  will  sorely  miss  his  sage  advice  and  quiet 
humor. 

The  Board  of  Trustees  held  its  organizational 
meeting  on  February  18, 1965,  at  the  Americana 
following  adjournment  of  the  House  of  Dele- 


gates. Renato  J.  Azzari,  M.D.,  senior  trustee, 
was  elected  chairman. 

In  accordance  with  the  Bylaws,  the  Council 
at  its  November  18,  1965,  meeting  unanimously 
elected  our  most  recent  past-president,  George 
A.  Burgin,  M.D.,  of  Herkimer  County,  to  the 
Board  of  Trustees  to  fill  the  unexpired  term  of 
Dr.  Lane. 

The  Trustees,  following  their  organizational 
meeting,  met  again  in  March,  April,  June, 
September,  and  November,  1965,  and  will 
meet  in  January,  1966. 

In  addition,  the  chairman  attended  all  meet- 
ings of  the  Council,  as  well  as  of  its  Committee 
on  Budget  and  Finance.  Other  members  of  the 
Board,  on  various  occasions,  attended  the  Coun- 
cil meetings  and  have  found  this  practice 
of  great  assistance  in  reaching  its  decisions. 

The  Trustees  have  continued  to  devote  much 
time  and  effort  to  the  development  of  an  effec- 
tive employe  benefits  program,  but  because  of 
the  complexity  of  the  matter,  as  well  as  the  cost 
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involved,  have  felt  that  precipitate  implementa- 
tion would  be  unwise.  They,  therefore,  initiated 
an  analysis  in  depth  of  the  proposed  program  by 
an  independent  expert  consultant.  An  ex- 
tensive discussion  of  this  matter  will  be  found 
in  the  report  of  the  executive  vice-president. 

Your  Trustees  are  pleased  to  report  with  a 
deep  sense  of  satisfaction  that  your  Society  has 
continued  to  operate  “in  the  black”  and  that  the 
days  of  deficit  financing  appear  to  be  a thing 
of  the  past.  The  Trustees  are  acutely  aware 
of  their  duty  and  obligation  to  “supervise  the 
financial  affairs  of  the  Society”  in  a prudent  and 
discreet  manner,  and  believe  that  the  statement 
of  the  financial  affairs  of  the  Society  for  the  year 
1965  to  be  found  in  the  Certified  Public  Ac- 
countants’ Report  to  the  Board  of  Trustees 
demonstrates  that  they  have  made  every  effort 
to  do  so. 

The  Board  of  Trustees  is  deeply  grateful  for 
the  loyal  and  vigorous  efforts  of  Henry  I. 
Fineberg,  M.D.,  our  executive  vice-president, 
and  his  associates  in  aiding  them  in  the  admin- 
istration of  the  fiscal  affairs  of  the  Society. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 

Section  13  ( see  182,  189) 

Annual  Report  of  Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen: 

This  report  covers  a period  of  nine  months 
since  the  meeting  of  the  House  of  Delegates 
last  February.  Truly,  it  is  a progress  com- 
munication. 

In  accordance  with  the  precedent  established 
years  ago,  a supplementary  account  of  our 
activities  will  be  transmitted  to  you  just  before 
the  House  convenes  again  in  1966. 

Once  more,  in  telling  our  “story,”  we  will 
try,  as  much  as  possible,  to  avoid  duplicating 
any  of  the  material  contained  in  other  pre- 
sentments. However,  we  are  sure  that,  since 
our  activities  cover  considerable  ground,  some 
repetition  will  be  evident. 

Without  a doubt,  this  has  been  a busy  year. 
Again,  we  should  stress  the  fact  that  business 
goes  on  as  usual  at  all  times.  No  longer  is 
there  any  difference  between  the  various  seasons. 
The  summer  months  reveal  no  let-up,  although 
we  did  manage  to  get  away  for  about  ten  days 
of  sun  at  Montauk. 

In  accordance  with  our  recommendation  made 
one  year  ago — and  for  the  first  time  since  we 
started  our  “career”  in  Medical  Society  af- 
fairs— a summer  meeting  of  the  Executive  Com- 
mittee was  held  on  August  6.  This  was  a long 
session,  and  it  proved  the  value  of  having 
meetings  of  this  type  during  “vacation”  time. 
The  agenda  included  over  40  items,  a number  of 
them  of  considerable  importance. 

In  the  management  of  the  affairs  of  the  So- 
ciety, we  have  broken  precedent  again  wherever 
we  felt  that  this  type  of  action  was  indicated. 
It  has  been  our  feeling  that  tradition  should 
not  be  an  obstacle  to  progress. 


Headquarters  Activities  (Administration, 
Personnel  Management,  Staff  Functions, 
and  so  on).  We  continue  to  meet  with 
our  division  heads  at  “informal”  conferences. 
At  these  meetings  we  discuss  what  we  have 
done  during  the  preceding  weeks  and  what 
we  hope  to  accomplish  in  the  near  future. 
These  have  developed  into  down-to-earth  get- 
togethers.  Each  person  “speaks  his  piece” 
and  transmits  his  ideas  to  the  administration. 

Our  only  regret  is  that,  because  of  the  pres- 
sures of  routine  and  unscheduled  matters,  we 
have  been  unable  to  meet  as  often  as  we  would 
like.  Needless  to  say,  these  “confabs”  are  of 
inestimable  value  to  all  concerned. 

Budgeting.  We  are  living  within  the  funds 
allotted  to  us.  We  still  adhere  to  our  principle 
that  deficit  budgeting  should  not  prevail.  The 
report  of  the  Committee  on  Budget  and  Finance 
will  show  that  we  are  in  the  “black.” 

Needless  to  say,  we  continue  to  practice 
economy  at  all  times,  ever  mindful  of  the  fact 
that  the  essentials  must  be  provided  and  the 
so-called  “luxuries”  must  be  eliminated. 

In  accordance  with  the  rule  established  several 
years  ago,  the  Committee  on  Budget  and 
Finance  meets  every  three  months,  to  study 
and  re-evaluate  the  budget  in  the  light  of  new 
experiences  and  conditions  as  they  arise.  The 
last  meeting  of  this  committee  was  held  on 
October  21.  The  budget  for  the  first  nine 
months  of  the  year  was  reviewed,  and  the 
budget  estimate  for  1966  was  prepared. 

Certain  changes  in  the  1965  budget  were 
effected.  May  we  point  out  that  there  were 
two  special  conventions  of  the  American  Medi- 
cal Association  during  the  year.  Each  re- 
quired an  additional  expenditure  of  approxi- 
mately $7,000.  As  most  people  will  surmise, 
these  conferences  were  concerned  with  Medi- 
care. What  took  place  in  February  was 
described  in  our  last  supplementary  report  to 
the  House  of  Delegates.  The  results  of  the 
deliberations  of  the  meeting  held  during  the 
first  week  of  October  are  contained  in  our  re- 
port of  the  New  York  delegation  to  the  A.M.A. 

In  our  budget  estimate  for  1966,  we  have 
projected  a five  per  cent  increase  across  the 
board  for  those  employes  who  are  in  the  non- 
executive class — those  below  the  rank  of  divi- 
sion head  or  associate.  This  is  in  keeping  with 
the  general  trend  throughout  the  country  (for 
employes  of  every  type) , and  will  partially  make 
up  for  the  increased  cost  of  living,  the  increased 
Social  Security  tax,  and  the  increased  sales  tax. 
Also,  there  were  a number  of  increments  for 
those  in  the  supervisory  category. 

The  Directory.  There  will  be  space-saving 
innovations  in  the  1965-1966  Directory.  Prin- 
cipally, in  the  many  cases  of  multiple  office  loca- 
tions, the  full  biographic  listing  appears  only 
once  in  the  Directory  at  a priority  location  deter- 
mined by  the  physician.  Secondary  locations 
cite  only  name,  address,  telephone  number, 
office  hours,  and  the  notation,  “See  Man- 
hattan,” for  example,  in  reference  to  the  com- 
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plete  biography.  The  principal  office  is  the 
first  location  indicated  in  the  alphabetic  listing. 

Also,  50  strictly  local  organizations  or  so- 
cieties, previously  listed,  have  been  eliminated 
from  this  edition.  Until  a defined  outline  of 
criteria  for  including  a society  in  the  Directory 
is  determined,  no  new  organizations  will  be 
listed  in  the  Directory. 

In  part,  the  space  conserved  will  be  used  to 
publish  two  new  reference  sections.  The  full 
staffs — listing  specific  appointments  in  all  de- 
partments-— of  all  medical  schools  within  the 
State  will  be  printed  in  the  back  of  the  Directory. 
In  addition,  the  medical  staffs  of  union  health 
centers  also  will  be  published.  These  appoint- 
ments will  not  appear  in  the  individual  bio- 
graphic listings  but  will  be  available  for  refer- 
ence as  separate  units. 

Since  there  has  been  little  negative  reaction 
from  the  membership  on  the  soft  cover,  it  has 
been  retained  for  the  membership  run  of  the 
1965-1966  edition.  However,  the  stock  of  the 
text  paper,  as  well  as  that  of  the  cover  itself, 
has  been  improved  considerably.  The  printer 
has  assured  us  that  the  new  text  stock  will  not 
smudge. 

A run  of  3,000  sale  copies  of  the  Directory 
will  be  in  hard  cover.  The  cost  of  this  project 
is  an  additional  $2,974,  and  the  purchase  price 
of  the  book  has  been  increased  to  $25.  As  of 
November  8,  advance  orders  in  the  amount  of 
300  copies  are  already  on  hand,  representing 
$7,500  in  sales.  As  was  the  case  with  the 
1963-1964  edition,  we  will  contact  all  pur- 
chasers of  the  two  previous  editions  advising 
them  that  the  new  edition  is  available. 

From  the  standpoint  of  costs,  several  money- 
saving procedures  have  been  initiated  in  the 
numerous  questionnaires  and  forms  used  by  the 
Directory  department  in  its  work.  Most  of 
these,  including  the  copy  card  mailed  to  the 
over  32,000  physicians  listed,  previously  printed 
on  the  outside,  are  now  produced  by  offset 
equipment  on  our  own  premises. 

Despite  determined  efforts  to  introduce  time- 
saving procedures  in  the  editing  of  Directory 
content,  we  admit  that  the  labor  involved  in  a 
project  of  this  size  has  not  been  reduced  in 
direct  ratio  to  the  reduction  in  staff,  and  the 
Directory  again  was  late  in  getting  to  press. 

Prior  to  publication  of  the  1963-1964  Di- 
rectory, the  staff  of  this  department  was  dras- 
tically reduced  in  anticipation  of  an  immediate 
switch  to  magnetic  tape  data-processing  pro- 
cedures. Because  of  economic  impracticality, 
this  change  did  not  materialize.  Since  it  is 
obvious  to  most  of  us  concerned  that  procedures 
within  this  department  can  be  simplified  and 
much  of  the  present  labor  eliminated,  we  have 
not  deemed  it  advisable  to  take  on  additional 
permanent  personnel  at  this  time — certainly 
not  until  we  can  determine  the  caliber  of  per- 
sonnel required. 

At  the  present  time,  all  new  copy  and  the 
voluminous  changes  in  content  of  the  Directory 
are  still  handwritten  by  our  three  copywriters. 
In  our  opinion,  in  this  modem  age  this  is  an 
antiquated  system  which  must  be  eliminated. 


Also,  a time-consuming  and  spatially  cum- 
bersome procedure  involving  McBee  punch 
cards,  introduced  some  years  back  to  ensure  the 
accuracy  of  verified  data  in  the  Directory,  has 
outgrown  its  efficiency  with  the  greatly  in- 
creased volume  of  the  Directory  material. 

It  should  be  mentioned  that  our  present 
printers,  Rumford  Press  in  Concord,  New 
Hampshire,  are  charging  us  extra  on  the  volume 
of  changes  and  resetting  in  the  text  of  the 
Directory.  Consequently,  it  is  economically 
not  practical  to  make  all  the  changes  in  content 
we  would  like  to  make  until  the  third  and  final 
edition  on  this  contract  is  completed. 

What  we  are  saying  here  is  that  we  are  well 
aware  that  many  of  our  procedures  are  out- 
moded by  current  publication  standards  and 
must  be  drastically  updated  before  we  involve 
ourselves  in  another  contract.  For  this  reason, 
we  are  already  giving  serious  consideration  to 
various  alternative  methods  of  handling  our 
data  and  putting  it  into  print,  as  follows: 

1.  The  costs  of  letter-press  printing  have 
steadily  risen  to  the  point  that  it  has  become  an 
expensive  luxury.  For  the  volume  of  our 
Directory,  the  costs  are  prohibitive  and  we  are 
going  to  study  the  possibilities  afforded  by  offset 
printing.  This  will  eliminate  any  thought  of 
handwritten  or  even  typewritten  copy,  and  may 
involve  investing  in  equipment,  such  as  a 
Vari typer,  which  produces  copy  indistinguish- 
able from  hand-  or  letter-set  type. 

2.  We  also  intend  to  consider  further  the 
possibilities  of  having  our  Directory  data  trans- 
ferred to  magnetic  tape  or  card  system  data- 
processing  devices.  The  Directory  department 
would  continue  to  collect  and  check  changes  in 
file  data,  but  these  would  be  fed  to  an  outside 
company  for  processing,  with  publication 
evolving  from  their  equipment. 

Toward  these  ends,  we  have  initiated  com- 
munication with  other  medical  societies  through- 
out the  country,  who  also  have  publications, 
inquiring  as  to  the  methods  used  in  compiling 
their  data  and  getting  it  into  print.  And  we 
are  reactivating  communication  with  various 
companies  providing  magnetic  or  card  system 
data-processing  services. 

The  Directory  remains  an  invaluable  service 
to  our  members.  Its  reference  value  to  hospi- 
tals, medical  schools,  insurance  companies,  legal 
firms,  libraries,  private  industry,  and  public 
agencies  continues  to  grow.  Its  potential 
value  as  a source  of  additional  income  and 
prestige  to  the  Society  is  considerable,  but  only 
as  we  are  able  to  increase  the  currency  of  its 
content  and,  at  the  same  time,  speed  up  the 
production  time  and  reduce  the  costs  involved 
in  its  publication. 

We  are  determined  to  accomplish  these  neces- 
sary improvements. 

Journal  Advertising.  The  advertising  reve- 
nue for  the  year  1965  will  approximate  that  for 
1964.  For  the  past  year,  Mr.  Joseph  Mullaney 
has  been  our  lone  advertising  salesman.  It  has 
been  our  feeling  that  this  fine  gentleman  has 
been  “spreading  himself  too  thin.”  There  are  a 
tremendous  number  of  accounts  to  service,  and 
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it  is  extremely  difficult  for  one  man  to  do  justice 
to  all  of  them.  Therefore  we  have  decided  that, 
soon,  we  will  hire  a second  man  to  assist  Mr. 
Mullaney  in  canvassing  the  great  area  that 
must  be  covered.  We  are  reasonably  sure  that 
this  type  of  arrangement  will  “pay  dividends.” 

Technical  Exhibits  at  the  Convention.  The 
actual  sale  of  booth  space  for  the  1965  meeting, 
held  at  the  Americana,  yielded  $55,142.50, 
as  compared  to  the  1964  total  of  $55,072.50. 

In  order  to  provide  better  technical  exhibit 
space  and  improved  scientific  meeting  rooms,  the 
layout  of  the  technical  exhibit  area  for  the  1966 
annual  convention  has  been  redesigned.  There 
will  be  space  for  134  booths  and  eight  tables, 
having  a gross  sales  value  of  $60,445,  as  well  as 
two  large,  soundproofed  scientific  meeting 
rooms. 

As  of  the  middle  of  October,  120  booth  and 
four  table  spaces,  with  a gross  sales  value  of 
$53,695,  have  been  contracted  for  by  technical 
exhibitors.  There  are  still  firms  which  we 
know  will  exhibit  with  us,  but  they  have  ad- 
vised us  that,  because  of  budgetary  policies, 
final  decisions  will  not  be  made  until  later  in  the 
year.  We  still  had  14  booths  and  four  table 
spaces  open  on  this  date. 

Employe  Benefits  Program.  Our  plans  for  a 
staff  pension  system  are  progressing,  but  much 
too  slowly  to  satisfy  us.  This  turn  of  events  is 
not  of  our  making,  and  we  hope  that  it  will  not 
be  too  long  before  we  will  initiate  what  we  con- 
sider to  be  a very  fine  “fringe  benefit”  program 
for  our  people.  This  is  a sine  qua  non  in  most 
well-run  organizations  throughout  the  land. 

In  our  last  report  to  the  Council,  we  had  this 
to  say  about  our  pension  system: 

“At  the  last  meeting  of  the  Trustees  in 
June,  the  Staff  Pension  Committee  reported 
that,  after  extensive  study  and  numerous 
meetings  with  representatives  of  various 
insurance  companies,  it  had  narrowed  its 
choice  of  carriers  to  three  leading  companies 
for  final  consideration. 

“The  committee  recalled  to  the  Trustees 
that  they  (the  Trustees)  in  February,  1965, 
had  approved  the  designation  of  the  three 
carriers  and  empowered  the  staff  committee  to 
conduct  negotiations  in  depth  with  the 
selected  companies. 

“It  advised  the  Trustees  that  each  of  the 
companies  had  been  given  identical  specifica- 
tions of  the  benefits  desired  and  had  been 
requested  to  submit  proposals  on  estimates  of 
cost.  When  received,  the  proposals  were 
reviewed  in  detail  by  the  staff  committee,  and 
additional  meetings  were  held  with  the 
carriers  involved  in  order  to  clarify  certain 
points. 

“The  staff  committee,  through  your  execu- 
tive vice-president,  then  recommended  to  the 
Board  of  Trustees  Special  Committee  on 
Employe  Benefits  Program — consisting  of 
Renato  J.  Azzari,  M.D.,  chairman,  Gerald 
Dorman,  M.D.,  and  John  M.  Galbraith, 
M.D. — that  the  Mutual  Benefit  Life  In- 
surance Company  be  designated  as  the  carrier 


to  administer  the  employe  benefits  plan, 
because,  in  the  staff  committee’s  judgment, 
it  has  proposed  (1)  the  highest  annual  in- 
terest guarantee;  (2)  the  lowest  guaranteed 
purchase  cost  of  annuities;  and  (3)  the  lowest 
yearly  cost  to  the  State  Society. 

“In  June,  the  Trustees,  after  receiving  the 
suggestion  of  the  staff  committee  and  after 
discussion,  on  the  recommendation  of  the 
special  committee  of  the  Board  of  Trustees, 
voted  to  retain  an  independent  expert  in  the 
pension  field  to  study  the  proposals  of  the 
three  carriers  and  make  recommendations — 
since  neither  the  Trustees  nor  the  staff  com- 
mittee felt  that  they  were  experts  in  the 
field.  The  Trustees  also  empowered  the 
special  committee  of  the  Board  of  Trustees, 
after  it  had  received  the  recommendations  of 
the  pension  expert,  to  act  for  the  Board  in 
implementing  the  Employe  Benefits  Program 
as  expeditiously  as  possible. 

“Shortly  thereafter,  the  firm  of  Martin  E. 
Segal  Company  was  retained  to  make  the 
study  requested.  This  consultant  is  one  of 
the  nation’s  largest  firms  of  consultants  and 
actuaries  to  employe  benefit  plans.  It 
serves  more  than  one  thousand  pension, 
welfare,  health,  profit-sharing,  and  other 
plans,  covering  more  than  five  million  em- 
ployes and  their  dependents.  They  advise 
on  plans  ranging  in  size  from  those  covering 
more  than  a quarter  of  a million  employes  to 
plans  covering  three  or  four  employes.” 

We  are  awaiting  the  consultant’s  report,  so 
that  we  may  present  it  to  the  Board  of  Trustees 
for  a final  definitive  action. 

Miscellaneous.  (1)  The  second  edition  of 
the  Staff  Handbook,  which  first  appeared  in 
1963,  has  been  completed,  and  copies  have  been 
mailed  to  all  concerned. 

Certain  items  in  this  brochure  were  revised, 
in  order  to  conform  to  new  thinking  and  to 
meet  the  realities  and  the  experiences  of  a 
Society  such  as  ours. 

The  directors  of  our  divisions  and  others 
deserve  commendation  for  their  wise  counsel 
and  recommendations. 

(2)  membership  DEPARTMENT — Conversion 
of  the  old  IBM  record  cards  to  the  new  McBee 
membership  cards  has  been  completed  for  all 
61  component  county  societies.  Over  half  have 
been  checked  and  verified  for  accuracy,  and  the 
remainder  are  progressing  at  a slow  but  steady 
pace. 

Transmission  of  additional  dues  to  the 
A.M.A.  has  continued,  as  well  as  the  processing 
of  new  membership  applications. 

The  new  revised  edition  of  the  Constitution 
and  Bylaws  was  received  from  the  printers,  and 
it  is  being  distributed  to  new  members  and  to 
others  who  request  copies. 

(3)  MAIL,  REPRODUCTION,  AND  CIRCULATION 
department — This  is  a very  busy  area.  In 
addition  to  a great  deal  of  work  which  it  per- 
forms for  the  Medical  Society  of  the  State  of 
New  York,  it  also  assists  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
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tion;  the  New  York  Academy  of  General  Prac- 
tice; the  Medical  Assistants  Association;  the 
New  York  State  Association  of  Professions;  and 
the  Woman’s  Auxiliary. 

This  department  also  performed  the  great 
task  of  changing  over  to  the  ZIP  code  system. 
We  were  informed  by  the  U.S.  Post  Office  De- 
partment that  this  change  would  have  to  be 
accomplished  by  July  1 and  that  we  must  bear 
the  expense.  The  cost  of  this  work  was  less 
than  the  $3,000  that  we  anticipated  and  ap- 
propriated. 

(4)  We  have  improved  our  telephone  an- 
swering service.  A new  outfit — the  United 
Telephone  Service,  Inc. — has  taken  over  this 
work.  Previously,  there  were  complaints  from 
folks  throughout  the  State. 

(5)  On  the  advice  of  Dr.  Azzari,  an  em- 
ployes’ health  service  was  established  under  the 
directorship  of  Robert  Katz,  M.D.  It  is 
operated  in  accordance  with  the  recommenda- 
tions of  the  American  Medical  Association 
Council  on  Occupational  Health,  as  published 
in  “Scope,  Objectives  and  Functions  of  Occu- 
pational Health  Programs”  (revised  1960). 
The  utilization  of  educational  and  preventive 
health  measures  has  been  gratifying. 

This  health  service  is  designed  to  administer 
emergency  first  aid  and  to  help  employes  who 
feel  ill  at  the  office  to  get  through  the  day. 
Equipment  for  the  service  includes  an  oxygen 
tank,  material  for  suturing,  other  instruments, 
and  first-aid  medications.  It  has  definitely 
been  specified  that  this  service  is  not  a sub- 
stitute for  the  family  doctor.  The  emergency 
first  aid  is  merely  for  those  in  immediate  need  of 
attention.  We  will  not  operate  this  depart- 
ment as  a diagnostic  or  prescription  service. 

It  is  gratifying  to  report  that  45  employes 
participated  in  a voluntary  health  program  for 
immunization  against  influenza. 

(6)  our  own  building- — Most  of  the  mem- 
bers of  the  House  are  acquainted  with  our  at- 
titude and  thinking  about  our  own  building. 
All  that  you  have  to  do  is  to  consult  previous 
reports  of  the  executive  vice-president.  There- 
fore, I will  not  dwell  at  great  length  on  the 
reasons  that  we  should  acquire  a headquarters 
of  our  own- — somewhere  and  soon. 

At  this  time  may  we  merely  add  to  what  we 
have  already  said — that,  at  present,  we  are 
“bursting  at  the  seams.”  We  have  no  room 
whatsoever  for  additional  facilities  which  we 
believe  are  very  essential  to  the  proper  func- 
tioning of  our  Society. 

Following  are  a few  recommendations  which 
we  believe  should  be  implemented  when  we  have 
the  available  space: 

A.  A Bureau  of  Research  and  Planning. 
We  have  discussed  this  project  on  many  occa- 
sions. May  we  remind  you  that,  in  1963,  we 
had  this  to  say: 

When  we  were  out  in  Los  Angeles  for  the  clinical 
meeting  of  the  American  Medical  Association  during 
the  latter  part  of  last  November,  we  visited  and 
reviewed  some  of  the  activities  of  the  California 
Medical  Society.  We  were  impressed  greatly  by  its 
Bureau  of  Research  and  Planning,  organized  in  1959. 


Their  council  appointed  an  ad  hoc  committee  to 
study  the  problem.  It  arrived  at  these  conclusions: 
that  the  basic  economic  objective  was  the  preserva- 
tion of  the  private  practice  of  medicine;  that  a 
library  adequate  to  research  needs  be  established 
under  the  direction  of  a competent  librarian;  and 
that  a full-time  research  director  of  adequate  back- 
ground and  orientation  be  found  to  assist  in  organiz- 
ing an  over-all  research  program  for  the  Association 
and  to  implement  this  program  as  directed. 

The  ad  hoc  committee  further  recommended  to 
the  council  of  the  California  Medical  Society  that 

“1.  The  primary  function  would  be  to  determine 
types  in  order  of  priority  of  research  projects  in 
relation  to  its  contribution  to  public  welfare,  im- 
portance to  C.M.A.,  benefit  to  the  C.M.A.  members, 
length  of  time  required,  and  cost. 

“2.  To  recommend  to  the  appropriate  commission 
or  the  council  when  a specific  research  or  planning 
project  should  be  discontinued. 

“3.  To  develop  an  annual  research  and  planning 
budget  in  cooperation  with  the  director  of  research 
and  director  of  commissions  and  committees. 

“4.  To  review  and  recommend  to  the  council  for 
approval  or  disapproval  all  research  reports  before 
release  to  any  source. 

“5.  Develop  and  initiate  long-range  plans  and 
programs. 

“6.  Research  findings  could  be  forwarded  to  the 
originating  commission  and  the  council. 

“7.  In  case  of  conflicting  research  requests,  in 
terms  of  time,  cost,  personnel,  and  other  factors,  the 
priority  determination  should  be  referred  to  the 
Council.” 

The  California  bureau  has  discussed  the  following 
areas  in  order  to  determine  specific  research  projects 
and  priorities:  the  insurance  mechanism,  education, 

organization  and  distribution  of  medical  services, 
communication,  historical,  philosophic,  and  sociologic 
concepts,  membership  relations,  labor,  rehabilitation, 
quality  of  medical  care,  political  implications,  and 
preventive  medicine. 

We  believe  that  this  is  a step  in  the  right  direction. 
Statistics  and  conclusions  of  various  intensive  studies 
are  available,  at  a moment’s  notice,  for  media  of 
communication  interviews,  writing  of  speeches,  and 
many  other  purposes.  Thought  should  be  given  to 
this  type  of  project  in  our  State. 

B.  At  present,  inquiries  come  to  our  tele- 
phone switchboard  and  there  is  considerable 
confusion  as  to  where  they  should  be  referred. 
This  haphazard  arrangement  must  be  elimi- 
nated as  soon  as  possible. 

There  are  a few  important  elements  of  a 
well-operated  information  center:  (a)  We 

must  have  a key  employe — preferably  a mature 
lady — acquainted  with  the  technics  and  work  of 
the  State  Society — a person  with  a broad  knowl- 
edge of  our  activities,  purpose,  and  policies. 
She  must  be  genuinely  interested  in  helping 
people,  and  she  must  be  able  skillfully  to  termi- 
nate a conversation  with  those  who  would  pro- 
long it.  This  employe’s  work  would  have  a 
tremendous  bearing  on  the  public  relations  and 
communications  of  our  office. 

(b)  The  center  requires  a small  quiet  area, 
away  from  the  general  office  noise  and  traffic. 
If  an  information  center  were  set  up  in  ac- 
cordance with  our  specifications,  inquiries 
could  be  relayed  to  the  proper  people  within  our 
office  structure  or  to  agencies  outside  of  it.  At 
present,  we  are  lacking  a “healthy”  liaison  of 
this  sort. 
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C.  We  should  have  a well-organized  central 
filing  system  with  proper  cross-indexing.  The 
lack  of  a department  such  as  this  is  one  of  our 
greatest  shortcomings.  If  we  are  to  function 
in  accordance  with  the  better  business  practices, 
we  must  be  able  to  obtain  copies  of  our  cor- 
respondence and  other  matters  without  delay. 

D.  It  is  our  hope  that,  some  day,  we  will  be 
able  to  establish  a stenotypist  department. 
At  present,  only  the  deliberations  of  the  Council, 
the  Board  of  Trustees,'  and  the  House  of  Dele- 
gates are  transcribed  by  stenotypists. 

Many  important  committees  meet  throughout 
the  year  at  our  office,  and  it  is  essential  that  we 
have  verbatim  recordings  of  what  takes  place. 
Very  often,  we  are  compelled  to  look  back  at 
some  of  our  notes  in  order  to  obtain  the  true 
results  of  the  discussions  of  very  important  sub- 
jects and  they  are  missing. 

To  summarize:  At  present,  very  little  can 

be  done  to  initiate  important  new  phases  of  our 
work,  because  we  do  not  have  the  proper 
facilities.  To  rent  additional  space  at  present 
real  estate  rates  would,  in  our  opinion,  be  fool- 
hardy. We  need  our  own  building. 

Since  we  started  our  campaign  to  erect  our 
own  headquarters,  there  have  been  changes  in 
this  direction  in  various  parts  of  the  country. 
For  example,  Pennsylvania  Medical  Society  has 
broken  ground  for  its  own  place  outside  of  the 
business  district  of  Harrisburg.  The  new 
building  of  the  Philadelphia  County  Medical 
Society  will  be  opened  to  visitors  during  the 
clinical  session  of  the  A.M.A.,  during  the  latter 
part  of  November — and  so  it  goes  in  other  sec- 
tions of  the  United  States. 

It  is  interesting  to  learn,  through  a release 
from  the  New  York  State  Bar  Association  in 
the  latter  part  of  September,  that  this  organiza- 
tion has  decided  that  it  needs  more  space  than 
it  now  has  at  its  present  headquarters.  It  has 
been  recommended  that  purchase  rather  than 
leasing  is  the  most  desirable  means  of  meeting 
the  situation. 

These  people  have  been  spurred  on  by  the 
fact  that  many  state  bar  associations  throughout 
the  nation  have  erected  new  and  modern  head- 
quarter buildings  to  meet  their  immediate  and 
future  requirements.  The  “bar”  people  believe 
that  what  they  are  thinking  about  is  one  of  the 
most  significant  steps  which  the  association  has 
taken  in  many  years.  This  is  their  opinion: 
“A  new  headquarters  building  will  add  im- 
measurably to  the  stature  of  the  Association 
and  to  the  effectiveness  of  its  service  to  the  bar 
and  to  the  public.” 

It  is  our  firm  belief  that  we  fit  into  this 
picture. 

Annual  Convention.  On  February  25,  a 
“postmortem”  meeting  of  the  staff  assigned  to 
the  annual  convention  was  held  at  our  head- 
quarters. We  discussed  thoroughly  all  aspects 
of  this  activity  under  the  following  headings: 
house  of  delegates  registration,  general  regis- 
tration, scientific  program  and  exhibits,  tech- 
nical exhibits,  House  of  Delegates,  shipping  and 
production,  and  press  room. 

It  is  our  feeling  that  no  one  knows  more  about 


the  actual  workings  of  this  type  of  meeting 
than  do  the  people  who  participate  actively  in 
its  operations.  Of  course,  we  refer  to  the 
staff. 

Out  of  the  deliberations  came  these  sugges- 
tions for  1966: 

1.  Registration  ( House  of  Delegates ).  That 
registration  begin  earlier  on  Sunday — by  noon 
or  1:00  p.m. — and  continue  until  8 p.m.;  that 
advance  registration  of  alternate  delegates  be 
emphasized  to  the  county  medical  societies. 

2.  Registration  {General).  That  the  regis- 
tration area  be  set  up  in  the  area  of  Albert  Hall, 
which  is  the  technical  exhibit  section. 

3.  Meeting  Rooms.  That  the  meeting  rooms 
in  Albert  Hall  be  built  in  the  outer  areas,  that 
one  of  these  be  large  enough  to  accommodate 
at  least  300,  that  the  Woman’s  Auxiliary  be 
transferred  to  another  meeting  place  (City 
Squire  Motel)  to  free  the  Imperial  Ballroom  for 
medical  conferences. 

4.  Scientific  Program.  That  special  mail- 
ings of  section  programs  to  specialty  groups  be 
planned  and  the  cost  included  in  the  1966 
budget. 

5.  Exhibits,  Scientific  and  Technical.  That 
both  exhibit  areas  be  kept  open  on  Tuesday 
night  of  the  convention  until  9:00  p.m.,  that 
guards  be  hired  for  both  areas,  that  the  Medical 
Society  of  the  State  of  New  York  exhibits  be 
made  more  attractive. 

6.  House  of  Delegates.  That  copies  of  the 
House  of  Delegates  handbook  be  mailed  in 
advance  to  all,  that  the  black  books  be  dis- 
tributed without  the  card  system,  that  subjects 
assigned  to  reference  committees  be  reviewed 
more  carefully. 

7.  Communications.  That  the  sequence  of 
events  in  the  House  be  planned  to  accommodate 
guests  and  those  receiving  awards,  that  addi- 
tional awards  be  planned  for  “press  interest  and 
possible  public  relations  value.” 

8.  General.  That  a “Convention  Procedure 
Manual”  be  developed  for  all  areas  of  activity 
(a  committee  has  been  appointed  for  this 
purpose) . 

Soon  after  the  annual  convention  in  February, 
we  transmitted  a “Convention  Questionnaire” 
to  the  members  of  the  House  of  Delegates  and 
others.  The  response  was  very  good.  Two 
hundred  and  forty-one  persons  submitted  their 
comments.  We  should  point  out  that,  al- 
though there  were  some  criticisms,  the  opinions 
of  most  of  our  people  were  that  the  convention 
ran  rather  smoothly.  Of  course,  as  is  the  case 
in  all  activities,  it  is  impossible  to  satisfy  every- 
body. 

One  other  fact  should  be  stressed — there  were 
a number  of  complaints  that  were  justifiable, 
and  we  will  make  every  effort  to  correct  these 
shortcomings.  We  might  add  that  the  man- 
agement of  the  Americana  has  promised  to 
work  along  with  us  and  will  do  everything  in 
its  power  to  make  us  comfortable.  We  have 
been  assured  that  any  changes  we  suggest  will 
receive  proper  attention. 

Following  the  meeting  in  February,  we  mailed 
to  all  concerned  a “Report  of  Actions  of  the 
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House  of  Delegates.”  This  compilation  of 
“highlights”  is  similar  to  the  one  that  “Bing” 
Blasingame,  the  executive  vice-president  of  the 
A.M.A.,  sends  out  to  the  members  of  the  House 
of  Delegates  of  the  A.M.A. 

It  contained  a summary  of  the  more  im- 
portant proceedings.  We  intend  to  continue 
this  practice  in  the  future,  and  we  hope  that 
it  will  be  of  benefit  to  our  people  throughout  the 
State.  We  still  feel  that  a digest  of  what  takes 
place  in  the  House  of  Delegates  should  be  dis- 
tributed long  before  the  official  minutes  appear 
in  the  June  1 issue  of  our  Journal. 

Soon,  we  again  will  hold  a meeting  of  the  key 
people  who  participate  in  our  conventions.  At 
that  time,  we  will  discuss,  in  more  detail,  the 
procedures  that  we  will  institute  during  the 
meeting  in  February,  1966.  What  we  deter- 
mine^— after  it  has  been  approved  by  the  Con- 
vention Committee  and  the  Council — will  be 
transmitted  in  our  usual  preconvention  memo- 
randum to  the  delegates. 

A new  contract  with  the  Americana  has  been 
signed  by  the  chairman  of  our  Board  of  Trustees. 
We  are  now  committed  to  the  Americana  for  an 
additional  five  years.  However,  there  is  an 
“escape  clause” — an  understanding  that  the 
contract  can  be  cancelled  on  mutual  agreement 
with  twenty-six  months  notice  by  either  organi- 
zation. 

Internal  Revenue  Service  (IRS).  The 

problem  of  the  taxation  of  “unrelated  business 
income ” continues  to  come  to  the  foreground 
here  in  New  York  and  in  other  areas  of  our  land. 

In  previous  reports  we  have  indicated  that 
the  IRS  is  “examining”  the  State  Society’s 
information  tax  return  for  the  year  1961,  with 
particular  emphasis  on  the  possible  taxation 
of  receipts  from  technical  exhibit  space  at  our 
annual  convention.  In  order  to  negotiate 
properly  with  the  IRS  people,  we  contacted 
certain  specialists  in  the  field  of  taxation. 

Following  is  a recapitulation  of  the  situation: 

1.  On  February  4,  1965,  an  official  letter  Was 
received  from  IRS  indicating  that  our  tax  re- 
turn for  the  year  1961  was  being  examined.  In 
particular,  the  communication  indicated  that 
technical  advice  was  being  requested  from 
Washington,  D.C.,  regarding  the  possible 
taxation  of  receipts  from  the  technical  exhibits 
at  our  annual  convention.  An  attachment  to 
the  letter  also  cited  so-called  “statement  of 
facts”  of  what  conception  the  IRS  had  of  the 
exhibits. 

2.  On  May  10,  1965,  following  the  advice  of 
William  Martin,  our  counsel,  the  firm  of  Willke, 
Farr,  Gallagher,  Walton  and  FitzGibbon  was 
empowered  to  enact  on  behalf  of  the  State 
Society,  and  submitted  an  answer  to  the  letter 
of  the  IRS  of  February  4,  1965.  In  effect,  this 
reply  stated  that  the  State  Society  was  not  in 
agreement  with  the  IRS  allegation  that  receipts 
from  technical  exhibits  should  be  treated  as 
“unrelated  income.”  The  letter  explained  fully 
the  State  Society’s  position  in  this  matter,  and 
included  a detailed  report  of  our  activities. 

3.  On  June  25,  1965,  we  received  a letter 
from  the  IRS  Washington  office,  requesting  that 


further  information  be  furnished  in  regard  to  the 
investigation — such  as  receipts  and  disburse- 
ments for  conventions,  personnel  utilized, 
amount  of  orders  taken,  and  method  of  securing 
exhibitors. 

4.  After  receipt  of  this  letter,  we  met  with 
Mr.  David  Hurwitz  of  Willke,  Farr,  Gallagher, 
Walton  and  FitzGibbon,  on  July  6,  and  fur- 
nished the  necessary  information  requested  in 
the  IRS  letter  of  June  25.  The  Willke,  Farr, 
et  al.  firm  then  wrote  to  the  IRS  on  July  26, 
1965. 

Since  then  there  have  been  no  further  definite 
developments. 

Other  societies  and  organizations  are  having 
similar  difficulties.  Please  note  the  following 
report: 

The  Association  of  Western  Hospitals  has  filed  suit 
in  the  U.S.  Court  of  Claims  for  a refund  of  income 
taxes  previously  paid  on  rental  of  convention  exhibit 
space.  The  suit,  pending  in  mid  June,  was  filed 
March  25.  The  result  could  affect  many  nonprofit 
organizations  that  derive  income  from  exhibitions  at 
their  meetings. 

Background  of  the  suit  is:  the  San  Francisco 
office  of  the  IRS  had  asserted  a deficiency  assessment 
for  a number  of  prior  years,  based  upon  income  de- 
rived from  rental  of  exhibit  space  at  the  association’s 
annual  convention.  The  IRS  insists  the  conduct  of  a 
trade  show  is  unrelated  to  the  tax  exempt  purposes 
of  the  association  and  is  subject  to  income  taxation. 
Western  paid  the  tax,  but  a petition  for  refund  was 
filed  and,  that  plea  failing,  resort  to  the  courts 
followed.  The  exhibits  at  the  convention,  Western 
contends,  are  directly  related  to  the  educational 
functions  of  the  Association  and  should  lead  to  no 
taxation.  This  appears  to  be  the  first  suit  testing 
Western’s  argument. 

While  we  are  discussing  IRS  activity,  we 
should  present  the  following  reports  which  have 
appeared  in  issues  of  “Non-Profit  Organization 
Tax  Letter”  published  in  Washington,  D.C.: 

1.  Paid  Advertising  Revenues.  It  is  reported  that 
the  IRS,  after  several  false  starts,  is  ready  to  propose 
the  taxing  of  revenues  received  by  nonprofit  organ- 
izations from  their  publications.  Reportedly,  in-  j 
volved  in  such  a tax  would  be  the  National  Geo- 
graphic, Nation’s  Business,  Boy  Scouts,  Girl  Scouts,  j 
American  Medical  Association,  and  others.  It  has 
been  reported  (Pittsburgh  Press,  2/10/65)  that  the 
proposed  regulations  in  this  area  will  be  issued  this 
spring  (whatever  this  means).  It  is  further  reported 
that  the  proposals  are  likely  to  be  put  into  effect  this 
summer  and  that  approximately  700  organizations 
would  be  directly  affected. 

The  Service  in  its  audit  program  in  this  area  has 
apparently  changed  its  position  and  no  longer  is 
taking  the  position  that  the  paid  advertising  is  a 
“separate  trade  or  business.”  The  invalidity  of  this  i 
“separate  trade  or  business”  position  was  exposed  in 
Hirsh,  “Tax  Status  of  Medical  Societies,”  a lecture 
given  at  the  American  University  Conference  on  Tax 
Aspects  of  Non-Profit  Organizations,  October,  1964. 
(We  have  reported  this  previously.)  The  IRS  in  its 
audit  program  is  now  apparently  looking  at  the 
entire  journal  and  taking  the  position  that  because 
of  the  extent  of  the  publication  operation  vis-a-vis 
the  entire  operation  of  the  organization  that  under 
Rev.  Rul.  57-313,  1957-2  C.B.  316,  the  income  is  un- 
related. This  result  has  been  raised  in  several 
recent  audits,  including  that  involving  the  New 
England  Journal  of  Medicine. 
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It  is  further  understood  that  several  cases  involving 
magazines  of  major  trade  and  professional  associ- 
ations are  now  pending  on  technical  advice  in  Wash- 
ington before  the  National  Office  of  Exempt  Organ- 
izations Branch,  Tax  Rulings  Division. 

2.  Entertainment  expenses  of  government  officials. 
There  are  some  cases  which  would  indicate  that  the 
cost  of  taking  a congressman  or  senator  to  lunch  or 
the  cost  of  entertaining  certain  public  officials  may 
not  be  deductible,  e.g.  Cecil  I.  Hass,  12  T.C.M.  1117 
(1953).  Nevertheless,  if  there  is  a business  purpose 
(and  if  section  274  would  not  otherwise  apply)  there 
does  not  seem  to  be  any  reason  whatsoever  (assuming 
no  improper  activity)  why  such  amount  should  not  be 
deductible.  However,  numerous  businessmen  do  not 
actually  put  down  (as  they  should)  the  names  of  the 
senator,  congressman,  highway  official,  or  whatever, 
who  have,  as  a matter  of  fact,  received  a business 
meal.  They  claim  that  if  they  do  agents  will  disallow 
the  deduction.  On  February  28,  1963,  then  Com- 
missioner Caplin  promised  the  Senate  Finance 
Committee  that  some  position  would  be  taken  in  the 
near  future  by  the  IRS  in  this  area.  It  has  now  been 
over  two  years  and  no  published  position  has  as  yet 
been  taken.  If  the  IRS  has  difficulty  deciding  what 
the  rules  of  play  should  be  in  this  area,  then  business- 
men should  not  be  harassed  if  they  take  such  business 
deductions. 

3.  Advertising  Regulations.  Regulations  provid- 
ing for  the  taxation  of  paid  advertising  have  been 
discussed  publicly  by  the  IRS  since  1964  (See  W.S.J. 
7/24/64).  It  should  be  recalled  that  Mr.  Caplin 
(then  Commissioner)  wrote  Congressman  Curtis  on 
June  24,  1964  stating: 

“The  Internal  Revenue  Service  is  presently  en- 
gaged in  drafting  proposed  regulations  with  respect 
to  the  extent  to  which  an  organization,  otherwise 
exempt,  is  subject  to  tax  on  its  income  from  adver- 
tising in  periodicals  and  other  publications.  I assure 
you  that  these  proposed  regulations  will  be  acted 
upon  as  promptly  as  possible.” 

The  indications  are  now  that  the  advertising 
regulations  have  been  generally  approved  by  the 
IRS,  Treasury,  Joint  Committee  staff,  etc.  The 
Treasury,  however,  is  apparently  concerned  as  to  the 
impact  of  the  regulations  in  their  present  form  on  the 
National  Geographic  and  certain  other  publications 
and  is  looking  for  some  way  to  relieve  such  impact. 
The  Treasury  is  also  worried  over  the  anti-business 
impact  of  any  such  regulations. 

4.  Tax  on  business  of  exempt  organizations.  The 
Treasury  Department  Report  on  Private  Founda- 
tions suggests  that  a private  foundation  should  not 
hold  20  per  cent  or  more  of  the  stock  or  equity  of  a 
trade  or  business  which  is  not  substantially  related 
to  the  exempt  functions  of  the  foundation.  Similar 
limiting  proposals  have  been  made  in  a number  of 
instances  as  to  an  unrelated  trade  or  business.  Of 
course,  this  was  the  reason  for  the  enactment  of  the 
provisions  which  are  now  contained  in  Sections  511- 
514  of  the  Internal  Revenue  Code  of  1954.  Mr. 
Caplin,  former  Commissioner  of  Internal  Revenue, 
made  a statement  at  the  Howard  University  Law 
School  (Washington,  D.C.)  on  October  22,  1965 
that  exempt  organizations  should  be  taxed  on  any 
business,  whether  or  not  related.  (Washington  Star, 
10/26).  This  position  is  more  extreme  than  any 
other  position  taken  by  a responsible  person. 

5.  New  England  Medical  Journal.  It  is  reported 
that  the  New  England  Medical  Journal  is  having 
difficulty  with  the  IRS  in  respect  to  its  paid  adver- 
tising. It  would  seem  that  this  is  related  income 
since  this  journal  has  been  published  since  prior  to 
1850  and  has  contained  advertising  for  many  years. 

Another  statement  appeared  in  the  September 


28  issue  of  Washington  Report  on  the  Medical 
Sciences: 

Latest  tip  on  the  Administration’s  move  to  crack 
down  on  medical  journal  advertising:  Assistant 

Treasury  Secretary  Stanley  S.  Surrey  is  definitely 
leading  toward  the  Internal  Revenue’s  recommenda- 
tion that  certain  advertising  be  taxed  as  income  un- 
related to  an  organization’s  nonprofit  purpose. 

Also,  the  following  is  an  excerpt  from  the 
Sun-Times  (Chicago)  of  August  18,  1965: 

A United  States  District  Court  riding  that  the 
St.  Louis  Medical  Society  was  not  a charitable  group 
has  been  upheld  by  the  U.S.  Court  of  Appeals.  The 
Court  ruled  the  Society  disqualified  itself  as  a chari- 
table organization  by  engaging  in  political  activity. 

The  Appeals  said,  “The  evidence  is  quite  clear  that 
many  activities,  including  the  political  and  legislative 
activities  of  the  Society,  prevent  it  from  being  a 
charitable  organization  within  the  meaning  of 
Internal  Revenue  Law.” 

This  speaks  for  itself. 

Medicine  and  Osteopathy.  We  believe 
that  the  situation  concerning  medicine  and 
osteopathy  can  best  be  explained  by  quoting  a 
talk  which  we  have  given  at  several  regional 
conferences,  as  follows: 

The  problem  relating  to  osteopaths  in  the 
State  of  New  York  should  be  divided  into  two 
parts:  (1)  our  relationship  with  the  “pure” 

osteopaths  professionally;  and  (2)  the  ques- 
tion of  the  “D.O.-M.D.” 

Relationship  with  Osteopaths  Professionally . 
There  was  a time  when  osteopathy  was  con- 
sidered to  be  cultism.  Manipulative  therapy 
was  used  not  only  to  correct  musculoskeletal 
disabilities,  but  it  also  was  involved  in  the 
treatment  of  other  conditions,  such  as  in- 
fections, cardiac  disease,  and  even  malignant 
tumors. 

However,  times  have  changed,  and,  today, 
in  many  areas,  the  osteopaths  are  licensed  to 
practice  medicine  and  surgery  alongside 
doctors  of  medicine.  At  the  annual  meeting 
of  the  American  Medical  Association  held  in 
New  York  City  during  June  of  1961,  the  rela- 
tionship between  doctors  of  osteopathy  and 
doctors  of  medicine  was  discussed  thoroughly. 

Among  other  things,  it  was  agreed  that: 

1.  It  was  appropriate  for  the  A.M.A.  to 
reappraise  its  application  of  policy  regarding 
relationships  with  doctors  of  medicine;  and 

2.  The  policy  should  now  be  applied  in- 
dividually at  the  state  level  according  to  the 
facts  as  they  exist.  If  the  osteopath  bases 
his  practice  on  the  same  scientific  principles 
as  those  adhered  to  by  members  of  the 
A.M.A.,  voluntary  professional  relationship 
with  him  should  not  be  deemed  unethical. 
In  other  words,  the  state  medical  association 
is  fully  competent  to  ascertain  the  facts  and 
evaluate  them. 

Keeping  this  in  mind,  there  was  formed, 
in  our  State,  a joint  committee  consisting  of 
representatives  of  the  Osteopathic  Society 
and  the  Medical  Society — to  explore  further 
some  of  the  problems  connected  with  osteo- 
pathic medicine  in  New  York.  This  com- 
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mittee  met  on  six  occasions.  The  results  of 
these  conferences,  approved  by  the  Council, 
may  be  summarized  as  follows: 

1.  Osteopathy  in  this  State  is  no  longer 
considered  to  be  cultism — since  osteopaths 
hold  the  license  to  practice  medicine  and 
surgery,  granted  by  the  State  Board  of 
Medical  Examiners — and  if  they  adhere  to  the 
same  scientific  principles  embraced  by  doctors 
of  medicine. 

2.  Doctors  of  medicine  may  associate 
professionally,  on  a voluntary  basis,  with 
doctors  of  osteopathy  who  hold  full  licenses  to 
practice  medicine  and  surgery  granted  by  the 
New  York  State  Board  of  Medical  Examiners. 

3.  What  Goes  On  should  be  distributed  to 
doctors  of  osteopathy  to  apprise  them  of  what 
is  taking  place  in  the  postgraduate  education 
field.  Also,  it  was  recommended  that  county 
medical  societies  invite  doctors  of  osteopathy 
to  their  scientific  meetings  and  seminars.  In 
return,  the  osteopaths  will  send  invitations  to 
the  doctors  of  medicine  for  them  to  attend 
osteopathic  conferences. 

At  the  1962  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  the 
following  resolution  (62-5)  was  adopted: 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  issued 
a statement  on  osteopathy  in  which  the 
Council  states  that  osteopathy  in  this  State 
is  no  longer  considered  to  be  a cult  if  they 
adhere  to  the  same  scientific  principles 
embraced  by  doctors  of  medicine  and  that 
doctors  of  medicine  may  associate  pro- 
fessionally, on  a voluntary  basis,  with 
doctors  of  osteopathy  who  hold  full  licenses 
to  practice  medicine  and  surgery  granted 
by  the  New  York  State  Board  of  Medical 
Examiners;  and 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
in  May,  1959,  passed  a resolution  pro- 
testing the  fact  that  the  schedule  of  fees 
for  doctors  of  medicine  in  general  practice 
is  lower  than  the  schedule  of  fees  for 
osteopaths  and  requested  the  Chairman  of 
the  Workmen’s  Compensation  Board  to 
adjust  the  fees  paid  to  physicians  and  osteo- 
paths to  remove  this  basic  inequity;  and 

Whereas,  The  latest  Workmen’s  Com- 
pensation Fee  Schedule,  dated  July  1,  1960, 
still  maintains  this  inequity  with  each  fee 
for  osteopathy  including  osteopathic  ma- 
nipulation; and 

Whereas,  “Osteopathic  manipulation” 
is  not  supported  by  the  scientific  principles 
embraced  by  doctors  of  medicine;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  request  that  all  inequities  in  fee 
schedules  between  osteopaths  and  doctors 
of  medicine  in  general  practice  based  on 
osteopathic  manipulation  be  abolished  im- 
mediately before  doctors  of  medicine  are 


allowed  to  associate  professionally  with 

doctors  of  osteopathy. 

This  was  an  unfortunate  turn  of  events, 
because  we  were  basing  the  question  of  ethics 
and  osteopathic-medical  relations  on  a dif- 
ferential in  fee  schedule.  This  decision 
may  have  been  one  of  the  reasons  why  we 
lost  face  with  the  Governor  in  our  battle 
against  quackery,  and  it  may  have  played  an 
important  role  in  his  recognition  of  chiro- 
practic in  this  State. 

The  problem  remained  with  us  and  plagued 
us  for  some  time' — until  the  last  meeting  of 
the  House  of  Delegates  in  February  of  this 
year,  when  resolution  62-5  was  rescinded  and 
the  following  motion  was  passed: 

“We  further  suggest  to  the  physicians 
practicing  in  areas  where  there  are  osteopaths 
requesting  admission  to  hospital  staffs  that 
if  these  hospitals  change  their  bylaws  to 
admit  such  osteopaths,  and  if  in  the  opinion 
of  the  medical  board  they  practice  scientific 
medicine  and  are  otherwise  qualified,  as- 
sociation with  such  osteopaths  is  not  un- 
ethical.” 

We  might  say  that,  at  this  time,  we  are  on 
good  terms  with  the  Osteopathic  Society  of 
the  State  of  New  York — its  officers  and  its 
members.  The  last  joint  meeting  was  held 
on  August  26  and  it  was  a fine  amiable  get- 
together. 

What  Goes  On  is  being  distributed  to  all 
doctors  of  osteopathy.  It  was  agreed  that, 
in  order  to  act  in  concert  on  matters  of  mutual 
concern  and  to  keep  abreast  of  affairs  of  in- 
terest to  both  professions,  the  two  organiza- 
tions would  endeavor  to  adopt  the  practice  of 
exchanging  pertinent  information  and  calling 
it  to  each  other’s  attention.  These  areas  in- 
clude the  Joint  Legislative  Committee  to 
Study  the  Education  Law;  the  Workmen’s 
Compensation  Fee  Schedule;  the  encroach- 
ment of  podiatrists  in  the  field  of  medicine; 
the  Medical  Society’s  relative  value  fee 
schedule;  and  the  Department  of  Welfare’s 
fee  schedule  (Book  5) . 

The  D.O.-M.D.  Degree.  The  situation 
concerning  the  recognition  of  the  D.O.-M.D. 
is  a “horse  of  a different  color.”  We  have 
not  changed  our  original  stand  as  trans- 
mitted to  the  Department  of  Education  of 
the  State  of  New  York. 

Here,  some  background  is  in  order.  In 
mid-1962  the  College  of  Osteopathic  Physi- 
cians and  Surgeons  in  Los  Angeles  became  the 
California  College  of  Medicine.  Thereafter, 
osteopathic  physicians  from  various  parts  of 
the  country,  including  New  York,  applied  for, 
and  received,  M.D.  degrees  from  the  College  by 
paying  a fee,  but  without  examination,  and 
without  attending  a medical  school  even  for 
one  day.  The  osteopathic  physicians  in 
question  from  New  York  then  applied  to  the 
Education  Department  for  recognition  as 
M.D.’s  and  the  matter  was  referred  to  Mr. 
Charles  A.  Brind,  counsel  of  the  State  Educa- 
tion Department,  for  opinion. 

Thereupon,  Mr.  Brind  ruled  that,  since 
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the  M.D.  degree  was  a valid  degree  in  Cali- 
fornia and  since  the  osteopathic  physician  was 
licensed  in  New  York  State  and  had  passed 
the  same  examinations  as  doctors  of  medicine, 
the  M.D.  degree  was  valid  in  New  York 
State  and  should,  on  request,  be  inscribed  on 
his  license.  He  also  ruled  that  if  the  osteo- 
pathic physician  wished  to  be  listed  in  the 
Education  Department’s  roster  of  registered 
physicians  as  a doctor  of  medicine,  this  could 
be  done. 

A special  instance  of  what  has  resulted 
from  Mr.  Brind’s  ruling  is  the  situation  in- 
volving an  osteopathic  physician  who  grad- 
uated in  1961  from  the  Kansas  City  College  of 
Osteopathy  and  Surgery  with  the  degree  of 
D.O.  and  who,  in  the  same  year,  was  licensed 
by  the  State  of  Kentucky  as  an  osteopathic 
physician.  In  1962,  this  osteopathic  physi- 
cian applied  for,  and  received,  an  M.D. 
degree  from  the  California  College  of  Medicine 
without  ever  having  attended  that  school 
either  before  or  after  it  changed  its  name 
from  the  College  of  Osteopathic  Physicians 
and  Surgeons.  In  1963,  he  applied  for 
reciprocal  licensure  in  New  York  on  the  basis 
of  his  Kentucky  osteopathic  license  and  this 
was  granted.  At  his  request,  and  because  of 
Mr.  Brind’s  ruling,  the  letters  “M.D.,” 
following  the  letters  “D.O.,”  were  inscribed 
on  his  New  York  license  and  he  was  listed 
among  the  doctors  of  medicine  in  the  De- 
partment’s registry  of  physicians. 

We  protested  this  action.  Early  in  Janu- 
ary, 1964,  we  wrote  to  the  Hon.  Edgar  W. 
Couper,  Chancellor  of  the  Board  of  Regents 
of  the  University  of  the  State  of  New  York. 
Among  other  things,  we  had  this  to  say: 

It  is  not  the  intention  of  the  Medical  Society  of  the 
State  of  New  York  to  question  the  right  of  the 
osteopathic  physicians  to  practice  “medicine  and 
surgery”  as  D.O.’s  in  New  York,  after  suitable  ex- 
amination; but  it  is  the  intent  of  the  Society  to 
question  and  deplore  the  ruling  of  Mr.  Brind  (counsel 
to  the  State  Education  Department)  licensing  these 
physicians  as  M.D. 's.  ... 

It  is  clear  from  both  the  statutory  requirements  of 
the  Education  Law  and  the  Commissioner’s  regula- 
tions that  the  degree  of  M.D.  and  the  degree  of  D.O. 
are  separate  and  distinct  recognitions  of  separate  and 
distinct  educational  and  professional  disciplines 
requiring  attendance  at  separate  and  distinct  pro- 
fessional schools. 

The  M.D.  degrees  received  by  the  osteopathic 
physicians  from  the  California  school  were  not 
granted  as  a result  of  additional  medical  training  and 
were  not  based  on  study  or  on  attendance  at  a 
medical  school. 

We  should  like  to  emphasize  that  the  primary  con- 
cern of  the  Medical  Society  of  the  State  of  New  York 
is  not  that  these  osteopathic  physicians  are  improp- 
erly licensed  to  practice  “medicine  and  surgery”  in 
New  York,  but  that  the  public  will  be  misled  and 
deceived  by  the  addition  of  the  unearned  degree  of 
M.D.  on  their  licenses  when  these  men  have  never 
studied  or  attended  a medical  school. 

We  are  sure  that  you  (chancellor  of  the  Board  of 
Regents)  are  aware  that  lay  persons  place  great 
reliance  on  the  educational  background  of  those 
entrusted  with  their  physical  well-being.  They  are 
entitled  to  rely  on  the  official  licensing  document 


issued  by  this  State  as  representing  a true  and 
accurate  indication  of  their  physician’s  training  and 
education. 

An  unearned  degree  of  M.D.,  obtained  by  simply 
paying  a fee  without  the  necessity  of  study  or  attend- 
ance at  a medical  school,  is  on  its  face  a snare  and 
deception  to  which  the  Education  Department  should 
not  acquiesce,  nor  to  which  it  should  be  a party. 

The  ruling  of  Mr.  Brind  permits  a fraud 
to  be  perpetrated  on  the  citizenry  of  this 
State. 

We  did  receive  an  answer  from  Mr.  Couper. 
It  was  totally  unsatisfactory.  This  was  his 
statement: 

Upon  investigation  we  found  that  Dr.  Brind,  the 
counsel  of  the  State  Education  Department,  has 
rendered  the  same  opinion  for  years,  holding  that 
degrees  legally  issued  in  another  state  and  recognized 
in  that  state,  are  entitled  to  recognition  in  New  York. 
The  Regents  concurred  in  this  view. 

At  its  meeting  on  June  11, 1964,  the  Council 
approved  this  statement: 

“It  is  the  sense  of  this  Council  that  active 
membership  in  this  Society  should  be  limited 
to  graduates  of  recognized  medical  schools 
who  have  completed  not  less  than  four  satis- 
factory courses  of  at  least  eight  months  each 
in  a medical  school  in  this  country  or  Canada 
registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  Department  of 
Education,  or  in  a medical  school  in  a foreign 
country  maintaining  a standard  not  lower 
than  that  prescribed  for  medical  schools  in 
this  State,  and  that  the  county  societies 
amend  their  constitutions  and  bylaws  ac- 
cordingly.” 

(This  is  in  keeping  with  the  State  Education 
Department  Handbook  9,  concerning  medi- 
cine, including  osteopathy  and  physio- 
therapy, Section  6506,  paragraph  4.) 

At  the  February,  1965,  House  of  Delegates, 
a resolution  was  presented  to  change  Chapter 
I,  Section  1 of  our  Bylaws  to  read  as  follows: 
“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than 
four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  school  in  the 
United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard 
satisfactory  to  the  medical  licensing  au- 
thorities of  the  State  of  New  York,  or  in  a 
medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  pre- 
scribed for  medical  schools  in  this  State. 
The  active  and  junior  members  shall  be  all 
active  and  junior  members  in  good  standing 
of  the  component  county  medical  societies 
and  the  American  Medical  Associa- 
tion.” 

At  present,  the  edict  of  Mr.  Brind  still 
stands;  and  now  the  “D.O.-M.D.’s”  are  ask- 
ing for  admission  to  county  medical  societies. 

Much  to  our  disappointment,  the  A.M.A. 
Committee  on  Osteopathy  and  Medicine  has 
not  been  of  much  help  to  us.  It  is  com- 
mitted to  the  philosophy  of  merging  osteop- 


June  1,  1966  / New  York  State  Journal  of  Medicine  1395 


athy  into  medicine  at  any  cost — a policy  to 
which  no  doctor  of  medicine  should  sub- 
scribe. Of  course,  this  is  a matter  for  the 
individual  states  to  determine.  In  this 
country,  only  California  and  our  own  State 
have  pursued  the  course  advocated  by  the 
A.M.A. 

Recently,  a Missouri  intermediate  ap- 
pellate court  ruled  that  “an  osteopath  who 
had  received  the  degree  of  medical  doctor 
from  a college  of  medicine  was  not  entitled  to 
have  that  degree  entered  on  his  license,  where 
he  had  never  attended  the  medical  college.” 

One  other  important  statement  of  the  court 
was  this:  “The  issuance  of  diplomas  and  the 
conferring  of  degrees  thereby  is  evidence  that 
the  recipient  has  pursued  the  required  cur- 
riculum and  has  graduated.  The  legislature 
would  not  have  expected  that  any  medical  or 
osteopathic  college  would  issue  a diploma 
conferring  a degree  of  M.D.  or  D.O.  to  anyone 
who  had  never  attended  the  college  and  had 
never  been  ‘graduated’  therefrom.” 

Recently,  a Justice  of  the  Supreme  Court  in 
Queens  County  rendered  an  opinion  that  a 
D.O. -M.D.  should  be  accepted  into  member- 
ship in  the  Medical  Society  of  the  County  of 
Queens.  This  decision  has  been  appealed  to 
the  Appellate  Division  and  will  go  to  the 
higher  courts  if  necessary. 

In  June  of  this  past  year,  there  appeared  in 
the  Federation  Bulletin,  published  by  the 
Federation  of  State  Medical  Boards  of  the 
United  States,  an  article  entitled  “Return  to 
the  Pre-Flexner  Days.”  I would  advise  all 
of  you  to  read  it.  I am  sure  that  it  can  be 
obtained  in  most  medical  libraries. 

We  are  happy  to  report  that  the  New  York 
State  Osteopathic  Society  feels  the  same  way 
that  we  do  about  the  granting  of  unearned 
degrees.  They  are  opposed  to  what  we  have 
called  the  “Rape  of  the  Degree  of  Doctor  of 
Medicine.” 

The  Osteopathic  Society  will  institute  an 
Article  78  proceeding  against  the  State 
Education  Department  (actually  Mr.  Brind) 
in  the  matter  of  the  recognition  of  unearned 
M.D.  degrees  awarded  to  certain  D.O.’s. 
We  were  asked  to  act  as  amicus  curiae  in  this 
case.  This  request  was  approved  by  the 
Council  at  its  meeting  on  September  23. 
We  must  cooperate  in  every  way  in  an  at- 
tempt to  correct  a very  definite  inequity. 
We  must  stress  again  one  fact — the  osteo- 
paths are  taking  this  action  themselves, 
despite  the  fact  that  the  pure  D.O.  degree  is 
not  involved  at  this  time. 

For  those  who  do  not  understand  what  a 78 
proceeding  is,  the  following  explanation  has 
been  prepared  by  Dick  Bums.  This  is  part  of 
Civil  Practice  Law  and  Rules: 

An  Article  78  proceeding  is  a statutory 
device  providing  for  the  review  by  a court  of 
competent  jurisdiction  of  the  following  ques- 
tions relating  to  public  bodies  and  officers: 

1.  Whether  the  body  or  officer  failed  to 
perform  a duty  enjoined  upon  it  by  laws;  or 

2.  Whether  the  body  or  officer  proceeded, 


is  proceeding,  or  is  about  to  proceed  without 
or  in  excess  of  jurisdiction;  or 

3.  Whether  a determination  was  made  in 
violation  of  lawful  procedure,  was  affected  by 
an  error  of  law,  or  was  arbitrary  and  ca- 
pricious or  an  abuse  of  discretion,  including 
abuse  of  discretion  as  to  the  measure  of  mode 
of  penalty  or  discipline  imposed;  or 

4.  Whether  a determination  made  as  a 
result  of  a hearing  held,  and  at  which  evidence 
was  taken,  pursuant  to  direction  by  law  is,  on 
the  entire  record,  supported  by  substantial 
evidence. 

All  that  we  can  do  now  is  wait  for  further 
developments.  If  we  were  asked  to  sum- 
marize the  situation,  I would  say  that  (1)  we 
will  associate  with  osteopaths  professionally 
if  they  practice  the  same  scientific  medicine 
as  the  doctors  of  medicine  do;  and  (2)  we 
will  not  accept  the  philosophy  and/or  edict  of 
the  State  Education  Department  that  a D.O. 
may  be  awarded  the  degree  of  M.D.  without 
ever  having  attended  a recognized  school  of 
medicine.  It  is  our  strong  opinion  that  an 
unearned  degree  of  this  type  is  not  valid. 
Recently,  William  F.  Martin,  our  counsel, 
was  in  touch  with  the  attorney  of  the  New  York 
State  Osteopathic  Society  and  he  will  cooperate 
in  every  possible  way  in  the  Article  78  proceed- 
ing against  the  New  York  Education  Depart- 
ment. 

Miscellaneous. 

A.M.A.-E.R.F.  Grants  to  Medical  Schools. 
During  the  spring,  “Bing”  Blasingame  trans- 
mitted to  your  executive  vice-president  a num- 
ber of  checks  which  represented  the  allocation  of 
1964  A.M.A.-E.R.F.  contributions  to  the  medi- 
cal schools  of  our  State. 

In  April,  checks  amounting  to  $73,191.76 
were  given  to  the  ten  medical  schools — State 
University  of  New  York  at  Buffalo  School  of 
Medicine,  New  York  University  School  of 
Medicine,  Cornell  University  Medical  School, 
Albert  Einstein  College  of  Medicine,  New  York 
Medical  College,  State  University  of  New  York 
Upstate  Medical  Center  College  of  Medicine, 
Albany  Medical  College,  Columbia  University 
College  of  Physicians  and  Surgeons,  University 
of  Rochester  School  of  Medicine  and  Dentistry, 
and  the  State  University  of  New  York  Down- 
state  Medical  Center. 

On  behalf  of  A.M.A.-E.R.F.,  the  presenta- 
tions to  representatives  of  most  of  these  schools 
were  made  at  a regular  meeting  of  the  Council. 

Thousands  of  physicians  and  their  families 
and  friends  throughout  the  country  contributed 
$1,315,559.31  to  the  Foundation  during  1964. 

Since  1951,  the  A.M.A.-E.R.F.  has  distrib- 
uted more  than  $15,000,000  through  its  funds 
for  medical  school  programs.  Medical  school 
deans  may  use  the  money  on  a completely  un- 
restricted basis. 

As  most  of  you  know,  contributors  to  A.M.A.- 
E.R.F.  can  designate  a specific  school  to  receive 
their  gifts  or  they  can  be  given  without  designa- 
tion. In  the  latter  case,  their  contributions  are 
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distributed  among  all  approved  U.S.  medical 
schools.  Of  the  A.M.A.-E.R.F.  money  that  has 
been  donated  to  the  88  schools  this  year,  25 
per  cent  represented  undesignated  gifts.  Be- 
cause the  A.M.A.  and  the  state  medical  societies 
assume  all  costs  of  administering  the  program, 
none  of  the  contributed  money  is  used  for  ex- 
penses of  collection  and  distribution. 

Joint  Legislative  Committee  to  Revise  and 
Simplify  the  Education  Law.  One  year  ago,  we 
discussed  the  Joint  Legislative  Committee  to 
Revise  and  Simplify  the  Education  Law,  of 
which  Senator  Earl  Brydges  was  then  chairman. 
We  pointed  out  that  a subcommittee  had  been 
appointed  to  investigate  the  operation  of  the 
existing  education  law  as  it  pertains  to  the  pro- 
fessions. During  1964,  there  was  some  progress 
in  this  direction. 

This  year,  due  to  a change  in  political  control 
of  the  Senate  and  Assembly,  a new  joint  legis- 
lative committee  was  appointed,  with  Assembly- 
man  Joseph  Kottler,  Democrat,  as  chairman. 
Nothing  was  accomplished.  This  activity  has 
been  at  a standstill. 

Beginning  in  January,  the  majority  party  of 
the  Senate  will  be  Republican  and  the  majority 
party  of  the  Assembly  will  be  Democratic. 
Certainly,  there  will  be  a change  in  the  com- 
position of  the  joint  legislative  committee.  We 
hope  that  the  new  group  .will  get  together  and 
try  to  do  something  for  the  professions  of  this 
State,  especially  those  disciplines  which  are 
under  the  jurisdiction  of  the  State  Education 
Department.  We  are  committed  to  help  this 
joint  legislative  committee  in  every  way  pos- 
sible. 

Quackery.  We  hope  that  those  who  attended 
the  New  York  State  Congress  on  Health 
Quackery,  which  was  held  in  New  York  City  on 
April  7,  were  impressed  with  it  as  much  as  we 
were.  We  enjoyed  it  immensely.  In  our 
opinion,  this  program  was  well  planned  and  very 
well  received.  A more  detailed  description  of 
what  took  place  is  contained  in  the  report  of  the 
Council  Committee  on  Public  Relations. 

Holding  this  one  conference  is  not  enough. 
We  must  continue  to  fight  quackery  at  all 
times — in  all  parts  of  the  State — with  the  hope 
that  some  day  most  of  it  will  be  eliminated. 
Our  program  for  the  early  part  of  1966  includes 
another  Congress  on  Quackery,  to  be  held  in  the 
western  part  of  the  State.  As  yet,  the  exact 
site  has  not  been  determined;  but  we  can  assure 
you  that  a Congress  will  be  held. 

In  a letter,  dated  March  30,  1965,  Neville  L. 
Bennington,  Ph.D.,  Assistant  Commissioner  for 
Professional  Education,  requested  that  we 
nominate  three  candidates  for  one  appointment 
to  the  New  York  State  Board  of  Chiropractic 
Examiners,  to  succeed  Dr.  Francis  M.  Kimble, 
whose  term  expired  on  July  31,  and  who  was  not 
eligible  for  reappointment. 

The  Council  reaffirmed  our  previous  position 
and  notified  the  executive  vice-president  to  so 
inform  Dr.  Bennington.  We  will  not  recom- 
mend a doctor  of  medicine  for  a place  on  the 
chiropractic  board.  We  should  remember  that 


there  are  seven  members  on  this  board — four 
chiropractors,  one  osteopath,  one  so-called 
expert  in  the  basic  sciences,  and  one  M.D. 
Again  we  must  point  out  that  we  would  be  only 
one  voice  among  many — -just  a “cry  in  the 
wilderness.” 

Woman's  Auxiliary.  We  have  effected  a 
change  in  the  Table  of  Organization  of  the  staff. 
The  Woman’s  Auxiliary,  which  was  previously 
assigned  to  the  Division  of  Communications, 
has  been  transferred  to  the  Division  of  Adminis- 
tration. It  is  our  feeling  that,  since  the  execu- 
tive vice-president — by  mandate  of  the  House  of 
Delegates  and  the  Council — is  the  adviser  to  the 
Woman’s  Auxiliary,  the  latter’s  activities  should 
be  a responsibility  of  the  Administrative  Divi- 
sion. 

We  have  received  word  that  the  incorporation 
of  the  Woman’s  Auxiliary  soon  will  be  com- 
pleted. This  procedure  was  approved  by  the 
Council  sometime  ago. 

We  have  cooperated  with  the  Woman’s 
Auxiliary  in  every  way  possible.  The  relation- 
ship between  our  two  groups  has  been  good. 
For  the  first  time,  the  president  of  our  Auxiliary 
asked  to  appear  before  the  Council,  and  this 
privilege  was  granted.  Mrs.  Harry  Dan  Vick- 
ers addressed  this  body  on  September  23. 
She  discussed,  in  considerable  detail,  the  activ- 
ities of  the  Auxiliary  in  various  areas — poten- 
tial membership,  the  A.M.A.-E.R.F.,  the  New 
York  State  Exposition  in  Syracuse,  public  rela- 
tions, health  career  clubs,  future  nurses  clubs, 
the  Physicians’  Home,  and  joint  meetings  be- 
tween the  men  of  medicine  and  the  Auxiliary. 

Folsom  Report.  In  accordance  with  the 
wishes  of  the  Council,  we  transmitted  to  the 
presidents,  secretaries,  and  executive  secretaries 
of  the  county  medical  societies  copies  of  the 
Summary  of  Findings  and  Recommendations  of 
the  Governor’s  Committee  on  Hospital  Costs 
(Folsom  Committee).  This  report  was  also 
printed  in  the  Journal,  and  reprints  were  made 
available  to  anyone  who  asked  for  them. 

In  our  communication,  we  stressed  the  point 
that  the  Council  had  recommended  that  each 
county  medical  society  make  a thorough  study 
of  the  Folsom  Report  and  submit  comments  and 
recommendations  to  us  as  quickly  as  possible. 
The  response  to  this  request  has  not  been  very 
satisfactory. 

As  you  all  know,  the  purpose  of  this  action 
of  the  Council  was  to  alert  the  medical  pro- 
fession in  New  York  State  to  the  importance 
of  the  report  and  the  urgency  for  immediate 
consideration  and  long-range  planning.  We 
must  be  prepared  to  discuss  it  with  govern- 
mental officials  at  the  proper  time. 

The  complete  report — not  only  a summary  of 
it — will  be  made  available  in  the  very  near 
future. 

Heart  Disease,  Cancer,  and  Stroke.  Following 
is  a letter  dated  June  2 from  Dr.  Willis  and  Dr. 
Ingraham  to  Governor  Rockefeller,  requesting 
appointment  of  an  ad  hoc  committee  to  consider 
the  implications,  for  New  York  State,  of  the 
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President’s  Commission  on  Heart  Disease, 
Cancer,  and  Stroke: 

We  are  writing  to  suggest  the  need  for  an  ad  hoc 
committee  to  consider  the  implications  for  New  York 
of  the  report  of  the  President’s  Commission  on  Heart 
Disease,  Cancer,  and  Stroke,  announced  last  Decem- 
ber. 

The  report’s  recommendations,  which  were  gen- 
erally incorporated  in  the  President’s  January  mes- 
sage to  Congress  on  health,  propose  a program  of  re- 
search, education,  training,  diagnosis,  treatment,  and 
rehabilitation  centered  around  a system  of  multi- 
purpose regional  medical  complexes. 

Neither  the  report  nor  proposed  implementing 
legislation  describe  the  mechanisms  through  which 
the  proposed  program  is  to  be  carried  out,  except  to 
suggest  that  “each  state  develop  its  own  heart  disease 
control  program.’’ 

The  committee  we  are  suggesting  would  review  the 
applicability  of  the  report’s  findings  in  New  York 
State,  identify  State-wide  and  regional  needs  in  com- 
bating these  diseases,  and  develop  plans  to  make  full 
use  of  the  State’s  many  existing  resources  in  ad- 
ministering a Federally-supported  program  in  this 
area. 

New  York  has  profited  from  its  excellent  relations 
with  the  medical  community  in  initiating  programs  to 
combat  heart  disease,  cancer,  and  stroke  that  lead 
the  nation.  Our  State  Hospital  Review  and  Plan- 
ning Council  and  our  regional  councils  already  prac- 
tice the  concept  of  regional  medicine  preached  in  the 
President’s  report. 

We  believe  it  would  indeed  be  unfortunate  if  our 
excellent  relationships  and  our  demonstrated  initia- 
tives were  allowed  to  wither  because  of  our  failure  to 
anticipate  the  impact  of  the  proposed  Federal 
program. 

Consequently,  we  recommend  appointment  of  a 
committee  to  carry  out  the  duties  suggested  above, 
representing  the  State  Health  Department,  the 
State  Medical  Society,  medical  centers  affiliated 
with  medical  schools,  State  affiliates  of  the  American 
Cancer  Society  and  the  American  Heart  Association, 
the  State  Hospital  Review  and  Planning  Council,  the 
State  Hospital  Association,  and  three  to  five  other 
persons  interested  in  community  health. 

If  this  suggestion  meets  with  your  approval,  we 
will  be  pleased  to  submit  qualified  nominees  to  you 
for  appointment  to  the  committee. 

Dr.  Willis  has  just  received  a communication 
from  the  Governor  approving  the  appoint- 
ment of  such  a committee,  which  will  consist  of 
representatives  of  the  medical  schools  (deans), 
the  Medical  Society  of  the  State  of  New  York, 
the  New  York  State  Hospital  Review  and 
Planning  Council,  the  Roswell  Park  Memorial 
Institute,  the  Memorial  Hospital  in  New  York 
City,  the  State  Heart  Assembly,  the  New  York 
State  Heart  Association,  the  commissioners  of 
the  New  York  State  and  New  York  City 
Departments  of  Health,  the  New  York  State 
Hospital  Association,  and  the  New  York  City 
and  New  York  State  sections  of  the  American 
Cancer  Society. 

You  will  hear  more  of  the  deliberations  of 
this  committee  in  the  not-too-distant  future. 

A.M.A.  In  a letter  of  September  10,  Mr. 
Robert  A.  Enlow,  director  of  the  A.M.A. 
Circulation  and  Records  Department,  reminded 
us  that  there  will  be  no  change  in  the  A.M.A. 
membership  dues  for  the  calendar  year  1966. 
They  will  remain  at  $45  per  calendar  year. 


We  are  in  receipt  of  a communication  from 
Bryan  C.  T.  Fenton,  director  of  the  A.M.A. 
Department  of  Governmental  Medical  Services. 
It  contains  news  which,  we  believe,  will  be  of 
interest: 

The  following  information  is  furnished  relative  to 
the  pending  draft  call  for  1,529  physicians  who  will  be 
ordered  to  active  duty  during  the  period  January 
through  April,  1966. 

(1)  Physicians  receiving  an  order  to  report  for 
physical  examination  does  not  necessarily  mean  that 
they  will  be  called  for  induction. 

(2)  Procedure  of  the  call  will  be  those  physicians 
who  have  attained  age  twenty-six  in  the  order  of  their 
dates  of  birth  with  the  youngest  being  selected  first. 

(3)  Marriage  or  fatherhood  are  not  ground  for 
deferment. 

(4)  Physicians  are  not  vulnerable  after  reaching 
their  thirty-fifth  birthday. 

(5)  If  a disproportionate  number  of  residents  are 
called  from  one  hospital  or  one  department  or  service 
in  a hospital,  appeal  should  be  made  by  calling  the 
matter  to  the  attention  of  the  state  medical  advisory 
committee  to  Selective  Service.  Each  state  has  such 
a committee. 

(6)  Residents  participating  in  the  Armed  Forces 
Berry  Plan  will  not  be  subject  to  this  call. 

(7)  An  appeal  of  classification  must  be  made  to  the 
draft  board  within  ten  days  after  the  date  the  local 
board  mails  the  classification  notice. 

(8)  The  Soldiers  and  Sailors  Relief  Act  of  1940,  as 
amended,  is  applicable  for  the  purpose  of  suspending 
enforcement  of  certain  civilian  liabilities  of  persons 
assigned  to  the  Armed  Forces.  The  provisions  of 
this  Act  may  be  obtained  from  legal  agencies  of  the 
Federal  government  or  civilian  attorneys. 

New  York  State  Association  of  Professions 
( NYSAP ).  This  organization  is  still  having 
“growing  pains.”  It  has  not  “caught  fire” 
as  we  hoped  it  would — although  a very  fine 
group  of  men  are  directing  its  activities  and 
campaigning  actively  for  greater  representation 
from  the  professions  involved. 

Without  a doubt,  NYSAP  can  and  should  be 
a potent  force  for  the  benefit  of  the  disciplines 
which  are  members  of  it. 

At  the  last  A.M.A.  convention  in  New  York 
City  in  June  the  House  of  Delegates  approved 
the  following: 

Resolved , That  the  constituent  medical  so 
cieties  of  the  A.M.A.  be  encouraged  to  take  a 
leadership  role  in  the  formation  of  State 
Associations  of  the  Professions  to  provide  a 
vehicle  for  interprofessional  cooperation  in 
those  areas  where  united  activity  of  the  var- 
ious professions  can  be  of  great  benefit;  and 
be  it  further 

Resolved,  That  the  Board  of  Trustees  of  the 
A.M.A.  be  requested  to  consider  the  potential 
advantages  of  aiding  in  the  development  of 
the  American  Association  of  the  Professions. 

Expenses.  Chapter  IX,  Section  1,  of  our 
Bylaws  is  concerned  with  expenses.  In  it  is 
contained  this  statement:  “Delegates  of  the 

district  branches  and  section  delegates  sitting 
in  the  House  of  Delegates  shall  be  allowed 
necessary  expenses  by  the  Medical  Society  of 
the  State  of  New  York.”  Since  these  two 
latter  groups  are  provided  with  expenses  be- 
cause of  the  fact  that  they  sit  in  our  House  as 
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delegates,  why  should  not  this  privilege  be 
extended  to  include  the  past-presidents  of  our 
Society,  who  are  members  for  life  of  the  House, 
with  full  rights  and  privileges? 

In  our  opinion,  this  is  an  area  that  has  been 
neglected  too  long.  A short  time  ago,  the 
American  Medical  Association  saw  this  in- 
equity— as  it  concerned  its  past-presidents — 
and  made  proper  adjustments. 

We  propose  that  this  idea  be  presented  to  the 
Committee  on  Constitution  and  Bylaws  and 
that  later,  at  the  proper  time,  it  be  submitted 
to  the  House  for  ratification. 

We  have  re-established  the  routine  of  com- 
piling a “Digest  of  the  Minutes  of  the  Council 
Meetings.”  We  have  been  sending  copies  to 
the  members  of  the  Council,  the  secretaries 
and  executive  secretaries  of  county  medical 
societies,  and  also  to  the  chairmen  of  com- 
mittees. 

Meetings.  Since  the  last  annual  conven- 
tion, we  have  attended  the  following  “unusual” 
meetings  and  conferences: 

1.  A meeting  with  James  R.  Arnold  and 
Frank  Appleton,  our  indemnity  representatives, 
in  New  York  City,  on  February  25.  This 
conference  was  concerned  with  malpractice 
insurance  for  nonmembers  of  the  Society, 
primarily  for  those  physicians  who,  for  financial 
or  other  reasons,  do  not  apply  for  Society 
membership  as  soon  as  they  become  eligible. 

2.  A meeting  of  the  Nassau  Neuropsychiatric 
Society,  in  New  York  City,  on  Sunday,  February 
28.  This  get-together  was  open  to  the  various 
psychiatric  district  branch  representatives. 

The  problem  of  nonmedical  personnel  prac- 
ticing medicine  was  discussed  thoroughly. 
The  psychiatrists  are  worried  about  the  intru- 
sion of  laymen  into  psychiatry.  The  assistance 
of  the  State  Society  has  been  solicited  in  an 
effort  to  prevent  this  “illegal”  procedure. 

3.  A visit  to  Albany  to  discuss  the  legislative 
situation,  on  March  1. 

4.  A meeting  of  the  Nursing  Education  Com- 
mittee, in  New  York  City,  on  March  4.  In- 
vited to  this  conference  were  not  only  repre- 
sentatives of  medicine  and  nursing,  but  also  a 
number  of  people  from  the  New  York  State 
Hospital  Association. 

The  joint  statement,  previously  approved  by 
the  Council,  was  reviewed.  It  was  our  feeling 
that  no  document  concerned  with  nursing  and 
hospital  care  should  be  transmitted  to  the 
hospitals  of  our  State  without  the  approval  of 
the  hospital  administrator  group. 

Later,  the  joint  statement  was  reported  in 
the  News  of  New  York. 

5.  Our  annual  legislative  trip  to  Washington, 
on  March  9 and  10.  We  visited  a number  of 
members  of  the  House  of  Representatives,  and 
we  were  afforded  the  privilege  of  speaking 
to  Senators  Javits  and  Kennedy.  The  report 
of  the  Committee  on  Federal  Legislation  will 
have  more  to  say  about  this  activity. 

6.  A meeting  of  the  New  York  State  Hospital 
Review  and  Planning  Council,  in  New  York 
City,  on  March  11.  Norman  S.  Moore,  M.D., 
is  chairman  of  the  Council. 


7.  A meeting  of  the  A.M.A.  Committee  to 
Review  the  Organization  of  the  House  of 
Delegates,  in  Chicago,  on  March  12  and  13. 
Our  work  is  still  not  completed,  although  a 
progress  report  was  submitted  to  the  A.M.A. 
House  of  Delegates  when  it  met  in  June. 

8.  A visit  to  the  Statler  Hilton  on  March  15 
and  the  New  York  Hilton  on  March  16.  Al- 
though we  are  committed  to  the  Americana  for 
a number  of  years,  we  are  planning  for  the 
future.  We  will  continue  to  investigate  and 
analyze  the  situations  in  other  hotels.  We 
will  compare  facilities  and  costs. 

9.  A meeting  of  the  local  arrangements 
committee  for  the  A.M.A.  convention  in  June, 
in  New  York  City,  on  March  16.  Leo  Brown 
of  the  A.M.A.  attended.  William  L.  Wheeler, 
Jr.,  M.D.,  was  appointed  chairman  of  the 
committee. 

10.  A luncheon-reception  for  Mrs.  Rose 
Fitzgerald  Kennedy,  in  recognition  of  the 
achievements  of  the  Joseph  P.  Kennedy,  Jr. 
Foundation  in  the  field  of  mental  retardation 
and  human  development,  at  the  Albert  Einstein 
College  of  Medicine,  in  New  York  City,  on 
March  18.  The  guest  speaker  was  Senator 
Robert  Kennedy,  who  announced  a gift  of 
over  one  million  dollars  to  the  College  for  re- 
search work  in  this  field. 

11.  The  Legislative  Correspondents  Dinner, 
in  Albany,  on  March  20.  As  most  of  you 
know,  this  is  an  annual  event.  The  “lampoon” 
show  is  produced  by  the  newspapermen  assigned 
to  the  Capitol.  The  legislators  are  taken  to 
task  in  a more  or  less  humorous  vein.  Un- 
fortunately, many  of  the  representations  are 
true! 

12.  A special  meeting  with  John  G.  Dowd, 
counsel  to  the  Joint  Legislative  Committee  to 
Revise  and  Simplify  the  Education  Law,  in 
Albany,  on  March  22.  Dr.  Greenough  and 
Mr.  Burns  also  were  present.  Many  “areas” 
were  discussed. 

13.  Dr.  Azzari,  Mr.  Bums,  and  your  ex- 
ecutive vice-president  met  with  the  Honorable 
Mario  Cariello,  president  of  the  Borough 
of  Queens,  in  Queens  County,  on  the  morning 
of  March  26.  In  an  informal  way,  we  discussed 
a possible  site  for  the  building  of  the  State 
Medical  Society  in  that  borough.  It  should  be 
pointed  out  that  there  were  no  definite  deter- 
minations and  no  commitments.  Our  visit 
was  purely  exploratory  in  nature. 

14.  An  appearance  on  CBS  radio  in  New 
York  City,  on  the  afternoon  of  March  29. 
Roald  N.  Grant,  M.D.,  of  the  American 
Cancer  Society,  and  your  executive  vice- 
president  discussed  medical  quackery  on  the 
Ed  Joyce  Show. 

15.  Mr.  Burns  and  your  executive  vice- 
president  met  with  Mr.  James  Heimbaugh  at 
the  Americana,  in  New  York  City,  on  March 
30,  to  discuss  the  activities  of  our  last  con- 
vention and  to  plan  for  future  affairs. 

16.  We  appeared  on  the  Johnny  Carson 
Show,  in  New  York  City,  on  March  30.  The 
program  was  taped  from  7:30  p.m.  to  9:00 
p.m.,  and  later  was  shown  from  11:30  p.m.  to 
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1:00  a.m.  The  subject  was  quackery.  We 
enjoyed  being  on  the  program,  and  we  are 
grateful  to  Mr.  Carson  for  bearing  with  us. 
As  yet,  we  have  received  no  offers  from  Holly- 
wood. 

17.  Careers  Day  in  Medicine,  conducted  by 
the  Medical  Society  of  the  County  of  New  York, 
at  the  New  York  University  Medical  Center, 
on  April  3.  This  meeting,  consisting  of  morn- 
ing and  afternoon  sessions,  was  well  attended. 
The  young  people  were  interested  in  what  was 
going  on  and  asked  many  intelligent  questions. 
We  believe  that  this  is  a very  important  project 
for  our  youngsters  and  should  be  repeated  as 
often  as  possible. 

At  the  morning  session,  “Challenges  and 
Opportunities,”  a number  of  clinicians  and 
researchers  discussed  various  matters  con- 
cerned with  a medical  career.  The  afternoon 
session  was  devoted  to  “Practical  Aspects.” 
A number  of  deans  discussed  scholastic  require- 
ments; tuition  fees,  loans,  and  scholarships; 
internship  and  residency  training,  and  scholastic 
attributes  to  success  in  medical  studies. 

18.  A State-wide  conference  on  water  pol- 
lution, on  April  6,  in  Syracuse.  This  very 
important  meeting  was  sponsored  by  the 
State  Charities  Aid  Association.  Undoubtedly, 
water  pollution  is  a grave  and  growing  problem. 
Public  officials  and  other  experts  in  the  field 
talked  about  the  various  facets  of  a “clean 
water”  program  to  safeguard  health  and 
restore  the  recreational  potential  of  streams, 
lakes,  and  beaches.  There  were  up-to-the- 
minute  reports  on  legislative  developments, 
financing  opportunities,  and  the  impact  of  water 
pollution  on  local  governments. 

19.  A meeting  on  legislation,  in  Albany,  on 
April  8.  Our  State  legislation  program  was 
reviewed.  Also  present  were  Drs.  Blake  and 
Carter,  Mr.  Foy,  Mr.  Albright,  Mr.  Burns, 
and  Mr.  Tracey. 

20.  A meeting  of  the  Woman’s  Auxiliary 
to  the  Nassau  County  Medical  Society,  at  the 
home  of  Wendell  L.  Hughes,  M.D.,  in  Roslyn 
Harbor,  on  April  20.  We  discussed  “quack- 
ery.” 

21.  The  second  annual  spring  conference  of 
the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York,  in  Rochester,  on 
April  25  and  26.  At  the  annual  banquet,  held 
on  the  evening  of  the  26,  our  president  was  the 
main  speaker. 

Mrs.  Harry  Dan  Vickers,  president  of  the 
Auxiliary,  announced  that  the  slogan  for  1965 
was  “Each  an  Auxiliary  Ambassador.”  We 
were  told  that,  as  in  the  past,  the  ladies  would 
assist  us  in  any  project  that  we  bring  to  their 
attention. 

22.  The  173rd  annual  meeting  of  the  Con- 
necticut State  Medical  Society,  in  Hartford, 
April  27  and  28.  As  usual,  this  was  a good 
meeting — -from  both  the  business  and  scientific 
standpoints.  As  we  have  said  before,  the 
problems  of  our  neighbors  do  not  differ  ma- 
terially from  our  own. 

We  were  given  the  privilege  of  addressing 
their  House  of  Delegates.  The  subject  of  our 


short  talk  was  “What  the  Federal  Program 
Has  in  Store  for  Us.”  Also,  we  attended  the 
annual  dinner  of  the  Connecticut  State  Medical 
Society.  The  guest  speaker  was  James  Z. 
Appel,  M.D.,  then  president-elect  of  the 
American  Medical  Association. 

23.  Another  meeting  of  the  American  Medical 
Association  Committee  to  Reorganize  the 
House  of  Delegates,  in  Chicago,  April  30  and 
May  1. 

24.  A dinner  to  honor  the  State  legislators 
from  the  Long  Island  area,  in  Albany,  on  May  3. 
There  was  no  formal  program — just  “socializ- 
ing” and  a bit  of  “politicking.”  We  met 
quite  a few  important  people — those  who 
determine  our  destiny  in  Albany. 

25.  A round-table  dinner  meeting  on  the 
subject  of  postgraduate  psychiatric  education 
of  the  general  practitioner,  held  at  the  annual 
meeting  of  the  American  Psychiatric  Associa- 
tion, at  the  Americana,  in  New  York  City,  on 
May  4.  Matthew  Brody,  M.D.,  chairman  of 
the  Subcommittee  on  Mental  Health  of  the 
Medical  Society  of  the  County  of  Kings, 
invited  us  to  be  present  at  this  very  interesting 
conference. 

26.  At  the  invitation  of  the  A.M. A.  Com- 
mittee on  Blood,  of  which  Charles  C.  Smeltzer,  I 
M.D.,  of  Knoxville,  Tennessee,  is  chairman,  j 
we  participated  in  a meeting  held  in  New  York 
City,  on  May  7 and  8.  Waring  Willis,  M.D., 
and  John  Galbraith,  M.D.,  were  also  present  i 
at  one  of  the  sessions.  Many  phases  of  the  J 
blood  problem  were  discussed.  We  also  toured 
the  building  of  the  New  York  Community 
Blood  Council,  located  on  East  67th  Street. 
As  many  of  you  know,  August  H.  Groeschel,  j 
M.D.,  is  president  of  the  Council. 

27.  A meeting  of  the  Medical  Section  of  the 
New  York  Board  of  Trade,  in  New  York  City,  j 
on  March  10.  It  was  the  final  meeting  of  the 
year — actually,  the  annual  meeting — -at  which 
new  officers  were  elected  and  annual  reports  of 
committees  were  submitted. 

28.  A luncheon  tendered  by  Popular  Science, 
in  New  York  City,  on  May  11.  This  was 
truly  “A  Salute  to  Science.”  The  famous 
aerospace  technologist,  Dr.  Wernher  von  Braun, 
was  the  speaker  of  the  day.  He  took  us 
through  a “trip  to  the  moon.” 

29.  A meeting  with  Leo  Brown,  of  the 
A.M. A.,  to  discuss  the  dinner  of  the  House  of  < 
Delegates,  in  New  York  City,  on  May  13.  1 
We  met  with  the  management  of  the  Americana. 

30.  On  May  18,  Willard  C.  Rappleye,  M.D., 
former  dean  of  the  College  of  Physicians  and 
Surgeons  of  Columbia  University,  past  president 
of  the  Josiah  Macy  Jr.  Foundation,  and  at 
present  a member  of  the  Board  of  Hospitals  of 
the  City  of  New  York,  visited  us  at  the  office.  | 
For  a considerable  period  of  time,  we  discussed 
the  problem  of  osteopathy  (not  the  M.D.-  I 
D.O.  situation)  and  the  place  of  the  osteopath 
on  the  medical  staffs  of  our  hospitals — especially 
municipal  institutions. 

31.  At  the  request  of  Herman  E.  Hilleboe, 
M.D.,  DeLamar  Professor  of  Public  Health 
Practice  at  the  Columbia  University  School  of 
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Public  Health  and  Administrative  Medicine, 
we  spoke  to  his  students  on  May  19.  The 
subject  was  “Medical  Societies  and  Their 
Relations  with  Health  Departments.”  This  is 
the  second  time  that  we  have  appeared  before 
a class  of  this  type.  It  was  a very  interesting 
and  stimulating  experience — one  that  we  en- 
joyed greatly. 

32.  A meeting  of  the  New  York  delegation  to 
the  American  Medical  Association,  at  our  head- 
quarters, on  May  20.  The  minutes  were 
mailed  to  all  concerned. 

33.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  on  May  21.  As  at 
several  previous  meetings,  the  problem  of 
chiropractic  throughout  the  United  States  was 
the  main  item  on  the  agenda. 

34.  The  annual  joint  meeting  of  the  Com- 
mittee on  Public  Health  and  Education  and 
the  chairmen  of  its  subcommittees  with  repre- 
sentatives of  the  New  York  State  and  New 
York  City  Health  Departments,  in  Albany,  on 
May  27. 

As  we  have  said  many  times,  this  is  truly  one 
of  the  finest  meetings  of  any  committee  any- 
where. This  is  not  only  our  opinion,  but 
voices  the  feeling  of  people  throughout  the 
State.  Again,  Dr.  Greenough  is  to  be  con- 
gratulated for  initiating  this  type  of  program. 

35.  The  seventh  commencement  exercises 
of  the  Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  in  New  York  City,  on 
June  1.  Each  year  we  are  invited  to  this 
event.  Waring  Willis,  M.D.,  our  president, 
was  also  present.  We  were  delighted  to  listen 
to  a commencement  address  by  Harry  M. 
Zimmerman,  M.D.,  eminent  pathologist,  a 
classmate  of  ours,  who  talked  about  present-day 
trends  in  medical  education. 

36.  The  61st  annual  meeting  of  the  National 
Tuberculosis  Association  and  the  60th  anniver- 
sary meeting  of  the  American  Thoracic  Society, 
in  Chicago,  on  June  2-4.  The  scientific 
program  was  concerned  mainly  with  respiratory 
diseases,  smoking  and  health,  and  emphysema. 

One  of  the  highlights  of  the  meeting  was  a 
talk  on  emphysema,  delivered  by  Theodore  H. 
Noehren,  M.D.,  associate  professor  of  internal 
medicine  at  the  State  University  of  New  York 
at  Buffalo  School  of  Medicine. 

37.  The  president’s  dinner  of  the  Bronx 
County  Medical  Society,  at  the  Concourse 
Plaza  Hotel,  in  the  Bronx,  on  June  9.  This  is 
an  annual  affair. 

38.  A meeting  of  the  State  Hospital  Review 
and  Planning  Council,  at  the  Harvard  Club  in 
New  York  City,  on  June  10.  Norman  S. 
Moore,  M.D.,  chairman,  in  his  usual  inimitable 
manner,  conducted  a very  fine  conference. 
The  agenda  included  a report  of  the  Folsom 
Committee  Findings  and  Recommendations. 

39.  The  medallion  ball  of  the  Nassau  County 
Medical  Society,  in  Garden  City,  on  June  12. 
This  also  is  an  annual  event,  at  which  the 
outgoing  president  receives  the  president’s 
medal.  Your  executive  vice-president  was 
afforded  the  honor  of  acting  as  master  of 
ceremonies  at  this  affair. 


40.  The  61st  Annual  Health  Conference,  in 
Syracuse,  on  June  14  and  15.  At  the  first 
general  session,  chaired  by  George  Baehr,  M.D., 
your  executive  vice-president  presented  the 
greetings  of  the  Medical  Society  of  the  State  of 
New  York. 

41.  The  114th  annual  convention  of  the 
American  Medical  Association,  in  New  York 
City,  June  20  to  24.  A report  of  the  meetings 
of  this  convention  appears  elsewhere.  Your 
executive  vice-president  acted  as  toastmaster 
at  the  delegates’  dinner.  According  to  the 
comments  “a  good  time  was  had  by  all.” 

42.  A special  meeting  of  the  Medical  Society 
of  the  County  of  Queens,  in  Forest  Hills,  on 
July  6.  This  conference  was  held  for  the 
purpose  of  discussing  the  decision  of  Supreme 
Court  Justice  J.  Irwin  Shapiro,  concerning  the 
directive  requiring  doctors  of  osteopathy  to  be 
considered  eligible  for  membership  in  the 
Medical  Society  of  the  County  of  Queens.  It 
was  decided  that  the  case  should  be  appealed, 
and  the  necessary  funds  for  doing  so  were 
approved.  We  pointed  out  that  it  has  been 
agreed  that  the  State  Society  would  act  as 
amicus  curiae. 

43.  The  annual  outing-meeting  of  the  Med- 
ical Societies  of  the  Counties  of  Oneida,  Her- 
kimer, Madison,  and  Chenango  (“America’s 
first  multiple  county  medical  program”),  in 
Utica,  on  July  8.  Our  president  delivered  the 
main  address.  Your  executive  vice-president 
discussed  the  State  Medical  Society. 

44.  A meeting  with  Peter  Trainor,  associate 
director,  Medical  Review  Project  of  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation,  in  New  York  City,  on  July  16. 
We  talked  about  the  budget  and  fiscal  pro- 
cedures. 

45.  We  appeared  on  the  John  Schaffer  Show 
(WCBS)  in  New  York  City,  on  July  19.  The 
three-quarter  hour  program  was  concerned  with 
“summer  health  safety.”  For  a period  of 
thirty  minutes,  we  answered  over  the  telephone 
questions  from  the  public  which  were  concerned 
with  health  hazards  in  summertime.  Although 
it  was  not  the  first  time  that  we  have  appeared 
on  a program  of  this  type,  it  was  a fine  experi- 
ence. 

46.  An  interview  with  a writer  from  Good 
Housekeeping,  in  New  York  City  on  July  20. 
We  discussed  the  hazards  of  self-medication. 

47.  A meeting  of  a special  committee  to 
study  the  impact  of  Medicare  legislation  on 
health  services  in  Southern  New  York  (sponsored 
by  the  Hospital  Review  and  Planning  Council 
of  Southern  New  York),  in  New  York  City, 
on  August  2. 

It  was  agreed  that  the  recently  enacted 
legislation  for  a Federal  Medicare  program  of 
hospital  insurance  for  the  aged,  with  a voluntary 
supplementary  health  benefits  program,  will 
influence  greatly  the  organization  and  financing 
of  health  services  in  Southern  New  York  and 
throughout  the  nation.  It  will  create  a chal- 
lenge— an  opportunity  for  the  Hospital  Review 
and  Planning  Council  to  emphasize  long-range 
planning  by  individual  institutions. 
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It  was  generally  agreed  that  we  should 
cooperate  in  every  way  with  the  program  and 
that  we  should  play  a role  in  its  implementation. 

48.  The  annual  outing  of  the  medical  staff 
of  the  Arnot-Ogden  Memorial  Hospital  at 
Keuka  Lake,  on  August  4.  We  have  been 
invited  to  this  fine  affair  ever  since  we  were 
president.  As  usual,  we  met  many  of  our 
members  from  that  area. 

49.  A breakfast  meeting  with  Burton  Allyn, 
M.D.,  secretary  of  the  Rockland  County  Med- 
ical Society,  in  New  York  City,  on  September  2. 
This  interested,  dedicated  gentleman  brought 
to  our  attention  certain  problems  of  the  smaller 
county  medical  societies.  An  invitation  to 
address  the  members  of  his  group  is  forth- 
coming. 

50.  A luncheon  meeting  sponsored  by  WABC 

executives,  in  New  York  City,  on  September  2. 
In  addition  to  staff  members  of  the  broadcasting 
company,  the  following  were  present:  Alonzo 

Yerby,  M.D.,  Commissioner  of  Hospitals  of  the 
City  of  New  York;  Dorothy  Weddige,  director 
of  nursing  of  the  Hospital  Department;  Carl 
Goldmark,  Jr.,  M.D.,  president  of  the  Medical 
Society  of  the  County  of  New  York;  and  Robert 
Potter,  its  executive  director. 

Among  other  things,  we  discussed  the 
emergency  medical  service  situation  in  the 
counties  around  the  New  York  City  area  and  the 
shortage  of  nursing  personnel.  As  can  be 
expected,  no  definite  solutions  were  available. 

51.  A meeting  of  the  Medical  Society  of  the 
County  of  Erie,  in  Buffalo,  on  September  7. 
Herbert  E.  Joyce,  M.D.,  president  of  that 
Society,  delivered  his  inaugural  address,  and 
our  president  presented  a talk  on  “The  Folsom 
Committee  Report — Findings  and  Significance.” 
Dr.  Willis  discussed  a subject  which  has  been 
brought  forcibly  to  the  attention  of  the  doctors 
in  the  western  part  of  the  State.  It  is  significant 
to  note  that  certain  physicians  came  prepared 
to  denounce  the  State’s  attitude  as  far  as  the 
Folsom  Report  is  concerned.  Our  president 
charmed  practically  all  of  them.  We  might  say 
that  they  “came  in  like  lions  and  went  out 
like  lambs.” 

52.  The  staff’s  annual  picnic,  at  Anthony 
Wayne  State  Park,  in  Orange  County,  on 
September  8. 

53.  A dinner-meeting  with  Hollis  S.  Ingra- 
ham, M.D.,  State  Commissioner  of  Health,  in 
Albany,  on  September  9.  Also  present  were 
our  president  and  our  Albany  legislative 
counsels.  Many  of  the  problems  concerned 
with  legislation,  past  and  future,  were  reviewed. 

54.  The  fourth  combined  annual  meeting  of 

the  Fifth  and  Sixth  District  Branches,  at  Bolton 
Landing,  September  10-12.  The  scientific 
program  consisted  of:  (1)  “Urinary  Tract 

Infections  in  Children,”  by  Frederic  N.  Silver- 
man,  M.D.,  director  of  the  Division  of  Roent- 
genology at  the  Children’s  Hospital  in  Cincin- 
nati, Ohio;  and  (2)  “Case  Histories,”  by  Milton 
Helpem,  M.D.,  Chief  Medical  Examiner  of 
the  City  of  New  York. 

At  the  banquet  on  Saturday  evening,  our 
president  talked  about  the  responsibility  of 


medicine  in  this  present  era.  We  were  given 
the  honor  of  introducing  him.  The  guest 
speaker  was  Lewis  A.  Miller,  executive  editor 
of  Medical  Economics.  The  subject  of  his 
talk  was  “The  Doctor  as  a Family  Man.” 

55.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Association  of  Professions 
(NYSAP),  in  New  York  City,  on  September 
13. 

56.  A meeting  of  the  Coordinating  Council 
(executive  committee  of  the  First  District 
Branch),  in  New  York  City,  on  September  14. 

57.  A meeting  of  the  Seventh  and  Eighth 

District  Branches  at  Grossinger’s,  on  September 
17  and  18.  The  highlight  of  the  meeting  was  a 
symposium  and  panel  discussion  on  “Govern- 
ment in  Medicine.”  The  program:  “The 

Department  of  Health  and  the  Physician,” 
Hollis  S.  Ingraham,  M.D.,  of  Albany,  Com- 
missioner of  the  New  York  State  Department 
of  Health;  “The  Folsom  Committee  Report  to 
Governor  Rockefeller  on  Hospital  Costs,”  Mr. 
Marion  B.  Folsom,  of  Rochester,  former 
secretary  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare;  “The  Federal  Govern- 
ment in  Medicine,”  Edward  R.  Annis,  M.D.,  of 
Miami,  Florida,  past-president  of  the  American 
Medical  Association. 

58.  A symposium  on  “Adolescence  to  Senes- 
cence,” conducted  by  the  Queens  County  Chap- 
ter of  the  American  Academy  of  General  Practice, 
on  September  19.  Over  500  persons  attended. 

59.  A meeting  of  the  State  Department  of 
Health,  in  Albany,  on  September  21,  to  discuss 
the  methods  to  be  used  to  implement  certain 
provisions  of  the  Medicare  law.  The  Health 
Department  has  been  designated  by  Governor 
Rockefeller  to  administer  some  of  the  pro- 
visions of  Title  18  of  Public  Law  89-97. 

Representatives  of  the  Social  Security  Ad- 
ministration, the  U.S.  Public  Health  Service, 
and  the  Department  of  Health,  Education, 
and  Welfare  also  were  present.  Our  president 
attended.  Many  aspects  were  discussed.  There 
is  still  much  to  be  determined  in  many  areas. 

60.  The  annual  meeting  of  the  board  of 
directors  of  the  Empire  State  Medical,  Sci- 
entific and  Educational  Foundation,  in  New 
York  City,  on  September  22. 

61.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  on  September  24. 
Again,  the  main  item  on  the  agenda  was 
chiropractic. 

62.  The  regional  conference  in  Victor,  on 
September  30.  The  attendance  was  good. 
The  main  topics  discussed  were  the  “Quality  of 
Medical  Care”  and  the  “Cost  of  Medical 
Care.”  During  the  luncheon,  your  executive 
vice-president  talked  about  “The  Osteopathy 
Question.” 

63.  A National  Orientation  Conference  on 

Public  Law  89-97  (Medicare)  arranged  by  the 
A.M.A.,  in  Chicago,  on  October  1.  The 
program  was  divided  into:  (1)  the  govern- 

ment’s role,  (2)  the  carrier’s  role,  (3)  Blue 
Shield,  (4)  health  insurance  industry,  and 
(5)  the  hospital’s  role. 

The  government  was  represented  by:  Hon. 
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John  W.  Gardner,  secretary  of  the  Department 
of  Health,  Education,  and  Welfare;  Philip  R. 
Lee,  M.D.,  assistant  secretary;  Arthur  E. 
Hess,  director  of  the  Bureau  of  Disability  and 
Health  Insurance,  Social  Security  Adminis- 
tration. 

Among  other  things,  Mr.  Gardner  had  this  to 
say: 

“The  principal  purpose  of  this  law  is  to 
bring  to  more  people  than  ever  before  the 
best  medicine  can  offer,  without  violating 
in  any  way  the  traditional  relationship  be- 
tween patient  and  doctor. 

“Medicare  will  not  restrict  the  physician’s 
role.  Far  from  it.  It  will  expand  it. 
The  law  does  away  with  limitations  that  have 
sometimes  hampered  physicians  in  their 
practice.  It  recognizes  that  many  physicians 
today  can  provide  in  their  own  offices  services 
that  used  to  require  hospitalization.  It 
allows  them  to  be  paid  wherever  they  work. 
In  these  ways,  the  physician  gains  in  flexi- 
bility and  freedom.  His  opportunities  to 
use  his  skills  and  knowledge  are  enlarged. 

“Government  must  proceed — and  will  pro- 
ceed here — with  due  respect  for  the  integrity 
of  your  profession  and  with  due  regard  for 
local  initiative  and  the  public-private  bal- 
ance. 

“The  immediate  challenge  is  organizational 
and  administrative.  And  we  want  to  begin 
the  best  possible  way.  . . . The  task  of 
administering  the  law  is  plainly  gargantuan. 
The  strains  of  responsibility  and  hard  work 
will  be  felt  by  all  of  us — in  government, 
business,  and  the  health  professions.” 

64.  A special  convention  of  the  A.M.A. 
House  of  Delegates,  in  Chicago,  on  October  2 
and  3.  A description  of  what  took  place  is 
contained  in  our  A.M.A.  delegation  report. 

65.  A meeting  with  certain  officials  of  the 
Americana  to  discuss,  in  more  detail,  our 
contract  for  future  conventions,  in  New  York, 
on  October  11.  An  agreement  was  reached, 
and  the  contract  has  been  signed  by  the  chair- 
man of  the  Board  of  Trustees. 

66.  A meeting  of  the  Medical  Section  of  the 
Board  of  Trade,  in  New  York,  October  11. 
Mr.  Harold  Shapero,  of  Martin,  Clearwater  and 
Bell,  talked  about  “Malpractice.” 

67.  The  seventeenth  annual  scientific  as- 
sembly of  the  New  York  State  Academy  of 
General  Practice,  in  New  York  City,  on  October 
12.  We  attended  a symposium  on  the  phi- 
losophy of  medicine.  Marcus  D.  Kogel,  M.D., 
dean  of  the  Albert  Einstein  College  of  Medicine, 
presented  an  address,  “The  Obligation  of  the 
Medical  School  to  the  Family  Physician.” 
Later,  we  attended  the  annual  dinner  and 
dance. 

68.  The  education  program  of  the  American 
Association  of  Medical  Assistants,  in  New 
York  City,  on  October  15.  We  delivered  a 
talk  on  “Medical  Quackery.” 

69.  The  president’s  dinner  of  the  Medical 
Society  of  the  County  of  New  York,  in  New 
York,  October  18. 


70.  The  president’s  dinner  and  inaugural 
meeting  of  the  Medical  Society  of  the  County 
of  Kings,  in  Brooklyn,  on  October  19. 

71.  The  annual  dinner  dance  of  the  Medical 
Society  of  the  County  of  Kings,  in  honor  of  the 
immediate  past-president,  in  Brooklyn,  on 
October  23. 

72.  The  Blue  Shield  Annual  Program  Con- 
ference, in  Chicago,  on  October  25  and  26. 
There  were  panels  on  “The  Consumer,  The 
Physician,  and  Blue  Shield”;  “Labor,  Manage- 
ment, and  Blue  Shield”;  “Medicare  and  Other 
Governmental  Involvement”;  “The  Prevailing 
Fees  Program.” 

Following  is  a brief  summary  of  the  latter 
program  taken  from  The  Blue  Shield  of  October, 
1965: 

In  an  effort  to  develop  a program  more  acceptable 
generally  to  the  major  purchasers  of  health  cover- 
age and  their  employes,  as  well  as  to  the  providers 
of  service,  the  National  Association  of  Blue  Shield 
Plans  carried  out  extensive  cost  studies  and  inter- 
views with  the  principals  who  would  be  involved. 

To  assure  members  that  the  cost  of  health  care 
benefits  they  receive  will  be  “paid  in  full”  by  their 
Blue  Shield  coverage,  it  was  necessary  to  devise  a 
program  where  payments  to  physicians  would  be  re- 
lated to  fees  physicians  are  known  to  be  charging 
their  patients. 

In  the  Prevailing  Fees  Program,  the  physicians, 
in  effect,  set  their  own  fees.  They  report  their 
usual  charges  to  the  local  Blue  Shield  Plan.  From 
these  reports,  the  Plan  develops  a profile  or  charges 
for  each  physician  and  then  computes  the  levels  of 
prevailing  charges  to  include  approximately  90  per 
cent  of  physicians  in  each  economic  area. 

The  physician  profiles  are  composed  of  each  pysi- 
cian’s  usual  fees  for  every  procedure  which  comprises 
any  significant  portion  of  his  practice.  This  is  based 
on  the  premise  that  each  physician  has  a fee  for  each 
procedure  which  does  not  vary  to  patients  except  for 
those  in  very  high  or  low  income  brackets. 

By  analyzing  the  individual  profiles  in  terms  of 
economic  areas,  it  is  possible  (a)  to  achieve  com- 
munity charge  levels  which  accurately  reflect  the 
local  practice  of  medicine;  and  ( b ) to  ascertain  at 
which  point  the  fees  of  90  per  cent  of  the  physicians 
in  the  area  would  be  covered. 

By  collecting  fee  information  from  doctors  only  on 
those  procedures  which  make  up  the  bulk  of  his 
practice,  the  unique  charging  patterns  of  specialty 
physicians  are  reflected. 

73.  A regional  conference  in  Purchase,  on 
October  28.  The  program  consisted  of:  “Chiro- 
practic— A Health  Hazard”  and  “The  Role  of 
the  Physician  Under  Medicare.”  Again,  your 
executive  vice-president  discussed  “The  Oste- 
opathy Question.” 

74.  A meeting  of  the  Council  Committee  on 
State  Legislation,  in  Albany,  on  November  4. 
Our  legislation  program — past,  present,  and 
future — was  reviewed. 

Acknowledgments.  Again,  as  always,  we 
would  like  to  express  our  gratitude  to  those  who 
have  contributed  much  to  the  Medical  Society 
of  the  State  of  New  York,  and  to  our  efforts. 

We  thank  the  officers,  the  councillors,  the 
trustees,  the  chairmen  and  members  of  com- 
mittees, our  physicians  throughout  the  State, 
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and  the  members  of  our  staff  whose  assistance 
has  been  of  inestimable  value  to  us. 

Wherever  we  have  gone  during  our  journeys 
throughout  this  magnificent  State,  we  have 
been  received  with  hearty  welcomes  and  fine 
hospitality. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 

Section  14  ( see  193) 

Annual  Report  of  Budget  and  Finance  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 
of  the  following  members: 

William  L.  Wheeler,  Jr.,  M.D.,  Chairman. . . . 


New  York 

Renato  J.  Azzari,  M.D Bronx 

John  N.  Dill,  M.D Westchester 

Samuel  Z.  Freedman,  M.D New  York 

Thomas  F.  McCarthy,  M.D Bronx 


The  Budget  and  Finance  Committee  has  con- 
tinued its  policy  of  meeting  quarterly  to  review 
the  fiscal  activities  of  the  Society  for  the  pre- 
ceding three-month  period.  A thorough  analysis 
is  made  of  all  income  and  expenditures  as  they  re- 
late to  the  actual  budgetary  allocations.  Where 
required,  revisions  and  adjustments  are  made  in 
budget  estimate  line  items  to  keep  pace  with  ac- 
tual expenditures  and  changing  activities  ini- 
tiated by  the  Council  and  approved  by  the 
Board  of  Trustees. 

At  the  close  of  operations  September  30,  1965, 
the  budget  estimate  for  the  calendar  year  1965 
was  revised  to  reflect  an  excess  of  income  over 
expenditures  of  $64,121.  Sufficient  appropria- 
tions were  made  so  that  a particular  division  or 
activity  of  the  Society  will  be  able  to  function 
effectively  without  undue  financial  strain.  It  is 
possible,  with  this  flexible  system,  for  moneys 
previously  appropriated  not  to  be  spent,  so  that 
in  some  instances  a net  saving  for  the  calendar 
year  over  and  above  the  amount  anticipated  by 
the  budget  estimate  is  realized. 

Economies  continue  to  be  made  through  the 
administration’s  policy  of  centralized  purchas- 
ing, bulk  purchasing,  competitive  bidding,  ap- 
provals prior  to  purchasing  or  expenditure,  con- 
trol of  supply  requisitioning,  and  scheduling  of 
committee  meetings  in  conjunction  with  other 
meetings.  All  these  businesslike  procedures 
have  helped  to  improve  the  financial  position  of 
the  Society. 

The  Budget  and  Finance  Committee  met  on 
October  21,  1965,  to  consider  the  proposed  bud- 
get estimate  for  the  year  1966.  The  recom- 
mendations of  the  committee  were  submitted  to 
the  Council  for  action  at  its  meeting  on  Novem- 
ber 18,  1965.  It  accepted  the  recommendations 
of  the  committee  and  referred  the  proposed  bud- 
get estimate  to  the  Board  of  Trustees  for  appro- 
priate action.  The  Trustees  meeting  the  same 
day  approved  the  proposed  budget  which,  it  is 
expected,  will  produce  an  excess  of  income  over 
expenditures  in  1966  of  approximately  $27,669. 
(See  Table  I for  the  estimated  budget  for  the 


year  1966.)  Your  Budget  and  Finance  Com- 
mittee has  prepared  the  1966  budget  estimate  on 
a sound  financial  basis  providing  for  adequate 
and  necessary  programs  of  the  Society  with  due 
consideration  for  economic  operation.  The  com- 
mittee will  continue  its  endeavors  to  keep  the 
Society  fiscally  strong  and  financially  sound. 


TABLE  I.  Estimated  Budget  for  1966 
Income 


Dues  income 

$1,065,000 

Journal  advertising 

235,000 

Journal  circulation 

6,000 

Journal  reprints 

20,000 

What  Goes  On  advertising 

86 , 400 

News  of  New  York  advertising 

40,000 

Medical  Directory  advertising 

Medical  Directory  sales 

30,000 

Annual  convention  exhibit 

rentals 

55,000 

Interest  income 

7,000 

Medicare  income 

35,000 

Dues  collection  from  A.M.A. 

11,000 

Miscellaneous  income 

Total  income 

$1,590,400 

Expenditures 

Administration 

$ 119,736 

Business  Division 

363,622 

Communications  Division 

195,597 

Legal  and  Malpractice 

Insurance 

50,000 

Industrial  Health  Division 

32,905 

Medical  Care  Division 

65,376 

Scientific  Activities  Division 

144,447 

Scientific  Publications  Division 

297,743 

Legislative  Counsel 

15 , 000 

Annual  Convention 

39,850 

Officers,  Board,  A.M.A. 

delegation 

60,500 

Council  committees 

25,080 

Nondivisional 

152,875 

Total  expenditures 

$1,562,731 

Excess  of  Income  Over 

Expenditures 

$ 27,669 

Your  chairman  would  like  to  extend  sincere 
thanks  to  the  members  of  the  committee  for 
their  conscientious  contributions  to  a most  dif- 
ficult task.  On  behalf  of  the  committee  he  would 
like  to  commend  Henry  I.  Fineberg,  M.D.,  ex- 
ecutive vice-president,  J.  Richards  Burns,  Esq., 
assistant  executive  vice-president  and  director, 
Business  Division,  and  Eugene  S.  Dombrowski, 
comptroller.  Their  vigilant  efforts,  financial 
acumen,  and  continued  dedication  to  the  best 
interests  of  the  Society  have  helped  produce  a 
most  favorable  financial  picture  for  the  Society. 

Respectfully  submitted, 

William  L.  Wheeler,  Jr.,  M.D.,  Chairman 
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Section  15  ( see  192) 

Annual  Report  of  War  Memorial  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of  the 
following  members  of  the  Board  of  Trustees: 
John  M.  Galbraith,  M.D.,  Chairman . . Nassau 


Thurman  B.  Givan,  M.D Kings 

♦Joseph  A.  Lane,  M.D Monroe 


I am  pleased  to  report  the  activities  of  the 
War  Memorial  Fund,  one  of  the  State  Society’s 
projects  that  is  gratifying  to  be  a part  of. 

The  War  Memorial  Fund  has  existed  for  over 
seventeen  years,  during  which  time  66  young 
people  have  been  assisted  in  attaining  their  col- 
lege education.  They  have  been  aided  for 
periods  ranging  from  one  year  through  eight 
years.  The  alumni  of  our  fund  may  be  found  in 
the  fields  of  medicine,  dentistry,  nursing,  law, 
teaching,  art,  social  work,  and  business,  among 
others. 

The  committee  keeps  in  touch  with  the 
parents  and  children  who  receive  benefits.  We 
would  like  to  quote  excerpts  from  a very  few  of 
the  letters  we  have  received,  as  follows: 

“Within  a few  weeks  my  daughter  Js.’ 
college  days  will  draw  to  a close  with  the 
graduation  ceremonies.  This  long-awaited 
and  happy  event  could  never  have  taken 
place  at  the  college  of  her  choice,  Georgetown 
University  School  of  Nursing,  if  it  had  not 
been  for  the  generosity  of  you  and  your  as- 
sociates of  the  Medical  Society  of  the  State  of 
New  York. 

“My  everlasting  gratitude  is  extended  to 
each  one  who  helped  to  make  our  dream  be- 
come a reality. 

“It  is  my  earnest  hope  that  my  daughter’s 
contribution  to  the  field  of  nursing  will  be 
a fitting  tribute  to  her  father’s  memory  and 
to  the  kindness  of  his  colleagues  who  helped 
to  make  it  possible.” 

Mrs.  M.  on  the  graduation  of  her  daughter, 
a zoology  major:  “Our  heartfelt  thanks  for 
the  four  years  of  generous  financial  aid  you 
gave  our  daughter,  L.  It  made  ‘all  the  dif- 
ference’ to  us.  It  meant  that  we  were  able  to 
meet  the  rest  of  our  expenses  without  going 
into  debt.  L.  can  now  start  free  and  clear  to 
support  herself. 

“Her  four  years  at  college  gave  her  a rich 
background  upon  which  she  will  draw  the  rest 
of  her  life,  and  appreciate  more  and  more,  I 
am  sure.  Now  that  both  children  have  at- 
tained at  least  the  bachelor’s  degree,  we  feel 
they  are  off  to  a good  start  on  their  own. 

“Again  many  thanks  for  the  generous  help 
from  your  War  Memorial  Committee.” 

“I  wish  words  could  express  my  gratitude  to 
the  Medical  Society  for  creating  the  War 
Memorial  Fund.  Without  it  my  girls  could 
not  have  attained  a college  education.” 

“Your  assistance  in  financing  my  son’s 
education  was  truly  needed  and  has  been 
deeply  appreciated.” 

* Deceased. 


“I  can  never  thank  you  enough  for  all  the 
financial  assistance  you  have  given  me.  It 
has  helped  so  much  during  the  children’s 
college  years.  They  have  turned  out  to  be 
fine  children,  and  my  heart  wells  with  grati- 
tude to  the  doctors  in  the  Medical  Society  who 
have  made  this  possible.” 

The  War  Memorial  Committee  is  proud  of  the 
contribution  the  State  Society  has  made  toward 
preparing  these  students  for  their  life  work,  and 
of  the  members  who  had  the  foresight  to 
provide  for  them.  The  fund  is  a fitting  tribute 
to  our  colleagues  who  died  in  the  service  of  our 
country  in  World  War  II  and  in  the  Korean 
War. 

Each  child,  after  furnishing  certificates  of 
registration  from  the  dean  or  registrar  of  an 
accredited  college,  is  entitled  to  receive  $1,200  a 
year,  in  three  installments  of  $400  each. 

The  number  of  children  receiving  benefits  has 
decreased  to  seven  for  the  1965-1966  academic 
year.  These  are  the  children  of  World  War  II 
victims.  The  children  of  the  Korean  War 
casualties  have  not  yet  become  eligible. 

A report  of  investments  will  appear  in  the 
supplementary  report  of  the  Board  of  Trustees. 

The  following  is  the  financial  report  as  of 
December  31,  1965: 


Amount 

Total  assessments  received*  $248,630 

Total  interest  earned*  83,326 

Total  paid  out  in  benefits  241,700 

Surplus  of  Fund, 

December  31,  1965  83,818 

Interest  earned,  1965  4,335 

Payments  to  beneficiaries,  1965  12 , 600 


* Since  inception  of  fund. 

The  War  Memorial  Committee  was  instructed 
by  the  Council  to  explore  “.  . . the  possibility  of 
a future  fund  to  help  children  of  members  de- 
ceased not  only  in  time  of  war  but  in  peace.” 
This  is  such  a tremendous  undertaking  that  a 
great  deal  of  background  material  must  be  ob- 
tained before  any  recommendation  can  be  made. 
The  study  is  under  way. 

The  chairman  wishes  to  thank  the  members  of 
the  committee  and  Miss  Mollie  Pesikoff  for  their 
help  in  administering  the  fund. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 

Section  16  ( see  264) 

Annual  Report  of  Commission  on  Medical 
Services 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  consists 
of  the  chairman,  the  vice-chairman,  and  the 
following  committees  and  committee  chairmen: 
Economics:  George  Rehmi  Denton,  M.D., 

with  the  Subcommittee  on  Public  Medical 
Care:  Marcelle  T.  Bernard,  M.D.,  and  the 

Subcommittee  on  Liaison  with  the  U.S.  Vet- 
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erans’  Administration:  Herbert  Bauckus,  M.D. 

Questions  on  Ethics:  Joseph  G.  Zimring, 

M.D. 

Hospital  and  Professional  Relations:  Harold 
T.  Golden,  M.D. 

Industrial  Health:  Harry  E.  Tebrock,  M.D. 

Medical  Care  Insurance:  Melvin  S.  Martin, 
M.D. 

Rural  Medical  Service:  Edward  C.  Hughes, 
M.D. 

Workmen’s  Compensation:  Carl  F.  Freese, 
M.D. 

Special  Committee  on  Labor  Health  Fa- 
cilities: William  H.  Foege,  M.D. 

As  the  reports  which  follow  will  indicate,  the 
various  committees  comprising  the  Commission 
have  had  a busy  and  productive  year.  Since 
their  activities  are  described  in  detail,  no 
attempt  will  be  made  to  do  so  here.  There 
were  a few  projects,  however,  that  were  brought 
to  successful  conclusions  since  the  last  meeting 
of  the  House  of  Delegates,  and  it  seems  ap- 
propriate to  give  them  special  mention. 

The  Economics  Committee  concluded  its 
Relative  Value  Study  last  year  by  recommend- 
ing that  the  most  recent  edition  of  the  Cal- 
ifornia Schedule  be  adopted  by  the  Society. 
Accordingly,  the  Society  now  has  an  attractive, 
clear,  extensively  indexed  Relative  Value  Scale 
which  is  available  to  members  and  to  other 
organizations.  The  Economics  Committee  is 
to  be  congratulated  on  this  accomplishment  with 
a special  acknowledgment  to  Mr.  George  P. 
Farrell  for  the  important  role  he  played  in  the 
project. 

The  Economics  Committee,  through  its 
Subcommittee  on  Public  Medical  Care,  par- 
ticipated in  a study  of  an  upward  revision  of 
the  fee  schedule  of  Book  V of  the  State  Depart- 
ment of  Social  Welfare  on  the  basis  of  a relative 
value  scale.  In  addition  to  providing  more 
equitable  fees  for  medical  services  to  welfare 
patients,  the  adoption  of  a relative  value  scale 
will  simplify  future  negotiations  considerably. 

The  Committee  on  Workmen’s  Compensation 
developed  a new  minimum  fee  schedule  which 
has  been  submitted  to  the  Chairman  of  the 
Workmen’s  Compensation  Board  by  the  pres- 
ident, Waring  Willis,  M.D.  The  fee  schedule 
is  currently  under  discussion  by  the  Advisory 
Committee  to  the  Chairman  of  the  Workmen’s 
Compensation  Board  on  Fees  and  Related 
Problems.  Your  Society  is  represented  on  the 
committee  by  Robert  Katz,  M.D.,  director  of 
the  Division  of  Industrial  Health  and  Work- 
men’s Compensation,  Carl  F.  Freese,  M.D., 
chairman  of  the  Committee  on  Workmen’s 
Compensation,  and  the  undersigned  chairman 
of  the  Commission.  The  agreements  on  fees 
that  are  reached  by  this  committee  will  be 
an  important  factor  in  the  acceptance  of  a 
schedule  by  the  Chairman  of  the  Workmen’s 
Compensation  Board. 

The  committee  is  to  be  commended  on  the 
completion  of  a long  and  arduous  task  and 
recognition  is  due  to  the  efforts  of  Dr.  Katz 
both  in  promulgating  the  schedule  and  in 
negotiating  its  terms.  The  new  minimum  fee 


schedule  may  not  be  entirely  what  we  might 
wish  but  it  will  certainly  be  more  in  keeping 
with  current  costs  and  prevailing  fees. 

Finally,  as  always,  thanks  are  due  to  all 
committee  chairmen  and  members  for  their 
liberal  contributions  of  time  and  energy  to  the 
conduct  of  vital  Society  business. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 
Solomon  Schussheim,  M.D.,  Vice-Chairman 

Section  1 7 ( see  265) 

Annual  Report  of  Economics  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of 
the  following: 

G.  Rehmi  Denton,  M.D.,  Chairman.  .Albany 


Herbert  H.  Joyce,  M.D Erie 

Adelaide  Romaine,  M.D New  York 

Gerald  L.  Glaser,  M.D Monroe 

Carl  R.  Ackerman,  M.D Bronx 

Wallace  M.  Sheridan,  M.D Westchester 

Robert  Elmer  Westlake,  M.D Onondaga 


The  committee  has  held  two  meetings,  on 
April  28,  1965,  and  November  3,  1965. 

Retirement  Programs.  Self-Employment 
Individuals  Tax  Retirement  Act  (H.R.  10): 
Responses  from  county  medical  societies  to  the 
committee’s  questionnaire  mailed  December  18, 
1964,  indicated  that  23  counties  have  retire- 
ment plans,  4 are  contemplating  plans,  29 
have  no  plans,  and  5 did  not  respond.  The 
committee  felt  there  was  need  for  such  a plan 
to  be  offered  on  a State-wide  or  district  branch 
level. 

At  the  request  of  the  Council  from  the 
report  of  the  reference  committee,  your  com- 
mittee was  asked  to  consider  the  feasibility  of 
offering  a retirement  program  on  the  district 
branch  level.  The  committee  considered  its 
responsibility  of  looking  into  investment  retire- 
ment programs  which  would  primarily  provide 
for  (a)  group  annuity  insurance,  (6)  insurance 
death  benefit,  (c)  common  stock  fund,  and 
(d)  to  include  the  self-employed  individuals  tax 
retirement  act  of  1962. 

Previous  programs  considered  were  primarily 
to  take  advantage  of  the  tax  deduction  available 
under  the  “Keogh  Plan.”  Where  employes 
have  to  be  included  in  the  “Keogh  Plan,”  it 
becomes  less  attractive. 

The  Seventh  and  Eighth  District  Branches 
offered  a Keogh  retirement  plan  to  their 
members  during  the  past  year  through  the 
Charles  J.  Sellers  & Co.,  Inc.  agency  of  Buffalo 
and  Rochester,  and  enrollment  was  very  low. 
Therefore,  your  committee  does  not  consider  it 
feasible  to  offer  a plan  on  a district  branch 
level. 

A representative  of  Associated  Group  Pen- 
sions of  the  Continental  Insurance  Company  of  1 
Chicago  met  with  the  committee  at  the  April 
28  and  November  3,  1965,  meetings.  At  the 
April  28,  1965,  meeting,  a proposal  similar 
to  that  previously  presented  to  the  committee 
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for  the  Medical  Society  of  the  State  of  New 
York,  covering  the  basic  benefits  as  outlined 
above,  was  made.  He  pointed  out  that  if  the 
proposed  program  is  offered  on  a broad  basis, 
the  administrative  cost  would  be  materially 
reduced  as  compared  to  an  individual  county 
society  basis. 

At  the  November  3,  1965,  meeting,  the  repre- 
sentative spoke  of  an  investment  program 
combining  a common  stock  fund  and  fixed 
group  annuity.  The  purpose  of  this  plan 
would  be  to  provide  a group  annuity  against 
periods  of  recession,  common  stock  against 
inflation — a fully  flexible  plan.  Also  included 
is  a disability  factor  up  to  $10,000  regardless  of 
medical  history. 

Your  committee  reviewed  Deferred  Com- 
pensation Plans  for  Physicians  participating  in 
nonprofit  medical  care  plans  under  Article 
IX-C  of  the  Insurance  Law  of  New  York  State, 
and  also  reviewed  a letter  of  explanation  from 
the  U.S.  Treasury  Department  of  the  Internal 
Revenue  Service  outlining  the  tax  exemption 
under  a deferred  compensation  plan. 

The  committee  felt  there  is  general  interest 
in  this  program  by  participating  physicians 
and  recommended  to  the  Council  to  consider 
this  program  fully  to  see  if  assurance  of  tax 
deferment  could  be  achieved  and  funds 
adequately  protected. 

Relative  Value  Scale.  The  committee  has 
made  available  to  the  members  of  the  Medical 
Society  of  the  State  of  New  York  a Relative 
Value  Scale  as  adopted  by  the  1965  House  of 
Delegates  and  also  resolution  65-24. 

The  Council  approved  the  first  printing  of 
5,000  copies  and  a proportionate  number  of 
copies  was  sent  to  each  county  society  secretary 
in  September,  1965,  based  on  membership. 
Copies  are  available  to  members  on  request. 
Numerous  requests  have  been  received  for 
copies,  particularly  from  State  and  Federal 
agencies. 

The  Relative  Value  Scale  is  the  culmination 
of  a recommendation  by  the  Economics  Com- 
mittee to  the  Council  of  the  State  Medical 
Society  in  January,  1960,  on  the  feasibility  for  a 
guide  to  improve  fee  schedules. 

The  committee  expresses  its  appreciation  to 
county  medical  societies  and  to  the  consultants 
whose  cooperation  and  contributions  have  made 
this  accomplishment  possible. 

Your  chairman  and  his  committee  feel  this 
has  been  the  greatest  contribution  to  medical 
economics  in  the  State  Society. 

Medicare.  The  Medicare  contract  was 
renewed  as  of  August  1,  1965,  for  a period  of 
one  year. 

Your  chairman  and  members  of  the  committee 
reviewed  approximately  100  Medicare  claims 
which  required  special  consideration  and  recom- 
mendation to  the  Office  for  Dependents’  Medical 
Care  for  authorization.  The  recommendations 
of  your  committee  were  approved  by  the 
Office  for  Dependents’  Medical  Care  without 
exception.  Your  committee  and  George  P. 
Farrell,  administrative  officer,  have  experi- 


enced fine  cooperation  from  Colonel  William 
H.  Hayes,  contracting  officer,  and  his  staff. 

Miscellaneous.  The  committee  reviewed 
a letter  from  Victor  J.  Tofany,  M.D.,  president 
of  the  New  York  State  Society  of  Anesthesi- 
ologists, Inc.,  questioning  whether  or  not  the 
statement  on  the  cover  of  the  1965  Relative 
Value  Scale  is  correct,  which  states  “Adopted 
by  the  House  of  Delegates,  Medical  Society 
of  the  State  of  New  York.”  The  committee 
concurs  it  is  correct.  Dr.  Tofany  called  to  the 
committee’s  attention  that,  in  their  specialty,  a 
Relative  Value  Guide  for  Anesthesia  was  passed 
by  the  House  of  Delegates  of  the  American 
Society  of  Anesthesiologists  in  1962.  This 
schedule,  which  has  been  adopted  by  the 
House  of  Delegates  of  the  New  York  State 
Society  of  Anesthesiologists,  differs  from  the 
Medical  Society  schedule. 

Acknowledgments.  The  members  of  the 
committee  wish  to  recognize  the  conscientious 
and  efficient  assistance  provided  by  Mr. 
George  P.  Farrell  and  the  members  of  his 
staff. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 

Section  18  ( see  269) 

Annual  Report  of  Public  Medical  Care 
Subcommittee 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is 
composed  of  the  following: 

Marcelle  Bernard,  M.D.,  Chairman. . . .Bronx 

Albert  F.  R.  Andresen,  M.D Westchester 

Jason  K.  Moyer,  M.D Broome 

Arthur  H.  Mulligan,  M.D Herkimer 

Philip  R.  Roen,  M.D New  York 

Peter  Birkel,  M.D.,  Adviser Albany 

I.  Jay  Brightman,  M.D.,  Adviser Albany 

Alonzo  S.  Yerby,  M.D.,  Adviser. . New  York 
During  the  past  year  the  subcommittee  has 
considered  and  acted  on  the  following  matters. 

Resolutions.  Resolution  65-8,  adopted  by 
the  1965  House  of  Delegates,  was  introduced 
by  the  Fourth  District  Branch  regarding  “Free 
Choice  of  Physician  for  MAA  Recipients  in 
Teaching  Hospitals.”  Your  subcommittee  feels 
it  was  not  the  intent  or  spirit  of  the  Kerr-Mills 
Law  implemented  by  the  Metcalf-McCloskey 
legislation  that  MAA  recipients  should  be  con- 
sidered as  usual  indigent  welfare  patients  but 
rather  medically  indigent. 

With  the  Public  Law  89-97  becoming  effective 
July  1,  1966,  and  the  New  York  State  Health 
Department  being  the  designated  agency  to 
administer  Title  18  of  the  act  which  pro- 
vides for  persons  age  sixty-five  or  over  a hospital 
insurance  program,  it  also  established  a 
voluntary  federally-administered  medical  insur- 
ance program  to  supplement  the  benefits  under 
the  hospital  program. 

“The  second  medical  part  of  Medicare, 
Title  19,  authorizes  Federal  grants  to  states 


June  1, 1966  / New  York  State  Journal  of  Medicine  1407 


under  a single  matching  formula  for  medical 
assistance  to  all  persons  receiving  public 
assistance  money  payments,  and  for  certain 
other  medically  needy  persons,  including 
those  now  covered  by  Medical  Assistance  for 
the  Aged  (Kerr-Mills).  It  becomes  effective 
on  January  1,  1966,  when  states  will  have  the 
option  of  participating  under  Title  19, 
or  continuing  under  their  existing  plans. 
Each  state  plan  must  provide  for  an  identi- 
fiable unit  for  administering  Title  19  within 
a single  state  agency.” 

The  Governor  has  designated  the  New  York 
State  Department  of  Social  Welfare  as  the 
single  State  agency  to  administer  the  plan  and 
supervise  its  administration,  and  the  New  York 
State  Department  of  Health  as  the  State 
authority  responsible  for  establishing  and 
maintaining  standards  for  private  and  public 
institutions  in  which  recipients  of  medical  as- 
sistance under  this  title  may  receive  care  or 
services. 

The  subcommittee  agreed  in  principle  that 
MAA  recipients  have  the  right  of  free  choice  of 
physician. 

Resolution  65-37,  introduced  by  the  Suffolk 
County  Medical  Society,  “Free  Choice  of 
Physicians  for  Welfare  Patients,”  was  sub- 
stituted by  the  1965  House  of  Delegates  as 
follows: 

“Whereas,  Regulations  of  county  depart- 
ments of  social  welfare  do  in  many  instances 
limit  the  choice  of  physician;  and 

Whereas,  This  procedure  denies  the  right 
of  freedom  of  choice;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  support  of  the 
right  to  freedom  of  choice  of  physician  for  all 
including  welfare  patients.” 

This  was  considered  by  the  subcommittee 
and  it  was  concurred  that  except  for  ophthal- 
mologists, otolaryngologists,  and  pediatricians, 
a general  practitioner  should  be  the  one  to  refer 
cases. 

Miscellaneous.  A letter  from  A.  O.  Riley, 
M.D.,  secretary,  Medical  Staff,  Lakeside  Me- 
morial Hospital,  Brockport,  transmitted  by  the 
Medical  Society  of  the  County  of  Monroe,  Inc., 
was  considered.  It  was  in  regard  to  payments 
for  services  rendered  by  physicians  to  MAA  and 
Monroe  County  welfare  patients  admitted  to 
the  Lakeside  Memorial  Hospital.  Dr.  Riley 
pointed  out  that  there  are  no  interns  or  resi- 
dents at  the  Lakeside  Memorial  Hospital  and 
that  welfare  patients  from  Monroe  County  are 
admitted  as  private  patients  and  medical  and 
surgical  services  are  rendered  by  the  admitting 
staff  members  and  that  there  is  no  fee  for  serv- 
ices paid  to  Monroe  County  physicians. 
However,  some  physicians  caring  for  welfare 
patients  admitted  from  neighboring  counties  are 
paid  for  their  services  by  the  admitting  county 
welfare  department  and  it  was  also  pointed  out 
that  physicians  from  neighboring  counties  who 
admit  patients  on  Monroe  County  welfare  are 
paid  for  their  services. 


The  subcommittee  considered  analogous  situ- 
ations and  it  seems  in  the  absence  of  interns 
and  residents,  the  Welfare  Department  can  pay 
a private  physician  and  that  each  case  would 
have  to  be  solved  on  an  individual  basis,  and 
it  was  agreed  that  the  doctors  should  go  to 
then'  local  authorities  for  redress. 

During  the  past  year,  Dr.  Bernard,  as  chair- 
man of  the  Fee  Schedule  Committee  to  study 
revision  of  Book  V of  the  New  York  State 
Department  of  Social  Welfare,  has  held  three 
meetings.  The  committee  has  agreed  unani- 
mously on  accepting  a standard  nomenclature 
and  coding  and  using  the  relative  value  index 
• — the  same  principle  as  recommended  by  the 
Council  Committee  on  Economics  and  accepted 
by  the  House  of  Delegates  at  its  1965  meeting. 

Peter  Birkel,  M.D.,  of  the  State  Department 
of  Social  Welfare,  stated  that  six  agencies  in 
the  State  have  adopted  the  prior  authorization 
method  for  welfare  recipients  in  using  a monthly 
identification  card.  All  of  them  expressed 
satisfaction  with  this  new  program.  There  are 
changes  now  being  prepared  for  Book  V and 
the  implementation  of  this  plan  will  be  gradual 
and  dependent  upon  the  rapport  of  the  com- 
munity and  local  county  medical  society. 

Acknowledgments.  Your  chairman  wishes 
to  express  her  appreciation  to  the  members  of 
her  subcommittee  for  their  attendance  at  meet- 
ings and  to  Dr.  Birkel,  Dr.  Brightman,  and 
Dr.  Yerby,  as  advisers. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 

Section  19  ( see  271) 

Annual  Report  of  Subcommittee  on  Liaison  with 
Veterans  Administration 

To  The  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  Veterans 
Administration,  of  the  Economics  Committee, 
consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman. . .Erie 

James  L.  Palmer,  M.D Broome 

A communication  to  the  Medical  Society  of 
the  State  of  New  York  was  received  April  23, 
1965,  from  Dr.  S.  A.  Frankenthaler,  clinic  di- 
rector of  the  Veterans  Administration  Regional 
Office,  252  Seventh  Avenue,  New  York,  New 
York,  enclosing  a new  Letter  of  Agreement  for 
continuation  of  the  program  effective  July  1,  1 

1965. 

On  May  6,  1965,  Renato  J.  Azzari,  M.D.,  J 
chair-man  of  the  Board  of  Trustees,  signed  ap- 
proval of  this  agreement. 

Since  the  adoption  of  the  Relative  Value 
Schedule  for  payment  of  physician  services 
effective  July  1,  1965,  there  has  been  only  one 
complaint  brought  to  the  attention  of  your 
chairman. 

After  reviewing  the  complaint  of  the  phy- 
sician, it  was  decided  this  was  apparently  due  to 
a misinterpretation  of  the  schedule  by  the  phy- 
sician. We  are  indebted  to  the  chairman  of  the 
Commission  on  Medical  Services,  George  Him- 


1408  New  York  State  Journal  of  Medicine  / June  1,  1966 


ler,  M.D.,  and  G.  Rehmi  Denton,  M.D.,  chair- 
man of  the  Economics  Committee,  for  their  sup- 
port. 

The  subcommittee  expresses  its  appreciation 
to  Mr.  George  P.  Farrell  for  his  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 

Section  20  ( see  272 ) 

Annual  Report  of  Medical  Care  Insurance 
Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Medical  Care  Insurance  Committee  is 
composed  of  the  following: 

Melvin  S.  Martin,  M.D.,  Chairman . Wyoming 


Robert  W.  Hurd,  M.D Oneida 

Charles  C.  Mangi,  M.D Queens 

Francis  J.  Loperfido,  M.D Bronx 

Theodore  L.  Lytle,  M.D Monroe 

John  D.  Naples,  M.D Erie 

Philip  M.  Standish,  M.D Ontario 

Harry  John  Mellen,  M.D Albany 

George  P.  Farrell,  Adviser New  York 


The  committee  has  held  three  meetings,  on 
January  8,  1965,  May  27,  1965,  and  October  14, 
1965. 

At  the  January  8 meeting,  a letter  of  Novem- 
ber 12,  1964,  addressed  to  George  A.  Burgin, 
M.D.,  president  of  the  Medical  Society  of  the 
State  of  New  York,  by  William  B.  Forsyth, 

M. D.,  president  of  the  Medical  Society  of  the 
County  of  Monroe,  was  referred  to  the  com- 
mittee by  the  Executive  Committee  of  the 
State  Society  for  consideration.  The  letter 
stated  in  part  that  the  Medical  Care  Plans 
Committee  of  the  Monroe  County  Society  had 
been  making  a study  of  medical  care  plans  for 
over  a year  and  were  now  ready  to  recommend 
to  the  Blue  Plans  and  private  insurance  com- 
panies, a program  to  offer  medical  coverage  in 
the  hospital  and  the  physician’s  office,  to  cover 
all  costs  with  a $100  deductible  and  an  80/20 
coinsurance  clause.  The  proposed  plan  was  to 
cover  major  medical  after  basic  coverage. 

The  Monroe  County  Medical  Society  had 
asked  the  State  Medical  Society  to  help  in  the 
following  areas:  To  initiate  legislation  to  permit 
community  rating  and  establish  a public  rela- 
tions program  to  interest  county  societies  in  the 
metropolitan  area. 

Dr.  Forsyth  urged  that  the  State  Medical 
Society  initiate  such  legislation  and  to  include 
anyone  over  sixty-five  at  a previous  group  rate; 
also,  to  urge  local  medical  societies  to  set  up 
comprehensive  medical  care  plans. 

The  committee  considered  Dr.  Forsyth’s 
recommendation  and  it  was  the  feeling  of  the 
committee  that  such  a recommendation  should 
not  be  made  to  the  Council  at  this  time. 

Dr.  Forsyth’s  letter  and  proposal  were  for- 
warded to  New  York  State  Blue  Shield  Plans 
for  comment.  Practically  all  of  the  plans  re- 
sponded, offering  suggestions,  and  Mr.  Harold 

N.  Howell,  chairman  of  the  Conference  of  Blue 
Cross  and  Blue  Shield  Plans,  stated  on  their 


behalf  that  the  matter  would  be  discussed  at  a 
conference  of  plans  at  a later  date. 

Claims  Revised.  The  committee  reviewed 
disputed  accident  insurance  claims  presented  to 
it  through  the  Health  Insurance  Council,  by 
the  Companion  Life  Insurance  Company  of 
New  York. 

The  committee  recommended  that  the  carrier 
be  advised  that  their  liability  should  be  limited 
to  20  per  cent  of  the  charges  and  the  county 
medical  society  so  advised. 

The  committee  also  considered  a claim  pre- 
sented to  it  by  the  John  Hancock  Mutual  Life 
Insurance  Company  requesting  the  review  of  a 
case  and  what  the  liability  of  the  company 
should  be,  due  to  what  they  considered  excessive 
charges.  The  case  was  presented  originally  to 
the  county  medical  society  in  the  county  where 
the  doctor  practiced,  and  it  was  their  opinion  it 
would  be  inappropriate  to  ascertain  a fair  and 
reasonable  fee  because  the  doctor  was  not  a 
member. 

After  discussion,  the  committee  decided  it  was 
not  within  their  province  to  render  an  opinion  to 
the  insurance  company  because  the  doctor  is 
also  not  a member  of  the  Medical  Society  of  the 
State  of  New  York. 

Resolutions.  At  the  May  27,  1965,  meeting 
the  following  resolutions,  referred  by  the  Coun- 
cil, were  considered: 

Resolution  65-49 — “Inclusion  of  Fees  for 
Physiatrists  in  Blue  Shield  Plans.”  The  com- 
mittee recommended  that  the  Medical  Society 
of  the  State  of  New  York  endorse  the  request  of 
the  Section  on  Physical  Medicine  and  Rehabili- 
tation by  recommending  to  Blue  Shield  Plans 
that  they  include  in  their  contracts  services 
rendered  by  physiatrists.  The  Council  at  its 
June  18,  1965,  meeting  passed  the  recommenda- 
tion. All  Blue  Shield  Plans  were  notified  of 
this  action  and  some  responded  that  they  had 
met  with  specialists  involved  and  the  others 
would  be  glad  to  do  so  at  any  time. 

Resolution  65-56 — “Full  Participation  by 
Physicians  in  Blue  Shield  Plans.”  The  com- 
mittee moved  that  the  Medical  Society  of  the 
State  of  New  York  devise  some  effective  means 
to  promote  full  participation  of  all  members  in 
their  local  Blue  Shield  Plans,  thus  avoiding  the 
economic  advantage  of  a small  segment  of 
physicians  over  their  colleagues  and  thereby 
hurting  the  entire  doctor  image.  This  would 
also  avoid  the  weakening  influence  of  non- 
participation with  its  lack  of  fulfillment  of  re- 
sponsibility to  the  public  and  its  lack  of  unity 
on  the  part  of  the  profession  in  facing  its  chal- 
lenge of  preserving  the  private  practice  of 
medicine,  by  increasing  activity  in  the  Partici- 
pating Physicians  Committee  of  all  Plans. 

The  committee  recommended  each  Blue 
Shield  Plan  be  contacted  to  learn  the  percentage 
of  physicians  participating  in  each  plan  and 
that  this  information  be  published  in  the  New 
York  State  Journal  of  Medicine. 

Review  Committees.  Since  our  report  to 
the  1965  House  of  Delegates,  we  are  pleased  to 
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report  that  in  each  district  branch  an  ap- 
propriate committee  has  been  established,  either 
through  the  district  branch  or  one  of  the  larger 
county  societies  within  a district,  which  would 
review  cases  that  a smaller  county  medical 
society  does  not  have  an  appropriate  committee 
to  handle,  and  so  has  requested  the  assistance  of 
the  mechanism  of  the  district  branch,  or  a large 
county  society  within  the  district 

Miscellaneous.  The  committee  considered 
a letter  from  P.  C.  Clark,  M.D.,  chief  of  medi- 
cine of  the  Medina  Memorial  Hospital  medical 
staff,  that  the  hospital  medical  staff  had  been  un- 
able to  decide  whether  or  not  the  taking  and 
interpretation  of  electrocardiograms  is  a hospital 
service,  and  further  stated  that,  under  then- 
present  arrangements,  the  doctors  who  read  the 
electrocardiograms  are  compensated  only  in 
certain  comprehensive  Blue  Shield  Plans;  that 
in  these  cases  the  hospital  bills  Blue  Shield  and 
reimburses  the  doctor  a fixed  sum  for  each  elec- 
trocardiogram he  reads.  Dr.  Clark  stated  it 
was  difficult  for  the  medical  staff  to  decide 
whether  the  problem  was  ethical,  political,  or 
legal  and  requested  advice  and  comments  from 
the  State  Society. 

The  Blue  Shield  Plan  of  Western  New  York 
was  contacted  immediately  inquiring  if  the  Blue 
Shield  made  payments  to  the  Medina  Memorial 
Hospital  for  interpretation  of  electrocardio- 
grams. 

As  the  result  of  the  statement  made  in  Dr. 
Clark’s  letter,  a meeting  of  the  board  of  directors 
of  the  Medina  Memorial  Hospital  was  called  on 
July  20,  1965,  in  order  to  clarify  the  incorrect 
statement  made  in  Dr.  Clark’s  letter 

A letter  has  been  received  from  Mr.  Joseph  M. 
Kerrigan,  executive  vice-president  of  Blue 
Shield  of  Western  New  York,  demanding  a 
retraction  of  the  statement  by  the  Medina 
Memorial  Hospital  and  Dr.  Clark  because  Blue 
Shield  does  not  pay  the  hospital  for  any  hospital 
services. 

A letter  has  been  received,  revoking  the  state- 
ment made  by  Dr.  Clark  in  his  letter  of  June  19, 
1965,  from  Mr.  Edmund  C.  Rosenkrans,  presi- 
dent of  the  board  of  directors  of  Medina 
Memorial  Hospital,  and  also  from  Alan  R. 
Johnson,  M.D.,  secretary  of  the  Medina 
Memorial  Hospital  medical  staff. 

The  committee  considered  also  a letter  from 
Hans  Lowenstein,  M.D.,  president  of  the  medi- 
cal staff  of  Medina  Memorial  Hospital,  also 
asking  for  advice  regarding  arrangements  that 
are  equally  acceptable  from  the  ethical,  legal, 
and  public  relations  viewpoints,  on  billing,  col- 
lecting, and  distributing  payments  for  electro- 
cardiographic services  rendered  to  patients  in 
the  hospital  under  special  consideration  of  such 
insurance  plans  as  the  Western  New  York  Plan 
who  consider  this  service  a medical  service. 

It  was  the  consensus  of  the  committee  that  the 
physician  should  bill  individually  for  services 
which  he  performs  for  a patient  and  this  was  so 
voted. 

Blue  Shield  Plans.  In  considering  the  ap- 
proval of  Blue  Shield  Plans  according  to  the 


Standards,  the  committee  reviewed  reports 
from  all  Blue  Shield  Plans  on  disposition  of 
cases  where  abuses,  duplication  of  claims,  and  so 
forth,  had  occurred  and  voted  approval  of  the 
following  Blue  Shield  Plans:  United  Medical 
Service,  Inc.,  New  York  City;  Blue  Shield  of 
Western  New  York,  Inc.,  Buffalo;  Genesee 
Valley  Medical  Care,  Inc.,  Rochester;  Central 
New  York  Medical  Plan,  Inc.,  Syracuse; 
Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Inc., 
Albany;  and  Chautauqua  Region  Medical 
Service,  Inc.,  Jamestown. 

Acknowledgments.  We  wish  to  thank  the 
officers  of  the  Medical  Society  of  the  State  of 
New  York,  Henry  I.  Fineberg,  M.D.,  executive 
vice-president,  who  has  worked  with  us,  and 
Mr.  Farrell,  who,  as  in  previous  years,  has 
exerted  a mighty  influence  over  our  activities. 

Respectfully  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 

Section  21  ( see  279) 

Annual  Report  of  Committee  on  Workmen’s 
Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and 
of  the  Division  on  Workmen’s  Compensation. 

The  committee  consists  of  the  following 
members: 

Carl  F.  Freese,  M.D.,  Chairman Nassau 

Louis  Cohen,  M.D Schenectady 

Thomas  M.  Flanagan,  M.D Chenango 

George  E.  Froehlich,  M.D Westchester 

Avrom  M.  Greenberg,  M.D Erie 

John  E.  Hammett,  M.D New  York 


Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Robert  F.  McMahon,  M.D Onondaga 

Robert  E.  Wolf,  M.D Monroe 

Robert  Katz,  M.D.,  Director Kings 


The  committee  held  four  meetings  during  the 
period  covered  by  this  report  to  review  recom- 
mendations submitted  by  county  committees, 
specialty  groups,  and  interested  members  for 
the  proposed  revision  of  the  fee  schedule.  The 
proposal  was  transmitted  by  the  president  of 
our  Society  to  the  Chairman  of  the  Workmen’s 
Compensation  Board  in  accordance  with  the 
provisions  of  the  Workmen’s  Compensation  Law 
and  with  a covering  letter  and  graphs  supporting 
our  recommendations  and  in  the  best  interest  of 
compensation  claimants. 

To  clarify  some  unresolved  legal  issues  relating 
to  the  handling  of  special  compensation  cases 
the  committee  invited  Abraham  Markhoff,  Esq.,  I 
president.  New  York  Compensation  Bar  Associ- 
ation, to  one  of  its  meetings.  Mr.  Markhoff 
addressed  himself  especially  to  third-party  cases 
and  urged  thorough  review  of  Section  29  of  the  I 
Workmen’s  Compensation  Law  to  permit 
attending  physicians  to  obtain  payment  of 
their  customary  fees  in  cases  where  the  plaintiff’s 
recovery  is  based  on  the  full  rates  shown  on  the 
physician’s  bill. 
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While  industry  representatives  on  the  Work- 
men’s Compensation  Board’s  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied 
Problems  have  requested  more  time  to  study 
and  comment  on  the  proposed  changes  in  the 
fee  schedule  forwarded  to  them  by  the  Chairman 
of  the  Workmen’s  Compensation  Board,  that 
committee  dealt  with  many  other  problems 
during  its  meetings.  Among  these  were  the 
handling  of  cases  by  the  Special  Funds  Conser- 
vation Committee,  the  obtaining  of  resumes 
from  hospitals  on  compensation  claimants  by 
physicians  not  on  their  staff;  the  wording  of 
Workmen’s  Compensation  Form  MR50  (notice 
of  late  filing)  and  Form  C-313  (request  to  file 
Form  C-4  mailed  to  attending  physician  and 
copy  to  claimant);  the  intrusion  of  hospitals 
into  the  practice  of  medicine;  the  review  of  his 
claims  folder  by  the  claimant  assisted  by  a 
claims  examiner  of  the  Workmen’s  Compensa- 
tion Board;  the  disposition  of  x-ray  plates  and 
the  ensuing  problems  between  physicians  and 
insurance  carriers;  unwarranted  authorization 
of  surgical  appliances  by  a carrier  without  con- 
tacting the  attending  physician  and  without 
the  latter’s  request;  payments  to  physicians 
for  services  rendered  in  their  absence  but  on 
their  advice  by  house  physicians  in  a hospital 
emergency  room;  payments  for  special  electro- 
diagnostic procedures;  direct  supervision  of 
therapy  by  physiatrists;  the  handling  of  third- 
party  cases  under  the  Workmen’s  Compensa- 
tion Law,  and  legislative  issues  under  considera- 
tion in  the  State  Legislature. 

Legislation.  The  committee  recommended 
an  amendment  to  Section  13-a  (5).  No  agree- 
ment could  be  achieved  between  the  different 
versions  of  this  amendment  passed  by  the 
Assembly  and  by  the  Senate  and  it  was  therefore 
not  enacted.  Legislation  to  change  the  status 
of  hospitals  wholly  supported  by  taxation,  to 
commit  medical  criteria  for  disability  determina- 
tion to  writing,  and  the  extension  of  disability 
benefits  to  include  medical  and  hospital  services 
were  considered  by  our  committee  to  be  of  no 
substantial  value  to  claimants.  None  of  them 
was  enacted. 

Of  several  new  enactments  to  the  Workmen’s 
Compensation  Law  during  1965,  only  the  exten- 
sion of  medical  benefits  to  include  optometric 
services,  eyeglasses,  false  teeth,  and  artificial 
eyes,  and  the  ability  of  the  Board  to  award 
payments  pending  determination  of  apportion- 
ment between  two  or  more  carriers  will  be  of 
any  immediate  significance  to  treating  physi- 
cians. 

Education.  Through  the  column  “Work- 
men’s Compensation  News”  in  the  News  of  New 
York  physicians  were  informed  about  “Various 
Special  Funds  Under  the  Workmen’s  Compensa- 
tion Law,”  “Compliance  with  Rule  9 of  the 
Medical  Rules  Promulgated  Under  the  Work- 
men’s Compensation  Law,”  and  “Revised 
Application  Forms  for  Rating  Under  the  Work- 
men’s Compensation  Law.” 

The  Rockland  County  Community  College 
repeated  its  invitation  to  the  director  of  the 


Bureau  of  Workmen’s  Compensation  to  address 
its  class  for  medical  assistants.  The  director 
participated  also  in  a symposium  conducted 
by  the  American  Management  Association 
entitled  “Operating  the  Modern  Medical  De- 
partment.” The  director’s  presentation  dealt 
with  “Supervising  the  Workmen’s  Compensa- 
tion Program.” 

Meetings  and  Liaison.  The  director 
attended  the  annual  meeting  of  the  American 
Academy  of  Compensation  Medicine,  the  annual 
meeting  of  the  American  Medical  Association, 
the  25th  Congress  on  Occupational  Health, 
the  meeting  of  the  New  York  Regional  Society 
of  Plastic  and  Reconstructive  Surgery,  and 
addressed  the  Essex  County  Medical  Society. 
He  also  acted  as  host  to  a group  of  French 
physicians  who  visited  the  headquarters  of  the 
Medical  Society  of  the  State  of  New  York.  He 
held  many  informal  meetings  with  Workmen’s 
Compensation  Board  officials,  and  representa- 
tives of  the  insurance  industry,  labor,  and 
management. 

Arbitration.  Disputed  bills  for  medical 
services  rendered  by  physicians  were  settled 
by  arbitration  and  by  direct  negotiation.  A 
total  of  103  arbitration  sessions  was  held 
throughout  the  State;  73  were  in  the  New  York 
City  area.  The  director,  who  attended  most 
of  these,  assisted  the  numerous  physicians 
appearing  on  their  own  behalf  and  the  physi- 
cians appointed  to  act  as  arbitrators  by  the 
president  of  their  county  medical  society.  A 
total  of  2,316  cases  was  submitted  for  arbitra- 
tion including  bills  adding  up  to  $330,665.80. 
Postponements  delayed  the  settlement  of  238 
cases;  1,621  cases  were  settled  by  arbitration; 
414  were  settled  without  hearing,  and  43  cases 
were  settled  by  direct  negotiation  with  the 
assistance  of  the  Bureau  of  Workmen’s  Com- 
pensation. 

The  committee  wishes  to  express  its  apprecia- 
tion to  the  director  of  the  Division  of  Work- 
men’s Compensation,  Robert  Katz,  M.D., 
and  to  its  administrative  assistant,  Miss  Alice 
E.  Wheeler,  for  their  continued  expert  and 
efficient  handling  of  the  ever-expanding  activi- 
ties of  our  committee. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 

Section  22  ( see  280) 

Annual  Report  of  Committee  on  Industrial  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Industrial  Health  and  of  the 
Division  of  Industrial  Health. 

The  committee  consists  of  the  following 
members: 

Harry  E.  Tebrock,  M.D.,  Chairman.  Queens 


Seymour  Fiske,  M.D New  York 

Nicholas  I.  Klimow,  M.D Chemung 

John  L.  Norris,  M.D Monroe 

Dallas  E.  Billman,  M.D Steuben 
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Norvin  C.  Kiefer,  M.D.,  Adviser.  .New  York 

Robert  Katz,  M.D.,  Director Kings 

The  committee  convened  for  one  formal 
meeting  during  the  period  covered  by  this 
report  and  conducted  a large  part  of  its  activities 
by  correspondence. 

The  committee  devoted  its  efforts  towards 
the  establishment  of  better  rapport  between 
the  profession  at  large  and  physicians  in  occupa- 
tional medicine. 

A survey  of  the  activities  of  industrial  health 
committees  of  the  county  medical  societies  was 
conducted  and  the  returns  were  evaluated. 
The  committee’s  offer  of  assistance  was  accepted 
by  a number  of  county  committees  whose  re- 
quests were  promptly  filled. 

The  committee  kept  informed  about  the 
progress  of  an  industrial  health  facility  which 
has  been  established  at  a community  hospital 
in  New  York  City.  Supported  by  funds  from 
outside  agencies,  the  unit  is  functioning  on  a 
limited  scale  and  offering  plant  surveys  at  no 
expense  to  management.  Further  progress 
will  be  followed  carefully  as  outside  support  is 
withdrawn  and  the  program  is  expected  to 
become  self-sustaining. 

The  members  were  kept  informed  of  proceed- 
ings of  scientific  meetings  attended  by  the 
director  of  the  Division  of  Industrial  Health. 
Included  were  the  meetings  of  the  Section  on 
Occupational  Medicine  of  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.,  the  annual 
meeting  of  the  American  Medical  Association, 
the  25th  Congress  on  Occupational  Health,  the 
Congress  on  Quackery,  and  the  Governor’s 
Committee  for  the  Employment  of  the  Handi- 
capped. 

The  director  was  invited  to  appear  on  an 
American  Management  Association’s  sympo- 
sium entitled  “Operating  the  Modern  Medical 
Department”  and  to  speak  on  certain  aspects  of 
occupational  health.  Many  speakers  stressed 
the  importance  of  actual  visits  to  the  plant  by 
the  industrial  physician  and  the  confidential- 
ness of  medical  records. 

Legislation  affecting  the  practice  of  occupa- 
tional medicine  and  ancillary  services  involved 
was  subjected  to  close  scrutiny  with  support  of 
improvements  where  necessary.  The  commit- 
tee anticipated  increased  activity  in  this  area 
and  acknowledges  the  valuable  assistance  ex- 
tended to  it  by  the  director  of  the  Division  of 
Industrial  Health,  Robert  Katz,  M.D.,  and  his 
administrative  assistant,  Miss  Alice  E.  Wheeler. 

Respectfully  submitted, 

Harry  E.  Tebrock,  M.D.,  Chairman 

Section  23  ( see  281) 

Annual  Report  of  Committee  on  Hospital  and 
Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Hospital  and  Professional  Re- 
lations. 


The  committee  consists  of  the  following 
members: 

Harold  T.  Golden,  M.D.,  Chairman 

Herkimer 

Kenneth  E.  Eckhert,  M.D Erie 

Irving  L.  Ershler,  M.D Onondaga 

August  H.  Groeschel,  M.D New  York 

George  Himler,  M.D New  York 

Charles  R.  Mathews,  M.D Monroe 

Martin  Cherkasky,  M.D.,  Adviser.  . . Bronx 

Herman  E.  Hilleboe,  M.D.,  Adviser 

.New  York 

Jerome  Pollack,  M.D.,  Adviser Kings 

The  committee  met  twice  during  the  year,  to 
date,  and  the  policy  begun  last  year  was  con- 
tinued by  having  the  matching  committees  of 
the  Hospital  Association  of  New  York  State 
and  the  New  York  State  Radiological  Society 
present  at  both  meetings  for  their  advice  and 
concurrence. 

Our  major  consideration  during  the  year  has 
been  a continuation  of  our  study  of  the  rising 
costs  of  hospital  services.  All  items  in  this 
report  will  be  directly  related  to  this  study. 

1.  The  study  of  the  use  of  maternity  beds 
for  “clean”  gynecologic  patients,  plus  the 
study  undertaken  by  the  New  York  State 
Department  of  Health  at  the  instigation  and 
insistence  of  this  committee,  has  been  well 
under  way  for  several  months  with  six  hospitals 
cooperating.  A spokesman  for  the  Department 
informed  your  chairman  early  in  October  that 
the  study  was  going  satisfactorily  with  no 
untoward  results  to  date,  but  that  the  study 
involved  so  few  cases  that  it  would  have  to 
continue  about  a year  before  any  Sanitary  Code 
changes  could  be  justified. 

2.  Both  State  and  national  legislators  have 
now  taken  the  initiative  in  the  improvement  in 
hospital  care — -specifically  in  the  Social  Security 
Act  of  1965  in  Washington  (Medicare)  and  in 
Senate  Introductory  4656  in  Albany  (the  bill 
that  transfers  control  of  hospitals  from  the  New 
York  State  Department  of  Social  Welfare  to  the 
New  York  State  Department  of  Health). 

(а)  The  Medicare  bill  insists  on  accreditation 
for  a hospital  as  well  as  an  active  utilization 
committee  as  the  least  qualification  for  par- 
ticipation. This  should  tend  to  upgrade  hos- 
pital care  in  some  hospitals.  Your  committee 
feels  that  almost  anything  that  improves  the 
care  of  our  patients  is  good  but  we  worry  about 
the  effects  of  government  intervention  in 
establishing  any  improvement  and  enforcing  it. 

(б)  The  New  York  State  law,  which  is  an 
implementation  of  the  Folsom  Report  summary 
and  did  not  even  wait  for  the  publishing  of  the 
full  report,  accomplished  what  the  Medical 
Society  of  the  State  of  New  York  has  long 
wanted,  a transfer  of  hospital  control  to  the 
Department  of  Health  rather  than  the  Depart- 
ment of  Social  Welfare — the  previous  and  rather 
incongruous  system.  However,  the  same  bill 
includes  many  other  controls  that  go  far 
beyond  hospitals,  such  as  changes  in  Blue  Shield 
and  Blue  Cross  and  other  vendors  of  medical 
and  hospital  insurance;  absolute  control  of  all 
medical  facility  construction  (hospitals,  nursing 
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and  convalescent  homes,  and,  if  interpreted 
literally,  even  physicians’  offices).  This  law 
also  insists  on  an  active  utilization  committee 
but  goes  even  further  than  Medicare  in  setting 
up  medical  audits  as  a determination  of  the 
quality  of  medical  care.  Your  Society  is 
cooperating  in  these  audits.  This  law  also 
controls  the  fiscal  auditing  of  all  hospitals  and 
control  of  hospital  billings.  It  suggests  ways 
of  lowering  hospital  costs,  but  your  committee 
feels  that  this  is  a bookkeeping  change  in  costs 
that  will  only  shift  a portion  of  hospital  costs 
into  another  category,  supported  by  the  tax- 
payers. Your  committee  also  insists  that  with 
increasing  social  legislation,  that  is,  minimum 
wage  increases,  regional  health  centers,  and 
so  forth,  hospital  costs  can  only  go  up,  despite 
the  Folsom  Committee  and  your  committee’s 
efforts. 

3.  Your  committee  still  feels  that  there  are  a 
few  fields  left  in  which  hospital  costs  may  be 
diminished. 

(а)  It  would  recommend  that  all  hospitals 
investigate  the  possibility  of  a seven-day 
hospital  week,  including  laboratories,  operating 
and  recovery  rooms,  x-ray  facilities,  and  all 
ancillary  services.  Those  hospitals  which  have 
instituted  this  program  are  enthusiastic  about 
it  (for  example,  Cooper  Hospital,  Camden, 
New  Jersey)  and  report  improved  patient  care 
and  increased  hospital  income. 

(б)  A reassessment  of  patient  “tests”  is  in 
order  to  reduce  these  to  the  minimum  com- 
patible with  good  medical  care  and  this  is  also 
suggested  as  another  study  for  medical  staffs, 
although  it  seems  evident  that  medical  audits 
will  provide  this  solution  probably  by  mandate, 
a decree  we,  as  physicians,  will  all  decry. 

4.  Finally,  this  committee  laments  the  lack  of 
representation  of  practicing  physicians  on  most 
government-sponsored  medical  committees  from 
Presidential  to  congressional  to  State  legislative 
and  hospital  councils.  We  believe  that  medical 
school  professors,  full-time  salaried  physicians, 
and  research  scientists  do  not  know  the  prac- 
tical and  economic  side  of  the  practice  of 
medicine  in  the  manner  that  is  best  for  our 
patients  medically,  economically,  and  socially. 

5.  Your  chairman  wishes  to  thank  his  com- 
mittee and  its  consultants  for  their  long  hours 
of  consideration  of  committee  problems.  He  is 
especially  indebted  to  Charles  M.  Brane,  M.D., 
for  his  inspiring  constant  counseling  and 
assistance.  To  Miss  Alice  Wheeler  and  Miss 
Gretchen  Wunsch  goes  the  appreciation  of 
the  entire  committee  for  then-  many  favors  and 
secretarial  assistance. 

Respectfully  submitted, 

Harold  T.  Golden,  M.D.,  Chairman 

Section  24  ( see  282) 

Annual  Report  of  Special  Committee  on  Labor 
Health  Facilities 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Special 
Committee  on  Labor  Health  Facilities. 


The  committee  consists  of  the  following 
members: 

William  H.  Foege,  M.D.,  Chairman 


New  York 

Theodore  Rosenthal,  M.D New  York 

Louis  Venet,  M.D New  York 


During  the  past  year  this  committee  has  con- 
tinued in  its  efforts  to  establish  a good  working 
relationship  with  organized  labor  in  the  area  of 
health  service.  To  this  end  a letter  was  sent  to 
the  medical  directors  and  business  administra- 
tors of  the  labor  health  centers  who  answered 
our  previous  questionnaire  thanking  them  for 
their  cooperation  and  enclosing  a copy  of  this 
committee’s  annual  report  and  a report  of  the 
favorable  action  of  the  House  of  Delegates  on 
the  recommendations  made  in  the  report.  A 
similar  letter  was  sent  to  the  centers  who  had 
not  answered  the  questionnaire,  which  resulted 
in  several  additional  responses. 

Of  interest  was  an  inquiry  regarding  a chiro- 
practic medical  center  which  was  organized  by 
one  labor  union,  information  regarding  which 
was  obtained  from  another  labor  union.  While 
a chiropractic  medical  center  is  beyond  the  con- 
trol of  this  Society,  the  incident  demonstrates 
that  the  labor  organizations  have  a genuine 
need  for  medical  guidance  in  matters  of  health 
and  emphasizes  the  importance  of  continued 
sincere  effort  to  establish  a rapport  with  labor 
leaders,  particularly  with  those  officials  who 
deal  with  matters  of  health  and  welfare. 

It  is  strongly  urged  therefore  that  all  ques- 
tions regarding  labor  in  relationship  to  medicine 
that  come  before  any  segment  of  this  Society  be 
referred  to  the  Committee  on  Labor  Health 
Facilities,  so  that  the  union  officials  or  their 
representatives  may  become  more  aware  of  the 
availability  of  a committee  which  is  familiar 
with  their  problems  and  which  stands  ready  to 
advise  them  and  help  them  if  this  be  possible, 
and  which  may,  in  turn,  be  able  to  invoke  the 
support  of  organized  labor  in  some  of  the  prob- 
lems which  beset  organized  medicine. 

In  the  coming  year  the  committee  plans  a 
further  questionnaire  to  obtain  supplementary 
statistics,  measuring  the  advance  or  regression  of 
the  activity  of  labor  health  centers,  to  offer  some 
educational  opportunities  to  the  health  center 
staffs  to  help  maintain  or  improve  the  levels  of 
medical  care  offered,  and  again  to  make  every 
effort  to  reinforce  the  spirit  of  cooperation  be- 
tween organized  labor  and  the  Medical  Society 
of  the  State  of  New  York  which  has  been  thus 
far  engendered. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 

Section  25  ( see  283) 

Annual  Report  of  Committee  on  Questions  of  Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Questions  of  Ethics  con- 
sists of  the  following: 

Joseph  G.  Zimring,  M.D.,  Chairman.  .Nassau 


Walter  J.  Clarkson,  Jr.,  M.D Suffolk 

Warren  A.  Lapp,  M.D Kings 
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This  past  year  was  an  active  one  for  our 
committee.  There  were  about  a dozen  letters 
concerning  various  minor  problems  of  ethics 
which  were  resolved  without  too  much  trouble. 
All  questions  concerning  advertising  were  re- 
ferred to  the  local  county  medical  society 
involved  for  solution. 

A letter  regarding  medical  ethics  in  the 
matter  of  a physician  pathologist  running  a 
contract  laboratory  was  answered  in  the  follow- 
ing manner  with  the  approval  of  the  Council: 

“The  Committee  on  Ethics  has  considered 
your  letter  and  cannot  find  any  unethical 
aspect  concerning  the  operation  of  a contract 
laboratory  by  a pathologist.  However,  the 
committee  believes  that  the  College  of  Amer- 
ican Pathologists  should  be  contacted  and  the 
ethical  standards  of  that  organization  should 
be  taken  into  consideration.  Y our  statement, 
‘Obviously,  if  one  is  to  be  allowed  to  compete 
effectively  in  the  private  practice  of  clinical 
pathology,  one  should  not  be  bound  by 
medical  ethics  which  create  a situation  which 
favors  the  development  and  the  success  of 
the  lay  laboratory,’  cannot  be  left  unchal- 
lenged. The  Committee  on  Ethics  feels  that 
the  medical  profession  must  never  reject  med- 
ical ethics  for  any  reason  because,  in  doing  so, 
we  destroy  the  very  foundation  of  our  profes- 
sion. We  do  not  practice  cultism  because 
the  cultists  are  constantly  chipping  away  at 
the  practice  of  medicine.  We  must  at  all 
costs  uphold  the  dignity  and  honesty  of  our 
profession  by  differentiating  right  from 
wrong.” 

In  January,  1965,  the  committee  presented 
to  the  Council  a complaint  received  from  a mem- 
ber in  Erie  County  that  representatives  of  the 
State  Health  Department  and  of  the  Erie 
County  Health  Department,  having  obtained 
permission  to  take  information  from  physicians’ 
records,  had  also  taken  patients’  names  and 
personal  information  regarding  them.  With 
approval  of  the  Council,  the  committee  replied 
by  quoting  the  Regulations  of  the  Commissioner 
of  Education,  Article  II,  section  30,  paragraph  4, 
which  provides  that  information  may  be  sup- 
plied to  a department  of  the  State  government 
“providing  that  such  department  shall,  when 
requesting  such  facts,  data,  or  information, 
notify  the  physician  in  writing  that  such  facts, 
data,  or  information  shall  be  used  only  for 
research  and  study  and  that  their  confidential 
nature  shall  be  maintained.” 

In  April,  the  Medical  Society  of  the  County 
of  Erie  wrote  Dr.  Zimring: 

“We  note  that  Section  206,  subdivision  1, 
paragraph  (J)  of  the  Public  Health  Law, 
under  which  surveys  are  made,  does  not 
specifically  and  clearly  say  that  the  doctor  is 
permitted  to  disclose  the  names  of  patients 
surveyed.  In  absence  of  such  specific  lan- 
guage we  do  not  believe  that  it  can  be  said 
that  the  Legislature  intended  that  physicians 
reveal  the  names  of  patients.  We,  therefore, 
have  taken  the  position  that  in  the  future  no 
surveys  of  physicians’  office  records  involving 


patients’  names  will  be  approved  by  our 
Society  unless  consented  to  by  the  patients 
concerned  or  unless  ordered  by  a court  of 
competent  jurisdiction.” 

The  committee  then  asked  Hollis  S.  Ingraham, 
M.D.,  State  Commissioner  of  Health,  for  the 
present  policy  and  procedures  of  the  New  York 
State  Health  Department  in  such  matters. 

Dr.  Ingraham’s  answer  was  as  follows: 

“The  Erie  County  survey  had  as  its  major 
objective  the  determination  of  the  incidence 
and  prevalence  of  long-term  childhood  diseases 
on  a community-wide  basis.  It  was  necessary 
to  obtain  information  from  outpatient  records 
and  from  records  of  individual  physicians 
because  the  available  information  from  hos- 
pital records  did  not  cover  the  total  childhood 
population.  In  order  to  avoid  duplication  in 
counting,  it  was  necessary  to  obtain  the  name 
and  other  identifying  information.  Section 
206J  of  the  Public  Health  Law  gives  the 
Commissioner  authority  to  make  such  studies 
which  have  for  their  purpose  the  reduction  of 
morbidity  and  mortality,  but  it  also  states 
explicitly  that  ‘Such  information  shall  not  be 
admissible  as  evidence  in  any  action  of  any 
kind  in  any  court  or  before  any  other  tribunal, 
board,  agency,  or  person.’  In  Erie  County, 
in  every  instance  the  specific  permission  of  the 
physician  was  obtained  before  the  family  was 
approached  for  a possible  interview.  I am 
quite  sure  that  much  of  the  concern  of  some 
physicians  in  Buffalo  was  based  on  a mis- 
understanding of  the  nature  of  the  long-term 
disease  study.” 

The  subject  of  “credit  cards”  was  once  more 
brought  to  the  attention  of  the  committee  be- 
cause a booth  in  the  technical  exhibits  had  been 
rented  during  the  last  convention  to  an  organiza- 
tion that  had  not  been  approved  by  either  the 
Medical  Society  of  the  State  of  New  York  or  the 
American  Medical  Association.  This  situation 
was  cleared  by  the  Council,  and  no  booths  are 
ever  to  be  rented  to  unapproved  technical 
exhibits. 

The  “credit  card”  idea  was  discussed  by  the 
Council,  and  it  was  decided  that  the  chairman 
of  the  Committee  on  Ethics  should  appear 
before  a joint  conference  of  the  Judicial  Council 
and  the  Council  on  Medical  Service  of  the 
American  Medical  Association  on  June  18,  1965, 
and  present  the  viewpoint  of  the  Medical  Society 
of  the  State  of  New  York  in  this  matter  as  well 
as  on  the  subject  of  payment  of  physicians  for 
emergency  room  treatment  rendered  by  interns 
or  residents. 

Dr.  Zimring  appeared  before  the  joint  con- 
ference and  on  July  16,  1965,  received  a letter 
from  the  Department  of  Medical  Ethics  of  the 
American  Medical  Association  relevant  to  the 
adoption  of  the  following  statement  by  the 
Judicial  Council  of  the  American  Medical  Asso- 
ciation: 

“The  Council  agreed  that  when  a physician 
assumes  responsibility  for  the  services  ren- 
dered to  a patient  by  a resident  or  intern  the 
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physician  may  ethically  bill  the  patient  for 
services  which  were  performed  under  the 
physician’s  personal  observation,  direction, 
and  supervision.” 

No  agreement  had  yet  been  reached  on 
“credit  card”  payment  for  medical  care. 

During  the  past  year  the  Committee  on 
Questions  of  Ethics  received  several  letters  from 
the  American  Medical  Association  and  the 
Medical  Society  of  the  County  of  Queens  ques- 
tioning the  ethics  of  the  contents  of  various 
letters  received  by  industrial  firms  from  the 
Executive  Health  Examiners  of  New  York  City. 
Examination  of  these  letters  by  the  committee 
revealed  frank  violation  of  the  code  of  medical 
ethics  by  this  group  in  that  they  solicited  pa- 
tients through  advertising.  These  letters,  with 
a recommendation  for  disciplinary  action,  were 
forwarded  to  the  local  county  medical  society 
involved — the  Medical  Society  of  the  County  of 
New  York. 

The  Council  on  September  23,  1965,  referred 
to  our  committee  the  “Policy  Statement  of  the 
Medical  Society  of  the  County  of  New  York  on 
Industrial  Medical  Care,”  for  its  study,  possible 
revision,  and  recommendation  for  its  adoption 
as  the  official  policy  of  the  Medical  Society  of 
the  State  of  New  York. 

The  committee,  after  studying  the  policy 
statement,  revised  it  by  adding  a statement 
explaining  in  more  detail  its  views  on  advertis- 
ing and  asked  the  Council  to  refer  the  amended 
policy  statement  to  the  Committee  on  Industrial 
Health  for  study  and  revisions,  if  necessary,  so 
that  a version  acceptable  to  the  Council  and  to 
both  committees  might  be  presented  to  the 
House  of  Delegates  at  its  meeting  in  February, 
1966,  for  final  approval  as  “Accepted  Standards 
of  Medical  Ethics  for  Industrial  Medical  Care.” 
The  statement,  as  amended  by  the  committee 
and  as  presented  with  a recommendation  that 
it  be  referred  to  the  Committee  on  Industrial 
Health,  is  as  follows: 

“Standards  of  Medical  Ethics  for  Industrial 
Medical  Care 

“Industrial  medicine  over  the  past  fifty  years 
has  played  a major  role  in  effecting  the  remark- 
able reduction  in  the  number  of  injuries  and 
environmental  illnesses  among  the  nation’s 
working  population.  Employers  have  recog- 
nized the  economic  and  morale  values  of  pro- 
grams to  prevent  job-connected  illness  and  in- 
jury. In  addition,  many  have  increased  the 
scope  of  their  programs  to  include  health  main- 
tenance through  periodic  employe  examinations 
for  the  early  detection  of  nonindustrial  illness. 

“The  scope,  objectives,  and  functions  of 
occupational  health  programs  have  been  out- 
lined by  the  Council  on  Occupational  Health  of 
the  American  Medical  Association  and  require 
no  amplification  here.  Their  applicability  to 
plants  having  in-plant  medical  departments,  in 
charge  of  a medical  director,  is  quite  clear. 
However,  there  are  other  types  of  part-time 
medical  services  now  being  offered  to  plants 
wherein  the  application  of  these  basic  principles 


is  less  readily  applicable,  less  well  understood, 
and  less  often  observed.  These  include: 

A.  INDEPENDENT  INDUSTRIAL  CLINICS 

These  clinics  generally  serve  a number  of 

smaller  companies  which  would  not  otherwise 
maintain  such  facilities  and  in  most  cases  pro- 
vide capable  and  thorough  care.  The  policy 
of  the  group  and  the  actions  of  the  individual 
physicians  are  expected  to  conform  to  the 
principles  set  forth  in  this  statement.  The 
solicitation  of  contracts  for  such  medical  care 
from  management  personnel  by  any  person  in 
or  acting  for  the  group  is  not  ethical. 

B.  UNION  HEALTH  GROUPS  (usually  joint 

management-union  trusteeship) 

These  groups  originally  provided  diagnostic 
study  only  of  nonoccupational  disease.  An 
increasing  number  have  now  been  authorized 
to  provide  complete  diagnosis  and  treatment 
for  union  members  and  their  families.  It  is 
urged  that  such  comprehensive  groups  ar- 
range to  provide  adequate  medical  service  at 
all  times  and  not  merely  during  clinic  hours 
since  they  have  assumed  the  role  of  a family 
physician.  It  is,  of  course,  desirable  that 
medical  policy  decisions  remain  in  the  control 
of  physician  administrators. 

C.  HEALTH  EVALUATION  GROUPS — INDEPENDENT 

OR  HOSPITAL  AFFILIATED 

1.  Many  firms  have  arranged  for  a pro- 
gram of  periodic  health  evaluation  of  key 
personnel  by  medical  groups  specializing  in 
this  service.  In  many  cases  the  employe 
must  sign  a prior  authorization  for  release  of 
the  findings  to  the  company.  It  is  desirable, 
and  the  committee  urges,  that,  with  the 
employe’s  consent,  a complete  copy  of  the 
examination  be  provided  to  the  employe’s 
private  physician  and,  equally  important,  to 
the  company’s  medical  officer  if  there  is  one. 
Such  information  should  not  be  released  to 
nonprofessional  management  personnel. 

2.  More  serious,  however,  is  the  increasing 
frequency  with  which  such  groups  refer  pa- 
tients to  specialists  for  treatment  of  diseases 
found  on  such  health  examinations.  This  is 
not  the  proper  function  of  such  a group  and 
should  be  referred  to  the  employe’s  family 
physician. 

3.  Last,  the  active  advertising  or  direct 
solicitation  of  new  contracts  for  such  services 
(whether  by  newspaper  articles,  direct  mail- 
ing, etc.)  is  unethical.  It  cannot  be  con- 
doned, regardless  of  the  status  of  the  indi- 
vidual who  does  so.  Professional  members 
of  such  groups,  whether  full-  or  part-time, 
must  accept  responsibility  for  such  unethical 
conduct. 

(a)  Information  and  publicity  are  strictly 
limited  (1)  to  dignified,  restrained  announce- 
ments to  local  county  medical  societies,  local 
chapters  of  the  Industrial  Medical  Associa- 
tion, to  professional  publications,  and,  on  bona 
fide  request,  to  industry  or  to  patients,  which 
announcements  may  properly  include  the 
names  of  professional  personnel,  types  of  serv- 
ices available,  office  hours,  address  and  tele- 
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phone  number;  (2)  to  personal  contact  by 
doctors  of  medicine  with  their  business  friends 
by  individual  conversation  or  by  personal 
letter;  and/or  (3)  to  such  personal  contact 
with  medical  directors  of  industrial  organiza- 
tions. 

( b ) The  following  described  activities  are 
not  engaged  in:  (1)  mass  salesmanship 

technics  in  office  buildings  by  doctors  of 
medicine  or  by  business  managers,  nurses,  or 
other  nonmedical  personnel  or  representa- 
tives; (2)  mass  or  other  circulation  of  pub- 
licity material  to  industry,  except  as  pro- 
vided in  subparagraph  (1)  of  paragraph  D 
hereof;  (3)  articles  in  lay  publications,  except 
with  the  written  prior  approval  of  the  censors 
of  this  society;  (4)  participation  in  radio  or 
television  programs  without  prior  written 
clearance  and  approval  of  the  censors  of  this 
society;  (5)  direct  solicitation  of  medical 
contracts  with  industries  in  other  cities  other- 
wise than  through  the  local  county  medical 
societies  or  the  medical  directors  of  the  respec- 
tive companies;  and  (6)  the  establishment  or 
continuance  of  affiliated  organizations  or  other 
agencies  under  lay  management  and  the  use 
thereof  for  the  purpose  of  soliciting  industry. 

“Whether  plant  medical  services  are  offered  to 
plants  on  a full-time  or  part-time  basis,  the  same 
primary  aims  of  an  industrial  medical  program, 
as  outlined  by  the  Council  on  Occupational 
Health  of  the  American  Medical  Association, 
should  be  pursued.  It  is  with  a view  to  pointing 
up  these  basic  principles  in  their  application  to 
the  special  types  of  service  indicated  above  that 
the  present  policy  statement  is  presented: 

I.  PRIMARY  AIMS  OF  AN  INDUSTRIAL  MEDICAL 

PROGRAM 

A.  To  facilitate  by  careful  preplacement 
examination  the  proper  placement  of  new 
employes  in  assignments  compatible  with  their 
health. 

B.  To  cooperate  in  the  development  of 
effective  measures  to  prevent  occupational 
disease  and  injury. 

C.  To  provide  for  the  competent  treat- 
ment of  diseases  and  injuries  arising  from  the 
occupational  environment,  when  so  requested 
by  the  employe. 

D.  To  provide  for  emergency  care  of 
serious  nonoccupational  illness  occurring  on 
the  job  until  the  employe  can  be  seen  by  his 
private  physician. 

“In  addition  to  but  secondary  to  those  func- 
tions above,  management  may  wish  to  provide 
for  minor  treatment  of  nonrecurring  nonindus- 
trial illness  to  enable  an  employe  to  complete 
his  work  shift.  Provision  may  also  be  made  for 
periodic  health  evaluation  of  employes  for  the 
early  detection  of  disease. 

II.  RESPONSIBILITIES  OF  THE  INDUSTRIAL 

PHYSICIAN 

1.  The  physician  in  industry  (whether 
full-  or  part-time)  must,  of  course,  maintain 
the  highest  standards  of  professional  ethics 


and  competence  in  the  handling  of  the 
employe  patient. 

2.  He  must  be  alert  to  current  medical 
developments  as  well  as  those  legal,  social, 
and  economic  factors  relating  to  medical  care 
in  industry. 

3.  He  must  insist  on  control  and  complete 
confidentiality  of  all  employes’  medical 
records,  releasing  to  the  employer  or  to  others 
only  such  information  as  the  law  requires. 
In  other  cases  it  might  be  released  only  upon 
written  consent  of  the  employe. 

4.  He  must  supplement,  not  interfere  with 
or  attempt  to  replace,  the  relationship  of  the 
employe  with  his  private  physician. 

5.  He  should  not  use  his  position  in  in- 
dustry to  solicit  employes  or  their  families  to 
become  his  patients  in  his  private  practice. 

“To  summarize,  industrial  medical  care  pro- 
grams which  conform  to  the  principles  outlined 
above  are  essential  to  the  health  and  safety  of 
the  employe  at  work.  In  their  fullest  degree, 
they  supplement  the  patient-family  physician 
relationship  and  together  best  achieve  our  com- 
mon goal — the  continued  good  health  of  the 
individual.” 

In  October  the  following  letter  was  received 
from  the  American  Medical  Association  as  their 
final  disposition  of  the  matter  of  “credit  cards,” 
which  had  been  presented  to  them  at  the  joint 
meeting  of  the  Judicial  Council  and  the  Council 
for  Medical  Service  of  the  American  Medical 
Association  on  Friday,  June  18,  1965: 

“This  is  to  inform  you  that  the  Council  on 
Medical  Service  and  the  Judicial  Council  of 
the  American  Medical  Association  have 
adopted  the  following  opinion  relating  to 
‘Programs  for  Financing  Medical  Care’: 

‘In  1934  the  House  of  Delegates  declared 
that  “One  of  the  strongest  holds  of  the  pro- 
fession on  public  approbation  and  support 
has  been  the  age-old  professional  ideal  of 
medical  service  to  all,  whether  able  to  pay 
or  not.  That  ideal  is  basic  in  our  ethics.” 
‘The  medical  profession  cannot  dictate  to 
patients  how  they  shall  finance  their  medical 
bills.  The  medical  profession  must  oppose 
any  prepayment  or  postpayment  program 
that  might  result  in  advertising  or  solicita- 
tion of  patients  by  physicians,  profit  to  the 
physician  for  other  than  professional  serv- 
ices, exploitation  of  the  patient,  or  un- 
necessary increase  in  the  cost  of  medical 
care. 

‘Any  proposed  program  for  financing  med- 
ical care,  or  parts  of  medical  care,  should  be 
judged  by  the  physician  in  light  of  the  above 
criteria.’ 

“This  opinion  will  be  included  in  a supple- 
mentary report  to  be  presented  to  the  House 
of  Delegates  of  the  Association  at  the  time  of 
the  Clinical  Convention  in  Philadelphia, 
Pennsylvania,  November  28  to  December  1, 
1965. 

H.  Doyl  Taylor.” 
The  Committee  on  Questions  of  Ethics,  after 
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perusal  of  this  letter,  asked  the  Council  to  ap- 
prove the  following  resolution: 

“Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  disapprove 
the  use  of  credit  cards  in  the  payment  of  med- 
ical fees.” 

This  was  passed  by  the  Council  at  its  meeting 
on  November  18,  1965. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Section  26  ( see  21 7) 

Annual  Report  of  Commission  on  Public  Health 
and  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  Health  and  Educa- 
tion has  the  following  membership: 

James  Greenough,  M.D.,  Chairman. . . Otsego 

Wendell  R.  Ames,  M.D Monroe 

Irving  L.  Ershler,  M.D Onondaga 

Norman  Simon,  M.D New  York 

John  D.  Steward,  M.D Erie 

Hollis S.  Ingraham,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Adviser 

Albany 

John  R.  Philp,  M.D.,  Commissioner,  New 
York  City  Department  of  Health,  Adviser 

New  York 

James  E.  Perkins,  M.D.,  Adviser.  .New  York 
At  the  September  23,  1965,  meeting  of  the 
Council  your  chairman  recommended  that  the 
subcommittees  under  the  Council  Committee 
on  Public  Health  and  Education  be  given  more 
standing  by  making  them  committees.  The 
Council  voted  that  this  matter  be  referred  to 
the  executive  vice-president  to  set  up  a mech- 
anism to  accomplish  this  without  any  ambiguity. 

On  October  27,  1965,  at  a meeting  of  the 
Executive  Committee,  the  executive  vice- 
president  reported  his  recommendation  that  a 
Commission  on  Public  Health  and  Education 
be  formed  and  that  all  divisions  of  this  Com- 
mission should  be  committees.  This  new  ar- 
rangement was  approved. 

At  this  time  it  would  seem  right  to  restate 
the  function  of  this  Commission,  as  follows: 

1.  To  arrange  postgraduate  medical  in- 
struction for  the  members  of  the  Society. 

2.  To  act  as  liaison  between  the  Society  and 
the  State  and  City  Departments  of  Health  for 
the  purpose  of  coordinating  the  efforts  of  these 
groups  in  those  fields  of  medical  interest  in 
which  there  is  already  common  agreement  and 
for  resolving  differences  of  opinion,  leading  to 
ultimate  common  action  in  matters  that  ini- 
tially provide  room  for  divergent  viewpoints. 

3.  To  coordinate  the  work  of  its  various 
committees  with  that  of  the  Society  as  a whole 
and  to  present  to  the  Council  and  the  House  of 
Delegates  the  recommendations  of  these  com- 
mittees regarding  matters  of  policy  and  con- 
templated action  in  their  respective  fields  of 
interest.  Following  on  this,  future  action  and 
policy  are  determined  solely  by  action  of  the 
Council  or  the  House  of  Delegates. 


Annual  Meeting.  The  annual  meeting  in 
May  of  the  Commission  and  the  chairmen  of 
its  committees  with  representatives  of  the  New 
York  State  and  City  Health  Departments  was 
notably  successful  this  year.  Thirty-five  per- 
sons attended  the  six-hour  meeting,  which  is 
held  each  year  to  coordinate  the  work  of  the 
various  committees  in  order  to  avoid  duplica- 
tion of  effort  and  to  create  an  opportunity  for 
two  or  more  committees  to  work  together  on 
mutual  problems  or  projects. 

Officers  of  the  State  Medical  Society  present 
were  Waring  Willis,  M.D.,  president,  and  Henry 
I.  Fineberg,  M.D.,  executive  vice-president. 
The  New  York  State  Health  Department  was 
represented  by  Hollis  S.  Ingraham,  M.D., 
commissioner;  Granville  W.  Larimore,  M.D., 
first  deputy  commissioner;  Andrew  C.  Fleck, 
M.D.,  deputy  commissioner,  and  the  directors  of 
the  Department’s  various  bureaus;  the  City 
Health  Department  was  represented  by  Irving 
Starin,  M.D.,  assistant  commissioner,  and 
Harold  Jacobziner,  M.D.,  assistant  commis- 
sioner; Dr.  Leonard  C.  Lang,  associate  com- 
missioner, represented  the  New  York  State 
Department  of  Mental  Hygiene. 

State  Department  of  Health.  As  in 

previous  years,  the  Commission  has  maintained 
a close  liaison  with  the  New  York  State  Depart- 
ment of  Health.  Among  the  programs  spon- 
sored jointly  by  the  Commission  and  the  Health 
Department  are:  the  measles  vaccination 

program;  the  State- wide  immunization  pro- 
gram that  seeks  to  eliminate  tetanus  and  to 
reduce  the  need  for  tetanus  antitoxin;  the  five 
informal  conferences  on  myocardial  infarction 
care  units  being  held  in  various  parts  of  the 
State;  the  conferences  on  the  “Total  Manage- 
ment of  Cardiac  Arrest”  which  have  now  been 
attended  by  representatives  from  200  hospitals 
throughout  the  State;  the  workshop- type 
session  on  “The  Prevention,  the  Management 
of  the  Acute  Phase,  and  the  Rehabilitation  of 
Stroke  Patients”;  the  new  joint  continuation 
education  program;  the  setting  up  of  a pilot 
program  to  teach  the  use  of  the  proctosigmoido- 
scope  to  be  carried  on  under  a grant  to  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation;  and  the  project  to  develop 
a methodology  in  medical  audits  under  the 
direction  of  Malcolm  L.  Crump,  M.D. 

Miscellaneous.  Your  chairman  is  happy 
to  report  that  progress  is  being  made  in  the  estab- 
lishment of  specific  committees  on  the  district 
branch  level,  with  a meeting  of  representa- 
tives of  the  Fifth  and  Sixth  District  Branches 
devoted  to  consideration  of  district  cancer 
committees. 

The  1965  symposium  on  “Forensic  Medicine” 
under  the  direction  of  Milton  Helpern,  M.D., 
chief  medical  examiner  of  New  York  City,  was 
held  July  30  and  31  and  was  attended  by 
35  medical  examiners,  physician-coroners,  and 
forensic  pathologists.  This  third  symposium 
was  enthusiastically  received,  and  we  are  grate- 
ful to  Dr.  Helpern  for  his  continued  cooperation. 
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Representatives  of  the  Committee  on  Mental 
Hygiene  served  on  the  New  York  State  Plan- 
ning Committee  on  Mental  Disorders,  which 
has  published  a seven-volume  report  to  the 
Governor. 

The  New  York  State  Health  Department  and 
Medical  Society  Joint  Continuation  Education 
Program  is  beginning  to  gather  momentum  with 
hospitals  and  other  groups  setting  up  teaching 
sessions  of  not  less  than  two  hours  in  length  and 
with  provision  for  all  attending  to  participate  in 
such  a way  as  demonstration  and  practice  of 
technics,  report  on  reading  assignments,  prep- 
aration and/or  presentation  of  cases  for  dis- 
cussion, laboratory  work,  or  similar  learner- 
centered  activity. 

There  is  a growing  demand  for  What  Goes  On 
which  is  continuing  its  special  assistance  to  the 
physicians  of  the  State  and  of  New  Jersey 
under  the  able  editorship  of  Mrs.  Evelyn  G. 
Clark. 

Your  attention  is  called  to  the  following 
reports  of  the  committees  outlining  their  work 
for  the  past  year. 

Acknowledgments.  My  heartfelt  thanks 
go  to  the  members  of  the  committees  as  well  as 
to  the  members  of  the  parent  Commission  for 
their  cooperation  and  assistance. 

The  work  of  the  Commission  on  Public 
Health  and  Education  could  not  be  accomplished 
without  a great  deal  of  assistance  from  outside 
sources.  We  wish  to  thank  Hollis  S.  Ingraham, 
M.D.,  and  his  staff  at  the  New  York  State 
Department  of  Health;  John  R.  Philp,  M.D., 
and  the  staff  of  the  Health  Department  of  the 
City  of  New  York;  and  Christopher  F.  Ter- 
rence, M.D.,  and  the  staff  of  the  New  York 
State  Department  of  Mental  Hygiene. 

We  also  express  our  sincere  appreciation  to 
Waring  Willis,  M.D.,  president;  Henry  I. 
Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  and  Miss  Doris  K.  Dougherty, 
executive  assistant,  for  their  able  assistance. 
The  Commission  is  indebted  to  Miss  Gretchen 
Wunsch,  executive  assistant  to  the  Commission, 
and  to  Miss  Mollie  Pesikoff  for  their  assistance 
in  carrying  out  many  tasks  and  assignments. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  27  ( see  218) 

Annual  Report  of  Committee  on  Aging  and 
Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Aging 
and  Nursing  Homes  is  as  follows: 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 


Albany 

Peter  S.  Battaglia,  M.D Niagara 

Ben  Albert  Borkow,  M.D Kings 

Lawrence  S.  Kryle,  M.D Nassau 

Margaret  M.  Loder,  M.D Westchester 


Sidney  M.  Samis,  M.D.,  New  York  City 

Department  of  Hospitals,  Adviser 

New  York 

George  M.  Warner,  M.D.,  New  York  State 
Department  of  Health,  Adviser Albany 

The  activities  of  the  Committee  on  Aging  and 
Nursing  Homes  have  increased  greatly  during 
the  past  year  as  a result  of  the  Federal  legisla- 
tion on  Medicare,  as  well  as  other  legislative 
acts.  It  has  become  increasingly  apparent 
that  adequate  medical  care  in  extended  care 
facilities  is  rapidly  becoming  one  of  the  number 
one  problems  facing  American  medicine  and 
the  American  physician. 

The  passage  of  three  pieces  of  legislation 
during  the  last  year  has  had  an  enormous  impact 
on  the  role  of  the  physician  in  care  of  patients 
in  extended  care  facilities,  and  this  committee 
has  been  active  not  only  in  supporting  two  of 
these,  but  has  spent  considerable  time  also 
in  determining  how  the  members  of  the  Medical 
Society  of  the  State  of  New  York  can  best  fulfill 
their  obligations  under  this  new  legislation. 

The  Problem  of  Accreditation  of  Nursing 
Homes.  During  the  past  year,  the  multiplicity 
of  conflicting  programs  for  nursing  homes 
accreditation  has  been  simplified  greatly  due  to 
actions  by  the  American  Medical  Association, 
the  State  of  New  York,  and  the  Federal  govern- 
ment. 

The  American  Medical  Association  has 
approved  the  utilization  of  the  Joint  Com- 
mission on  Hospital  Accreditation  to  supervise 
the  accreditation  of  nursing  homes.  This  was  a 
logical  step,  and  one  in  which  this  committee 
and  the  Medical  Society  of  the  State  of  New 
York  exerted  all  of  their  influence.  There 
seems  little  question  but  that  the  prestige  and 
past  accomplishments  of  the  Joint  Commission 
will  lend  considerable  authority  to  their  activi- 
ties in  the  nursing  home  field. 

State  Legislation.  Legislation  was  passed 
by  the  State  of  New  York  which  transferred  the 
supervision  of  medical  care  in  extended  care 
facilities  from  the  Department  of  Social  Welfare 
to  the  State  Department  of  Health.  This  com- 
mittee and  the  Medical  Society  of  the  State  of 
New  York  were  extremely  active  in  working  for 
the  passage  of  this  legislation  by  testifying  at 
legislative  hearings  and  also  by  representation 
on  the  In  ter- Departmental  Committee  for  the 
Development  of  a Code  for  Nursing  Home 
Accreditation. 

Federal  Legislation.  Third,  and  at  the 
moment,  of  most  importance,  was  the  passage 
of  the  Federal  Medicare  legislation,  which  in- 
cludes some  rather  specific  requirements  for  ex- 
tended care  facilities  which  may  qualify  under 
the  Federal  legislation  for  payment  by  Social  Se- 
curity funds.  The  important  role  of  the  local 
physician  in  implementing  this  legislation  was  an- 
ticipated, and  the  chairman  of  the  committee 
has  spent  considerable  time  working  with  the 
New  York  State  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged,  to  set  up  joint  com- 
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mittees  with  the  hope  that  these  might  be 
officially  designated  to  function  under  the  terms 
of  the  Medicare  bill. 

Specifically,  the  bill  requires  that  a utilization 
committee  be  set  up  to  review  periodically  each 
nursing  home,  and  it  was  felt  that  the  experi- 
ence gained  by  the  members  of  this  committee, 
as  well  as  the  New  York  State  Joint  Council  to 
Improve  the  Health  Care  of  the  Aged,  provided 
an  ideal  background  and  experience  for  this 
type  of  activity.  We  have,  therefore,  en- 
couraged the  formation  and  directed  the 
beginnings  of  a series  of  local  joint  councils, 
which,  among  other  duties,  could  readily  fulfill 
these  requirements  of  the  Medicare  bill.  Since 
this  joint  council  is  made  up  of  representatives 
from  the  Medical  Society  of  the  State  of  New 
York,  through  their  county  societies,  the 
Hospital  Association,  the  Nursing  Home  Opera- 
tors Association,  the  Dental  Society,  the  New 
York  State  Department  of  Health,  the  Depart- 
ment of  Social  Welfare,  and  the  Governor’s 
Office  on  Aging,  these  local  committees  would 
permit  an  unparalleled  opportunity  for  coopera- 
tion between  the  various  professional  agencies 
and  government  agencies  which  will  be  involved 
in  the  administration  of  extended  care  facilities. 

We  hope  that  in  the  near  future  we  will  have  a 
local  joint  council  representing  each  of  the 
district  branches  of  the  Medical  Society  of  the 
State  of  New  York  and  that  these  will  be 
designated  officially  by  the  New  York  State 
Health  Department  as  the  local  group  concerned 
with  the  utilization  committees.  One  such 
group  is  already  formed  in  Schenectady  County, 
and  additional  groups  should  be  in  action  in  the 
near  future. 

The  active  cooperation  of  each  of  the  county 
medical  societies  throughout  the  State  will  be 
required,  and  it  is  hoped  that  each  district 
branch  will  have  at  least  one  representative 
from  the  various  county  medical  societies  who 
will  be  willing  to  serve  on  the  local  joint  council. 

I feel  quite  strongly  that  this  legislation  has 
presented  the  medical  profession  with  an 
opportunity  to  be  of  tremendous  service  to  the 
people  of  New  York  State  by  making  certain 
that  funds  provided  under  the  Federal  Medicare 
bill  will  be  wisely  and  efficiently  utilized. 

Respectfully  submitted, 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 

Section  28  ( see  219) 

Annual  Report  of  Committee  on  Alcoholism  and 
Drug  Abuse 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Alco- 
holism and  Drug  Abuse  is  as  follows: 

Marvin  A.  Block,  M.D.,  Chairman Erie 

William  Antopol,  M.D New  York 

Robert  W.  Baird,  M.D New  York 

Alvin  R.  Yapalater,  M.D Westchester 

Christopher  F.  Terrence,  M.D.,  New  York 
State  Department  of  Mental  Hygiene, 
Adviser Albany 


Granville  W.  Larimore,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

The  Committee  on  Alcoholism  and  Drug 
Abuse,  formerly  the  Committee  on  Addiction 
to  Alcohol  and  Narcotics,  assumed  its  new 
name  by  action  of  the  Council  at  its  meeting 
on  September  26,  1965.  It  was  felt  that  the 
field  of  this  committee  should  be  broadened 
because  of  the  increase  in  the  number  of  in- 
dividuals becoming  addicted  to  drugs  other 
than  narcotics,  such  as  barbiturates,  amphet- 
amines, tranquilizers,  and  a variety  of  other  ma- 
terials, including  airplane  glue  and  lysergic  acid, 
among  others. 

During  the  past  year  this  committee  has 
concerned  itself  mostly  with  the  problems  of 
narcotic  addiction  and  the  steps  which  have  been 
taken  toward  its  alleviation. 

The  committee’s  programs  on  alcoholism 
have  been  carried  out  as  planned.  Stimula- 
tion of  teaching  of  the  subject  in  schools  has 
succeeded.  The  New  York  City  school  system 
has  adequate  teaching  facilities  on  both  al- 
coholism and  narcotics,  and,  in  conjunction 
with  the  State  Department  of  Education,  the 
curriculum  for  teaching  these  subjects  has  pro- 
duced good  texts.  Teaching  in  the  teachers’ 
training  schools  has  been  carried  out  to  some 
extent,  but  could  be  improved. 

Although  the  committee  attempted  to  in- 
terest practicing  physicians  in  the  treatment  of 
narcotic  addiction,  disappointment  was  en- 
countered in  attempting  to  get  individual  physi- 
cians to  seek  instruction.  Two  members  of 
the  committee  who  offered  their  services  for 
such  instruction  received  negligible  responses. 

As  a result  of  the  apathy  encountered,  the 
committee  decided  that  a teaching  symposium 
on  treatment  of  narcotic  addiction  might  stim- 
ulate interest  on  the  part  of  physicians  in  this 
area.  Accordingly,  we  have  proposed  that,  for 
its  annual  meeting,  the  State  Medical  Society 
devote  one-half  day  of  its  1966  program  to  a 
symposium  presenting  the  various  approaches 
to  the  treatment  of  the  narcotic  addict.  A 
joint  meeting  was  held  by  the  Committee  on 
Alcoholism  and  Drug  Abuse  and  the  Commit- 
tee on  Mental  Hygiene  in  a cooperative  effort 
to  draw  up  a program  for  such  a symposium. 
Such  plans  are  now  in  preparation. 

The  committee  wishes  also  to  call  attention 
to  the  suggestion  that  committees  on  alcoholism 
and  drug  abuse,  in  various  areas  of  the  State 
where  it  is  more  feasible,  be  appointed  through 
district  branch  societies  rather  than  county 
societies.  The  committee  wishes  to  go  on 
record  as  favoring  the  treatment  of  addictions 
of  all  kinds  by  medical  means  under  the  direc- 
tion of  physicians,  that  punitive  measures  by 
law  enforcement  officers  be  limited  to  their  legal 
functions,  and  that  treatment  by  physicians  be 
encouraged  without  interference  from  these 
agencies. 

Respectfully  submitted, 

Marvin  A.  Block,  M.D.,  Chairman 
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Section  29  ( see  221) 

Annual  Report  of  Committee  on  Cardiovascular 
Disease 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on 
Cardiovascular  Disease  is  as  follows: 

Marjorie  H.  Greene,  M.D.,  Chairman . Nassau 

Charles  A.  Bertrand,  M.D Westchester 

Irving  L.  Ershler,  M.D Onondaga 

David  G.  Greene,  M.D Erie 

I.  Jay  Brightman,  M.D.,  New  York  State 
Department  of  Health,  Adviser . . . .Albany 

J.  G.  Fred  Hiss,  M.D.,  New  York  State  De- 
partment of  Health,  Adviser Albany 

On  September  26,  1965,  the  Council  approved 
the  changing  of  the  name  of  the  Committee  on 
Heart  Disease  to  the  Committee  on  Cardio- 
vascular Disease  since  this  committee  has 
become  increasingly  active  in  the  field  of 
peripheral  and  cardiovascular  disease. 

For  the  year  1964-1965  the  major  work  of 
the  committee  has  been  divided  between  stroke, 
in  its  various  dimensions,  and  in  helping  with 
the  implementation  of  the  recommendations 
of  the  Second  Conference  on  Cardiovascular 
Disease  held  in  Washington,  in  October,  1964. 
In  addition,  the  program  of  cardiopulmonary 
resuscitation  and  its  continuing  progress  has 
been  of  interest  to  us. 

Early  in  1964  a joint  committee  composed  of 
representatives  of  the  Committee  on  Cardio- 
vascular Disease  of  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  City  and 
New  York  State  Departments  of  Health,  the 
New  York  Heart  Assembly,  the  New  York 
Heart  Association,  and  the  Division  of  Voca- 
tional Rehabilitation  for  the  State  of  New  York 
met  in  combined  committee  to  discuss  plans  for 
improving  the  status  of  stroke  patients  through- 
out the  State  of  New  York.  As  a result  of 
their  work,  a program  was  presented  at  the 
February  meeting  of  the  Medical  Society  of  the 
State  of  New  York.  This  was  a two-day 
meeting,  one  held  with  the  combined  Sections 
on  Internal  Medicine  and  Physical  Medicine 
and  Rehabilitation  of  the  State  Medical  Society, 
and  the  other  for  interested  physicians  and 
paramedical  personnel.  Both  were  outstand- 
ingly successful. 

A follow-up  meeting  of  this  combined  com- 
mittee has  met  to  plan  for  further  future 
progress.  It  was  the  suggestion  of  the  chair- 
man of  the  Committee  on  Cardiovascular 
Disease  that  the  program  presented  in  New  York 
City  be  presented  all  over  the  State  of  New  York 
to  the  various  medical  societies  and  districts. 
The  first  such  program  was  given  in  Nassau 
County  on  May  26,  1965.  The  committee 
will  meet  in  the  near  future  with  the  Com- 
mittee on  Physical  Medicine  and  Rehabilitation 
to  further  plans  for  the  stroke  patient. 

Your  chairman  represented  the  Medical 
Society  of  the  State  of  New  York  at  the  Second 
National  Conference  on  Stroke  in  October,  1964, 
in  Chicago. 

Dr.  Ershler  represented  our  committee  at 


the  Second  Cardiovascular  Disease  Conference 
in  Washington  in  October,  1964.  As  a result 
of  this  conference,  a joint  Cardiovascular 
Disease  Committee  for  the  State  of  New  York 
has  been  formed.  The  membership  of  this 
committee  consists  of  representatives  of  the 
Committee  on  Cardiovascular  Disease  of  the 
Medical  Society  of  the  State  of  New  York,  the 
New  York  Heart  Assembly,  and  the  Heart 
Disease  Bureau  of  the  New  York  State  Depart- 
ment of  Health. 

The  first  meeting  was  held  on  January  14, 
1965,  and  at  that  time  it  was  decided  to  hold  a 
meeting  to  interest  various  representative 
sections  of  the  New  York  State  medical 
population  from  each  of  the  three  organizations 
in  furthering  this  program.  J.  G.  Fred  Hiss, 
M.D.,  director  of  the  Heart  Disease  Bureau  of 
the  New  York  State  Department  of  Health; 
John  Connolly,  executive  director  of  the 
New  York  Heart  Assembly;  and  Marjorie  H. 
Greene,  M.D.,  chairman  of  this  committee, 
met  and  planned  an  all-day  conference  for 
May  12,  1965,  which  was  held  at  the  Health 
Department  Building  in  Albany.  A review  of 
the  Cardiovascular  Disease  Conference  in 
Washington  was  given,  and  then  the  group 
broke  into  various  workshops  and  concluded 
the  day  with  a summary  of  their  findings. 
Based  on  these  findings,  further  programs  will 
be  disseminated  on  cardiovascular  disease 
throughout  the  State. 

Respectfully  submitted, 

Marjorie  H.  Greene,  M.D.,  Chairman 

Section  30  ( see  222) 

Annual  Report  of  Committee  on  Chronic 
Pulmonary  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Chronic  Pulmonary 
Diseases  consists  of  the  following  membership: 


Frederick  Beck,  M.D.,  Chairman Otsego 

Harry  Golembe,  M.D Sullivan 

John  H.  McClement,  M.D New  York 

Carl  Muschenheim,  M.D New  York 


This  committee  has  continued  to  serve  in  an 
advisory  capacity  to  the  Society  and,  as  repre- 
sentatives of  the  Society,  members  have  ap- 
peared at  meetings  of  several  organizations 
working  in  the  field  of  respiratory  disease. 
Such  groups  are  the  Committee  on  Tuberculosis 
and  Respiratory  Disease  of  the  New  York 
State  Tuberculosis  and  Respiratory  Disease 
Association;  the  Advisory  Committee  to  the 
Bureau  of  Chronic  Respiratory  Disease  of  the 
State  Department  of  Health;  and  the  New  York 
State  Inter-Agency  Committee  on  the  Hazards 
of  Smoking.  The  committee  has  had  the 
opportunity  to  review  and  comment  on  ap- 
plications for  Federal  funds  for  research  in 
New  York  State  in  the  field  of  chronic  pul- 
monary disease. 

There  is  continued  interest  in  the  problem  of 
providing  adequate  treatment  facilities  for 
chronic  pulmonary  disease  in  upstate  New 
York.  This  is  a particularly  serious  problem 
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for  the  medically  indigent.  It  is  apparent 
that  the  larger  counties  are  able  to  meet  this 
problem  in  public-supported  hospitals,  but  no 
such  solution  is  possible  in  smaller  counties 
who  do  not  operate  their  own  hospitals.  We 
have  reviewed  with  interest  the  results  of  a 
recent  questionnaire  concerning  diagnostic  and 
treatment  facilities  and  conclude  the  situation 
is  essentially  unchanged  in  the  past  three  years. 

It  is  apparent  that  any  development  and 
competent  use  of  such  facilities  in  local  areas  is 
dependent  on  the  initiative  and  availability  of 
local  medical  personnel.  Although  ample  funds 
are  available  for  fellowships  for  training  in 
pulmonary  disease,  there  is  a shortage  of 
applicants.  We  can  expect  no  expansion  of 
diagnostic  or  treatment  facilities  without  the 
stimulus  of  interested  and  trained  medical 
personnel. 

The  committee  has  continued  to  stimulate 
discussion  regarding  tuberculin  testing  methods 
in  school  surveys,  and  it  is  hoped  that  further 
progress  will  be  made  in  the  next  year  in  the 
formulation  of  acceptable  uniform  procedures. 

We  continue  to  be  interested  in  the  problems 
of  postgraduate  education  and  are  pleased 
with  the  excellent  attendance  at  the  Teaching 
Days  in  Chronic  Pulmonary  Diseases  given  for 
nurses  at  various  localities  in  the  State. 

Respectfully  submitted, 

Frederick  Beck,  M.D.,  Chairman 

Section  31  ( see  223) 

Annual  Report  of  Committee  on  Diseases  of  the 
Eye 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on 
Diseases  of  the  Eye  is  as  follows: 


John  F.  Gipner,  M.D.,  Chairman . . . .Monroe 

James  I.  Farrell,  M.D Oneida 

Byron  Smith,  M.D..  . New  York 

Walter  C.  Mott,  M.D Albany 


Edward  R.  Schlesinger,  M.D.,  New  York 
State  Department  of  Health,  Adviser 

Albany 

At  a meeting  of  the  Commission  on 
Public  Health  and  Education  and  its 
committee  chairmen  with  representatives  of 
the  New  York  State  and  City  Health  Depart- 
ments, held  in  Albany  on  Thursday,  May  27, 
1965,  your  chairman  was  represented  by  Dr. 
Fan-ell,  who  gave  the  following  report: 

The  committee  is  offering  continued 
support  of  glaucoma  detection  clinics  through- 
out the  State  and  is  looking  forward  to  perma- 
nent detection  clinics  run  by  town  and  county 
boards  of  health.  It  is  also  encouraging 
preschool  examinations  held  during  the  summer 
and  conducted  preferably  by  school  nurses  or 
the  local  board  of  health  nurses. 

The  committee  continues  to  offer  support 
to  the  Motor  Vehicle  Bureau  in  any  study  of 
driver  vision  which  the  Bureau  may  wish  to 
initiate,  as  well  as  support  of  the  ancillary  pro- 
fession of  opticianry  in  amending  the  Educa- 


tion Law  to  provide  that  the  ophthalmic  dis- 
penser with  certification  may  fit  contact  lenses 
upon  the  written  prescription  of  the  physician 
and  under  his  direction  but,  not  necessarily, 
personal  presence.  The  physician  should  ex- 
amine the  patient’s  eyes  before  and  after  fitting. 

We  should  also  take  measures  to  halt  the 
continuous  encroachment  of  optometry  in  the 
field  of  ophthalmology,  and  insist  that  if 
optometrists  wish  to  become  true  members  of 
the  health  team,  they  must  qualify  for  this 
status  by  studying  medicine  and  becoming 
medical  specialists. 

Respectfully  submitted, 

John  F.  Gipner,  M.D.,  Chairman 

Section  32  ( see  224) 

Annual  Report  of  Committee  on  Environmental 
Health 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  this  committee  is  as  fol- 
lows: 

Norman  J.  Ashenburg,  M.D.,  Chairman 


Monroe 

Eric  J.  Cassell,  M.D New  York 

David  W.  Fassett,  M.D Monroe 

Morton  L.  Levin,  M.D Erie 


This  committee,  feeling  that  its  area  of 
endeavor  should  not  be  restricted  to  air  and 
water  pollution  but  should  encompass  other 
areas  of  environmental  health  such  as  problems 
of  solid  waste  disposal,  insecticide  contamina- 
tion, and  even  “personal  air  pollution”  (smok- 
ing), recommended  to  the  Council  that  its  title 
be  changed  from  the  Committee  on  Water  and 
Air  Pollution  to  the  Committee  on  Environ- 
mental Health.  (This  committee  will  not  be 
concerned  with  radiation  control.)  The  com- 
mittee recommended  also  that  it  be  enlarged 
with  additional  physicians  who  have  a special 
interest  in  environmental  health  and  with  ad- 
visory members  associated  with  official  agencies 
concerned  with  such  health  problems.  These 
recommendations  have  been  approved  by  the 
Executive  Committee  and  have  been  referred  to 
and  approved  also  by  the  Council. 

At  a meeting  of  the  committee  on  October  8, 
1965,  it  was  agreed  that  physicians  should  as- 
sume a more  active  role  in  environmental  health 
problems  as  members  of  organized  medicine,  as 
physicians,  and  as  private  citizens. 

The  newly-formed  Committee  on  Environ- 
mental Health  plans  to  serve  as  the  official 
representative  group  of  the  State  Medical 
Society  in  matters  of  environmental  health. 
The  committee  will  inform  and  advise  physi- 
cians, legislators,  and  the  public  about  such 
matters  as  the  occasion  demands. 

In  addition,  the  committee  is  attempting  to 
stimulate  activity  and  interest  in  the  area  of 
environmental  health  at  the  district  branch  or 
county  society  level.  In  this  connection,  pre- 
liminary exploration  to  determine  what  is  al- 
ready being  done  at  the  county  society  level  has 
begun.  A letter  has  been  sent  to  the  president 
of  each  county  medical  society  asking  the  follow- 
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ing  questions: 

a.  Does  your  county  medical  society  have 
a committee  on  environmental  health? 

b.  If  not,  would  you  be  interested  in 
organizing  such  a committee? 

c.  Are  there  environmental  health  prob- 
lems in  your  county? 

d.  Do  you  think  it  would  be  more  ap- 
propriate to  form  an  environmental  health 
committee  at  the  district  branch  level  with  a 
representative  from  each  county? 

In  addition  to  answering  these  questions,  the 
presidents  were  invited  to  send  along  recom- 
mendations concerning  the  physician’s  role  in 
environmental  health  and  how  organized  medi- 
cine can  best  function  in  this  area. 

The  committee  is  awaiting  the  report  of  a 
study  by  the  Ad  Hoc  Committee  to  Explore 
All  Aspects  of  the  District  Branches,  under  the 
chairmanship  of  Irving  L.  Ershler,  M.D.,  of 
Syracuse,  as  to  how  the  district  branch  organiza- 
tion of  the  Medical  Society  should  function, 
since  it  is  likely  that  this  would  be  the  best  level 
for  developing  environmental  health  committees 
for  at  least  two  reasons.  Some  county  societies 
are  not  large  enough  to  support  another  com- 
mittee from  the  membership.  Environmental 
health  problems  often  extend  beyond  county 
boundaries,  and  a district  branch  organization 
encompassing  several  counties  would  be  more 
realistic  and  would  still  keep  the  environmental 
health  problem  discussion  at  the  local  level. 

The  committee  recommends  that  physicians 
be  encouraged  to  join  other  disciplines  in  the 
community  concerned  with  environmental 
health  problems.  In  this  manner,  effective 
citizens  committees  will  be  formed  and  can 
serve  a very  useful  purpose  in  many  areas  of 
pollution  control  at  the  local  level.  The  Water 
Resources  Council  of  Monroe  County,  a group 
whose  formation  was  recommended  by  the 
Monroe  County  Medical  Society,  and  the  New 
York  State  Action  for  Clean  Air  Committees  are 
examples  of  such  citizens  committees. 

In  connection  with  legislation,  the  committee 
was  invited  to  testify  before  the  State  of  New 
York  Joint  Legislative  Committee  on  Motor 
Vehicles,  Highway  and  Traffic  Safety  at  a 
hearing  in  New  York  City  on  September  10, 
1965.  Your  chairman  presented  testimony  at 
the  hearing  concerning  the  health  aspects  of 
automotive  exhaust  emissions. 

Regarding  the  “Pure  Waters  Program” 
legislation  that  was  signed  by  the  Governor  on 
May  12,  1965,  this  committee  strongly  endorsed 
the  program  as  essential  to  the  urgent  need  of 
restoring  the  waters  of  the  State.  A letter  was 
sent  to  the  presidents  of  county  medical  societies 
recommending  that  their  groups  give  full  sup- 
port through  their  local  press  and  other  media  of 
communication  to  the  billion  dollar  bond  issue, 
a critical  part  of  the  program  which  went  before 
the  voters  on  November  2.  A copy  of  the  sup- 
porting statement  prepared  by  the  public  health 
committee  of  the  Monroe  County  Medical 
Society  was  included  in  this  mailing. 
Respectfully  submitted, 

Norman  J.  Ashenburg,  M.D.,  Chairman 


Section  33  ( see  225) 

Annual  Report  of  Committee  on  Forensic 
Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic 
Medicine  are  as  follows: 

Milton  Helpern,  M.D.,  Chairman  .New  York 


Richard  Ament,  M.D Erie 

Alfred  A.  Angrist,  M.D Bronx 

John  F.  Devlin,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D.. . .New  York 


This  committee  met  on  April  22,  1965,  and, 
after  considerable  discussion  on  the  subject  of 
the  need  for  improvement  in  official  medico- 
legal investigation  throughout  the  State,  ap- 
proved the  following  recommendations: 

1.  That  an  effective,  high  quality  medical 
examiners’  system  be  established  throughout 
all  the  counties  in  New  York  State  on  a uniform 
basis,  for  which  purpose  the  counties  should  be 
grouped  into  regions  corresponding  to  the 
present  Judicial  Districts,  with  active  co- 
operation and  adequate  and  equitable  financial 
support  of  each  of  the  component  counties,  and 
with  provision  for  the  performance  of  adequate 
postmortem  examinations  by  qualified  forensic 
pathologists  in  the  county  hospital  mortuaries 
and  laboratories  or  other  proper  facility;  that 
in  such  a regional  plan  of  organization  and 
operation  the  counties  within  a given  district 
cooperate  with  each  other  and  with  counties 
in  other  districts  for  the  most  efficient  per- 
formance of  this  important  official  duty. 

2.  That  the  committee  in  conjunction  with 
the  State  Health  Department  draft  a feasible 
bill  establishing  such  a State-wide  regional 
group  county  system  for  presentation  to  the 
State  Medical  Society’s  Committee  on  Leg- 
islation, in  which  the  experience  of  the  Medical 
Examiner’s  Office  in  New  York  City  and  of 
counties  already  employing  a similar  medical 
examiner’s  system  be  used. 

The  following  points  were  considered  in  the 
discussion  of  these  two  recommendations: 

1.  Senate  Bill  Int.  2281 — -Revising  the  law 
pertaining  to  the  responsibility  of  coroners, 
coroners’  physicians,  and  medical  examiners 
to  provide  broader  authority  for  investigation 
into  the  causes  of  many  types  of  sudden,  sus- 
picious, violent,  and  unusual  deaths,  and  out- 
lining in  more  detail  the  responsibility  of  the 
officials  conducting  investigations  into  such 
deaths.  It  was  pointed  out  that  the  intent  of 
this  bill  was  good,  even  though  it  did  not 
eliminate  the  office  of  coroner  and  was  un- 
necessarily cumbersome,  and  did  not  assure  the 
reporting  of  all  deaths  in  which  an  official  in- 
quiry was  indicated  to  an  experienced  person 
in  the  public  interest. 

2.  Senate  Bill  Int.  2282 — This  separate  bill 
in  1963  was  combined  with  what  is  now  Senate 
Bill  Int.  2281,  but  was  separated  from  it  in 
1964  and  1965,  and  in  the  opinion  of  the  com- 
mittee chairman,  Dr.  Helpern,  contains  the 
controversial  and  undesirable  provision  that  a 
person  who  was  likely  to  be  a part  in  a law 
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suit  arising  out  of  a death,  or  a suspect  in  a 
death  resulting  from  criminal  violence,  legally 
had  the  right  to  attend  or  have  his  representa- 
tive attend  the  autopsy.  This  requirement  is 
undesirable  because  it  immediately  places  the 
medical  examiner  or  coroner’s  pathologist  in  a 
position  of  bias  and  makes  an  adversary  out  of 
him  when  in  fact  the  very  purpose  of  the  autopsy 
is  for  the  pathologist  to  determine  whether  or 
not  the  death  is  violent,  and  if  so,  by  what 
means.  The  medical  examiner  must  carry 
out  a disinterested  investigation,  and  his 
autopsy  for  the  first  time  may  establish  or 
disprove  that  death  resulted  from  traumatic 
injury  as  a cause  of  death,  or  the  reverse  with 
an  apparent  violent  death  resulting  from  non- 
violent causes.  Senate  Int.  2282  was  con- 
sidered undesirable  by  a majority  of  the  com- 
mittee who  felt  that  its  passage  would  en- 
courage partisan  interest  in  autopsies. 

3.  That  in  most  counties  throughout  the 
State  and  throughout  the  country,  the  coroner 
who  is  elected  to  office  is  not  required  to  be  a 
physician;  that  those  coroners  who  are  phy- 
sicians are  not  pathologists  and  would  not  be 
required  to  call  on  a qualified  pathologist  to 
assist  them  except  in  certain  chance  situations. 
Senate  Int.  2281  does  not  correct  these  un- 
desirable practices. 

4.  That  coroners,  since  they  are  politically 
elected,  are  interested  usually  in  retaining  their 
places  on  the  ballot  and  in  being  re-elected 
despite  total  lack  of  scientific  or  professional 
qualifications.  The  committee  was  unanimous 
in  its  opinion  that  the  elective  office  of  coroner 
should  be  abolished. 

5.  That  in  New  York  City  any  death  oc- 
curring under  unusual  circumstances  is  report- 
able  to  the  Medical  Examiner’s  Office  for  official 
investigation,  and  so  are  all  deaths  in  which 
traumatic  injury  plays  a causative  role,  even 
though  the  injury  and  its  complications  are  not 
the  sole  cause  of  death. 

6.  The  chairman  expressed  himself  as  feeling 
strongly  that  officially  employed  medical  ex- 
aminers, coroners’  physicians,  and  forensic 
pathologists  should  work  full  time  without  com- 
peting interests. 

Resolutions.  The  committee  considered 
the  desirability  of  changes  in  the  format  of  death 
certificates  to  encourage  and  facilitate  more 
meaningful  certification  of  causes  of  death. 
The  following  resolutions  introduced  into  the 
House  of  Delegates  at  its  meeting  in  February, 
1965,  were  referred  to  this  committee  by  the 
Council. 

65-22 — “Use  of  Death  Certificate  Information 
for  Statistical  Purposes” — That  the  Medical 
Society  of  the  State  of  New  York  encourage  the 
New  York  State  Health  Department  to  study 
this  situation  and  recommend  that  no  death 
certificates  be  used  for  statistical  purposes  unless 
the  listed  cause  of  death  is  corroborated  by  an 
autopsy.  During  a discussion  of  this  resolution 
it  was  pointed  out  this  restriction  is  not  feasible 
or  desirable  in  that  autopsies  are  not  always 
obtainable  and  have  not  always  provided  the 
correct  answer,  and  that  some  nonautopsied 


deaths  in  which  certification  is  based  on  clinical 
findings  and  circumstances  are  satisfactory  for 
inclusion  in  death  certification  statistics. 

65-23 — “Revision  of  Format  of  Death  Certifi- 
cate”— That  the  Medical  Society  of  the  State  of 
New  York  request  the  New  York  State  Depart- 
ment of  Health  to  study  and  revise  the  present 
death  certificate.  The  committee  feels  that 
this  is  desirable  and  also  that  separate  certifi- 
cates be  utilized  for  deaths  coming  under  the 
jurisdiction  of  the  medical  examiner  or  coroner. 

Dr.  Greenough  reported  to  the  committee 
that  the  State  Health  Department  is  interested 
in  having  essential  findings  of  an  autopsy  and 
conclusions  drawn  therefrom  on  the  death 
certificate.  The  New  York  City  death  certifi- 
cate does  in  part  provide  for  this  listing,  but  the 
chairman  pointed  out  that  too  often  the  death 
certificates  are  filled  out  before  the  autopsy  is 
performed  and  the  cause  of  death  so  listed  is  not 
subsequently  amended,  also  that  the  certificate 
gives  the  impression  that  certification  was  based 
on  an  autopsy. 

Symposium.  Your  chairman  is  pleased  to 
report  on  the  success  of  the  Third  Annual 
Forensic  Medicine  Symposium  on  July  30  and 
31,  1965,  held  under  the  auspices  of  the  Medical 
Society  of  the  State  of  New  York,  the  Office  of 
Chief  Medical  Examiner  of  the  City  of  New 
York,  the  New  York  State  Department  of 
Health,  and  the  Department  of  Forensic  Medi- 
cine of  the  New  York  University  Schools  of 
Medicine.  In  addition  to  the  autopsy  demon- 
strations each  morning  the  topics  this  year  in- 
cluded: sudden  natural  death;  identification 

and  other  problems  in  connection  with  burned 
bodies,  submerged  bodies,  dismembered  bodies, 
gunshot  and  stab  wounds,  blunt  force  injuries, 
traumatic  asphyxia,  operating  room  deaths,  un- 
expected infant  deaths,  the  “battered  child” 
syndrome,  abortion,  sex  crimes,  and  other  sub- 
jects. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

Section  34  ( see  226) 

Annual  Report  of  Committee  on  Hard  of  Hearing 
and  the  Deaf 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hard  of  Hearing  and  the 
Deaf  has  the  following  members: 

Karl  W.  Gruppe,  M.D.,  Chairman.  Oneida 

Arthur  J.  Cracovaner,  M.D New  York 

Marshall  Y.  Soldineer,  M.D Erie 

Anne  M.  Bahlke,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . Albany 
Clarence  D.  O’Connor,  Ph.D.,  Lexington 
School  for  the  Deaf,  Adviser.  . . New  York 
Mrs.  Eleanor  C.  Ronnei,  New  York  League 
for  Hard  of  Hearing,  Adviser.  New  York 

1.  Workmen’s  Compensation. 

a.  A basic  misunderstanding  in  the  formula 
of  arriving  at  final  compensation  for  workmen 
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suffering  from  occupational  hearing  loss  has 
been  straightened  out,  apparently  to  the 
satisfaction  of  the  committee  of  consultants 
who  originally  drafted  the  formula. 

b.  Responsibility  of  the  last  employer  for 
total  cumulative  loss  of  hearing  by  noise 
exposure  in  employment  has  in  the  committee’s 
opinion  an  injurious  effect  on  the  employability 
of  individuals  changing  employment  and  suf- 
fering from  a previous  hearing  loss,  whether 
industry-connected  or  military  service-con- 
nected. The  law  does,  of  course,  leave  loop- 
holes, but  they  are  not  sure  loopholes  and  are 
closed,  too,  by  the  passage  of  time.  All  in  all, 
the  inconvenience  of  taking  on  an  employe 
with  a previous  hearing  loss  makes  industry 
hesitant  to  enter  into  such  a contractual 
arrangement,  and  the  committee  has  set  in 
motion  some  inquiries  and  possible  negotiations 
between  industry  and  labor  to  sound  out 
attitudes  as  to  a possible  change. 

2.  Medical  Rehabilitation  Audiogram 
Form.  This  form  has  long  been  out  of  date 
and  over  the  past  few  years  an  attempt  has 
been  made  to  change  it,  but  during  this  past 
year  it  seems  that  the  efforts  will  bear  fruit,  in 
that  this  rehabilitation  department  is  in  the 
process  of  changing  the  form,  and  our  recom- 
mendations have  been  forwarded  to  them.  It  is 
sincerely  hoped  that  these  will  be  taken  into 
account  in  the  new  form. 

3.  New  Audiometric  Standard.  In  the 

past  two  or  three  years  it  has  become  evident 
that  a change-over  will  occur  in  the  base  line 
of  our  standard  audiometry  which  has  for 
several  years  been  based  on  the  American 
Standards  Association  definition  of  zero,  or 
normal  hearing,  to  a new  standard  which  was 
formulated  in  Europe  and  based  on  more 
accurately  tested  normal  individuals.  It  is 
alleged  that  the  new  standard  is  more  realistic 
and,  although  its  adoption  will  result,  we  fear, 
in  years  of  confusion  in  the  interpretation  of 
audiograms,  it  has  been  recognized  as  the  new 
standard,  and  machinery  has  been  set  in  motion 
to  calibrate  all  new  audiometric  measuring 
equipment,  readjusting  the  old  equipment  to 
the  new  standard.  Inasmuch  as  this  obviously 
will  cause  much  confusion,  particularly  in 
industry  and  in  school  audiometry,  it  was 
thought  worth  while  on  the  committee’s  part 
to  check  into  the  Department  of  Education 
as  to  their  feelings  on  the  subject.  This  has 
been  done,  and  through  Dr.  Feichtner’s  office 
we  find  that  very  adequate  plans  are  in  effect 
to  bring  about  this  change-over  in  the  course 
of  the  coming  year.  In  the  meantime  it  is 
felt  that  all  audiograms,  wherever  arrived  at, 
should  be  labeled  as  to  whether  they  are  the 
old  ASA  standard  or  the  new  international  or 
ISO  standard. 

4.  Monetary  Support  of  Various  Educa- 
tional Facilities  and  Appliances.  As  in  the 

past  there  have  been  grievances  in  this  direction 
relative  to  changes  or  withdrawal  of  financial 
support  for  certain  services  which  in  the  past 
had  been  given  to  those  in  need  of  rehabilitation 


relative  to  hearing  or  speech  problems.  It 
seems  responsibilities  have  been  passed  from 
one  department  to  another  and  in  the  change- 
over certain  services  have  wound  up  without 
support.  These  problems  have  been  talked 
back  and  forth  over  the  past  few  years  in  our 
committee,  as  I recall,  and  nothing  seems  to 
come  of  them.  We  would  hope  that  through 
Dr.  Bahlke  of  the  Department  of  Health  that  a 
program  could  be  worked  out  aimed  at  correct- 
ing these  discrepancies. 

One  definite  lack  which  is  experienced  and 
has  been  mentioned  by  several  hearing  centers 
throughout  the  State  is  the  lack  of  State  facility 
for  the  education  of  those  hearing-  and  speech- 
handicapped  individuals  whose  basic  intelli- 
gence level  does  not  quite  suit  them  for  admis- 
sion to  the  private  schools  currently  available, 
which  institutions,  of  course,  have  the  right  to 
pick  and  choose  their  prospective  students. 

It  would  seem  in  this  connection  that  some 
thought  ought  to  be  given  at  the  proper  level 
to  the  establishment  of  such  a school  or  facility, 
preferably  special  classes  in  existing  schools, 
since  the  numbers  fitting  this  category  through- 
out the  State  would  perhaps  not  exceed  more 
than  a few  hundred. 

5.  Resolutions.  The  committee  passed 
the  following  resolutions. 

a.  That  in  the  forthcoming  Medicare  bill 
the  provision  should  be  made  for  supplying 
hearing  aids  to  needy  individuals  over  the  age 
of  sixty-five.  (Through  a recent  up-to-date 
check  it  is  our  understanding  that  hearing  aids, 
dentures,  and  eyeglasses  will  not  be  provided 
by  the  new  Medicare  bill.) 

b.  The  resolution  was  passed,  favoring  the 
restoration  of  State  aid  to  local  school  districts. 
It  was  felt  that  this  restoration  would  alleviate 
some  of  the  current  difficulties  in  the  provision 
of  certain  needed  services. 

Respectfully  submitted, 

Karl  Gruppe,  M.D.,  Chairman 

Section  35  ( see  227) 

Annual  Report  of  Committee  on  Maternal  and 
Child  Welfare 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Maternal 
and  Child  Welfare  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Alfred  E.  Fischer,  M.D New  York 

E.  Jurgen  Plotz,  M.D Albany 

Clyde  L.  Randall,  M.D Erie 

Ferdinand  J.  Schoeneck,  M.D Onondaga 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


The  Committee  on  Maternal  and  Child 
Welfare  has  continued  to  analyze  all  maternal 
deaths  which  occur  in  upstate  New  York. 
These  records,  which  have  been  completed  by 
the  regional  consultants,  are  studied  carefully, 
and  the  essential  data  have  been  placed  on 
punch  cards.  Such  carefully  analyzed  reports 
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can  be  used  by  any  physician  who  requests  the 
statistical  material  for  research  purposes  or 
paper  writing.  There  were  76  maternal  deaths 
in  upstate  New  York  during  the  year  1964 
increasing  the  total  recorded  deaths  to  719. 
It  is  expected  that  summaries  of  the  maternal 
deaths  which  occur  in  New  York  City  will  also 
be  made  available  to  the  committee  soon. 

In  the  New  York  State  Journal  of  Medi- 
cine the  committee  also  has  published  interest- 
ing and  important  articles  describing  various 
unusual  cases  of  death  and  morbidity.  The 
committee  is  grateful  for  the  opportunity  to 
include  articles  submitted  by  several  guest 
writers.  The  list  of  articles  is  as  follows: 

“Virus  Diseases  in  Pregnancy,”  by  E.  Jurgen 
Plotz,  M.D. 

“Maternal  Deaths  Due  to  Fatty  Meta- 
morphosis of  the  Liver,”  by  William  F. 
Finn,  M.D.,  and  S.  Theodore  Horowitz, 
M.D. 

“Current  Problems  of  Maternity  Care,”  by 
Arthur  J.  Lesser,  M.D. 

“Etiologic  Factors  in  Congenital  Anomalies,” 
by  F.  J.  Schoeneck,  M.D. 

“Perinatal  Mortality  Due  to  Abruptio  Pla- 
centa,” by  F.  J.  Schoeneck,  M.D. 

“Infectious  Factors  in  Perinatal  Mortality,” 
by  F.  J.  Schoeneck,  M.D. 

“Perinatal  Mortality  Caused  by  Cord  Com- 
plications,” by  F.  J.  Schoeneck,  M.D. 

“Importance  of  Reporting  Rh  Titers 
Promptly,”  by  F.  J.  Schoeneck,  M.D. 

The  method  used  for  several  years  for  the 
summaries  of  the  maternal  deaths  which  occur 
in  the  districts  of  the  State  is  still  in  effect,  and 
the  committee  is  grateful  for  the  thorough  work 
which  the  district  consultants  have  done  in 
completing  these  records.  Several  changes  are 
being  made  in  appointments  of  the  district 
chairmen.  John  H.  Peterson,  M.D.,  of  East 
Aurora  has  replaced  Francis  Smith,  M.D.,  as 
regional  consultant  in  region  12.  Robert  E. 
Ahem,  M.D.,  of  Binghamton  has  also  been 
appointed  as  regional  consultant  in  region  9, 
replacing  Milton  A.  Carvalho,  M.D.  The 
committee  wishes  to  express  its  gratitude  and 
appreciation  for  the  excellent  job  that  both 
Dr.  Smith  and  Dr.  Carvalho  have  done  in  the 
past. 

A more  efficient  maternal  and  perinatal 
mortality  and  morbidity  program  has  been 
established  in  Suffolk  County  by  the  combined 
effort  of  the  regional  consultants,  Paul  Brinley, 
M.D.,  and  Samuel  Karelitz,  M.D.,  the  health 
officer  and  chairman  of  the  maternal  and  child 
welfare  committee  of  Suffolk  County.  The 
program  may  set  an  example  for  other  districts. 

The  committee  has  been  working  closely 
with  the  Central  New  York  Maternal  and 
Perinatal  Mortality  Study  Committee.  Meet- 
ings have  been  held  in  various  hospitals  in 
districts  7 and  8 for  the  purpose  of  discussion  of 
perinatal  studies  and  establishment  of  perinatal 
mortality  committees.  Twenty-seven  hospitals 
in  these  areas  have  formed  such  committees 
and  records  of  perinatal  mortalities  are  sent  to 
the  Central  Committee  for  analysis  and  re- 


cording on  punch  cards.  A total  of  1,106 
perinatal  mortalities  have  been  analyzed  and 
categorized.  Merton  Hatch,  M.D.,  is  a mem- 
ber of  the  Central  Committee  and  will  continue 
to  meet  with  obstetricians,  pediatricians,  and 
pathologists  in  various  hospitals  in  these  areas 
for  discussion  of  perinatal  mortalities. 

A cooperative  postgraduate  program  be- 
tween the  Maternal  and  Child  Welfare  Com- 
mittee and  district  2 of  the  American  College 
of  Obstetricians  and  Gynecologists  on  obstetrics 
and  gynecology  at  the  district  level  is  being 
discussed  at  the  present  time.  Discussions  have 
been  held  with  Clyde  Randall,  M.D.,  chairman 
of  district  2 of  the  American  College  of  Obste- 
tricians and  Gynecologists,  concerning  such 
arrangements.  All  physicians  in  the  are  would 
be  invited  to  attend.  A meeting  will  be  held 
soon  to  complete  the  arrangements. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Section  36  ( see  228) 

Annual  Report  of  Committee  on  Mental  Hygiene 

To  the  House  of  Delegates,  Gentlemen  : 

Members  of  the  Committee  on  Mental 
Hygiene  are: 

Matthew  Brody,  M.D.,  Chairman Kings 

Frederick  H.  Hesser,  M.D Albany 

Allison  B.  Landolt,  M.D New  York 

Herman  B.  Snow,  M.D Dutchess 

Reginald  R.  Steen,  M.D Nassau 

C.  Douglas  Darling,  M.D. , Adviser 

Tompkins 

Duncan  Whitehead,  M.D.,  Adviser Erie 

Benjamin  J.  Becker,  M.D.,  Adviser. . . .Queens 

Alexander  Levin,  M.D.,  Adviser Kings 

Christopher  F.  Terrence,  M.D.,  New  York 
State  Department  of  Mental  Hygiene, 

Adviser Albany 

Edward  R.  Schlesinger,  M.D., 

New  York  State  Department  of  Health, 

Adviser Albany 

Leonard  C.  Lang,  M.D.,  New  York  State 
Department  of  Mental  Hygiene, 

Adviser Albany 

Marvin  E.  Perkins,  M.D., 

New  York  City  Community  Mental 

Health  Services,  Adviser New  York 

C.  Douglas  Darling,  M.D.,  because  of  the 
pressure  of  his  many  activities,  had  asked  to  be 
relieved  of  the  chairmanship  of  this  committee, 
and  in  his  place  Matthew  Brody,  M.D.,  was 
appointed.  Dr.  Brody  relinquished  the  chair- 
manship of  the  Committee  on  Mental  Health  of 
the  First  District  Branch,  which  was  taken  over 
by  Oscar  Diamond,  M.D.  Dr.  Darling  has 
continued  his  interest  in  our  committee  and  has 
consented  to  remain  on  as  adviser  and  has 
graciously  attended  several  meetings  represent- 
ing the  State  Medical  Society. 

The  committee  met  on  July  6 and  again  on 
September  16,  the  latter  meeting  being  a joint 
one  with  the  Committee  on  Alcoholism  and 
Drug  Abuse. 

Your  committee  supported  the  Bartlett 
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Commission  changes  in  the  McNaghten  Rule 
and  the  abolishment  of  capital  punishment  for 
those  crimes. 

The  New  York  State  Planning  Committee  on 
Mental  Disorders,  which  has  been  working  on  a 
plan  for  a comprehensive  mental  health  and 
mental  retardation  program  for  the  State,  has 
finished  its  work  and  has  submitted  a seven- 
volume  report.  Several  members  of  this  com- 
mittee played  an  active  role  in  its  deliberations. 

Your  committee  has  continued  its  active 
liaison  with  the  State  Department  of  Mental 
Hygiene  and  in  addition  has  appointed  Dr. 
Marvin  E.  Perkins,  chairman  of  the  New  York 
City  Community  Mental  Health  Services,  to  its 
committee  as  an  adviser. 

In  support  of  the  wishes  of  the  American 
Medical  Association  and  the  American  Psy- 
chiatric Association  for  closer  liaison  between 
the  Medical  Society  and  the  Psychiatric  As- 
sociation, the  chairman  of  the  New  York  State 
District  Branches  of  the  American  Psychiatric 
Association,  Benjamin  J.  Becker,  M.D.,  and 
the  vice-chairman,  Alexander  Levine,  M.D., 
have  been  appointed  to  our  committee  as 
advisers.  Conversely,  Dr.  Brody  was  appointed 
adviser  to  the  New  York  State  Branch  of  the 
American  Psychiatric  Association. 

Your  chairman  attended  the  eleventh  annual 
conference  of  the  American  Medical  Association 
and  the  American  Psychiatric  Association  in 
Chicago  on  March  5 and  6 and  the  Congress  on 
Mental  Health  which  was  held  in  New  York 
City  on  October  16,  sponsored  by  the  New  York 
Association  on  Mental  Health,  the  State  Medi- 
cal Society,  and  the  New  York  State  Branches 
of  the  American  Psychiatric  Association. 

Dr.  Darling  will  attend  the  next  A.M.A. 
conference  on  mental  health  which  will  be  held 
in  Chicago  in  December. 

In  response  to  the  committee’s  request,  the 
State  Society  has  agreed  to  join  the  Nassau 
Neuropsychiatric  Society  in  its  law  suit  as 
amicus  curiae. 

The  State  Society  approved  the  publication 
of  a statement  on  unsupervised  lay  psycho- 
therapy in  the  Bulletin  of  the  New  York  State 
District  Branches  of  the  American  Psychiatric 
Association. 

Your  chairman  wishes  to  acknowledge  with 
thanks  the  active  work  in  many  fields  which  has 
been  performed  by  the  members  and  advisers  of 
our  committee  and  for  the  support  which  our 
committee  has  received  from  the  Commission  on 
Public  Health  and  Education  and  the  Legisla- 
tion Committee  of  the  State  Medical  Society, 
from  the  New  York  State  Department  of 
Health,  and  from  the  New  York  City  Health 
Department. 

Your  chairman  suggests  that  the  work  of  this 
committee  could  best  be  augmented  if  each 
county  medical  society  would  appoint  a sub- 
committee on  mental  health  to  its  public  health 
committee. 

Respectfully  submitted, 

Matthew  Brody,  M.D.,  Chairman 


Section  37  ( see  229) 

Annual  Report  of  Committee  on  Physical 
Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Physical  Medicine  and 
Rehabilitation  is  composed  of  the  following 
members: 

Edward  J.  Lorenze,  M.D.,  Chairman 

Westchester 


Alexander  F.  Carson,  M.D Otsego 

George  G.  Deaver,  M.D New  York 

Wilham  H.  Georgi,  M.D Erie 

George  M.  Raus,  M.D.,  Adviser . . . .Onondaga 


Edward  R.  Schlesinger,  M.D.,  New  York 
State  Department  of  Health,  Adviser 
Albany 

The  committee  met  on  April  8,  1965,  to 
formulate  suggestions  for  the  Governor’s  Coun- 
cil on  Rehabilitation’s  “Master  Plan  for  Re- 
habilitation in  New  York  State”  as  requested  in 
a letter  from  the  chairman  of  the  Council. 

The  following  recommendations  were  made: 

1.  That,  since  the  development  of  the  limited 
rehabilitation  service  program  in  Oneonta  ap- 
pears to  be  a satisfactory  pilot  project,  such 
limited  rehabilitation  service  programs  be  ex- 
tended; and  that  the  present  method  of 
choosing  a director  of  such  a service  is  ap- 
propriate under  existing  standards,  but  it  is 
hoped  that  eventually  board-qualified  specialists 
in  physical  medicine  and  rehabilitation  will  be- 
come available  to  fill  these  positions. 

2.  That  steps  be  taken  to  implement  re- 
cruitment of  high  school  and  other  students  for 
training  in  the  paramedical  fields  of  rehabilita- 
tion, such  as  physical  therapists,  occupational 
therapists,  speech  therapists,  social  service 
workers,  clinical  psychologists  (to  work  as  mem- 
bers of  a rehabilitation  team),  and  vocational 
counsellors;  and  that  where  possible  additional 
scholarships  be  made  available  for  such  per- 
sonnel to  help  obtain  full  use  of  teaching 
facilities  in  existing  and  expanded  programs 
within  the  State  and  private  universities. 

3.  That  efforts  be  made  to  have  the  various 
insurance  plans  include  rehabilitation  services 
within  their  coverage,  and  that  insurance  plans, 
covering  medical  services,  should  treat  the 
physiatrist  in  the  same  fashion  they  treat  all 
other  specialists  in  terms  of  admission  of  patients 
and  medical  care  and  should  recognize  the 
physiatrist  as  having  the  full  rights  of  an  attend- 
ing physician. 

4.  That  consideration  be  given  to  methods  of 
providing  long-term  rehabilitation  care  for  those 
individuals  who  are  unable  to  qualify  for  welfare 
aid  and  who  cannot  afford  to  pay  for  it,  and  who 
are  not  eligible  for  other  existing  programs  of 
support,  such  as  that  of  the  Division  of  Voca- 
tional Rehabilitation. 

5.  That  additional  financial  support  be  con- 
sidered to  encourage  the  future  development  of 
primary  and  secondary  centers,  and  that  teach- 
ing primary  comprehensive  rehabilitation  pro- 
grams be  supported  as  the  main  stimulus  to  the 
development  of  such  programs  for  physiatrists 
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and  paramedical  personnel  in  the  rehabilitation 
field. 

6.  That  consideration  be  given  to  an  increase 
in  the  number  of  secondary  center  programs 
throughout  the  State. 

7.  That  further  study  be  made  of  the  type  of 
facilities  or  programs  best  suited  to  the  man- 
agement of  young  adults  with  severe  physical 
handicaps  and  without  mental  retardation. 

8.  That  efforts  be  made  to  study  the  pos- 
sibility of  long-term  care  of  compensation  cases 
in  government-operated  hospitals. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 

Section  38  ( see  230) 

Annual  Report  of  Committee  on  Rural  Medical 
Service 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Rural  Medical  Service 
consists  of  the  following: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

LaVerne  E.  Campbell,  M.D Cayuga 

Thurston  L.  Keese,  M.D Onondaga 

Hugh  McChesney,  M.D Oswego 

Bert  Ellenbogen,  Adviser Tompkins 

James  J.  Quinlivan,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . Albany 


The  committee  formulated  a plan  of  in- 
vestigation whereby  a critical  study  of  the  needs 
for  physicians  throughout  the  State  would  be 
made  in  all  areas  where  communities  have 
stated  such  a shortage  of  physicians  has  existed. 
This  plan  was  approved  by  the  House  of  Dele- 
gates, and  the  study  has  been  proceeding 
steadily.  Each  area  has  been  placed  on  a spot 
map  in  an  attempt  critically  to  locate  the  areas 
and  observe  their  geographic  relationship  to 
a medical  center,  to  hospitals,  and  to  other 
small  cities.  This  map  was  completed  to 
ascertain  whether  areas  in  close  proximity 
to  one  another  could  combine  their  facilities  so 
that  doctors  could  be  located  in  an  area  covering 
several  communities. 

Letters  have  been  written  to  persons  dele- 
gated by  their  communities  to  obtain  a physi- 
cian. These  letters  were  sent  to  obtain  in- 
formation as  to  whether  or  not  physicians  were 
still  needed  in  their  area.  Letters  have  been 
received  by  the  committee,  and  it  seems  that 
areas  previously  seeking  doctors  are  still  without 
coverage.  The  committee  also  has  prepared  an 
application  for  a grant  to  employ  an  investiga- 
tor to  complete  a survey  determining  the  actual 
needs  for  physicians  in  the  State.  This  applica- 
tion has  been  sent  to  several  foundations. 

Plan  of  Study.  The  committee  has  divided 
the  State,  for  the  purpose  of  the  study,  into  the 
component  districts  which  make  up  the  Medical 
Society.  Districts  5 and  6 will  be  surveyed 
first  because  they  have  the  largest  number  of 
communities  needing  a physician  at  this  time. 
These  districts  are  composed  of  18  counties. 


There  is  a total  of  34  communities  where  a 
physician  is  needed. 

The  study  will  include  the  following: 

1.  Interviews  to  seek  advice  from  the  physi- 
cian in  the  area  and  surrounding  communities. 

2.  Interviews  with  the  local  representatives 
explaining  the  purpose  and  method  of  the 
survey. 

3.  Assistance  in  establishing  a local  com- 
mittee for  community  organization. 

4.  Completion  of  the  following  surveys: 

(а)  Trade  and  economic  surveys. 

(б)  Medical  survey  using  200  individuals 
of  the  area  to  complete  questionnaires. 

(c)  Complete  facility  survey,  that  is, 
office  space,  schools,  churches,  and  so  forth. 

(d)  Investigation  of  possible  relationship 
of  physician  to  existing  hospital. 

(e)  Complete  survey  estimating  the 
amount  of  laboratory  work  which  has  been  com- 
pleted in  the  area  during  the  past  year. 

(f)  Complete  investigation  of  nursing 
home  facilities  in  area. 

During  the  past  year  the  chairman  has  par- 
ticipated in  conferences  with  citizens  of  four 
communities  concerning  health  needs  and  has 
attended  the  dedication  of  four  medical  prac- 
tice clinics  established  by  communities  assisted 
by  the  Sears-Roebuck  Foundation.  The  com- 
mittee has  had  conferences  with  many  in- 
dividuals who  are  interested  in  medicine  in 
rural  communities.  Community  surveys  are  in 
the  process  of  being  completed  in  many  areas  of 
the  State  by  the  Sears-Roebuck  Foundation 
assisted  by  the  committee.  The  chairman 
has  also  been  discussing  and  planning,  with  the 
dean  of  the  Upstate  Medical  Center  at  Syra- 
cuse, a program  of  continuing  education  for 
physicians.  The  committee  asks  the  support  of 
the  profession  in  making  the  survey  throughout 
the  State  and  also  would  appreciate  suggestions 
from  all  members  of  the  Medical  Society  con- 
cerning this  important  project. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Section  39  ( see  246) 

Annual  Report  of  District  Branches 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  of  the  Third  Dis- 
trict Branch  met  on  June  26,  1965,  to  plan  the 
arrangements  for  the  combined  annual  meeting 
of  the  Third  and  Fourth  District  Branches. 
The  committee  accepted  with  regret  the  resigna- 
tions of  Marshall  Quandt,  M.D.,  and  Robert 
Shelmandine,  M.D.,  as  first  and  second  vice- 
presidents  and  designated  Samuel  Baer,  M.D., 
of  Troy  as  first  vice-president  and  Robert 
Greenwald,  M.D.,  of  Colbeskill  as  second  vice- 
president  to  fill  these  terms. 

The  annual  meeting  was  held  on  November  6 
at  the  Thruway  Motor  Inn,  Albany,  with  the 
Third  District  Branch  as  host  to  the  Fourth 
District  Branch.  Arrangements  were  made  by 


June  1,  1966  / New  York  State  Journal  of  Medicine  1427 


James  Moore,  M.D.,  and  the  Albany  County 
Medical  Society.  There  were  two  local  mail- 
ings publicizing  this  program  in  addition  to  an 
item  in  the  New  York  State  Journal  of 
Medicine  and  the  mailing  from  the  office  of 
the  State  Medical  Society. 

The  scientific  part  of  the  program  with  Milton 
Helpern,  M.D.,  chief  medical  examiner  of  New 
York  City,  and  Arthur  F.  W.  Peart,  M.D., 
deputy  general  secretary,  Canadian  Medical 
Association,  was  well  received  and  the  attend- 
ance was  exceptionally  good.  This  part  of 
the  meeting  was  accredited  for  three  hours  by 
the  American  Academy  of  General  Practice. 
Also  a complete  success  was  the  dinner  at  which 
James  C.  Appel,  M.D.,  president  of  the  Ameri- 
can Medical  Association,  appeared  as  guest 
speaker. 

At  the  business  meeting  of  the  branch  the 
following  officers  were  elected: 

President — Samuel  Baer,  M.D.,  Rensselaer 

First  Vice-President — James  Moore,  M.D., 
Albany 

Second  Vice-President — Robert  Green  wald, 
M.D.,  Schoharie 

Secretary- Treasurer — F ranees  V osburgh,  M . D . , 
Albany 

Delegate — Charles  Poskanzer,  M.D.,  Albany 

The  seven  counties  unanimously  approved  a 
50  cents  per  capita  assessment  to  bolster  district 
financing  and  to  provide  assistance  for  the  year- 
long operations  and  the  annual  meeting.  With 
the  $400  allowance  from  the  State  Medical 
Society,  operating  finances  will  be  more  realistic. 

Also  approved  was  a plan  to  have  annual 
meeting  arrangements  and  programs  the  re- 
sponsibility of  the  county  units  in  alphabetic 
order.  It  was  agreed  that  meetings  do  not 
necessarily  have  to  be  held  in  the  county  plan- 
ning the  program.  This  decision  was  reached 
because  of  geographic  considerations.  Since 
the  agreement  is  to  have  combined  meetings  of 
the  Third  and  Fourth  District  Branches  with 
alternate  year  responsibilities,  the  Third  Dis- 
trict Branch  will  be  the  guest  of  the  Fourth  in 
1966  and  in  1967  the  Columbia  County  Medical 
Society  will  be  in  charge  of  the  program  and 
arrangements. 

Respectfully  submitted, 

Henry  J.  Noerling,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Official  business  for  the  Sixth  District  Branch 
began  on  Thursday,  February  25,  1965,  at  the 
Sheraton  Inn,  Binghamton,  with  a joint  meeting 
of  the  Sixth  District  Branch  executive  com- 
mittee and  members  of  the  Communications 
Division  of  the  Medical  Society  of  the  State  of 
New  York.  At  this  meeting  plans  were  made 
for  a pilot  public  relations  institute  on  a district 
level  with  a view  to  better  communications 
between  the  State  Medical  Society  head- 
quarters and  the  component  county  societies. 
Topics  dealing  with  external  public  relations, 
such  as  “Career  Counseling,”  “Health  Fairs,” 


“Speakers  Bureaus,”  and  so  on,  were  to  be 
discussed  in  a round-table  type  of  discussion. 
Other  subjects,  such  as  “Mediation  Com- 
mittees,” “Citizenship  Responsibilities,”  “De- 
veloping Good  Media  Relations,”  and  so  on, 
were  assigned  to  various  members  of  the  com- 
ponent societies  who  had  had  experience  in 
each  of  these  fields.  Each  was  asked  to  speak 
briefly  on  this  subject  to  be  followed  by  a round- 
table discussion.  A luncheon  speaker  was  also 
to  be  obtained.  The  date  of  this  meeting  was 
set  to  be  Wednesday,  April  21,  1965,  at  the 
Sheraton  Inn,  Binghamton,  and  an  all-day  pro- 
gram was  planned. 

On  April  8,  1965,  there  was  a joint  meeting  of 
the  Fifth  and  Sixth  District  Branches  executive 
committees  to  make  plans  for  our  annual  joint 
meeting  at  the  Sagamore  Inn,  Bolton  Landing, 
Lake  George,  on  September  10,  11,  and  12. 
Lists  of  dignitaries  to  be  invited,  possible 
speakers  to  contact,  plans  for  the  golf  tourna- 
ment, and  the  costs  were  all  looked  into,  and 
through  the  ensuing  months  these  plans  were 
completed. 

In  accordance  with  the  plan  the  Sixth  Dis- 
trict Branch  held  the  first  pilot  public  relations 
institute  at  the  Sheraton  Inn,  Binghamton,  on 
Wednesday,  April  21.  This  all-day  workshop 
was  well  attended  by  interested  members  of  the 
component  county  societies,  the  public  relations 
committee  chairmen  and  their  committee 
members,  executive  secretaries,  members  of  the 
State  Society,  and  interested  visitors  from  other 
district  branches.  The  work  accomplished 
during  this  enjoyable  and  informative  day  was 
written  up  in  the  June,  1965,  issue  of  News  of 
New  York  and  summation  of  the  topics  dis- 
cussed are  listed  there. 

One  of  the  most  gratifying  results  was  the 
open  discussion  of  problems  of  the  various  socie- 
ties and  the  methods  of  correcting  an  annoying 
situation  in  one  county  that  was  solved  quite 
easily  in  a specific  manner  in  another  county. 
Many  of  us  went  back  to  our  county  societies 
with  suggestions  for  some  of  our  public  relations 
“illnesses.”  Our  meeting  was  further  enhanced 
by  the  luncheon  speaker,  George  R.  Dunham, 
the  general  manager  of  WNBF-TV  station  in 
Binghamton.  His  remarks  on  “The  Physician 
and  the  Public”  were  as  forthright  and  scholarly 
as  this  writer  has  ever  heard.  We  felt  this 
“teach  in”  was  of  great  value  and  strongly  urge 
other  district  branches  to  give  it  a try. 

On  September  10  the  Fifth  and  Sixth  Dis- 
trict Branches  began  their  fourth  three-day 
annual  meeting,  this  time  at  the  Sagamore 
Hotel,  Bolton  Landing,  Lake  George.  The 
host  this  year  was  the  Fifth  District  Branch. 
These  meetings  begin  on  the  afternoon  of  the 
first  day  with  a meeting  of  the  delegates  to  the 
House  of  Delegates  from  each  county  society, 
our  district  branch  delegates,  past  State  Society 
officers,  and  other  State  officials  in  our  two 
districts.  This  gives  us  an  occasion  to  meet 
and  discuss  current  and  anticipated  legislation, 
to  be  followed  by  another  meeting  before  the 
annual  State  Society  meeting. 

The  morning  of  the  second  day  is  programmed 
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for  our  scientific  session  which  this  year  was  a 
lecture  and  discussion  given  by  Frederic  N. 
Silverman,  M.D.,  of  Cincinnati,  Ohio,  on 
“Urinary  Tract  Infection  in  Children.”  Dr. 
Silverman’s  talk,  dealing  primarily  with  roent- 
gen findings  in  these  infections,  brought  us  all 
up  to  date  on  the  newer  aspects  of  recognizing 
and  dealing  with  this  common  pediatric  prob- 
lem. 

The  district  branches  then  have  their  in- 
dividual business  meetings  and  the  items 
brought  up  by  the  Sixth  District  Branch  this 
year  included  a review  by  the  president  of  the 
work  done  the  past  year — the  setting  up  of  a 
district  branch  mediation  committee  composed 
of  the  presidents  of  each  component  county 
society  and  subcommittees  to  review  minor 
complaints,  the  committee  to  convene  at  the 
request  of  the  district  branch  president  on 
receipt  of  a request  from  a county  society.  A 
revision  of  the  bylaws  which  bring  our  geo- 
graphic limits  into  more  modern  and  accurate 
lines  and  the  setting  up  of  a cancer  committee 
on  a district  branch  level  to  help  the  county 
societies  where  membership  is  so  small  was 
approved. 

To  continue  assistance  to  the  Student  A.M.A. 
program  at  the  Upstate  Medical  Center  at 
Syracuse  was  approved  as  was  the  proposal  to 
submit  two  resolutions  to  the  House  of  Dele- 
gates as  a joint  submission  from  our  two  dis- 
trict branches,  one  dealing  with  the  formation 
of  a Bureau  of  Planning  and  Research  by  the 
State  Society,  and  the  other  a recommendation 
that  the  two  district  branches  support  the  find- 
ings and  recommendations  of  the  special  State 
Society  committee  now  looking  into  the  matter 
of  establishing  a new  headquarters  office  for  our 
State  Society. 

Also  at  this  business  meeting  a new  group  of 
officers  was  elected  for  a two-year  term.  These 
are  as  follows: 

President — Hugh  Black,  M.D.,  Chenango 

First  Vice-President — Henry  Marshall,  M.D., 
Chemung 

Second  Vice-President — Jason  Moyer,  M.D., 
Broome 

Secretary — Charles  A.  Ashley,  M.D.,  Otsego 

Treasurer — Paul  M.  DeLuca,  M.D.,  Broome 

Delegate — Norman  Lyster,  M.D.,  Chenango 

The  banquet  that  evening  was  enjoyed  by  all, 
and  we  were  most  fortunate  to  have  Mr.  Lewis 
A.  Miller  of  Oradell,  New  Jersey,  the  executive 
editor  of  Medical  Economics,  explain  to  us  in  a 
most  informative  manner  how  the  nation-wide 
surveys  of  medical  problems  are  done  in  his 
most  popular  magazine.  The  afternoon  had 
been  spent  in  sports,  cruises  on  the  lake,  and 
motoring  into  the  surrounding  hills. 

Sunday  morning  saw  a goodly  number  turn 
out  for  our  favorite  scientific  speaker,  Milton 
Helpern,  M.D.,  chief  medical  examiner  of  the 
City  of  New  York,  who,  as  usual,  gave  us  a 
better  insight  into  the  use  of  good  pathologic 
investigation  in  cases  of  criminal  and  natural 
deaths. 

At  the  present  time  the  district  branch  is 
making  plans  for  the  formation  of  its  cancer 


committee.  The  possibility  of  a medical  audit 
committee  on  a district  branch  level  to  audit  the 
professional  work  done  in  the  hospitals  within 
its  confines  has  been  suggested.  Especially  is 
this  timely  in  view  of  the  national  health  plan’s 
requirements  that  will  be  put  into  effect  within  a 
year.  It  seems  that,  at  least  in  our  rural  area, 
the  work  that  could  be  accomplished  on  a dis- 
trict branch  level  is  only  now  beginning  to  make 
itself  apparent. 

Respectfully  submitted, 

George  G.  McCauley,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

During  the  last  year,  the  Seventh  District 
Branch  has  become  increasingly  aware  of  its 
responsibility  to  participate  actively  in  every 
aspect  of  the  total  health  care  picture  as  it 
affects  the  practicing  physician. 

With  regionalization  established  by  law  and 
the  broadening  influence  of  legislation,  the 
present  district  or  a revised  district,  to  co- 
incide with  the  area  covered  by  the  Rochester 
Regional  Hospital  Council,  begins  to  emerge 
as  an  important  force  concerned  with  the  inter- 
relationship of  hospitals,  physicians,  and  pa- 
tients, to  provide  the  highest  quality  of  medical 
care  in  an  efficient  and  economic  manner. 

Deliberations  of  the  district  branch  revealed 
the  need  for  increased  physician  participation 
on  the  committees  of  the  planning  groups. 
Patient  care  planning  councils  have  been  estab- 
lished in  three  areas  of  the  district  branch. 
This  led  to  serious  discussion  of  the  medical 
conference  of  the  Rochester  Regional  Hospital 
Council  and  the  submission  of  a resolution  to 
the  Council  as  follows: 

Whereas,  The  Rochester  Regional  Hos- 
pital Council  is  concerned  with  the  well  being 
of  the  populace  in  the  11  counties  served  by 
it;  and 

Whereas,  The  Council  recognizes  that  a 
great  deal  of  the  responsibility  for  the  health 
care  is  under  the  direct  supervision  of  the 
practicing  physician;  and 

Whereas,  The  medical  conference  is  in- 
tended to  coordinate  its  efforts  with  the 
Council,  both  in  an  advisory  capacity  and  also 
representative  on  its  executive  committee; 
and 

Whereas,  The  activities  of  the  medical 
conference  are  best  coordinated  by  a medical 
director,  a member  of  the  medical  profession; 
now  therefore  be  it  hereby 

Resolved,  That  the  position  of  medical 
director  of  the  Regional  Council  be  directly 
responsible  to  the  medical  conference  and  to 
the  executive  committee  and  council  and  not 
responsible  to  a lay  administrator;  and  be  it 
further 

Resolved,  That  the  medical  conference  ac- 
cept in  its  membership  representatives  from 
each  of  the  county  medical  societies  in  order 
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to  increase  the  number  of  practicing  physi- 
cians participating  in  its  important  activities; 
and  be  it  further 

Resolved,  That  the  executive  committee 
and  Council  add  to  its  membership  a repre- 
sentative from  the  Seventh  District  Branch 
of  the  Medical  Society  of  the  State  of  New 
York. 

The  need  for  a stronger  voice  of  medicine  in 
councils  where  the  future  of  medical  practice, 
particularly  as  related  to  hospital  care,  is  being 
established,  cannot  be  overemphasized. 

After  due  study  by  a committee,  the  counties 
of  the  Seventh  District  Branch  formed  a griev- 
ance committee  and  an  insurance  review  com- 
mittee at  the  annual  meeting  on  September  18, 
1965.  The  permanently  established  committees 
of  the  Monroe  County  Medical  Society  will 
act  on  any  matters  of  this  type  with  physicians 
from  the  interested  county  societies  participa- 
ting to  discuss  any  problems  in  this  area.  A 
district  branch  cancer  committee  is  being 
established. 

Considerable  time  was  spent  discussing  the 
neonatal  study  and  medical  audit  which  is  being 
jointly  conducted  by  the  Medical  Society  of  the 
State  of  New  York  and  the  State  Health  De- 
partment under  the  auspices  of  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation.  This  is  an  effort  to  establish 
methodology  for  scientifically  valid  medical 
audits  and  will  be  reported  as  an  educational 
program  to  the  hospitals  in  the  area.  Utiliza- 
tion review  was  studied  thoroughly.  With  the 
passage  of  the  “Folsom  Bill,”  now  Chapter  795 
of  the  Laws  of  1965,  obtainable  from  the  clerk 
of  the  Senate,  Albany,  as  Intro.  4656,  Print 
5970,  and,  of  course,  Medicare,  this  area  of 
concern  will  have  tremendous  import  for  the 
medical  profession. 

This  area  of  the  State  has  been  studying 
some  of  the  provisions  of  the  law,  which,  in 
brief— 

Transfers  authority  over  construction  and 
operation  of  hospitals  from  the  Department 
of  Social  Welfare  to  the  Department  of 
Health; 

Requires  prior  approval  of  the  Com- 
missioner of  Health  for  the  construction  of  a 
hospital  and  substantial  alterations  or  im- 
provements in  building  or  equipment; 

Grants  the  Commissioner  of  Health  author- 
ity to  advise  the  superintendents  of  insurance 
as  to  whether  proposed  health  insurance  rate 
schedules  for  hospitals  are  reasonably  related 
to  the  cost  of  such  services; 

Authorizes  health  insurance  carriers  to 
furnish  both  medical  expense  indemnity  and 
hospital  service  benefits  under  one  contract, 
and  extends  hospital  service  coverage  to 
include  outpatient  care  and  preadmission 
procedures.  Cooperation  and  careful  scru- 
tiny in  implementation  will  be  of  the  essence. 

The  joint  caucus  with  the  Eighth  District 
Branch  held  at  the  time  of  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York 
has  continued  to  improve  with  a forum  and  a 


series  of  meetings  conducive  to  the  best  interests 
of  the  physicians  of  this  area. 

The  affairs  of  both  the  Seventh  and  Eighth 
District  Branches  culminated  in  the  annual 
meeting  held  at  Grossingers,  from  September  16 
through  19,  1965.  At  this  time  two  programs 
were  presented,  one  on  “What’s  New  in 
Trauma”  with  an  excellent  panel  from  the 
University  of  Rochester  School  of  Medicine 
and  the  other  entitled  “Government  in  Medi- 
cine,” both  outstanding  and  well  attended. 

The  panel  for  “What’s  New  in  Trauma”  were 
the  following: 

“Soft  Tissue” — J.  Raymond  Hinshaw,  M.D., 
associate  professor  of  surgery;  “Neurosurgical 
Advances” — Joseph  V.  McDonald,  M.D.,  assist- 
ant professor  in  neurosurgery;  “The  Hand” — 
Harold  W.  Bales,  Jr.,  M.D.,  senior  instructor 
in  plastic  surgery;  “Orthopedics”- — Franklin  T. 
Hoagland,  M.D.,  senior  instructor  in  orthopedic 
surgery. 

The  panel  for  “Government  in  Medicine” 
were  the  following: 

“The  Department  of  Health  and  the  Physi- 
cian”— Hollis  S.  Ingraham,  M.D.,  Com- 
missioner, Department  of  Health,  State  of  New 
York;  “The  Folsom  Committee  Report  to 
Governor  Rockefeller  on  Hospital  Costs” — 
Mr.  Marion  B.  Folsom,  former  Secretary, 
Department  of  Health,  Education,  and  Welfare; 
“Federal  Government  in  Medicine” — Edward 
R.  Annis,  M.D.,  past-president,  American  Medi- 
cal Association. 

At  this  meeting  the  following  officers  were 
elected  for  the  1965-1967  term: 

President — Vincent  I.  Bonafede,  M.D., 
Livingston 

First  Vice-President — M.  Edgerton  Deuel, 
M.D.,  Ontario 

Second  Vice-President — Lynn  R.  Callin,  M.D., 
Monroe 

Treasurer — Milton  Tully,  M.D.,  Steuben 

Secretary — David  L.  Koch,  M.D.,  Seneca 

Past- President — Joseph  J.  Kaufman,  M.D., 
Wayne 

Delegate — Charles  M.  Smith,  M.D.,  Seneca 

My  two-year  term  as  president  of  the  Seventh 
District  Branch  has  been  a most  interesting 
and  educational  experience.  During  this  period 
there  have  been  many  changes  in  legislation 
with  legislators  invading  the  area  of  medical 
care.  As  physicians,  it  will  be  incumbent  on 
us  to  become  more  involved  with  the  agencies 
and  planners  who  seek  to  bring  medical  care 
to  all.  In  the  process,  we  must  guard  carefully 
our  professional  integrity  and  the  quality  of 
medical  care.  In  view  of  the  developments  in 
the  legislative  field,  I feel  it  is  most  urgent  that 
district  branches  become  regionally  oriented,  to 
view  the  area  picture  in  toto,  to  improve 
communication  and  represent  effectively  those 
interests  which  are  nearest  our  hearts. 

I would  like  to  take  this  opportunity  to  thank 
the  officers  of  the  Seventh  District  Branch  and 
its  county  medical  societies,  Mr.  Donald  Irish, 
executive  secretary,  and  his  staff;  Mr.  Harry 
Dexter,  regional  representative,  and  the  Medical 
Society  of  the  State  of  New  York,  for  then-  fine 
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cooperation  and  sincere  devotion  to  the  best 
interests  of  our  patients,  for  whom  we  are 
greatly  concerned. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Eighth  District 
Branch  was  held  September  18,  1965,  at  Gros- 
singers,  in  combination  with  the  annual  meeting 
of  the  Seventh  District  Branch. 

The  president  of  the  Eighth  District  Branch 
introduced  and  moderated  a panel  on  “Govern- 
ment in  Medicine.”  Distinguished  participants 
included  Mr.  Marion  B.  Folsom,  former  Secre- 
tary, U.S.  Department  of  Health,  Education, 
and  Welfare,  who  spoke  on  “The  Folsom  Com- 
mittee Report  to  Governor  Rockefeller  on 
Hospital  Costs”;  Hollis  S.  Ingraham,  M.D., 
Commissioner  of  the  Department  of  Health, 
State  of  New  York,  whose  topic  was  “The 
Department  of  Health  and  The  Physician”; 
and  Edward  R.  Annis,  M.D.,  past-president, 
American  Medical  Association,  who  talked 
about  “The  Federal  Government  in  Medicine.” 
Members  of  the  Eighth  District  Branch  were 
privileged  to  be  guests  at  the  scientific  session 
of  the  Seventh  District  Branch.  The  sym- 
posium, “What’s  New  in  Trauma?”  was  moder- 
ated by  Harold  W.  Bales,  Jr.,  M.D.,  University 
of  Rochester  School  of  Medicine.  Panelists 
included  J.  Raymond  Hinshaw,  M.D.,  on  “Soft 
Tissue”;  Joseph  V.  McDonald,  M.D.,  on 
“Neurosurgical  Advances”;  the  moderator 
spoke  on  “The  Hand”;  and  Franklin  T.  Hoag- 
lund,  M.D.,  on  “Orthopedics.”  All  the  speakers 
were  from  the  University  of  Rochester  School  of 
Medicine  and  Dentistry. 

The  results  of  the  biannual  election  of  officers 
are  as  follows: 

Immediate  Past-President — John  D.  Naples, 
M.D.,  Erie 

Delegate — John  D.  Naples,  M.D.,  Erie 
President — John  T.  Donovan,  Jr.,  M.D., 
Niagara 

President-Elect — Paul  A.  Burgeson,  M.D., 
Wyoming 

Secretary — Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Treasurer — Thomas  S.  Bumbalo,  M.D.,  Erie 

A suggestion  that  the  bylaws  of  the  district 
branch  be  amended  to  provide  that  the  officers 
of  the  branch  shall  serve  for  one  year  instead  of 
two  years  as  is  presently  provided  for  was 
tabled  since  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  states 
that  “Each  district  branch  shall  elect  a president 
for  two  years  and  a district  delegate  to  the 
House  of  Delegates  for  two  years.”  It  would 
be  necessary  first  to  amend  the  Bylaws  of  the 
State  Medical  Society  before  the  district  branch 
bylaws  could  be  amended  and  remain  in  con- 
formity with  the  State  Medical  Society  Bylaws. 


At  the  annual  banquet  at  the  close  of  the 
combined  meeting  310  physicians,  wives,  and 
guests  were  present  to  hear  the  distinguished 
speaker,  the  president  of  the  Medical  Society 
of  the  State  of  New  York,  Waring  Willis,  M.D. 
The  district  branches  were  also  privileged  to 
have  Mrs.  Willis  and  Henry  I.  Fineberg,  M.D., 
executive  vice-president  of  the  State  Medical 
Society,  as  guests  of  honor. 

Earlier  in  the  year  a dinner  meeting  with 
area  legislators  was  held  at  the  Charter  House 
Motel  in  Buffalo  where  legislative  activity  was 
reviewed  and  considerable  exchange  of  informa- 
tion ensued. 

On  Thursday,  September  30,  1965,  the  Eighth 
District  Branch  was  privileged  to  be  invited  to 
the  third  regional  conference  sponsored  by  the 
Public  Relations  Committee  and  the  Com- 
mission on  Public  and  Professional  Affairs  of 
the  Medical  Society  of  the  State  of  New  York, 
at  Victor.  Knowledgeable  speakers  from  the 
State  Health  Department  spoke  on  “The 
Quantity  and  Quality  of  Medical  Care”  and 
much  discussion  ensued  regarding  the  current 
problems  of  medicine. 

From  time  to  time  throughout  the  year  dele- 
gates from  the  Seventh  and  Eighth  District 
Branches  have  met  in  preparation  for  their 
duties  at  the  forthcoming  annual  meeting  of  the 
State  Medical  Society  in  February,  1966. 

As  my  term  of  office  comes  to  a close  I wish 
to  acknowledge  the  continued  support  of  district 
branch  activity  by  the  House  of  Delegates,  by 
the  officers  and  staff  of  the  Medical  Society  of 
the  State  of  New  York,  the  State  Society 
regional  representative,  and  our  own  county 
medical  society  staff  assistance. 

Respectfully  submitted, 

John  D.  Naples,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Ninth  District 
Branch  was  held  in  the  Presidential  Suite  of  the 
Americana,  New  York  City,  on  February  15, 
1965,  at  5:15  p.m. 

Frank  Ciancimino,  M.D.,  presided  and  called 
the  meeting  to  order.  The  delegates  of  the 
Ninth  District  Branch  and  the  following  officers 
were  in  attendance:  Eugene  Lusardi,  M.D., 
Putnam,  first  vice-president;  Arthur  H.  Died- 
rick,  M.D.,  Westchester,  second  vice-president; 
Sidney  Miller,  M.D.,  Dutchess,  secretary. 

The  minutes  of  the  previous  meeting  were 
presented  and  accepted  as  read. 

Dr.  Ciancimino  reported  on  the  study  that  is 
taking  place  regarding  the  regional  concept, 
and  he  called  on  George  T.  C.  Way,  M.D., 
Dutchess,  to  inform  the  members  present  of  the 
committee  work  that  is  being  done  in  this 
direction.  Dr.  Way  elucidated  on  his  reference 
committee  report,  which  can  be  found  in  the 
June  1,  1965,  New  York  State  Journal  of 
Medicine,  page  1571,  on  district  branches. 
Dr.  Way  made  us  aware  of  the  fact  that  there 
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are  joint  meetings  held  by  combined  districts 
and  that  the  full  potential  of  the  district  branch 
level  has  not  been  realized.  He  recommended 
increasing  the  amount  of  State  Society  par- 
ticipation through  the  district  branches  and 
regional  conferences  with  training  workshops 
for  those  active  in  the  lower  echelons  of  or- 
ganized medicine  within  the  State. 

Michael  P.  Lefkowitz,  M.D.,  Rockland,  was 
elected  treasurer  of  the  Ninth  District  Branch, 
and  in  accordance  with  the  bylaws  each  officer 
moved  to  the  next  higher  office,  as  follows: 

President — Eugene  Lusardi,  M.D.,  Putnam 

First  Vice-President — Arthur  H.  Diedrick, 
M.D.,  Westchester 

Second  Vice-President — Sidney  Miller,  M.D., 
Dutchess 

Secretary — Irving  Weiner,  M.D.,  Orange 

The  meeting  was  honored  by  the  attendance 
of  Waring  Willis,  M.D.,  president  of  the  Medical 
Society  of  the  State  of  New  York,  who  reported 
on  reference  committee  actions.  He  informed 
the  members  that  the  public  health  required 
the  Health  Department  to  set  up  utilization 
committees  in  hospitals.  There  will  be  con- 
ducted a regional  study  within  the  State  Society 
to  determine  the  methods  of  implementing  an 
audit  analysis  of  hospital  bed  utilization  and 
costs.  The  hospitals  will  conduct  the  audit, 
but  the  methodology  should  come  from  the 
county  level  of  the  Medical  Society  of  the  State 
of  New  York. 

Henry  I.  Fineberg,  M.D.,  the  State  Society 
executive  vice-president,  was  present,  and  made 
informative  remarks  covering  the  immediate 
problems  that  will  come  up  to  the  Society, 
particularly  in  regard  to  the  Medicare  bill. 

Dr.  Ciancimino  then  turned  over  the  chair 
to  the  incoming  president,  Eugene  Lusardi, 
M.D. 

There  was  no  new  business,  and  Dr.  Lusardi 
adjourned  the  meeting  at  6:30  p.m. 

Respectfully  submitted, 

Sidney  N.  Miller,  M.D.,  Secretary 

Section  40  ( see  254 ) 

Annual  Report  of  Committee  on  Nursing 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Nursing 
is  as  follows: 

Vincent  J.  Tesoriero,  M.D.,  Chairman.  Kings 


Frank  C.  Nichols,  M.D Nassau 

Charles  M.  Smith,  M.D Seneca 


The  name  of  this  committee  was  changed,  at 
its  request,  from  the  Committee  on  Nursing 
Education  to  the  Committee  on  Nursing  with 
the  approval  of  the  Council  at  its  meeting  on 
June  18,  1965. 

During  the  past  year,  this  committee  has 
continued  to  meet  with  representatives  of  the 
New  York  State  Nurses  Association  and  the 
Hospital  Association  of  New  York  State  to 
consider  further  the  joint  statement  developed 
last  year  recommending  that  hospitals  in  New 
York  State  form  medical  nursing  practices  com- 
mittees to  outline  the  responsibilities  of  doctors 


and  nurses  in  the  care  of  patients,  to  determine 
the  criteria  and  responsibility  of  the  doctor  and 
the  nurse  in  the  performance  of  certain  proce- 
dures, and  to  recommend  methods  for  the 
implementation  and  the  communication  of  deci- 
sions reached  regarding  areas  of  responsibility.1 

These  meetings  were  held  at  the  request  of 
the  Nurses  Association  which  felt  that,  because 
of  the  tremendous  scientific,  technologic,  and 
medical  advances  over  the  past  few  years,  with 
the  resulting  increase  in  the  number  and  type 
of  health  care  facilities  and  the  demand  for  new 
and  improved  health  services,  many  changes 
are  rapidly  taking  place  in  traditional  areas  of 
medical  and  nursing  practice  and  that  with  these 
changes  have  come  questions  and  problems  re- 
garding the  definitive  role  and  responsibility  of 
the  doctor  and  the  nurse  in  certain  patient-care 
situations. 

It  was  agreed  that  control  and  standards  of 
practice  are  the  prerogatives  of  the  individual 
professions  and  further  that  problems  arising 
from  within  the  area  of  joint  functioning  could 
best  be  solved  through  joint  study  and  collabora- 
tive effort. 

The  Joint  Position  Statement,  after  approval 
by  all  three  organizations  involved,  was  sent  to 
all  members  of  the  Nursing  Association,  the 
Hospital  Association,  and  the  Medical  Society 
of  the  State  of  New  York,  as  well  as  to  all  pro- 
prietary hospitals  in  the  State. 

At  a meeting  of  representatives  of  the  three 
organizations  on  September  30,  the  matter  of 
insertion  of  intravenous  catheters  by  nurses  was 
reconsidered  and  the  following  recommendation 
was  approved: 

That  this  committee  feels  the  insertion  of 
intraveneous  catheters  is  a procedure  that  can 
be  performed  by  a professional  nurse  qualified 
by  special  training  and  experience  in  the 
technic  involved.  It  is  to  be  noted  that  this  ! 
does  not  include  a vein  cutdown.  It  is  further 
recommended  that  a nurse  not  so  trained  is 
legally  obligated  to  refuse  to  do  such  a pro-  ( 
cedure. 

It  is  suggested  by  this  committee  that  since  ' 
in  the  past  it  has  recommended  that  profes- 
sional nurses  be  released  for  the  direction, 
supervision,  and  giving  of  nursing  care,  study 
and  investigation  be  made  of  the  possibility 
of  training  and  utilizing  other  skilled  personnel  ( 
in  this  technical  procedure. 

Among  the  concerns  of  this  committee  is 
recruitment  of  student  nurses.  At  a recent 
meeting  it  was  reported  that  some  nursing 
schools,  because  of  limited  physical  and  educa- 
tional facilities,  many  times  turn  away  more 
qualified  applicants  than  they  can  accept.  The 
committee  is  considering  initiating  a pilot  proj-  | 
ect  clearinghouse  to  handle  this  problem,  and 
the  Nurses  Association  has  agreed  to  look  into 
what  may  be  being  done  in  this  field  and  to 
recommend  the  part  of  the  State  best  suited  to 
such  a pilot  project. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 
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Section  41  ( see  247) 

Annual  Report  of  Publication  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  consists  of  the 
following  members: 

George  Himler,  M.D.,  Chairman.  .New  York 


Philip  J.  Cantor,  M.D Kings 

Clarke  T.  Case,  M.D Oneida 

Reid  R.  Heffner,  M.D Westchester 

Granville  W.  Larimore,  M.D Albany 


William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . Queens 
During  1965,  your  Publication  Committee 
met  five  times,  on  January  20,  March  24,  June 
17,  September  22,  and  November  17,  to  hear 
reports  from  the  editor,  the  business  manager, 
and  the  comptroller,  and  to  carry  out  its  as- 
signed responsibility  for  supervising  the  pub- 
lication of  the  New  York  State  Journal  of 
Medicine,  the  semimonthly  scientific  journal 
published  by  the  Medical  Society  of  the  State  of 
New  York. 

You  will  recall  that  the  reports  to  the  1965 
House  of  Delegates  from  the  Ad  Hoc  Committee 
to  Study  the  Journal  and  from  the  Publication 
Committee  were  accepted  with  commendation 
by  the  House,  which  unanimously  adopted  the 
report  of  the  reference  committee.  This  report 
stated,  “It  is  with  much  admiration  that  your 
reference  committee  observes  the  results  of  the 
efforts  of  those  dedicated  individuals  who  during 
the  past  year  have  remarkably  altered  the  busi- 
ness status  of  the  Journal.  . . . we  are  pleased 
to  report  that  the  Journal  has  maintained 
its  high  standing  as  a scientific  publication. 

. . . Your  reference  committee  is  of  the  opinion 
that  the  wishes  of  the  House  of  Delegates  as  they 
pertain  to  the  New  York  State  Journal  of 
Medicine  have  been  followed  and  that  all 
those  concerned  with  their  execution  are  to  be 
commended.” 

We  are  pleased  to  report  that  during  1965 
your  committee  and  the  Journal  staff  have 
cooperated  in  continuing  the  development  of  the 
Journal  as  an  outstanding  publication  and  at 
the  same  time  in  maintaining  a balanced  budget. 

In  addition  to  publishing  the  regular  24  issues 
during  the  year,  the  Journal  staff  members 
have  provided  service  to  the  Medical  Society 
of  the  State  of  New  York  in  many  other  ways. 
The  editorial  staff  assumes  responsibility  for 
publication  of  the  staff  publication,  The 
MSSNY  Staffoscope;  the  Delegates  Handbook 
and  the  convention  program  book  are  both  pro- 
duced by  the  editorial  department;  the  man- 
aging editor  is  coordinator  for  the  House  of 
Delegates  and  as  such  is  responsible  for  the  edit- 
ing of  all  reports  and  resolutions  submitted 
thereto. 

American  Medical  Writers’  Association. 

The  Journal  has  continued  its  interest  in 
the  American  Medical  Writers’  Association, 
which  is  the  only  national  professional  associa- 
tion devoted  to  improvement  in  medical 
communications.  The  editor  will  take  office 


on  January  1 as  national  president  of  the  or- 
ganization, and  the  managing  editor  was  re- 
elected to  her  fourth  term  as  secretary-treasurer 
at  the  annual  meeting  in  Detroit  in  September. 
You  will  be  interested  to  know  that  the  national 
meeting  for  1966  will  be  in  New  York  City, 
at  which,  as  president,  Dr.  Hammond  will 
preside.  All  members  of  the  staff  are  active 
also  in  the  local  chapter  of  the  association; 
Robert  W.  Miller,  advertising  sales,  has  recently 
been  elected  to  his  second  term  as  chapter 
treasurer. 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1965  the  New  York  State 
Journal  of  Medicine  was  published  twice  a 
month,  on  the  1st  and  15th,  for  a total  of  24 
issues;  special  issues  included  the  January  1 
Convention  Issue;  June  1,  Minutes  of  the  1965 
House  of  Delegates;  June  15  and  December  15, 
Semiannual  Indexes. 

For  1965  the  total  number  of  pages,  including 
covers,  was  3,178,  of  which  756  were  advertising 
pages,  including  covers,  and  2,422  were  text 
pages.  Of  these  text  pages,  2,086  were  scien- 
tific articles  and  336  were  nonscientific  material, 
including  Medical  Society  matters.  As  of  the 
date  of  this  report,  579  manuscripts  have  been 
submitted,  of  which  221  were  accepted,  223 
rejected,  239  referred,  47  returned  for  revision, 
and  the  remainder  still  under  consideration. 

A total  of  256  manuscripts  were  published, 
representing  the  work  of  442  authors.  These 
included  submitted  manuscripts,  annual  meeting 
papers,  and  solicited  departmental  material, 
as  follows:  scientific  articles  107,  case  reports 
57,  clinicopathologic  conferences  13,  Recent 
Advances  in  Medicine  and  Surgery  17,  Cor- 
relation Conferences  in  Radiology  and  Pa- 
thology 11,  Nutrition  Excerpts  5,  Clinical  Anes- 
thesia Conferences  9,  Billsbord  12,  special  ar- 
ticles 15,  Accidental  Chemical  Poisonings  1, 
History  of  Medicine  4,  Disaster  Medical  Care 
1,  Medical  Arts  and  Letters  6,  Proceedings  of 
the  New  York  Allergy  Society  2,  and  Brief 
Preliminary  Reports  1. 

The  world-wide  readership  of  the  Journal 
is  attested  to  by  many  of  our  authors  who  have 
written  or  called  to  express  their  appreciation 
for  their  manuscript  as  it  appeared  in  the 
Journal  and  their  pleasure  at  comments  and 
reprint  requests  received  from  many  parts  of  the 
world.  A number  of  science  writers  have  used 
material  from  the  Journal  for  special  columns, 
feature  stories,  and  news  items.  Twenty 
advance  copies  of  each  issue  of  the  Journal 
are  provided  to  the  Communications  Division 
for  distribution  to  science  writers  in  the  metro- 
politan area,  and  50  advance  page  proofs  of  the 
editorials  are  distributed  to  other  state  journal 
editors  and  various  news  media.  From  these 
we  receive  many  requests  to  reprint  and/or 
to  quote  material  appearing  originally  in  the 
Journal. 

Among  the  highlights  of  the  year’s  issues  were 
the  following:  a three-part  article  on  “Cyber- 
netic Applications  in  Medicine,”  by  Norman  A. 
Harvey,  M.D.,  which  appeared  in  the  March  15, 
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April  1,  and  April  15  issues;  a symposium  on 
“Genetics  for  Physicians,”  in  the  June  15  issue, 
which  was  presented  originally  at  Albany 
Medical  College;  the  Summary  of  the  Folsom 
Report,  in  the  August  1 issue,  for  which  reprints 
were  provided  for  distribution  to  county  so- 
cieties and  others;  a special  article  on  “Pure 
Waters  Program  Is  New  York’s  Pollution  Solu- 
tion,” by  Hollis  S.  Ingraham,  M.D.,  State 
Health  Commissioner,  in  the  October  1 issue; 
a report  on  “Smoking  Habits  and  Disease  in 
New  York  State,”  by  E.  Cuyler  Hammond, 
M.D.,  et  al.  in  the  October  15  issue;  an  article 
on  “Clinical  Evaluation  with  Computer  Aid,” 
a study  of  cystic  fibrosis  of  the  pancreas  by 
means  of  data-processing  equipment,  by  Wil- 
liam A.  Bauman,  M.D.,  of  the  Columbia- 
Presbyterian  Medical  Center,  in  the  November 
1 issue;  a symposium  on  “Farmer’s  Lung,” 
presented  originally  by  the  Onondaga  State 
Chest  Clinic  and  the  State  University  of  New 
York  Upstate  Medical  Center,  in  the  Decem- 
ber 15  issue. 

Redway  Medal.  The  fourth  annual  Laur- 
ance  D.  Redway  Award  for  Medical  Writing, 
in  memory  of  the  late  editor  of  the  Journal,  was 
presented  to  Harry  Grabstald,  M.D.,  New  York 
City,  for  his  three-part  review  of  “Renal-Cell 
Cancer,”  published  in  the  issues  of  October  15, 
November  1,  and  November  15,  1964.  The 
fifth  annual  award  will  be  presented  at  the 
1966  House  of  Delegates. 

Distinguished  Service  Awards.  At  the  1965 
House  of  Delegates,  the  Journal  inaugurated 
a new  series  of  awards  for  “distinguished  service 
to  the  New  York  State  Journal  of  Medi- 
cine.” These  were  presented  by  George  A. 
Burgin,  M.D.,  president,  Medical  Society  of 
the  State  of  New  York,  to  Robert  Turell, 
M.D.,  “for  his  dedicated  work  over  the  past 
nine  years  in  editing  the  section,  Recent  Ad- 
vances in  Medicine  and  Surgery”;  to  Harold 
Jacobziner,  M.D.,  “for  providing  the  noteworthy 
reports  from  the  Poison  Control  Center  of  the 
New  York  City  Department  of  Health  which  the 
Journal  has  featured  for  the  past  seven  years,” 
and  to  William  R.  Carson,  M.D.,  “for  the  wise 
and  witty  column  ‘Billsbord’  which  he  has 
written  exclusively  for  the  Journal  for  the  past 
three  years.”  Nominees  for  distinguished 
service  awards  to  be  presented  in  1966  will  be 
chosen  at  a later  date. 

Medical  Communications  Day.  The  fifth 
annual  Medical  Communications  Day,  spon- 
sored by  the  Journal  in  cooperation  with  the 
Metropolitan  New  York  Chapter  of  the  Ameri- 
can Medical  Writers’  Association,  was  held  on 
February  19,  1965,  at  the  Americana,  on  the 
day  following  the  close  of  the  State  Society 
convention.  Almost  200  attended  and  heard  a 
morning  panel  discussion  on  “From  Acceptance 
to  Prescription”  and  an  afternoon  panel  dis- 
cussion on  “Medical  Humor.”  We  have  found 
these  cooperative  programs  highly  stimulating 
and  successful. 

County  Society  Bulletin  Editors.  To  further 


an  interchange  of  ideas  and  experiences  among 
county  society  bulletin  editors,  the  Journal 
sponsored  a meeting  of  this  group  on  the  after- 
noon of  February  18  at  the  Americana  at  the 
close  of  the  State  Society  convention.  The 
editor  was  chairman  for  the  discussion  which 
covered  the  function,  news  reporting,  editorial 
writing,  and  economics  of  county  society  bul- 
letins. Nineteen  representatives  from  seven 
county  bulletins  attended,  and  at  the  close  of 
the  meeting  James  Q.  Haralambie,  M.D., 
representing  the  Westchester  Medical  Bulletin, 
was  chosen  chairman.  It  was  the  consensus 
of  the  meeting  that  a similar  meeting  be  planned 
for  1966,  and  the  Journal  stands  ready  to 
assist  with  this  project. 


Editors  Dinner.  The  annual  dinner  for  the 
associate  editorial  board,  department  editors, 
members  of  the  Publication  Committee,  and 
officers  of  the  Society  was  held  on  November  17 
at  the  Canadian  Club  in  the  Waldorf-Astoria 
Hotel.  Fifty-one  attended  and  enjoyed  hearing 
a talk  on  A.M.A.  publications  by  John  H.  Tal- 
bott, M.D.,  director  of  the  A.M.A.  Division  of 
Scientific  Publications  and  editor  of  the  Journal 
of  the  American  Medical  Association,  who  was 
our  guest  speaker.  This  annual  dinner  is  a 
small  demonstration  of  our  appreciation  to  the 
associate  editors  who  cooperate  so  well  in  re- 
viewing manuscripts. 


Journal  Booth.  The  Journal  had  a booth 
at  the  convention  of  the  Medical  Society  of  the 
State  of  New  York  in  February  at  the  Ameri- 
cana, where  members  of  the  editorial  staff  \ 
were  present  to  talk  with  physicians  about  our 
publication  and  to  take  a picture  as  a souvenir 
for  each  doctor  interviewed.  We  also  had  a 
booth  at  the  annual  convention  of  the  A.M.A. 
in  June  at  the  Coliseum  in  New  York  City, 
where  sample  copies  of  the  Journal  were  dis- 
tributed, and  much  interest  was  displayed  in  our 
publication. 

Masthead  and  Information  for  Authors.  The 
masthead  for  the  Journal  has  been  revised  and 
now  includes  the  seal  of  the  Medical  Society, 
a slogan,  “Dedicated  to  the  continuing  educa- 
tion of  the  physician,”  and  a statement,  “65th 
year  of  publication.”  The  section,  “Informa- 
tion for  Authors,”  was  revised  under  the  direc- 
tion of  our  manuscript  editor,  Miss  Elizabeth 
C.  Smith,  and  is  now  occupying  the  back  of 
the  masthead.  This  is  a logical  place  for  it 
and  authors  will  now  have  no  difficulty  in  find- 
ing it. 

Staff.  Two  changes  were  made  in  the  editorial 
staff  during  1965.  Mrs.  Joan  V.  Hughes,  who 
had  been  with  the  Journal  for  eight  years,  left  | 
for  maternity  reasons,  and  Mrs.  Jane  Jackson,  • 
who  had  been  on  the  staff  for  three  years,  left 
to  move  to  Niantic,  Connecticut.  New  staff 
members  are  Mrs.  Sharon  Bryan,  a graduate  of 
the  University  of  Missouri  School  of  Journalism, 
and  Miss  Jana  Moor,  a graduate  of  Bloomfield 
College  in  New  Jersey. 
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Acknowledgments.  The  editor  wishes  to 
express  his  thanks  and  appreciation  to  the 
members  of  the  editorial  staff  who  have  served 
efficiently  and  with  cooperation  during  the  year 
in  carrying  on  the  work  of  the  Journal  and  in 
accepting  extra  assignments  when  made.  The 
staff  includes:  Miss  Alvina  Rich  Lewis,  man- 
aging editor;  Miss  Elizabeth  C.  Smith,  manu- 
script editor;  Mrs.  Sharon  Bryan  and  Miss 
Jana  Moor,  copy  editors;  Miss  Frances  E. 
Casey,  proofreader;  Mrs.  Olga  Mielke,  editorial 
secretary;  and  Mrs.  Sully  Bogardus,  who  does 
our  abstracting  and  indexing  on  a contract 
basis. 

The  Publication  Committee  and  its  chairman, 
Dr.  Himler,  have  been  most  interested  and 
cooperative  in  mutually  discussing  and  solving 
our  problems. 

We  are  now  in  our  twenty-fifth  year  with  our 
printer,  the  Mack  Printing  Company  of  Easton, 
Pennsylvania,  and  we  are  grateful  for  their 
interest  and  concern  that  our  “final  product” 
be  the  best  possible. 

Advertising  Sales  (J.  Richard  Burns, 
Esq.,  Business  Manager).  The  total  gross 
advertising  revenue  of  the  Journal  for  the 
fiscal  year  1965  was  approximately  $239,587, 
over  $3,000  more  than  we  had  projected  in 
our  1965  budget  estimate.  In  our  judgment, 
advertising  revenue  will  continue  at  about 
the  same  level  in  1966  with  perhaps  a slight 
increase. 

In  our  last  annual  report,  we  advised  that  a 
revised  advertising  rate  schedule  had  been  put 
into  effect  and  distributed  to  advertisers, 
agencies,  and  prospective  advertisers.  We 
are  happy  to  report  that  the  new  schedule  was 
accepted  with  equanimity  by  our  advertisers 
and  did  not  affect  adversely  the  volume  of 
advertising  received  by  us. 

As  noted  in  our  last  report,  we  also  increased 
the  rates  for  classified  advertising  effective 
January  1,  1965.  This,  too,  did  not  cause  any 
problems,  and,  in  fact,  the  amount  of  classified 
advertising  increased  during  1965  with  a cor- 
responding increase  in  classified  advertising 
income. 

Due  to  the  energetic  activities  of  Mr.  Joseph 
A.  Mullaney,  our  advertising  sales  representa- 
tive, we  have  been  able  to  reactivate  15  old 
accounts  which  have  not  advertised  in  the 
Journal  in  recent  years,  and  obtain  13  new 
accounts  which  had  never  advertised  at  all  with 
us.  In  addition,  he  has  continued  to  contact 
and  service  our  regular  advertisers  and  agencies 
in  various  parts  of  the  country.  However,  as 
mentioned  elsewhere  in  the  chairman’s  and  the 
executive  vice-president’s  reports,  we  intend 
to  employ  a second  advertising  representative 
since  we  feel  that  Mr.  Mullaney  has  been  asked 
to  take  on  too  big  a load  and  cannot  possibly 
service  our  present  accounts  or  acquire  new 
ones  in  the  manner  we  desire. 

The  reorganization  of  the  advertising  sales 
department  reported  to  the  last  House  has  pro- 
ceeded smoothly  and  Mrs.  Camille  Marra 


Cunningham,  the  department’s  administrative 
secretary  (as  well  as  manager  of  technical  ex- 
hibits), and  Mr.  Robert  W.  Miller,  our  ad- 
vertising production  manager,  have  continued 
their  excellent  work. 

In  compliance  with  the  directives  of  the  U.S. 
Post  Office  Department,  we  have  completely 
“zipcoded”  the  Journal  mailing  list  and,  in  the 
process,  have  brought  it  up  to  date. 

The  Journal  circulation,  both  member  and 
paid,  has  continued  to  rise  and  for  the  period 
ending  December  31,  1965,  amounted  to  28,498 
as  compared  to  27,642  for  the  comparable  period 
in  1964. 

The  spectre  of  taxation  by  the  Internal 
Revenue  Service  on  the  so-called  “unrelated 
business  income”  of  the  Journal  still  hangs 
heavy  over  our  heads.  Details  of  this  problem 
are  set  out  fully  in  the  executive  vice-president’s 
report. 

We  are  happy  to  report  that  the  Journal  is 
again  “in  the  black”  in  1965  and  we  all  are 
continuing  our  efforts  to  keep  it  operating  on  a 
sound  fiscal  basis. 

Conclusion.  In  summary,  the  financial 
operations  of  the  Journal,  to  the  time  of  this 
writing,  were  maintained  at  about  the  same 
level  as  that  of  1964.  Advertising  income  and 
expenditures  remained  roughly  equal  to  those 
of  the  preceding  year,  which,  after  dues  allot- 
ment should  leave  a small  margin  of  profit  at 
the  year’s  end. 

As  you  will  remember,  the  Publication  Com- 
mittee adopted  the  policy  of  curtailing  editorial 
material  to  a maximum  of  70  per  cent  against 
30  per  cent  of  advertising.  It  was  agreed  also 
that  an  effort  would  be  made  to  maintain  a 60 
per  cent  to  40  per  cent  ratio  unless  that  meant 
publishing  too  slim  an  edition.  This  policy 
has  been  followed  with  the  result  that  the  editor 
has  a larger-than-normal  supply  of  good  sci- 
entific material  on  hand  which  either  will  not 
be  used  or  will  appear  in  the  Journal  after  a 
considerable  delay.  Restriction  of  the  editorial 
content  of  the  Journal,  although  necessary 
under  the  circumstances,  is  discouraging  to 
contributors  of  merit  who  have  other  avenues  of 
publication  open  to  them  and  it  works  to  our 
disadvantage. 

To  overcome  this  handicap  and  provide  the 
Journal  with  a more  comfortable  financial 
cushion,  it  will  be  necessary  to  increase  ad- 
vertising income.  The  executive  vice-president, 
the  director  of  the  Business  Division,  and  your 
chairman  have  arranged  to  retain  another 
sales  representative  in  addition  to  the  one  we 
currently  have.  It  is  felt  that  at  least  two 
persons  are  required  to  service  and  retain 
existing  accounts  and  make  effective  efforts  to 
acquire  new  ones.  The  new  employe  will  be  on 
a combined  retainer  and  commission  basis  which 
has  been  calculated  in  such  a manner  that  there 
will  be  no  additional  expense  to  the  Society 
unless  there  is  a corresponding  increase  in 
advertising  revenue. 

Once  again,  the  chairman  extends  his  ap- 
preciation to  William  Hammond,  M.D.,  the 
editor,  for  the  fine  level  at  which  he  has  main- 
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tained  the  scientific  content  of  the  Journal. 
Since  the  publication  is  intended  for  all  our 
member  physicians  it  is,  of  necessity,  rather 
diversified.  This  makes  it  difficult  to  attract 
top  level  research  and  clinical  material  because 
authors  of  such  articles  tend  to  publish  in 
specialty  journals.  The  fact  that  we  have  a 
good  flow  of  material  from  contributors  of  high 
caliber  is  a tribute  to  the  editor’s  keen  judgment 
and  sound  editorial  policy. 

The  members  of  the  associate  editorial  board 
have  given  unstintingly  of  their  time  as  con- 
sultants in  then'  various  specialties  and  have 
also  served  as  a liaison  with  centers  in  which 
much  original  clinical  research  is  being  done. 
Their  contributions  to  the  Journal’s  high 
standing  have  been  substantial,  and  it  is  a pleas- 
ure to  acknowledge  them. 

To  describe  the  activities  of  Miss  Alvina 
Rich  Lewis  and  her  faithful  staff,  it  is  necessary 
to  find  a new  refrain  for  an  old  melody.  The 
Journal’s  work  is  conducted  so  efficiently  and 
with  such  a minimum  of  fanfare  that  the  un- 
initiated might  be  led  to  the  mistaken  conclusion 
that  it  is  an  easy  job.  In  addition  to  the  labors 
incident  to  producing  the  publication,  there  is 
also  the  small  matter  of  editing  and  publishing 
the  proceedings  of  the  House  of  Delegates,  a 
good  portion  of  which  falls  to  the  managing 
editor.  This  year,  the  smooth  rhythm  of  the 
publication  machinery  was  unbroken  even  by 
the  necessity  of  training  new  employes  to  re- 
place those  who  left  us  for  biologic  and  other 
persuasive  reasons. 

All  in  all  it  was  an  impressive  performance 
which,  although  expected,  deserves  official  rec- 
ognition and  thanks. 

Since  some  aspects  of  the  Journal’s  opera- 
tion have  been  taken  over  by  the  Business 
Division,  the  chairman  has  been  in  close  and 
continuous  contact  with  Henry  I.  Fineberg, 
M.D.,  and  J.  Richard  Burns,  Esq.  Their  keen 
grasp  of  the  problems  of  publication  and  their 
sympathetic  and  constructive  approach  to  them 
has  made  that  association  most  helpful  and 
pleasant.  The  chairman  is  grateful  indeed  for 
their  support. 

The  Mack  Printing  Company  has  continued 
to  print  the  Journal  in  exemplary  fashion, 
and  their  friendly  cooperation  does  much  to 
expedite  its  production. 

Finally,  as  always,  the  members  of  the  Pub- 
lication Committee  have  been  faithful  in 
attendance  and  an  invaluable  source  of  guid- 
ance. In  addition  to  one  or  two  old  stalwarts, 
several  new  members  were  added  this  year.  It 
is  hoped  that  the  Journal  will  have  the  benefit 
of  their  sage  advice  for  many  years  to  come. 

There  are  many  other  persons  who  deserve 
recognition  and  thanks  for  their  contributions 
to  the  publication.  Since  even  the  chairman  is 
not  exempt  from  space  restrictions,  he  will  have 
to  be  content  with  expressing  his  appreciation 
to  them  all  without  naming  them  individually. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


Section  42  ( see  248) 

Annual  Report  of  What  Goes  On 

To  the  House  of  Delegates,  Gentlemen: 

The  circulation  of  What  Goes  On  is  nearing  the 
50,000  mark.  As  this  report  is  being  written 
in  early  October  we  have  taken  comparative 
figures  from  our  September  mailing  bills:  In 
September,  1964,  the  circulation  included 
44,479  physicians,  staff,  residents,  and  interns 
in  New  York  and  New  Jersey  and  1,032  osteo- 
paths in  the  two  states.  Our  special  lists,  which 
include  science  writers,  teachers,  R.N.’s,  hos- 
pitals, academies  of  medicine  and  science, 
medical  libraries,  senior  medical  students,  and 
others,  came  to  1,637,  making  a total  of  47,188. 

In  September,  1965,  the  total  circulation  rose 
to  48,583,  with  the  following  breakdown:  45,300 
physicians,  staff,  residents,  and  interns  in  New 
York  and  New  Jersey,  921  osteopaths,  and  1,962 
on  special  lists. 

This  means  that  What  Goes  On  has  the  highest 
circulation  of  any  publication  of  the  Medical 
Society  of  the  State  of  New  York  and  therefore 
reaches  the  largest  audience.  Judging  from 
the  many  complimentary  letters  and  telephone 
calls  received  by  the  What  Goes  On  office,  it 
appears  that  it  is  one  of  our  best  public  rela- 
tions tools.  We  must  continue  to  improve  its 
circulation  and  make  every  effort  to  have  it 
reach  its  readers  early  enough  so  that  each 
meeting  and  course  in  the  booklet  will  be  better 
attended  because  of  What  Goes  On. 

The  list  of  contributors  to  the  publication  is 
continually  growing;  this  year  we  published 
meetings  and  postgraduate  courses  for  every 
medical  school  in  the  State  of  New  York. 
Eighty- two  hospitals  in  New  York  State  sent 
in  notices  for  publication,  but  only  a few  of  our 
own  county  societies  asked  us  to  publish  meet-  i 
ings  for  them. 

The  number  of  specialty  organizations  which 
send  in  notices  for  publication  runs  into  the 
hundreds.  Many  prominent  physicians  from 
all  over  the  world  lecture  at  these  meetings. 

You  might  be  interested  in  knowing  what 
these  organizations  are.  We  will  just  mention 
a few  of  them  here:  American  College  of 

Physicians,  American  Thoracic  Society,  Ameri- 
can College  of  Chest  Physicians,  American 
Therapeutic  Society,  American  College  of  Nu- 
trition, American  Trial  Lawyers,  International 
Symposium  on  Myasthenia  Gravis,  Interna- 
tional Workshop  on  Cancer  of  the  Head  and 
Neck,  American  Society  of  Neuroradiology, 
College  of  American  Pathologists,  Professional 
Group  on  Bio-Medical  Engineering,  New  York 
Chapter;  Phlebology  Society  of  America, 
Institute  of  Ophthalmology  of  the  Americas, 
New  York  Medical  Society  on  Alcoholism,  New 
York  Cancer  Society,  New  York  Fertility 
Institute,  New  York  Heart  Association,  New 
York  Stroke  Conference,  New  York  Roentgen 
Society,  Psychoanalytic  Association  of  New 
York,  New  York  State  Chapter  of  American 
Urological  Association,  New  York  Society  of 
Physical  Medicine  and  Rehabilitation,  New 
York  Diabetes  Association,  chapters  of  the 
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American  Academy  of  General  Practice,  and 
many,  many  more,  including  the  New  York 
Academy  of  Medicine  and  New  York  Academy 
of  Sciences. 

At  the  What  Goes  On  booth  at  our  last  year’s 
convention  51  persons  filled  out  questionnaires. 
Of  these,  25  were  specialists,  9 G.P.’s,  3 medical 
educators,  2 public  health  physicians,  and  2 pub- 
lic relations  directors;  10  listed  themselves  as 
being  in  “private  practice.”  The  questionnaire 
was  answered  as  follows:  (1)  Do  you  read  What 

Goes  On?  39  “regularly,”  7 “occasionally,” 
8 asked  to  be  put  on  the  mailing  list;  (2)  How 
many  times  do  you  refer  to  each  issue?  28  re- 
ported from  two  to  12  times.  (3)  How  do  you 
rate  What  Goes  On?  23  “very  valuable  service,” 
24  “serves  a useful  purpose,”  and  2 “little 
value  to  me.” 

In  an  effort  to  reduce  the  high  cost  of  mailing 
What  Goes  On,  it  was  decided  to  send  the  booklet 
without  an  envelope  and  the  first  “self-mailer” 
was  sent  out  May  1,  1965.  We  find  that  the 
publication  is  received  in  excellent  condition 
and  have  had  no  complaints  concerning  the 
change. 

The  February  15,  1965-March  15,  1965  issue 
contained  a separate  condensed  program  of  the 
159th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York.  This  made  it 
convenient  for  the  physician  to  carry  in  his 
pocket  as  a handy  reference  guide.  This  issue 
was  the  start  of  a new,  more  modern  cover 
design. 

Since  we  feel  it  is  of  general  interest  to  pass 
on  some  of  the  comments  we  receive  about 
What  Goes  On  we  will  list  a few:  A physician 
from  the  Clinical  Section  of  the  Mayo  Clinic 
asked  to  be  put  on  the  mailing  list.  He  wrote: 
“I  get  to  New  York  City  not  infrequently,  and 
the  information  in  your  publication  would  be 
of  considerable  benefit  to  me.”  A science  writer 
said  in  his  letter,  “I  find  What  Goes  On  extremely 
interesting  and  very  useful.”  The  Long  Island 
Jewish  Hospital  community  relations  depart- 
ment wrote  us  as  follows:  “A  copy  of  the 

monthly  bulletin,  issued  by  your  Society,  has 
proved  very  helpful  to  us.  I’m  referring  spe- 
cifically to  What  Goes  On.” 

Another  letter  states, “I’m  chief  social  worker 
at  the  neuropsychiatry  clinic  in  a large  hospital 
and  in  private  practice  am  a psychotherapist. 
In  light  of  this  What  Goes  On  is  an  extremely 
valuable  publication  for  keeping  me  ‘in  touch.  ’” 
A senior  nursing  student  at  Adelphi  University 
wrote,  “through  my  instructor’s  information 
from  you,  I was  able  to  hear  an  excellent  radio 
show  on  diabetic  acidosis  on  April  20.”  A 
physician  in  the  Surgical  Research  Department 
of  Maimonides  Hospital  asked  for  “What  Goes 
On  which  so  efficiently  covers  the  field  in  the 
metropolitan  area.”  A medical  library  writes: 
“The  Neurological  Institute  Medical  Library 
of  Columbia  University  has  noted  with  interest 
your  publication  entitled  What  Goes  On.  . . . 
If  you  should  find  it  possible  to  place  this  library 
on  your  mailing  list,  we  would  be  deeply  ap- 
preciative.” 

We  have  placed  these  and  many  others  on  our 


special  lists.  The  administrator  of  the  Beek- 
man-Downtown  Hospital  wrote,  . . . “We  ap- 
preciate the  opportunity  you  give  us  to  receive 
this  brochure.”  The  coordinator  of  medical 
education  of  the  Hospital  for  Special  Surgery 
asked  to  be  placed  on  the  mailing  list  and  said, 
“We  feel  that  this  bulletin  would  be  a great 
asset  to  us  in  medical  education.”  A public 
health  consultant  wrote:  “Please  accept  my 

compliments  on  the  quality  and  comprehensive- 
ness of  What  Goes  On.” 

We  are  planning  to  have  a booth  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State 
of  New  York  in  February  and  hope  that  many 
more  of  our  member  physicians  will  take  a few 
minutes  to  give  us  comments  and  suggestions. 

We  are  pleased  to  report  that  Lederle  Lab- 
oratories has  again  indicated  the  value  it  places 
in  What  Goes  On  by  renewing  through  J.  Richard 
Burns,  Esq.,  our  assistant  executive  vice- 
president  and  director,  Business  Division,  its 
advertising  space  for  the  year  1966. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Director 
Division  of  Scientific  Activities 

Section  43  ( see  249) 

Annual  Report  of  Committee  on  Archives  and 
History 

To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  Archives  and  History 
consists  of  the  following  membership: 

NormanS.  Moore,  M.D.,  C/ia/rmrm. Tompkins 


Leo  E.  Gibson,  M.D Onondaga 

Thurman  B.  Givan,  M.D Kings 


This  committee  was  appointed  late  in  1964 
to  investigate  sources  of  historical  and  archival 
material  concerning  the  Medical  Society  of  the 
State  of  New  York  and  its  leaders  and  to  study 
ways  through  which  important  archives  can  be 
preserved  for  future  study  and  research. 

Your  committee  met  on  March  25  at  the 
Society’s  office  and  in  addition  has  discussed 
preliminary  plans  by  mail. 

Your  chairman  has  conducted  a survey  of 
archival  materials  at  the  State  Society’s  head- 
quarters, 750  Third  Avenue,  and  has  examined 
storage  files  in  the  basement  of  the  building. 
Each  division  director  has  received  a memo- 
randum requesting  inventory  information  con- 
cerning archival  material  now  on  hand.  Three 
divisions  have  submitted  tentative  lists  and 
other  divisions  are  preparing  inventories  of 
their  materials. 

A proposal  has  been  received  from  the  Col- 
lection of  Regional  History  and  University 
Archives  at  Cornell  University,  Ithaca,  to 
serve  as  a depository  for  the  records  of  the  State 
Society  on  a permanent  loan  basis.  These 
records  would  be  processed,  catalogued,  and 
stored  in  fireproof  stacks  buried  in  bedrock. 
The  collection  would  be  restricted  to  all  research 
use  except  by  special  permit  given  by  duly 
authorized  officers  of  the  Society. 

At  the  Council  meeting  on  April  22,  1965, 
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your  committee  was  authorized  to  investigate 
further  the  offer  received  from  the  Cornell 
Collection  of  Regional  History,  including  a 
study  by  legal  counsel  of  any  proposed  agree- 
ment between  the  Society  and  the  Collection, 
with  the  understanding  that  the  need  for  an 
escape  clause  in  case  we  ever  have  a building 
of  our  own  be  taken  into  consideration. 

The  study  is  now  being  conducted  by  your 
committee,  and  further  progress  will  be  re- 
ported. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 

Section  44  (see  250) 

Annual  Report  of  Convention  Committee 

To  the  House  of  Delegates,  Gentlemen: 

1965  CONVENTION.  The  Convention 
Committee  consisted  of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 

New  York 


Philip  M.  Standish,  M.D Ontario 

Joseph  G.  Zimring,  M.D Nassau 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio . . . 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 


James  Greenough,  M.D.,  ex  officio  New  York 

William  Hammond,  M.D.,  ex  officio 

Westchester 

The  159th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at 
the  Americana,  New  York  City,  from  Monday 
through  Thursday,  February  15  through  Feb- 
ruary 18,  1965,  a four-day  meeting. 

Registration  figures  were:  physicians,  3,208; 
allied  professions,  including  nurses,  medical 
students,  technicians,  and  so  forth,  1,158; 
guests,  623;  technical  exhibitors,  1,202;  for 
a total  of  6,191. 

These  figures  remain  approximately  the  same 
as  in  previous  years,  at  a time  that  other  state 
medical  societies  have  reported  losses  in  attend- 
ance. 

House  of  Delegates,  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Speaker.  The  House  of  Delegates 
again  met  in  the  Georgian  Room,  a large  room 
on  the  third  floor.  Facilities  were  excellent 
and  the  meeting,  which  lasted  from  Monday 
morning  through  Thursday  morning,  ran 
smoothly.  Sixty-six  resolutions  were  introduced 
and  acted  on. 

The  reference  committees  met  in  rooms  on  the 
same  floor.  This  is  convenient  for  the  dele- 
gates. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  Section  Meetings.  The  facilities 
for  section  meetings  were  vastly  improved  over 
those  used  in  1964.  The  soundproofing,  fight- 
ing, and  public  address  system  for  the  rooms  in 
Albert  Hall  had  been  reconstructed  and  worked 
more  efficiently. 

The  Session  on  Plastic  and  Reconstructive 
Surgery  was  advanced  to  section  status  at 
the  meeting.  The  Section  on  Neurology  and 


Psychiatry  combined  with  the  Section  on 
Otolaryngology  for  a meeting. 

General  Sessions.  The  Sections  on  In- 
ternal Medicine,  Neurology  and  Psychiatry, 
and  Physical  Medicine  and  Rehabilitation  com- 
bined for  a panel  discussion  on  stroke,  which 
was  the  Tuesday  General  Session.  It  was  a 
very  crowded  meeting,  overflowing  into  another 
room. 

The  transatlantic  telephone  conference,  in 
cooperation  with  Smith,  Kline  & French,  was 
an  innovation  at  a State  Society  convention. 
The  subject,  “Hyperbaric  Medicine,”  was  of 
timely  interest  to  the  large  audience.  It  was 
well  presented,  technically  and  scientifically, 
by  the  overseas  panelists  from  Glasgow,  Scot- 
land, and  our  New  York  State  panelists. 

The  Wednesday  and  Thursday  General  Ses- 
sions were  held  under  the  auspices  of  the 
American  Therapeutic  Society’s  Continuing 
Educational  Program  in  Practical  Therapeutics 
and  supported  by  a grant-in-aid  from  E.  R. 
Squibb  & Sons.  The  subjects  were,  respectively, 
“Shock,”  and  “Pulmonary  Embolism.”  These 
meetings,  too,  were  well  attended.  The  pro- 
gram chairmen  planned  the  programs  well  and 
chose  subjects  of  wide  interest.  They  are  to  be 
commended. 

The  following  is  the  attendance  recorded  at 
the  scientific  meetings:  General  Sessions — 

Monday  350,  Tuesday  400,  Wednesday  300, 
Thursday  250;  Sections — Allergy  125,  Anes- 
thesiology 80,  Chest  Diseases  100,  Dermatology 
and  Syphilology  200,  Gastroenterology  and  Proc- 
tology 100,  General  Practice  200,  Industrial 
Medicine  and  Surgery  50,  Medical-Legal  and 
Workmen’s  Compensation  Matters  150,  Neu- 
rology and  Psychiatry  combined  with  Otolaryn- 
gology 75,  Obstetrics  and  Gynecology  85,  Oph- 
thalmology 200,  Orthopedic  Surgery  130, 
Pathology,  Clinical  Pathology,  and  Blood  Bank- 
ing 110,  Pediatrics  100,  Physical  Medicine  and 
Rehabilitation  (General  Session)  400,  Pre- 
ventive Medicine  and  Public  Health  75, 
Radiology  30,  Space  Medicine  150,  Surgery 
50,  Urology  85,  Sessions — History  of  Medicine 
35,  Plastic  and  Reconstructive  Surgery  75. 

Scientific  Exhibits,  William  L.  Watson,  M.D., 
Chairman.  This  year,  all  the  exhibits  were 
set  up  in  one  area  on  the  second  floor,  in  the 
Royal  Ballroom  and  the  adjoining  Princess 
Ballroom.  They  were  so  arranged  as  to  provide 
adequate  viewing  aisles  and  plenty  of  room  for 
physicians  to  gather  and  talk  with  the  exhibitors. 
The  rooms,  except  for  the  early  morning  hours, 
were  well  filled.  The  comments  from  the 
viewers  indicated  that  the  caliber  of  the  exhibits 
was  high.  The  Scientific  Exhibits  Subcom- 
mittee did  well  to  limit  the  number  of  exhibits 
and  maintain  high  standards.  They,  too,  are 
to  be  commended. 

At  this  time  I must  report  that  William  L. 
Watson,  M.D.,  for  personal  reasons,  could  not 
assume  the  chairmanship  of  the  Scientific 
Exhibits  Subcommittee  for  the  1965  meeting. 
I wish  to  express  my  thanks  and  the  thanks 
of  the  State  Society  to  Dr.  Watson  for  his  dedi- 
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cated  service  to  the  scientific  exhibits  program. 
His  high  standards,  his  ability,  and  his  under- 
standing have  enhanced  this  portion  of  the 
annual  convention  activities  over  the  years 
that  he  served  as  chairman. 

Another  member  of  the  Scientific  Exhibits 
Subcommittee,  Albert  H.  Douglas,  M.D.,  who 
had  been  serving  for  several  years  and  is  familiar 
with  the  work,  was  appointed  to  serve  as  chair- 
man. We  are  certain  his  tenure  will  be  pro- 
ductive and  successful. 

The  Scientific  Exhibit  Awards  Committee, 
Thurman  B.  Givan,  M.D.,  chairman,  chose 
winners  in  two  categories,  clinical  research  and 
scientific  research.  Following  the  convention, 
certificates  of  award  were  sent  to  all  the  par- 
ticipants in  these  exhibits. 

Scientific  Motion  Pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Cochair- 
men. The  motion  picture  program  was  ar- 
ranged by  Drs.  Olson  and  Quinlivan.  This 
was  their  first  year  as  cochairmen.  Mr.  John 
H.  Tiley,  their  film  library  supervisor,  from 
Albany,  was  sent  down  to  supervise  the  han- 
dling and  showing  of  the  films.  The  program 
ran  according  to  a strict  time  schedule.  The 
diversified  program  attracted  an  audience  for 
all  the  pictures;  the  room  was  never  empty. 
Several  films  narrated  personally  by  their 
authors  added  to  the  interest.  The  chairmen 
expressed  their  satisfaction  with  the  facilities 
and  the  operators  who  ran  the  films. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  Mrs.  Camille  M.  Cunningham, 
who  became  the  manager  of  technical  exhibits, 
handled  this  assignment  well.  She  sold  all  the 
available  space.  The  Medical  Exhibitors  As- 
sociation reported  to  the  Society  their  satis- 
faction with  the  physical  set-up  and  the  at- 
tendance. 

Dinner  Dance,  Leonard  L.  Heimoff,  M.D., 
Chairman.  The  dinner  dance,  in  honor  of  the 
retiring  president,  George  A.  Burgin,  M.D., 
preceded  by  a reception,  was  held  in  the  beauti- 
ful Imperial  Ballroom  of  the  Americana.  It 
was  attended  by  360  guests  who  enjoyed  the 
gourmet  food,  the  music  by  Ben  Cutler’s 
band,  and  the  remarks  by  the  speakers  on  the 
dais.  A highlight  was  the  surprise  presentation 
of  charms — replicas  of  the  Society’s  President’s 
Medal — to  the  wives  of  past-presidents  of  the 
Medical  Society  of  the  State  of  New  York. 

Miscellaneous.  Cards  of  thanks  were  sent 
to  all  participants  in  the  scientific  activities 
and  to  all  members  of  the  Convention  Com- 
mittee and  the  subcommittees. 

The  Woman’s  Auxiliary  held  its  convention 
concurrently  with  the  Medical  Society’s  and 
were  pleased  with  the  facilities  assigned  to 
them. 

1966  CONVENTION.  At  this  writing 
plans  for  the  1966  meeting  to  be  held  at  the 
Americana,  from  February  14  through  17, 
1966,  have  been  implemented.  There  are  some 
changes  in  the  scientific  program  arrange- 


ments. Because  of  increasing  activities  in 
this  area  and  lack  of  sufficient  meeting  rooms 
in  the  hotel,  we  have  to  schedule  some  of  our 
scientific  section  meetings  at  the  same  time  as 
the  General  Sessions.  Heretofore,  no  scientific 
meetings  were  conducted  when  a General  Ses- 
sion was  scheduled.  We  believe,  however, 
that  this  change  will  not  affect  appreciably  the 
attendance  at  the  scientific  meetings,  and  will 
react  to  the  benefit  of  our  technical  exhibitors, 
since  there  will  be  more  meetings  held  in 
Albert  Hall,  the  technical  exhibit  area.  The 
two  large  meeting  rooms  constructed  there  will 
be  used  all  through  the  convention. 

A postconvention  study  and  analysis  meeting 
was  held  on  February  25,  1965,  after  the  1965 
convention,  where  much  constructive  criticism 
was  made.  The  recommendations  suggested 
are  being  incorporated  in  the  plans  for  this  year’s 
convention,  with  the  help  of  Henry  I.  Fineberg, 
M.D.,  Mr.  J.  Richard  Burns,  Mr.  Guy  D. 
Beaumont,  and  Mr.  George  W.  Forrest,  Jr. 

Acknowledgments.  Your  chairman  ex- 
presses his  appreciation  to  the  members  of 
the  Convention  Committee  and  all  its  sub- 
committees, and  especially  to  the  entire  staff 
of  the  State  Society,  who  worked  so  coopera- 
tively and  diligently,  both  before  and  during 
the  convention.  To  Mrs.  Camille  M.  Cun- 
ningham, Misses  Alvina  Rich  Lewis,  Mollie 
Pesikoff,  Mary  Singer,  and  Gretchen  Wunsch, 
and  to  Mr.  Robert  W.  Miller  and  Mr.  Charles  S. 
Struzinski,  the  chairmen  extends  his  personal 
gratitude  for  a job  well  done  in  specific  areas. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Section  45  ( see  251) 

Annual  Report  of  Committee  on  Disaster  Medical 
Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D.,  Chairman 

New  York 


' Irving  G.  Frohman,  M.D Queens 

Harold  T.  Golden,  M.D Herkimer 

Vincent  C.  Webb,  M.D Nassau 

James  H.  Lade,  M.D.,  Adviser Albany 


Disaster  medical  care  programs  are  confined 
largely  to  hospital  staff  activities.  The  county 
medical  societies  show  little  interest  in  maintain- 
ing active  committees.  The  legally-constituted 
civil  defense  authorities  and  local  health  depart- 
ments maintain  some  activities  which  are  related 
to  medical  care.  These  organizations  often  fail 
to  maintain  liaison  with  medically-oriented 
voluntary  groups. 

The  American  Medical  Association  Com- 
mittee on  Disaster  Medical  Care  is  encouraging 
the  development  of  disaster  teams  for  natural 
and  man-made  local  disasters.  Atomic  disaster 
seems  to  imply  total  destruction  and  thus  to 
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reduce  physician  participation  in  disaster  med- 
ical care.  County  and  hospital  committees 
should  plan  for  storm,  fire,  flood,  plane,  and  train 
disasters  which  may  occur  at  the  local  level. 

The  Bureau  of  Medical  Defense  of  the  State 
Health  Department  continues  to  provide  train- 
ing exercise  in  the  operation  of  the  Improvised 
Emergency  Hospital.  Thirty-seven  exercises 
were  held  in  the  past  year.  The  62  Federal 
Civil  Defense  Emergency  Hospitals  stored 
within  the  State  now  have  operational  capacity 
up  to  thirty  days. 

Your  chairman  attended  the  regional  meeting 
of  the  Committee  on  Disaster  Medical  Care  of 
the  American  Medical  Association,  in  Washing- 
ton, D.C.,  and  the  16th  National  Conference  on 
Disaster  Medical  Care  in  Chicago.  Rescue 
technics  were  demonstrated.  We  need  to  de- 
velop serious  national  plans  which  will  incor- 
porate volunteer  groups  into  the  legally-con- 
stituted civil  defense  organizations. 

Disaster  seems  far  away,  and  interest  con- 
tinues to  lag. 

Respectfully  submitted, 

E.  A.  Burkhardt,  M.D.,  Chairman 

Section  46  ( see  252) 

Annual  Report  of  Liaison  Committee  with 
National  Aeronautics  and  Space  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Liaison  Committee 
with  the  National  Aeronautics  and  Space  Ad- 
ministration is  as  follows: 

Constantine  D.  J.  Generales,  Jr.,  M.D., 


Chairman New  York 

William  Antopol,  M.D New  York 

Albin  V.  Kwak,  M.D Erie 

Nathaniel  Reich,  M.D Kings 

Harry  Dan  Vickers,  M.D Herkimer 


Dr.  W.  Randolph  Lovelace,  II,  Director, 
Space  Medicine,  Office  of  Manned  Space  Flight, 
of  NASA,  in  Washington,  D.C.,  in  a communica- 
tion of  February  12,  1965,  to  the  chairman  of 
the  Liaison  Committee  has  pointed  out  the 
importance  of  disseminating  proper  knowledge 
of  space  medicine  to  the  medical  profession. 

To  quote  from  his  letter:  “Perhaps  one  of 
the  greatest  technical  contributions  which  ca- 
pable medical  specialists  like  yourself  can  make 
lies  in  the  area  of  applying  the  results  of  our 
space-oriented  programs  to  the  advancement  of 
clinical  medicine.  The  utilization  of  this  tech- 
nology for  the  benefit  of  the  man  is  a very  real 
and  pressing  need.” 

Dr.  Vickers,  member  of  our  committee  and 
editor  of  the  Flying  Physicians  Association 
magazine,  has  also  been  active,  and  I look  for- 
ward to  his  help  in  the  future. 

It  hardly  needs  mentioning  that  the  Medical 
Society  of  the  State  of  New  York,  through  its 
Section  on  Space  Medicine,  has  been  doing 
just  as  Dr.  Lovelace  suggests  for  the  last  seven 
years,  ever  since  the  founding  of  this  section. 
The  section  was  founded  only  a short  while 
after  the  National  Aeronautics  and  Space 
Administration  itself  was  organized. 


The  Medical  Society  of  the  State  of  New  York 
was  represented  officially  for  the  first  time  at 
the  International  Astronautical  Federation 
which  met  in  Athens  this  last  September  and 
was  attended  by  some  42  member  societies 
with  over  800  registered  individuals. 

We  do  hope  that  the  physicians  of  New  York 
State  with  their  proved  interest  in  space  med- 
icine individually  as  well  as  through  the  Society’s 
advantageous  liaison  with  NASA  will  have  con- 
tinued opportunity  for  active  participation  and 
acquisition  of  relevant  knowledge  in  the  evolu- 
tion of  man. 

Respectfully  submitted, 

Constantine  D.  J.  Generales,  Jr.,  M.D., 
Chairman 

Section  47  ( see  199 ) 

Annual  Report  of  Commission  on  Public  and 
Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


John  H.  Carter,  M.D Albany 

George  J.  Lawrence,  Jr.,  M.D Queens 

C.  Stewart  Wallace,  M.D Tompkins 


Now  in  its  third  year,  the  Commission  con- 
tinues to  function  effectively  as  a coordinator 
and  clearing  house  for  the  activities  of  its  mem- 
ber committees,  namely,  Public  Relations,  Fed- 
eral Legislation,  and  State  Legislation.  To 
carry  on  the  activities  of  these  committees,  the 
Commission  utilized  the  services  of  the  Division 
of  Communications. 

Detailed  reports  have  been  prepared  by  each 
of  the  committees  and  are  submitted  to  the 
House  as  a part  of  this  report,  which  will  be  con- 
fined to  a brief  over-all  commentary. 

In  the  area  of  public  relations,  particular 
attention  is  called  to  the  first  New  York  State 
Congress  on  Health  Quackery  held  in  early  April 
at  the  Americana  in  New  York  City.  Con- 
ducted as  a joint  project  with  several  other 
health  agencies,  the  highly  successful  Congress 
attracted  more  than  1,300  educators,  profes- 
sional people,  civic  and  church  leaders,  represent- 
atives of  the  information  media,  law  enforce- 
ment agencies,  and  other  groups.  We  can  take 
justifiable  pride  in  this  accomplishment  since 
it  was  hailed  by  many  as  one  of  the  best  of  its 
kind  ever  held. 

Improvement  also  was  noted  in  the  attendance 
at  the  regional  conferences  of  county  medical 
societies  during  the  past  year.  Five  regional 
conferences  were  conducted  in  the  following 
communities:  Albany,  Binghamton,  Lake 

Placid,  Rochester,  and  Purchase.  Attendance 
was  greatly  improved  at  these  meetings,  par- 
ticularly at  the  last  three. 

Progress  was  noted  also  in  the  television 
project,  “Doctors  at  Work,”  which  started  in 
1964.  The  program,  which  will  be  continued 
into  1966,  was  shown  in  1965  throughout  New 
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York  State  and  in  many  parts  of  Canada, 
Massachusetts,  Connecticut,  Vermont,  Pennsyl- 
vania, and  New  Jersey. 

From  all  indications,  the  field  service  program 
is  working  extremely  well.  Our  monthly  news- 
letter, News  of  New  York,  has  continued  to  im- 
prove in  format  and  content  and  has  been  well 
received. 

In  the  field  of  Federal  legislation,  we  are  all 
well  aware  of  the  fact  that  after  years  of  opposi- 
tion on  the  part  of  the  medical  profession,  a 
Medicare  bill  was  finally  enacted  into  law  and  is 
now  known  as  Public  Law  89-97.  The  efforts 
of  our  State  Medical  Society  before  and  after 
the  enactment  of  the  law  are  spelled  out  in  the 
committee’s  report.  Now  that  Medicare  is  the 
law  of  the  land,  we  must  cooperate  in  its  imple- 
mentation, but,  at  the  same  time,  we  must  also 
keep  a watchful  eye  on  regulations  and  proposed 
amendments  to  the  law.  As  the  committee 
report  points  out,  we  as  physicians  also  must 
scrutinize  carefully  all  bills  at  the  Federal  level 
which  will  affect  the  welfare  of  the  people  and 
the  medical  profession. 

Finally,  at  the  State  legislation  level,  our 
State  Medical  Society  turned  in  a fine  per- 
formance. In  spite  of  the  turbulence  and  con- 
fusion that  marked  the  historic  session  of  the 
State  Legislature,  our  State  Society  won  the 
long-fought-for  battle  for  the  enactment  of  the 
Medical  Society  Real  Estate  Tax  Exemption 
Law.  We  were  also  successful  in  our  efforts  to 
defeat  attempts  to  extend  the  statute  of  limita- 
tions in  malpractice  suits  and  to  give  patients 
ownership  of  x-ray  plates.  As  reported  by  the 
committee,  our  State  Society  was  successful  in 
supporting  many  other  bills  which  were  enacted 
into  law  and  was  instrumental  in  the  defeat  of 
many  others. 

Both  the  Federal  and  State  Legislation  Com- 
mittees had  two  effective  tools  to  aid  them  in 
their  work.  These  were  the  State  Society’s 
legislation  bulletin,  published  weekly  during  the 
legislative  session  under  the  new  title  of  Capitol 
News,  and  the  Legislation  Information  Center. 

In  summary,  during  1965  the  Commission, 
through  its  three  component  committees,  not 
only  carried  on  the  activities  of  previous  years, 
but  expanded  its  projects  and  implemented  them 
with  a great  deal  of  success. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

Section  48  ( see  200) 

Annual  Report  of  Committee  on  Federal 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following 
members: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 


Queens 

William  B.  Ayers,  M.D Nassau 

John  A.  Kalb,  M.D Broome 

Charles  R.  Mathews,  M.D Monroe 


William  J.  Ryan,  M.D Onondaga 

George  M.  Saypol,  M.D New  York 


Since  the  last  meeting  of  the  House,  your 
committee  has  met  more  frequently  than  in 
previous  years  and  has  been  particularly  active, 
due,  in  large  part,  to  the  continuation  to  the 
very  end  of  our  State  Medical  Society’s  en- 
deavors to  prevent  passage  of  any  Federal  law 
providing  medical  care  for  the  aged  under  the 
Social  Security  system.  After  the  enactment 
into  law  of  Public  Law  89-97  (Medicare), 
your  committee  focused  its  attention  on  the 
proper  implementation  of  the  law  and  has  kept 
an  extremely  watchful  eye  on  all  proposed 
amendments  as  well  as  on  other  proposed 
national  laws  affecting  medicine. 

Since  this  report  is  being  prepared  in  late 
October,  a supplementary  report,  bringing 
developments  in  Federal  legislation  up  to  date, 
will  be  made  to  the  House  in  February,  1966. 

Committee  Meetings.  A barometer  of  the 
amount  of  work  that  faced  your  committee  was 
the  fact  that  it  was  necessary  to  hold  two 
meetings  of  the  committee,  one  in  late  May  and 
the  other  in  early  October.  As  indicated  later 
in  this  report,  your  committee  submitted 
recommendations  made  at  the  May  meeting  to 
the  Council,  which  acted  on  them.  At  the 
time  this  report  is  being  drawn  up,  your  com- 
mittee is  also  preparing  a report  on  the  recom- 
mendations made  at  its  October  meeting,  which 
were  to  be  submitted  to  the  meeting  of  the 
Council  in  November. 

If  necessary,  your  committee  will  meet  again 
prior  to  the  February,  1966,  session  of  this 
House. 

Eldercare  Program.  Immediately  follow- 
ing the  adjournment  of  the  1965  session  of  the 
State  Medical  Society’s  House  of  Delegates, 
your  committee,  through  the  Division  of 
Communications,  launched  the  Eldercare  edu- 
cational program.  The  purpose  of  this  program, 
which  had  been  approved  by  the  1965  session 
of  the  House  of  Delegates,  was  to  acquaint  the 
people  with  the  advantages  of  the  A.M.A. 
health  proposal  as  embodied  in  the  proposed 
law  known  as  the  “Eldercare  Act  of  1965” 
(H.R.  3727),  and  its  superiority  to  King- 
Anderson  legislation,  and  to  help  to  stimulate 
public  reaction  against  Medicare  and  in  favor 
of  the  A.M.A.  proposal. 

During  the  campaign,  emphasis  was  placed 
on  five  of  the  six  areas  recommended  by  the 
committee  to  the  1965  House  of  Delegates, 
namely,  radio  spot  announcements,  newspaper 
advertisements,  general  mailing,  Woman’s  Aux- 
iliary mailing,  and  Medical  Assistants  mailing. 
Television  spot  announcements  had  to  be 
eliminated  because  of  limited  funds.  The 
House  of  Delegates  had  recommended  that  the 
Board  of  Trustees  allocate,  from  the  general 
funds  of  the  State  Medical  Society,  the  sum  of 
$13,400  to  match  similar  funds  being  provided 
by  the  A.M.A.,  as  requested  by  your  committee. 
The  Board  of  Trustees  allocated  the  sum  of 
$10,000  for  the  program. 
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In  order  to  obtain  maximum  results,  radio 
spot  announcements  and  newspaper  advertise- 
ments were  placed  in  strategic  areas  throughout 
the  State.  Activities  in  this  portion  of  the 
program  were  concentrated  in  counties  mostly 
outside  of  the  New  York  metropolitan  area 
through  advertisements  in  daily  and  weekly 
newspapers. 

A general  mailing  was  sent  to  all  members 
of  the  State  Medical  Society.  This  mailing 
included  a plea  for  support  of  Eldercare  and 
made  available  four  pamphlets  for  distribution 
by  the  physicians.  A similar  mailing  went  to 
every  member  of  the  Woman’s  Auxiliary  and  to 
every  member  of  the  New  York  State  Medical 
Assistants  Association.  The  total  of  the  three 
mailings  was  about  33,000  letters. 

In  addition  to  our  State  Medical  Society’s 
direct  efforts,  the  county  medical  societies 
undertook  programs  of  their  own,  which  fol- 
lowed along  the  lines  of  the  State  Medical 
Society’s  plan  and  were  implemented  by  the 
activities  of  our  Council  Committee  on  Public 
Relations,  headed  by  C.  Stewart  Wallace, 
M.D.  Your  chairman  is  grateful  to  Dr. 
Wallace,  his  committee,  and  the  Division  of 
Communications  for  their  efforts  in  this  cam- 
paign. 

Although  the  Administration’s  plan  for 
medical  care  for  the  aged  through  the  Social 
Security  system  ultimately  was  enacted  into 
law,  your  committee  feels  that  the  Eldercare 
educational  program  was  well  worth  while 
and  was  highly  successful  under  the  circum- 
stances. Undoubtedly,  if  the  idea  of  the  Elder- 
care Bill  had  been  conceived  and  publicized 
much  earlier,  there  might  have  been  different 
results  in  the  final  outcome.  In  any  event, 
the  reactions  heard  concerning  the  Eldercare 
educational  program,  particularly  during  the 
State  Medical  Society’s  trip  to  Washington,  as 
will  be  indicated  hereafter,  showed  that  the 
campaign  had  excellent  positive  results,  not 
only  throughout  New  York  State  but  through- 
out the  nation  as  a whole. 

Washington  Delegation.  The  1965  State 
Medical  Society  Washington  delegation  visited 
the  Capitol  on  March  9,  10,  and  11.  The  trip 
marked  the  fifth  consecutive  year  that  our 
delegation  had  visited  Washington.  Because 
of  the  imminence  of  a vote  on  the  issue  of 
medical  care  for  the  aged,  the  trip  was  advanced 
from  the  customary  time  in  April.  While 
the  main  objective  of  the  delegation  was  to 
support  the  Curtis-Herlong  Eldercare  Bill,  the 
delegates  discussed  with  their  representatives 
and  the  two  U.S.  senators  other  matters  per- 
taining to  medicine  as  well  as  problems  in 
their  own  particular  counties. 

The  delegation  this  year  consisted  of  25 
physician  members.  Since  time  was  of  the 
essence  and  prohibited  the  sending  of  notices  to 
county  medical  societies  to  invite  them  to 
sponsor  delegates  at  their  own  expense,  the 
delegation  consisted  mainly  of  physicians  sent 
at  State  Medical  Society  expense,  but  included 
five  physicians  who  traveled  at  county  medical 
society  or  individual  expense.  The  delegates, 


who  were  not  State  Medical  Society  officials, 
were  chosen  because  of  their  friendship  with 
their  congressmen.  The  delegation  was  led 
by  our  president,  Waring  Willis,  M.D. 

In  spite  of  the  fact  that  the  passage  of 
Medicare  in  some  form  seemed  imminent, 
the  consensus  of  the  delegation  was  that  the 
trip  was  worth  while.  The  delegates  were  well 
received  by  the  congressmen,  who,  without 
exception,  were  interested  in  the  medical 
profession’s  viewpoints  on  Eldercare  and  on 
other  matters  concerning  the  medical  pro- 
fession. In  one  particular  instance,  for  ex- 
ample, a congressman  took  time  out  to  discuss 
point  by  point  the  provisions  of  the  Eldercare 
program.  Several  of  the  congressmen,  who 
had  campaigned  for  Medicare,  openly  stated 
that  they  would  look  into  the  merits  of  the 
Eldercare  program. 

A common  denominator  in  all  the  discussions 
with  the  congressmen  was  the  tremendous 
impact  that  the  television  spot  announcements 
of  the  A.M.A.  had  made  on  the  congressmen. 
Apparently,  the  programs  had  resulted  in  a 
flood  of  letters  to  Washington. 

The  attention  of  this  House  is  called  to  an 
interesting  fact.  At  the  time  of  the  conclusion 
of  the  State  Medical  Society’s  trip  in  early 
March,  several  months  before  the  enactment  of 
Public  Law  89-97  (Medicare),  the  general 
impression  in  Washington  was  that  Medicare 
alone  would  not  be  the  subject  of  any  bill  passed 
by  Congress.  The  forecast  was  that  the  final 
bill  enacted  would  incorporate  a limited  Medi- 
care plan,  provisions  suggested  by  Chairman 
Mills  amending  the  MAA  program,  and  either 
provisions  along  the  lines  proposed  by  Rep- 
resentative Byrnes,  or  the  Eldercare  bill.  As 
events  were  to  prove,  this  was  a fairly  accurate 
forecast  since  the  final  bill  incorporated  a 
section  on  hospitalization  and  another  section 
on  physician  care.  Although  the  opposition  of 
the  medical  profession  failed  to  prevent  passage 
of  the  law,  it  was  evident  that  the  work  of  the 
physicians  throughout  the  country  had  a 
decided  effect  on  the  thinking  of  the  members 
of  Congress. 

Although  the  Administration’s  Social  Se- 
curity plan  of  medical  care  for  the  aged  was 
ultimately  enacted  into  law,  your  committee 
feels  that  the  trip  was  well  worth  the  effort 
since  it  helped  to  improve  relations  with  the 
congressmen  we  had  met  in  previous  years  and 
laid  the  groundwork  for  good  relations  with  the 
new  members  of  the  House  and  the  Senate. 
Through  the  State  Medical  Society’s  five  con- 
secutive visits  to  Washington,  we  have  built 
up  a sound  rapport  with  the  members  of  Con- 
gress which  will  serve  us  in  good  stead  in  any 
negotiations  we  may  wish  to  undertake  in  the 
modification  of  whatever  medical  care  for  the 
aged  program  amendments  are  proposed  in 
Congress. 

Medicare  Law.  Despite  the  predictions  of 
the  inevitable  enactment  of  some  form  of 
Medicare  legislation,  your  committee  did  not 
abandon  its  long  fight,  but  continued  its  efforts 
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by  trying  to  obtain  the  least  objectionable 
type  of  legislation  and  by  preparing  for  even- 
tualities that  might  occur  after  its  enactment. 

In  addition  to  conducting  the  Eldercare 
campaign,  which  was  an  A.M.A.-initiated  short- 
term, crash  program,  pinpointed  as  a last  ditch 
stand  against  Medicare,  your  committee  was 
active  in  other  areas.  Working  at  all  times  in 
close  cooperation  with  the  A.M.A.,  prior  to  the 
polling  of  the  House  of  Representatives  on 
H.R.  6675  (Medicare),  telegrams,  over  the 
signature  of  our  president.  Waring  Willis, 
M.D.,  were  sent  to  each  one  of  New  York’s 
Republican  congressmen,  urging  them  to  vote 
for  recommittal  of  the  bill  to  the  House  Ways 
and  Means  Committee,  which  for  the  first 
time  had  reported  out  a Medicare  bill,  making 
ultimate  passage  almost  a foregone  conclusion. 

Unfortunately,  the  vote  to  recommit  lost 
and  the  House  passed  the  bill  and  sent  it  on  to 
the  Senate.  While  the  bill  was  still  before  the 
Senate,  your  committee  met  and  drew  up 
specific  suggestions  concerning  the  proposed 
law  which  were  submitted  to  and  approved  by 
the  Council. 

The  recommendations  of  the  committee  for 
transmittal  to  the  Senate  Finance  Committee 
and  Senators  Jacob  K.  Javits  and  Robert  F. 
Kennedy,  included:  (1)  The  specialties  of 

radiology,  pathology,  anesthesiology,  and  phys- 
iatry  should  not  be  included  under  Title  1, 
Part  1A;  (2)  physicians  should  be  required 

only  to  certify  for  those  services  under  their 
direction  or  control;  and  (3)  while  the  present 
high  standards  and  high  quality  of  our  health 
care  system  must  be  preserved  and  made 
available  to  all  Americans,  hospital  and  medical 
care  provisions  should  be  limited  to  the  aged 
who  need  help  in  financing  such  care  and  should 
not  be  provided  to  all  persons  over  age  sixty- 
five,  without  regard  to  their  need  of  financial 
assistance. 

As  we  all  know  the  House  and  Senate  ul- 
timately passed  a compromise  version  of  the 
original  bill,  excluded  the  four  specialties  from 
Title  1,  Part  1A,  and  the  President  signed  it 
into  a law  now  known  as  Public  Law  89-97. 

Although  the  action  was  a defeat  for  the 
physicians  and  other  citizens  who  have  fought 
such  a government  medical  plan  for  seventeen 
years,  the  medical  profession  won  out  on  two 
important  points.  Of  particular  interest  to 
New  York  State  physicians  is  the  fact  that 
services  of  chiropractors  as  a benefit  were 
eliminated  from  the  finally  enacted  law.  In 
addition,  the  final  version  of  the  bill,  which 
became  law,  excluded  the  services  of  pathol- 
ogists, radiologists,  physiatrists,  and  anes- 
thesiologists from  the  Social  Security  hospital 
benefit  program,  meaning  that  they  will  be  able 
to  bill  aged  persons  for  their  services  separately, 
rather  than  as  a part  of  the  hospital  bill. 

As  far  as  New  York  State  physicians  are 
concerned,  there  was  one  bright  note  in  the 
passage  of  Public  Law  89-97.  In  keeping  with 
the  wishes  long  expressed  by  State  Medical 
Society  representatives,  the  law  now  provides 
compulsory  Social  Security  coverage  for  self- 


employed  physicians  as  well  as  for  interns  and 
residents.  Coverage  and  liability  for  taxes 
for  physicians  began  on  January  1,  1965,  while 
coverage  for  interns  and  residents  will  begin  on 
January  1,  1966. 

Another  recommendation  which  was  made 
and  accepted  by  the  Council  was  that  the 
State  Medical  Society  adopt  the  policy  to  be 
followed  if  and  when  a bill  was  enacted  into 
law.  Long  before  its  enactment,  the  committee 
suggested  that  a statement  containing  such  a 
policy  should  be  issued  immediately  following 
its  enactment.  The  statement  recommended 
by  the  committee  and  approved  by  the  Council 
was  as  follows: 

“The  Medical  Society  of  the  State  of 
New  York  will  cooperate  in  every  way  possible 
with  the  government  in  carrying  out  the 
provisions  of  the  law.  As  citizens  and  as 
physicians,  the  members  of  the  State  Society 
will  comply  with  the  law  of  the  land  and 
attempt  to  bring  to  the  people  the  best  medical 
care  in  accordance  with  its  provisions. 
Since  overutilization  may  occur,  the  Medical 
Society  of  the  State  of  New  York  offers  its 
services  toward  the  control  of  overutiliza- 
tion.” 

This  statement  was  made  the  basis  of  a 
release  to  the  various  media  of  information 
following  the  enactment  of  the  law. 

While  the  enactment  of  Medicare  legislation 
is  discouraging  to  those  of  us  who  have  labored 
so  hard  and  so  long,  this  setback  should  not  be 
seized  on  as  an  excuse  to  abandon  ship  but 
should  spur  us  on  to  more  intensive  and 
extensive  activities  in  the  field  of  Federal 
legislation.  Undoubtedly,  there  will  be  nu- 
merous amendments  to  the  law  as  time  passes. 
We  should  have  a strong  voice  in  formulating 
and  ultimately  finalizing  these  changes.  There 
have  been  numerous  matters  of  importance  to 
the  medical  profession  before  Congress,  which 
in  the  past,  perhaps,  have  been  overshadowed 
by  the  major  issue  of  medical  care  for  the  aged. 

Now  is  the  time  to  re-evaluate  the  programs 
being  considered  by  Congress  and  to  express 
our  views  upon  them.  These  problems  include 
such  matters  as  health  facilities,  community 
mental  health  centers  and  regulations,  laws 
concerning  unrelated  business  activities  of 
medical  societies,  water  pollution,  air  pollution, 
and  animal  research.  With  the  passage  of  the 
Administration’s  program  for  medical  care 
for  the  aged  and  the  sponsoring  by  the  Ad- 
ministration of  other  medical  programs,  the 
role  of  medicine  as  an  effective  force  in  the 
formation  and  development  of  national  pro- 
grams must  be  continued  and  augmented  in  the 
future. 

Other  Federal  Bills.  Realizing  the  neces- 
sity for  a broader  approach  to  Federal  legisla- 
tion, your  committee,  at  both  of  its  1965 
meetings,  reviewed  bills  in  Congress  which  did 
not  pertain  to  medical  care  for  the  aged.  At 
its  May  meeting,  for  example,  the  committee 
voted  to  recommend  to  the  Council  that  the 
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State  Medical  Society  support  two  Federal 
bills.  There  were:  (1)  H.R.  10  (Keogh) — 

Amendments  to  the  Keogh  Act  (Pension  and 
Profit  Sharing  Plan);  and  (2)  H.R.  1190 
(Watts)- — Tax  Exemption  for  Advertising  In- 
come from  Publications  of  Certain  Organizations 
(Unrelated  Income). 

The  Council  voted  to  approve  these  recom- 
mendations for  support.  In  addition,  the 
committee  also  recommended  that  the  State 
Medical  Society  oppose  S.  596  (Hill);  H.R. 
3140  (Harris)- — the  Heart  Disease,  Cancer, 
and  Stroke  Amendments  of  1965.  As  explained 
in  a special  section  of  this  report  devoted  to  the 
recently  enacted  law  on  this  subject,  the 
Council  took  no  position  on  the  bill  at  the  time 
the  committee  made  its  recommendation  in 
May,  1965. 

The  committee  took  these  actions  because  it 
believes  that  congressmen  will  look  to  us  for 
our  advice  and  our  help  if  we  express  our 
opinions  on  pending  legislation  in  the  many 
areas  affecting  health. 

The  committee  feels  also  that  the  participa- 
tion of  the  medical  profession  in  Federal 
legislation  should  include  an  awareness  of  the 
legislative  proposals  in  which  the  individual 
congressmen  are  interested.  We  believe  that 
an  expression  of  medicine’s  concern  for  the 
nonmedical,  but  related,  problems  of  the 
legislators  will  win  their  good  will  and  improve 
our  chances  of  their  acceptance  of  our  views 
on  medical  matters.  With  this  point  in  mind, 
we  are  keeping  a watchful  eye  on  the  com- 
mittee posts  which  the  congressmen  from  New 
York  State  hold  in  order  that  we  may  be  able  to 
find  out  what  may  be  their  particular  interests 
in  the  wide  field  of  Federal  legislation. 

In  keeping  with  the  philosophy  of  becoming 
aware  and  knowledgeable  about  a greater 
number  and  variety  of  both  medical  and  non- 
medical national  legislative  proposals,  a new 
system  for  keeping  abreast  of  developments 
was  approved  by  the  committee  at  its  October 
meeting.  Through  the  State  Medical  Society’s 
coordinator  of  legislative  activities,  the  mem- 
bers of  the  committee  will  be  sent  copies  or 
digests  of  important  Federal  medical  bills. 
Each  bill  or  digest  will  be  accompanied  by  an 
evaluation  sheet  on  which  each  member  can 
voice  his  opinions.  These  evaluation  sheets 
will  be  returned  to  the  coordinator,  who  will 
prepare  a composite  report  of  all  the  evaluation 
sheets  received  for  the  examination  of  your 
chairman.  On  the  basis  of  this  composite 
report,  your  chairman  will  submit  recommenda- 
tions, concerning  the  bills,  to  the  Council. 
By  this  system,  it  is  hoped  that  the  Council 
will  be  in  a position  to  enable  the  State  Medical 
Society  to  play  a more  active,  constructive  role 
in  fostering  sound  Federal  laws  and  in  pre- 
venting the  enactment  of  undesirable  national 
statutes. 

Heart  Disease,  Cancer,  and  Stroke  Bill. 
Although  the  committee  concentrated  most  of 
its  effort  during  1965  on  the  Medicare  bill,  it 
devoted  considerable  time  and  effort  to  other 
bills  of  importance  to  the  medical  profession. 


Outstanding  among  these  proposals  was  the 
Administration’s  bill  identified  as  H.R.  3140 
(S.  596)  and  known  as  the  “Heart  Disease, 
Cancer,  and  Stroke  Amendments  of  1965.” 
In  its  original  form,  this  bill  would  have  es- 
tablished a five-year  grant  program  to  assist 
universities,  medical  schools,  research  institu- 
tions, and  others  in  the  planning,  establishing, 
and  operating  of  regional  medical  complexes  for 
research,  training,  and  demonstrations  of  patient 
care  in  the  field  of  heart  disease,  cancer,  stroke, 
and  other  major  diseases. 

Like  the  Medicare  proposals,  this  bill  had 
great  popular  appeal  because  it  seemed,  on 
the  surface,  to  guarantee  a quick  solution  to 
the  problems  of  major  diseases,  and  the  elim- 
ination of  the  deaths  caused  by  them.  Al- 
though it  risked  the  chance  of  being  once  again 
labeled  as  “against”  everything,  the  A.M.A. 
opposed  the  legislation  for  many  sound  reasons, 
including  the  lack  of  proof  that  such  a bill  was 
needed,  the  drainage  that  would  be  caused  on 
medical  manpower,  and  others. 

At  its  May  meeting,  your  committee  dis- 
cussed this  bill.  Realizing  that  the  problem 
posed  by  the  bill  was  complex  and  that  outright 
opposition  to  the  bill  in  an  area  such  as  New 
York  City  might  not  be  feasible  and  could  well 
be  impractical  and  harmful,  the  committee 
submitted  the  matter  to  the  Council  with  the 
recommendation  that  the  State  Medical  Society 
support  the  A.M.A.’s  opposition  as  stated  in 
the  issue  of  the  Journal  of  the  American  Medical 
Association  for  April  26,  1965.  The  Council, 
however,  on  the  recommendation  of  its 
Executive  Committee,  voted  that  no  stand  be 
taken  on  the  committee’s  suggestions. 

To  no  one’s  surprise,  the  bill  was  finally 
passed  by  the  House  and  the  Senate  and  signed 
into  law  by  the  President.  While  apparently 
suffering  another  setback  through  the  passage 
of  the  law,  the  American  medical  profession 
scored  several  significant  victories.  As  one 
journalist  put  it,  the  efforts  of  the  physicians 
have  “succeeded  dramatically”  and  have  “se- 
verely crippled”  the  program  proposed  for  a 
national  attack  on  heart  disease,  cancer,  and 
stroke,  because  they  have  “operated  quietly, 
with  little  fanfare,  over  a nine-month  period.” 
The  success  alluded  to  by  the  journalist  was  the 
fact  that  about  20  amendments  to  the  Ad- 
ministration bill  were  enacted  into  the  law  as  a 
result  of  the  activities  of  the  A.M.A. 

As  A.M.A.  president,  James  C.  Appel,  M.D., 
stated,  “While  we  cannot  support  H.R.  3140 
as  amended,  because  we  believe  it  still  intro- 
duces an  undesirable  concept,  the  amendments 
agreed  to  by  the  Administration  certainly  make 
the  bill  much  less  objectionable.” 

There  is  an  encouraging  important  lesson 
that  can  be  drawn  from  the  results  of  the 
medical  profession’s  activities  concerning  the 
heart  disease,  cancer,  and  stroke  bill.  The 
lesson  is  that  the  long-suffering,  patient  efforts 
of  the  American  medical  profession  are  begin- 
ning to  bear  fruit.  The  power  of  organized 
medicine  to  achieve  results  in  legislative 
endeavors  has  not  suffered  from  the  enactment 
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of  Public  Law  89-97,  (Medicare)  but,  on  the 
contrary,  appears  to  have  gained  additional 
momentum.  As  a result  of  the  apparently 
changing  climate  in  Washington,  a corollary 
may  be  drawn  that  negotiation  is  an  indis- 
pensable ally  in  legislative  activities. 

Congressional  Committeemen.  In  the 
fall  of  1964,  county  medical  societies  were  re- 
quested to  submit  to  our  State  Medical  Society 
the  names  of  physicians  who  would  be  willing 
to  act  as  contacts  between  the  medical  pro- 
fession and  congressmen  with  whom  they  were 
well  acquainted  on  a personal  basis.  These 
doctors  serve  as  county  contact  committeemen, 
whose  primary  function  is  to  present  med- 
icine’s views  on  pending  Federal  legislation  to 
the  members  of  the  House  of  Representatives 
and  the  Senate.  While  there  was  a satisfactory 
response  from  many  upstate  county  medical 
societies,  some  difficulties  were  encountered  in 
setting  up  the  ideal  system  of  one  physician  for 
each  congressman,  particularly  in  the  New 
York  City  area  where  many  of  the  congressmen 
reside.  In  order  to  make  the  system  more 
effective,  your  committee  recommended  that 
every  effort  be  made  to  induce  county  medical 
societies  to  cooperate  in  this  practical  method 
of  reaching  our  congressmen,  through  letters  to 
county  medical  society  presidents  and  personal 
visits  to  the  county  areas  by  the  State  Medical 
Society’s  regional  representatives. 

Your  committee  also  urges  the  members  of 
this  House  to  use  their  good  offices  to  encourage 
county  medical  society  participation  and  also 
recommends  that  the  House  go  on  record  as 
endorsing  this  project. 

Legislation  Information  Center.  For 
more  than  a year,  the  State  Medical  Society’s 
Legislation  Information  Center  has  been  supply- 
ing materials  and  answering  inquiries  concerning 
Federal  legislation,  in  addition  to  its  other 
primary  function  of  supplying  data  on  State 
legislation.  Thousands  of  requests,  not  only 
from  county  medical  societies  and  physicians, 
but  especially  from  individual  citizens  and  lay 
groups,  have  been  received  by  the  center  and 
promptly  filled. 

During  the  Medicare  campaign,  the  center 
was  overwhelmed  with  daily  inquiries  from 
the  public  particularly  immediately  before 
and  after  the  enactment  of  Public  Law  89-97 
(Medicare).  The  center  has  been  of  tre- 
mendous assistance  to  your  committee,  not  only 
in  its  fight  against  Medicare  but  in  supplying 
information  on  Federal  medical  legislation  in 
general.  The  committee  feels  that  the  center 
is  providing  an  invaluable  service  both  to  the 
medical  profession  and  to  the  lay  public  and 
deserves  the  State  Medical  Society’s  whole- 
hearted and  continuing  support. 

In  addition  to  providing  general  information, 
the  center  publishes  the  State  Medical  Society’s 
legislation  bulletin,  which  this  year  was  re- 
designed and  published  in  a new  format  with 
the  title  Capitol  News.  The  timely,  succinct, 
news  items  on  Federal  legislation,  which  ap- 
peared frequently  in  the  publication,  par- 


ticularly during  the  critical  days  of  the  Medicare 
battle,  were  useful  tools  in  your  committee’s 
work  that  should  be  continued  and  expanded 
in  the  future. 

Recognizing  the  value  of  Capitol  News  as  an 
excellent  medium  of  communication,  your 
committee,  at  its  October  meeting,  approved 
the  recommendation  made  by  the  coordinator 
of  legislative  activities,  that  additional  issues  of 
Capitol  News  be  published,  when  advisable, 
after  the  adjournment  of  the  New  York  State 
Legislature,  the  normal  cutoff  time  for  pub- 
lication of  the  legislation  newsletter.  The 
committee  also  recommended  that  provisions 
be  made  in  the  budget  to  cover  any  additional 
expenses  that  might  be  involved  for  such 
additional  issues  of  Capitol  News. 

The  committee  wishes  also  to  express  a word 
of  commendation  to  all  those  responsible  for 
the  improvement  in  both  the  format  and 
content  of  the  State  Medical  Society’s  legisla- 
tion bulletin  now  known  as  Capitol  News. 
These  include:  Ralph  D.  Semerad,  Esq.,  who 
prepares  the  copy;  Martin  J.  Tracey,  Esq., 
coordinator,  legislative  activities,  who  supervises 
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Your  committee  kept  a watchful  eye  on  all 
proposed  legislation  affecting  the  medical 
profession  and  the  public  during  the  history- 
making 1965  session  of  the  New  York  State 
Legislature,  which  lasted  twenty-four  weeks. 
Detailed  reports  of  the  committee’s  work  have 
been  submitted  from  time  to  time  to  the 
Council.  On  November  4, 1965,  the  committee 
held  a meeting  in  Albany  to  review  the  results 
of  the  1965  session  of  the  State  Legislature  and 
to  formulate  plans  for  the  1966  session. 

Because  this  report  is  being  drawn  up  in 
early  November,  1965,  a supplementary  report 
covering  activities  of  the  committee  during  the 
1966  session  of  the  State  Legislature  will  be 
submitted  to  the  House  in  February,  1966. 

This  report  is  restricted  to  a brief  summary  of 
the  highlights  of  the  committee’s  activities  and 
is  divided  into  three  principal  parts:  (1)  Final 

legislative  action  on  bills  of  interest  to  the 
State  Medical  Society  by  the  1965  State 
Legislature;  (2)  proposed  legislation  to  be 
sponsored  by  the  State  Medical  Society  during 
the  1966  session  of  the  State  Legislature,  and 
(3)  review  of  Legislation  Information  Center. 

Final  Legislative  Action,  1965  Session. 

Enactment  of  the  long-fought-for  Medical 
Society  Real  Estate  Tax  Exemption  Law  was  a 
high  point  of  the  legislation  activities  of  the 
State  Medical  Society  during  the  1965  session. 
Success  also  crowned  the  State  Society’s 
efforts  when  attempts  to  extend  the  statute  of 
limitations  for  malpractice  suits  and  to  give 
patients  ownership  of  x-ray  plates  were 
defeated.  In  addition,  ten  of  14  bills  endorsed 
by  the  State  Medical  Society  became  law. 

The  following  is  a summary  of  the  final 
disposition  of  bills  in  which  the  committee 
took  an  active  interest.  The  bills  are  listed  in 
the  following  categories:  (1)  Society  program 

bills,  which  were  introduced  at  the  request 
of  the  Society;  (2)  bills  endorsed  by  the 
Society  but  initially  sponsored  by  others;  (3) 
bills  opposed  by  the  Society. 

SOCIETY  PROGRAM  BILLS 

1.  Medical  Society  Real  Property  Tax  Exemp- 
tion (A.  Int.  5075,  Pr.  5256 — Capanegro). 
This  new  law  (Chapter  1063,  Laws  of  1965) 
amends  the  Real  Property  Tax  Law  so  as  to 
include  real  property  owned  by  medical  societies 
in  its  provisions  exempting  certain  nonprofit 
organizations  from  taxes  on  real  property. 
This  bill  also  repealed  special  provisions 
applying  to  real  property  of  medical  societies  in 
cities  of  175,000  or  more.  In  short,  all  real 
property  owned  by  either  State  or  county 
medical  societies  is  tax  free. 

The  passage  and  signing  of  this  bill  by 
Governor  Rockefeller  represents  an  excellent 
result  in  view  of  the  previous  veto  by  the 
Governor  of  a similar  bill  and  the  continued 
opposition  of  the  City  of  New  York  to  the 
bill  this  year.  The  tax  exemption  bill  is 
particularly  important  in  view  of  the  Society’s 
consideration  of  building  its  own  headquarters 
in  the  New  York  City  area.  Finally,  this  bill 
will  also  provide  immediate  tax  relief  to  the 


Queens  County  Medical  Society  which  has,  up 
to  the  present  time,  been  paying  real  property 
taxes. 

2.  Oral  Prescriptions  (S.  Int.  2856,  Pr. 
3012- — Pomeroy ; A.  Int.  4418,  Pr.  4541 — 
Ryan).  These  bills  would  have  allowed  phar- 
macists to  fill  oral  prescriptions  for  class  B 
narcotics,  largely  cough  medicines,  to  be  fol- 
lowed up  by  a written  prescription  within 
seventy-two  hours.  Federal  legislation  already 
allows  this.  As  the  session  developed,  the 
pressures  from  the  District  Attorney’s  office  of 
New  York  City  and  others  became  such  that  our 
measure,  after  passing  the  Assembly,  failed  to 
receive  Senate  approval. 

3.  Medical  Assistance  for  the  Aged  (A.  Int. 
3215,  Pr.  6094 — Satriale  and  others ).  The 
Society  sponsored  two  bills  which  would  have 
liberalized  the  means  test  for  recipients  of 
old  age  medical  assistance,  as  well  as  transferring 
the  administration  of  this  program  from  the 
Department  of  Social  Welfare  to  the  Depart- 
ment of  Health.  Although  the  Society-spon- 
sored bills  did  not  pass,  a similar  bill  supported 
and  endorsed  by  the  Society  and  sponsored  by 
the  State  Department  of  Social  Welfare  did 
pass  and  became  Chapter  828  of  the  Laws  of 
1965.  This  measure  removed  the  income 
provisions  which  were  frozen  in  the  statute 
and  placed  the  setting  of  such  limitations 
within  the  discretion  of  the  Board  of  Social 
Welfare.  Our  Society  bill  would  have  specifi- 
cally increased  the  ceilings  on  income  and  assets 
to  a more  realistic  level,  and  confined  the  means 
test  to  resources  of  the  recipient  or  spouse. 

4.  Workmen’s  Compensation  Fee  Increase  ( S . 
Int.  3888,  Pr.  5084- — Lentol).  This  measure 
would  have  amended  the  Workmen’s  Com- 
pensation Law  to  increase  from  $25  to  $35, 
maximum  claim  which  may  be  enforceable 
against  employer,  for  specialist  consultations, 
surgical  operations,  physiotherapeutic  pro- 
cedures, and  x-ray  examinations,  and  from  $10 
to  $15,  for  special  diagnostic  laboratory  tests, 
without  prior  consent  of  the  employer. 

This  bill  passed  the  Senate  and  was  referred 
to  the  Assembly  Rules  Committee  where  it 
died.  The  prognosis,  however,  for  the  measure 
in  the  future  is  most  encouraging  and  the 
State  Legislation  Committee  strongly  urges 
the  reintroduction  of  this  measure  during  the 
next  legislative  session. 

5.  Mandate  Equitable  Fee  Schedules  (A. 
Int.  4589,  Pr.  4712 — Drumm).  The  Medical 
Society  sponsored  a bill  which  would  have 
required  the  standardization  of  fees  paid  by 
various  State  agencies.  The  purpose  of  the 
bill,  which  died  in  committee,  was  to  indicate 
that  if  the  State  failed  to  act  administratively  to 
eliminate  the  inequitable  and  illogical  method 
of  providing  for  schedules  of  fees  for  medical 
treatment  and  care,  then  legislation  would 
become  necessary.  After  the  introduction  of 
the  bill,  the  State  acted  administratively.  As 
the  result  of  negotiations  with  the  State  Budget 
Director,  the  Budget  Department  requested  all 
heads  of  departments  concerned  to  review  these 
schedules  and  make  recommendations. 
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6.  Body  Donation  for  Scientific  Purposes 
{A.  Int.  4623,  Pr.  7043 — LaFauci;  S.  Int.  3799, 
Pr.  5428 — Thaler).  The  bill  was  supported  by 
the  Law  Revision  Commission  and  other 
interested  groups,  and  was  defeated  only  be- 
cause of  alleged  religious  objections  to  the  bill. 
During  the  last  few  months,  the  Society  has 
received  assurances  from  its  opponents,  repre- 
senting religious  interests,  of  a willingness  to 
meet  and  consult  with  them  in  order  to  work 
out  an  acceptable  legislative  vehicle.  This 
bill  is  important  because,  under  the  present 
law,  there  is  no  direct  statutory  authority  for  a 
surviving  spouse  or  a competent  child  of  a 
deceased  person  to  make  gift  of  a portion  of  a 
deceased  person’s  body  for  scientific,  edu- 
cational, or  therapeutic  use. 

7.  Income  Tax  Deductions  for  Medical  College 
Expenses  (S.  Int.  2419,  Pr.  2506 — Van  Lare; 
A.  Int.  4520,  Pr.  4643 — LaPan).  This  meas- 
ure, which  has  been  introduced  over  the  years 
primarily  for  the  public  relations  benefits  and 
which  indicates  the  Society’s  interest  in  allowing 
deductions  for  income  expended  for  the  cost  of 
tuition,  textbooks,  and  laboratory  fees  for 
students  in  medical  colleges,  made  no  progress 
and  died  in  committee. 

STATE  MEDICAL  SOCIETY-ENDORSED  BILLS 

1.  Endorsement  of  Out-of-State  Licenses  ( S . 
Int.  1791,  Pr.  1819 — Warner;  A.  Int.  3420, 
Pr.  3458 — Baker) . Amends  the  Education  Law, 
to  provide  that  the  right  of  the  regents  to 
endorse  a license  to  practice  a profession, 
issued  by  a board  of  examiners  in  any  other 
state  or  country,  shall  be  on  satisfactory 
evidence  that  the  applicant  has  met  any 
requirements  in  force  in  this  State  as  to  citizen- 
ship and  residence  and  has  completed  education 
and  training  substantially  equivalent  to  the 
requirements  in  force  in  this  State. 

The  Warner  bill  passed  the  Senate  and  was 
approved  by  the  Assembly,  where  it  was 
substituted  for  A.  Int.  3420.  The  bill  was 
signed  by  the  Governor  and  is  now  Chapter  98 
of  the  Laws  of  1965. 

2.  Hallucinogenic  Drugs  (S.  Int.  432,  Pr. 
432 — Pomeroy ; A.  Int.  5795,  Pr.  6421— Rules). 
Changed  Penal  Law,  Education  Law,  and 
Mental  Hygiene  Law,  to  prohibit  possession, 
sale,  exchange,  or  gift  of  hallucinogenic  drugs  or 
preparation  by  other  than  registered  manu- 
facturers or  physicians,  licensed  by  mental 
hygiene  commissioner,  with  certain  exceptions 
for  common  carrier,  warehousemen,  their  em- 
ployes and  public  officers  or  employes  in 
performance  of  duties.  The  bill  also  prohibited 
sale  or  dispensing  except  under  regulations 
of  mental  hygiene  commissioner. 

The  Pomeroy  bill  passed  both  Houses  and 
was  signed  by  the  Governor.  It  is  now  known 
as  Chapter  332  of  the  Laws  of  1965. 

3.  Depressants  and  Stimulants  (S.  Int.  3532, 
Pr.  5360— Thaler;  A.  Int.  5520,  Pr.  6854- 
Rice).  Changed  Public  Health  Law  and  Penal 
Law,  to  provide  for  regulation  of  sale  and 
possession  of  depressant  and  stimulant  drugs 
and  other  medicinal  preparations  having  in- 


cidental narcotic  effect,  including  powers  and 
duties  of  health  commissioner,  licenses  and 
approvals,  manufacture,  sale,  distribution,  pos- 
session, and  use  of  such  drugs.  The  Society 
was  contacted  early  concerning  recommenda- 
tions and  suggestions  about  this  bill.  Our 
suggestions  amended  the  bill  in  such  a way  that 
the  bill  does  not  interfere  with  the  use  of  these 
drugs  by  a physician  other  than  requiring  that 
the  physician  keep  an  inventory  of  such  drugs. 

The  Rice  bill  was  passed  by  the  Assembly  and 
the  Senate,  where  it  was  substituted  for  the 
Thaler  bill,  and  was  signed  by  the  Governor. 
It  is  now  Chapter  323,  Laws  of  1965. 

4.  X-ray  Technicians  (S.  Int.  3680,  Pr. 
3993 — Thaler;  A.  Int.  4725,  Pr.  4848 — Green). 
Amends  Public  Health  Law,  to  authorize 
State  Health  Department  to  admit  to  ex- 
amination for  x-ray  technology  license,  ap- 
plicant who  was  enrolled  in  school  of  x-ray 
technology  or  engaged  in  training  course  therein 
before  July  1,  1964,  subject  to  having  completed 
course  and  submitting  evidence  of  being  at 
least  eighteen  and  of  good  moral  character; 
repeals  present  provision  for  completing  twenty- 
four-month  course. 

5.  Int.  3680  passed  the  Senate  and  Assembly, 
where  it  was  substituted  for  A.  Int.  4725,  and 
was  signed  by  the  Governor.  It  is  now  known 
as  Chapter  160,  Laws  of  1965. 

5.  Hospital  Administration.  In  April  of  1965, 
the  Governor’s  Committee  on  Hospital  Costs, 
under  the  chairmanship  of  Marion  Folsom, 
submitted  a summary  of  findings  and  recom- 
mendations for  holding  down  hospital  costs. 
On  the  basis  of  this  report  broad  legislative 
changes  were  enacted  into  law.  The  Society 
took  an  active  part  in  the  formulation  of  the 
new  law  and  vigorously  fought  for  changes 
which  helped  make  the  bill  more  palatable. 

The  bill  (S.  Int.  4656,  Pr.  5970)  as  passed, 
in  general,  does  the  following: 

(а)  It  places  in  the  hands  of  the  State  Hos- 
pital Review  and  Planning  Council,  an  existing 
broadly  representative  citizen  body,  all  rule- 
making  power,  instead  of  in  the  Commissioner 
of  Health. 

(б)  It  expressly  limits  the  authority  to  certify 
hospital  rates  to  those  rates  approvable  under 
present  law  by  the  Superintendent  of  Insurance 
and  the  Director  of  the  Budget. 

(c)  It  preserves  the  present  exemptions  for 
institutions  of  religious  character. 

(d)  The  provision  relating  to  the  com- 
position of  boards  of  directors  of  hospital 
service  corporations  was  made  to  apply  only  to 
directors  of  hospital  service  corporations  elected 
or  re-elected  after  February  1,  1966. 

(e)  The  original  requirement  that  hospitals 
maintain  a system  of  cost  accounting  and  a 
uniform  system  of  accounts  and  records  was 
amended  to  provide  that  hospitals  need  only 
maintain  a uniform  system  of  cost  analysis  to 
maintain  a uniform  system  of  reports  and 
audits. 

( f ) The  jurisdiction  of  the  Commissioner  of 
Health  with  respect  to  changes  in  furnishings 
and  appurtenances  was  eliminated  altogether. 
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The  amended  bill  was  endorsed  by  the 
New  York  State  Hospital  Association,  the  Blue 
Cross  and  Blue  Shield  plans  of  New  York  State, 
the  City  of  New  York  and,  with  certain  minor 
amendments  agreed  on,  representatives  of 
the  Catholic  Church.  It  is  now  known  as 
Chapter  795,  Laws  of  1965. 

It  is  the  view  of  the  committee  that  the 
Society  won  meaningful  revisions  in  the  bill, 
that  efforts  were  made  to  communicate  with 
interested  and  representative  members  of  the 
Society  and  Council,  and  that  if  the  Council 
or  the  Medical  Society  had  failed  to  seize  this 
opportunity  to  support  this  most  important 
legislation,  we  would  have  lost  the  opportunity 
for  taking  away  health  administration  from  the 
Department  of  Social  Welfare  and  placing  it  in 
the  hands  of  the  State  Health  Department. 

6.  Measles  Inoculation  (S.  Int.  4313,  Pr. 
5306 — Thaler ) . This  measure  added  provisions 
to  the  Public  Health  Law,  to  require  the 
State  Health  Commissioner  to  develop  and 
supervise  a program  of  inoculation  designed  to 
raise  immunity  of  children  against  measles  to 
the  highest  possible  level  by  April  1,  1970,  to 
encourage  and  assist  municipalities  in  develop- 
ment of  local  programs,  and  to  make  certain 
other  provisions  including  expenditure  of  funds 
as  the  Legislature  shall  make  available  for 
purchase  of  vaccine;  appropriated  $500,000. 
This  bill  passed  both  Houses  and  was  signed  by 
the  Governor  and  it  is  now  known  as  Chapter 
344,  Laws  of  1965. 

7.  Contraceptives  (S.  Int.  3980,  Pr.  5787 — 
Thompson- Metcalf).  This  bill  amends  Section 
1142,  Penal  Law,  to  strike  out  provision  making 
it  a misdemeanor  for  person  to  sell  or  give 
away,  any  article,  drug,  or  medicine  for  pre- 
vention of  conception,  or  purporting  to  be 
therefor.  The  sale  of  such  items  is  to  be 
limited  to  duly  licensed  pharmacies  with  the 
sale  to  minors  under  sixteen  prohibited.  This 
bill  passed  both  the  Senate  and  Assembly  and 
was  signed  by  the  Governor.  It  is  now  known 
as  Chapter  637,  Laws  of  1965. 

8.  Therapeutic  Abortion  Bills  (A.  Int.  3589, 
Pr.  3627— Sutton;  S.  Int.  1561,  Pr.  1581— 
Ohrenstein;  A.  Int.  3587,  Pr.  3625- — Sutton). 
Several  bills  to  amend  the  present  laws  con- 
cerning therapeutic  abortion  were  introduced 
but  died  in  various  committees. 

9.  Insanity  Defense  ( S . Int.  2367,  Pr.  2454 — 
Hughes ; A.  Int.  3526,  Pr.  3564 — Bartlett ). 
Changed  Penal  Law  and  Criminal  Code,  to 
provide  that  a person  is  not  criminally  re- 
sponsible for  conduct  if  at  times  as  result  of 
mental  disease  or  defect  he  lacks  substantial 
capacity  to  know  or  appreciate  either  nature 
and  consequence  of  conduct,  or  that  conduct 
was  wrong,  to  repeal  provision  as  to  morbid 
propensity  to  commit  act  and  as  to  person 
laboring  under  defect  of  reason;  makes  pro- 
vision for  psychiatric  testimony  on  defense  of 
insanity. 

The  Bartlett  Bill  passed  both  the  Assembly 
and  the  Senate  and  was  signed  by  the  Governor. 
It  is  now  known  as  Chapter  593,  Laws  of  1965. 


BILLS  OPPOSED  BY  THE  SOCIETY 

1.  Statute  of  Limitations — Malpractice  Suits 
C A . Int.  556,  Pr.  6887 — Goldstein).  This  bill 
amended  the  Civil  Practice  Law  and  Rules,  to 
provide  that  the  time  limitation  within  which 
action  to  recover  damages  for  malpractice  of 
a physician,  surgeon,  osteopath,  or  chiropractor 
must  be  commenced,  shall  be  computed  from 
time  plaintiff  discovered  or  with  reasonable 
diligence  should  have  been  facts  constituting 
malpractice  but  not  more  than  five  years. 
This  bill  was  amended  and  recommitted  several 
times.  It  was  finally  committed  to  the  Rules 
Committee,  where  it  died. 

(S.  Int.  4333,  Pr.  4841- — Wilson).  This 
measure  also  amended  the  Civil  Practice  Law 
and  Rules  to  require  that  within  six  years  after 
discovery,  action  must  be  commenced  to 
recover  damages  for  malpractice  for  injuries 
resulting  from  surgery  or  treatment  to  plaintiff’s 
person.  This  bill  died  in  the  Senate  after  being 
reported  out  of  committee  and  placed  on  third 
reading. 

2.  Hypnosis  (S.  Int.  2954,  Pr.  3111 — Brydges; 
A.  Int.  4851,  Pr.  4998 — Taylor).  Amended  the 
Education  Law,  to  restrict  inducing  of  hypnosis 
to  physicians,  dentists,  optometrists,  podiatrists, 
and  psychologists  licensed  or  certified  to  prac- 
tice in  State,  with  teaching  of  methods  restricted 
to  educational  institutions  chartered  by  State, 
hospitals  approved  by  Social  Welfare  Depart- 
ment or  maintained  or  operated  by  government 
agency  or  under  jurisdiction  of  New  York  City 
Department  of  Hospitals,  and  made  other 
provisions  to  do  with  public  exhibitions. 
Both  bills  died  in  their  respective  committees 
in  the  Senate  and  Assembly. 

3.  Ownership  of  X-ray  Plates  (A.  Int.  3365, 
Pr.  3403 — Hecht;  A.  Int.  2583,  Pr.  6004 — 
Hecht;  S.  Int.  2948,  Pr.  3105 — Bernstein). 
Several  bills  were  introduced  providing  that 
the  ownership  of  x-ray  plates  taken  of  any 
member  or  organ  of  a person  shall  pass  to  such 
person.  All  of  these  bills  died  in  committee 
except  one  (S.  Int.  2053,  Pr.  4119- — Bernstein) 
which  passed  the  Legislature  but  was  vetoed 
by  the  Governor. 

4.  Local  1205  Medical  Center,  Inc.  (S.  Int. 
2333,  Pr.  2420— Thaler;  A.  Int.  1921,  Pr. 
1921 — Bums).  Amended  Chapter  579,  Laws 
of  1962  to  change  the  name  of  Local  1205 
Welfare  Fund  Dental  Center,  Inc.,  to  Local 
1025  Welfare  Fund  Health  Center,  Inc.,  and  to 
extend  powers  to  include  medical  and  surgical 
services,  in  addition  to  present  dental  services, 
for  employes  covered  by  collective  bargaining 
agreement,  and  to  include  dependents  of 
employes,  with  changes  in  trustees  and  direc- 
tors. The  Thaler  bill  passed  the  Senate  and 
Assembly,  where  it  was  substituted  for  A.  Int. 
1921,  and  was  signed  by  the  Governor.  It  is 
now  known  as  Chapter  125,  Laws  of  1965. 

While  other  bills  of  interest  to  the  medical 
profession  were  considered  by  the  State  Leg- 
islature and  scrutinized  by  your  committee  and 
legislation  counsel,  this  summary  has  been 
limited  to  those  bills  which  your  chairman 
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feels  were  the  most  important  proposals  and, 
therefore,  should  be  reported  to  the  House. 

Proposed  Legislation  for  1966.  At  its 

November  4,  1965,  meeting,  the  committee 
recommended  the  following  subjects  for  intro- 
duction as  bills  sponsored  by  the  State  Medical 
Society  at  the  1966  session  of  the  State  Leg- 
islature. These  recommendations  were  ap- 
proved by  the  Council  at  its  November  18, 
1965,  meeting: 

1.  Workmen’s  Compensation  Fee  Increase. 
This  bill  would  amend  the  Workmen’s  Com- 
pensation Law  to  increase  from  $25  to  $35,  the 
maximum  claim  which  may  be  enforceable 
against  employer,  for  specialist  consultations, 
surgical  operations,  physiotherapeutic  pro- 
cedures, and  x-ray  examinations;  and  from  $10 
to  $15,  for  special  diagnostic  laboratory  tests, 
without  prior  consent  of  the  employer. 

2.  Body  Donation.  This  proposal  would 
permit  a surviving  spouse,  or  a competent  child, 
of  a deceased  person  to  make  a gift  of  all  or  a 
part  of  the  deceased’s  body  for  scientific, 
educational,  or  therapeutic  use,  unless  there  was 
reason  to  believe  that  the  decedent  left  contrary 
instructions,  or  unless  any  surviving  specified 
relatives  objected. 

3.  Income  Tax  Deductions  for  Medical  College 
Expenses.  This  bill  would  allow  personal 
income  taxpayer  to  increase  deductions  from 
Federal  adjusted  gross  income  by  not  more 
than  $1,500  for  each  taxpayer  or  dependent, 
for  cost  of  tuition,  textbooks,  and  laboratory 
fees  paid  or  incurred  during  taxable  year  in 
connection  with  full-time  attendance,  regardless 
of  age,  at  accredited  medical  college. 

4.  Hypnosis.  For  the  past  several  years, 
bills  have  been  introduced  in  the  State  Legisla- 
ture on  the  subject  of  hypnosis,  particularly  jn 
regard  to  restricting  the  inducing  of  hypnosis  to 
physicians,  dentists,  optometrists,  podiatrists, 
and  psychologists.  As  a matter  of  legislative 
strategy  to  counter  the  expected  introduction  of 
similar  bills,  the  State  Medical  Society  should 
sponsor  the  introduction  of  a bill  which  would 
specifically  restrict  inducing  hypnosis  to  doctors 
of  medicine  and  dentists. 

5.  Foreign  Medical  Graduates  as  Residents. 
This  bill,  similar  to  one  proposed  in  1965  by 
the  State  Education  Department,  would  permit 
a foreign  medical  graduate  with  a Certificate  of 
the  Educational  Council  for  Foreign  Medical 
Graduates,  or  its  equivalent,  to  serve  as  a 
resident  in  voluntary  hospitals  within  the 
State  without  a State  Education  Department 
Temporary  Certificate  in  Medicine. 

6.  Use  of  Term  “Doctor.”  The  State  Medical 
Society  should  sponsor  a bill  which  prescribes 
limitations  for  the  use  of  the  term  “doctor.” 
The  purpose  of  the  bill  would  be  to  eliminate 
the  current  practice  of  some  groups  which 
utilize  the  title  “doctor”  in  a manner  mis- 
leading to  the  public.  The  proposed  law, 
similar  to  legislation  in  another  state,  would 
provide  that  no  person  who  holds  a doctor 
degree  shall  use  or  employ  the  title  “doctor” 
or  “Dr.”  in  a letter,  card,  or  other  writing, 
without  affixing  suitable  words  or  letters  des- 


ignating the  particular  doctorate  degree  held  by 
such  a person. 

7.  Licensing  of  Doctors  of  Medicine.  The 
committee  evaluated  very  carefully  a proposal 
that  steps  be  taken  to  transfer  the  power  of 
licensing  doctors  of  medicine  from  the  State 
Education  Department  to  some  other  group, 
such  as  the  State  Medical  Society,  or  an  in- 
dependent Board  of  Medical  Examiners,  ap- 
pointed by  the  Governor,  or  otherwise  selected. 
The  committee  recommended  that  legislative 
counsel  work  with  the  State  Medical  Society 
Ad  Hoc  Committee  to  Study  the  Revision 
of  the  Education  Law,  for  the  purpose  of  draw- 
ing up  a proposed  law  providing  for  the  creation 
of  an  independent  State  Board  of  Medical 
Examiners,  to  be  considered  by  the  committee 
as  a bill  which  might  be  sponsored  by  the  State 
Medical  Society. 

Legislation  Information  Center.  Estab- 
lished a year  ago  at  State  Society  headquarters, 
the  Legislation  Information  Center  proved  to  be 
a valuable,  effective  method  of  disseminating 
news  and  answering  inquiries  about  State  and 
Federal  legislation.  An  efficient  filing  system, 
featuring  fact  sheets,  copies  of  important  bills, 
and  a ready-reference  bulletin  board  was  the 
chief  source  for  processing  data. 

The  greatest  utilization  of  the  center  took 
place  during  the  1965  session  of  the  State 
Legislature,  when  hundreds  of  requests  for 
information  concerning  pending  bills  were 
received  and  filled.  Numerous  inquiries  con- 
cerning the  action  taken  on  bills  were  handled 
after  the  Legislature  adjourned.  An  out- 
standing service  rendered  by  the  center  was  the 
supplying  of  copies  of  bills  to  physicians  and 
other  interested  parties.  Most  requests  were 
received  over  the  telephone,  although  many 
came  by  mail.  Principal  requests  came  from 
county  medical  society  legislation  chairmen, 
executive  secretaries,  hospitals,  health  or- 
ganizations, individual  physicians.  State  Society 
division  directors,  and  other  state  medical 
societies.  Requests  also  were  received  from 
the  staff  of  State  legislators,  which  were  re- 
ferred, when  necessary,  to  legislative  counsel. 
A great  number  of  requests  were  received  from 
the  lay  public. 

In  addition  to  its  function  of  supplying  data, 
the  Legislation  Information  Center  was  very 
helpful  in  other  areas  of  State  legislation 
activity.  Through  the  coordinator  of  legisla- 
tive activities,  the  center  supervised  production 
of  the  Society’s  legislative  bulletin  in  its  new 
format,  renamed  Capitol  News.  The  bulletin, 
ably  edited  by  Ralph  D.  Semerad,  Esq.,  was 
published  weekly,  for  twenty-six  issues.  The 
publication,  which  has  been  very  well  received, 
contained  concise,  easily  readable  up-to-the- 
minute  comments  and  the  status  of  bills,  which 
reached  physicians’  offices  every  Wednesday. 

Under  the  direction  of  the  legislative  counsel, 
the  center  became  an  instrument  in  affecting  the 
fate  of  pending  bills  this  year.  The  coordinator 
worked  closely  with  the  regional  representatives 
on  special  projects,  notably  in  the  State  Medical 
Society’s  opposition  to  the  bill  extending 
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the  statute  of  limitations  in  malpractice  suits. 
They  contacted  key  physicians  for  the  purpose 
of  having  them  voice  the  Society’s  opposition 
to  members  of  the  Senate  and  Assembly  com- 
mittees considering  the  bill,  which  ultimately 
was  defeated. 

The  center  acted  also  as  a clearinghouse  for 
the  distribution  of  reports  on  pending  State 
legislation,  notices  of  public  hearings,  and 
reports  on  hearings  which  the  coordinator  at- 
tended. 

In  carrying  on  the  activities  of  the  center,  the 
coordinator  worked  in  very  close  cooperation 
with  the  legislative  counsel.  An  effective  two- 
way  system  of  communication  was  maintained 
between  the  center  at  State  Society  headquarters 
and  the  legislative  counsel’s  office  in  Albany. 

Your  committee  feels  that  the  newly  es- 
tablished Legislation  Information  Center  and 
the  revamped  bulletin  Capitol  News  marked  two 
progressive  steps  forward  in  the  handling  of 
State  legislation  by  our  State  Medical  Society. 
They  merit  the  strong,  continuing  support  of 
the  State  Medical  Society. 

Acknowledgments.  Your  committee,  and 
in  particular,  the  chairman,  is  grateful  to  all  who 
have  helped  us.  Our  thanks  are  extended 
especially  to:  James  M.  Blake,  M.D.,  Com- 
mission chairman;  George  J.  Lawrence,  Jr., 
M.D.,  Federal  Legislation  chairman;  C.  Stewart 
Wallace,  M.D.,  Public  Relations  chairman; 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  and  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president. 

An  expression  of  appreciation  also  goes  to  the 
staff  of  the  Division  of  Communications,  headed 
by  Guy  D.  Beaumont,  assisted  by  Martin  J. 
Tracey,  Esq.,  coordinator,  legislative  activities, 
and  Ralph  D.  Semerad,  Esq.,  Capitol  News 
editor. 

Last  but  by  no  means  least,  a special  vote  of 
thanks  is  once  again  due  to  our  legislative 
counsel,  George  W.  Foy,  Esq.,  and  Harry  W. 
Albright,  Esq.,  for  their  invaluable  assistance 
during  the  year. 

Respectfully  submitted, 

John  D.  Carter,  M.D.,  Chairman 

Section  50  ( see  205) 

Annual  Report  of  Committee  on  Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public 
Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

Charles  R.  Harris,  M.D Monroe 

James  M.  Jones,  M.D Westchester 

Felix  Ottaviano,  M.D Madison 

Irving  M.  Pallin,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 

John  Clough,  M.D St.  Lawrence 

John  Lee  Clowe,  M.D Schenectady 


The  staff  of  the  Division  of  Communications 
now  consists  of  the  following:  Guy  D.  Beau- 
mont, director;  Martin  J.  Tracey,  coordinator 


of  legislative  activities;  Edward  H.  Weiland, 
news  media  coordinator  and  editor.  News  of 
New  York ; Alice  Davis,  Harry  Dexter,  and 
Walter  Zackrison,  regional  representatives; 
Elizabeth  Hirsch,  secretary  to  Mr.  Tracey,  and 
Dorothy  M.  Smith,  secretary  to  Mr.  Beaumont. 

The  committee  expresses  grateful  appreciation 
to  the  staff  of  this  division  for  a job  well  done. 

General.  The  year  1965  was  an  active  and 
productive  year  for  your  committee.  Among 
the  many  activities  carried  on,  through  the  co- 
operation of  the  Division  of  Communications, 
were  the  first  New  York  State  Congress  on 
Health  Quackery,  the  five  regional  conferences 
of  county  medical  societies,  and  the  “Doctors  at 
Work”  television  series. 

In  addition,  the  committee  used  every  means 
of  communications  possible  to  achieve  its  goal  of 
bringing  adequate,  timely  information  about 
matters  pertinent  to  the  medical  profession  to 
both  the  public  and  physicians.  Included  were: 
personal  contacts  by  the  regional  representa- 
tives, News  of  New  York,  bulletins,  memoranda 
to  county  medical  societies,  and  radio  and  tele- 
vision programs.  Through  the  speakers  bureau, 
the  services  of  physicians  were  obtained  to 
present  the  medical  profession’s  views  on  a 
variety  of  subjects  at  medical  society  meetings 
and  lay  community  group  gatherings. 

The  following  is  a brief  report  on  some  of  the 
projects  which  your  committee  sponsored  and 
wishes  to  bring  to  the  attention  of  this  House. 

Meetings.  Since  the  last  report  to  the 
House,  your  Public  Relations  Committee  held 
three  regular  meetings  which  were  well  at- 
tended by  the  members.  At  these  meetings, 
your  chairman  and  the  committee  discussed 
various  projects  and  took  action  thereon  as  re- 
ported in  the  remainder  of  this  report. 

In  addition,  your  chairman  was  in  constant 
contact  with  the  director  of  the  Division  of 
Communications  and  met  six  times  during  the 
year  with  the  staff  of  the  division.  Your  chair- 
man also  attended  the  A.M.A.  PR  Institute  in 
Chicago,  October  19  and  20,  1965,  which,  in  his 
opinion,  was  one  of  the  finest  he  has  ever  at- 
tended. 

Field  Service.  One  of  the  most  effective 
methods  of  communications  employed  by  your 
committee  continues  to  be  the  personal  contact 
and  personal  service  of  the  regional  representa- 
tives. As  a means  of  improving  the  value  of  the 
field  service,  the  areas  serviced  by  Harry  Dexter 
and  Walter  Zackrison  were  realigned  during  the 
year.  In  addition,  a new  member  was  added  to 
the  field  service  in  August,  Mrs.  Alice  Davis. 
Mrs.  Davis  serves  the  First,  Second,  and  Ninth 
District  Branches. 

The  scope  of  the  activities  of  the  regional 
representatives  was  considerably  broadened  in 
1965.  In  addition  to  making  personal  visits  to 
the  county  medical  societies  in  their  respective 
areas  and  promoting  the  “Doctors  at  Work” 
program  in  various  areas  throughout  the  State, 
they  also  rendered  advice  and  assistance  in  the 
planning  of  medical  assistants  chapter  meetings. 


1450  New  York  State  Journal  of  Medicine  / June  1,  1966 


In  many  ways,  they  continue  to  give  help  to 
individual  physicians,  officers  of  county  medical 
societies,  and  district  branches  as  part  of  then- 
regular  assigned  duties. 

The  regional  representatives  cooperated  in 
promoting  Federal  and  State  legislation  projects. 
They  assisted  in  the  formation  and  revision  of 
county  society  contact  committees  through 
which  the  State  Society  hopes  to  create  better 
liaison  with  State  and  Federal  legislators.  The 
regional  representatives  also  aided  extensively 
in  the  successful  fight  against  the  enactment  of  a 
State  law  which  would  have  extended  the  statute 
of  limitations  in  malpractice  suits. 

Your  committee  is  happy  to  report  that  there 
have  been  many  indications  from  the  county 
society  level  that  the  field  service  is  working  ex- 
tremely well.  The  numerous  requests  for  the 
services  of  the  regional  representatives  and  the 
many  letters  of  thanks  and  commendation  that 
have  been  received  are  indicative  of  the  solid 
and  growing  success  of  this  worth-while  public 
relations  program. 

Regional  Conferences.  Profiting  from  its 
experience  with  the  meetings  held  in  1964,  your 
committee  made  several  improvements  in  the 
regional  conferences  for  county  medical  societies 
held  during  1965.  In  order  to  attract  a greater 
attendance  a general  invitation  was  extended  to 
physicians  in  areas  where  the  committee  felt  it 
was  appropriate.  As  a result,  the  attendance 
at  the  last  three  regional  conferences  of  1965 
was  vastly  improved.  The  use  of  speakers 
from  outside  the  New  York  State  area  also  as- 
sisted the  success  of  the  conferences. 

Since  our  last  report  to  the  House,  five 
regional  conferences  have  been  held,  in  Albany, 
Binghamton,  Lake  Placid,  Rochester,  and 
Purchase  for  the  Metropolitan  New  York  area. 
Considering  the  attendance  and  the  enthusiasm 
of  the  participants  as  exhibited  in  the  written 
survey,  your  committee  feels  that  the  regional 
conferences  were  very  successful  indeed. 

News  of  New  York.  Under  the  direction  of 
Louis  Savastano,  editor,  many  innovations 
have  been  made  in  this  publication  of  the  State 
Medical  Society.  Now  in  the  second  year  of  its 
new  format,  the  News  of  New  York  was  pub- 
lished regularly  once  a month  and  was  well  re- 
ceived. As  successor  to  Mr.  Savastano,  who 
resigned  in  August,  Mr.  Edward  H.  Weiland 
joined  the  Communications  Division  in  October. 
Mr.  Weiland  is  a former  staff  writer  with  the 
Long  Island  Daily  Press  and  a winner  of  our 
1965  Empire  State  Award  for  Excellence  in 
Medical  Reporting.  Mr.  Weiland’s  plans  are 
to  feature  articles  dealing  with  subjects  in  depth 
and  he  hopes  with  interesting,  provocative  edi- 
torials to  attract  response  from  the  membership 
in  the  form  of  letters  to  the  editor. 

Your  committee  is  pleased  also  to  report  that 
the  agreement  with  the  pharmaceutical  manu- 
facturer, sole  advertiser  in  the  News  of  New 
York,  has  been  extended  through  1966. 

“Doctors  at  Work”  Project.  The  tele- 
vision project,  “Doctors  at  Work,”  which 


started  in  1964  was  continued  with  great  success 
during  1965.  The  program,  a combination  of 
film  segments  and  live  presentation,  was  shown 
throughout  New  York  State  and  in  many  parts 
of  Canada,  Massachusetts,  Connecticut,  Ver- 
mont, Pennsylvania,  and  New  Jersey.  All  re- 
ports indicate  the  weekly  series  was  received 
enthusiastically  by  county  medical  societies, 
individual  physicians,  and  the  lay  public.  In 
addition  to  providing  health  information  to  the 
public,  one  of  the  program’s  values  was  that  it 
gave  New  York  physicians,  representing  local 
county  medical  societies,  an  opportunity  to 
present  and  interpret  filmed  medical  problems 
and  advise  the  viewing  public.  In  appreciation 
for  their  cooperation,  the  State  Medical  Society 
presented  our  grantor,  Merck  Sharp  & Dohme, 
with  a certification  of  appreciation  at  the 
September  meeting  of  the  Council. 

Although  some  difficulties  are  being  encoun- 
tered in  continuing  the  program,  your  committee 
has  decided  to  continue  the  project  of  39  pro- 
grams into  1966.  The  Merck  Sharp  & Dohme 
Postgraduate  Program  has  offered,  and  your 
Council  has  accepted,  a grant  of  $8,000  for  this 
continuation  of  the  series. 

Quackery  Congress.  One  of  the  most 
successful  public  relations  projects  ever  spon- 
sored by  the  State  Medical  Society  was  held  on 
April  7, 1965,  at  the  Americana,  New  York  City, 
where  the  Society  with  the  cooperation  of  other 
health  agencies  conducted  the  first  New  York 
State  Congress  on  Health  Quackery. 

Over  1,300  educators,  professional  people, 
civic  and  church  leaders,  representatives  of 
media,  and  law  enforcement  officers  participated 
in  the  conference  and  heard  a delineation  of  the 
problem  and  proposals  for  stronger  laws  and 
better  education  in  a continuing  antiquackery 
campaign.  The  conference  was  sponsored  by 
the  State  Medical  Society  with  cooperation 
from  the  American  Cancer  Society,  the  New 
York  Chapter  of  the  Arthritis  Foundation,  the 
Departments  of  Health  of  New  York  City  and 
New  York  State,  the  Food  and  Drug  Adminis- 
tration, the  National  Better  Business  Bureau, 
and  the  Dental  Society  of  the  State  of  New 
York.  Special  exhibits  and  displays  attracted  a 
great  deal  of  attention,  particularly  from  the 
news  media,  during  the  meeting. 

The  Congress  on  Health  Quackery  was  pro- 
duced by  the  Division  of  Communications  with 
the  guidance  and  assistance  of  the  special 
Quackery  Congress  Planning  Committee,  of 
which  your  Public  Relations  Committee  chair- 
man was  chairman. 

Judging  from  commendations  received,  the 
Congress  was  a tremendous  success.  The 
American  Cancer  Society  and  the  Arthritis 
Foundation  requested  educational  material  kits, 
developed  for  distribution  at  the  conference,  for 
each  of  their  society’s  chapters  throughout  the 
United  States,  to  be  used  as  guides  for  their 
future  meetings  on  quackery.  The  A.M.A.  also 
requested  sample  kits  for  distribution  to  all  state 
societies  to  use  as  models. 

In  brief,  the  consensus  of  speakers  on  the 
program  was  that  the  New  York  State  Congress 
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on  Health  Quackery  was  the  best  of  its  kind 
ever  held,  including  two  national  meetings. 
Your  Public  Relations  Committee  is  proud  of 
the  part  it  played  in  making  the  Congress  a 
success. 

Eldercare  Program.  Your  committee,  as  in 
past  years,  continued  to  play  an  important  role 
in  the  fight  against  the  enactment  of  Medicare 
in  cooperation  with  the  Committee  on  Federal 
Legislation  which  launched  the  Eldercare  pro- 
motional program  early  in  1965.  The  purpose 
of  this  program  was  to  acquaint  the  people  with 
the  advantages  of  the  A.M.A.  health  proposal, 
and  to  help  stimulate  public  reaction  against 
Medicare. 

Membership  Film  Presentation.  The 

long-standing  project  of  the  committee,  a slide 
film  presentation  depicting  the  services  of  the 
State  Medical  Society  to  its  members,  is  reach- 
ing completion.  This  presentation,  for  use  at 
county  medical  society  meetings,  hospital  staff 
meetings,  and  similar  gatherings,  is  now  being 
readied  for  release  early  in  1966. 

Speakers  Bureau.  The  State  Medical  So- 
ciety’s Speakers  Bureau,  operated  through  the 
Division  of  Communications,  was  very  active 
during  1965.  Many  more  requests  for  physi- 
cians to  speak  on  radio  and  television  programs 
as  well  as  before  live  audiences  were  received  and 
filled  than  in  recent  years.  Another  service  was 
assistance  to  newspaper  and  magazine  writers  in 
the  preparation  of  articles.  Arrangements  were 
made  for  these  writers  to  consult  with  physicians 
in  our  Speakers  Bureau  to  obtain  adequate  and 
accurate  information. 

Your  committee  intends  to  improve  and  ex- 
pand the  activity  and  service  of  the  Bureau. 
We  are  presently  in  the  process  of  making  im- 
provement in  its  organization  and  promotion 
and  hope  to  show  more  service  in  the  future. 

Annual  Meeting.  During  the  1965  session 
of  the  House  of  Delegates,  your  committee, 
through  the  Division  of  Communications, 
manned  a press  headquarters  which  was  of  great 
service  to  the  representatives  of  the  press,  radio, 
and  television.  News  coverage  was  given  daily 
over  local  radio  and  television  stations  as  well 
as  in  the  local  press,  particularly  the  New  York 
Times,  Herald  Tribune,  New  York  Post,  Daily 
News,  World  Telegram  and  Sun,  Journal- 
American,  Wall  Street  Journal,  Long  Island 
Press,  Newsday,  and  others.  The  wire  services, 
such  as  the  Associated  Press,  also  gave  publicity 
to  the  meeting  through  facilities  provided  in  the 
press  room. 

Many  press  interviews  with  our  convention 
participants  were  conducted  in  the  press  room 
and  in  other  areas  of  the  convention  head- 
quarters. Photographic  coverage  for  all  events 
was  arranged.  Presentation  of  fifty-year 
awards,  Presidential  citations  and  scrolls  was 
supervised  by  your  committee  and  the  Division 
of  Communications. 

In  summary,  the  press  and  radio-television 


coverage  resulting  from  the  press  room  was  very 
successful. 

Woman's  Auxiliary.  As  in  previous  years, 
assistance  was  given  to  the  Woman’s  Auxiliary 
in  the  preparation  of  minutes,  releases,  letters, 
and  other  material.  A staff  member  of  the 
Communications  Division  was  assigned  to  the 
Auxiliary  at  its  annual  convention  to  help  in  the 
recording  of  minutes,  and  so  forth. 

Medical  Assistants  Association.  Irving 
M.  Pallin,  M.D.,  and  your  chairman  served  as 
coadvisers  of  the  New  York  Medical  Assistants 
Association.  Dr.  Pallin  has  devoted  many 
hours  to  their  guidance  and  has  counselled  them 
on  many  of  the  problems  always  encountered  by 
a growing  organization.  Your  chairman  was 
honored  to  be  banquet  master  of  ceremonies  at 
their  annual  convention  in  Albany. 

The  Communications  Division  staff  cooper- 
ated with  the  Medical  Assistants  Association  in 
the  production  of  their  publication  Reflex. 
Assistance  was  given  freely  by  the  regional 
representatives  in  the  organization  of  six  new 
chapters.  Cooperation  was  given  at  the  annual 
state  convention  in  Albany  and  as  hosts  to  the 
national  convention  in  New  York  City  in 
October.  Your  committee  wishes  to  express  its 
gratitude  to  the  Medical  Assistants  Association 
for  the  extensive  assistance  they  have  rendered 
the  Communications  Division  with  the  regional 
conferences. 

1966 — Proposed  Program.  During  its 
October  13  meeting,  the  Public  Relations  Com- 
mittee evaluated  proposals  for  its  activities 
during  1966. 

Principal  effort  will  be  directed  to  the  “Doc- 
tors at  Work”  program,  the  five  regional  con- 
ferences for  1966,  and  the  exposure  of  the  slide 
film  presentation,  “You  and  Your  State  So- 
ciety,” at  as  many  county  society  and  hospital 
staff  meetings  as  possible. 

Budget  has  been  provided  for  a new  pamphlet 
for  distribution  to  the  physicians  of  New  York 
State  to  explain  to  the  membership  the  purposes, 
activities,  and  organization  of  State  Medical 
Society  functions.  In  addition,  the  Com- 
munications Division  has  been  directed  to 
pursue  the  program  of  public  health  messages 
on  billboards  throughout  the  State.  Activity 
on  this  important  project  will  begin  in  January, 
1966. 

The  Public  Relations  Committee  will  con- 
tinue to  cooperate  with  the  State  and  Federal 
Legislation  Committees  and  with  the  newly 
organized  Committee  on  Quackery. 

Efforts  will  be  made  to  expand  and  improve 
our  relations  with  the  press,  radio,  and  television 
through  regular  contacts.  Continued  counsel 
and  assistance  will  be  extended  to  the  county 
medical  societies  and  district  branches  in  every 
possible  way 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 
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Section  51  ( see  177) 

Annual  Report  of  Committee  on  Malpractice 
Insurance  and  Defense 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Raymond  S.  McKeeby,  M.D.,  Chairman.  . . 

Broome 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman 


Queens 

John  J.  Della  Porta,  M.D Monroe 

David  Kershner,  M.D Kings 

A.  L.  Loomis  Bell,  M.D Kings 

Arthur  James  Mannix,  M.D Westchester 

Frank  Hart  Peters,  M.D New  York 


Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 

ex  officio New  York 

Nine  regular  meetings  were  held  during  the 

period  November,  1964,  through  October, 
1965.  These  meetings  were  preceded  by  inter- 
views during  which  25  physicians  met  with 
members  of  the  Board  to  discuss  matters 
pertaining  to  their  professional  liability  insur- 
ance. In  a number  of  cases,  the  Board  found 
it  necessary  to  decline  applications  and  to 
authorize  the  discontinuance  of  insurance  or 
continuance  at  a special  rate  commensurate 
with  a greater  than  normal  risk. 

Classification.  Most  of  the  classification 
problems  presented  to  the  Board  involve  de- 
ciding whether,  for  insurance  purposes,  a 
physician  should  be  considered  a specialist,  or 
a general  practitioner.  In  this  connection, 
the  Board  has  established  certain  basic  criteria 
for  guidance:  (1)  An  active  Workmen’s  Com- 

pensation rating  as  a specialist  usually  precludes 
a general  practice  classification  for  insurance; 
(2)  a recognized  surgical  specialist  does  not 
qualify  for  a general  practice  category  while  he 
continues  to  do  major  procedures,  even  if  the 
volume  of  his  practice  is  greatly  reduced;  (3) 
the  limitations  of  100  major  procedures  per 
year,  or  one  third  of  a physician’s  practice 
devoted  to  major  surgery  or  anesthesiology 
(computed  on  any  basis)  are  maximums — a 
lesser  number  or  a lesser  percentage  does  not 
automatically  qualify  a physician  as  a general 
practitioner.  Other  factors  that  tend  toward  a 
specialist  classification  are  the  acceptance  of 
referred  surgery  and  the  performance  of  the 
more  hazardous  procedures  such  as  hysterec- 
tomies, gastrectomies,  cholecystectomies  and/or 
common  duct  surgery,  and  open  orthopedics. 

The  Board  will  continue  to  examine  border- 
line cases  and  make  its  decisions  as  fairly  and 
consistently  as  possible,  taking  into  account  the 
insurance  risk  involved  rather  than  adhering  to 
an  arbitrary  definition  of  general  practice. 

Loss  Experience.  As  was  noted  in  the  1965 


report  of  the  reference  committee,  the  increased 
cost  of  closed  cases  during  1964  and  the  trend 
toward  higher  disposal  costs  for  pending  cases 
indicated  an  upward  adjustment  of  rates 
effective  for  insurance  issued  or  renewed  after 
September  1,  1965. 

The  recommendations  of  the  Board  for  dis- 
tributing the  necessary  increase  among  specialty 
groups  and  territorial  divisions  were  approved 
by  the  Council  on  April  22,  1965.  These 
recommendations  were  designed  to  bring  into 
better  balance  the  premiums  paid  and  the 
losses  incurred  by  premium  classes  and  by 
territory.  For  this  reason,  a higher  percentage 
increase  was  applied  to  the  suburban  area  and 
to  premium  classes  1A,  1,  and  3 than  to  the 
other  areas  and  classes.  Because  of  the 
relatively  higher  losses  of  specialists  who 
include  deep  x-ray  therapy  and  electroshock 
therapy  in  their  practices,  substantial  increases 
were  made  in  the  additional  charges  for  these 
procedures.  Basic  premiums  for  class  6 re- 
mained unchanged,  and  Delaware  County 
members  benefited  by  the  transfer  of  that 
county  from  the  suburban  to  the  upstate  area. 
A 25  per  cent  decrease  in  rates  for  full-time 
Federal  government  employes  became  effective 
September  1,  1965. 

Insurance  for  Residents  and  Interns.  In 

its  last  report,  the  Board  commented  on  the 
insurance  program,  underwritten  by  Employers 
Mutuals,  for  members  of  the  National  As- 
sociation of  Residents  and  Interns.  Recently 
the  Executive  Committee  of  the  State  Society 
referred  to  the  Board  a communication  from 
the  chairman  of  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  in 
which  it  is  urged  that  hospital  staffs  and  county 
medical  societies  arrange  for  annual  discussions 
of  the  need  for  professional  liability  insurance 
for  the  resident  and  intern.  The  Board  concurs 
in  this  proposal  and  recommends  to  all  con- 
cerned, including  physicians  in  private  practice, 
an  excellent  article  entitled  “Professional 
Liability  Insurance  for  the  Intern  and  Resident” 
published  in  the  July  5, 1965,  issue  of  the  Journal 
of  the  American  Medical  Association.  This 
article  is  available  in  reprint  form  from  the 
Council  on  Medical  Education,  A.M.A.,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

Licensing  Requirement  for  X-Ray  Tech- 
nicians. The  attention  of  all  physicians  who 
do  diagnostic  or  therapeutic  roentgenology  is 
invited  to  the  provisions  of  the  amendment  to 
the  New  York  State  Public  Health  Law,  which 
states  that  on  and  after  October  1,  1965,  no 
person  shall  practice  x-ray  technology  unless  he 
has  been  licensed.  X-ray  technology  is  defined 
as  “the  use  of  x-ray  or  x-ray  producing  equip- 
ment on  human  beings  for  diagnostic  or  ther- 
apeutic purposes  under  the  supervision  of  a 
licensed  practitioner.” 

Umbrella  Policies.  Because  of  the  pub- 
licity being  given  to  special  professional  and 
executive  liability  policies  that  offer  limits  of 
$1,000,000  or  more  over  and  above  stated 
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minimum  limits  of  existing  insurance,  the 
Board  wishes  to  remind  members  that  limits  of 
up  to  $1,000,000/$1,500,000  are  available 
under  the  State  Society  professional  liability 
insurance  program  and  that  the  executive-type 
umbrella  policy,  which  includes  automobile, 
general  liability,  and  other  nonprofessional 
coverage,  may  be  bought  separately.  Of  all 
the  casualty  policies  carried  by  a physician, 
his  professional  liability  is  likely  to  be  most 
important  to  him.  By  having  all  of  his  pro- 
fessional liability  insurance  with  one  company 
rather  than  a basic  policy  with  one  company 
and  an  excess  policy  with  another,  he  eliminates 
the  necessity  of  reporting  to  and  dealing  with 
two  different  companies  in  this  field. 

Conclusion.  With  no  indications  of  any 
improvement  in  the  incidence  of  claims,  and 
with  an  increasing  average  cost  of  disposal, 
claim  prevention  measures  become  more  and 
more  important.  Within  the  Society,  the 
county  malpractice  committees  continue  to  be 
the  most  effective  means  of  disseminating 
educational  material  to  physicians  in  their 
areas,  in  addition  to  assisting  in  the  defense  of 
unjustified  suits.  The  organization  of  a com- 
mittee in  Suffolk  County  during  the  past  year 
should  be  helpful  in  dealing  with  a malpractice 
problem  that  has  more  than  kept  pace  with  a 
rapidly  expanding  population. 

Our  insurance  carrier  is  assisting  in  claim 
prevention  work  by  publication  of  a series  of 
case  studies,  mailed  directly  to  insured  members. 
Malpractice  claims  are  analyzed  to  detect  any 
trends  that  seem  to  be  developing  in  the  various 
specialty  fields,  and  special  studies  will  be 
directed  to  the  members  concerned.  The  Board 
suggests  that  each  specialty  group  consider  the 
appointment  of  one  or  more  representatives 
who  would  suggest  appropriate  subjects  and 
comment  on  proposed  material  to  be  dissemi- 
nated to  members  of  his  group. 

On  behalf  of  the  Society,  the  Board  again 
expresses  its  thanks  to  the  members  who  have 
served  on  its  malpractice  and  other  advisory 
committees,  to  our  legal  counsel  and  his  staff, 
and  to  the  representatives  of  our  insurance 
carrier. 

Respectfully  submitted, 

Raymond  S.  McKeeby,  M.D.,  Chairman 

Section  52  ( see  179) 

Annual  Report  of  Joint  Committee  with  New  York 
State  Bar  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 
Medical  Society  of  the  State  of  New  York 
Milton  Helpern,  M.D.,  Chairman.  New  York 

Samuel  Sanes,  M.D Erie 

John  F.  Kelley,  M.D Oneida 

New  York  State  Bar  Association 
William  F.  Martin,  Esq.,  Chairman  New  York 

Franklin  R.  Brown,  Esq Erie 

James  S.  Carter,  Esq Albany 


This  committee  met  on  June  24,  1965,  and 
considered  the  resolutions  referred  to  it  by  the 
House  of  Delegates  at  its  annual  meeting  in 
February,  1965. 

Resolution  65-44.  This  resolution  instructs 
the  Medical  Society  of  the  State  of  New  York 
to  request  the  Legislature  to  enact  proper  legisla- 
tion to  hold  alleged  malpractice  trials  in  the  pri- 
vacy of  the  Judge’s  chambers.  This  resolution 
was  rejected  by  the  committee  as  being  im- 
practical, illegal,  and  unconstitutional. 

Resolution  65-57.  This  resolution  calls  for 
the  State  Medical  Society  to  promote  action  to 
revise  the  Public  Health  Law  so  that  consent 
for  autopsy  need  not  be  obtained  from  all  next  of 
kin.  After  discussion  of  the  resolution  and  due 
consideration  of  a difference  in  interpretation  of 
the  law,  the  committee  voted  that,  in  view  of  the 
letter  of  May  7, 1963,  from  the  Attorney  General 
and  with  all  due  respect  to  the  opinion  of  the 
counsel  to  the  Greater  New  York  Hospital  As- 
sociation, it  does  not  seem  necessary  to  promote 
action  to  revise  and  clarify  the  Public  Health 
Law  to  the  effect  that  one  responsible  adult  next 
of  kin  may  give  consent  for  autopsy  where  there 
is  no  living  spouse.  The  exercise  of  common 
sense  and  a forthright  approach  in  obtaining 
consent  of  a responsible  adult  next  of  kin,  who  is 
present,  would  seem  to  cover  the  situation. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Cochairman 
William  F.  Martin,  Esq.,  Cochairman 

Section  53  ( see  178) 

Annual  Report  of  Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-third  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York.  I have  been  associated  with  my 
predecessors  literally  since  my  graduation  from 
Columbia  Law  School  in  June  of  1928,  as  I 
graduated  on  a Thursday  and  started  to  work 
the  following  Monday. 

William  C.  Richardson,  who  had  been  with 
us  for  over  fifteen  years,  while  defending  a 
malpractice  case  in  Riverhead,  the  county 
seat  of  Suffolk  County,  became  critically  ill 
and  died  the  following  day,  January  14,  1965,  in 
a nearby  hospital.  A graduate  of  Iowa  State 
University  and  the  Washburn  University 
School  of  Law,  he,  following  a brief  period  of 
practice  in  Kansas,  joined  the  staff  of  the  Em- 
ployers Mutuals  of  Wausau,  and  was  for  many 
years  in  charge  of  the  claim  department  of  their 
New  York  City  office.  He  was  a major  in  the 
United  States  Army  Reserve.  He  is  survived 
by  his  wife,  Margaret,  and  his  son,  Barry 
Richardson.  He  tried  many  lawsuits  in  Queens, 
Nassau,  and  Suffolk  Counties,  and  was  active 
in  the  political  fife  of  his  community.  He  was 
an  able  lawyer  and  a delightful  social  com- 
panion. We  miss  him  very  much. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
has  been  with  this  office  continuously  for  thirty- 
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six  years,  interrupted  only  by  service  as  a 
lieutenant  in  the  Navy  during  World  War  II. 
He  has  tried  cases  all  over  the  State  of  New 
York.  As  an  instance,  this  fall  after  long 
preparation  and  trials  that  took  weeks,  he 
brought  to  a successful  conclusion  a case  in- 
volving orthopedics  in  Erie  County  and  a case 
involving  obstetrics  in  Oneida  County.  These 
were  in  addition  to  many  court  appearances  in 
the  city  and  other  upstate  communities.  Both 
he  and  Harold  Shapero  are  members  of  the 
American  College  of  Trial  Lawyers  which  is  the 
finest  organization  of  its  kind  in  the  country. 
If  I gathered  together  all  the  nice  things  that 
our  clients,  our  opponents,  and  the  judiciary 
have  said  about  Mr.  Bell,  they  would  fill  a 
volume.  I am  very  proud  of  the  services  he  has 
performed  for  the  doctors  of  this  State. 

Harold  Shapero  has  been  practicing  law  just 
about  the  same  length  of  time  that  I have. 
We  were  together  in  the  office  of  Lloyd  Paul 
Stryker  for  several  years,  and  then  Mr.  Stryker 
resigned  as  counsel  for  the  Medical  Society  and 
Harold  Shapero  went  with  him.  Over  a period 
of  many  years  he  assisted  Mr.  Stryker  in  the 
preparation  and  trial  of  some  of  the  really 
famous  cases  of  this  century.  With  the  full 
blessing  of  Mr.  Stryker,  he  came  back  to  work  at 
our  office  several  years  before  Mr.  Stryker’s 
death.  He  has  tried  many  cases  for  us.  Re- 
cently, in  the  United  States  District  Court  for 
the  Southern  District  of  New  York  and  in 
Westchester,  New  York,  and  Kings  Counties  he 
has  achieved  successful  conclusions  in  a number 
of  very  intricate  cases.  As  the  members  of 
the  Queens  County  Malpractice  Committee 
who  have  consulted  with  Harold  Shapero  for 
many  years  will  bear  witness,  he  is  a student  of 
both  law  and  medicine.  He  is  patient  and 
compassionate  and  yet  a great  fighter  for  his 
client. 

Last  year  I mentioned  the  fact  that  we  have 
opened  a branch  office  at  847  James  Street  in 
Syracuse,  and  Donald  J.  Fager,  who  is  now  in 
his  eleventh  year  of  service  with  us,  manages  it. 
I knew  when  Mr.  Fager  came  with  us  from  a 
bright  career  as  a member  of  the  Law  Review  at 
New  York  University  that  he  was  a fine  student. 
He  has  proved  himself  to  be  a very  capable 
trial  lawyer.  He  just  reported  to  me  the  success- 
ful defense  of  a case  in  Hornell,  New  York, 
involving  two  doctor  defendants.  He  has 
literally  covered  the  State  from  one  end  to  the 
other,  having  appeared  in  such  widely  separated 
counties  as  Niagara  and  Suffolk  this  fall. 

The  choice  of  Syracuse  for  our  upstate  office 
has  proved  to  be  a very  happy  one  because  it  is 
at  the  junction  of  fine  roads  that  can  take  us  in 
any  direction  in  a minimum  of  time,  and  when 
either  Mr.  Bell,  Mr.  Fager,  or  myself  are  on 
trial  upstate,  it  is  of  assistance.  In  addition 
to  our  office  in  Syracuse,  the  group  malpractice 
carrier.  The  Employers  Mutuals  of  Wausau, 
maintains  extensive  claim  offices  in  Buffalo, 
Rochester,  and  Syracuse,  and  we  are  in  constant 
touch  with  them  as  well  as  with  the  main  office 
in  New  York  City. 

John  J.  DeLuca  is  now  in  his  twenty-fifth 


year  with  this  office.  He  handles  a great 
volume  of  motions,  pretrial  hearings,  examina- 
tions before  trial,  appeals,  and  the  general 
routine  business  of  our  office.  He  confers  with 
scores  of  our  clients  and  witnesses.  Learned, 
discreet  and  kindly,  he  is  respected  by  all  who 
know  him. 

Anthony  Louis  Schiavetti,  who  has  been  with 
us  five  years,  had  an  interesting  background. 
Following  his  graduation  from  Fordham  College, 
he  entered  the  Army  as  a lieutenant  and  served 
in  Korea.  He  then  became  a member  of  the 
New  York  Police  Department  and  studied  law 
at  night  at  Fordham  University.  He  resigned 
from  the  Police  Department  to  accept  a position 
in  the  managing  clerk’s  office  of  one  of  our 
largest  firms.  When  he  was  admitted  to  the 
bar,  he  joined  our  staff.  I am  very  pleased 
with  the  way  he  has  come  along  as  a trial  lawyer. 
He  is  industrious  in  the  preparation  of  cases 
and  has  won  the  respect  of  courts  before  whom 
he  has  appeared.  Just  last  month,  he  won  two 
jury  verdicts  in  Supreme  Court,  Bronx  County. 

Miles  F.  McDonald,  Jr.,  following  his  gradua- 
tion from  Columbia  College  and  Columbia  Law 
School,  and  Benjamin  Ira  Gertz,  following  his 
graduation  from  Yale  College  and  Columbia 
Law  School,  have  both  been  with  us  for  nearly 
three  years.  They  have  been  of  help  with  the 
detail  work  that  goes  to  make  up  a trial  practice. 
They  have  each  tried  a number  of  cases.  Mr. 
McDonald  managed  the  defense  of  a libel  action 
for  the  Medical  Society  of  the  State  of  New 
York  through  the  lower  and  appellate  courts 
brought  in  relation  to  an  article  published  in  the 
New  York  State  Journal  of  Medicine.  The 
end  result  was  a complete  vindication  with  dis- 
missal of  the  complaint.  Mr.  Gertz  prepared  a 
brief  as  amicus  curiae  on  behalf  of  the  Medical 
Society  of  the  State  of  New  York  in  an  action 
where  the  defendant  is  the  Medical  Society 
of  the  County  of  Queens.  The  matter  is  now 
pending. 

Daniel  Boone,  Jr.,  a graduate  of  Columbia 
College  and  Fordham  Law  School,  is  now  in  his 
second  year  with  this  office.  He  obtained  a 
superb  practical  experience  in  the  law  while  on 
the  staff  of  United  States  District  Court  Judge 
McLean.  He  has  prepared  with  skill  many 
cases.  He  has  written  briefs  both  at  the  trial 
and  appellate  level  and  recently  wrote  an 
amicus  curiae  brief  in  a proceeding  brought  by 
the  Blue  Shield  Plan  of  Western  New  York. 

The  latest  addition  to  our  staff  is  George  Van 
Setter,  who  this  week  learned  that  he  has  passed 
his  bar  examination.  He  graduated  from  Holy 
Cross  College  cum  laude  and  then  from  New 
York  University  School  of  Law  where  he  was  a 
recipient  of  one  of  the  highly  prized  Root 
Tilden  Scholarships. 

All  meetings  of  the  Council,  Board  of  Trus- 
tees, and  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  are  attended 
by  your  counsel  and/or  members  of  his  staff. 
We  also  attend  various  committee  meetings, 
and  when  they  are  held,  as  happened  once  this 
year,  meetings  of  the  Judicial  Council. 

We  have  a heavy  schedule  of  county  mal- 
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practice  committees  that  meet  with  increasing 
regularity.  Since  most  of  these  meetings  are 
held  in  the  evening,  it  is  necessary  to  divide  up 
the  work,  since  it  is  impractical  to  ask  a man  who 
is  on  trial  to  attend  more  than  one  of  these 
meetings  a week,  and  there  have  been  weeks 
recently  where  we  have  had  as  many  as  three  of 
them.  Mr.  Fager  is  able  to  take  care  of  most  of 
the  upstate  meetings.  A great  deal  of  home- 
work must  be  done  before  and  after  these 
meetings.  We  have  an  increasing  volume  of 
correspondence  wholly  unrelated  to  the  field  of 
malpractice  litigation,  some  of  which  comes  to 
us  from  judges,  lawyers,  and  laymen  because  of 
our  connection  with  the  Society,  but  a great 
deal  of  it  comes  from  members  of  the  medical 
profession  who  inquire  about  a myriad  of  dif- 
ferent things.  We  try  not  to  get  ourselves 
involved  in  local  matters  that  might  eventually 
come  on  appeal  to  the  State  Society.  However, 
if  there  is  any  information  or  advice  that  we 
can  give  which  would  be  helpful,  we  are  only  too 
happy  to  do  so.  I am  engaged  in  a protracted 
litigation  which  has  been  on  trial  now  on  three 
different  occasions  involving  a dispute  between 
a hospital  and  a member  of  its  staff.  It  is 
unique  in  one  particular,  in  that  because  of 
illness  of  counsel  and  the  assignments  of  the 
judge  who  is  presiding,  it  has  now  been  on  trial  in 
two  different  counties  and  will  conclude  in  a 
third  one,  and  because  of  the  geographic  extent 
of  the  judicial  district  involved,  much  traveling 
must  be  done  by  all  concerned. 

Malpractice.  Never  has  there  been  a year 
when  the  press,  television,  and  radio  have  de- 
voted more  time  to  the  presentation  of  medico- 
legal problems.  The  bar  associations  have  pre- 
sented innumerable  programs  of  so-called  post- 
graduate education  which  have  as  their  main 
subject  the  preparation  and  trial  of  malpractice 
cases. 

Both  the  medical  and  legal  professions  were 
recently  invited  to  attend  an  all-day  program 
sponsored  by  the  New  York  Trial  Lawyers 
Association,  an  organization  composed  solely  of 
the  plaintiff  negligence  lawyers.  This  Associa- 
tion put  on  two  mock  trials,  one  in  the  morning 
and  one  in  the  afternoon.  The  object  of  these 
mock  trials  was  to  educate  the  membership  in 
the  effective  presentation  of  a medical  mal- 
practice case.  The  participants  included 
Supreme  Covert  and  United  States  District 
Court  judges,  lawyers,  doctors,  and  others  who 
acted  out  the  trial  from  beginning  to  end. 

It  is  a source  of  wonder  to  me  that  doctors 
make  themselves  so  readily  available  for  these 
synthetic  performances.  Practically  the  entire 
audience  is  interested  only  in  how  to  get  and 
win  more  malpractice  cases.  Nearly  every 
one  of  these  cases  is  signed  up  on  a contingent 
fee  basis.  In  connection  with  these  programs 
we  almost  routinely  receive  an  invitation  to 
participate,  and  if  there  is  a question  and 
answer  period  afterwards,  no  enthusiasm  is 
elicited  if  you  try  to  explain  that  a great  per- 
centage of  these  cases  are  not  justified  at  all. 
We  make  it  a practice  in  this  office  to  participate 


in  none  of  these  discussions  except  those  that 
are  given  before  an  audience  composed  of 
doctors  alone  or  under  auspices  such  as  the 
American  or  New  York  State  Bar  Associations 
where  the  ground  rules  are  clearly  delineated. 

There  is  a widespread  misconception  that  it  is 
practically  impossible  to  get  a doctor  to  testify 
for  the  plaintiff  in  a malpractice  case.  This  is 
just  not  a fact.  In  the  past  few  months  we 
have  had  many  well-qualified  specialists  testify 
for  the  plaintiff,  always  for  a fee,  and  practically 
always  with  regard  to  treatment  they  have  never 
participated  in,  but  in  a case  where  they  are 
rendering  expert  testimony  only.  I reiterate 
that  never  has  the  Medical  Society  of  the  State 
of  New  York  or  any  of  its  constituent  societies 
sought  to  discipline  any  doctor  for  so  testifying, 
and,  indeed,  it  could  well  be  in  contempt  of 
court  to  do  so.  There  is  only  one  way  to  over- 
come the  testimony  of  such  an  expert  and  that 
is  by  carefully  checking  on  the  testimony  he 
gives  and  reviewing  very  carefully  with  him  his 
own  background,  testimony  in  other  cases  and 
writings,  and  so  forth. 

In  a recent  case,  involving  a claim  in  which  if 
discovered  sooner  much  could  have  been  done 
with  an  aneurysm  of  the  brain,  a neurosurgeon 
made  certain  exaggerated  claims  that  were 
completely  contraverted  by  the  content  of 
articles  he  had  written  in  the  past.  Indeed, 
these  articles  went  a long  way  in  supporting  the 
position  of  the  defense.  It  is  a blessing  that 
there  are  many  fine  medical  libraries  in  the  city 
where  with  a little  industry  you  can  check  on 
what  pride  of  authorship  has  led  a man  to  say, 
and  also,  that  we  have  fine  law  libraries  where 
appellate  records  often  contain  testimony  given 
by  the  witness  in  other  cases. 

Our  courts  are  suspicious  of  professional  wit- 
nesses who  appear  routinely  in  negligence  cases. 
Recently,  in  the  case  of  Quinones  against  St. 
Vincent’s  Hospital,  the  court  said  of  one  such 
doctor:  “He  had  no  personal  knowledge  of  any 
of  the  material  facts  and  such  opinions  as  appear 
in  his  testimony  would  not  support  a verdict  on 
plaintiff’s  theory.  . . . Therefore,  the  opinion 
of  the  doctor  that  the  plaintiff  sustained  the 
alleged  traumatic  injury  sometime  between  the 
time  of  the  operation  and  the  next  day  when  she 
felt  pain  would  not  support  a finding  that  the 
injury  occurred  during  the  period  of  unconscious- 
ness. . . . Thus,  the  doctor’s  opinion  does  not, 
in  any  event,  have  the  necessary  factual  back- 
ground. His  conclusions  lack  probative  force 
in  that  they  are  ‘contingent,  speculative  or 
merely  possible.’  ” I have  purposely  omitted 
the  name  of  the  doctor  involved  but  the  Ap- 
pellate Division  had  seen  many,  many  records 
with  this  doctor’s  name. 

When  I say  that  the  public  is  aware  of  the 
great  number  of  malpractice  cases,  you  can 
think  of  a number  of  the  popular  doctor-hospital 
programs  that  have  appeared  on  television, 
several  of  which  revolved  around  malpractice 
trials.  I read  of  a novel  which  has  just  been 
published  entitled  Oath  of  Dishonor,  by  Garet 
Rogers.  Says  one  reviewer  of  the  novel: 
“Oath  of  Dishonor  presents  just  about  all  of  the 
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TABLE  I.  Highest  nation-wide  verdicts  and  settlements  in  malpractice  suits 
Amount  State  Cause  of  Suit  Malpractice  Alleged 


$1,086,666 

Maryland 

Paralysis 

725,000 

Pennsylvania 

Loss  of  jaw, 
facial  cancer 

700,000 

California 

Paralysis 

443,124 

Washington 

Paralysis 

334,046 

California 

Aplastic  anemia 

300,000 

New  York 

Paralysis 

290,000 

Oregon 

Paralysis 

260,000 

California 

Death 

160,000 

Florida 

Death 

160,000 

Illinois 

Loss  of  leg 

Error  in  surgery  on  spine 

Failure  to  remove  radioactive  contrast  media 

Failure  to  detect  subdural  hematoma 
Nonemergency  hip-pinning  on  poor  risk  sur- 
gical patient 

Failure  to  determine  drug  sensitivity 
Failure  to  treat  cardiac  arrest  promptly 
Failure  to  diagnose  subdural  hematoma 
Use  of  general  anesthesia  for  removing  small 
cyst  on  neck 

Error  in  surgery  for  hematoma  of  scrotum 
Improper  treatment  of  fracture,  tight  cast 


tricks  in  the  book  that  plaintiff  and  defense 
counsel  can  employ  in  a malpractice  case. 
Told  to  the  hilt,  the  talk  puts  emotion  and 
people  into  the  teaching  of  forensic  medicine 
and  is  highly  recommended  for  extracurricular 
reading.” 

In  such  widely  circulated  magazines  as  Time 
and  Sports  Illustrated  there  recently  appeared 
an  advertisement  which  read  in  part:  “Pack- 
aged personal  coverage  that’s  tailored  just  for 
today’s  high-liability  trend.  If  you  are  an 
executive  or  professional  man,  you  can  buy 
$1,000,000  of  this  protection,”  and  in  the 
middle  of  the  page  in  large  writing  appears: 
“Jury  Weighs  MD’s  Fate  in  Malpractice 
Suit.”  The  type  of  insurance  which  is 
advertised  is  excess  insurance  written  to  cover 
a doctor  for  a sum  over  the  top  limit  that  he  has 
written  on  his  basic  policy.  The  group  plan  of 
the  Medical  Society  of  the  State  of  New  York 
will  issue  insurance  up  to  a total  of  one  million 
dollars. 

Many  hospitals  are  insisting  that  all  doctors 
on  their  staff  carry  at  least  $100,000  insurance. 

That  malpractice  verdicts  cause  just  concern 
to  the  profession  and  hospitals  is  indicated  by  a 
list  of  the  ten  highest  nation-wide  recoveries 
(verdicts  and  settlements)  of  the  past  year 
gleaned  from  an  article  in  Medical  World  News 
for  August  6,  1965,  a list  that  is  already  out- 
moded (Table  I). 

Recently  there  was  a third  trial  of  a case  which 
involved  claimed  brain  damage  due  to  the 
child’s  head  being  held  back  until  a doctor 
arrived.  The  first  time  the  case  was  tried  a 
verdict  for  $150,000  was  returned  which  was  set 
aside  by  the  Appellate  Court.  It  was  tried 
again  and  the  sum  of  $180,000  was  returned, 
and  this  was  again  set  aside.  The  New  York 
Law  Journal  dated  October  22,  1965,  shows  that 
the  third  trial  resulted  in  a verdict  in  the  sum  of 
$270,000  which  the  trial  judge  refused  to  set 
aside.  It  will  probably  go  up  on  appeal  again. 
It  is  easy  to  see  that  even  if  this  verdict  should 
be  upset  for  the  third  time,  the  cost  of  defending 
the  suit  has  been  very  high. 

A short  time  ago  we  participated  in  a settle- 
ment in  the  sum  of  $175,000  for  a paraplegia 
which  followed  a caudal  anesthesia.  The  claim 


was  that  a neurolytic  agent  was  used  by  mistake 
instead  of  Xylocaine.  The  surgeon  used  a 
clear  fluid  which  was  drawn  into  a syringe  from 
a shot  glass  without  the  surgeon  clearly  identify- 
ing it,  and  the  patient  complained  of  a severe 
burning  sensation.  Counsel  for  the  plaintiff 
contended  that  alcohol  was  erroneously  in- 
jected. The  doctor  had  only  a $50,000  policy 
and  this  was,  except  for  a token  amount,  all 
contributed  to  the  settlement.  The  balance 
was  put  up  by  the  carrier  for  the  hospital.  The 
hospital  involved  was  a small  institution  which 
had  anesthesiologists  available  at  all  times,  and 
they  claimed  that  the  doctor  had  said  that  he 
did  not  need  an  anesthesiologist. 

As  to  the  thinking  of  the  courts,  generally,  on 
the  subject  of  damages  in  a negligence  case, 
there  is  an  interesting  opinion  by  Judge  Nunez 
who  refused  to  set  aside  awards  for  the  death 
of  the  twenty-nine-year-old  father  and  twenty- 
eight-year-old  mother  of  four  surviving  children 
(one  of  whom  was  defective)  who  were  killed  in 
an  airplane  crash.  The  Court  refused  to  set 
aside  a verdict  of  $550,000  for  the  father  and 
$200,000  for  the  mother,  both  of  which  verdicts 
carry  interest  at  6 per  cent  from  the  date  of 
death.  The  Court  said: 

Except  in  cases  where  the  verdict  is  clearly  exces- 
sive, inadequate  or  against  the  evidence,  I strongly 
feel  that  we,  the  judges,  have  no  right  to  substitute 
our  judgment  for  that  of  the  jury.  In  so  doing  we  are 
depriving  the  parties  of  a basic  right — trial  of  all 
issues,  including  quantum  of  damages  by  a jury.  . . . 
As  we  all  know,  there  is  no  mathematical  formula  for 
computing  damages  in  a death  case,  and  the  inquiry 
of  the  jury  in  this  field  necessarily  requires  some  duty 
of  speculation.  Our  courts  have  increasingly  recog- 
nized the  greater  value  of  human  life.  . . . The 
jury  was  also  entitled  to  consider  the  constant 
erosion  in  the  value  of  the  dollar  and  the  present  and 
ever  upward  spiraling  cost  of  living. 

At  the  present  time  I am  trying  to  settle  two 
cases  both  of  which  have  been  sued  out  by  the 
same  firm  of  attorneys.  One  involved  claimed 
acts  of  malpractice  resulting  in  the  loss  of  a leg 
of  a teen-age  girl.  In  that  case  the  surgeon  has 
only  a $10,000  policy,  and  the  hospital  is  the 
codefendant.  In  the  other  case  there  are  two 
doctors  and  a hospital.  The  doctors  are  both 
pediatricians.  The  claimed  acts  of  negligence 
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involve  the  mismanagement  of  an  Rh  problem 
in  a child  with  resultant  brain  damage.  The 
policies  of  both  doctors  combined  only  amount 
to  $20,000. 

We  recently  settled  a case  which  took  practi- 
cally all  of  the  doctor’s  policy  of  insurance.  The 
case  involved  a claimed  failure  on  the  part  of 
the  pediatrician  to  diagnose  phenylketonuria 
with  resultant  brain  damage. 

In  view  of  the  advances  in  medicine  and 
surgery  and  the  standards  of  care  that  require 
a doctor  to  keep  up  with  current  advances,  a 
doctor  should  carry  sufficient  insurance  to 
protect  all  of  his  assets.  Bear  in  mind  that  the 
statute  of  limitations  is  three  years  and  there 
is  agitation  to  liberalize  this.  Further,  if  an 
infant  is  involved,  a suit  may  be  brought  until 
it  reaches  its  twenty-fourth  birthday  since  the 
statute  does  not  begin  to  run  until  the  child  is 
twenty-one.  We  just  settled  a case  involving 
the  loss  of  an  eye  seventeen  years  ago  where  the 
hospital  record,  still  in  existence,  states  that  the 
laceration  of  the  cornea  and  the  opacity  in  the 
lens  was  caused  by  application  of  midforceps. 
This  doctor,  a general  practitioner  who  did  a 
considerable  amount  of  obstetrics,  claimed 
that  it  was  a matter  of  life  and  death  to  get  the 
child  out  quickly.  He,  unfortunately,  only  had 
a $5,000  policy,  and  rather  than  imperil  the 
quasiretired  status  of  his  wife  and  himself,  he 
contributed  another  $15,000  to  settle  the  case. 

Let  me  issue  a word  of  warning  here  to  a 
doctor  who  has  the  slightest  notion  that  he  may 
be  faced  with  a claim  or  suit.  Do  not  try  to 
manage  it  yourself  by  conferring  with  the 
patient  or  attorneys  in  the  hope  that  you  can 
talk  your  way  out  of  it.  Call  your  insurance 
carrier,  your  personal  lawyer,  or  this  office  and 
discuss  what  should  be  done.  Above  all,  do  not 
discuss  the  amount  of  insurance  you  carry  with 
anyone  who  does  not  occupy  a position  of  trust 
as  far  as  your  affairs  are  concerned.  Do  not 
engage  in  casual  conversation  even  at  your 
hospital  with  other  doctors  about  the  amount  of 
insurance  you  carry.  That  the  plaintiffs’ 
lawyers  resort  to  subterfuge  to  find  out  what 
your  policy  limits  are  is  indicated  by  a recent 
bulletin  put  out  by  The  Defense  Research 
Institute,  Inc.,  reporting  on  a tactic  used  by 
plaintiffs’  lawyers.  It  reads  as  follows: 
“FORCING  DISCLOSURE  OF  INSURANCE 
Asking  Defendant:  One  method  of  finding  out 
how  much  insurance  defendant  has  is  to  ask 
the  defendant  himself  by  placing  a long  distance 
phone  call  to  him.  (He  will  answer  such  a call 
because  most  people  will  answer  a long  distance 
call.)  Then  identify  yourself  or  have  your 
investigator  identify  himself,  but  not  too  clearly, 
and  ask  the  defendant  whether  he  has  a copy  of 
the  insurance  policy  with  him.  Then  ask  him 
if  he  would  please  obtain  the  policy  and  read  the 
figures  to  you  or  your  investigator  over  the 
phone.” 

Perhaps  one  of  the  most  significant  cases  that 
came  down  since  my  last  report  is  the  case  of 
McDermott  against  Manhattan  Eye,  Ear  and 
Throat  Hospital.  The  plaintiffs  have  long 
contended  that  they  should  have  the  right  to  put 


the  defendant  in  a malpractice  case  on  the  stand 
and  ask  him  for  expert  testimony.  Most 
judges  had  ruled  that  that  could  not  be  done; 
that  in  an  examination  before  trial  or  in  a trial 
the  defendant  could  only  be  asked  what  actually 
occurred  and  that  he  could  not  be  compelled  to 
testify  against  himself.  But  the  Court  of 
Appeals  said: 

. . . The  only  question  of  substance  upon  this 
appeal,  then,  is  whether  the  plaintiff  should  have 
been  given  the  opportunity  of  establishing  her  claim 
of  malpractice  by  showing,  through  the  testimony  of 
the  defendant  doctor,  that  proper  medical  practice 
contraindicated  the  performance  of  a corneal  trans- 
plant on  a patient  whose  eyes  were  in  the  condition 
of  the  plaintiff’s.  . . . 

While  recognizing  the  right  of  a plaintiff  in  a 
malpractice  action  to  call  as  a witness  the  defendant 
doctor,  the  courts  of  several  states  have  sought  to 
limit  the  type  of  question  which  the  plaintiff  may  ask 
of  him.  Specifically,  it  has  been  held  that  a de- 
fendant physician  may  be  required  to  testify  to  “facts 
within  his  knowledge” — that  is,  “what  [he]  actually 
said  and  did” — but  not  as  to  whether  his  actions 
deviated  from  the  accepted  standard  of  medical 
practice  in  the  community,  a matter  deemed  to  call 
for  “expert  opinion.”  Other  courts,  however,  per- 
mit the  plaintiff  to  examine  his  doctor-opponent  as 
freely  and  fully  as  he  could  any  other  qualified  wit- 
ness. 

The  latter  decisions  strike  us  as  the  more  en- 
lightened. That  the  defendant  is  an  “expert”  and 
that  the  particular  questions  asked  of  him  are  those 
which  only  an  expert  can  answer,  seem  beside  the 
point.  It  is  at  least  arguable  that  the  doctor’s 
knowledge  of  the  proper  medical  practice  and  his 
possible  awareness  of  his  deviation  from  that  stand- 
ard in  the  particular  case  are,  in  a real  sense,  as  much 
matters  of  “fact”  as  are  the  diagnosis  and  exami- 
nation he  made  or  the  treatment  upon  which  he 
settled.  More  importantly,  however,  by  allowing  the 
plaintiff  to  examine  the  defendant  doctor  with  re- 
gard to  the  standard  of  skill  and  care  ordinarily  ex- 
ercised by  physicians  in  the  community  under  like 
circumstances  and  with  regard  to  whether  his  con- 
duct conformed  thereto,  even  though  such  questions 
call  for  the  expression  of  an  expert  opinion,  the  courts 
do  no  more  than  conform  to  the  obvious  purpose 
underlying  the  adverse-party-witness  rule.  . . . 

If  a defendant  in  a malpractice  action  may  truth- 
fully testify  that  his  conduct  conformed  to  the 
standard  required,  his  case  is,  of  course,  substantially 
strengthened  and,  if  he  cannot  so  testify,  the  plain- 
tiff’s chances  of  recovery  are  unquestionably  in- 
creased. In  either  case,  the  objective  of  the  court  in 
doing  justice  is  achieved.  . . . 

In  short,  then,  a plaintiff  in  a malpractice  action  is 
entitled  to  call  the  defendant  doctor  to  the  stand  and 
question  him  both  as  to  his  factual  knowledge  of  the 
case  (that  is,  as  to  his  examination,  diagnosis,  treat- 
ment, and  the  like)  and,  if  he  be  so  qualified,  as  an 
expert  for  the  purpose  of  establishing  the  generally 
accepted  medical  practice  in  the  community.  While 
it  may  well  be  the  height  of  optimism  to  expect  that 
such  a plaintiff  will  gain  anything  by  being  able  to 
call  and  question  (as  an  expert)  the  very  doctor  he  is 
suing,  the  decision  whether  or  not  to  do  so  is  one 
which  rests  with  the  plaintiff  alone. 

Since  this  decision  came  down,  many  of  our 
opponents  have  called  our  doctor  to  the  stand 
in  an  effort  to  obtain  expert  testimony.  It  has 
proved  to  be  a very  dangerous  practice  and  has 
backfired  more  often  than  not. 
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Another  very  interesting  case  involving  expert 
testimony  is  Gugliano  against  Levi  decided  by 
the  Appellate  Division,  Second  Department. 
There,  a doctor  had  reviewed  the  file  of  the 
defense  attorney,  and  rendered  an  expert  opinion 
which  was  critical  of  the  defendant’s  position. 
The  plaintiff’s  attorney,  who  had  somehow 
learned  of  the  contents  of  the  report,  called 
that  doctor  as  a witness  and  offered  in  evidence 
the  doctor’s  original  report  to  the  defense  at- 
torneys. The  court  ruled  that  the  plaintiff’s 
use  of  this  doctor  and  his  report  constituted  an 
improper  trial  tactic.  The  Court  said  in  part: 

It  enabled  plaintiff  to  turn  unfairly  to  his  ad- 
vantage the  opinion  of  an  expert  for  the  defense  who 
had  already  been  engaged  by  his  adversaries  and  had 
reported  to  them,  though  plaintiff  had  himself  lacked 
no  expert  testimony  in  proof  of  his  own  cause  of 
action.  It  permitted  plaintiff  indirectly  to  con- 
travene the  interdictions  contained  in  the  present 
practice  code  covering  discovery  procedures,  which 
absolutely  prohibit  the  utilization  of  an  attorney's 
work  product  by  his  adversary  and  which  condi- 
tionally bar  his  use,  without  prior  leave  of  the  court, 
of  the  opinion  of  an  expert  who  had  been  retained  by 
an  opposing  party. 

The  Court  set  the  verdict  aside.  Careful 
note  should  be  made  of  the  last  part  of  this 
opinion  which  calls  attention  to  the  liberal 
practice  today  of  exchanging  reports  of  physical 
examinations  made  on  behalf  of  either  party. 

Very  often  a trial  will  go  on  for  a considerable 
period  of  time  and  will  result  in  a verdict  for  a 
doctor  or  a dentist  which  the  Appellate  Court 
will  set  aside  on  the  ground  of  a technical  error 
in  the  admission  of  proof.  Two  recent  in- 
stances of  this  are  worth  noting.  The  Appellate 
Division  of  the  Fourth  Department  in  the  case  of 
“D”  against  “R”  set  aside  a verdict  in  favor  of 
two  doctors.  The  majority  of  the  court  said: 

We  have  no  difficulty  in  finding  that  the  verdict,  in 
favor  of  the  defendant  doctors,  was  amply  supported 
by  the  evidence  and  were  it  not  for  errors  in  the  sub- 
mission of  these  causes  to  the  jury,  we  would  affirm 
this  portion  of  the  judgment. 

The  reason  the  verdict  was  set  aside  was  be- 
cause the  Judge  said: 

I just  concluded  as  a matter  of  law  that  whether 
or  not  the  nurses  had  done  something  that  was  right 
or  wrong,  negligent  or  not  negligent,  it  didn’t  con- 
tribute to  this  condition.  . . . 

The  Appellate  majority  said: 

The  jurors  began  deliberation  with  the  very  last 
instructions  given  them  being  that  the  doctor  was  in 
charge  and  giving  the  orders  to  the  nurses.  The 
obvious  impression  was  that  the  doctors  could  be 
held  responsible  for  the  acts  of  the  nurses.  The 
Court,  however,  had  already  advised  the  Jury  that 
whatever  the  nurses  had  done  did  not,  as  a matter  of 
law,  contribute  to  the  condition  of  this  infant  plain- 
tiff. Thus  the  very  heart  of  the  plaintiff’s  claims 
against  the  doctors  was  effectively  cut  out.  . . . 
They  could  not  find  for  the  plaintiffs  since  the  Court 
said  there  was  no  causal  relation.  This  error  is  so 
substantial  as  to  also  require  a reversal  and  a new 
trial  as  to  the  defendant  doctors. 


The  presiding  justice  in  a dissenting  opinion 
said: 

The  majority  state  that  the  verdict  in  favor  of  the 
defendant  doctors  was  amply  supported  by  the 
evidence.  I go  further  and  say  that  the  verdict  was 
overwhelmingly  supported  by  the  evidence  and  that, 
had  the  jury  returned  a contrary  verdict,  it  could 
not  be  sustained.  Nevertheless,  the  majority  have 
reversed  the  determination  of  the  jury  in  this  long 
and  involved  case  upon  the  very  narrow  basis  of  two 
statements  made  by  the  trial  judge  after  his  main 
charge,  statements  by  the  way  to  which  no  exception 
was  taken;  so  that,  if  we  are  going  to  reverse  on  this 
very  narrow  ground,  we  must  do  so  in  the  interest 
of  justice.  Reversal  in  the  interest  of  justice  does  not 
lend  itself  to  this  case.  As  I have  indicated,  it  is  very 
doubtful  if  a verdict  against  the  doctors  could  stand 
for  many  reasons.  This  trial  occupied  12  court  days. 
It  was  long,  involved  and  complicated.  The  direct 
charge  concerning  the  duties  and  responsibilities  of 
the  doctors  was  correct.  The  remarks  upon  which 
reversal  is  grounded — side  remarks,  by  the  way- — 
were  not  directed  to  the  doctors’  responsibilities  but 
concerned  a previous  ruling  that  had  been  made  in 
favor  of  the  hospital.  In  any  event  they  were  not 
prejudicial. 

The  majority  have  gone  a long  way  in  selecting 
these  two  isolated  and  incidental  passages  to  reverse  a 
very  sensible  determination  by  the  jury,  completely 
in  accord  with  the  weight  of  evidence.  . . . 

It  is  nearly  impossible  to  try  a case  of  this  length 
and  complexity  with  freedom  from  error  and  mishap. 
A new  trial  should  not  be  ordered,  therefore,  except 
for  error  or  misconduct  both  substantial  and  prej- 
udicial. . . . 

The  defendants  who  were  successful  before  the 
jury  should  not  be  required  to  undergo  another  trial. 

Of  course  a new  trial  involved  further  expense. 
Recently,  the  First  Department  of  the  Appellate 
Division  in  the  case  of  “M”  against  “R”  which 
involved  a dentist,  reversed  a verdict  in  the 
dentist’s  favor.  The  head  note  to  the  case 
reads  as  follows: 

In  an  action  against  a dentist  for  malpractice,  in 
which  the  plaintiff  alleged  that  the  defendant  lacked 
qualifications  for  the  procedure  he  undertook  to  per- 
form and  departed  from  accepted  practice,  with 
consequent  injury  to  the  plaintiff,  the  defendant,  in 
addition  to  denials,  sought  to  show  that  the  plaintiff 
failed  to  follow  instructions  as  to  oral  hygiene  and 
that  this  caused  or  contributed  to  any  condition 
from  which  she  might  be  suffering.  Although  the 
Appellate  Division  believes  that  a verdict  which  the 
jury  rendered  for  the  defendant  is  amply  warranted 
by  the  evidence,  the  judgment  entered  on  that  ver- 
dict is  reversed  because  of  an  erroneous  and  mis- 
leading instruction.  The  trial  court  charged  the  jury 
that  unless  the  plaintiff  satisfied  them  that  she  was 
free  of  contributory  negligence  she  had  no  right  of 
recovery  and  they  must  find  for  the  defendant.  The 
rule  thus  charged,  which  applies  in  an  ordinary 
negligence  action,  is  inapplicable  here.  A mal- 
practice action,  whose  gravamen  is  improper  pro- 
fessional treatment,  is  not  defeated  by  the  patient’s 
failure  to  follow  instructions.  If  a part  of  the  injury 
is  attributable  to  the  patient’s  failure  to  follow  in- 
structions the  damages  should  be  reduced  accord- 
ingly. 

I should  say  that  these  cases  in  addition  to  the 
substantial  verdicts  and  settlements  I have 
mentioned  above  call  attention  to  the  need  for 
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the  doctor  being  protected  by  an  ample  policy 
of  insurance  in  a reputable  company.  I was 
amazed  recently  when  we  were  trying  a case  to 
learn  that  at  least  one  of  the  companies  which 
insures  a considerable  number  of  doctors  re- 
quired upwards  of  forty-five  days  to  pay  in  a 
case  where  they  agreed  to  settle.  This  is  due 
to  the  fact  that  some  of  the  funds  must  come 
from  abroad. 

I think  the  record  of  the  State  Malpractice 
Insurance  Group  Plan  is  a perfectly  splendid 
one.  The  carrier  is  very  fair  in  its  dealings  with 
the  defendant  doctors,  and  it  is  the  only  one  that 
agrees  that  a committee  composed  of  the  members 
of  the  State  Society  should  decide  which  doctor 
shall  not  be  covered.  The  decision  is  never  an 
arbitrary  one.  The  company  is  courteous  in  its 
dealings  with  opposing  attorneys  and  claimants, 
is  prompt  in  the  payment  of  its  obligations,  and 
does  an  efficient  job  in  the  investigation  and 
management  of  claims.  There  is  a further 
advantage  in  a case  where  all  doctors  are  in- 
sured with  the  State  Society  program  that 
controversy  between  doctors  is  held  to  a mini- 
mum. 

Lawyers  who  attended  the  recent  symposium 
on  malpractice  held  by  the  plaintiffs’  lawyers  in 
New  York  City  tell  me  that  at  their  seminar 
meetings  held  throughout  the  country  new 
theories  of  liability  are  being  pushed  and  much 
emphasis  is  being  laid  on  the  doctrine  of  in- 
formed consent.  I have  mentioned  in  past 
reports  cases  from  other  states  where  this 
theory  has  been  applied,  as  instances,  serious 
burns  resulting  from  cobalt  therapy  or  fractures 
from  shock  therapy.  These  cases  stress  that  if 
such  risks  are  inescapable,  they  should  be  ex- 
plained to  the  patient  or  a member  of  the 
family  beforehand.  There  is  now  a decision  of 
the  Appellate  Division  in  the  case  of  Di  Rosse  v. 
Wein,  on  this  subject.  Because  of  the  brevity 
of  the  decision,  I will  quote  it  in  its  entirety. 

In  a malpractice  action  against  a physician  to  re- 
cover damages  for  personal  injury  sustained  by  the 
plaintiff  wife,  and  for  medical  expenses  and  loss  of 
services  by  her  husband,  the  defendant  appeals  from  a 
judgment  of  the  Supreme  Court,  Kings  County 
entered  October  21,  1964,  after  trial,  upon  the  ver- 
dict of  a jury  in  favor  of  plaintiff.  Judgment  af- 
firmed, with  costs.  It  was  virtually  undisputed  that 
the  plaintiff  wife  was  caused  to  suffer  from  a condition 
known  as  exfoliative  dermatitis  as  a result  of  a series 
of  injections  by  defendant  of  a gold  compound  during 
the  course  of  treatment  for  rheumatoid  arthritis. 
It  also  appeared  that  the  medical  profession  recog- 
nized the  possibility  of  undesirable  reactions  in  the 
use  of  gold  therapy.  We  are  of  the  opinion  that,  under 
the  facts  and  circumstances  disclosed  by  this  record, 
including  the  fact  that  no  immediate  emergency 
existed,  defendant  was  obligated  to  make  a reason- 
able disclosure  to  his  patient  of  the  known  dangers 
which  were  incident  to  or  possible  in  the  proposed  use 
of  gold;  and  that  the  trial  court,  therefore,  did  not 
err  in  charging,  in  substance,  that  defendant  could  be 
found  guilty  of  malpractice  if  he  failed  in  that  duty. 
We  are  also  of  the  opinion  that,  on  the  facts  pre- 
sented, the  court’s  participation  in  the  examination 
of  witnesses,  and  the  court’s  charge  were  not  prej- 
udicial to  defendant.  While  defendant  asserts  that 
evidence  on  the  question  of  the  failure  to  disclose 
possible  dangers  in  the  treatment  was  not  within  the 


allegations  of  the  pleadings,  there  was  no  objection 
to  the  evidence  on  that  ground  upon  the  trial. 

This  doctrine  can  be  carried  to  a ridiculous  ex- 
tent. If  a surgeon,  for  instance,  explained  to  a 
patient  before  operating  every  possible  complica- 
tion that  might  develop,  I think  that  the  patient 
would  be  afraid  to  submit  to  the  suggested 
operation,  but  there  is  a place  for  common 
sense  and  fair  dealing  here.  A doctor  should 
not  assure  a patient  that  there  is  no  danger  or 
make  light  of  something  that  is  really  a complica- 
tion likely  to  occur  in  a considerable  number  of 
cases.  The  patient  should  be  informed  of  the 
fact  that  the  surgery  may  be  extensive  but  will 
be  necessary  to  afford  the  patient  the  best 
prognosis  under  the  circumstances.  A woman, 
for  instance,  should  never  have  a breast  or  her 
reproductive  organs  removed  without  being 
told  in  advance  that  there  is  a possibility  of  the 
same.  You  don’t  usually  get  into  this  problem 
of  informed  consent  where  there  has  been  fair 
dealing,  and  where  the  doctor  has  taken  some 
time  out  to  talk  the  patient’s  problem  over  with 
him.  However,  there  is  going  to  be  more  law 
written  on  this  subject  and  the  boundaries  for 
what  is  called  for  will  be  more  carefully  de- 
lineated in  the  near  future. 

A very  interesting  discussion  of  the  res  ipsa 
loquitur  rule  appeared  in  an  opinion  of  Judge  J. 
Irwin  Shapiro  in  the  case  of  Charlton  v.  Monte- 
fiore  Hospital,  et  al.  The  opinion  is  quite  long 
and  may  be  summarized  from  the  head  note 
which  reads  as  follows; 

Physicians  and  surgeons- — malpractice- — -by  show- 
ing drooping  eyelid  after  operation  for  removal  of 
growth  from  left  eye  but  without  medical  testimony 
as  to  relationship  between  drooping  eyelid  and 
surgery,  plaintiff  failed  to  establish  malpractice. 

The  Court  went  on  to  say: 

When  a surgeon  employed  by  a hospital  removed  a 
growth  over  the  nasal  cornea  of  plaintiff’s  left  eye, 
and  after  the  surgery,  it  was  discovered  that  plain- 
tiff had  a drooped  eyelid  (ptosis)  that  she  did  not 
have  before  the  surgery,  plaintiff,  by  not  calling  a 
medical  expert  to  testify  to  the  relationship  between 
her  operation  and  the  drooping  eyelid,  failed  to 
establish  negligent  malpractice  on  the  part  of  the 
surgeon  and  hospital.  Plaintiff  failed  to  establish 
that  there  had  been  a deviation  from  proper  surgical 
and  operative  methods.  The  mere  fact  of  an  unex- 
pected result  does  not  give  rise  to  a presumption  of 
negligence.  The  unexpected  injury  was  closely  con- 
nected with  the  area  of  the  operation  and  a layman 
would  not  ordinarily  have  knowledge  of  what  effect 
such  an  operation  might  have  upon  the  muscles  and 
nerves  of  the  eyelid  even  with  the  exercise  of  the 
greatest  surgical  skill.  . . . 

Injury  to  a patient  undergoing  medical  treatment 
raises  no  inference,  from  the  mere  fact  of  injury,  as  to 
whether  it  was  traumatic  or  nontraumatic  unless  the 
surrounding  facts  and  circumstances  clearly  warrant 
the  drawing  of  such  an  inference.  It  is  in  those  rare 
cases  “where  the  matters  are  within  the  experience 
and  observation  of  the  ordinary  jurymen  from  which 
they  may  draw  their  own  conclusions  and  the  facts 
are  of  such  a nature  as  to  require  no  special  knowledge 
or  skill”  that  expert  medical  testimony  is  not  neces- 
sary for  a plaintiff  to  make  out  a prima  facie  case. 
When  “the  very  nature  of  the  acts  complained  of 
bespeaks  improper  treatment  and  malpractice” 
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then  the  defendant  is  under  the  necessity  of  going 
forward  with  evidence  to  justify  his  treatment. 

The  court  is  therefore  constrained  to  conclude, 
although  finding  all  of  the  facts  in  favor  of  the  plain- 
tiff, that  as  a matter  of  law  she  has  failed  to  make  out 
a case.  Judgment  is  therefore  directed  in  favor  of  the 
defendant,  dismissing  the  plaintiff’s  complaint  as  a 
matter  of  law. 

Judge  Shapiro  in  this  case  referred  to  the 
McDermott  case  which  I have  mentioned  above 
where  the  Court  of  Appeals  said:  “A  plaintiff  in 
a malpractice  action  is  entitled  to  call  the  de- 
fendant doctor  to  the  stand  and  question  him 
both  as  to  his  factual  knowledge  of  the  case 
(that  is,  as  to  his  examination,  diagnosis,  treat- 
ment, and  the  like)  and,  if  he  be  so  qualified,  as 
an  expert  for  the  purpose  of  establishing  the 
generally  accepted  medical  practice  in  the  com- 
munity.” Judge  Shapiro  went  on  to  say: 
“The  McDermott  case,  while  dealing  only  with 
the  right  to  call  a defendant  doctor  to  the  stand 
and  the  nature  and  scope  of  his  examination, 
makes  it  obvious  that  he  could  also  be  examined 
to  the  same  extent  in  an  examination  before 
trial.” 

We  have  received  a considerable  number  of 
uninsured  cases  in  this  office,  and  it  is  a great 
boon  to  a member  of  the  Medical  Society  of  the 
State  of  New  York  that  he  receives  free  defense 
in  such  a case.  Of  course  any  verdict  or  settle- 
ment must  be  paid  by  the  doctor,  and  several 
doctors  have  learned  that  even  when  the  case  is 
successfully  terminated  they  have  sustained 
bills  of  several  hundred  dollars  for  costs  such  as 
Xeroxing  records,  stenographic  minutes  of  an 
examination  before  trial  and  trial,  subpoena  fees, 
and  travel  expenses  of  witnesses.  In  the  case 
that  was  settled  for  $175,000,  for  instance,  the 
judge  insisted  that  we  order  daily  copy  of  the 
stenographer’s  minutes.  This,  even  with  a 
claimed  reduction  in  rate,  cost  $1.25  a page  for 
each  defendant,  and  the  total  bill  was  $1,050. 

One  of  the  petty  annoyances  we  have  run 
into  lately  is  the  practice  some  hospitals  have 
of  charging  exorbitant  rates  for  copies  of  their 
records.  One  institution  wanted  $1.00  a page 
for  what  turned  out  to  be  a very  poor  copy. 
Most  hospitals  cooperate  and  charge  a much 
lower  rate,  but  an  attorney  told  me  recently 
that  he  was  so  tired  of  being  fleeced  that  he  had 
successfully  prevailed  on  a court  to  make  the 
hospital  send  the  record  to  an  outside  duplicating 
firm  at  a rate  that  was  compatible  with  his 
client’s  pocketbook. 

All  that  I have  said  about  these  claims  and 
cases  should  lead  a doctor  periodically  to  review 
his  malpractice  coverage.  I hope  that  a predic- 
tion made  in  Medical  Economics  recently  is  not 
true  that  the  outlook  for  the  next  few  years  is  so 
critical  that  malpractice  rates  will  have  to 
double. 
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The  New  York  City  staff,  including  Marvin 
Marx,  Carl  Rogge,  Wesley  Hanner,  Myron 
Gordon,  Edward  Zoeller,  their  legal  staff  and 
investigators,  are  working  with  us  every  day 
of  the  week.  They  are  all  very  kind  to  me  and 
to  the  medical  profession,  and  I beseech  the 
cooperation  of  the  medical  profession  so  that 
the  time  of  these  people  may  be  put  to  the  best 
possible  use.  Upstate  the  fine  work  is  carried 
on  by  Emil  Lester  of  Buffalo,  James  Soderborg 
of  Rochester,  and  Charles  Bollman  of  Syracuse. 
As  I said  last  year  I could  quote  from  scores  of 
letters  we  receive  from  doctors  that  praise  the 
services  rendered  by  the  company  representa- 
tives. 

To  the  staff  of  the  Medical  Society  of  the 
State  of  New  York,  and  particularly  to  Henry 
I.  Fineberg,  M.D.,  the  executive  vice-president, 
and  his  assistant,  J.  Richard  Burns,  Esq.,  and  to 
William  Hammond,  M.D.,  and  Miss  Alvina 
Rich  Lewis  of  the  New  York  State  Journal  of 
Medicine,  I wish  to  express  my  appreciation  for 
the  constant  help  and  courtesy  they  have  ex- 
tended to  this  office. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 

Section  54  ( see  180 ) 

Annual  Report  of  Judicial  Council 

To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Judicial  Council  are  as 


follows: 

John  F.  Kelley,  M.D.,  Chairman Oneida 

Edward  T.  Wentworth,  M.D Monroe 

Gerald  D.  Dorman,  M.D New  York 

A.  W.  Martin  Marino,  M.D Kings 

William  P.  Reed,  M.D Westchester 


In  accordance  with  the  requirements  of  Sec- 
tion 1,  Chapter  VI  of  the  Bylaws,  the  Judicial 
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Council  held  an  organizational  meeting  on 
February  18,  1965,  immediately  at  the  close  of 
the  Annual  Meeting  of  the  Society  in  New  York 
City.  John  F.  Kelley,  M.D.,  was  elected  chair- 
man. 

Walter  T.  Heldmann,  M.D.,  secretary; 
William  F.  Martin,  Esq.,  legal  counsel,  and 
J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president,  also  attended  the  meeting. 

On  April  21,  1965,  the  Judicial  Council  heard 
an  appeal  by  an  osteopathic  physician  from  a 
decision  dated  December  23,  1964,  of  the 
Medical  Society  of  the  County  of  Queens, 
pursuant  to  Section  4,  Chapter  VI  of  the  By- 
laws of  the  State  Society,  which  rejected  his 
application  for  membership  in  the  said  com- 
ponent county  society  on  the  ground  that  he 
did  not  meet  the  qualifications  for  membership 
specified  in  the  county  medical  society’s  con- 
stitution. 

The  osteopathic  physician  in  question  had 
received  the  degree  of  doctor  of  osteopathy  on 
June  3,  1960,  from  the  Kansas  City  College  of 
Osteopathy  and  Surgery  and  the  degree  of 
doctor  of  medicine  from  the  California  College 
of  Medicine  in  June,  1962.  He  was  licensed  to 
practice  medicine  in  New  York  State  by  the 
State  Education  Department  on  February  15, 
1964. 

In  February,  1964,  the  Medical  Society  of  the 
County  of  Queens  by  its  Comitia  Minora  had 
adopted  the  following  amendment  to  Article 
III,  Section  2 of  its  constitution: 

“Active  members  shall  be  doctors  of  med- 
icine, licensed  to  practice  in  the  State  of  New 
York,  who  have  received  the  degree  of  doctor 
of  medicine  as  a result  of  completion  at  a 
college  of  medicine  of  a course  of  not  less 
than  four  academic  years  of  eight  months 
each;  they  shall  be  of  good  moral  and  pro- 
fessional medical  character  and  reside  or 
practice  in  the  county  of  Queens.  By  virtue 
of  their  membership  in  the  County  Medical 
Society  they  shall  be  members  of  the  State 
Society.  Only  active  members  shall  have 
the  right  to  run  for  or  hold  office.  For  pur- 
poses of  this  section,  a college  of  osteopathy 
shall  not  be  considered  a college  of  medicine.” 
The  Judicial  Council,  after  hearing  extensive 
oral  argument  by  the  respective  counsel  for 
the  appellant  and  the  county  medical  society,  and 
after  questioning  the  physician  involved,  voted 
to  affirm  the  decision  of  the  Medical  Society  of 
the  County  of  Queens. 

Respectfully  submitted, 

John  F.  Kelley,  M.D.,  Chairman 

Section  55  ( see  181) 

Annual  Report  of  Committee  on  Constitution  and 
Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 
Constitution  and  Bylaws  are: 

Solomon  Schussheim,  M.D.,  Chairman  ... 
Kings 


Marvin  Brown,  M.D Oswego 

William  P.  Reed,  M.D Westchester 


William  F.  Martin,  Esq.,  ex  officio  New  York 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio.  . . .Erie 
Suggested  changes  or  revisions  of  the  bylaws 
of  eight  county  medical  societies  have  been  re- 
viewed by  the  committee  and  presented  to  the 
Council  for  action. 

The  medical  societies  of  the  counties  of 
Dutchess,  Schenectady,  Tompkins,  and  Wayne 
submitted  changes  or  revisions  which  included 
the  membership  requirement  recommended 
by  the  Council  in  June,  1964.  The  Council 
voted  in  September  to  postpone  action  on  these 
proposed  requirements.  Any  action  taken  be- 
tween now  and  the  end  of  the  year  will  be  made 
the  subject  of  a supplementary  report.  It  should 
be  noted  that  identical  membership  provisions  in 
the  bylaws  of  the  medical  societies  of  the  coun- 
ties of  Queens,  Schoharie,  and  Nassau  were  ap- 
proved by  the  Council  during  the  year  1964-1965. 

Proposed  changes,  other  than  those  which 
would  have  made  explicit  the  requirement  that 
members  shall  have  attended  a medical  school 
for  four  years,  were  approved  by  the  Council 
this  year  as  follows:  February — Monroe 

County;  March— Dutchess  County;  April — 
Broome  County;  June — Erie  County;  Septem- 
ber— Dutchess,  Monroe,  New  York,  Schenec- 
tady, and  Tompkins  counties. 

In  September,  1964,  the  Council  referred  to 
the  Ad  Hoc  Committee  on  Osteopathy  a pro- 
posed change  in  the  bylaws  of  the  Medical  So- 
ciety of  the  County  of  Suffolk  to  the  effect  that 
osteopaths  shall  not  be  eligible  for  membership. 
Should  this  again  be  referred  to  the  Council 
Committee  on  Constitution  and  Bylaws,  it  will 
be  included  in  our  supplementary  report. 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 

Section  56  ( see  182 ) 

Annual  Report  of  Ad  Hoc  Committee  on 
Osteopathy 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  on  Osteopathy  con- 
sists of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


John  H.  Carter,  M.D Albany 

George  J.  Lawrence,  Jr.,  M.D Queens 

C.  Stewart  Wallace,  M.D Tompkins 


In  response  to  a letter  from  the  New  York 
State  Osteopathic  Society,  designating  repre- 
sentatives on  a “conference  committee,”  the 
Council,  on  June  18,  1965,  authorized  the  ad  hoc 
committee  to  meet  with  these  representatives. 

The  Osteopathic  Society  representatives  were 
Max  L.  Kamen,  D.O.,  of  Brooklyn,  Philip  B. 
Greenman,  D.O.,  of  Kenmore,  William  O.  Kings- 
bury, D.O.,  of  New  York  City,  C.  Fred  Peck- 
ham,  D.O.,  of  Oswego,  W.  Kenneth  Riland, 
D.O.,  of  New  York  City,  and  Ben  C.  Scharf, 
D.O.,  of  Seaford. 
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A meeting  of  our  committee  with  the  Osteo- 
pathic Society  representatives  was  held  on 
August  26,  1965.  The  matters  discussed  and 
conclusions  reached  at  the  meeting  are  included 
in  the  report  of  the  executive  vice-president, 
under  the  heading  “Medicine  and  Osteopathy.” 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

Section  57  ( see  183) 

Annual  Report  of  New  York  State  Delegation  to 
the  American  Medical  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  delegation  met  in  New 
York  City  on  the  afternoon  of  Thursday,  May 
20,  1965. 

Also,  they  participated  in  (1)  the  114th  annual 
convention  of  the  American  Medical  Associa- 
tion, in  New  York  City,  June  20-24,  where  they 
attended  the  meetings  of  the  House  of  Dele- 
gates; (2)  a special  convention  of  the  House  of 
Delegates  of  the  American  Medical  Association 
in  Chicago,  October  2-3. 

Meeting  of  the  Delegation 

A conference  was  held  at  the  office  of  the 
Society  on  May  20,  1965,  for  the  purpose  of  dis- 
cussing our  “thinking”  and  policies  for  the  June 
meeting  of  the  A.M.A.  House  of  Delegates. 

Present  were  the  following: 

Delegates — Philip  D.  Allen,  M.D.,  Rena  to  J. 
Azzari,  M.D.,  George  A.  Burgin,  M.D.,  Henry 
I.  Fineberg,  M.D.,  John  M.  Galbraith,  M.D., 
Thurman  B.  Givan,  M.D.,  Carl  Goldmark,  Jr., 
M.D.,  James  Greenough,  M.D.,  Milton  Hel- 
pem,  M.D.,  Edward  C.  Hughes,  M.D.,  John  F. 
Kelley,  M.D.,  Joseph  A.  Lane,  M.D.,  Warren  A. 
Lapp,  M.D.,  George  J.  Lawrence,  Jr.,  M.D., 
Norman  S.  Moore,  M.D.,  Bernard  J.  Pisani, 
M.D.,  William  B.  Rawls,  M.D.,  Solomon 
Schussheim,  M.D.,  John  L.  Sengstack,  M.D., 
Carlton  E.  Wertz,  M.D.,  William  L.  Wheeler, 
Jr.,  M.D.,  Waring  Willis,  M.D.,  Ezra  A.  Wolff, 
M.D.,  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Alternate  Delegates — Charles  R.  Mathews, 
M.D.,  and  Irving  M.  Pallin,  M.D. 

By  Invitation — Maus  W.  Stearns,  Jr.,  M.D., 
Samuel  Z.  Freedman,  M.D.,  Doris  K.  Dough- 
erty, J.  Richard  Burns,  Guy  D.  Beaumont,  and 
George  W.  Forrest,  Jr. 

Excused — James  M.  Blake,  M.D.,  Leo  E. 
Gibson,  M.D.,  John  C.  McClintock,  M.D.,  and 
Walter  T.  Heldmann,  M.D. 

The  reports  of  the  clinical  convention  in 
Miami  Beach,  November  29-December  2, 
1965  (as  mailed  to  the  delegation)  and  the  special 
convention  of  the  House  of  Delegates  in  Chi- 
cago, February  6-7,  1965  (as  presented  to  our 
House  of  Delegates)  were  approved. 

The  chairman  announced  that  the  A.M.A. 
House  of  Delegates  would  open  on  Sunday  after- 
noon. At  6:00  p.m.,  Saturday,  additional  re- 
ports and  resolutions,  which  may  have  come  in 
since  the  Delegates  Handbook  went  to  press, 
would  be  available. 


The  chairman  reviewed  certain  communica- 
tions regarding  the  annual  convention: 

(1)  A notice  of  the  meeting  transmitted  to 
all  New  York  delegates  by  the  chairman,  en- 
closing hotel  reservation  forms; 

(2)  A communication  from  Leo  E.  Brown, 
containing  the  schedule  of  the  House  of  Dele- 
gates and  an  appeal  to  send  in  all  resolutions  as 
soon  as  possible,  so  that  they  would  be  printed 
in  the  Delegates  Handbook,  which  was  scheduled 
for  mailing  on  June  1;  and 

(3)  A letter  from  Robert  A.  Enlow,  of  the 
A.M.A.,  pointing  out  that,  since  New  York  has 
25,181  active  members,  it  is  entitled  to  26  dele- 
gates. 

The  chairman  distributed  the  credential  cards 
to  the  delegates.  He  reported  that,  due  to  ill- 
ness, Leo  E.  Gibson  would  be  unable  to  attend 
the  convention.  Solomon  Schussheim,  M.D., 
in  the  1964-1965  category,  would  replace  Dr. 
Gibson;  and  Irving  Pallin,  M.D.,  would  be- 
come the  first  alternate  in  that  class. 

Hospitality  Suite.  In  the  absence  of  Dr. 
McClintock,  the  chairman  discussed  the  ar- 
rangements for  the  hospitality  suite.  Dr. 
Kelley  was  appointed  acting  chairman.  It  was 
announced  that  the  other  members  of  the  com- 
mittee were  Drs.  Galbraith,  Blake,  and  Lapp. 

It  was  pointed  out  that  the  Presidential 
Suite,  on  the  21st  floor  of  the  Americana,  would 
be  the  headquarters  of  the  delegation.  The 
suite  would  be  open  to  visitors  on  Tuesday  and 
Wednesday,  from  12:00  noon  to  2:00  p.m. 
and  from  5:00  p.m.  to  7:00  p.m.,  and  on  Thurs- 
day, from  12:00  noon  to  2:00  p.m. 

It  was  agreed  that  the  wives  of  the  delegates 
again  would  act  as  hostesses.  Souvenirs  would 
be  distributed. 

It  was  decided  that  the  delegation  would  meet 
on  Sunday  evening,  at  which  time  there  would 
be  a buffet  to  which  the  wives  would  be  invited. 
This  would  be  followed  by  a business  meeting. 
Also,  there  would  be  three  breakfast  conferences 
on  Tuesday,  Wednesday,  and  Thursday  morn- 
ings. 

Reference  Committee  Appointments. 

These  reference  committee  appointments  (by 
the  Speaker  of  the  A.M.A.  House  of  Delegates) 
were  announced,  as  follows: 

Amendments  to  Constitution  and  Bylaws — 
John  F.  Kelley,  M.D.;  Insurance  and  Medical 
Service — James  M.  Blake,  M.D.;  Medical 
Education — Norman  S.  Moore,  M.D.,  chair- 
man; Miscellaneous  Business — George  A.  Bur- 
gin,  M.D.;  Reports  of  Officers — Waring  Willis, 
M.D.;  Rules  and  Order  of  Business — Frederick 
A.  Wurzbach,  Jr.,  M.D.;  Tellers — John  L. 
Sengstack,  M.D. 

Assignments  to  Reference  Committee 
Meetings.  The  following  delegates  were  as- 
signed to  represent  New  York  at  reference  com- 
mittee meetings: 

Amendments  to  Constitution  and  Bylaws — 
Joseph  A.  Lane,  M.D.;  Insurance  and  Medical 
Service — Carlton  E.  Wertz,  M.D.;  Legislation 
and  Public  Relations — George  J.  Lawrence, 
Jr.,  M.D.;  Medical  Education — James  Green- 


June  1,  1966  / New  York  State  Journal  of  Medicine  1463 


ough,  M.D.,  Bernard  J.  Pisani,  M.D.,  and  Wil- 
liam B.  Rawls,  M.D.;  Medical  Military  Af- 
fairs— Warren  A.  Lapp,  M.D.;  Miscellaneous 
Business — Philip  D.  Allen,  M.D.;  Public 
Health  and  Occupational  Health — Carl  Gold- 
mark,  Jr.,  M.D.;  Reports  of  Board  of  Trustees 
— Frederick  A.  Wurzbach,  Jr.,  M.D.;  Reports 
of  Officers — Solomon  Schussheim,  M.D.;  Sec- 
tion and  Section  Work- — Maus  W.  Stearns,  Jr., 
M.D. 

Resolutions.  It  was  reported  that  the  fol- 
lowing resolutions  would  be  presented  to  the 
A.M.A.  House  of  Delegates: 

1.  “Policy  Statement  on  Narcotic  Addic- 
tion,” to  be  introduced  by  Philip  D.  Allen, 
M.D. 

2.  “Formation  of  an  American  Board  of 
Family  Practice,”  to  be  introduced  by  John  L. 
Sengstack,  M.D. 

3.  “Grants  for  Part-time  Courses  for  Clini- 
cal Physicians,”  to  be  introduced  by  Warren  A. 
Lapp,  M.D. 

4.  “Appointment  of  Advisory  Groups  (phy- 
sicians representing  medical  practice  in  the  com- 
munity) to  Federal  Medical  Care  Treatment 
Programs,”  to  be  introduced  by  Milton  Hel- 
pern,  M.D. 

Events.  The  chairman  distributed  a tenta- 
tive list  of  meetings  and  activities  which  would 
take  place  prior  to  and  during  the  annual  con- 
vention. 

It  was  pointed  out  that  William  L.  Wheeler, 
Jr.,  M.D.,  will  be  the  chairman  of  the  local  com- 
mittee on  arrangements.  The  preparations  for 
the  delegates’  dinner  were  discussed.  Tickets 
would  be  $15  each.  There  would  be  a recep- 
tion, followed  by  a fine  dinner  and  some  form  of 
entertainment.  Attempts  would  be  made  to 
have  a New  York  couple  at  each  table  to  act  as 
host  and  hostess. 

The  chairman  informed  the  delegation  that, 
in  accordance  with  its  wishes,  on  February  21 
he  transmitted  a letter  to  each  A.M.A.  dele- 
gate, indicating  New  York’s  intention  to  nomi- 
nate Gerald  D.  Dorman,  M.D.,  to  succeed  him- 
self as  trustee  for  a term  of  three  years.  Letters 
of  support  of  this  candidacy  have  been  received 
from  all  parts  of  the  country.  On  motion  duly 
made  and  seconded,  it  was  voted  to  approve, 
for  the  record,  Dr.  Dorman’s  nomination  for 
trustee.  It  was  agreed  that  Dr.  Fineberg  would 
nominate  him. 

“Political  Picture.”  The  chairman  re- 
ported that  the  following  candidates  for  elec- 
tion to  office  have  been  mentioned: 

for  president-elect — Durwood  G.  Hall,  M.D., 
of  Missouri;  Charles  L.  Hudson,  M.D.,  of 
Ohio;  Willard  A.  Wright,  M.D.,  of  North 
Dakota;  and  Irvin  Hendryson,  M.D.,  of 
Colorado. 

for  vice-president — W.  Andrew  Bunten, 

M.D.,  of  Wyoming.  We  have  been  asked  to 
second  this  nomination. 

for  trustee — Lester  B.  Bibler,  M.D.,  of 
Indiana;  J.  B.  Copeland,  M.D.,  of  Texas,  and 
Otis  Simenstad,  M.D.,  of  Wisconsin. 


for  the  Council  on  Medical  Service — Drew  M. 
Peterson,  M.D.,  of  Utah,  and  Charles  A.  Hoff- 
man, M.D.,  of  West  Virginia. 

The  chairman  announced  that  no  definite 
determinations  would  be  made  at  this  time. 

The  chairman  reported  that  he  had  written 
to  James  Z.  Appel,  M.D.,  president-elect,  re- 
garding consideration  of  Rena  to  J.  Azzari, 
M.D.,  for  nomination  to  the  Judicial  Council. 
There  has  been  no  reply.  The  chairman  was  in- 
structed to  telephone  the  president-elect  about 
this  matter. 

Resolution.  After  considerable  delibera- 
tion, it  was  voted  that  we  present  the  following 
resolution  to  the  A.M.A.  House  of  Delegates: 
Whereas,  The  members  of  the  Medical 
Society  of  the  State  of  New  York,  as  physi- 
cians, firmly  believe  that  there  is  no  basis  in 
medical  science  or  in  any  other  field  for  dis- 
crimination because  of  race,  religion,  or  place 
of  national  origin;  and 

Whereas,  The  members  of  the  Medical 
Society  of  the  State  of  New  York  have  in  the 
past  decried  such  discrimination;  and 

Whereas,  It  is  apparent  that  such  dis- 
crimination continues  to  exist  within  the 
United  States;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  continue  to  be  unaltex-- 
ably  opposed  to  any  discrimination  in  the 
field  of  medicine  because  of  race,  creed,  color, 
or  national  origin,  whether  in  patient  care, 
physician  opportunity,  or  professional  organi- 
zation; and  be  it  further 

Resolved,  That  the  American  Medical  As- 
sociation be  urged  to  use  all  its  influence  to 
end  discriminatory  racial  exclusion  policies  by 
some  county  medical  societies  as  contrary  to 
the  law  of  the  land  and  the  ethics  of  our  pro-  | 
fession;  and  be  it  further 

Resolved,  That  until  such  racial  exclusion  ; 
policies  are  ended,  the  American  Medical  , 
Association  establish  acceptable  standards 
and  procedures  for  admitting  to  direct  mem-  ' 
bership  in  the  A.M.A.  those  physicians  who  I 
have  thus  been  denied  county  medical  society 
membership  and  thereby  are  unable  to  join  > 
certain  hospital  staffs  or  specialty  organiza-  , 
tions  requiring  A.M.A.  membership. 

Dr.  McClintock’s  request  that  he  be  per-  ' 
mitted  to  introduce,  on  his  own,  a resolution  ’ 
calling  for  the  establishment  of  cancer  registries 
in  the  hospitals  was  approved. 

Dr.  Wertz,  vice-president  of  the  American  j 
Medical  Association,  expressed  his  thoughts  on  ( 
several  matters  which  were  of  concern  to  him — I 
the  actions  of  the  American  Hospital  Associa- 
tion  and  Blue  Cross,  the  DeBakey  Report,  the 
Folsom  Report,  the  Chamber  of  Commerce  ; 
meeting  in  Washington,  and  the  A.M.A.’s 
disability  program. 

A.M.A.  Annual  Meeting 

The  114th  annual  convention  of  the  Ameri-  i 
can  Medical  Association  was  held  in  New  York  I 
City,  June  20  to  24,  1965.  The  House  of  Dele- 
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gates  and/or  the  reference  committees  met  on 
each  of  these  days  at  the  Americana. 

The  following  members  of  our  Society  and 
staff  attended  our  conferences: 

Delegates — Philip  D.  Allen,  M.D.,  Renato  J. 
Azzari,  M.D.,  James  M.  Blake,  M.D.,  George 
A.  Burgin,  M.D.,  Henry  I.  Fineberg,  M.D., 
John  M.  Galbraith,  M.D.,  Thurman  B.  Givan, 
M.D.,  Carl  Goldmark,  Jr.,  M.D.,  James  Green- 
ough,  M.D.,  Milton  Helpern,  M.D.,  Edward  C. 
Hughes,  M.D.,  John  F.  Kelley,  M.D.,  Joseph 
A.  Lane,  M.D.,  Warren  A.  Lapp,  M.D.,  George 
J.  Lawrence,  Jr.,  M.D.,  John  C.  McClintock, 
M.D.,  Norman  S.  Moore,  M.D.,  Bernard  J. 
Pisani,  M.D.,  William  B.  Rawls,  M.D.,  Solo- 
mon Schussheim,  M.D.,  John  L.  Sengstack, 
M.D.,  Carlton  E.  Wertz,  M.D.,  William  L. 
Wheeler,  Jr.,  M.D.,  Waring  Willis,  M.D., 
Ezra  A.  Wolff,  M.D.,  Frederick  A.  Wurzbach, 
Jr.,  M.D. 

Alternate  Delegates — Charles  R.  Mathews, 
M.D.,  and  Irving  M.  Pallin,  M.D. 

Others — Maus,  W.  Stearns,  Jr.,  M.D.,  Walter 
T.  Heldmann,  M.D.,  Gerald  D.  Dorman,  M.D., 
William  Hammond,  M.D.,  J.  Richard  Burns, 
Guy  D.  Beaumont,  Doris  K.  Dougherty, 
George  W.  Forrest,  Jr.,  Donald  M.  Irish,  Mon- 
roe County,  Michael  McManus,  Broome 
County,  Boyden  Roseberry,  Westchester 
County,  Richard  Treccase,  Erie  Country. 

The  delegation  convened  on  the  evening  of 
Sunday,  June  20;  breakfast  meetings  were 
held  on  June  22  and  23;  an  “emergency” 
luncheon  conference  took  place  on  June  23. 

The  chairman  reported  that  he  had  visited 
Leo  E.  Gibson,  M.D.,  in  Syracuse.  He  was  up 
and  about  and  on  the  way  to  recovery.  It  was 
voted  that  a telegram  be  sent  to  him.  (Later, 
this  was  done.) 

The  minutes  of  the  meeting  of  the  delegation 
held  on  May  20,  in  New  York  City,  were  ap- 
proved. 

Hospitality  Committee.  Dr.  McClintock, 
chairman,  stated  that  the  New  York  delega- 
tion’s hospitality  suite  would  officially  be  open 
in  accordance  with  the  schedule  determined  at 
the  meeting  of  the  delegation  on  May  20. 

It  was  announced  that  card  invitations  had 
been  distributed,  and  also  that,  as  heretofore, 
the  delegates’  wives  would  act  as  hostesses  and 
would  “pin  roses  on  visitors.” 

The  reference  committee  appointments  by 
the  Speaker  of  the  House  of  Delegates  of  the 
A.M.A.  and  our  assignments  to  reference  com- 
mittee meetings  were  reviewed;  There  were 
no  changes  from  those  specified  at  the  May 
t meeting. 

Resolutions.  At  the  first  meeting  of  our 
delegation,  74  resolutions  were  read  and  evalu- 
ated. Preliminary  decisions  were  reached  as 
to  what  the  actions  of  our  delegation  would  be. 

New  York  Resolutions.  On  behalf  of  the 
State  Society,  we  presented  five  resolutions,  in 
accordance  with  the  decisions  reached  in  May. 
The  resolution  concerned  with  the  elimination 


of  discriminatory  practices  by  county  medical 
societies  was  introduced  by  Dr.  Wheeler. 

Actions  on  New  York  Resolutions.  Nar- 
cotics: This  resolution  recieved  commenda- 

tion. It  was  referred  to  the  A.M.A.  Board  of 
Trustees  to  “take  such  action  as  will  assure  a 
medically  dynamic  A.M.A.  stand  on  narcotic 
addition  within  a reasonable  period  of  time.” 
Formation  of  American  Board  of  Family 
Practice:  There  were  several  similar  resolu- 

tions, which  were  referred  to  the  Council  on 
Medical  Education. 

Grants:  This  was  not  approved.  It  was  de- 

clared that  it  is  against  the  policy  of  the  A.M.A. 

Appointment  of  Advisory  Groups  to  Federal 
Medical  Care  Treatment  Programs : The  follow- 

ing was  approved: 

Resolved,  That  the  A.M.A.  seek  the  provi- 
sion for  and  the  appointment  of  representa- 
tive physicians  as  advisory  committees  in  all 
Federal  programs  which  relate  to  health  care; 
and  be  it  further 

Resolved,  That  the  state  medical  societies 
are  urged  to  similarly  work  toward  establish- 
ment of  medical  advisory  committees,  com- 
posed of  representative  practicing  phy- 
sicians in  the  state  or  the  community,  to 
guide  and  advise  state  and  local  health  care 
programs. 

Discrimination:  The  following  decision  of 

the  reference  committee  was  approved,  in 
lieu  of  40  (New  York  resolution): 

“That,  within  the  framework  of  its  con- 
stitution and  bylaws,  the  A.M.A.  continue 
to  use  all  of  its  influence  to  end  discrimina- 
tory racial  exclusion  policies  or  practices  by 
any  medical  societies  which  permit  such 
policies  or  practices  to  exist.” 

“Political  Front.”  A number  of  candidates 
running  for  office  appeared  at  some  of  our 
meetings  and  presented  their  “cases”  to  us. 

Naturally,  the  chairman  nominated  Gerald 
Dorman  for  re-election  to  the  position  of  trustee. 
There  was  no  opposition. 

Every  candidate  whom  we  supported  was 
successful.  It  can  be  said  truthfully  that  we 
cast  the  deciding  votes  in  those  battles  in  which 
there  were  more  than  one  contestant.  With- 
out a doubt,  the  unit  vote  represents  much  of 
the  “strength”  of  New  York. 

As  was  expected,  the  most  controversial 
issues  at  the  convention  were  concerned  with 
nonparticipation  under  any  so-called  Medicare 
law  and  the  DeBakey  Commission  report. 
It  was  definitely  decided  that  New  York  would 
not  support  nonparticipation. 

A.M.A.  Report.  Following  is  “Bing”  Blas- 
ingame’s  (executive  vice-president  of  the 
A.M.A.)  “usual”  report  on  actions  of  the 
House  of  Delegates.  This  is  a very  fine  summary 
of  what  took  place  in  New  York  City: 

New  York,  June  24 — Federal  health  care  legislation, 
the  report  of  the  President’s  Commission  on  Heart 
Disease,  Cancer,  and  Stroke,  the  Gundersen  Committee 
report  on  organization  of  the  House  of  Delegates,  and 
a plan  for  a new  method  of  establishing  A.M.A.  scien- 
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tific  sections  were  among  the  major  subjects  acted  on  by 
the  House  of  Delegates  at  the  American  Medical  As- 
sociation’s 114th  Annual  Convention  held  June  20  to 
24  in  New  York  City. 

Charles  L.  Hudson,  M.D.,  of  Cleveland,  Ohio,  a 
member  of  the  A.M.A.  board  of  trustees  since  1961,  was 
named  president-elect  of  the  Association.  He  will 
take  office  as  the  121st  A.M.A.  president  in  June, 
1966,  succeeding  James  Z.  Appel,  M.D.,  of  Lancaster, 
Pennsylvania,  who  was  inaugurated  at  the  Sunday 
opening  session  of  the  House  at  the  New  York  conven- 
tion. 

The  1965  A.M.A.  Distinguished  Service  Award  was 
won  by  Tinsley  R.  Harrison,  M.D.,  of  Birmingham, 
Alabama,  for  his  outstanding  work  in  the  field  of 
cardiovascular  diseases. 

Final  registration  figures  reached  a grand  total  of 
64,517,  including  24,268  physicians,  the  largest  physi- 
cian registration  in  the  Association’s  history. 

Health  Care  Legislation.  Most  controversial  issue 
before  the  House  was  that  of  nonparticipation  under 
any  so-called  Medicare  law  that  might  be  passed  by 
Congress.  This  subject  came  up  in  various  ways  in 
nine  resolutions  and  in  portions  of  Dr.  Appel’s  inaugural 
address. 

The  House  recommended  that  “the  members  of  the 
American  Medical  Association  be  reminded  that  it  is 
each  individual  physician’s  obligation  to  decide  for 
himself  whether  the  conditions  of  a case  for  which  he  is 
about  to  accept  responsibility  permit  him  to  provide 
his  own  highest  quality  of  medical  care.” 

In  adopting  a substitute  resolution,  the  House  de- 
clared that  “the  physicians  of  the  United  States  of 
America  pledge  themselves  to  continue  their  search  and 
activity,  in  whatever  social  environment  may  develop, 
to  secure  or  to  restore  the  freedom,  high  quality,  and 
availability  of  medical  care  which  has  been  traditional 
in  our  country. 

“When  the  fate  of  the  pending  medical  legislation  is 
determined,  this  House  will  review,  in  special  session  if 
necessary,  the  effect  of  the  law  and  take  whatever  ac- 
tion is  deemed  necessary. 

“In  keeping  with  the  testimony  before  your  com- 
mittee, and  the  expressed  policies  of  this  House,  this 
action  should  in  no  way  be  interpreted  as  a change  in 
Section  6 of  the  ‘Principles  of  Ethics’  of  the  American 
Medical  Association  which  plainly  states  ‘A  physician 
should  not  dispose  of  his  services  under  terms  or  condi- 
tions which  tend  to  interfere  with  or  impair  the  free 
and  complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  quality  of 
medical  care’;  and  that  this  House  of  Delegates  re- 
affirm the  principles  of  the  Bauer  amendment  adopted 
in  1961. 

“The  House  of  Delegates  reaffirm  the  nine  principles 
for  standards  of  health  care  programs  as  adopted  by  the 
House  of  Delegates  in  its  special  meeting  February  7, 
1965,  and  amended  to  read  as  follows: 

‘(1)  No  person  needing  health  care  shall  be  denied 
such  care  because  of  the  inability  to  pay  for  it. 

‘(2)  It  is  appropriate  that  government  revenues  be 
used  to  finance  health  care  when  other  resources  have 
been  found  to  be  inadequate. 

‘(3)  Every  level  of  government,  municipal,  county, 
state,  and  Federal,  should  assume  a responsible  share 
in  the  financing  of  such  programs. 

‘(4)  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to  that  avail- 
able to  those  who  can  afford  to  pay. 

‘(5)  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

‘(6)  Administration  of  such  program  should  be  the 
responsibility  of  the  state  government.  Participating 
states  should  be  required  to  meet  adequate  standards  of 
administration  in  order  to  qualify  for  Federal  funds. 

‘(7)  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated,  and  practical. 


‘(8)  Any  such  health  care  programs  should  provide 
funds  only,  and  not  direct  services. 

‘(9)  Funds  for  such  programs  may  come  from 
general  tax  revenues  and  not  from  social  security 
taxes.’  ” 

Offer  to  President  Johnson.  In  a related  action,  urg- 
ing that  government  seek  the  advice  of  the  medical 
profession  on  health  legislation,  the  House  adopted  a 
resolution  which  included  the  following  statements: 

“This  House  of  Delegates  restate  its  offer  to  meet 
with  the  President  of  the  United  States  through  our 
Legislative  Task  Force  to  discuss  proposed  medical 
care  legislation  with  a view  to  safeguarding  the  con- 
tinued provision  of  the  highest  quality  and  availability 
of  medical  care  to  the  people  of  the  United  States. 

“The  House  of  Delegates  of  the  American  Medical 
Association  instruct  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  to  embark  immediately  on  an 
active  campaign  to  inform  the  membership  of  the 
American  Medical  Association  of  the  grave  considera- 
tions in  adhering  to  our  principles  of  ethics  posed  by 
legislation  now  pending  before  Congress. 

“The  American  Medical  Association  strongly  urge 
those  branches  of  the  government  interested  in  the 
formulation,  the  enactment,  and  the  implementation  of 
laws  which  deal  with  the  provision  of  professional  medi- 
cal services  to  the  public  to  seek  and  utilize  the  advice 
and  assistance  of  the  physicians  who  will  render  such 
services.  Such  advice  and  assistance  should  be  re- 
ceived through  our  chosen  representatives,  the  officers 
of  the  American  Medical  Association. 

“The  American  Medical  Association  intensify  its 
efforts  to  modify  all  such  pertinent  legislation,  employ- 
ing the  necessary  means  and  appropriate  actions  to  the 
end  that  the  health  of  the  public  and  the  pursuit  of  ex- 
cellence in  medicine  be  unimpaired  by  such  legislation. 

“The  American  Medical  Association  make  every  ef- 
fort to  continue,  and  where  necessary,  to  expand  its 
communication  activities  so  that  all  physicians  as 
members  of  component  medical  societies  will  be 
promptly,  continuously,  and  completely  informed  of 
developments  in  this  critical  area  during  the  coming 
months.” 

The  DeBakey  Commission  Report.  In  considering 
seven  resolutions  involving  the  report  and  recommenda- 
tions of  the  President’s  Commission  on  Heart  Disease, 
Cancer,  and  Stroke,  the  House  adopted  a substitute 
statement  which  resolved  that: 

“The  American  Medical  Association  point  with  pride 
to  the  immense  strides  made  in  the  approaches  to  the 
conquest  of  heart  disease,  cancer,  and  stroke  under 
existing  patterns  of  research  and  medical  practice; 
strongly  favoring  the  use  of  available  financial  support 
for  extension  of  these  patterns  rather  than  replacement 
by  a complex  of  medical  control  centers  and  satellites. 

“The  American  Medical  Association  oppose  those 
particular  Commission  recommendations  which  call 
for  and  have  stimulated  proposals  for  hastily  contrived 
and  unproved  sweeping  changes  in  the  pattern  of  medi- 
cal research,  education,  and  patient  care. 

“The  component  state  medical  associations  be  urged 
to  conduct  conferences  with  medical  educators  and 
scientists,  medical  staffs  of  hospitals,  medical  society 
representatives,  and  other  interested  parties,  for  the 
purpose  of  exchanging  information  and  for  the  develop- 
ment of  such  recommendations  as  may  be  appropriate 
for  the  continued  improvement  of  medical  education, 
research,  and  patient  care. 

“The  state  medical  associations  be  urged  to  report 
findings  and  recommendations  resulting  from  these 
conferences  to  the  A.M.A.  Board  of  Trustees,  for  the 
information  of  the  Board,  its  councils,  and  the  Associa- 
tion members.” 

The  Gundersen  Committee.  Action  on  the  Gundersen 
Committee  report  reviewing  the  size,  make-up,  and 
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functions  of  the  House  of  Delegates  was  postponed  un- 
til the  1905  Clinical  Convention  in  Philadelphia. 

The  House  adopted  a reference  committee  report 
saying: 

‘‘It  was  apparent  that  if  the  organization  of  the  House 
of  Delegates  of  the  American  Medical  Association, 
which  is  of  paramount  importance  to  the  efficient  and 
productive  operation  of  the  Association,  is  to  be  thor- 
oughly studied  by  the  delegates,  more  time  will  be  re- 
quired.” 

The  Gundersen  Committee  was  appointed  an  ad  hoc 
unit  at  the  directive  of  the  A.M.A.  House  in  June,  1963. 
The  committee,  which  is  chaired  by  Gunnar  Gunder- 
sen, M.D.,  LaCrosse,  Wisconsin,  a past  president  of  the 
A.M.A.,  brought  in  an  extensive  35-page  report. 

The  committee  pointed  out  that  certain  aspects  of 
its  work  were  unfinished,  particularly  those  dealing  with 
the  function  of  the  A.M.A.  scientific  sections.  The 
A.M.A.  House  action  recommended  that  the  commit- 
tee continue  its  study  of  scientific  sections. 

Organization  of  a New  Section.  In  a report  to  the 
Board  of  Trustees,  the  Council  on  Postgraduate  Pro- 
grams affirmed  its  belief  that  the  establishment  of  a 
new  section  is  an  important  change  in  the  A.M.A.  struc- 
ture, and  submitted  a procedure  for  evaluating  the 
qualifications  for  a new  section  and  the  scientific  pro- 
grams of  all  sections. 

In  brief,  this  procedure  provides  that  (1)  the  group 
requesting  formation  of  a new  section  submit  to  the 
executive  vice-president  a written  request  for  approval; 
(2)  the  request  be  transmitted  by  the  Board  to  the 
Council  on  Postgraduate  Programs  for  evaluation  of  the 
petition;  (3)  if  approved  by  the  Council,  a mandatory 
trial  period  of  two  years  as  presently  in  effect  be  pro- 
vided under  the  auspices  of  the  Council;  and  (4)  after 
such  trial  period,  a recommendation  for  acceptance  or 
denial  of  the  petition  for  the  establishment  of  a section 
be  made  to  the  Board. 

The  House  approved  the  recommendation,  with  cer- 
tain word  changes,  and  suggested  that  it  be  sent  first 
to  the  Gundersen  Committee  and  then  to  the  appropri- 
ate A.M.A.  council  for  consideration. 

Miscellaneous  Actions.  In  dealing  with  73  resolu- 
tions and  numerous  reports  from  councils,  committees, 
and  the  Board  of  Trustees,  the  House  of  Delegates  also: 

Urged  medical  schools  and  agencies  concerned  with 
continuing  education  to  incorporate  “appropriate  learn- 
ing experiences”  for  physicians  in  counseling  relating  to 
sexual  attitudes  and  behavior. 

Agreed  that  hospital  medical  staffs  and  state  and 
component  medical  societies  be  urged  to  encourage  the 
establishment,  maintenance,  and  proper  use  of  cancer 
registries  in  hospitals,  but  that  the  establishment  of  such 
registries  should  not  be  made  a requirement  for  accredi- 
tation by  the  Joint  Commission  on  Accreditation  of 
Hospitals. 

Instructed  the  Council  on  Medical  Service  and  its 
Committee  on  Federal  Medical  Services  to  “remain 
alert  to  any  deviations  from  policies  of  the  Veterans 
Administration  concerning  the  provision  of  drugs  to 
veterans  treated  by  private  physicians,  and  to  meet 
with  pharmacy  representatives  so  that  the  basic  princi- 
ple of  freedom  of  choice  of  pharmacists  be  maintained.” 

Referred  to  the  Board  of  Trustees  a resolution  call- 
ing for  the  A.M.A.  to  caution  the  public  against  dis- 
continuing voluntary  health  insurance  policies  and  pre- 
payment plans  for  persons  over  sixty-five  in  “anticipa- 
tion of  pending  legislation.” 

Reaffirmed  its  policy  concerning  the  practice  of 
radiology,  pathology,  anesthesiology,  and  physical 
medicine  in  hospitals. 

Reaffirmed  A.M.A.  policy  that  human  blood,  as  living 
tissue,  should  not  be  purchased  under  insurance  con- 
tracts. It  was  recognized  that  exceptions  may  be 
necessary  when  there  is  need  for  unusually  large  num- 


bers of  transfusions,  or  whenever  volunteer  blood 
donors  are  not  available. 

Urged  state  and  local  medical  societies  to  encourage 
the  development  of  the  Explorer  Scout  Program  for 
Medical  Specialty  Posts  and  noted  that  about  150  of 
the  21,000  Explorer  Scout  posts  in  the  country  are 
directly  related  to  health. 

Adopted  a resolution  calling  for  continued  efforts  to 
secure  the  passage  of  legislation  “which  will  remove  tax 
discrimination  against  professional  people,”  specifically 
H.R.  10  (Keogh)  and  H.R.  697  (Weltner),  but  turned 
down  recommendations  that  the  A.M.A.  encourage  its 
members  to  proceed  at  the  state  and  county  levels  with 
the  formation  of  corporation  for  the  purpose  of  im- 
plementing an  “organized  effort  in  the  courts  to  remove 
tax  discrimination.” 

Directed  the  Board  to  review  the  subject  of  Federal 
assistance  for  operating  expenses  for  health  or  medical 
education  facilities. 

Directed  the  Board  to  study  the  opportunities  and 
problems  associated  with  Operation  Head  Start  and 
other  programs  now  operating  or  planned  under  the 
Economic  Opportunity  Act. 

Referred  to  the  Board  for  study  a resolution  calling 
for  “a  program  of  purchase  of  health  insurance.  . in 
every  state,  subsidy  for  which  shall  be  by  Federal-state 
participation,”  under  which  “extension  of  coverage 
shall  be  to  all  needy  persons  regardless  of  age.” 

Also  referred  to  the  Board  for  consideration  and  ap- 
propriate action  a 10-point  legislative  program  out- 
lined by  the  Minnesota  delegation. 

House  of  Delegates  received  a series  of  resolutions 
urging  approval  of  American  Board  of  Family  Practice. 
All  were  referred  to  the  Council  on  Medical  Education. 

Urged  the  Council  on  Medical  Education  to  establish 
a standard  date  of  appointment  for  all  approved 
residency  training  programs. 

Encouraged  state  and  county  medical  societies  to 
participate  in  the  formation  of  State  Associations  of 
the  Professions,  “to  provide  a vehicle  for  interpro- 
fessional cooperation  in  those  areas  where  united  ac- 
tivity of  the  various  professions  can  be  of  great  benefit.” 

Amended  the  bylaws  to  provide  that  the  vice-presi- 
dent shall  succeed  to  the  presidency  should  the  presi- 
dent die,  resign,  or  be  removed  from  office. 

Accepted  a Board  of  Trustees  report  stating  that  it 
had  referred  to  the  Joint  A.M.A. -American  Bar  As- 
sociation committee  a previously  introduced  resolution 
designed  to  present  a grievance  against  alleged  abuse  of 
legal  processes,  characterized  in  the  resolution  as 
“vexatious  litigation.” 

Opening  Session.  Dr.  Appel,  expressing  his  personal 
opinion  in  his  inaugural  address  at  the  Sunday  session, 
said  that  if  the  omnibus  Medicare  bill  is  passed  by 
Congress,  the  medical  profession  must  do  all  it  can  to 
develop  the  good  points  and  eliminate  the  bad  points  of 
the  law.  He  declared  that,  regardless  of  personal 
opinion,  “we  do  not  have  the  right — either  as  physicians 
or  citizens — to  violate  a law  or  to  violate  the  spirit  of 
the  law  or  its  intent.”  Outgoing  President  Donovan 
F.  Ward  pointed  out:  “If  it  were  true  that  the  public 
climate  was  the  dominant  factor  affecting  the  decisions 
of  those  who  make  legislative  history,  we  now  would  be 
winning  both  in  the  House  and  the  Senate.” 

Election  of  Officers.  Dr.  Hudson’s  unexpired  term  on 
A.M.A’s  Board  of  Trustees  will  be  filled  by  Irvin  E. 
Hendryson,  M.D.,  Denver,  Colorado.  Dr.  Hendryson 
will  serve  until  1967. 

Re-elected  to  the  Board  for  three-year  terms  were: 
Drs.  Lester  D.  Bibler,  Indianapolis;  J.  B.  Copeland, 
Austin,  Texas;  Gerald  D.  Dorman,  New  York;  L.  O. 
Simenstad,  Osceola,  Wisconsin. 

W.  Andrew  Bunten,  M.D.,  Cheyenne,  Wyoming,  was 
elected  to  a one-year  term  as  the  Association’s  vice- 
president. 

Milford  O.  Rouse,  M.D.,  Dallas,  Texas,  was  re- 
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elected  speaker  of  the  House  of  Delegates,  and  Walter  C. 
Bornemeier,  M.D.,  Chicago,  was  re-elected  vice-speaker. 

Elected  to  the  Council  on  Medical  Education  were 
Drs.  Bland  W.  Cannon,  Memphis,  Tennessee;  William 
R.  Willard,  Lexington,  Kentucky  (to  succeed  himself), 
and  Earle  M.  Chapman,  Boston,  Massachusetts. 

Named  to  the  Council  on  Medical  Service  were  Drs. 
C.  A.  Hoffman,  Huntington,  West  Virginia,  and  Russell 
B.  Roth,  Erie,  Pennsylvania,  who  was  re-elected 
unanimously.  George  D.  Johnson,  M.D.,  Spartan- 
burg, South  Carolina,  member  of  the  Council  on  Con- 
stitution and  Bylaws,  was  also  re-elected  unanimously. 

James  H.  Berge,  M.D.,  Seattle,  Washington,  was 
named  to  succeed  himself  on  the  Judicial  Council. 

Special  Convention 

In  a communication  dated  September  11, 
1965,  received  from  Milford  O.  Rouse,  M.D., 
speaker  of  the  House  of  Delegates  of  the  A.M.A., 
there  was  contained  this  statement: 

Notice  is  hereby  given  that  following  the 
receipt  of  written  requests  from  37  delegates 
from  one-third  of  the  constituent  associations, 
as  provided  in  Chapter  IX,  Section  5(d),  of 
the  Bylaws,  I am  hereby  calling  a Special 
Convention  of  the  House  of  Delegates  to  be 
held  on  Saturday  and  Sunday,  October  2 and 
3,  1965,  beginning  at  9:30  a.m.  on  October  2, 
in  the  Palmer  House,  Red  Lacquer  Room, 
Chicago,  Illinois,  (1)  to  consider  pertinent 
items  relating  to  current  problems  incident  to 
health  care  laws  and  pending  legislation. 

The  House  will  be  called  to  order  in  the 
usual  manner,  and  receive  the  Report  of  the 
Reference  Committee  on  Rules  and  Order  of 
Business.  The  delegates  will  then  decide  by 
vote  the  type  of  meeting  to  be  held,  and  the 
manner  of  hearings  on  business  presented. 

All  A.M. A.  members  are  welcome  to  at- 
tend open  or  closed  meetings  of  the  House. 

You  have  always  given  freely  of  your  time 
and  talents  as  a delegate,  and  I am  sure  that 
you  will  again  render  this  service  to  American 
medicine. 

As  announced,  this  Special  Convention  was 
held  at  the  Palmer  House  in  Chicago  on  October 
2 and  3. 

Because  certain  delegates  could  not  attend, 
we  were  forced  to  call  up  a number  of  alternate 
delegates  for  “active  duty.” 

(At  this  time,  we  should  report  that,  before 
departing  for  Chicago,  we  transmitted  the  fol- 
lowing release  to  the  American  Medical  Associa- 
tion, all  state  societies,  the  press,  and  others 
concerned.  This  actually  was  a declaration  of 
what  our  stand  would  be  at  the  Special  Conven- 
tion: 

“A  fundamental  tenet  of  the  American  way 
of  life  is  that  ours  is  a government  of  laws  not 
of  men.  The  Congress  has  seen  fit  to  enact, 
by  virtue  of  the  democratic  process,  the 
‘Medicare’  Law,  (P.L.  89-97). 

“The  medical  profession  long  and  vigor- 
ously opposed  adoption  of  such  a law,  feeling 
that  its  concepts  were  inimical  to  sound 
health  care.  It  makes  no  apology  for  this 
opposition.  However,  now  that  ‘Medicare’ 
is  an  accomplished  fact,  the  Medical  Society 


of  the  State  of  New  York  will  cooperate  in 
every  way  possible  with  the  government. 

“As  citizens  and  as  physicians,  the  members 
of  the  State  Society  will  obey,  and  assist  in 
the  implementation  of,  the  law  of  the  land; 
and  will  attempt  to  bring  the  best  medical 
care  possible  to  our  people.  Where  indicated, 
it  will  work  to  obtain  changes  in  the  law;  and 
will  not  hesitate  to  express  criticism  of  its  ad- 
ministration, when  required. 

“The  physicians  of  the  State  of  New  York 
strongly  reaffirm  their  belief  that  ‘the  prime 
object  of  the  medical  profession  is  to  render 
service  to  humanity;  reward  or  financial 
gain  is  a subordinate  consideration.’  ”) 

The  following  persons  represented  the  Medi- 
cal Society  of  the  State  of  New  York  in  Chicago: 
Renato  J.  Azzari,  M.D.,  John  T.  Donovan, 
M.D.,  Irwin  Felsen,  M.D.,  Henry  I.  Fineberg, 
M.D.,  John  M.  Galbraith,  M.D.,  Leo  E.  Gib- 
son, M.D.,  Thurman  B.  Givan,  M.D.,  Carl 
Goldmark,  Jr.,  M.D.,  Milton  Helpem,  M.D., 
John  F.  Kelley,  M.D.,  Joseph  A.  Lane,  M.D., 
Warren  A.  Lapp,  M.D.,  George  J.  Lawrence, 
Jr.,  M.D.,  Charles  R.  Mathews,  M.D.,  John  C. 
McClintock,  M.D.,  John  D.  Naples,  M.D., 
Irving  M.  Pallin,  M.D.,  Bernard  J.  Pisani, 
M.D.,  William  B.  Rawls,  M.D.,  Solomon 
Schussheim,  M.D.,  John  L.  Sengstack,  M.D., 
Philip  M.  Standish,  M.D.,  Carlton  E.  Wertz, 
M.D.,  Waring  Willis,  M.D.,  Ezra  A.  Wolff, 
M.D.,  and  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Also  present  were:  J.  Richard  Burns,  Guy 

D.  Beaumont,  Robert  D.  Potter,  New  York 
County,  and  Donald  M.  Irish,  Monroe  County. 

The  New  York  delegation  met  on  the  evening 
of  October  1,  and  there  was  a breakfast  meeting 
on  the  morning  of  October  3. 

The  House  of  Delegates  was  in  session  during 
the  entire  day  of  Saturday,  October  2,  and  on 
Sunday,  October  3.  There  were  only  five  ref- 
erence committees:  Rules  and  Order  of  Busi- 

ness, Credentials,  Sergeants-at-Arms,  Tellers, 
Legislation  and  Public  Relations. 

Action  of  House.  Most  of  what  took 
place  at  this  Special  Convention  can  best  be 
summarized  by  quoting  certain  portions  of  the 
Report  of  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations  (with  amendments) 
as  approved  by  the  House: 

“Your  reference  committee  recognizes  the 
serious  natui'e  of  the  problems  before  this  body 
and  the  decisions  that  must  be  made  on  this 
day — decisions  which  will  affect  the  future  of 
the  practice  of  medicine  for  generations  to  come. 

“Your  committee  heard  125  witnesses  speak 
to  20  separate  subjects  during  seven  and  one- 
half  hours  of  testimony.  Each  witness  spoke 
earnestly,  forcefully,  temperately,  and  with 
personal  concern  for  the  welfare  of  the  patient  in 
these  United  States. 

“Because  of  the  special  nature  of  the  subjects 
presented  to  this  Special  Convention  and  the 
interrelationship  of  the  resolutions  considered, 
your  reference  committee,  in  lieu  of  dealing 
with  each  resolution  separately,  has  considered 
the  intent  and  the  language  of  all  the  resolutions. 
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We  believe  it  would  be  more  expedient  and 
practical  to  present  for  adoption  by  this  House 
of  Delegates  a series  of  numbered  comments, 
principles,  and  policies  which  express  the  posi- 
tion of  the  American  Medical  Association  on  the 
issues  under  consideration. 

“ Physician-Patient  Relationship.  . . .your 
reference  committee  believes  that  it  is  desirable 
for  this  House  to  adopt  a statement  of  policy 
regarding  the  traditional  physician-patient  re- 
lationship as  it  relates  to  Public  Law  89- 
97.  . . . We  recommend  that  the  following 

statement  be  adopted. 

“ ‘The  American  Medical  Association  op- 
poses any  program  of  dictation,  interference,  or 
coercion,  whether  direct  or  indirect,  affecting 
the  freedom  of  choice  of  the  physician  to  deter- 
mine for  himself  the  extent  and  manner  of  par- 
ticipation or  financial  arrangement  under  which 
he  shall  provide  medical  care  to  patients  under 
Public  Law  89-97.’ 

“Regulations  Under  Public  Law  89-97.  It 
was  clear  from  the  testimony  received  by  your 
reference  committee  that  the  medical  profession 
has  a vital  interest  in  the  regulations  which  are 
to  be  promulgated  under  Public  Law  89-97. 
Hastily  drawn,  unrealistic  regulations  could 
aggravate  even  further  the  undesirable  effects 
of  this  law.  . . . we  recommend  the  adoption  of 
the  following  statement  as  the  present  position 
and  policy  of  the  American  Medical  Associa- 
tion: 

“(a)  The  American  Medical  Association 
shall  continue  to  meet  with  representatives  of 
agencies  and  departments  of  the  Federal  govern- 
ment, to  participate  in  such  advisory  committees 
which  are  created,  and  to  contribute  whatever 
advice  and  suggestions  are  deemed  advisable 
and  necessary  in  the  formulation  and  revision 
of  regulations  which  will  help  to  achieve  medi- 
cine’s objectives  on  behalf  of  the  public  and 
the  profession. 

“(6)  The  American  Medical  Association 
urges  every  physician,  regardless  of  the  extent 
of  his  involvement,  to  render  whatever  advice 
and  assistance  he  can  so  that  regulatory  changes 
and/or  legislative  modifications  may  be  sug- 
gested or  sponsored  by  the  American  Medical 
Association  in  order  that  the  best  interests  of 
the  public  and  the  profession  may  be  protected 
in  the  provision  of  medical  care. 

“(c)  This  House  of  Delegates  expresses  con- 
fidence in  the  Board  of  Trustees  of  the  American 
Medical  Association,  its  Advisory  Committee, 
and  the  three-man  Consultant  Committee  on 
Public  Law  89-97  for  their  continuing  efforts 
to  secure  regulations  which  are  in  the  best  in- 
terests of  good  patient  care. 

“Blue  Shield  as  Intermediary.  Regulations 
yet  to  be  promulgated  will  identify  the  nature 
of  intermediaries  under  Public  Law  89-97. 
Your  committee  offers  the  following  statement: 
‘Blue  Shield  has,  in  many  areas,  demonstrated 
its  ability  to  provide  a competent  insurance  pro- 
gram. However,  the  A.M.A.  should  leave  to 
the  state  or  appropriate  local  medical  society, 
as  the  case  may  be,  the  expression  of  any  pref- 
erence for  selection  of  a carrier.’ 


“Reasonable  Fees.  Concern  was  expressed 
with  respect  to  possible  disputes  between 
physicians  and  carriers  relative  to  reasonable 
fees  under  the  provisions  of  Public  Law  89-97. 
We  recommend  the  following  statement  of 
policy:  ‘In  the  event  of  a dispute  between 

physicians  and  carriers  with  respect  to  reason- 
able, customary,  or  usual  fees,  such  disputes 
shall  be  resolved  with  the  participation  of  the  ap- 
propriate local  medical  society.’ 

“Utilization  Review.  Differences  of  opinion 
as  to  the  purposes  of  utilization  review  com- 
mittees were  expressed.  However,  there  was 
general  agreement  that  with  respect  to  the 
composition  of  such  committees,  the  limitation 
of  membership  to  include  only  physicians  is  pre- 
ferred. Accordingly,  we  recommend  the  follow- 
ing statement  to  the  House:  ‘Hospital  utiliza- 

tion review  committees  shall  be  composed  of 
practicing  physicians.’ 

“Compensation  for  Medical  Services.  Your 
reference  committee  believes  that  the  physician 
should  be  informed  fully  as  to  the  merits  and 
limitations  of  billing  patients  directly  for  serv- 
ices, or  accepting  an  assignment  to  enable 
payment  by  a federally-designated  fiscal  inter- 
mediary, so  that  the  physician  can  decide  for 
himself  in  each  instance  the  method  of  compen- 
sation which  he  prefers.  We  recommend  that 
the  Association  take  appropriate  action  to  in- 
form physicians  regarding  the  options  of  pay- 
ment for  services  available  to  them  under  the 
law  and  its  regulations. 

“Separation  of  Professional  Fees  and  Hospi- 
tal Charges.  ...  We  offer  the  following  state- 
ment of  policy  for  consideration  by  the  House: 

‘Hospital-based  medical  specialists  are  en- 
gaged in  the  practice  of  medicine.  The  fees  for 
the  services  of  such  specialists  should  not  be 
merged  with  hospital  charges.  The  charges  for 
the  services  of  such  specialists  should  be  estab- 
lished, billed,  and  collected  by  the  medical 
specialist  in  the  same  manner  as  are  the  fees  of 
other  physicians.  The  American  Medical  As- 
sociation intends  to  continue  vigorously  its  ef- 
forts to  prevent  inclusion  in  the  future  of  the 
professional  services  of  any  practicing  physician 
in  the  hospital  service  portion  of  any  health  care 
legislation.” 

While  we  were  attending  the  Special  Conven- 
tion in  Chicago,  Joe  Lane  took  ill.  Naturally, 
we  were  distressed  greatly  by  this  turn  of 
events.  (We  regret  to  report  his  untimely 
passing  on  November  13.) 

Conclusion.  Again,  we  are  grateful  to  all 
the  delegates  who  have  served  so  well  at  the 
meetings  of  the  American  Medical  Association, 
no  matter  where  these  have  been  held.  Of 
course,  we  thank  the  wives  for  what  they  have 
done — also  the  staff  and  others  who  have  par- 
ticipated in  our  activities. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 
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Annual  and  Supplementary  Reports* 

Section  58  ( see  183)  Report  66- A 

Supplementary  Report  of  New  York  State 
Delegation  to  the  American  Medical  Association 

To  the  House  of  Delegates,  Gentlemen: 

Since  our  annual  report  to  the  House  of  Dele- 
gates, which  appeal's  in  the  January  1,  1966, 
issue  of  the  Journal,  our  delegates  to  the  Ameri- 
can Medical  Association  have  participated  in 
two  events:  (1)  a meeting  of  the  delegation,  in 

New  York  City,  on  November  18;  and  (2)  the 
nineteenth  clinical  convention  of  the  American 
Medical  Association,  in  Philadelphia,  Pennsyl- 
vania, from  November  28  to  December  1. 

November  18  Meeting  of  Delegation 

This  meeting  was  held  at  the  office  of  the 
Society.  Most  of  the  delegates  attended.  Also 
present  were  Gerald  D.  Dorman,  M.D.,  Maus 
W.  Stearns,  M.D.  (a  delegate  of  the  A.M.A. 
Section  on  Proctology),  our  secretary,  and 
members  of  the  staff. 

Henry  I.  Fineberg,  M.D.,  was  unanimously 
reelected  chairman  of  the  delegation.  A num- 
ber of  communications  concerned  with  the  con- 
vention held  in  New  York  City  during  the 
month  of  June  were  read. 

Letters  from  the  American  Medical  Associa- 
tion were  presented.  These  dealt  mainly  with 
the  A.M.A.  clinical  convention,  which  was  to 
be  held  in  Philadelphia  during  the  latter  part  of 
November  and  December  1.  Reference  com- 
mittee appointments  (by  the  Speaker  of  the 
House  of  Delegates  of  the  American  Medical 
Association)  were  announced;  and  assignments 
of  our  State  Society  delegates  to  reference  com- 
mittee meetings  were  reported.  The  “social 
events’’  of  the  clinical  convention  were  enu- 
merated, and  there  was  some  discussion  about 
the  “political  picture.” 

It  was  reported  that  there  had  been  a rumor 
that  an  increase  in  A.M.A.  dues  for  1967  was 
contemplated  and  that  the  matter  would  be 
talked  about  at  the  Philadelphia  meeting,  but 
that  no  definitive  action  would  be  taken  until 
the  annual  meeting  in  Chicago  during  the 
month  of  June,  1966. 

A.M.A.  Clinical  Convention 

The  nineteenth  clinical  convention  of  the 
American  Medical  Association  was  held  in 
Philadelphia,  Pennsylvania,  November  28  to 
December  1,  1965. 

The  entire  delegation  attended  the  various 
meetings,  with  the  exception  of  James  Green- 
ough,  M.D.,  and  James  M.  Blake,  M.D.  Gerald 
D.  Dorman,  M.D.,  Maus  W.  Stearns,  M.D.,  and 
the  staff  were  present,  also  John  R.  Donovan, 
M.D.,  alternate  delegate,  Richard  Trecasse, 

* Reports  in  sections  58  through  76  are  annual  reports 
which  were  received  too  late  for  publication  in  the  Conven- 
tion Issue  of  the  New  York  State  Journal  of  MedIcine 
or  supplementary  reports  which  therefore  were  distributed  to 
the  House  at  the  opening  session. 


executive  of  Erie  County,  Donald  M.  Irish, 
executive  of  Monroe  County,  and  Robert  D. 
Potter,  executive  of  New  York  County. 

During  the  convention  our  hospitality  suite 
was  open  officially  as  follows:  Monday,  12:00 
noon  to  2:00  p.m.;  Tuesday,  12:00  noon  to 
2:00  p.m.  and  5:00  p.m.  to  7:00  p.m.; 
Wednesday,  after  12:00  noon  for  our  delegates 
and  their  wives  only. 

The  delegates  appointed  to  reference  com- 
mittees attended  their  conferences  and  fulfilled 
their  assignments.  This  was  true  also  of  those 
who  were  designated  to  appear  at  various  refer- 
ence committee  meetings  for  discussion  pur- 
poses. 

The  New  York  delegation  presented  three 
resolutions:  (1)  In  memoriam  of  Joseph  A. 

Lane,  M.D.;  (2)  in  memoriam  of  Philip  D. 

Allen,  M.D.;  (3)  the  use  of  medical  credit  cards. 
The  latter  resolution  read  as  follows: 

Whereas,  The  Judicial  Council  in  1959 
made  the  following  statement:  “The  use  of 

credit  cards  to  cover  the  cost  of  medical  care 
might  constitute  a type  of  advertising  which 
has  not  been  found  acceptable  for  the  prac- 
tice of  medicine.  Furthermore  the  use  of  a 
credit  card  would  tend  to  place  the  profes- 
sional man  in  the  category  of  a business  entity 
and  might  thereby  tend  to  reduce  the  status 
of  professional  practice.  The  Council  offers 
the  observation  that  this  practice  might  be 
considered  objectionable  because  (1)  it  bor- 
ders on  solicitation  of  patients  and  (2)  it  tends 
to  commercialize  and  advertise  medical  prac- 
tice contrary  to  the  spirit  of  the  Principles  of 
Medical  Ethics”;  and 

Whereas,  The  use  of  credit  cards  tends  to 
increase  the  cost  of  medical  care  to  the 
patient;  and 

Whereas,  Other  means  of  financing  medi- 
cal care  on  a long-term  basis  are  available  at 
lower  cost;  and 

Whereas,  The  use  of  credit  cards  is  not  in 
the  best  interest  of  the  patient  and  de- 
means the  practice  of  medicine;  now  there- 
fore be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  reaffirm 
the  statement  of  the  Judicial  Council  above 
quoted  and  further  declare  that  the  accept- 
ance of  medical  credit  cards  by  physicians  in 
payment  for  services  is  unethical. 

This  resolution  did  not  pass.  The  Reference 
Committee  on  Insurance  and  Medical  Service 
recommended  that  it  not  be  adopted. 

We  opposed  strongly  a proposal  of  the  Board 
of  Trustees  that  the  dues  for  1967  be  increased. 
It  has  been  our  impression  that  this  subject 
would  be  brought  to  the  attention  of  the  delega- 
tion but  that  no  definite  determination  would 
be  made.  A number  of  our  delegates  spoke 
against  the  recommendation  at  the  meeting  of 
the  reference  committee. 

Despite  the  opposition  of  New  York — and 
several  other  states,  including  Pennsylvania  and 
New  Jersey — the  reference  committee  reported: 
“Your  reference  committee  supports  an  in- 
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crease  in  annual  membership  dues  of  $25,  effec- 
tive January  1,  1967.  Inasmuch  as  the  Bylaws 
of  the  Association  state  that  annual  dues  may 
be  prescribed  only  for  the  ensuing  calendar  year, 
your  reference  committee  recommends  that  this 
House  of  Delegates  indicate  its  approval  of  the 
Board’s  recommendation,  subject  to  final  action 
by  the  House  at  the  Annual  Convention  in  June, 
1966,  in  accordance  with  the  Bylaws.” 

If  New  York  had  not  brought  to  the  attention 
of  the  reference  committee  that  action  on  an 
increase  in  dues  for  1967  could  not  be  taken  by 
the  House  of  Delegates  in  1965,  it  is  more  than 
likely  that  the  proposal  for  a dues  increase  would 
have  been  approved  forthwith— and  “illegally.” 
Also,  we  should  report  that  your  delegation 
opposed  this  recommendation  on  the  floor, 
bringing  to  the  foreground  the  idea  that  an  in- 
crease in  dues  should  not  be  decided  hastily,  that 
the  matter  should  be  deferred  until  June,  that 
we  should  be  given  the  opportunity  to  discuss 
it  with  our  people  in  New  York,  and,  what  is 
most  important,  that  the  request  for  increased 
dues  should  be  documented  by  appropriate  data. 
We  asked  for  an  accounting  of  income  and  ex- 
penditures, but  this  was  not  presented  to  us.  A 
motion  to  amend  the  reference  committee’s 
recommendation  was  lost.  It  appeal’s  inevitable 
that  an  increase  in  dues  for  1967  will  be  passed 
in  the  House,  during  June  of  this  year.  Natu- 
rally, we  are  concerned  about  the  effect  that  this 
will  have  on  our  membership. 

A.M.A.  Report.  Following  is  “Bing”  Blas- 
ingame’s  report  of  the  convention  (as  most  of 
you  know,  Bing  is  executive  vice-president  of 
the  American  Medical  Association) : 

Philadelphia,  December  1 — “Usual  and  customary” 
fees  and  prevailing  fees,  abortion' and  sterilization,  bill- 
ing and  payment  for  medical  services,  membership  dues, 
organization  of  the  House  of  Delegates,  and  Federal 
health  care  laws  were  among  the  major  subjects  acted 
on  by  the  House  of  Delegates  at  the  American  Medical 
Association’s  19th  Clinical  Convention  held  November 
28  to  December  1 in  Philadelphia. 

President  James  Z.  Appel  in  his  address  to  the  House 
on  Sunday  described  medicine’s  efforts  “to  guide  in  the 
best  possible  direction  the  actions  that  government 
agencies  are  now  taking  to  activate  existing  law  (PL. 
89-97).”  He  then  reviewed  the  activities  and  responsi- 
bilities of  the  six  technical  advisory  committees  under 
the  Medicare  law. 

“Their  suggestions  have  been  received  favorably  in 
most  instances,”  he  said.  “And  we  are  hopeful  that 
they  will  be  translated  into  the  final  published  regula- 
tions . . . (but)  we  know  that  in  certain  significant  in- 
stances this  will  not  be  true.” 

The  House  elected  Drew  M.  Petersen,  M.D.,  of 
Ogden,  Utah,  to  fill  an  unexpired  term  on  the  Council 
on  Medical  Service. 

Final  registration  reached  a total  of  9,423,  including 
4,619  physicians. 

“Usvat  and  Customary”  and  Prevailing  Fees.  One  of 
the  most  controversial  issues  before  the  House  and  the 
Reference  Committee  on  Insurance  and  Medical  Service 
was  the  "usual  and  customary”  fee  concept  and  the 
prevailing  fees  program  of  the  National  Association  of 
Blue  Shield  Plans. 

The  House  reaffirmed  its  support  of  the  “usual  and 
customary”  fee  concept  as  the  basis  for  reimbursing 
physician  participants  in  government  programs  at  all 


levels  of  government.  It  also  urged  "the  individual 
physician’s  usual  and  customary  fee  concept  to  all  third 
parties.” 

It  took  this  action  after  modifying  a Board  of  Trus- 
tees’ report  on  the  new  “prevailing  fees”  program  of 
NABSP.  The  modified  report  recommended:  “That 

the  concept  of  the  prevailing  fees  program  of  the 
NABSP  be  noted  as  one  of  the  methods  of  compensa- 
tion in  those  regions  where  the  prevailing  fees  program 
is  approved  by  the  local  or  state  medical  society.” 

In  its  report,  the  Board  recalled  a statement  adopted 
by  the  House  at  the  1965  Annual  Convention,  which 
recommended  that  when  government  assumes  financial 
responsibility  for  an  individual’s  health  care,  reimburse- 
ment for  professional  services  should  be  on  the  same 
basis  as  in  the  case  of  other  indispensable  elements  of 
health  care.  “Therefore,  reimbursement  for  the  serv- 
ices of  physicians  participating  in  government-sup- 
ported programs  should  be  on  the  basis  of  ‘usual  and 
customary’  fees,”  the  statement  said. 

Abortion  and  Sterilization.  Recommendations  for  the 
enactment  of  legislation  to  legalize  abortion  and  sterili- 
zation under  certain  conditions  were  referred  to  the 
Board  for  further  study.  This  action  was  taken  after 
the  House  had  received  a report  from  the  Board  con- 
taining the  recommendations  of  the  Committee  on 
Human  Reproduction. 

The  House  did  suggest  that  the  A.M.A.  can  “render 
a distinct  public  service  in  this  matter  by  conferring 
with  other  interested  groups  such  as  lawyers,  clergy, 
sociologists,  legislators,  and  government  administra- 
tors.” 

It  concurred  in  the  reference  committee’s  report  that 
“it  is  not  appropriate  at  this  time  for  the  A.M.A.  to 
recommend  the  enactment  of  legislation  in  this  matter 
(abortion)  for  all  states.  The  problem  is  essentially 
one  for  resolution  by  each  state  through  action  of  its 
own  legislature.” 

The  report  also  stated  that  “it  is  true  that  there  are 
medical  implications  in  such  legislative  decisions; 
physicians  in  each  state  should  freely  provide  informa- 
tion and  guidance  on  these  medical  implications.  How- 
ever, enacting  laws  to  integrate  the  medical  aspects  with 
the  moral,  ethical,  religious,  economic,  social  tradition, 
and  other  aspects  of  the  problem  is  clearly  the  exclu- 
sive prerogative  and  the  responsibility  of  the  legislature 
of  each  separate  state.” 

In  its  report  the  committee  said  the  problems  of 
sterilization  “appear  subject  to  the  same  general  con- 
siderations as  the  problems  of  abortion.” 

On  the  problem  of  contraception  the  House  re- 
affirmed its  1964  policy  statement  that  “the  prescrip- 
tion of  child-spacing  measures  should  he  available  to  all 
patients  who  require  them,  consistent  with  their  creed 
and  mores,  whether  they  obtain  their  medical  care 
through  private  physicians  or  tax  or  community-sup- 
ported health  services.” 

It  also  endorsed  a statement  that  “appropriate  legis- 
lation be  enacted,  wherever  necessary,  so  that  all  physi- 
cians may  legally  give  contraceptive  information  to 
their  patients,  consistent  with  the  policy  statement  of 
December,  1964,  and  with  the  judgment  and  conscience 
of  each  individual  physician.” 

Billing  and  Payment  for  Medical  Services.  Eight 
statements  on  fees  charged  by  physicians  for  medical 
services  were  affirmed  by  the  House.  These  are  appli- 
cable “irrespective  of  whether  such  fees  are  paid  by  the 
patient,  or  paid  or  reimbursed  in  whole  or  in  part  under 
Public  Law  89-97,  or  any  other  third-party  plan,”  the 
House  stated.  Here  are  the  eight  statements: 

“1.  The  intimate  relationship  between  physician  and 
patient  is  served  best  without  the  interposition  of  any 
third-party  carrier,  whether  in  the  area  of  diagnosis  and 
treatment  or  the  payment  for  these  services. 

“2.  It  is  the  patient’s  responsibility  to  deal  with  third- 
party  carriers  in  the  area  of  financial  assistance  pro- 
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vided  that  the  physician  is  at  all  times  mindful  of  his 
obligations  to  the  patient  under  Section  1 of  the 
Principles  of  Medical  Ethics. 

“3.  The  physician-patient  relationship  is  served  best 
when  there  is  an  advance  understanding  regarding  the 
payment  of  fees  and  the  physician  bills  the  patient 
directly  for  services  rendered.  However,  the  physician 
is  ethically  free  to  choose  in  each  case  the  manner  in 
which  he  is  to  be  compensated,  based  upon  the  exer- 
cise of  his  independent  judgment. 

“4.  The  American  Medical  Association  does  not  ap- 
prove of  any  program  which  may  directly  or  indirectly 
promote  the  charging  of  excessive  fees  or  which  inter- 
feres with  the  physician’s  right  to  charge  fees  commen- 
surate with  the  services  he  renders. 

“5.  The  American  Medical  Association  opposes  any 
program  of  dictation,  interference,  or  coercion,  whether 
direct  or  indirect,  affecting  the  freedom  of  choice  of  the 
physician  to  determine  for  himself  the  extent  and 
manner  of  participation  or  financial  arrangement  under 
which  he  shall  provide  medical  care  to  patients  under 
Public  Law  89-97,  or  other  third-party  plans. 

“6.  It  should  be  remembered  that  insurance  does  not 
create  any  new  wealth.  It  merely  assists  in  conserva- 
tion. Insurance  may  conserve  the  ability  of  an  insured 
person  to  fulfill  his  normal  financial  obligations.  It 
does  not  enhance  his  ability  to  discharge  added  re- 
sponsibilities if  they  are  in  the  form  of  increased  fees. 
To  use  insurance  as  an  excuse  to  revise  professional  fees 
upward  is  but  to  contribute  to  the  defeat  of  its  purpose. 
If  these  indisputable  and  self-evident  facts  are  not 
embraced  by  the  entire  membership  of  the  profession, 
then  it  will  have  dealt  irreparable  harm  to  the  whole 
movement.  Also,  any  such  failure  might  give  impetus 
to  whatever  demand  now  exists  for  forcing  rigid  benefit 
schedules  on  the  professional.  (The  foregoing  is  from 
a report  of  the  Council  on  Medical  Service  to  the  House 
of  Delegates  at  the  Clinical  Meeting  in  1954). 

“7.  The  charging  of  an  excessive  fee  is  unethical  and 
is  contrary  to  Section  7 of  the  Principles  of  Medical 
Ethics.  The  physician’s  fee  should  be  commensurate 
with  the  services  rendered  and  the  patient’s  ability  to 
pay.  (The  foregoing  is  from  a report  of  the  Judicial 
Council  which  was  approved  by  the  House  of  Delegates 
at  the  Clinical  Meeting  in  1960). 

“8.  It  is  not  contrary  to  conscience  for  the  physician 
to  consider  the  patient’s  ability  to  pay  if  he  fixes  his 
particular  fee  within  reasonable  limits.  In  matters  re- 
lating to  fees,  the  physician  should  try,  to  the  best  of  his 
ability,  to  insure  justice  to  the  patient  and  himself  and 
respect  for  his  profession.  (The  foregoing  is  from  an 
opinion  of  the  Judicial  Council  in  1958).” 

Membership  Dues.  A $25-a-year  increase  in  member- 
ship dues,  effective  January  1,  1967,  was  endorsed  by 
the  House  when  it  was  informed  by  the  Board  that 
additional  income  will  be  needed  by  then  to  avoid 
deficit  spending. 

The  increase,  to  $70  a year  from  the  A.M.A.’s  165,000 
dues-paying  members,  will  go  before  the  House  for 
final  action  at  the  1966  Annual  Convention  because 
A.M.A.  Bylaws  state  that  annual  dues  may  be  pre- 
scribed by  the  House  only  for  the  ensuing  calendar  year. 

Board  Chairman,  Percy  E.  Hopkins,  M.D.,  told  the 
House  that  “during  1964  and  1965,  the  A.M.A.  will 
have  incurred  an  operating  deficit  of  more  than  1 
million  dollars.”  The  budget  for  1966,  he  said,  is  now 
narrowly  in  balance. 

The  1966  budget  calls  for  spending  some  27.6  million 
dollars,  Dr.  Hopkins  reported,  including  almost  10.5 
million  dollars  on  scientific  programs,  5 million  on 
health  education  and  other  medical  service  programs, 
more  than  1 million  to  maintain  physician  records,  and 
another  million  in  the  communication’s  program. 
Travel  and  meeting  costs  will  exceed  2 million  dollars. 

“In  a society,”  Dr.  Hopkins  said,  “which  has  adopted 
inflation  as  a national  policy  and  in  which  our  system 
of  medical  care  has  become  a pawn  of  politicians,  it  is 


not  realistic  to  expect  that  we  can  limit  tomorrow’s 
programs  to  yesterday’s  income.  Already  demands  are 
mounting  from  medical  societies  and  physicians  for  a 
stronger  and  more  effective  A.M.A.  These  needs  must 
be  met  and  they  must  be  adequately  financed.” 

Dr.  Hopkins  said  that  A.M.A.’s  income  in  1960  was 
just  under  16  million  dollars,  while  in  1966  it  wall  exceed 
27  million,  an  increase  of  11  million.  “This  represents 
increases  of  3.9  million  dollars  from  membership  dues, 
4.3  million  in  advertising  revenue,  and  2.8  million  from 
other  sources.  - 

“During  this  same  period,”  he  stated,  “the  challenges 
thrust  upon  the  Association  required  even  greater  ex- 
penditures— from  15.7  million  dollars  in  1960  to  a need 
for  27.6  in  1966.” 

In  support  of  the  dues  increase,  the  House  noted  that 
A.M.A.’s  dues-paying  members  provide  less  than  30 
per  cent  of  the  Association’s  income. 

Gundersen  Report.  The  House  approved  some  of  the 
many  recommendations  of  the  Committee  to  Review 
the  Organization  of  the  House  (the  Gundersen  Com- 
mittee) but  it  did  not  approve  a number  of  others. 

Here  are  the  House  actions  on  some  of  the  com- 
mittee’s recommendations: 

Size  of  the  House  of  Delegates:  Approved  the  sugges- 
tion that  the  growth  of  the  A.M.A.  House  be  slowed 
down  after  it  reaches  250  members.  When  it  reaches 
that  size,  the  apportionment  ratio  will  be  automatically 
raised  from  one  delegate  per  1,000  members,  or  fraction 
thereof,  to  one  delegate  per  1,250  members,  or  fraction 
thereof,  in  electing  further  delegates  to  represent  each 
state  association. 

Reports  of  Councils  and  Committees:  Rejected  the 

proposal  that  reports  of  the  Council  on  Medical  Service 
and  Medical  Education  be  transmitted  through  the 
Board  of  Trustees  before  being  presented  to  the  House. 

Reference  Committees:  Adopted  the  recommendation 
that  there  be  three  reference  committees  by  name  — 
Amendments  to  Constitution  and  Bylaws,  Credentials, 
and  Rules  and  Order  of  Business — and  as  many  others 
be  appointed  “as  may  be  required  to  consider  the  items 
of  business  before  the  House.” 

Tenure  of  Subcommittee  Members  of  Standing  Com- 
mittees: Approved  a change  in  the  Bylaws  “to  limit  to 
specified  terms  of  one  to  three  years  the  tenure  of  mem- 
bers of  special  committees  of  the  councils  and  com- 
mittees of  the  House,  with  a limitation  of  ten  consecu- 
tive years  of  service.” 

Committee  on  Medical  Practices:  Concurred  in  a 

recommendation  that  the  Committee  on  Medical  Prac- 
tices be  discharged  with  thanks  and  its  responsibilities 
“be  assigned  by  the  Board  to  existing  councils  and 
committees.” 

Committee  on  Insurance  and  Prepayment  Plans:  Re- 

jected a plan  to  make  this  committee  a council  of  the 
Board,  and  the  committee  was  retained  under  the  Coun- 
cil on  Medical  Service. 

Tenure  of  Office  of  Trustees:  Turned  down  a proposal 
that  would  have  affected  the  tenure  of  office  of  A.M.A. 
trustees. 

Affairs  of  Standing  Committees:  Directed  that  a By- 
laws change  be  prepared  to  remove  the  privilege  of  the 
Councils  on  Medical  Service  and  on  Medical  Education 
of  nominating  to  the  Board  the  secretary  of  the  respec- 
tive council.  Also  approved  the  suggestion  that  a vice- 
chairman  be  elected  by  each  standing  committee  of  the 
House. 

Resolutions  to  House:  Rejected  the  idea  of  a resolu- 

tions-expediting  committee  and  the  recommendation 
that  the  deadline  for  resolutions  be  ten  days  prior  to  the 
House  meeting. 

Federal  Health  Care  Laws.  The  House  took  a num- 
ber of  actions  with  regard  to  Federal  health  care  laws 
passed  in  1965,  such  as  PL  89-9/  (Medicare)  and  PL 
89-239  (the  Heart  Disease,  Cancer  and  Stroke  Amend- 
ments). These  actions  included: 
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— "That  the  A.M.A.  immediately  seek  remedial  ac- 
tion to  delete  the  requirement  in  Public  Law  89-97  that 
a patient  be  hospitalized  to  establish  eligibility  for 
nursing  home  care.” 

— "That  the  A.M.A.  immediately  seek  remedial 
action  to  amend  Public  Law  89-97,  Part  B,  Title  18, 
by  deleting  the  word  ‘receipted’,  from  Section  1842, 
Part  3,  Item  B,  line  (ii),  and  substituting  ‘such  payment 
will  be  made  on  the  basis  of  a method  of  payment  so 
arranged  to  preserve  and  continue  the  profession’s  cur- 
rent practice  of  billing.’  ” Also  approved  “that  the 
A.M.A.  recommend  that  the  Department  of  Health, 
Education,  and  Welfare  establish  that  an  agreement 
for  payment  between  the  patient  and  physician  consti- 
tutes valid  evidence  of  services  rendered.” 

- — Authorized  a study  of  the  constitutionality  of  PL 
89-97  by  calling  on  the  Board  to  "take  such  action  as 
may  be  necessary  and  appropriate  to  provide  for  the 
study  and  investigation  of  all  aspects  of  PL  89-97  for 
the  purpose  of  determining  possible  court  action  to  test 
the  legality  and  constitutionality  of  any  provision  or 
regulation  issued  under  the  law,”  and  authorized  the 
Board  to  "initiate  such  legal  proceedings  as  it  may  deem 
advisable  to  implement  the  purpose  and  intent  of  this 
resolution.” 

- — Endorsed  the  Council  on  Medical  Services’  recom- 
mendation “that  the  state  and  local  medical  societies 
be  urged  at  this  time  to  assume  leadership  in  the  estab- 
lishment of  local  advisory  committees”  under  the 
Heart  Disease,  Cancer,  and  Stroke  Amendments  of 
1995.  The  House  noted  that  a National  Advisory 
Council  under  PL  89-239  already  has  been  appointed 
by  Federal  officials  and  that  the  A.M.A.  was  not  given 
an  opportunity  to  recommend  possible  appointees  to 
the  Council.  “Therefore,”  the  House  declared,  “active 
physician  participation  at  the  state  and  local  levels  is 
of  utmost  importance.” 

• — Urged  HEW  to  “seek  consultation  with  practicing 
physicians”  in  formulating  regulations  under  Title 
19  as  has  been  done  under  Title  18  of  the  Medicare 
law.  It  also  instructed  the  A.M.A.  president  and 
A.M.A.  Advisory  Committee  to  HEW  to  "offer  and 
urge  such  consultation.” 

— Adopted  a resolution  that  the  Board  “continue  to 
seek,  through  all  appropriate  means,  the  implementation 
and  administration  of  Federal  medical  and  health  pro- 
grams other  than  those  of  the  Armed  Forces  and  Veter- 
ans’ Administration  by  the  Surgeon  General  of  the 
Public  Health  Service,  and  especially  those  programs 
under  Title  19  of  PL  89-97.” 

— Declared  that  the  A.M.A.  Advisory  Committee  on 
PL  89-97  and  89-239  should  persist  in  its  efforts  to 
achieve  “practical  recognition”  by  HEW  of  the  dif- 
ferences between  utilization  review  and  claims  review. 
The  House  adopted  a report  of  the  Council  on  Medical 
Service  which  said  that  “widespread  confusion  exists 
between  the  utilization  review  function  and  the  claims 
review  function.”  It  also  adopted  a series  of  recom- 
mendations in  the  report  aimed  at  clearing  the  confu- 
sion. 

Other  Important  Actions.  A study  committee  to 
evaluate  planning  technics  and  development,  which  was 
established  by  the  Board  of  Trustees,  was  concurred  in 
by  the  House.  The  committee  was  given  the  tasks  of 
(1)  reviewing  and  studying  current  planning  procedures 
in  A.M.A.,  and  (2)  studying  and  recommending  new 
mechanisms  for  organizational  arrangements  to  achieve 
more  effective  planning  and  development  in  the  future. 
Membership  on  the  committee  includes  five  Board 
members,  the  chairmen  of  the  Councils  on  Medical 
Service,  Medical  Education,  and  Legislative  Activities, 
the  Sneaker  of  the  House,  and  two  House  members  se- 
lected by  the  Speaker. 

Disapproval  was  expressed  by  the  House  of  portions 
of  the  Ooggeshall  report,  “Planning  for  Medical  Prog- 
ress Through  Education,”  published  earlier  this  year 
by  the  Association  of  American  Medical  Colleges.  The 


House  opposed  “the  basic  philosophy”  of  portions  of 
the  report;  such  as; 

- — That  the  AAMC  should  “serve  as  spokesman  for 
organizations  concerned  with  education  for  health  and 
medical  sciences”  and  “no  other  organization  is  in  a 
comparable  position  to  bring  together  and  express  a 
comprehensive  view.” 

- — That  “the  professional  aspects  of  education  for 
health  and  medical  sciences  should  be  regarded  as  an 
essential  function  and  fully  integrated  component  of 
university  organization,  with  decreasing  dependence 
upon  or  control  by  organized  professions  and  their  re- 
lated associations.” 

A policy  statement  on  Federal  aid  to  medical  educa- 
tion was  adopted  by  the  House.  It  urges  that  (1)  a 
major  objective  of  the  policies  of  the  A.M.A.  should  be 
to  place  the  control  of  the  full  range  of  medical  school 
functions  in  their  institutional  governing  bodies,  (2) 
action  of  the  A.M.A.  should  be  designed  to  achieve  this 
objective  by  proposal  of  appropriate  legislation,  and 
(3)  the  A.M.A.  should  foster  diverse  sources  of  support 
for  medical  schools  under  circumstances  that  prevent 
any  extramural  source  from  exerting  controlling  influ- 
ence. 

The  House  approved  a resolution  aimed  at  respond- 
ing immediately  at  the  national  and  local  levels  to  state- 
ments discrediting  medicine.  It  directed  the  Board  to 
provide  for  such  response  by  the  A.M.A.  and  encouraged 
state  and  local  medical  societies  to  react  similarly  to 
statements  appearing  at  the  local  level  and  concerning 
matters  within  the  society’s  competence  and  knowledge. 

There  were  scores  of  other  actions  by  House.  Briefly 
here  are  some  of  them : 

Defeated  a proposal  to  set  more  stringent  require- 
ments for  calling  a special  session  of  the  House. 

Approved  a Bylaws  change  permitting  recognition  by 
affiliate  A.M.A.  membership  of  physicians  “who  are 
members  of  the  chartered  national  medical  societies  of 
foreign  countries,  to  be  approved  and  nominated  by 
the  Judicial  Council”  and  members  of  the  press  who 
have  served  medicine  well. 

Approved  a resolution  calling  for  continued  efforts, 
through  “all  appropriate  channels,”  to  achieve  a sepa- 
ration of  billing  and  payments  for  professional  fees 
from  hospital  charges  under  insurance  contracts  written 
by  the  health  insurance  industry. 

Urged  the  American  Hospital  Association  to  “assist 
the  hospitals  of  the  U.S.  to  establish  a system  of  uni- 
form cost  accounting  and  billing.” 

Asked  that  all  colleges  and  universities  should  have 
health  education  programs  for  their  students. 

Commended  physicians  in  government  service  for 
“their  support  of  the  medical  profession  and  their  serv- 
ice to  the  public.” 

Agreed  to  a rewriting  of  two  sections  of  a model 
agreement  between  hospitals  and  physicians  providing 
professional  services  in  hospital  emergency  departments 
to  conform  to  principles  established  by  the  House. 

Approved  measures  aimed  at  decreasing  substan- 
tially the  perinatal  death  rate  through  perinatal  study 
committees  in  hospitals. 

Requested  state  medical  associations  to  act  to  insure 
that  physicians  are  properly  represented  on  state  Hill- 
Burton  hospital  advisory  councils. 

Asked  the  Federal  Aviation  Agencv  to  change  its 
regulations  so  that  any  person  applying  for  a pilot’s 
license  would  be  giving  his  implied  consent  to  sobriety 
examinations  by  aviation  officials. 

Adopted  a statement  by  Edward  R.  Annis,  M.D., 
commending  Arthur  Hess,  the  director  of  the  Social 
Security  Administration’s  Bureau  of  Health  Insurance, 
for  his  “wholehearted  cooperation”  with  the  A.M.A.’s 
advisory  and  technical  committees  on  Medicare. 

Decided  that  A.M.A.  conventions  should  continue  to 
open  on  Sunday,  and  that  the  inauguration  of  the  in- 
coming president  should  be  held  on  Tuesday  evening 
of  the  annual  convention. 
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Instructed  the  Council  on  Medical  Service  and  its 
Committee  on  Welfare  Services  to  develop  for  the 
A.M.A.  its  definition  and  principles  for  the  determina- 
tion of  medical  indigency. 

Accepted  for  information  an  opinion  adopted  jointly 
by  the  Council  on  Medical  Service  and  the  Judicial 
Council  which  states  that  . . when  a physician  as- 
sumes responsibility  for  the  services  rendered  to  a 
patient  by  a resident  or  an  intern,  the  physician  may 
ethically  bill  the  patient  for  services  which  were  per- 
formed under  the  physician’s  personal  observation, 
direction  and  supervision.” 

Repeated  a previous  policy  statement  urging  the 
creation  of  a separate  post  in  the  cabinet  of  the  Presi- 
dent of  the  U.S.  for  a Secretary  of  Health. 

Commended  past  president  Edward  R.  Annis,  M.D., 
“for  his  leadership,  his  dedication,  and  his  tremendous 
contribution  to  medicine’s  campaign  to  preserve  the 
world’s  finest  system  of  medical  care.” 

Elevated  to  status  of  “Council”  the  Committee  on 
Environmental  and  Public  Health. 

Approved  the  following  schedule  of  A.M.A.  conven- 
tions: 

Annual  Conventions — 1966,  Chicago;  1967,  Atlantic 
City;  1968,  San  Francisco;  1969,  New  York  City; 
1970,  Chicago. 

Clinical  Conventions — 1966,  Las  Vegas;  1967,  Hous- 
ton; 1968,  Miami  Beach;  1969,  Denver;  1970,  Boston. 

Opening  Session.  The  executive  vice-president  out- 
lined the  programs,  facilities,  and  activities  of  the 
A.M.A.  headquarters  and  the  services  given  by  the 
Association  through  its  various  councils  and  com- 
mittees to  the  profession  and  the  public.  His  presenta- 
tion was  at  the  request  of  the  House  during  the  October, 
1965,  Special  Convention  in  Chicago. 

He  warned  the  House  that  the  Federal  government, 
the  university-medical  school  complex,  and  the  hospital 
system  is  combining  “to  mold  and  shape  the  pattern  of 
health  care  in  this  country.” 

He  said  that  this  “triumvirate  of  forces”  has  “enor- 
mous potential  for  drastically  altering  the  pattern  of 
medical  education,  research  and  service.” 

He  also  urged  the  medical  profession  to  be  “pre- 
pared to  seize  the  initiative  and  keep  it”  on  the  vital 
issues  of  medical  education,  rising  health  care  costs, 
quality  controls,  ethics  and  discipline,  and  strengthen- 
ing the  medical  federation  at  the  state  and  local  levels. 

Monday  Session.  Contributions  totaling  more  than 
$463,000  were  presented  to  the  American  Medical 
Association  Education  and  Research  Foundation. 
These  were:  $203,655  from  the  California  Medical 

Association,  $189,000  from  the  Illinois  State  Medical 
Society,  $45,000  from  the  New  Mexico  Medical  Society, 
$15,610  from  the  Utah  State  Medical  Association, 
$9,605  from  the  Medical  and  Chirurgieal  Faculty  of 
Maryland,  and  $510  from  the  Woman’s  Auxiliary  to 
the  Clackamas  County,  Oregon,  Medical  Society. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Section  59  ( see  246)  Report  66-B 

Annual  Report  of  Ad  Hoc  Committee  to  Explore  All 
Aspects  of  the  District  Branches 

To  the  House  of  Delegates , Gentlemen: 

The  Ad  Hoc  Committee  to  Explore  All  As- 
pects of  the  District  Branches  consists  of  the  fol- 
lowing representatives  of  the  district  branches: 
Irving  L.  Ershler,  M.D.,  Chairman . Onondaga 

Leonard  Heimoff,  M.D.,  First Bronx 

John  P.  Ruppe,  Jr.,  M.D.,  Second . . . Suffolk 
George  T.  C.  Way,  M.D.,  Third.  . Dutchess 


Arthur  Howard,  M.D.,  Fourth Fulton 

Felix  Ottaviano,  M.D.,  Fifth Madison 

George  C.  McCauley,  M.D.,  Sixth  .Tompkins 
Joseph  J.  Kaufman,  M.D.,  Seventh.  . .Wayne 

John  D.  Naples,  M.D.,  Eighth Erie 

Eugene  J.  Lusardi,  M.D.,  Ninth Putnam 


The  1965  House  of  Delegates  established  an 
ad  hoc  committee  to  explore  all  aspects  of  the 
district  branches.  The  committee  was  ap- 
pointed in  the  summer  of  1965,  and  it  met  on 
October  20, 1965,  at  the  Society  offices.  Attend- 
ing the  meeting  were  the  following:  Irving  L. 

Ershler,  M.D.,  chairman,  Henry  I.  Fineberg, 
M.D.,  James  Greenough,  M.D.,  Joseph  Kauf- 
man, M.D.,  Eugene  J.  Lusardi,  M.D.,  George 
McCauley,  M.D.,  Norman  S.  Moore,  M.D., 
John  P.  Ruppe,  Jr.,  M.D.,  George  T.  C.  Way, 
M.D.,  and  J.  Richard  Burns,  Esq. 

Items  discussed  included  the  following:  (1) 

geographic  alignment  of  the  district  branches — 
past,  present,  and  future;  (2)  organization  of 
the  district  branches  with  particular  reference  to 
their  administration,  political,  social,  and  eco- 
nomic needs;  (3)  areas  of  organizational  activity 
which  might  be  covered  better  at  district  branch 
levels  than  by  an  individual  county  society;  (4) 
methods  of  financing. 

(1)  It  was  pointed  out  that  the  present  geo- 
graphic alignment  of  the  district  branches  has 
varied  little,  if  any,  since  established  initially 
over  one  hundred  years  ago.  The  committee  is 
not  sure  that  this  alignment  is  necessarily 
proper  today.  Other  possible  arrangements  were 
considered,  including  alignment  with  geographic 
districts  of  various  segments  of  State  govern- 
ment, alignments  with  Blue  Cross-Blue  Shield 
districts,  centering  districts  with  the  larger 
municipal  areas,  and  many  others.  It  was 
agreed  unanimously  that  intensive  study  is  re- 
quired before  any  firm  recommendation  can  be 
made.  Such  a study  must  include  consideration 
of  the  wishes  of  the  members  involved  in  any 
proposed  change. 

(2)  Most  of  the  district  branches  are  rather 
loosely  organized  and  vary  widely  in  their  mem- 
bership census.  Certain  of  the  district  branches 
have  strengthened  then-  organizational  structure 
and  have  become  active  as  cohesive  economic 
and  social  entities.  These  groups  also  have 
united  into  forces  which  have  become  politically 
significant.  The  committee  discussed  the  de- 
sirability of  this  type  of  activity  for  each  of  the 
district  branches.  In  this  connection  there  was 
consideration  as  to  whether  or  not  each  district 
branch  organization  should  retain  an  executive 
staff. 

(3)  Many  of  the  necessary  activities  of  each 
county  medical  society  cannot  be  implemented 
properly  in  the  smaller  societies.  Assignment 
of  these  activities  to  a more  comprehensive 
group  with  a much  larger  membership  would 
facilitate  then-  implementation.  Included  in 
this  group  of  activities  are  the  following:  media- 
tion (grievance)  committees,  legislation,  econom- 
ics, public  health,  heart  disease,  cancer,  dia- 
betes. In  addition  to  these,  there  are  many 
other  activities  which  could  probably  function 
better  at  a district  branch  level.  There  was  dis- 
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cussion  on  how  such  committees  should  be  ap- 
pointed. The  recommendation  is  that  the  ap- 
pointment should  be  made  by  the  president  of 
the  district  branch  after  consultation  with  and 
receiving  the  nominations  of  each  of  the  county 
societies  in  his  area. 

(4)  There  was  considerable  discussion  on 
methods  of  financing  distinct  branch  activities. 
Possible  sources  of  funds  might  be  increased 
financial  aid  from  the  State  Society  and/or  a 
per  capita  assessment  on  each  of  the  component 
county  medical  societies.  In  connection  with 
the  latter  it  is  recommended  strongly  that  any 
such  assessment  be  included  in  the  present  dues 
structure  and  not  cause  a dues  increase. 

Recommendations:  At  the  close  of  the  session 
the  committee  agreed  on  the  following  recom- 
mendations: 

1.  That  the  House  of  Delegates  be  requested 
to  continue  this  committee  beyond  the  Feb- 
ruary, 1966,  meeting  of  the  House. 

2.  That  the  Board  of  Trustees  authorize  en- 
gaging a staff  person  to  work  with  this  com- 
mittee in  its  investigation  of  the  district  branch 
activities. 

3.  That  necessary  changes  in  the  Bylaws  be 
made  to  permit  means  of  financing  activities  of 
the  district  branches. 

4.  That  a subcommittee  of  this  committee 
work  with  appropriate  staff  personnel  in  a 
thorough  study  before  geographic  changes  are 
recommended;  that  specific  survey  of  the  de- 
sires of  the  membership  in  regard  to  such 
changes  be  undertaken.  This  could  be  initiated 
by  the  field  men  in  conversation  with  the 
officers  of  the  county  societies.  Each  county 
society,  in  turn,  could  survey  its  own  members. 

5.  That  the  State  Society  office  obtain  infor- 
mation on  how  other  organizations  are  aligned 
geographically,  both  in  this  State  and  outside. 

6.  Finally,  that  the  function  of  this  ad  hoc 
committee  include  implementation  as  well  as 
study. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 

Section  60  ( see  220)  Report  66  C 

Annual  Report  of  Committee  on  Cancer 

To  the  House  of  Delegates , Gentlemen: 

The  membership  of  the  Committee  on  Cancer 
is  as  follows: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 


Monroe 

Walter  P.  Murphy,  M.D Erie 

George  H.  Shields,  M.D Oneida 

Walter  S.  Walls,  M.D Buffalo 

Roald  N.  Grant,  M.D.,  American  Cancer 
Society,  Adviser New  York 


Vincent  H.  Handy,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . Albany 
Kenneth  B.  Olson,  M.D.,  Adviser.  . . Albany 

1.  Following  a letter  to  Governor  Rockefeller, 
a State-wide  Committee  on  Heart  Disease, 
Stroke,  and  Cancer  was  set  up  to  aid  in  the 
smooth  integration  of  Federal  programs  into  our 


existing  programs.  The  first  meeting  of  this 
committee  was  on  December  22,  1965,  and  was 
considered  a success. 

2.  “Coordinating”  cancer  committees  have 
been  initiated  in  the  Fifth  and  Sixth  District 
Branches  and  one  is  being  organized  in  the 
Seventh  District  Branch.  These  at  the  local 
level  should  help  implement  cancer  programs 
begun  both  locally  and  at  other  levels. 

3.  In  cooperation  with  the  State  Department 
of  Health,  a productive  meeting  of  tumor  clinic 
directors  throughout  the  State  was  held  on 
June  4,  1965. 

4.  We  are  developing  ways  and  means  to 
stimulate  the  field  of  radiation  therapy  in  New 
York  State  and  are  urging  the  training  of  more 
physicians  as  radiation  therapists.  Our  com- 
mittee feels  that  radiation  therapy  is  a clinical 
field  and  requires  clinical  training  in  cancer  sur- 
gery, pathology  of  cancer,  chemotherapy  of 
cancer,  radiobiology  of  cancer,  and  the  spread 
of  cancer.  In  the  patient’s  interest,  x-ray  ther- 
apy should  be  given  only  by  men  who  do  full- 
time x-ray  therapy.  We  urge  that  hospitals  in 
New  York  State  move  toward  adoption  of  this 
concept.  We  are  making  a number  of  sugges- 
tions to  increase  the  number  of  trainees  in  this 
field  and  are  keeping  in  touch  with  a national 
committee  (working  with  the  National  Institutes 
of  Health)  interested  in  these  same  problems. 

5.  By  all  means  at  our  disposal  we  are  con- 
tinuing to  urge  wider  use  of  cytology  throughout 
New  York  State  and  still  feel  that,  as  a public 
health  measure,  its  widest  utilization  requires 
governmental  subsidy  (free). 

6.  The  committee  chairman  has  represented 
the  State  Medical  Society  on  an  advisory  com- 
mittee to  the  Bureau  of  Cancer  Control  in 
Albany  and  has  felt  that  these  meetings  have 
been  very  productive. 

7.  We  are  continuing  to  have  liaison  members 
from  other  organizations  interested  in  cancer 
(for  example,  American  Cancer  Society,  Bureau 
of  Cancer  Control,  American  College  of  Sur- 
geons, and  others).  These  people  attend  our 
meetings,  report  on  the  activities  of  their  or- 
ganizations, and  help  us  make  plans  for  the 
whole  State. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 

Section  61  ( see  246)  Report  66  D 

Annual  Report  of  Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  held  its  1965  an- 
nual meeting  during  the  outing  at  the  Sagamore 
Hotel  on  Lake  George,  in  conjunction  with  the 
Sixth  District  Branch.  It  was  a highly  success- 
ful occasion  both  from  the  organizational  and 
social  points  of  view.  Attendance  was  above  par 
and  the  program  which  lasted  from  Friday, 
September  10,  through  Sunday  noon,  September 
12,  was  apparently  fully  appreciated,  judging 
by  the  attendance  at  all  meetings  and  functions. 
More  surprising  was  the  large  audience  which 
attended  the  meeting  on  Sunday  morning. 
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The  main  scientific  speaker  was  Frederic  N. 
Silverman,  M.D.,  of  Cincinnati,  Ohio,  director 
of  the  Division  of  Roentgenology,  The  Chil- 
dren’s Hospital.  Dr.  Silverman’s  presentation 
concerned  “Urinary  Tract  Infection  in  Chil- 
dren,” beautifully  illustrated  with  cinemato- 
graphic roentgenology.  His  lecture  was  not 
only  instructive  and  informative  but  very  well 
received  and  we  hope  to  have  him  back  soon. 

Milton  Helpern,  M.D.,  chief  medical  examiner 
of  the  City  of  New  York,  was  as  usual  excellent 
and  we  always  appreciate  his  knowledgeable  and 
informative  programs.  The  fact  is  that  he  has 
been  so  well  received  and  so  enjoyable  that  we 
shall  probably  extend  the  invitation  to  him 
annually  just  to  have  him  with  us. 

Socially,  we  were  pleased  to  have  in  attend- 
ance the  president  of  the  Medical  Society  of  the 
State  of  New  York,  Waring  Willis,  M.D.;  the 
executive  vice-president  of  the  Medical  Society 
of  the  State  of  New  York,  Henry  I.  Fineberg, 
M.D.;  and  the  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State 
of  New  York,  Mrs.  H.  Dan  Vickers.  The  main 
speaker  at  the  banquet  was  Lewis  A.  Miller  of 
Oradell,  New  Jersey,  executive  editor  of  Medi- 
cal Economics,  who  spoke  on  the  problems  of 
doctors  and  their  wives.  I don’t  know  that  we 
all  agreed  with  the  statistics  he  presented  but 
he  had  us  all  buzzing  about  them. 

Politically,  the  incumbent  officers  were  re- 
elected, as  follows: 

President — Felix  Ottaviano,  M.D.,  Madison 

First  Vice-President — Marcus  S.  Richards, 
M.D.,  Onondaga 

Second  Vice-President — Theodore  J.  Prowda, 
M.D.,  Oneida 

Secretary — William  R.  Carson,  M.D.,  St. 
Lawrence 

Treasurer — Bernard  J.  Hartnett,  M.D.,  Cay- 
uga 

Delegate — Arthur  F.  Gaffney,  M.D.,  Oneida 

Perhaps  the  most  significant  contribution  of 
the  meeting  was  the  knowledge  of  the  almost 
complete  ratification  by  the  component  county 
societies  of  the  charge  back  to  the  counties  to 
the  extent  of  50  cents  per  active  member  to  help 
defray  the  district  expenses  and  Student  A.M.A. 
obligations.  This  was  a necessity  and  we  are 
happy  to  report  its  successful  culmination. 

All  in  all,  the  meeting  was  a tremendous  suc- 
cess and  I recommend  this  type  to  all  other 
district  branches. 

During  the  year,  the  Fifth  District  Branch 
voted  to  set  up  a cancer  subcommittee  on  the 
district  branch  level  composed  of  representatives 
from  each  component  county  medical  society. 
The  first  meeting  of  the  cancer  subcommittee 
was  to  be  held  on  January  27,  1966,  at  the  execu- 
tive offices  in  Utica  with  Charles  D.  Sherman, 
Jr.,  M.D.,  chairman  of  the  Committee  on 
Cancer  of  the  Medical  Society  of  the  State  of 
New  York,  presiding. 

It  appears  that  the  Fifth  District  Branch  has 
been  active  in  many  fields  during  1965,  and  I 
predict  that  the  future  will  see  many  more  ac- 
tivities shouldered  by  the  district  branches  and 
expedited  at  district  level. 


Plans  have  already  been  formulated  for  the 
1966  annual  meeting  with  the  Sixth  District 
Branch  which  will  be  held  at  the  Thousand 
Islands  Club  when  the  Sixth  District  Branch 
will  be  host.  The  Fifth  District  Branch  will  be 
host  at  the  1967  annual  joint  meeting  to  be  held 
at  Shawnee  Inn,  Shawnee-on-Delaware,  Penn- 
sylvania. 

Respectfully  submitted, 

Felix  Ottaviano,  M.D.,  President 

Section  62  ( see  246 ) Report  66-  E 

Annual  Report  of  First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  at  the  Americana,  New  York 
City,  on  February  14,  1965,  at  3:00  p.m. 

Because  of  the  unfortunate  death  of  Joseph 
Alvich,  M.D.,  no  treasurer’s  report  was  pre- 
sented. Leo  S.  Drexler,  M.D.,  of  Kings  County, 
was  elected  treasurer  to  fill  the  vacancy. 

As  a result  of  attending  the  meeting  of  the 
New  York  City  Public  Health  Association  on 
November  9,  1965,  a report  will  be  forthcoming 
as  to  whether  or  not  the  Coordinating  Council 
should  become  a participating  member  of  this 
association. 

There  will  be  election  of  officers  for  the  First 
District  Branch  at  the  February,  1966,  meeting. 

Coordinating  Council 
The  Coordinating  Council  of  the  First  Dis- 
trict Branch  met  on  February  14,  1965,  at  the 
Americana,  New  York  City,  and  during  the  year 
held  four  other  meetings.  No  meeting  could  be 
held  on  November  9,  1965,  because  of  the 
“black-out”  and  the  meeting  of  January  11, 
1966,  was  cancelled  because  of  the  strike  of  sub- 
ways and  buses. 

William  L.  Wheeler,  Jr.,  M.D.,  was  elected 
secretary  by  the  Coordinating  Council  to  fill 
the  unexpired  term  of  Michael  Armao,  M.D., 
who  died  on  June  28,  1965. 

The  Council  considered  the  following  subjects: 
Recommended  Revision  of  New  York  City  Char- 
ter. Resolution  64-75,  “Recommended  Revi- 
sion of  New  York  City  Charter,”  was  introduced 
by  the  Bronx  County  Medical  Society  at  the 
1964  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  and  referred  to  the 
Council.  The  resolution  is  as  follows: 

Whereas,  The  1963-1964  Medical  Direc- 
tory of  New  York  State  lists  18,582  medical 
practitioners  in  the  City  of  New  York  out  of 
32,911  such  practitioners  in  the  State  of  New 
York;  and 

Whereas,  These  physicians  are  responsible 
for  the  health  and  welfare  of  almost  ten  mil- 
lion people  who  live  and  work  in  the  City  of 
New  York;  and 

Whereas,  These  physicians  and  their  fellow 
citizens  are  governed  by  the  New  York  City 
Charter  adopted  November  7,  1961,  and  ef- 
fective January  1,  1963;  and 

Whereas,  This  aforementioned  New  York 
City  Charter  established  either  inadequate  or 
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no  qualifications  for  the  Commissioners  of 
Health,  Hospitals,  and  Welfare  in  the  respec- 
tive Chapters  22,  23,  and  24  of  this  Charter; 
now  therefore  be  it  hereby 

Resolved,  That  the  members  of  the  New 
York  City  Council  and  the  Mayor  of  the  City 
of  New  York  be  petitioned  by  the  Medical 
Society  of  the  State  of  New  York  to  amend 
this  Charter;  and  be  it  further 

Resolved,  That  the  following  minimum 
standards  be  established  as  qualifying  for  the 
respective  appointments: 

Commissioner  of  Health:  He  should  be  a 
doctor  of  medicine  and  a graduate  of  an  ap- 
proved school  of  public  health,  with  not  less 
than  a total  of  eight  years  experience  in  both 
professions; 

Commissioner  of  Hospitals:  He  should  be  a 
doctor  of  medicine  and  a graduate  of  an  ap- 
proved school  of  hospital  administration; 
with  not  less  than  a total  of  eight  years  ex- 
perience in  both  professions; 

Commissioner  of  Welfare:  He  should  be  a 
graduate  of  an  approved  school  of  social  work; 
with  not  less  than  eight  years  experience  in 
social  and/or  welfare  work. 

This  matter  was  referred  to  the  Committee  on 
Public  Health  for  report;  that  the  Council  of 
the  State  Society  is  in  favor  of  establishing 
standards;  and  a committee  has  been  appointed 
to  establish  what  those  standards  should  be. 

It  was  the  consensus  that  the  following 
amendment  to  the  Bronx  resolution  be  included: 
“The  Commissioner  of  Hospitals  should  be  a 
medical  doctor.  He  should  be  a graduate  of  an 
approved  school  of  hospital  administration  and/ 
or  approved  school  of  public  health.  Equiva- 
lent experience  in  this  field  may  also  be  substi- 
tuted for  the  formal  education  requirements. 
Because  of  the  needs  and  complexities  of  the 
position,  the  Commissioner  of  Hospitals  should 
be  full  time.” 

The  Coordinating  Council  adopted  the  resolu- 
tion as  amended. 

Expenditure  of  Funds  in  Municipal  Hospitals. 
Consideration  was  given  to  a resolution  which 
was  referred  to  the  Coordinating  Council  by  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York  and  passed  by  the  House  of  Dele- 
gates: “To  instruct  the  Council  to  study  wheth- 

er the  expenditure  of  these  funds  (that  is, 
sums  of  money  reportedly  in  excess  of  $50  mil- 
lion annually  for  payment  to  affiliated  voluntary 
hospitals  for  administration  and  salaries  of  full 
time  and  part-time  physicians)  is,  in  fact,  foster- 
ing the  best  patient  care  for  the  largest  number 
of  patients  in  the  municipal  hospitals  of  New 
York  City.” 

An  ad  hoc  committee  was  appointed  to  check 
into  this  resolution  and  take  appropriate  action. 
The  chairman  of  the  Coordinating  Council, 
George  Himler,  M.D.,  sent  letters  to  every  mem- 
ber on  the  Board  of  Estimate  and  the  City 
Council  calling  for  a survey.  Also,  the  chair- 
man sent  a letter  to  the  Honorable  Robert  F. 
Wagner  and  a reply  was  received  from  the  legal 
aide  to  the  Mayor,  Jack  Lutsky,  stating  that  a 
full  report  on  progress  in  the  Department  of 


Hospitals’  reorganization  has  already  been  re- 
quested for  the  Board  of  Estimate  and  the  ques- 
tions raised  by  Dr.  Himler  will  be  referred  for 
inclusion  in  the  report. 

Legislation.  The  chairman  of  the  Legislation 
Committee,  George  Saypol,  M.D.,  reported  it 
was  a record  year  for  bills  passed,  signed,  and 
vetoed.  Ten  of  the  13  measures  endorsed  by  the 
Medical  Society  of  the  State  of  New  York  be- 
came law. 

Young  Republican  Club.  Because  of  a news- 
paper article  which  dealt  with  the  story  of  the 
Young  Republican  Club  on  “Critical  of  Services 
at  City’s  Hospitals  and  that  Conditions  in 
these  Hospitals  Were  Scandalous”  it  was  the 
decision  of  the  council  to  call  a special  meeting 
with  representatives  of  the  club.  The  aims  of 
the  two  organizations  in  ascertaining  and  im- 
proving the  quality  of  medical  care  rendered  to 
city  hospital  patients  were  discussed. 

At  the  executive  meeting  which  followed,  it 
was  decided  that  the  Coordinating  Council  could 
not  participate  officially  in  an  investigation 
being  conducted  by  a politically  partisan  group. 
Therefore  no  action  was  taken. 

City  Department  of  Mental  Health.  A resolu- 
tion supporting  the  actions  of  the  subcommittee 
on  mental  health,  Medical  Society,  County  of 
Kings,  and  Queens  County  District  Branch, 
American  Psychiatric  Association,  on  the  forma- 
tion of  a City  Department  of  Mental  Health  was 
considered.  The  resolution  was  referred  to  the 
five  county  medical  societies  for  consideration. 
No  definitive  action  taken. 

Folsom  Report.  The  Ad  Hoc  Committee  to 
Study  the  Folsom  Report  considered  the  main 
points  in  the  9-point  summary.  The  chairman 
of  the  committee  stated  that  Senate  Introduc- 
tory Bill  4503  would  implement  the  Folsom 
Report,  and  urged  each  county  society  to  study 
it  carefully  and  forward  comments  and  sugges- 
tions to  the  State  Society. 

Congress  of  County  Medical  Societies.  Carl 
Goldmark,  Jr.,  M.D.,  reported  on  the  series  of 
meetings  held  during  May,  1965,  at  Los  Angeles, 
Denver,  and  St.  Louis,  at  the  invitation  of  the 
Los  Angeles  County  Medical  Association,  which 
he  had  attended.  The  intent  of  the  informal 
meetings  was  to  generate  “grass  roots”  action  in 
regard  to  Medicare  H.R.  6675.  Those  present 
were  primarily  from  the  large  city  medical 
societies  and  at  the  final  meeting  in  St.  Louis 
60  medical  societies  were  represented.  The  out- 
come of  the  action  was  to  draft  a 7-point  “Pa- 
tient’s Bill  of  Rights.”  This  document  was  dis- 
tributed to  all  members  of  the  Coordinating 
Council. 

Further  action  was  to  seek  to  obtain  petitions 
signed  by  physicians  which  could  be  transmitted 
to  key  senators  in  Washington.  Multiple  copies 
were  distributed  at  the  meeting  of  the  Coordinat- 
ing Council  on  June  8,  1965. 

Amendment  to  the  Constitution  of  A.M.A. 
Carl  Goldmark,  Jr.,  M.D.,  discussed  the  resolu- 
tion from  New  York  County  Medical  Society 
which  mandates  its  delegates  to  introduce  an 
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amendment  to  the  Constitution  of  the  American 
Medical  Association  that  is  designed  to  elimi- 
nate discrimination  in  organized  medicine  be- 
cause of  race,  creed,  or  color. 

Supporting  Candidacy  for  President-Elect  of 
the  Medical  Society  of  the  State  of  New  York.  The 
Coordinating  Council  of  the  First  District 
Branch  adopted  unanimously  a resolution  sub- 
mitted by  the  Bronx  County  Medical  Society 
supporting  the  candidacy  of  Frederick  A.  Wurz- 
bach,  Jr.,  M.D.,  for  president-elect  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  President 

Section  63  ( see  253)  Report  66  -F 

Annual  Report  of  Committee  on  Medicine  and 
Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 
Medicine  and  Religion  are: 

Solomon  Schussheim,  M.D.,  Chairman . Kings 


James  M.  Stewart,  M.D Monroe 

Charles  M.  Smith,  M.D Seneca 


Your  committee  wishes  to  advise  that  activi- 
ties in  this  field  have  been  suggested  and  under- 
taken by  the  Department  of  Medicine  and  Re- 
ligion of  the  A.M.A.  On  occasions  your  chair- 
man has  been  advised  of  meetings.  Most  of  the 
time  such  advice  has  been  received  after  the 
meetings  were  held. 

Your  chairman  has  been  told  that  at  least  six 
meetings  were  held  in  the  State  of  New  York. 
In  the  County  of  Schenectady  there  have  been 
some  interesting  discussions  among  members  of 
the  medical  profession  and  the  clergy  at  gather- 
ings. I am  incorporating  in  this  report  a letter 
and  report  received  from  Virgil  J.  Sager,  M.D., 
of  that  county,  which  I submit  for  your  edifica- 
tion and  interest. 

Dear  Dr.  Schussheim: 

At  the  suggestion  of  Dr.  Arthur  Q.  Penta,  I am 
sending  a summary  of  our  experience  in  the  field  of 
physician-clergy  meetings. 

The  interest  in  the  program  of  dialogue  between 
physician  and  clergy  began  in  Schenectady  County 
in  1962.  After  some  discussion  between  members  of 
a joint  committee  of  doctors  and  clergymen,  which 
included  representatives  of  the  three  major  faiths, 
we  began  to  shape  up  some  ideas.  We  were  fortunate 
in  being  able  to  contact  the  Rev.  Dr.  Paul  McCleave 
on  the  fly  between  conferences,  and  he  stopped  off 
at  Schenectady  to  meet  with  us. 

In  1963  the  Medical  Society  could  not  agree  on  a 
format  and  the  Schenectady  County  Council  of 
Churches  sponsored  a meeting  to  which  they  invited 
the  doctors.  This  meeting  left  much  to  be  desired 
for  several  reasons  which  I will  not  enumerate  at  this 
time.  However,  it  did  get  the  two  groups  together 
and  point  up  some  real  possibilities. 

In  1964  we  had  our  first  full  scale  physician-clergy 
dialogue  meeting.  A copy  of  the  report,  as  presented 
to  the  County  Society,  is  enclosed. 

In  1965  we  had  a second  dialogue-type  of  meeting 
on  the  subject,  which  is  outlined  in  the  program  en- 
closed. It  proved  to  be  very  interesting  and  en- 


lightening, and  I feel  everyone  enjoyed  and  profited 
by  the  experience.  As  you  will  note,  however,  we  did 
not  have  as  many  physicians  as  at  the  previous  meet- 
ing. 

I am  sure  that  these  meetings,  regardless  of  the 
topic,  will  not  draw  a large  group  of  doctors  for  a 
long  time.  I have  explored  many  avenues,  hoping  to 
find  a topic  in  which  more  will  take  an  active  part. 
To  date,  I have  no  answer. 

Our  committee  is  going  to  try  to  plan  our  next 
meeting  as  a joint  effort  of  a committee  from  the 
Medical  Society  and  the  new  Professional  Society  of 
Clergymen,  which  includes  members  of  all  the  faiths 
in  the  area.  We  hope  this  group  will  bring  more  of 
the  men  together. 

I hope  our  experience  may  help  other  groups  who 
are  just  starting  on  this  program. 

Yours  truly, 

Virgil  J.  Sager,  M.D. 

Committee  for  Liaison  with  the  Clergy.  A meeting 
of  the  physicians  and  clergy,  sponsored  by  the  Medi- 
cal Society  of  the  County  of  Schenectady,  was  held 
in  Hale  House,  Union  College,  May,  1964. 

The  film,  “The  One  Who  Heals,”  produced  by  the 

A. M.A.  under  the  directorship  of  the  Rev.  Dr.  Paul 

B.  McCleave,  was  shown.  After  a fine  dinner, 
William  Standish  Reed,  M.D.,  M.S.  in  Surgery,  and 
diplomate  of  the  American  Board  of  Surgery,  spoke 
on  the  topic,  “Spiritual  Healing.”  Many  doctors  and 
clergy  entered  into  a lively  question  and  answer 
period. 

It  was  felt  that  the  meeting  was  extremely  worth 
while  by  all  who  attended  i 

There  were  32  clergy  in  attendance.  Broken  down 
into  religious  groups,  it  was  satisfying  to  note  that 
there  were  2 rabbis,  4 Roman  Catholic  priests  (in- 
cluding 2 monsignors),  and  26  Protestant  ministers. 
There  were  30  doctors,  counting  the  speaker.  There 
was  a doctor  and  his  minister  from  Watervliet  who 
read  of  the  program  in  the  paper  and  asked  permis- 
sion to  come;  this  was  also  true  of  a minister  from 
Rotterdam. 

Since  the  meeting  of  the  clergy,  there  has  been  no 
official  activity  of  the  committee.  Your  chairman, 
by  invitation,  attended  the  regional  conference  of 
officers  and  key  representatives  of  the  county  medi- 
cal societies  and  district  branches,  sponsored  by  the 
Communications  Division  of  the  Medical  Society  of 
the  State  of  New  York,  held  September  10,  1964,  in 
Albany,  at  which  he  gave  a report  on  the  meeting 
sponsored  by  our  county  society. 

The  Schenectady  County  Council  of  Churches  has 
contacted  your  chairman  requesting  another  meet- 
ing, and  at  present  thought  is  being  given  to  plan- 
ning such  a meeting  for  the  spring.  Speakers  are 
being  considered  and  biographic  sketches  reviewed. 
We  hope  we  may  have  as  interesting  a meeting  as  the 
last  one  proved  to  be. 

Virgil  J.  Sager,  M.D.,  chairman,  Donald  Binder, 
M.D.,  Edmond  Fitzgibbon,  M.D.,  Milton  Gipstein, 
M.D.,  Gomer  Richards,  M.D.,  John  Sherman,  M.D. 

I also  quote  from  the  December,  1965,  issue 
of  the  News  of  New  York,  containing  a picture 
with  the  following  caption: 

Medicine  and  Religion:  The  Rev.  Dr.  Paul  B. 

McCleave,  center,  director  of  the  A.M.A.  Depart- 
ment of  Medicine  and  Religion,  chats  with  Clark  T. 
Case,  M.D.,  left,  president  of  the  Oneida  County 
Society,  and  Thomas  A.  Clark,  chairman  of  the 
Medicine  and  Religion  Committee  of  Oneida  County. 
The  Rev.  Dr.  McCleave  spoke  at  the  county  society’s 
first  meeting  on  medicine  and  religion. 
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In  discussions  that  I have  had  with  a number 
of  men  who  are  interested  in  this  form  of  com- 
munication, I have  been  advised  that  the  asso- 
ciation between  psychiatrists  and  clergy  has 
brought  back  these  groups  at  some  meetings.  It 
has  been  done  independently  of  not  only  the 
Council  Committee  on  Medicine  and  Religion 
of  the  Medical  Society  of  the  State  of  New  York 
but  also  that  of  the  A.M.A.  Perhaps  the  rela- 
tion of  medicine  to  religion  is  greater  on  a 
national  level  than  on  some  local  levels. 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 

Section  64  ( see  180)  Report  66  G 

Supplementary  Report  of  Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

This  report  is  an  addendum  to  the  preliminary 
report  which  was  published  in  the  January  1, 
1966,  issue  of  the  New  York  State  Journal 
of  Medicine. 

On  January  10,  1966,  the  Judicial  Council,  a 
quorum  being  present,  heard  an  appeal,  pur- 
suant to  Section  3 of  Chapter  VI  of  the  Bylaws, 
by  a physician  from  a decision  of  the  Medical 
Society  of  the  County  of  Seneca  denying  his  ap- 
plication for  membership  in  that  society. 

The  Judicial  Council,  after  hearing  extensive 
oral  argument  by  the  physician  and  representa- 
tives of  the  county  society,  unanimously  voted 
to  reverse  the  action  of  the  county  society  and 
to  remand  the  matter  to  the  county  society  for 
appropriate  action  by  it  to  admit  the  physician 
to  membership  in  the  Medical  Society  of  the 
County  of  Seneca. 

Respectfully  submitted, 

John  F.  Kelley,  M.D.,  Chairman 

Section  65  ( see  194)  Report  66-H 

Annual  Report  of  Ad  Hoc  Committee  for  Our  Own 
Building 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  for 
Our  Own  Building  are  as  follows: 

Renato  J.  Azzari,  M.D.,  Chairman.  . . Bronx 


Samuel  Z.  Freedman,  M.D New  York 

Reid  R.  Heffner,  M.D Westchester 

Frederic  W.  Holcomb,  Sr.,  M.D Ulster 


Your  Committee  for  Our  Own  Building,  in  its 
1965  annual  report  to  the  House  of  Delegates, 
stated  that,  for  several  important  reasons, 
serious  consideration  had  to  be  given  to  acquir- 
ing a home  of  our  own.  The  committee  had 
concluded  unanimously  that  the  new  head- 
quarters should  be  located  in  Metropolitan  New 
York.  It  also  reported  that,  with  this  in  mind, 
it  had  directed  an  architectural  firm,  at  no  cost 
to  the  Society,  to  survey  our  needs  and  prepare 
preliminary  and  tentative  plans  and  sketches  of 
a proposed  building. 

These  plans  were  received  and  displayed  to 
both  the  1965  House  of  Delegates  and  the 

Council. 


An  analysis  of  the  travel  patterns  of  the 
officers,  councillors,  and  trustees,  as  well  as 
various  committee  members  from  all  parts  of 
the  State,  indicated  that  the  vast  majority  of 
these  physicians  travelled  to  New  York  City 
either  by  air  or  by  automobile.  The  desirability 
of  locating  our  headquarters  in  close  proximity 
to  the  railroad  terminals  no  longer  exists  be- 
cause of  the  postwar  change  in  methods  of  trans- 
portation. The  committee,  with  this  thought  in 
mind,  considered  various  locations  in  Metro- 
politan New  York  which  could  provide  the  space 
needed  for  our  own  building  as  well  as  ready 
access  to  major  highways  and  air  terminals.  A 
study  revealed  that  the  geographic  and  trans- 
portation center  of  Metropolitan  New  York  lay 
in  Queens  County,  which  contains  both  LaGuar- 
dia  and  Kennedy  Airports,  as  well  as  a superb 
network  of  highways  and  bridges  linking  Queens 
with  all  parts  of  the  State. 

As  the  next  step,  the  committee  contacted  the 
borough  president  of  Queens  to  enlist  his  office’s 
aid  in  surveying  the  property  available  and 
suitable  for  our  needs.  Mr.  Michael  Cariello, 
the  borough  president,  immediately  placed  the 
complete  resources  of  his  engineers  and  site 
planners  at  our  disposal.  By  fortunate  happen- 
stance, his  office  has  just  completed  an  exhaus- 
tive survey  of  all  vacant  land  in  Queens  County 
and  therefore  the  results  of  this  study  were 
quickly  made  available  to  us. 

The  space  required  and  topographic  condi- 
tions, as  well  as  the  accessibility  to  highways, 
airports,  and  rapid  transit,  quickly  narrowed  the 
search  to  three  or  four  areas.  These  sites  in  turn 
were  further  reduced  by  the  character  of  the 
neighborhoods  and  zoning  involved.  The  com- 
mittee’s architectural  consultants  were  then 
asked  to  make  an  “on  the  spot”  investigation  of 
the  proposed  sites  and  they  did  so  without 
delay.  They  recommended  one  particular  site 
because  of  its  location,  character,  and  size — in 
the  vicinity  of  the  World’s  Fair. 

In  the  interim,  a hurried  consultation  was 
called  by  the  borough  president  because  he  had 
just  been  notified  that  the  land  in  question, 
partially  owned  by  the  City  of  New  York,  was 
being  actively  considered  for  use  as  the  site  of  a 
housing  development.  He  pointed  out  that  a 
firm  decision  had  to  be  made  without  delay  by 
the  Society  as  to  its  desires  for  acquiring  the 
property. 

The  chairman  immediately  called  a meeting  of 
the  committee  to  inspect  the  property  in  ques- 
tion. All  members  of  the  committee  except 
Frederic  W.  Holcomb,  Sr.,  M.D.,  who  could  not 
attend,  plus  Waring  Willis,  M.D.,  president, 
arid  Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  ex-officio  members,  examined  the  site 
on  May  20, 1965.  The  committee  in  attendance, 
with  one  exception,  enthusiastically  endorsed 
acquisition  of  the  property.  The  dissenting 
member  felt  that  the  Society’s  headquarters 
should  remain  in  Manhattan  and  also  ques- 
tioned the  statement  that  Queens  is  the  geo- 
graphic and  transportation  center  of  Metro- 
politan New  York. 

The  committee  at  the  June,  1965,  meeting  of 
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the  Council  presented  a report  outlining  the 
foregoing  and  requested  the  Council  to  . . 
authorize  it  to  obtain  permission  from  the  Board 
of  Trustees  to  undertake  negotiations  for  the 
acquisition  of  the  site  selected.” 

The  Council  engaged  in  a very  extensive  dis- 
cussion of  this  matter  and  it  became  clear  that  a 
great  deal  of  uncertainty  existed  among  its 
members  as  to  whether  or  not  there  ever  had 
been  a clear  and  unequivocal  mandate  from  the 
House  of  Delegates  directing  the  acquisition  or 
construction  of  a headquarters  building  for  the 
Society. 

In  view  of  the  situation  the  committee  de- 
cided to  defer  any  action  looking  toward  nego- 
tiations for  the  purchase  of  land  for  a building 
until  there  was  a clear  direction  from  the  House 
of  Delegates  as  to  its  wishes  concerning  acquisi- 
tion of  a headquarters  building  for  the  State 
Society.  Your  committee  earnestly  requests 
that  such  action  be  taken  by  this  House  so  that 
this  matter  can  be  finally  resolved. 

The  committee  also  would  respectfully  like 
to  call  to  the  attention  of  this  House  the  fact 
that  real  estate  owned  by  a medical  society  is 
now  exempt  from  real  estate  taxes  as  the  result 
of  legislation  passed  by  the  1965  Legislature  of 
the  State  of  New  York. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 

Section  66  ( see  279 ) Report  66-J 

Supplementary  Report  of  Committee  on 
Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

Since  submitting  the  annual  report  of  the 
Council  Committee  on  Workmen’s  Compensa- 
tion to  the  House  of  Delegates,  frequent  and  in- 
tensive meetings  have  been  held  by  the  Work- 
men’s Compensation  Board’s  Advisory  Com- 
mittee for  the  Medical  Fee  Schedule  and  Allied 
Problems.  At  these  special  meetings,  the  only 
topic  for  discussion  was  the  revision  of  the  fee 
schedule  as  proposed  to  the  Chairman  of  the 
Workmen’s  Compensation  Board  by  the  Presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York.  Members  of  the  Advisory  Committee 
from  the  Medical  Society  are  George  Himler, 
M.D.,  Carl  F.  Freese,  M.D.,  and  Robert  Katz, 
M.D. 

It  is  with  a great  deal  of  satisfaction  that  we 
are  able  to  report  an  agreement  by  the  Advisory 
Committee  to  recommend  for  promulgation  to 
the  Chairman  of  the  Workmen’s  Compensation 
Board,  changes  in  the  fee  schedule  providing 
for  an  increase  in  the  reimbursement  to  physi- 
cians for  medical  services  rendered  under  the 
Workmen’s  Compensation  Law  of  approxi- 
mately 30  per  cent  for  office  visits  (initial  or  sub- 
sequent, amounting  to  about  two  thirds  of  the 
total  medical  expense  under  Workmen’s  Com- 
pensation) and  an  increase  of  15  per  cent  on 
the  remaining  line  items  in  the  fee  schedule 
(medical,  surgical,  radiology,  pathology,  eye, 
and  so  forth). 


Several  new  procedures  have  been  added  to 
the  fee  schedule  in  an  effort  to  update  it  and 
bring  it  in  line  with  recent  developments  in 
medicine  and  surgery. 

The  last  remaining  area  for  discussion  deals 
with  applicability  of  the  proposed  new  schedule 
to  cases  antedating  its  promulgation.  Negotia- 
tions on  this  matter  have  been  continued  to 
future  meetings  of  the  Advisory  Committee. 

Every  effort  has  been  made  to  ready  the  revi- 
sion to  become  effective  on  or  about  July  1, 
1966. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 

Section  67  (see  272)  Report  66-K 

Annual  Report  of  Bureau  of 
Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Bureau  of  Medical  Care  Insurance  op- 
erates under  the  direction  of  the  Economics  and 
Medical  Care  Insurance  Committees,  com- 
ponents of  the  Commission  on  Medical  Services. 
Mr.  George  P.  Farrell  is  director  of  the  Bureau  of 
Medical  Care  Insurance  and  Administrative 
Officer  of  Medicare  (Public  Law  569),  Depend- 
ents’ Medical  Care  Program. 

Your  director  serves  as  adviser  to  these 
committees  and  also  to  the  Public  Medical 
Care  Subcommittee,  the  Subcommittee  on 
Liaison  with  Veterans  Administration,  the  Fee 
Schedule  Committee,  the  Division  of  Medical 
Affairs,  State  Department  of  Social  Welfare, 
and  on  the  committee  of  the  State  Budget 
Director  to  study  fee  schedules  now  used  by 
different  State  departments. 

Your  director  has  attended  all  meetings  of  the 
committees  and  made  arrangements  for  them. 
He  has  also  attended  the  following  meetings: 

May  12,  1965 — Regional  conference  of  the 
Communications  Division  of  the  State  Society 
at  Binghamton. 

June  6,  1965 — Medical  Society  of  the  County 
of  Wayne,  spoke  on  the  Relative  Value  Scale. 

August  18,  1965 — Public  hearing  called  by 
Senator  Seymour  R.  Thaler,  chairman  of  the 
Senate  Committee  on  Public  Health.  The 
primary  reason  for  the  meeting  was  to  discuss 
the  administrative  agency’s  responsibility  re- 
garding the  utilization  of  both  hospital  and 
medical  services  under  the  health  insurance 
program  frequently  referred  to  as  “Medicare” 
(Public  Law  89-97). 

October  15,  1965 — Regional  meeting  of  the 
Health  Insurance  Council  in  New  York  City. 

October  25  and  26,  1965 — Annual  Conference 
of  Blue  Shield  Plans,  Chicago,  Illinois. 

January  11,  1966 — Oneida  County  Medical 
Society,  spoke  on  Medicare  (Public  Law  569). 

January  19,  1966 — Conference  of  the  Savings 
Banks  Association  of  New  York  State,  Hotel 
Commodore,  New  York  City,  participated  in  a 
panel  discussion  on  Medicare  (Public  Law 
89-97)  from  the  viewpoint  of  the  medical  pro- 
fession. 
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TABLE  I.  Membership  in  Blue  Shield  and  Blue  Cross  Plans 


Location 

mbership 

Bli 

Blue  Shield 

ue  Cross 

Members  Blue  Shield  Blue  Cross 

New  York 

5,117,635 

7 

,545,136 

67.82 

-61,254 

62,469 

Buffalo 

814,926 

857,029 

97.77 

26,509 

19,101 

Rochester 

647,329 

672,943 

96.19 

41,459 

39,156 

Albany 

370,448 

406,696 

91.08 

31,073 

37,151 

Syracuse 

310,696 

406 , 980 

76.34 

-6,450 

-13,706 

Utica* 

279,928 

263,543 

91.90 

11,028 

8,589 

Jamestown 

42,998 

55,906 

76.91 

8,836 

6,385 

Watertown 

30,056 

389 

TOTALS 

7,583,960 

10 

,238,289 

(74.07) 

51,201 

159,534 

* Utica  Plan  serves  Watertown  area  for  Blue  Shield  members. 

Watertown  Blue  Cross  members  added  to  Utica  Blue  Cross 

members  in  calculating  percentage. 

TABLE  II. 

Payments  for  Medicare  Services  Rendered  for  1957-1965 

Average 

Per  Cent 

Total 

Per  Cent 

Cost  per 

of  Total 

Types  of  Care 

Claims 

of  Claims 

Total  Cost 

Claim 

Cost 

Deliveries 

40,322 

31.1 

$5,452,858 

$135.23 

58.7 

Other  maternities 

3,080 

2.5 

222,934 

72.38 

2.4 

Surgical 

Tonsils  and  adenoids 

4,246 

3.5 

246,311 

58.47 

2.6 

Digestive  system 

2,525 

2.0 

380,182 

150.56 

4.1 

Genitourinary  system 

4,195 

3.4 

328,868 

78.39 

3.5 

Benign  tumor 

1,204 

1.0 

152,529 

126.67 

1.6 

Injuries  and  poisonings 

1,354 

1.0 

137,202 

101.33 

1.4 

All  others 

2,262 

1.8 

314,688 

139.11 

3.3 

Medical,  In-hospital 

Newborn  care 

24,006 

20.1 

875,135 

36.45 

9.4 

Respiratory  system 

1,224 

1.0 

58,304 

47.63 

1.0 

Other  Services 

Anesthesia 

23 , 286 

18.4 

569,429 

24.45 

6.1 

Consultations 

3,510 

2.4 

115,929 

33.03 

1.2 

Assistants 

2,397 

1.8 

61,639 

25.71 

0.6 

Radiology 

735 

0.6 

19,306 

26.26 

0.2 

Pathology 

1,614 

1.2 

40,066 

24.82 

0.4 

Not  hospitalized 

10,171 

8.0 

277,609 

27.29 

3.0 

Supplemental  skills 

265 

0.2 

16,788 

63.35 

0.2 

Physiatrists 

32 

5,136 

160 . 50 

January  25,  1966 — Joint  meeting  of  repre- 
sentatives of  the  Seventh  District  Branch  and 
Monroe  County  Medical  Society  to  discuss 
regionalization  program  for  purposes  of  P.L. 
89-97  and  Chapter  28,  N.Y.S.  Laws  1965 
(Governor’s  Bill  on  Hospital  Costs) . 

Progress  Reports.  Because  of  the  change 
in  the  annual  meeting  date  from  May  to  Feb- 
ruary, the  nineteenth  annual  progress  report  on 
the  New  York  State  Blue  Shield  Plans  will  not 
be  available  for  distribution  at  the  Bureau’s 
exhibit  booth.  This  report  on  the  New  York 
State  Blue  Shield  Plans  for  the  year  ending 

1 December  31,  1965,  showing  detailed  analysis 
of  each  plan  in  regard  to  membership,  incurred 
and  paid  claim  data,  operating  expenses,  pre- 
mium income  and  surplus,  will  be  prepared  and 
mailed  to  county  medical  societies  and  others 
in  the  near  future. 

Table  I is  a comparison  of  membership  and 
increases  in  Blue  Shield  and  Blue  Cross  plans 
and  per  cent  of  Blue  Shield  members  to  Blue 
Cross  members  as  of  December  31,  1965. 

Membership  as  of  December  31,  1965,  in 
the  New  York  State  Blue  Shield  Plans  (sub- 


scribers and  dependents)  was  7,583,960,  an 
increase  during  the  year  of  51,200. 

Claims  paid  for  the  period  ending  December 
31,  1965,  amounted  to  $134,936,227,  covering 
3,608,042  claims.  This  is  an  increase  of  $7,364,- 
567  in  paid  claims  and  an  increase  of  213,260 
claims. 

Medicare.  The  Medicare  contract  was  re- 
newed August  1,  1965,  with  the  Office  for  De- 
pendents’ Medical  Care,  Denver,  Colorado,  for 
one  year. 

The  total  amount  paid  physicians  for  the 
year  ending  December  31,  1965,  was  $898,938, 
representing  13,050  claims  for  an  average  of 
$68.80  per  claim. 

For  the  period  from  January  1,  1957,  through 
December  31,  1965,  126,517  claims  have  been 
paid  to  physicians  in  the  amount  of  $9,274,769, 
for  an  average  of  $73.31  per  claim. 

During  this  period  11,504  physicians  have 
participated  in  the  program  and  555  new  phy- 
sicians rendered  service  to  the  dependents  in 
1965. 

Table  II  illustrates  the  payment  for  services 
by  principal  diagnosis  for  the  period  1957-1965. 
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During  the  year  the  department  was  audited 
by  U.S.  Army  Audit  Agency,  New  York  City, 
and  visited  by  Lieutenant  Colonel  William  L. 
Prettyman,  Jr.,  and  Lieutenant  Colonel  Otto 
H.  Sandman,  Jr.,  Assistant  Inspectors  General. 
The  purpose  of  the  visit  was  to  review  the 
manner  of  operations  in  processing  physicians’ 
claims,  obtain  statistical  information,  and  dis- 
cuss other  matters  pertinent  to  the  over-all 
Dependents  Medical  Care  Program. 

The  Colonels  expressed  then-  satisfaction  with 
the  manner  in  which  the  program  was  being 
administered. 

The  Physicians’  Review  Committee  met  on  a 
number  of  occasions  to  review  special  reports  for 
exceptional  services  rendered  by  physicians. 
After  the  committee  evaluated  these  claims, 
these  were  referred  to  Colonel  William  H.  Hayes, 
Contracting  Officer  of  the  Office  for  Dependents’ 
Medical  Care,  Denver,  Colorado,  for  approval. 
All  requests  of  the  Physicians’  Review  Com- 
mittee have  been  confirmed  by  that  office. 
We  have  received  excellent  cooperation  from 
the  Office  for  Dependents’  Medical  Care  and 
its  staff. 

Relative  Value  Scale.  The  first  edition  of 
the  1965  Relative  Value  Scale  adopted  by  the 
House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York,  February  17,  1965,  was 
distributed  to  each  county  medical  society 
secretary  in  October,  1965.  The  distribution 
was  prorated  according  to  membership  because 
the  printing  was  limited  to  5,000  copies.  How- 
ever, it  was  pointed  out  to  each  county  society 
secretary  that  a copy  would  be  mailed  to  any 
physician  who  is  a member  of  the  State  Medical 
Society,  on  request. 

There  have  been  many  requests  for  copies 
from  many  sources  including  government  de- 
partments, both  State  and  national,  insurance 
companies,  banks,  unions  administering  health 
and  welfare  funds,  medical  universities,  and 
state  medical  society  officers.  Also  requests 
have  come  from  as  far  as  Makere  University 
College  Medical  School,  Uganda,  East  Africa, 
Sao  Paulo,  Brazil,  Australia,  and  England. 

Conclusion.  It  is  with  regret  that  I an- 
nounce the  retirement  of  Mrs.  Alice  H.  Arana 
on  November  1,  1965,  after  twenty-one  years  of 
conscientious  service  to  the  Society.  Mrs. 
Irene  M.  Olsen  is  replacing  Mrs.  Arana.  I 
also  wish  to  express  my  appreciation  to  Mrs. 
Nan  Boynton  and  the  members  of  her  staff 
for  the  efficient,  conscientious  efforts  in  ad- 
ministering the  Medicare  program  during  the 
past  year. 

Respectfully  submitted, 

George  P.  Farrell,  Director 

Section  68  ( see  182,  189)  Report  66  L 

Supplementary  Report  of  Executive 
Vice-President 

To  the  House  of  Delegates,  Gentlemen: 

This  communication  is  an  addendum  to  our 
annual  report  which  was  published  in  the 
January  1 issue  of  the  Journal. 


Medicine  and  Osteopathy.  On  previous 
occasions,  we  have  discussed,  in  detail,  the  doc- 
tor of  medicine-doctor  of  osteopathy  (M.D.- 
D.O.)  situation. 

Now  we  are  happy  to  announce  that  the 
Appellate  Division  of  the  State  Supreme  Court, 
Second  Department — Justices  George  J.  Bel- 
dock,  Henry  L.  Ughetta,  Marcus  G.  Christ, 
L.  Barron  Hill,  James  D.  Hopkins — unani- 
mously has  reversed  the  opinion  of  the  Justice 
of  the  Supreme  Court  in  Queens  County,  who 
ruled  that  a D.O.-M.D.  should  be  accepted  into 
membership  in  the  Medical  Society  of  the 
County  of  Queens.  Most  of  you  will  remember 
that  the  State  Society  acted  as  amicus  curiae 
in  this  case. 

Naturally,  we  consider  this  to  be  a great  vic- 
tory in  the  cause  of  justice.  The  decision  of  the 
Appellate  Division  is  attached  to  this  report — 
“Matter  of  Kurk”  (Exhibit  A). 

Recently,  we  were  informed  that  osteopath 
Kurk  will  appeal  to  the  State  Court  of  Appeals — 
the  highest  court  in  New  York.  Again,  we 
will  act  as  amicus  curiae,  and  we  have  so  noti- 
fied William  F.  Martin,  Esq.,  our  legal  counsel. 

In  November,  we  stated  that  the  New  York 
State  Osteopathic  Society  was  instituting  an 
Article  78  proceeding  against  the  State  Educa- 
tion Department  in  the  matter  of  the  recogni- 
tion of  the  unearned  degree  awarded  to  certain 
doctors  of  osteopathy.  We  also  are  acting 
here  as  amicus  curiae. 

Exhibit  B is  a copy  of  the  Memorandum  of 
Law  submitted  in  support  of  the  petition  of  the 
attorneys  for  the  New  York  State  Osteopathic 
Society.  This  is  a very  fine  report  and  con- 
tains much  of  our  philosophy  concerning  the 
D.O.-M.D. 

Headquarters  Activities. 

Directory.  In  our  annual  report,  we  reviewed 
the  problems  of  the  Directory  and  our  plans  to 
speed  up  production  in  the  future  and  to  reduce 
our  costs  to  an  irreducible  minimum. 

At  this  time,  we  should  bring  these  facts  to 
your  attention:  Without  a doubt,  most  of  you 

are  aware  that  the  1966  Medical  Directory  of 
New  York  State  (the  “Blue  Book”),  which  we 
had  hoped  would  be  out  at  the  end  of  1965 
or  at  the  beginning  of  this  year,  is  late.  As 
of  now,  all  the  nonbiographic  sections  of  the 
book  have  been  set  and  proofread,  and  the 
Directory  staff  is  sending  biographic  sections  in 
keeping  with  a schedule,  by  which  the  printer 
will  have  all  the  copy  by  the  end  of  February. 
According  to  this  timetable,  we  hope  to  have 
the  book  printed  and  ready  for  distribution  by 
the  end  of  next  month. 

Apparently,  our  printers  did  not  give  suf- 
ficient study  to  the  content  and  nature  of  the 
Directory  prior  to  contracting  for  this  job. 
Consequently,  they  did  not  anticipate  the 
volume  of  changes  that  occur  in  the  publication 
over  a two-year  period,  and  additional  delays 
may  have  resulted  from  an  incapacity  to  cope 
with  these. 

The  fact  is  that  the  Directory,  both  in  content 
and  size,  has  become  incompatible  with  letter- 
press  printing.  This  is  the  problem  that  we 


1482  New  York  State  Journal  of  Medicine  / June  1,  1966 


must  face  and  resolve.  May  we  remind  you 
that,  up  to  the  present,  the  Directory  production 
has  been  handled  by  a series  of  three-edition 
contracts  with  a succession  of  printers.  The 
value  of  such  contracts  is  based  on  diminishing 
costs  to  us,  and  to  the  printer,  for  second  and 
third  editions.  The  savings  result  from  the 
printer  “holding”  the  bulk  of  type  set  for  the 
initial  edition  and  setting  only  new  listings, 
changes,  and  additions  and  inserting  these  into 
the  plates  held  from  the  previous  edition. 

Obviously,  the  effectiveness  of  such  an  ar- 
rangement is  premised  on  the  happy  probability 
that  a majority  of  the  listings  in  the  book  will 
remain  constant,  and  changes  will  be  minimal 
in  the  over-all  content.  This  was  true  once 
but  is  most  certainly  not  true  today.  Estimat- 
ing the  situation  conservatively,  we  would  say 
that  many  physicians  in  the  five  boroughs  of 
New  York  City  move  or  open  additional  offices 
over  a two-year  period.  Except  for  the  con- 
sultants, a great  number  of  hospital  appoint- 
ments listed  in  the  biographies  will  change 
during  the  same  time,  and  most  listings  have 
two,  three,  or  four  of  these.  And  then,  many 
new  physicians  are  licensed  each  year  in  the 
State  and  become  eligible  for  listing. 

The  biography  that  remains  unchanged  from 
one  edition  to  the  next  is  now  the  rarity  rather 
than  the  rule.  With  alterations  in  telephone 
numbers,  insertions  of  area  codes,  elimination 
of  several  societies,  nothing  less  than  75  per 
cent  of  the  content  of  the  1966  Directory  re- 
quires revision  since  the  appearance  of  the 
previous  edition. 

What  we  are  trying  to  stress  is  that  the  status 
quo  cannot  prevail.  We  must  study  and  eval- 
uate alternatives  to  our  present  system,  and  we 
must  be  ready  to  “carry  on”  much  more  ef- 
ficiently when  our  present  contract  expires 
after  one  more  edition. 

If  we  were  to  summarize  the  situation,  we 
would  say  that  the  three-year  contract  based  on 
holding  type  offers  no  advantage.  The  letter- 
set  printing  itself,  even  on  a one-edition  basis,  is 
too  expensive  to  be  practical  for  a book  of  this 
size.  Our  methods  of  collecting,  compiling, 
editing,  and  copy  writing  the  Directory  data 
have  not  adjusted  to  the  volume  of  the  project. 
Several  short  cuts  and  changes  in  procedure  have 
been  instituted  over  the  past  two  years,  but 
only  a radically  new  system  will  insure  us  pub- 
lishing an  updated  Directory. 

May  we  repeat  that  the  Directory  remains  a 
valuable  service  to  our  membership,  and  it 
has  grown  steadily  in  stature.  We  are  deter- 
mined to  achieve  the  goal  of  better  production 
than  we  have  ever  had  before.  Toward  this 
end,  a representative  of  the  Directory  Depart- 
ment already  has  held  preliminary  discussions 
with  the  sales  representatives  of  other  systems, 
and  we  will  continue  to  meet  and  negotiate 
with  experts  in  the  field. 

We  regret  to  announce  the  retirement  of  Miss 
Janet  E.  Loy,  supervisor  of  the  Directory  De- 
partment, who  has  been  with  the  Medical 
Society  of  the  State  of  New  York  for  over 
thirty-five  years.  She  has  served  with  dis- 


tinction and  dedication,  and,  naturally,  we 
wish  her  well  in  the  days  that  lie  ahead. 

Employe  Benefits  Program  ( pension , and  so 
forth).  After  many  months  of  deliberation 
and  intensive  analysis  of  various  systems  and 
after  interviews  with  expert  consultants,  we 
have  presented  our  recommendations  to  the 
Board  of  Trustees.  Our  plan  has  been  ap- 
proved, and  the  carriers  have  been  selected. 
Now  we  are  in  the  process  of  implementing  the 
proposals. 

We  began  to  withhold  the  employe’s  contri- 
butions in  January. 

Without  a doubt,  these  “fringe  benefits” 
will  be  beneficial  to  employer  and  employe 
alike. 

Internal  Revenue  Service  (IRS).  The  problem 
of  IRS  and  medicine  has  been  presented  to  you 
time  after  time.  We  are  sure  that  the  following 
excerpts  will  be  of  interest  to  you: 

(1)  From  the  Washington  Report  on  the  Medical 
Sciences,  December  21,  1965. 

The  Internal  Revenue  Service  has  sent  the  parent 
Treasury  Department  proposals  that  advertising 
revenue  of  nonprofit  organization  publications,  such 
as  the  AMA  Journal,  be  declared  taxable  revenue. 
Word  is  that  Treasury  is  ready  to  go  along  with  the 
idea.  If  the  decision  is  put  through  by  IRS  as  a for- 
mal proposal,  as  is  likely,  look  for  a rush  to  Capitol 
Hill  by  AMA  and  other  organizations  to  demand 
legislation  amending  the  Internal  Revenue  Code. 

(2)  From  Medical  Tribune,  January  12,  1966. 

Contributions  from  a Denver  physician’s  estate  to 

the  Denver  Medical  Society  do  not  qualify  as  a 
charitable  deduction  under  the  tax  laws.  Judge 
William  E.  Doyle,  of  the  U.S.  District  Court  here, 
has  ruled. 

While  many  activities  of  the  society  are  charitable, 
the  judge  said,  it  was  not  organized  and  operated  ex- 
clusively for  religious,  charitable,  scientific,  or  educa- 
tional purposes.  Therefore,  he  said,  contributions  to 
it  made  in  the  will  of  the  late  Dr.  Morris  J.  Krohn 
are  not  deductible. 

In  his  will,  Dr.  Krohn  established  a trust  fund  and 
named  as  beneficiaries  the  society,  the  Mile  High 
United  Fund,  Rose  Memorial  Hospital,  and  Temple 
Emanuel  Congregation.  When  the  estate  tax  re- 
turn was  filed,  the  Internal  Revenue  Service  granted 
exemptions  to  all  but  the  society  (Medical  Tribune, 
September  30,  1964). 

Attorneys  for  the  estate  paid  the  taxes  due  but 
filed  a civil  suit  to  obtain  a refund. 

Judge  Doyle  said  the  society’s  activities  in  main- 
taining a medical  library  and  participating  in  such 
things  as  the  polio  immunization  program  and  in 
staff  work  at  Denver  General  Hospital  are  charitable. 
But  some  of  the  society’s  scientific  meetings  deal 
partly  with  socioeconomic  subjects  and  matters  of 
personal  interest  to  physicians,  he  said.  Political 
philosophy  is  sometimes  expressed  in  the  society’s 
educational  materials,  he  added.  It  was  on  the  basis 
of  the  latter  that  he  made  his  ruling.” 

(3)  From  the  Non-Profit  Organization  Tax  Letter, 
January  28,  1966. 

Advertising.  There  is  some  indication  that  the 
IRS  is  no  longer  going  to  propose  a regulation  taxing 
the  paid  advertising  of  exempt  organization  journals 
as  such.  One  of  the  major  problems  here  of  course  is 
whether  or  not  the  paid  advertising  is  a separate 
trade  or  business  under  the  regulations  that  might  be 
issued.  The  Treasury  Department  is  now  ap- 
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parently  considering  the  treating  of  the  entire  pub- 
lication as  an  unrelated  trade  or  business.  In  view 
of  the  history  of  association  publications  it  will  of 
course  be  difficult  for  the  Treasury  to  prevail  on  any 
such  approach  as  this.  We  have  had  no  further 
word  about  the  situation  concerning  the  possible 
taxation  of  receipts  from  technical  exhibit  space  at 
our  annual  convention  (unrelated  business  income). 

Technical  Exhibits  at  the  Convention.  All  our 
available  space — 130  booths  for  the  1966  annual 
convention — has  been  sold.  Of  course,  we  are 
referring  to  the  technical  exhibits.  The  “-yield” 
will  be  $58,790,  as  compared  to  $55,142.50  a 
year  ago. 

Emergencies.  We  are  sure  that  you  will 
agree  that  we  should  congratulate  our  staff 
for  its  great  spirit  of  dedication  and  service 
during  the  two  recent  emergencies  which 
brought  the  people  of  our  City  to  their  knees: 

1.  The  great  “black-out”  of  November  9. 
A number  of  our  employes  were  marooned  and 
they  stayed  in  our  office  all  night,  despite  the 
cold  weather. 

2.  The  transit  strike  which  began  on  New 
Year’s  Day.  The  attempts  of  the  staff  to  get 
to  work  were  heroic — walking,  hitchhiking, 
car  pools,  use  of  own  cars,  taxis,  and  so  forth. 
During  the  last  week  of  this  totally  uncalled-for 
catastrophic  episode,  practically  all  of  our 
people  were  reporting  to  work. 

During  the  emergency  we  established  a one- 
half  hour  lunch  period  and  permitted  the  staff 
to  leave  for  home  at  3 : 00  p.m.  each  day. 

Miscellaneous. 

Fees.  A short  time  ago  we  received  a memo- 
randum from  Mr.  Harry  Albright  of  DeGraff, 
Foy,  Conway  and  Holt-Harris,  legislative 
counsels  for  our  Society,  reporting  on  the  work  of 
a committee  appointed  by  the  State  Budget 
Director  to  study  the  discrepancies  in  fee 
schedules  paid  by  the  various  departments  of 
the  State. 

What  Mr.  Albright  had  to  say  follows: 

As  you  will  recall,  in  December  of  1964,  this  com- 
mittee embarked  upon  a program  to  attempt  to 
bring  up  to  date  the  fee  schedules  paid  to  medical 
consultants  to  the  various  departments  of  the  State. 
In  order  to  press  this  matter,  the  Legislation  Com- 
mittee sponsored  a bill  which  would  have  amended 
the  Mental  Hygiene  Law  by  requiring  the  Depart- 
ment of  Mental  Hygiene  to  establish  a fee  schedule  at 
least  as  high  as  those  paid  for  comparable  services 
pursuant  to  Section  13  of  the  Workmen’s  Compensa- 
tion Law.  At  the  same  time,  we  asked  the  State 
Budget  Director  to  reactivate  a study  group  which 
had  been  previously  formed  to  study  the  discrep- 
ancies in  fee  schedules  paid  between  the  different 
departments  of  the  State.  In  January  of  1965,  Dr. 
Hurd  wrote  to  our  legislative  counsel  that  a com- 
mittee had  been  formed  under  the  chairmanship  of 
Donald  Axelrod  of  his  staff,  which  committee  was 
accumulating  information  for  the  study  group  and 
would  shortly  be  in  touch  with  us.  This  committee 
is  now  composed  of  the  following  members: 

Mr.  David  Schneider,  formerly  of  the  Department 
of  Social  Welfare  and  now  working  closely  with  the 
State  Health  Department;  Phillip  Rooss,  Depart- 
ment of  Social  Welfare,  Medical  Section;  Archibald 
Trooper,  director  of  research  to  the  State  Depart- 
ment of  Insurance;  Edward  R.  Schlesinger,  M.D.,  of 


the  State  Health  Department,  assistant  commissioner 
of  medical  rehabilitation;  Eugene  Wilson,  M.D.,  of 
the  Vocational  Rehabilitation  Service  of  the  State 
Department  of  Education;  Jacob  Schussbank,  direc- 
tor of  the  Claims  Bureau  of  the  Workmen’s  Com- 
pensation Board. 

The  committee  has,  up  to  the  present  time,  held 
two  meetings  and  plans  to  meet  once  again,  on 
November  15. 

The  committee  is  attempting  to  ascertain  (a)  what 
kind  of  schedules  presently  exist,  if  any,  (b)  what 
these  schedules  cover,  and  (c)  what  kind  of  money  is 
spent  and  where.  The  committee  is  also  attempting 
to  establish  uniform  nomenclature  of  the  procedures 
in  question  and  to  review  the  practices  of  other 
states,  those  of  the  Federal  government,  and  how 
schedules  are  established  by  nongovernmental 
agencies.  Finally,  the  committee  is  attempting  to 
determine  whether  a uniform  fee  schedule  is  feasible 
in  all  departments  of  the  State  and  whether  or  not 
there  are  interior  procedures  which  can  be  estab- 
lished which  would  provide  a method  of  automatic 
adjustment  in  the  future. 

What  is  particularly  interesting  from  the  Society’s 
point  of  view  is  that  the  activation  of  this  committee 
was  caused  by  the  State  Medical  Society  at  a time 
when  the  establishment  of  uniform  fee  schedules  by 
the  State  is  of  enormous  significance.  Specifically, 
with  the  advent  of  the  Medicare  program,  it  is  evi- 
dent that  the  Federal  government  must  establish 
criteria  to  determine  the  reasonableness  of  Medicare 
fees.  Because  of  the  variety  of  existing  fee  schedules 
throughout  the  United  States  as  well  as  the  wide  dis- 
parity in  economic  conditions,  it  is  unlikely  that  any 
fee  schedule  can  be  established  on  a nation-wide 
basis.  Accordingly,  fee  schedules  will  of  necessity 
be  established  on  a state-wide  basis.  Thus,  we  now 
have  in  New  York  State  an  existing  governmental 
committee  investigating  this  general  area  and  co- 
operating directly  with  the  Medical  Society  of  the 
State. 

The  scope  of  the  present  program  is  impressive 
even  today.  There  is  in  the  State  budget  better 
than  $2,500,000  of  State  money  paid  to  medical  con- 
sultants. The  State  departments  last  year  paid  out 
to  individual  consultants  as  follows: 

1.  Department  of  Social  Welfare,  annual  budget 
(25  per  cent  State,  25  per  cent  local,  50  per  cent 
Federal)— $6,921,000. 

2.  Department  of  Mental  Hygiene  (principally 
surgical  procedures).  In  view  of  the  present  pro- 
gram of  utilizing  medical  centers  for  most  of  such 
procedures,  we  expect  the  program  to  expand  in 
scope — $ 1 50,000. 

3.  State  Health  Department  (50  per  cent  State, 
50  per  cent  local)  principally  in  the  area  of  the 
medical  rehabilitation  of  youngsters — $1,000,000. 

4.  Department  of  Correction,  paid  out  essentially 
in  same  manner  and  for  same  purposes  as  those  of 
Mental  Hygiene — $70,000. 

5.  Division  of  Youth,  with  no  schedule  of  pay- 
ments— $2 1 ,000. 

6.  Department  of  Education,  vocational  rehabili- 
tation of  older  people — $440,000. 

The  largest  expenditures,  however,  have  been 
made  under  Workmen’s  Compensation  fee  schedules 
with  annual  payments  in  excess  of  $35,000,000.  Al- 
though there  has  been  direct  governmental  inter- 
vention and  control  in  Workmen’s  Compensation, 
the  sources  of  revenue  are  the  contributions  made  by 
insurance  carriers  and  self-insurers  rather  than  the 
direct  payment  by  State,  Federal,  or  local  govern- 
ments. 

The  Budget  Director’s  committee  has  also  under- 
taken to  investigate  the  source  of  power  of  establish- 
ing fee  schedules.  In  some  areas,  there  is  no  direct, 
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clear,  statutory  authority.  For  example,  the  De- 
partment of  Social  Welfare  and  its  commissioner  ap- 
pear to  have  general  authority,  with  the  tacit  ap- 
proval of  the  State  Division  of  the  Budget.  In 
other  areas,  it  is  the  State  Health  Commissioner, 
with  direct  powers  of  budget  approval  or  veto. 
Under  Section  13  of  the  Workmen’s  Compensation 
Law,  the  responsibility  for  payment  of  medical 
expenses  is  established,  and  the  authority  of  the 
chairman  of  the  Board  to  prepare  and  establish  a 
schedule  for  the  State  or  schedules  limited  to  defined 
localities  is  established.  The  Law  provides: 

“Before  preparing  such  schedule  for  the  state  or 
schedules  for  limited  localities  the  chairman  shall 
request  the  president  of  the  Medical  Society  of  the 
State  of  New  York  to  submit  to  him  a report  on 
the  amount  of  remuneration  deemed  by  such 
society  to  be  fair  and  adequate  for  the  types  of 
medical  care  to  be  rendered  under  this  chapter, 
but  consideration  shall  be  given  to  the  view  of 
other  interested  parties.” 

We  commend  the  Medical  Society’s  Legislation 
Committee  for  its  leadership  and  foresight  in  antici- 
pating the  importance  of  fee  schedules  as  guide  lines 
for  expanded  State  and  Federal  programs.  We  feel 
our  efforts  have  struck  a responsive  chord  in  State 
government  through  the  reactivation  of  this  impor- 
tant committee,  which  may  very  well  be  the  pre- 
cursor of  another  committee  charged  with  the  re- 
sponsibility of  establishing  broad  guide  lines  for  fee- 
setting under  the  Medicare  program.  The  Division 
of  the  Budget  has  requested  that  the  president  of  the 
State  Medical  Society  designate  representatives  to 
attend  a meeting  to  be  held  in  the  near  future  to  re- 
view, jointly  with  the  State,  the  Legislation  Com- 
mittee's findings.  We  believe  that  this  is  worthy  of 
the  continued  attention  of  the  Society  if  we  are  to 
effectively  represent  the  views  of  our  members  in 
these  most  critical  days  ahead. 

Our  president  appointed  a committee  to 
meet  jointly  with  the  State  Budget  Director’s 
committee.  These  persons  are  members  of  the 
committee:  William  L.  Wheeler,  Jr.,  M.D., 

New  York,  chairman;  John  H.  Carter,  M.D., 
Albany,  chairman  of  the  Council  Committee  on 
State  Legislation;  George  R.  Denton,  M.D., 
Albany,  chairman  of  the  Council  Committee 
on  Economics;  Carl  F.  Freese,  M.D.,  Hemp- 
stead, chairman  of  the  Council  Committee  on 
Workmen’s  Compensation;  and  the  advisers  are 
Robert  Katz,  M.D.,  director  of  the  Division  of 
Industrial  Health  and  Workmen’s  Compensa- 
tion, and  George  P.  Farrell,  director  of  the 
Division  of  Medical  Care  Insurance. 

We  understand  that  there  has  already  been 
one  meeting  of  this  joint  group. 

Delegates  to  the  State  Society  Convention.  As  a 
result  of  reapportionment,  there  has  been  a 
change  in  the  number  of  Assembly  districts  in 
several  areas  throughout  the  State,  mainly  in 
the  downstate  section. 

Three  county  medical  societies  have  deter- 
mined that  they  are  entitled  to  additional  repre- 
sentation— Queens,  Bronx,  and  Nassau.  They 
have  so  informed  us. 

This  matter  was  considered  by  the  Council, 
and,  as  a result  of  its  deliberations,  we  sent  this 
type  of  communication  to  the  three  county 
medical  societies  concerned:  “The  matter  of 

determining  the  number  of  delegates  to  which  a 
county  medical  society  is  entitled  undoubtedly 


will  be  the  subject  of  discussion  at  the  next 
meeting  of  our  House  of  Delegates. 

“Of  course,  I do  not  decide  policy.  However, 
it  is  my  firm  belief  that  the  Bylaws  ‘miss  the 
boat’  when  they  state  that  the  number  of  dele- 
gates may  be  ascertained  in  one  of  two  ways — by 
Assembly  districts  or  by  number  of  members. 
In  my  opinion,  the  latter  is  the  only  equitable 
procedure.  Be  that  as  it  may,  we  are  enclosing 
herewith  credential  cards  for  the  additional  dele- 
gates. 

“Also,  I must  inform  you  that  the  Council 
has  declared  that  the  question  as  to  whether  the 
additional  men  will  be  seated  in  the  House  will 
be  resolved  by  the  Credentials  Committee  and 
our  counsel.  Naturally,  the  House  will  have  the 
‘final  say.’  ” 

The  Reference  Committee  on  Credentials  will 
meet  at  the  Americana  Hotel  (in  Room  11  of 
the  Vendome  Suite,  third  floor)  on  February  13 
at  2:00  p.m. 

A.M.A.  Appointments.  We  are  happy  to 
announce  that  James  M.  Blake,  M.D.,  has  been 
appointed  to  the  A.M.A.  Council  on  Legislative 
Activities. 

In  addition  to  this  assignment,  we  now  have 
Thurman  B.  Givan,  M.D.,  on  the  A.M.A. 
Council  on  Constitution  and  Bylaws  and  Nor- 
man S.  Moore,  M.D.,  on  the  Council  on  Volun- 
tary Health  Agencies. 

Also,  we  have  submitted  the  names  of  Renato 
J.  Azzari,  M.D.,  as  a nominee  to  the  A.M.A. 
Judicial  Council  and  Waring  Willis,  M.D.,  as  a 
nominee  to  the  Council  on  Medical  Service. 

Other  Appointments.  Your  executive  vice- 
president  has  been  asked  to  serve  as  a member 
of  the  Mayor’s  Task  Force  in  the  Hospital  Area 
(New  York  City). 

In  the  letter  signed  by  the  Hon.  Timothy  W. 
Costello,  Deputy  Mayor,  there  was  the  following 
statement:  “The  purpose  would  be  to  work 

with  the  Commissioner  of  Hospitals  in  exploring 
ways  of  strengthening  the  City’s  hospital  pro- 
gram. The  affiliation  program  has  been  in 
operation  for  some  time  and  has  already  made 
such  improvement  possible;  but  even  good 
things  can  be  examined  for  further  improve- 
ment.” 

The  first  meeting  of  this  group  was  held  on 
December  22,  and  the  second  conference  will 
take  place  on  February  9. 

Other  members  of  the  task  force  are:  Grant 
Adams,  executive  director,  United  Hospital 
Fund;  George  Baehr,  M.D.,  New  York  Board 
of  Hospitals;  Viola  W.  Bernard,  M.D.,  director, 
Division  of  Community  Psychiatry,  Columbia 
University;  Rt.  Rev.  Msgr.  Patrick  J.  Frawley, 
director,  Health  and  Hospital  Services,  Catholic 
Charities;  Jack  Haldeman,  M.D.,  president, 
Hospital  Review  and  Planning  Council  of 
Southern  New  York;  George  Hinder,  M.D.; 
Joseph  C.  Hinsey,  M.D.,  president,  Joint  Board 
of  New  York  Hospitals,  Cornell  Medical  School; 
Jerome  Comet  Klein,  M.D.;  Donald  P.  Louria, 
M.D.,  associate  professor  of  medicine,  Cornell 
Medical  School;  George  Reader,  M.D.,  profes- 
sor of  medicine,  Cornell  Medical  School;  Dick- 
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inson  Richards,  M.D.,  professor  of  medicine 
emeritus,  Columbia  University;  Solomon  Schus- 
sheim,  M.D.;  Lewis  Thomas,  M.D.,  professor 
and  chairman,  Department  of  Medicine,  New 
York  University  School  of  Medicine;  Lester  R. 
Tuchman,  M.D.,  president,  Queens  County 
Medical  Society. 

With  the  approval  of  the  Council,  the  Public 
Health  and  Education  Committee  has  been 
changed  to  the  Commission  on  Public  Health 
and  Education,  and  in  the  future  the  subcom- 
mittees all  will  be  committees.  Also,  we  should 
report  that  the  Subcommittee  on  Addiction  to 
Alcohol  and  Narcotics  has  become  the  Commit- 
tee on  Alcoholism  and  Drug  Abuse. 

Meetings.  Since  our  annual  report  was 
submitted,  we  have  attended  these  “extra- 
ordinary” meetings: 

1.  A conference  on  “pure  waters”  in  Albany, 
November  16.  The  Governor  stressed  the  over- 
whelming approval  by  the  voters  of  the  Pure 
Waters  Bond  Act.  He  stated  that  our  work  in 
this  area  has  just  begun.  He  described  his  pro- 
gram to  a group  consisting  of  governmental, 
business,  labor,  professional,  and  civic-minded 
persons. 

2.  Funeral  services  for  Joseph  A.  Lane, 
M.D.,  in  Rochester,  November  17. 

3.  The  annual  dinner  for  the  Associate 
Editorial  Board  and  section  editors  of  the 
Journal,  at  the  Canadian  Club  in  New  York 
City,  on  the  evening  of  November  17.  The 
guest  speaker  was  John  H.  Talbott,  M.D.,  editor 
of  the  Journal  of  the  American  Medical  Associa- 
tion. 

4.  A meeting  of  the  MSSNY  delegation  to 
the  American  Medical  Association,  at  our  head- 
quarters, on  November  18.  Our  deliberations 
were  concerned  with  the  clinical  convention  to 
be  held  in  Philadelphia. 

5.  The  dinner  for  the  immediate  past-presi- 
dent of  the  Medical  Society  of  the  County  of 
Queens,  at  the  John  F.  Kennedy  Airport,  on 
November  20. 

6.  The  nineteenth  clinical  convention  of  the 
American  Medical  Association,  in  Philadelphia, 
November  28  to  December  1.  A report  of  this 
activity  appears  elsewhere. 

7.  The  1965  Citation  Awards  Luncheon  of 
the  Society  of  Public  Health  Educators,  in  New 
York  City,  on  December  2.  The  SOPHE 
Citations  have  been  established  by  the  Society 
of  Public  Health  Educators  to  honor  those  who 
are  making  outstanding  personal  contributions 
to  the  health  education  of  the  public.  The  two 
honored  at  this  affair  were  Benjamin  M.  Spock, 
M.D.,  professor  of  child  development,  Western 
Reserve  University  School  of  Medicine,  and 
Mr.  Sol  S.  Lifson,  director  of  education  and 
public  relations,  National  Tuberculosis  Associa- 
tion. The  annual  Mona  B.  Sheckman  lecture 
on  “School  Health  Education:  A Conceptual 
Approach”  was  delivered  by  Herman  E.  Hille- 
boe,  M.D. 

8.  A meeting  of  the  A.M.A.  Committee  on 
Alcoholism  and  Addiction,  in  New  York  City, 
on  December  2.  Plans  for  a conference  on 


narcotic  addiction,  during  the  latter  part  of 
1966,  were  considered. 

9.  The  past-president’s  dinner  of  the  Genesee 
County  Medical  Society,  in  Batavia,  on  Decem- 
ber 4.  Twenty-five  living  past-presidents  were 
honored.  A special  tribute  and  award  were 
given  to  Joseph  Tennenberg,  M.D.,  who  re- 
cently has  completed  a quarter  of  a century  of 
devoted  and  meritorious  service  to  the  doctors 
and  the  people  of  that  area.  Your  executive 
vice-president  presented  greetings  from  the 
State  Medical  Society  and  our  president  deliv- 
ered an  address  on  the  important  medical  prob- 
lems which  we  face  today.  We  were  treated 
royally  and  the  hospitality  was  grand. 

10.  The  first  annual  meeting  of  the  .Policy 
Advisory  Committee  of  the  Rose  FitzGerald 
Kennedy  Center  for  Research  in  Mental  Retar- 
dation and  Human  Development,  at  the  Albert 
Einstein  College  of  Medicine,  in  the  Bronx,  on 
December  7.  Your  executive  vice-president  has 
been  asked  to  serve  on  this  committee. 

11.  The  third  annual  convention  of  the  New 
York  State  Association  of  the  Professions,  in 
New  York  City,  on  December  8. 

12.  The  Ed  Joyce  Program  on  CBS  Radio, 
in  New  York  City,  on  December  13.  We  dis- 
cussed quackery. 

13.  The  Christmas  party  of  the  New  York 
Society  Executives  Association,  in  New  York 
City,  on  December  14. 

14.  A luncheon  to  salute  Royal  W.  Ryan,  in 
New  York  City,  on  December  15.  Mr.  Ryan 
has  retired  as  the  head  of  the  New  York  City 
Convention  and  Visitors  Bureau.  He  was  al- 
ways of  inestimable  value  to  us  in  the  planning 
of  our  own  conventions  and  in  our  visits  to  the 
annual  meetings  of  the  American  Medical 
Association,  no  matter  where  they  were  held. 

15.  The  New  York  University  School  of 
Medicine  Honors  Program  Lecture,  on  the 
History  of  Forensic  Medicine,  delivered  by  John 
D.  J.  Havard,  M.A.,  M.D.,  LL.B.,  Under 
Secretary  of  the  British  Medical  Association, 
in  New  York  City,  on  the  afternoon  of  December 
15. 

16.  A conference,  sponsored  by  the  State 
Charities  Aid  Association,  to  discuss  implemen- 
tation of  Title  19  of  the  1965  Social  Security 
Act.  This  meeting  was  held  in  New  York  City, 
December  17. 

17.  A general  public  meeting  to  review  “area 
problems”  with  emphasis  on  job  and  commerce, 
called  by  Governor  Rockefeller.  It  was  held  in 
Queens  County  on  the  morning  of  December  20. 
Mr.  Rockefeller  invited  your  executive  vice- 
president  to  be  present. 

18.  The  annual  Christmas  supper  party  of 
the  staff  of  the  State  Society,  at  our  headquar- 
ters, on  the  evening  of  December  20. 

19.  A meeting  of  the  New  York  State 
Committee  on  Heart  Disease,  Cancer,  and  Stroke 
Program,  at  the  headquarters  of  the  MSSNY, 
on  December  22.  This  committee  consists  of 
representatives  of  the  ten  medical  schools  in 
New  York  State,  the  New  York  State  Heart 
Assembly,  the  New  York  State  Heart  Associa- 
tion, the  New  York  State  Division  of  the  Amer- 
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ican  Cancer  Society,  the  New  York  City  Divi- 
sion of  the  American  Cancer  Society,  the  Hos- 
pital Association  of  New  York  State,  the  Greater 
New  York  Hospital  Association,  the  New  York 
State  Osteopathic  Society,  the  Memorial  Hos- 
pital of  New  York  City,  the  Roswell  Park 
Memorial  Institute  of  Buffalo,  the  State  Hos- 
pital Review  and  Planning  Council,  the  Hospital 
Review  and  Planning  Council  of  Southern  New 
York,  the  New  York  City  Department  of 
Health,  city,  county  and  district  health  officers, 
the  Regional  Office  of  the  Public  Health  Service, 
the  New  York  State  Department  of  Health  and, 
of  course,  the  Medical  Society  of  the  State  of 
New  York. 

20.  A meeting  of  the  Post-Hospital  Care 
Committee  of  the  Hospital  Review  and  Planning 
Council  of  Southern  New  York,  in  New  York 
City,  on  the  morning  of  January  14.  This  con- 
ference was  called  for  the  purpose  of  considering 
recommendations  on  steps  to  be  taken  by  the 
Council  and  by  other  responsible  agencies  in 
gearing  home  care  and  nursing  home  services  to 
the  needs  of  Medicare. 

21.  A National  Conference  on  Federal  Med- 
ical Assistance  Programs,  sponsored  by  the 
Council  on  Legislative  Activities  and  the  Council 
on  Medical  Service  of  the  American  Medical 
Association,  in  Chicago,  January  20  and  21. 
This  meeting  actually  was  concerned  with  Title 
19  of  P.L.  89-97.  Speakers  included  James 
Z.  Appel,  M.D.,  president  of  the  American 
Medical  Association,  Philip  R.  Lee,  M.D., 
assistant  secretary  of  the  Department  of  Health, 
Education,  and  Welfare;  representatives  of  the 
Welfare  Administration  of  the  Federal  govern- 
ment; officials  of  a number  of  state  departments 
of  social  welfare;  and  others. 

The  main  subjects  presented  were:  Inter- 

relationships of  Federal  Medical  Programs; 
Responsibility  and  Objectives  of  the  Welfare 
Administration;  Eligibility  and  Services,  Title 
19;  Administration  and  Implementation,  Title 
19;  Medical  Care  for  Children,  P.L.  89-97; 
and  Medical  Aspects  of  the  Economic  Opportu- 
nity Act. 

We  believe  that  you  will  be  interested  in  the 
following  editorial,  “Helping  Those  Who  Need 
Help,”  which  appeared  in  the  January  10  issue 
of  the  Journal  of  the  American  Medical  Associa- 
tion: 

The  “medicare”  portion  (title  18)  of  Public  Law 
89-97  has  been  publicized  as  the  program  which 
inaugurates  social  security  financed,  federally  ad- 
ministered health  care  for  the  aged.  However,  in 
the  opinion  of  many  knowledgeable  individuals,  title 
19  of  this  law,  pertaining  to  the  provision  of 
medical  care  for  the  needy,  may  have  a greater 
eventual  impact  on  the  medical  profession  and  the 
rendering  of  health  care. 

The  new  title  19  Medical  Assistance  program 
described  in  detail  in  this  issue  of  The  Journal  has  as 
its  goal  by  1975  a program  in  which  each  state  will 
assist  those  individuals  in  the  state,  of  any  age,  who 
need  help  in  defraying  necessary  medical  expenses. 

In  many  ways,  title  19  follows  recommenda- 
tions of  the  American  Medical  Association  as  a 
method  to  be  used  by  the  government  in  assisting 
the  financing  of  health  care  for  the  needy.  Federal 
funds  are  involved  in  a program  that  broadly  fol- 


lows a formula  of  federal  and  state  matching  funds 
administered  through  state  agencies.  Each  state 
develops  its  own  criteria  of  need  which  take  into 
account  individual  state  variations  created  by  geog- 
raphy, population,  and  other  factors.  State  assistance 
is  to  be  granted  not  on  attainment  of  arbitrarily  de- 
cided age  level  but  on  a reasonable  evaluation  of 
each  individual’s  needs. 

The  enactment  of  this  portion  of  the  law  was  sup- 
ported by  the  AMA  in  its  testimony  before  the 
Senate  Finance  Committee  on  H.R.  6675  in  May 
1965,  and  at  that  time  several  important  suggested 
changes  were  incorporated  into  the  bill.  It  is  to  be 
hoped  that  other  suggestions  of  the  AMA  will  be 
incorporated  into  regulations  which  are  currently 
being  developed  by  the  Department  of  Health, 
Education,  and  Welfare.  The  need  for  close  liaison 
between  the  federal  government  and  organized 
medicine  in  developing  any  federally  subsidized 
health  programs  seems  evident. 

The  medical  profession  supports  locally  adminis- 
tered programs  to  provide  assistance  to  those  who 
are  unable  to  finance  medical  and  related  services. 
Title  19,  while  fraught  with  many  difficulties,  may 
be  a solution  to  this  most  complex  problem  of 
financing  health  care  for  the  needy.  One  major  fac- 
tor in  the  success  or  failure  of  this  program  will  be 
government  acceptance  and  use  of  advice  and  guid- 
ance from  the  medical  profession  and  others.  The 
implementation  and  results  of  this  program  will  be 
most  important  in  projecting  health  care  planning. 

This  speaks  for  itself. 

Also,  we  feel  that  you  should  read  a staff 
report  of  the  Department  of  Governmental 
Medical  Services,  which  is  concerned  with  Title 
19:  Medical  Assistance.  This  report  is  at- 

tached herewith.* 

22.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  on  January  21.  Again, 
the  chiropractor  dilemma  was  evaluated.  Plans 
were  projected  for  the  Third  National  Congress 
on  Medical  Quackery  scheduled  for  Chicago 
during  the  first  week  of  October. 

23.  A meeting  with  Governor  Rockefeller, 
at  his  New  York  City  office,  on  January  28,  to 
discuss  1966  public  health  and  medical  legisla- 
tion. The  Governor  was  very  gracious  and 
gave  us  almost  two  hours  of  his  time.  The 
keynote  of  this  conference  was  harmony. 

Also  present  were:  Hollis  Ingraham,  M.D., 
Waring  Willis,  M.D.,  John  Carter,  M.D., 
George  W.  Foy,  Esq.  (our  legislative  analyst 
from  Albany),  Andrew  Fleck,  M.D.  (Deputy 
Commissioner  of  Health),  William  J.  Ronan 
(secretary  to  the  Governor),  and  Robert  Doug- 
lass (Governor’s  counsel) . 

24.  The  annual  dinner  of  the  Public  Health 
Committee  of  the  New  York  Academy  of  Medi- 
cine, in  New  York  City,  on  January  31. 

25.  A meeting  of  the  New  York  State  Com- 

mittee on  Heart  Disease,  Cancer,  and  Stroke 
Program,  in  Albany,  on  February  1.  The 
agenda  included:  (1)  Present  Status  of  Re- 

gional Medical  Programs,  (2)  Review  of  a Draft 
of  Proposed  Applications  for  State  Planning 
Grant.  . 

26.  Governor  Rockefeller’s  “health  meeting,” 
in  Albany,  on  February  1.  The  Governor  de- 

* Copies  available  at  MSSNY  headquarters,  750  Third 
Avenue,  New  York,  New  York  10017. 
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scribed  his  health  plans  for  the  State.  Other 
speakers  were:  Hollis  Ingraham,  M.D.; 

Waring  Willis,  M.D.;  George  K.  Wyman 
(Commissioner  of  Social  Welfare);  Alan  D. 
Miller,  M.D.  (newly  appointed  Commissioner  of 
Mental  Hygiene);  Dr.  Samuel  B.  Gould  (pres- 
ident, State  University  of  New  York);  J. 
Douglas  Colman  (president,  Associated  Hospital 
Service  of  New  York);  H.  Houston  Merritt, 
M.D.  (dean,  Columbia  University  College  of 
Physicians  and  Surgeons);  Dr.  Harold  C. 
Wiggers  (Dean,  Albany  Medical  College). 

27.  A meeting  with  our  legislative  analyst, 
in  Albany,  February  2. 

28.  A meeting  of  the  board  of  directors  of 
the  National  Tuberculosis  Association,  in  New 
York  City,  on  February  4. 

29.  A reception  and  luncheon,  sponsored  by 
the  Bank  of  New  York,  in  New  York  City,  on 
February  5.  Representatives  of  many  profes- 
sional and  business  associations,  from  the  entire 
country,  attended.  We  might  mention  that  the 
Bank  of  New  York  is  the  oldest  one  of  its  kind 
in  New  York  City,  having  been  founded  by 
Alexander  Hamilton  in  1784. 


Acknowledgment.  Again,  your  executive 
vice-president  wishes  to  thank  all  who  have 
advised  and  helped  in  the  past  year. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

EXHIBIT  A 

New  York  Law  Journal, 

Wednesday,  December  1,  1965 

MATTER  OF  KURK,  pet-res  (Medical  Society  of 
the  County  of  Queens,  Inc.,  ap) — In  a proceeding  under 
article  78  of  the  CPLR  to  review  the  denial  by  the 
Medical  Society  of  the  County  of  Queens,  Inc.,  of  an 
application  by  petitioner  for  admission  to  membership 
on  the  ground  that  he  did  not  qualify  in  that  he  had 
not  completed  a four-year  course  in  a college  of  medi- 
cine, the  society  appeals  from  a judgment  of  the 
Supreme  Court,  Queens  County,  entered  July  6,  1965, 
which  (a)  granted  the  application  and  ( b ) directed  it 
forthwith  to  admit  petitioner  to  membership. 

Judgment  reversed  on  the  law  with  costs,  and 
application  denied.  No  questions  of  fact  were  con- 
sidered. 

It  is  expressly  provided  by  statute  (Membership  Cor- 
porations Law,  sec.  173)  that,  in  so  far  as  pertinent 
appellant  may  make  such  rules  and  regulations  as  it 
deems  fit,  provided  they  are  not  inconsistent  with  the 
laws  of  the  state.  The  prerequisite  to  membership  of 
four  academic  years  of  study  in  a college  of  medicine  is 
not  only  consistent  but  is  in  accordance  with  the  laws 
of  the  state.  Throughout  article  131  of  the  Education 
Law  the  distinction  between  osteopaths  and  medical 
doctors  is  recognized  and  implemented.  Osteopathy  is 
“A  system  of  therapy  in  which  diseases  are  treated  by 
manipulating  the  bones  and  by  other  manual  manipula- 
tions intended  to  restore  the  deranged  mechanism  of 
the  body.  The  official  definition  of  osteopathy  adopted 
by  the  American  Osteopathic  Association  is:  ‘That 

system  of  the  healing  art  which  places  the  chief  empha- 
sis on  the  structural  integrity  of  the  body  mechanism, 


as  being  the  most  important  single  factor  to  maintain 
the  well-being  of  the  organism  in  health  and  disease.’  ” 
{Borland.,  The  American  Illustrated  Medical  Dictionary. 
20th  ed .)  The  concept  of  manipulation  of  bone  struc- 
ture as  important,  if  not  primary,  therapy  came  from 
one  Andrew  Taylor  Still.  It  is  undenied  here  that 
there  is  contained  in  the  Osteopathic  Oath  the  follow- 
ing: “I  will  be  ever  alert  to  further  the  application  of 
basic  biologic  truths  to  the  healing  arts  and  to  develop 
the  principles  of  osteopathy  which  were  first  enunciated 
by  Andrew  Taylor  Still.” 

It  is  within  the  province  of  the  state  to  approve  as 
satisfactory  a school  of  osteopathy  to  the  end  that, 
upon  graduation  therefrom,  an  applicant  will  receive  in 
this  state  a “D.O.”  degree  or  license  (Education  Law, 
sec.  6512,  subd.  3).  Such  a school  might  not  be  deemed 
satisfactory  as  a college  of  medicine  leading  on  gradua- 
tion to  an  M.D.  license,  or  vice  versa.  The  differing 
licenses  serve  to  apprise  the  public  of  the  differing 
training  of  the  licensee. 

The  petitioner  is  an  osteopath,  who  is  a graduate  of  a 
school  of  osteopathy.  He  has  received,  therefore,  a 
“D.O.”  license,  which  is  all  that  he  is  entitled  to.  The 
issuance  to  him  of  an  M.D.  license  may  possibly  be 
attributed  to  the  fact  that  a mistake  was  made  in 
accrediting  his  representation  that  he  had  a medical 
degree  from  a purported  California  college  of  medicine. 
It  is  undisputed  that  he  received  the  medical  degree 
either  by  mail  or  in  person  without  ever  having  at- 
tended the  purported  college. 

The  members  of  the  appellant  are  practitioners  who 
have  graduated  from  medical  college.  It  is  a medical 
society.  They  have  every  right  to  maintain  it  as  such 
(Hayman  v.  Galveston,  273  U.S.  414;  Van  Campen  v. 
Olcan  General  Hospital,  210  App.  Div.  204,  affd.  239 
N.Y.  615),  unless  the  appellant  is  a party  to  a monopoly, 
and  economic  necessity  was  visited  upon  petitioner  so 
as  to  require  membership  in  the  medical  society  (Matter 
of  Salter  v.  Psychological  Association,  14  N.Y.  2d  100, 
106,  107).  There  is  no  allegation  of  monopoly.  It  is 
alleged  in  the  petition  that  admission  is  sought  to  en- 
able petitioner,  in  turn,  to  qualify  for  privileges  at  the 
hospital  nearest  his  office  in  Queens  County.  He  does 
not  deny  that  there  are  numerous  other  hospitals  in  the 
county  which  do  not  require  graduation  from  medical 
school  as  a prerequisite;  nor  that  an  available  osteo- 
pathic hospital  exists  in  the  City  of  New  York  near  the 
Queens  County  border  as  well  as  one  in  mid-Man- 
hattan. His  allegation  that  denial  of  admission  to 
appellant  society  will  cause  economic  hardship  is 
merely  a conclusory  one.  He  has  been  practicing  at 
the  named  location  in  Queens  County  since  about 
September,  1961. 

Beldock,  P.  J.,  Ughetta,  Christ,  Hill,  J.  J.,  concur. 

Hopkins,  J.,  concurs  in  the  reversal,  but  votes  to 
direct  a trial  of  the  issues,  with  the  following  memoran- 
dum : 

In  my  opinion,  the  petition  states  a cause  of  action 
(Falcone  v.  Middlesex  County  Medical  Society,  34  N.  J. 
582;  Greisman  v.  Newcomb  Hospital,  40  N.  J.  389; 
note,  63  Yale  L.  Journal  937,  948,  950-953,  967). 
However,  questions  of  fact  were  raised  in  the  answer 
and  the  affidavits  before  the  court  which  require  a trial 
(CPLR  7803  (h)).  Those  questions  of  fact  are:  (1) 
whether  the  petitioner  is  under  economic  stress  and 
materially  damaged  in  the  pursuit  of  his  profession, 
considering  the  identity  and  location  of  hospitals  willing 
to  permit  petitioner  to  practice  therein ; (2)  whether  the 
petitioner  is  recognized  as  the  holder  of  an  M.D.  degree 
by  the  Board  of  Regents  under  its  regulations.  If 
either  issue  of  fact  is  determined  favorably  to  the  peti- 
tioner, he  is  entitled  to  relief  under  the  first  issue  as  a 
matter  of  constitutional  right  (Constitution,  Arts.  1, 
1 1),  and  under  the  second  issue  as  a matter  of  statutory 
right  and  qualification  under  the  respondent’s  bylaws 
(Membership  Corporation  Law,  secs.  170,  173). 
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EXHIBIT  B 

SUPREME  COURT  OF  THE  STATE  OF  NEW 
YORK  COUNTY  OF  ALBANY 


NEW  YORK  STATE  OSTEOPATHIC  SOCIETY, 
INC., 

Petitioner 

— against — 

JAMES  E.  ALLION,  JR.,  as  Commissioner  of  Educa- 
tion, and  as  Chief  Administrative  Officer  of  the  Educa- 
tion Department  of  the  State  of  New  York,  and  the 
BOARD  OF  REGENTS  OF  THE  UNIVERSITY  OF 
THE  STATE  OF  NEW  YORK, 

Respondents. 


MEMORANDUM  OF  LAW  SUBMITTED  IN 
SUPPORT  OF  PETITION 
STATEMENT 

In  March,  1961,  the  California  Medical  Association 
and  the  California  Osteopathic  Association  signed  a 
contract  of  unification  to  effect  the  merger  of  the 
osteopathic  and  allopathic  branches  of  the  medical 
profession  in  the  State  of  California.  The  execution 
of  said  agreement  was  ratified  by  the  House  of  Dele- 
gates of  both  bodies  in  May,  1961.  Said  merger  agree- 
ment provided,  inter  alia: 

1.  That  the  California  Osteopathic  Association 
would  merge  into  the  California  Medical  Association; 

2.  That  the  College  of  Osteopathic  Physicians  and 
Surgeons  (hereinafter  called  “COP&S”)  would  change 
its  name  to  California  College  of  Medicine  (hereinafter 
called  “CCM”)  so  as  to  remove  any  reference  to  oste- 
opathy and  would  be  converted  from  a school  of  osteo- 
pathic medicine  to  a school  of  allopathic  medicine; 

.'1.  That  the  converted  COP&S  would  thereupon,  on 
application,  issue  “M.D.  degrees”  to  all  osteopathic 
physicians  and  surgeons  theretofore  licensed  to  practice 
as  such  by  the  State  of  California. 

4.  That  California-licensed  osteopathic  physicians 
would  thereafter  be  required  to  choose  whether  to  prac- 
tice under  their  original  D.O.  registration  or  to  abandon 
it  and  practice  under  the  M.D.  registration  which  they 
would  obtain  after  receiving  the  “M.D.  degree”  from 
the  newly  created  CCM; 

5.  That  no  new  osteopathic  licenses  or  D.O.  regis- 
trations would  be  issued  in  California;  and 

6.  That  the  Legislature  of  the  State  of  California 
would  enact  appropriate  legislation  to  accomplish  the 
foregoing  and  the  merger  would  be  subject  to  approval 
by  the  people  of  the  State  of  California  at  an  initiative 
election. 

On  April  24,  1962,  the  California  Legislature  enacted 
appropriate  legislation  to  fulfill  the  terms  and  pro- 
visions of  the  foregoing  merger  agreement.  Said 
legislation  was  approved  by  the  California  electorate 
at  a referendum  held  on  November  6,  1962. 

Thereafter,  the  California  Osteopathic  Association 
invited  all  of  its  members  to  submit  to  CCM  a request 
for  an  application  for  its  newly-created  “M.D.  degree.” 
CCM  requested  applicants  to  remit  $40.00  with  their 
completed  applications  to  cover  the  cost  of  registration 
and  “evaluation.” 

The  application  form  for  the  CCM  “M.D.  degree” 
required,  inter  alia,  information  relating  to  the  appli- 
cant’s preliminary  and  osteopathic  education,  his 
internship  and  residency,  professional  references  and 
any  published  articles,  together  with  a notarized 
photostat  of  his  California  license  as  a physician  and 
surgeon. 

The  completion  of  the  application  by  a California 
D.O.  licensee  and  the  payment  of  $65.00  in  fees  (an 
additional  $25.00  was  demanded  to  cover  “graduation” 
costs)  were  the  sole  prerequisites  for  obtaining  the 
“M.D.  degree.”  The  limited  “evaluation”  of  an 
applicant  was  conducted  by  an  Admissions  and  Creden- 


tials Committee  which  was  composed  entirely  of 
California-licensed  D.O.  graduates  of  schools  of  oste- 
opathy and  members  of  the  faculty  of  the  former 
COP&S,  all  of  whom  had  themselves  received  an 
“M.D.  degree”  from  CCM  pursuant  to  the  aforesaid 
merger  agreement. 

CCM  did  not  require  applicants  for  its  newly  created 
“M.D.  degree”  to  pursue  in  course  any  further  program 
of  academic  study,  either  in  allopathic  medicine  or  in 
any  area  of  the  healing  arts.  CCM  did  not  require 
said  applicants  to  attend  any  lectures,  to  participate  in 
any  laboratory  training  or  to  reside  at  CCM  for  any 
purpose.  CCM  gave  no  examinations  to  said  appli- 
cants and  did  not  require  the  submission  by  them  of 
any  written  work. 

Upon  “approval”  of  an  application  and  receipt  of 
the  requisite  fees,  CCM  granted  to  said  applicants  its 
“degree  of  Doctor  of  Medicine.” 

Among  the  recipients  of  this  CCM  “M.D.  degree” 
were  graduates  of  schools  of  osteopathy  who  held  New 
York  physician’s  and  surgeon’s  licenses  with  the  D.O. 
inscription.  Each  had  previously  received  his  profes- 
sional preparation  only  in  osteopathic  medicine.  Each 
had  pursued  an  academic  course  of  study,  attended  lec- 
tures, received  laboratory  training  and  taken  examina- 
tions for  his  D.O.  degree  only  at  a school  of  osteopathic 
medicine. 

After  obtaining  the  “M.D.  degree”  from  CCM,  New 
York-licensed  D.O.’s  submitted  their  physician’s  and 
surgeon’s  licenses  and  the  CCM  “M.D.  diploma”  to 
respondents  and  requested  them  to  add  the  “M.D.” 
inscription  to  said  licenses  and  to  register  them  on  the 
records  of  registration  of  New  York  M.D.’s.  They  did 
not  submit  to  respondents  any  other  evidence  of  the 
preliminary  and  professional  education  required  by 
New  York’s  licensing  statute  for  the  “M.D.”  inscrip- 
tion. 

Upon  receipt  of  said  documents,  respondents  added 
the  “M.D.”  inscription  to  each  license  and  registered 
each  theretofore  registered  D.O.  in  the  books  of  regis- 
tration for  New  York  M.D.’s.  Respondents  thereupon 
returned  to  each  the  license  bearing  his  name,  followed 
by  the  inscriptions  “D.O.,  M.D.” 

On  July  19,  1965,  petitioner  made  demand  by  letter 
on  respondents  inter  alia,  to  revoke  and  rescind  the 
“M.D.”  inscriptions  thus  granted,  to  remove  reference 
to  such  “M.D.”  inscriptions  from  the  records  of  regis- 
tration of  New  York  M.D.  physicians  and  to  refrain 
from  acting  in  such  manner  in  the  future. 

This  demand  was  acknowledged  and  refused  by 
respondents  on  July  26,  1965  by  a letter  from  their 
counsel.  Petitioner  has  therefore  instituted  the  within 
action  to  obtain  appropriate  relief. 

POINTS  AND  AUTHORITIES 

I 

THE  NEW  YORK  EDUCATION  LAW  EXPRESSLY 
RECOGNIZES  AND  MAINTAINS  DISTINCTION 
BETWEEN  OSTEOPATHIC  AND  ALLOPATHIC 
MEDICINE  AND  IMPOSES  DIFFERENT  SUB- 
STANTIVE REQUIREMENTS  FOR  THE  GRANT- 
ING OF  THE  D.O.  AND  M.D.  LICENSE  IN- 
SCRIPTIONS 

The  issuance  of  licenses  for  permission  to  practice 
medicine  and  surgery  in  New  York  is  governed  ex- 
clusively by  Title  VIII,  Article  131,  of  the  Education 
Law  (If If 6501  et  seq). 

These  sections,  many  of  which  were  amended  as 
recently  as  1961,  evidence  the  clear  intention  of  our 
Legislature  to  maintain  and  continue  an  express  dis- 
tinction between  allopathic  and  osteopathic  medicine 
and  between  the  Doctor  of  Medicine  and  the  Doctor  of 
Osteopathy. 

The  licensing  statute  recognizes  the  historical  di- 
chotomy between  allopathic  and  osteopathic  schools  of 
medicine  which  represent  different  approaches  to  the 
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art  and  practice  of  healing,  are  taught  in  separate 
schools,  and  have  their  own  professional  associations  to 
promulgate  high  standards  and  codes  of  ethics  and 
regulations  for  their  enforcement. 

The  title  of  Article  131,  “MEDICINE;  OSTEOP- 
ATHY; PHYSIOTHERAPY”  immediately  delineates 
three  distinct  areas  of  related  professional  practice. 
The  separate  classifications  of  “medicine”  and  “osteop- 
athy,” denoting  physicians  and  surgeons,  are  scrupu- 
lously n reserved  throughout  the  licensing  statute. 

Section  6512(3)  specifically  requires  respondents  to 
indicate  the  inscription  “D.O.”  on  the  licenses  of 
graduates  of  colleges  of  osteopathy.  Although  the 
Legislature  amended  this  section  in  1961,  it  signif- 
icantly continued  and  reiterated  the  requirement  for 
the  separate  identification  of  New  York  licensed 
physicians  and  surgeons  who  received  their  education 
and  training  in  osteopathic  medicine,  stating: 

“Graduates  of  colleges  of  osteopathy  registered  by 
the  New  York  State  education  department  who  pass 
the  medical  licensing  examination  of  the  state  of 
New  York  shall  be  issued  a license  to  practice  medi- 
cine and  surgery.  A license  so  issued  shall  contain 
thereon,  following  the  name  of  the  licensee,  the 
letters  D.O.  Licenses  heretofore  issued  to  osteo- 
pathic physicians  with  limitations  under  prior  stat- 
utes shall  remain  in  force  with  such  limitations  con- 
tinuing.” 

Section  6509  requires  and  directs  respondents  to 
issue  to  each  successful  applicant  “a  license  to  practice 
according  to  the  qualification  of  the  applicant."  (Empha- 
sis added)  Indeed,  the  licensing  statute  specifically 
prescribes  separate  and  different  prerequisites  which  an 
applicant  must  fulfill  to  obtain  the  “M.D.”  inscription 
as  contrasted  with  the  “D.O.”  inscription,  although 
each  successful  applicant  is  granted  a license  to  prac- 
tice as  a physician  and  surgeon. 

Before  respondents  are  permitted  to  inscribe  an 
“M.D.”  designation  on  a license,  an  applicant  must 
furnish  evidence  of  the  following: 

(1)  “the  preliminary  general  education  required  by 
the  rules  of  the  department”  (1J6506(3)) ; 

(2)  “not  less  than  four  satisfactory  courses  of  at  least 
eight  months  each  in  a medical  school  in  this  country  or 
Canada  registered  as  maintaining  at  the  time  a stand- 
ard satisfactory  to  the  department”  (1f6506(4));  and 

(3)  “the  degree  of  bachelor  or  doctor  of  medicine 
from  a medical  school  in  this  country  or  Canada” 
(16506(5)). 

Section  6512  (3)  requires  respondents  to  issue  “D.O.” 
inscriptions  only  to  applicants  who  furnish  evidence  of 
the  following: 

(1)  “the  general  education  required  by  the  rules  of 
the  department  preliminary  to  receiving  the  degree  of 
doctor  of  osteopathy”  (16506(3)); 

(2)  “not  less  than  four  satisfactory  courses  and  not 
less  than  eight  months  each  in  a college  (of  osteopathy) 
maintaining  at  the  time  a standard  satisfactory  to  the 
department”  (16506(6));  and 

(3)  “the  degree  of  doctor  of  osteopathy”  (16506(3)). 
The  New  York  Education  Law  imposes  a vital  duty 

on  respondents  to  inscribe  the  license  of  each  applicant 
according  to  his  statutory  qualifications  and  prohibits 
them  from  granting  either  the  “M.D.”  or  “D.O.” 
inscription  to  any  applicant  who  has  not  fulfilled  the 
express  statutory  requirements  therefor. 

II 

RESPONDENTS  ACTED  IN  EXCESS  AND  VIOLA- 
TION OF  THEIR  STATUTORY  AUTHORITY  IN 
GRANTING  “M.D.”  INSCRIPTIONS  TO  CCM 
“M.D.  DEGREE”  RECIPIENTS  WHO  FAILED  TO 
FULFILL  THE  STATUTORY  PREREQUISITES 
ENTITLING  THEM  TO  AN  “M.D.”  INSCRIP- 
TION 

(a)  Recipients  of  the  CCM  “M.D.  degree”  at 


issue  herein  failed  to  submit  evidence  of  fulfillment 
of  the  preliminary  and  medical  school  education 
statutorily  required  for  the  “M.D.”  inscription. 
Before  an  applicant  may  obtain  an  “M.D.”  inscrip- 
tion on  his  New  York  physician’s  and  surgeon’s 
license,  the  Education  Law  requires  that  he  must, 
inter  alia,  submit  evidence  that  he  has  completed  the 
preliminary  “general  education”  required  by  the  rules 
of  the  Department  (16506(3))  and  “not  less  than  four 
satisfactory  courses  of  at  least  eight  months  each  in  a 
medical  school”  (16506(4)). 

In  obtaining  the  additional  “M.D.”  inscription  from 
respondents,  the  recipients  of  the  CCM  “M.D.  degree” 
submitted  only  their  New  York  licenses,  with  the 
"D.O.”  inscription,  and  their  CCM  “M.D.  diplomas.” 
No  other  evidence  of  completion  of  the  preliminary  and 
medical  school  education  required  by  the  licensing  statute 
was  submitted  to  respondents. 

Each  recipient  had  been  previously  licensed  in  New 
York  by  respondents  and  their  predecessors  as  a 
physician  arid  surgeon  with  the  “D.O.”  inscription 
solely  on  the  basis  of  his  osteopathic  education  and 
training.  The  failure  to  present  any  new  evidence  of 
fulfillment  of  the  separate  educational  prerequisites  for 
the  “M.D.”  inscription  is  a fatal  defect  which  pro- 
hibited respondents  from  granting  such  inscription. 

To  hold  otherwise  would  render  meaningless  criteria 
enunciated  in  the  licensing  statute  and  would  severely 
undermine  the  legislative  scheme  which  establishes  and 
maintains  separate  and  distinct  educational  require- 
ments to  obtain  the  “M.D.”  and  “D.O.”  inscriptions. 
(5)  The  CCM  “M.D.  degree”  violates  the  express 
prohibitions  of  16511  and  therefore  fails  to  satisfy 
the  degree  requirement  of  16506  (5). 

In  16511,  the  Legislature  has  emphasized  that 
recognition  may  not  be  accorded  to  any  unearned 
degree : 

“.  . . No  diploma  or  license  conferred  on  a person 
not  actually  in  attendance  at  the  lectures,  instruc- 
tion and  examinations  of  the  school  conferring  the 
same,  . . . shall  be  lawful  authority  to  practice  medi- 
cine, nor  shall  the  degree  of  doctor  of  medicine  be 
conferred  causa  honoris  or  ad  eundem  nor  if  pre- 
viously conferred  shall  it  be  a qualification  for  such 
practice.” 

The  CCM  “M.D.  degree,”  on  which  respondents 
solely  relied  in  granting  the  additional  “M.D.”  in- 
scription, is  precisely  the  kind  of  degree  prohibited  by 
16511.  It  was  one  of  the  peculiar  by-products  of  a 
plan  of  unification  to  effect  the  merger  and  amalgama- 
tion of  the  allopathic  and  osteopathic  branches  of  the 
medical  profession  in  the  State  of  California. 

Pursuant  to  said  scheme,  COP&S,  a school  of  osteo- 
pathic medicine,  changed  its  name  to  CCM  and  con- 
verted to  a school  of  allopathic  medicine.  Thereafter, 
on  application,  it  issued  “M.D.  degrees”  to  all  osteo- 
pathic physicians  and  surgeons  theretofore  licensed  to 
practice  as  such  in  California. 

Many  New  York-licensed  D.O.’s  who  possessed  a 
California  osteopathic  license  and  were  therefore  auto- 
matically eligible  for  the  CCM  “M.D.  degree”  duly 
submitted  their  California  license,  an  application  form 
and  the  requisite  $40.00  to  cover  the  cost  of  “evalua- 
tion” and  “registration.” 

CCM  did  not  require  applicants  for  its  new  “M.D. 
degree”  to  pursue  in  course  any  program  of  academic 
study  in  allopathic  medicine.  It  did  not  require  them 
to  attend  any  lectures  at  CCM.  It  did  not  require 
them  to  participate  in  any  laboratory  training  at  CCM. 
It  did  not  require  them  to  submit  to  written  or  oral 
examinations  at  CCM.  In  short,  CCM  did  not  de- 
mand any  of  the  ordinary  and  usual  academic  require- 
ments which  are  standard  in  every  legitimate  educa- 
tional institution  for  the  awarding  of  a degree.  The 
possession  of  a California  osteopathic  license  was,  as  a 
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matter  of  practice,  in  of  itself  all  one  needed  to  earn 
this  “M.D.  degree.” 

The  “M.D.  degree”  issued  by  COM  is  as  repugnant 
to  the  prohibitions  of  1(6511  as  is  any  other  mail  order 
diploma. 

The  statute  entrusts  to  respondents  the  duty  to  look 
beyond  the  seal  and  ribbons  to  the  substance  of  a 
diploma  to  insure  that  it  represents  the  actual  comple- 
tion of  a program  of  educational  training  and  prepara- 
tion which  its  degree  purports  to  confer. 

The  precise  issue,  involving  the  recognition  to  be 
afforded  to  the  CCM  “M.D.  degree,”  was  before  the 
Missouri  Court  of  Appeals  in  Mitchem  v.  Perry,  390 
S.W.  2d  000  (Mo.  1965).  In  denying  recognition  to  the 
CCM  “M.D.  degree,”  the  unanimous  Court  stated: 

“The  Board  had  the  power  and  duty  to  look  be- 
yond the  seal  and  ribbons  of  the  diploma  to  deter- 
mine whether  or  not  it  was  a diploma  such  as  is  con- 
templated by  the  law  of  Missouri,  and  such  degree  ns 
plaintiff  was  ‘entitled’  to  have  received.  To  hold 
otherwise  would  be  to  say  that  the  Board,  as  a public 
body  with  a trust  to  perform  must,  in  some  cases, 
blunder  about  in  Stygian  darkness  like  a blinded 
Cyclops,  unable  to  intelligently  perform  its  duties 
and  protect  the  public  health.”  390  S.W.  2d  000  at 
p.  005. 

In  granting  blind  recognition  to  the  CCM  “M.D. 
degree  ’ as  satisfying  the  degree  requirements  of  1(0506 
(5)  for  the  “M.D.”  inscription,  respondents  have  com- 
pletely failed  to  discharge  their  vital  statutory  duty 
and  responsibility.  This  Court  must  not  permit 
respondents’  Cyclopean  blunder  to  undermine  the 
clear  criteria  and  standards  imposed  by  the  New 
York  Education  Law. 

(c)  Respondents  should  not  be  allowed  to  usurp 
the  function  of  the  Legislature  by  applying  criteria 
and  standards  different  from  those  established  in 
the  Education  Law  for  the  granting  of  the  “M.D.” 
inscription. 

It  is  well  established  that  where  in  a licensing  statute 
the  Legislature  has  established  the  policy  to  be  fol- 
lowed, the  criteria  to  be  applied,  and  the  specific  sub- 
stantive requirements  necessary  to  obtain  a particular 
kind  of  license,  licensing  authorities  cannot  disregard 
these  standards  and  prerequisites  and  substitute  their 
own,  no  matter  how  wise  they  may  think  their  changes 
to  be. 

In  Matter  of  Barry  v.  O’Connell,  303  N.Y.  40  (1951), 
the  Court  of  Appeals  reversed  the  State  Liquor  Au- 
thority’s denial  of  a liquor  license  as  a result  of  its 
determination  that  there  was  no  "need  for  a package 
store  in  the  location”  chosen  by  petitioner  in  that  case. 
The  Court  held  that  the  S.L.A.  could  not  substitute  its 
criterion  of  “need”  for  the  Legislative  selected  standard 
of  “public  convenience  and  advantage.”  Citing 
Judge  Pound,  Lewis,  J.  emphasized: 

“.  . . ‘Laws  are  made  by  the  law-making  power  and 
not  by  administrative  officers  acting  solely  on  their 
own  ideas  of  sound  public  policy,  however  excellent 
such  ideas  may  be.’  ( Matter  of  Picone  v.  Commis- 
sioner of  Lcienses,  241  N.Y.  157,  1902.) 

“Within  that  rule  we  think  that  . . . the  Authority 
disregarded  the  standard  fixed  by  the  Legislature 
and  arrogated  to  itself  power  in  excess  of  that  which 
it  possesses  as  an  administrative  board.”  303  N.Y. 
46  at  pp.  52-53. 

A more  recent  enunciation  of  this  rule  is  found  in 
Matter  of  Kasper  v.  O'Connell,  38  Misc.  2d  3 (Sup.  Ct. 
N.Y.  Cty.  1963),  where  an  auctioneer  sought  an  Article 
78  review  of  a finding  of  guilt  by  the  Commissioner  of 
Licenses  for  alleged  violation  of  a departmental  rule 
which  required  a license  for  a “Creditors’  Committee 
Sale,”  although  the  City  Administrative  Code  exempted 
“duly  licensed  auctioneers,  selling  at  auction”  from 


obtaining  a license  for  such  sale.  In  annulling  the 
Commissioner’s  determination,  the  Court  stated: 

“An  administrative  agency  is  a creature  of  the 
Legislature.  It  possesses  no  inherent  legislative 
power  and  must  strictly  confine  the  exercise  of  its 
delegated  authority  within  the  boundaries  of  the 
Legislature’s  mandate.  However  much  courts  may 
defer  to  administrative  expertise,  they  may  not 
countenance  action  which  patently  contravenes  the 
vires  expressly  laid  down  in  the  enabling  statute; 
they  may  not  ‘sanction  administrative  lawlessness’ 
. . . ‘Administrative  practice  may  not  thwart  a 
statute  the  purposes  of  which  are  as  clear  as  those 
here  involved’;  . . . ‘administrative  adjudication  may 
not  employ  a standard  different  from  that  fixed  by 
the  Legislature’  . . .”  (citations  omitted)  38  Misc.  2d 
3 at  p.  5. 

In  granting  an  “M.D.”  inscription  to  applicants  who 
had  failed  to  submit  evidence  of  fulfillment  of  the 
statutory  requirements  therefor,  respondents  acted  in 
violation  and  excess  of  their  statutory  authority  and 
duty.  They  have  wrongly  attempted  to  usurp  the 
function  of  the  Legislature  which,  in  Article  131  of  the 
Education  Law,  set  forth  the  specific  prerequisites 
which  an  applicant  must  satisfy  in  order  to  obtain  the 
“M.D.”  inscription. 

Respondents  must  not  be  allowed  to  evaluate  or 
question  the  wisdom  of  the  explicit  legislative  distinc- 
tions made  in  the  enabling  statute  between  osteo- 
pathic and  allopathic  medicine,  between  the  D.O.  and 
the  M.D.  Their  duty  is  only  to  follow  and  obey  these 
distinctions.  This  they  have  wholly  failed  to  do. 

Ill 

GRANTING  AN  “M.D.”  INSCRIPTION  AND 
CONCOMITANT  REGISTRATION  IN  NEW 
YORK  TO  D.O.  LICENSEES  WHO  COULD  NOT, 
SOLELY  ON  THE  BASIS  OE  THEIR  RECEIPT 
OF  A CCM  “M.D.  DEGREE,”  BE  GRANTED  THE 
“M.D.”  INSCRIPTION  OR  BE  REGISTERED  AS 
M.D.’S,  VIOLATES  THE  DECLARED  PUBLIC 
POLICY  OF  THIS  STATE  AND  SERIOUSLY 
MISLEADS  AND  DECEIVES  THE  PUBLIC 

In  the  Education  Law,  the  New  'York  Legislature 
has  consistently  recognized  and  maintained  a distinc- 
tion between  allopathic  and  osteopathic  medicine — be- 
tween the  Doctor  of  Medicine  and  the  Doctor  of  Oste- 
opathy. In  the  implementation  of  this  declared  public 
policy,  respondents  are  required  to  license  each  success- 
ful applicant  according  to  his  statutory  qualifications 
and  to  reflect  the  difference  in  his  professional  educa- 
tion and  training  by  the  designation  “M.D.”  or  “D.O.” 
This  designation  is  to  be  inscribed  on  his  license  to 
indicate  to  the  public  the  nature  of  the  professional 
preparation  the  practitioner  has  in  fact  received. 

The  fundamental  and  essential  purpose  of  the  med- 
ical licensing  statute  is  to  protect  the  public  from  mis- 
representation, fraud,  and  deception. 

The  license  granted  to  the  osteopathic-educated  and 
trained  physician  contains  the  same  rights,  privileges, 
duties,  and  obligations  as  the  license  granted  to  the 
allopathic-educated  and  trained  M.D.  The  New 
York  Legislature  has,  however,  for  the  protection, 
benefit,  and  well-being  of  the  general  public,  directed 
that  respondents  distinguish  between  practitioners 
trained  in  these  two  different  schools  of  healing. 

Section  6510  (7)  requires  that  a physician  “shall 
conspicuously  display  his  proper  registration  certificate 
in  his  office  at  all  times.”  This  registration  certificate, 
and  the  inscribed  license  also  usually  displayed  on  the 
walls  of  the  physician’s  office,  afford  the  patient  the  only 
real  opportunity  of  determining  whether  the  physician  is 
an  M.D.  trained  in  allopathic  medicine,  or  a D.O.  trained 
in  osteopathic  medicine. 

By  according  their  official  sanction  to  this  “M.D. 


June  1,  1966  / New  York  State  Journal  of  Medicine  1491 


degree,”  respondents  have  permitted  such  D.O.’s  to 
hold  out  to  the  public  an  “M.D.”  inscription  which 
purports  to  represent  the  completion  of  an  in-course 
program  of  academic  education,  training,  and  back- 
ground in  allopathic  medicine  which  they  have  not  in 
fact  received. 

The  holding  out  of  a degree  not  acquired  as  a result 
of  an  in-course  academic  program  of  study  and  prepara- 
tion is  both  legally  and  ethically  wrongful.  Respond- 
ents have  thereby  contributed  to  the  active  mis- 
representation by  such  D.O.  licensees  of  the  nature  of 
their  professional  preparation.  Respondents  have 
thereby  enabled  such  licensees  to  represent  themselves 
to  the  public  as  having  “earned”  both  the  “D.O.”  and 
“M.D.”  degree  when,  in  fact,  only  the  “D.O.”  degree 
had  been  earned. 

Another  serious  result  of  respondents’  wrongful  acts, 
moreover,  is  that  it  may  lead  the  public  into  the  false 
belief  that  the  physician  with  the  double  designation 
“D.O.,  M.D.”  is  super-qualified  in  that  he  has  received 
twice  the  amount  of  education  and  training  of  other 
physicians  holding  either  the  "D.O.”  or  “M.D.” 
inscription  alone.  Such  double  inscription  certainly  is 
likely  to  suggest  to  the  public  a more  comprehensive 
medical  education  than  that  received  by  the  physician 
with  but  a single  inscription. 

As  the  statutorily  endowed  medical  licensing  agency 
of  New  York,  respondents  are  clothed  with  an  awe- 
some and  far  reaching  power.  There  is  no  doubt  that 
respondents’  authorized  imprimatur  of  an  “M.D.” 
inscription  and  concomitant  registration  carries  far 
greater  weight  and  significance  in  the  public  mind  than 
is  warranted  by  the  unearned  CCM  “M.D.  degree.” 

Furthermore,  respondents’  action  is  inherently  dis- 
criminatory against  New  York-licensed  D.O.’s  who  did 
not  happen  to  be  licensed  as  D.O.’s  in  California  and 
hence  were  not  invited  by  CCM  to  apply  for  its  “M.D. 
degree.”  It  is  manifestly  unjust  to  permit  the  “D.O., 
M.D.”  to  hold  himself  out  under  his  double  inscrip- 
tion, which  erroneously  indicates  that  he  is  doubly 
qualified  as  a physician,  allegedly  superior  to  other 
osteopaths  of  equal,  and  perhaps  identical,  preparation 
who  are  confined  to  the  single  “D.O.”  inscription. 

In  addition,  granting  the  additional  “M.D.”  inscrip- 
tion could  be  highly  prejudicial  to  New  York-licensed 
“M.D.”  physicians  and  to  present  medical  students 
who  were  or  are  statutorily  required  to  undergo  speci- 
fied preliminary  and  medical  school  education  in  order 
to  receive  their  “M.D.”  inscriptions  whereas  the 
holders  of  the  CCM  “M.D.  degree”  at  issue  received 
their  designation  without  the  necessity  of  fulfilling  such 
statutory  prerequisites. 

The  pre-merger  California-licensed  osteopathic  phy- 
sician had  to  choose  between  continuing  to  practice 
with  the  “D.O.”  inscription  or  to  apply  to  CCM  for  an 
“M.D.  degree”  and  practice  with  the  “M.D.”  inscrip- 
tion. All  subsequently  issued  California  licenses  bear 
only  the  “M.D.”  inscription.  It  is  important  to  note, 
however,  that  even  in  California  a practitioner  is  re- 
quired to  use  only  the  single  “M.D."  or  “D.O."  inscrip- 
tion, but  not  both  (Cal.  Bus.  & Prof.  Code  5[2396). 

Respondents  have  acted  contrary  to  the  public 
policy  of  the  State  of  New  York  as  declared  in  the 
Education  Law  which  maintains  an  express  distinction 
between  allopathic  and  osteopathic  medicine.  They 
have  wrongly  pursued  the  diametrically  opposed  public 
policy  of  the  State  of  California  which  legislatively 
achieved  an  amalgamation  and  unification  of  the 
allopathic  and  osteopathic  branches  of  medical  practice. 

The  wisdom  and  efficacy  of  the  legislative  enunciation 
of  public  policy  distinguishing  between  the  “M.D.” 
and  “D.O.”  inscriptions  cannot  be  questioned  or 
ignored  by  respondents.  Barry  v.  O'Connell,  supra; 
Kasper  v.  O'  Connell,  supra. 

This  Court  must  not  allow  respondents  unilaterally 
to  amend  the  declared  policy  of  this  State. 


IV 

OTHER  JURISDICTIONS  HAVE  CONSISTENTLY 
REFUSED  TO  GRANT  AN  “M.D.”  INSCRIPTION 
TO  OSTEOPATHIC  PHYSICIANS  WHO  RE- 
CEIVED THE  CCM  “M.D.”  DEGREE”  AT  ISSUE 
HEREIN 

Courts  and  licensing  authorities  in  Alabama,  Colo- 
rado, Indiana,  Mississippi,  Missouri,  New  Jersey, 
Oklahoma,  Oregon,  Rhode  Island,  and  Texas  have 
uniformly  denied  recognition  to  the  CCM  “M.D. 
degree”  at  issue  in  the  case  at  bar,  and  have  uniformly 
refused  to  grant  an  “M.D.”  inscription  on  the  basis 
thereof.  (Letters  written  by  representatives  of  various 
state  medical  licensing  boards  and  an  opinion  of  the 
Attorney  General  of  Texas  are  annexed  to  this  memo- 
randum of  law  as  Appendix  “A”.) 

The  compelling  reasons  given  for  such  denial  in  an 
opinion  issued  by  the  Missouri  State  Board  of  Regis- 
tration for  the  Healing  Arts  are  particularly  meritorious 
and  in  point. 

“Doctor  ’s  (name  deleted)  request  is 

denied  because  he  has  never  actually  attended  any 
school  of  medicine  as  a student;  and  if  the  Board 
were  to  permit  him  to  shore  a medical  degree  upon  his 
license,  the  Board  would  be  approving  a practice  likely 
to  mislead,  deceive,  defraud  or  harm  the  public.  More- 
over, recognition  of  the  medical  degree  conferred  upon 

Dr.  by  the  California  College  of  Medicine 

would  be  a clear  violation  of  the  public  policy  of  this 
state  as  declared  by  Section  334-047  RSMo  1959,  to 
distinguish  between  doctors  of  osteopathy  and  doctors  of 
medicine.  Under  that  section  the  public  has  a right 
to  know  in  which  system  of  healing  a practitioner  has 
been  trained.  The  incidental  fact  of  any  similarities 
between  the  systems  cannot  defeat  this  clear  state- 
ment of  policy.”  Letter  from  Mo.  State  Board  of 

Registration  for  the  Healing  Arts  to  Dr.  , 

October  12,  1963.  (Emphasis  added) 

The  Board’s  position  was  recently  tested  and  upheld 
in  Mitchem  v.  Perry,  supra,  a case  on  all  fours  with  the 
matter  at  bar.  In  that  case  petitioner,  a Missouri- 
licensed  osteopath,  asked  the  Board  to  add  an  “M.D.” 
inscription  to  his  license  on  the  basis  of  the  CCM  “M.D. 
degree”  which  he  had  obtained  solely  as  a result  of  his 
possession  of  a California  M.D.  license  as  an  osteo- 
pathic physician.  In  unanimously  affirming  the  lower 
Court’s  affirmance  of  the  Board’s  denial  of  petitioner’s 
request,  the  Court  of  Appeals,  in  April,  1965,  empha- 
sized : 

“.  . . However,  plaintiff  never  attended  or  studied 
in  the  California  College  of  Medicine  nor  in  any  other 
Medical  College,  nor  has  he  taken  a correspondence 
course  from  any  such  school.  He  has  never  resided 
in  or  practiced  his  profession  in  the  State  of  Cali- 
fornia. His  only  medical  study  and  education  was 
received  by  his  study  and  attendance  in  accredited 
Osteopathic  Colleges,  which  led  to  his  being  granted 
the  degree  of  Doctor  of  Osteopathy.  All  of  the 
physicians  who  passed  upon  plaintiff’s  qualifications 
to  receive  the  degree  of  Doctor  of  Medicine,  were, 
themselves,  Doctors  of  Osteopathy  who  received  the 
degree  of  Doctor  of  Medicine  in  essentially  the  same 
manner  as  did  plaintiff.”  390  S.W.  2d  600  at  p.  603. 
Since  this  decision  is  controlling  judicial  authority 
directly  in  point,  we  take  the  liberty  of  quoting  from 
the  opinion  at  some  length.  After  citing  the  relevant 
sections  of  the  Missouri  licensing  statute,  the  Court 
stated : 

“From  the  language  used  the  Legislature  clearly 
intended  that  applicants  for  license  as  physicians  and 
surgeons  should  have  shown  on  their  license  the  de- 
gree to  which  they  were  entitled  by  graduation  from  a 
reputable  college,  to  wit:  Medical  doctor  or  Doctor 
of  Osteopathy  depending  upon  which  school  they 
attended  and  from  which  they  graduated. 
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“It  is  a matter  of  common  knowledge  that,  his- 
torically, these  two  methods  of  practicing  the  healing 
arts  have  been  taught  in  separate  schools  and  courses 
of  training  in  Missouri.  . . . They  still  are.  Each 
group  maintains  a standard  of  ethics  and  regulations 
for  enforcement  thereof.  By  their  appearance  here, 
they  both  evidence  a desire  to  continue  this  policy. 
It  is  evident,  by  our  general  statutory  law,  that  it  is 
the  public  policy  of  Missouri  to  encourage  self- 
government  and  self-determination  by  the  members 
of  our  numerous  organized  guilds,  labor  unions, 
trades,  and  professions,  in  so  far  as  is  consistent  with 
the  best  interests  of  the  public. 

"In  enacting  Chapter  334,  supra,  the  Legislature 
intended  to  follow  that  pattern.  It  could  not  have 
had  in  mind  the  unification  of  these  two  branches  of 
the  healing  arts,  in  the  State  of  California,  two  years 
thereafter,  nor  that  such  contract  of  unification 
would  be  later  implemented  by  California  statute. 
Public  policy  of  Missouri,  as  evidenced  by  duly 
enacted  legislation,  may  not  be  amended  by  action 
taken  by  professional  organizations  located  in  foreign 
states,  nor  by  the  action  of  the  legislatures  of  such 
states. 

“No  doubt,  the  members  of  the  legislature  were 
conversant  with  the  general  practice  by  established 
and  reputable  Colleges  of  Medicine  and  of  Oste- 
opathy in  this  respect.  If  so,  they  would  have  ex- 
pected that  no  diploma  of  graduation  or  degree  of 
D.O.  or  of  M.D.,  would  be  issued  to  anyone  who  had 
not  attended  such  college  and  pursued  a course  of 
study  therein  for  four  terms  of  at  least  thirty-two 
weeks  per  term;  that  no  such  degree  would  be  issued 
to  one  who  had  never  attended  such  college  and  had 
never  been  graduated  therefrom,  never  having  pursued 
any  course  of  study  therein.  The  Legislature,  no 
doubt,  relied  on  the  custom  and  practice  in  this 
matter,  which  had  existed  for  more  than  seven 
hundred  years.”  390  S.W.  2d  600  at  pp.  604-605. 

CONCLUSION 

IT  IS  RESPECTFULLY  SUBMITTED  THAT 
SINCE  THE  ACTS  OF  RESPONDENTS  ARE  IN 
EXCESS  AND  DISREGARD  OF  THEIR  STATU- 
TORY AUTHORITY  AND  DUTY,  THE  RELIEF 
PRAYED  FOR  IN  THE  PETITION  SHOULD  BE 
GRANTED 

Respectfully  submitted, 

WOLF,  HALDENSTEIN,  ADLER, 
FREEMAN  & HERZ 
Attorneys  for  Petitioner 
JOHN  L.  FREEMAN 
DAVID  A.  RUTTENBERG 
JOSEPH  RUBIN 
Of  Counsel 

Section  69  ( see  200)  Report  66  M 

Supplementary  Report  of  Committee  on  Federal 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

Since  your  committee  submitted  its  original 
report,  published  in  the  January  1,  1966,  issue 
of  our  New  York  State  Journal  of  Medicine, 
several  developments  have  taken  place,  which 
the  committee  calls  to  the  attention  of  the 
House  for  consideration  and  action,  when  neces- 
sary. 

Social  Security  for  Physicians.  As  you 
know,  an  important  part  of  the  Medicare  Law 
(P.L.  89-97)  was  the  inclusion  of  physicians 


under  Social  Security.  We  are  all  well  aware  of 
the  fact  that  the  entire  law  will  be  subject  to 
amendments  and  the  portion  pertaining  to 
physicians  will  be  no  exception.  Already  there 
has  been  a request  for  improvement  in  the  latter 
section. 

The  Executive  Committee  referred  to  your 
committee  a request  from  an  elderly  physician 
member  of  our  State  Society  that  we  attempt  to 
have  legislation  enacted  which  would  permit 
physicians  covered  by  the  Social  Security 
Amendments  of  1965  to  make  retroactive  pay- 
ments toward  Social  Security  in  order  to  qualify 
for  larger  benefits  for  themselves,  their  wives, 
and  their  survivors. 

Another  factor  in  the  present  law  which 
should  be  amended  is  the  starting  date  for  the 
computation  of  benefits  for  physicians.  Under 
the  new  law,  the  starting  date  for  this  purpose 
is  1951,  or  the  year  he  became  twenty-two,  if 
later.  This  1951  starting  date  is  the  same  date 
given  to  other  professional  groups  when  they 
first  came  under  Social  Security  many  years  ago. 
Since  physicians  are  required  to  go  back  to  1951, 
the  time  for  receiving  benefits  and  the  maximum 
amount  is  being  delayed.  For  example,  a male 
physician  who  became  sixty-five  in  1965,  and 
who  had  no  previous  coverage,  needed  14 
quarters  of  coverage  to  attain  a fully  insured 
status  and  would  have  to  keep  working  until 
1968  in  order  to  become  eligible  for  benefits. 

When  lawyers,  dentists,  accountants,  engi- 
neers and  other  self-employed  professional  peo- 
ple were  first  brought  under  Social  Security  in 
1954  and  1956,  they  were  given  a new  starting 
date.  They  were  permitted  to  start  counting 
their  quarters  of  coverage  and  average  monthly 
earnings  from  1951,  instead  of  1936,  as  the  law 
had  formerly  required  (one  quarter  per  year  1951 
to  1956).  This  meant  that  many  were  able  to 
collect  top  benefits  with  only  six  quarters  of 
coverage.  Physicians,  however,  must  go  back 
to  1951  and  have  a minimum  of  14  quarters  since 
they  were  not  given  a new  starting  date  for 
computation. 

A revision  of  the  present  starting  date  for 
physicians,  from  1951  to  1960,  would  be  in 
keeping  with  the  privilege  extended  to  other 
professional  groups  and  would,  therefore,  be  a 
more  equitable  arrangement  (one  quarter  per 
year  1960  to  1966) . A revised  starting  date  also 
would  expedite  considerably  the  time  when 
physicians  would  achieve  the  status  of  being 
fully  insured  as  well  as  the  date  when  they  would 
receive  maximum  benefits. 

Since  these  proposals  involve  physicians  from 
every  part  of  the  country  and  not  only  from  our 
state,  your  committee  feels  that  they  should  be 
handled  at  the  national  level.  Your  committee, 
therefore,  recommends  that  this  House  instruct 
the  State  Medical  Society  delegates  to  the 
American  Medical  Association  to  draw  up  and 
submit  a resolution  or  resolutions  on  these  sub- 
jects at  the  next  meeting  of  the  American  Med- 
ical Association  House  of  Delegates.  Such 
resolutions  should  request  the  American  Medical 
Association  to  investigate  the  feasibility  of 
amendments  to  P.L.  89-97  embodying  the  sug- 
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gestions  heretofore  made,  and  to  take  whatever 
action  will  be  in  the  best  interests  of  the  physi- 
cians covered  by  the  new  law. 

Animal  Laboratory  Bills.  Another  matter 
that  has  come  to  the  forefront  in  recent  months 
is  the  revival  of  the  problem  of  government 
regulation  of  animal  experimentation. 

During  the  first  session  of  the  present  89th 
Congress,  25  bills  were  introduced  on  this 
subject.  All  of  these  bills  but  one  have  as  a 
common  denominator  some  elements  of  Federal 
control  or  regulation  over  animal  experimenta- 
tion. They  are  of  two  general  types:  (1)  bills 

dealing  with  procurement  and  shipment  of  lab- 
oratory animals,  and  (2)  bills  dealing  with  the 
utilization  of  such  animals. 

The  movement  for  restrictive  government 
control  is  not  new  since  proposals  of  a similar 
pattern  have  been  introduced  in  the  last  five 
Congresses.  We  are  reliably  informed  that,  up 
until  the  present  Congress,  such  bills  never  had 
enough  support  to  have  any  serious  chance  of 
becoming  law.  Today,  however,  the  situation 
has  changed.  During  the  waning  hours  of  the 
first  session  of  the  present  Congress,  two  hear- 
ings were  held  on  short  notice  concerning  the 
bills  on  animal  experimentation.  It  is  signifi- 
cant to  note  that  on  the  first  day  of  one  of  these 
hearings,  the  majority  of  testimony  was  from 
antivivisectionists  and  supporters  of  Federal 
legislation.  The  second  day  of  testimony,  dur- 
ing which  scientists  and  scientific  organizations, 
including  the  American  Medical  Association, 
were  scheduled  to  appear,  was  abruptly  can- 
celled. 

Now  that  the  second  session  of  the  89th 
Congress  has  convened,  it  is  anticipated  that 
this  type  of  legislation  will  be  the  subject  of 
further  hearings.  Several  factors  therefore  con- 
cerning these  bills  should  be  borne  in  mind. 
The  intent  of  the  bills  introduced  to  date  has  the 
support  of  antivivisectionists.  The  American 
Humane  Association  and  the  Humane  Society 
of  the  United  States,  which  have  traditionally 
been  sympathic  to  the  scientists’  point  of  view, 
have  now  thrown  their  support  behind  the  re- 
strictive bills.  Finally,  due  to  the  effect  of 
propaganda  of  the  foregoing  groups,  there 
appears  to  be  considerable  public  support  so 
that  some  congressmen  actually  believe  that 
there  is  widespread  inhumane  treatment  of  lab- 
oratory animals  which  can  be  corrected  only  by 
Federal  regulations  and  restrictions. 

Your  committee  has  reported  on  this  matter 
because  it  feels  that  the  members  of  the  House 
should  be  aware  of  developments  in  this  impor- 
tant area  and  because  it  believes  that  the  House 
should  give  an  expression  of  opinion  at  this  time. 
Your  committee,  therefore,  recommends  that 
the  House  adopt,  in  principle,  the  position  stated 
by  the  American  Medical  Association  in  its 
written  statement,  dated  September  30,  1965, 
by  Laurence  H.  Kyle,  M.D.,  as  a substitute  for 
personal  testimony  prevented  by  cancellation  of 
the  hearing. 

The  statement  is  as  follows:  “In  summary, 

we  again  urge  upon  this  subcommittee  that 
Federal  legislation  in  this  area  would  be  unwise 


and  in  any  form  is  unnecessary.  We  believe  that 
much  has  been  done  in  the  last  few  years  to 
improve  the  standards  of  care  and  treatment  of 
laboratory  animals.  It  is  in  the  interest  of  the 
research  scientists  that  animals  subject  to  ex- 
perimentation be  in  good  condition,  free  from 
disease  and  malnutrition.  Researchers  are  men 
with  advanced  education  and  are  responsible 
men  of  integrity,  dedicated  in  the  fields  of  med- 
ical and  biomedical  research  to  the  advancement 
of  medicine  and  to  discoveries  which  may  save 
human  lives  and  alleviate  the  pain  and  suffering 
of  the  ill.  We  believe  that  the  voluntary  activi- 
ties of  the  groups  of  associations  involved  in  the 
area  of  animal  research  are  proceeding  in  an 
effective  way  to  accomplish  the  goal  sought — 
the  humane  care  and  treatment  of  laboratory 
animals.  We  submit  that  Federal  legislation  is 
not  needed  and  would  not  be  in  the  interest  of 
humanity.” 

Federal  Unemployment  Insurance.  Al- 
though our  primary  concern  is  Federal  legisla- 
tion involving  medicine,  your  committee  be- 
lieves that  a watchful  eye  should  be  constantly 
kept  on  all  proposed  Federal  laws  that  tend 
toward  national  government  control.  At  the 
present  time,  there  is  a major  bill  before  Con- 
gress that  falls  in  this  category.  It  is  known  as 
H.R.  82-82  (Mills),  Federal  Unemployment 
Standards  bill,  which  provides  for  the  establish- 
ment of  a program  of  Federal  unemployment 
insurance  benefits.  In  brief,  the  proposed  law 
would  set  up  a permanent  program  to  pay  ex- 
tended Federal  unemployment  insurance  bene- 
fits and  would  establish  Federal  standards  for 
state  unemployment  insurance  systems. 

Among  the  objections  that  have  been  ad- 
vanced against  this  bill  are  that  it  will:  (1) 

require  every  state  in  the  union,  in  the  future,  to 
pay  unemployment  insurance  to  those  who: 
(a)  quit  their  jobs  voluntarily  without  cause,  (6) 
are  fired  for  willful  misconduct  on  the  job,  and 
(c)  refuse  suitable  work  while  drawing  unemploy- 
ment insurance  benefits;  (2)  double  employer 
state  unemployment  insurance  taxes  by  1971; 
(3)  tax  all  employers  to  help  subsidize  unemploy- 
ment insurance  in  any  state  with  high  benefit 
costs;  (4)  encourage  every  state  to  abandon 
experience  rating;  and  (5)  pay  Federal  benefits 
for  another  half  year  after  payment  of  state 
benefits  for  twenty-six  weeks. 

In  summary,  according  to  the  Empire  State 
Chamber  of  Commerce,  H.R.  82-82  would  leave 
New  York  State  and  other  states  little  room  to 
develop  their  own  programs  and  to  set  then-  own 
standards  according  to  then-  needs.  The  State 
of  New  York  has  continually  exercised  its  rights 
and  carried  out  its  obligations  to  periodically 
review  and  appropriately  amend  the  New  York 
State  Unemployment  Insurance  Law.  There  is 
no  need  for  the  Federal  government  to  dictate 
to  New  York  State  by  way  of  H.R.  82-82  or 
any  other  Federal  standards  bill  what  New  York 
State  should  do  for  its  unemployed.  On  the 
record,  New  York  State  has  shown  leadership  in 
this  area.  This  bill  represents  a step  in  the 
direction  of  complete  federalization. 

Your  committee  reports  this  important  bill  to 
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the  House  so  that  the  members  can  be  alerted  to 
the  ever-growing  trend  towards  national  control 
of  all  segments  of  our  economy.  Bearing  in 
mind  the  possibility  that  the  enactment  of  a 
statute  of  this  type  may  pave  the  way  for  similar 
national  controlled  laws  in  the  area  of  workmen’s 
compensation  insurance  and  disability  insurance, 
in  which  medicine  is  vitally  interested,  your 
committee  recommends  that  the  House  go  on 
record  as  opposing  in  principle  all  laws  of  this 
kind  which  tend  towards  federalization  and  in 
particular  to  voice  its  objection  to  H.R.  82-82, 
which  is  opposed  by  the  U.S.  Chamber  of 
Commerce  and  the  Empire  State  Chamber  of 
Commerce. 

Report  to  Council.  At  the  November  18, 
1965,  meeting  of  the  Council,  your  committee 
submitted  a report  of  its  activities.  The  atten- 
tion of  the  House  is  called  to  several  recom- 
mendations contained  in  this  report  and  the 
action  taken  by  the  Council. 

The  principal  recommendation  was  that,  in 
keeping  with  the  practice  of  the  past  several 
years,  a State  Medical  Society  delegation,  com- 
posed mainly  of  physicians  sponsored  by  county 
medical  societies,  at  county  expense,  be  sent  to 
Washington  in  late  April  or  early  May,  1966, 
and  that  an  invitation  be  sent  to  county  medical 
society  presidents,  inviting  them  to  nominate 
physicians  for  the  Washington  delegation  at 
county  expense.  The  Council  disapproved  both 
of  these  recommendations. 

A second  recommendation,  which  was  in- 
tended, in  part,  to  be  a preparation  for  the  visit 
to  Washington,  was  that  a conference  on  Federal 
legislation,  sponsored  by  the  State  Medical 
Society,  be  held  in  early  March,  1966,  in  central 
New  York  State,  preferably  Syracuse.  This 
full-day  meeting  would  be  divided  into  two 
parts:  (1)  briefing  session  for  delegates  nomi- 

nated by  county  medical  societies,  and  the 
State  Medical  Society,  to  participate  in  the  1966 
Washington  delegation;  and  (2)  meeting  of 
county  medical  society  legislation  chairmen. 
The  purpose  of  this  conference  would  be  to 
inform  the  participants,  particularly  those  sched- 
uled to  go  to  Washington,  about  current  devel- 
opments in  the  implementation  of  P.L.  89-97 
(Medicare) ; to  discuss  any  actions  that  should 
be  taken  in  regard  to  proposed  changes  thereto; 
and  to  evaluate  all  bills  of  interest  to  the  medical 
profession  then  before  Congress.  The  Council 
voted  to  approve  only  the  second  purpose  of  this 
conference,  namely,  a meeting  of  county  medical 
society  legislation  chairmen. 

In  brief,  the  Council  disapproved  a 1966  trip 
by  a State  Medical  Society  delegation  to  Wash- 
ington, as  well  as  a preparatory  briefing  session 
prior  to  the  visit  to  be  held  in  Syracuse,  but 
approved  a conference  on  Federal  legislation  to 
be  attended  by  county  medical  society  legisla- 
tion chairmen. 

At  its  1965  session,  this  House  adopted 
unanimously  the  report  of  its  Reference  Com- 
mittee on  Commission  on  Public  and  Profes- 
sional Affairs  which  stated  that  it  noted  with 
pride  the  success  of  the  1964  Washington  trip  of 
the  delegation  representing  the  Medical  Society 


of  the  State  of  New  York  and  recommended  the 
“continuation  of  such  legislative  journeys  and 
urges  continuous  support  be  given  this  endeavor 
by  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  and  by  the  county  medical 
societies.” 

In  view  of  this  strong  endorsement  by  the 
House  of  Delegates  in  regard  to  previous  Wash- 
ington delegations  and  the  rapidly  changing 
developments  in  our  nation’s  Capitol,  which  may 
warrant  a reconsideration  in  February,  1966,  of 
decisions  made  in  November,  1965,  your  com- 
mittee strongly  requests  a re-evaluation  of  the 
foregoing  recommendations  concerning  the 
Washington  trip  and  the  conference  intended  as 
an  educational  meeting  in  preparation  for  the 
visit  to  the  Capitol. 

The  committee,  therefore,  submits  to  this 
House  several  reasons  for  its  recommendation 
that  the  Washington  trip  be  continued  in  1966. 
The  trip  (1)  provides  an  exceptional  opportunity 
for  physicians  to  meet  their  congressmen  in  their 
own  offices  and  to  express  their  views  on  the 
numerous  and  varied  medical  bills  which  face 
Congress;  and  (2)  acts  as  an  educational 
medium  for  the  delegates,  gives  them  a keener 
insight  into  the  problems  involved,  and  helps 
to  stimulate  them  to  effective  action  at  their 
county  levels  after  the  trip  has  been  concluded. 

The  committee  wishes  to  stress  the  point  that 
discontinuance  of  the  trip  at  this  time  might  be 
detrimental  to  the  future  legislation  efforts  of 
the  profession  in  New  York  State  and  might  give 
the  impression  to  congressmen  that  medicine 
had  only  one  interest,  namely,  Medicare.  The 
continuance  of  the  trip,  on  the  other  hand, 
would  show  the  congressmen  that  the  medical 
profession  in  New  York  State  has  a lively,  con- 
tinuing interest  in  all  types  of  legislation,  both 
medical  and  nonmedical,  related  to  the  work  of 
the  medical  profession.  The  necessity  for  main- 
taining and  improving  goodwill  with  the  con- 
gressmen so  that  medicine’s  views  on  proposed 
amendments  to  P.L.  89-97  (Medicare);  P.L. 
89-239  (Heart  Disease,  Cancer,  and  Stroke)  and 
other  Federal  statutes,  is  presented  by  the  com- 
mittee as  another  reason  for  making  the  trip  an 
annual  event. 

Since  the  intent  of  holding  the  conference  on 
Federal  legislation  was  to  devote  a major  part 
of  the  meeting  to  a briefing  session  of  members  of 
the  Washington  delegation,  which  was  dis- 
approved by  the  Council,  your  committee  has 
taken  no  action  up  to  the  time  this  report  has 
been  prepared  on  a conference  for  county  legisla- 
tion committee  chairmen.  While  your  com- 
mittee feels  that  a conference  on  Federal  legisla- 
tion devoted  to  a briefing  session  of  the  Washing- 
ton delegation  and  an  information  discussion  for 
county  medical  society  legislation  chairmen  on 
Federal  legislation  would  not  only  be  justified, 
but  highly  desirable,  it  feels  that  a meeting 
devoted  solely  to  Federal  legislation  at  this  time 
for  legislation  chairmen  only  would  not  be 
worthwhile.  Such  a meeting  could  be  held  in 
conjunction  with  a meeting  of  county  medical 
society  legislation  chairmen  which  would  take 
up  State  legislation  matters  also. 
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Your  committee,  therefore,  recommends  that 
the  House  approve:  (1)  a conference  on  Federal 
legislation  which  would  include  a briefing  session 
for  members  of  the  Washington  delegation;  (2) 
a meeting  of  legislation  chairmen  of  county 
medical  societies  to  discuss  current  Federal 
legislation;  and  (3)  continuation  of  the  annual 
trip  to  Washington  by  a State  Medical  Society 
delegation  as  recommended  by  your  committee 
to  the  Council  at  its  November  18,  meeting. 

In  order  to  implement  its  proposed  1966 
Federal  legislation  program,  involving  the  Wash- 
ington delegation  trip,  the  conference  on  Federal 
legislation,  and  expenses  of  committee  meetings 
and  mailings,  the  committee  directed  the  chair- 
man to  draw  up  a detailed  budget.  This  pro- 
posed budget  amounted  to  approximately  $6,000 
and  was  submitted  to  the  Budget  Committee, 
through  the  executive  vice-president.  Since 
only  a small  portion  of  the  recommendations  by 
the  committee  were  accepted,  the  budget  finally 
approved  for  Federal  legislation  for  1966  totals 
$1,280. 

Your  committee  presents  this  information  in 
order  that  the  House  may  be  aware  of  the  pres- 
ent budget  and  may  wish  to  direct  that  an 
appropriate  minimum  amount  be  allocated  to 
carry  out  properly  any  committee  recommenda- 
tions which  are  approved  by  this  House. 

Another  recommendation  made  by  your  com- 
mittee to  the  Council  was  that  the  coordinator 
of  legislation  activities  submit  reports  to  the 
committee  on  meetings  concerned  with  Federal 
legislation  and  that  a budget  be  provided  to 
cover  the  cost  of  his  attendance  at  such  meet- 
ings. The  Council  voted  to  refer  the  question 
of  budget  for  the  coordinator  to  administration. 

In  this  connection,  your  committee  feels  that 
the  House  should  be  aware  of  the  growing  need 
for  the  assignment  of  staff  personnel  to  cover 
meetings  of  interest  to  medicine  for  the  purpose 
of  adequately  reporting  back  to  the  proper  com- 
mittee and  its  chairman.  This  observation 
applies  to  all  the  constantly  increasing  areas  in 
which  the  medical  profession  must  continuously 
be  alert  as  well  as  thoroughly  informed,  includ- 
ing such  fields  as  workmen’s  compensation  and 
insurance  as  well  as  legislation  generally.  While 
we,  as  physicians,  should,  and  do,  attend  as 
many  of  these  meetings  as  possible,  there  are 
times  when  we  cannot  be  present.  When  we  do 
attend,  circumstances  often  limit  the  amount  of 
time  and  attention  we  can  give  to  actual  attend- 
ance and  participation.  Greater  utilization  of 
competent  staff  to  cover  important  meetings 
for  the  purpose  of  reporting  to  the  chairman  and 
the  members  of  the  committee  to  which  assigned, 
should  result  in  better  informed  committees  and 
more  productive  results  from  their  deliberations. 
Assignment  of  staff  should  be  limited  to  those 
meetings  which  a committee  chairman  desig- 
nates, in  consultation  with  the  executive  vice- 
president. 

In  keeping  with  this  line  of  thought,  your 
committee  recommends  that  the  House  approve 
the  aforementioned  suggestions  as  a matter  of 
general  policy.  The  committee  also  recom- 
mends that  the  chairman  of  the  Council  Com- 


mittee on  Federal  Legislation  be  authorized  to 
designate,  in  consultation  with  the  executive 
vice-president,  meetings  to  be  attended  by  staff 
personnel  assigned  to  his  committee  and  that  a 
budget  be  established  for  this  purpose. 

The  members  of  the  committee  and  its  chan- 
man  again  wish  to  thank  all  those  who  have  been 
of  assistance  to  them  during  the  legislative  year. 
Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 

Section  70  ( see  204 ) Report  66-N 

Annual  Report  of  Ad  Hoc  Committee 
to  Prepare  a Lien  Law 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  to  Prepare  a Lien 
Law  consists  of  the  following  member's: 

Charles  M.  Brane,  M.D.,  Chairman 

Westchester 


Samuel  Z.  Freedman,  M.D New  York 

Milton  Helpern,  M.D New  York 


On  Tuesday,  January  18,  1966,  the  committee 
met  at  State  Medical  Society  headquarters. 
Your  chairman  presided  at  the  meeting,  in  which 
the  following  persons  participated:  Samuel  Z. 

Freedman,  M.D.,  and  Milton  Helpern,  M.D., 
committee  members;  H.  Stuart  Klopper,  Esq., 
New  York  State  Bar  Association;  Leonard 
Lund,  New  York  Chamber  of  Commerce; 
Harold  Shapero,  Esq.,  Martin,  Clearwater  & 
Bell,  legal  counsel;  Harry  W.  Albright,  Jr., 
Esq.,  DeGraff,  Foy,  Conway  and  Holt-Harris, 
legislative  counsel;  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president;  and 
Martin  J.  Tracey,  Esq.,  coordinator,  legislation 
activities. 

The  purpose  of  the  meeting  was  to  review  past 
actions  of  the  House  of  Delegates  in  regard  to  a 
physician’s  lien  law,  to  analyze  arguments  for 
and  against  such  a proposed  statute,  partic- 
ularly the  latter  as  advanced  in  the  past  by  the 
bar  and  the  casualty  insurance  industry,  and  to 
propose  recommendations  concerning  a physi- 
cian’s lien  law  at  the  present  time.  An  attempt 
was  made  to  meet  with  all  interested  parties 
outside  the  medical  profession,  but  invitations 
were  accepted  only  by  the  New  York  State  Bar 
Association  and  the  New  York  Chamber  of 
Commerce.  The  American  Insurance  Associa- 
tion, formerly  known  as  the  Association  of 
Casualty  and  Surety  Companies,  advised  us  that 
since  they  have  consistently  opposed  this  type  of 
legislation,  no  purpose  would  be  served  in 
attending  our  meeting. 

The  meeting  was  opened  with  the  presentation 
of  a summary  of  previous  actions  of  the  State 
Medical  Society  regarding  a lien  law  for  physi- 
cians. The  State  Medical  Society  stimulated 
the  introduction  of  physician  lien  law  legislation 
as  early  as  1949.  The  last  of  several  attempts 
to  introduce  such  legislation  was  made  in  Jan- 
uary, 1961,  in  accordance  with  a mandate  of  the 
House  of  Delegates.  A bill  was  introduced  and 
every  effort  was  made  to  have  it  come  out  of 
committee  for  vote  on  the  floor  of  the  State 
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Legislature  without  success.  Attempts  have 
been  made  to  arrive  at  an  agreement  with 
opposition  groups  relative  to  this  legislation 
without  any  definitive  result.  Opposition  in  the 
past  has  been  expressed  by  bar  associations  and 
the  casualty  insurance  industry. 

A review  of  the  objections  which  have  been 
presented  by  the  lawyers  and  the  casualty  in- 
surance industry  to  proposed  lien  laws  in  the 
past  also  was  presented.  The  casualty  insurance 
representatives  have  contended  that  such  a law 
would  hinder,  delay,  and,  in  many  cases,  make 
impossible  settlement  of  claims.  The  filing  of  a 
second  verified  lien  and  disputes  over  the  reason- 
ableness of  fees  have  been  cited  as  causes  of 
delay.  The  lawyers  have  maintained  that  a 
physician’s  lien  law  would  further  complicate 
the  settlement  and  disposition  of  personal  injury 
cases  and  would  extend  to  private  parties  a pro- 
tection designed  solely  for,  and  now  restricted  to, 
charitable  and  public  institutions.  Ambiguities 
in  the  provisions  of  previous  bills  also  were  cited 
as  objections  by  the  bar. 

After  a thorough  discussion  of  the  basic 
reasons  advanced  by  the  opposition  against 
proposed  physician’s  lien  laws,  certain  funda- 
mental factors  stood  out.  The  chief  rational 
stumbling  block  to  a physician’s  lien  law  ap- 
peared to  be  the  lack  of  a criterion  by  which  to 
establish  the  reasonableness  of  physicians’  fees 
when  disputes  arise.  Several  solutions  were 
proposed  by  the  participants  in  the  meeting, 
including:  (1)  Give  the  court  the  right  to 

decide  arbitrarily;  (2)  permit  the  court  to 
decide  on  the  basis  of  the  Relative  Value  Scale 
of  our  State  Medical  Society;  (3)  limit  the  fees 
to  one  third  of  the  settlement  as  provided  by  law 
in  another  state;  (4)  submit  to  the  American 
Arbitration  Association,  or  an  arbitration  com- 
mittee locally  composed  of  a representative  of 
the  medical  profession,  the  bar,  and  the  casualty 
insurance  industry. 

Another  principal  objection  was  that  a pro- 
vision in  past  bills  requiring  the  submission  of  a 
“second  verified  statement”  of  the  physician’s 
lien  at  the  conclusion  of  service  results  in  delay 
or  difficulty  in  the  settlement  of  cases.  Modi- 
fication or  elimination  of  such  a provision  might 
be  a solution  to  this  objection. 

A third  objection  was  that,  in  previous  bills 
which  amended  Section  189,  Lien  Law,  provid- 
ing for  a hospital  lien,  there  were  ambiguities  and 
inconsistencies  involving  physicians  and  hos- 
pitals. The  suggestion  was  made  that  a solution 
to  this  problem  might  be  the  introduction  of  a 
bill  which  would  add  a totally  new  section  to  the 
Lien  Law  providing  solely  for  a physician’s  lien 
completely  apart  from  the  hospital  lien. 

The  principal  practical  stumbling  block  seems 
to  be  the  adamant,  unalterable,  opposition  of 
the  casualty  insurance  industry,  for  which  at  the 
moment  there  appears  to  be  no  immediate 
solution. 

At  the  conclusion  of  the  meeting,  your  com- 
mittee made  the  following  recommendations, 
which  were  submitted  to  the  Council  at  its 
January  27,  1966,  meeting  and  were  approved: 
(1)  There  is  a definite  need  for  a lien  law  for 


physicians.  As  a result  a proposed  law  provid- 
ing for  a physician’s  lien  should  be  prepared  by 
legislative  counsel  and  should  incorporate  the 
suggestions  made  at  the  meeting;  (2)  Legisla- 
tive counsel  should  determine  whether  this  pro- 
posed law  can  be  best  incorporated  in  Section 
189,  Lien  Law,  presently  having  to  do  with 
hospital  liens,  or  in  a new  section  having  to  do 
only  with  physicians;  and  (3)  Legislative  coun- 
sel should  prepare  a memorandum  to  demon- 
strate the  justice  of  a physician’s  lien  law  and  to 
answer  the  objections  of  other  groups. 

At  the  time  this  report  is  being  prepared, 
these  three  proposals  are  being  developed. 

Your  committee  submits  this  report  for  the 
information  and  approval  of  the  House  as  well 
as  for  directives  concerning  its  future  activities. 
Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 

Section  71  ( see  191)  Report  66-0 

Supplementary  Report  of  Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

Attached  is  the  Certified  Public  Accountants 
audited  financial  report  for  the  year  ended 
December  31,  1965.  The  statements  represent 
our  financial  position  at  December  31,  1965, 
as  well  as  the  results  of  our  operations  for  the 
year  then  ended. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 
Certified  Public  Accountants  Report 

To  the  Board  of  Trustees,  Medical  Society  of  the 
State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as 
of  December  31,  1965,  and  the  related  state- 
ments of  operating  income  and  expenses  and 
general  and  other  funds  for  the  year  then  ended. 
Our  examination  was  made  in  accordance  with 
generally  accepted  auditing  standards,  and 
accordingly  included  such  tests  of  the  account- 
ing records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

We  did  not  confirm  the  amounts  due  from  the 
U.S.  Government  under  the  “Medicare”  Pro- 
gram, but  with  respect  thereto  we  satisfied 
ourselves  by  other  auditing  procedures. 

A change  has  been  made  in  the  method  of 
allocating  expenses  incurred  for  the  production 
of  the  Medical  Directory,  as  set  forth  in  a foot- 
note to  the  Statement  of  Operating  Income 
and  Expenses — General  Fund. 

In  our  opinion,  the  accompanying  balance 
sheet  and  statements  of  operating  income  and 
expenses  and  general  and  other  funds  present 
fairly  the  financial  position  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December 
31,  1965,  and  the  results  of  its  operations  for  the 
year  then  ended,  in  conformity  with  generally 
accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  year, 
except  as  stated  in  the  above  paragraph. 

Patterson  & Ridgway 
Certified  Public  Accountants 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1965 


General  Fund 

CURRENT  ASSETS 

Cash  in  banks  and  on  hand 

Less:  Due  American  Medical  Association 


ASSETS 


Investment  at  cost — $256,000  (U.S.  Treasury  Bills  3/24/66, 

market  value  $253 , 440) 

Accounts  receivable  (after  reserves) 

Due  from  other  funds  (net) 

Inventories 


TOTAL  CURRENT  ASSETS 

PREPAID  EXPENSES 

Sundry  expenses  and  deposits 

FURNITURE  AND  FIXTURES 

At  nominal  value 

ADVANCES 

Empire  State  Medical,  Scientific  and  Educational  Foundation 
Employees  cash  funds 

Total  General  Fund 

Investment  Fund 

Cash  in  banks . 

Investments  at  cost  ($9,000  U.S.  Treasury  Bills  2/28/66, 

market  value  $8,910) 


$.95,912.48 

14,153.93  $ 81,758.55 


253,086.72 
17,566.89 
91 , 110 . 42 
30,317.45 


5,000.00 

4,243.13 


217,252.77 

8,911.00 


Total  Investment  Fund 

Special  Funds  Under  Control  of  the  Board  of  Trustees 

BUILDING  FUND 

Cash  in  banks 

Investments  at  cost  (market  value  $1,236,238)  of  which  $60,000  is 
placed  in  escrow  as  a pledge  under  the  “Medicare”  Contract.  . . 

Accrued  interest 

Due  from  other  funds 


79,993.52 

842,338.17 

6,070.19 

16,900.68  945,302.56 


EMPLOYEES  BENEFICIARY  FUND 

Investments,  U.S.  and  other  obligations,  at  cost  (market  value 
$67 , 970)  of  which  $30 , 000  is  placed  in  escrow  as  a 

pledge  under  the  “Medicare”  Contract 76,299.44 

Accrued  interest 573.95 


76,873.39 

Less:  Due  to  other  funds.  ..  51,067.00  25,806.39 


REPAIR  AND  REPLACEMENT  FUND 

Investments,  at  cost  (market  value  $39,885) 37,910.06 

Accrued  interest 462.21 

Due  from  other  funds 3,357.72  41,729.99 


Total  Special  Funds 

Endowment  Funds 

Cash  in  banks 18,931.96 

Less:  Due  to  General  Fund 700.00 


Total  Endowment  Funds 

Pension  Fund 

Cash  in  banks 36,140.92 

Investments,  at  cost  (market  value  $352,575) 322,042.08 

Accrued  interest 3 , 062 . 68 

Due  from  General  Fund 10,434.35 


Total  Pension  Fund 

War  Memorial  Fund 

Cash  in  bank 5,588.51 

Investments — U.S.  Treasury  Bonds  and  Notes  (market  value  $116,680) 123,124.24 

Accrued  interest 703.55 


129,416.30 

Less:  Due  to  General  Fund 45,626.64 


Total  War  Memorial  Fund 


TOTAL  ASSETS 


$473,840.03 

11,738.60 

2.00 

9,243.13 

494.823.76 

226.163.77 


1,012,838.94 

18,231.96 


371,680.03 


83,789.66 

2,207,528.12 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 

December  31,  1965 


LIABILITIES  AND  FUNDS 

General  Fund 

CURRENT  LIABILITIES 

Taxes  payable  (including  withholding) 

Accounts  payable  and  accruals 

$ 13,599.46 
84,338.44 

TOTAL  CURRENT  LIABILITIES 

$97,937.90 

DEFERRED  CREDITS 

Membership  dues  1966 

Annual  Meeting  1966 

Sundry 

45,426.68 

40,047.00 

6,992.70 

TOTAL  DEFERRED  CREDITS 

GENERAL  FUND 

92,466.38 

304,419.48 

Total  General  Fund 

494,823.76 

Investment  Fund 

Due  to  other  funds 

Balance 

24,409.53 

201,754.24 

Total  Investment  Fund 

226,163.77 

Special  Funds  Under  Control  of  the  Board  of  Trustees 

BUILDING  FUND 

EMPLOYEES  BENEFICIARY  FUND 

REPAIR  AND  REPLACEMENT  FUND 

945 , 302 . 56 
25,806.39 
41,729.99 

Total  Special  Funds 

1,012,838  94 

Endowment  Funds 

Lucien  Howe  Prize  Fund 

Merit  H.  Cash  Prize  Fund 

A.  Walter  Suiter  Lectureship  Fund 

7,746.63 

2,394.97 

8,090.36 

Total  Endowment  Funds 

18,231.96 

Pension  Fund 

371,680.03 

War  Memorial  Fund 

83,789  66 

TOTAL  LIABILITIES  AND  FUNDS 

2,207,528  12 

NOTE:  The  Society  has  a revolving  fund  of  $125,000  from  the  U.S.  Army  (“Medicare”  program)  not  included  in  this  exhibit. 
It  has  claims,  either  paid  or  approved  for  payment,  amounting  to  $137,846.71,  that  have  not  been  reimbursed  by  the  govern- 
ment. The  Society  has  placed  $90,000  par  value  U.S.  Treasury  Bonds  in  escrow  with  a depositary  agent  of  the  U.S.  Govern- 
ment as  a pledge  under  the  “Medicare”  contract.  The  Society  also  has  a balance  of  $22,416 . 30  on  deposit  remaining  from  the 
previous  year  which  is  due  the  Government. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


December  31,  1965 

Cash  in  Banks  and  On  Hand 


General  Fund $ 95,912.48* 

Investment  Fund 217,252  77 

Building  Fund 79,993.52 

Pension  Fund 36,140.92 


Total 429,299  69 


* Includes  $14,153.93  due  American  Medical  Association. 


Endowment  Funds 

Lucien  Howe  Prize  Fund 7,946.63 

Merit  H.  Cash  Prize  Fund 2,594.97 

A.  Walter  Suiter  Lectureship  Fund 8,390.36 


Total  (Union  Dime  Savings  Bank) 18,931.96 


War  Memorial  Fund 

On  deposit 5 , 588 . 51 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 


Investment  Fund 

U.S.  Treasury  Bills 


COST  MARKET 

$8,911  00  $8,910  00 


Building  Fund 

U.S.  Treasury  Bonds 

Finance  and  Utilities  Bonds. 

Preferred  Stocks 

Common  Stocks 


128,161.88  120,800. 

472,141.57  442,390. 

29,501.47  29,217. 

212,533.25  643,831. 


Total 


842,338.17  1,236,238. 


Employees  Beneficiary  Fund 

U.S.  Treasury  Bonds 

Utilities  Bonds 

Industrial  Bonds 


31,000.00  28,520. 
35,159.95  30,850. 
10,139.49  8,600. 


Total 


76,299.44  67,970. 


Repair  and  Replacement  Fund 

Utilities  Bonds 

Common  Stocks 


32,179.74  30,750. 

5,730.32  9,135. 


Total 


37,910  06  39,885. 


Pension  Fund 

Utilities  Bonds 

Bank  and  Finance  Bonds 
Common  Stocks 


211,286.04  208,570. 

50,925.00  50,650. 

59,831.04  93,355. 


Total 


322,042.08  352,575.00 


War  Memorial  Fund 

U.S.  Treasury  Bonds 


123,124.24  116,680.00 
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Statement  of  General  and  Other  Funds 

For  the  Year  Ended  December  31,  1965 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Operating  Income  and  Expenses— General  Fund 

For  the  Year  Ended  December  31,  1965 


Operating  Income 

Dues  income $1, 074 , 968 . 34 

Less:  Allocated  to  Journal  circulation  and  to  News  of  New  York 144,000.00 


Journal  circulation 

News  of  New  York,  allocation  from  dues  income.  . . 

Advertising  income 

Reprint  income,  Journal 

Directory  circulation 

Annual  Meeting  booth  rentals 

“Medicare”  reimbursements  for  overhead  expenses 

Dues  collection  income  from  A.M.A 

Interest 

Miscellaneous 


930,968.34 

127,169.06 

24,000.00 

375,763.56 

19,726.15 

4,674.00 

55,142.50 

33,650.28 

10,821.04 

14,486.91 

5,640.75 


Total  Operating  Income 

Operating  Expenses 

Administration 

Business  Division 

Communications  Division 

Legal  Division . . . 

Industrial  Health  Division 

Medical  Care  Division 

Scientific  Activities  Division 

Scientific  Publications  Division 

Legislative  Counsel 

Annual  Meeting 

Officers,  Board  of  Trustees,  and  A.M.A.  Delegation 

Council  Committees 

Nondivisional 


1,602,042-59 


105,647.73 

340,857.28* 

195,274.35 

48,341.20 

30,836.32 

60,289.97 

137,177.66 

287,505.21 

13.750.00 

34.735.01 
56,778.64 
15,585.11 

142,631.75 


Total  Operating  Expenses 


1,469,410.23 


NET  INCOME 


$ 132,632.36 


* A change  has  been  made  in  the  method  of  allocating  the  cost  of  production  of  the  1965-66  Medical  Directory  by  deferring 
to  the  year  1966  approximately  one  half  the  cost  of  printing  ($28,500). 

Includes  writing  off  as  uncollectible  an  account  owed  by  an  advertising  agency  in  the  amount  of  $4,573.20,  as  a result  of  the 
bankruptcy  of  that  agency. 


Section  72  ( see  203)  Report  66-P 

Supplementary  Report  of  Committee 
on  State  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

There  have  been  several  significant  develop- 
ments since  your  committee’s  original  report  to 
this  House,  published  in  the  January  1,  1966, 
issue  of  the  New  York  State  Journal  of 
Medicine,  which  your  committee  wishes  to 
bring  to  the  attention  of  this  House  at  this 
time. 

Conference  with  Governor.  On  January 
28,  1966,  representatives  of  our  State  Medical 
Society  met  with  Governor  Nelson  Rockefeller 
and  State  Health  Commissioner  Hollis  Ingra- 
ham, M.D.,  to  present  our  State  Medical  So- 
ciety’s legislation  program  and  to  seek  his  sup- 
port for  it.  Representing  the  State  Society 
were  Waring  Willis,  M.D.,  our  president; 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent; George  Foy,  Esq.,  legislative  counsel,  and 
your  chairman. 

Prior  to  this  meeting,  your  State  Society 
had  recommended  to  the  State  Health  Com- 
missioner certain  amendments  to  the  Depres- 


sant and  Stimulant  Drug  Control  Act  which  was 
enacted  last  year  and  became  effective  Jan- 
uary 1,  1966.  These  amendments,  in  general, 
would  conform  the  State  statute  to  the  less 
restrictive  Federal  law  provisions,  which  also 
became  effective  this  year,  and  would  also  pro- 
vide for  greater  discretion  on  the  part  of  the 
State  Health  Commissioner  in  determining 
which  drugs  fall  under  the  inventory  and  other 
provisions  of  the  new  law.  Also  included 
among  the  recommendations  was  a proposal 
authorizing  oral  prescriptions,  which  must  be 
followed  by  a written  prescription  within 
seventy-two  hours,  at  least  outside  the  area 
of  New  York  City. 

Governor  Rockefeller  has  given  assurances 
to  both  the  State  Health  Commissioner  and 
our  State  Medical  Society  that  he  will  support 
the  revisions  which  have  been  proposed.  A 
bill  incorporating  these  proposals  is  scheduled 
to  be  introduced  in  the  State  Legislature.  The 
bill  represents  a most  important  attempt  on 
the  part  of  our  State  Society  to  reduce  the  time- 
consuming  record-keeping  procedure  to  the 
lowest  possible  minimum,  consistent  with  public 
health  and  safety. 

At  the  request  of  our  State  Medical  Society, 
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the  State  Health  Commissioner  has  sent  out  a 
letter  to  all  physicians  in  the  State  outlining 
the  proposed  changes  in  the  Depressant  and 
Stimulant  Drug  Control  Law,  as  requested  by 
our  Society.  The  letter,  which  also  elaborates 
on  the  rules  and  regulations,  should  go  a long 
way  towards  dispelling  much  of  the  concern  of 
our  members  and  in  overcoming  many  of  their 
objections. 

In  our  discussion  with  the  Governor,  we  indi- 
cated that  our  Society  would  enthusiastically 
support  the  Governor’s  Air  Pollution  Program 
as  well  as  a bill,  supported  by  the  State  Health 
Department,  which  would  require  that  am- 
bulances operated  for  profit  meet  minimum 
training,  equipment,  and  service  standards. 

Therapeutic  Abortion.  At  the  November 
18,  1965,  meeting  of  the  Council,  your  com- 
mittee submitted  a detailed  report  of  its  activi- 
ties with  several  recommendations  for  the  ap- 
proval of  the  Council.  All  of  the  submitted 
recommendations  were  approved  with  one 
exception.  This  exception  involved  a recom- 
mendation concerning  proposed  legislation  on 
therapeutic  abortion. 

A 1965  proposal  before  the  State  Legislature 
would  have  permitted  physicians  and  surgeons, 
licensed  to  practice  in  New  York  State,  to 
perform  lawfully  therapeutic  abortions,  and 
other  licensed  practitioners  of  the  healing  arts 
to  assist  them,  in  hospitals  approved  by  the 
State  Health  Department,  if  performance 
thereof  had  been  approved  by  the  therapeutic 
abortion  committee  of  the  hospital.  The  bill 
also  fixed  qualifications  for  members  of  the 
committee,  for  certification  by  the  hospital  to 
the  State  Health  Department,  and  regulations 
thereof. 

Your  committee  recommended  to  the  Council 
that,  if  a similar  bill  were  introduced  at  the 
1966  session  of  the  State  Legislature,  the  State 
Medical  Society  should  endorse  such  a bill. 
The  Council  voted  that  this  recommendation 
of  the  committee  should  be  referred  to  the 
House  of  Delegates,  without  prior  approval  or 
disapproval  of  the  Council. 

In  accordance  with  this  directive,  therefore, 
your  committee  recommends  that  this  House 
(a)  adopt  a general  policy  on  legislation  pro- 
viding for  therapeutic  abortion  and  ( b ) approve 
in  principle  a law  that  would  provide  as  follows: 

(1)  A licensed  physician  can  terminate  a 
pregnancy  if  he  can  reasonably  establish  that: 

a.  There  is  substantial  risk  that  continuance 
of  the  pregnancy  would  gravely  impair  the 
physical  or  mental  health  of  the  mother,  or 

b.  There  is  substantial  risk  that  the  child  will 
be  born  with  grave  physical  or  mental  defect,  or 

c.  The  pregnancy  resulted  from  legally  es- 
tablished statutory  or  forcible  rape  or  incest. 

(2)  Abortions  shall  be  performed  only  in 
licensed  hospitals. 

(3)  An  abortion  shall  not  be  performed  unless 
two  licensed  physicians,  neither  of  whom  may 
be  performing  the  abortion,  shall  have  certified 
in  writing  the  circumstances  which  justify  the 
abortion. 

In  connection  with  this  subject,  attention  is 


called  to  the  fact  that  resolutions  have  been 
introduced  in  both  the  Senate  and  Assembly 
which  propose  the  creation  of  a joint  legislative 
committee  to  make  a study  of  the  laws  on  abor- 
tion. The  committee  would  be  given  an  ap- 
propriation of  $50,000  and  would  be  expected 
to  submit  proposals  by  December  15,  1966,  and 
a report  by  March  31,  1967  (Senate  Resolution 
29;  Assembly  Resolution  39). 

Your  chairman  wishes  also  to  advise  the 
House  that  in  preparation  for  this  session  he 
sent  a letter,  dated  January  4,  1966,  to  all  state 
medical  society  executive  secretaries  requesting: 

1.  Copies  of  statutes  on  therapeutic  abor- 
tions; 

2.  Copies  of  bills  which  may  have  been  intro- 
duced in  the  present  session,  or  past  sessions, 
of  their  state  legislature;  and 

3.  Statements  of  policy,  if  any,  which  have 
been  adopted  by  the  state  medical  society,  or 
memoranda  submitted  by  the  society  to  the 
state  legislature  concerning  proposed  laws  on 
therapeutic  abortion. 

The  data  received  as  a result  of  this  survey 
will  be  available  to  the  reference  committee 
of  the  House. 

State  Legislature — 1966  Session.  On  Jan- 
uary 5,  1966,  the  New  York  State  Legislature 
commenced  its  189th  annual  session.  Although 
almost  4,000  bills  had  been  introduced  in  the 
Assembly  and  approximately  2,000  bills  in  the 
Senate  at  the  time  this  report  is  being  compiled 
on  February  9,  1966,  and  many  of  these  bills 
are  of  interest  to  medicine,  most  of  the  activity 
in  the  current  session  has  involved  the  reap- 
portionment  of  the  State  Legislature  and  the 
annual  budget.  As  a result,  there  has  been 
little  or  no  progress  in  the  movement  of  bills 
in  which  your  committee  has  been  interested 
and  which  have  been  reported  in  our  legislation 
bulletin,  Capitol  News. 

Your  chairman  plans  to  call  a joint  meeting 
of  members  of  your  Council  Committee  on 
State  Legislation  and  the  legislation  chairmen 
of  all  county  medical  societies  in  late  February 
to  evaluate  the  pending  bills  before  the  State 
Legislature,  to  obtain  the  advice  and  counsel 
of  the  county  medical  societies,  and  to  deter- 
mine what  action  should  be  taken  in  regard  to 
them. 

Committee  Studies.  At  its  November  4, 
1965,  meeting,  your  committee  directed  that 
further  study  be  made  in  certain  areas  which 
might  require  the  introduction  of  legislation. 
The  following  is  a report  on  these  matters: 

Physicians  Drawing  Blood  — Resolutions  have 
been  introduced  at  past  sessions  of  the  House 
calling  for  investigating  the  possibility  of  amend- 
ing the  law  to  relieve  the  burden  of  physicians, 
particularly  in  certain  areas  of  the  State,  who 
are  frequently  called  on  by  members  of  the 
Division  of  the  State  Police  to  take  blood  al- 
cohol specimens. 

After  an  examination  of  the  problem,  your 
committee  has  caused  a bill  to  be  introduced 
in  the  State  Legislature  which  provides  that 
nurses  and  laboratory  technicians  also  should  be 


June  1,  1966  / New  York  State  Journal  of  Medicine  1503 


authorized  to  take  blood  alcohol  specimens  and 
that  then-  testimony  should  be  given  the  same 
force  and  weight  as  that  of  physicians.  This 
matter  has  been  discussed  with  the  Superin- 
tendent, Division  of  State  Police,  and  he  had  no 
objection  to  such  a measure.  Through  the 
introduction  of  this  bill,  we  are  hopeful  that  the 
problem  of  limiting  the  taking  of  blood  to 
physicians  only  may  be  solved  by  the  action 
taken  by  your  committee. 

Wisconsin  Sex  Crimes  Law — Another  pro- 
posal referred  to  your  committee  by  the  House 
was  a study  of  the  Wisconsin  Sex  Crimes  Law 
enacted  in  Wisconsin  in  July,  1951.  The  study 
was  to  be  made  in  connection  with  the  problems 
of  crimes  committed  by  repeatedly  convicted 
sex  offenders  in  New  York  State.  In  brief, 
the  Wisconsin  law  provides  that  all  persons 
convicted  of  rape,  attempted  rape,  sexual 
intercourse  without  consent,  attempted  sexual 
intercourse  without  consent,  or  indecent  be- 
havior with  a child,  must  be  committed  to  the 
Wisconsin  Department  of  Public  Welfare  for 
presentence  examination.  If  the  department 
finds  that  the  sex  offender  requires  special 
treatment,  then  the  court  may  either  commit 
him  to  the  Department  Sex  Crime  facility  for 
custody  and  treatment  or  place  him  on  probation 
with  the  requirement  that  he  receive  inpatient 
or  outpatient  psychiatric  treatment.  If  the 
department  finds  that  the  offender  is  not  in 
need  of  specialized  treatment,  the  court  dis- 
poses of  the  case  under  the  criminal  code. 

Since  this  general  matter  is  being  studied  by 
the  New  York  State  Commission  on  Revision 
of  the  Penal  Law  and  Criminal  Code,  known 
as  the  Bartlett  Commission,  your  committee 
feels  that  no  legislation  should  be  introduced 
on  this  subject  at  this  time. 

Operating  Room  Deaths ■ — Another  proposal  to 
the  committee  by  the  House  was  that  legislation 
might  be  enacted  covering  compulsory  report- 
ing of  all  cases  of  operating  room  mortality  in 
upstate  New  York.  At  the  committee  meeting, 
it  was  brought  out  that,  if  such  action  were 
deemed  necessary,  the  enactment  of  a law 
might  not  be  the  solution  since  current  statutes 
might  cover  the  problem  and  regulations  based 
on  the  statutes  might  be  resorted  to  if  deemed 
advisable.  The  problem  is  still  being  studied 
by  your  committee  and  the  State  Health  De- 
partment. 

Workmen’s  Compensation — In  addition  to 
sponsoring  the  bill,  reported  in  our  original 
report,  advocating  an  increase  from  $25  to 
$35,  the  maximum  claim  which  may  be  en- 
forced against  employer  for  specialists  consulta- 
tions, surgical  operations,  and  other  procedures 
under  the  Workmen’s  Compensation  Law, 
your  committee  has  joined  with  the  Workmen’s 
Compensation  Committee  of  your  State  Society 
in  proposing  an  increase  from  $25  to  $50  in  the 
daily  fee  for  each  member  of  the  Workmen’s 
Compensation  Arbitration  Committee. 


Physician’s  Lien  Law.  The  Ad  Hoc  Com- 
mittee to  Prepare  a Lien  Law  is  submitting  a 
report  on  its  recent  meeting  and  its  recom- 
mendations on  this  subject  to  this  House. 
Legislative  counsel  is  working  with  the  ad  hoc 
committee,  and  your  State  Legislation  Com- 
mittee will  cooperate  in  every  way  possible  to 
implement  the  recommendations  of  the  House 
in  regard  to  this  matter. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Section  73  ( see  188 ) Report  66-Q 

Supplementary  Report  of  Secretary 

To  the  House  of  Delegates,  Gentlemen: 

The  secretary  wishes  to  present  the  following 
figures  regarding  membership: 


1964  Membership 25,630 

1965  New  members 850 

1965  Reinstated  members.  112 


26,592 

1965  Deaths 251 

1965  Resignations 290  541 


. 26,051 

1965  Delinquent  members 136 


1965  Total  membership 25,915 


Honor  counties,  those  having  no  1965  de- 
linquents, are  Allegany,  Broome,  Chemung, 
Chenango,  Clinton,  Cortland,  Delaware,  Frank- 
lin, Genesee,  Greene,  Herkimer,  Jefferson,  Liv- 
ingston, Madison,  Montgomery,  Niagara, 
Oneida,  Oswego,  Otsego,  Putnam,  Richmond, 
Schenectady,  Schoharie,  Suffolk,  Tioga,  Ulster, 
Washington,  Wayne,  Wyoming,  and  Yates. 

Comparative  total  of  membership  since  1954 


follow: 

1954 

23,545 

1960 

25,250 

1955 

23,838 

1961 

25,351 

1956 

24,031 

1962 

25,401 

1957 

24,182 

1963 

25,528 

1958 

24,370 

1964 

25,630 

1959 

24,689 

1965 

25,915 

Remissions  of  1965  dues  were  voted  for  202 
members  as  follows: 

Illness 117 

Financial  hardship 41 

Temporary  service  in  the  Armed  Forces 
or  United  States  Public  Health  Serv- 
ice   44 

202 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Secretary 

Section  74  ( see  217)  Report  66-R 

Supplementary  Report  of  Commission 
on  Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

We  are  sorry  to  report  that  through  a clerical 
error  the  name  of  Harry  S.  Lichtman,  M.D., 
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Kings,  was  omitted  from  the  published  list 
of  members  of  the  Commission  on  Public  Health 
and  Education.  Dr.  Lichtman,  an  active 
member  of  the  Commission,  has  served  this 
year  as  an  adviser. 

Your  chairman  has  the  following  to  report 
on  various  resolutions  referred  to  the  Com- 
mission: 

65-7 — “ Establishment  of  Standards  for  Sur- 
gical Technicians,”  providing  that  the  Society 
take  any  necessary  steps  toward  “establish- 
ment of  a standard  minimum  curriculum  for  the 
training  of  surgical  technicians  and  toward  the 
establishment  of  a grade  of  certification”  and 
65-47 — “ Need  for  College  Training  of  Medical 
Technologists  or  Doctors'  Aides.” 

The  Community  College  Health  Careers 
Project  Advisory  Committee  on  Curriculum 
Study  of  which  your  chairman  is  a member  has 
held  conferences  during  the  year  to  develop 
educational  and  occupational  objectives  for 
health  service  technicians  in  ten  health  service 
areas.  The  following  courses  are  being  con- 
sidered: basic  health  technology,  x-ray  tech- 
nology, inhalation  therapy  technology,  dental 
auxiliary,  occupational  therapy,  assisting  and 
medical  record  technology,  operating  room 
technology  or  surgery  technician,  biomedical 
engineering  technology,  ophthalmic  dispensing, 
public  health  technology,  medical  emergency . 
technology.  The  annual  report  of  this  com- 
mittee is  now  in  preparation. 

65-30 —“Education  and  Training  of  More 
Practicing  Physicians”- — This  has  been  referred 
to  the  Committee  on  Continuing  Education 
which  is  studying  the  problem. 

65-42 — “Occupant  Protection  Devices  for  Auto- 
mobiles”-— Your  Committee  on  Accident  Pre- 
vention works  continually  on  this  problem  and 
has  been  represented  at  meetings  of  the  Joint 
Legislative  Committee  on  Traffic  Accidents 
and  Highway  Safety. 

65-14 — “Change  in  Policy  Governing  New 
York  State  Health  Department's  Medical  Re- 
habilitation Program” — This  subject  has  been 
discussed  in  the  past  with  the  Health  Depart- 
ment as  has  that  of  resolution  65-32 — “Change 
in  Policy  Governing  New  York  State  Health 
Department's  Program  for  Physically  Handi- 
capped Children.”  Further  study  of  this  will 
be  made. 

Your  attention  is  called  to  the  regional  con- 
ferences on  intensive  observation  units  for 
patients  with  new  myocardial  infarcts,  con- 
ducted by  the  New  York  State  Department  of 
Health  and  the  Hospital  Association  of  New 
York  State  with  the  cooperation  of  the  Medical 
Society  of  the  State  of  New  York  and  the  two 
Heart  Associations. 

Each  hospital  in  a local  area  was  invited  to 
send  the  doctor  and  the  nurse  who  were  or  would 
be  in  charge  of  such  a unit  in  their  hospital. 
Hospital  administrators  were  also  invited.  A 
total  of  193  hospitals  sent  representatives  to 
these  informal  conferences  where  equipment 
and  space  were  discussed,  but  the  main  em- 
phasis was  on  personnel  and  the  careful  training 


of  nurses,  since  in  many  hospitals  nurses  will 
have  to  play  a very  important  part  in  such  a 
program. 

These  conferences  were  held  in  New  York 
City,  Rochester,  Utica,  Nassau  County,  Pough- 
keepsie, Binghamton,  Buffalo,  Elmira,  and 
Glens  Falls.  There  was  extensive  participation 
by  the  representatives. 

If  there  is  a need,  additional  conferences  will 
be  scheduled. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 


Section  75  ( see  218)  Report  66  S 

Supplementary  Report  of  Committee 
on  Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Aging  and  Nursing  Homes 
met  with  representatives  of  the  State  Health 
Department  on  February  3,  1966,  to  discuss 
Part  753,  Patient  Services,  of  the  new  Nursing 
Homes  Operation  Code  of  the  State  of  New 
York  which  has  been  prepared  by  the  State 
Health  Department  to  promote  and  protect  the 
health  and  general  welfare  of  nursing  home 
patients  by  requiring  that  the  premises,  equip- 
ment, personnel,  rules  and  bylaws,  standards 
of  medical  care,  and  other  services  and  condi- 
tions in  nursing  homes  are  fit  and  adequate. 

The  committee  recommended  to  the  State 
Health  Department  that  the  appointment  of 
a medical  board  or  medical  advisory  committee 
or  consulting  physician  to  nursing  homes  should 
be  in  accordance  with  the  policies  of  the  local 
county  medical  society.  This  was  agreed  on. 

The  committee  also  recommended  that  the 
reimbursement  for  medical  service  in  propri- 
etary nursing  homes  be  consistent  with  the 
policies  of  the  local  county  medical  society. 
This  also  was  agreed  on. 

With  regard  to  the  section  of  the  code  making 
it  possible  for  a private  physician  to  take  care 
of  patients  in  nursing  homes,  public  or  voluntary 
and  proprietary,  if  this  is  considered  desirable 
by  the  governing  and  medical  boards,  the 
committee  recommended  to  the  State  Health 
Department  that  this  should  be  done  “if  it  is 
within  the  policies  of  the  institution.”  This 
was  agreed  on. 

The  following  recommendation  was  approved 
by  the  committee: 

“That  the  Committee  on  Aging  and  Nursing 
Homes  suggest  to  each  county  medical  society, 
or  in  cases  where  county  societies  are  small,  the 
district  branch  organization  in  the  area,  that  a 
committee  be  designated  or  set  up  to  supervise 
medical  care  in  nursing  homes  to  assure  that  the 
standards  set  forth  in  State  and  Federal  leg- 
islation are  met.” 

The  committee  commended  the  State  Health 
Department  on  a job  well  done. 

Respectfully  submitted, 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 
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Section  76  ( see  181)  Report  66-T 

Supplementary  Report  of  Council  Committee 
on  Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

Since  the  preparation  of  our  annual  report, 
the  following  matters  have  been  studied  by  the 
Council  Committee  on  Constitution  and  Bylaws 
and  acted  on  by  the  Council  as  recorded  below. 

Broome  County — Amendments  to  Chapters 
VI,  XVI,  and  XX  approved  by  the  Council. 

Kings  County — A revision  of  the  bylaws 
approved  by  the  Council  with  a suggestion  that 
Article  2,  Section  2,  “Qualifications  for  Mem- 
bership— graduation  from  a recognized  medical 
school,”  be  deferred  until  the  annual  meeting 
of  the  House  of  Delegates  when  Dr.  Blake’s 
proposed  amendment  will  be  acted  on. 

Monroe  County- — Amendments  to  Chapters 

I,  V,  VI  approved  by  the  Council  as  recom- 
mended by  the  committee. 

New  York  County  —Amendment  to  Chapter 

II,  Article  7 of  the  bylaws.  The  Council 
reversed  its  action  of  September  23  approving 
this  change;  this  amendment  was  found  to  be 
in  conflict  with  Chapter  I,  Section  7 of  the 
Bylaws  of  the  State  Society. 

Rockland  County  —Addition  of  Article  II, 
Section  E to  then'  bylaws  approved  by  the 
Council  with  a suggested  change  in  wording. 

Ulster  County- — Amendment  of  Chapter  IX, 
Section  1 of  their  bylaws  approved  by  the 
Council.  Amendment  of  Chapter  X,  Section 
2 of  their  bylaws- — the  Council  recommended 
that  this  change  not  be  made  at  present  because 
of  changes  currently  being  proposed  in  the 
State  Society  Bylaws. 

Dutchess,  Schenectady,  Tompkins,  and  Wayne 
Counties — Amendments  which  would  make 
explicit  the  requirement  that  members  shall 
have  attended  a medical  school  for  four  years. 

The  Council  approved  the  following  recom- 
mendation of  our  committee:  “The  proposed 
change  in  a number  of  county  medical  societies’ 
constitutions  and  bylaws  concerning  member- 
ship qualifications,  which  was  tabled  at  the 
September  Council  meeting,  should  now  be 
reconsidered  by  the  Council.  As  you  are  well 
aware,  the  opinion  of  the  Appellate  Division 
reversing  Justice  Shapiro’s  opinion  would  give 
an  opportunity  to  the  House  of  Delegates,  at 
its  annual  meeting  in  February,  1966,  to  approve 
the  amendment  to  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of 
New  York  introduced  by  James  M.  Blake, 
M.D.,  which  would  require  graduation  from  a 
recognized  medical  school  as  a prerequisite  to 
membership.  Your  committee  urges  the  Coun- 
cil to  advise  the  county  societies  of  this  change 
in  the  Constitution  and  Bylaws  since  it  will,  in 
all  probability,  be  passed  by  the  House  of  Dele- 
gates.” 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 


Resolutions* 

Section  77  Resolution  66-1 

Amendment  to  Bylaws  to  Change  Age  of 
Eligibility  for  Life  Membership 

Introduced  by  Medical  Society  of  the  County 
of  Jefferson 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Section  6 of  Chapter  I by  substituting 
the  word  “sixty-five”  for  the  word  “seventy” 
in  the  first  sentence,  so  that  the  first  sentence 
of  Section  6 of  Chapter  I will  then  read  as 
follows: 

“An  active  member  in  good  standing,  on 
reaching  the  age  of  sixty-five  years,  or  who 
is  permanently  disabled,  may  apply  for  life 
membership.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  78  ( see  197)  Resolution  66-2 

Permanent  Building  for  the  Society 

Introduced  by  Medical  Society  of  the  County 
of  Chautauqua 

Whereas,  The  headquarters  of  the  Medical 
Society  of  the  State  of  New  York  are  now  and 
have  been  for  many  years  located  in  rental 
buildings  at  a high  cost  to  the  Society;  and 
Whereas,  It  is  important  that  such  head- 
quarters be  located  in  an  area  that  is  easily 
accessible  to  all  forms  of  transportation;  and 
Whereas,  The  transportation  and  population 
center  of  New  York  State  is  located  in  Metro- 
politan New  York;  and 

Whereas,  The  State  Legislature  at  its  1965 
session  granted  medical  societies  exemption 
from  real  property  taxes;  and 

Whereas,  It  would  redound  to  the  financial 
betterment  of  the  Society  if  it  owned  its  own 
building;  now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  go  on 
record  as  strongly  recommending  that  the  Med- 
ical Society  of  the  State  of  New  York  purchase 
and/or  construct  a suitable  building  for  its 
headquarters  to  be  located  in  Metropolitan 
New  York;  and  be  it  further 

Resolved,  That  this  resolution  be  implemented 
at  the  earliest  possible  time. 

Referred  to  Reference  Committee  on  Re- 
ports of  Officers. 

* Resolutions  66-1  through  66-83  were  introduced  at  the 
Monday  session  of  the  House;  resolutions  66—84  through 
66-91  at  the  Tuesday  session;  resolutions  66-92  and  66-93 
at  the  Wednesday  morning  session.  Resolutions  66-15  and 
66-79  were  distributed  to  the  House  but  were  withdrawn 
before  being  given  formal  consideration;  hence  these  are 
omitted  from  these  Minutes. 
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Section  79  ( see  270)  Resolution  66-3 

Changes  in  State  Welfare  Regulations 

Introduced  by  Otsego  County  Medical  Society 

Whereas,  There  has  been  increased  concern 
and  dissatisfaction  expressed  by  members  of  the 
Otsego  County  Medical  Society  with  regard  to 
welfare  medical  fees  and  regulations;  and 

Whereas,  Local  commissioners  have  indi- 
cated that  some  of  these  inequities  are  the  result 
of  regulations  at  the  State  level;  now  therefore 
be  it  hereby 

Resolved,  That  the  appropriate  committee  of 
the  Medical  Society  of  the  State  of  New  York 
be  urged  to  meet  with  State  welfare  officials,  at 
the  earliest  possible  time,  to  request  that  the 
State  Department  of  Social  Welfare: 

1.  Eliminate  the  five-day  requirement  for 
submission  of  form  M-l; 

2.  Raise  the  existing  allowances  in  each  area 
to  parallel  more  closely  physicians’  usual  and 
customary  fees; 

3.  Take  steps  to  eliminate  economic  puni- 
tive action  against  a physician  or  hospital 
because  a welfare  patient  has  failed  to  identify 
himself  as  such. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  80  ( see  231)  Resolution  66-4 

Request  to  Governor  for  Leadership  in  Reducing 
Motor  Vehicle  Accidents 

Introduced  by  Cattaraugus  County  Medical 
Society 

Whereas,  Motor  vehicle  accident  mortality 
and  morbidity  is  a major  public  health  problem 
of  our  complex  society,  and  an  upward  trend  in 
New  York  State  produced  a mortality  rate  last 
year,  the  second  highest  in  twenty-four  years; 
and 

Whereas,  Many  agencies,  both  government 
and  voluntary,  carry  on  preventive  programs, 
but  there  seems  to  be  a great  need  for  coordina- 
tion of  effort  and  a need  for  widespread  enlist- 
ment of  public  support  of  a program  that  will 
reverse  current  trends;  and 

Whereas,  Reducing  the  magnitude  of  this 
major  cause  of  death  and  disability  in  our  State 
and  nation  will  require  the  wholehearted  sup- 
port of  a majority  of  our  citizens,  government 
and  social  agencies,  and  voluntary  and  profes- 
sional organizations;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  implore  the  Governor  of  the 
State  of  New  York  to  give  his  attention  to  the 
urgent  need  to  reduce  needless  motor  vehicle 
accident  mortality  and  morbidity,  to  direct  the 
offices  of  the  Executive  Branch  in  programming, 
and  to  lead  the  public  to  an  effective  solution 
of  the  problem,  thereby  removing  the  guilt 
of  needless  death  and  disability  from  the  con- 
science of  the  State  of  New  York. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 


Section  81  ( see  266)  Resolution  66-5 

Fee  Concepts  for  Third-Party  Insurers 

Introduced  by  Onondaga  County  Medical 
Society 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association  meeting  at 
Philadelphia  in  November,  1965,  once  again 
reaffirmed  its  support  of  the  usual  and  custom- 
ary fee  concepts  as  the  basis  for  reimbursing 
physicians  participating  in  government  pro- 
grams at  all  levels;  and  urged  that  the  reim- 
bursement of  individual  physicians  in  accordance 
with  the  usual  and  customary  fee  concepts  be 
extended  to  all  third  parties;  now  therefore  be 
it  hereby 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
affirm  its  support  of  these  American  Medical 
Association  policies — that  the  usual  and  cus- 
tomary fee  concepts  be  the  basis  for  reimbursing 
physicians  participating  in  government  pro- 
grams at  all  levels,  and  that  the  reimbursement 
of  individual  physicians  in  accordance  with  the 
usual  and  customary  fee  concepts  be  extended 
to  all  third  parties;  and  be  it  further 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  authorized 
to  take  the  necessary  steps  to  secure  the  enforce- 
ment of  these  principles  at  all  levels  of  govern- 
ment in  the  State  of  New  York  and  to  secure 
the  application  of  these  principles  by  all  third- 
party  insurers  in  the  State  of  New  York. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  82  ( see  216)  Resolution  66-6 

Adoption  of  a New  Seal  for  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Section  on  Space  Medicine 

Whereas,  A large  number  of  institutions 
and  hospitals  in  the  State  of  New  York,  either 
directly  or  indirectly,  are  benefiting  from  the 
advances  attributable  to  applied  research  in  the 
field  of  space  medicine,  and  the  use  of  the  seal 
of  the  Medical  Society  of  the  State  of  New  York 
through  the  media  of  communications  reaches 
all  four  corners  of  the  globe;  and 

Whereas,  It  has  been  noticed  that  the  staff 
of  Aesculapius  (Gr.  Asklepios),  the  inter- 
nationally recognized  symbol  of  the  physician, 
appears  on  the  official  seal  of  the  Medical  Society 
of  the  State  of  New  York  in  an  inverted  position 
— the  head  of  the  snake  and  the  top  of  the  staff 
are  at  an  angle  of  about  45  degrees  below  the 
horizontal  plane;  and 

Whereas,  Such  an  appearance  of  an  emblem, 
as  described  above,  has  a distinct  negative 
implication  as,  for  example,  the  inverted  cross 
or  inverted  flag;  and 

Whereas,  Research  extending  back  to  the 
forerunner  of  the  Medical  Society  of  the  State 
of  New  York,  the  New  York  Medical  Society 
(1788-July  8,  1806)  has  failed  to  reveal  the 
existence  of  a medical  seal,  and  research  in  the 
subsequent  period  from  1806  to  date  also  failed 
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to  shed  any  light  for  the  motivation  of  the  in- 
version of  the  staff  of  Aesculapius  on  the  one 
hundred  and  sixty-year-old  seal;  and 

Whereas,  Medical  authorities  in  Greece 
(the  traditional  home  of  Asklepios  being 
Epidaurus)  and  many  others  agree  as  to  a nega- 
tive implication  of  the  staff  in  this  position  in 
the  present  seal  of  the  Medical  Society  of  the 
State  of  New  York  and  feel  it  should  be  slanting 
or  inclining  the  other  way  by  rotating  the  staff 
180  degrees;  and 

Whereas,  The  presence  of  more  than  one 
laurel  branch  of  the  bay  tree,  a symbol  of  mi- 
raculous healing  powers  also  used  for  the  crown- 
ing of  heroes,  appears  superfluous;  and 

Whereas,  Through  the  creation  of  the  Sec- 
tion on  Space  Medicine  in  1960  and  the  estab- 
lishment of  the  Liaison  Committee  to  the 
National  Aeronautics  and  Space  Administration 
and  the  membership  of  the  Medical  Society  of 
the  State  of  New  York  in  the  International 
Astronautical  Federation,  both  in  1964,  the 
Medical  Society  of  the  State  of  New  York  has 
expressed  a pioneering  spirit  as  well  as  a pro- 
gressive attitude  of  the  greater  majority  of  its 
member  physicians,  generalists  and  specialists 
alike,  thus  being  the  only  state  medical  society 
in  the  United  States  to  recognize  formally  the 
mission  of  the  physician  relative  to  the  extension 
of  knowledge  of  man  as  he  moves  out  into  the 
cosmos;  now  therefore  be  it  hereby 

Resolved,  That  a new  seal  of  the  Medical 
Society  of  the  State  of  New  York  be  designed 
appropriately  to  include,  besides  the  existing 
historic  symbols  of  the  Society,  an  additional 
expression  that  will  be  representative  and 
worthy  of  its  space  age  activities  by  (1)  recti- 
fication to  a proper  position  of  the  staff  of 
Aesculapius  over  a laurel  branch,  and  (2) 
inclusion  of  an  appropriate  cosmic  symbol  to 
replace  the  extra  laurel  branch  in  the  lower  right 
quadrant;  and  be  it  further 

Resolved,  That  a committee  to  undertake  the 
above  study  be  appointed. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  83  ( see  266)  Resolution  66-7 

Usual  and  Customary  Fees  for  Participation  in 
Medicare  Program 

Introduced  by  Putnam  County  Medical  Society 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  physicians 
participate  in  the  Medicare  program  only  on 
the  basis  they  receive  their  usual  and  customary 
fees  for  like  services  as  paid  for  by  the  private 
paying  patient. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  84  ( see  273 ) Resolution  66-8 

Uniform  Fee  Schedule  for  Use  by  State 
Department  of  Mental  Hygiene 

Introduced  by  Medical  Society  of  the  County 
of  Oneida 


Whereas,  The  New  York  State  Department 
of  Mental  Hygiene  does  not  have  a fee  schedule 
for  reimbursements  of  physicians  who  are 
consultants  to  this  department;  and 

Whereas,  Such  a fee  schedule  exists  in  many 
other  departments  requiring  medical  consulta- 
tion for  the  government  of  the  State  of  New 
York  as  well  as  the  Federal  government;  and 
Whereas,  At  the  present  time,  the  various 
specialists  who  serve  as  consultants  to  the 
New  York  State  Department  of  Mental  Hy- 
giene simply  receive  a token  honorarium; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  that  a uniform 
medical  fee  schedule  be  adopted  by  the  New 
York  State  Department  of  Mental  Hygiene, 
equivalent  to  the  Workmen’s  Compensation 
fee  schedule  or  the  recently  promulgated  Rela- 
tive Value  Scale;  and  be  it  further 

Resolved,  That  this  be  brought  to  the  attention 
of  the  Director  of  the  Budget  of  the  State  of 
New  York. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 


Section  85  ( see  292)  Resolution  66-9 

Utilization  Committees 

Introduced  by  Irving  M.  Pallin,  M.D.,  Medical 
Society  of  the  County  of  Kings,  as  an  individual 

Whereas,  The  formation  of  hospital  utiliza- 
tion committees  has  been  declared  an  important 
part  of  medical  care  in  the  hospital;  and 

Whereas,  Public  Law  89-239  (Medicare) 
requires  an  actively  functioning  utilization 
committee  as  a requisite  for  approval  of  hos- 
pitals to  render  such  care;  and 

Whereas,  Blue  Cross  and  other  insurance 
agencies  demand  review  of  disputed  claims  by 
utilization  committees;  and 

Whereas,  The  American  Medical  Association 
declared  at  the  meeting  of  the  Technical  Ad- 
visory Committee  on  November  19,  1965, 
“that  utilization  review  must  be  recognized 
as  a professional  medical  concern”;  now  there- 
fore be  it  hereby 

Resolved,  That  this  House  of  Delegates  go  on 
record  as  recommending  that  all  utilization 
committees  be  composed  of  and  under  the 
direction  of  practicing  physicians;  and  be  it 
further 

Resolved,  That  this  House  of  Delegates  create 
the  proper  committee  to  study  the  function 
and  organization  of  utilization  committees  in 
the  State  of  New  York;  and  be  it  further 

Resolved,  That  this  Society  implement  the 
creation  of  and  set  the  standards  for  utilization 
committees. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 


1508  New  York  State  Journal  of  Medicine  / June  1,  1966 


Section  86  Resolution  66-10 

Amendment  to  Bylaws  to  Permit  District  Branches 
to  Suggest  Appointments  to  Nominating 
Committee 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  Chapter  XI,  Section  4,  of  the 
Bylaws  provides  that  one  member  of  the 
Nominating  Committee  shall  be  chosen  from 
each  district  branch;  now  therefore  be  it  hereby 
Resolved,  That  Chapter  XI,  Section  4,  of  the 
Bylaws  be  amended  by  inserting  after  the  first 
sentence  of  this  section  the  following  sentence: 
“A  district  branch,  pursuant  to  action  taken 
at  its  annual  meeting,  may  make  an  advisory 
recommendation  to  the  president  of  the  Society 
on  the  member  to  be  chosen  from  the  district 
branch  membership,”  so  that  Chapter  XI, 
Section  4,  will  then  read: 

“Section  4.  The  Nominating  Committee 
shall  be  appointed  by  the  president  in  con- 
formity with  Chapter  VII,  Section  1.  A 
district  branch,  pursuant  to  action  taken  at 
its  annual  meeting,  may  make  an  advisory 
recommendation  to  the  president  of  the 
Society  on  the  member  to  be  chosen  from  the 
district  branch  membership.  It  shall  consist 
of  eleven  members,  one  from  each  district 
branch  and  two  members  at  large.  It  will  be 
the  duty  of  this  committee  to  propose  and 
nominate  members  of  the  Society  for  all  vacan- 
cies to  be  filled  at  the  ensuing  annual  meeting 
of  the  House  of  Delegates.  These  recommen- 
dations shall  be  made  to  the  House  of  Dele- 
gates in  the  same  manner  as  prescribed  in 
Chapter  X,  Section  2,  of  the  Bylaws. 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  87  Resolution  66-11 

Amendment  to  Bylaws  to  Permit  One-Year  Terms 
for  District  Branch  Presidents 

Introduced  by  Eighth  District  Branch 

Whereas,  The  Eighth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York 
would  like  to  elect  a president  for  one  year  in- 
stead of  for  two  years  as  provided  in  Chapter 
XIII,  Section  1,  of  the  Bylaws  of  the  Society; 
now  therefore  be  it  hereby 

Resolved,  That  Chapter  XIII,  Section  1,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  by  the  addition  of  the 
following:  “but  with  the  approval  of  the  Council 
a district  branch  may  elect  a president  for  one 
year,”  so  that  Chapter  XIII,  Section  1,  will  then 
read  as  follows: 

“Section  1.  Each  district  branch  shall  elect 
a president  for  two  years  and  a district  dele- 
gate to  the  House  of  Delegates  for  two  years, 
but  with  the  approval  of  the  Council  a dis- 
trict branch  may  elect  a president  for  one 
year.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 


Section  88  ( see  206)  Resolution  66-12 

Change  in  State  Law  to  Conform  to  Federal  Law 
on  Stimulant  and  Depressant  Drugs 

Introduced  by  Otsego  County  Medical  Society 

Whereas,  On  January  1, 1966,  the  New  York 
State  law  regarding  stimulant  and  depressant 
drugs  became  effective,  and  a similar  but  some- 
what less  restrictive  Federal  law  (PL  89-74) 
became  effective  on  February  1,  1966;  and 
Whereas,  Inevitable  confusion  for  the  physi- 
cians and  pharmacists  of  the  State  of  New 
York  will  result  until  these  bills  are  brought 
into  conformity;  and 

Whereas,  Many  of  these  drugs,  particularly 
the  barbiturates,  are  of  great  value  and  are 
employed  widely  and  often  dispensed  in  daily 
practice  by  physicians;  and 

Whereas,  The  necessity  for  physicians 
keeping  detailed  and  meticulous  records  to 
dispense  these  drugs  will  involve  the  expenditure 
of  much  time  and  effort  by  individuals  whose 
energy  already  is  approaching  exhaustion,  and 
whose  ranks  grow  thinner  each  year  in  spite  of 
an  increasing  demand  by  the  nation  for  physi- 
cians; and 

Whereas,  These  factors,  together  with  the 
personnel  necessary  to  enforce  these  laws,  will 
result  inevitably  in  an  increase  in  the  cost  of 
medical  care  to  the  patient  and  taxpayer,  and 
the  prohibition  of  telephone  prescriptions  for 
these  drugs  will  work  a genuine  hardship  on 
many  patients;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  do  all  in  its  power  to  secure 
such  changes  in  the  New  York  State  law  as  will 
bring  it  into  conformity  with  the  Federal  law 
(PL  89-74);  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  work  for  the  modification 
of  those  sections  of  the  State  law  which  require 
detailed  recordkeeping  by  physicians  and  which 
prohibit  telephone  prescriptions  for  these  drugs. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  89  ( see  267 ) Resolution  66-13 

Transfer  of  Coverage  for  Services  of  “Hospital- 
Based”  Medical  Specialists  from  Blue  Cross 
to  Blue  Shield 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  Pathology  has  been  defined  re- 
peatedly as  the  practice  of  medicine  and  an 
important  integral  part  of  patient  care;  and 
Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association,  at  a recent 
meeting  in  Chicago,  adopted  the  following  state- 
ment of  policy:  “ ‘Hospital-based’  medical 

specialists  are  engaged  in  the  practice  of  medi- 
cine. The  fees  for  the  services  of  such  specialists 
should  not  be  merged  with  hospital  charges. 
The  charges  for  the  services  of  such  specialists 
should  be  established,  billed,  and  collected  by 
the  medical  specialist  in  the  same  manner  as 
are  the  fees  of  other  physicians”;  and 
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Whereas,  Public  Law  89-97,  the  Medicare 
program,  provides  for  coverage  of  pathology 
in  such  a manner;  and 

Whereas,  It  is  desirable  that  payment  of  all 
pathology  fees  be  done  in  a uniform  maimer; 
and 

Whereas,  The  number  of  specialists  in  other 
fields  of  medical  practice  employed  full-time  in 
hospitals  is  increasing  rapidly;  and 

Whereas,  All  such  other  full-time  specialists 
in  hospitals  will  find  themselves  ultimately  in 
the  same  position  as  the  present  “hospital- 
based”  medical  specialists,  unless  a consistent 
policy  is  adopted  now  with  the  opportunity 
offered  by  the  Medicare  program;  now  there- 
fore be  it  hereby 

Resolved,  That  it  be  the  policy  of  the  Medical 
Society  of  the  State  of  New  York  that  all  physi- 
cians separate  their  professional  fees  from  hos- 
pital charges  and  present  their  own  bills  to  all 
patients  expected  to  pay  for  services;  and  be 
it  further 

Resolved,  That  all  physicians  set  their  fees 
according  to  the  worth  of  their  professional 
service  only  with  a zealous  guard  against  any 
and  all  possible  abuses  which  would  in  any  man- 
ner increase  the  cost  of  medical  care;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  elective  and 
executive  officers  and  its  Council,  take  all 
indicated  steps  immediately  to  initiate  a pro- 
gram to  promote  the  elimination  from  Blue 
Cross  of  all  the  coverage  for  the  services  of 
“hospital-based”  medical  specialists,  to  wit, 
roentgenologists,  anesthesiologists,  pathologists, 
and  physiatrists,  and  endeavor  by  all  means  to 
have  such  coverage  shifted  to  Blue  Shield,  so 
that  all  fees  for  physicians’  services  can  be  cov- 
ered in  a consistent  and  uniform  manner; 
and  be  it  further 

Resolved,  That  all  physician  members  of  the 
several  Blue  Cross  and  Blue  Shield  plans 
throughout  New  York  State  be  requested  to  take 
all  possible  and  all  necessary  steps  with  their 
individual  Blue  Cross  and  Blue  Shield  plans  to 
effect  such  a program  of  revision  with  the  In- 
surance Department  of  the  State  of  New  York 
for  the  benefit  of  the  patient,  the  hospital,  and 
the  physician;  and  be  it  further 

Resolved,  That  a similar  resolution  be  intro- 
duced by  delegates  of  the  Medical  Society  of  the 
State  of  New  York  in  the  House  of  Delegates  of 
the  American  Medical  Association  at  its  next 
session. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  90  ( see  284)  Resolution  66-14 

Definition  of  Scientific  Medicine 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  It  is  imperative  to  define  scientific 
medicine  so  that  a doctor  of  medicine  can  avoid 
voluntary  association  with  one  who  does  not 
practice  scientific  medicine;  and 


Whereas,  It  is  assumed  that  doctors  of  medi- 
cine practice  scientific  medicine;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  criteria  for  the 
recognition  of  doctors  who  practice  scientific 
medicine  both  in  hospitals  and  office;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  standards  to  deter- 
mine whether  or  not  a doctor  is  practicing 
scientific  medicine  in  the  hospital  and  office. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  91  ( see  285)  Resolution  66-16 

Equity  of  Fees  Under  Workmen’s  Compensation 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  It  is  the  policy  of  the  Medical 
Society  of  the  State  of  New  York  that  osteopaths 
in  no  instance  be  granted  fees  higher  than  those 
granted  to  doctors  of  medicine;  and 

Whereas,  A supplemental  medical  fee  sched- 
ule of  the  Workmen’s  Compensation  Board 
reveals  that  osteopaths  are  granted  higher  fees 
than  doctors  of  medicine  in  general  practice; 
and 

Whereas,  Osteopaths  receive  a higher  fee  for 
equal  services  rendered  than  do  doctors  of  medi- 
cine; and 

Whereas,  Osteopaths  are  listed  in  the  State 
Workmen’s  Compensation  Board  Medical  Fee 
Schedule  under  the  category  of  “specialist”; 
now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  rec- 
ommend that  a communication  be  sent  to  the 
Chairman  of  the  Workmen’s  Compensation 
Board  and  to  all  legislators  in  the  State  of  New 
York  protesting  the  fact  that  the  schedule  of 
fees  for  doctors  of  medicine  in  general  practice  is 
lower  than  the  schedule  of  fees  for  osteopaths; 
and  be  it  further 

Resolved,  That  the  Chairman  of  the  Work- 
men’s Compensation  Board  be  asked  to  discon- 
tinue listing  osteopaths  as  specialists;  and  be  it 
further 

Resolved,  That  the  Chairman  of  the  Work- 
men’s Compensation  Board  be  requested  to 
raise  the  fees  paid  to  doctors  of  medicine  in  gen- 
eral practice  so  that  they  shall  at  least  equal 
those  paid  to  osteopaths. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  92  ( see  207)  Resolution  66-17 

Revision  of  Laws  Concerning  Autopsy  and  the 
Dead  Human  Body 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  There  exist  many  ambiguities, 
conflicts,  and  inadequacies  in  the  numerous 
scattered  statutes  dealing  with  the  dead  human 
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body,  as  these  have  been  adopted  at  many  differ- 
ent times  to  meet  specific  problems;  and 

Whereas,  The  legislators  in  Albany  have  not 
clarified  or  resolved  the  existing  problems;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Governor  to 
survey  existing  law  as  it  pertains  to  the  dead 
human  body  and  to  clarify  the  laws  pertaining  to 
the  dead  human  body  and  to  assure  conformity 
with  such  legal  requirements  by  necessary  com- 
pilation and  review,  and  recommend  a revised 
group  of  statutes,  with  such  additional  statutes 
as  such  a survey  may  indicate;  and  be  it  further 
Resolved,  That  existing  autopsy  law  be  mod- 
ernized; and  be  it  further 

Resolved,  That  trained  dieners  be  permitted  to 
assist  at  an  autopsy  under  the  supervision  of  a 
pathologist. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  93  ( see  268 ) Resolution  66-18 

Change  in  Relative  Value  Scale  for 
Anesthesiologists 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  The  New  York  State  Society  of 
Anesthesiologists  has  had  a relative  value  scale 
in  effect  since  1962;  and 

Whereas,  This  relative  value  scale  was 
turned  over  to  the  Economics  Committee  of  the 
State  Medical  Society  before  the  committee 
finalized  its  relative  value  scale;  and 

Whereas,  The  relative  values  for  anesthesi- 
ology as  given  in  the  finalized  version  of  the 
Economics  Committee  Relative  Value  Scale  do 
not  correspond  with  the  relative  values  recom- 
mended by  the  New  York  State  Society  of 
Anesthesiologists;  and 

Whereas,  Anesthesiologists  have  been  unsuc- 
cessful in  getting  the  Economics  Committee  to 
accept  the  relative  value  scale  of  anesthesiolo- 
gists in  this  State  as  set  forth  in  the  1962  relative 
value  scale  of  the  New  York  State  Society  of 
Anesthesiologists;  now  therefore  be  it  hereby 
Resolved,  That  this  House  of  Delegates  ap- 
prove the  substitution  of  the  1962  relative  value 
scale  of  the  New  York  State  Society  of  Anesthe- 
siologists in  place  of  the  relative  values  given  in 
the  scale  of  the  Economics  Committee  which  was 
approved  by  the  House  of  Delegates  on  Febru- 
ary 17,  1965. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  94  ( see  267)  Resolution  66-19 

Transfer  of  Physicians’  Services  from  Blue  Cross 
to  Blue  Shield 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Both  the  Medical  Society  of  the 
State  of  New  York  and  the  American  Medical 
Association  through  their  respective  Houses  of 


Delegates  have  established  the  policy  that  there 
should  be  no  diversion  of  professional  fees  to  a 
hospital;  and 

Whereas,  Coverage  of  inhospital  medical 
services  by  Blue  Cross  tends  to  and  frequently 
does  in  fact  result  in  a diversion  of  professional 
medical  fees  to  hospitals;  now  therefore  be  it 
hereby 

Resolved,  That  the  appropriate  officers  and 
committees  of  the  Medical  Society  of  the  State 
of  New  York  immediately  undertake  negotia- 
tions with  New  York  State  Blue  Cross  plans. 
Blue  Shield  plans,  the  New  York  State  Hospital 
Association,  the  Superintendent  of  Insurance, 
and  any  other  interested  parties  to  effect  a 
transfer  of  physicians’  professional  services  from 
Blue  Cross  plans  to  Blue  Shield  plans. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  95  ( see  266)  Resolution  66-20 

Reimbursement  of  Physicians  by  Government 
Agencies 

Introduced  by  Warren  County  Medical  Society 

Whereas,  Increasing  involvement  of  govern- 
ment in  the  medical  care  of  people  is  bringing 
larger  segments  of  the  population  under  govern- 
ment-sponsored programs;  and 

Whereas,  The  government  is  thereby  assum- 
ing the  financial  responsibility  of  a third  party  in 
contracting  for  this  care;  and 

Whereas,  The  government  is  not  an  object 
for  charity;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  agencies,  at 
all  levels  of  government,  which  use  physicians’ 
services  reimburse  all  these  physicians  with  fees 
commensurate  with  these  services. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  96  ( see  208)  Resolution  66-21 

Amendment  to  Social  Security  Act  to  Change 
Qualifying  Dates 

Introduced  by  Broome  County  Medical  Society 

Whereas,  During  the  early  portion  of  the  last 
decade,  on  at  least  three  occasions,  the  member- 
ship of  the  Broome  County  Medical  Society 
formally  approved  compulsory  coverage  under 
the  Social  Security  Act  for  self-employed  physi- 
cians; and 

Whereas,  These  actions  were  formally  intro- 
duced by  our  delegates  to  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
and  approved  by  that  Society;  and 

Whereas,  Many  other  county  medical  soci- 
eties in  this  State  took  similar  actions  at  that 
time;  and 

Whereas,  The  qualifying  dates  now  in  effect 
by  which  benefits  under  the  Act  are  determined, 
namely  1936  and  1951,  preclude  the  possibility 
of  obtaining  full  benefits  of  the  Act  by  many 
physicians;  and 

Whereas,  This  inequity  is  inimical  to  the  best 
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interests  of  a large  portion  of  this  Society;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  explore  every  available  legiti- 
mate channel  and  take  every  legitimate  action 
necessary  to  have  the  Social  Security  Act 
amended  at  the  earliest  date  possible  with  a 
more  recent  qualifying  year,  the  recommended 
target  date  being  January  1,  1965,  or  January  1, 
1960,  or  any  date  between  these  dates;  and  be  it 
further 

Resolved,  That  a similar  resolution  be  intro- 
duced by  delegates  of  the  Medical  Society  of  the 
State  of  New  York  in  the  House  of  Delegates  of 
the  American  Medical  Association  at  its  next 
session. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  97  ( see  266)  Resolution  66-22 

State  Society  Negotiations  with  State  Budget 
Director 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Representatives  of  the  Medical 
Society  of  the  State  of  New  York  have  been 
invited  to  serve  on  a special  committee  of  the 
State  Budget  Director  to  study  fee  schedules 
being  used  by  different  State  departments;  and 
Whereas,  It  is  assumed  that  our  representa- 
tives are  negotiating  to  have  all  State  depart- 
ments adopt  the  new  Relative  Value  Scale  of  the 
State  Society;  now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  sup- 
port and  encourage  our  State  Society  representa- 
tives in  theu  negotiations  with  the  State  Budget 
Director;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  these 
negotiations  be  extended  to  provide  for  a more 
equitable  schedule  of  allowances  paid  to  physi- 
cians by  all  State  agencies,  regardless  of  whether 
or  not  the  State  Society  Relative  Value  Scale  is 
adopted  by  the  State  Budget  Director. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  98  ( see  206)  Resolution  66-23 

Changes  in  State  Drug  Abuse  Law 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  New  York  State  Legislature, 
with  the  endorsement  of  the  Medical  Society  of 
the  State  of  New  York,  has  enacted  Public 
Health  Law,  Article  33-A;  and 

Whereas,  The  stated  purpose  of  the  legisla- 
tion is  to  help  eliminate  illicit  traffic  in  amphet- 
amine and  barbiturate  drugs;  and 

Whereas,  It  has  not  been  shown  that  New 
York  State  physicians  in  their  treatment  of 
patients  constitute  a major  contributing  factor 
to  this  problem,  and  Article  33-A  invokes  un- 
necessary hardship  on  physicians  and  then- 
patients;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 


struct its  officers  and  State  Legislation  Commit- 
tee to  seek  appropriate  changes  in  Public  Health 
Law,  Article  33-A,  bringing  it  into  conformity 
with  the  more  realistic  regulations  of  the  new 
Federal  law;  and  be  it  further 

Resolved,  That  these  changes  include  (1) 
telephone  orders  followed  by  a written  prescrip- 
tion within  seventy-two  hours,  and  (2)  removal 
from  the  list  of  regulated  drugs  of  those  prepara- 
tions which  contain  only  a small  amount  of  an 
amphetamine  or  barbiturate. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  99  ( see  209)  Resolution  66-24 

Employment  of  Full-time  Legislation 
Representative 

Introduced  by  Broome  County  Medical  Society 

Whereas,  An  unusually  restrictive  State  law 
(Public  Health  Law,  Article  33-A),  regulating 
depressant  and  stimulant  drugs,  was  enacted  in 
1965  with  the  endorsement  of  the  Medical 
Society  of  the  State  of  New  York;  and 

Whereas,  Restrictive  amendments  to  the 
original  bill  were  given  only  cursory  treatment  in 
the  State  Society’s  Capitol  News  and,  as  a result, 
not  adequately  communicated  to  component 
county  societies;  and 

Whereas,  The  State  Society  was  unsuccess- 
ful in  having  the  amendments  deleted,  but 
endorsed  the  bill  in  spite  of  this  fact;  and 

Whereas,  Despite  the  efforts  of  the  chairman 
and  the  Medical  Society  of  the  State  of  New 
York  State  Legislation  Committee,  this  points 
up  a major  flaw  in  our  State  legislation  efforts — 
namely,  that  we  lack  a full-time  adviser  and 
communicator  representing  us  in  Albany;  now 
therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  go  on 
record  as  urging  the  State  Society  to  employ  an 
administrative  representative  who  would  devote 
full  time  to  coordinating  and  implementing  our 
legislation  efforts  in  Albany  and  throughout  the 
State. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  100  ( see  266)  Resolution  66-25 

Payment  of  Usual  and  Customary  Fees  by  State 
and  Federal  Agencies 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  medical  profession  always  has 
provided  medical  care  to  the  needy  at  reduced 
rates  or  at  no  cost  whatsoever;  and 

Whereas,  All  governmental  agencies  have 
capitalized  on  this  fact  whenever  they  have 
assumed  financial  responsibility  for  the  “medi- 
cally indigent’’;  and 

Whereas,  It  is  now  the  government,  rather 
than  the  indigent  patient,  who  benefits  by  these 
reduced  physicians’  fees;  a,nd 

Whereas,  These  governmental  agencies  are 
not  indigent  themselves,  and,  in  fact,  pay  the 
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going  rate  to  all  others  who  provide  services  to 
the  indigent;  now  therefore  be  it  hereby 

Resolved,  That  negotiating  committees  of  the 
Medical  Society  of  the  State  of  New  York  be 
urged  to  accept  nothing  less  than  our  usual  and 
customary  fees  in  dealing  with  the  State  Depart- 
ment of  Social  Welfare,  all  other  State  and 
Federal  sponsoring  agencies,  and  the  Work- 
men’s Compensation  Board. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  101  ( see  197)  Resolution  66-26 

Permanent  Headquarters  for  the  Medical  Society 
of  the  State  of  New  York 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  At  the  suggestion  of  the  Board  of 
Trustees  in  1962,  an  Ad  Hoc  Committee  to  Study 
Recommendations  for  Our  Own  Building  was 
appointed;  and 

Whereas,  This  committee  and  its  successor, 
the  Ad  Hoc  Committee  for  Our  Own  Building, 
have  made  extensive  investigations  into  the 
purchase  and/or  construction  of  a suitable 
building  to  house  the  headquarters  of  the  Med- 
ical Society  of  the  State  of  New  York;  and 

Whereas,  The  Ad  Hoc  Committee  for  Our 
Own  Building  has  recommended  unanimously 
that  a building  be  purchased  and/or  constructed 
and  that  it  be  located  in  Metropolitan  New 
York;  and 

Whereas,  Although  the  House  of  Delegates 
has  on  several  occasions  in  the  past  indicated  its 
desire  to  have  this  subject  studied,  at  no  time 
has  the  House  expressed  itself  specifically  con- 
cerning such  a project;  now  therefore  be  it 
hereby 

Resolved,  That  this  House  of  Delegates  go  on 
record  as  recommending  that  the  Medical 
Society  of  the  State  of  New  York  purchase 
and/or  construct  a suitable  building  for  its  head- 
quarters to  be  located  in  Metropolitan  New 
York;  and  be  it  further 

Resolved,  That  this  resolution  be  implemented 
at  the  earliest  possible  time. 

Referred  to  Reference  Committee  on  Reports 
of  Officers. 

Section  102  ( see  232)  Resolution  66-27 

Psychiatric  Education  and  Training 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  American  Medical  Association 
has  recognized  that  the  medical  profession  has 
primary  responsibility  in  the  individual  and 
community  mental  health  problems;  and 

Whereas,  Physicians  require  special  training 
and  clinical  experience  to  fulfill  this  responsi- 
bility; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  in  urging  the 
Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association  to  study  the 
feasibility  of  incorporating  appropriate  psychi- 
atric education  in  all  internships  and  residency 
training  programs  to  better  equip  the  physician 


for  his  professional  work,  whether  in  general  or 
special  medical  practice. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  103  ( see  267)  Resolution  66-28 

Hospital-Based  Physicians’  Fees  for  Professional 
Services 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Blue  Cross  hospital  service 
corporations  provide  medical  services  in  insur- 
ance contracts  sold  to  the  public  and  based  on 
contracts  under  which  hospitals  obligate  them- 
selves to  Blue  Cross;  and 

Whereas,  Hospitals  in  tum  fulfill  this  con- 
tractual obligation  to  Blue  Cross  by  entering 
into  separate  contracts  with  physicians  under 
which  physicians  agree  to  allow  hospitals  to  sell 
their  services  to  the  public  for  fees;  and 

Whereas,  Physicians  entering  such  contracts 
with  hospitals  are  violating  the  policy  of  the 
American  Medical  Association  in  that  “a  physi- 
cian should  not  bargain  or  enter  into  a contract 
whereby  any  hospital,  corporation  or  lay  body 
by  whatever  name  called  or  however  organized 
may  offer  for  sale  or  sell  for  a fee  the  physician’s 
professional  services”  (Proceedings,  American 
Medical  Association  House  of  Delegates,  June, 
1964);  and 

Whereas,  At  its  1960  clinical  session,  the 
House  of  Delegates  of  the  American  Medical 
Association  adopted  resolution  27  which  states: 
“ Resolved , that  the  American  Medical  Associa- 
tion urge  all  constituent  associations  to  take 
such  action  as  may  be  deemed  necessary  to  effect 
the  transfer  of  professional  services  from  Blue 
Cross  plans  and  all  other  hospitalization  plans  to 
Blue  Shield  or  that  section  of  insurance  plans 
providing  for  professional  services,  wherever 
such  situations  exist”;  and 

Whereas,  In  June,  1964,  the  House  of  Dele- 
gates of  the  American  Medical  Association 
“recommended  that  medical  staffs,  state  and 
component  medical  societies,  and  specialty 
societies  be  urged  to  implement  resolution  27  by 
all  appropriate  means,  including  consultation 
with  hospital  associations,  governing  authorities, 
and  administrators  to  bring  about  equitable  cost 
accounting  and  cost-related  charges”;  now 
therefore  be  it  hereby 

Resolved,  That  the  appropriate  officers  and 
committees  of  the  Medical  Society  of  the  State 
of  New  York  immediately  undertake  negotia- 
tions with  New  York  State  Blue  Cross  plans, 
Blue  Shield  plans,  the  New  York  State  Hospital 
Association,  the  Commissioner  of  Insurance  of 
the  State  of  New  York,  and  such  others  as  are 
deemed  desirable  to  attempt  to  effect  a transfer 
of  hospital-based  physicians’  fees  for  profes- 
sional services  from  Blue  Cross  plans  and  other 
hospitalization  plans  to  Blue  Shield  and  other 
medical  service  plans. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 
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Section  104  ( see  267)  Resolution  66-29 

Separation  of  Professional  Fees  and  Hospital 
Charges 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Medical  specialists  in  the  fields  of 
radiology,  pathology,  anesthesiology,  and  physi- 
atry  are  engaged  in  the  practice  of  medicine 
whether  practicing  in  their  private  offices 
removed  from  a hospital,  or  hospital-based;  and 

Whereas,  The  American  Medical  Association 
policy  statement  of  October  1,  1965,  reaffirms 
this  policy  as  follows:  “Hospital-based  medical 

specialists  are  engaged  in  the  practice  of  medi- 
cine. The  fees  for  the  services  of  such  specialists 
should  not  be  merged  with  hospital  charges. 
The  charges  for  the  services  of  such  specialists 
should  be  established,  billed,  and  collected  in  the 
same  manner  as  are  the  fees  of  other  physicians”; 
and 

Whereas,  By  events  beyond  their  ability  to 
individually  control,  many  hospital-based  med- 
ical specialists  unfortunately  have  come  to  be 
thought  of  as  providing  “hospital  services” 
rather  than  professional  services  with  resultant 
encroachment  on  the  free  practice  of  medicine, 
contrary  to  the  best  interest  of  the  patient;  and 

Whereas,  There  is  an  urgent  need  for  all 
physicians  to  be  aware  of  the  necessity  and  the 
significance  of  the  separation  of  professional  fees 
and  hospital  charges,  and  to  express  their  sup- 
port of  these  principles  now,  as  stated  by  the 
American  Medical  Association,  “to  continue 
vigorously  its  efforts  to  prevent  inclusion  in  the 
future  of  the  professional  services  of  any  prac- 
ticing physician  in  the  hospital  services  portion 
of  any  health  legislation”;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recognize  and  support  the 
principle  of  the  separation  of  professional  and 
hospital  charges,  as  well  as  the  need  to  guard 
against  abuses  which  would  increase  signifi- 
cantly the  cost  to  patients  or  insurers,  and  also 
the  need  to  provide  for  an  orderly  transition 
without  disruption  of  the  continuity  of  profes- 
sional services;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  announce  its  full  support  of 
the  stated  policy  on  separation  of  professional 
fees  and  hospital  charges. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  105  ( see  267)  Resolution  66-30 

Transfer  of  Coverage  for  Services  of  “Hospital- 
Based”  Medical  Specialists  from  Blue  Cross  to 
Blue  Shield 

Introduced  by  Medical  Society  of  the  County  of 
Ulster 

Whereas,  Pathology  has  been  defined  re- 
peatedly as  the  practice  of  medicine  and  as  an 
important  integral  part  of  patient  care;  and 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association  at  a recent  meet- 
ing in  Chicago,  the  College  of  American  Patholo- 
gists, and  the  American  College  of  Radiologists 


have  adopted  a policy:  “Hospital-based  med- 

ical specialists  are  engaged  in  the  practice  of 
medicine.  The  fees  for  the  services  of  such 
specialists  should  not  be  merged  with  hospital 
charges.  The  charges  for  the  services  of  such 
specialists  should  be  established,  billed,  and 
collected  by  the  medical  specialist  in  the  same 
manner  as  are  the  fees  of  other  physicians”;  and 
Whereas,  The  number  of  medical  specialists 
in  other  fields  of  medical  practice  employed  full 
time  in  hospitals  is  increasing  rapidly;  and 
Whereas,  All  such  other  full-time  specialists 
in  hospitals  will  find  themselves  ultimately  in  the 
same  position  as  the  present  “hospital-based” 
medical  specialists;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  elective  and 
executive  officers  and  its  Council,  immediately 
initiate  a program  to  eliminate  from  Blue  Cross 
all  coverage  for  the  services  of  “hospital-based” 
specialists,  to  wit,  roentgenologists,  anesthesiolo- 
gists, pathologists,  and  physiatrists,  and  en- 
deavor by  all  means  to  have  such  coverage  shifted 
to  Blue  Shield,  so  that  all  fees  for  physicians’ 
services  can  be  covered  in  a consistent  manner; 
and  be  it  further 

Resolved,  That  a similar  resolution  be  intro- 
duced by  the  delegates  of  the  Medical  Society  of 
the  State  of  New  York  in  the  House  of  Delegates 
of  the  American  Medical  Association  at  its  next 
meeting. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  106  ( see  267)  Resolution  66-31 

Support  of  “Hospital-Based”  Medical  Specialists 

Introduced  by  Medical  Society  of  the  County  of 
Ulster 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association,  at  a recent  meet- 
ing in  Chicago,  adopted  the  following  statement 
of  policy:  “Hospital-based”  medical  specialists 

are  engaged  in  the  practice  of  medicine.  The 
fees  for  the  services  of  such  specialists  should  not 
be  merged  with  hospital  charges.  The  charges  for 
the  services  of  such  specialists  should  be  estab- 
lished, billed,  and  collected  by  the  medical 
specialist  in  the  same  manner  as  are  the  fees  of 
other  physicians”;  and 

Whereas,  The  national  organizations  of 
pathologists  and  radiologists  have  adopted  this 
policy  statement;  and 

Whereas,  Public  Law  89-97,  the  Medicare 
program,  provides  for  the  coverage  of  all  “hospi- 
tal-based” medical  specialists  in  such  a manner; 
and 

Whereas,  It  is  desirable  that  the  payment  of 
all  fees  to  “hospital-based”  medical  specialists  be 
done  in  a uniform  manner;  and 

Whereas,  The  number  of  specialists  in  other 
fields  of  medical  practice  employed  full  time  in 
hospitals  is  increasing  rapidly;  and 

Whereas,  All  such  other  full-time  medical 
specialists  in  hospitals  will  find  themselves 
ultimately  in  the  same  position  as  the  present 
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“hospital-based”  medical  specialists,  unless  a 
consistent  policy  is  adopted;  now  therefore  be  it 
hereby 

Resolved,  That  it  be  the  policy  of  the  Medical 
Society  of  the  State  of  New  York,  that  all 
physicians  separate  their  professional  fees  from 
hospital  charges  and  present  their  bills  to  all 
patients  expected  to  pay  for  such  services;  and 
be  it  further 

Resolved,  That  all  physicians  set  their  fees 
according  to  the  worth  of  their  professional 
service  only,  with  a zealous  guard  against  any 
and  all  possible  abuses  which  would  in  any 
manner  increase  the  cost  of  medical  care. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  107  ( see  210)  Resolution  66-32 

Support  of  Committee  for  Preservation  of  Practice 
of  Medicine 

Introduced  by  Medical  Society  of  the  County  of 
Ulster 

Whereas,  The  Laboratory  Services  Act 
became  effective  July  1,  1965;  and 

Whereas,  Such  act  requires  licensed  physi- 
cians, engaged  in  the  practice  of  pathology,  to 
obtain  an  additional  “certificate  of  qualifica- 
tion”; and 

Whereas,  Pathology  has  been  defined  re- 
peatedly as  the  practice  of  medicine  and  is  an 
important  integral  part  of  patient  care;  and 

Whereas,  Such  act  is  considered  to  be  “class 
legislation”  making  a distinction  between 
physicians  practicing  the  specialty  of  pathology 
and  physicians  practicing  other  specialties  of 
medicine;  and 

Whereas,  A group  of  physicians  practicing 
medicine  in  New  York  State  have  joined  to- 
gether to  form  a Committee  for  the  Preservation 
of  the  Practice  of  Medicine  (COMPRAC);  and 

Whereas,  This  Committee  is  seeking  to  en- 
join the  Commissioner  of  Health  from  enforcing 
those  provisions  of  the  Laboratory  Services  Act 
which  infringe  on  the  license  to  practice  medi- 
cine; now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  record 
its  suppox-t  of  the  efforts  and  activities  of  the 
Committee  for  the  Preservation  of  the  Practice 
of  Medicine  in  the  maintenance  of  the  authority 
to  practice  pathology  inherent  in  the  medical 
license,  and  its  resistance  to  attempts  to  sub- 
divide the  practice  of  medicine. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  108  ( see  184)  Resolution  66-33 

Introduction  o*  Amendment  to  A.M.A.  Constitution 
to  Eliminate  Discrimination  Because  of  Race, 
Creed,  or  Color 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  Medical  Society  of  the  State 
of  New  Yoi'k  declares  that  i-ace,  cx’eed,  or  color 


have  no  place  in  the  criteria  for  full  membership 
in  a medical  organization;  and 

Whereas,  Beginning  in  1939,  resolutions  have 
been  proposed  to  the  American  Medical  Associa- 
tion stating  that  “membership  in  component 
societies  shall  not  be  denied  on  the  basis  of  race, 
creed,  or  color”;  and 

Whereas,  Qualified  physicians  are  still  being 
denied  full  membership  in  some  component 
medical  societies  because  of  their  race,  creed,  or 
color;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
American  Medical  Association  to  introduce  at 
the  next  ensuing  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  an 
appropriate  resolution  to  amend  the  Constitu- 
tion of  the  American  Medical  Association  to 
provide  in  substance  that  membership  in  the 
American  Medical  Association  of  any  constitu- 
ent association  or  component  county  society 
shall  be  revoked  if  such  constituent  association 
or  component  county  society  shall  deny  full 
membership  to  any  individual  on  the  basis  of 
race,  creed,  or  color. 

Refeired  to  Reference  Committee  on  Organi- 
zation, Policies,  and  Legal  Matters. 

Section  109  (see  206)  Resolution  66-34 

Support  for  Amendment  to  State  Drug  Abuse  Law 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  New  York  State  Ampheta- 
amine-Barbiturate  Drug  Law,  effective  January 
1,  1966,  Assembly  Int.  5520,  Pr.  6854  (Rice) 

1965,  designed  to  cope  with  abuse,  has  imposed 
an  unnecessary  burden  on  practicing  physicians 
and  hospitals,  in  that  (a)  it  includes  many  valu- 
able combination  pi'oducts  which  contain  small 
amounts  of  stimulant  or  depressive  drugs  now 
requiring  a written  prescription  by  the  practi- 
tioner, and  ( b ) it  requires  an  annual  inventory  by 
practicing  physicians  and  hospitals  of  this  large 
number  of  drugs;  and 

Whereas,  The  new  Federal  Stimulant- 
Depressive  Drug  Law,  effective  February  1, 

1966,  includes  the  following  salutary  features: 
(a)  The  maintaining  of  small  supplies  of  these 
drugs  for  dispensing  or  administering  in  the 
course  of  professional  pi'actice  in  emergency  or 
special  situations  will  not  be  considered  as 
regularly  engaged  in  dispensing  for  a fee.  Thus, 
physicians  who  do  not  “regularly  engage  in 
dispensing  any  such  drug  or  drags  to  their 
patients  for  which  the  patients  are  charged 
either  sepai'ately  or  together  with  charges  for 
other  professional  services”  are  exempted  from 
the  detailed  record-keeping  provisions  of  the 
program;  and  ( b ) Patients  having  prescriptions 
filled  containing  amphetamines  and  barbiturates 
must  supply  their  names  and  addresses  to 
pharmacists;  and 

Whereas,  The  illicit  distribution  of  these 
drugs  is  a problem  involving  interstate  commerce; 
and 

Whereas,  The  New  York  State  Health  De- 


June  1,  1966  / New  York  State  Journal  of  Medicine  1515 


partment  is  seeking  legislation  this  year  to 
remove  the  onerous  restrictions  of  the  State  law, 
and  to  have  it  conform  to  the  Federal  law;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  give  wholehearted  support  to 
the  New  York  State  Commissioner  of  Health  in 
his  efforts  to  have  amended  the  present  New 
York  State  Amphetamine-Barbiturate  Drug 
Law. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  110  ( see  185)  Resolution  66-35 

Opposition  to  Increase  in  American  Medical 
Association  Dues 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association  meeting  in 
Philadelphia,  Pennsylvania,  on  December  3, 
1965,  took  action  which  in  effect  gave  advance 
notice  that  a request  for  an  increase  in  A.M.A. 
dues  to  $75  per  year  would  be  introduced  at  the 
annual  convention  of  the  A.M.A.  in  Chicago  in 
June,  1966;  and 

Whereas,  Such  an  increase  of  dues  might  be 
acceptable  to  individual  physicians,  if  they  had  a 
choice  as  to  whether  or  not  they  wished  to  be 
members  of  the  American  Medical  Association; 
and 

Whereas,  The  Constitution  of  the  Medical 
Society  of  the  State  of  New  York,  however,  has  a 
mandatory  requirement  that  physicians  must 
pay  their  county,  State,  and  A.M.A.  dues  to  all 
three  organizations  collectively;  and 

Whereas,  Some  physicians  in  New  York 
State  may  not  wish  to  pay  the  additional  A.M.A. 
dues  and  will  be  forced  to  resign  their  member- 
ship also  from  their  State  and  county  medical 
societies;  and 

Whereas,  Such  resignation  will  reduce  the 
dues  income  of  the  county  and  the  State  societies 
and  impair  programs  and  services  now  in  exist- 
ence; now  therefore  be  it  hereby 

Resolved,  That  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association 
be  instructed  to  oppose  in  the  American  Medical 
Association  any  resolution  that  would  increase 
dues  at  the  national  level  for  the  fiscal  year  of 
1967. 

Referred  to  Reference  Committee  on  Organ- 
ization, Policies,  and  Legal  Matters. 

Section  111  Resolution  66-36 

Rescinding  of  Mandatory  A.M.A.  Membership 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  Medical  Society  of  the  County 
of  Monroe,  Inc.,  is  on  record  in  support  of 
voluntary  membership  in  the  American  Medical 
Association;  and 

Whereas,  Mandatory  membership  in  the 
American  Medical  Association  is  a requirement 


of  Medical  Society  of  the  State  of  New  York 
membei'ship;  and 

Whereas,  The  strength  of  American  medicine 
is  in  the  unity  and  programs  of  the  physicians  in 
the  county  societies;  and 

Whereas,  Diversified  physician  membership 
in  medical  organizations  is  leading  to  concern 
over  the  multiplicity  of  associations,  each  trying 
to  speak  for  physicians,  and  each  draining  the 
strength  and  effectiveness  of  a unified  profession; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement  that 
membership  in  the  American  Medical  Associa- 
tion be  mandatory  for  membership  in  the  Med- 
ical Society  of  the  State  of  New  York  by  amend- 
ing the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence, 

delete  the  words  “and  the  American  Medical 
Association,”  so  that  the  sentence  will  then 
read:  “The  active  and  junior  members  shall 

be  all  active  and  junior  members  in  good  stand- 
ing of  the  component  county  medical  socie- 
ties”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Association” 
and  change  the  word  “their”  to  “its”  so  that 
the  sentence  will  then  read:  “A  member 

expelled  from  his  component  county  society  or 
suspended  from  its  rights  and  privileges  shall 
likewise  be  expelled  or  suspended  for  the  same 
period  from  this  Society.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  112  {see  274)  Resolution  66-37 

Provision  of  Parallel  Benefits  in  Prepaid  Health 
Insurance 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  There  is  general  concern  with  the 
rising  cost  of  hospital  care;  and 

Whereas,  The  modern  trend  in  health  plan- 
ning is  to  find  simpler  and  less  expensive  modali- 
ties of  care  for  the  simpler  medical  problems; 
and 

Whereas,  We  recognize  that  many  elements 
of  the  care  given  in  some  hospital  departments 
can  be  provided  equally  well  and  often  at  less 
cost  in  doctors’  offices;  and 

Whereas,  We  realize  that  the  availability  of 
prepaid  health  insurance  or  its  lack  can  be  a 
major  factor  in  determining  where  such  care  is  to 
be  provided;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  being  in  favor  of  parallel  and  substan- 
tially equal  insurance  coverage  of  care  which  can 
be  provided  equally  well  in  a hospital,  clinic,  or 
physician’s  office  setting,  and  as  being  opposed 
to  coverage  which  will  tend  to  direct  that  care 
away  from  the  physician’s  office;  and  be  it 
further 


1516  New  York  State  Journal  of  Medicine  / June  1,  1966 


Resolved,  That  the  purpose  of  this  x'esolution 
be  transmitted  to  our  legislative  representatives 
for  suitable  action. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  113  ( see  211)  Resolution  66-38 

Polling  of  District  Branches  and  County  Medical 
Societies  on  Pending  Legislation 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  A question  has  been  raised  occa- 
sionally as  to  whether  or  not  the  Medical  Society 
of  the  State  of  New  York  expresses  the  opinion 
of  the  medical  profession  at  large  in  legislation 
matters;  and 

Whereas,  The  president  of  the  Medical 
Society  of  the  State  of  New  York  in  his  1966 
report  to  the  House  of  Delegates  urges  the 
establishment  of  an  opinion-polling  mechanism; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  a system  to  obtain 
the  opinion  of  the  medical  profession  before 
expressing  its  position  on  legislation  matters; 
and  be  it  further 

Resolved,  That  the  president  of  the  Medical 
Society  of  the  State  of  New  York  or  his  desig- 
nated representative  be  obligated  to  contact  the 
legislation  chairman  of  each  district  branch  who 
in  turn  should  be  obligated  to  contact  each  com- 
ponent medical  society  president  or  legislation 
chairman  for  an  expression  of  their  opinion  on 
such  legislation  matters;  this  mechanism  should 
provide  a basis  for  opinion  survey  that  can  be 
accomplished  in  a matter  of  hours  and  be  imple- 
mented no  matter  how  important  the  legislation 
or  urgency  of  the  problem;  and  be  it  further 

Resolved,  That  it  should  be  binding  on  the 
officers  of  the  Medical  Society  of  the  State  of 
New  York  to  use  this  mechanism  before  express- 
ing the  official  position  of  medicine  in  New  York 
State  on  any  pending  legislation  for  which 
established  position  has  not  been  determined  by 
the  House  of  Delegates. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  114  ( see  231)  Resolution  66-39 

Support  of  Auto  Safety  Legislation  in  U.S.  Senate 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  number  of  people  killed  in 
traffic  accidents  has  increased  18  per  cent  in  the 
past  three  years;  and 

Whereas,  This  unprecedented  traffic  toll  has 
occurred  in  spite  of  the  vigorous  and  faithful 
efforts  of  the  National  Safety  Council,  its  local 
chapters,  the  multitude  of  state  and  local  police 
authorities,  and  many  other  public  and  private 
agencies  that  have  worked  for  improved  traffic 
safety;  and 

Whereas,  The  development  and  use  of  auto- 
motive safety  devices  and  design  features  has 


received  little  attention  or  use  by  the  motoring 
public;  and 

Whereas,  Legislation  has  been  the  only 
successful  means  of  introducing  safety  devices 
and  design  features  as  evidenced  by  safety  belts 
which  are  installed  in  all  new  cars  and  are  legally 
required  in  24  states;  and 

Whereas,  The  Federal  government  has 
established  safety  standards  for  government- 
purchased  cars  beginning  with  the  1967  models; 
and 

Whereas,  The  Federal  government  is  dili- 
gently developing  and  revising  these  standards 
as  new  knowledge  is  made  available  through 
research  and  experience;  and 

Whereas,  These  standards  will  reduce  the 
incidence  of  accidents  and  the  severity  of  in- 
juries caused  by  accidents;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  vigorously  support  the 
enactment  of  S.  1251  which  will  apply  safety 
standards  to  all  new  cars  and  S.  2162  which  will 
design  and  test  a prototype  safety  car  and  thus 
develop  new  safety  standards;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  our  elected  delegates 
submit  a similar  resolution  to  the  American  Med- 
ical Association  House  of  Delegates  at  its  next 
regularly  scheduled  meeting. 

Memorandum  to  Accompany  Resolution  66-39 

The  statistics  for  human  suffering  caused  by  traffic 
accidents  are  well  known  to  most  physicians.  Traffic 
accidents  are  the  fourth  most  common  cause  of  death 
and  are  the  most  common  cause  of  death  for  our  young 
men  (males,  age  fifteen  to  thirty-five) . Nearly  half  of 
all  automobiles  manufactured  will  be  involved  in  an 
injury  accident. 

Legislation  has  proved  to  be  one  of  the  most  valuable 
tools  available  to  cope  with  the  traffic  accident  problem. 
New  York  State  and  more  recently  the  Federal  govern- 
ment are  interested  in  and  actively  developing  legis- 
lation to  reduce  the  dangers  of  motor  vehicle  travel. 

An  area  which  has  received  little  attention  and  which 
promises  to  be  highly  effective  in  preventing  accidents 
and  reducing  injury  when  accidents  occur  is  that  of 
safety  standards  for  car  manufacturers.  These  stand- 
ards were  developed  by  the  General  Services  Adminis- 
tration of  the  Federal  Government  for  1967  model  cars 
and  now  are  being  revised  and  new  standards  developed 
for  the  1968  models.  The  medical  profession,  through 
the  American  Association  for  Automotive  Medicine, 
has  participated  actively  in  the  development  of  these 
standards. 

The  following  is  a partial  list  of  safety  standards  and 
design  features  in  the  existing  or  proposed  standards: 
EXISTING  STANDARDS 
Shoulder  harnesses 

Padded  and  safety-contoured  dashboard  with 
recessed  or  breakaway  instruments  and  controls 
Impact-absorbing  steering  wheels  and  columns 
Glare  reduction  surface  treatment  of  the  automobile 
areas  in  the  driver  visual  field 
Dual  brake  systems 
Tire  standardization 
Exhaust  emission  controls 
PROPOSED  STANDARDS 

Head  rest  to  prevent  “whiplash”  injuries 
Rollbars  to  protect  occupants  from  rollover  accident 
injuries 

Standardized  controls 
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Impact  protection  in  doors  and  side  body  structures 

Energy  absorbing  front  bumper  and  body  con- 
struction 

Driver  communication 

The  present  standards  apply  only  to  federally-pur- 
chased cars  of  which  there  are  35  to  60  thousand  per 
year.  The  manufacturers  are  making  the  basic  changes 
in  all  cars  but  plans  to  offer  the  complete  safety  package 
only  to  the  Federal  government. 

The  motoring  public  desperately  needs  the  protection 
given  by  these  safety  standards.  Legislation  will  be 
necessary  to  apply  these  standards  to  all  new  cars. 
Other  approaches  have  proved  unsuccessful  in  the  past. 
An  example  of  the  effectiveness  of  legislation  is  safety 
belts  which  were  totally  rejected  by  the  manufacturers. 
Legislation  requiring  their  installation  was  vigorously 
opposed.  As  a result  of  the  courageous  efforts  of  the 
Legislature  of  the  State  and  of  several  others,  we  now 
have  safety  belts  in  all  new  cars. 

Senate  Bill  1251  written  by  Senator  Gaylord  Nelson 
(Democrat,  Wisconsin)  will  apply  the  Federal  Safety 
Standards  to  all  new  cars.  Similar  legislation  is  being 
proposed  in  many  states.  These  bills  will  reduce  the 
number  of  accidents  and  will  reduce  the  frequency  and 
severity  of  injuries  when  accidents  occur.  The  severity 
of  the  traffic  accident  problem  demands  that  physicians 
vigorously  support  these  bills. 

A companion  proposal  is  a prototype  safety  car. 
Safety  receives  little  consideration  in  automobile  design. 
New  York  State  has  already  embarked  on  a feasibility 
study  for  the  design  and  testing  and  limited  manu- 
facture of  such  a car.  Similar  legislation  has  been 
proposed  in  the  U.S.  Senate  (S-2162).  These  efforts 
are  essential  to  further  our  very  limited  knowledge  in 
automobile  safety  design.  Research  in  the  area  has 
been  sporadic,  limited,  and  uncoordinated.  The 
present  existing  and  proposed  standards  are  based  on 
our  total  knowledge  which  admittedly  is  sparse.  To 
insure  orderly  and  continued  development  of  these 
safety  standards,  the  prototype  safety  car  develop- 
ment is  essential. 

John  D.  States,  M.D.,  President 

American  Association  for  Automotive  Medicine 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  115  ( see  184)  Resolution  66-40 

Introduction  of  Amendment  to  A.M.A.  Constitution 
to  Eliminate  Discrimination  Because  of  Race, 
Creed,  or  Color 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  declares  that  race,  creed,  or  color 
have  no  place  in  the  criteria  for  membership  in  a 
medical  organization;  and 

Whereas,  Beginning  in  1939,  resolutions  have 
been  proposed  to  the  American  Medical  Asso- 
ciation stating  that  “membership  in  component 
societies  shall  not  be  denied  on  the  basis  of  race, 
creed,  or  color;”  and 

Whereas,  Qualified  physicians  are  still  being 
denied  membership  in  some  component  medical 
societies  because  of  their  race,  creed,  or  color; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
American  Medical  Association  to  introduce  at 
the  next  ensuing  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  an 
appropriate  resolution  to  amend  the  Constitu- 


tion of  the  American  Medical  Association  to 
provide  in  substance  that  membership  in  the 
American  Medical  Association  of  any  constit- 
uent association  shall  be  revoked  if  such  con- 
stituent association  shall  allow  any  component 
society  to  deny  membership  to  any  individual 
on  the  basis  of  race,  creed,  or  color. 

Referred  to  Reference  Committee  on  Organ- 
ization, Policies,  and  Legal  Matters. 

Section  116  Resolution  66-41 

Amendments  to  Bylaws  to  Provide  for  Election  of 
District  Branch  Nominees  as  A.M.A.  Delegates 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  All  delegates  to  the  American 
Medical  Association  are  elected  on  an  “at-large” 
basis  from  the  Medical  Society  of  the  State  of 
New  York;  and 

Whereas,  The  district  branches  of  the  State 
Medical  Society  should  have  representation  in 
order  to  assure  that  area  interests  are  given  full 
consideration  in  the  councils  of  our  national 
organization;  and 

Whereas,  Both  State  and  Federal  legislative 
bodies  insure  local  representation  as  part  of  the 
democratic  process;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  revise  its  procedure  and 
method  of  electing  delegates  to  the  American 
Medical  Association,  to  provide  for  the  election 
of  at  least  one  delegate  as  the  selection  and 
choice  of  each  district  branch  in  the  Medical 
Society  of  the  State  of  New  York,  by  amending 
the  Bylaws  as  follows: 

1.  Amend  Chapter  III,  Section  6,  of  the 
Bylaws,  by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the  words 
“including  at  least  one  from  each  district 
branch  to  be  nominated  by  the  district 
branch,”  so  that  the  second  sentence  will  then 
read:  “Nominations,  including  at  least  one 
from  each  district  branch  to  be  nominated  by 
the  district  branch,  shall  be  made  for  not  less 
than  double  the  full  number  of  delegates  to 
be  elected,”; 

and  in  the  next  portion  of  the  sentence,  by 
adding  the  words,  “such  number  to  include 
one  from  each  district  branch  as  nominated 
by  the  branch,”  so  that  that  portion  of  the 
sentence  will  then  read,  “and  the  delegates 
shall  be  declared  elected  in  the  order  of  the 
highest  number  of  votes  cast  until  the  allotted 
number  shall  have  been  chosen,  such  number 
to  include  one  from  each  district  branch  as 
nominated  by  the  branch.” 

2.  Amend  Chapter  XIII,  Section  1,  of  the 

Bylaws  by  adding  the  words,  “and  a nominee 
for  election  as  delegate  to  the  American  Med- 
ical Association,”  so  that  Section  1 will  then 
read:  “Each  district  branch  shall  elect  a 

president  for  two  years  and  a district  delegate 
to  the  House  of  Delegates  for  two  years,  and  a 
nominee  for  election  as  delegate  to  the  Amer- 
ican Medical  Association.” 
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Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  117  (see  291)  Resolution  66-42 

Principles  for  Establishment  of  Utilization 
Committees 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  implementation  of  Medicare 
increases  the  responsibilities  of  utilization  review 
committees;  and 

Whereas,  Such  activities  involve  a review  of 
the  actions  of  practicing  physicians;  and 

Whereas,  Such  committees  should  be  com- 
posed of  practicing  physicians;  and 

Whereas,  Present  utilization  committees  are 
for  the  most  part  hospital-based  and  are  limited 
to  activities  within  their  respective  hospitals; 
and 

Whereas,  There  is  need  under  the  Medicare 
law  to  provide  utilization  review  for  out-of- 
hospital medical  care  and  other  services  not 
governed  by  utilization  committees  of  hospitals 
or  extended  medical  care  facilities;  and 

Whereas,  Review  of  the  medical  necessity 
for  such  services  should  be  carried  out  by  prac- 
ticing physicians;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  following  princi- 
ples: (1)  that  utilization  review  committees 

shall  be  composed  of  practicing  physicians;  and 
(2)  that  such  committees  may  use  administrative 
assistance  and  may  utilize  the  skills  and  services 
of  appropriate  paramedical  professionals  to 
facilitate  committee  functions;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  county 
medical  societies  that  each,  acting  either  alone 
or  when  necessary  in  local  combinations  with 
other  county  societies,  establish  utilization  re- 
view committees;  such  county  society-based 
committees  to  make  their  services  available  on 
request  to  providers  of  services. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  118  ( see  233)  Resolution  66-43 

Education  and  Training  of  More  Practicing 
Physicians 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Medical  school  programs — inten- 
tionally or  unintentionally— slant  students  to- 
ward investigative  rather  than  clinical  medicine; 
and 

Whereas,  There  is  prediction  of  an  increasing 
shortage  of  physicians  necessary  to  treat  the 
people  of  the  United  States  of  America;  and 
Whereas,  There  is  no  prospect  of  a marked 
increase  of  medical  school  graduates  in  the 
immediate  future;  and 

Whereas,  Numerical  increase  in  graduates 
will  not,  of  itself,  solve  the  problem  of  caring  for 
our  needy  sick  unless  students  are  taught  the 
value  and  personal  gratification  of  practicing 
clinical  medicine;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 


State  of  New  York  request  the  American  Med- 
ical Association  to  encourage  the  medical  schools 
to  consider  the  advisability  of  having  a research 
professor  and  a clinical  professor  in  each  major 
department  so  that  clinical  teaching  and  re- 
search may  both  receive  major  attention;  and 
be  it  further 

Resolved,  That  an  all-out  effort  be  made  to 
encourage  more  graduates  to  enter  the  clinical 
practice  of  medicine  where  our  need  is  greatest. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  119  ( see  286)  Resolution  66-44 

Two-Year  Internships  for  American  Medical 
Students 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  American  Medical  Association 
and  the  accredited  hospitals  of  the  United  States 
of  America  are  rightfully  concerned  with  the 
shortage  of  American  graduates  as  interns  in  our 
hospitals;  and 

Whereas,  7,409  graduates  cannot  conceivably 
fill  12,728  positions  on  a one-year  internship; 
and 

Whereas,  No  excellence  of  teaching  program 
or  any  other  monetary  or  psychologic  devices 
or  medical  school  affiliations  can  fill  12,728 
approved  positions  with  7,409  American  gradu- 
ates; and 

Whereas,  A two-year  internship  is  the  only 
mathematic  possibility  of  solving  this  problem; 
and 

Whereas,  The  enlarging  of  existing  medical 
schools  and  the  building  of  new  ones  may  take 
years,  while  the  need  for  practicing  physicians  is 
great  right  now;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American  Med- 
ical Association  to  encourage  medical  schools  to 
advise  their  graduates  to  take  two-year  intern- 
ships and  thus  insure  the  better  preparation  of 
practicing  physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American  Med- 
ical Association  to  use  its  influence  on  the 
surgical  boards  to  join  the  medical  boards  in 
granting  one  year  of  residency  credit  to  interns 
who  serve  a “straight”  second  year  of  internship 
following  a fust-year  rotating  internship. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  120  ( see  184)  Resolution  66-45 

Introduction  of  Amendment  to  A.M.A.  Constitution 
to  Eliminate  Discrimination  Because  of  Race, 
Creed,  or  Color 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  declares  that  race,  creed,  or  color 
have  no  place  in  the  criteria  for  full  membership 
in  a medical  organization;  and 

Whereas,  Beginning  in  1939,  resolutions  have 
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been  proposed  to  the  American  Medical  Asso- 
ciation stating  that  “membership  in  component 
societies  shall  not  be  denied  on  the  basis  of  race, 
creed,  or  color;”  and 

Whereas,  Qualified  physicians  are  still  being 
denied  full  membership  in  some  component 
medical  societies  because  of  their  race,  creed,  or 
color;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
American  Medical  Association  to  introduce  at 
the  next  ensuing  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  an 
appropriate  resolution  to  amend  the  Constitu- 
tion of  the  American  Medical  Association  to 
provide  in  substance  that  membership  in  the 
American  Medical  Association  of  any  constit- 
uent association  or  component  county  society 
shall  be  revoked  if  such  constituent  association 
or  component  county  society  deny  full  member- 
ship to  any  individual  on  the  basis  of  race,  creed, 
or  color. 

Referred  to  Reference  Committee  on  Organ- 
ization, Policies,  and  Legal  Matters. 

Section  121  ( see  275)  Resolution  66-46 

Guidelines  for  Payment  for  Autopsy  Service 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  autopsy  is  one  of  the  basic 
teaching  methods  and  research  procedures  and 
the  ultimate  audit  and  evaluation  of  medical 
care  for  the  maintenance  and  elevation  of  stand- 
ards of  medical  care  and  of  scientific  medicine; 
and 

Whereas,  All  accrediting  agencies,  public 
health  agencies,  the  courts,  the  insurance  car- 
riers, and  others  have  come  to  recognize  the 
value  of  the  autopsy;  and 

Whereas,  The  performance  of  autopsies  falls 
primarily  on  pathologists,  whose  number  has 
grown  less  rapidly  than  that  of  many  other  med- 
ical specialists,  resulting  in  the  present  serious 
manpower  shortage  in  relation  to  expanding 
demands  in  this  field ; and 

Whereas,  Public  Health  Law  89-97  has  not 
yet  defined  the  place  of  the  autopsy  in  health 
service,  nor  the  means  of  compensation  for  the 
professional  service  involved;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring  that 
the  same  principle  and  guidelines  for  payment  in 
plan  A and  plan  B for  any  pathologic  service  be 
extended  to  include  the  autopsy  service;  and 
be  it  further 

Resolved,  That  it  be  recommended  that  the 
appropriate  physician-technician  split  be  applied 
to  the  performance  and  the  interpretation  of  the 
autopsy,  with  the  obvious  major  proportion 
given  to  the  very  individual  personal  professional 
contribution  this  procedure  requires. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 


Section  122  ( see  290)  Resolution  66-47 

Legal  and  Ethical  Considerations  Involved  in 
Medical  Services  Provided  by  Physicians  Hired 
by  Nonprofessional  Third  Parties 

Introduced  by  Kings  County  Medical  Society 

Whereas,  The  de  facto  corporate  practice  of 
medicine  by  hospitals  whose  ultimate  control 
and  responsibility  resides  in  their  lay  governing 
bodies  has  long  been  recognized  by  the  courts, 
without  regard  to  the  legality  of  such  practices;  and 

Whereas,  The  practice  of  medicine  by  med- 
ically unlicensed  lay  individuals,  groups,  or 
corporations  is  specifically  forbidden  by  the 
Education  Laws  and  the  Medical  Practices  Act 
of  the  State  of  New  York;  and 

Whereas,  Contracts,  involving  members  of 
the  Medical  Society  of  the  County  of  Kings  and 
other  county  societies  throughout  the  State  of 
New  York,  may  be  involved  in  circumvention 
and  violation  of  said  laws  by  nonprofessional 
groups  engaged  in  the  de  facto  corporate  practice 
of  medicine;  and 

Whereas,  The  legality  of  such  practices,  in- 
volving the  exploitation  of  physician-employes 
by  nonprofessional  individuals  or  groups,  has 
been  seriously  questioned  and  has  never  been 
determined;  and 

Whereas,  Such  contracts  between  physicians 
and  nonprofessional  groups  may  also  involve 
unethical  fee-splitting  practices;  and 

Whereas,  The  sale  of  professional  services  to 
individual  patients  by  physicians,  hired  and  con- 
trolled by  the  lay  governing  bodies  of  hospitals, 
has  now  spread  further  to  include  the  exploita- 
tion of  physician-employes’  services  to  another 
intermediary  party  on  a mass  contract  basis  in 
the  State  of  New  York;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  and  request  appro- 
priate action  of  the  Attorney  General  of  the 
State  of  New  York  and  any  other  interested 
body,  as  provided  by  law,  in  order  to  resolve  the 
question  of  legality  of  contracts  between  physi- 
cians and  nonprofessional  groups  and  of  profes- 
sional medical  practices  now  operational  in  the 
State  of  New  York;  and  be  it  further 

Resolved,  That  all  members  of  the  Medical 
Society  of  the  State  of  New  York  be  informed  of 
the  unresolved  nature  of  these  legal  and  ethical 
considerations,  and  warned  of  the  possible  il- 
legality and  unethical  character  of  such  con- 
tractual arrangements. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  123  (see  234)  Resolution  66-48 

Enlargement  of  Commission  on  Public  Health 
and  Education 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  The  functions  of  the  New  York 
State  Department  of  Health  increasingly  extend 
to  areas  which  are  of  great  importance  and 
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concern  to  the  physician  in  the  private  practice 
of  medicine;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  Commission  on  Public  Health  and 
Education,  as  now  constituted,  does  not  provide 
adequate  geographic  or  private  practicing  physi- 
cian representation  thereon;  now  therefore  be  it 
hereby 

Resolved,  That  this  House  of  Delegates  go  on 
record  as  favoring  an  enlargement  of  the  Medical 
Society  of  the  State  of  New  York  Commission  on 
Public  Health  and  Education  to  11  members, 
nine  of  whom  shall  be  members  whose  major 
professional  activity  is  the  private  practice  of 
medicine,  to  be  chosen  one  from  each  district 
branch. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  124  ( see  235)  Resolution  66-49 

Organization  in  the  Medical  Society  of  the  State  of 
New  York  of  Groups  Representing  Various  Fields 
of  Medical  Practice 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  It  is  highly  desirable  that  a close, 
cooperative  relationship  exist  between  the  Med- 
ical Society  of  the  State  of  New  York  and  its 
members,  based  on  specialty  and  general  prac- 
tice categories;  and 

Whereas,  This  relationship  would  be  facili- 
tated if  groups,  representative  of  the  various 
fields  of  medical  practice,  were  organized  within 
and  as  part  of  the  structure  of  the  Society;  now 
therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  in- 
struct the  Council  to  take  the  necessary  steps  to 
set  up  and  maintain,  within  the  structure  of  the 
Society,  organized  groups  representative  of  the 
various  fields  of  medical  practice. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  125  (see  215)  Resolution  66-50 

County  Society  Delegation  Representation  on 
Reference  Committees 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  House  of  Delegates  is  a 
democratically  elected  legislative  body;  and 

Whereas,  The  most  significant  work  of  such 
bodies  is  well  known  to  be  done  in  the  commit- 
tees thereof;  and 

Whereas,  The  courtesy  of  committee  ap- 
pointment is  extended  to  even  the  most  junior 
members  of  our  national  and  state  legislatures; 

and 

Whereas,  Certain  county  society  delegations 
have  no  members  whatever  on  any  reference 
committee  of  this  House;  and 

Whereas,  A more  democratic  and  fruitful 
participation  of  the  delegates  would  be  made 
possible  by  membership  on  a reference  commit- 
tee; now  therefore  be  it  hereby 

Resolved,  That  every  county  society  delegation 


be  represented  on  an  appropriate  number  of 
reference  committees. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  126  ( see  236)  Resolution  66-51 

Code  of  Ethics  for  Physician  Care  Nursing  Homes 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  There  are  instances  of  lack  of  co- 
operation on  the  part  of  physicians  in  not  helping 
nursing  homes  perform  their  obligations  con- 
cerning the  care  of  patients;  and 

Whereas,  A committee  was  established  to 
study  and  reveal  instances  of  poor  cooperation; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  following  code  of 
ethics: 

1.  Each  physician  shall  do  his  utmost  to 
provide  care  of  excellent  quality  to  nursing 
home  patients,  and  such  care  shall  be  not  less 
than  equal  to  the  care  he  provides  for  his 
patients  in  private  homes  and  hospitals. 

2.  Each  physician  shall  effect  in  writing 
adequate  records  including:  (a)  Original  ad- 
mission history,  physical  findings  and  orders 
within  twenty-four  hours;  ( b ) intent  as  to 
patient’s  future  plight  and  general  forecast  as 
to  prognosis  (evaluation) ; (c)  follow-up  orders 
and  progress  notes  at  least  once  every  month; 
( d ) death  certificate. 

3.  Each  physician  shall  visit  each  patient 
and  examine  said  patient  at  least  once  a 
month. 

4.  Each  physician  shall  make  provisions 
for  specific,  definite  doctor  coverage  during 
any  time  of  said  physician’s  absence  (that  is, 
vacations,  holidays). 

5.  Once  annually  each  physician  shall  give 
each  nursing  home  patient  under  his  care  a 
thorough  complete  examination  including 
ordering  of  laboratory,  diagnostic,  and  dental 
work  as  needed. 

6.  Advise  the  administrators  of  nursing 
homes  in  order  to  help  them  meet  their  re- 
quirements in  the  care  of  nursing  home 
patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  all  physician  members 
to  subscribe  to  this  code  of  ethics  as  written  or 
amended  by  the  appropriate  authorities. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  127  ( see  266)  Resolution  66-52 

Physicians’  Fees  Under  Medicare 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  new  Medicare  law  refers  to 
“reasonable  fees”  for  doctors’  services;  and 
Whereas,  The  New  York  State  Commissioner 
of  Health  has  been  assigned  the  authority  to 
designate  the  disbursing  agents  for  physicians’ 
fees  under  Medicare;  and 

Whereas,  “Third  parties”  have  a poor  record 


June  1,  1966  / New  York  State  Journal  of  Medicine  1521 


of  performance,  in  the  past,  with  regard  to 
establishing  fee  schedules  for  physicians  which 
are  comparable  to  their  “usual  and  reasonable 
fees”;  and 

Whereas,  There  can  be  no  single  equitable 
State-wide  standard  fee  schedule  applicable 
throughout  New  York  State;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  New  York 
State  Commissioner  of  Health  that  the  desig- 
nated administrative  agency  be  required  to  set 
physicians’  fee  schedules  for  Medicare  at  a level 
commensurate  with  the  prevailing  fee  in  each 
community;  and  be  it  further 

Resolved,  That  the  recently  published  Relative 
Value  Scale  of  the  Medical  Society  of  the  State 
of  New  York  or  any  other  comparable  fee  sched- 
ule be  recommended  for  widespread  use  in 
establishing  these  fee  schedules  for  Medicare; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  that  its 
members  refuse  to  accept  a Medicare  fee  which 
is  below  the  prevailing  fee  of  the  community  in 
which  they  practice;  and  be  it  further 

Resolved,  That  all  physician  members  of  the 
Medical  Society  of  the  State  of  New  York 
“accept”  any  such  equitable  fee  schedule  incor- 
porating the  spirit  of  the  resolution. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  128  ( see  237)  Resolution  66-53 

Air  and  Water  Pollution 

Introduced  by  Nassau  County  Medical  Society 
and  Suffolk  County  Medical  Society 

Whereas,  Air  pollution  and  water  pollution 
adversely  affect  the  public  health;  and 

Whereas,  These  matters  are  of  prime  concern 
to  physicians,  both  as  professional  people  and 
citizens;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  New  York  State  author- 
ities to  expand  greatly  their  efforts  to  control 
and  correct  the  problems  of  air  pollution  and 
water  pollution;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  offer  its  maximum  support 
to  the  State  in  its  efforts  and  urge  local  medical 
societies  to  encourage  participation  in  antipollu- 
tion matters. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  129  ( see  238)  Resolution  66-54 

Referral  of  Patients  with  Mental  Disorders 

Introduced  by  Nassau  County  Medical  Society 
and  Suffolk  County  Medical  Society 

Whereas,  Considerable  confusion  exists 
among  physicians  as  well  as  the  general  public 
concerning  the  role  to  be  assumed  by  psychol- 
ogists, social  workers,  and  other  ancillary  profes- 
sionals in  their  relationship  to  psychiatry;  and 

Whereas,  Such  nonmedical  personnel  have 


been  doing  psychotherapy,  counseling,  and  so 
forth  without  the  benefit  of  a psychiatric  evalua- 
tion and  diagnosis  or  the  supervision  of  a psy- 
chiatrist, often  to  the  detriment  of  the  patient; 
and 

Whereas,  the  American  Psychiatric  Associa- 
tion has  taken  a firm  stand  that  psychotherapy 
is  a medical  procedure  to  be  administered  either 
by  a physician  specializing  in  the  field  of  psy- 
chiatry or,  in  suitable  cases,  by  adequately 
trained  nonmedical  professionals  under  medical 
supervision;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  in  all  cases 
involving  an  identifiable  and  diagnosable  mental 
illness  or  emotional  disorder,  the  patient  should 
be  referred  to  a physician  trained  in  diagnosing 
nervous  and  mental  illness  rather  than  to  a 
nonmedical  person. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  130  ( see  239)  Resolution  66-55 

Study  of  Infant  Mortality 

Introduced  by  Nassau  County  Medical  Society 
and  Suffolk  County  Medical  Society 

Whereas,  The  infant  mortality  in  this 
country,  while  at  a respectable  level,  could 
further  be  lowered;  and 

Whereas,  Experience  in  other  areas  has 
shown  that  careful  scrutiny  of  the  causes  of 
infant  deaths  frequently  results  in  lowering  of 
such  mortality  rates;  and 

Whereas,  Perinatal  mortality  committees 
have  been  set  up  in  various  counties  of  the  State 
and  are  functioning  actively;  now  therefore  be 
it  hereby 

Resolved,  That  the  House  of  Delegates  recom- 
mend the  establishment  of  actively  functioning 
perinatal  mortality  committees  in  all  county 
medical  societies  to  examine  infant  deaths  as 
minutely  as  possible. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  131  ( see  240)  Resolution  66-56 

Establishment  of  Code  of  Ethics  for  Professions 
Licensed  to  Treat  Humans 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  Official  recognition  through  licen- 
sure of  those  empowered  to  treat  humans  con- 
veys public  recognition  of  professional  stature 
on  those  licensed;  and 

Whereas,  Professional  status  implies  the 
existence  of  a code  of  ethics  and  practice  con- 
sistent with  furthering  the  health  and  welfare  of 
those  served  by  the  profession  as  well  as  the 
good  of  those  within  the  profession;  and 

Whereas,  Chiropractors  are  now  licensed  by 
the  State  Department  of  Education  to  treat 
humans;  and 

Whereas,  Chiropractors  now  freely  advertise 
their  services  in  newspapers  published  in  the 
State  as  well  as  through  other  media  of  public 
communication;  and 
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Whereas,  Such  advertising  is  deemed  in- 
consistent with  the  public  good  for  other  profes- 
sions licensed  by  the  State  of  New  York 
to  treat  humans;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the  State 
Department  of  Education  establish,  publicize, 
and  enforce  a uniform  code  of  ethics  and  practice 
for  all  the  professions  it  licenses  to  treat  humans. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  132  ( see  267)  Resolution  66-57 

Support  of  Radiologists  in  Billing  Patients 
Directly  for  Professional  Services 

Introduced  by  William  B.  Seaman,  M.D.,  Sec- 
tion on  Radiology 

Whereas,  In  certain  parts  of  the  country, 
especially  in  the  New  York  area,  radiologists 
have  been  paid  salaries  or  a percentage  for  pro- 
viding medical  services  to  patients  who  are  then 
billed  by  and  pay  to  such  hospital  for  that  med- 
ical service;  and 

Whereas,  This  arrangement  has  long  been 
condemned  by  the  American  Medical  Associa- 
tion; and 

Whereas,  The  American  College  of  Radiology 
requires  all  its  members  to  bill  all  paying  patients 
direct  for  the  professional  part  of  the  radiologic 
service  rendered  to  them;  and 

Whereas,  Public  Law  89-97  is  now  the  law 
of  the  land,  removing  all  professional  fees  from 
Medicare  Part  A,  and  placing  them  in  Medicare 
Part  B;  and 

Whereas,  Experience  has  shown  that  hos- 
pital control  of  any  field  of  medical  practice 
leads  to  deterioration  of  that  discipline  and  dis- 
courages recruitment  of  physicians  to  that  field; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  actively  support  radiologists 
in  their  present  determination  to  arrange  to  bill 
patients  direct  for  professional  services,  separate 
from  technical  costs  collected  from  patients  by 
hospitals,  by  undertaking  negotiations  with  New 
York  State  Blue  Cross  and  Blue  Shield  plans, 
the  New  York  State  Hospital  Association,  the 
Compensation  Bureau  of  the  New  York  State 
Department  of  Labor,  and  the  Commissioner  of 
Insurance  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  this  action  be  transmitted  to 
the  boards  of  trustees  and  medical  boards  of  all 
hospitals  in  the  State  of  New  York. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  133  ( see  195)  Resolution  66-58 

Refund  of  Dues  to  Members  Entering  Temporary 
Service  in  the  Armed  Forces 

Introduced  by  Walter  T.  Heldmann,  M.D., 
Secretary,  Medical  Society  of  the  State  of  New 
York 

Whereas,  An  increasing  number  of  members 
of  the  Medical  Society  of  the  State  of  New  York 


are  being  called  into  temporary  service  in  the 
armed  forces  due  to  the  current  conflict  in  Viet 
Nam;  and 

Whereas,  While  in  temporary  service  in  the 
armed  forces  many  members  will  be  called  on  to 
make  adjustments  regarding  their  medical  prac- 
tice, financial  status,  and  personal  life;  and 

Whereas,  Requests  have  been  received  by 
several  county  medical  societies  and  by  the 
Medical  Society  of  the  State  of  New  York 
regarding  refund  of  dues  paid  for  the  current 
year,  1966,  by  members  who  have  received  their 
service  orders;  and 

Whereas,  Chapter  XIV,  Section  2,  Paragraph 
5 of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  provides  for  remission  of  dues 
for  the  current  year  for  several  reasons,  including 
temporary  service  in  the  armed  forces,  but  does 
not  set  forth  a policy  regarding  refund  of  dues, 
and,  therefore,  a problem  exists  in  cases  where 
a physician  has  paid  his  current  year’s  dues  and 
on  being  called  into  service  requests  a refund; 
and 

Whereas,  The  current  policy  regarding 
remission  of  dues  for  members  entering  tem- 
porary service  in  the  armed  forces  was  estab- 
lished by  the  Council  on  January  11,  1951,  as 
follows:  “Members  entering  service  on  or  before 
May  31st  can  have  their  dues  remitted  for  that 
year,  but  members  entering  service  June  1st  or 
later  are  liable  for  their  annual  dues  in  full. 
Members  leaving  service  can  have  their  dues 
remitted  throughout  the  balance  of  the  calendar 
year  in  which  they  are  discharged,  upon  recom- 
mendation by  their  respective  county  medical 
societies.  Entry  into  service  commencing  the 
date  the  member  actually  reports,  not  when  he 
receives  his  orders”;  and 

Whereas,  The  date  of  good  standing  has  been 
changed  from  May  31st  to  March  1st,  and 
members  called  into  temporary  service  in  the 
armed  forces  after  March  1st  do  not  receive 
refund  of  dues,  but  do  receive  all  the  benefits  of 
active  dues  paying  membership  for  that  year; 
now  therefore  be  it  hereby 

Resolved,  That  a new  policy  concerning  refund 
and  remission  of  dues  for  members  entering 
service  in  the  armed  forces  be  established  as 
follows:  “A  member  entering  temporary  service 
in  the  armed  forces  will  not  be  liable  for  payment 
of  current  year’s  dues,  but  should  the  dues  have 
been  paid,  the  member  can  request  refund  and 
remission  of  his  dues  for  that  year  through  his 
component  county  medical  society.  Dues  for  a 
member  leaving  service  can  be  remitted  through- 
out the  balance  of  the  calendar  year  in  which  he 
is  discharged  upon  recommendation  by  his  com- 
ponent county  medical  society.  The  date  to  be 
considered  as  entry  into  service  shall  be  the  date 
the  member  actually  reports  for  service,  and  not 
the  date  on  which  he  receives  his  orders”;  and 
be  it  further 

Resolved,  That  it  be  recommended  to  the 
component  county  medical  societies  that  they 
adopt  a similar  policy  regarding  refund  and 
remission  of  county  society  dues  and  assess- 
ments for  members  entering  temporary  service 
in  the  armed  forces. 
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Referred  to  Reference  Committee  on  Reports 
of  Officers. 

Section  134  ( see  197)  Resolution  66-59 

Headquarters  Building  for  Medical  Society  of  the 
State  of  New  York 

Introduced  by  Fifth  and  Sixth  District  Branches 

Whereas,  At  the  suggestion  of  the  Board  of 
Trustees  in  1962,  an  Ad  Hoc  Committee  to 
Study  Recommendations  for  Our  Own  Building 
was  appointed;  and 

Whereas,  This  committee  and  its  successor, 
the  Ad  Hoc  Committee  for  Our  Own  Building, 
have  made  extensive  investigations  into  the 
purchase  and/or  construction  of  a suitable 
building  to  house  the  headquarters  of  the  Med- 
ical Society  of  the  State  of  New  York;  and 

Whereas,  The  Ad  Hoc  Committee  for  Our 
Own  Building  has  recommended  unanimously 
that  a building  be  purchased  and/or  constructed 
and  that  it  be  located  in  Metropolitan  New 
York;  and 

Whereas,  Although  the  House  of  Delegates 
has  on  several  occasions  in  the  past  indicated  its 
desire  to  have  this  subject  studied,  at  no  time 
has  the  House  expressed  itself  specifically  con- 
cerning such  a project;  now  therefore  be  it 
hereby 

Resolved,  That  this  House  of  Delegates  go  on 
record  as  recommending  that  the  Medical 
Society  of  the  State  of  New  York  purchase 
and/or  construct  a suitable  building  for  its  head- 
quarters to  be  located  in  Metropolitan  New 
York;  and  be  it  further 

Resolved,  That  this  resolution  be  implemented 
at  the  earliest  possible  time. 

Referred  to  Reference  Committee  on  Reports 
of  Officers. 

Section  135  ( see  196)  Resolution  66-60 

Bureau  of  Planning  and  Research  at  Medical 
Society  of  the  State  of  New  York  Headquarters 

Introduced  by  Fifth  and  Sixth  District  Branches 

Whereas,  The  Planning  Committee  for  Med- 
ical Policies,  established  by  the  Medical  Society 
of  the  State  of  New  York  in  1943,  was  dissolved, 
at  its  own  request,  by  unanimous  vote  of  the 
1965  House  of  Delegates;  and 

Whereas,  The  final  report  of  the  Planning 
Committee  suggests  that  “an  administrative 
division  on  planning  and  development  with  staff 
and  financial  support  commensurate  with  the 
undertaking  involved”  could  be  of  “great  service 
to  the  Society  and  would  avoid  the  cost  and  in- 
effectiveness of  many  of  the  ad  hoc  committees 
appointed  each  year  to  study  various  ideas  and 
suggestions”;  and 

Whereas,  It  has  been  agreed  that  only  by 
providing  trained  professional  staff  and  sufficient 
budgetary  allotments  can  adequate  planning 
and  research  be  conducted;  now  therefore  be  it 
hereby 

Resolved,  That  this  House  of  Delegates  recom- 
mend the  establishment  of  a Bureau  of  Planning 
and  Research  at  the  headquarters  office  of  the 


Medical  Society  of  the  State  of  New  York;  and 
be  it  further 

Resolved,  That  the  Board  of  Trustees  be 
requested  to  allot  the  necessary  funds  to  staff 
this  department  with  trained  personnel  and  to 
provide  for  its  activities;  and  be  it  further 

Resolved,  That  all  concerned  be  directed  to 
implement  this  resolution  at  the  earliest  possible 
moment. 

Referred  to  Reference  Committee  on  Reports 
of  Officers. 

Section  136  ( see  267)  Resolution  66-61 

Separation  of  Professional  From  Nonprofessional 
Charges  Paid  by  Third-Party  Insurers 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  The  ability  of  Blue  Cross  hospital 
service  corporations  to  provide  medical  services 
in  insurance  contracts  sold  to  the  public  is  based 
on  other  contracts  under  which  hospitals  obligate 
themselves  to  Blue  Cross  to  make  these  medical 
services  available  to  insured  Blue  Cross  sub- 
scribers; and 

Whereas,  Hospitals  in  turn  fulfill  this  con- 
tractual obligation  to  Blue  Cross  by  entering 
into  separate  contracts  with  physicians  under 
which  the  physicians  agree  to  allow  hospitals  to 
sell  their  services  to  members  of  the  public  for 
medical  fees;  and 

Whereas,  Physicians  entering  into  such  con- 
tracts with  hospitals  are  violating  the  policy 
of  the  American  Medical  Association  “that  a 
physician  should  not  bargain  or  enter  into  a 
contract  whereby  any  hospital,  corporation,  or 
lay  body  by  whatever  name  called  or  however 
organized  may  offer  for  sale  or  sell  for  a fee  the 
physician’s  professional  services”  (Proceedings, 
American  Medical  Association  House  of  Dele- 
gates, June,  1964) ; and 

Whereas,  At  its  1960  clinical  session,  the 
House  of  Delegates  of  the  American  Medical 
Association  adopted  resolution  27,  which  states: 
“Resolved,  that  the  American  Medical  Associa- 
tion urge  all  constituent  associations  to  take 
such  action  as  may  be  deemed  necessary  to  effect 
the  transfer  of  professional  services  from  Blue 
Cross  plans  and  all  other  hospitalization  plans  to 
Blue  Shield  or  that  section  of  insurance  plans 
providing  for  professional  services,  wherever 
such  situations  exist”;  and 

Whereas,  In  June,  1964,  the  House  of  Dele- 
gates of  the  American  Medical  Association 
“recommended  that  medical  staffs,  state  and 
component  medical  societies,  and  specialty 
societies  be  urged  to  implement  resolution  27  by 
all  appropriate  means,  including  consultation 
with  hospital  associations,  governing  authorities 
and  administrators  to  bring  about  equitable  cost 
accounting  and  cost-related  charges”;  now 
therefore  be  it  hereby 

Resolved,  That  the  appropriate  officers  and 
committees  of  the  Medical  Society  of  the  State 
of  New  York  immediately  undertake  negotia- 
tions with  New  York  State  Blue  Cross  plans, 
Blue  Shield  plans,  the  New  York  State  Hospital 
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Association,  the  Commissioner  of  Insurance  of 
the  State  of  New  York,  and  such  others  as  are 
deemed  desirable  to  attempt  to  effect  a transfer 
of  physicians’  professional  services  from  Blue 
Cross  plans  and  other  hospitalization  plans  to 
Blue  Shield  and  other  medical  service  plans. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  137  (see  287)  Resolution  66-62 

Staff  Appointments  to  Municipal  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  The  voluntary  and  municipal  hos- 
pitals of  the  borough  of  Brooklyn  have  been 
staffed,  since  their  very  inception,  by  unstint- 
ingly  devoted  family  physicians;  and 

Whereas,  A hospital  appointment  provides 
the  family  physician  intimate  contact  with 
recent  advances  in  medical  therapy  and  technics 
and  adds  to  his  standing  and  prestige;  and 

Whereas,  By  virtue  of  a contractual  agree- 
ment between  the  City  of  New  York  and  the 
voluntary  hospitals  (for  example,  that  between 
Maimonides  and  Coney  Island  Hospitals  in 
Brooklyn)  it  is  stipulated  that  all  physicians  on 
the  staff  of  the  municipal  hospitals  must  be 
board-certified  or  board-eligible  for  staff  appoint- 
ment; and 

Whereas,  This  will  deny  to  those  members  of 
the  staff  who  choose  to  continue  to  serve  the 
community  as  family  physicians  the  hospital 
affiliation  and  the  benefits  to  be  derived  thereof; 

and 

Whereas,  It  is  generally  agreed  that  there  is 
an  urgent  need  for  family  physicians  as  demon- 
strated by  the  recommendation  of  the  House  of 
Delegates  of  the  American  Medical  Association 
and  the  Joint  Commission  on  Hospital  Accredi- 
tation endorsing  the  establishment  of  general 
practice  sections  in  accredited  hospitals;  and 

Whereas,  The  nonboard-certified  physician, 
who  has  heretofore  competently  serviced  the 
community  these  many  years,  treating  these 
patients  in  his  office,  in  the  home,  as  well  as  in 
the  hospital,  and  who  is  being  allowed  to  con- 
tinue to  treat  these  patients  in  their  homes  and 
in  his  office,  will  now  no  longer  be  permitted  to 
treat  these  same  patients  within  the  hospital 
walls;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  protest  the  contractual 
arrangement  between  the  City  of  New  York  and 
the  voluntary  hospitals  which  mandate  specialty 
board  certification  or  eligibility  for  municipal 
hospital  staff  appointment  and  request  that  it 
be  rescinded  and  affiliation  be  restored  to  all 
members  of  hospital  staffs  so  affected;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  utilize  its  influence  and  good 
offices  to  effect  the  purpose  of  this  resolution, 
and  that  the  Mayor  and  the  Commissioner  of 
Hospitals  of  the  City  of  New  York  be  informed 
of  the  desirability  of  deleting  that  portion  of  the 
contracts  between  the  municipal  and  voluntary 


hospitals  which  arbitrarily  discriminates  against 
all  nonboard-certified  or  board-eligible  physi- 
cians, and  that  evaluation  of  the  individual 
physician’s  professional  competency  continue  to 
be  the  basis  for  appointment  to  the  staffs  of 
these  hospitals. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  138  ( see  267)  Resolution  66—63 

Policy  Statement  and  Principles  Concerning 
Separate  Billing  for  Specific  Professional  Services 
Rendered  to  Hospital  Patients 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Resolved,  That  the  following  policy  statement 
be  adopted  by  the  Medical  Society  of  the  State 
of  New  York: 

For  many  years  some  physicians  have  allowed 
themselves  to  become  a part  of  a relationship  in 
which  hospitals  billed  for  their  services  as  part  of 
a combined  charge  to  patients  for  services 
rendered.  This  convenience  masked  a subtle 
change  by  which  physicians’  services  came  to  be 
identified  in  many  communities  as  hospital 
services,  rather  than  professional  medical  services. 
If  the  private  practice  of  medicine  within  the 
hospital  environment  is  to  be  permitted  to  con- 
tinue, separation  of  services  rendered  to  patients 
in  the  hospital  into  professional  and  nonprofes- 
sional categories  is  imperative.  Even  more  im- 
portant is  this  distinction  and  separation  in  the 
minds  of  patients  who  are  being  treated  med- 
ically by  individual  physicians,  and  never  by 
“ hospitals .” 

1.  It  is  the  policy  of  the  Medical  Society  of 
the  State  of  New  York  that  members  of  the 
Society  shall  designate  their  professional  charges 
for  specific  professional  services  rendered  to 
hospital  patients  for  which  the  patients  are  billed 
and  expected  to  pay  in  the  following  manner: 

(a)  A physician  should  bill  patients  for  the 
specific  services  he  has  rendered.  He  should 
be  responsible  for  maintenance  of  his  own 
bookkeeping,  accounting,  and  billing. 

(b)  A physician  should  not  permit  a hos- 
pital to  present  a bill  for  his  professional 
services  on,  or  part  of,  a hospital  bill. 

(c)  A physician  should  not  designate  a 
hospital  as  his  agent  for  billing  for  professional 
services,  nor  as  his  agent  for  the  purpose  of 
bookkeeping  and  accounting. 

(d)  A physician  may  not  ethically  pool  his 
professional  fees  with  the  hospital  service 
charges.  Such  sharing  of  the  professional 
portion  of  fees  is  clearly  unethical. 

2.  Because  the  Congress  of  the  United 
States  has  established  the  Medicare  Law  (PL 
89-97)  requiring  separate  billing  by  physicians 
for  specific  professional  services  rendered,  phy- 
sicians have  an  obligation  to  adhere  to  the  spirit 
and  meaning  of  the  Congress  in  this  regard. 
Therefore,  physicians  who  at  present  have  con- 
tracts or  arrangements  with  hospitals,  providing 
for  the  collection  and  retention  by  the  hospital 
of  any  portion  of  a professional  fee  paid  by 
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patients  for  a specific  professional  service 
rendered,  should  seek  to  renegotiate  such  con- 
tracts excluding  this  feature. 

3.  In  establishing  a separate  billing  proce- 
dure, physicians  should  set  their  fees  according 
to  the  worth  of  their  professional  services,  but 
must  guard  against  abuses  which  would  signifi- 
cantly increase  the  cost  to  patients  or  their  in- 
surers. The  use  of  schedules  of  usual  and  cus- 
tomary fees  for  comparable  services  in  each 
community  may  be  used  as  guides. 

4.  A physician  may  ethically  accept  a salary 
from  a hospital  for  administration,  teaching,  re- 
search, or  the  care  of  nonpaying  patients. 

5.  Pooling  of  professional  fees  may  be  per- 
mitted only  when,  as  in  group  practice,  all 
profits  from  professional  fees  for  service  accrue 
only  to  the  participating  physician  members  by 
mutual  agreement,  and  patients  are  made  aware 
of  this  arrangement. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  139  Resolution  66-64 

Amendment  to  Bylaws  Regarding 
Life  Membership 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  The  number  of  nondues-paying 
life  members  of  the  Medical  Society  of  the 
County  of  Kings  is  increasing  because  the  aver- 
age age  of  the  Society  member  is  rising;  and 

Whereas,  This  has  resulted  in  a marked  de- 
crease in  income  which  will  tend  to  worsen  in 
future  years;  and 

Whereas,  The  same  situation  regarding  the 
increasing  number  of  life  members  probably 
exists  in  many  county  medical  societies  through- 
out the  State,  with  a lessening  of  income  to  the 
county  societies  and  to  the  Medical  Society  of 
the  State  of  New  York;  and 

Whereas,  A greater  percentage  of  physicians 
over  the  age  of  seventy  are  remaining  in  active 
practice;  and 

Whereas,  A poll  taken  by  the  comitia  minora 
and  the  membership  committee  of  the  Medical 
Society  of  the  County  of  Kings  has  revealed 
substantial  support  for  increasing  the  require- 
ments for  life  membership;  now  therefore  be  it 
hereby 

Resolved,  That  in  addition  to  the  existing 
qualification  of  seventy  years  of  age  for  eligibil- 
ity for  fife  membership,  such  membership  also  be 
limited  to  members  (a)  who  are  no  longer  in  full 
active  practice,  and  that  this  be  so  indicated  in 
their  written  application;  and  ( b ) who  have 
paid  dues  to  a county  medical  society  for  at  least 
twenty-five  years,  except  for  refugee  physicians 
who  arrived  in  the  United  States  after  1945  and 
have  paid  dues  for  at  least  fifteen  years;  and 
be  it  further 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  to 
include  these  recommendations,  as  follows: 

Amend  Section  6 of  Chapter  I,  by  adding  in 


the  first  sentence,  following  the  word  “dis- 
abled,” the  following  words:  “and  who  is  no 
longer  in  full  active  practice  (to  be  so  indicated 
on  the  written  application)  and  who  has  paid 
dues  to  a county  medical  society  for  at  least 
twenty-five  years,  or,  in  the  case  of  a refugee 
physician  who  arrived  in  the  United  States 
after  1945,  who  has  paid  dues  to  a county 
medical  society  for  at  least  fifteen  years,”  so 
that  the  first  sentence  of  Chapter  I,  Section  6, 
will  then  read  as  follows: 

“An  active  member  in  good  standing,  on 
reaching  the  age  of  seventy  years,  or  who  is 
permanently  disabled,  and  who  is  no  longer 
in  full  active  practice  (to  be  so  indicated  on 
the  written  application)  and  who  has  paid 
dues  to  a county  medical  society  for  at  least 
twenty-five  years,  or,  in  the  case  of  a refugee 
physician  who  arrived  in  the  United  States 
after  1945,  who  has  paid  dues  to  a county 
medical  society  for  at  least  fifteen  years,  may 
apply  for  life  membership.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  140  Resolution  66-65 

Amendment  to  Bylaws  Concerning  Expenses 

Introduced  by  George  Himler,  M.D.,  New 
York,  Councillor 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  IX, 
Section  1,  be  amended  by  striking  out  the  words: 
“Delegates  of  the  district  branches  and  section 
delegates”  in  the  seventh  sentence  of  said  sec- 
tion and  in  place  thereof  substituting  the  words: 
“Members  for  life  of  the  House  of  Delegates, 
delegates  of  the  district  branches,  and  section  del- 
egates” so  that  the  seventh  sentence  of  Section 
1 as  amended  will  then  read: 

“Members  for  life  of  the  House  of  Delegates, 
delegates  of  the  district  branches,  and 
section  delegates  sitting  in  the  House  of 
Delegates  shall  be  allowed  necessary  ex- 
penses by  the  Medical  Society  of  the  State 
of  New  York.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  141  Resolution  66-66 

Amendment  to  Bylaws  Concerning  Election  of 
Delegates  to  American  Medical  Association 

Introduced  by  Joseph  J.  Kaufman,  M.D., 
Wayne,  Councillor 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  III, 
Section  6,  be  amended  by  striking  out  the  words 
in  the  second  sentence  of  said  section  and  in 
place  thereof  substituting  the  words:  “Nomi- 
nations shall  be  made  for  not  less  than  the  full 
number  of  delegates  to  be  elected,  and  the  dele- 
gates shall  be  declared  elected  in  the  order  of  the 
highest  number  of  votes  cast  until  the  allotted 
numbers  shall  have  been  chosen.  Alternate 
delegates  shall  be  nominated  and  elected  in  the 
same  manner  as  the  delegates.” 
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Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  142  Resolution  66-67 

Amendment  to  Bylaws  Concerning  Method  of 
Election  of  Delegates  to  House  of  Delegates 

Introduced  by  Edward  Siegel,  M.D.,  Clinton, 
Councillor 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  II, 
Section  1,  be  amended  by  striking  out  the  last 
sentence  in  the  said  section  and  in  place  thereof 
substituting  the  words:  “Each  component 

county  society  shall  be  entitled  to  select  dele- 
gates by  the  following  method”;  and  be  it 
further 

Resolved,  That  Chapter  II,  Section  1,  Sub- 
divisions (a)  and  (6)  be  amended  by  striking 
out  Subdivision  (a)  and  (b)  in  their  entirety  and 
in  place  thereof  substituting  the  words  pres- 
ently found  in  Subdivision  ( b ) without  any  sub- 
division appellation  so  that  the  last  paragraph 
of  said  Section  1,  as  amended  will  read: 

“Any  component  county  medical  society, 
which  according  to  the  rolls  of  the  State 
Society  on  April  1 of  the  previous  calendar 
year  shall  have  had  up  to  99  members, 
shall  be  entitled  to  1 delegate.  Any  com- 
ponent county  medical  society  having 
100  to  199  members  shall  be  entitled  to  2 
delegates.  Any  component  county  medical 
society  having  200  to  349  members  shall  be 
entitled  to  3 delegates.  Any  component 
county  medical  society  having  350  to  499 
members  shall  be  entitled  to  4 delegates. 
Any  component  county  medical  society 
having  500  to  749  members  shall  be  entitled 
to  5 delegates.  Any  component  county 
medical  society  having  750  to  999  mem- 
bers shall  be  entitled  to  6 delegates.  Any 
component  county  medical  society  having 
1,000  or  more  members  shall  be  entitled  to 
at  least  7 delegates  and  1 additional  delegate 
for  each  additional  300  members;  but  no 
component  county  medical  society  shall  be 
entitled  to  designate  more  than  25  dele- 
gates.” 

Referred  to  House  Committee  on  Constitu- 
tion and  Bylaws. 

Section  143  Resolutions  66-68 

Amendments  to  Constitution  and  Bylaws  Relating 
to  Officers,  Trustees,  and  Councillors 

Introduced  by  John  F.  Kelley,  M.D.,  Oneida, 
Councillor 

Resolved,  That  Article  VI  of  the  Constitution 
of  the  Medical  Society  of  the  State  of  New  York 
be  amended  by  striking  out  the  words  “and 
treasurer”  in  the  last  sentence  of  said  article  and 
in  place  thereof  substituting  the  words  “treas- 
urer, executive  vice-president,  and  assistant 
executive  vice-president”  so  that  the  last  sen- 
tence of  Article  VI  as  amended  will  read: 
“The  president,  secretary,  treasurer,  executive 


vice-president,  and  assistant  executive  vice- 
president  shall  sit  with  the  Board  of  Trustees 
with  voice  but  without  vote.”;  and  be  it  further 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  Chapter  IV, 
Section  1 (a)  be  amended  by  striking  out  the 
present  last  sentence  of  said  section,  and  in 
place  thereof  substituting  the  words:  “It  shall 

with  the  approval  of  the  Board  of  Trustees 
appoint  an  executive  vice-president,  who  shall 
be  the  chief  executive  officer  of  the  Society  to 
manage  and  direct  the  activities  of  the  Society 
including  disbursement  of  its  funds  when  duly 
authorized.  He  shall  be  an  ex  officio  member  of 
all  boards,  commissions,  and  committees  with 
voice  but  without  vote.  The  executive  vice- 
president  shall  appoint  an  assistant  executive 
vice-president  who  shall  perform  the  duties  of 
the  executive  vice-president  in  the  latter’s 
absence  and  shall  perform  such  other  duties  as 
may  be  requested  by  the  executive  vice- 
president.”;  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  7 be 
amended  by  striking  out  the  words:  “The 

secretary  or  assistant  secretary  shall  counter- 
sign all  checks  issued  by  the  treasurer  on  funds 
of  the  Society”  from  the  first  sentence  of  said 
section;  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  8 be 
amended  by  striking  out  the  words:  “The  as- 

sistant secretary  may  countersign  checks  drawn 
by  the  treasurer  on  funds  of  the  Society.”  from 
the  first  sentence  of  said  section;  and  be  it 
further 

Resolved,  That  Chapter  VII,  Section  9 be 
amended  by  striking  out  the  present  first  sen- 
tence of  said  section  and  in  place  thereof  sub- 
stituting the  words:  “The  treasurer  shall  keep 
accurate  books  of  accounts  of  all  moneys  of  the 
Society  which  he  may  receive  and  shall  disburse 
or  cause  to  be  disbursed  the  same  when  duly 
authorized.  He  shall  be  the  official  custodian  of 
all  securities  and  the  income  thereof  owned  by  the 
Society,  subject  to  the  direction  and  disposition 
of  the  Board  of  Trustees.  The  Board  of  Trustees 
may  select  a bank  or  trust  company  to  act  as 
custodian  in  the  place  of  the  treasurer  of  all  or 
any  part  of  such  securities  and  to  act  as  agent 
of  the  Society  in  collecting  the  income  there- 
from.” 

Referred  to  House  Committee  on  Constitu- 
tion and  Bylaws. 

Section  144  ( see  241)  Resolution  66-69 

School  Health  Examination  Policies 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  medical  resources  of  each 
community  are  limited  and  should  be  utilized 
efficiently  and  effectively  to  the  greater  public 
benefit;  and 

Whereas,  The  annual  physical  examination 
of  well  school  children  expends  a large  amount  of 
medical  resources  while  failing  to  yield  findings 
that  are  significant  to  health  or  education;  now 
therefore  be  it  hereby 
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Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the  State 
education  law  be  amended  to  require  that  school 
children  be  examined  on  entering  school  and  not 
less  than  three  times  in  the  following  twelve 
years — once  in  the  intermediate  grades,  once  at 
the  beginning  of  adolescence,  and  once  before 
leaving  school. 

Memorandum,  to  Accompany  Resolution  66-69 

Several  national  professional  groups  have  made 
recommendations  regarding  periodic  medical  examina- 
tions. All  have  concluded  that  a program  of  four  ex- 
aminations during  the  school  life  of  a child  and  addi- 
tional examinations  only  on  referral  is  close  to  an 
optimal  frequency.  The  National  Committee  on 
School  Health  Policies  specifically  warns  that  “Fewer 
examinations  of  good  quality  with  time  for  instruction 
and  counsel  are  preferable  to  frequent  and  complete 
coverage  of  the  school  with  inadequate  examinations 
that  are  medically  and  educationally  unsound.” 

The  yield  of  medically  or  educationally  useful  infor- 
mation from  annual  physical  examinations  has  been 
shown  to  be  extremely  low,  even  when  examinations 
are  painstakingly  performed  (Yankauer,  Alfred,  et  al. 
A Study  of  Periodic  School  Medical  Examinations,  Am. 
J.  Pub.  Health,  52:  656,  1962).  Unfortunately,  when 
examinations  are  performed  yearly  and  routinely, 
many  are  performed  in  a perfunctory  manner  that  not 
only  yields  no  information  but  gives  students,  parents, 
and  teachers  the  false  impression  that  a brief  physical 
examination,  performed  without  a parent  present  and 
without  the  result  of  screening  tests,  or  a knowledge 
of  past  medical  history,  is  an  adequate  health  appraisal. 

The  burden  imposed  by  these  examinations  on  the 
time  of  pediatricians  and  family  practitioners  is  made 
more  onerous  because  of  the  requirement  that  examina- 
tions be  performed  within  a month  of  school  opening. 

The  routine  annual  performance  of  school  examina- 
tions and  the  record  keeping  which  it  involves  distracts 
school  health  personnel  from  the  far  more  important 
tasks  of  screening  tests,  pupil  observation,  and  en- 
vironmental health. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  145  ( see  276 ) Resolution  66-70 

The  Medical  Profession  and  Control  of 
the  Practice  of  Medicine 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  medical  profession  is  at  the 
crossroads  due  to  State  and  Federal  legislation; 
and 

Whereas,  Control  of  cost,  quality,  and 
effectiveness  of  medical  care  will  to  a great 
extent  be  studied  and  regulated  by  government 
agencies  charged  with  implementing  this  legisla- 
tion; and 

Whereas,  Utilization  studies  must  now  be 
conducted  as  to  the  effectiveness  and  necessity  of 
medical  care  and  hospital  care,  including  medical 
audits  of  providers’  services  (both  hospital  and 
physicians) ; and 

Whereas,  Arbitration  of  fees  between  pro- 
viders of  service,  patients  and  carriers,  by 
mechanisms  and  procedures  established  by  state 
and  county  medical  societies  will  determine 
“reasonable  charge”;  and 

Whereas,  The  medical  profession  of  the  State 


of  New  York  through  the  implementation  of 
utilization  coordinating  committees,  claims 
review  committees,  grievance  committees,  and 
disciplinary  bodies  have  the  mechanisms  and 
experience  to  supervise  policy  and  effectively 
implement  programs;  and 

Whereas,  Physicians  are  the  only  ones  who 
.by  virtue  of  training  and  education  are  in  a posi- 
tion to  pass  judgment  on  such  questions  as 
proper  utilization,  quality  and  effectiveness  of 
medical  care;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  through  its  district  branches  and 
component  county  societies  take  immediate 
steps  to  organize  and  staff  programs  designed  to 
retain  control  of  policy  in  the  sensitive  areas  of 
quality,  utilization,  and  reasonable  charge  of 
medical  services,  to  be  implemented  on  a district 
branch  level  realigned  to  coincide  with  the 
Hospital  Council  areas  of  New  York  State. 

Memorandum  to  Accompany  Resolution  66-70 

Dr.  Bing  Blasingame  at  the  clinical  meeting  of  the 
A.M.A.  House  of  Delegates  in  Philadelphia  of  Decem- 
ber, 1965,  had  the  following  to  say,  “The  Federal 
government,  the  university-medical  school  complex, 
and  the  hospital  system  is  combining  to  mold  and  shape 
the  pattern  of  health  care  in  this  country.”  He  said 
“that  this  triumvirate  of  forces  has  enormous  potential 
for  drastically  altering  the  pattern  of  medical  education, 
research,  and  service.”  He  also  urged  the  medical 
profession  to  be  prepared  to  seize  the  initiative  and  keep 
it  on  the  vital  issues  of  medical  education,  rising  health 
care  costs,  quality  controls,  ethics  and  discipline,  and 
strengthening  the  medical  federation  at  the  state  and 
local  levels. 

In  our  area  we  have  established  a close  liaison  with 
the  medical  school  and  know  that  these  institutions 
need  all  the  help  they  can  get  to  implement  any  pro- 
grams with  which  they  are  confronted.  We  are  more 
concerned  with  the  influence  of  such  groups  as  the 
Hospital  Council  and  the  New  York  State  Department 
of  Health,  particularly  in  view  of  the  legislation  which 
was  passed  under  the  Laws  of  1965,  Chapter  28,  which 
is  better  known  as  “The  Governor’s  Bill  on  Hospital 
Costs.”  With  the  passage  of  Medicare  legislation  and 
the  New  York  State  legislation  which  transferred  super- 
vision of  hospitals  to  the  New  York  State  Department 
of  Health,  utilization  of  hospitals,  medical  audit,  and 
claims  review  are  taking  on  a real  new  significance. 
The  power  of  control  of  these  activities  now  rests  in  the 
hands  of  the  Commissioner  of  Health  of  the  State 
Health  Department.  Usual  patterns  of  practice  are 
the  mode  under  which  it  is  proposed  that  this  legis- 
lation be  implemented.  However,  the  threat  of  govern- 
ment taking  over  if  the  voluntary  system  does  not 
work  looms  dangerously  behind  these  efforts  for  im- 
proved and  more  efficient  care. 

Concurrently,  with  this  legislation,  we  witness  a 
power  struggle  between  the  agencies,  such  as  the  re- 
gional hospital  councils,  the  voluntary  insurance  plans, 
interested  governmental  agencies,  the  medical  pro- 
fession— for  the  control  which  is  involved  in  the  legis- 
lation mentioned. 

A question  is  raised  as  to  whether  the  medical  pro- 
fession will  do  everything  in  its  power  to  retain  control 
on  matters  on  which  they  are  primarily  best  able  to 
pass  judgment,  or  whether  they  will  permit  these 
matters  to  be  administered  by  agencies  other  than 
those  which  they  control.  Attached  to  the  problems 
of  utilization,  medical  audit,  and  claims  review  are, 
of  course,  the  problems  of  self-discipline.  Here  are 
quotes  from  the  legislation  mentioned  above  which 
should  be  brought  to  the  attention  of  every  physician 
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in  this  area.  Chapter  28,  Laws  of  1965,  states  in  Sec- 
tion 2803,  under  the  Commissioner  of  Health  and  the 
Council  (New  York  State  Review  and  Planning  Coun- 
cil) powers  and  duties : 

“The  Council  by  a majority  vote  of  its  members 
shall  adopt  and  amend  rules  and  regulations  subject 
to  the  approval  of  the  Commissioner,  to  effectuate 
the  provision  and  purposes  of  this  article,  including 
but  not  limited  to:  a.  The  establishment  of  re- 
quirements for  a uniform  state-wide  system  of  re- 
ports and  audits  relating  to  the  quality  of  medical 
care  provided,  hospital  utilization  and  costs- — 
standards  and  procedures  relating  to  hospital  oper- 
ating certificates.  The  Commissioner  may  propose 
rules  and  regulations  and  amendments  thereto  for 
consideration  by  the  Council.” 

Other  parts  of  this  piece  of  legislation  discuss  require- 
ments for  construction,  modification,  and  so  forth,  of 
institutions  such  as  hospitals,  nursing  homes,  and  so 
forth,  and  indicate  that  the  Commissioner  in  approving 
any  of  these  things  shall  also  take  into  consideration 
the  availability  of  facilities  or  services  such  as  pre- 
admission, ambulatory  or  home  care  services  which  may 
serve  as  alternatives  or  substitutes  for  the  whole  or  any 
part  of  proposed  hospital  construction.  This  also  in- 
cludes the  need  for  special  equipment  in  view  of  existing 
utilization  for  comparable  equipment  at  the  time  and 
place  and  under  the  circumstances  which  are  proposed. 

You  might  be  interested  to  know  that  we  have  raised 
with  Commissioner  Ingraham  the  questions  as  to 
whether  other  facilities  which  might  be  considered  in 
applications  for  construction  and  needs  for  services 
could  be  interpreted  as  meaning  physicians’  offices. 
No  definition  is  available  although  problems  relating 
to  radiology  and  other  equipment  and  services  are  al- 
ready of  concern  to  agencies  involved  in  planning. 

The  Medicare  legislation,  known  as  Public  Law 
89-97,  requires  the  Secretary  of  Health,  Education,  and 
Welfare  to  the  extent  possible  to  enter  into  contracts 
with  carriers  under  which  the  carriers  would  perform 
specified  administrative  functions  or  to  the  extent  pro- 
vided in  the  contracts  secure  the  performance  of  these 
functions  by  other  organizations.  These  functions  in- 
clude: determining  the  amount  of  payments  due  pro- 

viders and  other  persons,  and  making  the  payments; 
auditing  records  of  providers;  determining  whether  pro- 
viders meet  the  utilization  review  requirements  under  the 
program ; assisting  providers  and  other  persons  to 
develop  procedures  relating  to  utilization  practices, 
and  studying  the  effectiveness  of  such  procedures;  assist- 
ing in  the  application  of  safeguards  against  unnecessary 
utilization  of  covered  services  and  in  the  establishment 
of  review  groups,  outside  hospitals. 

Section  1816  of  Public  Law  89-97  states,  under  the 
Hospital  Insurance  Benefits  Program,  that  in  the 
agreements  with  the  providers  of  services  that  agency 
or  organization  can  do  all  or  any  part  of  the  following — 
and  I am  quoting  here  with  selections:  “To  make  such 
audits  of  the  records  of  providers  as  may  be  necessary 
to  insure  that  proper  payments  are  made  under  this 
part,  the  Secretary  shall  not  enter  into  an  agreement 
with  any  agency  or  organization  unless  he  finds  that 
such  agency  or  organization  is  willing  and  able  to  assist 
the  providers  to  which  payments  are  made  through  it 
under  this  part  in  the  application  of  safeguards  against 
unnecessary  utilization  of  services  furnished  by  them  to 
individuals  entitled  to  hospital  insurance  benefits.” 

If  we  then  skip  to  part  B,  or  Section  1842,  which  is 
the  Supplementary  Medical  Insurance  Benefits  Pro- 
gram, we  find  that  the  Secretary  is  authorized  to  enter 
into  contracts  with  carriers  which  will  perform  some  or 
all  of  the  following  functions  or  to  the  extent  provided 
in  such  contracts,  will  secure  performance  thereof  by 
other  organizations;  such  as,  determine  compliance 
with  the  requirements  of  Section  1861K  as  to  utiliza- 
tion review  and  assist  providers  of  services  and  other 
persons  who  furnish  services  for  which  payment  may 


be  made  under  this  part  in  the  development  of  pro- 
cedures relating  to  utilization  practices,  make  studies 
of  the  effectiveness  of  such  procedures  and  methods  for 
their  improvement,  assist  in  the  application  of  safe- 
guards against  unnecessary  utilization  of  services 
furnished  by  providers  of  services  and  other  persons  to 
individuals  entitled  to  benefits  under  this  part,  and 
provide  procedures  for  and  assist  in  arranging  where 
necessary  the  establishment  of  groups  outside  hospitals 
to  make  reviews  of  utilization. 

You  should  also  know  that  under  part  B the  Secre- 
tary of  Health,  Education,  and  Welfare  is  authorized 
to  enter  into  contracts  for  the  performance  of  some  or 
all  of  the  following  functions,  and  with  respect  to  any 
of  these  functions  which  involve  payment  for  phy- 
sicians’ services,  “the  Secretary  shall  to  the  extent 
possible  contract  to  make  such  audits  of  the  records 
of  the  providers  of  services  as  may  be  necessary  to 
assure  that  proper  payments  are  made;  determine 
compliance  with  the  requirements  for  utilization 
review”  and,  of  course,  the  items  which  were  men- 
tioned in  the  preceding  paragraph. 

As  you  know,  the  New  York  State  Department  of 
Health  has  been  named  State  agency  for  administering 
Medicare,  and  when  one  looks  at  the  Medicare  legisla- 
tion and  the  Chapter  28  legislation  of  the  Laws  of  1965, 
there  are  parallels  so  that  the  Health  Department  can 
perform  some  of  these  review  and  medical  audit 
features  under  both  programs  with  single  administra- 
tion. 

I would  also  like  to  refer  you  to  the  questions  and 
answers  pamphlet  published  by  United  States  Depart- 
ment of  Health,  Education,  and  Welfare  on  Medical 
and  Related  Aspects  of  the  Medicare  Program  and  How 
It  Will  Operate — particularly  page  27  having  to  do 
with  reasonable  charge.  This  indicates  that  “the  use  of 
certain  existing  mechanisms  and  procedures  will  help  in 
the  determination  of  whether  a charge  by  physicians  is 
reasonable.  For  example,  procedures  established  by 
state  or  local  medical  societies  for  resolving  fee  ques- 
tions are  regularly  utilized  by  carriers  and  physicians, 
but  also  between  patients  and  physicians  when  the 
patient  believes  that  an  incorrect  charge  has  been 
made.” 

The  representatives  of  the  American  Medical 
Association,  in  meeting  with  Secretary  Gardner  of 
Health,  Education,  and  Welfare,  made  the  following 
statements  on  problems  of  utilization  review: 

“1.  Utilization  review  must  be  recognized  as  a 
professional  medical  concern. 

"2.  Intrusion  into  matters  of  professional  com- 
mittees by  governmental  agencies  is  without  precedent 
and  in  conflict  with  the  disavowals  of  the  exercise  of 
supervision  or  control  of  Section  1801. 

“3.  That  maximal  use  of  hospital  staff  authority, 
fiscal  intermediary  evaluation,  and  cooperative  efforts 
should  be  relied  upon  for  quality  control  of  utilization 
review. 

“4.  That  state  agency  involvement  in  case  review 
and  survey  or  evaluation  of  actual  committee  function 
be  prohibited,  or  limited  to  assessment  of  the  adequacy 
of  ‘plans’  as  submitted  under  proposed  Standard  2.” 

Further  comments  of  problems  in  this  area  can  be 
reviewed  in  the  technical  bulletins  from  the  American 
Medical  Association  Advisory  Committee,  particularly 
Report  No.  3. 

Robert  P.  Whelan,  M.D.,  deputy  commissioner  of 
the  New  York  State  Health  Department,  in  his  re- 
marks to  the  Westchester  County  Medical  Society 
stated  as  follows:  “Hospitals  and  extended  care 

facilities  participating  in  the  program  (that  is,  the 
Medicare  program)  will  be  required  to  have  in  effect  a 
utilization  review  plan  providing  for  a review  of  ad- 
missions to  the  institution,  length  of  stay,  and  the 
medical  necessity  for  services  provided.  The  Social 
Security  Administration  has  specified  that  the  com- 
mittee must  include  at  least  two  staff  positions  and  that 
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it  may  also  include  other  professional  personnel,  such  as 
registered  nurses  and  social  workers.  In  some  circum- 
stances, the  review  committee  may  have  to  be  one  out- 
side the  institution,  for  example,  where  the  small  size 
of  the  institution  or  in  the  case  of  an  extended  care 
facility,  a lack  of  an  organized  medical  staff,  makes  it 
impractical  for  the  institution  to  have  a properly 
functioning  staff  committee.” 

He  continues  by  stating,  “Evidently  the  recommen- 
dations for  utilization  review  will  follow  the  kinds  of 
recommendations  made  by  the  American  Medical 
Association,  state  medical  societies,  and  private  study 
groups  and  the  utilization  review  functions  will  be 
carried  out  in  a manner  which  protects  the  patient. 
On  the  other  side  of  the  coin,  the  procedure  is  to  make 
sure  that  patients  remain  in  the  hospital  only  as  long 
as  necessary  and  that  every  effort  is  made  to  move 
from  the  hospital  to  other  facilities  those  patients  who 
can  receive  appropriate  but  less  expensive  care  to  meet 
their  current  medical  needs.” 

It  is  obvious  that  the  physician  must  be  the  key 
figure  in  determining  utilization  of  services.  It  is  a 
physician  who  will  decide  on  admission  to  a hospital, 
order  tests,  drugs,  and  treatment,  and  determine  the 
length  of  stay.  For  this  reason  it  can  be  expected  that 
payment  will  be  made  only  if  a physician  certifies  to  the 
medical  necessity  of  the  services  furnished.  It  is  also 
clear  that  if  services  are  furnished  for  a longer  period  of 
time  than  that  specified  in  regulations,  recertification 
by  the  physician  will  be  necessary.  In  the  case  of  in- 
patient hospital  services,  physician  recertification  will 
be  required  no  later  than  the  twentieth  day  of  hos- 
pitalization. It  appears  that  there  is  going  to  be  more 
paper  work  than  any  of  us  desire.  On  the  other  hand, 
the  program  will  recognize  that  the  physician  is  the 
only  proper  person  to  determine  the  proper  utilization 
of  health  services. 

“One  of  the  most  difficult  tasks  will  be  to  develop 
community-based  utilization  committees  for  extended 
care  facilities  in  the  small  hospitals  that  are  unable  to 
mobilize  this  resource  from  their  own  staffs.” 

In  the  State  of  New  York  there  are  some  35,000 
physicians  and  352  hospitals  serving  a population  of 
over  17,000,000.  How  are  these  institutions  going  to 
handle  these  problems  which  are  mentioned  in  the 
legislation?  Are  they  organized?  Are  they  equipped? 
Do  they  have  the  time?  Is  there  enough  manpower  and 
time  to  run  credentials  committees,  intern  and  resi- 
dency committees,  admission  review  committees, 
tissue  committees,  medical  audit  and  review,  surgical 
audit  and  review,  research  and  study  in  the  hospitals? 
Is  there  time  to  devote  to  the  committees  of  the  medical 
societies,  developing  programs  such  as  envisioned  under 
Title  19  of  Medicare,  the  Heart  Disease,  Stroke,  and 
Cancer  Program,  insurance  claims  review  committees, 
utilization  coordinating  committees,  grievance  and 
mediation  committees,  medical  care  plans  committees, 
and  medical  economics  committees?  Is  there  time  for 
the  committees  where  we  are  involved  in  planning  and 
in  the  regional  hospital  council? 

Somewhere  along  the  line  the  doctor  has  a primary 
job  of  taking  care  of  the  sick,  and  somehow  the  physi- 
cian must  maintain  whatever  control  he  can  in  the 
policy  matters  which  so  desperately  affect  the  way  he 
practices  medicine. 

With  all  the  demands  on  physicians’  time,  the  popu- 
lation of  New  York  State  will  find  it  increasingly 
difficult  to  avail  themselves  of  the  services  which  legisla- 
tive measures  now  finance  and  say  they  should  have 
purely  on  the  basis  of  ready  manpower. 

In  a recent  report  to  the  board  of  directors  of  the 
Monroe  County  Medical  Society,  I quoted  from  an 
analysis  of  professional  associations  and  their  future. 
It  stated  that  America’s  professional  associations  will 
undergo  great  structural  and  functional  change  in  the 
next  ten  years.  The  most  compelling  force  for  change  is 
that  imposed  by  the  Federal  government  which  will  be 


even  larger  tomorrow.  To  cope  successfully  with 
government,  the  profession  will  be  forced  to  rely  more 
and  more  on  its  various  organizations.  The  association 
will  be  the  representative  of  the  profession  for  collec- 
tive representation. 

We  are  also  going  to  be  faced  with  increased  com- 
petition from  government  organizations  through  their 
provisions  of  various  services  which  have  been  cus- 
tomarily the  responsibility  of  associations.  The  entire 
future  of  the  organization  will  depend  on  the  ability  of 
its  leaders  to  challenge  their  assumptions,  and  the 
association  must  directly  reflect  the  sophistication  of 
the  profession  which  we  serve.  It  was  noted  that  there 
is  nothing  to  stop  the  government  from  bypassing  the 
association  and  absorbing  its  activities  once  the  as- 
sociation’s brains  have  been  picked  by  the  government 
agency  or  department  which  decides  it  can  better 
serve  the  needs  of  the  profession.  Any  such  encroach- 
ment can  be  stopped  in  the  formative  stage  if  the  as- 
sociation convinces  government  agencies  of  its  im- 
portance in  developing,  planning,  and  executing  the 
programs  and  services.  There  is  need  for  guidance  in 
the  preparation  and  presentation  of  material  to  regula- 
tory agencies,  and  it  will  become  increasingly  im- 
portant for  associations  to  coordinate  their  efforts  with 
other  associations  having  common  objectives  so  the 
agencies  cannot  apply  divide-and-conquer  tactics. 

In  a previous  discussion  we  talked  about  ideas  of 
regionalization.  The  matters  referred  to  in  the  legisla- 
tion under  discussion  strike  at  the  very  core  and  heart 
of  the  integrity  of  the  profession  and  their  ability  to 
regulate  themselves.  In  the  Seventh  District  Branch 
we  have  already  set  up  a mechanism  for  handling 
grievances  and  insurance  claims  review  on  a district- 
wide basis.  The  State  Medical  Society  is  discussing 
realignment  of  district  branches  along  the  same  geo- 
graphic areas  as  the  hospital  planning  councils.  It  is 
my  recommendation  that  we  take  immediate  steps  to 
organize  an  area-wide  program  whereby  the  profession 
will  control  utilization,  claims  review,  and  grievance 
problems.  In  using  the  word  utilization,  I am  using  it 
in  the  sense  as  applied  to  the  Medicare  and  Chapter  28 
laws.  This,  of  course,  involves  medical  audit.  When 
these  matters  are  grouped  together  it  becomes  quite 
readily  apparent  that  the  matter  of  self-discipline  is  a 
part  and  parcel  of  the  entire  package. 

I am  not  suggesting  intrusion  into  any  individual 
hospital  operation  or  affairs,  but  I am  suggesting  that  a 
merger  of  common  interests  is  essential.  Such  a step 
will  involve  personnel  and  funds  to  execute  the  pro- 
gram to  the  extent  possible  by  staff  people.  Policy 
administration  shoul  dremain  the  prerogative  of  the  pro- 
fession and  the  staff  should  implement  their  wishes. 
Tied  to  the  preceding  basic  areas  are  related  problems 
of  public  relations,  medical  economics,  ethics,  public 
health,  and  related  activities.  It  is  entirely  feasible  to 
carry  out  such  a program  with  reasonable  cost  to  the 
physicians  of  this  area.  To  do  otherwise,  in  my  esti- 
mation, whould  be  to  relegate  the  most  sensitive  areas 
of  medical  practice  to  the  governmental  or  quasi- 
governmental  agencies  who  presently  seek  to  control 
the  practice  of  medicine. 

There  are  economic  aspects  to  this  problem  which  de- 
serve the  serious  consideration  of  the  medical  profession. 
Part  A - PL  8.9-97 

1 . Costs  of  utilization  studies  in  hospitals  and  ex- 
tended care  facilities  are  a reimbursable  expense. 
(Professional  societies  can  contract  to  provide  these 
services  and  charge  the  institution  for  their  services.) 

2.  The  New  York  State  Legislature  has  been  re- 
quested to  provide  the  New  York  State  Health  Depart- 
ment and  regional  hospital  councils  with  funds  to  im- 
plement not  only  PL  89-97,  but  also  Chapter  28  of  the 
Laws  of  1905.  (Certain  administrative  costs  for 
carrying  out  utilization  and  medical  audit  programs 
could  also  be  contracted  here  by  professional  associa- 
tions.) 
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Part  B-PL  89-07 

Until  regulations  are  released  (one  can  only  assume 
that  arrangements  similar  to  those  allowed  under  Part  A 
will  prevail)  the  agreement  between  the  Social  Security 
Administration  and  Blue  Cross  Association  authorizes: 

1.  Determine  amount  of  payment  due  providers. 

2.  Provide  consultative  services  for  necessary 
records  to  qualify  as  providers. 

3.  Assist  providers  in  utilization  review  programs 
and  application  of  safeguards  against  unnecessary 
utilization  of  services. 

4.  Audit  provider  records. 

5.  Participate  in  statistical  and  research  studies. 

If  we  assume  the  medical  profession  will  play  a lead- 
ing role  in  these  matters,  then  certain  aspects  of  the 
program  may  he  reimbursable. 

In  addition  to  the  foregoing,  Governor  Rockefeller 
has  requested  $1.7  million  for  the  New  York  State 
Department  of  Health  to  administer  Medicare  and 
Chapter  28  of  the  Laws  of  1965.  In  addition,  $.50,000 
for  each  upstate  regional  hospital  council  and  $200,000 
for  the  southern  tier  council  is  requested.  Some  of  these 
funds  may  be  available  to  support  medical  society 
activities  which  could  supervise  utilization,  medical 
audit,  and  claims  review  functions. 

Another  approach  to  financing  would  be  the  assess- 
ment of  medical  society  memberships  to  underwrite  the 
organization  and  staffing  of  a program  designed  to 
carry  out  these  functions. 

Still  another  approach  has  been  explored  through 
Dr.  Powers  and  the  Joint  Council  on  Aging.  This 
group,  however,  is  supported  by  our  interested  pro- 
fessional associations  and  the  money  would  come  out  of 
our  respective  association's  pocket. 


SUGGESTED  ORGANIZATION  TO  CONTROL 
MEDICAL  PRACTICE 


No  organization  enjoys  the  same  confidence  as  the 
physician’s  professional  association  to  set  policy  and 
adjudicate  matters  relating  to  quality,  cost,  and  the 
effectiveness  of  medical  care.  These  are  judgmental 
matters  which  strike  at  the  nerve  center  of  sensitivity 
in  the  healing  art.  As  a result,  an  outline  of  a phy- 
sician-controlled organization  is  presented  which 
could  assume  responsibility  and  administer  an  over-all 
program  in  areas  of  legislative  need.  In  the  consider- 
ation of  geographic  area  to  be  encompassed  by  such  a 
program,  it  is  quite  apparent  that  a regional  basis  is  a 
good  approach.  Although  metropolitan  medical 
societies  have  the  basic  committee  organization  to 
accomplish  the  necessary  objectives,  rural  societies 
have  neither  the  manpower  nor  the  staff. 

In  order  to  obtain  effective  representation  and  a 
knowledge  of  local  conditions,  every  society  must  be 
involved.  Staff  people  should  execute  as  much  of  the 
program  as  is  possible  in  order  to  conserve  physician 
, time.  Most  district  branches  already  have  mediation 
and  claims  review  committees.  What  is  proposed  here 
is  built  on  these  basic  groups. 


Coordinating  Council 


| Claims  Review  -|  \ 

Grievance  1 *•  (Staff) 

Board  of  CensorsJ 


Utilization 

Liaison  Council 


1.  Coordinating  Council.  The  Coordinating  Council 
should  be  the  final  policy-making  aut  hority.  Reports  of 
the  other  groups  on  matters  pertaining  to  Medicare 
and  Article  28  of  the  New  York  State  Laws  of  1965 
should  be  presented  to  them.  Each  county  society 
should  have  one  representative  on  this  group.  (In  a 
district  this  would  provide  several  M.D.’s.)  In  addi- 
tion, agencies  involved  with  the  implementation  of  the 
legislated  programs  should  also  be  represented.  These 
would  include  representatives  of : 


a.  Health  department  (regional  or  county) 

b.  Hospital  council  (regional) 

c.  Insurance  fiscal  intermediary 

d.  Welfare  department  (regional  or  county) 

Some  may  ask  why  the  Welfare  Department — but  it 
should  be  remembered  that  problems  of  Title  19,  PL 
89-97,  will  encompass  more  than  those  over  age  sixty- 
five.  Studies  relating  to  utilization,  analysis  of  health 
care,  safeguards  and  practices  could  be  executed  under 
their  council’s  supervision  but  using  the  mechanical  and 
research  facilities  of  the  agencies  involved. 

2.  Claims  Review.  This  group  would  be  responsible 
for  duties  relating  chiefly  to  Part  B of  PL  89-97.  The 
carriers’  functions  include  auditing  records  of  providers 
and  assisting  in  the  application  of  safeguards  against 
unnecessary  utilization  of  covered  services.  The  medi- 
cal profession  should  sit  with  the  insurance  carriers  to 
pass  on  method  and  the  best  means  of  handling  these 
problems.  Reasonable  charge  will  have  to  be  deter- 
mined by  procedures  established  by  state  and  county 
medical  societies  for  resolving  fee  questions.  These 
will  include  problems  between  carrier  and  physician 
as  well  as  between  physician  and  patient. 

3.  Mediation  or  Grievance  Committees.  This  group 
should  receive  instructions  from  the  claims  review  com- 
mittee— but  their  primary  function  is  the  resolution  of 
physician-patient  problems  as  is  customary. 

4.  Board  of  Censors.  Judgment  by  peers  is  the  ac- 
cepted manner  of  resolving  physician  problems  of 
ethics.  Without  such  a group  this  whole  organization 
would  be  rather  ineffective.  As  this  entire  project  is 
one  of  self-regulation,  this  group  is  essential  to  insure 
that  the  mandates  of  the  physicians’  association  are 
adhered  to  by  the  entire  body  of  the  profession. 

5.  Utilization  Liaison  Council.  This  group  should 
be  geared  to  the  needs  of  Part  A and  utilization  re- 
quirements. Sample  utilization  studies  and  review  of 
extended  durations  on  individual  basis  will  have  to  be 
carried  out.  Judgments  as  to  the  medical  necessity  of 
services  ordered  by  the  physician  will  have  to  be  made. 
Large  hospitals  may  be  able  to  carry  out  their  own  pro- 
grams, but  smaller  institutions  and  extended  care 
facilities  will  need  help.  There  is  no  reason  why  the 
utilization  sampling  review  cannot  be  carried  out  on  a 
regional  basis,  with  all  hospitals  participating.  Those 
who  wished  to  do  so  could  relegate  their  function  to 
staff  people,  but  this  is  questionable  practice  unless  the 
staff  are  physicians.  Individual  problems  of  extended 
duration  will  need  closer  attention.  The  problem  of 
handling  utilization  review  in  the  extended  care  facil- 
ity will  have  to  be  explored  in  order  that  working  ar- 
rangements can  be  organized. 

6.  Staffing.  Staffing  would  be  relative  to  the  re- 
sponsibility assumed  by  the  physician  committees  out- 
lined above.  If  the  regulatory  and  administrative 
agencies  use  their  facilities  to  a maximum  this  will  avoid 
duplication  of  effort.  With  the  program  organized  on  a 
regional  basis  there  will  be  a need  for  constant  field 
work  and  communication.  If  smaller  hospitals  require 
outside  help  within  hospital  utilization  studies,  staff 
(either  trained  specialists  or  preferably  physicians) 
should  be  available  to  do  this  as  a reimbursable  ex- 
pense through  the  institution. 

Closing  Comment.  The  preceding  recommendation  is 
offered  for  study.  Failure  by  the  medical  profession  to 
implement  this  or  a similar  plan  will  lead  to  the  relin- 
quishment by  organized  medicine  of  their  prerogatives 
as  to  the  control  of  medical  practice.  Either  the  medi- 
cal profession  regulates  itself  or  it  must  throw  itself 
on  the  mercy  of  government  and  its  designated  agencies. 
Today  these  are  represented  by  health  departments, 
insurance  plans,  hospital  councils,  and  others.  Your 
decisions  will  guide  your  destiny. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 


I 
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Section  146  ( see  184)  Resolution  66-71 

Amendment  to  A.M.A.  Constitution  to  Provide 
Appeal  in  Cases  of  Discrimination 

Introduced  by  Ezra  A.  Wolff,  M.D.,  Queens,  as 
an  individual 

Whereas,  There  is  nothing  in  the  Constitu- 
tion and  Bylaws  of  the  American  Medical 
Association  which  prevents  discriminatory 
exclusion  of  physicians  from  membership  in 
county  medical  societies,  state  associations,  or 
the  American  Medical  Association  because  of 
race,  color,  or  creed;  now  therefore  be  it  hereby 
Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
hereby  instruct  its  delegates  to  the  House  of 
Delegates  of  the  American  Medical  Association 
to  introduce,  at  the  next  meeting  of  the  latter 
body,  the  following  proposed  amendment  to 
Section  1,  Chapter  I of  the  Bylaws  of  the  Amer- 
ican Medical  Association,  and  to  work  actively 
for  its  passage: 

“No  applicant  for  membership  shall  be  barred 
because  of  his  race,  color,  or  creed.  A physi- 
cian whose  application  for  membership  in  a 
component  medical  society  has  not  been  acted 
upon  within  six  months,  or  whose  application 
has  been  rejected,  shall  have  the  right  of 
appeal  to  the  constituent  association  of  which 
the  component  society  is  a part.  If  admission 
to  membership  is  denied  by  the  constituent 
association,  he  shall  have  the  right  of  appeal  to 
the  Judicial  Council  of  the  American  Medical 
Association.” 

Referred  to  Reference  Committee  on  Organi- 
zation, Policies,  and  Legal  Matters. 

Section  147  ( see  212)  Resolution  66-72 

Use  of  Systemic  Drugs  by  Podiatrists 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Legislation  has  been  proposed 
(S.1309,  A. 2059)  which  would  include  podiatrists 
with  physicians  and  dentists  in  provisions  regu- 
lating the  sale  and  possession  of  depressant  and 
stimulant  drugs;  and 

Whereas,  The  use  of  drugs  which  have  a 
general  systemic  effect  should  not  be  granted  to 
podiatrists;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  legislation  (S.1309, 
A. 2059)  providing  for  the  use  of  general  systemic 
drugs  by  podiatrists;  and  be  it  further 

Resolved,  That  all  the  members  of  the  New 
York  State  Legislature  be  notified  of  this  opin- 
ion. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  148  Resolution  66-73 

Amendment  to  Bylaws  to  Extend  Period  of 
Eligibility  for  Junior  Membership 

Introduced  by  Medical  Society  of  the  County  of 
New  York 


Whereas,  The  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York,  Chapter  I,  Section  7, 
do  not  permit  junior  membership  to  any  physi- 
cian except  as  follows:  “Junior  members  shall 

be  those  members  who  have  been  graduated 
from  medical  college  not  more  than  five  calendar 
years,  not  counting  temporary  United  States 
Military  or  United  States  Public  Health  Service, 
and  licensed  by  the  State  of  New  York”;  and 
Whereas,  Residency  training  programs  often 
extend  several  years  beyond  the  period  of  eligi- 
bility for  junior  membership;  and 

Whereas,  Resident  physicians  rarely  can 
afford  active  membership  dues,  forcing  them  to 
forego  membership  until  they  enter  the  private 
practice  of  medicine;  and 

Whereas,  The  Medical  Society  of  the  County 
of  New  York,  at  its  annual  meeting  in  May, 
1965,  adopted  an  amendment  to  Article  7 of 
Chapter  II  of  its  constitution  providing  that 
resident  physicians  be  permitted  to  retain 
junior  membership  until  the  completion  of  a 
continuous  residency  program;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  amend  Section  7 of  Chapter  I 
of  its  Bylaws  to  permit  resident  physicians  to 
maintain  a junior  membership  until  the  comple- 
tion of  a continuous  residency  training  program, 
excluding  required  military  service,  as  follows: 
Amend  the  first  sentence  of  Chapter  I, 
Section  7 of  the  Bylaws  by  adding,  after  the 
word  “Service”  the  words  “or  who  have  not 
completed  their  continuous  residency  training, 
so  that  the  first  sentence  of  Section  7 will  then 
read:  “Junior  members  shall  be  those 

members  who  have  been  graduated  from 
medical  college  not  more  than  five  calendar 
years,  not  counting  temporary  United  States 
Military  or  United  States  Public  Health 
Service,  or  who  have  not  completed  their 
continuous  residency  training,  and  licensed  by 
the  State  of  New  York.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  149  Resolution  66-74 

Amendment  to  Bylaws  Regarding  Remission  of 
Dues  Due  to  Illness  and  Financial  Hardship 

Introduced  by  Walter  T.  Heldmann,  M.D., 
Richmond,  Secretary 

Whereas,  The  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  provide  that  when  a 
component  county  medical  society  remits  the 
dues  of  a member  due  to  illness  or  financial  hard- 
ship, the  State  Society  will  remit  the  member’s 
dues;  and 

Whereas,  In  some  cases  remissions  of  dues 
due  to  illness  or  financial  hardship  are  requested 
automatically  by  several  county  medical  socie- 
ties for  a period  of  ten  to  twenty  consecutive 
years  for  an  individual  member;  and 

Whereas,  Any  member  who  is  ill  for  such  a 
long  period  of  time  could  be  elected  to  Life 
Membership  on  the  basis  of  permanent  disability 
and  thereby  eliminate  much  paper  work,  and 
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any  member  requesting  remission  of  dues  due  to 
financial  hardship  for  long  periods  of  time  could 
be  resigned  as  a member  in  good  standing  and 
rejoin  the  medical  society  when  his  finances 
improve;  and 

Whereas,  Excessive  remission  of  dues  due  to 
illness  or  financial  hardship  means  a great  loss 
in  revenue;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

Amend  Chapter  XIV,  Section  2,  paragraph 
5 of  the  Bylaws  to  add  the  following  final  sen- 
tence: “Remission  of  dues  due  to  illness  or 
financial  hardship  shall  be  limited  to  a maxi- 
mum of  five  years.” 

Referred  to  House  Committee  on  Constitu- 
tion and  Bylaws. 

Section  150  Resolution  66-75 

Amendments  to  the  Bylaws  to  Change  the  Date 
for  Payment  of  State  Society  Dues 

Introduced  by  Walter  T.  Heldmann,  M.D., 
Richmond,  Secretary 

Whereas,  When  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were  amended 
to  change  the  date  a member  is  considered  in  ar- 
rears and  no  longer  “a  member  in  good  stand- 
ing” from  May  31  to  March  1 a monumental 
task  fell  upon  the  component  county  medical 
societies  and  the  State  Society  to  complete  six 
months  work  in  two  months;  and 

Whereas,  Since  mandatory  membership  in 
the  American  Medical  Association  was  adopted 
in  1962  the  work  has  doubled;  and 

Whereas,  Because  the  date  when  a member 
is  considered  in  arrears  and  no  longer  “a  mem- 
ber in  good  standing”  in  the  American  Medical 
Association  is  June  1 and  the  date  of  delin- 
quency for  payment  of  State  Society  dues  is 
March  1,  a great  deal  of  confusion  exists  regard- 
ing a member’s  standing  in  his  various  medical 
organizations,  and  conformity  in  dates  is  ur- 
gently needed;  now  therefore  be  it  hereby 
Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Section  2(b)  of  Chapter  I of 
the  Bylaws  to  change  the  date  “March  1,”  to 
“June  1.” 

2.  Amend  Section  1(b)  of  Chapter  II  of 
the  Bylaws  to  change  the  date  “April  1,”  to 
“June  1.” 

3.  Amend  Section  2,  paragraph  3,  of 
Chapter  XIV  of  the  Bylaws  to  change  the 
dates  “March  1 and  December  31,”  to  “June  1 
and  December  31,”  and  “January  1 and  March 
1,”  to  “January  1 and  June  1.” 

4.  Amend  Section  5 of  Chapter  XIV  of  the 
Bylaws  to  change  the  words  “the  first  day  of 
April,”  to  “the  first  day  of  June.” 

5.  Amend  Section  9,  second  paragraph, 
of  Chapter  VII  of  the  Bylaws  to  change  the 
words  “the  first  day  of  April,”  to  “the  first 
day  of  June.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 


Section  151  Resolution  66-76 

Amendments  to  Bylaws  Concerning  Payment 
of  American  Medical  Association  Membership 
Dues  by  Members  Changing  from  Junior  Member- 
ship to  Active  Membership 

Introduced  by  Walter  T.  Heldmann,  M.D., 
Richmond,  Secretary 

Whereas,  The  Medical  Society  of  the  State 
of  New  York,  at  its  1961  annual  meeting, 
amended  its  Bylaws  making  membership  in  the 
American  Medical  Association  mandatory  for 
all  its  members;  and 

Whereas,  At  that  time  the  change  as  it 
affected  the  status  of  junior  members  becom- 
ing active  members  was  inadvertently  omitted; 
now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Chapter  I,  Section  7,  second 

paragraph  of  the  Bylaws  by  adding  the  follow- 
ing words,  “and  the  American  Medical 
Association,”  so  that  the  second  paragraph 
will  then  read  as  follows:  “They  may  be- 

come active  members  at  any  time  during  this 
period  of  allocated  time  deferment  by  paying 
dues  and  assessments  to  their  respective 
county  and  State  societies  and  the  American 
Medical  Association.” 

2.  Amend  Chapter  I,  Section  7,  third 

paragraph  of  the  Bylaws,  by  adding  the  words 
“and  the  American  Medical  Association” 
after  the  word  “societies”  and  by  deleting  the 
words  “State  Society”  before  the  word 
“assessments”  and  adding  the  words  “of  the 
county  and  State  societies  and  of  the  Ameri- 
can Medical  Association,”  so  that  the  third 
paragraph  will  then  read:  “A  junior  mem- 

ber shall  automatically  become  an  active 
member  of  his  county  and  State  societies  and 
the  American  Medical  Association  upon  the 
expiration  of  this  allocated  time  and  the 
payment  of  the  current  active  membership 
dues  and  assessments  of  the  county  and  State 
societies  and  of  the  American  Medical  Associ- 
ation.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 

Section  152  Resolution  66-77 

Amendment  to  Bylaws  Concerning  Applications 
for  Life  Membership  in  the  Medical  Society  of  the 
State  of  New  York 

Introduced  by  Walter  T.  Heldmann,  M.D., 
Richmond,  Secretary 

Whereas,  In  accordance  with  Chapter  I, 
Section  6,  of  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York,  “an  active  member  in 
good  standing,  on  reaching  the  age  of  seventy 
years,  or  who  is  permanently  disabled,  may  ap- 
ply for  life  membership”;  and 

Whereas,  Life  membership  applications  are 
accumulated  during  the  year  and  then  presented 
to  the  House  of  Delegates  at  its  annual  meeting 
for  action;  and 

Whereas,  This  procedure  has  resulted  in  a 
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number  of  complaints  and  protests  from  our 
membership  and  from  component  county  medi- 
cal societies  in  the  case  of  members  who  l'each 
the  age  of  seventy  years  following  adjournment 
of  the  House  of  Delegates  and  must  wait  until 
the  succeeding  year  to  have  their  applications 
for  life  membership  acted  on  by  the  House  of 
Delegates;  and 

Whereas,  In  view  of  the  fact  that  approval 
by  the  House  of  Delegates  of  applications  for 
life  membership  is  a routine  procedure,  since  the 
verification  of  eligibility  and  the  processing  has 
been  completed  by  the  component  county  medi- 
cal societies  and  the  office  of  the  State  Society 
before  presentation  to  the  House  of  Delegates, 
it  would  be  possible  for  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  act  on 
applications  for  life  membership  instead  of  wait- 
ing for  the  annual  meeting  of  the  House  of  Dele- 
gates; and 

Whereas,  The  Council  of  the  State  Society 
acts  on  requests  for  remission  of  dues  due  to 
illness,  financial  hardship,  and  temporary  service 
in  the  armed  forces  without  any  action  by  the 
House  of  Delegates,  although  a physician’s 
eligibility  for  remission  of  dues  is  much  more 
difficult  to  ascertain  than  his  eligibility  for  life 
membership;  and 

Whereas,  Presentation  to  the  Council  for 
action  of  applications  for  life  membership  would 
eliminate  many  of  our  present  problems  by  pro- 
viding for  more  frequent  action  on  such  applica- 
tions; and 

Whereas,  This  procedure  would  distribute 
the  processing  of  applications  for  life  member- 
ship throughout  the  year  and  would  provide 
immediate  clarification  of  a member’s  American 
Medical  Association  membership  status;  now 
therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  to  pro- 
vide for  action  by  the  Council  on  applications 
for  life  membership  as  follows: 

Chapter  I,  Section  6,  second  sentence,  re- 
place the  words  “House  of  Delegates”  by 
the  word  “Council”  so  that  the  second  sen- 
tence will  then  read:  “Such  applications 

shall  be  signed  by  the  president  and  the 
secretary  of  the  county  society  of  which  the 
applicant  is  a member  and  sent  to  the  secre- 
tary of  this  Society  for  presentation  to  the 
Council.” 

Referred  to  House  Committee  on  Constitu- 
tion and  Bylaws. 

Section  153  Resolution  66-78 

Amendment  to  Bylaws  to  Change  Date  of  Dropped 
Delinquency  in  State  Society 

Introduced  by  Walter  T.  Heldmann,  M.D., 
Richmond,  Secretary 

Whereas,  The  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York,  Chapter  I,  Section  2 
(c),  provide  that  “a  member  whose  dues  and 
assessments  are  unpaid  after  December  31  of 
any  current  year  shall  automatically  be  dropped 
from  the  rolls  of  membership  of  both  his  county 
society  and  the  State  Society”;  and 


Whereas,  The  Bylaws  of  the  American 
Medical  Association  provide  that  the  date  a 
member  is  dropped  for  nonpayment  of  dues  is 
July  1 of  any  current  year;  and 

Whereas,  In  the  interests  of  consistency  and 
conformity  and  to  eliminate  the  contradictory 
portion  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York;  now  therefore  be  it  here- 
by 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Chapter  I,  Section  2(c)  of  the  By- 
laws to  change  the  date  “December  31,”  to 

“July  1.” 

Referred  to  House  Committee  on  Constitu- 
tion and  Bylaws. 

Section  154  ( see  277)  Resolution  66-80 

Recommendation  That  Only  Blue  Shield  Plans  Be 
Designated  Fiscal  Agents  Under  Medicare 

Introduced  by  First  District  Branch 

Whereas,  The  Council  of  the  Medical  Society 
of  the  State  of  New  York  has  gone  on  record  as 
advocating  the  designation  of  Blue  Shield  plans 
as  the  fiscal  agents  to  pay  physicians’  bills  under 
Medicare;  and 

Whereas,  In  the  case  of  some  counties,  such 
designation  has  not  been  made;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  only  Blue 
Shield  plans  be  appointed  as  such  fiscal  agents  to 
pay  physicians’  bills  under  Medicare  throughout 
New  York  State. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 

Section  155  ( see  278)  Resolution  66-81 

Designation  of  Blue  Shield  as  Fiscal  Agent  in 
Queens  County 

Introduced  by  First  District  Branch 

Whereas,  The  Council  of  the  Medical  Society 
of  the  State  of  New  York  has  gone  on  record  as 
advocating  the  designation  of  Blue  Shield  plans 
as  the  fiscal  agents  to  pay  physicians’  bills  under 
Medicare;  and 

Whereas,  The  fiscal  agent  designated  for 
Queens  County  is  a voluntary  insurance  plan 
which  has  not  been  approved  by  the  Medical 
Society  of  the  County  of  Queens;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
County  of  Queens  be  included  with  the  other 
counties  covered  by  the  local  Blue  Shield  plan 
as  the  fiscal  agent  under  Medicare  to  pay  phy- 
sicians’ bills. 

Referred  to  Reference  Committee  on  Medical 
Services  A. 
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Section  156  ( see  242 ) Resolution  66-  82 

Antifluoridation  Referenda 

Introduced  by  C.  Stewart  Wallace,  M.D., 
Tompkins,  Councillor 

Whereas,  Community  fluoridation  has 
proved  to  be  a safe  and  effective  means  of  raising 
standards  of  dental  health;  and 

Whereas,  Referendum  campaigns  on  this 
issue  give  rise  to  the  irrational  and  irresponsible 
tactics  of  opposition  minorities  attempting  to 
bring  about  the  defeat  of  fluoridation  by  mis- 
representing medical  opinions;  and 

Whereas,  Litigation  is  currently  in  the  courts 
of  the  State  of  New  York  asking  for  judicial 
nullification  of  an  antifluoridation  referendum 
in  the  City  of  Ithaca  in  particular,  with  the 
more  significant  consequence  that  if  this  suit 
succeeds,  fluoridation  referenda  will  no  longer  be 
allowed  in  any  city  of  the  State  of  New  York; 
and 

Whereas,  The  Attorney  General  of  the  State 
of  New  York,  acting  on  behalf  of  the  Commis- 
sioner of  Health  of  the  State  of  New  York,  has 
filed  a brief  in  support  of  this  suit,  with  the 
knowledge  that  its  outcome  has  profound  impli- 
cations for  the  health  of  the  citizens  of  the  entire 
State;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  supporting 
the  plaintiff'  in  the  suit  of  Hacker  v.  the  City  of 
Ithaca  in  his  efforts  to  obtain  judicial  nullifica- 
tion of  an  antifluoridation  referendum;  and  be  it 
further 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  act  as  amicus  curiae  in  this 
suit. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  157  ( see  287)  Resolution  66-83 

Appointments  to  Medical  Staffs  of  New  York  City 
Municipal  Hospitals 

Introduced  by  Section  on  General  Practice 

Whereas,  Medical  staffs  of  New  York  City 
municipal  hospitals  have  always  included  family 
physicians;  and 

Whereas,  A hospital  appointment  provides 
a family  physician  with  close  contact  with 
recent  advances  in  medical  therapy  and  tech- 
nics; and 

Whereas,  By  virtue  of  contractual  agree- 
ments between  the  City  of  New  York  and  cer- 
tain voluntary  hospitals,  who  are  charged  with 
the  staffing  of  these  municipal  hospitals,  it  is 
I stipulated  that  all  staff  physicians  must  be 
board-certified  or  board-eligible;  and 

Whereas,  This  will  deprive  the  patients  of 
the  complete,  continuous,  and  comprehensive 
medical  care  heretofore  rendered  to  them  in  the 
home,  office,  and  hospital  by  the  family  physi- 
cian; and 

Whereas,  Such  policy  is  contrary  to  a resolu- 
tion adopted  by  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  most  recent 
session  on  December  1,  1965,  and  also  violates 


repeated  directives  by  the  Joint  Commission  on 
Accreditation  of  Hospitals;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  protest  the  promulgation  and 
implementation  of  contracts  made  between  the 
City  of  New  York  and  the  voluntary  hospitals 
which  mandate  specialty  board  certification  or 
eligibility  for  municipal  hospital  staff  appoint- 
ment and  request  that  such  contracts  be  re- 
scinded so  that  hospital  affiliation  be  restored  tc 
all  those  family  physicians  who  have  been  de- 
prived of  staff  positions  due  to  these  contracts; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  use  its  prestige  and  good 
offices  to  effect  the  purpose  of  this  resolution. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  158  Resolution  66-84 

Increase  in  Amounts  Allotted  for  District  Branch 
Activities 

Introduced  by  Fifth  District  Branch 

Whereas,  The  district  branches  are  integral, 
functioning  units  of  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  In  recent  years  there  has  been  a 
resurgence  of  interest  in  activities  and  functions 
of  the  district  branches;  and 

Whereas,  The  cost  of  these  activities  far 
exceeds  the  maximum  annual  allowance  of 
$400  which  was  established  by  the  Medical 
Society  of  the  State  of  New  York  many  years 
ago;  now  therefore  be  it  hereby 

Resolved,  That  Chapter  IX,  Section  1,  eleventh 
sentence  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  follows: 
Delete  the  sum  “$400”  and  substitute  the 
sum  “$1000,”  so  that  Chapter  IX,  Section  1, 
eleventh  sentence,  will  then  read: 

“Each  district  branch  shall  be  entitled  to 
receive  a sum  not  to  exceed  $1000,  exclusive 
of  the  work  done  by  the  secretary  regarding 
notices,  programs,  etc.,  to  defray  the  expenses 
of  such  district  branch,  provided  a proper 
statement  of  such  expenses  shall  have  been 
presented  to  the  secretary.” 

Referred  to  House  Committee  on  Constitu- 
tion and  Bylaws. 

Section  159  ( see  288)  Resolution  66-85 

Psychiatric  Units  in  the  Community  Hospital 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  The  Joint  Commission  on  Mental 
Health  and  Mental  Illness  in  its  report  man- 
dated by  Congress,  Action  for  Mental  Health, 
concluded  that  “no  community  general  hospital 
should  be  regarded  as  rendering  a complete 
service  unless  it  accepts  mental  patients  for 
short-term  hospitalization,  and  therefore  pro- 
vides a psychiatric  unit,”  and  “every  commu- 
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nity  general  hospital  of  one  hundred  or  more  beds 
should  make  this  provision”;  and 

Whereas,  It  has  become  official  policy  of  the 
American  Medical  Association  to  encourage  the 
establishment  of  psychiatric  services  in  general 
hospitals;  and 

Whereas,  The  plan  for  comprehensive  mental 
health  and  mental  retardation  programs  of  New 
York  State  published  in  September  of  1965 
states  that  “every  community  general  hospital 
of  two  hundred  or  more  beds  should  have- provi- 
sions for  definitive  psychiatric  treatment  serv- 
ices,” and  “that  no  effort  should  be  spared  to 
carry  out  the  goals  for  general  hospital  involve- 
ment”; and 

Whereas,  In  general  hospitals  in  New  York 
State  the  development  of  psychiatric  services 
has  lagged  far  behind  the  development  of  other 
medical  services;  and 

Whereas,  All  hospital  planning  councils  in 
New  York  State,  the  State  Department  of 
Mental  Hygiene,  and  the  State  Department  of 
Health  consider  this  an  urgent  need;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  the  principle  that  no 
general  hospital  of  more  than  two  hundred  beds 
be  regarded  as  rendering  a complete  service 
unless  it  accepts  mental  patients  for  short-term 
hospitalization;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  all  general  hospitals  to 
establish  psychiatric  emits,  and  that  all  constit- 
uent county  societies  and  members  be  en- 
couraged to  work  actively  towards  this  end. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  160  ( see  213)  Resolution  66-86 

Legislation  to  Provide  for  Group  Retirement 
Program 

Introduced  by  Westchester  County  Medical  So- 
ciety 

Whereas,  Professional  service  organizations 
have  been  allowed  to  set  up  tax-free  pension 
funds  under  enabling  legislation  in  over  thirty 
states  of  these  United  States;  and 

Whereas,  A recent  ruling  by  the  Internal 
Revenue  Service  has  allowed  this  corporate-like 
tax  filing  up  to  December  31,  1964;  and 

Whereas,  It  is  highly  illogical,  and  has  been 
indeed  so  acknowledged  as  such  by  competent 
authority,  that  such  pension  funds  cannot  be 
disallowed  or  dissolved  in  1965  or  any  ensuing 
year  but  rather  be  reviewed  annually  and  pre- 
sumably continued  to  be  declared  valid.  It  is 
evident  that  the  time  has  now  come  for  New 
York  State  to  enact  legislation  permitting  pro- 
fessional service  organizations  to  qualify  simi- 
larly in  this  State;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  once  again  urge  the  New 
York  State  Legislature  to  enact  legislation  per- 
mitting corporate-like  professional  associations 
for  tax  purposes;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be 
transmitted  to  all  county  medical  societies  in 


New  York  State  as  well  as  the  State  and  local 
societies  of  other  interested  professional  groups, 
that  is,  lawyers,  accountants,  engineers,  and 
architects,  urging  them  to  take  similar  action. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  161  ( see  255)  Resolution  66-87 

Adequate  Compensation  for  Nurses 

Introduced  by  Vincent  J.  Tesoriero,  M.D., 
Kings,  as  an  individual 

Whereas,  The  physician  is  in  a unique  posi- 
tion to  know  that  the  nursing  profession  is  an 
integral  part  of  the  medical  team;  and 

Whereas,  The  physician  is  in  a unique  posi- 
tion to  know  the  great  extent  to  which  he  is 
dependent  on  the  nursing  profession  for  the 
rendering  of  proper  and  adequate  care  for  the 
benefit  of  his  patient;  and 

Whereas,  All  categories  of  nonprofessional 
employes  in  both  municipal  and  private  employ 
have  in  recent  years  received  substantial  in- 
creases in  both  compensation  and  fringe  benefits; 
and 

Whereas,  The  nursing  profession,  despite  its 
high  requirements  of  education  and  training,  has 
not  in  any  real  degree  participated  in  these 
increases  and  has  traditionally  been  inade- 
quately compensated,  especially  in  municipal 
and  voluntary  hospitals;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  actively  support  the  nursing 
profession  in  its  efforts  to  obtain  adequate 
compensation  for  its  services;  and  be  it  further 

Resolved,  That  this  recommendation  be  trans- 
mitted to  all  responsible  authorities  for  consider- 
ation and  implementation. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  B. 

Section  162  ( see  243)  Resolution  66-88 

Maintenance  of  Standards  in  Physical  Therapy 

Introduced  by  Henry  Fleck,  M.D.,  Section  on 
Physical  Medicine  and  Rehabilitation 

Whereas,  The  influx  of  graduates  of  a sub- 
standard school  threatens  to  lower  the  high 
standards  of  the  practice  of  physical  therapy; 
and 

Whereas,  The  Medical  Society  of  the  State  of 
New  York  is  vitally  concerned  with  the  main- 
tenance of  such  high  standards;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  legislation  making 
the  admission  to  the  licensure  examination  in 
physical  therapy  contingent  on  graduation  from 
a school  fully  approved  by  the  regional  accredit- 
ing body  for  schools  of  physical  therapy. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 
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Section  163  ( see  289 ) Resolution  66-89 

Criticism  of  Changes  in  Associated  Hospital 
Service  Bylaws 

Introduced  by  Medical  Societies  of  the  Counties 
of  Kings,  Queens,  and  Richmond 

Whereas,  A recent  State  law  requires  that 
public  members  and  subscriber  members  of 
Associated  Hospital  Service  of  New  York  com- 
prise no  fewer  than  60  per  cent  of  the  voting 
membership;  and 

Whereas,  Compliance  with  this  law  has  been 
implemented  by  decreasing  mandated  positions 
for  physicians  from  six  to  one  among  the  35 
voting  members  of  A.H.S.;  and 

Whereas,  A stipulation  in  the  bylaws  of 
A.H.S.  that  the  directors  include  by  mandate  six 
physicians  has  been  deleted;  and 

Whereas,  A preferred  reduction  of  the  six 
mandated  voting  physician  members  to  three 
and  of  the  six  mandated  physician  directors  to 
three  was  refused;  and 

Whereas,  Associated  Hospital  Service  of 
New  York  serves  over  7.5  million  subscribers 
and  has  extraordinary  powers  which  affect 
hospital  operation  and  the  quality  of  patient 
care;  and 

Whereas,  Physicians  are  interested  in  the 
quality  of  patient  care  and  proper  hospital 
utilization,  and  desire  the  reinstitution  of  mean- 
ingful participation  in  the  affairs  of  Associated 
Hospital  Service;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  consider  that  the  changes  in 
the  bylaws  of  Associated  Hospital  Service,  which 
include  reduction  of  the  number  of  mandated 
physician  voting  members  from  six  to  one  and 
the  deletion  of  the  requirement  that  six  directors 
be  physicians,  are  not  in  the  public  interest;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  appropriate  steps  to 
secure  significant  physician  voice  and  vote  in 
Associated  Hospital  Service. 

Referred  to  Reference  Committee  on  Medical 
Services  B. 

Section  164  ( see  244)  Resolution  66-90 

Medical  Manpower  Shortage 

Introduced  by  Westchester  County  Medical  So- 
ciety 

Whereas,  The  medical  manpower  shortage 
(including  all  ancillary  personnel)  is  one  of 

(medicine’s  greatest  problems  today,  and,  under 
the  impact  of  Medicare  and  the  Heart  Disease, 
Stroke,  and  Cancer  programs,  this  shortage  will 
increase;  and 

Whereas,  Unless  some  solution  is  found,  the 
quality  of  medical  care  will  suffer;  and 

Whereas,  Present  methods  of  attracting 
young  people  into  medicine  and  the  ancillary 
services  are  woefully  inadequate  and  do  not 
appeal  to  a young  enough  age;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 


State  of  New  York  set  up  a special  committee  to 
perform  the  following  functions: 

1.  Study  the  manpower  shortage  problem. 

2.  Cooperate  with  all  other  existing  agencies 
already  concerned  with  this  problem. 

3.  Devise  original  methods  of  appeal  and 
evaluate  existing  methods  now  used  to  attract 
young  people  to  enter  medicine  and/or  the 
ancillary  services  or  professions. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  165  Resolution  66-91 

Amendment  to  Bylaws  to  Rescind  Mandatory 
Membership  in  American  Medical  Association 

Introduced  by  Dutchess  County  Medical  So- 
ciety 

Whereas,  The  resolution  submitted  by  the 
Medical  Society  of  the  County  of  New  York, 
petitioning  the  Medical  Society  of  the  State  of 
New  York  Council  to  delay  the  implementation 
of  the  1961  House  of  Delegates  action  making 
American  Medical  Association  membership 
mandatory  was  approved  by  the  Dutchess 
County  Medical  Society  at  its  December  8,  1961, 
regular  meeting,  and  the  delegates  were  in- 
structed to  oppose  compulsory  membership  in 
the  American  Medical  Association;  and 

Whereas,  At  the  regular  meeting  of  this 
society  held  May  9,  1962,  our  delegates  wei'e 
again  instructed,  through  proper  methods  avail- 
able to  them,  to  oppose  compulsory  membership 
in  the  American  Medical  Association;  and 
Whereas,  The  Dutchess  County  Medical 
Society  at  its  May  8,  1963,  regular  meeting 
approved  the  resolution  submitted  by  the  Med- 
ical Society  of  the  County  of  New  York  for 
rescission  of  amendment  on  mandatory  American 
Medical  Association  membership,  and  our  dele- 
gates were  again  instructed  along  the  same  lines; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  remove  from  its  Bylaws  that 
part  requiring  mandatory  membership  in  the 
American  Medical  Assoication  by  amending  the 
Bylaws  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence,  de- 
lete the  words  “and  the  American  Medical 
Association,  so  that  the  sentence  will  then  read: 
“The  active  and  junior  members  shall  be  all  ac- 
tive and  junior  members  in  good  standing  of 
the  component  county  medical  societies”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the  words 

“or  the  American  Medical  Association”  and 
change  the  word  “their”  to  “its”  so  that  the 
sentence  will  then  read:  “A  member  expelled 

from  his  component  county  society  or  sus- 
pended from  its  rights  and  privileges  shall 
likewise  be  expelled  or  suspended  for  the  same 
period  from  this  Society.” 

Referred  to  House  Committee  on  Constitution 
and  Bylaws. 


. 
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Section  166  ( see  245 ) Resolution  66-92 

Physiatrist  in  Extended  Care  Facilities 

Introduced  by  Henry  Fleck,  M.D.,  Section  on 
Physical  Medicine  and  Rehabilitation 

Whereas,  Under  Medicare,  acute  hospitals 
will  have  to  make  transfer  agreements  with  ex- 
tended care  facilities;  and 

Whereas,  Extended  care  facilities  will  supply 
a considerable  part  of  the  rehabilitation  services 
provided  under  Medicare;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  recommend- 
ing that  a specialist  in  physical  medicine  and 
rehabilitation  (a  physiatrist)  be  on  the  staff  of 
each  extended  care  facility. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  167  ( see  256)  Resolution  66-93 

Financial  Assistance  to  Schools  of  Nursing 
Maintained  by  Community  Hospitals 

Introduced  by  George  T.  C.  Way,  M.D., 
Dutchess,  as  an  individual 

Whereas,  The  shortage  of  adequately-trained 
nursing  personnel  becomes  increasingly  more 
acute;  and 

Whereas,  The  State  of  New  York,  through 
its  creation  of  the  two-year  associate  degree 
nursing  program  at  the  community  college  level, 
has  demonstrated  a willingness  to  assume  the 
responsibility  for  the  principle  cost  of  nursing 
education  at  this  level;  and 

Whereas,  This  associate  degree  nursing 
program  has  not  been  able  to  meet  the  need  for 
nursing  personnel;  and 

Whereas,  The  community  hospitals  have 
thus  been  forced  to  continue  their  own  schools  of 
nursing;  and 

Whereas,  Nursing  education  in  the  local 
community  hospital  represents  a tremendous 
financial  burden  to  that  hospital  and  indirectly 
on  the  patients  therein  treated;  and 

Whereas,  It  is  generally  assumed  that  the 
cost  of  nursing  education  should  not  be  a patient 
expense  but  rather  a responsibility  of  the  com- 
munity as  a whole;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring 
financial  assistance  from  all  levels  of  government 
to  the  schools  of  nursing  maintained  by  the 
community  hospitals. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  B. 

Section  168  ( see  186 ) Report  66-1 

Supplementary  Report  of  President 

. . . Speaker  Wurzbach  introduced  President 
Willis  who  delivered  the  following  supple- 
mentary report  to  the  House: 

To  the  House  of  Delegates,  Gentlemen: 

This  paper  is  presented  as  an  addition  to 
the  report  of  the  retiring  president,  to  be 


found  in  the  January  1,  1966,  issue  of  the 
New  York  State  Journal  of  Medicine. 
A detailed  report  has  also  been  submitted  by 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  in  the  same  issue,  which  also  includes 
many  of  the  activities  of  the  president. 

As  this  160th  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York 
is  called  to  order,  we  record  the  deep  involve- 
ment of  government,  both  State  and  Federal, 
in  the  health  care  of  a large  segment  of  the 
population  not  considered  indigent.  We  fur- 
ther record  that  now  is  the  time  for  the  medical 
profession  to  evolve  a working  partnership  with 
government,  so  that  the  present  high  quality  of 
medical  care  will  continue  and  will  become  avail- 
able to  all  the  people. 

This  attitude  does  not  imply  abject  capitula- 
tion to  all  proposed  or  enacted  legislation. 
On  the  contrary,  having  accepted  the  need  for, 
and  the  advantages  of,  partnership  with  govern- 
ment, it  calls  for  renewed  vigilance  and  par- 
ticipation of  the  profession  in  the  careful  study 
and  appraisal  of  all  government  health  pro- 
grams as  to  their  ability  to  deliver  quality 
medical  care.  This  will  necessitate  our  involve- 
ment in  the  initiating  of  health  legislation, 
our  active  participation  in  education  of  the 
public  in  health  matters,  and  testimony  be- 
fore the  legislators.  We  must  be  divorced 
from  any  taint  of  politics,  and  health  and 
welfare  legislation  must  not  be  permitted  to 
be  used  for  the  political  aggrandizement  of 
any  partisan  group. 

Can  this  be  accomplished  in  our  American 
political  climate?  This  is  a problem  and  a 
challenge  to  all  the  people  of  this  nation,  and  in 
its  resolution  rests  the  future  of  the  adequacy 
of  medical  care  in  America. 

We  must  guard  against  being  maneuvered 
into  a position  where  it  may  even  remotely 
appear  that  the  organized  medical  profession 
is  against  the  interests  of  the  people.  We  must 
regain  our  reputation  for  altruism.  This  should 
be  easy  of  accomplishment,  since  we  have  the 
highest  code  of  ethical  principles  in  all  society. 

Our  parent  organization,  the  American 
Medical  Association,  has  settled  on  and  is 
implementing  such  a concept  of  intelligent  and 
constructive  cooperation.  It  has,  in  turn, 
received  gratifying  cooperation  and  response 
from  the  Department  of  Health,  Education, 
and  Welfare  and  especially  from  Mr.  Arthur 
Hess,  the  man  most  directly  responsible  for 
the  administration  of  Title  18  of  the  Social 
Security  Act,  and  from  Philip  R.  Lee,  M.D., 
the  Undersecretary  of  Health,  Education,  and 
Welfare  in  charge  of  Medical  Affairs,  As  you 
all  know,  Dr.  Lee  was  to  address  this  House  this 
morning,  but  on  Saturday  I talked  to  him  on 
the  telephone.  Unfortunately  he  has  been 
requested  to  appear  before  the  Congress  for 
the  next  three  days.  There  is  a remote  possi- 
bility that  he  might  be  able  to  be  here  on 
Thursday  morning.  If  so,  news  will  be  cir- 
culated through  the  House. 

The  89th  Congress  will  likely  go  down  in 
history  as  the  most  medically  minded  on 
record.  As  an  example,  I will  list  a few  of  the 
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laws  related  to  health  that  have  been  enacted: 

1.  Public  Law  89-97  —the  so-called  Medi- 
care Act. 

2.  Public  Law  89-239 — the  Heart  Disease, 
Cancer,  and  Stroke  Amendments  of  1965. 

3.  Public  Law  89-29 — the  Health  Pro- 
fessions Educational  Assistance  Act. 

In  addition,  laws  already  enacted  were 
amended  or  extended,  such  as:  the  extensions 

of  the  Health  Research  Facilities  Program, 
additions  to  Federal  funds  for  Community 
Mental  Health  Centers,  extension  of  four 
existing  programs  of  the  Community  Health 
Services  Act,  the  Medical  Library  Assistance 
Act,  the  Vocational  Rehabilitation  Act  Amend- 
ments, the  Pure  Air  Act  Amendments  and  the 
Water  Pollution  Act. 

Because  of  the  impact  that  these  laws  have 
made  on  this  country  and  on  the  medical 
profession,  I will  make  a few  pertinent  com- 
ments on  them. 

Under  Public  Law  89-97,  six  technical  ad- 
visory committees  to  the  Department  of 
Health,  Education,  and  Welfare  were  created 
and  the  American  Medical  Association  was 
asked  to  participate  in  their  deliberations. 

Committee  1 on  Reimbursement  to  Hospitals— 
Composed  of  31  members  including  five  A.M.A. 
nominees. 

Committee  2 on  Physician  Participation — 
This  committee  has  the  largest  A.M.A.  rep- 
resentation, 12  of  35  members. 

Committee  3 on  Provider  Participation  —Has 
28  members  of  whom  five  are  A.M.A.  nominees. 

Committee  4 on  Administrative  Agencies  — 
Has  six  A.M.A.  nominees  in  its  membership  of 
28. 

Committee  5 on  Specialists'  Services  in  Hos- 
pitals— It  is  the  largest  of  the  committees  with 
a membership  of  60.  Eleven  A.M.A.  nominees 
serve  on  this  committee. 

Committee  6 on  Technical  Advisory  Committee 
on  Psychiatric  Services — Has  31  members  in- 
cluding six  nominees  from  the  A.M.A. 

The  problems  encountered  by  Committee  5 
(on  Specialists’  Services  in  Hospitals)  between 
the  American  Hospital  Association  and  repre- 
sentatives of  the  College  of  American  Pa- 
thologists and  of  the  American  College  of  Radi- 
ology are  formidable.  The  hospital-pathologist 
impasse  is  especially  acute.  The  pathologists 
maintain  that  every  laboratory  procedure  has 
a professional  component  and  that  the  pa- 
thologist should  bill  for  this  component.  The 
American  Hospital  Association  maintains  that 
it  is  not  possible  to  identify  a professional  com- 
ponent in  every  medical  procedure  for  the 
purpose  of  billing. 

On  January  14,  1966,  the  Social  Security 
Administration  released  for  distribution  a set 
of  “guides”  entitled  “Reimbursement  Under 
Medicare  for  Services  of  Hospital-Based  Physi- 
cians.” The  guides  contain  eight  principles 
which  are  intended  to  be  the  basis  for  reg- 
ulations expected  to  be  promulgated  soon. 
Contained  in  the  discussion  of  these  principles 
is  the  following  statement:  “The  argument 

has  been  advanced  that  the  professional  super- 


vision of  a hospital  department  by  a physician 
infuses  a ‘professional  component’  into  every 
procedure  performed  in  the  department,  and 
that  this  is  true  even  in  cases  where  the  pro- 
cedures are  performed  wholly  by  supporting 
technicians  and  the  physician  takes  no  part 
in  them.  Without  derogating  from  the  im- 
portance of  such  professional  supervision,  or 
the  responsibility  wherever  it  is,  there  is  no 
sound  basis  for  a charge  to  the  patient  cog- 
nizable under  the  medical  insurance  program 
in  such  cases.” 

Implementation  of  Public  Law  89-97  is 
moving  so  rapidly  that  it  is  incumbent  on  all 
members  of  the  medical  profession  to  keep 
up  to  date  on  all  bulletins  issued  from  time  to 
time  by  the  A.M.A.  committees  and  published  in 
the  Journal  of  the  American  Medical  Associa- 
tion. 

The  development  of  implementing  regulations 
for  Title  18,  Part  I,  A and  B,  are  the  most  ad- 
vanced to  date.  Title  19  of  Public  Law  89-97 
has  been  somewhat  slower  in  its  development 
and  we  have  consequently  heard  less  concerning 
it.  However,  this  Title,  in  some  respects, 
may  have  a more  far-reaching  impact  on  medi- 
cal practice  and  the  nation’s  health  than  Title 
18.  Many  features  of  Title  19  reflect  an  ex- 
ten  tion  of  the  MAA  principle  (Kerr- Mills) 
to  the  entire  population  under  age  sixty-five. 
As  this  program  reaches  maturity  in  1975,  all 
of  the  nation’s  needy  or  near  needy  individuals, 
regardless  of  age,  will  receive  health  care  financed 
by  Federal  and  State  funds  alone. 

The  Federal  government  has  a written-in 
incentive  for  all  states  to  comply — an  increase 
in  Federal  matching  funds  —and  it  has  a com- 
pulsory feature- — the  end  of  all  Federal  medical- 
assistance  funds  if  the  state  has  not  fully 
implemented  the  program  by  January  1, 
1970.  Title  19  conforms  closely  to  the  princi- 
ples laid  down  by  the  A.M.A.  in  its  “Elder- 
care”  program  and  in  subsequent  resolutions. 
It  follows  closely  the  A.M.A.  suggestions  for 
eligibility,  benefits,  and  administration.  Vir- 
tually every  added  benefit  will  involve  services 
by  a physician.  No  longer  will  the  old  Kerr- 
Mills  principle  be  followed — “some  institutional 
and  some  noninstitutional  care.”  By  July  1, 
1967,  all  physicians’  services — office,  home, 
hospital,  and  nursing  home — must  be  covered. 
In  addition,  broad  benefits,  including  inpatient, 
outpatient,  nursing  home  care,  laboratory 
work,  and  x-rays,  must  be  provided.  The 
Federal  government  will  also  finance  optional 
benefits,  such  as  prescribed  drugs,  prosthetic 
devices,  diagnostic  and  preventive  services. 
It  has  been  estimated  that  a possible  30  to  40 
million  people  may  be  covered  under  this  ex- 
tension of  the  Kerr-Mills  program.  Because 
this  bill  is  in  many  ways  our  bill,  it  is  vitally 
important  that  medicine  at  every  level  work 
to  understand  and  implement  this  program. 
Only  by  cooperative  effort  can  we  hope  to 
maintain  the  quality  of  medical  care  and  avoid 
a full-fledged  extension  of  the  Medicare  principle 
to  the  entire  population. 

The  passage  of  Public  Law  89-239,  the 
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Heart  Disease,  Cancer,  Stroke,  and  Related 
Conditions  amendment  to  the  Public  Health 
Services  Act,  immediately  triggered  action 
for  its  local  implementation.  Through  the 
participation  of  the  A.M.A.  Advisory  Com- 
mittee in  the  hearings  on  the  bill,  and  based 
on  our  demonstrated  cooperative  action  in  the 
implementation  of  Public  Law  89-97,  the 
President  endorsed  and  the  Congress  agreed 
to  20  meaningful  changes  in  the  bill  before 
enactment.  In  fact,  the  law,  as  enacted, 
bears  little  resemblance  to  the  originally 
submitted  report  of  the  Government  Commis- 
sion. 

According  to  an  official  statement  of  the 
Department  of  Health,  Education,  and  Wel- 
fare, “The  principal  purpose  of  the  new  pro- 
gram is  to  provide  the  medical  profession  and 
medical  institutions  of  the  nation,  greater  op- 
portunity to  make  available  to  the  people, 
the  latest  advances  in  the  diagnosis  and  treat- 
ment of  heart  disease,  cancer,  stroke,  and  re- 
lated diseases.  This  is  to  be  accomplished 
through  the  establishment  of  regional  pro- 
grams of  cooperation  in  research,  training, 
continuing  education,  and  demonstration  ac- 
tivities in  patient  care,  among  medical  schools, 
clinical  research  institutions  and  hospitals.” 
We  are  all  in  favor  of  such  principles  and  ideals. 
The  bill  disclaims  invasion  of  patient  care,  but 
it  is  clear  that  this  was  not  the  true  intent  of 
those  who  promoted  the  bill.  It  is  the  opinion 
of  the  A.M.A.  Advisory  Committee  that  if 
we  provide  active  leadership  and  if  the  Public 
Health  Service  cooperates,  it  may  be  that  this 
law  will  permit  the  development  of  programs 
which  will  benefit  the  public  and  be  acceptable 
to  the  profession. 

At  the  request  of  Governor  Rockefeller, 
representatives  of  the  Medical  Society  of  the 
State  of  New  York,  together  with  representa- 
tives of  the  New  York  State  Department  of 
Health,  met  in  the  Society’s  offices  on  December 
22,  1965,  and  in  Albany  on  February  1,  1966, 
to  initiate  discussion  concerning  this  law.  Pres- 
ent were  the  deans  of  all  the  medical  schools; 
representatives  of  the  upstate  and  downstate 
hospital  associations;  representatives  of  city 
and  county  health  officers;  representatives 
of  the  voluntary  agencies,  the  American  Heart 
Association  and  the  American  Cancer  Society; 
members  of  the  State  and  Regional  Hospital 
Review  and  Planning  Councils,  and  others. 
The  result  was  the  formation  of  a voluntary 
committee  for  New  York  State  under  the 
direction  of  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  De- 
partment of  Health,  to  identify  the  State’s 
resources  and  the  existing  needs  in  reference  to 
the  35  recommendations  covered  by  the  Com- 
mission’s reports  and  for  suggesting  a State- wide 
plan  for  implementation  of  the  anticipated 
Federal  grants  program. 

There  have  been,  within  the  past  year, 
amendments  to  the  Health  Professions  Edu- 
cational Assistance  Act,  Public  Law  89-290, 
which  makes  special  improvement  grants  to 
medical  schools.  This,  with  the  many  other 


different  grants  sponsored  by  the  Department 
of  Health,  Education,  and  Welfare,  brings  up 
the  question  of  the  institutional  sovereignty 
of  the  medical  schools.  The  recently  published 
report  of  Dr.  Lowell  T.  Coggeshall,  vice-presi- 
dent of  the  University  of  Chicago,  and  his 
special  planning  committee  to  the  Association 
of  American  Medical  Colleges,  regarding  that 
Association’s  functions  and  structures  with 
particular  reference  to  the  role  it  should  play 
in  the  decades  ahead,  leaves  us  much  food  for 
thought  regarding  the  influence  the  medical 
profession  will  exercise  in  the  undergraduate 
and  postgraduate  education  of  the  future 
physician.  We  must  work  closely  with  this 
important  association  in  the  changing  concepts 
of  content  and  format  of  the  educational 
processes  for  the  physician. 

During  the  past  year,  the  State  of  New  York 
has  made  its  own  particular  contribution  to 
the  control  of  the  “freewheeling”  costs  of 
medical  care,  thereby  helping  to  remove  the 
threat  to  quality  care  which  is  inherent  in 
any  health  program  which  exceeds  the  ability 
of  the  public  to  pay.  Reference  is  made  here 
to  the  report  of  the  Folsom  Committee  on 
“The  Costs  of  Hospital  Care  in  the  State  of 
New  York.”  This  report  has  as  its  basic 
recommendations  experience  gained  in  the 
health  care  and  hospital  care  field.  It  stresses 
the  need  for  regional  planning  for  health  care, 
and  has  made  the  point  that,  without  planning, 
the  high  standards  of  medical  care  possible  in 
this  complicated  and  advanced  age  will  never 
fully  be  realized.  Its  presentation  in  1965 
resulted  in  the  passage  of  Amendment  795 
to  the  New  York  State  statutes,  relating  to 
hospital  construction,  the  establishment  and 
operation  of  medical  and  hospital  prepayment 
organizations,  and  includes  a new  Article  28 — 
“Regulation  of  Health  Care  Institutions  by 
the  Department  of  Health.”  This  article 
became  effective  on  February  1,  1966.  The 
passage  and  timing  of  this  act  were  advantageous, 
since  it  enabled  Governor  Rockefeller  to  desig- 
nate the  State  Department  of  Health  to  the 
Social  Security  Administration,  as  the  imple- 
mentor, in  this  State,  of  Title  18  of  Public  Law 
89-97.  The  bill,  while  controversial  in  some 
areas,  is  basically  sound  and  in  keeping  with 
the  expressed  opinions  of  this  House  of  Dele- 
gates. It  should  receive  your  careful  study 
and  discussion. 

Continued  progress  can  be  reported  in  the 
Medical  Review  Study  Project  which  has  been  in 
development  since  1964  under  the  auspices  of  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation.  The  methodology  is  well 
developed  and  the  study  has  reached  the  stage  of 
appointment  of  subcommittees  in  the  specialties, 
to  establish  criteria  for  review  in  those  areas. 
This  type  of  study,  in  which  ours  is  numbered 
among  the  earliest  and  most  complete  in  this 
country,  was  recently  recommended  to  the  en- 
tire medical  profession  by  the  A.M.A.  House  of 
Delegates  in  November,  1965.  At  that  time, 
the  House  accepted  a report  by  the  Council  on 
Medical  Services,  which  states  in  part  “that  the 
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medical  profession  provide  leadership  in  the 
study  and  development  of  practical  methods  for 
accumulating  data  on  quality  patient  care  and 
measuring  the  multiple  facets  thereof.” 

This  New  York  State  research  into  medical 
review  was  authorized  by  the  Legislature  in  1963 
and  further  was  made  a part  of  the  responsibili- 
ties of  the  Commissioner  of  Health  of  the  State 
of  New  York  by  Chapter  28  of  the  Public  Health 
Law.  Regardless  of  the  inclusion  of  medical 
audit  in  the  responsibilities  of  the  Commissioner 
of  Health,  the  intent  of  the  law  is  that  this  ac- 
tivity is  strictly  a medical  staff  responsibility. 
It  must  be  viewed  as  another  example  of  coop- 
eration between  government  and  the  profession 
in  the  improvement  of  medical  care.  We  must 
espouse  it  wholeheartedly,  so  that  it  will  remain 
a purely  professional  activity  as  an  educational 
tool  for  self-examination  of  the  profession. 

Care  must  be  taken  to  differentiate  this  study 
from  the  current  interest  manifested  in  utiliza- 
tion committees  which  have  been  given  special 
emphasis  by  PL  89-97.  Our  study  is  a research 
project  to  develop  workable  and  meaningful 
methodology  for  conducting  any  study  of  the 
quality  of  medical  care. 

A few  words  concerning  the  utilization  com- 
mittee may  be  appropriate  here.  As  visualized 
by  the  medical  profession,  the  utilization  com- 
mittee is  an  internal  hospital  staff  unit,  educa- 
tional and  not  punitive,  functioning  as  a step  in 
the  continued  pursuit  of  higher  standards  of 
medical  care  and  acute  hospital  bed  utilization. 
PL  89-97,  however,  assigns  a claims  review  func- 
tion to  the  utilization  committee.  This,  in  the 
view  of  the  profession,  is  a function  of  the  county 
society  claims  review  committee,  with  the  re- 
quest for  review  usually  being  initiated  by  third- 
party  payors.  Many  medical  staffs  do,  in  fact, 
cooperate  with  medical  societies  and  third 
parties  in  assuring  equitable  claims  review  to  the 
best  interests  of  the  patient  and  the  physician. 
This  apparent  confusion,  between  the  concepts 
of  utilization  review  function  and  claims  review 
function,  has  been  brought  to  the  attention  of 
the  Department  of  Health,  Education,  and  Wel- 
fare, by  the  physician  members  of  the  Technical 
Advisory  Committee  who  expressed  the  opinion 
that  claims  administration  should  be  left  to  fiscal 
intermediaries  and  that  physicians  should  not 
have  to  be  adjudicators  of  claims. 

One  of  the  brightest  chapters  in  the  activities 
of  the  Medical  Society  of  the  State  of  New  York, 
as  these  affect  the  health  of  the  people  of  this 
State,  is  the  sterling  performance  of  its  many 
committees  of  the  Commission  on  Public  Health 
and  Education.  One  of  the  greatest  privileges 
afforded  me  this  year,  as  your  president,  was  my 
attendance  at  the  joint  meeting  between  the 
chairmen  of  our  committees  on  public  health 
with  the  Commissioner  of  Health  of  the  State  of 
New  York  and  his  staff,  to  review  accomplish- 
ments and  to  blueprint  projects  for  the  future. 
The  presentations  left  nothing  to  be  desired, 
except  the  hope  that  they  may  continue  in  the 
same  high  standard  in  the  future.  We  have  a 
right  to  be  proud  of  our  public  health  commit- 
tees and  especially  of  the  indefatigable  efforts  of 


the  chairman  of  the  Commission,  James  Green- 
ough,  M.D.  The  close  cooperation  between  the 
Department  of  Health  of  the  State  of  New  York 
and  the  physicians  of  the  State  of  New  York  is 
one  of  our  outstanding  achievements.  On 
behalf  of  the  Medical  Society  of  the  State  of  New 
York  and  myself,  personally,  I convey  our  ap- 
preciation to  Commissioner  Hollis  S.  Ingraham, 
M.D.,  for  his  unstinting  cooperation  and  support 
of  our  efforts  in  the  public  health  field. 

Under  pain  of  repetition,  may  I again  call 
attention  to  the  urgency  of  renewed  considera- 
tion for  a permanent  headquarters  for  this 
Society.  We  are,  at  present,  spending  large 
sums  for  quarters  that  are  fast  becoming  inade- 
quate. The  question  of  leasing  additional  space 
is  unthinkable  from  an  expense  viewpoint  alone. 
Yet  we  urgently  need  more  space  for  many  of  our 
departments,  for  a working  library,  for  addi- 
tional accommodation  for  the  staff  of  the 
Journal,  for  a new  Department  of  Planning  and 
Research,  and  for  additional  accommodation  for 
committee  meetings.  There  are  many  other 
important  considerations  that  cannot  be  men- 
tioned here,  and  I hope  that  this  subject  will  be 
discussed  thoroughly  at  one  of  our  reference 
committees  and  that  as  many  delegates  as 
possible  will  attend  the  session. 

These  remarks  conclude  my  accounting  to  you 
for  my  stewardship  for  the  term  1965  to  1966. 
Serving  as  your  president  has  been  a privileged 
and  humbling  experience.  The  respect  and 
importance  in  which  this  great  office  is  held 
throughout  the  State  of  New  York  is  adequate 
reward  for  its  exacting  responsibilities.  For  the 
tolerance  and  understanding  of  every  member  of 
this  Society  go  my  sincere  thanks,  and  to  our 
executive  vice-president  and  his  loyal  staff,  my 
admiration. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  President 

Section  169 

Presentation  of  Redway  Award 

. . . Speaker  Wurzbach  introduced  President 
Willis  to  make  the  annual  Redway  Award  . . . 

President  Willis:  The  fifth  annual  Laur- 

ance  D.  Red  way  Medal  and  Award  for  outstand- 
ing medical  writing  in  the  New  York  State 
Journal  of  Medicine  in  1965,  is  made  to 
Norman  A.  Harvey,  M.D.,  for  his  series  of  three 
articles  on  “Cybernetic  Applications  in  Medi- 
cine,” which  appeared  in  the  issues  of  March  15, 
April  1,  and  April  15,  1965. 

The  application  of  cybernetics  to  medical 
problems  represents  an  unexplored  field  offering 
great  promise.  The  author  described  this  new 
discipline,  which  is  of  a highly  complex  nature,  in 
clear  and  easily  understood  fashion. 

The  author  presented  all  the  problems  that  a 
physician  will  meet  as  regulator  of  a large  sys- 
tem, and  provided  insights  into  how  these  may 
be  controlled.  In  publishing  this  comprehensive 
study  for  its  readers,  the  Journal  was  enabled  to 
throw  a fight  down  the  long  road  ahead,  illumi- 
nating in  some  part  the  challenges  of  the  future. 

The  Journal  and  the  Medical  Society  for 
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which  it  stands  are  highly  honored  in  making 
this  presentation. 

Dr.  Harvey,  I present  you  with  this  check  and 
with  this  award  and  with  the  Laurance  D. 
Redway  Medal.  It  gives  me  great  pleasure  to 
present  you  with  this  medal  for  the  work  you 
have  done,  and  particularly  because  Dr.  Redway 
was  a colleague  of  mine  for  many  years  in 
Westchester  County. 

Section  170 

Presentation  of  Journal  Distinguished 
Service  Scrolls 

. . . President  Willis  presented  scrolls  for 
distinguished  service  to  the  New  York  State 
Journal  of  Medicine  to  the  following: 

Daphne  A.  Roe,  M.D.,  “for  the  excellence  of 
the  section,  Nutrition  Reports,  which  for  so  long 
has  been  an  established  part  of  the  Journal. 
These  commentaries  on  all  phases  of  nutrition 
are  an  outstanding  feature  of  the  Journal  and 
make  it  a valuable  reference  work  for  scientists, 
students,  and  all  those  with  an  interest  in  the 
application  of  nutrition  knowledge  to  medical 
practice”; 

Michael  S.  Bruno,  M.D.,  “for  long  and 
distinguished  work  in  choosing,  assembling,  and 
presenting  the  series  of  Clinicopathologic  Con- 
ferences largely  emanating  from  Knickerbocker 
Hospital  in  New  York  City.  These  conferences 
have  maintained  high  standards  of  educational 
worth.  The  Clinicopathologic  Conferences 
have  become  an  important  part  of  the  Journal, 
and  one  of  the  assets  responsible  for  its  wide 
appeal.” 

William  B.  Ober,  M.D.,  “for  his  dedicated 
work  in  presenting  on  a regular  schedule  the 
Clinicopathologic  Conferences.  The  choice  of 
cases,  the  analytical  discussions  and  conclusions 
presenting  pathologic  material,  as  well  as  the 
excellence  of  the  illustrations,  have  made  the 
CPC’s  a very  important  part  of  the  Journal.” 

Norman  S.  Moore,  M.D.,  “for  his  long  and 
continuous  service.  Dr.  Moore  joined  the 
voluntary  editorial  staff  as  associate  editor  in 
1944.  In  1945  he  became  assistant  managing 
editor  and  assistant  literary  editor,  serving  in 
this  capacity  until  1948,  when  he  became  a 
member  of  the  associate  editorial  board.  In 
1948  he  initiated  from  the  School  of  Nutrition  of 
Cornell  University  the  Journal  section  on  Facts 
about  Nutrition,  which  has  been  a prominent 
feature  of  the  Journal  since  that  time. 

“Dr.  Moore  served  again  from  1953  until  1958 
as  assistant  editor,  then  became  consulting 
editor  and  joined  the  Publication  Committee. 
In  1963  he  was  appointed  chairman  of  the  Ad 
Hoc  Committee  to  Study  the  Journal,  and  his 
wise  leadership  piloted  the  Journal  through  a 
difficult  economic  period.  In  1964  he  joined 
the  Editorial  Council  where  his  advice  has  been 
of  inestimable  value  in  the  editorial  affairs  of  the 
Journal. 

No  member  of  the  Medical  Society  of  the 
State  of  New  York  has  a longer  or  more  dedi- 
cated history  of  service  to  the  Journal  and  to 
this  Society.” 


Section  171 

Presentation  of  President’s  Citations 

. . . Speaker  Wurzbach  introduced  President 
Willis  who  awarded  his  President’s  Citations  for 
Distinguished  Community  Service  to  the  follow- 
ing: 

Milton  J.  Goodfriend,  M.D.,  Bronx,  “past 
president  of  a number  of  service  organizations 
and  particularly  devoted  to  such  youth  activities 
as  the  Young  Women’s  and  Young  Men’s 
Hebrew  Associations,  the  Boy  Scouts  and  the 
Girl  Scouts,  such  humanitarian  activities  as  the 
National  Conference  of  Christians  and  Jews,  and 
such  charitable  organizations  as  the  United 
Jewish  Appeal.”  (In  his  absence,  Dr.  Good- 
friend’s  award  was  accepted  by  Marcelle  Ber- 
nard, M.D.,  president  of  the  Bronx  County 
Medical  Society.) 

Arthur  J.  Wallingford,  M.D.,  Albany, 
“who  serves  in  his  spare  time  as  president  of  the 
Albany  Board  of  Education;  in  addition,  he  is  a 
director  of  the  New  York  School  Boards  Asso- 
ciation, belongs  to  the  Mental  Hygiene  Council 
of  the  City  of  Albany,  and  is  on  the  Advisory 
Board  of  the  Catholic  Youth  Organization;  also 
contributes  of  his  time  and  wisdom  as  a member 
of  the  LaSalle  School  in  Albany  and  as  a member 
of  the  Board  of  Trustees  of  the  Albany  Public 
Library.”  (In  his  absence  Dr.  Wallingford’s 
award  was  accepted  by  his  son,  Arthur  J. 
Wallingford,  Jr.,  M.D.) 

Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston, 
“who  has  been  particularly  active  in  connection 
with  the  Citizens’  Survey  Committee  of  Ulster 
County.  This  important  committee,  composed 
of  outstanding  community  citizens,  has  con- 
ducted a survey  on  the  health,  recreational  and 
character-building  services  provided  by  the 
community.  Besides  his  work  on  that  com- 
mittee, Dr.  Holcomb  has  served  as  a member  of 
the  Board  of  Trustees  of  the  Children’s  Home  of 
Kingston  since  1945.  During  these  twenty 
years  he  has  devoted  unlimited  time  to  bettering 
the  lives  of  the  children  at  the  Home.  It  was 
through  his  efforts,  and  that  of  others,  that  the 
Edward  M.  Stambrough  Loan  Fund  was  estab- 
lished. This  fund  enables  children  from  the 
Home  to  further  their  education.  In  the  past, 
Dr.  Holcomb  has  received  “outstanding  citizen- 
ship” awards  from  the  Lions  Club  and  the  Amer- 
ican Legion.  He  has  served  on  the  Kingston 
Board  of  Education  and  is  a past  chairman  of 
Camp  Happyland,  a summer  camp  for  under- 
privileged children.” 

Section  172  {see  214) 

Address  of  President  of  Woman’s  Auxiliary 

. . . Speaker  Wurzbach  'ntroduced  the  presi- 
dent of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  Mrs.  Harry 
Dan  Vickers,  who  addressed  the  House  as 
follows,  in  part: 

Mrs.  Vickers:  I feel  I would  be  remiss  in 

my  duty  if  I did  not  inform  this  House  of 
Delegates  that  your  Auxiliary  is  facing  its 
“moment  of  truth.”  This  year  we  have  lost 
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four  county  auxiliaries  in  the  past  few  months. 
County  auxiliaries  have  withdrawn  from  the 
State  Auxiliary  and  have  given  as  their  primary 
reason  for  resigning  the  indifference  and  the  dis- 
interest of  their  own  county  medical  societies. 

To  do  a good  job  for  the  Medical  Society,  the 
auxiliaries  have  to  be  needed  and  wanted.  Our 
service  to  the  county  and  State  societies  is  the 
only  unique  appeal  we  can  make  to  doctors’ 
wives  to  join  the  Auxiliary  and  to  work  for  it  and 
for  you.  Last  year  the  Auxiliary  budget  ran  to 
$23,495.  Unless  the  State  Society  really  wants 
an  Auxiliary  we  cannot  continue  to  justify  our 
existence  and  keep  on  spending  annually  such  a 
huge  sum  of  money. 

The  team-membership  plan  has  been  advo- 
cated by  our  national  Auxiliary  and  was  unan- 
imously adopted  at  the  eighteenth  clinical 
convention  of  the  American  Medical  Associa- 
tion. It  is  an  arrangement  whereby  the  dues  of 
a doctor’s  wife  to  the  Auxiliary  would  be  added 
to  those  of  the  doctor  to  his  medical  society,  or  if 
not  added  to  the  dues  the  bill  for  her  dues  would 
be  slipped  inside  the  same  envelope,  and  they 
would  be  paid  by  the  doctor  when  he  remits  his 
own  dues.  Six  states  in  the  union  have  already 
adopted  this  plan;  fourteen  other  state  societies 
have  urged  their  county  societies  to  adopt  it. 

I recommend  that  we  set  up  more  communica- 
tion between  the  Auxiliary  and  the  Medical 
Society.  Presidents  of  the  county  societies  in 
those  areas  where  regional  conferences  are  being 
held  could  call  on  their  auxiliaries  to  hostess,  set 
up  registration,  make  reservations  at  hotels  or 
motels,  and  do  anything  that  could  be  of  value  to 
you. 

There  are  other  things  the  ladies  could  do  for 
you.  There  is  no  real  reason  why  your  auxiliary 
could  not  set  up  a calling  committee  in  your 
county  and  call  every  single  member  of  your 
county  medical  society  and  urge  him  to  go  to  his 
meeting.  The  county  presidents  of  the  medical 
societies  could  ask  their  local  auxiliary  president 
to  give  an  annual  report  of  the  work  that  your 
wives  are  doing  for  the  men.  Just  to  give  you 
one  example:  In  slightly  over  six  years  the 

component  auxiliaries  of  New  York  State 
gathered  together  into  the  State  Auxiliary  and 
then  again  into  the  national  Auxiliary  have 
given  more  than  two  and  one-quarter  million 
dollars  to  the  AMA-ERF.  Just  slightly  under 
$10,000  will  be  contributed  by  our  State  Auxil- 
iary this  year  to  the  AMA-ERF.  This  money, 
or  a great  share  of  it,  is  going  into  your  new 
Institute  for  Biomedical  Research  in  Chicago. 

We  have  recommended  many  times  that  the 
counties  invite  your  ladies  to  come  to  your 
meetings,  not  just  for  a social  occasion.  If  you 
had  your  women  come  to  your  meeting  and 
listen  to  your  real  problems,  if  your  wives  knew 
exactly  what  you  are  up  against  out  in  the  coun- 
ties, they  would  have  a much  better  appreciation 
of  what  the  men  of  New  York  are  facing  in 
medical  problems.  We  want  to  really  help. 

We  should  concentrate  on  public  health 
education  with  special  emphasis  on  health 
careers.  By  bringing  the  story  of  good  health 
and  good  private  medicine  to  our  younger 


people,  by  recruiting  more  of  them  into  medical 
careers,  and  by  providing  the  funds  for  medical 
scholarships  and  loans,  we  will  be  carrying 
through  from  start  to  finish  a program  ideally 
suited  to  the  aims  and  needs  of  our  doctor- 
husbands. 

The  State  Society  should  help  us  by  selecting  a 
State- wide  project  annually  for  us  to  carry  out  in 
the  field  of  public  health  education,  such  as 
immunization  clinics,  disease  detection  clinics,  or 
high  school  health  programs  to  teach  these 
young  people  the  dangers  of  all  of  these  various 
diseases  that  are  on  the  rise.  We  need  to  have 
this  State-wide  program  so  that  all  of  our  46 
remaining  county  auxiliaries  will  feel  they  are 
working  together  and  they  are  needed  by  the 
men,  and  that  we  are  doing  something  worth- 
while on  a State  level. 

Section  173 

Introduction  of  Guests* 

. . . Speaker  Wurzbach  introduced  the  follow- 
ing guests  from  neighboring  state  medical  so- 
cieties, who  addressed  the  House  and  were 
applauded: 

Willian  Warren  Babson,  M.D.,  president- 
elect, Massachusetts  Medical  Society  (Gerald  D. 
Dorman,  M.D.,  host); 

Stuart  W.  Russell,  M.D.,  secretary,  New 
Hampshire  Medical  Society  (Edward  C.  Hughes, 
M.D.,  host); 

Malcolm  Phelps,  M.D.,  Oklahoma  (Renato 
J.  Azzari,  M.D.,  host); 

Ralph  L.  Gilman,  M.D.,  immediate  past- 
president,  Connecticut  State  Medical  Society 
(Thurman  B.  Givan,  M.D.,  host); 

John  J.  Bedrick,  M.D.,  president,  Medical 
Society  of  New  Jersey  (Walter  S.  Walls,  M.D., 
host) ; 

John  F.  Dougherty,  M.D.,  president,  Maine 
Medical  Association  (Samuel  Z.  Freedman, 
M.D.,  host); 

Edmund  T.  Hackman,  M.D.,  president, 
Rhode  Island  Medical  Society  (George  A. 
Burgin,  M.D.,  host). 

Section  174 

Report  on  Physicians’  Home 

. . . Speaker  Wurzbach  introduced  the  presi- 
dent of  Physicians’  Home,  George  Himler,  M.D., 
New  York,  who  reported  to  the  House  as  fol- 
lows: 

Dr.  Himler:  Every  year  at  this  time  it  is 

the  duty  and  the  privilege  of  the  president  of 
Physicians’  Home  to  present  a report  on  the 
operations  of  the  organization  to  the  House  of 
Delegates.  Before  getting  into  the  report 
itself,  however,  I would  like  to  give  you  a very 
brief  rundown  on  what  Physicians’  Home  actu- 
ally is,  since  the  questions  asked  of  us  by  doctors, 
and  even  by  some  medical  society  officials, 
indicate  that  there  is  some  misunderstanding  as 
to  its  nature.  There  is  also  a lack  of  informa- 

* Drs.  Babson,  Russell,  Phelps,  and  Gilman  were  presented 
at  the  Monday  session  of  the  House;  Drs.  Bedrick, 
Dougherty,  and  Hackman  at  the  Wednesday  afternoon 
session. 
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tion  about  eligibility  requirements  for  assistance 
which  needs  clarification. 

Physicians’  Home  is  an  independent  charita- 
ble organization  which  extends  beneficial  aid  to 
eligible  physicians,  their  widows,  and  minor 
dependents.  Although  it  works  in  close  cooper- 
ation with  the  State  Society,  it  is  not,  as  many 
believe,  actually  a part  of  the  State  Society.  In 
spite  of  its  name,  there  is  no  actual  physical 
home,  although  there  was  one  early  in  its  his- 
tory. Experience  showed,  however,  that  the 
elderly  were  much  happier  and  even  healthier 
when  they  were  maintained  in  their  usual  en- 
vironment rather  than  transferred  to  an  institu- 
tion. Physicians’  Home,  therefore,  became  a 
home  that  was  not  a house. 

Beneficial  aid  is  extended  to  our  “guests,”  as 
we  call  them,  after  a careful  appraisal  of  their 
personal  resources,  their  income  if  any,  and  then' 
requirements.  Allowances  are  adequate, 
though  not  extravagant,  and  are  made  in  regular 
monthly  payments  as  long  as  necessary.  There 
is  no  limitation  of  time  or  of  total  amount. 
Periodically,  each  case  is  re-evaluated  and  the 
allowances  are  adjusted.  Occasional  extra 
grants  are  made  for  such  things  as  drugs,  eye- 
glasses, moving  expenses,  and  even  funeral 
expenses. 

The  initial  investigations,  visits  to  the  guests, 
recommendations  to  the  executive  committee, 
and  all  the  other  many  administrative  details  are 
in  the  capable  hands  of  Miss  Beatrice  Hoyt,  our 
executive  secretary  and  only  employe.  She 
brings  sound  judgment,  tact,  and  innate  kind- 
ness to  her  work,  and  the  letters  we  receive  make 
it  clear  that  our  guests  look  upon  her  as  an 
adviser  and  a friend  rather  than  a dispenser  of 
charity.  This  is  the  relationship  we  attempt  to 
maintain. 

Eligibility  requirements  are  quite  simple. 
Any  physician,  physician’s  widow  or  widower,  or 
dependent  minor  is  eligible,  provided  only  that 
the  doctor,  at  one  time  or  other,  was  a member  in 
good  standing  of  the  Medical  Society  of  the 
State  of  New  York  for  ten  consecutive  years,  and 
that  his  holdings  in  readily  disposable  real  prop- 
erty and  cash  reserves  are  within  our  require- 
ments. So  much  for  the  nature  of  our  organiza- 
tion. 

Now  I would  like  to  give  you  a few  very  gen- 
eral facts  about  the  trends  we  have  encountered 
in  our  income,  in  the  number  of  beneficiaries  we 
assist,  and  the  expenditures  that  are  made. 

Income  is  derived  from  three  main  sources. 
The  major  portion  is  from  membership  contribu- 
tions of  $10  or  more  that  are  received  in  response 
to  the  four  appeals  that  are  sent  to  the  members 
of  the  State  Society  annually.  A considerably 
smaller  amount  comes  from  the  county  medical 
societies  in  the  form  of  the  annual  $2.00  volun- 
tary assessments  that  they  have  collected  for  us. 
Finally,  the  Woman’s  Auxiliary  collects  a 
smaller,  but  still  substantial  amount  each  year, 
for  which  we  are,  of  course,  very  grateful,  and 
which  in  the  words  of  the  president  of  the  Auxil- 
iary is  not  hay. 

A new  unexpected  and  very  gratifying  con- 
tribution came  from  Richmond  County  Medical 


Society  in  1965,  when  it  donated  $1,000  from  its 
own  treasury — this  in  addition  to  the  $2.00 
voluntary  assessments.  The  Physicians’  Guild 
of  Kings  County  also  contributed  $500  in  1965. 

I would  like  you  all  to  know  that  if  this  custom 
of  direct  medical  society  contributions  should 
spread,  it  will  not  cause  Physicians’  Home  the 
slightest  embarrassment,  and  we  will  do  nothing 
to  discourage  it. 

Through  the  years,  there  has  been  a gradual 
but  steady  increase  in  the  number  of  our  guests. 
In  order  that  they  might  continue  to  live  with 
dignity,  and  as  a result  of  a rising  cost-of-living 
index,  it  has  been  necessaryjto  increase  grants 
from  time  to  time.  For  example,  in  1960 
financial  assistance  was  extended  to  66  guests. 
Expenditures  for  that  year  were  $86,288  which, 
of  course,  does  not  include  administrative  ex- 
pense. Income  from  physicians  directly  or 
through  medical  societies  was  $84,236. 

In  1965,  Physicians’  Home  had  between  92 
and  94  guests — this  is  five  years  later — and 
beneficial  aid  amounted  to  $114,055  and  income 
from  doctors  and  the  medical  societies  was 
$86,022.  Thus,  while  expenditures  for  aid  in- 
creased by  only  $28,000  between  1960  and  1965, 
contributions  increased  by  only  $1,800.  In 
1966,  we  expect  a further  rise  in  aid  require- 
ments to  about  $127,000. 

Since  Physicians’  Home  has  never  had  to 
refuse  an  appeal  for  assistance,  and  never  ex- 
pects to,  you  can  see  that  the  disparity  between 
income  and  expenditures  causes  the  directors 
considerable  concern.  In  analyzing  the  income 
figures,  we  find  that  only  about  5,000  out  of  the 
total  26,000  members  of  the  State  Society  con- 
tribute, which  is  a rousing  18  per  cent.  For  the 
past  several  years,  we  have  hit  a sort  of  “sonic 
barrier”  at$62,000  to  $65,000  income  from  among 
approximately  18  per  cent  of  our  membership. 
I find  it  hard  to  believe  that  more  doctors  would 
not  be  willing  to  contribute  to  this  cause  if  they 
were  aware  of  the  facts.  I can  conclude  only 
that,  in  spite  of  our  efforts,  we  have  failed  to  get 
our  message  across,  which  brings  me  to  a request 
I have  to  each  of  you. 

I would  like  to  appoint  every  delegate  to  this 
House  a representative  of  Physicians’  Home  in 
his  county  society,  district  branch,  and  medical 
community.  As  I told  you  before,  every  year 
four  letters  of  appeal  go  forth  to  the  membership 
of  the  State  Society.  Two  or  three  weeks  before 
the  appeal,  I propose  to  send  each  of  you  a letter 
providing  you  with  all  pertinent  data.  Then  I 
can  hope  and  expect  you  will  make  every  effort 
at  your  society  meetings,  hospital  conferences, 
indeed,  in  all  your  medical  contacts,  to  promote 
participation.  We  must  improve  considerably 
on  18  per  cent,  and  I can  see  no  way  of  doing  it 
without  your  active  assistance. 

I need  hardly  remind  you  that  this  organiza- 
tion makes  it  possible  for  you  to  help  your  less 
fortunate  colleagues  directly,  adequately,  and 
promptly.  If  you  could  read  the  case  histories 
of  our  guests  and  the  letters  of  appreciation  we 
receive  from  them  not  only  for  the  grants  they 
receive  but  for  their  feeling  of  security,  I am  sure 
you  would  be  inspired  to  great  efforts  on  their 
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behalf.  I realize  that  I am  asking  you  for  time 
and  additional  energy  when  you  are  already 
doing  more  than  most  for  your  profession; 
nevertheless  I hope  and  believe  that  you  will  not 
refuse  just  a little  more  for  the  sole  reward  of 
knowing  that  you  are  helping  to  take  care  of  your 
own. 

Section  175 

Report  of  House  Committee  on 
Constitution  and  Bylaws 

. . . Vice-Speaker  Babbage  introduced  li  ving 

L.  Ershler,  M.D.,  Onondaga,  chairman  of  the 
House  Committee  on  Constitution  and  Bylaws, 
who  presented  the  following  report: 

Dr.  Ershler:  At  the  February,  1965,  meet- 

ing of  the  House  of  Delegates  one  resolution  was 
referred  by  the  Speaker  to  the  House  Committee 
on  Constitution  and  Bylaws.  This  was  resolu- 
tion 65-66,  introduced  by  James  M.  Blake,  M.D. 

During  the  1965  meeting  of  the  House  of 
Delegates  this  committee  met  and  considered 
the  resolution.  In  discussion  the  members  were 
mindful  of  the  statement  adopted  by  the  Council 
of  the  Medical  Society  of  the  State  of  New  York 
on  June  11,  1964,  as  follows: 

“It  is  the  sense  of  this  Council  that  active 
membership  in  this  Society  shall  be  limited  to 
graduates  of  recognized  medical  schools  who 
have  completed  not  less  than  four  satisfactory 
courses  of  at  least  eight  months  each  in  a medical 
school  in  this  country  or  Canada  registered  as 
maintaining  at  the  time  a standard  satisfactory 
to  the  Department  of  Education,  or  in  a medical 
school  in  a foreign  country  maintaining  a stand- 
ard not  lower  than  that  prescribed  for  medical 
schools  in  this  State,  and  that  the  county  soci- 
eties amend  their  constitutions  and  bylaws 
accordingly.” 

Resolution  65-66 — Amendment  to  Bylaws 
to  Require  Graduation  from  a Recognized 
Medical  School  as  a Prerequisite  to  Mem- 
bership; Introduced  by  James  M.  Blake, 

M. D.,  Councillor. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  as 
follows: 

Amend  Section  1 of  Chapter  I to  add  the  fol- 
lowing new  opening  sentence: 

“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months  each 
in  a medical  school  in  the  United  States  of  Amer- 
ica or  Canada  registered  as  maintaining  at  the 
time  a standard  satisfactory  to  the  medical 
licensing  authorities  of  the  State  of  New  York,  or 
in  a medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  pre- 
scribed for  medical  schools  in  this  State.” 

Chapter  I,  Section  1,  will  then  read  as  follows: 

“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months  each 
in  a medical  school  in  the  United  States  of 
America  or  Canada  registered  as  maintaining  at 


the  time  a standard  satisfactory  to  the  medical 
licensing  authorities  of  the  State  of  New  York,  or 
in  a medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  pre- 
scribed for  medical  schools  in  this  State.  The 
active  and  junior  members  shall  be  all  active  and 
junior  members  in  good  standing  of  the  compo- 
nent county  medical  societies  and  the  American 
Medical  Association.  A copy  of  the  roster  of 
such  members,  certified  to  be  correct  by  the 
respective  secretary  of  each  county  society,  shall 
be  evidence  of  the  right  of  the  members  whose 
names  appear  therein  to  membership  in  this 
Society.  A member  who  has  been  dropped  from 
the  roll  of  a component  county  society  by  reason 
of  failure  to  pay  dues  shall  not  be  accepted  by 
another  county  society  except  by  regular  trans- 
fer after  reinstatement  in  the  original  county 
society.” 

The  committee  members  agreed  unanimously 
that  this  resolution  implements  appropriately 
the  statement  adopted  by  the  Council  in  June, 
1964.  It  was  further  recognized  that  the  re- 
quirements outlined  herein  conform  with  those 
outlined  in  the  Education  Law,  Section  6506, 
Sub-Section  4,  for  admission  to  examination  for 
medical  licensure  in  New  York  State. 

The  committee  recommends  approval  of  this 
resolution. 

. . . There  being  no  discussion.  Dr.  Ershler’s 
motion  to  adopt  this  report  was  unanimously 
carried  . . . 

Section  176  ( see  187 ) Report  66-U 

Report  of  President-Elect 

. . . Speaker  Wurzbach  introduced  President 
Willis,  who  presented  a gavel  to  President-Elect 
Blake  and  introduced  him  to  deliver  the  follow- 
ing report: 

To  the  House  of  Delegates,  Gentlemen : 

A number  of  years  ago,  when  I was  asked  by 
my  senior  colleagues  to  participate  in  the  admin- 
istration and  policy  determination  of  my  county 
medical  society  and  subsequently  in  the  affairs  of 
our  State  Medical  Society,  I did  not  give  much 
thought  to  the  duties  and  the  opportunities  in 
the  broad  field  of  medical  service  which  are 
associated  with  the  office  of  president  of  the 
Medical  Society  of  the  State  of  New  York. 

During  the  past  year,  in  my  association  with 
your  president,  Dr.  Willis,  I have  become 
acutely  aware  of  how  sharply  this  spotlight  of 
opportunity  is  focused  on  the  medical  profession 
and  particularly  on  our  medical  societies. 

I am  grateful  to  you  for  your  confidence  in 
selecting  me  as  your  president  for  this  year.  I 
shall  do  my  best  to  carry  out  the  responsibilities 
of  this  office  in  a just  and  equitable  manner,  with 
due  consideration  for  all  of  the  members  of  our 
Society. 

I shall  seek  the  counsel  of  many  of  you  and  I 
welcome  any  opinion  or  suggestion  from  any 
member  of  our  profession. 

I assure  you  that  in  carrying  out  the  policies  of 
our  Society  and  the  duties  of  this  office  my 
decisions  will  be  based  on  what  I think  is  best  for 
the  Medical  Society  of  the  State  of  New  York 
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and  all  its  members,  and  what  I think  is  in  the 
best  interests  of  the  health  of  the  people  of  our 
State. 

Medical  Society  of  the  State  of  New  York. 

The  Medical  Society  of  the  State  of  New  York 
at  this  time  is  a very  virile  society.  Your 
officers,  the  members  of  your  Council,  your 
Board  of  Trustees,  and  the  majority  of  the 
individual  members  of  our  Society  are,  in  my 
opinion,  progressive  in  their  thinking  and  are 
cognizant  of  their  responsibilities  for  providing 
good  total  medical  care  to  the  people  of  then- 
respective  communities. 

The  leadership  of  your  Society  has  remained 
alert  to  the  changing  world  of  medical  care,  and 
while  not  always  in  agreement,  has  refused  to  be 
static  and  has  been  honest  and  sincere  in  its 
deliberations. 

The  action  of  your  Council  at  its  meeting  on 
September  27,  1965,  following  the  passage  of  the 
Medicare  law,  I believe  exemplifies  this  basic 
attitude. 

The  Physician  and  Medicare.  The  past 
year  has  been  a decisive  one  for  medicine.  I 
foresee,  however,  that  this  year  and  the  next 
few  years  may  be  far  more  significant  in  deter- 
mining the  future  of  the  “methods  of  medical 
practice.” 

Public  Law  89-97,  the  Medicare  law,  and  its 
potential  influence  on  the  quality,  the  quantity, 
and  the  cost  of  medical  services  in  this  State  and 
throughout  the  nation  require  that  the  physi- 
cians of  this  State  and  nation  realistically  assess 
the  challenges  and  the  responsibilities  which  will 
be  placed  before  them.  There  have  been  many 
changes  in  the  methods  of  medical  practice 
during  the  past  twenty  years  since  the  inception 
of  Blue  Shield  and  other  prepaid  medical  care 
plans.  I believe  it  is  reasonable  to  anticipate 
that  there  will  be  just  as  many  and  perhaps  even 
more  significant  changes  within  the  next  few 
years,  particularly  changes  relating  to  utilization 
of  medical  facilities — audit  of  the  quality  of 
medical  services  and  the  costs  of  medical  care. 

The  Medicare  program,  regardless  of  its 
method  of  implementation,  most  certainly  will 
have  a profound  effect  on  all  types  of  medical 
care  insurance  programs  and,  therefore,  on  the 
actual  conditions  under  which  medicine  is 
practiced.  We  as  a profession  and  most  of  us  as 
individual  physicians  opposed  this  Medicare 
legislation  because  we  did  not  believe  it  made 
good  social  sense.  We  make  no  apology  for  this 
opposition. 

Now,  however,  that  it  is  the  law,  your  Council 
has  stated  that  as  citizens  and  physicians  we 
must  recognize  our  responsibilities  to  our  pro- 
fession and  to  our  Society.  We  must  aid  in  its 
implementation  so  that  we  may  continue  to  pro- 
vide high  quality  medical  care  to  all  the  people 
and  to  promote  the  betterment  of  the  public 
health.  This  is  not  the  time  for  defensive, 
emotional  reaction  by  physicians.  This  is  the 
time  for  us  to  accept  the  many  challenges  which 
will  confront  us  and  to  demonstrate  our  ability 
to  meet  these  challenges  constructively. 

We  must  remain  alert  to  the  implementation 


of  this  program  of  medical  care.  We  must  be 
quick  to  recognize  needed  changes  in  the  law 
which  might  be  desirable.  We  must  feel  free  to 
express  constructive  suggestions  of  the  admin- 
istration of  the  program  where  such  seem  in- 
dicated. 

Most  important,  we  must  make  our  knowl- 
edge and  our  experience  in  medical  matters 
available  to  those  responsible  for  establishing  the 
rules  and  regulations  which  will  pertain  to 
medical  care  programs  in  general  and,  more 
specifically,  as  they  pertain  to  and  apply  in  our 
local  communities  and  in  our  local  hospitals. 

Looking  Ahead  in  Medicare.  Most  of  the 
discussions  which  have  taken  place  about  Medi- 
care have  in  the  past  and  are  at  present  centered 
primarily  on  four  factors:  the  utilization  of 

facilities,  the  costs  of  medical  care,  the  methods 
of  payment  for  medical  services,  and  the  quality 
of  medical  care. 

We  all  know  that  good  quality  medical  care  is 
and  can  be  practiced  under  many  economic 
systems.  Furthermore,  we  know  that  the  suc- 
cess of  a medical  or  surgical  service  need  not 
necessarily  depend  on  how  it  is  paid  for,  nor  does 
it  need  depend  on  the  size  of  the  facility  in  which 
it  is  provided. 

The  American  people  want  and  expect  good 
quality  medical  care.  Furthermore,  they  are 
willing  to  pay  a reasonable  price  for  this  care. 
However,  I believe  there  is  a desire  by  the  ma- 
jority of  substantial  citizens  of  our  State  and 
country  for  the  security  of  knowing  that  there 
might  be  a limit  to  which  their  personal  re- 
sources will  be  depleted  by  major  medical  ex- 
penses. This  desire  persists  in  spite  of  the  many 
medical  care  programs  which  are  available,  all  of 
which,  including  Medicare,  unfortunately  are 
piecemeal  and  a bit  hodge-podge  in  their  compo- 
sition. 

As  individual  physicians  we  must  determine 
that  our  patients  receive  the  best  care  that  is 
indicated  and  which  we  are  capable  of  providing. 
Furthermore,  we  must  effectively  utilize  any  and 
all  facilities,  wherever  they  may  be,  to  see  that 
our  patients  get  this  type  of  quality  medical  care. 

Medical  Society  and  the  Department  of 
Health.  The  Medical  Society  of  the  State  of 
New  York  and  the  New  York  State  Department 
of  Health  are  the  acceptable  spokesmen  on 
health  issues  by  the  people  of  our  State.  A 
very  cooperative  attitude  has  developed  be- 
tween the  State  Medical  Society  and  the  State 
Department  of  Health — an  attitude  with  a 
common  purpose,  the  betterment  of  the  public 
health  and  a desire  to  give  the  people  of  New 
York  State  the  best  medical  program  not  only 
in  the  nation  but  throughout  the  world. 

While  we  do  not  always  agree  on  primary  is- 
sues, we  are  and  always  have  been  able  to  sit 
down  and  arrive  at  a mutually  agreeable  decision 
for  the  good  of  the  people  of  our  State.  I be- 
lieve there  endures  a strong  sense  of  mutual 
respect  and  cooperation  for  the  common  good. 
In  view  of  the  continuing  progress  in  medical 
science  and  the  ever-increasing  costs  for  this 
scientific  care,  we  as  a Medical  Society  in  asso- 


1546  New  York  State  Journal  of  Medicine  / June  1,  1966 


ciation  with  the  State  Department  of  Health 
must  continue  our  search  for  improvement  in 
and  perhaps  a better  designed  program  for  the 
payment  of  needed  medical  services  and  the 
proper  utilization  of  facilities. 

I shall  further  this  cooperative  attitude 
toward  health  activities  because  I strongly 
believe  that  cooperative  action  by  official  health 
agencies  and  private  medicine  can  only  be  for  the 
good  of  the  health  and  welfare  of  the  people  of 
our  State. 

Medical  Society  Activities.  Let  me  now 
turn  to  some  of  the  activities  of  our  Medical 
Society  in  which  I shall  be  particularly  inter- 
ested during  the  coming  year. 

Your  Council  and  its  ad  hoc  committee  under 
the  chairmanship  of  Renato  J.  Azzari,  M.D.,  has 
given  much  time  and  study  considering  a Medi- 
cal Society  headquarters  building.  You  heard 
Dr.  Willis  refer  to  it  in  his  remarks  this  morning. 
When  we  first  occupied  the  present  facilities  at 
750  Third  Avenue,  it  seemed  that  they  would  be 
adequate  for  many  years.  In  reality,  while  they 
are  very  nice,  they  have  become  inadequate  and 
are  too  costly  for  what  is  provided. 

Dr.  Fineberg,  our  executive  vice-president, 
has  done  an  excellent  job  in  organizing  the 
administration  of  our  headquarters  and  he  has 
advised  us  that  we  need  more  space  in  order  to 
keep  pace  with  the  present  and  the  anticipated 
demands  placed  on  our  Society  activities.  With 
the  high  rentals  which  continue  to  increase  from 
year  to  year,  and  in  view  of  the  legislation  which 
we  were  instrumental  in  having  enacted  last 
year,  exempting  medical  societies  from  property 
tax,  it  seems  to  me  that  it  would  be  to  our  ad- 
vantage to  own  our  own  headquarters  building. 

The  ad  hoc  committee  has  made  recommenda- 
tions which  will  be  presented  to  you.  You  will 
have  the  opportunity  and  the  responsibility  for 
decision  concerning  this  important  project.  I 
urge  you  to  give  serious  consideration  to  this 
subject,  one  which  I hope  we  can  make  final 
decision  on  during  this  year. 

Constitution  and  Bylaws.  The  Constitu- 
tion and  Bylaws  of  our  Society  have  been 
amended  “piecemeal”  over  a period  of  many 
years.  It  appears  to  me,  following  conversa- 
tions with  many  of  you,  that  our  Constitution 
and  Bylaws  need  to  be  reviewed  wholly  with 
consideration  given  to  any  needed  changes.  I, 
therefore,  propose  to  appoint  a committee  for 
this  purpose  requesting  them  to  hold  necessary 
meetings  throughout  the  State,  obtaining  the 
necessary  data  and  the  desires  of  the  member- 
ship concerning  such  proposal. 

Committee  Activities.  The  response  of 
the  many  component  county  medical  societies 
and  the  individual  members  of  our  Society  to 
our  request  for  recommendations  for  appoint- 
ment to  the  committees  of  our  Society  has  been 
most  gratifying.  In  making  appointments  to 
committees  I have  attempted  to  balance  the 
committee  structures  as  each  relates  to  experi- 
ence, interest,  and  geographic  distribution. 

I shall  call  on  the  chairmen  and  through  them 
the  respective  members  of  the  committees  for 


wider  participation  in  those  affairs  of  the  Society 
involving  their  respective  committee  activities. 

I regret  that  due  to  committee  limitations  I 
am  unable  to  assign  all  of  those  members  who 
have  shown  an  interest  in  committee  work.  I 
sincerely  hope  that  those  of  you  who  are  not 
selected  for  committee  work  this  year  will 
remain  available  for  subsequent  committee 
appointments.  To  those  of  you  who  have 
served  your  tenure  on  committees  and  must 
therefore  be  replaced,  may  I express  to  you  my 
personal  appreciation  and  also  the  thanks  of  all 
of  your  officers  and  the  members  of  your  Council. 

On  Economics.  I shall  encourage  this  year’s 
Committee  on  Economics  to  further  the  use  and 
broaden  the  application  of  the  Relative  Value 
Scale  as  it  applies  to  all  phases  of  the  economics 
of  medicine.  This  very  vital  issue  must  be 
constantly  reviewed  and  it  must  be  kept  up  to 
date  from  year  to  year.  However,  it  must  never 
be  allowed  to  become  a tool  for  the  gain  of  a few. 

I shall  ask  this  committee  to  urge  all  compo- 
nent societies,  specialty  groups,  and  allied  asso- 
ciations to  utilize  this  uniform  scale  in  order  to 
avoid  any  possible  fragmentation  of  our  Society. 

On  Nursing  Service.  I shall  be  particularly 
concerned  about  nursing  service.  I shall  en- 
courage the  Committee  on  Nursing  to  continue 
its  close  liaison  with  the  New  York  State  Nurses 
Association  and  with  the  Hospital  Association  of 
New  York  State  in  the  many  aspects  of  medical 
and  nursing  relationships. 

In  addition,  however,  I shall  request  that  this 
committee  specifically  direct  its  attention 
toward  the  economics  of  nursing  service.  While 
I recognize  that  there  are  many  reasons  why 
young  women  go  into  nursing,  I am  also  sure 
that  responsibility,  in  part  at  least,  for  the  short- 
age of  nursing  personnel  today  is  the  economic 
differences  which  exist  when  the  nursing  pro- 
fession is  compared  with  other  professions  which 
call  for  far  less  responsibility,  much  better  work- 
ing conditions,  and  higher  compensation. 

It  is  my  opinion  that  our  colleagues  in  nursing 
are  not  being  compensated  for  their  services  in 
proportion  to  the  duties  and  responsibilities 
which  are  being  placed  on  them  in  this  ever- 
advancing  medical  world.  I fully  recognize  that 
there  are  and  must  be  varying  degrees  of  training 
and  responsibility  for  nursing  service  which  is 
provided  to  the  patients  in  our  hospitals.  I 
further  recognize  that  we  are  constantly  re- 
questing more  and  giving  greater  responsibility 
to  those  nurses  properly  trained  in  providing 
these  services  to  our  patients. 

We  recognize  the  great  advances  in  both 
surgical  and  medical  technics  during  recent 
years.  We  also  recognize  that  the  success  of 
many  of  these  technics  is  greatly  dependent  on 
the  nursing  service  provided  the  patient  after  we 
physicians  and  surgeons  finish  our  primary 
responsibility.  Therefore,  I believe  that  we,  as 
an  allied  profession  and  as  the  center  of  the 
health  care  team,  should  become  more  directly 
concerned  with  the  problem  of  quality,  quantity, 
and  the  economics  of  nursing  service. 

I shall  therefore  request  our  Committee  on 
Nursing  to  initiate  a State-wide  study  in  associa- 
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tion  with  each  county  medical  society  and  other 
interested  organizations  so  before  this  year  is 
over  we  can  make  specific  recommendations 
concerning  this  vital  part  of  total  medical  serv- 
ice. 

On  Medical  Legislation.  That  the  elected 
officials  of  government  are  interested  in  medical 
affairs  is  attested  to  by  the  multiple  items  of 
legislation  pertaining  to  medical  services  which 
are  introduced  in  our  State  Legislature  and  in  our 
Congress  each  year. 

I believe  many  of  us  are  as  yet  undecided  as  to 
how  we  can  best  direct  our  efforts  toward  ob- 
taining good  medical  legislation.  I believe  the 
public  places  a fair  degree  of  reliance  on  what  we 
say  about  legislative  issues.  I further  believe 
that  our  greatest  influence  in  medical  legislative 
activities  is  as  knowledgeable  people  about  our 
profession  and  about  good  quality  medical  care. 
I believe  most  of  our  legislators  are  sincere  in 
their  intent  about  medical  affairs,  but  sometimes 
they  are  incompletely  or  inaccurately  informed, 
and  at  times  may  be  misinformed  or  influenced 
by  someone  with  only  a selfish  motive. 

Our  Committees  on  Legislation  have  been  con- 
sulted more  frequently  about  legislative  matters 
in  the  past  few  years.  Although  at  times  they 
have  not  been  totally  successful  in  having  our 
recommendations  accepted,  they  have  been  able 
in  many  instances  to  participate  in  the  formula- 
tion of  legislation  and  its  subsequent  amend- 
ments. 

For  example,  last  year,  while  we  agreed  in 
principle  with  the  need  of  some  type  of  control  of 
barbiturates  and  amphetamines,  we  opposed  the 
legislation  as  it  was  originally  prepared.  We 
did,  however,  have  the  opportunity  of  reviewing 
this  legislation  and  of  making  a number  of  rec- 
ommendations, some  of  which  were  accepted. 
This  legislation  has  been  pursued  further  and  it 
is  anticipated  it  will  be  further  amended  this 
year  to  meet  the  primary  recommendations 
made  by  the  Medical  Society. 

In  my  opinion,  it  is  this  type  of  coordinated 
activity  that  can  have  the  most  to  do  with  the 
development  of  sound  and  satisfactory  medical 
legislation. 

On  Public  Relations.  I believe  the  challenge 
to  the  medical  profession  today  is  to  develop 
realistic  and  workable  plans  to  meet  today’s 
problems  in  medicine.  Furthermore,  I believe 
that  such  information  should  be  communicated 
fully  to  the  public  and  be  communicated  in  such 
a way  that  we  can  no  longer  be  accused  of  being 
interested  only  in  traditional  medical  prefer- 
ences. 

Our  Public  Relations  Committee  and  our 
Division  of  Communications  did  an  excellent  job 
in  medical  reporting  during  the  past  year  in  our 
“Doctors  at  Work”  program.  I shall  encourage 
our  Public  Relations  Committee  to  continue 
such  activities,  telling  the  general  public  and  not 
just  telling  ourselves  what  we  are  doing  and 
what  we  are  capable  of  doing  in  medicine. 

I shall  also  encourage  the  Public  Relations 
Committee  to  further  emphasize  to  the  public 
the  dangers  of  health  quackery.  This  must  be  a 
continuous  effort  and  we  should  constantly  and 


regularly  advise  the  people  with  factual  data 
about  the  quality  of  medical  care  so  they  will  not 
only  recognize  good  medical  care,  but  they  will 
also  recognize  poor  care  and  pure  quackery. 

The  Physician  and  the  Hospital.  The 

physician  of  today  is  and  should  be  the  center  of 
health  care  activity.  Our  responsibilities  to  our 
patients  cannot  end  with  the  providing  of  simple 
medical  service.  It  must  extend  to  the  pre- 
scribing and  supervision  of  all  related  services 
which  are  needed  by  the  patient. 

We  physicians  must  maintain  a constant 
awareness — an  awareness  which  will  create  an 
increasing  demand  by  us  for  improving  stand- 
ards of  medical  care.  We  must  concern  our- 
selves more  intimately  with  the  activities  of  our 
hospitals.  We  must  become  knowledgeable 
about  the  costs  of  hospital  services — the  needs 
for  such  services — and  the  methods  for  providing 
such  services. 

We  physicians  frequently  talk  about  the  cost 
of  hospital  care — about  the  large  number  of 
people  we  see  in  the  business  offices — about  the 
many  ancillary  personnel  we  see  skittering  about 
the  corridors — but  we  really  don’t  concern  our- 
selves too  much,  nor  do  we  take  very  much  time 
to  study  the  depth  of  operation  of  our  hospitals. 

The  frequency  of  criticism  about  hospitals, 
about  hospital  services,  about  medical  service, 
and  about  nursing  service  in  the  hospital  is 
sufficient  to  be  of  serious  concern  to  us.  This 
situation  can  be  improved  only  if  physicians 
become  sufficiently  concerned  about  the  services 
received  by  their  individual  patients  in  their  own 
institutions,  and  if  they  are  willing  to  assist  and 
work  with  those  who  provide  such  services,  and 
if  they  are  interested  in  providing  such  services 
more  effectively. 

It  is  important,  therefore,  that  we  physicians 
have  a good  understanding  of  the  financial 
operation  of  our  hospitals.  We  must  recognize 
the  needs  of  our  hospitals.  We  should  also 
recognize  unneeded  luxury.  We  must  deter- 
mine the  desirability  of  seldom-utilized  equip- 
ment, and  we  must  be  aware  of  the  added  costs 
of  duplication  of  services  in  our  communities. 
We  should  interest  ourselves  in  why  a hospital 
room  in  one  hospital  is  $50  or  more  a day,  while  a 
room  in  another  hospital  may  cost  half  that 
amount.  We  should  become  interested  in 
hospital  costs — in  drug  costs.  In  fact,  we 
should  become  interested  in  all  paramedical 
service  costs. 

Utilization  of  Medical  Facilities.  By 

this  time,  all  of  you  have  become  familiar  at 
least  in  part  with  the  necessity  for  utilization 
review  committees  or  plans  in  all  medical  care 
facilities.  Many  hospitals  have  had  such  pro- 
grams in  operation  for  some  time,  and  the 
Medical  Society  has  advocated  that  such 
activities  become  primary  functions  of  the 
medical  staff  of  each  facility. 

We  physicians  can  and  should  be  the  control- 
ling factor  in  the  proper  utilization  of  facilities  by 
our  decisions  relative  to  admissions,  orders  for 
diagnostic  tests,  therapy,  nursing  services,  all 
other  diagnostic  and  therapeutic  procedures. 
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The  key  role  in  making  these  decisions  must 
always  remain  that  of  the  physician. 

I would  like  to  point  out  to  you  that  in  many 
of  the  discussions  about  utilization,  the  admis- 
sion and  the  length  of  stay  in  the  hospital  has 
been  greatly  emphasized.  We  all  recognize  the 
many  pressures  for  hospitalization,  and  we 
physicians  know  that  under  certain  circum- 
stances certain  diseases  may  require  almost 
specific  time  for  proper  healing,  which  may  be 
altered  in  part  but  not  necessarily  in  whole  by 
our  methods  of  treatment.  Time  itself  is  a most 
important  part  of  the  healing  process. 

I cannot  emphasize  too  strongly  that  in  my 
opinion  proper  utilization  does  not  necessarily 
mean  a predetermined  length  of  hospital  care, 
but  it  means  the  proper  length  of  hospital  care 
for  that  particular  patient  for  that  particular 
disease  at  that  particular  time.  We  must  never 
permit  arbitrary  regulations  to  determine  proper 
utilization  without  the  determination  and  par- 
ticipation of  physicians. 

I shall  therefore  encourage  our  Hospital  and 
Professional  Relations  Committee  as  such,  or 
through  a special  committee,  to  lend  cooperation 
with  the  Hospital  Association  of  the  State  of 
New  York  and  with  the  Regional  Hospital 
Review  and  Planning  Councils,  to  provide 
proper  functioning  utilization  plans  for  the 
benefit  of  the  patient,  and  also  to  study  how  we 
physicians  can  further  contribute  to  reducing  the 
rising  costs  of  hospital  medical  care. 


. . . The  session  convened  at  9:45  a.m. 

. . . Following  several  announcements  and  the 
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. . . The  session  convened  at  9:15  a.m.  . . . 

Report  of  Reference  Committee 
on  Organization,  Policies,  and 
Legal  Matters 

. . . Speaker  Wurzbach  introduced  Stanley 
H.  Greenwald,  M.D.,  New  York,  chairman,  to 
give  the  report  of  the  Reference  Committee 
on  Organization,  Policies,  and  Legal  Matters  . . . 

Dr.  Greenwald:  Your  Reference  Com- 

mittee on  Organization,  Policies,  and  Legal 


Summary.  In  conclusion,  let  me  summarize 
by  stating  that  as  I see  it  the  American  people, 
the  consumers  of  medicine,  are  primarily  con- 
cerned about  the  following: 

1.  A desire  for  finding  of  cures  and  treatment 
for  disease,  not  now  known. 

2.  A desire  for  improving  and  providing 
adequate  facilities  for  good  medical  care. 

3.  A desire  for  maintaining  health  costs  at  as 
economical  a level  as  possible  without  jeopardiz- 
ing the  quality  of  care. 

4.  A desire  for  having  proper  education  in 
medical  matters. 

5.  And  finally,  a desire  for  solutions  to  the 
practical  problems  of  medical  service,  and  most 
important — the  American  people  are  looking  for 
leadership  which  can  satisfy  these  desires. 

I believe  the  Medical  Society  of  the  State  of 
New  York  can  provide  this  leadership  and  by  so 
doing  we  can  provide  the  answer  to  these  desires 
of  the  people  of  our  State. 

The  blueprint  has  been  drawn.  The  founda- 
tion has  been  laid.  We  physicians  must  now 
build  the  framework  to  the  best  of  our  individ- 
ual and  collective  abilities  or  someone  else  will  do 
the  building  for  us. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  President-Elect 

. . . Speaker  Wurzbach  recessed  the  meeting  at 
12:25  p.m. 


Tuesday  Morning  Session 


introduction  of  resolutions  Speaker  Wurzbach 
recessed  the  meeting  at  10:05  a.m. 


Wednesday  Morning  Session 


Matters  has  considered  each  of  the  seven  re- 
ports referred  to  it,  has  considered  five  resolu- 
tions, has  heard  testimony  from  26  witnesses, 
and  desires  to  present  the  following  report. 

Section  177  ( see  51) 

Malpractice  Insurance  and  Defense 

Dr.  Greenwald:  The  report  of  the  Mal- 

practice Insurance  and  Defense  Board  was 
reviewed  as  written  and  your  chairman  attended 
one  meeting  to  gain  an  insight  into  its  problems. 
Your  reference  committee  notes  the  method  of 
individual  consideration  given  to  each  physician 
applying  for  malpractice  insurance.  It  is  im- 
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pressive  to  see  the  great  amount  of  time  and 
effort  which  this  board  expends  in  reaching  the 
conclusion  of  each  individual  problem.  It  is 
distressing  to  note  the  increased  cost  of  closed 
cases  and  the  trend  toward  higher  disposal  costs. 
However,  your  reference  committee  has  been 
reassured  by  the  members  of  the  Board  that  any 
increases  will  vary  with  the  experience  developed 
by  premium  class  and  territory.  Also,  the 
Board  has  referred  individual  members,  who  are 
considered  to  be  extrahazardous  risks,  to  the 
company  for  calculation  of  a special  rate. 

It  is  noted  that  limits  up  to  $1,000,000  are 
available  through  the  State  Society  program. 
In  view  of  higher  jury  verdicts,  this  is  again 
called  to  the  attention  of  the  membership. 

It  is  painful  to  note  that  a substantial  increase 
will  be  contemplated  in  the  premium  structure 
for  the  next  year;  however,  once  again  the 
surgical  rather  than  the  nonsurgical  classi- 
fications will  bear  the  brunt  of  this  increase. 

The  members  of  this  Board,  during  direct 
testimony,  emphasized  the  extreme  necessity  of 
consultation  as  a simple  tool  in  preventing  mal- 
practice actions,  and  re-emphasized  its  im- 
portance in  any  case  of  questionable  outcome. 

Other  portions  of  this  report  have  been  noted 
for  information  only  and  their  intent  is  well 
taken. 

Your  reference  committee  thanks  the  hard- 
working members  of  this  Board  who  meet  so 
frequently  in  the  interest  of  the  entire  member- 
ship. 

. . . After  discussion,  Dr.  Greenwald’s  mo- 
tion to  adopt  this  portion  of  the  report  was 
unanimously  carried  . . . 

Section  1 78  ( see  53) 

Legal  Counsel 

Dr.  Greenwald:  The  report  of  our  Le- 

gal Counsel  has  been  read  with  a great  deal 
of  interest,  and  it  is  the  advice  of  your  reference 
committee  that  each  and  every  member  read 
this  report  very  carefully  to  digest  the  impor- 
tance. 

Special  notice  should  be  taken  of  the  size  and 
reasons  for  awards  listed  in  the  report. 

. . . Dr.  Greenwald’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Dr.  Greenwald:  Your  reference  committee 

would  like  to  thank  Mr.  James  M.  Arnold,  Mr. 
William  Martin,  Raymond  S.  McKeeby,  M.D., 
and  Thomas  M.  d’Angelo,  M.D.,  and  their 
staffs,  who  spent  so  much  time  at  the  hearings 
giving  us  the  additional  information  necessary 
to  pass  judgment. 

Section  1 79  ( see  52) 

Joint  Committee  with  Bar  Association 

Dr.  Greenwald:  The  report  of  the  Joint 

Committee  with  the  Bar  Association  has  been 
studied  and  the  two  resolutions  referred  to  it  at 
the  annual  meeting  in  February,  1965,  have  been 
dealt  with  to  your  reference  committee’s  com- 
plete satisfaction. 


. . . Dr.  Greenwald’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  180  ( see  54,  64) 

Judicial  Council 

Dr.  Greenwald:  Your  reference  committee 

has  read  the  report  of  the  Judicial  Council  and 
endorses  the  decision  voting  to  affirm  the  right 
of  the  Medical  Society  of  the  County  of  Queens 
to  limit  its  membership  to  physicians  who  have 
completed  not  less  than  four  years  of  eight 
months  each  in  a medical  school. 

The  supplementary  report  of  the  Judicial 
Council  was  read  and  accepted  and  is  referred 
back  to  the  Council  of  the  State  Society  for 
appropriate  action. 

. . . Dr.  Greenwald’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  181  ( see  55,  76) 

Constitution  and  Bylaws 

Dr.  Greenwald:  Your  reference  commit- 

tee has  read  and  studied  the  annual  report  and 
the  supplementary  report  of  the  Council  Com- 
mittee on  Constitution  and  Bylaws. 

We  are  happy  to  see  that  the  proposed  change 
in  a number  of  county  societies’  constitutions 
and  bylaws  concerning  membership  qualifica- 
tions, which  was  tabled  at  the  September 
Council  meeting,  may  now  be  reconsidered  by 
the  Council. 

Your  reference  committee  is  pleased  that 
this  amendment  to  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York,  introduced  by  James  M.  Blake,  M.D., 
was  adopted  yesterday  by  this  House. 

. . . Dr.  Greenwald’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  182  ( see  13,  56,  68) 

Osteopathy 

Dr.  Greenwald:  Your  reference  commit- 

tee has  reviewed  the  report  of  the  Ad  Hoc 
Committee  on  Osteopathy  submitted  by  James 
M.  Blake,  M.D.,  and  the  portion  of  the  Execu- 
tive Vice-President’s  report  entitled  “Medicine 
and  Osteopathy,”  and  is  pleased  to  read  this 
historic  chain  of  events  as  developed  by  Dr. 
Fineberg.  We  thank  him  for  his  clarity  and 
conciseness.  Your  reference  committee  joins 
with  the  other  members  of  the  Society  in  await- 
ing further  developments. 

For  the  sake  of  brevity  the  Matter  of  Kurk 
was  not  rehashed  in  the  record,  but  we  are  sure 
you  all  know  that  the  Appellate  Division  re- 
versed the  original  decision,  and  that  is  the  way 
it  stands  at  the  present  time. 

. . . Dr.  Greenwald’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 
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Section  183  ( see  57,  58) 

New  York  State  Delegation  to  the 
American  Medical  Association 

Dr.  Greenwald:  Your  reference  commit- 

tee has  studied  the  lengthy  report  and  supple- 
mentary report  from  the  New  York  State  Dele- 
gation to  the  American  Medical  Association  and 
notes  the  comprehensive  nature  and  detailed 
analysis  of  the  actions  and  results  of  the  dele- 
gation. 

Action  on  resolution  65-6,  entitled  “Termina- 
tion of  Hospital  Staff  Appointments,”  proposed 
by  Erie  County  at  the  last  session  of  the  House 
of  Delegates,  was  inadvertently  omitted.  How- 
ever, on  direct  testimony,  the  chairman  of  the 
A.M.A.  delegation  stated  to  this  committee  that 
it  was  not  introduced  at  the  A.M.A.  at  its  last 
meeting  and  that  action  on  this  resolution  is 
being  continued.  We  trust  the  final  disposi- 
tion of  the  resolution  will  be  reported  at  the 
earliest  possible  date. 

. . . Dr.  Greenwald’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Dr.  Greenwald:  Lengthy  discussion  and 

testimony  was  produced  with  reference  to  the 
portions  of  the  supplementary  report  re  op- 
position to  the  proposal  of  the  Board  of  Trus- 
tees to  increase  A.M.A.  dues  for  1967.  This 
portion  of  the  report  was  accepted  as  informa- 
tion only  and  was  utilized  in  the  decision  on 
resolution  66-35. 

Your  reference  committee  extends  its  thanks 
to  Gerald  D.  Dorman,  M.D.,  and  Henry  I. 
Fineberg,  M.D.,  for  elucidating  in  great  detail 
on  the  many  aspects  of  this  report. 

Dr.  Blasingame’s  report  was  read  and  di- 
gested by  your  reference  committee  and  the 
portion  on  abortion  and  sterilization  was  de- 
leted from  our  deliberations  in  favor  of  the 
Reference  Committee  on  Public  and  Professional 
Affairs. 

The  balance  of  this  very  excellent  report  was 
read  for  informational  reasons  only. 

Section  184  ( see  108,  115,  120,  146) 

Amendment  to  A.M.A.  Constitution  to 
Eliminate  Discrimination  Because  of 
Race,  Creed,  or  Color 

Dr.  Greenwald:  Resolutions  66-33,  66-40, 

66-45  being  identical  in  nature  except  for  one 
word,  and  resolution  66-71  being  similar  in 
nature,  these  were  considered  together  and  your 
reference  committee  respectfully  submits  this 
composite  resolution  for  the  approval  of  the 
House: 

Whereas,  Beginning  in  1959,  resolutions 
have  been  proposed  to  the  American  Medical 
Association  stating  that  “membership  in 
component  societies  shall  not  be  denied 
on  the  basis  of  race,  color,  or  creed”;  and 
Whereas,  Qualified  physicians  are  still 
being  denied  full  membership  in  some  com- 
ponent medical  societies  because  of  their 
race,  color,  or  creed;  and 
Whereas,  The  Medical  Society  of  the  State 


of  New  York  declares  that  race,  color,  or 
creed  have  no  place  in  the  criteria  for  full 
membership  in  a medical  organization;  and 
Whereas,  These  physicians  may  be  denied 
appointment  to  accredited  hospitals  in  their 
communities  because  they  are  not  members 
of  the  local  county  medical  society;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
American  Medical  Association  to  introduce 
at  the  next  ensuing  meeting  of  the  House 
of  Delegates  of  the  American  Medical  Associ- 
ation an  appropriate  resolution  to  amend  the 
Constitution  of  the  American  Medical  Associ- 
ation to  provide  in  substance  that  membership 
in  the  American  Medical  Association  of  any 
constituent  association  or  component  county 
society  shall  be  revoked  if  such  constituent 
association  or  component  county  society  shall 
deny  full  membership  to  any  individual  on  the 
basis  of  race,  color,  or  creed;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to 
the  House  of  Delegates  of  the  American  Med- 
ical Association  to  introduce,  at  the  next 
meeting  of  the  latter  body,  the  following 
proposed  amendment  to  Section  1,  Chapter  I 
of  the  Bylaws  of  the  A.M.A.:  “A  physician 

whose  application  for  membership  in  a com- 
ponent medical  society  has  not  been  acted 
upon  within  six  months,  or  whose  application 
has  been  rejected,  shall  have  the  right  of  appeal 
to  the  constituent  association  of  which  the 
component  society  is  a part.  If  admission  to 
membership  is  denied  by  the  constituent 
association,  he  shall  have  the  right  of  appeal 
to  the  Judicial  Council  of  the  American  Med- 
ical Association.” 

. . . After  considerable  discussion,  during 
which  a motion  by  Dr.  Wolff  to  remove  resolu- 
tion 66-71  from  the  composite  resolution  and 
consider  it  separately  was  passed  and  resolution 
66-71  was  adopted  as  introduced,  Dr.  Green- 
wald’s motion  to  adopt  the  report  as  amended, 
adopting  the  composite  resolution  which  com- 
bines resolutions  66-33,  66-40,  and  66-45, 
with  the  elimination  of  the  second  “resolved,” 
was  unanimously  carried  . . . 

Section  185  ( see  110) 

Opposition  to  Increase  in  American 
Medical  Association  Dues 

Dr.  Greenwald:  Resolution  66-35,  “Op- 

position to  Increase  in  American  Medical  As- 
sociation Dues,”  was  discussed  in  great  detail 
and  a large  number  of  witnesses  appeared  to 
assist  with  our  deliberations,  including  James 
Z.  Appel,  M.D.,  president  of  the  American 
Medical  Association. 

After  an  agonizing  reappraisal,  your  refer- 
ence committee  decided  to  submit  a substitute 
resolution  for  66-35,  as  follows: 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association  meeting  in 
Philadelphia,  Pennsylvania,  on  December  3, 
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1965,  took  action  which  in  effect  gave  ad- 
vance notice  that  a request  for  an  increase 
in  A.M.A.  dues  to  $70  per  year  would  be 
introduced  at  the  annual  convention  of  the 
American  Medical  Association  in  Chicago  in 
June,  1966;  and 

Whereas,  Precise  information  is  not  avail- 
able to  guide  the  membership  of  the  Medical 
Society  of  the  State  of  New  York  as  to  the 
justification  for  an  increase  of  A.M.A.  dues; 
now  therefore  be  it  hereby 

Resolved,  That  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
House  of  Delegates  of  the  American  Medical 
Association  oppose  the  dues  raise  at  this 
time;  and  be  it  further 

Resolved,  That  the  Council  be  instructed 
to  obtain  further  information  from  the  Amer- 
ican Medical  Association  concerning  its 
budget  and,  on  receipt  and  study  of  same,  to 
instruct  the  delegates  to  the  American  Med- 
ical Association,  prior  to  June,  1966,  to 
support  or  oppose  an  increase  in  A.M.A. 
dues. 

. . . After  discussion,  Dr.  Greenwald’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

. . . Dr.  Greenwald’s  motion  to  adopt  the 
report  as  a whole,  as  amended,  was  unanimously 
carried  . . . 

Dr.  Greenwald:  I wish  to  thank  the  mem- 

bers of  my  committee  and  all  those  who  ap- 
peared to  assist  in  its  deliberations.  The  com- 
mittee is  especially  thankful  to  Miss  Veronica 
F.  Battersby,  its  able  secretary. 

Report  of  Reference  Committee 
on  Reports  of  Officers 

. . . Vice-Speaker  Babbage  introduced  John 
E.  Hammett,  M.D.,  New  York,  chairman,  to 
give  the  report  of  the  Reference  Committee 
on  Reports  of  Officers  . . . 

Section  186  ( see  9,  168 ) 

Report  of  President 

Dr.  Hammett:  Waring  Willis,  M.D.,  has 

been  a very  active  president,  during  a year  in 
which,  in  his  own  words,  “medicine  in  America 
has  moved  beyond  the  crossroads  down  the 
path  of  government  participation  in  all  phases 
of  health  care.”  The  direction  has  been  es- 
tablished and  the  speed  of  implementation  has 
been  markedly  accelerated.  He  justly  criti- 
cizes the  tardiness  of  the  processes  of  our  organ- 
ization in  relation  to  those  with  whom  we  con- 
tend. Our  influence  is  often  neutralized  by 
lengthy  delays  under  present  methods.  He 
advises  a method  under  which,  where  time  is  so 
vitally  important,  opinions  could  be  polled 
promptly  and  committees  given  power  to 
act. 

He  sees  the  need  to  organize  a department  of 
planning  and  research  as  an  integral  part  of 
the  headquarters  staff,  composed  of  career 


personnel,  highly  trained  and  competent,  to 
carry  out  research  and  studies  in  the  health 
care  fields.  The  coordination  of  this  branch 
with  like  committees  of  other  states  and  the 
A.M.A.  would  greatly  aid  in  returning  organized 
medicine  to  its  rightful  place  in  leadership  in 
the  health  fields. 

Dr.  Willis  commends  the  Communications 
Division,  under  the  Public  Relations  Com- 
mittee chairman,  C.  Stewart  Wallace,  M.D., 
for  delivering  an  outstanding  performance  under 
some  severe  handicaps.  It  is  essential  that  the 
membership  of  the  Society  be  well  informed  if  it 
is  to  carry  out  its  role  in  medical  care.  He 
stresses  the  role  played  by  that  committee  in 
relation  to  regional  meetings. 

Legislation.  He  points  out  the  enactment 
of  Governor  Rockefeller’s  bill.  Chapter  795 
of  the  Laws  of  1965,  which  in  most  part  is  in 
conformity  with  the  recommendation  of  our 
House  of  Delegates. 

He  explains  the  impact  on  medicine  by  the 
passage  of  the  Medicare  Law,  and  especially  the 
impact  of  Title  18,  Parts  A and  B,  and  Title 
19  which  will  very  profoundly  influence  the 
practice  of  medicine. 

Passage  of  Public  Law  89-239,  Heart  Disease, 
Cancer,  and  Stroke  Amendments  of  1965,  was 
greatly  influenced  in  Congress  by  the  18  mean- 
ingful modifications  proposed  by  the  A.M.A. 
and  state  medical  societies. 

District  Branches.  He  reports  that  those 
upstate  are  active  and  thriving. 

Our  Own  Building.  He  recommends  appro- 
priate action  to  implement  the  carrying  out  of 
this  project  as  soon  as  possible. 

Woman’s  Auxiliary.  He  stresses  the  great 
potential  power  of  this  organization  and  its  great 
help  in  the  past. 

Medical  Assistants  Association.  He  com- 
mends the  formation  of  this  group  and  foresees 
better  physician-patient  relationship. 

Physicians’  Home.  He  strongly  urges  the 
support  of  the  work  being  carried  on  for  such  a 
worthy  cause. 

Budget.  He  congratulates  all  those  responsi- 
ble for  our  present  solvent  condition. 

State  Health  Department.  Dr.  Willis  urges 
full  cooperation  of  this  Society  with  the  State 
Health  Department,  so  that  the  people  of  the 
State  may  continue  to  enjoy  the  present  high 
level  of  medical  care  and  health  protection. 

Dr.  Willis  mentions  the  names  of  several 
committees,  not  under  the  sponsorship  of  the 
Medical  Society  of  the  State  of  New  York, 
which  he  attended  in  the  interest  of  providing 
better  medical  care  to  the  public. 

In  concluding  his  report,  our  president  thanks 
the  physicians  of  the  State,  the  headquarters 
staff,  and  the  officers  and  committees  of  the 
Society  for  their  efforts  during  his  administra- 
tion. He  especially  mentioned  the  cooperation 
of  Drs.  Blake  and  Fineberg. 

We  realize  how  fortunate  we  have  been  in 
having  as  our  president  this  past  year  a man 
of  the  caliber  of  Dr.  Waring  Willis.  Thank 
you,  Dr.  Willis,  for  having  successfully  guided 
this  Society  through  a trying  year. 
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. . . Dr.  Hammett’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  187  ( see  176) 

President-Elect 

Dr.  Hammett:  In  these  days  of  material- 

istic obsession  and  self-aggrandizement,  it  is 
reassuring  to  come  upon  selfless  men  who  view 
their  impending  duties  as  opportunities  to  en- 
hance the  stature  and  status  of  their  colleagues 
and  to  promote  the  individual  and  collective 
well-being  of  their  fellow  men.  These  opening 
sentiments  in  Dr.  Blake’s  report  bode  well  for 
his  term  of  office. 

Dr.  Blake  rightly  places  the  problems  of 
adjustment  to  the  Medicare  law  in  the  forefront 
of  his  report.  Our  previous  opposition  not- 
withstanding, he  aptly  points  out  that  it  is  the 
law  and  that  as  citizens  and  physicians  we  must 
recognize  our  responsibilities  to  our  profession 
and  to  our  Society  to  provide  high  quality 
medical  care  to  all  the  people  and  to  work  in  the 
interests  of  better  public  health.  At  the  same 
time,  he  rightly  suggests  that  physicians  be 
quick  to  recognize  medical  changes  in  the  law 
and  that  we  feel  free  to  express  constructive 
suggestions  in  the  administration  of  the  pro- 
gram. The  four  main  factors  involved  are: 
(1)  the  utilization  of  facilities,  (2)  the  costs  of 
medical  care,  (3)  the  methods  of  payment  for 
medical  services,  and  (4)  the  quality  of  medical 
care. 

Our  president-elect  briefly  reviewed  the 
Society’s  cordial  relationship  with  the  State 
Department  of  Health  and  expressed  the  desire 
to  continue  this  mutual  respect  and  coopera- 
tion for  the  common  good. 

Under  the  heading  of  Medical  Society  ac- 
tivities, he  endorses  the  early  implementation  of 
plans  to  effect  a suitable  and  adequate  home  of 
our  own,  so  as  to  better  carry  out  the  ever- 
growing scope  of  our  activities.  Dr.  Blake 
also  takes  cognizance  of  a needed  review  of  our 
Bylaws  and  of  a need  for  constant  reassessment 
of  the  Relative  Value  Scale. 

A particularly  vital  concern  of  our  president- 
elect is  in  the  area  of  nursing  service.  To 
erase  the  problem  of  an  ever-growing  nursing 
shortage,  he  advocates  enhancement  of  their 
working  conditions  and  their  compensation  to 
the  level  of  other  professions.  Dr.  Blake  also 
feels  that  the  Committees  on  Legislation  and 
the  Public  Relations  Committee  should  be  en- 
couraged to  continue  their  diligent  labors  in 
their  respective  fields. 

In  conclusion,  Dr.  Blake  intends  to  support 
our  Hospital  and  Professional  Relations  Com- 
mittee in  exploring  proper  functioning  utiliza- 
tion plans  for  the  benefit  of  the  patient  and  to 
study  how  we  physicians  can  further  contribute 
to  reducing  the  rising  costs  of  hospital  and 
medical  care. 

The  reference  committee  compliments  the 
president-elect  on  his  forthright  and  realistic 
approach  to  his  impending  duties  and  wishes 
him  well  in  the  execution  of  same. 


. . . Dr.  Hammett’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  188  ( see  10,  73) 

Secretary 

Dr.  Hammett:  No  one  can  possibly  ap- 

preciate the  exacting,  if  not  overwhelming, 
responsibilities  that  accrue  to  the  role  of  secre- 
tary, and  once  again  Walter  T.  Heldmann, 
M.D.,  has  withstood  the  rigors  of  his  office  and 
turned  in  a most  creditable  performance. 

The  instructions  of  the  House  of  Delegates 
have  been  carried  out  and  will  be  reported  on  by 
the  appropriate  committees.  Minutes  of  the 
proceedings  of  the  Council,  the  Executive  Com- 
mittee, and  the  Trustees  have  been  prepared 
and  accepted. 

In  addition  to  the  time-consuming  usual 
duties,  the  secretary  has  spent  many  hours  in 
furthering  the  activities  of  the  Physicians 
Placement  Bureau  and  with  increasing  results. 

Dr.  Heldmann  modestly  attributes  much  of 
his  success  to  the  efforts  of  his  staff  and  pays 
special  tribute  to  Doris  K.  Dougherty  and  to 
all  the  officers  of  the  Society  with  whom  he  has 
so  many  dealings. 

Your  reference  committee  is  thoroughly  im- 
pressed by  his  effective  performance  and  extends 
its  satisfaction  and  appreciation  of  a job  well 
done. 

. . . Dr.  Hammett’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  189  ( see  13,  68) 

Executive  Vice-President 

Dr.  Hammett:  Your  reference  committee 

appreciates  the  detailed  reports  submitted  by 
our  executive  vice-president,  Henry  I.  Fine- 
berg,  M.D.  This  dedicated  servant  of  medicine 
provides  a front  line  communique  on  the  day- 
by-day  affairs  of  our  Society.  All  delegates 
should  read  his  reports,  in  order  to  gain  a de- 
tailed picture  of  the  multitudinous  activities 
which  occupy  him  and  our  organization. 

The  House  will  act,  by  the  reports  of  other 
reference  committees,  on  many  topics  mentioned 
in  Dr.  Fineberg’s  report.  The  volume  and 
complexity  of  the  problems  which  are  his  rou- 
tine concern  would  discourage  one  without  his 
positive  philosophy  of  service. 

Again  this  year  our  headquarters  is  operating 
in  a manner  which  is  both  efficient  and  solvent. 
Dr.  Fineberg  makes  a strong  plea  for  the  estab- 
lishment of  a department  of  research  and  plan- 
ning. This  reference  committee  is  acting  on  a 
resolution  to  implement  this  request.  A de- 
tailed report  is  included  on  the  discussions  with 
the  Internal  Revenue  Service,  the  continuing 
M.D.-D.O.  problem,  and  the  relationships  with 
Federal  and  State  health  plans. 

In  summary,  this  is  the  report  of  a physician 
who  likes  his  work  and  does  it  well.  We  are 
fortunate  to  have  him  as  our  executive  vice- 
president. 
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. . . Dr.  Hammett’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  190  ( see  11) 

Treasurer 

Dr.  Hammett:  The  reference  committee 

reviewed  the  work  of  the  treasurer,  Samuel  Z. 
Freedman,  M.D.  Under  his  capable  and  dili- 
gent efforts,  the  Society  is  financially  in  the 
black.  The  treasurer  has  continued  the  estab- 
lishment of  sound  financial  controls  together 
with  close  scrutiny  of  expenditures.  As  a re- 
sult, the  balance  sheet  of  our  Medical  Society, 
as  of  December  31,  1965,  and  as  certified  by  our 
accountants,  Patterson  and  Ridgway,  shows  a 
net  income  of  $132,632.36.  For  this,  the 
treasurer,  the  executive  vice-president,  and  the 
Board  of  Trustees  are  to  be  commended.  The 
treasurer  has  properly  emphasized  the  main- 
tenance of  continued  financial  supervision  to 
maintain  our  present  good  financial  position. 

. . . Dr.  Hammett’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  191  ( see  12,  71) 

Board  of  Trustees 

Dr.  Hammett:  The  Board  of  Trustees, 

under  the  excellent  guidance  of  its  chairman, 
Renato  J.  Azzari,  M.D.,  has  continued  to 
exercise  its  duties  and  function  in  an  exemplary 
manner.  It  is  acutely  aware  of  its  duty  and 
obligation  to  “supervise  the  financial  affairs  of 
the  Society.”  This  is  well  documented  by  the 
report  of  the  treasurer  which  shows  a desirable 
net  income  of  well  over  $100,000. 

The  Board  of  Trustees  suffered  a profound 
loss  in  the  passing  of  one  of  its  fellow  trustees, 
Joseph  A.  Lane,  M.D.  In  accordance  with  the 
Bylaws,  the  Council  elected  George  A.  Burgin, 
M.D.,  to  fill  the  unexpired  term  of  Dr.  Lane. 

The  members  of  the  Medical  Society  of  the 
State  of  New  York  may  be  assured  that  the 
future  of  our  Society  is  resting  in  very  capable 
hands,  the  Board  of  Trustees. 

. . . Dr.  Hammett’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  192  ( see  15) 

War  Memorial 

Dr.  Hammett:  The  War  Memorial  Com- 

mittee, under  the  able  chairmanship  of  John  M. 
Galbraith,  M.D.,  continues  to  do  the  work  that 
must  be  so  gratifying  to  all  of  us.  With  the 
establishment  of  this  committee  and  with  its 
total  assessments  received  of  $248,630,  it  is  able 
to  help  the  children  of  our  brave  colleagues  who 
lost  their  lives  on  behalf  of  their  own  country. 
This  help  has  been  in  the  field  of  education.  The 
letters  the  committee  has  received  from  mothers 
and  children  are  heartwarming  indeed. 

Your  reference  committee  concurs  in  the 
thought  that  the  same  benefits  should  be  ex- 


tended to  any  possible  victim  of  the  Viet  Nam 
crisis.  This  has  been  taken  care  of  by  the 
Federal  government,  and  we  expect  it  should  be 
taken  care  of  by  this  Society. 

. . . Dr.  Hammett’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried  . . . 

Section  193  ( see  14) 

Budget  and  Finance 

Dr.  Hammett:  The  Budget  and  Finance 

Committee  was  under  the  capable  leadership  of 
William  L.  Wheeler,  Jr.,  M.D.  It  has  worked  in 
close  association  with  the  treasurer  and  the 
Board  of  Trustees  to  present  a 1966  budget 
estimate  on  a sound  financial  basis.  The  com- 
mittee made  a thorough  analysis  of  all  income 
and  expenditures  as  these  relate  to  actual 
budgetary  allocations.  We  are  pleased  to  report 
to  the  House  of  Delegates  that  the  proposed 
excess  income  over  expenditures  for  the  year 
1966  is  estimated  to  be  $27,669.  This  budget 
has  been  approved  by  the  Board  of  Trustees. 

We  feel  that  the  1966  budget  is  on  a sound 
financial  basis  providing  adequate  and  necessary 
programs  of  the  Society  within  the  realms  of 
economic  operation. 

. . . After  discussion,  Dr.  Hammett’s  motion 
to  adopt  this  portion  of  the  report  was  unani- 
mously carried  . . . 

Section  194  ( see  65) 

Building 

Dr.  Hammett:  The  Ad  Hoc  Committee  for 
Our  Own  Building  was  under  the  capable  and 
interested  leadership  of  Renato  J.  Azzari,  M.D. 
The  suggestion  to  study  recommendations  for 
our  own  building  was  originally  made  by  the 
Board  of  Trustees  in  1962.  That  committee  and 
this  present  committee  have  made  extensive 
investigations  into  the  purchase  of  a building  or 
the  selection  of  a site  and  the  construction  of  a 
building.  An  architectural  firm,  at  no  cost  to 
the  Society,  prepared  sketches  and  plans  which 
were  shown  to  both  the  1965  House  of  Delegates 
and  the  Council.  After  analyzing  travel  pat- 
terns, accessibility  to  highways,  bridges,  and  air 
terminals,  it  was  decided  that  Metropolitan  New 
York  would  be  the  most  desirable  location.  The 
ad  hoc  committee  requested  consideration  of  a 
clear  and  unequivocal  mandate  from  the  House 
of  Delegates  for  the  acquisition  or  construction 
of  a headquarters  building  for  the  Society. 

We  wish  to  point  out  to  you  that  our  building 
fund  is  very  adequate,  that  the  need  for  larger 
quarters  is  evident,  that  the  present  offices  are 
in  a high  rental  building.  We  are  in  complete 
agreement  that  a new  headquarters  building  is 
necessary  and,  in  making  the  mandate  for 
embarking  on  a building  project,  we  suggest  that 
the  decisions  implementing  the  project  be  most 
carefully  weighed  from  all  professional  angles 
and  that  equitable  representation  be  accorded 
to  the  steering  group. 

. . . After  discussion,  during  which  Dr. 
Stephens’  motion  to  investigate  the  costs  of 
constructing  a headquarters  building  in  the 
capitol  district  area  was  defeated.  Dr.  Ham- 
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mett’s  motion  to  adopt  this  portion  of  the  report 
was  carried  . . . 

Section  195  ( see  133 ) 

Refund  of  Dues  to  Members  Entering 
Temporary  Service  in  Armed  Forces 

Dr.  Hammett:  Resolution  66—58 — your 

reference  committee  recommends  approval  of 
this  resolution. 

. . . Dr.  Hammett’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried  . . . 

Section  196  ( see  135) 

Bureau  of  Planning  and  Research  at  Medical 
Society  of  the  State  of  New  York  Headquarters 

Dr.  Hammett:  Resolution  66-60 — your 

reference  committee  recommends  approval  of  this 
resolution. 

. . . After  discussion,  during  which  President 
Willis  and  Executive  Vice-President  Fineberg 
described  the  functions  of  such  a bureau  and  the 
assignment  of  staff  to  it,  Dr.  Hammett’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Section  197  (see  78,  101,  134) 

Headquarters  Building  for  Medical 
Society  of  the  State  of  New  York 

Dr.  Hammett:  Resolutions  66-2,  66-26,  and 
66-59,  concerning  a headquarters  building  for 
the  Medical  Society  of  the  State  of  New  York, 
were  considered  together,  and  your  reference 
committee  offers  the  following  substitute  resolu- 
tion: 

Whereas,  At  the  suggestion  of  the  Board 
of  Trustees  in  1962,  an  Ad  Hoc  Committee  to 
Study  Recommendations  for  Our  Own  Build- 
ing was  appointed;  and 

Whereas,  This  committee  and  its  successor, 
the  Ad  Hoc  Committee  for  Our  Own  Build- 
ing, have  made  extensive  investigations  into 
the  purchase  and/or  construction  of  a suitable 
building  to  house  the  headquarters  of  the 
Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  The  Ad  Hoc  Committee  for  Our 
Own  Building  has  recommended  unanimously 
that  a building  be  purchased  and/or  con- 
structed and  that  it  be  located  in  Metro- 
politan New  York;  and 

Whereas,  Although  the  House  of  Dele- 
gates has  on  several  occasions  in  the  past  indi- 
cated its  desire  to  have  this  subject  studied,  at 
no  time  has  the  House  expressed  itself 
specifically  concerning  such  a project;  now 
therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  go 
on  record  as  recommending  that  the  Medical 
Society  of  the  State  of  New  York  purchase  a 
building  or  select  a site  and  construct  a suit- 
able building  for  its  headquarters  to  be  lo- 
cated in  Metropolitan  New  York;  and  be  it 
further 

Resolved,  That  this  resolution  be  imple- 
mented at  the  earliest  possible  time. 


. . . After  discussion,  during  which  Dr.  Freed- 
man questioned  the  necessity  of  immediate 
action  on  the  purchase  of  property  and  Dr. 
Pallin’s  motion  to  add  the  word  “city”  to  the 
words  “Metropolitan  New  York”  in  the  first 
“resolved”  was  defeated,  Dr.  Hammett’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Dr.  Hammett:  This  reference  committee 

was  greatly  assisted  at  its  deliberations  by  the 
many  delegates  who  took  an  active  part  in  our 
sessions,  especially  the  session  where  the  discus- 
sion of  this  building  was  involved.  Your 
chairman  wishes  to  thank  the  members  of  the 
reference  committee,  all  of  whom  took  an 
active  part  in  preparing  this  report.  We  wish  to 
extend  our  sincere  thanks  to  our  very  capable 
secretary,  Mrs.  Roslyn  Schmetterling,  for  her 
help  and  guidance  in  compiling  this  report. 

. . . Dr.  Hammett’s  motion  to  adopt  the  re- 
port as  a whole,  as  amended,  was  unanimously 
carried  . . . 


Address  of  Governor 

Section  198 

Address  of  Governor  Nelson  A.  Rockefeller 

. . . Speaker  Wurzbach  introduced  President 
Willis,  who  introduced  Hollis  S.  Ingraham, 
M.D.,  Commissioner  of  Health  of  the  State  of 
New  York  . . . 

Dr.  Ingraham:  I want  to  express  my  very 

high  regard  for  Dr.  Willis,  Dr.  Fineberg,  and  the 
other  officers  of  this  Society,  and  to  say  how 
highly  we  in  the  State  Health  Department  value 
the  relationships  we  have  with  the  State  Medical 
Society. 

I am  sure  that  you  would  agree  that  you  can 
name  on  one  hand  the  issues  of  our  time.  These 
are  war  and  peace,  education,  the  equal  rights 
struggles,  and  two  great  themes  that  deal  with 
health.  The  first  of  these  is  the  heedless 
desecration  of  our  environment,  the  waters,  and 
the  air,  and  the  land  itself.  The  final  great 
national  issue  I believe  to  be  medical  care,  its 
availability,  its  quality,  and  more  disquieting  of 
late  the  costs,  particularly  of  hospital  care. 

We  can  take  immense  satisfaction  in  the  fact 
that  New  York  State  possesses  a governor  who 
has  come  squarely  to  grips  with  these  great 
health  issues  of  our  time.  For  seven  years  now 
that  office  has  been  filled  by  a man  who  has 
matched  our  comprehension  and  compassion 
regarding  health  problems  with  courage,  vigor, 
and  imagination  in  resolving  them.  We  have 
enjoyed  the  leadership  of  a governor  who  has 
grasped  the  full  consequences  of  the  tragic  cor- 
ruption of  this  State’s  natural  treasury  of  waters, 
who  saw  the  fearsome  effects  of  polluted  lakes 
and  rivers  as  carriers  of  disease,  as  destroyers  of 
hopes  and  recreation,  as  an  economic  blight  and 
an  esthetic  affront,  and  we  have  witnessed  his 
leadership  in  meeting  the  problem  with  the 
boldest  and  the  surest  answer  to  water  pollution 
heard  anywhere  in  this  nation,  the  Pure  Waters 
program,  which  won  the  resounding  appeal  of 
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the  voters  of  this  State  last  November.  The 
eventual  rescue  of  the  State’s  precious  waters 
from  the  foul  drip  of  pollution  will,  in  my  view, 
win  for  our  guest  today  the  respect  and  the 
affection  of  a grateful  State  for  all  time. 

And  now  he  has  turned  his  energies  to  the 
ugly  cloud  of  air  pollution  that  threatens  man 
and  degrades  his  world.  Now  he  has  matched 
his  quest  for  a more  healthful  environment  with 
actions  to  promote  each  man’s  health  within 
that  environment.  From  the  day  our  guest 
assumed  the  highest  office  in  this  State,  he  has 
pursued  a policy  of  promoting  high  quality 
medical  care  for  all,  within  the  reach  of  all,  and 
with  the  full  recognition  of  the  need  for  guidance 
by  the  medical  profession. 

This  interest  resulted  in  the  passage  last  year 
of  Article  28  of  the  Public  Health  Law,  which  is 
the  first  comprehensive  policy  in  any  state  for 
insuring  quality  care  and  for  moderating  costs  in 
our  hospitals,  and  also  incidentally  a law  that 
shifted  hospital  supervision  from  a welfare 
agency  to  a medical  agency. 

Now  I shall  not  take  the  time  from  his  discus- 
sion to  mention  all  of  his  contributions,  but  they 
have  included  more  aid  for  medical  research, 
programs  to  brighten  medical  science’s  neglected 
corner  of  rehabilitation,  protection  of  the 
physician  and  the  patient  through  x-ray  and 
laboratory  licensing,  expansion  of  medical  edu- 
cation, a vastly  expanded  mental  health  pro- 
gram, among  them. 

It  does  give  me  great  comfort  as  a citizen  of 
this  State  to  be  served  by  such  a public  official. 
It  gives  me  greater  satisfaction  as  a health  com- 
missioner to  serve  under  such  a public  official, 
and  it  is  with  immense  pleasure  that  I present  to 
you  now  a governor  who  I am  sure  will  be 
marked  in  history  as  a man  who  rescued  New 
York’s  waters  and  a tested  and  true  champion 
of  the  public’s  health,  your  governor,  Nelson  A. 
Rockefeller. 

His  Excellency,  Governor  Nelson  A. 
Rockefeller:  Dr.  Hollis  Ingraham,  Dr. 

Waring  Willis,  Dr.  Appel,  Dr.  Blake,  Dr. 
Wurzbach,  Dr.  Fineberg,  members  of  the  House 
of  Delegates  and  friends,  believe  me  it  is  an 
exciting  thing  to  be  in  government,  to  have  the 
privilege  of  being  in  government,  but  it  is  a very 
happy  and  wonderful  experience  when  you  have 
the  privilege  of  working  with  such  nice  people  as 
Dr.  Ingraham,  Dr.  Willis,  and  the  members  of 
your  organization  who  really  care  and  who  really 
are  concerned  about  trying  to  do  a job  for 
people. 

Government  today  creates  the  framework 
within  which  all  of  us  as  citizens  have  the  oppor- 
tunity of  functioning  as  free  individuals,  and  the 
wisdom  with  which  that  framework  is  created, 
the  sensitivity  of  the  awareness  of  those  who 
are  responsible  for  the  creation  of  that  frame- 
work, determines  the  degree  of  freedom  and  the 
degree  of  opportunity  for  self-realization  which 
the  individual  citizen  has.  Therefore,  in  our 
society,  in  my  opinion,  we  depend  importantly 
on  the  calibre  of  men  and  women  both  in  govern- 
ment and  in  private  life  who  devote  their 
energies  and  their  thoughts  and  their  talents  to 


working  within  the  structure  of  government  to 
create  this  framework  and  the  programs  that  are 
carried  out  within  it,  so  that  it  has  been  my 
privilege  to  have  a unique  opportunity  in  the 
associations  with  men  like  Dr.  Ingraham,  who 
have  given  their  lives  to  public  service,  and  the 
leadership  of  your  organization  and  the  mem- 
bership of  your  organization,  which  not  only  has 
carried  out  through  its  individual  members  your 
individual  responsibilities  but  has  taken  always 
the  larger  point  of  view,  which  is  the  good  of  the 
community  as  a whole. 

This,  I think,  is  the  secret  of  the  success  that 
has  made  this  the  great  Empire  State.  It  has 
been  a history  of  progressive  recognition  of 
peoples’  problems,  a recognition  which  in  my 
opinion  goes  very  closely  back  to  Lincoln’s  basic 
concept  that  we  as  government  should  do  only 
those  things  which  the  people  can’t  do  for  them- 
selves alone  better  or  more  effectively.  It  is 
within  that  spirit  that  we  have  tried  to  deal  with 
our  problems,  and,  therefore,  today  I would  like 
to  take  the  opportunity  of  reviewing  with  you  as 
a group  the  associations  that  I have  had  with 
your  leadership  and  the  programs  which  we  have 
tried  to  work  out  together  in  the  common  inter- 
est of  the  people  of  this  great  State. 

I am  doubly  honored  by  your  invitation  to 
speak  here  today.  First,  you  as  individuals 
represent  a high  and  humane  calling.  Second, 
the  State  Society  that  represents  you  has  won  a 
special  place  in  the  history  of  American  medi- 
cine. For  well  over  a century  and  a half,  the 
Medical  Society  of  the  State  of  New  York  has 
been  a force  for  medical  excellence  and  a seat  of 
public  responsibility — not  alone  in  the  State  but 
for  an  entire  nation. 

This  Society  led  the  movement  for  a national 
association  that  eventually  succeeded  in  rescuing 
medical  education  from  diploma  mills  and  indif- 
ferent standards  two  generations  ago.  It  was 
created  by  an  act  of  State  government  in  1806, 
which  grew  out  of  the  appeals  of  New  York 
physicians  for  State  action  to  prevent  quacks 
and  well-meaning  incompetents  from  passing  as 
physicians. 

This  event  marked  the  commencement  of  an 
unwritten  compact  between  those  who  practice 
the  healing  arts  and  those  who  practice  the  art 
of  government.  This  compact’s  implicit,  if 
unspoken,  assumption  is  that  the  public  health 
is  a universal  good  and  a universal  goal  imposing 
heavy  obligations  on  both  parties.  It  requires, 
in  the  field  of  health,  that  good  medical  de- 
cisions must  be  good  public  decisions,  and  that 
good  public  decisions  must  be  good  medical 
decisions.  Both  these  kinds  of  decisions  depend 
on  communication  between  physicians  and 
public  officials  marked  by  mutual  trust,  con- 
fidence, and  understanding. 

I had  an  experience  just  a few  weeks  ago  that 
demonstrates  what  I mean.  A small  delegation 
representing  your  Society  came  to  visit  me  here 
in  New  York  City.  Heading  the  group  was 
your  distinguished  president,  Dr.  Willis,  and 
among  the  other  members  was  your  very  able 
executive  vice-president.  Dr.  Fineberg.  Also 
present  were  State  health  officials  including 
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Commissioner  Ingraham.  This  session  was,  to 
my  mind,  a model  of  communications  between 
public  and  private  leadership.  We  exchanged 
views  with  complete  frankness  for  about  an 
hour  and  a half. 

I was  especially  pleased  by  the  evident  rap- 
port between  the  Society’s  representatives  and 
our  State  Health  officials — certainly  I don’t 
mean  perfect  agreement  on  all  scores,  but  a 
healthy  give-and-take  that  grows  out  of  mutual 
respect. 

We  discussed,  for  example,  among  other 
things,  the  question  of  medical  fees  paid  by 
government  agencies  like  welfare  and  health 
departments.  I know  that  this  organization 
favors  a relative  value  scale  uniform  throughout 
the  State.  In  other  words,  if  a certain  surgical 
procedure  is  rated  as  worth  ten  times  an  office 
visit  in  one  area,  then  physicians  in  other  parts 
of  the  State  should  be  compensated  in  the 
same  proportion  if  not  necessarily  in  the  same 
amount.  I agree  that  this  is  an  equitable 
arrangement.  My  budget  staff  is  working  with 
the  Health  Department  and  other  officials  to 
come  up  with  a suitable  scale.  As  soon  as  this 
scale  is  ready,  we  will  adopt  it  State-wide  for 
all  medical  fees  set  by  State  government. 

I am  also  sympathetic  to  changes  in  the  new 
amphetamine  and  barbiturate  drugs  law  that 
will  ease  the  paper  work  it  imposed  on  physi- 
cians. I have  authorized  the  State  Health 
Department  to  prepare  such  amending  legisla- 
tion. However,  I trust  that  you  share  my 
conviction  that  the  substance  of  these  new 
controls  was  needed  to  help  curb  drug  abuse. 

I have  also  supported  other  measures  advanced 
by  your  Society  in  the  public  interest.  Last 
year  I signed  into  law  a bill  exempting  county 
medical  society  buildings  from  real  estate  taxa- 
tion. The  year  before,  I supported  and  signed 
the  “Good  Samaritan”  bill,  which  removes  the 
threat  of  legal  harassment  of  doctors  who  stop 
to  treat  persons  in  emergency  situations.  And 
this  year,  I have  proposed  measures  to  increase 
the  number  of  students  entering  the  health 
professions  through  State  contracts  with  private 
universities,  facilitating  expansion  of  their 
medical  and  dental  schools.  I might  say  here 
parenthetically  that  this  was  a case  where  the 
initiative  was  taken  by  the  private  medical 
schools  who  came  as  a group,  the  deans  of  eight 
schools,  to  make  the  proposal — that  in  connec- 
tion with  meeting  the  shortages  in  the  various 
professional  fields  if  the  State  were  in  a position 
to  contract  with  them  on  so  much  per  student, 
plus  assistance  on  capital  construction  costs, 
they  would  be  able  to  increase  their  enrolment, 
and  thus  with  the  present  and  existing  facilities 
provide  this  additional  student  population  in 
the  field. 

I think  we  are  breaking  new  ground  here. 
Of  course,  as  you  all  know,  we  have  been  trying 
to  catch  up  with  the  State  University  expansion 
to  meet  the  tremendous  increased  need  for 
college  education  for  the  young  people  of  this 
State. 

I might  digress  further  by  saying  one  of  the 
first  things  I did  when  I took  office  in  1959  was 


to  get  the  Board  of  Regents  to  join  with  me 
in  sponsoring  a study  of  higher  educational 
needs  for  the  State,  which  was  headed  by  Dr. 
M.  E.  Heald,  and  they  said  we  would  have  to 
double  the  college  facilities  in  this  State  in  ten 
years  and  triple  them  in  twenty-five  years,  but 
when  you  think  of  the  history  of  higher  educa- 
tion in  New  York  State  going  back  some  three 
hundred  years,  and  then  the  prospect  of  doubling 
those  facilities  that  have  been  built  with  such 
care  and  such  tremendous  dedication,  doubling 
them  in  ten  years,  the  problem  is  staggering. 
But  I can  report  to  you  that  we  are  well  on  the 
way,  that  we  have  increased  State  aid  in  terms 
of  scholarship  incentive  and  subsidized  State 
loans  from  eight  million  to  eighty-four  million 
in  seven  years,  and  that  we  have  increased  the 
State  University  enrolment  from  38,000  full- 
time students  to  108,000  full-time  students  this 
fall  on  58  campuses,  and  that  we  are  going  to 
185,000  students. 

However,  I want  to  say  in  the  same  breath 
we  are  now  starting  to  work  with  the  private 
colleges  to  see  how  we  can  cooperate  with  them 
on  the  expansion  of  their  facilities  under  con- 
tract, so  that  we  have  this  dual  system  of 
government  and  private  colleges  and  universi- 
ties functioning  to  meet  the  needs  of  the  young 
people.  My  goal  has  been  that  no  boy  or  girl 
with  the  capacity  and  the  desire  to  go  to  college 
should  be  prevented  from  doing  so  because  he 
or  she  either  lacks  the  financial  means  personally 
or  because  we  did  not  have  enough  facilities, 
and  so  in  both  of  these  fields  again  we  have  the 
example  of  cooperation. 

This  year  I have  proposed  measures  to  in- 
crease the  number  of  students  entering  the 
health  professions  through,  as  I just  mentioned, 
the  private  contracts. 

Laboratory  services  are  another  area  in  which 
my  administration  with  your  help  has  acted 
in  the  joint  interest  of  physicians  and  the  public. 
I don’t  have  to  dramatize  for  this  audience  the 
tragic  potential  of  shoddy,  incompetent,  or 
unreliable  clinical  laboratory  services.  Last 
year  my  proposal  for  safeguarding  these  critical 
laboratory  operations  was  enacted  into  law. 

A related  measure  which  my  administration 
proposed  and  saw  enacted  regulates  x-ray  tech- 
nicians, thus  making  medical  practice  safer  for 
physician  and  patient  alike. 

In  the  field  of  rehabilitation,  we  introduced  a 
system  of  State  aid  which  now  supports  16 
rehabilitation  centers  in  hospitals  across  the 
State,  and  we  expanded  rehabilitative  assistance 
so  that  thousands  of  children  afflicted  with 
chronic  and  degenerative  diseases  now  get  your 
help  through  an  expanded  State  aid  program. 

One  of  the  major  missions  of  this  administra- 
tion has  been  to  relieve  the  human  blight  of 
mental  illness.  We  have  continually  sharpened 
our  therapeutic  tools  so  that  the  stay  of  newly- 
admitted  patients  to  State  mental  institutions 
has  dropped  from  eight  to  four  months  since 
1958. 

I might  say  during  this  period  there  has  been 
an  increase  of  about  30  per  cent  in  the  number  of 
people  coming  for  treatment,  but  I think  we 
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have  been  able  to  remove  much  of  the  aspersion 
that  was  attached  to  commitment  to  mental 
institutions  so  that  the  voluntary  entrance  is 
now  possible,  and  there  is  a far  greater  freedom 
on  the  part  of  people  to  accept  assistance, 
medical  assistance,  for  mental  problems  just  as 
they  have  for  so  long  been  willing  and  anxious 
to  get  assistance  for  physical  problems. 

We  have  created  the  Mental  Hygiene  Facili- 
ties Improvement  Fund  to  provide  up  to 
$500,000,000  in  new  facilities — more  than  the 
State  has  built  in  the  preceding  twenty-five 
years.  I might  say  here  again  that  there  is 
the  new  approach  which  is  to  orient  these 
programs  and  these  institutions  to  the 
community-related  activities  to  encourage  the 
local  communities  to  develop  their  own  com- 
munity mental  health  programs,  clinical  pro- 
grams, where  the  individual  and  the  community 
can  go  for  clinical  treatment  and  then  if  needed 
can  go  to  the  hospital,  which  will  be  a State 
hospital  ranging  from  200  to  1,000  beds  in  the 
neighborhood  where  they  can  get  the  treat- 
ment, thus  leaving  the  concept  of  the  tremen- 
dous institutions  which  we  have  in  the  field  of 
mental  illness  where  the  individual  left  the 
community  and  went  at  great  distance  from  his 
home  to  find  residence  in  one  of  these  larger 
institutions. 

I might  say  to  give  you  some  feel  of  the  size 
of  the  problems  that  we  deal  with  at  the  State 
level  there  are  in  the  care  now  of  the  Depart- 
ment of  Mental  Hygiene  some  109,000  pa- 
tients either  in  hospitals  or  in  the  schools  for 
the  mentally  retarded. 

We  have  also  launched  a pioneering  program 
of  preventive  medicine  in  the  mental  health 
field  by  requiring  PKU  testing  of  all  children 
at  birth. 

Last,  I want  to  mention  two  health  victories 
from  which  I draw  special  satisfaction:  the 

Pure  Waters  program  and  the  new  State 
hospital  program,  both  enacted  last  year. 

First,  your  Society  supported  the  Pure 
Waters  program.  I want  to  thank  you  very 
much  for  that  assistance,  which  resulted  in  a 
4 to  1 vote  by  the  public  of  a billion  dollar 
bond  issue,  which  is  a fantastic  accomplishment 
in  terms  of  civic  awareness  and  civic  support  of 
the  public’s  broad  interests.  As  a result,  as  I 
just  said,  your  State  government  is  now  em- 
barked, because  of  the  one  billion  dollar  bond 
issue,  on  a $1.7  billion  crusade  to  rescue  our 
waters  from  pollution  by  the  year  1971. 

This  year  I have  added  a quest  for  clean  air 
to  the  crusade  for  clean  waters,  but  before 
mentioning  that  I would  like  to  say  that  the 
responsibility  for  the  pure  waters  program  is 
also  in  Dr.  Ingraham’s  hands  in  the  Health 
Department,  and  they  are  now  in  the  process 
of  preparing  cases  and  having  hearings  for 
communities  and  industries  totaling  over  two 
thousand  in  this  State  that  are  polluting  the 
waters.  This  program  is  going  extremely  well 
because  of  the  way  in  which  it  is  being  handled 
by  Dr.  Ingraham  and  his  associates.  We  are 
getting  a wonderful  response  from  the  communi- 
ties and  the  industries,  most  of  them  on  a volun- 


tary basis  without  the  necessity  of  court  action. 
The  State  pays  one  third  under  this  program, 
we  advance  the  Federal  third,  and  the  local 
community  is  responsible  for  one  third. 

In  going  now  on  to  the  quest  for  clean  air,  I 
have  asked  once  again  here  for  your  valued 
support  as  we  marshall  our  attack  on  the  menace 
of  air  pollution.  Here,  of  course,  there  is  a 
tremendous  amount  of  research  to  be  done 
before  we  are  in  a position  to  undertake  a 
program  on  a large  scale  or  on  an  all-out  basis 
as  we  have  in  connection  with  the  water 
program. 

Turning  then  to  the  hospital  bill,  this  grew 
out  of  two  related  issues  that  have  commanded 
my  concern  since  I first  took  office.  I wanted 
to  know  how  we  could  provide  the  citizens  of 
this  State  with  the  best  possible  medical  care 
and  at  the  same  time  moderate  the  unceasing 
advance  of  hospital  costs,  which  is  a matter  of 
deep  concern  to  everyone.  I was  fortunate  in 
getting  Marion  Folsom  to  head  a blue  ribbon 
commission  to  study  this  issue,  and  Dr.  Willis 
was  one  of  the  six  other  members  of  this  able 
group. 

Among  the  conclusions  this  committee  reached 
was  that  State  supervision  of  hospitals  should 
be  performed  by  a medically-oriented  depart- 
ment, which  the  State  Medical  Society  has 
long  favored.  The  shift  has  now  been  made. 
As  of  February  1,  hospitals  in  this  State  are 
wholly  supervised  by  the  State  Health  Depart- 
ment rather  than  the  Department  of  Social 
Welfare  as  before.  This  pattern  of  organiza- 
tional logic  has  been  respected  in  other  areas. 

Under  Medicare,  I was  required  to  designate 
a State  agency  to  certify  the  hospitals  and  other 
patient-care  institutions  eligible  for  participa- 
tion. I have  assigned  this  critical  task  also  to 
the  State  Health  Department. 

In  addition  to  the  widely-known  hospitaliza- 
tion part  of  Medicare,  there  is  also  a section 
which  vastly  expands  medical  care  to  welfare 
recipients  and  other  medical  hardship  cases. 
This  is  known  as  Title  19  of  the  Social  Security 
Act,  and  the  program  will  be  administered  in 
New  York  by  the  State  Social  Welfare  Depart- 
ment, but  I have  assigned  the  State  Health 
Department  to  handle  the  medical  aspects  of 
Title  19,  and  with  your  help  the  Health 
Department  will  review  the  medical  plans  of 
local  welfare  agencies  and  also  review  the  actual 
quality  of  care.  These  are  major  shifts  in 
orientation  in  this  State  in  this  important  field. 

While  I am  on  the  subject,  I want  to  mention 
one  more  new  job  for  the  Health  Department 
that  relates  directly  to  this  issue.  Under  the 
new  hospital  law,  the  Department  will  certify 
whether  hospital  fees  paid  by  government  and 
Blue  Cross-type  purchasers  are  reasonably 
related  to  costs. 

One  of  our  major  human  objectives  should  be 
to  break  the  dreary  cycle  in  which  poverty 
grows  out  of  sickness,  and  sickness  grows  in 
turn  out  of  poverty.  As  Disraeli  said,  “The 
health  of  the  people  is  the  foundation  upon 
which  ...  all  their  powers  as  a state  depend.” 

I am  aware  that  fair  reimbursement  for 
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medical  services  is  a vital  first  step  towards 
ending  so-called  “poorhouse  medicine.”  The 
fair-payments  system  for  physicians  and  hos- 
pitals that  this  administration  has  adopted  sets 
us  well  on  the  road  toward  a single  standard  of 
care  for  all  regardless  of  economic  station. 

I am  sure  I have  given  you  more  than  enough 
evidence  to  demonstrate  that  good  medical 
policies  and  good  public  policies  go  hand  in 
hand.  I trust  I have  also  conveyed  to  you  the 
esteem  in  which  I hold  this  Society  for  its 
indispensable  support  of  my  proposals  to  ad- 
vance the  public’s  health. 

I extend  my  deepest  admiration  to  Dr.  Willis 
as  he  completes  his  term  as  your  president. 
Dr.  Willis  has  given  you  a year  of  superb 
leadership  marked  by  parallel  advances  for 
both  the  medical  profession  and  the  people  of 
this  State. 

To  his  distinguished  and  able  successor,  Dr. 
Blake,  I pledge  the  State  to  renew  that  un- 
written compact  I spoke  of  earlier — through 
which  the  public  official  and  the  private  physi- 
cian work  together  to  advance  human  health. 

That  giant  among  your  colleagues,  the  late 
Sir  William  Osier,  once  described  the  physician 
as  “one  of  the  most  valuable  assets  in  a com- 
munity . . . worth,”  he  said,  “many  another 
man.” 

I share  this  high  regard,  and  I shall  continue 
to  pursue  a course  of  government  that  will 
further  enhance  your  value  to  the  community 
of  citizens  of  this  State. 

I want  again  to  take  this  opportunity  of 
expressing  my  appreciation  to  your  officers,  to 
each  one  of  you  individually  for  what  you  have 
done,  are  doing,  and  continue  to  do  for  the 
people  of  this  great  State. 

Thank  you  very  much  indeed. 


Report  of  Reference  Committee  on 
Public  and  Professional  Affairs 

. . . Vice-Speaker  Babbage  introduced  Irving 
Cramer,  M.D.,  Oneida,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Public 
and  Professional  Affairs  . . . 

Section  199  ( see  47) 

Commission  on  Public  and  Professional  Affairs 

Dr.  Cramer:  The  report  of  James  M.  Blake, 
M.D.,  chairman,  Commission  on  Public  and 
Professional  Affairs,  was  reviewed.  The  ref- 
erence committee  agrees  with  then-  conclusion 
that  during  1965  the  Commission,  through  its 
three  component  committees,  not  only  carried 
i on  the  activities  of  previous  years  but  expanded 
its  projects  and  implemented  them  with  a great 
deal  of  success. 

. . . Dr.  Cramer’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously 
carried  . . . 


Section  200  ( see  48,  69) 

Federal  Legislation 

Dr.  Cramer:  The  reference  committee 

reviewed  the  report  of  the  Committee  on 
Federal  Legislation  headed  by  George  J. 
Lawrence,  Jr.,  M.D.  The  comprehensive  report 
published  in  the  January  1,  1966,  issue  of  the 
Journal  was  reviewed.  The  report  was 
approved  in  principle.  Your  reference  commit- 
tee wishes  to  congratulate  this  group  for  the 
tremendous  effort  put  forth  in  our  behalf  as 
regards  Federal  legislation. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Dr.  Cramer:  Supplementary  Report:  In  the 
first  item  of  this  report,  Social  Security  for 
Physicians,  the  reference  committee  agrees  with 
the  changes  recommended  pertaining  to  the 
Social  Security  Law,  P.L.  89-97.  Your  com- 
mittee recommends  that  steps  be  taken  to 
amend  this  law  to  provide  liberalization,  by 
counting  the  quarters  of  coverage  and  average 
monthly  earnings  for  three  years  prior  to  the 
effective  date  of  the  law.  This  parallels  amend- 
ments of  the  Social  Security  Law  in  1954  and 
1956  regarding  other  self-employed  professional 
people  such  as  lawyers,  dentists,  accountants, 
and  engineers,  for  whom  similar  provisions  have 
heretofore  been  granted. 

Since  these  proposals  involve  physicians  from 
our  State  as  well  as  from  every  part  of  the 
nation,  your  reference  committee  suggests  that 
we  petition  our  State  representatives  in  Con- 
gress to  make  the  changes  requested  in  the 
Social  Security  Law.  Our  delegates  to  the 
American  Medical  Association  should  be  in- 
structed to  draw  up  and  submit  a resolution  or 
resolutions  on  these  subjects  at  the  next  meeting 
of  the  American  Medical  Association,  embody- 
ing the  suggestions  heretofore  made. 

. . . Dr.  Cramer’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried  . . . 

Dr.  Cramer:  “Animal  Laboratory  Bills” — 
We  suggest  that  Federal  legislation  is  needed  to 
support  further  and  continuing  research  which 
hopefully  will  eradicate  cancer  and  other  ail- 
ments affecting  mankind. 

. . . After  discussion,  Dr.  Lawrence’s  motion 
to  amend  the  report  to  include  approval  of  the 
American  Medical  Association  statement  was 
carried.  The  statement  is  as  follows:  “In 

summary,  we  again  urge  upon  this  subcommittee 
that  Federal  legislation  in  this  area  would  be 
unwise  and  in  any  form  is  unnecessary.  We 
believe  that  much  has  been  done  in  the  last 
few  years  to  improve  the  standards  of  care 
and  treatment  of  laboratory  animals.  It  is  in 
the  interest  of  the  research  scientists  that  ani- 
mals subject  to  experimentation  be  in  good 
condition,  free  from  disease  and  malnutrition. 
Researchers  are  men  with  advanced  education 
and  are  responsible  men  of  integrity,  dedicated 
in  the  fields  of  medical  and  biomedical  research 
to  the  advancement  of  medicine  and  to  dis- 
coveries which  may  save  human  lives  and  al- 
leviate the  pain  and  suffering  of  the  ill.  We 
believe  that  the  voluntary  activities  of  the 
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groups  of  associations  involved  in  the  area  of 
animal  research  are  proceeding  in  an  effective 
way  to  accomplish  the  goal  sought — the  humane 
care  and  treatment  of  laboratory  animals. 
We  submit  that  Federal  legislation  is  not  needed 
and  would  not  be  in  the  interest  of  humanity.” 

Dr.  Cramer’s  motion  to  adopt  this  por- 
tion of  the  report,  as  amended,  was  then 
unanimously  carried  . . . 

Dr.  Cramer:  “Federal  Unemployment  In- 

surance”— We  respect  this  committee  for  its 
interest  and  conscientious  attitude  and  for  its 
views  expressed,  but  we  think  it  would  be 
wiser  for  the  Medical  Society  to  restrict  its 
advice  to  purely  health  matters.  Inasmuch  as 
the  objections  raised  to  H.R.  82-82  show  no 
direct  concern  with  the  physical  or  mental 
health  problems  of  the  citizens  of  this  State,  it 
is  the  recommendation  of  this  reference  com- 
mittee that  no  action  regarding  this  bill  be 
taken. 

. . . After  discussion,  Dr.  Lawrence’s  sub- 
stitute motion  to  approve  the  portion  of  the 
supplementary  report  of  the  Committee  on 
Federal  Legislation,  entitled  “Federal  Un- 
employment Insurance,”  was  carried.  The 
report  includes  the  following:  “ . . . your  com- 

mittee recommends  that  the  House  go  on  record 
as  opposing  in  principle  all  laws  of  this  kind 
which  tend  towards  federalization  and  in 
particular  to  voice  its  objection  to  H.R.  82-82, 
which  is  opposed  by  the  U.S.  Chamber  of 
Commerce  and  the  Empire  State  Chamber  of 
Commerce.”  . . . 


Dr.  Cramer:  “Report  to  Council” — Your 

reference  committee  has  given  careful  considera- 
tion to  the  excellent  recommendations  of  the 
Council  committee  and  suggests:  (1)  that  the 

trips  to  Washington  would  be  more  fruitful  if 
they  were  made  more  often  by  smaller  groups, 
(2)  that  members  of  the  Society  make  every 
effort  to  contact  legislators  in  their  own  com- 
munities, (3)  that  the  State  Society  encourage 
participation  by  county  medical  societies  at 
county  expense  in  these  trips  to  Washington, 
and  (4)  that  the  executive  vice-president  con- 
tinue to  make  available  such  staff  assistance  as 
this  committee  may  need,  which  includes  the 
assigning  by  the  executive  vice-president  of  all 
necessary  staff  personnel  to  cover  meetings  of 
interest  to  medicine  for  the  purpose  of  ade- 
quately reporting  back  to  the  appropriate  com- 
mittee and  the  chairman.  Your  reference  com- 
mittee recommends  that  the  conference  on 
Federal  legislation  to  be  attended  by  county 
medical  society  chairmen  be  held  at  least  once 
per  year  in  a central  location,  and  that  its  scope 
be  broadened  to  include  adequate  discussion  of 
State  and  local  legislative  matters. 

. . . After  discussion,  during  which  Dr.  Wurz- 
bach’s  motion  to  refer  this  portion  of  the  report 
to  the  Council  for  consideration  and  imple- 
mentation was  lost.  Dr.  Cramer’s  motion  to 
adopt  this  portion  of  the  report  was  carried  . . . 

...At  12:30  p.m.,  Vice-Speaker  Babbage 
recessed  the  meeting  . . . 


FEBRUARY  16,  1966 


Wednesday  Afternoon  Session 


. . . The  session  convened  at  2:20  p.m. 

Section  201 

Report  of  Scientific  Exhibit  Awards 

. . . Speaker  Wurzbach  introduced  Thurman 
B.  Givan,  M.D.,  chairman,  Subcommittee  on 
Scientific  Exhibit  Awards,  who  presented  the 
following  report: 

To  the  House  of  Delegates,  Gentlemen: 

Your  Scientific  Exhibit  Awards  Subcom- 
mittee really  studied  all  the  wonderful  exhibits. 
We  hope  the  members  of  the  House  and  others 
will  visit  these  exhibits,  for  they  are  all  worth- 
while. 

The  awards  are  given  in  two  categories: 
Group  I awards  are  made  for  exhibits  of  in- 
dividual investigation  which  are  judged  on  the 
basis  of  originality  and  excellence  of  presenta- 
tion. Group  II  awards  are  made  for  exhibits 
which  do  not  exemplify  purely  experimental 
studies  and  which  are  judged  on  the  basis  of 
presentation  and  correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research, 
are  as  follows: 


First:  “Major  Reconstruction  of  the  Cardiac 
Valves  Using  Autogenous  Tissue,”  Charles  P. 
Bailey,  M.D.,  Jacob  Zimmerman,  M.D.,  and 
Teruo  Hirose,  M.D.,  St.  Barnabas  Hospital, 
The  Bronx. 

For  the  first  time,  the  Mead-Johnson  Com- 
pany has  awarded  an  Aesculapius  Scroll  and  a 
check  for  $200  for  an  outstanding  scientific 
exhibit.  This  was  awarded  to:  “Diagnosis  and 
Operative  Treatment  for  Aortoiliac  Occlusive 
Disease,”  Howard  C.  Baron,  M.D.,  Jewish 
Memorial  Hospital,  New  York  City. 

Second:  “Experimental  Induction  of  Blad- 
der Cancer,”  Benjamin  B.  K.  Peng,  M.D., 
Keith  Waterhouse,  M.D.,  and  Frank  C.  Hamm, 
M.D.,  State  University  of  New  York  Down- 
state  Medical  Center,  Brooklyn. 

Honorable  Mention:  “Marshall  Space  Flight 
Center,”  National  Aeronautics  and  Space  Ad- 
ministration, Huntsville,  Alabama. 

The  awards  in  Group  II,  Clinical  Research, 
are  as  follows: 

First:  “How  to  Approach  an  Eye,”  Dan  M. 
Gordon,  M.D.,  New  York  Hospital,  New  York 
City. 
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Second:  “Nuclear  Medicine  in  a Small  Com- 
munity: A Cooperative  Effort,”  Irwin  A. 

Oppenheim,  M.D.,  Glen  M.  Ebersole,  M.D.,  and 
John  D.  Voltmann,  M.D.,  Jamestown  General 
Hospital,  Jamestown. 

Honorable  Mention:  “Syphilis  Treatment  with 
Antibiotics  Other  Than  Penicillin,”  John  M. 
Knox,  M.D.,  David  H.  Short,  M.D.,  Joseph 
Glicksman,  M.D.,  Baylor  University  College 
of  Medicine,  Texas  Medical  Center,  Houston, 
Texas. 

Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  Chairman 

Section  202 

Address  of  James  Z.  Appel,  M.D.,  President 
of  the  American  Medical  Association 

. . . Speaker  Wurzbach  introduced  President 
Willis  who  presented  James  Z.  Appel,  M.D., 
president  of  the  American  Medical  Association, 
who  addressed  the  House  as  follows: 

It  is  needless  for  me  to  say  what  a great  pleas- 
ure and  honor  it  is  for  me  to  be  here  and  also  to 
thank  you  again  for  the  extraordinary  privileges 
you  offered  me  yesterday  and  the  kind  enter- 
tainment that  I have  been  receiving  ever  since 
I have  been  in  New  York. 

Before  I start  I would  like  to  pay  a little 
tribute  to  one  individual  I happen  to  spot  in  the 
audience  here  today.  When  I first  entered  the 
House  of  Delegates  of  the  American  Medical 
Association  he  represented  your  State,  and 
was  there  for  a good  many  years  and  taught 
me  a lot.  I met  him  in  Albany  at  a meeting, 
and  I said  something  there  too  of  my  feelings 
about  him,  so  he  knows  those,  and  I certainly 
want  to  extend  to  the  Medical  Society  of  the 
State  of  New  York  my  personal  appreciation 
of  having  sent  to  the  American  Medical  As- 
sociation an  individual  who  taught  me  a lot  about 
the  A.M.A.  I refer  to  Dr.  Bedell,  who  is 
sitting  down  there  in  the  House. 

I thought  I would  try  to  give  you  a little 
brief  rundown  of  just  exactly  what  the  American 
Medical  Association  has  been  doing  in  its  rela- 
tionship with  the  Department  of  Health, 
Education,  and  Welfare  in  the  development  of 
the  rules  and  regulations  of  Medicare,  Title 
18,  and  then  speak  a little  bit  more  at  length 
about  Title  19,  which  I believe  is  not  too  well 
known,  or  I have  found  as  I traveled  around  the 
country  it  is  not  too  well  known  to  physicians. 

In  regard  to  the  advisory  committee  and  its 
relationships  with  the  Department  of  Health, 
Education,  and  Welfare,  as  you  well  know  the 
Department  created  six  technical  committees 
to  develop  the  rules  and  regulations,  and  they 
accepted  appointment  to  those  committees  of 
the  physicians  that  we  nominated  to  the  Sec- 
i retary  of  Health,  Education,  and  Welfare. 

Those  committees  have  completed  their  work, 
by  and  large.  Their  reports  are  going  to 
HIBAC,  that  is  the  Health  Insurance  Benefits 
Advisory  Council,  which  is  the  statutory 
committee  appointed  by  the  Secretary  of  Health, 
Education,  and  Welfare,  on  which  he  asked  us 
to  nominate  one  doctor.  Samuel  Sherman, 


M.D.,  of  California,  was  our  nominee  for  that 
particular  job,  and  he  is  on  that  committee. 
There  are,  I think,  15  on  the  committee,  of 
whom  7 are  M.D.’s  and  some  of  them  are  very 
good  friends  of  American  medicine. 

In  our  studies  of  the  rules  and  regulations  of 
the  technical  committees,  I think,  as  I get  the 
reports  from  the  technical  committees  by  our 
representatives,  that  our  work  there  has  been 
quite  specific.  The  main  issues  that  we  had 
discussed  with  them  relate  to  such  things  as 
certification,  recertification,  utilization  and 
review  committees,  customary  and  usual  fees, 
and  of  course  the  relationship  between  the  in- 
hospital-based specialists.  Claim  forms  we 
have  discussed  with  them  at  great  length.  As  I 
remember  the  reports  of  the  technical  committees 
that  go  to  HIBAC,  we  have  not  done  too  badly. 
They  have  not  accepted  everything  we  pro- 
posed, not  by  a long  shot,  but  I think  if  we  hit 
70  to  80  per  cent  of  our  proposals,  and  I think 
we  are  going  to  do  that,  we  will  do  very  well. 

The  biggest  area  that  we  have  been  unsuccess- 
ful in  is  the  area  about  the  inhospital-based 
specialists,  and  yet  we  did  gain  some  things 
there.  Of  course,  the  law  provides  that  the 
professional  services,  the  physician  services, 
shall  be  given  under  Part  B of  the  Medicare 
act.  What  we  were  unsuccessful  with  is  to 
persuade  the  Department  of  Health,  Education, 
and  Welfare  of  the  point  of  view  of  particularly 
the  pathologists  that  those  services  they  render 
in  the  hospital  laboratory  have  to  do  with 
supervision,  administration,  and  quality  con- 
trol of  the  laboratory.  HEW  has  decided  that 
these  are  not  physicians’  services  inasmuch 
as  they  do  not  comply  with  their  definition 
of  a physician’s  service,  which  is  that  a phy- 
sician’s service  shall  constitute  the  services  that 
a physician  personally  delivers  to  a patient, 
and  therefore  they  felt  that  quality  control, 
supervision,  administration,  and  management 
of  the  laboratories  should  be  considered  as  a 
hospital  service,  and  the  recompense  that  the 
physician-pathologist  gets  for  rendering  these 
services  should  come  from  the  hospital,  and  the 
hospital  be  reimbursed  under  Part  A. 

The  exact  final  result  of  this  decision  of  HEW 
is  at  the  present  time  unknown.  We  carried 
this  argument  directly  to  the  Secretary  him- 
self, after  HIBAC  came  up  with  this  final 
decision.  I am  sure  the  Secretary  is  going 
to  go  along  with  HIBAC.  I understand 
that  there  are  still  negotiations  going  on 
between  the  legal  advisers  of  the  College 
of  American  Pathologists  and  legal  counsel  of 
the  Department  of  Health,  Education,  and 
Welfare  because  of  the  possibility  of  securing 
an  injunction  against  the  Department  of  ap- 
proving this  particular  type  of  a definition. 

I cannot  tell  you  what  the  results  are  going  to 
be,  but  I can  give  you  the  status  quo  at  the 
present  time. 

So  far  as  certification  and  recertification  are 
concerned,  we  have  got  that  down  to  the  sim- 
plest possible  that  it  can  be,  and  that  is,  namely, 
as  far  as  the  Department  of  Health,  Education, 
and  Welfare  is  concerned,  simply  the  ordinary 
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admission  note,  and  likewise  the  progress  note 
that  you  as  a physician  in  charge  of  the  case 
should  do,  and  which  complies  with  the  regula- 
tions and  standards  of  the  Joint  Committee  on 
Accreditation  of  Hospitals,  will  satisfy  the 
Department  of  Health,  Education,  and  Welfare 
that  this  patient  has  been  certified  and  needs 
hospitalization,  and  that  hospitalization  should 
be  continued. 

We  did  request  that  recertification  should  be 
made  in  twenty  days,  and  the  technical  com- 
mittee so  recommended,  they  accepted  our 
request,  but  HIBAC  changed  that  and  made  it 
fourteen  days  for  the  first  recertification. 

Our  impression  is  that  our  advice  on  utiliza- 
tion committees  was  adopted  practically  one 
hundred  per  cent.  The  hospital  determines  when 
utilization  review  is  necessary.  There  is  no 
regulation.  That  must  be  done  at  any  time. 
A very  salient  point  was  brought  out  that  when 
the  utilization  committee  does  make  this  re- 
view the  judgment  of  the  physician  in  charge 
of  the  case  must  be  given  full  weight.  It  cannot 
be  an  arbitrary  decision  of  the  utilization  com- 
mittee. 

The  utilization  committees’  reports  likewise 
are  not  available  to  state  agencies  as  was  orig- 
inally proposed — that  they  could  come  down 
and  look  at  your  detailed  reports  and  minutes, 
and  that  they  could  come  down  and  look  at 
your  charts. 

Likewise  the  only  matter  that  is  required  as 
far  as  a report  is  that  a detailed  report  of  the 
utilization  committee  should  go  to  the  executive 
committee  of  the  medical  staff,  and  important 
facts,  such  as  this  patient  no  longer  requires 
hospitalization  in  accordance  with  the  opinion 
of  the  utilization  committee,  only  that  would  go 
to  the  hospital  administrator  and  through  him 
to  the  patient,  to  the  physician,  and  to  the  state 
agency.  So  I think  we  did  pretty  well  on 
utilization  committees. 

The  claim  form  which  was  first  presented  to 
us  was  one  which  was  very  complex,  and  now 
it  has  been  whittled  down  and  it  compares 
very  much  with  the  accepted  claim  forms,  the 
one  that  has  been  drawn  up  by  the  joint  com- 
mittee of  the  Health  Insurance  Council  for 
the  American  Medical  Association  and  the 
joint  committee  of  Blue  Shield-Blue  Cross, 
which  is  a very  simple  claim  form  that  has  to  be 
filled  out. 

I am  quite  enthusiastic  about  some  other 
things  that  have  happened.  I think  our  re- 
sponsibility that  we  have  demonstrated  to  the 
Department  of  Health,  Education,  and  Welfare 
has  borne  fruit. 

The  advisory  committee  was  charged  only 
to  take  care  of  Title  18;  however,  the  board 
broadened  our  responsibility  and  asked  us  to 
cover  Title  19  and  the  Heart  Disease,  Cancer, 
and  Stroke,  so  we  requested  and  received  the 
opportunity  to  advise  the  Public  Health  Serv- 
ice so  far  as  the  Heart  Disease,  Cancer,  and 
Stroke  bill  is  concerned,  and  likewise  the  De- 
partment of  Welfare  so  far  as  Title  19  is  con- 
cerned. 

The  situation  in  both  these  cases  is  different 


from  that  with  Medicare.  They  are  not  so 
detailed.  The  regulations  are  not  going  to  be  so 
detailed,  but  I think  we  will  have  good  weight 
in  both  of  these  situations. 

Finally  I would  like  to  reveal  to  you  something 
that  just  happened  recently,  just  a couple  of 
weeks  ago.  We  got  a request  from  the  De- 
partment of  Health,  Education,  and  Welfare 
to  do  two  things.  First,  to  furnish  them  the 
names  of  individuals  to  make  up  a commission 
of  two,  three,  or  four  individuals  that  we  felt 
were  competent  to  go  over  to  Saigon  for  the 
Px-esident  of  the  United  States  and  evaluate  the 
medical  education  system  in  Saigon  and  how  the 
Medical  School  of  Saigon  can  furnish  more 
physicians,  better  qualified,  to  practice  and  take 
care  not  only  of  the  Army  in  South  Viet  Nam 
but  also  the  civilian  population. 

I know  it  was  not  too  long  ago  that  the 
American  Medical  Association  was  never  asked 
to  do  a job  like  that.  They  pointed  out  when 
I said,  “Well,  why  ask  us?  Why  not  ask  the 
AAMC,  or  some  medical  school,  or  somebody 
else?”  and  asked,  “Aren’t  these  educators  mem- 
bers? Don’t  you  have  good  educators  who  are 
members  of  the  American  Medical  Association?” 

“Yes.” 

“We  feel  that  the  A.M.A.  is  the  organization 
to  give  us  the  most  valid  nomination  for  this 
particular  job,”  and  as  a result  of  that  four 
individuals  are  going  to  be  sent  over  there. 
They  will  constitute  the  commission  to  make 
this  study.  This  is  the  kind  of  relationship 
that  I like  to  see  developed  where  government 
comes  to  us  as  the  fountainhead  and  seeks 
help  and  advice  in  how  a job  can  be  done,  even 
if  it  is  way  off  in  South  Viet  Nam.  I am  very 
pleased  that  we  are  developing  this  type  of 
liaison  with  the  Federal  government.  I am 
looking  forward  to  the  day  that  when  they,  the 
administration,  do  promote  legislation  in 
health  care  and  things  of  that  sort  we  will  be 
consulted  before  they  write  the  bills,  and  not 
after  they  write  the  bills,  and  after  the  bills  are 
passed.  I think  this  is  a great  step  forward. 

Now,  if  I may  I would  like  to  turn  my  atten- 
tion to  Title  19  of  this  bill.  I don’t  know  how 
familiar  you  are  in  New  York  State  with  this 
particular  bill,  but  this  is  a big  bill.  It  is 
tremendous.  It  really  is.  It  will  cover  some 
35,000,000  people,  as  far  as  the  rendition  of 
health  care  and  helping  to  finance  health  care 
in  this  country.  It  will  cover  five  categories 
eventually.  First,  it  will  cover  all  of  those  over 
age  sixty-five  who  are  needy  or  near  needy,  what 
we  refer  to  as  indigent  and  the  medically  in- 
digent. It  will  cover  families  with  dependent 
children,  needy  and  near  needy.  It  will  cover 
the  blind,  again  needy  and  near  needy.  It  will 
cover  the  permanently  and  totally  disabled, 
needy  and  near  needy,  and  eventually  it  will 
cover  everybody  in  the  United  States  who  is 
in  this  category  of  being  needy  or  near  needy. 
It  is  estimated  in  those  aged  over  sixty-five 
it  will  amount  to  about  4,700,000.  Presently 
there  are  5,000,000  in  the  other  three  categories 
that  I mentioned,  but  it  will  be  increased  to 
16,600,000  or  more;  and  under  the  category  of 
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all  needy  and  near  needy  the  only  estimate  I see 
will  be  millions,  so  the  best  estimate  that  I have 
seen  given  as  to  the  coverage  of  this  particular 
piece  of  legislation  is  some  35,000,000  people. 

It  is  important  to  mention  that  this  particular 
piece  of  legislation  likewise  is  the  only  part  of  this 
law  that  the  American  Medical  Association  sup- 
ported and  endorsed,  and  we  did  do  this  before 
it  was  enacted  into  law.  Because  of  the  fact 
that  we  did  do  this,  it  is  very  pertinent  that  we 
know  this  bill  backwards  and  forwards  and  do 
everything  we  possibly  can  to  make  sure  that 
it  is  implemented  to  its  greatest  advantage  in 
our  particular  stage. 

The  bill  provides  that  in  these  five  categories 
of  individuals  I mentioned  to  you  the  benefits 
for  all  categories  must  be  the  same.  They  can- 
not vary.  At  the  present  time  for  those  states 
who  enact  it  they  would  only  have  to  provide 
or  pass  an  enabling  act  for  it.  They  would 
only  have  to  pass  some  institutional  and  some 
out-of-institutional  care.  However,  as  years 
go  by  they  must  broaden  their  benefits  to  cover 
about  15  categories  of  medical  assistance  or  at 
least  some  of  these  15  categories.  I will  name 
them  off:  Inpatient  hospital  services  other  than 
tuberculosis  and  mental  diseases,  outpatient 
hospital  services,  other  laboratory  and  x-fay 
services,  skilled  nursing  home  services  except 
tuberculosis  and  mental  diseases,  age  twenty- 
one  and  over  twenty-one,  physicians’  services 
whenever  provided,  medical  care  or  other  types 
of  remedial  care  recognized  by  the  state  law 
and  furnished  by  licensed  practitioners  within 
the  scope  of  their  practice,  home  health  care 
services,  private  duty  nursing  services,  clinic 
services,  dental  services,  physical  therapy  serv- 
ice and  related  services,  prescribed  drugs, 
eyeglasses,  dentures,  prostheses,  other  diagnoses 
screened  and  briefed,  and  rehabilitative  services, 
inpatient  hospital  services  and  skilled  nursing 
home  services  for  individuals  sixty-five  or  over 
in  an  institution  for  tuberculosis  and  mental 
diseases. 

You  notice  I excluded  those  earlier  because 
the  states  can  select  from  these  categories,  and 
this  is  a separate  category.  Also  any  other 
medical  or  remedial  care  i-ecognized  under  the 
state  law  and  specified  by  the  Secretary  of 
HEW. 

Now  as  I pointed  out  a state  that  has  imple- 
mented the  law  as  of  this  date  only  has  to  apply 
or  to  furnish  some  institutional  and  some  out- 
of-institution  services.  However,  by  July  1, 
1967,  the  first  five  categories  must  be  covered 
by  the  state,  provided  by  the  state;  that  is, 
inhospital  services,  other  than  tuberculosis  and 
mental  diseases,  outpatient  hospital  services, 
other  laboratory  and  x-ray  services,  skilled 
nursing  home  services,  and  physician  services. 
The  statement  itself  in  its  plan  for  the  imple- 
mentation provides  for  the  expansion  of  nec- 
essary services,  so  unless  by  January  1,  1970, 
the  state  has  not  implemented  the  five  services 
1 I have  given  and  indicated  plans  for  expansion, 
all  Fedei'al  assistance  for  health  care  in  that 
state  will  cease,  and  by  July  1,  1975,  the  benefits 
must  be  extended  to  cover  all  the  needy  re- 


gardless of  age,  or  physical  condition,  or  de- 
pendency. So  you  see  this  covers  a lot  of 
people. 

There  will  be  xxo  Federal  limitation  on  the 
extent  or  the  length  of  benefits.  In  other  woi'ds, 
unlike  Medicare  when  only  hospital  services 
are  provided  for  ninety  days  or  one  hundred 
twenty  days  in  a nursing  home,  in  this  particular 
program  there  is  xxo  limitation  by  the  Federal 
governmexxt  for  such  length  of  service.  The 
state  may  limit  it  if  they  so  desire,  and  it  has  a 
definite  relationship  to  Title  18. 

In  the  case  of  the  inhospital  ixxdividual  who  is 
entitled  to  hospital  benefits  uixder  Title  18, 
the  state  plan  must  include  a provision  whereby 
the  deductibles  of  Title  18  axe  picked  up  by  the 
state  uixder  Title  19,  and  any  of  those  services 
that  the  state  implements  under  Title  19  for 
which  the  individual  would  be  eligible  but  does 
not  receive  under  Title  18  must  be  provided 
under  Title  19  of  the  act.  You  see  it  becomes 
an  administrative  monstrosity  too. 

Another  thing,  as  far  as  Part  B is  concerned, 
here  again  the  deductibles  in  the  coinsurance 
must  be  picked  up  by  the  state  under  Title 
19.  Those  deductibles  provided  in  Medicare 
under  Title  B,  under  Title  18,  must  be  picked  up 
by  the  state  for  the  near  needy.  The  state 
may  relate  the  amount  or  the  portion  of  these 
deductibles  and  coinsurance  that  it  picks  up — • 
this  is  for  the  near  needy — may  relate  this 
amount  of  money  to  the  income  and  resources 
of  the  individual.  In  other  words,  as  a person’s 
income  incx-eases  and  becomes  larger  the  state 
may  pay  a lesser  share  of  the  deductibles  and 
coinsurance.  This  is  somewhat  like  the 
O’Byrnes  bill,  you  recall.  This  is  can  ied  through 
the  whole  program  as  far  as  the  near  needy  are 
concerned.  The  idea  behind  this  is  this:  An 
individual  might  have  an  income  of  $20,000 
a year — I am  picking  that  figure  out  of  the  sky — 
but  be  presented  with  such  a catastrophic 
monstrous  bill  for  health  care  services  that  even 
at  that  level  the  state  could  assist  him  under 
Title  19  in  the  payment  of  these  large  health 
costs.  But  it  must  thereby  be  related  to  the 
individual’s  income,  and  they  would  not  pick 
up  the  whole  bill  under  Title  19  in  that  situation. 

What  about  the  financing?  How  is  this 
going  to  be  financed?  The  total  cost  of  this 
program  is  completely  unknown.  I have  not 
seen  anybody  estimate  what  it  is  going  to  cost. 
The  Fedei'al  share,  as  you  know,  comes  out  of 
the  genei’al  treasury. 

One  of  the  things  that  the  new  bill  does  the 
old  Kerr-Mills  did  not,  or  it  changed  the  Kerr- 
Mills  in  that  it  has  inci'eased  the  Fedei'al  share 
of  pai'ticipation  so  that  today,  depending  on  the 
per  capita  income  of  the  state,  the  Fedei'al 
share  will  range  anywhere  from  55  to  83  per  cent. 

I suspect  that  your  state  and  my  state  are  those 
states  that  are  close  to  that  55  per  cent  share. 

I don’t  know,  but  I just  suspect  that. 

The  Federal  govei'nment  will  likewise  pay 
75  per  cent  of  the  cost  of  the  compensation 
and  the  training  of  the  professional  personnel 
and  supporting  staff  needed  to  administer  the 
act  in  the  state.  It  is  particularly  anxious  that 
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the  administration  of  this  particular  title  in 
states  shall  be  done  by  members  of  the  medical 
profession,  and  this  is  one  of  the  reasons  for 
this  particular  provision  in  the  bill,  that  be- 
cause professional  people  cost  a good  bit  in  the 
way  of  compensation  the  Federal  government, 
to  encourage  states  to  use  professional  people 
in  this  respect,  will  pay  75  per  cent  of  the  cost. 

The  Federal  government  likewise  will  pay 
50  per  cent  of  the  remainder  of  the  administra- 
tive costs  that  accrue  to  a state.  If  a state 
does  not  increase  its  total  expenditure  in  these 
areas  of  health  care  that  are  covered  under 
Title  19  in  the  four  or  five  areas  I have  men- 
tioned by  more  than  5 per  cent  at  1965,  then 
the  Federal  grant  to  that  state  will  remain 
at  105  per  cent  of  what  it  gave  in  1965  until  the 
state  does  either  qualify  for  more  money  or  is 
dropped  from  the  program  entirely,  as  I pointed 
out  before,  in  1970  or  1975. 

What  is  the  responsibility  of  the  state? 
Initially  the  state  must  furnish  not  less  than 
40  per  cent,  match  not  less  than  40  per  cent  of 
the  Federal  share,  the  other  60  per  cent  it  can 
get  from  the  local  community  if  it  so  wishes. 
However,  after  January  1,  1970,  a state  must 
match  the  grant  or  must  still  supply  the  total 
amount  of  the  nonfederal  costs  of  a program. 
It  is  not  50  per  cent  of  the  cost  of  the  program 
in  any  state  because  you  see  it  depends  on 
whether  the  state  gets  55  per  cent  or  83  per 
cent,  but  whatever  that  part  of  it  is  it  must  be 
furnished  by  the  state  itself.  On  the  other  hand, 
if  there  are  communities  that  wish  to  participate 
in  this,  then  they  can  do  this  with  the  approval 
of  the  Secretary  of  Health,  Education,  and  Wel- 
fare, so  long  as  the  state  assures  the  Secretary 
that  the  benefits  throughout  the  entire  state 
will  be  equal  and  not  be  much  better  in  one 
community  than  in  another  community. 

The  administration  of  it  from  the  Federal 
level  is  general,  just  general  regulations,  de- 
fining and  explaining  what  the  state  plans  must 
be,  and  what  they  must  meet,  what  regulations 
they  must  meet,  but  in  very  general  terms,  and 
this  is  the  reason  why,  as  I said  earlier,  the 
American  Medical  Association’s  consultations 
with  Dr.  Winston,*  who  is  charged  with  this 
particular  bill  and  those  who  are  enrolled  under 
it,  are  infinitely  better  than  under  Title  18, 
because  we  will  not  be  dealing  with  specific 
things  like  reasonable  costs,  or  usual  customary 
costs,  and  things  of  that  particular  sort.  How- 
ever, the  state  must  develop  specific  regulations 
that  deal  with  these  matters,  and  here  is  where 
the  State  Society  must  have — and  I am  so 
happy  to  see  you  in  New  York  do  have — a 
good  relationship  with  your  governor  and  with 
your  Health  Department.  It  will  pay  off,  and 
as  they  develop  the  rules  and  regulations  for  the 
implementation  of  your  program,  for  which 
as  I realize  the  enabling  act  has  already  been 
passed,  I hope  that  you  participate. 

What  is  likely  to  be  the  basis  of  reimbursement 
in  this?  I think  that  the  definitions  that  are 

* Dr.  Ellen  Winston,  Commissioner,  Welfare  Adminis- 
tration, Department  of  Health,  Education,  and  Welfare, 
Washington,  D.C. 


made  for  Medicare  Title  18  so  far  as  reasonable, 
or  usual,  or  customary,  will  be  the  ones  that 
are  going  to  prevail  under  Title  19.  That 
is  why  I think  it  is  rather  important  that  the 
definitions  that  we  have  secured  there  are  as 
they  will  be  under  Title  19.  I think  they  are 
very  sound. 

The  one  thing  that  the  Federal  government 
is  going  to  insist  on  under  these  programs  is 
that  there  will  be  no  cut  in  hospital  costs  or  in 
physicians’  charges  just  because  we  are  dealing 
with  indigent  people  or  near  indigent.  It  is 
anticipated  that  the  fees  charged  by  physicians 
and  accepted  and  the  costs  for  hospital  services 
that  are  accepted  under  Title  18  will  be  the  same 
under  Title  19.  The  reasoning  behind  this  is 
this:  They  feel  in  Washington  that  too  many 
times  welfare  departments  or  state  health  de- 
partments who  have  administered  Kerr-Mills 
have  extracted  from  physicians,  for  example, 
cut  rates,  and  they  say  if  you  have  second  class 
fees  you  are  going  to  get  second  class  service, 
and  they  don’t  want  this.  So  I think  that  your 
fees,  your  charges,  and  the  hospital  costs,  as  the 
Department  of  Health,  Education,  and  Welfare 
looks  at  it,  will  be  on  the  same  basis  as  those 
under  Title  18. 

I would  like  to  make  in  closing  just  a few 
comments  about  this  particular  bill,  that  I 
mentioned  before,  that  this  is  A. M. A. -endorsed, 
and  therefore  we  should  go  all  out  to  try  to  sup- 
port it.  I admit  that  this  is  going  to  further 
compound  the  manpower  shortage — the  man- 
power shortage  of  physicians,  the  manpower 
shortage  of  nurses  particularly,  the  manpower 
shortage  in  technicians.  This  we  will  have  to 
face.  This  is  not  anything  we  can  correct 
easily,  but  it  is  going  to  be  there. 

I think  this  will  compound  our  facility  short- 
age— I mean  hospital  beds  and  nursing  home 
beds.  One  thing  that  we  must  do  is  to  maintain 
the  standards  of  our  hospitals  just  as  we  have 
under  the  Joint  Commission  on  Accreditation  of 
Hospitals. 

I,  unfortunately,  heard  one  individual  in  the 
Federal  administration  make  the  statement 
about  the  nursing  home  beds,  “We  don’t  have 
enough  good  qualified  nursing  home  beds,  so 
therefore  the  best  thing  for  us  to  do  is  to  make 
standards  that  will  qualify  86  per  cent  of  all 
nursing  home  beds  in  the  country.”  This  would 
be  a catastrophe  because  this  undoubtedly 
would  cause  inferior  quality  of  care  in  nursing 
home  care,  and  it  is  the  responsibility  of  the 
state  societies  to  maintain  the  standards  of  high 
quality  of  nursing  homes  that  are  acceptable 
under  this  particular  program. 

At  the  present  time  there  are  21  states  and  the 
District  of  Columbia,  Puerto  Rico,  Guam,  and 
the  Virgin  Islands,  who  have  indicated  their 
intentions  to  participate  in  it.  Six  states  and 
Puerto  Rico  have  programs  under  way,  Minne- 
sota, North  Dakota,  New  York,  Oklahoma,  and 
Pennsylvania.  I know  that  Wisconsin  has  its 
legislation  and  it  intends  to  implement  it  in  the 
not  too  distant  future.  Illinois  already  is  imple- 
mented, so  the  states  are  falling  in  line. 

I was  interested  in  the  remarks  that  Dr. 
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Winston  made  at  our  meeting  in  Chicago.  She 
indicated  that  the  Kerr-Mills  program  has  laid 
the  groundwork  for  close  cooperation  between 
private  practitioners,  hospitals,  and  other  com- 
munity health  facilities  with  public  welfare  and 
health  agencies,  but  then  she  said  something 
that,  I think,  I have  to  give  you  an  accurate 
quotation  from  what  she  said.  I think  this  is 
most  significant  because  you  and  I who  have 
fought  Title  18  have  heard  the  advocates  of 
Title  18  time  and  again  deride  Kerr-Mills,  and 
maybe  some  of  our  own  physicians  have  derided 
Kerr-Mills,  but  this  is  what  Dr.  Winston  said  in 
Chicago  just  a couple  of  weeks  ago:  “In  fact, 

the  support  of  MAA  by  the  American  Medical 
Association  and  by  physicians  throughout  the 
country  is  an  important  reason  why  the  program 
is  now  operating  successfully  in  47  states  and 
jurisdictions,”  so  finally  she  has  come  around  to 
admitting  that  maybe  Kerr-Mills  is  not  as  bad  as 
the  advocates  of  Title  18  thought  it  was. 

I would  like  to  end  up  by  saying  that  built 
into  this  bill  there  is  a carrot  and  a club  at  the 
states  to  get  the  states  to  participate.  The 
carrot  to  get  them  to  eat  the  bill  and  to  enable  it 
is  the  fact  that  there  is  an  increase  in  Federal 
financial  participation  that  will  provide  broader 
and  more  extensive  benefits  to  the  people.  The 
club  behind  it  is  that  unless  the  states  do  some- 
thing about  this  and  participate  in  this  program 
by  the  dates  that  I gave  you,  a cutoff  date  in 
1970  and  a cutoff  in  1975,  the  Federal  govern- 
ment will  not  participate  to  any  extent  in  the 
state  program. 

Whether  we  like  it  or  not,  it  is  there,  but  I 
think  a most  important  thing  is — and  I will 
repeat  it  again — this  is  our  bill,  we  should  sup- 
port it.  We  have  an  opportunity  to  guide  it  in 
the  proper  directions  within  our  own  state 
jurisdiction.  If  it  is  not  in  good  implementation 
in  your  state,  it  is  not  the  bill’s  fault,  it  is  not  the 
law;  it  is  the  state  legislature’s  and  your  fault 
for  not  making  it  so.  You  have  the  privilege 
and  the  right  to  advise  your  state  to  tailor  this  to 
a type  of  assistance  of  the  needy  and  near  needy 
in  the  way  in  which  you  think  it  should  be  done, 
and  preparing  the  health  care  cost  to  the  needy 
and  near  needy  in  the  way  you  think  it  should  be 
done. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs 
(continued) 

Section  203  ( see  49,  72) 

State  Legislation 

Dr.  Cramer:  Your  reference  committee 

reviewed  the  comprehensive  report  submitted  by 
the  Committee  on  State  Legislation,  John  H. 
Carter,  M.D.,  chairman.  We  again  congratu- 
late Dr.  Carter  and  his  committee  for  covering 
efficiently  a tremendous  volume  of  legislation 
with  the  assistance  of  the  staff  of  the  Medical 
Society  of  the  State  of  New  York  Legislation 
Information  Center. 


Y our  reference  committee  notes  the  amplifica- 
tion of  the  official  report  by  the  chairman  in 
which  we  are  informed  this  committee  will  carry 
out  the  mandates  of  the  House  of  Delegates  and 
oppose  additional  legislation  regulating  the  rela- 
tionship between  physicians  and  clinical  labora- 
tories as  adopted  by  the  House  of  Delegates  on 
Wednesday,  February  17,  1965,  and  urges  the 
committee  to  continue  to  oppose  any  other  legis- 
lation as  previously  instructed  by  the  House. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Dr.  Cramer:  66-  -P,  Supplementary  Report — ■ 

On  January  28,  1966,  representatives  of  our 
State  Medical  Society  met  with  Governor  Nelson 
Rockefeller  and  State  Health  Commissioner 
Hollis  Ingraham,  M.D.,  to  present  our  State 
Medical  Society’s  legislation  program  and  to 
seek  his  support  for  it.  It  is  hoped  that  a prece- 
dent has  been  set  for  similar  fruitful  meetings  in 
the  future. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Dr.  Cramer:  Therapeutic  Abortions — The 

recommendations  of  the  State  Legislation  Com- 
mittee pertaining  to  proposed  legislation  regard- 
ing therapeutic  abortion,  having  been  referred  to 
the  Council  of  the  Medical  Society  of  the  State 
of  New  York  on  November  18,  1965,  were,  in 
turn,  without  prior  approval  or  disapproval  of 
the  Council,  referred  to  this  House  of  Delegates 
for  consideration.  Your  reference  committee 
heard  at  considerable  length  expert  testimony 
regarding  the  historical,  medical,  and  legal 
aspects  of  abortion  laws  in  this  State  and  other 
states. 

Your  committee  feels  that  the  present  inade- 
quate abortion  law  of  1881  should  be  reviewed, 
revised,  and  modified  and  concurs  in  the  recom- 
mendation of  the  Committee  on  State  Legisla- 
tion with  the  following  changes  noted: 

1.  A licensed  physician  can  terminate  a 
pregnancy  if  he  can  reasonably  establish  that: 

(a)  There  is  substantial  risk  that  continuance 
of  the  pregnancy  would  gravely  impair  the  phys- 
ical or  mental  health  of  the  mother,  or 

(b)  There  is  substantial  risk  that  the  child  will 
be  born  with  grave  physical  or  mental  defect,  or 

(c)  The  pregnancy  resulted  from  legally 
established  statutory  or  forcible  rape  or  incest. 

2.  Abortions  shall  be  performed  only  in 
accredited  hospitals. 

3.  Abortions  shall  not  be  performed  unless 
previously  approved  by  an  appropriate  special 
committee  in  accordance  with  carefully  promul- 
gated local  hospital  regulations. 

. . . After  discussion,  during  which  Dr.  Loper- 
fido’s  motion  to  table  the  report  for  further  study 
and  clarification  was  lost;  Dr.  Hughes’  motion 
to  amend  paragraph  3 to  read  as  follows: 
“Therapeutic  abortions  shall  not  be  performed 
unless  previously  approved  by  an  appropriate 
committee  designated  as  a special  committee  on 
therapeutic  abortion  and  sterilization,  consisting 
of  three  to  five  accredited  physicians,  in  accord- 
ance with  carefully  promulgated  local  hospital 
regulations,”  was  carried;  Dr.  d’Angelo’s  mo- 
tion to  delete  part  (c)  of  paragraph  1 was  lost; 
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then  Dr.  Cramer’s  motion  to  adopt  this  portion  of 
the  report  as  amended  was  carried  . . . 

Dr.  Cramer:  The  committee  takes  cogni- 

zance of  the  further  legislation  recommendations 
enumerated  in  the  supplementary  report  on 
State  Legislation,  and  supports  these  concepts. 
Your  reference  committee  again  wishes  to 
acknowledge  the  herculean  efforts  of  your  Com- 
mittee on  State  Legislation.  We  are  impressed 
by  its  truly  fine  performance. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  204  ( see  70) 

To  Prepare  a Lien  Law 

Dr.  Cramer:  Your  reference  committee 

reviewed  the  report  of  the  Ad  Hoc  Committee  to 
Prepare  a Lien  Law.  It  is  noted  that  this  report 
was  submitted  for  the  information  and  approval 
of  the  House  as  well  as  for  directives  concerning 
its  future  activities.  Your  reference  committee 
strongly  endorses  the  continued  activities  of  the 
Ad  Hoc  Committee  to  Prepare  a Lien  Law,  and 
recommends  continued  efforts  along  the  lines  set 
forth  in  the  report. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  205  ( see  50) 

Public  Relations 

Dr.  Cramer:  The  activities  of  the  Public 

Relations  Committee,  C.  Stewart  Wallace, 
M.D.,  chairman,  were  reviewed.  The  success  of 
then-  past  activities  was  adequately  documented. 
Their  proposed  program  for  1966  is  enthusiasti- 
cally endorsed  and  should  receive  the  full  support 
of  every  member  of  the  State  Medical  Society. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  206  ( see  88,  98,  109) 

State  Drug  Abuse  Law 

Dr.  Cramer:  Your  reference  committee 

considered  resolutions  66-12,  “Change  in  State 
Law  to  Conform  to  Federal  Law  on  Stimulant 
and  Depressant  Drugs,”  66-23,  “Changes  in 
State  Drug  Abuse  Law,”  and  66-34,  “Support 
for  Amendment  to  State  Drug  Abuse  Law,” 
simultaneously.  We  feel  that  resolution  66-34 
expresses  and  adequately  covers  the  problems 
alluded  to  in  the  other  two  resolutions.  We  rec- 
ommend no  action  on  66-12  and  66-23  and  ap- 
proval of  66-34. 

. . . After  discussion,  during  which  Dr.  Say- 
pol’s  motion  to  amend  by  the  substitution  of  the 
word  “a”  for  the  word  “this”  in  the  first 
“whereas,”  under  (6)  was  carried.  Dr.  Cramer’s 
motion  to  adopt  this  portion  of  the  report,  as 
amended,  was  unanimously  carried  . . . 

Section  207  ( see  92) 

Revision  of  Laws  Concerning  Autopsy  and 
the  Dead  Human  Body 

Dr.  Cramer:  Your  reference  committee 

notes  that  the  intent  of  resolution  66-17,  “Revi- 


sion of  Laws  Concerning  Autopsy  and  the  Dead 
Human  Body,”  has  been  previously  and  favor- 
ably acted  on  by  the  House  of  Delegates  at  its 
session  in  1965,  page  1579  of  the  New  York 
State  Journal  of  Medicine,  June  1,  1965,  and 
recommends  that  no  further  action  be  taken  at 
this  time. 

. . . After  discussion,  during  which  Dr. 
Angrist’s  motion  to  amend  the  report  to  reaffirm 
the  position  taken  by  former  Houses  of  Dele- 
gates in  approval  of  such  resolutions  was  unan- 
imously carried,  Dr.  Cramer’s  motion  to  adopt 
this  portion  of  the  report  as  amended  was 
carried  . . . 

Section  208  ( see  96) 

Amendment  to  Social  Security  Act  to 
Change  Qualifying  Dates 

Dr.  Cramer:  In  resolution  66-21,  “Amend- 

ment to  Social  Security  Act  to  Change  Qualify- 
ing Dates,”  your  reference  committee  recom- 
mends modification  of  the  first  “resolved”  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  explore  every  available 
legitimate  channel  and  take  every  legitimate 
action  necessary  to  have  the  Social  Security 
Act  amended  at  the  earliest  date  possible  with 
a more  recent  qualifying  year;  and  be  it 
further 

Resolved,  That  a similar  resolution  be  intro- 
duced by  delegates  of  the  Medical  Society  of 
the  State  of  New  York  in  the  House  of  Dele- 
gates of  the  American  Medical  Association  at 
its  next  session. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  209  ( see  99) 

Employment  of  Full-time  Legislation 
Representative 

Dr.  Cramer:  In  regard’to  resolution  66-24, 

“Employment  of  Full-time  Legislation  Repre- 
sentative,” your  reference  committee  feels  that 
the  Committee  on  State  Legislation  of  the  State 
Medical  Society,  the  Communications  Division 
staff  on  Capitol  News,  and  our  legislative  repre- 
sentatives have  more  than  adequately  performed 
their  functions  and  should  be  commended. 
Your  reference  committee  recommends  disap- 
proval of  this  resolution. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  earned  . . . 

Section  210  ( see  107) 

Support  of  Committee  for  Preservation 
of  Practice  of  Medicine 

Dr.  Cramer:  In  regard  to  resolution  66-32, 

“Support  of  Committee  for  Preservation  of 
Practice  of  Medicine,”  your  reference  committee 
recommends  that  the  resolution  be  amended  to 
read  as  follows: 

Whereas,  The  Laboratory  Services  Act 
became  effective  July  1, 1965;  and 

Whereas,  Such  act  requires  licensed  physi- 
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cians,  engaged  in  the  practice  of  pathology,  to 
obtain  an  additional  “certificate  of  qualifica- 
tion”; and 

Whereas,  Pathology  has  been  defined 
repeatedly  as  the  practice  of  medicine  and  is 
an  important  integral  part  of  patient  care; 
and 

Whereas,  A group  of  physicians  practicing 
medicine  in  New  York  State  have  joined 
together  to  form  a Committee  for  the  Preser- 
vation of  the  Practice  of  Medicine  (COM- 
PRAC) ; now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
record  its  support  of  the  efforts  and  activities 
of  the  Committee  for  the  Preservation  of  the 
Practice  of  Medicine  in  the  maintenance  of 
the  authority  to  practice  pathology  inherent 
in  the  medical  license. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  carried  . . . 

Section  211  ( see  113) 

Polling  of  District  Branches  and  County  Medical 
Societies  on  Pending  Legislation 

Dr.  Cramer:  Resolution  66-38,  “Polling  of 

District  Branches  and  County  Medical  Societies 
on  Pending  Legislation,”  is  changed  as  follows: 

Whereas,  The  President  of  the  Medical 
Society  of  the  State  of  New  York  in  his  1966 
report  to  the  House  of  Delegates  urges  the 
establishment  of  an  opinion-polling  mecha- 
nism; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  utilize  the  services  of  the 
field  representatives  of  the  Communications 
Division  in  obtaining  the  legal  opinion  of  the 
medical  profession  in  matters  of  pending 
legislation,  where  indicated,  for  transmission 
to  the  appropriate  legislation  chairmen  at 
State  level. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  212  ( see  147) 

Use  of  Systemic  Drugs  by  Podiatrists 

Dr.  Cramer:  Your  reference  committee,  in 

considering  resolution  66-72,  “Use  of  Systemic 
Drugs  by  Podiatrists,”  notes  that  the  objectives 
of  this  resolution  would  conflict  with  the  objec- 
tives previously  recommended  by  the  adoption 
of  resolution  66-34,  and  thus  recommends  that 
no  action  be  taken  on  this  resolution. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  213  ( see  160) 

Legislation  to  Provide  for  Group 
Retirement  Program 

Dr.  Cramer:  On  resolution  66-86,  “Legisla- 

tion to  Provide  for  Group  Retirement  Program,” 
your  reference  committee  recommends  no  action 
be  taken  since  testimony  of  our  legislative  coun- 


sel indicates  that  the  Internal  Revenue  Service 
will  not  accept  corporate-like  professional  associ- 
ations for  tax  purposes  subsequent  to  December 
31,  1964. 

. . . Dr.  Cramer’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Dr.  Cramer:  Your  chairman  wishes  to 

thank  the  members  of  the  reference  committee 
for  their  patient  and  strenuous  endeavors.  The 
committee  as  a whole  thanks  all  of  the  members 
and  visitors  who  participated  in  the  delibera- 
tions and  gave  guidance  and  counsel  in  our 
efforts.  We  particularly  want  to  thank  our 
secretary,  Mrs.  Elizabeth  L.  Hirsch,  for  her 
patient  and  conscientious  efforts  in  preparing 
this  report. 

. . . Dr.  Cramer’s  motion  to  adopt  the  report 
as  a whole,  as  amended,  was  unanimously 
carried  . . . 

Report  of  Reference  Committee 
on  Miscellaneous  Business 

. . . Speaker  Wurzbach  introduced  Samuel 
Lieberman,  M.D.,  Bronx,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Miscel- 
laneous Business  . . . 

Section  214  ( see  172) 

Report  of  President  of  Woman’s  Auxiliary 

Dr.  Lieberman:  We  will  report  first  on  the 
detailed  remarks  of  Mrs.  Harry  Dan  Vickers, 
president  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York, 
referred  to  this  reference  committee  by  the 
Speaker. 

Mrs.  Vickers  presented  to  our  committee 
the  feeling  of  the  Woman’s  Auxiliary  that  they 
could  be  of  much  greater  assistance  to  the  mem- 
bers of  the  Medical  Society  of  the  State  of  New 
York  than  they  are  at  present  by  improving  com- 
munications, activities  on  a local  level,  and 
county  assistance.  On  the  matter  of  com- 
munications, she  stressed  the  fact  that  each 
and  every  member  of  the  Woman’s  Auxiliary 
could  act  as  a public  relations  representative  of 
organized  medicine.  This  could  best  be  ac- 
complished by  integrating  into  local  matters, 
wherein  the  wives  of  our  members,  cognizant  of 
what  was  going  on,  could  disseminate  this 
knowledge  to  their  friends  to  give  a clearer 
understanding  of  the  problems  of  organized 
medicine  and  of  its  efforts  on  behalf  of  the  wel- 
fare of  the  community.  She  suggested  that 
the  ladies  be  invited  to  local  county  society 
meetings. 

Third,  she  stressed  that  the  medical  societies 
of  the  various  counties  assist  them  in  the  col- 
lection of  their  dues.  This  could  be  accom- 
plished by  enclosing  a notice  of  dues  as  a re- 
minder to  the  husband  who  might  either  pay 
the  dues  himself  or  turn  the  bill  over  to  his  wife. 
It  would  only  be  a matter  of  each  county  so- 
ciety enclosing  the  bill  along  with  the  husband’s 
bill. 

The  reference  committee  agrees  with  the  ob- 
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jectives  of  the  Woman’s  Auxiliary  and  urges 
the  Medical  Society  of  the  State  of  New  York 
and  the  local  counties  to  greater  cooperation 
with  the  local  ladies’  organization. 

. . . Dr.  Lieberman’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  215  ( see  125) 

County  Society  Delegation  Representation 
on  Reference  Committees 

Dr.  Lieberman:  In  regard  to  resolution 

66-50,  “County  Society  Delegation  Representa- 
tion on  Reference  Committees,”  wherein  it  is 
resolved  that  every  county  society  delegation  be 
represented  on  an  appropriate  number  of  ref- 
erence committees,  Frederick  A.  Wurzbach,  Jr., 
M.D.,  Speaker  of  the  House,  appeared  before 
the  committee  in  answer  to  the  allegation  con- 
tained in  the  “whereases”  of  66-50  with  the  ex- 
planation that  all  committees  were  chosen 
prior  to  the  annual  meeting  and  that  25  counties 
had  failed  to  send  in  their  lists  of  delegates  in 
time  for  the  selection  of  reference  committees. 
The  number  of  committees  and  membership 
thereof  is  limited.  Membership  is  determined 
by  two  files  in  the  headquarters  office  of  the 
State  Medical  Society,  a reference  committee 
file  and  a professional  file.  There  are  ten  com- 
mittees, which  give  places  for  fifty  people.  Of 
these  fifty  people,  ten  were  young,  new  members 
and  the  other  forty  had  previously  served  and 
could  lend  their  knowledge  to  the  committees. 
It  was  further  pointed  out  that  this  left  the 
greater  portion  of  delegates  the  opportunity 
to  appear  before  the  reference  committees  to 
discuss  the  various  local  and  State  problems. 
Dr.  Wurzbach  brought  out  the  fact  that  one 
delegate  had  applied  for  appointment  to  two 
committees  and,  considering  the  limited  num- 
ber of  committees,  it  was  impossible  to  appoint 
a delegate  to  two  committees. 

The  committee  accepts  the  explanation  of  the 
Speaker  of  the  House  and  moves  that  resolution 
66-50  be  disapproved. 

. . . After  discussion,  during  which  it  was 
agreed  to  make  word  changes  in  the  original 
report,  as  suggested  by  Dr.  Chinn,  Dr.  Lieber- 
man’s motion  to  adopt  this  portion  of  the  re- 
port as  amended  was  carried  . . . 

Section  216  ( see  82) 

Adoption  of  a New  Seal  for  the  Medical 
Society  of  the  State  of  New  York 

Dr.  Lieberman:  On  resolution  66-6,  “Adop- 
tion of  a New  Seal  for  the  Medical  Society  of 
the  State  of  New  York,”  your  reference  com- 
mittee, composed  of  doctors  of  medicine,  none 
of  whom  is  possessed  of  artistic  talents,  has 
nevertheless  given  profound  consideration  to  a 
comparison  of  the  existing  seal  of  the  Medical 
Society  of  the  State  of  New  York  and  a sub- 
stitute seal  proposed  by  the  Section  on  Space 
Medicine.  The  members  of  the  committee 
are  grateful  to  Dr.  Generales  who  originated  and 
designed  the  newly  offered  seal  for  his  persuasive 
arguments  and  lucid  explanation  of  the  sym- 


bolism of  the  space  age  seal.  With  this  pre- 
liminary education  and  professional  and  diligent 
study,  we  became  experts  in  the  art  of  heraldry 
and  in  the  interpretation  of  symbolism. 

The  reference  committee  recommends  that 
the  question  of  the  changing  of  the  seal  be 
studied  further  by  the  proper  committee  of  the 
Medical  Society  of  the  State  of  New  York  and 
feels  that  it  might  perhaps  be  possible  to  retain 
our  identity  with  our  existing  seal  and  at  the 
same  time  express  our  progress  in  medicine 
by  the  adoption  of  the  newly  offered  seal  as  the 
official  emblem  of  the  Section  on  Space  Medicine 
of  the  Medical  Society  of  the  State  of  New  York. 
Their  literature  and  stationery  would  then  carry 
both  seals.  Final  decision  would  have  to  be 
left  to  the  committee  which  passes  upon  the 
need  for  a new  seal. 

. . . After  discussion,  Dr.  Lieberman’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Dr.  Lieberman:  Your  reference  committee 
chairman  would  like  to  thank  the  members  of 
his  committee.  We  also  wish  to  thank  our 
lovely  secretary,  Mrs.  Lillian  Stekas,  for  the 
preparation  of  this  report. 

. . . Dr.  Lieberman’s  motion  to  adopt  this 
report  as  a whole  as  amended  was  unanimously 
carried  . . . 

Report  of  Reference  Committee  on 
Scientific  Activities  and 
Publications  A 

. . . Vice-Speaker  Babbage  introduced  Warren 
A.  Lapp,  M.D.,  Kings,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Scientific 
Activities  and  Publications  A . . . 

Section  21 7 ( see  26,  74) 

Commission  on  Public  Health  and  Education 

Dr.  Lapp:  The  reference  committee  re- 

viewed thoroughly  the  reports  of  the  Com- 
mission on  Public  Health  and  Education  (for- 
merly the  Council  Committee  on  Public  Health 
and  Education),  and  its  various  committees 
(formerly  subcommittees),  noting  that  this 
new  arrangement  had  been  effected  on  October 
27,  1965,  by  action  of  the  Executive  Committee. 
The  statements  as  to  the  functions  of  the  new 
commission  were  reviewed  and  concurred  with. 

The  reference  committee  regrets  that  the 
very  able  and  genial  chairman  of  the  Com- 
mission, James  Greenough,  M.D.,  was  unable 
to  attend  the  hearings  because  of  illness.  We 
wish  him  a speedy  recovery  to  good  health. 
He  can  be  sure  that  his  presence  was  sorely 
missed. 

The  Commission  is  to  be  commended  for  the 
many  fine  programs  sponsored  jointly  with  the 
New  York  State  Department  of  Health. 
Cognizance  was  taken  also  of  the  many  other 
programs  which  the  Commission  is  developing 
or  sponsoring. 

In  reviewing  the  supplementary  report  of  this 
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Commission,  the  reference  committee  deplores 
the  lack  of  progress  in  implementing  resolutions 
65-7,  “Establishment  of  Standards  for  Surgical 
Technicians,”  and  65-47,  “Need  for  College 
Training  of  Medical  Technologists  or  Doctor’s 
Aides,”  previously  passed  by  this  House. 

The  reference  committee  likewise  feels  that 
more  vigorous  action  by  the  Commission  is 
indicated  in  the  case  of  resolutions  65-14, 
“Change  in  Policy  Governing  New  York  State 
Health  Department’s  Medical  Rehabilitation 
Program,”  and  65-32,  “Change  in  Policy 
Governing  New  York  State  Health  Depart- 
ment’s Program  for  Physically  Handicapped 
Children,”  also  passed  previously.  The  ref- 
erence committee  noted  that  some  changes 
may  be  necessary  in  order  to  permit  such  im- 
plementation and  recommends  that  the  Com- 
mission promptly  study  these  programs  in  con- 
junction with  the  New  York  State  Department 
of  Health.  It  is  urged  that  some  mechanism 
be  evolved  whereby  more  active  participation 
by  the  practicing  physician  in  the  continued  care 
of  his  private  patient  would  be  effected. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  218  ( see  27,  75) 

Aging  and  Nursing  Homes 

Dr.  Lapp:  The  reference  committee  reviewed 
the  report  of  the  Committee  on  Aging  and  Nurs- 
ing Homes.  The  role  played  by  this  com- 
mittee and  the  Medical  Society  of  the  State 
of  New  York  in  securing  passage  of  legislation 
transferring  the  supervision  of  medical  care  in 
extended  care  facilities  from  the  State  Depart- 
ment of  Social  Welfare  to  the  State  Department 
of  Health  was  duly  noted.  The  activity  of  this 
committee  in  forming  local  joint  councils  which 
could  be  of  administrative  assistance  under  the 
Federal  Medicare  program,  especially  from  a 
utilization  standpoint,  was  also  noted  and  ap- 
plauded. 

In  its  supplementary  report,  the  Committee 
on  Aging  and  Nursing  Homes  recommends  that 
each  county  medical  society,  or  where  county 
societes  are  small,  the  district  branch  organiza- 
tion, set  up  a committee  to  supervise  medical 
care  in  nursing  homes  to  assure  that  Federal 
and  State  legislated  standards  are  met.  The 
reference  committee  approves  of  this  recom- 
mendation. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried  . . . 

Section  219  ( see  28) 

Alcoholism  and  Drug  Abuse 

Dr.  Lapp:  The  reference  committee,  in  re- 
viewing the  report  of  the  Committee  on  Al- 
coholism and  Drug  Abuse,  was  disappointed 
that  more  information  had  not  been  published 
in  the  committee  report  regarding  the  problem 
of  narcotic  addiction.  This  reference  commit- 
tee made  an  extensive  study  of  this  subject 
in  1965  and  offered  many  recommendations. 
However,  personal  communication  with  rep- 
resentatives from  that  committee  revealed 


considerable  efforts  on  their  part  as  well  as 
their  frustration  in  the  implementation  of  the 
recommendations  previously  proposed. 

The  reference  committee  deplores  the  apathy 
on  the  part  of  the  members  of  this  Society  in 
seeking  enlightenment  on  the  treatment  of 
narcotic  addiction,  despite  the  generous  offer 
of  time  and  instruction  by  two  members  of  the 
committee. 

The  reference  committee  is  happy  to  note 
that  a lengthy  symposium  on  the  subject  of 
narcotic  addiction  was  included  in  the  scientific 
program  at  this  annual  meeting. 

Broadening  of  the  field  by  this  committee 
to  study  other  forms  of  addiction  was  considered 
by  the  reference  committee  to  be  entirely  proper 
and  worthy  of  encouragement. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  220  ( see  60) 

Cancer 

Dr.  Lapp:  The  reference  committee  re- 

viewed the  report  of  the  Committee  on  Cancer. 
We  agree  in  principle  with  the  report  that  highly 
trained  and  skilled  specialists  in  radiation 
therapy  are  desirable.  However,  in  view  of  the 
shortage  of  such  personnel  at  the  present  time 
and  until  such  time  as  they  become  available, 
we  cannot  accede  to  the  recommendation  that 
radiation  therapy  be  administered  only  by  such 
specialists. 

The  reference  committee  also  agrees  that 
wider  use  of  cytologic  studies  is  indicated,  but 
that  such  studies  should  be  government  sub- 
sidized only  for  indigent  patients. 

. . . After  discussion,  Dr.  Lapp’s  motion  to 
adopt  this  portion  of  the  report  was  unanimously 
carried  . . . 

Section  221  ( see  29) 

Cardiovascular  Disease 

Dr.  Lapp:  The  report  of  the  Committee  on 
Cardiovascular  Disease  was  reviewed  and  was 
accepted  for  information. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  222  (see  30) 

Chronic  Pulmonary  Diseases 

Dr.  Lapp:  The  reference  committee  reviewed 
the  report  of  the  Committee  on  Chronic  Pul- 
monary Diseases  and  recommends  that  this 
committee  confer  with  the  New  York  State 
Department  of  Health  in  an  effort  to  secure  more 
adequate  treatment  facilities  for  chronic  pul- 
monary diseases  in  upper  New  York  State, 
especially  for  the  medically  indigent.  Despite 
an  evident  and  increased  need  for  such  facilities, 
we  note  that  the  situation  has  remained  static 
for  the  past  three  years. 

The  apathy  of  our  membership  in  failing  to 
find  applicants  for  fellowships  for  training  in 
pulmonary  disease,  even  though  ample  funds 
for  such  are  available,  is  deplorable.  The 
reference  committee  suggests  that  such  fellow- 
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ships  be  publicized  through  the  New  York 
State  Journal  of  Medicine  and  the  News 
of  New  York. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  223  ( see  31) 

Diseases  of  the  Eye 

Dr.  Lapp:  The  report  of  the  Committee  on 
Diseases  of  the  Eye  was  reviewed.  The  ref- 
erence committee  supports  the  work  of  this 
committee  in  association  with  the  Motor  Ve- 
hicle Bureau,  glaucoma  detection  clinics,  and 
preschool  eye  examinations.  It  concurs  with 
the  committee  that  measures  to  halt  the  con- 
tinuous encroachment  of  optometry  in  the  field 
of  ophthalmology  should  be  taken. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  224  ( see  32) 

Environmental  Health 

Dr.  Lapp:  The  reference  committee  reviewed 
the  report  of  the  Committee  on  Environmental 
Health.  We  agree  that  physicians  should  play 
a dual  role  both  as  doctors  and  as  private 
citizens  in  the  control  of  water  and  air  pollution 
under  programs  now  being  developed  by  the 
Governor  and  the  Legislature  of  New  York 
State.  The  report  was  accepted  for  information. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  225  ( see  33) 

Forensic  Medicine 

Dr.  Lapp:  The  report  of  the  Committee  on 
Forensic  Medicine  was  reviewed.  The  ref- 
erence committee  supports  the  recommenda- 
tions of  this  committee  regarding  the  establish- 
ment in  conjunction  with  the  State  Health 
Department  of  a State-wide  medical  examiners 
system. 

We  accept  the  committee’s  action  regarding 
resolutions  65-22,  “Use  of  Death  Certificate 
Information  for  Statistical  Purposes,”  and 
65-23,  “Revision  of  Format  of  Death  Certifi- 
cate,” and  support  the  committee’s  recom- 
mendation that  separate  certificates  be  utilized 
for  deaths  coming  under  the  jurisdiction  of  the 
medical  examiner  or  coroner. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried  . . . 

Section  226  ( see  34) 

Hard  of  Hearing  and  the  Deaf 

Dr.  Lapp:  The  reference  committee  re- 

viewed the  report  of  the  Committee  on  Hard 
of  Hearing  and  the  Deaf.  The  committee 
should  be  complimented  on  successfully  resolv- 
ing the  problem  of  final  compensation  by  Work- 
men’s Compensation  for  workers  suffering  oc- 
cupational hearing  loss.  The  reference  com- 
mittee hopes  that  the  more  weighty  problem  of 
employer  responsibility  for  cumulative  loss  of 
hearing  by  noise  exposure  will  also  be  solved. 


The  reference  committee  discussed  the  two 
resolutions  passed  by  the  committee.  Many 
reservations  were  expressed  by  those  attending 
the  meeting  so  far  as  providing  for  hearing  aids 
under  the  Federal  Medicare  bill.  It  is  felt 
that  the  committee  should  submit  properly 
worded  and  documented  resolutions  to  the 
House  for  consideration  and  action  if  the  com- 
mittee feels  that  such  are  warranted. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  227  ( see  35) 

Maternal  and  Child  Welfare 

Dr.  Lapp:  The  reference  committee  accepted 
the  informative  report  of  the  Committee  on 
Maternal  and  Child  Welfare  and  was  pleased 
to  have  supplementation  of  this  report  through 
the  committee’s  able  chairman,  Edward  C. 
Hughes,  M.D.  We  commend  the  committee 
for  its  efforts  in  compiling  statistics  on  maternal 
mortality  in  upper  New  York  State  and  hope 
that  they  will  be  successful  in  obtaining  the  sta- 
tistics from  New  York  City  to  complete  a State- 
wide tabulation. 

We  concur  with  the  committee  in  its  suggested 
recommendation  that  perinatal  mortality  com- 
mittees be  developed  in  all  hospitals. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  228  ( see  36) 

Mental  Hygiene 

Dr.  Lapp:  The  reference  committee  accepted 
the  report  of  the  Committee  on  Mental  Hy- 
giene and  calls  to  the  Society’s  attention  the 
suggestion  that  each  county  medical  society 
appoint  a subcommittee  on  mental  health  to  its 
public  health  committee. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  229  ( see  37) 

Physical  Medicine  and  Rehabilitation 

Dr.  Lapp:  The  report  of  the  Committee  on 
Physical  Medicine  and  Rehabilitation  is  in- 
formational and  was  accepted  as  such.  The 
committee  deserves  commendation  for  its  com- 
prehensive report  presented  to  the  Governor’s 
Council  on  Rehabilitation. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  230  ( see  38) 

Rural  Medical  Service 

Dr.  Lapp:  The  report  of  the  Committee  on 
Rural  Medical  Service  was  considered.  The 
reference  committee  feels  that  this  committee 
is  doing  an  excellent  job  in  its  efforts  to  staff 
rural  communities  with  adequate  medical 
personnel  and  calls  on  the  members  of  the  So- 
ciety to  support  its  State-wide  survey.  The 
program  of  continuing  education  for  rural 
physicians  is  a most  worthy  project. 
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. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Dr.  Lapp:  No  reports  were  received  from  the 
Committees  on  Accident  Prevention,  Continuing 
Education,  Diabetes,  Film  Review,  General 
Practice  and  School  Health,  Health  Aspects  of 
Ionizing  Radiation,  and  Quackery.  Informal 
reports  of  progress,  however,  were  received 
from  some  of  these  chairmen. 

The  reference  committee  recommends  that, 
in  the  future,  chairmen  of  the  various  com- 
mittees, or  then-  designated  representatives  in 
attendance  at  the  House  of  Delegates,  attend 
hearings  of  this  reference  committee. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  earned  . . . 

Section  231  ( see  80,  114) 

Auto  Safety  Legislation 

Dr.  Lapp:  On  resolution  66-4,  “Request  to 
Governor  for  Leadership  in  Reducing  Motor 
Vehicle  Accidents,”  the  reference  committee 
feels  that  the  intent  of  this  resolution  can  be 
served  by  the  adoption  and  forwarding  to  the 
Governor  of  New  York  State  of  resolution 
66-39  as  amended. 

On  66-39,  “Support  of  Auto  Safety  Legisla- 
tion in  U.S.  Senate,”  this  reference  committee 
recommends  that  this  resolution  be  approved 
with  the  following  amendments:  In  the  first 

“resolved”  the  deletion  of  “S.1251”  and  the 
substitution  of  “legislation”  and  the  deletion 
of  “S.2162”  and  the  addition  to  the  second 
“resolved”  of  “that  copies  of  this  resolution  be 
forwarded  to  the  Governor  of  New  York  State 
and  to  the  President  of  the  United  States.” 
The  resolution  will  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  vigorously  support  the 
enactment  of  legislation  which  will  apply 
safety  standards  to  all  new  cars  and  which 
will  design  and  test  a prototype  safety  car 
and  thus  develop  new  safety  standards; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  our  elected 
delegates  submit  a similar  resolution  to  the 
American  Medical  Association  House  of 
Delegates  at  its  next  regularly  scheduled 
meeting  and  that  copies  of  this  resolution  be 
forwarded  to  the  Governor  of  New  York 
State  and  to  the  President  of  the  United 
States. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  232  ( see  102) 

Psychiatric  Education  and  Training 

Dr.  Lapp:  The  reference  committee  recom- 
mends approval  of  this  resolution  66  27,  “Psy- 
chiatric Education  and  Training.” 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 


Section  233  ( see  118) 

Education  and  Training  of  More 
Practicing  Physicians 

Dr.  Lapp:  The  intent  of  this  resolution  has 
been  well  covered  in  last  year’s  resolution  65-30. 
In  the  report  on  this  resolution,  Dr.  Haralambie, 
the  chairman,  said,  “This  reference  committee  is 
fully  aware  of  the  complexity  of  the  problems 
which  have  produced  the  disparity  in  the  number 
of  young  graduates  who  go  into  practice,  and 
it  is  of  the  opinion  that  considerable  investiga- 
tion and  study  must  be  made  if  the  objective 
of  this  resolution  is  to  be  achieved.  It  is  our 
recommendation,  therefore,  that  this  be  referred 
to  the  Council  for  future  consideration  of  the 
basic  causes  which  at  the  medical  school  level 
induce  the  young  graduate  to  choose  research 
instead  of  the  practice  of  medicine.”  This  re- 
port was  unanimously  approved.  This  ref- 
erence committee  again  calls  this  to  the  atten- 
tion of  the  Commission  on  Public  Health  and 
Education  and  suggests  that  this  be  vigorously 
pursued. 

Your  reference  committee,  therefore,  recom- 
mends that  no  action  be  taken  on  resolution 
66-43. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  234  ( see  123) 

Enlargement  of  Commission  on  Public 
Health  and  Education 

Dr.  Lapp:  The  reference  committee  recom- 
mends disapproval  of  this  resolution  66-48,  on 
the  basis  that  such  a committee  would  not  only 
be  unwieldy  but  might  set  an  undesirable  prec- 
edent for  the  staffing  of  other  committees. 

. . . After  discussion,  Dr.  Hanavan’s  sub- 
stitute motion  to  refer  the  resolution  to  the 
Council  was  unanimously  carried  . . . 

Section  235  ( see  124) 

Organization  in  the  Medical  Society  of  the  State 
of  New  York  of  Groups  Representing  Various 
Fields  of  Medical  Practice 

Dr.  Lapp:  The  reference  committee  dis- 

cussed resolution  66-49  at  length.  The  com- 
mittee feels  that  the  implications  stated  in  the 
resolution  are  so  vague  that  it  requires  further 
study  and  the  committee  recommends  that  this 
resolution  be  referred  to  the  Council. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  canned  . . . 

Section  236  ( see  126) 

Code  of  Ethics  for  Physician  Care  in  Nursing 
Homes 

Dr.  Lapp:  The  reference  committee,  in  con- 
sidering resolution  66-51,  felt  that  this  is  a 
statement  of  standards  of  practice  rather  than  a 
code  of  ethics.  As  such  the  committee  feels 
that  the  items  enumerated  in  this  resolution 
might  help  in  upgrading  the  standards  of  nurs- 
ing homes  and  nursing  home  care.  The  refer - 


June  1,  1966  / New  York  State  Journal  of  Medicine  1571 


ence  committee  recommends  to  the  Council  that 
this  resolution  be  referred  to  the  Committee  on 
Aging  and  Nursing  Homes  for  study  and  con- 
sideration. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  earned  . . . 

Section  237  (see  128) 

Air  and  Water  Pollution 

Dr.  Lapp:  The  reference  committee  is  heart- 
ily in  agreement  with  the  intent  of  this  resolu- 
tion 66-53,  and  recommends  approval. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  238  ( see  129) 

Referral  of  Patients  with  Mental  Disorders 

Dr.  Lapp:  The  reference  committee  is  in 

agreement  with  the  intent  of  resolution  66-54 
and  suggests  that  it  be  referred  by  the  Council 
to  the  Committee  on  Mental  Hygiene  for  study 
and  implementation. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  239  ( see  130) 

Study  of  Infant  Mortality 

Dr.  Lapp:  The  reference  committee  dis- 

cussed resolution  66  55  and  noted  that  bills 
have  been  introduced  into  the  Senate  and  As- 
sembly requiring  the  Health  Commissioner  to 
develop  programs  of  maternal  and  infant  care  to 
reduce  infant  mortality,  and  to  encourage  locali- 
ties to  set  up  similar  programs. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  240  (see  131) 

Establishment  of  Code  of  Ethics  for  Professions 
Licensed  to  T reat  Humans 

Dr.  Lapp:  In  view  of  the  complexity  and 

unlimited  legal  implications,  it  is  felt  that  resolu- 
tion 66-56  should  be  referred  to  the  Council  for 
further  study. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  241  (see  144) 

School  Health  Examination  Policies 

Dr.  Lapp:  We  disagree  in  principle  with 

resolution  66-69  as  stated,  and  feel  that  such  a 
resolution  is  contrary  to  the  usual  standards  of 
private  practice  which  urges  annual  examina- 
tion of  all  children. 

The  reference  committee,  therefore,  recom- 
mends disapproval  of  this  resolution  and  urges 
the  upgrading  of  quality  of  the  annual  examina- 
tion available  to  the  school  child. 

. . . After  discussion,  Dr.  Disney’s  motion  to 
amend  the  resolution  to  include  that  an  addi- 
tional screening  test  should  be  done  on  an 
annual  basis,  to  evaluate  weight,  height,  vision, 


hearing,  posture,  skin  condition,  and  dental 
health,  was  carried;  the  resolution  as  amended 
was  accepted,  thereby  defeating  Dr.  Lapp’s 
motion  to  adopt  the  recommendation  of  the 
reference  committee  to  disapprove  the  resolu- 
tion . . . 

Section  242  (see  156) 

Antifluoridation  Referenda 

Dr.  Lapp:  The  reference  committee  recom- 

mends approval  of  resolution  66-82. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  243  (see  162) 

Maintenance  of  Standards  in  Physical  Therapy 

Dr.  Lapp:  The  reference  committee,  after 

thorough  discussion,  feels  that  the  principle  ex- 
pressed in  resolution  66-88  is  acceptable  and 
recommends  its  adoption  with  the  following 
amendment:  the  deletion  of  the  word  “sup- 

port” and  the  insertion  of  the  word  “initiate”  in 
the  “resolved,”  which  will  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  legislation  making 
the  admission  to  the  licensure  examination  in 
physical  therapy  contingent  on  graduation 
from  a school  fully  approved  by  the  regional 
accrediting  body  for  schools  of  physical 
therapy. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  244  (see  164) 

Medical  Manpower  Shortage 

Dr.  Lapp:  After  discussion,  your  reference 

committee  recommends  the  approval  of  resolu- 
tion 66-90  with  the  following  amendment:  the 
addition  of  “including  the  Office  of  Economic 
Opportunity”  at  the  end  of  item  2.  Thus  item 
2 in  the  “resolved”  will  read:  “Cooperate  with 

all  other  existing  agencies  already  concerned 
with  this  problem,  including  the  Office  of 
Economic  Opportunity.” 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  245  (see  166) 

Physiatrist  in  Extended  Care  Facilities 

Dr.  Lapp:  After  due  consideration,  your 

reference  committee  recommends  that  resolu- 
tion 66  92  be  approved  with  the  following 
amendment  in  the  “resolved”:  the  insertion  of 

the  words  “if  available”  after  “(a  physiatrist).” 
Thus  this  resolved  would  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  recom- 
mending that  a specialist  in  physical  medi- 
cine and  rehabilitation  (a  physiatrist)  if 
available  be  on  the  staff  of  each  extended  care 
facility. 

. . . Dr.  Lapp’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 
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Dr.  Lapp:  The  committee  acknowledges 

with  grateful  thanks  and  appreciation  the  excel- 
lent and  patient  service  rendered  by  Miss 
Gretchen  Wunsch  in  the  preparation  of  this 
report.  The  chairman  wishes  to  extend  his 
appreciation  and  thanks  for  their  help  to  the 
members  of  his  committee  and  also  to  all  those 
who  attended  the  hearing. 

. . . Dr.  Lapp’s  motion  to  adopt  the  report  as  a 
whole  as  amended  was  unanimously  carried  . . . 


Report  of  Reference  Committee  on 
Scientific  Activities  and 
Publications  B 

. . . Speaker  Wurzbach  introduced  Victor  J. 
Tofany,  M.D.,  Section  on  Anesthesiology,  chair- 
man, to  give  the  report  of  the  Reference  Com- 
mittee on  Scientific  Activities  and  Publications 
B.  . . 

Section  246  ( see  39,  59,  61,  62) 

District  Branches 

Dr.  Tofany:  The  Reference  Committee  on 
Scientific  Activities  and  Publications  B met  and 
before  proceeding  reviewed  the  report  and  sup- 
plementary report  of  the  executive  vice-presi- 
dent and  took  cognizance  of  pertinent  portions 
of  those  reports. 

The  first  report  than  considered  and  dis- 
cussed was  the  Report  of  the  Ad  Hoc  Committee 
on  District  Branches.  All  recommendations 
suggested  in  the  report  were  approved  with  the 
following  addition:  That  each  year  the  Medi- 

cal Society  of  the  State  of  New  York  conduct  a 
workshop  for  the  elected  officers  of  each  district 
branch,  the  purpose  of  this  workshop  being 
twofold:  (1)  to  orient  the  new  officers  of  the  dis- 
trict branches  to  their  responsibilities  and  (2) 
to  offer  them  the  opportunity  to  exchange  ideas 
on  a district  branch  level. 

The  reports  of  the  individual  district  branches 
which  were  received  were  studied  with  interest. 

. . . Dr.  Tofany’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried  . . . 

Section  247  ( see  41) 

Publication 

Dr.  Tofany:  We  wish  to  commend  William 

Hammond,  M.D.,  for  his  continued  outstanding 
performance  as  editor  of  the  Journal.  The 
Journal  receives  world-wide  distribution  as 
evidenced  by  the  more  than  150  requests  for 
reprints  of  a single  article  received,  including 
many  from  countries  behind  the  Iron  Curtain. 

The  committee  also  commends  J.  Richard 
Burns,  Esq.,  for  his  successful  efforts  in  main- 
taining the  financial  integrity  of  our  publications 
through  the  medium  of  advertising  sales. 
We  endorse  their  plans  to  expand  the  sales 
staff  for  the  coming  year. 

We  wish  to  endorse  George  Himler,  M.D., 
Publication  Committee  chairman,  in  his  com- 


mendation of  Miss  Alvina  Rich  Lewis  and  her 
staff  for  the  splendid  work  they  have  done. 
We  take  particular  note  of  the  savings  effected 
by  using  standing  type  from  the  Journal  for  the 
printing  of  the  Convention  program. 

. . . Dr.  Tofany’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  248  ( see  42) 

What  Goes  On 

Dr.  Tofany:  Your  reference  committee 

approves  the  report  of  James  Greenough,  M.D. 
The  success  of  this  project  is  best  illustrated  by 
the  fact  that  it  will  be  used  as  a model  in  other 
parts  of  the  country.  We  also  note  that  the 
circulation  is  nearing  the  50,000  mark  and  that 
Lederle’s  contract  has  been  renewed,  making 
this  project  self-supporting. 

. . .Dr.  Tofany’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  249  ( see  43) 

Archives  and  History 

Dr.  Tofany:  We  commend  the  Committee 

on  Archives  and  History  on  their  progress  in 
establishing  a depository  for  the  historical 
records  of  the  Society. 

. . .Dr.  Tofany’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  250  ( see  44) 

Convention 

Dr.  Tofany:  A complaint  concerning  the 

acceptance  of  a technical  exhibitor  at  our  annual 
meeting,  thereby  implying  tacit  approval  of 
the  exhibitor  by  the  Medical  Society  of  the 
State  of  New  York,  was  brought  before  your 
reference  committee. 

In  the  past  it  has  been  customary  for  the 
chairman  of  the  Technical  Exhibits  Subcom- 
mittee to  either  accept  or  reject  any  applicant. 
As  far  as  we  are  concerned  in  the  future,  we 
feel  that  this  policy  should  be  continued  and 
if  problems  should  arise,  consultation  with  the 
Council  is  in  order. 

We  would  like  to  emphasize  the  importance 
of  submitting  suggestions  and  constructive 
criticism  pertaining  to  all  aspects  of  the  Annual 
Convention  to  the  executive  vice-president, 
Henry  I.  Fineberg,  M.D.,  at  750  Third  Avenue, 
New  York  City. 

. . .After  discussion,  Dr.  Tofany’s  motion  to 
adopt  this  portion  of  the  report  was  carried.  . . 

Section  251  {see  45) 

Disaster  Medical  Care 

Dr.  Tofany:  We  take  special  note  of  the 

recommendation  of  the  committee  that  disaster 
medical  care  activities  should  be  coordinated 
at  the  regional  level.  It  is  urged  that  volunteer 
agencies  seek  more  liaison  with  legally  con- 
stituted civil  defense  groups. 

. . .Dr.  Tofany’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 
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Section  252  ( see  46) 

Liaison  with  National  Aeronautics  and  Space 
Administration 

Dr.  Tofany:  We  concur  with  the  chair- 

man’s desire  to  continue  the  Society’s  advan- 
tageous liaison  with  N.A.S.A. 

. . .Dr.  Tofany’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Section  253  ( see  63) 

Medicine  and  Religion 

Dr.  Tofany:  We  have  approved  the  annual 

report  of  the  Council  Committee  on  Medicine 
and  Religion  and  recommend  that  county 
medical  societies  consider  joint  meetings  with 
members  of  the  clergy  at  regular  intervals  as  is 
now  done  with  other  professional  groups. 

. . .Dr.  Tofany’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Section  254  {see  40) 

Nursing 

Dr.  Tofany:  We  have  approved  the  Com- 

mittee on  Nursing’s  report. 


. . .Dr.  Tofany’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  earned.  . . 

Section  255  {see  161) 

Adequate  Compensation  for  Nurses 

Dr.  Tofany:  We  recommend  the  adoption 
of  resolution  66-87,  “Adequate  Compensation 
for  Nurses.” 

. . .Dr.  Tofany’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  earned.  . . 

Section  256  {see  167) 

Financial  Assistance  to  Schools  of  Nursing  Main- 
tained by  Community  Hospitals 

Dr.  Tofany:  We  recommend  the  adoption 

of  resolution  66-93,  “Financial  Assistance  to 
Schools  of  Nursing  Maintained  by  Community 
Hospitals.” 

. . .Dr.  Tofany’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Dr.  Tofany:  The  chairman  appreciates 

the  sincere  cooperation  and  interest  shown  by 
the  members  of  his  committee,  and  last  but 
not  least  our  very  able  secretary,  Miss  Mary 
Politano. 

. . .Dr.  Tofany’s  motion  to  adopt  the  report 
as  a whole  was  unanimously  carried.  . . 

. . .The  meeting  recessed  at  5 : 30  p.m.  . . . 
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FEBRUARY  17,  1966 


Thursday  Morning  (Closing)  Session 


. . .The  session  convened  at  9:10  a.m.  with 
a quorum  present.  . . 

Section  257 

Appointment  of  Tellers 

. . .Speaker  Wurzbach  introduced  C.  Joseph 
Delaney,  M.D.,  New  York,  chairman,  Commit- 
tee on  Credentials,  who  announced  the  follow- 
ing list  of  tellers: 

Marcelle  T.  Bernard,  Bronx 
Harold  R.  Brodman,  Bronx 
Robert  J.  Collins,  Onondaga 
Kenneth  H.  Eckhert,  Erie 
James  H.  Ewing,  New  York 
Vaughan  C.  Mason,  New  York 
Thomas  M.  Flanagan,  Chenango 
Alfred  L.  George,  Genesee 
Milton  J.  Greenberg,  Washington 
Thomas  P.  Hamilton,  Jefferson 
Bernard  J.  Hartnett,  Cayuga 
Robert  E.  Healy,  Westchester 
Arthur  J.  Horton,  Queens 
Kent  W.  Jarvis,  Oswego 
John  A.  Kalb,  Broome 
David  Kershner,  Kings 
Swen  L.  Larson,  Chemung 
George  E.  Leone,  Suffolk 
Charles  C.  Mangi,  Queens 
George  F.  Nevin,  Cortland 
Herbert  L.  Sperling,  Rockland 
Paul  H.  Sullivan,  Nassau 
Leslie  H.  Tisdall,  Kings 
George  T.  C.  Way,  Dutchess 
Herbert  J.  Wright,  Jr.,  Schenectady 
Irving  M.  Pallin,  Kings 
Jeff  L.  Coletti,  Nassau 
Francis  J.  McMahon,  Dutchess 
Thomas  K.  Lammert,  New  York 
Herbert  G.  Cohen,  Bronx 

Section  258 

Nominating  Committee 

. . .Speaker  Wurzbach  introduced  Renato 
J.  Azzari,  M.D.,  Bronx,  chairman,  who  pre- 
sented the  following  nominations  from  the 
Nominating  Committee: 

President 

James  M.  Blake,  Schenectady 
President-Elect 

Frederick  A.  Wurzbach,  Jr.,  Bronx 
Vice-President 

Arthur  F.  Gaffney,  Oneida 
Secretary 

Walter  T.  Heldmann,  Richmond 
Assistant  Secretary 

Carl  Goldmark,  Jr.,  New  York 
Treasurer 

Samuel  Z.  Freedman,  New  York 
Assistant  Treasurer 

Thomas  F.  McCarthy,  Bronx 


Speaker 

E.  Dean  Babbage,  Erie 
V ice- Speaker 

George  Himler,  New  York 
Councillors  ( four  for  three  years ) 

Irving  L.  Ershler,  Onondaga 
Joseph  J.  Kaufman,  Wayne 
Bernard  J.  Pisani,  New  York 
Solomon  Schussheim,  Kings 
Trustee  ( one  for  five  years ) 

William  L.  Wheeler,  Jr.,  New  York 
Delegates  to  the  A.M. A. 

John  Lee  Clowe,  Schenectady 
C.  Joseph  Delaney,  New  York 
John  T.  Donovan,  Jr.,  Niagara 
Ralph  S.  Emerson,  Nassau 
Irving  L.  Ershler,  Onondaga 
Irwin  Felsen,  Allegany 
Henry  I.  Fineberg,  Queens 
John  M.  Galbraith,  Nassau 
Thurman  B.  Givan,  Kings 
Carl  Goldmark,  Jr.,  New  York 
Walter  T.  Heldmann,  Richmond 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Joseph  J.  Kaufman,  Wayne 
John  F.  Kelley,  Oneida 
John  C.  McClintock,  Albany 
Charles  R.  Mathews,  Monroe 
John  D.  Naples,  Erie 
Solomon  Schussheim,  Kings 
John  L.  Sengstack,  Suffolk 
Philip  M.  Standish,  Ontario 
Walter  S.  Walls,  Erie 
Carlton  E.  Wertz,  Erie 
William  L.  Wheeler,  Jr.,  New  York 
Waring  Willis,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  Bronx 

Section  259 

Balloting 

. . .The  nominees  for  president-elect,  vice- 
president,  secretary,  assistant  secretary,  treas- 
urer, assistant  treasurer,  speaker,  vice-speaker, 
four  councillors  for  three  years,  and  one  trustee 
for  five  years  were  unopposed  and  were  elected 
by  a single  ballot  cast  by  the  secretary  ( see 
list  in  Section  258).  . . 

. . .After  nominations  from  the  floor  and  the 
withdrawal  of  two  candidates,  the  nominees 
for  election  of  13  delegates  and  13  alternate 
delegates  to  the  A.M. A.  were  as  follows: 

John  Lee  Clowe,  Schenectady 
John  T.  Donovan,  Jr.,  Niagara 
Albert  H.  Douglas,  Queens 
Irving  L.  Ershler,  Onondaga 
Irwin  Felsen,  Allegany 
Henry  I.  Fineberg,  Queens 
John  M.  Galbraith,  Nassau 
Thurman  B.  Givan,  Kings 
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Carl  Goldmark,  Jr.,  New  York 
Walter  T.  Heldmann,  Richmond 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Joseph  J.  Kaufman,  Wayne 
John  F.  Kelley,  Oneida 
John  C.  McClintock,  Albany 
Charles  R.  Mathews,  Monroe 
John  D.  Naples,  Erie 
Solomon  Schussheim,  Kings 
John  L.  Sengstack,  Suffolk 
Philip  M.  Standish,  Ontario 
Paul  H.  Sullivan,  Nassau 
Walter  S.  Walls,  Erie 
Carlton  E.  Wertz,  Erie 
William  L.  Wheeler,  Jr.,  New  York 
Waring  Willis,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  Bronx 

. . .The  following  members  of  the  House  were 
called  on  to  cast  then-  ballots: 


Officers,  Councillors,  Trustees 


Waring  Willis 
James  M.  Blake 
Sol  Axelrad 
Walter  T.  Heldmann 
Carl  Goldmark,  Jr. 
Samuel  Z.  Freedman 
Thomas  F.  McCarthy 
Frederick  A.  Wurzbach, 
Jr. 

E.  Dean  Babbage 
Renato  J.  Azzari 
George  Himler 
Edward  C.  Hughes 
Joseph  J.  Kaufman 

Norman 


Solomon  Schussheim 
John  H.  Carter 
John  F.  Kelley 
Walter  Scott  Walls 
Joseph  G.  Zimring 
Charles  M.  Brane 
John  Edward  Lowry 
Edward  Siegel 
C.  Stewart  Wallace 
Thurman  B.  Givan 
Gerald  D.  Dorman 
George  A.  Burgin 
John  M.  Galbraith 
Leo  E.  Gibson 
S.  Moore 


Past-Presidents 

Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 
Carlton  E.  Wertz 

William  L. 


Edward  T.  Wentworth 
Andrew  A.  Eggston 
James  Greeuough 
Henry  I.  Fineberg 
Wheeler,  Jr. 


Commissioner,  New  York  State  Department 
of  Health 

Hollis  S.  Ingraham 


District  Delegates 


Irwin  Felsen 
Arthur  F.  Gaffney 
Arthur  Howard 
Eugene  J.  Lusardi 

Charles  J 


Norman  C.  Lyster 
Charles  L.  Poskanzer 
John  P.  Ruppe,  Jr. 
Joseph  F.  Shanaphy 
Smith 


Section  Delegates 

Le  Von  Bedrosian 
Sam  R.  Burnett 
John  J.  Clemmer 

E.  Craig  Coats 

F.  Mitchell  Cummins 
John  F.  Daly 
Frank  A.  Disney 
James  I.  Farrell 
Henry  Fleck 
Seymour  L.  Halpern 
Graham  G.  Hawks 


Herbert  Lansky 
Arthur  J.  Lapovsky 
Frederick  Lee  Liebolt 
David  Merksamer 
Royal  M.  Montgomery 
Arthur  Q.  Penta 
John  F.  Prudden 
Rudolf  H.  Steinharter 
Victor  J.  Tofany 
Milton  Tully 
William  P.  Whalen 


Delegates  from  Component  County  Societies 


Albany  (J) 

H.  John  Mellen 
James  A.  Moore 
Joseph  J.  Russo 
Francis  A.  Stephens 

Allegany  (1) 

Bronx  (14) 

Carl  R.  Ackerman 
Marcelle  T.  Bernard 
Harold  R.  Brodman 
Herbert  G.  Cohen 
Charles  M.  Kapp 
Frank  LaGattuta 
Samuel  Leo 
Samuel  Lieberman 
Francis  J.  Loperfido 
Joseph  C.  Polifrone 
Isidore  Sternlieb 
Samuel  Wagreich 
Alvin  D.  Yasuna 
Saul  Zucker 

Broome  ( 3 ) 

Paul  M.  DeLuca 
John  A.  Kalb 
Jason  K.  Moyer 

Cattaraugus  ( 1 ) 

James  F.  Durkin 
Cayuga  ( 1 ) 

Bernard  J.  Hartnett 
Chautauqua  ( 2 ) 

Herbert  A.  Laughlin 
Garra  L.  Lester 
Chemung  (2) 

R.  Scott  Howland 
Swen  L.  Larson 
Chenango  ( 1 ) 

Thomas  M.  Flanagan 
Clinton  ( 1 ) 

Leonard  J.  Scliiff 
Columbia  ( 1 ) 

Edward  P.  Ginouves 
Cortland  (1) 

George  F.  Nevin 
Delaware  ( 1 ) 

Philip  J.  Hust 
Dutchess  ( 3 ) 

Henry  Sherman  Hirst 
Francis  J.  McMahon 
George  T.  C.  Way 

Erie  ( 8 ) 

John  C.  Brady 
Thomas  S.  Bumbalo 
Max  Cheplove 
Kenneth  H.  Eckhert 
Eugene  J.  Hanavan,  Jr. 
Albert  D.  Menno 
John  D.  Naples 
Charles  E.  Wiles 

Essex  ( 1 ) 

E.  Addis  Munyan 
Franklin  (1) 

Alfred  A.  Hartmann 


Fulton  (1) 

Armand  J.  D’Errico 

Genesee  (1) 

Alfred  L.  George 

Greene  ( 1 ) 

Edwin  G.  Mulbury 

Herkimer  ( 1 ) 

Harold  T.  Golden 

Jefferson  ( 1 ) 

Thomas  P.  Hamilton 

Kings  (22) 

Lawrence  Ames 
Louis  Berger 
Matthew  Brody 
John  J.  Flynn 
Alfred  P.  Ingegno 
David  Kershner 
Warren  A.  Lapp 
George  Liberman 
Harry  S.  Lichtman 
Martin  Markowitz 
James  L.  O’Leary 
Irving  M.  Pallin 
Louis  Pellman 
Benjamin  J.  Rosenthal 
Ralph  M.  Schwartz 
Milton  B.  Spiegel 
Stanley  Stark 
Julius  E.  Stolfi 
Leo  J.  Swirsky 
Morris  T.  Tanenhaus 
Vincent  J.  Tesoriero 
Leslie  H.  Tisdall 

Lewis  ( 1 ) 

William  S.  Reed 

Livingston  (1) 

James  M.  Judd 

Madison  ( 1 ) 

Felix  Ottaviano 

Monroe  (6) 

Hobart  L.  Boyd 
Charles  R.  Harris 
Charles  R.  Mathews 
John  H.  Morton 
Charles  D.  Sherman,  Jr. 
John  D.  States 

Montgomery  ( 1 ) 

Roman  R.  Violyn 

Nassau  (13) 

John  A.  Billows 
Clement  J.  Boccalini 
Louis  Bush 
Jeff  J.  Coletti 
Ralph  S.  Emerson 
Leo  T.  Flood 
Abraham  W.  Freireich 
Frank  M.  Green 
Edward  Kenneth  Hor- 
ton 

Raymond  F.  Smith 
Reginald  R.  Steen 
Paul  H.  Sullivan 
H.  Lawrence  Sutton 
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New  York  (25) 

Edward  A.  Burkhardt 
May  E.  Chinn 
John  M.  Cotton 
C.  Joseph  Delaney 
Lawrence  Essenson 
James  H.  Ewing 
William  W.  Field 
Stanley  H.  Green wald 
Keith  0.  Guthrie,  Jr. 
John  E.  Hammett 
Milton  Helpern 
William  Graham  Knox 
Thomas  K.  Lammert 
John  A.  Lawler 
Julia  V.  Lichtenstein 
David  Lyall 
Vaughan  C.  Mason 
James  R.  McCarroll 
George  W.  Melcher,  Jr. 
Joseph  A.  Pincus 
Bernard  J.  Pisani 
William  B.  Rawls 
George  M.  Saypol 
Lucie  Schoenenberger 
Albert  M.  Schwartz 

Niagara  (2) 

John  T.  Donovan,  Jr. 
William  R.  Lewis 

Oneida  (3) 

Clarke  T.  Case 
Irving  Cramer 
Robert  H.  Cross 

Onondaga  (5) 

Robert  J.  Collins 
Richard  D.  Eberle 
Irving  L.  Ershler 
Louis  G.  Fournier 
Charles  A.  Gwynn 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (2) 

Allen  H.  Keniston 
John  D.  VanZandt 

Orleans  (1) 

Angelo  F.  Leone 

Oswego  ( 1 ) 

Kent  W.  Jarvis 

Otsego  (1) 

John  W.  Latcher 

Putnam  (1) 

Garrett  W.  Vink 

Queens  (17) 

Alfred  A.  Angrist 
Angelo  Robert  Bologna 
Lester  J.  Candela 
Thomas  M.  d’ Angelo 
Albert  H.  Douglas 
Harry  H.  Epstein 
Frank  W.  Farrell 
John  L.  Finnegan 
Irving  G.  Frohman 
Peter  V.  Gugliuzza 
George  J.  Lawrence,  Jr. 
Jerome  L.  Leon 
Charles  C.  Mangi 
Kurt  Rosenberg 
Lester  R.  Tuchman 


William  E.  F.  Werner 
Ezra  A.  Wolff 

Rensselaer  (2) 

Allen  G.  Gifford 
John  J.  Noonan 

Richmond  (3) 

Albert  B.  Accettola 
Warren  M.  Levin 
Orlando  L.  Manfredi 

Rockland  (3) 

Sheldon  B.  Adler 
Herbert  L.  Sperling 
Louis  J.  Wagner 

St.  Lawrence  (1) 

Maurice  J.  Elder 

Saratoga  (l) 

Russell  B.  Peacock 

Schenectady  (3) 

John  L.  Clowe 
Ralph  E.  Isabella 
Herbert  J.  Wright,  Jr. 

Schoharie  (1) 

John  H.  Wadsworth 

Schuyler  (1) 

Fritz  Landsberg 

Seneca  (1) 

David  L.  Koch 

Steuben  (2) 

Thomas  S.  Cotton 
Wayne  C.  Templer 

Suffolk  (6) 

Daniel  Friedman 
Milton  Gordon 
Bruce  A.  Harris,  Jr. 
Andrew  W.  Lawrence 
George  E.  Leone 
John  L.  Sengstack 

Sullivan  (1) 

Sirkka  E.  Vuornos 

Tioga  (1) 

George  F.  Pritchard 

Tompkins  (1) 

George  G.  McCauley 

Ulster  (2) 

Eugene  F.  Galvin 
Edward  F.  Shea 

Warren  (1) 

Walter  F.  Harrison,  Jr. 

Washington  (1) 

Milton  J.  Greenberg 

Wayne  (1) 

James  G.  Cotanche 

Westchester  (8) 

Arthur  H.  Diedrick 
John  N.  Dill 
James  Q.  Haralambie 
Robert  E.  Healy 
Reid  R.  Heffner 
James  M.  Jones 
Wallace  M.  Sheridan 
Maurice  L.  Woodhull 


Wyoming  (1)  Yates  (1) 

Willard  Chapin  Arthur  J.  Horton 

Section  260 

Remarks  of  President  of  New  York  State 
Medical  Assistants  Association 

. . .Speaker  Wurzbach  introduced  Dr.  Pallin 
who  presented  Mrs.  Bette  K.  Kindlon,  president 
of  the  New  York  State  Medical  Assistants 
Association,  who  addressed  the  House  and  was 
applauded.  . . 


Section  261 

Election  of  Life  Members 

. . .Dr.  Azzari’s  motion  to  elect  the  listed 
applicants  to  life  membership  in  the  Medical 
Society  of  the  State  of  New  York  was  unani- 
mously carried,  the  list  referred  to  being  as 
follows: 

Abraham  Higham  Aaron,  Buffalo 

Max  S.  Aber,  Kenmore 

Julius  G.  Abrahamson,  Farmingdale 

Clarence  Ferdinand  Ackerknecht,  Schenectady 

Margit  Aczel,  New  York  City 

Lucie  Adelsberger,  New  York  City 

Stanley  Earl  Alderson,  Albany 

John  Charles  Alesi,  Point  Lookout 

Romeyn  Treadwell  Allen,  Binghamton 

J.  Burns  Amberson,  Jr.,  Hillsdale,  New  Jersey 

Eugenie  Anderman,  New  York  City 

Alan  Ramseur  Anderson,  Freeport 

Joseph  M.  Armengol,  New  York  City 

Mervyn  Vincent  Armstrong,  Brooklyn 

Walter  Sydney  Atkinson,  Watertown 

Ludwig  Auerbach,  Waddington 

Max  Bachenheimer,  Bronx 

Bertold  Bachrach,  New  York  City 

Edwin  W.  Bader,  Flushing 

Margaret  Augusta  Baker,  Swan  Lake 

Erna  D.  Ball,  Jamaica 

Eric  Axel  Bash,  Long  Island  City 

Boris  L.  Bass,  Bronx 

Herbert  Henry  Bauckus,  Buffalo 

Jacob  Beckenstein,  Brooklyn 

Jacob  Saul  Beilly,  Brooklyn 

Norman  Charles  Bender,  Buffalo 

Louis  Jack  Berg,  Irvington 

Hans  Bergmann,  St.  Albans 

Joachim  Beutel,  Bronx 

Harry  S.  Bikoff,  Brooklyn 

John  Birnbaum,  New  York  City 

Meyer  Harold  George  Blatt,  New  York  City 

David  Bloom,  New  York  City 

Oswald  Herman  Boltz,  Binghamton 

Lyman  Crowell  Boynton,  Rochester 

Katharine  L.  Breydert,  New  York  City 

Morris  Brooks,  Brooklyn 

Bernard  Temple  Brown,  Cazenovia 

Stephen  Robert  Brunauer,  New  York  City 

Martin  Buchband,  New  York  City 

Harold  Albert  Butman,  Vero  Beach,  Florida 

Joseph  Vincent  Caltagirone,  Brooklyn 

Carl  George  Candiloro,  Queens  Village 

Walter  Cane,  Hempstead 

Matthew  Lawrence  Carden,  Buffalo 

Claude  Erastus  Chapin,  Cortland 

Ludwig  V.  Chiavacci,  New  York  City 

Anthony  John  Chimera,  Buffalo 

Helen  Erna  Cohn,  New  York  City 

Eugene  Collin,  Falconer 
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Oscar  K.  Cosla,  Berea,  Ohio 
Herman  Cowan,  New  York  City 
Albert  Maurice  Crance,  Geneva 
James  J.  Crawford,  Glendale 
John  Hamilton  Crawford,  Brooklyn 
Vincent  M.  Cremona,  White  Plains 
James  Peter  Croce,  New  York  City 
Christopher  D'Amanda,  Rochester 
Max  David,  New  York  City 
George  Hamilton  Davis,  Cutchogue 
James  Vincent  DeChristoforo,  Brooklyn 
Francis  McGarvey  Donehue,  Albany 
Richmond  Douglass,  Poughkeepsie 
Rufus  Lee  Durfee,  Binghamton 
Leo  Duschnitz,  New  York  City 

Max  Eagle,  New  York  City 

Bernard  Ehrenpreis,  Miami  Beach,  Florida 

Wilhelm  Eilbott,  New  York  City 

Fritz  Julius  Einstein,  New  York  City 

Erna  Stantien  Enderle,  Staten  Island 

Alice  Erlanger,  Brooklyn 

John  A.  Erman,  Binghamton 

John  Fred  Faigle,  Jamaica 

Auguste  Hedwig  Falkenstein,  New  York  City 

Laurence  Farmer,  New  York  City 

Robert  Roy  Faust,  Albany 

Harold  Fay,  Bronx 

Henry  Feibes,  Bronx 

Abraham  Feitelberg,  Bronx 

Solomon  Salmen  Fiderer,  Brooklyn 

Charles  Otto  Fiertz,  New  York  City 

George  Winthrop  Fish,  New  York  City 

James  Walter  Fitzgerald,  Troy 

Benjamin  Fleissig,  Bronx 

John  Thomas  Fowkes,  Jr.,  Clayton 

Osias  Leon  Friedman,  New  York  City 

Theodor  Friedrichs,  Astoria 

Sidonia  T.  Furst,  New  York  City 

George  Gamsu,  Rochester 
Henry  Gann,  Sarasota,  Florida 
Charles  Joseph  Garofalo,  Brooklyn 
Julius  Gattner,  Endicott 
William  Edwin  Gazeley,  Schenectady 
Edward  Isadore  Gersh,  Bronx 
Benzion  Giventer,  Brooklyn 
Alfred  Goerner,  Huntington 
Alphonzo  Rand  Goff,  Keene 
Ernest  Bernhard  Gold,  New  York  City 
David  Goldblatt,  New  York  City 
Joseph  Goldstone,  New  York  City 
Frederick  William  Good,  New  York  City 
Stephen  Aloysius  Graczyk,  Buffalo 
Charles  Willard  Green,  Schenectady 
Morris  Beryl  Green,  Remsenburg 
Orman  Gregersen,  Hollis 
Albert  Julius  Griesbach,  Flushing 
Leon  Harnden  Griggs,  Manlius 
Richard  Bela  Gross,  Bronx 
Max  Gutmann,  Middle  Village 

Charles  Edward  Hamilton,  Brooklyn 

Wilfred  Charles  Harding,  Jordan 

Edwin  Toal  Hauser,  New  York  City 

Albert  Leonard  Hayes,  Willsboro 

William  Heilbrun,  Flushing 

Lawrence  Edward  Henderson,  Watertown 

Charles  George  Herbermann,  New  York  City 

Benjamin  Bernard  Ilershkowitz,  New  York  City 

Martin  Francis  Hession,  Bronx 

Theodore  Hevizy,  New  York  City 

Henry  Hillel,  Syracuse 

Ernest  Ludwig  Hirsch,  Rego  Park 

Irwin  Hirsch,  Richmond  Hill 

Charles  Herman  Hochman,  Bronx 

Samuel  Jerry  Hodkin,  Hollywood,  Florida 

Allen  Wheeler  Holmes,  Keuka  Park 


Otto  Hopfinger,  New  York  City 

James  Wainwright  Howard,  New  York  City 

Samuel  Max  Hyman,  New  York  City 

Pasquale  Joseph  Imperato,  Brooklyn 

Erich  Jacobsen,  Fairport 

Jacob  Jacobowitz,  Forest  Hills 

Kurt  Emil  Jacoby,  Woodhaven 

Harry  Katz,  New  York  City 

Edmund  H.  Kerper,  Fly  Creek 

Francis  Nelson  Kimball,  New  York  City 

Samuel  Kirsch,  New  York  City 

Joseph  Pasquale  Klaar,  New  York  City 

Jennie  D.  Klein,  Buffalo 

Hiram  Loren  Knapp,  Jr.,  Newark  Valley 

Paul  Marland  Kober,  Rochester 

Irene  Pieper  Koenig,  Hawthorne 

Stanley  T.  Krzywicki,  Syracuse 

Samuel  Floren  Kutz,  Clifton  Springs 

H.  Robert  Landon,  Jamaica 

John  Fitch  Landon,  New  York  City 

Joseph  A.  Landy,  Bronx 

Christina  Margaret  Leonard,  Sarasota,  Florida 

Aleksie  A.  Leonidoff,  Poughkeepsie 

Charles  Lerner,  Liberty 

Sidney  Jack  Levinson,  New  York  City 

Asa  Liggett  Lincoln,  New  York  City 

Edith  Maas  Lincoln,  New  York  City 

Kurt  Michael  Lipsehitz,  Flushing 

Alfred  Loewenstein,  Binghamton 

Lorenzo  Lonigro,  Rome,  Italy 

Franja  Lowy,  New  York  City 

Harold  Lusskin,  Miami  Beach,  Florida 

Franz  Josef  Lust,  New  York  City 

John  Aquinas  McCabe,  Brooklyn 

Daniel  Archibald  MacDonald,  White  Plains 

Charles  Anthony  McLaughlin,  Sands  Point 

Allister  Matheson  McLellan,  New  York  City 

Minna  Maler,  Long  Island  City 

Domenico  Manetti,  Bayside 

Anthony  George  Maratea,  Staten  Island 

Kurt  Matthews,  Buffalo 

Helena  Mathiasen,  Poughkeepsie 

William  Canice  Meagher,  Elmhurst 

James  Meer,  New  York  City 

Simon  Mencher,  Flushing 

William  Howard  Mencher,  Miami  Beach,  Florida 
Ludwig  Hans  Mendelson,  Astoria 
Vito  Joseph  Merola,  Bronx 

Bessie  Pecker  Metrick,  South  Orange,  New  Jersey 

Ernst  Ludwig  Metzger,  Rego  Park 

Ida  Jessica  Mintzer,  Jamaica 

Sylvern  Mirapaul,  Oriskany 

Ellis  Columbus  Moore,  Olean 

Richmond  Lawrence  Moore,  New  York  City 

Frank  Moskowitz,  Brooklyn 

Martin  Alvin  Murphy,  Ridgewood 

Veronica  Frazier  Murray,  Garrison 

Alfred  A.  Nathans,  Brooklyn 

Salman  Navidi,  Plain  view 

Fritz  T.  Neuhaus,  New  York  City 

Arthur  Raymond  New,  New  York  City 

Max  Newer,  Syracuse 

Cornelius  Edward  O’Grady,  Bronx 

Edward  Bernard  O’Keeffe,  Schenectady 

Thaddeus  Bernard  Oot,  Syracuse 

Leo  Joseph  Palmer,  Ossining 

Z.  Rita  Parker,  Miami,  Florida 

David  Pashman,  Brooklyn 

Richard  Norris  Pierson,  Cold  Spring  Harbor 

William  M.  Pilpel,  Clayton 

Jakob  Josef  Polakow,  New  York  City 

Charles  Leslie  Pope,  Binghamton 

John  Carl  Porges,  New  York  City 

Milton  G.  Potter,  Buffalo 

Oma  Henry  Price,  New  York  City 
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Abraham  Raab,  Bronx 

Michele  A.  R.  Raia,  Brooklyn 

Hiram  Randall,  Binghamton 

Willard  Cole  Rappleye,  New  York  City 

Frank  P.  Redmond,  Haverstraw 

Adolf  Reich,  New  York  City 

Benedict  William  Reifenstein,  Syracuse 

Frederick  Reiss,  New  York  City 

Harold  Jacob  Reist,  Buffalo 

Leo  Remes,  New  York  City 

Dickinson  Woodruff  Richards,  New  York  City 

George  Edward  Richardson,  Monticello 

Walter  James  Riley,  Rochester 

James  Vincent  Rizzi,  Jamaica 

George  Henry  Roberts,  Jr.,  Brooklyn 

David  Rodier,  Hunter 

Henry  Aaron  Rogan,  Pleasantville 

George  Clifford  Rosenberg,  Rockville  Centre 

Alexander  Rosinak,  Bronx 

S.  Bernard  Ross,  Brewster 

Margaret  Rothenberger,  Brooklyn 

Mitchell  Jay  Rubinow,  Jamaica 

Rudolph  Ruedemann,  Jr.,  Albany 

Louis  Sachs,  New  York  City 
Mojzesz  Salamon,  New  York  City 
Charles  Sandler,  Bronx 
Emil  C.  Sauchelli,  Brooklyn 
Erwin  Sehattner,  Brooklyn 
Wolf  Dietrich  Schmidt,  Westbury 
Max  Schneider,  Forest  Hills 
Maurice  Melvin  Schrier,  Brooklyn 
Edward  G.  Schweinberger,  Syracuse 
Irvin  Seinfeld,  Brooklyn 
Jackson  Anderson  Seward,  New  York  City 
Clayton  Earl  Shaw,  Hoosick  Falls 
William  Peacey  Shepard,  Vineyard  Haven,  Massa- 
chusetts 

Lucy  Shimmerlik,  Long  Island  City 

Albert  Aloysius  Sichel,  Larchmont 

Max  Josef  Sichell,  New  York  City 

Morris  K.  Silberman,  New  York  City 

Karl  J.  Simon,  Yonkers 

Richard  L.  Singer,  New  York  City 

Philip  Waddell  Skinner,  Geneva 

Walter  Joseph  Smith,  Syracuse 

Isadore  Snapper,  New  York  City 

Arthur  Daniel  Sobey,  New  Rochelle 

Otto  Sommer,  Mount  Vernon 

Albert  Spatz,  Jamaica 

Dewey  H.  Steffenhagen,  Palatine  Bridge 

William  David  Stein,  Miami  Beach,  Florida 

Harold  Julian  Stewart,  New  York  City 

Meyer  Michael  Stone,  New  York  City 

Arthur  Charles  Swartz,  Albany 

Hugo  Tannenbaum,  Bronx 
Joseph  Tannenberg,  Batavia 
David  Robert  Telson,  Brooklyn 
Ottokar  Tenopyr,  Brooklyn 
Walter  Raymond  Terry,  Brooklyn 
Harold  Thomas,  Loudonville 
Anthony  Thomas  Totero,  Larchmont 
Edgar  Charles  Trautman,  New  York  City 
George  Oliver  Tremble,  Port  Chester 
Daniel  R.  Tronolone,  Buffalo 
Joseph  Turner,  New  York  City 
Francis  Patton  Twinem,  New  York  City 

Louis  Usen,  Brooklyn 

Eugene  Robinson  Vernou,  Pittsford 
Julius  Voehl,  Syracuse 
Alfred  Vogl,  New  York  City 
George  Clark  Vogt,  Binghamton 

John  Edward  Wattenberg,  Cortland 
Leonid  Watter,  Stony  Brook 
Willis  Morris  Weeden,  New  York  City 
Joseph  Weil,  South  Ozone  Park 


Irving  S.  Weinstein,  New  Rochelle 

Leopold  Weinstein,  New  York  City 

Bernath  Weiss,  Ridgewood 

Martin  Weiss,  Binghamton 

Morris  Martin  Weiss,  Holbrook 

James  Russell  Welding,  White  Plains 

Stanley  Mendel  Wershof,  Bronx 

Simon  Weyl,  New  York  City 

Joseph  Wilder,  New  York  City 

Henry  Valentine  Wildman,  New  York  City 

James  Lancelot  Wilson,  New  York  City 

Milton  John  Wilson,  New  York  City 

Robert  G.  Wilson,  Batavia 

Herman  Winkelman,  Miami  Beach,  Florida 

Isaac  N.  Wolfson,  Thiells 

Duncan  Lee  Wormer,  Portville 

Leon  G.  Wugmeister,  Astoria 

Howard  M.  Young,  Camden 

Alexander  Ernest  Zirpolo,  Brooklyn 

Section  262 

Resolutions  of  Thanks 

. . .Resolutions  of  thanks  for  their  work  at 
the  convention  were  adopted  unanimously  for 
the  following:  Henry  I.  Fineberg,  M.D., 

executive  vice-president,  and  the  staff  of  the 
State  Society  headquarters  office;  Miss  Doris 
K.  Dougherty,  executive  assistant;  the  manage- 
ment of  The  Americana;  the  staff  of  the  House 
of  Delegates  workroom;  Miss  Alvina  Rich 
Lewis,  House  of  Delegates  coordinator;  Ber- 
nard J.  Pisani,  M.D.,  chairman,  and  all  mem- 
bers of  the  Convention  Committee;  the  Speaker 
and  Vice-Speaker;  Mrs.  Augusta  Grimm, 
stenotypist;  the  banquet  department  of  the 
Americana, 

Section  263 

Report  of  Tellers 

. . .Speaker  Wurzbach  introduced  Dr.  De- 
laney to  give  the  report  of  the  tellers.  . . 

Dr.  Delaney:  For  delegates  to  the  A.M.A., 
the  results  of  voting  are  as  follows: 


1.  Carlton  E.  Wertz 213 

2.  Henry  I.  Fineberg 192 

3.  Irving  L.  Ershler 182 

4.  William  L.  Wheeler,  Jr 179 

5.  Waring  Willis 177 

6.  John  M.  Galbraith 175 

7.  Walter  S.  Walls 175 

8.  Frederick  A.  Wurzbach,  Jr. . 175 

9.  Charles  R.  Mathews ...  162 

10.  Thurman  B.  Givan 157 

11.  John  F.  Kelley 152 

12.  John  C.  McClintock 145 

13.  John  Lee  Clowe 118 


. . .Speaker  Wurzbach  declared  these  13 
elected  as  delegates  to  the  A.M.A.,  to  start 
their  two-year  terms  of  office  on  January  1, 
1967.  . . 

Dr.  Delaney:  Continuing: 


14.  Solomon  Schussheim 112 

15.  Carl  Goldmark,  Jr 108 

16.  Walter  T.  Heldmann 85 

17.  Albert  H.  Douglas 80 
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18.  John  D.  Naples 70 

19.  Joseph.  J.  Kaufman 57 

20.  Irwin  Felsen 48 

21.  John  T.  Donovan,  Jr 37 

22.  Philip  M.  Standish 34 

23.  Paul  H.  Sullivan 31 

24.  John  L.  Sengstack 25 

25.  Frederic  W.  Holcomb,  Jr 5 


. . .Speaker  Wurzbach  declared  these  12 
elected  as  alternate  delegates  to  the  A.M.A., 
to  start  their  two-year  terms  of  office  on  Janu- 
ary 1,  1967.  . . 

Report  of  Reference  Committee  on 
Medical  Services  A 

. . .Speaker  Wurzbach  introduced  Philip  M. 
Standish,  M.D.,  Ontario,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Medical 
Services  A.  . . 

Section  264  ( see  16) 

Commission  on  Medical  Services 

Dr.  Standish:  Your  reference  committee 
has  reviewed  the  report  by  George  Himler, 
M.D.,  on  the  Commission  on  Medical  Services 
and  feels  that  the  Commission  should  be  com- 
mended for  its  work  and  endorses  his  report. 

. . .Dr.  Standish’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Section  265  ( see  1 7) 

Economics 

Dr.  Standish:  Your  reference  committee 
has  taken  note  of  the  action  of  the  Economics 
Committee,  G.  Rehmi  Denton,  M.D.,  chair- 
man, and  has  his  report  of  continuing  activity 
of  their  meetings  with  the  State  Budget  Di- 
rector. We  concur  in  this  report  as  submitted 
and  feel  that  special  thanks  should  be  given 
this  committee  for  its  diligent  work. 

. . .Dr.  Standish’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Section  266  ( see  81,  83,  95,  97,  100,  127) 

Fees 

Dr.  Standish:  Resolutions  66  5,  66  7, 

66-20,  66  22,  66-25,  and  66  52,  dealing  with 
fees,  were  considered,  and  your  reference 
committee  has  condensed  these  into  the  fol- 
lowing substitute  resolution: 

Whereas,  The  House  of  Delegates  of 
the  American  Medical  Association  meeting 
at  Philadelphia  in  1965  once  again  re- 
affirmed its  support  of  the  usual  and  custom- 
ary fee  concept  as  the  basis  for  reim- 
bursing physicians  participating  in  govern- 
ment programs  at  all  levels  and  urged 
that  the  reimbursement  of  individual  phy- 
sicians in  accordance  with  the  usual  and 
customary  fee  concept  be  extended  to  all 
third  parties;  and 

Whereas,  government  agencies  are  not 


indigent  themselves  and,  in  fact,  pay  the 
going  rate  for  all  who  provide  services  for 
the  indigent;  and 

Whereas,  the  Medical  Society  of  the 
State  of  New  York  now  has  its  own  Relative 
Value  Scale;  now  therefore  be  it  hereby 
Resolved,  that  negotiating  committees  of 
the  Medical  Society  of  the  State  of  New 
York  be  urged  to  use  as  a guide  the  Rela- 
tive Value  Scale  to  obtain  usual  and  custom- 
ary fees  in  dealing  with  all  local,  State,  and 
Federal  agencies. 

. . .After  discussion,  during  which  Dr.  Har- 
rison’s motion  to  amend  the  resolution  by  add- 
ing “and  that  these  fees  apply  universally  to 
all  services  by  all  physicians  in  all  approved 
hospitals”  was  unanimously  carried;  Dr. 
Pallin’s  motion  to  amend  the  resolution  by 
adding  a second  “resolved” — “that  the  ex- 
perience gained  in  one  year  be  reviewed” 
was  unanimously  carried;  Dr.  Himler’s  sug- 
gestion that  the  words  “usual  and  customary 
fees”  be  deleted  from  the  first  “whereas” 
and  the  first  “resolved”  was  presented;  finally 
Dr.  Himler’s  motion  to  refer  the  resolution  to 
the  Council  for  “proper  interpretation  of  word- 
ing” was  passed. 

. . .After  further  discussion,  Dr.  Lieberman’s 
recommendation  that  “in  considering  the  Rela- 
tive Value  Scale  the  minimum  unit  value  be 
not  less  than  $5.00,”  and  Dr.  Stark’s  recom- 
mendation that  the  words  “and  other  third 
parties”  be  added  to  the  first  “resolved”  were 
both  referred  to  the  Council  as  recommenda- 
tions. . . 

Section  267  ( see  89,  94,  103,  104,  105,  106,  132, 
136, 138) 

Separation  of  Hospital  and 
Professional  Services 

Dr.  Standish:  After  careful  study  of  res- 

olutions 66-13,  66-19,  66-28,  66-29,  66-30, 
66-31,  66-57,  66-61,  and  66-63,  concerning 
separation  of  hospital  and  professional  services, 
your  reference  committee  feels  it  is  in  sympathy 
with  the  intent  of  these  and  that  it  is  in  ac- 
cordance with  resolution  27  of  the  American 
Medical  Association  passed  in  1960.  Ac- 
complishing this  separation  is  so  complex  and 
widespread  in  its  import  that  an  ad  hoc  com- 
mittee should  be  appointed  by  the  Council  to 
further  study  these  problems.  Listed  below 
are  some  of  the  reasons  it  is  felt  the  problem  is 
so  complex  that  it  requires  the  above  action: 

(1)  Contract  benefits  and  insurance  laws 
would  have  to  be  changed. 

(2)  Contractual  arrangements  between 
physicians  and  hospitals  would  have  to  be 
revised,  as  would  the  mechanism  for  arriving 
at  hospital  costs. 

. . .After  discussion,  during  which  Dr.  Loper- 
fido’s  motion  to  consider  resolution  66-63, 
“Policy  Statement  and  Principles  Concerning 
Separate  Billing  for  Specific  Professional  Serv- 
ices Rendered  to  Hospital  Patients,”  sepa- 
rately was  lost;  Dr.  Standish’s  motion  to  adopt 
this  portion  of  the  report  was  carried.  . . 
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Section  268  ( see  93) 

Change  in  Relative  Value  Scale 
for  Anesthesiologists 

Dr.  Standish:  Regarding  resolution  66-18, 
your  reference  committee  has  been  assured  by 
the  Economics  Committee  that  consideration 
has  been  given  to  a revision  of  the  Relative 
Value  Scale  within  the  year  and  all  groups  will 
have  an  opportunity  to  propose  changes.  Since 
the  Relative  Value  Scale  is  fluid  and  subject 
to  revision  and  change,  it  is  the  feeling  of  the 
reference  committee  that  the  Relative  Value 
Scale  will  need  revision.  It  is  impossible  to 
make  decisions  at  this  time.  We,  therefore, 
recommend  that  this  resolution  be  referred  to 
the  Council  for  proper  action. 

. . .After  discussion,  Dr.  Standish’s  motion 
to  adopt  this  portion  of  the  report  was  unani- 
mously carried.  . . 

Section  269  ( see  18) 

Public  Medical  Care 

Dr.  Standish:  The  report  of  the  Public 

Medical  Care  Subcommittee  was  next  re- 
viewed, and  the  reference  committee  concurs 
with  the  handling  of  resolution  65-37,  “Free 
Choice  of  Physicians  for  Welfare  Patients.” 
. . .Dr.  Standish’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  270  ( see  79) 

Changes  in  State  Welfare  Regulations 

Dr.  Standish:  On  resolution  66-3,  your 

reference  committee  recommends  approval 
of  this  resolution  with  the  substitution  for  1 
of  the  “resolved”  of  the  following:  “All  county 
societies  shall  encourage  local  welfare  agencies 
to  use  the  prior  authorization  card  as  practiced 
in  six  counties  of  the  State.” 

. . .Dr.  Standish’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  earned.  . . 

Dr.  Standish:  The  reference  committee 
wishes  to  express  its  thanks  to  Marcelle  Ber- 
nard, M.D.,  and  the  Public  Medical  Care 
Subcommittee  for  its  diligent  work  during  the 
past  year. 

. . .Dr.  Standish’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Section  271  ( see  19) 

Veterans  Administration 

Dr.  Standish:  Dr.  Bauckus’  report  on 
Liaison  with  Veterans  Administration  was  re- 
viewed, and  it  was  felt  that  the  work  of  this 
committee  should  be  commended,  and  we 
concur  in  its  report. 

. . .Dr.  Standish’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  272  ( see  20,  67) 

Medical  Care  Insurance 

Dr.  Standish:  The  Medical  Care  Insurance 
Committee  report  was  next  reviewed.  The 
committee’s  action  on  resolution  65-49,  “In- 


clusion of  Fees  for  Physiatrist  in  Blue  Shield 
Plans,”  was  approved. 

. . .Dr.  Standish’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Dr.  Standish:  The  committee  concurred 

in  the  action  on  resolution  65-56,  “Full  Par- 
ticipation by  Physicians  in  Blue  Shield  Plans.” 
The  reference  committee  recommends  approval 
of  the  seven  Blue  Shield  plans  as  listed  in  the 
committee’s  report. 

. . .Dr.  Standish’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Dr.  Standish:  The  committee  was  pleased 
to  note  that  review  committees  have  been 
established  for  all  county  societies,  and  larger 
county  societies  should  be  complimented  for 
their  assistance  to  smaller  societies  where  it  is 
impractical  to  establish  such  a committee. 

. . .Dr.  Standish’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried.  . . 

Dr.  Standish:  We  thank  Melvin  Martin, 
M.D.,  and  his  committee  for  their  long  hours 
of  work  the  last  year.  We  have  reviewed  also 
the  annual  report  of  the  Bureau  of  Medical 
Care  Insurance  and  we  recommend  its  approval. 
We  wish  to  thank  Mr.  George  P.  Farrell  for 
his  diligent  work  in  carrying  on  this  useful 
function  for  the  Society.  We  are  sorry  that 
Mrs.  Alice  Arana  has  retired  after  twenty 
years  of  conscientious  service. 

. . .Dr.  Standish’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  273  ( see  84) 

Uniform  Fee  Schedule  for  Use  by  State 
Department  of  Mental  Hygiene 

Dr.  Standish:  Regarding  resolution  66-8, 

this  was  approved  in  principle  in  view  of  the 
fact  that  negotiations  are  under  way  between  the 
Committee  on  Medical  Economics  and  the 
Director  of  the  Budget  to  establish  uniform  fees 
for  similar  services  in  all  state  agencies. 

. . . Dr.  Standish’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  274  {see  112) 

Provision  of  Parallel  Benefits  in  Prepaid 
Health  Insurance 

Dr.  Standish:  Regarding  resolution  66-37, 

the  reference  committee  recommends  approval. 

. . . Dr.  Standish’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  275  ( see  121) 

Guidelines  for  Payment  for  Autopsy  Service 

...  At  the  request  of  Dr.  Angrist,  resolution 
66-46  was  withdrawn  before  any  action  was 
taken  by  the  House.  Dr.  Angrist  requested 
that  it  be  referred  to  the  new  ad  hoc  committee. 
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Section  276  ( see  145) 

The  Medical  Profession  and  Control  of 
the  Practice  of  Medicine 

Dr.  Standish:  Regarding  resolution  66-70, 

it  is  approved  in  principle  and  referred  to  the 
Council  for  implementation. 

. . . Dr.  Standish’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  277  ( see  154 ) 

Recommendation  that  Only  Blue  Shield  Plans 
Be  Designated  Fiscal  Agents  Under  Medicare 

Dr.  Standish:  Regarding  resolution  66-80, 

it  was  reported  to  your  reference  committee 
that  the  Medical  Society  of  the  State  of  New 
York  had  sent  a telegram  to  Federal  govern- 
ment officials  expressing  opposition  to  the 
appointment  of  other  agents  and  reaffirming 
our  recommendation  that  Blue  Shield  Plans  be 
the  only  fiscal  agent  for  payment  of  physicians’ 
bills  under  Medicare  throughout  New  York 
State. 

The  following  is  the  text  of  this  telegram  with 
tiie  names  to  whom  it  was  sent:  Senator 

Robert  F.  Kennedy,  Washington,  D.C.,  and 
New  York  City,  Senator  Jacob  Javits,  Wash- 
ington, D.C.,  and  New  York  City;  Commis- 
sioner Ball,  Social  Security  Administration, 
Washington,  D.C.;  Honorable  Wilbur  J.  Cohen, 
Washington,  D.C.;  Honorable  Arthur  Hess, 
Washington,  D.C. 

“We  have  been  advised  that  carriers  other 
than  the  Blue  Shield  Plans  are  to  be  ap- 
pointed fiscal  agents  for  Part  B of  Title  18 
of  P.L.  89-97  in  New  York  State.  The 
Medical  Society  of  the  State  of  New  York 
on  June  18,  1965,  by  its  Council  voted  unan- 
imously to  designate  the  seven  Blue  Shield 
plans  in  their  respective  areas  of  New  York 
State  as  the  fiscal  agents  for  Part  B of  Title 
18.  The  Medical  Society  of  the  State  of 
New  York  has  unequivocally  indicated  its 
desire  to  do  everything  possible  to  insure  the 
success  of  the  Medicare  law  now  that  it  is  the 
law  of  the  land.  However,  we  strongly  feel 
that  the  proposed  fragmentation  of  responsi- 
bility between  Blue  Shield  and  the  commer- 
cial carriers  will  make  our  task  much  more 
difficult.  On  behalf  of  the  over  29,000 
physicians  in  New  York  we  urgently  request 
that  you  use  every  effort  to  obtain  the  desig- 
nation of  the  Blue  Shield  Plans  as  fiscal  agents 
for  Part  B of  Title  18  in  New  York  State.” 

Waring  Willis,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 
Your  reference  committee  recommends  that  a 
second  telegram  to  Federal  officials,  re-empha- 
sizing this  position,  be  sent  immediately,  and 
we  recommend  approval  of  this  resolution. 

Your  reference  committee  would  like  to  com- 
mend the  officers  of  the  Medical  Society  of  the 
State  of  New  York  for  their  original  action. 

. . . After  discussion,  during  which  President 
Willis  read  the  only  reply  received  to  the  tele- 


gram, from  Senator  Robert  F.  Kennedy,  indi- 
cating that  it  was  too  late  to  make  any  changes 
for  the  present,  the  recommendation  to  send  a 
second  telegram  re-emphasizing  our  position 
was  defeated;  then  Dr.  Standish’s  motion  to 
adopt  this  portion  of  the  report,  as  amended, 
was  unanimously  carried  . . . 

Section  278  ( See  155) 

Designation  of  Blue  Shield  as  Fiscal 
Agent  in  Queens  County 

Dr.  Standish:  Regarding  66-81,  your  ref- 

erence committee  feels  that  since  many  other 
counties  are  not  covered  by  Blue  Shield,  the 
foregoing  resolution  indicates  the  position  of 
the  Society  relative  to  all  counties  and  therefore 
we  recommend  no  action  on  this  resolution. 

. . . After  discussion,  Dr.  d’Angelo’s  sub- 
stitute motion  to  approve  resolution  66-81 
was  carried  . . . 

Dr.  Standish:  We  wish  to  give  special 

thanks  to  Dr.  Denton  for  appearing  so  many 
hours  before  our  reference  committee  to  keep 
the  information  clear  in  our  discussion  and  de- 
liberation. We  also  want  to  extend  many 
thanks  to  Mr.  George  P.  Farrell  for  his  diligent 
work  and  his  secretary,  Mrs.  Irene  M.  Olsen, 
for  their  efforts  with  the  Society  in  this  de- 
liberation as  well  as  then'  work  through  the 
year.  I also  wish  to  thank  the  members  of 
my  committee. 

. . . Dr.  Standish’s  motion  to  adopt  the 
report  as  a whole,  as  amended,  was  carried  . . . 

Report  of  Reference  Committee  on 
Medical  Services  B 

. . . Speaker  Wurzbach  introduced  Peter 
V.  Gugliuzza,  M.D.,  Queens,  chairman,  to  give 
the  report  of  the  Reference  Committee  on 
Medical  Services  B . . . 

Dr.  Gugliuzza:  During  the  open  hearings 

the  chairmen  of  most  committees  were  present 
to  elucidate  and  answer  questions  concerning 
then’  committee  reports,  for  which  we  were 
grateful. 

Section  279  {see  21,  66) 

Workmen’s  Compensation 

Dr.  Gugliuzza:  Your  reference  committee 

examined  the  report  of  the  Workmen’s  Com- 
pensation Committee  and  is  pleased  with  the 
accomplishments  of  this  committee;  namely, 
that  an  agreement  has  been  reached  by  the 
Advisory  Committee  to  recommend  for  pro- 
mulgation to  the  Chairman  of  the  Workmen’s 
Compensation  Board  changes  in  the  fee  schedule 
providing  for  an  increase  in  the  reimbursement 
to  the  physician  for  medical  services  rendered 
under  the  Workmen’s  Compensation  Law  of 
approximately  30  per  cent  for  office  visits  (initial 
and  subsequent)  and  an  increase  of  15  per  cent 
on  the  remaining  items  in  the  fee  schedule. 
The  committee  wishes  to  commend  the  Work- 
men’s Compensation  Committee  for  this  ac- 
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complishment.  Your  reference  committee  is 
aware  of  the  ultimate  goal  of  the  Workmen’s 
Compensation  Committee  to  obtain  for  phy- 
sicians a fee  schedule  in  which  the  fees  allowed 
by  the  Workmen’s  Compensation  Board  are 
equal  to  or  closely  approximate  the  prevailing 
fee. 

We  also  note  that  progress  has  been  made  in 
negotiations  with  Mr.  Abraham  Markhoff,  presi- 
dent of  the  New  York  Compensation  Bar 
Association,  regarding  third-party  cases.  He 
has  urged  a thorough  review  of  Section  29 
of  the  Workmen’s  Compensation  Law,  which 
deals  with  third-party  actions. 

Your  reference  committe  commends  the 
work  of  the  Workmen’s  Compensation  Com- 
mittee under  the  chairmanship  of  Carl  F. 
Freese,  M.D.,  and  Robert  Katz,  M.D.,  director 
of  the  Division  of  Industrial  Health  and  Work- 
men’s Compensation. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  280  ( see  22) 

Industrial  Health 

Dr.  Gugliuzza:  Your  reference  committee 

reviewed  the  report  of  the  Industrial  Health 
Committee  and  notes  there  are  no  items  for 
specific  action  at  this  time.  The  committee  is 
following  the  progress  of  an  industrial  health 
facility  at  a community  hospital  in  New  York 
City  but  as  yet  it  has  come  to  no  definite  con- 
clusions regarding  this  program. 

We  commend  the  continued  efforts  of  the 
committee  under  the  chairmanship  of  Harry 
E.  Tebrock,  M.D.,  and  Robert  Katz,  M.D., 
director. 

....  Dr.  Gugliuzza’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  281  (see  23) 

Hospital  and  Professional  Relations 

Dr.  Gugliuzza:  This  committee  over  the 

past  year  has  continued  its  study  of  the  rising 
costs  of  hospital  services.  Recommendations 
to  diminish  hospital  costs  are  outlined  in  this 
report. 

This  committee  recommends  continuation  of 
the  study  by  the  New  York  State  Department 
of  Health  on  the  use  of  maternity  beds  for 
“clean”  gynecologic  patients  so  that  adequate 
changes,  if  warranted  by  the  results  of  those 
studies,  can  be  made  in  the  Sanitary  Code. 

The  New  York  State  law  which  is  an  imple- 
mentation of  the  Folsom  Report  finally  ac- 
complished what  the  Medical  Society  of  the 
State  of  New  York  had  long  wanted,  namely, 
transferring  of  hospital  control  from  the  De- 
partment of  Social  Welfare  to  the  Department 
of  Health. 

Further  recommendations  by  the  committee 
to  reduce  hospital  costs  include: 

(a)  A seven-day  hospital  week  to  include  all 
ancillary  services — attempts  should  be  made 


to  implement  this  recommendation  wherever 
feasible  and  possible.  However,  your  reference 
committee  realizes  that  in  many  instances 
because  of  reasons  over  which  medicine  has  no 
control,  this  would  not  only  be  impractical  but 
impossible. 

(b)  A re-evaluation  of  patient  “tests”  to 
reduce  this  to  the  minimum  compatible  with 
good  medical  care. 

(c)  Your  reference  committee  recommends 
that  there  be  a complete  re-evaluation  of  all 
existing  paramedical  personnel  in  order  to 
insure  maximum  patient  care.  A continuing 
training  program  should  be  encouraged  in  all 
hospitals  which  will  increase  the  competence 
of  paramedical  personnel.  This  in  turn  would 
reflect  a decrease  in  hospital  costs  and  improved 
patient  care.  Where  medicolegal  obstacles 
exist,  efforts  should  be  made  to  persuade  legis- 
lators that  amendments  to  these  laws  are  in  the 
best  interest  of  patient  care. 

We  concur  with  the  committee’s  concern 
about  the  lack  of  representation  of  practicing 
physicians  on  most  government-sponsored  med- 
ical committees  and  hospital  councils. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Harold  Golden,  M.D. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  282  ( see  24) 

Labor  Health  Facilities 

Dr.  Gugliuzza:  Your  reference  committee 

concurs  with  the  opinion  expressed  by  this 
committee  that  there  should  always  be  excellent 
liaison  between  organized  labor  and  organized 
medicine.  Efforts  should  be  continued  to 
cement  this  relationship. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  William  H.  Foege,  M.D. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  283  (see  25) 

Questions  of  Ethics 

Dr.  Gugliuzza:  Your  reference  committee 

is  cognizant  of  the  tremendous  activity  of  this 
committee  during  the  past  year.  The  chairman 
of  the  committee  appeared  before  a joint  con- 
ference of  the  Judicial  Council  and  the  Council 
on  Medical  Services  of  the  American  Medical 
Association.  He  reported  the  adoption  of  the 
following  statement  by  the  Judicial  Council  of 
the  American  Medical  Association.  The  Coun- 
cil “agreed  that  when  a physician  assumes  re- 
sponsibility for  the  services  rendered  to  a pa- 
tient by  a resident  or  intern  the  physician  may 
ethically  bill  the  patient  for  services  which  were 
performed  under  the  physician’s  personal  ob- 
servation, direction  and  supervision.” 

. . . After  discussion,  during  which  Dr. 
d ’Angelo’s  motion  to  delete  a portion  of  the 
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report  was  lost,  Dr.  Gugliuzza’s  motion  to  adopt 
this  portion  of  the  report  was  carried  . . . 

Dr.  Gugliuzza:  The  policy  statement  of 

the  Medical  Society  of  the  County  of  New  York 
on  industrial  medical  care  was  referred  to  the 
Committee  on  Questions  of  Ethics.  The  com- 
mittee reviewed  it,  adding  a statement  to  refer 
the  amended  policy  statement  to  the  Committee 
on  Industrial  Health  for  further  study  and 
possible  revision.  This  was  done.  The  Com- 
mittee on  Industrial  Health  expressed  no  op- 
position to  the  amended  policy  statement  and 
agreed  that  it  should  be  referred  to  the  1966 
House  of  Delegates.  The  complete  amended 
“Standards  of  Medical  Ethics  for  Industrial 
Medical  Care”  with  which  this  reference  com- 
mittee is  in  agreement  appears  in  the  Ethics 
Committee  report. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Dr.  Gugliuzza:  The  Committee  on  Ques- 

tions of  Ethics  presented  to  the  Council  the 
following  resolution,  “Resolved,  That  the  Coun- 
cil of  the  Medical  Society  of  the  State  of  New 
York  disapprove  the  use  of  credit  cards  in  the 
payment  of  medical  fees;”  which  was  adopted. 

Your  reference  committee  approves  this  ac- 
tion of  the  Council. 

. . . After  discussion,  Dr.  Gugliuzza’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Dr.  Gugliuzza:  The  reference  committee 

commends  the  work  of  this  committee  under 
the  chairmanship  of  Joseph  G.  Zimring,  M.D. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  this 
report  as  a whole  was  unanimously  carried  . . . 

Section  284  ( see  90) 

Definition  of  Scientific  Medicine 

Dr.  Gugliuzza:  Your  reference  committee 

recommends  that  no  action  be  taken  at  this  time 
and  further  recommends  that  the  subject  matter 
of  this  resolution  66-14  be  referred  to  the  Coun- 
cil of  the  Medical  Society  of  the  State  of  New 
York  for  study. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  285  ( see  91) 

Equity  of  Fees  Under  Workmen’s  Compensation 

Dr.  Gugliuzza:  Your  reference  committee 

recommends  that  no  action  be  taken  on  this 
resolution  66-16  for  the  following  reasons: 

We  believe  that  the  compensation  fee  schedule 
which  may  become  effective  July  1,  1966,  partly 
removes  the  inadequacies  of  fees  and  objections 
cited  in  this  resolution  with  the  exception  of  a 
single  line  item  which  provides  for  a fee  of  $1.00 
extra  for  osteopathic  manipulation.  Your  ref- 
erence committee  urges  the  Medical  Society  of 
the  State  of  New  York  to  recommend  to  the 
Chairman  of  the  Workmen’s  Compensation 
Board  to  remove  this  item  (osteopathic  manip- 


ulation) completely  from  the  fee  schedule. 
Until  such  time  as  the  osteopathic  manipulation 
statement  is  removed  from  the  fee  schedule, 
insurance  carriers  should  be  alerted  to  request 
written  indication  for  this  procedure. 

. . . After  discussion,  Dr.  Gugliuzza’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Section  286  ( see  119) 

Two-Year  Internships  for  American 
Medical  Students 

Dr.  Gugliuzza:  Resolution  66-44  is  in 

essence  the  same  resolution  as  presented  in 
1964  and  1965  and  approved  by  the  House  of 
Delegates. 

Your  reference  committee  recommends  that 
the  New  York  State  delegation  to  the  American 
Medical  Association  continue  to  press  for  its 
adoption  at  the  American  Medical  Association 
House  of  Delegates. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  287  (see  137, 157) 

Staff  Appointments  to  Municipal  Hospitals 

Dr.  Gugliuzza:  Your  reference  committee 

has  combined  resolutions  66  62  and  62-83 
into  the  following  resolution: 

Whereas,  The  voluntary  and  municipal 
hospitals  of  New  York  City  have  been  staffed, 
since  their  very  inception,  by  unstintingly 
devoted  physicians;  and 

Whereas,  A hospital  appointment  pro- 
vides the  practicing  physician  intimate  con- 
tact with  recent  advances  in  medical  therapy 
and  technics  and  adds  to  his  standing  and 
prestige;  and 

Whereas,  by  virtue  of  a contractual  agree- 
ment between  the  City  of  New  York  and  the 
voluntary  hospitals  (for  example,  that  be- 
tween Maimonides  and  Coney  Island  Hos- 
pitals in  Brooklyn)  it  is  stipulated  that  all 
physicians  on  the  medical  staff  of  the  munici- 
pal hospitals  must  be  board-certified  or  board- 
eligible  for  medical  staff  appointments;  and 
Whereas,  This  will  deny  to  some  members 
of  the  medical  staff  who  choose  to  continue 
to  serve  the  community  as  practicing  phy- 
sicians, the  hospital  affiliation  and  the  educa- 
tional benefits  to  be  derived  therefrom  which 
are  so  necessary  for  the  best  patient  medical 
care  to  the  citizens  of  New  York;  and 

Whereas,  The  nonboard-certified  phy- 
sician, who  has  heretofore  competently  serv- 
iced the  community  these  many  years, 
treating  these  patients  in  his  office,  in  the 
home,  as  well  as  in  the  hospital,  and  who  is 
being  allowed  to  continue  to  treat  these 
patients  in  their  homes  and  in  his  office, 
will  now  no  longer  be  permitted  to  treat 
these  same  patients  within  the  hospital  walls; 
and 

Whereas,  Such  policy  is  contrary  to  a 
resolution  adopted  by  the  House  of  Dele- 
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gates  of  the  American  Medical  Association 
at  its  most  recent  session  on  December  1, 
1965,  and  also  violates  repeated  directives 
by  the  Joint  Commission  on  Accreditation 
of  Hospitals;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  protest  the  contractual 
arrangement  between  the  City  of  New  York 
and  the  voluntary  hospitals  which  mandates 
specialty  board-certification  or  eligibility, 
for  municipal  hospital  medical  staff  appoint- 
ment and  request  that  this  arrangement  be 
rescinded  and  affiliation  be  restored  to  all 
members  of  hospital  medical  staffs  so  affected; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  utilize  its  influence  and 
good  offices  to  effect  the  purpose  of  this 
resolution,  and  that  the  Mayor  and  the  Com- 
missioner of  Hospitals  of  the  City  of  New 
York  be  informed  of  the  desirability  of  de- 
leting that  portion  of  the  contracts  between 
the  municipal  and  voluntary  hospitals  which 
arbitrarily  discriminates  against  all  nonboard- 
certified  or  nonboard-eligible  physicians  and 
that  evaluation  of  the  individual  physician’s 
professional  competency  continue  to  be  the 
basis  for  appointment  to  the  medical  staffs 
of  these  hospitals,  with  the  letters  M.D. 
after  an  individual’s  name  being  the  only 
absolute  necessity  for  medical  staff  appoint- 
ment. 

. . . After  discussion,  during  which  word 
changes  suggested  by  Dr.  Healy,  Dr.  Dorman, 
and  Dr.  Wolff  were  accepted  by  the  chairman 
[and  inserted  in  the  resolution],  Dr.  Gugliuzza’s 
motion  to  adopt  this  portion  of  the  report  was 
carried  . . . 


Section  288  (159) 

Psychiatric  Units  in  the  Community  Hospital 

Dr.  Gugliuzza:  On  resolution  66-85,  your 

reference  committee  recommends  the  deletion 
of  the  last  “whereas”  of  this  resolution,  and 
that  the  following  “resolved”  be  substituted 
for  the  two  “resolveds”  in  the  original  resolu- 
tion: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  the  principle 
that  general  hospitals  be  encouraged  to  accept 
mental  patients  for  short-term  hospitaliza- 
tions especially  if  these  psychiatric  illnesses 
are  associated  with  medical  and  surgical 
conditions,  and  where  the  circumstances 
render  this  procedure  feasible  and  where  the 
community  needs  warrant  it. 

. . . After  discussion,  during  which  Dr. 
Sperling’s  motion  to  substitute  the  original 
resolution  66-85  for  the  report  of  the  reference 
committee  was  lost,  Dr.  Gugliuzza’s  motion  to 
adopt  this  portion  of  the  report  was  carried  . . . 


Section  289  (see  1 63) 

Criticism  of  Changes  in  Associated 
Hospital  Service  Bylaws 

Dr.  Gugliuzza:  On  resolution  66-89,  your 

reference  committee  recommends  that  the 
second  “whereas”  of  the  resolution  be  amended 
to  read  as  follows: 

Whereas,  Associated  Hospital  Service 
has  arbitrarily  reduced  positions  for  prac- 
ticing physicians  from  six  to  one  among  the 
35  voting  members; 

and  the  committee  further  recommends  that  the 
first  “resolved”  be  amended  to  read: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  consider  that  the  changes 
in  the  bylaws  of  Associated  Hospital  Service, 
which  include  reduction  of  the  number  of 
practicing  physician  voting  members  from 
six,  as  recommended  by  county  medical 
societies,  to  one  and  the  deletion  of  the  re- 
quirement that  six  directors  be  physicians, 
are  not  in  the  public  interest.” 

. . . After  discussion,  during  which  Dr. 
Heldmann’s  motion  to  amend  the  resolution 
by  deletion  of  several  words  and  Dr.  Ackerman’s 
motion  to  revise  one  sentence  were  both  carried 
[changes  made  in  the  report],  Dr.  Gugliuzza’s 
motion  to  adopt  this  portion  of  the  report,  as 
amended,  was  carried  . . . 

Section  290  (see  122) 

Legal  and  Ethical  Considerations  Involved  in 
Medical  Services  Provided  by  Physicians 
Hired  by  Nonprofessional  Third  Parties 

Dr.  Gugliuzza:  Your  reference  committee 

recognizes  the  profound  problems  inherent  in 
resolution  66-47,  and  the  need  for  clarification, 
and  therefore  recommends  that  the  entire  sub- 
ject of  this  resolution  be  referred  to  the  Council 
of  the  Medical  Society  of  the  State  of  New  York. 

. . . After  discussion,  during  which  Dr. 
Liberman’s  suggestions  that  the  House  approve 
the  resolution  in  principle  and  that  the  Council 
be  requested  to  report  to  the  membership  on 
this  resolution  within  ninety  days  were  accepted 
as  recommendations  to  accompany  the  report, 
Dr.  Gugliuzza’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  291  (see  117) 

Principles  for  Establishment  of  Utilization 
Committees 

Dr.  Gugliuzza:  Your  reference  committee 

recommends  that  the  second  “resolved”  of 
resolution  66-42  be  amended  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  county 
medical  societies  that  each,  acting  either  alone 
or  when  necessary  in  local  combinations  with 
other  county  societies,  establish  [advisory 
and  consultative]  utilization  review  com- 
mittees; such  county  society-based  com- 
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mittees  to  make  their  services  available 
on  request  to  the  proper  parties  who  need 
such  services. 

. . . After  discussion,  during  which  Dr. 
Ackerman’s  motion  to  delete  the  words  “ad- 
visory and  consultative”  was  carried,  Dr. 
Gugliuzza’s  motion  to  adopt  this  portion  of  the 
report  as  amended  was  carried  . . . 

Section  292  (see  85) 

Utilization  Committees 

Dr.  Gugliuzza:  Your  reference  committee 

feels  that  the  intent  of  resolution  66-9  would  be 
accomplished  by  implementing  resolution  66-42 
and  therefore  recommends  that  no  action  be 
taken  on  resolution  66-9. 

. . . After  discussion,  during  which  a motion 
to  reconsider  resolution  66-42  together  with 
66-9  was  carried,  Dr.  Pallin’s  motion  to  ap- 
prove both  resolutions  was  carried,  with  Dr. 
Gugliuzza  pointing  out  that  the  “resolved”  of 
66-9  should  be  changed  so  that  the  House 
“recommends”  the  creation  of  the  proper  com- 
mittee that  rather  than  “creates,”  . . . 

Dr.  Gugliuzza:  I would  like  to  express  my 

appreciation  to  the  members  of  the  committee 


who  gave  unstintingly  of  their  time  and  without 
whose  advice  and  guidance  this  report  would 
not  have  been  possible.  I would  also  like  to 
thank  the  members  of  the  House  of  Delegates 
who  participated  in  the  open  discussions  for 
then-  suggestions  and  discussions.  I wish  to 
thank  Miss  Alice  Wheeler  for  her  cooperation 
and  understanding  as  our  secretary. 

. . . Dr.  Gugliuzza’s  motion  to  adopt  the 
entire  report  as  amended  was  unanimously  car- 
ried  . . . 

Speaker  Wurzbach:  I have  been  here 

behind  this  rostrum  for  the  last  five  years  as 
Speaker,  and  three  years  before  that  as  Vice- 
Speaker.  I wish  to  thank  the  many  reference 
committee  chairmen  and  the  many  reference 
committee  members  who  have  helped  to  make 
this  House  a fine  functioning  body.  My  sincere 
thanks  to  all  of  you  and  my  sincere  thanks  to 
Dr.  Babbage  for  having  helped  me  during  these 
past  five  years. 

Gentlemen,  it  has  been  a wonderful  expe- 
rience, and  I thank  you  for  allowing  me  to  have 
been  your  Speaker  during  these  years. 

. . . The  House  of  Delegates  adjourned  at 
1 : 10  p.m..  sine  die  . . . 
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NOW.  SAVINGS  BONDS 
PAY  MORE  INTEREST! 


4.15%  when  held  to  maturity 

Higher  interest  on  the 
bonds  you  already  own,  too ! 


Now  U.  S.  Savings  Bonds  are  a better 
way  to  save  than  ever. 

Because  now  all  Series  E and 
Series  H Bonds  bought  after  Decem- 
ber 1,  1965  will  earn  the  new,  higher 
interest  rate  of  4.15%  when  held  to 
maturity.  That’s  only  7 years  for 
Series  E — 9 months  quicker  than 
before.  All  Series  H Bond  interest 


checks  will  be  larger  beginning  in 
June  1966. 

And  your  outstanding  bonds  will 
earn  more,  too,  from  now  on.  So,  you 
don’t  have  to  cash  in  your  present 
bonds  to  get  the  attractive  new  rate. 

Ask  about  buying  bonds  where 
you  work  or  bank.  For  America’s 
future.  And  yours. 


r 25  YEARS  OF 

Star-Spangled 

Security 

^ FOR  AMERICANS  ^ 

\ '$41 -19**  ** 
****** 


“Today,  None  of  Us  Can  Remain  Aloof  on  the  Sidelines.” 

“Not  all  of  us  are  called  upon  to  fight  in 
the  jungles  of  Vietnam,  but  while  our  men 
are  there,  in  the  front  lines  of  a distant 
land,  none  of  us  can  remain  aloof  on  the 
sidelines.  We  must  all  do  our  share — in 
every  way  we  can — to  support  our  men  in 
Vietnam.  One  sure  way  i t HI 

is  open  to  all  Americans  — » 

through  the  Savings  Bond  1 “ 

program.”  I 


I 


Help  Strengthen  America’s  Peace  Power 

BUY  U.S.  SAVINGS  BONDS 


The  U.S.  Government  does  not  pay  for  this  advertisement . It  is  presented  as  a public 
service  in  cooperation  tvith  the  Treasury  Department  and  The  Advertising  Council. 
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161st  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

mbhmh  FEBRUARY  13  through  16,  1967 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 
SCIENTIFIC  EXHIBITS 
TECHNICAL  EXHIBITS 
HOUSE  OF  DELEGATES 
PRESIDENT’S  DINNER 
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Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation’s  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence  — 
the  key  figure  — is  you,  doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  30%  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society’s 
concerted  educational  campaign  on  the 
hazards  of  cigarette  smoking  — plus 
government  regulations  — will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed. 
It  is  you  who  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 


AMERICAN  CANCER  SOCIETY 


Caution:  Ciprette  Smoking  May 
Be  Hazardous  to  Your  Health 


Officers  / County  Medical  Societies  / 1966 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1966—25,915 


County 


President 


Secretary 


Albany 

John  Joseph  Phelan,  Jr Albany 

Allegany . . . 

Stephen  Spink 

Belfast 

Bronx ... 

Marcelle  T.  Bernard . 

Bronx 

Broome 

Robert  Bethje 

Endwell 

Cattaraugus . 

Ruth  Knobloch 

Little  Valley 

Cayuga 

Robert  J.  McManus . 

Auburn 

Chautauqua. 

Peter  C.  Meister.  . . . 

Dunkirk 

Chemung ... 

Henry  B.  Marshall.  . . 

Elmira 

Chenango 

Charles  L.  Dubuar  . 

Sherburne 

Clinton 

William  L.  Ladue.  . . . 

Plattsburgh 

Columbia 

Kendall  Stearns 

Hudson 

Cortland  . 

Donald  R.  Gibbs.  . . . 

Cortland 

Delaware . . . . 

Charles  W.  Jones  . 

Walton 

Dutchess . 

G.  R.  Brannan  ....  Wappinger  Falls 

Erie 

Herbert  Emory  Joyce 

Buffalo 

Essex 

Harold  J.  Harris 

. . Westport 

Franklin 

Leonard  Bristol 

Saranac  Lake 

Fulton 

Hans  Poliak 

. Gloversville 

Genesee 

David  R.  Harrington  . 

Batavia 

Greene 

John  A.  Vosburgh . . . 

. . . . Coxsackie 

Herkimer. 

Donald  R.  Davidson, 

II Ilion 

Jefferson  . 

Bennie  Mecklin 

Waterlown 

Kings 

Vincent  J.  Tesoriero.  . 

...  Brooklyn 

Lewis 

Louis  A.  Avallone . . . 

Lowville 

Livingston 

Robert  B.  Hayes ... 

Avon 

Madison. 

Theodore  J.  Prowda.  . 

Sherrill 

Monroe  . 

C.  D.  Sherman,  Jr. . . 

. . Rochester 

Montgomery. 

Leslie  Saunders 

Amsterdam 

Nassau 

Joseph  G.  Zimring  . . 

. Long  Beach 

New  York 

Carl  Goldmark,  Jr..  . . 

New  York 

Niagara. 

I )onald  Ross 

Niagara  Falls 

Oneida . 

Gerald  Segal 

Utica 

Onondaga  . . 

William  J.  Ryan 

Syracuse 

Ontario 

Bruce  R.  Mills 

Gorham 

Orange. 

Erwin  R.  Kaback.  . . . 

O Lis  ville 

Orleans 

James  L.  Sterling.  . . . 

Medina 

Oswego 

Angelo  P.  Arena 

....  Hannibal 

Otsego 

Rodman  D.  Carter.  . . 

. Cooperstown 

Putnam 

Walter  P.  Gage 

. . Cold  Spring 

Queens 

Lester  R.  Tuchinan  . . 

New  York 

Rensselaer.  . . 

John  J.  Squadrito.  . . . 

Troy 

Richmond 

Albert  B.  Accettola . . . 

Staten  Island 

Rockland  . 

Fred  F.  Graziano.  . . . 

Nanuet 

St.  Lawrence. 

Stuart  A.  Winning 

. Ogdensburg 

Saratoga 

Claire  K.  Amyot.  Saratoga  Springs 

Schenectady. 

Philip  Parillo 

Schenectady 

Schoharie.  . . . 

Thomas  W.  Greenlees 

Cobleskill 

Schuyler 

James  J.  Norton  ....  Montour  Falls 

Seneca 

Saul  Towers 

Seneca  Falls 

Steuben . 

Wayne  C.  Templer.  . . 

Corning 

Suffolk.  . 

Milton  Gordon 

Huntington 

Sullivan  . 

Walter  G.  Fuchs 

Monticello 

Tioga 

John  H.  Jakes 

Tompkins.  . 

Dale  B.  Pritchard  . 

Ithaca 

Ulster . 

E.  F.  MacFadden,  Jr. 

. . . Kingston 

Warren 

W.  F.  Harrison,  Jr..  . . 

. . Glens  Falls 

Washington. 

Michael  J.  Lynch.  . . . 

. ..  Granville 

Wayne 

Jan  A.  Perillo 

Newark 

Westchester. . 

James  Q.  Haralambie . 

. . Larchmont 

Wyoming . 

G.  J.  Diesfeld 

Arcade 

Yates 

Helmut  A.  Mikk 

. . . Penn  Yan 

H.  John  Mellen Albany 

Irwin  Felsen Wells ville 

Frank  LaGattuta Bronx 

Constance  Vitanza  . . Binghamton 

George  Bender Olean 

Charles  E.  Sieger Auburn 

Clyde  L.  Wilson Jamestown 

C.  Eugene  Erway Elmira 

Michael  L.  Delmonico Norwich 

Hans  Littna Plattsburgh 

Thomas  C.  Seymour Hudson 

David  M.  Essom Cortland 

Marvin  L.  Huyck Walton 

E.  E.  Gottdiener Poughkeepsie 

Ann  A.  Tracy Buffalo 

H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

David  V.  Clough Gloversville 

Laurence  G.  Roth Batavia 

John  P.  Myers Catskill 

Harold  F.  Buckbee Dolgeville 

George  Glynn  Couch.  . . . Watertown 

Ralph  M.  Schwartz Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn . . Mount  Morris 

Asa  J.  Smith Oneida 

Robert  C.  Webster Rochester 

John  R.  McNulty Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
Theodore  T.  Bronk.  . Niagara  Falls 

Theodore  F.  Thomas Utica 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Antoine  A.  Nassar Albion 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Angelo  R.  Bologna Flushing 

Hugh  G.  Anderson Troy 

John  A.  D’Anna Staten  Island 

Burton  Allyn Congers 

William  R.  Carson Potsdam 

J.  S.  Feynman  . . Saratoga  Springs 
Raymond  A.  Maslyn  Schenectady 
Jay  Vickers  Dewell  . . Cobleskill 
Joseph  Y.  Roberts . . Watkins  Glen 

Charles  M.  Smith  Waterloo 

Mario  A.  Argentieri Hornell 

George  E.  Leone Riverhead 

Alan  R.  Fried.  . . Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Clyde  A.  Swift Glens  Falls 

John  L.  McCann . Hudson  Falls 

Joseph  Asin Newark 

F.  T.  Rogliano Mount  Vernon 

Richard  T.  Williams Warsaw 

John  L.  Schultz Penn  Yan 
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Treasurer 


Fred  Ennis  Dexter Albany 

Kurt  Zinner Wellsville 

Joseph  C.  Polifrone Bronx 

Vincent  G.  Hammond . . Binghamton 

William  F.  Harding Olean 

Richard  Buffington Auburn 

C.  Otto  Lindbeck Jamestown 

John  H.  Burke Elmira 

Robert  D.  Stone Norwich 

J.  William  Heins Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Joseph  F.  Rignanese . . Poughkeepsie 
James  Richard  Nunn.  . . Tonawanda 
H.  V.  W.  Bergamini.  . Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Donald  C.  Buckbee Dolgeville 

George  Glynn  Couch ....  Watertown 

James  L.  O’Leary Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn . . . Mount  Morris 

George  R.  Gillmore Hamilton 

Gerald  L.  Glaser Rochester 

Thomas  J.  Weyl Amsterdam 

Louis  Bush Baldwin 

Richard  S.  Brasfield New  York 

John  N.  Strachan,  Jr. . Niagara  Falls 

Robert  M.  George Utica 

Linus  W.  Cave Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Antoine  A.  Nassar Albion 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Alan  G.  Schwartz Carmel 

Franz  L.  Ebstein Forest  Hills 

John  H.  Coughlin,  Jr Troy 

Jacob  J.  Silverman . . . Staten  Island 
Bernard  H.  Berson  . Spring  Valley 

Maurice  J.  Elder Massena 

W.  H.  Moore  Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Franz  Konta Richmondville 

Joseph  Y.  Roberts.  . .Watkins  Glen 

Charles  M.  Smith Waterloo 

William  James  MacFarland . Hornell 

Sumner  Kaufman Islip 

Alan  R.  Fried.  . . Livingston  Manor 
Walter  Dietrich  Owego 

R.  Wendell  Davis  Ithaca 

Lewis  M.  Neporent Kingston 

Betty  Voelker Glens  Falls 

John  E.  Glennon Granville 

Joseph  Asin Newark 

James  A.  Sudbay,  Jr. . Port  Chester 

Richard  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to 
10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/ day  initially, 
increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Supplied : Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  SO  for 
convenience  and  economy  in  prescribing. 

Valium' 

(diazepam)  2-mg,  5-mg,  10-mg  tablets 


THE  MOUNT  SINAI  HOSPITAL 
NEW  YORK,  NEW  YORK  10029 

POSTGRADUATE  COURSES 
IN  CLINICAL  MEDICINE 

given  in  affiliation  with 


COLUMBIA  UNIVERSITY 
JULY  THROUGH  DECEMBER  1966 


COURSES  FOR  GENERAL  PRACTITIONERS 

Differential  diagnosis  in  gastrointestinal  radiology 
Oct.  4 to  Dec.  6:  Tues.,  5 to  6 P.M. 

Basic  psychiatry  for  general  practitioners,  internists  and 
medical  specialists 

Oct.  5 to  June  28:  Wed.  & Sat.,  9 to  1 P.M. 

Differential  diagnosis  in  radiology  of  the  chest 
Oct.  24  to  Jan.  30:  Mon.,  4:45  to  6:15  P.M. 

Clinical  Hematology 

Oct.  31  to  Nov.  2:  Mon.  to  Wed.,  9 to  5 P.M. 


COURSES  FOR  SPECIALISTS 

Trans-meatal  (Endaural)  Surgery 

Sept.  6 to  Sept.  16:  1st  week— Tues.  through  Sat. 

9 to  6:00  P.M. 

2nd  week— Mon.  through  Fri., 
9 to  6:00  P.M. 

Clinical  use  of  radioactive  isotopes 

Sept.  19  to  May  15:  Mon.,  3 to  6:00  P.M. 

The  Vestibular  System  in  Otologic  Diagnosis 

Sept.  29  to  Oct.  1:  Thur.  & Fri.  9 to  5:00  P.M. 

Sat.  9 to  12  Noon 

Introduction  to  Clinical  Electroencephalography 
Oct.  13  to  Dec.  22:  Thur.,  9 to  12  Noon 


For  application  forms  and  information,  address  the 
Registrar  for  Postgraduate  Medical  Instruction. 


THE  MOUNT  SINAI  HOSPITAL 

Fifth  Avenue  at  One-Hundredth  Street 
New  York,  New  York  10029 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain 
perception-and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC* 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


W/nf/jrop 


WINTHROP  LABORATORIES.  NEW  YORK,  N.Y.  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can 
be  prescribed  for  anyone  who  can  take 
aspirin.  It  is  non-narcotic,  and  free  from 
dangers  of  addiction,  habituation,  or 
dependence. 

TRANCO-GESIC  is  effective  in  all  types  of 
mild  and  moderate  pain.  Of  862  patients  who 
were  treated  with  chlormezanone  and 
aspirin  for  various  disorders,  88%  reported 
excellent  or  good  pain  relief.' 

Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur. 
Reversible  cholestatic  jaundice  has  been  reported 
on  rare  occasions.  However,  in  4,653  patients 
treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to 
aspirin.  Dosage:  Adults,  usually  2 tablets  three  or 
four  times  daily.  Children  (from  5 to  12  years), 

1 tablet  three  or  four  times  daily. 

1.  Collective  studies,  Department  of  Medical 
Research,  Winthrop  Laboratories. 
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An  eminent  role  in 
medical  practice 


»j , ■ 


. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 

S fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
i syncratic  reactions  to  meprobamate  or 
;l  meprobamate-containing  drugs. 

Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
I possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
| drawal  may  precipitate  recurrence  of  pre- 
| existing  symptoms,  or  withdrawal  reactions 
I including,  rarely,  epileptiform  seizures. 

Should  meprobamate  cause  drowsiness  or 
| visual  disturbances,  the  dose  should  be  re- 
, i duced  and  operation  of  motor  vehicles  or 
^ machinery  or  other  activity  requiring  alert- 

Iness  should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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the  Searing  (Hum**  of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1-10 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5’6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1’4 

• consistently  described  as  the  therapy  of 
choice.1-3’6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1’10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith.  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G.. 
and  Lehrer,  D.  R.:  Northw.  Med.  54:1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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Memorial  fund  endows  lecture  series 

A memorial  fund  in  honor  of  the  late  Joseph 
J.  Bunim,  M.D.,  will  be  used  to  establish  a lec- 
ture series.  Dr.  Bunim,  who  died  in  July  of 
1964,  was  a leader  in  the  field  of  rheumatology. 
Beginning  as  the  first  medical  director  of  the 
New  York  chapter  of  the  Arthritis  and  Rheu- 
matism Foundation,  he  eventually  became  presi- 
dent of  the  American  Rheumatism  Association, 
now  the  medical  section  of  The  Arthritis  Foun- 
dation. From  1950  to  1964,  Dr.  Bunim  was 
editor  of  the  Bulletin  on  Rheumatic  Diseases, 
and  from  1952  on  he  was  the  first  clinical  direc- 
tor of  the  National  Institute  of  Arthritis  and 
Metabolic  Diseases. 

Professor  Jonas  H.  Kellgren,  distinguished 
British  rheumatologist  and  director  of  the  Rheu- 
matism Research  Center  at  the  University  of 
Manchester,  England,  will  present  the  first 
lecture  in  the  series  at  the  1966  annual  meeting 
of  the  American  Rheumatism  Association  to  be 
held  June  17  and  18  in  Denver,  Colorado. 

Personalities 

Elected.  As  officers  of  the  New  York  Rheu- 
matism Association,  Inc.,  at  their  annual  meet- 
ing on  April  19  in  New  York  City:  David  J. 
Hamerman,  M.D.,  president;  Thomas  G. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Metabolism  of  antidiabetic 
sulfonylureas  in  man 

David  L.  Smith,  M.D.,  Thomas  J.  Vecchio, 
M.D.,  and  Arlington  A.  Forist,  writing  in  a re- 
cent issue  of  Metabolism,  have  conducted  a 
study  of  antidiabetic  drugs,  and  state  that  the  p- 
acetylbenzesulfonylureas,  1-  (p-acetylbenzene- 
sulfonyl)  -3  - (hexahydro  - 1H  - azepin  - 1 - yl)  - urea 
(U-18536),  and  l-(p-acetylbenzenesulfonyl)-3- 
cyclohexylurea  (acetohexamide),  are  rapidly 
absorbed  and  rapidly  metabolized  in  man  by 
reduction  to  their  corresponding  p-a-hydroxy- 
ethyl  derivatives.  After  oral  administration  of 
500  mg.  of  each  drug  to  human  subjects,  serum 
concentrations  of  the  drugs  and  their  p-a-  hy- 
droxyethyl  metabolites  were  determined  at  in- 
tervals for  fifteen  hours.  The  average  biologic 


Kantor,  M.D.,  president-elect;  Robert  H. 
Manheimer,  M.D.,  vice-president;  and  Arthur 
I.  Snyder,  M.D.,  secretary- treasurer  ...  As 
officers  of  the  Queens  Pediatric  Society:  Na- 
thaniel H.  Solomon,  M.D.,  president;  Milton 
Schneider,  M.D.,  vice-president;  Marvin  L. 
Blumberg,  M.D.,  secretary;  and  W.  Kenneth 
Lane,  M.D.,  treasurer  . . . Carl  R.  Ackerman, 
M.D.,  former  chairman  of  the  board  of  United 
Medical  Service,  Inc.,  Greater  New  York’s 
Blue  Shield,  as  chairman  of  the  board  of  direc- 
tors of  the  National  Association  of  Blue  Shield 
Plans  at  the  annual  business  meeting  of  the  As- 
sociation on  April  17. 

Installed.  Howard  C.  Taylor,  Jr.,  M.D., 
F.A.C.O.G.,  former  professor  of  obstetrics  and 
gynecology  at  Columbia  University  College  of 
Physicians  and  Surgeons,  as  sixteenth  president 
of  The  American  College  of  Obstetricians  and 
Gynecologists  during  its  annual  clinical  meeting 
in  Chicago. 

Awarded.  George  James,  M.D.,  dean  of  The 
Mount  Sinai  Medical  School  and  former  health 
commissioner  of  New  York  City,  the  1966 
Meritorious  Service  Award  of  the  National 
Foundation  of  Neuromuscular  Diseases.  Dr. 
James  was  cited  for  his  intensive  work  in  be- 
half of  medical  research  and  for  his  extensive 
involvement  in  the  field  of  public  health  and 
medical  education. 


half-life  of  U-18536  in  8 nondiabetic  male  sub- 
jects was  found  to  be  2.1  ± 0.2  (standard  error 
of  the  mean)  hours,  whereas  the  average  half- 
life  of  its  metabolite  was  found  to  be  3.0  ± 0.2 
hours.  The  average  biologic  half-lives  of  aceto- 
hexamide and  its  p- a-hydroxyethyl  metabolite 
were  found  to  be  1.3  ± 0.1  hours  and  4.6  ± 0.9 
hours,  respectively.  For  both  U-18536  and 
acetohexamide,  the  apparent  half-life  of  disap- 
pearance of  total  sulfonylureas  (drug  plus 
metabolite)  from  the  serum  is  essentially  equal 
to  that  of  their  metabolites.  Duration  of  hypo- 
glycemic effect  correlates  best  with  total  sul- 
fonylureas in  the  serum,  which  is  in  agreement 
with  the  observation  that  the  p-a-hydroxyethyl 
metabolites  have  hypoglycemic  activity.  Based 
on  the  biologic  half-lives  of  total  sulfonylureas, 
intact  drug  or  metabolite,  neither  U-18536  nor 
acetohexamide  has  a duration  advantage  over 
tolbutamide. 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  who 
-either  from  lack  of  motivation,  or  as  a result 
of  surgery,  trauma  or  extended  illness- are  on 
their  way  to  malignant  inactivity... 


The  Mediatric  Age: 

Some  may  be  not  quite  sick,  nor  yet  quite 
well.  They  may  complain  of  too  easy  fatigue, 
of  vague  aches  and  pains. 

Many  need  your  assurance  that  they  are 
not  as  old  as  they  feel . . . 


The  Mediatric  Age: 

Frequently,  they  become  “the  waste-aways.” 
They  have  simply  lost  interest  in 
the  maintenance  of  their  own  well-being- 
often  through  the  feeling 
that  they  are  no  longer  needed. 


The  Mediatric  Age: 

Unfortunately,  there  is  no  cure.  But  there  are, 
largely  through  your  own  interest  and  direction, 
ways  to  help  them  back  to  a more  active  and 
useful  life.  There  are  medicines,  too,  designed  to 
help.  One  such  has  proved  useful  in  clinical  practice: 


Ir 


“Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics .” 

Morgan,  A.  E:  Gerontologist  2:77 
(June)  1962. 


“Mediatric  ( steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 


“A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  1 00  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . 


McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 

Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric® 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Im  Each  15  cc.  (3  teaspoonfuls)  contains: 

^Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

_ Contains  15%  alcohol 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 


^Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


*Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 

contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period— Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  mate:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017  • Montreal,  Canada 
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Medical  Meetings 


Courses  offered  in  ophthalmology 

The  Institute  of  Ophthalmology  of  the 
Americas  is  offering  the  ninth  series  of  post- 
graduate courses  for  specialists  in  ophthalmol- 
ogy. They  will  be  given  from  September  7 
through  November  19,  1966.  The  courses  will 
include  the  following:  Advances  in  Ocular 

Prostheses,  Biomicroscopy,  Cataract  Diseases, 
Clinical  Bacteriology,  Contact  Lenses,  Corneal 
Diseases,  Electrophysiology  and  Applied  Physi- 
ology of  the  Eye,  Enucleation  and  Evisceration, 
Glaucoma,  Lacrimal  Sac  Surgery,  Low  Vision 
Aids,  Motor  Anomalies,  Ocular  Geriatrics,  Ocu- 
lar Neuro-Ophthalmology,  Ocular  Radiology, 
Ocular  Therapeutics,  Ocular  Trauma,  Ophthal- 
moscopy, Pathology,  Pediatric  Ophthalmology, 
Perimetry,  Physiologic  Optics,  Plastic  Eye  Sur- 
gery, Radioisotopes  in  Ophthalmology,  Refrac- 
tion, Retinoscopy,  Retinal  Detachment,  and 
Surgery  of  the  Orbit  and  Uveitis.  At  the  con- 
clusion of  the  regular  series,  there  will  be  a one- 
week  review  course  in  basic  sciences  in  ophthal- 
mology. 

For  catalogue  and  additional  information 
write:  Jane  Stark,  Registrar,  The  Institute  of 

Ophthalmology  of  the  Americas,  The  New  York 
Eye  and  Ear  Infirmary,  218  Second  Avenue, 
New  York,  New  York  10003. 

Medical  writers  to  meet 

“The  Changing  World  of  Medical  Communi- 
cation” will  be  the  theme  of  the  American 
Medical  Writers’  Association  annual  meeting  to 
be  held  at  the  Waldorf-Astoria  Hotel  in  New 
York  City,  September  29  through  October  2, 
1966. 

A varied  program  of  panel  discussions,  round 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


tables,  workshops,  and  plenary  sessions  is  being 
organized  by  the  Program  Committee  under  the 
chairmanship  of  Alexander  B.  Gutman,  M.D., 
and  cochairmanship  of  Martha  Dana.  Alvina 
Rich  Lewis,  secretary-treasurer  of  the  A.M.W.A., 
is  serving  as  chairman  of  the  Local  Arrange- 
ments Committee,  which  has  planned  a variety 
of  social  events.  Registration  is  $15  for  non- 
members. 

For  further  information  write:  James  E. 

Bryan,  Executive  Secretary,  American  Medical 
Writers’  Association,  2000  P Street,  N.W., 
Washington,  D.C.  20036. 

A.M.A.  sponsors  conference  on  sports 

The  Eighth  National  Conference  on  the 
Medical  Aspects  of  Sports,  sponsored  by  the 
American  Medical  Association  under  the 
auspices  of  its  Committee  on  the  Medical  As- 
pects of  Sports,  will  be  held  in  Las  Vegas, 
Nevada,  at  Caesar’s  Palace  on  November  27, 
1966.  The  conference  is  held  annually  in  conjunc- 
tion with  and  on  the  first  day  of  the  Clinical 
Convention  of  the  American  Medical  Associa- 
tion. 

The  conference  will  cover  a wide  range  of 
subjects  of  interest  to  those  serving  school  and 
college  athletic  programs.  Included  will  be 
forums  and  discussion  sections  relating  to  cri- 
teria for  immediate  management  of  knee  in- 
juries, resources  for  grass  roots  supervision  of 
sports,  medical  preparations  for  international 
competitions,  and  the  relationship  of  athletic 
fitness  to  physical  fitness. 

The  conference  is  open  to  key  nonmedical 
athletic  personnel  as  well  as  to  interested  physi- 
cians. For  further  information  write:  Sec- 

retary, Committee  on  the  Medical  Aspects  of 
Sports,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 
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among  the  most  significant  drugs  in  use  today 


CHLOROMYCETIN 

(CHLORAMPHENICOL) 


PARKE-DAVIS 


PARKE  DAVIS  A COMPANY.  Otlroll.  Mich'gir  49737 


Complete  information  for  usage  available  to  physicians  upon  request. 


Month  in  Washington 


The  importance  of  the  role  of  the  general 
practitioner  is  emphasized  in  the  recommenda- 
tions of  the  National  Commission  on  Commu- 
nity Health  Services  to  President  Johnson.  The 
commission  said  that  everyone  should  have  a 
personal  physician,  even  under  the  group  prac- 
tice system.  Under  these  conditions,  group 
practice  should  be  stimulated.  It  is  essential 
that  the  physician-patient  relationship  be 
strengthened  “if  comprehensive  personal  health 
services  of  high  quality  for  each  individual  are 
to  be  achieved,”  the  commission  added.  The 
report  further  stated: 

The  long  range  import  of  the  recommenda- 
tion of  having  the  personal  physician  assume 
responsibility  as  the  central  source  for  pre- 
ventive health  service  and  continuing  care, 
most  particularly  its  impact  on  medical 
education,  is  well  appreciated. 

The  possibility  of  attracting  a sufficiently 
large  number  of  medical  graduates  to  careers 
as  personal  physicians  presupposes  a general 
recognition  of  the  importance  of  the  role  and 
commensurate  rewards  in  professional  satis- 
faction and  income  comparable  to  that  of 
other  physicians.  In  all  its  ramifications,  the 
national  effort  must  be  comparable  in  magni- 
tude to  that  which  expanded  medical  research 
personnel  in  the  last  two  decades.  Large 
scale  financing  will  be  necessary  for  the  sup- 
port of  teachers,  students,  facilities,  programs, 
and  educational  research. 

Other  commission  recommendations  included 
breaking  down  eventually  all  separate  systems 
of  health  care,  such  as  those  for  veterans,  labor 
members,  merchant  seamen,  and  the  medically 
indigent,  and  orienting  all  health  care  services 
on  a community  basis.  President  Johnson  en- 
dorsed the  recommendations  but  predicted  that 
it  would  be  many  years  before  they  would  be 
fully  implemented. 

The  commission  is  a private,  nonprofit  study 
group  formed  in  1962  by  the  National  Health 
Council  and  the  American  Public  Health  Asso- 
ciation. Thirty-two  members  from  medicine, 
business,  labor,  and  other  fields  make  up  the 
group  which  is  headed  by  Marion  B.  Folsom, 
former  Secretary  of  Health,  Education,  and 
Welfare. 

“To  achieve  an  integrated  program  which 
will  provide  comprehensive  personal  health 
services  of  high  quality  to  all  in  each  com- 
munity, it  will  be  necessary  to  weld  together 
many  separate  programs  into  a community-wide 
program,”  the  commission  said.  “Accomplish- 
ment of  this  goal  would  preclude  new  con- 
struction or  the  expansion  of  hospitals  for  these 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


sepai'ate  groups  and  would  require  total  integra- 
tion of  such  facilities  into  the  total  community 
services.  Financing  . . . will  continue  to  come 
from  a variety  of  resources.” 

* * * 

The  National  Academy  of  Sciences-National 
Research  Council  (NAS-NRC)  will  undertake 
for  the  U.S.  Food  and  Drug  Administration  a 
new  evaluation  of  the  efficacy  of  about  4,000 
prescription  drugs.  The  program  will  start  this 
summer.  “The  determination  of  the  efficacy  of 
new  drugs  marketed  from  1938  to  1962  is  called 
for  under  the  Kefauver-Harris  Amendments  of 
1962,”  James  L.  Goddard,  M.D.,  F.D.A.  com- 
missioner said.  “I  am  grateful  that  the  Na- 
tional Academy,  with  its  capability  of  calling  on 
the  talents  of  the  nation’s  most  distinguished 
scientists,  is  willing  to  accept  this  important 
public  responsibility.” 

The  review  will  be  the  most  extensive  efficacy 
study  of  drugs  ever  undertaken.  Results  of  the 
study  will  guide  the  F.D.A.  in  its  final  deter- 
mination of  the  effectiveness  of  the  drugs.  C. 
Joseph  Stetler,  president  of  the  Pharmaceutical 
Manufacturei-s  Association,  commended  the 
selection  of  the  academy  for  the  task:  “P.M.A. 

is  delighted  that  this  method  was  selected. 
Based  on  past  activities,  we  are  certain  that  the 
academy  will  work  with  both  industry  and 
medical  practitioners  in  forming  guidelines  for 
determining  the  effectiveness  of  these  products.” 

“Although  this  undertaking  will  be  of  ex- 
traordinary magnitude  for  an  Academy-Research 
Council  advisory  study,  it  is  also  one  of  ex- 
traordinary importance  to  the  medical  profession 
and  the  nation,”  said  Dr.  Frederick  Seitz,  presi- 
dent of  the  organization.  “It  is  essential  that 
the  study  have  the  strongest  possible  profes- 
sional base;  we  shall,  therefore,  depend  on  the 
cooperation,  not  only  of  many  individual  medi- 
cal scientists,  but  also  of  the  major  professional 
societies  interested  in  therapeutic  drugs.” 

Since  October,  1962,  manufacturers  have  been 
required  under  the  Kefauver-Harris  Amend- 
ments to  submit  substantial  evidence  to  support 
therapeutic  claims  before  receiving  F.D.A.  ap- 
proval to  market  a new  drug.  The  NAS-NRC 
review  will  put  to  the  efficacy  test  new  drugs 
marketed  under  the  provisions  of  1938  legisla- 
tion, which  required  only  a showing  that  drugs 
were  safe  for  their  intended  use.  The  1938  act 
excluded  from  F.D.A.  approval  procedures  drugs 
already  on  the  market,  as  well  as  drugs  intro- 
duced after  that  date  that  were  generally  recog- 
nized as  safe  by  qualified  experts. 

James  Z.  Appel,  M.D.,  president  of  the 
American  Medical  Association,  sharply  criti- 
cized the  F.D.A.’s  enforcement  of  the  1962  Drug 
Act  Amendments  in  a speech  at  Chicago.  He 

continued  on  page  1610 
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eczema:  scourge  of  childhood 


R.  R.,  Age  77  — 

Before  treatment— atopic 
eczema  of  long  standing 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  childhood  eczema: 
allergic,  atopic,  nummular,  psoriatic,  and 
mycotic. 

In  most  cases  responsive  to  the  topical  forms 
of  ARISTOCORT,  the  0.1%  concentration  is 
sufficiently  potent.  The  0.5%  concentration 
provides  enhanced  topical  activity  for  patients 
requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 

Aristocort  Topical 

Triamcinolone  Acetonide 


Alter  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


react  unfavorably  under  certain  conditions.  If  side 
effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Gm.  and  15  Cm.;  Vi  lb.  jar. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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continued  from  page  1608 

listed  ten  counts  on  the  minus  side  of  the  F.D.A. 
record  on  administering  the  amendments: 

The  manner  in  which  the  agency  suddenly 
seizes  drugs  and  accompanies  this  activity 
with  alarming  language  tends  to  create  an 
atmosphere  of  hysteria.  It  also  is  creating  a 
restrictive  and  undesirable  medico-legal  cli- 
mate that  will  inevitably  exert  a deleterious  in- 
fluence on  the  effective  use  of  drugs  by  the 
physician.  This  trend  is  causing  the  medical 
profession  much  concern  ... 

Nagging  us  is  the  increasing  suspicion  that 
regulatory  decision  may  be  dictated  more  by 
the  technicalities  of  regulatory  language  than 
by  appeal  to  competent  medical  and  scientific 
analysis  and  judgment.  The  tame  submis- 
sion of  the  pharmaceutical  industry  to  any 
and  every  regulatory  suggestion  or  directive, 
regardless  of  the  medical  and  scientific  facts 
involved,  is  unsettling  ... 

At  the  time  of  the  passage  of  the  1962 
amendments  and  subsequent  regulations,  we 
were  concerned  about  the  advisability  of  non- 
medically  oriented,  lay  F.D.A.  inspectors  be- 
ing permitted  to  inspect  and  copy  the  case 
records  of  physicians  engaged  in  clinical  in- 
vestigation. This  could  only  result  in  a non- 
professional acting  as  a judge  in  a professional 
area  and  also  invading  the  physician-patient 
relationship.  We  have  been  apprised  of  inci- 
dents where  such  inspection  has  extended  even 
to  the  personal  file  of  an  investigating  physi- 
cian. The  future  implementing  of  this  aspect 


Bell’s  palsy 

Bell’s  palsy  is  an  acute  medical  emergency 
indicating  aggressive  inpatient  medical  manage- 
ment. As  a basis  for  this,  Jerome  A.  Hilger, 
M.D.,  writing  in  a recent  issue  of  Minnesota 
Medicine,  favors  intravenous  procaine-nicotinic 
acid  infusion.  If  the  severe  abnormal  condition 
persists  or  progresses  despite  such  management, 
surgical  decompression  of  the  nerve  can  improve 
the  prognosis.  Since  the  diagnosis  of  Bell’s 
palsy  is  made  by  exclusion,  otologic  and  neuro- 
logic studies  are  essential. 

The  recommended  method  of  therapy,  which 
should  be  started  as  soon  as  diagnosis  is  made,  is 
as  follows:  a solution  of  0.2  per  cent  procaine 

hydrochloride  is  prepared  in  5 per  cent  dextrose, 
and  to  this  is  added  1 Gm.  ascorbic  acid  and 
100  mg.  nicotinic  acid.  The  rate  of  infusion 
is  adjusted  to  produce  a satisfactory  reaction 
for  both  the  nicotinic  acid  and  the  procaine,  but 


of  drug  investigation  cannot  help  but  concern 

us. 

Appel  also  listed  some  plus  factors  for  the 
F.D.A.,  including  the  fact  that  a physician  now 
is  F.D.A.  commissioner. 

* * * 

The  A.M.A.  has  reiterated  its  support  of  a 
F ederal  program  to  aid  in  modernization  of  hos- 
pitals. F.  J.  L.  Blasingame,  M.D.,  executive 
vice-president  of  the  A.M.A.,  wrote  the  Senate 
Health  Subcommittee  that  the  A.M.A.  supports 
that  provision  of  an  administration  bill  (S. 
3009)  that  would  provide  grants  and  loans  for 
modernization  of  hospitals  and  other  medical 
facilities  through  direct  Federal  loans,  govern- 
ment guarantee  of  private  loans,  and  Federal 
grants  with  respect  to  loans,  amortizing  princi- 
pal and  interests  payments  thereon  up  to  40  per 
cent  of  the  cost  of  a project. 

Blasingame  said:  “While  the  present  Hill- 

Burton  program  does  provide  for  modernization 
of  hospital  facilities  with  priority  in  the  case  of 
projects  for  modernization  of  facilities  serving 
densely  populated  areas,  we  nevertheless  feel, 
because  of  the  great  need  which  exists,  that  the 
special  program  contemplated  under  S.  3009  for 
modernization  of  facilities  in  metropolitan  areas 
is  indeed  warranted.” 

The  A.M.A.  opposed  some  other  provisions 
of  the  legislation.  It  was  recommended  that 
aid  for  diagnostic  or  treatment  centers  be  elimi- 
nated and  that  Federal  money  be  available  to 
only  those  public  health  centers  operated  by  a 
public  health  department. 


extremes  of  these  reactions  should  be  avoided. 
Both  nurse  and  patient  should  watch  for  facial 
movement  during  the  latter  part  of  each  in- 
fusion period.  Along  with  the  intravenous 
infusion,  the  patient  takes  100  mg.  hydro- 
cortisone or  its  steroid  equivalent  daily  by 
mouth  for  a week  or  until  the  nerve  excitability 
test  findings  are  stable  for  that  length  of  time. 
Additional  points  in  management  are  instruc- 
tion of  the  patient  in  uplifting  facial  massage 
and  care  of  the  exposed  cornea.  Manual  lip 
movement  to  moisten  the  cornea  is  done  re- 
peatedly. The  lid  is  manually  closed  at  night, 
and  the  lower  lip  sag  can  be  supported  by  an 
elevating  strip  of  transparent  tape  lateral  to  the 
lateral  canthus  during  the  day. 

The  effectiveness  of  this  method  is  attested 
by  the  occasional  neuropraxic  case  in  which 
motor  function  is  restored  during  the  infusion 
period.  This  always  relapses  to  paresis  soon 
after  the  infusion  is  finished,  but  the  ultimate 
prognosis  is  always  good. 
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Chicago,  the  convention  capital  of  the  world,  hosts  the  world's  largest  medical 
convention.  Each  year  the  AMA  Annual  Convention  presents  a wider  and 
greater  range  of  medical  subjects.  This  year's  convention  will  be  held  in  mag- 
nificent McCormick  Place.  Air-conditioned,  it  offers  almost  unparalleled  facili- 
ties. View  and  participate  in  the  following:  • Six  general  scientific  meetings 

• 23  medical  specialty  programs  • 800  scientific  and  industrial  exhibits 

• Lectures,  panel  discussions,  motion  pictures  and  color  television.  Plan  to 
attend — continue  your  post  graduate  education. 

See  JAMA  May  9 for  complete  scientific  program — forms  for  advance  registra- 
tion and  hotel  accommodations. 


1611 


in  breadwinner’s  anxiety... 

He’s  40,  but  probably  feels  older. 

His  income  is  average,  but  he  thinks  it 
inadequate.  He’d  like  to  achieve  more  but  feels 
tied  down.  His  health  is  good, 
but  he  thinks  not. 

This  anxious  patient  and  others  can 
feel  more  comfortable  on Vistaril... 
because  Vistaril  calms  smoothly,  makes  them 
feel  better  without  the  euphoria  or  psychic 
overgratification  that  fosters  habituation. 


What  is  Vistaril?  Vistaril  is  hy- 
droxyzine, a tranquilizer  entity, 
totally  different  from  the  diaze- 
pines,  meprobamates  and  the  phe- 
nothiazines.  While  equal  to  the 
diazepines  and  meprobamates  in 
effectiveness,  Vistaril  has  been 
remarkably  free  of  the  unwanted 
psychic  and  somatic  reactions 
associated  with  other  tranquilizing 
agents  because  its  primary  effect  is 
exerted  at  the  seat  of  anxiety. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  pheno- 
thiazines.  Unwanted  effects,  such 
as  hepatotoxicity,  blood  dyscra- 
sias,  skin  pigmentation,  and  opac- 
ities of  lens  and  cornea,  are  not 
characteristic  of  Vistaril  activity. 

Vistaril  tranquilizes  with  less 
complication  than  do  the  minor 
tranquilizers.  Withdrawal  symp- 
toms, possible  psychotropic  drug 
incompatibilities,  blood  dyscrasias 
and  hepatotoxicity,  seen  with 
some  minor  tranquilizers,  are  not 
characteristic  of  Vistaril. 

C Pfizer)  Since  1849 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated, 

*sVtiaf 

(HYDROXYZINE) 


the  seat  of  anxiety 


Science  for  the  world's  well-being* 


Turn  page  for  brief  summary. . . 


The  record  of  hydroxyzine  experience: 


Eight  years  of  clinical  effectiveness, 
over  1,000,000,000  doses  prescribed, 
more  than  500  published  papers 
covering  nearly  15,000  patients... 


Contraindications : Hypersensitivity  to  hydrox- 
yzine. The  parenteral  solution,  for  intramus- 
cular or  intravenous  use,  must  not  be  injected 
subcutaneously  or  intra-arterially. 

Precautions:  Hydroxyzine  may  potentiate  the 
action  of  central  nervous  system  depressants. 
In  conjunctive  use,  dosage  for  these  drugs  should 
be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving 
a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have 
rarely  been  reported  when  proper  technique 
has  been  used.  On  reported  intravenous  injec- 
tion a few  instances  of  digital  gangrene  have 
occurred  distal  to  the  injection  site,  considered 
to  be  due  to  inadvertent  intra-arterial  injection 
or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  to  insure 
injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intra- 
venous administration  should  be  accomplished 
slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if 
so,  it  is  usually  transitory  and  may  disappear 


in  a few  days  of  continued  therapy  or  upon 
dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  w'ith  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

Supply : Vistaril  (hydroxyzine  pamoate)  Cap- 
sules : 25  mg.,  50  mg.,  1 00  mg.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  25  mg.  per 
5 cc.  Vistaril  (hydroxyzine  HCi)  Parenteral 
Solution:  25  mg./cc. — 10-cc.  vials,  and  50  mg. 
/cc. — 2-cc.  and  10-cc.  vials. 

More  detailed  professional  information  available 
on  request. 


The  Vistaril 
site  of  action 
is  the  seat  of 
anxiety  ’ 


No  other  tranquilizer  is  as  precise, 
as  uncomplicated,  as 


(HYDROXYZINE) 


Science  for  the  world's  well-being® 

(Pfizer) 


Since  1 849 


PFIZER  LABORATORIES 

DIVISION,  CHAS.  PFIZER  & CO.,  INC.  NEW  YORK,  N.Y.  10017 


Soyalac  solves  the  problem 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Soyalac 


...and  BABY  APPROVES  ! 

Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL.  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
tends  to  run  especially  low  in  the  later  years.  For  elderly 
patients,  such  events  as  death  of  a spouse,  decline  in 
physical  health,  change  of  environment,  or  loss  of 
financial  security  may  come  as  overwhelming  burdens. 
When  your  geriatric  patient  responds  to  such  problems 
with  anxiety,  you  can  counteract  the  emotional  distress 
promptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
because,  with  its  outstanding  safety  record,  there  is 
usually  no  need  to  lower  the  dosage  as  is  the  case  with 


many  other  tranquilizers;  the  suggested  optimal  dos- 
age for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  can  be 
used  concomitantly  with  many  other  drugs,  including 
digitalis;  and  it  is  helpful  in  relieving  nervousness  asso- 
ciated with  many  organic  diseases  common  to  old  age. 
The  variety  of  dosage  forms  permits  flexibility  of  ad- 
ministration to  suit  convenience,  patient  preference,  or 
special  requirements. 

RoeriBeC®  (B  complex  plus  500  mg.  C) 
in  medical  surgical  after-care  you  can't  overstress  it 

Resistance  — Recovery  — RoeriBeC 


optimal  dosage/optimal  results 


A1A  RAX® 

(hydroxyzine  HCI) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  New  York  10017 


tablets,  syrup,  parenteral 


ecautions  and  adverse  reactions:  The  transitory  drowsiness 
hich  may  occur  with  hydroxyzine  HCI  usually  disappears  spon- 
neously  in  a few  days  with  continued  therapy,  or  is  correctable 
t dosage  reduction.  Dryness  of  the  mouth  may  be  seen  with 
gher  doses.  Involuntary  motor  activity,  including  rare  instances 
tremor  and  convulsions,  has  been  reported,  usually  on  higher 
on  recommended  dosage.  Hydroxyzine  HCI  may  potentiate  bar- 
turates,  narcotics  such  as  meperidine,  and  other  CNS  depres- 
nts.  In  conjunctive  use,  dosage  for  these  drugs  should  be  de- 
eased.  Because  drowsiness  may  occur,  patients  should  be  cau 
jned  against  driving  a car  or  operating  dangerous  machinery, 
irenteral  Solution  Precautions  ond  contraindications:  This  dos- 
ie  form  is  intended  only  for  I.M.  or  I.V.  administration  and 
ould  not  under  any  circumstances  be  injected  subcutaneously  or 
Ira-arterially.  When  the  usual  precautions  for  I.M.  injection 
ive  been  followed,  reports  of  soft  tissue  reactions  have  been 
re.  Due  to  infrequent  phlebitis  and,  rarely,  reversible  hemolysis 
th  hemoglobinuria,  resulting  from  too  rapid  intravenous  admin- 
ration  of  the  solution,  I.V.  administration  should  be  slow,  no 
ster  than  25  mg.  per  minute,  and  should  not  exceed  100  mg.  in 
>y  single  dose.  Particular  core  should  be  used  to  insure  injec- 
>n  only  into  intact  veins;  a few  instances  of  digital  gangrene 
curring  distal  to  the  injection  site  have  been  attributed  to  inad- 
rtent  intra-arterial  injection  or  periarterial  extravasation,  both 
which  should  be  avoided.  Use  in  Pregnancy:  When  adminis- 
ed  to  rats  at  high  dosage,  hydroxyzine  induced  fetal  abnor- 
ilities.  Until  human  clinical  data  is  available  adequate  to 
'ablish  safety  in  early  pregnancy,  hydroxyzine  is  contraindi- 
ted  in  early  pregnancy.  Use  of  hydroxyzine  as  an  adjunct  to  the 
tnagement  of  labor  has  been  extensively  reported  in  the  litera- 
e without  evidence  of  harm  to  the  mother  or  fetus. 


Abstracts 


McDonald,  J.  C.:  Serum  antibodies  in  trans 

plantation,  New  York  State  J.  Med.  66: 
1631  (June  15)  1966. 

Apparently  allograft  rejection  is  an  immuno- 
logic process  involving  serum  antibodies.  Such 
antibodies  have  been  demonstrated  by  hemag- 
glutination, cytotoxicity,  leukoagglutination, 
lymphoagglutination,  mixed  agglutination,  and 
antiglobulin  consumption.  However,  anti- 
bodies if  detected  following  allografts  by  any  of 
these  methods  are  usually  in  low  titer,  and  their 
appearance  usually  lags  behind  allograft  de- 
struction by  several  days.  Mixed  agglutina- 
tion reactions  obtained  on  tissue  cultures  of 
donor  origin  is  easily  reproduced  and  is  very 
sensitive.  The  antiglobulin  consumption  test 
is  bulky  and  difficult  but  has  useful  features. 
Not  only  do  serum  antibodies  occur  regularly 
following  allografts  but  also  there  are  at  least 
two  populations  of  antibodies  each  probably 
stimulated  by  separate  antigens.  Under  some 
circumstances  serum  antibodies  can  injure  or 
destroy  grafts,  under  others  they  protect  them. 
A serologic  method  of  predicting  graft  rejection 
is  possible. 

Safety  in 
track  and  field 

Good  safety  supervision  is  increasingly  im- 
portant at  track  meets  and  practice,  and  it 
should  be  especially  considered  now,  as  a million 
school  and  college  athletes  compete  in  track  and 
field  this  spring. 

The  National  Federation  of  State  High  School 
Athletic  Associations  and  the  American  Medical 
Association’s  Committee  on  the  Medical  As- 
pects of  Sports  offer  these  safety  suggestions: 

The  field  area  should  be  laid  out  so  that  danger 
zones  of  adjacent  events  do  not  overlap. 

Competitors  should  be  matched  and  sched- 
uled by  skill  level,  both  for  instructional  and 
safety  reasons. 

Until  he  improves  his  skill,  the  discus  thrower, 
in  the  beginning,  should  use  a rubber  practice 
discus.  He  should  throw  only  into  a protected 
area  such  as  a hanging  net  or  canvas. 

Both  the  equipment  and  the  track  should  be 
examined  often. 

Lane  restrictions  should  be  enforced  during 
practice.  With  eight  lanes,  the  inside  two  are 
for  runners,  the  next  two  for  joggers,  the  next 
two  for  walkers,  and  the  outside  lanes  for 
hurdlers. 

Beginning  hurdlers  should  practice  on  grass 
with  demountable  hurdle  crossbars. 

Spring  practice  should  begin  with  a complete 
medical  examination  of  every  athlete. 
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McDonald,  J.  C.:  Anticorpore  serai  in  trans- 

plantation ( anglese ),  New  York  State  J. 
Med.  66:  1631  (15  de  junio)  1966. 

II  pare  que  le  rejection  de  allograffos  es  un 
processo  immunologic  in  que  anticorpore  serai 
ha  un  rolo.  Tal  anticorpore  ha  essite  demon- 
strate per  hemagglutination,  cytotoxicitate, 
leucoagglutination,  lymphoagglutination,  agglu- 
tination mixte,  e consumo  de  antiglobulina. 
Tamen,  le  anticorpore  detegite  per  ulle  de  iste 
methodos  post  le  transplantation  de  allograffos 
es  usualmente  de  basse  titro,  e su  apparition 
occurre  plure  dies  post  le  destruction  del  allo- 
graffo.  Reactiones  de  agglutination  mixte, 
obtenite  in  histoculturas  de  origine  in  le  donator, 
es  facilemente  reproducite  e es  multo  sensibile. 
Le  test  del  consumo  de  antiglobulina  es  pon- 
derose  e difficile  sed  possede  utile  characteris- 
ticas.  A parte  le  facto  que  anticorpore  serai 
occurre  regularmente  post  le  transplantation  de 
allograffos,  il  es  etiam  a notar  que  il  se  tracta  de 
al  minus  duo  populationes  de  anticorpore  stim- 
ulate probabilemente  per  differente  antigenos. 
Sub  certe  circumstantias,  anticorpore  serai  pote 
lesionar  o destruer  graffos,  durante  que  sub 
altere  circumstantias  illo  protege  los.  Un 
methodo  serologic  pro  predicer  le  rejection  de 
graffos  es  possibile. 


Diabetic  drug  in  pregnancy 


Safe  and  effective  management  of  latent  or 
subcbnical  chemical  diabetes  in  pregnancy  was 
reported  at  the  sixth  Pan  American  Congress 
of  Endocrinology  in  Mexico  City  recently  by 
B.  Nusimovich,  M.D.,  and  his  associates,  from 
Argentina. 

Tolbutamide,  usually  500  mg.  a day,  was 
given  to  30  women  beginning  about  the  third 
month  of  pregnancy;  carbohydrates  were  re- 
stricted to  250  to  300  Gm.  per  day.  All  the 
pregnancies  ran  a normal  course.  All  abnormal 
glucose  and  prednisone-glucose  tolerance  test 
results  became  normal.  The  infants  were 
healthy  at  birth,  had  no  evidence  of  congenital 
anomalies,  and  weighed  less  than  4,500  Gm. 


Tandearif 

brand  of 

oxyphenbutazone 


In  Painful  Shoulder 

Therapeutic  Ellects:  Stiffness  and  pain  may 
diminish  within  2 days,  and  full  mobility  may 
be  restored  within  a week.  These  effects  are 
obtained  with  oxyphenbutazone  alone  or  com- 
bined with  physiotherapy  or  local  hormonal 
injections.  The  drug  is  usually  well  tolerated 
and  does  not  affect  pituitary-adrenal  function 
or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dis- 
ease; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile,  or  when  other  potent 
drugs  are  given  concurrently. 

Precautions:  Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  closely  supervised  and  should  be 
warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Make  regular  blood  counts.  Use  greater  care 
in  the  elderly. 

Warning:  If  coumarin-typb  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agi- 
tation, headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been 
reported,  as  have  hepatitis,  jaundice,  and 
several  cases  of  anuria  and  hematuria. 

With  long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in 
divided  doses  for  2 to  3 days;  300  mg.  daily 
thereafter.  Usual  duration  of  therapy:  2 to  7 
days. 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  GeigyChemical  Corporation 

Ardsley,  New  York 
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TA-4113PC 


Geigy 


Tandearil®  helps  painful  shoulders 
move  again 


brand  of 
oxyphenbutazone 


•'  ■ i 


Sperling,  I.L.:  3 Years' 
Experience  with  Oxyphen- 
butazone in  the  T reatment 
of  Rheumatic  Disorders, 
Applied  Therapeutics 
6:117, 1964. 


Complete  or  marked  relief 
in  84.2%  of  127  patients 
with  painful  shoulder 
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ALKALOL 

Mild  nasal  douche  58 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 

NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Stale  Journal  of  Medicine. 

Investment 

Advisory 

Service 
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When  depressed  patients  say: 

1 

“1  can’t  sleep  at  night" 

“I’m  tired  all  day  long” 

NORPRAMIN' 

(desipramine  hydrochloride) 


non-sedating  - rapid-acting 
ANTI  DEPRESSANT 

restores  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
reverses  the  signs  and  symptoms  of  de- 
pression including  sleep  disturbances, 
feeling  of  sadness,  guilt,  worthlessness, 
anxiety  and  bodily  complaints  without 
physical  basis.  In  2-5  days  most  patients 
become  more  hopeful,  more  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  neverthe- 
less sleep  disturbances  and  restlessness 
are  relieved  as  depression  is  lifted.  If 
anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are  obtained 
at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral 
or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy.  Should  not  be 
given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been  established.  Adverse 
Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  “bad 
taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness,  headache,  orthostatic  hypo- 
tension, flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia, 
granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied:  Norpramin  (desipramine 
hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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Doctor.. .two  important 
Lederle  products  for 
routine  office  procedures 

V J 


I 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNF 


POLIOVIRUS  VACCINE, LIVE, ORAL 


TRIVALENT 

SABIN  STRAINS,  TYPES  1,2  and  3 


Fast,  simple  administration-and  economy  for  the 
patient-make  the  new  0.5  cc  single-dose  vial 
of  ORIMUNE  Trivalent  ideal  for  private  practice. 
(Packaged  5 to  a box  with  5 sterilized  disposable 
droppers  for  your  convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immu- 
nization for  patients  more  than  a year  old. 
Effectiveness— may  be  expected  to  confer  active 
immunity  against  all  three  types  of  poliovirus 
infection  in  at  least  ninety  percent  of  suscep- 
tibles  only  if  given  at  full  dosage,  as  directed.  No 
characteristic  side  effects  have  been  reported. 

There  are,  however,  certain  contraindications. 

These  are,  broadly:  acute  illness,  conditions 
which  may  adversely  affect  immune  response, 
and  advanced  debilitated  states.  In  these,  vacci- 
nation should  be  postponed  until  after  recovery. 

In  infants  vaccination  should  not  be  commenced 
before  the  sixth  week  of  life.  Do  not  give  to 
patients  with  viral  disease,  or  if  there  is  persis- 
tent diarrhea  or  vomiting.  ORIMUNE  and  live 
virus  measles  vaccine  should  be  given  separately. 
Dosage-initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months).  Booster  immu- 
nization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 
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simplifies  routine  screening 

TUBERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  • Uncap  - Press  - Discard 

Comparable  in  accuracy  and  reliability  to  older 
standard  intradermal  tests*,  but  faster  and  easier 
to  use.  Since  TINE  TEST  is  relatively  painless  it 
should  receive  greater  patient  acceptance.  Re- 
sults are  read  at  48-72  hours.  The  self-contained, 
completely  disposable  unit  requires  no  refrigera- 
tion and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation, 
ulceration  or  necrosis  at  test  site.  Contraindica- 
tions, none;  but  use  with  caution  in  active  tuber- 
culosis. Available  in  boxes  of  5 (new  individually- 
capped  unit);  cartons  of  25. 

’Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Wil- 
liams, W.:  Scientific  Exhibit  Presented  at  the  An- 
nual Meeting  of  the  National  Tuberculosis  Asso- 
ciation, Chicago,  Illinois,  May  30-June  2,  1965. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 


Not  if  it  is  V-Cillin  K. 

V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consist- 
ent dependability  . . . even  in  the  presence  of 
food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity 
reactions  are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not  be  ad- 


ministered to  patients  with  a history  of  allergy  to  penicil- 
lin. As  with  any  antibiotic,  observation  for  overgrowth  of 
nonsusceptible  organisms  during  treatment  is  important. 
Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in 
40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


Six-Second  Barrier 
to  Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis, 

Indiana.  6oo4ii 
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Editorials 


Archival  impermanence 

Librarians  are  concerned  about  the 
disintegration  rate  of  paper  made  since 
1870.  They  fear  that  many  books  and 
journals  published  in  the  first  half  of  the 
twentieth  century  may  not  last  until  the 
year  2000  and  that  for  the  average  re- 
search library  more  than  75  per  cent  of  its 
material  published  before  1940  will  be  un- 
usable in  less  than  twenty-five  years. 
About  1870  a highly  acid  alum  resin  was 
introduced  into  the  process  of  paper  making 
from  wood  pulp.  Paper  with  a high  pro- 
portion of  ground  wood  in  its  composition 
disintegrates  more  rapidly  than  the  so- 
called  “free  papers”  which  are  practically 
free  of  ground  wood.  Free  paper  is  ex- 
pensive and  tends  to  be  transparent,  re- 
sulting in  undesirable  show-through.  This 
characteristic  of  relatively  free  paper  is 
overcome  by  coating,  which  adds  opacity. 
The  coating  being  neutral  also  tends  to  off- 
set the  acidity  of  the  paper  itself.  Thus 
modern  coated  papers  are  a distinct  step 
forward. 

We  are  indebted  to  the  Paper  Standards 
Committee  of  the  American  Chemical 
Society  for  a long-term  study  of  the 
problem  of  paper  longevity  and  for  rec- 


ommendations for  the  improvement  of 
paper  stock. 

The  quality  of  paper  has  improved  re- 
markably within  the  past  several  decades. 
Today  the  quality  is  such  that  archivists 
need  not  worry  about  the  lasting  property 
of  this  Journal’s  paper  for  this  century  at 
least. 

In  looking  toward  the  preservation  of 
scientific  records  there  are  steps  that  can 
be  taken.  All  journals  listed  in  the 
National  Index  Medicus  should  print  a 
short  run  on  high  quality  rag  paper  for 
libraries  or  the  publishers  should  microfilm 
each  year’s  volume  for  library  distribution. 

Here  again,  microfilm  being  com- 
paratively new,  it  is  not  known  exactly 
what  its  natural  life  will  be.  Under  proper 
storage  conditions,  it  is  believed  microfilm 
will  outlast  paper. 

Our  confidence  in  technology  is  such 
that  we  are  not  dismayed  by  fear  of  dis- 
integration of  twentieth  century  records. 
We  have  a feeling  that  a paper  strong  and 
durable  as  Fiber  glass  will  be  developed  in 
due  course. 

Our  only  fear  is  for  posterity — it  will  be 
burdened  by  our  words. 


Can  a minor  give  a legally  binding  consent  to  medical 
treatment? — An  equivocal  answer 


The  plaintiff  when  she  was  only  nineteen 
and  one-half  years  of  age  sought  treatment 
for  a skin  disease  at  the  defendant  Hospital. 
She  signed  a written  authorization  con- 
senting to  the  performance  of  certain  pro- 
cedures. As  a result  of  the  consent,  a 
biopsy  was  performed  which  plaintiff 
claimed  resulted  in  scarring.  At  the  time 


of  signing  the  consent,  the  plaintiff  was 
married  and  living  with  her  husband. 
Her  parents  were  alive  and  no  emergency 
existed.  After  attaining  her  majority,  the 
plaintiff  sued  alleging  an  assault  in  that 
the  consent  was  invalid  when  given  by 
reason  of  her  minority. 

The  Court  determined  that  a woman  on 
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attaining  her  majority  cannot  disaffirm  a 
consent  to  a nonemergency  surgical  opera- 
tion which  she  executed  as  a minor  emanci- 
pated by  reason  of  her  marriage.  In 
reaching  its  decision,  the  Court  examined 
the  past  history  and  present  position  of  the 
jural  status  of  minors  and  stated: 

The  jural  status  of  infants  generally,  is 
that  as  minors  they  may  not  act  without 
the  intervention  of  a guardian  on  their 
behalf.  There  are,  however,  exceptions 
to  this  rule.  A woman  over  the  age 
of  18  years  may  marry  without  parental 
or  like  consent,  and  with  lawful  parental 
consent  a woman  over  the  age  of  14 
years  may  enter  into  a lawful  marriage. 
Married  minors  may  exercise  custody  and 
control  over  their  children  ...  . An 

emancipated  minor  may  establish  a 
domicile  apart  from  the  parental 
abode  ...  . 

Any  minor  attaining  the  age  of  18 
years  may  make  a will  of  his  personal 
estate  and  may  make  a valid  business 
contract  ... 

Although  a minor  is  permitted  to  dis- 
affirm contracts  under  certain  conditions, 
the  rule  is  due  not  so  much  to  the  minor's 
disability  as  to  a privilege  extended  for  the 
minor's  protection,  [emphasis  supplied]. 

In  conclusion  the  Court  stated: 

...  it  is  clear  that  the  law  recognizes 
a distinction  between  the  personal  rights 
and  property  rights  of  minors.  While  a 
minor  may  not  alter  the  status  of  his 
property  rights  in  this  jurisdiction  with- 


out the  intervention  of  a guardian  or  a 
Court  as  parens  patrie  the  minor's 
personal  rights  are  not  so  closely  strictured 
[emphasis  supplied  ]. 

In  this  case  there  is  nothing  to  suggest 
that  the  plaintiff,  at  the  time  of  execut- 
ing the  consent,  had  not  reached  the  age 
of  discretion,  or  that  the  plaintiff  was 
under  any  physical  or  mental  disability. 
Plaintiff’s  consent  to  the  surgical  pro- 
cedure involved  was  an  act  of  volition, 
and  was  a personal  right  which  was 
validly  exercised.  ( Bach  v.  Long  Island 
Jewish  Hospital — Misc.  2d,  267  N.Y. 
Supp.  2d  289  (Sup.  1966). 

This  decision  is  a realistic  approach  to  the 
problem  of  obtaining  a valid  consent  for 
the  medical  treatment  of  a minor.  Under 
the  facts  in  the  Bach  case  the  Court  has  in 
effect  said  that  the  physician  does  not  have 
to  be  an  expert  in  the  niceties  of  centuries 
old  legal  niceties.  However,  on  the  basis  of 
this  case,  the  medical  profession  should 
not  radically  alter  its  practice  of  requiring 
a parental  consent  before  treating  a minor 
until  the  Appellate  Courts  have  adopted 
the  views  expressed  in  the  Bach  case. 
There  it  should  be  noted  that  the  minor 
had  technically  been  emancipated  by 
reason  of  her  marriage.  Moreover,  she 
had  already  reached  an  age  at  which  the 
law  permitted  her  to  take  certain  binding 
legal  actions.  Were  these  peculiar  factors 
not  present,  it  is  difficult  to  predict  whether 
the  same  result  would  be  reached. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfec- 
tion from  male  consorts,  Flagyl  has  re- 
peatedly produced  up  to  100  per  cent  cure  in 
large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — //!  women:  one  250- 
mg.  oral  tablet  three  times  a day  for  ten  days.  A 


vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  the  inserts  are  used 
one  vaginal  insert  should  be  placed  high  in  the 
vaginal  vault  each  day  for  ten  days,  and  concur- 
rently two  oral  tablets  should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been  demon- 
strated, one  250-mg.  oral  tablet  twice  a day  for 
ten  days. 

Contraindications  — Pregnancy;  organic  disease  of 
the  central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precautions  and  Side  Effects  — Complete  blood  cell 
counts  should  be  made  before  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Infrequent  and  minor  side  effects  include:  nausea, 
unpleasant  taste,  furry  tongue,  headache,  darkened 
urine,  diarrhea,  dizziness,  dryness  of  mouth  or 
vagina,  skin  rash,  dysuria,  depression,  insomnia, 
edema.  Elimination  of  trichomonads  may  aggravate 
coexisting  moniliasis. 

Dosage  Forms 

Oral  — 250-mg.  tablets.  Vaginal  — 500-mg.  inserts. 
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understanding... 


precedes  development 


The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledgethus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems  - understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

® MERCK  SHARP  & DOHME  Division  of  Merck  & Co.,  Inc.,  West  Polnf,  Pa. 

where  today’s  theory  is  tomorrow's  therapy 
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Serum  Antibodies 
in  Transplantation’ 

john  c.  McDonald,  m.d. 

Buffalo,  New  York 

From  the  Department  of  Surgery, 
State  University  of  New  York  at  Buffalo, 
and  Edward  J.  Meyer  Memorial  Hospital 

|n  the  early  1940’s  Medawar12  set  about 
to  study  the  process  of  allografting  (homo- 
grafting) systematically  by  using  full- 
thickness skin  grafts  in  the  rabbit.  He  and 
his  associates  found  that  such  grafts  would 
thrive  for  a few  days  but  were  inevitably 
attacked  and  then  inexorably  destroyed. 
This  destruction  was  termed  rejection  and 
required  an  average  of  nine  days.  This 
reaction  itself  came  to  be  called  the  first 
set  response  to  distinguish  it  from  the 
second  set  response  which  occurred  when  a 
second  skin  allograft  was  performed  be- 
tween the  same  donor  and  recipient.  After 
this  second  graft,  the  whole  rejection  proc- 
ess was  repeated,  but  in  a more  vicious  and 
greatly  accelerated  manner.  It  was  largely 
this  accelerated  second  set  reaction,  this 
sensitization,  that  led  to  the  conclusion 
that  allograft  rejection  was  an  immunologic 
process. 

If  allograft  rejection  were  an  immuno- 
logic process,  it  seemed  logical  to  assume 
that  there  were  antibodies  involved.  A 
number  of  experiments  were  designed  to 
demonstrate  serum  antibodies  stimulated 
by  allografts,  but  those  experiments  in 
general  failed.  This  failure,  it  is  now 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  February  16,  1966. 

* The  studies  reported  in  this  article  were  supported  by 
PHS  Grant  50-8525B  and  a Grant  from  the  United  Health 
Foundation  of  Western  New  York. 


apparently  allograft  rejection  is  an  im- 
munologic process  involving  serum  antibodies. 
Such  antibodies  have  been  demonstrated  by 
hemagglutination,  cytotoxicity,  leukoag- 
glutination,  lymphoagglutination,  mixed 
agglutination,  and  antiglobulin  consumption. 
However,  antibodies  if  detected  following 
allografts  by  any  of  these  methods  are  usually 
in  low  titer,  and  their  appearance  usually 
lags  behind  allograft  destruction  by  several 
days.  Mixed  agglutination  reactions  ob- 
tained on  tissue  cultures  of  donor  origin  is 
easily  reproduced  and  is  very  sensitive. 
The  antiglobulin  consumption  test  is  bulky 
and  difficult  but  has  useful  features.  Not 
only  do  serum  antibodies  occur  regularly 
following  allografts  but  also  there  are  at  least 
two  populations  of  antibodies  each  probably 
stimulated  by  separate  antigens.  Under 
some  circumstances  serum  antibodies  can 
injure  or  destroy  grafts,  under  others  they 
protect  them.  A serologic  method  of  pre- 
dicting graft  rejection  is  possible. 


known,  was  due  to  several  reasons.  Chief 
among  them  was  the  fact  that  histocom- 
patibility antigens  are  insoluble,  and  most 
standard  serologic  technics  require  anti- 
gens to  be  presented  for  reaction  in  soluble 
form.  Most  studies,  therefore,  used  meth- 
ods which  were  inadequate. 

Other  experiments  demonstrated  that 
allograft  immunity  could  not  be  passively 
transferred  by  serum  under  usual  condi- 
tions. It  was  then  shown  that  while 
serum  from  a sensitized  host  would  not 
passively  transfer  allograft  sensitivity,  liv- 
ing lymphocytes  from  the  same  host  would 
cause  accelerated  rejection  when  trans- 
ferred to  a nonsensitized  host.3 

Allograft  immunity  therefore  seemed 
likely  to  be  an  example  of  delayed  hyper- 
sensitivity in  which  the  immunity  was 
effected  by  cells,  either  without  free  cir- 
culating antibodies  or  without  serum  anti- 
bodies of  importance  in  rejection.  Indeed, 
this  hypothesis  has  held  general  sway  until 
the  past  few  years. 


. 


June  15,  1966  / New  York  State  Journal  of  Medicine  1631 


Occurrence  of  serum  antibodies 

The  impetus  generated  by  experimental 
cell  transfer  produced  a large  number  of 
productive  investigations.  Particularly 
fruitful  have  been  studies  of  immunologic 
tolerance,  homologous  disease,  and  the 
specificity  of  delayed  hypersensitivity.  It 
is  not,  therefore,  the  purpose  of  this  report 
to  depreciate  the  importance  of  cells  in 
allograft  sensitivity,  but  to  point  out  that 
the  importance  of  serum  antibodies  has  not 
been  sufficiently  appreciated. 

Later  experiments  have  shown  that 
sensitized  cells  passively  transferred  to  a 
nonsensitized  host  will  accelerate  graft  re- 
jection even  if  imprisoned  in  a cell-imper- 
meable millipore  chamber.4  Further,  pas- 
sive transfer  with  serum  has  been  accom- 
plished under  a number  of  special  condi- 
tions.5-7 

By  adapting  old  technics  or  by  im- 
proving new  ones  for  use  in  studying  allo- 
graft immunity,  serum  transplantation 
antibodies  have  now  been  demonstrated 
by  a variety  of  methods:  (1)  hemagglu- 

tination, (2)  cytotoxicity,  (3)  leukoagglu- 
tination,  (4)  lymphoagglutination,  (5) 
mixed  agglutination,  and  (6)  antiglobulin 
consumption.  Appropriate  serum  from  re- 
cipient animals  will  agglutinate  the  donor’s 
erythrocytes  (hemagglutinins).8  It  may 
agglutinate  donor  leukocytes  (leukoagglu- 
tinins),9  and/or  lymphocytes  (lympho- 
agglutinins).10  It  can  also  be  shown  to 
destroy  donor  lymphocytes  in  the  presence 
of  added  complement  (cy  to  toxins) . 11 

In  general,  it  may  be  said  that  these  anti- 
bodies frequently  are  undetected  by  any  of 
these  methods  following  primary  allograft. 
When  they  are  detected,  they  usually  are 
in  low  titer,  and  their  appearance  usually 
lags  behind  allograft  destruction  by  several 
days.  These  characteristics  of  the  antibody 
response  are  probably  reliable,  and  the  lack 
of  consistency  in  demonstrating  them  is 
probably  a matter  of  the  sensitivity  of  the 
technics. 

Two  additional  means  of  assaying  serum 
transplantation  antibodies  have  become 
available  recently,  and  each  is  of  sub- 
stantial interest. 

The  mixed  agglutination  reaction  ob- 
tained on  tissue  cultures  of  donor  origin, 
and  first  used  in  transplantation  studies 
by  Abeyounis,  Milgrom,  and  Witebsky,12 


TABLE  I.  Distribution  of  antigens  which  react  with 
antibodies  detected  by  antiglobulin  consumption 
as  compared  with  the  distribution  of  cell  surface 
(H-2)  antigens  of  mice 


Rabbit 

Mouse 

Liver 

Spleen  and  lymph  node 

Kidney 

Liver 

Brain 

Kidney 

Muscle 

Testis 

Spleen  and  lymph  node 

Muscle 

Endocrine 

Brain 

is  of  particular  interest  because  it  is  easily 
reproduced  and  is  exquisitely  sensitive. 
Titers  in  the  rabbit  frequently  reach 
1:30,000  after  a second  skin  allograft.13 
The  time-titer  curve  of  the  antibody  re- 
sponse by  this  method  has  similar  char- 
acteristics to  that  of  other  methods  except 
that  antibodies  are  always  detectable  in  the 
rabbit  after  a second  graft  (23  of  23  con- 
secutive recipients). 

The  antiglobulin  consumption  test  has 
also  been  applied  to  transplantation 
studies,  and  although  it  is  a bulky  and  diffi- 
cult method  it  has  several  peculiarities  of 
interest.14  Serum  antibodies  can  be  de- 
tected by  this  method  after  a primary  skin 
allograft  regularly.  Also,  antibodies  de- 
tected by  this  technic  are  IgM  (immunoglob- 
ulin M)  (19-S)  while  those  demonstrated 
by  mixed  agglutination  and  cytotoxicity  are 
IgG  (7-S).15  Further,  the  antigens  which 
stimulate  the  production  of  these  IgM  anti- 
bodies have  a different  tissue  distribution 
and  different  physical  characteristics  from 
that  of  the  previously  described  histocom- 
patibility antigens  (Table  I).16  It  there- 
fore seems  likely  that  the  antiglobulin  con- 
sumption test  detects  antibodies  not  de- 
tected by  other  methods,  and  these  anti- 
bodies are  stimulated  by  a group  of  antigens 
not  previously  known. 

So  presently  we  are  confronted  with  the 
knowledge  that  not  only  do  serum  anti- 
bodies occur  with  great  regularity  (prob- 
ably always)  following  allografts,  but  also 
there  are  at  least  two  populations  of  anti- 
bodies each  in  all  probability  stimulated  by 
separate  antigens. 

Function  of  serum  antibodies 

The  relevant  questions  which  immedi- 
ately arise  are:  What  is  the  function  of 


1632  New  York  State  Journal  of  Medicine  / June  15,  1966 


these  antibodies,  and  to  what  use  may  they 
be  put? 

Seemingly  conflicting  results  have  re- 
sulted from  studies  which  were  designed  to 
establish  the  function  of  serum  transplanta- 
tion antibodies. 

No  doubt  exists  that  under  some  circum- 
stances serum  antibodies  can  injure  or 
destroy  grafts.  People  with  agammaglob- 
ulinemia are  unable  to  form  serum  anti- 
body, and  they  find  it  quite  difficult  to  re- 
ject a skin  allograft.17  As  mentioned 
earlier,  sensitized  cells  imprisoned  in  a 
millipore  chamber  will  accelerate  the  re- 
jection of  a primary  skin  allograft.4  Serum 
from  a sensitized  mouse  if  injected  into  the 
renal  artery  of  one  allogenic  kidney  will 
damage  the  kidney.13  Similar  experiments 
in  the  dog  show  that  specific  hyperimmune 
serum  if  injected  directly  into  the  renal 
artery  of  a kidney  allograft  will  produce 
immediate  damage  and  usually  anuria.19 

Neither  does  doubt  exist  that  under  some 
circumstances  serum  antibodies  can  protect 
grafts.  This  phenomenon  has  been  termed 
immunologic  enhancement.  Enhancement 
of  allografts  of  normal  tissues  has  been 
quite  difficult  to  produce,  Billingham  and 
Sparrow  having  been  the  most  successful. 20 
Enhancement  of  murine  tumor  allografts 
can  be  produced  readily,  however,  and  this 
model  has  been  studied  extensively.2122 
If  one  strain  of  mice  is  appropriately 
immunized  either  with  tumor  or  normal 

I tissues  from  another  mouse  strain  and  after 
a period  of  time  a tumor  allograft  is  per- 
formed from  the  strain  in  which  it  is  in- 
digenous to  the  immunized  strain,  the 
tumor,  which  under  normal  conditions 

!dies,  will  not  only  survive  but  it  will  grow 
progressively  until  it  kills  the  host. 

This  enhancement  can  be  passively  trans- 
ferred by  serum,  and  the  serum  factors 
responsible  have  proved  to  be  gamma 

I globulin. 23  Indeed,  the  ability  of  the 
serum  to  transfer  enhancement  passively 
may  be  roughly  proportional  to  its  titer  of 
hemagglutinating  antibody.324-25  The 
question  of  serum  antibody  function  now 
resolves  itself  into  whether  graft  protection 
or  destruction  is  the  function  of  a single 
population  of  antibodies  under  varying 
conditions,  or  whether  protection  or  de- 
struction is  the  function  of  separate  anti- 
body populations  with  separate  functions. 
There  is  considerable  circumstantial  evi- 


dence in  the  literature  to  support  the  last 
assumption. 3-5- 26  I personally  favor  this 
explanation  in  view  of  the  evidence  that 
there  are,  in  fact,  two  populations  of  anti- 
bodies which  can  be  distinguished  by 
molecular  weight  and  which  react  with 
different  antigens.  Future  investigations 
should  attempt  to  isolate  these  antibodies 
and  antigens  so  that  they  may  be  studied 
in  detail  in  pure  populations.  If  protective 
antibodies  could  be  isolated  in  pure  form, 
the  therapeutic  implications  with  regard  to 
clinical  enhancement  would  be  substantial. 

Tissue  typing  with  serum  antibodies 

Aside  from  questions  of  the  function, 
serum  antibodies  may  be  of  use  for  a 
number  of  purposes.  Regardless  of  what 
function  an  antibody  has,  its  presence 
must  reflect  a genetic  difference  between 
the  donor  and  recipient  and  as  such  should 
be  useful  in  predicting  genetic  disparity  or 
similarity.  Since  genetic  similarity  is 
known  to  be  conducive  to  allograft  sur- 
vival, a number  of  investigators  are  study- 
ing the  possibility  of  using  serum  anti- 
bodies to  predict  histocompatibility.  In 
particular,  the  methods  of  leukoagglutina- 
tion,27  cytotoxicity,28  and  mixed  agglutina- 
tion29-30 are  being  used  in  tissue  typing 
experiments.  Each  of  these  methods  suf- 
fers from  some  disadvantage.  Leukoag- 
glutinins  occur  in  low  titer  and  the  repro- 
ducibility of  the  system  is  poor.  The  cyto- 
toxins  are  more  reproducible  but  require 
living  cells  for  antibody  targets  which 
cannot  be  stored.  The  mixed  agglutina- 
tion system  is  exquisitely  sensitive  and 
quite  reproducible  but  must  depend  on  a 
large  bank  of  established  cell  lines  for 
typing  studies,  which  makes  the  technic 
quite  bulky  and  extraordinarily  expensive; 
however,  from  a theoretical  view,  typing 
by  this  method  is  quite  feasible. 

Tissue  typing  is,  of  course,  not  even  in  its 
infancy;  rather  it  may  be  said  to  be  in  the 
gestational  phase.  The  difficulties  in  pre- 
dicting compatibility  when  there  is  no  in- 
dication of  the  number  of  antigens  in- 
volved or  of  their  importance  is  obvious 
but  not  insurmountable  and  require  only 
sufficient  time  and  effort  to  make  meaning- 
ful progress.  Some  technical  improve- 
ment in  the  methods  could  make  the  entire 
process  much  more  rapid. 
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Serodiagnosis  of  rejection 
with  serum  antibodies 

Another  potential  use  of  serum  anti- 
bodies is  as  a serologic  method  of  diagnosing 
graft  rejection. 

Presently  there  is  no  good  way  to  di- 
agnose rejection.  All  the  criteria  used  are 
the  results  of  tissue  damage,  and  as  such 
represent  information  after  the  fact.  It 
may  be  possible  that  under  certain  situa- 
tions serum  antibodies  may  be  detectable 
before  graft  destruction  has  occurred. 

It  is  well  known  that  in  the  untreated 
host  rejecting  a primary  homograft,  serum 
antibodies  do  not  appear  until  after  graft 
damage  or  destruction.  This  can  be  said 
to  be  a characteristic  of  the  serum  antibody 
response  to  the  nonvascularized  homograft 
in  an  unmodified  host.  It  is  not  known 
that  this  is  the  characteristic  response  of  an 
immediately  vascularized  allograft  such  as 
the  kidney.  Neither  is  it  known  what  the 
characteristics  of  the  serum  antibody  re- 
sponse to  allografts  are  in  hosts  treated  with 
immunosuppressant  therapy.  If  the  re- 
jection of  the  allograft  is  delayed  by  some 
form  of  therapy,  the  character  of  the  anti- 
body response  which  occurs  when  sup- 
pression is  escaped  may  be  different — and 
it  is. 

How  it  is  different  will  depend  on  what 
step  or  stage  of  antibody  production  the 
immunosuppressant  interrupts.  This  dif- 
ference therefore  may  or  may  not  vary  with 
varying  immunosuppressants. 

We  have  information  on  the  effect  of 
cortisone  on  the  serum  antibody  response 
to  skin  allografts.  In  these  experiments  re- 
jection was  delayed  for  several  days. 
When  suppression  was  escaped  and  rejec- 
tion did  occur,  serum  antibodies  detectable 
by  antiglobulin  consumption  were  always 
present  by  the  time  graft  damage  was 
visible.  Antibodies  were  not  detectable 
by  other  methods.  Antibodies  were  not 
detectable  if  the  animal  died  without  re- 
jection. If  rejection  was  not  delayed,  anti- 
bodies followed  rejection  in  the  characteris- 
tic pattern.31  Figure  1 shows  one  such  ex- 
periment. These  experiments  suffer  from 
two  disadvantages.  First,  it  is  difficult  to 
delay  skin  allograft  rejection;  second,  it  is 
difficult  to  determine  when  skin  graft 
damage  begins.  They  must,  therefore,  be 
considered  preliminary  until  it  is  possible  to 
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FIGURE  1.  Antiglobulin  consumption  test;  anti- 
body response  to  skin  allograft.  In  unmodified 
recipient,  antibodies  not  detectable  until  some 
days  after  visible  graft  damage.  When  graft  sur- 
vival prolonged,  antibodies  detectable  simultane- 
ous with  graft  damage;  serologic  diagnosis  of 
rejection  is  real  possibility.31 


perform  them  with  a better  experimental 
model.  They  do  indicate  beyond  doubt 
that  the  serum  antibody  response  in  de- 
layed graft  rejection  is  not  the  same  as 
that  in  unmodified  graft  rejection.  They 
indicate  further  that  in  the  situation  of  de- 
layed rejection  antibodies  as  measured  by 
antiglobulin  consumption  appear  in  much 
closer  relationship  to  graft  destruction 
than  is  the  case  in  unmodified  rejection. 

This  information  suggests  that  a sero- 
logic method  of  showing  graft  rejection  is 
possible  although  much  more  work  will  be 
required  to  determine  if  this  method  can  be 
used  to  show  rejection  prior  to  graft  de- 
struction. 


Summary 

There  is  active  interest  today  in  the 
serum  antibody  response  to  allografts. 
There  is  no  longer  any  doubt  that  these 
antibodies  are  consistently  present.  Con- 
siderable data  indicate  that  these  anti- 
bodies under  some  circumstances  are  de- 
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structive  and  under  others  are  protective. 
There  is  some  suggestion  that  protection  or 
destruction  results  from  different  anti- 
bodies stimulated  by  different  antigens,  and 
it  may  be  possible  to  separate  protective 
from  destructive  antibodies  which  could 
prove  of  real  value  in  the  production  of 
meaningful  enhancement. 

With  some  improvement  in  technics, 
tissue  typing  should  be  possible  in  the  not 
too  distant  future. 

The  possibility  of  serodiagnosis  of  graft 
rejection  is  real  and  should  prove  very 
valuable  as  a guide  to  immunosuppressive 
therapy  if  it  proves  feasible. 

462  Grider  Street 
Buffalo  14215 
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P rediabetes  can  be  defined  as  the  con- 
dition of  those  persons  who  will  eventually 
develop  diabetes  but  in  whom  no  ab- 
normality in  the  carbohydrate  metabolism 
is  demonstrable,  even  in  a glucose  tolerance 
test  carried  out  after  esteroids  have  been 
given. 

According  to  this  concept,  diabetes 
mellitus  can  be  divided  into  three  stages.1 
First  is  prediabetes  (diabetes  premellitus; 
Levine)  from  the  time  of  conception  to  that 
of  the  first  abnormal  glucose  tolerance  test, 
with  normal  oral  and  intravenous  glucose 
tolerance  tests.  Second  is  chemical  dia- 
betes with  normal  fasting  blood  glucose, 
no  symptoms  of  diabetes,  but  with  ab- 
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normal  glucose  tolerance  test  results  with 
or  without  cortisone.  This  stage  marks 
the  “unsuccessful  end  of  the  battle  to 
resist  the  development  of  diabetes  melli- 
tus”2 and  is  the  earliest  period  at  which 
abnormal  tolerance  for  glucose  is  demon- 
strable. The  final  stage  is  that  of  clinical, 
overt,  or  symptomatic  diabetes  in  which 
characteristic  symptoms  are  present  and 
random  blood  glucose  values  are  abnormal 
(Fig.  1A). 

These  three  stages,  from  prediabetes  to 
overt  symptomatic  diabetes,  are  not  neces- 
sarily progressive  in  a forward  direction, 
but  the  condition  in  some  individuals  may 
revert  to  earlier  stages  such  as  from  chemi- 
cal diabetes  to  prediabetes,  and  this  may 
take  place  even  without  change  in  body 
weight  or  treatment  (Fig.  IB). 

Materials  and  methods 

The  study  includes  four  groups  of  in- 
dividuals: 120  nondiabetic  persons  or 

normal  control  subjects,  60  with  pre- 
diabetes, 80  with  chemical  diabetes,  and 
30  overt  diabetic  patients  matched  as 
closely  as  possible  by  sex,  age,  and  weight. 
The  nondiabetic  persons  (mean  age  twenty- 
six  years)  were  selected  on  the  basis  of  a 
normal  glucose  tolerance  test  in  individuals 
with  no  history  of  diabetes  in  relatives. 

The  prediabetic  persons  included  in  this 
study  (mean  age  twenty-four  years)  were 
chosen  not  on  the  basis  of  any  laboratory 
studies,  except  to  exclude  anyone  with  an 
abnormal  glucose  tolerance  test,  but  on  the 
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FIGURE  2.  Prediabetic  subjects  included  in  study 
with  highest  diabetogenic  influence. 


basis  of  a genetic  likelihood  of  the  later 
development  of  diabetes,  because  of  the 
presence  of  diabetes  either  in  both  parents 
or  in  identical  twins  (“genetic  predia- 
betics”— Jackson)  (Fig.  2). 3 Most  of  the 
chemical  diabetic  patients  (mean  age 
twenty-eight  years)  were  formerly  pre- 
diabetic and,  during  months  of  observation, 
had  developed  impaired  carbohydrate  toler- 
ance. The  diagnosis  was  made  according 
to  established  criteria.1  The  diabetic 
patients  (mean  age  thirty-six  years)  were 
at  the  Joslin  Clinic. 

Except  for  the  free  fatty  acids  (Dole 
method),  sialic  acid  (Svennerholm  technic), 
studies  of  the  finger  pulse  wave  (Lax  and 
Feinberg’s  vasculograph),  immunoreactive 
insulin  (Soeldner  and  Sloan4  modification 
of  the  Morgan-Lazarow  double-antibody 
technic)  and  interdental  gingival  biopsy 
(strip  section),  the  methodology  was  pub- 
lished elsewhere.1 
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FIGURE  3.  Mean  blood  glucose  in  normal  and 
prediabetic  persons  with  standard  glucose  toler- 
ance test. 


Findings  in  prediabetes 

Negative  findings.  Random  blood 
glucose  levels,  urine  findings,  oral  stand- 
ard,* oral  cortisone,5  and  rapid  intravenous 
glucose  tolerance  test  results  were  normal 
in  prediabetes.  Also,  no  difference  was 
found  between  normal  and  prediabetic 
individuals  in  serum  cholesterol  and  tri- 
glycerides during  the  fasting  state;  in 
glycoproteins  (paper  electrophoresis  of 
serum  protein-bound  carbohydrate,  pro- 
tein-bound hexose,  and  hexosamine);  in 
renal  studies  (urine  analysis,  urine  culture, 
creatinine  clearance,  protein  excretion,  and 
kidney  size  by  x-ray);  in  the  motor  nerve 
conduction  velocity  in  the  ulnar,  median, 

* Only  2 subjects  with  prediabetes  showed,  during  the  oral 
glucose  tolerance  test,  values  below  the  mean  less  2 standard 
deviation  of  the  values  of  50  normal  control  subjects  (chem- 
ical hypoglycemia):  one  male  age  twenty-two  at  the  fasting 
stage  (40  mg.  per  100  ml.)  and  one  girl  age  fifteen,  thirty 
minutes  after  100  Gm.  of  glucose  postoperatively  (65  mg. 
per  100  ml.). 
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FIGURE  4.  Serum  sialic  acid  (Svennerholm,  1957). 

and  peroneal  nerve6;  in  vascular  survey 
(calcification  of  the  arteries  of  the  legs, 
pelvis,  and  abdomen),  electrocardiograms 
(12  leads);  and  studies  of  the  retinal 
vasculature  by  ophthalmoscopy,  color 
photographs,  and  by  intravenous  injection 
of  sodium  fluorescein. 

Suggestive  findings.  Suggestive 
rather  than  diagnostic  changes  found  in 
prediabetes  (in  identical,  nondiabetic  twins 
of  diabetic  patients,  and  in  individuals 
with  both  parents  diabetic)  and  not  en- 
countered in  normal  control  subjects  in- 
clude: 

Carbohydrate  metabolism.  Mean  blood 
glucose  values.  When  the  mean  blood 
sugar  of  50  normal  control  subjects  was 
compared  with  the  mean  of  50  prediabetic 
patients,  during  the  oral  glucose  tolerance 
test,  the  difference  was  found  significant 
at  sixty  minutes,  but  more  so  at  ninety, 
one  hundred  twenty,  and  one  hundred 
eighty  minutes  as  may  be  seen  in  Figure  3. 

Lipid  metabolism.  During  the  rapid 
intravenous  glucose  tolerance  test,  values 
for  free  fatty  acids  were  greater  in  pre- 
diabetic patients  at  the  fasting  stage  and 
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FIGURE  5.  Serum  immunoreactive  insulin  during 
intravenous  glucose  tolerance  tests  (0.5  Gm.  per 
kilogram  of  body  weight). 


ten  minutes  after  the  end  of  the  glucose 
infusion.  While  the  return  of  the  free 
fatty  acids  toward  the  starting  value  was 
rapid  and  sharp  in  the  normal  persons,  it 
was  delayed  and  flattened  in  the  12  with 
prediabetes  when  expressed  as  per  cent  of 
the  initial  value.7  Changes  in  serum 
phosphorus  were  not  significant. 

Glycoproteins.  Sialic  acid  in  serum  was 
found  63.7  ± 1.31  (standard  error  mean) 
mg.  per  100  ml.  in  20  normal  and  69.9 
± 2.54  in  22  prediabetic  patients  (0.02 
> P > 0.01)  (Fig.  4). 

Insulin  studies.  1.  Insulin-like  ac- 
tivity. The  mean  value  of  serum  after 
an  overnight  fast  in  56  control  subjects  in 
apparent  good  health  was  91  ± 7 (standard 
error  mean)  microunits  per  milliliter  in 
serum  diluted  1:4  as  compared  with  172 
± 10  microunits  per  milliliter  in  similarly 
diluted  serum  from  42  prediabetic  subjects 

(p  < 0.001).8 

In  these  two  groups  of  subjects,  de- 
terminations of  fasting  insulin-like  activity 
were  carried  out  by  Steinke  at  the  beginning 
of  the  study  and  in  a second  sample  drawn 
at  least  four  months  later  (mean  seven 
months).  In  the  12  normal  people,  the 
mean  of  the  first  insulin-like  activity  de- 
termination in  microunits  per  milliliter 
was  103,  and  the  mean  for  the  second 
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FIGURE  6.  Free  insulin  and  insulin  complexes  in 
peripheral  vein  blood  serum  of  normal  and  predia- 
betic subjects. 

sample  was  99,  compared  with  a mean 
initial  insulin-like  activity  value  of  178 
and  the  mean  of  the  second  sample,  167 
microunits  per  milliliter  in  14  prediabetic 
patients.  According  to  these  studies,  it 
seems  that  the  high  values  of  the  fasting 
insulin-like  activity  were  persistent. 

The  insulin-like  activity  was  measured 
also  at  the  fasting  stage  and  three  hours 
after  100  mg.  of  glucose  were  given  orally, 
in  an  attempt  to  correlate  the  changes  in 
the  insulin-like  activity  with  the  changes 
in  the  oral  glucose  tolerance  test  (mean 
blood  glucose  in  prediabetic  persons  above 
the  mean  of  normal  control  subjects).  In 
11  normal  control  subjects,  the  mean 
insulin-like  activity  at  the  fasting  stage 
was  122  microunits  per  milliliter  and  three 
hours  later,  149  microunits  per  milliliter; 
in  12  prediabetic  patients,  the  mean  fasting 
insulin-like  activity  was  187  microunits 
per  milliliter  with  a mean  of  236  micro- 
units per  milliliter  three  hours  later. 

2.  Immunoreactive  insulin.  Studies  of 
insulin  with  the  double  antibody  technic 
during  the  intravenous  glucose  tolerance 
test  were  carried  out  by  Soeldner  and 
Sloan.4 

Elevated  values  of  immunoreactive  in- 


NORMAL  ABNORMAL 


FIGURE  7.  Arterial  pulse  wave  of  finger  (vasculo- 
graph). 


sulin  were  found  in  17  prediabetic  patients 
when  compared  with  22  normal  persons. 
The  difference  was  significant  (p  < 0.01) 
sixty  minutes  after  the  glucose  infusion 
(Fig.  5). 

3.  State  of  insulin  in  blood.  Bio- 
chemical mechanisms  appear  to  regulate 
the  insulin  activity  through  the  balance 
between  a biologically  active  and  an  in- 
active form  of  circulated  insulin.  This 
balance  does  not  seem  to  depend  on  a 
purely  physical-chemical  equilibrium  but 
on  the  metabolic  state  of  the  individual. 
In  the  blood  of  fasting  nondiabetic  sub- 
jects, insulin  circulates  primarily  in  the 
inactive  form.  The  rise  in  blood  glucose 
levels  following  rapid  intravenous  glucose 
administration  causes  an  increase  in  ac- 
tive, “free”  insulin  and  also  “triggers” 
the  activation  of  the  inactive  form  of 
insulin.9 

In  Figure  6 can  be  seen  the  relative 
amount  of  “free”  insulin  and  insulin  com- 
plexes (mean  dt  1 standard  deviation) 
in  the  blood  sera  of  normal  human  beings 
before  and  after  rapid  intravenous  ad- 
ministration of  glucose  compared  with 
the  mean  of  6 prediabetic  subjects. 10 

According  to  these  preliminary  studies, 
it  seems  that  after  an  overnight  fast,  insulin 
was  present  in  the  peripheral  vein  blood 
of  the  prediabetic  patients,  primarily  as 
the  bound  complex,  and  this  form  was  still 
the  predominant  one  with  a smaller  than 
normal  decrease  after  the  injections  of 
glucose  intravenously.  Nevertheless, 
there  was  a rise  in  the  “free”  insulin  which 
seems  to  be  within  normal  limits. 

Vascular  survey.  1.  Finger  pulse  wave. 
In  young  persons  the  recorded  arterial 
pulse  wave  of  the  finger  should  be  dicrotic. 
Abnormal  pulse  waves  were  found  by  Lax 
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FIGURE  8.  Portion  of  elastic  tissue  of  dermis  from 
ear  lobe  of  prediabetic  subject.  Upper  portion  is 
normal  morphologically,  where  lower  is  more  elec- 
tron dense  and  fragmented.  Finefilamentson  sur- 
face and  throughout  fiber  are  occasionally  visible 
in  control  subjects  but  not  to  same  degree  (X 
13,000). 

and  Feinberg11  in  30  per  cent  of  40  subjects 
with  a positive  family  history  of  diabetes. 

Studies  with  the  electrical  vasculograph 
in  subjects  below  the  age  of  forty  years 
revealed  abnormal  pulse  waves  in  13  of  25 
prediabetic  subjects  (52  per  cent)  compared 
with  10  of  38  normal  ones  (26  per  cent) 
(Fig.  7). 

2.  Venule-arteriole  ratio  in  photographs 
of  the  conjunctiva.  When  the  micro- 
circulation  in  the  bulbar  conjunctiva  was 
studied,  the  mean  venule-arteriole  ratio  of 
the  conjunctiva  of  20  normal  subjects 
was  2.29  ± 0.26  (standard  deviation)  com- 
pared to  4.22  ± 0.5  in  prediabetes.  Venu- 
lar  dilatation  was  maximal  during  the 
forenoon  and  when  the  subjects  were  rela- 
tively inactive.12 

3.  Ear  lobe  studies.  Biopsies  have 
been  carried  out  in  46  subjects  with  pre- 
diabetes. With  light  microscopy,*  thick- 
ening of  the  vessel  wall  was  found  in  9 of  the 
11  prediabetic  patients  studied  thus  far 
with  a periodic  acid-Schiff-stained  ma- 
terial. 

All  of  the  24  prediabetic  persons  studied 

* Light  microscope  studies  were  done  in  the  Department 
of  Pathology  of  the  New  England  Deaconess  Hospital  by 
Merle  A.  Legg,  M.D. 


thus  far  with  the  electron  microscope! 
showed  changes  not  seen  in  the  12  normal 
control  subjects  or  in  the  45  nondiabetic 
patients  with  various  skin  lesions.13 

Under  identical  biopsy  and  preparatory 
technics,  the  dermal  capillaries  of  the  pre- 
diabetic patients  were  commonly  found 
to  be  constricted  in  relation  to  normal. 
The  prediabetic  venule  shows  some  degree 
of  endothelial  cell  separation  as  well  as 
expansion  of  the  potential  space  between 
the  basement  membrane  and  the  endo- 
thelial cells.  These  changes  are  quite 
similar  to  those  commonly  found  associated 
with  outward  passages  of  fluid.  The  third 
change  found  in  the  ear  lobe  with  the  elec- 
tron microscope  was  in  the  elastic  tissue. 
In  vessels  of  the  dermis,  this  appears  in 
control  subjects  as  a band  of  amorphous, 
very  slightly  electron-dense  material,  gen- 
erally, with  a small  amount  of  fine  fibrillar 
basement  membrane.  Subjects  with  pre- 
diabetes present  vascular  elastic  tissue 
considerably  more  dense;  on  occasion, 
rather  than  being  amorphous,  a fine  fibrillar 
structure  is  visible.14  The  dermal  elastic 
tissue  usually  appears  in  prediabetic  pa- 
tients with  a portion  normal  and  another 
markedly  decreased  in  size  and  increased 
in  density.  This  parallels  the  elastic  tissue 
changes  in  the  aterioles  (Fig.  8). 

4.  Kidney  biopsies.  Studies  with  the 
light  microscope  of  tissue  removed  at  open 
kidney  biopsies  in  6 prediabetic  patients 
showed  no  evidence  of  pyelonephritis** 
but  revealed  irregular  thickening  of  periodic 
acid-Schiff-stained  material  in  the  renal 
glomerular  basement  membrane  and  parie- 
tal layer  of  Bowman’s  capsule.  As  seen 
in  Figure  9,  sections  of  glomerular  base- 
ment membrane  through  the  axial  portion 
showed  these  major  changes:  (1)  patchy 

thickening  of  the  renal  glomerular  base- 
ment membrane,  most  evident  in  axial 
loops  but  observed  occasionally  in  pe- 
ripheral capillary  loops;  (2)  less  marked 
irregular  thickening  of  the  parietal  layer 
of  Bowman’s  capsule;  (3)  thickening  of 
periodic  acid-Schiff-stained  material  in  cer- 
tain efferent  and  afferent  glomerular  ves- 
sels; and  (4)  thickening  of  periodic  acid- 

t Electron  microscope  studies  were  done  in  the  Depart- 
ment of  Pathology  of  the  Massachusetts  General  Hospital 
by  James  B.  Caulfield,  M.D. 

**  Bacteriuria  (entirely  asymptomatic)  was  found  on 
routine  examination  at  the  time  of  the  biopsy  in  a seven- 
year-old  prediabetic  girl. 
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FIGURE  9.  Patch  thickening  of  glomerular  base- 
ment membrane  and  irregular  thickening  of  parie- 
tal layer  of  Bowman’s  capsule  in  eleven-year-old 
prediabetic  girl. 

Schiff-stained  material  in  certain  efferent 
and  afferent  glomerular  vessels;  and  (5) 
thickening  of  periodic  acid-Schiff-stained 
basement  membrane  in  certain  tubules. 

Electron  microscopy  showed  a thickening 
of  the  glomerular  basement  membrane  in 
the  6 prediabetic  persons  (Fig.  10).  The 
thickening  was  most  marked  in  areas 
adjacent  to  intercapillary  or  mesangial 
cells,  while  many  peripheral  capillary  loops 
were  normal  throughout.  Fusiform  thick- 
ening was  present  in  the  Bowman’s  capsule 
and  in  the  basement  membrane  of  the 
proximal  and  distal  tubules  (Fig.  11). 15 

Summary 

1.  A concept  of  diabetes  is  presented  by 
which  the  disease  is  divided  into  three 
stages:  prediabetes,  chemical  diabetes,  and 
overt,  symptomatic,  or  clinical  diabetes. 

2.  Prediabetes  is  considered  arbitrarily 
as  the  stage  from  conception  to  the  first 
abnormal  glucose  tolerance  test  in  subjects 
highly  predisposed  to  diabetes. 

3.  Chemical  diabetes  is  likewise  an 
asymptomatic  stage  with  normal  fasting 
blood  sugar,  but  one  in  which  abnormal 
values  are  obtained  in  the  glucose  tolerance 


FIGURE  10.  Bowman’s  capsule  (BC)  demon- 
strates diffuse  areas  of  thickening.  Such  areas 
were  common  in  tubular  and  glomerular  basement 
membranes,  although  abrupt  change  seen  here 
was  not  as  frequent  as  more  gradual  transition  to 
thickening  area.  (X  10,000) 


FIGURE  11.  Two  glomerular  loops  from  seven- 
year-old  prediabetic  subject.  Left  loop  although 
apparently  quite  close  to  cross  section  is  2 to  272 
times  as  thick  as  right  loop.  (BM)  basement  mem- 
brane, (L)  lumen,  (EN)  endothelial  cells,  (EP) 
epithelial  cells.  (X  10,700) 

test  with  or  without  cortisone.  In  overt 
or  clinical  diabetes,  abnormal  fasting  blood 
glucose  values,  glycosuria,  and  characteris- 
tic symptoms  of  diabetes  are  present. 

4.  A group  of  60  prediabetic  subjects 
was  studied.  They  were  chosen  on  the 
basis  of  genetic  predictability  for  the  de- 
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velopment  of  diabetes  because  of  the 
presence  of  diabetes  either  in  both  parents 
or  in  identical  twins.  Findings  in  this 
group  were  compared  with  those  in  120 
nondiabetic,  80  chemical  diabetic,  and 
30  overt  symptomatic  diabetic  patients. 

5.  Changes  in  prediabetes  not  seen  thus 
far  in  normal  control  subjects  were:  (a) 

mean  blood  sugars  during  the  oral  glucose 
tolerance  test  above  the  mean  of  the  normal 
control  subjects;  ( b ) elevated  free  fatty 
acids  fasting  and  ten  minutes  after  rapid 
intravenous  glucose  with  a delayed  return 
toward  the  starting  value;  (c)  suggestive 
increases  in  serum  sialic  acid;  (d)  high 
insulin-like  activity  at  the  fasting  stage  and 
three  hours  after  glucose;  (e)  elevated 
immunoreactive  insulin  sixty  minutes  after 
rapid  intravenous  glucose  injection;  (/) 
incomplete  utilization  of  the  insulin  com- 
plexes during  the  intravenous  glucose 
tolerance  test;  (g)  greater  number  of 
subjects  with  abnormal  finger  pulse  wave; 
(h)  increased  venule-arteriole  ratio  in 
photographs  of  the  conjunctiva;  (i)  char- 
acteristic changes  in  biopsy  material  from 
the  ear  lobe  studies  by  light  and  electron 
microscopy;  and  (j)  morphologic  changes 
in  the  basement  membrane  of  the  Bow- 
man’s capsule,  glomerular  capillaries,  and 
proximal  and  distal  renal  tubules  as 
studied  with  both  light  and  electron  mi- 
croscopy. 
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limited  range  of  clinical  manifestations  by 
virtue  of  the  many  systems  it  may  involve. 
These  two  facts  determine  its  importance  in 
the  diabetic  patient.  Diabetic  neuropathy 
may  be  somatic  or  visceral  neuropathy; 
the  latter  rarely  occurs  independently. 

Somatic  neuropathy 

Somatic  neuropathy  most  frequently 
presents  symptoms  of  peripheral  neurop- 
athy involving  the  nerves  of  the  lower 
extremities,  usually  bilaterally  symmetrical 
and  predominantly  sensory.  There  is  no 
consistent  relationship  to  the  severity  or 
duration  of  the  diabetes.  The  outstanding 
symptoms  are  pain  and  paresthesias.  The 
pain  varies  from  dull  or  aching,  to  cramp- 
like, burning,  lancinating,  or  crushing.  A 
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distinguishing  characteristic  is  its  nocturnal 
intensification,  with  relief  by  pacing  the 
floor.  The  skin  may  be  so  sensitive  that 
even  the  touch  of  pajamas  or  bedclothes 
cannot  be  tolerated.  Paresthesias  are  usu- 
ally described  as  coldness,  numbness, 
tingling,  or  burning.  Depression,  irrita- 
bility, and  anorexia  are  often  part  of  the 
clinical  picture;  lessening  of  these  symptoms 
will  often  presage  clearing  of  the  neuritis.1 

Although  there  is  much  variation  in  the 
objective  findings,  the  most  reliable  and 
consistent  sign  is  the  absence  of  knee 
jerks  and/or  ankle  jerks.  The  sensory 
findings,  although  commonly  present,  vary 
considerably  and  are  unpredictable  from 
patient  to  patient.  The  predilection  for 
the  periphery,  the  more  marked  involve- 
ment of  the  lower  as  compared  with  the 
upper  extremities,  and  the  occasional  frank 
motor  paralysis  which  tends  to  be  uni- 
lateral, are  all  worthy  of  mention. 

Of  specific  importance  from  the  func- 
tional aspect  are  (1)  the  severe  amyotrophy 
and  myasthenia  that  may  develop  as  a 
consequence  of  the  neuropathy,  and,  as 
indicated,  the  frank  paralysis  that  may 
supervene;  (2)  the  occasional  peroneal 
palsy  with  foot  drop.  Fortunately  many 
of  these  cases  revert  to  normal  with  spon- 
taneous subsidence  of  the  neuropathic 
process.  Under  these  circumstances  there 
is  complete  restoration  of  power  and  remis- 
sion of  the  foot  drop.  Hence,  appropriate 
supportive  appliances  and  physiotherapy 
are  essential  to  preserve  the  integrity  of 
the  structures  and  prevent  any  permanent 
deformities. 

Although  rarely  mentioned  in  the  litera- 
ture, diabetic  neuropathy  not  infrequently 
involves  the  upper  extremities.  This  may 
be  motor,  sensory,  or  both.  The  most 
characteristic  feature  is  marked  atrophy 
of  the  interosseous  muscles,  most  con- 
spicuous in  the  first  interosseous  space  and 
bilaterally  symmetrical.  Similar  involve- 
ment of  the  thenar  and  hypothenar  emi- 
nences is  uniformly  present.  The  presence 
of  this  clinical  picture,  bilaterally,  must 
be  suspected  of  being  diabetic  in  origin,  in 
the  absence  of  any  other  obvious  neurologic 
disorder.2 

Visceral  neuropathy 

The  symptoms  and  signs  included  in  this 
category  have  been  referred  to  as  “pseudo- 


tabes  diabetica,”  since  they  mimic  so 
closely  the  symptomatology  of  tabetic 
syphilis.  This  suggests  that  the  site  of  the 
pathologic  lesion  is  identical  with  tabes. 
The  visceral  involvement  is  of  exceeding 
importance,  since  it  results  in  syndromes 
that  simulate  many  other  disease  entities. 
Manifestations  under  this  heading  include 
the  following: 

Eyes.  Extraocular  muscle  palsies  are 
usually  preceded  by  pain  on  the  af- 
fected side,  involve  chiefly  the  third  or 
sixth  nerves,  and  are  characterized  by  a 
tendency  to  spontaneous  resolution  in  from 
six  to  twelve  weeks. 

Pupillary  reflex  abnormalities,  although 
common,  rarely  progress  to  the  classical 
Argyll-Robertson  pupil. 

Gastrointestinal  tract.  Gastropa- 
resis  diabeticorum  is  characterized  by  de- 
layed emptying  of  the  stomach  with 
marked  retention.  This  may  lead  to  poor 
diabetic  control  because  of  the  unpre- 
dictable and  irregular  absorption  of  food. 
It  is  often  associated  with  diabetic  diarrhea. 

Diabetic  enteropathy  is  customarily  re- 
ferred to  as  diabetic  diarrhea;  however, 
the  former  term  emphasizes  that  the  clinical 
symptomatology  is  attributable  to  dysfunc- 
tion of  the  small  intestine.  The  clinical 
picture  is  characterized  by  intermittent 
recurrent  attacks  of  nocturnal  or  post- 
prandial diarrhea,  a tendency  to  nocturnal 
fecal  incontinence,  a deficiency  pattern  on 
x-ray  examination,  associated  autonomic 
and  peripheral  neuropathy,  and  normal 
exocrine  pancreatic  function. 

Recently,  malabsorption  has  been  de- 
scribed in  diabetes  with  diarrhea.  Its 
relationship  to  diabetes,  if  any,  is  still 
unresolved.  However,  the  necessity  for 
proper  diagnosis  is  underscored  by  the 
dramatic  response  of  the  malabsorption 
syndrome  to  corticosteroid  therapy.3 

Genitourinary  tract.  Bladder  in- 
volvement may  progress  to  complete 
paralysis.  This  neurogenic  vesicle 
dysfunction,  which  can  be  documented  by 
an  abnormal  cystometrogram,  is  directly 
comparable  to  the  cord  bladder  of  tabes. 
Prompt  recognition  is  urgent  to  avoid 
secondary  infection  which  inevitably  leads 
to  ascending  pyelonephritis. 4 

Impotence  is  frequent  in  the  male 
diabetic  patient.  When  the  impotence  is  a 
neuropathic  phenomenon,  which  it  usually 
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FIGURE  1.  Charcot  joint,  left,  showing  deformity 
and  loss  of  longitudinal  arch. 


is,  the  prognosis  is  poor.  Frequently,  this 
is  the  presenting  clinical  symptom  of 
diabetes. 

Retrograde  ejaculation,  although  not 
common,  occurs  more  frequently  than  is 
appreciated.  This  is  a neuropathic  feature. 

Of  all  the  visceral  neuropathies,  those 
that  have  particular  significance  in  the 
physiatrist  area  are  the  neurotrophic  ar- 
thropathy, the  neurotrophic  ulcer,  and 
orthostatic  hypotension. 

Neurogenic  arthropathy  (Charcot’s 
joints).  Neurogenic  arthropathy  was  first 
reported  as  a complication  of  diabetes  in 
1936, 5 followed  some  ten  years  later  by  a 
report  on  17  cases.6  The  number  of  cases 
seen  has  been  increasing  ever  since. 

The  most  commonly  involved  sites  in 
diabetes  are  the  tarsal  and  ankle  joints; 
only  3 cases  of  knee  involvement  and  1 
case  of  vertebral  involvement  have  been 
reported.7  Disability  results  from  me- 
chanical derangement. 

One  of  the  outstanding  clinical  features 
of  this  syndrome  is  its  remarkable  painless- 
ness. The  foot  swells  slowly,  without 
fluid  accumulation  or  signs  of  infection; 
it  grows  shorter  and  wider,  with  a tendency 
to  eversion  and  external  rotation;  and 
the  longitudinal  arch  is  completely  flattened 
(Fig.  1).  The  gait  becomes  abnormal. 
Eventually,  the  foot  may  look  like  a club- 
foot and  on  palpation  feels  mushy  and 
boggy,  leading  to  its  description  as  “a  bag 
of  bones.”  The  marked  disturbance  of 
normal  configuration  often  leads  to  painless, 
perforating  ulcers,  usually  free  of  gross 
infection,  at  sites  of  abnormal  pressure. 

Normal  peripheral  pulses  in  the  feet  are 


FIGURE  2.  Roentgenographic  features  of  neuro- 
trophic arthropathy. 


characteristic  and  significant.  The  os- 
cillometer readings  and  the  filling  time  of 
the  subpapillary  venous  plexus  are  normal. 
Thermocouple  readings  have  been  normal 
in  patients  in  whom  these  were  obtained. 
The  toes  and  the  plantar  surface  of  the 
foot  are  warm  and  pink. 

The  classic  roentgenographic  features 
are  essentially  those  of  bone  lysis,  with 
marked  fragmentation  and  eburnation. 
There  is  a definite  tendency  to  disarticula- 
tion and  dissolution  of  the  joints,  with 
overgrowth  of  bone  and  calcification  in  and 
around  the  involved  joints  (Fig.  2).  The 
small  islets  of  fuzzy  bone  growing  in  the 
synovial  membrane  are  reliable  features  of 
a neurogenic  arthropathy.  In  addition, 
the  joint  space  is  decreased,  the  articulating 
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bony  margins  are  irregular  and  deformed, 
the  bone  is  remolded,  and  osteophytes  and 
bone  resorption  may  be  seen. 

Charcot-like  joints  occur  in  the  presence 
of:  (1)  involvement  of  sensory  com- 

ponents, specifically  impairment  of  af- 
ferent pain  and  proprioceptive  impulses; 
(2)  intact  motor  power;  (3)  exposure  of 
the  joint  to  repeated,  minor  trauma,  such 
as  may  occur  in  walking;  and  (4)  chronicity 
of  the  process.  This  form  of  joint  in- 
volvement was  produced  in  animals  only 
when  trauma  was  added  to  deprivation  of 
the  sensory  pain  mechanism  by  severing 
the  posterior  roots.8  Chandler  et  al.9  have 
reported  the  occurrence  of  a Charcot  joint 
after  the  intra-articular  injection  of  hydro- 
cortisone into  an  arthritic  hip.  Pre- 
sumably, the  removal  of  the  protective 
mechanism  of  pain  encouraged  weight- 
bearing and  mobility  and  thereby  ac- 
celerated the  destruction  of  the  joint’s 
integrity. 10  Similar  joint  degeneration  has 
been  reported  in  the  so-called  sensory  loss 
syndrome,  in  which  there  is  simple  in- 
sensitivity to  pain.11  The  clinical  picture 
of  the  Charcot  joint  occurs  not  only  in 
tabes  dorsalis  and  diabetes  but  also  in  other 
conditions  in  which  there  is  neural  impair- 
ment-syringomyelia, leprosy,  spinal  dys- 
raphia,  and  idiopathic  myelodysplasia. 
This  is  a clear  indication  that  the  neural 
involvement  is  an  integral  part  of  its 
pathogenesis. 

Biopsy  in  2 cases  revealed  peripheral 
nerve  degeneration,  with  loss  of  the  myelin 
sheath  and  an  increase  in  connective  tissue 
elements.12  Degeneration  of  the  intra- 
medullary fibers  of  the  posterior  nerve  roots 
and  sclerosis  of  the  posterior  columns 
secondary  to  extramedullary  lesions,  re- 
sembling those  in  tabes  dorsalis,  have  also 
been  demonstrated. 

Histologic  examination  of  excised  bone 
tissue  has  shown  many  fragmented  and 
necrotic  spicules  surrounded  by  cellular 
connective  tissue  in  which  there  were 
closely  packed  small  blood  vessels  with 
prominent  endothelium.  Complete  loss 
of  bone  structure,  with  numerous  spicules 
of  bone  in  various  stages  of  absorption 
scattered  throughout  the  involved  area 
and  an  attempt  by  the  remaining  perios- 
teum to  form  new  bone,  has  been  de- 
scribed.13 In  1 of  our  patients,  partial 
astragalectomy  revealed  complete  dis- 


organization of  the  ankle  joint,  with  large 
particles  of  destroyed  bone. 

The  incidence  of  the  Charcot  joint  is 
about  the  same  in  both  sexes.  It  is  more 
common  in  the  fifth  and  sixth  decades  and 
in  patients  with  long-standing  diabetes, 
although  it  may  occur  in  younger  diabetic 
persons  (in  a twenty-two-year  old)  and  in 
diabetes  of  recent  onset.  In  1 case,  a 
Charcot  joint  was  the  original  clinical 
manifestation.14  Poor  control  of  the  dia- 
betes has  been  repeatedly  implicated  as  an 
etiologic  factor,  but  in  many  reported 
cases  and  in  our  experience  the  diabetes 
was  well  controlled,  and  in  some  patients 
the  metabolic  abnormality  was  relatively 
mild.  Infection  has  been  suggested  as 
playing  a determinant  or  contributory 
role,  but  there  are  no  data  to  substantiate 
this.  The  arthropathy  is  the  result  of 
joint  disorganization  which  causes  ab- 
normal pressure  points,  which  in  turn 
produce  perforating  ulcers.  These  may 
become  infected  and  result  in  osteomyeli- 
tis, with  loss  of  phalanges.  Infection, 
when  present,  is  secondary  to  the  under- 
lying pathologic  condition. 

Differential  diagnosis.  The  essential  dif- 
ference between  the  neurogenic  arthropathy 
of  tabes  dorsalis  and  of  diabetes  is  the 
joint  involved.  In  tabes,  the  knee  is  the 
most  commonly  involved  joint;  the  verte- 
bral column,  the  hip,  and  even  the  joints 
of  the  upper  extremities  are  only  oc- 
casionally affected.  In  diabetes,  involve- 
ment of  any  but  the  tarsal  and  ankle  joints 
is  rare,  so  that  arthropathy  of  the  former 
is  most  likely  to  be  of  diabetic  origin. 
Roentgenography  in  tabetic  arthropathy 
reveals  mainly  a characteristic  bone  sclero- 
sis, while  this  is  an  unusual  feature  in 
diabetic  arthropathy.  Tabes  was  formerly 
the  usual  cause  of  these  painless  deformi- 
ties of  the  feet;  now  the  chief  offender  is 
diabetes. 

Treatment.  There  is  no  cure  for  this 
condition.  In  our  experience,  conservative 
management  may  halt  progress  in  some 
cases,  and  in  a few  cases  actual  regression 
has  occurred;  some  of  these  are  able  to 
get  about  with  remarkable  agility  and 
effectiveness.  Excellent  results  were  re- 
ported in  2 cases  after  lumbar  sympathec- 
tomy,16 but  so  far  as  we  know  there  have 
been  no  other  reports  to  confirm  this. 
Arthrodesis  has  not  produced  impressive 
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FIGURE  3.  Diabetic  neuropathic  ulcer. 


results,  and  secondary  infection  and  osteo- 
myelitis have  occasionally  followed  the 
procedure.  So  far,  the  most  satisfactory 
management  has  been  the  limitation  of 
weight-bearing  by  the  use  of  orthopedic 
appliances  (short  leg  braces,  specially  built 
or  molded  shoes,  sponge  rubber  arch  sup- 
ports, prostheses,  and  crutches),  thereby 
helping  to  prevent  further  deformity. 
Excellent  results  have  been  reported  in 
several  cases  from  the  prolonged  use  of 
walking  casts.16 

Neurotrophic  ulcer.  The  occurrence 
of  neurotrophic  ulcer  in  diabetes  is  now 
well  recognized.  It  is  identical  in  all 
respects  to  its  counterpart  in  tabes.  It 
was  realized  early  that  peripheral  or  central 
neural  impairment  of  sensation  is  a com- 
mon denominator.  The  pathogenesis  of 
the  ulcer  is  the  atrophy  of  the  interosseous 
musculature  of  the  foot  secondary  to 
neurotrophic  changes,  with  resulting  loss 
of  the  normal  configuration.  The  ensuing 
deformity,  frequently  with  hammer  toes, 
hallux  valgus,  talipes  valgus  (splayfoot), 
and  prominent  metatarsal  heads,  causes 
abnormal  pressure  areas.  The  combina- 
tion of  abnormal  weight-bearing  pressure 


points  and  impaired  cutaneous  sensation 
leads  to  the  development  of  an  ulcer.  The 
very  distribution  of  the  ulcers  indicates  the 
role  of  the  mechanical  factor.17  Most 
commonly,  the  ulcers  overlie  the  metatarsal 
heads  on  the  plantar  aspect  of  the  foot, 
and  almost  always  they  are  preceded  by 
well-marked  callosities.  The  foot  is  char- 
acteristically warm,  with  good,  palpable 
pulses.  The  presence  of  a persistent, 
nonhealing  ulcer,  particularly  when  as- 
sociated with  a callus,  should  arouse 
suspicion  of  neurotropism;  in  such  a 
case,  it  is  most  likely  to  be  of  diabetic 
origin. 

Neurogenic  ulcers  are  painless,  as  evi- 
denced by  the  fact  that  a serous  discharge 
on  the  sock  or  stocking  is  often  the  first 
sign  of  the  lesion’s  presence.  The  basis 
of  sensory  impairment  is  confirmed  by  the 
development  of  similar  ulcers  in  other 
neuropathic  syndromes,  such  as,  myelo- 
dysplasia, old  spinal  cord  injuries,  syringo- 
myelia, and  tabes.11-18  The  ulcer  is  of 
circular  shape  and  punched-out  appearance 
(Fig.  3).  Gangrene  may  result  when  the 
ulcer  is  associated  with  secondary  infection. 
In  the  diabetic  patient,  the  neurogenic 
ulcer  must  be  differentiated  from  that  as- 
sociated with  occlusive  vascular  disease,  for 
which  the  approach,  treatment,  and  prog- 
nosis are  entirely  different. 

Treatment  is  determined  by  the  specific 
situation.  Weight-bearing  must  be  elimi- 
nated or  sharply  curtailed.  In  addition, 
debridement,  trimming  of  the  callus,  and 
antibiotics  often  produce  healing.  Proper 
shoes,  after  the  ulcer  has  healed,  prevent 
further  difficulty.  In  stubborn  cases,  re- 
moval of  a metatarsal  head  to  eliminate 
the  source  of  pressure,  sometimes  together 
with  amputation  of  the  involved  toe,  is 
indicated  (Fig.  4).  Results  of  this  opera- 
tion have  been  significantly  successful. 

Orthostatic  hypotension.  The  mani- 
festations of  orthostatic  hypotension  are 
dizziness,  vertigo,  faintness,  and  syncope 
when  the  standing  position  is  assumed, 
usually  lasting  a few  minutes.  Many 
suffer  a momentary  loss  of  consciousness 
on  change  of  position,  and  epileptiform 
seizures  have  been  observed  during  the 
hypotensive  period. 

The  physiologic  defect  in  orthostatic 
hypotension  is  failure  of  response  to  normal 
venous  pooling,  on  assuming  the  upright 


1646  New  York  State  Journal  of  Medicine  / June  15,  1966 


FIGURE  4.  Foot  after  excision  of  third  metatarsal 
head  and  toe. 


position,  by  an  appropriate  reflex  arteriolar 
constriction  of  the  peripheral  vascular 
bed,  which  is  the  reservoir  for  a considerable 
portion  of  the  total  blood  volume.  The 
absence  of  a compensatory  tachycardia  is 
additional  evidence  of  the  lack  of  a reflex 
neural  mechanism.  The  absence  of  tachy- 
cardia is  probably  a major  factor  in  causing 
the  vertigo  and  dizziness.  Although  idio- 
pathic orthostatic  hypotension  begins  as  a 
dysfunction  of  the  autonomic  nervous 
system,  there  is  a definite  tendency  for  the 
somatic  neurones  to  become  involved 
eventually,  resulting  in  a variety  of  neuro- 
logic manifestations.19  The  vertigo  and 
syncope  on  first  arising  which  some  patients 
note  may  simulate  hypoglycemia,  and 
several  have  actually  been  treated  for 
insulin  hypoglycemia.  Conversely,  pre- 
breakfast insulin  hypoglycemia  has  been 


misinterpreted  as  orthostatic  hypotension. 

The  treatment  is  largely  symptomatic. 
It  formerly  consisted  of  ephedrine,  desoxy- 
corticosterone  acetate,20  a head -up  bed,  a 
high  intake  of  salt,  elastic  supports,  and 
the  antigravity  suit.  Schirger  et  al.21 
have  recently  reported  that  treatment 
with  9-a-fluorohydrocortisone  gave  good 
results;  they  found  no  significant  changes 
in  water  or  electrolytes  during  observation 
throughout  the  period  of  improved  blood 
pressure.  Nevertheless,  they  advisedly 
stress  the  drug’s  potency  and  urge  close 
observation  of  the  patient. 

Stanford22  has  achieved  a dramatic 
therapeutic  result  with  the  use  of  an  Air 
Force  antigravity  suit.  This  method  re- 
quires neither  a high  intake  of  salt  nor 
the  prolonged  use  of  salt-retaining  hor- 
mones, thus  avoiding  the  potential  risks 
of  a high-salt  regimen  in  the  diabetic  pa- 
tient, including  the  possible  acceleration 
of  the  renal  and  hypertensive  components 
of  diabetic  nephropathy. 

Other  evidences  of  autonomic  nervous 
system  involvement  include  anhidrosis, 
vasomotor  instability,  tachycardia,  de- 
pendent edema,  trophic  skin  disturbances, 
and  reversal  in  the  skin  temperature 
gradient. 

Diagnosis  of  diabetic  neuropathy 

There  are  no  pathognomic  signs,  symp- 
toms, or  laboratory  findings  to  establish 
beyond  question  a diagnosis  of  diabetic 
neuropathy.  The  most  consistent  labora- 
tory feature  is  a modest  elevation  of  the 
cerebrospinal  fluid  protein,  usually  up  to 
60  to  100  mg.  per  100  ml.,  and  rarely  more 
than  200  mg.  per  100  ml.  This  is  present 
in  about  80  per  cent  of  patients  with  neuro- 
logic involvement.  Since  neuropathy  may 
occur  independently  of  the  control, 
severity,  or  the  duration  of  diabetes,  it 
is  evident  that  neuropathy  may  be  the 
original  clinical  manifestation  of  diabetes. 
Hence,  if  a neurologic  syndrome  suggests 
diabetic  neuropathy  and/or  there  is  a 
family  history  of  diabetes,  then  diabetes 
must  be  suspected  and  appropriately  in- 
vestigated to  establish  or  eliminate  the 
diagnosis.  A specific  clue  to  unrecognized 
diabetes  is  the  bilateral  absence  of  ankle 
jerks.  In  the  absence  of  any  other  ex- 
planation, this  finding  makes  the  exclusion 
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of  diabetes  mandatory  and  its  presence 
most  probable.23 

Therapy  of  diabetic  neuropathy 

There  is  no  specific  therapy  for  diabetic 
neuropathy.  Although  many  claims  have 
been  made  intermittently  for  the  various 
components  of  the  B complex  individually 
and  in  combination,  our  experience  has 
been  uniformly  disappointing.  The  same 
applies  to  the  suggested  use  of  other  agents 
such  as  saline,  procaine,  and  phenothiazide 
derivatives. 

Some  of  the  lesions  are  amenable  to 
therapy,  and  some  recover  spontaneously. 
Among  the  latter  are  the  external  ocular 
palsies  which  almost  invariably  spon- 
taneously regress  in  from  six  to  twelve 
weeks.  The  severely  painful  or  “neuritic” 
type  of  neuropathy,  which  may  be  as- 
sociated with  atrophy,  considerable  weak- 
ness, or  even  frank  paresis,  usually  clears 
spontaneously  in  from  three  to  eighteen 
months,  with  six  months  as  a general 
average.  The  neurogenic  condition  of  the 
bladder,  when  conservative  measures  fail, 
may  be  relieved  dramatically  by  resection 
of  the  internal  vesical  sphincter.  The 
diabetic  diarrheas  occasionally  respond 
to  antibiotics,  particularly  neomycin  or 
chloramphenicol.  In  those  instances  where 
the  diarrhea  is  associated  with  the  malab- 
sorption syndrome,  there  is  a dramatic 
response  to  corticosteroid  administration. 
Charcot  joints  may  be  helped  considerably 
by  orthopedic  devices  that  relieve  weight- 
bearing. Neuropathic  ulcers  may  be 
treated  by  local  surgery  which  may  include 
removal  of  the  offending  pressure-producing 
head  of  the  underlying  metatarsal  bone. 
Postural  hypotension  is  helped  by  salt- 
retaining  hormones  and  particularly  by  the 
application  of  an  Air  Force  antigravity 
suit.  General  symptomatic  measures  in- 


cluding warmth,  good  nutrition,  relief  of 
pain,  and  proper  diabetic  control  are  indi- 
cated. 
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T oday’s  diabetic  patient,  who  lives 
longer,  is  subject  to  a rising  number  of 
chronic  disabilities.  He  is  prone  to  be 
disabled  as  a result  of  infarction  of  heart  or 
brain  caused  by  visceral  arterial  disease  or 
as  a result  of  kidney  malfunction  or  blind- 
ness caused  by  small-vessel  disease.  Apart 
from  these  major  causes  of  disability,  many 
of  the  dysfunctions  complicating  diabetes 
happen  to  cause  difficulties  in  ambulation. 
Foot  deformities,  ulceration,  muscle  im- 
balance, weakness,  and  lower-limb  pain 
all  are  manifestations  of  neuropathy; 
recurrent  infections  of  skin,  subcutis,  bone, 
and  tendons  are  due  to  low  resistance  of  the 
diabetic  person  to  bacterial  invasion,  and 
loss  of  limb  may  be  an  end  result  of  un- 
controlled infection  or  angiopathy. 

The  physiatrist,  by  virtue  of  his  ex- 
perience in  the  functional  evaluation  and 
rehabilitation  of  chronic  disablement,  can 
contribute  to  the  prevention,  early  evalua- 
tion, and  management  of  these  disabilities, 
in  addition  to  his  recognized  role  in  the 
rehabilitation  of  the  diabetic  amputee. 
To  meet  the  limitations  of  time,  only  some 
of  these  will  be  discussed. 

Prevention 

I have  chosen  to  discuss  the  need  to 
organize  foot-care  programs,  not  only  for 
the  individual  with  diabetes,  which  will 
be  the  responsibility  of  his  private  physi- 
cian, but  in  those  areas  in  which  the 
physiatrist  is  often  assigned  a role  in  the 
care  of  the  chronically  ill,  namely,  in  the 
old-age  home  and  in  the  hospital,  both 
acute  and  chronic.  The  loss  of  limb, 
which  too  frequently  the  diabetic  patient 
with  chronic  occlusive  arterial  disease 
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suffers,  is  brought  about  mainly  by  avoid- 
able injury  (heat,  bad  footwear,  or  faulty 
nail  care)  and  infection  (from  fungus; 
dry,  scaly,  and  Assuring  skin;  and  bad 
foot  hygiene). 

Chronic  occlusive  arterial  disease  in  itself 
rarely  limits  blood  flow  to  rates  incom- 
patible with  the  viability  of  normal  tissues. 
As  soon  as  inflammation  starts  from  injury 
or  infection,  vascular  reserve  curtailed 
by  occlusive  arterial  disease  may  no  longer 
meet  increased  metabolic  demands,  and 
necrosis  or  gangrene  sets  in.  The  physia- 
trist who  must  spark  and  manage  foot- 
care  programs  in  institutions  needs  the 
cooperation  of  many  people:  the  nursing 
staff  and  the  podiatrists,  where  available; 
the  social  worker;  and  the  administrator. 
The  program  itself  evolves  in  special  clinics 
and  at  the  bedside.  An  intensive  and 
unrelenting  educational  effort  is  made  to 
reach  the  patient  and  all  health  personnel. 

It  is  a melancholy  fact  that  although 
this  sounds  elementary  for  the  physician 
accustomed  to  modern  medical  manage- 
ment, such  programs  are  indeed  uncom- 
mon. It  is  an  interesting  fact  that  in  a 
500-bed  old-age  home  in  which  I serve,  an 
intensive  foot-care  program  was  set  in 
motion  two  years  ago;  no  amputation 
has  been  performed  since,  while  every 
preceding  year  an  average  of  four  or  five 
residents,  most  of  them  diabetic,  had 
undergone  amputation. 

Early  diagnosis 

In  the  area  of  early  diagnosis,  mention 
is  made  of  the  evaluation  of  vascular  re- 
serve, which  is  measured  by  comparing 
circulation  before  and  after  maximal 
vasodilatation.  Most  technics  to  accom- 
plish this  avail  themselves  of  the  use  of 
physical  agents  with  which  the  physiatrist 
is  intimately  acquainted. 

Ebel  proposed  a reliable  procedure  in 
which  the  patient  is  placed  in  an  ambient 
temperature  of  83  F.  after  thorough  seda- 
tion with  secobarbital,  thus  obtaining  in 
almost  all  cases  maximal  arteriolar  skin 
circulation  which  is  measured  by  ther- 
mometry. 

A simple  method  of  establishing  the 
presence  of  stenosing  or  occlusive  seg- 
mental arterial  disease  is  exercise  oscillome- 
try which  requires  an  oscillometer  as  equip- 
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ment  and  takes  a few  minutes  to  perform. 
The  test  consists  of  taking  an  oscillometric 
reading  at  ankle  level  after  a period  of 
rest  with  the  patient  supine;  this  is  fol- 
lowed by  continuous  oscillometric  readings 
after  cessation  of  a series  of  plantar  flexions 
of  the  ankle  against  manual  resistance 
exerted  by  the  physician  (one  contraction 
every  two  seconds  for  from  twenty  to 
sixty  seconds).  In  the  normal  person, 
postexercise  oscillometric  readings  are  at 
least  as  high  as  resting  ones.  In  the 
presence  of  segmental  occlusion  proximal 
to  the  ankle  the  values  diminish  after 
cessation  of  exercise,  usually  to  zero,  to 
return  after  varying  periods  of  time,  de- 
pending on  the  capacity  of  the  arterial 
bottleneck  created  by  the  local  collaterals 
bridging  the  occluded  segment. 

Management 

In  the  field  of  management,  I mention 
bracing  of  the  diabetic  neuropathic  patient 
and  shoeing  of  the  diabetic  foot. 

Diabetic  neuropathy  leads  to  a variety  of 
disabilities.  I saw  a seventy-seven-year- 
old  diabetic  woman  with  known  arterio- 
sclerosis obliterans  and  moderate  pain, 
paresthesias  in  all  four  extremities,  and 
atrophy  of  intrinsic  hand  muscles.  She 
developed  a right  foot  drop  together  with 
some  impairment  of  the  proprioceptive 
sense  in  the  other  foot.  As  a result,  it 
became  difficult  for  her  to  ambulate.  A 
short  leg  brace  made  her  walk  safely.  One 
night,  against  instructions,  she  chose  to 
go  to  the  bathroom  without  applying  her 
brace;  she  promptly  fell  and  fractured 
her  right  ankle.  This  and  many  similar 
cases  illustrate  the  need  to  correct  foot  drop 
and  other  weaknesses,  many  of  which  may 
lead  to  insecure  gait,  by  proper  bracing. 

The  diabetic  foot  can  be  a fascinating 
collection  of  all  kinds  of  abnormalities 
associated  with  neuropathy.  Motor,  sen- 
sory, and  autonomic  pathways  may  be 
involved  as  may  be  the  central  nervous 
system.  In  the  typical  case,  foot  de- 
formity develops  because  of  intrinsic  muscle 


weakness,  leading  to  cavus  deformity, 
associated  toe  hammering,  prominence,  and 
overloading  of  the  metatarsal  heads  during 
ambulation.  Bizarre  differences  of  foot 
shape  between  weight-  and  nonweight- 
bearing are  frequently  observed.  This, 
combined  with  skin  dryness  due  to  sympa- 
thetic denervation  and  with  decrease  of 
pain  sensation,  results  in  the  so-called 
trophic  ulcer.  This,  in  fact,  is  a traumatic 
ulcer  in  the  absence  of  normal  pain  sensa- 
tion. This  concept  is  more  optimistic 
than  the  old  fatalistic  and  somewhat  mystic 
one  of  a disturbed  “trophism”  which  is 
not  controllable.  We  have  seen  plantar 
ulcerations  heal  in  feet  with  Charcot’s 
neuropathy  while  the  patient  continued 
ambulating,  provided  we  protected  the  ul- 
cerated part  from  weight-bearing.  We 
also  must  remove  keratinized  or  calloused 
skin  until  the  pink  edges  of  the  ulcer  are 
visible  and  epithelilization  can  proceed 
undisturbed.  Shoes  often  have  to  be  ad- 
justed to  the  individual  foot  deformity. 

Of  the  many  other  services  the  physiatrist 
is  competent  to  offer  to  the  diabetic  pa- 
tient, I only  mention  his  evaluation  of  the 
neuropathy  by  performing  manual  muscle 
testing,  nerve  conduction  time,  chronaxy, 
strength-duration  curves,  and  electromyo- 
graphic examinations.  This  will  also  serve 
in  the  differential  diagnosis  with  other 
neuropathies. 

Another  large  field,  the  research  area, 
offers  many  opportunities  for  the  physia- 
trist to  contribute  to  knowledge  potentially 
important  to  diabetic  care.  Of  recent 
pertinent  work,  investigations  into  the 
incidence  of  neuropathies  in  siblings  and 
relatives  of  diabetic  patients  are  worth 
mentioning,  as  is  the  development  of  a 
technic  to  measure  total  blood-carrying 
capacity  of  an  artery  with  segmental  oc- 
clusion plus  its  local  collaterals. 

Diabetes  challenges  many  areas  of  medi- 
cine, among  them  the  physiatric  one. 
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Degenerative  vascular  disease  in  aging 
diabetic  patients  may  first  manifest  itself 
by  the  appearance  of  tissue  necrosis  in  the 
lower  extremities.  Unfortunately  these 
cases  often  follow  a virulent  course.  The 
patients  experience  extraordinary  personal 
suffering  and  hardship,  placing  great  de- 
mands on  their  families,  employers,  and 
the  community,  presenting  a challenge  to 
the  physician  and  hospital  personnel  as 
demanding  as  any  care  problem  in  clinical 
medicine.  The  responsible  physician  must 
be  knowledgeable,  interested,  stoic,  con- 
cerned, and  above  all  things  patient.  The 
diabetic  patient  with  a morbid  extremity 
condition  is  characteristically  a lonely, 
desolate  figure  occupying  a bed  at  the  end 
of  the  ward  pavilion,  incarcerated  for 
long  periods  of  hospitalization,  frequently 
with  multiple  operative  procedures  and 
amputations,  resulting  in  a chronically 
discouraged,  frightened,  pathetic  human 
being.  These  people  are  generally  rele- 
gated by  the  house  staff  as  “second  class 
citizens,”  overshadowed  by  the  more  dra- 
matic ward  population  of  gastric  ulcers, 
neoplasms,  and  acute  pathologic  condi- 
tions. 

The  diabetic  patient  awakens  one  morn- 
ing with  a necrotic  process  in  the  foot  and 
suddenly  finds  himself  incapacitated  for 
months  or  indeed  for  the  rest  of  his  life. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Physical  Medicine  and  Rehabilitation,  February  17,  1966. 


Forty-six  per  cent  of  the  patients  in  our 
series,  in  spite  of  all  forms  of  treatment, 
required  major  leg  amputations.  There  is 
tremendous  work  to  be  done  not  only  in 
better  understanding  of  the  mechanisms  of 
the  disease  process,  but  also  in  obtaining 
for  the  diabetic  patient  with  vascular  com- 
plications more  preferential  treatment. 

Statistics 

Vascular  disease  in  conjunction  with 
diabetes  is  a major  clinical  problem  today. 
With  increasing  longevity  we  are  seeing 
increasing  numbers  of  diabetic  patients 
in  the  geriatric  age  group  who  initially 
present  themselves  with  a vascular  lesion. 

The  estimate  of  diabetic  persons  in  the 
United  States  is  3y2  million  or  approxi- 
mately 20  per  thousand  population.1  Ap- 
proximately 50  per  cent  of  this  group  are 
undiagnosed.  There  is  an  estimated  70,000 
new  cases  of  diabetes  per  year,  and  the 
frequency  rate  shows  a sharp  rise  with 
advancing  age.  At  ages  under  twenty-five 
approximately  1 in  every  900  persons  is 
known  to  have  diabetes,  but  at  age  sixty- 
five  this  sharply  rises  to  1 in  20. 2 

There  are  numerous  statistical  reports 
dealing  with  vascular  disease  in  diabetes. 
Marks,3  utilizing  the  statistics  from  the 
extensive  material  of  the  Joslin  Clinic, 
found  that  deaths  due  to  vascular  disease 
in  diabetic  persons  since  1922  have  risen 
from  half  the  total  to  over  three-quarters 
of  the  total.  The  only  condition  which 
has  declined  in  frequency  is  that  of  diabetic 
gangrene  which  in  recent  years  has  ac- 
counted for  less  than  2 per  cent  of  all 
deaths.  Deaths  from  infections  have  also 
declined  in  frequency  among  diabetic 
patients  because  of  antibiotic  therapy 
(Table  I). 

For  all  vascular  diseases  the  mortality 
of  the  diabetic  male  is  approximately  21/i 
times  that  found  in  the  general  population 
and  in  the  female  3V2  times  greater.  At 
ages  fifteen  to  forty-four  the  difference  in 
mortality  when  compared  with  the  general 
population  is  staggering.  The  mortality 
in  this  age  group  is  12  times  greater 
for  the  diabetic  male  and  20  times  greater 
for  the  diabetic  female.  In  cerebral  vascu- 
lar disease  the  mortality  in  diabetic  pa- 
tients is  twice  that  of  the  general  popula- 
tion, and  in  renal  vascular  deaths  the  pro- 
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TABLE  I.  Trends  in  causes  of  death  among  diabetic  patients  since  1922:  experience  of  the  Joslin  Clinic, 

Boston,  Massachusetts3 


Cent  of  Total  Deaths  in  Specified  Period 
1930  to  1937  to  1944  to  1950  to 

1936  1943  1949  1955 

Cause  of  Death 

1922  to 
1929 

1956  to 
1962 

Diabetic  coma 

14.5 

5.0 

2.8 

1.7 

1.1 

1.0 

Total  vascular 

46.8 

58.3 

65.8 

71.3 

76.9 

76.6 

Cardiac 

23.1 

33.4 

41.1 

47.1 

50.2 

51.2 

Coronary 

8.3 

14.4 

22.7 

26.9 

33.7 

28.1 

Renal 

4.7 

4.6 

4.6 

5.8 

9.1 

9.1 

Nephropathy* 

5.0 

5.7 

Cerebral 

8.1 

10.1 

11.8 

12.8 

13.3 

12.6 

Gangrene 

8.6 

7.6 

5.3 

2.9 

2.0 

1.8 

Infections 

16.2 

12.3 

10.4 

5.9 

5.2 

5.4 

Tuberculosis 

5.5 

3.4 

2.2 

1.7 

0.7 

0.3 

Cancer 

7.4 

9.4 

9.0 

9.7 

10.1 

10.5 

Number  of  deaths 

1,457 

2,696 

3,638 

4,140 

5,572 

5,731 

♦Classification  first  used  with  deaths  in  1950  and  later. 


portion  is  17  times  that  found  in  the  general 
population.  These  statistics  strongly  sug- 
gest the  significance  of  small-vessel  disease 
among  diabetic  persons,  particularly  ju- 
veniles.4 

With  the  increased  longevity  of  the 
insulin-treated  diabetic  patient  dating  back 
to  1922,  degenerative  vascular  disease  is 
gaining  increasing  significance.  In  1936 
Kimmelstiel  and  Wilson  described  the 
typical  nodular  lesion  of  diabetic  glomerulo- 
sclerosis.5 During  the  ensuing  years  and 
significantly  with  the  advent  of  electron 
microscopy,  investigators  have  accumu- 
lated a mounting  body  of  evidence  to 
suggest  definitive  lesions  occurring  in  the 
vascular  bed  of  the  diabetic  patient. 
Bloodworth6  has  done  extensive  studies  on 
the  capillaries  of  the  retina  and  believes 
that  diabetic  capillary  microangiopathy 
represents  overproduction  of  the  base- 
ment membrane  material.  Goldenberg  et 
al .6  have  reported  a group  of  lesions  ob- 
served in  amputation  specimens  involving 
thickening  of  the  basement  membrane  of 
muscle  capillaries  and  have  demonstrated 
endothelial  cell  proliferation  in  small  ar- 
teries and  arterioles.  The  significance  of 
these  findings  is  still  to  be  determined. 
From  a practical  viewpoint,  successful 
treatment  of  the  diabetic  patient  with 
vascular  lesions  in  the  lower  extremities 
remains  a tremendous  problem.  Although 
special  studies  as  already  noted  suggest 
specific  lesions,  the  general  pathologist  re- 
mains unable  to  distinguish  between  the 
nondiabetic  and  diabetic  gangrenous  ex- 


TABLE  II.  Treatment  of  114  cases  of  diabetes 
with  vascular  complications 


Treatment 

Number 
of  Pa- 
tients 

Per 

Cent 

Successful  conservative 

12 

10 

Surgery  Required 

102 

Local 

32 

28 

Sympathectomy 

18 

16 

and/or  vascular 

surgery 

Major  Amputations 

52 

46 

Postoperative  deaths 

6 

5.9 

tremity.  The  fact  remains  that  the  one 
practical  and  overwhelming  difference  be- 
tween vascular  disease  in  the  diabetic  and 
that  occurring  in  the  nondiabetic  person  is 
the  greater  incidence  of  morbidity  and 
mortality  in  the  diabetic  patient  (Table  II). 

In  reviewing  the  statistics  of  675  patients 
in  our  hospital  during  the  past  five  years, 
114  (17  per  cent)  were  admitted  with  an 
admitting  diagnosis  of  a degenerative 
vascular  lesion  of  the  lower  extremities, 
and  201  had  related  hospitalization.  Of 
this  group  11  patients  (10  per  cent)  died 
with  diabetes  and  generalized  vascular 
disease  as  the  underlying  cause  of  death. 
The  male-female  ratio  was  2 males  to  1 
female  (75  males,  39  females).  The  aver- 
age age  was  sixty-two  years,  with  the  oldest 
patient  ninety-three  and  the  youngest 
forty.  Of  the  114  patients  only  12,  or  11 
per  cent,  could  be  successfully  managed  on 
a purely  conservative  fashion.  Seventy-six 
patients  (67  per  cent)  required  immediate 
surgery,  and  26  patients  representing  23 
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TABLE  III.  Variations  in  atherosclerotic  lesions7 


Considerations 

Diabetic  Patients 

Nondiabetic  Patients 

Initial  site  involved 

Tibial  and  popliteal 
arteries;  femoral 
less  often;  aorta 
and  iliac  rarely 

Aorta  and  iliac  fre- 
quently and  often 
exclusively;  femoral 
and  popliteal  pre- 
dominantly involved 
but  leg  arteries 
spared  longer 

Type  of  extent 

Diffuse  with  endothelial 
proliferation  in 
smaller  arteries 

Segmental 

Time  of  appearance 

Earlier  by  1 or  2 decades 

Later  by  1 or  2 decades 

Sex  ratio 

1 or  2 males  to  1 female 

4 or  6 males  to  1 female 

Progress 

Accelerated 

Slower 

Degenerative  changes 

Accentuated 

Less  pronounced 

Complication  of  gangrene 

5 times  more  frequent 
than  in  nondiabetic 
persons;  frequently 
bilateral 

Only  one-fifth  as  often 
as  in  diabetic  persons; 
more  often  unilateral 

Prognosis 

Severe 

Less  guarded 

per  cent  were  initially  treated  by  con- 
servative means  followed  by  surgery. 
Of  the  114  cases,  52  patients  (46  per  cent) 
ended  up  with  a major  amputation.  This 
figure  bears  closer  scrutiny.  It  would 
be  difficult  and  indeed  impossible  sta- 
tistically to  analyze  the  number  of  diabetic 
persons  who  may  have  some  type  of  minor 
lesion  which  is  successfully  treated  by  his 
private  physician.  All  we  can  conclude 
from  these  figures  is  that  in  a hospital 
practice  carried  out  by  multiple  disciplines, 
of  those  patients  admitted  to  the  hospital 
with  a diabetic  lower-extremity  vascular 
lesion,  almost  half  went  on  to  major 
amputation.  The  average  hospitalization 
for  immediate  amputation  was  thirty- 
eight  days,  and  forty-four  days  for  those  in 
whom  there  was  a delay  in  amputation  for 
various  reasons. 

Diagnosis 

The  diabetic  patient  develops  tissue 
necrosis  in  the  lower  extremities  owing  to 
one  or  a combination  of  known  pathologic 
conditions.  These  consist  of  varying  de- 
grees of  occlusive  arteriosclerosis,  peripheral 
neuropathy,  and  infection  often  associated 
with  osteomyelitis.  The  initial  sign  may 
begin  with  a simple  localized  skin  irritation 
readily  managed  by  appropriate  medical 
treatment;  and  on  the  other  side  of  the 
scale,  the  patient  may  suddenly  develop 
fulminating  gangrene  of  the  foot.  In 
between  these  two  extremes  the  patient 


may  present  symptoms  of  a wide  variety 
of  localized  pathologic  conditions  con- 
sisting of  ulcers  most  commonly  over  pres- 
sure sites,  extensive  cellulitis  secondary  to 
infection,  abscess  formation,  necrotic 
sloughs,  gangrene,  and  frequently,  dermato- 
phytosis  due  to  poor  hygiene.  Regardless 
of  the  original  lesion  it  is  important  to 
differentiate  and  indeed  determine  the 
degree  of  arteriosclerosis,  peripheral  neu- 
ropathy, and/or  infection. 

Arteriosclerosis  obliterans.  Ar- 
teriosclerosis and  atherosclerosis  play  a 
significant  role  in  the  development  of 
ischemia  in  diabetes.  Various  diagnostic 
studies  to  include  a careful  physical  ex- 
amination, routine  x-ray  examinations  of 
the  extremities  to  determine  degrees  of 
calcification  of  the  vessels,  contrast  studies 
of  the  arterial  tree  to  help  interpret  the 
degree  of  occlusive  arteriosclerosis,  skin 
temperatures,  and  oscillometric  examina- 
tion all  enable  the  clinician  to  arrive  at  a 
reasonable  estimate  of  the  degree  of 
ischemia  and,  equally  important,  better 
arrive  at  the  appropriate  treatment  com- 
plex. Although  a knowledge  of  the  extent 
of  arteriosclerosis  in  an  aging  diabetic 
person  will  help  to  arrive  at  realistic  treat- 
ment and  a more  accurate  prognosis, 
management  in  advanced  cases  remains  a 
frustrating  problem.  In  an  excellent  re- 
port Haimovici7  stated  that  arteriographic 
studies  disclose  that  the  occlusive  process 
occurring  in  diabetes  involves  mainly  the 
distal  major  arteries  as  well  as  the  smaller 
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FIGURE  1.  Roentgenograms  of  diabetic  feet.  (A) 
Advanced  tissue  necrosis  showing  normal  bone 
suggesting  poor  blood  supply  and  poor  prognosis. 
(B)  Osteomyelitis  involving  third  metacarpal  and 
bony  absorption  indicating  adequate  blood  supply 
and  better  prognosis.  This  patient’s  foot  was 
salvaged. 


ones;  more  specifically  the  tibial  and 
popliteal  arteries  in  contrast  to  the  femoral 
and  popliteal  which  are  predominantly 
involved  in  the  arteriosclerotic  patients 
(Table  III). 

Peripheral  neuropathy.  The  diag- 
nosis of  peripheral  neuropathy  is  extremely 
important  in  these  patients.  They  will 
often  present  a characteristic  ulcer  con- 
sisting of  a thick  callus  overlying  a dirty 
yellow  ulcer  with  a fibrous  moist  base  and 
with  purulent  discharge.8 

Pomeranze  and  King8  in  an  excellent 
monograph  emphasized  the  value  of  making 
a differential  diagnosis  between  peripheral 
vasculopathy  and  peripheral  neuropathy. 
Advanced  vascular  disease  often  requires 
radical  surgery  whereas  with  ulcerations 
due  to  neuropathic  disease,  the  leg  can  be 
salvaged  by  containing  the  secondary  in- 
fection. We  have  successfully  followed 
patients  with  neuropathic  ulcers  for  years 
without  observing  further  complications. 
This  is  in  marked  contrast  to  patients 
whose  ulcers  are  due  to  degenerative  vascu- 
lar ischemia.  Pomeranze  and  King8  de- 
scribe the  following  symptoms  and  signs  of 
diabetic  neuropathy  and  neuropathic  ulcer: 

1.  Numbness  and  tingling  of  extremities 

2.  Nocturnal  cramps 

3.  Loss  or  diminution  of  pain  and  tem- 

perature senses 

4.  Loss  or  diminution  of  vibration  sense 

5.  Loss  of  ankle  reflexes 


6.  Anhidrosis 

7.  Waxy  pallor  of  extremity 

8.  Loss  of  fat  pad  over  metatarsal  arch 

9.  Formation  of  callosities  as  space  re- 

placements 

10.  Shortening  of  extensor  tendons  of  foot 

and  early  claw  foot 

11.  Comparatively  warm  extremities  and 

often  palpable  peripheral  pulses 

12.  Thick  callus  overlying  dirty  yellowish 

ulcer  with  fibrous,  moist  base,  often 

with  purulent  discharge 

In  addition  to  these  symptoms  and  signs, 
x-ray  films  of  the  foot  provide  a valuable 
adjunct  in  differentiating  between  neuro- 
pathic and  vascular  lesions.  A poorly 
understood  phenomenon  in  the  patient 
who  presents  severe  ischemia  secondary 
to  vascular  disease  is  the  x-ray  finding  of  a 
normal  foot.  It  is  necessary  to  have  an 
adequate  blood  supply  to  demonstrate 
absorption  of  bone  due  either  to  infection 
or  to  a neuropathic  foot.  Consequently, 
normal  findings  on  x-ray  examination  in  a 
diabetic  patient  with  advanced  soft-tissue 
disease,  indeed  often  in  cases  where  bone 
is  exposed,  is  a poor  prognostic  sign  (Fig.  1). 
The  characteristic  x-ray  picture  of  a neuro- 
trophic foot  shows  thinning  of  the  cortical 
bone  with  osteoporosis  and  varying  degrees 
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FIGURE  2.  Neurotrophic  foot  showing  thinning  of 
cortex  with  characteristic  disorganization  of  pha- 
langeal and  metatarsophalangeal  joints. 


of  rarefaction,  lysis,  and  destruction.  Dis- 
organization of  the  bony  architecture  is  a 
common  finding  and  is  well  demonstrated 
in  Figure  2. 

Infection.  The  patient  with  an  in- 
fected foot  must  be  treated  immediately 
and  thoroughly.  It  is  common  knowledge 
that  diabetic  persons,  especially  in  the 
geriatric  group,  are  particularly  prone  to 
develop  infections  in  their  feet.  This  can 
occur  secondary  to  a callus,  to  epidermo- 
phytosis, to  minor  trauma,  or  to  pressure 
especially  over  the  heel  or  the  head  of  the 
metatarsals.  A small  maceration  in  the 
skin  or  injury  to  the  soft  tissues  due  to 
careless  nail-cutting  can  lead  to  a fulminat- 
ing infection.  It  is  most  important  in 
dealing  with  infections  in  diabetes  to  de- 
termine whether  or  not  there  is  underlying 
ischemia  due  to  arteriosclerosis  obliterans 
and  whether  or  not  there  is  underlying 
peripheral  neuropathy.  In  the  absence  of 
these  two  conditions  appropriate  medical 
and  surgical  management  especially  with 
antibiotics  makes  it  possible  to  control 
these  infections. 

Treatment 

With  the  discouraging  morbidity  and 
mortality  statistics,  how  can  we  improve 
the  care  of  the  diabetic  patient  with  vascu- 
lar disease?  Certainly  the  largest  area  for 
improvement  remains  in  appropriate  pro- 
phylaxis. The  most  impressive  finding 
in  the  studies  on  the  diabetic  patients  in 
our  institution  has  been  the  total  disregard 
for  adequate  prophylaxis.  The  majority 


of  the  patients  in  our  series  walked  around 
often  for  days  and  sometimes  weeks  with 
badly  infected  ulcers,  swollen  feet,  and 
cellulitis;  indeed  a surprisingly  large  num- 
ber of  these  patients  were  still  being  treated 
on  an  ambulatory  basis  with  frank  areas 
of  necrosis  and  gangrene.  The  fact  that 
46  per  cent  of  the  patients  in  our  hospital 
series  went  on  to  amputation  underscores 
the  need  for  better  prophylaxis  in  the  earlier 
stages  of  management. 

Prophylaxis.  Prophylaxis  must  begin 
with  proper  education  of  all  diabetic  pa- 
tients the  moment  the  diagnosis  is  es- 
tablished. We  educate  all  of  our  patients 
to  follow  a vascular  instruction  list  which 
can  be  obtained  at  the  New  York  Heart 
Association.  This  list  is  carefully  re- 
viewed with  the  patient  and  responsible 
members  of  the  family  who  must  be  in- 
cluded in  the  care  program.  The  cardinal 
principal  is  to  emphasize  strongly  to  the 
patient  the  urgent  need  for  immediate 
medical  care  in  the  event  that  any  skin 
irritation  appears  on  the  feet  however 
minor  it  may  appear.  Instructions  must 
outline  the  need  for  the  most  diligent 
general  and  foot  hygiene.  We  advise 
diabetic  patients  to  treat  their  feet  with 
the  same  concern  that  is  shown  a newborn 
infant.  They  must  not  soak  their  feet 
in  hot  or  cold  water;  they  must  avoid 
heat  of  any  kind  applied  directly  to  the 
feet;  they  must  wear  comfortable  shoes  to 
prevent  pressure  sores;  they  must  avoid 
injury  and  trauma  by  careless  cutting  of 
the  nails;  and  they  must  follow  those 
measures  necessary  to  maintain  maximum 
good  general  health. 

Medical  treatment.  Medical  treat- 
ment of  the  diabetic  patient  consists  of 
satisfactory  control  of  the  diabetes  in  addi- 
tion to  general  good  health  care.  Bell,9 
in  a study  of  2,130  diabetic  autopsy  rec- 
ords accumulated  over  a forty-five  year 
period,  showed  that  the  development  of 
gangrene  was  not  dependent  on  the  severity 
of  diabetes;  indeed  poor  control  is  not 
necessarily  a causative  factor  in  developing 
gangrene.  He  concluded  that  there  is  no 
definite  relationship  between  duration  of 
diabetes  and  development  of  subsequent 
gangrene.  Surveys  by  the  major  in- 
surance companies  have  shown  that  80 
per  cent  of  all  diabetic  persons  are  obese, 
and  there  are  impressive  statistics  indicat- 


June  15,  1966 


New  York  State  Journal  of  Medicine  1655 


ing  that  the  presence  of  hypertension  and 
obesity  causes  a significantly  higher  mor- 
bidity and  mortality  rate.  Medical  man- 
agement plays  an  important  role  in  these 
patients  in  stressing  control  of  hypertension 
and  in  striving  to  reduce  obesity.  It  is 
important  to  maintain  adequate  nutritional 
balance  and  good  general  hygiene.  The 
value  of  a low-cholesterol  and  a low-fat 
diet  remains  controversial.  The  use  of 
vasodilating  drugs  in  our  experience  has 
been  unimpressive.  Whiskey  often 
soothes  the  patient,  but  one  has  to  be 
cautious  with  its  administration  in  diabetes. 

Surgery.  The  diabetic  patient  with 
an  infected  callus  or  an  infection  secondary 
to  trauma  must  be  treated  thoroughly  and 
immediately.  Within  a period  of  forty- 
eight  hours  rapid  deterioration  and  ir- 
reversible tissue  changes  can  develop. 
Accordingly  we  recommend  the  following 
measures: 

1.  Immediate  bed  rest 

2.  Institution  of  appropriate  antibiotics 
based  on  culture  and  sensitivity 
studies 

3.  Local  surgery  where  indicated,  either 
in  the  form  of  incision  and  drainage 
should  an  abcess  be  present,  de- 
bridement of  a callus  where  deep 
infection  is  suspected,  or  debride- 
ment of  a necrotic  slough  to  prevent 
deep  extension 

If  one  sees  these  patients  early,  if  the 
underlying  pathologic  condition  of  oc- 
clusive arteriosclerotic  disease  resulting 
in  ischemia  is  not  too  severe,  many  of  these 
patients  can  be  successfully  treated  and 
the  infections  adequately  contained. 

For  those  patients  with  more  advanced 
pathologic  conditions  in  the  form  of  large 
necrotic  ulcers  over  the  pressure  sites  in 
the  heel  or  over  the  metatarsal  area  or 
early  gangrene  of  the  toes,  one  has  to  con- 
sider more  major  surgery.  Surgical  man- 
agement of  these  patients  can  be  stated  in  a 
few  sentences.  Empirically  we  feel  that 
sympathectomies  are  of  no  value  in  the 
diabetic  patient.  This  report  does  not 
permit  a lengthy  discussion  of  the  pros 
and  cons  of  sympathectomy,  but  sympa- 
thectomy remains  a controversial  subject 
even  in  treating  nondiabetic  persons.  Like- 
wise the  number  of  diabetic  patients  with 
vascular  disease  who  can  benefit  from  the 


tremendous  advances  that  have  been  made 
in  reconstructive  vascular  surgery  are  so 
few  that  a discussion  of  the  various  vascular 
procedures  would  be  misleading.  Haimo- 
vici7  stated  that  only  15  per  cent  of  the 
patients  on  whom  bypass  procedures  were 
performed  were  diabetic;  however  he  did 
not  further  amplify  these  statistics.  In 
our  series  of  114  patients  only  1 patient 
was  benefited  by  a bypass  procedure;  he 
was  forty  years  of  age  and  had  a segmental 
occlusion  of  the  femoral  artery.  The 
greater  percentage  of  patients  as  seen  from 
our  survey  occur  in  the  age  group  over 
sixty,  usually  present  diffuse  arteriosclerotic 
occlusive  disease  with  evidence  of  advanced 
ischemic  changes,  and  are  not  as  a rule 
suitable  candidates  for  reconstructive  vas- 
cular surgery.  Peripheral  nerve  crushing 
should  be  mentioned  as  a method  of  re- 
lieving intolerable  pain;  however  it  is 
rarely  used.  From  a practical  viewpoint 
any  discussion  concerning  major  surgery 
on  diabetic  patients  inevitably  centers 
around  types  and  levels  of  amputation. 

Amputations 

It  is  important  to  remember  that  the 
first  amputation  in  a diabetic  person  is  not 
an  isolated  procedure.  Indeed  it  repre- 
sents only  the  first  step  in  a lifelong  dis- 
ability requiring  constant  medical  super- 
vision. Failure  to  appreciate  this  point 
may  lead  to  recurrent  problems  for  the 
diabetic  amputee  resulting  in  prolonged 
disability,  multiple  hospitalizations,  and, 
unfortunately,  multiple  amputations.  The 
statistics  on  deterioration  of  the  opposite 
limb  in  diabetic  amputees  vary  con- 
siderably. However  a reasonable  working 
figure  is  that  30  to  50  per  cent  of  all  dia- 
betic patients  over  the  age  of  sixty  who 
have  lost  one  limb  can  be  expected  to  lose 
the  other  limb  within  two  to  five  years. 
Silbert10  in  a follow-up  study  of  294  cases 
found  30  per  cent  required  amputation  of 
the  remaining  limb  within  a period  of  three 
years  and  51  per  cent  required  amputation 
within  five  years.  Russek11  in  a series  of 
150  patients  with  bilateral  amputations 
found  the  average  time  between  amputa- 
tions of  the  two  extremities  to  be  twenty- 
one  months. 

Types  of  amputation.  The  objective 
in  all  amputations  should  be  governed  by 
three  cardinal  principals: 
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1.  The  level  of  amputation  must  be 
sufficiently  removed  from  the  de- 
vitalized tissue  to  permit  proper 
healing. 

2.  Amputation  must  be  based  on  the 
maximal  rehabilitation  potential  of 
the  individual  patient. 

3.  Amputation  type  and  site  must  be 
designed  to  withstand  predictable 
stresses  and  strains  encountered  dur- 
ing rehabilitation. 

Types  and  levels  of  amputations  will  be 
further  influenced  by  three  sets  of  cir- 
cumstances; namely,  an  elective  procedure 
of  choice,  one  of  necessity,  and  one  of 
expedience. 

In  the  final  analysis  each  case  must  be 
considered  separately  and  each  amputa- 
tion must  be  tailored  according  to  the 
individual  needs  of  the  patient,  giving  full 
consideration  to  the  underlying  pathologic 
condition,  the  age  and  working  habits  of 
the  patient,  the  social  situation  of  the 
patient,  and  the  rehabilitation  potential  of 
the  patient.  These  decisions  are  not  easily 
arrived  at  and  require  considerable  ex- 
perience and  most  important  the  combined 
efforts  of  multiple  disciplines.  Shotgun  am- 
putations failing  to  follow  these  concepts 
will  inevitably  lead  to  poor  results.  Multi- 
ple disciplines  require  a team  consisting  at 
a minimum  of  the  operating  surgeon,  a 
vascular  specialist,  a member  of  the 
rehabilitation  service,  and  a representative 
of  the  social  service  department. 

Limited  amputations  of  portions  of  the 
foot  and  the  toes  should  be  performed 
bearing  in  mind  the  principal  which  dictates 
that  weight  must  be  evenly  deployed  across 
the  foot  without  concentration  at  any 
particular  point.  Anatomically  this  re- 
quires preserving  the  heel  and  the  head  of 
the  first  and  fifth  metatarsals.  Failure  to 
adhere  to  this  principal  is  to  invite  multiple 
amputations.  Following  surgery  it  is  most 
! important  to  provide  the  patient  with 
corrective  shoes  which  will  facilitate  the 
foot  striking  flat  on  the  ground.  If  the  foot 
is  permitted  to  go  into  a varus  position 
there  will  be  pressure  on  the  base  of  the 
fifth  metatarsal  resulting  in  necrosis. 

The  controversy  regarding  trans- 
metatarsal amputations  in  the  diabetic 
patient  continues.  We  have  gone  through 
periods  in  our  institution  of  attempting 


transmetatarsal  amputations  in  this  group 
of  patients.  Although  others  in  the  field  re- 
port success,  we  have  not  been  that 
fortunate.  Accordingly  we  believe  trans- 
metatarsal amputation  in  the  geriatric 
diabetic  patient  is  too  often  a compromise 
procedure  resulting  in  breakdown  and 
multiple  amputations.  Equally  important, 
and  this  point  cannot  be  stressed  too 
emphatically,  multiple  amputations  and 
prolonged  periods  of  hospitalization  in- 
evitably result  in  general  deterioration  of 
the  patient.  One  must  not  lose  sight  of  the 
whole  patient  while  concentrating  on  an 
extremity.  This  is  extremely  difficult  to 
teach  to  the  younger  generations  of  surgeons 
in  every  decade.  The  Symes  operation  is  a 
poor  operation  and  should  be  discouraged 
in  this  group. 

Above-knee  versus  below-knee 
amputations.  The  pendulum  regarding 
the  choice  of  amputation  above  or  below  the 
knee  has  swung  back  and  forth  from  decade 
to  decade.  In  the  past  five  years  there  has 
been  a resurgence  of  interest  in  performing 
the  below-knee  amputation.  This  results 
in  large  part  from  the  advances  that  have 
been  made  in  rehabilitation  and  specifically 
with  the  development  of  better  prostheses. 
The  innovation  of  molded  socket  and  total 
contact  has  served  to  provide  the  below- 
knee  amputee  with  a better  chance  for 
success  than  was  feasible  a decade  ago. 
It  is  interesting  nevertheless  to  note  that 
considerable  discrepancies  in  amputation 
levels  in  the  same  type  of  patient  exist  from 
one  hospital  to  another  and  from  one  city  to 
another.  Glattly12  reported  the  above-knee 
amputation  being  performed  as  the  initial 
operation  in  3,484  cases  with  disease  of  the 
lower  extremity  who  were  over  forty  years 
of  age,  whereas  2,431  cases  in  the  same 
category  and  age  had  below-knee  amputa- 
tions. A majority  of  these  individuals  had 
peripheral  vascular  disease  with  or  without 
diabetes.  Glattly  further  stated  that  in 
one  area  with  similar  cases,  66  per  cent  of 
the  amputations  were  above-knee  and  34 
below-knee;  whereas  in  another  area  there 
were  42  per  cent  above-knee  and  58  per  cent 
below-knee.  Obviously  considerable  work 
and  careful  study  has  to  be  done  to  arrive 
at  a more  consistent  approach  regarding  the 
choice  of  above-  or  below-  knee  amputations. 
Most  important  each  case  must  be  judged 
according  to  the  specific  individual. 
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Summary 

Accumulated  statistics  indicate  very 
clearly  that  the  combination  of  increased 
longevity  and  an  expanding  population  is 
resulting  in  increasingly  greater  numbers  of 
diabetic  patients  with  vascular  disease  of 
the  lower  extremities.  Although  basic 
studies  suggest  specific  histopathologic 
changes  in  the  blood  vessels  and  soft 
tissues  of  the  diabetic  patient,  these  find- 
ings are  inconclusive.  There  is  strong 
evidence  to  support  arteriosclerotic  oc- 
clusive disease  as  a causative  factor  in 
vascular  ischemia  in  diabetes;  however, 
we  still  do  not  know  why  the  morbidity 
rate  is  so  much  higher  in  the  diabetic  than 
in  the  nondiabetic  person  with  comparable 
disease.  We  have  found  in  our  clinic  a 
definite  correlation  between  socioeconomic 
status  and  morbidity  in  the  diabetic. 
From  a treatment  viewpoint  emphasis 
on  adequate  prophylaxis  remains  the  most 
important  factor  in  dealing  with  the  pre- 
dictable complications  of  this  group  of 
patients.  There  is  a pressing  need  for  a 
greater  dissemination  of  knowledge  re- 
garding prophylaxis  in  this  condition,  both 
in  the  lay  population  and  the  medical  pro- 
fession. Although  the  great  advances  in 
vascular  surgery  have  focused  attention 
on  vascular  disease,  very  few  diabetic  pa- 
tients are  suitable  candidates  for  recon- 
structive vascular  surgery.  In  the  light 
of  our  current  knowledge,  progress  can 
best  be  accomplished  by  emphasizing 
more  thorough  prophylactic  care  and 
eliminating  shotgun  treatment.  Once  the 
diagnosis  of  diabetes  is  established  this 
must  serve  as  a signal  to  the  responsible 
physician  to  begin  a vigorous  prophylactic 
program  fully  orienting  the  patient  and  the 
family  about  the  serious  complications  of 


this  disease.  When  a specific  complication 
appears  in  the  form  of  either  a minor  or 
major  pathologic  condition  of  the  lower 
extremities,  this  must  be  considered  the 
beginning  of  a lifetime  treatment  process 
and  not  an  isolated  entity.  Greater  ef- 
forts must  be  made  to  bring  these  patients 
into  the  mainstream  of  hospital  care  and 
orientation  rather  than  treating  them  as 
hopeless  cases  doomed  to  amputation  and 
helplessness.  Appropriate  hospital  care 
requires  multiple  disciplines  for  teams  of 
experts  in  vascular  disease,  internal  medi- 
cine, surgery,  and  rehabilitation.  This 
type  of  approach  will  spare  significant 
numbers  of  these  patient  from  losing  limbs. 
For  those  patients  whose  limbs  cannot 
be  saved,  such  an  approach  insures  them 
the  greatest  opportunity  for  a useful  and 
meaningful  existence. 

1919  Madison  Avenue 
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T he  diabetic  patient  with  peripheral 
manifestations  of  vascular  insufficiency, 
delayed  healing,  or  infection  is  a potential 
candidate  for  amputation.  In  many  in- 
stances the  diagnosis  of  diabetes  is  made 
in  the  course  of  treatment  or  investigation 
of  such  manifestations. 

It  is  not  within  the  scope  of  this  report 
to  describe  the  many  medical  and  surgical 
approaches  which  have  had  some  measure 
of  success  in  avoiding  the  need  for  amputa- 
tion. It  is  appropriate  however  to  direct 
attention  to  some  of  the  subtle  factors  as- 
sociated with  diabetes  which  influence  the 
course  or  progress  of  the  patient,  whether 
or  not  amputation  is  eventually  accom- 
plished. These  factors  may  exist  alone 
or  in  combination  and  arise  from  peripheral 
sensory  loss,  peripheral  circulatory  im- 
pairment, and  nutritional  deficiencies. 

Peripheral  sensory  loss 

It  is  well  known  that  peripheral  neuritis 
is  a frequent  complication  of  diabetes. 
The  diagnosis  is  made  in  the  presence  of 
signs  of  motor  and  sensory  deficits.  Be- 
fore these  signs  appear,  the  patient  is  un- 
aware of  the  gradual  loss  of  sensation  and 
does  not  feel  small,  painful  stimuli.  This 
subclinical  state  of  neuritis  develops  in- 
sidiously while  the  patient  overlooks  trivial 
skin  reactions.  In  the  lower  extremity 
these  are  encountered  as  “minor  foot 
problems.”  They  often  run  a course  of 
progressive  deterioration  and  extension, 
without  gangrene,  leading  to  amputation. 
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They  include  such  minimal  signs  as  local 
skin  irritation,  friction  blisters,  calluses, 
superficial  ulceration,  or  ingrown  toe- 
nails. 

All  of  these  may  be  arrested  or  controlled 
by  proper  shoe  fitting  and  correction. 
These  conditions  are  painful  in  the  non- 
diabetic person  and  do  not  become  so  far 
advanced  or  infected  as  they  do  in  the 
diabetic  patient  who  discovers  them  late. 
Other  advanced  foot  problems  threaten  the 
patient  with  diabetes:  infected  bursae 

over  bunions,  deep  ulceration,  osteomyeli- 
tis, and  sometimes  neuropathic  joints. 
In  the  diabetic  patient  these  lesions  do  not 
respond  readily  to  conventional  forms  of 
treatment  and  require  prolonged  and  often 
heroic  measures  to  save  the  leg.  In  the 
long  run  the  success  of  treatment  depends 
on  four  basic  principles:  (1)  precise  con- 

trol of  the  diabetic  status,  (2)  prevention 
of  extension  of  the  lesions,  (3)  control  and 
elimination  of  infection,  and  (4)  patience 
to  wait  out  the  anticipated  prolonged  heal- 
ing time.  A breakdown  or  failure  of  any 
one  of  these  principles  may  result  in  sacri- 
fice of  the  leg. 

Peripheral  circulatory  impairment 

More  than  half  of  all  amputations  in  the 
lower  extremity  in  the  United  States  are 
performed  for  diabetic  patients  over  the 
age  of  fifty-five.  This  high  incidence  has, 
in  recent  years,  stimulated  much  research 
and  mobilized  new  surgical  technics  in  an 
effort  to  lower  the  morbidity.  It  is 
unfortunate  that  there  are  still  geographic 
areas  in  which  diabetic  gangrene  auto- 
matically becomes  an  indication  for  above- 
knee amputation.  This  concept  is  now 
obsolete.  Individual  cases  are  now  eval- 
uated on  their  specific  indications,  allowing 
for  successful  lesser  amputations  in  in- 
creasing numbers.  Through  improved 
medical  and  surgical  technics,  control  of 
infection  and  swelling,  and  more  realistic 
interpretation  of  clinical  data,  limited  local 
surgical  procedures  are  proving  adequate 
for  more  and  more  cases  without  frequent 
need  for  reamputation.  The  vascular 
problem  of  the  diabetic  patient  is  most 
often  bilateral  but  severely  symptomatic 
on  one  side.  In  the  course  of  investigation 
it  is  not  unusual  to  find  similar  results  of 
angiography,  oscillometry,  skin  tempera- 
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tures,  and  blood  flow  studies  on  both 
sides  while  contemplating  amputation  of 
the  symptomatic  limb  with  gangrene. 
Many  diabetic  amputees  have  functioned 
well  for  years  with  one  amputation  when 
at  the  time  of  surgery  the  only  difference 
between  the  two  lower  extremities  was  the 
presence  of  gangrene  on  the  threatened 
side.  On  this  basis  the  clinical  status  of  the 
limb  and  its  functional  capacity  must  be 
appreciated,  despite  the  test  results.  Be- 
low-knee  amputations  in  diabetic  patients 
are  known  to  heal  slowly  and  not  infre- 
quently develop  necrosis  of  the  anterior 
skin  flap.  Most  of  these  can  heal  without 
further  surgery  if  given  enough  time.  The 
posterior  flap  in  the  below-knee  case  has  a 
better  blood  supply,  and  it  is  better  to  plan 
on  a 3-  or  4-inch  stump  with  a longer 
posterior  than  anterior  flap  in  doubtful 
cases  rather  than  to  amputate  above  the 
knee.  New  experimental  procedures  such 
as  myoplastic  arrangement  of  the  muscles, 
compressive  postoperative  dressings  with 
elastic  plaster  of  Paris  in  total  contact  with 
the  stump,  and  early  ambulation  with 
temporary  pylons  even  before  healing  has 
occurred  are  suggestive  of  having  a bene- 
ficial effect  on  the  vascularly  impaired 
amputation  stump.  In  addition,  the  use 
of  oxygen  under  pressure  is  being  investi- 
gated for  its  effect  on  local  tissue  anoxia 
to  promote  healing. 

Trauma  causes  severe  problems  in  the 
diabetic  patient  with  vascular  impair- 
ment. Severe  contusions,  compound  frac- 
tures, lacerations,  and  crushing  injuries 
may  precipitate  the  need  for  early  amputa- 
tion. The  modern  general  concept  with 
regard  to  the  elective  level  of  amputation 
in  the  presence  of  severe  trauma  in  the 
diabetic  patient  with  vascular  impairment 
is  to  save  all  that  is  possible  when  there  is  a 
clear  chance  of  having  a functional  limb. 
The  use  of  skin  grafts  on  the  weight-bear- 
ing part  of  the  foot  is  always  a gamble,  but 
it  still  has  a place  in  selected  cases. 

Nutritional  deficiencies 

Diabetes  is  a complex  metabolic  disease, 
and  all  of  its  various  aspects  must  be  con- 
sidered when  a limb  is  threatened.  In  a 
follow-up  study  of  amputees  at  Bellevue 
Hospital  some  nutritional  factors  were 
recognized  as  relating  directly  to  the  heal- 


ing process.*  In  this  study  there  was  a 
group  of  severely  neglected  diabetic  pa- 
tients who  were  personally,  socially,  and 
medically  indigent.  Their  records  were 
interesting  in  that  they  had  many  periods 
of  readmission  and  discharge  from  the 
hospital  for  ulceration  of  the  feet  and 
legs.  In  relatively  short  periods  of  hos- 
pitalization on  a proper  diet  supplemented 
by  multivitamins  the  ulcerations  healed. 
After  discharge,  reverting  to  scanty  diet 
and  the  use  of  cheap  alcohol,  new  ulcera- 
tions brought  them  back  into  the  hospital. 
In  cases  where  the  serum  proteins  could 
not  be  readily  elevated  above  6 Gm.  per 
100  ml.,  healing  did  not  occur  and  amputa- 
tions were  necessary.  If  the  serum  pro- 
teins were  later  on  above  6 Gm.,  the  ampu- 
tation stumps  healed. 

It  was  difficult  to  hold  some  of  these 
patients  on  a high-protein  diet  to  raise 
the  protein  level.  Such  cases  were  re- 
amputated or  required  very  long  healing 
times  which  could  only  be  done  in  a city 
hospital.  Using  this  information  as  a 
base  line,  the  records  of  private  patient 
amputees  were  reviewed,  and  the  same 
relationship  between  low-serum  protein 
and  delayed  healing  was  noted.  It  was 
equally  evident  that  in  addition  to  adequate 
diet  and  insulin  the  high  doses  of  thera- 
peutic formula  multivitamins  were  given 
to  those  patients  with  the  best  healing 
time.  It  was  concluded  therefore  that  the 
high-protein  diet  and  multivitamins  were 
useful  adjuncts  to  the  management  of  the 
potential  or  actual  diabetic  amputee. 


Postoperative  management 

Postoperative  management  of  the  dia- 
betic amputee  is  being  reappraised  as  is  the 
management  of  amputees  in  general. 
There  is  considerable  interest  in  eliminating 
wasted  time  and  a tendency  to  fit  amputees 
much  sooner  than  current  conventional 
time  schedules  require.  The  preparation, 
conditioning,  shaping,  and  shrinking  of  an 
amputation  stump  has  been  considered  a 
preprosthetic  activity  for  from  four  to 
twelve  weeks  in  the  interval  between  heal- 
ing of  the  scar  and  fitting  with  a prosthesis. 
It  has  long  been  known  that  weight- 

* Research  Report  to  Office  of  Vocational  Rehabilitation, 
New  York,  Bellevue  Hospital,  1961. 
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bearing  through  the  soft  tissues  and  use  of 
the  muscles  is  superior  to  bandaging  for 
conditioning  the  amputation  stump.  This 
method  has  not  until  recently  been  used 
extensively.  Experience  during  the  last 
two  years  with  pylons  and  temporary 
prostheses  has  been  encouraging.  In  line 
with  the  current  concept  of  early  ambula- 
tion in  other  surgical  procedures,  amputees 
may  now  be  included  by  the  early  use  of 
temporary  weight-bearing  and  ambulation 
devices.  These  may  be  fitted  as  early  as 
two  to  three  weeks  after  amputation,  de- 
pending on  the  condition  of  the  patient. 

This  early  fitting  does  not  necessarily 
require  a healed  stump,  and  there  is  some 
evidence  that  final  healing  is  more  rapid 
with  use.  For  the  diabetic  amputee  this  is 
a major  improvement.  It  permits  more 
normal  use  of  the  remaining  leg  and  pre- 
vents it  from  deteriorating  during  in- 
activity. Early  weight-bearing  restores 
balance  and  proprioception,  thus  reducing 
training  time  when  the  permanent  pros- 
thesis is  fitted.  In  experimental  cases 
immediate  fitting  and  ambulation  as  early 
as  the  first  postoperative  day  has  opened 
the  door  to  a completely  new  perspective 
in  amputations.  With  reliable  methods 
of  selecting  cases,  the  surgical  technic  of 
amputations  and  fabrication  of  prostheses 
may  be  drastically  changed. 

These  advanced  procedures  demand  close 
teamwork  among  the  surgeon,  physiatrist, 
and  prosthetist.  Each  must  have  some 
special  knowledge  and  great  experience  in 
the  calculated  risks  involved.  It  is  the 
surgeon’s  responsibility  to  provide  an 
amputation  stump  which  will  tolerate  the 
stresses  of  early  weight-bearing.  Such  a 
stump  must  be  deliberately  shaped  to  taper 
from  above.  The  bulbous  or  squared  off 
stump  with  dog  ears  will  not  withstand 
the  forces  and  cannot  bear  weight  early 
because  it  is  impossible  to  fit  within  the 
context  of  the  principles  involved.  All 
muscles  in  the  stump  must  be  firmly  fixed 
to  the  bone  end  so  that  no  retraction  is 
possible.  This  causes  friction  and  break- 
down within  the  temporary  socket.  The 
skin  flaps  for  early  weight-bearing  must  be 
loose  and  even,  a bit  redundant,  without 
room  for  the  hematoma  to  accumulate 
The  application  of  the  socket  actually  pre- 
vents hematoma  formation  which  may  oc- 
cur as  late  as  two  weeks  after  amputation. 


The  physiatrist  who  prescribes  the  tem- 
porary prosthesis  should  understand  the 
requirements  of  each  patient  for  special 
alignment  to  create  relaxed  weight-bearing 
and  avoid  the  use  of  antigravity  muscles  to 
keep  from  falling.  The  tolerance  of  the 
patient  must  also  be  carefully  estimated  to 
avoid  fatigue  which  could  affect  the  op- 
posite limb  and  place  a strain  on  the 
cardiovascular  system. 

The  prosthetist  should  be  capable  of 
understanding  the  prescription  principles 
and  allow  for  adjustments  in  the  socket 
and  alignment.  He  must  also  appreciate 
the  difference  between  a training  socket  and 
a permanent  socket  to  make  sure  that  the 
purpose  of  the  early  fitting  is  not  destroyed 
by  using  improper  prosthetic  characteristics 
where  they  are  not  needed. 

In  the  fitting  of  the  diabetic  amputee 
with  a permanent  prosthesis,  the  prescrip- 
tion must  take  into  consideration  the 
special  needs  of  this  type  of  amputee. 
Where  there  is  objective  evidence  of  de- 
pressed sensory  functions,  less  than  com- 
plete and  safe  balance  on  the  remaining 
leg,  or  the  slightest  evidence  of  loss  of 
position  sense,  the  prescription  must  take 
these  into  account.  For  example,  in  the 
below-knee  amputee  under  these  condi- 
tions, a thigh  corset  is  required.  The  de- 
pressed sensory  input  may  make  the  am- 
putee unstable  unless  he  gets  as  much  in- 
formation from  the  ground  as  he  needs  for 
balance.  The  contact  of  the  corset  with 
the  thigh  and  the  solid  side  bars  of  the 
knee  joints  provide  the  additional  pro- 
prioception which  is  lacking  when  the 
prosthesis  is  suspended  from  a supra- 
condylar strap.  The  hip  joint  and  pelvic 
band  serve  the  same  function  for  the 
above-knee  amputee  with  sensory  loss. 
Total  contact  sockets  add  to  the  proprio- 
ceptive characteristics  of  the  prosthesis. 
For  the  above-knee  amputee,  early  training 
is  facilitated  by  a soft  heel.  During  his 
early  training  the  amputee  may  be  in 
parallel  bars  or  using  crutches.  Under 
these  conditions  only  partial  weight  is 
placed  on  the  heel.  With  a single-axis 
ankle,  the  foot  reaches  the  ground  so  that 
the  proprioceptive  ground  reaction  is  felt 
by  the  amputee  even  with  partial  weight- 
bearing. The  solid  ankle  cushion  heel  foot 
under  the  same  conditions  only  allows 
for  partial  compression  of  the  heel,  and 
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the  rest  of  the  foot  does  not  reach  the 
ground.  The  amputee  then  does  not  feel  a 
ground  reaction  and  is  basically  unstable 
until  the  full  body  weight  can  compress 
the  heel  wedge.  This  retards  progress  and 
delays  confidence  in  use  of  the  prosthesis. 
The  single-axis  ankle  should  therefore  be 
the  component  of  choice  for  the  first  leg 
with  a foot.  Other  factors  relating  to  the 
center  of  gravity  in  obese  patients,  flexion 
contractures,  the  status  of  the  opposite 
leg,  the  special  needs  on  an  individual  basis 
for  work  or  self-care,  and  the  weight  of  the 
prosthesis  must  all  be  reflected  in  the 
prescription.  The  importance  of  these 
special  considerations  relates  to  the  energy 
expenditure  and  other  stresses  placed  on 
the  diabetic  patient  who  is  trying  to  over- 
come the  inertial  forces  of  an  improperly 
prescribed  prosthesis. 

Employability  of 
Diabetic  Persons 

GERALD  J.  FRIEDMAN,  M.D.,  F.A.C.P. 

New  York  City 

Physician-in-Charge  of  Metabolism 
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and  Attending  Physician  in  Medicine  at  Bellevue, 
Beth  Israel,  and  University  Hospitals; 

Associate  Clinical  Professor,  New  York  University 
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Great  advances  in  medical  science  in  the 
past  fifty  years  have  led  to  a prolongation 
of  life  for  many  people  who  otherwise  might 
not  have  survived.  High  in  this  category 
are  persons  with  diabetes  mellitus.  The 
lengthening  of  our  life  span  and  the  in- 
creasing number  of  persons  with  physical 
impairments  and  chronic  disease  have 
caused  a change  in  a basic  philosophy  of 
medicine.  No  longer  does  the  physician’s 
responsibility  end  with  the  discovery  and 
treatment  of  a disease;  it  ends  only  when 
the  patient  has  been  trained  to  live  and 
work  within  the  limits  of  his  disability  and 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Physical  Medicine  and  Rehabilitation,  February  17,  1966. 


Summary 

It  has  been  the  purpose  of  this  report  to 
place  emphasis  on  certain  considerations 
of  importance  in  the  preoperative  and 
postoperative  phases  of  the  management 
of  the  potential  diabetic  amputee.  These 
pertain  to  the  peripheral  neuritis  and  loss 
of  sensory  perception  of  clinical  or  non- 
clinical  level,  the  peripheral  vascular  im- 
pairment, and  the  influence  of  nutritional 
deficiences  on  healing.  Mention  has  been 
made  of  new  and  experimental  procedures 
devised  for  the  purpose  of  facilitating  heal- 
ing and  rehabilitation.  These  considera- 
tions are  the  least-discussed  and  often- 
neglected  aspects  of  management  which 
could  make  the  difference  between  success 
and  failure  in  treatment  and  rehabilitation 
of  the  diabetic  patient. 

403  East  34th  Street 


to  the  maximum  of  his  capability.1  Nor- 
mal, gainful  employment  must  be  main- 
tained, or  restored,  within  the  restrictions 
of  the  disease. 

Evaluation 

The  evaluation  of  physical  disability  and 
physical  impairment  is  a complex  problem. 
“Physical  disability”  is  an  appraisal  of  the 
patient’s  ability  to  engage  in  gainful  ac- 
tivity as  it  is  affected  by  nonmedical  fac- 
tors, such  as  age,  sex,  education,  and  social 
environment,  plus  the  medical  factor, 
physical  impairment.  It  is  an  administra- 
tive and  not  a medical  decision.  “Physi- 
cal impairment,”  on  the  other  hand,  is  a 
purely  medical  condition.  It  is  an  ex- 
pression of  the  anatomic  or  functional 
abnormality  or  loss.  While  it  is  always  a 
basic  consideration,  it  is  not  the  sole  factor 
in  evaluating  the  extent  of  the  patient’s 
physical  disability. 

Evaluation  of  physical  impairment  repre- 
sents the  physician’s  role  in  the  evaluation 
of  physical  disability.  He  alone  is  capable 
of  performing  this  function.  He  must  ap- 
praise the  nature  and  extent  of  the  patient’s 
illness  or  injury  as  it  affects  his  efficiency  in 
the  activities  of  daily  living.  In  general  a 
determination  of  disability  depends  on 
the  severity  of  the  impairment  and  the 
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Applicant’s  Name 
Address 


Date 


19 


Unsatisfactory  experiences  with  diabetic  employes  tend  to  close  the  doors  of  employment  to  all 
diabetics.  If  employment  opportunities  for  diabetics  are  to  be  increased  employers  must  be  correctly 
informed  regarding  the  health  and  treatment  of  diabetic  job  applicants  so  that  they  can  be  fitted 
into  the  right  jobs. 

Please  answer  the  questions  below  as  accurately  as  possible  so  that  a correct  evaluation  can  be  made 
of  your  suitability  for  the  employment  applied  for. 

Do  you  visit  your  physician  regularly? 

How  often,  usually?  Every to months 

Date  of  your  last  visit? 

Were  you  given  a written  diet  to  follow? 

Do  you  follow  it  carefully? Fairly  well? 

Are  you  instructed  only  to  avoid  excessive  amounts  of  sweets  and 
starches? 

Are  you  allowed  to  eat  without  restriction? 

Do  you  use  insulin? Type? Daily  Dose 

Do  you  have  insulin  reactions? 

About  how  many  in  the  past  year? 

Are  your  reactions  mild  and  easily  controlled  without  assistance? 


When  did  you  last  have  a reaction  in  which  you  required  assistance? 

Do  you  use  antidiabetic  tablets? Name 

Number  of  tablets  per  day? Any  reactions? 

TESTS  FOR  SUGAR:  Do  you  test  your  urine  regularly? 

How  often  and  what  time  of  day? 

Results  of  tests:  usually  0 to  1 + . 

0 to  4 + . 
frequently  4 + . 

How  often  do  you  have  your  blood  sugar  tested? 

State  last  3 or  4 blood  sugars;  if  known 


MEDICAL  SUPERVISION: 
DIET: 

INSULIN  AND  ORAL 
HYPOGLYCEMIC  AGENTS: 


HEALTH  RECORD:  How  many  times  in  the  past  three  years  have  you  been  absent  from 

work,  or  from  your  usual  activities  because  of  illness? 

Reasons  


OTHER  ILLNESSES:  Have  you  any  other  illness  or  physical  handicaps? 


FORM  1.  Questionnaire  for  applicant  with  diabetes  mellitus. 


extent  of  the  handicap  that  it  imposes  on  a 
particular  applicant. 

Unfortunately  the  terms  physical  im- 
pairment and  physical  disability  have  been 
used  interchangeably.  In  industrial  medi- 
cine the  plant  physician  or  medical  director 
in  his  administrative  capacity  is  often 
required  to  determine  the  degree  of  physical 
disability  as  well  as  impairment.  Because 
of  the  loose  interchange  of  terminology,  it 
has  been  suggested  that  new  terms  such  as 
“legal  disability”  and  “medical  disability” 
be  substituted  for  “physical  disability” 
and  “physical  impairment”  respectively. 

Since  normal,  gainful  employment  within 
the  restrictions  of  his  disease  is  the  goal  for 


the  diabetic  patient  and  the  responsibility 
of  the  physician,  the  restrictions  hindering 
the  employment  of  diabetic  persons  are  dis- 
heartening and  must  be  viewed  with  dis- 
may.2 This  injustice  is  too  often  based  on 
ill-informed  opinion  about  the  effect  of 
diabetes  on  a person’s  working  ability  or 
capacity;  and  also  on  the  tendency  to 
regard  all  diabetic  persons  as  a group  of 
patients  with  identical  characteristics.  It 
is  due  to  a failure  to  distinguish  the  well- 
controlled,  cooperative,  well-supervised 
diabetic  individual  from  one  who  is  poorly 
controlled  and  uncooperative.  The  former 
is  a good-risk  employe,  capable  of  safe  and 
efficient  service  in  an  appropriate  job. 
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My  physician  is  Dr 

Address 

Telephone . 

I hereby  authorize  Dr to  supply  to 

Employer  (Name) 

Address 

any  information  requested  concerning  my  health  record. 

Date Signed  (Applicant) 

Address 


FORM  2.  Applicant’s  authorization. 


The  latter  is  a poor-risk  candidate  and 
should  be  denied  employment. 

The  increasingly  large  number  of  dia- 
betic persons  in  the  United  States  makes  it 
imperative  that  the  employment  opportuni- 
ties be  reassessed  and  improved  so  that  so- 


ciety is  not  deprived  of  the  services  of  in- 
dividuals fully  capable  of  carrying  out  a 
wide  variety  of  jobs.  This  applies  espe- 
cially to  those  areas  where  shortages  of  qual- 
ified personnel  are  being  felt,  as,  for  example, 
in  the  teaching,  medical,  and  nursing  pro- 


Please  complete  questions  below  and  return  by  mail  to: 

F irm 

Address 


Attention:  

Medical  Director 

Your  patient  (Name) Address 

has  applied  for  the  following  type  of  employment 


Employment  of  this  individual  depends  on  presentation  of  accurate  medical  information.  Therefore 
we  request  your  prompt  and  full  cooperation  in  answering  questions  below.  Given  authorization 
for  release  of  this  information  is  enclosed. 

Age  when  diabetes  was  first  discovered 

How  long  under  your  care 

TYPE  OF  DIABETES:  Mild Moderate Severe 

Stable  and  easily  controlled 

Unstable  and  difficult  to  regulate 

COOPERATION:  In  medical  supervision  and  treatment:  good  to  fair 

fair  to  poor 

In  diet:  good  to  fair fair  to  poor questionable 

How  often  do  you  see  patient? 

Date  of  last  visit 

INSULIN:  Type Dose  Range to units  daily  Number  of  Injections 

Daily 


CONTROL:  Reactions:  None 

Mild  and  easily  controlled  without  assistance 

Severe  and  requiring  assistance 

About  how  many  severe  reactions  in  past  twelve  months 

Date  of  last  severe  reaction 

List  the  last  4 or  5 blood  sugars 

Fasting Postprandial 

Ketosis:  Yes  ( ) No  ( ) Frequency 

Date  of  last  episode 

ORAL  HYPOGLYCEMIC  AGENT:  Type Dose 

Reactions 
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fessions  and  in  comptometer  operations, 
data  processing,  and  so  on.  The  discrimi- 
nation against  people  with  diabetes  based 
solely  on  diagnostic  grounds  should  be 
eliminated.  Emphasis  should  be  placed  on 
the  individual’s  aptitudes,  experience,  edu- 
cation, attainments,  physical  condition, 
severity  of  the  diabetes,  degree  of  medical 
control,  emotional  adjustment  and  attitude, 
and  the  physical  demands  and  working 
conditions  of  the  various  jobs. 

The  Committee  on  Employment  and  In- 
surance of  the  New  York  Diabetes  Associa- 
tion3 has  drawn  up  a set  of  recommenda- 
tions for  evaluating  the  employability  of 
job  applicants  with  diabetes  mellitus  to 
increase  the  employment  opportunities  by 
stressing  selective  placement.  Those  with 
mild  diabetes,  who  require  no  insulin  or 
oral  hypoglycemic  agents  and  who  are 
controlled  by  diet  alone,  present  no  problem 
in  regard  to  placement.  They  may  be  em- 
ployed in  any  type  of  work  for  which  they 


are  otherwise  qualified.  Those  who  have  a 
more  severe  form  of  the  disease,  who  re- 
quire insulin  or  oral  hypoglycemic  agents 
but  who  are  well  controlled  and  well 
regulated,  can  be  safely  employed  in  many 
jobs  provided  that  the  necessary  precau- 
tions are  taken  to  avoid  the  hazards  to 
themselves  and  their  fellow  workers  that 
might  be  brought  about  by  an  hypoglycemic 
reaction  induced  by  failure  to  obtain  meals 
on  time  or  by  an  increased  work  load. 

Questionnaires 

The  limitations  on  the  physical  activities 
of  diabetic  patients  vary  widely,  depending 
on  the  type  and  severity  of  the  disease,  the 
effectiveness  of  the  control,  and  the  pres- 
ence of  complications.  Physical  abilities 
must  be  matched  with  the  demands  of  suit- 
able jobs. 

By  a series  of  questionnaires  and  exami- 
nations, prepared  by  the  New  York  Dia- 


ASSOCIATED  CONDITION: 

Yes  No 

Ketosis ( ) ( ) 

Cataract ( ) ( ) 

Retinopathy ( ) ( ) 

Nephropathy ( ) ( ) 

Neuropathy ( ) ( ) 

Peripheral  vascular  or  other  lesions 

of  the  lower  extremities ( ) ( ) 

Coronary  disease ( ) ( ) 

Cerebral  vascular  disease ( ) ( ) 

HEALTH  RECORD: 


Absence  from  work  or  normal  activities  in  past  two  years 

Frequency 

Duration 

Reasons 

OTHER  ILLNESSES  OR  MEDICAL  IMPAIRMENT . . 


Details 


HEIGHT: WEIGHT: BLOOD  PRESSURE: 

Please  state  your  impression  of  this  patient’s 

Cooperation 

Reliability 

Control  of  diabetes 

Maturity  and  emotional  adjustment  to  his  diabetes 

Date M.D. 


Address 


Phone  Number 

FORM  3.  Personal  physician’s  report  on  diabetic  patient. 
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betes  Association,  which  are  completed  by 
the  job  applicant  with  diabetes,  his  private 
physician  or  clinic,  and  the  company  exam- 
ining physician,  the  patient  can  be  classi- 
fied as  either  a good-risk  or  a poor-risk 
applicant — suitable  or  unsuitable  for  spe- 
cific job  placement. 

Form  1 is  used  to  obtain  information 
from  the  applicant  concerning  his  disease. 
He  reports  on  his  medical  supervision, 
dietary  control,  use  of  insulin  or  oral  hypo- 
glycemic agents,  results  of  laboratory  tests, 
and  his  health  record.  The  form  is  com- 
pleted by  the  applicant,  signed,  and  returned 
to  the  company’s  personnel  director  or 
medical  director. 

In  addition,  the  applicant  completes  and 
signs  Form  2 which  authorizes  his  private 
physician  or  clinic  to  release  any  informa- 
tion about  the  applicant  to  the  employer. 
A copy  of  this  authorization  is  sent  to  the 
private  physician  or  clinic  along  with  Form 
3.  This  report  furnishes  the  employer’s 
medical  examiner  with  data  from  the  appli- 
cant’s personal  physician  concerning  the 
duration  and  type  of  diabetes,  patient  co- 
operation, type  and  amount  of  insulin  or 
oral  hypoglycemic  agent,  control  of  the 
disease,  presence  of  associated  conditions, 
past  health  record,  and  presence  of  other 
medical  conditions.  In  addition,  the  doc- 
tor adds  his  opinion  of  the  applicant’s 
reliability  and  adjustment  to  his  disease. 
Forms  1 and  3,  one  filled  out  by  the  appli- 
cant with  diabetes  mellitus  and  the  other 
by  his  physician,  give  the  employer’s 
medical  examiner  a double  check  on  data 
concerning  the  status  of  the  applicant. 

Form  4 lists  general  information  con- 
cerning the  requirements  for  the  evaluation 
of  diabetic  persons. 

Form  5 is  a guide  for  the  placement  of 
applicants  with  diabetes  mellitus.  Jobs 
are  divided  into  2 categories,  nonhazardous 
and  hazardous.  The  nonhazardous  are 
further  divided  into  sedentary  or  light 
manual  and  manual  labor.  The  standards 
for  medical  supervision,  cooperation  in 
treatment  and  diet,  type  of  diabetes,  insulin 
or  oral  hypoglycemic  agents  (dosage  and 
reactions),  control  of  diabetes,  associated 
conditions,  diabetic  health  record,  other 
illnesses,  and  follow-up  examinations,  are 
listed  for  each  of  the  job  categories.  The 
employer’s  medical  examiner  should  use 
these  standards  as  a guide  in  completing 


The  routine  examination  of  applicants  with  a 
history  of  diabetes  and  of  those  showing  glyco- 
suria without  such  history,  and  the  annual  re- 
examination of  employed  diabetics  should  con- 
sist of  a complete  medical  examination  includ- 
ing: 

BODY  WEIGHT:  relation  to  life  insurance 
company  standards  (“desirable  weight”); 
gain  or  loss  in  the  past  year. 

BLOOD  PRESSURE  AND  HEART 

EYES:  reading  chart,  retinal  vessels,  hemor- 
rhages, or  exudates;  cataract. 

PERIPHERAL  CIRCULATION:  dorsalis 

pedis  and  posterior  tibial  pulses  bilaterally; 
color,  temperature  and  condition  of  the  skin 
of  the  feet. 

NEUROLOGIC:  Patellar  and  achilles  re- 

flexes, vibratory  sensation. 

URINE:  Albumin,  glucose,  microscopic. 

BLOOD  SUGAR:  Fasting  or  two-hour  post- 
prandial. 

FORM  4.  Company  physician’s  examination  of 
diabetic  applicants  and  employes. 


Form  6 and  in  determining  the  applicant’s 
suitability  for  a specific  job.  The  com- 
pany examining  physician  should  use  the 
applicant’s  history,  Form  1,  the  personal 
physician’s  report,  Form  3,  and  his  own 
examination  findings  to  reach  a decision  as 
to  the  employability  and  job  placement  of 
the  applicant. 

To  be  acceptable,  the  applicant  should 
have  a good  record  of  medical  supervision 
and  self-care  and  should  be  free  from  dia- 
betic complications  presaging  disability  or 
unsatisfactory  prognosis.  The  diabetes 
should  be  reasonably  well  controlled  as 
judged  by  postprandial  blood  sugars  and 
the  absence  of  ketosis  or  more  than  mild 
hypoglycemia.  The  applicant  should  have 
a generally  good  health  record,  including 
maintenance  of  weight,  and  the  absence  of 
cardiovascular,  retinal,  renal,  or  neurologic 
complications. 

Applicants  using  insulin  or  hypoglycemic 
agents  are  not  acceptable  for  hazardous 
jobs  but  are  acceptable  for  nonhazardous 
jobs  if  they  are  well  stabilized  and  do  not 
have  reactions  requiring  assistance  by 
others.  Certain  nonhazardous  jobs  are  not 
recommended  for  this  diabetic  group,  such 
as  jobs  with  irregular  hours  or  swing  shifts 
and  jobs  in  areas  where  medical  care  is  not 
easily  available,  where  meals  may  be  diffi- 


1666  New  York  State  Journal  of  Medicine  / June  15,  1966 


Standards 

HAZARDOUS  (situations 
involving  hazard  to 
employe  and/or  others) 
Examples:  driving  vehicles, 

working  around  moving 
machinery,  work  on  ladder 
or  scaffold  or  in  other  situa- 
tions requiring  caution  and 
good  co-ordination 

r riUlNllAtJrtlvDUUO  ' 

SEDENTARY  OR  LIGHT  MANUAL  LABOR 

MANUAL 

Examples:  office  or  sales  Examples:  furniture  mover, 

clerk,  teacher,  executive,  or  laborer,  porter 

sewing  machine  operator 

i. 

Medical  supervision 

Must  be  examined  by  physi- 

Must  be  examined  by  physi- 

Must  be  examined  by  physi- 

2. 

Cooperation  in  treatment 

cian  at  intervals  of  not  more 
than  four  months 
Fair  or  better 

cian  at  intervals  of  not  more 
than  three  months 
Fair  or  better 

cian  at  intervals  of  not  more 
than  three  months 
Good 

3. 

and  diet 

Type  of  diabetes 

May  be  labile 

Stable 

Stable 

4. 

Insulin:  or  oral  agents 

Dosage 

No  limit 

No  limit 

None  used 

Reactions 

None  to  infrequent  and  mild 

None  to  infrequent  and  mild 

5. 

Control:  from  report  of 
applicant’s  physician: 
Blood  sugars:  fasting  or 

and  controlled  by  patient 
without  assistance 

Blood  sugar  usually  below  200 

and  controlled  by  patient 
without  assistance 

Blood  sugar  usually  below  200 

Blood  sugar  usually  below  150 

two-  to  four-hour  post- 

mg.  but  above  70  mg.  per 

mg.  but  above  70  mg.  per 

mg.  but  above  70  mg.  per 

prandial 

100  ml. 

100  ml. 

100  ml. 

Ketosis 

No  recent  history 

No  recent  history 

No  recent  history 

Hypoglycemia 

Rare  and  mild 

Rare  and  mild 

None 

6. 

Associated  conditions: 
Obesity 

Less  than  30  per  cent  above 

Less  than  25  per  cent  above 

Less  than  20  per  cent  above 

Hypertension 

desirable  weight  by  life  in- 
surance standards 
To  be  evaluated 

desirable  weight  by  life  in- 
surance standards 
None 

desirable  weight  by  life  in- 
surance standards 
None 

Arteriosclerotic  disease 
(coronary  or  peripheral) 

To  be  evaluated 

None 

None 

Retinopathy 

To  be  evaluated 

Minimal  to  none 

None 

Cataract 

To  be  evaluated 

Early  to  none 

None 

Nephropathy 

To  be  evaluated 

None 

None 

Neuropathy 

To  be  evaluated 

None 

None 

Poor  adjustment  to 

To  be  evaluated 

None 

None 

diabetes 

Any  combination  of 

To  be  evaluated 

None 

None 

7. 

above 

Diabetes  health  record 

Infrequent  absence  or  disabil- 

Rare  to  infrequent 

None  to  rare 

8. 

Other  illnesses  or  medical 

ity  due  to  diabetes 
To  be  evaluated 

To  be  evaluated 

To  be  evaluated 

9. 

impairments 

Periodic  medical  examina- 

Agrees  to  continue  regular 

Agrees  to  medical  examina- 

Agrees  to  medical  examina- 

tions  following  employ- 

medical  supervision  every 

tion  and  report  to  employer 

tion  and  report  to  employer 

ment 

four  months 

every  three  months 

every  three  months 

FORM  5.  Recommended  medical  standards  for  employment  of  job  applicants  with  diabetes. 


cult  to  obtain  on  time,  or  where  there  is  a 
changing  work  load. 

The  standards  of  stability  and  control  are 
more  strict  for  manual  labor  than  they  are 
for  sedentary  or  light  manual  work;  but 
less  strict  than  for  hazardous  jobs. 

The  single  most  important  guide  to  em- 
ployability is  the  attitude  of  the  applicant 
to  his  disease  and  his  record  as  to  regular 
medical  supervision  and  control.  The  ne- 
glectful, poorly  controlled,  and/or  uncooper- 
ative diabetic  person  should  be  refused  em- 
ployment and  should  no  longer  be  a handi- 
cap to  other  diabetic  patients  seeking  work. 

The  small  group  of  unstable  adult  and 
typically  brittle  juveniles  with  diabetes, 
often  badly  regulated  and  difficult  to  con- 
trol in  spite  of  close  medical  supervision, 
cannot  be  recommended  as  good  risks. 


Yet  an  attempt  to  obtain  employment  for 
them  must  be  made.  To  deal  with  these 
difficult  cases,  the  New  York  Diabetes  As- 
sociation through  its  vocational  and  coun- 
seling service  undertakes  to  study  the  appli- 
cant and  his  needs,  to  provide  psychological 
counseling  when  necessary,  and  to  utilize 
available  job  training  and  placement  agen- 
cies such  as  the  Division  of  Vocational 
Rehabilitation  of  the  New  York  State 
Department  of  Education  to  find  a job  into 
which  the  applicant  can  fit. 

For  diabetic  patients  seeking  employ- 
ment, education  and  training  are  extremely 
important.  Kantrow4  found  that  57  per 
cent  of  his  diabetic  patients  who  were 
twenty  years  of  age  or  older  were  employed 
in  unskilled  capacities.  In  our  competitive 
society  a lack  of  education  and  skills  are 
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Applicant’s  Name 

Address 

Job  Title 


The  job  applied  for  is  rated:  Hazardous . . . 

Nonhazardous 


APPLICANT’S  RATING: 

Sedentary . . . . 
Manual  labor 

1. 

Medical  supervision: 

acceptable. . 

2. 

Cooperation: 

acceptable. . 

3. 

Type  of  diabetes: 

acceptable . . . 

4. 

Insulin  or  oral  agents 

acceptable . . . 

5. 

Control  of  diabetes: 

acceptable . . . 

6. 

Associated  conditions: 

acceptable. . 

7. 

Diabetic  health  record: 

acceptable . . 

8. 

Other  nondiabetic  illnesses: 

acceptable . . 

OVER-ALL  EVALUATION . . 

Check  below  in  appropriate  spaces 


not  acceptable 
not  acceptable 
not  acceptable 
not  acceptable 
not  acceptable 
not  acceptable 
not  acceptable 
not  acceptable 


CONCLUSION:  In  my  opinion  this  applicant qualified  for  the  above  position. 

(is  or  is  not) 

Date Signed M.D. 

Company  Medical  Examiner 

FORM  6.  Employer’s  rating  summary  of  job  applicant  with  diabetes  mellitus. 


severe  employment  handicaps.  Coupled 
with  diabetes,  the  opportunity  for  employ- 
ment drops  markedly.  Therefore,  in  the 
rehabilitation  of  the  diabetic  person,  the 
importance  of  education  and  training  must 
be  stressed;  the  better  the  training  and  skill 
the  greater  are  the  job  opportunities  and 
security.  Professional  people  encounter 
the  least  difficulty  in  the  labor  market. 
Diabetic  persons  with  unique  capabilities 
essential  for  industry  or  government  face 
little  difficulty  in  obtaining  employment. 

Most  diabetic  workers  are  over  forty 
years  of  age  when  they  develop  the  disease. 
By  this  time  they  are  experienced  em- 
ployes, and  retaining  them  in  the  job  for 
which  they  are  trained  is  good  business 
management.  While  a job  change  is 
seldom  necessary,  occasionally  a shift  is 
essential  as  in  the  case  of  a crane  operator 
or  commercial  truck  driver  who  requires  in- 
sulin or  oral  hypoglycemic  agents  for  con- 
trol. 

The  selective  placement  of  diabetic  per- 
sons is  important  to  ensure  that  they  are 
employed  to  the  best  advantage  to  them- 
selves and  their  employers.  Studies  have 
shown  that  the  work  records  of  diabetic 
persons  in  industry  are  satisfactory  as  com- 
pared with  the  nondiabetic  population.5-6 


The  diabetic  employe  must  be  taught  that 
properly  cared  for  he  presents  no  problem 
to  his  employer. 

It  is  essential  that  the  diabetic  patient 
understand  the  nature  of  his  disease  and  the 
principles  of  its  treatment.  There  is  no 
stigma  in  having  diabetes,  and  he  should 
never  feel  that  he  must  hide  his  disease, 
since  it  is  to  the  mutual  advantage  of  the 
diabetic  person  and  his  fellow  workers  that 
all  concerned  know  of  the  condition.  This 
will  facilitate  proper  emergency  treatment 
should  its  need  arise.  The  diabetic  employe 
must  be  made  aware  of  the  need  for  prompt 
treatment  of  all  injuries,  no  matter  how 
minor  they  may  seem,  to  avoid  the  risk  of 
added  infection. 

The  importance  of  maintaining  good 
communication  between  his  private  physi- 
cian and  his  company  physician  must  be 
stressed.  Together  they  can  ensure  the 
maintenance  of  proper  medical  care  while 
alleviating  the  employe’s  fears  about  his 
employment,  thus  relieving  his  anxieties 
and  increasing  his  efficiency. 

Summary 

1.  Discrimination  against  diabetic  per- 
sons based  solely  on  diagnostic  grounds  is 
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unwarranted.  Emphasis  should  be  placed 
on  the  individual’s  attitude,  aptitude,  ex- 
perience, education,  the  severity  of  his  dia- 
betes, the  degree  of  its  control,  his  emo- 
tional adjustment,  and  the  demands  of  the 
job. 

2.  Well-controlled,  cooperative,  closely 
supervised  diabetic  patients  are  good-risk 
employes.  Because  they  are  self-disci- 
plined, they  often  become  outstanding 
workers  in  whatever  positions  they  occupy. 

3.  In  the  rehabilitation  of  the  diabetic, 
education,  training,  and  skill  are  important 
factors  in  improving  job  opportunity  and 
security. 

4.  The  majority  of  diabetic  patients 
have  adapted  themselves  and  their  condi- 
tion to  the  demands  of  daily  living  and  are 


Heparin  osteoporosis 

Under  certain  conditions,  osteoporosis  may 
be  a potential  complication  of  long-term  sodium 
heparin  therapy.  The  crucial  factor  in  the 
development  of  osteoporosis  appears  to  be  the 
dosage  level  rather  than  the  duration  of  therapy. 
Of  117  patients,  in  the  107  who  were  on  a dosage 
level  of  10,000  units  daily  or  less  for  one  to 
fifteen  years,  no  symptoms  of  osteoporosis  de- 
veloped. In  10  patients,  however,  the  dosage 
was  larger:  15,000  to  30,000  units.  In  6 of 

these,  there  were  spontaneous  fractures  of  the 
vertebrae  or  ribs  after  six  months  or  more. 
George  C.  Griffith,  M.D.,  George  Nichols,  Jr., 
M.D.,  John  D.  Asher,  M.D.,  and  Barry  Flana- 
gan, M.D.,  writing  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association, 
briefly  discuss  possible  biochemical  mechanisms 
as  indicated  by  experiments  on  rats. 

The  patients  had  proved  coronary  artery 
disease,  cerebral  artery  occlusive  disease,  or 
recurrent  thrombophlebitis.  The  10  patients 
treated  with  the  larger  dosages  were  suffering 
from  recurrent  myocardial  infarctions,  re- 
current thrombophlebitis  with  multiple  pul- 
monary emboli,  or  cerebral  artery  thromboses. 


functioning  effectively  in  their  communities. 
They  are  good  examples  of  successful  re- 
habilitation. 

850  Park  Avenue 
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Concentrated  sodium  heparin  (40,000  units 
per  cc.)  was  self-administered  by  all  the  117 
patients.  One  dose  of  10,000  units  (0.25  cc.) 
was  given  to  the  107  patients  on  the  lower 
dosage.  Between  the  tenth  and  eleventh  hour 
after  the  evening  dose,  the  Lee-White  clotting 
time  was  always  eighteen  to  twenty  minutes, 
returning  to  normal  in  twelve  hours.  The 
other  10  patients  injected  the  10,000  to  20,000 
units  every  eight  to  twelve  hours  to  maintain  a 
clotting  time  of  twenty  to  thirty  minutes  one 
hour  before  the  next  scheduled  dose. 

Back  pain  was  the  initial  symptom  in  most 
cases.  In  3 of  the  6 patients  who  developed 
fractures,  the  back  pain  was  followed  by  severe 
opisthotonos  from  outer  muscle  spasms  in- 
duced by  the  pain.  Most  patients  had 
moderate  sedimentation  rate  elevation,  but  no 
abnormality  of  the  serum  calcium,  phosphorus, 
or  alkaline  phosphatase  could  be  demonstrated. 
In  2 patients,  bone  biopsy  showed  the  matrix 
to  be  very  soft;  also,  the  marrow  showed  mini- 
mal matinee  plasmocytosis.  Five  of  the  6 pa- 
tients have  improved  markedly  since  with- 
drawal of  heparin  and  substitution  of  coumarin 
drugs.  Supportive  measures  consisting  of  ana- 
bolic agents,  calcium  diphosphate,  hydro- 
therapy, and  a back  brace  appear  to  have 
helped. 
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Abdominal  Pain  with  Two 
Lesions  in  Left  Colon 


Case  history 

Francis  Citro,  M.D.*:  A seventy-nine- 
year-old  male  was  admitted  to  the  hospital 
with  a two-week  history  of  generalized 
abdominal  pain,  most  severe  in  the  epi- 
gastrium and  left  lower  quadrant.  The 
patient  also  experienced  occasional  nausea 
and  vomiting  accompanied  by  mild  diar- 
rhea. There  was  no  history  of  melena  or 
weight  loss. 

Approximately  one  year  ago,  this  patient 
was  hospitalized  at  another  hospital  for 
generalized  abdominal  pain. 

Physical  examination  demonstrated  ten- 
derness to  palpation  in  the  epigastrium 
and  the  left  lower  quadrant.  No  masses 
or  other  abnormalities  were  demonstrable. 

Laboratory  work-up  showed  hematocrit 
of  35  and  a white  count  of  9,300.  The 
remainder  of  the  laboratory  studies  was 
normal. 

Theodore  Perl,  M.D.f:  A preliminary 
film  made  at  the  time  of  barium  enema 
demonstrates  a small  amount  of  gas  in  the 
colon  with  some  gas  scattered  throughout 
the  small  bowel  (Fig.  1).  The  renal  shad- 
ows, liver,  and  spleen  are  clearly  demon- 
strated and  appear  normal.  There  is  no 
calcification  in  the  abdominal  aorta. 

The  barium  enema  demonstrates  that 
the  rectum  fills  out  normally.  The  prox- 
imal sigmoid  colon  demonstrates  an  irreg- 

* Resident  in  Radiology,  Upstate  Medical  Center, 
f Assistant  Professor  of  Radiology,  Upstate  Medical  Cen- 
ter. 


FIGURE  1.  Barium  enema  examination  demon- 
strates long,  narrowed  segment  of  descending 
colon  with  tapered  margins  proximally  and  dis- 
tally,  but  without  evidence  of  mass. 

ular  constriction,  above  which  there  is 
a normal  segment  of  colon  (Fig.  2).  In 
the  mid-descending  colon  there  is  visualized 
a long  segment  of  bowel  which  is  diffusely 
narrowed.  The  remainder  of  the  colon  is 
normal. 

Further  study  of  the  sigmoid  lesion 
reveals  it  to  be  short  with  abrupt  transi- 
tion to  a more  normal  lumen  proximally 
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FIGURE  2.  Spot  film  of  the  sigmoid  colon  made  at 
time  of  original  examination  shows  short  area  of 
narrowing  with  rigidity  along  medial  wall  and  deep 
imprint  along  opposing  lateral  wall. 


FIGURE  3.  Spot  film  of  sigmoid  colon  made  at 
time  of  second  examination,  two  weeks  after  the 
first,  again  shows  rigidity  of  medial  aspect  of  sig- 
moid lesion,  now  with  evidence  of  proximal  and 
distal  overhanging  edges  and  with  rather  obvious 
mucosal  destruction  characteristic  of  carcinoma. 


and  distally.  It  appears  to  be  quite  rigid 
along  its  medial  margin,  while  a fairly 
broad  defect  circumscribes  the  lateral 
margin.  This  defect  is  somewhat  reminis- 
cent of  what  Schwartz1  has  described  as 
“thumb  printing.”  The  mucosal  folds 
through  this  lateral  aspect  of  the  lesion 
appear  to  be  thickened  but  are  apparently 
intact. 

The  lesion  in  the  descending  colon  is 
quite  long,  uniformly  narrowed,  with 
tapered  margins  proximally  and  distally. 
There  seem  to  be  small  marginal  projec- 
tions, probably  representing  ulcers,  ex- 
tending from  the  lumen.  The  lesion  most 
likely  to  produce  this  appearance  would  be 
a segmental  infarction  of  the  colon  sec- 
ondary to  vascular  occlusion.2 

It  is  likely  that  the  upper  lesion  is  older 
and  that  the  lower  lesion  is  the  more  recent 
result  of  vascular  insufficiency.  In  some 
instances  of  vascular  accidents  of  the  bowel, 
the  involved  segment  may  revert  to  normal. 
In  others,  a residual  stricture  persists.3 

In  the  differential  diagnosis  the  possi- 
bility that  the  changes  represent  two  areas 
of  segmental  ulcerative  colitis  should  be 
considered.  The  roentgen  appearance  is 
against  this  as  is  the  history.  Also  to  be 
considered  is  the  possibility  that  the  prox- 
imal lesion  is  secondary  to  a vascular  ac- 
cident and  the  distal  lesion  is  a coincidental 
neoplasm,  but  I don’t  think  that’s  likely. 

Alfred  Berne,  M.D.*:  In  evaluating 
this  patient  in  our  department,  we  were 

* Professor  of  Radiology,  Upstate  Medical  Center. 


concerned  that  the  small  distal  lesion 
could  be  a neoplasm.  We  felt  on  an  his- 
torical basis  that  the  proximal  lesion  oc- 
curred one  year  ago  and  that  the  new 
episode  was  related  to  the  more  distal 
lesion.  We  felt  that  if  the  distal  lesion 
were  due  to  vascular  insufficiency,  it  might 
well  change  by  the  time  of  a repeat  ex- 
amination; and  so  a second  examination 
was  done  two  weeks  after  the  first. 

Dr.  Perl:  This  follow-up  study  in  two 
weeks  demonstrates  rather  clearly  that 
the  distal  lesion  actually  represents  a mass 
with  destroyed  mucosa  (Fig.  3).  It  is 
apparent  that  the  mass  does  not  completely 
encircle  the  bowel.  I now  think  that  the 
upper  lesion  is  a result  of  vascular  insuffi- 
ciency and  that  the  lower  lesion  is  a coin- 
cidental carcinoma. 

Dr.  Perl’s  diagnosis 

1.  Vascular  accident  of  the  descending 
colon,  remote,  with  residual  stricture 

2.  Carcinoma  of  the  sigmoid  colon 

Thomas  Simon,  M.D.f:  The  resected 
portion  of  colon,  30  cm.  in  length,  con- 
tained two  separate  and  distinct  lesions 
(Fig.  4A).  The  lower,  to  the  left  in  the 
figure  (arrow),  was  a tumor  mass  3 cm. 
in  maximum  width,  involving  approxi- 
mately three-fourths  of  the  circumference 

t Associate  Professor  of  Pathology,  Upstate  Medical 
Center. 


June  15,  1966  / New  York  State  Journal  of  Medicine  1671 


B 


FIGURE4.  Resected  specimen.  (A)Tumor  mass, 
3 cm.  (arrow),  with  rolled  edges  involving  approxi- 
mately three-fourths  of  circumference  of  bowel. 
Proximal  lesion  (double  arrow)  is  shown  to  repre- 
sent long  tubular  constriction  of  bowel  without 
mass.  (B)  More  detailed  view  of  lesion  in  descend- 
ing colon  again  demonstrates  the  10-cm.  long  tubu- 
lar constricted  area  with  wall  uniformly  thickened 
to  5 mm.  Mucosa  shows  small  areas  of  roughen- 
ing but  no  gross  ulceration. 

of  the  bowel  and  causing  constriction  of 
bowel  lumen  to  a diameter  of  approximately 
1 cm.  The  central  portion  of  the  tumor 
mass  was  ulcerated  and  the  edges  raised 
and  rolled.  Microscopically,  the  tumor 
proved  to  be  adenocarcinoma,  grade  II, 
infiltrating  muscularis  and  metastatic  to 
one  mesenteric  lymph  node  at  the  level  of 
the  tumor. 

Five  cm.  proximal  to  the  tumor  mass, 
to  the  right  in  Figure  4 A ( j j ),  and  shown 
in  close-up  in  Figure  4B,  was  an  area  10 
cm.  long,  in  which  the  wall  was  nearly  uni- 
formly thickened  to  0.5  cm.  with  resultant 
narrowing  of  the  lumen  to  a diameter  of 
approximately  1 cm.  The  mucosa  showed 
small  areas  of  roughening  but  no  gross 
ulceration.  Microscopic  examination 
showed  that  the  gross  thickening  of  the 


FIGURE  5.  Microscopic  section  through  descend- 
ing colon  lesion  demonstrates  gross  thickening  of 
wall  due  to  thickening  of  submucosa  by  conges- 
tion, edema,  and  nonspecific  inflammatory  cell 
infiltration.  Changes  in  this  segment  of  bowel 
were  considered  to  be  result  of  past  vascular  oc- 
clusion. 

wall  was  the  result  of  thickening  of  the 
submucosa  by  congestion,  edema,  and  non- 
specific inflammatory  cell  infiltration  (Fig. 
5).  There  were  areas  of  superficial  mucosal 
ulceration.  Although  careful  gross  and 
microscopic  examination  of  blood  vessels 
showed  nothing  other  than  moderate  arterio- 
sclerosis, the  changes  in  this  stenotic  por- 
tion of  colon  are  considered  most  likely 
the  result  of  reversible  vascular  occlusion 
similar  to  those  described  by  Boley  et  al.* 

Final  diagnosis 

1.  Infarction  of  descending  colon,  remote, 
probably  secondary  to  vascular  occlusion 

2.  Adenocarcinoma  sigmoid  colon 
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Case  Reports 


So-Called  Cutaneous 
Polyarteritis  Nodosa 

CHARLES  E.  CHERUBIN,  M.D. 

Staten  Island,  New  York 

Formerly,  Resident  in  Medicine,* 
U.S.  Public  Health  Service  Hospital 

Cutaneous  involvement  in  PAN  (poly- 
arteritis nodosa)  occurs  in  an  estimated  25 
per  cent  of  cases.12  This  involvement  in- 
cludes cutaneous  and  subcutaneous  hemor- 
rhage, gangrene,  ulceration,  livedo  racemose 
or  reticularis, 3 and  also  the  cutaneous  and 
subcutaneous  nodules  which  were  noted 
by  Kaussmaul  and  Maier4  in  their  original 
description  of  the  disease.  Three  decades 
ago  Lindberg5  6 reported  2 cases  of  long 
duration  with  subcutaneous  nodules,  with 
histologic  features  of  arteritis  but  with  no 
evidence  of  systemic  involvement,  and 
postulated  that  they  represented  a benign 
cutaneous  form  with  a good  prognosis.  Up 
to  this  time,  20  cases  which  have  displayed 
only  the  skin  lesions  have  been  reported.6-14 
They  appear  to  constitute  a distinct  variety 
of  PAN.  These  reports  have,  in  general, 
been  confined  to  the  dermatologic  litera- 
ture. 

The  present  case  report  is  the  first  in  a 
general  medical  journal  in  the  English  or 
American  literature. 

Case  report 

A twenty-four-y ear-old,  married,  white 
female  of  German-Irish  extraction  was  ad- 
mitted to  the  Staten  Island  Public  Health 
Service  Hospital  on  March  4,  1964,  for 

* Present  affiliation:  Department  of  Preventive  Medicine, 
New  York  Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals, New  York. 


diagnostic  evaluation.  The  patient’s  his- 
tory dates  back  to  1958  when  she  developed, 
without  preceding  illness  or  drug  ingestion, 
a reddish-purple,  mottled,  slightly  tender, 
aching  wheal  on  the  dorsum  of  her  right 
hand.  This  was  followed  by  a painful, 
erythematous  swelling  of  the  ankle  and 
dorsum  of  the  right  foot,  and  subcutaneous 
nodules,  several  millimeters  in  diameter, 
were  noticed  on  the  dorsum  of  the  right 
foot,  on  both  ankles,  on  the  dorsal  aspect 
of  both  wrists,  and  on  the  extensor  surface 
of  both  forearms  and  shins.  These  were 
pale  initially  but  became  red-purple  in 
color  and  slightly  tender.  The  patient  was 
placed  in  a hospital.  Chest  x-ray  films, 
complete  blood  count,  and  urinalysis  were 
within  normal  limits.  A muscle  biopsy  was 
negative,  and  the  comment  on  a skin 
biopsy  was  as  follows:  “Within  the  sub- 

cutaneous fat  the  most  striking  feature  is 
the  presence  of  an  inflammatory  process 
which  involves  most  of  the  small  vessels  . . . 
the  inflammatory  cells  are  noted  within  the 
wall  and  also  around  the  periphery  . . . ap- 
pear to  be  predominantly  lymphocytes,  al- 
though there  are  occasional  polymorpho- 
nuclear neutrophil  leukocytes  which  in  one 
or  two  areas  suggest  eosinophils  . . . one  or 
two  vessels  examined  show  also  a slight 
degree  of  eosinophilic  smudging  . . . sug- 
gesting the  possibility  of  fibrinoid  necrosis.” 
Her  hospital  diagnosis  was  erythema  nodo- 
sum or  allergic  angiitis. 

The  patient  then  entered  an  asympto- 
matic period  which  lasted  until  after  her  first 
pregnancy  in  1960.  During  this  pregnancy 
the  patient  had  an  episode  of  pyelone- 
phritis and  persistent  ankle  edema.  Ap- 
proximately six  weeks  following  the  birth 
of  a normal  infant  at  full  term,  the  patient 
again  developed  painful  nodules  and  ach- 
ing, mottled,  red  wheals  on  the  skin  of  both 
legs.  The  patient  was  placed  in  a hospital 
in  January,  1961,  at  another  U.S.  Public 
Health  Service  facility. 

Chest  x-ray  films,  blood  count,  sedimen- 
tation rate,  urinalysis,  latex  fixation,  VDRL 
test,  C-reactive  protein,  and  antistreptoly- 
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sin  titer  showed  normal  results.  Repeated 
lupus  preparations  were  negative.  X-ray 
films  of  joints  showed  only  soft-tissue  swell- 
ing. During  the  hospital  stay  the  patient 
had  aching  of  the  wrists,  ankles,  and  feet 
and  swelling  of  both  feet  and  ankles.  She 
developed  a nongranulomatous  uveitis 
which  responded  to  steroid  eye  drops. 
Livedo  reticularis  and  subcutaneous  nod- 
ules were  noted.  Although  confirmatory 
evidence  was  lacking,  rheumatoid  arthritis 
was  considered  most  probable. 

In  the  next  two  and  a half  years  the 
patient  was  pregnant  three  times,  resulting 
in  two  full-term  infants  and  one  spontane- 
ous abortion  at  three  months.  Her  symp- 
toms remitted  completely  during  each 
pregnancy,  but  pain,  swelling  of  feet  and 
ankles,  and  the  reappearance  of  nodules 
occurred  one  month  to  six  weeks  following 
each  full-term  pregnancy.  She  was  placed 
on  chloroquine  250  mg.  every  day  and 
sodium  aminobenzoate  with  equivocal  re- 
lief. 

In  April,  1963,  the  patient  was  given 
prednisone  for  six  weeks  with  a severe 
exacerbation  following  withdrawal.  Symp- 
toms then  abated  slowly  and  only  partially. 

In  December,  1963,  an  incision  for  an 
ingrown  toenail  with  suppuration  did  not 
heal.  She  was  placed  in  a hospital  in 
Bermuda.  On  examination,  an  ulcer  3 
cm.  in  diameter  was  noted  at  the  tip  of  the 
right  great  toe.  There  was  edema  of  both 
ankles.  A reticular  discoloration  of  the 
feet,  knees,  and  wrists  was  noted.  Again, 
laboratory  studies  gave  normal  findings. 
X-ray  films  of  the  feet  showed  some  de- 
mineralization of  bone  in  the  distal  portion 
of  the  right  foot. 

At  this  time  the  patient  was  transferred 
to  this  facility.  Her  medications  were 
chlordiazepoxide  hydrochloride  (Librium) 
10  mg.  four  times  a day,  isoxsuprine  hydro- 
chloride (Vasodilan)  10  mg.  twice  a day, 
chloroquine  250  mg.  every  day,  and  nore- 
thynodrel  5 mg.  with  mestranol  0.75  mg. 
(Enovid)  every  day  for  twenty-five  days 
out  of  thirty. 

Review  of  systems  revealed  no  history 
of  specific  allergy  or  drug  sensitivity,  al- 
though the  patient  has  had  two  episodes  of 
what  appears  to  have  been  general  urticaria 
and  laryngeal  edema,  once  preceded  by  the 
ingestion  of  prochlorperazine.  All  pain  on 
motion  of  joints  was  denied;  instead,  the 


FIGURE  1.  (A)  Livedo  reticularis  on  both  knees 
and  around  ankles.  Small  red-bluish  nodules  on 
medial  aspects  of  both  feet  and  about  heel  on  left. 
(B)  Hyperhidrosis  of  affected  areas  as  seen  by  light 
reflection  in  (A). 


pain  was  referred  to  the  cutaneous  nodules 
and  the  areas  of  reticulation  on  the  wrists, 
ankles,  and  feet.  In  general,  this  was  worse 
at  night  and  on  arising.  On  several  occa- 
sions alcohol  had  sharply  increased  the 
pain.  She  denied  any  occurrence  of  facial 
rash. 
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FIGURE  2.  (A)  Within  dermis  prominent  blood  vessels  show  marked  sclerosis  with  thickening  of  walls. 
In  some  areas  there  is  medial  hypertrophy  while  in  other  areas  there  is  endothelial  proliferation.  Around 
blood  vessels,  there  are  prominent  collections  of  lymphocytes  and  occasional  polymorphonuclear  leuko- 
cytes. There  are  polymorphonuclear  leukocytes  in  wall  of  blood  vessels.  Inflammatory  process  noted  to 
extend  about  sweat  glands.  No  evidence  of  fibrinous  necrosis  within  vessel  walls  noted.  (B)  Higher 
magnification. 


Her  average  weight  had  been  150  pounds. 
In  the  eight  months  prior  to  admission 
she  had  voluntarily  reduced  to  120  pounds. 

The  physical  examination  revealed  nor- 
mal results  except  for  the  cutaneous  find- 
ings that  follow.  There  was  a red-purple 
reticular  discoloration  on  the  dorsum  of 
both  wrists  and,  less  intense,  over  both 
patellar  tuberosities.  There  were  red- 
purple,  slightly  tender  subcutaneous  nod- 
ules about  both  heels  and  on  the  lateral 
and  medial  aspects  of  both  feet  just  proxi- 
mal to  the  metatarsophalangeal  joints. 
There  was  hyperhidrosis  of  these  areas. 
There  was  a granulating,  nearly  healed 
area  on  the  tip  of  the  right  large  toe  (Fig. 
1). 

All  pulses  were  palpable  and  did  not 
appear  to  be  diminished.  The  right  ankle 
tissue  appeared  thicker  than  the  left,  and 
there  was  some  nonpitting  induration  about 
the  ankles  and  over  the  dorsum  of  the 
feet. 

Chest  x-ray  film,  electrocardiogram, 
blood  count,  sedimentation  rate,  and  uri- 
nalysis gave  normal  results.  VDRL  and 
latex  fixation  tests  gave  negative  results. 
Fasting  blood  sugar,  blood  urea  nitrogen, 
serum  lactic  acid  dehydrogenase,  serum 
glutamic  oxalopyruvic  transaminase,  serum 
glutamic  pyruvic  transaminase,  cholesterol, 


bilirubin,  thymol  turbidity,  albumin-globu- 
lin ratio,  cephalin  flocculation,  and  alkaline 
phosphatase  were  within  normal  limits. 
Serum  protein  electrophoresis  showed  a 
split  beta  globulin  and  a very  slight  in- 
crease in  gamma  globulin.  Four  lupus 
preparations  were  negative.  Cold  agglu- 
tinins and  cryoglobulin  determinations  were 
negative.  The  Coombs’  test  gave  nega- 
tive results.  A radiograph  of  the  abdomen 
showed  normal  renal  shadows  of  equal  size. 
X-ray  films  of  the  hands  gave  essentially 
negative  results;  x-ray  films  of  the  feet 
showed  slight  demineralization  of  the  distal 
bones  of  the  right  foot,  considered  to  be 
compatible  with  Sudeck’s  atrophy. 

Several  days  after  admission  the  toe 
ulcer  completely  healed.  The  patient  be- 
gan to  walk  about  and  developed  dependent 
edema.  This  pitted  only  slightly  and  was 
partly  relieved  with  hydrochlorothiazide. 
The  patient  was  gradually  taken  off  vaso- 
dilators and  chloroquine  without  observable 
change  in  condition.  A skin  biopsy  showed 
prominent  blood  vessels  in  the  dermis  with 
sclerosis  and  thickening  of  the  walls  (Fig. 
2).  In  these  areas  there  was  medial 
hypertrophy  and  endothelial  proliferation. 
Around  the  blood  vessels  and  in  the  wall 
there  were  prominent  collections  of  lympho- 
cytes with  some  polymorphonuclear  leuko- 


June  15,  1966  / New  York  State  Journal  of  Medicine  1675 


cytes.  The  inflammatory  process  extended 
about  the  sweat  glands.  There  was  no 
area  of  fibrinoid  necrosis  noted.  There 
were  occasional  small  nerve  trunks  which 
showed  perineural  chronic  inflammation. 
The  histologic  diagnosis  was  acute  and 
chronic  vasculitis  of  undetermined  cause. 

The  patient  was  treated  with  prednisone. 
When  the  dose  was  reduced  from  10  mg. 
to  5 mg.  every  day,  a severe  exacerbation 
occurred  with  increased  pain  and  increased 
color  in  the  nodules  previously  suppressed, 
a return  of  edema,  swelling  in  the  areas  of 
livedo  reticularis,  and  the  appearance  of 
new  reticular  areas  on  the  extensor  surface 
of  the  forearm  just  distal  to  the  elbow. 
These  areas  were  said  to  be  similar  to  the 
patient’s  first  manifestation  of  her  disease. 
Steroids  were  readjusted  and  the  patient 
was  discharged  with  substantial  relief  of 
symptoms  on  10  mg.  prednisone  a day  and 
hydrochlorothiazide  50  mg.  every  day  as 
circumstances  may  require  for  slight  per- 
sistent dependent  edema. 

When  norethynodrel  with  mestranol  was 
discontinued  following  the  cessation  of 
withdrawal  bleeding,  symptoms  reap- 
peared, suppressed  nodules  became  painful, 
new  nodules  appeared,  edema  became 
marked,  and  ethanol  again  provoked  severe 
pain.  An  increased  dosage  of  prednisone, 
20  mg.  every  day,  was  only  minimally  suc- 
cessful in  obtaining  remission.  Following 
the  resumption  of  spontaneous  menses,  the 
progesteronal  and  estrogenic  drug  was  re- 
instated with  dramatic  results.  A nearly 
complete  remission  was  obtained.  Pred- 
nisone was  reduced  to  10  mg.  every  day. 
Then,  with  the  onset  of  withdrawal  bleed- 
ing, slight  tenderness  recurred  and  was 
again  relieved  by  the  start  of  the  drug  cycle. 
Since  that  time  moderate  discomfort  has 
continued. 

Comment 

From  the  appearance  of  her  biopsy  speci- 
mens, the  patient  must  be  considered  to 
have  one  of  the  varieties  of  necrotizing 
angiitis.  The  skin  lesions  in  this  case  were 
strikingly  similar  to  those  seen  in  PAN; 
however,  we  must  exclude  the  other  angi- 
itides.  These  are  in  the  view  of  Zeek16  and 
others16  clinical  variations  on  a basic  ab- 
normal condition:  necrotizing  angiitis. 

The  necrotizing  angiitides  include  classic 


PAN,  allergic  or  hypersensitivity  angiitis 
and  variants,  allergic  granulomatous  angi- 
itis, the  arteritis  of  collagen  disease,  and 
temporal  arteritis.  The  last  may  be  dis- 
missed from  consideration  because  of  its 
anatomic  limitation.  Dermatomyositis  and 
lupus  erythematosus  may  be  dismissed  as 
well  because  the  patient  lacked  both  the 
cutaneous  and  internal  manifestations  and 
had  numerous  negative  lupus  erythemato- 
sus preparations.  The  vasculitis  associ- 
ated with  rheumatoid  arthritis  occurs 
nearly  always  in  patients  with  rheumatoid 
factor. 16  The  angiitis  seen  in  long-term 
steroid  therapy  of  arthritis  with  hypercor- 
ticism  is  also  not  applicable  to  the  present 
case.  There  is  no  history  of  drug  ingestion, 
serum  injection,  or  an  acute  course  to  sug- 
gest hypersensitivity  angiitis.  The  evi- 
dence of  pulmonary  involvement  and  eo- 
sinophilia  necessary  for  the  diagnosis  of  the 
allergic  granulomatous  angiitis  of  Strauss, 
Churg,  and  Zak17  and  Churg  and  Strauss18 
is  lacking.  The  allied  disorders  such  as 
Wegener’s  granulomatosis  are  not  applica- 
ble. In  PAN  similar  skin  lesions  are  seen, 
but  our  patient  displayed  none  of  the  sys- 
temic features  of  this  disease. 

Of  the  20  similar  cases  reported  in  detail, 
16  patients  were  women,  the  large  majority 
under  the  age  of  forty.  Lindgren  and 
Lundmark19  presented  14  cases  with  what 
they  called  the  typical  cutaneous  lesions, 
but  they  state  only  that  no  case  had  evi- 
dence of  severe  systemic  involvement  and 
some  had  little  or  no  evidence  at  all. 
Again,  12  of  their  14  patients  were  women. 
The  predilection  for  women  is  in  sharp 
contrast  to  the  male  preponderance  in 
classic  PAN.  Strangely,  this  female  inci- 
dence has  gone  unremarked.  Lyell  and 
Church,11  authors  often  quoted  for  their 
statement  that  there  is  a separate  chronic 
cutaneous  form,  described  3 out  of  the  4 
reported  male  patients.  These  3 cases 
were  somewhat  unusual.  One  had  a posi- 
tive muscle  biopsy,  uniformly  negative  in 
all  other  cases  in  which  this  was  taken.  One 
case  was  closely  preceded  by  sulfa  drug 
ingestion  and  an  episode  of  hemiparesis, 
and  all  were  described  as  having  muscle 
pain  which  is  infrequently  reported  in  other 
cases.  It  seems  probable  that  they  suf- 
fered from  a generalized  vasculitis. 

The  general  course  noted  in  the  20  re- 
ported patients  is  one  of  symptomatic 
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episodes  separated  by  long  symptom-free 
intervals.  There  are  variations  in  severity 
among  reported  cases,  most  of  them  being 
mild  and  producing  only  discom- 
fort.5-7'9'11-14 Others  are  far  more  severe 
with  extensive  skin  necrosis,  ulceration, 
pyrexia,  leukocytosis,  and  sometimes  death 
from  infection,  suggesting  PAN  but  with- 
out evidence  of  internal  organ  involve- 
ment.8'10 Lyell  and  Church11  considered 
that  there  was  a separate  and  single  cuta- 
neous form  characterized  by  livedo  reticu- 
laris, ulceration,  muscle  pain,  and  edema, 
whereas  the  visceral  form  was  character- 
ized cutaneously  by  exanthemata,  ecchy- 
moses,  and  gangrene.  Subcutaneous  nod- 
ules were  to  be  found  in  both  forms.  How- 
ever, Melczer  and  Venkei10  recognized  two 
cutaneous  forms,  the  first  and  least  severe 
with  lesions  resembling  erythema  nodosum 
or  multiforme,  and  a second  more  severe 
with  livedo  racemosa  and  symmetrical 
hemorrhage  and  ulceration. 

Several  reported  cases  have  been  associ- 
ated with  sulfa  drugs  or  sore  throats  and 
elevated  antistreptolysin  titers  and  may 
conceivably  represent  a hypersensitivity 
angiitis.  Indeed,  the  severe  and  fatal 
cases  are  in  retrospect  compatible  with 
a disseminated  small- vessel  vasculitis.8'10 
If  this  were  true  it  would  make  the  cu- 
taneous form  an  even  rarer  disease  and  the 
task  of  discriminating  it  from  the  systemic 
syndromes  more  difficult. 

The  remissions  with  pregnancy  and 
exacerbations  with  delivery  shown  in  this 
case  have  not  been  noted  before.  The 
remission  associated  with  the  oral  contra- 
ceptive agent  is  also  unusual  and  suggestive 
of  hormonal  control. 

The  question  is  posed  whether  or  not 
this  so-called  cutaneous  form  has  any  more 
in  common  with  the  classic  systemic  variety 
than  a merely  similar  vascular  lesion. 
Fisher  and  Orkin20  have  doubted  that  there 
is  any  definite  separation  between  the  two 
forms  or  even  that  it  is  possible  to  dis- 
tinguish between  them  clinically.  They 
present  3 cases  in  men  with  extensive  skin 
changes,  prolonged  course,  and  evidence 
of  systemic  involvement  to  support  their 
view.  They  make  the  point  that  there  is 
likely  to  be  a spectrum  of  disease,  with  those 
cases  with  predominantly  cutaneous  in- 
volvement and  a relatively  good  prognosis 
at  one  end  and  those  with  predominant 


systemic  involvement  and  a dire  prognosis 
on  the  other.  However,  their  opinion  is 
debatable  because  of  cases  of  confirmed 
PAN  with  long  survival  and  little  or  moder- 
ate skin  involvement. 

The  description  of  a case  of  cutaneous 
disease  which  was  transformed  into  the 
systemic  would  be  of  some  importance  but 
none  exists.  Rotstein  and  Good21  have 
reported  a case  with  severe  skin  and  muscle 
involvement  but  with  no  other  systemic 
manifestations.  Their  case  resembles  the 
cases  presented  by  Lyell  and  Church11 
which  also  showed  vasculitis  on  muscle 
biopsy. 

Finally  we  are  left  with  an  unclassifiable 
cutaneous  vasculitis  of  chronic  nature 
which  bears  a remarkable  resemblance  in 
appearance  to  that  of  PAN,  but  which 
lacks  the  systemic  manifestations.  It  is 
worthy  of  consideration  for  this  reason 
alone.  A recent  review  by  Winkelmann 
and  Ditto22  illustrates  the  variety  of  syn- 
dromes and  the  appearance  of  angiitis  with 
cutaneous  involvement;  5 of  their  38  cases 
were  confined  to  the  skin. 

More  cases  are  needed  to  clarify  the  na- 
ture of  this  disease.  Considering  the  14 
cases  reported  only  too  briefly  by  Lindgren 
and  Lundmark,19  this  disease  may  be  more 
frequent  than  has  been  realized  but  may 
be  underreported  because  it  is  unrecognized. 

Conclusion 

A case  of  cutaneous  disease  compatible 
in  appearance  with  polyarteritis  nodosa  but 
without  systemic  manifestations,  occurring 
in  a young  woman,  is  reported.  She  has 
been  followed  medically  for  six  years. 
There  were  remissions  during  pregnancy 
and  recrudescence  after  delivery.  The  dis- 
ease is  presently  in  remission  with  a pro- 
gesteronal-estrogenic  drug  combination  and 
prednisone. 

The  evidence  for  a separate  cutaneous 
form  of  polyarteritis  nodosa  with  a chronic 
benign  course  affecting  women  predomi- 
nantly is  reviewed.  The  disease  is  found  re- 
ported in  the  dermatologic  literature  and 
only  recently  in  the  literature  of  general 
medicine  or  internal  medicine.  This  is  be- 
lieved to  be  the  twenty-first  case  reported 
in  detail  to  date. 
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Barium-spray 
examination  of  stomach 


Frequently  the  radiographic  configuration 
of  the  stomach  after  conventional  barium 
swallow  does  not  differentiate  between  the 
normal  and  pathologic  stomach.  To  the  several 
technics  developed  to  help  overcome  such  diag- 
nostic difficulties,  E.  Buonocore,  M.D.,  and 
T.  F.  Meaney,  M.D.,  writing  in  a recent  issue 
of  the  Cleveland  Clinic  Quarterly,  add  another: 
nebulized  barium  sprayed  in  the  stomach 
through  a special  tube.  They  discuss  the  use 
of  the  technic  on  25  patients  whose  conventional 
barium  swallow  examination  suggested  patho- 
logic changes.  The  barium-spray  studies  elim- 
inated 18  of  these  who  were  found  to  be  without 
gastric  lesions.  In  the  other  7,  however,  the 
lesions  were  confirmed.  The  standard  gastro- 
intestinal examination  after  barium  swallow 
does  not  afford  a determination  of  the  thickness 
of  the  gastric  wall.  In  4 patients  in  this  series, 
the  induction  of  pneumoperitoneum  was  valu- 
able in  measuring  gastric  wall  thickness.  This 
induction,  however,  is  not  without  hazard  and 
should  only  be  used  in  selected  cases. 

The  sprayer  used  is  a small  tube  within  a 


11.  Lyell,  A.,  and  Church,  R.:  The  cutaneous  mani- 

festations of  polyarteritis  nodosa,  Brit.  J.  Dermat.  66:  335 

(1954). 

12.  Slinger,  W.  N.,  and  Starck,  V.:  Cutaneous  form  of 

polyarteritis  nodosa;  report  of  a case,  A.M.A.  Arch.  Dermat. 
63:  461  (1951). 

13.  Ruiter,  M.:  The  so-called  cutaneous  type  of  periarte- 

ritis nodosa,  Brit.  J.  Dermat.  70:  102  (1958). 

14.  Belisario,  J.  C.:  Cutaneous  manifestations  of  poly- 

arteritis (periarteritis)  nodosa.  Report  of  a case  with  livedo 
reticularis,  A.M.A.  Arch.  Dermat.  82:  526  (1960). 

15.  Zeek,  P.  M.:  Periarteritis  nodosa  and  other  forms 

of  necrotizing  angiitis,  New  England  J.  Med.  248:  764  (1953). 

16.  Alercon-Segovia,  D.,  and  Brown,  A.:  Necrotizing 

angiitides,  Proc.  Staff  Meet.  Mayo  Clin.  39:  205  (Mar.) 
1964. 

17.  Strauss,  L.,  Churg,  J.,  and  Zak,  F.  G.:  Cutaneous 

lesions  of  allergic  granulomatosis;  a histopathologic  study, 
J.  Invest.  Dermat.  17:  349  (1951). 

18.  Churg,  J.,  and  Strauss,  L.:  Allergic  granulomatosis, 

allergic  angiitis,  and  periarteritis  nodosa,  Am.  J.  Path.  27: 
277  (1951). 

19.  Lindgren,  I.,  and  Lundmark,  C.:  Periarteritis 

nodosa  as  a skin  disease,  Acta  dermat.  venereol.  36:  343 
(1956). 

20.  Fisher,  I.,  and  Orkin,  M.:  Cutaneous  form  of  peri- 

arteritis nodosa — an  entity?,  Arch.  Dermat.  & Syph.  89: 
180  (Feb.)  1964. 

21.  Rotstein,  J.,  and  Good,  R.  A.:  Periarteritis  nodosa, 

limited  to  skin  and  muscle:  report  of  a case  with  a discus- 

sion of  the  practical  and  theoretical  implications,  Arthritis 
Rheum.  1:  462  (1958). 

22.  Winkelmann,  R.  K.,  and  Ditto,  W.  B.:  Cutaneous 

and  visceral  syndromes  of  necrotizing  or  “allergic  angiitis:” 
a study  of  38  cases.  Medicine  43:  59  (Jan.)  1964. 


tube.  The  barium  is  slowly  injected  into  the 
larger  outer  one  by  hand,  and  a jet  of  com- 
pressed carbon  dioxide  is  sent  in  the  smaller 
tube  at  a rate  of  7 liters  per  minute.  The  distal 
end  of  the  tube  is  closed  except  for  2 small 
perforations.  The  flow  of  compressed  carbon 
dioxide  propels  the  barium  through  the  holes, 
making  a fine  spray.  During  the  spraying,  spot 
and  survey  roentgenograms  are  made  in  multiple 
oblique,  lateral,  and  front  views.  Pneumo- 
peritoneum was  induced  by  injecting  about  2 
liters  of  carbon  dioxide  into  the  abdominal 
cavity  through  a long  20-gauge  needle  placed 
percutaneously  in  the  peritoneum  in  the  lower 
left  quadrant  of  the  abdomen. 

In  the  18  patients  found  to  be  normal  after  use 
of  the  barium  spray  technic,  the  reasons  for  the 
apparent  abnormality  on  conventional  barium 
swallow  x-ray  examination  were  as  follows: 
unusual  shape  of  the  fundus,  presumed  because 
of  incomplete  filling,  9 patients;  stomach  de- 
formed because  of  extrinsic  pressure  (colon  3, 
spleen  2),  5;  large  gastric  folds,  3;  suspected 
gastric  ulcer,  1.  In  the  7 patients  found  to  have 
abnormalities  after  use  of  the  barium  spray 
technic,  the  pathologic  changes  were  as  follows: 
gastric  carcinoma,  2;  gastric  and  esophageal 
varices,  2;  gastritis,  cobblestone  mucosal  pat- 
tern, confirmed  by  operation,  2;  and  gastric 
ulcer,  1. 
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F usion  of  the  spleen  and  gonads  is  a 
rare  congenital  anomaly.  In  a review  ar- 
ticle by  Putschar  and  Manion1  only  27 
cases  are  cited.  These  authors  divide 
their  cases  into  a continuous  group,  in 
which  a residual  attachment  between  the 
ectopic  splenic  tissue  and  spleen  remains 
and  a discontinuous  group  having  no 
attachment.  Of  the  continuous  group,  15 
anomalies  were  in  males  and  3 in  females, 
whereas  in  the  discontinuous  group  all  12 
were  in  males.  Of  the  3 female  cases  in  the 
series,  only  1 presented  a fully  descended 
ovary,2  while  in  the  other  2 the  ovary  was 
partially  undescended. 3 In  the  2 cases 
with  undescended  ovaries  there  were  asso- 
ciated skeletal  anomalies.  The  purpose 
of  this  report  is  to  present  a case  of  splenic- 
ovarian  fusion  which  is  unique  in  several 
respects. 

Embryology 

Although  the  exact  mechanism  remains 
somewhat  obscure,  the  occurrence  of  the 
anomaly  of  splenic-ovarian  fusion  is  not 
difficult  to  explain  embryologically.4  The 
splenic  anlage  consists  of  multiple  small 
masses  which  originate  at  about  the  fourth 
to  fifth  week  of  gestation  in  the  lateral 
portion  of  the  dorsal  mesogastrium  (Fig.  1) 
and  normally  fuse  into  a single  organ.  At 
this  time  it  lies  in  close  proximity  to  the 
mesonephros  and  gonadal  anlage,  but 
separated  by  two  layers  of  peritoneum. 
Thus  fusion  may  theoretically  occur  across 
the  peritoneal  cavity  or  retro peritoneally 
through  the  dorsal  portion  of  the  dorsal 
mesogastrium.  Which  mechanism  ac- 
tually obtains  remains  a matter  of  debate.  u 3 

When  gonadal  descent  commences  at 


FIGURE  1.  Fourth  week  of  gestation.  M = 
Mesonephros,  P = Pancreas,  G = Gonadal  Ridge, 
DM  = Dorsal  Mesogastrium,  SP  = Spleen,  S = 
Stomach,  and  L = Liver. 

about  eight  weeks  gestation,  any  splenic 
tissue  that  may  have  become  adherent  dur- 
ing the  period  of  proximity  is  carried  along. 
On  a simply  mechanical  basis  it  can  be  seen 
that  fusion  might  result  in  impairment  of 
gonadal  descent  in  the  continuous  group. 
Indeed,  of  the  18  cases  of  continuous 
splenic-gonadal  fusion  in  Putschar’s  series, 
complete  descent  was  accomplished  in  only 
9. 

It  is  also  of  note  that  differentiation  of 
the  limb  buds  and  mandible  begins  at  six 
to  seven  weeks,  or  prior  to  the  commence- 
ment of  gonadal  descent.  It  is  reasonable 
to  assume  that  any  factor  operative  in  the 
production  of  a splenic-gonadal  fusion  dur- 
ing the  fifth  to  eighth  weeks  of  gestation 
might  also  cause  anomalous  limb  bud 
differentiation.  Thus,  5 of  Manion  and 
Putschar’s  cases  demonstrated  peromelus, 
and  3 of  these  5 were  also  micrognathic. 

Case  report 

A forty-four-year-old  nullipara  was  ad- 
mitted to  Forest  Hills  General  Hospital 
following  a period  of  profuse  vaginal  bleed- 
ing which  had  caused  a drop  in  hemoglobin 
to  8 Gm.  per  100  ml.  The  patient’s 
menarche  had  occurred  at  the  age  of  eleven. 
Her  periods  were  twenty-eight  to  thirty 
days  apart  and  lasted  from  five  to  seven 
days.  Because  she  had  never  been  able  to 
become  pregnant,  she  underwent  a sterility 
work-up  at  age  twenty-nine.  At  age  thirty- 
five,  after  six  months  of  severe  dysmenor- 
rhea, a right  salpingo-oophorectomy  was 
performed  at  another  hospital,  and  sections 
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FIGURE  2.  Incomplete  septum  dividing  uterus 
into  two  chambers. 

of  the  ovary  only  revealed  several  cystic 
follicles.  Occasional  menorrhagia  began 
at  age  thirty-seven,  and  during  a curettage 
following  one  particularly  heavy  period  at 
age  thirty-eight,  a “double  uterus”  was 
demonstrated.  Six  months  prior  to  ad- 
mission menorrhagia  became  persistent, 
and  a curettage  at  that  time  revealed  a 
pattern  of  delayed  irregular  shedding. 
When  the  hemoglobin  reached  8 Gm.  per 
100  ml.  on  this  last  admission,  it  was 
decided  that  a hysterectomy  was  indicated. 

Operative  findings.  At  surgery  it 
was  necessary  to  lyse  many  adhesions  be- 
fore the  pelvic  organs  could  be  visualized 
clearly.  The  left  ovary  was  adherent  to 
the  posterior  wall  of  the  uterus  and  broad 
ligament.  The  uterus  was  nodular  and 
enlarged  to  about  the  size  of  a ten-week 
gestation.  The  uterus,  left  tube,  and 
ovary  were  removed. 

Pathologic  findings.  The  gross  speci- 
men consisted  of  a uterus  weighing  250 
Gm.  It  was  asymmetrical  and  nodular  in 
consistency.  The  cervix  demonstrated  two 
oval  ostia,  neither  of  which  revealed 
ulceration  or  granularity.  On  opening 


FIGURE  3.  Cluster  of  splenic  nodules  adjacent  to 
ovary. 


into  the  endometrial  cavity  it  was  found  to 
be  divided  into  two  separate  chambers  by  a 
thick  muscular  septum  (Fig.  2).  The 
septum  proceeded  to  the  junction  of  the 
lower  uterine  segment  and  endocervix, 
where  a 1.5-cm.  defect  was  noted.  Then  in 
the  inferior  portion  of  the  cervix  the 
septum  was  again  present,  thus  producing 
two  cervical  ostia.  The  myometrium  dem- 
onstrated the  presence  of  discrete  bulging 
grey-pink  nodules  ranging  in  size  from  1 to 
3.5  cm.  in  diameter.  There  was  also  some 
nodularity  with  areas  of  punctate  hemor- 
rhage suggesting  the  presence  of  adeno- 
myosis.  Submitted  separately  was  a por- 
tion of  fallopian  tube  with  an  ovary 
attached.  The  ovary  measured  5.5  cm. 
in  greatest  dimension  and  on  section  was 
found  to  contain  a 3-cm.  cyst  filled  with 
clear  gelatinous  fluid.  Attached  to  the 
ovary  was  a nodular  mass  measuring  1.5 
cm.  in  greatest  dimension  (Fig.  3).  On 
section  this  mass  was  noted  to  consist  of 
multiple  small  nodules  of  splenic  tissue 
adherent  to  the  ovary.  No  similar  con- 
glomeration of  splenic  tissue  could  be  found 
in  any  other  portion  of  the  specimen  sub- 
mitted. 

The  microscopic  sections  merely  con- 
firmed the  presence  of  leiomyomata  and 
adenomyosis,  as  well  as  demonstrating 
definitively  the  splenic  nature  of  the  para- 
ovarian mass  (Fig.  4).  A follicle  cyst  was 
also  noted  in  the  ovary. 

Comment 

This  case  presents  several  unusual  fea- 
tures. The  fusion  is  in  an  adult  female 
and  is  not  associated  with  an  incompletely 
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FIGURE  4.  (A)  Low-power  photomicrograph  of  splenii 
demonstrating  characteristic  splenic  histology. 


descended  gonad.  It  is  difficult  to  ascer- 
tain whether  this  case  should  be  included 
in  the  group  of  continuous  or  discontinuous 
fusions.  Since  the  surgeon  was  certainly 
not  aware  of  the  existence  of  this  anomaly, 
a detailed  search  for  a cord  connecting  the 
ovarian  splenic  tissue  with  the  spleen  was 
not  made.  In  addition,  the  previous 
surgery  and  the  massive  adhesions  en- 
countered would  make  any  negative  state- 
ment concerning  the  existence  of  a cord 
rather  dubious. 

Concerning  the  associated  septate  uterus, 
it  may  be  noted  that  fusion  of  the  miillerian 
ducts  to  form  a single  uterine  cavity  begins 
at  about  eight  weeks  of  gestation.  Thus  it 
is  understandable,  just  as  in  the  case  of 
limb  bud  defects,  that  any  stimulus  acting 
during  this  period  to  produce  a splenic 
gonadal  fusion  might  also  result  in  faulty 
miillerian  duct  fusion. 

Finally  we  must  consider  the  possibility 
that  this  case  represents  an  instance  of 
traumatic  splenosis.5  Against  this  is  the 
fact  that  no  history  of  abdominal  trauma 
was  elicited.  In  addition  the  surgeon  did 
not  note  any  other  peritoneal  nodules,  and 
in  the  specimen  submitted  only  a single 


:-gonadal  fusion.  (B)  High-power  photomicrograph 


cluster  of  splenic  tissue  adjacent  to  the 
ovary  was  found.  This  is  in  contrast  to 
the  situation  in  traumatic  splenosis  where 
the  seeding  of  splenic  material  is  extremely 
widespread. 


Summary 

A case  of  splenic  gonadal  fusion  asso- 
ciated with  a septate  uterus  is  presented. 
The  case  is  considered  to  be  unique  in  that 
the  patient  is  an  adult  and  the  involved 
ovary  was  fully  descended.  A considera- 
tion of  the  embryologic  basis  for  this  and 
associated  anomalies  is  included. 

766  Daniel  Street 
North  Woodmere,  New  York 
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F OLLOWING  IS  AN  OUTLINE  of  the  scope 
and  goals  of  a medical  department  which 
services  500  to  1,000  employes.  Imple- 
mentation of  such  a program  will  be  of 
benefit  not  only  directly  to  employes, 
but  also  to  the  employing  organization  and 
to  the  community  as  a whole,  and  as  such 
will  foster  cooperation,  interest,  and  posi- 
tive action  on  the  part  of  all  interested 
parties. 

Numerous  studies  have  proved  that  an 
active,  dynamic,  inplant  medical  program 
reaps  benefits  above  and  beyond  its 
strictly  medical  purposes;  namely,  better 
employe-employer  relations,  prevention  of 
illness  and  accidents,  reduction  in  dis- 
ability and  consequent  reduction  in  ab- 
senteeism, and  greater  efficiency  in  job 
performance. 

Since  employes  spend  33 1/3  per  cent  of 
their  day  in  their  respective  occupations 
and  between  5 to  10  per  cent  traveling 
to  and  from  their  jobs,  many  find  them- 
selves devoid  of  any  medical  care  for  rea- 
sons of  time,  unsatisfactory  doctor-patient 


appointment  scheduling,  employe  fatigue, 
and  mere  inertia. 

The  availability  of  a superior  medical 
program  during  working  hours  will  over- 
come the  self-neglect  aspect  of  illness  and 
accidents  and  afford  employes  an  op- 
portunity to  participate  in  a medical  care 
program  which  stresses  education  and  self- 
help  and  which  will  cooperate  fully  with 
their  family  physicians  and  community 
resources. 

Prevention  and  early  detection  of 
illness  and  accidents 

A.  Pre-employment  and  periodic  ex- 
aminations OF  ALL  PERSONNEL 

1.  Annual  examinations  of  execu- 
tives including  chest  x-ray  examination, 
complete  blood  count,  and  urinalysis. 

2.  Physical  examination,  chest  x-ray, 
and  stool  examination  for  ova  and  para- 
sites and  culture  for  Salmonella  and 
Shigella  in  all  restaurant  employes  prior 
to  commencement  of  duties. 

3.  Annual  examination  of  all  em- 
ployes over  forty  years  of  age. 

4.  Annual  chest  x-ray  examination  of 
all  smokers. 

These  examinations  may  be  performed 
by  the  family  physician;  however,  an  in- 
formative report  should  be  made  avail- 
able to  the  medical  service  and  attached  to 
the  employe’s  confidential  medical  rec- 
ords. No  stool  examination  is  to  be  ac- 
cepted unless  it  is  performed  by  a reliable 
laboratory. 

5.  Evaluation  by  inplant  physician 
of  all  employes  who  have  had  an  ac- 
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cident  (on  or  off  duty)  or  illness  sufficient 
to  have  kept  them  off  duty  for  five  or 
more  days. 

6.  Note  from  family  physician  for  all 
employes  off  duty  five  or  more  days 
within  a one-month  period,  whether  the 
time  absent  is  consecutive  or  interrupted. 

B.  Immunization  program 

1.  Influenza  inoculation.  Executive 
staff,  elderly  employes,  and  those  with 
debilitating  disorders,  especially  chronic 
pulmonary  diseases,  are  urged  to  partici- 
pate in  this  program.  Only  those  em- 
ployes allergic  to  egg  protein  are  unable 
to  participate. 

2.  Universal  immunization  to  tet- 
anus. This  consists  of  three  spaced 
injections  with  periodic  boosters.  It 
affords  the  patient  lifetime  protection 
against  the  fatal  lockjaw  infection  and 
obviates  the  need  for  tetanus  antiserum 
which  in  itself  may  produce  fatal  results 
in  individuals  allergic  to  horse  serum. 

3.  For  personnel  who  plan  to  travel 
to  other  geographic  locations,  protection 
against  endemic  diseases  is  urged,  such 
as,  typhoid,  cholera,  and  smallpox. 

C.  Early  DETECTION  PROGRAMS 

1.  Diabetes 

2.  Glaucoma 

3.  High  blood  pressure 

4.  Renal  disease 

D.  Safety  programs 

1.  Periodic,  cooperative  meetings 
with  the  safety  engineer  and  director  of 


personnel  so  that  the  hazards  inherent  in 
particular  jobs  may  be  evaluated,  antici- 

pated,  and 
vented. 

either  eliminated  or  circum- 

(a) 

Chemical  exposures 

( b ) 

Dangerous  machinery 

(c) 

Rainy,  snowy  weather  pre- 
cautions to  prevent  slip- 

ping 

( d ) 

Regular  inspection  of  ele- 
vators 

(e) 

Correction  of  “octopus” 
electrical  wiring  to  avoid 
electrical  fires  as  well  as 
tripping. 

2.  Monthly  inspection  of  dining  room 
and  kitchen  facilities  and  their  bath- 
rooms during  warm  weather  and  at  three- 
month  intervals  the  remainder  of  the 
year.  These  inspections  are  to  be  per- 
formed unannounced. 

3.  Confidential  file  of  employes  with 
personality  difficulties,  alcoholism,  drug 
addiction,  suicidal  tendencies,  and  un- 
usual hostility  or  uncontrolled  impulses 
so  that  job  placement  avoids  setting  two 
or  more  such  individuals  in  close  con- 
tact, and  personality  conflicts  can  thus 
be  avoided.  This  is  especially  im- 
portant during  hot,  humid  weather 
where  the  tolerance  level  is  generally 
lowered. 

4.  Maintenance  of  a master  medica- 
tion list  so  that  drug  reactions,  coma, 
allergy,  and  so  on,  can  be  immediately 
pinpointed,  thereby  avoiding  use  of  in- 
compatible, synergistic,  soporific,  or  poor- 
ly tolerated  drugs  and  saving  precious 
time  in  identifying  drug  overdose  or  ana- 
phylaxis. 

5.  Master  diagnosis  list  of  significant 
illnesses  so  that  patient  can  be  followed 
regularly  and  onset  of  acute  symptoms 
can  be  speedily  treated. 

6.  Energetic  campaign  to  promote 
universal  use  of  wallet-size  identification 
cards  with  patient’s  name,  next  of  kin, 
physician,  major  illness,  allergies,  and 
medications  used. 


Treatment 

A.  Emergency,  with  disposition 

1.  Return  to  duty 

2.  Go  home  escorted  or  alone 

3.  Transport  or  obtain  transportation 
to  hospital  and  inform  next  of  kin. 

B.  Short-term  care 

1.  During  family  physician’s  ab- 
sence 

2.  On  request  of  patient’s  family 
physician 

3.  For  patient  who  for  various  rea- 
sons is  known  to  neglect  his  medical 
needs  and  despite  assurances  to  the  con- 
trary, will  not  obtain  urgently  needed 
medical  care. 
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Follow-up  and  liaison  with 
family  physicians  and 
appropriate  community  facilities 

A.  The  use  of  standard  physician’s 
report  forms  for  absent  or  restricted  em- 
ployes to  diminish  physicians’  paper  work, 
improve  the  quality  of  the  information  ob- 
tained from  these  reports,  and  ascertain 
exactly  what  and  how  long  the  restriction 
(if  any  exists)  is  anticipated. 

Name  Dates 

Duration  of  absence  began  ended 
Diagnosis 

Treatment,  including  drugs,  bed  rest,  physio- 
therapy, surgery 

Restrictions?  (1)  approximately  how  long 
(2)  why? 

When  will  you  see  patient  again? 

B.  Family  physician  should  be  sent  a 
copy  of  all  laboratory  and  significant  ex- 
amination results  performed  by  or  at  the 
request  of  the  inplant  facility. 

C.  The  employe,  his  physician,  and  the 
medical  service  should  function  as  a co- 
operate unit  relying  on  one  another  and, 
where  indicated,  on  other  community  facili- 
ties, for  the  ultimate  purpose  of  maintain- 
ing a healthy,  efficient  employe  working  in 
a safe,  employe-oriented  organization. 

Education 

A.  Factors.  Education  of  the  em- 
ploye is  the  fulcrum  on  which  the  success 
of  all  preventive  medicine  and  safety 
programs  pivots.  It  involves  several  es- 
sential factors: 

1.  Readiness  and  receptiveness  to 
such  a program 

2.  Motivation 

3.  Cooperation  on  the  part  of  the  pa- 
tient’s family  physician  and  community 
facilities 

B.  Programs.  There  are,  today,  in 
our  community  vigorous  programs  aimed 
at: 


1.  Prevention  of  blindness  and  glau- 
coma by  periodic  eye  examinations  and 
tonometry. 

2.  Prevention  and  early  treatment  of 
gonorrhea  and  syphilis  which  have  again 
become  widespread  and  mutilating  dis- 
eases. 

3.  Early  detection  of  diabetes  by 
regular  urine  examination  of  relatives  of 
diabetic  persons  and  yearly  examination 
of  the  general  population. 

4.  Prevention  of  tetanus  by  universal 
immunization. 

5.  Prevention  of  poliomyelitis  and 

6.  Influenza  by  immunization  of  the 
most  susceptible  persons. 

7.  Universal  immunization  against 
smallpox  with  booster  inoculation  at 
six-year  intervals. 

8.  Information  on  nutrition. 

Other  methods.  Pamphlets,  films,  and 
lectures  made  available  by  the  community 
through  the  medical  department  can  go  a 
long  way  in  improving  the  health  of  the 
personnel  and  in  teaching  them  and  moti- 
vating them  to  achieve  and  maintain 
better  health,  both  mental  and  physical. 
Education  of  patients  is  a basic  tenet  in  the 
doctor-patient  relationship  and  consti- 
tutes a prime  responsibility  of  the  physi- 
cian to  the  patient  and  the  community. 

Summary 

The  scope  and  goals  of  an  employes’ 
health  service  involves  four  essential  func- 
tions: 

1.  Prevention  and  early  detection  of 
illnesses  and  accidents. 

2.  Emergency  and  short-term  treat- 
ment. 

3.  Follow-up  and  liaison  with  family 
physicians  and  appropriate  community 
facilities. 

4.  Education. 

Ill  East  16th  Street 
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Special  Article 


Nonparticipation 
and  the  Sherman  Act 

LESLIE  HODSON,  ESQ. 
Chicago,  Illinois 

Partner,  Kirkland,  Ellis, 
Hodson,  Chaffetz,  and  Masters 


| emphasize  that  in  my  remarks  I will 
discuss  only  the  law  and  legal  problems.  I 
will  not  discuss  any  question  of  policy, 
which  is,  of  course,  a matter  for  the  physi- 
cian’s decision.  For  reasons  of  brevity,  I 
will  not  quote  statutes  or  cite  particular 
court  decisions.  Such  conclusions  as  shall 
be  made,  have  been  discussed  with  my 
partners  and  associates,  a great  number  of 
them,  who  are  very  experienced  in  these 
fields.  The  conclusions  given  are  the  con- 
clusions of  everyone  in  our  firm,  and  others 
as  well,  with  whom  this  subject  has  been 
discussed,  and  not  only  mine  or  those  of  my 
partner,  Karl  Nygren,  who  works  closely 
with  many  physicians. 

Some  reference  is  made  in  one  of  the 
resolutions  read  at  this  meeting  to  con- 
stitutional rights.  Before  turning  to  the 
Sherman  Act,  let  me  make  this  clear:  As 
every  physician  knows,  there  are  many 
actions  which  this  association  can  take  that 
are  perfectly  lawful. 

For  example,  physicians  can  continue 
their  fight  on  the  Medicare  program  by 
passing  resolutions  authorizing  the  officers, 
the  board,  and  all  segments  of  medicine  to 
try  and  induce  the  public  to  repeal  the 
Medicare  Act,  to  modify  the  Act  where 
deemed  necessary,  and  to  stop  any  further 
expansion  of  this  social  program  by  govern- 
ment. There  is  not  any  question  about 
the  physician’s  right  to  do  so.  He  can 

Address  made  at  the  A.M.A.  House  of  Delegates,  Special 
Convention,  Chicago,  Illinois,  October  2,  1965. 


instruct  his  Board  of  Trustees  and  officers 
to  try,  as  apparently  they  are  doing, 
to  induce  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  adopt  and  promul- 
gate regulations  that  meet  the  philosophy  of 
the  profession  insofar  as  it  is  permissible 
under  the  Act. 

You  can  certainly  disseminate  objective 
information,  all  kinds  of  information,  con- 
cerning the  Act,  how  it  operates,  and  the 
regulations  and  administration  of  the  Act, 
so  that  the  members  of  the  profession  will 
be  enabled  to  exercise  an  independent  but 
informed  judgment.  You  can  criticize  the 
administration  of  this  Act. 

All  these  rights,  and  others  as  well,  are 
protected  by  the  first  amendment  which 
states  that  Congress  shall  pass  no  law 
abridging  freedom  of  speech.  However, 
the  protection  of  the  first  amendment  does 
not  extend  to  conduct  which  violates  other 
valid  Federal  statutes  including  the  Sher- 
man Act.  That  brings  me  to  my  subject 
this  morning. 

The  best  way  to  illustrate  the  principles 
of  the  Sherman  Act  which  are  applicable  to 
activities  of  organized  medicine,  or  physi- 
cians, in  connection  with  the  Medicare 
program  is  to  assume  that  there  is  presented 
to  you  this  morning  a simple,  forthright 
resolution:  “Resolved  by  this  House  of 

Delegates  that  we  recommend  to  the  physi- 
cians of  this  country  that  they  refuse  to 
participate  in  the  Medicare  program.” 

In  our  opinion,  and  I may  say  in  our 
unqualified  opinion,  if  that  resolution  were 
adopted  by  the  House,  it  would  constitute  a 
violation  of  the  Sherman  Act.  We  reached 
that  conclusion  by  considering  three  ele- 
ments that  constitute  a violation  of  the  Act. 
Although  this  will  take  a little  time,  I think 
it  is  necessary  for  me  to  explain  those  three 
elements. 

Concerted  action 

The  first  element  is  that  there  must  be 
concerted  action,  that  is,  there  must  be 
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group  action  to  constitute  a violation  of  sec- 
tion 1 of  the  Sherman  Act.  Any  physician 
acting  independently,  not  in  concert  with 
others  or  as  group  action,  may  participate 
or  not  participate  in  the  Medicare  program 
for  any  reason  he  wishes.  If,  however, 
there  is  group  action,  that  raises  a different 
problem.  Obviously,  this  resolution,  if 
adopted  by  the  House  of  Delegates,  would 
constitute  group  action  because  the  mem- 
bers of  the  House,  as  a group,  would  be 
agreeing  to  this  resolution.  Moreover, 
since  this  House  is  the  highest  policy-mak- 
ing body  of  medicine,  the  resolution  would 
constitute  the  act  of  A.M.A.,  and  constitut- 
ing the  act  of  A.M.A.,  it  would  then  con- 
stitute a concert  of  action  between  A.M.A. 
and  those  physicians  who  thereafter  refused 
to  participate  in  this  program  because  of 
that  recommendation  of  this  House. 

As  I have  said,  a physician  acting  inde- 
pendently does  not  come  within  the  Sher- 
man Act.  The  Act  does  not  proscribe  that 
type  of  individual  action. 

There  is  one  practical  problem,  however; 
if  this  House  were  to  pass  this  assumed 
resolution  and  physicians  thereafter  would 
decide  not  to  participate  in  the  plan,  then  in 
any  action  in  court,  either  A.M.A.  or  those 
physicians  would  have  a very  difficult  time 
convincing  any  court  or  jury  that  the  rec- 
ommendation passed  by  this  House  was  not 
the  reason  for  their  nonparticipation.  So 
much  for  concerted  action,  the  first  require- 
ment. 


Restraint 

The  second  requirement  is  that  the  con- 
certed action  result  in  a restraint,  a re- 
straint on  interstate  trade  and  commerce. 
I am  here  discussing  the  nature  and  mean- 
ing of  the  word  “restraint,”  and  not  “inter- 
state trade  or  commerce”  which  will  be 
discussed  later. 

The  courts  have  used  various  standards 
of  measurement  to  determine  whether  a 
particular  restraint,  as  a result  of  concerted 
action,  is  legal  or  illegal.  To  make  those 
various  standards  of  measurements  under- 
standable to  a layman  to  the  law  would 
require  about  an  hour  because  we  would 
have  to  review  court  decisions,  what  the 
facts  were  in  those  cases,  and  why  a particu- 
lar standard  of  measurement  was  used  in 


each  of  those  cases.  That  type  of  legal 
review  is  unnecessary  today  because,  in  our 
judgment,  no  matter  what  standard  of 
measurement  would  be  used,  the  joint 
action  of  this  House  in  recommending  non- 
participation would  be  illegal  under  any  of 
those  tests. 

The  question  would  be:  What  is  the 

purpose  and  what  is  the  effect  of  this  resolu- 
tion? We  are  certain  what  a court  today 
would  hold  concerning  this  resolution, 
which  stated  again  is:  “Resolved  by  this 

House  that  we  recommend  to  the  physicians 
of  this  country  that  they  refuse  to  partici- 
pate in  the  Medicare  program.” 

A court  would  say  that  the  sole  purpose 
of  that  resolution  was  to  boycott  the  Medi- 
care program  and  thereby  frustrate  its 
operation. 

A court  would  assume,  because  of  the 
high  respect  with  which  this  highest  policy- 
making body  of  medicine  is  accorded,  and 
properly  accorded,  that  a substantial 
number  of  physicians  would  follow  that  rec- 
ommendation. The  impact  of  that  recom- 
mendation, the  court  would  hold,  would  be 
a substantial  restraint  on  the  operation  of 
the  Medicare  program  in  view  of  the  im- 
portance of  the  physicians’  services  to  this 
program. 

We,  therefore,  believe  such  a resolution 
would  be  illegal. 

A suggestion  has  been  made  that  the 
illegality  can  be  cured  if  we  add  to  that 
resolution  a proviso  which  says  in  sub- 
stance: “Provided,  however,  that  no  co- 

ercion or  penalty  is  threatened  or  will  be 
threatened,  to  influence  physicians  in  mak- 
ing their  decision  as  to  whether  or  not  they 
will  participate.” 

In  our  opinion  that  proviso  would  not 
make  the  resolution  legal. 

In  the  first  place,  since  the  purpose  of  the 
resolution  is  clear,  the  question  is  one  of  the 
impact  on  the  plan.  It  seems  to  us  to  make 
no  difference  whether  physicians  by  con- 
certed action  refuse  to  participate  in  the 
Medicare  program  because  of  the  recom- 
mendation or  because  of  the  recommenda- 
tion plus  some  pressure  exerted  on  them. 
The  impact  on  the  plan  is  the  same  in  both 
cases. 

Moreover,  we  have  to  be  realistic  here. 
It  seems  that  that  proviso  ignores  human 
nature.  Physicians  have  been  opposing 
the  enactment  of  this  program  or  similar 
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programs  for  many  years,  and,  as  various 
resolutions  and  the  president’s  report  stated, 
they  are  going  to  continue  to  do  so. 

There  are  approximately  290,000  physi- 
cians in  this  country.  There  are  many 
state  and  county  medical  societies  and 
other  medical  groups.  It  just  ignores 
human  nature,  in  view  of  this  history  and 
structure,  to  believe  that  no  group  or 
organization  is  going  to  use  some  form  of 
concerted  pressure  on  physicians  not  to 
participate  in  this  program.  Somewhere  in 
the  nation  this  is  going  to  happen,  and  then 
the  suggested  proviso  will  become  a nullity 
because  the  court  will  hold  that  this  pres- 
sure action  was  foreseeable  and  that  physi- 
cians had  knowledge  that  some  pressure 
could  be  expected. 

I must  now  make  a few  comments  which 
are  extremely  distasteful  to  me.  Lawyers 
hold  other  members  of  their  profession  in 
the  same  high  esteem  as  physicians  hold 
each  other  in  their  profession.  Lawyers 
have  honest  differences  of  opinion  among 
them,  as  do  physicians,  but  it  is  unseemly 
that  those  differences  be  aired  in  public. 
Nevertheless,  as  an  attorney  advising 
physicians  in  these  matters,  I find  myself 
faced  with  a situation  in  which  I must  do 
just  that,  because  many  physicians  have 
had  opinions  from  other  law  firms  and 
counsel  dealing  with  this  subject.  As 
A.M.A.’s  attorney  I must  say  that  I whole- 
heartedly disagree  with  any  conclusion  in 
those  opinions  in  which  A.M.A.  can  pass 
the  type  of  resolution  that  has  been  dis- 
cussed, or  any  similar  type,  A.M.A.  recom- 
mends to  its  members  that  they  refuse  to 
participate  in  this  program,  provided 
coercion  is  not  used  to  influence  the  mem- 
bers’ judgment. 

Moreover,  it  does  not  matter,  of  course, 
whether  the  word  in  the  resolution  is 
“recommend,”  “urge,”  “advocate,”  or 
“advise.”  Any  of  those  or  similar  words  in 
a resolution  that  import  an  invitation  to  a 
boycott  will,  in  our  judgment,  be  held  a 
violation  of  section  1 of  the  Sherman  Act. 

Interstate  commerce 

I must  spend  a few  minutes  on  the  ques- 
tion of  interstate  commerce. 

I had  assumed,  in  view  of  the  scope  of 
this  Act,  that  no  one  reading  the  Act 
would  think  there  was  any  serious  ques- 


tions that  the  Medicare  program  will 
involve  interstate  trade  and  commerce. 
However,  in  some  of  these  opinions,  without 
passing  on  the  question,  the  statement  is 
made  that  this  presents  a very  serious 
question. 

Let  us  consider  this  Medicare  Act  for  a 
moment,  without  referring  to  particular 
sections.  Physicians  know  that  it  provides 
a comprehensive  nationwide  program  in 
which  hospitals,  health  care  facilities  of 
various  sorts,  insurance  carriers,  prepaid 
health  plans,  presumably  including  Blue 
Shield  and  other  instrumentalities,  and 
physicians,  will  participate,  and  each  will  be 
an  integral  part  of  this  program. 

It  seems  that  there  is  no  question  that 
most  of  these  instrumentalities,  excluding 
physicians  for  the  moment,  are  engaged  in 
trade  and  commerce. 

The  Supreme  Court  in  an  antitrust  case 
has  held  that  insurance  carriers  are  engaged 
in  trade.  The  Supreme  Court,  in  a case 
which  we  should  not  forget,  has  held  that  a 
prepaid  health  plan,  a cooperative  plan 
conducted  by  a nonprofit  corporation  for 
the  benefit  of  its  members,  was  engaged  in 
trade.  That  also  was  an  antitrust  case. 
Courts  under  other  statutes  have  held  that 
hospitals  are  engaged  in  trade.  We,  there- 
fore, have  a situation  in  which  a great  many 
of  the  instrumentalities,  which  are  an  inte- 
gral part  of  the  Medicare  program,  will  be 
engaged  in  trade  and  commerce. 

What  about  interstate  trade?  Again  let 
us  consider  these  few  salient  facts.  En- 
rollees  in  the  Medicare  program  will  pay, 
either  actually  or  constructively,  premiums 
to  the  secretary  of  Health,  Education,  and 
Welfare  in  Washington.  Those  enrollees 
will  reside  in  many,  if  not  all  states  of  the 
Union,  and  those  premiums  actually  or 
constructively  will  flow  across  state  lines. 
The  secretary  will  enter  into  contracts  with 
hospitals,  insurance  carriers,  and  other 
instrumentalities,  likewise  located  across 
the  country.  In  the  negotiation  of  those 
contracts  and  in  the  performance  of  them, 
there  will  be  many  transactions  which 
transcend  state  lines. 

Finally,  the  payment  of  benefits  under 
the  plan  will  be  made  to  providers  of  serv- 
ices or  insurance  carriers  or  to  some  other 
body  acting  as  an  intermediary  for  the 
providers  of  services,  and  those  intermedi- 
aries in  turn  will  pay  the  benefits  to  the 
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hospitals,  to  the  other  instrumentalities, 
and  to  those  physicians  who  accept  assign- 
ments. 

Can  anybody  possibly  contend,  in  view  of 
these  facts,  that  this  present  Supreme  Court 
would  not  hold  that  this  Medicare  program 
involves  interstate  commerce? 

At  this  point  I would  like  to  answer  two 
questions  that  are  asked  many  times  by 
physicians  and  sometimes  by  lawyers. 
The  first  question,  and  it  is  a natural  ques- 
tion, is  this:  How  can  we  physicians  who 

practice  a profession,  and  who  are  not  en- 
gaged in  commerce,  violate  the  Sherman 
Act  which  is  concerned  only  with  trade  and 
commerce? 

The  Supreme  Court  decided  that  issue, 
many  will  recall,  in  the  old  A.M.A.  case. 
In  that  case  that  issue  was  raised  and  was 
presented  thoroughly  by  A.M.A.’s  attor- 
neys at  that  time.  The  Supreme  Court 
held  that  a decision  on  that  point  was  im- 
material. It  was  unnecessary  to  decide  the 
nature  of  the  occupation  of  physicians 
because  whatever  that  nature  was,  if  their 
activities  restrained  trade,  there  would  be  a 
violation  of  the  Sherman  Act.  So  the  fact, 
if  it  is  a fact — for  the  issue  is  not  completely 
settled  yet — that  physicians  are  engaged  in 
a profession  and  not  in  trade,  does  not  pre- 
clude them  from  violating  the  Sherman  Act. 

A second  question  which  is  asked  is: 
How  can  we,  as  physicians,  with  perhaps 
some  of  these  other  instrumentalities  which 
are  engaged  entirely  in  local  commerce, 
violate  the  Sherman  Act  which  deals  with 
interstate  commerce?  In  many  cases  the 
Supreme  Court  has  held  that  an  enterprise 
or  group  which  imposes  a concerted  re- 
straint, even  though  its  activities  are  en- 
tirely local,  is  not  saved  from  prosecution 
and  liability  if  the  effect  of  the  activities  is 
to  interfere  with  interstate  commerce. 

Mr.  Justice  Jackson,  in  one  case,  made 
one  of  his  very  pointed  remarks  on  this 
subject.  He  said  that  if  it  is  interstate 
commerce  which  feels  the  pinch,  it  does  not 
matter  how  local  the  operation  which  ap- 
plies the  squeeze. 

Additionally,  the  issue  is  not  whether 
interstate  commerce  is  involved  in  a re- 
straint on  one  local  hospital  or  one  prepaid 


plan.  In  striking  contrast  to  a local  situa- 
tion, we  are  discussing  here  a nationwide 
Medicare  program  which  involves  as  an 
integral  part  of  its  operation  a large  number 
of  hospitals,  plans,  and  other  instrumental- 
ities. 

Individual  participation 

So  much  then  for  the  hypothetical  resolu- 
tion recommending  total  nonparticipation. 

What  about  resolutions  which  might 
recommend  something  less  than  total 
participation?  Each  resolution  of  this 
nature  will  require  a careful  analysis  with 
respect  to  subject  matter  and  impact.  If 
the  subject  matter  is  an  activity  which  is 
essential  to  the  Medicare  program,  and 
which,  if  boycotted,  would  seriously  inter- 
fere with  the  plan,  then  the  same  result 
would  follow.  For  example,  a concerted 
refusal  on  the  part  of  physicians  not  to  sign 
certifications  for  hospital  admission  would 
be  held  to  be  illegal  because  without  those 
certifications  this  plan  will  be  seriously 
restrained.  Each  of  these  activities  which 
would  be  affected  by  the  group  action  would 
have  to  be  carefully  analyzed. 

Conclusion 

I would  like  to  emphasize  these  points  in 
conclusion.  I have  necessarily  been  talk- 
ing about  group  action  in  the  form  of  resolu- 
tions by  A.M.A.,  the  top  policy-making 
body  for  medicine  in  the  United  States.  Of 
course,  the  same  rules  are  applicable  to 
group  action  whether  in  the  form  of  resolu- 
tions or  not.  Because  group  action  has 
been  stressed,  I do  want  to  point  out  again 
that  any  physician  can,  without  violating 
the  Sherman  Act,  participate  or  not  partici- 
pate in  this  Medicare  program  as  he  sees  fit 
if  it  is  not  as  a matter  of  concerted  action; 
and  secondly,  this  association  can  furnish 
him  with  all  objective  information  neces- 
sary so  that  he  can  make  an  informed  judg- 
ment as  to  whether  or  not  he  should  partici- 
pate. 

Prudential  Plaza 
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Necrology 


Clyde  Orrin  Barney,  M.D.,  of  Syracuse,  died 
on  April  4 at  the  age  of  eighty-three.  Dr. 
Barney  graduated  from  Syracuse  University 
College  of  Medicine  in  1910  and  served  with  the 
U.S.  Army  Medical  Corps  during  World  War  I 
and  World  War  II.  He  was  an  attending  surgeon 
at  the  Syracuse  Psychiatric  Hospital  and  a 
senior  consulting  surgeon  at  the  Hospital  of  the 
Good  Shepherd.  A Diplomate  of  the  American 
Board  of  Surgery,  Dr.  Barney  was  a member  of 
the  Association  of  Military  Surgeons  of  the 
United  States,  the  Syracuse  Academy  of  Medi- 
cine, the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morris  Lester  Bowman,  M.D.,  of  Lakewood, 
formerly  of  Jamestown,  died  on  April  13  at  his 
home  at  the  age  of  sixty-nine.  Dr.  Bowman 
graduated  from  Harvard  University  Medical 
School  in  1924.  Until  his  retirement  in  1964, 
he  had  been  an  attending  obstetrician  and 
gynecologist  at  the  Woman’s  Christian  Asso- 
ciation Hospital,  Jamestown.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Bowman  was 
a member  of  the  Chautauqua  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Edward  Doyle,  M.D.,  of  Williamsville, 
formerly  of  Syracuse,  died  on  April  10  in  Boston, 
Massachusetts,  where  he  was  a senior  teaching 
fellow,  at  the  age  of  forty-one.  Dr.  Doyle 
graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1948.  He  had  been  medical 
director  and  vice-president  of  Bristol  Labora- 
tories in  Syracuse  and  was  on  leave  of  absence 
for  one  year.  Dr.  Doyle  was  the  first  winner, 
in  1961,  of  the  Laurance  D.  Redway  Award  and 
Medal  for  Medical  Writing,  presented  by  the 
New  York  State  Journal  of  Medicine  in 
honor  of  the  late  editor  of  the  Journal.  Dr. 
Doyle  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  Falkson,  M.D.,  of  Walden,  died  on 
March  30  at  St.  Luke’s  Hospital,  Newburgh,  at 
the  age  of  seventy-five.  Dr.  Falkson  received 
his  medical  degree  from  the  University  of 
Berlin  in  1914  and  had  practiced  in  Germany  for 
twenty-three  years  before  coming  to  the  United 
States.  He  was  a consulting  physician  in 
internal  medicine  at  St.  Luke’s  Hospital,  New- 
burgh. Dr.  Falkson  was  a member  of  the 
Orange  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Shanley  Fitzgerald,  M.D.,  of  Utica, 
died  on  March  13  at  the  age  of  sixty-four.  Dr. 
Fitzgerald  graduated  from  Cornell  University 
Medical  College  in  1929  and  served  during 
World  War  II  with  the  U.S.  Navy  Medical 
Corps  with  the  rank  of  commander.  He  was  a 
senior  attending  urologist  at  St.  Elizabeth’s 
Hospital,  a consulting  urologist  at  Herkimer 
Memorial,  Little  Falls,  and  Utica  State  Hos- 
pitals, and  a member  of  the  consulting  staff  at 
St.  Luke’s-Memorial  Hospital  Center.  He  was 
founder  of  the  Oneida  County  Tumor  Clinic  in 
1946  and  in  1954  received  the  Utica  Academy 
of  Medicine’s  “Meritorious  Achievement 
Award.”  A Diplomate  of  the  American  Board 
of  Urology  and  a Fellow  of  the  American  College 
of  Surgeons,  Dr.  Fitzgerald  was  a member  of 
the  American  Urological  Association,  the  Utica 
Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Benjamin  Freedman,  M.D.,  of  Farmingdale, 
formerly  of  Troy,  died  on  April  9 at  his  home  in 
Plain  view  at  the  age  of  sixty-two.  Dr.  F reedman 
graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1928  and  had  been  on  the  staff  of 
the  Pawling  Sanitarium,  Troy,  since  1935,  serv- 
ing as  medical  director  from  1945  until  the 
sanitarium  closed  in  1957.  He  was  an  attend- 
ing physician  at  the  Nassau  County  Tuberculosis 
Hospital.  A Fellow  of  the  American  College  of 
Chest  Physicians,  Dr.  Freedman  was  a member 
of  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Augustine  Green,  M.D.,  of  Mechanic- 
ville,  died  on  April  11  at  St.  Mary’s  Hospital, 
Troy,  at  the  age  of  seventy-seven.  Dr.  Green 
graduated  from  Albany  Medical  College  in 
1912  and  served  during  World  War  I with  the 
U.S.  Army  Medical  Corps.  He  had  practiced 
in  Mechanicville  for  more  than  fifty  years. 
Dr.  Green  was  a member  of  the  Saratoga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harold  M.  Johnson,  M.D.,  of  Dewittville, 
died  on  January  17  at  the  age  of  seventy-one. 
Dr.  Johnson  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1917.  He  was  a 
member  of  the  Buffalo  Academy  of  Medicine. 
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Shailer  Upton  Lawton,  M.D.,  of  New  York 
City,  died  on  April  8 at  Roosevelt  Hospital  at 
the  age  of  seventy-two.  Dr.  Lawton  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1919.  He  established  the 
Shailer  Emery  Lawton  Foundation  in  memory 
of  his  father  and  provided  free  medical  treat- 
ment for  students  and  medical  scholarships. 
From  1934  to  1940  he  was  medical  director  of  the 
Woman’s  House  of  Detention,  from  1928  to 
1951  he  was  on  the  faculty  of  New  York  Uni- 
versity School  of  Education,  and  in  1945  he 
received  a special  citation  for  his  services  to  the 
University.  A Fellow  of  the  American  College 
of  Physicians,  Dr.  Lawton  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Francis  McLane,  M.D.,  of  Snyder 
and  Buffalo,  died  on  March  31  at  the  age  of 
fifty-eight.  Dr.  McLane  graduated  from 
Georgetown  University  School  of  Medicine  in 
1937.  He  was  an  assistant  attending  physician 
in  general  practice  at  Millard  Fillmore  Hospital. 
Dr.  McLane  was  a member  of  the  Buffalo  Acad- 


Medical resources 
in  Western  hemisphere 

A progress  report,  published  recently  in  the 
A.M.A.  News,  shows  the  area,  population, 
and  medical  resources  in  parts  of  the  Western 
hemisphere. 

In  Guadeloupe,  a French  possession,  there 
are  657  square  miles,  a population  of  300,000, 
no  medical  schools,  21  hospitals,  and  122  phy- 
sicians. 

Guatemala  has  42,000  square  miles,  4.2  mil- 
lion people,  1 medical  school,  45  hospitals,  and 
954  physicians. 

Haiti  is  10,700  square  miles  in  size,  has  a 
population  of  4.3  million,  1 medical  school,  31 
hospitals,  and  400  physicians. 

The  Honduras  are  43,300  square  miles  in  size, 
have  a population  of  2 million,  1 medical  school, 
40  hospitals,  and  400  physicians. 

Jamaica,  consisting  of  4,400  square  miles, 
has  1.6  million  people,  1 medical  school,  28 
hospitals,  and  655  physicians. 

Martinique  is  420  square  miles  in  size,  has  a 


emy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Herbert  Franklyn  St.  John,  M.D.,  of 

Rochester,  died  on  March  15  at  the  age  of  sixty- 
six.  Dr.  St.  John  graduated  from  the  Univer- 
sity of  Toronto  Faculty  of  Medicine  in  1923. 
He  was  a member  of  the  American  Academy  of 
General  Practice,  the  Rochester  Academy  of 
Medicine,  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Joseph  Patrick  White,  M.D.,  of  Douglaston, 
died  on  February  16  at  the  age  of  forty-two. 
Dr.  White  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1952.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


population  of  300,000,  no  medical  schools,  17 
hospitals,  and  122  physicians. 

The  Netherlands  Antilles  consist  of  390 
square  miles,  and  have  a population  of  200,000. 
There  are  no  medical  schools,  10  hospitals,  and 
140  physicians. 

Nicaragua,  the  largest  of  the  Central  American 
republics,  has  57,150  square  miles,  1.5  million 
people,  1 medical  school,  29  hospitals,  and  525 
physicians. 

In  Panama,  the  smallest  Latin  American 
country,  there  are  28,576  square  miles,  1 mil- 
lion people,  1 medical  school,  30  hospitals,  and 
500  physicians. 

In  the  U.S.  government  reservation,  the 
Panama  Canal  Zone,  there  are  648  square  miles, 
a population  of  44,000,  no  medical  schools,  4 
hospitals,  and  100  physicians. 

El  Salvador,  the  smallest  of  Central  American 
states,  has  8,200  square  miles,  a population 
of  2.5  million,  1 medical  school,  40  hospitals, 
and  550  physicians. 

Trinidad  and  Tobago,  totaling  1,980  square 
miles,  have  combined  populations  of  900,000, 
no  medical  schools,  27  hospitals,  and  350  phy- 
sicians. 
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Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  ( particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
The  World  Medical  Association  to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  international  good  will.  Your  co- 
operation in  this  program  will  be  greatly  appreciated  and  your  contact 
with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove 
very  gratifying.  If  you  wish  to  participate  in  this  program,  send  your 
name,  address,  and  titles  of  journals  you  will  contribute  to  DOCTOR- 
TO-DOCTOR  PROGRAM,  The  World  Medical  Association,  10  Co- 
lumbus Circle,  New  York,  New  York  10019. 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 


Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine , 750  Third  Avenue,  New  York,  N.Y.  10017. 


Old  address 


Name 


Please  Print 


New  Address: 

( Send  Journal  Number  Street 

here) 


City 


Effective  Date: 


State 


Zip  Code 
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Books  Received 


The  following  books  were  received  during  the  month  of  March,  1966.* 


Atlas  of  Orthopaedic  Exposures.  By  Tou- 
fick  Nicola,  M.D.  Quarto  of  135  pages, 
illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1966.  Cloth,  $10. 

Feminine  Forever.  By  Robert  A.  Wilson, 
M.D.  Octavo  of  224  pages,  illustrated.  New 
York,  M.  Evans  & Company,  Inc.,  1966. 
Distributed  by  J.  B.  Lippincott  Company. 
Cloth,  $5.95. 

Current  Perspectives  in  Cancer  Therapy. 
Edited  by  William  S.  Blakemore,  M.D.,  and  I. 
S.  Ravdin,  M.D.  Octavo  of  234  pages,  il- 
lustrated. New  York,  Hoeber  Medical  Di- 
vision, Harper  & Row,  1966.  Cloth,  $8.50. 

Drugs  of  Choice  1966-1967.  Edited  by 
Walter  Modell,  M.D.  Octavo  of  969  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1966.  Cloth,  $16.75. 

Psychopathology  of  Schizophrenia.  Edited 
by  Paul  H.  Hoch,  M.D.,  and  Joseph  Zubin, 
Ph.D.  The  Proceedings  of  the  Fifty-Fourth 
Annual  Meeting  of  the  American  Pys- 
chopathological  Association,  Held  in  New 
York  City,  February  1964.  Octavo  of  582 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1966.  Cloth,  $19.75. 

An  Introduction  to  Geriatrics.  By  Bernard 
Isaacs,  M.D.  Octavo  of  212  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1965.  Cloth,  $8.50. 

Paths  to  Child  Placement.  Family  Situa- 
tions Prior  to  Foster  Care.  By  Shirley 
Jenkins  and  Mignon  Sauber.  Octavo  of  220 
pages.  New  York,  The  Community  Council 
of  Greater  New  York,  1966.  Paper,  $3.50. 

Hospital  Policy  Decisions:  Process  and 

Action.  By  Arthur  B.  Moss,  Wayne  G. 
Broehl,  Jr.,  Robert  H.  Guest,  John  W.  Hen- 
nessey, Jr.  Octavo  of  232  pages.  New  York, 
G.  P.  Putnam’s  Sons,  1966.  Cloth,  $8.50. 

Your  Wonderful  Baby:  a Practical  Ap- 

proach to  Baby  and  Child  Care.  By 

Willis  J.  Potts,  M.D.  Octavo  of  303  pages, 
illustrated.  Chicago,  Rand  McNally  & Com- 
pany, 1966.  Cloth,  $4.95. 

Your  Ulcer:  Prevention,  Control,  Cure. 

By  G.  S.  Serino,  M.D.  Octavo  of  162  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1966.  Cloth,  $3.50. 

♦Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


The  Spinal  Lesion.  By  Stanley  V.  Paris, 
N.Z.S.P.,  M.C.S.P.  Octavo  of  190  pages,  il- 
lustrated. Christchurch,  N.  Z.,  Pegasus  Press, 
1965.  Cloth,  45/—. 

Examination  of  the  Urine:  A Programmed 

Text.  By  John  M.  Weller,  M.D.,  and  James 

A.  Greene,  Jr.,  M.D.  Octavo.  Illustrated. 
New  York,  Appleton-Century-Crofts,  1966. 
Paper,  $8.50.  (In  two  parts  with  filmstrips 
and  viewer). 

Emergency  Anaesthesia.  Edited  by  Harry 

L.  Thornton,  M.R.C.S.,  and  Peter  F.  Knight, 

M. B.  Octavo  of  451  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company, 
1965.  Cloth,  $18.75. 

Pediatric  Pathology.  By  Daniel  Stowens, 
M.D.  Second  Edition.  Quarto  of  847  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Co.,  1966.  Cloth,  $26.50. 

Research  Reviews  and  Clinical  Trials 
1964-65.  Edited  by  Dr.  D.  J.  E.  L.  Carrick. 
Octavo  of  204  pages,  illustrated.  London, 
Medical  News  Ltd.,  1965.  Paper,  21/ — . 

Disorders  of  Carbohydrate  Metabolism  in 
Infancy.  By  Marvin  Cornblath,  M.D.,  and 
Robert  Schwartz,  M.D.  Major  Problems  in 
Clinical  Pediatrics — Volume  III.  Octavo 
of  297  pages,  illustrated.  Philadelphia,  W. 

B.  Saunders  Company,  1966.  Cloth,  $8.50. 

The  Medical  Clinics  of  North  America. 
Lahey  Clinic  Foundation  Number.  Vol- 
ume 50 — Number  2,  March,  1966.  Systemic 
Disease  and  The  Gastrointestinal  Tract. 

Henry  E.  Zellman,  M.D.,  Guest  Editor. 
Octavo.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Published  Bi-Monthly  (six  num- 
bers a year).  Cloth,  $18  per  year. 

Modern  Treatment.  Volume  3,  Number 
1,  January  1966.  Treatment  of  Hyper- 
tension. Guest  Editor  Alvin  P.  Shapiro, 
M.D.  Treatment  of  Pituitary  Disorders. 
Guest  Editor  Raymond  V.  Randall,  M.D. 
Octavo.  Illustrated.  New  York,  Hoeber  Med- 
ical Division,  Harper  & Row,  Publishers,  1966. 
Published  Bi-Monthly  (six  numbers  a year). 
Paper,  $16  per  year. 

Five  Congenital  Cardiac  Defects.  A Study 
of  the  Profile  and  Natural  History.  Edited 
by  James  W.  DuShane,  M.D.,  and  William  H. 
Weidman,  M.D.  Quarto  of  52  pages,  il- 
lustrated. New  York,  The  American  Heart 
Association,  1965.  Paper,  $2.50.  (American 
Heart  Association  Monograph  Number  Twelve). 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


F 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 


Index  to  Advertised  Products 


Analgesics 

Protamide  (Sherman  Laboratories) 1599 

Analgesic-antispasmodics 

Tranco-Gesic  (Winthrop  Laboratories) 1595 

Antiarthritics 

Tandearil  (Geigy  Pharmaceuticals) 1618-1619 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 1607 

V-Cillin  K (Eli  Lilly  & Company) 1624 

Antidepressants 

Deprol  (Wallace  Laboratories) 1592-1593 

Norpramin  (Lakeside  Laboratories) 1621 

Antiseptics 

Alkalol  (Alkalol  Company) 1620 

An  tit  rich  monads 

Flagyl  (G.  D.  Searle  & Company) 1629 

Diagnostic  aids 

Glucola  (Ames  Company,  Inc.) 3rd  cover 

Tine  Test 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1623 


Hematinics 

Fergon  (Breon  Laboratories) 1693 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 1615 

Mood  elevators 


Dexamyl  (Smith  Kline  & French  Laboratories).. . . 1698 

Multivitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 


Oral  polio  vaccine 

Orimune 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1623 

Sex  hormones  & vitamins 

Mediatric  (Ayerst  Laboratories) 

1601,  1602,  1603,  1604,  1605 


Steroids  & hormones 


Aristocort 

(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1609 

T ranquilizers 

Atarax  (J.  B.  Roerig  & Company) 1616-1617 

Miltown  (Wallace  Laboratories) 1597 

Valium  (Roche  Laboratories) 2nd  cover-1591 

Vistaril  (Pfizer  Laboratories) 1612,  1613,  1614 
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Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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has  a special  and  personal  kind  of  meaning 
for  thousands  of  people  in  developing  nations 
on  three  continents.  To  those  who  have  sought 
and  found  healthier,  happier  and  more  pro- 
ductive lives,  HOPE  is  a white  hospital  ship 
where  American  doctors,  nurses  and  techni- 
cians teach  medical  counterparts  to  better 
diagnose  and  treat  their  own  countrymen. 
Won’t  you  share  in  the  magnificent  accom- 
plishments of  HOPE  volunteers  who  daily 
give  the  precious  gift  of  health  to  people 
once  hopeless? 


Please  send  your  contributions  to  Project 
HOPE,  Room  A,  Washington,  D.  C.  20007.  All 
donations  are  tax  deductible.  Thank  you  for 
your  valuable  support. 

Printed  as  a public  service  by  this  publication. 


PINEWOOD  Walte'  A MED.PiD?RKTORF' A P A 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Ketoneh,  N.y.  Tel:  CEntral  2-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  eleotro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  Tomeg 

Five  Acres  of  Pine  wooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.  A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  lot  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  42  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 


Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
_ EST.  1924  • Licensed  by  the  State  of  New  York 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service— 35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066. 


“My  doctor  is  a boating  nut.  What  kind  of  nut  is 
your  doctor?" 


DICTATE  BY  PHONE 

just  pick  up  your  Phone  and  dictate — 
eliminate  fixed  salaries,  overtime, 
fringe-benefits,  equipment  costs.  WE 
HAVE  LEGAL,  MEDICAL,  COMMERCIAL 
EXPERTS.  We  Record  and  Transcribe 
Medical  Conferences  Nationwide. 

Accomplished  Office  Service  349-3260 


PRACTICES  FOR  SALE  OR  RENT 


LARGE  GENERAL  PRACTICE  FOR  SALE.  PHY- 
sician  recently  deceased.  Town  5,000  population,  60  miles 
north  of  N.Y.C.  Box  366,  % NYSJM. 


RADIOLOGY:  BECAUSE  OF  ILLNESS  MUST  SELL 

office  and  hospital  practice  near  large  city.  Upstate  New 
York.  Net  income:  $55—60,000.  Price:  Building  and 

equipment.  Box  370,  % NYSJM. 


GENERAL  PRACTICE,  WESTERN  N.Y.,  FOR  SALE. 
Office  and  home  with  indoor  pool  on  '/a  acre  lot  in  village 
of  1500  on  Chautauqua  Lake,  1 hr.  from  Buffalo;  10  min. 
from  Chautauqua  Institution.  Open  staff  hospital  7 miles 
Available  July.  Leaving  to  specialize.  $20,000.  R.  Rum- 
mer, M.D.,  Mayville,  New  York. 
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PHYSICIANS 

World  leader  in  pharmaceutical  in- 
dustry seeking  physician  for  position 
as  ASSOCIATE  DIRECTOR- 
CLINICAL  RESEARCH.  Re- 
warding professional  career  of- 
fering opportunity  for  personal 
growth  and  challenge  to  utilize  your 
medical  experience  to  explore  new 
horizons  in  pharmaceutical  research. 

Financial  arrangements  negotia- 
ble. Outstanding  benefits.  Write 
in  confidence  listing  education, 
training  and  experience  to: 

MR.  D.  V.  VINES 


Medical  Research  Center 

Groton,  Connecticut 

An  Equal  Opportunity  Employer 


PHYSICIANS  WANTED— CONT’D 


PEDIATRICIAN,  LARGE  COMPREHENSIVE  MED- 
ical  care  group  in  a rapidly  expanding  suburb  of  New 
York  City.  Initial  salary  leading  to  partnership.  Four 
weeks’  vacation.  Opportunity  for  partnership.  Full 
credentials  requested  in  initial  letter.  Box  362,  % NYSJM. 


WANTED:  PSYCHIATRIST,  35  HOUR  WEEK,  TO 

function  as  part  of  clinic  psychiatric  program,  diagnose 
and  treat  emotional  disorders;  emphasis  on  therapy. 
Ecclectic  program.  Long  Island  community  psychiatric 
clinic,  30  minutes  to  mid-town  Manhattan.  Three  years 
approved  residency;  New  York  State  license  required. 
Interest  in  community  mental  health  essential.  Dynamic 
opportunity  for  broad  experience  in  three  discipline  ap- 
proach; teaching,  consultation,  lecturing  and  research. 
Interest  in  forensic  psychiatry  desirable.  Starting  salary 
$16,497,  fringe  benefits.  Contact  L.  Goldschmidt,  M.D., 
Psychiatric  Consultation  Clinic,  33  Willis  Avenue,  Mineola, 
New  York.  Tel.  (516)  PI  2-3000,  ext.  2355. 


RESIDENTS  IN  PSYCHIATRY:  OPENING  FOR  JULY 
1st  1966  and  Jan.  1st  1967.  Stipend  $11,400  for  physicians 
just  completing  internship.  Federal  stipend  available  to 
physicians  with  4 years  nonpsychiatric  training  or  ex- 
perience following  internship  amounting  to  $12,000 
annually  with  an  extra  $3600  tax  exemption.  Graduates 
of  American  schools  must  be  eligible  for  Iowa  licensure. 
Foreign  graduates  must  have  ECFWG  certificate.  Hos- 
pital has  450  in-patients,  large  out-patient  dept.,  children’s 
unit  with  Board  certified  child  psychiatrist.  Eclectic 
program  with  emphasis  on  community  and  existential 
psychiatry.  Thirteen  senior  staff  members  including 
ten  Board  certified.  Numerous  consultants.  Authorized 
for  12  residents.  Affiliation  with  University  of  Iowa. 
Enthusiastic  and  dynamic  training  and  treatment  pro- 
grams that  are  best  understood  by  a personal  visit.  Write 
or  call  collect:  W.  C.  Brinegar,  M.D.,  Superintendent, 

or  John  Worthington,  M.D.,  Mental  Health  Institute, 
Cherokee,  Iowa. 


PHYSICIANS  WANTED 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.  Y. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modem 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,%  NYSJM. 


G.  P.  FOR  ASSOCIATION  WITH  PROGRESSIVE  UP- 
state  group.  Regular  hours,  vacation  coverage.  Box 
336,  % NYSJM. 


FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  3 year 
program  designed  to  provide  a well  rounded  experience  in 
diagnosis,  inpatient  and  outpatient  treatment  of  children 
and  adults,  and  forensic  and  community  psychiatry, 
through  didactic  courses  and  intensive  supervision  by 
attending  staff  connected  with  various  medical  schools 
and  analytic  institutes  in  the  New  York  City  area.  Op- 
portunity for  elective  work  in  variety  of  fields  of  special 
interest  (community,  forensic  or  college  psychiatry,  and 
research).  Applicants  must  have  had  3 years  experience 
in  general  practice  or  medical  specialty  other  than  psy- 
chiatry. Stipend  $12,000  per  year.  Write:  Director  of 

Psychiatry,  Grasslands  Hospital,  Valhalla,  New  York. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 


PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August  to  do  general  practice;  and  general  practitioner 
wanted  to  join  medical  group  as  full  partner.  Contact 
Charles  Rosenstock,  M.D.,  or  Fred  Horwitz,  M.D.  at 
Ellen ville.  New  York.  CaU  (914)  647-5300. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


INTERNIST-ANESTHESIOLOGIST  URGENTLY 

needed  in  upstate  town.  Association  available.  Income 
guaranteed.  Fully  accredited  hospital.  Home  and  office 
space  immediately  available.  Contact  James  G.  Parke, 
M.D.,  Chief  Surgery;  Dr.  Ellis,  Chief  Staff,  Albion,  New 
York. 


INTERNIST:  RETIRING,  SEEKS  SUCCESSOR  FOR 

active  practice  grossing  $45,000-$50,000  on  limited  work 
schedule.  Modern,  combined  home  and  office  fully 
equipped,  completely  air  conditioned,  in  most  desirable,  lo- 
cation, for  sale.  Practice  gratis.  Three  open  staffed 
hospitals.  Southern  tier  N.  Y.  State.  Box  374,  % 
NYSJM. 


WANTED:  ANESTHESIOLOGIST  M.D.,  N.Y.S. 

license.  No  nights,  no  weekends;  Mon.  thru  Fri.,  Mid- 
town Manhattan.  $18,000.  Box  387,  % NYSJM. 


UROLOGIST  WANTED,  BOARD  CERTIFIED  OR 
eligible,  to  associate  in  growing  practice,  New  York  City 
(Manhattan).  Excellent  opportunity  for  stable  partner- 
ship with  urologist  in  early  40’s.  Fully  equipped  office, 
excellent  hospital  facilities.  Box  388,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


OB-GYN.  TO  JOIN  MULTI-SPECIALTY  GROUP. 
Growth  area.  Write  Box  379,  % NYSJM. 


PHYSICIANS  WANTED— MALE  & FEMALE.  Lic- 
ensed, for  children’s  camps,  July-August.  Good  salary 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York,  N.Y. 
10036,  phone  212  OX  5-2656. 


INTERNIST  WANTED  ON  A CONSULTATIVE  BASIS. 
Fee  for  services.  Write  Box  380,  % NYSJM. 


WANTED:  PHYSICIAN  INTERESTED  IN  GENERAL 
practice  with  6 man  group  in  suburbs  of  Detroit.  Del- 
icious salary  and  future  partnership.  Write  Box  381, 
% NYSJM. 


WANTED:  GENERAL  SURGEON,  BOARD  ELIGIBLE 
or  certified,  by  established  surgeon  in  suburban  Long  Island 
community.  Initial  salary  leading  to  partnership.  Mili- 
tary obligation  should  be  completed.  Write  details  of 
background  and  training.  Box  378,  % NYSJM. 


AGGRESSIVE  SURGEON  TO  HEAD  DYNAMIC,  7 
man,  multi-specialty  group  with  our  ultramodern  clinic 
and  hospital  in  Detroit  suburb.  Challenging  scientific 
environment.  Most  rewarding  financial  arrangements. 
Write  Box  382,  % NYSJM. 


G.  P„  E.  N.  T.,  OPHTHALMOLOGIST,  DERMATOLO- 
gist  to  join  busy  clinic  with  view  to  partnership.  Must 
be  Ohio  licensed.  Write;  Medical  Director,  Metro  Med- 
ical Clinic,  836  Broadway,  Bedford,  Ohio.  44014. 


LOCUM  TENENS:  GENERAL  PRACTICE,  NO  OB- 
stetrics,  August  and  all  or  part  of  July;  younger  physician 
with  one  or  two  years  of  internship  residency  experience  in 
internal  medicine.  Village  near  Rochester,  N.Y.  Living 
quarters  available,  top  remuneration.  Opportunity  for 
later  association.  Box  391,  % NYSJM. 


ATTRACTIVE  GROWING  AREA,  SOUTHERN  TIER 
New  York  State,  needs  general  practitioners,  internists, 
and  otolaryngologists.  Opportunities  for  association  or 
solo  practice.  Uncluttered  living  in  pleasant  community. 
Fine  schools  and  recreational  facilities.  Two  well  equipped, 
modern  hospitals.  Privileges  are  available.  Contact: 
Mr.  John  J.  Reed,  Administrative  Assistant,  St.  Joseph’s 
Hospital,  555  E.  Market  St.,  Elmira,  New  York. 


REAL  ESTATE  FOR  SALE  OR  RENT 


HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare).  Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 


STONY  BROOK:  FOR  SALE— LUXURY  CUSTOM 

BUILT,  11  room  house  with  4 room  office  wing,  separate 
entrance,  main  thoroughfare,  beautifully  decorated.  3 
full  bathrooms,  huge  basement,  central  air-conditioning, 
2 car  garage;  */«  acre  wooded.  Midst  giant  new  develop- 
ment, State  University  future  medical  school  and  hospital. 
Rare  opportunity.  (516)  941-9482. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


BORO  PARK:  9TH  AVE.  NEAR  41ST  ST.,  BROOKLYN. 
Sale:  2 fam.,  semi-det.  brick,  6-7  rms.  Street  level  5 
room  apt;  doctor’s  office,  30  yrs.  Garage;  2 !/.  tile  baths. 
Garden  plot  25  X 100  with  2 car  garage.  Gas  heat.  Per- 
fect home-office  plus  income.  Many  extras.  Call  357- 
3505. 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914) -454-0322 


OFFICE  FOR  RENT,  FLUSHING:  FULLY  EQUIPPED, 
air  conditioned,  physician’s  office  available  for  sublease. 
Located  on  Main  Street,  Flushing,  convenient  to  all  trans- 
portation and  hospitals.  Includes  nurse’s  station,  waiting 
room,  two  examining  rooms.  X-ray  room,  dark  room,  and 
lavatory.  For  further  information,  call:  IN  3-4460. 


HOME-OFFICE  FOR  SALE:  COMMACK,  EAST 

Northport  area.  Fastest  growing  vicinity  in  nation. 
Main  street  residential  area.  Office:  7 rooms;  waiting 

and  consultation  rooms  panelled.  Home:  3 bedrooms, 

2 bathrooms,  living  room,  dining  room,  sundeck,  modern 
kitchen  and  dinette.  Many  extras.  Both  centrally  air 
conditioned.  Professionally  landscaped.  Excellent  physi- 
cian or  dental  specialist.  (516)  FO  8-2584. 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
koma,  Suffolk  County,  L.I.  Urgent  need  for  G.P.’s 
and  specialists.  Hospitals  nearby.  Call  (516) -585-3543. 


OFFICE-HOME,  LONG  ISLAND,  40  MILES  FROM 
Manhattan,  new  development  adjacent,  5 minutes  from 
2 hospitals.  Office — 600  sq.  ft.,  5 rooms  plus  lavatory, 
central  air  conditioning.  House — 5 bedrooms,  den, 

large  kitchen,  double  garage,  fire  alarm.  (516) -MO 
5-4118,  or  Box  389,  % NYSJM. 


FREEPORT,  L.  I.:  OFFICES  FOR  RENT.  PRIME 
location  near  L.I.R.R.  station  and  bus  transportation,  in 
group  of  other  professional  suites.  Private  entrance, 
free  parking,  air  conditioned,  alterations  to  suit.  (212J-TR 
5-8141. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  LICENSED 
in  the  States  of  New  York  and  New  Jersey,  desires  position. 
Box  386,  % NYSJM. 


INTERNIST,  AGE  33,  BOARD  ELIGIBLE,  SUBSPEC- 
ialty  gastroenterology,  military  obligation  completed, 
interested  in  joining  medical  group  in  New  York  (West- 
chester, Nassau,  Suffolk  Counties),  August  1966.  Box 
390,  % NYSJM. 
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Allografts:  serum  antibodies  in  transplantation,  1631 
Alopecia:  modern  management  of  hair  and  scalp  disorders, 
1318 

A.M.A.:  nonparticipation  and  the  Sherman  Act,  1685 
Amphetamines:  misuse  of  Dristan  inhaler,  613 
Amputee,  potential  diabetic,  pre-  and  postoperative  manage- 
ment of  [Total  Care  of  Diabetic  Patient  from  Physiatrist’s 
Point  of  View]  (Symposium),  1636 
Amyloidosis,  cardiac,  and  complete  heart  block,  397 
Amyloidosis:  cardiac  failure  in  elderly  female  [Clinico- 

pathologic Conference],  1222 

Anatomy,  vascular,  and  physiology  of  brain  [Stroke:  Defini- 
tion and  Discussion  of  Medical  Management]  (Symposium), 
951 

Anemia,  acute  hemolytic,  complicating  infectious  mono- 
nucleosis, 273 

Anemia:  “pure”  acute  erythremic  myelosis,  636 
Anesthesia 

electronarcosis  in  the  guinea  pig,  1329 

progress  in  anesthetic  management  of  patients  for  cardiac 
surgery  [Recent  Advances  in  Medicine  and  Surgery], 
part  I 379,  part  II  502 
supraclavicular  brachial  block,  1315 

value  of  deep  breaths  in  reversing  postoperative  hypoxemia 
244 

Anesthesia  in  Epidermolysis  Bullosa  [Clinical  Anesthesia, 
Conference],  511 

see  also  Clinical  Anesthesia  Conference  (Series) 

Anesthetic  management  of  patients  for  cardiac  surgery. 


progress  in  [Recent  Advances  in  Medicine  and  Surgery], 
part  I 379,  part  II  502 

Angiitis:  convulsion,  rash,  coma,  leukocytosis,  and  fever 

[Clinicopathologic  Conference],  858 
Anorexia  nervosa  and  celiac  disease,  1000 
Antibiotics:  office  management  of  acne  vulgaris,  259 
Antibiotics,  surgical  mastoiditis  masked  by,  1102 
Antibodies,  serum,  in  transplantation,  1631, 

Antitoxin:  tetanus  in  New  York  State,  excluding  New  York 
City;  incidence  and  control,  487 
Anton  Chekhov,  M.D.,  “A  Dreary  Story”  by;  biography  of  a 
repression  [Medical  Arts  and  Letters],  1006 
Anxiety:  symptomatology- — organic  or  psychogenic?,  1304 
Apoplexy:  stroke:  definition  and  discussion  of  medical 

management  (Symposium),  947 
Appendix,  primary  malignant  tumors  of,  890 
Arbuthnot,  John,  M.D.,  F.R.S.,  F.R.C.P.  (1667-1735), 
satirist  and  member  of  Martinus  Scriblerus  club  [Medical 
Arts  and  Letters],  276 

Arm,  postmastectomy  edema  of  [Recent  Advances  in  Medi- 
cine and  Surgery],  618 
Arrhythmia  (s) 

bradycardia  following  succinylcholine  chloride  [Clinical 
Anesthesia  Conference],  874 
cardiac,  neurologic  disorders  due  to,  513 

cardiac,  quinidine  utilization  in;  report  of  study  involving 
sulfate  and  polygalacturonate  salts,  701 
Arteritis:  headache  [Panel  Discussion],  467 
Ascending  Cholangitis  (Furey),  1299 

Asymptomatic  diabetes,  diagnosis  of  early  [Total  Care  of 
Diabetic  Patient  from  Physiatrist’s  Point  of  View]  (Sym- 
posium), 1636 

Atelectasis,  acute,  successful  treatment  of,  with  acetylcys- 
teine, 1355 

Atopic  dermatitis,  management  of,  236 

Atrial  fibrillation:  quinidine  utilization  in  cardiac  arrhyth- 
mias; report  of  study  involving  sulfate  and  polygalac- 
turonate salts,  701 

Atropine:  fetal  bradycardia  and  fetal  distress,  250 
Autopsy  recording,  short  form  for,  289 

Autopsy:  significance  of  active  tuberculosis  initially  reported 
after  death,  496 

Back  pain,  severe,  low-grade  fever,  and  complete  heart  block 
in  young  woman  [Clinicopathologic  Conference],  1334 
(Battey),  nonspecific  tuberculin  sensitivity,  in  New  York 
State,  1069 

Bilateral  Salivary  Gland  Tumors  (Kwittken,  Ober,  and  Mann- 
heim) , 649 

Bile  salts:  inhibition  of  cholesterol  biosynthesis  [Nutrition 
Reports],  1097 

Biliary  passage:  ascending  cholangitis,  1299 
Billsbord  (Series),  293,  418,  655,  897,  1012,  1129,  1358 
Biopsy  for  detection  of  curable  lesions,  comparison  of  physi- 
cal examination  and,  prostatic  cancer,  XVI,  351 
Biosynthesis,  cholesterol,  inhibition  of  [Nutrition  Reports], 
1097 

Blackmore,  Sir  Richard,  M.D.  (1653-1729)  and  the  psalms  of 
David,  1125 

Blood  samples  during  glucose  tolerance  tests,  new  technic 
for  drawing,  964 

Bone  Changes  in  Sickle  Cell  Disease  (Argen  and  Sullivan), 
1238 

Brachial  block  anesthesia,  supraclavicular,  1315 
Bradycardia,  fetal,  and  fetal  distress,  250 
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Bradycardia  Following  Succinylcholine  Chloride  [Clinica 
Anesthesia  Conference  ],  874 
Brain 

abscess:  convulsions  and  abnormal  chest  findings  in  young 
adult  [Clinicopathologic  Conference],  1088 
-damaged  patients,  VII.  observations  on  oral  pentylene- 
tetrazol m elderly;  studies  in  basic  gerontologic  psy- 
chiatric research,  841 

disease,  organic,  and  depressive  reactions  of  late  life; 

combined  approach  in  outpatients,  719 
metastatic  disease  to,  with  extensive  cavitation,  404 
stroke;  definition  and  discussion  of  medical  management 
(Symposium),  947 

thrombophlebitis  migrans;  with  syndrome  of  rolandic  vein 
occlusion,  876 

Breast:  postmastectomy  edema  of  arm  [Recent  Advances 
in  Medicine  and  Surgery],  618 

Breast  Types  in  Mammography  (Strax  and  Oppenheim),  724 
Bullae:  anesthesia  in  epidermolysis  bullosa,  511 

Cancer 

cutaneous  carcinoma;  biologic  basis  for  selection  of  treat- 
ment, 1211 

pain  management  in,  958 

prostatic,  XVI.  Comparison  of  physical  examination  and 
biopsy  for  detection  of  curable  lesions,  351 
see  also  Carcinoma,  Neoplasm,  Tumor(s) 

Carcinoma 

bilateral  salivary  gland  tumors,  649 

cutaneous;  biologic  basis  for  selection  of  treatment,  1211 
low-grade  fever,  severe  back  pain,  and  complete  heart 
block  in  young  woman  [Clinicopathologic  Conference], 
1334 

peritoneal  schistosomiasis  simulating,  758 
see  also  Cancer,  Neoplasm,  Tumor(s) 

Cardiac 

arrhythmia,  neurologic  disorders  due  to,  513 

arrhythmias,  quinidine  utilization  in;  report  of  study  in- 
volving sulfate  and  polygalacturonate  salts,  701 
factors:  severe  hidden  delayed  reactions  from  insect  stings, 
1206 

massage,  hypovolemia  and  [Clinical  Anesthesia  Con- 
ference], 269 

surgery,  progress  in  anesthetic  management  of  patients  for 
[Recent  Advances  in  Medicine  and  Surgery],  part  I 
379,  part  II  502 

Cardiac  Amyloidosis  and  Complete  Heart  Block  (Brown- 
stein),  397 

Cardiac  Failure  in  Elderly  Female  [Clinicopathologic  Con- 
ference], 1222 

Cardioversion:  progress  in  anesthetic  management  of 

patients  for  cardiac  surgery,  part  II  [Recent  Advances  in 
Medicine  and  Surgery  ],  502 

Catalyst,  enzyme:  treatment  of  sequelae  secondary  to  periph- 
eral vascular  occlusion,  707 
Catarrh:  hearing  problems  in  children,  373 
Catheterization:  new  technic  for  drawing  blood  samples 

during  glucose  tolerance  tests,  964 
Catheterization:  progress  in  anesthetic  management  of 

patients  for  cardiac  surgery;  part  I [Recent  Advances 
in  Medicine  and  Surgery],  379 

Celiac  Disease  and  Anorexia  Nervosa  (Ferrara  and  Fontana), 
1000 

Cerebral  vascular  disease,  ischemic;  frequency  in  autopsy 
population  [Stroke:  Definition  and  Discussion  of  Medical 
Management]  (Symposium),  954 
Cervical  clefts  of  neck,  congenital  midline,  712 
Cesarean  section:  rupture  of  uterus,  845 

Charles  Morrison,  Surgeon  of  Greenock  and  Pioneer  Teleg- 
rapher (fl.  1753)  [Medical  Arts  and  Letters]  (Ober),  769 
Chekhov,  Anton,  M.D.,  “A  Dreary  Story”  by;  biography  of 
a repression  [Medical  Arts  and  Letters],  1006 
Chemosurgery:  cutaneous  carcinoma;  biologic  basis  for 

selection  of  treatment,  1211 

Chest  findings,  abnormal,  and  convulsions  in  young  adult 
[Clinicopathologic  Conference],  1088 
Chest  pain,  sudden  onset  of  [Clinicopathologic  Conference], 
965 
Child 

hematemesis  in  child  [Correlation  Conferences  in  Radiology 
and  Pathology  ] , 266 

Child,  idiopathic  myocardial  hypertrophy  in,  746 
see  also  Maternal  and  Child  Welfare  (Series) 

Children 

hearing  problems  in,  373 
stress  fractures  in,  391 

surgical  mastoiditis  masked  by  antibiotics,  1102 
Cholesterol  biosynthesis,  inhibition  of  [Nutrition  Reports], 
1097 

Cholangitis,  ascending,  1299 

Cholesteatoma:  hearing  problems  in  children,  373 
Chondroma:  tumors  and  tumor-like  conditions  of  hand,  363 
Chronic  disease  program,  long-term  medical  facilities  in  pub- 
lic health  (Symposium),  1197 
Clefts  of  neck,  congenital  midline  cervical,  712 
Clinical  Anesthesia  Conference  (Series),  269,  511,  742,  874, 
979,  1100,  1344 

Clinical  Considerations  in  Stroke  Syndrome  [Stroke:  Defini- 
tion and  Discussion  of  Medical  Management]  (Sympo- 
sium) (Rabiner) , 947 

Clinicopathologic  Conference  (Series),  625,  731,  858,  965, 
1088,  1222,  1334 


Colitis,  localized  ulcerative,  with  pseudopolyp  formation 
[Correlation  Conferences  in  Radiology  and  Pathology], 
739 
Colon 

left,  abdominal  pain  with  two  lesions  in  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  1670 
localized  ulcerative  colitis  with  pseudopolyp  formation 
[Correlation  Conferences  in  Radiology  and  Pathology], 
739 

transverse  and  left,  use  of  isoperistaltic  segment  of; 
esophagus  reconstruction,  375 

Complications  of  Intravenous  Regional  Anesthesia  [Clinical 
Anesthesia  Conference],  1344 

Compressed  innominate  vein  syndrome,  pectus  excavatum 
as  cause  of,  1346 

Congenital  Midline  Cervical  Clefts  of  Neck  (Gottlieb  and 
Lewin),  712 

Conservative  Management  of  Fibromyomata  Uteri  (Carv- 
alho), 1310 

Convulsion,  Rash,  Coma,  Leukocytosis,  and  Fever  [Clinico- 
pathologic Conference],  858 

Convulsions  and  Abnormal  Chest  Findings  in  Young  Adult 
[Clinicopathologic  Conference],  1088 
Copper:  nutrient  toxicity  with  excessive  intake;  II.  Min- 
eral overload  [Nutrition  Reports],  1233 
Correlation  Conference's  in  Radiology  and  Pathology  (Series) , 
266,  739,  976, 1230,  1670 

Corticosteroid  therapy:  management  of  atopic  dermatitis, 

236 

Corticosteroids:  office  management  of  acne  vulgaris,  259 
Corticosteroids:  Their  Physiologic  Use  in  Allergic  Disease 
[Proceedings,  New  York  Allergy  Society  ] (Harter),  827 
Cryosurgery  for  Glaucoma  (De  Roetth) , 1081 
Cutaneous  Carcinoma;  Biologic  Basis  for  Selection  of  Treat- 
ment (Stoll),  1211 

Cutaneous  polyarteritis  nodosa,  so-called,  1673 
Cyst(s) 

posterior  mediastinal  [Correlation  Conferences  in  Radiology 
and  Pathology],  1230 
secondary,  intraperitoneal,  407 
splenic,  632 

tumors  and  tumor-like  conditions  of  hand,  363 
Cystadenofibroma,  serous,  of  ovary,  adenocarcinoma  within, 
527 


Delayed  Ventricular  Fibrillation  Following  Direct-Current 
Conversion  of  Atrial  Fibrillation  to  Regular  Sinus  Rhythm 
(Furman,  Rubin,  and  Frieden),  271 
Depressive  reactions  of  late  life  and  organic  brain  disease; 

combined  approach  in  outpatients,  719 
Dermatitis,  atopic,  management  of,  236 

Dermatitis:  modem  management  of  hair  and  scalp  disorders, 
1318 

Dermatology:  office  management  of  acne  vulgaris,  259 
Dermatomyositis:  fever,  myalgia,  and  dysphagia  [Clinico- 
pathologic Conference],  731 

Diabetes,  early  asymptomatic,  diagnosis  of  [Total  Care  of 
Diabetic  Patient  from  Physiatrist’s  Point  of  View]  (Sym- 
posium), 1636 

Diabetes,  neurologic  complications  and  functional  abnor- 
malities in  [Total  Care  of  Diabetic  Patient  from  Phys- 
iatrist’s Point  of  View]  (Symposium),  1642 
Diabetic  patient  from  physiatrist’s  point  of  view,  total  care 
of  (Symposium),  1636 

Diagnosis  of  Early  Asymptomatic  Diabetes  [Total  Care  of 
Diabetic  Patient  from  Physiatrist’s  Point  of  View]  (Sym- 
posium) (Camerini-Davalos),  1636 
Diagnosis  of  infectious  diseases,  fluorescent  microscopy  as  aid 
in,  229 

Diagnosis:  symptomatology — organic  or  psychogenic?,  1304 
Diarrhea:  spontaneous  gastrocolic  fistula  due  to  benign 

gastric  ulcer,  1108 

Diet:  nutrient  toxicity  with  excessive  intake  [Nutrition 

Reports],  part  I vitamins,  869;  part  II  mineral  overload, 
1233 

see  also  Nutrition  Reports  (Series) 

Dilatation  and  Curettage  in  Outpatient  Department  (Scharf- 
man,  Posner,  and  Schocklander) , 1218 
Dilatation  and  curettage:  study  of  surgical  perforations  of 
uterus,  255 

Dimethyl  sulfoxide,  use  of,  to  prevent  damage  to  leukemic 
cells  in  freezing,  652 

Directions  in  Hospital  Epidemiology  [Medical  Care  Services 
in  Public  Health ] (Symposium)  (Fuerst  and  Lichtman),  1202 
Drama  of  Andreas  Vesalius  [History  of  Medicine]  (Reznikoff 
and  Reznikoff) , 410 
Dristan  inhaler,  misuse  of,  613 
Driver  licensing,  medical  aspects  of,  602 
Drug(s) 

corticosteroids:  their  physiologic  use  in  allergic  disease 

[Proceedings,  New  York  Allergy  Society],  827 

organic  brain  disease  and  depressive  reactions  of  late  life; 

combined  approach  in  outpatients,  719 
pain  management  in  cancer,  958 

prednisone  in  surgery  of  pulmonary  tuberculosis,  609 
progress  in  anesthetic  management  of  patients  for  cardiac 
surgery,  part  II  [Recent  Advances  in  Medicine  and 
Surgery],  502 

stenosing  ulcer  of  ileum  in  patient  receiving  enteric-coated 
thiazide-potassium,  751 

Duodenal'  bulb,  giant  trichobezoar  of  stomach  and,  1114 
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Dupuytren’s  contracture:  tumors  and  tumor-like  conditions 
of  hand, 363 

Dysphagia,  fever,  and  myalgia  [Clinicopathologic  Con- 
ference], 731 


EACA:  progress  in  anesthetic  management  of  patients  for 
cardiac  surgery,  part  II  [Recent  Advances  in  Medicine  and 
Surgery],  502 

Ear:  hearing  problems  in  children,  373 
Eczema:  management  of  atopic  dermatitis,  236 
Edema  of  arm,  postmastectomy  [Recent  Advances  in  Medi- 
cine and  Surgery],  618 

Edema:  severe  hidden  delayed  reactions  from  insect  stings, 
1206 

Electronarcosis  in  the  Guinea  Pig  (Shaw),  1329 
Electrosurgery:  cutaneous  carcinoma;  biologic  basis  for 

selection  of  treatment,  1211 
Embolism,  pulmonary,  and  phlebothrombosis,  493 
Emphysema,  pulmonary,  hyperventilation  syndrome  and  its 
relation  to,  1076 

Employability  of  Diabetic  Persons  [Total  Care  of  Diabetic 
Patient  from  Physiatrist’s  Point  of  View]  (Symposium) 
(Friedman),  1662 

Employe  Health  Service  in  Light  Industry;  Scope  and  Goals 
[Industrial  Health]  (Sathmary),  1682 
Enchondroma:  tumors  and  tumor-like  conditions  of  hand, 
363 

Endometriosis,  primary  adeno-acanthoma  of  ovary  arising 
in, 985 

Enhancement  of  Protection  Against  S taphylococcal  Infection 
by  Vaccines  (Kenney  and  Illes),  1084 
Enteric-coated  thiazide-potassium,  stenosing  ulcer  of  ileum 
in  patient  receiving,  751 

Enterocolitis,  acute  hemorrhagic,  due  to  congestive  heart 
failure,  756 

Enzyme  studies  of  pericardial  fluid,  hemorrhagic  pericarditis 
with  unusual  features  aided  diagnostically  by,  881 
Enzymes:  histochemical  methods;  their  significance  to 

pathology,  356 

Eosinophils- — Indicators  of  Allergy?  [Proceedings,  New 
York  Allergy  Society  ] (Litt),587 
Epidemic  Hemorrhagic  Fever  in  New  York  City  (Dolan  and 
Cherubin],  516 
Epidemiology 

hospital,  directions  in  (Symposium),  1202 
nonspecific  tuberculin  sensitivity  (Battey)  in  New  York 
State,  1069 

rubella  encephalitis,  1117 

significance  of  active  tuberculosis  initially  reported  after 
death, 496 

tetanus  in  New  York  State,  excluding  New  York  City; 
incidence  and  control,  487 

Epidermolysis  bullosa,  anesthesia  in  [Clinical  Anesthesia 
Conference],  511 

Epinephrine:  prednisone  in  surgery  of  pulmonary  tuber- 

culosis, 609 

Epithelioma:  cutaneous  carcinoma;  biologic  basis  for  selec- 
tion of  treatment,  1211 
Erythremic  myelosis,  “pure”  acute,  636 

Esophageal  Motility  Studies  in  Evaluation  of  Hiatal  Hernia 
(Kelley),  594 

Esophagus  Reconstruction;  Use  of  Isoperistaltic  Segment  of 
Transverse  and  Left  Colon  (Thorbjamarson),  375 
Estrogens:  office  managment  of  acne  vulgaris,  259 
Euphoria:  misuse  of  Dristan  inhaler,  613 
Exostosis:  tumors  and  tumor-like  conditions  of  hand,  363 
Extramedullary  Plasmacytoma  of  Upper  Respiratory  Tract: 
Recurrence  After  Latency  of  Thirty-Six  Years  (Wanebo, 
Geller,  and  Gerold),  1110 


F.A.M.:  fluorescent  microscopy  as  aid  in  diagnosis  of  in- 

fectious diseases,  229 

Fetal  Bradycardia  and  Fetal  Distress  (Plotz,  Boba,  and 
Linkie),  250 

Fetal  hemoglobin,  persisting,  in  Puerto  Rican  family,  981 
Fever,  low-grade,  severe  back  pain,  and  complete  heart  block 
in  young  woman  [Clinicopathologic  Conference],  1334 
Fever,  Myalgia,  and  Dysphagia  [Clinicopathologic  Con- 
ference], 731 

Fibrillation,  delayed  ventricular,  following  direct-current 
conversion  of  atrial  fibrillation  to  regular  sinus  rhythm,  271 
Fibromyomata  uteri,  conservative  management  of,  1310 
Fistula:  ascending  cholangitis,  1299 

Fistula,  spontaneous  gastrocolic,  due  to  benign  gastric  ulcer, 
1108 

Fluorescent  Microscopy  as  Aid  in  Diagnosis  of  Infectious 
Diseases  (Harris),  229 

Foramen  of  Morgagni,  gastric  volvulus  within  hernia  of; 

cause  of  intestinal  obstruction,  521 
Foreign  body 

from  stomach,  magnetic  retrieval  of,  996 
giant  trichobezoar  of  stomach  and  duodenal  bulb,  1114 
tumors  and  tumor-like  conditions  of  hand,  363 
Fractures,  stress,  in  children,  391 

Freezing,  use  of  dimethyl  sulfoxide  to  prevent  damage  to 
leukemic  cells  in,  652 

Functional  abnormalities  and  neurologic  complications  in 
diabetes  [Total  Care  of  Diabetic  Patient  from  Physiatrist’s 
Point  of  View]  (Symposium),  1642 
Fungus:  incidence  of  tinea  pedis  in  clinic  patients,  1123 
Fusion,  splenic-gonadal,  1679 


Ganglia:  tumors  and  tumor-like  conditions  of  hand,  363 
Gangrene:  treatment  of  sequelae  secondary  to  peripheral 
vascular  occlusion,  707 

Gastric  ulcer,  benign,  spontaneous  gastrocolic  fistula  due  to. 
1108 

Gastric  Volvulus  Within  Hernia  of  Foramen  of  Morgagni; 
Cause  of  Intestinal  Obstruction  (Mannix,  Diethelm,  and 
Pitman),  521 

Gastrocolic  fistula,  spontaneous,  due  to  benign  gastric  ulcer, 
1108 

Genetics:  persisting  fetal  hemoglobin  in  Puerto  Rican  family, 
981 

Geriatrics 

cardiac  amyloidosis  and  complete  heart  block,  397 

medical  and  social  needs  of  the  aging,  531 

organic  brain  disease  and  depressive  reactions  of  late  life; 

combined  approach  in  outpatients,  719 
studies  in  basic  gerontologic  psychiatric  research;  VII. 
Observations  on  oral  pentylenetetrazol  in  elderly  brain- 
damaged patients,  841 

Gerontologic  psychiatric  research,  studies  in;  VII.  Observa- 
tions on  oral  pentylenetetrazol  in  elderly  brain-damaged 
patients,  841 

Giant  Trichobezoar  of  Stomach  and  Duodenal  Bulb  (Free- 
man and  Weinstock),  1114 
Gland  tumors,  bilateral  salivary,  649 
Glaucoma,  cryosurgery  for,  1081 

Glucose  tolerance  tests,  new  technic  for  drawing  blood 
samples  during,  964 
Gonads:  splenic-gonadal  fusion,  1679 

Guillain-Barre  Syndrome  in  Infectious  Mononucleosis  (Fried- 
man), 744 

Hair  and  scalp  disorders,  modern  management  of,  1318 
Hamartoma:  tuberous  sclerosis,  642 
Headache  [Panel  Discussion],  467 

Headache,  left  frontal,  with  blurred  vision  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  976 
Health,  public,  medical  care  services  in  (Symposium), 
1185 

Health  service,  employe,  in  light  industry;  scope  and  goals 
[Industrial  Health],  1682 

Health  services  in  Southern  New  York,  impact  of  Medicare 
on  organization  and  financing  of  (Symposium),  1193 
Hearing  Problems  in  Children  (Waltner),  373 
Heart 

block,  complete,  and  cardiac  amyloidosis,  397 
block,  complete,  low-grade  fever,  and  back  pain  in  young 
woman  [Clinicopathologic  Conference],  1334 
block:  neurologic  disorders  due  to  cardiac  arrhythmia,  513 
cardiac  amyloidosis  and  complete  heart  block,  397 
cardiac  failure  in  elderly  female  [Clinicopathologic  Con- 
ference], 1222 

delayed  ventricular  fibrillation  following  direct-current 
conversion  of  atrial  fibrillation  to  regular  sinus  rhythm, 
271 

failure,  congestive,  acute  hemorrhagic  enterocolitis  due  to, 
756 

fetal  bradycardia  and  fetal  distress,  250 

hemorrhagic  pericarditis  with  unusual  features  aided 
diagnostically  by  enzyme  studies  of  pericardial  fluid, 
881 

hypovolemia  and  cardiac  massage  [Clinical  Anesthesia  Con- 
ference], 269 

idiopathic  myocardial  hypertrophy  in  child,  746 
neurologic  disorders  due  to  cardiac  arrhythmia,  513 
progress  in  anesthetic  management  of  patients  for  cardiac 
surgery  [Recent  Advances  in  Medicine  and  Surgery], 
part  I 379,  part  II  502 

quinidine  utilization  in  cardiac  arrhythmias;  report  of 
study  involving  sulfate  and  polygalacturonate  salts,  701 
sudden  onset  of  chest  pain  [Clinicopathologic  Conference], 
965 

see  also  Cardiac 

Hematemesis  in  Child  [Correlation  Conferences  in  Radiology 
and  Pathology],  266 

Hematoma,  spontaneous  spinal  epidural,  989 
Hemoglobin:  bone  changes  in  sickle  cell  disease,  1238 
Hemoglobin,  fetal,  persisting,  in  Puerto  Rican  family,  981 
Hemorrhage 

severe  hidden  delayed  reactions  from  insect  stings,  1206 
splenic  cysts,  632 

spontaneous  spinal  epidural  hematoma,  989 
Hemorrhagic  fever  in  New  York  City,  epidemic,  516 
Hemorrhagic  Pericarditis  with  Unusual  Features  Aided  Diag- 
nostically by  Enzyme  Studies  of  Pericardial  Fluid  (Wald- 
man),  881 

Hemorrhagic  rupture  of  liver,  intraperitoneal,  525 
Hepatic:  intraperitoneal  hemorrhagic  rupture  of  liver,  525 
see  also  Liver 
Hernia 

femoral,  properitoneal  approach  for  simultaneous  repair 
of  large  incisional  hernia,  and,  767 
hiatal,  esophageal  motility  studies  in  evaluation  of,  594 
large  incisional,  and  femoral  hernia,  properitoneal  ap- 
proach for  simultaneous  repair  of,  767 
of  foramen  of  Morgagni,  gastric  volvulus  within;  cause 
of  intestinal  obstruction,  521 

Hirsutism:  modern  management  of  hair  and  scalp  disorders, 
1318 

Histochemical  Methods;  Their  Significance  to  Pathology 
(Rosenbaum) , 356 
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History  of  Medicine  (Series),  410, 1244 

Hormone  therapy:  office  management  of  acne  vulgaris,  259 

Hospital  Affairs;  New  Mission  for  State  Health  Department 
(Ingraham),  771 

Hospital  epidemiology,  directions  in  (Symposium),  1202 
Hospital  Inspection  and  Certification  Program  [Medical 
Care  Services  in  Public  Health]  (Symposium)  (Katzive), 
1185 

Hyperkalemia:  relationship  of  acute  renal  failure  to  muscle 
necrosis,  400 

Hypertension:  convulsion,  rash,  coma,  leukocytosis,  and 

fever  [Clinicopathologic  Conference],  858 
Hypertension  During  Transurethral  Surgery  [Clinical  Anes- 
thesia Conference],  979 

Hypertension:  headache  [Panel  Discussion],  467 
Hypertrophy,  idiopathic  myocardial,  in  child,  746 
Hyperventilation  Syndrome  and  its  Relation  to  Pulmonary 
Emphysema  (Noehren),  1076 

Hypervitaminosis:  nutrient  toxicity  with  excessive  intake; 

I:  vitamins  [Nutrition  Reports],  869 
Hypervolemia:  hypertension  during  transurethral  surgery 

[Clinical  Anesthesia  Conference],  979 
Hypoglycemia,  neonatal  [Clinical  Anesthesia  Conference],  742 
Hypotension:  misuse  of  vasopressor  therapy  [Clinical  Anes- 
thesia Conference],  1100 

Hypoventilation:  value  of  deep  breaths  in  reversing  post- 
operative hypoxemia,  244 

Hypovolemia  and  Cardiac  Massage  [Clinical  Anesthesia 
Conference  ] , 269 

Hypoxemia,  value  of  deep  breaths  in  reversing  postoperative, 
244 

Hypoxia:  fetal  bradycardia  and  fetal  distress,  250 
Hysterectomy:  conservative  management  of  fibromyomata 
uteri,  1310 


Idiopathic  Myocardial  Hypertrophy  in  Child  (Douglas  and 
Wessely),  746 

Impact  of  Medicare  on  Organization  and  Financing  of  Health 
Services  in  Southern  New  York  [Medical  Care  Services  in 
Public  Health ] (Symposium)  (Haldeman),  1193 
Incidence  of  Tinea  Pedis  in  Clinic  Patients  (Mandel  and 
Karpiuk),  1123 

Induration:  prostatic  cancer,  XVI.  Comparison  of  physical 
examination  and  biopsy  for  curable  lesions,  351 
Industrial  Health  (Series),  1682 

Industry,  light,  employe  health  service  in;  scope  and  goals 
[Industrial  Health],  1682 
Infarcts:  bone  changes  in  sickle  cell  disease,  1238 
Infected  shoulder  joint,  open,  pedicle  flap  cover  of,  1350 
Infection,  staphylococcal,  by  vaccines,  enhancement  of  pro- 
tection against,  1084 

Infectious  diseases,  fluorescent  microscopy  as  aid  in  diagnosis 
of,  229 

Infertility,  male,  varicocele  as  contributing  factor  in;  a 
preliminary  report,  854 

Ingrown  Toenail;  New  Concept  (Kopell,  Winokur,  and 
Thompson),  1215 
Inhaler,  Dristan,  misuse  of,  613 

Inhibition  of  Cholesterol  Biosynthesis  [Nutrition  Reports], 
1097 

Innominate  vein  syndrome,  compressed,  pectus  excavatum 
as  cause  of,  1346 

Insect  stings,  severe  hidden  delayed  reactions  from,  1206 
Inspection  and  certification  program,  hospital  (Symposium), 
1185 

Intake,  excessive,  nutrient  toxicity  with;  II.  Mineral  over- 
load [Nutrition  Reports],  1233 

Intestinal  obstruction,  cause  of;  gastric  volvulus  within  hernia 
of  foramen  of  Morgagni,  521 

Intraperitoneal  Hemorrhagic  Rupture  of  Liver  (Manfredi), 
525 

Intravenous  regional  anesthesia,  complications  of  [Clinical 
Anesthesia  Conference],  1344 

In  Vitro  Study  of  Human  Lymphocytes  [Proceedings,  New 
York  Allergy  Society]  (Hirschhom) , 589 
Iron:  nutrient  toxicity  with  excessive  intake;  II.  Mineral 
overload  [Nutrition  Reports],  1233 
Ischemic  Cerebral  Vascular  Disease;  Frequency  in  Autopsy 
Population  [Stroke:  Definition  and  Discussion  of  Medical 
Management]  (Symposium)  (Aronson  and  Aronson),  954 
Is  Medical  Review  Good  Medicine  for  Doctors?  [Medical 
Care  Services  in  Public  Health]  (Symposium)  (Crump), 
1189 

Isoperistaltic  segment  of  transverse  and  left  colon,  use  of; 
esophagus  reconstruction,  375 

Jaundice,  painless,  and  abdominal  mass  in  elderly  woman 
[Clinicopathologic  Conference],  625 
John  Albertson  Sampson,  M.D.:  Pioneer  Gynecologist, 
Teacher,  and  Research  Worker  [History  of  Medicine] 
(Fitzgerald),  1244 

John  Arbuthnot,  M.D.,  F.R.S.,  F.R.C.P.  (1667-1735) 
Satirist  and  Member  of  Martinus  Scriblerus  Club  [Medi- 
cal Arts  and  Letters]  (Ober),  276 

Kidney 

convulsion,  rash,  coma,  leukocytosis,  and  fever  [Clinico- 
pathologic Conference],  858 

relationship  of  acute  renal  failure  to  muscle  necrosis,  400 
unusual  renal  tumors  with  findings  by  nephrotomography, 
762 

see  also  Renal 


Law  i9  a Jealous  Mistress  (Foster),  282 

LDH:  hemorrhagic  pericarditis  with  unusual  features  aided 
diagnostically  by  enzyme  studies  of  pericardial  fluid,  881 
Left  Frontal  Headache  with  Blurred  Vision  [Correlation 
Conferences  in  Radiology  and  Pathology],  976 
Lesions:  tumors  and  tumor-like  conditions  of  hand,  363 
Lesions,  two,  in  left  colon,  abdominal  pain  with  [Correlation 
Conferences  in  Radiology  and  Pathology],  1670 
Leukemic  cells  in  freezing,  use  of  dimethyl  sulfoxide  to  pre- 
vent damage  to,  652 

Leukocytosis,  fever,  convulsion,  rash,  and  coma,  [Clinico- 
pathologic Conference],  858 
Licensing,  driver,  medical  aspects  of,  602 
Liver 

convulsion,  rash,  coma,  leukocytosis,  and  fever  [Clinico- 
pathologic Conference],  858 

inhibition  of  cholesterol  biosynthesis  [Nutrition  Reports], 
1097 

intraperitoneal  hemorrhagic  rupture  of,  525 
see  also  Hepatic 

Localized  Ulcerative  Colitis  with  Pseudopolyp  Formation 
[Correlation  Conferences  in  Radiology  and  Pathology], 
739 

Long-Term  Medical  Facilities  in  Public  Health  Chronic 
Disease  Program  [Medical  Care  Services  in  Public  Health] 
(Symposium)  (Brightman),  1197 
Low-Grade  Fever,  Severe  Back  Pain,  and  Complete  Heart 
Block  in  Young  Woman  [Clinicopathologic  Conference], 
1334 

Lumbar  Disk  Surgery;  Long  Follow-Up  Results  from 
Three  Surgeons  (Slepian),  1063 
Lung(s) 

convulsions  and  abnormal  chest  findings  in  young  adult 
[Clinicopathologic  Conference],  1088 
hyperventilation  syndrome  and  its  relation  to  pulmonary 
emphysema,  1076 

phlebothrombosis  and  pulmonary  embolism,  493 
prednisone  in  surgery  of  pulmonary  tuberculosis,  609 
successful  treatment  of  acute  atelectasis  with  acetylcys- 
teine, 1355 

ventilators:  progress  in  anesthetic  management  of  patients 
for  cardiac  surgery,  part  II  [Recent  Advances  in  Medi- 
cine and  Surgery  ] , 502 
see  also  Pulmonary 

Lupus  Erythematosus  in  the  Negro  (Irgang),  727 
Lymphocytes,  human,  in  vitro  study  of  [Proceedings,  New 
York  Allergy  Society],  589 

Magnetic  Retrieval  of  Foreign  Body  from  Stomach  (Shaw 
and  Vargas),  996 

Male  infertility,  varicocele  as  contributing  factor  in;  a 
preliminary  report,  854 

Malnutrition:  celiac  disease  and  anorexia  nervosa,  1000 
Mammography,  breast  types  in,  724 
Management  of  Atopic  Dermatitis  (Fisher),  236 
Management  of  Diabetes  with  Vascular  Disease  of  Lower 
Extremities  [Total  Care  of  Diabetic  Patient  from  Physi- 
atrist’s  Point  of  View]  (Symposium)  (Wilder,  Ascoli, 
Sturchio,  and  Popowitz),  1651 
Marrow:  bone  changes  in  sickle  cell  disease,  1238 
Mastectomy:  postmastectomy  edema  of  arm  [Recent  Ad- 
vances in  Medicine  and  Surgery],  618 
Mastoiditis,  surgical,  masked  by  antibiotics,  1102 
Mediastinal  cyst,  posterior  [Correlation  Conferences  in 
Radiology  and  Pathology],  1230 
Medical  and  Social  Needs  of  the  Aging  (Rogatz),  531 
Medical  Arts  and  Letters  (Series),  276,  769,  1006,  1125 
Medical  Aspects  of  Driver  Licensing  (Brandaleone  and  Sim), 
602 

Medical  Care  Services  in  Public  Health  (Symposium),  1185 
Medical  facilities  in  public  health  chronic  disease  program, 
long-term  (Symposium),  1197 

Medical  review,  good  medicine  for  doctors?  (Symposium), 
1189 

Medicare 

hospital  affairs;  new  mission  for  State  Health  Department, 
771 

medical  and  social  needs  of  the  aging,  531 
nonparticipation  and  the  Sherman  Act,  1685 
on  organization  and  financing  of  health  services  in  South- 
ern New  York,  impact  on  (Symposium),  1193 
Medicine:  see  also  Recent  Advances  in  Medicine  and  Surgery 
(Series) 

Mephentermine:  misuse  of  Dristan  inhaler,  613 
Metabolism:  inhibition  of  cholesterol  biosynthesis  [Nutrition 
Reports],  1097 

Metastatic  Disease  to  Brain  with  Extensive  Cavitation 
(Kittredge),  404 

Microorganism:  Pasteurella  multocida  septicemia,  993 
Microscopy,  fluorescent,  as  aid  in  diagnosis  of  infectious 
diseases,  229 

Midline  cervical  clefts  of  neck,  congenital,  712 
Migraine:  headache  [Panel  Discussion],  467 
Mineral  overload,  II;  nutrient  toxicity  with  excessive  intake 
[Nutrition  Reports],  1233 

Misuse  of  Dristan  Inhaler  (Greenberg  and  Lustig),  613 
Misuse  of  Vasopressor  Therapy  [Clinical  Anesthesia  Con- 
ference], 1100 

Modern  Management  of  Hair  and  Scalp  Disorders  (Lubowe), 
1318 

Mononucleosis,  infectious,  acute  hemolytic  anemia  complicat- 
ing, 273 
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Mononucleosis,  infectious,  Guillain-Barre  syndrome  in,  744 
Morrison,  Charles,  surgeon  of  Greenock  and  pioneer  teleg- 
rapher (fl.  1753)  [Medical  Arts  and  Letters],  769 
Mucocele:  left  frontal  headache  with  blurred  vision  [Cor- 
relation Conferences  in  Radiology  and  Pathology],  976 
Muscle  necrosis,  relationship  of  acute  renal  failure  to,  400 
Myalgia,  fever,  and  dysphagia  [Clinicopathologic  Con- 
ference], 731 

Myelography:  lumbar  disk  surgery;  long  follow-up  results 
from  three  neurosurgeons,  1063 
Myelosis,  erythremic,  “pure”  acute,  636 

Myoblastoma:  tumors  and  tumor-like  conditions  of  hand, 
363 

Myocardial  hypertrophy  in  child,  idiopathic,  746 
Myomectomy:  conservative  management  of  fibromyomata 
uteri,  1310 

Myringotomy:  surgical  mastoiditis  masked  by  antibiotics, 
1102 

Narcotic  addiction,  neonatal,  problem  of,  1248 
Neck,  congenital  midline  cervical  clefts  of,  712 
Necrosis,  muscle,  relationship  of  acute  renal  failure  to,  400 
Necrotizing  angiitis:  so-called  cutaneous  polyarteritis  nodosa, 
1673 

Negro,  lupus  erythematosus  in,  727 

Neonatal  Hypoglycemia  [Clinical  Anesthesia  Conference], 
742 

Neonatal  narcotic  addiction,  problem  of,  1248 
Nephrotomography,  unusual  renal  tumors  with  findings  by, 
762 

Neurologic  Complications  and  Functional  Abnormalities  in 
Diabetes  [Total  Care  of  Diabetic  Patient  from  Physia- 
trist’s  Point  of  View]  (Symposium)  (Ellenberg),  1642 
Neurologic  Disorders  Due  to  Cardiac  Arrhythmia  (Barlotta 
and  Grace),  513 

Neurotoxic  disturbances:  severe  hidden  delayed  reactions 

from  insect  stings,  1206 

Newborn  infant:  neonatal  hypoglycemia  [Clinical  Anesthesia 
Conference],  742 

Newborn  infant:  problem  of  neonatal  narcotic  addiction, 

1248 

New  Technic  for  Drawing  Blood  Samples  During  Glucose 
Tolerance  Tests  (Posner  and  Silverstone) , 964 
New  York,  Southern,  impact  of  Medicare  on  organization 
and  financing  of  health  services  in  (Symposium),  1193 
New  York  State 

hospital  affairs;  new  mission  for  State  Health  Department, 
771 

nonspecific  tuberculin  sensitivity  (Battey)  in,  1069 
significance  of  active  tuberculosis  initially  reported  after 
death,  496 

tetanus  in,  excluding  New  York  City;  incidence  and  con- 
trol, 487 

Nonparticipation  and  the  Sherman  Act  (Hodson),  1685 
Nonspecific  Tuberculin  Sensitivity  (Battey)  in  New  York 
State  (Krasnitz,  Katz,  and  Kunofsky),  1069 
Nursing  home:  long-term  medical  facilities  in  public  health 
chronic  disease  program  (Symposium),  1197 
Nutrient  Toxicity  with  Excessive  Intake  [Nutrition  Reports] 
(Roe)  part  I Vitamins,  869;  part  II  Mineral  Overload,  1233 
Nutrition  Reports  (Series),  869,  1097,  1233 

Occlusion,  rolandic  vein,  thrombophlebitis  migrans  with  syn- 
drome of,  876 

Occlusion,  treatment  of  sequelae  secondary  to  peripheral 
vascular,  707 

Office  Management  of  Acne  Vulgaris  (Tuttle),  259 

Organic  Brain  Disease  and  Depressive  Reactions  of  Late  Life; 

Combined  Approach  in  Outpatients  (Hader),  719 
Osteomyelitis:  bone  changes  in  sickle  cell  disease,  1238 
Otitis  media:  surgical  mastoiditis  masked  by  antibiotics, 

1102 

Otosclerosis:  hearing  problems  in  children,  373 
Outpatient  department,  dilatation  and  curettage  in,  1218 
Ovary,  adenocarcinoma  within  serous  cystadenofibroma  of, 
527 

Ovary,  primary  adeno-acanthoma  of,  arising  in  endometriosis, 
985 

Oxygen:  value  of  deep  breaths  in  reversing  postoperative 
hypoxemia,  244 

Pacemakers:  progress  in  anesthetic  management  of  patients 
for  cardiac  surgery,  part  II  [Recent  Advances  in  Medicine 
and  Surgery],  502 
Pain 

abdominal,  with  two  lesions  in  left  colon  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  1670 
chest,  sudden  onset  of  [Clinicopathologic  Conference],  965 
headache  [Panel  Discussion],  467 

severe,  back,  low-grade  fever,  and  complete  heart  block  in 
young  woman  [Clinicopathologic  Conference],  1334 
Pain  Management  in  Cancer  (Owens),  958 

Painless  Jaundice  and  Abdominal  Mass  in  Elderly  Woman 
[Clinicopathologic  Conference],  625 
Parasite  infestation:  peritoneal  schistosomiasis  simulating 

carcinoma,  758 

Pasteurella  Multocida  Septicemia  (Borchardt  and  Hannegan), 
993 

Pathology;  histochemical  methods,  their  significance  to,  356 
Pathology:  see  also  Clinicopathologic  Conference  (Series), 

Correlation  Conferences  in  Radiology  and  Pathology 
(Series) 


Pectus  Excavatum  as  Cause  of  Compressed  Innominate  Vein 
Syndrome  (Geary,  Altman,  Borrelli,  and  Glasser),  1346 
Pedicle  Flap  Cover  of  Open  Infected  Shoulder  Joint  (Oll- 
stein,  Symonds,  Ju,  and  Crikelair),  1350 
Pentylenetetrazol,  oral,  in  elderly  brain-damaged  patients, 
VII.  observations  on;  studies  in  basic  gerontologic  psychi- 
atric research,  841 

Perforations  of  uterus,  study  of  surgical,  255 
Pericardial  fluid,  hemorrhagic  pericarditis  with  unusual  fea- 
tures aided  diagnostically  by  enzyme  studies  of,  881 
Pericarditis,  hemorrhagic,  with  unusual  features  aided  di- 
agnostically by  enzyme  studies  of  pericardial  fluid,  881 
Periosteum:  stress  fractures  in  children,  391 
Peripheral  vascular  occlusion,  treatment  of  sequelae  second- 
ary to,  707 

Peritoneal  Schistosomiasis  Simulating  Carcinoma  (Blum- 
berg,  Srinivasan,  and  Parnes),  758 
Persisting  Fetal  Hemoglobin  in  Puerto  Rican  Family  (Disten- 
feld),  981 

Personality  disorders:  misuse  of  Dristan  inhaler,  613 
Phalanx:  ingrown  toenail;  new  concept,  1215 
Phlebothrombosis  and  Pulmonary  Embolism  (Angrist), 
493 

Photosensitivity:  lupus  erythematosus  in  the  Negro,  727 
Physiatrist’s  point  of  view,  total  care  of  diabetic  patient  from 
(Symposium),  1636 

Physiatrist’s  Role  in  Care  of  Diabetes  [Total  Care  of  Diabetic 
Patient  from  Physiatrists’s  Point  of  View]  (Symposium) 
(Lippmann),  1649 

Physiology  of  brain,  vascular  anatomy  and  [Stroke:  Defi- 

nition and  Discussion  of  Medical  Management]  (Sym- 
posium), 951 

Plasmacytoma,  extramedullary,  of  upper  respiratory  tract; 

recurrence  after  latency  of  thirty-six  years,  1110 
Platelets:  phlebothrombosis  and  pulmonary  embolism,  493 
Plexus:  supraclavicular  brachial  block  anesthesia,  1315 
Polyarteritis  nodosa,  so-called  cutaneous,  1673 
Polygalacturonate  and  sulfate  salts,  report  of  study  involving; 

quinidine  utilization  in  cardiac  arrhythmias,  701 
Polyps:  localized  ulcerative  colitis  with  pseudopolyp  forma- 
tion [Correlation  Conferences  in  Radiology  and  Pathology], 
739 

Posterior  Mediastinal  Cyst  [Correlation  Conferences  in 
Radiology  and  Pathology],  1230 
Postmastectomy  Edema  of  Arm  [Recent  Advances  in  Medi- 
cine and  Surgery]  (Leis,  Bowers,  and  Dursi),  618 
Postoperative  hypoxemia,  value  of  deep  breaths  in  reversing, 
244 

PPD-B:  nonspecific  tuberculin  sensitivity  (Battey)  in  New 
York  State,  1069 

PPD-S:  nonspecific  tuberculin  sensitivity  (Battey)  in  New 
York  State,  1069 

Pre-  and  Postoperative  Management  of  Potential  Diabetic 
Amputee  [Total  Care  of  Diabetic  Patient  from  Physiatrist’s 
Point  of  View]  (Symposium)  (Russek),  1659 
Prednisone:  corticosteroids:  their  physiologic  use  in  allergic 
disease  [Proceedings,  New  York  Allergy  Society],  827 
Prednisone  in  Surgery  of  Pulmonary  Tuberculosis  (Pecora  and 
De  Los  Santos) , 609 
Pregnancy:  rupture  of  uterus,  845 

see  also  Maternal  and  Child  Welfare  (Series) 

Primary  Adeno-acanthoma  of  Ovary  Arising  in  Endometriosis 
(Ferraro  and  Janelli) , 985 

Primary  Malignant  Tumors  of  Appendix  (Das  Gupta  and 
Paglia) , 890 

Problem  of  Neonatal  Narcotic  Addiction  (Yerby),  1248 
Proceedings,  New  York  Allergy  Society,  587,  827 
Progress  in  Anesthetic  Management  of  Patients  for  Cardiac 
Surgery  [Recent  Advances  in  Medicine  and  Surgery] 
(Lipton,  Litwak,  Gadboys,  Kahn,  and  Rendell-Baker), 
part  I 379,  part  II  502 

Properitoneal  Approach  for  Simultaneous  Repair  of  Large 
Incisional  Hernia  and  Femoral  Hernia  (Brodman  and 
Lynch),  767 

Prostatic  Cancer,  XVI.  Comparison  of  Physical  Examina- 
tion and  Biopsy  for  Detection  of  Curable  Lesions  (Hudson 
and  Stout),  351 

Pseudopolyp  formation  with  localized  ulcerative  colitis 
[Correlation  Conferences  in  Radiology  and  Pathology], 
739 

Psychiatric 

disorders:  celiac  disease  and  anorexia  nervosa,  1000 
research,  studies  in  basic  gerontologic;  VII.  Observa- 
tions on  oral  pentylenetetrazol  in  elderly  brain-damaged 
patients,  841 

symptoms:  symptomatology — organic  or  psychogenic?, 
1304 

Psychogenic,  or  organic,  symptomatology,  1304 
Psychosis:  misuse  of  Dristan  inhaler,  613 
Psychotherapy:  office  management  of  acne  vulgaris,  259 
Psychotherapy:  organic  brain  disease  and  depressive  reac- 
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E»a  great  new  SSP  antibiotic 


Is  Lincocin 


(lincomycin  hydrochloride  monohydrate) 


for  the  first  time  since  penicillin,  practical  oral/parenteral 
therapy  in  common  Staph-,  Strep-  and  Pneumococcal  infections... 
may  be  given  even  to  patients  with  known  penicillin  sensitivity. 


■ sinusitis  ■ tonsillitis  ■ pharyngitis  ■ laryngitis  ■ strep  throat  ■ bronchitis  ■ pneumococcal 
pneumonia  ■ complications  of  influenza  ■ gastroenteritis  ■ cystitis  ■ otitis  media  ■ osteomyelitis 

■ septicemia  ■ meningitis  ■ urinary  tract  infections  ■ carbuncle  ■ cellulitis  ■ pustular  acne 


Contraindications:  Patients  previously  found  hypersensitive  to  drug;  patients  with  known  pre  existing  monilial  infec- 
tions; and,  until  further  clinical  study  is  made,  the  newborn.  Precautions:  Use  of  antibiotics  occasionally  causes  over- 
growth of  nonsusceptible  organisms.  If  superinfections  occur,  take  appropriate  measures.  Although  no  direct  relation- 
ship of  the  drug  to  liver  disease  has  been  established,  patients  receiving  treatment  for  longer  than  one  or  two  weeks 
should  have  liver  function  tests  performed.  No  cases  of  irreversible  toxicity  to  the  hematopoietic  system  and  only  a 
few  cases  of  neutropenia  and/or  leukopenia  have  been  reported;  however,  it  is  recommended  that  blood  counts  be 
obtained  early  in  course  of  therapy.  Safety  for  use  in  pregnancy  not  yet  established.  Limited  experience  with  345 
women  receiving  the  drug  during  various  stages  of  pregnancy  revealed  no  ill  effects  on  mother  or  fetus.  Due  to  lack  of 
adequate  clinical  data,  use  in  patients  with  pre-existing  kidney,  liver,  endocrine  or  metabolic  diseases  not  recom- 
mended unless  special  clinical  circumstances  so  indicate.  Efficacy  in  rheumatic  fever  not  established.  One  case  of 
possibly  drug-related  jaundice,  which  cleared  when  treatment  discontinued,  has  occurred.  Side  Effects:  Most  frequent 
side  effects:  loose  stools  or  diarrhea.  Cases  of  severe  diarrhea  causing  drug  discontinuance  have  been  reported.  Side 
effects  of  small  proportion:  nausea,  vomiting,  abdominal  cramps  or  pain,  skin  rash,  rectal  irritation,  vaginitis,  urticaria 
and  itching.  A few  cases  of  hypersensitivity  reactions  reported.  If  an  allergic  reaction  occurs,  discontinue  drug.  The 
usual  agents  for  emergency  treatment  should  be  available.  Supplied:  500  mg.  capsules  and  pediatric  capsules,  250 
mg.,  in  bottles  of  24  and  100;  2 cc.  disposable  syringes;  2 cc.  and  10  cc.  vials— each  cc.  of  sterile  solution  contains 
lincomycin  hydrochloride  monohydrate  equiv.  to  lincomycin  base,  300  mg.;  also  9 mg.  benzyl 
alcohol  and  water  for  injection,  q.s.  For  more  detailed  prescribing  information  on  this  product,  see 
the  package  circular  or  consult  your  Upjohn  representative.  ©1966  by  The  Upjohn  Company  jes-saas 
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A STAR-SPANGLED  ANNIVERSARY  ALBUM 


25  year  history 
of  U.S.  Savings  Bonds 


1941:  FDR  buys  first 
E Bond. 


1944:  June  6 — D Day. 


1945:  The  war  ends. 
Bond  sales  continue. 


1948:  Berlin  Airlift. 


1950:  President  Tru- 
man orders  military  aid 
to  Korea. 


1959:  St.  Lawrence 
Seaway  opens.  $17  bil- 
lion in  E Bonds  over  10 
years  old. 


1951:  Kefauver  hear- 
ings. E Bonds  get  10- 
year  extension. 


1961 : Alan  Shepard  is 
first  U.  S.  Astronaut  in 
space. 


1956 : Don  Larsen  hurls 
first  perfect  Series  game. 


1966:  Savings  Bonds’ 
25th  Anniversary.  New 
4.15%  interest  rate  an- 
nounced. 


1953:  Dr.  Salk  devel- 
ops polio  vaccine. 


1963 : John  F.  Kennedy 
assassinated;  Lyndon 
Johnson  sworn  in. 


Now 

4.15% 


Buy  U.  S.  Savings  Bonds 


' The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 

service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 


When  depressed  patients  say: 

"1  can’t  sleep  at  night” 

"I’m  tired  all  day  long” 

NORPRAMIN* 

(desipramine  hydrochloride) 

non-sedating*  rapid-acting 
ANTIDEPRESSANT 

restores  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
reverses  the  signs  and  symptoms  of  de- 
pression including  sleep  disturbances, 
feeling  of  sadness,  guilt,  worthlessness, 
anxiety  and  bodily  complaints  without 
physical  basis.  In  2-5  days  most  patients 
become  more  hopeful,  more  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  neverthe- 
less sleep  disturbances  and  restlessness 
are  relieved  as  depression  is  lifted.  If 
anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are  obtained 
at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral 
or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy.  Should  not  be 
given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been  established.  Adverse 
Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  "bad 
taste”,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness,  headache,  orthostatic  hypo- 
tension, flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia, 
granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied:  Norpramin  (desipramine 
hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Age  12  -13-  not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures— the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring."'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  Vh 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 
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antibacterial  detergent 

containing  3%  hexachlorophene 
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Little-known  moments  in  history 
No.  1: 

Mr.  Ra,  a sculptor,  was  commis- 
sioned by  Queen  Nefertiti  to  do  a 
statue  of  herself,  and  by  King  Tut 
to  do  a large  lion  for  his  front 
lawn.  Confused  by  vertigo,  Mr.  Ra 
got  the  whole  thing  mixed  up.  Did 
he  get  a royal  bawling-out! 


A • tablets  syrup  @ # 

Antivert  stops  vertigo 

(meclizine  HCI,  nicotinic  acid)  ® 


Tablets:  (meclizine  HCI)  12.5  mg.  and  nicotinic  acid  50  mg.) 
Syrup:  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25 
mg.  and  nicotinic  acid  25  mg.) 

Most  widely  prescribed  anti-vertigo  agent’ 

Complete  to  moderate  relief  in  9 out  of  10  patients2 
Antivert,  the  leading  anti-vertigo  product,'  combines  mecli- 
zine HCI,  an  outstanding  drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug  of  choice  for  prompt 
vasodilation.  Prescribe  Antivert  for  your  patients  with  vertigo, 
Meniere’s  syndrome  and  allied  disorders. 

Precautions  and  contraindications:  Frequent,  short-lived  reac- 
tions include:  cutaneous  flushing,  sensations  of  warmth,  tingling 
and  itching,  burning  of  skin,  increased  gastrointestinal  motility, 
and  sebaceous  gland  activity.  In  explaining  these  reactions  to 
the  patient,  it  is  suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Because  of  this  vasodilation, 
severe  hypotension  and  hemorrhage  are  obvious  contraindica- 
tions to  Antivert  therapy.  Although  the  incidence  of  drowsiness 


and  other  atropine-like  side  effects  such  as  dry  mouth  and  blur- 
ring of  vision  is  low,  the  physician  should  alert  the  patient  to 
the  need  for  due  precautions  when  engaging  in  activities  where 
alertness  is  mandatory.  Use  in  pregnancy:  A review  of  available 
animal  data  reveals  that  meclizine  exerts  a teratogenic  response 
in  the  rat.  While  available  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a 
potential  for  adverse  effects  on  the  human  fetus.  Consequently, 
consideration  should  be  given  to  initial  use  of  a nonphenothia- 
zine  agent  that  is  not  suspected  of  having  a teratogenic  poten- 
tial. In  any  case,  the  dosage  and  duration  of  treatment  should 
be  kept  to  a minimum. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls  (5-10  cc.)  t.i.d. 
just  before  meals.  Specific  requirements  for  individual  patients 
should  be  determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500.  Syrup  in  pint  bottles. 
Rx  only. 

References:  1.  Based  on  1965  data  from  independent  physicians’ 
market  survey  organization.  2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobon® 

geriatric  supplement 

helps  keep  them 
'on  the  go’ 

Neobon  combines  hormones,  essential  hematopoietic  factors, 
a digestive  enzyme,  and  vitamins  and  minerals  with  the 
important  amino  acids  L-lysine  and  glutamic  acid.  When  used 
as  adjunctive  therapy,  such  medication  has  been  shown  to  be 
of  value  in  treating  patients  with  the  geriatric  syndrome.1'2 
You,  too,  can  help  your  geriatric  patients -with  or  without 
vertigo -lead  a more  active  life  by  prescribing  Neobon. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen 
or  androgen  therapy  should  not  be  used,  as  in  carcinoma  of 
the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  phy- 
sician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Duff  icy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936 
(Nov.)  1957.  2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.) 
1957. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate)  ...2000  U.S.P.  units 
Vitamin  D 
(irradiated 

ergosterol)  . .200  U.S.P.  units 
Vitamin  B,  (thiamine 
mononitrate,  U.S.P.)  . .0.5  mg. 
Vitamin  Bj  (riboflavin, 


U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine 

HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 
tocopherol  acetate)  ...  .5  I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate).  .0.066  mg. 
Copper  (from 

copper  sulfate) 0.33  mg. 


Manganese  (from 
manganese  sulfate)  . .0.33  mg. 
Magnesium  (from 
magnesium  sulfate)  ...  .2  mg. 
Iodine  (from 

potassium  iodide)  . . .0.05  mg. 
Potassium  (from 
potassium  sulfate)  ..1.66  mg. 
Zinc  (from 

zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate)  . . . .3,40  mg. 
Vitamin  Bn  (cobalamin 
concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid, 

U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 
Pancreatic  substance*  ..50  mg. 

(4)  Gonadal  Hormones 
Methyltestosterone  ....  1.0  mg. 
Ethinyl  estradiol  ....0.006  mg. 

(5)  Amino  Acids 

L-lysine 50  mg. 

Glutamic  acid 30  mg. 


'"Enzymatically  active  defatted  material  from  250  mg.  of  whole 
fresh  pancreas. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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Medical  Schools 


Cornell  University  Medical  College 

New  professorship  appointment.  Roy  C. 

Swan,  M.D.,  has  been  named  the  first  Joseph  C. 
Hinsey  Professor  of  Anatomy.  Since  1959  Dr. 
Swan  has  been  professor  and  chairman  of  the 
Department  of  Anatomy.  Dr.  Swan  is  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  as  well  as  a member  of  a number  of 
professional  organizations.  Between  1960  and 
1964  he  was  a consultant  to  the  surgeon  general, 
United  States  Public  Health  Service,  and  cur- 
rently serves  as  consultant  to  the  Federal  Office 
of  Science  and  Technology.  He  is  a member  of 
the  editorial  boards  of  Circulation  Research  and 
Physiological  Reviews  and  of  the  Health  Re- 
search Council  of  the  City  of  New  York  and  is 
also  a member  of  the  Cornell  University  Council. 

Fellowship  awarded.  Patrick  Soles,  a third- 
year  student,  has  been  named  recipient  of  a 
Smith  Kline  and  French  Laboratories  foreign 
travel  fellowship.  One  of  35  third-  and  fourth- 
year  medical  students  to  receive  a fellowship, 
Mr.  Soles  will  spend  thirteen  weeks  next  fall  and 
winter  at  Lulindi  Hospital,  an  Anglican  mission- 
ary hospital  in  Masasi,  Southern  Region, 
Tanzania,  where  he  will  help  at  the  hospital  and 
its  outlying  dispensaries  and  leprosy  clinics. 

Staff  news.  Robert  H.  Freiberger,  M.D., 
associate  professor  of  radiology  and  director, 
Department  of  Roentgenology,  The  Hospital 
for  Special  Surgery,  Lectured  on  “Joint  Tomog- 
raphy— Contrast  Arthrography”  at  the  Sym- 
posium on  Arthritis  and  Related  Disorders  at 
New  York  University  Medical  Center  on  March 
8.  In  February  Frank  Glenn,  M.D.,  professor 
of  surgery  and  surgeon-in-chief,  was  a partici- 
pant in  a symposium  on  “Common  Gastrointes- 
tinal Problems”  at  the  University  of  Mississippi 
Medical  Center,  Jackson. 

Professor  of  biochemistry.  Efraim  Racker, 
M.D.,  presently  chief  of  the  Department  of 
Biochemistry  at  the  Public  Health  Research 
Institute  of  the  City  of  New  York,  Inc.,  has 
been  named  Albert  Einstein  Professor  of  Bio- 
chemistry and  will  join  the  faculty  September  1. 
He  also  will  be  chairman  of  the  biochemistry 
and  molecular  biology  section  Division  of  Bio- 
logical Sciences  and  as  a member  of  that  Di- 
vision he  will  hold  appointments  on  the  faculties 
of  both  the  College  of  Arts  and  Sciences  and  the 
New  York  State  College  of  Agriculture  at 
Cornell. 

Elected  president  of  otological  group. 

James  A.  Moore,  M.D.,  professor  of  surgery  and 
attending  surgeon  in  charge  of  otolaryngology, 


was  elected  President  of  the  American  Oto- 
logical Society  at  the  annual  meeting  in  April. 

Award  of  distinction.  Armand  J.  Quick, 
M.D.,  who  developed  the  Quick  test  for  anti- 
coagulant therapy,  received  the  1966  Alumni 
Award  of  Distinction  at  the  annual  dinner 
meeting  on  April  16. 

New  president  of  A.C.P.  Irving  S.  Wright, 
M.D.,  clinical  professor  of  medicine  and  attend- 
ing physician,  was  elected  president  of  the  Amer- 
ican College  of  Physicians  on  April  21. 

Pediatric  hematology  labs  dedicated.  Mrs. 
John  V.  Lindsay  dedicated  the  new  Division  of 
Pediatric  Hematology  facilities  on  April  7. 
These  are  supported  by  the  Children’s  Blood 
Foundation,  Inc.,  whose  members  have  con- 
tributed more  than  $1  million  to  the  study  and 
treatment  of  children’s  blood  diseases.  Carl  H. 
Smith,  M.D.,  professor  emeritus  of  clinical 
pediatrics  and  consulting  pediatrician,  was  a 
speaker  at  the  dedication. 

Downstate  Medical  Center 

Faculty  appointments  and  promotions. 

Recent  faculty  appointments  are:  JohnFrosch, 

M.D.,  professor  of  psychiatry;  Arturo  J. 
Aballi,  M.D.,  clinical  professor  of  pediatrics; 
Hideo  Kusama,  M.D.,  assistant  professor  of 
microbiology  and  immunology;  Stanely  Fried- 
man, M.D.,  assistant  professor  of  pharmacology; 
Platon  Jack  Collipp,  M.D.,  assistant  professor 
of  pediatrics;  Joseph  E.  Mule,  M.D.,  senior 
lecturer  in  surgery;  Fred  Benjamin,  M.D., 
clinical  assistant  professor  of  obstetrics  and 
gynecology;  James  W.  Feeley,  M.D.,  clinical 
assistant  professor  of  medicine;  and  Samuel 
H.  Bumble,  M.D.,  clinical  assistant  professor  of 
environmental  medicine  and  community  health. 
Promoted  are:  David  Bryk,  M.D.,  to  clinical 

assistant  professor  of  radiology;  Herbert  L. 
Gould,  M.D.,  lecturer  in  ophthalmology; 
Sidney  Lip  ton,  M.D.,  clinical  assistant  pro- 
fessor of  surgery;  Anthony  Nissen,  M.D., 
clinical  assistant  professor  of  medicine; 
Lawrence  M.  Sabot,  M.D.,  assistant  professor 
of  psychiatry;  and  In  Chul  Song,  M.D.,  assist- 
ant professor  of  plastic  surgery. 

Affiliation  contract.  The  Board  of  Estimate 
has  approved  an  affiliation  contract  between  the 
New  York  City  Community  Mental  Health 
Board  and  Downstate  under  which  the  Medical 
Center  will  operate  the  Child  Psychiatry  Di- 
vision of  the  Kings  County  Hospital  Center 
Department  of  Psychiatry. 

continued  on  page  1 722 


1720  New  York  State  Journal  of  Medicine  / July  1,  1966 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  gl9(& 


PARKE-DAViS 

PAPKC.  DAVIS  3 COMPANY.  Oitnit.  Michigpi  18333 


e,  H.  H.:  Wisconsin 


15:344, 1939. 

) M.  Soc.  38:317, 


, T.  H.:  Ann.  Int. 


Queries  & Minor  Notes:  J.A.M.A.  124:200,,  ^tokolova,  E.  I.:  Zhur.  nevropat.  i psikhiat. 
1944.  53:385,1953. 

Gingrass,  R.  P.:  Wisconsin  M.  J.  43:934, 

*944.  Davidson,  D.  T.,  Jr.,  and  Lombroso,  C.:  New 

Vallotton,  C.  F.:  Virginia  M.  Month.  71:159,  England  J.  Med.  251:853,  897,  1954. 

1944.  . . A--  HnnUins,  S.  J.&hemist  & Druggist  161:628, 


n,  T.  J.:  Arch.  Neu- 
1939. 

85:986,  1939. 

L.,  Jr.,  and  Arnold, 
66:522,  1939. 


Butter,  A.  J.  M.:  J.  Ni 
Psych iat.  8:49,  19 
Lennox,  W.  G.:  M.  Clin. 
29:1114,1945. 


od,R.:  J.A.M.A. 

:,  C.  L.:  Psych  iat. 
ington  Bull.  3:16, 
in,  H.  H.:  Am.  J. 
V.:  Ann.  Int.  Med. 
U.  43:157,  1940. 
3 Med.  Fac.  1:2, 


M.  Women's  A. 


Med.  18:327,  1955. 
ichael,  C.  P.:  J. 


F i ; , B J ■ Georgia  35:228, 1946 


T'/.'itche I i -Allen . D.  Arch:.  Neurol. &P$y- 
chiat.  57:617,  1947,i| 

Keith,  H.  M.  Am  J Dis.  Child.  74:140,  1947. 
Wigton,  H.  A Nebraska  M.  J.  32:272,  1947. 
Hotter,  F F a Hoff,  H.  H„  and  Pluvinage, 
R.  I.  L.:  Tr  Neurol.  A.  72:185,  1947. 


, C.  P.,  and  Len- 
705, 1955. 


s 69:461, 1941. 
Ilenberger,  D.  W.: 
1941. 

. Veterans  Admin. 


Fabing,  H. 

44:257,  1948. 

Thorne,  F.  C.:  Am.  J.l 
1948. 

DeJong,  R.  N.:  Am.  Pr§ 
1948. 

Tudor,  R.  B.:  J.  Lancd 


,P.  S.: 


178, 1941. 


44, 1949. 
8:868, 


Utterback,  R.  A.:  Am.  Pract.  & Digest  Treat. 
7:763,  1956. 

Zimmerman,  F.  T.:  New  York  J.  Med. 
56:2537,  1956. 


.55:105,1942. 

3 sychiat . 98:515,, 


Berry,  R.  G.,  in  Spiegel,  E.  A.  (ed.) : Prog- 
ress in  Neurology  and  Psychiatry,  New  I 
York,  Grune  & Stratton,  1957,  vol.  12,  j 
199-211. 

Daly,  D.  D.:  Pro c.  Staff  Meet.  Mayo 
32:257,  1957.  * 

French,  E.  G.:  Am.  J.  Psychiat.  1 13:629, 


20:449, 1942. 
/chiat.  99:231, 


id.  Med.  8:419, 1950. 
TPsychiat.  107:415, 


1957. 


Maltby,  G.  1.:  J.  Maine  M.  A.  48:257,  1957. 


. H.-, Goldberg,  B.  I.,  and  Segal, 
England  J.  Med.  242:897, 1950. 


Iter,  F.  M.:  J.A.M.A.  145:211,  1951. 
Ikwin,  R.  M„  and  Bakwin,  H.:  J.  Pediat. 
1:776,  1951. 

ansone,  J.  T.:  Virginia  M.  Month.  78:303, 
|951. 


Rupp,  C.,  Jr.:  J.A.M.A.  166:1967,  1958. 
Peterman,  M.  G,:  Minnesota  Med.  41:196, 
1958. 

Livingston,  S.:  J.  Lancet  78: 182, 15 
Carter,  C.  H.:  Arch.  Neurol.  & I 
79:136,  1958. 

Keith,  H.  M.-.J.  Lancet  78.461, \ 

Farmer,  T.  W.:  South.  M.  J.  51:1 
Hammill,  J.  F.:  J.  Chronic  D/s.  I 


Yahr,  M.  D.,  and  Merritt,  H. * 
Neurol.  1:76,  1959. 

Thomas,  M.  H.:  J.A.M.A.  16 
Peterman,  M.  G.,  and  Thom; 
Times  87:1044,  1959. 

Bray,  P.  F.:  Pediatrics  23:1! 
Mulder,  D.W.;  Daly,  D.  D.;  Fj 
and  Yoss,  R.  E.:  Postgrad.  /V 
1959. 

Forster,  F.  M.:  Wisconsin  M 
1959. 

Robertson,  E.  G.:  Postgrad. 
1959. . 


'$fci&hy,  j!  Tv,  and  Schwab,  R.  S.:  J.A.M.A. 
1956. 

Livingitop , S.:  Postgrad.  Med.  20:584, 1956. 
Gruber,  C.  M.,  Jr.;  Mosier,  J.  M.;  Grant,  P., 
■BGIen,  R.:  Neurology  6:640, 1956. 

H^vy,  L.,  and  Shanbrom,  E.:  Arch.  Int.  Med. 


Schwade,  E.  D.:  Geriatrics  1 
Schade,  G.  H.,  and  Gofman, 
25.151, 1960. 

Forster,  F.  M.:  Postgrad.  Me 
1960. 

Livingston,  S.:  J.A.M.A.  174 
Friedlander,  W.  J.:  Am.  J.  P: 
1960. 


,Kane,  C.  A.:  Boston  Med.  Ql 
1961. 

Holowach,  J.;  Renda,  Y.  A., 
J.  Pediat.  59:339, 1961. 
Baker,  A.  B.:  J.  Lancet  81:2 
Adrian  ^ Neurology  1 1 : 

Gruber,  C.  M.,  Jr.;  Brock,  J. 
n.  wfe  Clin.  Pharmacol.  & Ther 

Walker,  A.  E.:  World  Neurol. 


Pauli,  L.  L.:  Maryland  M.  J.  1 
Livingston,  S.:  Clin.  Pediat.  ; 
Forster,  F.  M.:  M.  Clin.  Norti 
47:1579, 1963. 

Scholl,  M.  L.:  /Vew  England  j 
269:1304,  1963. 


lutt,  H.;  Winters,  W.;  Koken 
owell,  F.:  Arch.  Neurol. 
rier,  R.  D.:  GP  30:125,  1 
feio,  D.;  Sexton,  J.  A.,  and  I 
Pediat.  64:499, 1964. 


continued  from  page  1720 

Grants.  A total  of  $1,272,183  was  received 
during  January  and  February,  1966,  from  the 
National  Institutes  of  Health  and  other  agencies 
for  30  research  grants.  This  provides  for  re- 
newals of  17  research  projects  already  in  prog- 
ress, 9 new  ones,  and  4 supplements.  Fifteen 
grants  were  from  the  National  Institutes  of 
Health  and  others  were  from  the  American 
Cancer  Society,  the  Bureau  of  State  Services, 
the  Department  of  Navy,  the  Health  Research 
Council,  the  Samuel  Nahoum  Fund,  the  Na- 
tional Science  Foundation,  The  National  Foun- 
dation, G.  D.  Searleand  Company,  Smith  Kline 
and  French  Laboratories,  the  United  Cerebral 
Palsy  and  Research  and  Educational  Founda- 
tion, the  Vocational  Rehabilitation  Administra- 
tion, the  Welfare  Administration,  and  Wyeth 
Laboratories. 

Training  program  for  graduate  nurse-mid- 

wives.  A new  training  program  in  birth  con- 
trol and  family  planning  for  graduate  nurse- 
midwives  will  be  offered  three  times  a year  with 
a maximum  of  20  students  in  each  course,  the 
course  to  run  twelve  weeks.  Travel  and  living 
expenses  of  the  students  will  be  paid  by  the 
grant  of  $198,200  from  the  Population  Council, 
and  each  student  will  receive  a modest  stipend. 
Only  nurses  with  graduate  training  in  nurse- 
midwifery  will  be  eligible. 


New  York  Medical  College 

Working  conference.  An  international  work- 
ing conference  on  “Nomenclature,  Definition 
and  Classification  of  the  Pathology  of  Renal 
Diseases”  will  be  held  on  October  1 and  2 at  the 
College  under  the  chairmanship  of  Kurt  Lange, 
M.D.,  professor  of  medicine.  This  will  be  the 
first  one  of  a series  of  planned  annual  conferences 
which  will  attempt  to  create  a new  and  generally 
acceptable  nomenclature  and  definition  of  the 
pathology  of  renal  diseases  based  on  the  latest 
findings  obtained  with  new  technics  like  electron- 
microscopy  and  immune  histology  of  kidney 
biopsies.  Participants  will  come  from  England, 
France,  Germany,  Italy,  Japan,  Sweden,  and 
throughout  the  United  States. 

One-week  course  for  physicians.  A one- 
week  course  for  physicians  on  “Electromyog- 
raphy and  Electrodiagnosis”  will  be  offered  by 
the  Department  of  Physical  Medicine  and  Re- 
habilitation from  October  3 to  7.  The  curricu- 
lum includes:  Fundamentals  of  Nerve  and 

Muscle  Physiology;  Electrical  Activity  of 
Nerve  and  Muscle;  Electronics;  Instrumen- 
tation; Electromyography  and  Electrodiag- 
nosis; Physiologic  Basis — Clinical  Application; 
Clinical  Laboratory;  Recent  Advances. 
Osvaldo  Miglietta,  M.D.,  associate  professor, 
and  Joseph  Rogoff,  M.D.,  clinical  professor,  are 


the  course  directors.  Applications,  from  physi- 
cians only,  should  be  submitted  by  September 
16,  1966.  Enrollment  will  be  limited.  The 
tuition  fee  will  be  $150.  A limited  number  of 
scholarships  covering  travel  and  maintenance 
may  be  available. 

Applications  should  be  sent  to  Mrs.  A.  J. 
Washington,  Jr.,  Department  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  Medical 
College,  Bird  S.  Coler  Hospital,  Welfare  Island, 
New  York,  New  York  10017. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Appointments  and  promotions.  Frederick 
Zuck,  M.D.,  associate  professor  of  orthopedic 
surgery,  has  been  appointed  acting  chairman  of 
the  Division  of  Orthopedic  Surgery.  Richard 
Satran,  M.D.,  assistant  professor  of  neurology, 
has  been  appointed  acting  chairman  of  the 
Division  of  Neurology.  Dr.  Zuck  succeeds 
Robert  B.  Duthie,  M.D.,  who  resigned  to  be- 
come professor  of  orthopedic  surgery  at  Oxford 
University.  Dr.  Satran  is  taking  over  for 
Forbes  H.  Norris,  M.D.,  former  acting  chair- 
man, who  has  begun  a leave  of  absence  to  work 
in  England  with  Lord  Brain.  Effective  Septem- 
ber 1,  1966,  Arthur  R.  Orgel,  Ph.D.,  a faculty 
member  of  the  University  of  Pittsburgh,  will 
become  associate  professor  of  psychiatry  and 
pediatrics  (psychology).  William  L.  Morgan, 
M.D.,  has  been  promoted  from  associate  pro- 
fessor to  professor  of  medicine.  Dr.  Morgan 
also  will  be  director  of  the  General  Clerkship 
program  for  third-year  medical  students. 

New  department  established.  The  new 
Department  of  Neurology,  formerly  a division 
of  the  Department  of  Medicine,  was  announced 
by  Dr.  Donald  G.  Anderson,  dean.  Robert  J. 
Joynt,  M.D.,  associate  professor  of  neurology, 
University  of  Iowa,  will  become  chairman  of  the 
Department  July  1.  The  Department  of  Neu- 
rology will  be  the  first  newly  organized  depart- 
ment in  the  School  since  the  establishment  of  the 
Department  of  Preventive  Medicine  and  Com- 
munity Health  in  1958. 

Gift  honoring  two  faculty  members.  A 

gift  of  $250,000  honoring  Lawrence  A.  Kohn, 
M.D.,  clinical  professor  of  medicine  emeritus, 
for  the  establishment  of  a clinical  teaching  fellow- 
ship in  the  Department  of  Medicine,  and  Albert 
C.  Snell,  M.D.,  professor  and  chairman,  Division 
of  Ophthalmology,  to  be  used  to  build  clinical 
facilities  for  ophthalmology,  have  been  donated 
by  Mr.  and  Mrs.  Gilbert  J.  C.  McCui'dy  of 
Brighton.  The  teaching  fellowship  of  $125,000 
will  make  it  possible  for  a physician  in  practice 
in  the  community  to  devote  a substantial  part 
of  his  time  to  active  teaching  in  the  School. 
The  other  $125,000  for  the  ophthalmology  clinic 
will  increase  by  three  times  the  amount  of  space 
for  examination  and  treatment  of  eye  diseases. 
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to  reduce  blood  pressure 

In  the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

In  mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels. 
In  long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further-and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.b2  And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
sion, "in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."3 
(Normal  range  for  serum  potassium:  3.5-5.0  mEq./ 
liter)/* 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 

Contraindications:  Severe  renal  impairment;  previous  hyper- 
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Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric- 
coated  potassium  salts  supplementally.  Stop  medication  if 
abdominal  pain,  distension,  nausea,  vomiting,  or  G.l.  bleed- 
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Precautions:  The  dosage  of  ganglionic  blocking  agents, 
veratrum,  or  hydralazine  when  used  concomitantly  must  be 
reduced  by  at  least  50°/o  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cirrhotic  or  digital- 
ized patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in 
serum  uric  acid,  unmask  diabetes,  increase  glycemia  and 
glycosuria  in  diabetic  patients  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  and 
rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg.  and 
2.5  mg.  tablets.  Also  available— Naturetin  c K [Squibb  Bendro- 
flumethiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 

References:  1.  Telfeyan,  S.  A.:  Clin.  Med.  70:1668,  1963. 
2.  Shepard,  H.  L.:  J.  Am.  Geriatrics  Soc.  17:363,  1963.  3.  Cum- 
mings, D.  E.;  Goodman,  R.  M.,  and  Steigmann,  F.:  J.  Am. 
Geriatrics  Soc.  72:161,  1964.  4.  Castleman,  B.,  ed.:  New  Eng- 
land J.  Med.  268:1462,  1963. 
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Medical  Meetings 


Flying  Physicians  Association  to  meet 

The  twelfth  annual  meeting  of  the  Flying 
Physicians  Association  will  be  held  at  the 
Dunes  Hotel  in  Las  Vegas  on  September  11 
through  16.  The  scientific  sessions  will  be 
primarily  concerned  with  discussions  of  the 
various  medical  disciplines  as  they  might  ulti- 
mately relate  to  general  aviation. 

The  Flying  Physicians  Association  was 
organized  in  1954  within  the  medical  profession 
for  those  who  have  a medical  interest  in  avia- 
tion. The  New  York  chapter,  headed  by 
Charles  R.  Pyke,  M.D.,  Oswego,  has  more  than 
75  members.  Membership  is  open  to  all 
licensed  physicians  who  are  members  of  medical 
societies  approved  by  the  board  of  directors. 

Course  offered  in  gastroenterology 

The  annual  course  in  postgraduate  gastroen- 
terology of  the  American  College  of  Gastroen- 
terology will  be  given  at  the  Bellevue  Stratford 
in  Philadelphia  on  October  27  through  29, 
1966.  The  moderators  for  the  course  will 
again  be  Isidore  Snapper,  M.D.,  consultant, 
Ft.  Hamilton  Veterans  Administration  Hospital, 
Brooklyn,  and  John  L.  Madden,  M.D.,  clinical 
professor  of  surgery,  New  York  Medical  Col- 
lege, and  director  of  surgery,  St.  Clare’s  Hos- 
pital, New  York  City. 

The  faculty  for  the  course  will  be  drawn  from 
the  medical  schools  in  and  around  Philadelphia. 
The  subject  matter  to  be  covered,  from  the 
medical  as  well  as  the  surgical  viewpoint,  will 
be  the  diagnosis  and  treatment  of  gastroin- 
testinal diseases,  and  there  will  be  comprehen- 
sive discussions  of  diseases  of  the  esophagus, 
stomach,  pancreas,  liver  and  gallbladder,  small 
intestine,  and  colon.  A session  of  instrument 
technics  will  be  held  at  the  Albert  Einstein 
Medical  Center,  Northern  Division. 

For  further  information  and  enrollment 
write:  American  College  of  Gastroenterology, 

33  West  60th  Street,  New  York,  New  York 
10023. 

Course  to  provide  practical  experience 

The  Department  of  Otolaryngology  of  the 
Illinois  Eye  and  Ear  Infirmary  and  the  College 
of  Medicine  of  the  University  of  Illinois  at  the 
Medical  Center,  Chicago,  will  conduct  a post- 
graduate course  in  laryngology  and  broncho- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


esophagology  from  October  31  through  Novem- 
ber 12,  1966.  This  course  is  limited  to  15 
physicians.  It  will  be  held  largely  at  the  new 
Illinois  Eye  and  Ear  Infirmary,  1855  West 
Taylor  Street,  Chicago,  and  will  include  visits  to 
a number  of  Chicago  hospitals.  Instruction 
will  be  provided  by  means  of  animal  demonstra- 
tions and  practice  in  bronchoscopy  and 
esophagoscopy  at  diagnostic  and  surgical 
clinics,  as  well  as  didactic  lectures. 

Interested  physicians  should  write:  Depart- 

ment of  Otolaryngology,  College  of  Medicine 
of  the  University  of  Illinois  at  the  Medical 
Center,  Box  6998,  Chicago,  Illinois  60680. 

Atherosclerosis  subject  of  meeting 

The  New  York  Academy  of  Sciences’  Con- 
ference on  Atherosclerosis:  Recent  Advances 

will  be  held  at  the  Waldorf-Astoria  Hotel  in  New 
York  City  on  November  21  through  23,  1966. 
Conference  chairman  is  Henry  Haimovici, 
M.D.,  of  New  York  City. 

Invitations  to  attend  the  conference  can  be 
obtained  by  writing:  Executive  Director,  The 
New  York  Academy  of  Sciences,  2 East  63rd 
Street,  New  York,  New  York  10021. 

Puerto  Rico  hosts  proctologic  conference 

The  Northeastern  Proctologic  Conference 
will  be  held  at  the  Durado  Hilton  Hotel  in 
Puerto  Rico  from  November  27  to  December 
4,  1966.  For  further  information  write:  Jack 
W.  McElwain,  M.D.,  Vice-President,  New 
York  Society  of  Colon  and  Rectal  Surgeons, 
4277  Bethpage  Turnpike,  Bethpage,  New  York. 

Course  offered  in  cornea  surgery 

A three-day  concentrated  and  practical 
course  in  surgery  of  the  cornea  will  be  given 
under  the  direction  of  A.  Benedict  Rizzuti, 
M.D.,  at  the  Brooklyn  Eye  and  Ear  Hospital 
on  December  8 through  10,  1966.  Highlights 
of  varied  keratoplasty  technics  will  be  demon- 
strated on  patients.  Special  instrumentation, 
microscopic  surgery,  keratoprosthesis,  and  other 
ancillary  subjects  will  be  discussed.  Matricu- 
lants will  perform  corneal  grafting  procedures 
on  animal  eyes  under  supervision. 

The  course  is  limited,  and  tuition  is  $150. 
For  application  forms  write:  Fred  Upton,  | 

Administrator,  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  New  York. 


1724  New  York  State  Journal  of  Medicine  / July  1,  1966 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’bLd 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Abstracts 


Schumacher,  G.  A.:  Problems  of  multiple 

sclerosis,  New  York  State  J.  Med.  66:  1743 
(July  1)  1966. 

Epidemiologic  research  is  important  to  deter- 
mine genetic  or  environmental  factors  related  to 
geographic  distribution  of  multiple  sclerosis. 
The  number  of  new  cases  developing  in  an  area 
per  unit  of  population  per  year  might  reveal 
factors  of  more  etiologic  significance  than  prev- 
alence rates.  Higher  prevalence  rates  are  found 
in  northern  communities  and  countries,  with 
diminishing  rates  as  one  nears  the  equator. 
The  study  was  an  attempt  to  discover  whether 
the  distribution  is  on  a genetic  or  exogenous 
basis  and,  if  exogenous,  whether  or  not  en- 
vironmental influence  related  to  latitude  could 
be  discerned.  A higher  familial  occurrence 
than  could  be  expected  by  chance  indicates 
a hereditary  factor.  These  results  do  not 
differentiate  between  common  environmental 
exposure  and  genetic  disease.  A cerebrospinal 
fluid  formula  for  diagnosing  multiple  sclerosis 
can  show  high  probability  but  its  absence 


Urine  precipitation  test 
tor  intestinal  perforation 

In  cases  of  gastrointestinal  tract  perforation, 
the  survival  of  the  patient  may  hinge  on  prompt 
diagnosis;  in  some  instances,  however,  diag- 
nosis may  be  difficult  and  delayed.  Any  diag- 
nostic aid,  therefore,  which  can  hasten  definitive 
treatment,  would  be  an  important  adjunct. 
After  animal  experiments  and  clinical  trials,  J. 
McGraw,  R.  McLeod,  W.  McDonald,  and  H.  E. 
Stephenson,  Jr.,  M.D.,  writing  in  a recent  issue 
of  Archives  of  Surgery,  believe  that  one  such 
adjunct  is  a urine  precipitation  test  involving 
the  oral  administration  of  diatrizoate.  This 
material  is  rapidly  absorbed  by  the  peritoneum 
and  quickly  appears  in  the  urine,  detectable  by 
a chalky  precipitate  when  a drop  of  concen- 
trated hydrochloric  acid  is  added  to  the  speci- 
men. This  phenomenon  is  highly  suggestive  of 
intestinal  perforation.  It  is  hoped  that  the 
acid  precipitation  of  diatrizoate  will  prove 


does  not  militate  against  the  diagnosis. 
General  management  of  the  disease  has  been 
improved,  but  there  have  been  no  advances  in 
specific  therapy. 

Zegarelli,  E.  V.,  Kutscher,  A.  H.,  and 
Tenore,  R.  A.:  Idiopathic  bone  cyst,  New 

York  State  J.  Med.  66:  1753  (July  1)  1966. 

A study  of  17  patients  with  idiopathic  bone 
cyst,  discovered  coincidentally  on  radiographic 
examinations  of  teeth  and  jaws,  showed  no  clin- 
ical abnormalities  associated  with  the  disease  in 
15  and  only  vague  abnormalities  in  2.  The 
teeth  were  found  to  be  normal.  All  cysts  were 
in  the  mandible,  and  13  were  periapically  situ- 
ated. There  was  no  evidence  that  root  resorp- 
tion could  be  attributed  to  the  action  of  the 
lesion.  Laboratory  findings  were  normal.  The 
presence  of  this  entity  was  best  diagnosed 
through  surgical  intervention  and  inspection. 
These  cysts  are  intraosseously  located  cavities, 
may  or  may  not  be  devoid  of  fluid  or  other  con- 
tent, and  are  devoid  of  epithelial  lining. 


sufficiently  valuable  to  be  included  in  roentgeno- 
graphic  views  for  determination  of  pneumo- 
peritoneum and  the  use  of  needle  paracentesis 
in  the  diagnosis  of  perforation. 

The  stomach  and  various  levels  of  the  small 
intestine  were  perforated  in  21  dogs.  Esophag- 
eal perforations  were  made  in  2 others,  and 
in  one  animal  the  diatrizoate  was  introduced 
directly  into  the  pleural  cavity.  Two  methods 
of  detecting  the  presence  of  dye  in  the  urine  were 
used:  serial  radiographs  of  the  lower  abdomen 
at  forty-five-minute  intervals  to  note  bladder 
opacification  if  it  occurred,  and  the  collection  of 
fifteen-minute  samples  of  urine  to  which  1 drop 
of  concentrated  hydrochloric  acid  was  added. 

In  all  dogs  with  experimental  perforations  of 
the  gastrointestinal  tract,  urine  samples  showed 
the  white  precipitate  on  addition  of  the  hydro- 
chloric acid.  In  2 control  animals  there  was  no 
visualization.  A positive  test  result  within 
forty-five  minutes  from  a perforation  of  the 
distant  ileum  in  the  presence  of  considerable 
paralytic  ileus  was  regarded  as  sufficiently  sig- 
nificant proof  to  consider  the  test  usable. 
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New  insight 
into  action  of  'DeproF 
clue  to  effectiveness 
in  depression 


Laboratory  study  shows: 

Significant  alteration 
of  cerebral  dynamics 
with  'Deprol’ 


While  both  meprobamate  and  benactyzine  have  been  used  in  therapy,  the  unusual  inter- 
action of  these  substances  in  ‘Deprol’  produces  effects  unobtainable  with  either  drug  alone. 

Administered  to  animals,  this  combination  in  a ratio  comparable  to  that  found  in  ‘Deprol’ 
(meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg.):  “produces  patterns  of 
cortical-subcortical  activity  not  seen  with  either  drug  alone  and  indicates  that  a significant 
alteration  in  cerebral  dynamics  has  occurred.”1 


DURATION  OF  LIMBIC  AFTERDISCHARGES 


Dampens  limbic  seizures 

Meprobamate  administered  jointly 
with  benactyzine  caused  dramatic 
reduction  in  the  duration  of  limbic 
system  afterdischarges  produced 
by  electrical  stimulation.  When 
given  to  cats  with  benactyzine- 
enhanced  afterdischarges,  mepro- 
bamate reduced  their  duration  to 
less  than  half  that  noted  prior  to 
benactyzine  administration. 


Produces 
cortical  activation 

Meprobamate,  in  cats,  also  com- 
pletely reversed  electroencephalo- 
graphic  signs  of  cortical  depression 
produced  by  benactyzine  and 
caused  the  appearance  of  an  acti- 
vated electroencephalogram  not 
produced  by  either  drug  alone. 

"This  effect  may  well  represent 
the  electrophysiological  substrate 
for  the  clinically  observed  mood 
elevation  which  is  frequently  noted 
in  depressed  patients  taking  the 
combination  of  meprobamate  and 
benactyzine  [‘Deprol’].”' 


C-control 
B-effect  of  benact 
(0.01-0.1  mg/kf 
B+M-effect  of  meprol 
(5-10  mg/kg  I.V 
following  the 
benactyzine 


EFFECTS  OF  DRUGS  ON  THE  ELECTROENCEPHALOGRAM 

control  (Resting  activity  of  the  cortex  of  the  unanesthetized  cat;  dominant 
i.v.  frequencies  are  in  the  12-18  cycle  band  with  an  amplitude  of 

about  50  microvolts.)  2sec 

benactyzine,  o.o2  mg/kg  (Dominant  frequencies  slow  to  5-8  cycles  and 
i.v.  the  voltage  increases  to  100-150  microvolts.) 

benactyzine  + meprobamate,  to  mg/kg  (Frequencies  accelerate  to  20-30  cycles 

i.v.  voltages  of  50-60  microvolts  now  domin< 


Rational  pharmacological 
basis  underlies  clinical  benefits 

Kletzkin1  in  1962  pointed  out  that  the  dual  electro- 
physiological  picture  of  ( 1)  damping  of  limbic 
seizures  and  (2)  activation  of  the  electrocorticogram, 
is  characteristic  of  drugs  which  have  been  found 
useful  in  the  treatment  of  neurotic  depression. 

Thus,  it  is  suggested  that  the  clinical  effectiveness 


of  ‘Deprol’  may  be  due  to  the  fact  that  it  acts  on 
separate  components  of  the  depressive  illness.  It 
reduces  abnormal  activity  in  the  limbic  system, 
raising  the  resistance  to  the  disruptive  stimuli  of 
stress  situations.  And  it  reduces  the  anxiety 
component  without  further  deepening  inhibition 
through  central  nervous  system  depression. 


Wide  clinical  experience 
points  up  the  advantages 
of  'Deprol’  in  depression 


1.  High  rate  of  improvement 

Now  in  its  eighth  year  of  clinical  acceptance,  the  ‘Deprol’  record  of  effectiveness  in  office  and 
clinic  practice  is  well  documented.1'"  Following  is  a recent,  representative  study  from  general  practice. 

Most  patients  suffered  from 
depression.  Other  diagnoses 
included  anxiety  neurosis  and 
acute  anxiety.  They  were  seen 
once  every  1 to  2 weeks  for  a 
little  over  3 weeks.  In  most 
cases,  the  dosage  was  1 tablet 
q.i.d.*  Some  patients  received 
other  medications  for 
co-existent  organic  conditions. 
Improvement  was  measured  in 
percentage  ranges;  less  than 
50%  for  slight  improvement, 
more  than  50%  for  successful 
response,  often  sufficient  to  end 
treatment.  Side  effects  with 
‘Deprol’  (4)  were  mild  and 
easily  controlled. 

*1  patient  received  2 tablets  q.i.d. 
which  is  above  recommended  dosage. 


RESULTS  OF  DOUBLE-BLIND  STUDY  COMPARING  DEPROL’  AND  PLACEBO10 


IMPROVE- 

MENT 

‘DEPROL’ 

No.  of  patients 

% 

of  total 

PLACEBO 

No.  of  patients 

% 

of  total 

75-100% 

20 

37.7% 

• • 

2 

4.2% 

50-75% 

20 

37.7% 

• 

11 

22.9% 

25-50% 

9 

17.0% 

10 

20.8% 

0-25% 

• •• 

3 

5.7% 

20 

41.7% 

Worse 

• 

1 

1.9% 

5 

10.4% 

TOTAL 

•••••••••• 

•••••••••• 

• ••  53 

100.0% 

•••••••••• 

••••••90 

48 

100.0% 

2.  Relatively  rapid  action  in  wide  range  of  depressive  symptoms 

‘Deprol’  acts  rapidly, with  response  frequently  apparent  within  days.  ‘Deprol’  not  only  helps  reduce  the 
basic  depression  but  can  also  relieve  a wide  range  of  associated  symptoms. 


1 ? 75_ 

19  psychotic, 

E 

I50- 

1 o. 

E 

a 1 25_ 

d organic  Drain 
disorders) 

85% 

84% 

83% 

82% 

82% 

82% 

77% 

77% 

74% 

64% 

60% 

c 

1 1 0 

psycho-  self-  anorexia  anxiety  insomnia  crying  loss  of  agita-  sadness  mis-  suicidal 

motor  reproach  (41)  (61)  (54)  (44)  interest  tion  (42)  cella-  thoughts 

inh(59)°n  <37)  TOTAL  INCIDENCE  OF  SYMPTOMS  (34)  (30)  (27) 

3.  Notable  margin  of  safety 

In  seven  years’  use,  side  effects  at  recommended  dosage  have  been  infrequent  and  usually  easily  controlled.  No 
instance  of  liver  or  kidney  damage  related  to  ‘Deprol’  use  is  on  record.  Nor  are  the  unwanted  side  effects  of 
hypotension,  agitation,  insomnia,  constipation,  impotence  or  potentiation 
of  other  medications  charac-  __ 

S teristic  of  ■Deprol'  therapy.  Dpnrnl  ESSST  4°°  m5'  + 

I hydrochloride  1 mg. 


Deprol 

M a|  logical  first  choice 

for  depression 

EVEN  WHEN  COMPLICATED  BY  ANXIETY  AND  TENSION 

for  full  product  information  see  next  page 


I meprobamate  400  mg.  + 
I .»>■*  K iri  bB  benactyzine 

hydrochloride  1 mg. 

M A I LOGICAL  FIRST  CHOICE 

for  depression 

EVEN  WHEN  COMPLICATED  BY  ANXIETY  AND  TENSION 
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Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia, 
agitation,  or  rumination.  It  is  also  useful  for  manage- 
ment of  depression  and  associated  anxiety  accompany- 
ing or  related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
use  for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre-existing 
symptoms,  or  withdrawal  reactions  including,  rarely,  epi- 
leptiform seizures.  Should  meprobamate  cause  drowsi- 
ness or  visual  disturbances,  the  dose  should  be  reduced 
and  operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
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doses  of  'Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  ner- 
vousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinu- 
ation of  excessive  dosage. 

Benactyzine  hydrochloride—  Benactyzine  hydrochlo- 
ride, particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggrava- 


tion of  anxiety  or  disturbance  of  sleep  patterns,  and  a 
subjective  feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dryness  of 
mouth,  or  failure  of  visual  accommodation.  Other  re- 
ported side  effects  have  included  gastric  distress,  aller- 
gic response,  ataxia,  and  euphoria. 

Meprobamate  — Drowsiness  may  occur  and,  rarely, 
ataxia,  usually  controlled  by  decreasing  the  dose. 
Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are 
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Abstracts  in  In  ter  lingua 


Schumacher,  G.  A.:  Problemas  de  sclerosis 

multiple  ( anglese ),  New  York  State  J.  Med. 
66:  1743  (1  dejulio)  1966. 

Recercas  epidemiologic  es  importante  pro 
determinar  factores  genetic  o ambiental  que  es 
relationate  al  distribution  geographic  de  sclero- 
sis multiple.  Le  numero  de  nove  casos  que  se 
disveloppa  in  un  area  particular  per  unitate 
de  population  per  anno  revela  possibilemente 
factores  de  plus  grande  signification  etiologic 
que  le  cifras  de  prevalentia.  Plus  alte  cifras 
de  prevalentia  es  trovate  in  communitates  e 
paises  septentrional,  con  un  declino  de  file 
cifras  quando  on  approcha  le  equator.  Le 
presente  studio  esseva  un  essayo  de  discoperir 
si  o non  le  distribution  ha  un  base  genetic  o 
exogene  e,  in  caso  que  illo  es  exogene,  si  o non 
un  influentia  ambiental  relationate  con  le 
latitude  geographic  pote  esser  distinguite. 
Un  occurentia  familial  de  plus  alte  frequentia 
que  lo  que  pote  esser  expectate  a base  de  coin- 
cidentia  indica  le  presentia  de  un  factor  hered- 
itari.  Iste  resultatos  non  permitte  un  dif- 
ferentiation inter  le  commun  exposition  am- 
biental e morbo  genetic.  Un  formula  de 
liquido  cerebrospinal  pro  le  diagnose  de  sclerosis 
multiple  pote  indicar  un  alte  probabilitate  sed 


This  is  my  stand 


Few  persons  pass  through  life  without  being 
forced  to  take  a position  on  a controversial  ques- 
tion. Some  such  questions  are  in  the  “Have 
you  stopped  beating  your  wife?”  category  and 
require  fancy  footwork  to  escape  unscathed. 
The  zenith  of  this  art  was  reached  by  a Mis- 
sissippi State  Senator  when  he  addressed  the 
Legislature  thus: 

“You  have  asked  me  how  I feel  about  whisky. 
All  right,  here  is  just  how  I stand  on  this  ques- 
tion: If,  when  you  say  whisky,  you  mean  the 

devil’s  brew,  the  poison  scourge,  the  bloody 
monster  that  defiles  innocence,  yea,  literally 
takes  the  bread  from  the  mouths  of  little  chil- 
dren; if  you  mean  the  evil  drink  that  topples  the 
Christian  man  and  woman  from  the  pinnacles  of 
righteous,  gracious  living  into  the  bottomless  pit 
of  degradation  and  despair,  shame  and  helpless- 


su absentia  non  argue  contra  le  diagnose.  Le 
tractamento  general  del  morbo  ha  essite  melio- 
rate, sed  nulle  progresso  ha  occurrite  in  le 
therapia  specific. 

Zegarelli,  E.  V.,  Kutscher,  A.  H.,  e Tenore, 

R.  A.:  Idiopathic  cyste  ossee  (anglese),  New 

York  State  J.  Med.  66:  1753  (1  de  julio) 
1966. 

Un  studio  de  17  patientes  con  idiopathic 
cystes  ossee,  discoperite  coincidentalmente  in 
examines  radiographic  del  dentes  e maxillas, 
revelava  nulle  anormalitates  clinic  associate 
con  le  morbo  in  15  e non  plus  que  vage  anor- 
malitates in  2.  Esseva  trovate  que  le  dentes 
esseva  normal.  Omne  le  cystes  esseva  in  le 
mandibula,  e 13  habeva  un  sito  periapical. 
Esseva  trovate  nulle  evidentia  permittente  le 
conclusion  que  resorption  de  radice  poteva 
esser  attribuite  al  effecto  del  lesion.  Le  con- 
statationes  laboratorial  esseva  normal.  Le 
presentia  de  iste  entitate  esseva  diagnosticate 
le  melio  per  intervention  chirurgic  e inspection. 
Tal  cystes  es  cavitates  intraossee,  illos  pote 
sed  non  debe  esser  disproviste  de  liquido  o 
altere  contento,  e illos  non  ha  un  revestimento 
epithelial. 


ness  and  hopelessness,  then  certainly  I am 
against  it  with  all  of  my  power. 

“But,  if  when  you  say  whisky,  you  mean  the 
oil  of  conversation,  the  philosophic  wine,  the 
stuff  that  is  consumed  when  good  fellows  get 
together,  that  puts  a song  in  their  hearts  and 
laughter  on  their  lips  and  the  warm  glow  of 
contentment  in  their  eyes,  if  you  mean  Christ- 
mas cheer;  if  you  mean  the  stimulating  drink 
that  puts  spring  in  the  old  gentleman’s  step  on  a 
frosty  morning;  if  you  mean  the  drink  that 
enables  a man  to  magnify  his  joy  and  his  happi- 
ness and  to  forget,  if  only  for  a little  while, 
life’s  gi’eat  tragedies  and  heartbreaks  and  sor- 
rows, if  you  mean  that  drink,  the  sale  of  which 
pours  into  our  treasuries  untold  millions  of 
dollars  which  are  used  to  provide  tender  care  for 
our  little  crippled  children,  our  blind,  our  deaf, 
our  dumb,  our  pitiful  aged  and  infirm,  to  build 
highways,  hospitals,  and  schools,  then  cer- 
tainly I am  in  favor  of  it. 

“This  is  my  stand.  I will  not  retreat  from  it; 
I will  not  compromise.” 
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Martin  receives  alumni  medal 

William  F.  Martin 
of  Martin,  Clearwater 
and  Bell,  law  firm 
representing  the  Med- 
ical Society  of  the 
State  of  New  York, 
was  one  of  the  ten 
Columbia  University 
alumni  to  be  awarded 
the  Columbia  Uni- 
versity Alumni  Fed- 
eration’s Alumni 

Medal  during  the  Uni- 
versity’s commence- 
ment day  ceremonies 
on  Wednesday,  June  1. 

The  medal,  established  in  1933,  is  for  “con- 
spicuous Columbia  alumni  service.”  The  law 
class  of  1928,  of  which  Mr.  Martin  has  been 
president  since  graduation,  is  one  of  the  school’s 
most  active  in  its  relation  to  the  alumni  associa- 
tion and  fund.  Mr.  Martin  has  been  very  active 
in  the  association  and  is  serving  on  the  member- 
ship committee  and  the  board  of  directors.  He 
was  the  class  chairman  for  fund  raising  for  a 
number  of  years  and  was  on  the  national  execu- 
tive committee  until  1962  when  he  became  the 
national  chairman  for  the  12th  and  13th  cam- 
paigns. Mr.  Martin  has  come  close  to  the  stu- 
dent body  in  occasionally  presiding  at  moot  court 
sessions  and  as  a member  of  the  Residence  Halls 
Committee  to  examine  the  school’s  need  for 
dormitory  facilities.  He  also  serves  the  the  as- 
sociation’s Alumni  Advisory  Committee  whose 
assignment  is  to  facilitate  the  student’s  meeting 
with  alumni  to  discuss,  and  to  receive  advice 
and  guidance  on,  the  planning  of  a legal  career. 

The  medals  were  presented  by  Dr.  Grayson 
Kirk,  president  of  Columbia,  and  John  W. 
Wheeler,  president  of  the  Alumni  Federation. 
Recepients  are  chosen  by  a committee  of  fellow 
alumni. 

Memorial  lectureship  to  honor 
Harold  Jacobziner,  M.D. 

On  February  8,  1966,  New  York  City  lost  an 
outstanding  physician,  public  health  worker, 
and  citizen  in  the  death  of  Harold  Jacobziner, 
M.D.,  assistant  commissioner  for  maternal  and 
child  health  services.  Dr.  Jacobziner  joined 
the  New  York  City  Department  of  Health  in 
1930.  During  his  long  career,  he  made  a num- 
ber of  major  contributions  in  the  field  of  public 
health;  he  was  particularly  active  in  initiating 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


and  maintaining  services  for  children.  Not  so 
well  known  is  the  fact  that  he  still  found  time 
for  a very  active  career  as  professor  of  clinical 
pediatrics  at  the  New  York  University  School 
of  Medicine.  This  was  much  more  than  just  a 
title  to  Dr.  Jacobziner;  he  taught  and  made 
daily  early  morning  rounds  at  Bellevue  Hos- 
pital before  traveling  downtown  to  assume  his 
responsibilities  at  the  Department  of  Health. 

To  memorialize  this  dynamic  and  indefatig- 
able man,  an  Annual  Pediatric  Lectureship  to 
be  given  in  his  name  in  the  Department  of 
Pediatrics  at  New  York  University  Medical 
Center  is  being  established.  This  is  an  ap- 
propriate reflection  of  his  wide-ranging  interests 
in  pediatrics,  public  health,  and  teaching. 
Friends  of  Dr.  Jacobziner  are  invited  to  con- 
tribute to  this  memorial.  Contributions  should 
be  made  payable  to:  New  York  University 

Medical  Center — Harold  Jacobziner  Lecture 
Fund.  They  should  be  sent  to:  Miss  Ida 

Jones,  Office  of  Public  Health  Social  Work,  125 
Worth  Street,  New  York,  New  York  10013. 


Personalities 

Elected.  As  officers  of  the  Westchester  County 
Board  of  Health:  Donald  R.  Reed,  M.D., 

pediatrician  and  former  president  of  the 
Westchester  County  Medical  Society,  presi- 
dent; and  James  M.  Jones,  M.D.,  Bronxville, 
member  of  the  staff  of  Lawrence  Hospital, 
vice-president . . . Julius  E.  Stolfi,  M.D.,  director 
of  medicine  of  the  Brooklyn  Hospital  Division 
of  the  Brooklyn-Cumberland  Medical  Center, 
and  clinical  associate  professor  at  Downstate 
Medical  Center,  as  governor  of  the  American 
College  of  Physicians. 

Appointed.  John  Cumming,  M.D.,  director 
of  Syracuse  Psychiatric  Hospital,  as  new  deputy 
commissioner  of  the  division  of  mental  health 
in  the  Department  of  Mental  Hygiene’s  central 
office  . . . J.  Lowell  Orbison,  M.D.,  professor  of 
pathology  and  chairman  of  the  Department  of 
Pathology,  University  of  Rochester  School  of 
Medicine  and  Dentistry,  as  acting  dean  of  the 
School  and  acting  director  of  the  Medical  Center 
. . . James  B.  Wray,  M.D.,  head  of  orthopedic 
surgery  at  the  State  University  of  New  York, 
Syracuse,  as  chairman  of  the  Department  of 
Orthopedic  Surgery  at  Indiana  University 
School  of  Medicine,  Indianapolis. 

Installed.  Lauren  G.  Welch,  M.D.,  Niagara 
Falls,  as  president  of  the  National  Civil  Avia- 
tion Medical  Association  at  the  association’s 
annual  convention  in  Las  Vegas. 
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Editorials 


The  duty  of  the  medical  examiner  to  conduct  an  autopsy 


The  plaintiff’s  wife  was  admitted  to  a 
hospital  with  acute  abdominal  pain.  Some 
nine  days  later  after  undergoing  extensive 
medical  tests  and  procedures  she  died. 
The  tests  revealed  the  presence  of  free  air 
under  the  diaphragm.  Consequently,  the 
doctors  felt  that  some  organ  had  been  per- 
forated. A physician  at  the  hospital  re- 
quested that  plaintiff  consent  to  an  autopsy 
and  the  consent  was  refused.  The  hospital 
concluded  that  the  cause  of  death  was  peri- 
tonitis due  to  perforation  of  the  viscus. 
The  board  of  health  thereafter  refused  to 
accept  this  conclusion  on  the  ground  that 
the  cause  of  death  was  obscure.  The 
medical  examiner  to  whom  the  case  was  re- 
ported performed  an  autopsy.  The  hus- 
band sued  the  hospital  on  the  ground  that 
it  performed  the  autopsy  without  consent 
on  the  pretext  it  was  done  by  the  medical 
examiner  upon  the  ground  that  the  board 
of  health  would  not  accept  the  hospital’s 
death  certificate.  The  jury  awarded  the 
plaintiff  $12,500.  The  award  was  reduced 
to  $3,500,  and  as  reduced  it  was  affirmed 
by  the  Appellate  Division,  the  intermediate 
Appellate  Court. 

The  hospital  then  appealed  to  the  Court 
of  Appeals,  the  highest  Court  in  the  state. 
That  Court  unanimously  reversed  the  de- 
cisions below  and  dismissed  the  complaint, 
determining  that  as  a matter  of  law  the 
plaintiff  did  not  state  a valid  complaint. 

In  reaching  its  conclusion,  the  Court 
speaking  through  Bergan,  J.,  stated  that 
the  medical  examiner  in  New  York  is  au- 
thorized to  perform  an  autopsy  on  the 
body  of  a person  dying  in  any  “unusual” 
manner.  The  Court  continued: 


. . [T]he  question  must  be  deter- 
mined. . . by  the  situation  confronting 
the  medical  examiner  before  he  made  his 
decision  to  perform  the  autopsy. 

The  hospital  record  in  evidence  shows 
a wide  range  of  tests  made  and  proce- 
dures followed  in  the  course  of  treatment. 
The  inability  of  physicians  to  diagnose 
the  nature  of  her  illness  or  to  determine 
the  cause  of  her  death  after  following 
procedures  customary  in  a modern  hos- 
pital was  an  “unusual”  termination  of 
life. 

The  medical  examiner  was  acting 
within  the  frame  of  his  power  when,  hav- 
ing a report  of  death  not  acceptable  to 
the  Health  Department,  and  finding  on 
investigation  no  satisfactory  explanation 
for  death  in  the  hospital  records,  i.e.,  ‘no 
definitive  diagnosis,’  he  determined  that 
an  autopsy  was  indicated. 

Such  determination,  and  an  autopsy 
in  such  circumstances,  is  a protection  to 
public  health  and  an  additional  safe- 
guard in  hospital  care.  If  a hospital 
leaves  uncertain  or  indifferently  ex- 
plained how  a patient  entrusted  to  its 
care  died,  it  is  manifestly  the  duty  of  the 
medical  examiner  in  the  public  interest  to 
find  out  if  he  can.”  [Cremonese  v. 
City  of  New  York,  17  N.Y.  2d  22,  267 
N.Y.  Supp.  2d  897  (1966).] 

In  this  case  the  Court  of  Appeals  has 
carved  out  an  exception  to  the  general  rule 
that  an  autopsy  cannot  be  performed  with- 
out a valid  consent.  In  the  future,  a medi- 
cal examiner  will  be  able  to  perform  an 
autopsy  without  consent  if  the  attending 
treating  physicians  are  unable  to  determine 
the  cause  of  a patient’s  death  so  that  the 
death  is  an  “unusual  termination  of  life.” 
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Meniere’s  syndrome: 

The  Viennese  have  a word  for  it 

In  Vienna  “Dimenhydrinat”  (familiar  to  you 
as  Dramamine)  is  often  the  word  for  control 
of  Meniere’s  syndrome.  Like  physicians  the 
world  over,  Pichler*  found  that  when  patients 
received  this  classic  drug,  "severe  attacks 
appeared  to  be  aborted,  passed  without  vom- 
iting  ” ("Die  grossen  Anfalle  schienen  in 

ihrer  Schwere  gebrochen,  verliefen  ohne  erbre- 
chen ”) 

A Dramamine  Supposicone®  (100  mg.)  for 
an  adult  swiftly  controls  the  vertigo,  nausea 
and  vomiting  often  present  during  a severe 
attack.  Once  the  acute  stage  has  passed,  pa- 
tients may  be  maintained  on  Dramamine 
liquid  or  tablets. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 

♦Pichler,  H.:  HNO  4:178-179  (May  28)  1954. 
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Scientific  Articles 


Problems  of 
Multiple  Sclerosis 

GEORGE  A.  SCHUMACHER,  M.D. 

Burlington,  Vermont 

Professor  and  Chairman,  Division  of  Neurology, 
University  of  Vermont  College  of  Medicine 

Multiple  sclerosis  has  been  noted  to 
have  a peculiarity  of  geographic  distribu- 
tion which  has  aroused  interest  and  led  to 
investigations  of  the  distribution  of  the 
disease  for  over  forty  years.  Studies  of 
different  types  have  been  carried  out  in 
Europe  and  the  United  States  utilizing 
analyses  of  proportionate  hospital  ad- 
missions, mortality  surveys,  and  population 
surveys.  In  the  past  one  and  one-half 
decades,  epidemiologic  studies  have  become 
progressively  more  refined  and  sophisti- 
cated with  better  and  more  standardized 
technics  of  case  finding,  more  rigid  diag- 
nostic criteria,  verification  by  personal 
examination,  and  progressive  lessening 
of  the  effect  of  biasing  influences  through 
the  application  of  statistical  controls. 

Epidemiology 

As  stressed  by  Kurland,1  epidemiologic 
research  is  important  in  this  major  un- 
solved disease  of  the  central  nervous  system, 
since  the  clues  to  the  cause  or  causes  of 
multiple  sclerosis  may  be  found  in  the 
analysis  of  factors  related  to  geographic 
distribution.  In  the  studies  by  Kurland 


Epidemiologic  research  is  important  to 
determine  genetic  or  environmental  factors 
related  to  geographic  distribution  of  multiple 
sclerosis.  The  number  of  new  cases  de- 
veloping in  an  area  per  unit  of  population 
per  year  might  reveal  factors  of  more  etiologic 
significance  than  prevalence  rates.  Higher 
prevalence  rates  are  found  in  northern  com- 
munities and  countries,  with  diminishing 
rates  as  one  nears  the  equator.  The  study 
was  an  attempt  to  discover  whether  the  dis- 
tribution is  on  a genetic  or  exogenous  basis 
and,  if  exogenous,  whether  or  not  environ- 
mental influence  related  to  latitude  could  be 
discerned.  A higher  familial  occurrence 
than  could  be  expected  by  chance  indicates 
a hereditary  factor.  These  results  do  not 
differentiate  between  common  environmental 
exposure  and  genetic  disease.  A cerebro- 
spinal fluid  formula  for  diagnosing  multiple 
sclerosis  can  show  high  probability  but  its 
absence  does  not  militate  against  the  diagnosis. 
General  management  of  the  disease  has  been 
improved,  but  there  have  been  no  advances  in 
specific  therapy. 


and  his  coworkers,  attempts  have  been 
made  to  seek  significant  genetic  or  environ- 
mental factors  which  play  a role  in  the 
etiology  and  pathogenesis  of  multiple 
sclerosis.  Much  of  the  material  in  this 
section  is  taken  from  the  work  of  Kurland, 
one  of  the  foremost  investigators  in  this 
field,  who  has  assembled  the  results  of  his 
and  his  associates’  investigations  and  also 
the  results  of  epidemiologists  elsewhere  in 
the  world.1 

Analyses  of  proportionate  hospital  ad- 
missions have  not  given  an  accurate  picture 
of  the  extent  and  distribution  of  multiple 
sclerosis.  Mortality  surveys,  derived  from 
death  certificate  analyses,  also  suffer  from 
some  degree  of  error  owing  to  the  factor  of 
incorrect  diagnosis.  This  review  will  not 


Editor’s  Note.  This  condensed  review  of  scientific  approaches  to  the  problem 
of  multiple  sclerosis  was  presented  at  a symposium  held  at  the  St.  Lawrence  State 
Hospital,  Ogdensburg,  New  York,  on  September  24,  1964.  The  author  marshals 
much  information  that  it  is  well  for  those  outside  the  fields  of  neurology  and  psychiatry 
to  know. 
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FIGURE  1.  Isotherm  lines  correspond  to  points  of  equal  mean  January  temperature  for  northern  hemi- 
sphere and  July  temperature  for  southern  hemisphere.  Death  rates  are  adjusted  to  the  structure  of  the 
United  States  population  in  1950.  Figures  on  map  represent  number  of  deaths  from  multiple  sclerosis  per 
100,000  population  (age-adjusted)  per  year.  Note  tendency  for  mortality  rates  to  diminish  as  one  ap- 
proaches equator.1 


attempt  to  present  the  data  derived  from 
mortality  surveys  except  for  two  maps 
from  the  article  by  Kurland1  showing  the 
average  annual  age-adjusted  death  rates 
for  multiple  sclerosis  in  different  parts  of 
the  world  in  relation  to  climates  as  re- 
flected by  the  mean  January  isotherms 
(Figs.  1 and  2). 

A more  localized  and  generally  more 
accurate  distribution  pattern  of  multiple 
sclerosis  than  that  derived  from  mortality 
statistics  can  be  obtained  from  measures 
of  the  incidence  or  prevalence  of  living 
cases  of  the  disease  in  defined  populations 
in  different  environments  around  the  world. 
The  incidence  rates,  or  number  of  new 
cases  developing  in  an  area  per  unit  of 
population  per  year,  would  be  more  likely 
to  reveal  factors  of  etiologic  significance 
than  the  prevalence  rates,  or  number  of 
diagnosed  cases  existing  in  an  area  per  unit 
of  population  at  any  given  time,  but  the 
latter  figures  are  larger  in  number  and  more 
accurately  and  easily  obtained. 

Table  I provides  a summary  of  some 
of  the  population  surveys  of  the  past  decade 
indicating  the  higher  prevalence  rates  in 
northern  communities  and  countries  in 
Europe  and  America  and  also  the  tendency 
for  the  rates  to  diminish  as  one  approaches 


the  equator.  Although  the  more  recent 
prevalence  studies  have  been  done  with 
comparable  methods,  not  all  of  these 
studies  were  carried  out  in  the  same  way, 
and  because  of  certain  biasing  factors, 
caution  is  still  required  in  the  use  of  any 
set  of  these  data. 

The  surveys  by  Kurland  and  his  associ- 
ates12 in  Canadian  and  United  States  cities 
showed  a north-south  trend  of  lesser  preva- 
lence rates.  Note  the  particularly  marked 
difference  between  Winnipeg  and  New 
Orleans,  the  ratio  being  6.6  to  1 (Table  I). 
These  two  surveys  were  by  the  same  team. 
The  comparison  of  Halifax,  Nova  Scotia, 
and  Charleston,  South  Carolina,  carried 
out  by  the  same  team,  showed  prevalence 
rates  per  100,000  population  of  32  and  14, 
respectively,  or  a ratio  of  2.3  to  1.  A 
4 to  1 ratio  was  observed  between  the  cities 
of  Hamburg,  Germany,  and  Marseilles, 
France,  with  the  same  investigator  carry- 
ing out  both  surveys.  The  map  of  preva- 
lence rates  in  different  parts  of  the  world 
from  Kurland’s1  article  further  illustrates 
these  trends  (Fig.  3).  Data  from  the 
Winnipeg  study  led  to  the  conclusion  that 
there  were  no  statistically  significant  dif- 
ferences between  multiple  sclerosis  patients 
and  the  general  population  in  regard  to  the 
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FIGURE  2.  Isotherm  lines  correspond  to  points  of  equal  mean  January  temperature.  Mortality  rates 
(average,  age-adjusted)  of  multiple  sclerosis  per  100,000  population  (white  only)  in  Canada  and  United  States 
for  1959  through  1961. 1 


TABLE  I.  Multiple  sclerosis  prevalence  rates  per 
100,000  population  for  designated  locality  and 
year* 


Location 

Year 

Rate 

Per 

100,- 

000 

Denmark 

1956 

64 

Rochester,  Minnesota 

1950 

64 

Kingston,  Ontario,  Canada 

1959 

57 

Hamburg,  Germany 

1963 

57 

Northern  Scotland 

1956 

55 

Switzerland 

1960 

51 

Northumberland  and 
Durham,  Great  Britain 

1963 

50 

Boston,  Massachusetts 

1954 

41 

Winnipeg,  Manitoba, 
Canada 

1953 

40 

Denver,  Colorado 

1954 

38 

Halifax,  Nova  Scotia, 
Canada 

1960 

32 

San  Francisco,  California 

1954 

30 

Charleston,  South  Carolina 

1960 

14 

Marseilles,  France 

1963 

14 

Parma,  Italy 

1962 

12 

Southern  Queensland, 
Australia 

1963 

12 

Northern  Queensland, 
Australia 

1963 

7 

New  Orleans,  Louisiana 

1953 

6 

Israel 

1962 

4 

Union  of  South  Africa 

1963 

2 

* Modified  from  Kurland. 


following  factors  of  potential  etiologic 
significance:  areas  of  Europe  from  which 

they  or  their  ancestors  migrated,  place  of 
birth,  birth  order,  education  or  occupation, 
urban  or  rural  residence,  source  of  water 
or  types  of  food,  exposure  to  farm  or  do- 
mestic animals,  vaccination  or  inocculation, 
and  previous  illnesses,  or  back  or  head 
injuries.'2 

The  analysis  of  a large  immigrant  pop- 
ulation in  Israel  has  shed  further  light 
on  geographic  influences  on  multiple  scle- 
rosis. Alter  et  al.’s3  study  of  the  Israel 
population  showed  a prevalence  rate  among 
immigrants  from  northern  Europe  five  to 
ten  times  higher  than  that  among  immi- 
grants from  southern  Europe  or  among 
native-born  individuals.  This  finding  is 
more  suggestive  of  an  association  of  mul- 
tiple sclerosis  with  an  environmental  factor 
rather  than  with  a racial  one.  Similar 
conclusions  have  been  drawn  from  Dean’s4 
findings  of  higher  prevalence  rates  in  the 
Union  of  South  Africa  among  immigrants 
from  Europe  than  among  white  natives 
(predominantly  European)  of  the  same 
racial  stock.  Even  more  striking  is  the  find- 
ing of  a higher  risk  of  developing  multiple 
sclerosis  in  those  who  had  visited  a northern 
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FIGURE  3.  Isotherm  lines  correspond  to  points  of  equal  mean  January  temperature  for  northern  hemi- 
sphere and  July  temperature  for  southern  hemisphere.  World-wide  multiple  sclerosis  prevalence  rates  per 
100,000  population.1 


European  country  and  returned  to  South 
Africa. 

The  distribution  of  multiple  sclerosis, 
as  determined  from  a large  mass  of  data 
to  which  I have  only  briefly  referred,  does 
not  conform  to  any  readily  apparent  hy- 
pothesis of  etiology  or  pathogenesis.  How- 
ever, in  searching  for  clues  to  its  cause, 
the  question  resolves  itself  into  whether 
the  distribution  is  on  a genetic  or  an  exog- 
enous basis,  and  if  exogenous,  whether 
or  not  any  environmental  influence  related 
to  latitude  can  be  discerned.*  In  regard  to 
the  genetic  hypothesis,  numerous  studies 
showing  a higher  familial  occurrence  than 
could  be  expected  by  chance  indicate  the 
likely  operation  of  a hereditary  factor.  The 
results  of  the  investigation  by  Mackay  and 
Myrianthopoulos6  are  shown  in  part  in 
Table  II. 

Assuming  an  average  prevalence  of  50 
cases  of  multiple  sclerosis  in  every  100,000 
persons  studied  in  a given  area,  or  1 case  in 
every  2,000  persons,  an  incidence  of  0.05 

*Kurtzke’s6  analysis  of  available  epidemiologic  data 
for  entire  countries  in  Europe  revealed  foci  of  high  prevalence 
which  were  not  attributable  to  the  presence  of  familial  cases. 
This  was  interpreted  by  him  as  indicating  a concomitant 
presence  of  a similarly  distributed  exogenous  factor  nec- 
essarily associated  with  the  disease.  According  to  Kurtzke, 
identification  of  the  factor  will  provide  a clue  to  the  etiology 
of  multiple  sclerosis,  an  illness  considered  by  him  to  be  an 
acquired  exogenous  disease. 


per  cent,  the  occurrence  of  multiple  scle- 
rosis in  relatives  of  patients  is  as  high  as  1 
in  every  100  cases,  or  1 per  cent,  which  is 
20  times  the  general  prevalence.  In  sib- 
lings of  multiple  sclerosis  patients,  the 
incidence  of  the  disease  is  as  high  as  2.5 
per  cent  or  50  times  as  high  as  in  the  pop- 
ulation at  large.  From  this  it  is  seen  that 
persons  of  a family  in  which  1 member  has 
multiple  sclerosis  have  a much  greater 
chance  of  developing  the  disease  than 
those  persons  with  no  familial  occurrence 
of  the  disease.  In  various  studies  the  oc- 
currence of  a positive  family  history  for 
multiple  sclerosis  among  multiple  sclerosis 
patients  has  ranged  from  4 to  17  per  cent, 
indicating  a possibility  of  the  occurrence 
of  additional  cases  in  from  1 out  of  25  to  1 
out  of  6 of  such  families.  However,  these 
findings  do  not  differentiate  between  the 
effects  of  an  environmental  exposure  com- 
mon to  members  of  the  same  family,  such  as 
infection,  and  a genetic  disease.  Further- 
more, several  twin  studies,  notably  those 
of  Mackay  and  Myrianthopoulos,6  have 
shown  that  the  development  of  multiple 
sclerosis  in  both  members  of  the  homo- 
zygous twin  pair  is  far  less  than  one  would 
expect  if  there  were  a purely  hereditary 
basis  for  the  disease. 
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TABLE  II.  Familial  risk  of  acquiring  multiple 
sclerosis* 


Categories 

. — Prevalence — - 
Ratio  Per  Cent 

Ratio 

of 

Risk 
(Times 
Greater)  f 

General 

population 

1:2,000 

0.05 

1 

Relatives 

(known) 

1:100 

1 

20 

Parents 

1:62 

1.6 

32 

Offspring 

1:57 

1.75 

35 

Siblings 

1:41 

2.5 

50 

First 

cousins 

1:66 

0.6 

12 

* Modified  from  Mackay  and  Myrianthopoulos.6 
t As  compared  with  general  population. 


Concerning  environmental  concepts, 
many  studies  have  been  carried  out  on  the 
possible  role  of  exogenous  agents,  that  is, 
epidemiologic  investigations  of  certain  fac- 
tors with  an  analysis  of  their  distribution 
compared  with  the  distribution  of  multiple 
sclerosis.  For  example,  correlations  have 
been  attempted  between  multiple  sclerosis 
rates  and  the  degree  of  exposure  to  solar 
radiation7  and  to  cosmic  radiation.8  Plot- 
ted rates  showed  a rapid  rise  in  the  incidence 
of  multiple  sclerosis  between  the  geo- 
magnetic latitude  of  40  and  50  and  a much 
closer  correspondence  than  the  cruder 
correlation  with  ordinary  latitude.  Other 
relationships  proposed  on  the  basis  of  sta- 
tistics derived  from  surveys,  which  have 
not  been  generally  accepted,  are  differences 
in  fat  intake  in  certain  geographic  areas 
with  a suggested  correlation  between  high 
fat  intake  and  multiple  sclerosis9  and  the 
effect  of  deficiencies  or  excesses  of  a number 
of  trace  elements  in  the  soil  such  as  copper 
and  lead.10 

Infectious  etiologies  also  have  been 
sought  through  survey  data  despite  the 
fact  that  no  specifically  related  organism 
has  ever  been  isolated  in  the  disease.  On 
the  epidemiologic  grounds,  the  possibility 
of  infection  with  a long  incubation  period 
has  been  raised  because  of  the  higher 
prevalence  of  the  disease  among  those 
persons  in  low-risk  areas  who  have  either 
migrated  from  or  temporarily  visited  a 
high-risk  area. 

Ilt  was  concluded  by  Kurland  and  his 
associates12  that  from  epidemiologic  studies 
no  solutions  have  been  reached  to  the 


problems  of  etiology  or  pathogenesis.  The 
unusual  distribution  does  not  suggest  that 
there  is  a selective  racial  susceptibility 
or  that  the  disease  is  primarily  hereditary 
even  though  a genetic  influence  may  be 
operating  in  a predisposing  way.  Fur- 
thermore, although  many  correlations  with 
environmental  factors  have  been  found, 
including  temperature  and  solar  radiation, 
geomagnetic  latitude,  cosmic  radiation, 
dietary  and  trace  element  deficiencies  or 
excesses,  and  geographic  correlation  with 
infectious  etiologies,  none  have  been  proved 
to  have  any  specific  causative  relationship. 
Kurland  et  al.1-2  and  others  have  suggested 
that  multiple  sclerosis  as  seen  clinically  or 
pathologically  may  be  several  disease  en- 
tities and  that  the  geographic  variation 
may  be  due  to  the  absence  in  a low-inci- 
dence area  of  one  form  of  the  disease  which 
is  common  to  a high-prevalence  region. 

Cerebrospinal  fluid 

In  recent  years  the  content  of  the  cere- 
brospinal fluid  has  become  a focus  of  in- 
creasing interest  in  the  demyelinating 
diseases.  The  goals  have  been  to  discover 
possible  unique  quantitative  patterns  of 
disturbance,  especially  in  the  chemical 
constituents,  which  would  provide  help  in 
diagnosis;  to  find  clues  as  to  etiology  or 
pathogenesis;  and  to  search  for  fluctua- 
tions in  the  content  which  might  correlate 
with  the  course  of  the  disease.  In  the 
problem  of  sound  experimental  trials  of 
therapy  in  multiple  sclerosis,  two  of  these 
aspects  are  of  special  importance,  namely, 
an  accurate  diagnostic  test  and  a reliable 
quantitative  method  for  following  the 
progress  of  the  condition. 

In  respect  to  diagnosis,  there  is  no  single 
specific  change  in  the  cerebrospinal  fluid 
which  is  pathognomonic  of  multiple  sclero- 
sis. Numerous  components  have  been 
investigated  and  at  times  alleged  to  have 
diagnostic  import.  Cultures,  microscopic 
examination  for  specific  organisms,  and 
antibody  titer  determinations  to  date  have 
not  become  useful  in  the  diagnosis  of 
multiple  sclerosis.  The  disease  continues 
to  be  considered  noninfectious,  although 
there  is  renewed  interest  in  slow-acting 
viruses  as  a possible  cause.  No  viral  or 
bacterial  agent  has  ever  been  proved  to  be 
associated  with  it.  However,  viruses  have 
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been  suspected  of  playing  a role  in  initiating 
an  allergic  reaction  of  the  central  nervous 
system  which  is  subsequently  self-per- 
petuated by  immunologic  mechanisms. 
The  significance  of  the  recent  finding  of  a 
somewhat  higher  titer  of  measles  antibody 
in  the  cerebrospinal  fluid  of  multiple  sclerosis 
patients  than  in  control  patients  remains 
unclear  and  is  not  useful  in  diagnosis.  The 
notion  of  a spirochetal  organism  in  the 
spinal  fluid  of  multiple  sclerosis  patients 
has  been  fairly  thoroughly  dispelled  by  a 
variety  of  negative  studies  and,  I believe, 
finally  laid  to  rest  by  carefully  controlled 
experimental  work. 

In  regard  to  other  formed  elements, 
lymphocytes  may  or  may  not  be  found. 
There  is  no  predictable  correlation  between 
the  intensity  or  acuteness  of  the  disease 
process  and  the  presence  or  number  of 
lymphocytes  in  the  cerebrospinal  fluid. 
In  perhaps  one  half  of  the  patients  there  is 
no  pleocytosis,  in  one  fourth  of  the  fluids 
5 to  10,  and  in  another  one  fourth  up  to 
50  mononuclear  cells  per  cubic  millimeter. 
Rarely  does  one  encounter  a cerebrospinal 
fluid  with  as  many  as  100  to  200  mono- 
nuclear cells  per  cubic  millimeter. 

The  same  lack  of  correlation  exists  in 
respect  to  the  total  protein  content.  Al- 
though a raised  level  of  protein  is  consistent 
with  the  diagnosis,  the  protein  content 
is  just  as  apt  to  be  normal  and  does  not 
fluctuate  reliably  with  the  course  of  the 
disease.  Usually,  any  elevation  present 
is  only  moderate,  up  to  50  or  60  mg.  per 
100  ml.  and  rarely  as  high  as  100  mg.  per 
100  ml.  The  colloidal  gold  reaction  has 
been  reported  as  abnormal  in  from  one 
third  to  two  thirds  of  the  cases,  depending 
on  the  criteria  used.  In  my  experience,  if 
only  values  of  2 or  over  in  the  conventional 
gold  sol  curves  are  accepted  as  abnormal, 
only  50  per  cent  of  multiple  sclerosis  pa- 
tients show  abnormalities,  most  of  them 
in  the  first  zone  and  some  in  the  second 
zone.  Qualitative  protein  tests  such  as 
the  Pandy  are  not  helpful. 

A relatively  new  finding  has  been  recog- 
nized since  the  development  of  refinements 
in  the  characterization  and  quantitative 
estimation  of  protein  subfractions.  Al- 
though it  has  been  known  for  years  that 
certain  proteins  known  as  globulins  were 
disproportionately  elevated  in  the  cerebro- 
spinal fluid  in  certain  conditions  including 


multiple  sclerosis,  to  which  was  attributed 
the  capacity  of  the  cerebrospinal  fluid  for 
colloidal  gold  precipitation,  the  high  inci- 
dence of  elevation  of  the  specific  subtrac- 
tion called  gamma  globulin  was  not  estab- 
lished until  about  fifteen  years  ago  when 
Kabat  applied  a specific  quantitative  im- 
munochemical method  to  cerebrospinal 
fluid  protein  analysis.  Since  then,  this 
change  has  been  found  also  by  other  an- 
alytical technics  such  as  electrophoresis, 
ion  exchange  column  chromatography,  and 
zinc  sulfate  precipitation.  With  advances 
in  immunochemical  technics,  it  became  ob- 
vious that  the  gamma  globulins  or  so-called 
“immunoglobulins”  were  made  up  of  sev- 
eral subfractions.  Of  these,  the  gamma-2 
fraction  appears  to  be  the  specific  fraction 
that  is  elevated  in  a high  proportion  of  mul- 
tiple sclerosis  sufferers. 

Although  the  immunochemical  technic 
for  the  measurement  of  gamma-2  glob- 
ulin is  the  most  precise  and  specific  method, 
it  is  not  available  as  a routine  procedure 
in  most  hospital  laboratories.  Agar  and 
starch  gel  electrophoresis  for  the  entire 
gamma  fraction  remains  complex  and 
time-consuming  for  routine  hospital  use. 
Paper  electrophoresis,  now  routinely  per- 
formed in  hospitals  on  serum,  poses  the 
problem  of  concentrating  a large  volume 
of  cerebrospinal  fluid  before  it  can  be 
analyzed,  and  it  remains  impractical  for 
routine  hospital  use.  The  zinc  sulfate 
precipitation  technic,  although  extensively 
applied  to  a clinical  series  of  cases  and  re- 
ported as  aiding  in  the  diagnosis  of  multiple 
sclerosis,  is  not  recommended  because  it 
has  been  shown  to  precipitate  a wider 
spectrum  of  proteins  than  gamma  globulin 
alone.  A simpler  immunochemical  ap- 
proach to  cerebrospinal  fluid  gamma- 
globulin determination  has  recently  been 
described  by  Sibley  and  Wurz,11  namely, 
the  hemagglutination-inhibition  assay 
method.  This  technic  offers  an  accurate 
but  more  rapid  means  of  measuring  gamma 
globulin  than  the  conventional  immuno- 
chemical technic  and  lends  itself  well  to 
clinical  use.  Results  obtained  by  the  two 
methods  are  without  statistically  significant 
differences. 

Quantitative  gamma  globulin  values  in 
cerebrospinal  fluid  are  best  reported  as 
percentages  of  total  protein.  By  electro- 
phoretic and  immunochemical  methods  the 
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average  normal  value  is  about  12  to  13  per 
cent  of  the  total  protein.  The  proportion 
of  patients  with  multiple  sclerosis  reported 
to  have  pathologic  elevations  of  gamma 
globulin  has  ranged  in  different  studies 
from  67  to  88  per  cent.  Five  points  about 
this  should  be  remembered:  (1)  Although 

other  diseases  of  the  nervous  system  also 
show  this  change  in  the  cerebrospinal  fluid, 
neither  the  incidence  of  its  occurrence  nor 
the  intensity  of  the  change  is  as  great  as  it 
is  in  multiple  sclerosis  except  in  neuro- 
syphilis which  must  be  ruled  out  by  sero- 
logic testing.  (2)  The  absence  of  a raised 
gamma  globulin  level  in  cerebrospinal 
fluid  by  no  means  rules  out  multiple  scle- 
rosis. (3)  There  is  no  close  correlation 
between  the  level  of  gamma  globulin  and 
the  degree  of  activity  of  the  disease;  fluc- 
tuations of  gamma-globulin  level  cannot  be 
depended  on  to  reflect  the  course.  Long- 
standing disease  and  widespread  involve- 
ment, however,  are  more  apt  to  be  associ- 
ated with  high  levels  than  are  acute  epi- 
sodes. (4)  The  gamma-globulin  level  in 
the  spinal  fluid  can  be  artificially  depressed 
to  normal  levels  with  large  oral  or 
intrathecal  doses  of  adrenal  cortical  steroid. 
(5)  The  serum  gamma  globulin  is  not  ele- 
vated. 

The  origin  and  significance  of  the  gamma 
globulin  increase  in  the  spinal  fluid  is  still 
unknown.  Evidence  suggests  that  this 
molecule  could  be  formed  within  the  central 
nervous  system  in  response  to  a specific 
antigen  and  that  it  is  an  antibody  related 
to  the  cause  of  the  disease.  At  present 
an  immunologic  etiology  of  multiple  scle- 
rosis with  an  autoimmune  reaction  of  the 
central  nervous  system  tissues  to  an  un- 
known antigen  derived  from  the  tissues 
themselves  is  being  strongly  considered. 
The  elevated  level  of  gamma  globulin  in 
the  cerebrospinal  fluid  supports  this  hy- 
pothesis. However,  it  has  been  cautioned 
that  this  rise  in  gamma  globulin  in  multiple 
sclerosis  must  not  be  interpreted  necessarily 
as  the  result  of  production  of  antibodies. 
It  is  still  not  known  whether  or  not  all 
gamma  globulins  are  antibodies.  Experi- 
ments done  by  Field  and  Ridley12  measur- 
ing the  ability  of  gamma  globulin  excess 
in  multiple  sclerosis  spinal  fluids  to  fix 
brain  tissue  showed  that  in  no  case  could 
antibody  be  demonstrated  which  was  ca- 
pable of  fixing  normal  or  multiple  sclerosis 


brain  tissue.  This  suggests  but  does  not 
prove  that  the  increase  in  gamma  globulin 
has  not  been  immunologically  produced 
and  that  the  elevated  level  may  simply  be 
derived  from  disintegration  of  nervous 
tissue. 

An  important  question  is  whether  or  not 
any  combination  of  cerebrospinal  fluid 
findings  has  significant  diagnostic  value. 
Based  on  a careful  analysis  of  the  spinal 
fluids  of  387  patients  with  a definite  clinical 
diagnosis  of  multiple  sclerosis,  a cerebro- 
spinal fluid  syndrome  or  formula  believed 
to  be  virtually  pathognomonic,  if  present, 
for  multiple  sclerosis  has  been  outlined  by 
Tourtellotte.13  This  consists  of  the  follow- 
ing: (1)  an  elevated  concentration  of 

gamma-2  globulin  immunochemically  de- 
termined associated  with  a normal  serum 
gamma-2  globulin  concentration  and  a 
negative  serologic  test  for  syphilis;  (2)  a 
total  protein  concentration  less  than  100 
mg.  per  100  ml.;  and  (3)  a leukocyte  count 
of  less  than  50  cells  per  cubic  millimeter 
composed  of  mononuclear  cells.  Although 
the  existence  of  the  cerebrospinal  fluid 
formula  supports  the  diagnosis  of  multiple 
sclerosis  in  a given  subject  with  a high 
degree  of  probability,  its  absence  does  not 
militate  against  the  diagnosis  since  Tour- 
tellotte’s  data  showed  that  only  50  per 
cent  of  the  387  patients  had  this  syndrome. 

Advances  in  therapy 

Although  improvement  in  the  general 
management  of  multiple  sclerosis  appears 
to  have  lengthened  the  duration  of  the 
disease  and  therefore  the  life  span  of  the 
patient,  there  have  been  no  major  advances 
in  specific  therapy  for  the  disease  process 
itself.  A quarter  of  a century  ago,  this 
disease  was  believed  to  have  an  approximate 
duration  of  five  to  ten  years.  Today, 
partly  because  of  earlier  diagnosis  and 
anamnestic  dating  of  the  onset  earlier  in 
life,  the  true  duration  of  the  disease  is 
recognized  as  being  much  longer,  the  aver- 
age duration  being  in  the  vicinity  of  twenty- 
seven  years.  On  the  other  hand,  an  actual 
slowing  of  the  progress  of  the  disease,  thus 
postponing  death,  also  may  have  resulted 
from  advances  in  anti-infectious  therapy 
directed  against  the  complications,  more 
attention  to  hygienic  and  emotional  factors, 
and  physical  therapy  measures  which  delay 
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motor  incapacitation  and  improve  general 
psychic  and  physical  well-being. 

Despite  numerous  reports  of  therapeutic 
trials,  few  studies  have  been  adequately 
controlled.  Efforts  have  been  in  two  direc- 
tions: (1)  trial  of  agents  which  might 

specifically  affect  the  disease  process  itself, 
and  (2)  trial  of  agents  which  might  help 
ameliorate  the  symptoms.  In  regard  to 
specific  therapy,  obviously  this  must  con- 
tinue to  be  largely  empirical  until  clear 
understanding  of  the  etiology  or  pathogene- 
sis of  the  disease  is  at  hand.  Based  on 
theoretical  concepts,  many  former  methods 
have  been  abandoned,  such  as  vitamins, 
anticoagulant  therapy,  vasodilator  ther- 
apy (including  histamine),  allergic  de- 
sensitization and  elimination  diets,  high- 
fat  diet,  cerebroside,  metabolic  compounds 
of  several  types  (succinate,  adenosine  tri- 
phosphate, and  adenosine  monophosphate), 
and  various  drugs  such  as  isoniazid,  tolbuta- 
mide (Orinase),  tranylcypromine  sulfate 
(Parnate),  lyophilized  yeast  (Proper-Myl), 
and  others.  The  use  of  a low-fat  diet  re- 
mains under  observation,  but  reports  of 
favorable  effects havenot  been  corroborated. 

Currently  and  for  some  years,  the  focus 
of  interest  has  been  on  the  effectiveness 
of  steroid  therapy,  either  intramuscular 
ACTH  or  orally  or  intrathecally  admin- 
istered adrenal  corticosteroids.  To  date 
the  application  of  scientific  controls  and 
statistical  analysis  in  the  therapeutic  trials 
reported  has  left  much  to  be  desired  so  that 
the  validity  of  the  conclusions  reached  in 
most  of  the  reports  may  be  questioned. 
However,  a few  reports  have  appeared  with 
some  elements  of  control  suggesting  that 
large  doses  of  adrenal  corticosteroid  by 
mouth,  for  example,  40  to  200  mg.  of  predni- 
sone daily  or  intramuscular  ACTH  starting 
with  120  units  daily  for  a week  and  then 
tapering  off,  have  the  effect  of  shortening 
the  course  of  an  acute  exacerbation.14 
Kibler15  reported  on  the  use  of  massive 
oral  doses  of  prednisone  in  10  patients  with 
associated  improvement  in  acute  exacerba- 
tions, apparently  spectacular  in  some  of 
the  cases,  but  without  satisfactory  controls. 

In  the  well- controlled  double-blind  study 
by  Tourtellotte  et  al. 16  using  average  doses 
of  oral  methylprednisolone  (Medrol),  the 
results  indicate  only  equivocal  benefit. 
The  use  of  intrathecal  steroid  has  been 
reported  both  favorably17  and  unfavor- 


ably.18 This  method  would  appear  to 
have  little  to  recommend  it  inasmuch  as 
the  study  by  Fishman  and  Christy 1 9 showed 
that  concentrations  of  steroids  in  the 
spinal  fluid  after  one  hour  are  the  same 
whether  the  agent  is  given  intravenously 
or  intrathecally.  They  concluded  that  the 
intraspinal  route  was  pharmacologically 
irrational.  The  final  answer  to  the  value  of 
steroids  in  multiple  sclerosis  is  not  yet  at 
hand  and  awaits  adequately  controlled 
therapeutic  experimentation.  Comprehen- 
sive reviews  of  treatment  including  discus- 
sion of  general  measures  may  be  found  in 
standard  works2021  and  numerous  ar- 
ticles.22-24 

Symptomatic  and  supportive  therapy, 
including  physical  therapy  and  rehabili- 
tative measures,  has  a great  deal  to  offer 
the  multiple  sclerosis  patient  by  keeping 
him  in  generally  better  physical  condition, 
free  of,  or  delaying  the  onset  of,  complica- 
tions and  probably  prolonging  his  life  span. 
Two  excellent  pieces,  distributed  by  the 
National  Multiple  Sclerosis  Society  for 
use  by  physicians,  nurses,  and  members 
of  the  family,  deal  with  general  supportive 
measures.25-26  In  the  patient  with  static 
disease  who  is  mainly  disabled  by  severe 
intention  tremor,  neurosurgical  alleviation 
by  stereotactically  placed  brain  lesions  in 
the  opposite  cerebral  hemisphere  should  be 
considered.27  This  approach  remains  ex- 
perimental and  has  been  shown  to  be  bene- 
ficial but  not  without  potential  hazards. 

Several  years  ago  interest  was  aroused 
in  a newer  aspect  of  physical  therapy, 
namely,  the  use  of  external  cold  for  the 
amelioration  of  motor  symptoms.28  Ex- 
periments on  the  value  of  such  therapy 
have  been  difficult  to  control,  especially 
in  view  of  the  marked  suggestibility  of 
many  patients.  Initially  it  seemed  pos- 
sible to  increase  power  and  reduce  spasticity 
in  the  muscles  involved  by  cold  baths  or 
ice  packs.  Improvement  in  function  was 
believed  to  be  dependent  on  cooling  the 
nervous  system  either  by  generally  reducing 
body  temperature  by  at  least  0.5  C.  or  by 
cooling  the  head  and  spine  in  an  effort  to 
reduce  the  temperature  of  the  underlying 
nervous  parenchyma  directly.  The  draw- 
back of  this  therapy  was  that  any  apparently 
good  effect  was  of  only  temporary  duration, 
disappearing  with  return  of  body  or  local 
temperature  to  normal. 
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Neurologists  have  been  concerned  about 
the  way  in  which  reports  in  the  literature  of 
uncontrolled  trials  of  therapy  have  stimu- 
lated unwarranted  enthusiasm,  optimism, 
and  wide  use  by  physicians  and  patients, 
only  to  have  the  therapy  eventually  fall 
into  disrepute.  For  some  time  a group  met 
to  study  the  problems  involved  in  experi- 
mental trials  of  therapy  in  multiple  sclerosis 
with  the  hope  of  devising  an  outline  of 
procedure  which  might  provide  optimal 
scientific  control  in  this  difficult  area.  A 
report  of  the  results  of  this  study  was  given 
at  the  conference  on  Research  in  the 
Demyelinating  Diseases  sponsored  by  the 
New  York  Academy  of  Sciences  and  the 
National  Multiple  Sclerosis  Society.29 
Since  then  a multi-institutional,  cooperative 
trial  of  therapy,  supported  by  the  National 
Institute  of  Neurological  Diseases  and 
Blindness,  has  been  initiated.  The  goal  is  a 
combined  one  of  testing  both  the  feasibility 
and  soundness  of  the  experimental  protocol 
as  well  as  the  value  of  the  therapeutic  agent. 
A carefully  designed  protocol  of  a double- 
blind experiment  has  been  instituted  with 
the  aims  of  insuring  accuracy  of  diagnosis, 
exclusion  of  unsuitable  subjects,  and  preci- 
sion in  evaluating  the  course  of  the  disease. 
Maximum  control  to  achieve  freedom  from 
various  biasing  factors  was  sought  with  the 
utilization  of  statistic  principles  in  planning 
and  checking  the  course  of  the  experiment 
and  in  analyzing  the  final  results.  The 
effect  of  administering  an  arbitrarily  chosen 
agent,  namely  intramuscular  ACTH,  on 
acute  exacerbations  of  multiple  sclerosis 
will  be  assessed. 

It  is  important  in  the  future  to  evaluate 
critically  any  report  that  is  published  con- 
cerning a treatment  for  multiple  sclerosis 
and  to  decide  on  the  basis  of  the  soundness 
of  the  procedure  used  whether  or  not  the 
reported  results  can  be  accepted  as  reliable 
indicators  of  the  therapeutic  value  of  the 
treatment  proposed.  Hopefully,  future  re- 
ports will  rest  on  better  controlled  trials  of 
therapy  than  those  of  the  past.  However, 
we  must  face  the  fact  that  specific  therapy 
of  curative  value  will  probably  have  to 
await  the  clarification  of  the  etiology  and 
pathogenesis  of  this  disease. 

Summary 

An  overview  of  three  randomly  chosen, 
unsolved  problem  areas  of  multiple  sclerosis 


is  given:  epidemiology,  cerebrospinal  fluid 
as  a diagnostic  aid,  and  advances  in 
therapy.  Studies  do  not  show  that  there 
is  a selective  racial  susceptibility  or  that 
the  disease  is  primarily  hereditary  even 
though  a genetic  influence  may  predispose 
persons  to  the  disease.  Studies  indicate 
correlations  between  the  incidence  of  mul- 
tiple sclerosis  and  environmental  elements 
and  geographic  location,  but  these  associa- 
tions have  not  revealed  any  causative 
factors. 

No  specific  change  has  been  found  in  the 
cerebrospinal  fluid  which  is  pathognomonic 
for  multiple  sclerosis.  An  elevated  level  of 
gamma  globulin  in  the  cerebrospinal  fluid 
strongly  suggests  the  disease  in  certain 
circumstances  but  is  not  diagnostic  of  it. 
A cerebrospinal  fluid  syndrome  or  formula 
has  been  proposed  which,  if  present,  is 
believed  to  be  pathognomonic  of  multiple 
sclerosis,  but  studies  show  it  to  be  present 
in  only  about  50  per  cent  of  multiple 
sclerosis  patients. 

Improvement  in  the  general  management 
of  multiple  sclerosis  has  increased  the  life 
span  of  the  patient,  but  no  therapy  spe- 
cifically counteracting  the  disease  process 
itself  has  been  advanced.  The  average 
duration  of  the  disease  has  been  estimated 
to  be  twenty-seven  years.  Efforts  to 
provide  well-controlled  therapeutic  studies 
are  being  made. 
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Idiopathic  Bone  Cyst 


A study  of  17  patients  with  idiopathic  bone 
cyst,  discovered  coincidentally  on  radio- 
graphic  examinations  of  teeth  and  jaws, 
showed  no  clinical  abnormalities  associated 
with  the  disease  in  15  and  only  vague  ab- 
normalities in  2.  The  teeth  were  found  to 
be  normal.  All  cysts  were  in  the  mandible, 
and  13  were  periapically  situated.  There 
was  no  evidence  that  root  resorption  could  be 
attributed  to  the  action  of  the  lesion.  Lab- 
oratory findings  were  normal.  The  presence 
of  this  entity  was  best  diagnosed  through 
surgical  intervention  and  inspection.  These 
cysts  are  intraosseously  located  cavities,  may 
or  may  not  be  devoid  of  fluid  or  other  content, 
and  are  devoid  of  epithelial  lining. 
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During  the  past  twenty  years,  26  pa- 
tients attending  the  clinics  of  the  Columbia 
University  School  of  Dental  and  Oral  Sur- 
gery were  discovered  to  have  radiographic 
evidence  of  jaw  bone  lesions  which  were 
presumed  to  be  idiopathic  bone  cysts.  Of 
these,  6 patients  were  eliminated  from  the 
present  study  because  of  a lack  of  suffi- 
ciently adequate  data.  An  additional  3 
patients  were  excluded  since  the  surgical 
exploration  deemed  necessary  for  conclusive 
identification  was  not  performed,  either  in- 
tentionally or  because  of  lack  of  cooperation 
on  the  part  of  the  patient.  Thus,  during 
this  twenty-year  period,  17  patients  were 
found  to  have  an  idiopathic  bone  cyst  as  a 
definitive  diagnosis,  the  diagnosis  being  de- 
pendent on  substantiating  evidence  ob- 
tained through  surgical  intervention. 

Idiopathic  bone  cyst  is  being  used  in  this 
report  to  refer  to  that  abnormality  in  the 
jaws  which  fulfills  the  following  distinctive 
characteristics  when  they  are  established 
on  the  basis  of  surgical  exploration:  (1) 

It  is  an  intraosseously  located  cavity  or 
space;  (2)  it  may  be  devoid  of  content  or 
contain  a fluid  or  other  material  therein 
which  either  partially  or  completely  fills  the 
cavity;  and  (3)  it  is  devoid  of  an  epithelial 
lining. 

Thus,  the  idiopathic  bone  cyst  is  not  truly 
a cystic  entity  if  the  definition  of  a cystic 


lesion,  as  advocated  by  the  American 
Academy  of  Oral  Pathologists,  is  to  be 
rigidly  followed.  However,  since  its  radio- 
graphic  appearance  often  simulates  that  of 
a cyst,  a homogeneous  radiolucency  with  a 
well-delineated  and  curvilinear  shape,  it 
has  been  given  a variety  of  names  denoting 
a cyst,  such  as  traumatic  bone  cyst,  hemor- 
rhagic bone  cyst,  solitary  bone  cyst,  pro- 
gressive bone  cyst,  and  so  on. 1 ~6 

We  too  are  guilty  of  employing  the  term 
“cyst”  to  describe  the  disease,  but  we  wish 
to  point  out  that  this  disease  is  not  truly  a 
cystic  entity.  In  addition,  the  term  “idio- 
pathic” is  added  to  the  name  of  the  disease 
to  emphasize  that  its  etiology  has  not  been 
definitively  established.  However,  it  is 
noteworthy  that  still  other  names  have  been 
employed  in  referring  to  this  disease,  some 
of  which  do  not  contain  the  word  cyst,  for 
example,  dry  bone  cavity. 

The  purpose  of  this  study  is  to  report  on 
the  clinical,  radiographic,  and  surgical  find- 
ings that  were  gathered  from  a detailed 
analysis  of  17  patients  with  idiopathic  bone 
cyst. 

Frequency  and  incidence 

Since  a maximum  of  only  26  patients  with 
idiopathic  bone  cyst  were  encountered,  and 
since  of  these  only  17  cases  could  be  con- 
clusively documented  during  a twenty-year 
period  from  a clinic  population  source  of 
60,000  patients,  each  with  x-rays  of  the 
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entire  mouth,  it  is  evident  that  this  disease 
occurs  in  approximately  1 of  every  2,300 
patients.  Certainly,  this  statistic  well  il- 
lustrates the  rarity  with  which  this  disease 
is  encountered  in  patients  treated  in  a clinic 
in  New  York  City. 

Of  the  17  documented  cases  of  idiopathic 
bone  cyst,  8 were  males,  and  9 were  females. 
In  regard  to  the  age  incidence,  10  of  the  17 
patients  were  found  to  be  between  five  and 
fifteen  years  of  age  at  the  time  of  diagnosis, 
5 patients  were  between  fifteen  and  twenty- 
five  years  of  age,  and  2 patients  were  over 
twenty-six  years  of  age.  It  may  be  argued 
on  the  basis  of  these  findings  that  idiopathic 
bone  cyst  is  truly  a childhood  disease  in 
spite  of  occasional  instances  where  dis- 
covery of  the  lesion  is  not  made  until  adult- 
hood. Considerable  credence  in  this  belief 
is  engendered  when  it  is  noted  that  16  of 
the  17  cases  were  discovered  by  coincidence 
during  routine  radiographic  examinations, 
which  suggests  that  the  abnormality  may 
have  been  present  for  a long  period  of  time 
prior  to  diagnosis. 

Etiology 

An  effort  was  made  through  verbal  ques- 
tioning to  determine  any  evidences  of 
familial  involvement,  and  there  was  an 
absence  of  positive  data  that  might  suggest 
such  a positive  relationship.  But  in  the 
absence  of  direct  examination  of  parents, 
siblings,  and  so  on,  this  aspect  of  investiga- 
tion could  not  be  considered  complete. 

Detailed  analysis  of  the  medical  histories 
revealed  that  there  was  no  systemic  disease 
or  abnormality  which  could  be  regarded  as 
a common  denominator  for  any  considerable 
number  of  patients,  unless  one  whimsically 
wishes  to  implicate  childhood  diseases  which 
were  reported  by  8 patients. 

No  patients  were  found  to  have  any 
pertinent  present  illnesses,  and,  further- 
more, no  patients  were  found  to  have  symp- 
toms stemming  from  the  disease  in  question. 

In  view  of  the  frequent  allusion  to  trauma 
as  an  etiologic  factor,  each  patient  was 
thoroughly  questioned  in  this  regard.  Of 
the  17  patients,  6 gave  positive  histories  of 
a blow,  fall,  or  some  sort  of  injury  to  the  jaw 
or  face  during  the  earlier  years.  However, 
this  figure  is  unimpressive  in  respect  to  the 
total  number  of  cases,  and  it  should  be 
borne  in  mind  that  rarely  does  any  young- 


ster succeed  in  passing  through  childhood 
without  having  experienced  some  form  of 
injury  to  this  region  of  the  body. 

Findings 

Clinical  findings.  As  previously  sug- 
gested, the  vast  majority  of  idiopathic  bone 
cysts  are  discovered  as  coincidental  findings 
during  routine  radiographic  examinations 
of  the  teeth  and  jaws.  As  a matter  of  fact, 
15  of  the  17  patients  presented  no  definitive 
or  detectable  clinical  abnormalities  which 
could  be  associated  with  the  disease  itself. 
Thus,  with  the  exception  of  2 patients,  one 
with  a complaint  of  vague  pain  in  the  region 
of  the  lesion  and  one  who  exhibited  a barely 
detectable  deformity  of  the  bony  cortex  in 
the  suspect  area,  no  associated  subjective 
symptoms  or  objective  clinical  signs  were 
present.  In  all  patients  the  teeth  in  the 
region  of  the  lesion  were  found  to  be  in 
normal  position,  of  normal  color,  free  of  any 
abnormal  pulp  condition,  and  responsive  to 
the  electrical  pulp  testor  (S.  S.  White 
Electrical  Pulp  Testor  no.  2)  in  normal, 
vital  ranges. 

Radiographic  findings.  All  idiopathic 
bone  cysts  in  this  study  were  located  in  the 
mandible.  No  patients,  including  those 
whose  diagnoses  were  conclusively  estab- 
lished and  those  who  were  eliminated  from 
the  study,  assuming  that  the  latter  truly 
had  idiopathic  bone  cysts,  had  a cyst  in  the 
maxilla.  In  regard  to  their  more  specific 
locations  within  the  mandible,  8 were 
considered  as  being  in  the  anterior,  incisor- 
cuspid  region,  and  9 were  found  in  the 
posterior,  bicuspid-molar  region  (Fig.  1). 

Three  of  the  17  patients  were  found  to 
exhibit  a disturbance  of  the  anatomic  out- 
line of  that  region  of  the  mandible  in  which 
the  lesion  was  located,  that  is,  the  inferior 
cortex  was  found  to  be  minimally  or  slightly 
expanded.  Although  these  expansions  were 
observed  on  the  radiograph  films,  it  must  be 
emphasized  that,  with  the  exception  of  1 
case,  no  clinical  evidence  of  expansion  was 
detectable. 

Fifteen  patients  had  single  radiolucent 
lesions,  whereas  2 patients  had  multiple 
lesions.  On  the  basis  of  the  16  films  avail- 
able for  direct  measurement  of  the  dimen- 
sions of  the  cysts,  it  was  determined  that 
they  varied  in  size  from  0.8  cm.  to  4.2  cm. 
Two  were  up  to  1 cm.  in  diameter,  6 were 
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FIGURE  1.  Idiopathic  bone  cysts  exhibit  roent- 
genographic  features  similar  to  most  intraosseous 
true  bone  cysts;  namely,  they  are  distinctively 
radiolucent,  have  sharp,  well-delineated  peripheral 
borders,  and  are  of  curvilinear  shape.  Their 
round,  oval,  lobulated,  or  elliptical  peripheries  may 
or  may  not  be  surrounded  by  zone  of  hyperostosis; 
they  usually  do  not  displace  teeth  from  normal  posi- 
tion in  arch.  Roentgenographs  showing  idiopathic 
bone  cyst  (A)  in  anterior  mandible,  (B)  in  bicuspid- 
molar  region,  and  (C)  unusually  large  cyst  in  molar 
region. 


between  1.1  and  2 cm.,  2 were  between 
2.1  and  3 cm.,  and  6 were  over  3 cm.  in 
diameter.  All  the  cysts  presented  curvi- 
linear shapes,  but  they  varied  in  their  over- 
all outlines  with  6 having  round,  6 hav- 
ing elliptical,  and  9 having  lobulated 
characteristics.  A hyperostotic  border  was 
found  to  be  a frequent  feature,  but  in  most 
instances  the  hyperostosis  only  partially 
surrounded  the  lesion.  In  1 case  there  was 
no  evidence  whatever  of  a hyperostotic 
periphery. 

Thirteen  of  the  17  idiopathic  bone  cases 
were  periapically  situated,  that  is,  encom- 
passing one  or  more  apices  of  teeth.  Only 
4 could  be  labeled  “central”  to  denote 
that  they  were  distinctly  removed  from  the 
apices  of  teeth.  In  no  case  was  evidence  of 
root  resorption  detected  which  could  be 
attributed  to  the  action  of  the  lesion  itself. 

Although  it  is  admitted  that  a determina- 
tion of  the  presence  or  absence  of  the  lamina 
dura  cannot  be  firmly  established  on  the 
basis  of  radiograph  film  alone,  we  noted  in 
9 patients  that  the  lamina  duras  of  one  or 
more  teeth  in  or  near  the  radiolucency 
appeared  to  be  absent.  On  the  basis  of  the 
radiograph  films  alone,  it  was  evident  that 
in  4 patients  the  teeth  contiguous  to  the 
radiolucency  appeared  to  have  been  dis- 
placed from  their  normal  positions  in  the 
arch,  although  the  degree  of  displacement 
was  minimal. 

Laboratory  findings.  The  laboratory 
procedures  performed,  such  as  complete 
blood  counts,  blood  chemistries,  skeletal 
surveys,  and  so  on,  were  done  as  an  aid  in 
eliminating  other  similarly  appearing  dis- 
eases from  consideration  rather  than  as 
confirmatory  diagnostic  procedures.  Skel- 
etal surveys  of  9 patients  showed  negative 
findings.  Complete  blood  counts  in  11 
patients  were  found  to  be  normal. 

Wherever  possible,  laboratory  procedures 
included  routine  blood  chemistries  per- 
formed in  an  effort  to  rule  out  calcium 
deficiency  disease  states.  In  no  instance 
were  such  disturbances  encountered.  How- 
ever, in  the  final  analysis,  the  most  specific 
diagnostic  approach  for  establishing  the 
presence  of  this  entity  was  through  surgical 
intervention  and  inspection. 

An  attempt  was  made  to  aspirate  fluid 
from  the  cavity  in  8 patients.  A sero- 
sanguineous  fluid  was  obtained  from  7 
lesions;  nothing  was  obtained  in  one  lesion. 
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Surgical  findings.  It  is  generally 
agreed  that  regardless  of  how  suggestive  the 
radiographic  features  of  a suspected  idio- 
pathic bone  cyst  may  be,  and  even  with  the 
additional  evidence  of  negative  clinical  and 
laboratory  findings,  the  final  procedure  for 
conclusively  identifying  the  cyst  is  that  of 
surgical  exploration  to  determine  the  pres- 
ence of  those  specific  criteria  mentioned 
previously.  Thus,  in  all  17  patients  the 
cyst  proved  to  be  an  intraosseously  located 
cavity  which  was  completely  encircled  by 
bone.  This  finding  was  determined  by 
cutting  a “window”  through  the  buccal  or 
labial  cortex  overlying  the  radiolucency. 
In  8 patients  the  cavity  was  found  to  be  dry 
and  almost  completely  devoid  of  content. 
In  one  instance,  a small  amount  of  material 
was  scraped  from  the  depths  of  the  cavity; 
on  examination,  this  material  proved  to  be 
hemorrhagic  debris.  In  7 patients  the  cav- 
ity contained  a serosanguineous  fluid.  In 
the  remaining  patients  the  cavity  was  found 
to  be  completely  filled  with  a hemorrhagic 
fluid. 

All  17  lesions  were  found  to  be  completely 
devoid  of  soft  tissue  which  might  be  inter- 
preted as  being  a cyst  lining.  Attempts  to 
obtain  organic  tissue  for  microscopic  exami- 
nation led  to  the  finding  of  a nondescript, 
connective  tissue-like  material  in  5 le- 
sions. In  2 of  these,  minimal  evidence 
of  inflammation  was  detected.  No  epi- 
thelial tissue  was  identified  histologically. 

During  further  exploration  of  the  bone 
cavities,  notations  were  made  in  4 cases  that 
the  peripheral  walls  were  dense  and  bony 
hard  to  instrumentation.  In  one  instance, 
a “marrow-like  feel”  was  encountered. 
Unfortunately,  no  documentation  was  made 
in  the  remaining  cases  of  the  series  in  this 
respect. 

The  apices  or  roots  of  teeth  were  found  to 
extend  into  the  cavity  itself  in  at  least  three 
instances.  This  was  of  particular  interest 
in  view  of  the  findings  noted  previously  that 
the  pulps  of  these  teeth  were  vital  and 
normal.  As  a matter  of  fact,  subsequent 
follow-up  pulp  test  determinations  have 
revealed  that  the  teeth  retained  their  vital- 
ity in  spite  of  previous  instrumental  explor- 


ation which  thoroughly  encompassed  the 
roots  and  apices  of  the  teeth  that  projected 
into  the  cavity. 

Therapeutic  procedures 

Management  of  the  idiopathic  bone  cyst 
follows  closely  on  the  surgical  procedure  for 
establishing  its  identity.  Hence,  after  de- 
termining the  diagnosis,  the  contents  of  10 
cavities  were  thoroughly  removed.  In  the 
remaining  7,  no  attempt  was  made  to 
remove  the  cavity  contents,  although  some 
lesions  did  contain  a serosanguineous  fluid. 

In  a subsequent  paper,  a more  complete 
documentation  of  our  follow-up  observa- 
tions and  results  will  be  reported.  How- 
ever, it  can  be  stated  at  this  time  that  satis- 
factory or  complete  healing  has  occurred  in 
all  cases  which  could  be  followed. 

Summary 

A series  of  17  cases  of  idiopathic  bone 
cyst  are  examined.  The  term  “idiopathic 
bone  cyst”  refers  to  a jaw  abnormality  in 
which  there  is  an  intraosseously  located 
cavity  or  space  which  may  or  may  not 
contain  fluid  and  which  is  devoid  of  an 
epithelial  lining.  The  incidence  of  the  dis- 
ease is  rare,  and  it  is  found  in  an  average  of 
about  1 out  of  every  2,300  patients.  Of  the 
17  patients  reported  in  this  study,  all  but  2 
were  under  twenty-six  years  of  age. 

The  etiology  of  idiopathic  bone  cyst 
could  not  be  determined.  In  15  patients 
there  were  no  signs  or  symptoms  connected 
with  the  disease,  and  all  patients  were  found 
to  have  clinically  normal  teeth.  In  this 
series,  all  lesions  were  located  in  the  man- 
dible. 
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Sudden  Headache, 
Convulsions,  and  Coma 


Case  history 

Luigi  Negri,  M.D.:  A fifty-year-old 

white  woman  was  admitted  to  Knicker- 
bocker Hospital  on  November  23,  1965, 
because  of  sudden  loss  of  consciousness, 
followed  by  convulsions  while  eating  sup- 
per. The  following  history  was  given  by 
her  son  with  whom  she  had  been  living. 
Her  father  had  died  of  leukemia.  There 
was  no  family  history  of  diabetes  mellitus, 
hypertension,  or  cardiac  disease.  Several 
years  prior  to  admission  she  had  had  an 
operation  on  the  right  eye  for  a cause  un- 
known to  her  family.  In  1962  she  under- 
went right  radical  mastectomy  because  of 
cancer  of  the  right  breast;  at  that  time 
she  was  found  to  have  hypertension,  but 
she  was  not  treated  for  this  condition  there- 
after. Trauma,  alcoholism,  headache,  con- 
vulsions, behavioral  changes,  and  loss  of 
weight  were  denied. 

On  the  day  of  admission,  while  eating 
supper  at  8 : 30  p.m.,  she  suddenly  developed 
severe  generalized  headache  and  within  a 
i few  minutes  lost  consciousness,  reclining 
forward  on  the  table.  She  was  put  to  bed, 
and  while  being  examined  about  one  hour 
S later  by  her  family  physician,  she  developed 
generalized  convulsions.  She  was  immedi- 
ately referred  to  Knickerbocker  Hospital 
by  ambulance  and  was  admitted  at  10:30 

P.M. 

On  physical  examination  she  appeared 
well-developed  and  nourished,  was  com- 
pletely unresponsive  even  to  painful  stimuli, 
and  was  in  moderate  respiratory  distress. 
While  being  examined  in  the  emergency 


room  she  developed  convulsions  which 
began  with  twitching  of  the  muscles  of  the 
left  side  of  the  face  and  of  the  left  upper 
extremity  and  became  rapidly  generalized, 
accompanied  by  conjugate  deviation  of  the 
eyes  to  the  right.  Intravenous  barbitu- 
rates had  to  be  given  before  the  physical 
examination  could  be  completed. 

Her  blood  pressure  was  200/95  mm.  Hg, 
pulse  96  per  minute  and  regular,  respira- 
tion 20  per  minute,  and  temperature  99.2  F. 
There  was  no  direct  or  indirect  evidence  of 
head  injury.  The  pupils  appeared  of 
normal  size,  equal,  and  reactive  to  light. 
Bilateral  lens  opacities  made  fundoscopy 
difficult  and  unreliable.  The  neck  was 
supple  and  free  of  adenopathy.  There  was 
no  evidence  of  local  recurrence  of  the  right 
breast  cancer  or  of  axillary  adenopathy. 
Except  for  gross  tracheal  rales  which  dis- 
appeared after  suction,  the  lungs  were 
clear.  The  heart  did  not  appear  clinically 
enlarged,  no  murmurs  were  heard,  and  the 
rhythm  was  regular.  The  abdominal,  pel- 
vic, and  rectal  examinations  were  unreveal- 
ing. On  neurologic  examination  the  deep 
tendon  reflexes  appeared  symmetrically  de- 
creased, and  no  pathologic  reflexes  could 
be  elicited. 

A spinal  tap,  performed  without  difficulty, 
yielded  clear,  colorless  fluid  under  an  open- 
ing pressure  of  160  mm.  and  a closing  pres- 
sure of  150  mm.  Examination  of  the  fluid 
revealed  69  mg.  of  protein  and  43  mg.  of 
sugar  per  100  ml.,  20  noncrenated  red  blood 
cells  and  no  white  blood  cells;  chlorides 
were  138.6  mEq.  per  liter.  The  urinalysis 
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revealed  3 plus  albuminuria  and  occasional 
hyaline  casts  in  the  sediment.  The  hemo- 
globin was  12.8  Gm.  per  100  ml.,  and  the 
white  blood  count  9,700  with  76  per  cent 
neutrophils,  21  per  cent  lymphocytes,  and 
3 per  cent  monocytes.  A tracheostomy 
was  performed,  and  intravenous  fluids  and 
anticonvulsant  drugs  were  prescribed.  A 
portable  chest  x-ray  film  revealed  only 
borderline  cardiac  enlargement,  and  an 
electrocardiogram  was  unrevealing.  A 
skull  x-ray  series  was  ordered  but  because 
of  the  patient’s  condition  was  not  satis- 
factory technically. 

The  next  morning  she  appeared  slightly 
improved;  she  was  aphasic  and  did  not  re- 
spond to  simple  orders.  However,  she 
reacted  to  painful  stimuli  and  could  move 
all  extremities.  The  pupils  were  equal 
and  reacted  to  light.  Weakness  of  the 
right  upper  and  lower  extremities  was 
noticed;  pathologic  reflexes  could  not  be 
elicited.  The  blood  sugar  with  intrave- 
nous infusions  of  dextrose  running  since 
admission  was  155  mg.  per  100  ml.  The 
blood  urea  nitrogen  was  12.8  mg.  per  100 
ml.  The  sedimentation  rate  was  25  mm. 
per  hour,  and  the  serology  gave  negative 
findings.  On  the  third  hospital  day  the 
neurologic  examination  revealed  the  pres- 
ence of  bilateral  Babinski  signs,  and  the 
right  pupil  appeared  slightly  larger  than 
the  left.  Her  sensorium  appeared  further 
improved,  and  she  seemed  to  react  to 
simple  commands.  That  same  day,  while 
in  the  process  of  being  sent  to  the  radiology 
department  for  a repeat  chest  x-ray  and 
skull  series,  she  had  a severe  generalized 
convulsion.  In  spite  of  heavy  anticon- 
vulsive  therapy,  she  had  four  additional 
attacks  within  the  following  twelve  hours. 
It  was  again  noticed  that  the  convulsive 
seizures  began  in  the  left  upper  extremity. 
The  next  morning  she  appeared  comatose. 
Her  temperature  had  risen  to  103  F., 
and  her  blood  pressure  had  dropped  to 
70/30.  Scattered  crepitant  rales  and  rhon- 
chi  were  heard  over  both  lung  fields  poste- 
riorly, and  penicillin  and  tetracycline  were 
prescribed  in  addition  to  levarterenol 
bitartrate  (Levophed).  Within  the  next 
twenty-four  hours  the  temperature  dropped 
to  100  F.,  the  blood  pressure  stabilized  at 
110/70,  and  the  intravenous  levarterenol 
bitartrate  was  discontinued. 

A repeat  portable  chest  x-ray  film  re- 


vealed the  presence  of  a small  infiltrate 
at  the  right  base.  A second  spinal  tap 
yielded  clear,  colorless  fluid  under  an  open- 
ing pressure  of  80  mm.  with  a closing  pres- 
sure of  60  mm.  The  fluid  contained  47  mg. 
of  protein  and  129  mg.  of  sugar  per  100 
ml.,  103  mEq.  per  liter  of  chlorides,  20 
crenated  red  blood  cells,  and  10  white 
blood  cells.  At  this  time  she  appeared 
deeply  comatose.  Her  pupils  were  equally 
dilated  and  fixed,  and  she  had  bilateral 
proptosis,  more  pronounced  on  the  right 
side.  A neurologist  consultant  advised 
against  cerebral  arteriography  because  of  the 
clinical  state.  Her  condition  deteriorated 
slowly  but  progressively.  She  remained 
comatose  with  generalized  flaccidity  and 
did  not  have  any  more  convulsive  attacks. 
Her  temperature  remained  stabilized 
around  100  F.  She  died  twelve  days  after 
admission. 

Discussions 

Thomas  Silverberg,  M.D.  *:  The  prob- 
lem posed  by  today’s  case  involves  sudden 
apoplexy  associated  with  recurrent  con- 
vulsive seizures,  neurologic  signs,  and 
rapid  deterioration  in  a fifty-year-old 
woman.  There  is  comparatively  little 
background  information  that  we  need  re- 
view. There  was  no  previous  history  of 
any  convulsive  disturbance.  The  patient 
was  neither  an  alcoholic  nor  a drug  addict, 
a fact  which  enables  us  to  exclude  an  im- 
portant category  of  toxic  neuropathology. 
She  had  suffered  no  recent  accident  or  head 
injury.  Years  ago  she  had  undergone 
some  unspecified  form  of  eye  surgery,  per- 
haps an  iridectomy  in  some  way  related  to 
the  opacities  mentioned  in  the  protocol, 
and  she  had  had  her  right  breast  removed 
for  cancer  three  years  previously.  Aside 
from  this  we  know  only  that  she  had  been 
under  treatment  for  hypertension. 

The  protocol  stresses  the  fact  that  her 
illness  started  suddenly  and  without  pro- 
dromal symptoms.  Her  son  was  presum- 
ably a good  witness,  and  he  had  noticed 
no  warning  signs  of  personality  change, 
mental  confusion,  incoordination,  speech 
impairment,  or  lethargy.  She  had  not 
said  anything  to  him  about  headaches. 

* Associate  Attending  Physician,  Knickerbocker  Hospital; 
Instructor  in  Clinical  Medicine,  New  York  University  School 
of  Medicine. 
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Then,  at  one  moment  she  was  eating  her 
supper  and  at  the  next  complained  of  an 
intense  headache.  Within  minutes  she  was 
totally  unconscious  and  shortly  after  that 
had  a generalized  convulsive  seizure. 

So  abrupt  an  induction  of  coma  and 
convulsions  in  a patient  with  no  prior  his- 
tory of  fits  is  characteristic  of  only  a few 
catastrophic  events.  If  we  eliminate  the 
more  transient  kinds  of  syncopal  reaction, 
with  or  without  convulsions,  such  as 
Stokes-Adams  attacks,  hypoglycemic  reac- 
tions, and  carbon  dioxide  narcolepsy,  we 
are  left  a smaller  number  of  causes  for  sud- 
den unconsciousness  and  seizures.  Perhaps 
the  first  thought  that  occurs  to  one  on 
reading  this  history  is  how  typically  it 
could  be  the  story  of  an  acute  and  massive 
subarachnoid  or  intracerebral  hemorrhage. 
It  might  likewise  be  the  story  of  a sudden 
major  vascular  occlusion,  either  thrombotic 
or  embolic,  with  sequelae  due  to  both 
ischemia  and  edema  around  an  area  of  in- 
farction. Obviously,  bleeding  might  be 
due  to  a purely  vascular  lesion,  athero- 
sclerotic, aneurysmal,  or  related  to  hyper- 
tensive disease.  On  the  other  hand,  it 
might  be  bleeding  related  to  some  other 
lesion,  for  example,  an  invasive  or  a highly 
vascular  tumor.  In  like  fashion,  if  an 
embolus  is  at  the  seat  of  the  problem,  it 
may  be  made  up  of  blood  clot,  tumor  cells, 
or  bacterial  vegetation.  Unless  the  proto- 
col is  playing  us  false,  I think  we  can  confi- 
dently predict  that  our  patient’s  lesion  will 
fit  in  one  of  these  categories. 

It  seems  to  me  next  to  impossible  to 
make  a sure  and  specific  diagnosis  on  the 
basis  of  the  information  given.  Some 
of  the  most  important  pieces  are  missing; 
this  is  no  one’s  fault  except  the  patient’s 
for  being  too  sick  to  be  subjected  to  diag- 
nostic procedures.  It  seems  plausible  that 
if  skull  x-ray  films  and  cerebral  angiography 
had  been  done,  a definite  answer  probably 
would  have  been  reached. 

Going  back  to  the  protocol,  let  us  see 
what  else  it  contains  that  will  round  out 
the  story  and  perhaps  give  us  some  further 
help.  While  she  was  being  examined,  the 
i patient  had  another  convulsive  attack 
which  can  only  be  described  as  a focal  or 
$ Jacksonian  fit.  The  twitching  which 
« started  in  the  left  arm  and  face  and  the  con- 
'<  jugate  deviation  of  the  eyes  to  the  opposite 
side  tell  us  that  a right-sided  cortical  lesion 


was  present.  The  blood  pressure  of  200/95 
means  relatively  little  taken  under  such 
circumstances,  but  certainly  creates  some 
doubt  as  to  the  severity  if  not  the  existence 
of  hypertension.  The  physical  examina- 
tion offers  no  other  clues  except  the  signifi- 
cant negative  findings  of  no  nuchal  rigidity, 
cardiac  arrhythmias  or  murmurs,  hepato- 
megaly, splenomegaly,  or  lymphadenop- 
athy. 

The  spinal  fluid  was  under  normal  pres- 
sure and,  when  examined,  showed  a 
slightly  elevated  protein  content  as  the 
only  abnormality.  The  urine  contained 
3 plus  albumin  and  a few  hyaline  casts, 
but  the  blood  urea  nitrogen  was  perfectly 
normal.  The  blood  serology  gave  negative 
findings.  On  the  basis  of  these  observa- 
tions, we  can  lay  aside  thoughts  of  a toxic- 
metabolic  factor,  such  as  uremia  or  cho- 
lemia,  or  of  central  nervous  system  lues. 
We  can  almost,  but  not  quite,  forget  about 
viral  meningo-encephalitis  as  a possibility. 
The  lack  of  antecedent  history,  significant 
fever,  nuchal  rigidity,  or  cerebrospinal  fluid 
pleocytosis  are  strong  evidences  against  it, 
but  it  is  worth  remembering  that  viral 
encephalitis  may  be  present  without  these 
signs.  It  may  be  mentioned  but  hardly 
suggested  as  a diagnosis.  Although  sub- 
acute bacterial  endocarditis  is  notorious 
for  its  treacherous  and  unsuspected  presen- 
tation in  older  patients  via  embolization 
to  the  central  nervous  system,  it  really 
seems  out  of  the  question.  Without  car- 
diac murmurs,  anemia,  splenomegaly,  skin 
manifestations,  or  an  elevated  sedimenta- 
tion rate,  there  is  no  reason  to  entertain  the 
possibility  seriously. 

Two  portable  chest  x-ray  films  are  at 
hand,  both  of  the  technical  quality  one 
comes  to  expect.  I am  able  to  make  little 
or  nothing  out  of  them  except  to  say  that 
the  infiltrate  described  at  the  right  base 
in  the  second  film  strikes  me  as  nondescript 
and  poorly  defined.  It  might  be  an  area 
of  focal  consolidation,  an  infarct,  a metas- 
tasis, or  it  might  be  nothing  at  all.  If  I 
have  blown  something  of  value  here,  Dr. 
Moynahan  has  the  floor  to  straighten  me 
out. 

Joseph  M.  Moynahan,  M.D.:  I don’t 

think  there  is  too  much  I can  say.  The 
films  are  not  of  good  quality,  a common 
limitation  of  portable  films.  The  infiltrate 
is,  as  you  say,  not  well  defined.  I would 
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think  it  was  inflammatory  in  nature,  be- 
cause it  seems  to  have  cleared  during  the 
interval  between  the  first  and  second  films. 

Dr.  Silverberg:  During  the  twelve 

days  from  admission  to  death,  there  were 
further  focal  convulsions  and  changes  in 
the  neurologic  findings.  On  the  second 
day  a right  hemiparesis  appeared,  and  on 
the  following  day  bilateral  Babinski  signs 
and  unequal  pupils  were  present.  The 
right  hemiparesis  raises  the  interesting 
question  of  whether  or  not  the  lesion  was 
single  or  multiple.  On  neurologic  grounds 
it  may  be  impossible  to  answer  this  ques- 
tion. A good-sized  lesion  in  the  right 
temporoparietal  area  could  have  caused 
all  the  right-sided  findings  and  might  have 
produced,  by  bleeding,  pressure,  or  even 
herniation,  paradoxical  signs  of  a left 
cerebral  focus.  However,  it  is  very  tempt- 
ing to  suspect  that  the  as  yet  unnamed 
lesion  may  have  been  multiple.  The  rest 
of  the  patient’s  course  was  a progression 
into  deeper  coma,  the  complications  of 
pulmonary  infection,  a further  descent  into 
vegetable  flaccidity,  and  finally  a quiet 
death. 

The  choice  of  diagnosis  seems  to  lie  be- 
tween a primary  vascular  disorder  with 
either  hemorrhage  or  embolism  and  a 
neoplasm,  likewise  with  possible  hemor- 
rhage or  embolism.  In  the  latter  category 
let  me  include  the  inevitable  dark  horse, 
subdural  or  intracerebral  hematoma.  Since 
the  cerebrospinal  fluid  showed  no  signifi- 
cant number  of  red  cells  and  was  xantho- 
chromic on  neither  of  two  occasions,  sub- 
arachnoid hemorrhage  seems  impossible 
and  massive  intracerebral  bleeding  rather 
unlikely.  Simple  thromboembolism  runs 
into  the  embarrassment  of  lacking  a source 
from  which  emboli  might  be  fed  into  the 
systemic  circulation.  There  is  no  ground 
for  suspecting  paradoxical  embolization, 
and  this  fifty-year-old  woman  with  only 
dubious  hypertension  and  no  evidence  of 
significant  cardiac  hypertrophy  or  a dam- 
aged left  ventricle  does  not  seem  to  qualify 
as  having  cardiac  problems  significant 
enough  to  propagate  emboli  from  a mural 
thrombus.  It  is  much  more  difficult  to  say 
that  the  lesion  in  question  was  not  a sub- 
dural or  intracerebral  hematoma.  I think 
all  one  can  say  is  that  the  sudden  and 
severe  onset  of  headache  and  coma,  the  lack 
of  a history  of  trauma,  and  the  apparent 


FIGURE  1.  Photograph  showing  dilated  portions 
of  vertebral  and  basilar  arteries  without  evidence 
of  arteriosclerosis  (at  right).  Compare  with  normal 
control  at  left. 

absence  of  any  symptoms  before  the  ca- 
tastrophe all  tell  heavily  against  this  diag- 
nosis. 

My  choice  seems  to  narrow  down  to 
malignant  neoplasm,  either  primary  or 
metastatic.  Here  I must  decide  on  the 
basis  of  what  the  history  makes  most  likely 
and  what  my  surmise  that  there  is  more 
than  one  focus  tends  to  reinforce.  My  final 
diagnosis  is  carcinoma  of  the  breast  with 
multiple  metastases  to  the  brain,  a large 
focus  in  the  right  temporoparietal  region, 
one  in  the  left  cerebral  hemisphere,  and 
possibly  other  implants.  My  alternative 
choice  would  be  a primary  glioma,  either  a 
glioblastoma  or  a poorly  differentiated 
astroblastoma,  with  hemorrhage  into  the 
tumor  and  considerable  edema  around  it. 
The  lesion  in  the  lung  might  well  be  another 
metastasis  from  a primary  cancer  of  the 
breast.  Alternatively,  it  might  even  be  a 
primary  tumor  which  had  metastasized  to 
the  brain,  admittedly  an  unlikely  site  in  a 
woman  of  five  decades.  We  also  may  ex- 
pect to  find  the  usual  terminal  broncho- 
pneumonia. 

Benjamin  E.  Krentz,  M.D.:  The  last 

paragraph  of  the  protocol  mentions  propto- 
sis. Was  this  a new  development?  If  so, 
it  would  argue  for  a possible  retrobulbar 
lesion,  one  which  occupied  significant  space. 
I have  never  seen  a subdural  hematoma 
produce  proptosis,  so,  if  there  is  a lesion 
there,  it  would  reinforce  the  diagnosis  of 
neoplasm. 

Dr.  Negri:  Perhaps  the  protocol  was 

too  emphatic  on  this  point.  There  was 
questionable  proptosis  on  admission,  and 
when  the  patient  was  seen  by  a consulting 
neurologist,  he  felt  the  proptosis  was  definite 
but  minimal.  In  any  case,  it  was  not  a new 
development. 
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Marcel  Tuchman,  M.D.:  I agree  with 
Dr.  Silverberg  that  sudden  bleeding  into  a 
neoplasm  is  the  most  likely  diagnosis.  I 
would,  however,  raise  the  question  of 
whether  or  not  this  patient  was  really  too 
ill  for  cerebral  angiography.  Cerebral 
angiography  has  been  performed  in  patients 
with  subarachnoid  hemorrhage  who  were 
actively  bleeding  from  a small  aneurysm 
and  in  desperate  condition.  In  a few  such 
instances,  not  many  I grant  you,  it  has 
been  of  decisive  diagnostic  value  and  en- 
abled neurosurgeons  to  intervene  success- 
fully in  life-threatening  situations. 

Michael  S.  Bruno,  M.D. : I don’t  think 
anyone  would  deny  the  value  of  cerebral 
angiography,  nor  would  one  hesitate  to 
perform  elaborate  studies  in  a comatose 
patient,  much  as  one  would  not  hesitate 
to  carry  out  a gastrointestinal  x-ray  series 
in  a patient  actively  bleeding  from  the 
stomach  or  duodenum.  However,  one 
cannot  perform  with  any  degree  of  safety 
or  accuracy  a cerebral  angiogram  in  a pa- 
tient who  is  actively  convulsing  any  more 
than  one  can  secure  a satisfactory  upper 
gastrointestinal  series  in  a patient  who  is 
vomiting.  Cerebral  angiography  was  sched- 
uled several  times  in  this  patient,  but  the 
proposed  procedure  had  to  be  cancelled 
each  time  because  of  active,  severe  con- 
vulsions. 

William  B.  Ober,  M.D.:  Just  how 

likely  is  it  to  find  multiple  cerebral  metas- 
tasis from  a breast  cancer  without  any 
evidence  of  metastasis  to  the  more  usual 
sites  such  as  lung,  pleura,  liver,  or  bone? 

Dr.  Silverberg:  I should  imagine 

that  it  was  quite  rare,  but  capricious  pat- 
terns of  metastatic  disease  do  occur,  and  I 
think  it  is  the  one  diagnosis  which  explains 
most  of  the  features  of  the  case. 

Dr.  Bruno:  The  history  of  radical 

. mastectomy  is  either  the  key  to  the  whole 
case  or  else  the  biggest  false  clue.  My 
own  opinion  is  that  the  striking  feature  of 
the  case  is  the  abrupt  onset  of  headache 
and  coma  in  a woman  without  any  prior 
history  referable  to  the  central  nervous 
system.  To  me  this  points  to  a vascular 
phenomenon,  either  occlusive  or  disruptive. 
The  spinal  fluid  was  clear.  Usually,  when 
. there  is  metastatic  neoplasm  in  the  brain 
with  secondary  hemorrhage,  there  is  some 
leakage  through  the  cortex  or  into  the 
S ventricles. 


FIGURE  2.  Section  showing  recent  thrombo- 
embolism in  large  artery  composed  of  uniform 
network  of  fibrin,  platelets,  and  blood  cells  (X215). 


Clinical  diagnosis 

Metastatic  carcinoma  to  brain  from  breast, 
with  hemorrhage 

Dr.  Silverberg’s  diagnoses 

1.  Carcinoma  of  breast  with  multiple 
cerebral  metastases,  with  hemorrhage 

2.  ??  Primary  glioma  with  hemorrhage 

3.  Terminal  bronchopneumonia 

Pathologic  report 

John  Kwittken,  M.D.:  At  necropsy  it 
became  obvious  that  the  patient  died  from 
the  secondary  effects  of  cerebral  edema, 
initiated  by  an  extremely  uncommon  lesion 
of  the  central  nervous  system.  The  brain 
weighed  1,450  Gm.  and  was  swollen  diffusely 
with  flattened  gyri  and  narrowed  sulci. 
There  was  a prominent  cerebellar  pressure 
cone.  There  was  absolutely  no  evidence 
of  grossly  visible  arteriosclerosis  at  the 
base  of  the  brain,  and  there  was  no  mal- 
formation of  the  circle  of  Willis  or  of  the 
vessels  leading  to  or  from  it.  However, 
both  vertebral  arteries,  the  basilar  artery, 
the  right  posterior  cerebral,  and  the  right 
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FIGURE  3.  Photograph  showing  cystic  vascular 
lesion  composed  of  tortuous,  thin-walled  channels 
with  thromboses  involving  inferomedial  portion 
of  right  occipital  lobe. 


posterior  communicating  artery  were  all 
strikingly  dilated  (Fig.  1).  Recent  occlu- 
sive thromboembolism  was  found  in  the 
right  posterior  cerebral,  both  posterior 
communicating,  and  both  internal  carotid 
arteries  (Fig.  2),  the  source  of  which  was  a 
large  arteriovenous  malformation  involving 
the  inferomedial  portion  of  the  right  occipi- 
tal lobe  (Fig.  3).  It  was  composed  of  a 
pseudocystic,  anastomosing  network  of 
vascular  channels,  many  of  them  filled 
with  thrombi.  Adjacent  brain  tissue  was 
compressed  and  displaced.  The  dilated 
right  posterior  cerebral  artery  dipped  into 
the  lingual  gyrus  to  communicate  with  the 
malformation.  Numerous  venous  channels 
within  the  leptomeninges  covering  the  in- 
ferior surface  of  the  right  occipital  lobe 
also  communicated  with  the  malformation. 

Histologically,  all  of  the  dilated  arteries 
at  the  base  showed  irregular  thickening 
and  reduplication  of  the  internal  elastic 
lamella  (Fig.  4A).  In  addition,  the  wall 
of  the  right  posterior  cerebral  artery  near 
its  entrance  into  the  parenchyma  of  the 
occipital  lobe  was  devoid  of  an  internal 
elastic  lamella  and  displayed  considerable 
variation  in  the  thickness  of  its  wall  from 
segment  to  segment  (Fig.  4B).  The  mal- 
formation was  seen  to  be  composed  of 
vascular  channels  which  varied  widely  in 
caliber  and  in  the  amount  of  elastic  tissue, 
smooth  muscle,  and  fibrous  tissue  from  one 
area  to  another.  At  times,  nodular  thick- 
ening composed  of  smooth  muscle  suggested 
miniature,  abortive  attempts  at  leiomyoma 
formation  (Fig.  5).  Occasional  foci  of  calci- 
fication were  observed  in  the  walls  of  the  mal- 


FIGURE  4.  Section  showing  (A)  basilar  artery  with 
irregular  thickening  and  reduplication  of  internal 
elastic  lamella;  and  (B)  absence  of  internal  elastic 
lamella  and  variation  in  mural  thickness  of  right 
posterior  cerebral  artery  just  before  it  enters 
lingual  gyrus  of  occipital  lobe  (Verhoeff-van  Gieson 
stain). 

formed  vessels,  and  scattered  foci  of  hemo- 
siderin-laden macrophages  gave  evidence  of 
episodes  of  local  extravasations  in  the  re- 
mote past.  There  was  no  evidence  of  recent, 
massive  hemorrhage.  In  most  instances  it 
was  impossible  to  determine  on  the  basis  of 
mural  structure  whether  a given  channel 
was  an  artery  or  a vein.  The  lungs  were 
moderately  congested  and  edematous,  and 
a moderate  degree  of  left  ventricular  hyper- 
trophy was  found  in  the  heart.  Many  of 
the  small  bronchi  were  acutely  inflamed  and 
filled  with  suppurative  exudate. 

Arteriovenous  malformations  are  second 
to  aneurysms  in  being  the  most  common 
vascular  anomaly  found  intracranially,  and 
they  represent  0.5  to  3.7  per  cent  of  all  intra- 
cranial space-occupying  lesions.1-4  They 
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FIGURE  5.  Section  showing  marked  variation  in 
| thickness  of  vascular  channels  in  malformation 
| of  right  occipital  lobe  (Masson  trichrome  stain). 


partial  or  complete  excision,  and  irradiation 
all  have  been  used  with  some  degree  of 
success. 

Because  of  the  hemodynamic  changes 
which  occur  with  arteriovenous  fistulas, 
dilatation  of  arteries  proximal  to  the  mal- 
formation, a wide  pulse  pressure,  and,  in 
extreme  cases,  cardiac  hypertrophy  may 
develop,  as  in  our  case.  To  the  best  of  my 
knowledge,  retrograde  thromboembolism 
has  not  been  reported  as  a fatal  complica- 
tion in  the  cases  so  far  reported.  I would 
infer  that  the  sudden  apoplexy  was  the 
immediate  result  of  extensive  thrombosis 
within  this  malformation 

Final  anatomic  diagnoses 


occur  twice  as  often  in  males  as  in  females 
and  usually  become  manifest  in  the  second 
and  third  decades  of  life.  They  are  most 
commonly  located  within  the  cerebrum 
and  are  fed  by  one  or  more  large  arteries 
derived  from  one  or  more  of  the  principal 
arteries  of  the  brain,  usually  the  middle  or 
anterior  cerebral  arteries.  Clinically,  the 
most  frequent  findings  are  intracranial 
bruits,  convulsive  seizures,  a variety  of 
neurologic  signs,  headache,  and  episodes  of 
spontaneous  subarachnoid  hemorrhage,  the 
latter  being  the  most  frequent  immediate 
cause  of  death.  The  diagnosis  of  an  intra- 
cranial arteriovenous  malformation  is  best 
confirmed  by  carotid  or  vertebral  angi- 
ography. Plans  for  therapy  usually  are  ad- 
justed to  the  anatomic  extent  of  the  lesion, 
its  accessibility,  and  the  major  vessels  which 
supply  it.  Ligation  of  afferent  arteries, 


1.  Arteriovenous  malformation,  right  oc- 
cipital lobe,  with  thrombosis  and  occlusive 
retrograde  thromboembolism  of  right  posterior 
cerebral,  both  posterior  communicating,  and 
both  internal  carotid  arteries 

2.  Acute  cerebral  edema  with  cerebellar 
pressure  cone 

3.  Acute  pulmonary  edema 

4.  Acute  suppurative  bronchitis 

5.  Cardiac  hypertrophy , left  ventricle 

References 

1.  Anderson,  F.  M.,  and  Korbin,  M.  A.:  Arteriovenous 
anomalies  of  the  brain;  a review  and  presentation  of  37 
cases,  Neurology  8:  89  (1958). 

2.  Russell,  D.  S-,  and  Rubinstein,  L.  J.:  Pathology  of 

Tumors  of  the  Nervous  System,  Baltimore,  Maryland, 
Williams  & Wilkins  Co.,  1963,  p.  85. 

3.  Ray,  B.  S.:  Cerebral  arteriovenous  aneurysms,  Surg. 

Gynec.  & Obst.  73:  615  (1941). 

4.  Grinker,  R.  R.,  Bucy,  P.  C.,  and  Sahs,  A.  L.:  Neu- 
rology, 5th  ed.,  Springfield,  Illinois,  Charles  C Thomas  Co., 
1960,  p.  705. 


July  1,1966  / New  York  State  Journal  of  Medicine  1763 


Clinical 

Anesthesia 

Conference 


A series  of  conferences  on  medical  emergencies 
in  the  operating  and  recovery  rooms  including 
causes  of  death  during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

LESTER  C.  MARK,  M.D.,  Chairman  PAUL  A.  RADNAY,  M.D. 
GERTIE  F.  MARX,  M.D.,  Cochairman  MARK  B.  RAVIN,  M.D. 
ROBERT  E.  ARKINS,  M.D.  STEPHEN  N.  STEEN,  M.D. 

EDITH  R.  KEPES,  M.D. 


Anesthesia  for  Thyroidectomy 


T HE  MEDICAL  MANAGEMENT  of  hyper- 
thyroidism  is  now  so  effective  that  thy- 
roidectomy in  a noneuthyroid  patient  is 
distinctly  uncommon.  Also  rare  is  the 
problem  of  a goiter  sufficiently  large  to 
cause  serious  airway  obstruction.  The 
exceptional  patient  manifesting  either  of 
these  difficulties  challenges  the  ingenuity  of 
the  anesthesiologist. 

Case  reports 

Case  1.  A thirty-five-year-old  female  in  the 
fourth  month  of  pregnancy  was  to  undergo  par- 
tial thyroidectomy  for  hyperthyroidism,  since 
effective  therapy  with  radioactive  iodine  (I131) 
could  not  be  continued  without  hazard  to  the 
fetus.  Abnormal  physical  findings  consisted  of 
tachycardia  (heart  rate  100  to  110),  moderate 
thyroid  enlargement,  exophthalmos,  and  fine 
tremor  of  the  outstretched  fingers.  Serum  pro- 
tein-bound iodine  was  14.9  micrograms  per  cent 
(normal  range  4 to  8).  Lugol’s  solution  15 
drops  and  methimazole  (Tapazole)  20  mg.  were 
administered  three  times  daily  for  eight  days 
prior  to  operation. 

Preoperative  medication  consisted  of  di- 
phenhydramine (Benadryl)  hydrochloride  75 
mg.  and  scopolamine  hydrobromide  0.4  mg. 
intramuscularly.  In  the  operating  room  arterial 
pressure  was  160  mm.  Hg  systolic  and  60  mm. 
Hg  diastolic;  pulse  rate  was  130  and  respiratory 
rate  24.  Agitation  was  noted.  Meperidine 
hydrochloride  30  mg.  intravenously  lowered  the 

Presented  and  discussed  at  a conference  held  at  Columbia  - 
Presbyterian  Medical  Center,  New  York  City,  October  11, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


blood  pressure  to  100  mm.  Hg  systolic  and  50 
mm.  Hg  diastolic  and  slowed  the  pulse  rate  to 
90.  Anesthesia  was  induced  with  thiopental 
sodium  250  mg.  intravenously  followed  by 
nitrous  oxide,  oxygen,  and  halothane.  Opera- 
tion, recovery,  and  convalescence  were  unevent- 
ful, and  the  patient  was  discharged  on  the  fifth 
postoperative  day. 

Case  2.  A sixty-five-year-old  obese  female 
had  had  a large  colloid  goiter  for  thirty  years, 
hoarseness  for  several  years,  and  hemoptysis  for 
two  weeks.  Examination  revealed  a huge  goiter 
involving  both  lobes  and  isthmus  of  the  thyroid 
gland.  Both  carotid  arteries  were  displaced 
posteriorly  behind  the  ears,  and  the  trachea 
could  not  be  palpated.  X-ray  film  of  the  chest 
and  neck  showed  pulmonary  emphysema  and  a 
large  mass  in  the  neck  containing  calcium  de- 
posits and  extending  into  the  pharynx,  com- 
pressing the  larynx  and  trachea.  Laryngoscopy 
revealed  varicosities  in  the  posterior  pharyngeal 
wall  and  paralysis  of  the  left  vocal  cord.  Sub- 
total thyroidectomy  followed  by  tracheostomy 
was  planned. 

Preoperative  medication  consisted  of  di- 
phenhydramine hydrochloride  50  mg.  and  atro- 
pine sulfate  0.3  mg.  intramuscularly.  The 
pharynx  was  sprayed  with  tetracaine  (Ponto- 
caine)  hydrochloride  1 per  cent  and  2 ml.  of 
cocaine  hydrochloride  4 per  cent  instilled  trans- 
laryngeally.  During  direct  laryngoscopy  with 
the  patient  awake,  an  8-mm.  cuffed  endotracheal 
tube  was  inserted.  Anesthesia  was  then  in- 
duced with  thiopental  sodium  followed  by  the 
inhalation  of  nitrous  oxide,  oxygen,  and  halo- 
thane for  three  hours  without  complication. 
At  the  end  of  operation,  a tracheostomy  was 
performed  prior  to  removal  of  the  endotracheal 
tube.  The  tracheostomy  tube  was  corked  on 
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the  fifth  postoperative  day;  three  days  later  the 
cannula  was  removed.  The  patient  was  dis- 
charged on  the  fifteenth  day  of  an  uneventful 
postoperative  course. 

The  excised  lobes  of  the  thyroid  gland  weighed 
1,050  Gm.  Pathologic  examination  confirmed 
the  diagnosis  of  nodular  colloid  goiter. 

Comment 

Thyroidectomy  was  performed  in  Case  1 
because  therapy  with  radioactive  iodine 
or  antithyroid  compounds  is  contrain- 
dicated in  pregnancy  because  of  the  up- 
take of  isotope  or  drug  by  the  fetal  thyroid 
for  the  first  trimester. 1 Obstructive  symp- 
toms and  intolerance  to  specific  drugs  also 
may  provide  indications  for  thyroidectomy 
in  hyperthyroidism  before  optimal  eu- 
thyroid conditions  have  been  obtained. 

Preoperative  preparation  of  such  pa- 
tients is  advisable  every  eight  hours  for  at 
least  eight  to  ten  days  with  Lugol’s  solu- 
tion and  an  antithyroid  drug  such  as 
propylthiouracil  or  methimazole.2  In  ad- 
dition, sedation  should  be  provided  with 
barbiturates  or  other  drugs  for  at  least 
forty-eight  hours  before  operation.  Bar- 
biturates and  meperidine  or  morphine  in 
larger  than  usual  preoperative  doses  are 
useful  for,  and  well  tolerated  by,  the 
thyrotoxic  patient.3  Inadequate  premedi- 
cation, as  in  Case  1,  may  result  in  agitation, 
tachycardia,  and  hypertension. 

The  choice  of  anesthetic  agent  or  technic 
is  less  important  than  the  avoidance  of 
hypoxia.  The  latter  stipulation,  intrinsic 
to  any  administration  of  anesthesia,  is  es- 
pecially pertinent  here.  Because  of  height- 
ened metabolic  activity,  oxygen  consump- 
tion may  rise  sharply.  Relative  hypoxia  is 
an  ever  present  hazard  in  hyperthyroidism. 

The  anesthesiologist  should  be  prepared 
to  diagnose  and  treat  thyroid  storm  during 
or  after  operation.4  Outstanding  features 
of  thyroid  storm  are  the  acute  onset  and 
fulminating  course,  hyperpyrexia  and 
sweating,  marked  increase  in  cardiac  thrust, 
wide  pulse  pressure,  and  extreme  rest- 
lessness. Treatment  consists  of  anti- 
thyroid drugs  in  high  dosage,  for  example, 
propylthiouracil  1,000  to  2,000  mg.  in 


divided  doses  daily;  iodinization  with 
Lugol’s  solution,  30  drops  in  1,000  ml.  of  5 
per  cent  glucose  in  water  per  day;  large 
doses  of  morphine,  barbiturates,  or  chloral 
hydrate;  oxygen  therapy  using  tent  or 
nasal  catheter;  and  reduction  of  body 
temperature  with  Thermorite  mattress, 
ice  bags,  and  alcohol  sponges.  Gastric 
lavage  with  ice  water  may  be  beneficial. 
Fluid  and  caloric  intake  should  be  ample; 
frequent  feedings  may  be  administered  via 
a nasogastric  tube.  Since  intercurrent 
infection  may  cause  or  complicate  storm, 
use  of  broad-spectrum  antibiotics  is  ad- 
visable. Hydrocortisone  (Solu-Cortef)  in- 
travenously may  be  helpful  and  probably 
should  be  given.  On  the  premise  that 
many  manifestations  of  hyperthyroidism 
are  mediated  through  and  potentiated  by 
the  sympatho-adrenal  system,  use  of  sym- 
patholytic drugs  such  as  reserpine  and 
guanethidine  sulfate  has  also  been  advo- 
cated.56 

Establishment  and  maintenance  of  air- 
way patency  are  prime  considerations  in 
excision  of  a huge  nontoxic  colloid  goiter 
as  in  Case  2.  Preanesthetic  medication 
should  provide  mild  sedation  without 
respiratory  depression.  It  is  useful  to 
intubate  the  trachea  with  the  aid  of  topical 
anesthetic  drugs  prior  to  induction  of 
general  anesthesia.  Tracheostomy  was  ad- 
visable following  thyroidectomy  in  this 
case;  pharyngeal  varicosities  and  vocal  cord 
paralysis  were  potential  causes  of  post- 
operative airway  obstruction. 
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X he  possibility  of  fetal  salvage  where  re- 
peated intrauterine  deaths  have  occurred 
due  to  iso-immunization  has  aroused  great 
interest  since  the  technic  of  transuterine 
intraperitoneal  transfusions  was  described 
by  Liley,1  Bowman  and  Friesen,2  and 
Queenan  and  Wyatt.3  Amniocentesis  has 
provided  an  accurate  means  of  determining 
the  prognosis  in  such  cases  and  has  enabled 
the  selection  of  the  optimal  time  for  the 
procedure.  The  following  case  report  illus- 
trates a successful  outcome  in  such  a pre- 
viously hopeless  situation. 

Case  report 

A thirty-four-year-old  woman  was  preg- 
nant for  the  fourth  time  when  she  was  re- 
ferred for  consultation.  Her  first  preg- 
nancy produced  a normal  living  child.  Her 
second  pregnancy  resulted  in  a full-term 
infant  who  died  at  about  five  hours  of  age 
following  a replacement  transfusion.  The 
mother  stated  that  the  death  was  ex- 
plained to  her  as  caused  by  a congenital 
heart  condition.  The  third  pregnancy 
terminated  during  the  seventh  month  as  an 
intrauterine  death  due  to  “Rh  disease.” 
Her  fourth  pregnancy,  for  which  consulta- 
tion was  requested,  terminated  at  about 

* Aided  by  the  Max  B.  Cohn  Hematology  Research  Fund, 
Beth  Israel  Hospital,  New  York  City. 


thirty  weeks  of  gestation  with  an  intra- 
uterine death. 

Serologic  study  at  the  end  of  the  fourth 
pregnancy  was  as  follows. 

Mother:  AB  rh  (negative) ; antibody  present, 
specificity  anti-Rh0;  and  titers  of 
saline  0,  albumin  256,  Coombs’  256, 
and  ficin  512 

Father:  O RhzRh0,  presumably  homozygous 

for  Rh0 

Living  child:  B Rh  positive 

Stillborn,  fourth  pregnancy:  B Rh  positive 

After  the  report  by  Liley1  appeared,  the 
patient  again  raised  the  question  of  the 
possibility  of  a successful  pregnancy.  The 
various  procedures  and  the  risks  to  the  in- 
fant were  carefully  and  clearly  explained 
to  both  parents.  Their  desire  to  have 
another  child  was  intense,  and  they  agreed 
to  make  the  attempt.  Serologic  examina- 
tion at  that  time,  three  years  following  the 
last  pregnancy,  revealed  the  patient  to 
have  an  anti-Rh  titer,  specificity  anti-Rho, 
of  saline  0,  albumin  8,  Coombs’  32,  and 
ficin  32.  One  month  later  she  reported  a 
missed  period.  Her  calculated  expected 
date  of  confinement  was  July  27,  1965. 
The  entire  prenatal  period  was  uneventful. 
Anti-Rh  titers  taken  at  monthly  intervals 
revealed  no  significant  changes.  At  twenty- 
nine  weeks  of  pregnancy,  about  one  week 
before  the  time  of  the  death  of  previous 
siblings,  an  amniocentesis  was  performed. 
Spectrophotometric  analysis4"7  revealed  a 
difference  between  the  expected  and  ob- 
served optical  density  at  450  millimicrons 
of  0.325  units  (Fig.  1).  When  projected  on 
Liley’s  “prognosis  chart”  it  fell  in  the  range 
of  fetal  distress,  indicating  intrauterine 
death  within  one  week.  Preparations  were 
made  for  the  transamniotic  intraperitoneal 
transfusion  following  Liley’s1  technic. 

An  amniocentesis  was  performed  in  the 
usual  manner,  and  30  cc.  of  a radiopaque 
medium  (Renografin)  were  injected  into 
the  uterine  cavity.  After  the  needle  was 
withdrawn,  the  patient  was  rotated  from 
side  to  side  several  times  to  distribute  the 
opaque  material.  Thereafter,  an  antero- 
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FIGURE  1.  Upper  portion  shows  optical  density  of 
amniotic  fluid;  spectrophotometric  analysis. 
Lower  portion  shows  plot  of  difference  between 
expected  and  observed  optical  density  when  pro- 
jected on  Liley’s  “prognosis  chart."  Zone  3,  above 
second  dotted  line,  indicates  impending  fetal 
death. 


FIGURE  2.  Anteroposterior  x-ray  film  of  abdomen. 


posterior  and  lateral  x-ray  film  of  the  abdo- 
men was  taken.  The  placenta  could  be 
located  in  the  right  posterior  aspect  of  the 
uterus;  the  fetus  lay  with  its  spine  to  the 
left,  the  small  parts  toward  the  placenta, 
and  the  vertex  at  the  pelvis.  About  four 
hours  later  the  mother  was  medicated  with 
meperidine  hydrochloride  (Demerol)  75  mg. 
and  atropine  0.6  mg.  and  placed  on  the 
x-ray  table  with  three  paper  clips  as  mark- 
ers on  her  abdomen.  After  waiting  about 
thirty  minutes  for  the  fetus  to  quiet  down, 
an  anteroposterior  x-ray  of  the  abdomen 
was  taken  (Fig.  2).  This  revealed  no 
change  in  the  fetal  position,  and,  in  addi- 
tion, the  previously  injected  opaque  ma- 
terial could  be  seen  concentrated  in  the 
intestinal  tract  of  the  fetus.  Thus  an 
accurate  alignment  of  the  fetal  peritoneal 
cavity  and  the  skin  markers  could  be  made. 
At  the  selected  site  of  puncture,  under  local 
anesthesia,  the  skin  was  nicked  with  a 
scalpel.  A 16-gauge,  8-inch  long  Touey 
needle  was  advanced  through  the  uterus  in 
the  direction  of  the  fetal  abdomen  to  the 
calculated  depth.  A sharp  thrust  at  this 
point  penetrated  the  peritoneal  cavity  of 
the  fetus.  A small  quantity  of  saline,  3 cc., 


was  injected  to  be  certain  the  needle  was 
not  obstructed.  About  30  inches  of  a thin- 
walled  polyethylene  catheter  was  then 
threaded  through  the  needle.  The  needle 
was  withdrawn  leaving  the  catheter  in 
place.  Three  cc.  of  opaque  medium  were 
injected  into  the  fetal  peritoneal  cavity,  and 
another  anteroposterior  x-ray  film  of  the 
abdomen  was  taken.  This  film  clearly 
indicated  the  catheter  in  position;  the 
injected  material  outlined  the  domes  of  the 
diaphragm  as  well  as  the  intestinal  folds 
(Fig.  3).  With  the  knowledge  that  the 
catheter  was  properly  positioned  in  the 
fetal  peritoneal  cavity,  120  cc.  of  packed 
group  O rh  (negative)  red  blood  cells  were 
slowly  injected  through  the  catheter  using 
a mechanical  infusor.  The  entire  pro- 
cedure took  an  hour  and  was  well  tolerated 
by  the  mother  and  the  fetus.  The  fetal 
heart  sounds  were  continuously  monitored 
by  stethoscope  during  the  procedure.  On 
completion  of  the  infusion,  100  mg.  of 
tetracycline  were  instilled  into  the  fetal 
peritoneal  cavity,  after  which  the  catheter 
was  removed.  The  next  day  the  fetal 
heart  was  strong  and  regular,  and  the 
mother  had  no  ill  effects.  She  was  dis- 
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FIGURE  3.  Anteroposterior  x-ray  film  of  abdomen 
showing  catheter  in  position. 


charged,  and  it  was  planned  to  repeat  the 
transfusion  in  three  weeks  and  to  induce 
labor  at  thirty-four  to  thirty-five  weeks  of 
pregnancy.  Using  Liley’s  calculation  that 
the  cord  hemoglobin  could  be  raised  about 
1 Gm.  for  each  5 Gm.  of  intraperitoneal 
hemoglobin,  it  was  estimated  that  the  120 
cc.  of  packed  cells  contained  25  Gm.  of 
hemoglobin,  thus  the  fetal  cord  blood  could 
be  expected  to  increase  by  5 Gm. 

The  patient  was  well  when  seen  one 
week  later,  the  fetal  heart  was  strong  and 
regular,  and  the  increase  in  the  size  of  the 
fetus  was  obvious.  Ten  days  after  the 
procedure,  the  patient  suddenly  noted 
spontaneous  rupture  of  the  membranes 
without  uterine  contractions.  She  was  hos- 
pitalized and  sedated,  but  labor  soon  super- 
vened. Approximately  twenty-four  hours 
later,  she  delivered  a small,  pale,  limp  male 
infant  who  breathed  spontaneously  but  was 
obviously  in  distress. 

A specimen  of  cord  blood  was  obtained 
at  delivery,  and  within  minutes  a replace- 
ment transfusion  was  begun.  This  was 
done  with  group  O rh  (negative)  sedimented 
red  blood  cells,  previously  crossmatched 
with  the  mother’s  serum.  Fetal  heart  rate 


and  venous  pressure  were  monitored  dur- 
ing the  transfusion  which  was  performed 
in  a warm  incubator  with  oxygen  adminis- 
tration. The  procedure  was  well  tolerated. 

The  cord  blood  specimen  was  reported  as 
group  O rh  (negative)  with  a weakly  posi- 
tive Coombs’  test.  The  cord  blood  count 
showed  a hemoglobin  of  4.9  Gm.,  a red 
blood  cell  count  of  2,100,000  per  cubic 
millimeter,  and  a cord  bilirubin  of  6.85 
mg.  per  100  ml.  The  next  morning  the 
venous  hemoglobin  was  17.9  Gm.;  there 
were  48  nucleated  red  blood  cells  per  100 
white  blood  cells;  and  the  bilirubin  was 
16.5  mg.  per  100  ml.  The  bilirubin  slowly 
rose,  and  a repeat  replacement  transfusion 
was  done  without  incident  seventeen  hours 
post  partum  when  the  serum  bilirubin 
reached  21.4  mg.  per  100  ml.  Thereafter, 
the  hematologic  picture  stabilized.  Feed- 
ing had  been  by  gavage,  and  the  general 
condition  of  the  child  was  reported  as  satis- 
factory thereafter.  The  birth  weight  was 
1,300  Gm.  and  had  reached  1,700  Gm.  after 
thirty  days  of  life. 

Serologic  study  of  the  cord  blood  re- 
vealed several  interesting  findings: 

1.  The  cord  red  blood  cell  count  was 
2,100,000.  Using  the  Ashby  technic,  with 
anti-Rho  agglutinating  serum  as  diluent,  a 
repeat  red  blood  cell  count  was  done,  ex- 
cluding any  agglutinated  cells.  This  count 
was  1,800,000,  indicating  that  300,000  cells 
per  cubic  millimeter  were  Rh  positive. 

2.  The  Ashby  count  was  repeated  using 
anti-A  serum  as  the  diluent.  This  resulted 
in  the  finding  of  approximately  400,000  red 
blood  cells  in  the  cord  blood  of  group  A. 

3.  With  due  consideration  of  the  varia- 
bles in  performing  Ashby  counts,  it  can  be 
estimated  that  approximately  15  to  20  per 
cent  of  the  cord  blood  was  truly  the  child’s 
own  cells,  whereas  the  remainder  was  group 

0 rh  (negative)  red  blood  cells  that  had 
been  infused  intraperitoneally.  Thus,  only 

1 Gm.  of  the  4.9  Gm.  of  cord  hemoglobin 
could  be  considered  the  infant’s  own  blood, 
a situation  not  compatible  with  viability. 
These  few  red  blood  cells  accounted  for  the 
technician’s  error  in  grouping  the  cord 
blood  and  also  explains  the  weak  Coombs’ 
test. 

At  four  days  of  age,  when  the  child  was 
hematologically  stabilized  and  the  serum 
bilirubin  demonstrated  a fall  toward  nor- 
mal, the  infant  was  transferred  to  a prema- 
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ture  nursery  center  for  further  care.  At 
one  month  of  age  he  was  reported  to  be  in 
excellent  condition,  normal  in  reaction,  and 
gaining  weight  steadily. 

Comment 

This  case  demonstrates  a technic  now 
available  for  salvaging  previously  hopeless 
infants.  In  spite  of  the  unplanned  early 
onset  of  labor,  the  clinical  condition  of  the 
baby  was  such  as  to  make  resuscitative 
measures  successful  and  postdelivery  care 
of  the  baby  possible.  Certainly,  without 
the  supportive  prenatal  transfusion,  it 
would  seem  most  probable  that  an  intra- 
uterine death  would  have  occurred  in  a 
fetus  with  a cord  hemoglobin  calculated  as 
approximately  1 Gm.  per  100  ml. 

The  advantages  of  combining  all  infor- 
mation concerning  history,  antibody  titers, 
analysis  of  amniotic  fluid,  and  transamni- 
otic  intraperitoneal  transfusion  to  attain  a 
successful  result  demonstrates  the  con- 
tinuous progress  in  reducing  perinatal  mor- 
tality by  a multidiscipline  approach. 

Summary 

A successful  case  of  transuterine  intra- 
peritoneal transfusion  using  amniocentesis 
is  reported.  The  thirty-four-year-old  wom- 
an was  in  her  fifth  pregnancy;  the  first 
pregnancy  had  produced  a normal  living 
child,  the  second  pregnancy  resulted  in  a 
full-term  infant  who  died  at  five  hours  of 
age,  and  the  third  and  fourth  pregnancies 
had  ended  with  intrauterine  deaths. 

Amniocentesis  at  twenty-nine  weeks  of 


the  fifth  pregnancy  revealed  fetal  distress, 
indicating  intrauterine  death  within  one 
week.  A transamniotic  intraperitoneal 
transfusion  was  performed  and  was  toler- 
ated well  by  both  mother  and  fetus.  Ten 
days  after  the  procedure  the  patient 
noticed  spontaneous  rupture  of  the  mem- 
branes without  uterine  contractions.  She 
was  hospitalized  and  sedated,  but  labor 
soon  supervened,  and  she  delivered  a small 
male  infant  in  distress.  Replacement  trans- 
fusion was  begun  immediately,  and  the 
child  was  saved. 
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tunity to  help  her  satisfy  her  intense  desire 
for  a living  child. 
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T oxic  reactions  to  diazepam  (Valium) 
have  been  adequately  commented  on  in 
the  literature.  However,  there  is  no  re- 
port concerning  a fatality  after  withdrawal 
of  this  drug.  For  this  reason  the  following 
case  is  reported. 

Case  report 

A twenty-year-old  Caucasian  male  was 
admitted  to  Bird  S.  Coler  Hospital  June 
19,  1964,  for  chronic  care  of  dystonia 
musculorum  deformans.  Progressive  spas- 
ticity of  gait  was  noticed  at  the  age  of 
eight;  the  patient  was  stifflegged  and  fell 
on  attempting  to  run.  Facial  grimacing 
and  thick,  irregular  speech  with  inter- 
mittent stuttering  was  first  noted  by  a 
school  teacher.  By  the  age  of  fourteen 
the  patient  was  dependent  on  a wheel 
chair.  There  was  no  history  of  seizures, 
and  his  mental  development  had  not  been 
affected.  Admissions  to  two  other  hos- 
pitals had  excluded  hepatolenticular  de- 
generation by  appropriate  tests. 

The  patient  had  a twenty-six-year-old 
sister  with  dysarthria,  athetoid  posturing, 
increased  flexor  tone  and  intention  tremor 
of  the  upper  extremities,  and  contractures 
of  the  lower  extremities.  Her  difficulty 
also  started  at  the  age  of  eight.  Two 
brothers,  ages  fourteen  and  thirty,  were 
normal. 


Physical  examination  disclosed  a thin, 
chronically  ill  patient  with  a blood  pressure 
of  150/80,  pulse  90  and  regular,  tempera- 
ture 99  F.,  and  respirations  20.  He 
weighed  88  pounds.  Kayser-Fleischer 
rings  and  hepatomegaly  were  absent.  The 
essential  findings  were  restricted  to  the 
neurologic  examination.  The  patient  ap- 
peared to  comprehend  questions  fully 
and  was  cooperative.  Gait  could  not  be 
evaluated.  His  speech  was  very  slow  and 
explosive,  but  he  could  make  himself 
understood.  There  were  jerking  excursions 
of  the  eyes.  The  bps  were  parted,  the 
teeth  clenched,  and  marked  facial  grimac- 
ing was  evident.  There  were  gross  in- 
voluntary movements  of  the  tongue. 
Severe  dysarthria  was  present.  Respira- 
tion was  irregular  because  of  difficulty  with 
the  depth  of  respiratory  movements.  A 
hyperactive  jaw  jerk  was  elicited.  Dys- 
diadochokinesia  was  present  without  de- 
composition or  rebound.  There  were  static 
and  intention  tremors  of  the  upper  ex- 
tremities. Strength  could  not  be  properly 
evaluated.  Diffuse  atrophy  was  seen  with- 
out segmental  atrophy  or  fasciculation. 
There  was  cogwheel  rigidity  and  inter- 
mittent athetoid  posturing  of  the  upper 
extremities.  Flexion  contractures  were 
evident  in  the  elbows,  wrists,  fingers,  hips, 
knees,  and  feet.  Painful  intermittent  ex- 
tensor spasms  of  the  legs  were  present. 
Bilateral  equinovarus  deformity  and  pes 
cavus  were  seen.  The  deep  tendon  re- 
flexes were  generally  intact.  A crossed 
tibial  adductor  response  was  present 
bilaterally.  Abdominal  reflexes  were  in- 
tact, and  Babinski’s  toe  sign  was  absent. 
Sensation  was  intact  throughout,  and 
there  was  no  bladder  or  bowel  incon- 
tinence. The  clinical  impression  concurred 
with  the  admitting  diagnosis  of  dystonia 
musculorum  deformans. 

Laboratory  data  revealed  a hemoglobin 
of  14.6  Gm.,  hematocrit  40,  white  blood 
cell  count  8,750  with  a normal  differential 
count,  blood  urea  nitrogen  16  mg.  per  100 
ml.,  and  fasting  blood  sugar  92  mg.  per 
100  ml.  The  Kolmer  and  VDRL  tests 
for  syphilis  gave  negative  findings.  A 
roentgenogram  of  the  chest  and  an  electro- 
cardiogram were  normal. 

On  July  1,  in  an  effort  to  relieve  the 
painful  leg  spasms,  therapy  with  diazepam 
10  mg.  orally  every  six  hours  was  instituted. 
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There  appeared  to  be  slightly  increased 
motion  in  the  right  leg  on  July  6.  Ac- 
cordingly, on  July  7 the  dose  of  diazepam 
was  increased  to  15  mg.  every  six  hours. 
Two  days  later  the  patient  stated  that  the 
spasms  were  slightly  less  severe.  Although 
the  exhibition  of  the  drug  caused  sedation, 
which  was  especially  marked  during  the 
last  four  days  of  administration,  it  did 
not  significantly  diminish  the  leg  spasms 
and  tremors  and  therefore  was  discon- 
tinued at  6:00  p.m.  on  July  11.  At  2:00 
p.m.  on  July  12  the  patient  started  to 
complain  increasingly  of  leg  spasms.  By 
7:00  a.m.  on  July  13  the  spasms  and 
tremors  had  exceeded  their  original  in- 
tensity, and  the  patient  was  found  to  be 
profusely  diaphoretic  with  dilated  pupils, 
a temperature  of  102  F.,  and  a tachycardia 
of  190.  Although  there  was  no  apparent 
cause  for  the  fever,  penicillin  was  given 
later  that  day  as  the  temperature  rose  from 
102  to  106.6  F.  However,  the  therapy  was 
without  effect,  and  the  patient  died  at  2 : 00 
a.m.  on  July  14.  Blood  and  urine  cultures 
taken  prior  to  therapy  on  July  13  were 
subsequently  reported  as  sterile.  Blood 
drawn  the  same  day  for  viral  studies  was 
reported  as  showing  negative  results  by  the 
board  of  health. 

Postmortem  examination  disclosed  no 
septic  foci  or  significant  changes  in  any 
organ  other  than  the  brain.  The  brain 
revealed  changes  of  an  unclassifiable  neu- 
ronal lipid  storage  disease.  Most  severely 
affected  were  the  caudate  nucleus  and 
putamen,  where  most  of  the  nerve  cells 
were  seen  to  be  greatly  distended  with  a 
pale-staining  substance  which  was  strongly 
reactive  for  lipid.  Similar  alterations  were 
seen  in  some  cells  in  the  cerebral  cortex, 
thalamus,  hypothalamus,  brain  stem,  and 
cerebellum,  but  these  alterations  were 
not  as  great  as  those  noted  in  the  basal 
ganglia. 

Comment 

Diazepam,  a drug  chemically  related  to 
chlordiazepoxide  hydrochloride  (Librium), 
was  developed  as  an  addition  to  the 
armamentarium  of  psychotherapeutic 
agents.  In  the  fight  of  a recent  report  on 
the  use  of  diazepam  in  patients  with 
athetoid  disorders,  including  2 patients 
with  dystonia  musculorum  deformans,  we 


were  encouraged  to  try  the  drug  in  our 
patient. 1 

Side-effects  reported  with  diazepam  have 
included  ataxia,  drowsiness,  fatigue,  muscu- 
lar weakness,  depression,  agitation,  anx- 
iety, and  nausea,2  as  well  as  maculopapular 
rashes  and  exfoliative  dermatitis.3  The 
severe  leg  cramps,  tremors,  and  profuse 
diaphoresis  which  occurred  in  our  patient 
after  withdrawal  of  diazepam  have  also 
been  noted  with  chlordiazepoxide  hydro- 
chloride,4 meprobamate,  and  barbiturates 
following  abrupt  cessation  after  prolonged 
usage.  However,  unlike  chlordiazepoxide 
hydrochloride,  which  has  a half-life  of 
forty-eight  hours,4  in  man,  after  a single 
oral  dose  of  10  mg.  of  diazepam  the  blood 
drug  levels  decline  rapidly  with  a resultant 
half-life  of  seven  to  ten  hours.5  After 
high  and  chronic  doses,  the  half-life  of  the 
drug  in  the  blood  approximates  seventeen 
to  twenty-four  hours.6  Since  our  patient 
was  medicated  orally  for  only  eleven  days, 
extremely  high  tissue  and  blood  levels 
would  not  be  expected.  Indeed,  the  clinical 
behavior  of  the  withdrawal  phenomena 
was  consonant  with  what  is  known  about 
the  rate  of  degradation  of  diazepam; 
marked  withdrawal  symptoms  were  noted 
approximately  thirty-six  hours  after  the 
last  dose  of  the  drug. 

The  fact  that  our  patient  had  been  taking 
the  drug  only  eleven  days  seems  to  bespeak 
a marked  sensitivity  to  its  effects.  Cer- 
tainly the  total  period  of  drug  administra- 
tion seems  short  for  so  severe  a withdrawal 
syndrome.  However,  severe  barbiturate 
withdrawal  syndromes  have  occurred  after 
as  little  as  ten  to  fourteen  days  of  con- 
tinuous central  nervous  system  depression; 
in  such  cases  the  level  of  depression  has 
been  profound.7  The  level  of  sedation  in 
our  patient  was  marked  but  did  not  achieve 
the  magnitude  seen  in  the  barbiturate 
cases. 

The  possibility  that  60  mg.  per  day  of 
diazepam  represents  a toxic  dose  in  a 
patient  weighing  88  pounds  has  to  be  con- 
sidered. Although  it  has  been  stated  that 
this  dosage  may  be  used  safely,8,9  it  is 
possible  that  the  severity  of  the  withdrawal 
reaction,  exceeding  any  previously  reported 
with  diazepam,  was  dependent  on  the 
dosage  used.  What  relationship  the  bio- 
chemical defect  in  this  bizarre  type  of 
lipidosis  has  to  the  withdrawal  reaction  is 
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speculative.  Although  the  degenerative 
changes  said  to  be  typical  for  dystonia 
musculorum  deformans  were  not  found  in 
this  case.  Brain10  states  that  “it  is  evidently 
a syndrome  which  may  be  produced  by  a 
variety  of  disorders.” 

While  the  intensified  leg  spasms  and 
tremors  may  be  attributed  to  a rebound 
phenomenon  after  release  of  drug  inhibition, 
the  diaphoresis,  together  with  the  pupillary 
dilatation,  tachycardia,  and  pyrexia,  sug- 
gest excessive  hypothalamic  discharge. 
Wechsler 11  states  that  it  is  not  uncommon  to 
observe  disturbances  of  temperature  con- 
trol in  syndromes  of  the  basal  ganglia. 
Furthermore,  some  observers  have  noted 
that  patients  with  disease  of  the  basal 
ganglia  occasionally  develop  hyperthermia 
in  the  course  of  the  low-grade  fever  that 
commonly  occurs  after  major  surgery.12 
Thus,  it  is  hypothesized  that  our  patient 
developed  an  excessive  hypothalamic  dis- 
charge on  withdrawal  of  diazepam  and 
that  this,  alone  or  in  combination  with  a 
basic  inability  of  such  patients  with  basal 
ganglia  disease  to  respond  normally  to 
fever,  caused  hyperthermia,  exhaustion, 
and  death. 

It  is  recommended  that  diazepam  be 


carefully  tapered  prior  to  withdrawal  when 
using  high  dosages. 

Summary 

Death  is  reported  following  withdrawal 
of  diazepam  in  a patient  with  disease  of 
the  basal  ganglia. 
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F ever  of  unknown  origin  in  a patient 
has  always  been  a challenge  to  physicians. 
Prolonged  febrile  and  debilitating  illness 
frequently  remains  undiagnosed  not  only 
because  the  underlying  disease  is  not  con- 
sidered but  also  because  diagnostic  tools 
have  not  been  available  in  the  past  for 
uncovering  the  nature  of  the  problem.  A 
new  modality,  the  photoscan  or  scintogram, 
using  radioactive  material,  has  enabled  us 
to  visualize  areas  of  the  body  previously 
inaccessible  by  modern  clinical,  medical, 
and  surgical  procedures. 

Case  report 

A sixty-two-year-old,  well-nourished, 
white  male  of  German  extraction  was  seen 
for  the  first  time  at  Nassau  Hospital  on 
September  1,  1964.  On  admission,  he 

complained  of  chills,  fever,  and  aching, 
especially  in  his  back,  of  three  weeks  dura- 
tion. The  symptoms  continued,  accom- 
panied by  severe,  drenching  night  sweats, 
complete  loss  of  appetite,  increasing  weak- 
ness, marked  fatigue,  and  loss  of  weight. 
However,  he  was  ambulatory  and  in  good 
spirits. 

A thorough  review  of  his  past  history 
was  completely  unrevealing  both  medically 
and  surgically.  The  social  history  was 
also  unrewarding  except  for  moderate 
smoking  and  the  imbibing  of  several 
bottles  of  beer  daily  and  some  Scotch  on 
weekends.  A systems  review  showed  en- 

Presented  before  the  Medical  Journal  Club  at  Hempstead 
Golf  Club  on  October  16,  1964. 


tirely  negative  findings  except  for  those 
previously  noted.  Of  immediate  interest 
was  a history  of  eating  clams  with  several 
other  people  about  one  month  prior  to  his 
illness,  but  none  of  the  other  people  had 
become  ill.  In  addition,  about  three 
weeks  prior  to  the  onset  of  his  present  ill- 
ness, he  had  had  an  infection  of  his  right 
knee  which  lasted  four  to  five  days  with 
complete  recovery.  He  denied  having 
had  any  tick  bites,  which  are  prevalent  in 
the  area  in  which  he  became  ill. 

Physical  examination  gave  entirely  nega- 
tive findings  except  for  the  apparent  loss  of 
weight  and  a nontender,  smooth  liver  edge 
which  was  felt  about  1 to  2 fingerbreadths 
below  the  right  costal  margin.  The  usual 
routines  were  set  up  to  investigate  the 
cause  of  the  fever.  Urine  examinations  were 
made  on  an  average  of  every  three  days 
and  gave  essentially  negative  findings. 
Blood  count  examinations  taken  on  an 
average  of  every  four  days  revealed  a slight 
secondary  anemia.  The  white  blood  count 
revealed  a persistent  elevation  ranging 
from  16,000  to  24,000  with  the  total  poly- 
morphonuclear leukocyte  count  ranging 
from  84  per  cent  to  94  per  cent  with  a 
persistent  shift  to  the  left. 

The  other  elements  were  normal. 

Blood  chemistry  examinations,  repeated 
twice,  involving  blood  sugar,  blood  urea 
nitrogen,  alkaline  phosphatase,  bilirubin 
direct  and  indirect,  thymol  turbidity, 
cephalin  flocculation,  cholesterol,  total  pro- 
teins, and  albumin- globulin  ratios  all 
showed  negative  results.  Blood  cultures, 
taken  numerous  times  at  peaks  of  tem- 
perature, eventually  turned  out  to  be 
sterile. 

X-ray  films  taken  at  various  times  re- 
vealed the  chest,  in  particular  the  dia- 
phragmatic configuration,  to  be  entirely 
normal.  An  intravenous  pyelogram,  gall- 
bladder, and  upper  gastrointestinal  series 
gave  negative  findings.  A barium  enema 
disclosed  occasional  diverticula  in  the 
descending  colon  but  otherwise  gave 
negative  findings.  An  electrocardiogram 
showed  findings  within  normal  limits.  A 
liver  biopsy  done  on  September  10,  1964, 
was  reported  as  giving  negative  results. 

A liver  scan  done  September  11,  1964, 
using  100  millicuries  of  rose  bengal  intra- 
venously revealed  the  following:  There 

was  a moderate  diffuse  enlargement  of  the 


i 
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FIGURE  1.  Preoperative  liver  scan  performed  Sep- 
tember 11,  1964. 


liver.  There  was  a single,  rounded,  domi- 
nant lesion  present  which  measured  11 
cm.  in  diameter  (Fig.  1).  It  was  within 
the  medial  lower  edge  of  the  right  lobe  of 
the  liver.  No  discrete  lesions  were  demon- 
strated. 

The  lesion  seemed  unusually  large  for  an 
abscess.  A slow-growing  neoplasm  had  to 
be  considered. 

Following  the  liver  scan,  on  September 
14,  1964,  aspiration  of  the  lesion  yielded  30 
cc.  of  greenish-gray  turbid  fluid.  A cell 
block  and  Papanicolaou  smear  showed 
there  was  an  abundance  of  fibrin  and 
polynuclear  cells.  A few  histiocytes  were 
recognized.  There  was  no  histologic  evi- 
dence of  tumor  or  specific  organisms.  A 
culture  showed  no  growth  even  after  three 
weeks. 

With  the  evidence  at  hand,  it  was  felt 
that  we  were  dealing  with  a sterile  abscess 
of  the  liver  within  an  apparently  normal 
liver.  The  pus  did  not  resemble  the 
anchovy  paste  or  serosanguineous  ap- 
pearance of  the  typical  amoebic  abscess. 
A surgical  consultation  was  held,  and  it 
was  decided  that  a two-stage  operation 
was  desirable  to  prevent  spillage  of  the  pus 
into  the  peritoneal  cavity. 

On  September  19,  1964,  a marsupializa- 
tion of  the  superficial  aspect  of  the  right 
lobe  of  the  liver  with  the  peritoneum  was 
done.  One  note  of  importance  was  that 
the  superficial  aspect  of  the  liver  was  en- 
tirely normal  in  appearance.  It  was  only 


by  palpation  in  the  area  originally  demon- 
strated by  the  scan  that  a fluctuant  area 
was  found,  and  this  area  was  walled  off 
by  the  surgeon.  The  abscess  also  was 
aspirated  under  direct  vision,  and  the 
greenish  pus  obtained  was  sent  to  the 
laboratory  and  revealed  the  identical 
findings  noticed  on  the  original  aspiration. 

On  September  23,  1964,  the  patient  was 
taken  to  the  operating  room  for  drainage 
of  the  liver  abscess.  Following  another 
diagnostic  aspiration  of  the  area,  an  electro- 
cautery was  taken,  and  an  incision  was 
made  in  this  area  of  the  liver  exposing  the 
area  for  a distance  of  about  iy4  inches. 
Pus  poured  out  of  the  incision  and  revealed 
a cavity  approximately  2 inches  in  diameter 
in  the  right  lobe  of  the  liver.  The  opening 
into  the  liver  was  mouthed  by  taking  a 
portion  of  the  liver  out.  This  was  sent 
to  the  laboratory  together  with  small  por- 
tions of  the  wall  of  the  cavity. 

The  pathologic  report  on  the  gross 
specimen  of  the  liver  showed  the  following: 
The  specimen  consisted  of  a wedge-shaped 
fragment  of  tissue,  measuring  2.2  by  1.2 
by  1.2  cm.  One  surface  was  covered  by  a 
thin  layer  of  fibrin  and  greenish-yellow 
exudate.  Gross  sections  revealed  brown- 
yellow  to  green  tissue.  For  microscopic 
examination,  several  skip  sections  were 
taken  of  the  fragments  of  hepatic  tissue 
submitted.  Part  of  the  wall  of  the  abscess 
was  in  the  section.  A moderate  amount  of 
fibrin  and  a few  polynuclear  cells  were  at 
the  surface.  Immediately  beneath  this 
region  there  was  a proliferating  fibrous 
tissue  with  scattered  infiltrations  of  poly- 
nuclear cells  and  lymphocytes.  The  hepa- 
tocytes  were  separated  and  distorted  by 
the  proliferating  fibrous  tissue.  Some  of 
the  hepatic  cells  were  elongated.  They 
all  presented  an  eosinophilic  staining  cyto- 
plasm and  uniform  nuclei.  Beyond  the 
wall  of  the  abscess,  the  hepatic  cells  were 
preserved,  and  they  were  polygonal.  The 
central  sinusoids  contained  red  blood  cells 
and  a few  polynuclear  cells.  There  was 
no  evidence  of  a specific  granuloma  or 
neoplasm.  The  pathologic  diagnosis  was 
fragment  of  liver  abscess  wall. 

Bacteriology  showed  no  amoeba  in  the 
liver  abscess  wall.  Culture  from  the  liver 
abscess  wall  showed  Streptococcus  anaero- 
bius.  A culture  from  the  pus  gave  nega- 
tive findings. 
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On  September  21,  1964,  the  preoperative 
white  blood  count  was  17,360  with  2 per 
cent  stabs,  76  per  cent  segmented,  17  per 
cent  lymphocytes,  and  5 per  cent  mono- 
cytes. On  September  26,  1964,  the  post- 
operative white  blood  count  was  7,840  with 
8 per  cent  stabs,  66  per  cent  segmented, 
16  per  cent  lymphocytes,  5 per  cent  mono- 
cytes, and  5 per  cent  eosinophils.  On 
September  28,  1964,  the  white  blood  count 
was  8,500  with  3 per  cent  stabs,  60  per  cent 
segmented,  30  per  cent  lymphocytes,  and 
7 per  cent  monocytes. 

The  patient  did  extremely  well  post- 
operatively.  Within  twenty-four  hours  his 
rectal  temperature  dropped  to  100  F.  and 
was  entirely  normal,  except  for  two  occa- 
sions of  spiking  to  101  F.,  until  October 
10,  1964,  when  he  was  discharged.  Within 
twenty-four  hours  the  drenching  night 
sweats  had  ceased,  and  his  appetite  re- 
turned. The  drop  in  the  white  blood 
count  and  the  return  to  normal  of  the  dif- 
ferential was  in  keeping  with  the  drainage 
of  the  abscess. 

For  completion  of  our  tests,  the  patient 
was  recalled  on  October  30,  1964,  three 
weeks  after  discharge,  and  a repeat  liver 
scan  was  done  using  100  microcuries  of 
rose  bengal  I131  intravenously.  The  liver 
showed  only  a minimal  decrease  in  activity 
in  the  region  of  the  previously  noted  large 
defect.  The  size  of  the  defect  was  approxi- 
mately 20  per  cent  of  that  of  the  original 
(Fig.  2). 

Comment 

This  case  presents  two  main  points  of 
interest.  The  single  pyogenic  liver  abscess 
is  an  uncommon  condition,  can  be  a most 
elusive  cause  of  fever  of  unknown  origin, 
and  is  extraordinarily  difficult  to  diagnose. 
Second,  the  introduction  of  a new  modality 
of  diagnosis,  the  photoscan,  has  im- 
measurably simplified  the  whole  problem 
in  these  cases. 

Rothenberg  and  Linder1  reported  on  24 
cases  of  single  pyogenic  abscess  of  the  liver 
that  came  to  surgery  at  the  Brooklyn 
Jewish  Hospital  from  1915  to  1934.  It 
is  difficult  to  agree  with  their  statement 
that  their  study  reveals  “that  the  single 
pyogenic  liver  abscess  is  a definite  recog- 
nizable clinical  entity.”  One  might  agree 
with  Ochsner,  DeBakey,  and  Murray,2 


FIGURE  2.  Postoperative  liver  scan  performed 
October  30, 1964. 


Cronin,3  and  Taylor4  who  added  the  pro- 
viso, “if  the  condition  is  kept  in  mind.” 

It  must  be  considered  that  these  cases 
are  rather  rare,  since  Rothenberg  and 
Linder1  saw  only  24  cases  in  twenty  years. 
Ochsner,  DeBakey,  and  Murray2  saw 
only  25  cases  in  ten  years  among  540,776 
admissions  to  the  Charity  Hospital,  New 
Orleans,  an  incidence  of  0.00045  per  cent. 
According  to  Rothenberg  and  Linder,1 
analysis  reveals  that  the  greatest  age 
group  incidence  of  solitary  pyogenic  abscess 
of  the  liver  is  forty  to  fifty  years  old. 

The  primary  cause  of  the  single  liver 
abscess  is  most  often  of  doubtful  or  un- 
known etiology.  Bacteria  or  emboli  may 
reach  the  fiver  by  way  of  the  portal  vein, 
hepatic  artery,  hepatic  vein,  bile  ducts, 
direct  extension,  and  lymph  stream.  In 
the  single  fiver  abscess,  there  is  no  proof 
of  portal  vein  origin,  and  infrequently 
pyelophlebitis  or  portal  vein  thrombosis 
are  demonstrated.  In  multiple  fiver  ab- 
scesses the  etiology  is  usually  known. 
They  are  found  in  the  portal  vein  or  bile 
ducts  and  usually  reveal  pyelophlebitis  or 
portal  vein  thrombosis. 

Bourne5  and  Block  et  a/.6  have  stated 
that  twice  as  many  “cryptogenic  abscesses” 
are  single  as  are  multiple.  Multiple  fiver 
abscesses  can  often  be  ruled  out,  since  this 
diagnosis  is  usually  based  on  an  outstanding 
intra-abdominal  catastrophe  such  as  a 
perforated  gut,  appendicitis,  or  prior  major 
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abdominal  surgery.  At  times,  the  single 
amoebic  abscess  may  be  as  difficult  to  rule 
out  as  the  single  pyogenic  abscess. 

In  19  out  of  the  24  cases  of  single  abscess 
seen  by  Rothenberg  and  Linder,1  the 
possible  etiologic  factor  was  unknown,  al- 
though 9 cases  had  a history  of  some  focal 
infection.  This  is  of  interest  since  in  the 
present  case  the  patient  stated  that  he 
had  had  a knee  infection,  lasting  several 
days,  three  weeks  prior  to  his  present  ill- 
ness. Elsberg7  found  sterile  pus  in  60 
per  cent  of  his  cases  of  liver  abscesses. 
Rothenberg  and  Linder1  found  sterile 
pus  in  11  out  of  24  cases.  Scattered  single 
case  reports  also  have  recorded  sterile  pus. 
Occasionally,  where  sterile  pus  is  found, 
culture  of  the  wall  of  the  abscess  may 
prove  fruitful,  as  it  did  in  our  case.  Where 
abscess  cultures  have  been  positive,  Bacillus 
coli,  streptococci,  staphylococci,  gram  posi- 
tive bacilli,  S.  viridans,  Bacillus  pyo- 
cyaneus,  and  others  have  been  found. 
Blood  cultures  have  been  almost  uni- 
versally sterile.  Craig8  has  studied  cases 
of  amoebic  liver  abscesses  that  have  come 
to  necropsy  and  has  demonstrated  that  the 
amoeba  are  to  be  found  in  the  wall  of  the 
abscess  rather  than  in  its  contents  or  the 
surrounding  liver  tissue.  Thus,  the  present 
case  bore  out  our  clinical  impression,  based 
on  the  character  of  the  aspirated  pus,  that 
the  liver  abscess  was  not  amoebic  in  origin. 
Statistically,  it  has  been  found  that  about 
two  thirds  of  single  pyogenic  abscesses 
are  in  the  right  lobe  of  the  liver. 

A review  of  the  signs  and  symptoms  in 
those  cases  which  were  eventually  found 
to  be  solitary  liver  abscesses  shows  that 
the  present  case  did  not  present  many  of 
the  things  that  might  have  led  to  the 
diagnosis.  Chills;  fever;  loss  of  weight, 
strength,  and  appetite;  night  sweats;  and 
leukocytosis  are  common  to  all  fevers. 
Liver  enlargement,  right  upper  quadrant 
pain,  enlarged  spleen,  nausea,  vomiting, 
and  jaundice,  as  well  as  x-ray  films  showing 
signs  in  the  chest,  kidneys,  and  gastro- 
intestinal tract,  were  all  lacking. 

The  portentousness  of  prolonged  fever 
must  be  recognized,  and  every  conceivable 
means  must  be  used  to  establish  a diagnosis. 
Exploratory  laparotomy  has  been  success- 
ful in  a large  percentage  of  cases  where  the 
diagnosis  could  not  be  determined  by  medi- 
cal means.910  Even  so,  laparotomy,  which 


may  be  performed  to  search  for  a focus, 
may  not  tell  the  whole  story,  as  demon- 
strated by  our  own  surgeon  who  noted  a 
normal  liver  surface.  Block  et  al .6  of  the 
Henry  Ford  Hospital  confirmed  this: 
“Even  at  the  time  of  surgery  with  the  liver 
before  his  eyes  and  under  his  hands,  the 
surgeon  may  overlook  the  presence  of  a 
liver  abscess.”  However,  on  palpation 
our  surgeon  did  feel  a localized  softening 
in  the  liver,  but  even  this  may  not  always 
hold  true. 

Wagner,  McAfee,  and  Mozley11  and 
Schuman  et  al ,12  laid  the  basis  for  the  clini- 
cal use  of  a new  modality  of  diagnosis,  the 
liver  photoscan,  in  determining  the  presence 
of  space-occupying  lesions  within  the 
liver.  Major  surgery  has  been  avoided 
where  needle  biopsy  of  the  liver  directed 
by  photoscan  has  resulted  in  a diagnosis 
of  metastatic  disease,  and  this  has  been  a 
life-saving  procedure  where  the  aspiration 
has  revealed  a condition  amenable  to 
surgery. 

Since  no  definitive  diagnosis  was  made 
in  this  case,  prior  to  the  photoscan,  the 
treatment  given  was  simply  supportive. 
No  chemotherapy  or  antibiotics  were  used 
because  there  was  no  indication  for  it.  One 
must  have  a definitive  diagnosis  for  a 
specific  lesion.  This  is  still  a sound  princi- 
ple in  medicine. 

The  treatment  of  the  single  pyogenic 
abscess  of  the  liver  is  fundamental.  En- 
capsulated pus  must  be  evacuated.  The 
scan  enables  the  surgeon,  because  the  loca- 
tion of  the  abscess  is  so  neatly  outlined,  to 
determine  whether  he  is  going  to  use  a 
transpleural  extraperitoneal  route  or  an 
anterior  abdominal  approach  in  two  stages, 
marsupialization  and  subsequent  drainage 
to  prevent  spillage  into  the  abdomen. 
The  establishment  of  the  location  of  the 
abscess  by  photoscan  thus  plays  an  im- 
portant role  in  the  therapeutic  manage- 
ment of  single  intrahepatic  liver  abscess 
and  has  made  a significant  contribution 
to  survival  from  this  disease. 

Summary 

1.  Fever  of  unknown  origin  is  a chal- 
lenge to  the  physician,  and  all  methods,  old 
and  new,  are  to  be  used  for  the  formation 
of  a diagnosis  of  underlying  disease. 

2.  A strategically  placed  single  liver 


1776  New  York  State  Journal  of  Medicine  / July  1,1966 


abscess  of  apparently  “de  novo”  etiology 
can  be  a diagnostic  problem  of  major 
importance  which  endangers  the  life  of  the 
patient  because  of  minimal  or  absent  diag- 
nostic signs  until  it  is  too  late. 

3.  A routine  examination  of  the  liver 
by  means  of  the  photoscan  was  instru- 
mental in  saving  the  life  of  a patient  with  a 
solitary  liver  abscess  which  caused  a fever 
of  unknown  origin. 

4.  A new  modality,  rose  bengal  I131 
hepatic  photoscan,  will  now  yield  informa- 
tion regarding  the  presence,  location,  and 
size  of  a space-occupying  liver  lesion,  mak- 
ing it  possible  to  choose  the  most  ex- 
peditious route  for  the  evacuation  of  the 
lesion  for  diagnosis  and  therapy. 

5.  The  radioisotope  scan,  as  a growing 
literature  attests,  is  proving  to  be  a simple 
test  of  extraordinary  value  which  allows 
the  physician  to  explore  hitherto  inac- 
cessible areas  of  the  human  body  for  diag- 
nosis and  management. 


Health  spending  increases, 
physicians'  share  declines 

Americans  are  increasing  their  spending  for 
health  care.  But  they  still  spend  more  for 
tobacco  than  for  hospital  care,  and  more  for 
cosmetics  and  haircuts  than  for  doctor  bills, 
reports  The  A.M.A.  News. 

Spending  for  health  care  totaled  $25.2  billion 
in  1964,  according  to  figures  of  the  U.S.  De- 
partment of  Commerce,  which  is  an  increase  of 
7.8  per  cent  from  the  $23.4  billion  spent  in  1963. 
Hospitals  receive  the  largest  share  of  this  spend- 
ing-— about  30  cents  of  every  dollar.  The  total 
spent  for  hospital  care  in  1964  was  $7.6  billion. 
This  compares  with  $7.8  billion  spent  on  tobacco 
products. 

Other  portions  of  the  health-care  dollar  are 
divided  among  drugs,  17  cents;  dentists,  10 
cents;  health  insurance,  7 cents;  appliances,  4 
cents;  and  miscellaneous  expenses,  5 cents. 
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The  remaining  27  cents  goes  to  the  physicians 
The  percentage  has  declined  slightly  over  the 
years.  Twenty  years  ago,  physicians  received 
about  28  cents  of  every  dollar  spent  on  health 
care. 

Expenditures  for  physician’s  services  totaled 
$6.8  billion  in  1964,  compared  to  $7  billion  spent 
on  personal  items  such  as  cosmetics,  haircuts, 
and  toiletries.  This  was  the  distribution  of  the 
health-care  dollar  ten  years  earlier:  hospitals, 

24  cents;  physicians,  28  cents;  drugs,  18  cents; 
dentists,  12  cents;  health  insurance,  8 cents; 
appliances,  5 cents;  and  other  services,  5 
cents. 

The  Department  of  Commerce  reported  these 
expenditures  for  health  care  in  1964:  hospitals, 

$7.6  billion,  up  12.5  per  cent  over  1963;  physi- 
cians, $6.8  billion,  up  5.5  per  cent  over  1963; 
drugs,  $4.4  billion,  up  5.2  per  cent;  dentists, 
$2.4  billion,  up  5.8  per  cent;  health  insurance, 
$1.8  billion,  up  6.3  per  cent;  appliances,  $1.1 
billion,  up  9.7  per  cent,  and  other  services,  $1.2 
billion,  up  6.9  per  cent  over  1963. 
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T he  purpose  of  this  report  is  to  present 
a new  isotope  scanning  aid  in  the  differen- 
tial diagnosis  of  the  jaundiced  patient. 

Background 

Interest  in  rose  bengal  (tetra-iodo,  tetra- 
chlor  fluoroscein)  as  an  agent  in  excretory 
liver  function  has  varied  since  its  initial 
use  by  Delprat1  in  1923.  The  dye  is  cleared 
quantitatively  from  the  blood  by  the  polyg- 
onal cells  of  the  liver  and  is  then  excreted 
through  the  bile.  The  activity  of  the 
polygonal  cells,  the  rate  of  blood  flow 
through  the  liver,  and  the  patency  of  the 
biliary  tree  are  the  factors  influencing  the 
rate  of  blood  clearance  and  biliary  excretion 
of  the  rose  bengal.  Severe  intrahepatic 
disease  diminishes  the  rate  of  liver  uptake 
of  the  dye  after  an  intravenous  injection. 
Once  the  dye  is  cleared  by  the  liver,  it  is 
excreted  without  delay  into  the  biliary 
tract  and  enters  the  small  bowel.  A pa- 
tient with  extrahepatic  obstruction  will 
show  a normal  blood  clearance  of  rose  ben- 
gal, but  the  excretion  into  the  small  bowel 
is  inhibited  or  delayed  by  the  blockage. 

Applicability  of  these  principles  was  quite 
limited  in  jaundiced  patients  for  many 
years.  Since  the  examination  was  depend- 


TABLE  I.  Results  of  scans  in  32  adult  patients 
with  jaundice 


Number 

Cause  of  of 

Jaundice  Patients 

- — Correct  Scans — - 
Per 

Number  Cent 

Intrahepatic 
Viral  hepatitis 

3 

3 

100 

Drug-induced 

hepatitis 

2 

2 

100 

Cirrhosis 

10 

10 

100 

Other 

3 

3 

100 

Extrahepatic 

Pancreatic 

carcinoma 

5 

4 

80 

Gallbladder 

carcinoma 

1 

1 

100 

Biliary  tract 
calculi 

4 

3* 

75 

Other  primary 
carcinoma 
with  liver 
metastases 

3 

3 

100 

Sclerosing 
cholangitis  of 
common  duct 

1 

1 

100 

Totals 

32 

30 

94 

* Error  was  patient  with  cholecystocolic  fistula. 


ent  on  a colorimetric  analysis  of  plasma, 
elevated  levels  of  serum  bilirubin  interfered 
with  the  results.  Later  sulfobromoph- 
thalein  (Bromsulphalein)  was  found  to  be 
similarly  cleared  by  the  hepatic  polygonal 
cells,  and  since  its  analysis  was  not  de- 
pendent on  colorimetric  methods,  it  re- 
placed rose  bengal  as  a liver  function  test. 

Interest  in  the  use  of  rose  bengal  was 
revived  by  Taplin,  Meredith,  and  Kade  in 
1955 2 when  they  successfully  labeled  the 
compound  with  I131  (radioactive  iodine 
131).  They  also  substituted  external  count- 
ing of  the  liver  for  the  colorimetric  analy- 
sis of  plasma.  In  1957  Nordyke  innovated 
a dual  scintillating  probe  examination  as  an 
aid  in  the  differential  diagnosis  of  jaun- 
dice.34 A head  probe  measured  blood  ac- 
tivity, and  an  abdominal  probe  was  utilized 
to  measure  both  blood  clearance  and  in- 
testinal entry  of  the  labeled  dye.  After 
the  intravenous  injection  of  I131  rose  ben- 
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Results 


FIGURE  1.  Case  1.  One-hour  I131  rose  bengal  scan 
reveals  marked  intestinal  activity  (arrow)  in  left 
upper  quadrant. 


gal,  both  areas  recorded  a steady  decline  in 
activity  due  to  the  extraction  of  the  dye 
from  the  blood  by  the  polygonal  cells. 
However,  after  the  oral  administration  of  a 
cholecystogogue,  such  as  milk,  the  abdom- 
inal counts  showed  a rapid  rise  due  to  the 
passage  of  the  isotope-labeled  dye  into  the 
small  bowel.  Nordyke  observed  that  most 
severe  forms  of  intrahepatic  disease  failed 
to  alter  this  process.  He  also  noted  that 
there  was  no  increase  in  intestinal  activity 
in  those  patients  with  extrahepatic  obstruc- 
tion. The  major  limiting  factor  affecting 
the  accuracy  of  the  results  was  the  place- 
ment of  the  abdominal  probe.  Small 
amounts  of  intestinal  activity  could  easily 
be  missed  if  the  probe  was  not  directly  over 
it.  However,  if  one  could  survey  the  entire 
upper  abdomen  for  activity,  even  small 
amounts  of  labeled  rose  bengal  in  the  in- 
testine would  be  detected.5  The  recent  ad- 
vent of  improved  scanning  technics  now 
makes  this  possible. 

Technic 

A jaundiced  patient  in  an  overnight  fast- 
ing state  is  given  5 microcuries  per  kilogram 
of  I131  rose  bengal.  At  approximately 
twenty  minutes  a rectilinear  scan  is  started 
at  the  superior  pole  of  the  liver.  A gamma 
ray  window  of  45  kev.  (345  to  390  kev.)  is 
used  for  I131.  The  speed  is  40  cm.  per 
minute,  and  a relatively  low  contrast  photo- 
scan is  planned  with  a count  range  differen- 
tial setting  of  60  to  70.  At  one  hour,  the 
probe  must  be  over  the  lower  hepatic  mar- 
gin and  the  proximal  portion  of  small  bowel. 
No  cholecystogogues  are  used.  The  one- 
hour  time  appears  to  an  important  factor. 


We  have  utilized  this  examination  in  32 
adult  patients  up  to  the  present  time  (Table 
I).  Eighteen  of  these  cases  had  intrahe- 
patic disease  of  varying  degrees  of  severity 
accounting  for  their  jaundice.  These  were 
all  proved  either  by  their  subsequent 
clinical  course,  hepatic  biopsy,  or  postmor- 
tem examination.  In  all  instances,  the  flow 
of  rose  bengal  into  the  small  bowel  was  not 
impeded  and  was  easily  detectable  at  one 
hour  after  injection.  The  remaining  14 
cases  involved  an  extrahepatic  obstruc- 
tion. Twelve  of  these  patients  exhibited 
delayed  excretion  of  the  dye.  In  this 
latter  group,  serial  scans  after  one  hour 
helped  in  determining  the  degree  of  ob- 
struction present.  In  several  of  these 
cases  a dilated  common  duct  could  be  iden- 
tified as  well.  The  other  2 cases  showed 
rose  bengal  in  the  bowel  at  one  hour.  One 
patient  who  had  common  duct  calculi  at 
surgery  also  had  a cholecystocolic  fistula. 
In  reviewing  the  scan  it  became  clear  that 
the  extrahepatic  activity  was  in  large  rather 
than  small  bowel.  The  colon  was  fully  out- 
lined because  the  rose  bengal  left  the  biliary 
tract  through  the  fistula.  Retrospectively, 
the  diagnosis  could  have  been  made  on  the 
scan  much  earlier  in  the  clinical  course. 

The  second  error  in  diagnosis  was  in  a 
patient  with  pancreatic  carcinoma  causing 
incomplete  common  duct  obstruction.  A 
minimal  amount  of  small-bowel  activity 
was  detected,  and  the  interpretation  was 
that  of  an  intrahepatic  process.  It  was 
later  discovered  that  the  patient  was  not  in 
a fasting  state  at  the  time  of  examination, 
and  this  may  have  been  the  source 
of  error.  Further  experience  will  help 
evaluate  this  more  fully.  The  accuracy 
of  diagnosis  has  thus  far  been  well  over  90 
per  cent. 

Case  reports 

Case  1.  A seventeen-year-old  white  fe- 
male entered  the  Bronx  Municipal  Hospital 
Center  with  a history  of  vague  abdominal 
pain  for  several  days.  Two  days  prior  to 
admission,  she  noticed  dark  urine,  light 
stools,  and  scleral  icterus.  Liver  chemis- 
tries were  compatible  with  viral  hepatitis. 
Over  the  next  several  weeks  her  alkaline 
phosphatase  continued  to  rise  until  it 
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FIGURE  2.  Case  2.  (A)  Two-and-a-half-hour  I131  rose  bengal  scan  fails  to  show  any  isotope  in  small  bowel. 
(B)  Four-hour  scan  now  demonstrates  passage  of  dye  into  small  intestine  (arrow).  Dilated  common  bile 
duct  can  be  seen  descending  from  midportion  of  liver. 


reached  a level  of  21  Bodansky  units.  The 
possibility  of  some  form  of  extrahepatic 
obstruction  was  considered.  An  I131  rose 
bengal  abdominal  scan  was  performed  and 
at  one  hour  revealed  that  a marked  amount 
of  the  isotope  was  in  the  jejunum  (Fig.  1). 
Subsequent  liver  biopsy  revealed  severe 
intrahepatic  cholestasis.  With  conserva- 
tive medical  management  the  patient  grad- 
ually improved  and  was  discharged  with 
complete  subsidence  of  icterus  and  return 
of  her  liver  chemistries  to  normal  levels. 

Case  2.  A sixty-nine-year-old  white 
male  entered  the  Bronx  Municipal  Hospital 
Center  with  increasing  weakness  and  a 30- 
pound  weight  loss  over  a six-month  period. 
Liver  chemistries  revealed  a total  serum 
bilirubin  of  2.1  mg.  per  100  ml.  (1.4  mg.  per 
100  ml.  direct)  and  an  alkaline  phosphatase 
of  24  Bodansky  units.  Serum  transaminase 
levels  were  minimally  elevated.  Three 
days  after  admission,  he  developed  jaun- 
dice. 

Upper  gastrointestinal  series  demon- 
strated extrinsic  pressure  on  the  medial 
surface  of  the  duodenal  loop.  A one-hour 
I131  rose  bengal  abdominal  scan  failed  to 
show  any  small-bowel  activity.  At  two 
and  a half  hours  there  was  continued  ob- 
struction to  the  passage  of  the  isotope  (Fig. 
2 A) . Finally,  at  four  hours,  jejunal  activity 
was  noted  in  the  left  upper  quadrant  (Fig. 
2B).  A seventeen-hour  scan  showed  the 


distribution  of  the  test  material  throughout 
large  and  small  bowel. 

Exploratory  laparotomy  revealed  an  un- 
resectable  carcinoma  of  the  head  of  the 
pancreas  with  liver  metastases.  Postoper- 
atively,  the  patient  went  rapidly  downhill 
and  expired  three  weeks  later. 

Summary 

A new  modification  of  an  old  technic 
utilized  in  the  differential  diagnosis  of 
jaundice  is  presented. 

The  results  of  the  I131  rose  bengal  ab- 
dominal scan  in  32  jaundiced  patients  are 
summarized  showing  a diagnostic  accuracy 
of  94  per  cent.  Further  investigative  work 
is  needed  before  any  final  conclusions  can  be 
reached. 

Addendum 

Since  the  acceptance  of  this  manuscript, 
the  authors  have  noted  renal  concentration 
of  i m rose  bengal  in  many  cases. 

To  avoid  any  confusion  in  interpretation 
between  renal  activity  and  small-bowel  ac- 
tivity, delayed  scans  and  lateral  scans  (par- 
ticularly at  twenty-four  hours)  will  indicate 
the  exact  location  of  the  extrahepatic  ac- 
tivity. 
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Just  one  hundred  years  ago,  truculent, 
defiant  John  Wilkes  Booth,  restricted  by  his 
broken  leg,  shuffled  forward,  bathed  in  a 
glare  of  brilliant  light,  surrounded  by  his 
captors. 

Suddenly,  a single  pistol  shot  rang  out, 
and  Booth  crumpled  to  the  floor,  his  face 
ashen  and  his  limbs  dangling  limply. 
Within  two  hours  he  was  dead,  silenced, 
never  having  been  brought  to  trial,  never 
having  provided  society  with  a chance  to 
provoke  from  this  recognition-hungry  show- 
man any  information  as  to  his  motivation, 
or  words  which  might  have  implicated 
others,  or  to  bring  forth  any  data  in  his  own 
defense.  It  was  a frustrating,  unlawful, 
bitter  moment  (Fig.  1). 

The  man  who  then  stepped  forward  to 
confess  the  shooting  was  an  unstable, 
fanatical  exhibitionist,  frequently  in 
trouble,  who  later  was  committed  to  an 
insane  asylum.  His  name  was  Boston 
Corbett  (Fig.  2).  Like  Jack  Ruby,1  he  ad- 
mitted having  been  still  closer  to  his  victim, 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
History  of  Medicine,  February  14,  1966. 


FIGURE  1.  John  Wilkes  Booth,  handsome,  suc- 
cessful, but  short  (5  feet  6 inches)  dramatic  actor 
and  enemy  (Confederate)  sympathizer  who  shot 
President  Lincoln  and  was  himself  shot  down  by 
Boston  Corbett  twelve  days  later.  Booth,  restricted 
by  broken  leg,  was  shot  through  spinal  cord, 
probably  with  Colt  revolver,  in  glare  of  light  from 
fire  set  by  captors  and  died  about  two  hours  later. 

but  waited  before  he  chose  his  moment  to 
shoot.2  Corbett  had  fancied  himself  as  a 
lay  preacher,  and  while  working  as  a hat 
finisher  in  the  city  from  which  he  took  his 
first  name,  had  an  encounter  with  two  j 
ladies  of  the  street,  which  upset  him  con- 
siderably.3 

He  then  went  home,  according  to 
Prichard  and  Herring1  and  “to  be  holy,”  as 
he  put  it,  cut  off  both  his  testicles  with  a 
pair  of  scissors.  The  records  of  the  Mas- 
sachusetts General  Hospital  for  July  16, 
1858,  describe  the  incident  as  follows: 

Is  a Methodist,  and  having  perused  the 
eighteenth  and  nineteenth  chapters  of  Mat- 
thew, he  took  a pair  of  scissors  and  made  an 
opening  one  inch  long  in  the  lower  part  of  the 
scrotum.  He  then  drew  down  the  testes  and 
cut  them  off.  He  then  went  to  prayer  meet- 
ing, walked  about  some,  and  ate  a heart} 
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FIGURE  2.  Boston  Corbett,  religious  fanatic,  also 
frequently  in  difficulties,  who  had  castrated  him- 
self in  moment  of  religious  fervor,  deliberately  shot 
down  Booth  after  other  opportunities  had  passed 
: and  against  orders.  Corbett  later  declared  insane 
after  act  of  armed  offense. 


dinner.  There  was  not  much  external  hemor- 
rhage, but  a clot  had  filled  the  opening  so 
that  the  blood  was  confined  in  the  scrotum, 
which  was  swelled  enormously  and  was  black. 
He  called  on  Dr.  Hodges,  (R.  M.),  who  laid  it 
open  and  removed  the  blood;  he  tied  the  cord 
and  sent  him  here. 

Then  followed  concise  progress  notes 
indicating  an  uneventful  course. 

This  previous  history  of  instability  did  not 
! prevent  his  getting  into  the  Army,  however, 
and  ultimately  finding  his  way  into  the  16th 
New  York  Cavalry  where  he  fought  with 
l fanatical  zeal.  During  his  service  career, 
he  was  frequently  in  difficulty  because  of  his 
religious  fanaticism,  however.  At  the  time 
he  shot  Booth,  in  direct  disobedience  to  the 
! standing  order  for  the  capture  of  the  as- 
; sassin  alive,  he  claimed  he  did  so  on  divine 
instruction.  He  was  so  unstable  he  was  not 
! permitted  to  march  with  his  regiment  in 
Lincoln’s  funeral  procession  and  was  still 
i in  camp  when  the  order  came  for  a hastily 
organized  patrol  to  go  out  on  an  emergency 
mission. 

Booth's  capture 

On  the  date  with  which  we  are  concerned, 
April  26,  1865,  he  was  assigned  to  the  pick- 
up detail  of  cavalrymen  under  Lt.  Edward 
Doherty  which  was  to  accompany 
Detective  (Major)  Everton  J.  Conger,  of 


Secretary  of  War  Stanton’s  National  Police 
Detectives,  a kind  of  secret  police,  in  the 
attempt  to  capture  Booth,  whose  trail  had 
finally  been  picked  up  twelve  days  after  the 
shooting  of  President  Lincoln.  The  detail 
galloped  to  Bowling  Green,  Kentucky,  to 
interrogate  three  ex-Confederate  soldiers  to 
whom  Booth  had  made  himself  known,  in 
the  mistaken  belief  that  they  would  sym- 
pathize with  him  and  help  him  escape. 
They  told  Major  Conger  and  Lieutenant 
Doherty  where  they  had  left  Booth,  at  the 
farm  of  a Mr.  Garrett,  three  miles  south  of 
the  ferry  across  the  Rappahanock  River, 
near  Port  Royal,  Virginia.  They  then  re- 
turned to  the  Garrett  farm.  The  events 
which  followed  can  best  be  described  in  the 
words  of  Sergeant  Corbett  and  Major 
Conger,  testifying  at  the  trial  of  the  con- 
spirators. Corbett2  described  the  scene  as 
follows: 

Lieutenant  Doherty  told  me  that  Booth 
was  in  that  house  saying,  “I  want  you 
to  deploy  the  men  right  and  left  around  the 
house  and  see  that  no  one  escapes,”  which 
was  done.  After  making  inquiry  at  the  house 
it  was  found  that  Booth  was  in  the  barn.  A 
guard  was  then  left  upon  the  house  and  the 
main  portion  of  the  men  thrown  around  the 
barn,  closely  investing  it,  with  orders  to 
allow  no  one  to  escape.  We  had  previously 
been  cautioned  to  see  that  our  arms  were  in 
readiness  for  use.  After  being  ordered  to  sur- 
render and  told  the  barn  would  be  fired  in 
five  minutes  if  he  did  not  do  so,  Booth  made 
many  replies.  He  wanted  to  know  who  we 
took  him  for;  he  said  that  his  leg  was  broken; 
and  what  did  we  want  with  him;  and  he  was 
told  that  it  made  no  difference.  His  name 
was  not  mentioned  in  the  whole  affair.  They 
were  told  that  they  must  surrender  as 
prisoners.  Booth  wanted  to  know  where  we 
would  take  them,  if  they  would  give  them- 
selves up  as  prisoners.  He  received  no  satis- 
faction but  was  told  that  he  must  surrender 
unconditionally,  or  else  the  barn  would  be 
fired.  The  parley  lasted  much  longer  than 
the  time  first  set;  probably  a full  half  hour, 
but  he  positively  declared  he  would  not  sur- 
render. At  one  time  he  made  the  remark, 
“Well  my  brave  boys,  you  can  prepare  a 
stretcher  for  me,”  and  at  another  time, 
“Well,  Captain,  make  quick  work  of  it; 
shoot  me  through  the  heart,”  or  words  to 
that  effect;  and  thereby  I knew  that  he  was 
perfectly  desperate  and  did  not  expect  that 
he  would  surrender.  After  a while,  we  heard 
the  whispering  of  another  person — although 
Booth  had  previously  declared  there  was  no 
one  there  but  himself — who  proved  to  be  the 
prisoner  Herold.  Although  we  could  not 
distinguish  the  words,  Herold  seemed  to  be 
trying  to  persuade  Booth  to  surrender.  After 
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a while  he  sang  out,  “Certainly,”  seeming  to 
disdain  to  do  so  himself.  Said  he,  “Cap, 
there  is  a man  in  here  who  wants  to  surrender 
mighty  bad.”  Then  I suppose  words  fol- 
lowed inside  that  we  could  not  hear.  Herold 
perhaps  thought  he  had  better  stand  by  him, 
or  something  to  that  effect.  Then  Booth  said, 
“Oh,  go  out  and  save  yourself,  my  boy,  if  you 
can”  and  then  he  said,  “I  declare  before  my 
Maker  that  this  man  here  is  innocent  of  any 
crime  whatever,”  seeming  willing  to  take  all 
the  blame  on  himself  and  trying  to  clear 
Herold.  He  was  told  to  hand  out  his  arms. 
Herold  declared  that  he  had  no  arms,  and 
Booth  declared  that  all  the  arms  belonged  to 
him  and  that  the  other  man  was  unarmed. 
He  was  finally  taken  out  without  his  arms. 

Immediately  after  Herold  was  taken  out, 
the  detective,  Mr.  Conger,  came  around  to 
the  side  of  the  barn  where  I was,  and  passing 
me,  set  fire  to  the  hay  through  one  of  the 
cracks  of  the  boards  a little  to  my  right.  I 
had  previously  said  to  Mr.  Conger,  though, 
and  also  to  my  commanding  officer,  that  the 
position  in  which  I stood  left  me  in  front  of  a 
large  crack — you  might  put  your  hand  through 
it — and  I knew  that  Booth  could  distinguish 
me  and  the  others  through  these  cracks  in  the 
barn,  and  could  pick  us  off  if  he  chose  to  do 
so.  In  fact,  he  made  a remark  to  that  effect 
at  one  time.  Said  he,  “Cap,  I could  have 
picked  off  three  or  four  of  your  men  already 
if  I wished  to  do  so.  Draw  your  men  off 
fifty  yards,  and  I will  come  out,”  or  such 
words.  He  used  such  language  many  times. 
Then  the  fire  was  lit,  which  was  almost  im- 
mediately after  Herold  was  taken  out  of  the 
barn.  As  the  flames  rose,  he  was  seen.  We 
could  then  distinguish  him  about  in  the  middle 
of  the  barn,  turning  toward  the  fire,  either  to 
put  the  fire  out  or  else  to  shoot  the  one  who 
started  it:  I did  not  know  which;  but  he 

was  then  coming  toward  me,  as  it  were,  a 
little  to  my  right — a full  front  breast  view. 
I could  have  shot  him  then  much  easier  than 
when  I afterward  did,  but  as  long  as  he  was 
there,  making  no  demonstration  to  hurt  any- 
one, I did  not  shoot  him,  but  kept  my  eye  on 
him  steadily.  Finding  the  fire  gaining  upon 
him,  he  turned  to  the  other  side  of  the  barn 
and  got  toward  where  the  door  was,  and  as  he 
got  there  I saw  him  make  a movement  to- 
ward the  door.  I supposed  that  he  was  going 
to  fight  his  way  out.  One  of  the  men  who 
was  watching  him  told  me  that  he  aimed  the 
carbine  at  me.  He  was  taking  aim  with  the 
carbine,  but  at  whom  I could  not  say.  My 
mind  was  upon  him  attentively  to  see  that  he 
did  no  harm,  and  when  I became  impressed 
that  it  was  time,  I shot  him.  I took  steady 
aim  on  my  arm,  and  shot  him  thr  ough  a large 
crack  in  the  barn.  When  he  was  brought  out 
I found  that  the  wound  was  made  in  the 
neck,  a little  back  of  the  ear,  and  came  out  a 
little  higher  up  on  the  other  side  of  the  head. 
He  lived,  I should  think,  until  about  seven 
o’clock  that  morning;  perhaps  two  or  three 
hours  after  he  was  shot.  I did  not  myself 


hear  him  speak  a word  after  he  was  shot  ex- 
cept to  cry  or  shout  as  he  fell.  Others,  who 
were  near  him  and  watching  him  constantly, 
said  that  he  did  utter  the  words  which  were 
published. 

National  Police  Detective  Everton  J. 
Conger,5  who  was  in  charge  of  the  detail, 
also  testifying  at  the  trial  of  the  con- 
spirators, said,  concerning  the  shooting: 

I went  around  to  the  corner  of  the  barn, 
pulled  some  hay  out,  twisted  up  a little  of  it, 
set  fire  to  it  and  stuck  it  back  through  on  top 
of  the  hay.  It  was  loose,  broken  up  hay,  and 
blazed  very  rapidly — lit  right  up  at  once. 
I put  my  eye  up  to  the  crack  next  to  the  one 
the  fire  was  put  through  and  looked  in,  and  I 
heard  something  drop  to  the  floor  which  I 
supposed  to  be  Booth’s  crutch.  He  turned 
around  toward  me.  When  I first  got  a 
glimpse  of  him  he  stood  with  his  back  partly 
to  me,  turning  toward  the  front  door.  He 
came  back  within  five  feet  of  the  corner  of 
the  barn.  The  only  thing  I noticed  he  had  in 
his  hands  when  he  came  was  a carbine.  He 
came  back,  and  looked  along  the  cracks,  one 
after  another,  rapidly.  He  could  not  see  any- 
thing. He  looked  at  the  fire,  and  from  the 
expression  on  his  face  I am  satisfied  he 
looked  to  see  if  he  could  put  it  out  and  was 
satisfied  he  could  not  do  it,  it  was  burning  too 
much.  He  dropped  his  arm,  relaxed  his 
muscles,  turned  around  and  started  for  the 
door  at  the  front  of  the  barn.  I ran  around 
to  the  other  side  and  when  about  half  around 
I heard  the  report  of  a pistol.  I went  right 
to  the  door,  and  found  Lieutenant  Baker 
looking  at  Booth,  holding  him  or  raising  him 
up,  I do  not  know  which.  I said  to  him  “He 
shot  himself.”  He  said,  “No,  he  did  not, 
either.”  Said  I,  “Whereabouts  is  he  shot — in 
the  head  or  neck?”  I raised  him  then,  and 
looked  on  the  right  side  of  his  neck,  and  saw  a 
place  where  the  blood  was  running.  I said, 
“Yes,  Sir,  he  shot  himself.”  Lieutenant 
Baker  replied  very  earnestly  that  he  did  not. 
I then  said,  “Let  us  carry  him  out  of  here; 
this  will  soon  be  burning.”  We  took  him  up 
and  carried  him  out  on  the  grass,  underneath 
the  locust  trees,  a little  way  from  the  door. 
I went  back  into  the  barn  immediately  to  see 
if  the  fire  could  be  put  out  and  tried  somewhat 
myself  to  put  it  out,  but  I could  not;  it  was 
burning  so  fast,  and  there  was  no  water  or 
nothing  to  help  with.  I then  went  back. 
Before  this,  I supposed  him  to  be  dead.  He 
had  all  the  appearance  of  a dead  man,  but 
when  I got  back  to  him,  his  eyes  and  mouth 
were  moving.  I called  immediately  for  some 
water,  and  put  it  on  his  face,  and  he  some- 
what revived,  and  attempted  to  speak.  I put 
my  ear  down  close  to  his  mouth,  and  he  made 
several  efforts  to  speak,  and  finally  I under- 
stood him  to  say,  “Tell  mother  I died  for  my 
country.”  I said  to  him,  “Is  that  what  you 
say?”  repeating  it  to  him.  He  said  “Yes.” 
They  carried  him  from  there  to  the  porch  of 
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Mr.  Garrett’s  house  and  laid  him  on  an  old 
straw  bed  or  something.  By  that  time,  he 
revived  considerably;  he  could  then  talk  in  a 
whisper,  so  as  to  be  intelligibly  understood; 
he  could  not  speak  above  a whisper.  He 
wanted  water,  we  gave  it  to  him.  He  wanted 
to  be  turned  on  his  face.  I said  to  him,  “You 
cannot  lie  on  your  face,”  and  he  wanted  to  be 
turned  on  his  side;  we  turned  him  upon  his 
side  three  times,  I think,  but  he  could  not  lie 
with  any  comfort,  and  wanted  to  be  turned 
immediately  back.  He  asked  me  to  put  my 
hand  on  his  throat  and  press  down,  which  I 
did,  and  he  said  “Harder.”  I pressed  down 
as  hard  as  I felt  necessary,  and  he  made  very 
strong  exertions  to  cough,  but  was  unable  to 
do  so — no  muscular  exertion  could  he  make. 
I supposed  he  thought  something  was  in  his 
throat,  and  I said  to  him,  “Open  your  mouth 
and  put  out  your  tongue,  and  I will  see  if  it 
bleeds,”  which  he  did.  I said  to  him,  “There 
is  no  blood  in  your  throat;  it  has  not  gone 
through  any  part  of  it  there.”  He  repeated 
two  or  three  times.  “Kill  me,  kill  me.”  The 
reply  was  made  to  him,  “We  don’t  want  to 
kill  you;  we  want  you  to  get  well.”  I then 
took  what  things  were  in  his  pockets,  and 
tied  them  up  in  a piece  of  paper.  He  was  not 
then  quite  dead.  He  would — once,  perhaps, 
in  five  minutes — gasp;  his  heart  would  almost 
die  out,  and  then  it  would  commence  again, 
and  by  a few  rapid  beats  would  make  a 
slight  motion.  I left  the  body  and  the 
prisoner  Herold  in  charge  of  Lieutenant 
Baker.  I told  him  to  wait  an  hour  if  Booth 
were  not  dead;  if  he  recovered,  to  wait  there 
and  send  over  to  Belle  Plain  for  a surgeon 
from  one  of  the  gunships,  and,  if  he  died  in 
the  space  of  an  hour,  to  get  the  best  convey- 
ance he  could  and  bring  him  on.  I stayed 
there  some  ten  minutes  after  that  was  said, 
when  the  doctor  there  said  that  he  was  dead. 

I think  we  got  to  Garrett’s  barn  about  two 
o’clock  in  the  morning,  and  it  was  about 
fifteen  minutes  past  three  that  Booth  was 
shot  and  carried  out  on  the  grass. 

Subsequent  to  his  admission  of  the 
shooting,  Boston  Corbett  was  placed  under 
arrest  because  the  orders  of  his  detail  had 
ostensibly  been  to  capture  Booth  alive. 
He  was  very  shortly  released,  however,  and 
indeed  was  somewhat  lionized,  and  was 
finally  given  some  $2,500  of  the  reward 
money  which  had  been  offered  for  Booth’s 
capture,  dead  or  alive.  He  was  later  made 
doorkeeper  and  sergeant-at-arms  of  the 
Kansas  State  Legislature,  listening  in- 
tently to  the  proceedings.  On  one  fateful 
day,  while  he  was  listening  to  the  page 
boys  starting  a mock  session  of  the  legisla- 
ture, he  heard  one  boy  mock  the  chaplain’s 
opening  prayer.  This  heresy  instantly  en- 
raged him,  and  he  suddenly  leaped  to  his 
feet,  pulled  out  his  pistol,  and  began  to 


shoot  at  the  boys.  Corbett  was  thereafter 
declared  insane  and  committed  to  a 
mental  institution.  Sometime  later  he  es- 
caped from  this  institution  and  was  never 
heard  from  again.  It  was  presumed  that  he 
may  have  died  while  walking  across  the 
plains  in  an  attempt  to  escape  to  Mexico, 
although  legends  arose  about  his  being  a 
successful  patent  medicine  man  in  the 
South  in  later  years.4 

Booth’s  autopsy 

Booth,  sunburned  and  haggard  from 
twelve  days  of  hiding  in  the  underbrush 
from  searching  cavalry  patrols,  had  lost  his 
handsome  theatrical  appearance,  but  was 
identified  by  several  persons  by  a per- 
manent scar  on  the  back  of  his  neck  which 
apparently  had  a large  cicatrix  because  it 
had  been  broken  open  by  the  careless 
Booth  before  it  was  entirely  healed.6 
This  scar  was  the  subject  of  an  article  by 
May,7  the  man  who  had  originally  sutured 
the  wound  and  later  identified  it. 

Identification  was  further  confirmed  by 
Booth’s  initials,  which  he  had  tattooed  on 
his  own  hand  in  scrawling  letters  as  a child.8 
His  dentist,  Dr.  Merrill,  who  had  filled  two 
teeth  for  Booth  the  week  before,  forced 
Booth’s  mouth  open  and  identified  his 
fillings.9  However,  we  can  find  no  written 
report  of  the  dental  examination.  Booth’s 
family  later  accepted  the  body  as  his,  with 
no  question,  even  though  the  question  was 
raised  as  to  how  they  could  be  sure  it  was 
his  body. 

The  autopsy  was  performed  by  Janvier 
Woodward,  M.D.,  of  the  Army  Institute 
of  Pathology,  the  same  man  who  had  per- 
formed the  autopsy  on  Booth’s  victim, 
President  Lincoln,  twelve  days  before,  at 
the  White  House.  His  report10  on  Booth’s 
autopsy  is  as  follows: 

Case  JWB:  Was  killed  April  26,  1865,  by  a 
conoidal  pistol  ball,  fired  at  the  distance  of  a 
few  yards,  from  a cavalry  revolver.  The 
missile  perforated  the  base  of  the  right 
lamina  of  the  4th  lumbar  vertebra,  fracturing 
it  longitudinally  and  separating  it  by  a fissure 
from  the  spinous  process,  at  the  same  time 
fracturing  the  5 th  vertebra  through  its 
pedicle,  and  involving  that  transverse  process. 
The  projectile  then  traversed  the  spinal  canal 
almost  horizontally  but  with  a slight  inclina- 
tion downward  and  backward,  perforating  the 
cord  which  was  found  much  torn  and  dis- 
colored with  blood  (see  specimen  4087  sect.  I 
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FIGURE  3.  Photograph  of  John  Wilkes  Booth’s 
third,  fourth,  and  fifth  cervical  vertebrae  and 
spinal  cord,  showing  transverse  bullet  hole  going 
from  right  to  left  through  spinal  canal,  penetrating 
spinal  cord  at  level  of  fourth  cervical  vertebra. 
(Photo  courtesy  Armed  Forces  Institute  of  Pa- 
thology, Washington,  D.C.) 


AMM)  (Fig.  3).  The  ball  then  shattered  the 
bases  of  the  left  4th  and  5th  laminae,  driving 
bony  fragments  among  the  muscles,  and  made 
its  exit  at  the  left  side  of  the  neck,  nearly  op- 
posite the  point  of  entrance.  It  avoided  the 
large  cervical  vessels  and  the  filaments  of  the 
2nd  and  3rd  cervical  nerves.  These  facts 
were  determined  at  autopsy  which  was  made 
on  April  28.  Immediately  after  the  reception 
of  the  injury,  there  was  very  general  paraly- 
sis. The  phrenic  nerves  performed  their  func- 
tions, but  the  respiration  was  diaphragmatic, 
of  course,  and  labored  and  slow.  Deglutition 
was  impracticable,  and  one  or  two  attempts 
at  articulation  were  unintelligible.  Death, 
from  asphyxia,  took  place  about  two  hours 
after  the  reception  of  the  injury. 

J.  J.  Woodward 

When  it  was  mentioned  that  the  photo- 
graphic division  of  the  Army  Institute  of 
Pathology  had  reproduced  the  picture 
of  John  Wilkes  Booth  for  distribution  to 
aid  in  his  capture  after  the  death  of 
President  Lincoln  in  April  1865,  Dr. 
Woodward’s  associate,  E.  M.  Schaeffer, 
M.D.,  was  reminded  of  one  of  his  first 
duties  at  the  museum  as  a hospital  steward 
of  the  Army. 11  This  was  to  mount  on 
cardboard  several  hundred  of  these  copies 
which  had  been  made  by  Edward  Curtis, 
M.D.  Not  long  after  this,  Dr.  Woodward 
received  a message  from  the  War  Depart- 
ment directing  him  to  take  his  postmortem 
case  and  repair  to  the  arsenal.  When  he  re- 
turned to  the  museum,  he  said  that  he  had 
made  an  autopsy  on  Booth,  whom  he 
would  have  recognized  from  the  photo- 
graphs, although  the  face  was  much  freck- 
led and  tanned  by  exposure  to  the  sun. 
Dr.  Woodward  brought  with  him  the 
cervical  vertebrae  and  spinal  cord  show- 
ing the  track  of  the  bullet  that  had  killed 
Booth;  after  further  examination,  these 


were  properly  prepared  and  placed  in  the 
museum  (Fig.  3).  The  specimens  had 
been  wrapped  in  stout  brown  paper.  At 
that  time,  there  was  a rage  for  relics  and 
souvenirs  of  all  kinds,  and,  influenced  by 
this  feeling,  Dr.  Schaeffer  cut  off  and  pre- 
served, duly  labeled,  a portion  of  the  blood- 
stained paper  as  a somewhat  ghastly 
souvenir  of  the  tragedy.  He  placed  it  in 
his  cabinet  and  had  forgotten  it  when, 
about  fifteen  years  afterward,  in  searching 
for  some  specimens  of  dried  human  blood,  to 
illustrate  to  his  private  class  in  microscopi- 
cal technics,  he  remembered  the  paper;  and 
submitting  it  to  the  proper  treatment  by 
macerating  and  teasing  with  needles,  to 
bring  out  any  structure  that  might  remain, 
much  to  his  pleasure  and  rather  to  his  sur- 
prise, the  red  corpuscles  were  seen  with  a 
vivid  distinctness,  often  sought  in  vain  in 
more  recent  cases.9 

On  April  29,  1865,  Surgeon-General 

Joseph  K.  Barnes  deposited  in  the  medical 
museum  a portion  of  the  spinal  cord  in  the 
section  of  the  third,  fourth,  and  fifth 
cervical  vertebrae  which  were  removed 
at  autopsy  from  the  body  of  the  assassin, 
John  Wilkes  Booth  (Fig.  3).  The  spinal 
cord  was  perforated  from  right  to  left  and 
the  laminae  of  the  fourth  and  fifth  verte- 
brae were  fractured  by  a conoidal  pistol  ball 
fired  at  a distance  of  a few  yards.  Booth 
died  two  hours  after  the  injury.12 

An  additional  small  fragment  of  John 
Wilkes  Booth’s  body  was  discovered  by 
the  author  in  a bottle  in  the  Mutter 
Medical  Museum  of  the  College  of  Phy- 
sicians of  Philadelphia,  in  the  care  of  Cura- 
tor Ella  N.  Wade  (Fig.  4).  This  is  a frag- 
ment approximately  DA  by  3/4  inches, 
which  resembles  a fragment  of  rib  cartilage 
and  bears  the  following  label:  “part  of  the 

THORAX  (CAVITY  OF  THE  CHEST)  OF  J. 
WILKES  BOOTH,  APRIL  14,  1865,  THE 

ASSASSIN  OF  PRESIDENT  LINCOLN  PROCURED 
PRES.  BY  THE  MESSENGER  OF  SURGEON- 
GENERAL.” 

The  weapon 

While  the  revolver  mentioned  by  Cor- 
bett was  not  described  in  detail  at  the  trial, 
there  seems  little  reason  to  doubt  that  it 
was  the  standard  .44-caliber  Colt  “Army” 
revolver  (Fig.  5),  a percussion-cap  weapon 
which  was  loaded  with  a substantial  charge 
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FIGURE  4.  Specimen  and  label  of  bottle  con- 
taining portion  of  Booth’s  thorax.  (Courtesy 
Mutter  Medical  Museum,  College  of  Physicians  of 
Philadelphia.) 

of  black  powder  and  fired  a conoidal  bullet 
with  more  than  enough  velocity  to  per- 
forate Booth’s  neck  and  vertebrae  as  de- 
scribed.13 Corbett2  spoke  of  steadying  his 
pistol  by  resting  it  on  his  arm,  which  was  a 
popular  way  for  cavalrymen  to  provide  a 
rest  for  the  otherwise  heavy  and  difficult 
weapon.  The  fact  that  he  hit  Booth 
exactly  in  the  spinal  cord,  and  in  the  neck, 
was  a sheer  stroke  of  luck,  considering  the 
inherent  inaccuracies  of  pistols  and  the 
fact  that  he  almost  certainly  would  have 
been  aiming  at  Booth’s  thorax. 

The  question  has  been  brought  up  as  to 
whether  Sergeant  Corbett  was  actually 
armed  with  a pistol,  rather  than  only  a 


FIGURE  5.  Colt  .44-caliber  "Army"  revolver 
carried  by  Booth  of  type  with  which  he  was  shot. 
(Photo  courtesy  National  Park  Service,  U.S.  Depart- 
ment of  the  Interior.) 


carbine,  which  might  have  been  the  standard 
armament  for  a trooper  in  his  military 
unit.14  The  fact  that  he  apparently  was 
the  sergeant  in  charge  of  the  patrol  and  that 
this  was  a detail  especially  designated  to 
undertake  the  capture  of  the  man  whom  the 
whole  world  was  waiting  to  see  captured, 
certainly  would  have  justified  the 
additional  armament. 

Corbett’s  reason  for  using  a pistol  rather 
than  the  more  accurate  carbine  is  un- 
explained, but  he  may  have  felt  that  he 
could  get  his  eye  closer  to  the  crack  be- 
tween the  boards  with  the  pistol,  thus 
improving  his  field  of  vision  within  the 
barn,  as  he  decided  whether  or  not  to 
shoot.  Actually,  if  he  had  used  his  more 
powerful  50-caliber  Spencer  carbine,  the 
wound  might  have  been  much  larger  than 
it  was,  as  seen  by  the  perforations  in  the 
vertebrae. 

Still  another  argument  has  been  raised 
by  those  who  believe  that  Lieutenant  Con- 
ger had  been  sent  out  by  Stanton’s  Secret 
Service  men  deliberately  to  silence  Booth, 
rather  than  to  take  him  alive  and  permit 
him  to  implicate  others  who  might  have 
been  behind  the  plot.15  It  has  been  men- 
tioned that  Corbett  was  at  the  back  of  the 
barn  whereas  Conger,  by  his  own  testimony, 
was  at  the  side  of  the  barn,  when  the  shot 
was  fired.  Since  the  bullet  hole  went 
transversely  through  Booth’s  neck,  it  has 
been  argued  that  Conger  would  have  been 
in  the  position  to  fire  the  bullet  in  such  a 
lateral  direction,  rather  than  Corbett. 
One  must  remember,  however,  that  Corbett 
stated  that  Booth  was  appearing  to  raise 
his  carbine  to  fire  toward  the  front  door 
just  as  he  was  shot.  Just  before  a man  takes 
aim  with  a carbine,  he  ordinarily  turns  his 
body  sideways  toward  the  target,  so  that 
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the  right  side  of  his  neck  might  have  been 
presented  toward  Corbett,  for  a moment, 
after  all,  as  this  author  sees  it. 

At  least  one  outstanding  student,  Col.  J. 
E.  Raymond,16  reasoning  inferentially, 
agrees  with  Conger  that  Booth  probably 
shot  himself.  The  fact  that  the  course  of 
the  bullet  ranged  slightly  downward  might 
be  taken  as  support  of  this  theory,  but  a 
“glance”  from  the  bone  at  the  point  of 
entry  into  the  spinal  canal  might  also  ac- 
count for  the  direction.  It  is  hard  to  con- 
ceive that  Booth  would  not  have  put  the 
pistol  to  his  brain,  however,  if  he  did  indeed 
intend  suicide.  Conger5  stated  that  he 
marked  and  unloaded  Booth’s  carbine  but 
did  not  mention  examining  Booth’s  pistols 
to  see  if  one  chamber  had  been  fired. 
Neither  did  Dr.  Woodward,  who  did 
Booth’s  autopsy,  mention  powder  burns 
on  the  skin  as  from  a suicide.  Neverthe- 
less, Colonel  Raymond  poses  impressive 
and  persuasive  arguments  in  favor  of 
suicide,  quoting  Booth’s  remarks  “Prepare 
a stretcher  for  me,”  and  postulating  that 
Booth  shot  himself  in  the  neck  to  spare  his 
handsome  face.  Colonel  Raymond’s  views 
will  bear  some  further  investigation,  cer- 
tainly.16 

These  arguments  are  in  no  way  meant  to 
negate  the  impressive  circumstantial  evi- 
dence that  Stanton  may  have  been  behind 
the  plot  to  assassinate  Lincoln,  as  accumu- 
lated by  the  late  Otto  Eisenschiml,15  Shel- 
ton,17 Neff,18  and  Roscoe,19  all  quoted  in 
The  Civil  War  Times  of  February  and 
July,  1965, 14' 20  which  suggest  that  Stanton’s 
chief  of  National  Police  Detectives,  Gen. 
Lafayette  C.  Baker,  may  have  written  to 
Booth  only  one  month  before  the  assassina- 
tion and  may  have  transferred  some  $16,000 
to  Booth  in  Canada  via  a dummy  cor- 
poration in  New  York. 

Fatal  wounding  of  Oswald 

Just  ninety-eight  years  later,  another- 
accused  presidential  assassin  shuffled  for- 
ward onto  the  stage  of  history,  also  sur- 
rounded by  his  captors,  restricted  by  his 
fetters,  but  truculent  and  defiant,  into  a 
brilliant  glare  of  light.  This  time  the  light 
was  from  television  flood-lights,  in  the 
basement-garage  of  the  Dallas,  Texas, 
Police  Department.  Again,  a single  pistol 
shot  rang  out,  and  Lee  Harvey  Oswald 
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FIGURE  6.  Lee  Harvey  Oswald,  enemy  (Com- 
munist) sympathizer,  who  shot  President  Kennedy 
but  was  himself  shot  down  by  Jack  Ruby  two  days 
later  with  Colt  revolver.  Oswald  was  restricted  by 
handcuffs  while  surrounded  by  his  captors  and 
bathed  in  glare  of  light  for  television  units.  His 
pleurae,  spleen,  stomach,  aorta,  vena  cava, 
superior  mesenteric  and  renal  vessels,  kidney, 
liver,  and  ribs  were  all  hit  by  single  bullet,  and  he 
died  about  two  hours  later. 

(Fig.  6)  crumpled  to  the  floor,  ashen,  with 
his  limbs  dangling  loosely.  Two  hours 
later  he,  too,  was  dead,  despite  the  heroic 
efforts  of  a skilled  trauma  team  (Fig.  7). 
Here  again,  an  attention-hungry  fanatic, 
accused  of  having  slain  a President,  had  been 
silenced  before  society  had  had  a chance  to 
draw  from  him  any  information  concerning 
his  motives,  any  possible  implication  of 
higher-ups,  or  to  bring  forth  any  informa- 
tion in  his  own  defense.  This  time  the 
shooting  was  seen  by  millions,  on  television, 
so  that  the  nation’s  sense  of  outrage  and 
frustration  was  compounded  a thousand 
times  more  than  in  the  case  of  Booth, 
where  the  circumstances  of  the  shooting 
were  not  so  well  known  to  the  public. 

Here  again,  the  man  Jack  Ruby  (Fig.  8), 
born  Jacob  Rubenstein,  who  stepped  for- 
ward to  do  the  shooting,  was  an  unstable 
person,  craving  recognition,  given  to  out- 
bursts of  emotion,  temper,  and  actual 
violence,  and  chronically  in  trouble  with  the 
authorities.21  He  appears  to  have  gained 
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Photo  by  Bob  Jackson  (in  Dallas  Times  Herald) 

FIGURE  7.  Oswald  grimaces  as  Ruby’s  bullet 
pierces  his  body. 


access  to  Oswald  by  energetically  ingratiat- 
ing himself  with  the  crowd  of  newsmen, 
radio  interviewers,  and  policemen  who  sur- 
rounded Oswald  following  the  arrest,  by 
bringing  in  sandwiches  and  soft  drinks  to  dis- 
tribute among  the  newsmen  and  police.22  23 
He  also  posed  as  an  interpreter  for  newsmen 
from  Israel.22  23  Photographs  from  the 
report  of  the  Warren  Commission  show 
Ruby  in  the  crowd  of  newsmen  before  whom 
Oswald  was  interrogated  on  one  or  more 
days  prior  to  his  shooting  of  Oswald.23 

From  this,  it  seems  probable  that  Ruby 
had  at  least  one  even  better  opportunity  to 
shoot  the  handcuffed  Oswald  during  this 
period  than  he  had  at  the  moment  he 
chose,  which  came  after  the  police  had  been 
alerted  to  assassination  attempts  and  were 
leading  Oswald  to  an  especially  protective 
armored  car  in  recognition  of  this  peril.24  25 
Similarly,  Boston  Corbett  commented  that 
he  had  had  an  even  easier  chance  to  shoot 
Booth,  prior  to  the  moment  he  selected.2 

Like  Corbett,  Ruby  employed  a some- 
what sophisticated  technic,  adapted  to  the 
type  of  weapon  he  used.  Ruby’s  was  a very 
short-barrelled  revolver,  of  the  type  made 
for  easy  concealment,  as  in  the  pocket,  which 
fired  a fairly  advanced  type  of  cartridge, 
called  a “.38  Special,”  now  standard  in 
most  police  weapons  in  the  United  States. 
He  did  not  extend  his  arm  at  full  length 
and  attempt  to  aim  his  shot  from  a distance, 
as  the  usual  amateur  might,  but  bent  his 
body  slightly  forward  and  advanced  his 
shooting  hand  only  part  way,  in  approved 
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FIGURE  8.  Jack  Ruby,  violent  fifty-five-year-old 
nightclub  operator,  frequently  in  difficulties,  who 
repeatedly  achieved  place  close  to  Oswald  by 
acting  like  reporter’s  assistant,  before  shooting 
him  down  just  as  he  was  about  to  be  transferred 
to  more  secure  quarters.  Ruby  presently  pleading 
insanity  in  effort  to  escape  death  sentence  already 
passed  on  him. 


police  fashion,  so  that  the  pistol  would  be 
less  obvious,  would  be  firmly  held,  and 
would  be  better  protected  from  any  blow 
from  an  onlooker  or  protector  of  Os- 
wald.2627 He  then  advanced  quickly  until 
the  tip  of  his  gun  practically  touched  the 
victim  and  fired  his  single  shot  into  Os- 
wald’s lower  thorax  and  abdomen. 

Unlike  Corbett,  Ruby  was  neither  re- 
leased from  his  imprisonment  nor  re- 
warded; no  time  had  elapsed  for  a reward 
to  be  offered  because  of  the  alertness  of  the 
late  Police  Officer  Tippitt,  of  the  Dallas 
Police  Force,  in  locating  Oswald  on  a very 
inconspicuous  back  street  near  Oswald’s 
rooming  house,  within  forty-five  minutes 
of  the  assassination  of  President  Kennedy. 
It  should  be  noted,  however,  that  Ruby’s 
death  sentence  has  not  yet  been  carried  out. 

Booth,  of  course,  had  made  good  his 
escape,  with  or  without  collaboration; 
was  armed;  and  was  at  large  for  some 
twelve  days  before  he  was  captured,  during 
which  time  a large  reward  was  offered  for 
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his  apprehension  and  during  which  time 
the  temper  of  the  nation  to  see  him  brought 
in,  dead  or  alive,  grew  in  intensity.  The 
fact  that  Corbett  had  caused  him  to  be 
brought  in  dead,  under  these  circumstances, 
probably  made  Corbett’s  crime  seem  some- 
what less  heinous  than  that  of  Ruby,  whose 
victim  (Oswald)  was  thoroughly  enmeshed 
in  the  due  process  of  law  at  the  time  he 
was  shot.  The  present  generation  of 
Americans  was  looking  forward  to  a 
thoroughgoing  examination  of  the  cir- 
cumstances surrounding  his  act,  with  the 
hope  that  many  questions  about  it  might 
have  been  answered. 

Oswald  operative  findings 

While  Oswald  was  on  the  operating 
table  at  the  Parkland  Memorial  Hospital, 
and  was  opened  within  approximately 
twenty  minutes  after  the  shooting,  he  was 
already  in  deep  shock  due  obviously  to 
massive  internal  blood  loss.  George 
Thomas  Shires,  M.D.,  Malcolm  0.  Perry, 
M.D.,  Robert  N.  McClelland,  M.D.,  and 
Ronald  C.  Jones,  M.D.,  opened  his  abdo- 
men through  a xyphoid-to-pubis  midline 
incision  at  11 : 44  a.m.,  in  the  same 
emergency  suite  where  his  victims, 
President  Kennedy  and  Governor  Connally, 
had  lain  two  days  before,  and  in  the  same 
hospital  where  Oswald’s  second  child  had 
recently  been  born.  The  actual  account  of 
the  operation  follows28: 

Operative  record.  Date:  11/24/63.  Park- 
land Memorial  Hospital 

Name.  Oswald,  Lee  Harvey 
Age.  Twenty-four  years 
Pt.  No.  25260 

Clinical  evaluation.  Previous  inspection 
had  revealed  an  entrance  wound  over  the  left 
lower  lateral  chest  cage  and  a near  exit  was 
identified  by  subcutaneous  palpation  of  the 
bullet  over  the  right  lower  lateral  chest  cage. 
At  the  time  he  was  first  seen  preoperatively, 
he  was  without  blood  pressure,  heart  was 
heard  infrequently  at  130  beats  per  minute, 
and  preoperatively  had  endotracheal  tube 
placed  and  was  receiving  oxygen  by  anes- 
thesia at  the  time  he  was  moved  to  the 
operating  room.  Measured  blood  loss: 
8,376  cc. 

Description  of  operation.  Under  endotra- 
cheal oxygen  anesthesia,  a long  midline  ab- 
dominal incision  was  made.  Bleeders  were 
not  apparent  and  none  were  clamped  or  tied. 
On  opening  the  peritoneal  cavity,  approxi- 
mately 2 to  3 L.  of  blood,  both  liquid  and  in 
clots,  were  encountered.  These  were  re- 


moved. The  bullet  pathway  was  then  identi- 
fied as  having  shattered  the  upper  medial  sur- 
face of  the  spleen,  then  entered  the  retro- 
peritoneal area,  where  there  was  a large  retro- 
peritoneal hematoma  in  the  area  of  the  pan- 
creas. Following  this,  bleeding  was  seen  to 
be  coming  from  the  right  side,  and  on  inspec- 
tion, there  was  seen  to  be  an  exit  to  the  right 
through  the  inferior  vena  cava,  thence 
through  the  superior  pole  of  the  right  kid- 
ney, the  lower  portion  of  the  right  lobe  of  the 
liver,  and  to  the  right  lateral  body  wall. 
First  the  right  kidney,  which  was  bleeding, 
was  identified,  dissected  free,  retracted  im- 
mediately (sic),  and  the  inferior  vena  cava 
was  clamped  with  a partial  occlusion  clamp  of 
the  Satinsky  type.  Following  this  immo- 
bilization (sic),  packing  controlled  the  bleed- 
ing from  the  right  kidney.  Attention  was 
then  turned  to  the  left,  as  bleeding  was  mas- 
sive from  the  left  side.  The  inspection  of  the 
retroperitoneal  area  revealed  a huge  hema- 
toma in  the  midline.  The  spleen  was  then 
mobilized,  as  was  the  left  colon,  and  the  retro- 
peritoneal approach  was  made  to  the  midline 
structures.  The  pancreas  was  seen  to  be 
shattered  in  its  midportion;  bleeding  was 
seen  to  be  coming  from  the  aorta.  This  was 
dissected  free.  Bleeding  was  controlled  with 
finger  pressure  by  Dr.  Perry,  on  identification 
of  this  injury.  The  superior  mesenteric 
artery  had  been  sheared  off  the  aorta;  there 
was  bleeding  from  the  superior  mesenteric 
artery.  This  was  cross-clamped  with  a small 
curved  DeBakey  clamp.  The  aorta  was  then 
occluded  with  a straight  DeBakey  clamp 
above  and  a Potts  clamp  below.  At  this  point, 
all  major  bleeding  was  controlled,  blood  pres- 
sure was  reported  to  be  in  the  neighborhood 
of  100  systolic.  Shortly  thereafter,  however, 
the  pulse  rate,  which  had  been  in  the  80  to  90 
range,  was  found  to  be  40,  and  a few  seconds 
later  found  to  be  0.  No  pulse  was  found  in 
the  aorta  at  this  time.  Consequently,  the 
left  side  of  the  chest  was  opened  through  an 
intercostal  incision  in  approximately  the 
fourth  intercostal  space.  A Finochietto  re- 
tractor was  inserted;  the  heart  was  seen  to 
be  flabby  and  not  beating  at  all.  There  was 
no  hemopericardium.  There  was  a hole  in  the 
diaphragm  but  no  hemothorax.  A left  closed 
chest  tube  had  been  introduced  in  the  emer- 
gency room  prior  to  surgery,  so  that  there 
was  no  significant  hemothorax  on  the  left 
side.  The  pericardium  was  opened,  cardiac 
massage  was  started,  and  a pulse  was  obtain- 
able with  massage.  The  heart  was  flabby, 
consequently  calcium  chloride  followed  by 
epinephrine-lidocaine  were  injected  into  the 
left  ventricle  without  success.  However,  the 
standstill  was  converted  into  fibrillation. 
Following  this,  defibrillation  was  done,  using 
240,  360,  500,  and  750  volts,  and  finally, 
successful  defibrillation  was  accomplished. 
However,  no  effective  heartbeat  could  be 
instituted.  A pacemaker  was  then  inserted 
into  the  wall  of  the  right  ventricle  and 
grounded  on  the  skin,  and  pacemaking  was 
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started.  A very  feeble,  small,  localized, 
muscular  response  was  obtained  with  the 
pacemaker  but  still  no  effective  beat.  At  this 
time  we  were  informed  by  Marion  T.  Jenkins, 
M.D.,  the  anesthetist,  that  there  was  no  sign 
of  life  in  that  the  pupils  were  fixed  and  dilated, 
there  was  no  retinal  blood  flow,  no  respira- 
tory effort,  and  no  effective  pulse  could  be 
maintained  even  with  cardiac  massage.  The 
patient  was  pronounced  dead  at  1:07  p.m. 
The  anesthetic  agent  consisted  entirely  of 
oxygen.  No  anesthetics  as  such  were  ad- 
ministered. The  patient  was  never  conscious 
from  the  time  of  his  arrival  in  the  Emergency 
Room  until  his  death  at  1:07  p.m.  (He  had 
struggled  briefly  in  the  ambulance,  en  route 
to  the  hospital — author.)  The  subcutaneous 
bullet  was  extracted  from  the  right  side  dur- 
ing the  attempts  at  defibrillation,  which  were 
rotated  among  the  surgeons.  The  cardiac 
massage  and  defibrillation  attempts  were 
carried  out  by  Dr.  McClelland,  Dr.  Perry, 
and  Dr.  Jones.  Assistance  was  obtained  from 
the  cardiologist,  Fouad  Bashour,  M.D. — ■ 
(Signed)  Tom  Shires. 

In  preparation  for  the  operation,  the 
superbly  organized  trauma  group  of  the 
Parkland  Hospital,  who  had  been  informed 
that  Oswald  was  on  his  way  after  having  been 
shot,  had  assembled  a resuscitative  team  in 
the  emergency  operating  room  surgical  room.29 
On  his  arrival,  Dr.  Akon  introduced  a no.  36 
cuffed,  endotracheal  tube  and  connected  it  to 
the  anesthesia  machine  for  assisted  ventila- 
tion and  oxygen.  It  was  obvious  that  the 
patient  was  in  extremis  as  judged  by  his 
general  pallor,  dusky  or  ashen  gray  nail  beds, 
cold  extremities,  gasping  respirations,  dilated 
pupils,  and  dry  conjunctiva.  Three  members 
of  the  staff  were  performing  venous  cut- 
downs,  one  in  each  of  the  lower  extremities 
and  one  in  the  left  forearm  (Charles  D.  Coin, 
M.D.,  Charles  A.  Crenshaw,  M.D.,  and 
Gerald  E.  Gustafson,  M.D.).  Because  of  the 
obvious  chest  wound  and  the  appearance  of 
pneumothorax  on  the  left,  Dr.  Jones  inserted 
the  chest  tube  and  connected  it  to  a closed 
water-sealed  drainage  bottle,  as  had  been 
done  in  the  case  of  President  Kennedy.  The 
head  of  the  emergency  room  cart  was  lowered 
into  a Trendelenburg  position.  There  was  no 
perceptible  peripheral  arterial  pulsation. 
However,  the  cardioscope  tracing  showed  an 
electrical  cardiac  activity  with  a heart  rate  of 
approximately  130  per  minute.  Blood  was 
sent  to  the  blood  bank  for  immediate  typing 
and  crossmatch,  and  two  units  of  uncross- 
matched,  type  O,  Rh  negative  blood  were 
started  by  pressure  infusions  by  plastic  blood 
containers.  William  Risk,  M.D.,  the  urology 
resident,  had  inserted  a Foley  catheter  into 
the  urinary  bladder,  obtaining  only  a scanty 
quantity  of  urine  which  was  not  blood-tinged, 
despite  the  massive  wound  to  the  right  kid- 
ney. The  abdominal  incision  was  made  ex- 
actly twelve  minutes  after  the  patient  first 
entered  the  emergency  operating  room.  A 
vein  in  the  right  forearm  was  also  cannulated 


to  aid  in  attempts  at  fluid  replacement.  The 
abdominal  incision  was  made  at  11:44  a.m., 
and  by  12:15  p.m.,  he  had  received  3,000  ml. 
of  blood  and  800  ml.  of  5 per  cent  dextrose  in 
lactated  Ringer  solution.  By  12:30  p.m.,  he 
had  received  6,000  ml.  of  blood,  and  his 
measured  blood  loss  was  5,000  ml.,  except 
that  it  was  obvious  that  there  was  additional 
loss  in  the  tissues.  Five  per  cent  dextrose  in 
lactated  Ringer  solution  was  again  started, 
and  the  patient’s  pulmonary  status  seemed 
satisfactory.  At  12:37  p.m.,  the  heart  sound 
became  weaker  and  the  pulse  rate  slowed  from 
its  previously  80  to  60,  40,  and  then  became 
imperceptible,  confirmed  by  the  cardioscope. 
By  this  time,  the  patient  had  received  15  V2 
units  of  blood  and  4,200  ml.  of  5 per  cent 
dextrose  in  lactated  Ringer  solution.  It  was 
judged  that  the  period  of  cerebral  hypoxia 
during  the  period  between  the  gunshot  wound 
and  the  time  effective  ventilation  was  started 
had  caused  irreparable  damage  to  the  cardio- 
vascular center  of  the  brain,  introducing  the 
final  cardiac  asystole,  despite  all  resuscitative 
measures. 

It  is  certainly  well  known  to  military 
and  trauma  surgeons  that  bullets  which 
perforate  both  the  aorta  and  the  vena  cava 
are  uniformly  fatal.  A review  of  the  records 
of  the  Parkland  Hospital  revealed  that  this 
was  true  in  their  experience  also,  in  a long 
list  of  gunshot  wounds  which  they  have 
treated  over  the  years,  as  the  trauma  center 
for  the  Dallas  area. 

Autopsy  report 

Earl  F.  Rose,  M.D.,  and  Sidney  C. 
Stewart,  M.D.,  of  the  Dallas  County 
Medical  Examiner’s  Office,  performed  an 
autopsy,  no.  1163-356,  on  November  24, 
1963,  at  3:45  p.m.  The  relevant  portions 
read  as  follows30: 

External  examination.  External  examina- 
tion reveals  a five  foot  nine  inch  white  male: 
estimated  weight  150  pounds.  Rigor  is  not 
present,  slight  cooling  of  the  body.  There  is 
faint  posterior  mottling  and  lividity.  The 
hair  is  brown,  slightly  wavy.  Small  amounts 
of  dried  blood  in  the  hair  which  has  run  from 
the  hairline  to  the  right  and  backward. 
There  is  a left  periorbital  hematoma  which  is 
purple  in  the  central  portion,  fading  at  the 
margins  to  a faint  lemon-yellow.  Total  diam- 
eter of  this  is  1 3/4  inches  by  1 l/i  inches.  The 
irides  are  gray-blue,  the  pupils  are  equal  at  8 
ml.  The  sclerae  and  conjunctiva  are  not  re- 
markable. 

Various  other  scratches  and  abrasions  of 
minor  type  are  then  described  in  detail. 
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The  incisions  for  the  insertion  of  the  chest 
tube  on  the  left,  the  thoracotomy  for  the 
cardiac  massage,  the  midline  laparotomy 
incision,  and  the  various  cutdown  incisions 
on  the  limbs  are  next  described  in  detail. 

Twenty-three  inches  from  the  top  of  the 
head  and  33/s  inches  to  the  left  of  the  midline 
anteriorly  and  103/4  inches  to  the  left  of  the 
midline  posteriorly  over  the  lower  aspect  of 
the  left  chest,  there  is  an  entrance-type 
wound  which  measures  y4  by  5/i6  inch  in 
diameter.  This  is  surrounded  by  a contusion 
ring;  the  total  diameter  of  the  contusion  ring 
is  3/ s inch. 

Twenty-two  inches  from  the  top  of  the 
head,  and  93/4  inches  to  the  right  of  the  mid- 
line anteriorly  and  8 ‘A  inches  to  the  right  of 
the  midline  of  the  back,  there  is  a vertical  2- 
by  1-inch  gaping  wound  (bullet  removed  via 
this  incision) . Posteriorly  to  this  by  y2  inch, 
there  is  a 3/4-  by  3/g-inch  irregular  contused 
area  (this  appears  to  be  the  place  where  the 
bullet  had  come  to  rest  after  perforating  the 
fractured  eleventh  rib). 

Incisions.  The  standard  “Y”  thoraco- 
abdominal and  intermastoid  incisions  are 
utilized.  Reflecting  the  skin,  there  is  found 
to  be  a wound  between  the  fourth  and  fifth 
ribs  which  extends  through  the  soft  tissue  and 
measures  6 inches  in  length.  This  conforms 
to  the  thoracotomy  wound  in  the  left  chest. 
The  incision  is  continued  through  the  ab- 
dominal wall  as  well  as  the  thoracotomy 
wound  to  the  left  of  the  midline  of  the  chest. 

Serous  cavities.  Examination  of  the  serous 
cavities  is  made.  In  the  left  pleural  space, 
approximately  175  cc.  of  blood.  In  the  right 
pleural  space,  there  is  in  excess  of  600  cc.  of 
blood.  In  the  peritoneal  cavity,  there  is  in 
excess  of  1,000  cc.  of  blood,  with  clot  forma- 
tion. In  addition,  there  is  massive  retro- 
peritoneal hemorrhage.  The  omentum  adja- 
cent to  the  transverse  colon  and  stomach  is 
hemorrhagic  and  irregularly  torn. 

Course  of  wound  is  followed.  It  is  found  to 
notch  the  undersurface  of  the  seventh  rib  at 
the  costochondral  junction;  this  is  sur- 
l'ounded  by  hemorrhage.  In  its  course,  it 
notches  the  diaphragmatic  attachment  in  this 
region.  However,  the  left  lung  is  not  pene- 
trated. The  course  is  found  to  go  from  the 
left  to  the  right  and  backward.  In  its  course, 
it  is  found  to  strike  the  inferior  edge  of  the 
spleen,  and  there  is  a cruciate  laceration  of 
the  spleen  measuring  approximately  1.5  by  2 
cm.  The  missile  is  found  to  penetrate  the 
stomach  along  the  greater  curvature  of  the 
body  of  the  stomach,  the  penetration  measur- 
ing 9 mm.  It  exits  from  the  stomach  along 
the  posterior  wall,  lesser  curvature,  2 cm. 
distal  to  the  cardioesophageal  junction.  This 
penetration  measures  8 mm.  It  pursues  a 
course  backward  and  to  the  right,  slightly 
caudal  to  the  celiac  axis,  and  there  is  extensive 
hemorrhage  in  this  area.  The  anterior  and 
right  anterolateral  aspect  of  the  aorta  is  torn, 


FIGURE  9.  Colt  .38  ‘‘special  Cobra”  revolver  with 
protective  shroud  over  hammer  to  permit  firing 
from  inside  pocket  if  necessary.  This  type  pistol 
used  to  kill  Oswald.  (Photo  courtesy  Colt  Manu- 
facturing Company.) 

with  the  superior  mesenteric  artery  being 
severed.  The  right  renal  artery  shows  de- 
struction and  hemorrhage  along  the  cephalad 
portion.  The  right  renal  vein  is  torn  and  the 
tear  involves  the  inferior  vena  cava,  the  dorsal 
surface.  It  courses  through  the  upper  pole  of 
the  right  kidney  along  the  anterior  surface, 
causing  a jagged  and  irregular  laceration 
covering  a distance  of  5 by  2 cm.,  with  pene- 
tration into  the  calyces.  It  becomes  peri- 
tonealized  in  the  hepatorenal  pouch,  and 
there  is  a jagged  and  irregular  laceration  of 
the  liver  covering  a distance  of  9.5  by  2 by  2 
cm.  From  the  liver,  it  penetrates  the  dia- 
phragm posteriorly  on  the  right  side.  It  then 
passes  adjacent  to  the  lung  in  the  pleural  space 
and  the  right  lung  is  not  penetrated.  The 
eleventh  rib  to  the  right  of  the  midline  is 
irregularly  fractured  with  an  exit  type  wound 
in  this  region,  and  in  the  soft  tissues  along  the 
posterior  axillary  line,  right  side,  there  is  an 
incised  wound  and  fragmentation  of  the  rib. 

The  remainder  of  the  autopsy  account 
describes  no  other  abnormalities,  and  the 
microscopic  findings  are  only  those  of  dis- 
ruption and  fresh  hemorrhage  in  the  areas 
previously  mentioned.  The  pancreas  was 
apparently  not  penetrated  after  all  but  was 
surrounded  by  hemorrhage.  Its  ductal 
system  was  not  remarkable.  The  adrenal 
glands  were  both  surrounded  by  hemor- 
rhage, but  both  were  intact.  The  brain 
weighed  1,450  Gm.  and  showed  no  abnor- 
malities grossly.  Further  sections  and 
special  studies  were  to  be  done  on  it. 

Ruby’s  weapon 

The  pistol  employed  by  Ruby  to  shoot 
Oswald  was  a Colt  revolver,  caliber  “.38 
Special,”  of  the  model  known  as  the 
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“Cobra.”  (Fig.  9).  It  had  a 2-inch  barrel, 
was  of  blued  steel  with  brown  plastic 
grips  (left  grip  chipped),  serial  number 
2744-LW.  This  pistol  was  equipped  with 
a special  shield  for  the  hammer  so  that  it 
could  be  fired  from  inside  the  pocket,  if 
necessary,  with  the  shield  protecting  the 
hammer  from  being  caught  in  the  cloth 
lining  of  the  pocket.31  A “piece”  (gangland 
parlance  for  a firearm)  with  such  a short 
barrel  is  notoriously  inaccurate,  except  at 
point-blank  range. 

The  fact  that  Ruby  was  able  to  kill  his 
man  with  a single  bullet  from  his  Colt 
pistol  was  surprisingly  analogous  to  the 
success  of  his  historical  predecessor,  Boston 
Corbett  (or  perhaps  Booth  himself,  if  it 
was  indeed  suicide,  as  Raymond16  believes), 
in  slaying  Booth  with  a single  shot,  probably 
also  from  a Colt  pistol,  nearly  a hundred 
years  earlier.  The  fact  that  Ruby  struck 
both  the  vena  cava  and  the  aorta;  de- 
tached the  superior  mesenteric  artery;  per- 
forated the  right  renal  artery  and  vein,  as 
well  as  the  spleen,  the  stomach,  the  right 
kidney,  and  the  liver;  and  holed  the 
pleura  in  the  costophrenic  angle  both 
anteriorly  and  posteriorly,  is  nothing  short 
of  remarkable.  It  was  probably  even  more 
lethal  than  if  he  had  struck  Oswald  directly 
in  the  heart.  The  fact  that  it  struck  a rib 
and  cartilage  anteriorly  and  the  eleventh 
rib  posteriorly  was  probably  the  only 
reason  that  it  did  not  exit  from  the  body 
and  strike  some  of  the  police  officers 
standing  directly  behind  and  to  the  right 
of  Oswald.  It  was  equally  remarkable  that 
Corbett’s  one  bullet  hit  Booth  exactly  in 
the  spinal  cord.  The  fact  that  Ruby  did 
not  get  off  additional  shots  resulted  from 
the  alacrity  and  vigor  with  which  the 
policemen  in  the  room  seized  his  gun  and 
gun  hand  and  wrestled  him  to  the  floor. 
Their  grip  on  the  gun  probably  immobilized 
the  cylinder  so  that  it  could  not  turn  again, 
and  the  weight  of  the  several  men  who 
could  be  clearly  seen  to  jump  on  Ruby,  in 
the  television  films,  probably  prevented  him 
from  firing  more  shots. 

Ruby  reported  that  he  had  purchased  the 
gun  about  three  years  before,  for  the 
purpose  of  protecting  himself  because  he 
carried  considerable  amounts  of  cash  in  the 
transaction  of  his  night  club  business. 
He  ordinarily  carried  it  in  the  trunk  of  his 
car,  which  he  also  used  as  his  temporary 


bank.  Ruby  is  quoted  by  Police  Officer 
McMillin,  who  helped  subdue  him,  as 
saying  to  Oswald:  “You  rat,  son  of  a bitch, 
you  shot  the  President,”  and  then  firing  his 
shot.  During  the  scuffle  to  subdue  him,  he 
quoted  Ruby  as  saying  repeatedly,  “I  hope 
I killed  the  son  of  a bitch.”  When  Ruby 
was  told  Oswald  would  probably  die,  Ruby 
then  said,  “I  meant  to  shoot  him  three 
times  but  you  police  moved  too  fast  and 
prevented  me  from  doing  so.”32 

Summary 

John  Wilkes  Booth  and  Lee  Harvey 
Oswald  were  both  shot  down  deliberately, 
while  confined,  in  the  glare  of  bright  lights 
provided  by  their  captors  and  by  persons 
acting  against  orders  or  against  the  law. 
Booth  was  restricted  by  his  broken  leg  and 
Oswald  by  his  handcuffs.  Both  men  who 
were  accused  of  shooting  them  were  later 
characterized  as  insane  and  were  re- 
markably similar  in  many  ways.  Each 
man  bided  his  time  before  firing  his  shot, 
and  the  technic  of  both  appeared  to  reveal 
a certain  degree  of  expertise  in  the  way  in 
which  they  handled  their  weapons.  While 
both  shootings  may  well  have  been  the 
actions  of  excited  men  in  attacking  what 
they  considered  to  be  a national  enemy, 
there  are  many  sophisticated  observers  who 
regard  this  point  of  view  as  being  unduly 
naive.  They  believe  that  since  both  ac- 
cused presidential  assassins  were  active 
enemy  sympathizers  (Booth  for  the  Con- 
federacy and  Oswald  for  the  Commu- 
nists),3334 and  since  both  shootings  took 
place  during  an  era  of  large-scale  undercover 
operations,  psychological  persuasion,  philo- 
sophic rivalry,  and  intelligence  activity, 
that  both  men  may  have  been  silenced  as 
part  of  a larger  design. 

It  is  interesting  that  information  is  now 
being  put  forth  which  suggests  that  Booth 
was  on  the  payroll  of  a “dummy”  company 
in  New  York  City  which  was  a “front” 
for  the  “undercover”  operations  of  Gen. 
LaFayette  C.  Baker,  chief  of  the  National 
Police  Detectives,  which  was  Secretary  of 
War  Stanton’s  “secret  police”  type  of 
operation  during  the  Civil  War.17-19 
Furthermore,  the  compendium  of  circum- 
stantial evidence  accumulated  by  the  late 
Otto  Eisenschiml15  makes  wonderful  read- 
ing and  made  him  firmly  of  the  opinion 


July  1,  1966  / New  York  State  Journal  of  Medicine  1793 


that  Stanton  encouraged  the  plot  to  as- 
sassinate Lincoln. 

Both  presidential  assassins  were  strange, 
compulsive  men,  repeatedly  in  trouble  with 
the  authorities  over  a succession  of  minor 
infractions. 

In  any  case,  against  this  background  of 
similar  features,  it  is  no  less  than  amazing 
that  each  of  the  accused  presidential  as- 
sassins, Booth  and  Oswald,  was  successfully 
killed  each  by  a single  bullet  probably  fired 
from  a Colt  revolver.  Both  men  lingered 
for  about  two  hours  before  dying.  As  most 
military  and  accident  room  surgeons  know, 
a great  many  pistol  bullets  are  fired  into 
people  without  hitting  any  structure  which 
would  bring  about  such  rapid  deaths. 

The  similarities  in  these  two  fatal  wound- 
ings  merely  add  to  the  striking  number  of 
other  coincidences  which  continue  to  appear 
in  the  histories  of  the  assassinations  of  two 
of  our  martyred  presidents,  Abraham  Lin- 
coln and  John  F.  Kennedy. 

620  West  168th  Street 
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X he  term  dispensary  is  rarely  used  nowa- 
days. One  usually  refers  to  a dispensary 
as  a clinic,  and  present-day  clinics  are  those 
sections  maintained  by  hospitals  in  various 
public  and  private  organizations.  In  ad- 
dition private  clinics  also  exist.  They  are 
operated  by  groups  of  physicians  who 
provide  medical  diagnosis  and  treatment 
for  ambulatory  patients.  Originally  the 
clinic  served  only  those  who  could  not 
afford  to  pay  a fee,  and  since  its  chief 
function  was  the  dispensing  of  free  drugs, 
they  were  called  dispensaries.  The  dis- 
pensary or  outpatient  department,  even 
where  it  is  part  of  a general  hospital,  a 
pay  clinic  or  a diagnostic  clinic,  is,  in  the 
viewpoint  of  the  general  public,  a place 
where  medicine  and  medical  and  surgical 
care  are  given  gratis  or  at  a very  small 
minimum  charge. 

History 

The  first  dispensary  or  clinic  in  the 
English-speaking  world  was  founded  in 
London  in  1696  by  philanthropic  physicians 
as  a means  of  providing  medicines  to  ac- 
company the  services  they  made  without 
payment  toward  the  relief  of  the  sick  poor. 
It  is  believed  that  the  medical  dispensary 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
History  of  Medicine,  February  14,  1966. 


in  England  took  its  origin  in  London  after 
the  fire  of  1665.  So  many  people  were 
impoverished  that  the  doctors  of  London 
voted  that  all  members  of  the  organized 
profession  should  give  their  services  free. 

United  States 

The  first  dispensary  in  the  new  world  was 
founded  in  Philadelphia  in  1786,  in  New 
York  in  1791,  and  in  Boston  in  1796.  In 
1800  there  were  3 dispensaries  in  the  United 
States  patterned  on  the  London  Dis- 
pensary. During  the  next  century  there 
was  little  progress  or  change  in  the  charac- 
ter of  dispensary  work,  and  one  hundred 
years  later  there  were  only  100  dispensaries 
in  the  United  States.  In  1922  there  were 
4,000  dispensaries,  and  in  the  first  twenty 
years  of  the  twentieth  century  outpatient 
departments  grew  at  a tremendous  rate 
with  marked  changes  in  the  character  of 
dispensary  work. 

Obviously  as  medical  education  pro- 
gressed, the  many  dispensaries  or  clinics 
connected  with  hospitals  and  medical 
schools  afforded  additional  educational 
value  for  the  students  and  physicians. 

“The  New  York  Dispensary”  writes 
Stookey,  “was  opened  in  a private  house  at 
the  corner  of  Beekman  and  Nassau  Streets 
in  1791,  with  physicians  in  attendance  on 
Monday,  Wednesday,  and  Friday  from 
1 to  2,  and  also  it  served  as  a source  of 
outpatient  clinical  material  for  the  medical 
school,  then  known  as  the  Columbia 
Medical  College,  formerly  known  as  King’s 
College  Medical  School  and  the  New  York 
Hospital.”1 

Hospitals  originally  built  as  such  had 
within  their  confines  areas  set  aside  for 
dispensaries  and  clinics.  Actually,  many 
dispensaries  were  forerunners  of  modern 
clinics  and  many  modern  hospitals.  Thus 
a description  of  early  dispensaries  in  New 
York  City  is  of  special  interest  to  those 
who  are  interested  in  the  origins  and  de- 
velopments of  medical  institutions  in  New 
York  City. 

According  to  the  records  of  the  New 
York  Medical  College,  its  first  dispensary 
was  called  the  New  York  Homeopathic 
Dispensary  (Fig.  1).  It  was  located  in 
rooms  at  Apollo  Hall,  then  in  Broadway, 
below  Canal  Street.  It  was  established 
in  1845,  fifty-three  years  after  the  first 
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FIGURE  1.  Early  homeopathic  medical  dispen 
sary. 


FIGURE  2.  Five  Points  House. 


dispensary  was  opened  in  New  York.  It 
was  at  first  staffed  by  S.  R.  Kirby,  M.D., 
P.P.  Wells,  M.D.,  and  James  M.  Quinn, 
M.D.,  but  was  subsequently  enlarged  by 
the  addition  of  S.  B.  Barlow,  M.D.,  George 
M.  Cook,  M.D.,  B.  F.  Joslin,  M.D.,  A. 
F.  Bowers,  M.D.,  R.  A.  Snow,  M.D.,  and 
James  Hart,  M.D.  This  dispensary  was 
the  first  homeopathic  dispensary  in  the 
United  States  and,  with  the  exception  of 
the  Protestant  Half-Orphan  Asylum,  was 
the  first  institution  in  New  York  where 
homeopathy  was  practiced  (Fig.  2). 2 

This  dispensary  was  located  in  Bond 
Street  for  about  three  years.  J.  J.  Smith, 
M.D.,  who  owned  a pharmacy  at  the 
corner  of  Broome  Street  and  Broadway, 
helped  maintain  the  clinic.  In  1856  the 
pharmacy  moved  uptown,  and  the  dis- 
pensary quietly  ceased  to  exist. 

On  May  1,  1854,  the  Central  Homeo- 
pathic Dispensary  was  established  at  15 
East  11th  Street.  It  was  incorporated  in 
April,  1858,  under  the  general  laws  of  the 
State  of  New  York.  For  several  years,  the 
staff  consisted  of  J.  M.  Kellogg,  M.D.,  and 
B.  F.  Joslin,  Jr.,  M.D.,  but  later  was  as- 
sisted by  R.  G.  Perkins,  M.D.,  W.  Wade, 
M.D.,  H.  M.  Smith,  M.D.,  T.  Franklin 
Smith,  M.D.,  and  Timothy  Field  Allen, 
M.D.  Dr.  Allen  subsequently  became 
professor  of  Materia  Medica  and  then  Dean 
of  New  York  Homeopathic  Medical  Col- 
lege. After  eleven  years  of  useful  life,  the 
dispensary  closed  for  lack  of  workers  and 
finance. 

As  stated  before,  many  dispensaries  were 
forerunners  of  modern  clinics,  modern 


hospitals,  and  medical  schools.  The  Cum- 
berland Hospital  in  Brooklyn  evolved  from 
a dispensary  opened  in  December,  1852,  at 
50  Court  Street  by  the  Homeopathic 
Medical  Society  of  Brooklyn. 

The  Long  Island  College  Hospital,  now 
known  as  the  State  University  of  New 
York  Downstate  Medical  Center,  received 
its  charter  on  March  6,  1858,  but  for  six 
months  previous  to  this  date  a dispensary 
was  conducted  at  145  Court  Street  under 
the  name  of  New  Hospital. 

In  1856  a charitable  dispensary  was 
erected  in  Brooklyn  and  subsequently,  in 
1857,  became  St.  John’s  Hospital.  This 
is  in  contrast  to  a later  version  which 
states:  A dispensary  was  opened  in  a 

store  at  1620  Fulton  Street  and  a few 
hospital  beds  provided.  Undoubtedly  this 
was  the  forerunner  of  St.  John’s  Hospital. 

The  Knickerbocker  Hospital  in  New 
York  City  was  originally  established  as  the 
Manhattan  Dispensary  to  provide  and 
furnish  medicines  and  medical  and  surgical 
aid  “to  such  persons  as  may  be  in  need 
there  of.  . . .”3  It  was  incorporated  under 
the  laws  of  New  York  on  May  28,  1862. 4 

Just  before  the  turn  of  the  century  a 
dispensary  could  be  established  in  a back 
room  of  a drugstore,  in  a tenement  house, 
or  in  a room  or  building  having  no  running 
water.  Harris4  quotes  William  B.  Buck, 
former  Superintendent  of  Inspection,  State 
Board  of  Charities:  “There  were  rival 

dispensaries  on  opposite  corners,  and 
before  the  dispensary  law  was  passed  a 
policy  of  laissez-faire  on  the  part  of  the 
State  toward  dispensaries  existed.” 
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It  follows  that  there  was  a first  opposi- 
tion to  the  enactment  of  law  to  control 
dispensaries.  However,  on  April  18,  1899, 
Gov.  Theodore  Roosevelt  signed  the  Dis- 
pensary Bill,  which  although  weak,  in 
certain  aspects  was  a strong  step  in  control 
of  a charity  which  could  easily  get  out  of 
bounds  and  defeat  its  original  well- 
intentioned  purpose.  The  Dispensary 
Law  required  all  dispensaries  to  obtain  a 
license  from  the  State  Board  of  Charities 
and  was  primarily  enacted  to  restrain  dis- 
pensaries from  encouraging  the  abuse  of 
medical  charity,  and  the  first  penalty  in  the 
law  was  enacted  to  be  applied  to  this  form 
of  abuse.  The  second  penalty  in  the  law 
was  designed  to  act  as  a deterrent  to  the 
possibility  of  fraud  in  this  form  of  charity.4 

The  development  of  clinical  teaching  in 
the  latter  part  of  the  nineteenth  century, 
instead  of  didactic  instruction,  undoubtedly 
was  one  of  the  most  important  influences  in 
increasing  the  number  of  dispensaries  in 
New  York,  Boston,  and  Philadelphia.  In 
1837  Oliver  Wendel  Holmes  wrote  a report 
to  the  Boston  Dispensary,  urging  the  es- 
tablishment of  a clinic.  “A  consulting 
room  well  attended  is  one  of  the  most 
valuable  schools  for  students,  as  well  as 
practitioners  of  medicine,  since  many 
cases  of  disease  may  be  seen  within  a very 
limited  time;  and  being  thus  collected, 


Rise  in  babies  with 
narcotics  addiction 

A rise  of  15  to  20  per  cent  in  the  number  of 
infants  born  with  narcotics  addiction  was  re- 
ported at  a conference  of  specialists  at  the 
Bellevue  Medical  Center  School  of  Nursing  re- 
cently by  Hospitals  Commissioner  Alonzo  S. 
Yerby,  M.D.  He  stated  that  800  addicted 
babies  were  born  to  addicted  mothers  in  the 
city  last  year.  Poisoned  indirectly  by  then 
mothers,  they  suffer  the  symptoms  of  with- 
drawal and  suffer  them  harder  than  would  adult 
addicts,  because  they  have  no  physical  reserves 
of  strength  to  call  on. 

This  rise  was  attributed  to  both  increased  ad- 
diction among  adults  and  the  dilution  of  her- 
oin: Undiluted  heroin  has  often  been  the  cause 

of  infertility  because  it  tends  to  stop  ovulation. 
In  fact,  it  was  discovered  that  women,  heavily 
addicted  to  heroin,  did  not  menstruate  or  be- 


may be  compared  with  and  illustrate  each 
other.  This  is  one  of  the  legitimate  ends  of 
all  medical  charities.”1 

Conclusion 

Thus,  dispensaries  have  accomplished 
two  motives:  (1)  to  advance  charity  and 

(2)  to  advance  medical  knowledge  and 
education.  Within  recent  years  a third 
motive,  a public  health  factor,  has  been 
added  to  dispensaries:  to  prevent,  con- 

trol, and  treat  specific  diseases  such  as 
tuberculosis,  infant  mortality,  mental  dis- 
eases, and  venereal  disease.  Thus  the 
establishment  of  more  than  1,500  public 
health  dispensaries  throughout  the  nation 
indeed  demonstrates  the  growth  of  the  dis- 
pensary movement  which  at  one  time  was 
confined  to  small  segments  of  such  large 
cities  as  New  York. 

115  East  61st  Street 
New  York  City  10021 
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come  pregnant  very  often.  Currently,  how- 
ever, more  diluted  heroin  has  been  flooding  the 
market,  and,  indirectly  causing  more  babies 
born  in  an  addicted  condition. 

In  the  opinion  of  the  Children’s  Bureau, 
United  States  Department  of  Health,  Educa- 
tion, and  Welfare,  no  child  of  drug-addicted 
parents  should  be  allowed  to  remain  in  his  own 
home  unless  his  parents  are  motivated  to  accept 
the  necessary  therapeutic  measures  which  can 
affect  their  own  cure  and,  additionally,  unless 
there  is  a responsible  person  in  the  home  to  as- 
sure and  protect  the  child’s  rights.  These 
facts  are  relatively  unknown  because  a sizable 
number  of  addicted  infants  are  not  identified  as 
such  by  hospital  authorities. 

Withdrawal  treatment  of  addicted  babies 
varies  from  hospital  to  hospital.  The  most 
commonly  used  drugs  are  phenobarbital,  chlor- 
promazine  (Thorazine),  and  a paregoric  elixir. 
However,  some  pediatricians  believe  that  a 
substitute  opiate,  such  as  paregoric  or  metha- 
done hydrochloride  is  needed. 
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FIGURE  1.  Four  facets  of  crash  injury  research. 
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Most  professionals  dealing  with  the 
over-all  problem  of  the  automobile  accident 
and  its  effect  on  our  nation’s  health  tend  to 
specify  three  strategies  to  reduce  accident- 
induced  trauma:  (1)  reduce  the  initial 

occurrence  of  accidents,  (2)  reduce  injury 
occurring  during  an  accident,  and  (3)  re- 
duce postaccident  injury  consequences. 

The  second  strategy,  reducing  injury 
which  occurs  during  an  accident,  is  the  main 
subject  of  this  report. 

It  is  axiomatic  that  in  a highly  individ- 
ualized transportation  environment  such  as 
our  highway  system  where  many  vehicles  are 
being  operated  at  high  speeds  by  many  and 
diverse  types  of  drivers,  accidents  will  occur 
because  of  failures  or  weaknesses  of  the 
system,  and  people  will  get  hurt  because  of 
the  natural  laws  of  physics  acting  in  the 
collision  process.  There  is  a continuing 
search  by  science  to  understand  the  natural 
laws  of  injury  causation  better  and  bring 
them  under  control  to  reduce  the  damage  to 
people — this  is  the  aim  of  automotive  crash 
injury  research. 

The  central  problem  of  crash  injury 
research  is  to  gain  insight  into  the  complex 
interaction  of  man-made  vehicle  structures 
with  the  physiologic  structure  of  man  him- 

Presented  at  the  New  York  State  Women’s  Medical 
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self  during  that  split  second  of  collision 
impact  which  may  mean  life,  death,  dis- 
figurement, or  disability. 

Four  principal  aspects  of  the  search  are 
discussed  here,  each  one  requiring  special 
technics  of  inquiry.  These  are  shown  in 
Figure  1 which  illustrates  that  even  though 
they  involve  distinctly  different  scientific 
disciplines  and  realms  of  knowledge,  they 
are  definitely  related.  The  four  facets  are: 

(1)  Identifying  sources  and  types  of  injury, 

(2)  determining  human  tolerance  to  impact, 

(3)  determining  forces  applied  to  vehicles 
and  passengers  during  collisions,  and  (4) 
synthesizing  the  gained  knowledge  of  these 
three  areas  to  develop  injury  countermeas- 
ures. 

Some  of  the  current  research  in  these  four 
areas  is  reviewed  and,  to  illustrate  how  this 
knowledge  is  integrated,  a new  crash  injury 
countermeasure,  an  improved  energy-ab- 
sorbing steering  assembly  concept,  is  syn- 
thesized. 

To  lend  perspective  to  the  discussion  of 
the  individual  facets  of  crash  injury  re- 
search, it  may  be  helpful  first  to  describe  the 
basic  nature  of  the  automobile  crash  impact 
sequence.  Let  us  imagine  an  automobile 
containing  several  nonrestrained  passengers 
and  traveling  at  some  legal  speed  such  as  40 
mph  suddenly  colliding  with  another  ve- 
hicle, a bridge  abutment,  or  a lamp  post. 
The  automobile  is  brought  to  a violent  stop 
(primary  deceleration)  and  often  rebounds 
or  rolls  over  in  a series  of  jolts  (secondary 
reaction).  The  primary  deceleration  usu- 
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ally  occurs  within  an  extremely  short  stop- 
ping distance,  a foot  or  2 of  collapsing 
metal,  and  in  about  a tenth  of  a second. 
As  the  car  stops,  the  passengers,  who  have 
been  traveling  at  the  same  speed  as  the 
automobile,  crash  into  the  hard  interior  of 
the  car  impacting  its  surfaces  at  approxi- 
mately the  speed  they  had  been  traveling  an 
instant  before.  The  second  collision,  that 
of  the  passenger  with  his  own  car,  is  usually 
a series  of  jolts  of  different  magnitude,  the 
principal  one  of  which  may  involve  a stop- 
ping distance  of  only  a few  inches,  as  is  the 
case  of  a head  hitting  a windshield.  As 
acceleration  is  a function  of  stopping 
distance,  velocity  of  impact,  and  weight  and 
elasticity  of  the  object,  the  acceleration 
forces  on  the  head  may  be  of  an  entirely 
different  magnitude  from  those  on  the  car 
itself.  For  example,  the  car  may  experi- 
ence a peak  acceleration  of  30  g units  while 
the  right  front  passenger’s  head  may 
undergo  a 100-g  peak  acceleration.*  The 
contact  forces  acting  on  the  head  as  it 
strikes  the  car’s  windshield  may  result  in 
contusion  or  laceration,  fracture  of  skeletal 
structure,  or  surging  displacement  of  head 
cavity  fluids.  Injuries  are  usually  multiple 
due  to  the  various  points  of  primary  body 
contact  (knee,  thorax,  and  head)  as  well  as 
buffeting  during  the  rebound  of  the  car. 

If  the  passenger,  instead  of  being  free  to 
move,  would  be  completely  restrained  by  a 
suitable  harness  that  would  prevent  his 
body  from  striking  any  of  the  hard  surfaces 
inside  of  the  car,  he  might  still  be  injured 
but  in  a different  manner  from  that  of  the 
previous  case.  Being  strapped  in,  he  de- 
celerates with  the  car  over  a longer  stopping 
distance  and  experiences  a deceleration 
pulse  similar  to  that  on  the  car  structure 
itself.  Peak  accelerations  applied  to  the 
restrained  passenger  are  usually  smaller  and 
less  localized  since  they  are  applied  over  a 
larger  body  area  and  a longer  time  period. 
Injury  mechanisms  in  this  case  are  more 
likely  to  be  displacement  of  visceral  organs 
or  rupture,  fluid  displacement,  or  hemor- 
rhage rather  than  contact  laceration  and 
skeletal  fractures.  Thus,  an  important 
distinction  must  be  made  between  the  local 
contact  type  of  injury  mechanism  such  as 

* A g is  1 gravity  unit,  producing  a force  equal  to  the  weight 
of  the  striking  object.  An  average  force  of  30  gs  on  a 170- 
pound  man  is  5,100  pounds,  while  the  local  force  at  100  g on 
the  human  head  may  be  of  the  order  of  2,000  pounds. 


head-windshield  impact  described  and  the 
more  gradual  over-all  acceleration  to  the 
body  occurring  in  the  completely  restrained 
case  wherein  the  body  does  not  hit  the  car 
structure. 

Injury  effects  in  accidents 

What  is  the  nature  of  injury  occurring  in 
automobile  accidents? 

What  features  of  the  vehicle  are  most 
contributory? 

The  most  convincing  answers  to  these 
questions  come  from  investigation  of  actual 
accidents;  the  highway  becomes  the  re- 
search laboratory,  and  the  data  are  col- 
lected and  analyzed  by  means  of  a statis- 
tical process. 

Causes  and  types  of  injury  occurring  on 
the  highway  are  being  investigated  by 
means  of  two  principal  procedures:  statis- 

tical analysis  and  clinical  analysis.  Each 
approach  is  based  on  a special  type  of  acci- 
dent investigation  designed  to  relate  pas- 
senger injury  factors  to  impact  circum- 
stances and  vehicle  damage,  information 
not  usually  available  in  everyday  police 
investigations.  The  statistical  approach, 
using  massive  data  collected  by  means  of  a 
special  system  and  aided  by  thousands  of 
physicians  and  state  police,  is  exemplified 
by  the  ACIR  (Automotive  Crash  Injury 
Research)  project  of  Cornell  University. 
This  project,  now  located  at  the  Cornell 
Aeronautical  Laboratory,  Inc.,  in  Buffalo, 
New  York,  was  started  at  the  Cornell 
Medical  College  more  than  ten  years  ago.1 
It  now  has  data  on  more  than  60,000  acci- 
dent cases  stored  on  punched  cards  and 
magnetic  tape  and  has  produced  a large 
number  of  studies  concerning  various  as- 
pects of  crash  injury  and  its  relationships  to 
passenger  anatomy  and  automobile  configu- 
ration.2 The  project  has  also  had  sufficient 
continuity  to  complete  several  long-term 
study  cycles  that  involve  first  identifying 
causes  of  injury,  then  stimulating  applica- 
tion of  countermeasures,  and  finally,  evalu- 
ating countermeasures  applied  to  automo- 
biles. In  the  case  of  the  safety  door  latch, 
it  has  even  been  able  to  evaluate  a second 
generation  of  latch  designs  modified  after  an 
evaluation  of  a first  generation;  this  dual 
cycle  spanned  about  eight  years. 

The  clinical  approach,  which  operates  on 
fewer  cases  but  probes  deeper  into  a particu- 
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FIGURE  2.  Leading  causes  of  injury  and  distribu- 
tion of  injury  severity  among  causes. 

lar  aspect  of  injury  causation,  is  exemplified 
by  the  work  of  Gikas  and  Huelke3  of  the 
University  of  Michigan  Medical  School, 
who  are  investigating  fatal  accidents  in  the 
vicinity  of  Ann  Arbor.  There  is  also 
foreign  interest  in  this  approach  as  indi- 
cated by  the  work  of  Bull  and  his  asso- 
ciates4 at  the  Birmingham  Accident  Hos- 
pital in  England  and  by  recent  formation  of 
a project  in  Adelaide,  Australia,  patterned 
after  the  Cornell  ACIR  project.5 

The  clinical  approach,  which  does  not 
limit  itself  by  imposing  statistical  signifi- 
cance tests  on  its  observations,  can  never- 
theless provide  valuable  clues  for  engineer- 
ing modification  and  stimulation  of  further 
research  suitable  to  the  statistical  process. 
Because  it  depends  highly  on  personalized 
observation  and  photographic  interpreta- 
tion, it  also  has  a dramatic  quality  that 
helps  to  gain  and  focus  public  attention. 
Clinical  research , of  course,  moves  toward  the 
statistical  approach  as  more  data  become 
available  and  more  precise  methods  are 
required  for  its  organization  and  interpreta- 
tion. The  clinical  method  is  especially 
effective  in  the  initial  phases  of  investiga- 
tion when  seeking  to  identify  new  and  un- 
suspected relationships.  It  can  also  have  a 
powerful  influence  in  providing  clues  to  new 
areas  of  research,  such  as  determining 
whether  accident  causation  from  mechani- 
cal failures  of  vehicles  is  or  is  not  a problem 
of  importance  for  further  investigation. 

The  statistical  process  of  analysis  is  con- 
sidered more  convincing  than  the  clinical 
because  it  has  a better  capability  of  control- 
ling for  the  variables.  The  myriad  vari- 
ables present  in  the  accident  event  are  so 
compounded  that,  even  with  the  statistical 
process,  it  is  extremely  difficult  to  identify 
nonchance  factors  and  confirm  hypotheses 
concerning  specific  injury-causing  factors. 
Accident  variables  such  as  impact  velocity, 


direction  and  point  of  impact,  types  of 
collision  such  as  rollover,  vehicle-to-tree, 
vehicle-vehicle,  as  well  as  injury  variables 
such  as  seated  position  of  occupants,  degree 
of  injury,  type  and  severity  of  injury,  body 
location,  and  others,  must  be  controlled  to 
find  the  essential  effect.  This  infinity  of 
variables  exposes  the  problem  to  all  manner 
of  interpretation  by  casual  observers.  A 
prejudiced  individual  can  “prove”  anything 
he  wishes  about  accidents  by  merely  select- 
ing a few  of  the  “right”  cases,  especially 
with  the  “right”  photographs;  thus,  statis- 
tical control  is  essential  to  unravelling  the 
maze. 

A great  deal  of  evidence  has  been  ac- 
cumulated by  the  ACIR  project  concerning 
the  principal  types  of  injury,  their  fre- 
quency, and  the  most  powerful  “causes”  of 
injury,  better  defined  as  sources.  Injuries 
are,  of  course,  of  different  degrees  of  sever- 
ity. To  make  a distinction,  the  injury 
rating  scale  adopted  by  ACIR  is  described, 
briefly,  as  follows: 

Minor  injuries  consist  of  contusions, 
abrasions,  or  superficial  lacerations  to  any 
part  of  the  body. 

Nondangerous  injuries  do  not  represent  a 
threat  to  life  and  generally  consist  of  deep  or 
disfiguring  lacerations  without  dangerous 
hemorrhage;  sprains,  strains,  and  torn 
ligaments;  simple  fractures  of  bones  other 
than  skull,  spine,  or  pelvis;  and  concussion 
as  evidenced  by  unconsciousness  up  to 
thirty  minutes. 

Dangerous  injuries  are  those  that 
threaten  life  and  are  exemplified  by  lacera- 
tions with  dangerous  hemorrhage,  spinal 
injuries,  intrathoracic  or  intra-abdominal 
injuries,  severe  concussion  or  skull  fracture 
with  concussion,  and  intracranial  damage. 

Fatal  injuries  are  those  causing  death 
within  twenty-four  hours.  The  number  of 
lesions  that  could  have  produced  death  may 
range  from  a single  injury  to  three  or  more. 

Those  occupants  who  are  known  to  be 
injured  but  for  whom  injury  severity  is  un- 
known are  classified  as  “survived,  injury 
degree  not  reported.”  The  leading  causes 
of  injury  are  illustrated  in  Figure  2 which 
shows  the  ranked  order  of  injury  sources 
for  American  automobiles  of  the  1956  to 
1961  era  along  with  the  types  and  frequency 
of  injury  associated  with  each  cause.  These 
data  are  drawn  from  a sample  of  about 
20,000  injured  passengers.6 
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TABLE  I.  Distribution  of  injury  severity  by  body  area  based  on  9,970  injured  occupants 


Degree  of 
Injury 

Head 

Neck 

Thorax 

Abdomen- 

Pelvis 

Upper 

Ex- 

tremities 

Lower 

Ex- 

tremities 

None 

27.9 

£2.9 

65.4 

84.8 

66.6 

53.7 

Minor 

33.8 

2.2 

13.6 

5.5 

17.7 

24.8 

Nondangerous 

14.5 

1.5 

7.8 

3.3 

6.3 

8.5 

Dangerous 

3.2 

0.6 

2.4 

2.1 

0.1 

0.2 

Fatal 

3.0 

0.9 

1.5 

0.4 

0.1 

Not  reported 
or  survived, 
degree  not 
reported 

17.5 

1.8 

9.3 

3.8 

9.2 

12.7 

Totals 

99.9 

99.9 

100.0 

99.9 

99.9 

100.0 

It  may  be  noted  that,  for  all  degrees  of 
injury  combined,  the  leading  sources  related 
to  the  car  are  the  instrument  panel,  steering 
assembly,  windshield,  and  ejection  in  de- 
scending order.  Ejection,  however,  is  still 
the  leading  cause  of  fatalities  and  dangerous 
injuries,  producing  about  twice  as  many 
fatalities  as  the  steering  assembly.  Ejec- 
tion, fortunately,  is  beginning  to  come 
under  control  by  means  of  the  applied 
countermeasures  of  safety  door  latches  and 
seat  belts. 

Interpretation  of  these  data,  along  with 
engineering  judgment  as  to  the  practica- 
bility of  developing  new  countermeasures, 
leads  to  the  conclusion  that  the  steering 
assembly  and  right  front  instrument  panel 
area  are  the  two  features  which  should  next 
receive  priority  corrective  attention  of 
automobile  designers.  These  features  have 
large  injury-reducing  potential,  and  the 
author  has  proposed  several  approaches  to 
countermeasure  development  regarding 
them.7 

The  distribution  of  injury  by  body  area  is 
also  of  importance.  An  ACIR  sample 
shown  on  Table  I indicates  that  the  head  is 
injured  most  frequently,  while  the  neck  and 
abdomen-pelvis  area  are  injured  least 
frequently.  Head  injury,  because  of  its 
high  frequency  of  occurrence  coupled  with  a 
large  proportion  of  serious  injuries,  causes 
the  highest  percentage  of  deaths  among 
injured  occupants.  An  illuminating  finding 
is  that  when  neck  injuries  occur,  a higher 
percentage  of  them  result  in  death  than  for 
any  other  body  area  injured.  About  13  per 
cent  of  the  occupants  who  received  neck 
injuries  died  (0.9: 7.1),  while  about  4 per 
cent  of  those  who  received  either  a head  or 
thorax  injury  died.  Injuries  to  the  abdo- 


men-pelvis area  caused  death  less  fre- 
quently (2.6  per  cent),  and  injuries  to  the 
extremities  rarely  were  fatal.  It  should 
also  be  noted  that  nonfatal  injury  to  the 
head  still  represents  a serious  cosmetic 
problem  with  strong  psychologic  conse- 
quences; among  injured  occupants  the 
highest  percentage  of  minor  and  non- 
dangerous  injuries  is  observed  for  the  head 
area. 

Enigma  of  human  tolerance 

The  understanding  of  human  tolerance  to 
impact  stress  is,  despite  many  years  of 
research  effort  by  various  investigators,  still 
in  a very  incomplete  state.  The  quality  of 
the  work  has  generally  been  excellent  and  is 
ever  improving  as  new  methods  and  scien- 
tific instrumentation  become  available. 
The  scope  of  the  effort,  however,  directed 
specifically  to  the  automobile  case,  has  been 
minuscule  in  proportion  to  the  magnitude 
and  importance  of  the  problem.  In  this 
section  the  author  attempts  to  report  briefly 
what  other  researchers  have  done;  the 
review  is  not  comprehensive  but  illustrates 
the  variety  of  activity  in  this  important 
facet  of  the  search. 

Early  clues  to  the  astonishing  impact 
tolerance  of  the  human  body  were  provided, 
ironically,  by  records  of  persons  jumping  or 
falling  from  high  buildings  with  relatively 
little  injury  despite  the  almost  certain 
expectancy  of  death. 

DeHaven,8  one  of  the  founders  of  Cor- 
nell’s ACIR  project,  reviewed  many  of 
these  cases  and  believed  that  there  was 
something  more  to  the  pattern  of  these 
survivals  than  the  operation  of  mere 
chance.  By  estimating  accelerations  ex- 
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perienced  by  these  persons,  he  concluded 
that  natural  physical  laws  were  at  work, 
and,  if  impact  forces  were  distributed 
properly  and  deceleration  was  controlled, 
the  human  body  could  withstand  un- 
dreamed of  levels  of  force.8  The  following 
is  an  early  case  recorded  by  DeHaven. 

A woman  aged  twenty-one,  5 feet  and  7 
inches  tall  and  weighing  115  pounds,  jumped 
from  a tenth  story  window,  falling  93  feet  into 
a garden  where  the  earth  had  been  freshly 
turned  and  landing  nearly  supine  on  the  right 
side  and  back,  with  the  occiput  striking  the 
soft  earth.  The  decelerative  distance  was  a 
maximum  of  6 inches,  according  to  the  marks 
in  the  earth,  which  varied  for  different  parts  of 
the  body.  The  velocity  at  contact  was  73 
feet  per  second  (50  miles  per  hour),  and  the 
computed  minimum  gravity  increase  was  166  g. 
This  woman  fractured  a rib  on  the  right  side 
and  the  right  wrist.  There  was,  however,  no 
loss  of  consciousness  and  no  concussion. 
Several  people  were  standing  nearby  when  this 
patient  struck  the  ground.  She  talked  almost 
immediately  and  wanted  to  arise  but  was  not 
permitted  to  do  so.  She  entered  the  hospital 
where  she  remained  for  twelve  days.  The 
earth  in  the  flower  bed  where  she  landed  had 
been  spaded  to  a depth  of  6 or  7 inches.  The 
earth  packed  hard  under  the  force  of  this  fall, 
and  the  gravity  increase  was  estimated  to  have 
mounted  to  more  than  200  g toward  the  end  of 
the  decelerative  movement.  Two  hundred  g 
in  this  case  equals  23,000  pounds. 

This  type  of  “miraculous”  survival  is  still 
newsworthy  today.  On  December  22, 
1964,  an  Associated  Press  release  described 
a 232-foot  leap  of  a desperate  woman  from 
the  San  Francisco-Oakland  Bay  Bridge. 
She  suffered  a broken  pelvis  and  would 
probably  have  died  of  drowning  had  she  not 
been  picked  up  within  a few  minutes  by  a 
Coast  Guard  boat.  Only  1 other  person 
has  been  known  to  survive  this  jump,  a 
professional  stunt  man,  Ray  Woods,  who 
leaped  from  the  bridge  in  1937  but  suffered 
a broken  back  in  the  process. 

The  picture  of  how  and  why  these 
“miracles”  occur  is  slowly  emerging  under 
the  probings  of  pathologists,  physiologists, 
and  engineers  in  a field  of  research  variously 
called  impact  stress,  biomechanics,  or  bio- 
dynamics. 

Much  of  the  pioneering,  often  at  great 
personal  risk,  in  the  field  of  measuring 
acceleration  tolerance  of  human  beings  and 
animals,  was  started  in  the  late  1940’s  by 
Stapp9  and  his  associates  under  sponsorship 
of  the  U.S.  Air  Force.  Most  of  the  re- 
search at  the  Air  Force  facilities  was  of  the 


FIGURE  3.  Subject  ready  for  test  on  "sonic  wind.” 


noncontact  type  performed  with  restrained 
subjects  seated  on  rocket-driven  or  cata- 
pulted test  sleds  or  pendulum-type  seats 
which  could  be  brought  to  controlled  stops 
from  high  speeds.  One  of  the  most  elab- 
orate sled  facilities  is  that  at  Holloman  Air 
Force  Base,  New  Mexico,  euphoniously 
called  Sonic  Wind.  This  rocket-driven 
sled,  which  was  designed  to  produce  pro- 
longed accelerations,  operates  on  a mile- 
long  track  and  can  attain  a speed  of  750 
mph.  Its  range  of  deceleration  is  from  20  g 
at  0.8-second  duration  to  100  g at  0.1- 
second  duration.  Figure  3 illustrates  a 
restrained  subject  ready  for  test  on  Sonic 
Wind.  An  excellent  review  of  the  work  of 
the  Air  Force  Aerospace  Medical  Division  is 
given  in  a recent  report  where  facilities  and 
pathologic  results  on  23  runs  on  Sonic  Wind 
using  anesthetized  chimpanzees  are  de- 
scribed . 10  The  purpose  of  this  series  of  ex- 
periments on  restrained  anthropoids  was  to 
provide  data  on  various  restraint  systems  as 
well  as  general  correlation  of  other  experi- 
mental data  on  human  subjects  and  to  help 
develop  scaling  factors  for  converting  data 
from  animal  measurements  to  human  toler- 
ance. A unique  feature  of  these  runs  is 
that  they  were  all  pushed  to  sufficiently 
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FIGURE  4.  Laminated  safety  glass  impact.  (A)  13.7  mph.  (B)25.2mph. 


high  g levels  to  produce  injury  of  the  sub- 
jects to  establish  tolerance  thresholds. 

Cadavers  and  small  animals.  In 
another  part  of  the  country,  and  with 
different  emphasis,  a research  group  at 
Wayne  State  University  in  Detroit  started 
to  investigate  the  problems  of  tolerance. 
During  the  1940’s  and  1950’s  these  re- 
searchers in  physiology,  pathology,  and 
biomechanics  began  to  investigate  spe- 
cialized topics  such  as  the  mechanisms  of 
concussion  and  skull  fracture  as  well  as 
mechanical  strength  of  the  skeletal  struc- 
ture. This  research,  tending  to  emphasize 
use  of  human  cadavers  and  anesthetized 
small  animals,  has  produced  valuable  in- 
sight into  damage  mechanisms  and  toler- 
ance thresholds  for  concussion  and  skull 
fracture  as  well  as  lacerative  damage  result- 
ing from  impact  against  various  forms  of 
automotive  safety  glass. 

Figure  4 illustrates  some  of  the  head- 
impact  experiments  conducted  by  Haynes 
and  Lissner11  who  utilized  cadavers  dropped 
from  various  heights  to  strike  laminated 
safety  glass.  Head  acceleration  forces  and 
lacerative  effects  were  measured. 

Figure  5 shows  the  exposed  skull  of  an 
anesthetized  dog  being  struck  by  a hammer 
to  investigate  the  mechanism  of  concussion. 
The  blows  are  controlled  in  magnitude  and 
time  to  produce  sudden  increases  in  intra- 
cranial pressure  which  is  measured  in  vari- 
ous locations  in  the  cavity.  Concussion 
thresholds  were  related  to  the  magnitude 
and  duration  of  intracranial  pressure  pulses. 

Gurdjian12  of  Wayne  State  University 
postulates  that  concussion  is  caused  by 
pressure  surges  of  cavity  fluids  which  pro- 
duce high-pressure  gradients  causing  shear- 
ing strains;  these  strains  in  turn  cause  tissue 


FIGURE  5.  Intracranial  pressure  measurement 
under  impact  (anesthetized  dog,  Wayne  State 
University). 


and  cell  damage.  Since  pressure  travels  in 
waves,  both  direct  and  reflected,  the  shape 
and  flexibility  of  the  cavity  may  focus  high 
gradients  in  certain  regions,  the  most  likely 
region  being  the  craniospinal  junction  area. 
Gurdjian  and  Lissner  have  also  conducted 
some  very  interesting  experiments  with 
plastic  head  forms  simulating  the  human 
skull.  Filled  with  fluid  of  appropriate 
specific  gravity  and  using  milling  yellow 
dye,  the  model,  when  impacted,  responds  to 
polarized  light  to  show  strain  concentration 
as  bands  of  color;  strain  concentration  is 
greatest  where  bands  are  closest  like  the 
gradient  on  a topographic  map.  Figure  6 
shows  such  shear  concentration  in  the 
simulated  craniospinal  junction  region. 
The  point  of  greatest  vulnerability  is  in  the 
nerve  bundle  passing  through  the  foramen 
magnum. 

Other  investigators  have  measured  the 
tolerance  of  small  mammals  such  as  mice  to 
develop  scaling  factors  to  cover  a wide 
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FIGURE  6.  (A)  Stress  concentration  at  cranio- 
spinal junction  (fluid  filled  plastic  head  form). 
(B)  Plastic  model  used. 


range  of  tolerable  gs  and  velocity  change  for 
a variety  of  mammals.  An  analytical  sen- 
sitivity model  was  formulated  by  Korn- 
hauser  and  Gold13  which  relates  various 
species,  including  man,  by  means  of  this 
concept.  Figure  7 shows  the  basic  shape  of 
a “sensitivity  curve”  for  various  regions  of  g 
and  velocity  change  for  man,  cats,  hogs,  and 
mice  in  the  supine  position.  Note  that  at 
low  rates  of  velocity  change  (under  30  feet 
per  second),  very  high  accelerations  can  be 
tolerated  and  that  the  smaller  the  body  the 
higher  is  the  g tolerance.  This  Figure  also 
illustrates  the  device  for  dropping  anes- 
thetized mice,  9 at  a time,  to  produce  con- 
trolled deceleration  pulses  of  various  types. 

It  is  noteworthy  to  mention  one  other 
type  of  experiment  conducted  by  the  U.S. 
Naval  Air  Development  Center.  Based  on 


FIGURE  7.  (A)  Mouse  impact  device.  (B)  Toler- 
ance to  g and  AV. 


the  knowledge  that  applied  pressure  should 
be  uniformly  distributed  over  the  entire 
body  area  to  achieve  highest  g tolerance,  a 
device  was  constructed  allowing  a human 
subject  to  be  submerged  in  a liquid  and  sub- 
mitted to  a gravity  field  produced  by  the 
large  centrifuge  at  Johnsville,  Pennsyl- 
vania. Figure  8 shows  the  G capsule  in 
which  subjects  were  exposed  and  survived 
to  reversible  damage  thresholds  up  to  31  g. 
The  time  to  bring  the  centrifuge  up  to  maxi- 
mum speed  and  down  again  is  in  the  order 
of  25  to  30  seconds.  This  region  will  be 
recognized  as  a very  slow  rate  of  accelera- 
tion onset  but  up  to  a fairly  high  level  of  g. 

Other  investigators  have  also  applied  the 
principle  of  uniform  pressure  distribution 
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FORWARD-FACING  SEATED  POSITION 


by  submerging  the  body  in  liquids  or 
molded  forms  and  Clark,  Blechschmidt,  and 
Gordon14  of  the  Martin  Company,  are  de- 
veloping a very  interesting  aircraft  restraint 
system  based  on  pressure  distribution  by 
means  of  an  inflatable  air  bag  surrounding 
the  passenger. 

Findings  about  human  tolerance. 
What  has  been  learned  about  human  toler- 
ance thresholds  in  the  previous  research? 
It  is  apparent  that  the  physiologic  damage 
mechanisms  are  varied  and  different  for  the 
various  regions  of  force,  time,  pressure, 
velocity,  and  direction.  Typical  injury 
mechanisms  are  contusion,  laceration,  rup- 
ture, hemorrhage,  skeletal  strain  or  frac- 
ture, fluid  pressure  surges,  and  a host  of 
microscopic  effects.  In  the  restrained 
seated  position  which  avoids  contact  dam- 
age, tolerance  thresholds  are  amazing.  For 
example,  Capt.  Eli  Beeding  probably  sur- 
vived the  most  severe  conditions  in  the  Air 
Force  sled  test  series  when  he  experienced 
82.6  gs,  stopping  in  0.04  seconds  with  a rate 
of  onset  of  3,826  g per  second.  This  condi- 
tion produced  severe  cardiovascular  shock 
and  temporary  unconsciousness  but  with 
full  recovery  within  a few  days.  Col.  John 


FIGURE  8.  Navy's  hydraulic  support  G capsule. 
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FIGURE  9.  (A)  Human  tolerance,  time-g  effects. 
(B)  Longer  duration  pulses. 


Stapp  also  experienced  a high  acceleration 
run  on  Sonic  Wind  in  1954,  stopping  from 
632  mph  in  1.4  seconds  and  experiencing  an 
acceleration  of  over  40  g.  The  damage 
mechanism  in  his  case  was  temporary 
blackening  of  the  eyes  and  subconjunctival 
hemorrhage  from  which  he  recovered. 

Tolerance  threshold  curves  for  restrained 
subjects  constructed  from  a large  amount  of 
data  gathered  over  a period  of  years  by  the 
Air  Force  are  shown  in  Figure  9. 16  Figure 
9A  is  concerned  with  short  duration  pulses 
(up  to  1 second)  where  rate  of  onset  of  ac- 
celeration, maximum  plateau  level,  and 
duration  are  the  critical  factors.  The  auto- 
mobile collision  region  having  a time  span  of 
less  than  0.2  seconds  is  represented  by  the 
left  end  of  the  curves  of  Figure  9A.  Figure 
9B  covers  longer  duration  pulses  and  illus- 
trates gross  regions  of  tolerance  to  various 
types  of  damage  mechanisms.  Appar- 
ently, about  0.2  seconds  is  required  for 
hydraulic  forces  to  build  up  to  failure  pres- 
sure in  blood  vessels.  These  data  show 
that  man  can  tolerate  a broad  range  of  accel- 
eration and  time  combinations  from  high  gs 
(40  to  50)  for  very  short  pulses  (0.2  to  0.3 
seconds)  to  lower  gs  at  longer  pulses.  There 
are,  however,  maximum  duration  limits 
even  at  low  gs  as  shown  by  the  cutoffs  of  the 
curves.  The  rate  of  onset,  as  shown  on  the 
curve  in  Figure  9A,  is  also  an  important 
factor. 

A selected  set  of  human  tolerance  values 
for  guidance  of  automotive  engineers  in 
designing  equipment  is  presented  by  the 
SAE  (Society  of  Automotive  Engineers)  as 
shown  on  Table  II.  Note  that  columns  3 
and  4 for  “skull”  show  high  g tolerance  for 
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TABLE  II.  Experimentally  determined  levels  of  impact  producing  moderate  injury  (response  functions)21 


Assumed 

Effective 


Body  Area 
Impacted 

Weight 

of 

Body 

Area 

(in 

Pounds) 

Effec- 
tive 
Accel- 
eration 
in  Gs 

Accel- 

eration 

Duration 

in 

Milli- 

seconds 

Injury  Expected  at 
Tolerance  Limit 

Conditions  Used  to 
Obtain  Impact  Data 

Face* 

20 

40 

30 

Soft  tissue  damage 

Hard  flat  surface  impacted 

with  possibility  of 

with  the  accelerometer 

some  facial  bone 

mounted  on  bone 

fracture. 

opposite  to  the  point 

and  colinear  with  the 

direction  of  the  impact. 

Knee  (each)f 

50 

20 

30 

Knee  cap  fracture. 

Head  (skull)** 

20 

100 

4 

Minimum  to  moderate 

75 

8 

concussion. 

50 

30 

Chestft 

90 

60 

100 

Reversible  injury  to 

Accelerometer  mounted 

organs  of  the  thorax. 

to  sternum. 

* H.  R.  Lissner  and  L.  M.  Patrick,  Wayne  State  University  Biomechanics  Department  Cadaver  Impact  Studies,  1963. 
t Jacob  Kulowski,  M.D. 

**  H.  R.  Lissner  and  L.  M.  Patrick,  Wayne  State  University  Biomechanics  Department  Cadaver  Impact  Studies,  1959  to 
1963. 

ft  John  Stapp,  Air  Force  Sled  Deceleration  Studies. 


short  pulses  and  low  g tolerance  for  long 
pulses. 

Measuring  forces 
in  automobile  crashes 

How  are  the  forces  and  accelerations  act- 
ing on  the  colliding  automobile  related  to 
those  acting  on  the  passenger  inside?  How 
do  the  forces  acting  on  the  passenger  relate 


to  the  tolerance  thresholds  of  the  sled  tests? 
Bridging  this  gap  from  vehicle  to  passenger 
is  the  most  difficult  and  least  understood 
aspect  of  the  whole  crash  sequence.  A 
casual  observer  may  be  easily  misled  to 
believe  that  the  nature  and  magnitude  of 
the  forces  applied  to  the  vehicle  are  the 
same  as  those  experienced  by  the  passen- 
gers. This,  as  indicated  previously,  is  not 
true  unless  the  passenger  is  attached  rigidly 


1955  NfSCm 
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FIGURE  10.  Barrier  crashes  (Ford). 
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FIGURE  11.  (A)  Force  and  acceleration  data  inter- 
section collision  (UCLA). 

to  the  frame  of  the  automobile,  which  he 
isn’t — not  even  with  a harness-type  of 
restraint. 

Slowly  bits  of  knowledge  concerning  the 
forces  on  car  and  passenger  experienced  in 
collisions  are  being  accumulated.  By  far 
the  most  dramatic  work  is  in  the  measure- 
ment of  forces  and  accelerations  by  crash 
testing  actual  vehicles  under  controlled 
conditions.  A set  of  typical  barrier  crash 
tests  conducted  by  the  Ford  Motor  Com- 
pany and  reported  by  Fredericks  and  Con- 
nor16 is  shown  in  Figure  10.  Anthropo- 
morphic dummies  are  used  in  these  head-on 
crashes  of  different  sizes  and  types  of  cars 
into  solid  barriers.  Accelerations  on  the 
car  and  the  dummy  as  well  as  velocity, 
force,  and  time  measurements  are  made. 
Such  tests,  if  conducted  over  a sufficient 
range  of  impact  velocities  and  restraint 
system  characteristics,  can  provide  force- 
time relationships  between  vehicles  and 
dummies  for  various  types  of  impact. 
Crude  translations  from  dummy  loads  to 
human  tolerance  through  use  of  knowledge 
gained  by  the  biodynamicists  can  eventu- 
ally be  made,  although  this  is  at  present  a 
very  inexact  process.  The  type  of  vehicle- 
dummy  information  being  measured  in 


FIGURE  12.  (Top)  Mathematical  model  of  human 
body  and  restraint  system.  (Bottom)  Mannequin 
response  to  vehicle  impact  pulse  (seat  belted) 
(CAL). 

crash  tests  at  the  University  of  California  at 
Los  Angeles  by  Severy  and  Siegel17  is  shown 
in  Figure  11.  Note  that  most  of  the  vio- 
lent impact  events,  as  shown  by  the  rise  and 
fall  of  the  traces,  are  over  in  about  0.15  of  a 
second. 

In  addition  to  crash  test  programs,  there 
is  an  urgent  need  for  development  of  pre- 
dictive theory  for  unifying  the  data  gen- 
erated by  the  crash  tests.  An  illustration 
of  a new  type  of  theoretical  approach  is 
provided  by  the  mathematical  simulation 
formulated  recently  at  the  Cornell  Aero- 
nautical Laboratory  by  McHenry.18  This 
analytical  model  is  capable  of  producing 
calculated  forces,  accelerations,  and  the 
body  trajectory  for  a restrained  seated 
passenger  for  the  frontal  impact  case. 
Figure  12  (Top)  shows  the  geometric  ar- 
rangement of  the  mannequin,  restraint 
system,  and  vehicle  simulation,  while  Figure 
12  (Bottom)  shows  the  calculated  body 
orientation  for  a seat-belted  mannequin. 
Excellent  correlation  between  calculated 
seat  belt  loading  and  measured  forces  in 
automobile  test  crashes  under  similar  con- 
ditions is  provided  by  this  model. 

Computed  mannequin  positions  are  plot- 
ted for  a 0.2-second  collision  sequence; 
these  correspond  amazingly  well  with  high 
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FIGURE  13.  Barrier  and  car-to-car  performance 
comparisons  (Ford). 


speed  photography  of  anthropomorphic 
dummies.  Note  that  it  takes  about  0.06  of 
a second  before  perceptible  body  motion 
starts  with  a forward  motion  of  the  hip 
joint.  Also  note  that  the  peak  belt  load  for 
this  run  occurs  about  halfway  through  the 
sequence  (sixth  frame,  0.096  seconds). 

Some  typical  results  of  crash  tests. 
Tests  show  that  acceleration  on  the  car’s 
frame  varies  with  the  type  of  structure  and 
the  distance  from  the  point  of  impact,  be- 
cause the  car  structure  absorbs  energy  as  it 
collapses.  For  example,  in  a frontal  impact 
on  a given  car,  the  acceleration  experienced 
at  the  driver’s  station  may  be  quite  differ- 
ent from  that  at  the  bumper;  100  g at  the 
bumper  may  result  in  about  30  g at  the 
frame  near  the  driver’s  station  while  a seat- 
belted  passenger  may  experience  40  g on  his 
chest. 

Forces  acting  on  the  vehicle  are  also 
strongly  related  to  the  type  of  object  being 
struck.  For  example,  at  the  same  speed  of 
impact,  peak  accelerations  experienced  at 
the  passenger  compartment  of  a striking  car 
are  much  larger  when  striking  a solid  object 
such  as  a wall  than  they  are  when  striking 
another  car  in  its  side. 

Figure  13  illustrates  results  of  two  crash 
tests  with  dummy  passengers  at  different 
impact  speeds  against  different  objects.19 
The  top  diagram  depicts  a 33-mph  crash 
against  a solid  barrier  in  which  the  car  stops 
in  about  80  milliseconds  and  the  peak  belt 
load  occurs  at  about  75  milliseconds.  The 
lower  diagram  records  the  events  in  a car 
colliding  at  45  mph  against  the  side  of 
another  car.  Here  the  striking  car  has  not 
yet  stopped  at  220  milliseconds,  and  the 


peak  belt  load  occurs  at  95  milliseconds. 
Note  that  the  peak  seat-belt  load  occurs 
about  20  milliseconds  later  in  the  car-car 
case,  and  it  is  about  4,300  instead  of  5,600 
pounds,  as  in  the  barrier  case,  even  though 
the  impact  speed  was  45  instead  of  33  mph. 
These  tests  also  illustrate  that  the  re- 
strained passenger  does  not  begin  to  move 
relative  to  the  car  immediately  on  bumper 
contact  with  an  object;  there  is  a measur- 
able time  delay  before  the  body  and  harness 
system  begins  to  respond,  as  was  noted 
previously  with  the  mathematical  manne- 
quin. 

From  a review  of  additional  crash  test 
information  it  may  be  observed  that,  in 
forward  impacts  of  typical  American  cars, 
seat-belted  passengers  can  be  expected  to 
experience  acceleration  levels  generally  in 
the  range  of  about  20  to  100  g in  accidents 
occurring  at  impact  speeds  ranging  from  10 
to  45  mph,  depending  on  the  type  of  vehicle 
and  the  type  of  object  being  struck.  On 
the  basis  of  the  human  tolerance  data  previ- 
ously reviewed,  it  would  appear  that  a con- 
siderable portion  of  accidents  up  to  about 
35  to  40  mph  would  be  survived  by  re- 
strained passengers  assuming  that  their 
heads  were  not  slammed  against  hard  sharp 
parts  of  the  car. 

Countermeasures  and 
crashworthiness  development 

Crashworthiness  is  that  characteristic  of 
a vehicle  which  provides  survivability  to  its 
passengers.  At  the  present  time  there  are 
no  quantified  crashworthiness  criteria  or 
generally  accepted  standards  for  the  design 
of  automobile  body  structures  from  the 
viewpoint  of  crash  safety.* 

Development  of  general  crashworthiness 
of  vehicles  requires  a synthesis  of  knowl- 
edge gained  among  the  previously  dis- 
cussed research  areas  (injury  types  and 
sources,  human  tolerance,  applied  crash 
(forces),  and  structural  collapse  character- 
istics of  the  vehicle).  It  is  evident  that, 
because  of  the  many  variables  in  the  acci- 
dent itself  and  in  human  tolerance  to  impact, 

* SAE  has  for  many  years  been  developing  safety  standards 
and  test  procedures  for  certain  components  such  as  padded 
instrument  panels,  steering  wheels,  safety  door  latches,  and 
others  but  has  not  yet  approached  the  problem  of  over-all 
body  structural  soundness.  The  GSA  (U.S.  General  Services 
Administration),  under  Federal  law,  is  now  establishing 
safety  requirements  for  government-purchased  automobiles. 
Many  of  the  GSA  specifications  rest  directly  on  the  specifica- 
tions developed  by  SAE. 
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no  single  countermeasure  is  in  itself  a com- 
plete solution  and  that  an  achieved  level  of 
crashworthiness  results  from  a combination 
of  many  elements  each  contributing  to  the 
whole. 

Undoubtedly  the  most  effective  single 
form  of  crash  injury  countermeasure  appli- 
cable to  present-day  automobiles  is  the 
passenger  restraint  system.  The  lap-type 
seat  belt  is  a first  step  in  the  right  direction 
and  will  probably  be  superseded  by  advanced 
forms  of  combination  harnesses  providing 
both  pelvic  and  shoulder  restraint.  Since 
restraint  systems  are  already  developed 
and  are  being  applied  to  today’s  cars,  even 
though  in  limited  numbers,  I shall  not 
belabor  the  topic  but  will  discuss  another 
feature  of  the  automobile  which  is  ripe  for 
countermeasure  treatment — the  steering 
assembly. 

Synthesizing  a new  steering  assem- 
bly. The  argument  for  taking  action  to 
redesign  the  steering  assembly  is  that  this 
feature  has  been  identified  by  ACIR  as  a 
leading  source  of  injury  (Fig.  2).  Applying 
the  assumption  that  there  may  be  a worth- 
while payoff  in  a new  effort  to  make  this 
component  of  the  automobile  more  crash- 
worthy,  I shall  formulate  a hypothesis  on 
how  injury  is  caused  by  the  steering  assem- 
bly, and  finally,  outline  a possible  counter- 
measure in  the  form  of  a steering  bar  to  sub- 
stitute for  the  present  wheel.  It  will  be- 
come obvious  in  the  following  discussion 
that  countermeasure  synthesis  is  not  yet  an 
exact  science,  and  there  are  many  gaps  in 
knowledge  where  intuition  and  imperfect 
judgment  are  necessary  to  bridge  the  gaps. 
A field  of  knowledge  graduates  to  a science 
when  it  becomes  quantifiable  and  predict- 
able; we  have  not  yet  reached  this  goal. 

It  is  observed  from  accident  data  that 
injury  is  caused  by  the  steering  assembly  in 
several  ways:  (1)  it  is  a “hard”  structure 

almost  always  struck  by  the  driver  in 
frontal  impact  accidents  and  also  sometimes 
struck  by  other  passengers;  it  is  also  ap- 
parent from  deformation  patterns  that  it 
can  be  struck  by  the  human  body  with  con- 
siderable force  before  irreversible  injury  is 
produced;  (2)  the  steering  column  and 
wheel  frequently  ram  backward  and  upward 
into  the  space  occupied  by  the  driver;  this 
action  is  termed  column  “penetration;” 
and  (3)  there  is  a strange  contradiction  in 
its  observed  functioning  as  sometimes  the 


assembly  appears  to  be  a source  of  severe 
injury  and  even  death,  while  for  other  acci- 
dent conditions  it  appears  to  moderate 
injury  by  means  of  energy  absorption.  * 

An  examination  of  typical  steering  sys- 
tem construction  in  present  cars  reveals  the 
reason  why  column  penetration  occurs  so 
frequently.  The  steering  gear  box  is  lo- 
cated near  the  front  end  of  the  car,  and 
when  the  front  structure  collapses  during  a 
collision  the  box  is  displaced  and  the  col- 
umn is  rammed  backward  into  the  driver 
compartment.  It  is  concluded  that  a 
safety  “fix”  is  relatively  simple  to  achieve 
by  cutting  the  shaft  and  dividing  it  into  an 
upper  and  a lower  segment  and  inserting  a 
device  that  will  allow  steering  torque  but 
will  decouple  on  a specified  degree  of  axial 
displacement.  This  decoupling  will  not 
allow  axial  penetration  of  the  upper  end  of 
the  shaft  into  the  driver  space  when  the 
front  of  the  car  collapses.7  Having  thus 
disposed  of  penetration,  let  us  next  consider 
the  probable  injury-producing  aspects  of 
present  types  of  fixed  steering  wheels  and 
the  application  of  greater  energy  absorp- 
tion. 

To  specify  improved  energy  absorption 
characteristics  and  design  requirements,  the 
present  level  of  performance  must  first  be 
established.  This  presents  an  enigma. 
There  are  a great  many  different  configura- 
tions of  recessed-hub  steering  wheels  in 
today’s  cars,  each  representing  its  design- 
ers’ particular  concept  of  safety.  These 
wheels  are  not  yet  designed  to  a single 
standard  of  safety;  however,  an  SAE  com- 
mittee is  developing  an  acceptance  test 
standard,  and  the  Federal  General  Services 
Administration  is  also  formulating  a stand- 
ard. A review  of  preliminary  data  indi- 
cates that  about  600  foot  pounds  of  energy 
absorption  may  be  fairly  representative  of 
typical  present  designs.  This  crude  engi- 
neering data  must  next  be  related  to  wheel 
deformation  patterns  and  then  to  injury 
production  and  human  tolerance.  Let  us 
proceed  by  asking  the  following  questions. 

Do  these  present  designs  represent  a 
known  human  tolerance  threshold?  How 
does  the  safety  performance  of  each  design 
vary  from  the  mean? 

* A study  in  process  at  Cornell’s  ACIR  shows  that  the 
wheel,  as  compared  to  the  right  front  passenger’s  environ- 
ment (no  seat  belts),  provides  considerable  protection  in 
frontal  accidents  of  minor  severity.  20 
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The  natural  tendency  at  this  point  would 
be  to  go  to  the  research  on  human  tolerance 
and  determine  what  tolerable  applied  loads 
and  acceleration  levels  are  associated  with 
various  types  of  steering  wheels,  then  de- 
sign better  wheels  from  the  safety  view- 
point. This  turns  out  to  be  a frustrating 
experience;  the  open  literature  does  not 
produce  tolerance  data  for  the  case  of  the 
human  torso  impacting  against  typical  steer- 
ing wheels  (most  of  Stapp’s  testing  was  with 
restrained  subjects).  Is  our  analytical 
process  stopped  at  the  very  beginning? 
No,  because  of  one  promising  approach  that 
should  be  explored  in  a research  program. 
This  is  the  use  of  the  steering  wheel  itself  as 
a dynamometer  to  measure  forces  applied  to 
it  by  passengers  during  certain  types  of 
accidents.  If  the  forces  applied  by  the 
striking  driver  can  be  associated  with  the 
injury  produced,  we  would  be  well  on  the 
way  toward  establishing  safety  design 
criteria.  Can  this  be  done? 

The  ideal  process  would  be  as  follows: 

(1)  Determine  wheel  deformation  and  asso- 
ciated injury  patterns  from  accident  data, 

(2)  determine  wheel  deformation  patterns 
and  applied  forces  from  engineering  labora- 
tory tests  under  known  conditions,  (3) 
correlate  test  deformation  patterns  with 
accident  deformation  patterns  to  derive 
accident  forces,  (4)  formulate  engineering 
criteria  for  improved  designs,  and  (5) 
conceive  designs  to  meet  the  new  criteria. 

In  the  following  pages  this  process  is  dis- 
cussed to  illustrate  the  manner  in  which  a 
full-scale  project  might  be  conducted. 

Review  of  ACIR’s  accident  data  and 
photographs  shows  that  the  most  injurious 
type  of  wheel  involvement  is  in  frontal- type 
accidents  when  the  chest  or  abdomen  con- 
tacts the  steering  wheel  rim  with  a violent 
force  and  the  wheel  is  severely  bent.  Clin- 
ical examination  of  photographs  appears  to 
show  typical  deformation  patterns  of  the 
wheel  when  struck  by  unbelted  drivers. 
There  also  seem  to  be  some  differences  in 
deformation  patterns  when  a seat  belt  is 
worn,  but  the  differences  are  ambiguous. 
Despite  these  difficulties,  some  meager  clues 
may  be  gleaned  from  such  accident  records, 
and  combining  these  with  results  from  engi- 
neered crash  tests  under  known  conditions, 
one  may  attempt  to  formulate  a hypothesis 
of  the  wheel  impact  sequence. 

For  example,  Figure  14  shows  wheel  de- 


ACTUAL  ACCIDENT  CAR  STRUCK  STATIONARY  TRUCK 


RESEARCH  CRASH  STUDY  BARRIER  IMPACTED  AT  25  MPH 

FIGURE  14.  Comparison-accident  and  crash  test 
(with  seat  belts). 

formations  of  two  identical  car  models,  one 
an  engineered  crash  test  at  25  mph,  the 
other  a survived  accident  wherein  the  car 
struck  a truck.19  The  loads  applied  to  the 
wheel  by  a dummy  in  the  research  crash  are 
known.  The  wheel  deformations  for  both 
cases  are  similar;  therefore,  the  known 
applied  load  of  the  test  may  be  assumed  to 
be  similar  for  the  accident  and  may  repre- 
sent a survivable  design  load  for  a steering 
wheel  of  this  type.  There  are  some  un- 
knowns such  as  the  relative  weight  and  size 
of  the  driver  as  compared  to  the  dummy. 
Despite  this,  it  is  possible  to  make  a gross 
estimate  of  the  energy  absorption.  If  this 
process  could  be  replicated  over  a broad 
enough  spectrum  of  laboratory  tests  com- 
bined with  accident  results,  we  would 
eventually  have  a quantitative  understand- 
ing of  the  biodynamics  and  could  define 
human  tolerance  as  a function  of  wheel- 
striking  force.  Unfortunately,  the  ability 
to  match  an  accident  with  a known  test 
result  is  much  too  rare,  and  a great  deal 
more  evidence  must  be  collected  before  a 
valid  performance  measure  for  existing 
wheels  can  be  established  by  this  method. 
However,  on  the  basis  of  observations  of  a 
few  wheel-damage  photographs  from 
ACIR’s  accident  files,  coupled  with  obser- 
vations of  research  crash  testing  by  Ford 
and  UCLA,  the  author  ventures  the  follow- 
ing hypotheses  concerning  the  probable 
sequence  of  driver-to-wheel  impact  events 
for  frontal  crashes. 

The  nonrestrained  driver.  It  ap- 
pears from  observation  of  crash  test  photo- 
graphs and  simulation  analysis  that,  if  the 
driver  is  not  wearing  a seat  belt,  the  torso 
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FIGURE  15.  Hypothesized  impact  sequence. 


first  moves  forward  in  an  almost  erect  posi- 
tion, and  the  initial  body  contact  with  the 
wheel  will  be  by  the  abdomen  striking  the 
lower  part  of  the  rim.  This  bends  the  lower 
rim  forward  and  then  as  the  torso  advances 
and  jackknifes  forward,  the  thorax  strikes 
other  parts  of  the  wheel  and  spreads  the 
load  to  the  hub  and  column.  In  the  case  of 
a tall  person,  the  thorax  impact  often  results 
in  also  bending  the  top  of  the  rim  forward, 
and  in  the  terminal  phase  of  this  wrap- 
around process,  the  neck  is  often  extended 
far  enough  for  the  head  to  strike  the  wind- 
shield. In  the  case  of  a short  person,  he 
may  bend  only  the  lower  edge  of  the  rim 
and  then  slide  forward  under  the  wheel. 
This  presents  a crude  estimate  of  the  dy- 
namic events  taking  place  as  the  wheel 
crumples  under  the  impact  of  the  driver’s 
body  for  the  nonrestrained  case. 

The  restrained  (seat  belt)  driver. 
If  the  driver  is  wearing  a seat  belt,  it  is 
probable  that  the  initial  abdominal  contact 
with  the  lower  rim,  when  present,  is  apt  to 
be  less  severe  as  the  belt  is  resisting  part  of 
the  load.  It  also  appears  logical  that  the 
resulting  jackknifing  action  of  the  torso  will 
distribute  its  load  to  the  steering  wheel  in  a 
less  violent  and  more  uniform  fashion  when 


a belt  is  worn,  as  the  belt  resists  hip  motion 
while  the  torso  rotates  and  strikes  the  plane 
of  the  wheel  more  squarely.  Is  there  any 
evidence  to  support  this  contention?  Com- 
paring the  few  available  photographs  of 
wheel  deformation  patterns  produced  under 
known  crash  test  conditions  with  anthropo- 
morphic dummies  and  those  from  real  acci- 
dents of  similar  severity  provides  some 
clues,  but  the  differences  between  the  belted 
and  nonbelted  cases  are  not  clearly  identi- 
fied. The  final  deformation  of  the  wheel 
may  be  almost  identical,  even  though  the 
sequential  process  of  reaching  it  is  different. 
Thus,  these  explanations  must  be  consid- 
ered as  tentative  and  hypothetical. 

Figure  15  illustrates  the  two  sequences. 
The  case  of  the  nonrestrained  driver  indi- 
cates (1)  initial  contact  at  abdomen  which 
bends  the  lower  rim  forward;  (2)  the  torso 
wraps  around  the  wheel,  extending  the  neck 
and  striking  the  head  on  the  windshield; 
and  (3)  knees  strike  the  instrument  panel. 

Features  of  the  seat-belted  case  are:  (1) 

the  body  contact  with  the  wheel  is  less 
violent  and  more  uniformly  distributed  over 
the  thorax  because  of  the  belt  reaction  at 
the  pelvis,  (2)  final  deformation  pattern  of 
the  wheel  is  similar  to  the  first  case  but 
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there  seems  to  be  less  applied  force  to  lower 
rim,  and  (3)  there  appears  to  be  less  knee 
damage  and  less  head-to-windshield  con- 
tact. 

In  both  cases,  belted  and  unbelted,  when 
we  find  wheel  deformations  as  severe  as  the 
final  ones  of  Figure  15,  the  applied  loads  to 
the  human  being  are  probably  near  the 
threshold  of  irreversible  injury  to  the 
thoracic  region  and,  in  the  nonbelted  case, 
also  to  the  abdominal  area.  If  the  tenta- 
tive criterion  of  600  foot  pounds  for  crush- 
ing of  typical  wheels  is  used,  the  gross  ap- 
plied force  on  the  body,  same  as  reacted  by 
wheel,  is  estimated  to  be  in  the  order  of 
1,200  to  1,800  pounds,  assuming  that  the 
passenger’s  torso  stopped  in  a distance  of 
about  4 to  6 inches.  Another  way  of  esti- 
mating applied  gs  to  the  body  is  to  assume 
that  the  average  torso’s  effective  weight  is 
about  80  pounds  and  derive  the  equivalent 
applied  average  accelerations  to  the  rim. 
These  would  be  in  the  neighborhood  of  15  to 
22  g.  Such  accelerations  appear  reasonable 
for  the  belted  loading  condition  and  would 
appear  to  be  survivable.  Peak  accelera- 
tions may,  of  course,  be  much  higher,  de- 
pending on  the  wave  form  of  the  force-time 
pulse.  Following  this  general  procedure, 
preliminary  criteria  of  the  threshold  of 
maximum  “safe”  human  loading  conditions 
may  be  established,  and  the  corresponding 
applied  forces  to  the  wheel  may  be  consid- 
ered as  fairly  representing  present  designs. 

The  next  step  is  to  use  these  derived 
human  tolerance  criteria  (loads,  g limits, 
and  pulse  shape)  to  define  improved  energy- 
absorbing steering  wheel  assemblies. 

What  steering  wheel  improvements 
appear  possible?  If  the  preceding  “toler- 
able” loads  and  deformations  of  the  wheel 
and  rim  represent  about  600  foot  pounds  of 
energy,  it  would  appear  that,  if  an  addi- 
tional 6 inches  of  axial  displacement  could 
be  utilized  by  the  steering  column,  the 
amount  of  absorbed  energy  could  be 
doubled  or  tripled  without  exceeding  the 
tolerable  threshold  values  of  applied  load. 
Would  this  provide  a worth-while  safety 
improvement?  Once  the  decision  is  made 
to  apply  such  energy  absorption,  the  force- 
time pulse  shape  can  be  determined  to  pro- 
vide the  best  combination  of  rate  of  onset, 
peak  acceleration  level,  and  duration  of 
pulse  to  accommodate  maximum  human 
tolerance. 


At  this  point,  one  might  formulate  a ten- 
tative set  of  qualitative  performance  func- 
tions for  an  improved  safety  steering  assem- 
bly. It  should  provide:  (1)  a nonpenetrating 
column,  (2)  increased  energy  absorption  of  a 
type  most  suitable  to  human  tolerance  and 
utilizing  maximum  available  deflection,  (3) 
avoidance  of  a concentrated  force  applied  to 
the  abdominal  region,  (4)  principal  contact 
area  in  the  region  of  the  sternum  to  be  more 
compatible  with  redistributing  the  applied 
load  through  skeletal  structure,  (5)  body 
contact  pressures  limited  to  the  neighbor- 
hood of  50  to  60  pounds  per  square  inch,  (6) 
avoidance  of  head  and  face  contact  with  the 
rim  and  windshield,  and  (7)  a relatively  soft 
pad  on  the  dash  area  ahead  of  the  steering 
assembly  to  minimize  facial  and  head  in- 
jury. 

Quantification  of  these  requirements 
would  require  further  research  as  outlined 
previously.  While  considering  delethaliza- 
tion  of  the  steering  system,  it  is  pertinent  to 
ask  whether  or  not  a wheel  and  hub  shape  is 
the  only  possible  type  of  steering  device? 
Is  there  perhaps  a better  shape  for  safety? 
A wheel  shape  is  probably  used  because 
years  ago  when  it  was  first  applied  by  the 
automotive  pioneers,  the  steering  forces 
required  were  so  high  that  a large  mechan- 
ical advantage  had  to  be  inserted  between 
the  human  hands  and  the  road  to  provide 
tolerably  low  forces  to  steer  the  vehicle. 
This  resulted  in  a requirement  for  high  gear 
ratio  and  several  turns  of  the  steering  wheel 
to  achieve  full  steering  motion.  Has  any- 
thing changed  since  the  pioneer  days? 

Power  steering,  which  amplifies  the  forces 
and  motions  of  frail  hands  by  means  of 
powerful  hydraulic  servo  mechanisms,  has 
now  entered  the  scene,  and  the  basic 
requirement  for  large  angular  motions  of 
the  steering  wheel  would  seem  to  have  sud- 
denly disappeared.  This  should  allow 
designers  new  freedom  to  apply  small 
angular  distances  and  forces  at  the  hand 
controls.  With  this  new  situation  what 
shapes  would  we  imagine  to  be  safer  than  a 
wheel?  Figure  16  illustrates  a concept 
which  employs  a padded  bar-shaped  ele- 
ment and  embodies  a small  angular  steering 
motion;  it  also  applies  the  specified  safety 
performance  functions  mentioned.  Since 
power  steering  is  utilized  it  would  appear 
possible  to  apply  a variable  steering  ratio  so 
that  in  the  cruising  position,  near  neutral. 
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FIGURE  16.  Safety  steering  bar  concept. 


steering  sensitivity  would  be  changed  to 
allow  proportionately  more  angular  motion 
of  the  bar  and  less  steering  response  than  in 
the  parking  maneuver.*  It  would  also 
seem  feasible  to  incorporate  a centering  cam 
so  that  when  the  bar  is  pushed  to  its  forward 
limit  under  body  impact,  it  would  assume  a 
horizontal  position  and  tuck  under  the 
padded  dashboard  immediately  in  front  of 
the  driver. 

There  are,  of  course,  many  other  possible 
steering  control  configurations  depending 
on  how  radical  a departure  from  the  present 
type  of  steering  system  is  to  be  considered. 

The  attempt  to  synthesize  a safer  steering 
assembly  is  presented  here  not  only  to  high- 
light our  vast  ignorance  of  the  exact  rela- 
tionships between  crash  kinetics  and  human 
tolerance  but  also  to  suggest  a rational  proc- 
ess which,  albeit  still  somewhat  crude  and 
unscientific,  utilizes  incomplete  knowledge 
coupled  with  judgment  to  create  new  con- 
cepts. It  is  hoped  that  through  judicious 
use  of  the  available  knowledge  of  the  sev- 
eral facets  of  crash  injury  research,  such 
concepts  may  be  safer  than  existing  ones. 
The  reader  is  cautioned  to  remember  that 
the  author  is  attempting  in  this  report 
merely  to  illustrate  a possible  synthesis 
process  and  not  to  validate  it. 

This  discussion  is  closed  with  the  hope 
that  it  has  illuminated  an  important  but 
somewhat  obscure  research  area,  exposed 
some  of  the  existing  gaps  in  scientific  knowl- 
edge, and  stimulated  some  new  thought 
concerning  a possible  approach  to  the  vex- 

* Reduction  of  steering  wheel  motions  from  4 to  5 turns 
(present  practice)  to  about  quarter  turn  (suggested  bar) 
is  a radical  change  and,  unless  compensated  by  variable 
ratio,  may  produce  unacceptable  handling  characteristics. 
A practical  application  must  therefore  meet  two  new  goals — 
improved  crashworthiness  and  acceptable  steering  char- 
acteristics. 


ing  uncertainties  encountered  in  the  devel- 
opment of  injury  countermeasures.  The 
author  regrets  that  many  of  today’s 
plaguing  problems  facing  the  automotive 
engineers  must  be  solved  in  today’s  world 
without  benefit  of  adequate  scientific  infor- 
mation. The  engineers  must  make  some 
hard  decisions  and  some  good  guesses  to 
outwit  the  grim  reaper,  but  isn’t  it  still 
worth  a reasoned  try  even  if  the  effective- 
ness cannot  be  predicted  with  absolute 
certainty? 

P.  O.  Box  235,  Buffalo  14221 
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BILLSBORD 


Chaff  from  the  Bedside  Table  of  an  Insomniac.  V 


There  was  a young  man  from  Peking 

At  night  sought  a window  to  peer  in; 

Once  a cop  happened  by 

Caught  him  playing  “I  spy”; 

So  he  went  up  the  river  for  Peiping. 

* * * 

Without  any  intent  to  disparage  the  well- 
established  relationship  between  insomnia  and 
the  exercise  of  counting  sheep,  I suspect  there 
are  many  besides  myself  who  find  it  ineffective 
as  a means  of  inducing  sleep.  As  a result,  each 
individual  evolves  his  own  personal  program  of 
superstitious  mannerisms  and  flights  into  fan- 
tasy, searching  for  the  elusive  formula  for  self- 
mesmerization.  My  particular  ploy  is  to  try 
and  imagine  the  most  outrageous  example  of 
“the  irresistible  force  meeting  an  immovable 
object,”  such  as  one  stopped  school  bus  con- 
fronting another  stopped  school  bus  heading  in 
the  opposite  direction.  A product  of  the  other 
night  was  a trial  in  Russia  when  the  defendant 
who  is  accused  of  crimes  against  the  State  has 
Perry  Mason  appearing  as  attorney  for  the 
defense. 

* * * 

Modern  society  could  use  a few  individuals 
with  sufficient  courage  to  criticize  their  superiors 
when  deserved  and  enough  insight  and  self- 
control  not  to  criticize  their  inferiors  when  not 
deserved. 

* * * 

It  hasn’t  been  easy,  but  modern  man  has 
finally  conquered  all  obstacles  to  master  the 
technic  of  converting  a river  into  a sewer. 

* * * 

Medical  sponsorship  of  current  antismoking 
campaigns  has  seriously  handicapped  one  of  our 
pet  research  projects:  that  is,  whether  the 

feminine  use  of  a lighted  cigaret  in  a taxicab  as  a 
defensive  maneuver  is  an  acquired  or  inherited 
characteristic. 

* * * 

Every  generation  faces  the  necessity  of  build- 
ing its  own  society,  be  it  great  or  otherwise; 
and  that  this  is  a formidable  task  can  be  readily 
appreciated  when  one  reads  the  writings  of 
contemporary  observers  of  the  passing  scene. 
A review  of  such  accounts  shows  a surprising 
sameness  of  emphasis  on  the  special  environ- 
mental factors  which  constitute  the  specific 
obstacles  which  complicate  each  generation’s 
problems  and  so  serve  to  make  them  more  diffi- 
cult than  those  of  any  of  its  predecessors. 

This  predilection  is  understandable  when  one 
considers  the  social  upheaval  involved  in  such 


changes  as  the  industrial  revolution,  the  change 
from  a rural  to  an  urban  to  a suburban  society, 
the  newer  methods  of  transportation  and  com- 
munication, the  threat  of  automation,  and  the 
puzzle  of  what  to  do  with  increased  leisure  time; 
then  one  can  realize  the  need  of  human  flexibility 
to  enable  each  generation  to  grapple  with  a new 
and  different  world  requiring  readjustment  of 
attitudes.  Yet  it  is  almost  impossible  to  under- 
stand the  consistent  lack  of  attention  to  a more 
important  and  significant  factor  common  to 
each  successive  generation’s  struggle. 

For,  preen  ourselves  as  we  will  about  what  we 
call  progress  and  scientific  advancement,  the 
tragic  fact  remains  we  seem  unable  to  learn  this 
one  primary  truth  necessary  for  personal  seren- 
ity and  the  maintenance  of  peace  with  one’s 
neighbor,  and  just  as  necessary  for  the  preven- 
tion of  social  discord,  national  rivalry,  and  inter- 
national warfare,  and  that  is  simply  this:  One 

can  never  expect  anything  else  from  a human 
being  but  human  behavior. 

* * * 

Here  is  a special  “Billsbord”  note  of  progress: 
Once  there  was  a time  when  these  United  States 
had  a Vice  President  who  was  convinced  that 
what  this  country  needed  most  was  a good  five- 
cent  cigar.  Today  the  United  States  has  a 
Congress  that  is  convinced  that  what  this  coun- 
try needs  most  is  a new  three-quarter  million 
dollar  home  for  its  Vice  President. 

* * * 

A “Billsbord”  tip  for  the  amateur  psycholo- 
gist: He  who  attempts  to  intervene  between 

an  arguing  husband  and  wife  is  doomed  to  sleep 
on  the  floor. 

* * * 

It  was  my  privilege  to  participate  as  a con- 
sultant at  a recent  conference  dealing  with 
mental  health  on  our  modern  college  campus. 
One  of  my  fellow  consultants  while  discussing 
the  student  unrest  of  today  suggested  that  the 
proper  role  of  the  college  administration  was  to 
organize  such  student  movements  subtly 
in  a nonobtrusive  backstage  fashion  and  thus 
“control  their  aggressive  hostility  and  uneasi- 
ness.” 

Now  there  is  no  desire  on  my  part  to  argue 
with  this  basic  concept;  in  fact,  I agree  with  it 
wholeheartedly.  However,  I must  admit  that 
as  I listened,  I experienced  a certain  degree  of 
amusement  as  the  thought  struck  me  that  it  was 
just  a modernized  version  of  the  Puritan  fathers 
who,  serving  as  administrators  of  our  colonial 
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colleges,  similarly  tried  such  control  by  liberal 
doses  of  saltpeter  in  their  students’  food. 

* * * 

It  may  well  be  that  the  year  1965  was  a bad 
year  for  Arnie’s  Army,  Khrushchev,  and  Ben 
Casey;  but  you  have  to  admit  it  was  a great 
year  for  the  Yankee  haters,  both  at  home  and 
abroad. 

* * * 

Cocktail  parties  are  just  not  my  cup  of  tea 
nor  for  that  matter  my  dry  martini.  I wouldn’t 
say  I abominate  them,  but  they  leave  me  cold 
and  disinterested. 

I suppose  one  could  rationalize  this  dislike  by 
describing  how  noisy  and  garish  they  usually 
are,  featuring  as  they  do  too  many  people,  most 
of  whom  seem  to  know  you  and  most  of  whom 
you  don’t  know;  or  one  could  expatiate  on  the 
lack  of  chairs,  the  size  of  the  sandwiches,  the 
profusion  of  drinks,  and  the  confusion  of  too 
many  people  talking  at  the  same  time.  One 
could  continue  with  such  superficial  criticisms, 
but  of  what  use?  They  just  don’t  constitute 
sufficient  grounds  for  my  instinctive  dislike, 
particularly  since  I actually  like  people  both 
individually  and  in  the  aggregate,  drunks  seldom 
bother  me,  and  one  doesn’t  have  to  go  to  a 
cocktail  party  to  discover  confusion. 

No,  the  cause  of  disillusionment  goes  much 
deeper;  it  is  not  that  such  affairs  are  big  and 
brassy  but  because  they  are  essentially  asexual. 
They  lack  the  hearty  homosexual  flavor  of  a 
stag  party  or  an  evening  at  a corner  bar,  and 


Diagnosis  and  treatment 
of  Whipple's  disease 

Between  1936  and  1964,  16  patients  with 
Whipple’s  disease  have  been  studied  at  the 
Duke  University  Medical  Center  in  North 
Carolina.  Using  these  as  a basis  for  discussion, 
Julin  M.  Ruffin,  M.D.,  and  W.  M.  Roufail, 
M.D.,  writing  in  a recent  issue  of  the  American 
Journal  of  Digestive  Diseases,  outline  diagnosis 
and  treatment  of  this  ailment,  which,  they  be- 
lieve, is  more  frequent  than  believed.  It  has 
been  known  for  some  time  that  the  disease  is 
not  confined  to  the  intestine  and  adjacent  nodes. 
Under  the  microscope  the  material  appears  as 
clumps  of  bacilli  which  disintegrate  under  anti- 
biotic therapy.  These  organisms  are  always 
present  in  untreated  patients  and  reappear  on 
relapse,  but  their  etiologic  relationship  to  the 
disease  is  not  established. 

The  16  patients  were  aged  from  thirty-five  to 
sixty-two  years.  Prediagnostic  symptoms  other 
than  arthralgia  had  endured  for  a period  from 
six  months  to  four  years.  The  illness  proper 
had  usually  started  gradually  with  diarrhea,  the 


they  are  equally  lacking  in  the  heterosexual 
exhilaration  of  a man  and  woman  dining  alone 
by  candlelight. 

WRC 

THE  GUESTBILL 
• — as  long  as  you’re  healthy 

News  item.  “Varied  histologic  changes 
occur  in  esophagus  of  smokers  is  reported  to 
American  Thoracic  Society.”  Medical  Tribune, 
September  15, 1965. 

If  you’re  a galoot 

Who  smokes  a cheroot 

You  probably  now  are  quite  worried. 

Is  the  stuff  they  instill 
Less  likely  to  kill 

If  its  toasted  or  if  its  just  curried? 

Is  the  filter  they  use 
Built  just  to  amuse 

The  boys  who  pack  plugs  between  papers? 

Does  it  curry  the  flavor 

To  your  own  vena  cava 

Then  on  to  the  lungs  to  cut  capers? 

The  size  is  the  thing 
If  it’s  long  then  it’s  king 

And  each  king  lives  a life  fraught  with  danger. 

But  smoking’s  a vice 

That  tastes  oh  so  nice 

So,  increase  your  insurances,  stranger! 

Joseph  H.  Were,  M.D. 

Port  Jefferson,  L.I. 


development  of  gross  steatorrhea,  and  weight 
loss.  There  may  be  elevation  of  temperature. 
The  diagnosis  should  be  suspected  in  any  patient 
with  a history  of  arthritis  who  later  has  a 
marked  weight  loss  with  or  without  diarrhea. 
In  the  series  studied,  all  had  joint  symptoms 
and  weight  loss  from  20  to  100  pounds.  All 
those  patients  given  absorption  studies  showed 
impairment  of  fat  absorption.  Radiologic 
changes  were  observed  in  the  small  bowel. 

In  the  opinion  of  the  authors,  treatment 
should  consist  of  hospitalization  and  1,200,000 
units  of  procaine  penicillin  G plus  1.0  Gm. 
streptomycin  daily  for  a period  from  ten  days  to 
two  weeks.  After  that,  oral  tetracycline  should 
be  given  daily  for  a period  from  ten  to  twelve 
months. 

Within  a few  days  of  the  start  of  this  therapy, 
the  patients  regained  the  sense  of  well-being. 
The  appetite  improved  and  the  diarrhea  sub- 
sided. Para-aminosalicylic  acid-positive  ma- 
terial, however,  may  be  present  in  considerable 
amounts  in  the  villi  for  as  long  as  two  years 
after  therapy  has  started,  but  x-ray  films  of  the 
bowel  should  show  normal  findings,  as  should 
fat  absorption  studies  and  other  laboratory 
findings. 
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Necrology 


Isaac  Jacob  Arnsson,  M.D.,  of  Buffalo,  died 
on  March  24  at  the  age  of  seventy-five.  Dr. 
Arnsson  received  his  medical  degree  from  the 
University  of  Berlin  in  1915.  He  was  a member 
of  the  American  Academy  of  Dermatology,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harry  D.  Berlin,  M.D.,  of  Rosedale,  died  on 
January  14  at  the  age  of  sixty-four.  Dr.  Berlin 
graduated  in  1925  from  Long  Island  College 
Hospital.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leopold  Bonnin,  M.D.,  of  Ridgewood,  died  on 
December  31,  1965,  at  the  age  of  sixty-eight. 
Dr.  Bonnin  received  his  medical  degree  from 
the  University  of  Berlin  in  1921.  He  was  an 
associate  attending  physician  at  Bethany  Dea- 
coness Hospital.  Dr.  Bonnin  was  a member  of 
the  Clinical  Society,  New  York  Diabetes  Asso- 
ciation, the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Brody,  M.D.,  of  The  Bronx,  died  on 
March  9 at  the  age  of  eighty-one.  Dr.  Brody 
graduated  in  1912  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

A.  Harry  Bussell,  M.D.,  of  The  Bronx,  died 
on  October  18,  1965,  at  the  age  of  sixty-six. 
Dr.  Bussell  graduated  in  1923  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
an  assistant  attending  surgeon  in  otolaryngology 
at  Knickerbocker  Hospital.-  Dr.  Bussell  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jerauld  Alexander  Campbell,  M.D.,  of 

Niagara  Falls,  died  on  April  26  at  his  home  at 
the  age  of  fifty-nine.  Dr.  Campbell  graduated 
in  1931  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  deputy  commissioner  of  the 
Niagara  County  Health  Department  and  before 
this  appointment  in  1964  had  served  as  City 
health  officer  for  sixteen  years.  He  was  an 
honorary  member  of  the  medical  staff  of  Niagara 


Falls  Memorial  Hospital.  Dr.  Campbell  was  a 
member  of  the  American  Public  Health  Associa- 
tion, the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alfred  Cohn,  M.D.,  of  New  York  City,  died 
on  September  22,  1965,  at  the  age  of  seventy- 
five.  Dr.  Cohn  received  his  medical  degree 
from  the  University  of  Berlin  in  1919.  He  was 
an  associate  attending  dermatologist  and  con- 
sulting bacteriologist  at  Montefiore  Hospital. 
Dr.  Cohn  was  a Diplomate  of  the  American 
Board  of  Preventive  Medicine  (Public  Health), 
a Fellow  of  the  American  College  of  Preventive 
Medicine,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Bernard  Leo  Cullen,  M.D.,  of  Auburn,  died 
on  October  21,  1965,  at  Auburn  Memorial  Hos- 
pital at  the  age  of  sixty-two.  Dr.  Cullen  grad- 
uated in  1931  from  the  University  of  McGill 
Faculty  of  Medicine.  He  was  an  associate  at- 
tending chief  of  obstetrics  at  Auburn  Memorial 
Hospital  and  an  attending  obstetrician  at  Mercy 
Hospital.  For  thirty-four  years  he  had  served 
as  medical  supervisor  of  the  Auburn  school 
system  and  in  1955  organized  and  directed  the 
Salk  polio  vaccine  field  trials.  Dr.  Cullen  was  a 
member  of  the  Cayuga  County  Medical  Society 
(president  in  1943),  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  R.  De  Rose,  M.D.,  of  Long  Island  City, 
died  on  F ebruary  6 at  the  age  of  sixty-four.  Dr. 
De  Rose  graduated  in  1926  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Izaak  Jan  Dworecki,  M.D.,  of  New  York 
City,  died  on  July  7,  1965,  at  the  age  of  seventy- 
one.  Dr.  Dworecki  received  his  medical  degree 
from  the  University  of  Rostov-on-the-Don  in 
1916.  He  was  an  assistant  attending  pathol- 
ogist at  St.  Clare’s  Hospital.  Dr.  Dworecki  was 
a Diplomate  of  the  American  Board  of  Pathol- 
ogy (Clinical  Pathology)  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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J.  Irving  Fisher,  M.D.,  of  Brooklyn,  died  on 
January  2 at  the  age  of  fifty-six.  Dr.  Fisher  re- 
ceived his  medical  degree  from  the  University 
of  Basel  in  1938.  He  was  an  assistant  attending 
proctologic  surgeon  at  Maimonides  Hospital  of 
Brooklyn  and  an  assistant  attending  surgeon  at 
Coney  Island  Hospital. 

Joseph  Arthur  Griffen,  M.D.,  of  Flushing 
and  Orangeburg,  died  on  May  6 at  Montefiore 
Hospital  at  the  age  of  sixty-two.  Dr.  Griffen 
received  his  medical  degree  from  the  University 
of  Warsaw  in  1932.  He  was  supervising  psychi- 
atrist at  Rockland  State  Hospital.  Dr.  Griffen 
was  a member  of  the  American  Geriatrics  Soci- 
ety, the  American  Psychiatric  Association,  the 
International  Society  of  Internal  Medicine,  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ferdinand  Haverly,  M.D.,  of  Green  Island, 
died  on  May  2 at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Haverly  graduated  in  1932  from 
Albany  Medical  College.  He  was  an  honorary 
physician  on  the  medical  staff  of  the  Leonard 
Hospital,  Troy.  Other  positions  he  had  held 
in  Green  Island  include  school  physician,  plant 
physician  for  the  Ford  Motor  Company,  and 
attending  physician  for  Marshall  Eclipse  Divi- 
sion, Bendix  Corporation  and  the  Manning 
Paper  Company.  Dr.  Haverly  was  a member 
of  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Duke  Joseph  Hoy,  M.D.,  of  New  York  City, 
died  on  October  5,  1965,  at  the  age  of  seventy- 
nine.  Dr.  Hoy  graduated  in  1908  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

William  J.  Jackson,  M.D.,  of  New  York  City, 
died  on  January  24  at  the  age  of  seventy-five. 
Dr.  Jackson  graduated  in  1919  from  Cornell 
University  Medical  College.  He  was  a Diplo- 
mate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Isadore  Klein,  M.D.,  of  New  York  City,  died 
on  May  21  at  Manhattan  State  Hospital  at  the 
age  of  sixty-six.  Dr.  Klein  graduated  in  1927 
from  Jefferson  Medical  College  of  Philadelphia. 
He  was  a Diplomate  of  the  American  Board  of 
Radiology  (Diagnostic  Radiology)  and  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Koenigsberger  received  his  medical  degree  from 
the  University  of  Munich  in  1909.  He  was  an 
attending  physician  on  the  medical  staff  of  Ideal 
Hospital  of  Endicott.  Dr.  Koenigsberger  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Binghamton  Academy  of  Medi- 
cine, the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Victor  Koerbel,  M.D.,  of  New  York  City  and 
Flushing,  died  on  January  18  at  the  age  of  sixty- 
seven.  Dr.  Koerbel  received  his  medical  degree 
from  the  University  of  Vienna  in  1926.  He  was 
an  associate  attending  otolaryngologist  at 
Metropolitan  Hospital  and  Bird  S.  Coler  Me- 
morial Hospital  and  Home  and  an  assistant 
attending  otolaryngologist  at  Flower  and  Fifth 
Avenue  Hospitals.  Dr.  Koerbel  was  a member 
of  the  New  York  Rhino-Otolaryngological  So- 
ciety, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Richard  Lhowe,  M.D.,  of  New  York 
City,  died  on  September  15,  1965,  at  the  age  of 
forty-six.  Dr.  Lhowe  graduated  in  1943  from 
New  York  University  College  of  Medicine.  He 
was  an  assistant  attending  physician  at  Uni- 
versity Hospital,  an  associate  attending  physi- 
cian at  the  Hospital  for  Joint  Diseases,  an 
assistant  attending  physician  at  Bellevue  Hos- 
pital, an  attending  physician  in  internal  medi- 
cine at  the  Veterans  Administration  Hospital, 
The  Bronx,  and  a senior  assistant  physician  in 
cardiovascular  disease  at  Lenox  Hill  Hospital 
Outpatient  Department.  Dr.  Lhowe  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Poon  Lee  Lim,  M.D.,  of  New  York  City,  died 
on  October  24, 1965,  at  The  Mount  Sinai  Hospital 
at  the  age  of  fifty-five.  Dr.  Lim  graduated  in 
1940  from  Loyola  University  School  of  Medi- 
cine, Chicago.  In  World  War  II  he  served  with 
the  21st  Field  Hospital  in  the  South  Pacific. 
Dr.  Lim  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Max  Maier,  M.D.,  of  New  York  City,  died  on 
May  11  at  Mountainside  Hospital,  Montclair, 
New  Jersey,  at  the  age  of  eighty-one.  Dr. 
Maier  received  his  medical  degree  from  the 
University  of  Munich  in  1911.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Max  Koenigsberger,  M.D.,  of  Endicott,  died  Gerald  Neuschatz,  M.D.,  of  New  York  City, 

on  January  29  at  the  age  of  eighty.  Dr.  died  on  March  27  at  his  home  at  the  age  of 
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seventy-one.  Dr.  Neuschatz  graduated  in  1916 
from  Long  Island  College  Hospital.  He  was  a 
consulting  otolaryngologist  at  Sydenham  Hos- 
pital and  an  honorary  attending  surgeon  at  New 
York  Eye  and  Ear  Infirmary.  Dr.  Neuschatz 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Fritz  Hans  Pagel,  M.D.,  of  Richmond  Hill, 
died  on  February  26  at  the  age  of  seventy-two. 
Dr.  Pagel  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1922.  He  was  an 
assistant  attending  physician  in  pulmonary  dis- 
ease at  Queens  Hospital  Center.  Dr.  Pagel  was 
a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Fritz  D.  Riesenfeld,  M.D.,  of  New  York  City 
and  Forest  Hills,  died  on  November  15,  1965, 
at  the  age  of  sixty-eight.  Dr.  Riesenfeld  re- 
ceived his  medical  degree  from  the  University  of 
Berlin  in  1922.  He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Charles  Roseman,  M.D.,  of  New  York  City, 
died  on  December  27,  1965,  at  the  age  of  fifty- 
six.  Dr.  Roseman  received  his  medical  degree 
from  the  University  of  Bern  in  1935.  He  was 
a member  of  the  American  Geriatrics  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mary  Blanche  Waterman  Sanford,  M.D., 

of  Methuen,  Massachusetts,  formerly  of  Mount 
Vernon,  died  on  January  6 in  Florida  at  the  age 
of  eighty-nine.  Dr.  Sanford  graduated  in  1899 
from  the  Women’s  Medical  School  of  North- 
western University.  She  was  a member  of  the 
Westchester  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sanford  O.  Shumway,  M.D.,  of  Brooklyn 
and  Manhasset,  died  on  April  8 at  the  age  of 
eighty-three.  Dr.  Shumway  graduated  in  1911 
from  Long  Island  College  Hospital.  He  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Cassius  D.  Silver,  M.D.,  of  Plattsburgh,  died 
on  April  27  at  Physicians  Hospital  at  the  age  of 
ninety-six.  Dr.  Silver,  retired,  graduated  in 
1891  from  the  University  of  Michigan  Medical 
School.  Emeritus  chief  of  surgery  at  Physicians 
Hospital,  he  was  the  hospital’s  first  chief  of  staff 
and  served  in  this  post  until  1954.  Dr.  Silver 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Clinton  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hyman  U.  Solovay,  M.D.,  of  Brooklyn,  died 
on  May  11  at  The  New  York  Hospital  at  the  age 
of  sixty-four.  Dr.  Solovay  graduated  in  1925 
from  Cornell  University  Medical  College.  He 
was  an  attending  physician  at  Kings  County 
Hospital  Center  and  Unity  Hospital.  An  as- 
sistant professor  of  clinical  medicine  at  State 
University  of  New  York  Downstate  Medical 
Center,  Dr.  Solovay  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Chest  Physicians, 
and  a member  of  the  New  York  Academy 
of  Medicine,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Ernesta  Maria  Spieler,  M.D.,  of  New  York 
City,  died  on  April  9 at  the  age  of  fifty-eight. 
Dr.  Spieler  received  her  medical  degree  from  the 
University  of  Vienna  in  1938.  She  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jay  Dashiell  Whitham,  M.D.,  of  Tucker, 
Georgia,  formerly  of  Massapequa,  died  on  Sep- 
tember 20,  1965,  at  the  age  of  eighty.  Dr. 
Whitham  graduated  in  1908  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  had 
been  a consulting  laryngologist  and  otologist  at 
St.  Joseph’s  Hospital  (Far  Rockaway),  an  at- 
tending laryngologist  and  otologist  at  Kings 
Park  State  Hospital,  and  an  honorary  senior 
assistant  plastic  surgeon  at  the  New  York  Eye 
and  Ear  Infirmary.  Dr.  Whitham  was  a Dip- 
lomate of  the  American  Board  of  Otolaryngology 
and  a member  of  the  New  York  Society  of 
Laryngology  and  Otology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 
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Doctor, 

lere  is  the  Abbott  anorectic 
program  designed  to  meet 
ihe  individual  needs  of  your 
iverweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


DESOXYN®  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can’t  take  plain  amphetamine, 
put  her  on  DESBUTAI?  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the  patient  and 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 
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controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


The  release  action  is  purely  physical  and  relies  on 
)nly  one  factor  common  to  every  patient:  gastro- 
ntestinal  fluid.  There  is  no  dependence  on  enteric 
:oatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
:entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
d patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 


'hat’s  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
:>ng  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  r5 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

^ (I 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

& (I 

Front  Side 


samples  available 
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Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 

e 

overreact  to  plain  amphetamine 

As  In  anorectic  in  Hutment  of 
obesity  also  to  counloract  aniiely  and  mild  depression 
Desbutal  n contraindicated  in  pa- 

> 

taints  t»kin|  I monoamine  Oildne  inhibitor  Nervousness 
or  eicnsive  sedition  hiv*  occasionally  been  observed 
often  these  effects  wilt  disappear  after  a lew  days  use 
with  caution  in  patients  with  hypertension  cardiovascular 
disease  hypeflhyioidism  or  who  »'•  sensitive  to  sympa 
Ihomimetic  drufi  Careful  supervision  is  advnaWa  with 
malad lulled  individuals 

A tmfte  Gtadumel  tablet  in  the  mormnf 
provides  all-day  appetite  control 

Desbutal  10  contains  10  *>t  of  meth 
amphetamine  hydrochloride  and  60  m|  ol  pentobaibitaf 
sodium  Desbutal  IScOntaini  lim*  ol  methamphetamine 
hydrocblonde  and  » mg  et  pentobarbital  indium  In 
bottles  ol  100  and  500 

Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 

For  us*  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


SucmtI-AMioU  brand 

of  low  and  BOO  MW*  nwlwn 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 
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Dirac  lion* 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 
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Books  Received 


The  following  books  were  received  during  the  month  of  April,  1966.* 


Biological  Mechanisms  of  Aging.  By 

Howard  J.  Curtis.  Octavo  of  133  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas, 
1966.  Cloth,  $6.50.  (American  Lecture  Series 
No.  639) 

Caring  for  the  Aged.  By  Bertram  B.  Moss, 

M. D.  Octavo  of  372  pages.  Garden  City, 

N. Y.,  Doubleday  & Company,  Inc.,  1966. 
Cloth,  $4.95. 

Psychoanalysts  in  Training:  Selection 

and  Evaluation.  By  Henriette  R.  Klein, 
M.D.  Octavo  of  131  pages,  illustrated.  New 
York,  Columbia  University,  College  of  Physi- 
cians and  Surgeons,  1965.  Cloth. 

Medical  Care  of  the  Adolescent.  By  J. 
Roswell  Gallagher,  M.D.  Second  Edition. 
Octavo  of  489  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1966.  Cloth,  $12. 

Preventive  Medicine  for  the  Doctor  in  His 
Community.  By  Hugh  Rodman  Leavell, 
M.D.,  and  E.  Gurney  Clark,  M.D.  Third  Edi- 
tion. Octavo  of  684  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1965.  Cloth,  $12.50. 

Ciba  Foundation  Symposium  on  Transcul- 
tural  Psychiatry.  Edited  by  A.  V.  S.  de 
Reuck,  M.Sc.,  and  Ruth  Porter,  M.R.C.P. 
With  10  illustrations.  Octavo  of  396  pages. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Boston,  Little,  Brown  and  Company,  1965. 
Cloth, $12. 

Ciba  Foundation  Symposium  on  Preim- 
plantation Stages  of  Pregnancy.  Edited 
by  G.  E.  W.  Wolstenholme,  O.B.E.,  and  Maeve 
O’Connor,  B.A.  With  153  illustrations. 
Octavo  of  430  pages.  Boston,  Little,  Brown 
and  Company,  1965.  Cloth,  $13.50. 

Symposium  on  Advanced  Medicine.  Pro- 
ceedings of  a Conference  held  at  the  Royal 
College  of  Physicians  of  London  16th-20th 
November,  1964.  Edited  by  Nigel  Compston, 
M.D.  Octavo  of  410  pages,  illustrated.  Balti- 
more, The  Williams  and  Wilkins  Company, 
1965.  Cloth,  $9.00. 

Clinical  Obstetrics  and  Gynecology.  Vol- 
ume 9 Number  1.  March  1966.  Radiology 
in  Obstetrics.  Edited  by  Alvin  M.  Siegler, 
M.D.  Diseases  of  the  Breast.  Edited  by 
George  C.  Escher,  M.D.  Octavo  of  256  pages, 
illustrated.  New  York,  Hoeber  Medical  Di- 
vision, Harper  & Row,  1966.  Published 
quarterly  (four  numbers  a year).  Cloth,  $18 
per  year. 

Modern  Treatment.  Volume  3,  Number  2, 
March  1966.  Treatment  of  Neuromuscular 
Disorders.  Guest  Editor  Frank  M.  Howard, 
Jr.,  M.D.  Treatment  of  Hypoglycemia. 
Guest  Editor  Buris  R.  Boshell,  M.D.  Octavo. 
Illustrated.  New  York,  Hoeber  Medical  Di- 
vision, Harper  & Row,  Publishers,  1966.  Pub- 
lished Bi-Monthly  (six  numbers  a year) . Paper, 
$16  per  year. 
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Book  Notes 


Bedside  Diagnosis.  By  Charles  Seward, 
M.D.  Seventh  Edition.  Duodecimo  of  568 
pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Company,  1965.  Cloth,  $8.25. 

This  British  text  is  based  on  the  concept  of 
disease  as  a “disturbance  of  function  which  may 


or  may  not  be  accompanied  by  structural 
change.”  The  author  emphasizes  that  the 
causes  of  disease  may  be  indicated  by  the 
grouping  and  mode  of  development  of  symptoms 
and  signs.  The  first  edition  appeared  sixteen 
years  ago  and  since  then  the  work  has  been 
translated  into  several  other  languages. 
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Books  Reviewed 


Questions  and  Answers  on  Stuttering.  By 

Dominick  A.  Barbara,  M.D.  Octavo  of  102 
pages.  Springfield,  111.,  Charles  C Thomas, 
1965.  Cloth,  $5.50. 

In  question  and  answer  form  Dr.  Barbara  has 
epitomized  our  basic  knowledge  and  therapeutic 
know-how  in  stuttering.  In  approximately  100 
pages  one  who  is  uninformed  may  gain  an  ade- 
quate knowledge  of  the  subject.  On  the  other 
hand,  a person  who  has  some  knowledge  may 
skip  the  areas  of  which  he  is  aware  and  with  the 
aid  of  the  excellent  divisions  and  indexing  spend 
his  time  on  that  part  of  the  matter  which  is  his 
chief  interest. 

The  reader  learns  that  stammering  is  a dis- 
turbance of  articulation  and  stuttering  is  a dis- 
turbance of  emotions.  The  speech  is  stuttering 
because  the  mind  stutters.  The  treatment 
therefore  must  be  psychotherapy. 

Every  question  is  answered  clearly  and  con- 
cisely. Some  questions  are  still  not  answerable, 
but  these  are  asked  and  a short  discussion  given 
concerning  the  reason  why  no  answers  are  avail- 
able at  this  time. 

This  excellent,  short  summary  of  our  knowl- 
edge of  stuttering  should  give  satisfying  answers 
to  a large  audience  including  stutterers,  parents, 
teachers,  students  of  communication  in  general, 
as  well  as  nurses  and  physicians. — Kenneth  G. 
Jennings,  M.D. 


Physiology  of  Puberty.  By  B.  T.  Donovan, 
Ph.D.,  and  J.  J.  van  der  Werff  ten  Bosch,  M.D. 
Octavo  of  216  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1966. 
Cloth,  $9.50. 

This  significant  contribution  merits  serious 
study  by  endocrinologists  and,  in  particular, 
pediatricians.  The  basic  research  reported  on 
the  Physiology  of  Puberty  during  the  past  half 
century,  including  the  work  of  physiologists, 
veterinarians,  and  biologists,  is  woven  into  a 
fascinating  story.  To  this  is  added  the  many 
observations  of  clinicians  and  pathologists. 
The  bringing  together  of  this  specialized  knowl- 
edge concerning  the  hormonal  interaction  of  the 
gonads,  the  adrenals,  the  pituitary  gland,  and 
the  hypothalamus  by  qualified  authors  has  re- 
sulted in  an  attractive  and  understandable  blend 
for  all.  Evidence  in  support  of  theoretic  con- 
cepts as  well  as  opposing  them  is  well  docu- 
mented. Much  remains  to  be  done  however. 
This  monograph  clearly  indicates  the  scientific 
progress  that  has  been  made  up  to  the  present 
time. — Jefferson  Browder,  M.D. 


Parkinson’s  Disease:  Trends  in  Research 

and  Treatment.  A Symposium  held  in 
Miami  Beach,  April  9-11,  1964  under  the 
sponsorship  of  the  National  Parkinson 
Foundation.  Edited  by  Andre  Barbeau, 
M.D.,  Lewis  J.  Doshay,  M.D.,  and  Ernest  A. 
Spiegel,  M.D.  Octavo  of  171  pages,  illustrated. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$7.75. 

This  is  the  report  of  a symposium  on  Parkin- 
son’s disease  held  in  Miami  Beach,  April,  1964, 
under  the  auspices  of  the  National  Parkinson 
Foundation.  The  present  status  of  our  knowl- 
edge of  this  disease  is  set  forth  by  16  contribu- 
tors and  potentially  fruitful  fields  for  investiga- 
tion are  proposed. — Jefferson  Browder,  M.D. 

Foundations  of  Anesthesiology.  By  Albert 
Faulconer,  Jr.,  M.D.,  and  Thomas  E.  Keys, 
M.A.  In  two  volumes.  Octavo  of  1,337  pages, 
illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1965.  Cloth,  $38.50  per  set. 

If  ever  one  needed  any  justification  for  inclu- 
sion of  anesthesiology  among  the  medical  dis- 
ciplines, this  is  the  answer.  It  encompasses  the 
depth  of  the  specialty  from  the  discovery  of  oxy- 
gen and  nitrous  oxide  two  centuries  ago  to  the 
alchemy  of  the  liquid  anesthetics  of  the  present. 
The  breadth  of  the  specialty  is  attested  to  by  the 
vast  literature  of  the  modem,  short  history  of 
the  application  of  these  discoveries  to  medicine 
and  surgery. 

The  authors  do  not  delve  into  the  controver- 
sies that  have  marred  man’s  search  for  the  elim- 
ination of  human  pain  and  suffering.  Each  con- 
tributor’s original  article  is  printed  unabridged, 
some  for  the  first  time  translated  into  English. 
A short  curriculum  vitae  precedes  each  con- 
tribution. The  repetition  of  the  biography 
where  one  author  is  included  more  than  once  is 
the  only  obstacle  in  the  sequential  elucidation  of 
the  past  to  present  practice. 

The  volumes,  which  are  divided  into  eight 
sections,  are  titled  respiratory  physiology,  inha- 
lation anesthesia,  rectal  anesthesia,  conduction 
anesthesia,  intravenous  anesthesia,  accessory 
agents  and  technics,  depth  of  anesthesia,  and 
theories  of  narcosis.  Each  section  is  further  sub- 
divided into  appropriate  headings  so  that  source 
references  are  easily  accessible.  They  contain  a 
treasure  of  historical  events  of  interest  to  the 
physiologist,  anesthesiologist,  medical  historian, 
and  student.  Each  volume  has  both  a subject 
and  author  index. 

The  novitiate  in  anesthesiology  can  glean 
many  facts  of  fundamental  interest  and  of  prac- 

continued  on  page  1825 
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tical  value.  For  the  resident  these  volumes 
should  be  required  reading.  They  should  be 
part  of  the  library  of  any  department  in  anes- 
thesiology and  physiology.— Samuel  Berko- 
witz,  M.D. 

Gastric  Surgery;  errors,  safeguards,  & 
management  of  malfunction  syndromes. 

By  Moses  E.  Steinberg,  M.D.  Octavo  of  342 
pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1963.  Cloth,  $12.95. 

The  author  has  performed  1,300  gastrectomies 
on  benign  ulcer  disease.  The  first  two  chapters 
cover  the  history  of  the  development  of  gastric 
surgery.  The  following  postgastrectomy,  mal- 
functioning complexes  are  discussed:  (1) 

Dumping;  (2)  afferent  loop  stasis  with  reflux 
gastritis  and  esophagitis;  (3)  hemorrhage  due 
to  hyperemia  and  edema  of  the  gastric  mucosa 
in  cases  of  reflux  gastritis  and  perhaps  by  tryptic 
digestion  independently  or  in  association  with 
acid  pepsin  digestion;  and  (4)  hemorrhage 
caused  by  jejunal  ulcer. 

The  writer  claims  that  these  abnormalities 
may  be  prevented  by  concentrating  on  the 


technic  and  by  using  a short  afferent  loop  with 
no  kinking  torsion  or  sagging  in  the  jejunal 
loops. 

The  pantaloon  anastomosis  consists  of  a short 
jejunal  pouch,  retrocolic  gastrojejunal  anasto- 
mosis with  afferent  loop  left  to  right.  This 
procedure  is  appraised  as  a primary  and  second- 
ary operation. 

The  blood  picture  covers  the  pathology  and 
physiology  resulting  from  anemia. 

Finally,  gastrectomy  is  a most  satisfactory 
operation  for  ulcer  and  the  best  that  surgery 
can  offer.  Yet  the  following  indications  should 
be  present:  (1)  Duodenal  ulcers  with  penetra- 

tion and  inflammatory  tumefaction,  or  (2) 
with  large  craters  surrounded  by  rigid  walls  that 
cause  partial  or  intermittent  obstructive  symp- 
toms, and  (3)  half  of  the  cases  having  one  or 
two  shallow  ulcers  with  various  degrees  of 
hyperemia,  petechial  hemorrhages,  or  edema  in 
conjunction  with  a deformed  cap  adherent  to  the 
surrounding  structures. 

As  a second  precondition,  the  resection  must 
not  be  too  radical;  that  is  resect  two-thirds 
rather  than  three-fourths  or  four-fifths. 

I would  highly  recommend  the  book  for 
general  surgeons. — John  J.  Lille,  M.D. 
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POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  UNIVER- 
sity  trained,  desires  positiod.  Box  392,  % NYSJM. 


EXPERIENCED  G.P.  WISHES  TO  RELOCATE  IN 
Westchester  County  or  Manhattan,  in  association  with 
G.P.  or  would  consider  purchase  of  active  practice,  or  of 
home-office  combination.  Box  394,  % NYSJM. 


INTERNIST— CARDIOLOGIST  DESIRES  SUMMER 
position  in  New  York  (metropolitan  New  York  or  up- 
state). Board  eligible.  Box  401,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY:  BECAUSE  OF  ILLNESS  MUST  SELL 

office  and  hospital  practice  near  large  city.  Upstate  New 
York.  Net  income:  $55-60,000.  Price:  Building  and 

equipment.  Box  370,  % NYSJM. 


OTOLARYNGOLOGY— MEDICAL  / SURGICAL,  30 
years,  Manhattan,  N.Y.;  retiring  due  to  illness.  Fully 
equipped  office.  High  income.  Fine  clientele;  will  in- 
troduce and/or  train.  Terms  can  be  arranged.  Box  400, 
% NYSJM. 


GENERAL  PRACTICE;  RADIOLOGY;  RECENTLY 
deceased  physician;  upstate  New  York;  12,000  popula- 
tion; growing  area;  real  estate;  medical  office.  X-ray 
room,  living  quarters  and  rental  apartment.  Cash  sale 
to  settle  estate.  Box  406,  % NYSJM. 


WELL  ESTABLISHED,  MODERN  WELL  EQUIPPED 
medical  office  for  General  Practice  or  specialist,  with 
adjacent  modern  residence  home;  available  for  sale  or 
rent  in  Kingston,  N.Y.  Centrally  located.  Box  407, 
% NYSJM. 


PINEWOOD  Walter 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-31  55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  “ 

Five  Acres  of  Pinewo  ded  Grounds 

SENILE— AGED 

Non-sectarian,  nietarv  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


MISCELLANEOUS 


DICTATE  BY  PHONE 

just  pick  up  your  Phone  and  dictate — 
eliminate  fixed  salaries,  overtime, 
fringe-benefits,  equipment  costs.  WE 
HAVE  LEGAL,  MEDICAL,  COMMERCIAL 
EXPERTS.  We  Record  and  Transcribe 
Medical  Conferences  Nationwide. 

Accomplished  Office  Service  349-3260 


EQUIPMENT 


WANTED.  NEW  OR  GOOD  CONDITION  X-RAY 
table  for  office  cystoscopy  and  intravenous  pyelograms. 
Box  398,  % NYSJM. 


HELP  WANTED 


EXECUTIVE  DIRECTOR  FOR  MENTAL  HEALTH 
Association:  Serving  residential  suburban  community 

of  55,000,  contiguous  to  Boston.  Responsibilities  include 
general  administration,  program  development,  community 
organization,  and  good  public  relations.  Qualifications 
require  education  and  training  in  a mental  health  discipline. 
Experience  preferred  in  related  field.  Salary  open. 
Applicants  may  send  vitae  to  Mr.  Owen  M.  Carle,  Chair- 
man of  Personnel  Practices,  Brookline  Association  for 
Mental  Health,  43  Garrison  Road,  Brookline,  Massa- 
chusetts. 
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Physician 


Division  of  major  pharmaceutical  company  seeking 
MEDICAL  DIRECTOR.  Will  be  responsible  for 
medical  supervision  of  blood  donor  centers  and  act  as 
professional  advisor  to  research  and  production  oper- 
ations in  the  manufacture  of  clinical  laboratory 
reagents.  Training  and  experience  in  hematology 
and/or  pathology  desirable. 

Wri'e  in  confidence  listing  education,  training  and 
experience  to: 

BOX  #397 

% NYSJM 

An  Equal  Opportunity  Employer 


WANTED:  PSYCHIATRIST,  35  HOUR  WEEK,  TO 

function  as  part  of  clinic  psychiatric  program,  diagnose 
and  treat  emotional  disorders;  emphasis  on  therapy. 
Ecclectic  program.  Long  Island  community  psychiatric 
clinic,  30  minutes  to  mid-town  Manhattan.  Three  years 
approved  residency;  New  York  State  license  required. 
Interest  in  community  mental  health  essential.  Dynamic 
opportunity  for  broad  experience  in  three  discipline  ap- 
proach; teaching,  consultation,  lecturing  and  research. 
Interest  in  forensic  psychiatry  desirable.  Starting  salary 
$16,497,  fringe  benefits.  Contact  L.  Goldschmidt,  M.D., 
Psychiatric  Consultation  Clinic,  33  Willis  Avenue,  Mineola, 
New  York.  Tel.  (516)  PI  2-3000,  ext.  2355. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


PHYSICIANS  WANTED 


INTERNIST  WANTED  ON  A CONSULTATIVE  BASIS. 
Fee  for  services.  Write  Box  380,  % NYSJM. 


WANTED;  PHYSICIAN  INTERESTED  IN  GENERAL 
practice  with  6 man  group  in  suburbs  of  Detroit.  Del- 
icious salary  and  future  partnership.  Write  Box  381, 
% NYSJM. 


OB-GYN.  TO  JOIN  MULTI-SPECIALTY  GROUP. 
Growth  area.  Write  Box  379,  % NYSJM. 


ATTRACTIVE  GROWING  AREA,  SOUTHERN  TIER 
New  York  State,  needs  general  practitioners,  internists, 
and  otolaryngologists.  Opportunities  for  association  or 
solo  practice.  Uncluttered  living  in  pleasant  community. 
Fine  schools  and  recreational  facilities.  Two  well  equipped, 
modern  hospitals.  Privileges  are  available.  Contact: 
Mr.  John  J.  Reed,  Administrative  Assistant,  St.  Joseph’s 
Hospital,  555  E.  Market  St.,  Elmira,  New  York. 


AGGRESSIVE  SURGEON  TO  HEAD  DYNAMIC,  7 
man,  multi-specialty  group  with  our  ultramodern  clinic 
and  hospital  in  Detroit  suburb.  Challenging  scientific 
environment.  Most  rewarding  financial  arrangements. 
Write  Box  382,  % NYSJM. 


PHYSICIAN  WANTED:  ASSOCIATE  OR  PARTNER: 
general  practice.  No  obstetrics;  internist,  pediatrician 
acceptable.  Ten  minutes.  Community  General  Hospital 
Greater  Syracuse  city  advantages;  suburban  living; 
well  established  practice  with  new  excellently  equipped 
office  building;  trained  personnel;  weekend  duty  every 
three  weeks.  Excellent  area  summer-winter  sports; 
highly  rated  school.  Box  357,  % NYSJM. 


WANTED.  PHYSICIAN  WITH  SOME  TRAINING 
internal  medicine.  Career  position  with  Life  Insurance 
Co.  N.Y.C.  Excellent  opportunity.  Many  fringe  ben- 
efits. Will  consider  doctor  finishing  residency  June  1966. 
Write  Box  396,  % NYSJM. 


OB-GYN  MAN  TO  JOIN  TWO  ESTABLISHED  OB- 
stetricians.  Boards  preferable  or  may  consider  if  ob- 
taining boards.  Service  completed.  Position  available 
immediately.  Early  partnership.  Write  Box  399,  % 
NYSJM 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modem 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  % NYSJM. 


PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August  to  do  general  practice;  and  general  practitioner 
wanted  to  join  medical  group  as  full  partner.  Contact 
Charles  Rosenstock,  M.D.,  or  Fred  Horwitz,  M.D.  at 
Eilenville,  New  York.  Call  (914)  647-5300. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 


WANTED:  ANESTHESIOLOGIST  M.D.,  N.Y.S. 

license.  No  nights,  no  weekends;  Mon.  thru  Fri.,  Mid- 
town Manhattan.  $18,000.  Box  387,  % NYSJM. 


OTOLARYNGOLOGIST  (UNDER  40)  FOR  LARGE 
group  practice  in  Brooklyn.  Initial  salary  $20,000.  Four 
weeks  vacation,  partnership  opportunity  in  two  years. 
Full  curriculum  vitae  in  initial  letter.  Box  402,  % NYSJM. 


ORTHOPEDIST  (UNDER  40)  IN  LARGE  GROUP 
practice  in  Brooklyn.  Initial  salary  $20,000,  four  weeks 
vacation,  partnership  in  two  years.  Full  curriculum  vitae 
in  initial  letter.  Box  403,  % NYSJM. 


WANTED:  IN  SUNNY  SOUTHERN  CALIFORNIA: 

M.D.  seeking  semi-retirement.  Fee  for  service  basis.  Box 
409,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


OPHTHALMOLOGIST  (UNDER  40)  FOR  LARGE 
group  practice  in  Brooklyn.  $20,000  initial  salary,  four 
weeks  vacation.  Partnership  opportunity  in  two  years. 
Full  curriculum  vitae  in  initial  letter.  Box  404,  % NYSJM 


INTERNIST  (UNDER  40)  FOR  FAMILY  PRACTICE 
in  large  group  practice  in  Brooklyn.  $15,000  Board 
eligible;  $16,000  Board  certified.  Four  weeks  vacation, 
partnership  opportunity  in  two  years.  Full  curriculum 
vitae  in  initial  letter.  Box  405  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT.  BRONX-PARKCHESTER  VICINITY- 
Professional  Suites.  In  modern  building.  Ideal  location 
for  medical  and  dental  offices  in  newly  developing  area. 
Parking  available.  Central  air-conditioning.  Good  light- 
ing. Must  see  to  appreciate.  Reasonable  rental.  TY. 
3-9600. 


STONY  BROOK:  FOR  SALE— LUXURY  CUSTOM 

BUILT,  11  room  house  with  4 room  office  wing,  separate 
entrance,  main  thoroughfare,  beautifully  decorated.  3 
full  bathrooms,  huge  basement,  central  air-conditioning, 
2 car  garage;  a/<  acre  wooded.  Midst  giant  new  Jevelop- 
ment,  State  University  future  medical  school  and  hospital. 
Rare  opportunity.  (516)  941-9482. 


HOME-OFFICE  FOR  SALE:  COMMACK,  EAST 

Northport  area.  Fastest  growing  vicinity  in  nation. 
Main  street  residential  area.  Office:  7 rooms;  waiting 

and  consultation  rooms  panelled.  Home:  3 bedrooms, 

2 bathrooms,  living  room,  dining  room,  sundeck,  modern 
kitchen  and  dinette.  Many  extras.  Both  centrallv  air 
conditioned.  Professionally  landscaped.  Excellent  pnysi- 
cian  or  dental  specialist.  (516)  FO  8-2584. 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
koma,  Suffolk  County,  L.I.  Urgent  need  for  G.P.’s 
and  specialists.  Hospitals  nearby.  Call  (516) -585-3543. 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914) -454-0322 


CHOICE  CORNER.  VILLAGE  OF  BABYLON.  10 
room  residence  attached.  5 room  office  wing.  Attached 
greenhouse  patio.  Formal  rose  garden,  etc.  Pleasant 
living.  Comfortable  assured  practice.  Low  overhead. 
Also  suitable  for  conversion  into  offices  for  group  or 
professional  rentals.  G.P.  retiring  after  30  years.  Box 
393,  % NYSJM. 


URGENT.  PHYSICIAN  NEEDED  IN  RAPIDLY  DE- 
veloping  and  growing  northern  Westchester  community. 
Fine  suite  available  for  physician  in  restored  colonial 
building  in  town  of  Somers.  Area  within  easy  and  con- 
venient reach  of  several  fine  hospitals.  Somers  Green 
Shopping  Center,  Inc.,  Somers,  N.  Y.  For  information  call 
(914)  277-3631. 


HOME  OFFICE  COMBINATION.  EAST  QUEENS 
near  Nassau.  4 bedrooms,  living  room,  dining  room, 
kitchen,  2 full  baths,  garage.  Corner.  Finished  Base- 
ment, Playroom,  extra  kitchen.  3 room  office,  lavatory. 
$34,000.  Box  395,  % NYSJM. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


NOW  RENTING.  PORT  JEFFERSON,  LONG  ISLAND, 
near  St.  Charles  Hospital  & Mather  Memorial  Hospital. 
Professional  offices.  Private  entrances  and  waiting  rooms; 
ground  floor,  off  street  parking.  Reasonable  rents.  Tel. 
code  516  HR.  3-1122. 


FOR  RENT.  DOCTOR’S  SIX  ROOM  OFFICE,  IN- 
cluding  x-ray,  EKG,  diathermy,  ultrasonic,  air-conditioned. 
Near  hospital  and  transportation.  No  investment.  York 
Battice,  882  Saratoga  Avenue,  Brooklyn,  N.Y.  Telephone 
345-5185. 


PROFESSIONAL  OFFICE.  LUXURY  MANHATTAN 
building,  750  Park  Avenue,  corner  72nd  Street.  Office 
plus  large  reception  area  and  examination  room.  Private 
street  entrance.  Rental  $375.  Superintendent  will  show 
or  call  (914)  TE.  4-5019  or  NY  (212)  PL.  1-0500. 


FREEPORT,  L.I. — OFFICES  FOR  RENT:  PRIME 

location  near  L.I.R.R.  station  and  bus  transportation, 
in  group  of  other  professional  suites,  private  entrance, 
free  parking,  air-conditioned,  alterations  to  suit.  212- 
TR5-8141. 


ERECTING  NEW  BUILDING  ON  FRANCIS  LEWIS 
Boulevard  between  25th  Avenue  and  166th  Street,  Flush- 
ing, Queens.  Will  build  professional  offices  to  suit.  For 
information  call  office  hours:  (212)  MU  4-3130. 


PROFESSIONAL  BUILDING— OFFICE  SPACE  AVAIL- 
able.  Port  Washington-SandPoint  Area.  Space  in- 
cludes atrium,  central  air-conditioning,  and  private  park- 
ing lot.  Excellent  opportunity  for  specialists  or  partner- 
ships. Located  next  to  schools  and  shopping  centre. 
Prestige  location.  516-676-4840  or  write  Mrs.  Jean 
Jaslow,  100  Glenwood  Road,  Roslyn,  New  York,  11576. 


WELL  ESTABLISHED,  MODERN  WELL  EQUIPPED 
medical  office  for  General  Practice  or  specialist,  with 
adjacent  modern  residence  home;  available  for  sale  or 
rent  in  Kingston,  N.Y.  Centrally  located.  Box  408, 
% NYSJM. 


MEDICAL  BUILDING— WHITESTONE-BEECHURST 
area  of  Queens.  Fast  growing  community  containing 
many  multiple  dwelling  high  rise  buildings.  Attractive 
space  available  immediately.  Psychiatrist,  orthopedist 
and  neurologist  would  complete  our  rentals  to  all  medical 
specialists.  0L.  8-7060. 
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New  drugs  take  exams,  too. 


Today,  virtually  every  medical  school  in  the 
United  States  cooperates  with  pharmaceutical 
manufacturers  in  the  clinical  evaluation  of  new 
and  promising  drugs.  Just  as  you  might  find  it 
significantly  more  difficult  to  practice  medicine 
without  the  useful  new  compounds  made  avail- 
able through  original  pharmaceutical  research 
in  the  past  twenty  years  — prescription-drug 
manufacturers  would  find  it  equally  difficult  to 
obtain  extensive,  long-term,  dependable  evalu- 
ations of  new  therapeutic  agents  without  the 
close  cooperation  of  medical  staffs  and  clinical 


facilities  of  medical  schools  and  teaching  hos- 
pitals. Such  cooperation  leads  toward  more 
effective  care  of  more  patients  — the  common 
goal  of  medical  and  pharmaceutical  research - 
toward  reduction  in  the  cost  of  disease,  toward 
increase  in  useful  longevity. 

This  message  is  brought  to  you  as  a courtesy  of  this  publica- 
tion on  behalf  of  the  producers  of  prescription  drugs. 

Pharmaceutical 
ftfl  Manufacturers  Association 
PI  Pharmaceutical 
v Advertising  Council 

1155  Fifteenth  St.,  N.  W.,  Washington,  D.C.  20005 


heartburn  and 
epigastric  pressure: 

The  somatic  Mask 

01  Psychic  Tension? 

Heartburn,  epigastric  pressure  or  fullness,  nausea  and  vomiting  are 
common  symptoms  of  chronic  gastritis.  \et  in  many  cases  they  may 
represent  “somatic  masks”  — psychophysiologic  equivalents  of  psychic 
tension. 

When  gastrointestinal  symptoms  stem  from  underlying  emotional  fac- 
tors, consider  Valium  (diazepam)  in  the  over-all  treatment  program. 
Valium  (diazepam)  usually  acts  rapidly  to  reduce  psychic  tension,  and 
to  relieve  stress-induced  “somatic”  symptoms  as  well.  Calmed  and  less 
tense,  the  patient  also  tends  to  sleep  better  and  cooperate  more  will- 
ingly with  the  physician. 

Neurotic  fatigue  — the  chronic  tiredness  resulting  from  emotional 
strain  which  often  accompanies  psychogenic  gastrointestinal  symp- 
toms—may  also  be  alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  frequently  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and  usually  does  not 
impair  mental  acuity  or  ability  to  function.  If  side  effects  such  as 
ataxia  or  drowsiness  occur,  they  usually  disappear  with  dosage  ad- 
justment. 

In  prescribing:  Dosage -Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to 
5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or 

2 mg/day  initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive  disorders  or  glaucoma. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients,  and  should  not  be  em- 
ployed in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly  patients  (not  more 
than  1 mg,  one  or  two  times  daily)  to  preclude  ataxia  or  oversedation.  Advise  patients 
against  possibly  hazardous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent  use  with  other  psy- 
chotropic agents  is  not  recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal;  periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects : Side  effects  (usually  dose-related)  are  fatigue,  drowsiness  and  ataxia.  Also 
reported:  mild  nausea,  dizziness,  blurred  vision,  diplopia,  headache,  incontinence, 
slurred  speech,  tremor  and  skin  rash;  paradoxical  reactions  (excitement,  depression, 
stimulation,  sleep  disturbances,  hallucinations);  changes  in  EEG  patterns.  Abrupt 
cessation  after  prolonged  overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for  convenience  and  economy 
in  prescribing. 

Valium*  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc.,  Nutley,  N.  J.  07110 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


L 


“Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  E:  Gerontologist  2:77 
(June)  1962. 


A 

“Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 


“A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  1 00  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 


Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . .balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


1 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine) , 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  "mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

'“Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1 .5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 


♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 

contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain 
perception -and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC' 


tablets 


chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


TRANCO-GESIC  is  so  well  tolerated  it  can 
be  prescribed  for  anyone  who  can  take 
aspirin.  It  is  non-narcotic,  and  free  from 
dangers  of  addiction,  habituation,  or 
dependence. 

TRANCO-GESIC  is  effective  in  all  types  of 
mild  and  moderate  pain.  Of  862  patients  who 
were  treated  with  chlormezanone  and 
aspirin  for  various  disorders,  88%  reported 
excellent  or  good  pain  relief.1 

Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur. 
Reversible  cholestatic  jaundice  has  been  reported 
on  rare  occasions.  However,  in  4,653  patients 
treated  with  chlormezanone,  97.7%  had  no  side 
effects.1  Contraindication:  just  one:  sensitivity  to 
aspirin.  Dosage:  Adults,  usually  2 tablets  three  or 
four  times  daily.  Children  (from  5 to  12  years), 

1 tablet  three  or  four  times  daily. 

1.  Collective  studies,  Department  of  Medical 
Research,  Winthrop  Laboratories. 


lA//nfhrop 


WINTHROP  LABORATORIES.  NEW  YORK,  N.Y.  t0016 
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after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule  daily, 
for  the  treatment  of  vitamin  deficiencies.  Sup- 
plied in  decorative  “reminder”  jars  of  30  and 
100;  bottles  of  500. 
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Sanborn’s  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitat ive  cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 
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Abstracts 


Clyman,  M.  J.:  Importance  of  culdoscopy  in 

fertility  studies,  New  York  State  J.  Med. 
66:  1867  (July  15)  1966. 

Culdoscopy  is  useful  when  a complete  survey 
has  failed  to  show  definite  or  suspected  cause 
of  infertility,  since  the  pelvic  viscera  are  visual- 
ized with  a minimum  of  trauma  or  risk.  Good 
analgesic  premedication  is  important,  and  local 
anesthesia  is  used;  the  knee-chest  position 
with  thighs  perpendicular  to  the  surface  of  the 
table,  the  shoulders  braced,  suffices.  This  need 
not  be  performed  in  the  operating  room  if  ade- 
quate examining  room  and  nursing  staff  are 
available.  Tubal  perfusion  is  performed  at  the 
same  time  under  direct  visualization.  Any  fixed 
mass  in  the  cul-de-sac,  acute  vaginitis,  and  cer- 
tain orthopedic  cases  are  contraindications. 
Of  1,000  patients  studied,  102  had  normal 
pelvic  structures  of  which  54  per  cent  eventually 
became  pregnant.  Tubo-ovarian  adhesions, 
endometriosis,  solid  ovarian  tumors,  Stein- 
Leventhal  ovaries,  ovarian  hypoplasia,  ovarian 
cysts,  ovarian  agenesis,  and  tuberculosis  of  the 
fallopian  tubes  were  found.  Failure  to  enter 
the  peritoneal  cavity  occurred  in  3.4  per  cent; 
2.7  per  cent  had  complications  but  no  serious 
sequelae. 

Easton,  K.:  Neonatal  behavior,  mother-baby 

interactions,  and  personality  development,  New 
York  State  J.  Med.  66:  1874  (July  15)  1966. 

Newborn  children  and  their  mothers  were 
studied  both  in  the  hospital  and  at  home  to 
determine  the  relationship  between  neonatal 
characteristics  and  subsequent  behavior  of  the 


Collapsing  hip  nail 


A study,  conducted  by  Russell  H.  Harris, 
M.D.,  et  al.,  and  reported  in  a recent  issue  of 
Minnesota  Medicine,  focused  on  132  patients 
with  hip  fractures,  but  deaths  due  to  unrelated 
causes  left  125  patients  for  final  evaluation. 
Forty -five  had  femoral  neck  fracture,  and  80 
had  intertrochanteric  fracture.  The  theoretical 
advantages  of  the  Massie  telescoping  nail,  which 
was  designed  to  avoid  some  of  the  common 
complications  of  treating  hip  fracture  opera- 
tively, are  (1)  angle  of  nail,  150  degrees;  (2) 
telescoping  to  permit  fracture  impaction;  (3) 
maximum  purchase  in  the  femoral  head;  (4) 


developing  infant.  Activity  and  responsivity 
were  graded  at  various  times.  Studies  were 
made  on  autonomic  nervous  system  differences 
and  sucking  pattern  tracings.  Five  cases  are 
presented  showing  the  importance  of  mother- 
baby  interpersonal  reactions  and  their  effects 
on  both. 


Milman,  D.  H.:  School  phobia;  clinical 

experience,  New  York  State  J.  Med.  66: 
1887  (July  15)  1966. 

School  phobia  is  increasing,  and  among  chil- 
dren who  require  home  instruction,  some  25 
per  cent  are  home-bound  for  emotional  reasons. 
School  phobia  is  frequently  associated  with 
physical  symptoms.  Change  of  school  ranks 
high  as  a precipitating  factor.  In  the  younger 
group  adjustment  reaction  with  neurotic  traits 
predominated  3 : 1.  Among  older  children, 
half  were  neurotic  and  half  were  considered 
to  have  schizophrenic  reaction.  Of  57  children 
studied,  45  received  psychotherapy.  Many 
received  psychotherapy  plus  assistance  from 
school,  psychotherapy  plus  home  instruction, 
or  assistance  from  school  plus  parental  treat- 
ment. Special  individual  attention  was  given 
31  children  by  school  personnel.  Judged  by 
the  criteria  of  school  attendance  and  completion 
of  education,  53  were  successful;  4 were  con- 
sidered failures,  and  2 gave  indications  of  being 
able  to  return  to  school  eventually.  School 
phobia  in  the  younger  child  tends  to  be  neu- 
rotic and  benign  and  is  more  readily  managed 
than  in  older  children  where  it  is  often  chronic 
and  associated  with  a schizophrenic  process. 


early  ambulation;  and  (5)  single  nail  size. 
Postoperative  management  is  designed  to  pre- 
vent those  medical  complications  which  are  an 
inherent  hazard  in  the  middle-age  or  geriatric 
group.  It  includes  early  ambulation,  gait 
training,  and  crutch  walking. 

The  over-all  results  were  good  in  113  cases, 
evaluated  three  and  a half  years  after  the  opera- 
tion. Of  the  80  intertrochanteric  fractures, 
results  were  good  in  93  per  cent;  and  of  45 
femoral  neck  fractures,  results  were  good  in  87 
per  cent.  In  the  first  group,  however,  4 died 
at  operation.  In  one  of  the  survivors  the  nail 
penetrated  the  acetabulum,  and  in  another  the 
nail  broke.  In  the  latter  group,  1 patient  died 
at  operation.  Other  failures  were:  avascular 

necrosis,  3;  failure  of  fixation,  1;  and  non- 
union, 1. 
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HOPE 

has  a special  and  personal  kind  of  meaning 
for  thousands  of  people  in  developing  nations 
on  three  continents.  To  those  who  have  sought 
and  found  healthier,  happier  and  more  pro- 
ductive lives,  HOPE  is  a white  hospital  ship 
where  American  doctors,  nurses  and  techni- 
cians teach  medical  counterparts  to  better 
diagnose  and  treat  their  own  countrymen. 
Won’t  you  share  in  the  magnificent  accom- 
plishments of  HOPE  volunteers  who  daily 
give  the  precious  gift  of  health  to  people 
once  hopeless? 


Please  send  your  contributions  to  Project 
HOPE,  Room  A,  Washington,  D.  C.  20007.  AM 
donations  are  tax  deductible.  Thank  you  for 
your  valuable  support. 

Printed  as  a public  service  by  this  publication. 
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ALKALOL 


For 

Nasal 

Irrigation 

Send  for  clinical  sample 


THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


VAGINAL  FOAM 


the  vaginal  contraceptive 
most  women  use 

NO  CONTRAINDICATIONS... 

may  be  specified  for 
lactating  mothers,  and  problem  patients 
such  as  those  with  histories  of  diabetes, 
hepatic  dysfunctions,  and  migraines. 

no  time  limit 

Active  Ingredients:  Nonyl  phenoxypolyoxyethylene 
ethanol  8.0%  Benzethonium  chloride  0.2% 

THE  EMKO  CO.,  7912  MANCHESTER,  ST.  LOUIS,  MO. 
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for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
tends  to  run  especially  low  in  the  later  years.  For  elderly 
patients,  such  events  as  death  of  a spouse,  decline  in 
physical  health,  change  of  environment,  or  loss  of 
financial  security  may  come  as  overwhelming  burdens. 
When  your  geriatric  patient  responds  to  such  problems 
with  anxiety,  you  can  counteract  the  emotional  distress 
promptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
because,  with  its  outstanding  safety  record,  there  is 
usually  no  need  to  lower  the  dosage  as  is  the  case  with 


many  other  tranquilizers,-  the  suggested  optimal  dos 
age  for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  can  b' 
used  concomitantly  with  many  other  drugs,  includin' 
digitalis;  and  it  is  helpful  in  relieving  nervousness  assc 
ciated  with  many  organic  diseases  common  to  old  age 
The  variety  of  dosage  forms  permits  flexibility  of  ac 
ministration  to  suit  convenience,  patient  preference,  c 
special  requirements.  j 

RoeriBeC®  (B  complex  plus  500  mg.  C) 
in  medical  surgical  after-care  you  can’t  overstress  it 

Resistance  — Recovery  — RoeriBeC 


optimal  dosage/optimal  results 


AJA  R7IX® 

(hydroxyzine  HCI) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Bein£ 
New  York,  New  York  10017 


tablets,  syrup,  parenteral 


:cautions  and  adverse  reactions:  The  transitory  drowsiness  which 
occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 
few  days  with  continued  therapy,  or  is  correctable  by  dosage 
luction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses, 
■oluntary  motor  activity,  including  rare  instances  of  tremor  and 
hvulsions,  has  been  reported,  usually  on  higher  than  recom- 
nded  dosage.  Hydroxyzine  HCI  may  potentiate  barbiturates, 
rcotics  such  as  meperidine,  and  other  CNS  depressants.  In  con- 
ctive  use,  dosage  for  these  drugs  should  be  decreased  as  much 
50%.  Because  drowsiness  may  occur,  patients  should  be  cau- 
ted  against  driving  a car  or  operating  dangerous  machinery, 
renteral  Solution  Precautions  and  contraindications:  This  dos- 
form  is  intended  only  for  I.M.  or  I.V.  administration  and 
luld  not,  under  any  circumstances,  be  iniected  subcutaneously 
intra-arterially.  When  the  usual  precautions  for  I.M.  injection 
'e  been  followed,  reports  of  soft  tissue  reactions  have  been 
e.  When  used  intravenously,  if  given  undiluted,  minimal  amounts 
hemolysis  (2-3  grams  of  liberated  hemoglobin]  will  occur.  If 
jted  with  50  cc.  of  normal  saline  and  given  during  a period  of 
r minutes  or  more,  this  phenomenon  does  not  occur.  Due  to  the 
ive,  and  infrequent  phlebitis,  the  rate  of  injection  must  not 
eed  25  mg.  per  minute.  A single  I.V.  administration  in  excess  of 
mg.  is  not  recommended.  Particular  care  should  be  used  to 
ire  injection  only  into  intact  veins;  a few  instances  of  digital 
igrene  occurring  distal  to  the  injection  site  have  been  attributed 
inadvertent  intra-arterial  injection  or  periarterial  extravasa- 
i,  both  of  which  should  be  avoided  Use  in  Pregnancy:  When 
ninistered  to  rats  at  high  dosage,  hydroxyzine  induced  fetal 
lormalities.  Until  human  clinical  data  are  available  adequate 
establish  safety  in  early  pregnancy,  hydroxyzine  is  contraindi- 
ed  in  early  pregnancy. 


Abstracts  in 
Interlingua 


Clyman,  M.  J.:  Le  importantia  de  endoscopia 

del  excavation  de  Douglas  in  studios  de  fertili- 
tate  ( anglese ),  New  York  State  J.  Med. 
66:  1867  (15  de  julio)  1966. 

Endoscopia  del  excavation  de  Douglas  es  utile 
quando  un  studio  complete  non  ha  succedite  in 
demonstrar  un  definite  o suspicite  causa  de 
infertilitate,  pro  que  illo  permitte  le  visualisation 
del  visceres  pelvic  con  un  minimo  de  trauma- 
tismo  o de  risco.  Le  uso  preparatori  de  un  bon 
analgetico  es  importante.  Anesthesia  local  es  a 
usar.  Le  position  “genu  a thorace”  con  le 
femores  in  perpendicularitate  relative  al  super- 
ficie  del  tabula  e le  spaldas  imbraciate  es  suf- 
ficiente.  Le  technica  non  require  le  uso  de  un 
sala  de  operationes  si  un  adequate  sala  pro 
examinationes  e le  correspondente  personal  de 
infirmeria  es  disponibile.  Perfusion  tubal  se 
effectua  simultaneemente  sub  visualisation 
directe.  Le  presentia  de  un  massa  fixe  in  le 
excavation  de  Douglas,  vaginitis  acute,  e certe 
conditiones  orthopedic  representa  contrain- 
dicationes.  In  un  serie  de  mille  patientes  stu- 
diate,  102  habeva  normal  structuras  pelvic, 
e in  54  pro  cento  de  iste  casos  pregnantia  esseva 
subsequentemente  establite.  Le  disordines  de- 
tegite  in  iste  serie  de  studios  esseva  adhesiones 
tubo-ovarian,  endometriosis,  solide  tumores  ovar- 
ian, ovarios  de  Stein-Leventhal,  hypoplasia 
ovarian,  cystes  ovarian,  agenese  ovarian,  e 
tuberculosis  del  tubas  de  Fallopio.  Nonsuc- 
cesso  in  entrar  ad  in  le  cavitate  peritonee  oc- 
curreva  in  3,4  pro  cento.  Complicationes 
superveniva  in  2,7  pro  cento,  sed  nulle  serie 
sequellas  esseva  notate. 


Easton,  K.:  Comportamento  neonatal,  inter- 

action de  matre  e infante,  e disveloppamento  del 
personalitate  (anglese).  New  York  State  J. 
Med.  66:  1874  (15  de  julio)  1966. 

Neonatos  e lor  matres  esseva  studiate  tanto 
al  hospital  como  etiam  in  lor  domicilios  pro 
determinar  le  relation  inter  characteristicas 
neonatal  e le  subsequente  comportamento  del 
infante  durante  su  disveloppamento.  Activi- 
tate  e responsivitate  esseva  evalutate  a varie 
tempores.  Esseva  studiate  dififerentias  del 
systema  nervose  autonome  e registrationes  de 
configurationes  del  suger.  Es  presentate  cinque 
casos  que  monstra  le  importantia  del  reactiones 
interpersonal  de  matre  e infante  e le  effectos 
de  iste  reactiones  super  ambes. 

continued  on  page  1846 


DEPRESSION 
IS  RARELY 
SO  OBVIOUS 

( one  reason  why  'Deprol'  is  a logical  first  choice  ) 


If  depression  always  wore  a tragic  mask, 
not  only  diagnosis  but  therapy  might  be 
markedly  simplified.  The  frequent  presence, 
however,  of  anxiety,  agitation,  "smiling 
depression,”  and  insomnia,  suggests  that 
therapeutic  agents  which  only  elevate  mood, 
such  as  "energizers"  or  stimulants,  may 
prove  inadequate  in  mixed  depressions. 

The  proven  effectiveness  of  ‘Deprol’  in 
both  depression  and  anxious  depression, 
and  its  relatively  low  level  of  adverse  reac- 


tions, has  been  well  established  since  its 
introduction  in  1958.  ‘Deprol’  has  thus  met 
a most  stringent  test  of  therapeutic  value — ■ 
that  of  time.  These  are  factors  that  might  be 
considered  when  the  next  patient  presents 
symptoms  of  obvious,  or  mixed,  depression. 

for  depression  and  anxious  depression 

DEPROL 

meprobamate  400mg.+benactyzine  hydrochloride  lmg. 


CO-7826 


See  next  page  for  brief  summary  of  prescribing  information 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  /Cranbury,  N.  J. 
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Millman,  D.  H.:  Scholophobia;  experientias 

clinic  ( anglese ),  New  York  State  J.  Med. 
66:  1887  (15  de  julio)  1966. 

Se  nota  un  crescente  incidentia  de  scholo- 
phobia. Inter  le  juveniles  requirente  instruc- 
tion in  domicilio,  circa  25  pro  cento  se  trova 
restringite  assi  a causa  de  rationes  emotional. 
Scholophobia  es  frequentemente  associate  con 
symptomas  physic.  Le  transition  ab  un  schola 
al  altere  es  un  del  major  factores  precipitatori. 
In  le  gruppo  de  etates  plus  basse,  reactiones  de 
adjustamento  con  elementos  neurotic  predomina 
in  un  proportion  de  3 a 1.  Inter  le  juveniles 
de  etate  plus  avantiate,  un  medietate  esseva 
neurotic  e le  secunde  medietate  manifestava 
reactiones  reguardate  como  schizophrenic.  De 
57  juveniles  studiate,  45  recipeva  psychothe- 
rapia.  Multes  recipeva  psychotherapia  in  com- 
bination con  assistentia  providite  per  le  schola, 
psychotherapia  in  combination  con  instruction 
in  domicilio,  o assistentia  providite  per  le 
schola  in  combination  con  tractamento  parental. 
Special  attention  individual  esseva  fornite  a 
21  juveniles  per  membros  del  personal  scholar. 
A base  del  criterio  de  un  retomo  al  schola  e de 
illo  de  completion  del  education  scholastic  on 
pote  parlar  de  successo  in  53  del  casos,  durante 
que  in  4 nulle  successo  esseva  obtenite.  In  2 
del  patientes  il  existe  indicationes  a justificar 
le  spero  que  un  retomo  al  schola  va  devenir 
possible  in  le  curso  del  tempore.  Scholophobia 
in  juveniles  de  basse  etate  tende  a esser  neurotic 
e benigne  e pote  esser  tractate  plus  prestemente 
que  in  juveniles  de  etate  plus  avantiate  ubi  le 
condition  es  frequentemente  chronic  e associate 
con  un  processo  schizophrenic 


Asthma  and 
temperature  change 

A report  by  Leonard  Greenburg,  M.D., 
Franklyn  Field,  O.D.,  Joseph  I.  Heed,  M.S.,  and 
Carl  L.  Erhardt,  Sc.D.,  recently  appearing  in  the 
Archives  of  Environmental  Health,  states  that 
the  first  colder  weather  of  fall  is  a bad  time  for 
asthma  sufferers. 

When  New  York  City’s  temperature  first 
dropped  below  55  F.  last  September,  emergency 
clinic  visits  by  asthmatic  patients  rose  in  three 
major  city  hospitals.  At  one  hospital,  visits 
were  195  per  cent  over  the  average  during  the 
first  colder  days,  September  25  to  30. 

Asthma  attacks  may  be  directly  related  to 
cold  weather,  but  there  may  be  an  indirect  rela- 
tionship with  some  other  factor,  the  authors 
stated. 
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Vistaril 

(HYDROXYZINE) 

tranquilizes 
without 
addiction 
or  drug 
dependency 

Clinical  Experience 

In  its  eight-year  record  of  experience  in  which 
over  one  billion  doses  have  been  prescribed, 
there  is  no  evidence  of  addiction  to  hydroxyzine. 

Clinical  Background 

In  over  500  published  studies  involving 
15,000  individual  cases,  neither  dependency  nor 
addiction  has  been  reported  with  hydroxyzine. 


Since  1849 

(Pfizer) 

Science  for  the  world’s  well-being ® 


Even  in  the  anxious, 
dependent, 
psychoneurotic . . . 

Four  hundred  and  fifty  patients,  most  of  them 
classified  as  functional  neurotics,  were  treated 
with  hydroxyzine  for  periods  of  five  months 
to  four  and  one-half  years.  Sustained  good-to- 
excellent  relief  from  symptoms  of  anxiety  and 
tension  was  attained  in  401  (89%)  of  the  series. 
"Cumulative  effects,  habituation  or  addiction 
to  hydroxyzine  was  not  noted  during  the  entire 
period  of  this  study." 

Shalowitz,  M.:  Int.  Rec.  Med.  174:357,  June.  1961. 

Even  in  the  classically 
dependent  alcoholic... 

Vistaril  (hydroxyzine)  was  evaluated  for  relief 
of  postalcoholic  syndrome  in  52  chronic  alcoholic 
outpatients  over  a period  of  two  to  four  weeks. 

Many  patients  received  partial  to  complete  relief 
of  psychomotor  agitation,  anxiety,  irritability, 
craving,  insomnia,  depression,  anorexia,  nausea  and 
tension.  “ No  evidence  of  toxicity  or  habituation 
was  noted.”  “ No  difficulty  was  experienced 
in  discontinuing  medication." 

Greenhouse,  H.  R.:  Med.  Times  91 : 1 069.  November,  1963. 

Of  326  alcoholics  treated  with  hydroxyzine  for  the 
postalcoholic  syndrome,  satisfactory  control  was 
achieved  in  276  (85%).  "As  is  not  the  case  with  other 
tranquilizers,  hydroxyzine  has  no  published  record  of 
causing  addiction  and  dependence  or  withdrawal 
Symptoms.  Goldman.  H.  I.:  Southwest.  Med.  42:276,  June.  1961. 

Even  in  the 

institutionalized  patient 
needing  long-term 
treatment... 

One  hundred  and  fifty-two  institutionalized 
female  patients  were  studied  on  long-term, 
high-dose  therapy. 

Even  at  high  dosages,  hydroxyzine 

“.  . . did  not  produce  either  euphoria  or  depression." 

Lapolla.  A.:  Clin.  Med.  8:1332,  July.  1961. 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated 

“Vkari 

(HYDROXYZINE) 


of  action  is. 
the  seat  of  anxiety 

turn  page  for  brief  summary... 
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BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  par- 
enteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse, 
rat,  and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses 
substantially  above  the  human  therapeutic  range.  Clinical 
data  in  human  beings  are  inadequate.  Until  adequate  data  are 
available,  to  establish  safety  in  early  pregnancy,  hydroxyzine 
is  contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of 
central  nervous  system  depressants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased,  as  much  as  50%. 
Because  drowsiness  may  occur,  patients  should  be  cautioned 
against  driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should  be  fol- 
lowed; soft-tissue  reactions  have  rarely  been  reported  when 
proper  technique  has  been  used.  On  reported  intravenous  in- 
jection a few  instances  of  digital  gangrene  have  occurred 
distal  to  the  injection  site,  considered  to  be  due  to  inadvertent 
intra-arterial  injection  or  possibly  periarterial  extravasation. 
Therefore,  particular  caution  should  be  observed  to  insure  in- 
jection only  into  intact  veins;  avoid  either  intra-arterial 
injection  or  extravasation.  Intravenous  administration  should 
be  accomplished  slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity  has  been 
reported  in  some  hospitalized  patients  given  higher  than 
recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  mini- 
mal amounts  of  intravascular  hemolysis  occur  at  the  site  of 
injection.  Giving  the  maximum  recommended  intravenous 
dose  (100  mg.)  to  adults  results  in  immediate  transient 
hemolysis  with  the  liberation  of  a total  of  2-3  grams  of  hemo- 
globin, which,  in  some  individuals,  can  cause  small  amounts  of 
hemoglobinuria.  This  compares  with  the  normal  red  cell 
destruction  from  which  approximately  8 Gm.  of  hemoglobin 
are  liberated  every  24  hours.  If  the  hydroxyzine  is  diluted 
with  50  cc.  of  normal  saline  and  given  during  a period  of  four 
minutes  or  more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  1 00  mg.  hydroxyzine  HC1.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  Equivalent  to  25  mg. 
hydroxyzine  HC1  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine 
HC1)  Parenteral  Solution:  25  mg./cc. — 10  cc.  vial  and  50 
mg./cc. — 2 cc.  and  10  cc.  vial;  Isoject,®25  and  50  mg.  per  cc„ 

1 cc.  per  unit. 

More  detailed  professional  information  available  on  request. 
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PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


Medical  Meetings 


Conference  to  discuss  medical 
aspects  of  sports 

The  Fifth  Postgraduate  Conference  on  Medi- 
cal Aspects  of  Sports,  sponsored  by  the  Uni- 
versity of  Rhode  Island  and  the  Rhode  Island 
Medical  Society,  will  be  held  at  the  University 
on  August  18  and  19  in  Kingston.  The  two-day 
conference  offers  a broad  view  of  present-day 
concepts  of  the  prevention  and  treatment  of 
athletic  injuries.  Lectures,  panel  discussions, 
and  demonstrations  will  be  conducted,  and  an 
opportunity  will  be  provided  for  questions  and 
discussions  by  the  registrants. 

Among  the  speakers  will  be  James  Nicholas, 
M.D.,  team  orthopedic  surgeon  for  the  New 
York  football  Jets  who  will  speak  on  “Idio- 
syncracies  of  Professional  Football  Players,” 
“Common  Football  Injuries  of  the  Shoulder,” 
and  “Surgical  Emergencies  in  College  and 
Professional  Football.”  Also  speaking  will  be 
Albert  S.  Hyman,  M.D.,  New  York  City,  past 
president  of  the  American  College  of  Sports 
Medicine,  on  “The  Estimation  of  Cardiovascu- 
lar Physical  Fitness.” 

All  team  physicians,  trainers,  and  coaches  of 
college  and  university  teams  and  those  of 
public,  private,  and  parochial  secondary  schools, 
as  well  as  all  physicians  interested  in  the  subject, 
are  invited  to  attend.  Fifteen  credit  hours  will 
be  given  by  the  American  Academy  of  General 
Practice  to  physicians  attending  the  conference. 
Tuition  fee  is  $35. 

For  further  information  write;  University  of 
Rhode  Island,  Department  of  Physical  Educa- 
tion, Kingston,  Rhode  Island. 

Upstate  Medical  Center  offers 
course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the 
State  University  of  New  York  at  Syracuse  will 
present  its  17th  annual  postgraduate  course  in 
ophthalmology  at  the  Hotel  Syracuse  on  De- 
cember 2 and  3,  1966.  The  tuition  fee  is  $30. 
payable  to  the  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse.  The 
course  is  limited  to  70  persons.  These  will  be 
accepted  in  the  order  in  which  applications,  ac- 
companied by  checks,  are  received. 

Inquiries  regarding  the  course  and  checks  may 
be  forwarded  to;  James  L.  McGraw,  M.D., 
766  Irving  Avenue,  Syracuse,  New  York  13210. 

Material  for  inclusion  in  the  medical  meetings  section 
must  he  received  six  weeks  prior  to  publication  date. 
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PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3-4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5-6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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Mil  town 

(meprobamate) 

Indications:  Meprobamate  is  effective  in  relief 
of  anxiety  and  tension  states.  Also  as  adjunc- 
tive therapy  when  anxiety  may  be  a causative 
or  otherwise  disturbing  factor.  Although  not  a 
hypnotic,  meprobamate  fosters  normal  sleep 
through  both  its  anti-anxiety  and  muscle- 
relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyn- 
cratic reactions  to  meprobamate  or  meproba- 
mate-containing drugs. 

Precautions:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised.  Consider  pos- 
sibility of  dependence,  particularly  in  patients 
with  history  of  drug  or  alcohol  addiction;  with- 
draw gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal  may 
precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely, 
epileptiform  seizures.  Should  meprobamate 
cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced  and  operation  of  mo- 
tor vehicles  or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  al- 
cohol may  possibly  be  increased  by  meproba- 
mate. Grand  mal  seizures  may  be  precipitated 
in  persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 


Side  effects:  Drowsiness  may  occur  and,  rarely, 
ataxia,  usually  controlled  by  decreasing  the 
dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura 
with  peripheral  edema  and  fever,  transient 
leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meproba- 
mate and  prednisolone  have  been  reported. 
More  severe  and  very  rare  cases  of  hypersen- 
sitivity may  produce  fever,  chills,  fainting 
spells, angioneurotic  edema, bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria,  ana- 
phylaxis, stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the 
drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs 
known  to  elicit  these  conditions  were  given 
concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce  leth- 
argy, stupor,  ataxia,  coma,  shock,  vasomotor 
and  respiratory  collapse. 


Usual  adult  dosage:  One  or  two  400  mg.  tab- 
lets three  times  daily.  Doses  above  2400  mg. 
daily  are  not  recommended. 


Supplied:  ‘Miltown’  (meprobamate)  is  availa- 
ble in  two  strengths:  400  mg.  scored  tablets 
and  200  mg.  coated  tablets.  ‘Meprotabs’  (me- 
probamate) is  available  as  400  mg.  white, 
coated,  unmarked  tablets.  cm-ib 

Before  prescribing,  consult  package  circular. 
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WALLACE  LABORATORIES 
Cranbury,  N.J. 


The  child-centered  age  in  which  we  live  takes 
a heavy  psychological  toll  of  the  one  who  can 
rarely  escape  it.  And  with  tension  and  anxiety 
come  a host  of  symptoms— irritability, 
headache,  vague  somatic  disturbances, 
disturbed  sleep— which  all  too  often  are 
conveyed  to  the  children  and  the  husband. 

For  more  than  a decade  no  agent  has 
provided  more  help  for  the  harried  housewife 
than  ‘Miltown’— a tranquilizer  of  proven 
effectiveness  and  relatively  low  level  of  side 
effects.  And  because  ‘Miltown’,  in  usual 
dosage,  rarely  interferes  with  activities  of  daily 


living,  your  patient  can  continue  to  function 
as  she  must. 

Perhaps  most  important,  a bedtime  dose 
facilitates  that  most  effective  of  therapeutic 
agents— a good  night’s  sleep. 
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Medical  News 


Workmen's  Compensation  Board  to  offer 
Saturday  medical  examinations 

S.  E.  Senior,  chairman  of  the  New  York 
State  Workmen’s  Compensation  Board,  an- 
nounces that  as  a pilot  study  some  medical 
examinations  will  be  held  on  Saturdays  in  New 
York  City.  The  experiment  is  designed  as  a 
convenience  to  injured  workers  who  have  re- 
turned to  work.  The  existing  practice  requires 
claimants  to  appear  at  the  Board  for  examina- 
tion during  a work  day  and,  in  some  cases, 
causes  them  to  lose  wages.  This  final  medical 
examination  is  often  required  to  determine  pos- 
sible permanent  injury  for  which  the  claimant 
may  be  entitled  to  a further  compensation 
award. 

Under  the  new  plan,  appointments  will  be 
scheduled  on  Saturday  mornings  at  set  hours. 
The  medical  examinations  will  be  promptly 
completed,  after  which  the  claimants  will  be 
able  to  leave  immediately.  The  doctors’  re- 
ports will  then  be  mailed  to  all  parties  with 
letters  fully  explaining  then-  rights.  Workmen 
who  prefer  not  to  appear  on  Saturday  mornings 
need  only  so  indicate,  and  their  examinations 
will  be  rescheduled  for  a weekday.  It  is  hoped 
that  this  new  procedure  will  save  time  and  pay 
for  the  injured  workers. 

New  freezing  technic  preserves 
blood  for  months 

For  the  first  time  a surgical  patient  in  New 
York  has  received  frozen  blood  provided  by  the 
new  process  developed  at  the  New  York  Blood 
Center  in  New  York  City.  The  operation  was 
performed  at  The  Bronx-Lebanon  Hospital 
Center  by  Paul  H.  Gerst,  M.D.,  director  of  the 
Department  of  Surgery.  Several  months  ago  a 
patient  was  scheduled  for  gastric  surgery  at  the 
hospital.  His  blood  was  found  to  contain  an 
unusual  combination  of  antibodies  which  made 
it  impossible  to  obtain  compatible  blood  for  him. 
Less  than  one  person  in  10,000  is  the  right  type. 
Therefore,  the  operation  was  postponed.  The 
only  way  to  obtain  enough  compatible  blood  to 
perform  the  operation,  about  2 or  3 pints,  was 
for  the  patient  to  provide  the  blood  himself 
beforehand,  a process  that  would  take  at  least 
two  months.  This  method  poses  special  prob- 
lems, since  blood  stored  in  the  usual  way  at 
refrigerator  temperature  can  be  kept  for  only 
twenty-one  days. 

Faced  with  the  problem  of  not  being  able  to 
find  compatible  blood  for  an  essential  operation, 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


the  staff  of  The  Bronx-Lebanon  Hospital  sought 
the  assistance  of  the  New  York  Blood  Center. 
The  Blood  Center,  in  cooperation  with  Union 
Carbide  Corporation  and  with  research  support 
from  the  National  Heart  Institute,  has  been 
experimenting  with  a new  process  for  freezing 
blood  in  liquid  nitrogen  at  a temperature  of 
320  F.  below  zero.  The  blood  freezes  in  two 
minutes  with  less  than  a 10  per  cent  loss  in  red 
cell  count.  Blood  frozen  in  this  manner  main- 
tains its  usefulness  for  transfusion  for  many 
months  and  perhaps  for  years. 

Herbert  Horowitz,  M.D.,  hematologist  at  The 
Bronx-Lebanon  Hospital  asked  the  Blood  Center 
about  the  possibility  of  drawing  blood  from  the 
patient  and  preserving  it  in  the  frozen  state  until 
enough  had  been  accumulated  to  do  the  opera- 
tion. With  the  new  freezing  process  already  in 
the  clinical  testing  stage,  The  New  York  Blood 
Center  agreed.  The  plan  was  to  freeze  3 units  of 
the  patient’s  own  blood,  store  them  in  liquid  ni- 
trogen at  the  Blood  Center,  and  process  them 
for  transfusion  just  before  the  operation. 

Between  March  21  and  May  9,  3 pints  of  the 
patient’s  blood  were  frozen  and  stored.  At  3:30 
a.m.  the  morning  of  the  operation,  two  tech- 
nicians began  to  thaw  these  frozen  bloods  and 
prepare  them  for  transfusion.  The  blood  was 
delivered  to  the  hospital  at  8:00  a.m.,  and  2 pints 
were  used  during  the  surgery.  The  transfusion 
of  the  frozen  blood  went  smoothly  and  without 
complication.  The  surgery  was  successful,  and 
the  patient  was  reported  to  be  doing  well. 

Personalities 

Awarded.  Leonard  Greenberg,  M.D.,  Albert 
Einstein  College  of  Medicine,  The  Bronx,  the 
Children’s  Asthma  Research  Institute  and 
Hospital  award  for  outstanding  achievement  in 
control  of  air  pollution  . . . Viva  Schatia,  M.D., 
Harrison,  a member  of  the  Westchester  Mental 
Health  Association  board  of  directors,  one  of  the 
association’s  awards  for  distinguished  service 
to  the  cause  of  mental  health  in  Westchester  . . . 
John  N.  Shell,  M.D.,  Freeport,  Long  Island, 
board  chairman  of  Meadowbrook  Hospital, 
Hempstead,  the  Nassau-Suffolk  Hospital  Coun- 
cil’s Theodore  Roosevelt  award  for  hs  leader- 
ship in  health,  hospital,  and  civic  life  of  Nassau 
County  for  over  thirty  years  . . . Frode  Jensen, 
M.D.,  New  York  City,  a member  of  the  faculty 
of  New  York  University  School  of  Medicine, 
one  of  the  Columbia  University  Alumni  Federa- 
tion’s Alumni  Medals  for  “conspicuous  Colum- 
bia alumni  service.” 

Elected.  As  officers  of  the  American  Academy 
on  Mental  Retardation:  Joseph  Wortis,  M.D., 

continued  on  page  1856 
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A STAR-SPANGLED  ANNIVERSARY  ALBUM 


25  year  history 
of  U.S.  Sayings  Bonds 


1941:  FDR  buys  first 
E Bond. 


1950:  President  Tru- 
man orders  military  aid 
to  Korea. 


1944:  June  6 — D Day. 


1951:  Kefauver  hear- 
ings. E Bonds  get  10- 
year  extension. 


1945:  The  war  ends. 
Bond  sales  continue. 


1953:  Dr.  Salk  devel- 
ops polio  vaccine. 


1956 : Don  Larsen  hurls 
first  perfect  Series  game. 


Now 

1.1 5s 


1948:  Berlin  Airlift. 


1959 : St.  Lawrence 
Seaway  opens.  $17  bil- 
lion in  E Bonds  over  10 
years  old. 


1961 : Alan  Shepard  is 
first  U.  S.  Astronaut  in 
space. 


1963 : John  F.  Kennedy 
assassinated;  Lyndon 
Johnson  sworn  in. 


1966:  Savings  Bonds’ 
25th  Anniversary.  New 
4.15%  interest  rate  an- 
nounced. 


Buy  U.  S.  Savings  Bonds 

The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
VSi**'  service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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director  of  pediatric  psychiatry  and  of  Morris  J. 
Solomon  Clinic  for  Retarded  Children,  Jewish 
Hospital  of  Brooklyn,  a vice-president;  and 
Max  Reiss,  M.D.,  director  of  research,  Willow- 
brook  State  School,  Staten  Island,  New  York,  as 
secretary  . . . Robert  L.  Yeager,  M.D.,  Pomona, 
as  president-elect  of  the  American  Thoracic 
Society,  the  medical  section  of  the  National 
Tuberculosis  Association. 

Appointed.  Michael  S.  Bruno,  M.D.,  Knicker- 
bocker Hospital,  New  York  City,  as  director  of 
medicine  at  Lenox  Hill  Hospital,  succeeding 
Irving  Graef,  M.D.,  who  became  a consulting 
physician  there  . . . Amore  DelGuidice,  M.D., 
assistant  director  at  St.  Lawrence  State  Hospi- 
tal, as  director  of  Middletown  State  Hospital . . . 
James  E.  McCormack,  M.D.,  former  president 
of  the  New  Jersey  College  of  Medicine  and 
Dentistry,  as  associate  director  of  the  New  York 
Academy  of  Medicine  . . . M.  Lois  Murphy, 
M.D.,  as  chairman  of  the  Department  of 
Pediatrics  at  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  New  York  City  . . . David  D. 
Thompson,  M.D.,  New  York  City,  as  director 
of  The  New  York  Hospital,  effective  January  1, 
1967,  succeeding  Henry  N.  Pratt,  M.D.,  who 
will  retire  at  the  end  of  the  year  after  serving  for 
eighteen  years. 

Installed.  Howard  J.  Brown,  M.D.,  sworn  in 
by  Mayor  John  V.  Lindsay  as  New  York  City’s 
first  Health  Services  Administrator. 

Honored.  Inducted  as  Fellows  of  The  Ameri- 
can College  of  Physicians  at  the  College’s  47th 
annual  session  in  New  York  City:  Henry  Uhl, 
Albany;  Seymour  Kirschenfeld,  Amityville; 
Burton  D.  Cohen,  Robert  F.  Gomprecht, 
Murray  A.  Greene,  Alan  F.  Lyon,  Alfred  F. 
Marra,  Jerome  Rotstein,  and  Felix  Wimpf- 
heimer,  all  of  The  Bronx;  J.  Robert  Buchanan, 
Bronxville;  Joseph  J.  Friedman,  Morton  Hand, 
Abraham  A.  Langsam,  Harry  Levine,  Robert 
Moore,  Alan  N.  Morrison,  Stanley  H.  Satin,  and 
Stanley  Wallach,  all  of  Brooklyn;  Sam  R. 
Mason,  Cortland;  Seymour  Lerner,  East 
Rockaway;  Milton  L.  Levine,  Elmont,  Long 
Island;  Emanuel  L.  Golden,  Far  Rockaway; 
Jacob  Hirsch,  Flushing;  and  Douglas  F.  Allen, 
Jules  Levine,  and  Morton  B.  Wallach,  all  of 
Forest  Hills. 


Stanley  Farber.  Laurence  Gould,  and  Charles 
M.  Termine,  all  of  Great  Neck,  Long  Island; 
Imre  J.  Weitzner,  Hemlett,  Long  Island; 
Thomas  C.  Catalano  and  William  H.  Walker, 
both  of  Hicksville;  Lawrence  Silver,  .Jamaica; 
Robert  F.  Wettingfeld,  Jamestown;  Ralph  J. 
Argen,  Kenmore;  George  R.  Burnett,  Manlius; 
David  Katz,  Mount  Vernon;  Lewis  Shapiro, 
New  Hyde  Park;  Edward  S.  Greenwald,  New 
Rochelle;  and  Michael  -J.  Arden,  Stephen  M. 
Ayres,  Harold  S.  Ballard,  Harry  Bartfeld, 
Arthur  Branwood,  Rody  P.  Cox,  Paul  Cushman 
Robert  P.  Eisinger,  Paul  S.  Entmacher,  Claude 
E.  Forkner,  James  B.  Gabriel,  Alvin  M.  Gelt, 
Arthur  Hecht,  Frank  E.  Iaquinta,  A.  Gregory 
Jameson,  Henry  D.  Janowitz,  Norman  B. 
Javitt,  David  A.  Kamofsky,  Thomas  Killips, 
III,  Samuel  S.  Koide,  Arthur  E.  Lindner,  Glenn 
D.  Lubash,  Arnold  Mandel,  Klaus  Mayer, 
Robert  Rosenblum,  Lawrence  Scherr,  Paul 
Sherlock,  William  D.  Sicher,  Richard  T.  Silver, 
John  A.  Sours,  Peter  E.  Stokes,  Abraham 
Sunshine,  Thomas  T.  Tamlyn,  Alvin  S.  Teir- 
stein,  Lilo  A.  Wallis,  Richard  R.  Warmer,  A. 
Lee  Winston,  and  Melvin  D.  Yahr,  all  of  New 
York  City. 

Virgil  A.  Place,  Pearl  River;  Donald  R. 
Koemer,  William  L.  Morgan,  Gerald  W. 
Murphy,  and  Robert  I.  Weed,  of  Rochester; 
James  S.  Bernstein  and  Leslie  Lukash,  of 
Rockville  Centre;  Louis  B.  Turner,  Roslyn 
Heights;  Edwin  A.  Henck,  Scarsdale;  Orlando 
L.  Manfred  and  Conrad  T.  H.  Schroeder,  of 
Staten  Island;  Vernon  N.  Houk,  St.  Albans, 
Long  Island;  J.  Howland  Auchincloss,  Jr.,  and 
John  J.  Duggan,  of  Syracuse;  Melvine  H.  Van 
Woert,  Upton,  Long  Island;  Sidney  Sbar,  West 
Hempstead,  Long  Island;  Arthur  Bauman, 
Bertrand  M.  Bell,  Stanley  R.  Srachman, 
Michael  R.  Miller,  and  Murray  Quinn,  all  of 
White  Plains;  and  Frank  B.  Flood,  Yonkers. 


Speakers.  At  the  annual  meeting  of  The 
American  Association  for  Cancer  Research 
held  May  26  through  28  in  Denver,  Colorado: 
Bayard  Clarkson,  M.D.,  Sloan-Kettering  In- 
stitute for  Cancer  Research,  New  York  City, 
chairman  of  special  session  on  “Comparison 
of  Growth  Kinetics  of  Tumor  and  Normal 
Cells;”  and  Jospeh  H.  Burchenal,  M.D.,  Sloan- 
Kettering  Institute  for  Cancer  Research,  on 
“Geographic  Chemotherapy — Burkitt’s  Tumor 
as  a Stalking  Horse  for  Leukemia.” 
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GHGH  Tablets  & Elixir  VdVo) 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


Investment 

Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors. 


Direct  inquiries  to 
Inuertmeru  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  10005 
375  Park  Avenue,  N.  Y.  10022 


ULCER 
HEALS 

Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


PAIN 

STOPS 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 


NYS-7 


Please  send  me  professional  samples  and  reprints  of 
published  articles. 


ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  13  through  16,  1967 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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MSS  NY  PUBLICATIONS  FOR  MEMBERS... 


These  informational  pamphlets  are  some  of  the  benefits  you  receive 
with  your  State  Society  membership. 


• CONSTITUTION  AND  BYLAWS 

Here  are  the  governing  principles  and  rules  that  guide 
your  Medical  Society. 

• PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

What  are  the  duties  of  a physician  to  the  profession, 
to  the  patient,  and  to  the  public? 

• STANDARDS  OF  PRACTICE  FOR  DOCTORS 
AND  LAWYERS 

A medical  legal  guide  which  includes  five  “Do  Nots” 
for  doctors  and  five  “Do  Nots”  for  lawyers. 

• GUIDE  FOR  COOPERATION  FOR  DOCTORS, 
HOSPITALS  AND  REPORTERS 

Who  talks  to  the  news  media?  To  appear  or  not  to  appear 
on  radio  or  T.V.  ? What  information  shall  the  hospital- 
release?  Answers  these  and  other  questions. 

• GUIDING  PRINCIPLES  FOR  PARTICIPATION 
IN  TELECASTS  AND  BROADCASTS 

The  Do’s  and  Don’ts  of  appearing  on  a “show”. 

• CODE  OF  UNDERSTANDING  FOR  PHARMACISTS 
AND  DOCTORS  OF  MEDICINE 

Provides  guidelines  for  physicians  and  pharmacists  in 
their  interrelated  practices;  the  responsibilities  of  each 
in  best  serving  the  individual  patient  and  the  community. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Ave.,  New  York,  N.Y.  10017 


good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


r*  s\ cr n t i o o T3 <3 Q Q. 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request . 
EH  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Editorials 


Manpower  for  medicare 


It  is  estimated  that  there  will  be  an  in- 
creased demand  for  hospital  services  by 
persons  over  age  sixty-five  by  about  20 
per  cent.  They  now  occupy  25  per  cent  of 
the  short-term  hospital  days. 

The  result  of  a 20  per  cent  increase  by 
older  people  will  make  an  over-all  utiliza- 
tion increase  of  5 per  cent.  In  communi- 
ties with  a low  concentration  of  older 
people  problems  should  not  arise.  How- 
ever, in  communities  that  have  a high  con- 
centration of  older  people,  some  as  high 
as  15  per  cent  of  the  total  population, 
conditions  could  become  as  the  diplomats 
say  “fluid.” 

Foreseeing  that  any  crisis  which  may 
occur  will  be  more  likely  in  the  field  of 
medical  and  ancillary  manpower  rather 
than  in  bricks  and  mortar,  legislation  was 
enacted  over  the  past  two  years  to  prepare 
for  this.  Implementation  of  amendments 
to  the  Health  Professions  Educational 
Assistance  Act  of  1965  and  the  Nurse 
Training  Act  of  1964  will  assist  materially  in 
providing  more  doctors  and  nurses  and 
their  ancillaries. 

Coupled  with  the  construction  funds 
available  through  this  same  Act,  eight  new 
medical  schools  will  open  and  16  medical 
schools  will  expand  their  capacity  for  a total 
of  885  new  places  within  two  years,  in- 
creasing the  graduates  from  medical  schools 
by  over  10  per  cent.  Nurses  also  will 
increase  by  10  per  cent  this  year  as  gradu- 
ates reflect  the  increased  enrollment  from 
50,000  to  54,000  in  1966. 

Subprofessionals  to  meet  the  manpower 
shortage  are  being  turned  out  in  great 
numbers  under  the  programs  developed  by 
the  Vocational  Education  Act  of  1963  (P.L. 

88- 210),  the  Manpower  Development  and 
Training  Act  Amendments  of  1965  (P.L. 

89- 15), the  Economic  Opportunities  Amend- 
ments of  1965  (P.L.  89-253)  and  the  Older 
Americans  Act  (P.L.  89-73).  Over  60,000 


people  a year  are  in  training  for  these 
subprofessional  health  occupations. 

New  facilities  supported  by  grants  under 
the  Hill-Harris  Amendments  of  1964  to  the 
Hill-Burton  Act  (P.L.  88-443)  and  con- 
structions from  the  Appalachian  Act  (P.L. 
89-4),  together  with  loans  from  the  Small 
Business  Administration  and  Housing  and 
Home  Finance  Agency,  gave  rise  to  $2 
billion  of  new  health  facilities  construction 
last  year  and  probably  an  equivalent 
amount  this  year.  Nearly  30,000  hospital 
beds  were  added  in  1965  and  40,000  nursing 
home  beds. 

This  year  30,000  more  hospital  beds  and 
50,000  nursing  home  beds  will  be  con- 
structed. 

Recognizing  too  that  in  addition  to 
supplying  personnel  and  facilities,  it  was 
vitally  important  to  provide  alternatives  to 
hospital  or  institutional  care,  for  the  com- 
fort and  satisfaction  of  patients  and  their 
families  as  well  as  to  make  most  efficient 
use  of  scarce  hospital  beds,  a drive  to  create 
a network  of  home  health  services  was  car- 
ried out.  The  Public  Health  Services 
provided  $9  million  to  the  states  in  1965, 
under  the  Home  Health  Service  Formula 
Grant  Program,  to  inaugurate  home  nurs- 
ing programs  at  the  local  level.  This  will 
be  augmented  by  a program  this  year  under 
a contract  between  the  Office  of  Economic 
Opportunity  and  the  Public  Health  Service 
to  recruit  and  train  10,000  home  health 
aides,  the  needed  auxiliary  workers  for 
home  health  programs. 

The  Department  of  Health,  Education, 
and  Welfare  this  year  is  requesting  legis- 
lative authority  to  modernize,  improve, 
and  make  more  satisfactory  and  efficient 
obsolescent  urban  hospitals  (Hospital  Mod- 
ernization Bill);  fill  in  the  gaps  between 
subprofessionals  (aides  and  auxiliaries)  and 
professionals  (doctors,  dentists,  nurses)  by 
providing  funds  to  support  qualified  train- 
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ing  for  technologists  of  all  sorts  (medical, 
dental,  x-ray)  through  the  Allied  Health 
Professions  Bill. 

We  shall  know  soon  enough  whether  or 
not  the  preparations  have  been  adequate. 


If  they  are,  the  planners  will  never  be  con- 
gratulated, but  if  they  are  not,  they  will 
be  roundly  condemned,  but  not  too  vehe- 
mently, by  the  medical  profession,  for  they 
will  be  too  busy  “making  do.” 


Announcement  1966  District  Branch  Meetings 


Branch 


Date 


Place 


First  Sunday,  February  13 


The  Americana, 
New  York  City 


Second  Thursday,  Friday,  Saturday,  Carlton  Beach  Hotel, 
Sunday,  October  20,  21,  Bermuda 

22,  23 


Third  Friday,  Saturday,  Sunday,  Johnstown  Inn, 
and  October  7,  8,  9 Johnstown 

Fourth 


Fifth 

and 

Sixth 


Friday,  Saturday,  Sunday, 
September  9,  10,  11 


Thousand  Island  Club. 
Wellesley  Island, 
Alexandria  Bay 


Seventh  Thursday,  Friday,  Saturday,  Castle  Harbour, 
and  Sunday,  September  29,  30,  Bermuda 

Eighth  October  1,  2 


Ninth  Sunday,  February  13 


The  Americana, 
New  York  City 
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Bartholin’s  gland 


v>n,  - rt-x  Cervical  glands 


Periurethral  glands 

' \Tm 


brand  of 


metronidazole 


Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfec- 
tion from  male  consorts,  Flagyl  has  re- 
peatedly produced  up  to  100  per  cent  cure  in 
large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  a day  for  ten  days.  A 


vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  the  inserts  are  used 
one  vaginal  insert  should  be  placed  high  in  the 
vaginal  vault  each  day  for  ten  days,  and  concur- 
rently two  oral  tablets  should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been  demon- 
strated, one  250-mg.  oral  tablet  twice  a day  for 
ten  days. 

Contraindications  — Pregnancy;  organic  disease  of 
the  central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precautions  and  Side  Effects  — Complete  blood  cell 
counts  should  be  made  before  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Infrequent  and  minor  side  effects  include:  nausea, 
unpleasant  taste,  furry  tongue,  headache,  darkened 
urine,  diarrhea,  dizziness,  dryness  of  mouth  or 
vagina,  skin  rash,  dysuria,  depression,  insomnia, 
edema.  Elimination  of  trichomonads  may  aggravate 
coexisting  moniliasis. 

Dosage  Forms 

Oral  — 250-mg.  tablets.  Vaginal  — 500-mg.  inserts. 
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eczema:  scourge  of  childhood 


R.  R.,  Age  11  - 
Before  treatment— atopic 
eczema  of  long  standing 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  childhood  eczema: 
allergic,  atopic,  nummular,  psoriatic,  and 
mycotic. 

In  most  cases  responsive  to  the  topical  forms 
of  ARISTOCORT,  the  0.1%  concentration  is 
sufficiently  potent.  The  0.5%  concentration 
provides  enhanced  topical  activity  for  patients 
requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 

Aristocort  Topical 

Triamcinolone  Acetonide 


react  unfavorably  under  certain  conditions.  If  side 
effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Gm.  and  15  Gm.;  Vz  lb.  jar. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Importance  of 
Culdoscopy  in 
Fertility  Studies 


MARTIN  J.  CLYMAN,  M.D., 
F.A.C.S.,  F.A.C.O.G. 
New  York  City 

Associate  Attending  Physician,  Department  of  Obstetrics 
and  Gynecology,  The  Mount  Sinai  School  of  Medicine 


Soon  after  culdoscopy  was  introduced 
by  Decker  and  Cherry  in  1944, 1 the  tre- 
mendous value  of  this  procedure  in  the 
study  of  infertility  problems  became  ap- 
parent.2'3 Kelly  and  Rock4  reported  on 
492  cases  of  infertility;  Riva,  Hatch,  and 
Breen5  reported  on  203  cases;  and  Peretz 
and  Sharf6  reported  on  184  cases.  They 
emphasized  the  importance  of  culdoscopy 
in  infertility  diagnosis,  particularly  in  those 
patients  for  whom  no  definite  or  suspected 
cause  could  be  found  by  generally  ac- 
cepted routine  fertility  survey  technics. 
During  the  past  twenty  years  the  author 
has  performed  3,842  culdoscopies  of  which 
1,684  were  done  for  infertility  problems. 
This  presentation  is  the  evaluation  of  the 
findings  in  the  first  1,000  consecutive 
culdoscopies  done  for  infertility. 

When  the  infertile  couple  has  a complete 
infertility  survey,  it  usually  would  include 
the  following:  a complete  history  and 

physical  examination,  semen  analysis  and 
urologic  examination,  basal  body  tempera- 
ture chart  recordings,  tubal  insufflation, 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Obstetrics  and  Gynecology,  February  17,  1966. 


culdoscopy  is  useful  when  a complete  survey 
has  failed  to  show  definite  or  suspected  cause 
of  infertility,  since  the  pelvic  viscera  are 
visualized  with  a minimum  of  trauma  or  risk. 
Good  analgesic  premedication  is  important, 
and  local  anesthesia  is  used;  the  knee-chest 
position  with  thighs  perpendicular  to  the 
surface  of  the  table,  the  shoulders  braced, 
suffices.  This  need  not  be  performed  in  the 
operating  room  if  adequate  examining  room 
and  nursing  staff  are  available.  Tubal 
perfusion  is  performed  at  the  same  time  under 
direct  visualization.  Any  fixed  mass  in  the 
cul-de-sac,  acute  vaginitis,  and  certain  ortho- 
pedic cases  are  contraindications.  Of  1,000 
patients  studied,  102  had  normal  pelvic 
structures  of  which  54  per  cent  eventually  be- 
came pregnant.  Tubo-ovarian  adhesions, 
endometriosis,  solid  ovarian  tumors,  Stein- 
Leventhal  ovaries,  ovarian  hypoplasia,  ovarian 
cysts,  ovarian  agenesis,  and  tuberculosis  of 
the  fallopian  tubes  were  found.  Failure  to 
enter  the  peritoneal  cavity  occurred  in  3.4  per 
cent;  2.7  per  cent  had  complications  but  no 
serious  sequelae. 


hysterosalpingogram,  postcoital  test,  cervi- 
cal mucus  studies,  vaginal  smear  studies, 
endometrial  biopsy,  and  all  necessary 
endocrine  excretion  studies,  blood  studies, 
urinalyses,  and  psychiatric  evaluation.  We 
are  then  left  with  many  perplexing  ques- 
tions regarding  a satisfactory  explanation 
of  the  inability  of  the  female  to  conceive. 
We  may  suspect  varying  degrees  of  pelvic 
abnormality  such  as:  adhesions  due  to 

endometriosis,  old  pelvic  inflammatory 
disease  and/or  previous  surgery,  ovarian 
dysfunctional  states,  and  more.  To  gain 
this  much-needed  information,  culdoscopy 
can  be  utilized  as  a simple  procedure  to 
visualize  the  pelvic  viscera  with  a minimum 
of  trauma  and  risk  to  the  patient. 

Method 

Details  of  the  technic  of  culdoscopy 
have  been  previously  presented.7,8  All 
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patients  are  hospitalized  for  a twenty- 
four-hour  period  after  culdoscopy.  The 
knee-chest  position  with  the  thighs  perpen- 
dicular to  the  surface  of  the  table  and  the 
shoulders  held  in  position  by  shoulder 
braces  suffices  for  adequate  culdoscopic 
examination  in  the  properly  premedicated 
patient.  It  is  not  necessary  to  perform  this 
procedure  in  the  operating  room  if  an 
adequate-sized  gynecologic  examining  room 
with  nursing  staff  is  available.  Local  anes- 
thesia is  preferred.  General  or  regional 
anesthesia  is  not  necessary  for  this  pro- 
cedure and  is  rarely  used.  Good  analgesic 
premedication  is  important  and  is  effected 
by  administering  hydrochlorides  of  opium 
alkaloids  (Pantopon)  20  mg.,  scopolamine 
(Hyoscine)  0.4  mg.,  and  prochlorpera- 
zine (Compazine)  10  mg.  intramuscularly 
at  least  one  and  a half  hours  prior  to  the 
procedure.  Local  anesthesia  is  used  by 
injecting  2 cc.  of  1 or  2 per  cent  lidocaine 
(Xylocaine)  by  use  of  a rigid  tonsillar 
needle,  just  lateral  to  each  uterosacral 
ligament.  An  intramucosal  “wheal”  is 
raised  at  the  maximum  point  of  concavity 
with  1 cc.  of  solution.  Puncture  is  initially 
made  by  a small  number  12  gauge  trocar 
which  permits  air  to  “hiss”  audibly  into 
the  peritoneal  cavity  allowing  the  bowel  to 
fall  cephalad.  The  larger  trocar  is  then 
pushed  through  with  ease  parallel  to  the 
longitudinal  axis  of  the  uterus.  The  culdo- 
scope  is  then  inserted  through  the  cannula, 
and  the  pelvic  viscera  are  readily  visualized. 
The  optical  instruments  are  sterilized  by 
soaking  in  aqueous  refined  benzalkonium 
chloride  (Zephiran)  1 : 750  for  thirty  minutes 
or  by  use  of  ethylene  oxide  sterilization 
for  two  hours. 

All  patients  who  are  examined  by  cul- 
doscopy for  infertility  problems  have  tubal 
perfusion  performed  at  the  same  time 
under  direct  visualization.  This  is  ac- 
complished by  instilling  dilute  indigo 
carmine  dye  (5  cc.  indigo  carmine  in  30 
cc.  saline)  through  a cervical  uterine 
cannula.  One  readily  observes  normal 
patency  of  the  fallopian  tubes  as  the  dye 
gushes  out  of  the  fimbrial  ostia.  When  the 
fallopian  tubes  are  seen  to  distend  with  blue 
dye  and  then  transmit  the  dye  in  a slow 
oozing  or  droplike  fashion  (when  10  cc.  or 
more  dye  is  used),  then  fimbrial  tubal 
phimosis  is  readily  revealed,  as  are  tubal 
diverticula.  If  both  cornual  portions  of 


the  tubes  are  closed,  then  moderate  pres- 
sure will  reveal  the  surface  lymphatic 
vessels  at  the  cornual  and  lateral  uterine 
surface  to  be  blue  streaked. 

It  is  very  important  to  express  most  of 
the  air  from  the  peritoneal  cavity  after  the 
procedure  to  make  the  patient  comfortable. 
This  is  accomplished  by  having  the  patient 
descend  into  a prone  position  with  one 
hand  over  the  suprapubic  area  as  the 
cannula  is  moved  from  side  to  side.  It  has 
not  been  found  necessary  to  use  carbon 
dioxide.  The  use  of  carbon  dioxide,  how- 
ever, is  stated  by  Riva  et  al°.  “to  reduce  the 
distress  from  penumoperitoneum.”  With 
the  culdoscopic  cannula  in  place,  a dilation 
of  the  cervix  and  endometrial  curettage 
can  readily  be  accomplished  under  local 
anesthesia  in  the  knee-chest  position. 
Using  the  Clyman  panculdoscope  for  direct 
viewing,  one  can  take  color  photographs 
readily.10  Lysis  of  adhesions  and  ovarian 
biopsies  can  be  performed  through  the 
operative  cannula. 

Identification  and  interpretation  of  the 
abnormal  condition  viewed  is  dependent 
on  the  experience  of  the  culdoscopist.  All 
communities  and  large  hospitals  should 
have  trained  culdoscopists  available. 

Contraindications 

Any  fixed  mass  in  the  cul-de-sac  would 
not  permit  entry  to  the  peritoneal  cavity. 
A retroverted  uterus  is  not  a contraindica- 
tion since  most  retroverted  uteri  fall 
anteriorly  after  air  rushes  into  the  peritoneal 
cavity  following  the  initial  puncture  with 
the  smaller  trocar. 

Acute  vaginitis  is  a contraindication  as  is 
the  case  of  any  pulmonary  or  cardiac 
patient  where  the  knee-chest  posture  may 
produce  respiratory  distress.  Orthopedic 
cases  that  prevent  the  use  of  the  knee-chest 
position  would  also  be  a contraindication. 

Previous  abdominal  or  vaginal  surgery  is 
definitely  not  a contraindication  to  culdos- 
copy. 

Findings 

In  this  study  of  1,000  patients  where 
culdoscopy  was  performed  for  infertility 
in  an  effort  to  evaluate  fertility-impeding 
pelvic  factors,  it  was  found  that  102 
patients  had  normal  pelvic  structures  with 
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TABLE  I.  Culdoscopic  findings  in  1,000  patients 


Complications 

Cases 

Per 

Cent 

Normal  pelvic  structures 

102 

10.2 

Tubo-ovarian  adhesions  not  as- 

sociated  with  endometriosis 

381 

38.1 

Endometriosis 

237 

23.7 

associated  with  tubo-ovarian 
adhesions  9 . 9 per  cent  (99 
cases) 

Stein-Leventhal  ovaries 

94 

9.4 

Ovarian  hypoplasia 

64 

6.4 

Ovarian  cysts 

34 

3.4 

Solid  ovarian  tumors 

26 

2.6 

Tuberculosis  of  fallopian  tubes 

21 

2.1 

Ovarian  agenesis 

7 

0.7 

Failed  culdoscopies 

34 

3.4 

Total 

1,000 

100.0 

normal  passage  of  indigo  carmine  dye 
(Table  I).  Of  these  patients,  54  per  cent 
eventually  became  pregnant. 

Tubo-ovarian  adhesions 

not  associated  with  endometriosis 

Tubo-ovarian  adhesions  were  found  to  be 
the  primary  factor  in  fertility-impeding 
abnormal  conditions  in  381  patients.  The 
degree  of  tubo-ovarian  adhesions  varied 
from  the  thin  filmy  type  which  covered 
portions  of  the  ovary,  fallopian  tube,  or 
fixed  the  fallopian  tube  and/or  ovary  to 
the  lateral  pelvic  walls,  to  the  far  more 
serious  type  of  dense  pelvic  adhesions  with 
the  fallopian  tubes  “clubbed”  and  closed 
and  with  the  ovaries  virtually  buried  in 
these  dense  adhesions.  Ninety-nine 
additional  patients  had  pelvic  adhesions 
associated  with  endometriosis. 

Tubal  perfusion  using  dilute  indigo 
carmine  dye  instilled  through  the  uterine 
cavity  proved  to  be  of  greater  value  in 
interpreting  the  anatomic  state  of  the 
fimbriated  ends  of  the  fallopian  tubes  than 
hysterosalpingography.  In  many  cases  the 
hysterosalpingogram  was  misleading  in 
that  “free  peritoneal  spillage”  with  good 
visualization  of  the  uterine  cavity  and  fallo- 
pian tubes  was  reported.  There  were 
numerous  cases,  however,  where  pelvic 
abnormal  conditions  were  revealed  by  sub- 
sequent culdoscopy.  Conversely,  cases  were 
observed  where  there  was  accumulation 
of  radiopaque  dye  near  the  ends  of  the 
fallopian  tubes.  This  was  interpreted  by 


TABLE  ll.  Causes  of  tubo-ovarian  adhesions 
not  associated  with  endometriosis 


Complications 

Cases 

Per 

Cent 

History  of  previous  pelvic  inflam- 

matory  disease 

224 

58.8 

Previous  pelvic  surgery 

69 

18.1 

No  history  of  previous  acute  or 

chronic  pelvic  distress 

64 

16.8 

Appendicitis  (alone)  with  appen- 

dectomy 

24 

6.3 

Total 

381 

100.0 

hysterosalpingogram  as  peritubal  adhesions 
or  pooling  of  dye.  Culdoscopy,  however, 
revealed  normal  fallopian  tubes  with  no 
adhesions  and  free  spillage  of  indigo  carmine 
dye. 

Phimosis  or  partial  occlusion  of  the 
fimbriated  ends  of  the  fallopian  tubes  is 
frequently  encountered  even  after  tubal 
insufflation  (Rubin’s  test)  and  hystero- 
salpingogram results  are  characterized  as 
normal.  The  fallopian  tubes  become 
moderately  distended  with  indigo  carmine 
dye,  and  the  dye  is  seen  to  trickle  slowly 
through  a very  small  orifice  at  the  fim- 
briated end  which  could  easily  be  inter- 
preted as  free  spillage  by  hysterosalpingo- 
gram. This  is  not  a normal  physiologic 
functioning  tube,  since  ovum  pickup  is 
impaired.  In  many  of  these  cases  of  tubal 
phimosis  there  is  an  associated  agglutina- 
tion of  the  fimbria  with  fine  filmy  adhesions. 
These  patients  are  good  candidates  for 
hydrotubation  which  does  increase  the 
pregnancy  rate.11  If  pregnancy  does  not 
occur  after  a reasonable  trial,  then  in  this 
type  of  patient  fimbrioplasty  is  highly  re- 
warding. 

Table  II  shows  the  causes  of  tubo-ovarian 
adhesions  which  are  not  associated  with 
endometriosis.  This  group  accounted  for 
over  one  third  of  the  abnormal  conditions 
found  in  this  series.  It  is  of  interest  to  note 
that  58.8  per  cent  of  this  group  or  224 
patients  had  a past  history  of  pelvic  in- 
flammatory disease  which  could  account 
for  the  abnormal  condition.  However, 
18.1  per  cent  or  69  patients  with  tubo- 
ovarian  adhesions  had  had  previous  pelvic 
surgery  which  involved  the  tubes,  ovaries, 
or  uterus.  In  most  of  these  cases,  it  would 
be  impossible  to  determine  by  results  of 
bimanual  pelvic  examination,  hystero- 
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TABLE  III.  Endometriosis — location  of  lesions 


Complications 

Cases 

Per 

Cent 

Ovaries  (alone) 

86 

36.0 

Ovaries  and  tubes 

94 

40.0 

Ovaries,  pelvic  walls,  and  broad 

ligaments 

53 

22.0 

Endometrial  cysts  (chocolate 

cysts) 

4 

2.0 

Total 

237 

100.0 

salpingogram,  and  tubal  insufflation  test, 
whether  adhesions  were  present  or  absent. 
This  was  readily  ascertained  by  culdoscopy. 
The  extent  of  the  adhesions  varied,  but  in 
most  cases  they  appeared  to  be  extensive 
enough  to  reduce  the  possibility  of  the 
ovum  reaching  the  fallopian  tube  even 
though  ovulation  seemed  to  occur  normally 
by  our  standard  clinical  parameters  of 
ovulation. 

Although  adhesions  secondary  to  ap- 
pendicitis (alone)  with  appendectomy  ac- 
counted for  only  6.3  per  cent  or  24  patients, 
it  was  found  to  be  an  etiologic  factor  of 
importance  as  a cause  of  infertility.  Most 
of  these  patients  had  a history  of  severe 
acute  appendicitis  or  of  having  had  a drain 
inserted. 

It  was  most  revealing  to  find  that  16.8 
per  cent  of  this  group  or  64  patients  who 
had  had  tubo-ovarian  adhesions  of  varying 
degrees  which  contributed  to  their  infertile 
state  had  no  past  history  of  acute  or  chronic 
pelvic  inflammatory  disease.  It  is  possible 
that  many  of  these  patients  may  have  had 
adhesions  produced  by  serum  in  the 
peritoneal  cavity  which  occurred  at  the  time 
of  ovulation.  This  could  be  sufficient  to 
produce  clots  wherein  fibroblasts  could 
grow  and  result  in  adhesions.  Retrograde 
menstruation  might  also  be  a possibility.6,12 
Several  of  the  cases  of  tubercular  salpingitis 
fell  into  this  category  where  the  patient 
had  no  pelvic  symptoms. 

Endometriosis 

In  this  study,  237  patients  were  found  to 
have  pelvic  endometriosis,  and  94  of  these 
were  associated  with  tubo-ovarian  ad- 
hesions (Table  III). 

As  a result  of  diagnosis  by  culdoscopic 
observation,  asymptomatic  endometriosis 
is  now  considered  a more  commonly  oc- 


curring pelvic  disease  than  previously 
thought.8  Of  the  237  cases,  86  patients  had 
endometrial  implants  of  the  ovaries  alone. 
Of  this  group,  41  had  some  degree  of 
fimbrial  phimosis  and  agglutination.  The 
other  45  had  no  apparent  evidence  of  either 
obstruction  of  any  portion  of  the  fallopian 
tubes  or  pelvic  adhesions,  yet  fertility 
was  impaired.  At  present,  there  is  no 
reasonable  explanation  for  this  group  of 
cases.  Endometriosis  involving  both 
ovaries  and  fallopian  tubes  with  peritubal 
adhesions  occurred  in  94  patients.  More 
extensive  involvement  of  the  ovaries, 
pelvic  wall,  and  broad  ligaments  occurred 
in  53  patients.  There  were  4 endometrial 
cysts  (chocolate  cysts)  measuring  4 cm.  or 
larger.  They  were  palpable  before  culdos- 
copy, and  all  were  asymptomatic.  The 
only  complaint  on  the  part  of  the  patient 
was  infertility.  Two  of  these  cysts  were 
perforated  during  culdoscopy  with  extra- 
peritoneal  drainage  and  no  complications. 
Surgery  was  performed  for  this  group. 

Of  the  237  cases  of  endometriosis,  only 
87  were  suspected  before  culdoscopic 
examination.  The  remainder  had  negative 
bimanual  pelvic  findings  and  were  com- 
pletely asymptomatic.  Where  the  ab- 
normal condition  was  minimal  such  as 
involvement  only  of  ovaries,  patients  were 
placed  on  a trial  of  continuous  pro- 
gestational therapy  for  from  six  to  eight 
months  to  produce  a pseudo-pregnancy 
state.  Many  of  these  cases  with  question- 
able tubal  abnormal  condition  as  revealed 
and  diagnosed  by  hysterosalpingogram 
were  previously  treated  for  chronic  pelvic 
inflammatory  disease. 

The  tremendous  value  of  culdoscopy  in 
the  diagnosis  of  endometriosis  or  the 
elimination  of  this  diagnosis  is  self-evident. 

Solid  ovarian  tumors 

There  were  26  patients  with  solid  ovarian 
tumors  (Table  IV).  Of  this  group,  16  were 
suspected  by  pelvic  examination  or  history 
of  a possible  functioning  ovarian  tumor, 
and  10  were  diagnosed  as  an  incidental  find- 
ing at  the  time  of  culdoscopy.  Fibromas 
accounted  for  the  largest  number  or  15 
cases.  These  varied  in  size  from  0.5  mm.  to 
6 cm.  Three  of  the  larger  fibromas  were 
diagnosed  as  pedunculated  fibromyomas  of 
the  uterus  preculdoscopically.  All  the 
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Brenner  tumors  were  diagnosed  by  ovarian 
biopsy  and  measured  in  size  from  1 to  3 cm. 
There  was  a suspicious  tumescence  of  the 
ovary,  and  diagnosis  was  made  histolog- 
ically. There  was  1 suspected  granulosa 
cell  tumor  which  was  diagnosed  by  biopsy 
and  had  a gross  appearance  not  unlike 
that  of  the  Brenner  tumor.  There  were  2 
thecomas  diagnosed  by  biopsy  and  4 cases 
of  arrhenoblastoma  with  masculinizing 
symptoms.  The  tumors  measured  1 to  4 
cm.  in  diameter  and  had  a reddish-gray 
appearance.  One  was  confirmed  by  biopsy 
and  the  other  3 by  laparotomy.  One  of 
these  cases  has  been  previously  reported.13 

Stein-Leventhal  ovaries 

There  were  94  cases  of  patients  with 
secondary  amenorrhea  of  one  or  more  years 
duration.  Of  this  group,  the  ovaries  were 
palpably  enlarged  in  37  patients.  In  the 
remainder  of  this  group  it  was  difficult  to 
ascertain  the  exact  size  of  the  ovaries  by 
pelvic  examination. 

All  of  these  cases  were  suspected  of 
having  enlarged  bilateral  microcystic 
ovaries.  There  were  many  patients  with 
secondary  amenorrhea  suspected  of  having 
Stein-Leventhal  syndrome.  However,  the 
ovaries  in  many  of  these  cases  were  of 
normal  or  small  size  with  a pale  white 
smooth  surface,  thickened  tunica,  a con- 
spicuous absence  of  the  visual  subserosal 
microcystic  quality,  and  an  absence  of  the 
fine  vascular  striae  which  is  most  char- 
acteristic of  the  ovaries  associated  with  the 
Stein-Leventhal  syndrome.  The  ovaries 
must  be  enlarged  and  have  these  described 
characteristics  before  one  can  designate 
them  as  Stein-Leventhal  ovaries. 

Ovarian  hypoplasia 

There  were  64  cases  of  ovarian  hypo- 
plasia, 42  of  which  were  ovulating  regularly. 
The  ovaries  were  two-thirds  or  one-half 
normal  size.  The  remainder  had  irregulari- 
ties of  the  cycle,  several  with  poor  luteal 
phase  endometrium  and  with  poor 
postovulatory  follicular  luteinization  as 
seen  culdoscopically.  This  diagnosis  is 
important  in  the  endocrine  aspects  of 
endometrial  preparation  for  nidation  of  a 
fertilized  ovum. 


TABLE  IV.  Infertility  associated  with  solid 
ovarian  tumors 


Tumor 

Patients 

Fibroma 

15 

Brenner 

4 

Arrhenoblastoma 

4 

Thecoma 

2 

Granulosa  cell 

1 

Total 

26 

Ovarian  cysts 

There  were  34  patients  with  ovarian 
cysts  associated  with  infertility.  Of  these, 
22  were  simple  follicular  cysts,  8 were 
dermoid  cysts,  and  4 were  endometrial 
cysts.  Five  of  the  8 dermoid  cysts  were  not 
suspected  and  were  diagnosed  by  aspiration 
of  a pale  yellow  liquid  which  solidified  to  a 
consistency  like  chicken  fat  in  the  refrigera- 
tor. Aspiration  of  this  type  of  cyst  did  not 
result  in  a peritoneal  irritation  or  sequelae. 
The  4 patients  with  endometrial  cysts  were 
previously  discussed  under  endometriosis. 

Ovarian  agenesis 

There  were  7 patients  with  primary 
amenorrhea,  all  of  whom  had  normal 
skeletal  growth  but  evident  hypoplasia  of 
the  breasts  and  uterus  together  with  vary- 
ing degrees  of  estrogen  deficiency.  Culdos- 
copy  in  these  cases  revealed  streaks  of 
ovarian  tissue  of  varying  dimensions. 
Biopsy  of  these  ovaries  ruled  out  ovotestes. 
It  is  obvious  that  nothing  can  help  the 
infertility  status  of  these  patients. 

Tuberculosis  of  the  fallopian  tubes 

There  were  21  cases  of  tuberculosis  of  the 
fallopian  tubes,  4 of  which  had  been 
previously  suspected.  Diagnosis  of  tuber- 
culosis of  the  fallopian  tubes  per  se  cannot 
be  made  by  culdoscopy  alone.  If  there  is 
no  evidence  of  a tuberculous  peritonitis  by 
culdoscopy,  the  fallopian  tube  appears  es- 
sentially as  it  would  in  a chronic  salpingitis 
with  thickened  tube  walls.  Of  this  group 
only  6 such  cases  were  diagnosed  pre- 
operatively,  and  the  remaining  15  diagnoses 
were  made  histologically  after  laparotomy. 
In  4 cases  the  nodularity  of  the  fallopian 
tubes  led  to  the  suspicion  of  a possible 
tuberculosis.  In  3 of  these  4 cases  samples 
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TABLE  V.  Complications 


Complications 

Cases 

Per 

Cent 

Perforation  of  endometrial  cyst 

2 

0.2 

Perforation  of  hydrosalpinx 

1 

0.1 

Bleeding  from  puncture  site 

6 

0.6 

Retroperitoneal  and/or  mediasti- 
nal air  syndrome 

6 

0.6 

Pelvic  infection 

3 

0.3 

Rectosigmoid  perforation  (extra- 
peritoneal) 

4 

0.4 

Brachial  plexus  palsy 

3 

0.3 

Prolapsed  appendices  epiploicae 

2 

0.2 

Omental  prolapse 

0 

0.0 

Total 

27 

2.7 

of  menstrual  blood  from  the  first  day  were 
obtained  and  revealed  positive  cultures  for 
tuberculosis  bacilli.  Endometrial  biopsies 
in  these  patients  did  not  reveal  tuberculosis. 
Of  the  21  cases,  20  were  foreign-born  fe- 
males, 12  of  whom  had  spent  time  in  dis- 
placed persons  camps  in  Europe  after 
World  War  II.  Of  this  group  only  4 had 
x-ray  film  evidence  of  previous  healed  pul- 
monary tuberculosis,  and  in  1 of  these  cases 
a positive  culture  of  urine  and  tuberculous 
nephritis  was  also  made.  There  was  only  1 
American-born  Negro  female,  twenty-four- 
years  of  age,  who  fell  into  this  category. 

Failed  culdoscopic  examinations 

There  were  3.4  per  cent  of  the  entire 
group  or  34  cases  where  it  was  not  possible 
to  enter  the  peritoneal  cavity  by  cul-de-sac 
puncture.  Twenty-eight  of  these  cases  had 
a subsequent  laparotomy  performed. 
Twenty-two  of  these  patients  had  dense 
cul-de-sac  adhesions  secondary  to  old 
pelvic  inflammatory  disease  or  endometrio- 
sis. Six  cases  had  no  evidence  for  the  failure 
of  puncture. 

Complications 

There  were  27  complications  or  2.7  per 
cent  of  this  series,  none  of  which  had  any 
serious  sequelae  (Table  V).  The  2 patients 
with  perforation  of  endometrial  (chocolate) 
cysts  with  extraperitoneal  drainage  had  no 
febrile  reaction.  The  case  of  a perforation 
of  a large  hydrosalpinx  intraperitoneally 
had  a minimal  reaction  with  a temperature 
elevation  to  100.6  F.  for  twenty-four  hours. 


There  were  6 cases  of  bleeding  from  the 
puncture  site  that  required  suturing.  Two 
of  these  were  delayed  bleeding,  two  and 
three  days  respectively.  All  puncture  sites 
are  now  inspected  with  the  patient  in  prone 
position  utilizing  the  Sims’s  retractor.  If 
any  active  bleeding  is  evident,  the  puncture 
cuff  is  grasped  with  an  Allis  forceps  and  a 
figure-of-eight  suture  is  placed.  Retro- 
peritoneal and/or  mediastinal  air  syndrome 
produced  back,  chest,  and  neck  discomfort 
for  several  days.  It  has  not  been  serious, 
and  6 cases  occurred  primarily  in  the  failed 
culdoscopies.  The  3 cases  of  pelvic  in- 
fection (pelvic  peritonitis)  occurred  in  2 
ward  cases  and  1 private  case  where  sexual 
relations  were  resumed  within  twenty-four 
to  forty -eight  hours  after  culdoscopy,  against 
instructions  given  to  the  patients.  They 
responded  rapidly  to  antibiotics  with  no 
known  sequelae. 

There  were  4 rectosigmoidal  perforations, 
all  extraperitoneal,  3 of  which  were 
sutured.  They  all  healed  well  without  any 
sequelae. 

There  were  3 cases  of  brachial  plexus 
palsy  secondary  to  the  shoulder  braces 
being  improperly  placed.  All  motion  and 
sensation  of  the  involved  arm  returned  to 
normal. 

Prolapsed  appendices  epiploicae  occur- 
red in  2 patients.  These  were  tied  off 
with  catgut  and  removed  followed  by  a 
suture  closure  of  the  puncture  site  with  no 
sequelae.  This  was  previously  reported  by 
Gear. 14  There  were  no  cases  of  omental 
prolapse.  There  are  no  deaths  reported  in 
the  literature  directly  due  to  culdoscopy. 

Summary 

An  analysis  of  1,000  culdoscopic  exami- 
nations performed  for  infertility  studies  has 
been  presented.  Much  important  infor- 
mation is  obtained  by  culdoscopy  with  tubal 
perfusion  for  immediate  pelvic  evaluation  to 
confirm  or  negate  any  suspected  pelvic 
abnormal  condition  which  may  be  an  etio- 
logic  factor  in  the  cause  of  infertility. 
This  procedure  has  a minimum  of  complica- 
tions, no  deaths,  and,  in  experienced  hands, 
a low  failure  rate.  It  should  be  an  integral 
part  of  every  female  infertility  survey. 
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The  Falkland  Islands  and  British  Antarctic 
Territory  total  4,600  square  miles,  have  2,200 
people,  no  medical  schools,  1 hospital,  and  4 
physicians. 

British  Guiana  has  83,000  square  miles  and 
603,000  people.  There  are  no  medical  schools, 
27  hospitals,  and  145  physicians. 

French  Guiana  has  23,000  square  miles,  a 
population  of  34,000,  no  medical  schools,  4 
hospitals,  and  23  physicians. 

Netherlands  Surinam  is  55,143  square  miles 
in  size,  has  330,000  people,  1 medical  school, 
20  hospitals,  and  149  physicians. 

In  Paraguay,  the  area  is  150,000  square  miles 
and  the  population  is  1.8  million.  There  is  1 
medical  school,  131  hospitals,  and  1,082  physi- 
cians. 

Peru  has  514,000  square  miles,  a population  of 
12.2  million,  5 medical  schools,  228  hospitals, 
and  6,000  physicians. 

Uruguay  has  an  area  of  72,172  square  miles, 
a population  of  2.6  million,  1 medical  school, 
60  hospitals,  and  2,812  physicians 

In  Venezuela  there  are  352,150  square  miles, 
the  population  is  8.5  million,  there  are  6 medical 
schools,  315  hospitals,  and  6,500  physicians. 
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Neonatal  Behavior, 
Mother-Baby 
Interactions,  and 
Personality  Development 

KARL  EASTON,  M.D. 
New  York  City 


Individual  neonates  were  studied  in  a 
hospital  nursery  and  classified  as  to  their 
activity  patterns  and  responsivity  pro- 
clivities. Mothers  were  interviewed  to 
study  their  ideas  and  affects  in  relation  to 
the  pregnancy,  labor,  and  delivery,  and 
particularly  to  ascertain  their  feelings, 
fears,  and  libidinal  and  aggressive  impulses 
toward  the  newborn  child.  These  inter- 
views were  conducted  during  the  hospital 
nursing  period  where  mother-baby  inter- 
actions are  under  direct  surveillance,  and  the 
quality  and  nuances  of  the  mother’s  han- 
dling can  be  surveyed. 

The  lying-in  period  is  often  a threatening 
situation  laden  with  anxieties  and  uncer- 
tainties for  the  mother.  The  quality  of  the 
mother’s  reactions  exhibited  toward  her 
newborn  child  in  the  hospital  situation  is 
not  necessarily  a legitimate  indicator  of 
her  basic  feelings  toward  the  baby.  The 
mother-neonate  relationship  in  the  hospital 
situation  is  an  enormously  plastic  situation 
with  great  potential  for  later  change  in  any 
direction.  Therefore,  longitudinal  follow-up 
contacts  were  necessary  to  observe  the 
mother-child  relationship  in  the  home  en- 
vironment and  to  determine  if  there  was  a 
relationship  between  individual  neonatal  be- 


havioral characteristics  and  the  subsequent 
behavior  of  the  developing  infant  and  child. 

Neonatal  observations 

A neonate  may  exhibit  a violent  startle 
reaction  to  a minimal  stimulus  on  one  oc- 
casion, and  ten  minutes  later  the  same  in- 
tensity stimulus  can  provoke  no  reaction. 
Activity  patterns  were  greater  during  pe- 
riods of  hunger  when  muscular  movements, 
sucking,  and  crying  activities  were  in- 
creased. Refractory  periods,  or  periods 
during  which  no  startle  response  could  be 
elicited,  occurred  in  the  interval  immediately 
following  a startle  reaction,  although  oc- 
casionally there  was  an  absence  of  re- 
fractory periods.1  The  neurophysiologic 
phenomenon  of  variations  in  thresholds  at 
different  times  is  poorly  understood. 
Bridger  and  Reiser2  state:  “Spurious  con- 

clusions can  result  if  one  doesn’t  take  into 
account  what  might  be  called  the  indi- 
vidual’s receptivity  to  stimulation  at  the 
time  of  the  stimulus.”  Fundamental  fea- 
tures of  neonatal  behavior  can  be  ascer- 
tained only  through  repeated  observations 
and  by  subjecting  the  neonate  to  a series 
of  stimuli  at  many  different  time  intervals. 

Neonates  were  clinically  classified  on  a 
progressive  5-point  scale  in  relation  to 
activity  patterns  and  responsivity  char- 
acteristics. Thus,  in  regard  to  activity,  a 
neonate  was  (1)  excessively  hyperactive, 
(2)  moderately  hyperactive,  (3)  neither 
hyperactive  nor  hypoactive,  (4)  moderately 
hypoactive,  or  (5)  extremely  hypoactive. 
The  degree  of  activity  depended  on  the 
extent  of  general  movements  of  the  ex- 
tremities, head,  and  trunk;  the  vociferous- 
ness of  the  cry;  the  activity  of  the  rooting 
responses;  the  vigorousness  of  sucking; 
the  degree  of  wakefulness  and  alertness; 
the  degree  of  muscular  strength;  and  the 
quality  of  the  startle  reaction  and  the 
strength  of  the  grasping  reflex.  Similarly, 
the  responsivity  behavior  of  a neonate  was 
classified  as  (1)  extremely  hyperresponsive, 
(2)  moderately  hyperresponsive,  (3)  neither 
hyperresponsive  nor  hyporesponsive,  (4) 
moderately  hyporesponsive,  or  (5)  ex- 
tremely hyporesponsive.  The  degree  of 
responsivity  depended  on  the  presence  and 
quality  of  the  organism’s  reaction  to  a 
series  of  sound,  touch,  pain,  position 
change,  and  vibratory  stimuli.  Sound 
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stimuli  were  administered  by  clapping  the 
hands  or  by  ringing  a bell  directly  over  the 
neonate.  Touch  stimuli  were  administered 
by  stroking  the  newborn  infant’s  face,  pain 
stimuli  by  pinching  the  toes,  position 
change  and  kinesthetic  stimuli  by  picking 
up  the  neonate,  and  vibratory  and  sound 
stimuli  by  tapping  the  side  of  the  metal 
bassinet. 

Individual  neonates  varied  in  their  re- 
sponsivity  proclivities.  For  example,  tap- 
ping the  sides  of  the  bassinet  would  evoke  a 
violent  startle  and  cry  response  in  exces- 
sively hyperresponsive  newborn  infants  and 
no  response  in  excessively  hyporesponsive 
neonates.  Minimal  intensity  stimulations 
evoked  maximal  startle  or  other  responses 
such  as  crying,  sucking,  and  muscular 
activity  in  the  hyperresponsive  babies. 
The  converse  was  seen  in  the  hyporespon- 
sive types. 

Studies  on  autonomic  nervous  system 
differences  in  individual  neonates  are  being 
performed  by  various  investigators.  Rich- 
mond and  Lustman3  have  demonstrated 
significant  differences  in  reflex  vasodilata- 
tion to  an  increased  temperature  stimulus 
and  reflex  pupillary  dilatation  to  a sound 
stimulus  in  individual  neonates.  More- 
over, Lipton,  Steinschneider,  and  Rich- 
mond1 found  that  neonates  vary  in  their 
reaction  to  swaddling.  Some  were  quieter, 
slept  more,  and  had  a lower  heart  rate, 
while  others  exhibited  no  change.  One 
neonate  (out  of  10  tested  ) exhibited  greater 
heart  rate  and  respiratory  responses.  Stein 
and  Kron  have  demonstrated  remarkable 
differences  in  the  feeding  behavior  of  neo- 
nates via  electronic  equipment  connected 
to  a nipple  and  the  milk  supply.3  By 
this  method  the  pressures,  rate  of  flow, 
frequency,  and  amount  of  milk  consumed 
are  accurately  measured.  An  individual 
sucking  pattern  can  be  established  for 
each  neonate.  They  state: 

Our  preliminary  findings  suggest  that  in- 
fants possess  innate  individuality  which  may  be 
monitored  by  such  methods  as  our  own.  The 
infants  in  our  study  differed  significantly  one 
from  the  other  in  sucking  behavior,  and  then- 
characteristic  style  of  feeding  persisted 
throughout  the  period  of  testing.  Some  of 
the  infants  were  followed  for  some  weeks 
after  leaving  the  hospital,  and  they  retained 
their  individual  styles  of  sucking.  It  is  pos- 
sible that  such  infantile  feeding  characteris- 
tics represent  anlage  for  later  personality 


newborn  children  and  their  mothers  were 
studied  both  in  the  hospital  and  at  home  to 
determine  the  relationship  between  neonatal 
characteristics  and  subsequent  behavior  of  the 
developing  infant.  Activity  and  responsivity 
were  graded  at  various  times.  Studies  were 
made  on  autonomic  nervous  system  differences 
and  sucking  pattern  tracings.  Five  cases  are 
presented  showing  the  importance  of  mother- 
baby  interpersonal  reactions  and  their  effects 
on  both. 


development.  However,  it  would  require  a 
thoroughgoing  longitudinal  study  to  assess 
the  significance  of  such  infantile  factors  in 
determining  psychological  maturation  and 
development.  Until  such  studies  have  been 
completed,  we  will  be  unable  to  prognosticate 
on  the  basis  of  our  current  findings.5 

The  sucking  pattern  tracings  for  most 
of  the  neonates  were  unique  but  regular, 
but  a few  had  faltering,  erratic,  and  grossly 
atypical  patterns.  Their  plan  is  to  follow 
the  tested  infants  for  at  least  five  years  to 
determine  if  there  is  any  relationship  be- 
tween early  feeding  behavioral  patterns 
and  later  personality  characteristics. 

Any  longitudinal  study,  such  as  the 
Stein  and  Kron  study,  must  take  into 
account  the  effect  of  the  environment, 
especially  the  mother’s  effect,  on  the  de- 
veloping baby  and  child  relation  to  the 
original  neonatal  behavior.  A vital  and 
sensitive  feed-back  mechanism  is  in  effect 
which  complicates  the  drawing  of  firm 
conclusions  concerning  the  relationship 
between  early  neonatal  and  later  child  and 
adult  behavior.  For  example,  an  ex- 
tremely anxious  young  mother,  trembling 
with  fear  as  the  nurse  presented  her 
with  her  first  baby  a day  after  delivery, 
calmed  down  in  response  to  the  vigorous- 
ness and  forcefulness  of  the  baby’s  suck- 
ing activity.  This  particular  mother’s 
anxieties  could  not  have  been  alleviated  so 
dramatically  and  the  entire  mother-baby 
relationship  would  have  commenced  on  a 
different  level  of  organization,  had  the 
baby  been  less  forceful.  On  the  other  hand, 
many  breast-feeding  mothers  develop  ten- 
sions, anxieties,  headaches,  and  other  psy- 
chophysiologic  phenomena  in  response  to 
infants  who  could  not  nurse  adequately. 
Originally  calm,  their  difficulties  developed 
as  a definite  reaction  to  the  clumsy  nursing 
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situation.  Mothers  are  profoundly  sensi- 
tive to  the  reactions  of  their  babies.  In 
this  sense,  the  baby  helps  create  his  own 
environment.6 

Case  reports 

Case  1.  While  making  rounds  in  the  normal 
newborn  nursery,  a particularly  sensitive,  low- 
threshold,  hyperresponsive,  and  irritable  baby 
girl  was  observed.  She  was  two  days  old  at 
the  time  of  the  original  observations.  When  the 
bassinet-tapping  stimulus  was  applied,  the 
neonate  startled  violently.  She  stiffened 
abruptly,  and  tonic-clonic  convulsive-like  move- 
ments in  all  four  extremities  followed.  She 
vomited  a profuse  quantity  of  gastric  content 
although  her  last  feeding  had  been  four  hours 
previously.  As  a result  of  a poorly  understood 
autostimulation  feed-back  mechanism,  she  spon- 
taneously startled  again.  Crying  followed  and 
continued  even  after  she  was  picked  up  and 
cuddled. 

Repeated  auditory,  tactile,  vibratory,  and 
position  change  stimuli  of  very  low  intensity 
were  invariably  followed  by  exaggerated  startle 
responses.  When  she  was  picked  up,  she  stif- 
fened and  cried.  Her  activity  patterns  were 
rather  low.  In  the  absence  of  external  stimuli 
she  was  quiet,  and  her  sucking  behavior  and 
grasp  reflexes  were  weak.  She  was  fragile  and 
delicate-appearing.  Her  rooting  responses  were 
deficient. 

The  excessive  hyperresponsivity,  crying,  in- 
ability to  be  comforted,  proclivity  to  vomiting, 
and  stiffening  when  picked  up  placed  her  in  the 
category  of  the  irritable  neonate.  Pediatri- 
cians have  labeled  these  babies  as  hypertonic, 
but  the  significance  of  this  clinical  picture  has 
never  been  fully  understood. 

Her  mother  was  a twenty-three-year-old 
Puerto  Rican  woman  who  had  been  married 
less  than  one  year  when  the  baby,  her  first,  was 
born.  When  the  neonate  was  first  observed 
with  her  mother  in  the  hospital,  a tense  situa- 
tion was  present.  The  mother  was  consider- 
ably anxious  while  holding  the  baby  who  cried 
most  of  the  time.  Any  sudden  motion  would 
elicit  an  active  startle  reaction.  Moreover, 
extraneous  sounds,  such  as  the  traffic  outside 
the  hospital  window,  similarly  resulted  in  a 
startle.  The  neonate,  who  was  being  bottle 
fed,  sucked  poorly  and  took  less  than  1 ounce  of 
formula  at  one  feeding.  The  mother  was  ap- 
prehensive and  preferred  not  holding  the  baby. 

The  first  and  second  home  visits,  when  the 
baby  was  one  and  two  months  of  age  respec- 
tively, found  a desperate  situation.  From  the 
moment  the  baby  left  the  hospital,  she  cried 
about  fifteen  hours  in  every  twenty-four-hour 
period.  She  was  described  as  nervous  by  the 
mother.  Sucking  difficulties  and  regurgitation 
were  prevalent.  She  was  a light  sleeper,  and 
any  sound  would  arouse  her.  Although  there 
were  no  bowel  or  urinary  problems,  she  invari- 
ably cried  after  urinating,  indicating  probably 
excessive  skin  sensitivity  to  the  wet  diaper  as 


well  as  a degree  of  discomfort  in  reaction  to  the 
emptying  of  the  bladder. 

The  mother  was  anxious  and  exhausted  but 
uncomplainingly  persisted  in  devoting  all  her 
attention,  physical  and  emotional,  in  tending  to 
the  baby.  She  always  picked  the  baby  up  and 
cuddled  her  affectionately  when  she  cried,  de- 
spite neighbor’s  advice  to  let  her  cry  it  out. 
She  slept  little,  as  her  husband  could  not  help 
her  during  the  night,  because  he  insisted  he  had 
to  obtain  adequate  sleep  to  work  the  next  day. 

The  quality  of  her  ministrative  attentions 
was  established  as  being  warm,  positively 
maternal,  and  definitely  protective.  Her  pro- 
found impulse  was  to  keep  the  baby  as  free  of 
discomfort  as  possible.  Even  the  fashion  in 
which  she  held  and  cuddled  the  baby  was 
demonstrative  of  her  positive  maternal  quality. 
She  sang  to  the  baby  as  she  walked  the  floor 
and  jiggled  her  protectively  and  affectionately. 
As  soon  as  the  baby  soiled  or  wet,  a diaper 
change  was  made.  The  baby  always  responded 
to  the  mother’s  attention  by  stopping  her  cry- 
ing. When  strangers  picked  her  up,  however,  the 
crying  continued,  indicating  that  the  baby 
could  differentiate  her  mother  from  others. 

The  baby  was  kept  on  a modified  feeding 
schedule  and  was  never  kept  waiting  when  she 
was  hungry.  The  mother  accepted  her  motherly 
role  in  that  little  resentment  was  noticed.  She 
yielded  to  the  almost  fantastic  demands  of 
caring  for  this  particularly  sensitive,  irritable, 
and  colicky  baby. 

The  third  home  visit  when  the  baby  was 
three  months  of  age  found  the  situation  remark- 
ably improved.  Although  the  threshold  to 
various  sensory  stimuli  remained  inordinately 
low,  the  excessive  crying  was  absent.  She 
slept  through  the  night.  There  were  no  difficul- 
ties in  sucking,  and  she  took  solid  foods  without 
vomiting.  Her  weight  gain  and  physical  de- 
velopment were  adequate. 

Interestingly,  the  baby  was  found  to  be  very 
emotionally  responsive.  The  smiling  response 
was  easy  to  elicit,  not  only  by  her  mother  but  by 
strangers. 

At  four  months  a wide  range  and  texture  of 
facial  expressions  was  noted.  She  reacted  with 
caution  and  a worried,  tense  facial  expression 
when  picked  up.  She  had  begun  to  respond  to 
various  relatives  and  neighbors  in  a unique 
individualized  fashion.  She  was  said  to  be 
unusually  sensitive  to  the  particular  mood  and 
affect  of  the  individual  handling  her. 

The  fifth  month  found  her  emotional  respon- 
sivity  increasingly  keen.  This  resulted  in  a 
greater  intensity  of  affect  redirected  back  to  her 
by  the  people  in  contact  with  her.  Somehow 
people  found  themselves  reacting  with  spark  and 
enthusiasm  to  the  contagious  smile  of  this  baby. 

Comment.  This  case  illustrates  a num- 
ber of  points  worthy  of  discussion.  Per- 
haps at  the  outset  it  demonstrates  the 
value  of  the  study  of  neonates  in  the  nurs- 
ery. This  baby  was  observed  to  be  hyper- 
sensitive and  hyperresponsive  to  various 
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sensory  stimuli.  This  low-threshold  phe- 
nomenon continued  for  the  first  three 
months  when  she  was  colicky  and  hyper- 
tonic. After  the  third  month  the  colic- 
cleared  up,  but  the  low-threshold  re- 
sponsivity  to  sensory  stimuli  merged  into 
the  phenomenon  of  increased  sensitivity 
to  emotional  stimuli  and  empathic  pro- 
clivities. 

The  findings  of  Escalona  and  Heider7 
suggest  a relationship  between  sensory 
reactivity  in  infancy  and  the  later  develop- 
ment of  three  areas  of  psychologic  func- 
tioning: (1)  expressive  behavior  (physiog- 

nomic, gestural,  and  a vocal  quality); 
(2)  the  intensity  and  quality  of  fantasy  and 
imaginative  life;  and  (3)  social  sensitivity, 
by  which  was  meant  a marked  attunement 
to  the  social  environment  akin  to  empathy. 
Also,  Bergman  and  Escalona’  have  de- 
scribed a series  of  children  who  as  infants 
exhibited  various  types  of  unusual  hyper- 
responsivities  and  hypersensitivities  to 
visual,  auditory,  tactile,  olfactory,  tem- 
perature change,  and  kinesthetic  stimula- 
tion. Later  on  these  infants  exhibited  the 
emergence  of  precocity  in  some  ego  func- 
tions, and  they  subsequently  developed 
severe  mental  disorders  in  the  nature  of 
childhood  psychosis.  Freud’s  concept  of 
the  “protective  barrier  against  stimuli” 
(Reizschutz)  seemed  to  be  applicable  in 
these  cases  wherein  the  ego  was  relatively 
vulnerable  and  hence  under  bombardment 
by  excessive  stimulation.  It  was  hypoth- 
esized that  this  could  result  in  premature 
ego  formation  which  would  be  weak,  liable 
to  break  under  stress,  and  less  able  to 
achieve  adequate  organization  later  on. 
Escalona  and  Heider7  state: 

An  exceptionally  high  level  of  perceptual 
sensitivity  in  infancy,  we  believe,  may  also 
make  a child  more  vulnerable  to  potentially 
traumatic  experience  than  he  would  other- 
wise be  and  thus  proves  an  obstacle  to  the 
development  of  integrative  ego  functioning. 
Similarly,  it  seemed  to  us  probable  that 
markedly  sensitive  infants  are  more  easily 
and  more  thoroughly  excited  by  ordinary 
stimuli  than  are  other  babies.  We  specu- 
lated, therefore,  that  unless  marked  per- 
ceptual sensitivity  is  accompanied  by  well- 
functioning tension  discharge  mechanisms, 
many  developmental  processes  may  become 
more  difficult  and  stormy,  even  in  the  absence 
of  major  traumatic  events.  Patterns  of  ten- 
sion discharge,  in  turn,  have  impressed  us  as 
primarily  a function  of  the  kind  of  mothering 
a baby  received,  although  infants  also  seem  to 


differ  in  the  degree  to  which  they  can  help 

themselves  if  maternal  figures  fail  to  provide 

relief  and  comfort  when  it  is  needed. 

These  innate  perceptual  sensitivities 
therefore  present  a potential  for  pitfalls 
as  well  as  for  opportunities  in  personality 
development. 

Mention  could  be  made  in  this  case  of  the 
specific  effect  of  the  behavior  of  the  baby 
on  the  mother-baby  interactions  experience. 
The  mother  responded  to  the  helplessness 
and  discomfort  of  the  baby  by  protective, 
cuddlesome,  and  ministrative  behavior 
in  the  first  three  months.  She  narcissistic- 
ally  identified  with  the  baby  and  therefore 
comforted  herself  in  a sense.  She  desired  to 
keep  the  baby  as  free  of  tension  as  possible. 
This  was  accomplished  by  providing  tension 
discharge  mechanisms  for  the  baby.  The 
comforting  stimulation  by  the  mother 
additionally  facilitated  the  development  of 
emotional  responsivity  in  this  baby  and 
will  probably  be  a force  in  the  direction  of 
healthier  ego  organization.  If  the  mother 
had  responded  by  withdrawal,  this  low- 
threshold  baby  could  probably  have  been 
particularly  traumatized. 

Case  2.  A baby  boy  was  observed  at  three 
days  of  age  while  he  was  being  nursed.  The 
neonate  was  alert,  well-developed,  active,  re- 
sponsive to  external  stimuli,  and  exhibited 
smoothness  in  movements  of  the  head  and 
extremities.  The  most  striking  characteris- 
tic was  the  strength  and  vigorousness  of  the 
sucking  behavior  and  rooting  reflex.  His 
mouth  was  clamped  tightly  on  the  nipple,  and 
he  sucked  continuously  and  rhythmically  with- 
out letup.  The  mother  remarked  about  the 
pulling  sensation  in  her  nursing  breast.  Ex- 
amination of  the  neonate  revealed  no  evidence  of 
hyperirritability.  Crying  was  not  excessive, 
the  startle  responses  were  not  unusual,  and  the 
grasp  reflex  was  not  sluggish. 

He  was  the  first  baby  of  intelligent,  profes- 
sional, Negro  parents  and  was  planned.  The 
mother  was  an  abstract  painter  and  the  father 
an  attorney.  There  were  no  unusual  overt 
anxieties  during  the  pregnancy.  The  mother, 
in  her  early  twenties,  was  from  a distant  city. 
An  unresolved  dependency  problem  existed 
toward  her  mother  and  she  was  therefore  home- 
sick. Her  husband  replaced  her  mother  in  her 
psychic  economy.  Clinically,  it  appeared  that 
she  was  rather  anxious  of  closeness  with  people, 
but  she  was  nevertheless  able  to  make  friends 
and  obtained  considerable  pleasures  and  grati- 
fications through  her  work. 

The  first  home  visit  was  made  when  the  baby 
was  three  weeks  of  age.  The  mother  was 
friendly  and  cooperative  and  revealed  that  the 
baby’s  sucking  needs  had  persisted  since  birth. 
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He  sucked  at  the  breast  an  hour  or  more  during 
each  nursing  period.  If  the  nursing  period  was 
shortened,  the  baby  cried  persistently  and  re- 
mained irritable.  Hunger  was  not  the  stimulus 
which  caused  the  prolonged  nursing  since  both 
breasts  were  emptied  after  about  fifteen  min- 
utes, and  there  was  no  deficiency  of  milk.  The 
baby’s  alertness,  responsivity,  and  activity  re- 
mained at  a high  level. 

A few  weeks  later  the  mother-baby  relation- 
ship began  to  deteriorate.  During  subsequent 
home  visits  the  baby  was  seen  to  cry  exces- 
sively. He  was  tense  and  irritable,  slept 
poorly,  regurgitated  frequently,  and  had  an 
increased  frequency  of  bowel  movements  with 
excessive  gas.  Moreover,  the  mother  had  de- 
veloped an  obsessional  neurosis.  A complete 
loss  of  confidence  in  her  child-caring  methods 
had  replaced  previous  more  or  less  confident 
attitudes.  She  doubted  and  questioned  prac- 
tically all  her  efforts  and  behavior  in  relation  to 
the  baby.  She  questioned  herself  on  when  or 
whether  or  not  she  should  pick  the  baby  up, 
feed  him,  bathe  him,  let  him  cry,  or  change  him. 
Every  ordinarily  small  decision  was  accom- 
panied by  agonizing  self-questioning.  She 
stated,  “I  feel  myself  going  mad.”  She  had 
developed  excruciating  frontal  headaches. 

Psychiatric  attention  was  focused  on  the  psy- 
chogenesis of  the  deteriorating  situation.  It 
was  discovered  that  the  obsessional  doubting 
started  in  relation  to  the  breast  feeding.  The 
unusual  vigorousness  and  lengthy  sucking  ac- 
tivity had  made  the  mother  tense,  and  she  be- 
came ambivalent  about  continuing  the  breast 
feeding.  She  initiated  relief  bottles  at  about 
five  weeks  which  unfortunately  resulted  in  an 
increased  frequency  of  bowel  movements. 
Concerned,  she  took  the  baby  to  a physician 
whose  medication  the  baby  reacted  to  with  in- 
creased gastrointestinal  irritation.  This  fur- 
ther increased  the  frequency  of  stools.  In  her 
progressively  increasing  anxiety,  she  alternately 
stopped  and  reinstituted  breast  feeding.  This 
inconsistency  worsened  the  colic.  Finally  she 
developed  an  almost  panic-like  state. 

The  mother -baby  relationship  was  in  serious 
trouble.  Strong  supportive  psychiatric  meas- 
ures had  to  be  instituted.  Frequent  telephone 
calls,  advice,  pediatric  and  child  development 
information,  superficial  interpretations,  and  the 
constant  concern  and  support  of  the  psychia- 
trist finally  resulted  in  an  amelioration  of  her 
severe  anxieties  and  obsessional  thinking. 

Comment.  This  case  poignantly  demon- 
strates the  delicate  emotional  balance 
between  mother  and  baby  and  the  great 
potentialities  for  rather  severe  maternal 
anxieties,  depression,  and  psychophysio- 
logic  phenomena  in  response  to  various 
factors,  physiologic  as  well  as  pathologic, 
in  the  baby.  The  mother’s  range  of  feel- 
ings toward  her  baby  emanate  from  pro- 
foundly deep  biologic  and  psychologic 
impulses.  When  these  feelings  are  re- 


pressed or  distorted,  one  can  be  sure  of  the 
presence  of  maternal  psychopathology. 
The  baby’s  well-being  and  adequate  de- 
velopment is  of  exquisite  importance  to 
the  mother.  A certain  degree  of  ambiva- 
lence toward  the  baby  is  usual,  but  under 
optimal  conditions,  the  mother’s  reaction 
toward  her  baby  is  freer  of  ambivalence 
than  any  other  relationship. 

This  baby’s  excessively  powerful  sucking 
behavior  stimulated  some  negative  affects 
and  anxieties  in  the  mother.  We  can 
only  speculate  on  the  specific  nature  of 
these  impulses.  Perhaps  she  identified  too 
closely  with  the  baby  because  of  her  own 
unsatisfied  dependency  needs.  Her  own 
wishes  to  suck  strongly  could  have  been 
stimulated,  or  primordial  oral  drives  of 
being  devoured  and  of  devouring  could 
have,  perhaps,  been  touched.  At  any 
rate,  the  tension  around  breast  feeding  pro- 
pelled her  into  changing  the  original  well- 
functioning regimen.  Relief  bottles 
changed  the  bowel  habits  which  pre- 
cipitated increased  anxieties.  A self-re- 
peating vicious  circle  had  thus  been  initi- 
ated. It  is  highly  probable  that  had  the 
baby  been  endowed  with  less  powerful 
sucking  needs,  the  mother’s  tension  around 
breast  feeding,  her  obsessional  neurosis, 
and  colic  in  the  baby  would  not  have  oc- 
curred. 

Spitz9  believes  that  colic  in  the  baby  is 
caused  by  primary  anxious  overpermissive- 
ness in  the  mother  and  that  congenital 
hypertonicity  need  not  be  a factor.  This 
case  illustrates  the  mechanism  of  this 
phenomenon.  One  can  also  say,  however, 
that  colicky  babies,  congenital  or  other- 
wise, produce  anxiety  in  the  mother.  In 
the  first  case,  the  hypertonicity  and  colic 
was  congenital  and  demonstrable  in  the 
second  day  of  life.  The  mother  responded 
with  behavior  that  was  maternal  and 
loving,  despite  anxiety. 

Case  3.  The  third  case  illustrates,  among 
other  things,  how  the  quality  of  the  baby’s 
behavioral  characteristics  can  markedly  alter  a 
mother’s  reactions  in  a beneficial  direction  and 
facilitate  maternal  maturation  and  marital  har- 
mony. 

A twenty-seven-year-old  woman  gave  birth  to 
her  first  baby,  a 4-pound  premature  girl,  after  a 
thirty-eight-week  gestational  period.  The  preg- 
nancy was  conceived  out  of  wedlock,  was  un- 
wanted, and  resulted  in  a precipitate  but  not 
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undesired  marriage  three  months  after  concep- 
tion. She  was  depressed,  guilty,  and  rather 
anxious  throughout  the  entire  pregnancy. 

The  patient’s  background  was  extremely  un- 
happy. She  grew  up  in  poverty.  She  had  one 
sibling,  an  older  sister,  toward  whom  she  felt 
mostly  dislike.  Her  mother  was  a masochistic, 
selfish,  guilt-inducing,  martyr ish  woman  who 
complained  and  cajoled  the  members  of  the 
family  without  being  capable  of  giving  love. 
The  patient  loved  her  father  who  had  protected 
her  and  had  provided  emotional  sustenance  for 
her  and  her  sister.  His  tragic  death  of  a heart 
attack  when  she  was  twelve  years  of  age  was 
followed  by  an  overwhelming  sense  of  loss 
which  had  never  been  completely  overcome. 
Her  older  sister  had  married  prior  to  the 
father’s  death,  and  the  patient  was  therefore 
forced  to  live  alone  with  her  hated  and  feared 
mother.  At  twenty-two  she  finally  mustered 
enough  courage  to  obtain  an  apartment  of  her 
own.  Her  mother  struggled  to  keep  her  from 
leaving  by  complaining  that  a separation  would 
cause  her  emotional  upset  which  in  turn  would 
aggravate  her  glaucoma,  a disease  from  which 
she  had  suffered  for  years.  Indeed,  she  had 
often  utilized  this  argument  to  control  the 
patient.  In  the  presence  of  agonizing  ambiva- 
lence and  guilt,  she  wrenched  herself  free  from 
her  mother  physically  but  could  not  overcome 
her  excessive  guilt  which  was  based  on  unre- 
solved dependency  wishes  and  rage. 

Despite  her  attractive  and  appealing  appear- 
ance and  her  popularity  with  boys  and  men,  she 
had  never  attained  an  adequate  degree  of 
feminine  identification.  The  poor  relationship 
with  her  mother  and  the  death  of  her  father 
during  her  puberty  was  essentially  responsible 
for  this.  She  was  tense,  fearful,  basically  com- 
petitive with  men,  and  she  struggled  with  feel- 
ings of  inferiority  with  both  sexes. 

At  the  time  of  the  birth,  she  was  unprepared 
for  motherhood.  She  wanted  and  expected  a 
boy  and  had  not  even  thought  of  the  possibility 
of  delivering  a girl.  Her  initial  remark,  when 
she  first  saw  the  baby  in  the  premature  nursery 
was,  “Oh  my  God,  she’s  so  tiny.  I hope  I can 
take  care  of  her  when  I get  home.”  She  har- 
bored a fantasy  that  she  would  drop  the  neonate 
while  transporting  her  from  the  hospital  to  the 
home.  Ten  days  after  the  birth  she  had  the 
following  dream:  “I  dreamt  that  I had  to  feed 
the  baby.  The  baby  was  starving  and  I couldn’t 
find  her.  I was  neglecting  her.”  She  thought 
that  the  dream  meant  she  wanted  to  abandon 
the  baby. 

The  baby  remained  in  the  premature  nursery 
four  weeks,  during  which  time  the  patient 
gradually  began  to  visit  more  often  and  feed  her. 
During  one  observed  feeding  at  three  and  a half 
weeks,  the  baby  was  handled  very  delicately 
and  with  considerable  tension  by  the  mother. 
However,  she  remarked: 

I think  I’m  a little  less  fearful  now.  The 
last  time  I was  here  to  feed  the  baby,  my  hus- 
band grabbed  the  bottle  and  pushed  the 
nipple  into  the  baby’s  mouth.  I was  horri- 
fied. The  nurse  helped  me  the  first  few 


times.  When  she  pinched  the  baby’s  cheeks 
and  the  baby  opened  her  mouth,  I was 
amazed  that  one  can  handle  a baby  with  so 
much  roughness.  I thought  they  were  so 
fragile.  This  baby  appears  to  be  very  pas- 
sive. That’s  the  way  I was  when  I was 
younger.  She  doesn’t  seem  to  squawk  or  cry. 
I wonder  what’s  the  matter  with  her. 

Despite  her  weight,  the  neonate  was  not 
physiologically  premature.  She  was  very  pretty, 
well  proportioned,  and  had  delicate  features. 
Serial  observations  revealed  her  as  neither 
hyperactive  nor  hypoactive.  Movements  of 
the  extremities  were  not  jerky  or  arrhythmical. 
Her  sucking  and  rooting  responses  were  ade- 
quate. The  grasp  reflex  was  sufficient,  lip 
motions  were  frequent,  and  she  often  spon- 
taneously startled  without  external  stimula- 
tion. She  slept  throughout  except  for  variable 
periods  just  prior  to  feeding,  when  she  awakened 
and  cried  due  to  hunger  tension.  During  feed- 
ing she  sucked  rhythmically  and  continuously 
until  the  formula  was  completely  ingested. 
She  was  a moderately  hyperresponsive  neonate. 
Sound  and  touch  stimuli  were  always  followed 
by  an  active  startle  response.  Light  finger  taps 
on  the  side  of  the  isolette  promptly  elicited 
rather  active  startle  reactions. 

A nursery  nurse  described  her  behavior  at 
two  days  as  follows: 

She’s  a good  baby.  She  only  cries  when 
she’s  hungry,  and  she  always  stops  crying 
when  I pick  her  up.  Even  though  she’s  only 
two  days  old,  she  seems  to  know  when  she’s 
about  to  be  fed,  because  she  stops  crying 
when  the  plastic  covering  of  the  hand  and 
arm  entrances  of  the  isolette  are  rattled. 
She  seems  to  be  comfortable,  easily  com- 
forted, and  is  definitely  alert.  She  is  a very 
responsive  baby.  She  nipples  well  and 
doesn’t  regurgitate. 

The  alertness,  responsivity,  cessation  of  cry- 
ing on  contact,  and  facility  and  ease  in  being 
fed  appealed  to  the  nursing  personnel.  Many 
nurses  describe  that  they  felt  she  was  “soft  and 
cuddly.”  She  became  the  darling  of  the  nurs- 
ery, and  when  the  mother  arrived  to  take  her 
home  on  the  day  of  discharge,  a few  nurses 
facetiously  remarked,  “Why  don’t  you  leave  her 
here  with  us?” 

On  the  patient’s  arrival  home  with  the  baby, 
a rather  severe  depressive  reaction  set  in. 
When  the  baby  was  home  one  week,  the  mother 
wrote  the  following: 

Having  the  baby  cared  for  at  the  hospital 
removes  the  responsibility  from  one’s  shoul- 
ders. However,  it  can  be  more  of  a trauma 
when  you  eventually  take  her  home.  In  the 
weeks  preceding  this,  I had  made  an  adjust- 
ment to  feeling  like  a woman  who  had  been 
ill,  and  the  sense  of  being  pregnant  and  hav- 
ing a child  was  beginning  to  fade  from  my 
mind.  I had  begun  to  think  of  going  out  to 
dinner  and  was  then  brought  back  to  reality 
that  my  freedom,  if  not  lost,  would  certainly 
be  displaced  for  a while.  Towards  the  last 
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few  days  I have  been  very  depressed  and 
frightened  about  my  attitude  toward  the 
child.  My  husband  is  very  anxious  about 
my  attitude  toward  the  baby. 

She  soon  noted  her  baby’s  appealing  alert- 
ness, sensitivity,  and  responsiveness.  In  the 
same  letter  she  wrote: 

The  baby  seems  to  be  quite  alert.  She  be- 
comes nervous  after  guests  have  been  here. 
Her  adjustment  to  the  crib  is  quite  revealing. 
She  just  doesn’t  appreciate  the  space.  She 
moves  herself  up  so  that  her  head  touches  the 
bumper  around  the  crib.  I’m  certain  it’s  the 
sense  of  protection  it  gives  her  and  the  vague 
memory  of  the  womb  and  perhaps  the  bas- 
sinet at  the  nursery.  It  is  also  quite  obvious 
that  she  loves  being  snuggled,  and  I find  that 
she’s  very  relaxed  and  reassured  when  I let 
her  sleep  in  a tight  receiving  blanket. 

The  third-month  home  visit  found  a progres- 
sively improving  situation.  The  baby,  despite 
an  intractable  upper  respiratory  infection  and  a 
two-day  hospitalization  for  repair  of  bilateral 
inguinal  hernias,  evoked  pleasurable  responses  in 
her  parents  through  her  ready  smile.  She 
seldom  cried  and  continued  to  be  comforted  with 
ease.  Her  needs  and  discomforts  were  easily 
discernible,  and  her  mother  could  always  dif- 
ferentiate between  the  cry  of  hunger,  wetting, 
sleepiness,  or  the  wish  to  be  cuddled.  At  three 
months  she  developed  an  intensity  in  her  gaze 
and  gave  the  impression  of  studying  people  and 
objects.  She  could  gaze  at  the  television 
screen  for  hours  without  letup.  Moreover,  she 
exhibited  a definite  ability  to  discriminate  the 
difference  between  music.  She  invariably  cried 
when  she  heard  “rock  ’n  roll”  music  but  re- 
laxed in  the  presence  of  soft,  symphonic  melodic 
strains.  Her  father,  a musician,  thought  she 
“liked  Haydn  best  of  all.”  She  enjoyed  excur- 
sions outside  the  home  in  her  carriage  or  in  an 
automobile.  Her  mother  noted  that  the  baby 
seemed  to  sense  the  preparatory  period  prior  to 
being  taken  out  and  would  be  very  relaxed  and 
“cuddly”  during  the  dressing  process.  Her 
mother  stated,  “Her  keen  awareness  of  her 
environment  is  almost  frightening.” 

The  mother  began  to  experience  a gradual 
change  toward  an  emotional  position  of  greater 
acceptance  of  motherhood  and  femininity. 
When  the  baby  was  three  and  a half  months  of 
age,  a letter  by  her  poignantly  illustrated  this 
transition  process.  She  wrote: 

I haven’t  arrived  at  any  conclusions  yet  as 
to  how  my  role  as  a mother  has  affected  and 
altered  my  role  as  a woman.  It’s  an  interest- 
ing word  I’m  using — role.  Many  times  I 
have  felt  I have  been  play-acting  at  being  a 
woman,  but  I don’t  feel  I’m  play-acting  at 
being  a mother.  I can’t  explain  that  state- 
ment, but  I feel  that  way.  Motherhood  has 
left  me  confused,  but  a good  kind  of  con- 
fusion. I believe  I may  ai'rive  at  some  strong 
ideas  about  myself  soon  that  might  never  have 
developed  if  not  for  the  baby.  I fluctuate  at 
this  point  between  feeling  pride  and  achieve- 


ment and  at  the  same  time  embarrassment 
about  having  had  a child. 

In  the  same  communication  she  wrote: 

I went  to  a movie  last  week  and  waited  for 
my  husband  in  the  lobby.  As  is  wont  to  hap- 
pen, some  men  were  flirting  with  me.  My 
instinct  was  to  shout  “You  shouldn’t  do 
that,  you  don’t  want  me.  I’ve  had  a baby.” 
This  feeling  had  nothing  whatever  to  do  with 
the  purity  of  motherhood,  just  the  opposite. 
I felt  my  appearance  was  a deception.  I 
looked  great;  the  dress  was  demure,  yet 
sexy.  It  was  designed  to  provoke  male 
speculation  and,  no  doubt,  that’s  why  I had 
originally  bought  it.  Yet,  I felt,  how  can  I 
put  it — as  though  looking  fresh  and  young 
and  untouched  was  a lie,  and  they  should 
know  it.  Perhaps  the  idea  of  having  pulled  a 
child  through  my  vagina  makes  me  feel  it  can 
no  longer  be  appealing  for  sexual  use  as 
though  it’s  been  used  up.  On  the  other  hand, 
I know  that  my  body  has  undergone  a change 
that  is  all  for  the  good.  I’m  much  sexier  and 
better  looking  naked  now,  which  reminds  me 
of  a story.  A few  years  ago  while  basking  in 
the  sun  on  the  beach  (I  was  wearing  a bathing 
suit  best  described  as  a rather  tired  looking 
man’s  undershirt),  I felt  someone  standing 
over  me.  It  was  a handsome  young  man  and 
he  grinned  and  said,  “Are  you  a little  girl  or  a 
little  boy?”  to  which  I had  replied,  “A  little 
both,  I believe.” 

One  can  perceive  the  delicate  ambivalent 
emergences  of  maternal  impulses,  feminine 
sexuality,  and  more  secure  identifications,  all 
enriching  to  the  personality. 

During  the  five-month  home  visit,  these  soft 
signs  in  the  patient  were  observed  to  be  slightly 
stronger  and  more  fixed.  The  baby’s  easily 
elicited  and  infectious  smile  was  enticing.  Her 
rich  emotionality  was  accompanied  by  adequate 
physical  development.  Her  mother  described 
her  activity  by  the  following  phrases:  (1)  She’s 
sociable,  (2)  she’s  delighted  just  to  be  stared  at, 
(3)  she  doesn’t  like  being  alone,  (4)  she’s  very 
responsive,  (5)  she’s  content  as  long  as  she’s 
sitting  with  adults  and  there’s  some  activity 
around  her,  (6)  when  she’s  in  the  crib  and  some- 
one passes  by  she  kicks  her  feet  and  yells,  (7) 
she  is  something  special,  (8)  she  is  sensitive  to 
all  kinds  of  sound,  (9)  she  still  startles  quickly, 

(10)  she’s  trying  hard  to  talk  and  says  “mama,” 

(11)  she’s  delicate,  (12)  she  loves  to  be  talked  to 
and  just  loves  to  be  touched,  (13)  she  would  give 
up  food  and  forget  eating  just  to  be  held,  and 
(14)  in  the  doctor’s  office  people  always  make 
remarks  about  her  appeal.  Her  father  added 
that  she  had  recently  developed  a “beautiful 
giggle”  and  that  she  was  a “thoroughly  enjoy- 
able baby  to  take  care  of  and  a wonderful  com- 
pensation fora  lot  of  the  bad  things  in  this  world.” 

Comment 

Child  and  personality  development  is 
probably  the  cornerstone  of  psychiatry. 
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It  provides  the  basis  for  the  understanding 
and  the  treatment  of  mental  disorders. 
Although  our  body  of  knowledge  is  pro- 
gressively enlarging,  there  is  still  a need  for 
longitudinal  observations  of  babies  and 
children  in  relation  to  their  environment. 
Retrospective  information  is  always  subject 
to  distortion  and  contamination  from  many 
sources.  Important  studies  of  this  nature 
are  being  conducted  at  the  Yale  Child 
Center,1011  the  Child  Development  Unit  of 
Boston  University,12  by  Chess,  Thomas, 
and  Birch,1'1  and  Chess,  et  al.u  in  New  York 
City. 

All  3 infants  described  in  this  report 
exhibited  types  of  behavior  at  five  months, 
the  quality  of  which  was  originally  dis- 
cernible in  the  first  few  days  of  life.  The 
first  baby’s  hypersensitivities  and  hyper- 
irritabilities merged  into  colic  and  hyper- 
tonicity and  later  into  emotional  hyper- 
awareness and  responsiveness.  The  second 
baby’s  original  hyperactivity  and  hyper- 
trophied orality  persisted.  The  third  baby 
exhibited  a certain  quality  of  softness, 
malleability,  cuddling  behavior,  and  sensi- 
tivity to  auditory  and  tactile  stimulation. 
Their  mothers  reacted  to  them  in  quite 
definite  and  unique  fashions.  The  first 
mother  identified  with  her  baby’s  discom- 
fort and  responded  with  an  emergence  of 
maternal  protectiveness.  The  second 
baby’s  powerful  sucking  behavior  reacti- 
vated the  mother’s  oral  dependency  drives, 
precipitating  an  obsessional  neurosis.  The 
third  baby’s  great  appeal  and  emotionality 
helped  the  mother  through  an  identification 
crisis  into  a more  maternal  and  feminine 
position. 

The  publications  by  Fries  and  her  col- 
leagues15~18have  emphasized  the  importance 
of  congenital  predispositon  and  its  relation- 
ship to  later  personality  development. 
Fries18  states: 

The  congenital  activity  type  is  a descrip- 
tive term  referring  to  the  amount  of  activity  a 
newborn  infant  shows  in  response  to  certain 
stimuli ....  Infants  may  be  grouped  roughly 
into  five  types  which  really  form  a continuum: 
within  normal  range,  quiet,  moderately  active 
and  active,  and  with  a pathologic  group  at 
either  end  of  the  range — the  hypo-  and  hyper- 
active. 

In  a particularly  instructive  article, 
clinical  examples  are  given  which  illustrate 
how  the  congenital  activity  type  can  affect 


the  parent-child  relationship,  psychosexual 
and  ego  development,  and  the  quality  of 
defense  mechanisms.18  Moreover,  the 
pathologic  hypo-  and  hyperactive  types, 
she  believes,  are  more  vulnerable  to  de- 
velop psychopathology. 

In  their  significant  longitudinal  study, 
still  in  progress,  of  110  children,  Chess, 
Thomas,  and  Birch13  and  Chess,  et  al.14 
are  continuing  to  demonstrate  the  ex- 
istence of  specific  intrinsic  reaction 
patterns,  unique  and  persistent,  for  the 
individual  child.  They  believe  that  there 
is  no  one-to-one  correlation  between  the 
primary  reaction  pattern  and  the  personal- 
ity structure  that  ultimately  develops. 
But  they  do  state  that  primary  reactivity 
functions  as  a crucial  variable  in  shaping 
both  personality  structure  and  tempera- 
ment. 

Freud 19  never  wavered  in  his  conviction  of 
the  importance  of  constitutional  factors  in 
character  formation  and  in  the  causes  of 
mental  disorders.  He  states: 

The  etiology  of  all  neuroses  is  indeed  a 
mixed  one;  either  the  patient’s  instincts  are 
excessively  strong  and  refuse  to  submit  to  the 
taming  influence  of  his  ego,  or  else  he  is  suffer- 
ing from  the  effects  of  premature  traumas,  by 
which  I mean  traumas  which  his  immature 
ego  was  unable  to  surmount.  Generally, 
there  is  a combination  of  the  two  factors: 
the  constitutional  and  the  accidental.  The 
stronger  the  constitutional  factor,  the  more 
readily  will  a trauma  lead  to  fixation  with  its 
sequel  in  a disturbance  of  development;  the 
stronger  the  trauma,  the  more  certain  is  it 
that  it  will  have  injurious  effects,  even  when 
the  patient’s  instinctual  life  is  normal. 

In  everyday  psychiatric  practice  we 
encounter  patients,  usually  borderline,  who 
remained  fixed  and  unmalleable  in  neurotic 
character  formations,  which  result  in  severe 
anxiety  reactions.  Their  egos,  under  the 
sway  of  unusually  strong  passive  maso- 
chistic or  active  sadistic  drives,  are  im- 
poverished. In  these  cases,  the  concept  of 
inherited  strength  of  drive  can  be  useful. 

Case  4.  A thirty-year-old  woman  suffered 
severe  disruptions  of  her  ego  organization  be- 
cause of  a tendency  to  rage  reactions  at  the 
slightest  provocation.  At  two  and  a half 
years,  she  had  attempted  to  kill  her  six-week-old 
sibling  by  choking  her  in  her  crib.  Violent 
temper  tantrums  had  been  manifested  through- 
out her  childhood.  The  understanding  by  the 
therapist  of  the  innateness  of  the  intensity  of 
her  rage  reactions  modified  the  pychiatric  ap- 
proach. The  basic  rule  of  free  association  was 
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not  utilized,  and  interpretations  were  tempered 
so  as  not  to  evoke  too  much  anxiety.  Moreover, 
the  higher  goals  originally  striven  for  by  the 
therapist  were  ultimately  lowered  once  this 
realization  came  about,  thereby  resulting  in  a 
more  comfortable  therapeutic  atmosphere. 

The  concept  of  intrinsic  reaction  patterns, 
as  demonstrated  by  Chess,  Thomas,  and 
Birch13  and  Chess,  et  a/.14  has  considerable 
value  in  the  practice  of  child  psychiatry. 

Case  5.  A mother  was  anxious  about  her 
two  and  a half-year-old  son  because  he  was 
shy,  tended  to  cling  to  her,  and  avoided  mixing 
with  other  children  in  unstructured  play  situa- 
tions. She  felt  responsible  for  his  behavioral 
difficulties  because  she  was  overprotective.  As 
a baby,  however,  he  was  colicky,  hypersensitive, 
and  acutely  aware  of  environmental  stimuli. 
Unexpected  sounds  disturbed  him.  At  three 
weeks  of  age  he  could  differentiate  his  mother 
from  others.  At  four  months  he  cried  when  his 
mother  left  him  in  the  care  of  others.  His 
stimulus  barrier  (Reizschutz)  did  not  adequately 
protect  him 

Her  anxieties  were  alleviated  when  she  under- 
stood that  her  overprotectiveness  was  a natural 
maternal  reaction  to  his  vulnerability.  The 
knowledge  by  the  mother  that  he  clung  to  her 
because  his  hyperawareness  of  the  environment 
resulted  in  anxieties  was  fruitful.  She  dis- 
covered that  by  guiding  and  supporting  him 
through  new  situations  he  would  become  more 
confident  of  their  unthreatening  nature  and 
could  overcome  some  anxiety.  He  was  subse- 
quently able  to  function  more  independently 
and  even  creatively  with  this  help. 

Summary 

It  is  proposed  that  neonatal  behavioral 
characteristics  and  tendencies  can  be  sig- 
nificant indicators  of  potentials  for  sub- 
sequent development.  In  addition,  these 
activity  and  responsivity  patterns  evoke 
specific  maternal  responses  which  in  turn 
are  fed  back  and  influence  the  developing 
infant  and  child. 

We  have  a great  deal  to  learn  about 
infant  and  child  behavior  in  relation  to  sub- 


sequent personality  functioning.  De- 
tailed longitudinal  studies  of  individual 
cases  from  birth  onward  are  necessary 
to  accumulate  such  knowledge.  Case 
studies  are  presented,  each  illustrative  of 
different  facets  of  the  enormously  complex 
and  sensitive  mother-baby  interactional 
unit. 

125  East  72nd  Street 
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A 


NTIBODIES  ARE  MOLECULES  with  two 
types  of  properties.  They  bind  specifically 
the  antigen  which  stimulated  their  syn- 
thesis, and  they  also  mediate  various  bio- 
logic reactions,  such  as:  anaphylactic  re- 

actions, complement  fixation,  cell  lysis,  and 
opsonification.  In  the  early  days  of  im- 
munology it  was  felt  that  these  various 
activities  were  the  reflection  of  the  pres- 
ence of  different  antibody  molecules,  re- 
ferred to  as  agglutinins,  hemolysins,  opso- 
nins,  and  anaphylactic  antibodies. 

Then,  in  a second  stage  in  the  develop- 
ment of  immunology,  experiments  per- 
formed with  rabbit  antibodies  against  well- 
defined  antigens,  such  as  pneumococcal 
polysaccharides,  showed  that  the  same 
antibody,  a 7S  gamma-2  globulin,  ag- 
glutinated and  opsonified  the  bacteria,  fixed 
complement  in  the  presence  of  antigen,  and 
also  passively  sensitized  guinea  pigs  for 
anaphylaxis.  These  observations  caused 
the  pendulum  to  swing  to  the  opposite  side 
and  led  to  the  general  acceptance  of  the 
so-called  “unitarian  theory  of  antibodies”; 
but  as  is  often  the  case  with  attempts  at 
overgeneralization,  the  first  interpretation 


was  erroneous,  and  the  second  proved  also 
to  be  incorrect. 


Antibody  types 

Indeed,  it  has  been  known  for  a long 
time  that  in  man  a special  antibody  type 
called  reagin  is  responsible  for  hypersensi- 
tivity reactions  manifested  by  the  release 
of  vasoactive  amines,  while  human  gamma- 
2 antibodies  with  the  same  immunologic 
specificity  act  as  blocking  antibodies  by 
competing  for  antigen.  Human  reagin  was 
found  to  be  thermolabile,  to  migrate  as  a 
slow  beta  globulin,  to  sediment  with  a 
velocity  somewhat  greater  than  7S,  and  to 
remain  bound  for  weeks  to  sites  of  injec- 
tion in  the  skin.  Evidence  recently  pre- 
sented suggesting  that  human  reagin  is  a 
beta-2A  globulin  has  not  been  confirmed  by 
Ishizaka. 

In  the  past  few  years,  new  antibody  types 
which  mediate  anaphylactic  reactions  in 
experimental  animals  in  a manner  anal- 
ogous to  human  reagin  in  man  have  also 
been  isolated  and  characterized.  Guinea 
pigs  and  mice  each  produce  an  antibody 
type  migrating  as  a fast  gamma  globulin, 
which  has  been  named  gamma-1  and  which 
transfers  anaphylactic  reactions  in  its 
respective  species.  Unlike  human  reagins, 
gamma-1  anaphylactic  antibodies  are  pro- 
duced by  guinea  pigs  and  mice  in  sufficient 
amounts  to  allow  isolation  and  characteriza- 
tion. These  gamma- 1 anaphylactic  anti- 
bodies have  7S  sedimentation  constants, 
are  heat  stable,  and  can  be  distinguished 
from  beta-2A  globulins.  They  do  not 
fix  hemolytic  complement  in  the  presence 
of  antigen.  Guinea  pig  and  mouse  ana- 
phylactic antibodies  do  not  bind  to  the 
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tissues  of  their  respective  species  for  as  long 
a time  as  do  human  reagins. 

Dogs,  rats,  and  rabbits  produce  also  a 
special  antibody  type  which  transfers  ana- 
phylactic reactions  in  their  respective 
species.  All  migrate  as  slow  beta  globulins. 
The  rat  anaphylactic  antibody,  which  has 
been  studied  most  extensively,  has  proper- 
ties very  similar  to  those  of  human  reagin. 
It  is  present  in  very  low  concentration  in 
the  serum,  is  heat  labile,  has  a sedimenta- 
tion constant  between  7S  and  19S,  and 
sensitizes  rat  tissue  for  extended  periods  of 
time.  It  is  now  well  established  that  each 
species  possesses  a distinct  antibody  type 
which  is  responsible  for  anaphylactic  re- 
actions within  the  species. 

Anaphylaxis 

There  is  considerable  evidence  that  ana- 
phylactic antibodies  must  be  bound  to  cer- 
tain specific  tissue  receptors  to  sensitize 
for  anaphylaxis.  Most  of  the  experiments 
have  been  made  with  passive  cutaneous 
anaphylaxis  in  the  guinea  pig,  but  the  re- 
sults obtained  have  been  verified  also  with 
the  anaphylactic  antibodies  of  other  species. 
Passive  anaphylaxis  requires  a latent  period 
of  sensitization  inversely  proportional  to 
the  dose  of  antibody  injected,  which  is 
believed  to  be  the  time  required  for  the  anti- 
body to  become  bound  to  tissue  receptors. 
The  latent  period  for  passive  cutaneous 
anaphylaxis  varies  with  different  animal 
species.  The  extent  of  the  latent  period  of 
sensitization  appears  also  to  be  related  to 
the  length  of  time  which  the  skin  remains 
sensitized.  Other  evidence  for  tissue  fixa- 
tion of  anaphylactic  antibodies  is  provided 
by  experiments  of  competition  for  passive 
sensitization.  Sensitization  of  guinea  pigs 
for  passive  cutaneous  anaphylaxis  by 
specific  antibody  can  be  inhibited  by  an 
excess  of  guinea  pig  gamma-1  globulins  not 
specific  for  the  antigen  used.  These  globu- 
lins compete  with  the  specific  antibody  for 
the  available  tissue-binding  sites.  The  tis- 
sue sites  where  anaphylactic  antibodies  are 
bound  have  not  been  identified  probably 
because  of  the  very  small  amounts  of  anti- 
bodies required  for  anaphylactic  sensitiza- 
tion. Passive  cutaneous  anaphylaxis  re- 
actions provoked  by  guinea  pig  gamma- 1 
antibodies  can  be  inhibited  by  an  excess 
(50  to  100  times)  of  nonsensitizing  guinea 


pig  gamma-2  antibodies  with  the  same 
immunologic  specificity. 

If  attempts  are  made  to  sensitize  a given 
animal  species  with  the  anaphylactic  anti- 
bodies of  another  species,  such  as  human 
reagins  in  guinea  pigs  or  rats  or  mouse 
gamma-1  antibodies  in  guinea  pigs,  no 
sensitization  is  observed.  Therefore,  the 
receptors  for  binding  to  tissues  differ  in 
anaphylactic  antibodies  of  different  animal 
species.  But  certain  animal  species  can  be 
sensitized  for  anaphylaxis  with  antibodies 
of  foreign  species.  Taking  the  guinea  pig 
as  an  example,  passive  anaphylactic  sensi- 
tivity can  be  transferred  to  guinea  pigs  with 
human,  rabbit,  monkey,  dog,  or  mouse 
antibodies.  However,  paradoxically,  in 
every  case  the  foreign  antibody  which  sensi- 
tizes guinea  pigs  for  anaphylaxis  is  not  the 
anaphylactic  antibody  of  the  donor  animal 
species,  but  rather  the  gamma-2  comple- 
ment-binding antibody  type  which  appears 
to  possess  by  chance  on  its  H chain  the 
structure  for  fixation  to  guinea  pig  tissues 
which  is  characteristic  of  guinea  pig  gamma- 
1 anaphylactic  antibodies. 

Conclusion 

The  conclusion  can  be  drawn  that  vaso- 
active amines  are  released  from  mast  cells 
as  a consequence  of  the  combination  of 
antigen  with  certain  antibody  types  not 
capable  of  fixing  hemolytic  complement. 

It  is  a reaction  mediated  in  each 
mammalian  species  by  a special  antibody 
type  which  is  capable  of  binding  to  certain 
specific  tissue  receptors  because  of  structural 
characteristics  of  the  Fc  fragment  of  its  H 
chain.  The  release  of  vasoactive  amines 
from  mast  cells  through  complex  enzymatic 
steps  is  triggered  by  the  simple  bridging  of 
two  antibody  molecules  by  a single  antigen 
molecule.  An  anaphylactic  reaction  lasts 
a short  period  of  time,  and  the  tissue  re- 
turns to  normal  without  permanent  dam- 
age. 

The  Arthus  reaction  is  a completely  dif- 
ferent phenomenon  from  anaphylaxis  in 
every  respect,  and  it  is  mediated  by  a dif- 
ferent antibody  type.  It  can  be  best 
studied  in  an  isolated  form  by  passive 
sensitization  since  an  actively  sensitized 
animal  may  react  to  the  intradermal  injec- 
tion of  an  antigen  with  a complex  reaction 
comprising  anaphylactic,  Arthus,  and  even 
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delayed  components.  The  passive  Arthus 
reaction  has  identical  features  in  rabbits, 
guinea  pigs,  and  rats.  It  is  characterized 
by  a hemorrhagic  necrosis  of  the  skin  which 
occurs  from  one  to  four  hours  after  the  in- 
jection of  antigen  in  an  animal  previously 
sensitized  by  a suitable  amount  of  precipi- 
tating complement-fixing  gamma-2  anti- 
body. A reverse  passive  Arthus  reaction  can 
be  elicited  if  the  antibody  is  injected  intra- 
dermally  and  the  antigen  intravenously. 
Arthus  reactions  can  be  obtained  only  with 
precipitating  antibody.  Hemorrhagic 
Arthus  reactions  cannot  be  produced  with 
guinea  pig  gamma- 1 antibodies  which  do 
not  bind  complement,  in  spite  of  the  fact 
that  this  is  the  only  antibody  type  which 

Question  and 

Bernard  B.  Siegel,  M.D.:  This  ex- 

cellent report  is  now  open  for  discussion. 
Dr.  Levine,  would  you  care  to  start  the 
discussion  going? 

Bernard  B.  Levine,  M.D.:  I congrat- 

ulate Dr.  Benacerraf  for  his  lucid  discussion 
of  this  important  problem  which  relates  in 
a very  direct  way  to  our  interests  in  human 
allergic  diseases.  The  work  that  Dr. 
Benacerraf  has  presented  is  widely  ac- 
cepted by  immunologists.  It  provides  con- 
clusive evidence  against  the  old  “unitarian 
hypothesis”  of  antibody  function.  Thus, 
it  is  quite  clear  from  the  work  of  Dr.  Bena- 
cerraf and  associates  that  there  is  not  one 
antibody  molecule  with  several  distinct 
biologic  functions,  but  that  there  are  var- 
ious molecular  species  of  antibodies  syn- 
thesized in  response  to  a given  antigenic 
determinant,  and  that  these  antibody 
molecules  have  distinct  biologic  properties. 
This  concept  is  an  important  one  for  aller- 
gists and  clinical  immunologists,  since  it 
permits  an  understanding  of  allergic  tissue 
damage  in  terms  of  interaction  of  antigen 
with  the  various  “damage-mediating”  and 
“protective”  or  “blocking”  antibodies  in 
tissue. 

To  begin  the  discussion  I would  like  to 
ask  Dr.  Benacerraf  a pointed  question. 
The  data  you  presented  comparing  guinea 
pigs,  mice,  rabbits,  rats,  and  man  are  very 
interesting.  One  of  the  important  points  is 
that  the  guinea  pig  and  the  mouse  appar- 


mediates  anaphylactic  reactions  in  this 
species.  Passive  Arthus  reactivity  can 
only  be  transferred  with  gamma-2  comple- 
ment-fixing antibodies.  Hence,  precipitat- 
ing antibody  and  hemolytic  complement 
are  essential  immunologic  components  of 
the  Arthus  reaction.  It  is  clear  that  in 
the  guinea  pig  different  antibody  types  are 
responsible  for  anaphylaxis  (gamma-1)  and 
for  Arthus  reactions  (gamma-2).  Further- 
more, the  amounts  of  antibody  required  to 
transfer  these  reactions  passively  in  guinea 
pigs  is  very  different,  0.01  microgram  of 
2 antibody  nitrogen  for  passive  cutaneous 
anaphylaxis  and  10  micrograms  of  antibody 
nitrogen  for  reverse  passive  Arthus  re- 
actions. 

Answer  Period 

ently  produce  anaphylactic  antibodies  in 
very  high  titers,  which  persist  for  a long 
period  of  time  after  immunization;  whereas 
in  contrast  the  rat  and  the  rabbit  produce 
very  low  titers  of  anaphylactic  antibodies 
apparently  only  early  in  immunization. 
Man,  in  many  cases,  maintains  his  sensitiz- 
ing antibody  for  a long  period  of  time  after 
initial  immunization,  although  some  in- 
dividuals lose  their  skin-sensitizing  anti- 
body very  rapidly.  I wonder  if  you  could 
give  us  some  of  your  ideas  on  what  controls 
these  differences? 

Dr.  Benacerraf:  Since  guinea  pig  and 

mouse  anaphylactic  antibody  is  present  in 
large  amounts,  it  does  not  need  to  bind 
to  the  tissues  with  a high  degree  of  affinity. 
Thus,  sensitization  disappears  much  more 
rapidly  than  in  the  rat  whose  anaphylactic 
antibodies  are  produced  in  smaller  amounts 
and  bind  to  tissues  with  greater  affinity. 

We  have  been  concerned  with  an  attempt 
to  modify  experimentally  the  production  of 
anaphylactic  antibody  in  the  rat.  We 
studied  the  effect  of  various  hormones,  since 
hormones  are  constantly  used  in  allergy 
research. 

There  were  some  very  interesting  results. 
Cortisone  caused  a marked  increase  in  the 
rat  reagin  production  from  a titer  averaging 
1:4  to  about  1:81.  The  other  product 
which  caused  consistently  high  levels  in 
every  single  rat  was  diethylstilbestrol. 
Other  hormones,  such  as  desoxycorti- 
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costerone  or  testosterone,  did  not  have  this 
effect. 

Considering  the  factors  controlling  the 
synthesis  of  anaphylactic  antibodies,  much 
can  be  learned  not  in  guinea  pigs  and  mice 
where  they  are  produced  in  large  amounts 
but  rather  in  rats  and  rabbits,  which 
resemble  man  more  in  this  respect. 

Physician:  I was  wondering  if  there  is 

any  evidence  as  to  where  different  types  of 
antibodies  are  manufactured  and  as  to  the 
part  that  the  L chains  or  the  heavy  chains 
play  in  their  biologic  activity. 

Dr.  Benacerraf:  In  the  systems  we 

have  investigated  we  have  no  knowledge 
concerning  the  cellular  localization  of  the 
synthesis  of  these  antibodies.  From  knowl- 
edge obtained  with  human  antibodies,  it 
can  be  concluded  that  different  antibody 
types  are  synthesized  by  different  cells. 

Marvin  Ackerman,  M.D.:  After  the 

brief  discussion  about  the  use  of  some  of  the 
hormones  that  you  just  mentioned  a few 
moments  ago,  it  brings  to  mind  the  fact 
that  we  have  all  run  into:  the  case  or 

cases  that  have  been  altered  by  meno- 
pausal syndromes,  by  various  changes  in 
the  stage  of  life,  such  as  the  changes  during 
adolescence,  and  so  on.  Do  you  think, 
therefore,  that  these  changes  might  not  be 
as  biologic  as  we  think  but  more  chemical 
in  nature,  following  the  manner  you  have 
described. 

Dr.  Benacerraf:  I do  not  have  any 

idea  how  the  production  of  anaphylactic 
antibody  in  the  rat  is  specifically  enhanced 
by  cortisone  or  diethylstilbestrol. 

Arthur  A.  Goldfarb,  M.D.:  Dr.  Bena- 

cerraf, in  your  work  with  animals  have  you 
found  that  there  is  competition  between 
antigens  when  they  are  injected  into  the 
same  animal  in  production  of  these  anti- 
bodies? 


Dr.  Benacerraf:  There  is  some  com- 

petition as  to  the  total  amount  of  antibody 
produced. 

Dr.  Siegel:  Dr.  Siegal. 

Sheppard  Siegal,  M.D.:  It  seems  that 

antibodies  have  no  specificity  as  to  anti- 
gens, but  I would  like  to  ask  about  the  type 
of  specificity  of  the  tissue  of  the  host,  and  I 
wonder  if  you  would  like  to  comment  about 
this  second  type? 

Dr.  Benacerraf:  What  specificity  of 

the  host? 

Dr.  Siegal:  Are  certain  antibodies 

specific  to  macrophages  or  epithelial  cells? 

Dr.  Benacerraf:  Lung  macrophages 

can  be  sensitized  passively  with  guinea  pig 
antisheep  red  cell  serum  at  room  tem- 
perature; then,  after  the  antiserum  is 
washed  off,  sheep  red  cells  are  added,  and 
they  appear  in  the  form  of  rosettes  around 
the  macrophages.  A small  slide  shows  how 
they  look  when  they  are  stained.  This 
demonstrates  an  antibody  cytophilic  for 
macrophages. 

Another  small  slide  shows  what  happens 
if  these  macrophages  are  incubated  at  37  C. 
At  37  C.  the  macrophages  phagocytize  the 
absorbed  red  cells.  We  tried  to  learn  the 
nature  of  this  cytophilic  antibody.  It  is 
not  the  anaphylactic  antibody.  It  is  a 
gamma-2  7S  globulin  which  has  a receptor 
for  macrophages  on  its  F c fragment. 

Physician:  Do  any  other  animals  pro- 

duce nonprecipitating  antibodies? 

Dr.  Benacerraf:  Rat  anaphylactic 

antibody  appears  to  be  nonprecipitating 
because  it  is  present  in  such  low  amounts, 
but  it  coprecipitates  with  complexes  of  the 
other  antibodies. 

Dr.  Siegel:  I want  to  thank  Dr. 

Benacerraf  on  behalf  of  the  Society  for  an 
excellent  and  scientifically  stimulating  pres- 
entation. 
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School  Phobia 

Clinical  Experience 


school  phobia  is  increasing,  and  among 
children  who  require  home  instruction,  some 
25  per  cent  are  home-bound  for  emotional 
reasons.  School  phobia  is  frequently  associ- 
ated with  physical  symptoms.  Change  of 
school  ranks  high  as  a precipitating  factor. 
In  the  younger  group  adjustment  reaction 
with  neurotic  traits  predominated  3:1. 
Among  older  children,  half  were  neurotic  and 
half  were  considered  to  have  schizophrenic 
reaction.  Of  57  children  studied,  45  re- 
ceived psychotherapy.  Many  received  psy- 
chotherapy plus  assistance  from  school, 
psychotherapy  plus  home  instruction,  or 
assistance  from  school  plus  parental  treat- 
ment. Special  individual  attention  was  given 
31  children  by  school  personnel.  Judged 
by  the  criteria  of  school  attendance  and  com- 
pletion of  education,  53  were  successful;  4 
were  considered  failures,  and  2 gave  indica- 
tions of  being  able  to  return  to  school  even- 
tually. School  phobia  in  the  younger  child 
tends  to  be  neurotic  and  benign  and  is  more 
readily  managed  than  in  older  children  where 
it  is  often  chronic  and  associated  with  a 
schizophrenic  process. 


DORIS  H.  MILMAN,  M.D. 
Brooklyn,  New  York 

From  the  Department  of  Pediatrics, 
Downstate  Medical  Center 


T HIS  COMMUNICATION  IS  CONCERNED  with  a 
clinical  experience  with  school  phobia  by  a 
single  observer  over  a period  of  nine  years. 
This  retrospective  study  was  undertaken 
to  learn  whether  a wider  and  more  current 
experience  would  confirm  or  contradict 
previous  experiences  of  this  and  other 
authors  in  regard  to  the  effect  of  age  on 
diagnosis,  problems  of  management,  and 
prognosis.1.2  Although  there  was  no  at- 
tempt at  control  and  treatment  was  pre- 
scribed in  accordance  with  individual 
indications,  the  study  had  the  uniformity 
afforded  by  a single  clinician  performing 
all  the  psychiatric  examinations,  making 
all  the  diagnoses,  administering  all  the 
intensive  psychotherapy,  and  gathering 
all  the  follow-up  data  over  a period  of  one 
to  nine  years. 

School  phobia  as  a symptom  of  the 
school-age  child  is  well  documented.12 
In  respect  to  numbers  of  children  affected, 
it  is  a serious  and  apparently  increasing 
problem.  In  New  York  City  it  makes 
major  demands  on  teaching  resources, 
because  the  New  York  State  education 
law  requires  that  children  who  are  unable 
to  attend  school  be  provided  with  home 
instruction.3  It  is  estimated  that,  of 
approximately  360  high  school-age  children 
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TABLE  I.  Over-all  distribution  by  age  and  sex 


Years 

Boys 

Girls 

Total 

Under  8 

7 

14 

21 

Over  9 

11 

25 

36 

Totals 

18 

39 

57 

in  Brooklyn  currently  on  home  instruction, 
about  25  per  cent  are  homebound  for 
emotional  reasons. 1 

Material  and  methods 

In  a private  psychiatric  practice  during 
the  years  1956  to  1964,  57  children  were 
seen  whose  major  presenting  problem  was 
fear  and/or  anxiety  about  school  at- 
tendance, accompanied  by  a profound 
emotional  reaction  of  depression  or  agita- 
tion or  refusal  to  attend.  Physical  symp- 
toms of  abdominal  pain,  anorexia,  vomiting, 
and  sleeplessness  were  frequent  concom- 
itants. In  many  cases  there  were  ob- 
jective evidences  of  the  physical  effects  of 
prolonged  stress  such  as  pallor  and  weight 
loss. 

The  material  was  analyzed  according  to 


July  15,  1966  / New  York  State  Journal  of  Medicine  1887 


TABLE  II.  Distribution  by  age  and  sex — 
breakdown 


Age 

(Years) 

Boys 

Girls 

Total 

4 to  5 

1 

1 

2 

5 to  6 

3 

4 

7 

6 to  7 

3 

6 

9 

7 to  8 

0 

3 

3 

8 to  9 

0 

0 

0 

9 to  10 

0 

2 

2 

10  to  11 

1 

2 

3 

11  to  12 

5 

1 

6 

12  to  13 

3 

3 

6 

13  to  14 

0 

4 

4 

14  to  15 

0 

4 

4 

15  to  16 

1 

5 

6 

16  to  17 

1 

0 

1 

17  to  18 

0 

1 

1 

18  to  19 

0 

3 

3 

Totals 

18 

39 

57 

age  and  sex  (Table  I).  The  ratio  of  boys 
to  girls  of  1:2  probably  reflected  some 
element  of  preselection  in  the  referral 
process  (the  psychiatrist  was  a woman) 
rather  than  a true  sex  difference.  An 
examination  of  the  distribution  by  age 
revealed  that  the  cases  fell  into  two  sub- 
groups, those  under  eight  and  those  over 
nine  years  of  age  (Table  II)  (Fig.  1).  In 
the  younger  group  there  was  a peak  at  six 
years,  corresponding  to  entrance  into  first 
grade  and  reflecting  adjustment  problems 
associated  with  starting  school.  In  the 
older-age  group,  although  numbers  were 
small  for  any  single  year,  there  were  three 
peaks  at  three-year  intervals  corresponding 
to  the  start  of  junior  high  school,  senior 
high  school,  and  college.  This  age  inci- 
dence correlates  with  an  observed  clinical 
fact  that  a change  of  school  ranks  high 
among  precipitating  factors.2,5 

Diagnostic  evaluation  was  based  on 
history,  psychiatric  interview,  psychologic 
testing,  and  in  many  cases  psychothera- 
peutic exploration  or  follow-up  study. 
The  criteria  and  nomenclature  were  those 
of  the  American  Psychiatric  Association.6 
An  analysis  of  the  diagnostic  categories 
associated  with  the  two  major  age  groups 
showed  significant  differences  (Table  III). 
In  the  younger-age  group  the  diagnosis  of 
adjustment  reaction  with  neurotic  traits 
predominated  in  a ratio  of  3:1.  This  fact 
correlates  with  the  clinical  impression  that 
transient  adjustment  problems  are  ex- 
perienced in  the  process  of  acclimatization  to 


FIGURE  1.  Distribution  by  age. 


TABLE  III.  Distribution  by  age  and  diagnosis 


Symptom 

Under 

Eight 

Years 

Over 

Nine 

Years 

Total 

Neurotic  traits 

15 

16 

31 

Schizoid  personality 

5 

1 

6 

Schizophrenic 

reaction 

0 

18 

18 

Chronic  brain 

syndrome 

1 

1 

2 

school.  A small  number  of  young  children 
were  considered  to  be  schizoid,  based  on 
personality  trends  of  rigidity,  excessive 
fantasy,  pervasive  anxiety,  and  idiosyn- 
cratic thinking.  Their  reality  perception 
was  good,  however,  and  they  functioned 
well  in  most  respects.  Whereas  in  the 
younger  group  neurotic  children  accounted 
for  three  fourths  of  the  total,  in  the  older 
group  it  accounted  for  only  half,  and  a 
different  diagnostic  category,  schizophrenic 
reaction,  accounted  for  half.  The  diag- 
nosis schizophrenic  reaction  was  based  on 
a syndrome  of  pervasive  anxiety,  serious 
depression,  bizarre  ideation,  poor  reality 
perception,  and  impairment  of  thinking 
processes.  Although  none  of  these  children 
were  completely  psychotic,  many  were 
considered  to  be  borderline  psychotic  in 
that  they  were  unable  to  control  or  predict 
their  behavior,  lacked  awareness  of  their 
inappropriateness,  or  were  a potential 
danger  to  themselves  or  others. 

An  analysis  of  the  diagnostic  categories 
according  to  sex  showed  that  boys  weer 
overrepresented  in  both  the  schizoid  (in  a 
ratio  of  2:1)  and  the  combined  schizoid 
and  schizophrenic  groups  (in  a ratio  of 
almost  1:1),  although  the  ratio  of  boys  to 
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TABLE  IV.  Distribution  by  sex  and  diagnosis 


Symptom 

Boys 

Girls 

Total 

Neurotic  traits 

5 

26 

31 

Schizoid  personality 

4 

2 

6 

Schizophrenic 

reaction 

7 

11 

18 

Chronic  brain 

syndrome 

2 

0 

2 

girls  in  the  total  sample  was  1:2  (Table 
IV).  This  incidence  is  in  accord  with  the 
general  clinical  experience  that  schizo- 
phrenia in  childhood  and  adolescence  is 
more  prevalent  in  boys.7 

Management 

The  type  of  management  is  summarized 
in  Table  V.  Many  children  received  more 
than  one  type  of  help;  that  is,  psycho- 
therapy plus  assistance  from  school,  psy- 
chotherapy plus  home  instruction,  or 
assistance  from  school  plus  parental  treat- 
ment. Psychotherapy  was  administered 
to  45  children  in  the  form  of  weekly  sessions 
for  a period  of  six  months  to  two  years. 
The  fact  that  45  children  required  this 
highly  individualized  and  skilled  form  of 
treatment  indicates  the  extent  to  which  the 
problem  of  school  phobia  taxes  treatment 
facilities.  Thirty-one  children  received 
special  individual  attention  and  assistance 
from  school  personnel,  again  an  indication 
of  the  extent  to  which  school  facilities  are 
taxed. 

Assistance  from  school  varied  according 
to  the  needs  of  the  child  and  included  such 
measures  as  a change  of  teacher;  a short- 
ened school  day;  an  alteration  in  subject 
matter;  omission  of  emotionally  taxing 
subjects  or  activities,  such  as  reciting  in 
class,  taking  examinations,  participating 


in  sports,  dramatics,  dancing,  or  assembly; 
transfer  to  a school  or  college  nearer  home; 
and  transfer  from  a junior  high  school  to 
an  elementary  school.  The  single  most 
useful  adjunct  to  management  in  the 
case  of  the  older  children  was  the  school 
guidance  counselor.  This  person,  often 
an  individual  of  unusual  sympathy,  insight, 
flexibility,  and  warmth,  arranged  the 
program  adjustments  and  provided  the 
needed  emotional  support.  Several  young- 
sters were  enabled  to  stay  in  school  by 
being  allowed  to  spend  a portion  of  each 
day  in  the  guidance  counselor’s  office. 

For  younger  children  the  mother’s  pres- 
ence in  the  school  building,  either  in  the 
classroom,  the  corridor,  or  the  clerk’s 
office,  was  employed  as  a device  to  enable 
school  attendance  to  continue  without 
interruption.  If  the  problem  of  school 
phobia  arose  in  a kindergarten  child,  how- 
ever, the  more  usual  solution  was  for  the 
child  to  drop  out  of  school  and  return  when 
old  enough  for  first  grade. 

Thirteen  children  lost  time  from  grades 
other  than  kindergarten.  Of  these,  11 
were  provided  with  home  teachers  by  the 
Board  of  Education.  As  a group  these 
children  were  of  superior  intelligence,  very 
much  concerned  about  school,  and  ex- 
ceedingly desirous  of  continuing  their 
studies.  The  home  instruction  served 
many  valuable  functions  for  these  children: 
it  provided  continuity  of  schooling,  it 
enabled  the  child  to  feel  competent  to 
deal  with  academic  matters  when  he  was 
ready  to  return  to  school,  it  prevented  the 
intellectual  regression  that  is  such  a danger- 
ous complication  of  mental  illness,  and  it 
augmented  the  psychotherapeutic  process 
by  strengthening  intellectual  defenses. 
One  child  required  residential  treatment, 
and  two  required  hospitalization  for  short 

Treatment 


TABLE  V. 


— — Boys 

N 

— — Girls- 

Under 

Over 

Under 

Over 

Eight 

Nine 

Eight 

Nine 

Mode  of  Treatment 

Years 

Years 

Years 

Years 

Total 

Psychotherapy 

7 

8 

9 

21 

45 

Assistance  from  school 

5 

4 

7 

15 

31 

Withdrawal  from  kindergarten 

3 

0 

2 

0 

5 

Withdrawal  with  home  instruction 

0 

3 

3 

5 

11 

Withdrawal  without  home  instruction 

0 

0 

0 

2 

2 

Advice  to  parents 

0 

3 

3 

4 

10 

Residential  placement 

0 

1 

0 

0 

1 

Hospitalization 

0 

2 

0 

2 

4 
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TABLE  VI.  Outcome  by  age 


Results 

Under 
Eight 
Y ears 

Over 

Nine 

Years 

Total 

No  interruption 
school 

of 

9 

17 

26 

Interruption  and  ] 
turn 

re- 

8 

7 

15 

Chronic  recurrent 

3 

9 

12 

Failed  to  return 
school 

to 

0 

4* 

4* 

Totals 

20 

37 

57 

* Two  of  these  are  still  under  treatment. 


periods  of  time  because  of  their  acting  out 
and  destructive  impulses.  In  10  cases 
parents  received  more  than  routine  advice 
and  guidance,  ranging  in  depth  from  social 
service  case  work  to  intensive  psycho- 
therapy. 

Results 

Results  were  judged  by  the  criteria  of 
school  attendance  and,  where  suitable, 
completion  of  education  (Table  VI).  On 
this  basis,  53  cases  were  judged  successful 
in  that  they  remained  in  school  without 
interruption  or  ultimately  returned  to 
school.  Included  in  this  ultimately  suc- 
cessful group  were  12  cases  classified  as 
chronic  recurrent  because  their  symptoms 
returned  at  least  once  after  the  initial 
episode.  Of  the  4 who  failed  to  return, 
2 continued  to  be  on  home  instruction  until 
they  graduated  from  high  school  and  should 
be  regarded  as  treatment  failures.  The 
other  2 who  have  not  returned  to  school 
are  still  under  active  treatment  and  give 
every  indication  of  being  able  to  return. 

Age  was  clearly  a factor  in  affecting  the 
outcome  of  school  phobia  (Table  VI). 
The  older  group  accounted  for  all  of  the 
children  who  failed  to  return  and  9 of  the 


11  in  the  chronic  recurrent  category.  It 
should  be  recalled  that  the  older-age  group 
was  weighted  with  schizophrenic  and 
schizoid  children.  This  fact,  combined 
with  the  preponderance  of  schizoid  and 
schizophrenic  children  in  the  group  whose 
schooling  was  interrupted  or  who  became 
chronic,  points  out  the  interrelationship 
of  older  age  and  diagnosis  in  affecting 
outcome  (Table  VII).8 

Comment 

An  analysis  of  this  clinical  experience 
would  not  be  complete  without  reference 
to  the  fact  that  the  source  of  patients  is  a 
middle-class,  white,  urban  population.  It 
then  becomes  significant  that  none  of  these 
children  are  of  the  acting-out  conduct  dis- 
order type,  the  diagnosis  most  commonly 
encountered  in  underprivileged  groups. 
The  symptom  of  school  phobia  is  deter- 
mined both  by  the  diagnostic  category 
and  by  the  cultural  values  of  the  society. 
School  achievement  and  excellence  are 
prized  as  prerequisites  for  success,  hence 
their  focus  as  a center  for  neurotic  anxiety. 
It  may  be  speculated  that  such  subtle  in- 
fluences as  psychiatric  labeling,  early 
identification  of  phobic  symptoms,  and 
even  sympathetic  acceptance  play  a role 
in  reinforcing  the  neurotic  component  and 
lending  respectability  to  the  symptoms. 
It  is  certainly  true  that  in  underprivileged 
groups,  genuine  school  phobia  is  rare  and 
when  encountered  is  usually  labeled  tru- 
ancy and  handled  in  an  authoritarian  rather 
than  a sympathetic  fashion.  The  epi- 
demiology of  school  phobia,  then,  might 
be  a fruitful  area  for  further  investigation 
from  the  point  of  view  of  the  influence  of 
social  and  cultural  factors  on  symptom 
formation. 

The  fact  that  school  phobia  is  not  con- 


TABLE  VII.  Outcome  by  diagnosis 


Results 

Chronic 

Brain 

Syndrome 

Neurotic 

Traits 

Schizoid 

Personality 

Schizophrenic 

Reaction 

Total 

No  interruption  of  school 

0 

17 

2 

7 

26 

Interruption  and  return 

2 

6 

3 

4 

15 

Chronic  recurrent 

0 

6 

1 

5 

12 

Failed  to  return  to  school 

0 

2 

0 

2* 

4 

Totals 

2 

31 

6 

18 

57 

* Still  under  treatment. 
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fined  solely  to  young  children  but  occurs 
throughout  adolescence  and  into  the  col- 
lege years  has  importance  in  light  of  cur- 
rent interest  in  the  school  dropout  problem. 
Whereas  the  younger  children  are  ob- 
viously absenting  themselves  for  neurotic 
reasons,  an  older  pupil  often  employs 
elaborate  defenses  to  rationalize  his  re- 
fusal to  attend  school,  thus  obscuring  the 
fact  that  the  basic  problem  is  psychiatric. 
Because  of  the  current  wide  prevalence  of 
discontinuing  school,  many  older  high 
school  and  college  students  are  labeled 
school  dropouts  without  any  more  searching 
investigation  of  and  psychiatric  attention 
to  their  difficulties.  The  problem  has 
added  significance  because  many  of  these 
so-called  dropouts  are  bright  and  very 
able  and  constitute  a serious  loss  of  po- 
tentially skilled  and  educated  people. 

Conclusion 

Several  conclusions  can  be  drawn  from 
this  experience.  School  phobia  is  not  a 
diagnostic  entity  but  a symptom.  It  can 
be  successfully  handled  in  the  overwhelm- 
ing majority  of  cases.  It  requires  prompt 
and  vigorous  management  employing  a 
full  range  of  psychiatric  and  school  re- 


Localization of  brain  tumors 
by  ultrasonic  technics 


Because  of  its  specific  acoustic  character  which 
causes  an  abnormal  echo  pattern,  a brain  tumor 
may  be  localized  through  the  use  of  the  reflector 
method  of  diagnosis  by  ultrasound.  A total  of 
111  patients  with  a brain  tumor  whose  diagnoses 
were  later  established  by  surgery  or  autopsy 
were  examined  by  ultrasound.  The  presence  or 
absence  of  a midline  displacement  was  correctly 
predicted  by  this  method  in  97  per  cent  of  the 
cases.  Of  the  111  patients,  80  (72  per  cent) 
were  correctly  diagnosed  by  ultrasound.  Of 
55  cases  of  cerebral  tumor,  53  were  diagnosed 
correctly.  In  subtentorial  tumor,  however, 
only  10  of  30  were  correct.  Because  of  this 
poor  result,  subsequent  use  of  ultrasound 
diagnostically  in  the  subtentorial  area  has  been 


sources.  The  significance  of  school  phobia 
is  different  depending  on  whether  it  occurs 
in  a younger  or  in  an  older  child.  In  the 
younger-age  group  it  is  usually  a symptom 
of  a neurotic  adjustment  reaction  and  is 
essentially  benign  and  self-limited.  In 
older  children  and  adolescents,  school 
phobia  is  a symptom  of  grave  import, 
tending  to  become  chronic  and  recurrent 
and  is  often  associated  with  an  underlying 
schizophrenic  process. 

450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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rare.  Ultrasound  in  no  way  harms  the  patient 
and  examination  of  the  head  from  all  directions 
is  possible. 

Kenji  Tanaka,  M.D.,  Kazufumi  Ito,  M.D., 
and  Toshio  Wagai,  M.D.,  writing  in  a recent 
issue  of  the  Journal  of  Neurosurgery,  tabulate 
all  111  cases  with  age,  sex,  diagnosis,  and  rele- 
vant treatment  data.  The  diagnoses  were  as 
follows:  glioma,  44;  meningioma,  13;  neuri- 

noma, 13;  pituitary  adenoma,  9;  cranio- 
pharyngioma, 6;  cholesteatoma,  2;  tubercu- 
loma, 2;  plexus  papilloma,  2;  metastatic  tumor, 
8;  plus  miscellaneous  others.  The  apparatus 
was  a standard  ultrasonic  apparatus  (Aloka 
Model  SSD-2,  Japan  Radio  Co.,  Ltd.,  Tokyo) 
and  was  used  with  an  adaptor  camera  and 
various  types  of  commercially  produced  trans- 
ducers. 

The  ultrasonic  method  is  better  than  the  x-ray 
method  in  analysis  of  soft  tissue,  especially 
neoplastic  tissue,  and  there  is  no  pain  or  danger 
to  the  patient. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Beekman-Downtown  Hospital 
New  York  City 

November  30,  1965 

Conducted  by  JOHN  T.  FLYNN,  M.D. 
Discussed  by  SIDNEY  DANN,  M.D. 


Progressive  Dyspnea, 
Edema,  Weight  Loss, 
and  Mental  Confusion 

Case  history 

David  Kiang,  M.D. : A forty-four-year- 

old  white  male  cargo  repairman  was  admit- 
ted to  Beekman-Downtown  Hospital  with 
the  complaint  of  difficulty  in  breathing 
for  two  to  three  weeks.  The  patient  was 
mentally  confused  as  well  as  acutely  ill. 
Three  years  before  this  admission  the  pa- 
tient had  been  admitted  to  another  hospital 
with  a ten-day  history  of  anorexia,  weak- 
ness, and  weight  loss  over  a two-  to  three- 
week  period  following  a head  cold.  He 
admitted  to  drinking  one  quart  of  alcohol 
per  day.  Physical  examination  at  that 
time  is  reported  to  have  shown  the  liver 
to  be  5 finger  breadths  below  the  right  costal 
margin  and  nontender.  Laboratory  exam- 
ination revealed  a hemoglobin  of  12  Gm. 
per  100  ml.,  white  blood  count  20,000; 
erythrocyte  sedimentation  rate  48  mm. 
per  hour;  cephalin  flocculation  test  1 plus; 
and  albumin-globulin  ratio  initially  3.8: 4.3. 
A sulfobromophthalein  sodium  injection 
(Bromsulphalein)  test  was  5 per  cent  at 
forty-five  minutes.  A tuberculin  test  and 
histoplasmin  skin  test  gave  positive  re- 
sults; smears  for  tubercle  bacilli  and  fungi 
gave  negative  results.  The  stool  guaiac 
gave  negative  findings.  Aspiration  biopsy 
of  the  liver  was  reported  to  show  normal 
liver  tissue. 

The  initial  chest  x-ray  during  that  ad- 
mission showed  an  infiltration  in  the  pos- 
terior portion  of  the  right  upper  lobe  (Fig. 
1A).  During  the  hospital  stay  partial 
clearing  of  this  infiltration  on  x-ray  then 


revealed  the  presence  of  high  lights  com- 
patible with  tuberculous  disease  and  possi- 
ble breakdown  of  lung  tissue;  this  appeared 
to  be  confirmed  initially  on  tomography. 
Bronchography  showed  a “beading  effect” 
throughout  the  right  upper  lobe  and  the 
right  lower  lobe,  with  considerably  less 
involvement  of  the  right  middle  lobe. 
However,  with  rest  and  diet  the  patient 
showed  a marked  and  unexpected  improve- 
ment in  his  general  health  with  weight 
gain;  a chest  x-ray  prior  to  discharge 
showed  the  lungs  to  be  entirely  cleared 
(Fig.  IB).  The  blood  urea  nitrogen  de- 
creased from  72  mg.  per  100  ml.  to  normal 
limits;  the  albumin-globulin  ratio  at  the 
time  of  discharge  was  3.9 : 3.3.  The  patient 
left  the  hospital  seven  weeks  after  admis- 
sion. 

In  the  interval  of  three  years,  the  patient 
continued  to  smoke  two  packages  of  ciga- 
rets  a day  and  to  drink  an  undetermined 
amount  of  alcoholic  beverages  daily.  About 
three  weeks  before  his  final  admission  to 
Beekman-Dowtown  Hospital,  the  patient 
developed  swelling  of  both  lower  extremi- 
ties, more  on  the  right,  with  increased 
difficulty  in  walking  and  occasional  retro- 
sternal chest  pain.  About  two  to  three 
weeks  prior  to  admission  he  developed  in- 
creasing shortness  of  breath;  four  days  be- 
fore admission  he  developed  hoarseness  to- 
gether with  slurring  of  speech  and  occa- 
sional incoherence. 

Physical  examination  on  this  final  ad- 
mission revealed  a middle-aged,  white 
male,  moderately  dyspneic,  with  slurred 
speech,  some  clouding  of  memory,  and 
evidence  of  chronic  weight  loss.  The  blood 
pressure  was  108/60,  pulse  rate  84,  respira- 
tory rate  22,  and  rectal  temperature  97  F. 
The  general  physical  examination  was  un- 
revealing except  for  pale  conjunctivas  and 
a dry,  smooth  tongue,  hoarseness  of  the 
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FIGURE  1.  First  hospitalization.  (A)  Infiltration 
seven  weeks. 


voice,  scattered  inspiratory  rales,  and  ron- 
chi  over  both  lung  bases  posteriorly.  A 
Grade  I blowing,  apical,  systolic  murmur 
was  not  transmitted  to  the  axilla.  In 
spite  of  moderate  abdominal  distention, 

] the  liver  edge  was  palpable  4 to  5 finger- 
breadths  below  the  right  costal  margin 
and  was  slightly  tender  to  pressure.  There 
was  a scaly  erythema  and  a 1 to  2 plus 
pitting  edema  over  both  lower  extremities 
below  the  knees.  Neurologic  examination 
revealed  some  slurring  of  speech.  There 
was  questionable  diminution  of  superficial 
pain  and  touch  sensation,  as  well  as  vibra- 
tory sense,  over  both  lower  extremities, 
and  there  was  a questionable  right  Babinski 
reflex.  During  the  physical  examination 
the  patient  choked  while  drinking  a glass 
, of  water,  developed  clenching  motions  of 
i one  hand  together  with  lateral  nystagmus, 
bit  his  tongue  slightly,  and  developed  uri- 
nary incontinence  briefly. 

Laboratory  examination  showed  urine- 
1 specific  gravities  of  1.012  and  1.015;  there 
: was  a trace  to  1 plus  albumin;  sugar  and 
acetone  counts  were  unrevealing;  and 
microscopic  examination  showed  finely 
granular  casts  and  uric  acid  crystals.  The 
hemoglobin  initially  was  8.8  Gm.  per  100 
ml.,  hematocrit  26,  and  white  blood  count 
11,500  with  a differential  of  84  per  cent 


right  upper  lobe,  and  (B)  clearing  of  infiltration  at 


segmented  forms,  15  per  cent  lymphocytes, 
and  1 per  cent  monocytes.  The  initial 
blood  urea  nitrogen  was  45  mg.  per  100  ml., 
and  the  carbon  dioxide  combining  power 
was  15.7  mEq.,  serum  potassium  6.2 
mEq.,  sodium  112  mEq.,  and  chlorides  76 
mEq.  per  liter.  The  serum  proteins  were 
5.9  Gm.,  albumin  4.2  Gm.,  and  globulin 
1.7  Gm.  per  100  ml.  The  serum  bilirubin, 
thymol  turbidity,  and  cephalin  flocculation 
test  were  within  normal  limits.  The 
VDRL  test  for  syphilis  gave  negative  find- 
ings. Initially,  the  serum  glutamic  oxalo- 
pyruvic  transaminase  was  23  units,  serum 
glutamic  pyruvic  transaminase  8 units, 
and  lactic  dehydrogenase  650  units.  On 
the  second  hospital  day  the  serum  glutamic 
oxalo  pyruvic  transaminase  rose  to  120 
units  and  the  lactic  dehydrogenase  to 
1,020  units.  The  sputum  culture  showed 
coagulase  negative  staphylococcus  aureus 
and  hemolytic  streptococcus.  Sputum 
specimens  showed  no  tubercle  bacilli  on 
routine  smears  or  on  culture.  The  spinal 
fluid  showed  very  few  red  blood  cells,  sug- 
gestive of  a slightly  traumatic  tap;  the 
spinal  fluid  protein  was  31  mg.  per  100  ml. 
The  gastric  aspirate  gave  positive  results 
for  occult  blood.  Two  stool  specimens  gave 
negative  findings  on  guaiac  test.  The  17- 
ketosteroids  and  17-ketogenic  steroid  ex- 
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TABLE  I.  Blood  gas  and  pH  determinations* 


Determination 

Observed 

Predicted 

Arterial  oxygen  capacity  (volumes  per  cent)  f 

11 

.90 

11 

.90 

Arterial  oxygen  content,  resting  (volumes  per  cent) 

8. 

63 

11 

.54  + 

Arterial  oxygen  saturation  (per  cent) 

71 

97 

Arterial  carbon  dioxide  content  (volumes  per  cent) 

32 

42 

.80  to  57.10 

Arterial  carbon  dioxide  tension  (mm.  Hg) 

32 

37 

to  41 

Arterial  pH 

7. 

.275 

7 

. 35  to  7.45 

Standard  bicarbonate  (millimols  per  liter) 

19 

22 

to  23 

* Values  of  oxygen  capacity  determined  by  Van  Slyke  technic  following  saturation  in  tonometer, 
t Low  oxygen  capacity  is  result  of  diminished  hemoglobin,  based  on  8.8  Gm.  per  100  ml. 


cretions  and  the  twenty-four-hour  excre- 
tion of  sodium  chloride  were  markedly  de- 
creased. Pulmonary  function  studies  indi- 
cated a metabolic  acidosis  with  a marked 
degree  of  arterial  oxygen  desaturation 
(Table  I). 

The  patient’s  hospital  course  was  pro- 
gressively unsatisfactory.  He  remained 
dyspneic  in  an  oxygen  tent  and  had  a 
rapid  pulse;  his  blood  pressure  rapidly 
decreased  and  could  be  maintained  only 
with  metaraminal  (Aramine).  Radioiso- 
tope blood  volume  determination  showed 
a total  blood  volume  of  4.6  L.  Numerous 
rales  and  ronchi  continued  to  be  audible 
over  both  lung  fields  in  spite  of  mercurial 
diuretics,  aminophylline,  digitalization,  and 
hydrochlorothiazide  (Hydroiuril).  The  pa- 
tient was  started  on  steroids  on  the  second 
hospital  day;  multivitamin  therapy  and 
penicillin  were  continued  throughout  the 
hospital  course.  The  patient  remained 
restless,  uncooperative,  and  at  times  inco- 
herent, with  persistent  dyspnea.  At  times 
he  raised  frothy  sputum;  he  had  one  con- 
vulsive seizure  and  appeared  to  be  halluci- 
nating with  intermittent  marked  degrees  of 
muscular  tension.  Urinary  output  grad- 
ually diminished,  and,  terminally,  oliguria 
was  noted.  Following  a convulsive  seizure 
on  the  second  hospital  day,  the  pulse  was 
noted  to  be  very  rapid  and  feeble  with  a 
marked  drop  in  blood  pressure  which  was 
later  maintained  with  difficulty  with  metar- 
aminol.  On  the  third  hospital  day  the 
patient  had  another  convulsive  seizure; 
blood  pressure  was  not  obtainable,  and  the 
patient  was  apparently  in  cardiac  arrest. 
Cardiac  massage  and  metaraminol  were 
followed  by  return  of  blood  pressure  and 
pulse  rate;  four  hours  later,  the  patient 
lapsed  into  unconsciousness.  Cardiac  mon- 
itor showed  complete  arteriovenous  block 
with  nodal  premature  and  occasional  rapid 
ventricular  rhythm.  The  patient  became 


distended,  and  gastric  intubation  revealed 
coffee-ground  fluid.  Two  units  of  whole 
blood  were  administered.  However,  five 
hours  after  the  convulsive  seizure  the  pa- 
tient was  noted  to  be  in  cardiac  standstill 
and  failed  to  respond  to  epinephrine, 
sodium  bicarbonate,  and  isoproterenol 
(Isuprel). 

Discussion 

Sidney  Dann,  M.D.:*  We  have  a his- 
tory of  a middle-aged,  white  male  who  had 
difficulty  in  breathing  for  about  two  weeks. 
Observation  in  another  hospital  three  years 
before  indicated  the  presence  of  an  infiltra- 
tion in  the  right  upper  lobe  which  cleared 
up  completely  within  a month.  During 
the  three  weeks  before  his  present  admission 
the  patient  developed  ankle  edema,  chest 
pain,  shortness  of  breath,  and  hoarseness. 
On  admission,  he  showed  some  sensorial 
difficulties,  some  relatively  minor  lung 
findings,  and  a large  liver  on  physical  ex- 
amination. He  was  anemic,  mildly  uremic, 
and  showed  decreased  sodium  chloride  out- 
put. The  patient  remained  dyspneic,  men- 
tally confused,  progressively  oliguric,  and 
finally  went  into  cardiac  arrest. 

Perhaps  we  can  start  at  the  end  of  the 
case  and  point  out  that  terminally  there 
was  a progressive  reduction  in  renal  func- 
tion with  final  renal  shutdown.  It  is  of 
interest  to  note  that  in  his  previous  hospi- 
talization at  another  hospital,  laboratory 
findings  revealed  an  initial  blood  urea  nitro- 
gen of  71  mg.  per  100  ml.  and  a reversed 
albumin-globulin  ratio  without  clinical  or 
laboratory  evidence  of  underlying  liver 
disease.  We  must  assume  that  there  was 
some  primary  renal  damage,  although  there 
is  precious  little  information  to  determine 

* Associate  Attending  Physician,  Internal  Medicine, 
Beekman-Downtown  Hospital,  and  Chief,  Pulmonary  Clinic 
and  Laboratory. 
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what  type  of  renal  disease  was  present. 
Furthermore,  it  was  noted  that  the  blood 
urea  nitrogen  became  normal  following 
hydration,  although  there  is  no  mention 
of  the  protein  studies.  It  is  possible  that 
the  present  renal  condition  may  also  be 
attributed  to,  or  aggravated  by,  dehydra- 
tion and  by  factors  leading  to  dehydration. 
The  low  twenty-four-hour  urine  salt  excre- 
tion might  have  been  due  to  reduction  of 
food  intake  and  vomiting.  Liver  and 
kidney  disease  are  both  present,  but  the 
hepatorenal  syndrome  seems  unlikely  since 
the  patient  did  not  lapse  into  coma  and 
showed  no  evidence  of  jaundice  or  serious 
hepatic  damage.  Furthermore,  complete 
renal  shutdown  in  hepatic  glomerulosclero- 
sis is  a rare  event.  If  a nephrotic  syndrome 
was  involved,  as  suggested  by  the  inverse 
albumin-globulin  ratio  during  his  other 
hospital  admission,  it  does  not  seem  to  be 
the  type  characterized  by  a salt-losing 
mechanism  or  by  albuminuria.  Indeed, 
the  patient  seemed  to  be  able  to  conserve 
salt.  Electrolyte  findings  with  low  sodium 
and  chlorides  and  a high  potassium  raise 
the  question  of  adrenal-cortical  failure 
with  a possibility  of  a terminal  Addisonian 
crisis.  On  the  other  hand,  the  absence  of 
diarrhea  and  skin  pigmentation  would 
tend  to  make  this  diagnosis  less  likely, 
especially  in  a patient  who  was  severely 
ill. 

Serum  electrolytes  can  at  times  be  con- 
fusing because  of  hemodilution.  However, 


it  is  important  to  note  here  that  the  pa- 
tient’s blood  volume  was  actually  less  than 
normal.  The  so-called  hyponatremic  syn- 
drome would  necessarily  involve  an  increase 
in  the  blood  volume.  This  is  the  result  of 
the  resetting  of  the  “thermostat”  for  salt 
and  water  and  can  occur  in  congestive 
heart  failure  or  in  the  nephrotic  syndrome. 
I do  not  think  we  have  to  consider  the 
hyponatremic  syndrome  except  to  mention 
that  in  such  states  treatment  with  salt  can 
lead  to  catastrophe.  A deteriorating  renal 
condition  of  course  can  contribute  to  a 
patient’s  poor  mental  condition,  but  the 
question  could  also  be  raised  here  as  to 
whether  or  not  there  was  some  other  lesion 
such  as  a cerebral  embolus. 

With  these  facts  in  mind,  let  us  turn  our 
attention  to  the  cardiovascular  system. 
It  seems  reasonable  to  think  that  some 
type  of  carditis  was  involved  in  this  pa- 
tient’s picture.  Could  it  have  been  peri- 
carditis with  tamponade,  possibly  associ- 
ated with  a pancarditis?  Perhaps  the  in- 
crease in  potassium  had  its  influence  on 
myocardial  function,  although  this  was 
not  evident  on  the  electrocardiogram. 
Can  we  review  the  electrocardiograms? 

Adolph  Berger,  M.D.:  Three  major 

items  of  information  from  electrocardio- 
grams are  rate,  rhythm,  and  abnormalities 
suggesting  underlying  myocardial  disease. 
The  review  of  present  electrocardiograms 
suggests  that  there  may  be  some  intrinsic 
myocardial  disease,  although  central  nerv- 
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ous  system  disease  can  lead  to  such  changes 
(Fig.  2).  The  minor  changes  are  not  felt  to 
be  due  entirely  to  digitalis;  the  placement 
of  the  precordial  leads  raises  the  question 
as  to  whether  or  not  the  RSR  prime 
complex  in  V2  was  simply  due  to  a shifting 
in  the  placing  of  the  electrodes  on  the 
chest.  There  is  no  question  about  an  RSR 
prime  complex  in  V i,  with  a normal  QRS 
time  suggesting  incomplete  right  bundle 
branch  block.  The  evidence  does  not  sug- 
gest a cor  pulmonale  or  a pulmonary  em- 
bolism, but  these  factors  cannot  be  ruled 
out  on  the  electrocardiogram. 

Kurt  Shalsha,  M.D.:  I do  not  en- 

tirely agree.  The  RSR  prime  in  V\  is  only 
0.08  seconds,  which  is  against  right  bundle 
branch  block.  The  magnitude  of  R prime 
plus  the  inverted  T waves  in  the  first  elec- 
trocardiogram suggests  right  ventricular 
hypertrophy  and  possible  cor  pulmonale 
(Fig.  2A). 

Lewis  Bronstein,  M.D.:  If  this  was 

cor  pulmonale,  what  was  the  condition  of 
the  superficial  veins  in  the  neck?  W as  there 
any  evidence  of  back  pressure  in  the  veins? 

Dr.  Kiang:  There  is  mention  in  the 

chart  of  very  slight  engorgement  of  the 
neck  veins.  But  it  did  not  appear  to  be 
enough  to  suggest  right  ventricular  failure. 
There  was  no  measurement  of  venous  pres- 
sure done. 

Dr.  Bronstein:  Would  the  electro- 

cardiogram in  any  way  suggest  the  effects 
of  hyperpotassemia? 

Dr.  Berger:  No,  I do  not  think  so. 

Dr.  Dann:  Heart  damage  at  times 

has  been  attributed  to  alcoholism;  many 
cases  show  T-wave  changes,  usually  early 
in  the  postalcoholic  state.  These  changes 
are  said  to  be  due  to  a mild  carditis  which 
clears  up  in  four  to  five  days.  However, 
this  type  of  patient  usually  does  not  die  in 
renal  failure.  Histoplasmosis  can  cause 
some  mild  carditis  as  well  as  involve  the 
lungs,  including  the  upper  lobes  of  the 
lungs,  as  was  suggested  on  earlier  admission 
of  this  patient  to  another  hospital.  I wish 
to  point  out  in  relation  to  histoplasmosis 
that  this  has  occurred  in  people  who  were 
known  not  to  have  left  the  vicinity  of 
New  York  City.  We  have  no  knowledge 
of  this  patient’s  recent  travels.  I do  not 
seriously  think  of  cor  pulmonale  here,  be- 
cause the  findings  do  not  suggest  the  right- 


sided type  of  heart  failure.  Tuberculosis 
would  be  thought  of  because  of  the  ques- 
tion of  Addison’s  disease,  but  the  rapid 
resolution  of  the  preceding  pulmonary  infil- 
tration suggests  that  this  is  not  likely. 
It  should  be  pointed  out  that  the  positive 
tuberculin  test  result,  of  course,  does  not 
help  at  all.  Let  us  review  the  available 
films. 

John  Batillas,  M.D.:  The  initial 

x-ray  studies  were  obtained  at  another 
hospital  at  the  time  of  the  patient’s  previous 
admission  three  years  ago.  Serial  radio- 
graphs of  the  chest  at  that  time  demon- 
strated an  extensive,  mottled,  confluent 
area  of  infiltration  involving  primarily  the 
posterior  segment  of  the  right  upper  lobe 
(Fig.  1A).  Small  calcific  foci  are  noted 
in  the  right  hilar  region,  indicative  of  a 
primary  complex.  The  remainder  of  the 
lung  fields  are  clear.  The  cardiac  silhouette 
and  mediastinal  structures  are  normal. 
There  is  no  diaphragmatic  abnormality  or 
significant  skeletal  abnormality.  During 
that  hospital  stay,  over  a seven-week 
period,  resolution  occurred  with  the  appear- 
ance of  multiple  rounded  radiolucencies 
of  varying  size  which  prompted  tomo- 
graphic studies.  Pulmonary  tuberculosis 
was  considered  primarily  on  the  basis  of  these 
suggestive  cavities  as  well  as  the  location 
of  the  infiltration  in  the  posterior  segment 
of  the  right  upper  lobe.  However,  the 
subsequent  course  with  clearing  of  these 
densities  excluded  this  diagnosis  (Fig.  IB). 
A bronchogram  also  was  obtained  during 
this  admission;  it  demonstrated  minimal 
beading  of  doubtful  significance  throughout 
the  right  lung  field.  A chest  x-ray  obtained 
approximately  three  months  following  this 
earlier  admission  demonstrated  minimal 
residual  fibrotic  changes  in  the  right  upper 
lobe  as  well  as  right  apical  pleural  thicken- 
ing. 

During  the  patient’s  present  hospital 
admission,  the  radiologic  examination  is 
limited  to  a single  radiograph  of  the  chest 
obtained  with  the  patient  in  the  supine 
position  (Fig.  3).  The  cardiac  silhouette 
appears  enlarged,  and  its  configuration  is 
suggestive  of  a pericardial  effusion.  Diffuse 
accentuation  of  the  bronchovascular  mark- 
ings is  noted  throughout  both  lung  fields 
with  coalescence  at  the  right  base.  The 
radiologic  findings  are  compatible  with 
congestive  heart  failure. 
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FIGURE  3.  Final  admission.  Cardiac  enlarge- 
ment with  accentuated  bronchovascular  markings. 


Dr.  Dann:  What  other  type  of  lung 

disease  should  be  considered?  Broncho- 
genic carcinoma,  of  course,  could  cause  all 
of  these  symptoms,  including  those  of  the 
central  nervous  system.  One  might  men- 
tion the  syndromes  associated  with  bron- 
chogenic carcinoma,  for  example,  occasional 
demyelinization  of  portions  of  the  central 
nervous  system  and  mental  symptoms 
such  as  noted  in  this  case.1  Also,  the  ex- 
cess fluid  retention  and  the  tendency  to 
heart  failure  with  enhancement  of  the  anti- 
diuretic factor  which  occasionally  occurs 
in  the  presence  of  an  oat-cell  carcinoma 
should  not  be  forgotten.2'3 

The  most  likely  diagnoses  seem  to  be 
carditis  of  unknown  type,  probably  peri- 
carditis with  effusion;  renal  findings  com- 
patible with  congestive  heart  failure;  sus- 
pected Laennec’s  cirrhosis;  and  the  cere- 
bral effects  of  anoxemia.  No  organic  dis- 
ease is  to  be  expected  in  the  adrenal 
glands  nor  is  there  significant  coronary 
artery  disease  to  cause  myocarditis.  There 
are  no  specific  pathologic  findings  to  be 
expected  in  the  kidney,  which  I think 
sustained  functional  impairment  only. 

In  closing,  I wish  to  mention  pulmonary 
function  studies  as  determined  by  the 
Astrup  technic  of  acid-base  determination 
which  is  becoming  increasingly  popular  in 
the  United  States  and  has  considerable 


value,  although  critics  have  pointed  out 
some  limitations.  In  this  case,  the  low 
standard  bicarbonate  points  to  a metabolic 
basis  for  the  acidosis;  a somewhat  lowered 
carbon  dioxide  pressure  is  also  present. 
The  acidosis  is  probably  from  some  tissue 
anoxemia  due  to  diminished  perfusion 
as  well  as  to  a lowered  oxygen  content 
of  the  blood  brought  to  the  tissues.  How- 
ever, I don’t  see  how  this  helps  us  arrive 
at  a more  clear-cut  diagnosis. 

Clinical  diagnoses 

1.  Laennec’s  cirrhosis  with  hepatorenal 
syndrome'? 

2.  Diffuse  bronchopneumonia  ( staphylo- 
coccus aureus,  predominating  organism) 

3.  Arteriosclerotic  heart  disease  (?)  with 
congestive  heart  failure 

Dr.  Dann’s  diagnoses 

1.  Myocarditis  and  pericarditis  with 
effusion  and  congestive  heart  failure 

2.  Renal  insufficiency  compatible  with 
congestive  failure 

3.  Laennec’s  cirrhosis,  probable 

4.  Cerebral  anoxemia 

Pathologic  report 

Basil  Moumgis,  M.D.*:  The  signifi- 

cant pathologic  findings  involved  both 
lungs.  The  right  lung  weighed  800  Gm. 
and  the  left  550  Gm.  Both  exhibited  a 
rubbery  consistency,  and  the  usual  crepi- 
tant quality  of  aerated  lungs  was  markedly 
decreased.  The  visceral  pleura  was  thick- 
ened and  opaque  but  showed  no  adherence 
to  the  parietal  pleura.  However,  there 
was  interlobar  fibrosis,  and  small  locules 
of  serous  fluid  could  be  identified  on 
breaking  through  these  adhesions.  The 
cut  surfaces  of  the  lungs  were  hallmarked 
by  a fine,  honeycomb  appearance  outlined 
by  diffuse,  grey,  strand-like,  fibrous  tissue. 
The  microscopic  picture  was  characteristic 
of  a chronic  interstitial  fibrosing  process  as 
described  by  Hamman  and  Rich  in  1944 4 
(Fig.  4).  Although  all  degrees  of  the 
pathologic  process  could  be  identified 
in  this  case,  the  changes  usually  seen  at 
the  end  stages  predominated.  The  earliest 

* Associate  Attending  Pathologist,  Beekman-Downtown 
Hospital. 
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FIGURE  4.  Sections  illustrating  diffuse  fibrous 
thickening  of  alveolar  septums. 


stages  of  the  pathologic  process  are  seen 
here  to  be  an  edematous  thickening  of 
the  alveolar  walls  associated  with  eosino- 
philic material  forming  hyaline-type  mem- 
branes and  a scanty  number  of  polymor- 
phonuclear leukocytes  (Fig.  5).  There 
is  prominent  desquamation  of  alveolar 
lining  cells  as  well  as  of  histiocytes  within 
the  spaces.  Only  a minimal  amount  of 
necrosis  is  noted.  The  chronicity  of  the 
process  is  reflected  by  the  fibrous  thicken- 
ing of  the  alveolar  walls  with  a resultant 
distortion  of  the  architecture.  These 
areas  similarly  show  a proliferation  of  the 
alveolar  lining  cells,  which  are  so  promi- 
nent focally  that  they  imparted  an  adeno- 
matoid appearance.  Of  interest  are  dis- 
tinct foci  of  proliferating  fibroblasts  which 
appear  to  extend  into  the  alveolar  spaces 
(Fig.  6).  In  the  past,  these  findings  were 
interpreted  as  representing  organization 
of  intra-alveolar  exudate.  However,  the 
pathologic  process  demonstrated  in  this 
case  as  well  as  those  noted  in  the  literature 
suggest  that  these  irregular  fibrotic  areas 
are  an  extension  of  the  fibroplasia  originat- 
ing in  the  alveolar  walls  following  degenera- 
tive change  of  lining  cells.  5-6 

The  heart  was  somewhat  enlarged  and 
associated  with  an  insignificant  amount  of 
pericardial  effusion.  The  enlargement  was 
a reflection  of  the  right  ventricular  hyper- 
trophy and  dilatation.  This  finding  is  in- 
terpreted as  representing  a cor  pulmonale. 
The  coronary  arterial  system  was  widely 
patent,  and  there  were  no  gross  or  micro- 
scopic ischemic  myocardial  changes.  There 


FIGURE  5.  Early  stage  exhibiting  hyaline  mem- 
branes and  interstitial  inflammatory  cell  infiltra- 
tion. 


FIGURE  6.  Alveolar  cell  proliferation  with  foci  of 
adenomatoid  appearance. 


was  a mild  diffuse  interstitial  infiltration 
by  lymphocytes  which  one  could  interpret 
as  a reactive  myocarditis  such  as  is  seen  in 
many  debilitated  patients,  particularly 
those  harboring  some  form  of  inflammatory 
or  infectious  disease. 

In  spite  of  impaired  renal  function,  the 
pathologic  changes  were  minimal.  There 
were  occasional  foci  which  contained  clus- 
ters of  hyalinized  and  partially  hyalinized 
glomeruli;  there  also  was  a mild  increase  in 
interstitial  tissue  and  moderate  infiltration 
by  chronic  inflammatory  cells,  which  is 
suggestive  of  chronic  pyelonephritis.  It  is 
possible  that  these  areas  of  chronic  inflam- 
mation could  be  the  end  result  of  a previ- 
ous acute  process  to  account  for  the  renal 
dysfunction  which  was  present  three  years 
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previously.  The  liver  was  slightly  en- 
larged and  microscopically  showed  evi- 
dence of  acute  congestion  and  moderate 
fatty  change.  There  were  about  2,000  cc. 
of  clear  ascitic  fluid  present.  The  adrenal 
glands  were  entirely  normal,  grossly  and 
microscopically.  One  can  only  speculate 
as  to  any  central  nervous  system  disease, 
since  autopsy  permission  was  not  given 
for  the  examination  of  the  brain. 

John  T.  Flynn,  M.D.:  While  we  can 

hardly  expect  anyone  to  have  arrived  at  the 
correct  major  diagnosis,  I wish  to  compli- 
ment Dr.  Dann  on  the  fact  that  he  was  not 
instantly  persuaded  that  certain  laboratory 
tests  meant  that  anatomic  disease  would  be 
found  in  the  adrenals,  heart,  or  kidneys. 
It  is  the  mark  of  the  experienced  clinician  to 
be  aware  that  functional  impairment  can 
be  present  but  not  to  be  trapped  into 
believing,  necessarily,  that  organic  changes 
are  going  to  be  evident  to  the  pathologist. 

Dr.  Dann:  It  is  interesting  that  this 

case  should  have  such  widespread  pulmo- 
nary disease  and  yet  have  had  so  little 
complaint  of  dyspnea. 

Dr.  Berger:  I maintain  that  instead 

of  talking  about  the  patient’s  reaction  to 
dyspnea,  we  should  try  to  measure  the  rate 
and  depth  of  respiration  and  not  be  con- 
cerned about  simple  statements  to  the  effect 
that  the  patient  was  or  was  not  dyspneic. 

Isadore  Schlamowitz,  M.D.:  I disa- 

gree with  Dr.  Berger.  After  all,  dyspnea  is 
a subjective  complaint,  and  how  can  you 
physiologically  measure  such  a subjective 
complaint? 

Dr.  Dann:  It  is  an  interesting  fact  that 

the  subjective  feeling  of  dyspnea  cannot  be 
correlated  directly  with  either  carbon  di- 
oxide pressure  or  oxygen  pressure  or  with 
pH  of  the  blood.  The  only  correlation  that 
can  be  made  between  dyspnea  and  any 
other  factor  appears  to  be  a fair  correlation 
with  the  degree  of  elasticity  of  the  lung. 
We  often  see  patients  breathing  rapidly  and 
deeply  but  not  complaining  of  the  symptom 
i of  dyspnea;  but  when  the  lung  becomes 
fairly  rigid,  we  are  liable  to  hear  this  com- 
plaint more  often. 

Dr.  Schlamowitz:  But  what  about 

acute  congestive  heart  failure  where  we  see 
rather  severe  dyspnea? 

Dr.  Dann:  In  those  cases  it  has  been 

shown  that  there  is  a considerable  degree  of 
stiffening  of  the  internal  structure  of  the 


lung  with  partial  loss  of  elasticity  due  to 
congestion. 

Dr.  Bronstein:  I suppose  one  would 

have  to  mention  sarcoidosis  or  amyloidosis 
in  a case  like  this. 

Dr.  Dann:  I thought  of  this,  but  after 

all,  there  is  really  nothing  in  the  protocol  to 
justify  it.  It  is  true  that  on  the  previous 
hospital  admission  there  was  an  elevation  of 
the  gamma  globulin,  but  on  the  present 
hospital  admission  we  do  not  find  that  true 
at  all.  There  just  simply  is  not  anything 
to  justify  these  other  suspicions. 

Dr.  Flynn:  In  cases  of  Hamman-Rich 

syndrome,  might  not  the  patient  be  able 
to  live  for  some  time,  perhaps  years,  after 
the  onset? 

Charles  M.  Karpas,  M.D.:  Interstitial 
fibrosis  of  the  lung  was  first  described  as  a 
distinct  clinical  and  pathologic  entity  by 
Hamman  and  Rich  in  1944. 4 These  authors 
noted  that  the  disorder  was  characterized 
by  the  sudden  onset  in  an  apparently 
healthy  person  of  what  was  clinically  con- 
sidered to  be  a respiratory  infection  or  early 
heart  failure  and  was  followed  rapidly  by 
dyspnea.  Respiratory  death  occurred  with- 
in a matter  of  months.  Since  then,  re- 
ports have  documented  cases  in  which 
the  disease  progressed  as  a long-standing 
chronic  process.7  8 

Dr.  Flynn:  It  is  interesting  to  specu- 

late on  the  relationship  to  the  episode  of 
pneumonia  which  occurred  in  this  patient 
three  years  ago.  Some  of  the  early  cases 
of  the  Hamman-Rich  syndrome  were  re- 
ported to  follow  repeated  episodes  of 
pneumonia,  sometimes  recurring  over  many 
years.  Cases  reported  as  early  as  1949 
raised  the  question  as  to  whether  or  not 
the  progressive  interstitial  fibrosis  might 
be  the  result  of  an  immune  response  to 
previous  pulmonary  infections.9  Another 
interesting  and  rather  unusual  feature  here 
is  the  gross  change  which  occurred  in  the 
electrocardiogram,  even  though  short  lived; 
the  pathologic  findings  suggest  that  there 
was  very  little  if  any  damage  to  the  cor- 
onary arteries  or  myocardium.  The  most 
striking  feature  of  this  case  is  the  fact  that 
the  patient  did  not  complain  of  long-stand- 
ing dyspnea  even  though  he  died  of  ob- 
viously severe  pulmonary  disease. 

Dr.  Karpas:  On  admission  and 

throughout  his  brief  hospital  course  the 
patient  appeared  to  have  a depressed 
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sensonum.  It  is  tempting  to  speculate 
that  a depression  of  the  central  nervous 
system  was  related  to  a chronic  hypoxia 
and  that  in  turn  he  was  unable  to  respond 
physiologically  to  the  normal  stimulus  for 
respiration. 

Dr.  Schlamowitz:  I would  disagree 

with  this  hypothesis.  We  have  a clear-cut 
history  of  severe  dyspnea  of  only  a few  days 
duration,  and  these  days  were  toward  the 
end  of  his  life  when  an  alleged  depression  of 
his  nervous  system  from  hypoxia  should 
have  been  at  its  worst. 

Dr.  Dann:  Probably  it  would  have 

been  more  erudite  to  include  in  the  differ- 
ential diagnosis  some  of  those  exotic  entities 
which  are  booby  traps  for  the  clinician,  such 
as  Wegener’s  granulomatosis,  the  various 
collagen  diseases  which  may  involve  the 
lung,  and,  of  course,  the  Hamman-Rich 
syndrome  itself.  However,  to  run  through 
the  index  of  a medical  textbook  in  a com- 
pulsive way  is  not  justifiable  just  to  allay 
one’s  anxiety  over  a possible  missed  diagno- 
sis. Certainly  in  this  case  the  clinical 
picture,  especially  the  absence  of  long- 
standing dyspnea  and  cyanosis  and  the 
unremarkable  x-ray  film,  would  not  sup- 
port a strong  case  for  the  Hamman-Rich 
syndrome  in  particular.  However,  since 
the  patient  did  die  of  this  disorder,  some 
lesson  should  be  drawn  from  this  case. 
Unfortunately,  the  pulmonary  function 
studies  in  this  case  were  limited  in  scope,  but 
the  striking  degree  of  arterial  oxygen  de- 
saturation should  have  raised  certainly 
more  pertinent  questions  for  this  discussor. 
While  we  did  not  have  the  facilities  to  carry 
out  diffusion  studies  at  the  time,  the  effect 
on  arterial  oxygen  saturation  of  eight  to  ten 
minutes  of  breathing  100  per  cent  oxygen 
might  have  oriented  all  the  clinicians  in- 
volved in  the  direction  of  a disorder  affect- 
ing diffusion  of  oxygen  into  the  lung. 
While  this  might  not  have  produced  the 
correct  diagnosis,  the  correct  pathophys- 
iology might  have  been  suspected  with  a 
more  profitable  and  logical  clinical  effort. 
The  important  lesson  to  learn  here  is  that 
if  we  are  going  to  carry  out  laboratory  pro- 
cedures we  ought  to  ponder  on  the  results 
of  the  tests  and  their  implications.  In- 
terestingly enough,  this  isolated  laboratory 
study,  incomplete  as  it  is,  turned  out  to  be 
the  only  piece  of  evidence  that  pointed  in 
the  right  direction.  In  a broader  sense, 


the  proper  use  of  pulmonary  function 
studies  does  require  considerable  reflection 
and  flexibility  on  the  part  of  the  clinician. 
Unlike  most  other  procedures,  such  testing 
requires  careful  selection  and  correlation  of 
results  because  of  the  ever-widening  range 
of  technics  and  parameters  available. 

Dr.  Flynn:  This  patient  died  of  a con- 

dition commonly  causing  long-standing 
severe  dyspnea  which  was  clearly  not  one 
of  his  symptoms.  In  closing  this  discussion 
I would  like  to  refer  to  the  pathologist,  on 
whom  we  clinicians  as  amateur  pathologists 
depend  so  heavily,  William  Boyd,  M.D.10 
In  the  latest  edition  of  his  Pathology  for  the 
Physician,  he  makes  the  following  state- 
ment about  interstitial  pulmonary  fibrosis: 
“The  reader  who  wishes  to  see  for  himself 
the  histologic  changes  will  find  satisfying 
photomicrographs  in  the  paper  of  Rubin 
et  al.,  which  almost  make  one  dyspneic  to 
look  at.” 


Final  anatomic  diagnoses 

1.  Chronic  interstitial  fibrosing  pneu- 
monitis, bilateral 

2.  Right  ventricular  hypertrophy  (cor 
pulmonale) 

3.  Reactive  myocarditis 

4.  Focal  chronic  pyelonephritis 

5.  Fatty  change  of  liver,  moderate 

6.  Serous  ascites  (2, 000  cc.) 
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Stein-Leventhal  Syndrome 


Case  history 

A twenty-nine-year-old  Negro  woman 
was  first  seen  at  St.  Luke’s  Hospital  in  the 
endocrine  clinic  because  of  decreased  fem- 
inine and  increased  masculine  characteris- 
tics. Her  menarche  occurred  at  age  twelve, 
and  since  then  her  periods  have  been  scant 
and  irregular,  sometimes  with  intervals  as 
long  as  nine  months  without  menstruation. 
At  age  thirteen  she  first  noted  facial  hirsu- 
tism, and  for  years  she  has  had  sufficient 
beard  to  require  shaving  every  other  day. 
Socially,  since  puberty,  her  interests  have 
been  masculine  in  nature,  and  her  activities 
included  vigorous  physical  sports  such  as 
basketball  and  baseball.  Her  libido  has 
been  decreased,  although  she  has  had  oc- 
casional sexual  relations. 

She  is  a moderately  obese  person  with 
moon  facies  and  a buffalo  hump  but  no 
striae.  Her  voice  is  normal.  Her  blood 
pressure  is  within  normal  limits.  Her 
clitoris  is  not  enlarged,  but  she  has  gen- 
eralized facial  hirsutism.  However,  there 
is  a normal  female  distribution  of  axillary 
and  pubic  hair.  Pelvic  examination  re- 
vealed only  a suggestion  of  a mass  in  the 
left  adnexa. 

Various  laboratory  studies  were  under- 
taken and  the  following  significant  findings 
appeared:  17-ketosteroid  excretion  was 

increased  to  21.4  mg.  per  twenty-four  hours. 
Androsterone  was  increased  to  5.5  mg.,  and 
the  androsterone-etiocholanolane  ratio  was 
1:6  (range  for  females  0:3  to  1:4).  An 
ACTH  stimulation  test  gave  a normal  re- 
sponse as  did  a dexamethasone  suppression 


test.  Because  of  these  findings  the  clinical 
impression  was  that  the  patient  did  not  have 
Cushing’s  disease  or  adrenal  carcinoma  and 
that  there  was  probably  an  ovarian  source 
of  androgenic  substance. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Roentgeno- 

graphic  study  of  the  chest  and  an  intra- 
venous pyelogram  showed  no  evidence  of 
abnormality.  There  was  no  indication  of 
an  adrenal  tumor.  No  abnormal  calcifica- 
tion was  seen  within  the  abdomen.  Skel- 
etal structures  appeared  normally  miner- 
alized. 

Pneumoperitoneum  was  accomplished 
utilizing  1,200  cc.  of  nitrous  oxide,  and  the 
patient  was  positioned  for  demonstration  of 
pelvic  structures.  The  bladder,  uterus, 
fallopian  tubes,  and  ovaries  were  well 
visualized  (Fig.  1).  Both  ovaries  appeared 
large,  but  the  left  ovary  appeared  larger  and 
had  a lobulated  contour.  The  radiologic- 
impression  was  bilaterally  enlarged  ovaries 
compatible  with  the  Stein-Leventhal  syn- 
drome. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  findings 

at  laparotomy  were  that  both  ovaries  were 
large  and  white  with  a thick  fibrous  capsule. 
Parovarian  cysts  were  present  in  the  left 
adnexa.  The  left  ovary  and  tube  were  re- 
moved, and  a wedge  was  removed  from  the 
right  ovary. 

The  left  ovary  was  7 cm.  long,  2 cm. 


July  15,  1966  / New  York  State  Journal  of  Medicine  1901 


FIGURE  1.  Pelvic  pneumoperitoneum.  (A)  Blad- 
der, uterus,  fallopian  tubes,  and  ovaries  delineated 
(arrow).  Left  ovary  is  larger  and  shows  lobulated 
contour.  (B)  Left  anterior  oblique  projection 
again  demonstrates  right  ovary  (arrow).  Lobu- 
lated left  ovary  partially  overlies  uterine  image. 


wide,  and  IV2  cm.  thick  (Fig.  2).  The 
attached  oviduct  was  normal,  and  there 
were  numerous  thin-walled  cysts  in  the 
mesovarium  and  attached  to  the  oviduct. 
The  capsule  of  the  ovary  was  thick  and 
white  with  numerous  small  cysts  up  to  1 cm. 
in  diameter  immediately  below  it  (Fig.  3). 
The  fragment  of  right  ovary  was  a wedge 
1.5  by  1.0  by  0.5  cm.  and  had  a thick  white 
capsule. 

Microscopic  examination  revealed  a thick 
fibrous  tunic  covering  each  ovary.  Be- 
neath this  were  many  follicles  in  various 
stages  of  development  but  with  none  show- 
ing evidence  of  luteinization.  No  corpora 
albicantia  were  found  in  any  of  the  sections. 


FIGURE  2.  Resected  ovary  measures  7 cm.  long. 
Capsule  is  thick  and  white  and  numerous  small 
cysts  beneath  it  are  seen  as  dome-shaped,  dark 
elevations. 


FIGURE  3.  On  right  is  thick  collagenized  capsule. 
Cyst  is  atretic  follicle  with  zone  of  large  theca  in- 
terna cells  about  it. 


The  theca  interna  about  many  of  the  folli- 
cles was  exceptionally  wide  and  prominent 
(Fig.  4). 

Comment 

Dr.  Finby.  The  Stein-Leventhal  or 
polycystic  ovary  syndrome  is  of  radiologic 
interest  in  two  major  respects.  First,  there 
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FIGURE  4.  (A)  Developing  follicle  surrounded  by  wide  zone  of  hypertrophied  theca  interna  cells.  (B) 
Near  center  are  2 zones  of  pale  "luteinized”  stromal  cells.  On  right  is  small  scar  left  by  atretic  follicle. 
It  is  not  corpus  albicans. 


is  the  need  to  utilize  radiographic  as  well  as 
clinical  modalities  for  differential  diagnosis. 
In  this  regard,  disease  of  the  adrenals, 
pituitary,  and  brain  must  be  considered. 
One  must  also  consider  the  possibility  of 
pseudohermaphroditism. 

Second  and  most  important  is  the  roent- 
gen demonstration  of  symmetrical  enlarge- 
ment of  the  ovaries.  Special  technics  for 
pelvic  pneumoperitoneum  have  been  de- 
vised.12 Nitrous  oxide  or  carbon  dioxide 
are  safer  than  air  or  oxygen  and  are  insuf- 
flated into  the  abdominal  cavity  through  a 
pneumoperitoneum  needle  inserted  into  the 
left  lower  quadrant.  Although  the  patient 
must  be  placed  in  a severe  head-down  posi- 
tion for  the  radiographic  exposures,  there  is 
little  discomfort,  and  the  nitrous  oxide  is 
usually  rapidly  absorbed.  Proper  position- 
ing and  an  empty  bladder  permit  clear 
visualization  of  pelvic  organs  since  the 
bowel  tends  to  fall  away  from  the  pelvis 
allowing  the  gas  to  outline  the  uterus,  tubes, 
and  ovaries.  Ovarian  masses  or  enlarged 
ovaries  are  usually  detected  without  diffi- 
culty. This  technic  has  been  of  great  value 
in  the  study  of  patients  with  the  Stein- 
Leventhal  syndrome,  gonadal  dysgenesis, 
and  obscure  pelvic  masses. 

Since  these  patients  frequently  present 
infertility  problems,  hysterosalpingography 
is  often  an  early  diagnostic  procedure. 
Kaufman  and  Ermini3  have  been  able  to 
detect  symmetrical  enlarged  ovaries  and 
thus  suggest  the  diagnosis  of  the  Stein- 
Leventhal  syndrome  in  several  instances 
when  the  peritoneal  spillage  of  contrast 
medium  is  utilized  with  special  projections 
to  analyze  ovarian  structure. 


Dr.  Begg.  Both  the  clinical  features 
and  pathologic  findings  in  this  case  are 
characteristic  of  Stein-Leventhal  syndrome. 
Initially  the  diagnosis  lay  between  this 
syndrome  and  the  adrenogenital  syndrome. 
The  ACTH  and  adrenal  supression  test 
findings  indicated  that  the  masculinizing 
hormonal  effect  did  not  arise  in  the  adrenal 
gland.  The  cortical  collagenization,  ab- 
sence of  corpora  albicantia,  and  hyper- 
trophy and  hyperplasia  of  theca  interna  are 
characteristic  findings  in  the  ovaries  from 
patients  with  the  Stein-Leventhal  syn- 
drome.4 

Her  subsequent  course  has  given  further 
documentation  of  the  diagnosis  in  that  her 
male  hormone  levels  fell,  she  developed  a 
normal  menstrual  cycle,  and  subsequently 
went  through  a successful  pregnancy. 

Stein5  reports  that  over  85  per  cent  of  the 
patients  in  whom  he  has  done  wedge  resec- 
tion and  cyst  puncture  have  had  subsequent 
pregnancies.  It  is  interesting  that  what 
began  as  a biopsy  procedure  searching  for 
the  etiology  of  this  disease  has  developed 
into  the  definitive  treatment  for  it.  Stein 
suggests  that  it  may  not  be  necessary  to 
remove  tissue  and  that  simple  incision  and 
cyst  puncture  would  suffice. 

The  source  of  androgenic  hormone  has 
been  an  enigma  in  this  disease.  Studies 
reported  by  Leventhal1'  give  support  to  the 
concept  that  these  hormones  are  formed  in 
the  ovaries.  The  evidence  for  this  is  for- 
mation of  androstenediol  by  tissue  slices 
from  Stein-Leventhal  ovaries. 

In  spite  of  the  improvement  in  her  men- 
strual cycle  and  the  fact  that  she  has  sub- 
sequently become  pregnant,  this  patient  has 
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continued  to  have  hirsutism.  This  has 
been  characteristic  of  many  of  the  cases 
followed  by  other  observers.  In  our  case, 
there  was  a diminution  in  androgenic 
hormone  within  two  months  after  surgery, 
but  it  was  still  elevated.  No  subsequent 
studies  have  been  made. 
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I 

|t  has  always  been  a very  frustrating 
and  discouraging  experience  to  see  parents 
with  a young  child  who  has  a large  port- 
wine  hemangioma.  During  the  first  office 
visit,  one  discusses  with  the  parents  the 
various  possible  modalities  of  treatment. 
Unfortunately,  it  is  necessary  to  rule  most 
of  them  out. 

Superficial  abrasion  has  proved  to  be  of 
little  value,  since  the  hemangioma  ex- 
tends too  deep  into  the  dermis  to  have  its 
appearance  changed  by  removing  the 
superficial  layers  of  the  skin. 

Tattooing  is  useful  in  lightening  the 
deep  color  port-wine  hemangiomas,  but 
this  too  leaves  a fixed  color  and  does  not 
alter  the  natural  process  of  the  port-wine 
hemangioma  itself. 

One  usually  ends  up  by  recommending 
to  the  parents  a cosmetician  who  will 
instruct  the  child  in  the  proper  use  of 
make-up.  While  this  works  well  with  little 
girls,  it  is  not  usually  accepted  by  the  boys. 

As  the  pendulum  swings  back  and  forth, 
x-ray,  radium,  or  one  of  its  derivatives  has 
been  used  in  the  past  and  is  still  being  tried 
as  a method  of  treatment  of  port-wine 
hemangiomas.  Disastrous  results  usually 
follow.  Frequently  radiation  dermatitis 
will  develop.  Many  times  basal  or  squa- 
mous cell  carcinomas  appear  in  the  ir- 

II 


radiated  area.  Unfortunately,  this  treat- 
ment is  still  being  tried. 

The  skin  in  most  children  with  port-wine 
hemangiomas  is  usually  smooth,  and  one  is, 
therefore,  reluctant  to  remove  the  port- 
wine  stain  and  replace  it  with  a free  graft. 
The  fate  of  grafts  and  scars  in  young  chil- 
dren may  frequently  be  far  from  satis- 
factory. There  is  little  question  that  the 
advice  of  no  treatment  is  the  best  that  can 
be  given,  and  referral  to  a cosmetician  will 
give  the  most  pleasing  results.  It  is,  of 
course,  necessary  during  childhood  to  help 
the  parents  so  that  they  can  re-enforce  the 
child  in  meeting  his  daily  conflicts  with  his 
playmates. 

The  natural  course  of  the  port-wine 
hemangioma  as  the  child  passes  puberty 
has  been  the  reason  for  our  thoughts  that  a 
more  radical  approach  to  the  problem 
might  be  necessary.  The  smooth  skin  of 
the  child  will  frequently  become  rough  as 
he  develops,  and  with  the  passing  of  years 
grapelike  projections  develop. 

The  following  cases  represent  a group 
treated  by  the  authors.  These  all  showed 
large  port-wine  hemangiomas  which  were 
present  on  the  face  of  the  patient  and  were 
replaced  by  free  grafts. 

Case  reports 

Case  1.  A fifty-year-old  woman  had 
her  facial  hemangioma  replaced  in  three 
operations  (Fig.  1A).  Typical  grapelike 
projections  appeared  as  the  patient  grew 
older  and  the  port-wine  hemangioma  de- 
generated. The  upper  lid  and  eyebrow 
were  replaced  by  a split-skin  graft  from 
the  left  upper  arm,  and  the  right  lower 
eyelid  was  replaced  by  a postauricular  graft. 
The  remaining  hemangioma  was  replaced 
by  a split  graft  taken  from  the  right  thigh, 
and  the  eyebrow  was  replaced  by  a free 
graft  from  the  right  temple  (Fig.  IB). 

Case  2.  A thirty-six-y ear-old  woman 
had  her  hemangioma  replaced  in  two 
separate  surgical  procedures  (Fig.  2A). 
The  right  cheek  was  replaced  by  a split- 
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FIGURE  1.  Case  1.  (A)  Hemangioma  showing  early  degenerative  changes.  (B)  Replacement  in  three 
operations. 


FIGURE  2.  Case  2.  (A)  Hemangioma  before  operation.  (B)  Replacement  in  two  operations. 
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FIGURE  4.  Case  4.  (A)  Marked  degeneration  of  port-wine  hemangioma.  (B)  Final  result  after  three 
operations. 


thickness  graft  from  the  left  thigh,  the 
lower  eyelid  was  replaced  by  a postauricu- 
lar  graft  from  the  right  ear,  and  the  upper 
lip  was  replaced  by  a split-skin  graft  from 
the  right  upper  arm  (Fig.  2B). 

Case  3.  This  case  shows  the  post- 
operative picture  of  a woman  who  had  her 
hemangioma  replaced  in  three  operations 
(Fig.  3). 

Case  4.  A sixty-seven-year-old  man 
had  his  hemangioma  tissue  replaced  in 
three  operations.  Once  again  the  grape- 
like projections  occurring  in  many  areas 
of  the  hemangioma  are  seen  (Fig.  4A). 
The  right  cheek  and  right  supra-orbital 
area  were  replaced  by  a free  graft  from 
the  right  thigh.  The  nose  was  replaced  by 
a forehead  rhinoplasty,  the  eyelid  by  a 
postauricular  graft,  and  the  lip  by  a free 
graft  from  the  upper  arm  (Fig.  4B). 

Case  5.  A fifteen-year-old  girl  had  her 
hemangioma  replaced  in  three  operations, 
the  right  cheek  being  replaced  by  a split- 
skin  graft  from  the  right  upper  arm  (Fig. 
5A).  The  lower  eyelid  was  replaced  by  a 


FIGURE  3.  Case  3.  Replacement  in  three  opera- 
tions. 
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FIGURE  5.  Case  5.  (A)  Hemangioma  before  operation.  (B)  Result  after  replacement  in  three  operations. 


FIGURE  6.  Case  6.  (A)  Marked  grapelike  projections  before  operation.  (B)  Replacement  in  two  operations. 
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FIGURE  7.  Case  7.  (A)  Hemangioma  before  operation.  (B)  Replacement  in  one  operation  and  revision 
at  second  operation. 


right  postauricular  graft.  The  upper  lip 
was  replaced  by  a split-skin  graft  from  the 
right  upper  arm.  There  was  some  con- 
tracture of  the  graft  of  the  upper  lip,  and 
this  was  later  replaced  by  a postauricular 
graft  (Fig.  5B). 

Case  6.  A forty -seven-year-old  woman 
had  her  hemangioma  replaced  in  three 
operations  (Fig.  6A).  The  temple,  left 
side  of  the  cheek,  and  nose  were  replaced 
by  a split  graft  from  the  inner  aspect  of 
the  right  thigh.  The  right  lower  eyelid 
and  right  upper  lip  were  replaced  by  post- 
auricular grafts  from  behind  both  ears 
(Fig.  6B). 

Case  7.  A seventeen-year-old  male 
had  his  hemangioma  replaced  in  one  opera- 
tion by  a split-thickness  graft  taken  from 
the  abdomen  (Fig.  7A).  There  were  some 
resultant  scar  contractures  about  the  lip. 
This  was  revised  at  a second  procedure 
when  a further  portion  of  the  hemangioma 
in  the  right  temple  region  was  excised 
and  closed  primarily  (Fig.  7B). 

Case  8.  A thirty-four-year-old  white 
male  to  date  has  had  his  hemangioma  re- 
placed in  four  operations,  making  use  of 


only  split-thickness  grafts  taken  from 
adjacent  areas  on  the  abdomen  (Fig.  8). 

A number  of  these  cases  still  need  re- 
vision work,  especially  at  the  junctions  of 
the  grafts  to  improve  the  over-all  ap- 
pearance. 

Conclusions 

When  a large  portion  of  the  patient’s 
face  is  involved  with  a port-wine  he- 
mangioma, one  should  consider  replacing 
all  the  hemangioma  with  free  grafts,  re- 
placing the  various  units  at  separate  opera- 
tions. 

The  surgery  should  be  postponed  until 
the  patient  is  well  past  puberty. 

The  cheeks  and  temple  areas  may  be 
dealt  with  in  one  operation  and  the  eyelids 
and  lips  at  another  operation. 

Full-thickness  posterior  auricular  grafts 
are  extremely  useful  in  replacing  the  lower 
eyelid,  and  it  is  imperative  that  the  whole 
eyelid  should  be  replaced,  even  only  if  a 
third  of  it  is  involved  with  hemangioma. 

The  upper  eyelid  can  best  be  replaced 
with  a thin  split-thickness  graft;  the 
upper  arm  is  frequently  useful  for  this 
purpose. 
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FIGURE  8.  Case  8.  (A)  Hemangioma  before  operat  ion.  (B)  Replacement  in  four  operations. 


The  upper  lip  is  also  best  replaced  with 
a full-thickness  graft  from  the  posterior 
auricular  area  if  enough  tissue  is  available. 

When  the  nasal  area  is  involved,  a 
rhinoplasty  by  means  of  a forehead  or  arm 
flap  gives  the  most  pleasing  result. 

The  eyebrow  can  be  replaced  by  a full- 
thickness free  scalp  graft. 

The  time  interval  between  operations 
depends  on  the  speed  of  the  softening  of  the 
graft  and  its  margins.  Usually  a three-  to 
four-month  interval  is  necessary. 

The  patient  is  advised  that  excision  of 
the  scar  at  the  junction  of  the  graft  might 
be  necessary  to  improve  the  final  ap- 
pearance. 


Anesthesia  in  all  cases  has  been  by  means 
of  intratracheal  intubation,  and  in  England 
hypotension  anesthesia  is  used  regularly. 

Summary 

Eight  patients  with  large  port-wine 
hemangiomas  of  the  face  were  treated  by 
excision  of  the  port-wine  hemangioma 
in  stages  and  replacement  by  free  grafts. 
It  is  felt  that  when  this  is  carried  out  after 
puberty,  the  over-all  final  cosmetic  result 
is  acceptable,  and  one  thus  prevents  the 
degenerative  process  of  the  port-wine 
hemangioma. 
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Nephrocalcinosis  is  a condition  in 
which  there  is  a grossly  or  microscopically 
visible  deposition  of  calcium  in  the  paren- 
chyma of  the  kidney.1  Many  authors, 
however,  have  advocated  the  restriction 
of  this  term  to  a definite  radiologic  ap- 
pearance of  the  kidneys  visible  on  routine 
x-ray  examination.2 

Review  of  the  literature  reveals  the 
following  clinical  conditions  in  which  neph- 
rocalcinosis is  associated:  (1)  hyper- 

parathyroidism, (2)  hypervitaminosis  D, 
(3)  chronic  pyelonephritis,  (4)  brucellosis 
of  kidney,  (5)  sarcoidosis,  (6j  Cushing’s 
syndrome  (sulfanilamide),  (7)  nephrosis 
; (myeloma  and  mercurial),  (8)  acute 
diffuse  glomerulonephritis,  (9)  metastatic 
carcinoma  in  bones,  and  (10)  idiopathic 
hypercalcemia. 1 -6 

It  has  also  been  reported  in  cases  of 
obstruction  of  the  upper  gastrointestinal 
tract,  prolonged  ingestion  of  alkali  and 
calcium,  chronic  glomerulonephritis,  hyper- 
chloremic acidosis,  recurrent  renal  lithiasis, 
and  medullary  sponge  kidney.  However, 
the  list  of  conditions  associated  with 
roentgenographically  visible  calcium  depo- 
sition is  considerably  smaller.  Arons, 

: Christensen,  and  Sosman7  list  them  as: 

I.  Most  commonly  associated 

A.  Primary  hyperparathyroidism 

B.  Hyperchloremic  acidosis 

C.  Chronic  pyelonephritis 

D.  Chronic  glomerulonephritis 

II.  Uncommonly  associated 

A.  Vitamin  D intoxication 


B.  Prolonged  ingestion  of  alkali  and 
calcium 

C.  Sarcoidosis 

D.  Idiopathic  hypercalcemia 

E.  Tuberculosis  of  bone. 

Subsequent  authors  have  added  renal 

lithiasis  and  medullary  sponge  kidney.2  8 

Arons’  findings  closely  simulate  and 
indeed  may  have  been  partially  based  on  a 
series  of  cases  of  roentgenographically 
demonstrable  nephrocalcinosis  reviewed  by 
Mortensen,  Emmett,  and  Baggenstoss.8 
In  their  series  primary  hyperparathy- 
roidism was  most  commonly  associated 
(41.7  per  cent).  Hyperchloremic  acidosis 
(18.8  per  cent)  and, chronic  pyelonephritis 
(15.4  per  cent)  were  next  in  order  of 
frequency.  Chronic  glomerulonephritis 
(3.3  per  cent)  and  recurrent  renal  lithiasis 
(3.3  per  cent)  were  rare,  with  hypercalcuria 
at  1.1  per  cent,  the  rarest  in  incidence. 
In  5.5  per  cent  of  the  cases  of  nephro- 
calcinosis no  disease  was  found,  and  in  11 
per  cent  the  causes  were  undetermined. 

Harrison  and  Ghose2  state  that  medul- 
lary sponge  kidney  is  a commonly  as- 
sociated condition  found  in  22.8  per  cent  of 
their  series. 

Mortensen,  Emmett,  and  Baggenstoss8 
indicated  that  three  roentgenographic  types 
of  lesions  are  found  in  nephrocalcinosis: 

Type  A is  characterized  by  fine  feathery 
deposits  scattered  throughout  the  medul- 
lary portions  of  the  kidneys,  usually  most 
dense  at  the  tips  of  the  pyramids.  This 
type  is  the  most  usual  manifestation. 

Type  B shows  fewer  actual  deposits,  each 
deposit  being  more  discrete,  larger,  and 
somewhat  denser  than  those  of  type 
A.  This  type  was  thought  to  be  variant  of 
type  A. 

Type  C is  a rare  manifestation,  having 
been  reported  only  twice  in  the  literature 
at  the  time  of  the  article.5  This  type 
presents  a striking  roentgenographic  ap- 
pearance with  the  entire  renal  shadow 
being  radiopaque  instead  of  giving  evidence 
of  discrete  deposits  or  feathery  clusters. 
Type  A was  found  in  66  per  cent  of  the 
Mayo  Clinic  collected  cases;  type  B in 
19  per  cent,  and  type  C in  4 per  cent.  In- 
termediate types  not  clearly  belonging  to 
any  of  these  types  were  found  in  11  per 
cent  of  the  cases. 

Review  of  the  literature  to  date  reveals 
only  4 previously  reported  proved  cases  of 
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FIGURE  1.  Abdominal  x-ray  film. 


roentgenographically  visible  nephrocalcino- 
sis  associated  with  chronic  glomerulo- 
nephritis. The  following  case  represents 
the  fifth. 

Case  report 

A thirty-four-year-old  white  male  cement 
mason  was  placed  in  an  army  hospital  for 
albuminuria  and  prostatitis  in  1948.  He 
was  discharged  with  a diagnosis  of  chronic 
glomerulonephritis.  The  patient  admitted 
to  a fondness  for  milk  shakes.  (A  similar 
history  of  excessive  milk  ingestion  was 
reported  in  previous  cases).7  He  was  next 
seen  in  the  Veterans  Administration  re- 
gional office  in  1953  with  similar  findings. 
Urinalysis  revealed  a 3 plus  albuminuria, 
many  granules  and  casts,  15  to  25  white 
blood  cells,  and  some  red  blood  cells  per 
high-power  field.  The  blood  urea  nitrogen 
was  normal,  and  prostatic  smear  was  nega- 
tive for  organisms.  He  was  subsequently 
returned  to  the  hospital  in  1953,  1960,  and 
again  in  1963  with  increasingly  severe  renal 
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(A)  October,  1963.  (B)  April,  1959. 


symptoms.  A renal  biopsy  done  on  April 
23,  1959,  resulted  in  a pathologic  micro- 
scopic diagnosis  of  chronic  membranous 
glomerulonephritis.  At  the  time  of  his 
third  admission  in  1963  for  symptoms  of 
weight  loss,  weakness,  and  fatigability, 
his  blood  pressure  was  200/130.  His 
urinalysis  revealed  a specific  gravity  of 
1.011  on  two  occasions,  8 to  12  white  blood 
cells,  13  to  17  red  blood  cells,  1 to  4 plus 
albuminuria,  and  14  to  16  granular  casts. 
Blood  urea  nitrogen  levels  were  from  a 
high  of  77  on  admission  to  a low  of  56  on 
discharge.  Serum  calcium  was  5.8  mg. 
and  8 mg.,  and  phosphorus  6.8  mg.  and 
4.5  mg.  per  100  ml.  He  was  treated  with  a 
low-salt  high-carbohydrate  diet  and  salt 
restriction  with  improvement  of  symptoms. 
After  a short  period  of  follow-up  in  the 
outpatient  clinic,  he  was  readmitted  for 
nausea  and  an  increasing  blood  urea 
nitrogen  in  December,  1963.  His  blood 
pressure  was  150/90.  Urinalysis  revealed  a 
3 plus  albuminuria,  10  to  15  red  blood  cells, 
and  3 to  6 white  blood  cells.  The  blood 
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FIGURE  2.  Nephrotomogram,  October,  1963. 


urea  nitrogen  ranged  from  96  to  45.  After 
a short  hospitalization  and  institution  of  a 
controlled  diet,  he  was  again  discharged 
improved  for  follow-up  in  the  outpatient 
clinic. 

Comment 

An  x-ray  examination  on  October,  1963, 
showed  small  contracted  kidneys  measuring 
11  cm.  in  length  which  were  homogeneously 
dense,  presumably  secondary  to  diffuse 
interstitial  calcification  (Fig.  1A). 

These  findings  were  striking  when  com- 
pared with  a previous  examination  on 
April,  1959,  when  the  kidneys  were  larger 
and  less  dense  (Fig.  IB).  Nephrotomo- 
grams also  revealed  the  diffuse  homo- 
geneous parenchymal  calcification  (Fig. 
2).  Review  of  the  renal  biopsy  of  April  30, 
1959,  showed  definite  interstitial  calcifica- 
tion on  the  slides  (Fig.  3)  in  addition  to  the 
histologic  findings  of  chronic  glomerulo- 
nephritis. 

Arons,  Christensen,  and  Sosman7  in  their 
report  of  2 proved  and  2 suspected  cases  of 
chronic  glomerulonephritis  considered  this 


FIGURE  3.  Renal  biopsy,  April,  1959. 


unusual  diffuse  cortical  pattern  of  roent- 
genographically  visible  calcification  of  the 
kidneys  characteristic  for  the  clinical  en- 
tity. 

Summary 

A rare  case  of  nephrocalcinosis  secondary 
to  chronic  glomerulonephritis  with  an 
unusual  roentgenographic  pattern  is  pre- 
sented along  with  a review  of  the  literature. 
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So-called  primary  melanoma  within  the 
spinal  canal  was  first  recorded  by  Virchow 
in  1859. 1 In  1961  Kiel,  Starr,  and  Hansen2 
compiled  112  instances  of  “primary”  mel- 
anoma of  the  central  nervous  system  from 
the  world  literature  and  chronicled  the 
clinical  features  of  1 additional  patient. 
Included  in  this  group  were  41  examples  of 
discrete  melanoma  originating  in  the  area 
of  the  spinal  cord;  22  were  found  at  autopsy 
and  19  at  the  time  of  operative  interven- 
tion. Three  other  reports  have  also  ap- 
peared in  the  literature.3  ~5 

This  report  deals  with  a patient  in  whom 
a “primary”  melanoma  within  the  spinal 
canal  at  the  level  of  the  first  lumbar  verte- 
bra was  removed  ten  years  ago.  Up  to 
the  present  time  there  has  been  no  re- 
currence locally  or  at  a distant  site. 

Case  report 

A thirty-one-year-old  male  was  admitted 
to  the  Long  Island  College  Hospital  on 
July  23,  1954,  because  of  backache  and 
pain  radiating  into  both  lower  extremities. 
He  had  been  in  good  health  until  one  year 
prior  to  admission  when,  while  at  work, 
severe  sharp  pain  suddenly  appeared  in  the 
lower  back.  The  pain  persisted  and  soon 
radiated  to  the  right  buttock  and  thigh  in 
its  posterolateral  aspect.  Less  frequently, 
the  pain  was  present  in  the  left  buttock 


and  thigh.  He  was  unable  to  work  for  four 
months,  but  subsequently  the  pain  became 
less  severe.  However,  two  months  before 
admission,  the  severe  lower  back  pain 
recurred  and  persisted.  Numbness  was 
observed  in  the  inguinal  regions,  penis, 
testicles,  and  both  feet.  Three  days  prior 
to  admission,  difficulty  in  urination  ap- 
peared. 

On  physical  examination,  pertinent  ab- 
normalities were  confined  to  the  nervous 
system.  There  were  no  demonstrable  de- 
formities or  tenderness  of  the  spine.  Weak- 
ness of  the  tibialis  anterior  and  gas- 
trocnemius muscles  was  present  on  the 
right,  and  the  right  patellar  tendon  and 
Achilles  tendon  reflexes  were  reduced  sig- 
nificantly. Diminished  appreciation  of 
pinprick  and  light  touch  existed  in  the 
saddle  area.  There  were  no  alterations  of 
sensibility  in  the  proprioceptive  sphere. 

Determinations  in  the  blood  for  white 
and  red  blood  cells,  sugar,  and  blood  urea 
nitrogen  gave  normal  results.  Roentgeno- 
grams of  the  lumbar  spine  were  considered 
normal.  Myelographic  examination  on 
July  28,  1954,  disclosed  a complete  obstruc- 
tion at  the  level  of  the  twelfth  thoracic 
vertebra. 

On  August  2,  1954,  a laminectomy  was 
performed  under  general  anesthesia,  ex- 
tending from  the  eleventh  thoracic  to  the 
second  lumbar  vertebra.  Exploration  of 
the  extradural  space  disclosed  a small 
bluish  oval  mass,  measuring  2 by  1 by  1 cm., 
situated  at  the  level  of  the  first  lumbar 
vertebra  to  the  right  side  of  the  thecal  sac. 
The  mass  was  soft  but  intimately  adherent 
to  the  dura.  On  opening  the  dura,  an- 
other bluish  mass  was  identified  among  the 
roots  of  the  cauda  equina.  This  was  oval 
but  larger,  measuring  5 by  2.5  by  2 cm.  and 
extended  from  the  level  of  the  eleventh 
thoracic  to  the  first  lumbar  level.  Follow- 
ing dissection  of  this  mass,  it  became  clear 
that  both  the  intradural  and  extradural 
tumors  were  in  continuity  through  the 
foramina  in  the  dura  through  which  the 
first  lumbar  root  took  exit.  The  dura  was 
incised  transversely  at  this  point,  and  the 
tumor  was  removed  in  to  to. 

Microscopic  description.  The  tumor 
was  composed  of  strands  and  whorls  of  elon- 
gated spindle-shaped  cells,  almost  all  of 
which  were  heavily  laden  with  large  quan- 
tities of  dark  brown  pigment.  The  nuclei 
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FIGURE  1.  (A)  Photomicrograph  of  surgical  specimen  showing  tumor  composed  of  strands  and  whorls  of 
elongated  spindle-shaped  cells  laden  with  large  quantities  of  dark  pigment.  (B)  Heavily  pigmented  epithe- 
lioid and  fusiform  cells.  Nuclei  exhibit  moderate  irregularity  of  size,  shape,  and  staining  properties  of 
tumor  cells.  However,  mitotic  figures  not  found.  (Hematoxylin  and  Eosin  Stain) 


exhibited  an  active  appearance  by  virtue 
of  the  presence  of  a rather  coarse  distribu- 
tion of  granular  chromatin  material.  How- 
ever, there  was  an  over-all  uniformity  of 
structure.  Bizarre  or  giant  nuclei  were 
absent.  Mitotic  figures  were  not  identified 
(Fig.  1).  The  histologic  diagnosis  was 
melanoma  of  meninges. 

Postoperative  course.  Following  op- 
eration there  was  transient  urinary  reten- 
tion. This  and  weakness  of  the  right  lower 
extremity  and  analgesia  in  the  saddle  area 
improved  in  the  succeeding  two  weeks. 
During  this  period  a pigmented  mole  in  the 
skin  of  the  back  was  removed.  Histo- 
logically, this  was  designated  a benign 
nevus.  The  patient  was  discharged  from 
the  hospital  on  August  21,  1954.  Since 
that  time,  he  has  been  without  symptoms. 
Periodic  examinations  over  the  past  ten 
years  have  failed  to  reveal  any  recurrence 
of  symptoms  referable  to  the  spinal  lesion. 
The  patient  was  last  seen  on  March  26, 
1964,  ambulatory  and  working  without 
any  difficulty.  Neurologic  examination 
showed  only  diminished  patellar  tendon 
reflex  on  the  right  side.  There  was  no 
motor  weakness,  sensory  deficit,  or  sphinc- 
teric  disturbance.  There  has  been  no 
evidence  of  involvement  of  other  viscera 
by  melanoma. 

Comment 

The  establishment  of  the  origin  of  mel- 
anoma is  at  times  difficult  even  in  instances 
of  multiple  metastatic  lesions.  In  addition, 


disseminated  lesions  have  been  observed 
to  follow  the  removal  of  so-called  benign 
pigmented  nevus.  The  evidence  for  origin 
of  a lesion  in  a specific  location  often  rests 
on  the  identification  or  absence  of  other 
tumors  elsewhere,  and  degrees  of  malig- 
nancy may  not  always  be  apparent.  Fre- 
quently, histologically  it  may  be  impossible 
to  predict  the  future  biologic  activity  of  a 
single  lesion. 

In  the  instance  of  primary  melanoma 
in  the  spinal  canal  recorded  previously,  a 
source  of  origin  for  a potential  metastatic 
lesion  was  not  identified,  and  even  at 
autopsy  other  evidences  of  metastatic 
disease  were  not  found.2  These  data,  when 
combined  with  the  fact  that  melanin- 
containing  cells  exist  within  the  meninges 
and  central  nervous  system,  have  given 
rise  to  the  concept  of  the  so-called  primary 
melanoma  in  the  spinal  canal.6  Biolog- 
ically, these  instances  of  primary  tumors 
in  this  region  have  acted  differently  from 
other  melanomatous  lesions  in  that  there 
has  been  long  survival  after  removal  of  the 
lesion,  and  histologically  these  tumors  at 
times  do  not  display  the  obvious  character- 
istics of  carcinomatous  change.7  In  fact, 
in  some  instances,  because  of  prolonged 
survival  and  lack  of  malignant  change, 
growths  of  this  type  have  been  designated 
as  pigmented  meningioma.  Still,  as  Willis8 
has  pointed  out  regarding  the  unpredictable 
biologic  activity  of  melanoma,  there  are 
numerous  instances  of  patients  with  mel- 
anoma who  have  survived  for  over  ten 
years  after  surgical  removal  of  the  lesion, 
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only  to  succumb  eventually  from  metastatic 
lesions.  We  know  of  no  instance,  however, 
in  which  a melanoma  so-called  “primary” 
within  the  spinal  canal  has  eventually  mani- 
fested itself  by  disseminated  lesions.  In 
addition,  certainly  if  the  original  lesion  in 
the  spinal  canal  were  metastatic,  the  usual 
course  of  established  metastatic  melanoma 
would  not  be  expected  to  be  as  prolonged 
as  in  the  examples  recorded  in  the  literature 
and  here. 

From  the  surgical  standpoint,  some  opti- 
mism is  warranted  when  this  lesion  is  iden- 
tified if  it  is  apparent  that  this  is  a so-called 
primary  melanoma,  and  every  effort  should 
be  made  for  total  excision  without  disrup- 
tion of  the  tumor  and  local  dissemination  of 
cells.  Under  these  circumstances,  it  is 
apparent  that  patients  with  this  pigmented 
tumor  within  the  spinal  canal  may  have 
prolonged  freedom  from  any  evidence  of 
recurrent  disease. 


Summary 

The  clinical  features  of  a patient  in 
whom  a so-called  primary  melanoma  within 


the  spinal  canal  was  removed  from  an 
intra-  and  extradural  position  are  de- 
scribed. There  has  been  no  evidence  of 
local  or  distant  recurrence  after  ten  years. 
A need  of  awareness  of  the  potentially 
different  type  of  biologic  activity  of  these 
tumors  is  required  by  the  surgeon  in  the 
management  of  these  lesions. 
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Brooklyn  physicians’ 
workday  studied 


Brooklyn  physicians,  on  the  average,  work 
six  and  a half  days  a week,  25  per  cent  of  this 
medical  service  being  performed  before  9:00 
a.m.  and  after  5 :00  p.m.,  it  was  announced  in 
a survey  conducted  by  the  Kings  County 
Medical  Society.  It  revealed  that  the  average 
Brooklyn  physician  worked  sixty-four  hours  a 
week  and  could  enjoy  only  two  free  evenings 
and  a half  day  off  each  week. 

Stanley  Stark,  M.D.,  head  of  the  Society, 
stated  that  the  current  study  was  dispelling 
public  misconception  about  the  medical  pro- 


fession, particularly  the  myth  of  the  nine-to- 
five-doctor. 

A previous  poll  had  revealed  that  the  average 
Brooklyn  physician  spent  three  hundred  forty- 
five  hours  in  1964  continuing  his  education  so 
that  he  could  pass  on  the  advances  of  new 
medical  developments  to  his  patients.  These 
included  time  spent  in  reading  medical  journals 
and  publications;  attending  seminars  and  con- 
ferences at  hospitals  with  which  he  is  affiliated; 
participating  in  educational  programs  or  courses 
conducted  by  his  specialty  group;  and  attending 
state,  national,  or  international  congresses  or 
conventions. 

The  public  is  insufficiently  aware  of  the  sub- 
stantial amount  of  free  care  provided  by  the 
physician,  it  was  pointed  out.  Our  physicians 
perform  many  vital  services  far  beyond  the 
ordinary  call  of  duty. 
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D 

IVecent  studies  by  Lamy,  Maroteaux, 
and  Frezal,1  Maroteaux  and  Lamy,2  3 and 
Rubin4-5  have  done  much  to  clarify  and 
organize  the  confusing  subject  of  the 
epiphysial  dysplasias.6-8  One  important 
aspect  of  their  work  has  been  the  inclusion 
under  the  term  spondylo-epiphysial  dys- 
plasias of  mild  forms  of  the  disorder  which 
may  escape  detection  in  childhood  and 
become  manifested  in  young  adults  as  cases 
of  premature  degenerative  arthritis.  In 
these  patients  secondary  mechanical  joint 
changes  may  overshadow  those  of  the 
underlying  bone  malformations  and  may  be 
the  first  clues  to  the  existence  of  an  heredi- 
tary and  familial  dysplasia.9 

The  following  cases  are  presented  to  il- 
lustrate the  nature  of  the  problem  which 
may  arise  when  spondylo-epiphysial  dys- 
plasia is  seen  as  premature  arthritis. 

Case  reports 

Case  1.  A thirty-year-old  male  pre- 
sented himself  to  the  orthopedic  service  of 


The  Mount  Sinai  Hospital  with  a ten-year 
history  of  progressively  severe  bilateral  hip 
pain.  Radiographic  views  of  the  hips  at  a 
referral  clinic  had  revealed  degenerative 
osteoarthritis  of  both  hips. 

The  patient  was  a short  male  (61  inches) 
with  a characteristic  gait  suggesting  bilat- 
eral stiff  hips.  There  was  genu  valgum  of 
moderate  degree.  All  motion  of  the  hips 
was  lost  save  for  flexion  which  was  main- 
tained at  90  degrees.  Detailed  radio- 
graphic  examination  revealed  the  changes 
illustrated,  indicating  spondylo-epiphysial 
dysplasia  (Fig.  1). 

Case  2.  A forty-six-year-old  male  had 
an  eight-year  history  of  progressively  se- 
vere bilateral  pain  and  stiffness  of  both  hips 
which  prompted  him  to  enter  The  Mount 
Sinai  Hospital  orthopedic  service.  Radio- 
graphs obtained  in  the  clinic  suggested  a 
diagnosis  of  bilateral  degenerative  osteo- 
arthritis of  the  hips. 

The  patient  was  a short  male  (63  inches) 
with  a bilateral  waddling  gait.  Bilateral 
flexion  contractures  (30  degrees)  were  pres- 
ent with  an  associated  moderate  lumbar 
lordosis.  There  was  essentially  no  motion 
of  the  hips  except  in  flexion  which  was  pos- 
sible to  90  degrees. 

Roentgenologic  study  revealed  changes 
compatible  with  spondylo-epiphysial  dys- 
plasia (Fig.  2). 

Case  3.  A sixteen-year-old  male  had  a 
two-  to  three-year  history  of  bilateral  hip 
pain  of  a progressive  nature,  involving  the 
right  hip  to  a greater  degree  than  the  left. 

Examination  revealed  a short  male  (60 
inches)  with  a gait  suggesting  a painful  right 
hip.  The  range  of  motion  of  the  right  hip 
was  severely  limited  save  for  flexion  which 
was  possible  to  90  degrees.  The  left  hip 
was  similarly  involved  but  to  a lesser  ex- 
tent. 

Radiographic  study  as  illustrated  re- 
vealed changes  compatible  with  spondylo- 
epiphysial dysplasia  (Fig.  3). 

Comment 

The  spondylo-epiphysial  dysplasias  have 
been  defined  by  Lamy,  Maroteaux,  and 
Frezal,1  and  Maroteaux  and  Lamy2'3  as 
“constitutional  bone  diseases  translated  by 
a more  or  less  generalized  modification  of 
the  bone  nuclei  of  the  vertebrae,  the  carpals, 
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FIGURE  1.  Case  1.  (A)  Acetabula  are  deep. 
Femoral  heads  enlarged  and  irregular.  Joint 
spaces  narrowed,  and  femoral  necks  shortened. 
Subchondral  bone  sclerosis  noted  at  roofs  of 
acetabula  with  some  osteophytic  change  at  artic- 
ular margins.  (B)  Both  knees  show  some  narrow- 
ing of  joint  spaces  and  slight  irregularity  of  articular 
margins  of  femora  and  tibias.  These  changes 
are  those  of  degenerative  arthritis  engrafted  on 
mild  epiphysial  dysplasia. 


the  tarsals,  the  epiphyses  of  long  bones,  and 
also  the  adjacent  metaphyses,  without  any 
metabolic  or  endocrine  defects  disclosed  by 


FIGURE  2.  Case  2.  Advanced  degenerative  arth- 
ritic changes  at  both  hip  joints  with  narrowing  of 
joint  spaces,  subchondral  sclerosis,  and  areas  of 
cystic  dissolution.  Definite  platyspondylisis  of 
lower  dorsal  and  lumbar  vertebrae  noted. 


our  methods  of  investigation.”  Rubin4  has 
suggested  that  these  bone  dysplasias  result 
from  failure  of  normal  development  of 
articular  cartilage  with  resultant  growth 
plate  deformity  occurring  secondarily  as  a 
consequence  of  weight-bearing  pressure. 
The  evidence  to  support  this  view  is  limited 
to  isolated  autopsy  reports  and  has  not  been 
confirmed.10  He  accepts  three  basic  forms 
under  the  classification  of  spondylo-epi- 
physial  dysplasia.  The  classic  appearance  is 
that  of  Morquio-Brailsford’s  disease  or 
osteochondrodystrophy.6-8  This  is  con- 
sidered a congenital  form  of  the  condition 
which  is  first  noted  when  the  child  starts  to 
walk.  The  skeletal  abnormalities  become 
accentuated  during  subsequent  months  but 
eventually  become  stationary.  The  epi- 
physial centra  of  the  long  bones  are  delayed 
in  appearance,  ossify  from  multiple  centers, 
and  are  irregular.  The  vertebral  bodies  and 
processes  are  irregular,  and  the  vertebrae 
are  flattened,  the  characteristic  appearance 
being  that  of  platyspondylisis  or  vertebra 
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plana.  The  dorsal  vertebrae  show  some 
anterior  breaking,  defects  being  noted  at  the 
anterosuperior  and  inferior  margins  of  the 
bodies.  The  skull  and  facial  bones  are 
characteristically  normal. 

A second  form  of  spondylo-epiphysial 
dysplasia  is  one  which  combines  the  fea- 
tures of  achondroplasia  and  Morquio- 
Brailsford’s  disease  and  has  been  designated 
“pseudoachondroplasia  or  the  pseudoachon- 
droplastic  form  of  spondylo-epiphysial 
dyplasia.”4  Children  with  this  condition 
are  severely  dwarfed.  The  skull  and  facial 
bones,  however,  are  normal.  The  epiphy- 
■ ses  and  metaphyses  of  the  long  bones  are 
severely  affected,  and  these  bones  are  short 
and  thick  with  irregular  and  hypertrophic 
metaphyses.  The  spine  shows  the  platy- 
spondylisis  characteristic  of  spondylo-epi- 
i physial  dyplasia. 

While  the  Morquio-Brailsford  and  pseu- 
doachondroplastic  forms  of  spondylo-epi- 
| physial  dysplasia  are  recognized  early  in 
! life  at  the  time  when  the  child  begins  to 
| walk,  there  is  another  form  of  the  disorder 
which  is  usually  not  recognized  until  late 
childhood  or  young  adulthood.9  These 
patients  usually  have  an  uneventful  child- 
hood, and  attention  is  frequently  first  called 
to  the  condition  as  a result  of  pain  in  the 
hips  or  knees.  Careful  radiographic  exami- 
nation then  reveals  the  true  nature  of  the 
condition.  Examination  of  the  painful 
, joints,  usually  the  hips,  will  show  the 
j changes  of  premature  degenerative  arthritis 
; usually  with  some  irregularity  of  the  ends  of 
the  regional  bones,  such  as  the  femoral 
heads  at  the  hips.  Radiographic  examina- 
tion of  the  spine,  however,  is  diagnostic  and 
will  show  flattening  of  the  vertebral  bodies, 
particularly  in  the  region  of  the  lower  dorsal 
and  upper  lumbar  vertebrae.  This  platy- 
spondylisis  is  associated  with  irregularity  of 
the  vertebral  plates  and  some  narrowing  of 
the  intervertebral  disk  spaces.  The  ex- 
tremities are  usually  of  normal  length  and 
are  normally  modeled.  There  may  be  iso- 
: lated  involvement  of  other  joints. 

Radiographic  examination  of  the  spine  is 
extremely  important,  not  only  for  diagnosis 
in  symptomatic  cases,  but  also  as  a means  of 
identifying  the  condition  in  other,  some- 
times asymptomatic,  members  of  the  fam- 
ily.11 12 

The  genetic  patterns  of  these  disorders 
are  not  entirely  understood,  but  the  in- 


FIGURE3.  Case  3.  (A)  Femoral  heads  irregularly 
flattened.  Necks  shortened.  Acetabula  dys- 
plastic.  (B)  Some  flattening  of  dorsal  vertebral 
body  contours  with  irregularity  of  articular  margins. 


heritance  may  be  via  an  autosomal  recessive 
gene,  less  commonly  a sex-linked  recessive, 
or  via  a dominant  form.13  The  sex-linked 
and  the  dominant  types  are  believed  to  be 
the  ones  which  are  represented  by  the 
milder  forms  of  involvement  pictured  here. 
The  autosomal  recessive  is  said  to  give  rise 
to  the  more  severe  congenital  form.  A high 
familial  incidence  has  been  noted  in  prior 
reports,  4*u* 12  sometimes  in  association  with 
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a high  incidence  of  consanguinity.1415 
Neither  circumstance  was  borne  out  in  the 
cases  reported  in  this  article. 

The  definition,  as  given,  of  this  bone 
dysplasia,  excludes  a biochemical  defect, 
but  it  should  be  stressed  that  an  enzyme 
block  may  ultimately  be  demonstrated. 
There  has  been  some  thought  at  this  time  to 
regard  these  bony  abnormalities  as  the 
expression  of  an  error  of  acid  mucopolysac- 
charide metabolism,16-18  but  this  point  is 
far  from  proved. 16’ 19  ~21 


Summary 

Three  cases  of  apparent  degenerative  hip 
disease  occurring  in  young  adults  are  pre- 
sented. It  is  felt  that  these  are  secondary 
to  an  underlying  epiphysial  dysplasia  char- 
acterized by  degenerative  changes  in  the 
hips  and  a platyspondylisis  especially  of  the 
lower  dorsal  and  upper  lumbar  spine. 

It  is  suggested  that  the  relationship  of 
apparent  idiopathic  premature  degenerative 
arthritis  of  the  hips  to  an  underlying 
epiphysial  dysplasia  may  be  much  greater 
than  previously  suspected. 

The  need  for  radiographic  inspection  of 
the  spine,  as  well  as  other  joints,  in  cases  of 
degenerative  hip  disease  in  young  adults  is 
stressed  to  recognize  the  milder  forms  of  this 
disease. 

1010  Fifth  Avenue  (Dr.  Levy) 
New  York  City  10028 


Adequacy  of  vagotomy  tests 

Intravenous  tolbutamide  (Orinase)  was  in- 
vestigated for  use  as  a hypoglycemic  agent  to 
replace  insulin  in  the  gastric  analysis  test  of  the 
adequacy  of  vagotomy.  Since  the  side-reac- 
tions to  intravenous  tolbutamide  are  much  less 
pronounced,  it  could  be  used  in  numerous  pa- 
tients whose  age  or  coexisting  diseases  usually 
contraindicate  the  insulin  gastric  analysis. 

In  this  study,  reported  in  a recent  issue  of 
Gastroenterology  by  S.  J.  Stemplen,  E.  R.  Lee, 
M.D.,  and  A.  E.  Dagradi,  M.D.,  the  tolbut- 
amide gastric  analysis  was  performed  on  36 
patients,  twenty-nine  to  seventy-two  years  of 
age.  It  included  hypertensive  patients,  cardiac 
patients,  asthmatic  patients,  and  an  epileptic 
patient.  The  test  was  identical  to  the  insulin 
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gastric  analysis  except  for  the  use  of  a different 
hypoglycemic  agent.  Side-reactions  were  mini- 
mal, and  all  tests  were  well  tolerated  and  com- 
pleted. In  34  patients  there  was  complete  cor- 
relation of  clinical,  laboratory,  and  radiographic 
findings.  The  tolbutamide  test  gave  false- 
negative results  indicating  adequate  vagotomies 
in  the  other  2 cases.  A 10-unit  insulin  test  was 
also  false-negative  in  1 of  these  patients,  but  a 
15-unit  test  gave  a positive  result  showing 
inadequacy  of  vagotomy.  The  other  false- 
negative result  with  tolbutamide  is  considered  a 
paradoxical  result  indicating  initial  inhibition 
blocking  the  acid  response  in  the  early  phase. 
There  was  1 instance  in  which  the  result  with 
tolbutamide  was  correctly  positive  but  in  which 
the  insulin  test  gave  a false-negative  result. 
In  all,  13  patients  had  both  the  insulin  and 
tolbutamide  tests;  there  was  complete  agree- 
ment in  11  cases. 
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X he  increased  incidence  of  syphilis  over 
the  past  eight  years  renders  it  important 
that  both  clinicians  and  pathologists  main- 
tain a high  index  of  suspicion  for  early 
lesions.  In  the  United  States  the  incidence 
of  reported  cases  has  risen  from  3.8  per  100,- 


000  in  1956  to  1957,  to  10.4  per  100,000  in 
1960  to  1961, 1 and  12.2  per  100,000  in  1964. 
The  rate  in  the  State  of  New  York  for  1964 
exceeded  the  national  average  by  about  75 
per  cent,  reaching  the  alarming  figure  of 
21.2  cases  per  100,000. 2 

Although  chancres  of  the  glans  penis 
are  an  obvious  sign  of  primary  lues  in  the 
male,  similar  lesions  in  the  uterine  cervix 
may  be  occult,  difficult  to  visualize,  and  not 
easily  distinguished  from  banal,  nonspecific 
cervicitis.  Primary  syphilis  of  the  cervix 
is  rarely  mentioned  in  standard  texts  on 
pathology;  when  mentioned,  the  occurrence 
is  given  as  3 per  cent  in  all  cases  of  syphilis 
in  women.  For  this  reason  we  wish  to 
present  3 recently  encountered  examples  of 
this  lesion. 

Case  reports 

Case  1.  A nineteen-year-old  single 
white  woman  was  seen  by  her  gynecologist 
because  of  a slight,  foul  vaginal  discharge. 
Speculum  examination  revealed  a punched- 
out,  superficially  ulcerated  area  about  1 
cm.  in  diameter  on  the  anterior  lip,  covered 
by  a brownish  crust.  The  edges  were  in- 
durated. Blood  for  serologic  test  and  a 


FIGURE  1.  Case  1.  (A)  Low-power  view  showing  diffuse  round  cell  infiltrate  of  endocervix.  (B)  Warthin- 
Starry  preparation  showing  spirochetes  among  plasma  cells. 
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biopsy  of  the  lesion  were  taken.  She 
admitted  intercourse  with  a soldier  who  had 
recently  returned  from  military  service  in 
Germany  and  who  was  under  current  med- 
ical treatment  for  undisclosed  causes. 

The  biopsy  showed  erosion  of  the  endo- 
cervical  mucosa  and  dense  infiltration  of 


FIGURE  2.  Case  2.  (A)  Low-power  view  showing 
granulomatous  inflammation  of  endocervix.  (B) 
Higher  magnification  showing  giant  cells  and 
epithelioid  cells  within  granulomas.  (C)  Medium- 
sized blood  vessel  with  endothelial  proliferation. 


the  stroma  with  plasma  cells,  lymphocytes, 
a few  macrophages,  and  small  multi- 
nucleated  cells.  The  endothelium  of  small 
vessels  was  edematous  and  proliferated 
(Fig.  1A).  A Warthin-Starry  preparation 
disclosed  numerous  spirochetes  (Fig.  IB). 
Subsequently,  the  serologic  test  was  re- 
ported as  positive.  Repeat  biopsy  two 
weeks  later  after  treatment  with  2.4  million 
units  of  penicillin  revealed  almost  complete 
healing  of  the  lesion,  and  a final  biopsy  one 
week  later  was  negative. 

Case  2.  A twenty-seven-year-old  mar- 
ried Negro  woman,  gravida  1,  para  1,  was 
admitted  to  Knickerbocker  Hospital  com- 
plaining of  lower  abdominal  pain  and  back 
pain  of  seven  to  ten  days  duration.  These 
symptoms  were  heralded  by  leukorrhea 
and  postcoital  bleeding  for  two  weeks. 
Following  delivery  of  her  only  child  ten 
years  previously,  involuntary  sterility  had 
developed  and  persisted.  Several  years 
previously  she  had  been  treated  for  an 
episode  of  pelvic  inflammatory  disease 
which  was  characterized  by  the  same  symp- 
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FIGURE  3.  Case  3.  (A)  Low-power  view  showing  poorly  demarcated  granulomas.  (B)  High-power  view 
showing  a granuloma  composed  of  epithelioid  cells,  plasma  cells,  and  lymphocytes  with  a single  multi- 
nucleate  cell.  (C)  High-power  view  showing  medium-sized  blood  vessels,  its  lumen  narrowed  by  pro- 
liferated swollen  endothelial  cells,  surrounded  by  granulomatous  inflammatory  reaction. 


toms  as  her  present  illness.  Three  to  four 
days  before  entry  she  developed  a facial 
eruption  of  nonpruritic  maculopapular 
lesions  ranging  from  4 to  8 mm.  in  diameter. 

Pelvic  examination  disclosed  a hard, 
friable  cervix  which  bled  easily  on  touch. 
The  posterior  lip  was  thickened  and  re- 
placed by  an  exoendophy tic  lesion  which 
was  confined  to  the  cervix.  Suspecting 
carcinoma,  the  resident  physician  took  a 
generous  biopsy. 

The  biopsy  showed  a diffuse  granulo- 
matous inflammatory  reaction  composed  of 
relatively  well-defined  nests  of  epithelioid 
cells  coursing  between  which  was  an 
exudate  of  plasma  cells  and  lymphocytes 
: (Fig.  2A).  Giant  cells  were  prominent  in 
some  fields  (Fig.  2B),  absent  in  others. 
Edema  and  proliferation  of  the  endothelium 
of  small  medium-sized  blood  vessels  was  a 
prominent  feature  (Fig.  2C).  A Warthin- 
Starry  preparation  was  positive  for  spiro- 
chetes. A VDRL  test  was  subsequently 
reported  as  positive.  Following  treat- 
ment with  penicillin,  the  cervical  lesion 
healed,  and  the  serologic  test  results 
reverted  to  negative. 


Case  3.  A twenty-six-year-old  Negro 
female  was  admitted  twelve  weeks  after 
the  birth  of  her  sixth  child  complaining  of 
moderate  pain  in  the  left  lower  abdominal 
quadrant  of  four  weeks  duration,  not 


accompanied  by  nausea  or  vomiting.  Her 
last  menses  had  begun  six  days  before  ad- 
mission. She  denied  vaginal  discharge. 
A serologic  test  for  syphilis  during  her 
recent  pregnancy  had  been  negative. 

On  examination  the  abdomen  was  soft 
and  not  tender.  Visual  inspection  of  the 
cervix  revealed  an  indurated  lesion  about 
1.5  cm.  in  diameter  on  the  exocervix  at 
about  3:00  o’clock;  the  induration  could 
be  felt  around  the  margins  of  a central 
ulcer.  The  edges  of  the  ulcer  were  raised, 
giving  an  exophytic  appearance,  and  the 
base  was  friable.  The  entire  cervix  seemed 
enlarged  and  thickened.  A biopsy  was 
performed. 

Microscopic  examination  disclosed  de- 
struction of  the  mucosa  of  both  exocervix 
and  endocervix.  The  tissue  was  replaced 
by  a diffuse  granulomatous  lesion.  The 
granulomas  were  not  sharply  defined  and 
were  confluent  (Fig.  3A),  being  composed  of 
an  admixture  of  epithelioid  cells,  plasma 
cells,  and  lymphocytes  with  only  a rare 
multinucleated  cell  present  (Fig.  3B). 
Many  of  the  medium-sized  blood  vessels 
were  thickened  by  a proliferation  of  swollen 
endothelial  cells  (Fig.  3C).  A Warthin- 
Starry  preparation  showed  many  spiro- 
chetes, and  a VDRL  test  was  4 plus 
positive. 
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Comment 

Fluhmann3  has  pointed  out  that  although 
primary  chancres  occur  in  the  cervix  in  10 
to  40  per  cent  of  cases  of  syphilis,  the  lesions 
are  evanescent  and  asymptomatic,  and 
detecting  them  is  often  a matter  of  chance. 
Furthermore,  “a  biopsy  from  an  ulcer  of  the 
cervix  may  be  taken  when  syphilis  is  not 
suspected  and  lead  to  considerable  con- 
fusion.” The  second  and  third  cases  re- 
ported here  exhibited  a textbook  picture  of 
the  granulomatous  form  of  the  lesion;  how- 
ever, both  this  picture  and  the  diffuse  in- 
flammatory reaction  encountered  in  the  first 
case,  a somewhat  earlier  lesion,  confused 
several  examiners  and  reviewers.  From  40 
to  60  per  cent  of  all  patients  pass  through 
the  primary  and  secondary  stages  of  syphilis 
unaware  of  or  ignoring  symptoms,  com- 
pounding the  problem  further  and  explain- 
ing the  infrequency  with  which  the  lesion  is 
biopsied  and  encountered  in  the  routine  of 
a pathology  laboratory. 4 

The  purpose  of  this  brief  communication 
is  to  alert  clinicians  to  the  advisability  of 
biopsy  in  all  ulcerative  lesions  of  the  cervix. 
Likewise,  the  value  of  serologic  tests  as  a 
matter  of  office  or  clinic  routine  should  not 


be  overlooked.  The  presence  of  a large 
proportion  of  plasma  cells,  endothelial 
proliferation,  and  other  vascular  lesions 
should  alert  the  pathologist  to  the  possi- 
bility of  a spirochetal  lesion,  and  appro- 
priate stains  for  these  organisms  should  be 
prepared. 

Summary 

With  the  increased  incidence  of  syphilis, 
the  possibility  of  a primary  lesion  in  the 
uterine  cervix  should  not  be  overlooked, 
especially  if  the  lesion  is  ulcerated  or  micro- 
scopic examination  reveals  a large  number 
of  plasma  cells  and  vascular  changes. 

Acknowledgment.  We  wish  to  thank  Alvin  M.  Donnen- 
feld,  M.D.,  for  his  kind  permission  to  use  the  clinical  data  of 
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Turn  it  inside  out,  and  see  what  kind  of  thing 
it  is. . .and  when  it  is  diseased. 

—Marcus  Aurelius,  Meditations,  Book  VIII, 
para.  21. 

Entering  body  tracts  for  examination 
and  treatment  is  performed  at  present  by 
exerting  a direct  pushing  force  on  a rigid 
or  semiflexible  cylinder,  which  is  the  usual 
form  of  existing  instruments.  This  force 
serves  to  open  the  duct  which  is  usually 
collapsed  by  the  muscles  and  to  overcome 

Demonstrated  at  the  159th  Annual  Meeting,  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Scientific 
Exhibits,  February  15  to  18,  1965. 


the  frictional  resistance  between  the  instru- 
ment and  the  wall  of  the  tract,  which  in- 
creases with  depth  of  entry.  When  sharp 
curves  are  present  they  can  be  overcome 
only  by  exerting  a still  greater  force  which 
straightens  them.  Only  short  distances 
can  be  achieved  by  this  method,  with  in- 
convenience and  pain  to  the  patient  and 
danger  of  rupturing  the  wall  of  the  duct 
by  exerting  excessive  force.  When  enter- 
ing the  digestive  tract  per  os,  the  peristaltic 
movement  of  stomach  and  intestine  is  used 
to  convey  an  instrument  safely  and  without 
pain,  but  this  method  is  very  slow. 

Toposcopy,  to  be  described  in  detail,  per- 
mits quick,  safe,  and  painless  entry  to  re- 
gions hitherto  inaccessible.  Some  special 
properties  of  this  method  open  up  new 
possibilities  of  investigation,  diagnosis,  and 
treatment. 

Preliminary  clinical  tests  of  the  method 
were  carried  out  at  the  Hadassah  Univer- 
sity Hospital  in  Jerusalem,  Israel,  and  the 
instruments  were  demonstrated  at  the 
Medical  Society  of  the  State  of  New  York 
Annual  Meeting,  February,  1965. 

Method  and  instruments 

The  method  and  its  characteristics  may 
be  best  understood  from  a general  descrip- 
tion of  the  instruments. 

Referring  to  Figure  1A,  a thin-walled 
flexible  tube  (a)  such  as  a cellophane  dialyz- 
ing tube  is  wound  on  a pivot  (b)  inside  a 


FIGURE  1.  Diagram  of  toposcope:  (A)  showing  (a)  thin-walled  flexible  tube,  (b)  pivot,  (c)  container, 
(d)  tubal  opening,  (e)  sealing  ring,  and  (f)  handle.  (B)  Method  of  entering  duct. 
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FIGURE  2.  Second  toposcope.  (A)  "T”-shaped  tubal  device  (a)  with  foot  connected  to  source  of  liquid. 
(B)  Flexible  rod  pushed  to  advance  probe  by  evagination  until  head  of  rod  emerges. 


closed  container  (c).  The  free  end  of  the 
tube  is  taken  out  through  the  short,  tubal 
opening  (d),  turned  back  over  it,  and  fixed 
with  a sealing  ring  (e).  Pivot  (b)  extends 
through  a retaining  ring  in  the  container 
wall  and  may  be  rotated  by  the  handle  (f). 

When  the  container  is  filled  with  a liquid 
(or  gas)  under  pressure,  a force  is  exerted 
on  the  turned-back  end  of  the  tube.  This 
force  causes  a continuous  evagination  of 
the  tube.  Each  point  of  the  tube  remains 
immobile  after  the  extroversion,  and  the 
evagination  occurs  at  each  instant  at 
the  front  of  the  nonmoving  inflated  part  of 
the  tube.  This  front  advances  at  half  the 
speed  of  the  collapsed  part  (which  we  shall 
call  the  “central  strand”)  released  from  the 
pivot.  When  allowed  to  enter  a duct 
the  tube  will  advance  into  it,  while  the  only 
moving  part  in  contact  with  the  duct  is  the 
extroverting  front  of  the  tube  (Fig.  IB). 
The  internal  resistance  caused  by  friction 
between  the  moving  central  strand  and  the 
stationary  tube  may  be  controlled  by  a 
judicious  choice  of  the  flexible  tube  and 
adequate  lubrication  and  be  thus  reduced 
to  a negligible  amount  in  relation  to  the 
conventional  external  friction  which  is 
eliminated  by  this  method. 

The  movement  of  the  advancing  tube 
can  be  controlled  by  the  pressure  in  the 
container  and  the  handle  (f).  Turning  the 
handle  back  retracts  the  tube  which  in- 
vaginates  and  leaves  the  duct,  again  with- 
out friction.  If  the  tube  material  is  suffi- 
ciently flexible  it  will  adjust  itself  to  narrow 
passages  and  sharp  curves  in  the  duct. 
When  the  duct  is  closed  by  muscles,  as  in 
the  case  of  the  colon,  the  pressure  will  open 
it  to  the  diameter  of  the  tube,  while  the 
wall  of  the  tube  will  support  the  stress 
caused  by  the  pressure. 

The  lack  of  relative  motion  between  the 
probe  and  the  duct  results  in  a one-to-one 
correspondence  between  the  points  on  the 
two  surfaces.  A “map”  of  the  duct’s  sur- 


face may  therefore  be  obtained  by  covering 
the  external  face  of  the  probe  with  a sensi- 
tive layer  or  indicator.  Possible  medical 
applications  of  this  property  will  be  dis- 
cussed in  detail  later. 

Since  the  probe  develops  rather  than 
moves  within  the  duct,  contamination  will 
not  be  transferred  from  one  part  of  the  duct 
to  another  Thus  if  the  central  strand  is 
sterilized  before  entry,  the  whole  process 
will  be  sterile. 

Since  each  point  of  the  flexible  tube  comes 
to  the  front  of  the  probe  at  a fixed  distance 
from  the  mouth  of  the  container,  a hole  at 
any  point  along  the  tube  will  come  to  the 
front  of  the  probe  and  allow  some  liquid 
to  be  injected  into  the  duct;  retracting  the 
central  strand  will  bring  the  hole  back  into 
the  probe  and  stop  the  injection. 

Any  object  contained  inside  the  central 
strand  will  come  to  the  front  of  the  probe 
and  be  expelled  at  a fixed  point  along  the 
duct.  This  object  may  be  a medicament. 
It  might  also  be  the  d’stal  end  of  a biopsy 
instrument  or  fiberscope  which  could  be 
extended  as  a flexible  tube  within  the 
central  strand  and  its  end  controlled  from 
the  outside.  This  is  not  possible  with  the 
toposcope  shown  in  Figure  1,  but  a second 
model  of  the  toposcope,  shown  in  Figure  2, 
is  suitable  for  this  purpose. 

The  container  of  the  first  model  is  re- 
placed here  by  a “T”-shaped  tubal  device 
(a)  with  its  foot  connected  to  the  source  of 
liquid.  The  flexible  tube  is  passed  through 
the  head  of  the  “T,”  turned  back,  and  con- 
nected to  the  two  sides  of  the  “T,”  thus 
creating  a closed  toroid  filled  with  liquid 
under  pressure.  When  a flexible  rod, 
which  may  be  any  instrument  such  as  a 
fiberscope  or  a biopsy  tube,  is  pushed  from 
one  side  of  the  toroid,  the  pressure  will 
cause  the  other  end  of  the  probe  to  ad- 
vance by  evagination  until  the  head  of  the 
rod  emerges  (Fig.  2B).  The  probe  serves 
here  as  a frictionless  conveyer  for  the 


1926  New  York  State  Journal  of  Medicine  / July  15,  1966 


D 

J 

D 

} 


FIGURE  3.  Further  design  of  frictionless  probes.  (Left)  Two  concentric  turned-back  tubes.  (Right) 
Probe  advancing  into  duct  rolls  surface  and  envelopes  object  in  duct. 


instrument.  It  should  be  noted  that  the 
pushing  is  limited  to  the  rear  end  of  the 
probe  while  the  head  of  the  conveyed  in- 
strument is  pulled  by  the  central  strand. 
If  the  instrument  must  rotate  (as  in  the  case 
of  a fiberscope  or  a brush),  twisting  the 
central  strand  when  assembling  the  probe 
will  cause  a helical  movement  of  the  instru- 
ment. The  model  described  may  also 
serve  for  injecting  liquid  into  the  duct  using 
the  central  strand  as  a tube. 

A further  step  in  the  conception  of  friction- 
less probes  leads  to  two  concentric  turned- 
back  tubes  (Fig.  3,  left).  This  probe, 
when  advancing  into  a duct,  will  both  roll 
on  the  surface  of  the  duct  and  at  the  same 
time  envelop,  without  sliding,  any  object 
found  inside  the  duct  (Fig.  3,  right).  The 
object  may  then  be  extracted  from  the  duct 
and  expelled  from  the  probe,  the  whole 
process  performed  without  any  friction  or 
rigid  instruments. 

Summing  up  this  section  we  may  say  that 
the  possible  uses  of  toposcopy  are:  (1) 

conveying  of  instruments,  (2)  introduction 
of  solid  or  liquid  materials  to  predetermined 
points  along  the  body  tracts,  (3)  extraction 
of  objects,  and  (4)  mapping  of  a duct’s 
internal  surface. 

Experimental 

The  first  experimental  stage  of  the  re- 
search on  toposcopy  consisted  of  pilot  ex- 
periments illustrating  its  basic  character- 
istics. These  experiments  were  carried  out 
at  the  National  Physical  Laboratory  of 
Israel,  Jerusalem,  and  are  described  in  de- 
tail elsewhere. 1 

The  next  stage  was  to  construct  two  work- 
ing models  based  on  the  conceptions  illus- 
trated in  the  previous  section,  but  suitable 
for  work  in  a hospital.  Figure  4 shows  the 
large  model  in  which  the  pressure  source  is 
an  electrically  driven  pump.  The  pressure 


FIGURE  4.  Large  model  with  electrically  driven 
pump. 


and  temperature  of  the  liquid  can  be  reg- 
ulated. Figure  5 shows  a portable  model 
in  which  the  pressure  is  created  in  a closed 
tank  by  means  of  a foot  pump. 

With  these  instruments  a preliminary 
clinical  study  was  carried  out  during  1964 
in  the  x-ray  department  of  the  Hadassah 
University  Hospital,  Jerusalem,  with  the 
kind  cooperation  of  E.  Schwartz,  M.D., 
head  of  the  x-ray  department,  and  D.  Birn- 
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FIGURE  5.  Portable  model  with  foot  pump. 

baum,  M.D.,  head  of  the  gastroenterologic 
department. 

In  this  study,  a series  of  experiments  was 
conducted  on  both  canine  and  human  sub- 
jects to  obtain  an  idea  as  to  the  performance 
of  these  systems  in  the  organism  and  to  test 
some  of  the  basic  applications  of  the 
method. 

The  experiments  were  performed  on  the 
digestive  tract  and  the  probe  introduced, 
under  radioscopic  control,  per  os  down  to 
the  stomach  and  per  rectum  up  to  the 
descending  colon. 

With  a bare  probe,  a depth  of  80  cm.  from 
the  anus  was  usually  attained,  the  probe 
reaching  up  to  the  splenic  flexure.  In  a 
dog  the  cecum  was  reached  easily  at  about 
the  same  depth.  Extracting  the  probe 
presented  no  difficulty,  although  in  some 
cases  it  did  not  come  out  by  invagination 
but  was  simply  pulled  gently.  A biopsy 
suction  tube  and  a nylon  brush  were  intro- 
duced to  several  patients  to  a depth  of  50 
cm.  from  the  anus  (Fig.  6). 

In  one  case,  a probe  was  introduced  in  a 
patient  with  symptoms  of  bleeding  from  the 
rectum,  to  a depth  of  80  cm.  When  ex- 
tracted by  invagination,  and  on  develop- 
ing the  probe  again  outside  the  body,  the 
bleeding  was  located  at  a point  75  cm.  from 
the  anus  (Fig.  7). 

In  an  experiment  performed  on  a dog  the 
probe  succeeded  in  passing  the  stomach  and 
reached  a distance  of  60  cm.  behind  the 
pylorus.  The  probes  used  were  of  cello- 


FIGURE  6.  Introduction  of  biopsy  tube  shown  by 
radioscopy. 


FIGURE  7.  Probe  introduced  to  depth  of  80  cm. 
showing  bleeding  75  cm.  from  anus. 


phane  dialyzing  tubes  (Visking  process) 
with  diameters  of  s/32,  18/32,  and  22/32  inches. 
The  liquid  used  was  a suspension  of  barium 
sulphate  in  a solution  of  80  per  cent  water 
and  20  per  cent  glycerol,  for  better  internal 
lubrication.  The  working  pressures  when 
introducing  the  probes  were  between  400 
and  1,000  g per  square  centimeter  (the 
higher  pressure  for  the  smaller  diameter). 
Extraction  was  performed  under  lower  pres- 
sures of  200  to  300  g per  square  centimeter. 

In  a separate  experiment  a contraception 
ring  was  successfully  introduced  into  the 
uterus  with  a s/32-inch  probe  without  any 
inconvenience  or  pain.  This  experiment 
was  carried  out  with  the  kind  cooperation 
of  D.  Serr,  M.D.,  in  Hadassah  Hospital 
gynaecologic  department. 

It  should  be  noted  that  in  all  these  ex- 
periments the  time  needed  to  get  to  the 
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deepest  point  was  never  more  than  ten 
minutes.  No  pain  or  inconvenience,  apart 
from  a slight  feeling  of  pressure,  was  experi- 
enced by  the  patients. 

Conclusions 

At  the  present  stage  of  research  we  may 
say  that  it  is  possible  to  enter,  take  samples 
(mainly  with  a brush),  locate  bleeding,  and 
convey  solid  or  liquid  medicaments  to  the 
sigmoid  and  the  lower  part  of  the  descend- 
ing colon;  about  70  per  cent  of  all  lesions 
of  the  large  intestine  are  in  this  region.2 

The  few  experiments  performed  per  os 
promise  similar  success  in  reaching  the 
duodenum  and  upper  part  of  the  jejunum. 
The  main  problem  of  orientation  of  the 
probe  in  the  stomach  is  now  under  study  by 
the  authors. 

The  possibility  of  deeper  entrance  and 
executing  further  applications  of  the  topo- 
scope  in  the  digestive  tract  and  other  body 
cavities  depends  mainly  on  the  develop- 
ment of  new  materials  for  the  flexible  tube. 
Some  of  these  applications  are  discussed 
in  the  next  section. 

Suggested  applications 

The  two  peculiar  properties  of  the  topo- 
scope,  its  ability  to  transport  objects  to  pre- 
determined points  and  the  fact  that  each 
point  of  the  probe  corresponds  to  one  point 
of  the  tract  only,  open  new  fields  of  investi- 
gation and  operation  in  both  physiology  and 
medicine. 

The  most  important  application  will  be 
extending  the  range  of  visual  inspection  by 
means  of  fiber  optics  to  the  colon  and  im- 
proving it  in  the  case  of  the  duodenum  and 
the  upper  part  of  the  jejunum.  When  used 
with  the  toposcope,  the  fiberscope  placed 
inside  the  central  strand  moves  with  it,  and 
continuous  observation  of  the  duct  through 
the  probe,  if  transparent,  is  possible  all 
along  the  way.  Laboratory  experiments 
performed  with  the  fiberscope  and  the 
cellophane  probe  show  that  the  double  layer 
of  cellophane  and  the  layer  of  water  do  not 
cause  any  distortion  of  the  image.  The 
only  difficulty  is  in  making  the  fiber  bundle 
more  flexible  than  in  existing  medical  fiber- 
scopes.  One  of  the  leading  companies  in 
the  field  of  fiber  optics  is  already  studying 
this  problem. 


By  conveying  a flexible  tube  in  the  central 
strand  it  is  possible  to  remove  liquid  sam- 
ples from  the  digestive  tract.  The  intestine 
may  also  be  emptied  of  air  or  liquid  as 
necessary  before  an  operation,  or  liquid  may 
be  pumped  into  the  intestine.  It  should 
be  remembered,  however,  that  once  the 
point  at  which  the  flexible  tube  emerges  is 
fixed,  it  is  not  possible  to  advance  further 
than  a few  centimeters  because  this  tube, 
advancing  twice  as  quickly  as  the  probe, 
will  cause  friction.  If  removal  or  injection 
of  fluid  is  to  be  performed  at  different  points 
within  the  tract,  the  tube  must  be  placed  so 
that  it  emerges  at  the  deepest  point.  Pres- 
sure in  the  probe  is  then  reduced,  and  the 
tube  and  probe  are  pulled  back  without 
invagination,  thus  permitting  use  of  the 
tube  along  the  way. 

The  central  strand  may  thus  be  utilized 
to  convey  measuring,  diagnostic,  or  thera- 
peutic instruments  or  substances  to  be 
operated  at  the  distal  end  of  the  probe  or 
along  the  way. 

The  idea  of  obtaining  impressions  of  the 
mucous  membrane  by  covering  the  surface 
of  the  probe  with  a sensitive  layer  may  be 
accomplished  in  several  forms.  If  the 
layer  is  sensitive  chemically,  a picture  of  the 
chemical  (pH,  for  instance)  and  physiologic 
state  of  the  mucous  membrane  may  be  ob- 
tained. By  applying  a photosensitive  film 
to  the  probe,  it  would  be  possible  for  the 
walls  of  the  digestive  tract  to  be  photo- 
graphed by  a method  used  in  certain  du- 
plicating machines.  Light  from  a source 
inside  the  probe  would  penetrate  the  photo- 
sensitive layer  and  reach  the  surface  to  be 
photographed  which  would  absorb  or  reflect 
light  according  to  its  shading.  This  last 
application  is  already  under  study. 

It  should  also  be  possible  to  obtain  a cast 
of  the  intestinal  walls  by  using  the  device, 
well  known  in  metallurgy,  of  applying  a 
plastic  coating  that  hardens  under  the 
conditions  of  heat. 

Electrodes  implanted  in  numerous  points 
along  the  wall  of  the  probe  may  enable 
measuring  pressure  or  electric  potential 
simultaneously  in  several  regions  of  the 
duct.  A layer  of  adhesive  at  a certain  point 
of  the  probe  may  help  to  clear  the  intestine 
of  an  obstructing  mass  which  would  be 
“swallowed”  by  the  probe. 

In  certain  cases  the  toposcope  probe  may 
be  of  aid  in  radiologic  examination.  A 
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probe  filled  with  a suspension  of  barium 
sulphate  may  show  the  form  of  the  tract 
without  the  contrast  medium  touching  the 
mucus.  Moreover,  observation  of  a given 
point  may  be  resumed  several  times  by 
advancing  and  retracting  the  probe.  If 
barium  sulphate  is  placed  inside  the  central 
strand  it  may  be  applied  to  the  mucus  at 
certain  regions  of  the  tract  only,  where 
desired.  Instead  of  a contrast  medium 
the  probe  may  be  made  visible  by  x-ray 
opaque  graduations. 

Probes  with  the  possibility  of  local  infla- 
tion may  help  in  the  treatment  of  hemor- 
rhages by  compressing  varicose  veins  or,  in 
certain  cases  of  stenosis,  by  effecting  dilata- 
tion. The  two  concentric  turned-back 
tubes,  enabling  extraction  of  bodies  without 
exerting  friction  on  the  tract  or  body,  may 
find  applications  in  surgery  and  obstetrics. 

The  use  of  a liquid  in  the  probe  as  op- 


posed to  gas  has  numerous  advantages,  and 
we  have  therefore  dealt  only  with  hydraulic 
systems.  However,  the  possible  use  of  gas, 
especially  air,  is  not  excluded,  and  we  may 
consider  applications  of  the  method  in  the 
field  of  bronchology. 
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David  Kinloch  (Kynalochus)  of  Dundee 
was  the  first  Scottish  physician  to  write 
about  human  reproduction.  Until  that 
time  Scotswomen  had  reproduced  their  kind 
without  benefit  of  literary  comment,  and 
there  is  no  evidence  that  Kinloch’s  poem, 
De  Hominis  Procreatione,  written  in  Latin 
hexameters  before  1596,  had  any  immediate 
effect  on  the  process.  In  addition  to  the 
distinction  of  this  priority,  he  had  a colorful 
career  in  medicine  and  founded  a dynasty 
which  in  later  generations  carried  on  its 
share  of  the  world’s  work  and  reaped  many 
of  the  honors  this  world  has  to  offer. 

Kinloch  was  born  in  Dundee  in  1559,  but 
his  antecedents  are  not  traceable,  since  the 
records  of  the  city  were  lost  when  it  was 
taken  by  Edward  I and  again  when  sacked 
by  the  English  in  1548.  Buist1  lists  four 
previous  surgeons  in  Dundee  named  Kin- 
loch, but  their  relation  to  David  Kinloch 
is  unknown.  Our  Kinloch  matriculated  at 
the  University  of  St.  Andrews  in  1576,  but, 
wishing  to  study  medicine,  he  went  to 
Paris,  since  there  was  no  medical  faculty 
in  Dundee  or  St.  Andrews  at  that  time. 
The  details  of  his  medical  training  have  not 
been  traced,  and  the  source  of  his  M.D.  de- 
gree is  not  known,  although  tradition  as- 
signs him  to  the  Sorbonne.  He  probably 
stayed  in  France  or  on  the  Continent  for  a 


number  of  years,  as  his  poem,  De  Hominis 
Procreatione,  was  published  in  Paris  in  1596. 
It  contains  internal  evidence  of  a prolonged 
sojourn  in  Spain.  About  1597  to  1598 
he  married  Grizel  Hay  of  Gourdie,  and  in 
1602  we  find  him  listed  as  a Burgess  of 
Dundee,  being  described  in  the  roll  as 
“medicinae  doctor  regius,”  presumably 
having  rendered  professional  services  to 
James  VI  (later  James  I of  England). 
The  Kinlochs’  house  was  located  near  the 
windmill  in  Dundee,  a landmark  in  that 
day;  the  site  is  now  part  of  Dundee’s 
thriving  business  district  near  Albert 
Square.  Kinloch  and  his  wife  were  a lively 
couple,  and  both  Buist1  and  Kinnear2 
recount  a variety  of  droll  anecdotes  about 
them. 

Kinloch  acquired  the  estates  of  Aber- 
brothie  and  Balmyle,  renaming  them  “Kin- 
loch,” thereby  founding  the  Kinlochs  of 
Kinloch.  His  son  Alexander  bought  the 
estate  of  Gourdy,  increasing  the  family’s 
real  estate  holdings.  Two  direct  descend- 
ants were  Sir  James  Kinloch  Nevay  who 
held  Dundee  for  “Bonnie  Prince  Charlie” 
in  1745,  when  further  damage  was  done  to 
the  municipal  records,  and  George  Kinloch, 
the  reform  M.P.  of  the  early  nineteenth 
century  whose  statue  stands  in  Albert 
Square. 

Kinloch  appears  to  have  been  one  of  the 
most  prominent  physicians  of  his  day.  He 
was  well  enough  known  to  James  VI  to  ob- 
tain letters  of  introduction  to  various 
crowned  heads  of  Europe  when  he  made  two 
separate  trips  to  the  Continent.  Whether 
he  went  on  the  King’s  business,  his  own,  or 
both  is  not  known.  Both  Buist1  and  Kin- 
near2  relate  a somewhat  Gothic  legend 
connected  with  one  of  his  trips  to  Spain. 
They  assign  it  to  a trip  made  in  1614,  but 
internal  evidence  from  De  Hominis  Pro- 
creatione would  indicate  that  it  took  place 
before  1596.  The  legend  goes  that  Kin- 
loch was  seized  by  the  Spanish  Inquisition 
and  condemned  to  death  as  a heretic.  The 
auto-da-fe  was  postponed  because  the 
Grand  Inquisitor  was  taken  seriously  ill. 
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Kinloch  managed  to  acquaint  him  with 
his  medical  ability,  some  say  by  tying  a 
message  to  the  tail  of  a friendly  cat.  He 
was  allowed  to  treat  the  official;  on  the 
latter’s  recovery  Kinloch  was  loaded  with 
honors  and  set  free. 

The  poem  De  Hominis  Procreatione  is 
dedicated  to  James  VI  who  is  alluded  to  as 
Sextus;  near  the  close  of  the  poem  the 
following  passage  occurs,  which  would  indi- 
cate a brush  with  the  Inquisition  before 
1596: 

Quocirca  tibi  Sexte  lubens  perstringere  paucis 
Morborum  statui  sedes,  symptomata,  causas. 
Ante  dicata  quidem  tibi  dona,  tyrannidae 
saeva 

Pressa  tamen  latuere  diu,  lugentia  durum 
Insontis  domini  casum,  inquisitio  vivum 
Quem  fera  crudeli  senos  sepeliverat  annos 
Tormine:  compedibusque  ligans  vinclisque; 

coercens 

Indomitos  animos,  et  nullo  victa  labore 
Pectora.  Terribilis  neque  enim  contorta 
feroci 

Brachia  carnificis  dextra,  nec  crura  cruentis 
Funiculis  constricta  diu,  mandante  minaci 
Sacrificium  turba,  constantia  pectora  fortis 
Frangere,  nec  semel  emissas  invertere  voces 
Scotigenae  valuere. 


FIGURE  1.  Portrait  of  David  Kinloch,  M.D.,  by  an 
unknown  Spanish  artist,  date  1614.  (Reproduced 
with  kind  permission  of  Queen’s  College,  Dundee, 
Scotland.) 


This  passage  reads: 

Gladly,  great  Sextus,  have  I undertaken  to 
make  you  a brief  account  of  the  seat,  symp- 
toms, and  causes  of  each  disease.  Gifts  long 
since  destined  for  your  Majesty  lay  long  con- 
cealed through  the  oppression  of  a savage 
tyranny,  bewailing  the  harsh  lot  of  their 
master,  whom  the  brutal  Inquisition  had 
buried  alive  for  six  years  of  bitter  torment, 
loading  with  chains  and  fetters  an  unquench- 
able spirit  and  a heart  no  suffering  can  over- 
come. Not  even  the  twisting  of  his  arms  by 
the  executioner  at  the  demand  of  the  idola- 
trous throng,  nor  the  prolonged  constriction 
of  his  legs  with  bloody  cords  could  break  the 
unwavering  spirit  of  a Scot  or  make  him  re- 
tract his  words. 

If  Kinloch  had  left  Dundee  in  1576  or  1577 
to  study  abroad  and  had  not  returned  until 
1596  when  his  poem  was  published  in  Paris, 
one  could  easily  account  for  a six-year  im- 
prisonment in  Spain.  It  does  not  seem 
reasonable  to  assign  the  occurrence  to  the 
last  fifteen  years  of  his  life.  One  can  only 
wonder  at  the  intrepidity  of  this  prudent 
Scot  at  making  a second  trip  to  Spain  in 
1614,  exposing  himself  once  more  to  the 
terrors  of  the  Inquisition. 

In  recent  years  some  of  Kinloch’s  memo- 
rabilia were  given  to  the  University  of  St. 


Andrews  by  a descendant,  a great-grand- 
child of  the  seventh  generation  on  the  dis- 
taff side  of  the  family.  The  donor  stipu- 
lated that  the  items  remain  on  the  north 
side  of  the  Firth  of  Tay.  (The  University 
of  St.  Andrews  comprises  St.  Mary’s 
College  and  St.  Salvator’s  College,  both  in 
St.  Andrews  on  the  south  side  of  the  Firth, 
and  Queen’s  College  in  Dundee  on  the 
north  side;  most  of  the  medical  faculty  is 
in  Queen’s  College.)  Included  in  this  gift 
is  a striking  portrait  of  David  Kinloch, 
M.D.,  painted  by  a Spanish  artist  and 
dated  1614  (Fig.  1).  This  seems  to  docu- 
ment the  fact  that  Kinloch  traveled  to 
Spain  in  that  year;  however,  one  cannot 
exclude  the  possibility  that  the  artist  may 
have  had  an  itinerant  career  and  painted  it 
in  France  or  even  in  Scotland.  The  por- 
trait now  hangs  in  the  office  of  Prof.  I.  G. 
W.  Hill  in  the  Department  of  Medicine. 
It  is  a half-length,  showing  an  alert,  ruddy- 
faced, sandy-haired  man  with  a beard  and 
mustache.  A starched  organdie  ruff 
around  his  neck  is  tied  by  two  elaborate 
tassels.  His  left  hand  holds  a pink,  and 
his  right  hand  rests  on  an  open  book  show- 
ing the  first  aphorism  of  Hippocrates 
“vita  brevis  est,  ars  longa,”  verso  in  Greek, 
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FIGURE  2.  Photograph  of  Kinloch’s  tomb  in  the 
Howff,  Dundee. 


recto  in  Latin.  A number  of  rings  are  on 
his  fingers,  and  there  are  golden  bracelets  on 
his  wrists,  presumably  gifts  from  wealthy, 
satisfied  patients. 

Kinloch  died  in  1617  and  was  buried  in 
the  Howff,  where  the  remains  of  many  dis- 
tinguished Dundonians  lie.  His  monument 
eulogizes  him  in  Latin  as  a “most  honorable 
man,  of  famous  learning,  and  in  his  life 
adorned  with  many  singular  virtues;  a 
most  skilled  physician  to  the  Kings  of 
Great  Britain  and  France,  by  whose  patents 
and  seals  the  antiquity  of  his  pedigree  and 
extract  is  clearly  witnessed  and  proven.  . .” 
(Fig.  2).  It  used  to  bear  the  inscription, 
now  effaced: 

Kinnalochi  proavos  et  avitae  stemmata  gentis 

Clara  inter  proceros  haec  monumenta  pro- 
bant; 

Magnus  ab  his  cui  surgit  honos  sed  major  ab 
arte, 

Major  ab  ingenio  gloria  parta  venit. 
which  has  been  translated  as: 

Gallant  Kinloch,  his  famous  ancient  race 

Appears  erected  by  him  on  this  place; 

This,  honour  great  indeed — his  art  and  skill 

And  famous  name  both  sides  of  the  pole  do 
fill. 

Writings 

Also  included  in  the  gift  of  Kinlochiana  to 
Queen’s  College  is  a small  volume  bearing 
the  title  Delitiae  Poetarum  Scotorum 3 
printed  in  1637  and  containing  inter  alias 
reprints  of  Kinloch’s  two  Latin  poems,  De 
Hominis  Procreatione  and  De  Anatome. 
A few  selections  of  his  Hyperborean  style 
may  be  of  interest  to  the  twentieth  century 
reader.  Chapter  XI  of  De  Anatome  is 
titled  “On  the  Anatomy  of  the  Uterus  and 


its  Disorders.”  In  the  opening  passage 
Kinloch  describes  the  external  female 
genitalia: 

Hie  tenuis  membrana  super  cervice  recumbens 
Vesicae,  illae  monumentum  insigne  pudoris 
Virginibus,  (veteres  Hyman  dixere  Poetae) 
(Saepe  aliis,  multas  numquam  mihi  visa 
secanti) 

In  medio  exiguo  confossa  foramine,  menses 
Commotos  solitis  erumpere  sustinet  horis,  . . . 

which  reads 

Here  a thin  membrane  is  situated  above  the 
throat  of  the  vulva,  a sign  and  monument  to 
the  uninvaded  chastity  of  virgins  (called  the 
Hymen  by  ancient  poets,  its  presence  testified 
to  by  many,  though  I myself  have  never  seen 
it);  minutely  perforated  at  its  center,  it  re- 
strains the  menstrual  flow  from  gushing  forth 
when  the  time  comes. 

Surely  Kinloch’s  failure  to  discern  a 
hymen  must  be  related  to  his  observations 
on  the  Continent! 

Later  in  the  same  poem  he  describes 
cancer  of  the  cervix  and  its  detection  by 
digital  examination: 

Quinetiam  internum  exercent  ulcuscula  teg- 
men 

Cervicis,  sanie  manifesta,  acrique  dolore, 
Immanesque  nomae  serpunt,  saniemque  vor- 
aces 

Foetentem  lento  sundentes  flumine  cancri 
Sanguis  adustus  alit.  Segnes  crassique  liq- 
uores 

Congesti,  scirrhum  pariunt:  sine  tormine 

pubem 

Mole  premunt,  digitisque;  tumor  palpantibus 
obstat. 

An  approximate  translation  reads, 

Ulcers,  moreover,  invest  the  internal  sur- 
face of  the  cervix,  betraying  their  presence  by 
bloody  pus  in  a slow  stream.  The  kindled 
blood  nourishes  it.  This  thick,  sluggish  fluid 
produces  a scirrhus,  pressing  upon  the  geni- 
talia without  causing  pain.  The  tumor  is 
palpable  to  an  inserted  finger. 

Kinloch  reaches  the  peak  of  his  eloquence 
in  De  Hominis  Procreatione.  The  poem  is 
just  short  of  1,500  lines  and  begins  with  an 
elaborate  apologia,  courtly  compliments  to 
James  VI,  all  replete  with  allusions  to 
classical  mythology,  invocations  to  the 
classical  gods  and  goddesses  who  were  pa- 
trons of  the  ars  amoris.  Following  this 
prolix  introduction,  Kinloch  elaborates  at 
great  length  on  male  and  female  external 
genitalia,  the  nature  of  semen  and  the  sem- 
inal discharge — he  was  fascinated  by  its 
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whiteness — and  the  details  of  sexual  inter- 
course with  special  emphasis  on  the  or- 
gasm. Like  other  writers  of  his  day  and 
even  later  times,  Kinloch  was  under  the 
misapprehension  that  the  ovaries  were  es- 
sentially internal  testes;  he  likened  the 
vagina  to  an  inside-out  penis  and  believed 
that  women  could  ejaculate  during  coitus. 
As  one  reads,  one  feels  that  he  lingers  over- 
long  on  such  details  as  if  deliberately  to 
cater  to  the  prurience  of  James  VI  who 
prided  himself  on  his  Latin  scholarship 
and  who  is  reputed  to  have  made  the  most 
of  both  possible  sexes.  In  this  light  the 
extensive  description  of  semen  seems  rele- 
vant. Kinloch  describes  the  womb  as 
sucking  up  the  ejaculum: 

Utque  samis  stimulus  compulsus  edulia  venter 
Grata  petit,  rapidoque  vorat  demorsa  palato; 
Sic  uteri  jejuna  diu  penetralia,  tandem 
Mascula  si  olfaciant  tantum,  summisque 
labellis 

Semina  degustent:  simul  ac  prurigine  dulci 
Exultant  perfusa,  trahunt  properantia,  fugunt 
Obvia,  diducto  petulanti  gutture  hiatu. 

Translated: 

As  the  stomach,  goaded  by  pangs  of  hunger, 
seeks  its  longed-for  nourishment,  and  engulfs 
it  when  the  swift  mouth  has  done  its  part,  so 
do  the  hungry  chambers  of  the  womb,  should 
they  merely  catch  a whiff  of  male  semen  and 
graze  it  with  their  lips  to  catch  a taste,  no 
sooner  do  they  fill  with  the  glee  of  sweet  con- 
cupiscence than  they  hasten  to  then'  plunder, 
reaching  out  to  suck  in  the  semen  through  a 
throat  spread  wide  in  wanton  yearning. 

One  wonders  how  much  of  his  treatment 
of  sexual  relations  is  based  on  experience 
and  how  much  on  fantasy. 

Observations 

However,  underneath  the  florid  and 
sometimes  turgid  icing  of  late  Renaissance 
pseudoerotica,  Kinloch  has  placed  the 
substance  of  shrewed  empirical  observation. 
He  had  a clear  grasp  of  the  basic  essentials 
for  fertility  in  both  males  and  females. 
Following  a diffusely  organized  passage  on 
this  subject,  he  sums  up: 

Ergo  puelli 

Vitalis  terna  haec  petit,  et  desiderat  ortus: 
Inculpata  patrum  sanorum  femina,  partes 
Obscoenas  nulla  labefactas  clade,  statisque 
Congrua  temporibus  manantia  menstruis 
nymphis. 

So  the  bearing  of  a child  calls  for  and  requires 


three  things:  untainted  seed  of  salubrious 

stock,  privy  parts  wrecked  by  no  mishap,  and 
menstrual  discharge  keeping  proper  time. 

In  later  passages  he  discusses  pregnancy, 
fetal  development  in  utero,  the  mechanism 
of  birth  and  delivery,  and  some  of  the  com- 
plications of  gestation  and  parturition. 
His  theoretical  knowledge  was  abreast  of 
his  times;  he  subscribed  to  several  ideas 
then  generally  accepted,  shown  by  later 
generations  to  be  inaccurate.  For  ex- 
ample, he  believed  the  right  breast  of  a 
woman  carrying  a male  child  swells  more 
than  the  left,  but  he  does  point  out  that 
there  is  no  evidence  that  boys  come  from 
the  right  testis,  girls  from  the  left. 

At  a practical  level,  he  gave  sensible 
advice  to  midwives  and  was  particularly 
concerned  with  the  patient’s  position  during 
delivery.  He  advised  the  accoucheur  to 

. . . arrange  her  charge  on  the  bed,  neither 
flat  on  her  back  nor  with  her  spine  propped 
straight  up,  but  somewhat  in  between  (semi- 
decubitus) and  raised  a little;  let  the  pa- 
tient’s heels  be  drawn  up  to  her  buttocks,  and 
let  a pillow  support  her  back.  Let  her  rump 
be  gently  raised,  and  let  a staff,  resting  across 
the  bed  and  gripped  firmly  act  as  a lever  for 
the  patient  and  to  leave  room  for  delivery. 
In  some  cases  it  helps  to  be  delivered  in  a 
standing  position,  holding  on  to  the  bed. 
But  most  women  find  it  much  more  convenient 
to  give  birth  in  a chair;  a small  pillow  should 
then  support  the  back,  and  strips  of  fabric 
should  be  wound  around  the  framework  (of 
the  chair)  lest  the  legs  be  subject  to  too  much 
strain;  the  rest  of  the  chair  should  hold  up 
the  sagging  lower  abdomen  in  the  middle  of 
its  circular  fame  . . . 

Kinloch  also  described  a technic  for 
breech  delivery  and  a manner  of  delivering 
a retained  placenta.  Further  advances  in 
midwifery  were  not  made  until  the  middle 
of  the  eighteenth  century.  Even  though 
Kinloch  cannot  be  credited  with  any  orig- 
inal discovery,  he  merits  more  recognition 
than  has  been  his  lot  to  date. 
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It  is  of  singular  interest  that  of  a total 
of  28  medical  schools  originally  founded  in 
this  city,  only  5 have  survived.  They  are 
(1)  The  College  of  Physicians  and  Sur- 
geons of  Columbia  University,  organized 
in  1807;  (2)  New  York  University 

College  of  Medicine,  organized  in  1841; 
(3)  Longlsland  College  of  Medicine  (now 
State  University  of  New  York  Downstate 
Medical  Center),  organized  in  1858;  (4) 

New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  organized  in  1860; 
and  (5)  Cornell  University  Medical 
School,  organized  in  1898.  Of  more  recent 
vintage  is  the  Albert  Einstein  Medical 
School  of  Yeshiva  University,  organized  in 
1955  and  the  proposed  medical  school  of 
The  Mt.  Sinai  Hospital.  This  article  will  be 
confined  to  the  origin  and  development  of 
the  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals. 

Prior  to  1824,  physicians  practicing 
homeopathy  in  New  York  State  belonged 
to  the  New  York  Medical  Society.  In 
1852,  there  were  more  than  300  homeo- 
pathic physicians  engaged  in  practice  in 
the  City  of  New  York  alone;  yet  the 
nearest  homeopathic  medical  college  was  in 
Philadelphia.  Thus,  those  who  adopted 
the  tenets  of  Samuel  Hahnemann  were  all 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
History  of  Medicine,  February  14,  1966. 


graduates  of  the  old  school  and  had  only 
become  interested  in  homeopathy  because 
it  seemed  to  offer  more  than  the  old  regimen 
of  purges,  bloodletting,  mixed  concoctions, 
and  failure  to  observe  the  beneficial  effects 
of  nursing  care,  hygiene,  fresh  air,  sun- 
shine, and  nourishing  foods  which  un- 
doubtedly was  the  underlying  reason  for 
the  success  of  the  homeopath. 

In  1846  a national  medical  convention, 
the  forerunner  of  the  American  Medical 
Association,  assembled  and  in  a subsequent 
meeting,  in  1847,  adopted  certain  resolu- 
tions in  an  effort  to  stop  the  spread  of 
homeopathy.  For  example,  one  of  the 
resolutions  stated  that  the  certificate 
needed  for  admission  of  any  irregular  prac- 
titioner to  a medical  college  for  participa- 
tion in  the  required  two  courses  should  be 
denied,  and  a follower  of  homeopathy  was 
decided  to  be  very  irregular. 

Obviously  this  was  a serious  threat  to 
the  education  of  the  future  homeopath, 
and  any  young  man  who  now  wished  to 
study  homeopathy  could  only  do  so  by  be- 
coming apprenticed  to  a physician  of  the 
old  school,  receiving  his  certificate,  grad- 
uating from  one  of  the  schools,  and  then 
studying  homeopathy  in  secret,  rather  than 
running  the  risk  of  being  rejected,  should 
he  go  to  the  college  armed  with  a certificate 
from  a physician  practicing  homeopathy. 
What  was  more  paradoxical  was  that  the 
homeopathic  physicians  of  the  time  were 
men  of  previous  experience  in  allopathic 
practice  and  all  graduates  of  allopathic 
colleges  since  no  homeopathic  colleges 
existed  (Hahnemann  Medical  College  in 
Philadelphia  was  founded  on  April  8, 
1848). 

It  soon  became  apparent  that  a society 
for  those  who  believed  in  homeopathic 
therapy  was  essential  if  homeopathy  was  to 
flourish.  On  September  23,  1834,  the  New 
York  State  Homeopathic  Medical  Society 
was  organized.  The  New  York  County 
Homeopathic  Medical  Society  and  the 
Hahnemann  Academy  of  Medicine  which 
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FIGURE  1.  First  home  of  the  New  York  Medical 
College. 


was  subsequently  organized  contributed  to 
the  founding  of  a medical  college  in  New 
York  City,  which,  in  addition  to  the  regular 
courses  of  instruction,  would  have  a chair 
in  homeopathic  therapy. 

After  much  political  haranguing,  the 
college  received  its  charter  from  the  New 
York  State  Legislature  in  1860,  the  cor- 
porate name  being,  “The  Homeopathic 
Medical  College  of  the  State  of  New  York 
in  New  York  City.”  The  corporate  name 
was  sequentially  changed  five  times:  (1) 

On  April  14,  1869  (chapter  191  of  the  laws 
of  1869),  to  “The  New  York  Homeopathic 
Medical  College,”  (2)  On  June  3,  1887 
(chapter  515  of  the  laws  of  1887),  “The 
New  York  Homeopathic  Medical  College 
and  Hospital,”  (3)  On  April  14,  1908 
(chapter  150  of  the  laws  of  1908),  “The 
New  York  Homeopathic  Medical  College 
and  Flower  Hospital,”  (4)  on  May  11, 
1936  (chapter  531  of  the  laws  of  1936), 
“New  York  Medical  College  and  Flower 
Hospital,”  and  finally  (5)  on  June  13, 
1939  (an  act  of  consolidation),  “New  York 
Medical  College,  Flower  and  Fifth  Avenue 
Hospitals.” 

The  original  home  of  the  college,  al- 
though in  an  exclusive  neighborhood,  was 
humble — over  a corner  grocery.  How- 
ever, as  described  by  an  early  graduate,  “it 
wasa  remarkable  corner  and  a fine  grocery.”* 
The  college  occupied  the  upper  three 
stories  of  the  building  which  stood  on  the 
northeast  corner  of  Third  Avenue  and 
20th  Street  (Fig.  1).  In  1860,  20th  Street 

* Wershub,  L.  P.:  One  Hundred  Years  of  Medical  Prog- 
ress. Origin  and  Development  of  New  York  Medical  Col- 
lege, Flower  and  Fifth  Avenue  Hospital,  to  be  published, 
Springfield,  Illinois,  Charles  C Thomas,  1966. 


FIGURE  2.  Second  home  of  the  New  York  Medical 
College. 


and  Third  Avenue  were  far  beyond  the 
bustle  of  the  rapidly  growing  city.  In 
addition  to  Gramercy  Park,  the  fashionable 
sections  of  the  city  were  Bond  Street, 
Washington  Square,  and  East  Broadway, 
where  the  red  brick  homes  of  wealthy 
citizens  lined  the  thoroughfares. 

The  faculty  consisted  of  James  Beakley, 
M.D.,  professor  of  surgery  and  dean  of  the 
college;  Isaac  M.  Ward,  M.D.,  professor 
of  obstetrics;  William  E.  Payne,  M.D., 
professor  of  principles  and  practices; 
Franklin  W.  Hunt,  M.D.,  professor  of 
clinical  medicine;  Matthes  Semple,  M.D., 
professor  of  chemistry  and  toxicology; 
Stephen  R.  Kirby,  M.D.,  professor  of 
materia  medicine;  John  de  la  Montagnie, 
M.D.,  professor  of  anatomy;  and  William 
Rodman,  M.D.,  professor  of  physiology. 
On  October  15,  1860,  with  a faculty  of  8 
and  a student  body  of  59,  the  first  session 
of  the  college  was  inaugurated. 

The  ninth  session,  1868  to  1869,  was  a 
gala  year  in  that  the  teaching  staff  now 
consisted  of  11  professors  who  performed 
the  duties  involved  in  8 Chairs.  With  the 
close  of  this  session,  the  college  finished  its 
first  decade.  These  were  formative  years 
during  which  a splendid  board  of  trustees, 
originally  referred  to  as  the  Council,  guided 
the  college  through  turbulent  waters. 
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FIGURE  3.  View  of  Welfare  Island  and  site  of  old 
Metropolitan  Hospital,  affiliated  with  the  College. 
(From  an  old  Currier  and  Ives  print,  printed  with 
permission  of  the  Museum  of  the  City  of  New  York). 

For  the  session  of  1871  to  1872,  the  New 
York  Medical  College  was  the  first  medical 
school  to  attempt  a graded  three-year 
course  of  medical  teaching.  In  the  same 
year,  1871,  Harvard  lengthened  its  course 
to  three  years,  placed  its  professors  on 
salary  instead  of  fees,  instituted  a fully- 
graded  curriculum,  but  as  yet  did  not  en- 
force an  examination  for  admission  to 
medical  studies.  Similar  changes  soon 
followed  in  most  leading  medical  schools 
in  the  East. 

In  1872,  because  of  the  need  for  more 
spacious  quarters,  the  College  moved  to  its 
new  home,  in  facilities  made  available  by 
the  New  York  Ophthalmic  Hospital  on 
23rd  Street  and  Third  Avenue  (Fig.  2). 
This  magnificent  and  modern  building  had 
been  made  possible  by  a gift  of  $100,000 
from  Mrs.  Henry  Keep,  as  a memorial  to 
her  husband. 

On  October  20,  1888,  the  cornerstones  of 
the  new  medical  college  and  of  the  Flower 
Free  Surgical  Hospital  marked  a further 
move  uptown  and  expanded  the  college 
and  its  affiliate  hospitals  (Fig.  3).  Thus, 
on  January  7,  1890,  the  new  college  and 
hospital  were  opened  on  Eastern  Boulevard 
between  East  63rd  and  64th  Street,  now 
called  York  Avenue  (Fig.  4).  In  the 
spring  of  1896,  the  new  medical  building 
adjacent  to  the  surgical  building  was  com- 
pleted. 

In  1914,  in  an  attempt  to  find  an  addi- 
tional source  of  revenue,  a new  “private 
pavilion”  was  erected  on  the  southwest 
corner  of  64th  Street  and  York  Avenue. 


FIGURE  4.  New  Hospital  and  Medical  College  on 
Eastern  Boulevard  (York  Avenue)  and  63rd  Street. 


This  building,  primarily  built  for  private 
patients  with  a most  modern  suite  of  op- 
erating rooms  and  other  modern  innova- 
tions, failed  to  help  defray  the  annual 
deficit.  Indeed,  it  added  to  the  already 
overwhelming  expenses  of  the  institution. 

In  1932  the  New  York  Ophthalmic  Hos- 
pital and  Post  Graduate  School  merged 
with  the  New  York  Homeopathic  Medical 
College  and  Flower  Hospital,  joining  the 
latter  in  one  of  the  buildings  of  the  college 
at  63rd  Street  and  York  Avenue.  There 
had  always  been  a close  affiliation  with  the 
New  York  Ophthalmic  Hospital,  which  was 
chartered  originally  in  1852  and  made  a 
postgraduate  school  in  1879,  with  authority 
to  grant  the  degree  of  Oculi  et  Auris 
Chirurgus,  the  only  college  in  America  so 
designated.  Prior  to  this  amalgamation 
it  occupied  its  own  building  at  Third 
Avenue  and  23rd  Street  where  the  Medical 
School  had  also  been  housed  from  1872  to 
1890. 

In  1938  the  fifth  change  came  about  by 
the  affiliation  of  the  college  with  the  Fifth 
Avenue  Hospital,  and  the  name  became 
the  present  corporate  title:  New  York 

Medical  College,  Flower  and  Fifth  Avenue 
Hospitals.  This  announced  the  comple- 
tion of  the  merger  of  the  New  York  Medical 
College  and  Flower  Hospital  with  Fifth 
Avenue  Hospital.  The  Fifth  Avenue  Hos- 
pital was  the  result  of  the  merger  of  the 
Hahnemann  Hospital  and  Laura  Franklin 
Free  Hospital  for  children. 

On  December  12,  1939,  the  cornerstone 
of  the  new  college  building  adjoining,  and 
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FIGURE  5.  Present  home  of  New  York  Medical 
College  on  East  106th  Street,  adjacent  to  Flower  and 
Fifth  Avenue  Hospitals  and  Cohen  Research  Build- 
ing. 

subsequently  communicating  with  the  Fifth 
Avenue  Hospital  Building,  was  laid,  ap- 
proximately fifty  years  after  the  corner- 
stone for  the  college  building  on  York 
Avenue  had  been  laid. 

In  1955,  a new  $1  million  addition  to  the 
college  building  was  completed  permitting 
more  space  for  laboratories,  clinics,  new 
college  library,  and  new  lecture  rooms. 
In  1964  the  Cohen  Research  Building 
adjacent  to  the  college  was  completed, 
contributing  more  than  120,000  square  feet 


Achilles  reflex 
in  thyroid  disorders 

An  electromagnetic  recording  device,  the 
Kinemometer  has  been  used  successfully,  to 
measure  the  speed  of  deep  tendon  reflexes  in 
diagnosing  thyroid  disorders  and  assessing  re- 
sults of  therapy,  report  Frank  J.  Nuttall,  M.D., 
and  Richard  P.  Doe,  M.D.,  writing  in  a recent 
issue  of  Annals  of  Internal  Medicine. 

The  results  compare  well  with  protein-bound 
iodine  studies  and,  at  present,  appear  superior  to 
I131  uptake  studies.  The  interval  between  the 
last  part  of  the  contraction  phase  and  the  first 
part  of  the  relaxation  phase  (V-P  interval)  is 
measured.  In  males,  the  normal  interval  was 
found  to  be  155  to  265  milliseconds.  In  patients 
with  hyperthyroidism,  the  range  was  100  to  150 
milliseconds,  whereas  in  those  with  hypothyroid- 
ism, the  range  was  285  to  780  milliseconds.  In 
females  the  interval  was  significantly  longer 
than  in  males.  Prolonged  cooling  slowed  the 
reflex,  but  acetylsalicylic  acid,  epinephrine,  and 


to  the  already  congested  institution.  This 
building  is  more  than  twice  the  size  of 
Hetrick  Hall,  the  present  college  building. 

The  growth  and  development  of  this 
college  from  the  small  space  over  a corner 
grocery  store  to  its  present  status  is  indeed 
impressive  (Fig.  5).  It  now  occupies  with 
its  laboratories,  clinics,  and  affiliated  hos- 
pitals, many  city  blocks.  Additional  build- 
ings are  even  now  being  planned.  A new 
century  of  medical  progress  begins,  and 
someone  in  the  not  too  far  future  will  fur- 
ther review  the  progress  of  this  institution. 

115  East  61st  Street 
New  York  City  10021 
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dextro-amphetamine,  contrary  to  other  reports, 
did  not  appear  to  influence  the  reflex  interval. 

The  Kinemometer  has  2 induction  coils  placed 
side  by  side,  wound  in  a series  of  soft  iron  cores. 
A magnet  is  taped  to  the  subject’s  heel  and  the 
coils  placed  in  its  magnetic  field.  A current  is 
generated  in  the  coils  when  the  magnet  move3 
toward  or  from  the  coils.  The  direction  of  the 
current  generated  depends  on  the  direction  of 
movement  of  the  magnet  on  the  heel,  while  its 
voltage  depends  on  the  speed  of  movement  and 
the  nearness  of  the  coils  to  the  magnet.  Leads 
from  the  coils  are  connected  to  a direct-writing 
electrocardiograph  that  amplifies  and  records 
the  voltage.  Motion  of  the  heel  away  from  the 
Kinemometer  is  recorded  as  a negative  deflection 
on  the  electrocardiogram  tracing  and  motion 
toward  as  positive.  The  reflexes  are  elicited 
with  a regular  reflex  hammer  with  the  patient 
kneeling  on  a chair.  Electrocardiogram  calipers 
are  used  for  measuring  to  the  nearest  10  milli- 
seconds. Most  of  the  tracings  in  the  study 
reported  were  taken  and  measured  by  a trained 
technologist  who  did  not  know  at  the  time  the 
patient’s  thyroid  status. 
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Necrology 


Fred  Adams,  M.D.,  of  Brooklyn,  died  on 
October  30,  1965,  at  the  age  of  seventy-five. 
Dr.  Adams  graduated  in  1920  from  Tulane 
University  School  of  Medicine.  He  was  a 
member  of  the  American  Psychiatric  Associa- 
tion, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Michael  Brachfeld,  M.D.,  of  Brooklyn,  died 
on  September  10,  1965,  at  the  age  of  fifty-eight. 
Dr.  Brachfeld  graduated  in  1932  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  associate  attending 
physician  at  Adelphi  Hospital.  Dr.  Brachfeld 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edward  William  Briggs,  Jr.,  M.D.,  of 

Wellsville,  died  on  May  25,  1965,  at  the  age  of 
fifty-eight.  Dr  Briggs  graduated  in  1932  from 
the  University  of  Pennsylvania  School  of 
Medicine.  He  was  an  attending  physician  and 
surgeon  and  a past-president  of  the  medical 
staff  at  Jones  Memorial  Hospital.  Dr.  Briggs 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Allegany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Eleanor  Crissey,  M.D.,  of  New  York  City,  died 
on  May  5 at  her  home  at  the  age  of  sixty-three. 
Dr.  Crissey  received  her  medical  degree  from 
the  University  of  Vienna  in  1938.  She  was  an 
assistant  attending  psychiatrist  at  The  New 
York  Hospital  Outpatient  Department.  Dr. 
Crissey  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Alan  Dickson,  M.D.,  of  Amsterdam, 
died  on  May  3 at  St.  Mary’s  Hospital  at  the  age 
of  sixty-nine.  Dr.  Dickson  graduated  in  1922 
from  the  University  of  Toronto  Faculty  of 
Medicine.  Retired  in  1962,  he  was  an  honorary 
surgeon  at  Amsterdam  Memorial  Hospital 
and  an  honorary  member  of  the  medical  staff 
at  St.  Mary’s  Hospital.  Dr.  Dickson  was  a 
Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Montgomery  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


David  Joseph  Farber,  M.D.,  of  New  York 
City,  died  on  October  19,  1965,  at  the  age  of 
fifty.  Dr.  Farber  was  graduated  in  1941  from 
Stanford  University  School  of  Medicine.  He 
was  an  assistant  attending  psychiatrist  at 
Maimonides  Hospital  of  Brooklyn  and  Mai- 
monides  Hospital  of  Brooklyn  Outpatient 
Department.  Dr.  Farber  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurol- 
ogy (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Albert  W.  Fuss,  M.D.,  of  North  Bellmore,  died 
on  May  30  at  the  age  of  sixty-two.  Dr.  Fuss 
graduated  in  1929  from  Long  Island  College 
Hospital.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  American 
School  Health  Association,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Herbert  S.  Goldsmith,  M.D.,  of  The  Bronx, 
died  on  October  30,  1965,  at  the  age  of  fifty- 
seven.  Dr.  Goldsmith  received  his  medical 
degree  from  the  University  of  Zurich  in  1936. 
He  was  an  attending  physician  at  Fordham 
Hospital.  Dr.  Goldsmith  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


George  Gordon,  M.D.,  of  New  York  City,  died 
on  May  26  at  the  age  of  sixty-six.  Dr.  Gordon 
graduated  in  1922  from  Jefferson  Medical 
College  of  Philadelphia.  From  1942  to  1945 
he  evaluated  intelligence  material  on  Russian 
medicine  for  the  Army  and  since  World  War 
II  had  been  a medical-rating  specialist  with 
the  Veterans  Administration. 


Morris  Harwood,  M.D.,  of  Binghamton,  died 
on  October  28,  1965,  at  the  age  of  sixty.  Dr. 
Harwood  graduated  in  1934  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  attending  otolaryn- 
gologist at  the  Charles  S.  Wilson  Memorial 
Hospital,  Johnson  City.  Dr.  Harwood  was  a 
member  of  the  Pan  American  Association  of 
Ophthalmology,  the  New  York  Ophthalmology 
Society,  the  Broome  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Benjamin  Hoffman,  M.D.,  of  Albany,  died  on 
May  27  at  the  age  of  sixty-three.  Dr.  Hoffman 
graduated  in  1927  from  the  University  of  Toron- 
to Faculty  of  Medicine.  He  was  the  head 
physician  at  Memorial  Hospital  and  an  at- 
tending cardiologist  at  Memorial  Hospital 
Outpatient  Department.  Dr.  Hoffman  was  a 
Fellow  of  the  American  College  of  Cardiology 
and  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Lenward  Leonscort  Holness,  M.D.,  of  New 

York  City,  died  on  December  14,  1965,  at  the 
age  of  sixty-five.  Dr.  Holness  graduated  in 
1932  from  the  College  of  Medical  Evangelists, 
Los  Angeles.  He  was  an  assistant  attending 
gynecologist  at  Harlem  Hospital. 

Samuel  Hurwitz,  M.D.,  of  Jamestown,  died 
on  December  23,  1965,  at  the  age  of  sixty-three. 
Dr.  Hurwitz  graduated  in  1928  from  Indiana 
University  School  of  Medicine.  He  was  an 
attending  physician  at  Woman’s  Christian 
Association  and  Jamestown  General  Hospitals. 
During  World  War  II  he  was  senior  medical 
officer  of  a SeaBee  Battalion  on  Guadalcanal. 
Dr.  Hurwitz  was  a Diplomate  of  the  American 


Health  and  safety  tips 
for  lifting  heavy  objects 


A great  deal  of  lifting  is  done  every  day: 
brief  cases,  suitcases,  boxes,  shopping  bags, 
and  books.  Before  that  too-heavy  bundle  lifts 
you  off  your  feet  and  puts  you  flat  on  your 
back,  be  sure  that  you  can  handle  it. 

The  American  Medical  Association  lists 
some  basic  rules  that  apply  to  lifting  all  objects: 
(1)  Stand  close  to  the  object,  feet  flat  on  the 
floor,  about  twelve  inches  apart;  (2)  keeping 
the  spine  straight,  bend  the  knees  and  gi'asp 
the  object;  (3)  lift  by  straightening  your  legs, 
not  pulling  upward  with  the  arms  and  back; 
and  (4)  face  the  direction  in  which  you  plan  to 
carry  the  object,  and  its  weight  will  pull  you 
in  the  right  direction. 

To  get  off  the  ground  with  a brief  case  or  a 
suitcase  that  is  full  and  heavy,  (1)  stand  beside 
the  suitcase,  move  the  upper  body  slightly  for- 


Board of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  Chautauqua  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Pierson  Sim,  M.D.,  of  New  York 
City  and  Pelham,  died  on  May  28  at  Lawrence- 
ville  Hospital,  Bronxville,  at  the  age  of  fifty-five. 
Dr.  Sim  graduated  in  1934  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  the  northeast  medical  examiner  for  the 
Humble  Oil  and  Refining  Company.  Dr.  Sim 
was  a Diplomate  of  the  American  Board  of 
Preventive  Medicine,  Inc.  (Public  Health),  a 
Fellow  of  the  American  College  of  Preventive 
Medicine,  and  a member  of  the  American 
Public  Health  Association,  the  Industrial 
Medical  Association,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Ralph  Peter  Stevens,  M.D.,  of  Baldwin,  died 
on  May  29  at  the  age  of  sixty.  Dr.  Stevens 
graduated  in  1931  from  Albany  Medical  College. 
He  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


ward,  and  bend  the  knees;  (2)  straighten  the 
knees,  and  lift  the  suitcase  gradually;  (3) 
shift  the  weight  slightly  to  the  side  opposite 
your  suitcase.  Keep  weight  centered  over  your 
feet,  not  bending  at  the  waist.  Raising  the 
free  arm  will  help  keep  the  spine  erect;  and 
(4)  as  you  walk,  keep  the  case  close  to  you 
and  maintain  body  alignment.  Don’t  slide 
your  hips  to  the  side. 

Two  suitcases  are  better  than  one,  because 
equally  balanced  burdens  put  less  strain  on 
your  spine. 

Lifting  a box  from  the  closet  shelf  can  tip  you 
off  balance.  To  maintain  your  balance,  place 
one  foot  forward.  Reach  for  the  box  with  your 
weight  on  the  forward  foot;  as  the  box  comes 
forward,  gradually  shift  the  weight  to  the  back 
foot.  Keeping  your  back  straight  and  in  line 
with  your  hips  prevents  a backwards  fall  or  a 
sprain  from  arching. 

Lifting  requires  thirty-two  times  the  energy  of 
pushing.  Relax  and  push  if  possible.  Keep 
your  spine  straight  and  your  hips  low.  Push 
the  object  from  its  center  weight. 
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Electrocardiograph 

(Sanborn  Div.,  Hewlett-Packard  Co.) 1839 
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Emko  Foam  (Emko  Company) 1841 
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Atarax  (J.  B.  Roerig  & Company) 1842-1843 
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EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Ketoneh,  N.y.  Tel:  CEntrel  !-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Peychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo  ded  Grounds 

SENILE— AGED 

Non-sectarian , dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  lor  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  Fields  (or  4!  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

254  W.  54  St.,  N.Y.  19 
(212)  Cl  7-3434 

175  Fulton  Ave.,  Hempstead,  LI.  (516)  IV  1-2774 
_ EST.  1924  • Licensed  by  the  State  of  New  York  


Mandl  School 


RADIOLOGIST  BOARD  CERTIFIED  IS  LOOKING  FOR 
part-time  position  in  the  afternoon  or  early  evening  and 
also  week-end.  Opportunity  in  therapy  will  also  be  wel- 
come. Write  Box  413,  % NYSJM. 


GP  WITH  2 YEARS  TRAINING  IN  INTERNAL  MEDI- 
cine,  8 years  practice  in  medicine  wishes  opportunity  as 
associate  in  New  York  City-Long  Island  area,  Westchester 
County.  Will  consider  salaried  position  leading  to  partner- 
ship or  position  in  Industrial  Medicine  or  Hospital  ap- 
pointment. Box  416,  % NYSJM. 


ANESTHESIOLOGIST,  LONG  EXPERIENCE,  UNI- 
versity  trained,  desires  position.  Box  419,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


WELL  ESTABLISHED,  MODERN  WELL  EQUIPPED 
medical  office  for  General  Practice  or  specialist,  with 
adjacent  modern  residence  home;  available  for  sale  or 
rent  in  Kingston,  N.Y.  Centrally  located.  Box  407, 
% NYSJM. 


PRACTICE  FOR  SALE  OR  RENT— BAY  SHORE,  L.I. 
Deceased  doctor’s  5 room  medical  office  established  20 
years;  completely  furnished  and  equipped  including  ECG 
X-Ray;  near  two  hospitals,  right  off  Main  Street;  excel- 
lent opportunity  for  general  practitioner  or  specialist. 
Call  516-M05-3995  evenings  or  weekends. 


MISCELLANEOUS 


DICTATE  BY  PHONE 

just  pick  up  your  Phone  and  dictate — 
eliminate  fixed  salaries,  overtime, 
fringe-benefits,  equipment  costs.  WE 
HAVE  LEGAL,  MEDICAL,  COMMERCIAL 
EXPERTS.  We  Record  and  Transcribe 
Medical  Conferences  Nationwide. 

Accomplished  Office  Service  349-3260 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York.  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066. 
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PHYSICIANS  WANTED— CONT’D 


CHOICE  MEDICAL 

Immediate  opportunities  for 

OPPORTUNITIES 
with  a growing 
INTERNATIONAL 
PHARMACEUTICAL 
ORGANIZATION 

MD’s  now  exist  in  the 
following  areas 

■ MEDICAL 
SERVICE 

Involves  liaison  with  phar- 
macology-clinical research, 
government  agencies  and 
the  advertising-marketing 
departments  involved  in 
the  preparation  of  medical 
literature  and  review  of 
advertising  material.  (Trav- 
el) limited  to  U.S.  30% 
of  the  time. 

In  addition  to  liberal  com- 
pany benefits  these  positions 
offer  suburban  living  at  its 
best  in  convenient  North 
Jersey,  just  30  miles  from 
N.Y.C.  served  by  fine  schools 
and  close  to  all  recreational 
and  educational  facilities. 

Send  resume  and  salary 
requirements  in 
confidence,  to 

BOX  411 

■CLINICAL 

RESEARCH 

Position  of  responsibility 
involves  establishing  and 
supervising  the  clinical 
trials  of  new  drugs,  analysis 
of  results  and  preparation 
of  reports.  (Travel)  within 
the  U.S.  20%  of  the  time. 

% NYSJM 

PHYSICIANS  WANTED 


WANTED:  PHYSICIAN  INTERESTED  IN  GENERAL 
practice  with  6 man  group  in  suburbs  of  Detroit.  Deli- 
cious salary  and  future  partnership.  Write  Box  381, 
% NYSJM. 


AGGRESSIVE  SURGEON  TO  HEAD  DYNAMIC,  7 
man,  multi-specialty  group  with  our  ultramodern  clinic 
and  hospital  in  Detroit  suburb.  Challenging  scientific 
environment.  Most  rewarding  financial  arrangements. 
Write  Box  382,  % NYSJM. 


WANTED.  PHYSICIAN  WITH  SOME  TRAINING 
internal  medicine.  Career  position  with  Life  Insurance 
Co.  N.Y.C.  Excellent  opportunity.  Many  fringe  ben- 
efits. Will  consider  doctor  finishing  residency  June  1966. 
Write  Box  396,  % NYSJM. 


OB-GYN.  TO  JOIN  MULTI-SPECIALTY  GROUP. 
Growth  area.  Write  Box  379,  % NYSJM. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  % NYSJM. 


WANTED:  PHYSICIAN  UNDER  35,  TO  ASSIST, 

then  share  busy  general  practice  in  Queens,  New  York 
with  young  G.P.  Must  have  or  be  eligible  for  N.Y. 
license,  be  able  to  do  uncomplicated  OB,  and  assist  at 
major  surgery.  Salary  first  year,  then  percentage  to  full 
partnership.  Box  322,  % NYSJM. 


PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August  to  do  general  practice;  and  general  practitioner 
wanted  to  join  medical  group  as  full  partner.  Contact 
Charles  Rosenstock,  M.D.,  or  Fred  Horwitz,  M.D.  at 
Ellenville,  New  York.  Call  (914)  647-5300. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


OTOLARYNGOLOGIST  (UNDER  40)  FOR  LARGE 
group  practice  in  Brooklyn.  Initial  salary  $20,000.  Four 
weeks  vacation,  partnership  opportunity  in  two  years. 
Full  curriculum  vitae  in  initial  letter.  Box  402,  % NYSJM. 


INTERNIST  (UNDER  40)  FOR  FAMILY  PRACTICE 
in  large  group  practice  in  Brooklyn.  $15,000  Board 
eligible;  $16,000  Board  certified.  Four  weeks  vacation, 
partnership  opportunity  in  two  years.  Full  curriculum 
vitae  in  initial  letter.  Box  405  % NYSJM. 


WANTED:  PSYCHIATRIST,  35  HOUR  WEEK,  TO 

function  as  part  of  clinic  psychiatric  program,  diagnose 
and  treat  emotional  disorders;  emphasis  on  therapy. 
Ecclectic  program.  Long  Island  community  psychiatric 
clinic,  30  minutes  to  mid-town  Manhattan.  Three  years 
approved  residency;  New  York  State  license  required. 
Interest  in  community  mental  health  essential.  Dynamic 
opportunity  for  broad  experience  in  three  discipline  ap- 
proach; teaching,  consultation,  lecturing  and  research. 
Interest  in  forensic  psychiatry  desirable.  Starting  salary 
$16,497,  fringe  benefits.  Contact  L.  Goldschmidt,  M.D., 
Psychiatric  Consultation  Clinic,  33  Willis  Avenue,  Mineola, 
New  York.  Tel.  (516)  PI  2-3000,  ext.  2355. 


OPHTHALMOLOGIST  (UNDER  40)  FOR  LARGE 
group  practice  in  Brooklyn.  $20,000  initial  salary,  four 
weeks  vacation.  Partnership  opportunity  in  two  years. 
Full  curriculum  vitae  in  initial  letter.  Box  404,  % NYSJM 


ORTHOPEDIST  (UNDER  40)  IN  LARGE  GROUP 
practice  in  Brooklyn.  Initial  salary  $20,000,  four  weeks 
vacation,  partnership  in  two  years.  Full  curriculum  vitae 
in  initial  letter.  Box  403,  % NYSJM. 


WANTED:  PHYSICIAN  TO  JOIN  G.P.  GROUP  IN 

small  town,  southern  tier,  New  York  State.  Office  ad- 
jacent to  new  modern  hospital.  Prefer  internist  interested 
in  family  practice  and  a young  general  surgeon.  Box  418, 
% NYSJM. 


TWO  PEDIATRICIANS,  F.A.A.P.,  FINGER  LAKES 
Area,  desire  partner  or  associate.  Excellent  opportunity, 
serving  area  approx.  75,000  population.  Excellent 
churches,  school  and  recreational  facilities.  Center  of 
boating  and  fishing  area.  Two  modem  hospitals  with 
active  pediatric  and  obstetric  departments.  Box  415, 
% NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


WANTED.  PHYSICIAN  TO  DO  GENERAL  PRAC- 
tice.  Join  group  of  2 doctors:  good  salary;  full  partner- 

ship after  3 years.  Prefer  M.D.  who  recently  completed  2 
years  of  a General  Practice  internship;  married;  resides 
in  or  about  Queens  County  New  York  City.  Box  414, 
% NYSJM. 


PSYCHIATRIC  RESIDENCIES  AND  STAFF  Posi- 
tions. Fully  approved  three  year  residencies  in  Psychiatry. 
University  Training.  Attractive  housing.  ECFMG  re- 
uired  first  year,  a state  license  for  second  and  third  year, 
tipend:  $7,000  to  $8,000.  Also  limited  number  of  staff 

positions.  Starting  salaries:  Psychiatrist — $12,603  to 

$19,916;  Physicians— $8,124  to  $19,916.  ECFMG  cer- 
tification sufficient.  Write:  Dr.  Harry  H.  Brunt,  Jr., 

Medical  Director,  Ancora  State  Hospital,  Hammonton, 
New  Jersey. 


SURGICAL  RESIDENCY;  1ST  YEAR  UNEXPECTED 
vacancy  available  immediately.  Full  facilities  with  a 
complete  schedule  of  teaching  rounds  and  conferences. 
Fully  approved  for  training  program  in  large  modem 
metropolitan  hospital  center.  Graduates  of  foreign  med- 
ical schools  must  have  standard  ECFMG  certificate. 
Complete  maintenance  or  living  out  allowance.  Write 
Dr.  Harvey  Krieger,  Chief  of  Surgery,  Maimonides  Hos- 
pital, Coney  Island  Division,  Ocean  and  Shore  Parkway. 
Brooklyn,  New  York. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
koma,  Suffolk  County,  L.I.  Urgent  need  for  G.P.’s 
and  specialists.  Hospitals  nearby.  Call  (516)-585-3543. 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914) -454-0322 


WELL  ESTABLISHED,  MODERN  WELL  EQUIPPED 
medical  office  for  General  Practice  or  specialist,  with 
adjacent  modem  residence  home;  available  for  sale  or 
rent  in  Kingston,  N.Y.  Centrally  located.  Box  408, 
% NYSJM. 


MEDICAL  BUILDING— WHITESTONE-BEECHURST 
area  of  Queens.  Fast  growing  community  containing 
many  multiple  dwelling  high  rise  buildings.  Attractive 
space  available  immediately.  Psychiatrist,  orthopedist 
and  neurologist  would  complete  our  rentals  to  all  medical 
specialists.  0L.  8-7060. 


HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare).  Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


BROOKHAVEN,  SUFFOLK  COUNTY,  LONG  ISLAND. 
Four  room  suite  in  new  professional  building.  Ready 
August,  1966.  Excellent  opportunity  most  specialties. 
Ample  parking,  air  conditioned,  janitorial  services.  Call 
Brookhaven  Centre,  Inc.  516  286-3360. 


OFFICE-HOME,  LONG  ISLAND,  40  MILES  FROM 
Manhattan,  new  development  adjacent,  5 minutes  from 
2 hospitals.  Office — 600  sq.  ft.,  5 rooms  plus  lavatory, 
central  air  conditioning.  House- — 5 bedrooms,  den, 

large  kitchen,  double  garage,  fire  alarm.  (516)-MO 
5-4118,  or  Box  389,  % NYSJM. 


EAST  NORTHPORT.  WONDERFUL  OPPORTUNITY 
in  fast  growing  area  to  build  solid  internal,  ophthalmology, 
general,  pediatric  practice.  Immediate  income  assured  as 
overworked  local  physicians  will  refer.  Busy  DDS  in 
same  building  will  assist  in  every  way.  Moderate  initial 
rental.  A.  Huberman,  D.D.S.,  184  Larkfield  Rd.,  E. 
Northport,  N.Y.  AN.1-4477. 


FOR  RENT:  MAPLE  AVENUE.  BAY  SHORE,  LONG 

Island,  one  block  from  Main  Street,  Ferries- — 800  sq.  ft. 
professional  suite,  ground  floor,  front  and  rear  entrances, 
fourteen  car  parking  lot.  Active  Ophthalmologist  same 
floor.  Available  September.  Phone  516  MO  5-3710. 


RENT  IDEAL  NASSAU  COUNTY  LOCATION  ON 
major  thoroughfare,  two  blocks  from  Southern  State  Park- 
way, across  the  street  from  senior  and  junior  high  schools. 
Share  waiting  room  with  dentist.  Call  516  MA  3-6868. 


FREEPORT,  L.I.  OFFICES  FOR  RENT.  PRIME 
location  near  L.I.R.R.  station  and  bus  transportation,  in 
group  of  other  professional  suites,  private  entrance,  free 
parking,  air  conditioned,  alterations  to  suit.  212-TR. 
5-8141. 


EXCELLENT  LOCATION  FOR  GENERAL  PRACTI- 
tioner  in  Queens  Co-op  with  9 buildings.  Tenants  very 
desirous  of  having  M.D.  locate.  Ideal  office  layout.  Must 
be  seen.  Call  Vi.  9-6484  Mon.  thru  Thurs.  1-5. 


LIKE  TO  HAVE  A PRACTICE/VACATION  HOME  IN 
the  Adirondacks?  Delightful  village  of  6,000,  new  40-bed 
hospital,  air  strip,  boating  on  10  mile  lake,  fishing,  hunting, 
major  ski  development  within  town.  12  room  house,  3 
rooms  now  office,  2'/s  baths,  2 car  gargage,  large  comer  lot. 
$35,000.  Leaving  to  specialize.  Box  412,  % NYSJM. 


BROOKLYN,  N.Y.  LARGE  CORNER  HOUSE;  FLAT- 
bush;  convenient  transportation.  Two  stores;  separate 
entrances;  finished  basement;  two  car  garage.  Beautiful 
8-room  living  quarters.  Eleven  room  offices  occupied  ped- 
iatrician and  dermatologist.  Leaving  large  practices  to 
take  full  time  academic  positions.  Box  410,  % NYSJM 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 


Stelazine 

brand  of  trifluoperazine  ' 

offers 

tranquilization 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 


1946 


ractical  oral/parenteral  therapy  □ rapid,  high  blood  levels  in  tonsillitis,  pharyngitis,  otitis  media, 
inusitis,  laryngitis,  pneumonia,  bronchitis,  complications  of  influenza  and  common  cold,  cel  I u- 
tis,  furuncle,  pustular  acne,  infectious  eczematoid  dermatitis  and  other  infections  caused  by 
Iram-positive  pathogens 


ontraindications:  Patients  previously  found  hypersensitive  to  drug;  patients  with  known  pre-existing  monilial  infections;  and,  until 
rther  clinical  study  is  made,  the  newborn.  Precautions:  Use  of  antibiotics  occasionally  causes  overgrowth  of  nonsusceptible 
ganisms.  If  superinfections  occur,  take  appropriate  measures.  An  occasional  patient  has  developed  jaundice  while  receiving 
neomycin,  although  this  has  not  been  definitely  shown  to  be  drug-related.  Patients  receiving  treatment  for  longer  than  one  or 
/o  weeks  should  have  liver  function  tests.  One  case  of  irreversible  toxicity  to  the  hematopoietic  system  and  only  a few  cases  of 
nutropenia  and/or  leukopenia  have  been  reported;  however,  it  is  recommended  that  blood  counts  be  obtained  early  in  course  of 
erapy.  Safety  for  use  in  pregnancy  not  yet  established.  Limited  experience  with  345  women  receiving  the  drug  during  various 
ages  of  pregnancy  revealed  no  ill  effects  on  mother  or  fetus.  Due  to  lack  of  adequate  clinical  data,  use  in  patients  with  pre- 
testing kidney,  liver,  endocrine  or  metabolic  diseases  not  recommended  unless  special  clinical  circumstances  so  indicate, 
ticacy  in  rheumatic  fever  not  established.  Side  Effects:  Most  frequent  — loose  stools  or  diarrhea.  Cases  of  severe  diarrhea  causing 
ug  discontinuance  have  been  reported.  Side  effects  of  small  proportion:  nausea,  vomiting,  abdominal  cramps  or  pain,  skin  rash, 
ctal  irritation,  vaginitis,  urticaria  and  itching.  A few  cases  of  hypersensitivity  reactions  reported.  If  an  allergic  reaction  occurs, 
scontinue  drug.  The  usual  agents  for  emergency  treatment  should  be  available.  Supplied:  500  mg.  capsules  and  pediatric 
ipsules,  250  mg.,  in  bottles  of  24  and  100;  2 cc.  disposable  syringes;  2 cc.  and  10  cc.  vials  — each  cc.  of  sterile  solution  contains 
icomycin  hydrochloride  monohydrate  equiv.  to  lincomycin  base,  300  mg.;  also  9 mg.  benzyl  alcohol  and  water  for  injection, 

s.;  Lincocm  syrup  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  60  cc.  and  pint  bottles.  Lincocin  pediatric  

ops  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  30  cc.  bottles  with  dropper.  For  more  detailed  prescribing 
formation  on  this  product,  consult  your  Upjohn  representative  or  see  the  package  circular,  jes -earn 
jl 966  by  The  Upjohn  Company 




Upjohn 


THE  UPJOHN  COMPANY,  KALAMAZOO,  » 


Butazolidin 

alka 

phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka-you’ll  know  quickly 
whether  or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscra- 
sia); sudden  weight  gain  (water  retention); 
skin  reactions;  black  or  tarry  stools.  Make 
regular  blood  counts.  Use  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  in- 
crease in  prothrombin  time.  Pyrazole  com- 


Usually works 
within  3 to  4 days 
in  osteoarthritis 


pounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin® 
brand  of  phenylbutazone 
Tablets  of  100  mg. 
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Winthrop  announces 
new 


ANTACID 
TABLETS 
AND  LIQUID 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  In  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


aoo- 


Rate  of  0 IN  hydrochloric  acid 
neutralization  at  pH  3.S  and 
37*  with  WinGel  and  eight 
other  leading  antacid  tablets- 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  Ingre- 
dients • 


Hinkel,  E T..  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research. 
Winthrop  Laboratories 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity-2  tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-COmbining  capacity.)  WinGel,  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


"'NEOSPORIN': 

Polymyxin  B-  Neomycin  -Bacitracin 

OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin  400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  'h  oz.  and  1 oz. 

■clinically  effective 

■comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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QUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 


lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension 
are  unpredictable  — either  because  there  are 
a number  of  mechanisms  involved  or  because  individ- 
uals differ  in  their  responses  to  these  mechanisms.1 


Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,  15-17  since 
beneficial  effects  do  not  diminish  with  continuous 
daily  administration. 


There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the 
blood  pressure  is  elevated  to  a marked  degree  for  an 
adequate  period  of  time,  this  in  itself  leads  to  per- 
petuation of  the  syndrome  with  resulting  vascular 
damage  throughout  the  body.’’1'1  All  too  often  the 
disease  progresses  until  there  is  damage  to  one  of 
three  vital  organs:  the  heart,  the  kidney,  the  brain. 


"Hypertension  is  certainly  a major  factor  in  the 
genesis  of  coronary  heart  disease,  and  it  is  even 
more  important  when  compounded  with  obesity.”^ 


"[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  meas- 
ured by  renal  function  studies.”^ 

".  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the 
heart  of  excess  work  but  reduces  vascular  damage.”1 

"In  short,  treatment  is  indicated.’’1 

Antihypertensive  therapy  will  not  restore  the  blood 
vessels  to  normal.  Yet  many  of  the  vascular  changes 
and  symptoms  caused  by  increased  blood  pressure 
may  be  arrested  or  alleviated  when  the  blood  pressure 
' is  reduced  to  normotensive  levels. 7 

Reducing  the  blood  pressure  helps  curtail  further  vas- 
cular damage  and  improves  the  prognosis  — when 
damage  is  not  too  far  advanced  before  therapy  is 
started. Essential  hypertension  is  an  indication  not 
only  for  treatment,  but  for  early  and  adequate  treat- 
ment of  the  patient  in  question. 


For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity, 
convenience  and  economy  of  such  a dosage  schedule 
are  of  particular  benefit  to  older  patients. 
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Contraindications:  Severe  renal  impairment  or  previous  hypersen- 
sitivity. Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal  pain, 
distension,  nausea,  vomiting  or  G.l.  bleeding  occur. 


Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents, 
veratrum  or  hydralazine  when  used  concomitantly  must  be  reduced 
by  at  least  50%  to  avoid  orthostatic  hypotension.  Caution  Is  indicated 
in  patients  with  depression,  suicidal  tendencies,  peptic  ulcer;  electro- 
lyte disturbances  are  possible  in  cirrhotic  or  digitalized  patients. 
Marked  hypotension  during  surgery  is  possible;  consider  discontinuing 
two  weeks  prior  to  elective  surgery  and  observe  patients  closely  dur- 
ing emergency  surgery.  Rauwolfia  preparations  may  cause  reversible 
extrapyramidal  symptoms  and  emotional  depression,  diarrhea,  weight 
gain,  edema,  drowsiness  may  occur.  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes,  increase  glycemla  and 
glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic  alkalosis, 
hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 


Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at 
mealtime.  Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied 
as  capsule-shaped  tablets  containing  50  mg.  Rauwolfia  serpentina 
whole  root  (Raudixin®),  4 mg.  bendroflumethiazide  (Naturetin®), 
400  mg.  potassium  chloride.  Also  available:  Rautrax-N  Modified  — 
capsule-shaped  tablets  containing  50  mg.  Rauwolfia  serpentina  whole 
root  (Raudixin),  2 mg.  bendroflumethiazide  (Naturetin),  400  mg.  potas- 
sium chloride.  Both  potencies  available  in  bottles  of  100.  For  full 
information,  see  Product  Brief. 


Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihyperten- 
sive-diuretic action  of  bendroflumethiazide  in  one  con- 
! venient  medication.  The  two  drugs  complement  each 
other  so  that  smaller  doses  of  both  are  possible. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 
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'The  Priceless  Ingredient’  of  every  prod 
is  the  honor  and  integrity  of  its  maker. 


Month  in  Washington 


Administration  officials  say  that  the  doctor- 
patient  relationship  should  not  be  impaired 
under  medicare.  Philip  R.  Lee,  M.D.,  as- 
sistant secretary  of  health,  education,  and  wel- 
fare for  health  and  scientific  affairs,  said  in  an 
interview  that  Federal  officials,  in  drafting 
medicare  regulations,  had  been  doing  their  ut- 
most to  insure  that  the  traditional  doctor- 
patient  relationship  is  preserved.  Lee  made 
the  following  statement. 

The  guidelines  for  the  medicare  program 
were  developed  with  the  close  cooperation  of 
so  many  physicians  and  other  people  in  the 
health  care  field  that  this  will  provide  the  best 
assurance  for  the  physicians,  for  the  govern- 
ment, for  Congress,  and  for  the  public  that  the 
implementation  of  medicare  will  not  alter  the 
fundamental  and  vital  personal  relationship 
between  the  doctor  and  the  patient.  This  was 
clearly  the  intent  of  Congress. 

Our  most  important  concern  in  implement- 
ing the  medicare  program  is  education.  The 
education  extends  to  the  doctor,  the  patient, 
and  the  administrators  of  the  program. 

Lee  termed  the  cooperation  of  physicians  and 
hospital  officials  in  developing  medicare  guide- 
lines as  “extraordinary.”  He  said  he  personally 
expects  the  doctor-patient  relationship  to  im- 
prove under  medicare  because  removal  to  a large 
extent  of  the  financing  problem  will  give  a 
physician  more  leeway  in  ordering  laboratory 
tests  and  sending  a patient  to  a hospital. 
Lee’s  office  published  a brochure  for  patients 
and  another  for  doctors  explaining  what  the 
medical  insurance  program  does  and  does  not  do. 

The  Social  Security  Administration  said  that 
nine  out  of  ten  persons  sixty-five  and  over  had 
enrolled  in  Plan  B of  medicare  by  the  second 
signup  deadline  of  midnight.  May  31.  The 
original  deadline  was  extended  for  two  months 
in  an  effort  to  get  a reply  from  as  many  as 
possible  of  the  19.1  million  aged  persons  eligible. 
More  than  400,000  signed  up  during  the  two 
months,  bringing  the  total  to  about  17.2  million. 
About  one  million  said  they  didn’t  want  Plan  B 
coverage.  Those  who  did  not  sign  up  this  time 
will  not  have  another  opportunity  until  October 
1,  1967,  and  they  then  will  have  to  pay  at  least 
10  per  cent  higher  premiums. 

President  Johnson  invited  about  200 
physicians  and  hospital  administrators  to  a 
White  House  meeting  on  June  15  “to  examine 
problems  that  may  arise  and  to  discuss  co- 
operative arrangements  so  that  the  [medicare] 
program  will  get  off  to  a good  start.” 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


In  addition  to  Johnson,  speakers  at  the  meet- 
ing included  John  W.  Gardner,  H.E.W. 
secretary;  Wilbur  J.  Cohen,  H.E.W.  under- 
secretary; Philip  R.  Lee,  M.D.,  H.E.W.  as- 
sistant secretary;  William  H.  Stewart,  M.D., 
surgeon  general;  Robert  M.  Ball,  Social 
Security  commissioner;  and  Arthur  E.  Hess, 
director  of  medicare. 

Social  Security  headquarters  at  Baltimore  set 
up  an  around-the-clock  medicare  information 
service  to  help  its  district  offices  in  responding  to 
queries  from  beneficiaries,  physicians,  hospital 
administrators,  and  others. 

* * * 

The  Department  of  Defense  has  slashed  by 
almost  one-third,  from  2,496  to  1,713,  its  special 
draft  call  for  physicians  to  be  delivered  to  the 
armed  forces  this  summer.  Under  the  revised 
doctor  draft  call,  the  Army  will  take  958,  the 
Navy  405,  and  the  Air  Force  350. 

The  Pentagon  said  casualties  in  Southeast 
Asia  had  been  fewer  than  expected,  and  the 
number  of  volunteer  physicians  had  exceeded 
estimates.  In  reducing  the  call  by  783,  the 
Department  of  Defense  pointed  out  it  had 
originally  issued  its  request  to  the  Selective 
Service  last  February.  At  that  time  it  used  the 
best  estimates  available  on  the  number  of 
additional  physicians  who  would  be  needed  for 
the  buildup  of  the  armed  forces  in  connection 
with  the  Viet  Nam  war. 

* * * 

The  Federal  government  will  conduct  a 
nation-wide  survey  to  determine  factors  that 
lead  people,  particularly  older  persons,  to  fall  for 
fakes  and  swindles  in  the  health  field.  Seven 
agencies  of  the  government  are  joining  in  the 
study  which  was  recommended  by  the  Senate 
Special  Committee  on  Aging  Subcommittee  on 
Frauds  and  Misrepresentations  Affecting  the 
Elderly.  The  study  will  include  various  age 
groups  beginning  with  teenagers,  but  it  will  focus 
on  the  elderly. 

At  hearings  of  the  subcommittee,  it  was  esti- 
mated that  a billion  dollars  is  wasted  each  year 
on  misrepresented,  unnecessary,  or  worthless 
health  products  and  services,  with  a large  share 
of  such  spending  by  older  persons,  especially 
those  suffering  from  chronic  and  incurable 
diseases.  There  is  general  agreement  among 
the  government  agencies  involved  that  this 
waste  of  money  may  be  greatly  reduced  if  more 
knowledge  is  available  about  why  people  be- 
come victims  of  medical  quackery. 

The  Food  and  Drug  Administration  is  co- 
ordinating the  study.  Joining  with  the  F.D.A. 
in  the  survey  project  are  the  Administration  on 

continued  on  page  1958 
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Little-Known  moments  in  history 
No.  1: 

Mr.  Ra,  a sculptor,  was  commis- 
sioned by  Queen  Nefertiti  to  do  a 
statue  of  herself,  and  by  King  Tut 
to  do  a large  lion  for  his  front 
lawn.  Confused  by  vertigo,  Mr.  Ra 
got  the  whole  thing  mixed  up.  Did 
he  get  a royal  bawling-out! 


• tablets  syrup  _ u • 

Anti  vert  stops  vertigo 

(meclizine  HCI,  nicotinic  acid)  ® 


Tablets:  (meclizine  HCI)  12.5  mg.  and  nicotinic  acid  50  mg.) 
Syrup:  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25 
mg.  and  nicotinic  acid  25  mg.) 

Most  widely  prescribed  anti-vertigo  agent1 
Complete  to  moderate  relief  in  9 out  of  10  patients2 
Antivert,  the  leading  anti-vertigo  product,1  combines  mecli- 
zine HCI,  an  outstanding  drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug  of  choice  for  prompt 
vasodilation.  Prescribe  Antivert  for  your  patients  with  vertigo, 
Meniere’s  syndrome  and  allied  disorders. 

Precautions  and  contraindications:  Frequent,  short-lived  reac- 
tions include:  cutaneous  flushing,  sensations  of  warmth,  tingling 
and  itching,  burning  of  skin,  increased  gastrointestinal  motility, 
and  sebaceous  gland  activity.  In  explaining  these  reactions  to 
the  patient,  it  is  suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Because  of  this  vasodilation, 
severe  hypotension  and  hemorrhage  are  obvious  contraindica- 
tions to  Antivert  therapy.  Although  the  incidence  of  drowsiness 


and  other  atropine-like  side  effects  such  as  dry  mouth  and  blur- 
ring of  vision  is  low,  the  physician  should  alert  the  patient  to 
the  need  for  due  precautions  when  engaging  in  activities  where 
alertness  is  mandatory.  Use  in  pregnancy:  A review  of  available 
animal  data  reveals  that  meclizine  exerts  a teratogenic  response 
in  the  rat.  While  available  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a 
potential  for  adverse  effects  on  the  human  fetus.  Consequently, 
consideration  should  be  given  to  initial  use  of  a nonphenothia- 
zine  agent  that  is  not  suspected  of  having  a teratogenic  poten- 
tial. In  any  case,  the  dosage  and  duration  of  treatment  should 
be  kept  to  a minimum. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls  (5-10  cc.)  t.i.d. 
just  before  meals.  Specific  requirements  for  individual  patients 
should  be  determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500.  Syrup  in  pint  bottles. 
Rx  only. 

References:  1.  Based  on  1965  data  from  independent  physicians’ 
market  survey  organization.  2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neoborr 

geriatric  supplement 

helps  keep  them 
’on  the  go’ 

Neobon  combines  hormones,  essential  hematopoietic  factors, 
a digestive  enzyme,  and  vitamins  and  minerals  with  the 
important  amino  acids  L-lysine  and  glutamic  acid.  When  used 
as  adjunctive  therapy,  such  medication  has  been  shown  to  be 
of  value  in  treating  patients  with  the  geriatric  syndrome.1  ^ 
You,  too,  can  help  your  geriatric  patients — with  or  without 
vertigo  — lead  a more  active  life  by  prescribing  Neobon. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen 
or  androgen  therapy  should  not  be  used,  as  in  carcinoma  of 
the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  phy- 
sician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Duff  icy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936 
(Nov.)  1957.  2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.) 
1957. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate)  ..  .2000  U.S.P.  units 
Vitamin  D 
(irradiated 

ergosterol)  . .200  U.S.P.  units 
Vitamin  Bt  (thiamine 
mononitrate,  U.S.P.)  ..0.5  mg. 
Vitamin  B2  (riboflavin, 


U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine 

HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 
tocopherol  acetate)  ...  .5  I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate).  .0.066  mg. 
Copper  (from 

copper  sulfate) 0.33  mg. 


"Enzymatically  active  defatted 
fresh  pancreas. 


Manganese  (from 
manganese  sulfate)  . .0.33  mg. 
Magnesium  (from 
magnesium  sulfate)  ...  .2  mg. 
Iodine  (from 

potassium  iodide)  . . .0.05  mg. 
Potassium  (from 
potassium  sulfate)  ..1.66  mg. 
Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from 

ferrous  sulfate)  ....3.40  mg. 
Vitamin  Bn  (cobalamin 
concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid, 

U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 
Pancreatic  substance*  ..50  mg. 

(4)  Gonadal  Hormones 
Methyltestosterone  ....1.0  mg. 
Ethinyl  estradiol  ....0.006  mg. 

(5)  Amino  Acids 

L-lysine 50  mg. 

Glutamic  acid 30  mg. 

material  from  250  mg.  of  whole 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N Y.  10017 
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Aging,  the  National  Institute  of  Child  Health 
and  Human  Development,  the  National  In- 
stitute of  Mental  Health,  and  the  Vocational 
Rehabilitation  Administration,  all  within  the 
U.S.  Department  of  Health,  Education,  and 
Welfare.  Also  included  in  the  project  are  the 
Agricultural  Research  Service  of  the  U.S. 
Department  of  Agriculture  and  the  Veterans 
Administration.  A number  of  voluntary  health 
agencies,  the  American  Medical  Association, 
and  the  National  Better  Business  Bureau  helped 
in  planning  the  study. 

The  study  will  seek  to  determine  the  influence 
of  such  factors  as  family  and  educational  back- 
ground; folk  medicine  customs;  and  health 
experiences  on  consumer  attitudes  toward 
health  products,  services,  and  information. 
It  will  examine  the  extent  to  which  such  factors 
make  some  individuals  prone  to  accept  false 
and  misleading  promotions  for  health  products 
and  services  or  resistant  to  sound  medical  and 
health  information.  Armed  with  such  knowl- 
edge, the  agencies  hope  to  be  able  to  devise  more 
effective  educational  and  other  programs  to 
protect  the  public  against  health  frauds  and 
quackery. 

* * * 

H.E.W.  secretary  John  W.  Gardner  plans  to 
reorganize  the  U.S.  Public  Health  Service  to 
give  the  surgeon  general  more  control  over 
eight  new  divisions  which  would  replace  the 
present  eight.  One  of  the  new  eight  major 
divisions  would  be  a National  Institute  of 
Mental  Health  which  is  now  lumped  under  the 
National  Institutes  of  Health.  The  new 
national  institute  will  include  the  Fort  Worth, 
Texas,  and  Lexington,  Kentucky,  narcotics 
hospitals  and  will  “administer  a unified  program 
of  research,  manpower  training,  demonstrations, 
and  mental  health  services.”  Gardner  said 
the  institute  will  “serve  as  the  principal  focus 
for  research  and  control  programs  in  alcoholism 
and  drug  addiction.” 


The  other  seven  new  divisions  would  be  the 
National  Institutes  of  Health,  the  Bureau  of 
Health  Services,  the  Bureau  of  Health  Man- 
power, the  Bureau  of  Disease  and  Injury 
Prevention  and  Control,  the  National  Library 
of  Medicine,  the  National  Center  for  Health 
Statistics,  and  the  surgeon  general’s  office. 

Gardner  also  told  a House  Commerce  Sub- 
committee that  studies  are  underway  to  re- 
organize H.E.W.  into  a Pentagon-type  organiza- 
tion with  a super-type  secretary  over  three 
separate  secretaries  of  health,  education,  and 
welfare.  But  he  said  “now  is  not  the  time  to 
act  on  those  proposals.”  Gardner’s  Public 
Health  Service  reorganization  plan  transfers  to 
the  secretary  all  functions  of  the  Public  Health 
Service,  the  surgeon  general,  and  all  other 
agencies  in  the  service.  Gardner  called  the 
present  structure  of  the  Public  Health  Service 
“obsolete.”  He  pointed  out  it  was  unchanged 
since  1943  when  the  service  had  a budget  of  $52 
million  compared  with  the  present  budget  of 
$2.4  billion. 

* * * 

Water  pollution  control  activities  of  the 
Federal  government  now  are  under  the  Depart- 
ment of  Interior.  The  shift  from  the  U.S. 
Department  of  Health,  Education,  and  Welfare 
became  official  when  Congress  didn’t  veto 
President  Johnson’s  reorganization  request  for 
the  move. 

Johnson  predicted  the  Federal  government 
“now  is  better  organized  to  carry  out  concerted 
action  against  the  pollution  that  blights  Ameri- 
ca’s waters.” 

Interior  secretary  Stewart  Udall  promptly 
issued  guidelines  to  the  states  for  setting  water 
quality  standards  designed  “to  make  rivers  as 
clean  as  possible,”  instead  of  “as  clean  as 
permissible.”  Udall  outlined  the  department’s 
goal  as  a Federal-state  approach  to  assure  a 
national  supply  of  clean  water  necessary  for 
health  and  economic  growth. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  13  through  16,  1967 
The  Americana,  New  York  City 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
igent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  ,l>(. 


5 H.  H.:  Wisconsin 

:344, 1939. 
v,1.  Soc.  38:317, 

r . H.:  Ann.  Int. 

a;  T.  J.:  Arch.  Neu- 
i,  >39. 

-.  1:986,  1939. 

. Jr.,  and  Arnold, 

. 522, 1939. 

o , R.:  J.A.M.A. 

tl L.:  Psychiat. 

h ’ton  Bull.  3:16, 

e H.  H.:  Am.  J. 

, | Ann.  Int.  Med. 

A 43:157,  1940. 

Wed.  Fac.  1:2, 


Queries  & Minor  Notes:  J.A.M.A.  124:20' 
1944. 

Gingrass,  R.  P.:  Wisconsin  M.  J,  43:934 
1944. 

Vallotton,  C.  F.:  Virginia  M.  Month.  71: 
1944. 

Butter,  A.  J.  M.:  J.  Neuri 
Psychiat.  8:49,  1945."*^ 

Lennox,  W.  G.:  M.  Clin 
29:1114,  1945. 

Bashinsky,  B.:  J.M.A 

Twitchell-Allen,  D. 
chiat.  57:617,  1947 
Keith,  H.  M.:  Am.  J. 

Wigton,  H.  A.:  /Ve. 

Hoefer,  P.  F.  A. 

R.  1. 1.:  Tr.  Am, 


lova^E.  I.:  Zhur.  nevropat.  i psikhiat. 

3, 


44, 1949. 
8:868, 


J.  Med.  8:419,  1950. 
y .'Psychiat.  107:415, 

' H.;  Goldberg,  B.  I.,  and  Segal, 
England  J.  Med.  242:897, 1950. 

ler,  F.  M .-.J.A.M.A.  145:211,  1951. 
win,  R.  M.,  and  Bakwin,  H.:  J.  Pediat. 
1.776, 1951. 

Snsone,  J.  T.:  Virginia M.  Month.  78:303, 
951. 

rlis,  J.  K.:  Neurology  1:245s,  1951. 


. TEJr.,  and  Lombroso,  C.:  New 
'.Med.  251:853,897,  1954. 

$.  J.-.  Chemist  & Druggist  161:628, 

anoez,  R.,  L.:  J.  Am.  M.  Women's  A. 

88,  199 

Med.  18:327,  1955. 
and  C^hjiichael,  C.  P.:  J. 

,62, 195E_ 

, C.  P.,  and  Len- 
icpA. 5:705,  1955. 

|%nd  Schwab,  R.  S.:  J.A.M.A. 
56. 

\ S.:  Postgrad.  Med.  20:584, 1956. 
:,€.  M.,  Jr. ; Mosier,  J.  M.;  Grant,  P., 
len,  R.:  Neurology  6:640,  1956. 

, L.,  and  Shanbrom,  E.:  Arch.  Int.  Med. 
97:599,  1956. 

Utterback,  R.  A.:  Am.  Pract.  & Digest  Treat. 
7:763,  1956. 

Zimmerman,  F.  T.;  New  YorkJ.  Med. 
56:2537,  1956. 

Berry,  R.  G.,  in  Spiegel,  E.  A.  (ed.):  Prog- 
ress in  Neurology  and  Psychiatry,  New 
York,  Grune  & Stratton,  1957,  vol.  12 
199-211. 

Daly,  D.  D.:  Proc.  Staff  Meet.  Mayo 
32:257,  1957. 

French,  E.  G,:  Am.  J.  Psychiat.  113 

1957. 

Maltby,  G.  L.:  J.  Maine  M.  A.  48:257 

Rupp,C.,  Jr.:  J.A.M.A.  166:1967,  1958, 
Peterman,  M.  G.:  Minnesota  Med. 

1958. 

Livingston,  S.;  J.  Lancet  78:182 
Carter,  C.  H.:  Arch.  Neurol.  & 

79:136,  1958. 

Keith,  H.  M.:  J.  Lancet  78:461 , 

Farmer,  T.  W.:  South.  M.  J.  51:1 
Hammill,  J.  F.:  J.  Chronic  Dis.  8. 


Yahr,  M.  D.,  and  Merritt,  H.  1 
Neurol.  1:76,  1959. 

Thomas,  M.  H.:  J.A.M.A.  16S 
Peterman,  M.  G.,  and  Thom; 
Times  87:1044,  1959. 

Bray,  P.  F.:  Pediatrics  23:15 
Mulder,  D.  W.;  Daly,  D.  D.;  R 
and  Yoss,  R.  E.:  Postgrad.  M 
1959. 

Forster,  F.  M.:  Wisconsin  M. 
1959. 

Robertson,  E.  G.:  Postgrad.  I\ 

1959. 

Schwade,  E.  D.:  Geriatrics  1! 
Schade,  G.  H.,  and  Gofman, 
25:151, 1960. 

Forster,  F.  M.:  Postgrad.  Mec 

1960. 

Livingston,  S.:  J.A.M.A.  174: 
Friedlander,  W.  J.:  Am.  J.  Ps' 

1960. 

Kane,  C.  A.:  Boston  Med.  Qui 

1961. 

Holowach,  J.;  Renda,  Y.  A.,  a 
J.  Pediat.  59:339, 1961. 
Baker,  AJ3.:  J.  Lancet  81:23 
.:  Neurology  11:5 

r.;  Brock,  J.  1 
of.  & Thera 
id  Neurol. 1 


.:  Maryland  M.  J.  11 
I,  S.:  Clin.  Pediat.  2 
M.  ilin.  North 

M 

Scholl,  M.  L.:  New  England  J. 

1304,  1963. 

- > • • 

; Winters,  W.;  Kokeng 
owell,  F.:  Arch.  Neurol.  1 
ier,  R.D.:GP30:125,  19 
, D.;  Sexton,  J.  A.,  and  D 
ediat.  64:499,  1964. 


Medical  News 


New  fee  schedule  issued  by 
Workmen’s  Compensation  Board 

A new  medical  fee  schedule  for  physicians 
practicing  under  the  New  York  Workmen’s 
Compensation  Law  and  Volunteer  Firemen’s 
Benefit  Law,  effective  with  respect  to  new 
cases  arising  and  old  cases  reopened  on  and  after 
July  1,  1966,  has  been  promulgated  by  S.  E. 
Senior,  chairman  of  the  Workmen’s  Compensa- 
tion Board.  He  stated: 

The  new  medical  fee  schedule  largely  reflects 
the  recommendations  made  to  me  by  the  Ad- 
visory Committee  on  the  Medical  Fee  Sched- 
ule and  Allied  Problems  and  by  my  advisory 
council,  whose  members  represent  industry, 
labor,  insurance,  and  the  medical  and  legal 
professions.  A primary  goal  of  our  work- 
men’s compensation  system  is  full  availability 
of  the  best  medical  care  and  rehabilitation 
services  to  workers  who  sustain  industrial 
injuries.  This  new  schedule  is  the  State’s 
recognition  of  the  conscientious  professional 
services  being  rendered  to  workmen’s  com- 
pensation claimants  by  the  members  of  the 
medical  profession. 

The  schedule  is  now  being  printed,  and  copies 
will  soon  be  mailed  by  the  Board  to  the  more 
than  29,000  physicians  authorized  to  render 
medical  care  and  treatment  to  workmen’s 
compensation  claimants.  Additional  copies 
may  be  obtained  at  cost  charge  of  35  cents  from 
the  Office  of  the  Secretary,  Workmen’s  Compen- 
sation Board,  50  Park  Place,  New  York,  New 
York  10007. 


Grant  announced  by 

New  York  Academy  of  Medicine 

The  Glorney-Raisbeck  Fellowship  in  the 
Medical  Sciences  for  the  academic  year  be- 
ginning July  1,  1967,  will  be  awarded  by  the 
Committee  on  Medical  Education  of  The  New 
York  Academy  of  Medicine  for  one  year  of  re- 
search and/or  study  in  any  field  of  medicine  or 
its  allied  sciences.  Under  circumstances  deemed 
appropriate  by  the  committee,  the  Fellowship 
is  renewable  on  a year-to-year  basis  for  two 
additional  years. 

The  Fellowship,  which  carries  a stipend  of 
$7,500,  is  open  to  holders  of  the  M.D.  degree 
who  have  demonstrated  potential  for  produc- 
tivity in  research  and  teaching.  Under  con- 
sideration will  be  only  those  physicians  from 
the  New  York  area  and  adjacent  states  who 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


can  make  themselves  available  for  interview 
by  the  committee  on  awards. 

A candidate  should  be  prepared  to  give  as- 
surance that  he  will  have  an  institutional  ap- 
pointment which  will  enable  him  to  carry  out 
the  objectives  of  his  program  of  research  and/or 
study.  Such  institutions  will  be  encouraged 
to  supplement  the  Fellowship  stipend. 

Deadline  for  receipt  of  applications  is  No- 
vember 1,  1966.  Requests  for  application 
forms  should  be  addressed  to:  Aims  C. 

McGuinness,  M.D.,  Executive  Secretary,  Com- 
mittee on  Medical  Education,  The  New  York 
Academy  of  Medicine,  2 East  103rd  Street, 
New  York,  New  York  10029. 

Blue  Cross  signs  contract  to 
play  part  in  Medicare  program 

Robert  M.  Ball,  commissioner  of  Social 
Security,  and  Walter  J.  McNemey,  president 
of  the  Blue  Cross  Association,  have  signed  a 
final  contract  under  which  the  Blue  Cross  Asso- 
ciation will  serve  as  an  intermediary  in  re- 
ceiving and  paying  bills  under  the  hospital 
insurance  part  of  the  Medicare  program. 

Letter  contracts  were  issued  to  the  Blue  Cross 
Association  and  to  Aetna  Life  and  Casualty 
and  Travelers  Insurance  Company  on  January 
11  and  shortly  afterward  to  nine  other  organiza- 
tions nominated  as  intermediaries  by  hospital 
groups  and  associations.  The  letter  contracts 
enabled  the  intermediaries  to  organize  for  the 
role  they  will  play  in  the  Medicare  program. 
Final  contracts  are  expected  to  be  signed  with 
the  other  intermediaries  shortly.  Under  the 
two-year  renewable  contracts,  the  intermediaries 
will  have  responsibility  for  determining  the 
amount  of  payments  due  hospitals  for  services 
provided  Medicare  beneficiaries  and  for  making 
the  payments. 

Forty-nine  organizations  in  the  health  in- 
surance field,  selected  to  serve  as  intermediaries 
to  pay  doctor  bills  under  the  voluntary  medical 
insurance  part  of  the  Medicare  program,  also 
have  been  preparing  for  their  job.  These  or- 
ganizations include  33  Blue  Shield  plans,  15 
insurance  companies,  and  1 independent  health 
insurer.  Final  contracts  with  these  organiza- 
tions are  expected  to  be  signed  soon. 

The  Blue  Cross  Association  will  represent 
the  greatest  number  of  hospitals  through  its 
nomination  by  the  American  Hospital  Associ- 
ation whose  membership  constitutes  85  per  cent 
of  the  nation’s  non-Federal,  short-term  hospi- 
tals. Other  organizations  selected  to  serve  as 
hospital  insurance  intermediaries  are:  Na- 

tionwide Mutual  Insurance  Company;  The 
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When  depressed  patients  say: 

“1  can’t  sleep  at  night” 

“I’m  tired  all  day  long” 

NORPRAMIN 

(desipramine  hydrochloride) 

non-sedating*  rapid-acting 
ANTI  DEPR  ESSANT 

helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or.dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  532«1 
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Prudential  Insurance  Company  of  America; 
Mutual  of  Omaha  Insurance  Company;  Inter- 
County  Hospitalization  Plan,  Inc.;  Kaiser 
Foundation  Health  Plan,  Inc.;  Hawaii  Medical 
Service  Association;  State  of  New  York  De- 
partment of  Health;  Community  Health 
Association,  Detroit;  and  Cooperativa  de  Salud 
de  Puerto  Rico. 

Booklet  studies  methods  for 
economic  purchase  of  drugs 

A booklet  entitled  Study  of  Drug  Purchase 
Problems  and  Policies  was  recently  released  by 
the  Welfare  Administration,  U.S.  Department 
of  Health,  Education,  and  Welfare.  The  publi- 
cation is  a 91-page  review  of  programs  and 
policies  of  American  and  foreign  organizations 
that  involve  the  purchase  of  large  quantities 
of  drugs.  It  was  prepared  by  Raymond  Clapp, 
a consultant  to  the  Welfare  Administration’s 
research  division.  The  data  provide  resource 
material  for  state  public  health  and  welfare 
agencies  concerned  with  the  operation  of  the 
new  medical  assistance  program  for  public 
assistance  recipients  and  other  low  income  per- 
sons which  was  authorized  by  the  1965  amend- 
ments to  the  Social  Security  Act  (Title  XIX). 

The  study  shows  that  drugs  sold  on  physi- 
cians’ prescriptions  account  for  the  greatest 
increase  in  drug  prices  since  1939.  Most  of  the 
contents  of  the  report  deal  with  methods  of 
enabling  physicians  to  prescribe  economically 
without  sacrificing  the  quality  or  efficacy  of  the 
drugs  their  patients  receive.  Since  more  than 
15,000  prescription  drugs  are  now  in  common 
use  and  since  any  one  of  them  may  be  sold 
under  as  many  as  50  to  75  trade  names,  physi- 
cians need  simplified  methods  of  selecting  those 
they  prescribe. 

Methods  used  by  the  Hometown  Medical 
Care  Program  of  the  Veterans  Administration, 
the  Department  of  Defense,  and  the  various 
state  programs  of  vendor  payments  for  drugs 
used  by  public  assistance  recipients  are  de- 
scribed, as  are  the  methods  of  the  General 
Medical  Service  of  Scotland  and  the  National 
Health  Service  of  England  and  Wales.  Other 
programs  described  include  the  prepayment 
drug  plan  of  the  Group  Health  Cooperative  of 
Puget  Sound,  Seattle,  and  the  drug  purchase 
program  operated  jointly  by  the  American 
Association  of  Retired  Persons  and  the  National 
Retired  Teachers  Association  which  sells  both 
generic  and  brand  name  drugs  to  some  7 million 
persons  on  a nonprofit  basis. 

The  major  recommendation  contained  in  the 
report  is  for  the  employment  of  a consultant 
in  drug  economics  on  the  staff  of  the  Federal 
agency  and  similar  consultants  on  the  staffs 
of  state  public  welfare  departments.  These 
consultants  would  work  with  medical  and 
pharmaceutical  committees  in  preparing  guide- 
lines for  physicians  and  pharmacists,  would 
identify  high-cost  drugs  most  frequently  used 
in  the  medical  assistance  program  for  which 
there  are  lower  cost  counterparts,  and  would 


devise  methods  for  assessing  physicians’  drug 
prescription  practices. 

Copies  of  the  booklet  can  be  purchased  for 
55  cents  from  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Office,  Washington, 
D.C.,  20402. 

Blue  Shield  wins  battle  to  protect  name 

The  National  Association  of  Blue  Shield 
Plans  reports  that  it  has  won  a key  court 
decision  to  protect  the  Blue  Shield  name  and 
symbol.  According  to  the  Association,  the  5th 
United  States  Circuit  Court  of  Appeals  on 
June  16  reversed  a lower  court  decision  per- 
mitting the  United  Bankers  Life  Insurance 
Company,  a Texas  firm,  to  use  the  name  and 
symbol  “Red  Shield.”  The  higher  court  ruled 
that  the  words  and  the  symbol  “Red  Shield” 
are  confusingly  similar  to  Blue  Shield.  United 
Bankers  is  selling  its  Red  Shield  health  insurance 
in  competition  with  Group  Medical  and  Surgical 
Service,  the  Texas  Blue  Shield  plan  which  was  a 
coappellant  in  the  suit. 

John  W.  Castellucci,  the  Association’s  execu- 
tive vice-president,  said:  “This  is  a significant 

decision  for  the  National  Association  of  Blue 
Shield  Plans  and  all  local  Blue  Shield  plans. 
It  will  aid  us  greatly  in  protecting  the  well- 
accepted  and  trusted  name  and  symbol  of  Blue 
Shield  as  the  leader  in  the  medical-surgical 
prepayment  field.” 

The  National  Association  of  Blue  Shield  Plans 
is  the  national  coordinating  organization  for 
the  74  Blue  Shield  plans  in  the  United  States 
that  provide  prepaid  medical  and  surgical  care 
benefits  to  53  million  persons. 

Personalities 

Elected.  At  the  annual  meeting  of  the 
American  Neurological  Association  held  June  13 
through  15  in  Washington,  D.C.:  Melvin  D. 

Yahr,  M.D.,  New  York  City,  as  secretary-treas- 
urer and  editor  of  transactions;  and  William 
Hass,  M.D.,  and  Joseph  Ransohoff,  M.D.,  both 
of  New  York  City,  to  active  membership. 

Awarded.  Julius  B.  Richmond,  M.D., 
F.A.A.P.,  dean,  Upstate  Medical  Center  School 
of  Medicine,  Syracuse,  to  receive  the  American 
Academy  of  Pediatrics’  1966  C.  Anderson 
Aldrich  Award  in  Child  Development  at  the 
Academy’s  annual  meeting  October  22  through 
27  in  Chicago.  The  award  of  $1,000  and  a 
plaque  is  being  given  to  Dr.  Richmond  for  his 
outstanding  contributions  to  child  development 
research  and  for  his  “unselfish  leadership  of  the 
Head  Start  Program”  as  director  of  Head 
Start  Child  Development  Programs. 

Honored.  Robert  A.  Moore,  M.D.,  president 
of  Downstate  Medical  Center,  at  a special 
ceremony  in  his  honor  held  June  23.  The 
ceremony,  which  paid  tribute  to  Dr.  Moore 
who  will  retire  August  31  after  nine  years  of 
service,  included  presentation  to  the  Downstate 
Medical  Center  of  a $25,000  endowment  to 
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Doctor, 


lere  is  the  Abbott  anorectic 
rogram  designed  to  meet 
he  individual  needs  of  your 
verweight  patients. 


mood  elevation 


Abbot 

Anorectic 

Prograrr 


DESOXYN®  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet  helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can’t  take  plain  amphetamine, 
put  her  on  DESBUTAl?  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a singl 
tablet.  One  section  contains  Desoxyn  to  curb  th< 
appetite  and  lift  the  mood;  the  other  contain 
Nembutal®  (pentobarbital)  to  calm  the  patient  am 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag 
ratio  throughout  the  day. 


> V#>  *'♦ » ‘ 


controlled  release 


Abbott 

Anorectic 

Program 


lot  all  long-release  vehicles  are 
lie  same.  Here  is  why  the  Gradumet 
i different  and  what  it  means 
I r your  overweight  patients. 


: release  action  is  purely  physical  and  relies  on 
/ one  factor  common  to  every  patient:  gastro- 
istinal  fluid.  There  is  no  dependence  on  enteric 
:c  tings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
tration  in  the  gastrointestinal  tract, 
cur  patients  get  a measured  amount  of  medi- 
on,  moment  by  moment,  throughout  the  day, 
ley  are  not  subjected  to  ups  and  downs  of 
Irg  release  ...  or  to  erratic  release  from  patient 
atient  ...  or  to  erratic  release  in  the  same 
•cent  from  day  to  day. 

it's  why  the  Gradumet  provides 
Kitrolled-release  as  well  as 
og  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  BB 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

sg  I 

Front  Side 


DESBUTAL  15  Gradumei 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

>g-  J 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

INDICATION  As  tn  »nor*<tic  in  tiealimnl  of 
obesity . >tv>  to  counleisct  snmty  *«*d  mitd  depression 
OeibvUl  n eofllramdicstsd  m pa 
tienls  tMung  a monoamine  ondate  inhibitor  Nervousness 
oi  eicessnr*  sedation  have  occasionally  been  observed 
often  these  ejects  wilt  disappear  altei  a tew  days  Use 
with  caution  in  patients  with  hypertension  caidlovasculaf 
disease  hyperthyioidtsm  ot  who  are  sensitive  to  sympa 
IhomimetK  drugs  Careful  supervision  is  advisable  with 
maiadiusted  individuals 

A tingle  Biadumel  tablet  m the  morning 
provides  all-day  appetite  control 

Desbutal  10  contains  10  mg  ol  met* 
amphetamine  hydrochloiidt  and  60  mg  ol  pentobarbital 
sodium  Desbutal  licontams  IS  mg  ol  melhamphelimine 
hydrochloride  and  00  mg  ol  pentobarbital  sodium  In 
bottles  ol  100  and  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control* 

For  use  in  beverages  and  fooc 
—stable  to  heat 

A constant  reminder  to  your  pi 
tient  to  “watch  her  calories” 

A carefully  balanced  formula  ! 
prevent  aftertaste 

—in  tablets  and  liquid— 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


ooo 

ooo 


Olfaction* : 
Of. 


economy 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 

601060 


CONTRAINDICATION:  Desoxyn  and  Desbutal  a 
contraindicated  in  patients  taking  a monoamii 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  wi 
hypertension,  cardiovascular  disease,  hypertt 
roidism,  old  age,  or  those  sensitive  to  sympatf 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad-  — I 
visable  with  maladjusted  individuals.  * - » « 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,4* 
Sucaryl— Abbott  brand  of  low  and  non  caloric  sweeteners. 
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establish  a Robert  A.  Moore  lectureship  . . . 
Maximum  DeMouy  Touart,  M.D.,  Bronxville, 
by  friends  and  fellow  physicians  on  May  18 
in  a day-long  ceremony  designated  “Max 
Touart  Day”  in  celebration  of  his  eightieth 
birthday  and  of  more  than  fifty  years  of  medical 
practice.  Dr.  Touart  was  a member  of  the 
original  group  which  conceived,  built,  and  de- 
veloped Doctors  Hospital  in  New  York  City; 
he  was  a participant  in  the  work  of  the  research 
laboratory  of  the  New  York  City  Department 
of  Health  which  led  to  the  development  of 


pertussis  vaccine;  and  he  was  a founder  of  and 
on  the  Board  of  Directors  of  Community 
Medical  Care,  Inc.,  one  of  the  two  corporations 
which  merged  to  form  United  Medical  Service, 
Inc.,  the  local  Blue  Shield  plan. 

Speakers.  George  E.  Moore,  M.D.,  Ph.D., 
director  and  chief  of  surgery  at  Roswell  Park 
Memorial  Institute,  on  September  13  at  the 
12th  annual  meeting  of  the  Flying  Physicians 
Association.  He  will  introduce  and  moderate 
a round  table  discussion  on  “Radiation  Therapy 
and  Chemotherapy  in  Malignant  Diseases.” 


Medical  Meetings 


Academy  of  Medicine  televises  seminars 

The  New  York  Academy  of  Medicine  is  pre- 
senting televised  clinical  science  seminars  on 
Tuesday  evenings  from  9:00  to  10:00  p.m.  on 
WNYC-TV,  UHF  channel  31.  On  August  2 the 
program  topic  will  be  Management  of  the  Thy- 
roid Nodule.  Speakers  on  this  program  are 
Nathan  Lane,  M.D.,  associate  professor  of 
surgical  pathology,  Edward  B.  Self,  M.D., 
associate  clinical  professor  of  surgery,  and 
Sidney  C.  Werner,  M.D.,  professor  of  clinical 
medicine,  all  of  Columbia  University  College  of 
Physicians  and  Surgeons. 

Other  August  programs  and  speakers  are: 
August  9 —The  Management  of  Respiratory 
Insufficiency,  with  Edward  H.  Bergofsky,  M.D., 
assistant  professor  of  physiology,  New  York 
University  School  of  Medicine,  Roberta  Gold- 
ring, M.D.,  assistant  in  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons, 
and  Gustave  A.  Laurenzi,  M.D.,  assistant 
professor  of  medicine,  New  Jersey  College  of 
Medicine  and  Dentistry;  August  16 — The 
Patient  with  Diarrhea,  with  Mark  L.  Chapman, 

• M.D.,  Fellow  in  gastroenterology.  The  Mount 
Sinai  Hospital,  Alvin  M.  Gelb,  M.D.,  chief, 
division  of  gastroenterology,  New  York  Poly- 
i clinic  Hospital,  and  Henry  D.  Janowitz,  M.D., 
i head,  Department  of  Gastroenterology,  The 
Mount  Sinai  Hospital;  August  23  —The  Use  and 
Limitations  of  Therapy  in  the  Management  of 
Thrombosis,  with  Clarence  Merskey,  M.D., 
assistant  professor  of  medicine,  Albert  Einstein 
College  of  Medicine,  Theodore  H.  Spaet,  M.D., 
head.  Department  of  Hematology,  Montefiore 

Material  for  inclusion  in  the  medical  meetings  sections  must 
i be  received  six  weeks  prior  to  publication  date. 


Hospital,  and  Irving  S.  Wright,  M.D.,  clinical 
professor  of  medicine,  Cornell  University  Medi- 
cal College;  and  August  30  —The  Treatment  of 
Cancer  Metastatic  to  the  Viscera,  with  Richard 
D.  Brasfield,  M.D.,  assistant  attending  surgeon, 
gastric  and  mixed  tumor  service,  Burton  J.  Lee, 
M.D.,  assistant  attending  physician,  John  L. 
Pool,  M.D.,  associate  attending  thoracic  sur- 
geon, and  Sam  H.  Seal,  M.D.,  assistant  attend- 
ing radiation  therapist,  all  of  Memorial  Sloan- 
Kettering  Cancer  Center. 

September  programs  will  be:  September  6 — 

Viruses — Genes  and  Immunity  in  Cancer,  with 
Donald  Armstrong,  M.D.,  assistant  attending 
physician,  John  L.  Pool,  M.D.,  Chester 
Southam,  M.D.,  associate  attending  physician, 
and  Judith  Tennant,  research  associate,  all  of 
Memorial  Sloan-Kettering  Cancer  Center;  Sep- 
tember 13  —Blood  Transfusion  Today,  with 
Aaron  Kellner,  M.D.,  director,  The  New  York 
Blood  Center,  Fred  H.  Allen,  Jr.,  M.D.,  director 
of  laboratories,  The  New  York  Blood  Center, 
and  Julian  B.  Schoor,  M.D.,  director  of  ped- 
iatrics, Albert  Einstein  College  of  Medicine; 
September  20  —Reducing  the  Cleft  Palate 
Handicap,  with  William  H.  Canfield,  Ed.D., 
associate  professor  of  speech  pathology,  Adelphi 
University,  Richard  B.  Stark,  M.D.,  attending 
surgeon  in  charge  of  plastic  surgery,  St.  Luke’s 
Hospital,  and  Edward  Stroh,  Jr.,  D.D.S., 
director.  Department  of  Dentistry,  St.  Luke’s 
Hospital;  and  September  27 — Immediate  Man- 
agement of  the  Acutely  Injured,  with  Charles  F. 
Schetlin,  M.D.,  assistant  professor  of  clinical 
surgery,  New  York  University  School  of  Medi- 
cine, and  Richard  B.  Stark,  M.D. 

continued  on  page  1974 
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New  drugs  take  exams,  too. 


Today,  virtually  every  medical  school  in  the  _ 
United  States  cooperates  with  pharmaceutical 
manufacturers  in  the  clinical  evaluation  of  new 
and  promising  drugs.  Just  as  you  might  find  it 
significantly  more  difficult  to  practice  medicine 
without  the  useful  new  compounds  made  avail- 
able through  original  pharmaceutical  research 
in  the  past  twenty  years  — prescription-drug 
manufacturers  would  find  it  equally  difficult  to 
obtain  extensive,  long-term,  dependable  evalu- 
ations of  new  therapeutic  agents  without  the 
close  cooperation  of  medical  staffs  and  clinical 


facilities  of  medical  schools  and  teaching  hos- 
pitals. Such  cooperation  leads  toward  more 
effective  care  of  more  patients  — the  common 
goal  of  medical  and  pharmaceutical  research - 
toward  reduction  in  the  cost  of  disease,  toward 
increase  in  useful  longevity. 

This  message  is  brought  to  you  as  a courtesy  of  this  publica- 
tion on  behalf  of  the  producers  of  prescription  drugs. 

8 Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N.  W.,  Washington,  D.C.  20005 
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Society  membership. 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE 

Now  in  its  66th  year  of  publication,  the 
semimonthly  New  York  State  Journal  of 
Medicine  is  “dedicated  to  the  continuing 
education  of  the  physician.” 


MEDICAL  DIRECTORY  OF 
NEW  YORK  STATE 

This  biennial  publication  is  your  first 
source  of  professional  information.  More 
than  32,000  registered  physicians  in  New 
York  State  are  individually  listed  with  perti- 
nent professional  data. 
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THE  NEWS  OF  NEW  YORK 

A monthly  newsletter  which  keeps  its 
finger  on  happenings  in  the  county  societies 
. . . State  and  Federal  legislative  items  . . . 
medical  P.R.  news. 
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etc.,  throughout  the  states  of  New  York  and 
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Star-spangled  Super  Market 


Next  time  you’re  in  the  mar- 
ket for  a good  buy  in  savings, 
try  shopping  from  the  shelves 
above. 

The  products  shown  are 
available  in  8 convenient  sizes. 
The  smaller  sizes  are  per- 
fect for  new  babies,  birthdays, 
confirmations.  The  larger 
economy  sizes  are  fine  for  col- 
lege grads,  newlyweds,  etc. 

No  matter  which  size  you 
buy,  it’s  guaranteed  to  in- 
crease in  value  with  age.  And, 
incidentally,  you  can  buy  most 
of  the  above  sizes  on  easy  pay- 


ments — through  the  Payroll 
Savings  Plan  where  you  work. 

What’s  more,  your  purchase 
demonstrates  your  support  for 
our  men  in  Vietnam.  As  Presi- 
dent Johnson  said,  “While  our 
men  are  there,  none  of  us  can 
remain  aloof  on  the  sidelines.” 
NOW  - Savings  Bonds  Pay 
4.15%!  Interest  on  new  E and 
H Bonds  you  purchase  has 
been  raised  to  4.15%  when 
held  to  maturity.  E Bonds 
mature  faster  — now  in  just  7 
years.  Your  old  Bonds  will 
earn  more,  too. 


Buy  U.  S.  Savings  Bonds 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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TIME  TO 


Don't  you  wish  you  had  more  time  just  to  think  about  some  of  the  medical 
problems  you  run  across  in  a busy  practice?  But  if  you're  like  many  doctors, 
too  much  of  your  thinking  time  may  be  spent  on  non-medical  problems  — 
whether  Patient  A can  afford  an  X-ray  or  Patient  B a consultation,  for  in- 
stance. And  writing  collection  letters,  or  threatening  legal  action  is  not  the 
way  to  eminence  in  your  chosen  profession. 

You  can  salvage  a sizeable  chunk  of  non-productive  time  and  energy  by 
becoming  a GHI  Participating  Doctor.  As  a member  of  this  ever-growing 
fraternity,  you're  free  to  spend  more  time  on  what  you  were  trained  to  do- 
practicing  medicine.  Your  GHI  claim  replaces  your  patient  billing.  Payment 
is  prompt  and  certain.  You  forget  collection  problems. 

Write  or  phone  today.  Ask  for  our  “Invitation  to  Participate." 


Group  Health  Insurance,  Inc. 

221  PARK  AVENUE  SOUTH/ NEW  YORK,  N.Y.  10003 

Phone:  SP  7-6000 
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It  Will  Be  a Good  Thing  for 
Callicoon,  N.  Y.,  When  We  Get 
the  Doctor  We  Need  — and  We 
Think  It  Will  Be  a Good  Thing 
for  Him,  Too  . . . 


If  you  are  a surgeon  or  internist 
interested  in  general  medicine 
— and  if  you  would  like  to  make 
your  home  in  a lovely  part  of  the 
world,  among  people  who  need  and 
would  deeply  appreciate  your  ser- 
vices — we  call  your  attention  to 
the  situation  in  Callicoon,  N.  Y. 

Callicoon  is  located  on  the  upper 
Delaware,  in  beautiful  country  24 
miles  below  the  river’s  source  in 
the  mountains.  Callicoon  is  sur- 
rounded by  sixteen  smaller  towns 
within  a radius  of  12  miles.  Total 
population  on  the  farms  and  in  the 
towns  in  this  area  is  over  7,000. 
We  are  two  and  a half  hours’  drive 
from  New  York  City. 

There  has  been  a hospital  here 
for  the  past  33  years.  As  a result, 
excellent  general  practitioners  have 
been  retained  in  the  area.  At  the 
present  time  a new  50-bed  hospital 
is  planned,  and  we  can  assure  all 
concerned  parties  that  money  will 
be  available  for  the  construction 
of  an  $800,000  building  without  a 
burden  to  the  community,  assum- 
ing that  Federal  (Hill-Harris)  aid 
is  forthcoming. 

For  some  years  the  Callicoon 
area  has  been  served  by  two 
physicians.  Now,  one  is  retiring. 
This  leaves  us  in  urgent  and  im- 
mediate need  of  a doctor,  inter- 
ested in  rural  general  practice,  to 
come  in  as  an  associate  in  an 
established  practice.  No  financial 
investment  is  necessary.  New  York 
State  licensure,  of  course,  is  re- 
quired. 


Our  people  need  this  new  doctor, 
and  our  new  hospital  not  only 
needs  him  but  depends  upon  him, 
since  we  must  have  an  adequate 
medical  staff  in  order  to  get  Hos- 
pital Council  approval.  He  will  be 
warmly  welcomed  here,  and  will 
be  an  honored  and  valued  member 
of  this  community. 

Callicoon  is  a good  place  to  live, 
and  a good  place  to  bring  up  kids. 
There  are  good  public  and  paroch- 
ial schools;  houses  of  worship  of 
various  denominations;  adequate 
shopping  facilities,  public  library, 
movie  theatre,  bowling  alley,  Ki- 
wanis  Club,  a new  recreation  and 
youth  center  with  a $100,000  hall, 
tennis  courts,  playground,  picnic 
grounds,  ball  field,  and  swimming 
pool.  There  is  a fine  golf  course, 
good  fishing,  and  great  places  for 
outdoor  life,  canoeing,  and  camp- 
ing in  the  area. 

Costs  are  moderate  in  this  re- 
gion, and  there  is  an  opportunity 
for  a general  practitioner  to  make 
a very  good  living. 

It  will  be  an  excellent  thing  for 
us  when  our  new  doctor  comes 
with  us,  and  if  you  who  are  read- 
ing this  announcement  happen  to 
be  the  man  we  are  looking  for, 
may  we  say  in  advance  that  we 
believe  you  and  your  family  will 
be  happy  living  here,  and  that  we 
will  do  everything  in  our  power  to 
see  that  you  are. 

Contact  Dr.  Edmund  T.  Rumble, 
Box  248,  Callicoon,  N.  Y. 
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Course  to  attack  problem  of 
controlling  hospital  infections 

The  State  of  New  York  Department  of  Health 
and  the  U.S.  Public  Health  Service  will  conduct 
a course  in  several  different  areas  of  the  State 
entitled  Prevention  and  Control  of  Infections  in 
Hospitals.  The  course  is  also  cosponsored  by 
the  Medical  Society  of  the  State  of  New  York, 
the  Hospital  Association  of  New  York  State, 
Albany  Medical  College,  and  Upstate  Medical 
Center  at  Syracuse.  The  course  is  designed  for 
hospital  administrators,  institutional  superin- 
tendents, chairman  of  infections  committees  and 
their  members,  chiefs  of  hospital  services, 
nursing  directors  and  instructors,  health  officers, 
and  faculty  members  from  medical  schools. 
The  purpose  of  the  course  is  (1)  to  define  the 
problem,  pointing  out  that  the  rates  of  hospital 
infections  may  be  anywhere  from  5 to  15  per  cent 
or  higher  of  all  hospital  admissions;  (2)  to  define 
the  responsibilities,  legally  as  well  as  administra- 
tively, of  major  hospital  personnel  as  far  as 
control  of  infections  is  concerned;  and  (3)  to 
propose  practical,  vital  control  measures,  em- 
phasizing the  importance  of  a properly  function- 
ing infections  control  committee. 

The  first  presentation  of  the  course  will  be  in 
Albany,  October  5 and  6,  1966,  followed  by 
presentations  in  Syracuse,  November  16  and  17, 
1966;  White  Plains,  January  18  and  19,  1967; 
Rochester,  March  15  and  16,  1967;  and  the 
Buffalo  area,  April  19  and  20,  1967. 

For  further  information  contact:  Joseph  B. 

Robinson,  M.D.,  coordinator  for  Course  on  Pre- 
vention and  Control  of  Hospital  Infections  for 
Offices  of  Professional  Education  and  Epidemi- 
ology, State  of  New  York  Department  of 
Health,  84  Holland  Avenue,  Albany,  New  York. 

Gynecologic  pathology  subject  of  course 

A postgraduate  course  in  applied  gynecologic 
pathology,  sponsored  jointly  by  Downstate 
Medical  Center  and  The  Long  Island  Jewish 
Hospital  will  begin  October  6.  The  course  will 
stress  correlation  between  clinical  aspects  and 
pathology;  subject  matter  will  be  covered  by 
lantern  slide  presentation,  scopicon  microscopic 
projection,  and  demonstration  of  gross  speci- 
mens. The  final  portion  of  each  session  will  be 
devoted  to  individual  examination  of  class 
slides. 

There  will  be  at  least  forty-two  horns  of 
instruction.  Classes  will  be  held  regularly  on 


Thursdays  from  1:00  to  4:00  P.m.  at  the  hospi- 
tal. Students  are  asked  to  provide  their  own 
microscopes.  The  class  is  limited  to  15  students; 
tuition  fee  is  $100.  Instructors  are  H.  I. 
Colman,  M.D.,  A.  H.  Rosenthal,  M.D.,  J.  I. 
Berkman,  M.D.,  D.  J.  Casper,  M.D.,  and  N. 
Platt,  M.D. 

Application  should  be  made  to  the  Committee 
on  Medical  Education,  The  Long  Island  Jewish 
Hospital,  New  Hyde  Park,  New  York. 


Seminars  to  assist  physician  in  diagnosis 
and  treatment  of  emotional  problems 

The  William  Alanson  White  Institute  of 
Psychiatry,  Psychoanalysis  and  Psychology  is 
offering  a series  of  small  postgraduate  seminars 
in  psychiatry  for  general  practitioners,  internists, 
and  other  medical  specialists.  The  purpose  of 
these  seminars  is  to  enable  the  practicing  physi- 
cian to  better  understand  and  cope  with  the 
emotional  problems  of  his  patient.  The  major 
focus  in  the  courses  is  clinical,  although  struc- 
tured didactic  material  is  included  as  well. 
Emphasis  is  on  interview  technics  and  methods 
of  rapid  diagnosis  and  evaluation  of  psychiatric 
situations.  Therapeutic  technics  which  are 
practical  and  feasible  for  the  medical  practi- 
tioner are  stressed.  Case  demonstrations  are 
also  included. 

Courses  and  dates  are  as  follows:  Emotional 

Problems  in  Medical  Practice,  October  6 through 
December  1,  1966,  and  April  5 through  May  31, 
1967;  Advanced  Seminar  on  Emotional  Prob- 
lems in  Medical  Practice,  April  4 through  June 
13,  1967;  Emotional  Problems  of  Children  and 
Adolescents  in  Medical  Practice,  October  3 
through  November  21, 1966;  Sexual  Problems  in 
Medical  Practice,  April  6 through  June  8,  1967; 
and  Emotional  Problems  Arising  in  the  Practice 
of  Obstetrics  and  Gynecology,  April  4 through 
June  13,  1967. 

These  seminars  are  supported  by  a grant  from 
the  National  Institute  of  Mental  Health.  Each 
seminar  consists  of  eight  weekly  two-hour  ses- 
sions and  is  limited  to  eight  physicians.  Semi- 
nal's are  fully  accredited  by  the  Academy  of 
General  Practice,  and  physicians  may  take  more 
than  one.  Registration  fee  is  $10. 

For  further  information  contact:  Sondra 

Wilk,  Registrar,  The  William  Alanson  White 
Institute  of  Psychiatry,  Psychoanalysis  and 
Psychology,  20  West  74th  Street,  New  York, 
New  York  10023.  The  telephone  number  is 
area  code  212-873-0725. 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


lledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 

Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.1  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out”2  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 

Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  thecold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.3 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospastn  and  laryngospasm  can  result  from 
secretions  penetrating  the  bronchi  and  bronchioles 
In  laryngospasm,  there  are  both  inspiratory  and  ex 
piratory  stridor  and  difficulty  in  inflating  the  chest; 
in  bronchospasm  there  is  an  expiratory  wheeze,  but 
not  as  much  difficulty  in  inflation,  although  some 
resistance  may  be  felt.  Stridor  is  due  to  partial  or 
complete  closure  of  the  vocal  cords  in  spasm  and  the  : 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produces 
difficulty  in  ventilation  through  the  mouth  until  the 
patient  is  deep  enough  to  place  an  oral  airway.  An 
intravenous  agent  can  be  given  to  facilitate  the  in 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed  to 
ventilate  the  patient.  For  example,  teeth  can  be 
broken  by  too  vigorous  attempts  at  intubation,  or 
the  intubation  itself  may  be  technically  difficult  due 
to  secretions  obstructing  the  view  of  the  glottis.  The 
postoperative  sequelae  of  intubation  ranges  from 
mild  laryngitis  to  pneumonia  with  atelectasis,  and  < 
are  seen  far  more  commonly  in  patients  suffering  !i 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  cha 
acteristic  stridor  or  "crowing”  sound. 


bronchioles  into  bronchospasm. 


Jomplications  during  the  maintenance  of 

anesthesia  Bronchospasm  can  occur  in  an  un- 
intubated patient  due  to  secretions  entering  the  bron- 
chial tree  from  above,  and  acting  as  an  irritant  to 
the  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
spasm  and  bronchospasm  may  ensue.  The  difficult 
'decision  here  is  whether  it  is  better  to  suction  the 
patient  continually  or  to  use  an  endotracheal  tube 
which  protects  the  cords  and  bronchi  but  introduces 
the  risk  of  attendant  complications. 

lostoperative  complications  Postoperatively, 

complications  can  be  more  serious  than  even  the  intra- 
inesthesia  complications,  and  occur  much  more  fre- 
quently in  a patient  who  has  been  intubated.4 


sore  throat  and  pharyngitis  can  result  both  from  the 
Dreoperative  upper  respiratory  infection  and  from 
he  drying  of  the  mucous  membranes  which  occurs 
luring  anesthesia. 


Tracheitis  and  bronchitis  often  result  from  secre- 
:ions  trickling  down  the  tracheobronchial  tree. 


laryngitis  is  frequently  seen  in  patients  with  upper 
espiratory  infections  who  have  been  intubated. 
There  is  a significant  increase  in  the  incidence  of 
aryngitis  compared  to  that  in  patients  without  up- 
ser  respiratory  infections. 

Subglottic  edema  is  a condition  which  occurs  mainly 
n children  who  have  been  intubated.  This  pathol- 
>gy  results  from  an  exudate  developing  in  the  areo- 
ar  tissue  just  below  the  cords.  Because  of  the  small 
ize  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatment5,6,7,8  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

( concluded  on  following  page) 


Open  noses  all  the  way! 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


EachTriaminic 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  ....  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


(Advertisement) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 


Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  suc- 
tioned from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appear 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and 
more  watery.  This  is  particularly  true  in  asthmatics. 


Summary:  Administration  of  emergency  anesthe- 
sia to  a patient  with  a cold  or  upper  respiratory  in- 
fection can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death. 
This  is  because  of  the  excess  secretions  formed  in 


these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 


will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%  — 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe . . . 

Triaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5% 


Dosage:  Adults— 2 teaspoonfuls;  Children  6 to 
12  years— 1 tsp.;  Children  1 to  6 years— % tsp. 
Administer  every  four  hours.  Side  effects:  Occa- 
sional drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa- 
tient should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 
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Abstracts 


Lesnick,  G.  J.:  Mammography,  a word  of 

caution,  New  York  State  J.  Med.  66:  2005 
(Aug.  1)  1966. 

Mammography  is  useful  in  detecting  obscure 
and  occult  carcinoma  of  the  breast,  as  a screen- 
ing procedure,  or  when  the  presence  of  a mass 
is  uncertain.  Palpable  lesions  require  verifi- 
cation by  excision  and  biopsy  regardless  of 
x-ray  findings  or  by  aspiration  of  a cyst  fol- 
lowed by  complete  disappearance  of  the  lesion. 
Mammographic  findings  are  not  conclusive, 
as  case  reports  show. 

Pecora,  D.  V.:  Importance  of  suture  material 

in  bronchial  healing,  New  York  State  J.  Med. 
66:  2009  (Aug.  1)  1966. 

Bronchial  closure  following  pulmonary  re- 
section is  usually  done  by  end  closure  reinforced 
by  pleura.  Stainless  steel,  silk,  and  absorbable 
suture  material  were  used  consecutively  in  117 
unselected  pulmonary  resections  to  determine 
the  incidence  of  complications  with  each  type 
of  closure.  They  were  almost  identical,  and 
the  cases  were  comparable  regarding  bac- 
teriology, extent  of  disease,  type  of  resection, 
and  drug  therapy. 

Dole,  V.  P.,  and  Nyswander,  M.  E.:  Re- 

habilitation of  he'oin  addicts  after  blockade 
with  methadore,  New  York  State  J.  Med. 
66:  2011  (Aug.  1)  1936. 

Methadone  b’ocks  the  euphorigenic  action 
of  heroin  and  other  opiates,  making  the  drugs 
ineffective  without  producing  narcotic  effects. 
Hardened  street  addicts  with  no  prospect  of 


Hospital  costs 

The  problem  of  increasing  hospital  costs  was 
recently  outlined  for  a panel  on  “Providing 
Comprehensive  Health  Services”  by  Edwin  L. 
Crosby,  M.D.,  executive  vice  president  and 
director  of  the  American  Hospital  Association, 
who  served  on  the  Commission  on  Community 
Health  Services. 


cure  with  conventional  detoxication  procedures 
were  accepted  for  treatment.  The  program 
begins  with  six  weeks  of  hospitalization,  fol- 
lowed by  discharge  to  the  outpatient  clinic. 
Finally  the  patient  reaches  phase  3,  when  he 
can  live  a responsible,  self-supporting  life  with 
little  social  help.  The  blockade  is  continued 
through  rehabilitation  and  beyond,  depending 
on  the  physician.  Methadone  has  been  found 
medically  safe,  and  new  medical  problems  have 
not  developed.  Methadone-stabilized  patients 
injected  with  narcotic  drugs  were  not  affected 
euphorically,  showed  normal  sensitivity  to 
pain,  and  had  no  euphoric  effect  from  metha- 
done. The  stability  of  dose  has  been  established 
and  the  acceptance  of  treatment  has  been  con- 
sistent. Of  120  patients  admitted,  only  13 
failed. 


Karl,  W.  F.:  Oxygen  concentrations  achieved 

with  manual  resuscitator,  New  York  State 
J.  Med.  66:  2018  (Aug.  1)  1966. 

A portable  manual  ventilator  that  operates 
independently  of  an  oxygen  supply  is  described. 
To  achieve  high  oxygen  tensions,  a nipple  is 
provided  at  the  air  intake  valve  for  attaching 
an  oxygen  hose.  However,  concentrations  of 
oxygen  approaching  100  per  cent  are  not 
achieved  since  this  device  does  not  prevent  air 
from  being  drawn  into  the  bag.  Oxygen  con- 
centrations were  studied  and  the  highest  was  74 
per  cent  with  the  valve  wide  open.  While 
the  manual  resuscitator  is  useful  in  an  emer- 
gency, a simple  bag  and  mask  delivering  pure 
oxygen  would  be  more  satisfactory,  as  would  a 
resuscitator  with  an  air  intake  shutoff. 


It  was  stated  that  a decade  ago,  wages  and 
salaries  accounted  for  about  50  per  cent  of  the 
cost  of  running  a hospital,  but  today  they  ac- 
count for  two  thirds  of  the  cost.  Many  feel  that 
soon  paying  the  personnel  will  take  up  three 
fourths  of  the  cost,  and  if  all  hospital  workers  are 
taken  in  under  the  proposed  $1.25  an  hour 
minimum  wage  law  now  under  consideration  in 
Congress,  it  will  add  $1  billion  a year  to  the 
nation’s  health  service  bill. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the 
taste  buds),  the  coating  dissolves  and  the  peni- 
cillin is  ready  for  immediate  absorption  into 
the  bloodstream.  The  patient  still  gets  all  the 
special  benefits  of  V-Cillin  K,  including  con- 
sistent dependability  . . . even  in  the  presence 
of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in 
treating  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sen- 
sitivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 


should  not  be  administered  to  patients  with  a his- 
tory of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible  or- 
ganisms during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  1 25  or  250  mg. ; also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoon- 
ful, in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Editorials 


Rabies  is  ever  with  us 


It  has  been  reported  by  the  New  York 
State  Interdepartmental  Rabies  Committee 
that  during  1965,  31  counties  reported 
confirmed  rabies  cases.  Thus,  it  is  ap- 
parent that  rabies  is  present  in  at  least 
half  of  the  counties  in  our  State. 

The  following  steps  are  strongly  urged 
for  persons  bitten  by  any  wild  animal: 

1.  Cleanse  the  wound  repeatedly  with 
soap  and  water. 

2.  See  a physician  as  soon  as  possible. 

The  committee  noted  that  even  an 
animal  that  appears  normal  could  be 
rabies  infected  and  transmit  the  disease. 
Therefore,  any  needless  contact  with  live 
wild  animals  should  be  avoided. 

Prior  to  1944,  dogs  were  the  chief 
spreaders  (vector)  of  rabies.  With  the 
advent  of  an  excellent  immunizing  vaccine, 
dog  rabies  has  been  materially  reduced 
throughout  the  State.  Incidence  de- 
creased from  503  cases  in  1945  to  seven  in 
1965.  This  largely  is  attributed  to  the 
cooperation  of  the  public  in  having  their 
pets  immunized  by  their  veterinarian  or 
at  county-sponsored  clinics. 

Previous  communications  have  em- 
phasized the  fact  that  bats  are  known  to 
be  carriers  of  rabies.  Currently  foxes 
are  the  chief  spreader  of  rabies — 100  cases 
in  1965.  Sixty-two  rabid  bats  of  various 
species  have  been  found  in  29  widely- 
scattered  counties  of  the  State  since  the 
first  rabid  bat  was  found  in  Rensselaer 
County  in  1956. 

The  skunk  recently  has  become  in- 
creasingly important  as  a spreader  of 
rabies  with  66  rabid  skunks  reported  in 
1965.  This  is  the  greatest  number  ever 
reported  in  New  York  State  for  one  year. 
Public  Health  and  conservation  officials 
are  concerned  since  skunks  normally  live 
in  and  near  populated  areas,  and  it  is 
commonplace  for  skunks  to  rummage  in 
garbage  cans  or  dig  for  grubs  on  lawns. 


Under  a National  Institutes  of  Health 
grant,  jointly  administered  by  the  New 
York  State  College  of  Agriculture  and  the 
New  York  State  Conservation  Depart- 
ment, research  is  being  conducted  to 
determine  a new  technic  for  controlling 
wildlife  rabies.  This  work  centers  on 
efforts  to  reduce  wildlife  rabies  vectors  by 
inhibiting  reproduction.  It  is  hoped  that 
this  technic,  if  successful,  can  ultimately  be 
applied  in  areas  where  an  over-abundance 
of  skunks  and  foxes  make  a rabies  out- 
break likely. 

Not  every  skunk,  or  even  every  sick 
skunk,  has  rabies.  Many  illnesses  and 
mechanical  injuries  may  affect  skunks  in 
such  a way  that  their  illness  may  be  con- 
fused with  rabies.  The  following  char- 
acteristics, however,  may  describe  a skunk 
with  rabies: 

1.  Wandering  around  in  the  daytime — 
skunks  are  normally  out  only  at 
night. 

2.  Being  either  very  friendly  or  very 
hostile. 

3.  Being  unstable  on  its  feet,  walking  in 
small  circles. 

4.  Showing  paralysis  in  the  hind 
quarters. 

These  symptoms  may  also  be  exhibited 
by  raccoons  with  rabies  or  distemper. 
Rabies  in  raccoons  is  comparatively  infre- 
quent in  New  York  State  with  only  one 
case  (from  Jefferson  County)  being  diag- 
nosed since  1963. 

The  committee  stresses  that  all  persons, 
especially  children,  should  avoid  unneces- 
sary contact  with  any  wild  animals.  The 
many  young  animals  appearing  on  nature’s 
summer  scene  could  be  much  more 
dangerous  than  their  normal  appearance— 
they  could  have  rabies. 

Walk  carefully  and  stay  your  distance! 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  13  through  16,  1967 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Gastric  relaxation'  produced  with  6 mg.  of 
Pro-BanthTne  elicited  minimal  secondary  ac- 
tivity. Similar  gastric  relaxation  with  atropine 
was  accompanied  by  pronounced  discomfort 
and  tachycardia. 


Gastric  relaxation'  produced  with  6 mg.  of 
Pro-BanthTne.  The  pyloric  orifice  remained 
open  and  the  antrum  and  pylorus  were  read- 
ily visualized. 


Gastric  relaxation'  with  6 mg.  of  Pro- 
BanthTne,  though  temporary,  was  compara- 
ble to  that  achieved  by  pyloroplasty  with 
vagotomy. 


1.  Barowsky,  H.;  Greene,  L.,  and  Bennett,  R.:  The  Effect  of 
Anticholinergic  Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Meeting  of  the  American  Col- 
lege of  Gastroenterology,  Bal  Harbour,  Fla.,  Oct.  24-27,  1965. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal 
Disturbances,  in  Modell,  W.  (editor):  Drugs  of  Choice  1964- 
1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964,  p.  340. 


Gastrointestinal 
Relaxation  is 
Positive  with 
Pro-BanthTne 

(propantheline  bromide) 

The  pharmacologic  advantages  of  Pro-BanthTne 
have  recently  been  graphically  and  precisely 
demonstrated1  with  intragastric  photography. 

The  accompanying  intragastric  pictures  show 
complete  relaxation  of  the  pylorus  achieved  with 
the  minimal  intravenous  dose  of  6 mg.  of  Pro- 
BanthTne  and  typify  the  well  documented  effect 
of  Pro-BanthTne  on  gastrointestinal  motility. 

It  required  0.8  mg.,  double  the  oral  dose,  of 
atropine  intravenously  to  produce  similar  gastric 
effects. 

Since  “the  rapid  emptying  of  the  stomach2  and 
the  excessive  and  continued  secretion  of  hydro- 
chloric acid  and  pepsin  are  to  a large  degree 
dependent  upon  vagal  stimulation  the  therapeu- 
tic value  of  this  positive  anticholinergic  action  of 
Pro-BanthTne  becomes  manifest.” 

Pro-BanthTne  is  the  most  widely  prescribed 
anticholinergic  preparation  for  peptic  ulcer, 
functional  hypermotility,  irritable  colon,  pyloro- 
spasm  and  biliary  dyskinesia. 

Dosage:  The  maximal  tolerated  dosage  is  usually  the 
most  effective.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tablets  four  to  six 
times  daily  may  be  required.  Pro-BanthTne  (brand  of 
propantheline  bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  ampuls  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient's 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 
Contraindications:  In  glaucoma  or  severe  cardiac 
disease. 

Side  Effects:  The  more  common  side  effects,  in  order 
of  their  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  the  elderly  male  with  prostatic  hy- 
pertrophy, this  should  be  watched  for  in  such  patients 
until  they  have  gained  some  experience  with  the  drug. 

Although  never  reported,  a curare-like  action 
may  theoretically  occur  with  possible  loss  of  volun- 
tary muscle  control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 


SEARLE 


Research  in  the  Service  of  Medicine 


For  adolescents,  acne  is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.'  * 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  "acne  decade”  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 
tor.” pHisoHex  is  especially  effec- 


tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  "kind"  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cen 
resorcinol  1.5  per  cent  and  hex£ 
chlorophene  0.3  per  cent.  Odorless 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeez 
bottles  of  5 oz.  and  1 pint  and  i 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IV 
oz.,  also  available  in  a combinatio 
package  with  a 5-oz.  squeeze  bo 
tie  of  pHisoHex. 

•Kligman,  A.  M.,  in  Ludwig,  G.  D..  an 
Elsom,  Katherine  O.  (Eds):  Am.  Pra c 
13:200,  March,  1962. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Of 

Winthrop  Laboratories,  New  York,  N.Y.  1001 


antibacterial  skin  detergent  with  3%  hexachlorophene 

is  always  “right” 


Scientific  Articles 


SYMPOSIUM 


Stroke:  Definition 
and  Discussion  of 


Medical  Management 

Moderator,  Panel  II* 

JEROMES.  TOBIS,  M.D.,  The  Bronx,  New  York,  Professor  of  Rehabil- 
itation Medicine,  Albert  Einstein  College  of  Medicine  of  Yeshiva 
University;  Chief,  Division  of  Rehabilitation  Medicine,  Montefiore 
Hospital  and  Medical  Center 


Management  of  Minor  Episodes 

Investigation  and  Therapy 

WILLIAM  FOLEY,  M.D. 

New  York  City 

Associate  Professor  of  Clinical  Medicine. 

Cornell  University  Medical  College;  Chief, 
Vascular  Clinic,  New  York  Hospital 

I f we  can  detect  the  minor  cerebral 
episodes,  we  can  prevent  the  major  epi- 
sodes. Why  is  a vascular  specialist  dis- 
cussing a neurologic  subject?  How  did  I 
get  here?  The  answer  to  this  explains  the 
modern  history  of  the  management  of 
strokes.  At  the  end  of  World  War  II 
I returned  from  overseas  military  duty  to 
join  Irving  Wright,  M.D.,  in  practice. 
We  specialized  in  peripheral  vascular  con- 
ditions. We  used  the  new  anticoagulant 
drugs  that  had  been  developed  in  Sweden  for 
treating  phlebitis  on  all  types  of  thrombi  and 
soon  found  ourselves  giving  anticoagulants 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Sessions,  February  16,  1965. 

* Panel  I was  presented  in  the  April  15,  1966,  issue  of  the 
Journal. 


to  fibrillating  hearts  that  produced  emboli. 
We  were  successful  in  preventing  further 
embolization  to  the  brain.  We  received 
little  encouragement  from  our  neurologic 
colleagues  at  first.  We  realized  there  were 
many  unknown  factors  in  cerebrovascular 
physiology  and  pathology.  In  1954  Dr. 
Wright  called  the  first  International  Stroke 
Conference  in  Princeton,  New  Jersey. 
This  was  financed  by  several  groups  in- 
cluding the  Lasker  Foundation  which  is 
present  today. 

At  this  meeting  there  were  40  scientists 
representing  the  various  disciplines  of  medi- 
cine. The  meeting  was  opened  by  a dis- 
tinguished professor  of  anatomy  from  Cali- 
fornia. We  then  proceeded  to  discuss  in 
order  all  the  various  basic  sciences  that 
enter  into  clinical  work.  A professor  from 
California  perpetuated  the  error  that  you 
and  I had  been  taught  in  medical  school  and 
that,  I am  sorry  to  say,  is  still  taught  today 
in  many  colleges;  namely,  that  in  the  brain 
there  are  end  arteries;  that  these  arteries 
are  not  capable  of  forming  anastomoses; 
and  they  are  not  capable  of  producing 
collateral  circulation.  This  idea  was  im- 
mediately challenged  by  Raymond  Adams, 
M.D.,  professor  of  neuropathology  at 
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Harvard.  He  demonstrated  conclusively 
by  his  anatomic  dissections  that  indeed  the 
brain  has  tremendous  capability  for  col- 
lateral circulation,  so  much  so  that  if  any 
single  part  of  the  brain  is  deprived  of 
arterial  flow  and  this  deprivation  occurs  in 
a gradual  manner,  it  can  receive  blood  flow 
from  almost  any  other  part  of  the  brain. 

The  second  basic  concept  also  attributed 
to  Dr.  Adams,  that  to  us  was  of  fundamen- 
tal importance,  was  his  demonstration  by 
very  careful  dissection  that  instead  of  only 
4 per  cent  of  cerebral  infarcts  due  to  emboli, 
perhaps  the  percentage  was  as  high  as  25 
or  30. 

With  this  vast  field  of  embolic  strokes, 
preventive  medicine  can  be  employed.  Any 
patient  who  has  a fibrillating  auricle,  any 
patient  who  has  a fresh  myocardial  infarc- 
tion, is  a candidate  for  embolization  to  the 
brain.  Two  case  histories,  very  briefly,  one 
a failure  and  one  otherwise,  illustrate  this 
point. 

Case  reports 

Case  1.  The  failure  was  in  a gentleman  of 
great  distinction  whom  I was  called  on  to  see 
about  three  or  more  years  ago.  He  had  a huge 
embolus  which  gave  him  a hemiplegia  and 
aphasia.  In  going  through  the  history,  I found 
that  this  man  had  had  four  minor  episodes  in  the 
preceding  six  months.  He  had  been  to  a large 
clinic  for  periodic  examination.  This  group  had 
hesitated  to  find  anything  wrong  with  the  dis- 
tinguished man’s  brain.  They  said  he  had 
“Bell’s  palsy.”  He  went  home  to  his  country 
house.  His  general  practitioner  diagnosed  it 
properly  and  prescribed  anticoagulants.  This 
man  was  not  convinced.  He  was  more  im- 
pressed by  the  diagnosis  from  the  big  clinic. 
He  failed  to  take  his  anticoagulant.  Shortly 
after  he  suffered  a major  embolus. 

Case  2.  In  contrast  to  this,  at  about  the 
same  time,  a man  of  similar  age  and  diagnosis 
came  to  me  who  had  had  a minor  embolus  with  a 
transient  ischemic  attack,  transient  hemiplegia, 
and  aphasia.  He  was  started  on  anticoagulants. 
He  is  still  on  anticoagulants.  He  is  in  good 
health  and  has  had  no  further  emboli. 

Internal  carotid  artery  syndrome 

The  internal  carotid  artery  syndrome  was 
described  by  Fisher, 1 also  at  the  first  stroke 
conference.  Fisher  described  the  history  of 
intermittent  episodes  of  blindness  in  one 
eye  and  hemiparesis  on  the  opposite  side  of 
the  body  diagnostic  of  this  condition.  Our 


professor  of  neurology  at  Cornell,  Harold 
Wolfe,  M.D.,  probably  the  greatest  brain 
we  have  ever  had,  a genius,  died  of  this  con- 
dition. He  always  used  members  of  his 
staff  to  illustrate  various  situations  and 
would  want  me  to  use  his  case  history. 
Dr.  Wolfe  was  afflicted  with  migraine.  As 
you  know,  he  was  an  authority  on  this 
subject.  He  had  had  several  episodes  of 
blindness  in  his  right  eye  which  he  ascribed 
to  migraine.  While  he  was  giving  a lecture, 
he  went  blind  in  his  right  eye  and  became 
hemiplegic  in  his  left  side.  He  went  on 
talking  and  with  great  difficulty  finished  the 
lecture.  Those  of  you  who  knew  him  real- 
ize this  was  his  character.  He  recovered. 
He  ascribed  his  attack  to  migraine  and 
refused  medical  aid.  Two  days  later  he 
was  found  in  coma  from  which  he  never 
recovered.  He  had  an  occlusion  of  his  right 
internal  carotid  artery  with  a big  thrombus. 

In  contrast  to  this,  across  the  street  from 
us  at  The  Rockefeller  Institute  is  one  of 
their  most  distinguished  men,  a man  worthy 
of  a Nobel  Prize.  He  developed  similar 
symptoms  and  signs  at  the  same  time  Dr. 
Wolfe  did.  He  went  on  anticoagulant  ther- 
apy, is  still  on  it,  and  he  is  healthy  and  well. 

An  anatomic  drawing  of  cerebral  arteries 
reveals  an  old  story  to  all  of  you,  but 
anatomy  is  wonderful  science  to  come  back 
to.  It  is  always  the  same,  but  what  one 
gets  out  of  it  depends  on  what  one  brings 
to  it.  The  circle  of  Willis  illustrates  the 
collateral  circulation  which  we  all  know, 
but  which  we  thought  was  the  only  means 
of  collateral  circulation  in  the  brain.  But 
as  Dr.  Adams  has  demonstrated,  any  artery 
can  connect  with  any  other  artery  under 
certain  circumstances. 

Another  diagram  illustrates  Fisher’s 
thesis  of  how  the  ophthalmic  artery  comes 
off  the  internal  carotid  artery  as  it  winds 
into  the  skull  and  produces  the  internal 
carotid  syndrome.  It  also  shows  the  find- 
ing of  Dunning,2  that  the  internal  carotid 
artery  can  be  palpated  in  the  pharynx  in 
back  of  the  posterior  pillar.  Those  of  you 
who  have  been  with  us  at  Cornell  know  that 
we  make  a fetish  of  this.  We  palpate  the 
internal  carotid  artery  on  every  patient  who 
comes  for  examination.  The  first  hundred 
times  you  do  it  you  may  not  appreciate  it, 
but  after  awhile  you  can  compare  one  side 
with  the  other.  If  you  get  a very  faint 
pulse,  you  can  use  the  same  trick  that  we 
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use  in  peripheral  vascular  disease,  of  giving 
a nitroglycerin  tablet  under  the  tongue. 
This  frees  the  tonus  of  all  the  major  arteries 
in  the  body,  including  the  internal  carotid. 
The  pulses  then  become  bounding. 

One  other  feature  of  physical  examination 
we  like  to  stress  is  ophthalmodynamometry; 
that  is,  the  blood  pressure  of  the  ophthalmic 
artery. 

Basilar  artery  syndrome 

One  other  phase  was  brought  out  at  the 
Mayo  Clinic  by  Millikan3-4  and  his  group. 
They  decided  to  investigate  the  basilar 
artery  syndrome.  This  clinical  syndrome 
has  a clear-cut  natural  history.  Every  pa- 
tient in  whom  the  diagnosis  had  been  made 
at  the  Mayo  Clinic  was  dead  within  one 
year.  They  thought  that  if  they  had  any 
means  of  relieving  this  condition,  it  would 
be  evident.  Accordingly,  when  a diagnosis 
of  basilar  artery  syndrome  was  made,  they 
placed  the  patient  on  anticoagulant  ther- 
apy. At  the  end  of  one  year,  the  mortality 
was  reduced  from  100  to  about  25  per  cent. 
This  has  been  repeated  in  other  clinics 
throughout  the  world. 

Comment 

I would  like  to  carry  this  message  to  you, 
that  is,  in  a big  medical  center  such  as  ours 
we  use  many  hazardous  procedures  to  in- 
vestigate disease.  I do  not  recommend 
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Aside  from  vascular  malformations, 
with  which  this  presentation  is  not  con- 
cerned, the  surgeon’s  interest  in  cerebral 
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these  hazardous  procedures  for  everyone  to 
carry  on  as  a modality  of  treatment.  I 
recommend  them  as  a means  of  investiga- 
tion. And  I don’t  want  to  hold  up  our 
results  and  say,  “Look  how  good  we  are.” 
But  the  message  I’d  like  to  convey  is  that 
our  knowledge  of  the  physiology  and  the 
pathology  of  these  conditions  has  become  so 
greatly  broadened  in  the  last  ten  years  that 
by  a careful  history  and  by  careful  physical 
examination  a great  many  of  these  condi- 
tions can  be  diagnosed  at  the  bedside  by 
the  general  practitioner.  Many  of  them 
need  no  further  investigation.  In  many  of 
them,  the  syndrome  is  clear  cut.  Proper 
therapy  can  be  instituted. 

We  await  the  ideal  arterial  cleansing 
agent.  We  have  given  up  choline,  inositol, 
and  methischol.  We  have  given  up  an 
ounce  of  unsaturated  fat  three  times  a day. 
Even  MER-29  doesn’t  bring  fast  relief. 
In  the  meantime,  I suggest  to  you  that  you 
look  for  the  bluebird  at  home. 

441  East  68th  Street 
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vascular  disease  is  limited  essentially  to  the 
treatment  of  intracerebral  hemorrhage  and 
occlusive  disease  of  the  extracranial  cerebral 
vessels.  The  introduction  of  cerebral  an- 
giography and  the  knowledge  gained 
thereby  are  largely  responsible  for  the 
renewed  interest  in  the  treatment  of  all 
forms  of  cerebral  vascular  disease.  It  is 
indeed  remarkable  how  little  was  known 
concerning  the  role  played  by  the  extra- 
cranial cerebral  arteries  in  the  etiology  of 
cerebral  infarction  prior  to  the  advent  of 
arteriography. 

Cerebral  hemorrhage 

The  most  frequent  cause  of  cerebral 
hemorrhage  is  rupture  of  a miliary  dissect- 
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mg  aneurysm  of  an  atherosclerotic  blood 
vessel.  The  importance  of  hypertension  as 
a predisposing  factor  is  generally  acknowl- 
edged. Spontaneous  hemorrhage  may  also 
occur  as  a result  of  a hematologic  disorder, 
rupture  of  a congenital  vascular  anomaly  or 
mycotic  aneurysm,  and,  rarely,  bleeding 
into  a tumor.  In  younger  individuals  with- 
out an  otherwise  demonstrable  cause,  mi- 
nute angiomatous  malformations  have  been 
implicated  as  the  etiologic  factors.  Al- 
though any  part  of  the  brain  may  be  af- 
fected, the  region  of  the  basal  ganglia  and 
internal  capsule  is  the  most  common  site 
of  cerebral  hemorrhage.  Less  often  in- 
volved are  the  various  lobes  of  the  brain, 
pons,  and  cerebellum. 

Detailed  accounts  of  the  symptoms  and 
differential  diagnosis  of  cerebral  hemorrhage 
are  readily  available  and  will  be  omitted  for 
the  sake  of  brevity.  For  similar  reasons  no 
attempt  will  be  made  to  review  the  litera- 
ture dealing  with  the  surgical  treatment  of 
cerebral  hemorrhage  in  its  entirety.  Suffice 
it  to  say,  opinions  have  varied  concerning 
virtually  every  aspect  of  the  problem,  in- 
cluding selection  of  patients,  time  of  opera- 
tion, and  value  of  the  procedure. 

Two  articles  published  in  recent  years 
are  especially  worthy  of  consideration.  In 
1959  McKissock,  Richardson,  and  Walsh1 
reported  the  results  of  surgical  treatment  in 
244  cases.  The  operative  mortality  was  51 
per  cent,  the  over-all  mortality  during  a 
follow-up  period  of  from  one  to  ten  years, 
74  per  cent;  of  the  63  survivors,  25  were  well 
and  6 totally  disabled.  The  death  rate  was 
particularly  high  in  patients  with  deeply 
placed  hemorrhages.  Recovery  of  function 
was  more  likely  in  patients  with  subcortical 
lesions.  The  importance  of  the  state  of 
consciousness  as  a prognostic  factor  was 
stressed.  Generally  speaking,  hyperten- 
sion was  an  unfavorable  sign.  Angiog- 
raphy provided  definitive  information  in 
70  per  cent  of  cases;  about  40  per  cent  of 
patients  with  normal  arteriograms  had 
hemorrhages  within  the  basal  ganglia. 
Coma  occurred  as  an  initial  manifestation 
in  about  50  per  cent  of  cases;  in  38  per  cent 
the  onset  of  symptoms  was  abrupt  without 
loss  of  consciousness,  and  in  11  per  cent 
symptoms  developed  gradually.  The  cere- 
brospinal fluid  failed  to  disclose  evidence  of 
bleeding  in  20  per  cent  of  patients. 

In  another  article  published  in  1961 


McKissock,  Richardson,  and  Taylor2  pre- 
sented a comparative  account  of  the  results 
achieved  in  180  cases  of  intracerebral  hem- 
orrhage, 91  of  which  were  treated  conserva- 
tively and  89  subjected  to  operation.  The 
mortality  rate  without  operation  was  51  per 
cent;  with  surgical  treatment  it  was  65 
per  cent.  In  both  groups  hemorrhage 
within  the  basal  ganglia  was  associated  with 
a higher  death  rate.  The  prognosis  without 
operation  was  generally  better  in  females; 
no  such  disparity  was  observed  in  the  sur- 
gically treated  group.  Below  seventy  the 
mortality  was  not  appreciably  affected  by 
increasing  age.  Normo tensive  patients 
fared  worse  than  hypertensive  ones  without 
operation  and  better  with  surgical  treat- 
ment. Again  attention  was  directed  to  the 
level  of  consciousness  as  a most  pertinent 
factor  in  the  ultimate  outcome  in  both 
groups.  The  mortality  rate  was  highest  in 
deeply  stuporous  or  comatose  patients  re- 
gardless of  therapy.  Hypertensive  women 
without  displacement  of  midline  structures 
in  the  angiogram  responded  much  more 
favorably  to  conservative  management 
than  to  surgical  treatment,  the  respective 
mortality  figures  being  24  and  82  per  cent. 
The  prognosis  in  general  was  worse  without 
operation  in  the  presence  of  displacement 
of  midline  structures.  No  such  difference 
was  observed  in  the  surgically  treated 
group.  The  authors  concluded  that  opera- 
tion, especially  when  performed  at  an  early 
stage,  failed  to  lower  the  mortality  rate  or 
lessen  the  morbidity  of  the  disease. 

I have  selected  for  this  presentation  35 
cases  of  spontaneous  intracerebral  hema- 
toma operated  on  either  by  Leo  M.  David- 
off,  M.D.,  or  me,  or  by  members  of  the 
resident  staff  under  our  immediate  super- 
vision. In  none  was  there  evidence  that  a 
gross  vascular  malformation  was  responsible 
for  the  hemorrhage.  In  2 patients  small 
venous  angiomas  were  found  when  the  clot 
was  examined,  and  it  is  quite  possible  that 
such  lesions  were  present,  although  un- 
detected, in  others,  particularly  among  the 
younger  normotensive  individuals.  The  35 
cases  consisted  of  20  females  and  15  males, 
varying  in  age  from  ten  to  seventy-three 
years.  Seventy  per  cent  of  patients  were 
in  the  fifth,  sixth,  or  seventh  decade  of  life. 
Two  thirds  of  those  above  the  age  of  thirty 
had  hypertension. 

An  abrupt  or  rapid  onset  with  coma  or 
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impairment  of  consciousness  occurred  in 
about  two  thirds  of  the  cases;  in  25  per  cent 
consciousness  was  retained  at  the  onset, 
which  was  otherwise  quite  similar.  Not 
uncommonly  the  level  of  consciousness  de- 
teriorated over  a period  of  hours  or  days, 
and  the  neurologic  deficit  became  more 
profound.  In  2 patients  the  course  of  the 
illness  was  progressive,  and  in  1 recurrent 
seizures  were  the  salient  feature.  Fits 
occurred,  all  told,  in  5 cases.  Examination 
of  the  cerebrospinal  fluid  revealed  no  evi- 
dence of  bleeding  in  22  per  cent,  a figure 
approximately  similar  to  that  reported  by 
McKissock  and  his  associates.12  Plain 
roentgenograms  of  the  skull  provided  con- 
firmatory evidence  of  the  presence  of  an 
intracranial  mass  by  disclosing  a shift  of  the 
pineal  from  its  midline  position  in  a few 
instances.  Focal  electroencephalographic 
abnormalities  were  present  in  17  of  the  20 
cases  in  which  this  study  was  performed;  in 
2,  electrical  depression  and  slow  activity 
were  recorded  diffusely  from  the  affected 
hemisphere,  and  in  1 there  was  diffuse  slow 
activity  together  with  focal  obliteration  of 
alpha  activity.  Arteriography  was  per- 
formed in  22  cases  and  provided  definitive 
localization  in  16.  In  4 of  the  6 cases  in 
which  localization  was  not  achieved,  the 
hematomas  were  deeply  situated  in  the 
region  of  the  basal  ganglia;  in  the  remain- 
ing 2,  there  was  no  visualization  of  the 
middle  cerebral  artery.  Four  patients  were 
studied  by  means  of  pneumoencephalog- 
raphy at  a time  when  arteriography  was  not 
available  or  our  experience  with  this  technic 
was  still  limited. 

Fifteen  of  the  35  patients  succumbed 
following  surgery,  an  operative  mortality  of 
43  per  cent.  All  but  one  of  these  15  pa- 
tients were  deeply  stuporous  or  comatose  at 
the  time  of  operation.  The  state  of  con- 
sciousness was  similarly  depressed  in  only 
7 of  the  20  who  survived.  In  8 of  the  15 
fatalities,  that  is,  in  over  50  per  cent,  the 
hematoma  was  situated  deeply  within  the 
hemisphere.  By  contrast,  in  only  3 of  the 
20  survivors  was  the  lesion  in  a similar 
location;  in  all  3 the  state  of  consciousness 
was  severely  depressed.  Thirteen  of  the  15 
patients  who  expired  were  hypertensive. 
Of  the  20  who  survived,  7 were  hyperten- 
sive. 

It  is  difficult  to  relate  the  time  that 
elapsed  between  the  onset  of  symptoms  and 


surgical  treatment  to  the  outcome,  al- 
though, in  general,  those  who  failed  to 
survive  were  operated  on  earlier.  No  doubt 
this  is  a reflection  of  the  gravity  of  their 
condition  and  the  sense  of  urgency  that 
prompted  intervention  sooner.  Eliminat- 
ing from  consideration  the  few  younger 
patients  in  whom  degenerative  vascular 
disease  was  undoubtedly  not  the  etiologic 
factor,  no  correlation  could  be  established 
between  age  and  the  outcome  following  sur- 
gery. Most  patients  who  survived  ex- 
hibited varying  degrees  of  neurologic  deficit 
in  accordance  with  the  location  of  the  lesion. 
About  a third  of  the  survivors,  with  hema- 
tomas involving  the  frontal  or  temporal 
lobes,  however,  made  an  excellent  recovery. 

Comment 

It  is  generally  agreed  that  surgery  is 
indicated  in  the  treatment  of  intracranial 
hemorrhage  in  young  individuals  in  whom 
arteriosclerosis  and  hypertension  presum- 
ably are  not  the  responsible  factors.  Op- 
eration in  such  cases  may  be  lifesaving,  and 
the  results,  in  general,  are  gratifying. 
There  is  also  little  question  concerning  the 
advisability  of  surgical  treatment  in  cases 
in  which  the  clot  acts  as  an  expanding 
lesion  with  resultant  increased  intracranial 
pressure.  Less  clear,  however,  is  the  role 
of  surgery  in  the  treatment  of  acute  intra- 
cranial hemorrhage  occurring  in  association 
with  arteriosclerosis  and  hypertension.  The 
fact  that  the  mortality  rate  of  nonsurgically 
treated  cases  is  now  recognized  to  be  closer 
to  50  than  100  per  cent,  as  was  formerly 
believed,  has  raised  doubt  concerning  the 
value  of  operative  intervention  altogether. 
The  data  compiled  by  McKissock  and  his 
group2  and  the  conclusions  derived  there- 
from are  especially  pertinent  in  this  re- 
spect. 

While  fully  aware  of  the  importance 
of  so  substantial  a contribution,  this 
essayist  nevertheless  remains  unconvinced 
that  surgery  is  of  no  value  whatsoever  in 
the  treatment  of  spontaneous  intracranial 
hemorrhage.  Admittedly  there  appears  to 
be  little  reason  to  recommend  operation  in 
hypertensive,  comatose  patients  with  clots 
deep  within  the  brain.  The  problem  is  less 
clearly  resolved  in  cases  in  which  the  lesion 
is  more  superficial.  The  statistics  of  Mc- 
Kissock and  his  associates  indicate  a higher 
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mortality  rate  in  the  group  treated  surgi- 
cally. Our  figures,  7 deaths  in  24  cases, 
however,  compare  favorably  with  those  of 
the  conservatively  treated  group  reported 
by  McKissock,  Richardson,  and  Taylor,2 
31  deaths  in  67  cases.  Since  many  of  our 
patients  were  operated  on  late  in  the  course 
of  their  illness,  it  is  recognized  that  such  a 
comparison  is  not  altogether  valid.  While 
cognizant  of  the  ominous  significance  of  a 
severely  depressed  state  of  consciousness, 
it  is  nevertheless  a fact  that  4 of  our  survi- 
vors with  lobar  lesions  were  stuporous  or 
comatose  at  the  time  of  operation.  It  seems 
reasonable  to  conclude  that  our  present 
state  of  knowledge  does  not  warrant  dog- 
matic conclusions,  at  least  as  regards  treat- 
ment of  the  subcortical  hematomas. 

While  there  is  some  reason  to  believe 
that  early  surgery  may  be  inadvisable,  final 
judgment  in  this  matter  too  should  be 
withheld  until  further  data  become  avail- 
able. Most  cases  of  spontaneous  cerebral 
hemorrhage  that  terminate  fatally  do  so 
within  the  first  week,  so  that  any  form  of 
therapy  to  be  effective  must  be  undertaken 
relatively  early.  Moreover  it  seems  logical 
to  assume  that  the  earlier  therapy  is  in- 
stituted, the  greater  the  likelihood  of 
diminishing  the  disabling  sequelae. 

The  position  of  the  British  group  con- 
cerning treatment  has  been  summarized 
by  Richardson3  who  advises  a conservative 
attitude  at  the  outset;  surgical  interven- 
tion is  recommended  in  the  event  the  level 
of  consciousness  improves,  but  the  patient 
is  left  with  a severe  neurologic  deficit,  and 
in  cases  in  which  improvement  is  followed 
by  a static  or  fluctuating  course  or  by 
actual  deterioration. 

Occlusive  disease  of  extracranial 
cerebral  vessels 

In  1937  Moniz,  Lima,  and  De  Lacerda4 
described  the  first  4 cases  of  spontaneous 
occlusion  of  the  internal  carotid  artery  in 
which  the  diagnosis  had  been  established 
by  arteriography.  Since  then  it  has  be- 
come increasingly  evident  that  occlusive 
disease  of  the  extracranial  cerebral  arteries 
is  of  frequent  occurrence  and  that  it  plays 
a major  role  in  the  causation  of  cerebral 
ischemia  and  infarction.  Yates  and  Hutch- 
inson,6 as  a result  of  their  investigation, 
concluded  that  “cerebral  infarction  has 


rarely  a single  cause  and  is  usually  the  result 
of  a combination  of  systemic  disease  and 
stenosis  of  extracranial  or  intracranial 
cerebral  arteries,  or  both  (the  extracranial 
arteries  being  more  often  associated  with 
infarction  than  the  intracranial).”  They 
further  stated  that 

The  principle  that  each  internal  carotid 
artery  is  responsible  only  for  its  own  anatomic 
segment  of  the  brain  and  similarly  each  ver- 
tebral artery  for  its  own  segment  of  the 
hindbrain  can  apply  only  in  normal  circum- 
stances for  it  is  known  that  the  brain  may 
function  well  in  spite  of  occlusion  of  one  or 
other  of  these  vessels.  . . . Once  the  normal 
pattern  of  distribution  of  blood  has  been 
altered  by  occlusion  of  one  or  other  of  the 
major  extracranial  vessels,  then  certain  areas 
of  the  brain  will  be  less  adequately  supplied 
than  others ....  The  functioning  of  these 
poorly  supplied  areas  will  be  endangered 
whenever  the  total  blood  supply  of  the  brain 
falls  below  a certain  level,  and  the  transient 
focal  ischemia  thus  set  up  could  be  responsible 
for  the  episodic  neurologic  manifestations  of 
cerebral  arteriosclerosis. 

The  concept  of  the  totality  of  cerebral 
blood  flow  and  the  importance  of  the  col- 
lateral circulation  has  been  emphasized  by 
DeBakey6  and  utilized  as  the  basis  for 
surgical  therapy.  It  readily  explains  the 
discrepancies  between  the  clinical  sympto- 
matology and  the  demonstrable  angio- 
graphic abnormalities  observed  by  Haas,7 
for  example,  in  some  cases  of  transient 
ischemic  attacks.  In  the  event  a vessel  be- 
comes occluded,  symptoms  referable  to 
the  anatomic  distribution  of  that  vessel 
may  only  become  manifest  when  its  col- 
lateral circulation  is  rendered  inadequate. 
Thus,  should  the  vertebral-basilar  system 
become  obstructed  and  the  brain  stem  de- 
pend on  the  carotid  arteries  for  its  blood 
supply,  symptoms  of  basilar  insufficiency 
may  then  develop  as  a consequence  of 
failure  of  the  carotid  circulation.  Pre- 
liminary to  surgical  therapy,  the  extent  of 
vascular  disease,  at  least  as  it  affects  the 
blood  vessels  subject  to  radiographic  vis- 
ualization, must  be  known.  To  meet  this 
requirement,  total  cerebral  angiography  is 
necessary. 

The  problem  involved  in  the  surgical 
treatment  of  cerebrovascular  insufficiency, 
even  as  it  pertains  only  to  the  extracranial 
vessels,  is  an  exceedingly  complex  one. 
Assuming  encroachment  on  the  lumen  of  a 
vessel  to  be  clinically  significant  if  it  is 
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over  30  per  cent  in  the  angiogram,  multiple 
lesions  of  the  extracranial  vessels  are  com- 
monly present.  In  a series  of  52  cases 
studied  at  Montefiore  Hospital  by  pan- 
cerebral arteriography,  the  incidence  of 
multiple  lesions  was  80  per  cent.  DeBakey6 
and  his  associates,  who  have  made  major 
contributions  in  this  field,  subdivide  extra- 
cranial vascular  lesions  into  two  groups, 
those  affecting  the  major  arteries  arising 
from  the  aortic  arch  and  those  involving 
more  distal  vessels,  namely  the  bifurcation 
of  the  common  carotid  artery  or  the  origin 
of  the  internal  carotid  artery  and  the 
vertebral  artery  as  it  takes  off  from  the 
subclavian  artery.  The  tendency  for  the 
underlying  disease  process,  arteriosclerosis, 
frequently  to  assume  a segmental  distribu- 
tion is  stressed.  Various  types  of  surgical 
procedures  have  been  employed,  including 
thromboendarterectomy,  patch  graft  angio- 
plasty to  avoid  constriction  at  the  site  of 
the  wound,  and  the  use  of  bypass  grafts. 
Late  in  1963  DeBakey8  stated  that 

...  in  approximately  900  cases  of  occlusive 
disease  producing  cerebrovascular  insuffi- 
ciency, circulation  was  restored  in  92  per  cent. 
Follow-up  observations  in  these  patients 
for  varying  periods  up  to  almost  ten  years 
have  also  revealed  highly  gratifying  results. 
Thus,  relief  of  symptoms  has  been  maintained 
in  approximately  90  per  cent  of  patients 
who  had  transient  cerebral  ischemia,  95  per 
cent  of  those  with  progressive  stroke,  and  70 
per  cent  of  those  with  completed  stroke. 

The  operative  mortality  was  about  6 
per  cent.6  That  patients  with  transient 
ischemic  episodes  are  most  apt  to  be 
benefited  by  surgery  is  generally  conceded. 
Experience  at  Montefiore  Hospital  has  led 
Hurwitt,9  the  surgeon  in  charge  of  this 
project,  to  a similar  conclusion.  That  op- 
erative intervention  in  this  form  of  cerebro- 
vascular insufficiency  is  associated  with 
some  degree  of  risk  is  also  evident.  Thus 
in  the  series  of  35  cases  reported  by  Ellis 
and  Whisnant10  there  were  3 deaths,  1 from 
intracerebral  hemorrhage,  1 from  cerebral 
infarction,  and  1 from  myocardial  infarc- 
tion; in  5,  neurologic  deficits  occurred 
following  operation.  Of  the  70  patients 
operated  on  by  Young  and  his  associates,11 
4 died  and  1 developed  a hemiplegia. 

An  evaluation  of  the  efficacy  of  surgical 
treatment  of  the  various  other  clinical 
forms  of  cerebrovascular  disease  relative 
to  the  extent  and  degree  of  occlusive  dis- 


ease, both  extra-  and  intracranial,  awaits 
further  study.  Certain  trends,  however, 
are  discernible.  Generally  speaking,  pa- 
tients with  little  or  no  neurologic  deficit 
are  better  surgical  candidates  than  those 
with  marked  impairment.  This  dictum 
applies  even  to  those  with  transient  ische- 
mic attacks  whose  recovery  is  incomplete. 
It  appears  that  patients  with  marked 
neurologic  deficit  and  bilateral  carotid 
lesions  do  poorly  following  surgery.  Re- 
establishment of  blood  flow  in  cases  of 
completely  occluded  internal  carotid  arter- 
ies is  achieved  so  infrequently  that  opera- 
tion is  no  longer  recommended  for  this 
type  of  lesion  in  most  clinics.  Little  bene- 
fit may  be  expected  from  surgery  in  patients 
with  acute  completed  stroke.  Moreover, 
operation  on  such  patients  entails  the  addi- 
tional hazard  of  a postoperative  hemorrhagic 
infarction  which  is  usually  fatal.12  It  is 
doubtful  whether  surgical  treatment  is 
worth  while  when  carotid  stenosis  occurs 
in  association  with  occlusive  disease  of  the 
middle  cerebral  artery. 
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!n  the  management  of  stroke  the  era  of 
judicious  neglect  has  been  replaced  by  one 
of  judicious  action.  Significant  changes 
have  occurred  in  the  past  decade,  in  atti- 
tude and  approach  to  the  stroke  patient. 
Many  traditional  concepts  have  been  al- 
tered by  new  developments  in  pathology, 
physiology,  and  radiology.  Substantial 
clinical  benefits  in  the  form  of  a reduction 
in  mortality  and  morbidity  are  foreseeable. 

The  challenges  presented  by  the  patient 
with  a stroke  are  considerable.  Usually 
the  patient  is  elderly  and  subject  to  the 
many  ills  of  this  age  group.  Degenerative 
or  metabolic  disease  may  play  a major 
causative  role  in  the  stroke  and  certainly 
must  influence  our  therapeutic  manage- 
ment of  its  victim. 

For  example,  does  the  history  or  exami- 
nation indicate  diabetes,  with  its  concomi- 
tant predisposition  to  atheromatous  dis- 
ease? Does  the  patient  have  symptoms 
and  signs  of  occlusive  peripheral  vascular 
disease?  Do  the  physical  signs,  such  as 
plethoric  appearance  and  splenomegaly, 
and  the  hematologic  findings  show  poly- 
cythemia vera?  Any  of  these  diseases  may 
suggest  thrombosis  as  the  pathologic  lesion. 

Did  the  patient  have  fixed  hypertension 
prior  to  his  stroke?  Does  examination  dis- 
close evidence  of  hypertensive  cardiovascu- 
lar disease,  that  is,  cardiac  enlargement, 
hypertensive  retinopathy,  electrocardio- 
graphic changes,  azotemia,  or  urinary  ab- 
normalities? The  presence  of  these  find- 
ings may  justify  a preliminary  diagnosis  of 
cerebral  hemorrhage. 

Did  the  patient  have  pre-existing  organic 
heart  disease?  Coronary  thrombosis  may 
be  the  source  of  a cerebral  embolus.  Does 
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the  examination  give  us  reason  to  suspect 
the  presence  of  rheumatic  heart  disease 
(mitral  stenosis)  or  hyperthyroidism, 
with  auricular  fibrillation  as  a possible 
source  of  emboli?  Will  the  patient’s  cardi- 
opulmonary status  make  him  a poor  risk  if 
surgery  is  needed  or  interfere  with  his  re- 
habilitation therapy?  Does  the  examina- 
tion lead  us  to  suspect  a hemorrhagic 
diathesis  of  some  type?  We  wonder, 
especially  in  the  younger  stroke  patient, 
about  congenital  heart  disease  sequelae, 
congenital  intracranial  aneurysm,  or  a col- 
lagen disease. 

Indeed,  are  we  dealing  with  a true  stroke, 
brain  tumor,  or  subdural  hematoma  in 
disguise? 

Our  clinical  examination  must  therefore 
explore  not  only  the  neurologic  deficit  but 
must  include  all  the  other  systems  as  well, 
if  diagnosis,  treatment,  and  prognosis  are 
to  be  more  meaningful. 

For  purposes  of  our  discussion,  we  will 
consider  strokes  caused  by  thrombosis, 
hemorrhage,  or  embolism  and  the  problems 
of  etiologic  diagnosis,  the  sine  qua  non  of 
appropriate  therapy. 

Thrombosis 

Most  strokes  due  to  thrombosis  are  pre- 
ceded by  minor  prodromal  signs  or  by 
transient  ischemic  attacks.  Careful  ques- 
tioning may  elicit  a stop  and  go  type  of 
onset.  Thrombosis  very  often  occurs  dur- 
ing sleep  or  shortly  after  arising.  In  the 
course  of  thrombosis,  sudden  fluctuations 
in  the  extent  of  neurologic  involvement  are 
common. 

Hemorrhage 

The  onset  of  hemorrhage  is  usually 
more  abrupt  and  often  occurs  when  the 
patient  is  up  and  about.  There  may  be 
some  antecedent  headache,  but  usually  no 
appreciable  warning  of  the  disaster  to 
come.  Hypertensive  middle-aged  or 
elderly  patients  are  the  most  likely  victims. 
The  patient  suddenly  falls  to  the  ground, 
and  unconsciousness  usually  ensues.  Most 
commonly,  the  hemorrhage  is  due  to  a 
rupture  of  an  artery,  such  as  the  lenticulo- 
striate,  with  extravasation  of  blood  through 
the  affected  cerebral  hemisphere  and  often 
into  the  lateral  ventricle.  The  following 
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clinical  points  of  importance  deserve  men- 
tion in  a discussion  of  hemorrhage. 

The  blood  may  be  contained,  in  the  form 
of  a hematoma.  In  these  patients,  the 
onset  is  that  of  a stroke,  with  partial  re- 
covery followed  by  clinical  deterioration 
and  increased  intracranial  pressure.  These 
signs  should  lead  to  further  investigation. 
Cerebral  angiography  and  a neurosurgical 
opinion  for  possible  clot  evacuation  are  in 
order. 

The  diagnosis  of  intracerebellar  hemor- 
rhage can  also  be  lifesaving  if  we  can  make 
it  early  and  accurately.  There  is  persistent 
vomiting.  The  pupils  are  constricted  but 
reactive.  Hemiplegia  and  deviation  of  the 
eyes  toward  the  hemiplegic  side,  periodic- 
respiration,  and  coma  develop  rapidly. 
Immediate  surgery  is  recommended  for 
cerebellar  hemorrhage. 

Hemorrhage  vs.  infarct.  The  prob- 
lem of  whether  the  condition  is  hemorrhage 
or  infarct  is  usually  resolved  and  a reason- 
ably accurate  differential  diagnosis  can  be 
made  from  the  history,  physical  signs,  find- 
ings, and  spinal  fluid. 

But  occasionally  a patient  with  massive 
cerebral  infarction  will  present  findings 
suggestive  of  hemorrhage;  and  on  the  other 
hand,  a small  discrete  hemorrhage  does  not 
always  reveal  itself  with  blood  in  the  cere- 
brospinal fluid.  In  doubtful  cases,  further 
studies,  such  as  angiography,  may  be  help- 
ful diagnostically.  However,  a patient 
who  is  reasonably  alert  and  rational,  with 
little  headache,  is  best  observed  during  the 
immediate  post-stroke  period.  Likewise, 
where  surgery  is  not  contemplated,  further 
investigation  should  be  postponed. 

Table  I illustrates  some  of  the  clinical  and 
laboratory  differences  between  patients 
with  hemorrhage  and  those  with  thrombosis 
or  embolism. 

A lumbar  puncture  is  a relatively  safe 
diagnostic  procedure.  The  information  it 
provides  far  outweighs  the  risks  involved. 

Observed  differences  in  carotid  pulsations 
or  the  detection  of  a cardiac  murmur  re- 
quires other  studies  to  confirm  the  site  of 
the  pathologic  condition. 

Ophtha  lmodynamometry— the  measure- 
ment of  retinal  arterial  blood  pressure — 
may  reflect  occlusive  disease,  such  as 
stenosis  and  thrombosis,  of  the  internal 
carotid  artery,  of  which  the  ophthalmic 
artery  is  a branch.1  Barring  unilateral 


TABLE  I.  Clinical  and  laboratory 
differences 


Studies 

Infarct 

Hemor- 

rhage 

Cerebrospinal  fluid  with 
blood 

X 

Cerebrospinal  fluid 
pressure  elevation 

X 

Prodromata 

X 

Coma  and  fever 

X 

Leukocytosis 

X 

Bruit  and  palpation 

X 

Ophthalmodynamometry 

X 

Thermography 

X 

Scanning 

X 

Angiography 

X 

local  causes,  a significantly  lowered  retinal 
artery  pressure  in  one  eye  suggests  internal 
carotid  occlusion  on  that  side. 

Facial  thermography,  the  recording  of 
infrared  heat  emitted  from  the  orbital  and 
supraorbital  regions,  is  useful  in  indirectly 
determining  differences  of  blood  flow  be- 
tween the  internal  carotids.2 

The  use  of  radioactive  substances  and 
measurement  of  bilateral  differences  in 
scanning  may  also  indicate  occlusive  carotid 
disease. 3 

Where  internal  carotid  occlusion  is 
suspected,  on  clinical  or  laboratory  grounds, 
cerebral  angiography  may  be  indicated.  In 
the  stabilized  patient  convalescing  from  a 
stroke,  angiography  should  be  performed 
when  the  exact  neurologic  diagnosis  is 
questionable  or  when  vascular  surgery  is 
planned. 

The  contraindications  to  cerebral  angi- 
ography are  relative,  in  my  opinion.  For 
example,  performing  angiography  seems 
pointless  in  an  eighty-year-old  stroke  victim 
who  is  senile,  markedly  aphasic,  and  who 
suffers  from  severe  heart  disease.  Any 
single  one  of  these  factors  contraindicates 
the  procedure. 

On  the  other  hand,  in  a relatively  young 
patient,  with  a moderate  neurologic  deficit, 
who  is  alert  mentally,  and  without  other 
serious  illness,  angiography  is  indicated  if 
worth-while  information  may  result. 

Cerebral  embolism 

The  diagnosis  of  cerebral  embolism  is 
usually  established  by  the  presence  of  heart 
disease,  by  the  abrupt  onset  with  maximum 
neurologic  deficit  at  the  start,  and  occa- 
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sionaliy  by  the  presence  of  emboli  elsewhere 
in  the  body.  It  is  most  often  associated 
with  mitral  valvular  disease,  myocardial 
infarction,  and  hyperthyroidism.  Auricu- 
lar fibrillation  is  the  most  common  arrhyth- 
mia which  may  result  in  cerebral  embolism. 
Thrombosed  aortocranial  vessels  may  also 
give  rise  to  emboli.  Endocarditis,  espe- 
cially subacute  bacterial  endocarditis,  de- 
serves mention  as  well.  The  cerebrospinal 
fluid  may  contain  blood  or  xanthochromic 
fluid  in  patients  with  cerebral  embolism,  or 
it  may  be  clear.  It  may  show  moderate 
elevation  of  pressure.  Angiography  may 
or  may  not  reveal  the  location  of  the  em- 
bolus. 

Therapeutic  considerations 

General  measures.  Treatment  of  the 
patient  who  has  just  suffered  a stroke 
depends  a great  deal  on  the  clinical  state. 
All  stroke  patients  require  vigilant  care  in 
the  acute  phase  and  should  be  observed 
closely  for  signs  of  deterioration,  medical  as 
well  as  neurologic.  Generally,  the  level  of 
consciousness  is  an  index  of  the  gravity  of 
the  situation  and  determines  the  course  of 
action. 

The  general  supportive  measures  indi- 
cated in  the  treatment  of  the  acute  stroke 
are  best  employed  in  an  intensive  care  unit, 
if  such  a unit  is  available.  Careful  atten- 
tion to  maintaining  a patent  airway,  by 
suction  with  or  without  tracheotomy,  are 
necessary.  The  use  of  prophylactic  anti- 
biotics is  to  be  encouraged  in  the  critically 
ill,  comatose  patient,  who  is  prone  to  de- 
velop pulmonary  and  urinary  tract  infec- 
tions. 

Urinary  retention  in  the  male  and  in- 
continence in  the  female  are  common,  but 
usually  transient;  however,  catheterization 
is  sometimes  required.  Attention  to  bowel 
function,  to  prevent  the  straining  which 
accompanies  constipation  and  fecal  impac- 
tion, is  also  necessary.  In  the  acute  stage, 
caloric  intake  is  less  important  than  the 
maintenance  of  fluid  and  electrolyte  bal- 
ance, particularly  if  fever  and  vomiting 
have  been  present. 

The  need  for  mild  sedation  can  often  be 
obviated  in  conscious  aphasic  patients  by 
reassuring  nursing  care  which  seeks  to 
anticipate  the  patient’s  problems  and 
needs.  The  use  of  narcotics  is  obviously 


contraindicated  for  several  reasons,  but 
chiefly  because  they  mask  neurologic 
changes  and  tend  to  depress  respiration. 

The  cardiac  and  pulmonary  status  of  the 
patient  should  be  assessed  frequently  in  the 
acute  stages.  The  electrocardiogram  fre- 
quently shows  nonspecific  S-T  and  T-wave 
changes,  which  may  sometimes  require 
serial  evaluation;  it  may  also  provide 
evidence  of  myocardial  infarction  or  auricu- 
lar fibrillation  to  support  a diagnosis  of 
embolism.  Oxygen  by  nasal  catheter  is 
usually  well  tolerated  and  should  be  used  if 
pulmonary  infection  or  other  causes  of 
anoxia  are  suspected. 

The  glycosuria  frequently  seen  in  stroke 
patients  should  be  evaluated  and  differen- 
tiated from  active  diabetes  mellitus  requir- 
ing intensive  therapy.  Conversely,  in 
diabetic  patients  who  have  received  insulin 
prior  to  the  occurrence  of  a stroke,  hypo- 
glycemia must  be  anticipated  and  pre- 
vented or  corrected. 

Specific  therapy.  We  cannot  replace 
dead  neurons,  but  we  can  try  to  improve 
function  in  the  surrounding  anoxic  areas 
and  to  prevent  the  progression  or  recurrence 
of  the  neurologic  insults  in  the  following 
ways: 

Control  of  atherosclerosis.  The  contro- 
versial area  of  control  of  atheroslcerosis  is 
beyond  the  scope  of  this  presentation. 
Suffice  it  to  say  that  current  research  has 
brought  about  increasing  interest  in  the  use 
of  low-fat  diets,  estrogens,  and  so  on. 

Control  of  arterial  hypertension.  Most 
patients  with  acute  cerebral  infarction 
sustain  slight  elevations  of  blood  pressure, 
which  subside  in  the  course  of  a few  days  of 
bed  rest.  These  patients  do  not  have  other 
evidence  of  hypertensive  cardiovascular 
disease  and  require  no  specific  antihyper- 
tensive medication. 

In  the  patient  with  pre-existing  hyper- 
tensive disease  who  has  sustained  a cerebral 
hemorrhage,  a variety  of  measures  have 
been  used  to  affect  the  course.  Hypoten- 
sive drugs,  vasodilators,  carotid  compres- 
sion, and  hypothermia  all  seem  to  be  with- 
out appreciable  consistent  influence. 

Methyldopa  intravenously,  carefully  ti- 
trated against  the  blood  pressure  response, 
may  be  used  effectively  to  reduce  extreme 
elevations  of  blood  pressure.  Even  very 
small  doses  of  reserpine  given  intramuscu- 
larly to  patients  with  acute  strokes  may 
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cause  dangerous  hypotensive  responses.4 
On  the  other  hand,  guanethidine  sulfate, 
given  intravenously,  may  cause  a para- 
doxical blood  pressure  elevation. 

Controlled  studies  of  specific  measures 
used  to  treat  acutely  ill  victims  of  cerebral 
hemorrhage  are  greatly  needed,  if  the  very 
high  mortality  is  to  be  further  reduced. 

In  the  patient  who  has  recovered  from 
the  acute  phase,  the  etiology  of  the  hyper- 
tensive disease  should  be  ascertained  and 
appropriate  measures  instituted. 

There  is  no  objection  to  lowering  the 
blood  pressure  in  patients  who  have  hyper- 
tensive disease,  provided  it  is  done  judi- 
ciously, and  discontinued,  if  untoward  cere- 
bral signs  develop.  Salt  restriction,  di- 
uretics, and  mild  sedation  may  be  of  value 
here.  If  the  simpler  measures  are  ineffec- 
tive, trial  with  methyldopa,  guanethidine, 
or  pargyline  hydrochloride  is  warranted. 

Cardiac  control.  We  refer  next  to  the 
treatment  of  underlying  heart  disease, 
specifically  the  correction  of  arrhythmias 
and  the  treatment  of  congestive  failure. 
Specific  therapy  for  subacute  bacterial 
endocarditis,  hyperthyroid  heart  disease, 
and  so  on,  is  of  course  in  order.  Where 
postural  hypotension  is  a factor  in  the 
production  of  symptoms,  therapy  with 
sympathomimetic  agents,  such  as  ephed- 
rine,  is  in  order. 

Anticoagulants.  Large-scale  controlled 
studies  indicate  no  significant  evidence 
supporting  routine  use  of  anticoagulants  in 
the  stroke  patient,  to  prevent  recurrences.5 
However,  there  are  a few  specific  indica- 
tions for  anticoagulant  therapy,  including: 
patients  with  cerebral  embolism  due  to 
cardiac  causes  other  than  subacute  bacterial 
endocarditis  and  patients  with  involvement 
of  the  small  cerebral  arteries,  where  angiog- 
raphy demonstrates  normal  internal  carotid 
arteries  bilaterally  and  where  hypertensive 
disease  is  absent.6 

Surgery.  There  is  little  evidence  that 
vascular  surgery  benefits  the  neurologic 
function  of  patients  who  have  suffered 
strokes,  no  matter  how  recently.7 

Surgery  should  be  considered  in  patients 
with  localized  intracranial  hematomas  and 
in  those  with  a clear-cut  diagnosis  of  cere- 
bellar hemorrhage.  Further  studies  are 
needed  to  establish  the  value  of  corrective 
aortocranial  surgery  in  preventing  sub- 
sequent strokes. 


Steroids.  The  use  of  steroids  in  the  early 
stages  has  been  advocated  to  reduce  the 
zone  of  edema  around  an  area  of  infarction 
or  hemorrhage.8  Controlled  studies  have 
not  supported  its  theoretical  value. 
Whether  or  not  steroids  were  used  early 
enough  in  those  studies  has  not  been  estab- 
lished. 

Thrombolysins.  There  is  no  evidence  at 
present  that  either  plasmin  or  streptokinase 
are  effective  in  the  treatment  of  thrombosis, 
but  further  investigation  appears  to  be 
warranted.9 

Vasodilators.  Five  per  cent  carbon  di- 
oxide, alcohol,  papaverine,  stellate  ganglion 
blocks,  isoxsuprine  hydrochloride,  and 
nicotinic  acid  have  all  been  tried  to  improve 
the  outcome  for  the  stroke  patient.  Where 
controlled  studies  were  performed,  no  sig- 
nificant benefits  have  been  demonstrated. 

Hyoerbaric  oxygenation.  Patients  with 
acute  strokes  have  been  exposed  to  hy- 
perbaric oxygenation  for  brief  periods. 
Although  not  striking,  the  results  warrant 
further  investigation  with  more  prolonged 
hyperoxic  exposure. 

Rehabilitation  therapy.  We  can  expect 
no  more  from  rehabilitation  therapy  than 
the  most  efficient  use  of  residual  neuro- 
motor capacity.  Physiotherapy  and  pas- 
sive exercises  should  be  begun  soon  after  the 
acute  stage  and  gradually  increased  as 
tolerated. 

Conclusion 

New  emphasis  is  now  being  placed  on  the 
prevention  and  the  treatment  of  strokes. 
From  the  economic  standpoint  preventing 
just  one  stroke  can  save  up  to  $15,000  worth 
of  hospital  and  rehabilitation  therapy  and 
salvage  a competent  individual  as  well. 

Minimizing  neuron  damage  or  loss  in  the 
stroke  patient  will  likewise  reap  economic 
advantages,  over  and  above  the  incalculable 
savings  in  anxiety  and  frustration  for  the 
patient  and  his  family. 

Prevention  of  a second  stroke  remains  a 
worth-while  foreseeable  objective. 

Medical  progress  has  contributed  much 
to  the  attitudes  and  approach  of  those  who 
treat  stroke  patients,  but  additional  con- 
trolled studies  are  needed.  The  numerous 
challenges  presented  by  these  patients  test 
all  the  skills  and  resources  of  the  clinician 
and  the  investigator.  Advances  have  been 
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and  will  continue  to  be  made  over  the 
stumbling  blocks  of  negative  results. 
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N ine  years  ago  I served  as  moderator  in  a 
panel  discussion  on  “Problems  in  Rehabili- 
tation of  the  Hemiplegic  Patient,”  which 
was  conducted  by  the  Medical  Society  of 
the  State  of  New  York  at  its  150th  Annual 
Meeting.1  In  the  intervening  years  many 
new  methods  have  been  developed  or  at- 
tempted in  the  medical  care  of  the  stroke 
patient.  These  have  included  steroids, 
vasodilators,  anticoagulants,  surgical  re- 
construction of  vessels,  and  the  possible  use 
of  thrombolytic  agents.  In  these  interven- 
ing years  too  there  has  been  a drop  in  the 
number  of  deaths  from  stroke.  Since  1950, 
there  has  been  an  approximate  22  per  cent 
drop  among  men  forty-five  to  sixty-four 
years  of  age,  according  to  the  statistics  of 
the  Bureau  of  the  Census.2  However,  I 
suspect  that  this  decrease  does  not  indicate 
any  more  effective  method  of  treatment  of 
stroke  but  rather  reflects  a significant  drop 
in  the  death  rate  from  high  blood  pressure 
and  related  heart  disease.  Although  all  of 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  February  16,  1965. 


4.  Leonberg.  S.  C..  Jr.,  Green,  J.  B.,  and  Elliott,  F.  A.: 
The  response  of  stroke  patients  to  very  small  doses  of  par- 
enteral reserpine,  Ann.  Int.  Med.  60:  866  (May)  1964. 

5.  Siekert,  R.  G.,  Whisnant,  J.  P.,  and  Millikan,  C.  H.: 
Surgical  and  anticoagulant  therapy  of  occlusive  cerebro- 
vascular disease,  ibid.  58:  637  (1963). 

6.  Kuhn,  R.  A.:  Medical  management  of  cerebro- 

vascular diseases,  Angiology  15:  103  (Feb.)  1964. 

7.  Gurdjian,  E.  S.,  Hardy,  W.  G.,  and  Lindner,  D.  W.: 
The  surgical  considerations  of  258  patients  with  carotid  artery 
occlusion,  Surg.  Gynec.  & Obst.  110:  327  (1960). 

8.  Russek,  H.  I.,  Russek,  A.  S.,  and  Zohman,  B.  L.: 
Cortisone  in  immediate  therapy  of  apoplectic  stroke,  J.A.M.A. 
159:  102  (1955). 

9.  Meyer,  J.  S.,  Gilroy,  J.,  Barnhart,  M.  I.,  and  John- 
son, J.  F.:  Therapeutic  thrombolysis  in  cerebral  thrombo- 

embolism. Double-blind  evaluation  of  intravenous  plasmin 
therapy  in  carotid  and  middle  cerebral  arterial  occlusion 
Neurology  13:  927  (1963). 


these  newer  technics  deserve  clinical  study 
and  evaluation,  to  date  I am  not  impressed 
that  any  of  them  is  of  significant  value  in 
the  majority  of  patients.  Despite  the  fact 
that  each  of  the  newer  procedures  has  been 
enthusiastically  welcomed  as  a major  con- 
tribution with  wide  applicability,  more  and 
more  the  indications  for  use  of  any  one  of 
them  has  become  more  selective,  more  re- 
strictive. In  my  opinion,  without  meaning 
to  be  nihilistic,  the  outcome  for  the  stroke 
patient  has  not  been  altered  dramatically 
by  these  advances  to  date.  Although 
rehabilitation  medicine  does  not  claim 
either  to  modify  or  prevent  the  underlying 
pathologic  process,  it  remains  an  effective 
empiric  approach  and  provides  sympto- 
matic therapy  with  which  all  physicians 
should  be  familiar. 

The  principles  of  rehabilitation  care 
should  be  applied  to  all  patients  who  have 
suffered  a stroke.  For  those  patients 
whose  motor  or  sensory  deficits  are  minimal, 
an  extensive  rehabilitation  program  is 
probably  superfluous,  for  they  will  rehabili- 
tate themselves.  On  the  other  hand,  for 
those  whose  illness  has  led  to  moderate  or 
severe  disability,  rehabilitation  technics 
may  make  a significant  difference  in  per- 
mitting these  patients  to  obtain  physical 
independence  and  psychologic  adjustment. 
In  a study  in  which  I participated  some 
seven  years  ago,  all  the  cases  of  cerebrovas- 
cular accident  admitted  to  a 1,000-bed 
municipal  hospital  during  a one-year  period 
were  reviewed.3  There  were  some  232  such 
cases.  In  our  study  we  found  that  3 per 
cent  of  the  surviving  patients  were  totally 
dependent,  even  in  this  hospital  where  a 
comprehensive  rehabilitation  program  was 
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available.  In  a similar  study  by  Rankin4 
of  the  functional  recovery  of  stroke  patients 
in  a hospital  in  which  no  formal  rehabilita- 
tion program  was  available,  18  per  cent 
were  designated  as  being  totally  dependent. 
We  believe  that  the  presence  of  a compre- 
hensive rehabilitation  program  in  our  study 
was  of  consequence  in  reducing  the  number 
of  patients  who  would  have  remained  de- 
pendent. 

Management 

Physical  medicine  and  rehabilitation  in 
contrast  to  other  therapies  described  today 
provides  only  symptomatic  therapy  for 
patients  who  suffer  from  stroke  but  may  be 
used  concomitantly  with  other  types  of 
treatment.  The  technics  employed  may  be 
described  under  five  major  headings,  (1) 
preventive,  (2)  functional,  (3)  communica- 
tive, (4)  supportive,  and  (5)  vocational. 

Preventive.  The  preventive  technics 
may  be  introduced  during  the  acute  episode 
itself,  to  prevent  the  deformities  that  result 
from  paralysis  and  improper  positioning. 
Thus,  the  use  of  a footboard  may  help  to 
prevent  equinus  contracture  of  the  heel 
cord.  The  use  of  a pillow  under  the  para- 
lyzed hand  may  help  to  reduce  the  edema 
that  may  be  associated  with  the  depend- 
ency. Recently  Moskowitz5  has  described 
the  presence  of  peripheral  neuropathy  in- 
volving the  paretic  arm  in  occasional  pa- 
tients with  stroke.  This  again  may  be  the 
result  of  improper  positioning  of  the  ex- 
tremity allowing  the  arm  to  hang  over  the 
side  of  the  bed  with  ensuing  pressure  on 
peripheral  nerves.  When  the  patient  is 
; upright  either  in  a wheelchair  or  allowed  to 
walk  with  his  paralyzed  arm  in  the  de- 
pendent position,  shoulder  pain  and  sub- 
luxation of  the  shoulder  joint  may  be 
found.1  The  use  of  a shoulder  sling  or  sup- 
port may  help  to  overcome  the  subluxation 
and  prevent  the  pain. 

Passive  stretching  is  another  preventive 
technic.  A member  of  the  family,  a 
physical  therapist,  or  nurse  may  employ 
passive  stretching,  putting  the  joints  of  the 
paretic  extremities  through  a full  range  of 
motion  and  thereby  reducing  the  possibility 
of  contracture  of  the  shoulder,  elbow,  hand, 
hip,  knee,  or  ankle. 

Functional.  Under  the  functional 
technics  one  would  include  all  those  meth- 


ods that  are  employed  to  enable  the  hemi- 
plegic patient  to  regain  motor  skills  which 
he  has  lost.  These  lost  skills  may  include 
walking,  feeding,  dressing,  and  toileting 
among  others.  The  use  of  a drop-foot 
brace  is  often  of  help  in  compensating  for 
weak  dorsiflexion  of  the  foot  so  that  the 
stroke  patient  may  walk  again.  In  a small 
percentage  of  stroke  patients  a full-length 
leg  brace  may  be  required,  at  least  ini- 
tially. Such  patients  who  require  long  leg 
braces  frequently  suffer  not  only  from  a 
motor  loss  but  also  from  sensory  disturb- 
ances which  may  include  proprioception 
and  touch.  If  awareness  of  sensation  re- 
turns, the  full-length  brace  can  often  be  cut 
down  to  a short  leg  brace.  Occasionally, 
even  in  the  absence  of  awareness  of  where 
the  ground  is  on  the  paretic  side  because  of 
absent  or  diminished  sensory  input  from  the 
foot,  patients  can  be  taught  to  walk  in  some 
cases.  One  patient  at  our  hospital  could 
walk  only  when  he  wore  a shoe  with  a 4- 
pound  weight  attached,  this  unconventional 
arrangement  apparently  providing  new  sen- 
sory cues. 

Often  the  stroke  patient  may  have  to  be 
taught  how  to  perform  bimanual  activities 
with  the  use  of  only  a functional  arm.  An 
occupational  therapist  and/or  a physical 
therapist  may  be  invaluable  in  assisting  the 
patient  to  regain  these  motor  skills.  Often 
a nurse  or  a member  of  the  family  under  the 
supervision  of  the  therapist  or  physician 
may  accomplish  the  same  goal. 

Communicative.  The  third  area  in 
which  the  technics  of  physical  medicine  and 
rehabilitation  may  be  helpful  is  in  commu- 
nication. For  patients  with  language  dis- 
orders such  as  aphasia,  speech  therapy  may 
be  provided  not  only  by  the  speech  thera- 
pist but  also  by  all  individuals  who  come  in 
contact  with  the  patient.  Sometimes  in- 
tellectual deficits  of  left  hemiplegia  are  not 
appreciated.  We  are  accustomed  to  asso- 
ciate intellectual  deficits  with  the  disorders 
of  language  which  are  so  obvious  in  right 
hemiplegia.  However,  intellectual  disturb- 
ances may  be  found  in  left  hemiplegia  as 
well.  Perceptual  disturbances  such  as  in- 
ability to  recognize  geometric  designs  or 
aberrations  of  verticality  may  further  con- 
fuse the  patient  and  his  capacity  to  carry 
out  motor  skills.6  ~8 

Supportive.  The  fourth  area  is  what  I 
have  called  “supportive.”  By  this  I refer 
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to  the  environment,  the  milieu  in  which  the 
patient  resides  which  may  be  “therapeutic” 
and  thereby  “supportive.”  An  environ- 
ment which  is  noisy  and  bustling  may  con- 
tribute to  the  further  intellectual  disorgani- 
zation of  the  patient.  Yet,  an  empty  and 
unsympathetic  environment  may  impose 
the  consequences  of  sensory  deprivation  on 
the  organic  brain  damage.  Many  of  these 
patients  are  elderly.  They  already  possess 
diminished  sensory  input  from  impaired 
hearing  and  loss  of  visual  acuity  due  to  age. 
To  this  is  added  a frequent  homonomous 
hemianopsia  and  position  and  touch  loss 
from  the  stroke.  They  thus  experience  the 
consequences  of  sensory  isolation,  and  an 
unsympathetic  environment  only  com- 
pounds the  problem. 

An  optimum  environment  is  one  which 
will  be  stimulating  but  not  disruptive,  one 
which  is  well  organized,  since  these  patients 
frequently  have  difficulty  in  thinking 
abstractly.  Many  may  not  be  able  to  cope 
with  the  complex  problems  of  daily  living, 
but  they  function  effectively  in  a regular- 
ized and  simplified  setting.  For  example,  I 
have  seen  patients  who  appeared  to  be  in- 
continent in  the  hospital  situation;  yet 
once  home,  in  an  environment  with  which 
they  were  familiar,  their  incontinence  dis- 
appeared readily. 

Vocational.  The  final  area  of  rehabili- 
tation concerns  vocational  goals.  I wish 
that  I could  end  this  presentation  on  an 
optimistic  note  and  report  that  a high  per- 
centage of  stroke  patients  are  capable  of 
returning  to  employment.  Unfortunately, 
this  has  not  been  my  experience.  For  the 
patient  who  has  suffered  a transient  is- 
chemic episode  or  a mild  hemiparesis  which 
has  receded,  return  to  work  certainly  is 
feasible.  However  for  the  patients  who 
require  the  services  of  a rehabilitation 
center  or  a rehabilitation  service  in  a hos- 
pital, vocational  goals  are  to  a great  extent 
unrealistic.  Many  of  these  patients  are 
capable  of  performing  all  the  activities  of 
daily  living  independently  and  yet  in  our 
society  are  not  re-employed.  There  is  a 
tragic  social  wastage  here  of  experienced 


personnel  and  a great  loss  of  human  dig- 
nity. We  should  seek  to  develop  work  for 
the  homebound  as  well  as  community 
sheltered  workshops  in  which  these  indi- 
viduals may  carry  out  some  meaningful 
reimbursable  activities. 

Many  of  these  patients  may  be  treated  by 
the  family  physician  who  knows  the  patient 
well,  preferably  in  a home  setting  with 
which  the  patient  is  familiar.  Consulta- 
tion with  a physiatrist  should  be  available 
for  special  problems  that  may  arise.  For 
the  severely  involved,  admission  to  a medi- 
cal rehabilitation  service  may  be  required 
for  a limited  period  of  time. 

Summary 

The  spectrum  of  services  necessary  to 
rehabilitate  and  return  the  patient  to  his 
community  is  variable.  These  services 
extend  from  the  hospital  for  acute  illnesses 
to  the  chronic  disease  facility,  from  the  bed 
at  home  to  the  job.  Until  more  definitive 
technics  of  medicine,  neurology,  and  sur- 
gery have  been  tested  and  established, 
rehabilitation  medicine  must  remain  the 
mainstay  in  providing  a functional  thera- 
peutic regimen  of  care. 
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M edical  management  of  the  patient  with 
acute  stroke,  that  is,  when  neurologic 
damage  is  still  occurring  or  has  just  been 
completed,  is  generally  directed  toward 
maintenance  and  improvement  of  vital 
functions  and  prevention  of  physical  disa- 
bility. To  advance  these  goals  and  those  of 
comprehensive  care,  more  attention  must  be 
given  to  the  patient’s  characteristic  ways  of 
reacting  to  stress  and  their  adverse  effects 
on  the  medical  program. 1 ~3 

As  the  patient  with  acute  stroke  becomes 
unable  to  act,  speak,  recall,  think,  or  feel  in 
his  accustomed  way,  he  usually  experiences 
great  stress.  Involuntary,  stereotyped 
reactions  then  develop.  These  may  dis- 
rupt function,  create  disturbing  behavior, 
and  endanger  the  critical  relationships  of 
doctor,  patient,  staff,  and  family. 

Usually,  the  psychiatrist  is  called  in  when 
severe  behavioral  disturbances  arise. 
However,  since  he  is  most  familiar  with  the 
impact  on  behavior  of  automatic  patterns  of 
responding  to  stress,  the  psychiatrist  may 
also  be  helpful  in  defining  and  managing  the 
reactions  to  stress  that  interfere  with  the 
program. 

To  affect  these  maladaptive  responses, 
the  psychiatrist  must  depart  from  his 
traditional,  predominant  reliance  on  verbal 
communication  and  interpretation  and  de- 
pend on  systematic  manipulation  of  the 
environment  and  observation,  as  is  done  in 
education,  in  physical  rehabilitation,  and  in 
social  and  community  psychiatry.  Thus, 
to  favor  effective  and  appropriate  behavior 
over  ineffective  and  inappropriate  be- 
havior, an  individualized,  step-wise  action 
program  is  formulated,  based  on  careful, 
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serial  observation  of  the  patient’s  varying 
responses  to  many  tasks  under  different 
conditions. 

Such  a program  is  expected  to  diminish 
stress  and  its  undesirable  consequences.  In 
this  presentation,  I shall  list  and  describe 
briefly  some  of  the  major  types  of  disruptive 
responses  to  stress  and  suggest  some  spe- 
cific and  some  general  ways  of  managing 
them. 

Disruptive  reactions  to  stress 

Depressive.  The  depressed  patient 
tends  to  give  up,  to  stop  trying,  and  to 
become  focused  on  ideas,  images,  and  feel- 
ings that  generate  a sense  of  futility  and 
hopelessness. 4 

Toward  a task  presented  to  him,  he  may 
say,  “I  can’t”  or  “I  don’t  want  to”  or  “It’s 
no  use.”  He  may  cry,  slump  down,  make 
feeble  and  poorly  sustained  efforts,  move 
slowly,  particularly  in  the  mornings,  and 
exhibit  very  little  initiative  unless  prodded. 

Staff  and  family  may  be  discouraged  by 
his  lack  of  effort,  his  expressions  of  disin- 
terest, and  his  failure  to  learn.  It  is  essen- 
tial, however,  to  appreciate  that  any  effort 
in  the  face  of  severe  psychomotor  retarda- 
tion is  an  achievement.  Usually,  as  this  is 
acknowledged,  the  patient’s  motivation, 
efforts,  and  performance  improve.  The 
first  steps  may  be  very  small,  based  on  what 
he  can  do,  and  then  gradually  made  larger. 

Schizoid.  The  schizoid  patient  may 
avoid  or  withdraw  from  contact  with  people 
and  become  absorbed  with  his  phantasies. 
He  may  learn  very  little.  He  may  say, 
“I’m  not  interested,”  “Leave  me  alone,” 
and  so  on. 

Those  concerned  about  him  may  become 
deeply  antagonized  by  his  seeming  disre- 
gard and  thwarting  of  their  efforts.  They 
may  consider  and  deal  with  him  as  though 
he  were  “distinterested,”  “hostile,”  or 
“crazy.” 

The  schizoid  patient  must  be  led  gently 
into  an  action  program  that  begins  with 
what  the  patient  likes  to  do  by  a person  to 
whom  he  has  learned  to  respond  favorably. 
Such  a relationship  rests  on  awareness  that 
the  patient’s  current  behavior  is  not  willful 
and  that  he  is  capable  of  more  cooperative 
reactions  under  more  secure  interpersonal 
conditions. 

Obsessive-compulsive.  The  obsessive- 
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compulsive  patient  is  focused  on  his  own 
rigid  mental  or  motor  goals.  He  is  deeply 
disturbed  when  these  are  not  achieved  or 
are  threatened.  Even  minute  deviations  in 
the  therapeutic  approach  from  what  he 
would  like  may  be  so  distressing  that  he 
cannot  attend  to  the  program.  To  us  he 
may  appear  petty,  stubbornly  determined 
to  have  his  own  way,  argumentative,  un- 
reasonable, manipulative,  and  defiant. 
Such  a patient  often  exhausts  the  patience 
and  good  will  of  other  people. 

When  differences  arise,  it  is  necessary 
that  the  patient  be  treated  as  a peer  in  his 
right  to  offer  observations  and  ideas.  He 
should  be  listened  to  carefully,  his  observa- 
tions accepted,  and  his  suggestions  con- 
sidered and  even  tried  where  indicated. 
This  open  problem-solving  approach  is 
more  apt  to  create  a feeling  of  trust  and 
allow  the  patient  to  try  more  readily  the 
programmed  tasks  and  to  suggest  correc- 
tions. Demonstration  is  substituted  for 
argument  and  authority  to  resolve  differ- 
ences. 

Paranoid.  The  paranoid  patient  may 
complain  loudly  and  exaggeratedly  about 
how  he  is  being  treated,  attack  the  intent  of 
the  staff,  blame  others  for  his  failure,  and 
make  rigid  demands  that  may  oppose  the 
staff’s  ideas  of  what  is  best  for  him.  At- 
tempts to  change  the  mistaken  aspects  of 
his  views  only  intensify  and  exaggerate  his 
one-sided,  attacking  position. 

Often,  in  such  cases,  staff,  patients,  and 
family  become  antagonized  by  each  other, 
and  cooperation  becomes  almost  impossible. 
Furthermore,  the  patient’s  attention  is  so 
taken  up  with  his  complaints  and  his 
disturbed  emotions  that  he  fails  to  engage  in 
or  learn  the  prescribed  tasks. 

In  treating  such  a patient,  it  is  best  not  to 
attack  his  complaining  nature.  Rather, 
acknowledge  what  is  acceptable  and  ex- 
press any  disagreement  matter-of-factly. 
Urge  him,  nonetheless,  to  try  the  proferred 
program  which  he  will  usually  do  if  he  en- 
counters no  resentment  about  his  expressed 
point  of  view.  Then  appreciate  his  effort 
and  praise  his  achievement.  Such  pa- 
tients often  make  remarkable  progress  when 
approached  in  this  way,  the  staff  feels  good, 
and  the  family  is  grateful. 

Hysterical.  The  hysterical  patient 
tends  not  to  react  to  disturbing  elements 
and  exhibits  “la  belle  indifference” — or 


“denies”  problems.  However,  once  he  does 
react  to  current,  recalled,  or  anticipated 
difficulties,  such  as  pain  or  dysfunction,  he 
may  lose  control  and  react  to  an  extreme 
and  disorganizing  degree.  Gross  distortion 
of  reality,  overdramatization,  and  lying  are 
common  ways  of  avoiding  disturbance  asso- 
ciated with  confusion  or  conflict.  In 
approaching  a situation  where  difficulty  is 
anticipated,  the  patient  may  tense  up 
automatically  or  shake  so  markedly  that 
the  intended  action  becomes  impossible. 

To  bring  about  some  control  of  his  power- 
ful, massive  reaction,  the  patient  may  be 
given  physical  protection  and  then  may  be 
asked  to  observe  and  report  changes  in  the 
intensity  of  his  reaction.  Then,  what 
seemed  a unitary,  unapproachable  difficulty 
becomes  differentiated  enough  for  the 
patient  to  exercise  some  control  and  apply 
himself  to  the  task.  When  incapacitating 
pain  is  the  problem,  for  example,  he  may  be 
urged  to  anticipate  its  occurrence  and  signal 
when  he  feels  he  can  stand  it  no  more. 
Then  he  may  be  asked  to  try  to  tolerate  it  a 
bit  more.  In  this  way  the  patient’s  toler- 
ance to  pain  is  built  up  slowly  while  he  and 
the  therapist  gain  trust  in  each  other  and 
from  their  work  together.  At  some  point 
in  the  program,  progress  may  begin  to 
proceed  rapidly  and  the  hysterical  reaction 
become  less  manifest  in  that  situation. 

Some  therapeutic  efforts  common 
to  all  reactions  to  stress 

Recognize  that  the  patient’s  inappro- 
priate reactions  to  stress  are  involuntary. 
He  cannot  stop  their  appearance  although, 
with  help  and  effort,  he  may  be  able  to 
control  some  of  their  effects. 

Seek  and  introduce  a succession  of  tasks 
that  the  patient  can  and  will  perform  and 
that  are  related  to  the  distant  goal.  Study 
each  completed  action  in  relation  to  social, 
psychologic,  and  biologic  events  to  discover 
the  next  step.  It  is  desirable  that  the 
patient  be  involved,  whenever  possible,  in 
this  process. 

Provide  support  for  effort,  guidance 
toward  the  distant  goal,  protection  against 
physical  and  mental  harm,  and  feedback  of 
information  regarding  success  or  failure  in 
the  completed  action. 

Listen  carefully  to  the  patient’s  observa- 
tions and  opinions.  Acknowledge  by  word 
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and  by  action  what  is  acceptable.  Always 
try  to  get  the  patient  to  focus  on  an  accept- 
able task  linked  to  the  distant  goal. 

While  the  five  reactions  to  stress,  typical 
of  the  personality,  have  been  described 
separately,  they  may  all  occur  in  the  same 
patient.  At  any  particular  time,  however, 
one  reaction  or  another  is  usually  dominant. 

In  the  concrete  clinical  case,  the  program 
developed  or  the  goals  selected  to  influence 
behavior  is  determined  by  existing  organic, 
personality,  and  social  factors  both  sepa- 
rately and  as  they  interact. 

Case  report 

For  example,  a sixty-eight-year-old  man,  with 
a recent  cerebral  thrombosis,  had  a flaccid  right 
hemiplegia  and  aphasia.  He  was  on  a fluid  diet 
with  a few  semisolid  foods.  The  nurses  reported 
that  he  was  usually  lethargic.  They  noted  that 
he  took  the  semisolid  food  better  than  fluids,  and 
often,  when  they  attempted  to  force  him  to  drink 
fluids,  he  became  agitated  and  obstinately  re- 
fused. His  family  was  visibly  disturbed  while 
he  took  little  nourishment  and  barely  moved. 

While  examining  him,  the  psychiatrist  re- 
quested that  he  extend  his  hand,  which  he  did 
very  slowly.  Asked  then  to  sip  a little  water, 
he  clamped  his  teeth  shut  and  drew  back.  When 
he  was  requested  to  try  again  so  we  could  see 
what  the  problem  was,  he  complied.  The  water 
drooled  out  the  right  side  of  his  mouth. 

Then  it  seemed  apparent  that  he  refused  fluids 
because  he  was  upset  by  the  uncontrollable 
drooling  and  because  he  anticipated  being  forced. 
The  family  said  he  had  been  neat,  self-reliant, 
and  proud.  When  he  could  act  appropriately, 
as  with  swallowing  the  semisolid  food  and  when 
he  was  extending  his  hand,  he  was  cooperative, 
even  though  he  was  depressed. 

The  therapeutic  program  suggested  at  that 
time  to  help  him  swallow,  to  foster  his  coopera- 
tion, and  to  combat  the  depressive  reaction  was: 

1.  The  nurses  were  to  try  to  get  him  to  do 
small,  necessary  things  with  his  right  hand  every 
day. 

2.  Liquids  were  to  be  given  in  small  and  then 
in  increasing  amounts.  He  was  urged  to  drink 
even  though  some  fluid  spilled.  Support  and 
encouragement  were  freely  provided  for  effort 
and  for  any  signs  of  improvement  in  the  use  of 
his  oral  musculature.  A distressing,  morale- 
shattering  contest  between  him  and  the  staff  and 
his  family  was  thus  avoided  and  cooperation 
fostered. 

The  patient’s  behavior  and  the  program  were 
affected  by  the  interaction  of  his  neurologic 
state,  his  social  environment  (that  is,  nurses, 
family,  and  physicians)  and  his  personality  reac- 
tions. Whatever  frustrated  him  resulted  in 
negativistic  and  depressive  reactions  which  were 
combated  by  individualized  programmed  ac- 
tivities. 


Comment 

The  common  therapeutic  approach  taken 
for  the  different  types  of  maladaptive  reac- 
tions to  stress  fundamentally  focused  the 
patient’s  attention  on  tasks  that  he  could 
and  would  perform  and  that  moved  him 
toward  a goal  of  improved  function. 

In  the  case  cited,  the  psychiatrist  helped 
to  develop  an  individualized  program  that 
improved  behavior  and  promised  better 
therapeutic  work  among  patient,  staff,  and 
family  now  and  later  during  the  arduous 
period  of  rehabilitation. 

Information  from  his  own  and  others’ 
observations  of  the  patient’s  changing  be- 
havior under  different  conditions,  together 
with  the  family’s  account  of  his  premorbid 
personality,  were  utilized  by  the  psychia- 
trist to  formulate  the  program.  Such  an 
approach  to  improve  function  and  behavior 
is  particularly  applicable  to  those  people 
with  stroke  who  may  have  intellectual, 
educational,  or  language  deficits. 

It  was  assumed  that  development  of  a 
program  that  the  patient  could  execute 
satisfactorily  reduced  the  degree  of  stress 
and  inhibited  the  reactions  to  stress,  just  as 
failure  to  achieve  a goal  increased  the  de- 
gree of  stress,  intensified  the  reactions  to 
stress,  and  disrupted  behavior.5 

Attention  to  managing  the  patient’s  ways 
of  reacting  to  stress  may  improve  our 
medical  care  and  invite  fruitful,  theoretical 
speculation  as  to  the  relationships  of  chang- 
ing behavior  and  interacting  organic,  social, 
and  psychologic  factors. 


Summary 

This  presentation  outlines  some  be- 
havioral problems  encountered  during  the 
acute  stroke  period  and  suggests  ways  of 
management. 

Stereotyped  reactions  such  as  depressive, 
schizoid,  paranoid,  hysterical,  and  obses- 
sive-compulsive, develop  involuntarily  in 
response  to  the  acute  stress.  These  may 
disrupt  function,  create  disturbing  be- 
havior, and  endanger  the  doctor-patient- 
family  relationship. 

The  psychiatrist  can  help  define  and 
manage  these  maladaptive,  psychologic 
responses  to  stress.  His  traditional  efforts 
to  influence  a stroke  patient’s  disturbing 


August  1,  1966  / New  York  State  Journal  of  Medicine  2003 


behavior  by  verbal  means  are  usually  in- 
sufficient. However,  detailed  investigation 
of  the  patient’s  varying  reactions  under 
different  conditions  enables  him  to  help 
develop  a sequence  of  goals  that  induces 
more  constructive  responses  and  reduces 
stress. 

This  individualized,  step-wise  program 
derives  from  a concrete  study  of  changes 
in  behavior  arising  from  interacting  organic, 
psychologic,  and  social  factors. 

It  seems  probable  that  improved  treat- 
ment in  the  acute  stroke  also  better  pre- 
pares the  doctor,  the  patient,  and  the  family 


for  the  long,  arduous  period  of  rehabilita- 
tion. 

15  East  36th  Street 
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Mammography 

A Word  of  Caution 
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New  York  City 

Associate  Attending  Surgeon,  Breast  Clinic, 
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Soft-tissue  radiography  of  the  breast 
has  recently  been  the  subject  of  widespread 
interest  and  utilization.  This  technic  has 
become  established  as  a useful  modality  for 
the  detection  and  diagnosis  of  tumors  of  the 
breast.  Present  interest  has  been  stimu- 
lated by  the  writings  of  Egan1-4  and 
Gershon-Cohen.6-7  They  have  demon- 
strated that  carefully  performed  x-ray  ex- 
aminations can  detect  some  tumors  of  the 
breast  at  a stage  before  they  are  palpable 
and  can  indicate  the  serious  nature  of  non- 
descript lesions  which,  although  palpable, 
give  no  definite  clinical  indication  of  their 
nature.  Because  of  this,  confidence  in  the 
method  has  reached  the  point  where  there 
is  a tendency  to  accept  the  findings  of  this 
examination  as  conclusive.  This  com- 
munication will  illustrate  some  hazards  of 
such  a course. 

Workers  in  the  field  of  mammography 
have  stressed  an  increased  accuracy  of  this 
method  when  compared  with  the  accuracy 
achieved  by  physical  examination  alone. 
Physicians  have  learned,  however,  that 
they  cannot  be  content  with  clinical  impres- 
sions when  treating  breast  tumors  but  must 
submit  all  such  lesions  to  histologic  verifica- 
tion. The  following  cases  demonstrate  the 
need  for  such  pathologic  confirmation  of 
masses  in  the  breast  in  spite  of  negative 
mammographic  findings.  In  2 cases  pre- 


mammography is  useful  in  detecting  obscure 
and  occult  carcinoma  of  the  breast , as  a 
screening  procedure,  or  when  the  presence  of  a 
mass  is  uncertain.  Palpable  lesions  re- 
quire verification  by  excision  and  biopsy 
regardless  of  x-ray  findings  or  by  aspiration 
of  a cyst  followed  by  complete  disappearance 
of  the  lesion.  Mammographic  findings  are 
not  conclusive,  as  case  reports  show. 


mature  reliance  on  the  x-ray  findings  led  to 
delay  in  appropriate  treatment.  The  re- 
mainder were  spared  because  the  x-ray 
findings  were  disregarded. 

Case  reports 

Case  1.  One  month  prior  to  consultation 
this  fifty-two-year-old  woman  had  been  ad- 
mitted to  another  hospital  for  diagnostic  uterine 
curettage.  On  the  admission  physical  ex- 
amination, the  resident  surgeon  noted  a mass  in 
her  right  breast.  Mammography  was  per- 
formed. This  showed  a dense  fibrous  stroma 
but  no  definite  evidence  of  any  mass.  She  was 
reassured.  The  mass  did  not  disappear,  and 
one  month  later  the  patient  sought  additional 
advice.  Physical  examination  at  this  time 
showed  a hard  nodule  about  1 cm.  in  diameter 
just  above  and  lateral  to  the  right  areola. 
There  was  adherence  to  the  overlying  skin. 
Axillary  lymph  nodes  were  not  palpable.  The 
patient  was  operated  on  and  an  infiltrating  duct 
cell  carcinoma  was  found.  There  were  no 
axillary  lymph  node  metastases. 

Case  2.  A forty-three-year-old  woman  was 
admitted  because  of  painful  swelling  of  the  left 
breast  of  three  weeks  duration.  Examination 
of  the  breasts  showed  them  both  to  be  quite 
large  and  glandular.  Firm  lobulated  breast 
tissue  was  palpable  in  both  breasts.  In  addi- 
tion, the  left  breast  contained  a large  firm 
indurated  area  which  filled  the  upper  outer 
quadrant  of  the  breast.  The  skin  overlying 
this  breast  was  erythematous  and  warm.  A 
firm  mobile  lymph  node  3 cm.  in  diameter  was 
palpable  in  the  left  axilla.  Mammography 
showed  dense  fibrous  stroma  in  both  breasts. 
Neither  a discrete  individual  tumor  nor  calci- 
fications were  present.  Aspiration  biopsy  of 
the  palpable  indurated  area  in  the  upper  outer 
quadrant  of  the  breast  yielded  breast  tissue 
with  a small  area  of  infiltrating  duct  cell  carci- 
noma. 

Case  3.  A forty-five-year-old  woman  was 
seen  in  consultation  because  she  had  noted  a 
hard  area  in  the  left  breast  which  had  become 
more  prominent  over  the  preceding  two  months. 
Two  weeks  prior  to  the  date  of  consultation, 
mammography  had  been  performed.  The  radi- 


August  1,  1966  / New  York  State  Journal  of  Medicine  2005 


ologist’s  report  was  “dense  glandular  breasts 
with  diffuse  lobular  changes  and  areas  of  local- 
ized fibrosis.  No  radiologic  evidence  of  cancer. 
This  type  of  breast  should  be  followed  regularly 
because  of  the  multiple  breast  changes.  A 
malignant  condition  is  more  difficult  to  discern 
in  this  type  of  breast.”  Physical  examination 
of  her  breasts  showed  them  to  be  quite  large  and 
firm.  In  the  upper  outer  quadrant  of  the  left 
breast  an  ill-defined  mass  about  6 cm.  in  diam- 
eter was  palpable.  The  mass  showed  slight 
adherence  to  the  overlying  skin.  Many 
enlarged  firm  nodes  were  palpable  in  the  left 
axilla.  Biopsy  of  the  left  breast  showed  grade 
III  multiple  duct  cell  carcinomas.  The  axillai'y 
nodes  showed  metastases. 

Case  4.  A fifty-two-year-old  woman  was 
seen  for  routine  annual  examination.  Examina- 
tion of  the  breasts  showed  very  slight  asym- 
metry of  the  nipples.  A tiny  nodule  was  pal- 
pable beneath  the  lateral  edge  of  the  areola  ad- 
jacent to  the  nipple  of  the  right  breast.  There 
was  no  axillary  adenopathy.  Mammography 
was  performed.  This  failed  to  show  any  tumor 
or  any  other  evidence  of  cancer.  Nevertheless 
because  of  the  physical  findings,  biopsy  was 
performed.  It  showed  an  infiltrating  duct  cell 
carcinoma.  After  the  biopsy  findings,  the  x-ray 
films,  which  were  technically  of  good  quality, 
were  reviewed  by  several  radiologists  experi- 
enced in  this  technic,  and  they  could  not  find 
any  evidence  of  the  lesion  in  the  radiographs. 

Case  5.  A forty-eight-year-old  woman  had 
noted  a lump  in  her  left  breast  for  about  one 
month.  It  seemed  to  have  enlarged  since  it 
was  first  noted.  Physical  examination  showed 
a well-defined  circumscribed  nodule  2 cm.  in 
diameter  located  in  the  axillary  tail  of  the  left 
breast.  Mammography  showed  a sharply  out- 
fined  oval  mass  lesion  in  the  posterior  part  of 
the  left  breast.  Because  of  its  sharp  margin  it 
did  not  appear  to  be  an  infiltrating  tumor. 
There  were  no  calcifications  or  thickening  of  the 
skin.  The  radiologic  diagnosis  was  cyst  or 
fibroadenoma.  The  lesion  was  excised.  Histo- 
logic examination  showed  a small  duct  cell 
carcinoma  arising  in  accessory  breast  tissue  in 
the  axillary  portion  of  the  breast.  Many  in- 
volved lymph  nodes  were  found. 

Case  6.  A thirty-seven-year-old  woman 
noted  a nodule  in  her  right  breast.  Physical 
examination  showed  a firm  nodule  1 cm.  in 
diameter  in  the  right  breast  just  above  the 
inframammary  fold.  Mammography  failed  to 
show  any  evidence  of  tumor.  The  breast 
showed  a dense  fibrous  stroma.  The  tumor 
was  excised.  It  proved  to  be  a scirrhous  carci- 
noma. A radical  mastectomy  was  performed. 

Case  7.  A fifty-three-year-old  woman  was 
seen  because  routine  physical  examination  of 
the  breasts  had  disclosed  an  area  of  thickening 
in  the  upper  outer  quadrant  of  the  left  breast. 
There  was  no  axillary  adenopathy.  Mam- 
mography was  performed.  This  showed  dense 
fibrotic  breast  tissue  bilaterally.  There  was  no 


evidence  of  a discrete  tumor  nor  of  calcifica- 
tions. The  patient  was  admitted  to  the  hos- 
pital and  the  area  of  infiltration  biopsied.  The 
biopsy  report  showed  infiltrating  duct  cell 
carcinoma.  There  was  no  evidence  of  any 
axillary  lymph  node  involvement. 

Case  8.  A forty-two-year-old  woman  was 
seen  because  of  a nodule  in  her  left  breast  that 
she  had  noted  six  months  earlier.  Examination 
disclosed  an  ill-defined  tumor  about  2 cm.  in 
diameter,  located  in  the  axillary  tail  of  the  left 
breast.  There  were  no  palpable  axillary  lymph 
nodes.  The  tumor  was  not  adherent  either  to 
skin  or  to  the  underlying  fascia.  Mammogra- 
phy was  performed.  This  showed  a moderate 
degree  of  fatty  replacement  of  the  breasts; 
however,  a considerable  amount  of  glandular 
tissue  persisted.  There  were  no  dominant 
nodules  and  no  abnormal  calcifications.  The 
skin  and  subcutaneous  tissues  were  normal,  and 
the  vascular  pattern  of  both  breasts  were  nor- 
mal. The  patient  was  operated  on.  Infiltrat- 
ing duct  cell  carcinoma  without  axillary  node 
involvement  was  found. 

Case  9.  A sixty-three-year-old  woman  noted 
some  thickening  of  the  right  breast  in  an  area 
adjacent  to  a healed  scar,  the  site  of  drainage  of 
a breast  abcess  thirty-four  years  earlier.  She 
was  of  the  opinion  that  this  thickening  had 
appeared  during  the  previous  year.  Five 
months  before,  because  of  the  thickening  noted 
on  examination,  x-ray  examinations  were 
ordered.  The  radiologist  reported  increased 
linear  ductal  markings  r-adiating  backward  from 
both  nipple  areas.  The  changes  were  some- 
what more  marked  on  the  left  side.  There  was 
no  evidence  of  a dominant  soft  tissue  mass, 
thickening  or  ret  raction  of  skin;  grouped  calci- 
fications; invasion  of  the  subcutaneous  fat 
stripe;  increased  vascularity;  or  other  ab- 
normality to  indicate  malignant  neoplasm. 

The  mass  persisted,  and  the  patient  was  re- 
ferred for  surgical  consultation.  Physical  ex- 
amination showed  healed  scars  of  previous 
mastotomy  in  the  upper  outer  quadrant  and 
lower  outer  quadrant  of  the  right  breast.  Ad- 
jacent and  lateral  to  the  scar  in  the  lower  outer 
quadrant  of  the  right  breast  there  was  an  ovoid 
mass,  measuring  31/2  by  l1/:  cm.  The  mass 
was  slightly  adherent  to  the  overlying  skin. 
Lymph  nodes  could  not  be  felt  in  the  axillas  or 
supraclavicular  fossae.  The  left  breast  was 
normal.  Biopsy  and  mastectomy  were  per- 
formed. Histologic  examination  of  the  breast 
showed  infiltrating  duct  cell  carcinoma.  Lymph 
nodes  were  not  involved  by  the  tumor. 

Comment 

Mammography  demands  specialized 
technics.  It  entails  the  use  of  specialized 
tubes  and  special  film.  Interpretation  of 
the  radiograph  is  often  difficult.  A sig- 
nificant incidence  of  error  is  to  be  expected 
under  these  circumstances.  If  all  elements 
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of  the  technic  are  not  followed  precisely,  the 
incidence  of  error  will  increase.  The  cases 
reported  in  this  paper  were  examined  by 
radiologists  experienced  in  the  technic. 
The  films  were  reviewed  after  the  pathologic 
findings  and  reinterpretation  still  failed  to 
demonstrate  the  significant  lesions. 

The  proponents  of  mammography  have 
stressed  the  positive  aspects  of  this  exami- 
nation. They  report  great  accuracy  in 
diagnosis.  Several  recent  studies  however 
have  indicated  circumstances  under  which 
errors  have  occurred.  Clark  et  al .8  in  a 
study  of  the  reproducibility  of  the  technic 
of  mammography  noted  a 21  per  cent 
incidence  of  false  negative  interpretations 
in  a study  of  1,580  breasts.  Their  data 
indicate  a false  negative  rate  for  patients 
less  than  forty-five  years  of  age  of  45  per 
cent.  This  high  incidence  of  error  suggests 
that  the  examination  is  of  little  value  in 
excluding  cancer  in  young  patients,  al- 
though it  may  be  of  value  in  detecting  some 
clinically  occult  tumors.  The  accuracy 
rate  increased  with  the  patient’s  age; 
nevertheless,  of  the  total  of  475  malignant 
lesions,  96  were  not  detected  by  the  roent- 
gen examination. 

The  complementary  relationship  between 
mammography  and  clinical  examination  of 
the  breast  is  further  demonstrated  in  the 
preliminary  results  of  a study  of  periodic 
breast  cancer  screening  with  mammography 
and  clinical  examination  being  conducted 
by  the  Health  Insurance  Plan  of  New 
York.9  Results  of  examination  in  9,883 
women,  all  more  than  forty  years  of  age, 
disclosed  27  carcinomas  over  a seventeen- 
month  period.  Of  these,  12  were  detected 
by  mammography  and  were  not  found 
clinically  on  the  initial  examination;  9 were 
found  or  suspected  on  clinical  grounds  but 
could  not  be  detected  on  x-ray  films;  2 were 
demonstrated  by  both  technics;  and  4 
, appeared  in  the  patients  at  some  time  after 
negative  clinical  and  x-ray  examination 
results.  The  yield  of  new  cases  by  both 
technics  was  similar,  and  neither  negative 
‘ examination  could  be  considered  conclusive. 

Ochsner  and  Griffith, 10  in  a review  of  322 
patients  who  had  mammography  at  the 
Ochsner  clinic  and  Ochsner  foundation  hos- 
pital, noted  that  general  surgeons  were  as 
accurate  as  radiologists  in  diagnosing  dis- 
ease of  the  breast.  In  36  cases  the  clinician 
and  radiologist  gave  different  opinions  of 


the  nature  of  the  disease.  The  radiologists 
were  correct  in  20  cases  and  the  clinicians 
in  16. 

However  among  the  10  cases  of  cancer 
in  which  there  was  a difference  in  diagnosis 
the  clinicians  were  more  accurate  (6  cases) 
than  the  radiologists  (4  cases). 

Cohen, 11  in  a discussion  of  this  report, 
noted  that  at  the  Charity  Hospital  in  New 
Orleans,  of  20  patients  with  carcinoma  of 
the  breast  who  had  mammograms,  the 
radiologists  diagnosed  cancer  in  9 cases. 
In  3 they  gave  a questionable  diagnosis  and 
in  8 cases  they  said  there  was  no  carcinoma. 
The  danger  of  relying  on  a negative  report 
under  these  circumstances  is  obvious. 

The  cases  reported  herein  illustrate  the 
hazards  of  uncritical  reliance  on  a negative 
x-ray  report.  As  with  any  procedure,  this 
examination  has  an  irreducible  incidence  of 
error.  The  errors  are  most  frequent  in  the 
examination  of  dense  fibrotic  breasts  such 
as  those  present  in  younger  patients.  The 
examination  may  also  fail  to  demonstrate 
lesions  located  at  the  extreme  superior, 
medial,  or  inferior  periphery  of  the  breast. 
Certain  diffusely  infiltrating  tumors  of  the 
breast  do  not  present  an  x-ray  picture  of  a 
discrete  tumor.  The  x-ray  finding  may  be 
merely  that  of  dense  fibrosis  or  a fibrotic 
breast.  Only  occasionally  will  evidence  of 
edema  of  the  skin  be  a clue  to  the  true 
malignant  nature  of  such  tumors.  Such 
tumors  may  be  manifest  clinically  as  in- 
flammatory carcinoma.  It  is  of  interest 
that  2 of  the  cases  presented  here  were  of 
this  type. 

Any  palpable  lesion  requires  verification 
by  excision  and  biopsy  regardless  of  the 
x-ray  findings.  On  the  other  hand  mam- 
mography may  be  useful  in  detecting 
obscure  and  occult  carcinoma  of  the  breast. 
It  is  valuable  as  a screening  procedure  in 
groups  of  patients  where  a high  incidence  of 
carcinoma  is  to  be  expected.  These  include 
patients  with  a palpable  axillary  node  and 
no  mass  in  the  breast  and  patients  who 
have  had  a mastectomy  for  carcinoma  in 
one  breast.  It  is  also  useful  when,  partic- 
ularly in  patients  with  large  fatty  breasts, 
the  surgeon  doubts  the  presence  of  a mass 
but  cannot  be  certain.  X-ray  examination 
in  such  an  instance  can  give  additional 
reassurance  if  the  findings  are  negative  or 
can  detect  a deep-seated  lesion  that  is  not 
readily  palpable. 
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The  following  working  rules  might  well 
be  formulated: 

1.  All  palpable  breast  masses  regardless 
of  x-ray  findings  require  definitive  deter- 
mination of  their  nature  by  either  excision 
plus  histologic  examination  or  aspiration 
of  a cyst  followed  by  complete  disappear- 
ance of  the  lesion. 

2.  X-ray  findings  suggesting  carcinoma 
of  the  breast  should  be  verified  by  adequate 
biopsy  of  the  involved  area.  After  a nega- 
tive biopsy,  x-ray  examination  of  the 
breast  can  be  performed  again  if  there  is 
any  doubt  that  the  biopsy  included  the 
area  responsible  for  the  changes  shown 
roentgenographically. 

3.  Indefinite  or  negative  physical  find- 
ings in  association  with  negative  or  indef- 
inite x-ray  findings  need  not  be  confirmed 
by  biopsy. 

Summary 

Although  mammography  is  a useful  tech- 
nic for  the  diagnosis  and  detection  of  breast 
tumors,  its  value  is  limited  by  a high  inci- 
dence of  false  negative  findings  in  carcinoma 
of  the  breast.  False  negative  examina- 
tion results  are  most  frequent  in  patients 
under  forty-five  years  of  age  where  the  inci- 
dence may  reach  45  per  cent.  Nine  cases 
illustrating  false  negative  mammography 


Skin  and  sun  tanning 

Dermatologists  have  long  known  the  hazards 
of  sun  tanning:  premature  aging  of  skin, 

freckles,  blemishes,  and  more.  Despite  this, 
however,  many  Americans  are  still  fervent  sun 
tanners.  In  this  case,  it  should  be  pointed  out 
that  if  care  is  taken,  it  is  possible  to  tan  without 
burning. 

Gradual  tanning  with  a minimum  of  dis- 
comfort is  possible  for  most  people.  Gradual 
exposure  to  the  sun  is  the  safest  and  simplest 
method  of  acquiring  an  attractive  tan.  As  a 
general  rule,  fifteen  minutes  should  be  the  initial 
length  of  time  of  exposure.  This  then  can  be 
increased  a few  minutes  each  successive  day. 
The  time  of  day  is  also  important,  with  the  mid- 


are reported.  In  2 instances  the  x-ray  re- 
port caused  unwarranted  delay  in  appropri- 
ate treatment. 

All  palpable  breast  masses,  regardless  of 
x-ray  findings  should  have  definitive  deter- 
mination of  their  nature  by  either  excision 
and  histologic  examination  or  aspiration  of 
a cyst  followed  by  disappearance  of  the 
mass. 

3 East  76th  Street 
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day  period,  when  the  sun  is  directly  overhead 
being  the  hottest  for  burning  purposes. 

Continued  tanning  brings  gradual  changes  in 
the  blood  vessels  of  the  exposed  surfaces.  The 
connective  tissue  of  the  skin  degenerates,  caus- 
ing wrinkles  and  a coarsening  of  texture.  The 
neck  and  chest  often  become  permanently  red- 
dened, and  freckle-like  dark  spots  appear  on  the 
skin.  These  spots  can  sometimes  be  the  start  of 
skin  cancer. 

Sun  also  bleaches  the  hair,  which  over  a period 
of  time  becomes  brittle  and  unmanageable. 
This,  however,  grows  out  in  time.  , 

The  physical  benefits  of  tanning  are  almost 
nil.  The  only  beneficial  effect  of  sunlight,  other 
than  the  psychologic  lift  of  sporting  a good  tan, 
is  the  formation  of  vitamin  D,  and  the  American 
diet  already  provides  an  ample  supply. 
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Importance  of 
Suture  Material  in 
Bronchial  Healing 
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As  LONG  AS  BRONCHOPLEURAL  fistulas 
occur  following  pulmonary  resection,  there 
will  be  interest  in  factors  affecting  bronchial 
stump  healing.  Rienhoff,  Gannon,  and 
Sherman,1  after  exhaustive  experimental 
and  clinical  investigation,  concluded  that 
the  method  of  closure  is  unimportant  pro- 
vided the  end  of  the  amputated  stump 
is  pleuralized,  since  it  is  there  that  healing 
occurs.  Subsequent  experience  has  seemed 
to  confirm  this.  At  present  most  thoracic 
surgeons  have  adopted  end  closure  rein- 
forced by  pleura.  Differences  of  opinion 
still  exist  regarding  the  best  type  of  suture 
material.  Bjork2  claimed  that  absorbable 
sutures  are  preferable  to  either  silk  or  wire, 
since  the  latter  tend  to  form  granulomas. 
Review  of  the  literature  reveals  numerous 
preferences,  most  commonly  silk,  catgut, 
and  stainless  steel,  with  little  conclusive 
evidence  of  the  superiority  of  one  over  the 
others.  One  reason  for  the  difficulty 
in  evaluating  suture  material  is  the  paucity 
of  controlled  bacteriologic  studies. 
Graham3  many  years  ago  stated  that 
“ . . . one  of  the  fundamental  difficulties 
about  the  healing  of  the  bronchus  is  not 

* Present  affiliation:  Chief,  Surgical  Service,  Veterans 

Administration  Hospital 


bronchial  closure  following  pulmonary 
resection  is  usually  done  by  end  closure  rein- 
forced by  pleura.  Stainless  steel,  silk,  and 
absorbable  suture  material  were  used  con- 
secutively in  117  unselected  pulmonary  re- 
sections to  determine  the  incidence  of  com- 
plications with  each  type  of  closure.  They 
were  almost  identical,  and  the  cases  were 
comparable  regarding  bacteriology,  extent  of 
disease,  type  of  resection,  and  drug  therapy. 


only  the  anatomic  features  and  the  question 
of  having  it  covered  with  pleura,  but  the 
question  of  infection.”  Stemmermann, 
Daniels,  and  Auerbach1  expressed  the 
belief  that  bronchial  fistula  in  tuberculosis 
is  caused  by  erosion  of  the  stump  by  em- 
pyema. It  is  the  purpose  of  this  report  to 
provide  a carefully  controlled  evaluation  of 
the  comparative  value  of  various  suture 
materials. 

Materials  and  methods 

Previously  reported  studies  reveal  that 
in  addition  to  bacteriology,  the  extent  of 
disease,  antituberculous  therapy,  and  type 
of  surgery  are  important  causes  of  tuber- 
culous complications.5  To  equalize  these 
factors,  stainless  steel,  silk,  and  absorbable 
suture  material  were  employed  in  that  order 
on  a consecutive  series  of  117  unselected 
pulmonary  resections.  All  but  8 of  the 
patients  had  pulmonary  tuberculosis.  The 
remainder  had  bronchogenic  carcinoma. 
Drug  therapy  varied,  but  whenever  pos- 
sible 2 major  drugs  (streptomycin,  para- 
aminosalicylic  acid,  or  isoniazid)  were 
employed.  When  organisms  were  resistant 
to  2 or  more  drugs,  at  least  2 other  drugs 
were  administered  if  possible.  Extent  of 
disease  is  classified  according  to  the  stand- 
ards of  the  National  Tuberculosis  As- 
sociation. For  the  purpose  of  this  study 
only  complications  referable  to  bronchial 
healing  are  listed:  bronchopleural  fistula, 
empyema,  or  pneumothorax. 

Expectorations  and  pulmonary  tissue 
were  cultured  on  Hohn’s  medium  as  pre- 
viously reported.6  In  vitro  susceptibility 
was  determined  by  inoculating  organisms 
on  the  same  medium  containing  10  mi- 
crograms per  milliliter  of  streptomycin  or 
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TABLE  I.  Type  of  suture  factors  affecting  complications  showing  ratio  of  complications  to  total  cases* 


.—Bacteriology — . 

— Extent  of  Tuberculosis — - 

Bronchial 

, 

-Operations- 

N 

—Drugs— 

Closure 

+ 

MIN. 

MA. 

F.A. 

Carcinoma 

S. 

L. 

P. 

2 MAJ. 

2 Other 

INAD. 

Silk 

2:22 

0:15 

0:1 

1:11 

1:25 

0:0 

0:9 

2:21 

0:7 

0:11 

1:25 

1:1 

Catgut 

2:20 

0:13 

0:0 

2:14 

0:19 

0:6 

1:8 

2:27 

0:4 

0:10 

1:19 

2:4 

Wire 

2:20 

0:19 

0:0 

0:14 

2:25 

0:2 

0:10 

2:31 

0:0 

0:13 

1:24 

1:2 

* MIN  = minimal,  MA  = moderately  advanced,  FA  = far  advanced,  S = segment,  L = lobectomy,  P = pneumonectomy, 
MAJ  = major  drugs,  and  IN  AD  = less  than  2 antituberculous  drugs. 


para-aminosalicylic  acid  or  1 microgram 
per  milliliter  of  isoniazid.  Organisms  were 
considered  resistant  if  any  growth  occurred 
in  the  presence  of  drugs.  The  usual  dosages 
of  drugs  employed  were  as  follows:  strep- 
tomycin 1 Gm.  daily,  para-aminosalicylic 
acid  12  Gm.  daily,  isoniazid  300  mg.  daily, 
capreomycin  1 Gm.  daily,  cycloserine  250 
mg.  two  or  three  times  daily,  ethionamide 
250  mg.  three  times  daily,  kanamycin  sul- 
fate 1 Gm.  three  times  weekly,  thiazol- 
sulfone  (Promizole)  6 Gm.  daily,  pyrazinoic 
acid  amide  (Pyrazinamide)  3 Gm.  daily, 
and  viomycin  sulfate  1 Gm.  daily  or  four 
times  weekly.  To  date  we  have  not  found 
any  of  the  nonmajor  antituberculous  drug 
combinations  therapeutically  superior  to 
any  other. 

In  all  instances  bronchial  closure  was 
performed  in  one  layer  approximating  the 
cut  end.  Interrupted  4-0  silk,  interrupted 
36  gauge  single  or  4-0  multistrand  stainless 
steel  wire,  or  continuous  2-layer  over-and- 
over  2-0  chromic  catgut  sutures  were 
used.  To  simplify  matters  no  effort  was 
made  to  cover  the  sutured  bronchial 
stump.  Surgery  and  pre-  and  postopera- 
tive care  were  the  responsibilities  of  es- 
sentially the  same  team,  which  insured 
uniform  standards.  For  the  purpose  of 
analysis,  lobectomy  and  lobectomy  plus 
wedge  and/or  segmental  resection  were 
considered  as  lobectomies. 

Results 

Complications  are  listed  in  Table  I. 
The  discrepancy  in  the  total  number  of 
cases  in  each  suture  category  is  attributable 
to  bookkeeping  errors.  Bacteriology,  ex- 
tent of  disease,  type  of  resection,  and  drug 


therapy  are  essentially  the  same  in  all  3 
groups.  It  appears  significant  that  there 
was  an  almost  identical  incidence  of  com- 
plications following  each  type  of  bronchial 
closure. 


Summary 

One  hundred  seventeen  consecutive  cases 
of  pulmonary  resection,  almost  all  for 
pulmonary  tuberculosis,  were  performed  by 
similar  technics  with  the  exception  that 
interrupted  silk,  stainless  steel  wire,  and 
chromic  catgut  were  used  alternately  for 
bronchial  closure.  Retrospective  analysis 
reveals  that  cases  included  in  each  suture 
group  were  comparable  regarding  bac- 
teriology, extent  of  disease,  type  of  re- 
section, and  drug  therapy.  There  is  no 
evidence  that  one  type  of  closure  is  su- 
perior to  the  others.  In  spite  of  the  fact 
that  bronchi  were  not  pleuralized,  the 
incidence  of  complications  was  low. 
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New  YORK  CITY  today  supports  25,000 
to  50,000  street  addicts — compulsive  drug 
users  who  steal  or  prostitute  to  buy  heroin. 
On  the  average,  each  of  these  addicts  costs 
the  community  at  least  $25,000  per  year. 
This  estimate  may  be  too  low;  in  addition 
to  the  losses  of  property,  and  consequent 
increases  in  insurance  rates  and  business 
overhead,  the  full  bill  must  take  into  ac- 
count the  costs  of  hospitalization  and  jail- 
ing, welfare  support  for  unemployed  drug 
users  and  neglected  families,  and  deteriora- 
tion of  real  estate.  The  total  cost  to 
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methadone  blocks  the  euphorigenic  action 
of  heroin  and  other  opiates,  making  the 
drugs  ineffective  without  producing  narcotic 
effects.  Hardened  street  addicts  with  no 
prospect  of  cure  with  conventional  detoxica- 
tion procedures  were  accepted  for  treatment. 
The  program  begins  with  six  weeks  of 
hospitalization  followed  by  discharge  to  the 
outpatient  clinic.  Finally  the  patient  reaches 
phase  3,  when  he  can  live  a responsible,  self- 
supporting  life  with  little  social  help.  The 
blockade  is  continued  through  rehabilitation 
and  beyond,  depending  on  the  physician. 
Methadone  has  been  found  medically  safe, 
and  new  medical  problems  have  not  developed. 
Methadone-stabilized  patients  injected  with 
narcotic  drugs  were  not  affected  euphorically, 
showed  normal  sensitivity  to  pain,  and  had 
no  euphoric  effect  from  methadone.  The 
stability  of  dose  has  been  established  and  the 
acceptance  of  treatment  has  been  consistent. 
Of  120 patients  admitted,  only  13  failed. 


society  can  be  guessed  by  multiplying  these 
two  estimates. 

To  the  physician  this  seems  overwhelm- 
ing, but  heroin  addiction  is  nevertheless  a 
medical  problem — one  that  will  be  solved 
by  medical  research  or  not  at  all.  Incar- 
ceration, even  for  several  years,  fails  to 
extinguish  the  craving  for  narcotic  drugs. 
On  release  from  jail  almost  all  addicts  re- 
turn to  drug  use. 

Police  action  alone  cannot  eliminate 
addiction.  Law  enforcement  obviously  is 
essential;  the  narcotics  problem,  bad  as  it 
is,  would  be  intolerable  today  without  the 
persistent  efforts  of  police  to  control  the 
illegal  traffic  and  protect  property.  The 
medical  profession,  however,  must  also 
accept  its  responsibility.  Limiting  the 
availability  of  drugs  by  police  action  merely 
increases  the  price  that  a hardened  addict 
must  pay  or  forces  him  to  accept  substitute 
drugs,  but  it  does  not  make  him  a good 
citizen.  As  long  as  he  continues  to  behave 
as  an  addict  and  to  live  as  a criminal,  he 
remains  an  expensive  burden  to  society. 

The  crucial  test  of  any  treatment  pro- 
gram comes  when  the  patient  returns  to  the 
community.  If  he  can  resist  the  avail- 
ability of  drugs  on  the  street,  accept  respon- 
sibility, work,  go  to  school,  and  become  a 
normal  member  of  society,  the  treatment 
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has  succeeded.  If,  however,  he  relapses 
to  his  old  habits  of  drug  use,  the  treatment 
must  be  considered  a failure — not  alto- 
gether wasted,  perhaps,  because  the  period 
of  confinement  removed  him  at  least  tem- 
porarily from  the  streets,  but  this  result 
could  have  been  achieved  more  simply  by 
putting  him  in  jail. 

It  can  be  argued  that  confinement  of 
addicts,  or  to  use  a more  pleasant  ex- 
pression, treatment  in  a controlled  environ- 
ment, is  preferable  to  having  them  free  as 
criminals  in  the  community.  To  this  there 
is  no  rebuttal,  except  to  make  it  clear  that 
quarantine  is  not  medical  treatment.  Con- 
finement is  needed  to  protect  society  when 
individuals  are  both  destructive  and  in- 
curable, but  it  should  not  be  confused  with 
therapy.  Segregation  of  addicts,  by  law  or 
as  volunteers,  with  or  without  psycho- 
therapy— in  jails,  hospitals,  and  sheltered 
communities — has  been  tried  with  thou- 
sands of  addicts  over  a period  of  forty 
years.  None  of  these  programs  has  yet 
succeeded  in  transforming  more  than  a 
small  minority  of  their  charges  into  people 
capable  of  living  a normal  life  in  free  society. 
On  the  basis  of  present  evidence,  the 
justification  for  confinement  of  addicts  is 
that  they  must  be  quarantined  as  incurable 
patients,  and  this,  if  taken  to  the  logical 
conclusion,  means  that  thousands  of  ad- 
dicts should  be  locked  up  with  indefinite 
sentences. 

The  alternative  to  quarantine  is  an 
effective  treatment.  If  a way  could  be 
found  to  transform  street  addicts  into  pro- 
ductive citizens,  society  would  not  only  be 
spared  the  cost  and  indignity  of  massive 
jails,  but  would  also  gain  support  for 
families  now  being  carried  by  public  funds 
and,  with  improvement  of  neighborhoods, 
would  diminish  the  rate  of  new  addictions. 
This  may  seem  a visionary  prospect,  yet 
the  results  of  the  present  study  show  that  it 
is  possible  to  rehabilitate  addicts  by  med- 
ical treatment.  With  a narcotic  blockade 
patients  can  be  made  indifferent  to  heroin 
and  capable  of  functioning  as  normal  in- 
dividuals in  free  society. 

The  technic  of  narcotic  blockade  is  a 
new  procedure,  not  to  be  confused  with 
giving  of  narcotic  drugs  to  addicts  for  self- 
administration. Methadone  is  used  in  the 
present  treatment  as  an  antinarcotic  agent; 
it  blocks  the  euphorigenic  action  of  heroin 


and  other  opiates.1  Detailed  clinical  and 
psychometric  studies,  conducted  at  Rocke- 
feller University  and  Beth  Israel  Medical 
Center  during  the  past  two  years,  have 
shown  that  a constant,  daily  dose  of  metha- 
done maintains  the  patients  in  a state  of 
narcotic  blockade  without  producing  nar- 
cotic effects  in  itself.  The  patients  become 
refractory  to  the  euphorigenic  action  of 
heroin  and  other  narcotic  drugs.  After 
the  blockade  is  established,  patients  may 
try  to  use  heroin  again — in  which  case  they 
are  disappointed  by  the  lack  of  effect — but 
in  no  case  has  a patient  become  readdicted 
to  heroin  while  being  treated  with  metha- 
done. The  blockaded  patients  lose  interest 
in  narcotic  drugs  and  are  able  to  work  and 
live  in  the  city  despite  the  presence  of  heroin 
on  the  streets. 

The  principle  underlying  the  technic  of 
narcotic  blockade  is  not  new.  It  has  long 
been  known  to  pharmacologists  that  drugs  of 
the  opiate  class  induce  a state  of  tolerance, 
and  that  the  tolerance  induced  by  one  drug 
in  the  group  extends  to  the  others.2,3 
Theoretically,  therefore,  addiction  can  be 
cured  by  making  heroin  ineffective;  if 
heroin  ceases  to  produce  euphoria,  it  will  no 
longer  be  sought  by  addicts.  Not  at  all 
clear,  however,  was  whether  patients  would 
come  voluntarily  and  regularly  to  a clinic 
to  take  a blockading  medicine  or  whether 
street  addicts  so  treated  could  be  motivated 
to  become  productive  citizens.  These  were 
the  basic  questions  at  issue  in  the  present 
study. 

Patients 

Heroin  addicts  were  accepted  for  treat- 
ment in  the  order  in  which  they  applied, 
subject  to  the  following  conditions:  vol- 

untary; mainline  heroin  user  for  four  or 
more  years;  history  of  repeated  relapses 
after  detoxication;  no  major  addiction  to 
barbiturates,  tranquilizers,  or  alcohol;  not 
psychotic;  and  aged  twenty  to  thirty- 
nine.  Some  mixed  addiction  patients  and 
1 psychotic  patient  were  overlooked  in  the 
original  screening  and  discharged  subse- 
quently. A few  patients  beyond  the  upper- 
age  limit  were  admitted.  Women  were 
excluded  until  August,  1965,  when  a small 
women’s  unit  was  started. 

The  composition  of  the  program  in 
December,  1964,  to  January,  1965,  is  illus- 
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FIGURE  1.  Male  patients  on  methadone  maintenance  research  program  at  Manhattan  General  Hospital. 
(A)  Age  distribution,  compared  with  ages  of  addicted  patients  admitted  to  detoxification  ward.  (B)  Ethnic 
distribution. 


FIGURE  2.  (A)  Previous  hospitalizations.  (B)  Previous  arrests. 


trated  in  Figures  1 and  2 and  Table  I.  By 
any  standard  of  evaluation,  the  patients  at 
the  time  of  admission  were  hardened  street 
addicts  with  no  prospect  of  cure  with  con- 
ventional detoxication  procedures. 

Procedure 

The  treatment  schedule  has  been  de- 
scribed previously.1  In  brief,  the  program 
begins  with  a six-week  period  of  hospitaliza- 
tion. At  the  time  of  admission,  each 
patient  receives  a thorough  medical  work- 
up and  is  scheduled  for  treatment  as  in- 
dicated. Most  need  dental  care,  and  many 
need  eyeglasses.  Small  doses  of  oral 
methadone,  10  to  20  mg.  per  day,  Eire 
prescribed;  the  dose  is  raised  gradually  to 
a blocking  level,  80  to  120  mg.  per  day,  as 
the  increase  in  narcotic  tolerance  permits. 
It  is  important  that  this  medication  be  given 
initially  in  divided  doses,  two  to  three  times 
per  day,  and  that  the  increase  in  total  daily 
dose  be  gradual.  There  is  no  need  to  pro- 


duce toxic  effects;  confusion  and  marked 
sedation  are  produced  only  if  a physician,  not 
understanding  the  pharmacology  of  metha- 
done, prescribes  doses  in  excess  of  tolerance. 
If  the  rate  of  increase  is  sufficiently  gradual, 
there  are  no  symptoms  dining  the  induction 
of  tolerance  except  mild  sedation  and,  in 
some  cases,  constipation  and  a transient 
slowness  in  starting  the  urinary  stream. 

The  ward  is  never  locked.  Patients  are 
permitted  to  leave  during  the  day  for  ap- 
proved activities  such  as  a job,  visit  to 
family,  shopping,  school,  or  museums. 

After  discharge  to  the  outpatient  clinic 
(phase  2)  the  patient  lives  in  a rented 
room  or  at  home  and,  if  necessary,  receives 
financial  support  from  welfare.  For  most 
patients  this  is  a period  of  major  transition. 
Cut  off  from  the  addict  world,  often  with 
no  nonaddicted  friends  except  the  other 
patients  on  the  treatment  program,  and 
lacking  job  skills,  the  newly  discharged 
patient  needs  support  and  encouragement. 
He  gets  this  from  an  identification  with  the 
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TABLE  I.  Census  and  status  of  all  patients  admitted  to  Methadone  Maintenance  Research  Project 

January  15,  1964  to  March  15,  1966 


Rockefeller 

Harlem  Manhattan  General  Division,  University 


Status 

Hospital 

Beth  Israel  Hospital 

Hospital 

Totals 

Sex 

M 

F 

F 

M 

M 

M 

M 

Months  on  program 

<3 

<3 

3 to  7 

<6 

6 to  8 

9 to  13 

12  to  26 

Number  of  patients 

Total  admitted 

21 

8 

10 

15 

30 

29 

7 

120 

Discharged 

1 

0 

1 

3 

2 

6 

0 

13 

In  treatment  March  15,  1966 

20 

8 

9 

12 

28 

23 

7 

107 

Status  of  patients  in  treatment 
(per  cent  of  group)  * 

Activity 

Job 

67 

50 

61 

61 

43 

58 

School 

0 

8 

7 

13 

14 

9 

Job  and  school 

0 

0 

0 

4 

29 

4 

Remainder 

33 

42 

32 

22 

14 

29 

Self  support 

Full 

56 

50 

61 

61 

86 

61 

Part 

11 

8 

11 

17 

0 

11 

None 

33 

42 

28 

22 

14 

28 

* Percentages  for  groups  in  treatment  >3  months. 


program,  the  help  of  older  patients,  and  a 
friendly  and  perceptive  attitude  on  the  part 
of  the  staff.  There  is,  however,  no  formal 
psychotherapy  or  group  sessions. 

Older  patients,  serving  as  research  assist- 
ants, are  of  central  importance  in  the  initial 
stages  of  treatment.  They  perceive  the 
anxieties  of  new  patients  and  can  speak  to 
them  with  the  authority  of  personal  ex- 
perience. The  example  of  their  own  success 
inspires  hope  in  the  patients  who  knew 
them  as  addicts  on  the  street  only  a few 
months  before.  What  has  been  striking 
in  the  present  program  is  the  rapidity  with 
which  addicts  have  been  transformed  from 
problem  patients  to  dedicated  staff  mem- 
bers, some  of  them  as  soon  as  six  months 
after  beginning  treatment.  A possible  ex- 
planation is  that  patients  blockaded  with 
methadone,  and  therefore  indifferent  to 
heroin,  can  work  with  drug-using  addicts 
without  feeling  a threat  to  their  own  re- 
habilitation. The  abstinent  ex-addict,  not 
protected  by  a narcotic  blockade,  remains 
vulnerable  to  readdiction  and  thus  needs 
unusual  strength  and  self-assurance  to 
tolerate  exposure  to  heroin. 

Phase  3 in  the  treatment  schedule  is 
reached  when  the  patient  is  living  a re- 
sponsible life,  self-supporting  in  a steady 
job,  and  requiring  little  or  no  social  help. 
The  decision  as  to  whether  or  not  the  block- 
ade should  be  continued  into  this  phase  is 
the  responsibility  of  the  physician  super- 


vising his  medical  treatment.  The  need 
for  continuance  is  periodically  reviewed. 
To  date  we  have  seen  no  indication  to  re- 
move the  blockade  from  any  patient  in  the 
treatment  program,  since  all  of  them  are 
still  in  the  process  of  rehabilitation,  and  no 
patient  has  been  limited  by  intolerance  to 
the  medication. 

Results 

A number  of  important  questions  have 
been  answered  by  the  clinical  work  to  date: 

The  medical  safety  of  methadone,  given 
daily  in  blocking  doses  for  periods  up  to  two 
years,  has  been  confirmed  by  repeated  ex- 
aminations of  general  health  and  nutrition; 
liver,  kidney,  and  bone  marrow  function; 
and  neuromotor  performance.  No  medical 
problem,  not  present  on  admission  to  the 
program,  has  developed  under  methadone 
therapy. 

The  efficiency  of  the  narcotic  blockade 
was  demonstrated  by  double-blind  studies 
in  which  test  doses  of  various  narcotic 
drugs,  including  heroin,  were  injected  in 
methadone-stabilized  patients.  Even 
doses  of  40  to  80  mg.  of  intravenous  heroin, 
considerably  greater  than  the  amount  in  an 
illegal  “bag,”  had  essentially  no  euphoric 
effect  when  the  blockade  was  established. 

The  methadone-stabilized  patients  were 
shown  to  have  a normal  sensitivity  to  pain; 
patients  needing  treatment,  such  as  for 
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incarcerated  hernia,  have  felt  the  usual 
warning  symptoms  and  have  responded 
uneventfully  to  surgery  and  to  routine  pre- 
and  postoperative  medications. 

The  absence  of  any  euphoric  effect  from 
daily  methadone,  indeed,  the  absence  of 
any  drug  sensation  at  all,  was  verified  by 
tests  in  which  the  usual  medication  (dl- 
methadone),  was  replaced  by  the  pharma- 
cologically inactive  isomer  (d-methadone). 
This  isomer  produces  no  narcotic  effects, 
even  in  susceptible  subjects,  but  it  has 
the  same  taste  as  the  active  isomer  (1- 
methadone).  The  patients  given  d-metha- 
done  in  a double-blind  test  were  unaware 
of  the  fact  that  the  medication  had  been 
changed  until  they  began  to  feel  vague 
grippe-like  sensations  twenty-four  to  thirty- 
six  hours  later,  and  even  then  some  patients 
did  not  suspect  that  the  active  medication 
had  been  omitted,  but  instead  reported  that 
they  had  caught  a cold. 

The  stability  of  dose  has  been  established. 
Patients  have  accepted  prescribed,  constant 
amounts  of  medication  without  demand  for 
increase  over  periods  of  many  months.  In 
this  respect  methadone  is  quite  different 
from  morphine  and  other  short-acting 
drugs.  These  agents,  if  given  once  per  day, 
would  fail  to  hold  patients  in  a sufficiently 
steady  pharmacologic  state.  Even  when 
administered  several  times  per  day,  mor- 
phine produces  cycles  of  narcosis  followed 
by  abstinence  and  a demand  for  larger 
amounts.  Methadone,  given  orally  in 
constant  daily  doses,  causes  no  euphoria, 
abstinence,  or  demand  for  escalation  of 
dose. 

The  acceptance  of  this  treatment  has 
been  suprisingly  consistent.  Despite  the 
fact  that  methadone,  as  given  in  this  pro- 
gram, produces  no  euphoria  and  deprives 
patients  of  their  capacity  to  obtain  euphoria 
from  heroin,  there  have  been  no  voluntary 
dropouts  from  the  start  of  this  program 
(January,  1964)  to  the  time  of  this  report 
(February,  1966).  A number  of  patients 
have  had  to  be  discharged  for  behavioral 
reasons,  not  related  to  heroin  (psycho- 
pathic behavior  or  nonnarcotic  drug  abuse) ; 
each  of  these  patients  has  applied  repeat- 
edly to  be  readmitted  to  the  program. 

The  fear  that  some  of  the  medication 
might  be  diverted  into  illicit  channels  has 
not  materialized.  No  suggestion  of  im- 
proper use  has  yet  come  to  our  attention. 


Undoubtedly  this  is  due  to  careful  super- 
vision of  the  patients  and  to  the  technic  of 
dispensing  medication. 

During  the  initial  period  of  outpatient 
treatment,  each  patient  returns  to  the  clinic 
daily  and  takes  the  medication  under  ob- 
servation. Later,  when  judged  sufficiently 
responsible  and  pharmacologically  sta- 
bilized, patients  have  been  permitted  to 
take  out  a limited  supply  for  consumption 
at  home.  This  has  allowed  a number  of 
patients  to  take  jobs  in  other  boroughs  of 
the  city  or  go  some  distance  to  schools  that 
they  could  not  otherwise  attend.  In  any 
case,  however,  each  patient  takes  at  least 
one  full  dose  of  medication  each  week  under 
observation  of  a clinic  nurse.  The  fact 
that  he  can  do  this  without  symptom 
proves  that  he  has  maintained  his  narcotic 
tolerance  by  taking  his  prescribed  medica- 
tion during  the  interim. 

An  additional  safeguard  against  illicit  use 
is  the  dilution  of  the  medicine  in  the  phar- 
macy; dispensing  it  in  a large  volume  of 
juice  (3  to  4 ounces  of  “Tang”)  effectively  de- 
natures it  for  intravenous  use,  which  would 
be  the  only  mode  of  interest  to  a street 
addict,  and  discourages  accumulation,  since 
the  vehicle  spoils  after  about  two  weeks  in 
storage  at  room  temperature. 

We  were  concerned  about  the  theoretical 
possibility  that  heroin  users  might  become 
addicted  to  other,  nonnarcotic  drugs  when 
blockaded  against  heroin.  This  has  not 
happened.  Treatment  with  methadone  of 
course  does  not  block  the  sedative  actions 
of  barbiturates  and  tranquilizers  or  the 
stimulant  effect  of  amphetamines.  In- 
dividuals who  have  had  mixed  addictions 
prior  to  treatment  are  likely  to  present  a 
continuing  problem  with  nonnarcotic  drugs 
after  stopping  heroin  use,  but  no  new  in- 
stance of  nonnarcotic  drug  addiction  has 
developed  as  a result  of  suppressing  the  re- 
activity to  heroin.  In  general  the  use  of 
nonnarcotic  drugs  has  been  sporadic  and 
limited  to  the  first  few  months  after  dis- 
charge from  the  hospital,  diminishing  as 
patients  have  become  more  fully  occupied 
with  work,  school,  and  family  responsi- 
bilities. 

Monitoring  of  urine  for  drug  use  has 
provided  an  independent  measure  of  the 
response  of  patients  to  treatment.  A 
method  has  been  developed  in  which  the 
drugs  contained  in  a specimen  of  urine  can 
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be  absorbed  on  a piece  of  ion-exchange 
paper;  the  paper  is  taken  or  mailed  back  to 
a central  laboratory  with  the  patient’s 
name  and  the  date  typed  on  it.  At  the 
laboratory  the  drugs  are  eluted  and 
chromatographed  for  evidence  of  heroin  use. 

The  statement  that  no  patient  on  the 
methadone  program  has  become  readdicted 
to  heroin  is  thus  supported  by  objective 
laboratory  data.  Each  patient  gives  a 
urine  specimen  for  analysis  at  each  clinic 
visit.  Positive  reports  have  been  obtained 
on  the  occasions  that  new  patients  have 
taken  experimental  doses  of  heroin,  but  in 
no  case  has  the  monitoring  indicated  a 
continuous  use  in  any  patient,  such  as 
would  be  found  in  an  addicted  person. 
Wikler4  has  suggested  that  for  some 
patients  a negative  experience  with  street 
heroin  (taking  it  but  feeling  no  euphoria) 
may  be  a necessary  step  in  breaking  the 
conditioned  habit  of  heroin  use.  This 
seems  reasonable,  since  the  main  effect  of 
these  self-imposed  experiments  has  been 
disappointment  and  an  end  of  heroin  seek- 
ing. 

Before  entering  the  program  all  patients 
had  been  involved  in  illegal  activities,  and 
most  had  spent  a considerable  amount  of 
time  in  jail.  With  the  methadone  blockade 
this  problem  has  vanished;  only  1 patient 
in  the  two  year’s  experience  of  the  program 
has  been  convicted  on  a narcotics  charge 
(possession  of  heroin),  and  this  misbehavior 
occurred  during  a period  of  experimentation 
six  weeks  after  discharge  from  the  hospital. 
After  the  one  episode  this  patient  ceased 
heroin  use  entirely  and  has  been  drug-free 
and  continuously  employed  for  the  past 
year.  Other  patients  have  been  convicted 
for  nonnarcotic  offenses:  disorderly  con- 

duct and  misdemeanors.  Not  one  has  com- 
mitted a major  crime.  The  records  of  these 
patients  after  stabilization  on  methadone 
would  compare  favorably  with  any  com- 
parable group  of  nonaddicted  individuals 
of  the  same  age  and  cultural  distribution. 
The  blockade  treatment,  therefore,  has 
virtually  eliminated  criminal  activity. 

Ending  of  heroin  use  and  criminal  ac- 
tivity, are,  however,  only  first  moves  toward 
rehabilitation.  The  goal  of  treatment  lies 
beyond  these  purely  negative  achievements. 
Many  of  the  exaddicted  patients,  when 
freed  from  the  compulsion  of  heroin  use, 
have  proved  capable  of  assuming  responsi- 


ble places  in  society,  doing  productive 
work,  and  supporting  a family.  Many 
patients  at  this  stage  have  been  limited 
mainly  by  lack  of  job  skills  and  opportuni- 
ties. 

A cured  addict  must,  in  short,  make  up 
the  social  deficits  caused  by  the  wastage  of 
his  developmental  years  in  addiction. 

At  the  time  of  this  report  (March,  1966), 
79  patients  have  been  under  treatment  for 
three  months  or  longer.  Of  these  71  per 
cent  are  engaged  in  socially  useful  activities: 
are  regularly  employed,  at  school,  or  (women 
patients)  are  responsible  housekeepers. 

The  records  of  the  employed  patients 
have  been  impressive.  Most  obtained 
their  first  job  with  advice  from  the  staff 
but  without  special  help.  They  usually 
have  held  the  job  or  have  left  it  only  to 
take  better  positions.  Employers,  al- 
though hesitant  to  take  the  first  patient, 
have  offered  to  take  a second  patient 
from  the  program  if  another  vacancy  ap- 
peared. Perhaps  feeling  a special  need  to 
earn  security  and  respect,  the  employed 
patients  have  had  better  than  average 
records  of  attendance  and  diligence  in  their 
work.  They  are  at  present  employed  in 
factories,  trades,  hospitals,  department 
stores,  sales,  music,  and  property  mainte- 
nance. 

Not  all,  of  course,  are  employed.  Some 
are  too  new  on  the  program;  some  will 
never  be  employable.  For  these  patients 
the  minimum  goal  is  that  they  five  decently, 
with  support  if  necessary  from  public  wel- 
fare or  from  relatives.  All  patients  re- 
tained on  the  program  meet  at  least  this 
minimum  condition. 

The  program  failed  for  11  per  cent 
(13:120)  of  the  patients  admitted  to  treat- 
ment. Although  heroin  use  was  stopped 
even  in  these  patients  by  the  methadone 
blockade,  it  was  necessary  to  discharge 
them  because  of  psychopathic  behavior, 
intractable  continuing  addiction  to  non- 
narcotic drugs  (barbiturates  and  alcohol), 
or  psychosis.  The  fact  that  each  one  of  the 
discharged  patients  has  tried  to  gain  read- 
mission suggests  that  a more  comprehensive 
program,  with  special  facilities  for  psycho- 
paths and  a separate  unit  for  mixed  addic- 
tion, might  succeed  in  helping  some  of 
these  more  complicated  patients.  In  the 
present  study,  which  was  a pilot  program 
to  test  the  effect  of  narcotic  blockade,  these 
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patients  proved  to  be  too  disruptive  to  be 
retained. 

The  economic  value  of  this  treatment 
cannot  be  accurately  assessed,  but  at  a con- 
servative estimate  the  program  has  already 
saved  the  community  3 million  dollars. 
The  use  of  heroin  by  107  previously 
addicted  individuals  has  been  stopped. 
The  reduction  of  load  on  hospitals,  courts, 
and  jails  represents  a further  saving,  and 
gainful  employment  of  patients,  some  with 
wives  and  children,  has  transferred  many 
from  welfare  to  self-supporting  status. 
The  saving,  moreover,  is  cumulative,  since 
most  of  the  patients  have  years  of  life  ahead 
of  them. 

Summary 

At  present  107  patients,  previously  street 
addicts,  are  being  treated  with  blocking 
doses  of  methadone.  Controlled  tests  and 
clinical  observations  during  the  past  two 
years  have  shown  that  this  agent,  when 
properly  used,  blocks  the  euphoric  action 
of  heroin  without  itself  causing  euphoria  or 
other  narcotic  effects.  Heroin  use  has 
been  stopped  consistently;  drug-related 
crime  has  been  virtually  eliminated.  There 
have  been  no  side-effects  requiring  inter- 
ruption of  therapy. 


Vegetable  fat  absorbed  best 
in  cure  of  malnourished  infants 


Fat  absorption  was  found  to  be  greater  in 
malnourished  infants  receiving  soya  milk  than 
in  those  receiving  cow  milk,  report  J.  E.  D. 
de  Oliveira  and  E.  Rolando,  in  a recent  issue  of 
the  American  Journal  of  Clinical  Nutrition. 
Forty-one  infants  aged  from  one  to  three  years 
were  studied.  All  showed  primary  signs  and 
symptoms  of  severe  malnutrition  on  admission, 
with  some  having  clinical  edema. 

Fat  absorption  varied  when  24  infants  were 
fed  skim  milk,  with  some  children  excreting 
more  fat  than  they  consumed.  The  values  for 
fat  excretion  were  greater  in  those  without 
edema. 

A second  group  of  17  infants  received  either 


The  program  failed  for  11  per  cent  of  the 
patients  who  were  discharged  for  psycho- 
pathic behavior  not  related  to  heroin  use 
or  for  intractable  nonnarcotic  drug  abuse 
(not  new  addictions  but  a continuation  of 
previous  usage). 

A majority  of  the  patients  continuing 
on  the  program  (71  per  cent  of  the  total 
now  on  the  active  list  for  three  months  or 
longer)  are  employed  in  a steady  job,  going 
to  school,  or  both. 

It  is  estimated  that  the  elimination  of 
drug-related  crime,  reduction  of  the  burden 
on  hospitals  and  jails,  and  removal  of 
families  from  welfare  roles  as  a result  of  this 
treatment  has  saved  the  community  at  least 
3 million  dollars  during  the  past  two  years. 
The  study  is  being  continued. 
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soya  milk  or  cow  milk  containing  equal  fat 
content.  The  12  infants  who  received  soya 
milk  showed  fat  absorption  values  within  the 
normal  range.  The  5 infants  who  received  cow 
milk  had  moderate  steatorrhea  until  the  end 
of  the  third  week  when  a consolidation  period 
began.  There  was  no  significant  difference 
between  those  with  edema  and  those  without 
edema  in  the  second  group. 

Absox-ption  of  fat  in  vegetable  oils  by  pre- 
mature babies  is  better  than  their  absorption 
of  fat  in  cow  milk.  In  this  respect,  the  mal- 
nourished baby  behaves  like  a premature  baby. 

During  the  consolidation  period  when  the 
children  were  put  on  a mixed  diet,  both  animal 
and  vegetable  fat  absorption  were  normal. 
Considering  these  findings  and  the  importance 
of  fat  in  nutrition,  it  seems  that  the  use  of  soya 
oil  or  some  similar  vegetable  oil  would  be  bene- 
ficial in  the  early  treatment  of  malnourished 
children. 
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Oxygen  Concentrations 
Achieved  With 
Manual  Resuscitator 


WILLIAM  F.  KARL,  M.D. 
Cooperstown,  New  York 

From  the  Anesthesia  Department, 
Mary  Imogene  Bassett  Hospital 


Manual  ventilators  capable  of  de- 
livering air  to  apneic  or  subventilating 
patients  by  the  bag  and  mask  method  are 
in  common  use.  The  prototype  is  the 
Ambu  Resuscitator  designed  by  Ruben  and 
Ruben.1  It  consists  of  a nonreturn  valve 
and  a self-expanding  bag  lined  with  a foam 
rubber  insert.  This  insert  acts  as  a spring 
which  expands  on  release  of  pressure, 
automatically  filling  the  bag  with  air 
through  an  unidirectional  valve  in  the  tail 
of  the  bag.  The  connecting  piece  between 
the  bag  and  the  mask  contains  a valve 
which  on  bag  compression  directs  air  to  the 
patient,  and  on  relaxation  and  expansion 
of  the  bag  permits  the  patient  to  passively 
expire  into  the  atmosphere.  A minute 
volume  of  40  L.  with  tidal  volumes  of  1,300 
cc.  of  air  can  be  achieved.2 

This  apparatus  has  proved  an  efficient 
and  practical  aid  to  resuscitation  because 
it  is  portable  and  operates  independent  of 
an  oxygen  supply.  It  is  widely  used  for 
resuscitation  by  hospital  personnel,  ambu- 
lance crews,  and  rescue  squads.  Such 
units  are  strategically  located  throughout 
many  hospitals  to  provide  manual  ventila- 
tion during  resuscitation  procedures. 

It  is  generally  conceded  that  high  oxygen 
tensions  are  desirable  in  attempting  resusci- 
tation. To  provide  a means  of  enriching 
with  oxygen  the  air  drawn  into  the  bag, 
a nipple  is  provided  in  the  air  intake  valve 
in  the  tail  of  the  bag  for  convenient  attach- 
ment of  an  oxygen  hose.  Oxygen  can  then 


FIGURE  1.  Ambu  resuscitator  viewed  to  show  air 
intake  valve  and  oxygen  nipple  in  tail  of  bag. 


TABLE  I.  Oxygen  flows  delivered  to,  and  concen- 
trations achieved,  at  various  bag  compression 
rates  with  a manual  resuscitator 

—Oxygen  Flows  Delivered— 
in  Liters  Per  Minute  and 
Rate  Average  Concentrations  Achieved 


per 

Min- 

ute 

Minute 

Volume 

(Liters) 

5 

LPM* 

in  Per  Cent 
10  15 

LPM*  LPM* 

Flush 

10 

9.3 

36 

41 

48 

76 

15 

12.8 

35 

40 

47 

75 

20 

15.6 

33 

39 

45 

74 

25 

19.1 

32 

37 

45 

72 

30 

24.5 

32 

36 

44 

72 

Average 

CONCEN- 

TRATION 

34 

39 

46 

74 

* LPM  = liters  per  minute. 


be  drawn  into  the  bag  along  with  air  for 
administration  to  the  patient.  Attaching 
the  oxygen  line  to  the  nipple  does  not, 
however,  prevent  air  from  being  drawn 
into  the  bag  so  that  concentrations  of 
oxygen  approaching  100  per  cent  are  not 
achieved.  Since  minute  volumes  of  40  L. 
can  be  attained,  peak  air  intake  flows 
must  and  do  exceed  this  value.  Therefore 
oxygen  flows  into  the  nipple  would  have 
to  exceed  50  L.  per  minute  to  prevent  sig- 
nificant dilution  by  air.  The  Ambu  is  fre- 
quently used  to  administer  oxygen,  and  it 
seemed  desirable  to  determine  what  concen- 
trations of  oxygen  are  delivered  at  various 
oxygen  flows  and  minute  volumes. 

Method 

An  Ambu  Resuscitator  in  regular  service 
in  our  hospital  was  used  in  this  study.  Its 
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valves  were  examined  to  be  sure  they  were 
competent.  The  mask  connection  of  the 
Ambu  was  fitted  with  a Monaghan  Ventila- 
tion Meter  to  measure  minute  volume.  To 
the  outlet  of  the  ventilation  meter  was  at- 
tached an  adapter  with  a 3-mm.  diameter 
orifice  to  provide  some  resistance  to  flow 
and  to  assure  proper  closure  of  the  nonre- 
turn valve.  This,  in  turn,  was  connected 
to  a large  plastic  bag  for  the  collection  of 
gas  samples.  These  were  analyzed  for 
oxygen  percentage  with  a Beckman  Oxygen 
Analyzer,  Model  D.  Oxygen  was  delivered 
to  the  nipple  through  a hose  attached  to  a 
Linde  flow  meter  calibrated  from  0 to  15 
L.  per  minute.  Concentrations  of  oxygen 
in  the  collecting  bag  were  determined  for 
flows  of  5,  10,  and  15  L.  per  minute  and 
with  the  flow  meter  valve  full  open  (flush). 

The  effect  of  minute  volume  on  concen- 
tration of  oxygen  was  studied  by  varying 
the  rate  of  compression  of  the  bag  from  10 
to  30  squeezes  per  minute.  Samples  were 

» collected  and  minute  volumes  measured 
for  a one-minute  period. 

Results 

The  results  are  summarized  in  Table  I. 
It  is  evident  that  the  rate  of  delivery  of 
oxygen  had  a substantial  effect  on  oxygen 
concentrations,  but  even  at  the  highest  flow 
there  is  considerable  dilution  by  air.  The 
average  concentrations  achieved  with  vari- 
ous oxygen  flows  were  34  per  cent  at  5 L. 
per  minute,  39  per  cent  at  10  L.  per  minute, 
46  per  cent  at  15  L.  per  minute,  and  74 
per  cent  with  the  flow  meter  valve  wide 
open. 

The  effect  of  increasing  the  minute  vol- 
ume ventilation  on  oxygen  concentration 
at  any  one  oxygen  flow  was  for  practical 
purposes  negligible.  Larger  minute  vol- 
umes tend  to  produce  a slight  reduction  in 
oxygen  concentration  because  regardless  of 
rate  of  compression  of  the  bag,  the  peak 
rate  of  air  inflow  depends  on  the  spring 
action  of  the  bag  and  is  in  excess  of  50  L. 
per  minute. 

Comment 

While  the  manual  resuscitator  is  a useful 
unit  for  ventilating  a patient  with  air  in  an 


A portable  manual  ventilator  that  operates 
independently  of  an  oxygen  supply  is  de- 
scribed. To  achieve  high  oxygen  tensions, 
a nipple  is  provided  at  the  air  intake  valve 
for  attaching  an  oxygen  hose.  However, 
concentrations  of  oxygen  approaching  100 
per  cent  are  not  achieved  since  this  device 
does  not  prevent  air  from  being  drawn  into 
the  bag.  Oxygen  concentrations  were  studied 
and  the  highest  was  74  per  cent  with  the  valve 
wide  open.  While  the  manual  resuscitator 
is  useful  in  an  emergency,  a simple  bag  and 
mask  delivering  pure  oxygen  would  be  more 
satisfactory,  as  would  a resuscitator  with  an 
air  intake  shutoff. 


emergency,  it  is  inefficient  and  wasteful 
when  used  with  oxygen.  A simple  bag  and 
mask  attached  to  an  oxygen  line  can  deliver 
pure  oxygen  and  would  be  more  satisfactory 
for  resuscitation  when  oxygen  is  available. 

A suitable  alternative  would  be  to  pro- 
vide the  manual  resuscitator  with  an  air 
intake  shutoff  for  use  when  the  oxygen  line 
is  attached.  This  would  prevent  the  dilu- 
tion of  the  oxygen  by  air. 

If  the  resuscitator  is  not  modified,  flows 
of  oxygen  in  excess  of  15  L.  per  minute 
should  be  delivered  to  obtain  the  high 
concentrations  desirable  for  resuscitation. 

Summary 

A manual  resuscitator  (Ambu)  designed 
for  emergency  ventilation  of  patients  using 
air  is  not  an  efficient  unit  for  administering 
oxygen  under  intermittent  positive  pres- 
sure because  of  air  dilution.  Oxygen  con- 
centrations obtained  were  34  per  cent  at  5 
L.  per  minute  oxygen  flow,  39  per  cent  at 
10  L.  per  minute,  and  46  per  cent  at  15  L. 
per  minute.  A simple  bag  and  mask  when 
attached  to  an  oxygen  line  gives  concen- 
trations approaching  100  per  cent  and 
would  be  more  suitable  for  resuscitation 
when  oxygen  is  available. 

Cooperstown,  New  York  13326 
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Scanning  is  defined  as  the  process  of 
systematically  mapping  out  the  distribution 
of  a radioactive  substance  within  an  organ 
or  organ  system.  Modern  day  scanning 
technics  were  born  in  1950  when  Cassen, 
Curtis,  and  Reed1  developed  the  sodium 
iodide  scintillation  crystal,  which  is  the 
basic  detection  device  utilized  in  almost  all 
modern-day  scanning  equipment. 

Developments  in  the  field  of  radioisotopic 
scanning  having  occurred  at  a torrid  pace  in 
the  past  several  years  and  have  progressed 
along  two  major  lines.  The  appearance  of 
new  and  better  radiopharmaceuticals  for 
organ  visualization  has  been  quite  rapid 
because  of  the  tireless  efforts  and  ingenuity 
of  the  many  investigators  in  the  field.  In 
addition,  the  development  of  more  sensitive 
instrumentation  to  keep  pace  with  the  new 
radionuclides  introduced  has  allowed  the 
physician  to  obtain  more  useful  in- 

* Contributed  section  on  Brain  Scanning. 


formation,  at  a more  rapid  pace,  to  aid  him 
in  the  evaluation  of  a clinical  problem. 

Principle  of  scanning 

The  sodium  iodide  crystal  is  the  “heart” 
of  a scintillation  scanner.  It  is  generally 
thallium  activated  for  enhanced  activity. 
At  present,  most  commercially  available 
machines  have  either  a 3-  or  5-inch  diameter 
crystal.  The  crystal  is  surrounded  and 
protected  by  metallic  shielding  known  as  a 
collimator.  The  focusing  collimator  pres- 
ently in  use  is  especially  designed  with 
numerous  apertures  to  increase  the  sen- 
sitivity of  the  system  without  causing  any 
substantial  loss  in  spatial  resolution. 

The  crystal  is  “viewed”  by  a multiplying 
phototube.  When  gamma  rays,  emitted 
from  an  isotope  within  the  patient’s  body, 
strike  the  crystal,  flashes  of  light  or  scin- 
tillations are  produced.  These  are  con- 
verted to  electrical  pulses  by  the  photo- 
multiplier tube.  The  intensity  of  these 
electrical  pulses  is  directly  proportional  to 
the  energy  of  the  particular  gamma  ray 
interacting  with  the  crystal.  Every  radio- 
isotope has  its  own  characteristic  gamma 
photons  with  specific  energies. 

Scintillation  detectors  are  equipped  with 
spectrometers  that  analyze  the  electrical 
information  received  from  the  detector  and 
allow  only  certain  chosen  gamma  rays  to 
pass  through  into  the  recording  system  of 
the  scanner.  This  selective  process  is 
often  referred  to  as  pulse  height  analysis. 
A knowledge  of  the  physical  properties  of 
an  isotope  will,  therefore,  allow  one  to 
accept  only  those  gamma  rays  that  are 
unique  to  the  particular  radionuclide  being 
used. 

The  recording  of  the  radioactive  event  is 
performed  in  two  ways  in  the  conventional 
scanning  system.  Light  energy  from  a 
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cathode  ray  tube  activates  the  photo- 
graphic emulsion  on  x-ray  film  and  creates 
what  is  known  as  the  “photoscan.”  Also, 
mechanical  energy  drives  a pencil  stylet 
which  burns  dots  on  specially  treated 
teledeltos  paper  giving  rise  to  the  “dotscan.” 
When  the  appropriate  radionuclide 
reaches  its  maximum  anticipated  con- 
centration, the  probe  is  mechanically 
moved  across  the  target  area  in  a rectilinear 
fashion.  The  amount  of  radiation  beneath 
the  probe  is  detected,  amplified,  and  re- 
corded in  the  manner  described  previously. 
The  scanner  detects  differences  in  the  con- 
, centration  of  radioactivity  as  it  moves  from 
point  to  point.  Some  modern  equipment 
further  dramatizes  these  differences  by 

(utilizing  such  principles  as  light  diffusion2 
and  color  scanning.3-5 


Radiopharmaceuticals 

In  all  clinical  work  with  radioisotopes, 
one  must  obtain  the  maximum  amount  of 
information  with  a minimum  amount  of 
radiation  exposure  to  the  patient.  The 
achievement  of  this  basic  principle  has  re- 
sulted in  the  search  for  radionuclides  with 
a short  effective  half-life  within  the  body. 
Drugs  with  rapid  radioactive  decay  (short 
physical  half-life)  and  compounds  that  are 
quickly  excreted  from  the  body  (rapid 
biologic  half-life)  are  the  major  methods  by 
which  this  is  accomplished. 

Since  we  are  dealing  solely  with 
diagnostic  procedures  effected  by  external 
counting  devices,  we  are  interested  only  in 
the  gamma  emissions  of  the  nuclide.  Beta 
radiation,  because  of  its  very  limited  range 
in  tissue,  contributes  only  to  the  patient’s 
exposure  dosage  and  not  at  all  to  the 
diagnostic  procedure.  Therefore,  the  use  of 
pure  gamma  emitters  is  a desirable  char- 
acteristic to  be  looked  for  in  the  choice  of  a 
scanning  agent.  In  the  past  two  years,  the 
appearance  and  increased  use  of  the  short- 
lived isotope  technetium  99m  has 
enabled  us  to  fulfill  almost  all  of  the  neces- 
sary prerequisites  for  the  ideal  scanning 
agent.  This  will  be  discussed  in  the  brain 
scanning  section.  In  general,  the  exposure 
to  the  patient  from  any  of  these  diagnostic 
isotope  procedures  is  quite  minimal  and 
safe.  In  most  instances,  they  deliver 
significantly  less  radiation  than  the  usually 
performed  radiographic  procedures.  The 
physical  amount  of  material  that  is 


generally  utilized  in  scanning  almost  always 
represents  only  a small  fraction  of  what  is 
needed  to  obtain  a pharmacologically 
effective  level.  Therefore,  there  are  very 
few  contraindications  to  the  performance  of 
these  examinations. 

The  ideal  type  of  scanning  agent  is  one 
that  selectively  localizes  and  concentrates 
in  a specific  organ  or  organ  system.  This  is 
true  of  most  of  our  currently  available 
agents.  Disease  in  the  organ  will  generally 
not  concentrate  the  radionuclide,  resulting 
in  “filling  defects”  or  “cold  spots”  in  the 
scan.  In  some  instances,  however,  it  is  the 
abnormal  tissue  itself  that  concentrates  the 
radioactive  compound  and  gives  “hot 
spots”  on  the  scan,  for  example,  bone 
scanning  with  strontium  85  or  brain  scan- 
ning with  mercury  197  chlormerodrin. 

In  the  following  discussions  of  various 
organ  systems,  the  rationale  on  which  each 
of  these  diagnostic  procedures  is  based 
will  be  indicated.  In  addition,  a discussion 
of  the  clinical  usefulness  as  well  as  the 
specific  indications  for  the  particular  study 
will  be  presented.  Pertinent  data  regarding 
radiation  dosage  to  the  patient  also  will  be 
included  whenever  possible. 


Brain  scanning 

Localization  of  brain  lesions  with  radio- 
active isotopes  is  based  on  the  differences 
in  count  rate  obtained  over  brain  lesions 
and  the  surrounding  normal  brain. 
Generally  speaking,  brain  lesions  show  up 
because  there  is  more  radioactive  isotope  in 
and  around  the  lesion  than  in  the  normal 
brain  surrounding  the  lesion.  Only  oc- 
casionally is  a brain  lesion  demonstrated 
as  a “cold”  area.  This  all-important  tumor- 
to-brain  ratio  is  usually  between  10  and  20 
to  1. 

Rationale 

Even  in  the  era  before  the  development 
of  the  photomultiplier  tube  which  led  to 
scanning  as  we  know  it  today,  knowledge  of 
count  rate  differentials  between  brain 
lesions  and  normal  brain  allowed  localiza- 
tion of  brain  lesions  both  preoperatively 
and  at  the  time  of  operation.  Thus, 
Selverstone  exploited  the  uptake  of  radio- 
active P32  by  the  phospholipid  and  pro- 
tein fractions  of  gliomas  to  localize  tumors 
at  the  time  of  operation.  The  uptake  by 
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these  tumors  resulting  in  a counting  ratio 
between  5 : 1 and  100 : 1 (tumor  to  normal 
brain)  allowed  97  per  cent  of  the  lesions  to 
be  localized.  Of  course,  the  beta  emitters 
like  phosphorus  could  be  used  only  at  the 
time  of  operation.  Other  workers  used 
gamma  and  positron  emitters  for  localiza- 
tion in  this  prescanning  era.  K42  was  one 
of  the  first  gamma  emitters  used  for  pre- 
operative localization.  It  was  known  that 
the  uptake  of  potassium  ions  by  gliomas 
and  other  tumors  was  comparable  to  that 
of  phosphorus.  However,  because  of  the 
extremely  high  energy  of  the  gamma  rays 
of  K42,  1,500  kev,  collimation  could  not 
be  achieved.  A technic  was  developed  for 
the  localization  of  brain  lesions  using  the 
gamma  emission  of  I131  by  Moore.6  The 
energy  of  the  gamma  emission  of  I131,  360 
kev,  allowed  effective  collimation.  He 
first  employed  radioactive  diiodo- 
fluorescein  and  later  used  radioactive  iodi- 
nated  serum  albumin.  Positron  emitters 
also  were  used  in  this  prescanning  era. 
Cu64-labeled  pthalocyanine  was  employed 
by  Wrenn,  Good,  and  Handler  in  1951, 7 and 
As79  was  employed  by  Brownell  and  Sweet 
in  1953.8  Other  radioactive  isotopes  em- 
ployed in  the  localization  of  brain  lesions 
will  be  discussed  in  the  next  section  of  this 
report  labeled  “Radiopharmaceuticals.” 

The  exact  mechanism  whereby  brain 
lesions  are  localized  using  radioactive  iso- 
topes is  still  the  subject  of  exploration. 
Several  interesting  technics  are  being  em- 
ployed in  the  investigation  of  this  problem. 
One  technic  involves  measuring  radio- 
activity of  minute  pieces  of  tissue  (tumor, 
adjacent  brain,  and  distant  brain)  in  a scin- 
tillation well  counter  at  different  times  after 
intravenous  injection  of  a particular  radio- 
active labeled  compound.  A second  technic 
involves  the  use  of  autoradiography.  Cer- 
tain new  technics  have  been  employed  to 
study  subcellular  sites  of  localization  of 
various  radioisotopes;  these  include  direct 
inspection  with  the  electron  microscope  of 
brain  lesions  containing  radioactive  serum 
albumin.9  The  iodinated  human  serum 
albumin  is  thought  to  be  visualized  intra- 
and  extracellularly  as  black  osmiophilic 
particles. 

A second  technic  capable  of  localization 
at  a subcellular  level  utilizes  the  ultracentri- 
fuge. Several  radioisotopes  have  been 
studied  in  this  way  to  determine  whether 


these  isotopes  are  taken  up  intracellularly  or 
whether  they  remain  mainly  in  the  extra- 
cellular space.10  Still  another  technic 
which  lends  itself  to  analysis  of  the  sites  of 
subcellular  localization  of  chlormerodrin 
utilizes  tritiated  chlormerodrin  which  is 
not  labeled  with  radioactive  mercury.11 
Radioautographs  are  obtained  for 
examination  with  the  light  microscope  and 
with  the  electron  microscope.  Microscopic- 
examination  of  the  radioautographs,  which 
are  directly  superimposed  on  the  tissue, 
allows  certain  conclusions  to  be  reached 
about  the  properties  of  chlormerodrin.12 
This  compound  is  widely  used  in  brain  scan- 
ning when  it  is  labeled  with  Hg203  or  Hg197. 

It  is  expected  that  studies  such  as  these 
will  allow  better  evaluation  of  such  prob- 
lems as:  (1)  the  site  of  binding  of  various 

radioactive  compounds;  (2)  the  optimum 
time  for  scanning  of  various  lesions;  histo- 
logic differences  and  their  effect  on  count 
rate  at  any  given  time;  and  (3)  the  effect  of 
edema  on  the  brain  scan. 

Radiopharmaceuticals 

A complete  list  of  the  isotopes  used  in 
this  country  and  abroad  for  brain  scanning 
is  extensive.  All  will  not  be  discussed  in 
this  report.  The  agents  that  are  most 
widely  used  are  radioactive  mercury-labeled 
chlormerodrin,  iodinated  human  serum  al- 
bumin, and  technetium  99m  pertechnetate. 
Something  about  the  history  of  brain 
scanning  with  radioactive  iodine  has  been 
mentioned  in  the  preceding  discussion. 
The  use  of  radioactive  mercury  203  was 
suggested  to  Blau  and  Bender13  by  Bell  and 
others  at  the  Oak  Ridge  National 
Laboratory.  Hg203  was  noted  to  have  cer- 
tain physical  advantages  over  iodine  131. 
The  major  gamma  emission  of  I131  is  at 
0.36  mev,  87  per  cent,  but  there  are  two 
gamma  rays  with  higher  energies  which  can 
originate  outside  the  target  area  and  reach 
the  detector  by  penetrating  collimator 
septa.  The  gamma  emission  of  Hg203  is 
abundant,  83  per  cent  of  disintegrations, 
and  its  energy,  0.28  mev,  is  low  enough  to 
be  focused  well  by  a 19-hole  collimator. 
Another  physical  advantage  stems  from  the 
fact  that  the  beta  radiation  of  Hg20  3 is  of 
lower  energy  than  the  four  betas  from  I131. 
Certain  other  advantages,  also  related  to 
patient  radiation,  result  from  the  fact  that 
the  small  molecule  of  chlormerodrin  has  a 
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TABLE  I.  Dosage  of  radiopharmaceuticals 


Radiopharmaceu  t ical 

Usual 

Adult 

Dosage 

(Microcuries) 

Physical 

Half-Life 

(Days) 

Energy  of 
Major  Gamma 
Emission 
(Kiloelectron 
Volts) 

Time  for 
Scanning 
(Hours 
After 
Injection) 

Total 

Body 

Radiation 

(Rads) 

Dosage  to  Main 
Target  Organ  (Rads) 

Iodinated  human  serum 
albumin 

400  IV 

8.1 

360 

24 

i 

2.5  (blood) 

Hg203  chlormerodrin 

700  IV 

45.7 

280 

2 'A 

0.4 

37.0  (kidney) 

Hg197  chlormerodrin 

700  to  1,000 
IV 

2.6 

77 

21/2 

0.09 

3 . 5 (kidney) 

Technetium  99m 
pertechnetate 

10,000  orally 
or  IV 

6 hours 

140 

V* 

0.12 

2.9  (upper  large  intes- 
tine, orally) 

0.96  (upper  large  intes- 
tine IV) 

* Dosage  calculations  assume  pretreatment  with  Lugol’s  solution  in  the  case  of  iodinated  human  serum  albumin  or  with  per- 
chlorate in  the  case  of  technetium  99m.  Dosage  calculation  does  not  take  into  consideration  blocking  dose  of  “cold”  mercury 
before  administration  of  Hg203  or  Hg197. 


much  shorter  biologic  half-life  than  the 
large  molecule  of  serum  albumin. 

Hg197  has  a short  physical  half-life  of 
2.6  days  compared  with  Hg203  which  has  a 
physical  half-life  of  forty-six  days.  When 
this  isotope  is  used  in  the  chlormerodrin  in- 
stead of  Hg203,  the  radiation  dosage  that  the 
patient  receives  is  further  minimized.  How- 
ever, the  gamma  emission  of  Hg197  is  con- 
siderably lower  than  that  of  Hg203,  and  this 
fact  theoretically  might  limit  its  usefulness, 
since  most  of  the  gamma  emissions  in 
distant  lesions  might  be  absorbed  before 
reaching  the  scintillation  detector.  In 
practice,  this  seldom  seems  to  happen. 

Technetium  99m  is  employed  in  many 
centers  throughout  the  country  for  brain 
scanning.  Its  advantages  are  attributed  to 
its  short,  six-hour  physical  half-life. 
Extremely  large  doses,  such  as  10  me.,  can 
be  given  safely  because  of  this  short  half-life. 
Extremely  high  count  rates  are  obtained  in 
the  area  of  the  brain  lesion,  and  these  larger 
count  rates  are  exploited  to  improve  the 
resolution  of  the  lesion  and  to  speed  up  the 
brain  scan.  The  form  of  technetium  used  in 
brain  scanning  is  the  pertechnetate  ion 
(Table  I). 

Technic 

Technic  is  contingent  on  which  of  the 
various  radioisotopes  are  used  as  well  as  the 
apparatus  available.  The  most  widely 
used  are  the  rectilinear  scanners  with  single 
crystals.  However,  in  several  centers, 
scanning  is  done  in  a rectilinear  fashion 
using  two  or  even  four  crystals.  In  this 
manner,  one  or  more  views  may  be  obtained 
at  a given  time.  In  certain  centers  the 
scanning  is  done  with  a so-called  contour 
technic  in  which  two  probes  are  used,  one 


counting  from  each  hemisphere  simul- 
taneously. More  sophisticated  equipment 
is  available  but  is  not  widely  used  because 
of  economic  and/or  special  use  con- 
siderations. Such  equipment  includes  the 
Anger  camera,  image  intensification  ap- 
paratus, multicrystal-multidetector  scan- 
ners, and  body  section-scanning  apparatus. 
These  will  not  be  discussed  in  this  report. 

In  our  center,  the  radiopharmaceutical 
generally  used  is  Hg197  labeled  chlormero- 
drin. Our  apparatus  is  a Picker  Magna- 
scanner  with  a 3-inch  crystal.  A dose  of 
about  900  microcuries  of  Hg 197  is  used  in  the 
average  adult.  We  do  not  use  a blocking 
dose  of  meralluride  injection  (Mercuhydrin), 
advocated  by  Blau  and  Bender13  when 
we  use  mercury  197,  but  we  do  give  the 
blocking  dose  of  “cold”  mercury  when  we 
plan  to  use  mercury  203-labeled  chlor- 
merodrin. Radiation  dosage  to  the  kid- 
neys is  not  excessive  when  Hg197  is  given 
without  a blocking  dose  of  “cold”  mer- 
cury. 

We  generally  wait  two  and  one-half 
hours  before  scanning  except  in  those  situa- 
tions when  an  arteriovenous  malformation 
is  clinically  suspected.  Here  the  scan  is 
performed  only  one  hour  or  so  after  the 
injection  of  the  radioactive  compound. 
The  one-hour  scan  is  desirable  to  show  such 
lesions  as  arteriovenous  malformations 
because  these  lesions  are  depicted  mainly  by 
the  radioactive  mercury  circulating  within 
the  abnormal  vascular  channels  rather  than 
by  the  radioactive  mercury  which  has  left 
the  abnormal  channels  to  find  its  way  into 
the  adjacent  brain.  This  is  true  whether  or 
not  the  arteriovenous  malformation  has 
bled.  In  fact,  in  our  experience,  it  is  more 
common  to  visualize  an  arteriovenous 
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malformation  that  has  not  bled  than  it  is  to 
visualize  one  that  has  bled. 

Fairly  often,  twenty-four-hour  scans  are 
obtained  either  to  show  chronic  subdural 
hematomas  to  better  advantage  or  to  im- 
prove visualization  of  gliomas  or  metastatic 
tumors.  Twenty-four-hour  scans  have  the 
advantage  of  showing  a “cooler”  vascular 
rim  to  contrast  with  the  brain  lesion.  Also, 
it  has  been  found  that  certain  tumors  show 
up  better  at  twenty-four  hours  because  of 
the  greater  differential  between  the  lesion 
and  the  surrounding  brain  at  that  time; 
the  combination  of  isotope  in  the  direct 
area  of  the  tumor  and  of  isotope  which  has 
found  its  way  into  the  edema  surrounding 
the  tumor  at  twenty-four  hours  makes  for  a 
greater  differential  between  the  lesion, 
including  its  edematous  border,  and  the 
brain  than  is  seen  at  two  and  one-half 
hours.14  Extracerebral  hematomas  also 
are  frequently  seen  to  better  advantage  at 
twenty-four  hours.  This  is  so  because  the 
blood  level  of  the  radioactive  mercury- 
labeled  chlormerodrin  responsible  for  the 
shadow  of  the  vascular  rim  has  dropped 
considerably  after  an  interval  of  twenty- 
four  hours,  while  at  the  same  time  con- 
siderable radioactive  mercury-labeled  chlor- 
merodrin has  found  its  way  into  the  con- 
tents of  the  extracerebral  hematoma  and  has 
been  hound  there.  Thus,  the  contents  of 
the  extracerebral  hematoma  are  not  cleared 
of  radioactive  mercury  to  nearly  the  same 
extent  as  the  circulating  blood.12 

We  have  been  using  a 19-hole  Picker 
collimator  which  has  been  available  for 
some  time  and  which  was  designed  for  a 
high-energy  gamma  emitter  such  as  I131  or 
Au198.  We  have  recently  switched  to  a col- 
limator Picker  has  made  available  which  is 
designed  for  a weaker  gamma  emitter.  This 
allows  us  to  scan  more  rapidly  and  to  re- 
solve the  lesions  better,  since  the  count  rate 
is  increased  several  fold. 

The  paper-dot  scan  is  set  up  so  that 
maximum  information  is  obtained.  To  do 
this,  the  background  count  rate  cutoff  is  set 
at  a fairly  low  figure.  The  controls  for  the 
photodot  scanning  are  set  according  to  the 
maximum  and  minimum  count  rates  ob- 
tained. 

Since  brain  scans  are  performed  in  our 
section  only  after  careful  neurologic  evalua- 
tion of  the  patient,  it  is  usually  known 
which  lateral  projection  is  appropriate. 


and  frequently  we  know  in  advance  whether 
the  supine  or  prone  position  will  best  show 
the  suspected  lesion.  When  clinical  infor- 
mation is  available  which  lateralizes  the 
lesion,  usually  one  lateral  scan  is  sufficient. 
Occasionally,  the  other  lateral  will  have  to 
be  done.  Whether  or  not  both  laterals  are 
required  depends  on  the  distance  of  the 
lesion  from  the  face  to  the  collimator  and 
on  the  isoresponse  curves  for  the  particular 
radioisotope  and  collimator.  Time  does 
not  usually  allow  us  to  perform  four  views, 
because  it  takes  approximately  one  and 
one-half  to  two  hours  to  obtain  the  two 
basic  views  in  our  patients,  and  we  have  a 
fairly  heavy  scanning  load.  This  is  a result 
of  the  fact  that  we  use  scanning  as  a screen- 
ing procedure  in  a hospital  with  a large 
service  for  neurologic  disease. 

We  use  several  landmarks  which  are 
marked  on  the  paper-dot  scan  and  then  are 
transferred  to  the  photodot  scan  after  it  has 
been  developed.  For  the  patient  in  the 
supine  position,  the  nasion  is  marked. 
On  the  lateral  view  we  mark  the  nasion, 
the  outer  canthus,  and  the  external 
auditory  meatus.  In  the  prone  view  we 
mark  the  junction  between  the  arch  of  the 
atlas  and  the  occiput.  Exploiting  our 
relatively  high  count  rates,  we  usually 
have  no  trouble  in  seeing  the  margin  of  the 
head  rather  sharply  and  in  resolving  the 
large  normal  vascular  structures  well. 
Therefore,  it  is  not  usually  necessary  for 
us  to  draw  the  outline  of  the  skull  over  the 
scan  to  orient  ourselves.  For  those 
interested  in  a more  refined  way  of  handling 
the  landmark  problem,  Marryat  and  Bull16 
have  described  an  apparatus  which  makes 
it  easy  to  produce  the  photodot  scan  on  a 
sheet  of  film  on  which  a light  radiograph  of 
the  skull  has  been  rendered.  This  is  done 
in  such  a way  as  to  obtain  point-to-point 
correlation  between  the  scan  and  the  radio- 
graph. 

Normal  scan 

A little  experience  is  necessary  to  become 
acquainted  with  the  normal  scanning  pat- 
terns in  the  supine,  prone,  and  lateral  pro- 
jections (Fig.  1). 

Supine.  In  the  supine  position,  the 
vascular  rim  is  symmetrical.  Facial  struc- 
tures below  the  nasion  are  registered  as 
areas  of  high  radioactivity. 

Prone.  In  the  prone  position,  symmetry 
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FIGURE  1.  Normal  brain  scan  (A)  with  patient  in  supine  position;  nasion  marked  by  large  black  triangle, 
vascular  rim  faint  on  this  particular  normal  scan;  there  are  a few  black  dots  high  in  midline  over  superior 
sagittal  sinus.  (B)  With  patient  in  prone  position;  occipital-cervical  junction  indicated  by  black  triangle 
in  center  of  area  of  high  activity,  torcular  Herophili  (confluence  of  sinuses)  indicated  by  arrow  labeled  "0," 
stubby  black  arrow  points  to  superior  sagittal  sinus  coursing  toward  torcular  Herophili,  and  thin  black  arrow 
indicates  left  transverse  sinus  on  right.  (C)  Right  lateral  view  (right  side  of  patient’s  head  facing  detector); 
large  black  triangle  labels  nasion,  black  rectangle  labels  external  auditory  meatus,  black  arrow  marked  "0” 
indicates  torcular  Herophili,  and  thin  black  arrow  points  to  lateral  sinus;  note  that  vascular  rim  increases  in 
size  as  it  runs  posteriorly. 


of  the  vascular  rim  is  usual  down  to  the 
level  of  the  posterior  fossa.  Because  the 
lateral  sinus  on  one  side  is  frequently 
larger  than  the  lateral  sinus  on  the  other 
side,  asymmetry  below  the  level  of  the 
external  occipital  protuberance  is  common. 
In  the  middle  of  the  scan  of  the  patient  in 
the  prone  position  there  is  a stripe  which  is 
the  representation  of  the  superior  sagittal 
sinus. 

Lateral.  In  the  lateral  projection,  the 
superior  vascular  rim  increases  in  width  as 
it  runs  posteriorly.  This  is  because  the 
superior  sagittal  sinus  increases  in  size  as  it 
receives  more  tributaries.  Anteriorly,  above 
the  nasion,  there  is  not  much  activity 
normally.  Blood  in  the  face,  scalp,  and  mus- 
cles is  responsible  for  the  high  count  rates 
below  the  base  of  the  skull.  This  cuts  off 
rather  sharply  a centimeter  or  so  above 
a line  which  is  drawn  connecting  the  nasion 
and  the  external  auditory  meatus.  How- 
ever, in  the  area  of  the  sella,  normal  vascu- 
lar anatomy  is  frequently  partially  demon- 
strated. The  vessels  responsible  here  are 
the  carotid  arteries  and  the  venous  chan- 
nels. Also,  usually  recognizable  in  the 
lateral  scan  is  the  lateral  sinus  running  from 
the  region  of  the  torcular  Herophili  pos- 
teriorly to  the  landmark  for  the  external 
auditory  meatus  anteriorly. 

Clinical  applications 

We  have  employed  scanning  as  a screen- 
ing tool  for  the  most  part,  that  is,  brain 


scans  are  obtained  after  careful  neurologic- 
evaluation  of  the  patient  and  before 
contrast  studies  are  employed.  Seldom 
is  scanning  used  in  place  of  contrast  studies, 
since  the  kinds  of  information  obtained  are 
different.  It  is  true  that  scanning  may  at 
times  be  more  informative,  while  at  other 
times  the  conventional  contrast  studies 
such  as  pneumoencephalography  and  angi- 
ography may  be  more  informative. 

The  desideratum  of  a screening  procedure 
is  that  it  have  a minimum  number  of  false 
positive  findings.  False  positives  are  not 
too  bothersome  if  they  are  not  too  frequent. 
Additional  studies  will  reveal  that  they  are 
indeed  false  positives.  However,  false 
negatives  escape  from  the  net  because 
they  are  not  followed  by  additional  studies. 
We  have  had  few  false  negatives.  Among 
the  false  negatives  have  been  a large  cystic 
astrocytoma  in  the  frontal  area  of  a child,  a 
subdural  hematoma,  and  several  cases 
where  small  metastases  were  less  than  a 
size  which  could  be  resolved  by  scanning. 
Other  false  negatives  have  occurred  where  a 
lesion  is  situated  in  the  posterior  fossa.  We 
have  demonstrated  some  posterior  fossa 
lesions,  such  as  acoustic  neurinomas,  but 
generally  do  not  rely  on  scanning  in 
posterior  fossa  problems  (Fig.  2).  The 
posterior  fossa  is  a difficult  place  to  dem- 
onstrate lesions  because  of  the  abundance 
of  vascular  structures  overlying  the  region. 
The  false  negatives  mentioned  previ- 
ously have  been  examples  of  surgically 


August  1,  1966  / New  York  State  Journal  of  Medicine  2025 


sis),  but  these  are  not  counted  by  us  as  false 
negatives  in  the  sense  that  they  are  not 
surgically  significant  lesions. 

We  feel  that  the  primary  place  of  scan- 
ning is  in  those  cases  where  doubt  exists  as 
to  whether  or  not  a contrast  study  should 
be  performed.  This  doubt  may  arise  from 
the  fact  that  there  is  a paucity  of  clinical 
signs.  The  doubt  also  may  arise  because  it 
is  thought  that  the  suspected  condition  is 
nonsurgical  rather  than  surgical.  For 
example,  Figure  3 shows  a frontal 
meningioma  in  a man  fifty-two  years  old 
who  had  only  one  seizure.  There  were  no 
neurologic  findings,  and  his  spinal  fluid  was 
unremarkable.  He  most  likely  would  not 
have  had  angiography  had  it  not  been  for 
the  positive  scan.  Angiography  was  posi- 
tive and  showed  features  indicating  that 
the  lesion  was  a meningioma;  the 
meningioma  was  removed.  Figure  4 is  an 
example  of  an  arteriovenous  malformation 
which  had  not  bled.  The  patient  was  an 
adolescent  female,  and  the  clinical  picture 
was  such  as  to  suggest  a diagnosis  of 
pseudotumor  of  the  cerebrum.  She  too 
would  probably  not  have  had  angiography 
had  it  not  been  for  the  positive  scan.  The 
lesion  proved  angiographically  to  represent 
an  arteriovenous  malformation.  We  also 
may  include  in  this  category  of  cases, 
where  doubt  exists  about  histologic 
diagnosis,  those  cases  showing  plain-film 
changes  which  might  be  interpreted  as  rep- 
resenting a meningioma  but  where  the 
diagnosis  is  not  certain  and  where  a dif- 
ferential diagnosis  of  fibrous  dysplasia  or 
osteoma  is  entertained.  In  several  of  these 
situations,  scanning  has  aided  us  in  making 
the  differential  diagnosis.  We  have  seen  a 
case  recently  where  plain-film  findings  sug- 
gested the  diagnosis  of  meningioma  arising 
from  the  floor  of  the  anterior  fossa,  but  the 
scan  gave  negative  findings.  The  lesion 
proved  to  be  an  osteoma.  The  other  side  of 
the  coin  is  illustrated  by  Figure  5.  Here, 
the  scan  was  very  “hot”  in  the  area  of 
hyperostosis,  but  angiograms  were  un- 
remarkable. At  surgery,  the  meningioma 
was  entirely  within  the  bone. 

We  feel  that  age  is  no  restriction,  and  we 
are  willing  to  scan  children  when  we  think 
information  of  importance  may  be  ob- 
tained. This  is  especially  true  if  a contrast 
procedure  can  thereby  be  obviated. 
A special  place  for  scanning  exists  where  the 


FIGURE  2.  Laminogram  and  brain  scans  on  a 
patient  with  acoustic  neurinoma.  (A)  Laminogram 
at  level  of  internal  auditory  meatuses.  Black 
arrow  pointing  to  region  of  abnormality.  Porus  is 
widened  on  the  right  side.  (B)  Brain  scan  with 
patient  in  prone  position.  Black  arrows  point  to 
area  of  abnormality.  Patient  has  right-sided 
acoustic  neurinoma.  (C)  Right  lateral  brain  scan; 
arrows  just  above  rectangle  marking  external 
auditory  meatus  indicate  area  of  abnormality. 

significant  lesions.  It  is  true  that  there 
are  other  false  negatives,  such  as  infarcts  or 
areas  of  demyelinization  (multiple  sclero- 
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FIGURE  3.  Brain  scans  and  angiogram  on  a patient  with  meningioma.  (A)  Brain  scan  with  patient 
supine.  Arrow  indicates  area  of  abnormality  above  and  to  left  of  nasion.  Lesion  here  is  frontal  menin- 
gioma. (B)  Left  lateral  brain  scan  of  patient;  arrow  points  to  area  of  abnormality  just  in  back  of  nasion. 
(C)  Left  carotid  angiogram,  arterial  phase.  Black  arrow  and  white  arrowheads  indicate  displaced  anterior 
meningeal  artery. 


FIGURE  4.  (A)  Brain  scan  of  patient  in  prone  position.  Large  arteriovenous  malformation,  which  had  not 
bled,  situated  posteriorly  in  left  hemisphere  caused  abnormality  indicated  by  arrow.  (B)  Left  lateral  brain 
scan  of  same  patient.  Arrows  indicate  posteriorly  situated  area  of  abnormality. 


performance  of  a contrast  procedure  may  be 
hazardous.  An  example  of  this  would  be  a 
situation  in  which  there  is  a bleeding 
tendency  of  such  magnitude  as  to 
contraindicate  angiography.  Such  a case 
might  be  a patient  with  chronic  leukemia 
who  is  suspected  of  having  a subdural 
hematoma.  Subdural  hematomas  are 
usually  demonstrated  on  scans  as  a “hot 
vascular  rim.”  The  diagnosis  is  usually 
made  on  the  scan  in  the  supine  or  prone 
position.  The  lateral  scan  is  apt  to  be  non- 
revealing or  may  reveal  a poorly  circum- 
scribed area  of  only  moderately  high 
activity  (Fig.  6).  This  is  true  because  the 
lesion  is  like  a pancake,  and  the  activity 
reaching  the  crystal  is  greatest  when  the 
collimator  is  looking  along  the  greatest 

1 


depth  of  the  lesion.  We  have  missed  only  1 
extracerebral  hematoma  out  of  16.  It  is 
true  that  there  are  a number  of  false 
positives  that  are  encountered  in  these 
situations.  For  example,  a subgaleal 
hematoma  may  resemble  a subdural  hema- 
toma on  the  scan.  Ecchymosis  in  the  facial 
tissues  may  simulate  a subdural  hematoma 
on  the  scan.  Vascular  lesions  at  times 
manifest  the  same  appearance  as  extracere- 
bral hematomas  do,  but,  generally,  vascular 
lesions  give  a different  appearance  (Fig.  7). 
Peripheral  metastatic  disease  also  can  simu- 
late an  extracerebral  hematoma.  As  has 
been  mentioned,  extracerebral  hematomas 
are  demonstrated  because  there  is  leakage 
of  the  radioactive  chlormerodrin  into  the 
extracerebral  fluid  mixture.  It  is  bound 
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FIGURE  5.  Patient  in  whom  scan  indicates  abnormality,  but  angiograms  are  unremarkable.  (A)  Lateral 
skull  film  of  patient  with  area  of  hyperostosis  (black  arrowhead  and  white  arrows)  in  right  posterior  frontal 
region.  There  are  a few  large  vascular  channels  below  this  area.  (B)  Patient  in  supine  position.  Black 
arrowhead  indicates  area  of  abnormality.  (C)  Right  lateral  brain  scan.  Black  arrowhead  indicates  area  of 
abnormality.  (D)  Right  common  carotid  angiogram,  arterial  phase,  anteroposterior  Towne  projection. 
Black  arrow  indicates  callosal-marginal  branch  of  right  anterior  cerebral  artery  in  area  of  hyperostosis. 
There  is  no  displacement  of  this  vessel  or  of  any  adjacent  vessels.  (E)  Right  lateral  common  carotid  angio- 
gram, arterial  phase.  Again,  no  displacement  of  callosal-marginal  artery  (black  arrowhead)  is  demon- 
strated. All  films  in  angiographic  series  are  normal.  Patient  had  meningioma  contained  entirely  within 
the  bone.  There  was  no  intracranial  extension  of  lesion.  (Angiograms  courtesy  of  A.  E.  Zimmer,  M.D.) 


there  and  is  not  cleared  as  rapidly  as  the 
blood  circulating  through  the  vascular  bed. 
This  is  in  contrast  with  what  happens  with 
certain  other  isotopes  such  as  arsenic, 
where  the  greatest  activity  is  found  along 
the  membrane  of  the  extracerebral 
hematoma. 

Another  situation  in  which  scanning 
assumes  special  importance  is  in  those 
cases  where  repeat  examinations  are  neces- 
sary, such  as  when  radiotherapy  has  been 
employed  in  the  treatment  of  a tumor.  It  is 
undesirable  to  subject  such  a patient  to 
repeated  angiographic  sessions,  and  the 
lesions  can  be  followed  well  by  utilizing 
isotope  encephalography  (scanning).  Thus, 
we  have  followed  lesions  which  were  cured 
by  radiotherapy  and  lesions  which  grew  in 
spite  of  radiotherapy. 

Another  special  place  for  scanning  is  in 


the  delineation  of  metastatic  lesions.  At 
times  angiography  is  a far  better  indicator 
of  the  presence  of  metastatic  lesions.  This 
is  true  when  the  lesions  are  vascular  and 
are  small.  However,  many  times  in  dealing 
with  avascular  lesions,  scanning  shows 
several  more  lesions  than  are  suspected 
angiographically.  This  is  especially  true 
when  the  lesions  are  so  placed  as  to  counter- 
act each  other’s  vascular  displacements. 
Figure  8 is  an  example  of  a situation  where 
angiography  has  delineated  a single  lesion, 
while  the  scan  shows  multiple  lesions.  In 
another  situation,  such  as  demonstrated  in 
Figure  9,  it  would  probably  be  futile  to  use 
carotid  angiography  to  demonstrate  the 
presence  or  location  of  lesions,  because  the 
lesions  are  posteriorly  situated  and  might 
well  not  be  demonstrated  by  injection  of 
contrast  material  into  the  anterior  circula- 
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FIGURE  6.  Brain  scan  of  patient  with  subdural 
hematoma.  (A)  Patient  in  prone  position.  Two 
black  arrows  point  to  bilateral  areas  of  abnormality 
contained  within  vascular  rim.  Brain  scan  of  pa- 
tient in  supine  position  is  negative.  (B)  Left  lateral 
brain  scan.  Note  ill-defined  area  of  abnormality 
contained  within  black  arrowheads.  (C)  Left 
carotid  angiogram  with  compression  of  right  ca- 
rotid artery;  anteroposterior  Towne  view.  Black 
arrows  indicate  displaced  cortical  vessels.  Bare 
areas  between  these  vessels  and  inner  table  of 
skull  are  produced  by  chronic  subdural  hema- 
tomas. 


tion.  In  situations  where  multiple  lesions 
are  demonstrated,  radiotherapy  is  usually 
considered  to  be  the  treatment  of  choice 
rather  than  surgery.  We  know  of  one  in- 
stance, however,  of  a single  tumor  where  a 
scan  showed  two  distinct  areas  of  high  up- 
take. This  was  due  to  an  area  of  poor 
uptake  between  two  areas  of  high  uptake. 
The  lesion  was  a glioblastoma  multiforme 
with  areas  of  hemorrhage  and  necrosis. 

We  have  stressed  the  fact  that  scanning 
accurately  depicts  the  size  and  location  of 
lesions.  There  are  many  situations  where 
angiography  does  not  reveal  the  exact  site 
of  a tumor  as  well  as  the  scan.  This  is  true 
for  several  reasons:  (1)  The  angiogram  is 
even  more  sensitive  to  the  effect  of  edema 
than  the  scan  (vascular  displacements  may 
occur  in  areas  quite  distant  from  the  lesion) ; 
and  (2)  the  lesion  may  be  situated  in  a 
“silent”  angiographic  area  (Fig.  10).  Scan- 
ning in  these  situations  gives  the  neuro- 
surgeon invaluable  information  supple- 
menting the  information  obtained  angio- 
graphically. 

Now  that  isotopes  like  technetium  99m 
have  become  available  and  equipment  has 
become  so  sophisticated  as  to  allow  studies 
which  are  dynamic  (meaning  that  they  may 
be  performed  rapidly  and  may  demonstrate 
changes  in  the  isotope  pool  in  the  area  of 
the  lesion),  the  hope  is  that  scanning  will 
allow  the  same  kind  of  informative  state- 
ments about  histology  preoperatively  that 
angiography  now  allows.  This  is  not  to 
say  that  the  information  obtained  on  a 
scan  will  replace  that  obtained  on  angio- 
grams. The  neurosurgeon  still  would  like 
to  know  the  source  of  supply  to  a lesion  as 
well  as  the  drainage  of  the  lesion,  and  scans 
are  not  apt  to  give  this  kind  of  information 
in  the  foreseeable  future.  However,  it  is  to 
be  expected  that  single  or  multiple 
radioisotopes  studies,  perhaps  utilizing  dif- 
ferent radioisotopes  with  serial  examina- 
tions, may  well  provide  meaningful  clues  as 
to  histology. 

Heart  pool  scanning 

The  conventional  chest  film  and  fluoros- 
copy are  the  preliminary  roentgen  methods 
of  evaluating  a patient  with  a suspected 
pericardial  effusion.  However,  they  do  not 
accurately  differentiate  a large  heart  from 
an  effusion. 
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FIGURE  7.  (A)  Left  lateral  brain  scan.  Arrow  indicates  discrete  area  of  abnormality  in  patient  with  occlu- 
sion of  frontoparietal  branch  of  left  middle  cerebral  artery.  Abnormal  area  appeared  several  days  after 
patient’s  ictus  and  then  gradually  disappeared  over  period  of  several  months.  (B)  Left  carotid  angiogram 
of  same  patient,  lateral  view,  arterial  phase.  Arrow  points  to  avascular  area  in  territory  of  frontoparietal 
branch  of  left  middle  cerebral  artery.  Later  films  in  angiographic  series  demonstrated  collateral  filling  in 
area.  (C)  Brain  scan  of  another  patient  in  supine  position.  Patient  has  occlusion  of  right  internal  carotid 
artery  at  its  origin,  but  angiography  also  demonstrated  filling  of  siphon  and  branches  of  internal  carotid 
artery  via  flow  from  external  carotid  artery  into  ophthalmic  artery.  Black  arrows  indicate  that  right  hemi- 
sphere is  hotter  than  left  hemisphere.  (D)  Right  lateral  brain  scan  of  patient  in  (C).  Note  diffuse  areas  of 
abnormality.  This  type  of  pattern  infrequently  seen  with  occlusion  of  internal  carotid  artery.  (E)  Brain 
scan  of  another  patient  in  supine  position.  Left  vascular  rim  indicated  by  arrows  is  colder  than  right  vascu- 
lar rim.  This  type  of  scan  might  be  erroneously  thought  to  be  caused  by  a right-sided  extracerebral  hema- 
toma. Actually,  the  cold  vascular  rim  on  this  and  subsequent  scans  was  due  to  occlusion  of  frontoparietal 
branch  of  left  middle  cerebral  artery.  This  is  a relatively  uncommon  phenomenon.  (F)  Left  common 
carotid  angiogram,  arterial  phase,  of  patient  in  (E).  Black  arrows  indicate  avascular  area.  Later  films  in 
angiographic  series  demonstrated  collateral  flow  into  area. 


FIGURE  8.  (A)  Left  lateral  brain  scan  of  patient  with  carcinoma  of  breast.  Arrows  labeled  "1,”  "2,”  and 
"3”  indicate  metastatic  lesions.  (B)  Lateral  view  of  left  carotid  angiogram,  arterial  phase.  Black  arrow- 
heads indicate  mild  depression  of  roof  of  Sylvian  triangle.  (C)  Early  venous  phase  of  angiographic  series. 
Black  arrowheads  indicate  stain  partially  circumscribing  largest  metastatic  lesion.  Two  smaller  lesions 
could  not  be  diagnosed  angiographically. 


FIGURE  9.  (A)  Brain  scan  of  patient  in  prone  position.  Black  arrows  labeled  “1,”  “2,"  and  ‘'3”  point  to 
areas  of  abnormality.  (B)  Left  lateral  brain  scan  of  same  patient.  Again,  numbered  black  arrows  indicate 
lesions.  These  posteriorly  situated  lesions  are  metastases  from  a bronchogenic  carcinoma.  When 
lesions  are  bilaterally  placed  and  are  posteriorly  located,  they  are  usually  not  demonstrated  by  carotid 
angiography. 


Rationale 

Until  Rejali,  Maclntire,  and  Friedell16 
introduced  the  radioisotope  heart  pool 
scan  in  1958,  contrast  studies  using  either 
a gas  such  as  carbon  dioxide  or  a radio- 
paque material  were  necessary  to  docu- 
ment an  effusion.  The  pressure  injection 
of  contrast  material  has  a definite  morbidity 
and  mortality  in  these  patients,  many  of 
whom  have  compromised  cardiovascular 
systems.  Thus,  the  simpler  accurate 
scanning  procedure  has  gained  popularity. 

Radiopharmaceuticals 

In  heart  pool  scanning,  gamma  emitting 
materials  that  remain  in  a vascular  pool 


like  the  heart  or  aorta  long  enough  to 
be  scanned  are  used.  Initially,  serum 
albumin  tagged  with  I131  was  used.17 
Subsequently,  it  has  been  found  that 
I131  sodium  iodipamide  (Cholografin)  is 
preferable  because  of  its  rapid  clearance  by 
the  polygonal  cells  of  the  liver.18  Because 
of  this  rapid  clearance,  the  whole  body  dose 
is  only  0.025  rads  as  compared  with  0.5 
rads  when  radioiodinated  albumin  is  used. 
The  liver  is  outlined  more  clearly  with  I131 
iodipamide,  making  the  scan’s  interpreta- 
tion easier 

A new  promising  agent  under  investiga- 
tion is  human  serum  albumin  labeled  with 
technetium  99m.19 
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Technic 

We  routinely  block  the  thyroid  gland 
with  Lugol’s  solution.  Ten  drops  are  given 
orally  three  times  a day  for  one  or  two 
days  before  the  scan.  Five  microcuries  per 
kilogram  of  body  weight  of  either  human 
serum  albumin  tagged  with  I131  or  I131- 
labeled  sodium  iodipamide  are  injected 
intravenously.  A 19-hole  focusing  lead 
collimator  and  a spectrometer  window  of 
345  to  395  kev  are  utilized.  The  supine 


FIGURE  10.  (A)  Brain  scan  of  patient  in  supine 
position.  Black  arrows  enclose  area  of  abnormal- 
ity crossing  from  one  hemisphere  to  the  other  at 
level  of  corpus  callosum.  Patient  has  a glioblas- 
toma multiforme  in  butterfly  distribution.  It  has 
crossed  the  corpus  callosum  into  left  hemisphere. 
Patient  was  judged  to  be  inoperable  because  of 
information  contained  on  this  scan.  Angiographic 
series  on  same  patient  showed  the  following. 
(B)  Right  carotid  angiogram,  lateral  view,  arterial 
phase.  Only  abnormality  here  is  slight  depression 
of  roof  of  Sylvian  triangle.  (C)  Intermediate  phase 
of  angiographic  series.  This  is  early  filling  of  two 
frontal  veins  (arrows)  because  of  shunts  in  tumor. 

(D)  Venous  phase  of  angiographic  series.  Deep 
venous  angle  displaced  inferiorly  and  posteriorly. 

(E)  Left  carotid  angiogram  with  compression  of 
right  carotid  artery,  anteroposterior  Towne  view, 
arterial  phase.  Anterior  cerebral  arteries  are 
midline  between  black  arrows.  Left  carotid  angio- 
graphic series  did  not  directly  demonstrate  any 
tumor  in  left  hemisphere. 

scan  is  started  at  the  sternal  notch  at  a 
speed  of  40  cm.  per  minute  fifteen  minutes 
after  the  injection.  It  is  discontinued 
when  about  one  third  of  the  liver  is  seen. 
A 6-foot  supine  anteroposterior  roent- 
genogram of  the  chest  is  made  in  a neutral 
phase  of  respiration.  The  photoscan  is 
superimposed  on  the  roentgenogram. 


A 
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FIGURE  12.  Pericardial  effusion.  There  is  marked 
separation  of  vascular  pools  of  heart  and  liver. 


FIGURE  11.  Normal  heart  pool  scan.  Note  width 
of  vascular  pool  (white  line)  is  greater  than  80 
per  cent  width  of  cardiac  silhouette.  Cardiac 
vascular  pool  is  close  to  liver. 


! Normal  scan 

The  distribution  of  the  isotope  in  the 
heart,  great  vessels,  liver,  and  to  a much 
lesser  extent  in  the  lungs  may  be  visualized 
on  the  photoscan.  The  maximum  trans- 
verse diameter  of  the  cardiac  pool  is  meas- 
ured and  is  divided  by  the  maximum  di- 
ameter of  the  cardiac  silhouette  on  the 
roentgenogram.  The  normal  ratio  is  0.80 
or  greater  (Fig.  11). 


FIGURE  13.  Fleart  pool  and  lung  scan.  Lung  and 
liver  are  demarcated  by  black  lines  and  heart’s 
vascular  pool  by  arrows.  Lung  was  scanned  with 
I l31-labeled  macroaggregated  albumin.  Separation 
between  blood  pools  indicates  pericardial  effusion. 
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FIGURE  15.  Thymoma.  (A)  Chest  film  with  mediastinal  mass  (arrows).  (B)  Heart  pool  scan  showing  that 
mass  was  not  aortic  aneurysm.  Note  tortuous  ascending  aorta. 


Clinical  applications 

Pericardial  effusion.  Sklaroff, 
Charkes,  and  Morse20  demonstrated  in  37 
cases  that  this  ratio  of  0.80  was  a reliable 
parameter  in  diagnosing  pericardial 
effusions.  The  ratio  is  greater  than  0.80 
with  effusions  of  less  than  100  cc.  and  is 
less  than  0.80  with  effusions  of  greater 
than  200  cc.  (Fig.  12).  Accuracy  holds 
in  both  hypertrophied  and  dilated  hearts. 
The  visual  counterpart  of  this  ratio  is  the 
symmetrical  separation  of  the  outer  border 
of  the  cardiac  vascular  pool  from  the  outer 
border  of  the  cardiac  silhouette  on  the 
superimposed  scan  and  roentgenogram. 
An  asymmetrical  separation  should  raise 
the  suspicion  of  a predominantly  non- 
vascular  mediastinal  tumor.  Other  helpful 
parameters  in  the  presence  of  a pericardial 
effusion  are  the  separation  of  the  cardiac 
pool  from  the  liver  and  from  the  pulmonary 
vasculature  on  the  scan. 

A technic  combining  heart  pool  scanning 
and  lung  scanning  has  proved  to  be  another 
method  of  demonstrating  a pericardial 
effusion  (Fig.  13). 

Intracardiac  pathology.  Heart  pool 
scanning  also  has  been  used  to  demonstrate 
intracardiac  tumors  and  thrombi.  They 
appear  as  filling  defects  in  the  area  of  the 
vascular  pool  or  as  localized  defects  on  the 
superimposed  scan  and  roentgenogram.  A 
recent  report  showed  its  potential  useful- 
ness in  ventricular  aneurysms  containing 
clots21  (Fig.  14). 

Mediastinal  masses.  Another  area  of 
application  is  in  differentiating  whether  or 
not  a mediastinal  mass  is  an  aneurysm  or 


primarily  a nonvascular  lesion.  The 
aneurysm  will  be  outlined  by  the  isotope 
whereas  the  tumor  will  not  (Fig.  15).  If 
the  mass  is  partially  filled  on  the  super- 
imposed roentgenogram  and  scan,  a clot 
probably  is  present  in  the  aneurysm. 
Aneurysms  of  the  abdominal  aorta  also  can 
be  visualized  by  this  method. 

Lung  scanning 

The  diagnosis  of  massive  pulmonary 
embolism  has  been  a great  problem  up  to 
the  present  time.  The  signs  and  symptoms 
may  mimic  pneumonia  or  acute  myocardial 
infarction.  Although  the  diagnosis  may  be 
suspected  when  sudden  pleuritic  pain, 
dyspnea,  shock,  hemoptysis,  or  pleural  ef- 
fusion occurs  in  a predisposed  patient, 
such  as  one  with  congestive  heart  failure, 
a bedridden  patient,  or  one  in  the  post- 
operative or  postpartum  state,  modern 
therapeutic  technics  necessitate  documen- 
tation of  the  diagnosis.22 

Rationale 

Often,  the  chest  x-ray  film  and  electro- 
cardiogram give  equivocal  results  in  the 
acutely  ill  patient.  A safe  and  simple 
method  for  detection  of  pulmonary  throm- 
boembolism by  scintiscanning  of  the  lungs 
is  now  available. 

Human  serum  albumin  labeled  with  I131 
in  the  form  of  macroaggregates,  5 to  50 
microns  in  size,  is  retained  in  the  pulmonary 
arterioles  and  capillaries  after  intravenous 
injection.  This  provides  a morphologic  pic- 
ture of  pulmonary  vascularity.  Thus,  the 
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FIGURE  16.  Normal  supine  lung  scan.  Cardiac 
impression  impinges  on  left  lower  lung  field. 


scan  may  indicate  the  site  and  extent  of  a 
pulmonary  embolus  before  the  radiologic 
signs  of  lung  infarction  or  ischemia  are 
evident. 


Radiopharmaceuticals 

Radioiodinated  I131  MAA  (macroaggre- 
gated  human  serum  albumin)  is  the  main 
agent  used  in  lung  scintiscanning.  Taplin 
introduced  this  radionuclide  in  1963,  show- 
ing that  90  per  cent  of  the  intravenously 
injected  MAA  is  retained  in  the  pulmo- 
nary arterioles  and  capillaries.23  The  half- 
time of  the  aggregates  in  the  lungs  is  two 
to  eight  hours.  During  the  period  of  scan- 
ning, less  than  20  per  cent  of  the  material 
leaves  the  lungs.  The  macroaggregates  are 
broken  down  into  smaller  aggregates  which 
are  returned  to  the  blood  stream.  Sub- 
sequently, they  are  phagocytized  by  the 
reticuloendothelial  cells  of  the  liver  and 
spleen.  Eighty  per  cent  of  the  radio- 
activity appears  in  the  urine  within  forty- 
eight  hours,  and  the  total  dose  can  be  ac- 
counted for  in  several  weeks.  The  total 
radiation  exposure  to  the  lungs  and  liver  is 


FIGURE  17.  Chest  films  and  scans  on  fifty-two-year-old  female.  (A)  Initial  chest  film  shows  prominent 
right  pulmonary  artery  and  normally  aerated  lungs.  (B)  Initial  lung  scan  reveals  multiple  pulmonary  em- 
boli (arrows)  in  right  midlung  field,  right  lower  lung  field,  and  left  lower  lobe.  (C)  Chest  film  five  months 
later  reveals  normal  aeration  bilaterally.  (D)  Lung  scan  five  months  after  first  study  shows  normal  per- 
fusion of  right  lung.  Persistent  ischemic  residue  seen  in  left  midlung  periphery  (arrow).  (Courtesy  of 
Philip  M.  Johnson,  M.D.,  Columbia-Presbyterian  Hospital). 
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FIGURE  18.  (A)  Chest  film  reveals  fibrocalcific  changes  in  right  lung  apex  and  hilar  node  calcification. 
(B)  Lung  scan  reveals  generalized  moderate  decrease  in  perfusion  of  right  lung  with  marked  ischemia  in 
right  apex.  Bleb  is  seen  in  left  lung  (arrow)  that  was  not  appreciated  on  chest  film. 


0.3  rads  after  the  standard  dose  of  300 
microcuries. 24  1 1 3 1 has  a physical  half-life  of 
eight  days.  The  peak  gamma  energy  is 
364  kev. 

Extensive  testing  for  potential  toxicity 
has  been  performed  in  dogs,  rabbits,  and 
guinea  pigs.  The  median  lethal  dose  in  rats 
is  approximately  5,000  times  that  used  in 
clinical  scanning  (5  to  30  micrograms  per 
kilogram),  thus  providing  a large  margin 
of  safety.24  There  have  been  no  toxic 
cardiovascular,  cerebrovascular,  or  anti- 
genic reactions  in  man.25  The  possibility  of 
iodine  hypersensitivity  exists,  although  no 
definite  reactions  have  been  reported. 

MAA  tagged  with  chromium-51  is  an- 
other agent  used  for  lung  scanning.  The 
use  of  technetium  99m-MAA  is  under  in- 
vestigation (see  section  on  brain  scanning). 

Technic 

To  decrease  the  uptake  of  I131  by  the 
thyroid,  the  gland  is  blocked  by  10  drops 
of  Lugol’s  solution  administered  orally  the 
day  before  and  several  hours  prior  to  the 
scan.  With  the  patient  lying  supine,  he  is 
instructed  to  inspire  deeply  to  open  basilar 
capillary  beds.  The  scan  is  begun  im- 
mediately after  intravenous  injection  of 
300  microcuries  of  1 131  MAA,  progressing 
from  the  lower  thorax  toward  the  lung 
apices.2*  This  direction  is  chosen  because 
of  the  increasing  amount  of  I181  in  the  liver 
and  spleen  as  the  scan  continues.  A 
posterior  scan  with  the  patient  in  the  prone 


position  is  performed  as  well.  The  total 
time  necessary  to  complete  the  lung  scan  is 
approximately  one  hour. 

The  19-hole  focusing  lead  collimator  is 
employed.  The  spectrometer  window  is 
set  for  345  to  395  kev  to  encompass  the 
peak  gamma  energy  of  I131.  A scan  speed 
of  40  to  45  cm.  per  minute  is  used  with  a 
line  spacing  of  3.4  cm. 

Normal  lung  scan 

In  the  normal  subject,  both  lungs  are 
entirely  visible  posteriorly.  In  the  anterior 
projection,  the  left  costophrenic  region  is 
partly  obscured  by  the  heart  (Fig.  16). 
On  the  anterior  scan,  the  apical  regions  of 
the  lungs  are  slightly  obscured  by  the 
clavicles. 

Clinical  applications 

Pulmonary  thrombo-embolism.  Pul- 
monary emboli  produce  areas  of  relative 
ischemia  in  the  region  of  lung  supplied  by 
the  obstructed  artery,  whether  or  not  in- 
farction has  occurred.  This  is  reflected  as 
wedge-shaped  or  crescentic  areas  of 
decreased  radioactivity  in  the  scan  (Fig. 
17).  Large  avascular  areas  may  be  seen. 
It  is  well  known  that  both  lungs  are 
generally  involved  in  massive  pulmonary 
embolism.  The  scan  may  indicate  several 
avascular  areas  bilaterally.27-29 

The  important  diagnostic  feature  of  the 
lung  scan  is  the  detection  of  pulmonary  is- 
chemic regions  before  the  radiographic 
signs  of  pulmonary  infarction  are  mani- 


2036  New  York  State  Journal  of  Medicine  / August  1,  1966 


fest.30  Whereas  the  chest  x-ray  is  a re- 
flection of  pulmonary  infarction,  the  scan 
findings  are  independent  of  whether  or  not 
infarction  occurs.  Although  x-ray  findings 
may  be  present  in  a suspected  embolus,  a 
lung  scan  may  reveal  ischemic  areas  in 
regions  appearing  unaffected  in  the  radio- 
graph. 

The  scan  offers  a safe,  reasonable,  and 
simple  screening  procedure  before  pul- 
monary angiography.  In  addition,  serial 
studies  can  easily  be  performed  at  frequent 
intervals  to  observe  the  natural  course  of 
pulmonary  emboli  (Fig.  17). 

Other  pulmonary  lesions.  Most  pul- 
monary lesions  visualized  radiographically 
are  associated  with  impaired  pulmonary 
arterial  blood  supply,  such  as  bronchogenic 
carcinoma,  loculated  pleural  effusion,  pul- 
monary and  pleural  scars,  blebs,  abscess  or 
cavity,  pneumonia  with  consolidation,  ate- 
lectasis, and  pulmonary  sequestration.31 
These  are  associated  with  areas  of  decreased 
or  absent  uptake  on  the  scan  (Fig.  18). 
Occasionally  a bleb  will  not  be  easily  visible 
by  x-ray  and  appear  as  a cold  area  on  lung 
scan  (Fig.  18).  Bronchopneumonia  and 
pneumonia  prior  to  consolidation  have  a 
normal  pulmonary  arterial  supply  and  a 
normal  appearance  on  scan. 

Use  in  conjunction  with  liver  and 
heart  pool  scan.  A second  radionuclide 
may  be  employed  concurrently  with  MAA 
by  adjustment  of  the  spectrometer  window. 
The  visualization  of  the  lung  and  liver  may 
aid  in  the  diagnosis  of  subdiaphragmatic 
abscess,  diaphragmatic  rupture,  and  infra- 
pulmonic  effusions. 

Visualization  of  the  heart  and  lungs  can 
help  differentiate  cardiac  dilatation  from 
pericardial  effusion  and  tumors  of  the 
mediastinum  and  pericardium  (Fig.  13)  (see 
section  on  heart  pool  scanning). 
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Persistent  Vomiting, 
Constipation,  and 
Bizarre  X-Ray  Findings 


Case  history 

Luigi  Negri,  M.D.:  A seventy-one- 

year-old  white  woman  was  admitted  to 
Knickerbocker  Hospital  on  October  19, 
1965,  because  of  nausea  and  vomiting  of 
four  weeks  duration.  Her  past  history  was 
unrevealing  except  for  four  episodes  of 
pneumonia  in  her  early  years  and  a 
questionable  history  of  hyperinsulinism, 
although  she  could  not  mention  any  specific 
symptom  or  therapy  referable  to  such  a 
condition.  She  also  stated  that  her  father 
and  two  brothers  suffered  from  hyperin- 
sulinism. For  many  years  she  had  de- 
veloped postprandial  epigastric  distress, 
belching,  and  nausea  after  eating  fatty 
foods.  However,  she  never  developed  right 
upper  quadrant  pain,  vomiting,  or  jaundice. 

Four  weeks  prior  to  admission,  after  the 
ingestion  of  some  possibly  contaminated 
canned  food,  she  began  to  have  nausea, 
vomiting,  and  frequent  loose,  light  yellow 
bowel  movements.  At  first  the  vomiting 
was  intermittent;  for  the  two  weeks  be- 
fore admission  it  was  continuous,  so  that 
even  sips  of  water  would  precipitate  an 
act  of  vomiting.  The  diarrhea  subsided 
two  weeks  from  its  onset.  After  intermit- 
tent constipation,  the  patient  noted  that 
she  had  not  had  a bowel  movement  for 
one  week  prior  to  admission  and  had  not 
passed  flatus  for  three  or  four  days.  On 
the  day  of  admission  she  began  to  complain 
of  diffuse,  moderate  to  heavy  crampy 


abdominal  pain  not  relieved  by  vomiting. 
The  vomitus  was  at  times  greenish  and  very 
bitter,  but  she  never  observed  fresh  blood 
or  coffee  ground  material  in  it.  She  denied 
drinking,  smoking,  and  allergies. 

On  examination  she  appeared  to  be  obese, 
alert,  oriented,  cooperative,  and  severely 
dehydrated.  The  temperature  was  99.4  F., 
pulse  76  and  regular,  respirations  16,  and 
blood  pressure  90/60.  There  was  marked 
facial  hirsutism.  Several  subcutaneous 
nontender,  nodular  masses  were  felt  in  the 
arms,  back,  and  left  breast.  Examination 
of  the  neck,  heart,  and  lungs  was  unreveal- 
ing. The  abdomen  was  soft  and  slightly 
distended;  minimal  tenderness  could  be 
elicited  on  deep  palpation  in  the  epigas- 
trium and  right  upper  quadrant.  There 
was  no  evidence  of  rebound  tenderness  or 
peritoneal  irritation;  intestinal  sounds  were 
increased.  The  liver  and  spleen  could  not 
be  felt;  there  were  no  palpable  abdominal 
masses. 

The  urine  contained  1 plus  albumin  and 
3 plus  acetone.  The  hemoglobin  was  16.6 
Gm.  per  100  ml.,  and  the  white  blood  cell 
count  was  7,700  with  65  per  cent  polymor- 
phonuclear leukocytes,  33  per  cent  lym- 
phocytes, and  2 per  cent  monocytes.  The 
sedimentation  rate  was  47  mm.  per  hour. 
The  blood  sugar  was  111  mg.,  urea  nitrogen 
38  mg.,  calcium  8.2  mg.,  cholesterol  141 
mg.,  and  cholesterol  esters  112  mg.  per 
100  ml.  Alkaline  phosphatase  was  2.4 
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Bodansky  units  and  cephalin  flocculation 
gave  negative  results.  Serum  sodium 
was  123  mEq.,  potassium  2.7  mEq.,  chlo- 
rides 79.2  mEq.,  and  carbon  dioxide  36  mM. 
per  liter.  The  serum  was  positive  for  ace- 
tone in  a 1:4  dilution.  An  electrocardio- 
gram looked  normal  except  for  unusually 
low  voltage  of  the  QRS  complexes. 

X-ray  studies  of  the  chest  were  unreveal- 
ing. A flat  x-ray  film  of  the  abdomen  also 
gave  negative  observations.  Intravenous 
fluids  were  administered  to  correct  dehydra- 
tion and  electrolyte  imbalance.  A naso- 
gastric tube  was  inserted  and  intermittent 
suction  applied;  in  spite  of  this,  the  patient 
continued  to  vomit  bile-stained  material. 
She  did  not  pass  flatus  or  feces;  on  rectal 
examination  the  ampulla  was  empty. 

The  next  day  an  upper  gastrointestinal 
x-ray  study  was  performed.  It  demon- 
strated a small  hiatus  hernia.  The  entire 
biliary  tract  was  visualized  with  barium, 
and  a duodenal  diverticulum  also  was  seen. 
The  barium  column  stopped  abruptly  in 
the  proximal  jejunum  which  appeared 
dilated.  The  duodenum  also  appeared 
markedly  dilated,  and  the  gallbladder  was 
deformed.  An  operation  was  performed 
that  day. 

Discussion 

Max  A.  Tesler,  M.D.*:  This  patient 

came  to  the  hospital  with  a four-week 
history  of  nausea  and  vomiting  which  be- 
came progressively  worse;  by  the  time  of 
admission  it  was  continuous.  She  had  not 
had  a bowel  movement  for  a week  prior  to 
admission  and  had  not  even  passed  flatus 
for  three  or  four  days  before  admission.  It 
is  important  to  note  that  the  vomitus  con- 
tained bile,  but  there  was  no  evidence  of 
blood,  old  or  recent.  It  was  only  on  the 
day  of  admission  that  the  patient  com- 
plained of  severe,  crampy  abdominal  pain 
which  the  vomiting  did  not  relieve. 

The  past  history  is  significant  only  inso- 
far as  there  is  a vague  account  of  post- 
prandial epigastric  distress  with  belching 
and  nausea  after  eating  fatty  foods.  Ap- 
parently, she  never  had  any  severe  right 
upper  quadrant  pain,  vomiting,  or  jaundice. 

I do  not  think  the  patient’s  account  of 
familial  hyperinsulinism  has  any  relevance. 

* Assistant  Attending  Physician  (Gastroenterology), 
Knickerbocker  Hospital;  Instructor  in  Clinical  Medicine, 
New  York  University  School  of  Medicine. 


The  patient  was  obese  and  dehydrated, 
and  this  clinical  observation  was  supported 
by  laboratory  demonstration  of  hemocon- 
centration  and  ketonuria.  As  one  might 
expect,  the  urea  nitrogen  was  comparably 
elevated,  and  the  electrolyte  studies  showed 
the  alkalosis  attendant  on  loss  of  gastric 
juice.  Important  negative  findings  were 
that  the  abdomen  was  not  distended  or 
tender  and  that  there  were  no  signs  of 
peritoneal  irritation. 

The  first  real  clue  to  the  cause  of  the 
problem  is  found  in  the  flat  x-ray  film  of  the 
abdomen  which  does  not  show  any  evidence 
of  obstruction  of  either  the  small  or  large 
intestine.  Since  the  symptoms  are  un- 
questionably those  of  high  obstruction,  this 
negative  finding  indicates  that  the  level  of 
obstruction  must  lie  somewhere  between 
the  ampulla  of  Vater,  since  the  patient  was 
vomiting  bile,  and  the  region  of  the  liga- 
ment of  Treitz.  Apparently,  this  opinion 
was  shared  by  the  patient’s  doctors,  be- 
cause, after  starting  intravenous  fluids  to 
correct  dehydration  and  electrolyte  im- 
balance and  inserting  a nasogastric  tube, 
which,  incidentally,  failed  to  control  her 
vomiting,  they  decided  to  carry  out  an 
upper  gastrointestinal  x-ray  series.  With 
obstruction  this  high  in  the  tract,  there  is  no 
contraindication  to  such  a procedure;  the 
barium  can  be  easily  aspirated  when  the 
point  of  obstruction  is  located.  The  infor- 
mation to  be  gained  from  x-ray  studies  far 
outweighs  the  minimal  risks. 

At  this  point  I should  like  to  review  the 
x-ray  films,  as  they  are  the  crux  of  the 
diagnosis.  We  first  note  that  the  patient 
has  a sliding  type  of  hiatus  hernia.  The 
stomach  appears  relatively  normal,  al- 
though there  is  some  evidence  that  it  may 
have  slightly  enlarged  or  accentuated  rugae. 
The  duodenal  bulb  is  rather  large;  while 
not  grossly  deformed,  it  contains  a rather 
large,  round  radiolucent  shadow  which  per- 
sists in  several  films  (Fig.  1).  Following 
the  descending  duodenum  downward,  we 
notice  a rather  large  diverticulum  project- 
ing medially.  The  descending  duodenum 
itself  is  dilated,  and  there  may  be  some 
edema  of  its  walls.  However,  its  mucosal 
pattern  is  intact,  and  up  to  this  point  there 
is  no  evidence  of  ulcer.  We  cannot  help 
noticing  a group  of  barium-filled  structures 
lying  outside  the  continuity  of  the  gastroin- 
testinal tract.  From  the  topography  I 
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FIGURE  1.  Upper  gastrointestinal  x-ray  series 
showing  radiolucent  shadow  in  duodenal  bulb 
(black  arrow)  consistent  with  gallstone,  reflux 
filling  of  common  bile  duct,  hepatic  duct  and  its 
radicles,  and  cystic  duct.  There  is  diverticulum  of 
second  portion  of  duodenum,  and  third  and  fourth 
parts  are  dilated.  A second,  large  radiolucent 
shadow  present  in  first  segment  of  jejunum  (white 
arrow)  also  consistent  with  gallstone. 

think  we  can  safely  say  that  we  are  looking 
at  a normal-sized  common  bile  duct  filled 
with  barium,  and,  if  we  follow  it  cephalad, 
we  find  a normal  cystic  duct  taking  off  from 
it.  Continuing  further  cephalad,  we  come 
to  the  bifurcation  of  the  hepatic  duct  with 
the  hepatic  radicles  outlined.  When  we 
follow  the  cystic  duct  to  its  conclusion,  we 
encounter  what  appears  to  be  a badly 
scarred  and  contracted  gallbladder,  the  side 
of  which  appears  to  be  in  continuity  with 
the  duodenum  itself  (Fig.  2). 

If  we  now  return  to  the  descending 
duodenum  and  follow  it  further,  we  see  that 
the  third  and  fourth  portions  of  it,  extend- 
ing to  the  ligament  of  Treitz  and  just  below 
it,  are  markedly  dilated  and  in  some  areas 
almost  have  the  appearance  of  being 
slightly  intussuscepted.  This  picture  ends 
shortly  beyond  the  ligament  of  Treitz,  at 
which  point  we  come  to  the  end  of  the  con- 
trast medium  and  encounter  a large  egg- 
shaped,  radiolucent  shadow  which  appears 


FIGURE  2.  Another  exposure  of  upper  gastroin- 
testinal series  showing  filling  of  contracted, 
scarred  gallbladder  in  addition  to  features  in 
Figure  1. 

to  occlude  the  jejunal  lumen  almost  com- 
pletely at  this  point.  The  shadow  itself  is 
smooth  and  rather  regular,  and  some  ques- 
tion arises  as  to  whether  or  not  it  is  actually 
hyperlucent.  How  do  we  interpret  these 
x-ray  films,  and  how  do  they  fit  with  the 
clinical  picture? 

Fortunately,  they  fit  rather  well.  If  we 
assume  that  the  radiolucent  shadow  in  the 
duodenal  bulb  is  a gallstone,  how  then  did  it 
get  there?  The  normal  size  of  the  cystic 
and  common  ducts  make  it  unlikely  that  a 
calculus  of  this  size  could  have  traversed 
them.  Hence,  I shall  infer  that  the  stone 
entered  the  gastrointestinal  tract  from  a 
scarred  and  contracted  gallbladder  by  way 
of  a fistula  between  the  gallbladder  and 
duodenum.  While  this  undoubtedly  has 
been  responsible  for  some  of  the  patient’s 
symptoms,  it  does  not  account  for  the  high 
intestinal  obstruction. 

This,  therefore,  brings  us  to  the  other 
large  radiolucent  shadow  in  the  very  first 
portion  of  the  jejunum.  A shadow  of  this 
type  may  represent  a lipoma.  However,  a 
lipoma  of  this  size  would  have  been  present 
for  a considerable  time  and  should  have 
given  symptoms  of  partial  or  intermittent 
obstruction  somewhat  earlier.  I think  the 
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same  reasoning  can  be  applied  to  any  other 
intraluminal  tumor  we  might  excogitate. 
The  next  most  obvious  thought  is  that  this 
shadow  represents  another  gallstone.  Its 
considerable  size  makes  this  a rather  awe- 
some conjecture;  however,  its  shape  and 
configuration  make  it  entirely  possible. 
Taken  with  the  other  evidence  at  hand  and 
the  presence  of  another  calculus  in  the 
gastrointestinal  tract,  I think  it  is  extremely 
likely. 

Thus,  we  are  dealing  with  two  problems. 
One  is  that  of  spontaneous  internal  biliary 
fistula,  and  the  other  is  that  of  gallstone 
ileus.  These  conditions  may  occur  alone  or 
in  combination.  The  average  age  of  pa- 
tients with  spontaneous  internal  biliary 
fistula  is  fifteen  years  less  than  that  of  the 
group  having  obstruction  as  well.1  The 
combination  of  both  lesions  has  its  highest 
incidence  in  the  seventh  decade  and  occurs 
mostly  in  women.  Surprisingly,  it  has  a 
mortality  of  50  per  cent,  a rate  out  of  keep- 
ing with  other  forms  of  intestinal  obstruc- 
tion. Approximately  3 per  cent  of  all  cases 
of  intestinal  obstruction  are  caused  by  gall- 
stones.2 It  is  generally  agreed  that  stones 
of  less  than  3 cm.  pass  through  the  gastro- 
intestinal tract  unhindered.  Larger  stones 
usually  pass  along,  temporarily  obstructing 
until  they  become  really  impacted.  Ninety 
per  cent  of  the  impactions  occur  at  the 
terminal  ileum  where  the  bowel  is  narrow- 
est, but  some  10  per  cent  of  obstructions 
occur  in  the  jejunum.  The  possibility  that 
there  may  be  multiple  stones  is  evidenced 
by  the  fact  that  in  10  to  15  per  cent  of  cases 
gallstone  ileus  may  recur,  usually  because  of 
a stone  missed  at  the  time  of  first  surgery. 3 
At  times,  when  the  laparotomy  is  per- 
i formed,  the  original  fistulous  tract  may 
already  have  closed  spontaneously. 

The  patient  being  discussed  today  fits  the 
picture  in  terms  of  her  vague  previous 
history  consistent  with  gallbladder  disease. 
Such  a history  is  obtained  in  less  than  half 
of  the  patients  who  have  this  problem. 
She  is  of  the  right  sex  and  age  group.  Her 
symptoms  are  typical;  nausea  and  vomit- 
ing are  present  in  all  cases,  and  constipation 
is  extremely  common. 4 Abdominal  disten- 
tion may  or  may  not  occur  depending  on  the 
level  of  obstruction;  because  of  the  un- 
usually high  point  of  obstruction  in  this 
patient,  it  did  not  occur,  since  she  kept  on 
emptying  the  duodenum  and  stomach 


by  vomiting.  Also,  hyperperistalsis  was 
noted,  as  it  usually  is,  and  dehydration  with 
electrolyte  imbalance  rounded  out  the 
picture. 

X-ray  studies  are  most  helpful  in  making 
an  early  diagnosis.  Depending  on  the  level 
of  obstruction,  dilated  loops  of  small  bowel 
may  be  found.  In  the  absence  of  using  a 
contrast  medium,  a useful  clue  may  be  the 
presence  of  air  in  the  biliary  tree.  A 
changing  level  of  obstruction  may  be  seen 
on  sequential  flat  films  if  the  stone  moves 
from  time  to  time  within  the  small  intestine 
and  becomes  impacted  at  progressively 
more  distal  locations.  Most  gallstones  are 
radiolucent,  but  occasionally  a radiopaque 
stone  may  show  up  on  the  initial  flat  film. 

With  the  diagnosis  of  gallstone  ileus,  the 
treatment  of  choice  is  surgery  as  soon  as 
electrolyte  imbalance  and  dehydration  are 
corrected.  Considering  how  promptly 
laparotomy  was  done  in  today’s  case,  I 
think  that  the  patient’s  clinical  attendants 
probably  made  the  same  diagnosis  I have. 

I would  think  that  the  operation  carried 
out  on  the  day  after  admission  was  done  to 
remove  two  gallstones,  one  from  the 
jejunum  and  one  from  the  duodenum. 
There  was  probably  a fistula  between  the 
gallbladder,  but  this  area  may  not  have 
been  explored  because  of  either  dense  adhe- 
sions or  the  patient’s  condition.  When 
gallstone  ileus  is  present  in  conjunction  with 
spontaneous  biliary  fistula,  surgical  inter- 
vention is  an  emergency,  since  mortality 
rises  appreciably  with  delay.  Relief  of  the 
obstruction  by  removal  of  the  stone  is  the 
immediate  object,  and  the  biliary  fistula  can 
be  closed  electively  at  a later  date  if  it  does 
not  close  of  its  own  accord. 

Michael  S.  Bruno,  M.D.:  I had  the 

opportunity  of  seeing  this  patient  soon 
after  admission.  It  was  obvious  that  we 
were  dealing  with  high  intestinal  obstruc- 
tion which,  considering  the  history,  was 
complete.  The  house  staff  was  somewhat 
disturbed  by  the  absence  of  dilated  loops  of 
bowel  with  air-fluid  levels  and  by  the  fact 
that  the  abdomen  was  quite  flat  and  soft. 
With  the  history  of  bile-containing  vomitus, 
the  point  of  obstruction  was  localized  to 
somewhere  below  the  ampulla  of  Vater  and 
proximal  to  the  small  intestine.  The 
patient  was  vomiting  even  though  a Levin 
tube  had  been  inserted.  The  question  then 
arose  as  to  whether  or  not  an  upper  gastro- 
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FIGURE  3.  (A)  Section  of  skin  from  debridement  of  abdominal  wall  showing  dense  inflammatory  infiltra- 
tion of  dermis.  (B)  Sections  through  deep  subcutaneous  tissue  showing  zone  of  necrosis  and  phleg- 
monous inflammation. 


intestinal  x-ray  series  should  be  done.  I 
felt  that  they  were  essential  to  establishing 
a diagnosis.  The  question  then  arose  as  to 
which  contrast  medium  should  be  used. 

Joseph  M.  Moynahan,  M.D.:  We  con- 

sidered the  merits  of  diatrizoate  sodium 
(Hypaque)  versus  a dilute  suspension  of 
barium  sulfate  and  decided  on  the  latter, 
because  we  wished  to  proceed  rapidly,  tak- 
ing exposures  before  vomiting  supervened, 
aspirating  the  contrast  medium  if  necessary. 

Dr.  Bruno:  As  soon  as  radiologic  stud- 

ies were  completed,  surgical  consultation 
was  obtained,  because  mechanical  obstruc- 
tion was  obvious. 

Jerome  S.  Morey,  M.D.:  On  explora- 

tion we  found  precisely  what  the  x-ray 
studies  told  us  we  would.  The  duodenum 
was  markedly  dilated,  and  a large  solitary 
stone  was  impacted  in  the  jejunum  about  6 
cm.  below  the  ligament  of  Treitz.  It  was 
removed  through  a longitudinal  incision. 
The  intestinal  tract  was  explored  proximal 
to  this  point,  and  we  found  the  second  stone 
in  the  duodenal  bulb.  With  some  difficulty 
we  milked  the  upper  stone  down  and  re- 
moved it  through  the  incision  already  made 
in  the  jejunum.  We  made  no  attempt  to 


close  the  fistula,  because  there  were  dense 
adhesions  in  the  porta  hepatis,  and  the 
patient’s  condition  did  not  warrant  this 
sort  of  dissection. 

Up  to  this  point,  we  were  fortunate. 
However,  the  patient’s  postoperative  course 
was  complicated  by  antibiotic-resistant 
gangrenous  fasciitis  which  required  several 
procedures  to  control.  When  the  condition 
first  manifested  itself  by  chills  and  fever 
spiking  up  to  104  F.,  we  were  very  much 
afraid  that  she  was  developing  gram-nega- 
tive bacillary  sepsis.  This  anxiety  was 
reinforced  when  diffuse  abdominal  pain  and 
rigidity  appeared  shortly  thereafter.  How- 
ever, the  patient  felt  relatively  well  and 
continued  to  eat  and  have  bowel  move- 
ments. We  returned  her  to  the  operating 
room  on  the  fifth  postoperative  day  and  re- 
explored. There  was  no  evidence  of  peri- 
tonitis, but  the  abdominal  panniculus  of 
this  extremely  obese  woman  was  black  and 
necrotic.  We  debrided  as  much  of  it  as  we 
could,  inserted  subcutaneous  drains,  and 
lavaged  the  area  continuously  with  a buf- 
fered aqueous  solution  of  sodium  hypo- 
chlorite (Dakin’s  solution),  but  further 
debridements  were  necessary.  A rather 
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large  defect  was  left  to  heal  by  second  inten- 
tion, and  healthy  granulation  tissue  de- 
veloped. The  patient  was  discharged  with 
the  wound  nicely  filling  in,  and  healing  was 
complete  after  about  three  months. 

Clinical  diagnosis 

1.  Complete  intestinal  obstruction,  proxi- 
mal jejunum,  secondary  to  impacted  gallstone 

2.  Internal  biliary  fistula 

3.  Necrotizing  fasciitis,  postoperative 

Dr.  Tesler’s  diagnosis 

1.  Gallstone  ileus  with  impaction  immedi- 
ately distal  to  ligament  of  Treitz 

2.  Gallstone  in  duodenal  bulb 

3.  Cholecystoduodenal  fistula 

4.  Duodenal  diverticulum 

Pathologic  report 

William  B.  Ober,  M.D.:  The  first 

operation  yielded  two  gallstones,  the  larger 
a barrel-shaped  calculus  6 by  4 cm.,  the 
smaller  a round  one  about  3.5  cm.  in  diam- 
eter, corresponding  very  nicely  to  the  x-ray 
demonstration. 

The  subsequent  debridements  of  the 
abdominal  wall  furnished  fragments  of  skin 
and  subcutaneous  tissue  which  was  black- 
ish-gray  and  indurated.  Microscopically, 


there  was  diffuse  phlegmonous  inflamma- 
tion and  extensive  zones  of  necrosis  extend- 
ing from  the  superficial  layers  of  the  dermis 
down  to  the  deep  fascia  and  extending  along 
fascial  planes  (Fig.  3).  Necrotizing  fasci- 
itis is  an  awesome  complication  of  bowel 
surgery  and,  fortunately,  is  rare.  The 
mortality  is  extremely  high;  I have  seen 
only  one  other  patient  who  recovered.  The 
specific  bacterial  etiology  is  not  known;  it  is 
probably  a mixed  infection  acting  in  rather 
special  host  conditions.  It  is  not  gas 
gangrene  of  the  usual  type;  at  least  we  do 
not  recover  Clostridia;  however,  I can  see 
how  in  its  early  stages  it  might  be  confused 
with  gas  gangrene  as  a postoperative  com- 
plication. 

Final  anatomic  diagnosis 

1.  Biliary  calculi  (2)  consistent  with  gall- 
stone ileus 

2.  Necrotizing  fasciitis,  abdominal  wall, 
postoperative 
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It  is  unusual  to  find  a large  number  of 
eosinophilic  leukocytes  in  an  apparently 
idiopathic  pleural  effusion.  Cytologic 
study  of  such  effusions  has  been  reported 
since  the  beginning  of  the  century,1  and  in 
1950  MacMurray,  Katz,  and  Zimmerman2 
published  a comprehensive  review  of  the 
subject.  In  the  subsequent  years,  interest 
in  the  subject  was  manifest  in  this  country 
and  in  Europe.3-11  Nevertheless,  the  di- 
agnostic implications  of  pleural  fluid  eosino- 
philia  remain  as  puzzling  as  its  apparently 
numerous  causes. 

By  defining  eosinophilia  as  a proportion 
of  eosinophils  greater  than  5 per  cent  of  all 
leukocytes,  MacMurray,  Katz,  and  Zimmer- 
man2 were  able  to  collect  91  cases  from  the 
literature  which  met  this  criterion  and 
added  3 of  their  own.  Jarvinen  and 
Kahanpaa4  limited  their  definition  of 
eosinophilia  to  10  per  cent  of  eosinophils 
and  found  only  17  such  cases  in  a study  of 
929  patients  with  pleural  effusion.  Re- 
cently Campbell  and  Webb11  reported  7 
cases,  in  5 of  which  the  proportion  of  eosino- 
phils exceeded  10  per  cent  and  in  2 were 
only  4 and  8 per  cent. 

Robertson3  believes  that  the  adjective 
“eosinophilic”  should  be  reserved  for 
effusions  containing  at  least  50  per  cent  of 
eosinophilic  leukocytes.  Although  these 


instances  are  striking,  it  would  seem  that 
little  is  to  be  learned  from  such  a rigid 
definition.  We  concur  with  the  more  re- 
cent opinions  of  Schillhammer  and  Rat- 
cliffe5  and  of  Curran  and  Williams6  that 
eosinophilia  can  reasonably  be  said  to  exist 
if  the  proportion  of  eosinophils  is  10  per 
cent  or  more  of  the  total  number  of 
leukocytes  in  the  pleural  fluid. 

The  following  case  report  exemplifies  how 
the  finding  of  eosinophilic  pleural  fluid  may 
suggest  a variety  of  diagnoses. 

Case  report 

A thirty-two-year-old  white  man  was 
admitted  to  the  Millard  Fillmore  Hospital 
on  March  22,  1961,  for  evaluation  of  an 
effusion  on  the  right  side.  Following  a 
head  cold  in  early  December  of  1960,  he 
had  acquired  a harsh,  dry  cough  associated 
with  substernal  soreness.  This  did  not 
improve,  and  one  month  later  he  experi- 
enced a sharp  stabbing  pain  over  the  left 
lower  lateral  thorax  which  radiated  to  the 
left  shoulder.  The  pain  was  aggravated 
by  deep  breathing  and  was  associated  with 
a grating  sound  in  the  left  side  of  his  chest 
which  was  so  loud  it  could  be  heard  by  his 
wife.  The  pain  lasted  for  several  days  and 
then  became  dull  and  chronic.  The  cough 
persisted  through  January  and  February, 
failing  to  respond  to  a course  of  oral  peni- 
cillin and  several  other  antibiotic  agents 
prescribed  by  his  private  physician. 

One  week  before  admission  the  pain  on 
the  left  side  vanished,  but  a similar  pain  oc- 
curred on  the  right  side  and  was  also 
associated  with  an  audible,  grating  sound 
which  gradually  subsided.  The  patient 
had  lost  16  pounds  in  weight  and  had  inter- 
mittent elevations  of  the  oral  temperature 
to  100  F.  He  had  also  noticed  a mild 
exertional  dyspnea,  occasional  chills,  and 
night  sweats. 

The  patient  had  had  a submucous  re- 
section of  the  nasal  septum  in  1946.  Dur- 
ing the  past  four  years  he  had  experienced 
minor  but  classic  neurologic  symptoms 
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which  were  diagnosed  by  two  neurologists 
as  multiple  sclerosis.  These  symptoms 
remained  unchanged  during  the  patient’s 
present  illness  and  have  persisted.  There 
was  no  personal  or  family  history  of  an  al- 
lergic diathesis. 

On  admission,  flatness  to  percussion  over 
the  lower  portion  of  the  right  hemithorax 
with  diminished  breath  and  voice  sounds 
was  noted.  No  pleural  friction  rub  was 
heard.  No  lymphadenopathy  was  appar- 
ent, and  the  spleen  was  not  enlarged.  Some 
slight  incoordination  of  the  right  hand  and 
a disturbance  of  gait  were  consistent  with 
the  previous  neurologic  diagnosis. 

The  hemoglobin  content  of  the  blood  was 
14.8  Gm.  per  100  ml.  The  leukocytes 
numbered  10,900  per  cubic  millimeter  with 
a differential  count  of  53  per  cent  poly- 
morphonuclear leukocytes,  27  per  cent  small 
lymphocytes,  5 per  cent  mononuclear  cells, 
and  15  per  cent  eosinophils.  The  sedi- 
mentation rate  was  19  mm.  in  one  hour 
(Wintrobe  method).  The  total  eosinophil 
count  was  972  cubic  millimeter. 

By  filter-paper  electrophoresis  the  per- 
centage distribution  of  7.12  Gm.  per  100 
ml.  of  serum  protein  was:  albumin  61.5, 

alpha-1  globulin  4.5,  alpha-2  globulin  13.2, 
beta  globulin  6.5,  and  gamma  globulin  14.3. 
The  serum  glutamic  oxaloacetic  trans- 
aminase was  14  units  and  the  serum 
glutamic  pyruvic  transaminase  6 units.  A 
value  for  serum  alkaline  phosphatase  was 
2.4  Bodansky  units.  Sulfobromophthalein 
sodium  (Bromsulphalein)  (5  mg.  per  kilo- 
gram) retention  was  2.4  per  cent  in  forty- 
five  minutes.  Two  preparations  of  clotted 
peripheral  blood  were  negative  for  the 
presence  of  the  lupus  erythematosus  cell. 

The  urine  was  clear  yellow  in  color,  had  a 
specific  gravity  of  1.026,  and  was  sugar-  and 
albumin-free.  Microscopic  examination  of 
the  sediment  showed  5 to  6 red  blood  cells 
and  0 to  1 white  blood  cells  per  high-power 
field.  An  Addis  count  of  the  total  sediment 
showed  166,000  hyaline  casts,  16,666,000 
red  blood  cells,  and  833,000  white  blood 
cells  in  the  twenty-four-hour  specimen. 
Culture  of  the  urine  failed  to  grow  acid-fast 
bacilli.  No  ova  or  parasites  were  found  in 
examination  of  two  stool  specimens. 

An  area  of  induration,  2 by  3 cm.,  re- 
sulted seventy-two  hours  after  intradermal 
injection  of  0.005  mg.  of  tuberculin  (second- 
strength  purified  protein  derivative).  No 


reaction  was  obtained  to  intradermal  injec- 
tion of  blastomycin,  coccidioidin,  histo- 
plasmin,  or  Trichinella  antigen.  Three 
specimens  of  sputum  failed  to  show  evidence 
of  significant  bacterial  pathogens,  acid-fast 
bacilli,  or  fungi  on  examination  by  smear 
and  culture. 

An  electrocardiogram  disclosed  no  ab- 
normality. A roentgenogram  of  the  chest 
taken  elsewhere  one  month  earlier  had 
showed  evidence  of  a left-sided  pleural  effu- 
sion without  parenchymal  involvement. 
One  taken  at  the  time  of  admission  showed 
the  left  hemithorax  to  be  clear,  and  there 
was  no  evidence  of  underlying  parenchymal 
disease.  However,  there  was  evidence  of 
massive  right-sided  pleural  effusion. 

Three  hundred  milliliters  of  amber, 
cloudy  fluid  aspirated  from  the  right 
hemithorax  was  found  to  contain  4.93  Gm. 
per  100  ml.  of  protein.  There  were  5,325 
leukocytes  per  cubic  millimeter  of  fluid, 
more  than  90  per  cent  of  which  were 
eosinophils.  Inoculation  of  this  fluid  into 
various  culture  media  and  injection  into 
guinea  pigs  and  mice  failed  to  show  evi- 
dence of  growth  of  acid-fast  bacilli  or 
fungi. 

Urologic  examination  disclosed  only  a 
posterior  urethritis;  this  seemed  an  ade- 
quate explanation  for  the  findings  of  the 
Addis  count. 

On  April  5 a right  thoracotomy  was  per- 
formed by  Frank  J.  Bolgan,  M.D.,  during 
which  specimens  of  skin,  intercostal  muscle, 
pleura,  and  right  lower  lobe  of  the  lung  were 
obtained  for  biopsy.  Except  for  a thick- 
ened pleura,  the  findings  at  operation  were 
not  remarkable.  Biopsy  was  reported  as 
nonspecific  inflammatory  reaction  with 
fibrous  thickening  of  the  pleura.  Other 
tissues  were  not  remarkable.  The  final 
anatomic  diagnosis  was  fibrous  pleuritis, 
nonspecific.  There  was  no  increase  in  the 
number  of  eosinophils  seen. 

No  elevation  of  temperature  occurred 
during  the  patient’s  hospital  stay.  Follow- 
ing his  discharge  on  April  24,  prednisone 
was  administered  in  dosage  decreasing  from 
40  mg.  per  day  for  a period  of  three  months, 
and  because  of  his  reaction  to  intracutane- 
ous  tuberculin,  he  also  received  isoniazid,  5 
mg.  per  kilogram,  daily  for  one  year. 

The  patient  has  been  followed  to  the 
present  writing  (June,  1965),  and  the  per- 
centage of  eosinophilic  leukocytes  in  the 
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blood  has  not  increased  since  his  discharge. 
His  wife  and  five  young  children  failed  to 
react  to  intracutaneous  injection  of  0.0001 
mg.  of  tuberculin  (intermediate-strength 
purified  protein  derivative).  A roentgeno- 
gram of  the  chest  taken  on  May  8,  1961,  one 
month  after  the  patient’s  admission,  had 
showed  no  evidence  of  disease,  and  subse- 
quent chest  roentgenographic  surveys  have 
showed  no  change.  Except  for  his  minor 
neurologic  symptoms,  the  patient  has  re- 
mained well. 

Comment 

The  initial  clinical  picture  in  this  case 
was  strongly  suggestive  of  a tuberculous 
infection.  However,  the  absence  of  specific 
granulomatous  changes  in  excised  tissues 
and  the  failure  to  recover  Mycobacterium 
tuberculosis  from  various  media  largely 
excluded  this  diagnosis.  Eosinophilia  in  a 
pleural  effusion  is  said  to  militate  against 
a tuberculous  cause.2-4  Gill  in  194012  had 
reported  a case  of  widespread  tuberculosis 
in  which  the  pleural  effusion  was  the  first 
major  finding,  but  MacMurray,  Katz,  and 
Zimmerman2  discredit  this.  Close13  found 
3 patients  with  eosinophilic  effusions  among 
159  young  adults  studied  for  tuberculous 
effusions;  all  3 had  bloody  pleural  fluid. 

Because  of  the  microscopic  finding  of  red 
blood  cells  in  the  urine  and  the  neurologic 
symptoms  in  the  present  case,  a diagnosis 
of  polyarteritis  nodosa  was  considered. 
However,  the  hematuria  was  explained  by 
the  cystoscopic  diagnosis  of  posterior 
urethritis;  it  has  not  recurred.  The 
patient’s  neurologic  symptoms  were  typical 
of  multiple  sclerosis,  and  biopsy  failed  to 
show  evidence  of  periarteriolar  inflamma- 
tion. 

The  absence  of  evidence  of  a pulmonary 
infiltrate  by  repeated  chest  roentgenograms 
served  to  exclude  the  diagnosis  of  a classic 
Lo  filer’s  eosinophilia.  Nevertheless, 
eosinophilia  in  the  peripheral  blood,  as  well 
as  spontaneous  shifting  of  the  pleural 
effusion  from  the  left  to  the  right  side,  sug- 
gested some  variant  of  this  syndrome. 
Such  a diagnosis  became  untenable  when  an 
excess  of  eosinophilic  leukocytes  could  not 
be  found  in  microscopic  examination  of 
specimens  of  the  affected  pleura  and  under- 
lying lung.  The  blood  eosinophilia  per- 
sisted until  the  time  of  the  patient’s  dis- 


charge from  the  hospital,  but  vanished 
after  administration  of  prednisone  and  has 
not  recurred.  Administration  of  adreno- 
corticotropic hormone  to  a cardiac  patient 
who  had  an  eosinophilic  pleural  effusion 
due  to  pulmonary  emboli  has  been  de- 
scribed.14 The  therapy  resulted  in  a fall  in 
the  proportion  of  eosinophils  in  the  pe- 
ripheral blood  and  a rise  in  the  number  of 
eosinophils  in  the  pleural  fluid. 

Hay  fever  and  bronchial  asthma  have 
been  described  in  association  with  an 
eosinophilic  pleural  effusion.2  3’16  Our  pa- 
tient had  no  personal  or  family  history  of 
these  disorders.  There  was,  furthermore, 
no  evidence  to  sustain  a diagnosis  of  rheu- 
matoid disease;  sarcoidosis;  or  liver, 
kidney,  or  heart  disease. 

One  possibility  seems  most  consistent 
with  the  course  of  the  illness  in  the  present 
case:  This  patient  had  an  eosinophilic 
effusion  such  as  is  seen  following  lobar 
pneumonia 1 or  other  milder  respiratory  and 
influenzal  infections.4  No  pulmonary  in- 
filtration was  ever  demonstrated,  but  it 
may  have  been  missed.  Any  association 
between  this  patient’s  pleural  effusion  and 
his  multiple  sclerosis  would  be  speculative. 

Causes  of  eosinophilic 
pleural  effusion 

The  known  causes  of  eosinophilic  pleural 
effusions  as  garnered  from  the  literature  are 
listed  as  follows.  Some  of  these  cannot  be 
substantiated.  Undoubtedly  the  list  of 
causes  will  be  enlarged  and  made  more 
specific  as  experience  accumulates.  In- 
terestingly, most  of  those  included  were 
listed  by  Bayne-Jones1  as  early  as  1916. 

I.  Infection 

A.  Upper-respiratory  infection,  bron- 
chitis, and  influenza 

B.  Pneumococcal  lobar  pneumonia 

C.  Tropical  eosinophilia 

D.  Tuberculosis 

E.  Syphilis 

F.  Bacterial  endocarditis  and  septi- 
cemia 

G.  Typhoid  fever 

H.  Intestinal  parasitism,  hydatid  dis- 
ease, filariasis,  amebiasis,  and 
fungi 

II.  Hypersensitivity 

A.  Bronchial  asthma,  hay  fever,  and 
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generalized  dermatitis 

B.  Loffler’s  syndrome 

III.  Trauma 

A.  Traumatic  hemothorax  and  rib 
fracture 

B.  Postoperative  effusion 

C.  Pulmonary  infarction 

D.  Pneumothorax,  spontaneous  or 
artificial 

IV.  Malignant  tumor 

A.  Bronchogenic  carcinoma 

B.  Lymphoma 

C.  Leukemia 

D.  Endothelioma 

V.  Miscellaneous 

A.  Polyarteritis 

B.  Idiopathic  pleuropericarditis 

C.  Bright’s  disease 

D.  Pancreatitis 

E.  Sarcoidosis 

F.  Rheumatoid  arthritis 

G.  Heart  failure 

H.  Cirrhosis  of  the  liver 

Although  the  exact  structure  and  func- 
tion of  eosinophils  are  not  yet  known,  these 
leukocytes  are  thought  to  have  their  major 
physiologic  role  in  conjunction  with  the 
body’s  immunologic  defense  mechanisms. 
Eosinophils  are  derived  from  the  bone 
marrow  and  are  stored  and  destroyed  in 
the  spleen,  lung,  intestine,  and  other 
parts  of  the  reticuloendothelial  system. 
Their  average  time  of  survival  is  from  eight 
to  twelve  days,  but  some  have  been  found 
to  disappear  in  three  or  four  hours.  Elec- 
tron microscopy  has  shown  that  the  red- 
staining  granules  are  really  vacuoles  dis- 
tended by  crystalloid  formations  which 
likely  arise  from  the  mitochondria.  These 
vacuoles  have  been  found  to  contain 
phosphorus,  lipids,  and  iron-protein  com- 
binations.16 

In  many  instances  it  is  thought  likely 
that  an  eosinophilic  pleural  effusion  is  due 
to  some  antigen-antibody  reaction,  possibly 
of  the  auto-immune  type.  Extravasation 
of  blood  into  the  pleural  space  seems  to  be  a 
common  factor  among  many  of  the  known 
causes.17  In  some  instances  pulmonary 
infarction,  even  with  intrapleural  extrava- 
sation of  blood,  may  have  played  a role 
unrecognized  by  earlier  writers  who  attrib- 
uted the  eosinophilic  effusion  to  another 
associated  serious  disease. 

Also,  the  syndrome  of  eosinophilic  pleural 


effusion  may  be  part  of  a spectrum  of  dis- 
orders which  include  pulmonary  eosino- 
philia 18-20  and  eosinophilic  peritonitis  and 
gastroenteritis. 2 1 

In  general,  the  three  most  common  causes 
of  eosinophilic  pleural  effusion  seem  to  be 
infections,  allergies,  and  trauma.  Most 
eosinophilic  pleural  effusions  are  mild  and 
self-limited,  although  recurrences,  as  well 
as  bronchial  asthma  and  tuberculosis,  have 
been  known  to  follow  after  some  years.1 
The  cause  of  the  effusion,  if  it  can  be  estab- 
lished, will  determine  its  prognosis  and 
treatment.  The  effort  to  make  a specific 
diagnosis  should  be  pursued  until  all  known 
serious  causes  are  excluded.  If  the  effusion 
is  then  determined  to  be  “idiopathic”  or 
“allergic,”  and  if  the  illness  does  not  resolve 
spontaneously  in  several  weeks  time, 
therapy  with  an  adrenocorticosteroid  may 
be  given.  If  the  tuberculin  test  result  is 
positive,  5 mg.  per  kilogram  of  isoniazid 
should  be  administered  simultaneously  as 
a precaution.  It  should  be  evident  that 
adequate  examination  of  any  specimen  of 
pleural  fluid  should  include  a differential 
count  of  the  leukocytes. 

Summary 

A respiratory  affection  of  three  months 
duration  in  a young  man  was  associated 
with  eosinophilic  pleural  effusion.  Evalua- 
tion of  the  patient  included  microscopic 
examination  of  specimens  of  skin,  inter- 
costal muscle,  pleura  and  lung,  extensive 
blood  studies  and  urinalyses,  and  culture 
and  animal  inoculation  of  the  pleural  fluid. 
This  effusion  is  thought  to  represent  a 
hypersensitivity  reaction  subsequent  to  a 
nonspecific  respiratory  infection. 

The  known  causes  of  eosinophilic  pleural 
effusion  as  garnered  from  the  literature  are 
listed  and  classified.  It  appears  that  the 
most  common  causes  are  infection,  aller- 
gies, and  trauma,  but  undoubtedly  others 
will  be  incriminated  as  our  knowledge  of 
this  condition  grows.  Tuberculosis  is 
rarely  associated  with  these  effusions,  but 
pulmonary  infarction  may  be  a more  com- 
mon cause  than  has  been  thought. 

Eosinophilic  pleural  effusions  are  often 
self-limited,  but  prednisone  therapy  in- 
duced rapid  remission  of  the  disease  in  the 
case  presented,  and  there  has  been  no 
recurrence  after  nearly  four  years. 
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Changing  concepts 
in  tuberculosis 

The  isolation  and  classification  of  anonymous 
mycobacteria,  certain  members  of  which  pro- 
duce the  symptoms,  physical  signs,  and  radio- 
logic  appearances  of  pulmonary  disease  due' to 
Mycobacterium  tuberculosis,  present  a baffling 
situation  to  both  the  clinician  and  public  health 
administrator,  states  John  N.  Albertson,  Jr., 
Capt.,  M.Sc.,  U.S.  Army,  in  a recent  issue  of 
Archives  of  Internal  Medicine.  Administra- 
tively, the  application  of  public  health  proce- 
dures must  be  clarified  and  standardized.  The 
patient  must  know  where  he  stands  relative  to 
eligibility  for  tuberculosis  benefits,  since  differ- 
ent physicians  may  interpret  the  situation  differ- 
ently. Also,  questions  relating  to  compensation 
insurance  and  retirement  benefits  must  be  re- 
solved. Five  salient  points  are  listed  regarding 
these  changing  concepts:  (1)  Skin  test.  The 

interpretation  of  the  standard  purified  protein 
derivative  tuberculin  skin  test  must  now  be 
made  with  caution,  since  a negative  result  does 
not  necessarily  mean  that  mycobacterial  disease 
is  ruled  out.  On  the  other  hand,  a positive 
result  does  not  necessarily  mean  that  there  is 
infection  with  M.  tuberculosis.  (2)  Drug  re- 
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sistance.  Because  of  the  initial  resistance  to 
antituberculous  drugs  exhibited  by  the  anony- 
mous mycobacteria,  chemotherapy  may  be 
doomed  to  failure.  Because  of  this,  earlier 
surgery  in  these  atypical  infections  may  be 
indicated.  (3)  Communicability.  The  evi- 
dence so  far  appears  to  indicate  that  diseases 
caused  by  these  anonymous  mycobacteria  are 
not  communicable.  This  constitutes  an  impor- 
tant factor  in  management.  Since  a public 
health  hazard  does  not  exist,  it  should  be  possible 
for  these  patients  to  return  to  their  homes,  jobs, 
and  other  normal  activities  during  convales- 
cence. (4)  Danger  of  superinfection  with  M. 
tuberculosis.  If  the  patient  with  disease  due  to 
anonymous  mycobacteria  is  hospitalized  in  a 
regular  tuberculosis  hospital,  he  may  be  exposed 
to  infection  with  M.  tuberculosis.  Because  the 
anonymous  mycobacteria  infection  is  noncom- 
municable,  it  is  suggested  that  these  latter 
patients  might  well  be  managed  on  an  outpatient 
basis.  (5)  Sputum  examination.  Mycobac- 
teria of  these  so-called  anonymous  types  have 
been  recovered  from  apparently  normal  individ- 
uals. This  means  that  the  mere  fact  of  finding 
acid-fast  bacilli  in  a sputum  smear — or  even  if, 
without  further  identification — a mycobacter- 
ium is  cultured,  a diagnosis  of  tuberculosis  is  not 
warranted.  In  fact,  the  organism  is  not  even 
necessarily  incriminated  etiologically. 
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Y oung  adults  with  x-ray  evidence  of  a 
filling  defect  in  the  stomach  present  a 
diagnostic  problem.  To  the  usual  diag- 
nostic considerations  of  lymphoma,  carci- 
noma, and  hypertrophic  gastritis,  we  would 
like  to  add  another  possibility:  diffuse 

cystic  malformation.  The  case  reported 
here  appears  to  be  the  third  recorded  in 
the  English  literature  and  the  first  in  a 
young  female. 

Scott  and  Payne  in  1947 1 reported  the 
case  of  a fifty-eight-year-old  male  with 
achlorhydria,  weight  loss,  and  an  antral 
filling  defect  thought  to  be  carcinoma. 
Oberman,  Lodmell,  and  Sower  in  1963^  re- 
ported the  case  of  a fifty-four-year-old 
male  with  weight  loss  of  20  pounds,  normal 
hemogram,  and  a gastrointestinal  series 
interpreted  as  irregularity  and  distortion 
of  the  proximal  half  of  the  stomach  simulat- 
ing carcinoma.  Pathologically  both  cases 
proved  to  be  submucosal  cystic  changes 
similar  to  the  case  described  here. 

Case  report 

A twenty-one-year-old  Negro  female  was 
admitted  to  Metropolitan  Hospital  on 
July  29,  1963,  referred  by  the  outpatient 


FIGURE  1.  Upper  gastrointestinal  series  demon- 
strating irregular  filling  defect  of  subcardiac  lesser 
curvature. 


department  because  of  x-ray  film  findings 
of  an  irregular  filling  defect  of  the  sub- 
cardiac region  (Fig.  1). 

There  had  been  peri-  and  infra-umbilical 
pain  of  four  months  duration  associated 
with  a 20-pound  loss  of  weight  in  six 
months.  Pain  had  been  noticed  when 
she  had  not  eaten  for  several  hours.  There 
had  been  anorexia  for  six  months  but  no 
nausea,  vomiting,  hematemesis,  or  tarry 
stools.  There  was  no  food  intolerance. 
The  pain  lasted  from  ten  to  fifteen  minutes, 
was  sharp,  relieved  by  food,  and  did  not 
occur  nocturnally.  She  had  had  a cesarean 
section  in  1960.  Since  1955  there  had 
been  admissions  for  poorly  controlled 
diabetes  treated  with  15  to  80  units  of  NPH 
insulin  daily.  She  denied  tuberculosis, 
lues,  gonorrhea,  and  allergies,  but  she  had 
had  scarlet  fever  at  the  age  of  ten.  She 
had  been  attending  the  gynecologic  clinic 
for  nonspecific  vaginitis,  and  a gastrointes- 
tinal series  was  performed  because  of  the 
recurrent  abdominal  pain.  Review  of  sys- 
tems aside  from  an  idiopathic  amenorrhea 
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of  one  year  duration  gave  negative  re- 
sults. She  denied  alcoholism  and  admitted 
smoking  one  pack  of  cigarets  per  day. 

Her  father  had  stomach  ulcers,  and  her 
mother  had  died  at  the  age  of  thirty-five 
of  carcinoma  of  the  stomach.  Subsequent 
events  elicited  the  fact  that  the  patient 
had  been  placed  in  a hospital  at  another 
institution  one  year  ago  for  schizophrenia. 

Physical  examination  revealed  a thin, 
alert,  cooperative,  well-oriented,  Negro 
female  in  no  distress.  Temperature  was 
98.8  F.,  pulse  100  per  minute,  respiration 
16  per  minute,  and  blood  pressure  100/72 
mm.  Hg.  Positive  findings  included  diffuse 
smooth  enlargement  of  the  right  lobe  of 
the  thyroid.  There  were  no  enlarged 
cervical  lymph  nodes,  and  the  trachea  was 
midline.  The  lungs  were  clear  to  percus- 
sion and  auscultation.  The  apical  impulse 
was  in  the  midclavicular  line  at  the  sixth 
interspace,  rhythm  was  regular,  there  were 
no  thrills  or  murmurs,  but  one  examiner 
heard  a split-second  mitral  sound.  There 
were  no  abdominal  masses  or  enlarged 
organs  palpated,  but  tenderness  to  pressure 
below  the  xiphisternum  was  elicited.  Neu- 
rologic, rectal,  and  pelvic  examinations 
were  noncontributory. 

Laboratory  findings  included  a blood 
urea  nitrogen  of  8 mg.  per  100  ml.,  blood 
glucose  of  200  mg.  per  100  ml.,  negative 
VDRL  test  results,  hemoglobin  of  9.9  Gm. 
per  100  ml.  with  a hematocrit  of  45,  white 
blood  count  was  9,300,  urinalyses  were, 
aside  from  a 1 plus  glucose,  within  normal 
limits,  prothrombin  time  was  14.2  seconds 
with  a 12.9  second  control,  alkaline  phos- 
phatase was  4.2,  cephalin  flocculation  1 
plus,  bilirubin  0,  and  cholesterol  276  mg. 
per  100  ml. 

On  the  basis  of  x-ray  findings,  laboratory 
data,  and  family  history,  the  clinical  im- 
pression pointed  to  a surgical  lesion  of  the 
stomach.  Therefore,  on  August  1,  1963, 
an  exploratory  laparotomy  was  performed. 

A large  soft  mass  on  the  lesser  curvature 
of  the  stomach  with  several  enlarged  lymph 
nodes  was  observed.  Frozen  sections  of 
the  mass  were  reported  as  benign.  An 
esophagogastrectomy  and  elective  splenec- 
tomy were  performed. 

The  postoperative  course  was  marked 
by  psychotic  episodes,  and  on  the  eighth 
postoperative  day,  August  9,  1963,  while 
awaiting  transfer  to  the  neuropsychiatric 


division,  the  patient  left  the  hospital. 
She  was  readmitted  on  August  10,  with 
abdominal  pain  and  high  fever.  Aerobac- 
ter  aerogenes  Was  cultured  from  the 
peritoneal  cavity,  and  despite  intensive 
therapy  she  died  on  August  31,  1963. 
Postmortem  examination  was  not  obtained. 

Gross  description  of  surgical  speci- 
men. The  stomach  measured  18  cm.  along 
the  greater  curvature  and  13  cm.  along  the 
lesser  curvature  (7  cm.  along  the  proximal 
and  5 cm.  along  the  distal  resection  lines). 
The  serosa  was  pink-grey  in  color  and 
focally  hemorrhagic.  The  rugae  were 
prominent.  The  distal  edge  of  the  speci- 
men showed  a “cobblestone”  mucosal  pat- 
tern. The  thickness  of  the  wall  measured 
up  to  0.5  cm.  There  was  submucosal 
and  mucosal  thickening  along  the  cardia  of 
the  lesser  curvature,  but  no  specific  tume- 
faction was  noted.  The  adipose  tissue  at- 
tached contained  four  lymph  nodes  ranging 
up  to  1 cm.  in  greatest  diameter.  On  cut 
surface  the  lymph  nodes  had  a soft  con- 
sistency and  greyish-white  color.  At- 
tached to  the  operative  specimen  was  the 
spleen  which  weighed  130  Gm. 

Microscopic  description.  The  mucosa 
was  intact  and  lined  by  somewhat  hyper- 
plastic tall  columnar  epithelium.  The 
lamina  propria  was  edematous,  congested, 
and  contained  numerous  cystic  dilated 
glands  associated  with  a heavy  lymphocytic 
collection  which  appeared  mainly  around 
the  blood  vessels.  The  muscularis  and 
serosa  were  not  remarkable.  Sections  of 
the  lymph  nodes  showed  reactive  hyper- 
plasia. The  lining  of  these  cysts  was  of 
columnar  mucogenic  epithelium  focally 
flattened  (Fig.  2).  They  and  surrounding 
congested  vessels  were  surrounded  by  focal 
lymphocytic  and  plasmocytic  aggregates 
and  definite  bundles  of  smooth  muscle. 
Intestinal  gastric  mucosa  was  not  noted. 

Formalin-fixed  sections  of  the  gross 
specimen  were  subsequently  examined  with 
the  Bausch  and  Lomb  macrodissector  mi- 
croscope, and  cysts  were  easily  discernible 
(Fig.  3).  This  proved  to  be  a valuable 
adjunct  to  both  frozen  and  fixed  micro- 
scopic section  examination. 

Comment 

Neither  in  this  nor  prior  reported  cases 
of  gastric  cystic  disease  were  there  associ- 
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FIGURE  2.  (A)  Low-power  view  demonstrating 
multiple  submucosal  cystic  changes.  (B)  Medium 
power  demonstrating  intact  mucosa,  cystically  di- 
lated gland,  and  dense  perivascular  inflammatory 
infiltrate.  (C)  High-power  view  of  cystically  dilated 
gland  surrounded  by  bundles  of  smooth  muscle 
and  round  cell  infiltrate.  (Hematoxylin  and  Eosin 
Stain). 


ated  cystic  changes  in  other  organs.  Ap- 
parently this  is  not  part  of  a generalized 
cystic  organ  defect. 

At  operation,  even  when  frozen  sections 
were  reported  as  benign,  the  gross  palpa- 
tory findings  were  deceptive  enough  in  all 


FIGURE  3.  Formalin-fixed  specimen  as  seen 
through  macrodissector.  Note  three  cystic  spaces 
below  cobblestone  mucosa.  Beneath  them  are 
two  large  vessels. 

reported  cases  to  lead  to  gastrectomy  for 
neoplasia. 

The  use  of  a macrodissector  or,  where 
none  is  available,  a hand  lens  allows  for 
visualization  on  cross  section  of  small 
cystic  lesions  of  this  type.  These  areas 
can  then  be  selected  for  microscopy. 

Clarke3  reported  a series  of  myo-epithe- 
lial  hamartomatous  changes  varying  from 
large  masses  of  smooth  muscle  and  small 
epithelial  lined  cysts  to  aberrant  localized 
smooth  muscle  masses  and  ductlike  spaces 
with  or  without  Brunner’s  glands  and/or 
pancreatic  tissue  in  the  stomach. 

Fitzgerald4  in  his  series  of  chronic  follicu- 
lar gastritis  cases  reported  cystic  spaces  as 
a rather  constant  feature  which  proved  to 
be  dilated  venous  and  lymphatic  channels. 
His  eighth  case  had  pancreatic  acini  in  the 
submucosa,  emphasizing  that  this  mis- 
placed pancreatic  tissue  is  usually  submuco- 
sal and  associated  with  smooth  muscle 
masses.  The  cystic  spaces  described  in 
pure  chronic  follicular  gastritis  were  limited 
to  the  mucosa,  not  surrounded  by  smooth 
muscle  bundles  but  by  true  lymphoid  fol- 
licles. 

Clarke  in  1940  and  more  recently  Ober- 
man,  Lodmell,  and  Sower  (1963) 2 in  review- 
ing the  pathogenesis  of  similar  gastric  cystic 
cases  came  to  the  conclusion  that  these 
lesions  were  hamartomatous,  representing 
a form  of  pancreatic  rest.  Our  case  is 
added  to  those  of  Scott  and  Payne  (1947) 1 
and  Oberman,  Lodmell,  and  Sower2  to 
emphasize  the  age  and  sex  variation  of  this 
lesion.  Of  interest  in  our  case  is  the  famil- 
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ial  history  of  gastric  disease  in  both  parents. 
It  is  tempting  to  speculate  that  the  occur- 
rence of  gastric  cystic  disease  represents 
the  pathologic  expression  of  inherited  tissue 
susceptibility.  Such  speculation  is  permis- 
sible to  direct  attention  to  the  need  for 
familial  studies  when  this  entity  is  suspected 
or  proved. 

Summary 

An  unusual  cystic  malformation  of  the 
stomach  (probably  hamartomatous  in  ori- 
gin) of  a type  frequently  roentgenologically 
and  grossly  interpreted  as  neoplastic  is  de- 
scribed. This  represents  the  third  Ameri- 
can case  and  the  youngest  yet  described. 


The  use  of  the  dissecting  microscope  as  an 
adjunct  in  the  diagnosis  of  such  lesions  is 
advocated. 

Benign  cystic  hamartoma  should  be 
added  to  the  usual  lesions  considered  causa- 
tive of  roentgenologic  filling  defect  of  the 
stomach  and  ill-defined  submucosal  masses. 
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T HE  EVER-DIFFICULT  PROBLEM  of  the 
decubitus  ulcer  has  plagued  dermatologists 
consistently,  especially  since  nursing  care  is 
generally  not  available  for  the  essential 
rotation.  The  apparent  solution  by  means 
of  an  alternating  pressure  pad  has  been 
decidedly  limited  by  a lack  of  concentrated, 
localized  pressure  variation.  This  is  ob- 
tained on  the  extremities  by  means  of  an 
apparatus  such  as  the  intermittent  com- 
pression unit,  * but  is  not  available  for  trunk 
areas.  Sheepskins  and  their  synthetic 
counterparts  provide  a partial  answer,  but 
when  the  patient  is  relatively  stationary,  as 
in  paraplegia,  their  value  is  greatly  dimin- 
ished. 

An  extremely  efficient  and  inexpensive 
item  has  apparently  solved  this  problem  for 
3 of  my  patients.  It  is  called  the  “bucket 
seaf’t  and  is  distributed  through  automo- 
bile parts  retail  stores.  It  is  made  of  vinyl 
and  consists  of  separately  inflatable  back 
and  seat.  Each  is  composed  of  alternating 
inflatable  ribs  separated  by  longitudinal 
slits.  Best  results  are  obtained  by  con- 
necting each  of  the  two  valves  to  the  motor 
unit  of  an  alternating  pressure  pad.  The 
seat  and  the  back  will  now  inflate  and  de- 
flate alternately  as  individual  units.  The 

* Distributed  by  the  Jobst  Institute.  Inc.,  Toledo,  Ohio. 

t Produced  by  the  Howe  Plastics  and  Chemical  Company. 
New  York  City. 


FIGURE  1.  "Bucket  seat”  showing  individual 
valves  for  seat  and  back  attached  to  motor  unit  of 
alternating  pressure  pad. 


bucket  seat  is  then  placed  under  a sheepskin 
or  synthetic  analog  which  is  kept  in  direct 
contact  with  the  skin.  Since  the  relatively 
small  size  of  the  seat  limits  it  to  the  general 
area  of  the  trunk,  the  objective  of  concen- 
trated, localized  pressure  variation  is 
achieved.  On  the  other  hand,  excessive 
localization  such  as  might  occur  with  a 
rubber  ring  is  avoided.  The  latter  often 
produces  peripheral  ulcers  of  its  own.  A 
second  advantage  is  that  the  apparatus  is 
easily  adaptable  to  a chair  or  automobile. 
When  used  in  an  automobile  or  on  a wheel 
chair  the  motor  unit  can  be  eliminated.  If 
the  bucket  seat  is  inflated  to  about  75  per 
cent  of  capacity,  there  will  be  adequate 
pressure  variations  created  by  vehicular 
motion. 

Although  my  own  experience  with  the 
bucket  seat  has  been  limited  to  3 patients,  it 
should  be  noted  that  2 of  them  had  had 
decubitus  ulcers  for  years  with  severe 
cyanosis  of  the  dependent  parts.  Cyanosis 
disappeared  in  all  cases  within  several  days, 
and  healing  was  apparent  within  the  week. 
More  complete  healing  takes  about  two 
weeks.  I hope  to  be  able  to  report  more 
extensively  on  this  apparatus  at  a later 
date. 

829  Wilmot  Road 
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Letters  to  the  Editor 


Open  letter  to  members,  Medical  Society  of  the  State  of  New  York 


May  27,  1966 

To  the  Editor:  It  was  a most  interesting  ex- 

perience for  me  as  secretary  of  a component 
medical  society  to  attend  yesterday’s  special 
meeting  of  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York.  In  re- 
viewing the  proceedings  it  was  fascinating  to 
watch  the  ebb  and  flow  of  comment  and  discus- 
sion from  the  radical  through  the  moderate  to 
the  conservative  and  back  again. 

The  proceedings  gave  ample  reason  for  re- 
flection on  the  paradox  which  has  gripped  the 
medical  profession  in  general  down  through  the 
years.  I refer  to  the  fact  that  the  vast  ma- 
jority of  physicians  have  refused  to  become 
involved  in  politics  and  yet  rise  up  in  righteous 
indignation  when  legislation  is  enacted  which 
allegedly  threatens  the  welfare  of  physicians 
in  any  one  of  several  ways. 

The  argument  is  always  raised  that  our  ranks 
are  too  small  to  be  significant  at  the  time  of  elec- 
tions. It  is  obvious  to  me  that  this  fact,  only 

Twitching  eyelid 

To  the  Editor:  Twitching  eyelid  is  an  extremely 

annoying  and  common  symptom  among  adults 
and  adolescents  but  is  relatively  rare  among 
young  children.  Typically  regarded  as  a trivial 
complaint  unless  associated  with  a more  sig- 
nificant pathologic  condition,  and  tending  to 
disappear  in  time,  it  seems  to  have  attracted 
little  formal  attention. 

The  frequency  and  severity  of  twitching  are 
remarkably  labile  under  momentary  fluctua- 
tions in  psychological  states.  Flurries  of 
twitches  may  be  observed  when  the  patient  is 
under  the  mildest  stress,  anxiety,  or  arousal, 
such  as  the  middle-aged  man  whose  left  lower 
eyelid  begins  to  twitch  wildly  as  soon  as  a pretty 
young  thing  boards  the  elevator  he  is  riding, 
the  stenographer  who  experiences  an  attack 
whenever  the  office  manager  approaches,  or  the 
housewife  whose  symptoms  are  exacerbated 
when  she  goes  out  to  shop  in  the  face  of  a cold 
wind.  Activation  of  the  symptom  apparently 
is  a barometer  of  moment-to-moment  shifts 
in  the  patient’s  level  of  autonomic  (sympa- 
thetic) activity. 

These  observations  probably  account  for 
the  common  assertion  that  the  symptom  arises 
from  visual  fatigue  or  has  a psychiatric  origin. 
Yet,  therapy  involving  new  glasses,  rest,  seda- 
tives, or  tranquilizers  often  fails,  and  the  com- 


when  seen  in  conjunction  with  the  acknowl- 
edged reluctance  of  physicians  to  become  politi- 
cally active,  results  in  our  voice  being  ignored. 

In  general  physicians  are  regarded  in  their 
communities  as  men  of  greater  than  average 
intelligence  and  judgment,  and  I feel  we  greatly 
underestimate  the  influence  we  might  wield.  A 
few  seconds’  comment  in  support  of  a candidate 
to  each  of  our  many  patients  can  have  great 
effect. 

My  conclusion  after  ruminating  over  these 
various  elements  during  the  special  meeting  is 
simply  this:  If  physicians  continue  to  refuse 

adamantly  to  exercise  the  potential  influence 
which  they  can  exert  to  stem  the  rising  tide  of 
socialism  in  this  country,  are  we  not  presump- 
tuous to  criticize  and  complain  over  the  results 
of  the  efforts  of  those  individuals  who  do 
exercise  their  potential  influence? 

104  Fair  Street  F.  W.  Holcomb,  Jr.,  M.D. 
Kingston,  New  York 


plaint  may  persist  for  weeks  or  months.  When 
it  does  disappear,  both  patient  and  physician 
may  be  at  a loss  to  explain  the  improvement. 

Therapeutic  response  in  a limited  series  of 
cases  I have  seen  offers  evidence  for  an  alter- 
nate etiologic  hypothesis.  I suggest  that  a 
substantial  number  of  twitching  eyelid  sufferers 
reflect  a lowered  concentration  of  calcium  ion 
at  the  myoneural  junction,  in  the  same  way 
that  tetany  in  the  form  of  leg  cramp  is  under- 
stood to  arise  in  gravid  women.  At  any  rate, 
6 (86  per  cent)  of  7 cases  I advised  to  drink 
a large  glass  of  milk  at  bedtime  reported  total 
remission  of  the  twitch  by  morning.  All  had 
indicated  a history  of  low  milk  intake  before 
therapy;  perhaps  the  low  incidence  of  the 
symptom  among  children  is  related  to  their 
milk-drinking  habits. 

I would  be  delighted  to  hear  from  physicians 
about  the  results  of  this  simple  therapy  with 
their  patients  who  complain  of  twitching  eye- 
lids. However,  since  such  reports  fail  to  con- 
trol for  possible  placebo  effects,  the  calcium- 
ion  hypothesis  does  seem  worthy  of  more 
sophisticated  study.  Conrad  Chyatte,  Ph.D. 

Associate  Professor  of  Psychology 
DePaul  University 
25  East  Jackson  Boulevard 
Chicago,  Illinois  60604 
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Kurt  Bardach,  M.D.,  of  Flushing,  died  on 
November  7,  1965,  at  the  age  of  seventy- 
eight.  Dr.  Bardach  received  his  medical  degree 
from  the  University  of  Heidelberg  in  1910.  He 
was  a consulting  dermatologist  at  Queens 
Hospital  Center.  Dr.  Bardach  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  M.  Cahn,  M.D.,  of  New  York  City, 
died  on  June  7 at  his  home  at  the  age  of  sixty- 
six.  Dr.  Cahn  graduated  in  1923  from  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. He  was  an  assistant  attending  physician 
at  St.  Clare’s  Hospital  and  had  recently  retired 
as  an  epidemiologist  for  the  Department  of 
Health.  Dr.  Cahn  was  a member  of  the  Amer- 
ican Public  Health  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Myer  Chasick,  M.D.,  of  The  Bronx, 
died  on  February  24  at  Royal  Hospital  at  the 
age  of  seventy-six.  Dr.  Chasick  graduated 
in  1918  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  During  World 
War  I he  served  with  the  U.S.  Navy. 

Paul  Tehan  Connolly,  M.D.,  of  South 
Duxbury,  Massachusetts,  formerly  of  New 
York  City  and  Bronxville,  retired,  died  at  the 
Veterans  Administration  Hospital  on  June  16 
at  the  age  of  seventy-two.  Dr.  Connolly 
graduated  in  1927  from  Syracuse  University 
College  of  Medicine.  An  ophthalmologist, 
he  had  formerly  served  on  the  staffs  of  the 
New  York  Association  for  the  Blind  and  the 
New  York  Central  System.  Dr.  Connolly  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Janos  Ernyey,  M.D.,  of  Seaford,  died 
on  September  13, 1965,  at  the  age  of  seventy-six. 
Dr.  Ernyey  received  his  medical  degree  from 
the  University  of  Kolozsvar  in  1914.  He  was  a 
member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Bruce  Haig,  M.D.,  of  Newburgh,  died 
on  March  29  at  the  age  of  forty-five.  Dr. 
Haig  graduated  in  1953  from  the  University  of 
Sydney  Medical  School,  Australia.  He  was  an 
assistant  attending  anesthesiologist  at  Corn- 


wall Hospital  and  an  attending  anesthesiologist 
at  St.  Luke’s  Hospital.  Dr.  Haig  was  a member 
of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Thomas  Heenan,  M.D.,  of  The  Bronx, 
died  on  December  13,  1965,  at  the  age  of  fifty- 
seven.  Dr.  Heenan  graduated  in  1933  from 
Long  Island  College  of  Medicine. 

George  G.  Howard,  M.D.,  of  Williamson,  died 
on  April  2 at  the  age  of  fifty-five.  Dr.  Howard 
graduated  in  1937  from  Long  Island  College  of 
Medicine.  He  was  a member  of  the  Wayne 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  S.  King,  M.D.,  of  Bay  Shore,  died 
on  June  13  at  his  home  at  the  age  of  eighty- 
eight.  Dr.  King  graduated  in  1899  from  New 
York  Homeopathic  Medical  College  and  Hos- 
pital. Until  his  retirement  he  had  been  a 
general  practitioner,  novelist,  and  operator  of 
his  own  hospital.  In  1937  his  historical  novel, 
The  Last  Slaver,  was  adapted  for  the  movies 
by  William  Faulkner.  Dr.  King  was  a member 
of  the  Industrial  Medical  Association,  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  George  Lenhart,  M.D.,  retired,  of 
Arlington,  Massachusetts,  formerly  of  Spen- 
cerport,  died  on  May  27  at  Arlington  at  the 
age  of  seventy-eight.  Dr.  Lenhart  graduated  in 
1909  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a consulting  surgeon  at 
Park  Avenue  Hospital  where  he  had  served  as 
former  chief  surgeon  and  chairman  of  the 
board  of  directors.  Dr.  Lenhart  was  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a 
member  of  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society  (a  past- 
president),  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Leo  Lyons,  M.D.,  of  Schenectady, 
died  on  May  10  at  St.  Clare’s  Hospital  at  the 
age  of  seventy-nine.  Dr.  Lyons  graduated  in 
1917  from  the  University  of  Vermont  College  of 
Medicine.  Retired,  Dr.  Lyons  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


. 
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Andrea  Saccone,  M.D.,  of  New  York  City, 
died  on  June  12  at  Columbus  Hospital  at  the 
age  of  eighty-four.  Dr.  Saccone  received  his 
medical  degree  from  the  University  of  Naples  in 
1905.  He  was  a consulting  pathologist  at 
Columbus  Hospital,  a former  associate  pro- 
fessor of  pathology  at  New  York  Medical 
College,  and  a founding  member  of  the  American 
College  of  Pathologists.  Dr.  Saccone  was  a 
Diplomate  of  the  American  Board  of  Pathology 
(Pathologic  Anatomy  and  Clinical  Pathology), 
a Fellow  of  the  American  College  of  Pathologists, 
and  a member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  American 
Society  of  Clinical  Pathologists,  the  New  York 
Academy  of  Medicine,  the  New  York  Patho- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Otto  Schorr,  M.D.,  of  Speculator,  died  on 
November  10,  1965,  at  Miami,  Florida,  at  the 
age  of  seventy-one.  Dr.  Schorr  received  his 
medical  degree  from  the  University  of  Lwow  in 
1920.  He  was  health  officer  and  school  physi- 
cian in  Speculator.  Dr  Schorr  was  a member 
of  the  Fulton  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


John  Bernard  Schwedel,  M.D.,  of  New  York 
City,  died  on  May  26  in  a fishing  accident  at 
Plattsburgh  at  the  age  of  sixty-two.  Dr. 
Schwedel  graduated  in  1927  from  the  University 
of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  attend- 
ing physician  in  cardiology  at  Montefiore 
Hospital,  an  attending  physician  in  cardiac 
disease  at  The  Bronx  Veterans  Administration 
Hospital,  and  chief  cardiologist  at  Columbus 


Favorite  targets  of  mosquitoes 


According  to  Clifford  B.  Hicks,  writing  in  a 
recent  issue  of  Today’s  Health,  certain  char- 
acteristics may  make  you  a perfect  target  for 
mosquitoes.  Summarizing  his  findings,  you 
are  most  likely  to  be  bitten  if  you  (1)  have  a 
dark  complexion.  In  recent  experiments,  dark- 
skinned  persons  attracted  22  per  cent  more 
mosquitoes  than  fight-skinned  persons.  Orientals 
attracted  27  per  cent  more  mosquitoes  than 
Caucasians,  and  Negroes  attracted  60  per  cent 
more  than  Caucasians.  (2)  Warm-skinned 
individuals  attracted  30  per  cent  more  mos- 
quitoes than  those  with  cooler  skins.  (3) 
People  in  good  health  are  more  likely  to  get 
bitten  than  those  with  medical  complaints. 
(4)  Perspiring  more  than  usual  attracts  mos- 
quitoes. (5)  Breathing  heavily  provides  a 


Hospital.  Dr.  Schwedel  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine 
(Cardiovascular  Diseases) , a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Shepard  Shapiro,  M.D.,  of  New  York  City, 
died  on  June  12  at  his  home  at  the  age  of  sixty- 
nine.  Dr.  Shapiro  graduated  in  1919  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  physician  at 
Lincoln  Hospital  and  a research  physician  at 
Goldwater  Memorial  Hospital.  Retired  in 
1961,  he  had  pioneered  in  1940  in  the  use  of 
methylene  dicoumarin  as  an  anticoagulant  in 
the  treatment  and  prevention  of  thrombotic 
diseases.  He  was,  also,  a former  assistant 
professor  of  clinical  medicine  at  the  New  York 
University  School  of  Medicine.  Dr.  Shapiro 
was  a Fellow  of  the  American  College  of  Angi- 
ology  and  a member  of  the  American  Society  of 
Clinical  Pathologists,  the  Society  for  Experi- 
mental Biology  and  Medicine,  the  New  York 
Academy  of  Medicine,  the  New  York  Patho- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Max  Spiegel,  M.D.,  of  New  York  City,  died  on 
June  12  at  The  Mount  Sinai  Hospital  at  the 
age  of  seventy-eight.  Dr.  Spiegel  graduated  in 
1908  from  University  and  Bellevue  Hospital 
Medical  College.  For  forty  years  he  was 
physician  for  the  New  York  Letter  Carriers 
Association.  Dr.  Spiegel  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


clue  for  mosquitoes,  possibly  by  the  carbon 
dioxide  in  the  expired  air.  (6)  Highly  active 
people  were  found  to  attract  considerably  more 
mosquitoes  than  inactive  ones.  (7)  Wearing 
perfume,  cologne,  or  any  noticeable  fragrance 
attracts  large  numbers  of  mosquitoes.  (8) 
Wearing  dull,  dark  clothes  attracts  mosquitoes. 
This  is  probably  due  to  the  reflection  of  light 
which,  more  noticeable  in  fight  colors,  repels  the 
insects. 

There  are  more  than  2,500  species  of  mos- 
quito, but  one  type,  Culex  pipiens,  is  the  most 
common  in  the  U.S.  Only  the  female  bites 
human  beings. 

Most  household  mosquitoes  travel  no  more 
than  two  or  three  city  blocks  during  their 
fives,  a fact  important  to  community  mos- 
quito control.  If  all  breeding  spots  such  as 
pools  of  stagnant  water,  old  auto  tires,  and 
open  cans  were  eliminated,  the  problem  of 
mosquito  bites  would  also  be  greatly  reduced. 
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Abstracts  in  Interlmgua 


Lesnick,  G.  J.:  Mammographia,  un  appello 

a esser  caute  ( anglese ),  New  York  State  J. 
Med.  66:  2005  (1  de  augusto)  1966. 

Mammographia  es  utile  in  le  detection  de 
obscur  e occulte  carcinoma  mammari,  como 
technica  de  examines  preliminari,  e pro  casos 
in  que  le  presentia  de  un  massa  non  es  certe. 
Palpabile  lesiones  require  verification  per  ex- 
cision e biopsia  sin  reguardo  al  constatationes 
radiologic  o per  aspiration  de  un  cyste  sequite 
per  le  complete  disparition  del  lesion.  Le 
constatationes  mammographic  non  es  conclu- 
sive. Isto  es  illustrate  per  reportos  de  casos. 

Pecora,  D.  V.:  Le  importantia  del  material 

de  suturage  in  le  guarition  bronchial  {anglese), 
New  York  State  J.  Med.  66:  2009  (1  de  au- 
gusto) 1966. 

Le  clausura  bronchial  post  resection  pul- 
monar  es  usualmente  effectuate  per  clausura tion 
terminal,  reinfortiate  per  pleura.  Aciero  in- 
oxydabile,  seta,  e absorbibile  materiales  de 
suturage  esseva  usate  consecutivemente  in  117 
nonseligite  casos  de  resection  pulmonar  pro 
determinar  le  incidentia  de  complicationes  in 
le  varie  typos  de  clausura  tion.  Le  incidentia 
de  tal  complications  esseva  quasi  identic,  e le 
casos  esseva  comparabile  relative  al  bacterio- 
logia,  al  extension  del  morbo,  al  typo  de  resec- 
tion, e al  pharmacotherapia  utilisate. 

Dole,  V.  P.,  e Nyswander,  M.  E.:  Re- 

habilitation de  heroinomanos  post  blocage  con 
methadona  (anglese),  New  York  State  J. 
Med.  66:  2011  (1  de  augusto)  1966. 

Methadona  bloca  le  effecto  euphorogene  de 
heroina  e altere  opiatos,  rendente  le  drogas 
inefficace  sin  le  production  de  effectos  narcotic. 
Inveterate  narcotomanos  sin  spero  de  curation 
per  conventional  technicas  de  detoxication 


esseva  acceptate  pro  le  tractamento.  Le  pro- 
gramma  comincia  con  6 septimanas  de  hos- 
pitalisation, sequite  de  dimission  ad  in  un 
phase  de  observation  visitante.  Finalmente, 
le  patiente  entra  ad  in  le  tertie  phase  quando 
ille  pote  viver  un  responsabile  vita  autonome 
requirente  pauc  assistentia  social.  Le  blocage 
es  continuate  durante  le  rehabilitation  e in 
ultra  de  illo  de  accordo  con  le  decision  del 
medico.  Methadona  se  ha  provate  medical- 
mente  salve,  e nulle  nove  problemas  medical 
ha  emergite.  Quando  patientes  stabilisate  per 
medio  de  methadona  recipeva  injectiones  de 
narcoticos,  files  non  reageva  euphoricamente, 
monstrava  grados  normal  de  sensibilitate  pro 
dolor,  e derivava  nulle  euphorismo  ab  metha- 
dona. Le  stabilitate  de  dosage  ha  essite  es- 
tablite,  e le  acceptation  del  tractamento  ha 
essite  uniforme.  Ex  120  patientes  admittite, 
solmente  13  non  esseva  successose. 

Karl,  W.  F.:  Concentrationes  de  oxygeno 

obtenite  con  un  apparato  revivificatori  manual 
(anglese),  New  York  State  J.  Med.  66:  2018 
(1  de  augusto)  1966. 

Es  describite  un  portabile  ventilator  manual 
le  qual  functiona  independentemente  de  un 
provision  de  oxygeno.  Pro  obtener  alte  ten- 
siones  de  oxygeno,  un  “teta”  es  providite  al 
valvula  insugitori  de  aere  pro  attachar  un  tubo 
de  oxygeno.  Tamen,  concentrationes  de  oxy- 
geno in  le  vicinitate  de  100  pro  cento  non  es 
effectuabile  viste  que  le  dispositivo  non  preveni 
le  insuction  de  aere  ad  in  le  sacco.  Le  concen- 
trationes de  oxygeno  esseva  studiate,  e le  plus 
alte  valor  esseva  74  pro  cento  con  le  valvula 
plenmente  aperte.  Ben  que  le  apparato  re- 
vivificatori manual  es  utile  in  situationes  de 
urgentia,  un  simple  sacco  con  masca  discargante 
oxygeno  pur  esserea  plus  satisfactory  Le 
mesmo  vale  pro  un  apparato  revivificatori  in 
que  le  insuction  de  aere  pote  esser  obturate. 


I 
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Books  Received 


The  following  books  were  received  during  the  month  of  May,  1966* 


The  Metabolic  Basis  of  Inherited  Disease. 

Edited  by  John  B.  Stanbury,  M.D.,  James  B. 
Wyngaarden,  M.D.,  and  Donald  S.  Fredrick- 
son, M.D.  Second  edition.  Octavo  of  1,434 
pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  1966. 
Cloth,  $35. 

The  Addictive  Drinker.  By  Joseph  Thimann, 
M.D.  Octavo  of  159  pages.  New  York, 
Philosophical  Library,  1966.  Cloth,  $6.00. 

The  International  Handbook  of  Group 
Psychotherapy.  Edited  by  J.  L.  Moreno, 
M.D.  Octavo  of  747  pages,  illustrated.  New 
York,  Philosophical  Library,  1966.  Cloth,  17.50. 

Heritable  Disorders  of  Connective  Tissue. 

By  Victor  A.  McKusick,  M.D.  Third  edition. 
Octavo  of  499  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1966.  Cloth,  $18.50. 

Kidney  and  Electrolytes:  Foundations  of 

Clinical  Diagnosis  and  Physiologic  Ther- 
apy. By  Norman  Deane,  M.D.  Octavo  of 
198  pages,  illustrated.  Englewood  Cliffs,  N.J., 
Prentice-Hall,  Inc.,  1966.  Cloth,  $9.00. 

Principles  of  Hematology.  By  James  W. 
Linman,  M.D.  Octavo  of  621  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1966. 
Cloth,  $12.50. 

Pathology  Annual.  Volume  1,  1966. 

Edited  by  Sheldon  C.  Sommers,  M.D.  Octavo 
of  387  pages,  illustrated.  New  York,  Apple- 
ton-Century-Crofts,  1966.  Cloth,  $12. 

Annual  Review  of  Medicine.  Volume  17. 

Arthur  C.  De  Graff,  Editor.  William  P. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Creger,  Associate  Editor.  Octavo  of  563  pages, 
illustrated.  Palo  Alto,  Calif.,  Annual  Reviews, 
Inc.,  1966.  Cloth,  $8.50. 

Genetics  in  Medicine.  By  James  S.  Thomp- 
son, M.D.,  and  Margaret  W.  Thompson,  Ph.D. 
Octavo  of  300  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1966.  Cloth, 
$7.50. 

Surgical  Approaches  to  the  Neck,  Cervical 
Spine  and  Upper  Extremity.  By  Emanuel 
B.  Kaplan,  M.D.  Quarto  of  246  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Cloth,  $11.50. 

Current  Psychiatric  Therapies.  Volume 
VI,  1966.  Edited  by  Jules  H.  Masserman, 
M.D.  Octavo  of  382  pages,  illustrated.  New 
York,  Grune  & Stratton,  1966.  Cloth,  $13.50. 

On  the  History  of  the  Psycho-Analytic 
Movement.  By  Sigmund  Freud.  Transla- 
tion by  Joan  Riviere.  Revised  and  Edited 
by  James  Strachey.  Octavo  of  79  pages.  New 
York,  W.  W.  Norton  & Company,  Inc.,  1966. 
Cloth,  $3.50. 

The  Medical  Clinics  of  North  America. 
Memorial  Sloan-Kettering  Cancer  Center 
Number.  Volume  50,  Number  3,  May, 
1966.  Medical  Advances  in  Cancer.  David 
A.  Kamofsky,  M.D.,  and  Rulon  W.  Rawson, 
M.D.,  Guest  Editors.  Octavo.  Philadelphia, 
W.  B.  Saunders  Company,  1966.  Published 
Bi-Monthly  (six  numbers  a year).  Cloth, 
$18  net. 

The  Dangerous  Cold;  Its  Cures  and  Com- 
plications. By  Noah  D.  Fabricant,  M.D., 
and  Groff  Conklin.  Duodecimo  of  179  pages, 
illustrated.  New  York,  Collier  Books,  1966. 
Paper,  95^. 
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Laboratory  study  shows: 

Significant  alteration 
of  cerebral  dynamics 
with  'Deprol’ 

While  both  meprobamate  and  benactyzine  have  been  used  in  therapy,  the  unusual  inter- 
action of  these  substances  in  ‘Deprol’  produces  effects  unobtainable  with  either  drug  alone. 

Administered  to  animals,  this  combination  in  a ratio  comparable  to  that  found  in  ‘Deprol’ 
(meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg.):  “produces  patterns  of 
cortical-subcortical  activity  not  seen  with  either  drug  alone  and  indicates  that  a significant 
alteration  in  cerebral  dynamics  has  occurred.”1 


DURATION  OF  LIMBIC  AFTERDISCHARGES 

A 


Dampens  limbic  seizures 

Meprobamate  administered  jointly 
with  benactyzine  caused  dramatic 
reduction  in  the  duration  of  limbic 
system  afterdischarges  produced 
by  electrical  stimulation.  When 
given  to  cats  with  benactyzine- 
enhanced  afterdischarges,  mepro- 
bamate reduced  their  duration  to 
less  than  half  that  noted  prior  to 
benactyzine  administration. 


Produces 
cortical  activation 

Meprobamate,  in  cats,  also  com- 
pletely reversed  electroencephalo- 
graphic  signs  of  cortical  depression 
produced  by  benactyzine  and 
caused  the  appearance  of  an  acti- 
vated electroencephalogram  not 
produced  by  either  drug  alone. 

"This  effect  may  well  represent 
the  electrophysiological  substrate 
for  the  clinically  observed  mood 
elevation  which  is  frequently  noted 
in  depressed  patients  taking  the 
combination  of  meprobamate  and 
benactyzine  ['Deprol']."' 


C-control 

B-effect  of  benactyzl 
(0.01-0.1  mg/kg  I 


B+M-effect  of  meproba  e 
(5-10  mg/kg  l.v.)  - 
following  the 
benactyzine 


EFFECTS  OF  DRUGS  ON  THE  ELECTROENCEPHALOGRAM 


control  (Resting  activity  of  the  cortex  of  the  unanesthetized  cat;  dominant 
l.v.  frequencies  are  in  the  12-18  cycle  band  with  an  amplitude  of 

about  50  microvolts.)  2 secon< 


benactyzine,  o.o2  mg/kg  (Dominant  frequencies  slow  to  5-8  cycles  and 
i.v.  the  voltage  increases  to  100-150  microvolts.) 


benactyzine  + meprobamate,  to  mg/kg  (Frequencies  accelerate  to  20-30  cycles  am 

i.v.  voltages  of  50-60  microvolts  now  dominate. 


Rational  pharmacological 
basis  underlies  clinical  benefits 

Kletzkin’  in  1962  pointed  out  that  the  dual  electro- 
physiological  picture  of  (1)  damping  of  limbic 
seizures  and  (2)  activation  of  the  electrocorticogram, 
is  characteristic  of  drugs  which  have  been  found 
useful  in  the  treatment  of  neurotic  depression. 

Thus,  it  is  suggested  that  the  clinical  effectiveness 


of  'Deprol’  may  be  due  to  the  fact  that  it  acts  on 
separate  components  of  the  depressive  illness.  It 
reduces  abnormal  activity  in  the  limbic  system, 
raising  the  resistance  to  the  disruptive  stimuli  of 
stress  situations.  And  it  reduces  the  anxiety 
component  without  further  deepening  inhibition 
through  central  nervous  system  depression. 


Wide  clinical  experience 
points  up  the  advantages 
of  'Deprol’  in  depression 


1.  High  rate  of  improvement 

Now  in  its  eighth  year  of  clinical  acceptance,  the  ‘Deprol’  record  of  effectiveness  in  office  and 
clinic  practice  is  well  documented. J'’  Following  is  a recent,  representative  study  from  general  practice. 

Most  patients  suffered  from 
depression.  Other  diagnoses 
included  anxiety  neurosis  and 
acute  anxiety.  They  were  seen 
once  every  1 to  2 weeks  for  a 
little  over  3 weeks.  In  most 
cases,  the  dosage  was  1 tablet 
q.i.d.*  Some  patients  received 
other  medications  for 
co-existent  organic  conditions. 
Improvement  was  measured  in 
percentage  ranges;  less  than 
50%  for  slight  improvement, 
more  than  50%  for  successful 
response,  often  sufficient  to  end 
treatment.  Side  effects  with 
‘Deprol’  (4)  were  mild  and 
easily  controlled. 

*1  patient  received  2 tablets  q.i.d. 
which  is  above  recommended  dosage. 


RESULTS  OF  DOUBLE-BLIND  STUDY  COMPARING  ‘DEPROL’  AND  PLACEBO10 


IMPROVE- 

MENT 

‘DEPROL’ 

No.  of  patients 

% 

of  total 

PLACEBO 

No.  of  patients 

% 

of  total 

75-100% 

20 

37.7% 

• • 

2 

4.2% 

50-75% 

20 

37.7% 

• 

11 

22.9% 

25-50% 

9 

17.0% 

10 

20.8% 

0-25% 

"•  3 

5.7% 

20 

41.7% 

Worse 

• 

1 

1.9% 

5 

10.4% 

TOTAL 

•••  53 

100.0% 

48 

100.0% 

2.  Relatively  rapid  action  in  wide  range  of  depressive  symptoms 

‘Deprol’  acts  rapidly, with  response  frequently  apparent  within  days.  ‘Deprol’  not  only  helps  reduce  the 
basic  depression  but  can  also  relieve  a wide  range  of  associated  symptoms. 


IMPROVEMENT  BY  SYMPTOM  WITH  ‘DEPROL’  IN  77  DEPRESSED  OFFICE  PATIENTS4  (53  neurotic  depressions, 

19  psychotic, 

5 organic  brain 


disorders) 


inhibition 

(59) 


(37) 


TOTAL  INCIDENCE  OF  SYMPTOMS 


(34) 


(30) 


(27) 


neous 
(11)  * 

•Included  8 cases  of  somatization,  1 of  nightmares,  and  2 of  delusions. 


3.  Notable  margin  of  safety 


In  seven  years’  use,  side  effects  at  recommended  dosage  have  been  infrequent  and  usually  easily  controlled.  No 
instance  of  liver  or  kidney  damage  related  to  ‘Deprol’  use  is  on  record.  Nor  are  the  unwanted  side  effects  of 
hypotension,  agitation,  insomnia,  constipation,  impotence  or  potentiation 


of  other  medications  charac 
teristic  of  ‘Deprol’  therapy. 


meprobamate  400  mg.  + 
benactyzine 
hydrochloride  1 mg. 


Deprol 

M A I LOGICAL  FIRST  CHOICE 

for  depression 

EVEN  WHEN  COMPLICATED  BY  ANXIETY  AND  TENSION 


tor  full  product  information  see  next  page 


I meprobamate  400  mg.  + 
I M+*U.  MB  benactyzine 

^^W^B  ^^B  hydrochloride  1 mg. 

M a|  logical  first  choice 

for  depression 

EVEN  WHEN  COMPLICATED  BY  ANXIETY  AND  TENSION 


References:  1.  Berger,  F.M.,  Kletzkin,  M.  and  Margolin,  S.:  Med.  Pharmacol.  Exp.  13:103,  196 5. 

2.  Kletzkin,  M.:  Ann.  N.Y.  Acad.  Sci.  96:263,  1962.  3.  Settel,  £.:  Antibiot.  Med.  7:28,  Jan.  1960. 

4.  Bell,  J.L.,  Tauber,  H.,  Santy,  A.  and  Pulito,  F.:  Dis.  Nerv.  System  20:263,  Jun.  1959.  5.  Bateman,  J.C. 
and  Carlton,  H.N.:  Scientific  Exhibit  shown  at  American  Academy  of  General  Practice  Convention, 
Miami  Beach,  Apr.  17-20,  1961.  6.  Gordon,  P.E.:  Dis.  Nerv.  System  21:215,  Apr.  1960.  7.  McClure, 
C.W.:  Depression  and  Antidepressant  Drugs,  D.M.  Rogers  (ed.),  Metropolitan  State  Hospital,  Massachu- 
setts Department  of  Mental  Health,  Waltham,  1960,  pp.  38-45.  8.  Seldeen,  W.:  New  York  J.  Med. 
60:3789,  Dec.  1,  1960.  9.  Splitter,  S.R.:  J.  Clin.  Exper.  Psychopath.  21:106,  Apr. -Jun.  1960.  10.  Alvig, 
O.H.  and  Krebser,  W.:  Med.  Ann.  D.C.  34:574,  Dec.  1965. 


Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia, 
agitation,  or  rumination.  It  is  also  useful  for  manage- 
ment of  depression  and  associated  anxiety  accompany- 
ing or  related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
use  for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre-existing 
symptoms,  or  withdrawal  reactions  including,  rarely,  epi- 
leptiform seizures.  Should  meprobamate  cause  drowsi- 
ness or  visual  disturbances,  the  dose  should  be  reduced 
and  operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  'Deprol'  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  ner- 
vousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinu- 
ation of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochlo- 
ride, particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggrava- 


tion of  anxiety  or  disturbance  of  sleep  patterns,  and  a 
subjective  feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dryness  of 
mouth,  or  failure  of  visual  accommodation.  Other  re- 
ported side  effects  have  included  gastric  distress,  aller- 
gic response,  ataxia,  and  euphoria. 

Meprobamate  — Drowsiness  may  occur  and,  rarely, 
ataxia,  usually  controlled  by  decreasing  the  dose. 
Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythematous,  macu- 
lopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leukopenia,  and 
a single  case  of  fatal  bullous  dermatitis  after  adminis- 
tration of  meprobamate  and  prednisolone  have  been 
reported.  More  severe  and  very  rare  cases  of  hypersen- 
sitivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES 

C ranbury,  New  Jersey 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Glaucoma:  Sneak  Thief  of  Sight.  Sound, 
color,  16  mm.,  twenty-seven  minutes. 

The  film  tells  a dramatic  story  of  this  blinding 
eye  disease.  It  explains  the  causes,  diagnosis, 
and  control  of  glaucoma  and  stresses  the  urgency 
of  early  detection  to  prevent  blindness.  It  also 
features  sequences  explaining  the  anatomy  of 
the  eye.  Various  forms  of  glaucoma  are  de- 
picted. 

Source  and  Producer:  Harvest  Films,  25 

West  43rd  Street,  New  York,  New  York  10036. 

Biology  and  Control  of  Domestic  Flies. 
Sound,  color,  16  mm.,  fifteen  minutes. 

The  film  illustrates  the  public  health  prob- 
lems created  by  domestic  flies  with  particular 
reference  to  new  technics  for  control.  It  shows 
the  five  species  of  domestic  flies  and  the  life 
cycle  of  the  one  most  closely  associated  with 
man— the  housefly.  It  reviews  its  breeding 
habits  and  shows  methods  employed  in  locating 
fly-breeding  areas  and  sampling  technics. 
Clearly  outlined  is  an  effective  fly-control  pro- 
gram which  includes  environmental  sanitation, 
public  education,  physical  exclusion  (screening) , 
and  the  use  of  proper  chemical  insecticides. 

Source  and  Producer:  DuArt  Film  Labora- 

tories, 245  West  55th  Street,  New  York,  New 
York  10019. 

Her  Name  was  Ellie,  His  Name  was  Lyle. 
Sound,  16  mm.,  twenty-nine  minutes. 

This  film  is  a straightforward  dramatic  pres- 
entation for  adolescent  audiences  of  the  seri- 
ousness of  venereal  disease.  It  is  the  story  of  a 
high  school  student  haunted  by  fear  that  he  is 
infected  with  syphilis  and  unaware  of  the  pri- 
vate and  public  health  services  available  for 
treatment.  When  the  youth’s  case  is  finally 
treated  medically,  he  encounters  tragic  emo- 
tional problems  growing  out  of  his  unwillingness 
or  inability  to  recall  the  name  of  a contact  who 
may  have  been  infected  by  him  and  who  may 
be  facing  a lifetime  of  suffering  as  well  as  pro- 
longing a dangerous  epidemic.  Filmed  on  lo- 
cation in  New  York  City,  the  picture  is  forth- 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olaon,  M.D.,  Albany,  Chairman; 
Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


right  about  the  dangers  of  ignorance  and  “free 
and  easy”  sex  relationships. 

Source  and  Producer:  Louis  Rochmond 

Associates,  18  East  48th  Street,  New  York,  New 
York. 

Testing  Children  with  Multiple  Handicaps: 
Millicent.  Sound,  16  mm.,  thirty  minutes. 

The  film  is  planned  as  a training  medium  for 
professional  persons  involved  in  the  habilitation 
of  children  with  multiple  handicaps.  In  the 
case  of  Millicent,  hyperactivity  and  distracti- 
bility  aggravate  the  retarded  pattern  of  func- 
tioning. 

Source  and  Producer:  United  Cerebral  Palsy 

Association,  Inc.,  321  West  44th  Street,  New 
York,  New  York  10036. 

Testing  Children  with  Multiple  Handicaps: 
Kevin.  Sound,  16  mm.,  thirty  minutes. 

The  film  is  planned  as  a training  medium 
for  professional  persons  involved  in  the  habilita- 
tion of  children  with  multiple  handicaps.  When 
a child  is  severely  restricted  in  both  means  of 
responding  as  in  the  case  of  Kevin,  items  which 
can  be  responded  to  by  minimal  signs  such  as 
affirmation  and  negation,  selective  visual  re- 
gard, or  gross  arm  motions,  can  provide  a more 
accurate  estimate  of  the  child’s  actual  compre- 
hension. 

Source  and  Producer:  United  Cerebral  Palsy 

Association,  Inc.,  321  West  44th  Street,  New 
York,  New  York  10036. 

Testing  Children  with  Multiple  Handicaps: 
Jimmie.  Sound,  16  mm.,  thirty  minutes. 

The  film  is  planned  as  a training  medium  for 
professional  persons  involved  in  the  habilitation 
of  children  with  multiple  handicaps.  From  a 
combination  of  initial  handicaps  or  a combina- 
tion of  circumstances  which  lead  to  secondary 
handicaps,  Jimmie,  as  a result  of  German  measles 
infection  during  the  early  part  of  his  mother’s 
pregnancy,  has  two  sensory  handicaps  and  a 
congenital  heart  condition. 

Source  and  Producer:  United  Cerebral  Palsy 

Association,  Inc.,  321  West  44th  Street,  New 
York,  New  York  10036. 
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The  Critical  Decades.  Sound,  16  mm., 
thirty-one  minutes. 

This  film  points  out  the  need  to  develop  a 
healthful  pattern  of  living  during  the  middle 
years  (forty  to  fifty)  to  prevent  trouble  from 
developing  later.  It  shows  the  physician’s  part 
in  preparing  people  for  this  period. 

Source  and  Producer:  Center  for  Mass 
Communication,  Columbia  University  Press, 
1125  Amsterdam  Avenue,  New  York,  New  York. 

The  Black  Chain.  Sound,  16  mm.,  twenty- 
six  minutes. 

This  film  uses  time-lapse  photomicrography 
and  live  action  photography  to  present  the  story 
of  research  on  streptococci  with  emphasis  on 
the  relation  of  these  bacteria  and  leukocytes  in 
the  blood  stream.  It  shows  the  conditions 
under  which  streptococcal  bacteria  can  either 
kill  or  be  killed  by  leukocytes.  Serious  diseases 
caused  by  streptococcal  infections  including 
rheumatic  heart  disease  are  indicated,  and  the 
possibility  of  developing  ways  to  aid  the  body 
in  overcoming  such  infections  is  suggested. 
Throughout,  attention  is  focused  on  the  type 
and  conditions  of  work  done  by  a typical  re- 
search student. 

Source  and  Producer;  Carousel  Films,  Inc., 
1501  Broadway,  New  York,  New  York  10036. 

Basic  Mechanisms  in  Neurophysiology. 

Sound,  color,  16  mm.,  thirty-five  minutes. 

This  is  a teaching  film  for  medical,  dental, 
psychology,  and  biology  students;  physical 
therapists;  nurses;  and  others.  It  is  also  a 
refresher  course  for  residents  in  neurology  and 
psychiatry.  The  film  explains  the  following 
basic  mechanisms:  (1)  the  generation  of  po- 

tentials in  receptor  organs,  (2)  the  conduction 
of  potentials  along  myelinated  axons,  (3)  excita- 
tory and  inhibitory  postsynaptic  activities — 
Eccles  phenomena,  and  (4)  the  transmission  of 
potentials  in  neuromuscular  junctions. 

Source  and  Producer:  Netherlands  Infor- 

mation Service,  711  3rd  Avenue,  New  York, 
New  York  10017. 

Auditory  Responses  of  Newborn  Infants. 

Silent,  color,  16  mm.,  three  minutes. 

The  film  shows  various  kinds  of  observable 
responses  in  newborn  infants  when  exposed  to 
sudden  controlled  noises. 

Source  and  Producer:  Thorne  Films,  Inc., 

1229  University  Avenue,  Boulder,  Colorado. 

What  is  Medicare?  Sound,  16  mm.,  thirty- 
three  minutes. 

This  is  an  information  film  on  Medicare  suited 
to  hospital  administrators,  physicians,  nurses, 
and  others.  It  is  not  suited  for  general  use. 


Source  and  Producer:  Department  of  Health, 

Education,  and  Welfare,  Regional  Office — Re- 
gion 11,  42  Broadway,  New  York,  New  York 
10004. 

Why  Blood  Volume?  Sound,  color,  16  mm., 
twenty-five  minutes. 

This  film  discusses  the  new  method  of  meas- 
uring blood  volume  and  the  value  derived  from 
such  measurements.  The  major  surgical  and 
medical  application  of  blood  volume  measure- 
ments are  outlined. 

Source  and  Producer:  Ames  Company,  Elk- 

hart, Indiana. 

Infant  to  School  Age  Child:  The  Unilat- 

eral Below-Elbow  Amputee.  Sound,  16 

mm.,  twelve  minutes. 

This  film  deals  with  the  habilitation  of  chil- 
dren with  limb  deficiencies  and  concerns  the 
following:  (1)  age  levels  and  motor  signs  of 

readiness  for  below-elbow  prosthesis,  (2)  the 
fitting  and  use  of  a passive  hook,  (3)  the  addi- 
tion of  a cable  system  to  activate  the  hook  and 
the  child’s  awareness  of  its  uses,  (4)  methods  of 
training  children  in  the  use  of  the  cable  system, 
and  (5)  the  performance  of  outdoor  games  and 
activities. 

Source  and  Producer:  General  Film  Labo- 

ratories, 1546  North  Argyle  Avenue,  Hollywood, 
California  90028. 

The  Early  Development  of  Ambulation: 
The  Unilateral  Below-Knee  Amputee. 

Sound,  16  mm.,  fifteen  minutes. 

The  film  concerns:  (1)  motor  signs  of  readi- 

ness for  the  use  of  a below-knee  prosthesis,  (2) 
a method  of  prosthesis  application,  (3)  activities 
prior  to  independent  ambulation,  (4)  the  char- 
acteristics of  early  ambulation  patterns,  and 
(5)  the  effect  of  growth  on  prosthesis  function. 
Early  prosthetic  fitting  and  parental  participa- 
tion in  the  child’s  training  are  stressed. 

Source  and  Producer:  General  Film  Labora- 

tories, 1546  North  Argyle  Avenue,  Hollywood, 
California  90028. 

Psychiatric  Services  in  General  Hospitals. 

Sound,  color,  16  mm.,  twenty-five  minutes. 

The  film  shows  how  a general  hospital  estab- 
lished a psychiatric  service.  It  not  only  en- 
courages general  hospitals  to  move  in  this  direc- 
tion, but  also  provides  a basic  blueprint  in  terms 
of  staffing,  setting  up  of  physical  facilities,  and 
developing  relationships  within  the  hospital  and 
community.  The  film  is  directed  to  the  atten- 
tion of  hospital  trustees,  administrators,  medical 
staffs,  nurses,  and  other  key  hospital  personnel. 

Source  and  Producer:  Association  Films, 

Inc.,  374  Madison  Avenue,  New  York,  New 
York  10017. 
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Physiological  Aspects  of  Speech:  Speakers 
with  Cleft  Palates.  Sound,  color,  16  mm., 
thirty  minutes. 

This  film,  narrated  by  Dr.  D.  C.  Spriesters- 
bach,  demonstrates  some  of  the  physiologic 
characteristics  of  the  speech  of  individuals  with 
cleft  palates  through  extensive  use  of  x-ray  film 
sound  motion  pictures.  Various  types  of  devia- 
tions in  the  functioning  of  the  velopharyngeal 
mechanism  in  individuals  with  clefts  are  de- 
scribed, and  then-  effect  on  speech  production  is 
illustrated.  The  importance  of  other  physical 
abnormalities,  such  as  deviant  dentition  and 
inadequacy  of  lip  tissue,  are  also  considered. 
In  addition,  unusual  movements  of  the  tongue, 
constriction  of  the  nostrils,  and  movements  of 
the  pharyngeal  walls  are  demonstrated  as 
mechanisms  utilized  to  compensate  for  other 
physiologic  deficiencies  in  these  speakers.  The 
film  emphasizes  the  fact  that  the  relationships 
between  various  physiologic  abnormalities  and 
the  speech  problems  of  individuals  with  cleft 
palates  are  complex  due  to  the  influence  of  non- 
organic  factors  on  speech  and  to  the  wide  varia- 
tion in  the  function  of  the  speech  mechanism 
depending  on  the  activity  performed.  Despite 
such  complexity,  however,  the  understanding  of 
how  various  factors  relate  to  speech  problems 
appears  to  be  necessary  in  arriving  at  optimum 


habitation  procedures  for  individuals  with  cleft 
palates,  so  that  all  of  them  eventually  can  at- 
tain normal  speech. 

Source  and  Producer:  State  University  of 

Iowa,  Iowa  City,  Iowa. 


Treatment  of  Dysphonia  Due  to  Unilateral 
Recurrent  Nerve  Paralysis  by  the  Intracor- 
dal  Injection  of  Synthetics.  Sound,  color, 
16  mm.,  fifteen  minutes. 

Paralysis  of  a vocal  cord  has  many  causes 
and  usually  produces  a severe  disturbance  of 
the  voice.  A recent  and  successful  treatment 
consists  of  injection  of  one  of  two  synthetic 
materials,  Teflon  or  silicone,  into  the  paralyzed 
cord.  This  has  the  effect  of  restoring  the  voice 
by  increasing  the  mass  of  the  paralyzed  vocal 
cord  without  actually  relieving  the  paralysis. 
The  film  reviews  the  materials  and  methods  by 
which  this  is  accomplished  and  demonstrates, 
utilizing  high-speed  photography  at  4,000  frames 
per  second,  action  of  the  vocal  cords  before  and 
after  injection. 

Source  and  Producer:  Henry  J.  Rubin,  M.D., 

436  N.  Roxbury  Drive,  Beverly  Hills,  Califor- 
nia. 
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Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 
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Antacids 

Wingel  (Winthrop  Laboratories) 1951 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 1948-1949 


Antibiotics 

Declomycin  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Lincocin  (Upjohn  Company) 1947 

Neosporin  (Burroughs  Wellcome  & Co.,  Inc.) 1953 
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Anticonvulsants 
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Antidepressants 
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Antihypertensives 

Rautrax-N  (E.  R.  Squibb  & Sons) 1955 


Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 1957 

Appetite  suppressants 

Desbutal/Desoxyn 

(Abbott  Laboratories) 1963,  1964,  1965,  1966 


Beverages 

Coca-Cola  (Coca-Cola  Company) 2070 

Bronchodilator-decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 


Decongestant-antihistamines 

Triaminic  tablets 
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Ninth  Annual  Teaching  Seminar 

MEDICAL  WRITERS'  INSTITUTE 


At  the  Princeton  Club, 
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September  12th,  1966 
Membership  Limited 

J.  F.  Montague,  M.D. 

104  E.  40th  St.  N.Y.  16,  N.Y. 


HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  TEL.  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community 

Accredited  by:  The  Central  Inspection  Board 
of  the  American  Psychiatric  Ass’n. 

The  Joint  Commission  on  Accreditation  of 
Hospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Medical  Director  Clinical  Director 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Waiter  A- Thompson,  MTTT.A.P. A. 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  far  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories)  1986 

Diagnostic  aids 

Glucola  (Ames  Company,  Inc.) 3rd  cover 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 1985 

Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Co.  Inc.) 1972 
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Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Vitamin-tonics 

Neobon  (J.  B.  Roerig  & Company) 


1957 
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PHYSICIANS  WANTED 


PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August  to  do  general  practice;  and  general  practitioner 
wanted  to  join  medical  group  as  full  partner.  Contact 
Charles  Rosenstock,  M.D.,  or  Fred  Horwitz,  M.D.  at 
Ellenville,  New  York.  Call  (914)  647-5300. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


WANTED:  PHYSICIAN  TO  JOIN  G.P.  GROUP  IN 

small  town,  southern  tier,  New  York  State.  Office  ad- 
jacent to  new  modem  hospital.  Prefer  internist  interested 
in  family  practice  and  a young  general  surgeon.  Box  418, 
% NYSJM. 


TWO  PEDIATRICIANS,  F.A.A.P.,  FINGER  LAKES 
Area,  desire  partner  or  associate.  Excellent  opportunity, 
serving  area  approx.  75,000  population.  Excellent 
churches,  school  and  recreational  facilities.  Center  of 
boating  and  fishing  area.  Two  modern  hospitals  with 
active  pediatric  and  obstetric  departments.  Box  415, 
% NYSJM. 


PSYCHIATRIC  RESIDENCIES  AND  STAFF  Posi- 
tions. Fully  approved  three  year  residencies  in  Psychiatry. 
University  Training.  Attractive  housing.  ECFMG  re- 
uired  first  year,  a state  license  for  second  and  third  year, 
tipend:  $7,000  to  $8,000.  Also  limited  number  of  staff 

positions.  Starting  salaries:  Psychiatrist — -$12,603  to 

$19,916;  Physicians — $8,124  to  $19,916.  ECFMG  cer- 
tification sufficient.  Write:  Dr.  Harry  H.  Brunt,  Jr., 

Medical  Director,  Ancora  State  Hospital,  Hammonton, 
New  Jersey. 


WANTED:  ANESTHESIOLOGIST,  FEE  FOR  SERV- 

ice,  upstate  university  town,  center  summer  and  winter 
sports  area.  Certification  or  Board  eligibility  desirable. 
Salary  1 year,  then  partnership.  Position  available  Sept. 
Write  Box  420,  % NYSJM. 


WANTED:  GENERAL  PRACTITIONER.  NO  IN- 

vestment  required.  Located  in  village  42  miles  north  of 
Milwaukee,  Wisconsin.  Fully  equipped  medical  building. 
Well  established  active  practice.  Two  200-bed  hospitals 
within  20  miles.  Due  to  the  recent  death  of  physician, 
community  is  without  medical  care.  Practice  grossing 
from  $75,000  to  $90,000.  For  relaxed  country  living, 
this  is  the  place  for  you.  Contact  the  Community  Medical 
Center  of  Adell,  Inc.,  Adell,  Wisconsin  53001. 


PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work,  Social  Security, 
retirement  and  health  benefits,  an  Equal  Opportunity 
Employer.  American  Red  Cross,  Buffalo  Regional 
Blood  Center,  786  Delaware  Avenue,  Buffalo,  N.Y. 
14209.  Call  TT  6-7500. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


GP  WITH  2 YEARS  TRAINING  IN  INTERNAL  MEDI- 
cine,  8 years  practice  in  medicine  wishes  opportunity  as 
associate  in  New  York  City-Long  Island  area,  Westchester 
County.  Will  consider  salaried  position  leading  to  partner- 
ship or  position  in  Industrial  Medicine  or  Hospital  ap- 
pointment. Box  416,  % NYSJM. 


ORTHOPEDIC  SURGEON,  AGE  31,  BOARD  ELIGIBLE, 
military  obligation  completed.  Interested  in  joining 
medical  group  in  Westchester,  Nassau,  Suffolk  counties. 
Box  422,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


WELL  ESTABLISHED,  MODERN  WELL  EQUIPPED 
medical  office  for  General  Practice  or  specialist,  with 
adjacent  modern  residence  home;  available  for  sale  or 
rent  in  Kingston,  N.Y.  Centrally  located.  Box  407, 
% NYSJM. 


INTERNAL  MEDICINE:  ACTIVE,  EXPANDING 

practice,  high  employment,  good  collection  area.  Now 
grossing  $35,000.  Available  September  or  October. 
Liberal  terms.  Equipped  office  available  for  sublease. 
Box  3951,  Rochester,  N.  Y. 


INTERNAL  MEDICAL  PRACTICE  FOR  SALE:  WELL 
established  physician  suddenly  deceased.  Large  portion 
of  cardiac  and  diabetic  patients.  New  ECG  machine, 
other  equipment.  Two  hospital  appointments  assured. 
Growing  dynamic  community  in  Hudson  Valley  area. 
Convenient  terms.  Secretary  and  wife  will  help  introduce. 
Box  421,  % NYSJM. 


EAST  80’S,  MANHATTAN:  4 ROOMS  FULLY 

Equipped  with  Profex  X-ray,  darkroom,  ECG,  diathermy: 
2 years  lease;  practice  for  sale  or  to  share.  Call  HI  1-1313. 
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MISCELLANEOUS 


PUBLIC  HEALTH:  A SHORT  COURSE  IN  PUBLIC 

health  is  now  available  to  physicians  certified  by  American 
Boards  in  pediatrics,  internal  medicine  and  physical  med- 
icine. Four  months  of  academic  training  and  six  months 
full  time  experience  in  general  public  health  administra- 
tion qualifies  for  responsible  positions  in  public  health. 
N.Y.  State  license  to  practice  medicine  or  eligibility  to 
take  the  examination  are  requirements.  Liberal  salary  and 
other  employment  benefits.  For  further  information, 
write  or  call:  Director  of  Professional  Education,  84 

Holland  Ave.,  Albany,  N.Y.  Phone  (518)  474-5020. 


ELECTRO-MECHANICAL  CONSULTANT  AVAILABLE 
to  develop  special  instruments  for  the  medical  profession. 
Are  you  looking  for  a device  or  instrument  that  does  not 
exist?  If  so,  then  perhaps  I can  develop  the  instrument 
or  device  for  you.  Box  423,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
koma,  Suffolk  County,  L.I.  Urgent  need  for  G.P.’s 
and  specialists.  Hospitals  nearby.  Call  (516) -585-3543. 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914) -454-0322 


WELL  ESTABLISHED,  MODERN  WELL  EQUIPPED 
medical  office  for  General  Practice  or  specialist,  with 
adjacent  modern  residence  home;  available  for  sale  or 
rent  in  Kingston,  N.Y.  Centrally  located.  Box  408, 
% NYSJM. 


HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare) . Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bids,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  . PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


EAST  NORTHPORT.  WONDERFUL  OPPORTUNITY 
in  fast  growing  area  to  build  solid  internal,  ophthalmology, 
general,  pediatric  practice.  Immediate  income  assured  as 
overworked  local  physicians  will  refer.  Busy  DDS  in 
same  building  will  assist  in  every  way.  Moderate  initial 
rental.  A.  Huberman,  D.D.S.,  184  Larkfield  Rd.,  E. 
Northport,  N.Y.  AN.1-4477. 


FOR  RENT:  MAPLE  AVENUE.  BAY  SHORE,  LONG 

Island,  one  block  from  Main  Street,  Ferries- — 800  sq.  ft. 
professional  suite,  ground  floor,  front  and  rear  entrances, 
fourteen  car  parking  lot.  Active  Ophthalmologist  same 
floor.  Available  September.  Phone  516  MO  5-3710. 


BROOKLYN,  N.Y.  LARGE  CORNER  HOUSE;  FLAT- 
bush;  convenient  transportation.  Two  stores;  separate 
entrances;  finished  basement;  two  car  garage.  Beautiful 
8-room  living  quarters.  Eleven  room  offices  occupied  ped- 
iatrician and  dermatologist.  Leaving  large  practices  to 
take  full  time  academic  positions.  Box  410,  % NYSJM 


CHOICE  CORNER.  VILLAGE  OF  BABYLON.  10 
room  residence  attached.  5 room  office  wing.  Attached 
greenhouse  patio.  Formal  rose  garden,  etc.  Pleasant 
living.  Comfortable  assured  practice.  Low  overhead. 
Also  suitable  for  conversion  into  offices  for  group  or 
professional  rentals.  G.P.  retiring  after  30  years.  Box 
393,  % NYSJM. 


OFFICE  TO  RENT:  MT.  VERNON.  N.Y.  FLEET- 

wood  area.  6 room  suite,  completely  furnished,  in  private 
residence.  Near  all  transportation.  Parking  available. 
Call  MO  8-8222  after  4 p.m.  weekdays. 


FREEPORT,  L.I.— OFFICES  FOR  RENT:  PRIME 

location  near  L.I.R.R.  station  and  bus  transportation,  in 
group  of  other  professional  suites,  private  entrance,  free 
parking;  air  conditioned;  alterations  to  suit.  (212) 
TR  5-8141. 
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12:06  am 

The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  go 

better,! 
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heartburn  and 
epigastric  pressure: 

The  somatic  Mask 

01  Psychic  Tension? 

Heartburn,  epigastric  pressure  or  fullness,  nausea  and  vomiting  are 
common  symptoms  of  chronic  gastritis.  Wt  in  many  cases  they  may 
represent  “somatic  masks”  — psychophysiologic  equivalents  of  psychic 
tension. 

When  gastrointestinal  symptoms  stem  from  underlying  emotional  fac- 
tors, consider  Valium  (diazepam)  in  the  over-all  treatment  program. 
Valium  (diazepam)  usually  acts  rapidly  to  reduce  psychic  tension,  and 
to  relieve  stress-induced  “somatic”  symptoms  as  well.  Calmed  and  less 
tense,  the  patient  also  tends  to  sleep  better  and  cooperate  more  will- 
ingly with  the  physician. 

Neurotic  fatigue  — the  chronic  tiredness  resulting  from  emotional 
strain  which  often  accompanies  psychogenic  gastrointestinal  symp- 
toms—may  also  be  alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  frequently  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and  usually  does  not 
impair  mental  acuity  or  ability  to  function.  If  side  effects  such  as 
ataxia  or  drowsiness  occur,  they  usually  disappear  with  dosage  ad- 
justment. 

In  prescribing : Dosage- Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to 
5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or 

2 mg/day  initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive  disorders  or  glaucoma. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients,  and  should  not  be  em- 
ployed in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly  patients  (not  more 
than  1 mg,  one  or  two  times  daily)  to  preclude  ataxia  or  oversedation.  Advise  patients 
against  possibly  hazardous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent  use  with  other  psy- 
chotropic agents  is  not  recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal;  periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue,  drowsiness  and  ataxia.  Also 
reported:  mild  nausea,  dizziness,  blurred  vision,  diplopia,  headache,  incontinence, 
slurred  speech,  tremor  and  skin  rash;  paradoxical  reactions  (excitement,  depression, 
stimulation,  sleep  disturbances,  hallucinations);  changes  in  EEG  patterns.  Abrupt 
cessation  after  prolonged  overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for  convenience  and  economy 
in  prescribing. 


(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc.,  Nutley,  N.  J.  071 10 


Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation’s  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence— 
the  key  figure— is  you, -doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  30%  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society’s 
concerted  educational  campaign  on  the 
hazards  of  cigarette  smoking— plus 
government  regulations— will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed, 
it  is  you  who  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 


AMERICAN  CANCER  SOCIETY 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmlyestablished. Thus, do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  Va  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain 
perception -and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 


TRANCO-GESIC  is  so  well  tolerated  it  can 
be  prescribed  for  anyone  who  can  take 
aspirin.  It  is  non-narcotic,  and  free  from 
dangers  of  addiction,  habituation,  or 
dependence. 

TRANCO-GESIC  is  effective  in  all  types  of 
mild  and  moderate  pain.  Of  862  patients  who 
were  treated  with  chlormezanone  and 
aspirin  for  various  disorders,  88%  reported 
excellent  or  good  pain  relief.’ 


• pain  perception 

• mental  tension 

• muscle  tension-spasm 


IA//nthrop 


WINTHROP  LABORATORIES.  NEW  YORK,  N.Y.  10016 


Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur. 
Reversible  cholestatic  jaundice  has  been  reported 
on  rare  occasions.  However,  in  4,653  patients 
treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to 
aspirin.  Dosage:  Adults,  usually  2 tablets  three  or 
four  times  daily.  Children  (from  5 to  12  years), 

1 tablet  three  or  four  times  daily. 

1.  Collective  studies,  Department  of  Medical 
Research,  Winthrop  Laboratories. 
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Star-spangled  Super  Market 


Next  time  you’re  in  the  mar- 
ket for  a good  buy  in  savings, 
try  shopping  from  the  shelves 
above. 

The  products  shown  are 
available  in  8 convenient  sizes. 
The  smaller  sizes  are  per- 
fect for  new  babies,  birthdays, 
confirmations.  The  larger 
economy  sizes  are  fine  for  col- 
lege grads,  newlyweds,  etc. 

No  matter  which  size  you 
buy,  it’s  guaranteed  to  in- 
crease in  value  with  age.  And, 
incidentally,  you  can  buy  most 
of  the  above  sizes  on  easy  pay- 


ments — through  the  Payroll 
Savings  Plan  where  you  work. 

What’s  more,  your  purchase 
demonstrates  your  support  for 
our  men  in  Vietnam.  As  Presi- 
dent Johnson  said,  “While  our 
men  are  there,  none  of  us  can 
remain  aloof  on  the  sidelines.” 
NOW  - Savings  Bonds  Pay 
4.15%!  Interest  on  new  E and 
H Bonds  you  purchase  has 
been  raised  to  4.15%  when 
held  to  maturity.  E Bonds 
mature  faster  — now  in  just  7 
years.  Your  old  Bonds  will 
earn  more,  too. 


Buy  U.  S.  Savings  Bonds 


The  U.S.  Government  does  not  pay  for  this  advertisement . It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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mid-morning  one  mid-evening 

New 300  mg  tablet 
It’s  made  for  b.i.d. 


For  Adults— 2 tablets  provide  a full  24  hours  of  therapy . . . with  all  the 
extra  benefits  of  DECLOMYCIN ...  lower  mg  intake  per  day...  proven 
potency. ..  1-2  days’  “extra”  activity  to  protect  against  relapse  or  sec- 
ondary infection. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300mg  FILM  COATED  TABLETS 


El:tive  in  a wide  range  of  everyday  infections— respiratory, 
unry  tract  and  others— in  the  young  and  aged— the  acutely 
or  ironically  ill— when  the  offending  organisms  are  tetracy- 
:l  -sensitive. 

Cilraindication— History  of  hypersensitivity  to  demethylchlor- 
te  icycline. 

■V  ting— In  renal  impairment,  usual  doses  may  lead  to  exces- 
st-  systemic  accumulation  and  liver  toxicity.  Under  such  con- 
dims,  lower  than  usual  doses  are  indicated  and,  if  therapy  is 
Ringed,  serum  level  determinations  may  be  advisable.  A 
ohodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
ot|rved.  Small  amounts  of  drug  and  short  exposure  may  pro- 
db  an  exaggerated  sunburn  reaction  which  may  range  from 
srj  ema  to  severe  skin  manifestations.  In  a smaller  propor- 
tio  photoallergic  reactions  have  been  reported.  Patients  should 
av  I direct  exposure  to  sunlight  and  discontinue  drug  at  the 
firl  evidence  of  discomfort. 

W nitions  and  Side  Effect s — Overgrowth  of  nonsusceptible 
orjjiisms  may  occur.  Constant  observation  is  essential.  If  new 
!Mtions  appear,  appropriate  measures  should  be  taken.  Use 


of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 
This  effect  occurs  mostly  during  long-term  use  but  has  also 
been  observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Anaphylactoid  reactions  have  been 
reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 

Should  be  given  1 hour  before  or  2 hours  after  meals,  since 
absorption  is  impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline  HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  demethyl- 
chlortetracycline HCI. 


Medical  News 


P.H.S.  establishes  clinic 
in  fight  against  emphysema 

A method  to  halt  the  progressive  lung  destruc- 
tion of  emphysema  will  be  tested  by  the  Queens 
Hospital  Center  and  the  Queensboro  Tubercu- 
losis and  Health  Association,  Jamaica,  New 
York,  Surgeon  General  William  H.  Stewart, 
M.D.,  announced  recently.  The  Public  Health 
Service,  U.S.  Department  of  Health,  Education, 
and  Welfare,  has  awarded  two  contracts 
totaling  $131,139  for  the  emphysema  preven- 
tion clinic  and  a companion  early  casefinding 
project. 

Emphysema  causes  more  invalidism  in  Amer- 
ican men  than  such  well-known  cripplers  as 
stroke,  cancer,  tuberculosis,  or  mental  dis- 
orders, according  to  Social  Security  disability 
rolls.  In  1963  almost  15,000  middle-aged 
working  men  were  added  to  the  rolls  as  pul- 
monary cripples,  second  only  to  those  men 
disabled  by  heart  disease.  Yearly  Social 
Security  pension  costs  for  emphysema  exceed 
$80  million. 

The  project,  administered  by  the  newly 
created  Chronic  Respiratory  Diseases  Program, 
Division  of  Chronic  Diseases,  will  test  the 
theory  that  with  proper  medical  treatment  and 
follow-up  early  emphysema  can  be  arrested 
to  prevent  the  usually  progressive  and  devastat- 
ing effects  of  the  disease.  Although  the  British 
have  reported  some  success  in  this  area,  the 
Queens  project  is  the  first  organized  clinical 
attempt  at  secondary  emphysema  prevention 
in  the  United  States.  To  date  the  new  Public 
Health  Service  program  has  given  major 
emphasis  to  pulmonary  rehabilitation  and  in- 
tensive care  for  respiratory  failure. 

Casefinding  is  an  integral  part  of  the  study, 
since  early  pulmonary  disease  is  often  symp- 
tomless, and  subjects  may  not  seek  medical 
care  until  lung  damage  is  widespread.  The 
Queensboro  TB  Association  will  carry  out  a 
screening  of  5,000  apparently  healthy  working 
men  between  the  ages  of  forty  and  sixty-four, 
a high-risk  group,  to  detect  early  pulmonary 
disease  through  chest  x-rays,  pulmonary  func- 
tion tests,  and  medical  histories.  After  valida- 
tion, the  positive  cases  will  be  cared  for  as  out- 
patients at  the  Queens  Hospital  Center  em- 
physema clinic.  Private  physicians  in  the 
county  also  may  refer  patients  to  the  clinic 
for  treatment.  Following  complete  physical 
examinations  and  pulmonary  testing,  patients 
will  have  individual  programs  mapped  out  for 
their  treatment  and  will  report  to  the  clinic 
monthly.  Every  patient  will  be  urged  to  stop 
smoking  cigarets  as  the  first  step  in  treatment. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


In  announcing  the  award  of  the  contracts. 
Dr.  Stewart  said: 

The  possibility  that  emphysema  may  be 
arrested  offers  great  hope  to  the  thousands 
of  American  men,  growing  progressively 
short  of  breath,  looking  forward  to  depressing 
years  of  unemployment  and  invalidism. 
If  the  clinic  succeeds  only  in  slowing  down 
the  lung  destruction  process,  we  will  have 
made  a great  stride  toward  the  eventual 
control  of  emphysema  and  the  other  killing 
and  crippling  chronic  respiratory  diseases. 

New  society  seeks  physicians 
interested  in  cryo-ophthalmology 

The  Society  for  Cryo-ophthalmology  has 
been  formed  to  promote  investigative  and 
clinical  applications  of  low- temperature  tech- 
nics to  the  eye.  Applications  for  membership 
will  be  welcomed  from  those  interested  in  the 
investigative  aspects  of  this  subject,  the  pres- 
ervation of  ocular  tissue,  therapeutic  applica- 
tions of  cryogenics  to  various  ocular  diseases, 
and  cryosurgical  technics.  It  is  contemplated 
that  scientific  meetings  will  be  held  immediately 
prior  to  the  annual  sessions  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 

Inquiries  and  applications  should  be  ad- 
dressed to  John  G.  Bellows,  M.D.,  30  N. 
Michigan  Boulevard,  Chicago,  Illinois  60602. 

F.D.A.  puts  drug  dictionary  on  microfilm 

A drug  dictionary  is  being  published  on  film 
by  the  Food  and  Drug  Administration  to 
provide  a complete  compendium  in  a form 
that  permits  rapid  revision.  The  dictionary 
will  condense  nearly  2,000  pages  of  printed 
matter  onto  34  microform  negatives  packaged 
in  a box  5 inches  by  7 inches  and  3/4  of  an  inch 
deep.  The  complete  “book”  will  be  reproduced 
every  three  months.  The  use  of  film  will  solve 
the  problem  of  maintaining  an  up-to-date 
reference  source  on  drugs  in  an  era  when  7,000 
compounds  are  available  under  22,000  labels. 

The  microform  dictionary  is  a two-part 
work,  the  FDA  Drug  Name  Dictionary  and  the 
FDA  Sign,  Symptom,  and  Disease  Dictionary. 
The  combined  dictionary  will  standardize  the 
vocabulary  and  terminology  used  in  collecting 
and  processing  data  resulting  from  clinical 
experience  with  drugs.  This  will  allow  ef- 
ficient use  of  automated  data  retrieval  systems. 
Copies  will  be  distributed  initially  to  a selected 
list  of  participants  in  the  drug  monitoring 
system,  the  program  through  which  the  FDA 
receives  regular  reports  on  drug  reactions. 

continued  on  page  2082 
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\n  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
„ ider  meprobamate  a therapeutic 
i)  I tandard  in  the  management  of  anxi- 
:ty  and  tension. 
d| , 

Che  high  safety-efficacy  ratio  of 
- Miltown’  has  been  demonstrated  by 
dlnore  than  a decade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 

WALLACE  LABORATORIES 
\kf®Cranbury , N.J. 
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Personalities 

Elected.  At  the  32nd  annual  meeting  of  the 
American  College  of  Chest  Physicians:  Cole- 

man B.  Rabin,  M.D.,  New  York  City,  first 
vice-president;  and  Herbert  W.  Berger,  M.D., 
Elmhurst,  Kevin  M.  Cahill,  M.D.,  New  York 
City,  Robert  W.  Holliday,  M.D.,  Mount  Kisco, 
Sterling  Jonas,  M.D.,  Brooklyn,  Charles  H. 
Kosmaler,  M.D.,  Elmira,  Walter  E.  Lawrence, 
Jr.,  M.D.,  Mayville,  Andrew  T.  Manuele, 
M.D.,  Scarsdale,  Valentino  D.  B.  Mazzia, 
New  York  City,  and  Bruce  A.  Raymond,  M.D., 
New  York  City,  admitted  as  Fellows.  . .Edwin 
W.  Gates,  M.D.,  Niagara  Falls,  president- 
elect of  the  American  Diabetes  Association,  at 
its  26th  annual  meeting.  . .Robert  Turell,  M.D., 


New  York  City,  editor  of  Recent  Advances  in 
Medicine  and  Surgery  in  the  New  York  State 
Journal  of  Medicine,  president  of  the  Society 
for  Surgery  of  the  Alimentary  Tract  at  its 
seventh  annual  meeting,  and  as  a graduate 
member  of  Alpha  Omega  Alpha  by  the  chapter 
at  the  University  of  Wisconsin  School  of 
Medicine. 

Named.  Arthur  J.  Lewis,  M.D.,  formerly 
acting  dean  of  medicine  at  New  Jersey  College 
of  Medicine,  as  director  of  medicine  at  St. 
Clare’s  Hospital  in  New  York  City. 

Appointed.  Frederic  Kirkham,  M.D.,  as- 
sociate professor  of  Clinical  Medicine  at  Cornell 
University  Medical  College  in  New  York  City, 
as  medical  director  of  Time  Inc. 


Abstracts 


De  Luca,  J.  T.,  and  Wentworth,  J.  H.: 

Mammography  in  clinical  practice,  New  York 
State  J.  Med.  66:  2113  (Aug.  15)  1966. 

The  diagnostic  accuracy  of  mammography 
alone  is  about  80  per  cent;  when  combined  with 
clinic  and  history  findings  it  is  90  per  cent. 
In  cases  where  it  is  not  possible  to  determine 
whether  a lesion  is  benign  or  malignant,  biopsy 
is  performed.  Mammography  can  reveal  can- 
cer in  the  presence  of  fibrocystic  disease,  sup- 
port the  clinician’s  findings,  and  delineate  other 
subtle  changes.  This  expedites  earlier  sur- 
gical intervention.  Also,  it  evaluates  and 
delineates  the  most  likely  organ  site  of  a primary 
lesion,  making  true  biopsy  specimens  possible. 
Cancer  can  be  discovered  earlier  and  more  ac- 
curately by  this  means,  aids  microscopic  diag- 
nosis, and  results  in  better  management  of  pa- 
tients. 

Javid,  R.,  and  Owens,  G.:  Intracranial 

surgery  with  hypothermia  in  patients  with  neo- 
plastic disease,  New  York  State  J.  Med. 
66:  2120  (Aug.  15)  1966. 

Hypothermia  reduces  cerebral  metabolism, 
intracranial  pressure,  and  cerebral  blood  flow. 
Twenty-one  patients  were  subjected  to  sys- 
temic hypothermia  for  nonvascular  intracranial 
neurosurgical  procedures,  including  patients 
with  advanced  breast  and  prostate  cancer  and 
malignant  gliomas.  Refrigeration  was  em- 
ployed until  the  rectal  temperature  reached 
90  F.  Temperatures  drifted  down  another 
5 to  7 F.,  and  during  this  period  surgery  was 
begun.  Rectal  temperatures  and  electrocar- 
diograms were  monitored  continuously;  an 
average  three  and  a half  hours  was  required  to 
reach  safe  temperature  ranges  of  82  to  85  F. 
No  major  cardiac  problems  were  encountered, 
in  spite  of  the  serious  condition  of  most  of  the 
patients. 


Schwartz,  J.,  and  Reyner,  F.  C.:  New 

intra-uterine  contraceptive  device,  New  York 
State  J.  Med.  66:  2123  (Aug.  15)  1966. 

The  ideal  intra-uterine  contraceptive  device 
should  be  easy  to  insert,  be  reasonably  free 
from  uncomfortable  side-effects,  should  not 
cause  endometritis  and  carcinoma,  should  have 
a low  expulsion  rate,  its  presence  should  be 
simple  to  identify  and  it  should  have  a low 
pregnancy  rate.  A spirally-wound  stainless 
steel  ring  coated  with  silastic  known  as  “the 
comet”  is  described.  Experience  with  200 
patients  indicates  this  device  has  advantages 
over  other  existing  devices,  with  an  acceptance 
rate  of  85  per  cent.  Furthermore  it  may  be  steri- 
lized by  autoclave,  as  inert  in  vivo  and  causes  little 
or  no  tissue  reaction,  and  does  not  deteriorate 
or  degenerate,  and  offers  prolonged  protection. 

Riley,  E.  C.:  Measurement  and  interpreta- 

tion of  hearing  threshold  levels,  New  York 
State  J.  Med.  66:  2126  (Aug.  15)  1966. 

Even  though  reference  zero  levels  are  not 
intended  as  a standard  for  normal  hearing, 
the  use  of  a physiologic  norm  as  the  standard 
for  calibrating  an  instrument  to  measure  sound 
pressure  and  a basis  for  reporting  hearing 
threshold  levels  suggests  that  a deviation  from 
zero  represents  a hearing  loss  and  is  likely  to  be  so 
interpreted.  A physical  standard  is  pre- 
ferred since  it  can  provide  a basic  unchanging 
unit  of  measurement,  would  eliminate  the  con- 
fusion between  noise  and  hearing  levels,  would 
not  imply  a relationship  between  audiometer 
zero  and  normal  hearing  since  normal  hearing 
would  be  expressed  as  a range  depending  on  age 
and  sex,  no  change  would  be  needed  in  audio- 
metric calibration  in  response  to  determination 
of  new  physiologic  norms,  would  facilitate  the 
international  exchange  of  audiometric  informa- 
tion, would  supply  a basic  standard  for  all,  and 
would  stand  the  test  of  time. 


2082  New  York  State  Journal  of  Medicine  / August  15,  1966 


Month  in  Washington 


Health  manpower  and  medical  research  are 
being  reviewed  in  two  comprehensive  studies 
being  conducted  by  the  Federal  government. 
President  Johnson  called  on  the  new  National 
Advisory  Commission  on  Health  Manpower 
for  an  evaluation  of  the  use  of  available  govern- 
ment and  nongovernment  health  manpower. 
He  also  asked  for  commission  recommendations 
on  expanding  the  supply  of  health  manpower. 
Johnson  told  the  commission: 

The  national  demand  for  health  manpower 
today  exceeds  the  supply,  and  this  may  be  the 
case  for  several  years.  This  fact  gives  your 
job  a special  importance  ...  . 

First,  I need  your  advice  about  the  Federal 
government’s  use  of  its  health  manpower: 
Are  we  setting  an  example  for  the  nation  in 
the  efficient  use  of  health  manpower?  Should 
we  establish  new  forms  of  health  manpower 
utilization?  Second,  we  need  answers  to 
these  same  questions  as  they  apply  to  non- 
Federal  health  manpower.  Third,  we  need 
your  advice  on  how  to  develop  additional 
health  manpower,  not  only  high-level  special- 

Iists  but  also  technicians  and  allied  health 
professionals. 

The  Advisory  Commission  met  for  the  first 
time  a few  days  after  the  House  unanimously 
passed  and  sent  to  the  Senate  a bill  to  train  more 
health  workers.  The  measure  sets  up  a three- 

Iyear,  $155-million  program  of  aid  aimed  at 
training  some  12,000  additional  allied  health 
workers  such  as  medical  technologists,  thera- 
pists, x-ray  technologists,  dental  hygienists, 
nutritionists,  and  laboratory  technicians.  The 
\ legislation  authorizes  half  the  money  for  im- 
proving health  worker  training  facilities  and 
1 programs  at  qualified  universities,  colleges,  and 
junior  colleges.  The  other  half  of  the  money 

(would  go  into  a program  of  Fellowship  grants 
and  Federally  guaranteed  loans  for  students. 
The  bill  also  would  authorize  increased  student 
loan  forgiveness  for  physicians,  dentists,  and 
j optometrists  who  set  up  practice  in  poor  rural 
areas  where  the  supply  of  medical  personnel  is 
' short  or  nonexistent. 

Johnson  instructed  23  administration  leaders 
in  medicine  and  health  matters,  including  U.S. 
Department  of  Health,  Education,  and  Welfare 
! Secretary  John  W.  Gardner  and  the  directors 
of  the  National  Institutes  of  Health,  to  re-ex- 
amine their  priorities  to  determine  whether  or 
not  research  activities  should  be  slowed  down 
and  more  effort  devoted  toward  making  prac- 
tical use  of  research  findings.  He  asked  for  a 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


report  in  a few  months  on  a general  reassess- 
ment of  the  National  Institutes  of  Health  goals, 
the  effectiveness  of  current  medical  research 
programs,  the  proportions  of  NIH  funds  being 
spent  on  basic  research  and  on  applied  research, 
and  the  major  obstacles  confronting  the  in- 
stitutes in  translating  research  findings  into 
practical  benefits. 

The  President  was  reported  to  have  shown 
concern  in  a meeting  with  his  top  medicine  and 
health  advisors  that  too  much  is  being  spent 
“for  the  sake  of  research  alone.”  Similar 
concern  has  been  voiced  by  some  nongovern- 
ment individuals  knowledgeable  in  the  health 
field.  National  expenditures  for  medical  re- 
search have  increased  from  $87  million  in  1947 
to  an  estimated  $1.85  billion  last  year.  About 
two  thirds  of  the  1965  total  was  Federal  money 
and  about  four  tenths  of  the  total  was  admin- 
istered by  the  National  Institutes  of  Health. 
In  the  two  decades  following  World  War  II, 
NIH  annual  appropriations  have  zoomed  from 
$3  million  to  $1.25  billion.  In  recent  years. 
Congress  has  voted  NIH  more  money  than  the 
administration  has  requested.  Johnson  said: 

The  National  Institutes  of  Health  are 
spending  more  than  $800  million  a year  on  bio- 
medical research.  I am  keenly  interested  to 
learn  not  only  what  knowledge  this  buys  but 
also  what  are  the  payoffs  in  terms  of  healthy 
lives  for  our  citizens  ...  . 

. . . The  nation  faces  a heavy  demand  on  its 
hospitals  and  health  manpower.  Medical 
research,  effectively  applied,  can  help  reduce 
the  load  by  preventing  disease  before  it 
occurs  and  by  curing  disease  when  it]  does 
strike.  But  the  greater  reward  is  in  the 
well-being  of  our  citizens.  We  must  make 
sure  that  no  life-giving  discovery  is  locked  up 
in  the  laboratory. 

* * * 

The  F ood  and  Drug  Administration  has  issued 
new  regulations  tightening  the  requirements  for 
special  diet  foods  and  diet  supplements.  The 
revised  regulations  are  aimed  at  providing  the 
consumer  with  more  facts  about  the  foods  for 
weight  control,  for  dietary  supplementation  with 
vitamins  and  minerals,  and  for  other  special 
diet  needs  such  as  controlling  salt  intake,  ac- 
cording to  James  L.  Goddard,  M.D.,  the  head 
of  FDA. 

The  new  regulations  set  standards  for  certain 
foods  to  which  nutrients  may  be  added  only  if 
they  have  real  value.  A recommended  dietary 
allowances  also  is  included  as  a guide  to  meeting 
nutritional  needs.  The  new  regulations  will 
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for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
tends  to  run  especially  low  in  the  later  years.  For  elderly 
patients,  such  events  as  death  of  a spouse,  decline  in 
physical  health,  change  of  environment,  or  loss  of 
financial  security  may  come  as  overwhelming  burdens. 
When  your  geriatric  patient  responds  to  such  problems 
with  anxiety,  you  can  counteract  the  emotional  distress 
promptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
because,  with  its  outstanding  safety  record,  there  is 
usually  no  need  to  lower  the  dosage  as  is  the  case  with 


many  other  tranquilizers;  the  suggested  optimal  d< 
age  for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  can 
used  concomitantly  with  many  other  drugs,  includi 
digitalis;  and  it  is  helpful  in  relieving  nervousness  as: 
ciated  with  many  organic  diseases  common  to  old  a{ 
The  variety  of  dosage  forms  permits  flexibility  of  c 
ministration  to  suit  convenience,  patient  preference, 
special  requirements. 


RoeriBeC®  (B  complex  plus  500  mg.  C) 
in  medical  surgical  after-care  you  can't  overstress  i 

Resistance  — Recovery  — RoeriBeC 


optimal  dosage/optimal  results 


AT  A R7IX@ 

(hydroxyzine  HCI) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Bein 
New  York,  New  York  10017 


tablets,  syrup,  parenteral 


ecautions  and  adverse  reactions:  The  transitory  drowsiness  which 

Jiy  occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 
a few  days  with  continued  therapy,  or  is  correctable  by  dosage 
Auction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses, 
voluntary  motor  activity,  including  rare  instances  of  tremor  and 
ivulsions,  has  been  reported,  usually  on  higher  than  recom- 
nded  dosage.  Hydroxyzine  HCI  may  potentiate  barbiturates, 
rcotics  such  as  meperidine,  and  other  CNS  depressants.  In  con- 
jictlve  use,  dosage  for  these  drugs  should  be  decreased  as  much 
I 50%.  Because  drowsiness  may  occur,  patients  should  be  cau- 
sed against  driving  a car  or  operating  dangerous  machinery, 
renteral  Solution  Precautions  and  contraindications:  This  dos- 
]e  form  is  intended  only  for  I.M.  or  I.V.  administration  and 
ipuld  not,  under  any  circumstances,  be  injected  subcutaneously 
li  intra-arterially.  When  the  usual  precautions  for  I.M.  injection 
ve  been  followed,  reports  of  soft  tissue  reactions  have  been 
e.  When  used  intravenously,  if  given  undiluted,  minimal  amounts 
hemolysis  |2-3  grams  of  liberated  hemoglobin)  will  occur.  If 
uted  with  50  cc.  of  normal  saline  and  given  during  a period  of 
ir  minutes  or  more,  this  phenomenon  does  not  occur.  Due  to  the 
ove,  and  infrequent  phlebitis,  the  rate  of  injection  must  not 
teed  25  mg.  per  minute.  A single  I.V.  administration  in  excess  of 
mg.  is  not  recommended.  Particulbr  care  should  be  used  to 
ure  injection  only  into  intact  veins;  a few  instances  of  digital 
tgrene  occurring  distal  to  the  injection  site  have  been  attributed 
inadvertent  intra-arterial  injection  or  periarterial  extravasa- 
i,  both  of  which  should  be  avoided  Use  in  Pregnancy:  When 
tiinistered  to  rats  at  high  dosage,  hydroxyzine  induced  fetal 
lormalities.  Until  human  clinical  data  are  available  adequate 
establish  safety  in  early  pregnancy,  hydroxyzine  is  contraindi- 
ed  in  early  pregnancy. 
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prohibit  extravagant  promotion  of  “shotgun” 
multivitamin  and  mineral  supplements  contain- 
ing nutrients  that  meet  no  dietary  need  and 
tend  to  deceive  the  consumer.  The  revised 
labeling  regulations  and  the  new  standards  for 
fortified  foods  and  vitamin  and  mineral  supple- 
ments are  scheduled  to  become  elfective  in 
December. 

A general  revision  of  regulations  on  special 
dietary  foods  and  vitamin-mineral  supplements 
was  proposed  by  the  FDA  four  years  ago. 
More  than  50,000  comments  were  received  on 
the  provisions  suggested  at  that  time.  The 
new  regulations  are  the  result  of  a review  of  the 
1962  proposals  and  the  comments  and  recom- 
mendations received  about  them.  Goddard 
said  the  new  requirements  should  sweep  away 
many  of  the  common  misconceptions  about  the 
kinds  and  amounts  of  vitamins  and  minerals 
needed  in  the  diet  and  how  they  are  obtained. 
He  said  “most  Americans  eat  foods  that  provide 
all  the  vitamins  and  minerals  normally  required 
for  good  health.” 

Multivitamin  and  mineral  products  will  be 
required  by  the  regulations  to  bear  the  following 
label: 

Vitamins  and  minerals  are  supplied  in 
abundant  amounts  by  the  foods  we  eat. 
The  Food  and  Nutrition  Board  of  the  Na- 
tional Research  Council  recommends  that 
dietary  needs  be  satisfied  by  foods.  Except 
for  persons  with  special  medical  needs,  there 
is  no  scientific  basis  for  recommending  routine 
use  of  dietary  supplements. 

The  Pharmaceutical  Manufacturers  Associa- 
tion said  that  the  new  restrictions  are  “not  in 
the  public  interest.”  A spokesman  for  the 
association  said  that  when  the  Food  and  Drug 
Administration  proposed  similar  regulations  in 
1962,  “we  found  serious  differences  of  opinion 
among  nutritionists  and  other  scientists  as  to 
the  scientific  basis  for  the  proposals.”  A 
spokesman  for  the  National  Health  Federation, 
predicted  that  consumers  will  rebel  against  the 
regulations.  He  promised,  “Congress  will  get 
more  letters  on  this  than  on  any  other  issue — - 
any  other.”  The  federation  is  an  organization 
of  the  manufacturers  and  distributors  of  unusual 
“health”  foods  and  “super”  vitamins.  The 
Drug  and  Allied  Products  Guild,  composed  of 
smaller  drug  manufacturers  and  distributors, 
voted  authority  for  its  officers  to  assess  the  97 
regular  members  up  to  $500  each  to  hire  special 
lawyers  to  prepare  arguments  against  the  FDA 
regulations. 


Medical  Meetings 


Hospital  Association  to  discuss 
Medicare  progress  and  health  services 

“Medicare — Sixty  Days  Later”  will  be  the 
predominant  theme  for  some  20,000  hospital, 
medical,  and  health  care  personnel  at  the  68th 
annual  meeting  of  the  American  Hospital 
Association  to  be  held  in  Chicago,  August  29 
through  September  1. 

The  subject  of  the  year  in  the  hospital  and 
health  field  will  be  discussed  in  depth  in  the 
two-part  Medicare  Clinic  scheduled  for  the 
morning  and  afternoon  General  Assembly  ses- 
sions on  September  1.  Participants  will  in- 
clude Social  Security  Commissioner  Robert  M. 
Ball;  Fred  M.  Steininger,  director,  Bureau  of 
Family  Services,  U.S.  Welfare  Administration; 
Walter  J.  McNerney,  president.  Blue  Cross 
Association;  Clarence  E.  Wonnacott,  past 
president  of  the  American  Hospital  Association; 
Leo  J.  Gehrig,  M.D.,  deputy  Surgeon  General, 
U.S.  Public  Health  Service;  and  Madison  B. 
Brown,  M.D.,  and  Kenneth  Williamson,  both 
associate  directors  of  the  American  Hospital 
Association.  Charles  L.  Hudson,  M.D.,  presi- 
dent of  the  American  Medical  Association,  will 
address  the  General  Assembly  session  on  August 
30,  using  as  his  subject  “Health  Care  in  1966.” 
Seventy  instructional  sessions  also  are  scheduled 
for  the  four-day  convention. 

For  further  information  contact:  A.  Chesley 
Wilson,  Jr.,  840  North  Lake  Shore  Drive, 
Chicago,  Illinois  60611. 

Courses  offer  physician  training 
in  office  psychiatry 

Two  postgraduate  courses  in  office  psychiatry 
and  psychosomatic  medicine  for  all  physicians 
are  being  conducted  by  the  Department  of 
Psychiatry  at  Temple  University  Health 
Sciences  Center  and  St.  Christopher’s  Hospital 
for  Children.  The  courses  are  designed  as 
basic  studies  intended  to  increase  the  diagnostic 
and  therapeutic  skills  of  the  physician  in 
handling  the  adult  and  child  psychiatric  and 
psychosomatic  problems  which  appear  in  his 
office  practice. 

The  basic  course,  for  those  with  little  training 
or  experience  in  this  field,  will  consist  of  20 
classes,  all  of  which  will  be  held  on  Wednesdays 
from  10:00  a.m.  to  3:00  p.m.  The  inclusive 
dates  of  the  course  are  October  5 through 
February  22.  This  course  will  give  a com- 
prehensive concept  of  disease  and  basic  psy- 
chodynamic principles.  Interviewing  skill, 
diagnosis,  treatment  planning,  and  office  psy- 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


chotherapy  technic  will  be  stressed.  Each 
student  will  be  given  the  opportunity  to  treat 
his  own  case  with  supervision  from  physicians 
trained  in  this  field.  Registration  fee  for  the 
course  is  $40,  and  the  class  will  be  limited  to 
24  students.  The  American  Academy  of 
General  Practice  category  1 grants  eighty 
hours  of  credit. 

The  second  course  is  an  advanced  seminar  in 
adult  office  psychiatry.  It  will  consist  of  10 
classes  held  on  Wednesdays  from  10 : 00  a.m.  to 
1:00  p.m.  beginning  October  26.  Students 
should  have  completed  the  basic  course  or 
its  equivalent  in  order  to  qualify.  The  seminar 
will  function  around  material  supplied  by  the 
students  from  their  own  office  practice.  All 
students  will  be  expected  to  present  material 
and  participate  actively  in  the  discussions. 
Advanced  dynamics,  interviewing,  and  thera- 
peutic skills  will  be  presented,  discussed,  and 
evaluated.  Registration  fee  is  $30,  and  the 
American  Academy  of  General  Practice  category 
1 grants  thirty  hours  of  credit. 

For  further  information  and  application 
blanks  write:  H.  Keith  Fischer,  M.D.,  Director, 
5450  Wissahickon  Avenue,  A-110,  Philadelphia, 
Pennsylvania  19144. 

Albany  Medical  College  schedules 
teaching  days  in  many  subjects 

The  Department  of  Postgraduate  Medicine 
of  The  Albany  Medical  College  of  Union 
University  announces  its  intramural  teaching 
days  for  the  1966-1967  season.  The  following 
topics  will  be  discussed  on  the  dates  indicated: 
Endocrinology — Diabetes,  October  6;  Obstet- 
rics and  Gynecology,  October  13;  Gastro- 
enterology— Peptic  Ulcer,  October  20;  Neurol- 
ogy, October  27;  Surgery,  November  3; 
Laboratory  and  Clinical  Medicine,  November 
17;  Infectious  Diseases,  December  1;  Chest 
Diseases,  December  8;  Basic  Science  Correla- 
tions in  Disease  States,  January  5,  12,  19,  and 
26;  Cardiology,  February  9;  Fluid  and  Elec- 
trolytes, March  9;  Psychiatry,  March  16; 
Hematology,  March  23;  Pediatrics,  March  20; 
and  Cancer,  April  6. 

Tuition  fee  is  $15  per  session.  For  additional 
information  contact:  Department  of  Post- 

graduate Medicine,  Albany  Medical  College, 
New  Scotland  Avenue,  Albany,  New  York 
12208. 

Forensic  medicine  subject  of  symposium 

Milton  Helpern,  M.D.,  chief  medical  ex- 
aminer of  New  York  City,  has  again  offered  to 
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among  the  most  significant  drugs  in  use  today 

CHLOROMYCETIN 

(CHLORAMPHENICOL) 


PARKE-DAVIS 


Complete  information  for  usage  available  to  physicians  upon  request. 

1(X) 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital.  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerat' 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 


Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  trac 
and  has  no  adverse  effects  on  the  kidneys. 


2/3449MK-2 


• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 
» Reduces  emotional  tension 


- 


Dialog 

allobarbital  and  acetaminophen  CIBA) 

idications:  For  relief  of  pain  and  discomfort  of 
|imple  headache;  neuralgia,  myalgia,  and  musculo- 
keletal  pain;  dysmenorrhea;  bursitis;  sinusitis; 
brositis.  Also  indicated  to  reduce  fever  and  to 
) tlieve  discomfort  due  to  respiratory  infections,  influ- 
iza,  and  other  febrile  conditions. 

ontraindication:  Not  recommended  during  pregnancy. 

aution:  May  be  habit-forming.  Do  not  use  in  patients 
bnsitive  to  barbiturates  or  in  those  with  moderate 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 


CIBA 
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conduct  a symposium  on  forensic  medicine. 
This  fourth  symposium  will  be  held  in  the 
Office  of  the  Chief  Medical  Examiner,  520 
First  Avenue,  New  York,  New  York,  on  Satur- 
day and  Sunday,  October  8 and  9,  1966. 

The  symposium  will  be  sponsored  jointly  by 
the  Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  the  Department  of  Forensic 
Medicine  of  New  York  University  Post- 
Graduate  Medical  School,  the  Medical  Society 
of  the  State  of  New  York,  and  the  State  of 
New  York  Department  of  Health.  Invited  to 
participate  are  coroners,  medical  examiners,  and 
forensic  pathologists  throughout  the  State  and 
medical  examiners  and  investigators  in  New 
York  City. 

Annual  diabetes  symposium  to  examine 
lipid  metabolism  and  vascular  changes 

The  Clinical  Society  of  the  New  York 
Diabetes  Association,  Inc.,  announces  its  14th 
annual  symposium  to  be  held  October  15  from 
9:30  a.m.  to  4:30  p.m.  at  the  Barbizon-Plaza 
Hotel  in  New  York  City.  The  subject  of  the 
symposium  will  be  Lipid  Metabolism  and 
Vascular  Alterations  in  Diabetes.  Among  the 
speakers  will  be  Lester  B.  Salans,  M.D.,  Rocke- 
feller University,  New  York  City,  whose  topic 
will  be  “Hyperplasia  and  Hypertrophy  of  Fat 
Cells.” 

The  symposium  is  open  to  physicians, 
medical  students,  and  other  professional  per- 
sonnel interested  in  diabetes.  Registration  fee 
is  $5,  but  there  is  no  fee  for  current  members  of 
the  Clinical  Society,  medical  students,  interns, 
residents,  and  Fellows  duly  certified.  For 
information  write:  New  York  Diabetes  As- 

sociation, 104  East  40th  Street,  New  York, 
New  York  10016. 

Course  to  stress  management  of 
emotional  problems  in  general  practice 

The  fall  1966  session  of  The  New  York 
Academy  of  Medicine’s  eighth  annual  series  of 
courses  on  emotional  and  psychiatric  problems 
in  medical  practice  will  be  held  at  the  Academy 
beginning  on  October  17.  All  physicians  in 
specialty  and  general  practice  are  eligible. 
Each  course  will  consist  of  seven  weekly,  small 
group,  one  and  one-half  hour  sessions.  Methods 
of  instruction  will  include  didactic  lectures, 
actual  case  presentations,  group  discussions, 
and  audio-visual  aids. 

The  program  is  designed  to  provide  practical 
help  to  physicians  in  the  management  of 
emotional  and  psychologic  problems  encoun- 
tered in  their  practice.  The  following  courses 
will  be  offered:  Problems  in  Medical  Prac- 

tice, Problems  in  Pediatric  Practice,  and 
Problems  in  Obstetrics  and  Gynecology. 

Applications  for  registration  must  be  re- 
ceived no  later  than  Friday,  September  30, 
1966.  Registration  fee  is  $10.  The  program 
is  supported  by  the  U.S.  Public  Health  Service, 


is  cosponsored  by  the  New  York  County 
Chapter  of  the  American  Academy  of  General 
Practice,  and  is  acceptable  for  ten  and  one-half 
hours  of  category  1 credit  for  its  completion. 

For  application  forms  and  further  informa- 
tion write:  Executive  Secretary  for  Medical 

Education,  The  New  York  Academy  of  Med- 
icine, 2 East  103rd  Street,  New  York,  New 
York  10029. 

Conference  to  treat  variety 
of  medical  problems 

The  51st  annual  scientific  assembly  of  the 
Interstate  Postgraduate  Medical  Association  of 
North  America  will  be  held  in  Washington,  D.C., 
at  the  Sheraton-Park  Hotel  on  October  17 
through  20.  Among  the  speakers  will  be  Irwin 
M.  Arias,  M.D.,  Yeshiva  University,  on 
“Colored  Urine”  and  “Jaundice”;  Nathan  S. 
Kline,  M.D.,  Rockland  State  Hospital,  Orange- 
burg, on  “Common  Mistakes  in  the  Use  of 
Psychopharmaceuticals”  and  “The  Psycho- 
pharmacological  Drugs”;  and  Harrison  L. 
McLaughlin,  M.D.,  Columbia  University,  New 
York  City,  on  “Painful  Shoulder”  and  “Trauma 
of  the  Extremity  Injuries.” 

The  program  is  acceptable  for  eighteen  ac- 
credited hours  by  the  American  Academy  of 
General  practice.  Full  details  can  be  obtained 
by  writing:  Alton  Ochsner,  M.D.,  Program 

Chairman,  Interstate  Postgraduate  Medical 
Association,  Box  1109,  Madison,  Wisconsin 
53701. 

Meeting  to  analyze  drug-induced 
ocular  changes 

The  State  University  of  New  York  at  Buffalo 
School  of  Medicine  is  presenting  a conference 
on  Prolonged  Pharmacotherapy  and  the  Eye 
on  October  21  and  22  in  Buffalo.  This  con- 
ference will  explore  and  quantify  the  price-tag 
attached  to  the  use  of  modern  pharmaco- 
therapy from  the  standpoint  of  changes  af- 
fecting vision  and  observable  with  optical 
instruments.  Certain  drugs  introduced  during 
the  last  two  decades  are  now  known  to  produce 
changes  in  the  eye  which  may  reduce  vision  and 
which  may  be  observed  microscopically  in  the 
living  subject.  The  conference  will  attempt  to 
evaluate  the  question  of  permanency  of  these 
complications,  their  seriousness,  and  the  justi- 
fication of  continued  use  of  these  drugs. 

Speakers  from  New  York  will  be  Eliott  B. 
Hague,  M.D.,  Buffalo,  who  will  deliver  the 
opening  remarks;  Ronald  E.  Carr,  M.D.,  New 
York  City,  who  will  talk  on  “Chloraquine  and 
Organic  Changes  in  the  Eye”;  and  Theo 
Lieberman,  M.D.,  New  York  City,  whose  topic 
will  be  “The  Effect  of  Other  Drugs  on  the  Eye.” 

The  program  is  acceptable  for  twenty-one 
accredited  hours  by  the  American  Academy  of 
General  Practice.  Tuition  fee  is  $50.  Further 
information  can  be  obtained  from:  State 

University  of  New  York  at  Buffalo  School  of 
Medicine,  Continuing  Medical  Education  Pro- 
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MSS  NY  PUBLICATIONS  FOR  MEMBERS... 

These  periodicals  are  some  of  the  benefits  you  receive  with  your  State 
Society  membership. 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE 

Now  in  its  66th  year  of  publication,  the 
semimonthly  New  York  State  Journal  of 
Medicine  is  “dedicated  to  the  continuing 
education  of  the  physician.” 


MEDICAL  DIRECTORY  OF 
NEW  YORK  STATE 

This  biennial  publication  is  your  first 
source  of  professional  information.  More 
than  32,000  registered  physicians  in  New 
York  State  are  individually  listed  with  perti- 
nent professional  data. 


MEDICAL 

DIRECTORY 


THE  NEWS  OF  NEW  YORK 

A monthly  newsletter  which  keeps  its 
finger  on  happenings  in  the  county  societies 
. . . State  and  Federal  legislative  items  . . . 
medical  P.R.  news. 


WHAT  GOES  ON 

A monthly  calendar  of  medical  lectures, 
conferences,  post  graduate  courses,  seminars, 
etc.,  throughout  the  states  of  New  York  and 
New  Jersey. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Ave..  New  York,  N.  Y.  10017 


Vistarfl 

(HYDROXYZINE) 

tranquilizes 
without 
addiction 
or  drug 
dependency 

Clinical  Experience 

In  its  eight-year  record  of  experience  in  which 
over  one  billion  doses  have  been  prescribed, 
there  is  no  evidence  of  addiction  to  hydroxyzine. 

Clinical  Background 

In  over  500  published  studies  involving 
1 5,000  individual  cases,  neither  dependency  nor 
addiction  has  been  reported  with  hydroxyzine. 


Since  1849 

(Pfizer) 

Science  for  the  world's  well-being ® 


Even  in  the  anxious, 
dependent, 
psychoneurotic . . . 

Four  hundred  and  fifty  patients,  most  of  them 
classified  as  functional  neurotics,  were  treated 
with  hydroxyzine  for  periods  of  five  months 
to  four  and  one-half  years.  Sustained  good-to- 
excellent  relief  from  symptoms  of  anxiety  and 
tension  was  attained  in  401  (89%)  of  the  series. 
“Cumulative  effects,  habituation  or  addiction 
to  hydroxyzine  was  not  noted  during  the  entire 
period  of  this  study.” 

Shalowitz,  M.:  Int.  Rec.  Med.  174:357,  June,  1961. 


Even  in  the  classically 
dependent  alcoholic... 

Vistaril  (hydroxyzine)  was  evaluated  for  relief 
of  postalcoholic  syndrome  in  52  chronic  alcoholic 
outpatients  over  a period  of  two  to  four  weeks. 

IlMany  patients  received  partial  to  complete  relief 
of  psychomotor  agitation,  anxiety,  irritability, 
craving,  insomnia,  depression,  anorexia,  nausea  and 
tension.  “ No  evidence  of  toxicity  or  habituation 
was  noted."  “No  difficulty  was  experienced 
in  discontinuing  medication.” 

Greenhouse,  H.  R.:  Med.  Times  91 : 1 069,  November,  1963. 

Of  326  alcoholics  treated  with  hydroxyzine  for  the 
postalcoholic  syndrome,  satisfactory  control  was 
achieved  in  276  (85%).  “As  is  not  the  case  with  other 
tranquilizers,  hydroxyzine  has  no  published  record  of 
causing  addiction  and  dependence  or  withdrawal 
Symptoms.  Goldman,  H.  I.:  Southwest.  Med.  42:276,  June,  1961. 

E^ven  in  the 
nstitutionalized  patient 
leeding  long-term 
treatment... 

: One  hundred  and  fifty-two  institutionalized 
female  patients  were  studied  on  long-term, 

I high-dose  therapy. 

Even  at  high  dosages,  hydroxyzine 

. did  not  produce  either  euphoria  or  depression.” 
Lapolla,  A.:  Clin.  Med.  8:1332,  July.  1961. 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated 

“Vtslall 


(HYDROXYZINE) 


the  seat  of  anxiety 


turn  page  for  brief  summary ... 
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BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  par- 
enteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse, 
rat,  and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses 
substantially  above  the  human  therapeutic  range.  Clinical 
data  in  human  beings  are  inadequate.  Until  adequate  data  are 
available,  to  establish  safety  in  early  pregnancy,  hydroxyzine 
is  contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of 
central  nervous  system  depressants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased,  as  much  as  50%. 
Because  drowsiness  may  occur,  patients  should  be  cautioned 
against  driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should  be  fol- 
lowed; soft-tissue  reactions  have  rarely  been  reported  when 
proper  technique  has  been  used.  On  reported  intravenous  in- 
jection a few  instances  of  digital  gangrene  have  occurred 
distal  to  the  injection  site,  considered  to  be  due  to  inadvertent 
intra-arterial  injection  or  possibly  periarterial  extravasation. 
Therefore,  particular  caution  should  be  observed  to  insure  in- 
jection only  into  intact  veins;  avoid  either  intra-arterial 
injection  or  extravasation.  Intravenous  administration  should 
be  accomplished  slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity  has  been 
reported  in  some  hospitalized  patients  given  higher  than 
recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  mini- 
mal amounts  of  intravascular  hemolysis  occur  at  the  site  of 
injection.  Giving  the  maximum  recommended  intravenous 
dose  (ICO  mg.)  to  adults  results  in  immediate  transient 
hemolysis  with  the  liberation  of  a total  of  2-3  grams  of  hemo- 
globin, which,  in  some  individuals,  can  cause  small  amounts  of 
hemoglobinuria.  This  compares  with  the  normal  red  cell 
destruction  from  which  approximately  8 Gm.  of  hemoglobin 
are  liberated  every  24  hours.  If  the  hydroxyzine  is  diluted 
with  50  cc.  of  normal  saline  and  given  during  a period  of  four 
minutes  or  more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  Equivalent  to  25  mg. 
hydroxyzine  HCl  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine 
HCl)  Parenteral  Solution:  25  mg./cc. — 10  cc.  vial  and  50 
mg./cc. — 2 cc.  and  10  cc.  vial;  Isoject,®25  and  50  mg.  per  cc., 
1 cc.  per  unit. 

More  detailed  professional  information  available  on  request. 


Vistaril  site 
of  action  is  the 
seat  of  anxiety 

Science  for  the  world's  well-being® 

Since  1849 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York,  New  York  10017 
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gram,  2211  Main  Street,  Buffalo,  New  York  14214. 

Program  to  inspect  medicolegal,  social 
aspects  of  contraception  and  abortion 

A conference  on  Fertility  and  Contraception — 
Advanced  Concepts  and  Practices  will  be  held 
October  31  and  November  1 at  the  Statler- 
Hilton  Hotel  in  Buffalo,  New  York.  The 
program  is  to  present  the  newer  developments 
in  this  field.  Presentations  will  emphasize  the 
medical  aspects  of  the  subject  matter  but 
should  interest  anyone  with  a professional  in- 
terest in  birth  control. 

Among  the  speakers  will  be  the  following  from 
the  State  University  of  New  York  at  Buffalo: 
Jack  Lippes,  M.D.,  associate  professor  of 
obstetrics  and  gynecology,  on  “Intrauterine 
Devices”;  Kenneth  R.  Niswander,  M.D.,  as- 
sociate professor  of  obstetrics  and  gynecology, 
on  “Sequelae  of  Therapeutic  Abortions”; 
Herman  Schwartz,  LL.B.,  associate  professor 
of  law,  on  “Legal  Aspects  of  Therapeutic 
Abortion”;  and  Sidney  Shulman,  M.D.,  pro- 
fessor of  immunochemistry  in  bacteriology  and 
immunology,  and  Ernest  Witebsky,  M.D., 
distinguished  professor  of  bacteriology  and 
immunology,  on  “Immunologic  Aspects  of 
Sterility  and  Fertility.” 

Other  speakers  will  be  Philip  L.  Ferro,  M.D., 
medical  director,  Planned  Parenthood  Center 
of  Syracuse,  on  “Long-Term  Injectables”; 
Alan  F.  Guttmacher,  M.D.,  president,  Planned 
Parenthood  Federation  of  America,  New  York 
City,  who  will  give  a summary  of  the  conference; 
and  Frank  W.  Notestein,  Ph.D.,  president.  The 
Population  Council,  New  York  City,  on  “In- 
ternational Developments.”  Dr.  Lippes  will 
also  give  a demonstration  of  the  technic  for 
insertion  of  intrauterine  devices. 

The  course  is  accepted  for  fourteen  accredited 
hours  by  the  American  Academy  of  General 
Practice.  Registration  for  the  program  is 
$50.  For  further  information  contact:  Harry 
J.  Alvis,  M.D.,  Continuing  Medical  Education, 
School  of  Medicine,  SUNYAB,  2211  Main 
Street,  Buffalo,  New  York  14214. 

Symposium  to  study  oral  cancer 

The  fifth  Oral  Cancer  Symposium  will  be 
held  at  St.  Francis  Hospital  in  Poughkeepsie, 
New  York,  on  April  19,  1967.  For  further 
information  contact:  Melvin  A.  Engelman, 

D.D.S.,  One  East  Academy  Street,  Wapp- 
ingers  Falls,  New  York. 

Texas  to  host  meeting 

Southwestern  Medical  Association  is  hold- 
ing its  48th  annual  meeting  in  El  Paso,  Texas, 
February  8 through  10,  1968,  at  the  Sheraton-El 
Paso  Motor  Inn.  Among  the  speakers  will  be 
Michael  E.  De  Bakey,  M.D.,  Houston. 

For  further  information  write:  Bob  Reid, 

Southwestern  Medicine,  310  North  Stanton 
Street,  El  Paso,  Texas. 
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MINIMIZE  THIS  PROGRESSION... 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H..  et  at:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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DEPRESSION 
IS  RARELY 
SO  OBVIOUS 

( one  reason  why  'Deprol'  is  a logical  first  choice  ) 


If  depression  always  wore  a tragic  mask, 
not  only  diagnosis  but  therapy  might  be 
markedly  simplified.  The  frequent  presence, 
however,  of  anxiety,  agitation,  "smiling 
depression,”  and  insomnia,  suggests  that 
therapeutic  agents  which  only  elevate  mood, 
such  as  "energizers"  or  stimulants,  may 
prove  inadequate  in  mixed  depressions. 

The  proven  elfectiveness  of  ‘Deprol’  in 
both  depression  and  anxious  depression, 
and  its  relatively  low  level  of  adverse  reac- 


tions, has  been  well  established  since  its 
introduction  in  1958.  ‘Deprol’  has  thus  met 
a most  stringent  test  of  therapeutic  value — 
that  of  time.  These  are  factors  that  might  be 
considered  when  the  next  patient  presents 
symptoms  of  obvious,  or  mixed,  depression. 

for  depression  and  anxious  depression 

DEPROL 

meprobamate  400mg.+benactyzine  hydrochloride  lmg. 


CO-7826 


See  next  page  for  brief  summary  of  prescribing  information. 


DEPROL 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  'Deprol'  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
Mi  Wallace  Laboratories  / Cr anbury,  N.  1. 

° CD-M82 


Medical  Schools 


Albany  Medical  College 

Faculty  changes.  Dr.  Harold  C.  Wiggers, 
dean,  has  received  the  added  title  of  Executive  ; 
Vice-President.  Eugene  H.  Horn,  Ph.D.,  has 
been  promoted  from  assistant  dean  to  associate  I 
dean.  William  P.  Nelson,  III,  M.D.,  has  re- 
signed as  assistant  dean  to  devote  full  time  to 
the  Department  of  Postgraduate  Medicine  and 
the  soon-to-be  regional  medical  program.  Ger-  i 
aid  S.  Ranter,  Ph.D.,  professor  of  physiology,  , 
and  Alice  E.  Fruehan,  M.D.,  assistant  professor 
of  medicine,  have  been  named  assistants  to  the  i 
dean. 

Cornell  University  Medical  College 

New  professor  and  chairman.  Alexander 
G.  Beam,  M.D.,  professor,  Rockefeller  Univer- 
sity and  senior  physician,  Rockefeller  Univer- 
sity Hospital,  has  been  appointed  professor 
and  chairman,  Department  of  Medicine,  at 
The  New  York  Hospital-Cornell  Medical  Cen- 
ter. The  appointment  becomes  effective  Sep-  ■ 
tember  1. 

Downstate  Medical  Center  in  Brooklyn 

Grants.  A total  of  $301,574.67  was  received 
during  March  and  April  from  the  National 
Institutes  of  Health  and  other  agencies  for  21  ! 
research  grants.  This  provides  for  renewals 
of  4 research  projects  already  in  progress,  10 
new  ones,  and  7 supplements.  Eight  grants 
were  from  the  National  Institutes  of  Health 
and  the  others  were  from  the  American  Thoracic 
Society,  the  Gelb-Strauss  Fund,  Hoffmann-La 
Roche,  Inc.,  The  Kayser  Foundation,  Knoll 
Pharmaceutical  Co.,  the  Department  of  the 
Navy,  Charles  Pfizer  and  Co.,  Inc.,  G.  D.  Searle 
and  Co.,  Sterling-Winthrop  Research  Institute, 
United  Cerebral  Palsy  of  New  York  City,  Inc., 
the  U.S.  Army,  and  Wyeth  Laboratories. 

EMBERS.  EMBERS  (Emergency  Bed  Request 
System)  was  put  into  operation  in  March.  This 
is  a computerized  bed  assignment  system,  to 
provide  better  distribution  of  patients  in 
Brooklyn’s  hospital  beds.  Its  aim  is  to  prevent 
delays  in  hospitalization  of  ailing  infants  and 
children  and  to  distribute  patients  among  the 
cooperating  hospitals  so  that  pediatric  facilities 
are  neither  overcrowded  or  underutilized.  Par- 
ticipating in  the  system  are:  Maimonides 

Hospital  of  Brooklyn,  Coney  Island  Hospital, 
Methodist  Hospital  of  Brooklyn,  Brooklyn- 
Cumberland  Medical  Center,  The  Jewish 
Hospital  of  Brooklyn,  The  Long  Island  College 
Hospital,  Greenpoint  Hospital,  The  Bedford- 
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Stuyvesant  Health  Center,  and  Kings  County 
Hospital  Center. 

Appointed.  William  A.  Console,  M.D.,  has 
been  appointed  director  of  the  Division  of 
Psychoanalytic  Education.  A unit  of  the 
Department  of  Psychiatry,  the  Division  offers 
a four-year  graduate  course  in  psychoanalysis 
and  is  one  of  19  training  institutes  in  the  United 
States  approved  by  the  American  Psycho- 
analytic Association  for  training  psychoanalysts. 
Dr.  Console  is  clinical  professor  of  psychiatry 
and  has  been  a member  of  the  teaching  faculty 
for  twenty  years. 

General  clinical  research  center.  On  June 
16  an  announcement  was  made  of  the  establish- 
ment of  a General  Clinical  Research  Center  and 
it  is  anticipated  that  the  new  facility  will  open 
in  September  and  will  greatly  accelerate  the 
study  of  the  nature  and  treatment  of  disease. 
An  initial  sum  of  $1,092,709  has  been  granted 
by  the  Public  Health  Service’s  Division  of  Re- 
search Facilities  and  Resources  for  the  first 
twelve  months  of  operation  of  the  Center.  The 
new  Center  will  include  10  to  12  adult  beds  and 
five  to  seven  pediatric  beds.  The  adult  unit 
will  be  under  the  direction  of  Stanley  Wallach, 
M.D.,  associate  professor  of  medicine,  and  the 
pediatric  unit,  under  the  direction  of  Eduardo 
Orti,  M.D.,  associate  professor  of  pediatrics. 
Each  unit  will  have  expert  medical  supervision, 
its  own  full-time  specialized  nursing,  dietary, 
and  ancillary  staffs. 

New  York  Medical  College 

New  associate  dean.  Robert  A.  O’Connor, 
M.D.,  associate  professor,  Department  of 
Medicine,  has  been  appointed  associate  dean 
of  the  faculty.  Dr.  O’Connor  has  directed  the 
cardiac  pulmonary  program  at  the  College  and 
Flower  and  Fifth  Avenue  Hospitals  for  the  past 
six  years.  He  is  also  associate  director  of  the 
Graduate  School  of  Medical  Sciences  and  as- 
sociate attending  physician  at  Flower  and 
associate  visiting  physician  at  Metropolitan 


Choanal  atresia 


Many  deaths  of  premature  infants  with 
asphyxia  shortly  after  birth  may  result  from 
unrecognized  choanal  atresia,  says  G.  A.  Bales, 
M.D.,  writing  in  a recent  issue  of  Laryngoscope. 
His  report  is  on  3 premature  infants  with  this 
congenital  anomaly.  This  condition,  it  is 
felt,  should  be  suspected  in  infants  who  have 
difficulty  with  nasal  breathing  or  eating  and 
where  there  is  cyclic  cyanosis  and  impending 


and  Bird  S.  Coler  Memorial  Hospital  and 
Home. 

New  York  University  School  of  Medicine 

New  appointments.  Saul  J.  Farber,  M.D., 
was  appointed  chairman,  Department  of  Medi- 
cine, on  July  1.  For  the  past  three  years,  he 
has  been  acting  dean  and  Nathan  Friedman 
Professor  of  Cardiovascular-Renal  Diseases. 
In  his  new  post  he  becomes  director  of  the  Third 
and  Fourth  Medical  Divisions  at  Bellevue  Hos- 
pital Center  and  director  of  medicine  at  Univer- 
sity Hospital.  Lewis  Thomas,  M.D.,  professor 
and  chairman,  Department  of  Medicine,  since 
1958,  was  appointed  dean  and  deputy  director 
of  the  Medical  Center  on  July  1.  Dr.  Thomas 
will  also  serve  as  professor  of  research  medi- 
cine. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Conference  on  schizophrenia.  The  first 
Rochester  International  Conference  on  Schizo- 
phrenia will  be  held  March  29,  30,  and  31,  1967. 
In  celebration  of  the  twentieth  anniversary 
of  the  founding  of  the  Department  of  Psy- 
chiatry, this  three-day  scientific  meeting  will 
be  devoted  to  “The  Origins  of  Schizophrenia.” 
A number  of  clinical  and  laboratory  scientists 
and  clinicians  from  the  United  States  and 
abroad  will  be  invited  to  participate.  Major 
headings  of  the  sessions  will  include:  Studies 

in  Human  Genetics;  Biochemical  Studies; 
Psychophysiologic  Studies;  Studies  of  Human 
Development;  Studies  in  Experimental  Psy- 
chology; Clinical  Studies;  Cross-Cultural  Stud- 
ies; and  Studies  of  Family  Processes.  The 
sessions  will  be  open  to  the  scientific  and  pro- 
fessional public.  Those  interested  in  attending 
should  direct  their  inquiries  to:  Dr.  John 

Romano,  Professor  and  Chairman,  Department 
of  Psychiatry,  University  of  Rochester  School 
of  Medicine  and  Dentistry,  Rochester,  New 
York  14620,  U.S.A. 


asphyxia.  Failure  to  pass  a catheter  or  probe 
into  the  nasopharynx  more  than  one  and  a 
half  inches  from  the  rim  of  the  nose  indicates 
probable  choanal  atresia.  X-ray  films  after 
installation  of  radiopaque  contrast  media  into 
the  nostrils,  with  the  head  in  a recumbent 
position,  will  confirm  the  diagnosis.  Because 
the  newborn  infant  does  not  reflexively  open 
the  mouth  to  breathe,  an  adequate  airway 
through  the  mouth  should  be  established  im- 
mediately and  maintained  until  a nasal  airway 
can  be  constructed  surgically  or  until  mouth 
breathing  is  learned. 
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Abstracts  in  Interlingua 


De  Luca,  J.  T.,  e Wentworth,  J.  H.:  Mam- 

mographia in  le  practica  clinic  ( anglese ) , 
New  York  State  J.  Med.  66:  2113  (15  de 
augusto)  1966. 

Le  accuratia  diagnostic  de  mammographia 
sol  es  circa  80  pro  cento.  Illo  de  un  combination 
de  mammographia  con  studios  clinic  e anam- 
nestic es  circa  90  pro  cento.  In  casos  in  le 
quales  il  non  es  possibile  determinar  si  un 
lesion  es  benigne  o maligne,  biopsias  es  effec- 
tuate. Mammographia  pote  revelar  cancere 
in  le  presentia  de  morbo  fibrocystic,  corroborar 
le  constatationes  clinic,  e delinear  altere  modifi- 
cationes  subtil.  Isto  servi  possibilemente  a 
accelerar  le  prompte  intervention  chirurgic. 
In  plus,  illo  servi  a evalutar  e delinear  le  sito 
organic  le  plus  probabile  del  lesion  primari, 
permittente  le  obtention  de  ver  specimens  biop- 
tic. Cancere  pote  esser  detegite  plus  precoce- 
mente  e plus  accuratemente  per  medio  de  iste 
methodo  que  facilita  le  diagnose  microscopic  e 
duce  a un  melior  tractamento  del  patiente. 

Javid,  R.,  e Owens,  G.:  Chirurgia  intra- 

cranial con  hypothermia  in  patientes  con  morbo 
neoplastic  (anglese),  New  York  State  J. 
Med.  66:  2120  (15  de  augusto)  1966. 

Hypothermia  resulta  in  un  reduction  del 
metabolismo  cerebral,  del  pression  intracranial, 
e del  fluxo  sanguinee  cerebral.  Vinti-un  pa- 
tientes esseva  subjicite  a hypothermia  del 
corpore  total  in  preparation  pro  nonvascular 
interventiones  neurochirurgic  intracranial.  Le 
gruppo  includeva  patientes  con  avantiate  formas 
de  cancere  mammari  e prostatic  e gliomas 
maligne.  Refrigeration  esseva  empleate  usque 
le  temperatura  rectal  habeva  attingite  90  F. 
Le  temperaturas  glissava  ancora  plus  in  basso 
per  inter  5 e 7 F,  e durante  iste  periodo  le 
intervention  chirurgic  esseva  initiate.  Le 
temperaturas  rectal  e le  electrocardiogramma 
esseva  continuemente  tenite  sub  observation. 
A1  media,  tres  horas  e medie  esseva  necessari 
ante  que  le  salve  region  de  temperaturas  de 
inter  82  e 85  F habeva  essite  attingite.  Nulle 
major  problemas  cardiac  esseva  incontrate  in 
despecto  del  grave  condition  del  majoritate  del 
patientes. 

Schwartz,  J.,  e Reyner,  F.  C.:  Un  nove 

dispositivo  anticonceptional  intra-uterin  ( an- 


glese),  New  York  State  J.  Med.  66:  2123 
(15  de  augusto)  1966. 

Le  ideal  dispositivo  anticonceptional  intra- 
uterin  deberea  esser  facile  a introducer,  oc- 
casionar  non  plus  que  negligibile  effectos  se- 
cundari,  causar  ni  endometritis  ni  carcinoma, 
resultar  infrequentemente  in  expulsion,  per- 
mitter  sin  difficultate  le  identification  de  su 
presentia,  e esser  associate  con  un  basse  inci- 
dentia  de  pregnantias.  Es  describite  un  anulo 
spiraliforme  de  inoxydabile  aciero  a revesti- 
mento  de  silastico  que  es  cognoscite  como 
“le  cometa.”  Experientias  con  200  patientes 
indica  que  iste  dispositivo  ha  avantages  ante 
altere  existente  dispositivos  e que  illo  es  ac- 
ceptate  in  85  pro  cento  del  casos.  In  plus,  illo 
pote  esser  sterilisate  per  autoclavage,  illo  es 
inerte  in  vivo  (causante  pauc  o nulle  reaction 
tissular),  e illo  non  suffre  deterioration  o de- 
generation sed  offere  un  protection  a longe 
termino. 


Riley,  E.  C.:  Mesuration  e interpretation  del 

nivellos-limine  auditori  (anglese).  New  York 
State  J.  Med.  66:  2126  (15  de  augusto)  1966. 

Ben  que  le  nivello  zero  de  referentia  non  es 
presentate  como  le  standard  de  normalitate 
auditori,  le  uso  de  un  norma  physiologic  como 
standard  in  le  calibration  de  un  instrumento 
serviente  a mesurar  pressiones  acoustic  e como 
base  in  reportar  nivellos-limine  auditori  ha 
suggestionate  que  un  deviation  ab  zero  repre- 
senta  un  perdita  auditori  e va  probabilemente 
esser  interpretate  como  tal.  Un  standard  physic 
es  preterite  viste  que  illo  pote  provider  un  in- 
alterabile  unitate  fundamental  de  mesuration, 
que  illo  eliminarea  le  confusion  inter  nivellos  de 
ruito  e nivellos  auditori,  que  illo  postularea  un 
relation  inter  le  lectura  audiometric  zero  e 
normalitate  auditori  proque  normalitate  audi- 
tori esserea  exprimite  como  un  region  de- 
pendente  del  etate  e del  sexo,  que  nulle  modifica- 
tion esserea  requirite  in  calibrationes  audio- 
metric in  responsa  al  determination  de  nove 
normas  physiologic,  que  illo  facilitarea  le  ex- 
cambio  international  de  information  audio- 
metric, que  illo  representarea  un  standard 
fundamental  pro  omnes,  e que  illo  pote  super- 
viver  le  test  del  tempore. 
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nhibition  of  ovulation 


unfeceptive  endometrium 


NorinyL, 

(norethindrone  2 mg.  c mestranol  %/ 0.1  mg.) 

multiple  action  that  has  produced 
a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1"13  and  an  acceleration 
of  endometrial  changes. 1"3’7"16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications  : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the 
taste  buds),  the  coating  dissolves  and  the  peni- 
cillin is  ready  for  immediate  absorption  into 
the  bloodstream.  The  patient  still  gets  all  the 
special  benefits  of  V-Cillin  K,  including  con- 
sistent dependability  . . . even  in  the  presence 
of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in 
treating  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sen- 
sitivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 


should  not  be  administered  to  patients  with  a his- 
tory of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible  or- 
ganisms during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoon- 
ful, in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Editorials 


A timely  greeting 


New  York  City  is  host  this  year  to  a 
most  important  national  organization  in 
the  field  of  medical  communication.  From 
September  29  through  October  2,  at  the 
Waldorf-Astoria,  will  occur  the  1966  an- 
nual meeting  of  the  American  Medical 
Writers’  Association;  an  organization  com- 
posed of  close  to  2,000  members,  widely 
representative  of  individual  medical  authors, 
editors,  managing  editors,  copy  editors, 
science  writers,  medical  writers  for  in- 
dustry, free-lance  writers  for  the  medical 


profession,  librarians,  representatives  of  the 
graphic  arts,  and  audiovisual  media,  in- 
cluding press,  radio,  and  television. 

This  concentration  of  talent  will  focus 
on  the  interesting  and  provocative  pro- 
gram which  is  presented  at  this  time  in  the 
Journal  (see  page  2183). 

Since  all  of  our  readers  have  more  than 
a passing  interest  in  the  quality  of  the 
communications  that  come  to  them,  a 
cordial  invitation  to  this  meeting  is  ex- 
tended. 


Role  of  the  physician  in  disaster  medicine 


The  A.M.A.  Council  on  National  Se- 
curity and  its  Committee  on  Disaster  Medi- 
cal Care  in  a recent  statement  provided 
guidelines  as  to  the  responsibility  of  physi- 
cians in  the  practice  of  medicine  under 
disaster  conditions. 

Disaster  medicine  is  defined  as  emergency 
medical  service  on  a large  scale  applied  in  a 
community  after  a natural  or  man-made 
catastrophe.  Under  medical  leadership, 
the  ultimate  goal  is  saving  of  life  and  resto- 
ration of  survivors  to  maximum  usefulness. 
The  prompt  establishment  of  a system  of 
triage  is  indicated.  Disaster  medicine  is 
integrated  within  the  framework  of  re- 
sponsible governmental  agencies  and  the 
practicing  physician  offers  his  assistance  to 
this  authority. 


The  role  of  the  individual  physician  will 
depend  on  the  magnitude  and  medical  needs 
of  a disaster  varying  from  basic  services  to 
directional  medical  activities.  Whenever 
medical  direction  is  required  the  physician 
should  offer  to  assist  the  appropriate 
authority.  Professional  leadership  should 
be  exerted.  The  physician  should  provide 
lifesaving  medical  care  to  include  resusci- 
tation and  first  aid  where  indicated.  He 
should  be  aware  of  his  role  in  hospital  and 
community  disaster  plans  and  the  nature  of 
state  and  national  emergency  medical  set- 
ups, especially  with  respect  to  packaged 
disaster  hospitals,  the  medical  self-help 
program,  and  the  shelter  program.  The 
availability  of  disaster  kits  is  emphasized, 
also  the  proper  use  of  the  emergency  tag. 
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Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 
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Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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(Warning:  May  be  habit  forming) 
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Effectiveness 

Lomotil  possesses  a unique  degree  of  ef- 
fectiveness in  both  acute  and  chronic 
diarrhea. 

Convenience 

Lomotil  is  supplied  as  small,  easily  carried, 
easily  swallowed  tablets  and  as  a pleasant, 
fruit-flavored  liquid. 

Versatility 

The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advan- 
tage alone  or  as  adjunctive  therapy  in  di- 
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• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 
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• Drug  therapy 

• Food  Poisoning 


• Functional 
hypermotility 

• Malabsorption 
syndrome 

• Ileostomy 

• Gastroenteritis 
and  colitis 
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divided  doses,  until  diarrhea  is  controlled,  are: 


Children: 

3 to  6 months  — 3 mg.  [}A  tsp.*  t.i.d.) 

6 to  12  months  — 4 mg.  (V2  tsp.  q.i.d.) 

1 to  2 years  — 5 mg.  (V2  tsp  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  — 8 mg.  ( 1 tsp.  q.i.d.) 

8 to  12  years  — 10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  or  2 tablets  4 times  daily) 
*Based  on  4 cc.  per  teaspoonful. 


Maintenance  dosage  may  be  as  low  as  one-fourth  the 
therapeutic  dose. 


Precautions:  Lomotil,  brand  Of  diphenoxylate  hydrochlo- 
ride with  atropine  sulfate,  is  a Federally  exempt  narcotic 
preparation  of  very  low  addictive  potential.  Recom- 
mended dosages  should  not  be  exceeded.  Lomotil  should 
be  used  with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  talcing  addicting  drugs  or  barbitu- 
rates. The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but 
among  those  reported  are  gastrointestinal  irritation,  se- 
dation, dizziness,  cutaneous  manifestations,  restlessness, 
insomnia,  numbness  of  extremities,  headache,  blurring 
of  vision,  swelling  of  the  gums,  euphoria,  depression  and 
general  malaise,  mmhm 
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MSSNY  PUBLICATIONS  FOR  MEMBERS... 

These  informational  pamphlets  are  some  of  the  benefits  you  receive 
with  your  State  Society  membership. 


• CONSTITUTION  AND  BYLAWS 

Here  are  the  governing  principles  and  rules  that  guide 
your  Medical  Society. 

• PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

What  are  the  duties  of  a physician  to  the  profession, 
to  the  patient,  and  to  the  public? 

• STANDARDS  OF  PRACTICE  FOR  DOCTORS 
AND  LAWYERS 

A medical  legal  guide  which  includes  five  “Do  Nots” 
for  doctors  and  five  “Do  Nots”  for  lawyers. 

• GUIDE  FOR  COOPERATION  FOR  DOCTORS, 
HOSPITALS  AND  REPORTERS 

Who  talks  to  the  news  media?  To  appear  or  not  to  appear 
on  radio  or  T.V.  ? What  information  shall  the  hospital- 
release?  Answers  these  and  other  questions. 

• GUIDING  PRINCIPLES  FOR  PARTICIPATION 
IN  TELECASTS  AND  BROADCASTS 

The  Do’s  and  Don’ts  of  appearing  on  a “show”. 

• CODE  OF  UNDERSTANDING  FOR  PHARMACISTS 
AND  DOCTORS  OF  MEDICINE 

Provides  guidelines  for  physicians  and  pharmacists  in 
their  interrelated  practices;  the  responsibilities  of  each 
in  best  serving  the  individual  patient  and  the  community. 
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Scientific  Articles 


Mammography  in 
Clinical  Practice 


the  diagnostic  accuracy  of  mammography 
alone  is  about  80  per  cent;  when  combined 
with  clinic  and  history  findings  it  is  90  per 
cent.  In  cases  where  it  is  not  possible  to 
determine  whether  a lesion  is  benign  or  malig- 
nant, biopsy  is  performed.  Mammography 
can  reveal  cancer  in  the  presence  of  fibrocystic 
disease,  support  the  clinician' s findings,  and 
delineate  other  subtle  changes.  This  expedites 
earlier  surgical  intervention.  Also,  it  evalu- 
ates and  delineates  the  most  likely  organ  site 
of  a primary  lesion,  making  true  biopsy  speci- 
mens possible.  Cancer  can  be  discovered 
earlier  and  more  accurately  by  this  means, 
aids  microscopic  diagnosis,  and  results  in 
better  management  of  patients. 


JAMES  T.  DE  LUCA,  M.D. 
Glen  Cove,  New  York 
JOHN  H.  WENTWORTH,  M.D. 

Glen  Cove,  New  York 

Project  Director,  U.S.  Public  Health  Service 
Northeastern  United  States  Mammography  Teaching 
Project;  and  Associate  (Dr.  De  Luca),  and  Chief 
(Dr.  Wentworth),  Department  of  Radiology, 
Community  Hospital  at  Glen  Cove 


Ouring  our  four-year  experience  in  the 
application  of  mammography  in  the  eval- 
uation of  8,000  problematic  breast  patients, 
certain  important  factors  became  apparent 
in  evaluating  this  method  of  breast  exam- 
ination and  in  assigning  it  a place  in  com- 
munity medical  practice. 

Method  of  examination 

Basically  we  have  used  Egan’s1  technic 
which  we  feel  provides  optimum  delineation 
of  breast  tissue  by  x-ray  examination.  It 
became  evident  early  in  our  experience  that 
documentation  and  requisite  close  com- 
munication with  the  referring  physician 
could  not  often  be  accomplished.  There- 
fore, since  most  patients  referred  for  mam- 
mography had  been  previously  screened 
and  were  problematic  cases,  it  was  essential 
to  obtain  the  pertinent  history  and  to 
examine  each  patient  clinically.  By  mon- 
itoring each  examination  with  pertinent 
history  and  clinical  findings,  the  accuracy 
of  mammography  as  a combined  procedure 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Obstetrics  and  Gynecology,  February  17,  1966. 


is  considerably  improved.  Certain  disease 
processes  which  are  not  usually  diagnosable 
solely  by  routine  x-ray  examination,  such 
as  Paget’s  disease,  inflammatory  carci- 
noma, the  occasional  occurrence  of  Mon- 
dor’s  disease,  and,  most  important,  lesions 
located  in  aberrant  sites  of  the  chest  wall 
surrounding  the  breasts  which  are  not 
ordinarily  included  in  the  routine  x-ray 
examination,  become  recognizable  by  the 
combined  method  of  examination.  Clin- 
ical history  also  affords  recognition  of 
increased  vascular  states  resulting  from 
oral  contraceptives. 

Frequently  we  have  stopped  to  question 
the  validity  of  this  combined  method  of 
examination  only  to  find  that  it  is  justified 
by  increased  accuracy  of  diagnosis.  Fur- 
thermore, clinical  monitoring  of  the  exam- 
ination of  the  breast  seems  in  no  way  differ- 
ent from  that  done  during  routine  gastro- 
intestinal series  by  most  conscientious 
roentgenologists. 

Indications  for  examination 

Most  of  the  patients  in  our  study  had 
definite  symptoms  associated  with  their 
disease.  These  symptoms  varied  from 
subjective  complaints  to  clinically  obvious 
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cancers.  The  majority  of  the  patients 
were  in  the  thirty-five  to  fifty-five-year 
age  group.  Subjective  discomfort  and 
pain  of  fibrocystic  disease  were  the  most 
prevalent  symptoms.  Clinically,  palpable 
thickening,  nodularities,  multiplicity  of 
nodules,  nipple  discharge,  nipple  retraction, 
skin  changes,  and  inflammatory  changes 
were  also  frequent  complaints.  Examina- 
tion was  encouraged  in  patients  who  had 
had  a previous  mastectomy,  strong  familial 
history  of  breast  cancer,  cancerophobia,  or 
who  were  to  have  breast  biopsy.  No 
attempt  was  made  routinely  to  screen 
presumably  normal  individuals.  As  a re- 
sult, most  patients  had  fibrocystic  disease, 
making  diagnosis  generally  more  difficult 
than  in  the  usually  fatty  atrophic  breast. 

The  following  clinical  problems  are 
considered  indications  for  mammography: 
a dominant  mass  present,  fibrocystic 
breasts,  skin  and  nipple  changes,  multi- 
nodular breast,  axillary  adenopathy,  bor- 
derline physical  findings,  metastatic  lesion 
with  no  known  primary,  subjective  symp- 
toms, cancerophobia,  and  selective  screen- 
ing. It  should  be  pointed  out  that  there 
are  no  contraindications. 

Diagnostic  criteria 

The  mammographic  diagnostic  criteria 
for  differentiation  of  cancer  from  benign 
disease  state  have  been  fairly  well  es- 
tablished by  the  work  of  Egan,1  Gershon- 
Cohen,2  and  Leborgne.3  They  have  es- 
tablished that  in  most  expert  hands  the 
diagnostic  range  of  accuracy  from  the 
mammogram  alone  is  approximately  80 
per  cent.  However,  combining  clinical 
examination  with  interpretation  of  the 
mammogram,  as  first  advocated  by  the 
authors,1  afforded  a diagnostic  accuracy  of 
approximately  90  per  cent  in  700  biopsied 
lesions.  We  concede  that  if  mammography 
were  applied  on  a large-scale  basis  as  a 
screening  modality  in  asymptomatic  indi- 
viduals, clinical  correlation  need  not  be 
combined  by  the  radiologist,  since  most 
occult  carcinomas  are  indicated  by  the 
presence  of  calcification  and  other  roent- 
gen signs  which  can  be  detected  on  the 
mammogram  alone.  Nevertheless,  coordi- 
nation of  the  roentgen  findings  with  the 
clinical  findings  by  a clinician  expert  in 
breast  disease  is  a prerequisite  to  such  a 


FIGURE  1.  Patient  with  fibrocystic  disease  and 
solitary  dominant  benign  cystic  lesion  of  left 
breast  clearly  identified  with  smooth  borders, 
homogeneous  outline,  and  absence  of  vascular 
changes  or  calcification. 


program  to  insure  the  safe  management  of 
the  patient.  We  found  that  despite  care- 
ful application  of  roentgen  criteria  with 
clinical  findings,  it  was  still  not  possible 
to  label  all  lesions  as  either  benign  or 
malignant  even  with  the  best  of  roentgen 
technical  rendering.  In  such  cases  the 
surgical  concept  of  a suspicious  dominant 
lesion  was  applied,  and  biopsy  was  per- 
formed. 

Following  interpretation  of  the  mammo- 
gram in  conjunction  with  the  clinical  find- 
ings, it  was  possible  to  make  a diagnosis  in 
the  majority  of  patients.  The  radiologist’s 
final  diagnosis,  as  determined  by  roent- 
genologic studies,  fell  into  one  of  the  fol- 
lowing five  categories:  no  breast  disease, 

occult  cancer,  benign  lesion,  indeterminate, 
or  malignant  lesion. 

Case  presentation 

The  patient  with  fibrocystic  disease  of 
the  breast  can  present  a problem  to  the  phy- 
sician in  distinguishing  any  subtle  changes, 
such  as  an  area  of  thickening,  from  surround- 
ing breast  tissue  density.  Mammography 
can  reveal  cancer  in  the  presence  of  fibro- 
cystic disease,  support  the  clinician’s  find- 
ings, and  possibly  delineate  other  subtle 
changes,  such  as  an  increasing  vascular 
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FIGURE  2.  Patient  with  hemorrhagic  nipple  dis- 
charge and  nipple  retraction  but  absence  of  pal- 
pable mass  in  left  breast.  Area  pointed  out 
containing  calcification  discloses  primary  duct  cell 
type  of  cancer.  Right  breast  shows  extensive 
fibrocystic  disease  but  no  lesions  of  dominant 
nature. 


state  or  calcification,  which  are  seen  in  the 
majority  of  breast  cancers.  Thus,  it 
helps  in  expediting  early  surgical  inter- 
vention, where  indicated,  by  not  encourag- 
ing further  clinical  observation. 

In  patients  with  a solitary  lesion  which 
would  be  classified  as  a dominant  lesion, 
a mammogram,  even  if  it  shows  a benign 
cyst  or  fibroadenoma,  still  serves  the  pur- 
pose of  eliminating  the  fear  of  cancer  on  the 
part  of  the  patient  and  encouraging  early 
surgical  treatment  (Fig.  1).  More  im- 
portant to  the  situation  is  the  exclusion  of 
any  concomitant  areas  of  occult  cancer 
which  could  then  be  biopsied  at  the  time  of 
surgical  intervention  (Fig.  2). 

Frequently,  clinical  signs  of  breast  disease 
are  readily  seen  prior  to  any  palpable  mass 
becoming  apparent.  Predominant  in  this 
group  are  patients  harboring  ductal  cell 
type  of  cancers.  This  is  illustrated  by 
Figure  3 in  which  the  accurate  identifica- 
tion of  the  tumor  is  readily  seen  on  the 
mammogram,  thus  making  earlier  surgical 
intervention  possible. 

On  occasion,  diseases  of  the  breast  will  be 
manifested  by  remote  metastatic  deposits. 
With  patients  who  have  solely  regional 
node  enlargement,  a positive  frozen  section 
report,  and  no  clinically  palpable  lesions  in 


FIGURE  3.  Arrow  delineates  small  occult  primary 
cancer  which  could  not  be  detected  clinically  in 
patient  who  was  to  undergo  surgery  for  resection 
of  area  remote  from  primary  cancer.  Stellate- 
shaped dense  area  contains  fine  stippled  calci- 
fication. 


either  breast,  the  dilemma  of  the  surgeon 
is  acute.  He  will  question  whether  or  not 
this  is  due  to  local  manifestation  of  a 
systemic  disease,  such  as  a lymphomatous 
process,  malignant  melanoma,  or  adeno- 
carcinoma from  other  organ  sites.  Un- 
necessary trauma  is  created  by  resection  of 
the  breast  in  patients  with  systemic  dis- 
ease. On  rare  occasions,  microscopic  di- 
agnosis may  not  pinpoint  the  true  nature 
of  the  primary  lesion.  Mammography 
makes  it  possible  to  evaluate  the  most  likely 
organ  site  of  a primary  lesion  in  the  differ- 
ential diagnosis. 

In  such  a patient,  mammography  prior 
to  biopsy  will  bring  to  light  any  possible 
occult  lesion  that  may  be  present,  thus 
allowing  for  good  Halsted-Meyer  surgical 
technic  rather  than  surgical  axillary  inter- 
vention which  may  cause  disruption  of 
tumor  tissue  and  increase  the  likelihood  of 
surgical  dissemination  of  the  disease  at  the 
time  of  biopsy  of  the  axillary  node.  Figure 
4 illustrates  the  need  for  employing  this 
technic  prior  to  biopsy  in  this  group  of 
patients. 

Statistic  Analysis 

Analysis  of  the  700  patients  who  were 
biopsied  out  of  the  initial  5,000  patients 
examined  disclosed  175  patients  with  can- 
cers of  the  breast.  The  other  525  patients 
had  various  forms  of  benign  fibrocystic 
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FIGURE  4.  Patient  with  crab-shaped  occult  lesion 
which  could  not  be  detected  clinically  but  which 
had  metastatic  nodal  enlargement  to  axilla. 


disease.  Evaluation  of  the  patients  in 
whom  cancer  was  established  by  biopsy  are 


shown  in  Table  I.  It  is  to  be  noted  that 
15  of  the  175  patients  were  not  suspected 
of  having  any  disease  at  the  time  of  clinical 
examination.  All  15  in  this  group  had 
cancer  proved  at  biopsy;  14  of  these  can- 
cers were  identified  by  mammography. 
In  the  group  with  the  clinical  diagnosis  of 
benign  fibrocystic  disease,  it  was  possible, 
through  mammography,  to  identify  the 
majority  of  these  lesions  as  cancer,  thus 
expediting  surgery.  With  the  clinically 
indeterminate  lesions,  where  a dominant 
palpable  mass  was  present  but  true  iden- 
tity not  established  prior  to  biopsy,  mam- 
mography proved  most  fruitful  in  the  ma- 
jority of  this  group  by  identifying  the 
underlying  nature  of  the  tumor  mass.  Of 
the  73  malignant  cancers  which  were 
obvious  clinically,  mammography  in  as- 
sociation with  clinical  findings  yielded  a 
similar  diagnosis.  Therefore,  it  was  pos- 
sible to  identify,  by  the  combined  method 
of  clinical  correlation  and  roentgenographic 
findings,  the  majority  of  cancerous  lesions. 

Table  II  indicates  the  stage  of  disease 
at  the  time  of  biopsy  and  the  diminished 
number  of  lesions  identified  solely  on  the 
basis  of  interpretation  of  the  mammography 
findings  as  opposed  to  the  number  identified 
by  clinical  and  roentgenographic  analysis 
(Table  I).  It  should  be  noted  that  there 
was  an  increasing  incidence  of  axillary 
extension  of  tumor  involvement  from  the 
occult  primary  cancers  of  the  breast  which 
were  detected  solely  on  the  basis  of  the 
roentgen  findings  as  compared  with  the 
cancers  which  were  clinically  obvious  at  the 
time  of  mammography.  Most  encourag- 
ing was  the  fact  that  about  63  per  cent  of 
patients  with  biopsied  carcinomas  had 
cancer  confined  to  the  breast  at  the  time 
of  surgery.  This  is  far  below  the  average 
of  42.5  per  cent  which  has  been  reported.6 
This  was  primarily  because  of  the  low  inci- 
dence of  axillary  involvement  in  the  occult 


TABLE  I.  Clinical  roentgen  evaluation  of  175  consecutive  pathologically  proved  breast  cancer  biopsies; 
left  hand  column  shows  clinical  impression  of  disease  state  while  other  columns  show  roentgen  diagnosis 

in  association  with  clinical  findings 


Clinical  Diagnoses 

Clinical  and  Roentgenographic  Diagnoses  • — — 

(Number  of  Patients) 

Benign 

Indeterminate 

Malignant 

No  disease 

15 

1 

14 

Benign  fibrocystic 

40 

7 

3 

30 

Indeterminate 

47 

3 

3 

41 

Malignant 

73 

0 

0 

73 

Totals 

175 

11 

6 

158 
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TABLE  II.  Experience  with  175  pathologically  diagnosed  cancers  of  the  breast  in  700  consecutive  histo- 

pathologically  diagnosed  biopsied  patients 


Clinical  Diagnoses 
(Number  of  Patients) 

— - — ~ — Roentgen  Diagnoses — 

Indeter- 

Benign  minate  Malignant 

Patients 

with 

Positive 

Axillary 

Nodes 

Positive 
Axillary 
Nodes 
(Per  Cent 
of  Group) 

No  apparent  lesion,  occult  cancer 

15 

1 

14 

2 

13.0 

Benign  fibrocystic 

40 

7 

6 

27 

7 

17.5 

Indeterminate 

47 

5 

4 

38 

13 

27.7 

Malignant 

73 

3 

70 

44 

60.0 

Totals 

175 

16 

10 

149 

66 

37.1 

cancers  and  the  low  percentage  of  axillary 
involvement  in  the  group  which  was  clin- 
ically considered  to  be  benign  fibrocystic 
disease.  Although  these  statistics  are  ad- 
mittedly based  on  small  numbers,  the 
trend  is  encouraging.  In  the  remaining 
525  biopsied  patients,  the  lesions  fell  into 
benign  categories,  and  the  diagnostic  ac- 
curacy of  mammography  was  again  about 
90  per  cent,  although  there  was  a higher 
incidence  of  false-positive  mammographic 
interpretations.  We  feel  that  the  slight 
increase  in  false-positive  interpretations 
was  mainly  because  of  the  inexperience  of 
the  observers  and  their  overzealous  roent- 
gen interpretation.  On  the  other  hand, 
the  10  per  cent  false-negative  interpreta- 
tions in  the  biopsied  cases  were  due  to  the 
fact  that  all  cancers  of  the  breast  cannot  be 
detected  even  by  the  combined  method. 

Comment 

We  have  utilized  mammography  in 
differential  diagnosis  of  diseased  states  of 
the  breast  in  well  over  8,000  problematic 
patient  referrals.  The  statistics  gathered 
from  patients  subsequently  biopsied  re- 
vealed a 90  per  cent  rate  of  accuracy  of 
diagnosis  when  the  combined  method  of 
examination  was  used.  The  lower  inci- 
dence of  axillary  tumor  involvement,  37.5 
per  cent  in  this  group  of  patients  with 
cancer,  raised  new  hopes  for  increased 
salvage. 

In  long-term  management  by  the  family 
physician  of  patients  with  fibrocystic 
disease,  the  periodic  use  of  mammography 
is  in  keeping  with  the  best  clinical  practice 
of  the  art  of  medicine.  The  psychologic 
benefit  to  the  patient  also  should  be  kept  in 
mind.  This  is  important  in  the  cancero- 


phobic  individual  as  well  as  in  the  patient 
with  chronic  fibrocystic  disease.  In  addi- 
tion, in  the  management  of  patients  des- 
tined for  surgery,  the  examination  has  a 
psychologic  advantage  in  smoothing  over 
the  period  from  clinical  detection  of  a lesion 
to  the  time  of  surgical  intervention. 

Prior  to  breast  surgery  mammography 
affords  evaluation  of  the  entire  breast  tissue 
rather  than  limiting  it  to  the  specimen  to  be 
resected.  The  incidence  of  concurrent  can- 
cer of  the  opposite  breast  is  significant. 
The  recent  work  of  Leis  et  al .6  attests  to 
this  fact.  In  some  patients  who  have 
benign  cysts  as  a dominant  lesion  for  biopsy 
cancer  is  observed  behind  the  cyst  or  in 
another  part  of  the  breast  which  would  not 
ordinarily  be  detected  clinically  by  biopsy 
(Fig.  3). 

The  accuracy  of  pathologic  diagnosis  was 
enhanced  through  mammography  because 
it  made  possible  the  actual  visualization  of 
the  location  and  size  of  the  tumor  prior  to 
biopsy.  Truer  representative  biopsy  speci- 
mens were  obtained,  reducing  the  incidence 
both  of  the  number  of  biopsies  necessary 
and  of  the  reversal  of  opinions  on  the 
frozen  section  by  establishing  permanent 
section  studies.  Likewise,  at  times  the 
cancerous  lesion  on  the  gross  specimen 
could  not  be  identified  even  after  thin 
serial  sectioning  of  the  specimen.  Mam- 
mography provided  pinpoint  location  of  the 
tumor.  Sections  were  then  selected  from 
this  site  for  microscopic  study.  The  use  of 
mammography  increased  the  accuracy  of 
microscopic  diagnosis. 

The  clinical  responsibility  of  the  radi- 
ologist in  mammography  is  in  no  way  differ- 
ent from  the  application  of  his  medical 
skills  in  detection  of  cancer  in  other  organ 
sites.  Misunderstanding  must  be  avoided 
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lest  we  lose  the  present  enthusiasm  thus  far 
engendered  for  the  examination. 

Summary 

Mammography  coordinated  with  clinical 
examination,  as  advocated  by  the  authors, 
offers  a high  degree  of  accuracy,  about  90 
per  cent,  in  the  differential  diagnosis  of 
breast  disease.  Detection  of  cancer  in  an 
earlier  stage,  more  accurate  differential 
diagnosis,  better  long-term  management 
of  problematic  breast  patients,  and  aid 
in  microscopic  diagnosis  are  some  of  the 
advantages  offered  which  serve  well  as 
factors  in  the  evaluation  of  mammography 
in  clinical  practice. 
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Discussion 

Charles  W.  Hayden,  M.D.,  Glen 
Cove,  New  York.  In  discussing  Dr.  De 
Luca’s  interesting  report  I will  direct  my 
comments  along  the  lines  of  a surgical  per- 
spective for  mammography.  We  have  used 
this  modality  for  four  years  and  feel  that  it 
is  here  to  stay.  The  procedure  has  been 
labeled  an  orphan  by  some,  a dead  horse  by 
a few,  and  has  been  held  in  limbo  by  others, 
because  there  has  been  a lack  of  interest  on 
the  part  of  some  radiologists  and  a lack  of 
understanding  on  the  part  of  clinicians  and 
surgeons  of  an  adequate  perspective  for 
mammography.  I feel  that  a wider  ac- 
ceptance of  mammography  will  come  with 
the  development  of  a proper  perspective 
for  its  real  value. 

To  develop  this  perspective  a statement 
of  the  basic  ground  rules  is  necessary. 
They  are  as  follows. 

1.  Specific  factors  and  materials  should 


be  standardized  and  all  interpretation 
made  by  knowledgeable  radiologists. 

2.  Mammography  must  never  be  used 
instead  of  biopsy  when  dealing  with  a dom- 
inant lesion  of  the  breast. 

3.  Mammography  should  never  change 
the  basic  surgical  approach  in  breast 
disease,  for  example,  a lump  is  a lump  and 
must  be  biopsied  either  by  incision  or 
aspiration. 

4.  Physical  examination  of  the  breast 
should  be  done  in  conjunction  with  mam- 
mography if  full  value  is  to  be  realized. 

5.  Patients  should  be  grouped  according 
to  breast  complaints,  and  mammography 
findings  should  be  used  as  an  aid  to  deter- 
mine treatment  or  disposition. 

A recommended  schedule  for  grouping 
patients  into  categories  is  as  follows. 

Category  A.  Patients  with  mass  or 
dominant  lesion.  Value  of  mammography  is 
complementary.  Surgical  treatment  indi- 
cated. 

Category  B.  Patients  with  symptoms  but 
no  mass.  Value  of  mammography  is  con- 
firmatory. Treatment  should  be  conserva- 
tive. 

Category  C.  Patients  with  no  symp- 
toms or  mass,  “screening.”  Value  of  mam- 
mography is  comprehensive.  No  treatment 
indicated. 

Category  A.  The  patients  with  a 
lump  or  dominant  lesion  in  the  breast  are 
primarily  surgical  problems,  and  there 
should  be  no  delay  in  obtaining  a biopsy. 
In  such  patients  mammography  is  strictly 
complementary,  aiding  in  diagnosis  and 
yielding  by-products  which  enhance  its 
value  to  the  clinician  and  surgeon.  The 
by-products  of  mammography  are  that  it 
(1)  gives  an  extra  dimension  in  the  exam- 
ination of  the  breast;  (2)  discovers  occult 
carcinoma  not  suspected  clinically,  such 
as  smaller  tumors  having  a lower  incidence 
of  secondary  node  involvement,  thus  im- 
proving survival  rates;  (3)  screens  the 
opposite  breast  when  disease  is  unilateral; 
(4)  clears  the  remaining  breast  tissue  after 
aspiration  of  a solitary  cyst;  (5)  aids  di- 
agnostic accuracy,  thus  enabling  proper 
preparation  of  patients  for  surgery  and 
more  exact  scheduling  in  the  operating 
room;  (6)  aids  in  distinguishing  between 
true  and  false  masses  in  the  breast;  and 
(7)  aids  in  periodic  postoperative  examina- 
tions, discovering  tumors  earlier  and 
thereby  improving  chances  for  survival. 
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The  concept  and  term  “dominant  lesion” 
as  applied  to  breast  diseases  should  be 
clarified,  since  we  mean,  in  addition  to 
palpable  tumors  or  masses,  other  conditions 
which  require  biopsy,  such  as  irritation  or 
eczema  of  nipple  (rule  out  Paget’s  disease), 
bleeding  from  nipple,  nipple  discharge 
with  positive  Papanicolaou  smear,  and 
inversion  or  retraction  of  nipple  which 
previously  was  normal. 

Category  B.  The  patients  in  category 
B have  symptoms  referable  to  the  breast 
but  no  discrete  or  dominant  mass.  The 
symptoms  may  be  tenderness,  pain,  nipple 
discharges,  or  vague  complaints  of  any  sort 
which  are  sufficient  to  bring  the  patient 
for  examination.  In  this  category,  the 
clinician  will  find  the  greatest  yield  from 
mammography  because  here  the  modality 
is  confirmatory.  If  the  clinical  impression 
is  benign  and  there  is  no  palpable  mass  and 
no  dominant  lesion,  then  a negative  mam- 
mogram gives  confirmation  and  encourage- 
ment for  a conservative  approach.  There 
are  many  patients  with  areas  of  nodularity 
where  a mass  cannot  be  distinguished,  and 
in  these  cases  the  x-ray  examination  of  the 
breast  will  give  the  clinician  assurance  that 
his  diagnosis  of  a benign  process  is  correct. 
The  by-products  of  mammography  in  this 
category  are  that  it  (1)  gives  confidence  to 
be  conservative;  (2)  saves  repeated  biopsies 
in  patients  with  fibrocystic  disease;  (3) 
aids  in  determining  whether  a true  mass  is 
present;  and  (4)  helps  in  the  evaluation  of 
male  patients  with  gynecomastia. 

Category  C.  In  this  category  are  the 
patients  who  have  no  complaints  referable 
to  the  breast.  However,  an  additional 
modality  for  examination  may  be  advisable 
to  verify  the  absence  of  underlying  tumors 
or  disease  in  the  breasts.  Mammography 
becomes  more  comprehensive  than  in  the 
previous  categories,  since  it  is  being  used 
as  a screening  device.  However,  one 
must  remember  that  palpation  of  the 
breast  must  be  done  in  conjunction  with 


the  x-ray  examination.  The  by-products 
of  mammography  in  this  category  are  that 
it  (1)  aids  in  examination  of  the  large, 
fatty,  or  pendulous  breast;  (2)  aids  in 
evaluation  of  the  breast  during  pregnancy 
when  engorgement  may  preclude  accurate 
evaluation;  and  (3)  aids  in  reassuring  the 
cancerophobic  patient  or  in  the  evaluation 
of  patients  with  family  history  of  breast 
disease  or  cancer. 

Adherence  to  the  previously  mentioned 
basic  ground  rules  should  insure  full  value 
from  this  procedure.  However,  as  with 
many  modalities  in  medicine,  there  are 
abuses  and  pitfalls.  The  chief  pitfall  is 
the  failure  of  the  clinician  to  recommend 
biopsy  when  there  is  a palpable  mass  or  a 
dominant  lesion  in  the  face  of  a benign 
mammogram  report.  Mammography 
should  never  be  a substitute  for  a surgical 
consultation.  Too  often  in  our  experience 
hindsight  has  proved  the  truth  of  this 
basic  maxim,  and  we  feel  strongly  that 
herein  lies  the  greatest  weakness  in  the 
clinical  use  of  mammography.  The  educa- 
tional emphasis  directed  to  the  medical 
profession  of  the  value  of  this  examination 
and  the  public’s  knowledge  of  the  avail- 
ability of  this  additional  aid  in  diagnosis  of 
breast  diseases  has  fortunately  brought  the 
women  with  breast  lumps  or  symptoms  to 
their  physicians  earlier,  and  mammography 
has  been  utilized.  This  is  a positive  and 
commendable  yield  which  will  eventually 
reflect  better  survival  rates  because  of 
earlier  diagnosis  and  treatment.  This 
benefit  should  not  be  lessened  by  our  mis- 
use of  mammography  as  a court  of  last 
resort  in  the  face  of  a dominant  lesion. 

Mammography  definitely  has  its  limita- 
tions, but,  if  applied  intelligently  in  ac- 
cordance with  basic  ground  rules,  it  will  be 
valuable.  It  no  longer  is  an  esoteric  test 
for  a few  but  rather  should  be  available  for 
all.  It  will  be  successful  if  the  specific 
factors  and  material  are  standard  and  all 
interpretations  are  made  by  knowledgeable 
radiologists. 
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Hypothermia  was  first  introduced  to 
clinical  medicine  by  Fay1  and  Smith  who  in 
1939  published  the  results  of  their  studies  on 
the  use  of  this  technic  in  the  treatment  of 
patients  with  cancer.  Their  method  of 
local  and/or  systemic  refrigeration  consisted 
of  applying  crushed  ice  to  the  body  surface 
under  sedation  or  inserting  “cooling  cap- 
sules” into  the  cavity  of  tumors.  Later, 
in  1945,  Fay  used  blankets  through  which 
a cooled  solution  was  circulated  to  lower 
systemic  temperatures  of  patients  with 
head  injuries. 1 

The  physiologic  basis  for  employing 
hypothermia  was  elaborated  in  1950  by 
Bigelow,  Lindsay,  and  Greenwood2  who 
showed  that  oxygen  consumption  of  tissues 
dropped  almost  linearly  as  body  tempera- 
tures were  lowered.  They  demonstrated 
that  dogs  cooled  to  body  temperatures  of 
20  C.  survived  circulatory  arrest  up  to 
fifteen  minutes  without  any  demonstrable 
anoxic  brain  damage. 

Because  of  the  metabolic  requirements  of 


the  central  nervous  system,  it  has  become 
the  most  suitable  target  for  the  study  of 
the  protective  influence  of  hypothermia. 
Connolly,  Boyd,  and  Calvin3  demonstrated 
in  dogs  that  the  absolute  tolerance  of  the 
normothermic  brain  to  circulatory  arrest 
was  eight  minutes.  This  could  be  pro- 
longed to  twenty-five  minutes  at  30  C.  and 
sixty  minutes  at  20  C. 

Rosomoff  and  Holaday  in  1954  * showed 
that  in  addition  to  reducing  cerebral  me- 
tabolism, hypothermia  reduced  intracranial 
pressure  and  cerebral  blood  flow.  Thus, 
the  volume  of  the  brain  was  reduced  by 
4.1  per  cent  at  25  C. 

These  and  similar  studies  permitted 
clinical  exploration  of  hypothermia  as  a 
protective  tool  during  surgery  on  the 
heart  and  brain.  Many  favorable  and  a 
few  critical  reviews  have  appeared  during 
the  past  decade  on  the  use  of  hypothermia 
in  neurosurgery.  Sedzimir  and  Dundee5 
reported  favorable  experiences  with  hypo- 
thermia during  surgery  on  174  patients 
with  cerebral  neoplasms  or  vascular  lesions. 
They  concluded  that  a moderate  range  of 
total  body  cooling  (28  to  30  C.)  was  safe 
and  offered  distinct  advantages. 

McKissock,  Paine,  and  Walsh6  reported 
a series  of  210  cases  of  ruptured  intracranial 
aneurysms  subjected  to  hypothermia  dur- 
ing surgery  in  comparison  with  521  patients 
with  cerebral  aneurysms  surgically  treated 
at  normal  temperatures.  They  concluded 
that  at  ranges  between  30  to  32  C.,  operative 
conditions  within  the  skull  were  more  satis- 
factory; postoperative  mortality  rates  in 
those  patients  operated  on  within  three 
days  of  subarachnoid  hemorrhage  were 
shown  to  have  been  reduced. 

Boba7  reported  110  cases  of  brain  sur- 
gery during  systemic  hypothermia  and  con- 
cluded that  even  seriously  ill  patients  with 
complications  such  as  arterial  hypertension, 
old  or  recent  myocardial  infarction,  dia- 
betes, coma,  obesity,  and  moderate  renal 
failure  could  be  refrigerated  with  safety. 

On  the  other  hand,  reports  from  the 
Cleveland  Clinics  showed  that  in  the  series 
of  80  intracranial  aneurysms,  those  oper- 
ated on  under  systemic  hypothermia  fared 
less  favorably  than  a similar  group  done  at 
normal  body  temperatures  (mortality  32.5 
v.  25  per  cent).8  9 

We  have  employed  systemic  hypothermia 
in  nonvascular  intracranial  neurosurgical 


2120  New  York  State  Journal  of  Medicine  / August  15,  1966 


procedures  for  the  past  five  years  at  Ros- 
well Park  Memorial  Institute.  The  follow- 
ing is  a brief  resume  of  our  experience  with 
this  adjunct  of  anesthesia  and  surgery. 

Clinical  experience 

Twenty-one  patients  have  been  sub- 
jected to  hypothermia  and  intracranial 
surgery.  Included  were  patients  with  ad- 
vanced breast  and  prostate  cancer  and 
malignant  gliomas. 

Cooling  was  begun  following  anesthe- 
tization which  included  atropine  pre- 
medication, induction  with  intravenous 
thiopental  sodium  (Pentothal),  and  intuba- 
tion during  muscle  relaxation  produced  by 
succinylcholine  chloride  (Anectine)  or  cu- 
rare. Afterwards  anesthesia  was  main- 
tained with  a nitrous  oxide-oxygen  mixture 
employing  a semiclosed  circuit.  During 
surgery  respiratory  assistance  was  em- 
ployed when  necessary  because  of  further 
use  of  muscle  relaxants  or  as  a result  of 
mild  respiratory  depression  produced  by 
systemic  hypothermia.  Hypothermia  was 
produced  by  wrapping  the  patient  in  a 
cooling  blanket  (Thermo-Rite).  At  times, 
with  heavy  subjects,  this  cooling  was 
supplemented  by  ice  bags.  Active  refriger- 
ation was  continued  until  rectal  tempera- 
tures reached  90  F.  Temperatures  could  be 
expected  then  to  drift  downward  another 
5 to  7 F.  During  this  period  of  drift  sur- 
gery was  begun.  Rectal  temperatures  and 
electrocardiograms  were  monitored  con- 
tinuously. An  average  of  three  and  a half 
hours  was  required  to  reach  the  tempera- 
ture ranges  of  82  to  85  F. 

Moderate  bradycardia  was  routinely  ob- 
served, the  pulse  rate  dropping  an  average 
of  20  beats  at  a temperature  range  of  85  F. 
A fall  in  blood  pressure  was  observed  in  8 
patients  with  drops  never  exceeding  20 
mm.  Hg.  It  was  apparent  that  the  degree 
and  incidence  of  hypotension  was  not  pre- 
dictable. 

No  active  rewarming  was  used  unless 
the  temperature  drifted  below  83  F.  In 
such  instances  the  blankets  were  circulated 
with  a warmed  solution  by  reversing  the 
temperature  control  of  the  heat  exchanger. 

In  several  instances  hypothermia  during 
the  first  twenty-four  hours  after  surgery 
was  necessary.  Maintaining  hypothermia 
in  a patient  regaining  consciousness  is 


hypothermia  reduces  cerebral  metabolism, 
intracranial  pressure,  and  cerebral  blood  flow. 
Twenty-one  patients  were  subjected  to  sys- 
temic hypothermia  for  nonvascular  intra- 
cranial neurosurgical  procedures,  including 
patients  with  advanced  breast  and  prostate 
cancer  and  malignant  gliomas.  Refrigera- 
tion was  employed  until  the  rectal  tempera- 
ture reached  90  F.  Temperatures  drifted 
down  another  5 to  7 F.,  and  during  this 
period  surgery  was  begun.  Rectal  tempera- 
tures and  electrocardiograms  were  monitored 
continuously;  an  average  three  and  a half 
hours  was  required  to  reach  safe  temperature 
ranges  of  82  to  85  F.  No  major  cardiac 
problems  were  encountered,  in  spite  of  the 
serious  condition  of  most  of  the  patients. 


hindered  by  severe  shivering,  and  in  such 
instances  a combination  of  meperidine 
(Demerol),  an  expectorant  (Phenergan),and 
chlorpromazine  (Thorazine)  (lytic  cocktail) 
was  employed  to  reduce  shivering. 

In  21  patients  no  major  cardiac  problems 
were  encountered.  This  was  in  spite  of  the 
debilitated  state  many  were  in  as  a result 
of  their  underlying  malignant  disease. 
In  one  instance  the  electrocardiogram  post- 
operatively  showed  reversal  of  a pre- 
existing partial  block  by  the  reduction  of 
the  P-R  interval  from  0.24  to  0.16  seconds. 
No  ventricular  fibrillation  was  encountered. 
There  were  no  operative  or  immediate  post- 
operative fatalities  in  this  group. 

Two  patients  expired  within  two  months 
of  surgery.  The  autopsy  findings  in  one 
of  these  patients  are  presented  here  to 
demonstrate  the  severe  state  of  illness  that 
most  of  these  patients  represented. 

Case  report 

A thirty-six-year-old  white  female  underwent 
a hypophysectomy  on  July  12,  1961,  for  diffuse 
bony  metastasis  and  intractable  pain  three  years 
following  mastectomy  for  poorly  differentiated 
carcinoma  of  the  breast.  During  the  procedure 
she  was  cooled  to  85  F.  Twenty-four  hours 
after  surgery,  she  was  alert  and  free  of  pain. 
Because  of  bilateral  pathologic  hip  fractures,  she 
could  not  be  mobilized.  On  the  thirtieth  post- 
operative day,  she  developed  a temperature 
elevation  and  dyspnea.  She  expired  forty-five 
days  after  hypophysectomy.  At  autopsy  she 
had  massive  pulmonary  metastasis  as  well  as 
extensive  involvement  of  the  liver,  adrenals, 
ribs,  and  bones  of  the  spine  and  legs.  Metastatic 
carcinoma  of  the  pituitary  gland  had  been  pre- 
viously reported. 
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TABLE  I.  Results  of  operations  with  use  of  hypothermia 


Age 

(Years) 

Diagnosis 

Operation 

Temperature 

(C.) 

Hemoglobin 
(grams  per 
100  ml.) 

Hema- 

tocrit 

Pulse 

Blood 

Pressure 

Duration 
in  Hours 

54 

Cancer  of  breast 

Hypophysectomy 

30.4 

9.9 

65 

100/70 

5 Vs 

59 

Cancer  of  breast 

Hypophysectomy 

30  0 

10.2 

74 

130/80 

5 

42 

Cancer  of  breast 

Decompressive 

craniectomy 

29.4 

9.6 

35 

90 

110/80 

5'/s 

57 

Craniopharyngioma 

Craniotomy 

29.4 

12.3 

38 

70 

135/95 

5 

44 

Glioblastoma 

Craniotomy 

30.0 

12.2 

64 

100/86 

5 

37 

Cancer  of  breast 

Hypophysectomy 

29.4 

9.7 

60 

120/110 

4 Vs 

62 

Cancer  of  prostate 

Hypophysectomy 

28.3 

12.7 

40 

80 

130/90 

9 

51 

Cancer  of  breast 

Hypophysectomy 

28.5 

14.9 

64 

140/110 

7 

57 

Cancer  of  prostate 

Hypophysectomy 

30.5 

12.6 

54 

100/80 

4>/s 

63 

Aneurysm 

Craniotomy 

30  5 

12.5 

70 

140/90 

5>/s 

62 

Glioblastoma 

Craniotomy 

28.3 

15.3 

70 

100/70 

7 

13 

Craniopharyngioma 

Craniotomy 

32.0 

14.7 

80 

80/50 

6 

12 

Medulloblastoma 

Craniectomy 

30  0 

12.8 

40 

64 

110/80 

6 

66 

Cancer  of  prostate 

H y pophy  sectomy 

28.7 

8.9 

32 

60 

130/80 

4>/s 

64 

Cancer  of  breast 

Hypophysectomy 

28.3 

11.2 

38 

60 

110/80 

6>/s 

63 

Meningioma 

Craniotomy 

28.3 

11.1 

33 

70 

120/80 

7>/s 

57 

Cancer  of  breast 

Hypophysectomy 

30.5 

9.9 

34 

80 

180/110 

5Vs 

72 

Cancer  of  prostate 

Hypophysectomy 

29.4 

10.5 

38 

74 

100/60 

5 

56 

Cancer  of  breast 

Hypophysectomy 

27.7 

13.4 

47 

60 

100/75 

6 Vs 

60 

Cancer  of  breast 

Hypophysectomy 

29.5 

11.0 

40 

74 

110/80 

5 

66 

Cancer  of  breast 

Hypophysectomy 

27.5 

14.0 

80 

110/80 

8 

The  beneficial  effects  of  hypothermia  noted 
during  surgery  consisted  of  a slack  dura  and 
mildly  contracted  brain  permitting  easy  expo- 
sure of  deep  structures.  Scalp,  bone,  and  intra- 
cranial bleeding  was  markedly  reduced.  Ex- 
ploration of  the  middle  fossa  could  be  carried  out 
with  ease  and  without  the  need  of  cerebrospinal 
fluid  drainage  or  intravenous  infusion  of  a hyper- 
tonic solution. 

As  judged  from  the  satisfactory  postoperative 
course,  hypothermia  may  reduce  morbidity 
problems. 


Summary 

In  the  moderate  ranges  employed  in  this 
group  (85  F.),  hypothermia  is  safe  and 
effective  in  reducing  operative  trauma  and 
therefore  eliminating  postsurgical  cerebral 
edema.  Table  I summarizes  the  partic- 
ulars of  this  group  of  patients. 
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Intra-uterine  contraceptive  devices 
were  first  used  in  Germany  in  the  1920’s. 
Since  that  time,  because  of  many  adverse 
reactions,  interest  in  their  development 
lagged  behind  other  methods  of  contracep- 
tion. Recently,  because  of  the  grave  con- 
cern of  the  dangers  of  a world-wide  popula- 
tion explosion,  interest  has  been  renewed 
in  the  further  development  of  these  de- 
vices. 

In  the  1920’s,  Grafenberg1  first  experi- 
mented with  pessaries  known  as  “silk 
stars,”  composed  of  silkworm  gut  and  silver 
wire.  He  later  changed  the  shape  of  his 
silkworm  gut  to  pliable  spiral  rings  of 
coiled  silver  or  gold  wire.  Grafenberg 
used  his  intra-uterine  devices  in  several 
thousand  patients.  However,  he  could  not 
encourage  enough  response  among  other 
physicians,  and  the  method  finally  fell  into 
disrepute  because  of  the  many  complica- 
tions that  occurred  in  patients  utilizing  the 
Grafenberg  ring. 

It  was  not  until  1959  that  renewed 
interest  was  shown  in  these  devices.  At 
this  time  in  both  Israel  and  Japan  intra- 


the ideal  intra-uterine  contraceptive  de- 
vice should  be  easy  to  insert,  be  reasonably 
free  from  uncomfortable  side-effects,  should 
not  cause  endometritis  and  carcinoma,  should 
have  a low  expulsion  rate,  its  presence  should 
be  simple  to  identify,  and  it  should  have  a low 
pregnancy  rate.  A spirally-wound  stainless 
steel  ring  coated  with  silastic  known  as  “ the 
comet ” is  described.  Experience  with  200 
patients  indicates  this  device  has  advantages 
over  other  existing  devices,  with  an  acceptance 
rate  of  85  per  cent.  Furthermore  it  may  be 
sterilized  by  autoclave,  is  inert  in  vivo  and 
causes  little  or  no  tissue  reaction,  does  not 
deteriorate  or  degenerate,  and  offers  pro- 
longed protection. 


uterine  contraceptive  devices  were  used  in 
large  numbers  of  patients.  In  the  past 
five  years,  there  have  been  developed  at 
least  four  new  types  of  intra-uterine 
devices. 

Basically  and  fundamentally,  intra-uterine 
contraceptive  devices  all  work  on  the  same 
principle.  Several  theories  have  been  pro- 
posed about  their  mode  of  action,  although 
the  exact  mechanism  is  not  known.  One 
of  the  most  popular  theories  is  that  tubal 
motility  is  increased  by  the  presence  of 
the  device.  The  ovum  may  then  be 
fertilized  in  the  usual  manner  but  is  pro- 
pelled through  the  tube  so  quickly  that  it 
is  expelled  before  implantation.  Another 
possible  mode  of  action  is  that  the  device 
prevents  implantation  in  the  uterus  by  its 
presence  there.  At  the  present  time,  there 
is  no  evidence  to  suggest  that  the  device 
causes  early  abortion. 

The  four  most  popular  devices  in  use  at 
the  present  time  are:  (1)  the  Margulies 

gynecoil,  (2)  the  Lippes  loop,  (3)  the  Birn- 
berg  bow,  and  (4)  the  Hall-Stone  ring. 

The  first  three  are  made  of  polyethylene 
and  the  fourth  of  stainless  steel.  There  are 
slight  differences  in  the  protection  rates, 
ejection  rates,  and  the  incidences  of  un- 
desirable side-effects,  but  for  practical 
purposes  they  all  can  be  considered  to- 
gether. 

Description 

An  ideal  intra-uterine  device  should  en- 
compass the  following  features:  it  should 

be  relatively  easy  to  insert,  it  should  be 
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TABLE  I.  Acceptability  of  intra-uterine  device 


C 3 


FIGURE  1.  Comet. 


Results 

Number 
of  Cases 

Per  Cent 

Primary  expulsion 

16 

8 

Removed  for  bleeding 

10 

5 

Pregnancy 

4 

2 

Infection 

0 

0 

Husband’s  objection 

0 

0 

Total  acceptance 

170 

85 

Totals 

200 

100 

reasonably  free  from  uncomfortable  side- 
effects  such  as  bleeding  and  cramping, 
it  should  not  cause  endometritis  and 
carcinoma,  it  should  have  a low  expulsion 
rate,  it  should  be  simple  to  identify  its 
presence,  and  last  but  most  important,  it 
should  have  a low  pregnancy  rate.  The 
four  devices  mentioned  all  offer  some  rather 
important  disadvantages.  Those  made  of 
polyethylene  are  difficult  to  sterilize  and 
must  be  soaked  in  solutions  for  periods  of 
twelve  to  eighteen  hours.  Furthermore, 
Ayre2  recently  stated  that  polyethylene 
devices  caused  dysplastic  changes  in  the 
cells  of  the  endometrium.  Only  the  Mar- 
gulies  coil  has  a method  of  easy  patient 
identification,  but  its  sharp,  rigid  tail  has 
caused  vaginal  and  cervical  irritations  and 
in  some  cases  penile  trauma.  The  Lippes 
loop  has  a nylon  thread  protruding  through 
the  cervix  which  may  be  seen  on  inspection 
of  the  cervix  but  which  the  patient  may 
find  difficult  to  palpate.  Both  the  Birn- 
berg  bow  and  the  Hall-Stone  ring  require 
either  an  x-ray  filming  of  the  abdomen  or 
probing  of  the  uterus  to  palpate  the  pres- 
ence of  the  device.  Since  all  protection 
ceases  should  the  intra-uterine  device  be 
expelled,  it  is  obvious  that  an  easy  method 
for  determining  the  presence  of  the  device 
would  be  most  advantageous. 

Improvements 

In  1960,  Dow  Corning  Corporation  first 
started  using  a silicone  polymer  called 
silastic  for  medical  purposes.  Medical 
silastic  has  the  following  excellent  proper- 
ties: it  may  be  autoclaved  without  chang- 
ing its  shape  or  consistency,  it  is  inert  in 
vivo  and  causes  little  or  no  tissue  reaction, 
and  it  does  not  deteriorate  or  degenerate 
in  vivo. 

These  then  are  some  of  the  properties 


which  suggested  to  the  authors  the  possi- 
bility of  utilizing  silastic  in  a new  type  of 
intra-uterine  contraceptive  device.  The 
new  device  consists  basically  of  a spirally- 
wound  stainless  steel  ring  coated  with 
silastic.  Joined  to  the  ring  is  a tail  of 
silastic  on  which  there  are  two  beads  of 
silastic  which  may  be  palpated  by  the 
patient  for  easy  identification.  This  de- 
vice has  been  called  by  the  authors  “the 
comet”*  (Fig.  1). 

As  of  this  date,  the  comet  has  been  used 
in  200  patients  for  a period  covering  three 
and  a half  years.  Although  this  series  is 
small,  our  experience  indicates  the  comet 
has  many  advantages  over  other  devices 
in  use  at  the  present  time.  The  comet 
may  be  easily  sterilized  by  autoclaving. 
The  comet  is  inert  and  causes  no  intra- 
uterine or  intracervical  irritations.  Sixteen 
comets  were  expelled — ten  of  these  within 
the  first  month  after  insertion  for  an  expul- 
sion rate  of  8 per  cent.  Of  the  16  comets  ex- 
pelled, 14  were  reinstated,  and  over  one 
half  of  this  number  have  remained  in  situ  to 
date.  It  was  necessary  to  remove  ten  com- 
ets for  excessive  bleeding,  for  a removal 
percentage  of  5 per  cent.  The  remaining  85 
comets  have  been  in  use  for  periods  up  to 
two  years.  There  have  been  to  date  four 
pregnancies  and  no  cases  of  infection  for  an 
over-all  failure  rate  of  2 per  cent.  The 
total  over-all  patient  acceptability  rate  is 
85  per  cent  (Table  I). 

These  statistics,  although  relatively 
small,  compare  favorably  with  statistics 
for  all  other  intra-uterine  devices,  and  in- 
deed the  over-all  acceptance  of  85  per  cent 
is  superior  to  those  devices  in  use  at 
present. 

* Comets  supplied  by  Skye-Ray  Medical  Supply  Corpo- 
ration, 88-61  76th  Avenue,  Glendale  27,  New  York. 
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FIGURE  2.  Instruments  utilized  for  inserting  and 
removing  comet. 


Method 

The  comet  is  relatively  easy  to  insert  in 
the  physician’s  office.  The  cervix  is 
steadied  with  a tenaculum,  the  direction 
of  the  endometrial  canal  is  determined  with 
a small  sound.  A 11  to  13  Hanks’  dilator 
may  be  utilized  to  dilate  the  cervical  os 
sufficiently  to  accept  the  comet.  This  may 
be  performed  in  the  office  with  little  or  no 
discomfort  to  the  patient.  The  inserter,  a 
stainless  steel  rod  with  a forked  tip,  holding 
the  comet,  is  gently  pushed  into  the  uterine 
cavity.  The  inserter  is  rotated  gently  to 
one  side  or  the  other  and  removed,  and  the 
comet  remains  in  the  uterus  (Fig.  2).  Our 
patients  have  shown  a varying  degree  of 
staining  and/or  cramping  following  inser- 
tion. As  a general  rule,  all  discomfort 
stops  within  the  first  week  after  insertion. 
Occasionally  the  first  or  second  menstrual 
period  following  insertion  may  be  a little 
prolonged.  If  it  becomes  necessary  to  re- 
move the  comet,  the  extractor,  resembling 
an  old-fashioned  button  hook,  is  gently 
inserted  into  the  uterus.  The  extractor  is 
manipulated  until  the  comet  is  felt,  and 
then,  by  gentle  tugging,  the  comet  is  en- 
gaged and  pulled  out.  With  the  new  modi- 
fication of  the  comet,  a nylon  thread  within 
the  silastic  tail,  traction  alone  on  the  tail 
will  suffice  to  pull  it  out  of  the  endometrial 
cavity.  Patients  are  instructed  to  check 
for  the  beaded  tail  which  protrudes  through 
the  cervix.  Expulsion  of  the  comet  may 
then  be  easily  determined,  should  it  occur. 
There  have  been  no  instances  in  which  the 
presence  of  the  beaded  tail  has  caused  any 


difficulty  for  the  husband.  To  date  the 
comet  has  not  been  used  in  a nulliparous 
patient. 

Conclusion 

The  apparent  advantages  of  this  new 
device  are  as  follows:  it  has  the  same  high 
over-all  percentage  of  total  acceptance  as 
does  the  Hall-Stone  ring,  it  is  constructed 
of  an  inert  substance  and  is  therefore  non- 
irritating to  the  body,  it  causes  little  bleed- 
ing and  irritation,  it  is  reasonably  easy  to 
insert  and  remove,  the  percentage  of  ex- 
pulsion is  relatively  low,  it  has  a simple 
method  of  physician  and  patient  identifica- 
tion to  determine  its  presence,  it  may  be 
sterilized  by  autoclaving  and  reautoclaving, 
it  does  not  deteriorate,  and  it  may  be  left 
in  vivo  for  prolonged  periods  of  time. 

Summary 

A new  intra-uterine  contraceptive  device 
called  the  comet  is  herewith  presented. 

The  comet  presents  many  advantages 
as  an  intra-uterine  contraceptive  device: 
It  may  be  easily  sterilized  by  autoclaving, 
it  is  completely  inert  in  vivo,  it  is  easily 
identified  by  patient  and  physician,  it 
may  be  easily  inserted  or  removed  in  the 
physician’s  office,  and  it  offers  complete 
protection  for  indefinite  prolonged  periods 
of  time. 
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F or  many  years,  prior  to  the  develop- 
ment of  the  pure-tone  audiometer,  hearing 
was  evaluated  by  recording  the  distance  at 
which  a watch  tick  or  whispered  voice  was 
recognized  with  each  ear  when  the  other 
ear  was  occluded.  With  the  development 
of  the  pure-tone  audiometer  which  meas- 
ured the  hearing  threshold  level  for  a wide 
range  of  tones  (frequencies),  it  became  ap- 
parent that  the  human  ear  responded  dif- 
ferently to  each  frequency.  To  simplify 
the  interpretation  of  hearing  threshold 
measurement  data,  it  seemed  reasonable  to 
determine  the  hearing  threshold  level  for  a 
group  of  young  adults  with  normal  hearing 
and  use  the  average  or  mode  of  these  meas- 
urements as  the  zero  reference  in  calibrat- 
ing the  pure-tone  audiometer.  Since  dif- 
ferent observers  examining  different  sub- 
jects found  different  values  for  hearing 
threshold  level,  a study  by  the  U.S.  Public 
Health  Service  was  carried  out  in  1935  to 
1936  and  accepted  by  the  American  Stand- 
ards Association  in  1951  as  the  American 
standard  for  calibration  of  audiometers.1 

The  American  Standards’  Specification 


for  Audiometers  for  General  Diagnostic 
Purposes  states:  “The  normal  threshold 
audibility  for  air  conduction  at  a given  fre- 
quency is  the  modal  value  of  the  minimum 
sound  pressures,  at  the  entrance  to  the  ear 
canal,  which  produce  a pitch  sensation  in  a 
large  number  of  normal  ears  of  individuals 
between  eighteen  and  thirty  years  of  age. 
The  threshold  values  accepted  for  the 
purpose  of  this  specification  shall  be  those 
determined  by  the  National  Health  Survey 
of  1935  to  1936.”2  Although  the  values 
above  audiometric  zero  were  described  as 
hearing  loss,  it  was  recognized  that  many 
young  adults  would  respond  to  signals 
below  the  zero  level,  and  standard  air 
conduction  audiometers  were  calibrated  to 
minus  10  decibels. 

Physiologic  measurements 

At  that  time,  many  clinical  laboratory 
measurements  were  defined  in  terms  of 
normal  and  per  cent  of  deviation  from 
normal.  Since  few  clinicians  were  familiar 
with  the  concept  of  sound  pressure  or  the 
decibel  unit  of  measurement,  and  any  in- 
strument which  required  interpretation  of 
10  or  12  different  norms  would  have  been 
rejected  as  being  too  complex  and  imprac- 
tical for  routine  examinations,  this  seemed 
a valid  basis  for  calibration  of  the  audiom- 
eter. In  recent  years  there  has  been  a 
trend  toward  reporting  clinical  laboratory 
measurements  in  physical  units.  In  addi- 
tion, it  is  customary  to  indicate  the  normal 
range  for  the  laboratory,  technic,  and  popu- 
lation for  which  the  norms  are  valid. 
Thus,  hemoglobin  is  no  longer  reported  in 
per  cent  but  in  grams  per  100  ml.  Page 
and  Culver3  give  the  normal  range  for  men 
as  13  to  16  Gm.  per  100  ml.  and  for  women 
as  12  to  14  Gm.  per  100  ml. 

Other  clinical  observations  such  as  car- 
diac output,  pulse  rate,  respiratory  and 
renal  function,  and  practically  all  physio- 
logic measurements  are  measured  by  instru- 
ments calibrated  in  absolute  or  physical 
units.  The  results  are  then  interpreted 
in  relation  to  ranges  that  have  been  estab- 
lished for  comparable  groups  of  normal 
healthy  subjects. 

In  the  intervening  years,  there  have  been 
a number  of  studies  designed  to  measure 
more  accurately  the  threshold  of  hearing 
among  normal  young  adults.4-11  Under 
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the  auspices  of  the  ISO  (International 
Standards  Organization),  authorities  from 
a number  of  countries  came  together  and 
proposed  a change  in  values  of  audiometer 
zero  based  on  many  studies. 

Physical  standards 

There  is  reasonably  good  agreement 
among  the  many  surveys  on  which  the 
ISO  physiologic  standard  is  based,  and  we 
concur  in  the  opinion  that  the  ISO  values 
are  the  best  current  evaluation  of  the 
average  “hearing  acuity  of  numerous  young 
individuals,  screened  to  exclude  those  with 
history  or  visible  evidence  of  otologic  dis- 
ease and  tested  by  approved  methods  under 
perfect  audiometric  conditions.”12  We  do 
not  question  the  validity  of  the  observa- 
tions on  which  the  ISO  values  are  based  or 
the  technic  used  to  establish  the  norms; 
we  do  question  the  use  of  a physiologic 
norm  as  the  standard  for  calibrating  an 
instrument  to  measure  sound  pressure  and 
as  a basis  for  reporting  hearing  threshold 
levels.  The  use  of  the  physiologic  norm 
inevitably  suggests  that  any  deviation  from 
zero  represents  a hearing  loss  and  is  likely 
to  be  interpreted  by  the  subject,  and  not 
infrequently  by  the  audiologist  or  otologist, 
as  hearing  loss  even  though  the  ISO  refer- 
ence zero  levels  are  not  intended  as  a 
standard  for  normal  hearing. 

For  routine  testing  of  hearing  in  the 
otologist’s  or  audiologist’s  office,  the  short- 
comings of  the  physiologic  standard  were 
not  of  great  concern,  since  values  serve  as  a 
basis  for  comparison  of  hearing  threshold 
measurements.  However,  when  noise-in- 
duced occupational  hearing  loss  became  a 
compensable  disease  and  environmental 
noise  was  studied  in  relation  to  hearing 
threshold  level,  the  term  decibel  was  used 
for  the  measurement  both  of  noise  and 
hearing  threshold  level.  For  many  people 
the  concept  of  the  decibel,  which  is  a rela- 
tive measure,  is  a somewhat  difficult  con- 
cept. Add  to  this  the  problem  of  recogniz- 
ing a different  zero  reference  level  for  every 
pure  tone  on  the  audiometer  and  still 
another  reference  zero  for  the  sound  level 
meter,  and  the  confusion  is  compounded 
many  times.  We  believe  that  in  the  long 
run,  a single  physical  standard  reference 
for  the  sound  level  meter  and  the  audiom- 
eter will  provide  a basic  and  understand- 


even though  reference  zero  levels  are  not 
intended  as  a standard  for  normal  hearing, 
the  use  of  a physiologic  norm  as  the  standard 
for  calibrating  an  instrument  to  measure 
sound  pressure  and  a basis  for  reporting 
hearing  threshold  levels  suggests  that  a devi- 
ation from  zero  represents  a hearing  loss  and 
is  likely  to  be  so  interpreted.  A physical 
standard  is  preferred  since  it  can  provide  a 
basic  unchanging  unit  of  measurement,  would 
eliminate  the  confusion  between  noise  and 
hearing  levels,  would  not  imply  a relationship 
between  audiometer  zero  and  normal  hearing 
since  normal  hearing  would  be  expressed 
as  a range  depending  on  age  and  sex,  no 
change  would  be  needed  in  audiometric 
calibration  in  response  to  determination  of 
new  physiologic  norms,  would  facilitate  the 
international  exchange  of  audiometric  in- 
formation, would  supply  a basic  standard 
for  all,  and  would  stand  the  test  of  time. 


able  reference  and  simplify  the  interna- 
tional exchange  of  audiometric  data. 

The  basic  considerations  which  strongly 
support  a physical  standard  are  the  follow- 
ing. 

1.  Only  a physical  reference  can  pro- 
vide a basic  unchanging  unit  of  measure- 
ment. 

2.  Such  a basic  reference  would  elimi- 
nate the  confusion  between  noise  level 
and  hearing  level,  both  of  which  are  ex- 
pressed in  decibel  units. 

3.  There  would  be  no  possible  impli- 
cation of  a relationship  between  audiom- 
eter zero  and  normal  hearing.  Normal 
hearing  would  then  be  expressed  as  a 
range  depending  on  the  age  and  sex  of 
the  individual  or  group  examined. 

4.  There  would  be  no  need  to  change 
the  audiometer  calibration  in  response 
to  determination  of  new  physiologic 
norms. 

5.  The  international  exchange  of  au- 
diometric information  would  be  facili- 
tated, since  all  measurements  would  be 
expressed  in  terms  of  sound  pressure. 

6.  Only  such  a physical  reference  for 
audiometer  calibration  can  provide  a 
basic  standard  which  will  apply  equally 
to  both  sexes  and  all  ages,  nationalities, 
and  races. 

7.  Only  such  a basic  standard  will 
stand  the  test  of  time. 

Rochester,  New  York  14650 
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P art  I of  this  article  appeared  in  the 
August  1,  1966,  issue  of  the  New  York 
State  Journal  of  Medicine.  This  article 
is  a review  of  nine  types  of  scanning  pro- 
cedures. Part  I dealt  with  brain  scanning, 
heart  pool  scanning,  and  lung  scanning. 

Thyroid  scanning 

The  thyroid  gland  is  an  eminently  satis- 
factory organ  for  scanning.  Its  location 
assures  easy  clinical  evaluation  of  anatomic 
abnormalities. 

Rationale 

The  thyroid  gland’s  function  as  an  iodide 
trap-pump,  concentrating  circulating 
iodides  for  conversion  to  thyroxine  and 
triiodothyronine,  has  fortunately  allowed 
utilization  of  easily  available  radioactive 
isotopes  of  iodine.  These  isotopes,  in- 
corporated into  the  gland  in  exactly  the 
same  fashion  as  the  nonradioactive  element 
(I127),  emit  readily  detectable  gamma 
photons. 

* Contributed  section  on  Thyroid  Scanning. 


Radiopharmaceuticals  used 

Cyclotron-produced  I130  was  used  in 
clinical  thyroid  evaluation  as  far  back  as 
1940.  Iodine  131,  an  inexpensive  nuclear 
reactor  by-product  with  a convenient  half- 
life  (eight  days)  and  gamma  photon  energy 
suitable  for  detection,  has  become  the  most 
widely  used  isotope  for  thyroid  scanning. 

Thyroid  scanning  with  I126  has  been 
advocated,  since  gland  exposure  dosage 
will  be  reduced  by  15  per  cent,  largely  be- 
cause there  are  less  energetic  emissions  from 
the  isotope.32  The  latter  property  theoret- 
ically increases  resolution  and  enhances 
scan  detail,  but  practically  this  advantage 
is  questionable.  Unfortunately,  excessive 
absorption  of  less  energetic  I125  photons 
occurs  in  neck  soft  tissue,  rendering  uptake 
studies  difficult  to  perform  and  invalidating 
interpretation  of  substernal  thyroid  mass 
scans.  Although  I125  scans  may  be  per- 
formed in  conjunction  with  I131  uptake 
studies  in  thyroid-stimulating  hormone 
suppression  and  triiodotyrosine  stimulation 
tests  of  thyroid  function,  in  general  the 
isotope  has  not  come  into  widespread  use. 

Technetium  99m  pertechnetate  recently 
has  been  reported  as  a thyroid  scanning 
agent.33  Its  metabolism  appears  to  be 
similar  to  that  of  I131.  Major  advantages 
stem  from  its  low-energy  gamma  photon, 
absence  of  short  range  particle  emission, 
and  short  half-life  (six  hours).  As  a result, 
1 millicurie  or  20  times  the  usual  I131  dose 
may  be  administered  with  a thyroid  ex- 
posure dose  of  only  100  millirads  or  one- 
thousandth  that  of  I131.  Total  body  ex- 
posure is  reduced  by  one-seventh.  Scan- 
ning can  begin  thirty  minutes  after  intra- 
venous injection  of  this  isotope  compound. 
However,  uptake  determinations  are  cum- 
bersome. 

Technetium  99m  pertechnetate  is  yet  to 
be  widely  evaluated  but  appears  useful  in 
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FIGURE  19.  (A)  (B)  Normal  I131  thyroid  gland  photoscans.  Clavicles  and  sternal  notch  sketched  below 
gland. 


thyroid  scanning,  especially  in  younger 
patients. 

Technic 

Thyroid  scanning  with  I131  is  performed 
after  ingestion  or  parenteral  administration 
of  50  microcuries  of  the  isotope.  This 
amount  usually  will  produce  sufficient 
radioactivity  in  the  gland  after  twenty- 
four  hours  so  that  a statistically  significant 
number  of  counts  will  be  recorded  by  the 
scanner  assuring  reliability  that  events 
portrayed  on  the  scan  do  in  fact  represent 
dense  concentrations  or  absence  of  isotope 
and  are  not  due  to  random  decay.  A pre- 
liminary gland  count  four  hours  after  iso- 
tope administration  provides  a sufficient 
check  of  radioactivity.  If  insufficient, 
either  because  of  low  uptake  or  gland  en- 
largement, additional  I131  is  given  to  assure 
production  of  a satisfactory  scan  in  twenty- 
four  hours. 

Scans  are  performed  with  a rectilinear 
scanner  (Picker  Magnascanner).  The  pa- 
tient is  supine,  the  neck  extended  by  means 
of  a pillow  under  the  shoulders.  A high 
resolution  collimator  is  used,  allowing 
discrimination  between  areas  of  isotope  con- 
centration differing  by  as  little  as  15  to  20 
per  cent.  The  entire  procedure  is  com- 
pleted in  less  than  thirty  minutes.  Of 
crucial  importance  in  scan  interpretation  is 
careful  preliminary  gland  palpation.  Local 
abnormalities  can  be  exactly  depicted 
on  the  dot-scan,  to  be  later  superimposed 
on  the  final  photoscan,  so  that  precise 


correspondence  exists  between  identical 
areas  in  the  gland  and  on  the  scan.  Scans 
may  be  repeated  at  various  contrast  set- 
tings or  in  different  positions  where  in- 
dicated. 

When  scanned  in  the  previously  de- 
scribed fashion  with  I131,  an  adult  thyroid 
gland  receives  an  exposure  dose  of  50  to  100 
rads  during  physical  and  biologic  decay  of 
the  isotope,  largely  because  of  short- 
range  energetic  beta  particles.  Total  body 
dosage,  related  to  longer-ranged  gamma 
photons,  is  only  50  millirads  or  one- 
thousandth  of  thyroid  exposure.34  Such 
dosage  levels  appear  to  present  little  if  any 
danger  to  an  adult.  However,  maternal 
ingestion  of  I131  after  the  third  month  of 
pregnancy  will  result  in  fetal  thyroid 
concentration  of  the  isotope  and  gland 
dosage  of  perhaps  5 times  that  of  an  adult. 
Furthermore,  in  infants,  because  of  high 
relative  concentrations  in  smaller  tissue 
mass,  gland  irradiation  may  be  25  times 
that  of  the  adult.36  At  these  levels,  possi- 
ble later  changes  may  occur.36  In  the 
absence  of  definitive  knowledge,  thyroid 
scans  are  rarely  performed  after  early 
pregnancy  or  in  infants  unless  urgent  in- 
dications are  present.  Smaller  isotope 
doses  and  more  sensitive  detectors  should 
then  be  used. 

Normal  scan 

The  normal  I131  thyroid  photoscan  has  a 
butterfly  appearance  and  extends  from  a 
few  centimeters  above  the  sternal  notch 
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FIGURE  20.  (A)  Thyroglossal  tract  containing  functioning  thyroid  tissue.  (B)  Lateral  scan  of  same  patient. 
Tract  extends  toward  tongue  base.  Arrow  at  level  of  thyroid  cartilage. 


to  about  the  upper  edge  of  the  thyroid 
cartilage  (Fig.  19).  Thyroid  lobes  are  not 
necessarily  symmetric.  The  isthmus  is 
variably  shown  depending  on  its  thickness. 
Major  portions  of  the  primitive  thyroglossal 
duct  may  be  depicted  and  are  important 
in  surgical  management  of  hyperthyroidism 
(Fig.  20). 37  A pyramidal  lobe  often  is 
seen  ascending  from  the  isthmus.  Rarely 
an  entire  lobe  may  be  congenitally  absent. 

Without  sufficient  radioactivity,  a sta- 
tistically patchy  scan  is  obtained  (Fig.  21A). 
Use  of  a more  sensitive  collimator  may 
detect  more  radioactivity,  but  resolution 
decreases,  and  morphology  depiction  be- 
comes inaccurate.  Satisfactory  results  can 
only  be  obtained  by  rescanning  with  addi- 
tional I131  (Fig.  21B  and  C) 

Clinical  applications 

Evaluation  of  a localized  nodule  is  the 
commonest  indication  for  thyroid  scanning. 
A nodule’s  functional  ability  to  concentrate 
I131  is  a useful  guide  to  management,  assist- 
ing in  identification  of  normal  thickness, 
i cysts,  degenerative  foci,  adenomas,  in- 
flammatory diseases,  or  cancer,  all  of  which 
can  look  like  a local  thyroid  prominence. 
However,  scanning  should  never  serve  as  a 
substitute  for  clinical  judgement. 

Nodules  may  be  classified  as  “hot”  or 


“cold.”  Hot  nodules  retain  more  radio- 
activity than  adjacent  thyroid  gland. 
Cold  nodules  are  either  nonfunctioning, 
retaining  no  radioactivity  or  only  back- 
ground radioactivity,  or  hypofunctioning, 
retaining  less  radioactivity  than  adjacent 
gland  but  more  than  background.  Hypo- 
functioning cold  nodules  are  sometimes 
called  “warm.”  Cancer,  as  a practical 
possibility,  can  be  excluded  from  the  site  of 
a hot  nodule.38  The  hot  nodule  may  be 
due  to  local  gland  thickness.  This  in- 
creases radioactivity  in  the  given  volume, 
results  in  more  detectable  gamma  photons, 
and  produces  a hot  area  in  the  scan  (Fig. 
22A).  Hot  regions  may  be  related  to  a 
zone  of  normal  function  with  surrounding 
degeneration  or  thyroiditis. 

Autonomous  or  thyroid-stimulating  hor- 
mone-dependent functioning  adenomas  will 
be  depicted  as  hot  nodules.  Although  such 
patients  are  usually  euthyroid,  sufficient 
adenoma  hormone  may  be  secreted  to  lower 
thyroid-stimulating  hormone  levels  and 
suppress  I131  pickup  in  adjacent  gland  tissue 
(Fig.  22B  and  C).  Rescanning  after 
thyroid-stimulating  hormone  administra- 
tion will  depict  increased  or  normal  pickup 
in  previously  suppressed  areas.  Func- 
tional adenoma  hormone  secretion  may  be 
sufficient  to  produce  clinical  hyperthyroid- 
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FIGURE  21.  (A)  Patchy,  uninterpretable  scan  from  insufficient  thyroid  gland  radioactivity.  (B)  Distorted 
thyroid  gland  depiction  with  low  resolution  collimator,  widened  analyzer  window.  Inadequate  compensa- 
tion for  low  counts.  (C)  Same  thyroid  as  in  (B);  true  appearance.  Repeat  scan  after  more  I131,  high-reso- 
lution collimator. 


FIGURE  22.  Hot  nodules.  (A)  From  local  gland  thickness.  More  local  radioactivity  due  to  larger  volume; 
normal  variant.  (B)  (C)  Functioning  adenomas.  Iodine  131  uptake  suppressed  in  normal  gland  tissue; 
patient  is  euthyroid.  (D)  Hyperthyroid  patient.  Functioning  adenoma  presence  not  suspected  before 
scanning.  Artefact  at  nodule  upper  edge. 


ism  (Fig.  22D).  These  individuals  require 
surgery  or  doses  of  I131  considerably  in 
excess  of  that  required  with  Grave’s 


disease.39  It  is  therefore  useful  to  scan 
all  hyperthyroid  patients  whose  glands 
suggest  the  presence  of  nodularity. 
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FIGURE  24.  Cold  hypofunctioning  nodules:  (A)  hemorrhagic  cyst;  and  (B)  follicular  carcinoma  with  meta- 
static node  outlined  laterally. 


Cold  nonfunctioning  nodules  are  readily 
depicted  by  scanning  (Fig.  23).  However, 
detection  of  cold  hypofunctioning  nodules 
requires  careful  correlation  with  palpation. 
Such  cold  nodules  appear  to  concentrate 
normal  amounts  of  radioactivity  only  be- 
cause some  functioning  tissue  lies  above  or 
below  them  (Fig.  24).  If  these  nodules 
were  not  truly  cold,  their  scan  appearance 
would  be  the  pattern  of  hotness  seen  with 
local  areas  of  increased  thyroid  thickness 
(Fig.  22A).  With  careful  mapping  of 
nodule  margins  on  the  scan,  misinterpreta- 
tion of  areas  of  function  will  be  avoided. 
Thus,  the  cold  regions  in  Fig.  22B,  C,  and  D 
are  in  fact  normal  (suppressed)  thyroid, 
while  the  normal  areas  in  Fig.  24  represent 
true  cold  hypofunctioning  nodules. 

Although  most  solitary  cold  nodules 
result  from  cysts,  adenomas,  hemorrhage, 
fibrosis,  or  degenerative  disease,  the  in- 
creased risk  of  thyroid  cancer  in  this  group, 
reported  to  be  between  25  to  58  per  cent,40 


generally  necessitates  surgical  intervention. 
An  alternate  approach  in  the  older  patient 
is  thyroid  feeding  in  an  attempt  to  cause 
nodule  regression  and  therefore  select  out 
noncancerous  prominences.41 

Scanning  is  useful  in  evaluation  of  the 
enlarged  thyroid.  Diffuse  gland  hyper- 
plasia of  Grave’s  disease  is  shown  in  Figure 
25.  Sizable  multinodular  goiters  present 
a typical  patchy  distribution  of  I131  (Fig. 

26) .  In  such  glands  repeated  cycles  of 
hyperplasia,  degeneration,  and  hyperinvolu- 
tion result  in  irregular  isotope  deposition  in 
coexisting  cysts,  fibrosis,  hemorrhage,  and 
functioning  tissue.  Cancer  is  unlikely  in 
the  multinodular  gland.  Large  substernal 
thyroid  extensions  from  such  glands  may 
appear  as  problem  mediastinal  masses  (Fig. 

27) .  These  are  readily  diagnosed  with 
scanning  and  may  be  removed  if  compres- 
sion symptoms  exist. 

Scanning  aids  in  the  identification  of 
distant  or  adjacent  metastases  after  re- 
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FIGURE  25.  Enlarged  gland;  diffuse  toxic  goiter; 
Grave’s  disease. 

moval  of  thyroid  carcinoma  (Fig.  28). 
Because  of  very  low  I131  uptake  in 
metastases,  much  larger  scanning  doses,  1 
to  5 millicuries,  must  be  administered  in 
comparison  with  usual  technics.  Occa- 
sionally, the  use  of  thyroid-stimulating 
hormone  enhances  I131  retention  in 

metastases.  Metastatic  response  to  thera- 
peutic doses  of  I131  can  be  evaluated  by 
serial  scans,  isotope  retention  decreasing  as 
malignant  foci  are  destroyed.42 

The  future  will  bring  advances  allowing 
definition  of  the  smallest  neoplastic  and 
benign  processes.  Instrumentation  in  the 
form  of  scanning  cameras  are  available 
to  allow  dynamic  isotope  depiction  of 
rapidly  occurring  metabolic  events  in  the 
thyroid.  Development  of  suitable,  safe 


isotope  compounds  will  continue.43  How- 
ever, correct  scan  interpretation  will  re- 
main dependent  on  the  physician’s  familiar- 
ity with  clinical  and  laboratory  manifesta- 
tions of  thyroid  disease. 

Liver  scanning 

Until  the  introduction  of  liver  scintilla- 
tion scanning  in  1953  there  was  no  satis- 
factory way,  short  of  biopsy  or  laparotomy, 
of  visualizing  what  different  areas  of  the 
liver  looked  like  and  how  they  func- 
tioned.4445 When  thorotrast  was  intro- 
duced into  this  country  in  1931,  it  was 
indeed  promising.  However,  its  carcino- 
genicity has  precluded  its  use  in  all  but  a 
few  selected  situations.46 

Rationale 

Radioisotopic  agents  are  concentrated 
in  either  the  polygonal  or  reticuloendo- 
thelial cells  of  the  liver.  If  an  area  of  the 
liver  is  not  functioning  or  is  not  being 
perfused  with  blood,  the  isotope  will  not 
be  picked  up,  and  that  area  will  appear  as 
a filling  defect  on  the  scan.  The  excretion 
of  certain  isotopes  may  be  used  to  evaluate 
the  patency  of  the  biliary  tree. 

Radiopharmaceuticals  used 

Since  the  advent  of  fiver  scanning,  nu- 
merous radiopharmaceuticals  have  been 
utilized. 47  At  the  present  time  gold  198  and 
rose  bengal  labeled  with  I131  are  the  most 
popular.  Radiogold  is  administered  intra- 
venously as  a colloid.  It  is  picked  up 
rapidly  by  the  Kupffer  cells  of  the  fiver 


FIGURE  26.  (A)  (B)  Enlarged  glands. 


sr 

Nontoxic  multinodular  goiters.  Typical  irregular  appearance. 
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FIGURE  27.  Enlarged  gland.  Multinodular  goiter, 
huge  substernal  extension.  Initial  problem  was 
mediastinal  mass. 


and  is  retained  in  these  cells  and  not  ex- 
creted. Fortunately,  it  has  a short  half- 
life  of  2.7  days.  Most  of  the  dose  it 
delivers  is  from  its  beta  activity.  Its 
gamma  energy  is  411  kev.  Colloidal 
radiogold  does  not  have  the  toxicity  of  other 
gold  salts.  The  whole  body  dose  is  about 
0.54  millirads  per  microcurie  injected,  and 
the  dose  to  the  liver  from  a scan  is  about  7 
rads. 

Rose  bengal  is  rapidly  cleared  from  the 
blood  by  the  hepatic  polygonal  cells  and  is 
excreted  with  the  bile  into  the  gastrointes- 
tinal tract.  Its  blood  clearance  has  been 
used  as  a test  of  liver  function  in  the  past. 
When  labeled  with  I131,  it  becomes  a useful 
agent  with  which  to  scan  the  liver.  Its 
short  transit  time  in  the  liver  permits  the 
introduction  of  greater  amounts  of  radio- 
activity. However,  the  concentration  in 
the  liver  changes  while  the  scan  is  going  on, 

. sometimes  leading  to  errors  in  the  inter- 
pretation. The  appearance  of  this  radio- 


activity in  the  gallbladder  and  small  bowel 
may  obscure  liver  disease.  The  biliary 
excretion  has  been  applied  to  the  study  of 
the  jaundiced  patient,  as  will  be  discussed. 

Technetium  99m  labeled  to  colloidal 
sulfur  has  recently  been  introduced  on  an 
experimental  basis.48  It  and  colloidal  I131 
human  serum  albumin49  appear  to  show 
promise  for  future  application  in  liver 
scanning.  They  are  both  phagocytized 
by  the  Kupffer  cells  of  the  liver  in  a similar 
manner  to  Au198.  Due  to  shorter  effective 
half-lives  with  these  agents,  the  radiation 
dose  to  the  liver  is  markedly  decreased. 

Technic 

Two  microcuries  per  kilogram  of  body 
weight  of  colloidal  gold  or  2.5  to  5 micro- 
curies per  kilogram  of  body  weight  of  I131 
rose  bengal  are  injected  intravenously. 
When  gold  is  used,  scans  are  performed 
thirty  minutes  to  one  hour  after  the  injec- 
tion is  made  with  the  patient  in  both  the 
supine  position  and  with  the  right  side  up 
facing  the  crystal.  We  use  a scan  speed  of 
40  cm.  per  minute  with  a spectrometer 
window  of  370  to  430  kev. 

We  presently  use  I131  rose  bengal  for 
scanning  only  in  the  differential  diagnosis 
of  intrahepatic  versus  extrahepatic  causes 
of  jaundice.  We  start  the  scan  twenty- 
five  minutes  after  the  injection  so  that  the 
crystal  is  over  the  proximal  small  bowel  in 
one  hour.  The  same  scan  speed  is  used, 
but  with  a window  of  345  to  395  kev. 
Lugol’s  solution  is  given  for  at  least  twenty- 
four  hours  prior  to  the  scan  to  block 
thyroidal  uptake  of  I131.  The  patient 
should  be  in  the  fasting  state  for  this  exam- 


FIGURE  28.  (A)  Destroyed  clavicle,  large  paratracheal  nodes.  Total  thyroidectomy  four  years  previously 
(follicular  carcinoma).  (B)  Photoscan  of  same  patient.  Metastases  in  clavicle,  neck,  paratracheal  nodes, 
retain  isotope.  Lung  metastases,  not  evident  on  chest  film,  also  depicted. 
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FIGURE  29.  Normal  radiogold  liver  scan:  (A)  supine  scan;  and  (B)  right  lateral  scan;  arrow  indicates  posi-  i 
tion  of  kidney. 


ination  if  the  differential  diagnosis  of 
jaundice  is  in  question. 

A 19-hole  focusing  collimator  is  used  for 
both  examinations.  The  costal  margins, 
xyphoid,  umbilicus,  nipples,  and  margins 
of  the  liver,  if  palpable,  are  marked  on  the 
scan  during  its  performance. 

Normal  scan 

In  the  normal  supine  liver  scan  there  is 
an  indentation  along  the  left  upper  border 
(Fig.  29).  This  is  where  the  heart  sits. 
The  maximum  activity  is  seen  in  the  center 
of  the  liver  in  the  right  lobe.  This  fades 
gradually  and  uniformly  toward  the  pe- 
riphery where  activity  is  minimal.  The 
density  in  the  left  lobe  of  the  liver  is  much 
less  than  in  the  right.  A small  notch 
may  sometimes  be  seen  along  the  inferior 
margin  of  the  liver.  The  size  of  the  liver 
is  evaluated.  What  may  seem  like  a large 
liver  by  palpation  may  be  one  that  is  pushed 
down  by  lung  or  pleural  abnormalities. 
Pickup  of  radiogold  in  the  liver  should  be 
relatively  uniform,  allowing  for  differences 
in  hepatic  thickness.  Malposition  of  the 
liver  is  easily  diagnosed.  There  normally 
is  a small  amount  of  activity  in  the  spleen. 
This  is  increased  in  certain  disease  states. 
One  should,  of  course,  look  for  filling  defects. 
Sometimes  these  may  be  seen  only  in  the 
lateral  scan. 

In  the  lateral  scan  the  anterior  border  of 
the  liver  is  convex  and  the  posterior  border 
concave.  The  liver  sits  on  retroperitoneal 
structures  posteriorly.  If  a margin  of  the 
liver  is  palpated,  and  the  examiner  is  sure 


that  it  is  liver,  and  this  area  does  not  fill 
with  radioisotope,  the  palpated  area  must 
be  regarded  as  being  replaced  with  some 
form  of  space-occupying  disease  such  as  a 
tumor,  cyst,  and  so  on. 

Pickup  is  often  less  uniform  on  the  rose 
bengal  scan.  The  presence  or  absence 
of  activity  in  small  bowel  at  one  hour  is  the 
crucial  observation  to  make  when  using  I131 
rose  bengal  to  differentiate  extrahepatic 
obstruction  from  intrahepatic  disease  (Fig. 
30).  Activity  is  not  seen  at  this  time  in 
the  presence  of  extrahepatic  obstruction. 
The  dot-scan  must  be  used  in  conjunction 
with  photoscan  for  this  determination.  If 
activity  is  not  present  in  the  bowel  at  one 
hour,  serial  scans  are  performed  to  deter- 
mine the  degree  of  obstruction.  Occasion- 
ally, activity  may  be  present  in  the  kidney, 
and  unless  a lateral  scan  or  serial  scans  are 
performed,  this  may  be  confused  with  small- 
bowel  activity.5051 

Clinical  applications 

The  potential  applications  of  liver  scan- 
ning are  numerous.  Only  the  major  areas 
of  application  will  be  discussed  here. 

Metastatic  lesions.  The  most  com- 
mon application  of  liver  scanning  is  for 
metastatic  lesions.  The  knowledge  of  the 
presence  of  metastatic  disease  in  the  liver 
will  often  alter  the  type  of  surgery  per- 
formed or  cause  the  physician  to  use  a 
different  mode  of  therapy.  The  prognostic 
significance  of  these  lesions  is  obvious.  The 
scan  is  valuable  in  the  postoperative  or  post- 
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FIGURE  30.  Rose  bengal  scan.  (A)  Normal  scan.  Arrows  outline  radioactivity  in  small  bowel.  (B)  Scan 
at  one  hour  in  patient  who  has  extrahepatic  obstruction.  No  activity  in  small  bowel. 


radiotherapeutic  evaluation  of  patients 
who  have  cancer.  Patients  are  referred 
to  the  hospital  who  have  no  demonstrable 
primary  neoplastic  lesions  but  who  have 
symptoms  or  signs  of  a neoplasm.  Scan- 
ning is  useful  in  the  evaluation  of  the 
jaundiced  patient  where  neoplastic  re- 
placement of  hepatic  tissue  is  suspected. 

The  area  or  areas  of  metastatic  disease 
will  not  pick  up  the  radiogold,  and  they 
appear  as  one  or  many  filling  defects  on  the 
scan  (Fig.  31).  The  addition  of  the  lateral 
scan  (Fig.  32B)  and  in  some  cases  of  a 
posterior  scan  will  improve  diagnostic 
accuracy.  Invasive  tumors  from  adjacent 
organs,  such  as  gallbladder  or  kidney, 
will  produce  an  abnormal  scan.  The  over- 
all accuracy  in  detecting  neoplasms  is  80 
to  85  per  cent.  Lesions  as  small  as  2.5  cm. 
may  be  detected.  However,  larger  lesions 
will  not  be  visualized  if  located  deep  in  the 
center  of  the  liver.  The  false-positive  rate 
is  approximately  15  per  cent.  Most  of  the 
latter  patients  have  diffuse  replacement 
of  liver  such  as  occurs  in  cirrhosis.  The 
accuracy  of  scanning  is  superior  to  liver 
function  tests52  and  approaches  that  of 
laparotomy  in  picking  up  masses  in  the 
liver.53  Cirrhosis  may  produce  large  areas 
of  fibrotic  replacement  which  can  simulate 
the  type  of  defect  seen  with  malignant 
lesions.  Although  cirrhosis  produces  a 


FIGURE  31.  Metastatic  breast  carcinoma.  Note 
massive  replacement  of  left  lobe  as  well  as  areas  of 
decreased  pickup  in  right  lobe. 

different  pattern  on  the  scan,  neoplasms 
not  uncommonly  occur  in  cirrhotic  patients. 

Primary  neoplasms.  Hepatomas,  he- 
mangiomas, and  cysts  produce  filling  defects 
indistinguishable  from  metastatic  lesions.54 
Hepatomas  may  be  unicentric  (Fig.  32)  or 
multicentric.  These  lesions  must  be  dif- 
ferentiated on  the  basis  of  the  clinical  his- 
tory and  laboratory  data.  Whereas  a 
hemangioma  produces  a cold  defect  on  a 
radiogold  or  rose  bengal  scan,  it  appears 
as  a hot  spot  on  a scan  performed  with 
iodinated  human  serum  albumin,  since  the 
latter  circulates  in  the  accentuated  vascular 
channels.  The  appearance  of  a multicystic 
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FIGURE  32.  Hepatoma.  (A)  Supine  scan  vaguely  showing  defects  in  liver.  (B)  Lateral  scan  in  same  pa- 
tient showing  large  filling  defect.  This  demonstrates  value  of  lateral  scan. 


liver  is  often  striking.  The  hepatic  archi- 
tecture is  markedly  distorted.47 

Cirrhosis.  The  pickup  of  radiogold 
by  the  Kupffer  cells  is  not  uniform  in  the 
presence  of  cirrhosis.  This  produces  a salt- 
and-pepper  pattern  on  the  scan.  De- 
creased perfusion  of  the  affected  areas  and 
destruction  of  Kupffer  cells  with  consequent 
decrease  in  their  number  are  believed  to  be 
responsible  for  this.  Extrahepatic  pickup 
of  the  gold  occurs  in  other  areas  of  concen- 
tration of  reticuloendothelial  cells,  namely 
the  spleen  and  bone  marrow  (Fig.  33). 
This  pattern  is  most  commonly  produced 
by  cirrhosis,  but  it  is  not  specific  for  it. 
Any  other  disease  process  diffusely  in- 
filtrating the  liver  and  producing  local  areas 
of  decreased  perfusion  and  destruction, 
whatever  the  etiology,  may  produce  it. 
As  noted  previously,  large  defects  may  be 
seen  in  cirrhotic  patients  which  simulate 
hepatoma  or  secondary  neoplastic  deposits 
in  the  liver. 

Inflammatory  lesions.  Abscesses, 
whatever  their  etiology,  will  appear  as 
filling  defects  on  the  scan.  They  may  be 
single  or  multiple,  large  or  small.  The 
larger  ones  are  easily  demonstrated  (Fig. 
34).  The  smaller  ones  may  only  be  seen  by 
the  pathologist.  The  liver  scan  is  usually 
normal  in  the  presence  of  acute  hepatitis. 
If  damage  becomes  severe,  the  pattern  of 


FIGURE  33.  Cirrhosis.  Note  extrahepatic  pickup 
in  spleen  and  bone  marrow. 


cirrhosis  begins  to  emerge. 

Scanning  has  been  helpful  in  differ- 
entiating intrahepatic  from  subphrenic 
abscesses,  since  the  latter  will  not  produce 
definite  changes  in  the  liver  unless  the  fiver 
is  involved.  A combination  lung  and  fiver 
scan  may  be  useful  in  recognizing  these 
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FIGURE  34.  Amoebic  abscess.  (A)  Large  filling  defect  in  right  lobe  of  liver.  (B)  Repeat  scan  one  month 
after  abscess  was  drained  showing  marked  improvement. 


lesions.  A significant  separation  of  these 
organs  from  one  another  usually  indicates 
the  presence  of  a subphrenic  collection. 

Vascular  lesions.  An  infarct  produces 
a filling  defect  indistinguishable  from  other 
lesions  producing  cold  areas.  Hemangio- 
mas behave  similarly  unless  studied  with 
radioiodinated  serum  albumin  (see  pre- 
viously discussed  Primary  Neoplasms). 

Evaluation  of  abdominal  masses  and 
area  to  biopsy.  The  scan  produces  in- 
formation as  to  whether  or  not  a palpable 
epigastric  mass  represents  functioning  liver 
or  another  structure.  With  the  help  of  a 
scan,  a biopsy  may  be  performed  in  the 
area  of  greatest  disease  rather  than  blindly. 

Jaundice — surgical  versus  non- 
surgical.  The  value  of  the  colloidal 
radiogold  scan  in  differentiating  the  etiology 
of  some  of  the  causes  of  jaundice  has  been 
referred  to  previously.  However,  there  are 
many  patients  in  whom  it  is  not  possible 
by  clinical  or  usual  laboratory  means  to 
differentiate  whether  the  cause  of  jaundice 
is  intrahepatic  or  extrahepatic;  the  latter 
group  often  require  surgery,  and  the  former 
group  generally  do  not  tolerate  it  well. 
The  excretion  of  I131  rose  bengal  into  the 
biliary  tree  has  been  used  as  the  basis  of  two 
isotopic  tests  in  attempts  to  make  this 
differentiation.  Nordyke55  uses  external 
counting  over  liver,  bowel,  and  a peripheral 
artery  following  injection  of  I131  labeled 
rose  bengal.  Eyler  et  al.i0  and  Freeman 
and  Kay51  use  abdominal  scanning  in  this 
determination  as  referred  to  earlier.  In  the 
normal  fasting  patient,  the  isotope  is  seen 
in  the  small  bowel  in  one  hour  (Fig.  30A). 
It  is  not  visualized  in  the  small  bowel  in  the 


presence  of  extrahepatic  obstruction  in 
adults  (Fig.  30B).  Serial  scans  may  be 
obtained  to  determine  the  degree  of  ductal 
obstruction  and,  if  necessary,  to  aid  in 
interpretation.  Both  the  gallbladder  and 
the  bile  ducts  may  be  visualized  but  not  in 
all  cases.  Accuracy  has  been  94  per  cent 
in  the  first  32  patients.51 

Spleen  Scanning 

Demonstration  of  the  morphology  of  the 
spleen  by  simple  radiography  is  frequently 
unsatisfactory.  Splenoportography  and 
retroperitoneal  air  insufflation  are  complex 
procedures  which  do  not  offer  satisfactory 
delineation  of  splenic  tissue  in  most  cases. 

Rationale 

The  ability  of  the  spleen  to  remove  aged 
and  specifically  modified  red  blood  cells 
from  the  circulation  has  led  to  the  develop- 
ment of  several  methods  of  spleen  scinti- 
scanning.66 In  each  method  a small  volume 
of  red  cells  is  labeled  with  a radionuclide 
and  then  altered  immunologically,  ther- 
mally, or  chemically.  The  altered  red  cell- 
radionuclide  complex  is  then  sequestered  in 
the  spleen  and  to  a lesser  extent  in  the  liver. 
This  provides  a satisfactory  morphologic- 
representation  of  functioning  splenic  tissue 
by  scintillation  scanning. 

Radiopharmaceuticals  used 

There  are  four  main  methods  and  agents 
utilized  in  spleen  scanning. 

Immunologic  method.  Johnson  in  1959 
utilized  D-positive  red  cells  sensitized  with 
anti-D  serum.57  Radioactive  sodium  chro- 
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FIGURE  35.  (A)  Anterior  spleen  scan  performed  with  Cr61-heated  red  blood  cells;  reveals  congestive  spleno- 
megaly in  cirrhotic  patient.  (B)  Left  lateral  view  in  same  patient.  (Courtesy  of  Philip  M.  Johnson,  M.D., 
and  the  American  Journal  of  Roentgenology,  Radium  Therapy,  and  Nuclear  Medicine .)64 


mate  was  the  agent  tagged  to  the  altered 
red  cells. 

Thermal  method.  Winkelman  et  al.  in 
I96058  and  Johnson  and  Herion  in  196159 
introduced  a simpler  method  of  altering 
red  blood  cells  by  heat,  also  using  sodium 
chromate  51  as  the  radionuclide.  Both 
methods  involve  preparation  of  the  altered 
red  cells  in  vitro  and  reinjection  into  the 
patient  after  thirty  to  sixty  minutes.  This 
has  superseded  the  immunologic  method 
which  involved  the  risk  of  transmission  of 
serum  hepatitis.  Two  hundred  to  300 
microcuries  of  Cr51  are  administered,  giving 
exposure  doses  of  approximately  0.06  rad 
to  the  whole  body,  6 rads  to  the  spleen, 
and  0.3  rad  to  the  liver.60  The  effective 
half-life  in  the  spleen  is  eight  to  forty  days. 

Chemical  method.  Wagner  et  al.  in 
196461  introduced  the  mercurial  com- 
pound BMHP  (l-bromomercuri-2-hydroxy- 
propane)  as  a method  of  chemically  altering 
red  blood  cells.  This  utilized  Hg203  or  Hg197 
as  the  radionuclide.  The  BMHP  reacts 
with  the  protein  sulfhydryl  groups  of  the 
red  cell,  forming  a complex  which  is  se- 
questered in  the  spleen.62  Seventy-five 
per  cent  of  the  radioactivity  appears  in  the 
kidneys  and  25  per  cent  in  the  liver  in  the 
first  day.  The  half-life  of  the  radionuclide 


in  the  spleen  is  six  hours.  A dose  of  200 
microcuries  of  BMHP-Hg197  will  deliver 
8 rads  to  each  kidney.  BMHP-Hg203 
delivers  150  rads  to  each  kidney,  therefore 
making  BMHP-Hg197  preferable.  No  toxic 
reactions  have  been  reported,  and  the  con- 
centration of  organic  mercury  is  well  within 
recommended  values. 

Direct  radionuclide  injection. 
Sodee  in  196363  described  a method  of 
directly  injected  mercuric  chloride-Hg197 
with  concentration  of  the  radionuclide 
in  the  spleen,  liver,  and  kidneys.  The 
rapid  mobilization  of  Hg197  from  the  spleen 
requires  prompt  scanning.  The  accumula- 
tion in  the  other  organs  is  a major  draw- 
back. Other  agents  under  investigation  for 
spleen  scanning  include  the  sulfur  colloid 
of  technetium  99m  and  colloidal  aggregates 
of  albumin.  With  all  of  these  direct  nuclide 
injections,  the  colloidal  particles  are  directly 
phagocytized  by  the  reticuloendothelial 
elements  in  the  spleen  and  liver. 

Technic 

After  intravenous  administration  of  the 
heated  red  cell-Cr51  complex,  the  scan  may 
be  performed  in  two  to  twenty-four  hours. 
BMHP-Hg197  scans  may  be  performed  in 
one  to  five  hours.  Mercuric  chloride-Hg197 
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scans  must  be  started  in  fifteen  minutes. 
The  posterior  and  left  lateral  positions  offer 
the  best  visualization  (Fig.  35).  If  the 
patient  is  unable  to  assume  these  positions, 
an  anterior  scan  is  performed.  The  time 
required  is  approximately  forty-five  min- 
utes. A 19-hole  collimator  and  a 3-inch 
crystal  may  be  employed.  A scan  speed 
of  24  cm.  per  minute  is  used.  This  may 
be  reduced  if  the  count  rate  is  low. 

Normal  scan 

Only  functioning  splenic  tissue  will  be 
demonstrated  by  scan.  The  normal  spleen 
appears  as  an  oval,  circular,  or  comma- 
shaped  structure.  Superimposition  of  the 
scan  on  a radiograph  made  with  the  patient 
in  the  scanning  position  will  offer  further 
information.  Magnification  of  the  abdo- 
men should  be  minimized  by  special  radio- 
graphic  technics. 

Clinical  applications 

Spleen  size.  Splenic  scanning  is  useful 
in  the  determination  of  spleen  size  and 
amount  of  functioning  tissue.64  The  clin- 
ical question  of  splenomegaly  can  easily  be 
resolved  (Fig.  35).  The  presence  of  ac- 
cessory spleens  can  be  confirmed  prior  to 
splenectomy  for  hypersplenism. 

Left  upper  quadrant  masses.  The 
scintiscan  aids  in  the  differential  diagnosis 
of  left  upper  quadrant  abdominal  masses. 
Intrasplenic  masses  such  as  cysts,  infarcts, 
granulomas,  and  tumors  appear  as  areas 
of  decreased  radioactivity.66  The  safety 
and  simplicity  of  spleen  scanning  offers 
aids  in  diagnosis  of  several  perplexing  clin- 
ical problems. 
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Rectal  Lesion  Associated 
with  Diarrhea 


Case  history 

Francis  Citro,  M.D*:  A seventy- 

one  year  old  female  entered  the  hospital 
with  a one-month  history  of  diarrhea  and 
a two-year  history  of  occasional  bright  red 
rectal  bleeding  after  defecation.  There 
was  no  history  of  constipation  or  weight 
loss.  Past  history  was  negative  except  for 
an  inguinal  herniorrhaphy  done  in  1927. 
Physical  examination  of  the  abdomen 
gave  negative  findings  except  for  a recur- 

* Resident  in  Radiology,  Upstate  Medical  Center. 


rent  right  inguinal  hernia.  On  rectal 
examination  a soft  nontender  mass  lying 
anteriorly  was  described. 

Laboratory  examinations  were  within 
normal  limits  except  for  anemia  with  the 
hematocrit  18. 

Alfred  S.  Berne,  M.D.f:  There  is  a 

very  large  bulky  rectal  filling  defect,  the 
margins  of  which  appear  grossly  irregular. 
There  appears  to  be  some  extension  of  the 
process  proximal  to  the  sigmoid  colon. 

t Professor  of  Radiology,  Upstate  Medical  Center. 


FIGURE  1.  Barium  enema  examination.  (A)  Postevacuation  film  shows  barium  coating  frond-like  projec- 
tions from  bulky  rectal  tumor.  Rectum  does  not  collapse  as  in  normal  postevacuation  film  because  of  large 
mass  within  it.  (B)  Air  contrast  film  shows  irregular  polypoid  and  granular  surface  of  portions  of  tumor 
which  involve  entire  rectum  to  point  above  rectosigmoid  junction. 
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FIGURE  2.  Gross  specimen  of  the  lesion  shows 
irregular  polypoid  and  villous  character  of  circum- 
ferential lesion  extending  proximal  from  dentate 
line  (arrow). 

The  postevacuation  film  shows  that  the 
rectum  does  not  collapse  because  of  the 
large  mass  filling  it  (Fig.  1A).  On  the 
air  study,  the  filling  defect  is  best  de- 
scribed as  extremely  shaggy  (Fig.  IB). 
Many  diverticula  are  present;  however,  I 
see  no  other  lesion  in  the  colon.  A filling 
defect  in  this  location  with  a shaggy  ap- 
pearance like  this  makes  me  think  first  of 
the  possibility  of  a very  extensive  villous 
adenoma.1  I have  tried  to  think  of  some- 
thing to  include  in  the  differential  diagno- 
sis. I suppose  it’s  conceivable  that  a 
foreign  body  associated  with  extensive 
mucosal  inflammation  could  do  something 
like  this,  but  I doubt  it.  I’ll  stay  with  the 
diagnosis  of  villous  adenoma.  The  diar- 
rhea which  occurred  is  entirely  consistent 
with  this  diagnosis.  Severe  electrolyte 
imbalances  have  been  reported  as  occur- 
ring with  this  type  of  lesion.2  Were  the 
electrolytes  normal  in  this  patient? 


Dr.  Citro:  The  electrolytes  were  nor- 

mal. 

E.  Robert  Heitzman,  M.D.:  Do  you 

think  that  a rectal  lymphosarcoma  could 
present  this  appearance? 

Dr.  Berne:  I suppose  it  could.  How- 

ever, to  make  the  diagnosis  of  lymphoma  of 
the  colon  I would  look  for  two  roentgen 
changes.3  One  would  be  a large  excavated 
lesion  that  would  result  in  barium  reten- 
tion in  an  area  larger  than  the  normal 
lumen  of  the  bowel.  The  second  feature 
often  seen  in  lymphoma  is  diffuse  enlarge- 
ment of  mucosal  folds  with  some  evidence 
of  stiffness  of  the  folds.  However,  I would 
not  expect  this  very  fine  barium  retention 
between  fronds  which  we  see  in  this 
case. 

Dr.  Berne’s  diagnosis 

Villous  adenoma  of  the  rectum 

Dr.  Citro:  The  patient  was  examined 

proctoscopically.  A grayish-pink  circum- 
ferential mass  was  found  extending  20 
cm.  upward  from  the  dentate  line.  Mucosa 
was  extremely  soft  and  friable  and  very 
productive  of  mucus  when  touched.  The 
patient  was  subsequently  operated  on  and 
an  abdominal  perineal  resection  was  per- 
formed. 

Bedros  Markarian,  M.D.*:  The  sur- 

gical specimen  consisted  of  55  cm.  of 
distal  large  bowel  and  rectum,  including  5 
cm.  of  perianal  skin  and  subcutaneous 

* Instructor  in  Pathology,  Upstate  Medical  Center. 


FIGURE  3.  Photomicrograph  of  lesion.  (A)  Many  papillary  fronds  have  distinctly  villous  pattern  consisting 
of  connective  tissue  cores  covered  by  rather  inactive  colonic  epithelium.  (B)  Another  area  of  tumor  shows 
focal  epithelial  dysplastic  change  with  loss  of  polarity  and  considerable  cellular  pleomorphism  representa- 
tive of  severe  dyplasia  or  carcinoma  in  situ. 
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tissue.  There  is  a circumferential  papil- 
lary tumor  involving  the  distal  20  cm.  of 
bowel  extending  to  the  dentate  margin 
(Fig.  2). 

Microscopically,  there  are  many  papil- 
lary fronds  with  a distinctly  villous  pat- 
tern. They  consist  of  connective  tissue 
cores  covered  by  rather  inactive  colonic 
epithelium  (Fig.  3A).  In  other  areas,  we 
see  focal  epithelial  dysplastic  changes  with 
loss  of  polarity  and  considerable  cellular 
pleomorphism  (Fig.  3B).  These  dys- 
plastic areas  lie  adjacent  to  quite  benign- 
appearing  mucosa.  These  changes  are 
those  of  a large  villous  adenoma  of  the 


rectosigmoid  with  focal  areas  of  severe 
dysplasia  or  carcinoma  in  situ. 


Final  diagnosis 

Villous  adenoma  of  the  rectum 
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Methemoglobinemia  and 
the  Anesthesiologist 


Cyanosis  without  cardiorespiratory  im- 
pairment  is  the  cardinal  sign  of  methemo- 
globinemia.1 The  anesthesiologist  may  on 
occasion  contribute  to  recognition  and 
therapy,  as  in  the  accompanying  case 
reports. 

Case  reports 

Case  1.  A thirty-one-year-old  female  lab- 
! oratory  technician  with  reactive  depression  was 
brought  to  the  emergency  room  deeply  cyanotic 
and  unconscious.  An  anesthesiologist,  sum- 
i moned  at  once,  noted  that  respiratory  move- 
i ments  were  ample  despite  the  obviously  dark 
hue  of  the  lips,  cheeks,  ears,  conjunctivae,  and 
nail  beds.  The  color  was  unusual,  being  dark 
I greyish-black  rather  than  blue,  and  strongly 
suggestive  of  methemoglobinemia.  Blood  pres- 
sure was  116  mm.  Hg  systolic  and  84  mm.  Hg 
diastolic,  and  pulse  rate  was  86.  Deep  tendon 
reflexes  were  present;  painful  stimulus  (pin- 
prick) elicited  a mild  withdrawal  response.  A 
faint  aromatic  organic  chemical  odor  was 
detectible.  Since  the  episode  had  begun  in  the 
laboratory  shortly  before,  gastric  aspiration  was 
deemed  worth  while.  Insertion  of  a laryngo- 
scope met  with  feeble  resistance;  a cuffed 
endotracheal  tube  was  readily  inserted,  and  the 
cuff  was  inflated.  After  a brief  episode  of 
“bucking,”  the  presence  of  the  endotracheal 
tube  was  well  tolerated,  and  spontaneous  ven- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
1 Presbyterian  Medical  Center,  New  York  City,  March  28, 
I 1966.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


tilation  remained  adequate.  A large-bore  gas- 
tric tube  was  then  introduced  into  the  stomach, 
and  the  gastric  contents  were  aspirated.  A 
pale,  cloudy  liquid  was  obtained,  from  which 
emanated  an  odor  characteristic  of  an  organic 
chemical  laboratory.  Gastric  lavage  with  small 
amounts  of  water  (20  to  30  ml.)  was  continued 
until  the  odor  had  almost  disappeared  from  the 
washings.  Methylene  blue  100  mg.  was  ad- 
ministered intravenously  over  a five-minute 
period.  Physical  recovery  was  uneventful, 
and  she  was  admitted  to  the  psychiatric  service 
for  therapy. 

Case  2.  A thirty-eight-year-old  male  with 
dermatitis  herpetiformis  treated  with  sulfoxone 
(Diasone)  for  three  years  was  admitted  to  the 
hospital  for  excision  of  a nontoxic  thyroid  ade- 
noma. Blood  pressure  was  130  mm.  Hg  systolic 
and  98  mm.  Hg  diastolic,  pulse  rate  was  100, 
and  respiratory  rate  was  20.  The  temperature 
was  37  C.,  hemoglobin  12  Gm.,  and  hematocrit 
35.5.  X-ray  film  of  the  neck  showed  no  devia- 
tion of  the  trachea. 

Premedication  consisted  of  secobarbital  100 
mg.  and  scopolamine  0.4  mg.  An  hour  later, 
anesthesia  was  induced  with  thiopental  sodium. 
The  trachea  was  intubated  following  the  in- 
jection of  succinylcholine  60  mg.,  and  anesthesia 
was  maintained  with  cyclopropane.  At  the 
time  of  skin  incision,  thirty  minutes  after  the 
start  of  anesthesia,  the  blood  was  seen  to  be 
dark.  Various  maneuvers,  including  hyper- 
ventilation, decreasing  the  depth  of  anesthesia, 
replacing  cyclopropane  with  ether,  passing  a 
suction  catheter  down  the  endotracheal  tube, 
and  changing  to  another  anesthesia  machine,  all 
produced  no  change  in  the  color  of  the  blood. 
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Surgical  dissection  continued,  since  the  vital 
signs  remained  unchanged  with  systolic  pres- 
sure 140,  diastolic  80,  pulse  rate  80,  and  res- 
piratory rate  20.  Breath  sounds  were  normal 
throughout  the  chest,  and  cyanosis  of  the  skin 
was  not  apparent.  The  operation  was  com- 
pleted with  a total  anesthetic  duration  of  two 
hours. 

X-ray  examination  of  the  chest  in  the  re- 
covery room  revealed  no  abnormality.  There 
were  no  signs  of  dyspnea  or  distress  and  no 
change  in  vital  signs.  Cyanosis  of  the  nail  beds 
and  lips  was  noted.  Venous  oxygen  saturation 
was  58  per  cent;  arterial  oxygen  saturation 
was  73  per  cent.  Methemoglobin  was  reported 
absent  by  the  visual  technic  but  measured  2.2 
Gm.  per  100  ml.  by  the  method  of  Evelyn  and 
Malloy.2  Sulfoxone  therapy  was  terminated, 
but  methylene  blue  was  not  administered. 
Three  days  later  the  arterial  oxygen  saturation 
was  87  to  91  per  cent,  and  the  methemoglobin 
was  0.4  Gm.  per  100  ml.  The  symptoms  had 
subsided  solely  on  cessation  of  drug  therapy. 

Comment 

Methemoglobin,  a normal  constituent  of 
blood,  is  produced  by  oxidation  of  the 
ferrous  iron  of  hemoglobin  to  the  ferric 
form.  Since  the  ferric  iron  cannot  be 
further  oxidized,  methemoglobin  itself  is 
unable  to  transport  oxygen,  but  reducing 
enzymes  within  the  erythrocytes  normally 
reconvert  methemoglobin  to  hemoglobin. 
Ordinarily,  methemoglobin  constitutes  less 
than  1 per  cent  of  the  total  amount  of 
hemoglobin.3 

Methemoglobinemia  signifies  the  pres- 
ence of  abnormally  large  amounts  of 
methemoglobin.  Primary  methemoglobin- 
emia, present  from  birth,  is  either  con- 
genital, due  to  an  inborn  error  of  metabolism 
with  defective  function  of  the  intracellular 
reducing  enzyme  systems,  or  hereditary, 
the  so-called  M-type  hemoglobinopathies, 
with  abnormal  methemoglobins  resistant 
to  reduction  because  of  a defect  in  the 
globin  itself.4  Treatment  with  methylene 
blue  (see  following)  and/or  ascorbic  acid 
is  effective  in  the  first  of  these  but  not  in 
the  second. 

Secondary  or  acute  methemoglobinemia 
may  be  caused  by  drugs,  especially  nitrites, 
aniline  derivatives,  and  sulfonamides.1-3 
A new  local  anesthetic,  propitocaine  (Ci- 
tanest),  also  has  been  implicated.5  As 
little  as  1.5  Gm.  per  100  ml.  of  methemoglo- 
bin may  be  symptomatic.  The  outstanding 
symptom  is  a greyish  or  slate-blue  cyanosis 
of  the  lips,  mucous  membranes,  and  nail 


beds,  without  apparent  respiratory  or 
circulatory  distress  while  at  rest.  How- 
ever, it  must  be  remembered  that,  since  met- 
hemoglobin is  unavailable  for  oxygen  trans- 
port, these  patients  are  lacking  in  oxygen 
reserve.  Consequently,  while  they  may 
appear  comfortable  when  inactive,  dysp- 
nea on  exertion  may  be  striking. 

As  with  carbon  monoxide  poisoning,  the 
arterial  oxygen  pressure  remains  at  normal 
levels  during  air  breathing  at  sea  level.6 
Since  the  carotid  body  is  sensitive  to 
changes  in  oxygen  pressure  but  not  to 
changes  in  oxygen  content  of  arterial  blood, 
respiratory  distress  may  well  be  absent. 
In  more  severe  instances,  as  larger  amounts 
of  hemoglobin  are  converted  to  methemo- 
globin, oxygen  transport  is  correspondingly 
impaired.  In  addition,  the  dissociation 
curve  of  the  remaining  hemoglobin  shifts 
to  the  left,  rendering  it  less  efficient  as  an 
oxygen  carrier.6  In  Case  2,  2.2  Gm.  of  the 
12  Gm.  per  100  ml.  of  hemoglobin  were 
present  as  methemoglobin,  which  could 
account  for  the  low  arterial  oxygen  satura- 
tion noted  in  the  recovery  room.  An 
alternative  explanation,  however,  may  be 
derived  from  a recent  report  of  postopera- 
tive hypoxemia  observed  on  arrival  in  the 
recovery  room:  22  of  23  healthy  patients 
showed  diminished  arterial  oxygenation 
(average  oxygen  pressure  71  mm.  Hg)  while 
breathing  room  air  during  the  first  hour 
after  surgery.7  The  suggestion  has  been 
made  that,  in  the  recovery  room  during 
emergence  from  general  anesthesia,  all 
patients  should  receive  oxygen  therapy  by 
nasal  catheter.7 

The  diagnosis  of  methemoglobinemia 
may  be  established  by  shaking  a sample  of 
venous  blood  in  a syringe  vigorously  with 
air  for  fifteen  minutes.3  If  cyanosis  is  due 
to  reduction  in  oxygen  saturation,  the  nor- 
mally dark  venous  blood  will  become  red  on 
exposure  to  air,  as  hemoglobin  is  oxidized 
almost  completely  to  oxyhemoglobin.  If 
cyanosis  is  due  to  the  presence  of  methemo- 
globinemia, the  blood  will  appear  brown. 
Alternatively,  a drop  of  blood  may  be 
placed  on  a piece  of  blotting  paper  along 
with  a control  sample  obtained  from  the 
anesthesiologist  or  some  other  volunteer; 
again  methemoglobin  will  result  in  brown 
discoloration.1  A more  precise  diagnosis 
may  be  established  by  examining  a 1:100 
aqueous  dilution  of  blood  with  a hand  spec- 
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troscope:  methemoglobin  has  a characteris- 
tic absorption  band  at  630  microns  which 
disappears  immediately  on  addition  of  a 
few  drops  of  5 per  cent  potassium  cyanide 
solution.3 

Treatment  consists  of  removing  the 
cause,  following  which  reducing  enzymes 
normally  present  in  the  red  blood  cells 
will  rapidly  convert  methemoglobin  to 
hemoglobin.  If  symptoms  of  hypoxia  are 
present,  methylene  blue  1 per  cent  aqueous 
solution  may  be  administered  intravenously 
in  a dose  of  1 to  2 mg.  per  kilogram  given 
slowly  over  a period  of  several  minutes. 
This  too  will  rapidly  convert  methemo- 
globin to  hemoglobin.  If  methemoglobin- 
emia recurs  because  of  persistent  action 
of  the  causative  agent,  for  example,  nitro- 

Number  one  hundred  sixty 


Prediabetes  and  latent  diabetes 

The  high  probability  of  a parent  having  a 
diabetic  offspring  follows  an  inherited  trait. 
According  to  the  present  concepts  of  the  disease, 
the  basic  metabolic  fault  is  present  from  birth, 
i remaining  compensated  until  the  onset  from 
clinical  diabetes.  Donough  O’Brien,  M.D., 
writing  in  a recent  issue  of  Clinical  Pediatrics, 
points  out,  however,  that  this  period  of  com- 
pensation cannot  be  regarded  as  being  purely 
benign;  it  has  been  observed  that  mothers  who 
subsequently  develop  clinical  diabetes  may 
bear  typically  large,  obese  infants  some  time 
before  the  disease  becomes  apparent  in  them- 
selves. It  is  also  possible  that  the  bases  of 
cardiovascular  complications  are  established 
before  the  final  decompensation  of  carbohydrate 
metabolism,  a stage  which  develops  rather 
rapidly  in  children. 

Latent  or  chemical  diabetes  is  seldom  looked 
for,  but  it  may  occur  transiently  in  response  to 
steroid  administration  or  during  infections. 
Considering  the  familial  aspects  of  the  disorder, 
however,  the  pediatrician  should  investigate  the 
possibility  of  its  presence  and,  if  necessary, 
treat  it  in  brothers  and  sisters  of  a diabetic 


benzene,  the  injection  of  methylene  blue 
may  be  repeated  at  hourly  intervals.3 
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child.  Chemical  diabetes  is  the  stage  at  which 
there  are  no  signs  or  symptoms  of  diabetes,  but 
at  which  an  ordinary  true  glucose  tolerance 
curve  falls  above  110  mg.  per  100  ml.  fasting,  160 
mg.  per  100  ml.  at  one  hour,  140  mg.  per  100 
ml.  at  an  hour  and  a half,  and  120  mg.  per  100 
ml.  at  two  hours  after  an  oral  fasting  dose 
of  70  mg.  per  square  meter  of  glucose  in  a 20 
per  cent  flavored  aqueous  solution.  These  are 
based  on  fingerprick  samples  and  a serum  true 
glucose  estimation.  A test  capable  of  detecting 
latent  or  chemical  diabetes  at  an  earlier  stage 
is  the  cortisone  glucose  tolerance  test.  By  this 
method  the  regular  glucose  tolerance  test  is 
carried  out  following  oral  administration  of  6 
mg.  per  square  meter  of  prednisone  eight  and 
one  half  and  two  hours  before  the  glucose  load. 

The  criteria  of  a positive  result  are  the  same 
as  those  for  the  conventional  glucose  tolerance 
test.  While  the  various  tests  are  effective  in 
statistical  surveys  of  relatively  large  groups, 
their  discrimination  sensitivity  in  the  individual 
case  is  much  poorer.  At  present  there  is  no 
satisfactory  test  for  this  stage  of  diabetes, 
although  there  is  some  evidence  that  measure- 
ment of  the  destruction  rate  of  circulating 
insulin  may  fill  this  gap  even  though  the  dis- 
crimination in  the  individual  case  will  leave 
something  to  be  desired. 
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F or  the  first  forty-two  years  following 
Whipple’s  original  description  of  intestinal 
lipodystrophy,  only  14  cases  were  recorded 
in  the  literature.  In  the  following  decade, 
35  more  cases  were  reported  from  America 
alone.  At  this  time,  there  have  been  over 
100  case  reports  of  Whipple’s  disease.1 

With  the  advent  of  histochemical 
technics  and  the  electron  microscope,  the 
spectrum  of  the  disease  has  become  better 
defined.  With  the  realization  that  this  was 
indeed  a generalized  disease,  rectal  biopsy, 
lymph  node  biopsy,  and  peroral  jejunal 
biopsy  have  permitted  earlier  diagnosis.2 
The  electron  microscopic  studies  combined 
with  the  peroral  jejunal  biopsies  have  once 
again  shed  light  on  a possible  etiologically 
related  bacterial  agent.3-6  This  agent  has 
to  date  eluded  culture  and  identification. 
The  rather  dramatic  response  to  antibiotics, 
particularly  tetracycline,  is  often  given  as 
evidence  for  the  bacterial  cause  of  Whipple’s 
disease.1  However,  on  the  other  side  of 
the  argument,  the  tetracyclines  have  been 
shown  to  be  of  value  in  tropical  sprue7  and 
diabetic  diarrhea.8  One  could  therefore 
legitimately  ask  the  question  whether  the 
tetracyclines  were  active  against  an  infect- 
ing agent  or  a process  going  on  in  the  sub- 
cellular  biochemistry  of  the  reticuloendo- 
thelial system  of  the  patient  with  Whipple’s 
disease.  If  these  are  bacteria  in  the  mucosa 


and  the  PAS  (periodic  acid-Schiff) -positive 
cells,  are  they  there  as  a primary  in- 
fecting agent  or  are  they  a secondary  in- 
vader to  an  already  damaged  host  defense 
mechanism?  It  is  interesting  that  this 
organism  does  not  elicit  an  inflammatory 
response. 

The  patient  presented  herein  illustrates 
that  corticosteroids  alone  are  relatively  in- 
effective. The  findings  of  Salmonella 
derby  appendicitis  at  autopsy  is  of  interest 
but  most  likely  unrelated  to  any  bacterio- 
logic  etiologic  agent.  The  hypokalemic 
nephropathy  was  a predictable  complica- 
tion. 

Case  report 

A forty-seven-year-old,  white,  married 
male  truck  driver  was  admitted  to  Cornwall 
Hospital,  Cornwall,  New  York  on  April  6, 
1964,  and  expired  on  April  30,  1964. 

This  patient  was  well  until  the  second 
decade  of  his  life  when  he  had  onset  of  inter- 
mittent diarrhea.  Occasionally  during 
these  spells  of  diarrhea,  he  noted  fever  of  a 
low-grade  nature.  Over  the  years  also  he 
had  intermittent  attacks  of  rheumatism. 
The  joints  became  red,  swollen,  and  tender 
but  never  proceeded  to  the  point  of  deform- 
ity. About  ten  to  fifteen  years  ago  the 
diarrhea  became  chronic,  although  it  varied 
in  intensity.  He  had  no  abdominal  cramps 
or  other  gastrointestinal  complaints.  He 
was  in  this  state  of  health  until  August, 
1963.  At  this  time,  coincident  with  some 
psychologic  trauma  at  work  and  at  home, 
he  began  to  notice  an  increased  number  of 
loose,  watery  bowel  movements.  He  lost 
25  pounds  in  a three-month  period  prior  to 
his  admission  to  another  hospital.  During 
his  one-week  stay,  he  was  afebrile  and  re- 
ceived symptomatic  treatment  for  his 
diarrhea  with  a fairly  good  response.  He 
had  a mild  leukocytosis  at  the  time,  but 
examination  of  the  stool  revealed  no  ova  or 
parasites.  Coliform  bacteria  and  Pseu- 
domonas grew  out  on  stool  culture,  and  the 
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stool  guaiac  examination  was  positive. 
The  remainder  of  the  laboratory  tests  can 
be  found  in  Table  I. 

He  was  readmitted  to  this  same  hospital 
two  months  later  on  November  16,  1963, 
because  of  increasing  dehydration.  His 
bowel  movements  remained  loose,  although 
they  were  down  to  four  per  day.  There 
were  no  abdominal  cramps  or  other  gastro- 
intestinal symptoms.  He  was  afebrile  dur- 
ing this  hospital  stay.  The  laboratory 
work-up  was  significant  in  that  he  had  de- 
veloped an  anemia  of  8.6  Gm.  of  hemo- 
globin. Stool  culture  revealed  Klebsiella 
and  Aerobacter  and  was  positive  for  occult 
blood.  Barium  enema  was  reported  as 
showing  fine  serrations  of  the  colon  and  a 
boggy  mucosa.  Upper  gastrointestinal 
series  revealed  irritability  of  the  duodenal 
bulb,  mild  gastritis,  and  irritability  of  the 
second  portion  of  the  duodenal  loop.  Chest 
x-ray  film  showed  normal  results.  He  was 
treated  with  a blood  transfusion  and  con- 
I stipating  agents.  There  was  improvement 
of  his  general  state  of  well-being,  but  he  was 
still  having  four  loose  bowel  movements  per 
day. 

Progressive  weight  loss  developed,  and 
the  diarrhea  increased  in  intensity  prior  to 
a third  admission  to  the  hospital  in  Janu- 
ary, 1964.  He  had  marked  weight  loss,  de- 
hydration, and  cachexia  at  this  time. 
Proctoscopy  was  unrevealing  except  for 
mucosal  injection.  He  had  a problem  with 
electrolyte  imbalance  and  shock  during  this 
hospital  stay.  On  admission  his  elec- 
trolytes were  as  follows:  Blood  urea  nitro- 

gen 61  mg.  per  100  ml.,  potassium  5 
mEq.  per  liter,  and  carbon  dioxide  11 
mEq.  per  liter.  There  was  2 plus  albumi- 
nuria. With  the  use  of  intravenous  fluids, 
the  situation  deteriorated.  The  serum 
potassium  dropped  to  1.8  mEq.  per  liter, 
and  the  serum  sodium  was  less  than  115 
mEq.  per  liter.  His  blood  pressure 
dropped  to  shock  levels,  and  he  was  treated 
with  intravenous  potassium  and  adreno- 
cortical steroids.  There  was  a gradual 
steady  improvement  on  this  regimen.  On 
the  basis  that  this  was  a nontropical  sprue, 
he  was  unsuccessfully  tried  on  a glutein- 
free  diet.  His  barium  enema  again  showed 
fine  serrations  on  the  medial  aspect  of  the 
descending  colon.  The  gastrointestinal 
series  revealed  widening  of  the  markings  of 
the  jejunum  and  slight  flocculations  of  the 


barium  in  the  ileal  loop.  After  twenty-two 
days  he  was  discharged,  somewhat  im- 
proved. 

After  discharge  from  the  hospital  how- 
ever, the  diarrhea,  weight  loss,  and  deterio- 
ration continued.  His  weight  loss  since 
the  onset  of  his  illness  reached  over  80 
pounds.  There  was  no  episode  of  arthritis 
during  the  last  year  of  the  patient’s  life. 
He  was  never  febrile.  Past  medical  history 
and  review  of  systems  were  completely  un- 
revealing. His  family  history  was  non- 
contributory. During  his  last  hospitaliza- 
tion, he  was  treated  with  intravenous 
steroids  and  electrolytes  including  potas- 
sium. Hypotension  was  noted  during  most 
of  his  hospitalization. 

Physical  examination  two  days  prior  to 
death  revealed  a thin,  cachectic  male  with 
a faint  pigmented  appearance.  He  was 
alert  although  obviously  moribund.  Only 
a systolic  blood  pressure  could  be  obtained 
at  80.  His  eyes  were  sunken  but  otherwise 
normal.  The  thyroid  was  not  palpable. 
There  was  no  adenopathy.  The  examina- 
tion of  the  heart  and  lungs  gave  normal 
results.  His  abdomen  was  scaphoid  and 
soft.  No  tenderness  was  elicited.  There 
were  no  palpable  organs  or  masses.  His 
bowel  sounds  were  hyperactive.  There 
was  clubbing  of  the  fingers  but  no  arthritic 
changes.  The  rectum  was  dilated  and 
empty.  He  was  afebrile  during  his  entire 
clinical  course.  His  blood  urea  nitrogen 
rose  from  63  to  over  100  mg.  per  100  ml. 
The  serum  potassium  fell  from  4.6  to  2.2 
mEq.  per  liter.  He  had  a mild  anemia  of 
11  Gm.  per  100  ml.  and  a marked  leuko- 
cytosis with  a shift  to  the  left.  In  spite  of 
intravenous  potassium,  corticosteroids,  and 
pressor  agents,  he  quietly  expired.  After 
death  a positive  stool  culture  for  Salmonella 
derby  was  reported.  The  diagnosis  of 
Whipple’s  disease  was  suggested  two  days 
prior  to  death  on  the  basis  of  the  history 
and  clinical  course.  The  autopsy  con- 
firmed the  clinical  impression. 

Autopsy  findings.  External  examina- 
tion showed  a well-developed  extremely 
emaciated  white  adult  male.  There  were 
numerous  petechial  hemorrhages  of  the 
skin,  especially  prominent  over  the  anterior 
abdominal  wall.  The  superficial  lymph 
nodes  were  not  palpable. 

Internal  examination  showed  no  abnor- 
malities of  the  neck  or  thoracic  organs  ex- 
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FIGURE  1.  Mucosa  in  jenunum  and  proximal 
ileum. 


Icept  that  the  lungs  were  edematous;  no 
enlarged  lymph  nodes  were  found.  In  the 
abdomen,  however,  the  appendix  was  found 
to  have  perforated,  and  there  was  a fibrino- 
purulent  exudate  covering  it  and  the  adja- 
cent loops  of  intestine.  The  esophagus  and 
stomach  showed  no  lesions.  The  first  por- 
tion of  the  duodenum  had  a normal-appear- 
ing mucosa.  The  remainder  of  the  duo- 
denum, however,  the  jejunum,  and  the 
ileum  down  to  a point  36  inches  proximal 
to  the  ileocecal  valve  showed  a mucosa  that 
was  flecked  with  tiny  whitish-yellow  areas. 
This  appearance  was  most  marked  in  the 
jejunum  and  proximal  ileum  (Fig.  1). 
There  was  no  thickening  of  the  wall  of  the 
intestine.  The  terminal  ileum  and  the 
entire  large  intestine  showed  no  lesions. 
The  mesentery  of  the  small  intestine  con- 
tained numerous  enlarged  lymph  nodes, 
the  largest  measuring  almost  1 inch  in 
maximal  dimension.  The  cut  surfaces  of 
these  lymph  nodes  were  smooth  and  pale 
yellow  (Fig.  2).  The  other  abdominal 
organs  were  normal  except  the  kidneys 
which  were  enlarged  (170  Gm.  each)  and 

I pale.  The  capsules  stripped  easily  to  leave 
smooth  outer  surfaces.  The  cut  surfaces 
showed  somewhat  indistinct  markings. 
The  remaining  genitourinary  system  was 
normal.  The  brain  was  not  examined. 

Microscopic  examination  showed  small 
foci  of  hemorrhage  in  the  dermis  of  the  skin. 
Edema  and  areas  of  bronchopneumonia 
were  present  in  the  lungs.  The  cells  of  the 
cortices  of  the  adrenals  showed  depletion  of 
lipid.  In  the  kidneys  the  epithelium  of  the 
proximal  convoluted  tubules  showed  coarse 
and  uneven  hydropic  vacuolation  (Fig.  3). 


FIGURE  2.  Cut  surfaces  of  enlarged  lymph  nodes. 


FIGURE  3.  In  kidneys,  epithelium  of  proximal 
convoluted  tubules  shows  coarse  and  uneven 
hydropic  vacuolation. 


The  vertebral  bone  marrow  revealed  hypo- 
plasia of  all  elements.  In  the  mucosa  of  the 
small  intestine,  scattered  in  the  stroma 
among  the  glands,  were  many  cells  having 
abundant  granular  cytoplasm  and  centrally 
placed  vesicular  nuclei  (Fig.  4).  The 
granules  of  the  cytoplasm  were  PAS  stain 
positive.  Bacteria  stains  failed  to  reveal 
any  bacteria  in  these  cells,  although  scat- 
tered among  them  here  and  there  an  occa- 
sional gram-positive  coccus  or  bacillus  was 
seen.  Similar  cells  were  found  in  the  mu- 
cosa of  the  stomach  and  large  intestine  but 
in  much  smaller  quantities  than  in  the  small 
intestine.  The  mesenteric  lymph  nodes 
showed  similar  cells,  singly  and  in  groups, 
scattered  through  them.  In  addition,  sev- 
eral large  vacuoles  containing  lipid  were 
present,  and  multinucleated  giant  cells  were 
scattered  here  and  there. 

Cultures  from  the  perforated  appendix 
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FIGURE  4.  In  mucosa  of  small  intestine,  scattered  i 
plasm  and  (B)centrally  placed  vesicular  nuclei. 

yielded  coliform  bacteria,  alpha  hemolytic 
streptococcus,  and  Salmonella  derby  1,  4, 

5,  12:  fg.  according  to  the  Kauffmann  clas- 
sification. 

Comment 

Clinical.  The  case  reported  here  illus- 
trates many  typical  features  of  Whipple’s 
disease.  The  disease  classically  affects  the 
white  male  in  the  third  to  sixth  decade.9 
The  clinical  course  has  been  divided  into 
two  general  phases  by  Farnan.  The  phase 
of  intermittent  symptoms  may  last  many 
years,  and  although  one  cannot  accurately 
document  the  onset,  our  case  seems  to  have 
begun  sometime  between  fifteen  to  twenty 
years  ago.  Although  the  cases  analyzed  by 
Farnan  dated  back  four  years,  many  other 
case  reports  depicted  a prodromal  period 
of  the  magnitude  herein  recorded. 1011 
During  this  period,  one  finds  symptoms  of 
migratory  nondeforming  polyarthritis. 12 
There  are  usually  periods  of  fever,  inter- 
mittent diarrhea  and  constipation,  weight 
loss,  abdominal  distention,  and  asthenia. 
The  final  period  of  decline  usually  lasts 
from  six  to  fifteen  months.  The  prominent 
symptoms  are  progressive  emaciation,  as- 
thenia, and  severe  weight  loss  in  the  pres- 
ence of  an  alert  mental  status  and  good 
appetite.1-13  Our  patient  lost  over  80 
pounds  during  this  phase.  It  is  during  this 
phase  that  diarrhea  and  malabsorption  are 
frequently  although  not  invariably  severe.10 
As  in  the  present  case,  the  hypotension, 
pigmentation,  and  emaciation  may  be  so 
severe  as  to  mimic  adrenal  insufficiency. 
The  adrenal  function  tests  reveal  normal 


stroma  among  glands  (A)  abundant  granular  cyto- 


results  when  they  are  done. 11  Two  fre- 
quently reported  findings,  not  seen  in  this 
case,  are  intermittently  colicky  abdominal 
pain  and  lymphadenopathy. 

There  is  a variable  degree  of  malabsorp- 
tion as  measured  by  vitamin  A tolerance 
tests,  fecal  fat  determination,  glucose 
tolerance  tests,  I13'-labeled  triolein  absorp- 
tion test,  and  the  others. 1 Leukocytosis  is 
uncommon  with  white  blood  cell  counts 
ranging  from  5,000  to  12,000. 3 A hypo- 
chromic microcytic  anemia  or  normocytic 
anemia  is  frequently  reported  with  a normal 
to  increased  cellular  marrow.  The  gastro- 
intestinal series  may  eventually  show  the 
nonspecific  signs  of  flocculation.  The 
barium  enema  is  usually  reported  as  normal. 
The  spiculations  and  patent  mucous  glands 
reported  herein  are  difficult  to  evaluate. 
The  gross  examination  of  the  bowel  re- 
vealed no  abnormalities. 

The  most  important  diagnostic  proce- 
dures have  come  with  the  realization  that 
the  disease  is  generalized  and  with  the 
availability  of  tissue  by  rectal  biopsy, 
lymph  node  biopsy,  and  peroral  jejunal 
biopsy.11  The  finding  of  the  PAS-staining, 
sickle  particle-containing  macrophages  has 
been  diagnostic.  The  severe  hypopotas- 
semia  seen  in  this  case  is  distinctly  unusual 
but  led  to  hypokalemic  nephropathy. 
Steroid  therapy,  diarrhea,  and  failure  to 
replace  the  losses  probably  led  to  this 
complication. 

Pathology 

The  unique  pathologic  finding  in  Whip- 
ple’s disease  is  the  foamy  macrophages. 
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Because  of  the  somewhat  erroneous  assump- 
tion that  these  foamy  cells  were  lipid- 
containing,  the  synonym  intestinal  lipo- 
dystrophy was  adapted.  Whipple  did  note 
in  his  original  case  that  by  using  the 
Levaditi  stain,  a stain  used  for  demonstra- 
tion of  spirochetal  organism,  there  were 
small  intra-  and  extracellular  silver-stain- 
ing particles. 15  He  suggested  that  this 
might  be  an  agent  active  in  the  production 
of  the  disease.  With  the  advances  in 
histochemistry,  it  was  determined  that 
these  cells  contained  PAS-positive  mate- 
rial.14 This  reaction  implies  the  presence 
of  a protein-carbohydrate  complex.  Much, 
although  not  all,  of  this  material  was 
agglutinated  intra-  and  extracellularly  as 
sickle  form  particles.14  By  the  use  of  the 
electron  microscope,  these  sickle  form  par- 
ticles were  seen  to  be  1 by  0.15  to  0.20 
micron  and  to  resemble  the  ultrastructure 
of  bacilli  with  an  encapsulating  sheath  270 
angstroms  thick.6’61617  Vesicles  within 
the  foamy  macrophages  were  found  to  be 
similar  to  the  bacilliform  structures  and  to 
contain  ring  structures  which  have  been 
postulated  as  being  the  degraded  bacterial 
capsule.417  Gram  staining  suggested  that 
these  organisms  were  gram-positive.  There 
is  1 untreated  case  by  Adams,  Wolfsohn, 
and  Spiro18  in  which  bacillary  bodies  could 
not  be  identified. 

The  sickle  particle-containing  cells  have 
been  found  in  all  locations  common  to  the 
reticuloendothelial  cells,  such  as  bone 
marrow,  sinusoids  of  the  liver,  interstitial 
connective  tissue  of  the  pancreas,  capsule 
and  malpighian  corpuscles  of  the  spleen, 
and  others.  Most  heavily  involved  has 
been  the  mucosa  of  the  small  intestines  and 
the  mesenteric  lymph  nodes  as  seen  in  the 
case  mentioned.1314 

The  origin  of  the  PAS-positive  material 
would  seem  to  be  unsettled  at  the  present 
time.  The  most  favored  theory  is  that 
they  represent  either  small  bacteria,  rickett- 
sia,  or  viruses.  So  far  their  identification 
has  been  elusive,  and  they  are  not  asso- 
ciated with  significant  local  inflammatory 
reaction.  Many  authors  have  found  that 
this  material  is  either  markedly  decreased 
or  eliminated  by  the  use  of  tetracycline.3  4 
The  disappearance  of  the  PAS-positive 
particles  seems  to  coincide  with  clinical 
recovery.  It  has  also  been  considered  that 
the  PAS-positive  particles  might  be  elab- 


orated by  the  reticuloendothelial  cells,  and 
that  their  appearance  is  the  result  of  the 
disordered  cell  function.6  The  tetracycline 
may  in  this  system  be  interfering  with  the 
elaboration  of  this  protein  in  a manner 
similar  to  its  mode  of  action  in  the  bacterial 
cell  and  the  known  antianabolic  effect  in 
man. 

Although  clinical  remissions  have  been 
reported  by  the  use  of  steroids  alone,1119 
the  lack  of  response  in  this  case  and  in 
others1’12’13  would  suggest  that  the  use  of 
tetracyclines  is  far  more  specific  and  dra- 
matic.46 The  merit  of  the  combined  use 
of  steroids  and  tetracyclines  is  hard  to 
evaluate  from  the  literature. 


Summary 

A case  of  Whipple’s  disease  has  been 
reported  in  which  the  diagnosis  was  sug- 
gested on  clinical  grounds. 

The  case  was  complicated  by  a Salmonella 
derby  appendicitis  and  hypokalemic  ne- 
phropathy. The  relationship  of  the  former 
to  the  underlying  disease  seems  unlikely 
in  view  of  the  negative  stool  cultures  prior 
to  the  final  admission.  Although  the  etio- 
logic  relationship  of  an  infecting  organism 
can  be  debated,  the  response  to  tetra- 
cyclines has  been  so  dramatic  as  to  require 
a trial  of  therapy  in  all  proved  and  sus- 
pected cases.  The  steroids  have  played 
fairly  successful  roles  in  the  past  and  may 
indeed  be  indicated  in  conjunction  with  the 
tetracycline  therapy. 

The  etiologic  theories,  clinical  course, 
and  pathologic  findings  have  been  sum- 
marized. 
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In  1936  Gardiner1  stated  that  actino- 
mycosis of  the  brain  was  an  almost  hope- 
less situation.  A year  later  Freidman  and 
Levy2  reviewed  108  cases,  all  of  which  were 
fatal.  It  was  not  until  1949,  after  the 
advent  of  penicillin,  that  Schneider  and 
Rand3  reported  the  first  successfully  treated 
case  of  actinomycotic  suppuration  of  the 
brain.  Since  this  initial  success  there  have 
appeared  12  additional  cases  of  actino- 
mycotic brain  abscess  which  have  survived 
following  surgical  drainage  and  prolonged 
administration  of  antibiotics.  The  present 
report  relates  still  another  case  of  actino- 
mycotic intracranial  infection;  however, 
this  is,  to  our  knowledge,  the  only  reported 
case  of  a subdural  abscess  or  empyema 
without  actual  destruction  of  cerebral 
tissue. 

Case  report 

A fifty-two-year-old  white  male  of  Italian 
descent  sustained  blunt  trauma  to  the  left 


temporal  region  as  the  result  of  an  auto 
accident  one  week  prior  to  admission. 
There  was  no  laceration  or  loss  of  conscious- 
ness. X-ray  films  of  the  skull  showed  no 
fracture.  In  the  succeeding  week  he 
noted  progressive  headaches  on  the  left  side 
and  an  intermittent  sharp  pain  in  the  left 
ear.  Admission  was  precipitated  by  a 
grand  mal  seizure.  There  was  no  antece- 
dent serious  illness. 

On  admission  to  the  Albany  Medical 
Center  Hospital  the  vital  signs  were  normal. 
The  patient  was  lethargic,  but  able  to 
carry  out  simple  commands.  There  was 
no  papilledema.  A right  lower  facial 
weakness  and  right-sided  hyperreflexia 
were  present.  There  was  an  initial  white 
blood  count  of  13,550.  The  electroenceph- 
alogram showed  slow  wave  activity, 
predominately  in  the  left  central  temporal 
lead.  A subdural  hematoma  was  sus- 
pected, and  percutaneous  carotid  angio- 
grams were  done. 

No  evidence  of  a space-occupying  lesion 
was  demonstrated.  A lumbar  puncture 
revealed  an  opening  pressure  of  160  mm. 
of  water,  protein  50  mg.  per  100  ml.,  and 
1 lymphocyte. 

During  the  following  nine  days  there  was 
a slow,  progressive  deterioration  with  in- 
creasing aphasia  and  moderate  right  hemi- 
paresis.  An  electroencephalogram  now  ex- 
hibited a discrete  midtemporal  slow  wave 
focus.  Repeat  left  carotid  angiogram 
showed  a slight  shift  of  the  anterior  cerebral 
artery  from  left  to  right  without  significant 
change  in  the  position  of  the  left  middle 
cerebral  artery. 

Temporal  and  parietal  exploratory  burr 
holes  failed  to  demonstrate  a hematoma  or 
cerebral  contusion. 

Transitory  improvement  after  explora- 
tion was  followed  by  a relatively  stationary 
picture  of  low-grade  temperature  (99  to 
100  F.),  aphasia,  right  hemiparesis,  and 
periods  of  mental  clouding.  A pneumoen- 
cephalogram four  weeks  after  admission 
showed  a shift  of  the  ventricular  system 
indicating  a left  temporal  mass.  The 
cerebrospinal  fluid  protein  was  now  69  mg. 
per  100  ml.  with  33  mononuclear  leukocyte 
cells.  A left  frontotemporal  craniotomy 
revealed  an  abscess  cavity  in  the  subdural 
space  near  the  inferior  temporal  region  with 
no  gross  intracerebral  extension.  The 
cavity  was  drained  and  the  walls  gently 
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curetted.  Local  antibiotics  were  not  used. 
A small  rubber  drain  was  left  in  place  for 
twenty-four  hours.  Gram  stains  of  the 
yellow  purulent  material  and  later  anaerobic 
culture  showed  Actinomyces  bovis.  The 
patient’s  daily  antibiotic  regimen  consisted 
of:  (1)  aqueous  penicillin  10  million  units 

intravenously  each  day  for  five  days, 
sulfadiazine  4 Gm.  intravenously  for  the 
same  period;  (2)  penicillin  2 million  units 
and  4 Gm.  of  sulfadiazine  by  mouth  each 
day  for  six  weeks.  No  intrathecal  anti- 
biotics were  used. 

After  this  patient’s  condition  had  im- 
proved sufficiently,  an  investigation  of 
possible  primary  sites  was  initiated.  Chest 
x-ray  films  dating  from  admission  showed 
normal  findings.  Cultures  of  bronchial 
secretions  and  the  mouth  were  without 
significant  growth.  The  patient’s  dental 
hygiene  was,  however,  quite  poor.  There 
was  no  history  of  tuberculosis.  The  old 
tuberculin  skin  test  gave  a positive  reaction 
in  1:10,000  dilution.  An  ear,  nose,  and 
throat  evaluation  of  the  oral  cavity  and 
ears  was  without  positive  findings.  No 
investigation  of  the  gastrointestinal  tract 
was  done;  however,  he  denied  all  symptoms 
in  this  respect. 

At  the  time  of  discharge  there  were  no 
symptoms.  His  only  neurologic  deficit  was 
a very  mild  expressive  aphasia.  The  most 
recent  examination,  two  years  following 
surgery,  was  entirely  within  normal  limits. 

Comment 

Actinomycosis  is  a chronic,  infectious, 
granulomatous  disease,  characterized  by 
destruction  of  tissue,  suppuration,  and 
subsequent  overgrowth  of  fibrous  tissue. 
There  is  a marked  proclivity  for  abscess 
and  sinus  tract  formation,  with  spread 
usually  occurring  by  direct  extension  with- 
out respect  of  tissue  planes. 

Sanford  and  Voelker  in  1925 4 and  Cope 
in  19386  reviewed  over  2,000  necropsy 
cases.  They  divided  the  clinical  spectrum 
into  three  major  categories:  (1)  cervico- 

facial, (2)  thoracic,  and  (3)  abdominal. 
Central  nervous  system  involvement  was 
found  to  be  very  rare  and  usually  a result 
of  either  direct  tissue  extension  from  the 
neck  and  oropharynx  or  by  embolization 
from  distant  primary  sites.  A few  iso- 
lated examples  of  possible  primary  central 


nervous  system  infections  are  recorded. 
Orr6  reported  cases  from  necropsy  material 
demonstrating  involvement  of  the  floor 
of  the  third  ventricle  in  the  form  of  an 
actinomycoma.  Several  cases  of  actino- 
mycotic meningitis  are  also  recorded.7 

We  thus  note  the  protean  ways  in  which 
this  infection  may  manifest  itself  within  the 
central  nervous  system.  To  these  we 
would  add  the  entity  of  subdural  empyema, 
the  initial  example  of  which  is  herein  re- 
ported. In  this  instance,  the  craniocere- 
bral trauma  without  laceration  or  demon- 
strable fracture  was  probably  the  inciting 
cause.  The  patient  repeatedly  complained 
of  pain  deep  within  the  left  ear,  yet  this 
area  was  normal  when  examined.  Pre- 
sumably the  pain  resulted  from  infection 
along  the  floor  of  the  middle  fossa  with  at- 
tendant dural  irritation. 

One  should  further  note  the  slow,  in- 
sidious evolution  of  this  clinical  picture  as 
exemplified  in  the  present  case.  The  time 
interval  between  trauma  and  our  ability 
to  demonstrate  adequately  a mass  lesion 
was  five  weeks.  Stevens8  has  also  noted 
the  chronicity  of  early  signs  and  symptoms 
followed  by  rather  sudden  and  often 
catastrophic  onset  of  severe  neurologic 
deficit. 

The  therapy  in  such  lesions  is  much  the 
same  as  for  any  abscess  in  that  proper 
localization  and  adequate  drainage  followed 
by  appropriate  antibiotics  are  mandatory. 
Although  penicillin  appears  to  be  specific 
for  the  actinomycete,  the  extensive  tissue 
fibrosis  affords  a significant  barrier  to 
penetration  of  the  drug.  Moreover,  the 
adhesive  property  of  the  fungus,  its 
tendency  to  form  granules  with  a protective 
mantle  of  clubs  on  the  outer  surface  of 
the  mycelium,  interferes  with  the  effective- 
ness of  the  antibiotic  agent  against  the  more 
central  organisms.  For  these  reasons  Pea- 
body and  Seabury9  have  suggested  1 to 
6 million  units  of  penicillin  daily  for  a 
minimum  of  from  six  to  eight  weeks. 

The  prognosis  in  these  cases  is  guarded 
at  best,  but  it  would  seem  to  be  somewhat 
improved  in  cases  of  subdural  suppuration 
in  that  there  is  little  actual  destruction  of 
brain  tissue.  It  is  noteworthy  in  this  re- 
spect that  our  patient  is  presently  free  of 
any  neurologic  deficit  and  has  not  experi- 
enced seizure  activity  as  a result  of  the 
cortical  scarring. 
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Summary 

Actinomycotic  suppuration  of  the  brain 
is  uncommon.  The  first  known  case  of 
subdural  empyema  due  to  this  fungus  with- 
out actual  destruction  of  cerebral  tissue 
is  reported  and  pertinent  literature  is 
reviewed  briefly. 
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Hyperbaric  oxygenation 

Ocular  hazards  of  exposure  to  oxygen  at  high 
pressures  carry  implications  not  only  for 
hyperbaric  medicine  and  undersea  investiga- 
tions, but  for  man-in-space  ventures  as  well. 
In  this  series  of  experiments,  conducted  by 
George  Margolis  and  Ivan  W.  Brown,  Jr.,  M.D., 
dogs  exposed  to  100  per  cent  oxygen  at  3 at- 
mospheres absolute  pressure  for  four  hours 
developed  a characteristic  retinal  lesion.  This 
was  identical  to  cytoid  bodies,  the  microscopic 
components  of  the  cotton-wool  spot  which  is 
characteristic  of  retinal  vascular  change  in  man. 
Writing  in  a recent  issue  of  Science,  the  authors 
assess  the  significance  of  these  observations  as 
follows:  (1)  demonstration  of  selective  retinal 
injury  in  the  dog,  with  consequent  possible  im- 
plications in  man  in  the  cardiovascular  field; 
(2)  occurrence  of  the  lesion  at  pressure  levels 
commonly  used  in  oxygen  hyperbarism  studies 
and  after  exposure  times  approximating  the 
estimated  safe  thresholds  for  man;  and  (3)  for 
the  first  time,  the  possibility  of  experimental 
production  of  the  retinal  lesion,  of  salient  im- 
portance for  investigative  ophthalmology.  The 
nature  and  pathogenesis  of  the  cytoid  body  have 
been  the  subjects  of  speculation  for  a century. 
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Mature,  healthy  mongrel  dogs  were  used  in 
this  study.  They  were  placed  individually, 
unanesthetized  and  unrestrained,  in  a 1-m3 
chamber  and  exposed  to  100  per  cent  oxygen. 
Inflow  was  regulated  to  maintain  a gauge  pres- 
sure of  30  pounds  per  inch2.  This  is  equivalent 
to  3 atmospheres  absolute  pressure.  Each 
animal  was  subjected  to  a single  exposure  from 
two  hundred  and  ten  to  three  hundred  sixty-two 
minutes  regardless  of  adverse  effects,  usually 
seizures,  which  developed  at  irregular  intervals 
with  abrupt  onset.  These  stopped  spon- 
taneously without  evidence  of  neurologic  se- 
quelae. For  six  to  thirteen  days  after  exposure, 
the  dogs  were  observed  for  neurologic  impair- 
ment, then  killed  and  subjected  to  both  routine 
and  special  histologic  studies. 

Although  there  were  rare  instances  of  necrosis 
of  the  retinal  ganglion  cells,  the  cytoid  body 
change  was  the  most  conspicuous  and  appeared 
to  be  a primary  feature  of  the  injury.  This 
lesion  consisted  of  a segmental  degeneration  of 
the  axons  in  the  nerve  fiber  layer  of  the  retina  in 
the  region  encompassing  and  surrounding  the 
optic  nerve  head.  It  was  encountered  in  12 
dogs  subjected  to  a single  hyperbaric  exposure 
of  two  hundred  forty  minutes  or  more.  In  2 
dogs  it  was  absent,  and  the  lesion  was  not  found 
in  83  dogs  subjected  to  shorter  exposures. 
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Some  forty  years  ago  when  the  author 
assumed  the  responsibility  of  the  deanship 
of  Syracuse  University  College  of  Medicine, 
he  became  interested  in  the  current  of 
events  which  led  to  the  establishment  of 
the  school. 

He  knew  that  his  grandfather’s  brother, 
Alfred  Mercer,  M.D.,  was  chairman  of  a 
committee  of  the  Onondaga  County  Medical 
Society  which  arranged  for  the  transfer 
of  the  school  from  Geneva,  New  York,  to 
Syracuse  as  a college  of  Syracuse  University 
in  1871.  Further  investigation  disclosed 
that  several  years  prior  to  the  establish- 
ment of  Geneva  Medical  College  in  Geneva, 
New  York,  in  1834,  Geneva  College  had  for 
a period  sponsored  a medical  school  in 
New  York  City  conducted  by  David 
Hosack,  M.D. 

It  was  found  that  Dr.  Hosack  and  a group 
of  his  confreres  had  resigned  from  the  College 
of  Physicians  and  Surgeons  in  New  York  in 
1826  after  a succession  of  quarrels  with  the 
local  profession  and  the  State  Board  of 
Regents  who  were  responsible  for  the  con- 
duct of  the  school.  Dr.  Hosack  and  his 
group,  determined  to  continue  in  their 
efforts  to  conduct  a program  of  medical 
education,  sought  the  sponsorship  of  a 


degree-granting  college.  After  being  re- 
fused by  Columbia,  they  were  successful 
in  persuading  Rutgers  College  in  New 
Jersey  to  sponsor  their  medical  school  in 
New  York.  The  opponents  to  the  de- 
velopment of  this  new  school  immediately 
initiated  an  active  campaign  aimed  at  its 
destruction.  Within  a year  they  secured  the 
passage  of  a legislative  act  rendering  null 
and  void  any  degrees  granted  by  authorities 
outside  New  York  State  to  individuals  pur- 
suing their  studies  in  a medical  school  lo- 
cated in  New  York  State  not  chartered 
by  the  laws  of  the  State  as  authorizing  such 
individuals  to  practice  medicine  within 
the  State. 

To  meet  the  requirements  of  this  legisla- 
tion Dr.  Hosack  looked  about  to  find  a 
chartered  college  in  New  York  State  to 
sponsor  his  medical  school.  Geneva  College 
consented  to  assume  responsibility  for  the 
school.  This  explains  the  designation  of  the 
school  in  a published  bulletin  as  “Rutgers 
Medical  College  of  Geneva  College  in  New 
York  City.”  This  relationship  with  Geneva 
College  continued  until  1830,  when  a Su- 
preme Court  decision  decreed  it  illegal  for  a 
college  chartered  by  the  Regents  to  appoint 
a faculty  and  conduct  an  educational  pro- 
gram in  any  place  different  from  that  in 
which  the  charter  located  the  college.  Four 
years  later  in  1834,  Geneva  Medical  Col- 
lege was  established  in  Geneva,  New  York, 
under  the  deanship  of  Edward  Cutbush, 
M.D. 

Inquiry  into  the  history  of  Rutgers 
(formerly  Queen’s)  College  disclosed  that 
on  two  previous  occasions  it  had  sponsored 
medical  schools  in  New  York.  On  both 
occasions,  in  1792  and  1812,  these  schools 
were  conducted  under  the  leadership  of 
Nicholas  Romayne,  M.D.  Claude  Heaton, 
M.D.,  of  New  York,  an  enthusiastic  student 
of  medical  history  in  that  city,  has  indi- 
cated that  it  was  Dr.  Romayne  who,  in 
1787,  with  an  affiliation  with  the  city 
Almhouse,  conducted  the  first  program  of 
medical  education  in  New  York  after  the 
termination  of  the  Revolutionary  War. 


2158  New  York  State  Journal  of  Medicine  / August  15,  1966 


1 1 

I 


Having  followed  back  the  more  or  less 
nebulous  heritage  of  his  medical  school  to 
the  efforts  of  Dr.  Romayne,  the  author 
became  interested  in  him  as  one  of  the  early 
pioneers  in  the  development  of  medical 
education  in  this  country.  Over  the  years, 
bit  by  bit,  he  has  endeavored  to  pick  up 
information  in  regard  to  Dr.  Romayne 
from  a great  variety  of  sources.  Op- 
portunity did  not  occur,  however,  to  ex- 
amine the  early  records  at  Columbia  Uni- 
versity which  were  said  to  include  much 
valuable  information  concerning  Dr.  Ro- 
mayne’s  relationships  with  that  institution. 

Fortunately,  Byron  Stookey,  M.D.,1 
formerly  professor  of  neurological  surgery 
at  Columbia  University,  has  examined  these 
early  records  and  manuscripts  and  has 
published  much  information  about  Dr. 
Romayne  in  his  recent  book.  With  this 
information  now  available,  the  author  has 
considered  it  justifiable  to  publish  this 
biographic  study  of  Dr.  Romayne. 

In  most  histories  of  medicine  and  medical 
education  in  the  United  States,  one  finds 
little  reference  to  his  efforts  and  accom- 
plishments. The  fact  that  he  was  a member 
of  the  first  Board  of  Regents  of  the  State  of 
New  York,  initiated  on  different  occasions 
the  development  of  five  programs  of  medi- 
cal education  in  New  York  City,  and  served 
as  president  of  the  Medical  Society  of  the 
State  of  New  York  for  three  successive 
terms  is  evidence  of  his  important  place 
in  the  history  of  medicine  and  medical 
education. 

Possibly  because  he  had  no  direct  de- 
scendants, little  information  is  available 
regarding  his  personal  and  family  life. 


Romayne  family 

Nicholas  Janse  Romeyn,  * great-great- 
grandfather  of  Dr.  Romayne,  emigrated 
from  Rotterdam,  Holland,  to  Brazil  in 
about  1650.  Soon  thereafter,  the  States 
General  of  Holland  relinquished  their  pos- 
sessions in  Brazil,  and  most  non-Roman 
Catholics  were  forced  to  leave  the  country. 
Nicholas  and  his  brother,  Christopher, 
then  shipped  to  New  Amsterdam. 

Nicholas  Janse  Romeyn  appears  to  have 
been  successful  among  the  early  settlers 
of  New  Amsterdam.  Said  to  have  been 

* Through  the  years  the  spelling  of  the  family  name  was 
changed  to  Romayne  and  later  to  Romaine. 


a cooper  by  trade,  he  acquired  consider- 
able property  and  on  two  occasions  was 
elected  to  the  General  Assembly.  He  and 
his  brother  became  progenitors  of  a rela- 
tively large  number  of  branches  of  the 
Romeyn  family.  Apparently  all  were 
staunch  members  of  the  Dutch  Reformed 
Church,  and  several  gained  prominence  as 
theologians  and  educators.  “Dirck”  (Theo- 
doric)  Romayne,  an  uncle  of  Dr.  Romayne, 
was  one  of  the  founders  of  Union  College. 
Several  descendants  of  various  branches 
of  the  family  are  today  active  in  the  prac- 
tice of  medicine  in  the  United  States. 

Nicholas  Romayne 

Nicholas  Romayne  (Fig.  1)  was  born  in 
New  York  City  in  1756,  the  eldest  son  of 
John  Romayne  and  his  wife,  Juliana  Mc- 
Carty. His  father  was  a silversmith. 
His  brother  Jeremiah  and  several  of  his 
close  relatives  were  Dutch  Reformed  clergy- 
men. 

He  received  his  early  education  at  the 
private  academy  of  Peter  Wilson  in  Hack- 
ensack, New  Jersey.  Peter  Wilson  had  an 
outstanding  reputation  as  an  educator 
and  was  much  sought  after  by  educational 
and  religious  groups.  He  later  became 
professor  of  philosophy  and  provost  at 
Columbia  College.  It  was  at  his  private 
academy  that  another  famous  physician 
and  educator  of  early  times,  Dr.  Hosack, 
who  was  destined  to  greatly  influence  the 
career  of  Dr.  Romayne,  also  received  his 
elementary  education.  In  1774,  at  the 
age  of  eighteen  years,  Nicholas  Romayne 
undertook  the  study  of  medicine  at  King’s 
College.  He  later  referred  to  his  student 
days  there  as  follows: 

In  the  year  1774,  when  I commenced  the 
study  of  medicine,  about  25  persons  attended 
the  anatomical  lectures,  some  of  whom  were 
students  from  the  West  Indies  ...  .1  cannot 
but  gratefully  remember  the  early  lessons  in 
the  healing  art  which  I received  from  the  pro- 
fessors of  this  establishment  (Dr.  Samuel 
Clossy,  Dr.  Peter  Middleton,  Dr.  John 
Jones)  and  from  other  distinguished  phy- 
sicians in  the  City  of  New  York.2 

Shortly  thereafter,  he  departed  for  Europe 
to  continue  the  study  of  medicine.  He 
apparently  completed  the  full  course  of 
study  at  Edinburgh  and  was  granted  the 
M.D.  degree  in  1780.  It  is  said  that  as 
a student  he  distinguished  himself  by  his 
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FIGURE  1.  Silhouette  of  Nicholas  Romayne. 
(Found  in  the  Library  of  the  Medical  College  of 
Virginia,  Richmond,  Virginia,  1935.) 

wide  range  of  studies,  his  “Latinity,” 
and  his  medical  knowledge.  He  is  said  to 
have  spoken  with  fluency  the  French, 
Latin,  and  Low  Dutch  tongues.  His 
inaugural  discourse  for  the  doctorate, 
written  in  Latin  without  the  assistance  of 
a translator,  was  a dissertation,  “De 
genera tione  puris,”  in  which  he  seems  to 
have  “first  promulgated  the  leading  doc- 
trines received  on  that  vexed  subject.” 
It  is  interesting  that  he  dedicated  this 
thesis  to  some  of  his  earlier  teachers  at 
King’s  College. 

His  education  apparently  involved  con- 
siderable personal  sacrifice.  One  of  his  as- 
sociates later  wrote: 

His  penury  in  early  life  taught  Romayne 
the  strictest  economy.  At  Edinburgh,  his 
wardrobe  was  so  slender  that  it  often  re- 
minded me  of  an  old  ballad: 

“The  man  who  has  only  one  shirt, 
Whenever  it’s  washed  for  his  side, 

The  offense  is  surely  not  his 
If  he  lies  in  bed  till  it’s  dried.” 


Such  literally  was  the  case  with  the  student, 
Romayne,  and  still  he  conducted  himself 
with  becoming  respectability,  and  left  the 
University  one  of  the  most  accomplished  of 
her  sons  in  general  knowledge  and  profes- 
sional science. 

In  spite  of  his  lack  of  finances  and  pos- 
sibly influenced  by  the  war  in  progress  in 
America,  Dr.  Romayne,  after  his  graduation 
at  Edinburgh,  spent  two  additional  years 
studying  in  London,  Paris,  and  Leyden. 
Later  developments  suggest  that,  while  in 
London,  he  made  the  acquaintance  of 
many  prominent  and  outstanding  people  in 
business  and  governmental  circles. 

In  1782  Romayne  returned  to  America 
and  settled  in  Philadelphia,  rather  than 
returning  to  New  York,  which  was  still 
occupied  by  the  British.  Apparently 
something  of  his  reputation  had  preceded 
his  return  to  America.  This  is  indicated 
by  a communication  from  Samuel  Mitchell, 
M.D.,  of  New  York  as  follows:  “He 

returned  from  Europe  when  I was  a young 
student,  before  the  termination  of  the 
Revolutionary  War;  probably  during  the 
year  1782.  His  arrival  excited  considerable 
conversation  both  here  and  in  Philadelphia; 
insomuch  that  my  curiosity  was  awakened 
to  see  him.” 

Little  is  known  of  his  medical  activities 
during  his  stay  in  Philadelphia.  However, 
statements  were  to  the  effect  that  he  had  a 
brilliant  future  before  him  if  he  remained 
there.  However,  in  1783  New  York  was 
vacated  by  the  British,  and  Dr.  Romayne 
had  made  a matrimonial  engagement  be- 
fore leaving  for  his  studies  in  Europe.  He 
returned  to  New  York  and  married  Susan 
Van  Dorn,  the  daughter  of  Isaac  Van  Dorn, 
a wealthy  merchant.  On  December  29, 
1783,  he  wrote  to  a friend  stating  that  he 
had  married  within  the  previous  month  and 
was  busy  repairing  a house  in  which  to  live. 
It  was  said  that  the  Van  Dorn  family  was 
interested  in  forest  lands  and  in  large  pat- 
ents in  the  Hudson  and  Mohawk  River 
regions. 

An  interesting  picture  of  Nicholas  Ro- 
mayne can  be  gained  from  a description  of 
him  by  Francis3  as  follows: 

Romayne  was  a huge  hulk,  of  regular  pro- 
portions, and  an  agreeable  and  intelligent 
expression  of  countenance,  with  a gray  eye  of 
deep  penetration.  It  was  almost  a phe- 
nomenon to  witness  the  light,  gracious  and 
facile  step  of  a man  surpassing  some  three 
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hundred  pounds  in  weight  and  at  all  times 
assiduous  in  civic  pursuits  and  closet  studies. 
He  was  unwearied  in  toil,  and  of  mighty 
energy.  He  was  goaded  by  a strong  ambi- 
tion to  excel  in  whatever  he  undertook,  and 
he  generally  secured  the  object  of  his  desire, 
at  least  professionally.  He  was  temperate  in 
all  his  drinks,  but  his  gastric  powers  were  of 
inordinate  capabilities.  I should  incur  your 
displeasure  were  I to  record  the  material  of  a 
single  meal;  he  sat  down  with  right  good 
earnest  and  exclusive  devotion  at  his  repast. 
His  auricular  power  seemed  now  suspended. 

Another  amusing  reference  to  Romayne’s 
love  of  food,  found  in  a letter  from  John 
Pintard  to  his  daughter  under  date  of 
January  4,  1817,  is  as  follows: 

Dr.  Romaine,  our  once  family  physician, 
was  famous  for  a fondness  for  plum  cake, 
visited  all  lying  in  ladies  and  he  cd  get  in 
reach  of  the  cake  basket  wd  devour  the  whole. 
He  once  annoyed  Mama  very  much.  It  was 
a New  Years  day.  A bountiful  cake  tray 
graced  as  usual  the  side  board.  Mama  was 
dressing.  The  Doctor  raised  the  Dutch 
clean  napkin  and  demolished  all  the  Honey 
and  New  Years  cookies  and  departed  cover- 
ing the  tray  as  before.  I dare  say  it  con- 
tained some  pounds. 

The  Rev.  Dr.  McLeon,  a close  personal 
friend,  had  this  to  say  of  him: 

Doctor  Romayne  was  a man  of  strong 
mind,  well-cultivated  and  much  improved  by 
reading  and  by  the  society  of  learned  men  and 
by  traveling.  I knew  him  in  health  and  in 
the  midst  of  disease;  in  affluence  and  in 
adversity.  He  had  much  self  command, 
though  naturally  of  powerful  passions,  and 
very  tender  sensibilities.  Bereaved  of  all  his 
children  in  their  infancy,  he  could  not  endure 
the  recollection  of  their  endearment. 

Reorganization  of  King's  College 

A reorganization  of  King’s  College, 
which  before  the  Revolutionary  War  had 
1 been  conducted  under  the  auspices  of  the 
Anglican  Church  and  the  provincial  govern- 
ment, called  for  a supervising  body.  In 
May,  1784,  under  Governor  Clinton  there 
was  established  the  New  York  State  Board 
of  Regents  with  Columbia  (formerly  King’s) 
College  as  its  control  feature.  Nicholas 
Romayne  was  appointed  a member  of  this 
Board. 

This  Board  of  Regents  apparently  as- 
i sumed  full  responsibility  for  the  conduct  of 
Columbia  College  which  did  not  have  its 
own  separate  Board  of  Trustees.  During 
the  first  year  of  the  Board  of  Regents’ 


existence,  it  held  frequent  meetings,  often 
two  or  three  times  a week.  It  assumed 
responsibility  for  the  care  and  repair  of 
the  buildings  as  well  as  planning  of  the 
educational  programs  and  creation  of  and 
appointments  to  professorships  in  the 
various  departments  of  the  college. 

Some  idea  of  the  extent  of  the  detailed 
activities  of  the  Board  is  indicated  by  a re- 
port by  Dr.  Romayne  on  the  stewardship 
of  the  college  at  the  December  7,  1784 
meeting.  He  reported  arrangements  for 
“the  steward  to  provide  breakfast,  dinner 
and  supper  to  students  for  12  shillings  per 
week  or  8 shillings  per  week  for  dinner 
only.”4 

The  interest  of  the  Board  in  the  re- 
establishment of  a medical  school  is  shown 
by  the  action  taken  at  a meeting  held 
December  14,  1784,  as  follows: 

. . . that  they  approve  the  report  made  by 
the  committee  of  medical  gentlemen  in  the 
regency  for  the  establishment  of  the  medical 
school  and  therefore  recommend  the  following 
professorships  in  the  Faculty  of  Medicine, 
viz:  Professorship  in  Chemistry,  Professor- 

ship in  Botany,  Professorship  in  the  Insti- 
tutes of  Medicine,  Professorship  in  the 
Materia  Medica,  Professorship  in  Anatomy, 
Professorship  in  the  Practice  of  Physic, 
Professorship  in  Surgery,  and  Professorship  in 
Midwifery. 4 

At  this  meeting,  the  Board  also  set 
salaries  for  the  professorships  “independent 
of  the  emoluments  of  the  classes.” 

At  the  next  succeeding  meetings,  the 
Board  proceeded  to  elect  incumbents  for 
these  professorships.  At  the  January  18, 
1785,  meeting,  Dr.  Romayne,  who  was 
absent,  was  elected  professor  of  the  practice 
of  physic.  However,  there  is  no  evidence 
of  any  organization  of  the  faculty  or  any 
active  teaching  having  resulted  from  the 
appointment  of  this  faculty  by  the  Board 
of  Regents. 

On  April  13,  1787,  this  original  Board  of 
Regents  was  superseded  by  legislative 
action  to  the  effect  “that  an  University  be 
and  hereby  is  instituted  within  this  state, 
to  be  called  and  known  by  the  name  or 
style  of  The  Regents  of  the  University  of 
the  State  of  New  York.”  This  legislative 
action  broadened  the  responsibilities  of  the 
Board  to  include  the  over-all  supervision  of 
all  educational  programs  within  the  State. 

At  the  same  time,  the  Board  of  Trustees 
of  Columbia  College  was  independently 
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chartered,  and  Dr.  Romayne  was  made  an 
original  member  of  this  newly  created 
Board.  It  was  not  until  several  years  later 
that  the  Trustees  of  Columbia  College 
actually  initiated  any  program  in  medical 
education,  although  several  faculty  ap- 
pointments made  by  the  original  Board  of 
Regents  remained  on  their  records. 

Dr.  Romayne’s  private  medical  school 

In  the  meantime,  Nicholas  Romayne, 
greatly  disappointed  in  the  failure  of 
Columbia  to  proceed  in  the  development  of 
its  medical  school  and  impatient  and  inde- 
fatigable in  his  efforts  to  establish  and 
participate  in  a program  of  medical  educa- 
tion, resigned  as  professor  of  the  practice  of 
physic  and  set  about  to  develop  a private 
medical  school.  Dr.  Romayne,  insistent  on 
the  need  for  clinical  teaching  in  the  training 
of  medical  students,  persuaded  the  corpora- 
tion of  the  City  of  New  York  to  commit  to 
his  charge  the  sick  in  the  Almshouse  and 
Bridewell,  “whosediseases  (were)  registered, 
together  with  daily  reports  of  the  symptoms, 
the  prescriptions,  and  the  effects  of 
medicine,  for  the  further  improvement  of 
the  students  of  physic.”5  In  the  conduct 
of  his  school,  Dr.  Romayne  had  associated 
with  him  Benjamin  Kissam,  M.D.,  and 
William  Moore,  M.D.,  as  physicians  and 
Wright  Post,  M.D.,  as  a surgeon. 

From  the  beginning,  the  school  was  said 
to  have  been  successful  and  to  have  at- 
tracted students  from  distant  places,  even 
from  Canada.  Dr.  Hosack  studied  at  the 
Almshouse  from  1788  to  1789.  Later  he 
said:  “Under  their  united  care,  this  in- 

firmary was  rendered  a profitable  school  of 
medicine  and  surgery,  while  the  sick  re- 
ceived the  benefits  of  physicians  distin- 
guished for  their  abilities  and  education, 
and  by  whom  they  were  attended  in  rota- 
tion.”2 

This  program  represents  one  of  the  most 
forward  steps  taken  in  the  early  history  of 
medical  education  in  this  country.  It  is 
probably  best  described  in  Nicholas  Ro- 
mayne’s own  words  as  recorded  in  a 
memorial  which  he  presented  to  the  Board 
of  Regents  on  January  11,  1791,  when  he 
sought  official  recognition  and  a charter  for 
his  school: 

To  the  Regents  of  the  University  of  the 

State  of  New  York  The  Memorial  of  Nicholas 


Romayne,  Doctor  of  Physic,  respectfully  I 
showeth — 

That  your  memorialist,  in  the  year  one 
thousand  seven  hundred  and  eighty-seven  , 
instituted  a college  in  the  City  of  New  York 
for  teaching  the  various  parts  of  science  com-  L 
prehended  in  a course  of  medical  education  in 
the  most  respectable  universities  in  Europe. 

That,  from  a commencement  naturally 
small,  and  difficulties  inseparable  from  the 
establishment  of  such  institutions,  he  has 
now,  after  great  labour  and  private  sacrifice,  | 
brought  his  plans  into  full  effect. 

That,  during  the  Winter  sessions  beginning 
the  first  Monday  in  November,  and  ending 
the  third  Saturday  in  April,  lectures  are  de- 
livered on  the  Practice  of  Physic,  Anatomy  I 
and  the  Institutions  of  Medicine,  Midwifery 
and  Surgery:  and  in  such  manner,  that  two 
lectures  are  delivered  a day,  five  days  in  the  ■ 
week,  during  the  said  session;  and,  also,  that  j 
during  the  Summer  sessions,  commencing  the 
first  Monday  in  May,  and  ending  the  third 
Friday  in  August,  lectures  are  delivered  in  i 
Chemistry,  Botany  and  Materia  Medica; 
and  in  such  manner,  also,  that  the  students  of 
medicine  have  an  opportunity  of  attending 
two  lectures  a day,  five  days  a week. 

That,  to  promote  such  Institution,  the 
Corporation  of  the  City  of  New  York  have 
been  pleased  to  commit  to  the  charge  of  your 
memorialist,  the  sick  in  the  Almshouse  and 
Bridewell,  whose  diseases  are  registered,  to- 
gether with  daily  reports  of  the  symptoms, 
the  prescriptions,  and  the  effects  of  medicine, 
for  the  further  improvement  of  the  students  j 
of  physic;  and  that,  during  the  Winter  ses-  ; 
sions,  clinical  lectures  are  delivered  every  i 
Saturday,  on  cases  of  the  most  importance,  | 
selected  from  the  number  of  sick. 

That,  your  memorialist  annexes  to  his 
memorial  an  extract  from  the  register  of  the  j 
said  College,  containing  the  names  of  students 
for  the  year  one  thousand  seven  hundred  and  ! 
ninety;  and  likewise  an  extract  from  the  i 
register  of  the  Almshouse,  containing  the  i 
names  of  the  students  of  medicine  who 
entered  their  attendance  for  the  same  year; 
together  with  the  last  monthly  return  of  the 
sick. 

Your  memorialist  forbears  to  enlarge  on 
the  advantages  which  probably  arise  from  the 
said  institution  to  such  of  the  youth  of  this 
State  as  are  engaged  in  the  study  of  physic, 
of  the  neighbouring  states  or  the  United 
States  in  general.  The  peculiar  excellence 
of  a medical  school  must  greatly  depend  upon 
its  connexion  with  a practical  hospital — the 
want  of  which  is  lamented  in  seminaries  for 
medical  education  in  Europe,  which  have 
obtained  degrees  of  celebrity.  And  in  the 
United  States,  though  medical  instruction  is 
afforded  at  Boston  and  at  Philadelphia,  yet 
hitherto  it  is  not  connected  with  that  prac- 
tical information,  which  can  only  be  obtained 
by  diligent  and  assiduous  attention  to  the 
sick.  Your  memorialist  therefore  prays  that 
the  Regents  of  the  University  of  the  State  of 
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New  York  will  be  pleased  to  take  the  said 
college  under  their  protection  and  direct  such 
measures  with  respect  to  it  as  in  their  wisdom 
may  tend  to  the  important  end  of  its  institu- 
tion. 

Nicholas  Romayne,  New  York,  January  11, 
1791. 5 

This  program  of  medical  education  is  of 
unusual  interest  in  that  it  apparently  rep- 
resents the  first  formal  clinical  teaching 
conducted  in  a hospital  in  the  United 
States.  It  is  also  interesting  that  the 
faculty  of  medicine  assumed  responsibility 
for  the  care  of  patients  thus  made  available 
for  teaching  medical  students.  Further- 
more, it  appears  that  the  basic  science  sub- 
jects— chemistry,  botany,  and  materia 

Imedica — were  taught  during  the  summer 
sessions  and  the  clinical  subjects  during  the 
winter  session. 

The  Regents  were  favorably  impressed 
with  Dr.  Romayne’s  application  for 
recognition  of  his  school  and  referred  it  to  a 
committee.  At  the  next  meeting  of  the 
Board  on  January  28,  1791,  this  committee 
made  a very  favorable  report,  and  it  was 
resolved  by  the  Board:  “that  in  the  opinion 
of  this  University,  the  above  mentioned 
Institution,  for  the  purpose  of  diffusing 
medical  knowledge,  is  well  calculated  to 
promote  the  general  good  as  far  as  it  de- 
pends on  this  branch  of  science.”4 

Immediately  following,  a series  of  peti- 
tions was  presented  to  the  Board  of 
Regents  in  favor  of  and  opposed  to  the 
chartering  of  the  medical  institution.  The 
minutes  of  the  February  23,  1791,  meeting 
of  the  Board  include  the  following: 

Sir  James  Jay  Knight,  Nicholas  Romayne, 
and  Benjamin  Kissam  appeared  before  the 
Board  and  presented  a petition  signed  by 
themselves  and  four  other  Doctors  of  Medi- 
cine praying  to  be  incorporated  together  with 
Samuel  Bard,  John  R.  B.  Rodgers,  and  Wm. 
Hammersly  as  a College  of  Physicians. 

A counter  memorial  signed  by  John  Bard, 
President,  John  Charlton,  Vice-President,  and 
James  Tillary,  Secretary  of  the  (local)  medical 
society  on  behalf  of  said  society  was  presented 
to  the  Board  by  Doctor  Linn.4 

On  March  2,  1791,  a Peter  Dumont  and 
32  other  students  of  medicine  petitioned 
the  Regents  to  approve  a charter  for  the 
college. 

Because  of  the  conflicting  petitions  and 
the  importance  of  the  problem,  the  Board 


resolved  itself  into  a committee  of  the  whole 
for  a detailed  discussion  of  all  aspects  of  the 
problem  which  had  previously  been  re- 
ferred to  a special  committee.  After 
functioning  as  a committee  of  the  whole  for 
two  days,  the  Board  went  into  executive 
session  and  approved  the  following  report: 

That,  in  the  opinion  of  your  committee,  the 
establishment  of  a College  of  Physicians 
would  be  an  object  of  great  importance  to  the 
interest  of  the  community  as  it  might  be 
rendered  singularly  useful  in  promoting 
medical  science  and  contribute  essentially  to 
the  reputation  and  emolument  of  the  state. 
It  would  not  only  prevent,  in  the  opinion  of 
your  committee,  the  students  of  medicine  in 
our  own  state  from  going  abroad  for  the  pur- 
pose of  acquiring  that  knowledge  and  those 
honors  in  their  profession  that  they  might 
acquire  at  home;  but  would  attract  the 
attention  of  young  gentlemen  of  the  neigh- 
boring states  who  may  desire  to  prepare 
themselves  for  the  practice  of  Physick  with 
usefulness  and  reputations. 

Your  committee,  at  the  same  time,  beg 
leave  farther  to  report  that  the  statutes 
initiating  an  university  within  this  state  does 
in  no  instance  contemplate  the  incorporation 
of  colleges  or  academies  for  the  teaching  ex- 
clusively of  any  particular  branches  of  science, 
however  important  and  useful  and  that, 
therefore,  the  Regency  cannot  consistently 
take  any  order  (action)  on  the  foregoing 
memorial. 

That,  considering  the  importance  of  such 
an  institution  your  committee  are  of  the 
opinion  it  would  be  proper  for  the  Regents  to 
submit  this  subject  to  the  consideration  of 
the  Legislature.4 

On  March  24,  1791,  the  Legislature 
passed  an  act  enabling  the  Board  to  proceed 
with  their  desired  program.  On  the  same 
day,  the  Board  resolved  “that  this  Board 
judge  it  proper  and  necessary  to  establish 
a College  of  Physicians  and  Surgeons  pur- 
suant to  the  authority  for  that  purpose 
granted  to  the  Regents  of  the  University 
by  the  said  act,”  and  further  resolved  “that 
the  Vice  Chancellor,  Baron  Stuben,  Doctor 
Moore,  Doctor  Linn,  General  Clarkson,  Mr. 
Verplank,  and  Mr.  L’Hornmedica  be  a com- 
mittee to  prepare  a draft  of  an  instrument 
to  incorporate  a College  of  Physicians  and 
Surgeons  conformably  to  the  preceding 
resolution  and  that  they  report  the  same  at 
the  next  meeting  of  the  Regents.”  There- 
upon the  Board  adjourned  its  1791  meet- 
ings and  did  not  meet  until  January  12, 
1792. 
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Romayne  initiates  program 
of  medical  education  at  Columbia 

Dr.  Stookey’s  examination  of  the  early 
records  of  Columbia  has  disclosed  the  im- 
mediate reaction  of  the  Columbia  board  of 
trustees  to  the  favorable  action  taken  on 
Dr.  Romayne’s  petition  for  a charter  for 
his  school.  On  April  25,  1791,  the  board  of 
trustees  decided  that  the  “science  of 
medicine  be  taught  in  all  its  branches,  as 
far  as  practical”  and  appointed  a com- 
mittee to  prepare  a plan  of  procedure. 
Dr.  Stookey 1 reports  the  following  report  by 
this  committee: 

It  will  be  proper  at  present  to  have  lectures 
in  chemistry,  anatomy,  and  the  practice  of 
physic  read  in  Columbia  College,  and  that 
Dr.  Romayne  (who  already  has  a consider- 
able number  of  pupils  (fifty-six)  under  his 
tuition  and  has  been  in  the  habit  of  teaching) 
be  nominated  Lecturer. 

His  election  followed  almost  immediately. 

On  being  notified  of  his  appointment,  Dr. 
Romayne,  wishing  no  embarrassment  on 
the  part  of  himself  or  others,  wrote  to 
Pres.  William  Johnson  and  the  board  of 
trustees  of  Columbia  inquiring  in  regard  to 
the  status  of  the  earlier  (1784)  appoint- 
ments to  the  faculty,  the  facilities  for  in- 
struction, and  possible  financial  support  of 
the  program  by  Columbia.  Because  of  its 
lack  of  facilities  and  meager  financial  sup- 
port, the  trustees  consented  that  the 
lectures  be  given  in  a place  convenient  to 
Dr.  Romayne,  but  no  financial  support 
could  be  offered  for  the  conduct  of  the  pro- 
gram. 

The  fact  that  Dr.  Romayne,  in  spite  of 
the  apparently  approved  status  of  his  own 
school  with  the  Board  of  Regents,  was 
willing  to  turn  it  over  to  Columbia  as  a 
department  of  that  institution  at  least 
suggests  an  unselfish  interest  in  the  develop- 
ment of  medical  education  in  New  York. 
He  proceeded  with  the  conduct  of  his  school 
as  a department  of  Columbia. 

On  the  other  hand,  John  Bard,  M.D., 
anxious  to  see  his  son,  Samuel  Bard,  M.D., 
in  a position  of  leadership  in  medicine  and 
personally  antagonistic  to  Dr.  Romayne, 
immediately  initiated  a campaign  to  dis- 
place him  from  his  position  at  Columbia. 
As  a representative  of  the  local  medical 
society  of  which  he  was  president.  Dr.  Bard, 
on  January  11,  1792,  urged  the  trustees  of 


Columbia  to  expand  and  reorganize  its  r 
program  of  medical  education.  An  offer 
was  made  by  the  medical  society  to  co- 
operate with  the  Trustees  in  the  reorganiza-  j 
tion  and  naming  of  the  faculty. 

On  learning  of  these  activities  on  the 
part  of  Dr.  Bard  and  his  associates  and 
before  any  action  was  taken  by  the  trustees 
of  Columbia,  Dr.  Romayne,  on  February 
1,  1792,  wrote  a letter  to  the  trustees, 
which  fortunately  is  quoted  in  full  by 
Stookey, 1 as  follows: 

Gentlemen: 

Sometime  in  April  last  (1791),  Richard 
Varick,  Esquire,  was  so  kind  as  to  inform  me, 
that  the  Trustees  of  Columbia  College  were 
ready  to  honour  me  with  appointment  as  a 
Teacher  of  certain  branches  of  the  Medical 
Sciences,  providing  I would  consent  to  the 
acceptance  thereof.  On  that  subject  I com- 
mitted myself  to  him,  and  tho’  no  official 
notice  was  given  me  of  any  appointments  I 
was  told  it  was  expected  that  I would  lecture 
on  Chemistry,  Anatomy  and  the  Practice  of 
Physic.  During  the  last  summer  I delivered 
a system  of  education  on  the  objects  of 
Chemistry  at  Columbia  College  and  also  on 
Botany,  and  the  Materia  Medica,  tho’  the 
Trustees  did  not  think  proper  to  make  any 
provision  for  the  teaching  of  those  and  other 
branches  of  the  Medical  Sciences.  Since  the 
first  of  November  last,  I have  been  engaged  in 
teaching  Anatomy  and  the  Practice  of  Physic  i 
in  which  I have  also  comprehended  other 
branches  of  medicine.  I hope  to  have  it  in 
my  power  to  consolidate  these  courses  before 
the  tenth  of  May  coming.  The  Records  of 
Columbia  College  will  then  in  part  testify, 
and  the  unprejudicial  examiner,  I have  no 
doubt,  be  not  unwilling  to  declare,  that  from 
my  labours  united  to  those  of  Dr.  Bard,  a 
System  of  Medical  Education  has  been  de- 
livered during  one  year,  which  was  never 
exceeded  in  this  Western  World.  It  has  been 
a source  of  no  small  concern  to  me,  to  have 
been  so  easily,  and  frequently  informed  that 
many  of  the  Trustees  lamented  the  appoint- 
ments I held  in  Columbia  College;  and  it  has 
also  been  suggested  that  the  major  part  of 
that  Board  were  much  concerned  for  the  pre- 
cipitency  with  which  they  were  made.  It 
would  give  me  pain  to  know  that  any  private 
Gentlemen  should  feel  himself  thus  circum- 
stanced on  my  account,  much  more  the 
Trustees  of  Columbia  College.  I am  anxious 
to  free  them  from  any  state  of  delicacy  which 
inadvertancy  has  perhaps  placed  them  with 
regard  to  me.  I therefore  resign  into  their 
hands  after  the  tenth  of  May  next  every 
appointment  which  I am  at  present  honoured 
with  under  them.  And  I wish  to  express  as 
early  as  possible  my  resolution  of  com- 
mencing no  new  courses  of  instruction  under 
appointments  which  are  considered  to  have 
been  so  rashly  made. 
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It  gives  me,  however,  much  satisfaction  to 
reflect,  that  under  very  disadvantageous 
circumstances,  in  direct  opposition  to  the  un- 
wearied efforts  of  some  of  my  fellow  Trustees, 
without  the  smiles  of  many  of  them,  against 
the  steady  exertions  of  some  of  the  Regents 
of  the  University,  and  the  combined  Faculty 
of  New  York,  who  have  seldom  been  confined 
within  the  limits  of  Decency  or  Truth  in  their 
sentiments  with  respect  to  me,  I have  greatly 
contributed  to  draw  the  public  attention  to 
the  present  state  of  Literature  in  Columbia 
College,  and  which  is  likely  to  be  of  some 
immediate  advantage,  and  must  contribute 
to  her  future  prosperity.  My  pupils,  at  my 
request,  are  mostly  matriculated  in  the  Album 
of  the  College,  of  which  for  the  present  year 
according  to  Academic  Rules  they  are 
alumni.  Many  of  them  are  gentlemen  of 
Genius  and  worth.  I have  evidenced  their 
studious  attention,  the  progress  they  have 
made  in  the  acquisition  of  knowledge;  and  I 

I have  a due  sense  of  the  eminent  abilities 
which  some  of  them  possess.  It  may  be  of 
some  service  to  Columbia  College,  that  some 
of  them  be  admitted  to  medical  honours  be- 
fore the  period  fixed  for  my  resignation — 
some  of  them  would  do  no  dishonour  to  the 
first  Universities  in  Europe — some  benefit 
may  also  be  derived  from  this,  by  such  per- 
sons as  the  Trustees  may  think  proper  to 
employ  as  teachers  in  future  in  the  different 
branches  of  Medicine.  I have  only  to  re- 
quest that  the  Trustees  will  be  pleased  to 
come  to  some  early  determination  on  this 
subject. 

I have  the  honour  to  be,  Gentlemen,  Your 
Obedient  Servant 

N.  Romayne 

To  the  Trustees  of  Columbia  College,  New  York 

His  resignation  was  accepted  to  be  ef- 
fective on  May  tenth.  Somewhat  later  in 
February,  the  trustees  acceded  to  proposals 
of  Dr.  Bard  and  the  local  medical  society 
and  announced  a reorganization  of  the 
faculty  with  Dr.  Bard  as  dean  to  become 
effective  on  the  date  set  for  the  resignation 
of  Dr.  Romayne. 

In  the  meantime,  the  opposition  to  the 
proposed  establishment  of  the  College  of 
Physicians  and  Surgeons,  rather  than 
abiding  by  the  decision  of  the  Board  of 
Regents,  continued  in  their  efforts  to  block 
I the  development  of  the  school. 

At  the  very  beginning  of  the  1792  sessions 
of  the  Board,  the  trustees  of  Columbia 
College  sought  an  opportunity  to  present 
to  the  Board  their  own  program  for  the 
development  of  a program  of  medical 
education. 

A committee  of  the  Board,  appointed  to 
confer  with  a committee  of  the  trustees  of 


Columbia  College,  reported  to  the  Board  of 
Regents  on  February  15,  1792,  as  follows: 

That  they  met  with  said  committee  and 
were  informed  by  them  that  the  Trustees  of 
said  College  not  only  had  it  in  contemplation 
to  institute  a medical  school  agreeably  to  the 
charter  as  appears  in  the  official  papers  on  the 
subject  delivered  into  your  Board  at  their 
last  meeting — but  that  they  had  the  business 
much  at  heart  and  were  actually  proceeding 
in  it  as  fast  as  possible — and,  they  did  not 
doubt  but  they  would  be  able  very  shortly  to 
effect  it  in  such  a manner  as  fully  to  answer 
all  the  important  ends  designed  by  the  Legis- 
lature at  their  last  session  empowering  the 
Regents  to  erect  such  an  institution. 

They,  therefore,  requested  the  Regents 
would  suspend  for  the  present  any  further 
operations  on  the  subject  until  they  shall  see 
the  effect  of  the  measures  Columbia  College 
are  taking  on  it  which  they  hoped  would  be 
to  their  entire  satisfaction. 4 

It  was  thereupon  resolved 

That  this  Board  agreeably  to  the  request 
of  the  Trustees  of  Columbia  College  by  their 
committee  suspend  for  the  present  any  fur- 
ther operations  respecting  a medical  institu- 
tion till  they  shall  see  the  issue  of  that  insti- 
tuted by  said  college — and  that  the  committee 
appointed  last  spring  for  preparing  a charter 
for  a medical  school  under  the  law  passed  at 
the  last  session  of  the  legislature  for  this  pur- 
pose be  dismissed.4 

On  learning  of  the  reorganization  of  the 
Columbia  faculty  and  the  appointment  of 
Dr.  Bard  as  dean,  38  members  of  the 
student  body  who  had  been  transferred  to 
Columbia  from  Dr.  Romayne’s  private 
school  resigned  in  loyalty  to  Dr.  Romayne. 

Their  continuing  interest  in  the  estab- 
lishment of  the  College  of  Physicians  and 
Surgeons  is  evidenced  by  a petition  for  the 
granting  of  a charter  to  it  by  15  of  the 
students  at  the  February  29  meeting  of  the 
Board  of  Regents.  This  petition,  of  course, 
was  not  granted  because  of  previous 
actions  of  the  Board. 

These  actions  on  the  part  of  the  students 
led  to  precipitous  action  on  the  part  of 
Dr.  Romayne.  As  revealed  by  Dr.  Stoo- 
key,1  he  wrote  to  President  Johnson  on 
February  28,  1792,  as  follows: 

Dear  Sir: 

A Committee  of  the  Students  of  Medicine 
waited  upon  me  on  Saturday  last  to  acquaint 
me,  that  the  Students  had  quitted  the  College. 
This  circumstance  adds  to  other  afflictions, 
which  it  has  been  the  Will  of  Heaven  should 
visit  me. 

I am  now  obliged  to  provide  some  con- 
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venient  place  where  I may  in  peace  conclude 
the  Course  of  Medical  Instruction  in  which  I 
am  engaged,  so  that  the  Young  Gentlemen 
be  not  disappointed  in  then-  education.  In 
consequence  of  this,  it  is  no  longer  in  my 
power  to  perform  the  duties,  which  the  Trus- 
tees of  Columbia  College  expected,  when  they 
honoured  me  with  certain  appointments, 
and  which  I now  resign. 

The  Young  Gentlemen  who  has  charge  of  the 
Rooms  in  the  College  appropriated  to  my 
uses,  I will  request  to  wait  upon  you  for  your 
directions  respecting  them.  I beg  leave  to 
assure  you,  as  will  Dr.  Gross,  Dr.  Kemp,  and 
Mr.  Wilson  of  the  high  sense  I entertain  for 
the  civilities  & attention  paid  me  during  the 
period  I officiated  as  a Teacher  of  Medicine 
in  the  College. 

I am,  With  the  greatest  Esteem,  Your 
Obedient  Servant 

Nicholas  Romayne 

Occurring  within  a few  days  after  the 
Board  of  Regents  decided  to  withhold  the 
charter  for  the  College  of  Physicians  and 
Surgeons,  the  loss  of  most  of  the  student 
body  and  the  resignation  of  Dr.  Romayne 
placed  Columbia  in  a very  embarrassing 
position.  At  the  request  of  President 
Johnson,  the  newly  appointed  but  as  yet 
inactive  faculty  issued  a public  statement 
giving  assurance  of  the  development  of  a 
satisfactory  program  of  medical  education. 

The  final  reference  to  this  effort  of  Dr. 
Romayne  to  secure  a charter  for  his  school 
to  be  found  in  the  minutes  of  the  Board  of 
Regents  is  a belated  report  of  the  com- 
mittee appointed  to  visit  the  school  at  the 
time  of  his  original  application.  This  report 
was  made  at  the  March  27,  1792,  meeting. 

The  report  of  the  visit  to  the  school  was 
in  every  way  favorable  and  commendatory. 
However,  the  last  paragraph  is  of  special 
interest  because  of  the  confusion  which  had 
existed  in  regard  to  the  relationships 
between  Dr.  Romayne,  his  own  school,  and 
Columbia  College  at  that  time.  This 
paragraph  is  as  follows: 

They  report  further  that  Doctor  Romayne 
having  in  the  last  month  of  May  last  accepted 
of  an  appointment  to  three  lectureships  in 
medicine  by  the  Trustees  of  Columbia  College 
who  were  at  that  time  meditating  a revival 
of  their  medical  school,  your  committee  con- 
ceived he  had  by  this  act  placed  himself  under 
the  immediate  patronage  of  Columbia  College 
and  therefore  could  not  be  considered  in  the 
opinion  of  your  committee  any  longer  as  at 
the  head  of  a distinct  school.4 

In  his  third  presidential  address  to  the 
Medical  Society  of  the  State  of  New  York, 


Dr.  Romayne  refers  to  this  effort  of  co- 
operation by  his  private  medical  school  in 
the  initiation  of  a program  for  medical 
education  at  Columbia.  His  explanation 
of  such  a relationship  was  as  follows: 

The  Regents  of  the  University,  however, 
at  that  time  declined  executing  the  charter, 
and  by  an  arrangement  made  with  the  Trus- 
tees of  Columbia  College  a third  opportunity 
was  afforded  that  establishment  to  become  a 
seat  of  medical  learning.  The  private  teachers 
introduced  60  medical  students  to  that  Col- 
lege, which  being  reported  to  the  Legislature, 
a grant  of  about  30,000  dollars  was  made  to 
its  Trustees  for  the  purpose  of  enlarging  the 
college  buildings  and  furthering  the  objects 
of  education. 

The  Trustees  of  Columbia  College  having 
obtained  a number  of  students,  paying  fees, 
and  a grant  of  money  from  the  public,  pro- 
ceeded to  make  such  appointments  as  in  the 
opinion  of  the  students  were  highly  unsatis- 
factory and  which  caused  the  greatest  number 
of  them  to  abandon  the  college  and  erase 
their  names  from  its  register.6 

Queen’s  College  affiliation 

Having  been  unsuccessful  in  securing  a 
charter  for  his  school  and  having  severed 
his  connection  with  the  faculty  at  Columbia, 
Nicholas  Romayne,  determined  to  con- 
tinue teaching  the  students  who  in  loyalty 
to  him  had  withdrawn  from  Columbia, 
cast  about  for  sponsorship  of  a school  by  a 
recognized  college. 

Possibly  because  his  uncle,  Dirck  Ro- 
mayne, a prominent  theologian  in  Hacken- 
sack, New  Jersey,  had  an  interest  in  Queen’s 
(later  to  become  Rutgers)  College,  Nicholas 
Romayne  sought  to  secure  the  sponsorship 
of  his  school  by  Queen’s  College.  On  April 
10,  1792,  the  trustees  of  the  college  received 
a letter  from  Dr.  Romayne  pointing  out  the 
successful  development  of  his  school  in 
New  York  with  56  students  in  1791.  In 
his  letter  he  pointed  out  that  it  would  mean 
much  to  his  students  if  they  could  receive 
evidence  of  their  proficiency  by  receiving 
degrees  from  a recognized  educational  in- 
stitution. He  also  pointed  out  the  advan- 
tages to  the  college  in  broadening  its  in- 
fluence and  in  increasing  its  revenues.  He 
suggested  that  a temporary  professor  of 
physic  be  appointed  in  New  Brunswick, 
that  two  or  more  physicians  be  associated 
with  him  to  form  a faculty,  and  that  on 
certification  by  such  faculty  they  grant  the 
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degree  of  bachelor  of  physic  or  Doctor  of 
physic  as  the  case  might  be. 

After  appointing  a committee  to  study 
the  proposal,  the  trustees  for  some  reason 
did  not  conclude  any  official  arrangements. 

However,  that  same  year,  Dr.  Romayne 
presented  the  names  of  candidates  for 
medical  degrees.  Some  of  the  Trustees 
objected  to  granting  degrees  to  a number  of 
these  candidates  because  they  were  said 
to  have  shown  disrespect  to  Columbia 
College  by  withdrawing  from  the  College 
at  the  time  of  Dr.  Romayne’s  resignation. 
However,  they  did  confer  at  that  com- 
mencement the  M.B.  degree  on  two  of  the 
recommended  candidates  and  the  honorary 
degree  of  M.D.  on  four  well-known 
physicians. 

In  1793  Queen’s  College  continued  its 
more  or  less  informal  relationship  with 
Nicholas  Romayne’s  school  in  New  York 
and  conferred  the  M.D.  degree  on  six  rec- 
ommended candidates  and  the  honorary 
M.D.  on  two  distinguished  physicians  and 
professors  of  medicine.  There  is  on  file  in 
the  Library  of  the  New  York  Academy  of 
Medicine  a certificate  of  medical  education 
issued  to  Elishel  Du  Bois  by  Dr.  Romayne 
in  July,  1793.  This  suggests  that  Dr. 
Romayne  granted  his  personal  certificate 
to  those  students  on  whom  Queen’s  College 
refused  to  confer  the  M.B.  degree.  There 
seems  to  be  no  evidence  of  a continuing 
relationship  of  Queen’s  College  with  Dr. 
Romayne’s  school  or  even  a continuation  of 
the  school  beyond  this  date.  In  fact 
Queen’s  College  in  1794  suspended  for  a 
time  all  of  its  collegiate  exercises. 

It  is  possible  that  Dr.  Romayne  may 
have  believed  that  he  had  by  then  met  his 
responsibility  to  the  students  who  had  with- 
drawn from  Columbia  in  loyalty  to  him. 
However,  there  is  evidence  that  he  had  be- 
come discouraged  in  his  efforts  to  develop 
programs  of  medical  education  in  New 
York  and  contemplated  permanently 
abandoning  the  city. 

Throughout  the  period  of  his  difficulties 
at  Columbia  and  his  resignation  from  the 
faculty,  he  had  remained  as  a trustee  of  the 
college.  Now,  at  the  time  of  the  dis- 
continuance of  his  school  under  the  more  or 
less  unofficial  sponsorship  of  Queen’s 
College,  he  presented  his  resignation  on 
June  30,  1793.  His  letter  of  resignation  was 
discovered  and  quoted  in  full  by  Stookey.1 


It  gives  considerable  evidence  in  regard  to 
the  character  of  Dr.  Romayne  and  his 
interest  in  education  as  well  as  uncertainty 
in  regard  to  his  future.  It  was  as  follows: 

Gentlemen: 

As  I propose  to  sail  for  Europe  as  soon  as  the 
arrangement  of  my  domestic  concerns  will 
permit,  and  my  return  to  my  native  Country 
being  among  the  more  uncertain  Events  of 
my  life,  I beg  leave  to  resign  the  appoint- 
ment, which  I have  the  honour  to  hold  by  the 
Act  of  the  Legislature  of  the  State,  as  one  of 
the  Trustees  of  Columbia  College. 

Wherever  in  the  order  of  things,  I may 
hereafter  reside,  I shall  always  be  happy  in 
promoting  the  general  interests  of  literature; 
and  the  Trustees  of  Columbia  College  may  be 
assured,  I will  take  much  pleasure  in  render- 
ing them  any  services,  if  ever  they  be  pleased 
to  favour  me  with  their  commands. 

I shall  make  such  arrangements  with  Col. 
Livingston  before  my  departure  for  the 
liquidation  and  payment  of  the  Debt  due  the 
Trustees  from  the  late  Company  of  under- 
writers, for  the  payment  of  which  I have 
made  myself  responsible  as  I am  persuaded 
will  be  satisfactory. 

I am,  Gentlemen,  With  due  consideration, 
Your  Obedient  Servant 

Nicholas  Romayne 

To  the  Trustees  of  Columbia  College,  New 
York 

Thus  ended  his  fourth  effort  to  develop 
satisfactory  programs  of  medical  education 
in  New  York  after  the  Revolutionary  War. 
As  a member  of  the  early  Board  of  Regents 
in  1784,  he  had  attempted  to  re-establish 
the  medical  school  in  association  with  the 
reopening  of  King’s  College  as  Columbia. 
Being  unsuccessful  in  this,  he  had  estab- 
lished the  private  school  in  association  with 
the  Almshouse  in  1787.  He  had  apparently 
endeavored  to  turn  this  school  over  to 
Columbia  as  its  medical  school  in  1791, 
but  this  was  no  sooner  accomplished  when 
the  administration  yielded  to  the  efforts 
of  the  local  medical  society  to  appoint  its 
nominees  as  members  of  the  faculty  and 
turn  the  leadership  of  the  school  over  to  Dr. 
Bard.  This  action  had  led  to  the  with- 
drawal of  a large  percentage  of  the  student 
body  and  the  resignation  of  Dr.  Romayne. 

Although  there  is  plenty  of  evidence  that 
he  in  no  way  lost  his  interest  in  medicine, 
it  was  not  until  nearly  fourteen  years  later 
that  he  again  had  an  opportunity  to 
assume  a position  of  leadership  in  the  field 
of  medical  education. 


J 


August  15,  1966  / New  York  State  Journal  of  Medicine  2167 


Blount  affair 

Although  he  had  apparently  always  been 
interested  in  international  affairs  and  in 
land  grants  and  purchases,  it  was  probably 
his  trip  to  Europe,  together  with  his 
relationships  with  William  Blount  of  Ten- 
nessee, that  placed  him  for  a number  of 
years  in  more  or  less  disrepute  in  New  York. 

As  he  indicated  in  his  letter  of  resigna- 
tion as  a trustee  of  Columbia,  he  proceeded 
with  his  plans  to  return  to  Europe  and 
possibly  take  up  his  permanent  residence 
there.  He  sailed  for  England  on  July  12, 

1795,  and  remained  abroad  until  October, 

1796.  While  in  Europe  he  spent  con- 
siderable time  visiting  the  medical  centers  in 
London,  Edinburgh,  Leyden,  and  Paris  to 
bring  himself  up-to-date  in  the  advances  in 
medicine  since  his  earlier  student  days. 

It  was  in  connection  with  this  trip  to 
Europe  that  Dr.  Romayne  became  more  or 
less  involved  in  certain  land  speculations 
which  ultimately  led  to  the  expulsion  of 
Sen.  William  Blount  of  Tennessee  from  the 
United  States  Senate,  followed  by  a noted 
congressional  investigation. 

During  the  two  years  Dr.  Romayne  had 
spent  in  Philadelphia  while  New  York  was 
occupied  by  the  British,  he  had  become 
acquainted  with  William  Blount  who  had 
been  governor  of  the  whole  Southwest 
Territory  under  President  Washington. 
William  Blount  was  probably  the  most 
active  and  most  prominent  individual  in 
the  development  and  settling  of  what  were 
then  the  western  portions  of  this  country, 
especially  in  the  area  which  became  the 
State  of  Tennessee.  Through  grants  and 
purchases  he  had  acquired  vast  tracts  of 
land  in  this  area  of  the  country. 

During  his  trip  to  Europe  in  1795,  Dr. 
Romayne  was  to  make  inquiries  in  regard 
to  the  possible  sale  of  certain  of  these  lands 
to  residents  of  England,  many  of  whom 
h^d  been  interested  in  the  purchase  of 
lands  in  other  portions  of  the  United  States. 

On  his  return  to  this  country  in  1796, 
Dr.  Romayne  met  with  William  Blount  who 
had  by  then  become  the  first  senator  of  the 
newly  admitted  State  of  Tennessee.  He 
reported  that  at  the  time  there  was  little 
interest  in  the  purchase  of  new  lands  be- 
cause of  the  many  uncertainties  as  to  the 
political  situations  both  in  Europe  and  in 
America. 


He  further  reported  to  Senator  Blount 
that  while  in  Europe  he  had  learned  that 
by  a secret  treaty,  Spain  had  deeded  the 
entire  Louisiana  Territory  to  France.  He 
expressed  the  belief  that,  with  France  in 
possession  of  the  lands  west  of  the  Missis- 
sippi, the  property  east  of  the  river  in 
which  Senator  Blount  was  interested  would 
become  worthless.  At  that  time  relation- 
ships between  the  United  States  and  France 
were  near  the  breaking  point,  and  France 
was  at  war  with  England. 

Both  apparently  believed  that  it  would 
be  in  the  best  interest  of  the  United  States 
and  especially  of  the  value  of  lands  in  the 
South  and  West  if  England  rather  than 
France  were  in  possession  of  the  Louisiana 
Territory.  Nicholas  Romayne  offered  to 
arrange  for  Senator  Blount  to  meet  certain 
influential  people  in  England  if  he  decided 
to  visit  that  country  in  an  attempt  to 
influence  it  in  acquiring  possession  of  the 
lands  then  by  secret  treaty  in  the  hands  of 
France. 

Senator  Blount  proceeding  with  his 
plans  decided  to  attempt  to  indoctrinate 
the  early  settlers  and  Indian  tribes  so  that 
they  would  side  with  England  if  it  should 
make  an  effort  to  take  over  the  Territory. 
By  pure  chance,  President  Adams  learned 
something  of  Senator  Blount’s  efforts. 
Apparently  believing  that  Spain,  with 
which  the  United  States  was  at  peace  and 
under  treaty  obligations  and  agreements  in 
regard  to  navigation  on  the  Mississippi,  was 
still  in  possession  of  the  Louisiana  Territory, 
he  considered  this  a traitorous  move  and 
presented  the  exposure  to  both  Houses  of 
Congress.  William  Blount  was  expelled 
from  the  Senate,  and  impeachment  pro- 
ceedings were  initiated. 

Apparently  something  was  learned  in 
regard  to  Nicholas  Romayne’s  contacts 
with  Senator  Blount.  Hence  he,  as  a 
possible  accomplice,  was  arrested  in  his 
home  in  New  York  and  taken  to  Philadel- 
phia to  testify  before  a congressional  com- 
mittee. Here  he  gave  forthright  and  de- 
tailed testimony  in  regard  to  all  relation- 
ships and  conversations  with  Senator 
Blount,  the  substance  of  which  are  re- 
ferred to  in  this  report.  None  of  his  testi- 
mony was  refuted  or  questioned,  no  charges 
were  made  against  him,  and  the  impeach- 
ment charges  against  Senator  Blount  were 
ultimately  dismissed. 
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Because  of  these  relationships  with  Sen- 
ator Blount,  he  was  severely  criticized  by  his 
personal  enemies  and  for  a period  was  in 
more  or  less  disrepute  in  New  York.  How- 
ever, he  apparently  continued  the  private 
practice  of  medicine  but  for  several  years 
was  inactive  in  the  field  of  medical  educa- 
tion. 

In  1800  he  again  visited  Europe  to  bring 
himself  up-to-date  on  the  latest  develop- 
ments in  medicine.  In  the  minutes  of  the 
July  8, 1800,  meeting  of  the  Medical  Society 
of  the  State  of  New  York  (a  predecessor  of 
the  New  York  County  Medical  Society)  is 
a note  that  the  censors  reported  that  they 
had  appointed  Dr.  Nicholas  Romayne  to 
purchase  books  in  London  to  the  amount  of 
$50  for  the  Medical  Society.6 

It  was  during  this  trip  to  Europe  that 
he  was  credited  as  being  the  first  American 
to  become  a Fellow  of  the  Royal  College  of 
Physicians  of  Edinburgh.  In  the  official 
records  of  the  University  of  Edinburgh  of 
1800,  he  is  listed  among  a group  who  were 
admitted  as  Ordinary  Fellows  of  the 
College.  On  this  list  his  residence  is  given 
as  London. 

Developments  at  Columbia 

In  the  meantime,  under  Dr.  Bard  as 
dean,  little  progress  was  made  in  the 
development  of  the  medical  college  at 
Columbia  College.  It  is  said  that  Dr. 
Bard  took  no  active  part  in  the  teaching 
program  and  merely  served  as  liaison  officer 
between  the  professors  of  medicine  and  the 
board  of  trustees,  of  which  he  was  a 
member.  Apparently  his  only  active 
participation  in  the  conduct  of  the  medical 
school  was  limited  to  giving  a lecture  at  the 
opening  of  the  school  in  the  fall  and  the 
commencement  address  in  the  spring. 
Langstaff7  in  a biography  of  Dr.  Bard  ex- 
plains his  relationship  to  the  school  as 
follows:  “Caught  in  the  engrossing  de- 

mands of  country  life,  Sam  Bard  had  little 
time  for  more  than  a conversational  interest 
in  the  enterprises  that  he  had  successfully 
stimulated  in  New  York.” 

Some  indication  of  the  deterioration  and 
lack  of  prestige  of  the  school  during  the 
period  of  Dr.  Bard’s  deanship,  which  ex- 
tended from  1792  until  his  resignation  in 
1804,  is  given  by  the  small  number  of 
graduates — 1 in  1789;  none  in  1799,  1800, 


and  1801;  4 in  1802;  and  3 in  1803  and 
1804. 

Organization  of  the  Medical  Society 
of  the  County  of  New  York 

In  April,  1806,  the  New  York  State 
Legislature  enacted  a statute  incorporating 
the  Medical  Society  of  the  State  of  New 
York  and  its  constituent  county  societies 
for  the  purpose  of  regulating  the  practice  of 
physic  and  surgery  and  of  examining  and 
licensing  physicians  for  practice. 

This  legislation  sounded  the  death  knell 
of  the  previously  existing  local  medical 
society  of  New  York  City  and  called  for  the 
establishment  and  organization  of  an 
official  medical  society  of  the  County  of 
New  York. 

On  July  1,  1806,  102  physicians  of  New 
York  county  met  to  organize  such  a society. 
Neither  Dr.  John  Bard  nor  Dr.  Samuel 
Bard  was  listed  as  being  present.  Dr. 
Romayne  was  appointed  as  chairman  of  the 
meeting.  A committee  consisting  of  Dr. 
Post,  George  Anthon,  M.D.,  and  John 
Onderdouk,  M.D.,  was  appointed  to  nom- 
inate officers  to  be  elected  by  ballot. 
The  following  officers  were  elected: 
president — Nicholas  Romayne,  vice- presi- 
dent— James  Tillery,  secretary— Edward 
Miller,  and  treasurer — Valentine  Seaman. 

In  view  of  the  fact  that  Romayne  has  on 
occasion  been  referred  to  as  egotistical, 
bombastic,  and  intolerant  of  the  views  of 
others,  it  is  considered  worth  while  to 
include  here  his  inaugural  address  as  printed 
in  the  minutes  of  the  county  medical  society: 

Gentlemen: 

The  proceedings  of  this  meeting  of  the 
Physicians  and  Surgeons  of  the  City  and 
County  of  New  York  as  directed  by  the  laws 
of  the  State  having  been  delivered  to  your 
Secretary  to  be  lodged  in  the  office  of  the 
clerk  of  the  County,  you  are  hereby  “de- 
clared to  be  a body  corporate  and  politic  in 
fact  and  in  name  by  the  name  of  the  Medical 
Society  of  the  County  of  New  York.” 

On  this  solemn  occasion,  I hope  I may  be 
permitted  to  express  to  you  the  sentiments 
with  which  I am  strongly  impressed.  I feel, 
with  much  sensibility,  the  proofs  of  your 
goodness  in  inviting  me  to  aid  you  in  your 
labors  to  establish  in  this  City  the  first  med- 
ical institution  which  has  ever  been  carried 
into  effect  by  the  laws  of  this  State. 

The  portion  of  duty,  which  in  this  Society 
you  have  been  pleased  to  allot  to  my  share,  is 
beyond  my  capacity  to  perform  as  I could 
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wish.  I shall,  however,  expect  the  aid  and 
counsel  of  those  of  my  fellow  members,  who, 
by  their  talents  and  usefulness  have  gained 
respect  and  consideration;  and,  I shall  hope 
for  indulgence  from  each  of  you,  when  it  is 
considered  that,  in  human  affairs,  defects  are 
sometimes  connected  with  the  best  intentions. 

I trust  it  is  solemnly  impressed  on  the  mind 
of  every  member  of  this  institution  that  the 
powers  which  are  delegated  by  this  Legisla- 
ture of  this  State  in  the  act  for  their  incor- 
poration, have  been  granted  to  promote  in 
this  City  the  honor  and  usefulness  of  the 
medical  profession,  which  is  intimately  con- 
nected with  the  public  good;  and  I feel  a 
confidence  that  every  gentleman  in  the  exer- 
cise of  his  corporate  duties  will  aways  be 
governed  by  the  principles  of  moderation  and 
justice. 

There  are  high  and  important  duties  which 
the  Society  owes  to  the  public  from  whom  they 
derive  their  corporate  existence;  there  are 
others,  which  they  owe  to  their  profession  and 
themselves.  In  a learned  and  liberal  profes- 
sion, few  men  yield  a degree  of  temporary 
interest  to  the  support  of  its  dignity  and 
honor  without  finding  it  to  their  ultimate 
advantage,  and  to  bow  with  proper  deference 
to  the  habits  and  opinions  of  the  community 
is  a part  of  prudence  which  we  ought  not  to 
forget;  by  a generous  and  liberal  exercise  of 
power,  we  conciliate  the  esteem  and  affection 
of  the  public. 

As  members  of  this  Society,  we  differ  in 
age,  in  opportunities  of  education,  and  per- 
haps in  mental  endowments,  yet,  there  are 
few  men  without  some  portion  of  merit.  We 
are  brethren  of  the  same  profession,  and  by 
liberal  intercourse  with  each  other,  we  may 
increase  our  knowledge  and  become  more 
useful  to  the  public. 

Hoping  with  great  sincerity  that  this  insti- 
tution may  be  a blessing  to  the  community 
and  that  our  labors  and  example  may  be  use- 
ful to  those  who  succeed  us,  I shall  proceed 
with  diffidence  to  execute  the  duties  of  the 
office  you  have  been  pleased  to  assign  me.8 

The  College  of 
Physicians  and  Surgeons 

On  February  13,  1807,  largely  through 
the  efforts  of  Nicholas  Romayne  and  in  the 
face  of  considerable  opposition,  the  county 
medical  society  voted  to  appeal  to  the 
Legislature  and  the  Board  of  Regents  to  be 
incorporated  as  a College  of  Physicians 
and  Surgeons.  The  argument  was  offered 
that  “their  usefulness  would  be  extended 
in  promoting  the  public  good  and  the  im- 
provement of  their  profession  were  they 
incorporated  under  the  direction,  in- 
spection, and  patronage  of  the  Regents  of 
the  State  as  a College  of  Physicians  and 


Surgeons.”8  It  is  possible  that  many 
members  considered  that  the  intent  of  this 
action  was  merely  to  give  prestige  to  the 
Society  and  to  those  licensed  for  practice  by 
it.  Those  licensed  could  then  be  designated 
as  licentiates  of  the  College  of  Physicians 
and  Surgeons  simulating  designations  ac- 
corded in  Great  Britain.  The  minutes  of 
the  Society  show  no  suggestion  of  any 
intent  to  actually  conduct  a medical 
school  under  the  proposed  charter. 

Having  the  approval  of  the  County 
Medical  Society,  Romayne  saw  to  it  that 
no  time  was  lost,  and  the  application  was 
presented  to  the  Regents  on  March  3, 
1807. 

The  Board  of  Regents,  cognizant  of  the 
fact  that  the  medical  school  at  Columbia 
had  not  lived  up  to  their  expectations,  did 
not  hesitate  to  take  immediate  action  on 
this  application  from  the  New  York  County 
Medical  Society.  They  had  been  au- 
thorized to  grant  such  a charter  by  the 
legislative  action  taken  in  1791  at  the  time 
of  Dr.  Romayne’s  original  application. 
They  referred  the  new  application  to  a 
committee  which  reported  at  the  next 
meeting  of  the  Board,  held  on  March  10, 
1807.  The  minutes  of  this  meeting  indicate 
that  there  was  again  an  effort  to  block  Dr. 
Romayne  in  his  efforts  to  secure  a charter 
for  the  College  of  Physicians  and  Surgeons. 
The  following  is  an  extract  of  the  minutes: 

That  they  (the  committee)  had  met  to- 
gether and  maturely  considered  as  well  the 
application  for  the  instituting  by  the  Regents 
of  the  University  a College  of  Physicians  and 
Surgeons  in  the  City  of  New  York  as  the 
Remonstrance  against  the  same,  and  they  are 
unanimously  of  the  opinion  that  by  granting 
the  prayer  of  the  memorialists,  medical 
science  will  be  promoted;  they,  therefore, 
recommend  that  a College  of  Physicians  and 
Surgeons  be  established  in  the  City  of  New 
York.”4 

Two  days  later  on  March  12,  1807,  the 
Board  approved  a detailed  charter  for  the 
college,  which  provided  for  an  election  of 
officers  by  the  trustees  to  be  held  in  New 
York  during  the  first  week  of  May. 

Further  evidence  that  Romayne  might 
have  been  unsuccessful  in  this  second 
attempt  to  incorporate  a College  of 
Physicians  and  Surgeons  in  New  York  if  he 
had  acted  more  slowly  is  found  in  the 
minutes  of  the  March  23  meeting  of  the 
county  medical  society  when  a belated  and 
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unsuccessful  effort  was  made  to  rescind  the 
action  taken  at  the  February  meeting.8 

Incorporation  of  College 
of  Physicians  and  Surgeons 

By  the  charter  granted  by  the  Regents, 
the  New  York  County  Medical  Society 
was  incorporated  as  a College  of  Physicians 
and  Surgeons  with  all  101  members  as 
trustees.  The  Regents  reserved  the  right 
to  amend  the  charter  and  to  remove  any  or 
all  of  the  trustees. 

The  college  was  fully  organized  on  May 
5,  1807,  and  the  following  officers  were 
elected:  president — Dr.  Romayne,  vice- 

president — Dr.  Mitchell,  registrar — Archi- 
bald Bruce,  M.D.,  and  treasurer — Abraham 
Bower,  physician. 

The  Board  of  Censors  was  made  up  of  13 
physicians.  The  professorships  first  estab- 
lished by  the  Regents  were  as  follows: 
practice  of  physic — Edward  Miller,  M.D., 
j chemistry- — Dr.  Mitchell,  botany  and 
materia  medica — Dr.  Hosack,  institutes  of 
medicine — Benjamin  De  Witt,  M.D.,  and 
mineralogy— Dr.  Bruce. 

For  the  purpose  of  completing  the 
system  of  instruction,  the  trustees,  under 
the  powers  of  the  charter,  appointed 
lecturers  for  areas  not  covered  by  the  pro- 
fessorships mentioned.  These  in  general 
involved  dual  responsibilities  for  the  pro- 
fessors named,  rather  than  adding  new 
members  to  the  faculty. 

The  department  of  anatomy  was  com- 
mitted to  the  direction  of  Dr.  Romayne 
who  already  had  taken  measures  to  pro- 
cure the  cooperation  of  an  eminent  teacher 
i of  anatomy.  This  in  itself  is  an  indication 
of  the  high  standards  Dr.  Romayne  aimed 
at  in  the  establishment  of  the  school.  The 
man  he  sought  was  John  Augustine  Smith, 
M.D.,  who  had  graduated  from  William 
and  Mary  College  in  1800,  studied  medicine 
in  England,  graduated  from  the  school  as- 
sociated with  St.  Thomas’  Hospital  in 
London,  and  then  returned  to  Virginia  to 
set  up  a medical  practice.  He  was  per- 
suaded to  accept  the  call  to  the  new  school 
as  adjunct  lecturer  in  anatomy  and  thus 
became  a member  of  its  first  faculty.  Dr. 
Smith’s  future  career  is  interesting  from  the 
standpoint  of  the  history  of  medical  educa- 
tion. He  became  increasingly  prominent 
in  the  College  of  Physicians  and  Surgeons 


and  within  a few  years  held  professorships 
in  anatomy,  physiology,  and  surgery.  In 
1814  when  Dr.  Romayne  was  no  longer 
connected  with  the  College,  Dr.  Smith  was 
persuaded  to  return  to  William  and  Mary 
College  as  its  president.  As  president,  he 
endeavored  to  move  the  college  to  Rich- 
mond and  establish  a medical  school  in 
connection  with  it.  His  plan  failed,  and  in 
1826  he  resigned  as  president  and  returned 
to  New  York  to  join  again  the  faculty  of  the 
College  of  Physicians  and  Surgeons.  In 
1831  he  succeeded  John  Watt,  M.D.,  as  its 
president.  From  then  on  until  his  retire- 
ment in  1843,  he  was  probably  the  most 
prominent  medical  educator  in  New  York. 

The  fact  that  it  was  Nicholas  Romayne 
who  brought  Dr.  Smith  to  New  York  from 
Virginia  in  1807  as  a member  of  the  original 
faculty  of  the  College  of  Physicians  and 
Surgeons,  together  with  the  outstanding 
contributions  which  Dr.  Smith  later  made 
to  the  advancement  of  medical  education 
in  New  York,  is  evidence  of  Romayne’s 
wisdom  in  the  development  of  high 
standards  of  medical  education. 

A small  two-story  building  on  Robinson 
Street  was  fitted  up,  and  lectures  were 
commenced  on  November  7,  1807.  Dr. 
Miller,  professor  of  physic,  made  arrange- 
ments for  clinical  instruction  in  the  New 
York  Hospital  and  with  McNeven,  M.D., 
a member  of  the  college,  for  a course  of 
clinical  lectures  at  the  Almshouse. 

The  college  had  a very  auspicious  and 
successful  beginning.  Fifty-three  students 
were  enrolled  for  the  first  course  of  lectures, 
72  for  the  second,  and  73  for  the  third.  A 
new  and  larger  building  on  Pearl  Street  was 
acquired  and  formally  opened  for  students 
in  November,  1808. 

Although  Dr.  Romayne  had  been  success- 
ful in  securing  a charter  for  the  school,  no 
funds  were  available  for  its  development. 
Neither  the  Board  of  Regents  nor  the 
county  medical  society  were  in  a position  to 
provide  it  with  any  financial  support. 
Dr.  Romayne’s  interest  and  unselfish 
attitude  in  the  establishment  of  the  school 
are  indicated  by  the  fact  that  he  gave  his 
personal  notes  for  the  funds  required  for  at 
first  renting  and  later  buying  a building  to 
house  the  school  and  for  meeting  at  the 
same  time  its  current  expenses.  Later  his 
personal  notes  were  discounted,  and  Dr. 
Miller  and  Dr.  Bruce  joined  him  in  as- 
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suming  responsibility  for  a new  note  as 
well  as  subsequent  notes,  which  by  1810 
amounted  to  a total  of  more  than  $8,000. 

In  November,  1808,  on  a recommenda- 
tion of  the  Board  of  Regents,  the  State 
Legislature  made  a grant  of  $20,000  to  the 
school  to  be  derived  from  a lottery  and  paid 
in  annual  installments  of  $5,000.  How- 
ever, the  lottery  was  delayed,  and  the  first 
payment  was  not  made  until  late  in  1810, 
when  it  was  used  in  partial  payment  of  the 
notes.  Final  repayment  was  not  made 
until  Dr.  Romayne  and  his  confreres  were 
no  longer  connected  with  the  school. 

In  spite  of  the  financial  difficulties  in- 
volved in  the  development  of  the  college, 
Dr.  Romayne  in  his  efforts  to  extend  the 
opportunities  for  medical  education  to 
residents  of  all  sections  of  the  State  per- 
suaded the  Board  of  Regents  to  offer 
scholarships  (exempting  the  payment  of 
professors’  fees)  to  one  student  recom- 
mended by  each  of  the  county  medical 
societies.  In  response  to  a petition  from 
the  professors,  the  Regents  discontinued 
this  policy  at  the  end  of  the  first  year. 

Dr.  Romayne  becomes  president  of 
Medical  Society  of  the 
State  of  New  York 

At  this  time  Nicholas  Romayne  oc- 
cupied a rather  unique  position  in  relation 
to  the  New  York  county  medical  society, 
although  there  developed  considerable  op- 
position to  him  on  the  part  of  certain 
members  of  the  society.  During  his  term 
as  president,  he  had  been  elected  delegate 
to  the  State  Society  to  replace  Dr.  Mitchell 
whose  term  was  for  a period  of  four  years 
and  whose  responsibilities  as  United  States 
senator  interfered  with  his  attendance  at 
meetings.  It  is  said  that  Dr.  Romayne 
arrived  in  Albany  too  late  to  attend  the  first 
meeting  of  the  Society.  However,  at  the 
second  meeting  of  the  Society,  held  on  the 
first  Tuesday  of  February,  1808,  he  not 
only  was  present  but  was  elected  president. 
In  1809  and  again  in  1810  he  was  re-elected 
president,  at  the  end  of  which  time  his 
term  as  delegate  expired. 

During  the  first  year  he  served  as  presi- 
dent of  the  State  Society,  Dr.  Romayne  as 
chairman  of  the  Committee  of  Correspond- 
ence reported  a draft  of  a circular  letter 
to  the  county  medical  societies.  The 


following  extracts  from  this  letter  indicate 
his  interest  in  improving  the  standards  of 
both  medical  education  and  medical  service 
throughout  the  State. 

The  Society  do  not  doubt,  but  that  the 
powers  with  which  the  County  Medical 
Societies  are  invested,  will  be  exercised  with 
moderation,  and  that  nothing  will  be  done  to 
give  offense  to  the  public;  they  will  recollect 
that  Medicine  has  been  justly  considered  one 
of  the  liberal  professions,  and  that  this  charac- 
ter can  be  supported  only  when  it  is  exercised 
on  principles  just  and  liberal. 

In  a new  country,  many  of  whose  resources 
are  still  unknown,  superior  beneficial  effects 
must  result  from  favoring  scientific  researches. 

As  the  Medical  Profession  can  only  be 
respectable  in  a well  informed  community, 
and  as  the  ignorant  and  illiterate  are  the  only 
dupes  of  empyricism,  the  County  Medical 
Societies  will  see  the  usefulness  of  exerting 
their  influence  to  promote  education  and  of 
uniting  their  efforts  with  the  Regents  of  the 
University  for  such  purposes. 

The  science  of  Medicine  comprehends 
almost  all  the  sciences  and  useful  arts,  which 
contribute,  in  some  form  or  other,  to  preserve 
health,  and  to  prevent  and  cure  disease;  it  is, 
therefore,  requisite  that  the  County  Societies 
should  unite  their  efforts  with  the  agricultural 
and  other  Societies  of  the  State,  to  aid  in 
their  labors  the  promotion  of  the  useful  arts.6 

His  annual  addresses  as  president  of  the 
State  Medical  Society  give  evidence  of  his 
broad  understanding  of  the  role  and  re- 
sponsibilities of  the  medical  profession  as 
well  as  his  intimate  knowledge  of  develop- 
ments in  the  European  countries  which  he 
had  visited  on  at  least  three  different  oc- 
casions since  his  graduation  from  Edin- 
burgh in  1780.  The  following  extracts  are 
of  special  interest: 

The  history  of  all  the  learned  professions 
proves  that  none  of  them  becomes  extensively 
useful  or  respectable,  except  under  the 
immediate  restraint  of  its  own  members.  It 
is  the  well  informed  Physician  or  Surgeon  who 
must  be  the  proper  judge  of  the  nature  and 
extent  of  the  Medical  Profession,  and  of  the 
qualifications  and  fitness  of  those  who  can  be 
entrusted  to  exercise  the  same  with  safety 
and  advantage  to  the  public. 

The  successful  practice  of  rational  Medicine 
is  so  much  connected  with  an  improved  state 
of  society,  that  Physicians  are  interested  in 
becoming  the  patrons  of  the  Arts  and  Sciences, 
and  all  the  various  branches  of  education. 
The  success  which  has  attended  the  exertions 
of  medical  men  in  these  particulars,  especially 
in  France,  England,  and  Germany  is  con- 
spicuous, and  has  been  honorably  acknowl- 
edged by  those  nations. 
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The  Society  will  no  doubt  continue  to 
encourage  such  extensive  researches  and  in- 
vestigations, as  by  their  happy  result  may 
add  to  the  growing  importance  of  the  State. 

The  Science  of  Medicine  embraces  the 
study  and  knowledge  of  nature,  and  of  those 
arts  which  are  conducive  to  the  subsistence, 
comfort  and  convenience  of  man. 

Though  the  nations  of  Europe  are  engaged 
in  sanguinary  wars,  yet  at  no  period  have  her 
philosophers  been  more  successful  in  brilliant 
discoveries.  During  the  last  year,  Mr.  Davy, 
Professor  of  Chemistry  in  the  Royal  Institu- 
tion at  London,  pursuing  a train  of  ingenious 
investigations,  has  made  some  of  the  most 
important  discoveries  of  which  modern  times 
can  boast,  or  have  been  presented  to  the 
world  since  the  days  of  Sir  Isaac  Newton.6 

He  enters  into  considerable  detail  in 
regard  to  the  experiments  and  discoveries 
of  Professor  Davy. 

Discord 

In  the  meantime,  the  early  prestige  and 
the  immediate  success  of  the  College  of 
Physicians  and  Surgeons  were  soon  be- 
clouded by  other  internal  and  external 
controversies.  These  were  inevitable  with 
all  members  of  the  county  medical  society 
serving  as  trustees  of  the  institution.  Thus, 
the  impact  of  the  Columbia  group’s  op- 
position and  other  local  professional  an- 
tagonisms were  brought  to  bear  on  the 
organization  and  administration  of  the 
college. 

The  Board  of  Regents  was  appealed  to 
from  the  very  opening  of  the  college  to 
make  amendments  to  its  charter  in  the 
interest  of  the  various  groups  and 
individuals  involved.  It  is  said  that  at  one 
time  as  many  as  five  different  groups  ap- 
pealed to  the  Board  of  Regents  to  make  rec- 
ommended changes  in  the  organization  of 
the  college. 

As  early  as  March  3,  1808,  the  Board 
amended  the  charter  and  resumed  the 
power  of  electing  the  officers  and  censors 
which  had  originally  been  granted  to  the 
trustees.  At  the  same  time,  the  president, 
registrar,  treasurer,  and  professors  of  the 
college  were  constituted  a “senatus  acade- 
micus”  to  have  the  immediate  government 
of  the  college  under  ordinances  of  the 
Regents. 

Apparently  the  most  active  and  in- 
fluential physician  seeking  a reorganiza- 
tion and  a change  in  the  administration  of 


the  college  was  Dr.  Hosack.  Although 
still  a member  of  the  faculty  of  the  Medical 
School  of  Columbia  College,  he  had  sought 
and  received  an  appointment  in  the  newly 
organized  College  of  Physicians  and 
Surgeons.  However,  he  was  dissatisfied 
with  his  appointment  and  had  written  to 
Dr.  Romayne  as  president  demanding  a 
more  lucrative  appointment  carrying 
greater  prestige  as  an  alternative  to  his 
resignation.  Dr.  Romayne  had  refused  to 
accede  to  his  demands,  and  Dr.  Hosack 
was  no  longer  a member  of  the  faculty 
although  he  remained  as  a trustee. 

In  his  efforts  to  displace  Dr.  Romayne 
and  himself  acquire  his  desired  position  of 
prominence  in  the  college,  he  sought  the 
assistance  of  Dr.  Bard  who  had  retired 
from  practice  and  was  living  in  his  country 
home  on  the  bank  of  the  Hudson  River. 
Dr.  Bard  had  for  many  years  sponsored  Dr. 
Hosack,  first  as  an  assistant  and  later  as  a 
partner.  He  sought  and  secured  Dr. 
Bard’s  willingness  to  accept  the  nominal 
position  of  president  of  the  College  of 
Physicians  and  Surgeons  with  no  re- 
sponsibilities other  than  giving  the  annual 
opening  address  and  awarding  the  degrees. 
Dr.  Hosack  thereupon  intensified  his  cam- 
paign to  displace  Dr.  Romayne  and  secure 
for  himself  a prominent  position  on  the 
faculty  of  the  college.  That  he  was  ulti- 
mately successful  is  indicated  by  the  actions 
of  the  Board  of  Regents. 

The  minutes  of  the  Board  of  Regents 
show  that  on  March  4,  1811,  several 
groups  submitted  communications  to  the 
Board  in  regard  to  the  organization  and 
conduct  of  the  college.  Copies  of  these 
were  sent  to  Dr.  Archibald  Bruce,  registrar, 
for  presentation  to  the  officers  and  faculty 
of  the  college  with  a statement  that  the 
Regents  would  take  them  under  considera- 
tion on  March  25  and  that  communications 
and  answers  should  be  received  by  that 
date.  At  the  March  25  meeting,  com- 
munications of  March  22  and  23  from  Dr. 
Romayne  were  read  and  together  with  the 
communications  previously  received  were 
referred  to  a committee.  It  is  unfortunate 
that  there  apparently  remains  no  evidence 
as  to  the  contents  of  any  of  these  com- 
munications. 

The  Board  appointed  a committee  con- 
sisting of  Chief  Justice  Kent,  Judge 
Spencer,  and  Judge  Smith  to  inquire  into 


August  15,  1966  / New  York  State  Journal  of  Medicine  2173 


the  entire  situation.  On  April  1,  1811,  the 
committee  presented  a rather  lengthy  re- 
port including  no  explanation  or  details 
of  the  problems  involved  or  the  accusations 
of  any  individuals  or  groups.  The  follow- 
ing are  brief  extracts  of  the  report: 

That  unfortunate  misunderstandings  have 
taken  place  between  several  professors  of  that 
institution,  which  have  already  materially 
impeded  its  operation,  and  unless  something 
effectual  is  done  by  the  Regents,  it  will  be- 
come degraded  in  the  estimation  of  the  public 
and  its  usefulness  be  inevitably  destroyed  .... 

The  committee  have  forborne  to  trace  and 
bring  to  light  the  conduct  of  individuals  be- 
cause in  their  opinion  it  would  be  both  useless 
and  invidious. 

Propositions  have  been  made  to  the  com- 
mittee to  remodel  with  a view  of  rendering  its 
operation  more  simple,  and  of  introducing 
into  it  several  of  the  professors  of  the  medical 
school  in  Columbia  College  and  other  eminent 
and  distinguished  individuals  ...  .4 

At  this  same  meeting  of  the  Board  of 
Regents,  a new  organization  of  the  college 
was  effected  by  extensive  and  detailed 
alterations  in  the  charter,  and  Dr.  Bard 
was  elected  president.  Immediately  there- 
after Dr.  Hosack  was  appointed  professor 
of  the  theory  and  practice  of  physic  and 
clinical  medicine. 

Satisfactory  arrangements  were  ap- 
parently made  for  combining  the  faculty  of 
the  medical  school  of  Columbia  with  the 
College  of  Physicians  and  Surgeons  under 
the  control  of  the  Board  of  Regents.  In 
their  annual  report  of  1813  to  the  Regents, 
the  trustees  of  Columbia  College  stated: 

The  Ti'ustees  have  consented  that  the 
medical  department  of  the  college  should  be 
incorporated  with  the  College  of  Physicians 
and  Surgeons,  and  for  that  purpose  have  re- 
scinded their  act  relative  to  the  faculty  of 
medicine,  which  accordingly  forms  no  longer  a 
part  of  the  establishment  under  their  care. 

Medical  Institution 
of  State  of  New  York 

Apparently  determined  to  continue  their 
efforts  in  the  field  of  medical  education, 
Dr.  Romayne  and  a group  of  his  confreres 
who  had  been  relieved  of  their  faculty 
positions  immediately  set  out  to  establish 
the  Medical  Institution  of  the  State  of  New 
York  in  New  York  City. 

On  October  8,  1811,  he  wrote  to  President 
Livingston  of  Queen’s  College  in  regard  to 
the  possible  affiliation  of  his  institution  with 


Queen’s  College.  He  stated  that  a pro- 
visional organization  had  been  formed  but 
that  no  appointments  had  been  made, 
awaiting  the  advice  and  cooperation  of 
the  college.  A formal  document  was 
addressed  to  the  president  and  trustees 
of  Queen’s  College  on  December  14,  1811, 
asking  for  an  academic  connection  of  their 
institution,  the  Medical  Institution  of  the 
State  of  New  York,  with  Queen’s  College. 
This  was  signed  by  “Archibald  Bruce, 
Nicholas  Romayne,  John  Watt,  Jr.,  John 
Griscom,  Thomas  Cook,  and  Valentine 
Seaman,”  all  men  of  the  highest  rank  in  the 
profession.  The  memorial  was  ac- 
companied by  a letter  discussing  in  some 
detail  the  motives  and  the  plans  of  the 
founding  group  and  the  justification  for  an 
academic  affiliation  with  Queen’s  College. 
It  was  pointed  out  that  a college  of  medicine 
must  be  located  in  a community  where  the 
required  facilities,  including  hospitals, 
would  be  readily  available. 

Dr.  Watt  was  delegated  by  the  group  to 
confer  with  President  Livingston  and  work 
out  the  details  of  the  proposed  affiliation. 
They  apparently  worked  very  expeditiously 
and  came  to  full  agreement.  On  January 
21,  1812,  President  Livingston  presented  to 
the  trustees  of  Queen’s  College  the  me- 
morial of  the  group  together  with  fourteen 
articles  of  an  agreement  to  establish  the 
union.  These  articles  called  for  a termina- 
tion of  the  earlier  more  or  less  informal  con- 
nection made  with  Dr.  Romayne’s  school 
in  1792  and  outlined  the  terms  of  relation- 
ship with  the  new  college.  The  trustees 
assumed  no  responsibility  for  the  finances 
of  the  college  and  would  expect  no  emolu- 
ment except  that  a candidate  on  receiving 
his  degree  might  make  such  acknowledg- 
ment to  the  president  as  the  medical  faculty 
might  approve.  The  trustees  reserved  to 
themselves  the  appointment  of  all  faculty 
members  and  approval  of  the  term  of  study 
and  the  manner  of  certifying  the  granting 
of  degrees.  They  agreed,  however,  not  to 
act  in  control  of  the  work  of  the  faculty 
but  to  leave  all  governing  and  teaching  to 
them  as  if  the  union  did  not  exist.  The 
trustees  proceeded  to  name  the  six  signers 
of  the  petition  to  the  various  professor- 
ships on  the  faculty,  instituting  them  with 
one  additional  member  (Robert  Bayard, 
M.D.)  as  the  faculty  of  medicine  of 
Queen’s  College  in  New  Jersey  as  follows: 
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Dr.  Bruce,  professor  of  materia  medica 
and  mineralogy;  Dr.  Romayne,  professor 
of  the  institutes  of  medicine  and  forensic 
medicine;  Dr.  Seaman,  professor  of  anat- 
omy, physiology,  and  surgery;  Dr.  Cook, 
professor  of  anatomy,  physiology,  and 
surgery;  Dr.  Griscom,  professor  of 
chemistry  and  philosophy;  and  Dr.  Watts, 
professor  of  the  practice  of  physic. 

Dr.  Romayne  and  his  group  accepted  the 
arrangements  and  the  appointments  made 
by  the  trustees.  On  April  14  they  reported 
that  classes  had  begun  on  November  4, 
1811;  that  100,  51,  and  37  students,  re- 
spectively, had  attended  certain  groups  of 
lectures;  and  that  excellent  facilities  for  the 
work  had  been  made  available  and  classes 
had  been  held  in  a building  at  204  Duane 
Street,  New  York. 

That  the  college  continued  its  activities 
at  least  until  just  preceding  the  death  of 
Dr.  Romayne  is  indicated  by  the  fact  that 
records  of  Queen’s  College  show  that  in  1812, 
5 candidates  received  M.D.  degrees;  in 
1813,  1;  in  1814,  2;  in  1815,  7;  and  in 
1816,  6. 

In  1815  and  again  in  1816  Dr.  Romayne 
and  Dr.  Bruce,  together  with  other  mem- 
bers of  the  faculty,  applied  to  the  State 
Legislature  and  the  Board  of  Regents  to  be 
incorporated  and  granted  a charter  for  the 
school.  However,  largely  through  the 
political  campaigning  of  Dr.  Bard,  Dr. 
Hosack,  and  their  associates,  a charter  was 
denied. 

At  this  time  Queen’s  College  was  having 
serious  difficulties,  and  in  1816  its  trustees 
were  forced  to  suspend  all  collegiate  activi- 
ties for  a period  because  of  lack  of  funds. 
As  a result,  the  medical  institution  dis- 
continued its  operations.  Thus  ended  the 
second  occasion  on  which  Queen’s  College 
sponsored  a medical  school  in  New  York 
City. 

It  is  of  interest  that  ten  years  later  in 
1826,  after  the  death  of  Dr.  Romayne, 
Rutgers  (formerly  Queen’s)  College  again 
for  a brief  period  sponsored  a medical  school 
in  New  York,  this  time  under  the  leader- 
ship of  Dr.  Hosack,  who  with  a group  of 
colleagues  had  abandoned  the  College  of 
Physicians  and  Surgeons. 

That  Dr.  Romayne  remained  in  good 
standing  and  of  some  influence  in  the 
county  medical  society  after  his  separation 
from  the  College  of  Physicians  and 


Surgeons  is  indicated  by  the  fact  that  in 
1813  he  is  recorded  as  chairman  of  a com- 
mittee of  the  Society  to  instruct  its  dele- 
gates to  the  Medical  Society  of  the  State  in 
regard  to  their  responsibilities  and  activities. 

The  discontinuance  of  the  medical  in- 
stitution terminated  Nicholas  Ro- 
mayne’s  efforts  in  the  field  of  medical 
education.  He  died  July  17,  1817. 

I 

Legacies 

On  June  8,  1795,  before  leaving  for 
England  he  made  out  his  will,  a copy  of 
which  was  found  in  the  Library  of  the  New 
York  Historical  Society.  It  suggests  that 
he  was  not  a wealthy  man.  He  willed  his 
home  at  the  corner  of  John  and  Nassau 
Streets  to  his  “beloved”  sister,  Rachel,  who 
had  cared  for  him  and  his  home  for  many 
years.  He  left  100-pound  legacies  to  two 
sisters,  Jane  and  Susan,  and  to  a brother, 
Jeremiah.  His  medical  books  and  accounts 
were  to  be  given  to  John  Romayne,  the  son 
of  Dirck  Romayne.  Of  particular  interest 
in  indicating  his  attitude  toward  the  poor 
whom  he  served  and  used  for  teaching 
purposes  are  two  separate  legacies  of  100 
pounds  each  left  as  endowments  to  the 
commissioner  of  the  Almshouse.  The  in- 
come from  one  was  to  be  used  for  the 
purchase  of  common  ale  to  be  distributed  to 
the  poor  on  a given  day  each  year,  the  other 
endowment  income  to  be  distributed  an- 
nually to  the  poor  as  the  commissioner 
saw  fit. 

Summary 

Practically  all  publications  dealing  with 
the  early  history  of  medical  education  in 
New  York  have  called  attention  to  the 
unfortunate  controversies  and  feuds  which 
greatly  handicapped  and  delayed  its 
development  following  the  Revolutionary 
War.  Few  details  have  hitherto  been  pre- 
sented, however,  regarding  the  personalities 
involved  in  this  succession  of  controversies, 
which  continued  for  a period  of  nearly  forty 
years. 

Records  and  manuscripts  of  Columbia 
University  recently  reported  by  Stookey,1 
together  with  the  original  minutes  of  the 
Board  of  Regents  of  the  State  of  New 
York,4  records  of  Queen’s  College,9  material 
available  in  the  Library  of  the  New 
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York  Academy  of  Medicine,6  and  bits 
of  information  from  a variety  of  other 
sources,2’3’7’ 8 now  make  clear  the  important 
role  Dr.  Romayne  played  in  these  early 
developments. 

Dr.  Romayne  was  responsible  for  the 
initiation  of  every  program  of  medical 
education  undertaken  in  the  City  of  New 
York  during  his  career  as  a physician.  In 
1784,  as  a member  of  the  first  Board  of 
Regents,  he  endeavored  to  establish  a 
faculty  of  medicine  during  the  reorganiza- 
tion of  King’s  College  as  Columbia  College. 
When  this  faculty  failed  to  materialize,  in 
1787,  he  organized  and  conducted  his  own 
private  medical  school  in  affiliation  with  the 
city  Almshouse.  When  he  made  applica- 
tion for  a charter  for  his  school  in  1791, 
Columbia  College  persuaded  him  to  trans- 
fer his  school  to  that  college  and  assume 
responsibility  for  a program  of  medical 
education  there.  During  the  school’s  first 
year  at  Columbia  College,  Dr.  John  Bard 
was  successful  in  persuading  the  trustees  to 
effect  its  reorganization  by  appointing  his 
son,  Dr.  Samuel  Bard,  as  dean.  When  Dr. 
Romayne’s  students  learned  of  this  ap- 
pointment, they  immediately  withdrew 
from  the  school,  and  he  himself  resigned  so 
that  he  might  find  a situation  in  which  he 
could  in  peace  and  quiet  continue  the 
education  of  his  students.  Thus  in  1792, 
he  sought  an  affiliation  with  Queen’s 
College  for  a new  medical  school  which  he 
conducted  in  New  York  for  a period  of  two 
years,  after  which  time  Queen’s  College 
suspended  all  of  its  collegiate  activities 
because  of  lack  of  funds. 

Between  the  years  1793  and  1807,  when 
Dr.  Romayne  was  inactive  in  the  field  of 
medical  education,  no  new  programs  were 
undertaken  in  the  City  of  New  York.  How- 
ever, in  1807,  when  Dr.  Romayne  was 
president  of  the  newly  organized  New  York 
county  medical  society,  he  was  presented 
the  opportunity  to  assume  leadership  in 
the  organization  and  development  of  the 
College  of  Physicians  and  Surgeons.  Dur- 
ing the  first  few  years  of  its  development, 
this  college  offered  great  promise  of  success 
in  spite  of  certain  internal  difficulties. 

However,  Dr.  Bard  and  Dr.  Hosack  were 
ultimately  able  to  bring  about  a reorganiza- 
tion of  this  school  in  1811,  with  Dr.  Bard 
as  president  and  Dr.  Hosack  as  professor 


of  the  theory  and  practice  of  physic  and 
clinical  medicine. 

Dr.  Romayne,  together  with  a group  of 
his  loyal  supporters,  immediately  applied  to 
Queen’s  College  for  sponsorship  of  another 
new  medical  school  which  they  were  estab- 
lishing in  New  York  as  the  Medical  Insti- 
tution of  the  State  of  New  York.  Classes 
were  started  in  November,  1811,  and  by 
January,  1812,  Queen’s  College  had  ap- 
pointed the  persons  nominated  by  Dr. 
Romayne’s  group  as  the  Medical  Faculty 
of  Queen’s  College.  This  school  is  said  to 
have  been  very  successful  during  the  period 
of  its  operation.  However,  by  1816  it  was 
realized  that  Queen’s  College  would  again 
be  forced  to  suspend  its  operations  because 
of  financial  difficulties,  and  an  application 
for  a charter  to  continue  operating  the 
school  was  made  to  the  New  York  Board 
of  Regents.  Dr.  Bard  and  Dr.  Hosack  im- 
mediately initiated  an  active  campaign  op- 
posing the  granting  of  a charter  to  the  school. 
Again  they  were  successful  in  their  efforts. 
With  the  death  of  Dr.  Romayne  in  July, 
1817,  the  school  lost  the  powerful  motivating 
influence,  persistence,  and  determination 
which  had  effected  its  successful  organi- 
zation and  development,  and  it  discontinued 
its  activities. 

The  ability  and  prestige  of  Dr.  Romayne 
as  a medical  educator  are  indicated  by  the 
immediate  success  of  each  of  these  programs 
under  his  leadership  and  by  their  deteriora- 
tion or  discontinuance  under  the  leadership 
of  those  who  were  repeatedly  successful  in 
displacing  him. 

His  unselfish  dedication  to  the  advance- 
ment of  medicine  and  medical  education  is 
indicated  by  the  use  of  his  personal  funds 
in  support  of  his  schools  and  by  his  interest 
in  making  medical  education  freely  avail- 
able to  students  from  all  areas  of  his  State. 
On  the  other  hand,  those  who  opposed  him 
in  his  various  endeavors,  largely  under  the 
leadership  of  Dr.  Bard  and  Dr.  Hosack, 
appear  to  have  been  primarily  motivated 
by  their  own  personal  ambitions  for  prestige 
and  financial  gain. 

Dr.  Romayne’s  vision  and  his  efforts  in 
the  field  of  medical  education  had  little 
immediate  influence  on  its  subsequent 
development.  Nearly  a century  passed 
before  recognition  was  given  educational 
programs  comparable  in  principle  to  those 
conducted  by  Dr.  Romayne  in  his  private 
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school  affiliated  with  the  city  Almshouse  in 
1787.  The  successful  opposition  to  his 
efforts  can  be  considered  one  of  the  trage- 
dies in  the  early  development  of  medical 
education  in  the  United  States.  His  role 
was  that  of  a pioneer  and  a martyr. 

168  East  Genesee  Street 
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Edip  Aka,  M.D.,  of  Brooklyn,  died  on  June 
30,  1965,  at  the  age  of  forty.  Dr.  Aka  received 
his  medical  degree  from  the  University  of 
Istanbul  in  1949.  He  was  an  assistant  attend- 
ing surgeon  at  Kings  County  Hospital  Center 
and  St.  John’s  Episcopal  Hospital.  Dr.  Aka 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Horace  Barone,  M.D.,  of  Lockport, 
died  on  July  21,  1965,  at  the  age  of  sixty-four. 
Dr.  Barone  graduated  in  1931  from  the  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry.  He  was  an  attending  surgeon  at 
Lockport  Memorial  Hospital.  Dr.  Barone  was 
a member  of  the  Lockport  Academy  of  Medicine, 
the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Cewsme  S.  Barresi,  M.D.,  of  Silver  Creek, 
died  on  July  1,  1965,  at  the  age  of  sixty-six. 
Dr.  Barresi  graduated  in  1924  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Buffalo  Academy  of  Medicine, 
the  Chautauqua  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Woodruff  Beattie,  M.D.,  of  Wall- 
kill,  died  on  July  2,  1965,  at  the  age  of  fifty-nine. 
Dr.  Beattie  graduated  in  1933  from  Cornell 
University  Medical  College. 

John  Smart  Bruce,  M.D.,  of  Richmond 
Hill,  died  on  October  1,  1965,  at  the  age  of 
fifty-one.  Dr.  Bruce  graduated  in  1937  from 
New  York  University  College  of  Medicine. 
He  was  an  assistant  attending  pediatrician  at 
Jamaica  Hospital.  Dr.  Bruce  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Archibald  Dixon  Carpenter,  M.D.,  re- 
tired, of  Buffalo,  died  on  May  11,  1965,  at  the 
age  of  ninety-one.  Dr.  Carpenter  graduated 
in  1901  from  Hahnemann  Medical  College  of 
Philadelphia. 

Joseph  Raphael  Cimaduomo,  M.D.,  of 

Fleischmanns,  died  on  June  7,  1965,  at  the  age 
of  seventy-three.  Dr.  Cimaduomo  graduated 
in  1919  from  Fordham  University  School  of 
Medicine. 


J.  Ralph  De  Cesare,  M.D.,  of  Brooklyn, 
died  on  May  14,  1965,  at  the  age  of  sixty-six. 
Dr.  De  Cesare  graduated  in  1924  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a F ellow  of  the  International 
College  of  Surgeons  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Robert  Delzell,  M.D.,  of  New 

York  City,  died  on  September  8,  1965,  at  the 
age  of  seventy-one.  Dr.  Delzell  graduated  in 
1918  from  Cornell  University  Medical  College. 
He  was  a consulting  urologist  at  Lenox  Hill 
Hospital  and  Lenox  Hill  Hospital  Outpatient 
Department.  Dr.  Delzell  was  a Diplomate  of 
the  American  Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  American  Urological  Association,  and  the 
New  York  Academy  of  Medicine. 

Louis  Michael  De  Meo,  M.D.,  of  Brooklyn 
and  Huntington,  died  on  June  26,  1965,  at  the 
age  of  fifty-three.  Dr.  De  Meo  graduated  in 
1936  from  New  York  Medical  College.  He  was 
a Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Emanuel  Eckstein,  M.D.,  of  Gloversville, 
died  on  August  6,  1965,  in  Miami  Beach, 
Florida,  at  the  age  of  eighty-one.  Dr.  Eckstein 
received  his  medical  degree  from  the  University 
of  Breslau  in  1907.  He  was  an  honorary  physi- 
cian in  ear,  nose,  and  throat  at  Nathan  Littauer 
Hospital.  Dr.  Eckstein  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member 
of  the  American  Academy  of  Allergy,  the  Fulton 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Grover  C.  Elder,  M.D.,  of  Oswego,  died  on 
June  23,  1965,  at  the  age  of  eighty.  Dr.  Elder 
graduated  in  1907  from  Long  Island  College 
Hospital.  He  was  a surgeon  emeritus  at 
Oswego  Hospital.  Dr.  Elder  was  a member  of 
the  Oswego  Academy  of  Medicine. 

Clifford  Walter  Ellison,  M.D.,  of  White 
Plains,  died  on  October  2,  1965,  at  the  age  of 
eighty-nine.  Dr.  Ellison  graduated  in  1898 
from  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
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New  York,  and  the  American  Medical  Associa- 
tion. 

Barbara  Jean  Evans,  M.D.,  of  New  York 
City,  died  on  August  23,  1965,  at  the  age  of 
fifty-one.  Dr.  Evans  graduated  in  1939  from 
the  University  of  London  (Royal  Free  Hospital) 
School  of  Medicine  for  Women.  She  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Paul  Konstantin  Fainitsky,  M.D.,  of 

Nyack,  died  on  October  1,  1965,  at  the  age  of 
eighty-four.  Dr.  Fainitsky  received  his  medical 
degree  from  the  University  of  Kiev  in  1909. 

Irving  L.  Farr,  M.D.,  of  Oswegatchie,  died 
on  September  12,  1965,  at  the  age  of  ninety- 
three.  Dr.  Farr  graduated  in  1911  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  St.  Lawrence 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Julius  Fink,  M.D.,  of  The  Bronx,  died  on 
August  10,  1965,  at  the  age  of  sixty-six.  Dr. 
Fink  received  his  medical  degree  from  the 
University  of  Vienna  in  1923.  He  was  a mem- 
ber of  the  American  Geriatrics  Society,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Cono  Forte,  M.D.,  of  Cambria  Heights,  died 
on  July  8,  1965,  at  the  age  of  forty-nine.  Dr. 
Forte  graduated  in  1941  from  New  York  Medi- 
cal College.  He  was  a clinical  assistant  attend- 
ing physician  at  Queens  Hospital  Center  and  a 
clinical  assistant  attending  physician  in  periph- 
eral vascular  diseases  at  Queens  Hospital 
Center  Outpatient  Department.  Dr.  Forte 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Anthony  Geohegan,  M.D.,  of 

New  York  City,  died  on  December  5,  1965,  at 
the  age  of  fifty-eight.  Dr.  Geohegan  gradu- 
ated in  1942  from  Cornell  University  Medical 
College.  He  was  an  associate  attending  neu- 
rologist and  an  assistant  attending  psychiatrist 
at  St.  Luke’s  Hospital.  Dr.  Geohegan  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Howard  A.  Gilmartin,  M.D.,  of  Schenectady, 
died  on  April  6,  1965,  at  Winter  Park,  Florida, 
at  the  age  of  seventy-eight.  Dr.  Gilmartin 
graduated  in  1909  from  Long  Island  College 


Hospital.  He  was  a member  of  the  Schenec- 
tady County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isadore  Ginsberg,  M.D.,  of  Ossining,  died  on 
October  9,  1965,  at  the  age  of  fifty-five.  Dr. 
Ginsberg  graduated  in  1936  from  the  University 
of  Glasgow  Medical  Faculty.  He  was  an 
attending  physician  at  Sing  Sing  Prison  Hospi- 
tal. Dr.  Ginsberg  was  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Moses  Gittelson,  M.D.,  of  Brooklyn,  died  on 
September  7,  1965,  at  the  age  of  seventy-one. 
Dr.  Gittelson  graduated  in  1915  from  Long 
Island  College  Hospital. 

Louis  J.  Goldstein,  M.D.,  of  North  Bellmore, 
died  on  August  2,  1965,  at  the  age  of  sixty-three. 
Dr.  Goldstein  graduated  in  1926  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  V.  Gowans,  M.D.,  of  Medina,  died  on 
July  5,  1965,  at  the  age  of  seventy-nine.  Dr. 
Gowans  graduated  in  1909  from  the  University 
of  Buffalo  School  of  Medicine. 

Jerome  Frank  Granoff,  M.D.,  of  Jackson 
Heights,  died  on  November  8,  1965,  at  the  age 
of  sixty-four.  Dr.  Granoff  graduated  in  1924 
from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  an  assistant  attending  ophthal- 
mologist at  City  Hospital  at  Elmhurst.  Dr. 
Granoff  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Pan  American  Association 
of  Ophthalmology,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Howard  Joseph  Hoppenhauer,  M.D.,  of 

Malveme,  died  on  October  7,  1965,  at  the  age  of 
fifty-seven.  Dr.  Hoppenhauer  graduated  in 
1933  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  associate  attend- 
ing surgeon  on  the  affiliate  staff  at  Kings  County 
Hospital  Center  and  a junior  assistant  attending 
surgeon  at  Mercy  Hospital  (Rockville  Centre). 
Dr.  Hoppenhauer  was  a member  of  the  Nassau 
Academy  of  Medicine,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Thurlow  Titus  Huntington,  M.D.,  of  Roch- 
ester, died  on  June  24,  1965,  at  the  age  of 


J 


August  15,  1966  / New  York  State  Journal  of  Medicine  2179 


seventy-eight.  Dr.  Huntington  graduated  in 
1913  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a con- 
sulting surgeon  at  Genesee  Hospital.  Dr. 
Huntington  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Murray  E.  Keisman,  M.D.,  of  New  York 
City,  died  on  September  25,  1965,  at  the  age  of 
seventy- three.  Dr.  Keisman  received  his  medi- 
cal degree  from  the  University  of  Prague  in  1920. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  F.  Kelly,  M.D.,  of  Hicksville,  died  on 
July  10,  1965,  at  the  age  of  forty-eight.  Dr. 
Kelly  graduated  in  1943  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  assist- 
ant attending  surgeon  at  Meadowbrook  Hospi- 
tal and  at  the  Community  Hospital  at  Glen 
Cove,  and  co-chief  of  surgery  at  Central  General 
Hospital  (Plainview).  Dr.  Kelly  was  a Diplo- 
mate  of  the  American  Board  of  Surgery  and  a 
member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Chana  Roller,  M.D.,  of  Far  Rockaway,  died 
on  July  13,  1965,  at  the  age  of  seventy-five. 
Dr.  Roller  received  her  medical  degree  from  the 
University  of  Vienna  in  1918. 

Joseph  Laesser  Kuhn,  M.D.,  of  Orchard 
Park,  died  on  July  30,  1965,  at  the  age  of  forty- 
nine.  Dr.  Kuhn  graduated  in  1949  from  Duke 
University  School  of  Medicine.  He  was  a 
clinical  assistant  attending  anesthesiologist  at 
Buffalo  General  and  Children’s  Hospitals.  Dr. 
Kuhn  was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  A.  Kurland,  M.D.,  of  West  Haverstraw, 
died  on  June  5,  1965,  at  the  age  of  sixty-three. 
Dr.  Kurland  received  his  medical  degree  from 
the  University  of  Graz  in  1935.  He  was  a 
member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Hyman  L.  Levin,  M.D.,  of  Buffalo,  died  on 
May  30,  1965,  at  the  age  of  eighty.  Dr.  Levin 
graduated  in  1911  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  at- 
tending psychiatrist  at  Veterans  Administration 
Hospital.  Dr.  Hyman  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 


(Psychiatry),  and  a member  of  the  American 
Psychiatric  Association,  the  American  Psycho- 
analytic Association,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Earle  Lloyd  Lipton,  M.D.,  of  Syracuse,  died 
on  August  24,  1965,  at  the  age  of  thirty-nine. 
Dr.  Lipton  graduated  in  1948  from  the  Uni- 
versity of  Illinois  College  of  Medicine.  He 
was  an  assistant  attending  pediatrician  at 
Syracuse  Memorial  Hospital  and  an  associate  at- 
tending pediatrician  at  Syracuse  City  Hospital. 
Dr.  Lipton  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics  and  The 
Society  for  Pediatric  Research. 

Anthony  Lo  Cascio,  M.D.,  of  New  York  City, 
died  on  February  8,  1965,  at  the  age  of  seventy- 
three.  Dr.  Lo  Cascio  graduated  in  1924  from 
General  Medical  College,  Chicago.  He  was  an 
assistant  attending  physician  of  the  affiliate 
staff  at  Metropolitan  Hospital.  Dr.  Lo  Cascio 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Michael  Lewis  Mariaskin,  M.D.,  of  Brook- 
lyn, died  on  April  29,  1965,  at  the  age  of  fifty- 
one.  Dr.  Mariaskin  graduated  in  1939  from 
Anderson  College  of  Medicine,  Glasgow,  Scot- 
land. He  was  an  associate  attending  surgeon 
at  Cumberland  and  Unity  Hospitals.  Dr. 
Mariaskin  was  a member  of  the  American 
Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Nellie  Marmor,  M.D.,  of  The  Bronx,  died  on 
September  9,  1965,  at  the  age  of  seventy-four. 
Dr.  Marmor  graduated  in  1914  from  the  New 
York  Medical  College  and  Hospital  for  Women. 

Edgar  Freeman  Miller,  M.D.,  of  Freeport, 
died  on  September  30,  1965,  at  the  age  of  sixty- 
eight.  Dr.  Miller  graduated  in  1922  from  the 
Syracuse  University  College  of  Medicine.  He 
was  a consulting  obstetrician  and  gynecologist 
at  Meadowbrook  and  South  Nassau  Commu- 
nities Hospitals.  Dr.  Miller  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists, and  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 

Philip  Jerome  Meltzer,  M.D.,  of  Jamaica, 
died  on  September  7,  1965,  at  the  age  of  sixty- 
three.  Dr.  Meltzer  graduated  in  1926  from  the 
University  of  Arkansas  School  of  Medicine. 
He  was  an  assistant  attending  radiologist  at 
Metropolitan  Hospital.  Dr.  Meltzer  was  a 
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member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Irwin  H.  Olenik,  M.D.,  of  The  Bronx,  died 
on  October  5,  1965,  at  the  age  of  sixty-one. 
Dr.  Olenik  graduated  in  1927  from  University 
and  Bellevue  Hospital  Medical  College. 

Elias  D.  Padernacht,  M.D.,  of  Brooklyn, 
died  on  August  18,  1965,  at  the  age  of  fifty-nine. 
Dr.  Padernacht  graduated  in  1932  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  assistant  attending  physi- 
cian at  Coney  Island  Hospital  and  an  associate 
attending  physician  in  peripheral  vascular 
diseases  at  Brooklyn  Hebrew  Home  and  Hos- 
pital for  the  Aged.  Dr.  Padernacht  was  a 
Fellow  of  the  American  College  of  Angiology 
and  a member  of  the  American  Geriatrics 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Joseph  Paradiso,  M.D.,  of  Richmond 
Hill  and  Brooklyn,  died  on  December  10,  1965, 
at  the  age  of  fifty-six.  Dr.  Paradiso  graduated 
in  1937  from  Creighton  University  School  of 
Medicine.  He  was  an  associate  attending  ob- 
stetrician and  gynecologist  at  Lutheran  Medical 
Center  and  an  assistant  attending  obstetrician 
and  gynecologist  at  Coney  Island  Hospital. 
Dr.  Paradiso  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  J.  Placek,  M.D.,  of  New  York  City,  died 
on  October  3,  1965,  at  the  age  of  eighty-one. 
Dr.  Placek  graduated  in  1906  from  Cornell 
University  Medical  College. 

Arthur  Rosenberg  M.D.,  of  New  York  City, 
died  on  September  21,  1965,  at  the  age  of 
seventy-four.  Dr.  Rosenberg  received  his 
medical  degree  from  the  University  of  Wurzburg 
in  1920.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Steven  S.  Sarkisian,  M.D.,  of  Woodside,  died 
on  October  15,  1965,  at  the  age  of  forty-two. 
Dr.  Sarkisian  graduated  in  1950  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  assistant  attending  surgeon  at  St. 
John’s  Queens  Hospital.  Dr.  Sarkisian  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  Martin  Schneider,  M.D.,  of  Bingham- 
ton, died  on  March  23,  1965,  at  the  age  of  fifty- 


eight.  Dr.  Schneider  graduated  in  1935  from 
Albany  Medical  College.  He  was  director  of 
Binghamton  State  Hospital. 

James  I.  Schoonmaker,  M.D.,  of  Woodside, 
died  on  November  12,  1965,  at  his  home  at  the 
age  of  seventy-four.  Dr.  Schoonmaker  grad- 
uated in  1914  from  Albany  Medical  College. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Michael  Scimeca,  M.D.,  of  Brooklyn,  died  on 
September  14,  1965,  at  the  age  of  fifty-eight. 
Dr.  Scimeca  graduated  in  1930  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
an  attending  physician  at  Brooklyn  Hospital- 
Cumberland  Medical  Center  and  a consulting 
physician  at  St.  Mary’s  Hospital.  Dr.  Scimeca 
was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  American 
College  of  Gastroenterology,  and  a member  of 
the  New  York  Cardiological  Society,  the  New 
York  Academy  of  Gastroenterology,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gustav  Selbach,  M.D.,  of  Canandaigua,  died 
on  April  16,  1965,  at  the  age  of  sixty-eight. 
Dr.  Selbach  received  his  medical  degree  from 
the  University  of  Giessen  in  1921.  He  was  a 
consulting  pathologist  at  the  Frederick  Ferris 
Thompson  Hospital,  an  associate  attending 
pathologist  at  Strong  Memorial  Hospital  (Roch- 
ester) , and  chief  of  the  laboratory  service  at  the 
Veterans  Administration  Hospital.  Dr.  Selbach 
was  a member  of  the  American  Society  of  Clin- 
ical Pathologists,  the  New  York  State  Society 
of  Pathologists,  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Helmuth  Joseph  Simon,  M.D.,  of  Schenec- 
tady, died  on  December  29,  1965,  at  Ellis  Hos- 
pital at  the  age  of  sixty-nine.  Dr.  Simon 
received  his  medical  degree  from  the  University 
of  Hamburg  in  1923.  He  was  an  assistant 
attending  physician  at  St.  Clare’s  Hospital. 
Dr.  Simon  was  a member  of  the  American 
Academy  of  General  Practice  (a  past-president) , 
the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  H.  Smith,  M.D.,  of  Slingerlands,  died 
on  June  24,  1965,  at  the  age  of  fifty-nine.  Dr. 
Smith  graduated  in  1933  from  Albany  Medical 
College.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Albany 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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ANNUAL  CONVENTION 


American  Medical 
Writers’  Association 


Thursday  to  Sunday  ■ September  29,  30  ■ October  1,  2,  1966 
The  Waldorf-Astoria,  New  York  City 


“ The  Changing  World  of  Medical  Communicalions 


THURSDAY,  SEPTEMBER  29 
10:00  a.m. 

Meeting,  Executive  Committee,  Park  Avenue  Suite  North,  fourth  floor 

2:00  to  10:00  p.m. 

Registration,  Silver  Corridor,  third floor 

2:00  p.m. 

Meeting,  Board  of  Directors,  Park  Avenue  Suite  Center,  fourth  floor 

4:30  p.m. 

Tour  and  tea,  Gallery  of  Modern  Art,  featuring  Huntington  Hartford  Collection, 
Columbus  Circle  (buses  leave  from  hotel) 

5:00  to  11:00  p.m. 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  A.M.W.A. 

6:00  to  7:30  p.m. 

Welcoming  Reception,  Basildon  Room,  third  floor  (cash  bar) 

8:30  p.m. 

THEATRE  PARTIES — latest  Broadway  hits 

FRIDAY,  SEPTEMBER  30 
8:00  a.m.  to  5:00  p.m. 

Registration,  Silver  Corridor,  third  floor 

8:30  a.m.  to  4:30  p.m. 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  A.M.W.A. 
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9:00  a.m. 

OPENING  SESSION,  Astor  Gallery,  third  floor 
William  Hammond,  M.D.,  New  York  City,  presiding 
President,  American  Medical  Writers’  Association 
Editor,  New  York  State  Journal  of  Medicine 
Introductions : 

Representative,  City  of  New  York 

Representative,  Medical  Society  of  the  State  of  New  York 
Arthur  Bernstein,  M.D.,  Maplewood,  New  Jersey 
President,  Metropolitan  New  York  Chapter,  A.M.W.A. 

Alexander  B.  Gutman,  M.D.,  New  York  City 
Program  Chairman,  1966  A.M.W.A.  Convention 
Miss  Martha  E.  Dana,  New  York  City 
Program  Cochairman,  1966  A.M.W.A.  Convention 
9:30  a.m. 

PLENARY  SESSION 

Alexander  B.  Gutman,  M.D.,  New  York  City,  presiding 
Editor,  American  Journal  of  Medicine 
OPENING  ADDRESS:  “Is  Anyone  Calling?” 

Mr.  Walter  Sullivan,  New  York  City 
Science  Editor,  The  New  York  Times 

Recent  observations  and  analyses  have  greatly  strengthened  the  view  that  planetary 
systems  are  abundant.  Harrison  Brown  has  proposed,  on  the  basis  of  star  popula- 
tions, that  for  evey  visible  star  in  the  vicinity  of  the  solar  system  there  are  60  smaller, 
invisible  bodies  down  to  the  size  of  Mars.  Van  de  Kamp  has  found  that  the  motion 
of  the  nearest  single  star  is  perturbed  by  a companion  roughly  the  size  of  Jupiter. 
Laboratory  experiments  have  shown  that  organic  compounds  of  progressively  in- 
creasing complexity  are  synthesized  by  a variety  of  “natural”  stimuli  acting  on 
various  hypothetical  primitive  earth  atmospheres.  This  has  led  to  the  suspicion  that 
life  has  evolved  on  a finite  number  of  earth-like  planets  of  sun-like  stars  and  that  a 
significant  percentage  have  evolved  intelligent  life.  The  discussion  of  recent  years 
on  how — and  whether — they  would  seek  to  communicate  is  reviewed. 

10:30  a.m. 

Intermission 

10:45  a.m. 

PANEL  DISCUSSION:  “Problems  Related  to  Communication  Through 
Medical  Journals” 

William  B.  Bean,  M.D.,  Iowa  City,  Iowa,  Moderator 
Editor-in-Chief,  Archives  of  Internal  Medicine 

Panel 

Editor:  Joseph  Garland,  M.D.,  Boston,  Massachusetts 
Editor,  New  England  Journal  of  Medicine 

The  purposes  and  consequently  the  problems  of  medical  editors  involve  the  selection 
of  material  for  publication  and  its  presentation  in  a useful  and  acceptable  form. 

Publisher:  Dr.  Henry  M.  Stratton,  New  York  City 
President,  Grune  & Stratton,  Inc. 

The  problem  of  how  scientific  publishers  can  best  use  the  technological  developments 
in  printing  and  publishing;  also  the  modern  trends  in  medical  communication  and  the 
role  of  electronic  devices,  including  computers. 

Writer-Readers:  William  B.  Ober,  M.D.,  New  York  City 
Director  of  Laboratories,  Knickerbocker  Hospital 

Alexander  Gode,  Ph.D.,  New  York  City 
Chief,  Interlingua  Division,  Science  Service 

The  lay  reader’s  point  of  view.  His  limited  but — within  such  limits — emphatically 
real  right  to  read  and  to  understand.  His  criteria.  Claim  of  significance  for  the 
professional  reader. 
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Foreign  Critic:  John  Rowan  Wilson,  M.D.,  London,  England 
International  Editor,  Medical  World  News 
Discussion  of  the  different  influences  on  medical  journalism  in  Britain  and  the  U.S.A., 
and  the  effect  of  these  on  present-day  publications. 

12:30  p.m. 

LUNCHEON,  Jade  Room,  third  floor 
W.  A.  D.  Anderson,  M.D.,  Coral  Gables,  Florida,  presiding 
President-elect,  American  Medical  Writers’  Association 
Fellowship  Awards: 

Presentation  of  candidates:  Alvina  Rich  Lewis, 

Secretary-Treasurer,  A.M.W.A. 

Awarding  of  certificates:  William  Hammond,  M.D.,  President,  A.M.W.A. 

ADDRESS:  “The  Spoken  Word  in  Medical  Communication” 

Mr.  Robert  Haakenson,  Philadelphia,  Pennsylvania 
Community  Relations  Manager,  Smith  Kline  & French 
Laboratories 

2:30  p.m. 

ROUND-TABLE  DISCUSSIONS— fourth  floor 

1.  Park  Avenue  Suite 

“Some  New  Communication  Technologies — Implications  for  Authors, 
Writers,  Editors,  and  Publishers”  (with  demonstrations) — Part  A 
Richard  H.  Orr,  M.D.,  Philadelphia,  Pennsylvania,  Chairman 
Director,  Institute  for  Advancement  of  Medical  Communication 
Panel : 

Lawrence  F.  Buckland,  Maynard,  Massachusetts 
President,  Inforonics 
Milton  Helpern,  M.D.,  New  York  City 
Chief  Medical  Examiner,  City  of  New  York,  and  Editor-in-Chief,  The  Inter- 
national Microfilm  Journal  of  Legal  Medicine 
Jerome  P.  Lysaught,  Ed.D.,  Rochester,  New  York 

Assistant  Professor  of  Education  and  Research  Associate  in  Medical  Educa- 
tion, University  of  Rochester;  Coordinator  of  the  Clearinghouse  for  Pro- 
grammed Material  in  Medical  Education 
Mr.  Jeffrey  Norton,  New  York  City 

Vice-President,  Editorial  Planning  and  Development,  McGraw-Hill  Book 
Company,  Inc. 

2.  Carpenter  Suite  Salon 

“Translators’  Problems” 

Alexander  Gode,  Ph.D.,  New  York  City 
Chief,  Interlingua  Division,  Science  Service 

A panel  of  practicing  medical  translators  discussing  (debating,  solving)  problems 
(both  specific  and  general)  with  free  audience  participation.  To  restrict  off-the-cuff 
rambling,  panel  members  will  be  presented  beforehand  with  “guiding  questions.” 
Members  of  A.M.W.A.  planning  to  attend  this  group  are  invited  to  submit  questions 
and  problems  by  mail  to  the  moderator  (Dr.  Gode,  80  East  11th  Street,  New  York, 
New  York  10003). 

3.  Jansen  Suite  Salon 

“Etiquette  in  Medical  Writing” 

Edward  J.  Huth,  M.D.,  Philadelphia,  Pennsylvania 
Associate  Editor,  Annals  of  Internal  Medicine 

Obligations  of  authors  to  editors — meeting  requirements  of  the  publication,  prompt 
revision,  acknowledging  objectives  of  the  editor. 

Alvan  R.  Feinstein,  M.D.,  New  Haven,  Connecticut 

Associate  Professor  of  Medicine,  Yale  University  School  of  Medicine 
Obligation  of  editors  to  authors — respect  for  the  author’s  text  and  illustrations, 
adequate  review  of  submitted  material,  prompt  publication. 
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3:30  p.m. 

ROUND-TABLE  DISCUSSIONS 

4.  Park  Avenue  Suite 

“Some  New  Communication  Technologies — Implications  for  Authors, 
Writers,  Editors,  and  Publishers”  (with  demonstrations) — Part  B 
(continued  from  2:30  p.m. — number  1) 

5.  Carpenter  Suite  Salon 

“Writing  the  Medical  Film” 

Mr.  Warren  Sturgis,  New  York  City 
President,  Sturgis-Grant  Productions,  Inc. 

Writers  are  generally  concerned  with  communication  only  through  the  written  word. 
The  sound  film  is  a quite  different  medium  for  presenting  material,  and  its  script 
requires  attention  to  special  characteristics  which  should  be  observed  by  all  who 
essay  this  form  of  writing. 

6.  Jansen  Suite  Salon 

“Special  Problems  of  State  and  Local  Society  Publications” 

Herbert  L.  Hartley,  M.D.,  Seattle,  Washington,  Chairman 
Editor,  Northwest  Medicine 
H.  Kenneth  ScatlifT,  M.D.,  Chicago,  Illinois 
Editor,  Chicago  Medicine 
Edgar  Woody,  Jr.,  M.D.,  Atlanta,  Georgia 

Editor,  Journal  of  Medical  Association  of  Georgia 
4:45  p.m. 

ANNUAL  BUSINESS  MEETING,  Astor  Gallery,  third  floor 

6:30  p.m. 

PRESIDENT’S  RECEPTION,  Gold  Room,  eighteenth  floor 

7:30  p.m. 

AWARDS  DINNER  AND  DANCE,  Starlight  Roof,  eighteenth  floor 
Music  by  Jack  Kahner  and  his  orchestra 

SATURDAY,  OCTOBER  1 
8:00  a.m.  to  5:00  p.m. 

Registration,  Silver  Corridor,  third  floor 

8:30  a.m.  to  5:00  p.m. 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  A.M.W.A. 

9:15  a.m. 

PLENARY  SESSION,  Astor  Gallery,  third  floor 
Miss  Martha  E.  Dana,  New  York  City,  presiding 
Managing  Editor,  American  Journal  of  Cardiology 
Introduction  of  speaker  by  Alexander  B.  Gutman,  M.D. 

ADDRESS : “Regulation  of  Prescription  Drug  Labeling  and  Advertising” 

Robert  J.  Robinson,  M.D.,  Washington,  D.C. 

Acting  Director,  Bureau  of  Medicine,  Food  and  Drug  Administration 
10:15  a.m. 

INTERMISSION 
10:30  a.m. 

PANEL  DISCUSSION:  “Drug  Description  Within  FDA  Regulations” 

Alexander  B.  Gutman,  M.D.,  New  York  City,  Moderator 
Editor,  American  Journal  of  Medicine 

Panel 

Walter  Model!,  M.D.,  New  York  City 

Editor,  Drugs  of  Choice,  Clinical  Pharmacology  and  Therapeutics 
Edward  C.  Rosenow,  Jr.,  M.D.,  Philadelphia,  Pennsylvania 

Executive  Secretary,  American  College  of  Physicians,  (Publisher,  Annals  of 
Internal  Medicine) 
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Arthur  Bernstein,  M.D.,  Maplewood,  New  Jersey 
practicing  physician;  Chairman,  Executive  Editors,  Vascular  Diseases 
M.  J.  Schiffrin,  Ph.D.,  Nutley,  New  Jersey 
Director  of  Product  Communication,  Hoflfmann-La  Roche,  Inc. 

Cortez  F.  Enloe,  Jr.,  M.D.,  New  York  City 
President,  Cortez  F.  Enloe,  Inc. 

12:30  p.m. 

SPONSORS’  LUNCHEON,  Jade  Room , third  floor 
William  Hammond,  M.D.,  New  York  City,  presiding 
President,  A.M.W.A. 

Introduction  of  Sponsors 

Response  by  Representative  of  Sponsors 

ADDRESS:  “Sooner  or  Later” 

Norman  Applezweig,  New  York  City 

Consulting  Biochemist,  Lecturer  in  Pharmacology,  New  York  Medical  College 

2:30  p.m. 

ROUND-TABLE  DISCUSSIONS,  fourth  floor 

1.  Park  Avenue  Suite 

“Printing  in  the  Space  Age” — Part  A 
Eric  W.  Martin,  Ph.D.,  Pearl  River,  New  York,  Chairman 
Director  of  Medical  Communication,  Lederle  Laboratories 
“What’s  New  in  Printing” 

Mr.  Harold  S.  Hutchison,  Easton,  Pennsylvania 
President,  Mack  Printing  Company 

More  innovations  in  printing  processes  have  come  about  in  the  past  ten  years  than  in 
the  previous  one  hundred  years.  We  are  now  in  the  computer  and  cathode  ray 
process  of  setting  composition.  Other  processes  will  surely  be  developed  in  the  next 
ten  to  fifteen  years. 

“What’s  New  in  Engraving” 

Mr.  Jay  R.  Golden,  Easton,  Pennsylvania 
Industrial  Engraving  Company,  Inc.,  and  Industrial  Gravure  Company,  Inc. 
Recent  improvements  in  photoengraving  techniques  which  have  enabled  medical 
writers  to  reproduce  pictorial  and  illustrative  material  with  a minimum  amount  of 
quality  loss. 

2.  Carpenter  Suite  Salon 

“The  Scientific  Exhibit” 

Mr.  Carroll  H.  Weiss,  New  York  City 
President,  Camera  M.D.  Studios,  Inc. 

The  scientific  exhibit,  as  one  of  the  many  disciplines  of  modem  medical  communica- 
tions channels,  is  evaluated  with  national  statistics.  Exhibit  procedures  are  demon- 
strated with  120  color  slides. 

3.  Jansen  Suite  Salon 

“Utilizing  Library  Services” 

Presented  by  New  York  Group,  Medical  Library  Association 
Miss  Cecile  E.  Kramer,  New  York  City,  Chairman 
Chairman,  New  York  Group,  Medical  Library  Association;  Assistant 
Librarian,  Columbia  University  Medical  Library 
Miss  Gertrude  L.  Annan,  New  York  City 
Head  Librarian,  New  York  Academy  of  Medicine 
Mr.  James  Barry,  New  Brunswick,  New  Jersey 
Librarian,  Rutgers  University  School  of  Science  and  Medicine  Library 
3:30  p.m. 

ROUND-TABLE  DISCUSSIONS,  fourth  floor 

4.  Park  Avenue  Suite 

“Printing  in  the  Space  Age” — Part  B 
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Eric  W.  Martin,  Ph.D.,  Pearl  River,  New  York,  Chairman 
Director  of  Medical  Communication,  Lederle  Laboratories 
“Principles  of  Good  Layout  and  Graphic  Design” 

Mr.  David  Gates,  Brooklyn,  New  York 
Chairman,  Department  of  Advertising  Design  and  Visual  Communication, 
Pratt  Institute;  Adviser,  to  Pratt  Institute  publications 

How  the  innate  knowledge,  training,  and  understanding  of  editors  and  writers  in  the 
medical  profession  can  serve  to  evaluate  effectively  and  guide  the  visual  presentation 
of  their  material. 

5.  Carpenter  Suite  Salon 

“Illustrating  the  Medical  Article” 

Richard  C.  Matthias,  Philadelphia,  Pennsylvania 
Director,  Medical  Illustration  Department,  Smith  Kline  & French  Labora- 
tories 

6.  Jansen  Suite  Salon 

“Interpreting  Medical  News  to  Physicians  and  the  General  Public” 

Stephen  T.  Donohue,  New  York  City,  Chairman 
President,  The  Stephen  T.  Donohue  Company 
Mr.  Jay  Raeben,  New  York  City 
President,  Professional  Closed  Circuit  TV 
Mr.  George  B.  Schless,  New  York  City 
President,  Schless  and  Company 
8:30  p.m. 

A NIGHT  ON  THE  TOWN — bus  tour  of  New  York  City,  winding  up  at  II  Mio, 
discotheque  at  Delmonico  Hotel 

SUNDAY,  OCTOBER  2 
9:30  a.m. 

Lincoln  Center  for  the  Performing  Arts — Guided  tour  and  continental  breakfast 
(buses  to  and  from  Waldorf-Astoria) 

10:00  a.m. 

WORKSHOP 
“Manuscript  Editing” 

Elvira  Stahl,  Montreal,  Quebec,  Canada,  Director 
Ayerst  Laboratories 

Participants  may  submit,  anonymously,  one  medical  article  or  drug  information  com- 
munication (limit— 2,000  words)  for  evaluation  by  panel  of  editors.  Deadline: 
August  30.  Edited  copies  will  be  distributed  to  all  participants.  Anonymity  of 
authorship  will  thus  permit  unconfined  discussions  and  critique  between  editors  and 
writers. 

For  further  information  and  registration  forms,  please  write  to:  Mr.  James  E.  Bryan,  Execu- 
tive Secretary,  American  Medical  Writers’  Association,  2000  P Street,  N.W.,  Washington, 
D.C.  20036. 
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Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0<k  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 0d  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Index  to  Advertised  Products 


Analgesic-antipyretics 

Dialog  (Ciba  Pharmaceutical  Company) 2088-2089 


Ninth  Annual  Teaching  Seminar 

MEDICAL  WRITERS'  INSTITUTE 

At  the  Princeton  Club, 

15  W.  43rd  St.,  N.Y.C. 

September  12th,  1964 
Membership  Limited 
J.  F.  Montague,  M.D. 

104  E.  40th  St.  N.Y.  16,  N.Y. 


Analgesic-antispasmodics 

Tranco-Gesic  (Winthrop  Laboratories)  2075 

Antibiotics 


Chloromycetin  (Parke,  Davis  & Company) 2087 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.)  2079 

V-Cillin  K (Eli  Lilly  & Company) 2106 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Antidepressants 

Deprol  (Wallace  Laboratories) 2096,  2097,  2098 

Antidiarrheals 

Lomotil  (G.  D.  Searle  & Company) 2111 


Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2095 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  cover 

Hematinics 

Fergon  (Breon  Laboratories) 2101 


PINEWOOD  WaUer  A'/J ^d^dYrKTOR*'**'*’ 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Kutonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  eleotro- 
therapeutic  methods.  Rates — moderate. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  in  these  fields  for  42  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School  254(2T2)54cis^34  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
__  EST.  1924  • Licensed  by  the  State  of  New  York 


Mood  elevators 


Dexamyl  (Smith  Kline  & French  Laboratories)..  2192 


Multivitamins 

(Stresscaps 

(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Oral  contraceptives 


Norinyl  (Syntex  Laboratories) 2103,  2104,  2105 


Steroids  & hormones 


Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2073 


Tranquilizers 


Atarax  (J.  B.  Roerig  & Company) 2084-2085 

Miltown  (Wallace  Laboratories)  2081 

Valium  (Roche  Laboratories) 2nd  cover-2071 

Vistaril  (Pfizer  Laboratories) 2092,  2093,  2094 


Your  help  goes  where 
hunger  is  — — Give  to 
CARE,  New  York  10016 
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PHYSICIANS  WANTED 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


WANTED:  PHYSICIAN  TO  JOIN  G.P.  GROUP  IN 

small  town,  southern  tier.  New  York  State.  Office  ad- 
jacent to  new  modern  hospital.  Prefer  internist  interested 
in  family  practice  and  a young  general  surgeon.  Box  418, 
% NYSJM. 


TWO  PEDIATRICIANS,  F.A.A.P.,  FINGER  LAKES 
Area,  desire  partner  or  associate.  Excellent  opportunity, 
serving  area  approx.  75,000  population.  Excellent 
churches,  school  and  recreational  facilities.  Center  of 
boating  and  fishing  area.  Two  modern  hospitals  with 
active  pediatric  and  obstetric  departments.  Box  415, 
% NYSJM. 


WANTED:  ANESTHESIOLOGIST,  FEE  FOR  SERV- 

ice,  upstate  university  town,  center  summer  and  winter 
sports  area.  Certification  or  Board  eligibility  desirable. 
Salary  1 year,  then  partnership.  Position  available  Sept. 
Write  Box  420,  % NYSJM. 


WANTED:  PHYSICIAN,  LICENSED,  MALE  OR 

female,  full  time.  Jewish  Home  in  Bronx.  500  beds. 
Salary  open.  Box  425,  % NYSJM. 


RADIOLOGIST  WANTED  FOR  100  BED  HOSPITAL 
in  suburban  Detroit.  Basic  science  certificate  required  for 
licence  in  Michigan.  Salary  open.  Write  Box  426,  % 
NYSJM. 


ORTHOPEDIC  SURGEON,  LARGE  NEW  YORK  CITY 
hospital  center,  has  full  time  position  as  Chief  of  Dept, 
available  immediately.  Teaching  appointment  possible. 
Must  be  Board  certified  or  eligible.  Excellent  fringe  bene- 
fits. Salary  negotiable  depending  upon  qualifications  and 
experience.  Send  detailed  resume  to  Box  424,  % NYSJM. 


UROLOGIST  WANTED  IMMEDIATELY.  HIGHLY 
successful  upstate  urologist  seeks  associate  with  objective 
of  purchasing  practice  soon.  Excellent  terms,  pleasant 
community,  65  miles  from  New  York  City;  outstanding 
hospital  facilities.  Box  430,  % NYSJM. 


OPHTHALMOLOGIST  NEEDED  IN  GROWING  CITY 
located  in  resort  and  industrial  area,  65  miles  N.  W.  of 
N.  Y.  C.  Full  staff  privileges  in  55  bed,  fully  accredited 
modern  hospital.  Excellent  opportunity.  For  Further 
details  write  Box  431,  % NYSJM. 


WANTED:  FOUR  GENERAL  PRACTITIONERS,  NEW 
York  State  licensed,  to  organize  and  be  responsible  for 
professional  administration  of  24-hour  emergency  room 
coverage  and  ambulatory  service  for  accredited  252-bed 
voluntary  general  hospital  serving  Mid-Hudson  Valley 
community.  Salary  up  to  $22,500  annually,  plus  fringe 
benefits.  Contact  Administrator,  St.  Francis  Hospital, 
Poughkeepsie,  N.  Y.  12601. 


PHYSICIANS  WANTED — CONTD 


WANTED:  PATHOLOGIST  TO  JOIN  MODERN 

medical-legal  system.  Prior  forensic  experience  not  es- 
sential. New  York  State  license  required.  State  ex- 
perience. Reply  Box  433,  % NYSJM. 


ANESTHESIOLOGIST  FOR  NEW  MODERN  100  BED 
hospital  located  in  suburban  Detroit.  To  work  with 
Board  certified  surgeon.  Basic  science  certificate  re- 
quired for  license  in  Michigan.  Write  Fairwood  General 
Hospital,  4050  E.  12  Mile  Road,  Warren,  Michigan. 
Excellent  salary  or  fee  for  service. 


RESIDENT  REQUIRED  FOR  150-BED,  PRIVATE 
hospital;  60-hour  week,  Monday  thru  Friday,  8 a.m.— 
8 p.m.;  $18,000  per  year.  Parsons  Hospital,  Flushing, 
N.Y.  Tel  (212)  353-7100. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario.  Heart  of  dairy  and  fruit 
farming  area.  Office  space  available.  Excellent  schools. 
Unlimited  practice.  Also  in  need  of  a dentist.  Please 
reply  to:  Mrs.  Maurice  Shafer,  Red  Creek,  New  York. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


GP  WITH  2 YEARS  TRAINING  IN  INTERNAL  MEDI- 
cine,  8 years  practice  in  medicine  wishes  opportunity  as 
associate  in  New  York  City-Long  Island  area,  Westchester 
County.  Will  consider  salaried  position  leading  to  partner- 
ship or  position  in  Industrial  Medicine  or  Hospital  ap- 
pointment. Box  416,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  NEW  YORK  STATE  Lic- 
ensed, desires  position.  Box  428,  % NYSJM. 


PATHOLOGIST,  CERT.  C.P.;  EXPERIENCED. 
Available  for  weekend  and  vacation  coverage  in  vicinity 
of  New  York  City  and  Westchester  County.  Will  read 
cytology  and  surgical  specimens,  current  or  superannuated 
autopsies.  Box  435,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  DESIRES 
position  in  Manhattan  or  Westchester.  Fee  for  service, 
group  or  academic.  Details  in  first  letter.  Box  432, 
% NYSJM. 


OBSTETRICIAN-GYNECOLOGIST  EXCELLENTLY 
trained,  Board  eligible,  married,  desires  association  with 
solo  or  group  practice  in  New  York  City,  Long  Island  or 
Westchester  County.  Box  427,  % NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


LUCRATIVE  GENERAL  PRACTICE  FOR  SALE 
along  with  fully  equipped  office,  including  X-ray  and 
spacious  living  quarters  in  beautiful  large  house  in  Bush- 
wick  section  of  Brooklyn.  Excellent  buy.  Box  437,  % 
NYSJM. 


INTERNAL  MEDICINE:  ACTIVE,  EXPANDING 

practice,  high  employment,  good  collection  area.  Now 
grossing  $35,000.  Available  September  or  October. 
Liberal  terms.  Equipped  office  available  for  sublease. 
Box  3951,  Rochester,  N.  Y. 


INTERNAL  MEDICAL  PRACTICE  FOR  SALE:  WELL 
established  physician  suddenly  deceased.  Large  portion 
of  cardiac  and  diabetic  patients.  New  ECG  machine, 
other  equipment.  Two  hospital  appointments  assured. 
Growing  dynamic  community  in  Hudson  Valley  area. 
Convenient  terms.  Secretary  and  wife  will  help  introduce. 
Box  421,%  NYSJM. 


INDUSTRIAL  PRACTICE  FOR  SALE:  PROVIDES 

good  income  and  has  excellent  growth  potential.  Reason 
for  selling:  wish  to  retire.  Located  at  Bush  Terminal. 
Call  evenings,  GE  6-3950. 


OPHTHALMOLOGIST  LEAVING  CENTRAL  NEW 
York  because  of  illness.  Only  ophthalmologist  in  com- 
munity of  50,000.  Office  completely  equipped.  Three 
modern  hospitals.  Available  immediately.  Box  436, 
% NYSJM. 


MISCELLANEOUS 


PUBLIC  HEALTH:  A SHORT  COURSE  IN  PUBLIC 

health  is  now  available  to  physicians  certified  by  American 
Boards  in  pediatrics,  internal  medicine  and  physical  med- 
icine. Four  months  of  academic  training  and  six  months 
full  time  experience  in  general  public  health  administra- 
tion qualifies  for  responsible  positions  in  public  health. 
N.Y.  State  license  to  practice  medicine  or  eligibility  to 
take  the  examination  are  requirements.  Liberal  salary  and 
other  employment  benefits.  For  further  information, 
write  or  call:  Director  of  Professional  Education,  84 

Holland  Ave.,  Albany,  N.Y.  Phone  (518)  474-5020. 

I ELECTRO-MECHANICAL  CONSULTANT  AVAILABLE 
to  develop  special  instruments  for  the  medical  profession. 
Are  you  looking  for  a device  or  instrument  that  does  not 
exist?  If  so,  then  perhaps  I can  develop  the  instrument 
or  device  for  you.  Box  423,  % NYSJM. 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066.  i 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914) -454-0322 


HARTSDALE— ON  CENTRAL  AVENUE  (MAIN  THOR- 
oughfare).  Truly  beautiful,  new  professional  center. 
Excellent  location  in  prestige  area  for  any  kind  of  medical 
or  psychiatric  practice.  Hartsdale  shows  tremendous 
growth  in  new  building  and  population  boom.  Air  condi- 
tioned. Our  own  parking  lot.  Call  (914)  WH  8-8111  or 
(212)  OL  4-1707. 


EAST  NORTHPORT.  WONDERFUL  OPPORTUNITY 
in  fast  growing  area  to  build  solid  internal,  ophthalmology, 
general,  pediatric  practice.  Immediate  income  assured  as 
overworked  local  physicians  will  refer.  Busy  DDS  in 
same  building  will  assist  in  every  way.  Moderate  initial 
rental.  A.  Huberman,  D.D.S.,  184  Larkfield  Rd.,  E. 
Northport,  N.Y.  AN.1-4477. 


FOR  RENT:  MAPLE  AVENUE.  BAY  SHORE,  LONG 

Island,  one  block  from  Main  Street,  Ferries — 800  sq.  ft. 
professional  suite,  ground  floor,  front  and  rear  entrances, 
fourteen  car  parking  lot.  Active  Ophthalmologist  same 
floor.  Available  September.  Phone  516  MO  5-3710. 


CHOICE  CORNER.  VILLAGE  OF  BABYLON.  10 
room  residence  attached.  5 room  office  wing.  Attached 
greenhouse  patio.  Formal  rose  garden,  etc.  Pleasant 
living.  Comfortable  assured  practice.  Low  overhead. 
Also  suitable  for  conversion  into  offices  for  group  or 
professional  rentals.  G.P.  retiring  after  30  years.  Box 
393,  % NYSJM. 


OFFICE-HOME,  LONG  ISLAND,  40  MILES  FROM 
Manhattan,  new  development  adjacent,  5 minutes  from 
2 hospitals.  Office — 600  sq.  ft.,  5 rooms  plus  lavatory, 
central  air  conditioning.  House — 5 bedrooms,  den, 

large  kitchen,  double  garage,  fire  alarm.  (516)-MO 
5-4118,  or  Box  389,  % NYSJM. 


ASTORIA,  QUEENS,  45-02  28TH  AVENUE;  LOCATION 
of  retired  internist.  Street  level,  private  entrance.  Area 
needs  M.D.  Rent  $200  per  month.  Phone  RA  8-4404. 


OFFICE,  AND  POSSIBLY  PRACTICE  OF  RECENTLY 
deceased  physician,  completely  equipped.  Surgery  and 
general  medicine.  Air  conditioned  high-class  apartment, 
ground  floor;  60’s  C.P.W.  Call  799-2525  or  write  Box  434, 
% NYSJM. 


FREEPORT,  L.I., -OFFICE  FOR  RENT:  PRIME  LOCA- 
tion  near  L.I.R.R.  station  and  bus  transportation,  in 
group  of  other  professional  suites;  private  entrance,  free 
parking,  air  conditioned;  alterations  to  suit.  (212)  TR 
5-8141. 


FOR  RENT:  SUBLEASE  4 ROOM,  EQUIPPED  OFFICE 
in  professional  building.  Only  physician  in  building. 
Nicely  located  in  mid-Nassau,  Long  Island,  N.Y.  Suit- 
able G.P.  or  specialist.  Box  429,  % NYSJM 
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'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  IWarning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming]. 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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practical  oral/parenteral  therapy;  reactions  rare,  even  in  patients  with  known  peni- 
cillin sensitivity:  does  not  share  antigenicity  with  the  penicillin  group  of  compounds 


Contraindications:  Patients  previously  found  hypersensitive  to  drug;  patients  with  known  pre-existing  monilial  infections;  and,  until 
I further  clinical  study  is  made,  the  newborn.  Precautions:  Use  of  antibiotics  occasionally  causes  overgrowth  of  nonsusceptible 
organisms.  If  superinfections  occur,  take  appropriate  measures.  An  occasional  patient  has  developed  jaundice  while  receiving 
lincomycin,  although  this  has  not  been  definitely  shown  to  be  drug-related.  Patients  receiving  treatment  for  longer  than  one  or 
two  weeks  should  have  liver  function  tests.  One  case  of  irreversible  toxicity  to  the  hematopoietic  system  and  only  a few  cases  of 
neutropenia  and/or  leukopenia  have  been  reported;  however,  it  is  recommended  that  blood  counts  be  obtained  early  in  course  of 
therapy.  Safety  for  use  in  pregnancy  not  yet  established.  Limited  experience  with  345  women  receiving  the  drug  during  various 
stages  of  pregnancy  revealed  no  ill  effects  on  mother  or  fetus.  Due  to  lack  of  adequate  clinical  data,  use  in  patients  with  pre- 
existing kidney,  liver,  endocrine  or  metabolic  diseases  not  recommended  unless  special  clinical  circumstances  so  indicate. 
Efficacy  in  rheumatic  fever  not  established.  Side  Effects:  Most  frequent— loose  stools  or  diarrhea.  Cases  of  severe  diarrhea  causing 
drug  discontinuance  have  been  reported.  Side  effects  of  small  proportion:  nausea,  vomiting,  abdominal  cramps  or  pain,  skin  rash, 
rectal  irritation,  vaginitis,  urticaria  and  itching.  A few  cases  of  hypersensitivity  reactions  reported.  If  an  allergic  reaction  occurs, 
discontinue  drug.  The  usual  agents  for  emergency  treatment  should  be  available.  Supplied:  500  mg.  capsules  and  pediatric 
capsules,  250  mg.,  in  bottles  of  24  and  100;  2 cc.  disposable  syringes;  2 cc.  and  10  cc.  vials  — each  cc.  of  sterile  solution  contains 
lincomycin  hydrochloride  monohydrate  equiv.  to  lincomycin  base,  300  mg.;  also  9 mg.  benzyl  alcohol  and  water  for  injection, 
q.s.;  Lincocin  syrup  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  60  cc.  and  pint  bottles.  Lincocin  pediatric 
drops  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  30  cc.  bottles  with  dropper.  For  more  detailed  prescribing 
information  on  this  product,  consult  your  Upjohn  representative  or  see  the  package  circular,  jee-6466-i 
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Upjohn 


MAZOO,  MICHIGAN 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 


hundreds  of  thousands  of  dollars  of  financial  invest- 
ment. countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers- a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical  Manufacturers  Association 
Pharmaceutical  Advertising  Council 

1155  Fifteenth  St.,  N.  W„  Washington,  D.C.  20005  gf 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 
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What  is  the  evidence  for 
direct  peripheral  analgesic  action 
of  aspirin? 


Considerable  controversy  surrounds  attempts  to 
explain  the  mechanism  by  which  salicylates  pro- 
duce their  analgesic  effects.  For  years,  central 
action  was  assumed.  Now,  the  new  edition1  of 
Drill’s  Pharmacology  in  Medicine  points  out 
that,  although  some  investigators  still  feel  that 
salicylates  act  both  centrally  and  peripherally, 
much  of  the  newer  work  stresses  peripheral 
action.2’3-4'5  The  work  of  Lim  and  his  associates5 
sheds  new  light  on  the  mechanism  of  pain  and 
its  relief,  as  well  as  offering  strong  evidence  for 
peripheral  analgesic  action. 

Lim5  used  bradykinin*  injections  to  elicit  re- 
sponse to  visceral  pain  in  dogs  under  study.  When 
the  vaso-isolated  but  neurally  intact  spleen  of  a 
Recipient  dog  was  perfused  by  a Donor  dog,  in- 
jection of  bradykinin  into  the  splenic  artery 
of  the  Recipient  evoked  vocalization  plus  other 
reflex  and  behavioral  manifestations  of  visceral 
pain.  Sodium  aspirin  injected  intravenously  into 
the  Donor  dog  blocked  the  bradykinin-evoked 
pain,  but  not  when  given  intravenously  to  the 
Recipient  dog  where  aspirin  had  free  access  to 
the  brain.  Thus,  aspirin  relieved  pain  by  block- 
ing impulse  generation  at  the  local  site  of  pain, 
at  the  receptors. 

Additional  evidence5  of  peripheral  action  is  that 
the  electrical  activity  stimulated  in  the  splenic- 
splanchnic  nerve  by  bradykinin  is  blocked  by 
aspirin  but  not  by  intravenous  morphine. 

Identifying  the  peripheral  analgesia  of  non- 
narcotic aspirin  as  different  from  the  central 
analgesia  of  morphine  establishes  this  new  con- 
cept of  the  mechanism  of  pain:  pain  impulses 
may  be  initiated  by  both  the  paravascular  chemo- 
receptors  which  signal  pain  and  their  nerve 
axons,  and  relief  of  pain  may  depend  upon  the 
site  of  action  of  the  analgesic  rather  than  its 
so-called  strength. 

In  man,  application  of  this  concept  of  the  mech- 
anism of  pain  and  its  relief  is  under  investigation 
by  Lim  and  his  associates5.  Preliminary  evidence 
corroborates  this  concept:  sodium  acetylsali- 
cylate  acts  peripherally  to  produce  analgesia  by 
blocking  the  pain-evoking  chemoreceptors,  thus 

relieving  pain  promptly.  *pain-provoking  polypeptide2 


References  1.  Davison,  C.  and  Mandel,  G.:  Non 
antipyretics:  salicylates.  Part  3,  Chapter  20.  In 
Medicine,  3rd  ed.  McGraw-Hill,  New  York,  1965. 
C.;  and  Lim,  R.K.S.  Arch.  Int.  Pharmacodyn.  136: 
3.  Guzman,  F.;  Braun,  C.;  Lim,  R.  K.S.;  Potter,  G 
Arch.  Int.  Pharmacodyn.  149:571-581  June  1, 
The  physiology  and  pharmacology  of  pain  and  its 
56.  In  Analgetics:  Chemistry  and  Pharmacology 
York,  1965.  5.  Lim,  R.  K.  S.;  Guzman,  F.;  Rodgers. 
C.;  Dickerson,  G.D.;  and  Engle,  R.J.  Arch.  Int. 
November  1,  1964. 
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Pain  response 
to  bradykinin 
before  aspirin 


at  5 minutes 

after 

aspirin 


at  20  minutes 
after  aspirin 
NO  PAIN 


Pain  response  to  intermittent  bradykinin  injections 


VOCALIZATION  EVOKED  BY  BRADYKININ 

was  abolished  by  aspirin,  acting  peripherally,  when 
4.6  mg/kg  was  injected  intra  arterially  into  the  isolated 
splenic  circulation  of  the  dog  (record  above).  When  as 
much  as  15  times  this  dose  of  Na  acetylsalicylic  acid 
was  injected  into  the  systemic  circulation,  with  access 
to  the  brain  but  not  to  the  spleen,  no  analgesia  resulted. 


When  dissolved  in  water  ready  for  ingestion,  Alka- 
Seltzer®  provides  freshly  constituted  sodium  acetylsali- 
cylate  in  an  antacid  solution.  The  formulation  and 
pharmacodynamics  of  Alka-Seltzer  are  unique.  There  is 
no  generic  equivalent.  Before  dissolution,  the  dry  tablet 
contains:  acetylsalicylic  acid,  5 gr  (0.32  gm);  sodium  bi- 
carbonate, 30  gr  ( 1 .92  gm) ; citric  acid,  16  gr  ( 1 .024  gm) ; 
and  mono-calcium  phosphate,  3 gr  (0.192  gm).  Anal- 
gesic/antacid Alka-Seltzer  tablets  dissolved  in  water  be- 
come an  effervescent  solution  containing  sodium  acetyl- 
salicylate,  sodium  citrate,  calcium-sodium  phosphates 
and  sodium  bicarbonate.  One  tablet  neutralizes  30  ml 
of  0.1A  hydrochloric  acid.  Buffered  pH  is  6.8. 


professional 

Information 


Write  for  your  brochure 

Prepared  especially  for 
physicians,  this  Professional 
Product  Brochure  contains 
latest  documentation  and 
rationale  for  Alka-Seltzer 
analgesic/antacid. 
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M.D. 

2290  Treatment  of  Barbiturate  Coma 
Zelman  L.  Bernstein,  M.D. 
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Winthrop  announces 


new 


For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity... wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1N  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets- 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


•Hinkel,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  V»  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel,  trademark  reg.  U.S.  Pat.  Off, 

Winthrop  Laboratories,  New  York,  N.Y.  10016 [ffitrT. f/rrop\ 


Finally  — a taste  your  patients  will  trujy  like 


2197 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


History  of  Medicine 

2295  Napoleon  Buonaparte  and  Schistosomiasis  or  Bilharziasis 
Wardner  D.  Ayer,  M.D. 

Medical  Arts  and  Letters 

2302  George  Clark  Cathcart,  M.D.,  (1860-1951)  and  Concert  Pitch 
William  B.  Ober,  M.D. 

Special  Article 

2306  Friendly  Dog  Syndrome 
Daniel  Klein,  M.D. 

Billsbord 

2310  Serenadings  by  a “Camp  Cat”  (First  Day:  Introduction) 

William  R.  Carson,  M.D. 

Minutes 


2327 

Minutes  of  the  Special  Session  of  the  House 

of  Delegates,  May  26,  1966 

Editorials 

2229 

Masthead 

2216 

District  Branch  Meetings 

2230 

Information  for  Authors 

2218 

Medical  Schools 

2231 

Science  in  the  world  of  widening 

2222 

Abstracts 

horizons,  a trilogy,  Part  I — 

2227 

Abstracts  in  Interlingua 

the  Cyborg 

2312 

Necrology 

2234 

1967  Annual  Convention 

2317 

Book  Received 

Announcement 

2318 

Books  Reviewed 

General 

Index  to  Advertising 

2200 

State  Society  Officers 

2221 

Index  to  Advertisers 

2202 

Medical  Meetings 

2323 

Index  to  Products 

2215 

Medical  News 

2324 

Classified  Advertising 

2198  New  York  State  Journal  of  Medicine  / September  1,  1966 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


27  years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  >l9<( 


PARKE-DAVIS 

PARKE,  DAVIS  A COMPANY,  Detroit,  Michigan  4f?J? 


eese,  H.  H..-  Wisconsin  Queries  & Minor  Notes:  J.A.M.A.  124:20 
1944.  ;i 

i J.  15:344, 1939.  Gingrass,  R.  P.:  Wisconsin  M.  J.  43:934, 
l ganM.Soc.  38:317,  1944. 

Vallotton,  C.  F.:  Virginia  M.  Month.  71:1 
I ran,T.  H.:  Ann.  Int.  1944. 


ta,  E.  I.:  Zhur.  nevropat.  i psikhiat. 

% 1953. 


Yahr,  M.  D.,  and  Merritt,  I 
Neurol.  1:76, 1959. 
Thomas,  M.  H.:  J.A.M.A. 
Peterman,  M.  G.,  and  Th< 
Times  87:1044,  1959. 
Bray,  P.  F.:  Pediatrics  23 
Mulder,  D.W.;  Daly,  D.  D 
and  Yoss,  R.  E.:  Postgrad 
1959. 

Forster,  F.  M.:  Wisconsin 
1959. 

Robertson,  E.  G.:  Postgra 
1959. 


n,  D.  T.,  Jr.,  and  Lombroso,  C.:  New 
J.  Med.  251:853,  897, 1954. 

, S.  J.:  Chemist  & Druggist  161:628, 


I :nam,  T.  J.:  Arch.  Neu- 
1 53, 1939. 
t Sc.  85:986, 1939. 

' D.  L,  Jr.,  and  Arnold, 
f th.  66:522, 1939. 


Butter,  A.  J.  M.:  J.  Ne Vft 
Psychiat.  8:49,  1945.  : 
Lennox,  W.  G.:  M.  Cliri4 
29:1114,  1945. 


rnandeSffl.,  L:  J.  Am.  M.  Women’s  A 

88,  195% 


Witliai 
Nat.  A 
Millie) 


Schwade,  E.  D.:  Geriatric 
Schade,  G.  H.,  and  Gofm; 
25:151, 1960. 

Forster,  F.  M.:  Postgrad. 
1960. 

Livingston,  S.:  J.A.M.A.  1 
Friedlander,  W.  J.:  Am.  J 
1960. 


Twitchell-Allen,  D.:  Arch, 
chiat.  57:617,  1947.j| 
Keith,  H.M.:  Am.  J.  Dis.  C 
Wigton,  H.  A.:  Nebraska  I 
Hoefer,  P.  F.  A.;  Hoff,  H. 
R.  I.  L.:  Tr.  Am.  Neurol.  A 


left,  C.  L.:  Psychiat. 


MurpfifcJ.  T.,  and  Schwab,  R.  S.:  J.A.M.A. 

160:385*1956 

Livingston,  S.:  Postgrad.  Med.  20:584, 1956. 
jfli&pber,  C.  M.,  Jr.;  Mosier,  J.  M.;  Grant,  P., 
Ja^'Glen,  R.:  Neurology  6:640,  1956. 

Tevy,  L.,  and  Shanbrom,  E.:  Arch.  Int  Med. 
97:599,  1956. 

Utterback,  R.  A.:  Am.  Pract.  & Digest  Treat. 
7:763,  1956. 

Zimmerman,  F.  T.-.  New  YorkJ.  Med. 
56:2537,  1956. 


ishington  Bull.  3:16, 


Fabing,  H.  D.,  accRBl 
44:257,  1948. 

Thorne,  F.  C.;  Am.  J.  Ps } 
1948. 

DeJong,  R.  N.:  Am.  Prai 
1948. 

Tudor,  R.  B.:  J.  Lancet (. 


.Kane,  C.  A.:  Boston  Med. 
1961. 

Holowach,  J.;  Renda,  Y. 
J.  Pediat.  59:339, 1961. 
Bg^er,  &■£}..:  J.  Lancet  81 
Rbsamin,  % Neurology . 


mes  69:461, 1941. 
ihallenberger,  D.  W.: 
13, 1941. 

lull.  Veterans  Admin. 


Berry,  R.  G.,  in  Spiegel,  E.  A.  (ed.) : Prog- 
ress in  Neurology  and  Psychiatry,  New 
York,  Grune  & Stratton,  1957,  vol.  12,  pfe  , 
199-211. 

Daly,  D.  D.:  Proc.  Staff  Meet.  Mayo  Clin.: 
32:257, 1957.  m 

French,  E.  G.:  Am.  J.  Psychiat.  113:629?  ‘ 
1957. 

Maltby,  G.  L:  J.  Maine  M.  A.  48:257,  1957. 


sr,  C.  M.,  Jr.:  Brock, 
lin.  Pharmacol  & Tl 
»r,  A.  E.:  World  Neui 


C.  155:105, 1942. 

J.  Psychiat.  98:515, 


W.  Med.  8:419, 1950. 
Psychiat.  107:415, 


Rupp,  C.,  Jr.:  J.A.M.A.  166:1967, 1951 
Peterman,  M.  G.:  Minnesota  Med.  4^-1 
1958. 

Livingston,  S.:  J.  Lancet  78:182jfflM| 
Carter,  C.  H.r  Arch.  Neurol.  & Psy&#at 
79:136,1958.  fBB 

Keith,  H.  M.:  J.  Lancet  78:461,  lSHfei 
Farmer,  T.  W.:  South.  M.  J.  51:173,% 
Hammill,  J.  F.:  J.  Chronic  Dis.  8:448/1 


^ H.;  Goldberg,  B.  I.,  and  Segal, 
England  J.  Med.  242:897, 1950. 


FH.;  Winters,  W.;  Kol 
Dowell,  F.:  Arch.  Neur 
^ier,  R.  D.:  GP  30:125 
So,  D.;  Sexton,  J.  A.,  ai 
'ediat.  64:499, 1964. 


Rer,  F,  M.:  J.A.M.A.  145:21 1, 1951. 
■win,  R.  M.,  and  Bakwin,  H.:  J.  Pediat. 
f776, 1951. 

Insone,  J.  T.:  Virginia  M.  Month.  78:303, 


Officers 


Medical  Society  of 
the  State  of  New  York 


James  M.  Blake,  M.D.,  Schenectady 
Waring  Willis,  M.D.,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Arthur  F.  Gaffney,  M.D.,  Oneida 
Walter  T.  Heldmann,  M.D.,  Richmond 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 
George  Himler,  M.D.,  New  York 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1967 
John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1969 

Irving  L.  Ershler,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Bernard  J.  Pisani,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 

Trustees 

Thurman  B.  Givan,  M.D.,  Kings,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York 
George  A.  Burgin,  M.D.,  Herkimer 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.  Assistant  to  the 

Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,*  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen’s  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 

* Deceased. 


2200 


A statistic 

...improving  with  care 

But  who  will  pick  up  the  tab ? Will  it  be  a severe  financial 
strain  on  his  family?  Or  will  it,  after  many  months  and  more 
heartache,  become  a matter  for  a collection  agency? 

Participating  doctors  receive  payment  directly  from  GHI, 
usually  within  a very  few  business  days. 

Why  not  phone  or  write  for  your  Invitation  to  Participate 
today? 
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Medical  Meetings 


Downstate  Medical  Center  holds  lecture 

The  Department  of  Anatomy  at  Downstate 
Medical  Center  is  sponsoring  the  Annual  Adam 
M.  Miller  Memorial  Lecture  to  be  held  Sep- 
tember 19  at  4:00  p.m.  This  year’s  lecture  will 
be  given  by  Dame  Honor  B.  Fell,  D.B.E., 
D.Sc.,  LL.D.,  M.A.,  F.R.S.,  director,  Strange- 
ways  Research  Laboratory,  Cambridge,  Eng- 
land. 

The  lecture  will  be  held  in  the  first  floor  lec- 
ture hall,  Basic  Sciences  Building,  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brpok- 
lyn,  New  York  11203. 

Lecture  series  to  discuss  metabolism 

Downstate  Medical  Center  is  offering  a bio- 
chemistry lecture  series  on  “Control  Mecha- 
nisms in  Metabolism”  on  Wednesdays  from 
4:00  to  5:00  P.M.  beginning  September  21. 
The  September  21  lecture  will  be  on  “Com- 
parative and  Developmental  Aspects  of  the 
isoenzyme  Pattern  of  Alcohol  Dehydrogenase 
and  Creatine  Phosphokinase.”  The  subse- 
quent lectures  will  be:  October  19 — “Reg- 

ulation of  Liver  Enzymes:  Evidence  for  Co- 
ordinated Biosynthetic  Pattern”;  November 
16 — “Active  Transport  and  Its  Regulation”; 
December  14 — “Production  and  Utilization  of 
Reduced  Coenzymes  and  the  Regulation  of 
Fatty  Acid  Synthesis  in  Adipose  Tissue”;  Jan- 
uary 18 — “Effects  of  Fatty  Acids  and  Glucagon 
in  the  Control  of  Gluconeogenesis  and  Keto- 
genesis  in  Rat  Liver”;  February  15 — “Regula- 
tion of  Branched  Biosynthetic  Pathways”; 
and  March  15 — “Biochemical  Aspects  of 
Androgen  Action.” 

For  further  information  contact:  Edward 

J.  Kuchinskas,  Program  Chairman,  Department 
of  Biochemistry,  Downstate  Medical  Center, 
450  Clarkson  Avenue,  Brooklyn,  New  York. 

Hematology  subject  of  course 

The  New  York  County  Academy  of  General 
Practice  is  sponsoring  a course  in  the  practical 
aspects  of  hematology  from  October,  1966, 
through  June,  1967.  All  phases  of  hematology 
will  be  covered  and  illustrated  with  case  pre- 
sentations and  colored  lantern  slides  of  blood 
and  bone  marrow.  The  course  will  be  held  at 
Lenox  Hill  Hospital,  100  East  77th  Street,  New 
York,  New  York,  second  floor  Doctors’s  Lec- 
ture Room,  from  2 : 00  to  3 : 00  p.m.  on  the  second 
and  fourth  Thursday  of  every  month. 

The  Academy  of  General  Practice  offers  18 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


hours  of  category  1 credit.  For  further  in- 
formation or  enrollment  write:  Carl  Reich, 

M.D.,  19  East  80th  Street,  New  York,  New 
York  10021. 

Course  to  study  arthritis  and  rheumatism 

St.  Vincent’s  Hospital  and  Medical  Center  is 
offering  a postgraduate  course  free-of-charge  in 
Practical  Diagnosis  and  Management  of  Ar- 
thritis and  Rheumatic  Diseases.  The  course 
will  be  held  on  Thursdays  from  9:00  to  10:30 
P.M.  beginning  October  6 and  ending  December 
15. 

Preregistration  is  required,  and  the  course  is 
acceptable  for  16.5  hours  of  category  1 credit 
by  the  Academy  of  General  Practice.  For 
further  information  contact:  Harry  Bartfeld, 

M.D.,  St.  Vincent’s  Hospital,  153  West  11th 
Street,  New  York,  New  York  10011. 

American  College  of  Surgeons  to  meet 

The  52nd  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in 
San  Francisco  on  October  10  through  14.  How- 
ard A.  Patterson,  M.D.,  New  York  City, 
president  of  the  College,  will  preside  over  open- 
ing ceremonies.  During  the  five-day  program 
there  will  be  261  research-in-progress  reports,  9 
postgraduate  courses,  42  panel  discussions  in 
general  surgery  and  surgical  specialties,  107 
medical  films,  14  operative  telecasts  from  the 
Palo  Alto-Stanford  Hospital,  and  425  scientific 
and  industrial  exhibits. 

For  further  information  write:  Communica- 
tions Department,  American  College  of  Sur- 
geons, 55  East  Erie  Street,  Chicago,  Illinois 
60611. 

Albany  Medical  College  sponsors 
five  courses  in  psychiatry 

Albany  Medical  College  is  offering  five  post- 
graduate courses  in  psychiatry  for  the  1966-1967 
academic  year.  One  course  each  will  be  given 
in  basic,  intermediate,  and  advanced  psychiatry. 
In  addition,  there  will  be  a demonstration  course 
and  a course  in  pediatric  psychiatry. 

The  course  in  basic  psychiatry  will  be  for  five 
consecutive  Thursdays  from  1:30  to  4:30  p.m. 
beginning  October  20.  The  course  is  designed 
for  general  practitioners  and  other  nonpsychi- 
atric physicians.  Tuition  is  $60.  By  special 
arrangement  the  course  can  be  given  to  groups 
of  six  or  more  physicians  in  their  local  area. 
The  intermediate  course  will  stress  recognition 

continued  on  page  2206 


2202  New  York  State  Journal  of  Medicine  / September  1,  1966 


IV 

For  adolescents,  acne  is  "...an  af- 
fliction which  immediately  separates 
! these  people  from  their  confreres.'  * 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 
tor." pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless,  . 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  I’/j 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

'Kligman,  A.  M.,  in  Ludwig,  G.  D..  and 
Elsom,  Katherine  O.  (Eds):  Am.  Pract. 
13:200,  March,  1962. 

pHisoHe*  and  pHisoAc.  trademarks  reg.  U.S  Pat.  Off. 

Winthrop  Laboratories.  New  York.  N.Y.  10016 
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DEPRESSION 
IS  RARELY 
SO  OBVIOUS 

( one  reason  why  'Deprol'  is  a logical  first  choice ) 


If  depression  always  wore  a tragic  mask, 
not  only  diagnosis  but  therapy  might  be 
markedly  simplified.  The  frequent  presence, 
however,  of  anxiety,  agitation,  "smiling 
depression,"  and  insomnia,  suggests  that 
therapeutic  agents  which  only  elevate  mood, 
such  as  "energizers”  or  stimulants,  may 
prove  inadequate  in  mixed  depressions. 

The  proven  effectiveness  of  ‘Deprol’  in 
both  depression  and  anxious  depression, 
and  its  relatively  low  level  of  adverse  reac- 


tions, has  been  well  established  since  its 
introduction  in  1958.  ‘Deprol’  has  thus  met 
a most  stringent  test  of  therapeutic  value — 
that  of  time.  These  are  factors  that  might  be 
considered  when  the  next  patient  presents 
symptoms  of  obvious,  or  mixed,  depression. 

for  depression  and  anxious  depression 

DEPROL 

meprobamate  400mg.+benactyzine  hydrochloride  lmg. 


CD-7826 


See  next  page  for  brief  summary  of  prescribing  information. 


DEPROL 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol'  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
•f  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprabamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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continued  from  page  2202 

and  technics  of  management  of  psychiatric 
problems.  The  course  will  be  held  monthly  on 
Tuesday  evenings  from  7:30  to  9:00  p.m. 
Arrangements  will  be  made  for  Thursday  after- 
noon sessions  for  physicians  at  a distance  in 
groups  of  six  or  more.  Tuition  is  $5.00  per 
session.  The  advanced  course  will  meet  on 
alternate  Thursdays  from  1:30  to  4:00  p.m. 
for  ten  sessions  beginning  January  12.  This 
course  is  for  advanced  student-physicians  who 
have  taken  the  basic  courses.  Tuition  is 
$75. 

The  demonstration  course  will  be  held  Thurs- 
day mornings  from  8:00  to  12:00  noon.  The 
physician  may  attend  one  or  more  of  these 
sessions.  The  course  affords  an  opportunity  to 
observe  the  various  somatic  procedures  of  a 
modern  psychiatric  inpatient  service,  such  as 
electrostimulatory  procedures,  insulin  shock, 
and  other  physical  treatments.  Tuition  is 
$10  per  session.  The  course  in  pediatric  psy- 
chiatry will  meet  on  Monday  evenings  from 
8:00  to  9:00  P.M.  for  ten  monthly  sessions 
beginning  October  17.  Tuition  is  $75. 

All  courses  are  approved  for  category  1 
credit  by  the  American  Academy  of  General 
Practice.  Advance  registration  is  required. 
For  further  information  write:  Albany  Medical 
College,  Department  of  Postgraduate  Medicine, 
Albany,  New  York  12208. 

Seminars  offer  instruction 
in  prosthetics  and  orthotics 

Six  seminars  in  prosthetics  and  orthotics 
will  be  offered  by  the  Institute  for  the  Crippled 
and  Disabled  in  New  York  City  on  successive 
Tuesday  mornings  from  9 : 00  A.M.  to  noon 
beginning  November  1.  The  seminars  will 
discuss  current  procedures  and  practices  as 
well  as  new  developments  in  the  fields  of  pros- 
thetics and  orthotics.  Visual  aids  and  patient 
demonstrations  will  be  featured. 

Lawrence  W.  Friedmann,  M.D.,  the  In- 
stitute’s medical  director,  will  conduct  the 
sessions  assisted  by  members  of  the  Institute  s 
professional  staff. 

Topics  to  be  covered  include:  November 

1 — Bracing  for  the  Lower  Extremities;  No- 
vember 8 — Bracing  for  the  Trunk  and  Uppei 
Extremities,  Assistive  Aids,  and  Related  Sub- 
jects; November  15 — Biomechanics  of  Gait  and 
Principles  of  Amputation  of  Lower  Extremities; 
November  22 — Prosthetic  Prescription  and 
Research  Trends  in  Lower  Extremity  Pros- 
thetics; November  29— Upper  Extremity  Pros- 
thetics, Including  Amputation  Surgery,  Post- 
operative, and  Preprosthetic  Care;  and  De- 
cember 6 — Prosthetic  Prescription  and  Training 
for  Upper  Extremity  Amputees — Research 
Developments  in  Upper  Extremity  Prosthetics. 

Physicians  and  surgeons  attemdng  the  sem- 
inars will  be  given  educational  materials  and 
synopses  of  the  presentation  for  reference  as  a 
professional  courtesy  from  the  Institute.  The 

continued  on  page  2210 
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NOW 

PAYING 

4.15% 

WHEN  HELD  TO 
MATURITY 

V J 


Star-spangled  Super  Market 


Next  time  you’re  in  the  mar- 
ket for  a good  buy  in  savings, 
try  shopping  from  the  shelves 
above. 

The  products  shown  are 
available  in  8 convenient  sizes. 
The  smaller  sizes  are  per- 
fect for  new  babies,  birthdays, 
confirmations.  The  larger 
economy  sizes  are  fine  for  col- 
lege grads,  newlyweds,  etc. 

No  matter  which  size  you 
buy,  it’s  guaranteed  to  in- 
crease in  value  with  age.  And, 
incidentally,  you  can  buy  most 
of  the  above  sizes  on  easy  pay- 


ments — through  the  Payroll 
Savings  Plan  where  you  work. 

What’s  more,  your  purchase 
demonstrates  your  support  for 
our  men  in  Vietnam.  As  Presi- 
dent Johnson  said,  “While  our 
men  are  there,  none  of  us  can 
remain  aloof  on  the  sidelines.” 
NOW  - Savings  Bonds  Pay 
4.15%!  Interest  on  new  E and 
H Bonds  you  purchase  has 
been  raised  to  4.15%  when 
held  to  maturity.  E Bonds 
mature  faster  — now  in  just  7 
years.  Your  old  Bonds  will 
earn  more,  too. 


Buy  U.  S.  Savings  Bonds 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen  i 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerate'  '■ 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 


Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract  i 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 


2/3453  MK-3 


Raises  the  pain  threshold 

Suppresses  the  pain-producing  mechanism 

Reduces  emotional  tension 


Dialog 

allobarbital  and  acetaminophen  CIBA) 

idications:  For  relief  of  pain  and  discomfort  of 
|imple  headache;  neuralgia,  myalgia,  and  musculo- 
keletal  pain;  dysmenorrhea;  bursitis;  sinusitis; 
jbrositis.  Also  indicated  to  reduce  fever  and  to 
; . plieve  discomfort  due  to  respiratory  infections,  influ- 
pza,  and  other  febrile  conditions. 


Iontraindication:  Not  recommended  during  pregnancy. 

laution:  May  be  habit-forming.  Do  not  use  in  patients 
positive  to  barbiturates  or  in  those  with  moderate 
p severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


CIBA' 
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seminars  are  sponsored  free-of-charge  as  a service 
to  the  medical  profession. 

For  further  information  write:  Medical 

Department,  Institute  for  the  Crippled  and 
Disabled,  400  First  Avenue,  New  York,  New 
York  10016. 


Workshop  to  study  clinical  nutrition 

The  11th  annual  Conference  on  Nutritional 
and  Metabolic  Considerations  in  Disease  of  the 
Philadelphia  County  Medical  Society  will  be 
held  November  2,  1966.  Guest  participants 
at  the  conference  will  be  Rachmiel  Levine, 
M.D.,  New  York  Medical  College,  and  William 
H.  Sebrell,  Jr.,  M.D.,  Columbia  University 
School  of  Public  Health  and  Administrative 
Medicine.  The  subject  matter  to  be  covered 
will  be  nutrition  in  cardiovascular,  gastro- 
intestinal, and  metabolic  diseases  and  nutrition 
in  surgery  and  convalescence. 

For  further  information  and  enrollment 
write:  Milton  M.  Perloff,  M.D.,  Chairman, 

Program  Committee,  2923  Cheltenham  Ave- 
nue, Philadelphia,  Pennsylvania. 

Classes  to  view  common  mental  problems 

The  Department  of  Psychiatry  of  the  Roose- 
velt Hospital  will  offer  a course  of  20  weekly 
seminars,  each  one  and  a half  hours  long,  de- 


Effectiveness  of  ampicillin 
against  gram-negative  bacteria 

In  a study  conducted  by  Kenneth  N.  Ander- 
son, M.D.,  et  al.,  and  written  in  a recent  issue  of 
J.A.M.A.,  the  initial  pathogen  was  eliminated 
from  the  urine  of  25  of  40  patients  (62.5  per  cent) 
with  gram-negative  urinary  tract  infections  on 
orally  administered  ampicillin  (Polycillin) 
during  therapy.  In  6 (15  per  cent)  the  pathogen 
persisted  or  recurred,  and  in  9 (22.5  per  cent)  it 
was  replaced  by  another  microorganism.  The 
clinical  trials  were  preceded  by  in  vitro  tests  of 
ampicillin  on  approximately  50  strains  of  gram- 
negative bacteria.  Results  showed  high  effec- 
tiveness against  Escherichia  coli  and  Proteus 
mirabilis.  In  the  other  strains,  drugs  already 
available  were  more  effective.  As  for  clinical 
results,  although  ampicillin  is  no  general  panacea 
for  gram-negative  infections,  selective  use  in 
patients  with  infections  caused  by  E.  coli  and  P. 
mirabilis  should  prove  of  value  in  a significant 


voted  to  psychiatry  in  general  practice,  be- 
ginning early  in  November,  1966.  The  course 
is  acceptable  for  30  hours  of  category  1 credit  by 
the  American  Academy  of  General  Practice. 

For  further  information  write:  Edward  W. 
Kloth,  M.D.,  Chairman,  Psychiatric  Education, 
Department  of  Psychiatry,  Roosevelt  Hospital, 
428  West  59th  Street,  New  York,  New  York 
10019. 

A.M.W.A.  offers  course  in 
medical  and  science  writing 

Two  and  a half  days  of  lectures  and  work- 
shops in  medical  and  basic  science  writing  will 
be  held  November  11  to  13,  1966,  at  Asilomar, 
Pacific  Grove,  California,  under  the  sponsorship 
of  the  Northern  California  chapter  of  the  Amer- 
ican Medical  Writers’  Association.  The  second 
in  a proposed  series  of  intensive  courses  with 
limited  enrollment,  the  meeting  will  feature 
three  speakers  who  are  expert  in  this  specialized 
field  of  communication,  and  each  lecture  will  be 
followed  by  small-group  clinical  discussions  of 
published  or  unpublished  papers  offered  for 
criticism  by  enrollees. 

The  fee  for  registration,  which  includes  tui- 
tion, meals,  and  accommodations  at  Asilomar 
for  two  nights,  is  $63  each  for  two  persons  in  a 
room,  $61  each  for  three  in  a room.  For  reg- 
istration or  further  information  contact:  Harley 
Messinger,  M.D.,  Ph.D.,  3029  Benvenue  Ave- 
nue, Berkeley,  California  94705. 


number  of  patients.  It  is  also  a relatively  safe 
agent,  giving  it  an  added  advantage  in  those 
elderly  and  debilitated  patients  in  whom  gram- 
negative infections  typically  occur. 

The  40  patients  studied  were  divided  into  4 
diagnostic  categories:  (1)  acute  uncomplicated 

pyelonephritis,  3;  (2)  acute  complicated  pye- 

lonephritis, 2;  (3)  chronic  bacteriuria,  29;  and 
(4)  asymptomatic  bacteriuria  of  unknown  dura- 
tion, 6. 

Ampicillin,  a new  penicillin  recently  synthe- 
sized by  acetylation  of  the  6-amino  penicillanic 
acid  nucleus  with  d-aminophenylacetic  acid  is  a 
broad-spectrum  antibiotic  which  is  absorbed 
readily  from  the  gastrointestinal  tract.  It  is 
acid-stable,  diffuses  well  into  most  tissues,  and  is 
not  bound  to  protein  in  significant  quantity. 

In  the  results,  6 patients  developed  diarrhea 
while  on  the  drug,  and  many  others  reported  a 
mild  laxative  effect.  Dehydration  due  to  the 
diarrhea  forced  stoppage  of  therapy  in  1 patient. 
Administration  of  kaolin  compounds  in  the 
others  permitted  continuance  of  therapy. 
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Doctor, 

lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
iverweight  patients. 


mood  elevation 


Abb  t 
Anorec ; 
Progr.  i 


DESOXYN®  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can’t  take  plain  amphetamine 
put  her  on  DESBUTAL?  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tab  t 
sections,  combined  back  to  back  to  form  a sim  * 
tablet.  One  section  contains  Desoxyn  to  curb  t * 
appetite  and  lift  the  mood;  the  other  contan 
Nembutal®  (pentobarbital)  to  calm  the  patient  a I 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosa 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 

ti  i 


They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
) patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 


rhe  release  action  is  purely  physical  and  relies  on 
>nly  one  factor  common  to  every  patient:  gastro- 
ltestinal  fluid.  There  is  no  dependence  on  enteric 
loatings,  enzymes,  motility,  or  an  ‘‘ideal”  ion  con- 
entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 


hat’s  why  the  Gradumet  provides 
I Dntrolled-release  as  well  as 
| ing  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  •£ 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

sg  l6 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

& (I 

Front  Side 


samples  available 


Desbutal  IS  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

^ NO!  CATION  > AS  in  MomtK  ■«  tmtmont  of 
obwty.  iHo  to  cowntaract  *n«wty  *wJ  mrtd  depression 
Dnbutil  li  contramdieiled  tn  p»- 
ttenls  tiling  i monoimirve  oildlsi  inhibitor  Nervousness 
or  eicnswe  sedition  have  occasionally  been  observed, 
often  these  effects  wilt  disappear  after  a few  days  Us* 
with  caution  in  pstients  with  hypertension,  cardiovascular 
disease.  hyperthyioMJfsm  or  who  ere  sensitive  to  sympe 
thomimetic  drufi  Caiefut  supervision  n advisable  with 
maiad imted  individuals 

A sinfle  Gradumet  tablet  m the  morninf 
provides  atl-day  appetite  control. 

Desbutal  10  contains  to  mj  ©I  meth 
amphetamine  hydrochloride  end  60  m*.  ol  pentobarbital 
sodium  Desbutal  15 contains  |5m*  ot  methamphetamine 
hydioehlonrfe  and  90  mf  ot  pentobarbital  sodium  In 
bottles  of  100  end  500 


Sucaryl  Sweeteners 

Brand  * 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 
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CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
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hypertension,  cardiovascular  disease,  hyperthy- 
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Medical  News 


Welfare  Board  adopts  two  rules 
governing  implementation  of  Medicaid 

Two  major  rules  governing  operation  of  the 
Medical  Assistance  for  Needy  Persons  (Medic- 
aid) program  have  been  approved  by  the  State 
Board  of  Social  Welfare.  One  deals  with  the 
establishment  of  fee  schedules  for  providers  of 
medical  services,  and  the  other  formally  in- 
corporates the  deductibility  feature  of  the  pro- 
gram, as  enacted  by  the  legislature. 

The  rule  concerning  fees  authorizes  each  local 
public  welfare  district  to  establish  “adequate” 
schedules  of  fees  and  rates  which  must  be  ac- 
cepted as  full  payment  for  services  and  supplies 
furnished  under  the  Medical  Assistance  pro- 
gram. The  basis  for  such  schedules  was  an- 
nounced in  July  by  Governor  Rockefeller.  It 
was  developed  by  the  State  budget  director  and 
covers  payments  for  medical,  surgical,  and  anes- 
thesia services  provided  by  physicians.  It  is 
based  on  the  Relative  Value  Scale  issued  by  the 
Medical  Society  of  the  State  of  New  York  and 
represents  a substantial  increase  over  current 
fee  schedules. 

The  Board  of  Social  Welfare’s  action  is  in 
conformity  with  Federal  regulations  which 
limit  participation  in  the  Medical  Assistance 
program  to  physicians  and  other  providers  of 
health  care  who  agree  to  provide  by  the  “pay- 
ment in  full”  proviso.  The  Board  noted  that 
proposals  have  been  made  in  some  parts  of  the 
State  that  the  welfare  district  fee  schedules  be 
accepted  as  part  payment,  with  Medical  As- 
sistance recipients  being  billed  for  additional 
payment.  The  Board  enactment  prohibits  such 
procedure. 

The  deductibility  rule  became  effective  August 
1.  It  embraces  provisions  established  by  the 
legislature.  The  deductibility  feature  applies  to 
families  having  a gross  income  of  $4,500  or  more, 
and  it  is  figured  two  ways.  One  way  is  by  a 
simple  computation  of  1 per  cent  of  gross  income. 
The  other  is  by  a more  complicated  calculation 
based  on  a percentage  of  net  income . Whichever 
figure  is  smaller  is  the  amount  which  must  be  paid 
annually  by  the  applicant  or  in  his  behalf  before 
Medical  Assistance  is  provided.  It  does  not 
apply  to  inpatient  hospital  care.  Payment  of 
health  insurance  premiums,  whether  by  the 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


individual  or  by  a third  party  in  his  behalf, 
such  as  an  employer  or  a union,  are  applicable 
toward  the  deductible.  Payments  for  Work- 
men’s Compensation  coverage  or  for  medical 
coverage  under  a liability  insurance  policy 
cannot  be  applied  toward  the  deductible. 

Amendments  modify  State  Hospital  Code 

Three  recently  enacted  provisions  concerning 
hospital  and  nursing  home  operating  certificates 
have  been  added  to  the  new  State  Hospital 
Code.  One  permits  the  certificates  to  be  issued 
to  existing  institutions  which  do  not  completely 
meet  Code  construction  standards  for  new 
facilities.  Another  gives  institutions  which  are 
denied  certificates  a right  to  appeal.  The  third 
states  that  the  New  York  City  Department  of 
Hospitals  is  to  handle  operating  certificates  for 
institutions  under  its  jurisdiction.  New  York 
City  has  jurisdiction  over  proprietary  hospitals 
in  the  city;  the  New  York  State  Department 
of  Health  has  jurisdiction  over  voluntary  and 
municipal  institutions. 

The  first  new  provision  permits  the  State 
Health  Commissioner  to  issue  certificates  to 
existing  institutions,  that  is,  those  which  were 
operating  or  had  approval  to  build  by  January 
31,  1966,  even  though  the  institutions  do  not 
meet  every  requirement  for  new  institutions. 
This  “grandfather’s  clause”  is  designed  to 
prevent  hardships.  It  permits  but  does  not 
require  the  Commissioner  to  grant  a certificate. 

The  appeals  provision  gives  the  operators  of 
an  institution  which  is  denied  a certificate  the 
right  to  ask  for  review  of  the  case.  The  Code, 
in  turn,  allows  the  Commissioner  to  direct 
that  the  case  be  reviewed  at  a hearing  and  by 
the  State  Hospitals  Review  and  Planning 
Council  and  the  appropriate  regional  hospital 
council.  Similar  appeal  provisions  are  per- 
mitted by  the  Code  on  questions  involving  con- 
struction standards  for  new  buildings. 

Designation  of  the  New  York  City  Depart- 
ment of  Hospitals  as  the  agency  for  handling 
certificates  in  its  jurisdiction  is  in  accord  with 
Article  28  of  the  Public  Health  Law,  which 
permits  the  City  to  set  standards  not  inconsist- 
ent with  those  established  by  the  Commis- 
sioner and  the  State  Hospital  Review  and  Plan- 
ning Council. 
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Sherburne  C.  Brown,  M.D., 
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2.  Outpatient  Management  of 

Adult  Pulmonary 
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John  P.  Ruppe,  Jr.,  M.D.,  Islip 
Director  of  Hospitals, 

Department  of  Tuberculosis, 
Department  of  Health, 

State  of  New  York 

Saturday,  October  22 

Morning 

9:30  a.m.  Scientific  Program 

Panel  Discussion:  Trauma 


Fred  Bromberg,  M.D.,  Bay  Shore, 
Moderator 

Attending  Surgeon,  Southside 
Hospital 

Panelists:  Irving  G.  Manning, 
M.D.,  Bay  Shore 

Attending  Orthopedic  Surgeon, 
Southside  Hospital 
Raymond  F.  Smith,  M.D., 
Hempstead 

Associate  Director  of  Surgery, 
Meadowbrook  Hospital 
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Park 

Secretary DeWitt  C.  Brown,  M.D.,  Bay 

Shore 

Treasurer Raymond  F.  Smith,  M.D., 
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Presidents — Component  County  Societies 
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Suffolk Milton  Gordon,  M.D., 

Huntington 
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When  depressed  patients  say: 
— ■ — 

“1  can’t  sleep  at  night” 

“I’m  tired  all  day  long" 

NORPRAMIN 

(desipramine  hydrochloride) 

non-sedating-  rapid-acting 
ANTIDEPRESSANT 

helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  .complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
iess  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste”,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Medical  Schools 


Albany  Medical  College 

Federal  grants  received.  A federal  grant 
of  $511,000,  was  received  by  the  College  from 
the  U.S.  Public  Health  Service.  This  is  one 
of  the  first  in  the  Federal  government’s  new 
Health  Professions  Educational  Improvement 
Program.  This  grant  will  be  used  to  strengthen 
the  faculty  through  salary  improvement  and 
through  recruitment  of  additional  faculty, 
particularly  in  basic  science  departments. 
Also,  the  College  will  make  a modest  increment 
in  the  size  of  its  entering  class.  Another  Fed- 
eral grant  for  $373,254,  has  been  received  for  the 
purpose  of  undertaking  the  planning  for  a re- 
gional medical  program  of  research,  training, 
and  demonstration  care  in  the  fields  of  heart 
disease,  cancer,  stroke,  and  allied  diseases.  The 
College  becomes  one  of  the  first  few  American 
medical  schools  to  receive  a grant  under  the 
new  law,  commonly  known  as  the  Heart,  Can- 
cer and  Stroke  Act,  passed  by  Congress  last 
year. 

Albert  Einstein  College  of  Medicine 

New  chairman  appointed.  Hubert  L.  Roso- 
moff,  M.D.,  formerly  associate  professor  of 
neurosurgery,  University  of  Pittsburgh  School 
of  Medicine,  has  been  appointed  professor  and 
chairman,  Department  of  Neurological  Surgery. 
Dr.  Rosomoff  succeeds  Leo  M.  Davidoff,  M.D., 
who  will  become  professor  emeritus  in  the 
Department. 


Pulmonary  embolism 


T.  N.  Massey,  Jr.,  M.D.,  writing  in  a recent 
issue  of  the  North  Carolina  Medical  Journal, 
feels  that  deaths  from  pulmonary  embolism 
can  be  reduced  by  as  much  as  50  per  cent  with 
adequate  preventive  and  therapeutic  measures. 
His  conclusion  was  reached  after  a study  of 
50  autopsy  cases,  the  results  of  which  indicated 
that  pulmonary  emboli  and  infarcts  are  often 
unrecognized,  rarely  diagnosed  by  x-ray  or 
electrocardiograph  alone,  and  usually  in- 
adequately treated.  In  only  16  per  cent  was 
pulmonary  embolism  the  working  diagnosis; 
it  was  suspected  in  18  per  cent.  The  most 
frequent  underlying  diseases  were  heart  disease, 
cancer,  trauma,  and  postoperative  disorders. 
Legs,  pelvis,  and  heart  were  the  leading  sources 
of  emboli.  Pneumonia  was  the  most  fre- 
quently confused  disease,  both  clinically  and 


Cornell  University  Medical  College 

New  Director.  David  D.  Thompson,  M.D., 
acting  physician-in-chief  of  The  New  York 
Hospital,  will  become  director  there  on  Jan- 
uary 1,  1967.  Dr.  Thompson  succeeds  Henry 
N.  Pratt,  M.D.,  who  will  retire  December  31 
after  serving  as  director  for  eighteen  years. 

Mount  Sinai  School  of  Medicine 

Assistant  dean  appointed.  George  Chris- 
takis,  M.D.,  director  of  New  York  City’s 
Health  Department’s  Bureau  of  Nutrition  since 
1962,  has  been  named  assistant  dean  of  the 
school.  Dr.  Christakis  also  has  been  appointed 
associate  professor  of  community  medicine. 

Upstate  Medical  Center  at  Syracuse 

Departmental  chairman  change.  David  G. 
Whitlock,  M.D.,  a member  of  the  faculty  for 
eleven  years,  has  been  named  chairman  of  the 
Department  of  Anatomy.  Philip  B.  Armstrong, 
M.D.,  will  continue  as  a professor.  Dr.  Arm- 
strong is  also  director  of  the  Marine  Biological 
Laboratory,  Woods  Hole,  Massachusetts.  At 
the  present  time,  Dr.  Whitlock  is  chairman  of 
Neurology  Study  Section  B,  National  Institute 
of  Neurological  Disease  and  Blindness,  United 
States  Public  Health  Service. 


by  x-ray  examination.  In  this  series,  electro- 
cardiogram and  laboratory  findings  were  of 
little  diagnostic  aid. 

The  underlying  diseases  were  as  follows: 
heart  disease,  23;  cancer,  13;  peripheral 
arterial  disease,  5;  acute  trauma,  4;  and  post- 
operative complications,  4.  The  sources  of 
emboli  were  as  follows:  femoral  or  peripheral 
leg  veins,  18;  iliac  or  pelvic  veins,  12;  right 
atrium,  5;  right  ventricle,  1;  generalized  venous 
thrombosis,  1;  and  a cut-down  catheter,  1. 
The  source  was  not  known  in  12  (24  per  cent). 
The  x-ray  diagnosis  of  pulmonary  infarction 
was  made  in  only  1 case.  In  most  patients  with 
pulmonary  embolism  the  electrocardiogram 
findings  show  no  clear-cut  diagnostic  abnor- 
mality. Pre-existing  cardiac  or  pulmonary 
disease  may  interfere  to  varying  extents  with 
the  development  of  electrocardiographic  changes 
suggesting  pulmonary  emboli.  Tachycardia 
and  arrhythmia  appear  to  be  the  most  fre- 
quently reported  abnormalities. 
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Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V:  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


OINTMENT 

prevent  infection  h* 
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Selected  Common  Stocks 

Our  Research  Department  has  prepared  a 64-page  booklet  on  150  common 
stocks  which  should  be  useful  when  reviewing  portfolio  positions.  This  list  is 
arranged  by  industry,  gives  1966  earnings  projections,  indicated  dividends, 
and  has  brief  comments  on  each  of  the  companies  selected. 

For  a copy,  address  Dept.  JM 

CARL  M.  LOEB,  RHOADES  8c  CO. 

Members  New  York  Stock  Exchange,  American  Stock  Exchange 
and  Principal  Commodity  Exchanges 

42  Wall  Street  New  York  10005 
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375  Park  Avenue,  New  York  10022 
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Abstracts 


Foldes,  F.  F.,  and  Duncalf,  D.:  Muscle 

relaxants  and  mechanical  ventilators  in  thoracic 
surgery,  New  York  State  J.  Med.  66:  2237 
(Sept.  1)  1966. 

A quiet  chest  is  desirable  in  thoracic  surgery, 
and  manually  or  mechanically  performed  arti- 
ficial ventilation  has  provided  the  solution  to 
derangements  of  cardiopulmonary  homeostasis. 
When  a muscle  relaxant  is  used  to  abolish  spon- 
taneous respiration  prior  to  controlled  ventila- 
tion, this  should  be  administered  before  the 
pleural  cavity  is  opened  and  discontinued  after 
closure.  Flow  generators  that  are  time-  or 
volume-cycled  maintain  a constant  tidal  vol- 
ume, respiratory  rate,  and  alveolar  ventilation. 
Manually  or  mechanically  controlled  ventila- 
tion is  used  more  often  than  assisted  ventilation 
during  intrathoracic  surgery  for  many  reasons. 
The  choice  of  agents  and  technics  of  anesthesia 
are  discussed. 

Quan,  S.  H.:  Preoperative  radiation  for  car- 

cinoma of  rectum,  New  York  State  J.  Med. 
66:  2243  (Sept.  1)  1966. 

Studies  have  shown  that  in  patients  with 
malignant  tumors  that  have  broken  through  the 


bowel  wall  and  metastasized  to  the  regional 
lymph  nodes,  preoperative  irradiation  resulted 
in  a better  five-  and  ten-year-survival  rate  than 
in  patients  who  had  not  been  irradiated.  Irradi- 
ation seems  to  obstruct  the  flow  of  lymph  in 
small  vessels  and  thus  perhaps  prevents  the 
embolization  or  further  spread  of  tumor  cells. 
Preoperative  irradiation  does  not  seem  to  affect 
the  mortality  rates  of  patients  with  tumors 
which  are  histologically  confined  within  the 
bowel  wall  or  whose  tumors  have  broken 
through  the  bowel  wall  but  have  not  metas- 
tasized to  regional  lymph  nodes.  The  Miles 
procedure  is  still  the  operation  of  choice  in 
cancer  of  the  rectum. 

Korn,  M.  W.,  and  States,  J.  D.:  Slipping 

capital  femoral  epiphysis:  long-term  follow-up 
and  review  of  cases  in  Rochester,  New  York, 
New  York  State  J.  Med.  66:  2248  (Sept.  1) 
1966. 

Various  methods  for  treating  slipping  capital 
femoral  epiphysis  were  studied  in  102  patients 
for  a total  of  124  hips  to  determine  the  relation 
between  the  degree  of  slip  and  treatment  and  the 
results.  A shearing  strain  at  the  epiphysial 
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When  emergency  anesthesia  is 

complicated  by  the  common  cold 
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I ledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.1  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 


Since  the  attitude  of  "emergency  surgery  — hurry.” 
has  been  replaced  by  "emergency  surgery  — watch 
out”,2  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 

Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.3 


Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  fror 
secretions  penetrating  the  bronchi  and  bronchiole 
In  laryngospasm,  there  are  both  inspiratory  and  e: 
piratory  stridor  and  difficulty  in  inflating  the  chest 
in  bronchospasm  there  is  an  expiratory  wheeze,  bu 
not  as  much  difficulty  in  inflation,  although  sonr 
resistance  may  be  felt.  Stridor  is  due  to  partial  o ; 
complete  closure  of  the  vocal  cords  in  spasm  and  th 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produce: 
difficulty  in  ventilation  through  the  mouth  until  the 
patient  is  deep  enough  to  place  an  oral  airway.  Ar 
intravenous  agent  can  be  given  to  facilitate  the  ir 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed  tc 
ventilate  the  patient.  For  example,  teeth  can  b( 
broken  by  too  vigorous  attempts  at  intubation,  oi 
the  intubation  itself  may  be  technically  difficult  due 
to  secretions  obstructing  the  view  of  the  glottis.  The 
postoperative  sequelae  of  intubation  ranges  from 
mild  laryngitis  to  pneumonia  with  atelectasis,  and 
are  seen  far  more  commonly  in  patients  suffering 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  char 
acteristic  stridor  or  "crowing”  sound. 


Complications  during  the  maintenance  of 

anesthesia  Bronchospasm  can  occur  in  an  un- 
intubated patient  due  to  secretions  entering  the  bron- 
chial tree  from  above,  and  acting  as  an  irritant  to 
the  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
spasm  and  bronchospasm  may  ensue.  The  difficult 
decision  here  is  whether  it  is  better  to  suction  the 
patient  continually  or  to  use  an  endotracheal  tube 
which  protects  the  cords  and  bronchi  but  introduces 
the  risk  of  attendant  complications. 

postoperative  complications  Postoperatively, 

complications  can  be  more  serious  than  even  the  intra- 
anesthesia complications,  and  occur  much  more  fre- 
quently in  a patient  who  has  been  intubated.4 

Sore  throat  and  pharyngitis  can  result  both  from  the 
preoperative  upper  respiratory  infection  and  from 
the  drying  of  the  mucous  membranes  which  occurs 
during  anesthesia. 

Tracheitis  and  bronchitis  often  result  from  secre- 
tions trickling  down  the  tracheobronchial  tree. 

Laryngitis  is  frequently  seen  in  patients  with  upper 
respiratory  infections  who  have  been  intubated. 
There  is  a significant  increase  in  the  incidence  of 
laryngitis  compared  to  that  in  patients  without  up- 
per respiratory  infections. 

Subglottic  edema  is  a condition  which  occurs  mainly 
in  children  who  have  been  intubated.  This  pathol- 
ogy results  from  an  exudate  developing  in  the  areo- 
lar tissue  just  below  the  cords.  Because  of  the  small 
size  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatment5,6,7,8  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

(concluded  on  following  page) 


Open  noses  all  the  way! 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 

Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


EachTriaminic 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 
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Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 


Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  more  ■ 
thoroughly  preoperatively  and  are  more  easily  sue  1 
tioned  from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appear  l 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and  ; 
more  watery.  This  is  particularly  true  in  asthmatics. 

Summary:  Administration  of  emergency  anesthe- 
sia to  a patient  with  a cold  or  upper  respiratory  in-  J 
fection  can  lead  to  a chain  of  events  that  may  result  I 
in  increased  postoperative  morbidity  and  even  death.  I 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent  I 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%  — 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe . . . 

Triaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 
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Pheniramine  maleate  6.25  mg. 
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tient should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 
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plate  during  motion  that  is  resisted  by  the  in- 
ertia of  body  weight  apparently  weakens  the 
epiphysial  plate.  Symptoms  occur  between 
the  ages  of  eight  and  seventeen  years.  Early 


diagnosis  and  surgical  intervention  with  in  situ 
internal  fixation  of  the  epiphysis  produced 
best  results.  Open  reduction  produced  poorest 
results.  Weight  bearing  is  usually  permitted 
the  third  or  fourth  postoperative  month. 


Abstracts  in  Interlingua 


Foldes,  F.  F.,  e Duncalf,  D.:  Agentes  de  re- 

laxation muscular  e ventilatores  mechanic  in  le 
chirurgia  thoracic  ( anglese ),  New  York  State 
J.  Med.  66:  2237  (1  de  septembre)  1966. 

Un  thorace  quiete  es  desirabile  in  chirurgia 
thoracic.  Ventilation  artificial,  activate  man- 
ual— o mechanicamente,  ha  providite  le  solution 
del  problema  de  un  disturbate  homeostase  car- 
diopulmonar.  Quando  un  agente  de  relaxation 
muscular  es  usate  pro  abolir  le  respiration 
spontanee  ante  le  initiation  de  ventilation  arti- 
ficial, ille  agente  deberea  esser  administrate 
ante  que  le  cavitate  pleural  es  aperite,  e su  uso 
deberea  esser  suspendite  post  le  clausura  del 
cavitate.  Generatores  de  fluxo  a cyclo  chrono- 
metric  o volumetric  mantene  un  constante 
volumine  de  aere  currente,  un  constante  fre- 
quentia  respiratori,  e un  constante  ventilation 
alveolar.  II  existe  multe  rationes  pro  explicar 
le  facto  que  ventilation  artificial  a activation 
manual  o mechanic  es  usate  plus  extensemente 
que  ventilation  spontanee  con  assistentia  arti- 
ficial in  chirurgia  intrathoracic.  Es  commen- 
tate le  disponibile  agentes  e le  technicas  de 
anesthesia. 

Quan,  S.  H.:  Radiation  preoperatori  pro 

carcinoma  del  recto  ( anglese ),  New  York 
State  J.  Med.  66:  2243  (1  de  septembre) 

1966. 

Studios  pertinente  ha  monstrate  que  in  pa- 
tientes  con  tumores  maligne  erumpite  a trans- 
verso  le  pariete  intestinal  e metastatisate  ad 
nodos  lymphatic  regional,  irradiation  preopera- 
tori resulta  in  un  meliorate  superviventia  de 
cinque  e de  dece  annos  in  comparation  con  pa- 
tientes  in  qui  nulle  tal  irradiation  esseva  practi- 
cate.  II  pare  que  le  irradiation  obstrue  le  fluxo 


de  lympha  in  micre  vasos  e assi  preveni  possi- 
bilemente  le  embolisation  o le  dissemination 
additional  de  cellulas  tumoric.  Irradiation 
preoperatori  non  pare  afficer  le  mortalitate  de 
patientes  con  tumores  histologicamente  con- 
finate  ad  intra  le  pariete  intestinal  o de  pa- 
tientes in  qui  le  tumores  ha  erumpite  a trans- 
verso  le  pariete  intestinal  sin  le  occurrentia 
subsequente  de  metastase  ad  nodos  lymphatic 
regional.  Le  procedimento  de  Miles  continua 
esser  le  operation  de  election  in  cancere  del 
recto. 


Korn,  M.  W.,  e States,  J.  D.:  Coxa  var  per 

displaciamento  del  epiphyse  capito-femoral; 
catamnese  a longe  termino  e revista  de  casos  in 
Rochester,  New  York  {anglese).  New  York 
State  J.  Med.  66:  2248  (1  de  septembre) 

1966. 

Varie  methodos  pro  tractar  coxa  var  per  dis- 
placiamento del  epiphyse  capito-femoral  esseva 
studiate  a base  de  102  patientes  representante 
un  total  de  124  afficite  coxas,  con  le  objectivo 
de  determinar  le  relation  inter  le  grado  del  dis- 
placiamento, le  forma  del  tractamento,  e le 
resultatos  obtenite.  II  pare  que  le  subjection 
del  plata  epiphysial  a un  effortio  glissante, 
occasionate  per  le  movimento  del  individuo  e 
contrariate  per  le  inertia  del  peso  corporee, 
exerce  un  effecto  debilitatori  super  le  plata 
epiphysial.  Symptomas  occurre  inter  le  octave 
e le  dece-septime  anno  del  vita  del  patiente. 
Un  prompte  diagnose  e intervention  chirurgic 
con  fixation  interne  del  epiphyse  in  sito  pro- 
duceva  le  melior  resultatos.  Reduction  aperte 
produceva  le  resultatos  le  minus  satisfacente. 
Supporto  de  peso  es  usualmente  permittite  ab 
inter  tres  e quatro  menses  post  le  operation. 
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Editorials 


Science  in  the  world  of  widening  horizons,  a trilogy 
Part  I — the  Cyborg 


We  have  been  privileged  on  other  oc- 
casions to  present  the  views  of  one  of  our 
most  distinguished  scientists,  Dr.  Glenn 
T.  Seaborg,  chairman  of  the  Atomic  Energy 
Commission.  In  an  address  celebrating 
the  twentieth  anniversary  of  the  United 
Nations  Educational  Scientific  and  Cul- 
tural Organization  (UNESCO)  he  made 
many  cogent  observations  on  man’s  pres- 
ent position  in  relation  to  the  scientific 
achievements  of  our  day. 

This  statement  is  of  such  overriding  im- 
portance to  all  of  us,  not  only  as  medical 
scientists  but  as  twentieth  century  men, 
that  we  repeat  here  much  of  this  address. 

. . . Man  may  well  have  reached  that 
point  in  his  history,  that  stage  of  his 
development,  where  he  has  not  only 
been  made  master  of  his  fate,  but  where 
his  technology  and  his  morality  have 
come  face  to  face,  where  he  can  scarcely 
treat  fact  and  value,  separately,  and 
where  he  may  see  principles  as  diverse 
as  the  Second  Law  of  Thermodynamics 
and  the  Golden  Rule  being  considered 
side  by  side  in  the  making  of  decisions 
which  determine  his  future.  . . . The 
major  forces  that  have  shaped  our  lives 
in  the  last  twenty  years  . . . — are  not 
only  widening  our  horizons  but  forcing 
us  to  shape  up  for  a rigorous  journey 
toward  those  horizons.  We  are  headed 
for  some  new  undiscovered  shores,  and 
after  a million  years  of  headway — of 
struggle  and  growth,  of  conquest  and 
accomplishment — during  which  time  we 
believed  we  were  all  sailing  separately, 
we  have  reached  the  point  where  we  now 
realize  we  are  essentially  all  in  the  same 
boat  together.  It  is  science  which  has 
made  this  so.  And  it  is  the  power 
derived  from  science  and  how  we  use 
or  misuse  it  which  will  determine  our 
future. 

Of  course,  we  all  realize  that  science 
has  been  with  us  for  longer  than  the  past 
twenty  years.  As  an  organized  way  of 


thinking  and  acting  for  man,  it  has  been 
with  us  in  many  respects  since  ancient 
times.  Experimental  science,  the  foun- 
dation of  today’s  science,  had  its  begin- 
ning a few  centuries  ago.  The  forging 
of  the  bond  between  science  and  tech- 
nology dates  back  to  the  last  century, 
and  the  adoption  of  both  by  industry 
took  place  at  the  beginning  of  this 
century.  But  it  has  only  been  within 
the  last  few  decades  that  the  impact  of 
scientific  theory,  transformed  with  in- 
creasing rapidity  into  technology — into 
tangible  products  and  power — has  been 
felt  by  society  as  a whole. 

. . . Let  us  review,  in  broad  terms,  some 
of  the  recent  progress  of  science  and  the 
ways  in  which  it  has  widened  our 
horizons. 

Endowed  with  an  intellect  that  allows 
him  to  reason,  and  to  remember,  record 
and  transmit  his  ideas,  man  has  been 
responsible  to  a large  degree  for  his  own 
creative  evolution.  In  speed  and  scope 
it  far  exceeds  his  own  natural  evolution. 
Physically  we  are  not  that  much  different 
today  than  our  forebears  of  the  Stone 
Age.  We  exist  on  a pinpoint  of  time, 
temperature  and  chemical  balance,  in- 
dividually weak  and  ineffectual,  and  our 
only  contact  with  the  real  world  is 
through  our  five  meager  senses.  But 
through  the  highly  organized  intelligence 
we  call  “Science”  and  the  highly  or- 
ganized group  we  call  “Society,”  we 
have  been  able  to  extend  our  senses  and 
amplify  our  energy  to  an  incredible  de- 
gree. We  have  been  able  to  learn  much 
about  ourselves  and  our  environment, 
and  we  have  developed  ways  to  adapt 
ourselves  to  environments  not  only  un- 
suited to  man  but  to  those  where  no 
other  life  has  ever  existed. 

Our  sense  of  vision  has  always  been  our 
primary  method  of  knowing  about  our 
world.  Yet  marvelous  as  our  eyes  are, 
they  allow  us  only  a very  limited  pic- 
ture of  our  immediate  world.  Today, 
through  scientific  innovations  which  have 
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been  developed  or  refined  mainly  within 
the  last  twenty  years,  we  have  extended 
the  limits  of  our  sight  by  orders  of  such 
magnitude  and  in  such  terms  that  the 
very  expression  “sight”  needs  redefining. 
We  are  now  able  to  witness  indirectly 
events  taking  place  almost  anywhere  on 
the  surface  of  the  earth  at  the  time  they 
happen.  We  are  able  to  “see”  the  exist- 
ence of  stars  far  beyond  those  at  what 
we  believed  was  the  “outer  edge”  of 
space,  and  to  film  cosmic  events  which 
happened  billions  of  light  years  ago; 
we  are  able  to  visualize  the  structure  of 
an  atom  and  to  track  the  path  of  its 
disintegrating  particles,  though  their 
lifetimes  be  far  less  than  a billionth  of  a 
second.  We  are  able  to  observe  the 
microcosmic  world  of  life  and  see  the 
detailed  structure  of  such  simple  self- 
reproducing  things  as  viruses,  some  of 
which  are  so  small  that  a trillion  of  them 
could  comfortably  live  on  the  head  of  a 
pin.  This  same  extension  of  sight  toward 
the  inner  world  allows  us  to  study  in 
detail  the  basic  structure  of  our  own 
living  cells  and  the  chemical  basis  of 
our  heredity. 

Our  sense  of  hearing  has  also  been 
enormously  extended  by  technologies 
which  transform  understandable  sounds 
into  various  forms  of  energy,  carry  them 
to  us  over  vast  distances,  then  trans- 
form them  back  into  familiar  patterns 
and  the  wave  lengths  our  auditory  nerves 
can  handle.  From  such  diverse  places 
on  earth  as  Sugar  Grove,  West  Virginia, 
and  Jodrell  Bank,  England,  we  cock 
those  gigantic  “ears” — our  radiotele- 
scopes— toward  the  farthest  galaxies 
and  beyond  and  pick  up  sounds  from 
distant  worlds,  listening  for  (and  hoping 
for)  patterns  which  might  indicate  the 
existence  of  intelligent,  communicative 
life  somewhere  in  those  remote  cosmic 
regions.  We  can  “hear”  the  sound  of 
moderate-sized  earthquakes  anywhere  in 
the  world,  determine  their  intensity,  and 
often  their  exact  location.  We  have 
extended  our  hearing  (as  well  as  our 
sight)  beneath  the  sea,  and  in  doing  so 
have  learned  not  only  how  to  detect 
animate  and  inanimate  objects  in  that 
almost  lightless  world,  but  that,  dark  as 
its  depths  may  be,  the  sea  is  not  a silent 
world,  and  that  the  voices  of  the  fish 
and  the  other  marine  life  in  it  make  it  a 
veritable  screeching,  croaking  jungle  of 
sound. 

Fortunately,  we  have  created  new 
senses  as  well  as  extended  the  range  of 


our  natural  senses.  We  have  no  natural 
sense  organs  designed  to  detect  magnetic 
fields,  or  the  greater  range  of  radiation — 
that  are  not  in  the  limited  areas  of  the 
spectrum  which  produce  light,  sound  or 
heat — yet  we  can  detect  almost  all 
forms  of  radiation  in  the  smallest 
amounts,  whether  in  the  confines  of  a 
laboratory  or  in  orbit  around  the  earth 
or  sun. 

But  miraculous  as  these  extensions  of 
our  natural  senses  may  be,  they  would 
all  be  for  naught  if  man  were  not  en- 
dowed with  the  ability  to  remember, 
to  record  and  transmit  these  impressions 
and  the  ideas  he  develops  from  them. 
It  is  only  through  memory  and  com- 
munication that  the  collective  intelli- 
gence of  mankind  grows,  and  that  he  is 
able  to  make  any  use  of  the  impressions 
gathered  by  his  senses.  It  is,  therefore, 
most  fortunate  for  us  that  the  same 
scientific  revolution  which  has  magnified 
our  knowledge  gathering  ability  has 
given  us  the  electronic  tools  to  handle 
this  great  new  accumulation  of  data,  to 
sort  it,  store  it,  recall  it  when  we  need 
it,  to  solve  problems  with  it,  and  to  some 
extent  put  in  the  answers  to  work  for 
us.  If  it  were  not  for  these  tools,  how 
would  we  begin  to  handle  the  incredible 
input  of  our  information  explosion,  one 
which  in  science  alone  sees  the  publishing 
of  100,000  journals  a year  in  more  than 
60  languages,  a figure  doubling  every 
fifteen  years? 

If  the  past  twenty  years  has  seen  a 
modification  of  man  through  a vast 
technological  extension  of  his  senses  and 
collective  intellect,  certainly  it  has  also 
seen  an  important,  though  perhaps  less 
spectacular,  modification  of  man  him- 
self. The  understanding  we  have  gained 
of  the  life  processes  and  of  the  many 
biological  forces  at  work  in  ourselves 
and  our  environment  has  extended  our 
life  span,  has  allowed  us  to  reduce 
disease  and  suffering  and  to  enjoy 
longer,  healthier  lives.  But  this  prog- 
ress, important  as  it  may  be  and  as 
grateful  as  we  are  for  it,  may  soon  seem 
insignificant  compared  to  that  which 
appears  to  be  just  ahead  of  us.  The 
possibilities  of  new  and  rather  dramatic 
changes  in  man  loom  large,  some  of  them 
in  the  not  too  distant  future.  They 
may  stem  from  advances  in  a number  of 
diverse  fields — from  new  found  knowl- 
edge of  the  body’s  chemistry,  of  the 
electro-chemical  nature  of  the  brain  and 
nervous  system,  of  our  genetic  make-up. 
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and  from  advances  by  the  chemical 
engineer,  the  surgeon,  the  electronics 
expert  and  the  biochemist.  Man  has 
been  modifying  himself  for  centuries 
by  such  simple  devices  as  external  braces, 
artificial  limbs,  hearing  aids  and  even 
dentures.  Now  we  are  beginning  to 
think  and  act  in  terms  of  internal 
modifications,  of  replacing  parts  of  or- 
gans and  eventually  even  entire  organs 
with  synthetic,  man-made  substitutes. 
The  replacement  of  an  artery  with  a 
Dacron  tube  is  now  commonplace. 
Externally  used  artificial  kidneys,  heart- 
regulating pacemakers  and  heart-lung 
machines  perform  life-saving  functions 
today.  Serious  effort  is  now  being 
devoted  to  developing  artificial  kidneys, 
pacemakers,  and  even  mechanical  hearts 
which  can  be  carried  internally  by  the 
patient  and  in  effect  become  a part  of 
his  natural  body.  Efforts  are  also  being 
made  to  repair  man’s  damaged  or 
diseased  parts  with  the  healthy  parts  of 
other  men  and  even  animals,  and  just  in 
recent  years  some  remarkable  new  prog- 
ress has  been  made  in  the  understanding 
and  technique  of  the  transplanting  of 
human  organs. 

. . . The  extent  of  [biochemical  ] prog- 
ress might  best  be  expressed  by  the 
fact  that  work  in  an  understanding  of  the 
life  processes  has  reached  the  point 
where  it  was  seriously  suggested  this 
past  year  by  the  president  of  the 
American  Chemical  Society,  Dr.  Charles 
C.  Price,  that  a national  crash  program, 
similar  to  that  taken  by  the  Govern- 
ment in  nuclear  fission  in  the  1940’s, 
would  probably  lead  to  man’s  ability  to 
create  life.  Even  without  such  a crash 
program,  we  may  see  this  accomplished 
before  the  end  of  this  century. 

Paralleling  our  growing  understanding 
of  the  biochemical  basis  of  life  has  been 
a growing  interest  in,  and  knowledge 


of,  the  basic  mechanism  of  the  brain 
and  nervous  system.  At  the  recent 
annual  meeting  of  the  American  As- 
sociation for  the  Advancement  of  Science, 
there  was  much  discussion  of  the  work 
being  done  now  in  the  chemistry  of  the 
brain  and  central  nervous  system.  If 
current  research  in  this  field — including 
the  use  of  chemical  compounds  to  in- 
fluence memory  and  learning — offers  any 
indication  of  the  possibilities  ahead, 
we  may  see  some  revolutionary  advances 
in  the  treatment  of  mental  illness. 
We  may  also  see  some  other  startling 
uses  of  chemicals  in  relation  to  man’s 
mental  and  physical  processes  which 
could  have  very  serious  social  ramifica- 
tions and  call  for  the  utmost  considera- 
tion and  control  in  their  uses. 

The  electrical  nature  of  the  brain’s 
activity  and  its  comparison  with  the 
computer  has  become  the  basis  of  the 
relatively  new  science  of  cybernetics. 
Cybernetics,  together  with  another  new 
discipline  known  as  bionics,  give  us  cause 
to  speculate  on  how  far  man  can  go  in 
combining  his  naturally  endowed  self 
with  the  mechanical  products  of  his 
creative  evolution.  Those  involved  in 
these  new  fields  suggest  that  some  day  in 
the  future  it  may  be  possible  to  “pro- 
gram” information  directly  into  the 
human  brain,  or  develop  cybernetic 
control  systems  through  which  a man’s 
thoughts  alone  can  remotely  control  a 
machine.  Work  in  this  area  of  so  in- 
timately combining  man  and  machine 
has  already  lead  to  the  coining  of  a new 
word — cyborg — standing  for  cybernetic 
organism.  And  to  a great  extent  Man — - 
The  Cyborg — is  with  us  today  and  mak- 
ing valuable  contributions  to  our  pro- 
grams in  space,  nuclear  energy,  and 
oceanography — in  those  areas  where 
man  must  operate  in  a hostile,  hazardous 
environment. 
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Searle  announces 
a fundamental 
therapy  for  essential 

hypertension: 

Aldactazide 

spironolactone  25  mg.  with  hydrochlorothiazide  25  mg. 

( formerly  Aldactazide-A) 


■ provides  a unique  formulation  of  two  proved  diuretic- 
antihypertensive  agents  each  with  a different  yet  comple- 
mentary mode  of  action... ideal  initial  therapy  for  mild  to 
moderate  essential  hypertension 

■ lowers  blood  pressure  gently  but  reliably. . . keeps  the 
patient  on  his  feet 

■ offsets  the  unpleasant  side  effects  of  thiazide  therapy 
due  to  potassium  depletion  and  offers  a better  chance  of 
successful  treatment  than  thiazide  alone  in  the  average 
patient 

■ often  obviates  the  need  for  more  drastic  agents  such  as 
the  ganglion-blocking  drugs 

■ eliminates  the  need  for  potassium  supplements. ..often 
permits  a more  liberal  sodium  diet 

■ not  expensive . . . price  reduced  by  63  per  cent 


Product  information  in  brief  (See  Aldactazide  detailed  product 
information  before  prescribing ) : 

Indications:  Hypertension,  and  the  edema  or  ascites  of  conges- 
tive heart  failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome 
and  idiopathic  edema. 

Contraindications:  Anuria,  thiazide  sensitivity,  severe  renal 
impairment.  Aldactazide  may  also  be  contraindicated  in  severe 
or  progressive  liver  disease. 

Warning:  Potassium  supplementation  is  not  recommended  ex- 
cept in  exceptional  instances.  If  enteric-coated  potassium  salts 
are  used  the  physician  should  be  alert  to  the  possible  development 
of  small  bowel  lesions. 

Precautions:  Thiazides  can  cause  electrolyte  disturbances  or 
thrombocytopenia  in  the  newborn.  They  also  can  precipitate  hepa- 
tic coma  in  severe  liver  disease;  discontinue  Aldactazide  tempo- 
rarily if  mental  confusion  occurs. 

With  Aldactazide  reversible  elevation  of  NPN  and  BUN  may 
also  occur.  Although  rare,  the  most  potentially  serious  electrolyte 
disturbance  is  hyperkalemia;  if  this  occurs  discontinue  Aldacta- 
zide and  restrict  potassium  intake. 

The  most  common  electrolyte  disturbance  is  dilutional  hypo- 
natremia; its  appearance  requires  appropriate  corrective  measures. 
A true  low-salt  syndrome  is  rare;  discontinue  Aldactazide  and  ad- 
minister sodium  for  this  condition.  Hypokalemia  rarely  develops. 

Side  Effects:  Gastrointestinal  intolerance,  photosensitivity,  gyne- 
comastia, drowsiness  and  mental  confusion.  Mild  androgenicity 
(hirsutism,  deepened  voice  and  menstrual  irregularity)  has  been 
reported  rarely. 

Thiazide-induced  hyperuricemia  may  occur.  The  possibility  of 
decreased  glucose  tolerance  is  important  in  the  diabetic  or  pre- 
diabetic patient.  Other  well-known  thiazide  side  effects  include 
purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  gastro- 
intestinal disorders  (anorexia,  nausea,  vomiting,  diarrhea,  abdom- 
inal cramps),  rash,  pruritus,  paresthesia,  acute  pancreatitis  and 
jaundice. 

Note:  These  tablets  are  the  same  product  formerly  supplied  as 
Aldactazide-A®. 
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Specifically  designed  for  estrogen  replacement  in  the  menopause. . . and  later  years 

Premarm 

BRAND  OF  . 

CONJUGATED  ESTROGENS  (equine) 


Premarin  (conjugated  estrogens— equine)  is  a naturally  occurring,  orally  active,  water-soluble  estrogen 
presented  as  the  complete  equine  estrogen  complex,  caution:  In  the  female: To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with  1 week  rest  period— 
Withdrawal  bleeding  may  occur  during  this  1 week  rest  period).  In  the  male:  Continuous  therapy  over 
prolonged  periods  of  time  may  produce  gynecomastia,  loss  of  libido,  and  testicular  atrophy,  available 
in  4 potencies  for  individualized  treatment:  Tablets— 2.5  mg.  (purple),  1.25  mg.  (yellow),  0.625  mg. 
(red),  0.3  mg.  (green);  bottles  of  100  and  1,000. 2.5  mg.  tablets  also  available  in  20's. 
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Scientific  Articles 


Muscle  Relaxants  and 
Mechanical  Ventilators 
in  Thoracic  Surgery 


a quiet  chest  is  desirable  in  thoracic  sur- 
gery, and  manually  or  mechanically  per- 
formed artificial  ventilation  has  provided  the 
solution  to  derangements  of  cardiopulmonary 
homeostasis.  When  a muscle  relaxant  is 
used  to  abolish  spontaneous  respiration 
prior  to  controlled  ventilation,  this  should  be 
administered  before  the  pleural  cavity  is 
opened  and  discontinued  after  closure.  Flow 
generators  that  are  time-  or  volume-cycled 
maintain  a constant  tidal  volume,  respiratory 
rate,  and  alveolar  ventilation.  Manually 
or  mechanically  controlled  ventilation  is 
used  more  often  than  assisted  ventilation 
during  intrathoracic  surgery  for  many  rea- 
sons. The  choice  of  agents  and  technics  of 
anesthesia  are  discussed. 


FRANCIS  F.  FOLDES,  M.D. 
The  Bronx,  New  York 
DERYCK  DUNCALF,  M.B.,  F.F.A.R.C.S. 

Briarcliff  Manor,  New  York 

From  the  Division  of  Anesthesiology,  Montefiore  Hospital 
and  Medical  Center,  and  the  Department  of  Anesthesiology, 
Albert  Einstein  College  of  Medicine,  The  Bronx 


I ntrathoracic  surgery  is  associated  with 
profound  changes  in  respiratory  and  cir- 
culatory physiology.  It  is  the  goal  of  the 
anesthesiologist  to  compensate  for  these 
changes  and  to  provide  optimal  operating 
conditions.  In  patients  who  are  to  undergo 
intrathoracic  operations,  pulmonary  and 
circulatory  physiology  is  often  abnormal  to 
begin  with.  Further  problems  are  created 
by  the  special  circumstances  of  this  type  of 
surgery.  In  this  respect  the  effects  of  open 
pneumothorax,  posture,  surgical  manipula- 
tions, and  the  spread  of  secretions  on 
blood-gas  exchange  and  cardiac  function 
deserve  special  consideration.  The  de- 
velopment of  present-day  intrathoracic 
surgery  has  been  made  possible  by  the 
evolution  of  anesthetic  technics  which 
permit  nearly  normal  cardiopulmonary 
homeostasis  despite  marked  derangements 
of  important  physiologic  mechanisms. 
Optimal  operating  conditions  require  a 
quiet  chest.  This  involves  the  elimination 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  February  15,  1966. 


of  the  diaphragmatic  and  mediastinal 
movements  of  breathing  and  coughing. 
The  movements  and  position  of  the  lung  at 
the  end  of  inspiration  and  the  pressures 
necessary  for  its  inflation  also  affect  the 
course  of  surgery. 

After  the  pioneering  work  of  Janeway 
and  Green,1  Frenckner,2  and  Crafoord,3 
the  essentials  of  the  presently  accepted 
technics  of  ventilation  during  intrathoracic 
surgery  were  worked  out  in  1941  by  Nos- 
worthy.4  He  deliberately  abolished  spon- 
taneous respiratory  activity  and  maintained 
ventilation  by  simultaneous,  rhythmic,  and 
intermittent  inflation  of  both  lungs  (con- 
trolled ventilation)  during  thoracic  surgery. 
This  approach  largely  overcame  many  of 
the  physiologic  disturbances  caused  by 
open  pneumothorax  and  has  remained  the 
fundamental  principle  of  anesthesia  for 
intrathoracic  procedures.  Muscle  relax- 
ants with  or  without  mechanical  ventilation 
have  been  useful  in  the  anesthetic  manage- 
ment of  patients  during  pulmonary  surgery. 
To  understand  the  rational  use  of  muscle 
relaxants  and  mechanical  ventilators  in 
thoracic  surgery,  the  essentials  of  normal 
pulmonary  and  circulatory  physiology  and 
the  effects  of  the  open  chest  artificial  ven- 
tilation, various  ventilating  devices,  and 


September  1,  1966  / New  York  State  Journal  of  Medicine  2237 


muscle  relaxants  on  cardiopulmonary  func- 
tion must  be  fully  comprehended. 

Physiologic  and 

pathophysiologic  considerations 

Ventilation-perfusion  ratios  of  individual 
alveoli  vary  to  some  extent  in  normal  lungs 
but  even  more  so  in  certain  pulmonary  dis- 
eases such  as  emphysema.  In  this  respect 
the  normal  lung  behaves  as  if  half  of  it 
would  be  optimally  ventilated.  The  em- 
physematous lung  behaves  as  if  only  one 
quarter  or  less  of  its  volume  would  be  well 
ventilated.6 

During  spontaneous  ventilation,  in  the 
intact  chest,  intrapleural  pressure  gradually 
falls  to  about  minus  10  cm.  of  water  during 
inspiration.  This  negative  pressure  facili- 
tates venous  return  to  the  right  side  of  the 
heart.  This  fall  in  intrathoracic  pressure 
will  also  increase  the  filling  of  pulmonary 
capillaries  and  that  of  the  left  atrium. 
The  over-all  effect  on  cardiac  output  will  be 
determined  by  the  mean  intrathoracic 
pressure. 

Because  of  the  variable  effects  such  as 
hypo-  or  hyperventilation  of  general  anes- 
thesia on  respiration,  prediction  of  the 
arterial  carbon  dioxide  tension  in  spon- 
taneously breathing  anesthetized  subjects 
is  difficult.6  Arterial  oxygen  tension  is  also 
influenced  by  most  of  the  variables  which 
affect  arterial  carbon  dioxide  tension  and  in 
addition  is  dependent  on  the  partial  pres- 
sure of  the  inspired  oxygen.7  Depending 
on  the  anesthetic  agents  and  the  depth  of 
anesthesia,  circulatory  hemodynamics  may 
be  altered  in  a variety  of  ways. 

During  artificial  ventilation  with  a closed 
chest,  there  is  fairly  good  correlation  be- 
tween arterial  carbon  dioxide  tension  and 
ventilation.6  Since  the  mean  intrathoracic 
pressure  rises  during  intermittent  positive 
pressure,  venous  return  to  the  heart,  pul- 
monary capillary  filling,  and  cardiac  out- 
put will  be  impeded  in  proportion  to  the 
increase  in  mean  intrathoracic  pressure. 
This  effect  is  partially  offset  in  patients 
with  adequate  myocardial  reserve  by  a 
compensatory  rise  in  the  peripheral  venous 
pressure.  This  tends  to  maintain  venous  re- 
turn in  the  face  of  an  elevated  mean  central 
venous  pressure.  With  controlled  ventila- 
tion the  incorporation  of  negative  pressure 
during  the  expiratory  phase,  expiratory 


pause,  or  both  can  restore  mean  intra- 
thoracic and  central  venous  pressure  to  or 
below  normal  levels. 

Position  influences  ventilation  perfusion 
ratios  whether  the  chest  is  open  or  closed. 
Arterial  carbon  dioxide  tension  rises  in  the 
anesthetized  patient  breathing  sponta- 
neously when  turned  into  the  lateral  posi- 
tion.8 The  prone  position  does  not  reduce 
ventilation  provided  the  table  is  kept  hori- 
zontal.9 Surprisingly,  with  spontaneous 
ventilation  in  the  lateral  position,  the  lower 
part  of  the  lung  is  better  ventilated  and 
perfused  and  therefore  has  a greater  oxygen 
uptake  than  the  upper.10 

In  a spontaneously  breathing  subject  an 
open  pneumothorax  causes  paradoxical 
movements  of  the  exposed  lung  which 
becomes  ventilated  with  gases  expired  from 
the  opposite  lung.  During  inspiration  the 
noncollapsed  lung  receives  at  least  part  of 
its  ventilation  from  gases  which  previously 
ventilated  the  exposed  lung.  These  effects 
are  more  marked  in  the  presence  of  in- 
creased airway  resistance  as  during  cough- 
ing. The  end  result  of  paradoxical  breath- 
ing is  hypercarbia  and,  unless  high  inspired 
oxygen  tension  is  maintained,  hypoxia. 
In  addition,  venous  return  may  be  impeded 
by  pendulum  movements  of  the  medias- 
tinum which  usually  accompany  sponta- 
neous respiratory  activity  in  the  open  chest. 

Manually  or  mechanically  performed 
artificial  ventilation  has  provided  the  solu- 
tion to  these  derangements  of  cardiopul- 
monary homeostasis.  With  artificial  ven- 
tilation, gases  can  be  introduced,  under 
positive  pressure,  into  both  lungs  simulta- 
neously. When  adequate  expansion  has 
taken  place,  the  lungs  are  allowed  to  deflate 
passively.  In  this  manner  the  intermittent 
inflation  and  deflation  of  the  lungs  with 
normal  or  slightly  higher  tidal  volumes  and 
respiratory  rates  can  achieve  satisfactory 
blood-gas  exchange.  However,  in  the  lat- 
eral position  the  exposed  upper  part  of  the 
lung  will  have  a high,  uneconomical  ven- 
tilation-perfusion ratio  unless  its  expansion 
is  restricted  by  retractors  or  packing.  The 
prevention  of  pendulum  movement  of  air 
will  also  reduce  the  spread  of  secretions 
from  the  operative  to  the  opposite  lung. 
Furthermore,  artificial  ventilation  elimi- 
nates the  work  of  breathing  and  thereby 
reduces  oxygen  consumption  and  carbon 
dioxide  production. 
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Mechanical  ventilators 

Mechanical  ventilators  are  used  exten- 
sively to  provide  pulmonary  ventilation 
during  thoracic  surgery  for  several  reasons: 
(1)  They  produce  even,  rhythmic  move- 
ments of  the  operative  lung.  The  constant 
pattern  of  respiratory  excursions  facilitates 
surgery;  and  (2)  ventilation  is  not  com- 
promised when  the  attention  of  the  anes- 
thesiologist is  diverted  to  other  essential 
tasks  such  as  massive  blood  replacement; 
(3)  in  prolonged  operations,  physical  and 
mental  fatigue  of  the  anesthesiologist  is 
reduced;  (4)  when  a Carlens  tube  is  used, 
secretions  can  be  aspirated  from  either  lung 
without  interrupting  ventilation  of  the 
opposite  one;  and  (5)  in  the  rare  instances 
when  it  becomes  necessary  to  overcome 
certain  types  of  expiratory  resistance  such 
as  narrow  tracheostomy  tubes  in  children,  a 
negative  phase  can  be  employed. 

A mechanical  ventilator  should  be  able 
to  assist  or  replace  the  patient’s  sponta- 
neous respiration  without  causing  major 
circulatory  disturbances.  When  used  in 
conjunction  with  general  anesthesia,  the 
design  should  permit  ventilation  with  the 
anesthetic  gases  without  the  admixture  of 
gas  from  other  sources  such  as  ambient 
atmosphere.  For  long-term  ventilation  of 
unanesthetized  patients  with  pulmonary  in- 
sufficiency, provisions  must  be  made  for 
ventilation  with  oxygen-air  mixtures.  If 
possible,  alveolar  ventilation  should  re- 
main constant  despite  any  changes  that 
may  develop  in  airway  resistance  and  com- 
pliance of  the  lungs  or  thoracic  cage.  Sim- 
plicity in  design  is  desirable  to  facilitate  the 
operation  and  maintenance,  cleaning,  and 
sterilization  of  mechanical  ventilators. 

Mechanical  ventilators  have  been  classi- 
fied according  to  the  flow  characteristics  of 
the  inspiratory  and  expiratory  phases  and 
the  methods  of  cycling.11  Expiration  is 
generally  permitted  to  take  place  by  passive 
recoil  of  the  lungs  and  the  chest  wall.  In 
terms  of  the  inspiratory  phase,  ventilators 
may  be  classified  as  flow  generators,  pres- 
sure generators,  and  hybrid  flow  and  pres- 
sure generators. 

Flow  generators  produce  a constant 
pattern  of  flow.  The  flow  rate  can  be  fixed 
because  of  high  source  pressure  and  ap- 
paratus resistance,  or  sinusoidal,  where  the 
driving  force  is  a moving  piston. 


Pressure  generators  produce  a constant 
pattern  of  pressure.  Almost  invariably 
ventilators  in  this  group  deliver  a fixed 
pressure.  In  contrast  to  flow  generators, 
these  ventilators  produce  a flow  pattern 
which  is  influenced  by  changes  in  com- 
pliance and  airway  resistance. 

Ultimately  with  both  classes  of  ventila- 
tors, the  delivered  volumes  depend  on  the 
mechanism  of  cycling  between  inspiration 
and  expiration.  Cycling  can  be  affected 
by  pressure,  time,  or  volume. 

Only  with  flow  generators,  which  are 
time  or  volume  cycled,  can  a constant  tidal 
volume,  respiratory  rate,  and  alveolar  ven- 
tilation be  maintained  without  further 
adjustment  of  the  ventilator  when  airway 
resistance  or  compliance  changes.  How- 
ever, even  with  time-  or  volume-cycled 
flow  generators,  alveolar  ventilation  may 
become  altered  because  of  compression  of 
gases,  distention  of  breathing  tubes,  or 
because  pressure  required  for  adequate  ven- 
tilation exceeds  the  capacity  of  the  ven- 
tilator. 

These  considerations  are  especially  im- 
portant when  mechanical  ventilators  are 
used  for  prolonged  postoperative  ventila- 
tion. Because  minute  to  minute  super- 
vision of  the  patient  may  be  impractical 
under  these  circumstances,  a stable  ventila- 
tor is  particularly  desirable. 12  Although  a 
stable  ventilator  is  also  desirable  in  the  op- 
erating room,  there  the  constant  presence 
of  an  anesthesiologist  enables  necessary 
adjustments  to  be  made  as  required. 

Clinical  considerations 

Manually  or  mechanically  controlled 
ventilation  is  used  more  frequently  than 
assisted  ventilation  during  intrathoracic 
surgery  for  several  reasons.  Paradoxical 
movements  of  the  operative  lung  and  the 
work  of  breathing  are  completely  elimi- 
nated, and  diaphragmatic  and  mediastinal 
movements  are  reduced  to  a greater  extent 
by  controlled  than  by  assisted  ventilation. 
After  induction  of  anesthesia,  spontaneous 
respiration  can  be  abolished  by  muscle 
relaxants,  depression  of  the  respiratory 
center  with  narcotic  analgesics,13  hyper- 
ventilation, or  various  combinations  of 
these  factors.  Excessive  hyperventilation 
should  be  avoided  because  it  may  interfere 
with  surgery.  Assisted  ventilation  is  less 
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often  used  than  controlled  ventilation  dur- 
ing intrathoracic  surgery  because  it  is 
accompanied  by  greater  diaphragmatic  and 
mediastinal  movements.  Furthermore, 
during  the  initial  part  of  the  inspiratory 
cycle  brought  about  by  the  patient’s  own 
respiratory  efforts,  ventilation  is  com- 
promised because  of  the  already  discussed 
pendulum  movement  of  respiratory  gases. 
In  the  special  circumstances  of  intra- 
thoracic surgery,  these  considerations  out- 
weigh any  advantages  (such  as  easier 
assessment  of  anesthesia  and  muscle  relax- 
ant requirements,  better  filling  of  pulmo- 
nary capillaries  during  inspiration,  and  less 
interference  with  venous  return)  assisted 
respiration  may  have  over  controlled  res- 
piration in  other  situations.14 

The  choice  of  agents  and  technics  em- 
ployed for  the  induction  and  maintenance 
of  anesthesia  depends  on  pre-existing  patho- 
logic factors  and  the  contemplated  surgical 
procedure.  In  general,  nonexplosive,  non- 
irritating, fast-acting,  and  rapidly  elimi- 
nated inhalation  agents  are  desirable.  Both 
nitrous  oxide  and  halothane  fulfill  these 
requirements.  Halothane  with  oxygen  or 
with  oxygen  and  relatively  low  concentra- 
tions (30  to  50  per  cent)  of  nitrous  oxide  can 
be  used  for  both  induction  and  maintenance 
of  anesthesia.  When  the  sole  inhalation 
anesthetic  agent  is  nitrous  oxide,  thiopental 
sodium  (Pentothal)  or  droperidol  (Inapsine) 
and  short-acting  narcotic  analgesics,  such 
as  fentanyl  citrate  (Sublimaze)  or  meperi- 
dine hydrochloride  (Demerol),  have  to  be 
used  for  induction,  and  additional  doses  of 
narcotics  are  usually  necessary  for  mainte- 
nance of  anesthesia.  In  the  presence  of 
bronchial  asthma  or  other  allergic  condi- 
tions, the  use  of  halothane  is  preferable. 
The  depth  of  general  anesthesia  can  be  re- 
duced by  peridural,  paravertebral,  or  inter- 
costal block,  or  infiltration  with  a local 
anesthetic  agent  prior  to  thoracotomy  or 
preferably  before  induction  of  anesthesia. 
Infiltration  of  the  vagus  with  a local  anes- 
thetic agent  will  abolish  the  reflex  irritabil- 
ity of  the  tracheobronchial  tree  and  the 
heart  to  surgical  stimulation  and  also  will 
facilitate  the  provision  of  adequate  operat- 
ing conditions  in  light  planes  of  general 
anesthesia.  Endotracheal  intubation  with 
or  without  the  introduction  of  bronchus 
blockers  or  endobronchial  intubation  is 
usually  performed  after  the  administration 


of  succinylcholine  chloride  (Anectine). 
Usually  endotracheal  intubation  alone  will 
suffice.  In  the  presence  of  copious  secre- 
tions or  danger  of  massive  hemorrhage,  the 
lung  not  being  operated  on  can  be  protected 
with  a bronchus  blocker  or  endobronchial 
intubation  such  as  with  a Carlens  tube. 
In  these  circumstances,  an  endotracheal 
tube  and  a bronchus  blocker  in  the  left 
main  bronchus  is  often  desirable  for  opera- 
tions on  the  left  lung.  Likewise  for  sur- 
gical procedures  on  the  right  lung,  left 
endobronchial  intubation  is  preferable. 
Both  technics  will  allow  the  uninterrupted 
ventilation  of,  and  the  prevention  of  spread 
of  blood  or  secretions  from  the  operative  to, 
the  other  lung.  The  Carlens  tube  has  the 
advantages  of  allowing  the  ventilation  of 
either  or  both  of  the  two  lungs.  It  is  possi- 
ble to  assess,  to  a certain  extent,  the  effects 
of  the  subsequent  pneumonectomy  on 
blood-gas  exchange  by  ventilating  only  the 
lung  not  being  operated  on.  This  is  es- 
pecially important  when  this  lung  has 
pathologic  changes  such  as  emphysema  or 
bronchiectasis.  The  only  real  disadvan- 
tage of  the  Carlens  tube  is  that,  occasion- 
ally, as  in  the  narrowing  or  displacement 
of  the  left  main  bronchus,  its  introduction 
may  be  impossible. 

When  a muscle  relaxant  is  used  to  abolish 
spontaneous  respiration  prior  to  the  insti- 
tution of  controlled  ventilation,  this  should 
be  administered  before  the  opening  of  the 
pleural  cavity.  The  choice  of  relaxant  is 
influenced  by  the  patient’s  pulse  rate  and 
his  anticipated  sensitivity  to  histamine. 
d-Tubocurarine  chloride,  gallamine  (Flax- 
edil)  triethiodide,  and  succinylcholine  chlo- 
ride alone  or  preceded  by  hexafluo- 
renium  bromide  (Mylaxen)  are  used  most 
frequently.  d-Tubocurarine  and  succinyl- 
choline chloride  because  of  their  histamine- 
releasing effect  should  be  avoided  in  pa- 
tients with  an  allergic  diathesis.  Gall- 
amine  triethiodide  is  contraindicated  in  the 
presence  of  tachycardia  or  when  an  increase 
in  heart  rate  would  be  deleterious.  When 
tachycardia  is  present  in  an  asthmatic  pa- 
tient, the  ideal  relaxant  is  diallylnortoxi- 
ferine  dichloride  ( Alloferin)  which  has  little 
or  no  histamine-releasing  or  ganglionic- 
blocking  effect. 15  Unfortunately  this  agent 
is  not  yet  available  in  the  United  States. 

The  combination  of  gallamine  trieth- 
iodide and  halothane  has  certain  desirable 
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features.1®  On  one  hand  the  vagolytic 
effect  of  gallamine  triethiodide  counteracts 
halothane-induced  bradycardia  which  is 
partially  responsible  for  the  hypotension 
occasionally  encountered  with  this  agent. 
On  the  other  hand,  halo  thane  potentiates 
the  neuromuscular  effects  of  gallamine 
triethiodide. 

During  entry  into  the  pleural  cavity, 
ventilation  should  be  briefly  discontinued 
to  allow  the  operative  lung  to  fall  away 
from  the  parietal  pleura.  Except  in  pneu- 
monectomy, the  operative  lung  should  be 
fully  expanded  manually  at  approximately 
twenty-minute  intervals.  The  adequacy 
of  bronchial  stump  closure  should  be  tested 
by  the  application  of  positive  pressure  for 
brief  periods.  This  is  facilitated  by  cover- 
ing the  stump  with  saline  solution  and  ob- 
serving the  presence  or  absence  of  bubbles. 
Periodically,  manual  ventilation  should  be 
substituted  for  mechanical  ventilation  to 
evaluate  the  need  for  additional  doses  of 
relaxants.  The  use  of  relaxants  should  be 
discontinued  after  pleural  closure.  If  this 
is  done,  there  will  be  little  residual  neuro- 
muscular blockade  at  the  termination  of 
anesthesia.  If,  however,  there  is  persistent 
neuromuscular  block,  it  is  preferable  to  use 
assisted  or  controlled  ventilation  until 
spontaneous  gas  exchange  becomes  ade- 
quate, than  to  use  antagonists.  This  is 
especially  true  in  poor-risk  patients. 

Mechanical  ventilation  may  be  required 
postoperatively  to  eliminate  the  work  of 
breathing,  as  in  emphysema  or  when  spon- 
taneous alveolar  ventilation  is  temporarily 
inadequate  because  of  insufficient  func- 
tional capacity  of  the  remaining  tissue, 
pain,  or  paradoxical  movements  of  the 
chest  wall. 

Summary 

Muscle  relaxants  are  frequently  used  to 
provide  a quiet  chest  during  thoracic  sur- 
gery. Occasionally,  especially  in  pro- 
longed cases,  mechanically  controlled  ven- 
tilation may  be  utilized  during  certain 
phases  of  surgery.  Of  the  various  mechani- 
cal ventilators,  volume-  or  time-cycled  flow 
generators  are  preferable.  The  dose  of 
muscle  relaxant  should  be  kept  to  a mini- 
mum, which  in  conjunction  with  the  gen- 
eral anesthesia  and  moderate  hyperventila- 
tion will  provide  satisfactory  operating 


conditions.  If  no  muscle  relaxant  is  admin- 
istered after  pleural  closure,  residual  neuro- 
muscular block  of  significant  degree  will  be 
seldom  encountered  at  the  termination  of 
surgery.  In  the  presence  of  residual  neuro- 
muscular block,  controlled  or  assisted  ven- 
tilation is  preferable  to  reversal  by  anti- 
cholinesterases. Not  infrequently  me- 
chanically assisted  or  controlled  ventilation 
of  variable  duration  may  be  advantageous 
postoperatively . 
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Discussion 

Alastair  J.  Gillies,  M.D.,  Rochester, 
New  York.  I would  like  to  comment  on 
Dr.  Foldes’  report  and  argue  against  the 
use  of  ventilators  throughout  anesthesia  for 
chest  surgery.  I believe  the  success  of 
thoracic  surgery  depends  on  teamwork 
between  the  anesthesiologist  and  the  sur- 
geon. By  constantly  watching  the  opera- 
tive field,  the  anesthesiologist  can  assist  the 
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surgeon  by  varying  the  ventilation  from 
second  to  second  as  distinct  from  the 
“rhythmic  regular  ventilation”  of  an  arti- 
ficial ventilator  suggested  by  Dr.  Foldes. 

A second  point  that  was  not  mentioned 
by  Dr.  Foldes,  but  I am  sure  he  will  agree 
with,  relates  to  the  regeneration  of  the 
“nitrogen  scaffold”  in  the  lung  at  the  end  of 
the  procedure.  Ventilation  with  air  and 


oxygen  will  tend  to  reduce  significantly  the 
degree  of  atelectasis  and  shunting  that  is 
seen  early  in  the  postoperative  period. 

I am  sure  we  should  use  Carlens  cath- 
ethers  more  often;  contralateral  contami- 
nation occurs  more  often  than  is  commonly 
appreciated.  In  addition,  more  extensive 
resection  of  the  carinal  area  can  be  carried 
out  when  one-lung  anesthesia  is  available. 
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Preoperative  Radiation 
for  Carcinoma  of  Rectum 

STUART  H.  Q.  QUAN,  M.D. 

New  York  City 

Assistant  Attending  Surgeon,  Rectum  and  Colon  Service, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 


|n  tracing  the  development  of  the  mod- 
ern treatment  of  cancer  of  the  rectum,  fore- 
most and  singular  credit  is  due  Miles1  of 
London,  who  at  the  turn  of  the  century  first 
began  to  do  the  combined  abdominoperineal 
resection  of  the  rectum,  which  to  this  day, 
except  for  minor  modification,  has  remained 
the  standard  surgical  operation  of  choice  for 
this  disease  and  is  often  still  justly  referred 
to  as  the  Miles  operation.  The  effective- 
ness of  this  operation  which  has  stood  the 
test  of  time  is  based  on  sound  pathologic 
observation  made  by  Miles1  which  he  re- 
ported in  the  Lancet  in  1908.  Prior  to  that 
time,  treatment  of  cancer  of  the  rectum 
consisted  mainly  of  local  excision  of  the 
tumor  with  or  without  the  rectum  and  with 
or  without  a colostomy.  Miles1  pointed 
out  that  the  usual  reason  for  treatment 
failure  was  recurrence  or  spread  of  the 
disease  in  the  lymphatic  drainage  areas 
which  had  not  been  removed  at  the  time  of 
surgery.  His  operation  encompassed  the 
removal  of  these  areas  and  thus  has  proved 
effective  all  these  years. 

This  operation  which  was  understand- 
ably considered  extremely  radical  and 
hazardous  at  the  time  did  not  find  accept- 
ance in  this  country  until  many  years 
later. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Gastroenterology  and  Proctology,  February  15,  1966. 


studies  have  shown  that  in  patients  with 
malignant  tumors  that  have  broken  through 
the  bowel  wall  and  metastasized  to  the  re- 
gional lymph  nodes,  preoperative  irradiation 
resulted  in  a better  five-  and  ten-year-survival 
rate  than  in  patients  who  had  not  been  irradi- 
ated. Irradiation  seems  to  obstruct  the  flow 
of  lymph  in  small  vessels  and  thus  perhaps 
prevents  the  embolization  or  further  spread  of 
tumor  cells.  Preoperative  irradiation  does 
not  seem  to  affect  the  mortality  rates  of  pa- 
tients with  tumors  which  are  histologically 
confined  within  the  bowel  wall  or  whose 
tumors  have  broken  through  the  bowel  wall 
but  have  not  metastasized  to  regional  lymph 
nodes.  The  Miles  procedure  is  still  the 
operation  of  choice  in  cancer  of  the  rectum. 


Thus  in  the  1920’s,  at  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases  of  New 
York,  the  late  George  E.  Binkley  was  using 
different  forms  of  ionizing  irradiation,  such 
as  interstitial  implantation  of  radon  seeds, 
radium  packs,  and  high-voltage  deep 
x-ray  therapy,  in  the  treatment  of  car- 
cinoma of  the  rectum,  often  in  conjunction 
with  some  form  of  nonradical  surgery.23 
As  advancement  took  place  in  the  fields  of 
anesthesia  and  the  management  of  preop- 
erative and  postoperative  patients,  by  the 
1930’s,  the  Miles  procedure  had  gained 
popularity  among  American  surgeons. 

For  those  patients  whom  Binkley  deemed 
borderline  operable  or  inoperable  at  the 
time  of  first  clinical  examination,  he  pre- 
scribed a cycle  of  x-ray  therapy  to  the 
pelvis  before  making  the  final  decision  as  to 
operability.  Re-evaluation  in  many  of 
these  patients  revealed  that  not  only  had 
subjective  improvement  taken  place,  but 
often  demonstrable  diminution  in  the  size 
of  the  primary  tumor  and  reduction  in 
inflammatory  changes  had  occurred  follow- 
ing such  irradiation.  Thus  the  total  effect 
of  the  small  dose  of  external  irradiation  had 
been  a salutary  one,  namely  rendering  a 
clinically  inoperable  lesion  into  an  operable 
one. 

Technic  of  pelvic  irradiation 

The  preoperative  cycle  was  delivered 
with  a 200-kilovolt  machine  with  half- 
value layer  of  1 mm.  of  copper.2  The  pa- 
tients were  routinely  treated  by  a six-field 
technic  with  two  anterior,  two  posterior. 
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TABLE  I.  Over-all  series  1939  to  1951 


Procedure 

Number 
of  Patients 

Seen 

1,786 

Explored 

1,276 

No  preoperative  radiation 

549 

Preoperative  radiation 

727 

Resected 

971 

No  preoperative  radiation 

473 

Preoperative  radiation 
Resectability  rate  of  those 

498 

operated  (per  cent) 

No  preoperative  radiation 

77 

(per  cent) 

Preoperative  radiation 

86 

(per  cent) 

69 

and  two  lateral  pelvic  portae  measuring  11 
by  14  cm.  at  a target-skin  distance  of  70  cm. 
If  the  primary  lesion  was  located  within  8 
cm.  of  the  anal  verge,  a perineal  cone  10 
cm.  in  diameter  was  added  with  treatment 
at  250  kilovolts,  half-value  layer  2 mm.  of 
copper  and  target-skin  distance  of  50  cm. 
An  exposure  dose  of  900  r (air)  was  de- 
livered to  the  lateral  and  posterior  portae 
and  450  r (air)  to  the  anterior  portae.  The 
fields  were  thus  aimed  to  cover  the  primary 
tumor  and  the  regional  lymphatic  vessels. 
With  this  technic,  a minimum  of  800  r and 
a maximum  of  1,200  r tissue  dose  was 
delivered  over  a period  of  from  ten  to 
twelve  days.  A very  mild  erythema  of  the 
skin  was  produced,  and  minimal  edema  of 
the  serosa  could  be  noticed.  The  operative 
procedure  was  then  undertaken  two  to 
three  weeks  following  completion  of  pelvic 
irradiation.  No  delay  or  interference  with 
wound  healing  and  no  postoperative  com- 
plication attributable  to  the  irradiation  was 
ever  observed. 

Material  and  data 

Between  1939  and  1951,  1,786  patients 
with  cancer  of  the  rectum  and  rectosigmoid 
were  seen  by  the  rectum  and  colon  service 
at  the  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  of  whom  1,276  patients 
were  explored  surgically,  and  510  were 
not  explored  (Table  I).3  This  unexplored 
group  of  patients  consisted  of  those  who 
were  either  obviously  inoperable,  who  were 
seen  only  in  consultation,  or  who  refused 
treatment. 

Of  the  1,276  patients  who  were  explored, 
549  received  no  preoperative  irradiation  to 


TABLE  II.  Operative  mortality  rates 


Procedure 

Total 

Patients 

Post- 

operative 

Deaths 

Opera- 

tive 

Mor- 

tality 

(Per 

Cent) 

Operated  on 

1,276 

37 

2.8 

No  x-ray 

549 

14 

2.6 

With  x-ray 

727 

23 

3 

Resected 

971 

22 

2.3 

No  x-ray 

473 

11 

2.3 

With  x-ray 

498 

11 

2.2 

TABLE  III.  Five-year  survival 


Procedure 

Total 

Patients 

Five- 

Year 

Sur- 

vivors 

Five- 

Year 

Survival 

Rate 

(Per 

Cent) 

Total  series 

1,786 

505 

28.5 

Operated  on 

1,276 

479 

37.4 

No  x-ray 

549 

225 

41 

With  x-ray 

727 

254 

35 

Resected 

971 

479 

49 

No  x-ray 

473 

225 

47.5 

With  x-ray 

498 

254 

51 

the  pelvis, 

but  727 

did.  The 

surgical 

mortality  rates  for  both  irradiated  and  non- 
irradiated  groups  were  comparable  in  the 
nonresectable  as  well  as  the  resectable  series 
of  patients.  This  figure  never  exceeded  3 
per  cent  (Table  II). 

Comparison  of  five-year  survival  rates  in 
patients  with  irradiated  and  nonirradiated 
tumors  were  also  comparable  and  showed 
little  difference:  35  to  41  per  cent  for  total 

patients  operated  on  and  51  to  47.5  per 
cent  for  patients  with  resectable  lesions 
(Table  III). 

pf  The  resectability  rate  of  the  nonirra- 
diated group  was  86  per  cent  as  compared 
with  69  per  cent  for  the  irradiated  group. 
This  apparent  lower  resectability  percent- 
age in  the  latter  group  can  be  explained 
by  the  already  mentioned  fact  that  it  was 
usually  the  patients  who  had  the  poorer 
clinical  setup  who  were  selected  for  x-ray 
therapy  prior  to  surgery.  That  is,  many 
of  these  patients  only  had  colostomy  for 
palliation  purposes  following  irradiation 
(Table  I). 

The  results  of  treatment  in  the  irradiated 
and  the  nonirradiated  groups  of  patients 
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TABLE  IV.  Survival  and  age 


Age  (Years) 
and  Treatment 

Number 
of  Patients 

F ive- Y ear 
Survival 
(Per  Cent) 

Under  40 

No  radiation 

28 

43 

With  radiation 

36 

70 

40  to  49 

No  radiation 

75 

62 

With  radiation 

99 

55 

50  to  59 

No  radiation 

133 

52 

With  radiation 

152 

48 

60  to  69 

No  radiation 

138 

49 

With  radiation 

151 

53 

Over  70 

No  radiation 

42 

33 

With  radiation 

38 

37 

TABLE  V. 

Survival  and 

sex 

Sex  and  Procedure 

Number 
of  Patients 

Five-Year 
Survival 
(Per  Cent') 

Male 

No  radiation 

202 

48 

With  radiation 

380 

52 

Female 

No  radiation 

169 

53 

With  radiation 

188 

56 

were  compared  also  as  related  to  their  age, 
sex,  grade  of  tumor,  and  lymph  node  metas- 
tasis. 

Survival  and  age  comparison  indicated 
that  except  for  the  youngest-age  group, 
there  was  no  statistical  difference  in  results 
Table  IV).  For  those  patients  under  the 
age  of  forty,  however,  70  per  cent  were  alive 
five  years  later  if  they  had  received  pre- 
operative irradiation,  in  comparison  with 
43  per  cent  for  those  who  had  received  no 
preoperative  irradiation. 


TABLE  VI.  Survival  rate  and  grade  of  tumor 


Grade  of  Tumor 
and  Procedure 

Number 
of  Patients 

Five-Year 
Survival 
(Per  Cent) 

1 

No  radiation 

7 

73 

With  radiation 

8 

75 

No  radiation 

232 

57 

With  radiation 

238 

61 

3 

No  radiation 

101 

43 

With  radiation 

178 

47 

4 

No  radiation 

6 

17 

With  radiation 

6 

33 

The  figures  relating  to  survival  and  sex 
and  survival  and  grade  of  tumor  indicated 
no  statistical  discrepancy  between  the  two 
groups  of  irradiated  and  nonirradiated  pa- 
tients (Tables  V and  VI). 

When  one  analyzed  the  five-year  results 
according  to  Dukes’  classification  of  the 
resected  specimens,  there  was  a highly  sig- 
nificant difference.  (Dukes’  A classifica- 
tion is  for  tumors  which  are  pathologically 
confined  within  the  bowel  wall,  Dukes’  B 
classification  refers  to  tumors  which  have 
broken  through  the  bowel  wall  but  which 
have  not  metastasized  to  the  regional 
lymph  nodes,  and  Dukes’  C classification 
refers  to  tumors  which  have  metastasized 
to  the  regional  lymph  nodes.)  The  two 
groups  of  patients  with  Dukes’  A and  B 
lesions  were  alike  not  only  in  numbers  but 
also  in  results  regardless  of  absence  or 
presence  of  preoperative  irradiation 
(Table  VII).  However,  it  appeared  that 
the  group  of  patients  with  Dukes’  C lesions 
who  have  received  preoperative  irradiation 
have  benefited  from  it,  because  37  per  cent 


TABLE  VII.  Survival  rate  and  Dukes’  classification 


Determinant 


Dukes’ 

Incidence 

Over-all  Five- 

Five-Year 

Classification 

Number  of 

in  Series 

Year  Survival 

Survival 

and  Procedure 

Patients 

(Per  Cent) 

(Per  Cent) 

(Per  Cent) 

A 

No  radiation 

96 

21 

72 

79 

With  radiation 
B 

No  radiation 

103 

23 

73 

85 

145 

33 

63 

70 

With  radiation 
C 

161 

35 

64 

72 

No  radiation 

201 

46 

23 

27 

With  radiation 

195 

43 

37 

43 
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TABLE  VIII.  Ten-year  survival  rate 


Over-all  Determinant 


Dukes’ 
Classification 
and  Procedure 

Number  of 
Patients 

Incidence 
in  Series 
(Per  Cent) 

Ten-Year 
Survival 
(Per  Cent) 

Ten- Year 
Survival 
(Per  Cent) 

A 

No  radiation 

74 

23 

58 

70 

With  radiation 
B 

No  radiation 

101 

23 

53 

68 

108 

33 

45 

56 

With  radiation 

158 

35 

47 

56 

b 

No  radiation 

141 

44 

10 

11 

With  radiation 

188 

42 

27 

30 

TABLE  IX.  Time  interval  and 

incidence  of  liver  metastasis 

Time  Interval 

(Months)  and 
Treatment 

Number  Explored 

Metastasis  Present 

Incidence  of 
Metastasis  (Per  Cent) 

Less  than  1 

No  radiation 

476 

57 

12 

With  radiation 

184 

25 

14 

1 to  3 

No  radiation 

42 

4 

10 

With  radiation 

466 

89 

19 

3 to  6 

No  radiation 

11 

1 

10 

With  radiation 

72 

19 

27 

Over  6 

No  radiation 

13 

2 

15 

With  radiation 

39 

18 

46 

were  alive  five  years  after  treatment  in 
contrast  to  23  per  cent  of  those  who  had 
not  received  any  preoperative  irradiation. 
Expressed  in  a different  way,  these  figures 
represent  an  improvement  of  60  per  cent. 

That  this  significant  difference  was  not  a 
mere  coincidence  is  borne  out  by  our  ten- 
year  analysis  of  770  patients  (Table  VIII). 
Again  the  patients  with  Dukes’  C tumors 
who  had  received  preoperative  irradiation 
had  a much  better  ten-year  survival  rate  of 
27  per  cent  in  comparison  with  that  of  10 
per  cent  for  the  patients  who  had  not  re- 
ceived preoperative  irradiation.4 

These  over-all  figures  included  treatment 
failures:  patients  who  were  lost  to 

follow-up  or  who  had  died  with  no  evidence 
of  disease  demonstrable  at  their  last  exami- 
nation. Discarding  these  patients  nat- 
urally would  make  the  results  better,  and 
this  constituted  the  determinate  group. 

How  our  results  compare  with  other  large 
series  reported  in  the  literature  is  listed  in 
Table  IX.  It  can  be  seen  that  the  five- 
year  results  of  the  patients  with  Dukes’ 


A and  B groups  of  patients  are  virtually 
the  same  from  series  to  series,  namely  20 
to  23  per  cent.  These  figures,  however,  fall 
far  short  of  the  37  per  cent  five-year  sur- 
vival rate  obtained  by  the  combined  method 
of  preoperative  pelvic  irradiation  and  rad- 
ical surgery. 

The  relationship  between  observed  in- 
cidence of  liver  metastasis  and  delay  in  sur- 
gical exploration  demands  comment  (Table 
X).  By  and  large,  one  would  expect  a 
higher  incidence  of  liver  metastasis  in  the 
irradiated  group  of  patients,  simply  be- 
cause they  initially  represented  patients 
with  the  poorer  clinical  picture:  18.5  v. 

11.2  per  cent  over-all  figures.  It  was  seen, 
however,  that  if  surgery  was  delayed  for 
more  than  a month  following  completion  of 
pelvic  irradiation,  the  added  hazard  of  liver 
metastasis  was  significantly  increased. 

Comment 

We  are  not  certain  why  patients  with 
Dukes’  C tumors  who  had  received  pre- 
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TABLE  X.  Comparison  of  large  series  of  patients  with  rectal  carcinoma  treated  by  surgery  alone  with  the 

present  series 


Five-Year  Survival 

Number  (Per  Cent) 


Method 

Author 

of  Cases 

Dukes’  A 

Dukes’  B 

Dukes’  C 

Surgery 

Gabriel 

142 

93 

65 

23 

Surgery 

Dukes 

128 

90 

65 

20 

Surgery 

Grinnell 

124 

100 

43 

23 

Surgery 

Memorial 

442 

72 

63 

23 

X-rays  and 

surgery 

Memorial 

459 

73 

64 

37 

operative  x-ray  therapy  had  better  five- 
and  ten-year  results.  We  have  reviewed 
the  histopathology  of  the  resected  speci- 
mens and  have  not  arrived  at  any  definite 
conclusions.  The  difference  in  response  to 
treatment  did  not  seem  to  relate  to  the 
degree  of  the  gelatinous  quality  of  the  tu- 
mor, to  the  inflammatory  or  desmoplastic 
changes  in  the  smaller  vessels,  or  to  the 
amount  of  nodal  necrosis  in  irradiated  pa- 
tients. 5 

Preliminary  results  of  current  dye  study 
on  the  lymphatic  drainage  of  the  pelvis 
from  the  rectum  would  seem  to  indicate 
that  by  whatever  mechanism,  preoperative 
irradiation  in  the  dose  described  herein  does 
tend  to  obstruct  the  flow  of  lymph  in  small 
vessels  and  thus  perhaps  prevent  the  em- 
bolization of  tumor  cells  or  limit  the  further 
spread  of  tumor  cells  which  have  already 
found  their  way  into  regional  lymph  nodes.6 
All  in  all  this  then  would  have  the  effect  of 
helping  achieve  the  goals  set  forth  by  Miles1 
over  half  a century  ago. 

We  are  now  engaged  in  conducting  a 
random  series  without  selectivity  of  pa- 
tients to  pursue  further  the  efficacy  of  pre- 
operative pelvic  irradiation  in  the  manage- 
ment of  cancer  of  the  rectum.  Although 
the  current  study  is  only  available  for 
preliminary  analysis,  it  appears  again  that 
the  results  will  be  better  for  the  patients 
with  Dukes’  C lesions  who  have  received 
preoperative  irradiation. 

Summary 

The  case  records  of  over  1,700  patients 
with  cancer  of  the  rectum  have  been  re- 
viewed. Over  1,200  of  these  patients  were 
subject  to  surgical  exploration. 

A technic  of  preoperative  pelvic  irradia- 
tion has  been  described.  Over  500  patients 


received  no  prior  preoperative  irradiation 
to  the  pelvis,  whereas  over  700  patients  did. 

These  two  groups  of  patients  were  com- 
pared as  to  operative  mortality  rates, 
resectability,  and  five-year  results  and  were 
found  to  have  little  difference,  with  but  one 
exception.  This  exception  was  that  the 
patients  with  Dukes’  C tumors  appeared  to 
benefit  from  preoperative  irradiation  to  the 
pelvis.  They  exhibited  a five-  and  ten- 
year  over-all  survival  rate  of  37  and  27  per 
cent  respectively,  in  contrast  to  23  and  10 
per  cent  for  those  patients  with  Dukes’  C 
tumors  who  had  not  had  preoperative  irra- 
diation. An  anatomic-physiologic  ex- 
planation for  this  difference  is  suggested. 

Conclusion 

On  the  basis  of  these  findings,  it  is  be- 
lieved that  preoperative  irradiation  to  the 
pelvis  is  a worth-while  adjunct  to  the 
Miles’  procedure  described  over  a half  a 
century  ago  in  the  treatment  of  cancer  of 
the  rectum. 

444  East  68th  Street 

New  York  City  10021 
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T hrough  the  years,  many  methods  of 
treatment  have  been  used  for  slipping 
capital  femoral  epiphysis  in  Rochester, 
New  York.  The  purpose  of  this  study  was 
to  define  the  relation  between  the  degree  of 
epiphysial  slip  and  the  type  of  treatment 
and  also  to  evaluate  the  results  of  each  type 
of  treatment.  The  causes,  diagnosis,  and 
treatment  of  slipping  capital  femoral  epiph- 
ysis will  be  briefly  discussed  before  the 
data  comprising  this  study. 

Causes 

The  cause  of  slipping  capital  femoral 
epiphysis  is  not  yet  known.  Key  in  1926, 1 
Harris  in  1950, 2 Howorth  in  1957, 3 and 
Trueta  in  1957 4 have  suggested  possible 
causes,  each  of  which  proposes  some 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Orthopedic  Surgery,  February  18,  1965. 


various  methods  for  treating  slipping 
capital  femoral  epiphysis  were  studied  in  102 
patients  for  a total  of  124  hips  to  determine 
the  relation  between  the  degree  of  slip  and 
treatment  and  the  results.  A shearing  strain 
at  the  epiphysial  plate  during  motion  that  is 
resisted  by  the  inertia  of  body  weight  ap- 
parently weakens  the  epiphysial  plate.  Symp- 
toms occur  between  the  ages  of  eight  and 
seventeen  years.  Early  diagnosis  and  sur- 
gical intervention  with  in  situ  internal  fixa- 
tion of  the  epiphysis  produced  best  results. 
Open  reduction  produced  poorest  results. 
Weight  bearing  is  usually  permitted  the  third 
or  fourth  postoperative  month. 


mechanism  by  which  the  epiphysial  plate  is 
weakened.  A shearing  strain  is  present  at 
the  epiphysial  plate  during  walking  and 
running,  the  forward  movement  of  the 
femoral  neck  in  stance  phase  of  gait  being 
resisted  by  the  inertia  of  body  weight.6 
Displacement  through  a weakened  epi- 
physial plate  can  thus  occur  if  the  epiphysis 
remains  behind  as  the  femoral  neck  moves 
forward.  The  suggestion  is  offered,  there- 
fore, that  the  basic  etiologic  process 
weakens  the  epiphysial  plate  and  makes  it 
more  vulnerable  to  this  shearing  strain. 

Diagnosis 

The  diagnosis  is  usually  not  difficult  to 
make.  The  average  age  incidence  for 
girls  is  eleven  to  thirteen  years,  and  for 
boys  is  thirteen  to  sixteen  years.6  Bilateral 
slipping  has  been  reported  in  various  series 
in  10  to  40  per  cent  of  the  patients  with  the 
average  about  20  to  30  per  cent.3’ 6-8  The 
left  hip  is  affected  more  often  than  the 
right3- 8;  boys  are  affected  more  often  than 
girls. 3’ 6 Any  child  between  eight  and 
seventeen  years  of  age  must  be  suspected 
of  having  a slipping  epiphysis  if  he  is  seen 
with  any  of  the  following:  hip,  thigh,  or 
knee  pain;  limp;  or  limitation  of  hip 
motion.  Internal  rotation  and  abduction 
are  most  frequently  limited,  often  with  a 
fixed  deformity  in  external  rotation. 
Flexion  is  frequently  accompanied  by 
external  rotation  and  may  be  limited.  A 
history  of  injury  may  or  may  not  be  related 
to  the  onset  of  symptoms.  There  are  no 
pathognomonic  laboratory  tests. 

Anteroposterior  and  abduction-external 
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FIGURE  1.  Anteroposterior  x-ray  film.  (A)  Diagram  of  film.  Compare  with  B and  C.  (B)  Normal  film. 
(C)  Film  shows  early  slipping.  Note  widened  and  irregular  epiphysial  plate,  “beaking”  of  epiphysis,  de- 
mineralization in  inferior  metaphysis,  and  exclusion  of  articular  portion  of  metaphysis  from  acetabulum. 
Superior  neck  line  transects  less  of  femoral  head  than  in  corresponding  normal  hip  seen  in  (B). 


rotation  (frog  leg)  or  tube  lateral  hip 
x-ray  films  will  then  confirm  the  diagnosis. 
The  normal  side  should  be  included  for 
comparison,  to  rule  out  bilateral  disease, 
and  to  provide  a base  line  observation  for 
subsequent  change.  The  x-ray  projections 
should  be  taken  at  right  angles  to  each 
other. 

The  anteroposterior  x-ray  film  of  a 
normal  hip  shows  the  superior  neck  line 


transecting  part  of  the  overhanging  head, 
a continuous  arc  of  the  neck  and  medial 
head  contour,  and  a full  epiphysial  contour 
without  narrowing  or  medial  beaking  (Fig. 
1A  and  B).  The  degree  of  change  noted  in 
the  anteroposterior  view  will  depend  on 
the  amount  of  medial  slip.  A pure 
posterior  slip  which  is  not  severe  may 
present  little  abnormality  on  the  antero- 
posterior radiograph.  Characteristically, 
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FIGURE  2.  Anteroposterior  x-ray  film.  (A)  Diagram  showing  on  right  exclusion  of  articular  portion 
of  femoral  neck  from  acetabulum.  This  “articular  portion”  consists  of  that  part  of  inferior  metaphysis 
immediately  adjacent  to  epiphysial  plate  which  is  contained  within  acetabulum.  Compare  with  Figures 
IB  and  C.  (B)  Late  chronic  slipping.  New  bone  on  inferior  neck  margin  as  well  as  prominence  on  supe- 
rior neck.  Considerable  widening  and  irregularity  of  epiphysial  plate  can  be  seen.  (C)  Very  severe  and 
chronic  slipping.  This  is  later  stage  of  changes  seen  in  (B).  Note  prominent  superior  neck  prominence, 
coxa  vara,  and  marked  inferior  neck  callus. 


early  slipping  produces  some  or  all  of  the 
following  radiographic  appearances:  a 

widened  and  irregular  epiphysial  plate, 
“beaking”  of  the  medial  corner  of  the 
epiphysis  with  the  beak  close  to  or  touching 
Shenton’s  line,  decrease  of  the  distance 
between  the  epiphysial  plate  and  the  apex 
of  the  femoral  head,  and  demineralization 
in  the  inferior  metaphysis  of  the  femoral 
neck  (Fig.  1A  and  C).  In  addition,  even 


with  very  early  slipping,  the  articular 
portion  of  the  femoral  neck  is  excluded 
from  the  acetabulum  (Fig.  2A).  This 
“articular  portion”  consists  of  that  part  of 
the  inferior  metaphysis  immediately  adja- 
cent to  the  epiphysial  plate  which  is  con- 
tained within  the  acetabulum.9  Later 
changes  include  development  of  new  bone 
on  the  posterior  and  inferior  aspect  of  the 
metaphysis  and  coxa  vara  (Fig.  2B  and  C). 
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FIGURE  3.  Lateral  x-ray  film.  (A)  Diagram  of  film  of  normal  hip  and  one  with  minimal  slipping  on  left. 
(B)  Note  symmetrical  flare  of  femoral  neck  merging  with  femoral  head.  No  widening  or  unusual 
irregularity  of  epiphysial  plate. 


Rounding  of  the  exposed  anterior  superior 
neck  margin  also  occurs,  but  a protuberance 
(or  “hump”)  remains  representing  the 
effect  of  remodeling  on  this  exposed  portion 
of  metaphysis  (Fig.  2B  and  C). 

The  lateral  x-ray  film  of  a normal  hip 
shows  a symmetrical  flare  as  the  femoral 
neck  merges  with  the  head  (epiphysis) 
(Fig.  3).  In  the  slipped  epiphysis  this 
lateral  view  will  most  often  reveal  the 
maximum  extent  of  the  slip  since  the 
major  direction  of  slip  is  usually  posterior 
(Figs.  3 A and  4). 

Treatment 

With  regard  to  treatment,  Watson- 
Jones  in  1962 10  stated  that  “The  treatment 
of  displacement  of  the  upper  femoral 
epiphysis  is  not  a very  happy  chapter  in  the 
history  of  orthopaedic  surgery.”  A variety 
of  therapeutic  methods  have  been  em- 
ployed, some  with  disastrous  results,  par- 
ticularly when  the  blood  supply  to  the 


femoral  head  has  been  given  too  little  con- 
sideration. 

The  first  step  in  adequate  treatment  is  a 
high  index  of  suspicion,  which  increases  the 
incidence  of  early  diagnosis  while  the  slip  is 
minimal.  The  patient  should  be  taken 
immediately  off  weight  bearing,  admitted 
to  the  hospital  on  an  emergency  basis,  and 
appropriate  surgical  intervention  ac- 
complished with  as  little  delay  as  possible 
to  prevent  further  slipping.  Prevention  of 
further  slipping  by  internal  fixation  is  the 
most  important  single  consideration  in 
treatment. 

Classification  for  purpose  of  treatment 
falls  into  two  major  groups:  slipped 

epiphyses  of  less  than  1 cm.  or  one  third  of 
the  femoral  neck  and  those  with  more  than 
1 cm.  or  one  third  of  the  femoral  neck. 
Treatment  of  the  former  group  by  in  situ 
internal  fixation  of  the  epiphysis  produces 
good  results.  The  treatment  of  the  latter 
group,  with  severe  epiphysial  displacement, 
presents  the  major  problems  of  operative 
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FIGURE  4.  Lateral  x-ray  film.  (A)  Early  slipping.  Same  patient  as  in  Figure  1C.  Note  posterior  displace- 
ment of  head  on  neck  as  well  as  widening  of  epiphysial  plate.  Slip  more  marked  and  obvious  on  this 
lateral  view.  (B)  Late  chronic  slipping.  Same  patient  as  in  Figure  2B.  Note  prominence  on  anterior  neck 
and  callus  on  posterior  neck. 


FIGURE  5.  Centimeters  of  slip. 


treatment.  Bad  slips  produce  most  of  our 
bad  results. 

Clinical  material 

The  records  and  radiographs  of  133 
patients  with  160  hips  with  slipping  capital 
femoral  epiphysis  from  the  Rochester  area 
were  reviewed.  Only  102  patients,  rep- 
resenting 124  hips,  had  adequate  data  for 


evaluation,  and  only  these  will  be  con- 
sidered. Patients  were  excluded  from  the 
study  if  they  had  been  followed  since 
treatment  for  less  than  one  year  or  if  there 
was  insufficient  information  to  determine 
the  initial  degree  of  slip,  the  type  of  treat- 
ment, or  the  follow-up  symptoms  and  x-ray 
changes.  Data  were  obtained  from  5 
hospitals  and  16  private  offices.  Thirty- 
four  of  the  patients  were  personally  inter- 
viewed and  examined  (including  x-ray 
films)  by  one  of  the  authors. 

The  average  duration  of  follow-up  was 
5.4  years,  ranging  from  one  year  to  thirty- 
one  years.  Seventy  patients,  or  69  per 
cent,  were  boys,  and  32  patients,  or  31  per 
cent,  were  girls.  The  boys  ranged  in  age 
from  eleven  to  seventeen  years,  and 
averaged  13.4  years.  The  girls  ranged  in 
age  from  ten  to  fifteen  years  and  averaged 
11.6  years.  Twenty-four  patients,  or  23.5 
per  cent,  had  bilateral  slips.  The  left  hip 
was  affected  in  70  instances,  or  56.5  per 
cent. 
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FOLLOW-UP  SYMPTOMS  AND  COMPLICATIONS 


SYMPTOMS 


NO  SYMPTOMS 
MILD  PAIN 


TREATMENT  GROUP 
TOTAL  HIPS  IN  GROUP 


IN  SITU  CLOSED  OPEN  NO  OTHER 

REDUCTION  REDUCTION  TREATMENT 
71  16  25  10  2 


□ 


NUMBER  OF  ABNORMAL  8 6 19  3 

HIPS  BY  x-r/w 


FIGURE  6.  Results  of  treatment  including  severity  of  symptoms  and  complications.  Note  that  many 
hips  which  at  present  have  no  symptoms  or  mild  pain  do  have  x-ray  film  changes.  With  longer  follow- 
up, these  x-ray  film  changes  can  be  expected  to  alter  patient's  symptom  status. 


Treatment  was  divided  into  five  groups: 
in  situ  internal  fixation  (71  hips),  closed 
reduction  plus  internal  fixation  (16  hips), 
open  reduction  plus  internal  fixation  (25 
hips),  (which  was  divided  between  9 hips 
which  underwent  femoral  neck  osteotomy 
and  16  hips  which  had  epiphysiolysis),  no 
primary  surgical  treatment  of  the  slip 
(10  hips),  and  other  treatment  (2  hips). 

All  internal  fixation  was  carried  out  with 
metallic  appliances,  mostly  Knowles  pins 
and  Smith-Petersen  nails. 

The  degree  of  epiphysial  slip  was  most 
important  in  the  choice  of  treatment 
(Fig.  5).  Most  of  the  hips  with  1 cm.  or 
less  of  slip  had  in  situ  pinnings,  while  the 
majority  of  them  with  2 to  3 cm.  or  more  of 
slip  had  open  or  closed  reductions  and 
internal  fixation.  Thus,  of  73  hips  with  1 
cm.  or  less  of  slip,  60  were  pinned  in  situ,  5 
had  closed  reductions  plus  internal  fixation, 

1 had  open  reduction  plus  internal  fixation, 
and  7 had  no  treatment.  Of  30  hips  with 

2 cm.  of  slip,  11  were  pinned  in  situ,  5 had 
closed  reductions  and  internal  fixation,  12 
had  open  reductions  and  internal  fixation, 
1 had  no  treatment,  and  1 had  a closed 
reduction  and  cast  fixation.  Of  the  18  hips 
with  3 cm.  or  more  of  slip,  5 had  closed 


reductions  and  internal  fixation,  12  had 
open  reduction  and  internal  fixation,  and  1 
had  no  treatment. 

Results 

The  results  of  treatment  have  been 
evaluated  according  to  the  severity  of 
symptoms  and  the  follow-up  x-ray  films 
(Fig.  6).  Symptoms  were  divided  into  two 
groups:  no  symptoms  and  mild  pain,  and 
moderate  and  severe  pain.  Follow-up 
x-ray  films  showed  the  abnormal  hips 
having  the  three  major  complications  of 
avascular  necrosis,  traumatic  arthritis, 
and  neck  humps  (protuberances). 

In  the  in  situ  treatment  group  all  71  of 
the  hips  had  no  symptoms  or  mild  pain. 
One  femoral  head  developed  avascular 
necrosis,  4 hips  developed  traumatic  arthri- 
tis, and  3 had  neck  humps.  The  1 case  of 
avascular  necrosis  was  a hip  in  which  an 
unsuccessful  attempt  at  closed  reduction  by 
preoperative  skeletal  traction  had  been 
made.  Thus,  only  8 of  these  hips  out  of  71 
had  abnormalities  by  x-ray  film.  Of  the  10 
hips  without  primary  surgical  treatment,  9 
had  no  symptoms  or  mild  pain,  and  1 had 
moderate  to  severe  pain.  This  last  hip  had 
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FIGURE  7.  Treatment  of  complications  in  lower  portion.  Top  portion  of  chart  same  as  in  Figure  6 
and  thus  permits  correlation  vertically  between  complications  of  initial  treatment  and  final  treatment. 


both  avascular  necrosis  and  traumatic  ar- 
thritis and  was  in  a fifty-one-year-old 
woman  who  had  not  had  previous  treat- 
ment. Two  hips  without  primary  surgical 
treatment  had  neck  humps.  In  the  group 
treated  by  “other”  methods,  1 hip  had  no 
symptoms  or  mild  pain,  and  1 had  moderate 
to  severe  pain.  This  second  hip  had  avas- 
cular necrosis,  traumatic  arthritis,  and  a 
neck  hump.  Treatment  had  been  by  closed 
reduction  and  nine  months  of  spica  cast 
immobilization  which  was  followed  with  an 
ischial  weight-bearing  brace.  The  hips  sub- 
jected to  closed  or  open  reduction  and  in- 
ternal fixation  had  a higher  incidence  of 
pain,  avascular  necrosis,  and  traumatic  ar- 
thritis. Of  the  16  hips  in  the  closed  reduc- 
tion group,  15  had  no  symptoms  or  mild 
pain,  but  6 showed  avascular  necrosis,  2 
had  traumatic  arthritis,  and  1 had  a neck 
hump.  Most  compromised  were  the  25  hips 
which  had  been  subjected  to  open  re- 
duction: 17  of  these  had  no  symptoms  or 
mild  pain,  and  8 had  moderate  to  severe 


pain.  Fifteen  showed  avascular  necrosis, 
16  had  traumatic  arthritis,  and  3 had  neck 
humps. 

As  might  be  expected,  many  of  the  hips 
with  abnormalities  by  x-ray  film  had  more 
than  1 abnormality.  In  the  open  reduction 
group,  for  example,  there  were  19  hips  out 
of  a total  of  25  hips  with  abnormalities  by 
x-ray  film.  Fifteen  of  these  19  hips  had 
both  avascular  necrosis  and  traumatic 
arthritis,  and  2 of  the  15  had  neck  humps 
as  well.  In  the  closed  reduction  group, 
6 of  the  16  hips  were  abnormal  by  x-ray 
film.  Two  of  these  6 abnormal  hips  had 
both  traumatic  arthritis  and  avascular 
necrosis,  and  1 had  a neck  hump  too.  The 
combination  of  avascular  necrosis  and 
traumatic  arthritis  occurred  also,  as  noted, 
in  1 hip  in  the  “no  treatment”  group  and  in  1 
hip  in  the  “other  treatment”  group.  It  did 
not  occur  in  the  in  situ  group. 

The  4 main  methods  of  treatment  of 
complications  were:  hip  joint  fusion  (2 

hips),  displacement  osteotomy  (5  hips), 
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cup  arthroplasty  (4  hips),  and  osteoplasty 
of  the  femoral  neck  (2  hips)  (Fig.  7).  The 
largest  number  of  treatments  was  carried 
out  in  the  open  reduction  group  which  also 
had  the  most  complications.  These  hips 
were  subjected  to  1 hip  fusion,  4 displace- 
ment osteotomies,  3 cup  arthroplasties, 
and  1 femoral  neck  osteoplasty.  In  addi- 
tion, only  in  the  open  reduction  group  have 
individual  hips  been  subjected  to  more 
than  one  operative  procedure  to  treat 
complications.  Of  the  5 hips  in  this  group 
requiring  such  surgery,  3 had  both  a dis- 
placement osteotomy  and  a cup  arthro- 
plasty. Two  of  these  3 hips  were  in  1 
patient,  and  both  of  these  hips  were  initially 
treated  by  femoral  neck  osteotomy.  The 
third  hip  had  an  epiphysiolysis  as  initial 
treatment. 

Conclusions 

Most  of  the  epiphyses  with  minimal 
slipping  were  pinned  in  situ  and  had  by  far 
the  best  results.  Those  with  moderate  to 
severe  slips  were  most  often  subjected  to 
closed  or  open  reduction  with  the  latter 
producing  the  poorest  results.  Although 
most  of  the  hips  in  the  closed  and  open 
reduction  groups  were  evaluated  as  having 
“no  symptoms  or  mild  pain,”  it  is  apparent 
from  the  last  2 charts  that  many  of  these 
same  hips  had  significant  radiographic 
changes  that  will  cause  more  symptoms  in 
the  future.  As  Jerre6  pointed  out,  the  late 
functional  results  deteriorate  with  increas- 
ing age  and  especially  in  the  presence  of 
avascular  necrosis  or  osteoarthritis.  Most 
of  our  patients  were,  of  course,  still  under 
twenty-five  years  of  age  at  the  time  of 
this  study.  Therefore,  every  effort  should 
be  made  to  accomplish  internal  fixation  of 
the  slipped  epiphysis  in  situ  without 
attempting  closed  or  open  reduction. 

It  has  been  our  practice  in  recent  years  to 
accomplish  internal  fixation  with  Knowles 
pins  introduced  under  biplanar  x-ray  con- 
trol through  a lateral  thigh  incision.  A 
very  severe  posterior  slip  may,  however,  be 
best  pinned  from  an  anterolateral  approach. 
The  patient  is  allowed  to  walk  between 
crutches  without  weight  bearing  from  the 
third  or  fourth  postoperative  day  to  the 
third  or  fourth  postoperative  month  after 
which  weight  bearing  is  usually  permitted. 
This  has  not  resulted  in  loss  of  position 


even  though  the  epiphysial  plate  is  usually 
still  open  at  this  interval.  After  the 
epiphysial  plate  is  closed,  the  Knowles 
pins  may  be  removed  and  the  varus  and 
post  version  of  the  femoral  head  may  be 
corrected  by  a peritrochanteric  osteotomy.3 
In  a severe  chronic  slip  such  an  osteotomy 
may  be  effectively  combined  with  internal 
fixation  of  the  open  epiphysial  plate  as  the 
primary  procedure.5,11  Corrective  osteot- 
omy proximal  to  the  base  of  the  femoral 
neck  should  not  be  carried  out  because  of 
the  increased  risk  of  avascular  necrosis  of 
the  femoral  head.  The  role  of  osteotomy  in 
treating  both  acute  slips  and  chronic  slips 
with  open  epiphysial  plates  still  requires 
clarification  by  long-term  studies  with  re- 
gard to  both  safety  and  effectiveness. 
Osteoplasty  of  the  prominence  on  the 
anterosuperior  aspect  of  the  femoral  neck  is 
a useful  additional  procedure  for  increasing 
the  range  of  hip  motion. 

Summary 

The  causes,  diagnosis,  and  treatment  of 
slipping  capital  femoral  epiphysis  are 
reviewed. 

The  importance  of  early  diagnosis  of 
slipping  capital  femoral  epiphysis  is  empha- 
sized, and  the  diagnostic  criteria  are  re- 
viewed. 

A high  index  of  suspicion  of  this  entity  is 
essential  in  the  susceptible  age  group  of 
eight  to  seventeen  years. 

When  the  diagnosis  is  made,  the  patient 
is  treated  as  an  emergency  case. 

Less  than  1 cm.  of  slip  is  uniformly  as- 
sociated with  good  results. 

More  than  1 cm.  of  slip  is  associated 
with  an  increased  incidence  of  unsatis- 
factory results. 

A series  of  102  patients  with  124  hips 
from  the  Rochester  area  is  reviewed.  The 
average  follow-up  period  was  5.4  years. 

Internal  fixation  in  situ  of  the  slipped 
epiphysis  gave  the  best  results. 

Closed  or  open  reduction  of  slipped 
capital  femoral  epiphysis  was  associated 
with  an  increased  incidence  of  poor  results. 

Every  effort  should  be  made  to  fix  the 
slipped  capital  femoral  epiphysis  internally 
in  situ  without  closed  or  open  reduction. 
Residual  varus  and  post  version  of  the 
femoral  head  can  be  corrected  by  peritro- 
chanteric osteotomy.  Osteoplasty  of  the 
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femoral  neck  prominence  should  be  con- 
sidered 
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tion  nor  deterioration  of  antibiotic  content  took 
place  when  a mixture  of  the  2 antibiotics  was 
allowed  to  stand  for  four  hours.  Lincomycin 
was  not  inactivated  by  a substance  produced 
by  the  resistant  organism,  since  no  changes 
in  the  original  antibiotic  concentrations  were 
revealed  by  bio-assays  on  the  supernant  from 
the  medium  in  which  the  resistant  organism 
had  been  grown  in  the  presence  of  both  anti- 
biotics. Perhaps  lincomycin  was  no  longer 
effective  because  of  an  altered  metabolism  (stim- 
ulated by  erythromycin)  of  the  erythromycin- 
resistant  staphylococci. 

It  has  rarely  been  reported  that  this  kind  of 
antagonism  may  become  clinically  important, 
but  this  does  not  imply  that  antibiotic  an- 
tagonism is  unimportant.  The  manifestations 
of  the  phenomenon  are  masked  by  multiple 
drug  therapy.  The  in  vitro  experiments  re- 
ported here  indicate  that  antagonism  would 
occur  between  lincomycin  and  erythromycin 
at  the  concentrations  ordinarily  reached  in  the 
serum  with  therapy.  The  antagonism  may  be 
clinically  significant  when  an  erythromycin- 
resistant  Staphylococcus  is  being  treated. 
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P arts  I and  II  of  this  article  appeared  in 
the  August  1 and  15, 1966,  issues  of  the  New 
York  State  Journal  of  Medicine.  This 
article  is  a review  of  nine  types  of  scanning 
procedures.  Part  I dealt  with  brain  scan- 
ning, heart  pool  scanning,  and  lung 
scanning,  and  Part  II  discussed  thyroid 
scanning,  liver  scanning,  and  spleen  scan- 
ning. 

Kidney  scanning 

The  agent  used  for  kidney  scanning  is 
Hg203  or  Hg197  tagged  to  chlormerodrin. 
The  latter  compound  binds  to  cytoplasmic 
elements  situated  in  the  renal  tubular  cells. 

Rationale 

The  distribution  of  the  renal  tubular  cells 
is  predominantly  in  the  kidney  cortex. 
Therefore,  the  renal  scan  provides  a mor- 

Iphologic  picture  of  functioning  renal  paren- 
chyma. 

Radiopharmaceuticals  used 

The  use  of  Hg203  chlormerodrin  for  renal 


and  Wagner  in  I960.66  It  has  gained  wide 
acceptance  since  that  time.  Hg203  has  a 
physical  half-life  of  45.7  days,  but  the  chlor- 
merodrin is  excreted  with  an  effective  half- 
life  of  only  eight  hours.67  About  66  per 
cent  is  recoverable  in  the  urine  in  twenty- 
four  hours.68  The  peak  gamma  energy  of 
Hg203  is  279  kev.  From  the  usual  dose  of 
100  microcuries,  the  kidney  gets  a radiation 
exposure  of  20  to  30  rads,  while  the  whole 
body  dose  is  0.1  to  0.2  rads.68  69 

In  1963,  Sodee70  introduced  Hg197  chlor- 
merodrin. The  short  physical  half-life  of 
2.6  days,  low-energy  gamma  emissions  of 
68  to  78  kev,  and  the  absence  of  any  beta 
emission  have,  in  general,  also  made  this  a 
more  suitable  agent,  dosimetrically,  for 
kidney  scanning  (see  section  on  brain  scan- 
ning). The  usual  dose  is  125  to  150  micro- 
curies, which  delivers  only  0.5  to  1 rads  to 
the  kidney  and  the  negligible  amount  of  2 
to  8 millirads  to  the  whole  body.69  71 

Technic 

The  scan  is  started  one  hour  after  intra- 
venous injection  of  the  radionuclide,  at 
which  time  a sufficient  amount  of  material 
has  concentrated  in  the  renal  tubular  cells. 
The  19-hole  focusing  lead  collimator  is  em- 
ployed. For  the  peak  gamma  photon  of 
Hg203  ( 279  kev),  a spectrometer  window  of 
250  to  300  kev  is  set,  while  for  the 
scanning  photon  range  of  Hg197  (68  to  78 
kev),  a window  of  60  to  90  kev  is  utilized. 
The  patient  is  scanned  in  the  prone  posi- 
tion, and  the  time  of  the  study  is  thirty  to 
forty  minutes  using  a scan  speed  of  34  to  38 
cm.  per  minute.  Superimposition  of  the 
scan  on  abdominal  radiographs  is  often 
helpful. 

Normal  scan 

A homogenous  uptake  of  radionuclide  is 
noted  throughout  the  kidney  with  some 
diminution  of  activity  in  the  hilum  where 
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FIGURE  36.  Normal  renal  scan  superimposed  on 
abdominal  radiograph.  Note  normal,  minimal 
hepatic  activity  above  right  kidney. 


the  renal  pelvis  is  located  (Fig.  36).  The 
margins  of  the  renal  outline  are  somewhat 
blurred  because  of  normal  motion  during 
respiration.  Normally,  a small  amount  of 
activity  is  noted  in  the  liver. 

Clinical  applications 

Alterations  in  size,  shape,  and  posi- 
tion. Inadequacies,  such  as  obesity  or 
overlying  gas,  often  make  radiographic 
delineation  of  renal  size  quite  difficult.12 
Occasional  allergic  phenomena  related  to 
the  administration  of  organic  iodides,  such 
as  in  intravenous  urography,  also  are  seen. 
These  problems  are  not  encountered  with 
the  use  of  labeled  mercurial  compounds  in 
renal  scanning.  The  estimation  of  renal 
size  is  more  accurate  in  scanning  because 
of  the  greater  magnification  factor  in- 
volved in  radiography.  The  renal  scan 
also  has  served  as  a useful  guide  prior  to 
renal  biopsy.73  Absent,  ectopic  (Fig.  37), 
malrotated,  and  horseshoe  kidneys  have 
all  been  well  demonstrated  with  this  tech- 
nic. If  both  kidneys  do  not  appear  in  their 
normal  position,  a hand  scan  should  be 
performed  over  the  lower  abdomen  and 
pelvis,  after  the  patient  has  voided,  in  an 
attempt  to  locate  an  ectopic  kidney. 

Space-occupying  disease.  The  spatial 
resolution  of  most  commercially  available 
scanners  is  a limiting  factor  in  the  evalua- 
tion of  space-occupying  disease.  Studies 
with  phantoms  have  demonstrated  that  a 
2-cm.  centrally  located  lesion  that  is  com- 
pletely surrounded  by  normal  renal  tissue 
may  be  entirely  missed.69  On  the  other 
hand,  small  1-cm.  peripheral  lesions  may  be 
detectable. 


FIGURE  37.  Renal  scan  shows  right  kidney  normal 
in  position.  Pelvic  kidney  seen  overlying  sacrum 
(white  arrows).  Bladder  filled  with  the  Hg197 
chlormerodrin  (black  arrows). 

The  scan  may  be  used  to  confirm  a sus- 
picion of  a mass  lesion  noted  on  intravenous 
urography.74  A lesion  causing  minimal 
or  no  calyceal  distortion  is  a good  candidate 
for  a scan.  Cysts  (Fig.  38),  tumors,  ab- 
scesses, and  other  forms  of  space-occupying 
disease  cannot  definitely  be  distinguished 
from  one  another,  and  the  more  refined 
radiographic  technics,  such  as  nephro- 
tomography and  renal  angiography,  must 
be  utilized  for  this  purpose. 

Renal  insufficiency.  Elevated  levels 
of  blood  urea  nitrogen  have  in  the  past  been 
contraindications  to  the  performance  of 
intravenous  urography.  High-dose  injec- 
tions75 and  infusion  urography76  have  some- 
what circumvented  this  problem.  How- 
ever, the  renal  scan  also  has  been  of  great 
help  in  these  azotemic  patients.  In  renal 
insufficiency,  the  kidneys  do  not  handle 
the  Hg203  or  Hg197  chlormerodrin  as  well  as 
usual.  High  background  blood  activity  in 
the  abdomen  as  well  as  increased  hepatic 
activity  is  noted.  The  appearance  of  dense 
hepatic  activity  is  diagnostic  of  renal  in- 
sufficiency (Fig.  39).  One  must  be  careful 
not  to  interpret  dense  hepatic  activity  that 
is  overlying  the  right  kidney  as  a hyper- 
trophied right  kidney. 
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FIGURE  38.  Renal  scan  demonstrates  filling  de- 
fect in  upper  pole  of  right  kidney  (arrow).  This 
was  found  to  be  renal  cyst. 


If  nonvisualization  of  the  kidneys  is 
noted  on  the  routine  one-hour  renal  scan  in 
an  azotemic  patient,  delayed  twenty-four 
or  forty-eight-hour  studies  will  occasionally 
help.68  As  a general  rule,  a blood  urea 
nitrogen  level  in  excess  of  80  to  100  mg.  per 
100  ml.  will  not  show  adequate  visualiza- 
tion of  the  kidneys. 

Functioning  renal  parenchyma  in 
various  diseases.  Perhaps  the  single 
most  important  contribution  of  renal  scan- 
ning is  its  ability  to  measure  the  amount  of 
functioning  renal  parenchyma  in  various 
disease  entities.  The  presence  of  a hydro- 
nephrotic  kidney  on  intravenous  urog- 
raphy does  not  necessarily  indicate  how 
much  function  is  present  in  various  portions 
of  that  kidney.  The  scan  is  able  to  fulfill 
this  duty.68  77  In  addition,  in  calculous  or 
infectious  disease,  the  course  taken  by  a 


FIGURE  39.  Renal  scan  shows  bilaterally  small 
pyelonephritic  kidneys.  Renal  insufficiency  re- 
flected by  dense  hepatic  uptake  of  radionuclide 
(arrows). 

surgeon  may  be  influenced  by  the  scan. 
Areas  of  markedly  diminished  activity  may 
indicate  the  need  for  complete  or  partial 
nephrectomy  (Fig.  40),  whereas  normal- 
appearing activity  may  call  for  more  con- 
servative management.77 

Renal  vascular  disease.  Since  the 
renal  tubules  are  supplied  by  the  arborized 
arterial  branches,  the  scan  should,  theo- 
retically, supply  a great  deal  of  information 
about  disease  of  the  renal  vascular  tree. 
Scan  studies  performed  at  the  Bronx 
Municipal  Hospital  on  patients  suffering 
renal  trauma  have  been  quite  rewarding.78 
Specific  types  of  defects  have  been  dis- 
cerned in  renal  rupture,  infarction  (Fig. 
41),  and  contusion.  The  scan,  in  combina- 
tion with  the  intravenous  urogram,  has 
served  as  a useful  screening  procedure  for 
renal  angiography  in  these  cases  of  kidney 
trauma. 

Unfortunately,  the  use  of  the  scan  in  the 


FIGURE  40.  (A)  Intravenous  urogram  demonstrates  severe  left  hydronephrosis  and  hydroureter.  This  is 
caused  by  renal  and  ureteral  calculi.  (B)  Renal  scan  superimposed  on  urogram  reveals  markedly  di- 
minished activity  throughout  entire  left  kidney.  Nephrectomy  was  performed. 
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FIGURE  41.  Renal  scan  on  young  adult  male 
several  months  after  he  was  involved  in  automobile 
accident  reveals  infarct  in  medial  portion  of  left 
kidney  (arrow). 

evaluation  of  potentially  correctable  renal 
hypertension  has  not  been  as  impressive. 
In  31  cases  of  proved  unilateral  renal  causes 
of  hypertension  studied  at  Johns  Hopkins, 
the  scan  was  positive  in  only  25  cases  or 
83  per  cent.68  79  Young  hypertensive  pa- 
tients with  renal  artery  stenosis  but  no 
parenchymal  changes  as  yet  are  the  major 
sources  of  error.  A demonstration  of  small 
kidney,  renal  infarct,  or  other  type  of 
defect  is  the  major  contribution  that  the 
renal  scan  can  make  in  the  evaluation  of 
renal  hypertension.  More  success  has  been 
obtained  with  the  chlormerodrin  accumula- 
tion test  and  I131-labeled  iodohippurate 
sodium  (Hippuran)  renography  which  are 
described  in  detail  elsewhere.68  79-81 

Pancreas  scanning 

The  clinical  evaluation  of  the  pancreas 
for  cancer  relies  on  enzyme  studies  and  dis- 
placement and  distortion  of  the  barium- 
filled  duodenal  loop  on  x-ray  examination 
and  on  selective  celiac  and  superior  mesen- 
teric arteriography.82 

Rationale 

The  previously  mentioned  parameters 
yield  results  which  are  often  equivocal. 
The  use  of  Se75  selenomethionine  for  pan- 
creas scintiscanning  offers  the  only  direct 
measurement  of  pancreatic  morphology 
other  than  exploratory  laparotomy. 

Radiopharmaceuticals  used 

The  pancreas  is  the  site  of  deposition  of 
many  animo  acids  shortly  after  administra- 


tion. Conversion  to  digestive  enzymes 
takes  place  at  a rapid  rate.  Blau  in  1962 
developed  the  selenium  analogue  of  methi- 
onine, substituting  selenium  for  sulfur.83 
Using  selenium  75  as  the  radioisotopic  label, 
an  altered  amino  acid  radionuclide  was 
developed,  Se75  selenomethionine.  This 
subsequently  was  shown  to  localize  in  the 
pancreas  to  a sufficient  degree  to  permit 
scintiscanning  of  the  organ.84  Liver  up- 
take is  equal  to  or  greater  than  that  of  the 
pancreas,  and  therefore  the  liver  must  be 
shielded  during  scanning. 

Selenium  75  has  a physical  half-life  of 
one  hundred  twenty-eight  days  and  a 
biologic  half-life  of  twenty-three  days. 
The  principal  gamma-ray  energy  is  0.279 
mev.  The  total  body  dose  after  the  stand- 
ard scanning  dose  of  3 microcuries  per 
kilogram  is  0.9  to  1.3  rads  with  an  addi- 
tional 0.06  rads  to  the  pancreas  and  0.05 
rads  to  the  liver.85  No  adverse  reactions  to 
Se75  selenomethionine  have  been  reported. 

Technic 

The  rigid  dietary  restrictions  and  the 
administration  of  pancreatic  enzymes  prior 
to  Se75  selenomethionine  injection,  advo- 
cated by  Blau  and  Bender,86  have  been 
superseded  by  the  direct  injection  of  the 
radionuclide  with  no  prior  preparation.87  88 
Three  microcuries  per  kilogram  of  Se75 
selenomethionine  is  administered  intra- 
venously, and  the  scan  is  started  a few 
minutes  after  injection. 

Because  of  the  necessity  of  shielding  the 
liver,  a colloidal  gold  198  liver  scan  is  ob- 
tained to  determine  liver  outline  prior  to 
the  pancreas  scan.  At  the  time  of  the 
pancreatic  scan,  the  liver  is  shielded  by 
three  thicknesses  of  Vs-inch  lead.  Al- 
though most  scanning  has  been  performed 
in  the  supine  position,89  recent  work  by 
Sodee90  shows  that  the  right  anterior 
oblique  position  may  give  a better  rep- 
resentation of  the  pancreas  by  more  ade- 
quately separating  it  from  the  liver.  A 
3-inch  crystal  with  a 19-hole  collimator 
may  be  used  as  well  as  a 5-inch  crystal  with 
an  85-hole  collimator.  A scan  speed  of  20 
to  30  cm.  per  minute  is  used.  The  total 
time  is  thirty  minutes  per  scan. 

Normal  scan 

The  pancreas  is  visualized  in  over  90 
per  cent  of  patients.  It  appears  as  a 
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FIGURE  42.  Normal  pancreas  scan.  Liver  area 
partially  covered  with  lead,  and  hepatic  margin 
indicated  by  broken  line.  Multiple  arrows  on  left 
point  to  head  of  pancreas  while  single  arrow  on 
right  indicates  tail  of  pancreas  (Courtesy  of  Arthur 
I.  Hutner,  M.D.,  Roosevelt  Hospital,  New  York 
City). 

curvilinear  structure  with  a convexity  along 
the  lower  margin  of  the  left  lobe  of  the  liver 
(Fig.  42).  Because  of  equal  pickup  in  the 
liver,  there  may  be  no  separation  of  liver 
and  pancreas  activity.91  The  head  is  usu- 
ally a prominent  area  of  activity.  If  the 
left  lobe  of  the  liver  is  enlarged,  the  pan- 
creas may  not  be  visualized  on  scan. 

Clinical  applications 

Carcinoma  of  pancreas.  Space- 
occupying  disease  of  the  pancreas  will  be 
represented  as  cold  areas  on  scan.  Lesions 
as  small  as  2 cm.  in  size  can  be  visualized.88 
Carcinoma  of  the  head,  body,  or  tail  may 
be  visualized  as  defects  in  the  correspond- 
ing area  (Fig.  43).  Small  lesions  in  the 
head  may  be  found  by  scan  before  abnor- 
malities are  evident  in  the  duodenal  loop 
by  x-ray  examination.92  However,  the 
extensive  uptake  of  Se76  selenomethionine 
by  the  liver  has  made  this  technic  less 
popular  than  other  scanning  procedures. 

Pancreatitis.  Pancreatic  scanning  has 
been  helpful  in  the  evaluation  of  pancrea- 
titis. Inactive  pancreatitis  produces  little 
or  no  inhibition  of  pancreatic  uptake. 
Active  pancreatitis  causes  failure  of  pan- 
creatic uptake  of  Se75  selenomethionine 
with  poor  visualization  by  scan.  In  the 
evaluation  of  an  acute  condition  of  the 
abdomen,  a positive  scan  correlated  with  a 
high  serum  amylase  may  save  an  unneces- 
sary exploratory  laparotomy. 

Future  promise.  Initial  enthusiasm 
for  Se76  selenomethionine  as  a pancreatic 
scanning  agent  has  been  dampened  by  its 
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FIGURE  43.  Pancreatic  scan  reveals  large  filling 
defect  in  body  of  pancreas  (arrows).  Liver  not 
shielded  by  lead  in  this  case.  Carcinoma  of  body 
of  pancreas  found  at  laparotomy  (Courtesy  of 
Arthur  I.  Hutner,  M.D.,  Roosevelt  Hospital,  New 
York  City). 

lack  of  specificity.  The  ideal  agent  would 
be  one  that  is  concentrated  in  the  pancreas 
to  a higher  degree  than  surrounding  organs. 
When  such  an  agent  is  developed,  pancreas 
scanning  will  assume  a more  important 
diagnostic  role. 

Bone  scanning 

It  has  been  established  that  30  to  50  per 
cent  of  the  mineral  content  of  bone  must  be 
absent  before  roentgenographic  changes 
may  be  appreciated.93  Furthermore,  cor- 
relation between  roentgenographic  studies 
and  autopsy  specimens  have  revealed  a 
failure  of  radiography  to  detect  bony  metas- 
tases  in  50  per  cent  of  cases  where  it  is 
present.94  Considering  that  up  to  85  per 
cent  of  patients  dying  with  cancer  of  the 
breast,  prostate,  and  lung  are  harboring 
bone  metastases,96  the  need  for  more  ade- 
quate and  earlier  detection  of  these  lesions 
is  evident. 

Rationale 

Strontium  metabolism  in  bone  is  quite 
similar  to  that  of  calcium.96  Both  destruc- 
tive and  reparative  changes  in  bone  caused 
by  malignant  as  well  as  nonmalignant  dis- 
ease are  reflected  by  localized  increase  in  the 
uptake  of  the  isotope.  External  counting 
technics  were  used  by  several  investigators 
to  detect  this  increased  uptake.97  99  In- 
creased concentration  of  the  isotope  was 
noted  in  many  areas  of  metastatic  disease 
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when  the  x-ray  films  gave  negative  findings. 
The  photoscanning  technic  was  first  ap- 
plied by  Fleming,  Mcllraith,  and  King100 
and  has  since  been  greatly  popularized  by 
Sklaroff  and  Charkes. 101-103 

Radiopharmaceuticals  used 

Strontium  85  nitrate  is  the  agent  most 
commonly  used  for  bone  scanning.  Its 
half-life  is  sixty-four  days  which  allows  for 
a long  shelf-life.  It  has  a monoenergetic 
gamma  photon  of  513  kev  which  is  fairly 
readily  collimated  by  most  currently  avail- 
able machines.  In  addition,  it  exhibits  the 
favorable  characteristic  of  not  emitting 
any  beta  particles  and  therefore  keeps  the 
radiation  dosage  to  the  patient  at  a mini- 
mum. Utilizing  a standard  dose  of  100 
microcuries,  it  has  been  estimated  that  the 
internal  exposure  to  the  patient’s  whole 


FIGURE  44.  (A)  Anterior  radiographs  of 
both  knees  in  fifteen-year-old  female 
reveal  malignant  lytic  and  blastic  tumor 
in  proximal  right  tibia  (arrows).  (B) 
Bone  scan  of  both  knees  superimposed 
on  x-rays  reveals  dense  activity  in  area  of 
biopsy  proved  osteogenic  sarcoma  (black 
arrows).  Note  normal  epiphysial  activity 
of  left  distal  femur  (white  arrows)  and 
proximal  tibia.  (C)  Bone  scan  per- 
formed four  months  after  completion  of 
radiotherapy  (12,000  rads  of  cobalt  60 
teletherapy  with  limb  made  anoxic  during 
treatment  with  pressure  tourniquet) 
shows  marked  return  toward  normal 
activity  (arrows).  Radiographs  at  this 
time  showed  little  change  in  appearance 
from  (A). 

body  is  0.6  rads,  and  the  maximum  bone 
dose  is  between  1.6  rads  and  4.6  rads.104 

Charkes  and  Sklaroff102  have  listed  sev- 
eral disadvantages  of  the  use  of  Sr86  in  bone 
scanning.  They  are:  (1)  Long  physical 
half-life  of  sixty-four  days  and  its  slow 
turnover  rate  in  bone  preclude  repetitive 
studies;  (2)  moderate  radiation  dose  to 
bone  limits  dose  to  100  microcuries,  result- 
ing in  long  scanning  times  and  suboptimal 
resolution;  (3)  fecal  excretion  requires 
bowel  cleansing  (see  under  Technic);  (4) 
forty-eight-hour  delay  after  injection  is 
advisable;  and  (5)  Atomic  Energy  Com- 
mission approval  for  study  of  cancer  only. 

Other  major  radionuclides  have  been  in- 
vestigated for  bone  scanning.  Strontium87 
is  too  short-lived  (2.8  hours)  and  too  ex- 
pensive for  routine  use. 101  Fluorine  18  also 
has  too  short  a half-life  (1.87  hours)  for 
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FIGURE  45.  Bone  scan  of  lumbosacral  spine 
reveals  metastatic  breast  carcinoma  at  twelfth 
thoracic,  second  lumbar,  and  fifth  lumbar  to  first 
sacral  vertebrae  (arrows).  Normal  activity  seen  in 
sacroiliac  joints. 

routine  use.106  Calcium  47  is  too  strong  a 
gamma  emitter  (1.31  mev)  and  requires 
special  instrumentation  for  detection.96  97 

Technic 

One-hundred  microcuries  of  Sr85  is  given 
intravenously.  Forty-eight  hours  later  the 
scan  is  performed.  If  the  lumbosacral  area 


is  to  be  studied,  cleansing  enemas  are  given 
prior  to  the  scan,  since  there  is  a rather 
large  component  of  the  isotope  excreted 
through  the  bowel.  The  body  part  to  be 
examined  is  placed  closest  to  the  collimator. 
Because  of  the  very  small  dose  injected, 
the  counts  are  low,  and  the  scan  speed  must 
be  kept  at  about  20  to  25  cm.  per  minute. 
Line  spacing  is  0.5  cm.  The  conventional 
19-hole  collimator  is  used  on  a scanner  with 
a 3-inch  crystal. 

Normal  scan 

Radioactive  strontium  is  normally  de- 
posited in  all  bony  structures  because  of 
normal  osteoblastic  activity.  Increased 
amounts  of  the  isotope  are  deposited  in  the 
epiphyseal  areas  of  children  where  accel- 
erated metabolic  activity  occurs  (Fig.  44). 
In  addition,  articular  cortices  and  joints 
normally  show  areas  of  increased  uptake. 
In  the  pelvis  this  is  normally  reflected  in 
the  area  of  the  sacroiliac  joints  and  acetab- 
ulum. 

Clinical  applications 

Assessment  of  metastatic  carcinoma 
When  a patient  has  a known  malignant 
condition  and  later  develops  bone  pain, 
it  is  generally  inferred  that  metastatic 
lesions  are  present.  It  has  been  pointed 
out  that  radiographs  often  show  negative 
findings  in  these  cases.94  The  Sr85  scan  has 
successfully  detected  areas  of  bony  involve- 
ment in  many  of  these  cases.101-103  The 
hot  areas  indicate  zones  of  histologic  activ- 
ity of  the  malignant  process  (Fig.  45). 
Osteoblastic  lesions  seen  on  x-ray  may  rep- 


FIGURE  46.  (A)  Pelvic  radiograph  in  woman  with  breast  carcinoma  reveals  previously  treated  lytic  lesions 
of  left  acetabulum  and  femoral  head  (arrow).  Remainder  of  bony  pelvis  appears  normal.  (B)  Bone  scan 
reveals  area  of  metastatic  disease  in  right  sacroiliac  region.  Rectangular  treatment  field  positioned  over 
area  of  pain.  After  scan,  it  was  enlarged  somewhat  medially.  Increased  activity  in  previously  treated  left 
hip  also  present. 
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resent  late  results  of  a malignant  process 
and  does  not  necessarily  indicate  histologic 
activity.102 

The  scan  may  be  of  further  clinical  help 
in  a number  of  ways:  (1)  It  may  establish 

a criterion  of  inoperability  in  a patient  with 
known  primary  breast  cancer;  (2)  radio- 
therapy treatment  portals  are  planned  more 
effectively  (Fig.  46);  (3)  sites  for  planned 

bone  biopsy  are  well  localized;  (4)  areas 
that  are  difficult  to  study  with  conventional 
radiography  are  easily  evaluated,  for  exam- 
ple, sternum  and  scapula;  (5)  multiple 
areas  of  involvement  may  resolve  the  prob- 
lem of  malignant  versus  traumatic  fracture, 
in  favor  of  the  former;  and  (6)  hormonal, 
chemical,  or  radiation  therapy  may  be 
followed  at  intervals  with  this  technic  (the 
short-lived  Sr87m  is  probably  better  for  this 
purpose  because  of  decreased  patient  dos- 
age with  multiple  studies).  In  the  inter- 
pretation of  bone  scans,  it  must  be  kept  in 
mind  that  benign  conditions  such  as  frac- 
tures, osteomyelitis,  and  Paget’s  disease 
have  active  osteoblastic  activity  and  also 
concentrate  the  Sr86.  Careful  clinical  eval- 
uation as  well  as  supplementary  radio- 
graphic  examinations  will  help  identify 
these  false  positives. 

Primary  bone  tumors.  In  several  in- 
stances, the  Sr85  bone  scan  has  revealed 
areas  of  increased  activity  in  suspect  pri- 
mary sarcomatous  lesions  of  bone  where  the 
x-rays  films  gave  equivocal  or  negative 
findings.104  The  preoperative  effect  of 
radiotherapy  in  some  of  these  cases  is  being 
evaluated  with  serial  studies  (Fig.  44).  A 
post-treatment  decrease  in  activity,  as 
compared  with  base-line  studies  in  the  same 
patient,  may  indicate  good  suppression  of 
tumor  growth  and  an  improved  prognosis. 

Newer  scanning  procedures 

Investigative  work  in  various  other  areas 
of  isotopic  localization  have  been  pursued 
in  several  medical  centers.  Among  these 
have  been  the  following. 

Placental  scanning.  McAfee  et  al.106 
have  utilized  the  albumin  compound  of 
technetium  99m  for  placental  localization. 
More  recently,  W.  B.  Nelp,  M.D.,  at  the  Uni- 
versity of  Washington,  and  P.  M.  Johnson, 
M.D.,  at  Columbia-Presbyterian  Medi- 
cal Center,  have  popularized  this  technic. 
The  radionuclide  remains  in  the  vascular 


compartment  (see  section  on  heart  pool 
scanning)  and  outlines  the  highly  vascular 
placenta  as  the  area  of  greatest  activity 
within  the  uterus.  The  chief  indication 
for  this  procedure  is  uterine  bleeding  in  the 
second  or  third  trimester  of  pregnancy. 
Placenta  praevia  is  easily  differentiated 
from  the  normally  located  placenta. 
Radiation  dosage  to  both  the  mother  and 
fetus  is  minimal.106107 

Parathyroid  scanning.  Several  re- 
ports have  indicated  that  hyperfunction- 
ing parathyroid  adenomata  may  be  ac- 
curately localized  preoperatively  with  the 
use  of  Se75  selenomethionine. 108-110  In  a 
case  reported  by  Haynie,  Otte,  and 
Wright,109  2 00  microcuries  of  the  radio- 
nuclide was  administered,  and  the  scan  two 
hours  later  revealed  a definite  area  of  in- 
creased uptake  in  the  left  lower  neck  where 
a questionably  palpable  nodule  was  located. 
I131  thyroid  scan  was  normal.  Surgery 
revealed  a parathyroid  adenoma  in  this 
area. 

It  is  often  necessary  for  the  surgeon  to 
perform  extensive  neck  dissections  and 
even  superior  mediastinal  explorations  to 
locate  the  parathyroid  lesion.  Therefore, 
the  preoperative  localization  of  parathyroid 
adenomata  in  some  of  these  cases  should  be 
of  great  help  in  this  problem. 

Joint  scanning.  Weiss  and  his  asso- 
ciates111 have  devised  a technic  for  the 
study  of  various  arthritic  conditions.  The 
radiopharmaceutical  used  is  iodinated  hu 
man  serum  albumin  131  in  a dose  of  25 
microcuries  per  10  pounds  of  body  weight. 
The  scan  is  performed  over  the  involved 
joint  twenty-four  hours  after  injection. 
The  degree  of  localization  closely  parallels 
the  clinical  involvement  on  most  occasions. 
In  certain  specific  instances,  Weiss  et  al.111 
found  a greater  amount  of  activity  than 
was  clinically  apparent.  Roentgenograms 
often  fail  to  indicate  clinical  activity  in 
arthritic  conditions. 

Summary 

The  emergence  of  radioisotopic  scintilla- 
tion scanning  as  a medical  discipline  has 
been  both  rapid  and  extremely  impressive. 
Its  important  contribution  to  clinical 
medicine  has  been  outlined  in  the  preceding 
text. 

The  development  of  newer  instruments, 
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such  as  the  scintillation  camera,  has  allowed 
the  visualization  of  various  dynamic  flow 
patterns  throughout  the  body.  It  is  im- 
perative that  the  physician,  utilizing  these 
procedures,  keep  in  mind  that  they  rep- 
resent an  adjuvant  rather  than  a substitute 
for  older,  existing  technics.  The  complete 
history  and  thorough  physical  examination 
still  remain  the  most  important  and  basic 
part  of  the  patient’s  work-up.  Scanning 
procedures,  similar  to  other  specialized 
radiographic  or  radioisotopic  technics,  may 
be  intelligently  utilized  and  interpreted 
only  in  light  of  the  essential  information 
obtained  by  examining  the  patient  as  a 
whole. 
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Coma  and  Focal  Neurologic 
Findings  in  Young  Man 


Case  history 

Luigi  Negri,  M.D.:  A thirty-seven- 

year-old  Negro  man  was  admitted  to 
Knickerbocker  Hospital  for  the  first  time 
after  having  been  found  unconscious  in  the 
street.  It  was  learned  subsequently  from 
a cousin,  who  used  to  see  him  only  on 
rare  occasions,  that  the  patient  had  a his- 
tory of  hypertension  of  unknown  severity 
and  duration  and  that  he  had  been  a heavy 
drinker  for  at  least  fifteen  years.  No 
other  history  was  obtainable  at  any  time 
during  the  subsequent  hospital  stay  of 
five  weeks. 

On  admission  the  patient  appeared 
stuporous.  He  was  well  developed  and 
well  nourished  and  was  in  moderate  respira- 
tory distress.  Irregular  movements  of  the 
right  upper  and  lower  extremities  were 
noticed,  while  the  left  limbs  appeared  para- 
lyzed and  spastic.  There  was  no  evidence 
of  either  recent  or  old  head  injuries  or  other 
direct  or  indirect  evidences  of  trauma.  The 
blood  pressure  was  220/110  mm.  Hg.  The 
pulse  was  72  per  minute  and  regular,  the 
respirations  were  20  per  minute,  and  the 
temperature  was  99  F.  The  right  pupil 
appeared  dilated  and  did  not  react  to  light. 
Fundoscopy  revealed  papilledema  of  the 
right  optic  nerve  disk  but  no  exudates  or 
hemorrhages.  The  left  optic  fundus  was 
normal.  The  mouth  did  not  appear  devi- 
ated to  either  side;  the  neck  was  supple, 
and  there  were  normal  bilateral  carotid 
pulsations.  A few  rhonchi  were  scattered 
throughout  the  chest.  The  heart  did  not 
appear  clinically  enlarged;  no  murmurs  or 


friction  rub  were  heard,  and  regular  rhythm 
was  present.  The  liver  was  palpated  10 
cm.  below  the  right  costal  margin,  and  it 
was  firm  and  regular  in  outline.  The  spleen 
was  not  palpable,  and  there  was  no  clin- 
ical evidence  of  ascites.  The  rectal  ex- 
amination was  unrevealing.  The  neuro- 
logic examination  revealed  spastic  paralysis 
of  the  left  limbs  with  increased  deep  tendon 
reflexes  over  the  same  side  and  bilateral 
Babinski  signs.  The  deep  tendon  reflexes 
appeared  moderately  increased  over  the 
right  extremities  which  presented  irregular, 
spastic  movements  at  times  and  reacted  to 
painful  stimuli. 

The  urinalysis  showed  a trace  of  albu- 
min and  1 to  4 red  blood  cells  and  6 to  10 
white  blood  cells  per  high  power  field  in  the 
sediment.  The  hemoglobin  was  10  Gm.  per 
100  ml.,  and  the  white  blood  count  was 
12,300  with  77  segmented  polymorpho- 
nuclear leukocytes,  20  lymphocytes,  and  3 
monocytes.  One  sickle-cell  preparation 
and  serology  gave  negative  findings.  The 
blood  sugar  with  intravenous  solutions  of 
5 per  cent  dextrose  running  was  139  mg. 
per  100  ml.  The  blood  urea  nitrogen  was 
17  mg.,  total  cholesterol  176  mg.,  total 
bilirubin  0.6  mg.,  and  total  protein  7.4 
Gm.  per  100  ml.,  with  4 Gm.  of  albumin  and 
3.4  Gm.  of  globulin.  The  serum  sodium 
was  129  mEq.,  potassium  3.7  mEq.,  and 
chlorides  102  mEq.  per  liter.  The  carbon 
dioxide  content  was  18  mM.  per  liter. 
The  cephalin  flocculation  was  2 plus.  The 
bleeding  time  was  two  minutes  and  thirty 
seconds.  The  Lee-White  clotting  time 
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was  four  minutes  and  fifty  seconds,  and 
the  prothrombin  time  was  13.7  seconds 
with  a control  of  12.3  seconds. 

The  spinal  tap  was  performed  without 
difficulty  and  yielded  a grossly  bloody 
fluid  under  an  opening  pressure  of  110  mm.; 
there  was  faint  xanthochromia  in  the 
centrifuged  fluid,  and  only  a few  red  cells 
appeared  crenated. 

The  skull  series  was  unrevealing,  and  a 
chest  x-ray  film  with  the  patient  in  the 
supine  position  was  suggestive  of  mild  car- 
diomegaly.  The  electrocardiogram  was 
suggestive  of  the  left  ventricular  hypertro- 
phy. Intravenous  infusions  of  dextrose  in 
water  and  dextrose  in  normal  saline  were  pre- 
scribed. Within  the  next  fifteen  hours  the 
patient’s  general  condition  deteriorated 
further:  The  temperature  rose  to  103.4 

F.,  and  he  became  definitely  comatose, 
unresponsive  to  painful  stimuli.  A tra- 
cheotomy was  performed  at  this  time  to  clear 
the  airways  of  large  amounts  of  secretions. 
A repeat  spinal  tap  again  revealed  grossly 
bloody  fluid  with  moderate  xanthochromia 
and  moderate  numbers  of  crenated  red 
blood  cells;  the  opening  pressure  was 
130  mm.  A repeat  portable  chest  x-ray 
film  revealed  an  infiltrate  in  the  right  upper 
lung  field.  Penicillin  and  salicylates  were 
prescribed.  The  white  blood  count  rose 
to  22,400  with  63  polymorphonuclear  leu- 
kocytes, 21  lymphocytes,  and  16  monocytes 
in  the  differential;  several  subsequent  white 
counts  also  were  elevated  to  this  level  and 
showed  an  increased  number  of  polymor- 
phonuclear leukocytes,  up  to  90  per  cent 
of  the  differential.  Repeat  blood  urea 
nitrogen  was  34  mg.  and  27  mg.  per  100 
ml. 

During  the  next  two  weeks  the  patient’s 
sensorium  improved  very  slowly  but  pro- 
gressively. He  first  became  reactive  to 
painful  stimuli  and  then  became  able  to 
respond  to  simple  verbal  orders.  The  left 
hemiplegia  persisted  however.  A repeat 
portable  chest  x-ray  film,  one  week  after 
the  second  one,  revealed  almost  complete 
resolution  of  the  infiltrate  in  the  right  upper 
lung  field.  The  temperature  remained 
intermittently  elevated.  Intravenous 
fluids  were  discontinued,  and  nasogastric 
tube  feeding  was  prescribed.  A right 
carotid  arteriogram  was  performed  sixteen 
days  after  admission;  permission  for  this 
procedure  could  not  be  obtained  prior  to 


that  time.  The  findings  were  described 
as  suspicious  of  an  arteriovenous  malforma- 
tion or  possibly  a brain  tumor  in  the  pos- 
terior parietal  region. 

The  electroencephalogram  was  abnormal 
as  manifested  by  diffuse  theta  activity 
and  focal  delta  activity,  the  latter  origi- 
nating in  the  left  posterior  cerebrum,  sug- 
gesting a space-occupying  lesion.  Follow- 
ing the  described  improvement,  the  pa- 
tient’s condition  remained  static  for  about 
one  week  and  then  deteriorated  again; 
he  became  deeply  comatose,  and  the  tem- 
perature rose  progressively  up  to  108  F. 
He  died  five  weeks  after  admission. 

Discussion 

Dominick  Bendo,  M.D.*:  Before  dis- 

cussing the  main  diagnostic  problem,  I 
will  comment  briefly  on  those  aspects  of  the 
case  which  seem  clear-cut.  First,  we  know 
that  the  patient  was  hypertensive  for  some 
time,  since  he  has  evidence  of  left  ventric- 
ular hypertrophy.  I do  not  believe  that  he 
was  in  the  so-called  malignant  phase  of 
essential  hypertension,  since  there  were  no 
changes  in  the  eyegrounds  and  no  evidence 
of  renal  disease.  Second,  we  know  that  he 
was  a heavy  drinker  for  a good  number  of 
years  and  had  an  enlarged  liver.  From 
the  laboratory  data  available  I have  to 
assume  that  his  liver  physiology  was  not 
significantly  impaired,  and  it  is  good  to 
know  that  he  was  producing  an  adequate 
amount  of  prothrombin.  I believe  we  can 
safely  say  that  he  had  a fatty  liver,  per- 
haps with  early  cirrhotic  changes.  Also, 
the  patient’s  hemoglobin  was  low.  Apart 
from  the  fact  that  he  did  not  have  sickling, 
there  is  no  other  indication  in  the  protocol 
as  to  the  cause  of  his  anemia.  I feel  that 
pursuing  this  feature  of  the  case  would  be 
purely  conjectural,  so  let  us  now  consider 
the  main  diagnostic  problem. 

For  this  purpose  the  protocol  does  not 
give  us  much  help.  All  we  know  is  that  he 
was  stricken  by  a sudden  catastrophe;  he 
collapsed  on  the  street  and  was  found  un- 
conscious. I think  we  would  all  agree 
that  such  an  event  suggests  some  sort  of 
vascular  accident,  and  this  impression  is 
confirmed  by  finding  grossly  hemorrhagic 
spinal  fluid  on  two  separate  occasions. 
When  spinal  fluid  is  grossly  bloody,  it 

* Associate  Attending  Physician,  Knickerbocker  Hospital. 
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FIGURE  1.  Right  carotid  angiogram.  (A)  Good  filling  of  anterior 
and  middle  cerebral  arteries.  Posterior  parietal  branch  of 
middle  cerebral  artery  does  not  taper  distally,  and  there  is  in- 
creased vascularity  at  its  termination.  (B)  Frontal  view  show- 
ing lack  of  arterial  displacement. 


indicates  bleeding  into  the  subarachnoid 
space  or  into  the  ventricles,  or  both.  Our 
task  is  to  establish  the  source  of  the  hemor- 
rhage and  possibly  the  nature  of  the  lesion 
which  caused  it.  In  the  light  of  modern 
advances  in  neurosurgery,  these  points  in 
question  are  not  only  of  academic  interest 
but  have  definite  practical  implications  as 
well. 

In  attempting  to  define  the  source  of 
bleeding  and  the  area  involved,  we  may 
observe  that  the  patient  had  a dilated  right 
pupil  which  was  unresponsive  to  light  and  a 
contralateral  spastic  hemiparesis.  There 
was  some  papilledema  on  the  right,  but  the 
left  ocular  fundus  was  normal.  Was  there 
a consensual  pupillary  response  on  the  left 
when  the  right  eye  was  stimulated  by  light? 

Dr.  Negri:  Yes,  there  was. 

Dr.  Bendo:  Except  for  the  fixed, 

dilated  right  pupil  which  indicates  involve- 
ment of  the  third  cranial  nerve,  there  is  no 
evidence  of  any  other  cranial  nerve  involve- 
ment, and  even  the  ocular  signs  present  do 
not  indicate  involvement  of  the  third  nerve 
at  a nuclear  level,  but  rather  they  suggest 
compression.  Such  signs  may  be  asso- 
ciated with  a neoplasm  or  other  expanding 
lesions  within  a cerebral  hemisphere,  par- 
ticularly when  the  medial  part  of  the 
temporal  lobe  is  involved.  Because  there 


is  no  evidence  of  cranial  nerve  involvement 
at  a nuclear  level,  I think  we  can  eliminate 
the  brain  stem  as  the  area  where  the  hemor- 
rhage occurred.  Therefore,  I shall  localize 
the  lesion  to  the  right  hemisphere.  The 
presence  of  a dilated,  fixed  pupil  in  a coma- 
tose patient  with  contralateral  hemiparesis 
is  of  value  in  that  it  localizes  the  lesion  to 
the  same  side  as  the  abnormal  pupil.  This 
reasoning  seems  to  correlate  with  the 
carotid  angiogram  which  showed  a lesion 
in  the  posterior  parietal  region. 

Joseph  M.  Moynahan,  M.D.:  A right 

carotid  angiogram  was  performed.  The 
changes  seen  are  rather  subtle.  The  in- 
ternal carotid  and  the  anterior  and  middle 
cerebral  arteries  are  well  filled.  The  pos- 
terior parietal  branch  of  the  middle  cerebral 
artery  does  not  appear  to  taper  distally  in  a 
normal  fashion  (Fig.  1A).  There  appears 
to  be  a slight  increase  in  vascularity  in  the 
region  of  the  termination  of  this  artery. 
Although  this  effect  may  occur  normally, 
due  to  superimposition  of  the  smaller 
branches,  the  increased  vascularity  is 
somewhat  more  than  is  usually  seen.  The 
area  in  question  is  drained  by  a superficial 
posterior  parietal  vein,  but  the  superficial 
frontal  veins,  which  normally  fill  first,  are 
not  filled  at  all.  There  is  a peculiar  per- 
sistence of  several  small  branches  from  the 
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anterior  cerebral  and  possibly  the  middle 
cerebral  artery  into  the  venous  phase. 
The  significance  of  this  observation  is  not 
clear;  it  could  be  related  to  a small  throm- 
bosis. There  is  no  evidence  of  displace- 
ment of  the  anterior  cerebral  artery  or 
internal  cerebral  vein  (Fig.  IB). 

Dr.  Bendo:  Could  this  picture  be 

associated  with  a tumor? 

Dr.  Moynahan:  Possibly,  but  an  ar- 

teriovenous malformation  might  be  even 
more  likely,  because  there  is  no  evidence 
of  arterial  displacement. 

Dr.  Bendo:  To  make  matters  even 

more  complicated  we  are  told  that  an  elec- 
troencephalogram suggested  the  presence 
of  a space-occupying  lesion  in  the  left 
posterior  cerebrum.  I am  at  a loss  to 
explain  this  datum,  since  it  coincides  with 
no  other  information,  so  I shall  elegantly 
ignore  it,  relying  on  the  clinical  findings 
which  suggest  a lesion  in  the  right  cerebral 
hemisphere  with  consequent  bleeding  into 
the  subarachnoid  space. 

What  kind  of  condition  are  we  con- 
fronted with  and  why  did  the  bleeding 
occur?  We  can  easily  dismiss  trauma  since 
there  is  no  history  of  it.  However,  a blow 
to  the  head  may  be  easily  forgotten  by  an 
alcoholic  person.  Subdural  hematoma  and 
even  subarachnoid  hemorrhage  may  occur 
in  alcoholic  persons  following  minor  trauma 
to  the  head.  Therefore,  when  an  alcoholic 
person  develops  a state  of  unconsciousness 
which  persists  beyond  the  limits  compatible 
with  even  a large  potation,  one  should  keep 
in  mind  the  possibility  of  a subdural  hema- 
toma, particularly  if  lateralizing  neurologic 
signs  are  present. 

If  we  consider  the  various  possible 
causes  for  spontaneous  subarachnoid 
hemorrhage,  the  two  commonest  causes  are 
a congenital  aneurysm  and  arteriovenous 
malformations.  Both  of  these  lesions  are 
common  in  people  less  than  forty  years  old. 
In  the  older  age  group,  arteriosclerosis  and 
hypertension  are  the  most  common  back- 
grounds for  subarachnoid  hemorrhage. 
Less  frequent  causes  are  tumors,  blood 
dyscrasias,  inflammatory  disorders  of  the 
brain  and  meninges,  and  collagen  diseases 
with  arteritis,  especially  periarteritis  nodosa 
and  lupus  erythematosus.  In  today’s  case 
we  have  no  evidence  that  points  to  blood 
dyscrasia  or  meningo-encephalitis,  nor 
is  there  any  multi-system  involvement  to 


suggest  a collagen  disease  or  arteritis. 
An  infectious  process,  bacterial  or  mycotic, 
is  unlikely.  Fever  and  leukocytosis  are 
readily  explained  by  the  inflammatory  infil- 
trate in  the  right  upper  lung  field.  Besides, 
in  subarachnoid  hemorrhage,  fever  and 
leukocytosis  can  occur  when  bleeding 
extends  in tra cerebrally. 

I shall  boldly  eliminate  the  diagnosis 
of  a congenital  aneurysm  as  the  source  of 
bleeding  because  the  arteriogram  did  not 
reveal  one.  It  is  true  that  a small  aneu- 
rysm may  be  missed  or  that  a bleeding  one 
may  be  filled  with  clot  at  the  time  of  ar- 
teriography. However,  it  would  be  fool- 
hardy to  venture  a positive  diagnosis  in 
the  face  of  a negative  film.  I am  left, 
therefore,  with  two  types  of  lesion  to  be 
considered  in  the  differential  diagnosis: 
tumors  versus  arteriovenous  malformations. 
Let  us  consider  tumors. 

Among  the  various  types  of  primary 
brain  tumor  I would  consider  are  glioblas- 
toma multiforme  or  astroblastoma.  They 
are  both  rapidly  growing  tumors  of  the 
cerebral  hemispheres  which  occur  more 
frequently  in  young  adults  of  the  third 
and  fourth  decades.  Both  types  of  tumor 
contain  abnormal  blood  vessels,  predispos- 
ing them  to  hemorrhage  or  thrombosis 
within  the  tumor  mass  or  around  it.  In 
some  patients  the  clinical  syndrome  begins 
rather  suddenly,  as  in  cases  of  a cerebro- 
vascular accident,  and  signs  and  symp- 
toms of  an  antecedent  expanding  intracra- 
nial neoplasm  may  be  lacking.  Meningi- 
omas also  have  been  reported  as  a cause  of 
subarachnoid  hemorrhage,  but  such  an 
occurrence  is  unusual.  The  possibility  of 
bleeding  in  association  with  a tumor  cannot 
be  discarded  lightly,  and  perhaps  the  pres- 
ence of  focal  neurologic  signs  gives  some 
strength  to  this  diagnosis.  Additional 
diagnostic  studies  such  as  pneumoencepha- 
lography would  have  allowed  us  to  evaluate 
this  problem  better.  Also,  a left  carotid 
angiogram  might  have  helped  us  evaluate 
the  highly  suspect  datum  from  electro- 
encephalography of  a tumor  or  expanding 
lesion  within  the  left  hemisphere. 

I do  not  see  how  I can  exclude  the  diag- 
nosis of  arteriovenous  malformation  with 
any  degree  of  security.  Such  malforma- 
tions may  be  located  on  the  cortical  surface 
or  may  be  deep-seated;  they  are  usually  in 
areas  supplied  by  the  anterior  and  middle 
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FIGURE  2.  Coronal  section  of  brain  at  level  of 
caudate-putamen  complex  showing  anterior  limit 
of  laceration  in  right  frontal  lobe  (arrow)  and  edema 
of  right  hemisphere. 

cerebral  arteries.  Focal  signs  such  as 
hemiplegia  and  pupillary  abnormalities  do 
occur  when  the  bleeding  extends  into  the 
brain  substance.  However,  it  would  be 
unusual  for  an  arteriovenous  malformation 
of  this  size  to  cause  a massive  hemorrhage 
and  for  it  to  recur  so  soon  after  the  first 
bleeding  episode,  provoking  a fatal  out- 
come. Perhaps  in  today’s  case  the  pa- 
tient’s hypertension  may  have  contributed 
to  the  rapidly  fatal  clinical  course. 

I will  conclude  by  saying  that  on  purely 
clinical  grounds  I cannot  distinguish  be- 
tween primary  brain  tumor  and  an  arterio- 
venous malformation,  either  of  which  could 
have  produced  bleeding.  Therefore,  rely- 
ing on  statistical  information,  I shall  make 
a diagnosis  of  arteriovenous  malformation. 

Lawrence  R.  Tartow,  M.D.:  How  do 

you  account  for  the  dilated  pupil  on  the 
right? 

Dr.  Bendo:  The  compression  of  the 

third  nerve  was  probably  incomplete. 

Arthur  Goldberg,  M.D.:  In  the  rou- 

tine skull  films,  the  ones  taken  before  the 
angiogram,  is  there  no  evidence  of  a mid- 
line shift? 

Dr.  Moynahan:  No,  ventricles  are 

symmetrical  and  the  pineal  gland  is  in  the 
midline. 

David  Fine,  M.D.:  Regarding  the  rela- 

tively avascular  area  in  the  frontal  lobe 
on  the  angiogram,  recent  studies  indicate 
that  this  sort  of  pattern  can  be  found  in 
cases  of  intracerebral  hematoma.  Air 
studies  might  have  helped  delineate  the 
lesion  further,  but  I gather  the  patient  and 
his  family  were  extremely  uncooperative. 


FIGURE  3.  Section  of  brain  stem  showing  large, 
well-circumscribed  hematoma  in  right  side,  involv- 
ing (A)  interior  portion  of  thalamus  and  red  nucleus 
(B)  tegmentum,  substantia  nigra,  and  peduncle  of 
midbrain,  and  (C)  pons  with  rupture  into  fourth 
ventricle. 

Clinical  diagnosis 

Subarachnoid  hemorrhage,  secondary  to 
intracerebral  hemorrhage  (? aneurysm,  ??- 
arteriovenous  malformation) 

Dr.  Bendo’s  diagnoses 

1.  Arteriovenous  malformation,  right 
cerebral  hemisphere,  with  subarachnoid  and 
intracerebral  bleeding 

2.  Essential  hypertension 

3.  Fatty  metamorphosis,  liver 
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FIGURE  4.  (A)  Section  of  lacerated  right  frontal  lobe  showing  cystic  change  (hematoxylin  and  eosin 
stain).  (B)  Higher  magnification  of  (A)  showing  focal  hemorrhage,  reactive  astrocytes,  and  macro- 
phages in  zone  of  softening  (hematoxylin  and  eosin  stain  X155). 


Pathologic  report 

John  Kwitten,  M.D.:  As  one  might 

surmise,  the  brain  contained  the  lesions 
responsible  for  the  patient’s  death,  al- 
though their  pathogenesis  is  not  entirely 
clear.  The  brain  weighed  1,250  Gm.  The 
right  cerebral  hemisphere  was  swollen; 
its  gyri  were  flattened  and  its  sulci  nar- 
rowed when  compared  with  the  left  hemi- 
sphere. The  right  cingulate  gyrus  was 
herniated.  The  blood  vessels  at  the  base 
of  the  brain  were  patent,  flexible,  and  thin- 
walled  without  evidence  of  atherosclerosis, 
aneurysm,  or  malformation.  A broad,  tan, 
roughly  rectangular  zone  of  softening  in- 
volved the  right  medial  and  inferior  frontal 
gyri;  this  lesion  measured  6 by  4 cm.  and 
extended  deeper  to  involve  the  subjacent 
white  matter.  Focally,  the  parenchyma 
appeared  cystic  and  hemorrhagic  (Fig.  2). 
More  important  was  a large  hematoma,  4 
cm.  in  diameter  in  the  inferior  portion  of 
the  right  thalamus,  involving  also  the  red 
nucleus,  the  substantia  nigra,  and  the  teg- 
mentum and  peduncle  of  the  midbrain  and 
pons,  with  rupture  into  the  fourth  ventricle 
(Fig.  3).  Histologically,  the  lesion  in  the 
right  frontal  lobe  was  cystic  with  focal 
loss  of  brain  substance  (Fig.  4A).  It  con- 
tained areas  of  hemorrhage;  abundant 
plump,  reactive  astrocytes;  and  foamy, 
hemosiderin-laden  macrophages  (Fig.  4B). 
Many  of  the  neurons  in  the  affected 
segment  of  cortex  appeared  shrunken 
and  pyknotic.  Hemosiderin-laden  macro- 
phages were  prominent  around  small  blood 
vessels  in  the  immediately  adjacent  non- 


FIGURE  5.  Section  through  margin  of  brain  stem 
hematoma  showing  liquefaction  of  clot(upper  half) 
and  reactive  process  at  border  (lower  half)  in  which 
hemosiderin-laden  macrophages  are  prominent 
(hematoxylin  and  eosin  stain). 

nucleic  parenchyma.  The  hematoma  ap- 
peared liquefied  in  its  center,  and  the  adja- 
cent parenchyma  contained  reactive  astro- 
cytes and  lymphocytes  as  well  as  blood 
pigment-containing  macrophages  (Fig.  5). 

The  liver  showed  typical  gross  and  micro- 
scopic features  of  an  early  Laennec’s  cir- 
rhosis, and  there  was  a corresponding  fibro- 
congestive  splenomegaly.  The  kidneys 
were  of  normal  size  and  showed  moderate 
nephrosclerosis.  The  heart  weighed  430 
Gm.  and  showed  moderate  left  ventricular 
hypertrophy  and  moderate  coronary  ar- 
teriosclerosis. The  lungs  had  a combined 
weight  of  1,300  Gm.  and  showed  congestion 
and  terminal  edema. 

In  all  probability  the  patient  fell,  possibly 
after  a bout  of  heavy  drinking,  and  struck 
the  back  of  his  head,  resulting  in  a contre- 
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coup  laceration  of  the  right  frontal  lobe 
from  oscillation  of  the  brain  against  the 
frontal  region  of  the  cranium,  associated 
with  traumatic  hemorrhage  of  the  brain 
stem.  * The  subsequent  increased  intra- 
cranial pressure  and  reflex  pulmonary 
edema  interfered  with  vital  respiratory 
function,  and  death  ensued.  The  under- 
lying liver  disease  and  hypertension  may 
have  facilitated  the  development  of  the 
lesion. 

This  is  as  far  as  the  inferences  drawn 
from  morbid  anatomy  lead  me.  However, 
alternative  interpretations  are  possible. 

Robert  W.  Schick,  M.D.:  Had  I seen 

this  patient  at  the  time  of  admission,  I think 
I would  have  arrived  at  the  same  conclusion 
as  Dr.  Bendo,  namely,  that  the  patient  had  a 
spontaneous  intracerebral  hemorrhage  sec- 
ondary to  a ruptured  vascular  malforma- 
tion. However,  having  seen  the  pathology, 
I must  revise  my  working  diagnosis  to 
spontaneous  hemorrhage  at  the  level  of  the 
midbrain,  probably  secondary  to  an  ex- 
panding supratentorial  lesion  with  hernia- 
tion and  compression  of  the  brain  stem. 
The  clinical  complex  of  midbrain  dysfunc- 
tion, namely,  coma,  third  nerve  paralysis 
on  the  right,  and  hemiplegia  on  the  left, 
can  be  accounted  for  by  the  single  lesion  in 
the  midbrain.  The  laceration  in  the  right 
frontal  area  is  not  very  large  and  is  rather 
superficial;  I do  not  believe  such  a super- 
ficial lesion  could  have  produced  so  dense  a 
hemiplegia  as  described. 

* Gonzalez,  T.  A.,  Vance,  B.  M.,  Helpern,  M.,  and  Um- 
berger,  C.  J.:  Legal  Medicine,  Pathology,  and  Toxicology, 

2nd  ed.,  New  York,  Appleton-Century-Crofts  Company, 
1954,  p.  269. 


Another  reason  for  considering  the  brain 
stem  hemorrhage  primary  is  that  the  lesion 
is  large,  ovoid,  and  single;  secondary 
hemorrhages  are  usually  small  and  multiple. 
It  might  be  argued  that  this  represents 
several  smaller  hemorrhages  which  have 
become  confluent;  however,  I believe  it  is 
too  symmetrical  a lesion  for  such  an  origin. 
In  order  for  the  frontal  laceration  to  have 
produced  a secondary  hemorrhage  in  the 
brain  stem,  it  also  should  have  produced 
extensive  swelling  and  herniation  through 
the  incisural  gap  and  compression  of  the 
brain  stem.  There  is  no  evidence  that  such 
a sequence  of  events  took  place;  there  is 
some  swelling  of  the  gyri  near  the  lacera- 
tion, but  the  white  matter  of  the  two  hemi- 
spheres is  relatively  symmetrical.  Also, 
there  is  no  deformity  or  displacement  of  the 
ventricular  system.  Had  an  air  contrast 
study  been  done,  it  would  have  shown  a 
normal  pattern.  Finally,  there  is  no 
evidence  that  a tentorial  herniation  oc- 
curred. Therefore,  I think  the  brain  stem 
hemorrhage  was  the  primary  lesion. 

Final  anatomic  diagnoses 

1.  Laceration  of  brain  (? contrecoup) , right 
frontal  lobe 

2.  Brain  stem  hematoma,  right,  with 
rupture  into  fourth  ventricle 

3.  Cerebral  edema,  right 

4.  Laennec's  cirrhosis,  liver 

5.  Fibrocongestive  splenomegaly 

6.  Left  ventricular  hypertrophy 

7.  Coronary  arteriosclerosis,  moderate 

8.  Acute  pulmonary  edema 

9.  Nephrosclerosis,  moderate 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 
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York,  New  York  10017,  at  one  dollar  each. 
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March  3,  1962,  in  New  York  City. 


2272  New  York  State  Journal  of  Medicine  / September  1,  1966 


l 


Case  Reports 


Aspects  of  Intramedullary 
Spinal  Cord  Metastases 

LORENZO  BELMUSTO,  M.D. 

Buffalo,  New  York 
GUY  OWENS,  M.D. 

Buffalo,  New  York 
SAMUEL  DE  LA  PAVA,  M.D. 

Buffalo,  New  York 

Senior  Attending  (Dr.  Belmusto),  Chief  (Dr. 

Owens),  Department  of  Neurosurgery;  Associate 
Chief  (Dr.  de  la  Pava),  Department  of 
Pathology,  Roswell  Park  Memorial  Institute 

Metastatic  tumors  arising  in  the  sub- 
stance of  the  spinal  cord  are  considered 
quite  rare,  and  the  few  available  references 
are  mostly  based  on  postmortem  examina- 
tions. It  is  the  purpose  of  this  communica- 
tion to  emphasize  the  clinical  and  surgical 
aspects  of  these  lesions.  During  the  past 
three  years  we  have  encountered  5 cases 
at  Roswell  Park  Memorial  Institute,  and 
we  include  in  this  report  the  case  histories 
of  these  patients  and  a review  of  the 
literature. 

Case  reports 

Case  1.  A fifty-year-old  white  female 
was  admitted  to  Roswell  Park  Memorial 
Institute  on  September,  1961,  with  a one- 
month  history  of  progressive  weakness  of 
both  lower  extremities,  paresthesias  of  both 
feet,  urinary  difficulties,  and  low  back 
pain.  Two  years  prior  to  admission,  she 
underwent  a left  radical  mastectomy  for 
adenocarcinoma  of  the  breast.  One  year 
later  she  had  a bilateral  oophorectomy 
following  discovery  of  metastatic  disease 
in  the  apex  of  the  right  lung. 


Examination  on  admission  revealed  no 
disturbing  or  remarkable  changes  with  the 
exception  of  the  absence  of  the  left  breast. 
X-ray  survey  including  the  entire  spine 
showed  no  abnormalities  except  for  meta- 
static disease  in  the  right  lung.  Neurologic 
findings  included  marked  paraparesis,  de- 
creased to  absent  knee  and  ankle  jerks, 
questionable  left  Babinski’s  reflex,  im- 
pairment of  the  vibratory  and  absence  of 
the  position  sense  in  the  lower  extremities, 
hypalgesia,  and  hypesthesia  along  the 
distribution  of  fifth  lumbar  and  fourth  and 
fifth  sacral  vertebrae  dermatomes.  A 
myelogram  revealed  a block  at  the  second 
lumbar  vertebra.  The  shape  of  the  lesion 
was  suggestive  of  an  intradural  tumor. 
Spinal  fluid  total  proteins  were  94  mg.  per 
100  ml.  A laminectomy  was  performed. 
No  spinal,  epidural,  or  dural  abnormality 
was  encountered.  The  conus  medullaris 
was  exposed,  and  it  appeared  markedly 
enlarged.  An  area  of  grayish  color,  meas- 
uring about  2 mm.  in  diameter,  was  noted 
over  its  anterolateral  aspect.  At  a depth 
of  3 mm.  a small  cyst  was  encountered, 
and  approximately  IV2  cc.  of  yellow  fluid 
was  aspirated.  An  incision  was  then  made 
following  the  needle  tract,  and  abnormal 
tissue  was  visualized.  Several  pieces  of  the 
tumor  were  removed  for  microscopic 
examination.  No  cleavage  plain  could  be 
found.  Because  of  the  infiltrating  character 
of  the  lesion,  total  excision  was  not  at- 
tempted. After  surgery  the  patient  was 
given  radiation  therapy  and  physiotherapy. 
At  discharge,  thirty-five  days  after  surgery, 
she  was  free  of  pain  and  had  regained  some 
motor  function,  walking  with  the  help  of  a 
cane.  Sensory  impairment  remained  un- 
changed. The  bladder  was  functioning 
normally.  She  did  not  return  to  the  out- 
patient clinic,  but  we  learned  that  ap- 
proximately one  month  after  discharge,  it 
was  necessary  to  employ  a Foley  catheter 
and  she  was  confined  to  a wheel  chair. 
She  died  approximately  four  months  after 
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discharge  as  a result  of  widespread  meta- 
static disease. 

Microscopic  diagnosis  revealed  meta- 
static adenocarcinoma  of  the  breast. 

Case  2.  In  March,  1958,  a forty-five- 
year-old  female  had  a left  radical  mastec- 
tomy because  of  adenocarcinoma.  In 
April,  1959,  she  underwent  a right  radical 
mastectomy  for  a similar  diagnosis.  In 
February,  1960,  she  developed  pleural 
effusion  on  the  right.  In  June,  1960,  a 
bilateral  oophorectomy  was  performed, 
and  she  was  placed  on  testosterone 
therapy.  Radiation  therapy  was  directed 
to  her  chest  following  x-ray  evidence  of 
metastasis  to  the  right  lung.  In  December, 
1961,  the  patient  developed  pain,  pares- 
thesias, loss  of  motor  function  in  both 
lower  extremities,  and  pain  in  the  neck. 
Bladder  dysfunction  appeared  ten 
days  prior  to  admission  to  Roswell  Park 
Memorial  Institute,  in  February,  1962. 
On  admission,  the  cranial  nerves  were 
found  to  be  intact.  There  was  moderate 
weakness  involving  both  upper  extremities. 
The  left  leg  was  generally  weak,  and  the 
right  leg  demonstrated  voluntary  contrac- 
tion of  the  quadriceps  muscle  only.  There 
was  no  atrophy.  A sensory  level  at  the 
first  dorsal  vertebra  was  identified.  Posi- 
tion and  vibration  senses  were  absent  in  the 
left  upper  and  lower  extremities,  while 
they  were  impaired  on  the  right  side. 
Temperature  sensation  was  preserved  on 
the  right,  and  it  was  absent  on  the  left. 
Hyperactive  deep  tendon  reflexes  were  en- 
countered in  both  lower  extremities,  and 
ankle  clonus  was  present  on  the  right. 
Bilateral  Babinski’s  reflexes  were  present. 
Tenderness  was  elicited  in  the  cervical  and 
upper  dorsal  spine. 

A bone  survey  revealed  no  metastatic 
disease.  A myelogram  was  performed,  and 
a fusiform  defect  extending  from  the  fourth 
to  the  seventh  cervical  vertebrae  was 
identified  (Fig.  1).  The  preoperative 
diagnosis  was  that  of  an  intramedullary 
tumor.  A laminectomy  was  performed  at 
which  time  no  soft  tissue,  bone,  epidural 
space,  dural,  or  arachnoidal  abnormal 
conditions  were  encountered.  The  cord 
was  quite  enlarged  and  pale.  No  gross 
tumor  tissue  could  be  seen  on  the  surface. 
Needle  aspiration  gave  negative  results. 
The  dentate  ligaments  were  severed  from 


FIGURE  1.  Case  2.  Myelography  shows  well- 
outlined  fusiform  defect  at  cervical  levels,  sug- 
gestive of  intramedullary  tumor. 


the  fourth  to  the  seventh  cervical  vertebrae. 
No  attempt  was  made  to  remove  the  tumor 
because  of  the  danger  of  respiratory  em- 
barrassment. The  dura  was  not  closed. 
Following  surgery  there  was  no  significant 
neurologic  change.  Approximately  one 
week  later,  however,  deterioration  was 
observed.  The  patient  died  from  re- 
spiratory failure  eight  days  following 
surgery. 

At  post  mortem,  tumors  were  found  in  the 
lungs,  pleura,  pericardium,  diaphragm, 
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FIGURE  2.  Case  2.  Coronal  sections  through 
cervical  spinal  cord  show  large  intramedullary 
metastasis.  Neural  tissue  compressed  and  an- 
atomic structures  distorted.  Necrotic  and  hemor- 
rhagic foci  as  well  as  indistinct  margins  between 
neoplasm  and  neural  tissue  and  degenerative 
changes  below  tumor  seen. 


adrenal  glands,  mediastinal  lymph  nodes, 
and  bones.  Multiple  small  metastases 
were  found  in  the  brain,  and  these  were 
predominantly  located  in  the  left  parietal 
lobe,  the  left  thalamus,  and  right  cerebellar 
hemisphere.  A tumor  mass  was  en- 
countered in  the  spinal  cord  extending 
from  the  fourth  to  the  seventh  cervical 
vertebrae.  Necrotic  changes  were  ob- 
served in  the  tumor  as  well  as  in  the  cord 
substance  (Fig.  2). 

Case  3.  A forty-six-year-old  female  was 
admitted  to  Roswell  Park  Memorial  In- 
stitute in  April,  1964,  because  of  progres- 
sive weakness  and  sensory  loss  of  the  lower 
extremities  and  pain  localized  to  the 
shoulders.  Eight  years  prior  to  this  ad- 
mission, nasal  polyps  were  removed  with  a 
diagnosis  of  early  squamous  metaplasia. 
Radiation  therapy  was  administered  several 
months  later  because  of  persistent  epistaxis. 
In  1962  polypoid  masses  were  again  en- 
countered in  the  nose,  and  destruction  of 
the  nasal  bone  and  nasal  septum  were 
identified.  A tumor  involving  the  ethmoid 
as  well  as  the  nasal  bone  and  septum  was 
removed.  Radiation  therapy  was  then 
administered.  Microscopic  examination  of 
the  surgical  specimen  revealed  fragments 
of  mucous  membrane,  and  in  several  sec- 
tions this  tissue  was  seen  covering  can- 
cellous bone.  The  mucosa  was  composed 
of  respiratory  type  epithelium  with  areas 


of  squamous  metaplasia.  The  stroma  was 
made  up  of  loose  connective  tissue  in  which 
groups  of  mucous  glands  were  present. 
In  the  stroma  there  was  infiltration  by  a 
tumor  composed  of  round  cells  which  were 
the  size  of  lymphocytes  or  slightly  larger. 
The  cell  nuclei  were  round  and  homogenous. 
The  cytoplasm  had  a tendency  to  be  very 
scanty  and  frequently  was  not  seen.  When 
present,  it  was  either  clear  or  faintly  pink. 
The  cells  demonstrated  a tendency  to  be 
arranged  in  large  nests  separated  from 
each  other  by  collagen.  The  nests  were 
irregularly  shaped  and  ill-defined.  Mitotic 
figures  were  uncommon.  In  some  of  the 
sections  through  bone,  infiltration  by  the 
same  tumor  was  evident.  Rosets  were  not 
present  in  any  part  of  the  tumor  (Fig.  3). 
On  the  basis  of  these  characteristics,  the 
diagnosis  of  esthesioneuroblastoma  was 
made. 

There  was  no  recurrence  of  the  disease 
during  the  intervening  two  years.  The 
present  illness  began  approximately  one 
month  prior  to  admission  at  which  time 
she  noted  aching  in  the  upper  dorsal  region 
followed  within  three  weeks  by  weakness  in 
both  lower  extremities  and  onset  of  bladder 
difficulties.  On  examination  there  was 
marked  paraparesis  with  the  left  leg  some- 
what weaker  than  the  right.  Sensory  level 
was  present  at  the  fifth  dorsal  vertebra 
bilaterally.  All  sensory  modalities  were 
impaired  in  the  lower  extremities.  Knee 
and  ankle  jerks  were  hyperactive,  and 
ankle  clonus  was  present  bilaterally  as 
well  as  Babinski’s  reflexes.  A diagnosis  of 
spinal  cord  compression  at  the  fourth  and 
fifth  dorsal  vertebrae  was  reinforced  by 
myelography  which  showed  an  irregular 
obstructing  lesion  extending  from  the  third 
to  the  fifth  dorsal  vertebrae.  A laminec- 
tomy was  performed,  and  a tumor  was 
encountered  in  the  spinal  cord  which  ap- 
peared markedly  enlarged  and  infiltrated 
by  pink  granular  tissue.  Biopsies  were 
taken  from  the  posterior  surface  of  the 
tumor.  The  neoplasm  was  somewhat 
friable  and  supplied  by  numerous,  small, 
easily  torn  blood  vessels.  Histologic  sec- 
tions of  the  surgical  specimen  revealed  a tu- 
mor which  showed  the  same  characteristics 
as  the  nasal  lesion  previously  described  (Fig. 
4).  Radiation  therapy  was  begun  five  days 
after  surgery,  and  a total  of  5,060  r were  de- 
livered over  a period  of  forty-five  days 
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FIGURE  3.  Case  3.  Esthesioneurocytoma  of  nasal  cavity.  (A)  Tumor  made  up  of  round  cells.  Definite 
formation  of  nests  or  alveolar  structures  seen.  (B)  Higher  magnification  of  tumor  cells  showing  round  or 
slightly  ovoid  nuclei.  Fair  amount  of  cytoplasm  seen.  No  roset  formations  found. 


FIGURE  4.  Case  3.  Esthesioneurocytoma  of 
spinal  cord  showing  same  characteristics  of  tumor 
as  in  nose  (Fig.  3). 

from  the  second  to  the  seventh  dorsal 
vertebrae.  There  was  dramatic  improve- 


ment neurologically.  At  the  time  of  dis- 
charge, fifty-five  days  after  surgery,  the 
neurologic  findings  were  limited  to  mild 
weakness  of  the  left  leg,  minimal  impair- 
ment of  position,  and  vibration  sense  and 
hyperreflexia  in  the  lower  extremities  with 
a left  Babinski’s  reflex.  There  was  no 
longer  a sensory  level.  Approximately 
two  months  of  continued  improvement 
elapsed  at  which  time  she  began  to  notice 
again  progressive  weakness,  spasticity, 
painful  involuntary  movements  in  the 
lower  extremities,  and  severe  low  back  pain. 
Bladder  difficulties  also  were  present.  She 
was  readmitted  in  June,  1964,  at  which  time 
neurologic  examination  revealed  marked 
paraparesis  with  hyperalgesia  below  the 
twelfth  dorsal  dermatome.  Touch  and 
pinprick  in  the  lower  extremities  produced 
painful  mass  reflexes.  There  was  very 
little  voluntary  movement  in  the  lower 
extremities.  A myelogram  was  performed 
and  revealed  a block  at  the  twelfth  dorsal 
vertebra.  Spinal  fluid  proteins  were  2.210 
mg.  per  100  ml.  Further  radiation  therapy 
was  attempted,  but  after  three  days  a 
sensory  level  at  the  tenth  dorsal  vertebra 
appeared,  and  a laminectomy  was  per- 
formed from  the  tenth  dorsal  to  the  first 
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lumbar  vertebrae.  At  this  operation,  a 
tumor  was  found  disseminated  throughout 
the  subarachnoid  space  forming  a sheet 
around  the  spinal  cord  to  which  it  was 
firmly  adherent.  Biopsies  were  taken,  and 
sections  showed  the  same  tumor.  Radiation 
therapy  was  once  again  instituted,  and 
3,100  r were  delivered  in  a four- week  period 
from  the  sixth  dorsal  to  the  first  sacral 
vertebrae.  The  neurologic  deficit  pro- 
gressed to  spastic  paraplegia.  Position 
and  vibration  senses  were  absent.  Pin- 
prick, however,  was  still  perceived  in  the 
lower  extremities,  but  a clear  sensory  level 
was  present  at  the  ninth  dorsal  vertebra. 
Above  this  level  there  was  hyperesthesia. 
The  bladder  was  paralyzed.  The  patient 
was  transferred  to  a nursing  home  where 
she  remains  in  good  general  health  but 
neurologically  unchanged. 

Case  4.  A forty-year-old-Negro  male 
was  seen  on  June  26,  1963,  because  of  pain 
and  numbness  in  the  area  covered  by  the 
second  to  seventh  cervical  vertebral  der- 
matomes on  the  left.  Six  months  prior  to 
this  admission,  a diagnosis  of  oat-cell  car- 
cinoma of  the  lung  had  been  made,  and  he 
had  been  treated  with  combined  radiation 
and  chemotherapy.  Neurologic  examina- 
tion at  this  time  showed  negative  results 
except  for  hypalgesia  along  the  distribution 
of  the  second  and  third  cervical  vertebrae 
on  the  left.  Cervical  spine  x-ray  films  gave 
negative  findings.  The  patient  was  again 
seen  in  the  outpatient  clinic  in  August, 
1963,  at  which  time  pain  in  the  neck  and 
left  shoulder  with  weakness  and  paresthe- 
sias in  the  left  arm  and  leg  was  noted.  The 
deep  tendon  reflexes  were  hyperactive  in  the 
left  upper  and  lower  extremities,  but  no 
Babinski’s  reflex  was  present.  Again  sen- 
sory loss  at  the  second  to  third  cervical 
vertebrae  was  noted.  The  patient  was  then 
admitted,  and  a myelogram  was  performed 
which  demonstrated  free  flow  of  contrast 
medium  in  the  subarachnoid  space  without 
a filling  defect  from  the  cul-de-sac  to  the 
upper  cervical  region.  Cerebral  spinal 
fluid  proteins  were  132  mg.  per  100  ml.  A 
pneumoencephalogram  was  then  done,  and 
this  was  followed  by  a craniotomy  with 
removal  of  a metastatic  tumor  located  in 
the  posterior  parietal  lobe  on  the  right. 
The  patient  continued  to  deteriorate.  Ten 
days  following  surgery,  he  developed  re- 


spiratory paralysis  and  died  suddenly. 
At  autopsy  multiple  metastatic  lesions 
were  found  in  both  hemispheres.  The 
largest  metastasis  was  intramedullary,  and 
it  was  located  in  the  lower  portion  of  the 
medulla  and  in  the  spinal  cord  extending 
caudally  to  a level  of  approximately  the 
second  cervical  vertebra. 

Case  5.  A fifty-year-old  white  female 
was  seen  in  May,  1964,  because  of  motor 
weakness  of  the  lower  extremities.  Ap- 
proximately one  year  prior  to  this  admis- 
sion, a total  hysterectomy  for  carcinoma  of 
the  cervix  had  been  performed.  In  April, 
1964,  recurrence  of  the  tumor  was  noted, 
and  radiation  therapy  was  begun.  This 
admission  was  necessary  because  of  weak- 
ness first  noted  in  the  left  leg  and  shortly 
thereafter  of  the  left  arm  and  left  shoulder. 
A lumbar  puncture  revealed  normal  dy- 
namics and  pressure  with  a spinal  fluid 
protein  of  44  mg.  per  100  ml.  and  sugar  60 
mg.  per  100  ml.  Neurologic  examination 
two  days  following  admission  revealed 
weakness  of  the  right  leg  and  right  arm  in 
addition  to  the  left  extremities.  There 
was  no  pain.  She  had  lost  sphincter  con- 
trol of  both  bowel  and  bladder.  There  was 
no  distinct  sensory  level,  but  areas  of 
hypesthesia  were  found  at  about  the  tenth 
and  eleventh  thoracic  vertebrae  on  the  left 
side.  Vibration  and  position  senses  were 
diminished  to  absent  in  the  left  lower 
extremity.  There  was  marked  weakness 
in  the  left  and  less  on  the  right.  Flexor 
responses  were  obtained  on  plantar  stimula- 
tion, but  the  cranial  nerves  were  intact. 
Spinal  cord  compression  was  suspected,  and 
a myelogram  was  performed,  but  no  ob- 
structive lesion  could  be  demonstrated. 
During  the  next  forty-eight  hours,  a minor 
degree  of  fluctuation  of  symptoms  was 
observed.  On  May  10,  the  patient  became 
quadriplegic.  The  reflexes,  however,  re- 
mained depressed  to  absent.  There  were 
no  Babinski’s  reflexes.  A subsequent  lum- 
bar puncture  was  performed  at  which  time 
the  initial  opening  pressure  was  85  mm., 
and  a total  protein  of  58  mg.  per  100  ml. 
was  recorded.  No  cells  were  present  in  the 
cerebrospinal  fluid.  Sugar  was  measured  at 
72  mg.  per  100  ml.  In  the  differential 
diagnosis,  multiple  carcinomatosis,  mye- 
lopathy, unproved  metastatic  disease  of  the 
spinal  cord,  and  ascending  myelitis  were 
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considered.  The  patient  became  quite 
dyspneic,  and  a tracheostomy  was  per- 
formed. Respiratory  activity  disappeared, 
and  she  was  maintained  on  a respirator  for 
approximately  seventeen  days.  During 
that  time  she  was  unable  to  swallow,  lost 
movement  of  the  cervical  musculature,  and 
a sensory  level  was  recorded  rising  to  the 
second  cervical  dermatome.  She  expired 
on  June  3,  approximately  twenty  days 
after  the  onset  of  neurologic  disturbances. 
Postmortem  examination  revealed  an  intra- 
medullary metastatic  carcinoma  involving 
the  first  and  second  cervical  segments 
extending  to  the  level  of  the  obex.  The 
primary  lesion  was  found  in  the  cecum. 
Additional  metastatic  disease  was  present 
in  the  pericolic  and  periaortic  abdominal 
lymph  nodes.  The  pelvic  lymph  nodes 
were  demonstrated  to  have  recurrent  car- 
cinoma of  the  cervix  present.  Histologic 
sections  of  the  cervical  spinal  cord  below 
the  area  involved  by  the  tumor  revealed 
severe  degenerative  changes.  Petechial 
hemorrhages  were  seen  in  the  upper  seg- 
ments of  the  cervical  cord. 

Comment 

Metastatic  intramedullary  tumors  have 
been  poorly  described.  Very  few  clinical 
observations  and  no  surgical  reports  are 
available  in  the  literature.  Benson1  in  a 
review  article  covering  the  literature  from 
1889  to  1960  found  24  reported  cases.  He 
added  3 of  his  own.  Meyer  and  Reah2 
reported  a case  in  1953.  Chason,  Walker, 
and  Landers3  reporting  data  from  1,096 
autopsies  done  in  patients  with  cancer 
noted  that  the  central  nervous  system  was 
involved  in  36  per  cent.  In  5 per  cent  (10 
cases)  of  these,  the  lesion  was  located  in  the 
substance  of  the  spinal  cord.  This  raised 
the  total  intramedullary  tumors  to  38. 
Sixteen  were  from  tumors  of  the  lung,  4 
of  the  breast,  3 of  the  kidney,  3 from 
melanoma,  1 of  the  adrenal  gland,  1 from 
Hodgkin’s  disease,  1 of  the  colon,  1 from 
chorio-epithelioma,  1 from  sarcoma  of  the 
testicle,  and  no  information  was  available 
for  the  remaining  7 cases.  The  cervical 
spinal  cord  was  involved  four  times,  the 
dorsal  9,  the  lumbar  5,  and  the  conus 
medullaris  1.  Multiple  segments  were 
involved  four  times.  In  15  cases  the  in- 
volved segment  was  not  specified. 


In  our  series,  4 patients  were  female  and 
1 male.  The  ages  ranged  from  forty  to 
fifty  years.  Signs  of  spinal  cord  compres- 
sion appeared  twenty-one,  thirty,  twenty- 
four,  and  five  months  from  the  initial 
manifestation  of  the  primary  disease.  In 
the  fifth  patient  the  time  was  unknown 
because  the  primary  lesion  was  discovered 
only  at  necroscopy.  All  of  our  patients  had 
a large,  single  spinal  cord  lesion,  but  in  2 of 
them  (Cases  2 and  4)  multiple  brain  metas- 
tases  were  also  present.  In  2 patients  the 
tumor  was  located  in  the  upper  cervical 
spinal  cord  with  extension  in  the  medulla 
oblongata,  and  in  1 it  was  confined  to  the 
cervical  segments.  In  1 patient  the  lesion 
was  at  dorsal  levels,  and  in  1 it  was  in- 
filtrating the  conus  medullaris. 

Two  of  the  patients  had  primary  car- 
cinoma of  the  breast,  and  the  others  had  a 
primary  oat-cell  tumor,  esthesioneurocy- 
toma,  and  carcinoma  of  the  cecum  re- 
spectively. 

Radicular-type  pain  was  present  in  3 of 
our  patients.  Weakness  was  the  most 
consistent  symptom,  followed  by  subjective 
sensory  disturbances.  Bladder  difficulties 
appeared  constantly,  while  rectal  incon- 
tinence was  present  in  only  1 patient. 
No  muscular  atrophy  was  observed.  Ob- 
jectively, motor  deficits  of  varying  degrees 
as  well  as  pathologic  reflexes  were  constant 
findings.  Sensory  disturbances  could  be 
detected  in  4 patients.  Plain  x-ray  films 
of  the  spine  showed  no  abnormalities  in  any 
of  the  patients.  Myelography  was  con- 
clusive in  3 cases,  while  in  2 (Cases  4 and 
5)  no  partial  or  total  block  could  be  dem- 
onstrated. Cerebrospinal  fluid  proteins 
were  elevated  in  3 patients.  In  1 they  were 
within  normal  limits  (Case  5),  and  in  1 
(Case  2)  no  determination  was  performed. 
In  3 patients  (Cases  2,  4,  and  5),  death  was 
related  to  the  cord  and/or  cord  and  medul- 
lary abnormality  which  produced  respira- 
tory failure.  The  survival  of  these  patients 
from  the  onset  of  the  neurologic  mani- 
festations, was  two  months,  five  months, 
and  three  weeks.  One  patient  died  from 
spread  of  metastases  after  five  months 
(Case  1),  and  1 (Case  3),  although  para- 
plegic, is  alive  after  twelve  months.  Three 
of  our  patients  deserve  separate  analysis. 
Case  3 is  unusual.  Tumors  which  arise  from 
the  olfactory  neuroepithelial  elements  are 
uncommon.  Since  detailed  descriptions 
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of  these  tumors  were  made  by  Berger  and 
Luc  in  1924 4 and  Berger  and  Coutard  in 
1926, 5 only  28  cases  have  been  reported  in 
the  literature.2'6-7  On  the  basis  of  histo- 
logic differences,  Berger  and  Luc4  and 
Berger  and  Coutard5  classified  these  tumors 
as  esthesioneuroepitheliomas  and  esthe- 
sioneurocytomas.  The  first  type  had 
invasive  potential  manifested  by  infiltra- 
tion and  destruction  of  the  surrounding 
tissues  including  sinuses,  orbit,  hard  palate, 
base  of  the  skull,  and  brain.  No  distant 
metastases  have  ever  been  reported  in  such 
tumors.  The  esthesioneurocytomas,  to 
which  group  our  case  belongs,  on  the 
contrary,  have  been  found  to  have 
metastasizing  potential  (5  reported  cases). 
Lungs,  bones,  and  lymph  nodes  have  been 
the  preferred  targets.6  As  far  as  we  could 
ascertain,  no  metastatic  tumors  to  the 
central  nervous  system  have  been  reported 
before.  Local  recurrence  of  these  tumors  is 
common.  A high  degree  of  radiosensitivity 
has  been  attributed  to  them.3-5'6  In  our 
patient  there  was  excellent  response  to  the 
decompressive  surgical  procedure  and  to  the 
radiation  therapy,  as  shown  by  the  almost 
total  disappearance  of  the  neurologic  symp- 
toms and  signs.  However,  this  dramatic 
improvement  lasted  only  two  months. 
Then  wide  dissemination  of  the  neoplasm 
occurred  along  the  subarachnoid  space  as 
well  as  the  spinal  cord.  At  present,  we  feel 
that  better  results  could  have  been  achieved 
had  radiation  therapy  been  directed  to  the 
entire  spinal  canal  at  the  time  of  the  first 
neurosurgical  procedure.  Very  poor  re- 
sponse to  radiation  has  been  observed  sub- 
sequently. Since  the  patient  is  still  living, 
we  have  no  information  on  the  effect  of  the 
radiation  on  the  tumor  after  the  second 
treatment.  The  lack  of  progression  of  signs 
above  the  level  of  obstruction  indicates  that 
there  has  been  at  least  a temporary  arrest  of 
its  craniad  progress. 

Case  4 presented  diagnostic  difficulties. 
A spinal  cord  abnormal  condition  was 
clinically  suspected,  but  it  could  not  be 
demonstrated.  Because  of  the  negative 
myelogram  findings,  our  attention  shifted 
toward  a possible  cerebral  metastasis. 
This  was  found  with  pneumoencephalog- 
raphy. It  is  of  interest  that  all  the  neuro- 
logic manifestations  were  confined  to  one 
side.  The  left  hemiparesis,  although  there 
was  no  facial  weakness,  could  have  been 


attributed  to  the  brain  metastasis,  but  the 
sharply  demarcated  sensory  changes  and 
the  pain  of  radicular  type  was  undoubtedly 
suggestive  of  cervical  spine  involvement. 
Before  the  onset  of  the  respiratory  paralysis 
which  was  the  cause  of  death,  it  is  very 
surprising  how  few  signs  of  spinal  cord  and 
medullary  abnormal  conditions  were  pres- 
ent in  view  of  the  large  size  of  the  metastasis 
that  was  found  at  postmortem  examination. 

The  last  case,  Case  5,  was  also  a com- 
plicated diagnostic  problem.  The  bizarre 
course  of  the  illness,  its  rapid  evolution,  the 
negative  myelogram  findings,  and  the  in- 
conclusive findings  in  the  cerebrospinal 
fluid  studies  made  us  consider  several  forms 
of  myelopathies.  Barron,  et  al.s  had  men- 
tioned a patient  with  intramedullary  me- 
tastasis who  presented  a picture  of  rapidly 
ascending  myelitis. 

As  a result  of  our  experience  and  from  the 
data  published  by  Chason,  Walker,  and 
Landers,3  we  feel  that  intramedullary 
tumors,  although  uncommon,  occur  more 
often  than  expected.  They  can  be  missed 
clinically  because  of  coexistent  brain, 
cerebellar,  or  brain  stem  metastases  or 
peripheral  neuropathies,  the  symptoms  of 
which  may  hide  or  confuse  the  signs  of  the 
spinal  cord  lesion.  They  can  also  be  missed 
in  the  autopsy  rooms  because,  as  observed 
by  Willis,9  the  spinal  cord  is  not  examined 
unless  there  is  specific  indication. 

The  metastases  to  the  spinal  cord,  al- 
though they  may  manifest  themselves  in 
the  same  way  as  primary  intramedullary 
malignant  tumors,  often  can  be  an  uneasy 
diagnostic  challenge.  The  intramedullary 
metastases  grow  insidiously,  and  the  symp- 
toms appear  only  when  they  have  reached 
large  dimensions.  The  course  of  the  dis- 
ease can  be  explained  by  the  fact  that  such 
metastases  are  usually  well-defined,  al- 
though interdigitation  with  the  surrounding 
nervous  tissue  is  not  uncommon.  These 
tumors  seldom  have  marked  infiltrating 
characteristics.  As  a result  of  the  tumor 
growth,  there  is  displacement  rather  than 
destruction  of  the  surrounding  neural 
tissue,  and  the  clinical  signs  are  minimal  or 
absent.  When  the  tumor  has  reached  a 
certain  size,  degenerative  changes  will  take 
place  in  the  surrounding  nerve  structures 
with  impairment  of  the  vascular  supply  to 
the  cord  and  myelomalacia  and  hemor- 
rhagic changes  developing.  At  this  point 
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the  symptoms  explode,  and  the  signs  reach 
alarming  proportions  rapidly.  The  pres- 
ence of  these  multiple  abnormal  lesions 
explains  the  rich  variety  of  the  clinical 
manifestations.  The  absence  of  bony 
change  on  x-ray  examination  is  easily  ex- 
plained by  the  fact  that  the  strangulation  of 
the  cord  in  the  spinal  canal  occurs  rapidly 
before  signs  of  chronic  compression  appear 
in  the  surrounding  bony  structures. 

Myelographic  examination  may  be  help- 
ful in  differentiating  intramedullary  from 
intraspinal  extradural  lesion  by  showing  the 
characteristic  fusiform  shape  of  the  block 
(Fig.  1).  Myelography  is  also  helpful  in 
determining  whether  or  not  there  is  more 
than  one  metastasis.  Multiple  intramed- 
ullary metastatic  tumors  have  been  re- 
ported by  one  author.1  However,  as  ob- 
served in  2 of  our  cases,  the  myelogram  may 
not  disclose  significant  abnormalities.  The 
same  observation  was  made  by  Turnbull10 
in  his  extensive  study  of  primary  malignant 
intramedullary  tumors. 

In  the  presence  of  a metastatic  process,  it 
it  difficult  to  explain  the  absence  of  positive 
unmistakable  findings,  such  as  total  or 
partial  block  or  obvious  widening  of  the 
cord.  In  such  instances  infiltration  of  the 
neural  tissue  in  the  majority  of  the  cases  is 
of  modest  proportions,  while  enlargement  of 
the  neural  axis  should  be  the  most  promi- 
nent feature.  Surgical  management  was 
attempted  in  3 of  our  patients  in  whom  a 
diagnosis  of  intramedullar  tumor  was  made 
(Cases  1,  2,  and  3).  Total  removal  of  the 
lesion  could  not  be  accomplished  in  2 
patients  (Cases  1 and  3)  because  of  the  in- 
filtrating character  of  the  tumor.  In  the 
third  patient,  Case  2,  the  procedure  was 
limited  to  a decompressive  laminectomy, 
and  no  effort  was  made  to  remove  the 
lesions  because  of  the  danger  of  respiratory 
embarrassment.  Surgical  excision  of  meta- 
static tumors  will  be  difficult  whether 
surgery  is  performed  in  one  or  two  stages, 
since  the  growth  is  not  sharply  demarcated 
from  the  surrounding  structures  (Fig.  2). 
Removal  of  the  tumor  may  cause  greater 
damage  directly  or  indirectly  through 
ischemic  injury  which  could  result  in  a 
major  disability.  Successful  removal  of  the 
tumor  may  not  necessarily  be  followed  by 
any  improvement  because  of  the  presence  of 
irreversible  damage  to  the  surrounding  cord 
tissue.  Needle  aspiration  should  always  be 


attempted  in  the  hope  that  a cyst  might  be 
drained.  Biopsies  should  be  obtained  in 
each  case,  because  a primary  tumor  must  be 
ruled  out.  We  feel  that  x-ray  therapy 
should  be  started  as  soon  as  possible  after 
the  patient  has  recovered  from  the  surgical 
procedure.  It  might  be  important  to  con- 
sider irradiating  the  entire  spinal  canal 
because  of  the  strong  possibility  of  spread- 
ing of  tumor  cells  in  the  subarachnoid  space 
following  surgery.  Such  spreading  is  con- 
sidered a postsurgical  complication.  The 
use  of  radiation  in  the  entire  spinal  canal 
when  the  neoplasm  is  radiosensitive  is 
presently  the  only  weapon  available  to  con- 
trol this  dissemination. 

Complications  related  to  the  effects  of 
radiation  on  a healing  wound  may  be 
avoided  by  using  a paravertebral  oblique 
entrance  at  the  site  of  the  laminectomy 
during  the  first  week  of  therapy. 

Routes  by  which  neoplastic  cells  may 
invade  the  neural  axis  as  well  as  the  verte- 
bral structures  have  been  extensively 
reviewed  and  discussed  by  several 
authors.1-11  ~13  We  feel  that  the  experi- 
ments of  Batson14- 15  and  later  by  Anderson16 
in  relation  to  the  vertebral  vein  system 
demonstrate  a very  typical  path  of  dissemi- 
nation. In  our  opinion  such  routes  play  a 
major  role  in  patients  with  no  pulmonary 
metastases. 

Summary 

Five  cases  of  intramedullary  spinal  cord 
metastases  are  illustrated.  Metastatic  tu- 
mors of  the  spinal  cord,  although  rare,  are 
probably  more  common  than  generally 
accepted.  Symptoms  apparently  occur 
only  after  the  neoplasm  has  reached  large 
dimensions  The  neurologic  changes  there- 
after become  rapid.  These  changes  seem 
related  to  secondary  myelomalacia  and 
hemorrhages  which  are  also  responsible  for 
atypical  clinical  manifestations.  The  sur- 
gical aspects  of  such  lesions  are  discussed. 
In  advanced  cases,  regardless  of  therapy, 
reversal  of  the  symptoms  seems  unlikely  to 
occur  because  of  the  associated  marked 
necrosis  and  hemorrhages  involving  the 
cord  substance. 

A postsurgical  complication  to  be  con- 
sidered is  the  spreading  of  the  tumor  in  the 
subarachnoid  space.  It  is  suggested  that 
postoperative  radiation  treatment  should 
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be  extended  to  the  entire  spine,  especially 
when  the  neoplasm  is  radiosensitive. 
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Band  keratopathy  in  gout 

Band  keratopathy  refers  to  corneal  opacifica- 
tion extending  horizontally  over  the  cornea  at 
the  level  of  Bowman’s  membrane,  tending  to 
spare  the  upper  and  lower  aspects  of  the  cornea. 
In  a case  of  keratopathy  developing  two  months 
after  an  acute  attack  of  gout,  urate  crystal 
deposits  in  the  cornea  were  chemically  verified. 
This  is  not  generally  acknowledged  as  a cause 
of  band  keratopathy;  anterior  uveitis  has  been 
the  form  of  ocular  gout  most  commonly  rec- 
ognized. R.  S.  Fishman,  M.D.,  and  F.  W. 
Sunderman,  M.D.,  writing  in  a recent  issue  of 
the  Archives  of  Ophthalmology,  suggest  a de- 
termination of  serum  levels  of  calcium  and  uric 
acid  in  any  instance  of  band  keratopathy  of 
otherwise  unknown  origin.  This  might  well  be 
supplemented  by  an  analysis  of  corneal  scrap- 
ings when  indicated.  Clinically,  it  is  not  pos- 
sible to  distinguish  calcium  deposits  from  urate 
deposits.  If  urates  are  suspected,  the  topical 
application  of  uricase  may  add  to  the  benefit 
of  scraping  away  of  the  superficial  urate  de- 
posits. 

In  this  study  the  patient  was  a seventy-two- 
year-old  man  who  had  been  under  medical 
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management  for  chronic  open-angle  glaucoma 
oculos  uterque  for  twenty-two  years  without 
satisfactory  control.  Two  months  after  under- 
going an  acute  attack  of  gout,  he  developed 
discomfort  and  blurred  vision  in  one  eye. 
He  was  found  to  have  early  band  keratopathy. 
At  the  time  his  gout  was  diagnosed,  the  serum 
uric  acid  concentration  was  6.7  mg.  per  100  ml. 
The  patient  was  being  treated  with  colchichine 
and  probenicid.  During  the  ensuing  year  the 
eye  grew  worse  on  topical  steroids.  When 
seen  a year  after  onset,  the  patient  was  applying 
a topical  anesthetic  every  hour  to  relieve  the 
severe  pain. 

Superficial  keratomy  was  performed.  The 
abnormal  Bowman’s  membrane  was  removed 
and  analyzed.  The  presence  of  urate  crystals 
was  confirmed  by  spectrophometry.  No  calcium 
was  detected. 

Ten  days  after  removal  of  the  corneal 
opacity,  only  a few  scattered  crystals  remained. 
The  epithelium  had  grown  over  the  defect 
without  visible  corneal  scarring,  but  irregular- 
ities still  restricted  the  vision  in  the  affected 
eye  to  20/80.  The  relief  of  pain  after  treatment 
was  considered  dramatic.  A follow-up  ex- 
amination after  a lapse  of  four  months  did  not 
reveal  any  change  in  condition. 


September  1,  1966  / New  York  State  Journal  of  Medicine  2281 


Utero-Ovarian  Vein 
Rupture  Associated 
with  Pregnancy 


CHARLES  C.  WEITZMAN,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 
JOHN  L.  CAPALBO,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 

Consultant  Obstetrician  and  Gynecologist  (Dr.  Weitzman), 
Associate  Attending  Obstetrician  and  Gynecologist 
(Dr.  Capalbo),  St.  John’s  Episcopal  Hospital 


A puzzling  and  dramatic  clinical  picture 
is  presented  by  a massive  concealed  hem- 
orrhage from  a ruptured  utero-ovarian  vein. 
This  accident  can  happen  any  time  during 
pregnancy,  labor,  or  post  partum,  but  it  is 
rarely  encountered  in  an  individual’s  ob- 
stetric practice.  Awareness  of  this  clinical 
entity,  often  described  as  obstetric  shock, 
can  lead  to  an  optimistic  picture  of  mater- 
nal and  fetal  salvage.  Fifteen  such  cases 
have  been  reported  in  the  world 
literature  since  the  1950  review  by  Hodg- 
kinson  and  Christensen.1-15  We  should 
like  to  add  our  experience  with  2 cases  of 
ruptured  broad-ligament  varicosities,  one 
nearly  at  term  and  the  other  three  days 
post  partum. 

Trauma,  per  se,  does  not  seem  to  be  a 
factor  in  the  etiology  of  this  vascular  acci- 
dent, but  strain  has  at  times  been  im- 
plicated.1'49 Knowledge  of  the  anatomy 
and  hemodynamics  of  this  area  leads  to  an 
understanding  of  how  spontaneous  rupture 
can  occur.  On  leaving  the  ovary  the 
ovarian  vein  passes  through  the  broad 
ligament,  forming  a freely  anastomosing 
pampiniform  plexus  with  the  tributaries  of 


the  uterine  and  fallopian  veins.  Two  veins 
issue  from  this  plexus  and  finally  fuse  into  a 
terminal  ovarian  vein.  The  path  of  these 
vessels  is  circuitous,  the  vein  from  the  left 
emptying  at  a right  angle  into  the  renal 
vein  and  that  from  the  right  flowing  di- 
rectly into  the  inferior  vena  cava.16  In 
addition  to  a winding  path,  the  lack  of 
valves  in  these  vessels  predisposes  them  to 
overdistention  and  weakens  their  sup- 
port.17 During  pregnancy  there  is  a two- 
to  threefold  increase  in  pressure  in  the 
pelvic  vascular  system.  This  augmented 
load,  which  is  sufficient  to  rupture  a normal 
vein  at  a lower  level  of  pressure,  coupled 
with  an  inherently  weak-walled  vein,  is 
an  important  additional  factor  leading  to 
rupture.1'4-13'14 

The  first  case  during  pregnancy  of  rup- 
tured veins  in  the  pelvic  supporting  struc- 
tures was  described  in  17781  and  to  date, 
including  our  own  experience,  the  total 
number  of  reported  cases  is  92.  Within 
the  last  eight  years  almost  one  fifth  of  the 
total  number  of  reported  cases  have  been 
described.  Gravidity  and  parity  are  of  no 
clinical  significance;  23.5  per  cent  of  the 
cases  reviewed  here  have  been  of  primip- 
aras.5  The  age  of  the  patient  is  not  a 
factor,  for  their  ages  have  ranged  from 
eighteen  to  forty-one,  the  average  being 
32.9  years.  The  stage  of  the  pregnancy 
is  not  significant  for  1 case  has  been  re- 
ported in  a patient  who  showed  no  signs  of 
pregnancy,11  and  rupture  has  occurred  as 
late  as  twenty-one  days  post  partum.14 
Happily  the  mortality  figure  of  earlier 
statistics  has  dropped  from  49.3  per  cent1’4 
to  5.9  per  cent  for  the  17  cases  reviewed 
here. 

Utero-ovarian  vein  hemorrhage  can  be 
of  three  types.  Bleeding  from  the  vessels 
over  the  surface  of  the  uterus  is  solely  in- 
traperitoneal.  The  firm  attachment  of  the 
visceral  peritoneum  prevents  the  hema- 
toma from  dissecting  subperitoneally,  and 
bleeding  occurs  directly  into  the  abdominal 
cavity.  The  second  type,  solely  retro- 
peritoneal, is  from  the  veins  in  the  folds  of 
the  broad  ligament  and  the  surrounding 
tissue  of  the  retroperitoneal  space.  This 
type  of  hemorrhage  yields  enormous  hema- 
tomas which  can  fill  the  area  from  the  tho- 
racic to  the  pelvic  diaphragm.  Occasion- 
ally pressure  from  these  giant  thrombi 
causes  a secondary  rent  in  the  peritoneum, 
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and  a third  type  of  hemorrhage  exists  which 
is  a combination  of  intra-  and  retroperi- 
toneal bleeding.1-14 

Varices  of  the  broad  ligament  are  seldom 
looked  for17  but  have  been  noted  during 
cesarean  section  and  in  autopsy  reports.1-9 
According  to  London  and  London,16  soft, 
cord-like  adnexal  masses,  which  are  more 
apparent  in  the  upright  or  semirecumbent 
position,  can  be  revealed  on  careful  pal- 
pation. This,  of  course,  is  often  obscured 
by  the  gravid  uterus. 

The  initial  symptom  of  a ruptured  utero- 
ovarian  vein  is  sudden,  severe,  unilateral, 
abdominal  pain  accompanied  by  abdominal 
tenderness.1-4  Shock  soon  dominates  the 
clinical  picture.  If  the  patient  is  in  labor 
or  has  just  been  delivered,  shock  is  the 
initial  symptom,  for  the  effects  of  anesthesia 
and  analgesics  disguise  the  situation.1-4 
When  confined  retroperitoneal  bleeding 
takes  place,  there  is  back  pain. 4 If  a hema- 
toma exists  the  mass  can  be  palpated,  at 
times  displacing  the  uterus.8  Peritoneal 
spillage  leads  to  generalized  peritoneal 
irritation  accompanying  the  initial  pain.4 

As  can  be  seen  on  the  accompanying 
Table,  ruptured  uterus,  premature  separa- 
tion of  the  placenta,  mechanical  intestinal 
obstruction,  and  appendicitis  are  some  of 
the  preoperative  diagnoses  entertained. 
Renal  colic,  ectopic  pregnancy,  and  rup- 
tured spleen  are  some  of  the  other  possi- 
bilities that  come  to  mind.  If  the  uterus 
can  be  easily  outlined  and  the  fetus  is  in 
good  condition,  one  should  suspect  that  the 
trouble  is  extra-uterine.2-6  Unfortunately 
there  is  no  constant  clinical  picture;  it 
varies  with  the  location  and  extent  of 
damage  to  the  vessel.5  Our  patients’  pre- 
senting symptoms  did  not  warrant  a pre- 
operative diagnosis  of  ruptured  broad-liga- 
ment varicosities. 

Case  reports 

Case  1.  A twenty-four-year-old  gravida 
2,  para  1,  was  admitted  at  8 : 45  p.m.  on  May 
29,  1954,  with  intermittent  pain  simulating 
labor.  The  patient,  thirty-eight  weeks 
pregnant,  giving  no  history  of  a fall  or  in- 
jury, was  suffering  a mild  emotional  upset 
because  of  a sudden  death  in  the  family. 
She  was  obviously  distressed,  weak,  pale, 
and  sweating  and  gave  a history  of  going 
into  a faint.  Physical  examination  and  a 


catheterized  urine  specimen  gave  negative 
results.  Her  blood  pressure  was  90/64, 
pulse  90  per  minute,  hemoglobin  11.6  Gm. 
per  100  ml.,  red  blood  cells  3,640,000, 
and  white  blood  cells  14,200,  with  72  per 
cent  polymorphonuclear  neutrophils.  Her 
abdomen  was  ovoid  and  tender  in  both  iliac 
regions.  The  fetal  heart,  faint  and  ir- 
regular, could  be  heard  in  the  right  lower 
quadrant.  On  vaginal  examination,  it 
was  found  that  the  cervix  was  closed  and 
no  visible  bleeding  could  be  detected;  the 
anterior  fornix  was  somewhat  full  and 
tender.  The  preoperative  diagnosis  was 
premature  separation  of  the  placenta  with 
concealed  hemorrhage.  Laparotomy  was 
started  at  10:50  p.m.  under  spinally  ad- 
ministered tetracaine  (Pontocaine)  while 
the  patient  received  a pint  of  whole  blood. 
A right  rectus  incision  was  made,  and  on 
entering  the  peritoneal  cavity  the  wound 
was  found  to  be  underlined  by  a continuous 
sheet  of  clot.  Exploration  revealed  the 
tissue  to  be  necrotic  omentum  filled  with 
clot.  The  abdomen  contained  about  1,500 
cc.  of  fresh  and  clotted  blood.  The  vesico- 
uterine fold  of  peritoneum  was  incised  and 
a bladder  flap  mobilized  downward.  The 
uterus  was  incised  transversely,  and  a full- 
term,  living,  male  child  in  fair  condition 
was  extracted.  The  placenta  and  mem- 
brane were  removed  intact.  The  uterus 
was  closed  and  the  abdomen  explored. 
The  bleeding  site  was  found  to  be  a rup- 
tured varix  on  the  posterior  surface  of  the 
right  broad  ligament  and  in  the  right 
lateral  border  of  the  uterus.  To  effect 
hemostasis  it  was  necessary  to  perform  a 
right  salpingo-oophorectomy,  and  number 
1 chromic  sutures  were  inserted  to  control 
bleeding.  The  hemorrhagic  omentum  was 
resected,  and  the  entire  abdomen  was  ex- 
plored for  other  bleeding  points.  All  fresh 
clots  were  removed  from  the  abdomen  and 
pelvis  prior  to  closure  of  the  incision  at 
12:10  a.m.  The  patient  was  given  anti- 
biotics for  forty-eight  hours  and  on  the 
fourth  postoperative  day  received  another 
pint  of  blood.  She  made  an  uneventful  re- 
covery and  was  discharged  on  the  seventh 
postoperative  day. 

The  baby  expired  during  its  first  day 
from  atelectasis. 

The  pathologist  reported  mesenteric  con- 
gestion, hemorrhage,  and  marked  conges- 
tion of  the  right  ovary  and  tube. 
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Weitzman  and  24  2 1 38  weeks  Pain  simulating  labor.  Premature  separa-  Ruptured  varix,  posterior  sur-  Cesarean  Uneventful, 

Capalbo  shock-like  state  tion  of  placenta  face  of  right  broad  ligament  baby  died 


Case  2.  A twenty-nine-year-old  grav- 
ida, para  0,  was  delivered  of  a normal 
living  infant  on  February  26,  1954.  Three 
days  post  partum  she  developed  pain  in 
the  right  lower  quadrant,  severe  enough  to 
warrant  a laparotomy  for  a suspected 
acute  appendicitis.  At  operation  a hema- 
toma 6 to  8 cm.  in  diameter  was  found  in 
the  right  broad  ligament,  a hemorrhage  re- 
sulting from  a ruptured  varix  in  this  area. 
The  veins  were  ligated  and  hemostasis  ob- 
tained. The  patient  made  an  uneventful 
recovery. 

Conclusion 

Management  of  the  situation  calls  for 
transfusions  to  counter  the  massive  blood 
loss.  Immediate  laparotomy  to  locate  the 
bleeding  point  and  effect  hemostasis  is 
mandatory.  If  the  source  of  bleeding  can 
be  ligated  and  the  fetus  is  in  good  condi- 
tion, it  is  best  to  wait  for  spontaneous  de- 
livery from  below.  If  the  point  of  rupture 
cannot  be  readily  determined,  a section  is 
necessary  to  facilitate  abdominal  explora- 
tion. A hysterectomy  is  often  necessary 
to  minimize  the  circulatory  demand  when 
the  point  of  rupture  is  obscure.11314  Jur- 
ishica  and  Gutglass11  believe  that  in  slow 
cases,  if  a preoperative  diagnosis  could  be 
made,  it  would  not  be  necessary  to  tie  off 
the  bleeding  point  and  the  patient  would 
recover.  Antibiotics  should  be  adminis- 
tered. 

Varicosities  can  be  bilateral,  but  it  is  pre- 
sumed that  left-sided  distention  is  more 
prominent  because  of  the  circuitous  venous 
return.16  The  literature  reveals  that  the 
distribution  of  ruptured  veins  is  about 
equal  on  either  side.  Since  there  is  no 
constant  clinical  picture  and  ruptured 
varices  are  a rarity,  the  diagnosis  is  seldom 
made  preoperatively.  When  one  is  faced 
with  an  abdominal  emergency  consisting  of 


shock-like  state  due  to  hidden  internal 
bleeding,  pre-,  intra-,  or  post  partum,  the 
possibility  of  a ruptured  varix  should  be 
suspected.  Awareness  that  a ruptured  vari- 
cosity does  exist  can  lead  to  timely  inter- 
vention and  an  uneventful  recovery. 

Acknowledgment.  The  authors  wish  to  thank  Miss  Ruth 
L.  Eichenhaum  for  her  assistance  in  the  preparation  of  this 
manuscript. 
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Cavernous  hemangioma  is  an  uncommon 
but  not  rare  lesion  occurring  in  many  areas 
of  the  body.  Some  sites  noted  in  the 
recent  literature  were  a child’s  bladder,1 
lymph  nodes,2  and  cervical  vertebrae.3 
Two  case  reports  of  disseminated  cavern- 
ous hemangioma1  have  been  published 
recently,  one  of  a type  similar  to  the  case 
report  described  here,  a lesion  diffusely 
located  in  the  retroperitoneum.5  This 
lesion  was  located  in  many  tissues  of  the 
retroperitoneum  and  was  demonstrated  by 
preoperative  roentgenograms  that  de- 
picted displacement  of  organs  and  replace- 
ment of  tissues  by  foci  of  the  lesion. 

Case  report 

A twenty-year-old  Caucasian  male  was 
admitted  to  the  hospital  because  of  pro- 
gressive reddish  discoloration  and  swell- 
ing in  his  right  flank  over  a period  of  almost 
a year  (Fig.  1).  The  patient  remarked 
that  in  addition  to  the  skin  of  the  flank 
becoming  thickened  and  indurated,  the 
flank  region  on  the  right  seemed  more 
prominent  than  on  the  left.  There  was  no 
pain,  gastrointestinal  or  genitourinary 
symptoms,  or  loss  of  weight.  There  was 


FIGURE  1.  (A)  Superficial  appearance  of  heman- 
gioma of  right  flank.  (B)  Close-up  view  showing 
“peau  d’orange"  appearance. 


no  sensory  loss  or  motor  deficit  in  the 
involved  area.  Six  years  previously,  the 
right  testicle  had  been  removed  for  a 
tumor.  After  histologic  examination,  the 
lesion  was  reported  as  a cavernous  heman- 
gioma of  the  spermatic  cord. 

Physical  examination  showed  a large 
area  of  ecchymosis  in  the  right  flank 
region.  It  extended  behind  the  posterior 
axillary  line,  and  its  anterior  extent  was 
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FIGURE  2.  Renal  arteriograms  (A)  demonstrating,  in  nephrogram  phase,  that  right  kidney  is  uninvolved, 
and  (B)  showing  diffuse  nature  of  involvement.  Vessels  supplyingtumor  mass  proceed  beyond  kidney. 


practically  to  the  umbilicus.  Above,  it 
involved  the  area  of  the  tenth  rib,  and  its 
inferior  margin  was  below  the  iliac  crest 
almost  to  the  level  of  the  pubis.  The 
skin  and  subcutaneous  tissue  were  ec- 
chymotic  and  indurated,  and  the  super- 
ficial character  of  the  involved  skin  was  a 
“peau  d’orange”  appearance.  The  mass 
was  not  tender,  and  no  flank  tenderness 
was  elicited.  There  was  no  remarkable 
adenopathy,  and  only  a few  “shotty”  nodes 
in  the  right  groin  were  noted.  The  right 
testis  was  surgically  absent,  and  a well- 
healed  scar  was  present.  The  liver  and 
spleen  were  not  palpable. 

Laboratory  data.  The  hemoglobin 

was  13.3  Gm.  per  100  ml.  In  the  com- 
plete blood  count,  the  hematocrit  was 
39;  white  blood  count  57,000  with  68  per 
cent  leukocytes,  28  per  cent  lymphocytes,  1 
per  cent  monocytes,  and  3 per  cent  eosino- 
phils; in  the  urinalysis,  the  specific 
gravity  was  1.020,  and  the  tests  for  al- 
bumin, sugar,  and  acetone  gave  negative 
results.  Microscopic  examination  re- 
vealed the  consistent  presence  of  10  to 
20  red  blood  cells  per  high-power  field. 
The  blood  urea  nitrogen  was  18  mg.  per  100 
ml.;  glucose  100  mg.  per  100  ml.;  carbon 
dioxide  20.5  mEq.;  total  protein  6.9  Gm. 
per  100  ml.;  albumin-globulin  ratio  5.3 : 1.6; 


alkaline  phosphatase  1.5  Bodansky  units; 
acid  phosphatase  1.6  Gutman  units;  total 
cholesterol  138  mg.  per  100  ml.;  cephalin 
flocculation  0;  thymol  turbidity  3.4;  total 
bilirubin  0.9  mg.  per  100  ml.;  free  bilirubin 
0.7  mg.  per  100  ml.;  creatinine  1.9  mg.  per 
100  ml.;  serum  glutamic  oxalopyruvic  trans- 
aminase 13;  prothrombin  time  17.5  seconds 
with  a constant  of  13.7  seconds;  and 
fibrinogen  130,  100,  and  110  units.  An 
Aschheim-Zondek  test  revealed  negative 
findings,  a urine  culture  revealed  Aero- 
bacter  aerogenes  (heavy  growth),  and  a 
VDRL  test  gave  negative  results. 

The  following  roentgen-ray  studies  were 
done:  chest,  excretory  urography,  angio- 

cardiogram, and  aortography  via  the  right 
femoral  artery  (Figs.  2 to  4).  After  the 
latter,  prolonged  bleeding  with  hematoma 
formation  necessitated  local  pressure  for 
over  one  hour  to  control  bleeding.  The 
x-ray  studies  showed  multiple  masses  in  the 
retroperitoneum,  especially  in  the  right, 
displacing  liver,  kidneys,  ureters,  bladder, 
colon,  and  small  bowel. 

A hematologic  consultation  suggested 
that  the  fibrinopenia  was  due  to  increased 
intravascular  clotting,  probably  within  the 
retroperitoneal  masses. 

A biopsy  of  the  mass  over  the  right 
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FIGURE  3.  Chest  roentgenograms.  (A)  Anteroposterior  view.  Top  arrow  points  to  area  of  mediastinal 
widening.  Arrow  at  lower  left  shows  erosion  of  rib  by  disease  process.  (B)  Lateral  view,  demonstrating 
anterior  displacement  of  lung. 


femur  was  made  under  general  anesthesia. 
The  subcutaneous  tissue  and  the  muscles 
below  were  seen  to  be  involved  with  a 
firm  fibrous  hemorrhagic  type  of  tissue 
whose  character  did  not  change  beneath 
the  superficial  layers  and  which  appeared 
to  infiltrate  the  entire  area  examined. 
Samples  of  this  tissue  were  taken  for  biopsy, 
the  wound  was  closed,  and  a pressure  dres- 
sing was  applied  for  hemostasis. 

Histologic  examination  of  this  tissue 
showed  diffuse  benign  cavernous  heman- 
giomatosis, similar  in  character  histologi- 
cally to  the  lesion  of  the  spermatic  cord 
which  had  been  removed  six  years  pre- 
viously (Fig.  5). 

Comment 

The  treatment  of  a patient  having  a 
diffuse  type  of  hemangioma  is  determined 
by  the  extent  of  the  disease.  In  this  in- 
stance there  was  no  thought  of  removing 
the  entire  lesion,  and  it  is  unlikely  that  the 
progression  can  be  arrested  by  therapy. 
The  slow  progression  of  this  benign  process 


is  emphasized  here  by  the  length  of  time 
between  the  first  symptoms  and  the  in- 
tervening symptom-free  period. 

The  conservative  nature  of  treatment 
has  been  stressed  and  has  been  followed 
in  this  patient’s  care.6  Irradiation  of 
specific  symptomatic  areas  has  been  under- 
taken, especially  in  instances  of  vertebral 
involvement  where  collapse  of  the  vertebral 
segment  can  endanger  the  spinal  cord  or 
adherent  segmental  nerve  roots.7 

Although  histologically  benign,  this  dis- 
ease can  be  seen  to  carry  a serious  ulti- 
mate prognosis.  Vital  and  supporting 
structures  may  become  involved  by  the 
process  at  any  time.  In  addition,  the 
intravascular  or  intralesional  consumption 
of  components  of  the  coagulation  mech- 
anism has  been  pointed  out  as  leading  to 
grave  consequences. 

Summary 

A case  of  diffuse  involvement  of  the 
retroperitoneal  tissues  by  cavernous  heman- 
giomatosis has  been  presented,  with  a 


2288  New  York  State  Journal  of  Medicine  / September  1,  1966 


FIGURE  4.  (A)  Fifteen-minute  excretion  pyelogram  film  demonstrates  soft-tissue  mass  in  pelvis  displacing 
right  ureter  medially  (arrow).  (B)  Posteroanterior  view  of  chest  showing  erosion  of  rib  and  paravertebral 
mass  (arrows). 


FIGURE  5.  Histologic  appearance  of  lesion  show- 
ing huge,  blood-filled  cavernous  spaces  lined  by 
endothelium. 


slow  and  probably  steady  progression  from 
the  appearance  of  the  spermatic  cord  lesion 
until  the  diffuse  appearance  occurring 


years  after  the  originally  discovered  lesion 
was  removed  surgically. 

The  nature  of  an  observed  intravascular 
coagulation  deficiency  has  been  stressed, 
and  roentgenographic  evidence  of  the 
diffuse  nature  of  the  process  has  been 
shown. 
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Barbiturate  intoxication  is  more  preva- 
lent today  than  it  was  many  years  ago. 
The  increase  in  population,  the  emotional 
stress  of  modern  society,  and  the  wide- 
spread use  and  the  relative  easy  availability 
of  barbiturates  all  play  a role  in  the  steadily 
rising  number  of  cases  of  barbiturate  poison- 
ing. In  spite  of  this  gloomy  note,  bar- 
biturate poisoning,  regardless  of  the  dose 
ingested,  when  treated  properly,  should  no 
longer  be  considered  a fatal  disease.  If  a 
patient  is  admitted  to  a hospital  in  uncom- 
plicated coma  but  still  alive,  he  should  sur- 
vive. Three  patients  who  were  admitted 
to  the  Beth  Israel  Medical  Center  in 
barbiturate  coma  with  high  blood  bar- 
biturate levels  are  presented. 

Case  reports 

Case  1.  A seventy-year-old  female  was 
found  at  home  unconscious.  An  empty 
bottle  which  had  contained  an  unspecified 
amount  of  secobarbital  capsules  was  found 
at  her  bedside.  Of  note  in  the  patient’s 
past  history  is  the  fact  that  four  years  previ- 
ously she  underwent  brain  surgery  for 
control  of  parkinsonism.  Postoperatively 
she  developed  convulsions  and  required  100 
mg.  of  diphenylhydantoin  three  times  a 
day,  which  the  patient  had  been  taking 
regularly.  On  admission  to  the  Beth 
Israel  Medical  Center  at  3:15  p.m.,  she  was 
markedly  cyanotic  with  Cheyne-Stokes 


respirations.  There  was  complete  absence 
of  reflexes,  and  the  pupils  were  fixed  and 
dilated.  Respirations  were  6 per  minute 
and  shallow.  Blood  pressure  was  50/30. 
Immediately  on  admission  intravenous 
levarterenol  bitartrate  was  instituted  to 
maintain  blood  pressure.  Within  one  hour 
after  admission  a tracheotomy  was  com- 
pleted, and  peritoneal  dialysis  was  started. 
The  blood  barbiturate  level  was  10.2  mg. 
per  100  ml.,  and  urine  was  9.6  mg.  per  100 
ml.  The  following  morning,  approxi- 
mately seventeen  hours  after  admission, 
the  blood  pressure  was  maintained  without 
vasopressors,  and  the  pupils  reacted  to 
fight.  Several  hours  later  the  patient  be- 
gan to  move  her  limbs.  The  next  morn- 
ing, approximately  forty  hours  after  ad- 
mission, the  patient  was  completely  awake. 

The  patient  had  received  a total  of  26 
exchanges  during  dialysis  of  2 L.  per  each 
exchange.  The  dialysis  fluid  used  was  one 
of  several  commercially  available  products. 
Potassium  was  added  to  each  liter  of  fluid, 
and  heparin  was  added  only  to  the  first 
three  exchanges.  Antibiotics  were  not 
used.  Each  exchange  was  permitted  to 
flow  into  the  abdomen  freely,  allowed  to 
remain  in  the  abdominal  cavity  for  thirty 
minutes,  and  then  drained  off  by  gravity. 

Case  2.  A twenty-seven-year-old 
Korean  male  was  last  seen  by  his  friends  at 
7:30  p.m.  He  appeared  to  be  despondent 
but  otherwise  in  good  health.  Four  hours 
later  he  was  found  unconscious  in  his  room. 
Next  to  the  bed  was  an  empty  bottle  known 
to  have  contained  25  capsules  containing 
3/4  grain  of  secobarbital  and  3/4  grain  of 
amobarbital. 

On  admission  to  the  Beth  Israel  Medical 
Center  at  1:00  a.m.,  the  patient  was  de- 
scribed as  a thin,  slight,  adult  male  (body 
weight  about  90  pounds),  blood  pressure 
100/80,  and  respirations  12  per  minute  and 
shallow.  He  responded  to  painful  stimuli. 
The  deep  tendon  reflexes  were  intact,  and 
the  pupils  reacted  to  fight.  An  intra- 
venous infusion  of  mannitol  was  given  and 
marked  diuresis  was  noted.  However,  five 
hours  after  admission  the  patient  became 
completely  unresponsive  and  areflexive, 
and  the  pupils  no  longer  reacted  to  fight. 
Decreased  breath  sounds  were  heard  in 
both  lung  fields.  A tracheotomy  was  per- 
formed and  peritoneal  dialysis  was  begun 
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at  11:00  a.m.  The  blood  barbiturate  level 
was  reported  as  6.84  mg.  per  100  ml.  No 
barbiturate  was  reported  in  the  urine. 
The  following  morning,  nineteen  hours 
after  the  institution  of  dialysis,  the  patient 
was  moving  all  four  extremities  and  re- 
sponded to  painful  stimuli.  By  that 
evening  he  was  completely  awake. 

He  received  a total  of  36  2-L.  exchanges 
of  dialysing  solution,  as  described  in  Case 
1. 

Case  3.  A sixty-eight-year-old  male 
with  proved  metastatic  carcinoma  of  the 
prostate  could  not  be  aroused  by  his  family 
the  morning  after  what  appeared  to  be  a 
normal  night’s  sleep.  An  empty  bottle 
which  contained  an  unspecified  amount  of 
secobarbital  capsules  was  found  on  the 
floor.  On  admission  to  the  Beth  Israel 
Medical  Center  at  10:15  a.m.,  the  patient 
was  described  as  areflexic.  The  pupils  did 
not  react  to  light.  The  respirations  were 
barely  perceptible.  The  blood  pressure 
was  110/60,  and  the  lips  and  nail  beds  were 
cyanotic.  The  patient  was  known  to  be 
anemic,  the  hematocrit  was  30,  and  the 
hemoglobin  was  9 Gm.  per  100  ml.  on  ad- 
mission. An  endotracheal  tube  was  in- 
serted, but  when  persistent  rales  were 
heard  in  both  lung  fields  a tracheotomy  was 
performed  several  hours  later.  Peritoneal 
dialysis  was  begun.  The  barbiturate  level 
was  reported  as  5.08  mg.  per  100  ml. 
Within  twenty  hours  corneal  and  light 
reflexes  returned,  and  ten  hours  later  the 
patient  was  fully  awake.  Dialysis  was  dis- 
continued after  27  exchanges  of  dialysing 
solution  as  described  in  Case  1. 

Comment 

There  is  no  real  correlation  between  coma 
and  blood  barbiturate  level.1  The  usual 
coma  level  for  secobarbital  or  any  other 
short-acting  barbiturate  is  1 to  3 mg.  per 
100  ml.  in  the  blood.  For  phenobarbital 
or  other  long-acting  barbiturates  it  is  6 to 
9 mg.  per  100  ml.  This  is  variable.2 
Death  has  been  reported  with  less  than  1 
mg.  per  100  ml.  of  short-acting  barbiturates 
and  with  5 mg.  per  100  ml.  of  pheno- 
barbital.3 Many  patients  will  be  comatose 
with  much  lower  levels,  while  others  will 
not  be  comatose  with  much  higher  levels. 
Many  variables  play  a role  here.  Alcohol, 


tranquilizers,  infection,  anoxia,  systemic 
diseases,  and  habituation  are  just  a few. 

In  Case  1,  the  patient  was  on  diphenyl- 
hydantoin  therapy  for  many  years  and  was 
also  anoxic.  The  patient  in  Case  2 was  very 
slight  in  build,  and  therefore  his  total 
dose  was  potentially  more  serious  than  if 
taken  by  an  adult  with  much  larger  total 
body  weight.  The  patient  in  Case  3 had 
metastatic  carcinoma  with  anemia  and 
anoxia,  which  all  potentiate  the  effect  of 
barbiturates. 

Urine  barbiturate  levels  are  extremely 
unreliable  because  the  breakdown  products 
of  barbiturates  are  often  not  detected,  and 
many  substances  in  the  urine  could  inter- 
fere with  the  laboratory  determination. 
Furthermore,  short-acting  barbiturates 
such  as  secobarbital  are  bound  to  blood 
albumin  to  the  extent  of  60  to  80  per  cent. 
This  decreases  urinary  excretion.4 

It  should  be  noted  that  all  3 patients  with 
high  levels  of  blood  barbiturates,  enhanced 
by  states  which  potentiate  barbiturate 
action,  went  from  deep  coma  to  complete 
recovery  within  forty-eight  hours.  The 
advantages  of  shortening  the  length  of  coma 
are  obvious.  There  is  less  chance  for  the 
development  of  pneumonia,  urinary  tract 
infection,  decubitus  ulcers,  eye  ulcers,  and 
electrolyte  and  fluid  derangements. 

Review  of  literature 

In  1951  Nilsson6  opened  the  modern  era 
of  the  treatment  of  barbiturate  intoxica- 
tion. This  method  of  therapy  which  has 
become  known  as  the  Scandinavian  method 
has  become  the  accepted  standard  for 
management.  It  consists  of  (1)  gastric 
lavage  if  laryngeal  and  pharyngeal  reflexes 
are  present;  (2)  use  of  airway  with  oxygen 
therapy  and  frequent  turning  of  the  patient 
and  slapping  of  the  chest  to  encourage  re- 
moval of  mucous  plugs;  (3)  prophylactic 
penicillin  and  sulfa  preparations;  (4) 
checking  for  hemoglobin  and  nonprotein 
nitrogen  rise  as  evidence  of  hemoconcen- 
tration;  (5)  checking  fluid  balance;  (6) 
injections  of  vitamins  in  cases  of  pro- 
longed coma;  (7)  hot  or  cold  blankets  for 
hypo-  or  hyperthermia  respectively;  and 
(8)  prevention  of  bed  sores,  eye  sores,  and 
mouth  lesions. 

In  1961  Clemmesen  and  Nilsson6  modi- 
fied this  Scandinavian  method  slightly,  as 
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follows:  (1)  Gastric  lavage  was  done  only 

if  the  drug  was  ingested  within  one  hour 
prior  to  admission,  (2)  endotracheal  tubes 
were  used  as  an  airway,  (3)  prophylactic 
antibiotics  were  discontinued  as  a routine, 
(4)  chest  x-ray  films  were  taken  to  detect 
early  atelectasis,  and  (5)  creatinine  clear- 
ance was  used  as  a guide  to  renal  function. 

Beginning  in  1952  isolated  reports  of  the 
use  of  hemodialysis  in  the  treatment  of 
barbiturate  intoxication  began  to  ap- 
pear.7~'°  In  1959  Maxwell,  et  al.11  stand- 
ardized the  present  technic  for  peritoneal 
dialysis  and  included  barbiturate  poisoning 
as  an  indication  for  peritoneal  dialysis. 
Subsequently  there  have  been  scattered 
reports  in  the  literature  of  the  value  of 
peritoneal  dialysis  in  barbiturate  coma.12-14 
More  recently,  Bloomer,  citing  1 case 
treated  with  peritoneal  dialysis  fifteen  and  a 
half  hours  after  ingestion  of  pentobarbital, 
has  raised  doubts  of  the  value  of  peritoneal 
dialysis  in  the  treatment  of  barbiturate 
coma. 

In  the  3 cases  cited  here,  barbiturates 
were  found  to  have  been  removed  in  appre- 
ciable quantities  in  samples  of  dialysate 
fluid  (6.4  mg.  per  100  ml.  in  Case  1,  4.4 
mg.  per  100  ml.  in  Case  2,  and  2 mg.  per 
100  ml.  in  Case  3).  Furthermore,  the 
relatively  frequently  encountered  com- 
plication of  prolonged  peritoneal  dialysis 
of  hypoalbuminemia,  which  results  because 
the  small-sized  albumin  particles  leak 
through  the  peritoneal  membrane,  en- 
hances the  removal  of  short-acting  bar- 
biturates by  peritoneal  dialysis.  Perhaps 
the  small  amount  of  pentobarbital  removed 
by  Bloomer  can  be  attributed  to  the  fact 
that  by  fifteen  and  a half  hours  after 
ingestion,  most  dialysable  barbiturates 
have  been  degraded  by  the  body. 

Suggested  regimen  for 
treatment  of  barbiturate  coma 

Maintain  adequate  airway.  This  is  the 
most  immediate  step  necessary  to  prevent 
aspiration  and  pulmonary  infection.  In 
the  comatose  patient  this  requires  endo- 
tracheal intubation  or  tracheotomy  so  that 
bronchial  hygiene  can  be  attended  to  with- 
out delay.  There  is  no  cough  reflex  or 
ciliary  action  in  the  comatose  patient, 
but  the  bronchial  mucous  membranes  con- 


tinue to  secrete.  The  controversy  over  the 
relative  pros  and  cons  of  these  two  methods 
of  treatment  need  not  concern  us  here. 
Tracheotomy  is  preferred  because  it  permits 
bronchial  suctioning  and  avoids  edema  and 
scarring  which  can  occur  with  endotracheal 
tubes  left  in  place  for  any  length  of  time. 
The  simple  pharyngeal  airways  are  of  little 
value  since  they  are  not  only  ineffective  but 
lead  to  a false  sense  of  security  that  there  is 
an  adequate  airway  and  thus  delay  intuba- 
tion or  tracheotomy  until  infection  occurs. 
Once  an  adequate  airway  is  established, 
oxygen  should  be  supplied.  Needless  to 
say,  the  patient  should  be  turned  fre- 
quently and  respiration  mechanically 
assisted  when  necessary. 

Support  blood  pressure  and  maintain 
fluid  and  electrolyte  balance.  The  hypo- 
tension encountered  in  these  cases  is  both 
central  and  peripheral  in  origin.  The  most 
serious  complication  of  prolonged  hypo- 
tension is  decrease  in  renal  blood  flow  and 
the  resultant  shock  in  the  kidney.  To 
prevent  this,  frequent  recording  of  blood 
pressure  and  the  immediate  use  of  vaso- 
pressor drugs  are  most  efficacious  in  this 
form  of  shock.  It  is  not  important  which 
agent  is  used.  In  the  cases  mentioned, 
levarterenol  bitartrate  was  used  and 
phentolamine  was  added  to  prevent  slough. 
Fluid  and  electrolyte  replacement  is  the 
same  here  as  in  any  case  of  coma. 

Use  dialysis  to  remove  the  barbiturate. 
The  artificial  kidney,  although  much  more 
efficient  with  regard  to  time,  is  not  available 
at  most  hospitals  because  of  its  cost  and 
technical  requirements.  Peritoneal  dialysis 
can  easily  be  made  available  at  any  hospital 
and  has  proved  itself  simple,  safe,  and  effec- 
tive. It  should  be  used  promptly  in  the 
immediate  treatment  of  barbiturate  coma. 
Regardless  of  the  method  used,  dialysis 
should  be  instituted  as  soon  after  admission 
as  possible.  The  withholding  of  dialysis 
as  a last  resort  method  of  treatment  is  to 
be  condemned. 

Treat  infection.  Prophylactic  antibiot- 
ics are  not  indicated  in  the  treatment  of 
barbiturate  coma,  and  they  may  even  be 
dangerous  since  they  predispose  to  anti- 
biotic resistant  infections.  Strict  antisepsis 
should  be  used  when  inserting  bladder 
catheters,  dialysis  catheters,  intravenous 
intracatheters,  and  in  performing  trache- 
otomies. The  patient  should  be  checked 
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frequently  for  signs  of  respiratory  or 
urinary  infection  and  appropriate  treat- 
ment begun  as  soon  as  this  is  detected. 
Hyperthermia  per  se  is  not  necessarily  a 
sign  of  infection  since  barbiturates  in 
heavy  doses  through  a central  effect  on  the 
brain  can  cause  temperature  rise.  How- 
ever, this  is  a relatively  rarely  encountered 
phenomenon. 

If  these  steps  are  instituted  promptly, 
that  is  (1)  adequate  airway  with  oxygen, 
(2)  constant  monitoring  for  shock  with  the 
use  of  vasopressors  when  indicated,  (3) 
dialysis,  and  (4)  proper  treatment  of  in- 
fection, all  patients  admitted  with  uncom- 
plicated barbiturate  coma  should  survive 
regardless  of  the  blood  level. 

Other  methods  of  treatment 

Gastric  lavage.  There  is  no  indication 
for  subjecting  the  comatose  patient  to  the 
hazards  of  gastric  lavage.  The  chances 
of  removing  significant  amounts  of  material 
from  the  stomach  of  a patient  who  has 
already  absorbed  enough  into  his  blood 
stream  to  become  comatose  are  indeed 
remote.  Furthermore,  by  the  immediate 
use  of  dialysis,  we  are  removing  barbiturate 
from  the  body  constantly,  and  the  total 
amount  absorbed  while  dialysis  is  taking 
place  should  not  appreciably  effect  the 
clinical  course. 

Analeptic  drugs.  In  the  1930’s  and 
1940’s  analeptic  agents  were  the  only  ones 
available,  and  they  were  used  extensively. 16 
However,  there  are  no  studies  which  proved 
their  merit.16  As  a matter  of  fact,  cerebral 
stimulation  increases  cellular  activity  which 
increases  the  utilization  of  oxygen  and  can 
worsen  anoxia. 

Intravenous  mannitol.  Recently  re- 
ports in  the  literature  have  indicated  that 
intravenous  infusions  of  mannitol  increase 
barbiturate  excretion,  and  if  so,  this  drug 
has  a role  in  the  treatment  of  barbiturate 
coma.17  It  should  be  pointed  out  that 
when  used  in  treating  intoxication  with 
long-acting  barbiturates,  one  may  only  be 
increasing  the  elimination  rate  of  break- 
down products  of  these  barbiturates,  which 
may  or  may  not  be  playing  a role  in  the 
production  of  coma.  Furthermore,  60  to 
80  per  cent  of  the  short-acting  barbiturates 
circulate  in  the  blood  bound  to  albumin 
leaving  only  20  to  40  per  cent  available  for 


kidney  excretion.  Recent  work  has  raised 
some  question  about  the  mode  of  action  of 
intravenous  mannitol.18  Perhaps  it  would 
be  wiser  to  await  further  studies  before 
using  this  as  a standard  form  of  therapy. 
It  should  be  noted  that  mannitol  was  used 
in  the  second  case  presented,  and  despite 
adequate  diuresis  the  patient’s  coma 
worsened  markedly. 

Forced  diuresis  and  alkalinization 
of  urine.19  The  same  objections  raised 
for  the  use  of  mannitol  can  be  voiced  for 
the  use  of  forced  diuresis  and  alkalinization 
of  urine,  since  they  cannot  be  depended 
on  to  remove  significant  amounts  of 
barbiturates,  especially  when  compared 
with  dialysis. 

Steroids.  Steroids  have  been  used  in 
the  treatment  of  barbiturate  coma  with 
little  rationale  for  its  use.  There  is  no 
evidence  of  adrenal  suppression  playing  a 
role  in  barbiturate  coma. 

Vitamins.  Vitamins  were  included  by 
Nilsson  in  his  1961  modification  of  the 
Scandinavian  method.  It  was  recom- 
mended only  for  patients  in  prolonged 
coma.  The  treatment  outlined  here  ap- 
pears to  reduce  the  duration  of  coma,  and 
vitamins  are  not  necessary. 

Treatment  of  bed  sores  and  eye 
sores.  There  is  nothing  special  about 
barbiturate  coma  that  would  indicate  any- 
thing unique  in  treatment  of  bed  sores  and 
eye  sores.  If  the  duration  of  coma  can  be 
markedly  decreased,  these  complications 
will  be  less  of  a problem. 

Treatment  of  other  medical  condi- 
tions. The  discussion  here  has  been  limited 
to  the  treatment  of  uncomplicated  bar- 
biturate coma.  Those  patients  whose 
course  is  complicated  by  the  existence  of  a 
pre-existing  disease  should  be  treated  as 
mentioned  plus  attention  given  to  their 
other  conditions;  the  diabetic  patient 
would  receive  his  insulin,  the  cardiac 
patient  maintained  on  his  digitalis,  and  so 
on. 

Often  the  patient  admitted  in  coma  is 
suspected  of  having  taken  an  overdose  of 
barbiturate,  but  no  definite  proof  is  avail- 
able. In  the  3 cases  mentioned,  it  was 
fortunate  that  empty  barbiturate  bottles 
were  found  at  the  bedside  and  laboratory 
confirmation  of  blood  levels  were  available. 
It  should  be  stressed  that  precious  time 
should  not  be  wasted  in  waiting  for  labora- 
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tory  confirmation  of  barbiturate  poisoning 
when  strong  suspicion  exists.  The  regimen 
mentioned  should  be  instituted  promptly. 

Summary 

Three  cases  of  deep  coma  proved  to  be 
barbiturate  poisoning  with  high  blood  levels 
of  barbiturates  are  presented.  Each  case 
had  circumstances  (Case  1 was  anoxic  and 
on  diphenylhydantoin  therapy,  Case  2 
weighed  only  90  pounds,  and  Case  3 was 
anoxic  and  anemic)  which  are  known  to 
enhance  the  depth  of  coma.  All  were 
treated  with  tracheotomy  and  peritoneal 
dialysis  immediately.  Each  patient  went 
from  deep  coma  to  full  consciousness 
within  forty-eight  hours.  This  method  is 
compared  with  the  Scandinavian  method, 
and  some  alteration  in  the  standard  treat- 
ment is  recommended  for  consideration.  If 
further  experiences  by  others  show  the 
same  dramatic  results  as  seen  in  these  3 
patients,  it  may  be  necessary  to  revise 
the  present  treatment  of  barbiturate  coma. 
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|n  this  informal  historical  essay,  the 
diagnosis  of  schistosomiasis  or  bilharziasis 
is  advanced  for  the  Emperor  Napoleon 
Buonaparte.  I believe  he  contracted  this 
in  his  Egyptian  campaigns  of  1798  and 
1799,  but  symptoms  appeared  only  after 
his  return  to  France  and  continued  until 
his  death  at  St.  Helena  from  cancer  of  the 
stomach,  in  1821. 

In  1962,  in  Cairo,  there  was  the  centenary 
meeting  in  memory  of  Theodor  Bilharz  of 
Berlin  who  in  1851  first  described  the  cause 
and  the  nature  of  this  disease,  and  it  was 
then  called  bilharziasis  in  his  honor.1 

I saw  the  voluminous  proceedings  of  this 
meeting  and  then  fully  realized  the  preva- 
lence of  this  affliction  in  Egypt,  present  and 
ancient.  The  thought  came  to  me  that 
Napoleon  had  been  there  for  one  year  and 
four  months.  I had  read  that  Napoleon 
had  bladder  difficulties.  I diligently 
searched  for  evidence  of  schistosomiasis, 
and  then  it  became  most  probable.  I have 
found  no  suggestion  of  this  elsewhere. 

After  Napoleon’s  return  from  Egypt  on 
October  9,  1799,  historians  reported  attacks 

* Presented  at  the  Thursday  Night  Medical  Club  of  Syra- 
cuse, Syracuse,  New  York,  March  8, 1966. 


of  bladder  difficulty,  some  of  them  severe. 
Hence,  I believe  that  Napoleon,  when  in 
Egypt,  was  exposed  to  the  Schistosoma  or 
Bilharzia  and  came  home  with  it.  The 
incubation  period  is  stated  as  two  months 
to  two  years.2  The  French  Army  of  oc- 
cupation in  1799  to  1801  suffered  greatly 
from  “Egyptian  hematuria,”  the  cause  of 
which  was  then  unknown. 

In  review  we  can  recall,  as  medical 
students  in  parasitology,  the  characteristic 
large  spiked  ovum,  perhaps  the  only  one 
which  we  could  recognize,  as  well  as  the  un- 
pleasant looking  large,  1-cm.  fluke  with  its 
slender  female  enfolded  whose  life  cycle 
won’t  be  reviewed  here. 

The  spread  of  the  disease  depends  on 
a snail  living  in  the  irrigation  canals  and 
stagnant  ponds.  They  carry  the  larvae  or 
“wrigglers”  which  pierce  the  human  skin 
and  enter  the  blood  stream.  Human 
beings  are  exposed  with  bathing,  wading, 
and  the  washing  of  clothes.  Napoleon  did 
have  an  obsession  for  his  tub. 

Incidence  and  symptoms 

The  Schistosomas  invade  the  liver,  lungs, 
portal  vein,  intestines,  rectum,  and  colon, 
and  especially  the  hemorrhoidal  and  pelvic 
plexus  where  the  adult  worms  so  often 
reside.  The  brunt  of  the  invasion  is  in  the 
urinary  tract.  It  causes  a lifelong  disability 
with  asymptomatic  periods  but  rarely 
death. 

Clinically  there  are  attacks  of  scalding 
dysuria  with  turbid  urine,  often  with  a few 
drops  of  blood  at  the  end  of  micturition. 
Also,  there  may  be  dry  cough,  tender 
enlarged  liver,  papillomatous  polypoid 
hemorrhoids  with  involvement  of  the 
rectum  and  colon,  swelling  of  the  ankles, 
and  skin  rashes.  Schistosomiasis  is  today 
the  most  important  public  health  problem 
in  the  Nile  Valley,  as  in  all  Africa.  At 
least  16  million  Egyptians  have  the  disease 
with  over  a 60  per  cent  incidence  among  the 
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indigent  peasants.  The  ancient  Egyptians 
knew  it  from  1350  B.C.  as  the  aaa  disease. 
Ancient  papyri  directed  sufferers  not  to 
pollute  water,  and  calcified  ova  have  been 
found  in  mummies. 

The  incidence  is  now  expected  to  increase 
with  the  completion  of  the  High  Dam.  In 
Rhodesia  90  per  cent  of  the  natives  and  25 
per  cent  of  the  whites  are  affected.3  It  is 
also  estimated  that  300  million  suffer  from 
schistosomiasis  in  tropical  and  subtropical 
countries.4  It  is  also  present  in  Puerto  Rico 
(20  to  25  per  cent)  and  in  the  Caribbean.6 
It  is  unknown  in  this  country  except  as  a 
rare  import.  A new  vermicide  (Ambilhar) 
has  recently  (1966)  been  introduced  as  a 
killer  of  the  worm  in  situ.  It  may  have 
promise. 

Pathologically,  there  are  characteristic 
changes  in  the  bladder  with  papillomas 
and  thickening  of  the  bladder  wall,  shallow 
ulcerations,  gravel,  but  rarely  large  calculi. 
It  carries  a most  serious  increase  of  blad- 
der malignant  disease.  Hemorrhoids  may 
occur  with  involvement  of  the  rectum  and 
colon. 

In  the  lungs  the  hard-shelled  spiked  ova 
lodge  in  the  terminal  capillaries  and  form 
small,  1-mm.  foreign  body  pseudotubercles, 
especially  on  the  pleura  but  also  in  the 
lung  tissue.  Thus,  they  may  simulate 
tuberculosis.  There  may  be  diffuse  fibrosis 
with  right-sided  heart  signs  or  cor  pul- 
monale. Ten  per  cent  of  lung  cases  show 
the  adult  worm.  The  liver  is  enlarged  and 
tender,  and  there  the  adult  Schistosomas 
and  ova  may  be  found  in  great  numbers. 

Medical  opinions 

The  reports  of  enlargement  of  Napoleon’s 
liver  were  matters  of  controversy  at  St. 
Helena.  It  indicated  to  the  French  a 
tropical  disease  and  demonstrated  fright- 
fully unhealthy  tropical  living  conditions  of 
which  they  so  bitterly  complained.  The 
British  would  have  none  of  it.  O’Meara,6 
the  British  physician  there,  had  early  found 
an  enlarged  liver  and  diagnosed  hepatitis; 
because  of  this  he  was  cashiered  by  the 
governor.  Sir  Hudson  Lowe.  Later  in 
London,  he  published  Napoleon  in  Exile 
and  in  retaliation  bitterly  and  unfairly 
assailed  Sir  Hudson  Lowe  creating  much 


sympathy  for  Napoleon,  and  also  made  a 
very  lucrative  pound  profit.  Hepatitis  was 
diagnosed  by  others,  including  J.  Stokoe, 
M.D.,  his  successor,  who  was  also  cashiered. 
It  is  not  clear  just  what  this  so-called 
hepatitis  was  clinically;  certainly  it  was 
not  viral  or  with  jaundice  as  we  know  it. 
Perhaps  it  was  a diagnosis  of  convenience. 

Napoleon,  early  in  life,  had  enjoyed 
fairly  vigorous  health  but  was  thin.  He 
did  have  severe  malaria  and  recurrent 
suppuration  from  an  old  bayonet  wound  in 
the  thigh.  At  times  he  himself  would  tear 
this  open  and  evacuate  it.  In  Egypt 
Napoleon  had  been  very  well  and  thrived 
in  the  dry  desert  air. 

Many  diagnoses,  some  malicious  and 
venereal,  have  been  advanced.  Most  re- 
cently, Forshvud,7  a Swedish  dentist,  pro- 
posed arsenic  poisoning,  in  Murder,  from 
arsenic  found  in  a tuft  of  Napoleon’s  hair. 
He  wrote  a book  in  1960,  Who  Killed 
Napoleon ? which  was  given  much  popular 
publicity.7  Such  diagnosis  of  arsenism  is 
most  improbable. 

Hypopituitarism  or  dystrophia  adiposa- 
genitalis  was  suggested  by  Guthrie,8  a 
neurologist  of  Queens  Square  and  Maida 
Vale,  neurologic  centers  of  London.  Froh- 
lich’s  syndrome  was  later  proposed  by 
Kemble,9  a consulting  genitourinary  sur- 
geon of  London  and  outstanding  medical 
historian.  This  was  much  publicized. 

Diagnoses  such  as  tuberculosis,  hypo- 
chondriasis, epilepsy,  hepatitis,  dropsy 
with  uremia,  cystitis  with  stone,  amebic 
abscess,  eczema,  and  gonorrhea  have  all 
been  mentioned. 

As  has  been  said,  Napoleon  is  never  out 
of  date,  and  now,  one  hundred  forty-five 
years  after  his  death,  the  writer  presents 
another  diagnosis  and  thinks  it  can  be 
accepted.  Without  a microscope  it  is 
necessarily  speculative,  but  it  carries  strong 
circumstantial  evidence. 

Scott,10  almost  a contemporary  of 
Napoleon  in  1827,  wrote  The  Life  of 
Napoleon  Buonaparte  in  nine  volumes.  He 
complained  that  even  at  that  early  date  he 
had  had  to  review  300  books.  It  is  now 
calculated  that  200,000  have  been 
published  (Stevenson).11  Many  were  com- 
pilations, repetitions,  and  fabrications,  and 
a few  were  abominably  mendacious,  but 
it  is  still  “the  greatest  success  story  ever 
told.” 
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Scott’s  nine  volumes  were  found  in  deep 
storage  in  the  Syracuse  University  Library. 
After  searching  with  great  expectation  as  to 
mention  of  urinary  difficulties,  I could  find 
nothing.  He  stated  that  the  cause  of  death 
was  sufficiently  evident  as  shown  by  the 
anatomization  with  the  findings  of  exten- 
sive gastric  carcinoma,  and  mentioned  a 
carious  tooth  and  spongy  gums.10  I had 
expected  much  from  Sir  Walter  as  to 
dysuria,  but  it  is  possible  that  an  occasional 
historian  hesitated  to  refer  to  the  private 
pudendal  parts  of  an  emperor. 

Also,  we  did  find  Napoleon  in  Exile  by 
O’Meara,6  his  physician  in  1822,  and 
The  Private  Life  and  Conversations  of 
Napoleon  by  Las  Cases,12  his  private 
secretary,  in  1823.  They  made  no  mention 
of  dysuria;  probably  they  considered  such 
as  private  privileged  communication  or  a 
state  secret. 

One  attack  of  active  dysentery  in  1817  is 
described.  Their  accounts  are  like  a tape 
recording  reviewing  daily  discussions  on 
many  subjects  but  indicating  the  great 
knowledge,  brilliance,  and  ability  of 
Napoleon,  as  well  as  his  bitterness  against 
his  British  keepers. 

Thomas  Jefferson,  after  reading 
O’Meara,  said  Napoleon’s  punishment  at 
St.  Helena  was  as  a lingering  torture,  worse 
than  any  of  the  Borgias  or  the  den  of  Marat. 
He  apparently  commiserated  with  Na- 
poleon but  said  that  considering  the  loss 
of  millions  of  lives,  the  enormities,  and 
atrocities,  he  shouldn’t  be  allowed  to  roam 
at  large.13 

It  seems  strange  that  the  medical  men  at 
St.  Helena  had  made  no  clinical  diagnosis 
of  gastric  cancer,  especially  with  the  last 
yeax  of  severe  progressive  dyspepsia  with 
coffee-ground  vomit.  Everything  centered 
about  the  unmentionable  “hepatitis,”  and 
they  didn’t  even  think  of  the  Egyptian 
fluke!  The  medicine  of  their  day  was 
almost  that  of  the  Dark  Ages,  but  un- 
fortunately without  a “water  caster!” 

Napoleon  himself  did  diagnose  his  cancer 
and  often  said  he  would  die  of  it  as  his 
father  did  at  the  age  of  thirty-nine  years. 
He  talked  often  of  his  father  at  St.  Helena 
and  feared  that  scirrhus  of  the  pylorus 
might  well  be  hereditary  in  his  family. 
He  asked  that  at  his  death  his  body  be 
opened  and  the  findings  sent  to  his  son,  the 
king  of  Rome,  then  at  Vienna. 


“Mysterious  malady,” 
discrete  references  of  intimates 

Now  we  return  to  our  main  premise. 
After  Egypt,  it  was  suspected  that 
Napoleon  had  urinary  difficulty.  The 
scandalmongers  drew  the  expected  con- 
clusion after  a separation  from  Josephine 
of  over  a year.  Corvisart,  Napoleon’s 
physician,  sharply  discounted  such  sug- 
gestion, saying  that  Napoleon  had  no  dis- 
charge, urethritis,  or  stricture  and  that  no 
bougies  were  ever  passed. 

Cystitis  with  calculi  was  also  considered, 
this  appearing  reasonable,  but  the  usual 
phosphate  or  oxalate  stones  would  have 
grown  to  large  size  through  twenty  years, 
calling  for  the  lithotrite.  No  large  stone 
was  found  at  post  mortem.  In  1873  the 
Emperor  Napoleon  III,  his  nephew,  did 
die  from  large  bladder  calculi  with  several 
stone-crushing  operations.  He  was  physi- 
cally helpless  in  the  Franco-Prussian  War 
of  1870.  Stones  are  not  considered  to  be 
hereditary. 

Napoleon’s  secretary  Bourrienne  stated 
that  in  1802,  three  years  after  Egypt,  he 
frequently  complained  of  pain  in  his  right 
side  with  his  covering  left  hand  under  his 
tunic.  This  increased  his  irritability.  In 
1803  in  Brussels  he  had  a severe  cough 
with  bloodstained  sputum.  Corvisart  ex- 
cused it  by  only  two  simple  blisters  on 
the  chest! 9 He  also  had  recurring  attacks  of 
distressing  eczematous  rash  first  men- 
tioned by  Josephine  in  her  memoirs.  Such 
signs  accompany  schistosomiasis. 


Urinary  attacks 

He  suffered  an  attack  of  dysuria  on 
June  14,  1800,  at  the  Battle  of  Marengo, 
in  his  second  Italian  campaign  and  eight 
months  after  Egypt.  Brice12  says  that 
attacks  continued  from  this  Italian 
campaign  on,  and  the  accounts  of  his 
dysuria  were  too  numerous  to  be  discounted. 
Napoleon  related,  at  St.  Helena,  details  of 
water  trouble  during  his  consulate. 

In  September,  1812,  at  the  Battle  of 
Borodino  before  Moscow,  he  had  a cruel 
attack,  accompanied  by  strangury  and 
ischuria.  Urine  came  only  with  great  pain 
and  in  drops,  thick  with  heavy  sediment. 
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There  was  prostration  and  also  racking 
cough.  He  halted  for  two  days,  but  it 
persisted  for  eleven  more  days.  Napoleon 
told  Count-de-Segur,  his  aide-de-camp  at 
Borodino,  that  he  had  had  similar  urinary 
attacks  for  years  before,  but  he  didn’t 
say  how  many.  His  surgeon  Yvan,  who 
knew  him  well,  then  recalled  to  Mestivier, 
M.D.,  his  physician,  that  he  thought 
Napoleon  had  an  attack  in  1796  or  1797, 
relieved  by  hot  baths.9  This  was  before 
Egypt  but  seems  as  an  indefinite  recollec- 
tion fifteen  years  later.  Dr.  Mestivier 
reported  a goblet  of  cloudy  urine  with  one- 
third  sediment.  Constant,  his  valet, 
thought  he  had  a dysentery  and  had  often 
heard  stifled  cries  of  pain  in  his  cabinet.15 

He  was  in  continuing  trouble  during  the 
long  terrible  retreat  from  Moscow.  He 
frequently  called  up  his  cabinet,  his  cloister 
of  seclusion,  and  spent  much  time  there. 
No  blood  or  the  passage  of  calculi  was  ever 
reported.  Napoleon  then  complained  of 
swollen  legs  and  also  ridiculed  his  own 
corpulency  with  his  prominent  abdomen, 
saying  it  was  “not  that  of  a soldier.”  He 
did  not,  however,  complain  of  ascites. 

At  the  Battle  of  Dresden  in  1813, 
Napoleon  again  had  severe  strangury. 
The  enemy  had  been  routed,  and  Napoleon 
appeared  to  be  on  the  way  to  becoming  the 
master  of  all  Europe.  However,  he  allowed 
the  pursuit  to  lag. 

The  Allied  forces  regrouped  and  later  de- 
feated him  at  Leipzig,  at  “The  Battle  of 
the  Nations.” 

Everthing  now  crumpled  about  the 
Emperor.  Several  months  la  ter  he  abdicated 
and  went  with  his  court,  but  without  his 
wife  or  child,  into  banishment  to  the  Island 
of  Elba.  During  his  ten  months  there, 
bladder  difficulties  were  noted,  as  also  at 
Fontainebleau  before  Elba. 

In  March,  1815,  he  escaped  from  Elba 
and  returned  for  his  hundred  days.  On 
the  long  trip  up  to  Paris  he  had  much 
urinary  discomfort,  especially  when  landing 
at  Cannes.  It  was  aggravated  by  the 
bouncing  of  the  heavy  wagon  wheels  over 
the  pavements.  Yet,  “He  reformed  the 
Empire,  threw  out  a King  and  formed  an 
Army  before  Waterloo,  an  enormous  task, 
requiring  supreme  exertion,  audacity,  will 
and  endurance.”  And  what  an  uncom- 
fortable man  he  must  have  been,  tortured 
with  bladder  pain! 


Defeat 

We  now  come  to  the  “enigma  of  Water- 
loo.” All  through  that  fateful  second  night 
after  his  first-day  success  at  Ligny,  he  was 
in  the  greatest  torment,  popularity  at- 
tributed to  acutely  thrombosed  hemor- 
rhoids, but  there  was  also  terrific  dysuria. 
Three  men  only  knew  of  this  illness.  They 
were  sworn  to  secrecy  which  they  main- 
tained for  nearly  fifty  years.  Kemble9 
states  that  the  next  morning  he  was  utterly 
prostrated,  dull,  and  drowsy,  unable  to  give 
attention  or  orders  and  delayed  action 
seven  hours.  He  did  not  follow  up  his  earlier 
success  with  his  characteristic  decision, 
alacrity,  and  lightning  speed.  He  was  then 
defeated.  His  lethargy  and  indecision  are 
interpreted  as  part  of  hypopituitarism  or 
Frohlich’s  syndrome,  by  Kemble.9  Many 
accounts  of  this  vary. 

On  the  contrary,  Hugo16  said  that  the 
Emperor,  on  the  morning  of  June  18, 
although  ill  and  suffering  from  a “local 
trouble,”  (he  didn’t  designate)  was  radiant, 
gay,  and  never  in  better  humor.  During 
that  night  he  was  up  and  had  reconnoitered 
through  the  lightning,  thunder,  and  rain. 
He  had  breakfast  with  several  generals, 
and  with  maps  on  their  knees  they  laid  out 
the  plan  of  attack.  Napoleon  was  certain 
that  he  would  be  victorious. 

However,  his  attack  was  late  and  didn’t 
start  until  3 : 00  p.m.  Hugo  said  that  it  was 
the  night  rain,  mud,  mire,  and  the  con- 
cealed sunken  road  at  O’hain  that  defeated 
him.  Hugo’s  description  of  the  massacre 
of  Waterloo  is  a classic  of  literature.  When 
all  was  lost  he  rode  “with  ghastly  bladder 
pain”  through  the  last  French  Square, 
which  had  been  called  up  for  his  protec- 
tion.17 Rows  of  his  soldiers  fell  all  about 
him,  but  he  was  not  hit.  The  French 
Army  then  fled  in  terrific  rout,  a rout 
greater  than  Napoleon  had  ever  inflicted 
on  any  opponent. 

He  also  had  dysuria  at  Aix  before  he  was 
taken  over  by  the  British.  On  October  15, 
1815,  he  arrived  at  St.  Helena.  During 
his  six  years  there,  he  had  frequent 
urinary  difficulty  and  was  often  seen  lean- 
ing his  head  against  a tree  or  wall  in  evident 
distress,  trying  to  make  water  and  passing 
only  small  amounts  in  a small  stream.  No 
hemorrhoidal  difficulties  were  ever  de- 
scribed there. 
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Final  years 

Francesco  Antommarchi,  M.D.,  was  Na- 
poleon’s last  physician  at  St.  Helena.  He 
was  a Corsican,  only  thirty  years  old,  and 
sent  by  Napoleon’s  family.  He  was  trained 
in  anatomy  dissections  at  the  medical  school 
in  Florence.  He  was  not  a very  pleasant 
character,  and  Napoleon  did  not  care  for 
him.  He  had  very  little  if  any  clinical 
experience  and  did  say  that  he  was  more 
familiar  with  dead  bodies. 

Napoleon  told  Dr.  Antommarchi  that 
he  had  long  experienced  bladder  trouble  and 
said,  “This  is  my  weak  part,  and  it  will 
ultimately  cause  my  death.”9  His  bladder 
pain  and  irritability  would  not  permit  him 
to  sleep  more  than  a few  hours  at  a time, 
and  often  he  had  to  leave  conferences 
abruptly. 

The  alleged  enlargement  of  the  liver  and 
pain  over  the  right  hypochondrium  occur 
characteristically  with  schistosomiasis.  In 
his  last  year,  gastric  malignant  disease  with 
liver  penetration,  which  is  rare  with  cancer, 
could  well  produce  such  pain  and  liver  en- 
largement, but  O’Meara6  said  he  had  found 
enlargement  five  years  before,  and  Bour- 
bienne,  his  secretary,  said  he  had  earlier 
complained  severely  of  liver  pain  (in  1802) 
certainly  before  cancer. 

When  all  is  said  and  done,  Napoleon  did 
die  of  cancer  of  the  stomach. 

Pathologic  findings 

The  pathologic  findings  were  reported 
by  Antommarchi,  the  necrotomist.  They 
were  also  described  by  Walter  Henry, 
M.D.,  the  recording  observer  for  the 
British.  Their  reports  are  found  in  Chap- 
lin’s18 excellent  monograph  and  in 
Kemble’s9  complete  medical  history. 

Chaplin18  and  Kemble9  are  excellent 
sources  of  medical  information.  I have  re- 
ferred to  them  freely,  and  also  to  Brice,14 
the  French  Surgeon  General,  who  de- 
scribed the  events  from  a French  viewpoint. 

Antommarchi  presented  a barely 
passable  and  incomplete  autopsy  protocol. 
There  were  seventeen  observers,  mostly 
British  medical  officers,  crowded  in  the 
billiard  room  with  members  of  the  French 
staff.  He  described  beyond  reasonable 
doubt  extensive  cancer  of  the  stomach 
with  a perforation  into  the  liver,  but  many 


have  doubted  it.  Of  this  we  will  say 
nothing  further. 

Most  important  from  the  standpoint  ot 
schistosomiasis  are  the  bladder,  liver,  and 
lung  findings.  The  urinary  bladder  was 
found  much  contracted  and  empty  except 
for  a “certain  amount  of  gravel  mixed  with 
some  small  calculi.”  No  measurements 
were  given.  “Numerous  red  spots  were 
scattered  upon  the  mucous  membrane  of 
this  organ,  and  its  walls  were  in  a diseased 
state.”9  Such  gross  pathology  is  described 
with  schistosomiasis.  The  left  kidney  was 
somewhat  misplaced  but  without  evident 
organic  abnormality.  There  were  no  re- 
ports of  the  rectum,  prostate,  or  the  genita- 
lia. Antommarchi  reported  “a  very  large 
and  hardened  liver  distended  with  blood, 
affected  by  chronic  hepatitis.”  No  weight 
was  stated.  Only  one  section  was  made; 
it  showed  no  abscess,  metastases,  or  indi- 
cated fibrosis.  There  were  no  gallstones. 
The  spleen  was  also  enlarged.  There  was 
disagreement  among  observers  as  to  the 
liver,  but  Shortt,  M.D.,  the  British  chief 
medical  officer,  thought  it  was  enlarged. 
No  ascites  was  reported,  but  a soft  trans- 
parent exudation  lined  the  internal  surface 
of  the  peritoneum.  No  tubercles  were 
noted  there. 

The  lung  findings  were  of  particular 
interest.  The  left  superior  lobe  was 
“sprinkled”  or  covered  with  tubercles  (no 
measurements),  and  several  small  “tuber- 
culous” excavations;  the  lung  paren- 
chyma was  normal  with  crepitation.  There 
were  thread-like  adhesions,  “bridles”  to 
the  chest  wall,  and  an  increase  of  pleural 
fluid.  He  said  the  bronchial  ganglia  were 
rather  enlarged  and  degenerated. 

Here,  it  is  of  interest  to  note  that  on 
March  15,  1966,  a report  on  peritoneal 
schistosomiasis  by  Blumberg,  Srinivasan, 
and  Parnes19  appeared  in  the  New  York 
State  Journal  of  Medicine.  An 
exploratory  laparotomy  showed  the  serosal 
surface  to  be  studded  with  small  nodules. 
Metastatic  carcinoma  was  strongly  sus- 
pected. However,  biopsy  microscopic 
studies  demonstrated  typical  foreign-body 
tubercles  around  spiked  ova,  similar  to  the 
pleural  tubercles  of  Napoleon.  Also, 

omental  veins  contained  adult  worms.  The 
patient,  a Puerto  Rican  woman,  had  had 
several  cesarean  sections,  and  these  un- 
doubtedly represented  implantation. 
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This  had  been  generally  interpreted  as  an 
obsolete  form  of  tuberculosis  which  his  son 
had  inherited,  but  I believe  that  these 
were  all  the  embolic  pseudotubercles  of  pul- 
monary schistosomiasis.  Napoleon  did  have 
frequent  dry  cough,  but  otherwise  there  was 
was  no  clinical  suggestion  of  pulmonary 
tuberculosis.  His  son,  the  king  of  Rome, 
later  the  duke  of  Reichstadt,  did  die  of  active 
consumption  in  Vienna,  ten  years  after  his 
father.  This  is  well  described  along  with 
the  activities  of  Napoleon  at  St.  Helena  by 
Creston.20 

The  heart  was  of  normal  conformation. 
I doubt  if  Antommarchi  would  have 
recognized  a right-sided  heart  enlargement 
or  cor  pulmonale.  Antommarchi  was  not 
allowed  to  examine  the  brain,  although  he 
said  he  much  desired  to  do  so  “in  such  a 
man  as  the  Emperor.”8 

To  depart  from  my  main  premise,  Dr. 
Henry  observed  that  the  penis  and  testicles 
of  Napoleon  were  very  small,  and  “seemed 
to  exhibit  a physical  cause  for  the  absence 
of  the  sexual  desire  and  the  chastity  which 
had  characterized  the  deceased.”9  In  this 
last  respect,  Napoleon  was  not  lacking. 
At  St.  Helena  he  continued  to  command 
women  to  his  bed  and  had  one  child, 
Napoleone,  by  the  wife  of  a member  of  his 
staff.  This  is  a salacious  “stock”  observa- 
tion repeated  by  many  narrators,  even  by 
Herold21  in  his  splendid,  dignified,  and  un- 
surpassed work. 

It  should  be  remarked  that  genital  re- 
traction with  shrinkage  of  the  prepuce  and 
scrotum  may  occur  at  twenty-four  hours 
post  mortem,  and  thus  the  external  genita- 
lia may  seem  small  at  the  “over  the 
shoulder  distance.” 

Dr.  Henry  also  made  phrenologic  ob- 
servations on  the  contour  of  Napoleon’s 
head  which  to  him  showed  a prominence  of 
“philogenitiveness”  or  the  ability  to  have 
much  progency  and  no  impotency.  Here 
we  have  the  silly  influence  of  Gall  and 
Spurtzheim,  the  popular  phrenologists  and 
high-grade  fakers  of  that  day,  even  in 
Boston!  Dr.  Henry’s  observations  of 
obesity  might  be  an  expected  characteristic 
of  a corpulent  Corsican  at  fifty-one  years. 

Dr.  Henry  said  that  the  body  was  deeply 
covered  with  fat,  with  particularly  white 
and  delicate  skin,  with  little  hair,  and  the 
pubis  resembled  the  mons  veneris  in 
women.  This,  along  with  his  suggestion  of 


sexual  infantilism,  probably  influenced 
Guthrie8  to  write  his  article. 

It  may  have  also  later,  with  polyurea, 
impressed  Kemble9  in  his  suggested 
diagnosis  of  Frohlich’s  syndrome.  Kemble 
may  present  reasonable  evidence,  but  I 
cannot  agree  with  him.  He  writes  extremely 
well  and  his  book  is  a most  interesting  and 
valuable  historical  and  medical  contri- 
bution on  Napoleon,  but  as  a genitourinary 
surgeon,  he  did  not  think  of  schistoso- 
miasis! 

I was  much  impressed  that  Scott10  had 
such  direct,  personal  contact  with  the  men 
who  had  been  at  St.  Helena  or  knew 
Napoleon  firsthand.  He  also  consulted 
with  the  “Iron  Duke”  Wellington.  He 
writes  with  a novelist’s  hand,  and  a polio 
leg,  with  general  reflections  of  the  disputes, 
constant  feuds,  squabbles,  and  intrigues 
there.  He  said  that  Napoleon  considered 
the  frightful  Rock  of  St.  Helena  as  a 
“devil’s  island”  and  the  governor,  Sir 
Hudson  Lowe,  as  a “hired  assassin.”  Lowe 
would  not  allow  him  his  imperial  title,  and 
Sir  Walter  despised  Napoleon. 

Sir  Walter  did  say  “in  spite  of  the  ghastly 
evidence  of  the  anatomical  operation” 
that  the  “impossible”  Antommarchi  later 
reversed  himself  and  said  his  patron  did 
not  have  cancer  or  scirrhus  of  the  pylorus, 
but  died  of  a chronic  gastroenteritis,  en- 
demic to  St.  Helena.  Sir  Walter  found 
that  the  hospital  of  the  island  never  pro- 
duced a single  such  case.  Antommarchi 
wrote  much  that  was  contradictory  and 
unreliable.  Later  he  was  looked  on  with 
contempt.  Of  course  he  tried  to  justify 
his  earlier  diagnosis  of  hepatitis,  but  there  is 
little  doubt  of  the  gastric  malignant  disease 
even  without  microscopic  examinations. 
However,  he  did  describe  bladder,  lung, 
and  liver  findings  significant  of  schisto- 
somiasis. 

Conclusion 

In  conclusion,  the  writer  believes  that 
after  Egypt,  Napoleon  had  urinary  dif- 
ficulties which  apparently  he  did  not  have 
before.  The  incidence  of  schistosomiasis  in 
Egypt  was  great  and  had  been  so  for 
centuries.  In  his  year  and  four  months 
there,  he  could  easily  have  contracted  it. 

The  clinical  data  are  of  necessity  sketchy. 
No  microscopic  sections  or  sediment, 
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eosinophilia,  worms,  or  ova  were  demon- 
strated, but  there  was,  at  autopsy,  bladder 
abnormality  with  gravel.  Dysuria,  en- 
largement of  the  liver  with  pain,  a chronic 
cough  with  pseudotubercles  found  on  the 
left  lung,  ankle  edema,  and  skin  rashes 
were  all  present.  These  are  all  in  keeping 
with  the  symptoms  and  abnormal  condi- 
tions produced  by  the  Schistosoma  hae- 
matobium or  bilharzia. 

Also,  his  hemorrhoids  may  have  been 
related.  Kemble9  says  they  appeared  at 
twenty-eight  years  of  age.  This  was  just 
before  Egypt,  and  still  may  indicate 
portal  obstruction  as  well  as  local  invasion 
by  the  worm. 

Therefore,  it  is  believed  that  Napoleon 
had  schistosomiasis  or  bilharziasis,  and  this 
is  presented  as  an  additional  new  diagnosis 
for  the  emperor  Napoleon  Buonaparte. 

1202  State  Tower 
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Many  numerical  values  we  casually 
accept  as  physical  constants  are  nothing 
more  than  agreed-on  conventions.  For 
example,  is  98.6  F.  normal  body  tempera- 
ture for  every  individual?  How  many 
normal  healthy  males  have  a hemoglobin 
level  of  15.6  Gm.  per  100  ml.?  Those  of 
us  who  are  interested  in  music  know  that 
A above  middle  C is  a tone  equivalent  to 
sound  at  440  cps  (cycles  per  second).  This 
is  true  now,  but  it  was  not  always  true. 
As  Wallace  Stevens  wrote,  somewhat 
cryptically,  “Things  as  they  are/Are 
changed  upon  the  blue  guitar.” 

In  May,  1939,  the  International  Stand- 
ards Association  recommended  that  “the 
standard  musical  pitch  shall  be  based  on  a 
frequency  of  440  cycles  per  second  for  A 
in  the  treble  stave.”  This  recommenda- 
tion was  later  adopted  by  the  countries 
participating  in  the  conference.  Although 
the  United  States  was  not  officially  repre- 
sented, preliminary  consultations  had  been 
held  with  American  authorities;  actually, 
instrument  makers  the  world  over  had  been 
using  the  440-cycle  standard  for  many 
years.  Like  most  other  international  agree- 
ments the  1939  decision  came  after  a num- 
ber of  fruitless  efforts  to  arrive  at  an  agree- 
ment and  after  a long  history  of  chaotic 
confusion.  In  his  article  in  Grove’s  Diction- 
ary of  Music  and  Musicians,  St.  Lloyd1 


points  out  that  the  statement  that  pitch 
has  fluctuated  considerably  over  the  past 
four  hundred  years  implies  that  there  was 
a pitch,  and  that  is  not  true.  Even  in  the 
same  locality  several  pitches  could  be 
found  at  a given  time.  The  pitch  used  by  a 
given  orchestra  varied  over  the  years.  For 
example,  the  original  pitch  of  the  Royal 
Philharmonic  Society  in  1813  was  424  cps 
(about  A flat),  rising  to  433  cps  with  Sir 
George  Smart  between  1820  to  1826,  then 
to  453  cps  from  1846  to  1854,  and  finally  to 
455  cps  (about  A sharp)  after  1874. 

There  was  no  official  recognition  of  the 
question  of  uniform  pitch  until  1858  when 
the  French  government  organized  a com- 
mission including  Auber,  Berlioz,  Halevy, 
Meyerbeer,  two  physicists,  and  four  govern- 
ment officials  to  look  into  the  matter. 
Their  report  the  following  year  informed 
the  government  that  pitch  varied  all  over 
Europe  from  434  to  455.5  cps  and  that  in 
Paris  alone  pitch  had  risen  from  404  to 
448  cps  in  a century  and  a half.  As  a re- 
sult of  their  recommendations  French  pitch 
was  fixed  at  435  cps  without  reference  to 
temperature.  The  new  standard  was  well 
received  in  Germany  and  Italy,  although 
it  was  not  uniformly  accepted  in  those 
countries.  Chaos  still  reigned  in  English 
musical  circles.  An  international  confer- 
ence at  Vienna  in  1886,  at  which  England 
was  not  represented,  reaffirmed  the  French 
diapason  normal  at  435  cps  at  15  C.  This 
was  a bit  below  room  temperature;  if  a 
tuning  fork  vibrated  at  this  frequency  at 
15  C.,  wind  instruments  would  do  so 
naturally  only  at  about  24  C. 

Cathcart’s  role 

The  question  of  concert  pitch  was  not 
resolved  in  London  until  the  mid-1890’s, 
and  a British  laryngologist,  George  Clark 
Cathcart  (1860-1951),  played  a decisive 
role  in  bringing  about  the  solution.  Cath- 
cart was  born  and  educated  in  Edinburgh, 
receiving  his  M.A.  from  the  University  in 
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1883.  To  cure  a stammer  he  then  went  to 
Naples  where  he  studied  under  Scafati,  one 
of  the  last  teachers  of  the  old  Italian  bel 
canto.  Although  he  may  have  been  inter- 
ested in  music  before  then,  his  study  of 
voice  production  in  Italy  determined  not 
only  a major  portion  of  his  later  profes- 
ional  interests  but  also  was  directly  respon- 
sible for  his  role  in  casting  the  die  for  con- 
cert pitch. 

Cathcart  returned  to  Edinburgh  to  study 
medicine,  earning  his  M.B.  and  C.M.  in 
1891.  He  came  to  London  as  a resident 
at  the  Children’s  Hospital,  Great  Ormond 
Street;  then  became  resident  surgeon  at 
the  old  London  Throat  Hospital  (later 
united  with  the  Throat  Hospital,  Golden 
Square),  to  which  he  was  later  appointed 
consulting  surgeon  and  finally  honorary 
surgeon.  He  did  not  receive  his  M.D. 
degree  until  1908,  after  the  events  about  to 
be  related. 

In  December,  1893,  Queen’s  Hall  was 
opened  on  Regent  Street.  It  accommoda- 
ted an  audience  of  2,492  and  was  acousti- 
cally excellent.  From  its  opening  until  it 
was  destroyed  by  bombing  in  May,  1941, 
Queen’s  Hall  was  the  principal  orchestral 
hall  in  London.  In  1894  Robert  Newman 
conceived  the  idea  of  starting  the  Prom- 
enade Concerts  there.  Newman  had 
studied  at  the  Royal  Academy  and  was  a 
classmate  of  Henry  Wood  (later  Sir  Henry). 
They  were  both  in  their  twenties,  and  Wood 
was  a promising  young  conductor  with 
some  good  experience  in  the  theater  and 
opera  pit.  Newman  tried  to  interest 
Wood  in  leading  the  orchestra  at  the  pro- 
jected Promenade  Concerts  and  asked  him 
if  he  could  supply  or  help  raise  capital  to 
back  them.  What  happened  next  is  best 
told  by  Sir  Henry  Wood  in  his  autobiog- 
raphy, My  Life  of  Music .I 2 

I gave  a lesson  later  in  the  day  to  W.  A. 
Peter  kin,  a Scot  with  a fine  bass  voice. 
Very  often  a friend  of  his  came  in  during  the 
lesson  and  sat  quietly  at  the  far  end  of  my 
large  music-room.  . . . During  a short  rest 

in  the  lesson  I told  Peterkin  about  Robert 
Newman  and  said  I only  wished  I could  find 
the  money. 

Came  a voice  from  the  other  end  of  the 
room:  “Please  tell  me  more  about  this 

project,  Mr.  Wood.” 

I was  then  formally  introduced  to  Dr. 
George  Cathcart,  the  ear  and  throat  specialist, 
who  (it  transpired)  had  sent  Peterkin  to 


me  for  lessons.  I told  Dr.  Cathcart  exactly 
what  Newman  had  said. 

“I  want  you  to  introduce  me  to  Newman,” 
he  said.  “I  might  put  up  the  money  if  he 
will  do  two  things:  one  is  establish  the  low 
pitch  and  the  other  to  engage  you  as  his  only 
conductor.” 

The  first  of  these  conditions  was  interesting 
in  itself.  Dr.  Cathcart,  as  a throat  specialist, 
understood  the  human  voice  and  the  harm 
the  English  high  pitch  was  doing  to  singers. 
The  low  pitch  was  in  vogue  on  the  Con- 
tinent. . . . With  the  high  pitch  it  was  very 
nearly  impossible  to  sing  opera  or  oratorio. 
English  singers,  even  then,  were  putting  up 
a good  fight  for  the  low  pitch,  but  it  was  by 
no  means  established.  Sims  Reeves  refused 
to  sing  in  a Handel  Festival  unless  the  low 
pitch  was  used,  but  organs  and  wind  instru- 
ments were  built  to  high  pitch — for  which 
Sir  Michael  Costa  was  to  blame.  . . . 

I introduced  him  to  Newman  who  agreed 
to  the  second  condition  without  hesitation, 
but  was  reluctant  about  the  first.  He  liked. 
the  high  pitch.  However,  he  succumbed  to 
Dr.  Cathcart’s  better  judgment.  Of  what 
the  financial  arrangements  were,  I knew 
practically  nothing — -I  know  very  little  even 
now;  but  I do  know  that  Dr.  Cathcart  was 
directly  responsible  for  the  inception  of  the 
Promenade  Concerts  in  August,  1895. 

His  condition  about  pitch  must  have  cost 
him  a good  deal,  for  it  meant  new  wind 
instruments.  The  players  refused  to  buy 
them,  for  they  (like  Newman)  had  no  faith 
in  the  establishment  of  the  low  pitch.  I 
went  to  Victor  Mahillon’s  place  in  Wardour 
Street  to  buy  these  instruments  which  were 
lent  to  the  players  for  the  season.  Most  of 
them,  however,  bought  them  from  Dr. 
Cathcart  at  the  end  of  the  first  season — - 
an  acknowledgment  that  he  had  won  his 
battle  for  the  low  pitch  in  England.  The 
organ  was  lowered  to  A 439  at  59  F.,  to  be 
in  tune  with  A 435.5  in  a heated  hall.  . . . 

As  for  Dr.  Cathcart,  the  friendship  which 
originated  in  so  unconventional  a manner  in 
my  studio  forty-three  years  ago  still  remains 
unbroken.  Barely  a week  passes  without 
our  meeting.  If  you  were  to  ask  him  why 
he  risked  all  that  money  he  would  tell  you 
he  was  young  at  the  time  and  had  no  idea 
what  the  entire  cost  of  financing  the  concerts 
would  prove  to  be.  He  has  helped  many 
people  since,  but  still  declares  I am  his  only 
real  success.  Of  this  I am  convinced:  had 
Dr.  Cathcart  not  come  forward  with  the 
capital,  Newman  would  have  found  a way 
to  further  his  scheme — but  the  high  pitch 
would  have  ruled  because,  as  I said  before, 
he  did  not  share  the  Doctor’s  view  on  this 
point. 

Cathcart’s  triumph  was  confirmed  the 
following  season  when  the  Philharmonic 
Society,  acting  on  the  advice  of  A.  J. 
Hipkins,  lowered  its  pitch  to  439  cps. 
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which  was  what  the  French  standard 
proved  to  be  under  playing  conditions. 
The  increase  to  440  cps  four  decades  later 
was  the  result  of  improved  physical  meth- 
ods for  producing  a standard  frequency  by 
an  electric  tone  generator  which  was  inde- 
pendent of  temperature. 

Newman  continued  to  carry  the  responsi- 
bilities of  the  Promenade  Concerts  until 
1901  when  his  ventures  in  the  theatrical 
world  required  that  new  backing  be  found. 
This  was  supplied  by  Edgar  Speyer  (later 
Sir  Edgar),  the  husband  of  the  American 
violinist,  Leonora  von  Stosch.  In  1915  the 
responsibilities  were  assumed  by  Messrs. 
Chappell  & Co.  and  in  1927  by  the  British 
Broadcasting  Company.  The  new  Queen’s 
Hall  orchestra  which  Sir  Henry  Wood 
founded  later  became  the  nucleus  of  the 
B.B.C.  orchestra. 

Cathcart  made  one  further  contribution 
to  the  Proms.  He  had  the  idea  of  putting 
a fountain  in  the  middle  of  the  promenade, 
saying  that  it  looked  attractive  and  that 
the  blocks  of  ice  used  to  keep  the  flowers 
fresh  would  keep  the  temperature  at  a 
reasonable  level.  This  was  half  a century 
before  air  conditioning  became  prevalent 
in  newly  built  halls.  In  later  years, 
Cathcart  was  a regular  member  of  the 
audience  at  the  Proms.  He  had  developed 
a fine  consulting  practice;  his  obituary 
tells  us  “He  was  a careful  and  conscientious 
surgeon  ...  and  most  of  the  leading  general 
practitioners  in  the  West  End  of  London 
reposed  their  trust  in  his  judgment.  Many 
famous  singers  consulted  him,  and  he  was 
a familiar  figure  backstage  at  Covent 
Garden.  He  numbered  among  his  honours 
that  of  Honorary  Laryngologist  to  the 
Royal  Academy  of  Music,  a post  no  other 
man  has  been  found  qualified  to  fill. 
In  1926  he  edited  Hunter  Tod’s  Diseases 
of  the  Ear  and  in  the  same  year  published 
his  own  monograph  on  The  Treatment  of 
Chronic  Deafness  by  the  Electrophonoide 
Method  of  Ziind-Burguet." 3 

There  can  be  no  doubt  of  his  close  friend- 
ship with  Wood  over  the  years.  In  his  auto- 
biography Sir  Henry  makes  frequent  refer- 
ence to  Cathcart  as  a friend  and  compan- 
ion. It  was  Cathcart  who  gave  Wood 
great  moral  support  and  comfort  when  his 
first  wife  Olga  Narishkin,  a distinguished 
soprano,  the  daughter  of  Princess  Sophie 
Urussov,  died  in  1909.  Sir  Henry  died  in 


1944  after  celebrating  his  fiftieth  anniver- 
sary as  conductor  of  the  Proms.  However, 
the  second  Lady  Wood  may  not  have  been 
so  fond  of  Dr.  Cathcart  as  were  her  hus- 
band and  her  predecessor.  After  Cath- 
cart’s  obituaries  appeared,  summarizing 
his  share  in  founding  the  Proms,3  4 a brief 
note  appeared  in  the  Lancet  reading: 

corrigendum. — -Lady  Wood  informs  us  that 
Dr.  George  Cathcart,  whose  obituary  was 
published  on  Jan.  20,  took  no  formal  part 
in  the  Queen’s  Hall  Promenade  Concerts 
beyond  finding  the  cost  of  instituting  the 
low  French  pitch.5 

Lady  Wood’s  postmortem  information  is 
at  variance  with  her  late  husband’s  version 
as  well  as  with  other  published  accounts 
of  the  origin  of  the  Proms.6  7 Put  chari- 
tably, her  comment  does  not  seem  quite 
ladylike. 

Voice  production 

Cathcart  appears  to  have  been  a rather 
retiring  man  who  had  no  great  interest  in 
publicizing  his  own  endeavors.  Charac- 
teristically, he  set  forth  his  own  ideas  on 
voice  production  as  a chapter  in  someone 
else’s  book,  an  obscure  publication  at  that.8 
He  emphasized  the  use  of  correct  breath- 
ing; proper  action  of  the  respiratory 
muscles  on  the  thoracic  cage;  and  the 
importance  of  the  lungs,  the  ventricles  of 
Morgagni,  the  pharynx,  the  nasopharynx, 
and  the  mouth  as  successive  resonators. 
With  proper  training,  good  voice  produc- 
tion becomes  unconscious,  almost  re- 
flexive. Always  on  the  side  of  the  singer, 
Cathcart  wrote  that 

. . . every  year,  in  this  country  alone, 
hundreds  of  pupils  are  having  their  voices 
ruined,  many  of  them  beyond  repair.  . .their 
hopes  of  that  brilliant  future  to  which  they 
had  so  ardently  looked  forward,  and  to 
attain  which,  they,  and  possibly  their  re- 
lations, had  devoted  all  their  substance,  are 
completely  shattered;  and  after  years  of 
unavailing  labour  they  find  themselves 
impoverished  in  mind,  body,  and  estate.  . . 
the  number  of  years  spent  in  trying  to  learn 
an  art  which  their  teacher  was  not  competent 
to  teach  must  in  the  aggregate  amount  to  a 
huge  total,  and,  if  we  consider  the  money 
spent,  the  time  wasted,  and  the  consequent 
shattered  condition  of  the  nerves  often  lead- 
ing to  grave  and  permanent  neurasthenia, 
the  art  of  voice  production  becomes  a sub- 
ject of  great  importance.  . . 
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Were  these  principles  but  carried  out  at 
the  present  time  there  would  be  no  reason 
why  the  art  of  bel  canto  should  not  be  re- 
vived in  England,  so  that  English  voices 
would  no  longer  be  thin,  colourless,  and 
monotonous. 

In  recent  years  there  does  seem  to  have 
been  an  improvement  in  the  vocal  quality 
of  English  singers.  Possibly  Cathcart’s 
efforts  were  not  in  vain. 

Acknowledgment.  The  author  acknowledges  with 
thanks  the  suggestion  by  Prof.  Ian  G.  W.  Hill,  Department  of 
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subject. 


Metronidazole  in  pregnancy 


Although  several  preparations  are  available 
for  the  treatment  of  trichomonas  vaginitis,  their 
use  during  pregnancy  is  compromised  by  the 
desire  to  avoid  vaginal  therapy  during  gesta- 
tion. Numerous  studies  have  shown  orally 
administered  metronidazole  (Flagyl)  to  be  ef- 
fective, but  information  on  its  use  during  preg- 
nancy has  been  insufficient.  In  this  study, 
reported  in  a recent  issue  of  the  American  Journal 
of  Obstetrics  and  Gynecology,  William  F.  Peter- 
son, M.C.,  John  E.  Stauch,  M.C.,  and  Con- 
stance D.  Ryder,  R.N.,  206  pregnant  women 
were  given  metronidazole  for  trichomonas 
vaginitis  during  all  stages  of  pregnancy.  The 
over-all  cure  rate  was  over  99  per  cent,  with 
no  noticeable  fetal  effects.  However,  while 
there  was  no  apparent  cause  and  effect  rela- 
tionship between  the  drug  and  congenital 
anomalies,  it  was  suggested  that  therapy 
should  be  avoided  during  the  first  trimester. 

The  206  cases  were  collected  from  14  different 
base  hospitals  in  various  parts  of  the  country. 
The  patients  ranged  in  age  from  fifteen  to 
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forty-four  years.  During  the  first  half  of  the 
study,  the  dose  of  metronidazole  was  500  mg. 
orally  twice  a day  for  ten  days.  In  1963  the 
dose  was  changed  to  250  mg.  twice  a day  for 
ten  days.  Coitus  but  not  douching  was  per- 
mitted. In  the  first  course  of  therapy  no 
husbands  were  treated,  but  in  the  multiple 
course  groups  some  were  included.  After  the 
first  course,  an  attempt  was  made  to  obtain 
cultures  each  month  for  a minimum  of  three 
months.  If  the  results  were  positive  at  follow- 
up, the  course  was  repeated.  Each  infant  was 
evaluated  by  an  obstetrician  and  a pediatrician. 

Only  one  course  of  therapy  was  needed  in 
156  patients  for  a cure.  Among  the  patients 
requiring  multiple  courses,  6 were  cured  by  a 
second  course  without  treatment  of  husbands. 
Continued  recurrences  were  experienced  by 
30  (15.2  per  cent)  until  their  husbands  were 
treated.  Two  patients  failed  to  respond  after 
four  courses,  and  5 had  positive  cultures  when 
lost  to  follow-up.  There  were  200  single  and 
6 multiple  births.  In  the  55  patients  who  had 
been  treated  the  first  trimester,  the  incidence 
of  abortion  was  11  per  cent,  consistent  with  the 
general  incidence.  In  the  195  viable  single 
births,  perinatal  loss  was  2.5  per  cent. 
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Special  Article 


Friendly  Dog  Syndrome 


DANIEL  KLEIN,  M.D. 
Brooklyn,  New  York 

Attending,  Department  of  Plastic  Surgery,  Brooklyn 
Jewish  Hospital,  Jewish  Chronic  Disease  Hospital, 
Adelphi  Hospital,  Community  Hospital,  and  Swedish 
Hospital  in  Brooklyn,  Brooklyn;  Assistant  Attending 
Plastic  Surgeon,  Queens  Hospital  Center,  Queens 


At  the  risk  of  being  declared  persona 
non  grata  by  the  D.L. A.,  * among  whom  my 
grandchildren  are  listed,  I make  the  state- 
ment that  there  are  no  friendly  dogs.  I 
expect  a deluge  of  contrary  statements,  but 
let  us  look  at  the  facts. 

For  many  years  I have  been  impressed 
with  the  relatively  large  numbers  of  cases  of 
severe  dog  bites  referred  for  plastic  repair. 
In  each  of  these  cases,  both  the  owner  and  the 
victim  have  labeled  the  dog  as  “friendly.” 
Discussion  with  other  plastic  surgeons 
brought  out  the  observation  that  they  too 
have  seen  quite  a few  severe  dog  bites. 
Occasional  articles  have  appeared  in  the 
literature  describing  the  local  incidence  of 
animal  bites,  but  none  of  these  have  been 
projected  on  a national  scale.  The  infor- 
mation for  this  article  has  been  obtained  by 
communication  with  each  department  of 
health  of  the  48  states  locally.  The  City 
of  New  York  Department  of  Health, 
Veterinary  Division,  was  particularly  help- 
ful. A number  of  fatalities  were  also  re- 
ported. Most  of  the  states  had  no  figures 
for  dog  bites  in  so  far  as  reporting  of  these 
was  not  required.  The  photographs  are  all 
personal  cases  (Fig.  1).  The  “after”  re- 

* Dog  Lovers  of  America. 


suits  are  not  shown,  since  dog  bites  are  pre- 
sented as  a problem  in  prevention.  It  is 
one  of  a magnitude  which,  I believe,  has 
never  before  been  presented. 

The  definition  of  a dog  bite  is  an  acute 
injury  characterized  usually  by  lacerations 
involving  the  exposed  areas  of  the  body, 
especially  the  face.  The  causative  “organ- 
ism” is  usually  a very  “friendly  dog,”  more 
often  than  not  the  family  pet  or  that  of  a 
neighbor.  In  the  author’s  cases,  restricted 
to  a city  practice,  the  range  of  animals  has 
been  from  the  “friendly”  beagle,  to  the 
“gentle,  child-loving”  German  shepherd, 
to  the  not-so-friendly  Doberman.  Working 
dogs  and  sporting  dogs  were  reported  to 
cause  the  largest  percentage  of  bites.1 
Female  dogs  and  young  dogs  have  been 
reported  to  inflict  the  highest  bite  rate.1 

Incidence 

This  is  an  endemic  condition  with  periods 
of  exacerbation.  In  October,  1959,  the 
U.S.  Department  of  Health,  Education, 
and  Welfare  published  a report  Epidemiol- 
ogy of  dog  bites,  in  which  the  reported  animal 
bite  rate  was  362  per  100,000  population. 
This  brings  us  to  a figure  of  660,000  bite 
cases  per  year  based  on  a population  of  180 
million  people.  It  is  my  belief  that  this 
figure  of  660,000  per  year  is  a low  one  in  so 
far  as  this  is  based  only  on  a reported  rate. 
Many  bites  of  more  or  less  severity  go  un- 
reported because  of  laxity  on  the  part  of  the 
physicians  and  also  reluctance  on  the  part 
of  both  owner  and  victim  to  report  these 
occurrences  to  the  local  authorities  and  thus 
avoid  the  annoyances  of  investigation  and 
quarantine  of  their  pet.  I am  certain  that 
many  smaller  bites  and  scratches  are  not 
deemed  important  enough  by  the  families 
and  physicians  to  warrant  reporting.  A 
personal  communication  from  the  Depart- 
ment of  Health  of  the  State  of  Maryland 
where  a survey  is  now  in  progress  notes  that 
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FIGURE  1.  (A)  Bites  of  mouth  and  face.  (B)  Lip  laceration.  (C)  Avulsion  of  lower  lid  including  laciimal 
duct.  (D)  Lacerations  of  face.  (E)  Avulsion  of  part  of  nose.  (F)  Laceration  of  mouth. 


“our  preliminary  figures  indicate  that  only 
one  in  ten  animal  bites  is  reported  to  health 
agencies  for  investigation.”  Many  states 
have  no  required  reporting  of  this  type  of 
case.  In  the  City  of  New  York  an  average 
of  30,000  animal  bites  of  human  beings 
are  reported  annually.  As  a side  note,  the 
local  laws  here  only  take  up  the  final  dispo- 
sition of  the  dog  when  three  incidents  by 
the  same  animal  requiring  medical  atten- 
tion are  reported  to  the  Department  of 
Health.  Taking  the  base  estimate  of  660,- 
000  as  a reported  rate,  and  with  these  ob- 
servations in  mind,  it  is  easily  conceivable 
that  at  the  very  least,  2 million  people  a 
year  sustain  some  type  of  injury  from  ani- 
mals, chief  of  which  is  the  dog. 


Season 

A great  rise  of  cases  occurs  when  the 
warm  weather  arrives  and  both  children 
and  dogs  are  out  of  the  home.  Bites 
generally  double  from  April  until  school 
begins  in  September. 

Age  and  occupation 

As  would  be  expected,  the  largest  num- 
ber of  bites  are  seen  in  children.  Delivery 
boys,  milkmen,  and  salesmen  coming  to 
homes  are  the  next  largest  category.  It  is 
interesting  to  note  that  7,000  mailmen  were 
involved  last  year  in  dog  bites,  and  that 
the  post  office  department  has  a dog-repel- 
lent cartridge  available  for  issue. 
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Location 

Most  of  these  attacks  occur  in  the  home 
or  in  the  vicinity  of  the  dog  owner,  with  the 
victim  usually  not  a stranger.  A study  of 
incidents  in  Pittsburgh  in  July  and  August 
of  1963  revealed  that  of  a total  of  947  dog 
bites  reported,  778  or  82  per  cent  were  in 
or  near  the  dog  owner’s  home  or  in  the  local 
neighborhood  near  the  dog’s  home.  These 
were  not  strays.  The  Richmond  County 
Department  of  Health,  Augusta,  Georgia, 
reported  in  1963  a series  of  631  dog  bites. 
Of  these,  551  were  “friendly-dog”  incidents 
by  the  family’s  own  pet  or  by  that  of  a 
neighbor.  Only  80  or  12  per  cent  were 
caused  by  a stray.  Every  case  that  the 
author  has  seen  in  his  private  practice  has 
been  caused  by  a “friendly  dog,”  the  family 
pet  or  that  of  a close  friend  or  relative.  I 
will  not  discuss  at  this  moment  the  question 
of  who  provoked  whom.  The  facts  are 
that  large  numbers  of  people  are  bitten 
by  “friendly  dogs,”  many  more  than  is 
commonly  believed.  The  figures  when 
searched  for  are  astounding  and  shocking. 

Pathogenesis 

The  injury  is  sustained  when  least  ex- 
pected, so  much  so  that  a clear  picture  of 
just  what  happened  is  usually  not  obtained. 
This  is  especially  true  with  children. 

Prevention 

Man  has  not  learned  how  to  live  with 
dogs.  He  treats  the  dog  as  a completely 
domesticated  animal  when  in  reality  he  is 
part  wild.  We  respect  wild  horses  until 
we’ve  trained  them.  Even  so,  we  don’t 
take  chances  lest  the  animal  bite  or  kick. 
We  assume  too  much  in  our  relationships 
with  dogs  and  foolishly  abandon  fundamen- 
tal rules.  I am  not  condemning  dogs,  any 
more  than  I would  the  automobiles  which 
killed  47,000  people  last  year  in  this  coun- 
try alone.  The  pet  population  of  this 
country  is  in  the  category  of  big  business. 
The  cat-  and  dog-food  industry  does  a 
volume  estimated  at  $550  million  yearly, 
and  Americans  spend  more  than  $3  billion 
yearly  on  a pet  population  of  54  million 
cats  and  dogs,  20  million  parakeets  and 
canaries,  and  1 million  assorted  snakes, 
hamsters,  monkeys,  and  other  friends  of 


man. 2 A few  rules  of  behavior  may  prevent 
a number  of  these  animal  bites: 

1.  Above  all,  do  not  hold  your  face 
close  to  a dog. 

2.  Do  not  permit  your  dog  to  roam  at 
large.  Keep  him  on  a leash  under  your 
control.  The  city  of  Dallas  reported  a 
50  per  cent  drop  in  reported  dog  bites  fol- 
lowing the  passage  of  a city  leash  law. 

3.  Do  not  permit  a young  person  to  lead 
a large  dog. 

4.  Do  not  pet  a strange  dog.  Not 
knowing  and  misinterpreting  your  inten- 
tion, the  animal  may  reward  you  with  a 
bite. 

5.  Do  not  tease  a dog,  pull  its  tail,  or 
take  away  food,  a bone,  or  a toy  with 
which  he  is  playing. 

6.  Do  not  run  in  front  of  a dog  while  on 
skates  or  a bicycle.  It  startles  him  and  he 
may  bite. 

7.  Do  not  touch  a dog  while  he  is 
asleep  or  is  unaware  of  you. 

8.  Do  not  permit  your  dog  to  stray. 

9.  Vaccinate  your  dog  periodically 
against  rabies  for  the  safety  of  your  dog  and 
your  family. 

10.  Keep  your  dog  on  a leash  or  con- 
fined to  a safe  area  when  accepting  deliver- 
ies of  mail  or  packages  from  delivery  boys. 

11.  Do  not  give  a dog  to  children  under 
at  least  six  years  of  age.  Teach  them  how 
to  take  care  of  their  pets  and  not  to  abuse 
them.  A dog  will  take  only  so  much  even 
from  the  immediate  family. 

12.  A dog  owner  has  the  responsibility 
of  training  his  animal.  Any  dog  can  become 
a “bum,”  soiling  your  neighbor’s  sidewalks 
and  howling  during  the  night  or  when  left 
alone.  “Man’s  best  friend”  can  also  be- 
come a pest.  Proper  training,  discipline, 
and  care  are  essential.  Training  a dog  re- 
quires effort  and  some  cost.  If  you  are  not 
willing  to  invest  in  this,  don’t  have  a dog. 
A dog  can  turn  into  an  outlaw  and  become 
vicious  and  should  then  be  destroyed  or 
sent  somewhere  where  he  can  be  taken  care 
of  properly.  It  has  been  difficult  to  de- 
termine if  there  is  any  special  breed  of  dog 
that  would  be  less  likely  to  bite  people. 
There  is  no  safe  breed.  Any  dog  without 
proper  training  and  under  provoking  cir- 
cumstances will  turn  and  bite  even  mem- 
bers of  the  immediate  family  on  their  own 
premises. 
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13.  Again,  above  all,  do  not  hold  your 
face  close  to  a dog. 

Reasons  for  owning  dogs 

For  many  unattached  and  lonely  people, 
this  pet  is  a source  of  comfort.  There  is  a 
living  thing  to  talk  to,  care  for,  and  feel 
responsible  to — needs  we  all  inherently  have. 
There  is  the  companionship  which  all  dog 
owners  enjoy.  The  dog  also  represents 
protection  to  person  and  property.  There 
is  also  the  responsibility  which  a child 
learns  from  caring  for  a dog  and  the  joys  he 
receives  from  watching  the  growth  of  his 
pet.  For  some  people,  a dog  provides  the 
only  excuse  to  get  one  out  of  the  house  for  a 
little  extra  activity.  This  is  particularly 
delightful  late  at  night,  on  a cold  snowy 
evening,  or  during  a rainstorm. 

Treatment 

The  local  lesions,  no  matter  how  exten- 
sive, are  treated  as  any  other  lacerations. 
Copious  washing  with  soap  and  water  and 
irrigation  with  a benzalkonium  chloride 
solution  is  followed  by  primary  closure  with 
accepted  surgical  technics.  These  wounds 
heal  well.  Rabies  treatment  will  depend 
on  the  examination  of  the  animal. 

Liability  of  dog  owners 

The  old  adage  that  every  dog  is  entitled 
to  one  free  bite  is  passing  into  oblivion. 
Many  states  have  passed  strict  liability 
laws  leaving  little  room  for  argument  as 
to  who  did  what  to  whom,  how  provoked  the 


dog  was,  and  so  on.  If  he  bites,  you  pay. 
This  is  particularly  true  where  children  are 
involved,  and  the  majority  of  bites  involve 
children.  The  dog  may  be  implicated  in- 
directly in  liability  when  he  may  cause  an 
accident  by  frightening  a child  on  a bike  or 
skates  or  even  a passing  motorist.  Thus 
the  dog  owner  has  the  necessity  of  providing 
himself  with  adequate  liability  insurance. 
One  example  will  suffice:  On  October  20, 

1964,  a jury  in  White  Plains,  New  York, 
awarded  a $100,000  verdict  to  a plaintiff  as 
a result  of  dog  bites. 3 

Summary 

A review  of  the  magnitude  of  the  inci- 
dence of  dog  bites  in  this  country  has  been 
presented.  Suggestions  have  been  offered 
in  an  attempt  to  decrease  the  number  of 
people  who  suffer  casualties  from  animals, 
chief  of  which  is  the  dog.  A careful  perusal 
of  the  figures  presented  will  show  that  there 
is  no  “friendly  dog,”  and  that  under  proper 
circumstances,  the  dog  can  and  will  attack 
even  members  of  the  immediate  family. 
The  photographs  presented  are  some  of  the 
personal  cases  treated  by  the  author,  and 
all  of  the  injuries  have  been  caused  by  a 
“friendly  dog.” 

1 Hanson  Place 
Brooklyn,  New  York  11217 
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Serenadings  by  a “Camp  Cat”  (First  Day:  Introduction) 


When  one  lives  in  the  North  Country  of  New 
York,  he  must  expect  spring  to  arrive  late  and 
autumn  early.  It  is  the  former  which  causes 
the  grumbling,  for  after  a long  and  strenuous 
winter  one  is  in  no  mood  to  face  with  equable 
tolerance  the  antics  of  a capricious  springtime. 
But,  strangely  enough,  there  is  little  such  resent- 
ful muttering  relative  to  the  premature  appear- 
ance of  winter  on  our  weather  stage  with  its 
accompanying  early  frosts  and  autumn  snows. 
One  of  the  main  reasons  for  this  paradox  rests 
on  the  preoccupation  of  many  residents  with  the 
big-game  hunting  season;  early  frosts  mean 
leaves  off  the  trees,  and  leafless  trees  plus  snow 
on  the  ground  spell  ideal  hunting  conditions. 

This  is  not  to  suggest  that  either  the  hunting 
season  or  the  forest  preserves  are  the  private 
concern  of  the  natives.  Hunters  flock  into  the 
woods  from  all  over  the  State,  some  to  hunt  on 
State  lands  and  some  on  private  preserves. 
They  lodge  at  new  motels,  at  hamlet  hotels, 
some  live  in  trailers  or  camper  trucks  and  even 
pitch  tents,  while  others  stay  at  private  camps. 

As  for  the  residents,  a few  may  hunt  on  a 
day-to-day  basis,  but  not  too  many;  after  all 
a good  share  of  the  lure  of  “going  hunting” 
is  camp  life.  Indeed  there  are  those  who  go 
into  the  woods  every  fall  but  never  actually 
hunt;  they  spend  their  day  at  camp,  enter  into 
all  activities  except  hunting,  and  are  known  as 
“camp  cats.”  Practically  all  North  Country 
residents  belong  to  private  hunting  clubs  and 
hunt  on  private  preserves  either  owned  or 
leased;  these  clubs  have  their  own  lodges  that 
vary  from  primitive  lean-to  shacks  to  luxurious 
establishments  providing  all  the  conveniences  of 
a modem  hostelry. 

Whether  he  ever  hunted  I don’t  know,  but 
for  many  years  “Ole  Doc”  has  been  known  to  be 
a faithful  “camp  cat”;  and  as  those  acquainted 
with  the  old  gentleman  might  readily  guess, 
the  camp  he  favors  with  his  presence  each 
November  affords  every  modem  convenience 
except  (of  course)  a telephone.  Although  he 
had  invited  me  on  previous  occasions,  it  was 
only  recently  that  circumstances  were  such  that 
I could  accept,  and  I did  so  with  alacrity.  It 
was  not  through  any  special  yen  for  hunting 
but  because  the  opportunity  of  spending  day 
after  day,  in  the  comparative  seclusion  of  a 
camp  in  the  middle  of  nowhere,  listening  to  his 
impromptu  monologues  on  whatever  subject 
happened  to  challenge  his  interest  presented  an 
irresistible  temptation.  The  only  supplies  I 
needed  to  purchase  in  preparation  for  roughing 
it  in  the  deep  woods  was  a small  portable  wire 


recorder  with  a wrist  watch  microphone  plus  a 
few  spare  batteries.  I knew  concealment  was 
necessary  because  he  was  chary  of  the  written 
word,  so  much  so  that  when  he  spoke  publicly  he 
never  used  a prepared  text  and  seldom  used 
notes.  When  faced  by  someone  with  open 
notebook  and  poised  pencil,  he  became  mono- 
syllabic in  utterance  and  vague  and  noncom- 
mittal in  any  expression  of  opinion.  So  this 
was  a once-in-a-hfetime  chance  to  record  his 
remarks  while  he  was  flying  free  and  unin- 
hibited about  the  world  in  which  we  live,  the 
people  with  whom  we  live,  and  the  profession 
by  which  we  live. 

On  the  day  of  our  scheduled  departure, 
“Ole  Doc”  as  per  arrangements  arrived  to  pick 
me  up.  As  I laboriously  climbed  into  his  Jeep, 
he  looked  somewhat  askance  at  my  scanty 
luggage  and  gruffly  inquired  as  to  the  where- 
abouts of  my  rifle  and  storm  gear;  and  when  I 
rather  blithely  replied  I had  no  intention  of 
hunting  but  planned  to  keep  him  company  at 
camp,  he  just  grunted;  but  whether  this  indi- 
cated approval  or  disapproval,  I never  have 
discovered. 

Before  leaving  town,  we  stopped  at  a Dairy 
Bar  for  an  insulated  package  of  20  pints  of  ice 
cream;  no  contribution  to  the  camp  food  re- 
serves this,  but  his  own  private  cache,  since  he 
firmly  believes  the  only  practical  hangover  ther- 
apy is  a pint  of  ice  cream  the  morning  after. 
After  the  package  was  carefully  stowed  away 
alongside  a case  of  bourbon,  and  so  fortified 
against  any  foreseeable  emergency  arising  today 
or  tomorrow,  he  headed  south  on  Route  56. 

After  driving  some  18  miles  and  passing 
through  three  villages  we  reached  the  northern 
border  of  the  Adirondack  forest  marked  by 
Sunday  Rock — a large  stone  mounted  on  a 
pedestal  on  the  side  of  the  road  and  bearing  a 
simple  inscription  to  indicate  it  had  been  placed 
there  by  the  Sunday  Rock  Association.  Up 
until  this  time  there  had  been  little  conversa- 
tion, but  as  we  passed  this  landmark  the  old 
man  leaned  back  and  started  to  talk. 

I don’t  know  if  you  are  familiar  with  the 
story  of  Sunday  Rock  or  not;  actually  this 
stone  used  to  be  located  along  the  stage  road 
between  Potsdam  and  Tupper  Lake  that 
followed  an  old  Indian  trail  that  ran  along  the 
river  (Racquette)  and  marked  the  border- 
line between  settled  communities  north  of 
the  mountains  and  the  woods  area.  As  a 
result  of  its  size  and  location,  an  expression 
grew  among  loggers  and  guides  that  beyond 
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this  rock  there  was  no  Sunday.  When  the 
paved  road  was  built  about  fifty  years  ago, 
it  was  located  a few  miles  west  of  the  river, 
so  a few  woodsmen  banded  together  and  raised 
sufficient  money  to  move  the  rock  from  its 
old  location  to  its  present  position. 

We  drove  about  15  more  miles  on  the  main 
road  before  turning  off  on  a logging  road  to 
negotiate  the  5 or  6 miles  to  camp,  and  on  the 
way  he  proceeded  to  brief  me  as  to  camp  routine 
and  customs. 

Today  almost  all  private  hunting  preserves 
belong  to  membership  organizations  who 
either  own  their  areas  outright  or  hold  them 
under  long-term  lease  arrangements.  Al- 
though quoted  prices  of  large  forest  areas 
may  seem  at  first  glance  prohibitive  and  sug- 
gest that  such  clubs  must  be  limited  to  the 
wealthy,  actually  the  truth  of  the  matter  is 
that  most  of  them  are  made  up  of  individuals 
in  ordinary  circumstances,  particularly  those 
of  local  origin  and  membership.  They  are 
usually  able  to  recover  the  purchase  price  in 
a few  years  by  careful  and  selective  logging 
without  denuding  the  preserve  or  disturbing 
the  game.  However,  the  camp  we  will  visit 
is  one  of  the  few  owned  by  a local  industry 
and  used  by  them  as  it  has  been  for  years  to 
entertain  their  customers  from  all  over  the 
country.  The  guests  are  invited  in  groups  of 
20  for  a week,  and  the  only  people  remaining 
for  the  entire  season  will  be  ourselves,  the 
local  hosts,  the  guides,  and  the  cooks.  Some 
of  the  latter  sleep  in  smaller  adjacent  cabins, 
but  most  of  the  guests  occupy  the  main  camp. 
Most  of  these  groups  have  been  coming  here 
for  years  and  so  are  well  acquainted  with  each 
other  and  the  camp. 

The  cooks  prepare  two  meals  a day;  break- 
fast, which  is  served  from  five  to  six  a.m. 
and  is  a pretty  hearty  meal  of  meat,  potatoes, 
eggs,  and  wheatcakes,  and  dinner,  usually 
served  about  seven- thirty.  If  you  don’t 
get  up  for  breakfast,  then  you  get  your  own. 
There  is  always  a pot  of  coffee  on  the  stove 
and  also  a venison  soup  (they  call  it  soup 
but  it  is  actually  a stew),  and  everyone  is 
free  to  help  himself  whenever  he  wishes. 
Lunch  is  a hit-or-miss  individual  affair;  one 


helps  himself  to  the  soup  or  whatever  he 
finds  in  the  cooler.  If  you  hunt,  there  are 
two  guides;  one  has  charge  of  placing  hunters 
at  certain  stands  which  are  decided  at  break- 
fast by  the  guide  and  the  host  group.  The 
second  guide  leads  the  drivers.  There  is  an 
immutable  rule  that  all  game  shot  by  those 
on  the  stands  is  camp  meat.  If  an  individual 
wants  a buck  of  his  own,  then  he  must  get  it 
himself  on  a solo  hunt;  but  unless  a man  is  an 
experienced  hunter  and  knows  these  par- 
ticular woods  thoroughly,  he  is  never  allowed 
to  venture  forth  by  himself. 

The  cocktail  hour  starts  as  soon  as  the 
hunters  return  to  camp.  It  is  informal,  just 
help  yourself,  although  on  occasion  one  of  the 
host  group  will  serve  as  barman.  Back  of 
the  bar  there  are  a number  of  fancy  beer 
mugs  hanging,  each  inscribed  with  an  indi- 
vidual’s nickname,  and  you  will  find  one  there 
for  yourself.  On  the  porch  there  is  always  a 
keg  of  beer  and  usually  one  of  oysters;  you 
just  help  yourself.  I don’t  pretend  to  know 
the  secret  of  November  temperature  in  this 
North  Country,  but  this  I tell  you — where- 
soever you  may  hereafter  travel  you  will  never 
find  beer  that  tastes  quite  so  good. 

This  drinking  and  lying  interlude  lasts  until 
dinner  is  served,  and  after  this  there  may  be 
group  singing,  tall  stories  (usually  the  most 
famous  hunting  exploits  occur  about  this 
time),  some  go  to  bed,  and  some  play  cards. 
A word  of  warning,  the  limits  of  the  poker 
game  are  firmly  set  by  camp  rules,  and  to 
break  them  invites  expulsion  from  camp; 
but  for  some  strange  reason  beyond  my  feeble 
comprehension,  there  is  no  limit  to  the  stakes 
for  either  bridge  or  gin  rummy. 

He  finished  the  indoctrination  just  as  we 
pulled  into  the  parking  space.  The  main  camp 
was  a large  building  with  a porch  on  three  sides, 
and  as  we  mounted  the  front  steps,  there,  sure 
enough,  was  the  keg  of  beer.  On  entering  the 
large  main  room,  I spied  the  rack  with  the 
promised  beer  mugs  and  finding  my  own  de- 
cided to  test  the  accuracy  of  my  friend’s  ex- 
travagant words  of  praise,  only  to  find,  once 
more,  he  was  right  as  usual. 

WRC 
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Adolph  Andersen,  M.D.,  of  Venice,  Florida, 
formerly  of  Huntington  Station,  died  on  July  6 
at  the  Venice  Hospital  at  the  age  of  seventy- 
seven.  Dr.  Andersen  graduated  in  1920  from 
Bowdoin  Medical  School.  He  was  a con- 
sulting physician  at  Lutheran  Medical  Center 
and  a consulting  physician  in  internal  medicine 
at  Huntington  Hospital.  At  one  time  he  was 
director  of  medicine  at  Norwegian  Lutheran 
Hospital.  Dr.  Andersen  was  a member  of  the 
Brooklyn  Society  of  Internal  Medicine,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morgan  Otto  Barrett,  M.D.,  of  Pompano 
Beach,  Florida,  formerly  of  Albany,  died  on 
June  2 at  the  age  of  seventy-five.  Dr.  Barrett 
graduated  in  1916  from  Albany  Medical  College. 
Retired,  he  was  a member  of  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Louis  Cohen,  M.D.,  of  Newburgh,  died  on 
February  20  at  the  age  of  seventy-five.  Dr. 
Cohen  graduated  in  1914  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Raymond  John  Devine,  M.D.,  of  Syracuse, 
died  on  April  13  at  the  age  of  seventy-three. 
Dr.  Devine  graduated  in  1917  from  Syracuse 
University  College  of  Medicine.  He  was  a 
senior  attending  anesthetist  at  St.  Joseph’s 
Hospital.  Dr.  Devine  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lester  E.  Diamond,  M.D.,  of  Brooklyn,  died 
on  March  25  at  the  age  of  forty.  Dr.  Diamond 
received  his  medical  degree  from  the  University 
of  Bologna  in  1959.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Dornberg,  M.D.,  of  New  York  City, 
died  on  January  31  at  the  age  of  sixty-eight. 
Dr.  Dornberg  received  his  medical  degree  from 
the  University  of  Lwow  in  1928.  He  was  a 


senior  attending  psychiatrist  at  Rockland  State 
Hospital  (Orangeburg). 

Maurice  Joseph  Feder,  M.D.,  of  New  York 
City,  died  on  January  15  at  the  age  of  sixty-two. 
Dr.  Feder  graduated  in  1930  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a Diplomate  of  the 
American  Board  of  Radiology  (Diagnostic 
Roentgenology)  and  a member  of  the  Radio- 
logical Society  of  North  America,  Inc.,  the 
Westchester  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nathan  B.  Feinberg,  M.D.,  of  The  Bronx, 
died  on  January  9 at  the  age  of  sixty-seven. 
Dr.  Feinberg  graduated  in  1924  from  the 
Medical  College  of  Virginia.  He  was  an  as- 
sistant adjunct  physician  (off  service)  at  the 
Bronx-Lebanon  Hospital  Center.  Dr.  Fein- 
berg was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edward  Eugene  Gillick,  M.D.,  of  Youngs- 
town, died  on  June  5 at  Niagara  Falls  Me- 
morial Hospital  at  the  age  of  ninety.  Dr.  Gillick 
graduated  in  1903  from  the  University  of 
Buffalo  School  of  Medicine.  Retired  in  1948, 
he  was  a former  health  officer  of  Youngstown. 
Dr.  Gullick  was  a member  of  the  Niagara  Falls 
Academy  of  Medicine,  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Solomon  Ginsburg,  M.D.,  of  The  Bronx,  died 
on  April  27  at  the  age  of  eighty-five.  Dr.  Gins- 
burg graduated  in  1908  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  American  Radium  Society,  the 
New  York  Academy  of  Medicine,  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Erich  Goss,  M.D.,  of  Woodside,  died  on 
January  26  at  the  age  of  sixty-eight.  Dr.  Goss 
received  his  medical  degree  from  the  University 
of  Berlin  in  1921.  He  was  an  affiliate  radi- 
ologist at  Greenpoint  Hospital.  Dr.  Goss  was  a 
Diplomate  of  the  American  Board  of  Radiology 
(Diagnostic  Roentgenology)  and  a member  of 
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the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Morris  J.  Grossman,  M.D.,  of  Brooklyn,  died 
on  January  3 at  the  age  of  fifty-five.  Dr. 
Grossman  received  his  medical  degree  from 
the  University  of  Graz  in  1936.  He  was  an 
assistant  attending  pediatrician  at  Maimonides 
Hospital  of  Brooklyn  and  an  assistant  at- 
tending physician  at  Coney  Island  Hospital. 
Dr.  Grossman  was  a member  of  the  American 
Academy  of  General  Practice,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Marvin  Hader,  M.D.,  of  New  York  City,  died 
on  June  5 at  the  age  of  thirty-nine.  Dr.  Hader 
graduated  in  1952  from  New  York  Medical 
College.  He  was  a clinical  assistant  attending 
psychiatrist  at  Bronx-Lebanon  Hospital  Center 
and  an  associate  attending  psychiatrist  at  the 
Home  and  Hospital  of  the  Daughters  of  Jacob. 
Dr.  Hader  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psy- 
chiatric Association,  the  American  Geriatrics 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Isaac  Hartshorne,  M.D.,  of  New  York  City, 
died  on  February  25  at  the  age  of  eighty-four. 
Dr.  Hartshorne  graduated  in  1908  from  Harvard 
Medical  School.  He  was  a consulting  ophthal- 
mologist at  Manhattan  Eye,  Ear  and  Throat 
Hospital.  Dr.  Hartshorne  was  a Diplomate  of 
the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  D’Arcy  Harvey-Kelly,  M.D.,  of  New 
York  City,  died  on  May  2 at  the  age  of  forty. 
Dr.  Harvey-Kelly  graduated  in  1954  from  the 
University  of  London  Faculty  of  Medicine,  St. 
George’s  Hospital  Medical  School.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Hanchett  Hitchcock,  M.D.,  of 

Syracuse,  died  on  April  18  at  the  age  of  seventy. 
Dr.  Hitchcock  graduated  in  1921  from  Johns 
Hopkins  University  School  of  Medicine.  He 
was  a senior  attending  physician  at  Syracuse 
Memorial  Hospital  and  a senior  consulting 
physician  at  the  Hospital  for  the  Good  Shepherd 
(Syracuse  University).  Dr.  Hitchcock  was 


a member  of  the  American  Rheumatism  As- 
sociation, the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Averill  Jewett,  M.D.,  of  Needham, 
Massachusetts,  formerly  of  Brooklyn,  died  on 
March  11  at  the  age  of  ninety.  Dr.  Jewett 
graduated  in  1897  from  Long  Island  College 
Hospital.  He  had  been  a consulting  gynecolo- 
gist at  Swedish  Hospital  in  Brooklyn,  House  of 
St.  Giles  the  Cripple,  and  Caledonian  Hospital, 
and  a consulting  obstetrician  and  gynecologist  at 
Long  Island  College  Hospital.  Dr.  Jewett  was 
a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  Brooklyn  Gynecological  Society,  the  New 
York  Obstetrical  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Redford  Kohlsaat  Johnson,  M.D.,  of  Hills- 
dale, died  on  July  12  at  his  home  at  the  age  of 
seventy-six.  Dr.  Johnson  graduated  in  1915 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  Retired  in  1958,  he  was  former 
chairman  of  the  Alexander  Hamilton  Institute. 
Dr.  Johnson  was  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Raymond  Laus,  M.D.,  of  Hollywood, 
Florida,  formerly  of  New  York  City,  died  on 
December  14,  1965,  at  the  age  of  sixty-five. 
Dr.  Laus  graduated  in  1925  from  the  University 
of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  R.  Lee,  M.D.,  of  North  Creek,  died 
on  March  7 at  the  age  of  eighty-two.  Dr.  Lee 
graduated  in  1906  from  Columbia  University 
College  of  Physicians  and  Surgeons. 

Stephen  Michael  Lewandowski,  M.D.,  of 
Brooklyn,  died  on  May  25  at  Methodist 
Hospital  of  Brooklyn  at  the  age  of  seventy-two. 
Dr.  Lewandowski  graduated  in  1918  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 

Elmer  M.  Mankin,  M.D.,  of  New  York  City, 
died  on  March  24  at  the  age  of  sixty-three. 
Dr.  Mankin  graduated  in  1937  from  the  Univer- 
sity of  London  Faculty  of  Medicine,  The 
Medical  College  of  St.  Bartholomew’s  Hospital, 
London,  England.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Jay  E.  Meeker,  M.D.,  of  Ogdensburg,  died  on 
June  4 at  the  A.  Barton  Hepburn  Hospital  at 
the  age  of  seventy-seven.  Dr.  Meeker 
graduated  in  1913  from  the  University  of  Mc- 
Gill Faculty  of  Medicine. 

David  Morris  Natanson,  M.D.,  of  New  York 
City,  died  on  March  7 at  the  age  of  seventy- 
seven.  Dr.  Natanson  graduated  in  1914  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leander  A.  Newman,  M.D.,  of  Port  Washing- 
ton, died  on  June  16  at  the  age  of  eighty.  Dr. 
Newman  graduated  in  1908  from  Cornell 
University  Medical  College.  He  was  an  emeri- 
tus consulting  physician  at  Meadowbrook 
Hospital,  an  emeritus  physician  at  Nassau 
Hospital,  and  an  honorary  physician  at  North 
Shore  Hospital.  Dr.  Newman  was  a member  of 
the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  Frank  Norris,  M.D.,  of  Jackson  Heights, 
died  on  December  15, 1965,  at  the  age  of  seventy- 
one.  Dr.  Norris  received  his  medical  degree 
from  the  University  of  Prague  in  1919.  He  was 
an  assistant  attending  dermatologist  (inactive) 
at  Vanderbilt  Clinic  (Columbia-Presbyterian 
Medical  Center)  and  a clinical  assistant  derma- 
tologist at  City  Hospital  at  Elmhurst.  Dr. 
Norris  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Michael  Raymond  Orlandi,  M.D.,  of  The 

Bronx,  died  on  May  15  at  the  age  of  fifty-six. 
Dr.  Orlandi  graduated  in  1936  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  medical  staff  of  West- 
chester Square  Hospital.  Dr.  Orlandi  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Florence  King  Payne,  M.D.,  of  New  York 
City,  died  on  March  3 at  the  age  of  eighty-one. 
Dr.  Payne  graduated  in  1909  from  Syracuse 
University  College  of  Medicine. 

Mark  Anthony  Petrino,  M.D.,  of  Buffalo, 
died  on  May  25  after  being  struck  by  a hit- 
and-run  driver,  at  the  age  of  fifty-three.  Dr. 
Petrino  graduated  in  1937  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
associate  attending  staff  surgeon  at  Buffalo 
General  Hospital.  Dr.  Petrino  was  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Ralph  S.  Pickett,  M.D.,  of  Olcott,  died  on 
May  29  at  Mount  View  Hospital  at  the  age  of 
sixty-eight.  Dr.  Pickett  graduated  in  1920 
from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a former  medical  director  of 
the  Niagara  County  Rural  Civil  Defense  and 
from  1929  to  1954  was  health  officer  for  the 
Town  of  Newfane.  Dr.  Pickett  was  a member 
of  the  Lockport  Academy  of  Medicine,  the 
Niagara  County  Medical  Society  (past-presi- 
dent), the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ernst  Moritz  Rosenbaum,  M.D.,  of  New 

York  City,  died  on  May  20  while  vacationing  in 
Florence,  Italy,  at  the  age  of  sixty-eight.  Dr. 
Rosenbaum  received  his  medical  degree  from 
the  University  of  Breslau  in  1921.  He  was  an 
associate  professor  of  clinical  dermatology  at 
the  Skin  and  Cancer  Unit,  New  York  University 
Medical  Center,  and  an  attending  dermatologist 
and  syphilologist  at  University  Hospital.  Dr. 
Rosenbaum  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of 
the  American  Academy  of  Dermatology,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Shevell,  M.D.,  of  Brooklyn,  died  on  May 
8 at  the  age  of  seventy-seven.  Dr.  Shevell 
graduated  in  1916  from  Long  Island  College 
Hospital.  He  was  an  assistant  attending 
physician  in  general  practice  at  Brookdale 
Hospital  Center  and  Brookdale  Hospital  Center 
Outpatient  Department  and  an  attending 
physician  in  general  practice  at  Prospect 
Heights  Hospital  (Pavilion).  Dr.  Shevell  was 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Max  Josef  Sichell,  M.D.,  of  New  York  City, 
died  on  March  6 at  the  age  of  seventy-three. 
Dr.  Sichell  received  his  medical  degree  from  the 
University  of  Frankfurt  in  1920.  He  was  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecolgists  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Henry  Silverstein,  M.D.,  of  The 

Bronx,  died  on  April  15  at  the  age  of  seventy- 
two.  Dr.  Silverstein  graduated  in  1917  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  consulting 
otorhinolaryngologist  at  Bronx-Lebanon 
Hospital  Center,  and  attending  otorhinolaryn- 
gologic surgeon  at  Hebrew  Home  and  Hospital 
for  the  Chronic  Sick,  and  an  assistant  attending 
otolaryngologist  at  Fordham  Hospital.  Dr. 
Silverstein  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Irving  S.  Snow,  M.D.,  of  New  York  City  and 
Mahopac,  died  on  October  17,  1965,  at  his  home 
in  Mahopac  at  the  age  of  fifty-seven.  Dr.  Snow 
graduated  in  1933  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a clinical  assistant  attending  obstetrician  at 
Jewish  Memorial  Hospital.  Dr.  Snow  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

A.  Edward  Solomon,  M.D.,  of  Woodstock, 
died  on  October  28,  1965,  at  the  age  of  sixty- 
four.  Dr.  Solomon  graduated  in  1924  from 
Long  Island  College  Hospital.  He  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  American  Geriatrics  Society,  the  Ulster 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leo  H.  Speno,  M.D.,  of  Ithaca,  died  on  Sep- 
tember 7,  1965,  at  the  age  of  sixty-one.  Dr. 
Speno  graduated  in  1930  from  Cornell  Univer- 
sity Medical  College.  He  was  an  associate 
attending  surgeon  at  Tompkins  County  Hos- 
pital. Dr.  Speno  was  a member  of  the  Tomp- 
kins County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  Augustus  Stenbuck,  M.D.,  of 

Mount  Vernon,  died  on  November  12,  1965,  at 
the  age  of  sixty-nine.  Dr.  Stenbuck  graduated 
in  1929  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending 
physician  in  allergy  at  Mount  Vernon  Hospital 
and  Mount  Vernon  Hospital  Outpatient  De- 
partment. Dr.  Stenbuck  was  a Fellow  of  the 
American  College  of  Allergists  and  a member  of 
the  American  Academy  of  Allergy,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Milton  Tanzer,  M.D.,  of  New  York  City,  died 
on  June  20  at  the  age  of  seventy.  Dr.  Tanzer 
graduated  in  1921  from  Tulane  University 
School  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  J.  Theis,  M.D.,  of  Uniondale  and  West- 
bury,  died  on  May  19  at  the  age  of  forty-seven. 
Dr.  Theis  graduated  in  1944  from  New  York 
University  Medical  College  and  in  1953  he 
received  his  master  of  science  degree  in  surgery 
from  there.  He  was  a junior  assistant  attend- 
ing surgeon  at  Mercy  Hospital,  an  attending 
surgeon  at  Central  Suffolk  and  Hempstead 
General  Hospitals  and  a clinical  assistant  at- 
tending surgeon  at  Nassau  Hospital.  Dr.  Theis 
was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 


of  Surgeons,  and  a member  of  the  American 
Geriatrics  Society,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Frank  G.  Thompson,  M.D.,  of  Niagara  Falls, 
died  on  June  25,  1965,  at  the  age  of  forty-four. 
Dr.  Thompson  graduated  in  1950  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  Russell  Tilton,  M.D.,  of  Jackson 
Heights,  died  on  December  15,  1965,  at  the  age 
of  eighty-six.  Dr.  Tilton  graduated  in  1903 
from  Columbia  University  College  of  Physicians 
and  Surgeons. 

George  William  Unsworth,  M.D.,  of  Suffern, 
died  on  December  7,  1965,  at  the  age  of  eighty- 
six.  Dr.  Unsworth  graduated  in  1914  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  attending  physi- 
cian at  Good  Samaritan  Hospital  where  the 
medical  library  was  dedicated  in  his  honor  in 
1954.  Dr.  Unsworth  was  a member  of  the 
Rockland  County  Medical  Society  (a  past- 
president),  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Allison  Jones  Vosseler,  M.D.,  of  Brooklyn, 
died  on  July  8 at  New  England  Baptist  Hospital, 
Boston,  at  the  age  of  fifty-eight.  Dr.  Vosseler 
graduated  in  1933  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was 
an  attending  surgeon  and  director  of  surgery  at 
Methodist  Hospital  of  Brooklyn,  an  attending 
surgeon  at  Kings  County  Hospital  Center,  and 
a consulting  surgeon  at  Brooklyn-Cumberland 
Medical  Center.  Dr.  Vosseler  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a 
member  of  the  Pan-American  Medical  As- 
sociation, the  American  Academy  of  Com- 
pensation Medicine,  Inc.,  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Elmer  John  Wahl,  M.D.,  of  New  York  City, 
died  on  November  12,  1965,  at  the  age  of  sixty- 
three.  Dr.  Wahl  received  his  medical  degree 
from  the  University  of  Vienna  in  1925.  He  was 
a clinical  assistant  attending  physician  at 
Sydenham  Hospital.  Dr.  Wahl  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  Hastings  Walker,  M.D.,  of  Rochester, 
died  on  January  7 at  the  age  of  sixty.  Dr. 
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Walker  graduated  in  1929  from  the  University 
of  Toronto  Faculty  of  Medicine.  He  was  an 
assistant  attending  surgeon  at  Genesee  Hos- 
pital. In  1958  he  served  as  president  of  the 
Monroe  County  Medical  Society  and  while 
president  assisted  in  establishing  the  Sidney 
Hillman  Health  Foundation;  he  also  helped 
begin  the  Emergency  Medical  Service  of  the 
Monroe  County  Medical  Society  and  was  chair- 
man of  its  public  relations  committee.  Since 
1958  when  the  Monroe  County  Board  of  Health 
was  founded,  Dr.  Walker  had  served  on  the 
board.  Dr.  Walker  was  a Fellow  of  the  Amer- 
ican College  of  Surgeons  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Samuel  Arnold  Wallner,  M.D.,  of  Thiells, 
died  on  October  23,  1965,  at  the  age  of  sixty. 
Dr.  Wallner  received  his  medical  degree  from 
the  University  of  Prague  in  1935.  He  was  a 
supervising  psychiatrist  at  Letchworth  Village. 
Dr.  Wallner  was  a member  of  the  American 
Psychiatric  Association. 

William  Joseph  Waters,  M.D.,  of  Syracuse, 
died  on  March  24  at  the  age  of  forty-eight. 
Dr.  Waters  graduated  in  1942  from  Syracuse 
University  College  of  Medicine.  He  was  an 
associate  attending  pediatrician  and  hematolo- 
gist and  director  of  the  Blood  Bank  at  Syracuse 
Memorial  Hospital,  a consulting  pediatrician 
and  hematologist  at  St.  Joseph’s  Hospital,  and 
a staff  pediatrician  at  Syracuse  City  Hospital. 
Dr.  Waters  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  American 
Pediatric  Society,  the  Society  for  Pediatric 
Research,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Max  Weisenbeck,  M.D.,  of  Syracuse,  died  on 
May  31,  1965,  at  the  age  of  seventy-two.  Dr. 
Weisenbeck  received  his  medical  degree  from 
the  University  of  Munich  in  1919.  He  was  a 
member  of  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Stanley  Lewis  Wellens,  M.D.,  of  Bay  Shore, 
died  on  May  30  at  the  age  of  fifty-six.  Dr. 
Wellens  graduated  in  1934  from  Rush  Medical 
College.  He  was  chief  transfusionist  at  South- 
side  Hospital  and  was  Bay  Shore  School  District 
physician.  Dr.  Wellens  was  a member  of  the 


Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  John  Werfelmann,  M.D.,  of  Syracuse, 
died  on  September  6,  1965,  at  the  age  of  seventy- 
one.  Dr.  Werfelmann  graduated  in  1918  from 
Syracuse  University  College  of  Medicine.  He 
was  chief  ophthalmologist  at  Crouse-Irving  ' 
Hospital.  Dr.  Werfelmann  was  a member  of  ! 
the  Syracuse  Academy  of  Medicine,  the  Onon- 
daga County  Medical  Society,  the  Medical  ■ 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Calvin  E.  Williams,  M.D.,  of  Scarsdale,  died 
on  September  26,  1965,  at  the  age  of  seventy- 
nine.  Dr.  Williams  graduated  in  1912  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  ; 
Westchester  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  | 
American  Medical  Association. 

William  Hugh  Williams,  M.D.,  of  Whites- 
boro,  died  on  January  4 at  the  age  of  seventy- 
eight.  Dr.  Williams  graduated  in  1914  from 
Syracuse  University  College  of  Medicine.  He 
was  an  honorary  physician  at  St.  Luke’s 
Memorial  Hospital  Center  (Utica).  Dr.  Wil- 
liams was  a member  of  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  : 
and  the  American  Medical  Association. 

Hudson  J.  Wilson,  M.D.,  of  Ithaca,  died  on 
September  9,  1965,  at  the  age  of  seventy-five. 
Dr.  Wilson  graduated  in  1916  from  Cornell 
University  Medical  College.  He  was  an  hon- 
orary member  of  the  medical  staff  at  Tompkins 
County  Hospital.  Dr.  Wilson  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Tompkins 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Carl  Wurm,  Jr.,  M.D.,  of  The  Bronx,  died  on 
May  5 at  the  age  of  seventy-four.  Dr.  Wurm 
graduated  in  1917  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was 
an  emeritus  consulting  physician  at  St.  Francis 
Hospital.  Dr.  Wurm  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Books  Received 


The  following  books  were  received  during  the  month  of  June,  1966.* 


Diseases  of  the  Heart.  By  Charles  K. 
Friedberg,  M.D.  Third  edition.  Quarto  of 
1,787  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1966.  Cloth,  $22. 

Current  Diagnosis.  A Biennial  Volume  of 
Clinical  Diagnostic  Methods  and  Evalua- 
tions. Edited  by  Howard  F.  Conn,  M.D., 
Robert  J.  Clohecy,  M.D.,  and  Rex  B.  Conn, 
Jr.,  M.D.  Quarto  of  843  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1966. 
Cloth,  $19. 

Psychotherapy  and  the  Behavioral  Sci- 
ences. By  Lewis  R.  Wolberg,  M.D.  Octavo 
of  198  pages.  New  York,  Grune  & Stratton, 
1966.  Cloth,  $6.75. 

Fundamentals  of  Research  in  Nursing. 

By  David  J.  Fox,  Ph.D.  Octavo  of  285  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1966.  Cloth,  $7.95. 

The  International  Handbook  of  Group 
Psychotherapy.  Edited  by  J.  L.  Moreno, 
M.D.  Octavo  of  747  pages,  illustrated.  New 
York,  Philosophical  Library,  1966.  Cloth, 
$17.50. 

Strabismus:  A Programmed  Text.  By 

Robert  D.  Reinecke,  M.D.,  and  David  Miller, 
M.D.  Octavo  of  315  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1966.  Paper, 
$14.50. 

Pulmonary  Diseases  and  Anomalies  of 
Infancy  and  Childhood.  By  Milton  I. 
Levine,  M.D.,  and  Armond  V.  Mascia,  M.D. 
Octavo  of  368  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
1966.  Cloth,  $12. 

United  States  Army  in  World  War  II. 
The  Technical  Services.  The  Medical  De- 
partment: Medical  Service  in  the  Medi- 
terranean and  Minor  Theaters.  By  Charles 
M.  Wiltse.  Octavo  of  664  pages,  illustrated. 
Washington,  D.C.,  Office  of  the  Chief  of  Mil- 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


itary  History,  Department  of  the  Army,  1965. 
Cloth,  $5.00. 

Psychiatric  Drugs.  Proceedings  of  a Re- 
search Conference  Held  in  Boston.  Edited 
by  Philip  Solomon,  M.D.  Octavo  of  262 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1966.  Cloth,  $9.75. 

Progress  in  Clinical  Pathology.  Volume  I. 

Edited  by  Mario  Stefanini,  M.D.  Quarto  of 
654  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1966.  Cloth,  $23.75. 

The  Sources  of  Instinctive  Life  and  A 
Theory  of  Mental  Functioning.  By  R. 

Palmeri,  M.D.  Octavo  of  66  pages,  illustrated. 
New  York,  Philosophical  Library,  1966.  Cloth, 
$3.00. 

Maternal  Overprotection.  By  David  M. 
Levy,  M.D.  Duodecimo  of  417  pages.  New 
York,  W.  W.  Norton  & Company,  Inc.,  1966. 
Paper,  $2.95. 

Report  of  a Macy  Conference.  Teaching 
the  Biological  and  Medical  Aspects  of 
Reproduction  to  Medical  Students.  Octavo 
of  151  pages.  Josiah  Macy,  Jr.  Foundation, 
New  York.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1966.  Paper,  $5.50. 

Annotated  Bibliography  on  Childhood 
Schizophrenia  1955-1964.  By  James  R. 
Tilton,  M.S.,  Marian  K.  DeMyer,  M.D.,  and 
Lois  Hendrickson  Loew,  M.S.  Octavo  of 
136  pages.  New  York,  Grune  & Stratton, 
1966.  Paper,  $3.75. 

A Manual  of  Simple  Burial.  Edited  by 
Ernest  Morgan.  Third  edition.  Octavo  of 
64  pages.  Burnsville,  N.C.,  The  Celo  Press, 
1966.  Paper,  $1.00. 

Modern  Treatment.  Volume  3,  Number  3, 
May  1966.  Treatment  of  Alcoholism. 
Guest  Editor  Marvin  A.  Block,  M.D.  Treat- 
ment of  Arteriosclerotic  Heart  Disease. 

Guest  Editors  Arthur  C.  DeGraff,  M.D.,  and 
Solomon  Fisch,  M.D.  Octavo.  Illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1966.  Published  Bi-Monthly 
(six  numbers  a year).  Paper,  $16.  per  year. 
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Books  Reviewed 


Nervous  Control  of  the  Heart.  Edited  by 
Walter  C.  Randall,  Ph.D.  Octavo  of  251  pages, 
illustrated.  Baltimore,  The  Williams  and  Wil- 
kins Company,  1965.  Cloth,  $11.25. 

This  monograph  comprises  a group  of  pres- 
entations delivered  at  a symposium  held  during 
a 1963  meeting  of  the  American  Physiological 
Society  and  the  Federation  of  American  Societies 
for  Experimental  Biology. 

The  title  implies  an  emphasis  on  the  anatomy 
and  neurophysiology  of  the  innervation  of  the 
heart.  However,  the  majority  of  the  review 
articles  deal  with  the  dynamics  of  atrial  and 
ventricular  function  and  the  regulatory  in- 
fluences of  the  autonomic  nervous  system. 
One  of  the  best  chapters  in  the  book  is  the  well- 
written  and  clearly-illustrated  review  of  “The 
Influence  of  Autonomic  Nerve  Activity  on  the 
Adaptive  Mechanisms  in  the  Heart”  by  Stan- 
ley J.  Sarnoff,  M.D.,  and  his  associates  at  the 
National  Heart  Institute.  In  this  chapter  the 
reader  may  find  a summary  of  recent  experi- 
mental work  on  atrial  and  ventricular  per- 
formance with  and  without  the  effects  of  auto- 
nomic nerve  activity.  The  section  on  myocardial 
contractility  includes  valuable  information  on 
myocardial  oxygen  consumption,  potassium 
fluxes,  and  the  effect  of  drugs,  and  coupled 
pacing.  Short  chapters  on  the  effect  of  auto- 
nomic stimulation  on  atrioventricular  dynamics 
and  on  the  synchrony  of  myocardial  contrac- 
tion add  to  the  material  presented  by  Dr. 
Sarnoff. 

The  remainder  of  the  book  deals  with  the 
formulation  of  the  problem  from  the  standpoint 
of  the  neuroanatomist  and  neurophysiologist, 
and  includes  discussions  of  neural  representa- 
tion and  function  in  the  brain,  spinal  cord, 
sympathetic  nervous  system,  and  at  the  “ef- 
fector sites”  in  the  heart. 

This  book  provides  a good  source  of  basic 
knowledge  and  excellent  lists  of  references 
which  should  be  valuable  to  medical  students 
and  workers  in  this  area  which  bridges  neuro- 
physiology, neuroanatomy,  and  the  physiology 
of  cardiac  function.  There  is  much  in  this 
monograph  to  interest  the  cardiologist  and  in- 
ternist who  desires  to  keep  abreast  of  new 
developments. — Irving  G.  Kroop.  M.D. 

Man  and  Africa.  A Ciba  Foundation  Sym- 
posium jointly  with  The  Haile  Selassi  I 
Prize  Trust  under  the  patronage  of  His 
Imperial  Majesty  Haile  Selassi  I Emperor  of 
Ethiopia.  Edited  by  Gordon  Wolstenholme 
and  Maeve  O’Connor.  With  24  illustrations. 
Duodecimo  of  400  pages.  Boston,  Little,  Brown 
and  Company,  1965.  Cloth,  $7.50. 


Man  and  Africa  was  discussed  at  the  meeting 
in  Addis  Ababa,  Ethiopia.  This  consisted  of 
the  development  of  the  African  continent  with 
particular  reference  to  the  physical  and  political 
geography;  resources;  communications;  cli- 
mate; agriculture;  education;  transportation; 
mental  and  physical  health;  water  resources; 
population;  tribal,  racial,  religious,  and  language; 
conservation;  and  others,  all  aimed  at  rapid 
industrialization  without  loss  of  spiritual  and 
other  basic  human  values. 

Rapid  development  of  this  continent  as  pro- 
posed by  the  distinguished  contributors  is 
posited  on  a united  Africa.  The  major  step  in 
this  direction  had  been  achieved  already  when 
delegates  from  all  African  nations  met  in  Geneva 
(1963)  and  adopted  a television  and  frequency 
modulated  broadcasting  plan.  It  seemed  to  be 
a consensus  that  no  field  of  human  endeavor 
could  really  succeed  on  a modem  scale  without 
relying  heavily  on  the  help  of  telecommunica- 
tions. 

It  seems  highly  probable  that  the  planners 
in  an  attempt  to  catch  up  with  the  prosperity 
of  the  western  world  may  attain  material  wealth 
for  Africans  but  lose  some  social  and  cultural 
values. — Jefferson  Browder,  M.D. 


The  Trail  of  the  Invisible  Light.  By  E.  R. 

N.  Grigg,  M.D.  Quarto  of  974  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas, 
1965.  Cloth,  $36.75. 

This  is  a most  unusual  and  a very  interesting 
volume.  The  author  has  collected  all  the  known 
material  on  the  historical  development  of  radi- 
ology to  the  present  time.  He  has  included  not 
only  the  development  of  medical  radiology  but 
a complete  discussion  of  the  commercial  de- 
velopments in  radiology. 

The  book  is  illustrated  with  innumerable 
diagrams  and  pictures,  depicting  all  the  known 
data,  notes,  advertisements,  stamps,  and  such, 
even  pictures  of  shares  of  the  old  x-ray  com- 
panies. There  are  so  many  interesting  articles 
and  observations  made  that  there  are  too  many 
to  mention. 

One  of  the  most  interesting  chapters  is  one 
entitled  “The  Power  of  Wishful  Thinking  or 
How  to  (Mis)label  Positive,  Negative  and 
Normal  Shadows.”  This  is  a discussion  of  how 
well-known  radiologists  report  their  radio- 
graphic  findings. 

The  author  is  to  be  commended  for  a most 
unusual  and  interesting  volume,  which  should 
be  in  the  library  of  every  radiologist  and  every 
radiologic  department. — Emanuel  Mendel- 
son,  M.D. 
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The  Differential  Diagnosis  of  Cardiovas- 
cular Diseases.  By  Aldo  A.  Luisada,  M.D., 
and  Sheldon  J.  Slodki,  M.D.  Octavo  of  226 
pages.  New  York,  Grune  & Stratton,  1965. 
Cloth,  $9.75. 

The  authors  have  attempted  an  almost  im- 
possible task;  to  describe  the  differential  di- 
agnosis of  cardiovascular  diseases  in  infants, 
children,  and  adults  in  a book  of  200  pages. 
As  a result  when  the  reader  looks  up  a problem 
in  differential  diagnosis  he  may  find  it  covered 
very  briefly  in  several  places.  Chest  pain  and 
the  diseases  causing  it  are  very  well  handled. 
However,  the  various  diseases  of  the  heart 
usually  lumped  under  the  heading  nonspecific 
myocarditis  or  the  myocardosis  are  not  sys- 
tematically discussed  in  one  section;  an  ar- 
rangement this  reviewer  believes  would  be 
helpful.  In  discussing  the  differential  diagnosis 
of  essential  versus  systolic  hypertension  the 
commonest  cause  of  the  latter,  that  is,  loss  of 
elasticity  of  the  aorta  in  the  elderly,  was  not 
mentioned  in  the  section  devoted  to  this  prob- 
lem. Again,  a good  deal  of  space  is  devoted  to 
the  differentiation  between  mitral  stenosis  and 
mitral  insufficiency.  It  was  stated  that  “many 
cases  of  pure  mitral  insufficiency  present  a 
loud  third  sound  followed  by  series  of  large 
vibrations  (ventricular  gallop  and  murmur  re- 
lated to  a relative  mitral  stenosis).”  It  seems 
misleading  to  state  that  this  problem  occurs 
often  at  the  bedside  or  at  the  operating  table. 
It  is  sometimes  a problem  to  detect  minor  de- 
grees of  mitral  stenosis  in  the  presence  of  mitral 
insufficiency  and  vice  versa. 

This  book  gives  evidence  of  the  wide  clinical 
experience  of  the  authors  and  their  familiarity 
with  pathophysiologic  data.  However,  it  ap- 
pears that  the  third-  and  fourth-year  students  for 
whom  it  was  prepared  could  benefit  more  if  this 
information  were  included  in  appropriate  sec- 
tions of  books  on  diseases  of  the  heart  in  in- 
fancy, childhood,  and  in  adults. — Edwin  P. 
Maynard,  Jr.,  M.D. 

Ciba  Foundations  Symposium  on  Comple- 
ment. Edited  by  G.  E.  W.  Wolstenholme, 
O.B.E.,  and  Julie  Knight,  B.A.  With  50  illus- 
trations. Octavo  of  388  pages.  Boston,  Little, 
Brown  and  Company,  1965.  Cloth,  $12.50. 

This  book  results  from  the  symposium  called 
to  evaluate  exciting  advances  in  the  study  of 
complement.  The  mechanism  of  its  biologic 
effect,  its  roles  in  hemolysis,  agglutination, 
phagocytosis,  opsonic  actions,  and  in  conglu- 
tination are  elucidated.  “Only  in  the  past  few 
years  has  any  appreciable  number  of  immu- 
nologists begun  to  look  seriously  at  the  com- 
plement system  as  a possible  bridge  between 
antibody  and  the  immunologically  mediated 
tissue  injuries  in  allergy,  in  transplantation  and 
autoimmunity.  This  development  has  barely 
begun  to  be  explored ...  .”  Mayer.  The 

spectacular  best  known  complement  studies  in 
the  lysis  of  the  sheep  erythrocyte  of  the  Coombs 
reaction  reveal  a sequence  of  events  with  a 


cascading  effect  similar  to  that  in  the  coagula- 
tion of  blood  even  to  the  need  of  the  calcium  ion. 

Four  more  factors  of  complement  have  been 
added  to  the  four  components  described  by 
Pillemer  in  1941,  more  are  expected.  Besides 
C'lq,  C'lr,  C'ls  and  five  separate  factors  of 
C'3(C'  = complement),  other  protein  fractions 
or  side  branches  are  also  found.  These  may 
be  some  of  the  various  esterases  that  have  been 
noted.  They  have  various  sensitivities  to  heat, 
acid,  chloroform,  and  such.  Now  some  of  the 
members  of  the  complement  complex  are  readily 
identified  by  means  of  antibodies  specific 
against  them.  A lysolecithin  may  be  involved 
in  the  breakdown  of  the  erythrocyte  wall; 
the  nature  of  this  wall  is  still  not  completely 
understood  despite  electron  microscopic  studies. 

Chapters  on  whence  C'  arises  by  Thorbecke, 
immune  bactericidal  and  bacteriolytic  reactions, 
anticonglutinins,  (cellulase  will  apparently  re- 
move the  receptors  for  conglutinin  and  Bic  = 
C'3),  paroxysmal  nocturnal  hemoglobinuria 
are  interesting.  While  some  authors  use  letters 
and  others  numbers  to  describe  complement, 
they  essentially  use  the  same  language.  The 
discussions  which  are  sometimes  intricate 
could  be  followed  better  if  the  subject  index 
had  been  more  in  depth.  Some  of  the  discussors 
offer  fairly  purified  fractions  of  complement  to 
others  for  research  study.  Anyone  interested, 
and  all  should  be,  will  like  this  well-written  tome 
of  a subject  that  is  gathering  considerable  mo- 
mentum in  many  fields,  even  in  practical  med- 
icine.— Bernard  Seligman,  M.D. 

Children  in  Collectives.  Edited  by  Peter  B. 
Neubauer,  M.D.  Octavo  of  183  pages. 
Springfield,  111.,  Charles  C Thomas,  1965. 
Cloth,  $11.50. 

This  report  of  the  edited  minutes  of  an  in- 
stitute for  discussion  of  “Child  Development  in 
Kibbutzim”  has  more  to  do  with  child  rearing 
and  education  than  with  physical  health.  How- 
ever, pediatrics  has  been  expanding  to  include 
the  care  of  the  whole  child  and,  with  that  in 
view,  this  symposium  should  be  of  considerable 
interest  to  physicians  practicing  in  the  pediatric 
division  of  medicine. 

The  kibbutzim  are  socialistic  communes 
formed  by  groups  of  Israeli  citizens  in  which  all 
administrative  housekeeping,  child  rearing,  and 
educational  endeavors  are  parcelled  out  to 
members  according  to  their  aptitudes  and 
abilities,  in  order  to  release  as  many  adults  as 
possible  for  pioneering  work  on  the  land.  A 
community  infants’  house  and  school  building 
are  provided.  The  parents  visit  with  their 
children  at  meal  time  in  the  commune  dining  hall 
and  for  several  hours  each  evening  in  the  parents’ 
apartments.  High  school  education  is  provided 
for  by  each  kibbutz  or  by  a combination  of  kib- 
butzim. 

The  kibbutzim  movement  has  endured  for 
twenty  years  but  life  is  not  serene  in  the  kib- 
butz. There  are  clashes  of  personality  between 
parents  and  surrogate  mothers  and  between 
parents  and  teachers.  Machines  are  reducing 
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the  former  urgent  need  for  laborers  on  the  land. 
The  demand  is  growing  for  university  training 
for  the  more  gifted  adolescents  so  that  the  na- 
tion may  keep  abreast  of  the  scientific  advances 
of  modern  civilizations. 

Questions  have  arisen  concerning  the  adapt- 
ability of  the  kibbutz  movement  as  related  to 
changing  environment  in  the  nation.  How  can 
the  goals  be  altered  in  order  to  preserve  its 
basic  practical  and  ideologic  principles?  With 
a view  toward  getting  unbiased  opinions  and 
evolving  material  for  consideration  of  planning 
for  and  meeting  appropriate  future  goals, 
selected  experts  in  child  rearing,  education, 
psychology,  sociology,  and  psychiatry  were  in- 
vited from  Britain,  Netherlands,  and  the  United 
States  to  observe  the  kibbutzim  in  action  and 
to  discuss  their  findings  with  comparable  ex- 
perts of  Israel  and  with  the  faculties  of  the 
various  kibbutzim. 

To  the  pediatrician  a first  interest  concerns 
the  delineation  of  the  practices  and  psychosocial 
impacts  of  the  kibbutz  way  of  life  on  its  children 
and  adolescents.  The  discussions  make  it  ap- 
parent that  the  problems  qualitatively  and 
quantitatively  are  not  very  different  from  those 
found  outside  the  kibbutzim.  The  pediatri- 
cian’s chief  interest  will  be  the  multiplicity  of 
aspects,  problems  and  suggestions  discussed  by 
the  various  speakers.  They  shed  light  on  many 
of  the  problems  he  meets  daily  in  his  busy 
pediatric  practice. 

It  is  interesting  to  note  that  the  U.S.  De- 
partment of  H.E.W.  sent  trained  observers  to 
the  institute  to  collect  any  information  which 
might  seem  of  value  in  deciding  ways  and 
means  to  enhance  the  care  of  the  children  of 
underprivileged  families,  of  broken  homes,  and 
of  working  mothers,  growing  problems  to  the 
government  of  our  own  country. 

For  pleasant,  informative  reading  this  book 
is  recommended  to  pediatricians. — Kenneth 
G.  Jennings,  M.D. 

Ciba  Foundation  Symposium  on  Cellular 
Injury.  Edited  by  A.  V.  S.  de  Reuck,  M.Sc., 
and  Julie  Knight,  B.A.  With  81  illustrations. 
Duodecimo  of  403  pages.  Boston,  Little, 
Brown  and  Company,  1964.  Cloth,  $12. 

This  report  follows  closely  the  one  on  lyso- 
somes.  A hardy  core  of  pathfinders  was  stimu- 
lated by  that  symposium.  C.  de  Duve  has  an 
excellent  summary  of  the  intracellular  digestive 
tract  of  those  particles:  enzyme  storage  gran- 

ule, digestive  vacuole,  residual  body,  and  auto- 
phagic vacuole;  their  relation  to  the  ribosome- 
dependent  golgi  apparatus  and  endoplasmic 
reticulum  with  its  protein  synthesis.  The 
participants  have  attempted  to  explore  the 
cellular  and  subcellular  implications  of  cellular 
injury. 

^The  suggestive  therapeutic  implications  of 
necrotic  injury  of  the  liver  are  of  interest  to  the 
practical  physician.  The  understanding  of 
practical  features  deserve  further  investigation 
and  use.  Other  more  basic  research  situations 
in  gross  and  finely  microscopic  morphology, 


biochemistry,  and  physiology  will  stimulate  the 
more  formal  students.  The  lines  for  future 
research  are  well  drawn  in  the  closing  chapter. 
This  is  an  excellent  book  to  grace  the  library  of 
the  student  of  medicine. — Bernard  Seligman, 
M.D. 

Cardiovascular  Pathology.  Volume  1 & 2. 

By  Reginald  E.  B.  Hudson,  M.D.  Octavo  of 
2,123  pages,  illustrated.  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1965.  Cloth,  $60 
per  set. 

Although  the  title  indicates  the  pathology  of 
cardiovascular  system,  the  work  is  a total  re- 
view and  up  to  date  on  not  only  pathology  but 
clinical  manifestations  and  treatment  of  patients 
afflicted  with  various  diseases  of  heart,  blood 
vessels,  and  the  pulmonary  system  as  well. 

At  the  beginning  of  volume  I the  author 
discusses  methods  in  order  to  remove  the  tissue 
at  autopsy  for  proper  examination.  These 
descriptions  are  extremely  important  for  the 
adequate  investigation  of  the  cardiovascular 
and  respiratory  systems  and  should  be  a valuable 
help  to  pathologists  performing  autopsies. 
Volume  I also  describes  cardiac  physiology, 
anatomy  and  histology,  and  various  disease 
entities  such  as  thrombosis,  arteriosclerosis, 
general  heart  failure  and  edema,  inflammatory 
response,  aneurysm  formation,  various  diseases 
of  the  arteries  and  veins,  myocardial  infarction, 
ischemic  heart  disease,  familial  heart  diseases, 
some  nonspecific  nonfamilial  cardiomyopathies, 
rheumatic  heart  disease,  thyroid  heart  disease, 
and  cardiovascular  syphilis.  Altogether  in  this 
volume  there  are  24  chapters. 

In  volume  II  there  are  19  chapters  concerning 
endocarditis,  carcinoid  heart  disease,  depositions 
and  degenerations  in  the  heart,  cardiopulmonary 
disease,  systemic  and  renal  hypertensions, 
tumors,  trauma,  and  congenital  anomalies.  Due 
to  the  fact  that  the  various  disease  entities  are 
considered  from  the  clinical  and  pathologic 
point  of  view  this  work  should  be  valuable  to 
pathologists  as  well  as  to  clinicians  and  heart 
surgeons.  After  each  entity  there  are  references 
which  contain  up-to-date  information  about  the 
experimental  and  clinical  work  in  various 
aspects  and  a list  of  the  most  recent  investi- 
gations in  metabolic  abnormalities — autoimmune 
diseases,  congenital  metabolic  disturbances,  and 
aminoacidurias. 

Both  volumes  are  well  illustrated  with  excel- 
lent photomicrographs.  There  are  also  numer- 
ous illustrations  of  the  gross  anatomic  specimens 
and  diagrams. 

This  is  an  excellent  and  monumental  work 
about  the  cardiovascular  diseases. — Janis  V. 
Klavins,  M.D. 

Splenoportography:  Diagnostic  Phlebog- 

raphy of  the  Portal  Venous  System.  By 

Lucien  Leger,  M.D.  Octavo  of  121  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1966.  Cloth.  $8.50. 

Dr.  Leger  presents  this  relatively  new  radio- 
graphic  procedure  which  he  introduced  in 
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humans  and  whereby  the  study  is  performed  by 
the  percutaneous  splenic  approach. 

Splenoportography  has  become  a routine 
method  of  investigation  of  the  splenoportal 
venous  system.  This  is  especially  valuable  in 
the  study  of  patients  with  portal  hypertension 
when  a surgical  procedure  is  contemplated. 

The  author  presents  the  salient  anatomic  and 
physiologic  features  of  the  portal  system.  This 
method  is  valuable  for  the  differential  diagnosis 
of  various  lesions  of  the  portal  system  especially 
in  distinguishing  prehepatic  from  intrahepatic 
portal  obstruction  in  children.  The  method  of 
study  also  can  be  used  for  postoperative  evalu- 
ation of  patency  of  a shunt.  With  experience 
and  proper  study  splenoportography  can  be 
valuable  in  aiding  the  diagnosis  of  such  lesions 
as  intrahepatic  masses  and  upper  gastrointesti- 
nal bleeding. 

The  monograph  is  well  written.  The  photo- 
graphs are  excellent.  This  book  is  recommended 
for  physicians  who  are  interested  in  the  study  of 
these  lesions. — Alan  A.  Kane,  M.D. 

Disseminated  Intravascular  Coagulation. 

By  Donald  G.  McKay,  M.D.  Octavo  of  493 


pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1965. 
Cloth,  $16. 

This  text  concerns  itself  with  a remarkable 
collection  of  disease  entities,  somehow  or  other 
influenced  by  intravascular  coagulation.  A 
presentation  of  the  coagulation  mechanism  is 
offered  concisely.  The  mechanism  of  intra- 
vascular coagulation  can  be  produced  which 
resembles  syndromes  seen  clinically.  A variety 
of  agents  and  situations  capable  of  inducing 
thromboplastic  activity  are  exhaustively  tabu- 
lated and  discussed;  the  experimental  evidences 
are  well  cited,  and  the  mechanism  occuring  in 
disease  states  is  now  becoming  more  widely 
recognized.  The  over-all  tenor  of  the  manu- 
script leaves  little  doubt  of  the  wide-spread 
influence  of  intravascular  clotting  in  a variety  of 
disorders  such  as  severe  hemolytic  disease, 
carcinoma,  bacterial  endotoxins,  anoxia,  poly- 
cythemia, and  eclampsia.  This  book  should  be 
of  interest  to  the  clinician,  but  sorely  lacks  dis- 
cussion of  possible  therapy,  which  limits  its 
general  appeal.  The  academician  and  the 
student  should  find  this  book  stimulating  and 
provocative. — Alan  N.  Morrison,  M.D. 
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PHYSICIANS  WANTED 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


WANTED:  PHYSICIAN  TO  JOIN  G.P.  GROUP  IN 

small  town,  southern  tier.  New  York  State.  Office  ad- 
jacent to  new  modern  hospital.  Prefer  internist  interested 
in  family  practice  and  a young  general  surgeon.  Box  418, 
% NYSJM. 


WANTED:  FOUR  GENERAL  PRACTITIONERS,  NEW 
York  State  licensed,  to  organize  and  be  responsible  for 
professional  administration  of  24-hour  emergency  room 
coverage  and  ambulatory  service  for  accredited  252-bed 
voluntary  general  hospital  serving  Mid-Hudson  Valley 
community.  Salary  up  to  $22,500  annually,  plus  fringe 
benefits.  Contact  Administrator,  St.  Francis  Hospital, 
Poughkeepsie,  N.  Y.  12601. 


WANTED:  PATHOLOGIST  TO  JOIN  MODERN 

medical-legal  system.  Prior  forensic  experience  not  es- 
sential. New  York  State  license  required.  State  ex- 
perience. Reply  Box  433,  % NYSJM. 


RESIDENT  REQUIRED  FOR  150-BED,  PRIVATE 
hospital;  60-hour  week,  Monday  thru  Friday,  8 a.m.- 
8 p.m.;  $18,000  per  year.  Parsons  Hospital,  Flushing, 
N.Y.  Tel  (212)  353-7100. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario.  Heart  of  dairy  and  fruit 
farming  area.  Office  space  available.  Excellent  schools. 
Unlimited  practice.  Also  in  need  of  a dentist.  Please 
reply  to:  Mrs.  Maurice  Shafer,  Red  Creek,  New  York. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modem 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,%  NYSJM. 


PHYSICIAN  WANTED:  IMMEDIATE  OPENING  FOR 
Admitting  Physician  to  serve  in  the  Admitting  Office  of  a 
very  active  DM&S  Hospital,  affiliated  with  Downstate 
Medical  Center  and  Kings  County  Hospital.  Salary 
$12,510  to  $17,220  depending  on  qualifications.  Liberal 
retirement,  vacation,  and  sick  leave.  Non-discrimination 
in  employment.  Apply  to  Chief  of  Staff,  V.A.  Hospital, 
Brooklyn,  New  York  11209. 


WANTED:  PHYSICIAN  WITH  INTEREST  IN  FULL- 
time  industrial  medicine  for  position  with  large  corpora- 
tion in  New  York  City.  Write  Box  439,  % NYSJM. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS 
needed  in  Connecticut  communities  of  Ansonia,  Shelton, 
Derby,  Seymour  and  Oxford.  Opportunities  for  family 
practice,  internal  medicine,  pediatrics  and  medical  and 
surgical  sub-specialties  in  prosperous  suburban  area  of 
70,000  population.  Excellent  general  hospital  under- 
going $6  million  expansion.  Write:  Chief  of  Staff,  Grif- 
fin Hospital,  Derby,  Connecticut. 


PHYSICIAN:  GENERAL  PRACTICE  WITH  6 MAN, 
hard  working  group  in  suburban  Detroit.  Delicious  salary 
and  future  percentage.  Write  Fairwood  General  Hospital, 
4050  E.  12  Mile  Road,  Warren,  Michigan  48092. 


PHYSICIANS  WANTED— CONT’D 


AGGRESSIVE  GENERAL  SURGEON  TO  JOIN  DY- 
namic  multi-specialty  group  in  suburban  Detroit.  Addi- 
tion training  in  vascular,  urological,  or  orthopedic,  makes 
you  more  desirable.  Basic  science  certificate  required  for 
licensure  in  Michigan.  Call  (313)  755-2500,  or  write 
Fairwood  General  Hospital,  4050  E.  12  Mile  Road,  Warren, 
Michigan  48092. 


OPHTHALMOLOGIST  WANTED  IN  COMBINED 
rural  and  metropolitan  practice  in  upstate  New  York. 
Appointment  to  accredited  hospital  guaranteed.  Partner- 
ship opportunity,  full  curriculum  vitae  in  initial  letter. 
Box  440,  % NYSJM. 


CHIEF  RADIOLOGIST,  BOARD  CERTIFIED  PRE- 
ferred.  Fully  accredited  200  bed  general  hospital,  ex- 
pansion in  progress,  includes  new  X-ray  dept.  Near 
New  York  City  and  Yale  Medical  Center.  Remunera- 
tion open.  Send  curriculum  vitae  with  initial  letter  to 
Administrator,  Griffin  Hospital,  Derby,  Conn. 


INTERNIST  TO  JOIN  ULTRAMODERN  CLINIC 
with  hospital,  Detroit  suburb.  Challenging  scientific 
environment.  Salary  open.  Basic  science  certificate  re- 
quired. Write  Fairwood  General  Hospital,  4050  E.  12 
Mile  Road,  Warren,  Michigan  48092. 


INTERNIST  WANTED:  TO  MAKE  THREE  MAN 

group  with  well  established  Board  certified  internist,  and 
Board  certified  cardiologist.  Generous  sized  suite  in  new 
office  building  occupied  by  six  other  nonaffiliated  profes- 
sional men.  Guaranteed  liberal  income  to  start,  and  retro- 
active partnership  if  agreeable  to  all  parties.  Write: 
George  Hamilton,  M.D.,  86  Walnut  Street,  Binghamton, 
N.  Y.  13905. 


PHYSICIAN  WANTED:  GENERAL  PRACTICE,  NO 

obstetrics.  Suburban  living,  Rockaway  area.  Well 
established  practice;  excellent  area  near  beach  and 
schools;  hospitals  nearby.  Salary  $15,000  first  year, 
leading  to  full  partnership  in  3 years.  Box  443,  % NYSJM. 


DERMATOLOGY  RESIDENCY,  IMMEDIATE  OPEN- 
ings.  Fully  accredited  for  three  years.  Affiliated  with  the 
State  University — Kings  County  Medical  Center.  Salary 
$6,170  to  $6,990.  Write:  Chief  of  Staff,  V.A.  Hospital, 
Brooklyn,  New  York  11209.  Non-discrimination  in 
employment. 


ASSOCIATE  PHYSICIAN.  FULL  TIME  OR  HALF  TIME 
for  five  day  week  hospital  practice  of  internal  medicine. 
New  York  State  license  and  three  years  of  experience  in 
general  medicine  within  community,  industry  or  an  in- 
stitution required.  No  night  duty.  Salary  $15,780  to 
$18,635.  Social  Security,  retirement  and  fringe  benefits. 
Box  444,  % NYSJM. 


MISCELLANEOUS 


PUBLIC  HEALTH:  A SHORT  COURSE  IN  PUBLIC 

health  is  now  available  to  physicians  certified  by  American 
Boards  in  pediatrics,  internal  medicine  and  physical  med- 
icine. Four  months  of  academic  training  and  six  months 
full  time  experience  in  general  public  health  administra- 
tion qualifies  for  responsible  positions  in  public  health. 
N.Y.  State  license  to  practice  medicine  or  eligibility  to 
take  the  examination  are  requirements.  Liberal  salary  and 
other  employment  benefits.  For  further  information, 
write  or  call:  Director  of  Professional  Education,  84 

Holland  Ave.,  Albany,  N.Y.  Phone  (518)  474-5020. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


GP  WITH  2 YEARS  TRAINING  IN  INTERNAL  MEDI- 
cine,  8 years  practice  in  medicine  wishes  opportunity  as 
associate  in  New  York  City- Long  Island  area,  Westchester 
County.  Will  consider  salaried  position  leading  to  partner- 
ship or  position  in  Industrial  Medicine  or  Hospital  ap- 
pointment. Box  416,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


PATHOLOGIST,  CERT.  C.P.;  EXPERIENCED. 
Available  for  weekend  and  vacation  coverage  in  vicinity 
of  New  York  City  and  Westchester  County.  Will  read 
cytology  and  surgical  specimens,  current  or  superannuated 
autopsies.  Box  435,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  WILL  ACCEPT 
coverage  or  locum  tenens,  or  weekends;  hospital  and 
private  practice.  Box  438,  % NYSJM. 


U.S.  TRAINED  ANESTHESIOLOGIST,  ELIGIBLE  FOR 
N.Y.  State  license,  available  part-time  or  weekends. 
Box  442,  % NYSJM. 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIG- 
ible,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  on  request.  Box  441,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LUCRATIVE  GENERAL  PRACTICE  FOR  SALE 
along  with  fully  equipped  office,  including  X-ray  and 
spacious  living  quarters  in  beautiful  large  house  in  Bush- 
wick  section  of  Brooklyn.  Excellent  buy.  Box  437,  % 
NYSJM. 


INTERNAL  MEDICAL  PRACTICE  FOR  SALE:  WELL 
established  physician  suddenly  deceased.  Large  portion 
of  cardiac  and  diabetic  patients.  New  ECG  machine, 
other  equipment.  Two  hospital  appointments  assured. 
Growing  dynamic  community  in  Hudson  Valley  area. 
Convenient  terms.  Secretary  and  wife  will  help  introduce. 
Box  421,  % NYSJM. 


INDUSTRIAL  PRACTICE  FOR  SALE:  PROVIDES 

good  income  and  has  excellent  growth  potential.  Reason 
for  selling:  wish  to  retire.  Located  at  Bush  Terminal. 
Call  evenings,  GE  6-3950. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
13-Story  Air  Conditioned  Apt  Bldg,  (cornu  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  . PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914)  -454-0322 


OFFICE,  AND  POSSIBLY  PRACTICE  OF  RECENTLY 
deceased  physician,  completely  equipped.  Surgery  and 
general  medicine.  Air  conditioned  high-class  apartment, 
ground  floor;  60’s  C.P.W.  Call  799-2525  or  write  Box  434, 
% NYSJM. 


ROSLYN,  L.  I.  RESIDENCE  AND  OFFICE  FOR  SALE. 
Lovely  split  level  on  treed,  corner  plot  at  entrance  to  large, 
prestige  community.  Residence:  3 bedrooms,  panelled 

den,  fireplace  in  living  room,  modem  kitchen  with  dinette. 
Office:  separate  entrance,  4 room  panelled  suite  and 

lavatory.  Pool  membership.  $47,000.  (516)  M A 6-0276. 


FOR  SALE:  SCARSDALE,  N.Y.  BUILDING  PLOT, 

approx.  35,000  sq.  ft.  Flawless  location  for  doctor’s 
home/office.  Price:  $15,000.  Call  or  write  owner: 

Harold  Michelson,  60  Old  Orchard  Lane,  Scarsdale,  N.Y. 
(914)  GR  2-2843. 


OFFICE  FOR  RENT:  WELL  ESTABLISHED  GENERAL 
practice,  furnished  office,  reasonable  rate.  Three  rooms, 
lavatory  and  darkroom,  in  residential  area  of  Lake  Maho- 
pac,  New  York.  New  hospitals  nearby,  others  easily 
accessible.  For  information,  call  (914J-MA  8-2065. 


BROOKHAVEN,  SUFFOLK  COUNTY,  LONG  ISLAND. 
Four  room  suite  in  new  professional  building.  Ideal 
location,  G.P.,  most  specialties.  Ample  parking,  air 
conditioned,  janitorial  services.  Call  Brookhaven  Centre, 
Inc.,  (516)  286-3360. 


SUTTON  TERRACE  APARTMENTS,  450  EAST  63RD 
St.,  Manhattan.  Immediate  occupancy — three  profes- 
sional apartments:  Ground  J (4  rooms)  $300/mo.;  Ground 
F (3  rooms)  $250/mo.;  Ground  G (5  rooms)  $266. 67/mo. 
Apartments  F and  G may  be  combined  to  make  8 rooms 
Call  Mr.  Walter  Townsend,  Resident  Manager,  TE  9-7289. 
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Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation’s  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence  — 
the  key  figure  — is  you, -doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  30#  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society’s 
concerted  educational  campaign  on  the 
hazards  of  cigarette  smoking  — plus 
government  regulations  — will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed. 
It  is  you  w ho  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 


AMERICAN  CANCER  SOCIETY 


Caution:  Cigarette  Smoking  May 
Be  Hazardous  to  Your  Health 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Special  Session* 

May  26,  1966 


The  Special  Session  of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  convened  at  9:30  a.m.  on  Thursday,  May  26, 
1966,  at  The  Americana,  New  York  City,  E.  Dean  Babbage,  M.D., 
Speaker,  and  George  Himler,  M.D.,  Vice-Speaker,  presiding. 


Section  1 

National  Anthem  and  Invocation 

. . . The  National  Anthem  was  sung  following 
which  Speaker  Babbage  introduced  Dr.  David 
H.  C.  Read,  minister  of  the  Madison  Avenue 
Presbyterian  Church,  New  York  City,  who  gave 
the  invocation  . . . 

Section  2 

Report  of  Reference  Committee  on  Credentials 

. . . C.  Joseph  Delaney,  M.D.,  chairman  of  the 
Committee  on  Credentials,  reported  that  177 
delegates  were  registered  f;  Secretary  Heldmann 
announced  that  a quorum  was  present  . . . 

Section  3 

Remarks  by  the  Speaker 

. . . Speaker  Babbage  announced  that  the 
Special  Session  would  be  closed  to  the  press; 
after  discussion,  during  which  Dr.  Mathews’ 
motion  to  have  the  session  conducted  as  an 
open  meeting  was  lost,  it  was  voted  to  exclude 
the  press  from  the  session. 

. . . Speaker  Babbage  announced  that  the 
reports  and  resolutions  would  be  referred  to  a 
reference  committee  and  that  the  House  would 
adjourn  so  that  the  reference  committee  hearing 
could  be  held.  It  was  agreed  that  the  House 
would  reconvene  to  act  on  the  report  of  the 
reference  committee  without  waiting  for  printed 
copies  of  the  report . . . 

Section  4 

Appointment  of  Reference  Committee 

. . . Speaker  Babbage  announced  the  ap- 
pointment of  a reference  committee,  as  follows: 
Kenneth  H.  Eckhert,  Erie,  Chairman 
John  L.  Clowe,  Schenectady 

* A verbatim  copy  of  the  Proceedings  of  the  Special  Session 
of  the  House  of  Delegates  is  on  file  at  the  headquarters  office 
of  the  Medical  Society  of  the  State  of  New  York,  750  Third 
Avenue,  New  York,  New  York  10017. 

f A list  of  delegates  registered  at  the  Special  Session  is 
included  at  the  end  of  these  minutes. 


Carl  R.  Ackerman,  Bronx 

Arthur  H.  Diedrick,  Westchester 

Victor  J.  Tofany,  Monroe,  Section  on 

Anesthesiology 

Section  5 

Call  for  Special  Session 

. . . Speaker  Babbage  announced  that  the 
material  to  be  discussed  at  the  Special  Session 
was  limited  to  the  subject  announced  in  the 
call  for  the  meeting,  and  introduced  the  fol- 
lowing resolution,  which  was  carried: 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  on  May  19, 
1966,  pursuant  to  Section  6 of  Chapter  VIII 
of  the  Bylaws  of  the  Society,  requested  the 
Speaker  to  call  a special  meeting  of  this 
House  of  Delegates  to  consider  Chapters  256 
and  257  of  the  Laws  of  1966,  medical  as- 
sistance for  needy  persons,  implementing  in 
New  York  State  Title  19  of  Federal  Public 
Law  89-97;  and 

Whereas,  The  business  of  this  special 
meeting  of  the  House  is  limited,  pursuant  to 
Robert's  Rules  of  Order  Revised,  to  the  fore- 
going subject,  and  it  is  desirous  that  the  busi- 
ness of  this  House  proceed  with  expedition; 
now  therefore  be  it  hereby 

Resolved,  That  Section  7 of  Chapter  II, 
namely,  the  Order  of  Business,  and  Chapter 
X,  the  Reference  Committees,  of  the  Bylaws 
be  suspended  pursuant  to  Section  6 of  Chapter 
XV  of  the  Bylaws  of  this  Society;  and  be  it 
further 

Resolved,  That  the  Speaker  may  in  his 
discretion  fix  the  order  of  business  of  this 
special  session. 

Section  6 

Remarks  of  the  President 

. . . Speaker  Babbage  introduced  President 
Blake,  who  addressed  the  House  as  follows: 
James  M.  Blake,  M.D.,  President:  Mr. 

Speaker  and  members  of  the  House  of  Delegates, 
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needless  to  say  the  last  week  or  ten  days  have 
been  interesting  ones  of  differing  opinions,  sug- 
gestions, and  ideas,  some  of  which  have  been 
very  helpful,  and,  I am  sure,  will  contribute 
much  to  this  session  of  our  House  of  Delegates. 

We  have  talked  about  Medicare  for  some 
twenty  years  now.  I know  when  I was  chair- 
man of  the  Committee  on  Legislation  and  Dr. 
George  Lawrence  was  my  cochairman,  we  had 
much  discussion,  and  we  had  much  difficulty  at 
times  creating  enthusiasm  and  interest  about 
the  question  of  Medicare.  I have  this  week 
asked  myself  on  several  occasions  why  have  we 
suddenly  become  so  concerned  about  this 
problem,  and  I know,  of  course,  that  many  of 
us  are  concerned  about  the  implementation  of 
this  law  based  on  the  income  ceiling.  Many 
of  us,  as  individuals,  do  not  agree  with  it;  some 
do.  Some  of  us  have  been  concerned  about  the 
question  of  fees;  some  of  us  have  been  concerned 
about  the  methods  of  fees;  and  some  of  us 
have  been  concerned  about  other  smaller  items 
that  reflect  themselves  in  this  question. 

It  occurred  to  me,  however,  that  probably 
another  reason  for  this  was  that  up  until  now 
Medicare  has  been  something  down  in  Washing- 
ton, something  some  place  else,  something  for 
the  House  of  Delegates  and  the  medical  poli- 
ticians, if  you  wish,  of  our  State  Society  to 
debate  and  discuss — but  suddenly  Medicare 
came  home.  Suddenly  Medicare  was  in  New 
York.  It  was  no  longer  in  Washington.  It 
was  in  New  York  City,  and  it  was  through  the 
entire  upstate  area,  large  and  small  communities 
as  well.  It  is  a bit  like  the  long-haired  beatnik 
who  is  mighty  fine  in  college;  he  is  all  right  as 
long  as  he  is  in  California,  but  when  he  comes 
home  he  is  a little  rough  to  live  with.  This 
has  had  a lot  to  do  with  all  of  our  thinking 
concerning  this  question. 

It  is,  however,  very  interesting  and  perhaps 
significant  that  the  officers  and  the  Council, 
the  delegates  and,  yes,  the  membership  at  large 
of  the  Medical  Society  of  the  State  of  New  York 
find  ourselves  today,  concerning  the  passage 
and  the  implementation  of  Chapters  256  and 
257  of  the  Laws  of  1966,  medical  assistance  for 
needy  persons,  in  a position  similar  and  perhaps 
parallel  to  that  of  the  officers  and  trustees,  dele- 
gates and  members  at  large  of  the  American 
Medical  Association  just  a year  ago  and  subse- 
quently at  the  special  meeting  of  their  House  of 
Delegates  in  October,  at  which  time  they  were 
concerning  themselves  with  the  implementation 
of  the  parent  Medicare  Law,  Public  Law  89-97. 

Those  of  you  who  were  present  will  recall, 
and  I trust  the  rest  of  you  have  read  the  remarks 
of  Dr.  James  Z.  Appel,  the  president  of  the 
American  Medical  Association,  before  that 
House  of  Delegates.  You  will  also  remember 
the  attitudes  and  the  subsequent  action  of  the 
House  of  Delegates  of  the  American  Medical 
Association  concerning  the  implementation  of 
Public  Law  89-97. 

Most  important,  however,  I hope  that  you 
are  familiar  with  the  activities  and  the  ac- 
complishments of  the  Advisory  Committee  of 
the  American  Medical  Association  to  the  De- 


partment of  Health,  Education,  and  Welfare. 
The  accomplishments  of  this  committee  in  its 
relationship  with  HIBAC,  the  Health  Insurance 
Benefits  Advisory  Council,  and  with  the  De- 
partment of  Health,  Education,  and  Welfare 
are,  in  my  opinion,  truly  noteworthy  and  would 
not  have  been  considered  possible  a year  ago. 
These  gentlemen  are  to  be  congratulated  for 
their  actions. 

There  is,  however,  a difference  between  the 
American  Medical  Association  situation  and 
that  of  the  Medical  Society  of  the  State  of  New 
York.  Up  until  that  time  the  American  Medi- 
cal Association  had  not  had  any  significant 
cooperative  relationship  with  the  Department 
of  Health,  Education,  and  Welfare.  On  the 
other  hand,  the  Medical  Society  of  the  State  of 
New  York  has  maintained  for  some  time  a 
good  and  an  improving  relationship  with  the 
New  York  State  Department  of  Health.  Our 
interrelated  committees  have  worked  very 
closely  on  both  scientific  and  administrative 
levels.  While  there  has  not  as  yet  been  ap- 
pointed a specific  advisory  committee  to  the 
State  Department  of  Health  relative  to  the 
implementation  of  the  Medical  Assistance  Law, 
Dr.  Ingraham  has  expressed  a desire  for  such  a 
cooperative  action;  in  fact,  representative 
officers  and  members  of  the  Society  have  al- 
ready met  with  Dr.  Ingraham  and  members  of 
the  Health  Department  for  the  purpose  of 
discussing  the  implementation  of  the  Medical 
Assistance  Program.  While  our  relationship 
to  the  Department  of  Social  Welfare  has  not 
been  as  close,  this  is  improving  through  the 
efforts  of  Dr.  Claude  Carlyle  Nuckols,  assistant 
commissioner  in  charge  of  medical  affairs  of  that 
Department. 

Furthermore,  our  entree  to  the  leaders  of  the 
Legislature,  the  Governor’s  office  and,  yes,  to 
the  Governor  himself,  has  been  enhanced 
through  the  efforts  of  Dr.  Carter’s  committee 
and  our  legislative  counsel. 

In  March  of  this  year,  as  you  well  know,  the 
legislation  which  was  necessitated  by  the 
Federal  law  to  carry  out  the  intent  of  Title  19 
was  introduced  as  an  administrative  bill  of  the 
Governor.  This  legislation  was  reported  to  the 
Council  by  Dr.  Carter  at  its  March  meeting. 
Approval  was  recommended  on  the  acceptance 
of  three  specific  amendments.  These  amend- 
ments were,  first,  that  there  be  free  choice  of 
physician,  hospital,  and  other  medical  facility 
by  the  patient.  It  is  significant  to  note  at  this 
point  that  on  Tuesday  at  the  Joint  Legislative 
Committee  hearing  in  Albany  Governor  Rocke- 
feller in  answer  to  the  question,  “Is  this  social- 
ized medicine?”  answered,  “No,  physicians  are 
in  no  way  employed  or  controlled  by  the  State. 
Rather,  free  choice  of  physician  is  permitted.” 
A second  part  of  our  recommendation  of  amend- 
ments was  that  there  be  at  least  six  physicians 
on  the  Medical  Advisory  Committee,  and,  third, 
that  the  selection  of  welfare  physicians  in  areas 
indicated  be  made  from  a fist  and  approved  by 
the  local  county  medical  societies. 

This  action  was  reported  to  the  county  medi- 
cal societies  in  the  March  28  issue  of  Capitol 
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News,  having  been  previously  referred  to  in  the 
two  preceding  issues.  Further  reference  was 
made  in  the  succeeding  issues  of  Capital  News 
and  in  the  April  issue  of  the  News  of  New  York. 

Early  this  year  Dr.  Carter,  as  chairman  of  the 
Committee  on  State  Legislation,  and  other 
members  of  the  Council  met  with  Governor 
Rockefeller  here  in  New  York  City  to  discuss 
certain  aspects  of  the  medical  welfai'e  programs. 
It  is  of  significance  that  at  this  meeting  the 
Governor  expressed  himself  very  clearly  to  the 
effect  that  he  did  not  want  “two  classes  of 
medical  care  in  New  York  State,”  further  that 
he  wanted  patients  who  were  receiving  medical 
care  under  any  State-supported  program  to 
have  the  same  type  and  quality  of  care  as  every 
other  person,  and  that  physicians  should  be 
paid  a fair  and  equitable  fee  for  the  services 
rendered.  This  was,  of  course,  encouraging  to 
the  representatives  of  the  State  Medical  Society 
at  that  time,  and  it  seemed  reasonable  that  all 
of  this  could  be  accomplished  in  every  respect 
by  cooperative  effort  on  the  part  of  all  con- 
cerned. 

In  addition,  the  special  committee  has  made 
very  definite  progress  in  its  relation  with  the 
Division  of  the  Budget  concerning  the  payment 
for  services  in  the  various  State-supported 
programs.  This  is  outlined  quite  clearly  in 
Dr.  Himler’s  summary  which  has  been  sent  to 
each  of  you,  and  which  will  be  discussed  by  Dr. 
Himler  later  today.  This  was  also  reported  to 
you  in  detail  at  the  February  meeting  of  the 
House  of  Delegates. 

While  there  remains  considerably  more  to  do, 
this  committee,  with  Dr.  William  Wheeler  as 
chairman  and  Dr.  George  Himler  as  cochairman, 
has  clarified  many  of  the  problems  which  previ- 
ously existed.  The  members  of  this  committee 
are  to  be  complimented  for  the  time  and  effort 
they  have  put  forth  in  our  behalf.  These  dis- 
cussions, however,  have  now  been  suspended 
until  after  this  meeting  of  our  House  of  Dele- 
gates. Mr.  Hurd,  Director  of  the  Budget,  has 
expressed  a desire  to  continue  discussions,  and 
it  is  hoped  that  a mutually  agreeable  arrange- 
ment can  be  arrived  at  and  can  be  approved. 

There  has  been,  of  course,  concern  and  some 
criticism  expressed  about  the  approval  of  the 
basic  legislation  implementing  Title  19.  I 
think  it  is  important,  and  I am  sure  you  under- 
stand and  know,  that  this  legislation  had  the 
full  support  of  the  Governor.  It  had  the  full 
support  of  both  houses  of  the  Legislature  and, 
therefore,  it  was  destined  to  become  law  with  or 
without  other  support.  Dr.  Willis,  our  im- 
mediate past  president  who  had  been  very 
closely  related  to  the  earlier  activities,  and 
other  members  of  the  Council  were  of  the 
opinion  that  our  support  of  this  legislation,  if  it 
included  the  suggested  amendments,  would 
enhance  our  position  in  relation  to  the  subse- 
quent implementation  of  the  program  and  any 
indicated  amendments  to  the  law  itself. 

You  will  be  given  other  information  today  in 
addition  to  Dr.  Himler’s  and  Dr.  Carter’s  re- 
ports. There  will  be  an  exchange  of  ideas 
among  all  of  us.  Following  this  you  must  then 


decide.  You  must  decide  whether  to  accept  or 
reject  or  whether  to  try  to  amend  those  parts 
which  you  think  desirable  in  this  legislation. 
I assure  you  that  the  officers  and  the  Council 
members,  and  certainly  I,  will  abide  by  your 
wishes,  and  do  our  very  best  to  carry  out  your 
recommendations. 

In  conclusion  I would  like  to  repeat  to  you 
the  closing  remarks  I made  in  February  from 
this  podium.  At  that  time  I said,  “The  blue- 
print has  been  drawn.  The  foundation  has 
been  laid.  We  physicians  must  now  build  the 
framework  to  the  best  of  our  individual  and 
collective  abilities  or  someone  else  will  do  the 
building  for  us.” 

Thank  you.  ( Applause ) 

Speaker  Babbage:  Thank  you,  Dr.  Blake. 
The  remarks  of  the  President  will  be  referred 
to  the  reference  committee  for  their  discussion. 

Section  7 

Report  of  Committee  on  State  Legislation 

. . . Speaker  Wurzbach  introduced  Dr.  Carter, 
who  presented  and  commented  on  the  following 
report  of  the  Committee  on  State  Legislation: 

John  H.  Carter,  M.D.,  Albany:  The  fol- 
lowing is  a summary  in  chronologic  order  of  the 
position  and  activities  of  the  Medical  Society 
of  the  State  of  New  York  with  respect  to  the 
implementation  of  Title  19,  Federal  Public 
Law  89-97,  Social  Security  Amendments  of 
1965. 

Background  Data 

1961:  The  Federal  Kerr-Mills  bill,  medical 
assistance  for  the  needy  aged,  passed  the 
Congress,  providing  for  mixed  Federal  and  State 
funds  to  care  for  the  medically  indigent  over 
sixty-five.  The  Federal  bill  was  endorsed  by 
organized  medicine  throughout  the  country  as 
well  as  by  the  State  Society. 

1961:  The  New  York  State  Legislature  passed 
legislation  implementing  the  Federal  Kerr- 
Mills  bill  in  New  York  State.  The  legislation 
originally  contanied  fixed  income  requirements 
of  eligibility  within  the  statute  under  the  fol- 
lowing circumstances: 

1.  Income  of  single  person  $1,800;  family  of 
two,  $2,600; 

2.  Children  held  financially  responsible; 

3.  Personal  assets  set  at  a fixed  level. 

1963  and  1964:  The  Medical  Society  of  the 
State  of  New  York  through  its  House  of  Dele- 
gates sponsored  legislation  requesting  a liberali- 
zation of  the  M.A.A.  program  in  New  York 
State  by  requesting  a change  in: 

1.  The  income  ceiling  to  $2,500  for  a single 
person  and  $5,000  for  those  who  are  married; 

2.  Confine  the  means  test  to  resources  of 
the  recipient  or  spouse; 

3.  Increase  the  allowable  amount  of  life 
insurance  cash  values. 

Other  organizations  introduced  similar  legis- 
lation. The  bill  which  ultimately  passed  the 
Legislature  last  year  provided  discretionary 
authority  to  the  State  Board  of  Social  Welfare 
to  make  determinations  of  financial  eligibility. 
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Title  19 

July  30,  1965:  The  Federal  Medicare  Pro- 
gram passed  and  was  signed  into  law  as  Title  18, 
Federal  P.L.  89-97,  providing  medical  care  for 
all  over  sixty-five,  with  certain  limitations  as  to 
payments  and  charges  for  hospital  care.  Title 
19,  Federal  P.L.  89-97,  provided  Federal  aid  to 
the  States  commencing  January  1,  1966,  for 
medical  assistance  furnished  needy  persons. 

Title  19  provides  that  the  state  and  local 
governments  would  receive  Federal  aid  in  a 
richer  formula  than  all  present  welfare  programs, 
and  for  the  first  time,  Federal  aid  in  the  amount 
of  50  per  cent  of  total  expenditures.  Time 
limitations  for  enactment  to  be  eligible  for 
Federal  funds  was  established  by  the  Congress. 
The  Federal  law  required,  in  order  for  any  state 
to  be  eligible  for  Federal  funds,  that  in  fixing  the 
responsibility  of  relatives  for  contributing  to 
the  cost  of  medical  and  health  services,  only: 
(1)  a spouse  for  spouse,  or  (2)  a parent  for  a child 
under  twenty-one  years  of  age,  or  (3)  a parent  for 
a child,  over  twenty-one  years,  who  is  blind  or 
permanently  or  totally  disabled.  Financial 
responsibility  of  children  for  their  parents  has 
been  eliminated. 

March,  1966:  Governor  Rockefeller  submitted 
the  administration  bill  to  implement  Title  19 
in  New  York  State,  amending  the  law  as  re- 
quired by  the  Congress,  with  respect  to  “rela- 
tive responsibility.”  The  Administration  bill, 
after  establishing  basic  standards  of  eligibility, 
designated  the  State  Board  of  Social  Welfare  as 
the  single  State  agency  to  administer  and  super- 
vise the  program.  The  Department  of  Health 
was  assigned  the  responsibility  of  establishing 
standards  and  quality  of  medical  care. 

Income  eligibility  requirements  were  not 
included  in  the  bill.  The  income  requirements 
were,  under  this  bill,  to  be  determined  by  the 
State  Board  of  Social  Welfare.  The  Com- 
missioner of  Social  Welfare  announced  that  the 
Board  planned  financial  eligibility  require- 
ments to  be  those  essentially  along  the  lines 
used  for  the  old  but  liberalized  Kerr-Mills 
program  then  in  existence.  This  was,  at  the 
time,  $5,300  for  a family  of  four  until  March  21 
when  the  Board  of  Social  Welfare  adopted  the 
$5,700  figure  for  a family  of  four. 

The  Medical  Society  of  the  State  of  New 
York  immediately  requested  that  the  bill  be 
amended  in  three  important  areas,  to  require: 

1.  Free  choice  of  a physician  and  medical 
facilities; 

2.  That  a minimum  of  approximately  one 
third  of  the  Medical  Advisory  Board  be  duly 
licensed  physicians;  and 

3.  That  the  selection  of  visiting  physicians 
for  home  and  office  visits  at  the  local  level  be 
selected  from  a panel  of  physicians  submitted  by 
the  appropriate  local  medical  societies. 

The  President  of  the  State  Medical  Society, 
after  consulting  and  reviewing  the  Administra- 
tion bill  with  the  Council  of  the  State  Medical 
Society,  endorsed  the  bill  conditioned  upon  an 
understanding  that  the  Administration  would 
submit  an  appropriate  amendatory  bill  to  carry 
out  the  amendments  requested  by  the  Medical 


Society.  Upon  receiving  assurances  from  the 
Administration  that  these  amendments  would 
be  made,  the  Medical  Society  of  the  State  of 
New  York  through  its  Council  authorized  the 
President  to  endorse  the  bill.  This  was  done 
by  telegrams  to  State  legislators,  dated  March 
24,  1966,  signed  by  the  President  and  in  a letter, 
dated  March  29,  1966,  from  the  State  Medical 
Society’s  legislative  counsel  to  the  Governor’s 
counsel.  Information  concerning  this  endorse- 
ment, as  well  as  the  proposed  amendments,  was 
published  in  the  State  Medical  Society’s  weekly 
legislative  bulletin,  Capitol  News,  March  28, 
1966.  The  publication  is  mailed  to  all  county 
medical  society  presidents,  secretaries,  legisla- 
tion chairmen,  legislation  contact  committee- 
men, executive  secretaries,  and  other  key  offi- 
cials, as  well  as  members  of  the  State  Legislature 
and  hospital  administrators.  The  item  stated: 

“Although  the  State  Society  approves  the 
bill  in  principle,  it  has  made  recommendations 
for  amendments,  including:  (1)  a provision 
for  at  least  five  physicians  on  the  Medical 
Advisory  Committee;  (2)  freedom  of  selec- 
tion of  physicians  and  hospitals  by  recipients 
of  assistance;  and  (3)  local  medical  directors 
be  chosen  from  a panel  of  physicians  sub- 
mitted by  local  county  medical  society. 

“It  should  be  noted  that  the  current  bill 
does  not  establish  the  financial  eligibility 
ceilings  for  recipients  of  aid.  These  will  be 
determined  by  the  Board  of  Social  Welfare 
and  will  not  be  voted  on  by  the  Legislature.” 
Thereafter  a new  Assembly  bill  was  intro- 
duced which  designated  within  the  statute  the 
State  Department  of  Health  as  the  administra- 
tive agency,  and  established  within  the  bill  a 
financial  eligibility  standard  of  $6,700  net  in- 
come for  a family  of  four  and  a specific  formula 
for  catastrophic  medical  insurance. 

Ultimately  the  Legislature  approved  a com- 
promise bill  which  was  signed  into  law  by  the 
Governor  on  April  30.  This  information  was 
fully  reported  in  the  State  Society’s  Capitol 
News,  May  2,  as  well  as  the  public  press. 
Capitol  News  stated: 

“Under  the  compromise,  a family  of  four 
with  a net  income  of  less  than  $6,000  will  be 
eligible  to  receive  financial  aid  to  cover  part 
or  all  of  the  cost  of  medical  care.  This  limit 
was  not  written  into  the  bill,  but  is  understood 
to  be  the  figure  that  the  Social  Welfare  De- 
partment will  use.” 

The  compromise  measure  also  tightened  the 
control  of  the  State  Department  of  Health  with 
respect  to  the  administration  of  the  program. 
Other  aspects  such  as  the  formula  for  savings 
and  life  insurance  were  reviewed  in  Capitol 
News.  The  State  Medical  Society  at  no  time 
supported  any  bill  other  than  the  original  measure 
introduced,  and  then  only  upon  receiving  assur- 
ances of  the  amendments  requiring  free  choice  of 
physicians,  selection  of  physicians  at  the  local 
level,  and  the  Medical  Advisory  Committee  compo- 
sition. 

On  May  19,  1966,  legislation  was  introduced 
carrying  out  the  commitment  of  the  Administra- 
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tion  to  the  Medical  Society  of  the  State  of  New 
York.  This  new  amendatory  bill  (S.  Int. 
4867 — Rules)  provides: 

1.  The  Department  of  Health,  in  administer- 
ing and  supervising  medical  care  and  health 
services,  shall  make  provision  for  the  free  choice 
by  the  applicant  or  recipient  of  his  physician 
and  the  medical  institution  or  facility  consistent 
with  quality  and  availability  of  medical  care; 

2.  County  and  city  welfare  physicians  to 
visit  sick  persons  in  their  home  subject  to  the 
approval  of  the  Department  of  Health,  shall  be 
selected  from  a panel  of  names  submitted  by  the 
appropriate  county  medical  societies; 

3.  At  least  seven  members  of  the  20-member 
Medical  Advisory  Committee  shall  be  duly 
licensed  physicians. 

The  amendments  concerning  increased  physi- 
cians on  the  Advisory  Board  and  requiring  the 
county  welfare  officer  to  pick  physicians  from  a 
panel  submitted  by  the  county  medical  society 
are  essentially  noncontroversial.  However,  the 
free  choice  issue  may  be  somewhat  controversial. 
Your  legislation  chairman  suggests  that  the 
Society  mobilize  its  forces  and  send  telegrams  to 
appropriate  legislators  supporting  our  amend- 
ments, thus  countering  any  possible  opposition. 

Summary 

Throughout  this  hectic  period,  the  State 
Medical  Society  has  consistently  had  certain 
goals  and  principles  in  mind  and  has  fought  for 
these  goals  and  principles.  They  are: 

(1)  Quality  medical  care  for  all  our  citizens, 
regardless  of  income  status.  As  concerns  the 
medical  care  of  the  needy,  we  have  long  felt  that 
this  can  best  be  provided  through  the  health 
departments. 

(2)  Adequate  representation  of  physicians 
on  advisory  boards  having  to  do  with  medical 
care. 

(3)  Elimination  of  politics  at  any  level  in 
the  provision  of  medical  care. 

(4)  Unrestricted  free  choice  by  our  citizens 
in  selecting  the  doctors  and  facilities  they  choose 
to  go  to  for  medical  care. 

Some  may  take  the  position  that  we  should 
have  objected  to  all  Title  19  bills.  This  would 
have  been  folly.  Our  position  would  not  have 
prevented  passage  any  more  than  our  opposition 
prevented  Medicare  and  would  not  have  lowered 
the  eligibility  income  levels.  It  also  would  cer- 
tainly have  meant  that  the  important  amend- 
ments we  wanted  would  never  have  had  a 
chance  of  becoming  law. 

The  Medical  Society  has  confined  itself,  ac- 
cordingly, not  to  a discussion  or  public  state- 
ments with  respect  to  the  propriety  of  social  legis- 
lation previously  passed  in  the  Congress  of  the 
United  States  and  vigorously  opposed  by  this  So- 
ciety. Instead  of  concerning  ourselves  with  the 
economic  aspects  of  the  law,  we  have  concen- 
trated on  the  health  provisions,  which  are,  and 
should  be,  the  first  responsibility  of  physicians. 
This  is  fully  consistent  with  the  mandate  of  the 
House  of  Delegates  that  we  should  now,  as  a Soci- 
ety, cooperate  with  the  action  taken  by  the  Con- 
gress of  the  United  States;  observe  the  law  of  the 
land. 


The  original  measure  supported  and  endorsed 
by  the  Council  of  the  Medical  Society  of  the 
State  of  New  York,  on  the  recommendation  of 
its  State  Legislation  Committee,  was  supported 
only  after  an  agreement  on  the  amendments  re- 
quested by  the  Society. 

We  feel  that  the  above  record  documents  the 
fact  that  the  Medical  Society  of  the  State  of 
New  York  has  maintained  a sound  and  con- 
sistent position  and  has  fought  for  important 
principles.  We  believe,  therefore,  that  we 
should  not  be  apologetic  for  our  activities,  but 
rather  welcome  the  opportunity  to  disclose  the 
full  extent  of  our  efforts  and  accomplishments 
and  to  seek  to  further  serve  the  interests  of  all 
of  our  membership. 

Speaker  Babbage:  This  report  of  the  Com- 
mittee on  State  Legislation  is  referred  to  the  ref- 
erence committee. 

Section  8 

Report  of  Committee  to  Negotiate  with  Governor’s 
Interdepartmental  Task  Force 

. . . Speaker  Babbage  introduced  Dr.  Himler 
who  presented  the  following  report  of  the  Com- 
mittee to  Negotiate  with  the  Governor’s 
Interdepartmental  Task  Force: 

George  Himler,  M.D.;  Vice-Speaker:  The 
report  is  entitled  “Background  and  Current 
Status  of  Negotiations  for  Payment  of  Medical 
Fees  for  All  New  York  State-Supported  Pro- 
grams,” submitted  by  the  committee  appointed 
to  negotiate  with  the  Governor’s  Interdepart- 
mental Task  Force. 

For  many  years  payment  for  medical  services 
to  welfare  patients  has  been  made  in  accordance 
with  the  fee  schedule  set  forth  in  Book  V of  the 
State  Department  of  Social  Welfare.  Book  V 
provides  for  payment  at  two-thirds  the  rates 
that  apply  to  Workmen’s  Compensation.  It 
should  be  noted  that  local  welfare  departments 
could,  and  often  did,  reduce  their  payments  to  a 
level  much  lower  than  those  called  for  in  Book  V. 
At  present,  therefore,  the  amount  of  payment, 
the  frequent  failure  to  make  full  payment,  and 
the  long  delay  in  payment  are  all  unsatisfactory 
to  the  physicians  who  render  medical  services  to 
welfare  patients. 

In  1963,  the  Economics  Committee  of  the 
Medical  Society  of  the  State  of  New  York  called 
on  the  Welfare  Department  to  undertake  a 
joint  revision  of  Book  V.  Progress  along  these 
lines  was  slow  until  the  House  of  Delegates,  at 
its  annual  meeting  in  1965,  mandated  the  use  of 
the  Relative  Value  Scale  in  all  negotiations  for 
fees. 

Agreement  was  then  quickly  reached  with  the 
Department  of  Social  Welfare  that  the  Relative 
Value  Scale  was  to  be  used  and  a conversion 
factor  of  $4.00  per  unit  was  tentatively  agreed 
on. 

Subsequently,  the  decision  was  made,  ap- 
parently by  the  Director  of  the  Budget,  that 
fees  for  all  State-supported  programs  should  be 
identical  and  negotiated  simultaneously.  The 
Interdepartmental  Task  Force  was  therefore 
created  and  Dr.  Waring  Willis  appointed  a 
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TABLE  I.  Unit  and  cash  values  for  nonsurgical  procedures  as  proposed  by  Task  Force  and  as  listed  in 

Relative  Value  Scale 


Code 

Number 

Procedure 

- — Proposed  by  Task  Force — - 
Unit  Value  Cash  Value 

'—Relative  Value  Scale — - 
Unit  Value  Cash  Value 

9000 

Initial  office  visit 

1.3 

$ 6.50 

2.0 

$10.00 

9001 

Initial  office  visit 

Complete  examination 

2.0 

10.00 

3.5 

17.50 

Done  in  home 

2.25 

11.25 

3.5 

17.50 

9004 

Routine  follow-up  office  visit 

1.0 

5.00 

1.0 

5.00 

9010 

Routine  home  visit 

1.6 

8.00 

2.5 

12.50 

Follow-up  home  visit 

1.4 

7.00 

2.0 

10.00 

9018 

Additional  members  in  same 
household  (not  settled) 

0.75 

3.75 

1.0 

V 

5.00 

9020 

Initial  hospital  visit 

1.3 

6.50 

3.0 

15.00 

9022 

Initial  hospital  visit  with 
complete  physical 
examination,  new  patient 

2.0 

10.00 

6.0 

30.00 

9024 

Follow-up  routine  hospital 
visit 

1.0 

5.00 

1.0 

5.00 

committee  of  the  State  Society  to  meet  with  it. 
This  committee  consisted  of  Dr.  William  L. 
Wheeler,  Jr.,  chairman,  and  Drs.  George  Rehmi 
Denton,  John  H.  Carter,  George  Himler,  and 
Carl  Freese,  members.  Dr.  Robert  Katz  and 
Mr.  George  P.  Farrell,  of  the  State  Society  staff, 
were  members  ex  officio. 

In  the  initial  meetings,  the  principle  was  es- 
tablished that  the  State  no  longer  wished  there 
to  be  a welfare  discount  for  medical  serv- 
ices. Welfare  recipients  were  no  longer  to  be 
second-class  citizens,  but  were  to  receive  their 
medical  care  in  the  same  fashion  as  other  citi- 
zens in  hospitals,  clinics,  and  doctors’  offices. 
This  concept  naturally  required  that  payment 
for  medical  services  be  made  at  the  usual  or 
prevailing  rates.  The  Task  Force  and  the 
committee  therefore  began  an  attempt  to 
identify  exactly  what  prevailing  fees  would  be  on 
a State-wide  basis  in  order  to  determine  what 
conversion  factor,  applied  to  the  Relative  Value 
Scale,  would  provide  that  level  of  payment. 

The  only  material  that  the  State  Society 
committee  could  find  on  short  notice  to  submit 
to  the  Task  F orce  analysts  were  the  fee  schedules 
of  various  Blue  Shield  plans,  the  G.H.I.  sched- 
ule, and  other  miscellaneous  rate  structures. 
After  studying  this  information,  the  Task  Force 
arrived  at  a conversion  factor  of  $5.00  for  non- 
surgical services,  with  reductions  in  unit  values 
of  some  office  procedures,  as  follows  (Table  I).* 

A $3.50  value  was  proposed  for  surgery.  The 
committee  agreed  that  the  $5.00  factor  was 
acceptable  for  the  time  being,  although  it  had 
serious  reservations  regarding  the  proposed 
changes  in  unit  values.  It  strongly  disagreed 
that  the  $3.50  factor  for  surgery  even  remotely 
approached  customary  surgical  fees.  The  Task 
Force  insisted  that  the  material  it  had  on  hand 
would  support  no  other  conclusion.  The  com- 
mittee, on  the  other  hand,  emphasized  that  the 

* In  presenting  the  report,  Dr.  Himler  included  additional 
information  on  the  dollar  value  of  the  units  proposed  by  the 
Task  Force,  the  State  Society  Relative  Value  Scale  units 
and  the  dollar  value  of  each  of  these.  This  additional  in- 
formation has  been  incorporated  in  Table  I. 


schedules  on  which  the  determinations  were 
based  were  outdated,  since  most  of  them  had 
not  been  renegotiated  in  many  years.  In  one 
upstate  area,  the  last  Blue  Shield  revision  had 
apparently  been  in  1952. 

Since  there  was  some  pressure  to  come  to  an 
agreement  in  order  that  the  budget  might  be 
prepared,  the  committee  felt  that  it  would  be 
acceptable,  as  a short-term  compromise,  to 
accept  a $5.00  unit  value  for  nonsurgical  services 
and  a $4.00  unit  value  for  surgery.  A memo- 
randum was  prepared  and  passed  by  the  Council 
on  March  24,  1966.  It  pointed  out  the  com- 
mittee’s firm  opinion  that  the  $4.00  conversion 
factor  was  inadequate  and  called  for  a prompt 
renegotiation  as  soon  as  more  adequate  basic 
information  on  customary  and  prevailing  fees 
was  available.  After  approval  by  the  Council, 
the  contents  of  the  memorandum  were  incor- 
porated into  a letter  from  Dr.  Wheeler  to  Mr. 
Donald  Axelrod,  Deputy  Budget  Director,  dated 
March  24,  1966.  This  offer  was  never  formally 
accepted.  It  should  be  re-emphasized  at  this 
point  that  this  agreement  was  made  only  for  those 
patients  who  were  then  on  the  welfare  rolls  and 
was  never  at  any  time  intended  for  those  who 
subsequently  became  eligible  for  medical  pay- 
ments by  the  Welfare  Department  as  a result  of 
the  implementation  of  Title  19  of  P.L.  89-97. 

A verbatim  copy  of  the  memorandum  follows 
so  that  the  position  the  committee  took  at  that 
time  may  be  entirely  clear  to  you: 

“The  Governor’s  Interdepartmental  Task 
Force  has  taken  an  important  step  forward  in 
establishing  the  Relative  Value  Scale  as  the 
basis  for  present  and  future  negotiations  of  all 
New  York  State  payments  for  physicians’ 
services.  In  addition,  agreement  has  been 
reached  that  a $5.00  unit  conversion  factor 
be  applied  to  all  medical  services.  This  latter 
category  constitutes  the  major  portion  of  fee 
payments  for  welfare  and  other  State-sup- 
ported  programs. 

“As  far  as  the  conversion  factor  for  surgical 
services  is  concerned,  the  staff  analysts  of  the 
Budget  Director  have  come  to  the  conclusion 
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that  a $3.50  unit  value  would  result  in  a fee 
schedule  equivalent  to  the  prevailing  rates  in 
New  York  State.  Admittedly,  this  was  done 
on  the  basis  of  material  submitted  by  repre- 
sentatives of  the  Medical  Society  of  the 
State  of  New  York  which  consisted  largely  of 
current  schedules  of  Blue  Shield  and  other 
carriers  throughout  the  State.  In  the  opinion 
of  the  Society  representatives,  the  unit 
value  arrived  at  is  far  from  reflecting  prevail- 
ing rates  since  most  of  the  schedules  on  which 
it  is  based  are  obsolete.  In  the  time  avail- 
able to  it,  the  Society  has  not  been  able  to 
adduce  sufficient  objective  evidence  to  support 
its  firm  conviction  that  a $5.00  conversion 
factor  applies  with  equal  validity  to  medicine 
and  surgery. 

“Since,  within  the  next  twelve  months,  all 
organizations  acting  as  intermediaries  for 
Part  B,  Title  18  of  Medicare,  will  of  necessity 
carry  out  exhaustive  and  detailed  studies  to 
determine  prevailing  rates  in  order  to  comply 
with  HEW  regulations,  a source  of  current 
and  accurate  information  will  soon  be  avail- 
able. Parenthetically,  it  is  worth  noting  that 
these  carriers  find  it  necessary  to  carry  out 
time-consuming  surveys  rather  than  resort  to 
their  existing  schedules  in  gathering  this  in- 
formation. 

“Both  the  Governor  and  the  Interdepart- 
mental Task  Force  have  expressed  their 
desire  that  welfare  recipients  be  ‘first  class 
citizens’  and  that  payment  for  their  care  be 
made  on  the  basis  of  the  prevailing  rate  in  the 
community.  The  Medical  Society,  on  the 
other  hand,  does  not  wish  to  have  what  it 
considers  a substandard  rate  of  payment 
identified  as  a prevailing  rate  since  that  would 
adversely  affect  its  present  and  future  nego- 
tiations. 

“Since  time  is  short  and  there  is  not  now 
sufficient  objective  evidence  on  hand  to 
indicate  what  a fair  conversion  factor  might 
be  for  surgical  services,  the  following  agree- 
ments are  suggested: 

“(1)  That  the  concept  of  fee  schedule 
negotiation  and  determination  on  the  basis  of 
the  Relative  Value  Scale  presented  by  the 
Medical  Society  of  the  State  of  New  York, 
is  hereby  accepted  by  both  the  Society  and  the 
State  of  New  York. 

“(2)  That  a conversion  factor  of  $5.00  be 
applied  to  the  Relative  Value  Scale  for  all  non- 
surgical  services  provided  in  State-supported 
programs. 

“(3)  That,  for  the  time  being,  a unit 
value  of  $4.00  be  applied  to  surgical  services. 

“(4)  That  it  be  mutually  understood  that 
this  does  not  necessarily  result  in  fees  that 
reflect  the  prevailing  community  rate  for  such 
services  and  that  no  statements  will  be  made 
to  indicate  or  imply  that  it  does. 

“ (5)  That  negotiations  be  reopened  within 
the  next  twelve  months  on  the  basis  of  mate- 
rial provided  by  the  Medical  Society  of  the 
State  of  New  York  which  is  to  be  taken  from 
recent  surveys,  questionnaires,  fee  profiles, 
and  whatever  sources  may  be  available  to  it. 


“(6)  That,  in  view  of  the  fact  that  the 
aftercare  periods  provided  in  the  Relative 
Value  Scale  are  considerably  longer  than 
those  in  existing  programs  and,  indeed, 
longer  than  necessary,  present  aftercare 
periods  continue  in  force  until  the  renegotia- 
tion, at  which  time  they  will  be  reviewed  and 
determined.” 

When  the  State  law  implementing  Title  19 
was  passed  and  signed,  it  became  clear  that  the 
Department  of  Social  Welfare,  in  making  pay- 
ments for  the  newly-designated  “medically 
indigent,”  might  be  doing  so  for  up  to  45  per 
cent  of  the  population  of  the  State.  Under 
these  circumstances,  the  committee  was  of  the 
opinion  that  it  must  reconsider  its  position  on 
its  proposals  since  the  latter  were  intended  for 
only  a small  group  of  welfare  clients.  Accord- 
ingly, the  president,  Dr.  James  M.  Blake,  called 
for  a meeting  with  the  Task  Force,  and  the  date 
of  May  17,  1966,  was  set. 

Immediately  after  the  signing  of  the  bill  into 
law,  strong  sentiment  was  heard  from  many  of 
the  constituent  county  societies  which  indicated 
their  preference  for  reimbursement  for  medical 
services  on  the  basis  of  usual,  customary,  and 
prevailing  fees  rather  than  a fixed  fee  schedule. 

Before  meeting  with  the  Task  F orce,  the  com- 
mittee had  a preliminary  meeting  at  which  repre- 
sentatives of  several  northern  and  western  coun- 
ties of  New  York  State  appeared  and  re-empha- 
sized the  above  viewpoints.  In  addition,  they 
called  for  mandated  payment  of  full  fees  at  the  lo- 
cal level.  Representatives  of  the  First  District 
Branch  indicated  their  insistence  that  welfare 
patients  be  accorded  full  freedom  of  choice 
of  physician  and  hospital  as  a prerequisite  to 
any  agreement. 

The  committee  then  met  with  the  Task  Force. 
It  was  immediately  explained  that  since  all 
negotiations  to  date  had  the  purpose  of  updating 
Book  V schedules  and  were  limited  only  to  those 
welfare  clients  who  were  on  the  Department’s 
roles  prior  to  the  implementation  of  Title  19, 
the  State  Society  did  not  consider  itself  obligated 
to  honor  the  commitment  for  an  enormous 
number  of  newly-classified  medically  indigent. 
It  was  further  stated  that  in  view  of  this  fact 
and  the  strong  preference  indicated  by  the  con- 
stituent county  medical  societies  that  payments 
be  based  on  the  usual,  customary,  and  prevail- 
ing concept,  the  proposed  agreement  must  of 
necessity  be  withdrawn.  Further  meetings  with 
the  Task  Force  were  to  be  held  in  abeyance  until 
a projected  special  session  of  the  House  of 
Delegates  was  held  and  general  agreement  was 
reached  within  the  Society  itself. 

Discussion  was  held  with  the  Task  Force  on 
the  following  points: 

(1)  The  possibility  of  using  Blue  Cross  and 
Blue  Shield  Plans  as  fiscal  intermediaries. 
The  Task  Force  objected  to  this  on  the  basis 
that  it  could  not  justify  accepting  fee  schedules 
established  by  any  agency  other  than  itself. 
They  indicated  that  there  was  bound  to  be 
disparity  of  fee  levels  among  the  various  areas 
which  they  considered  to  be  unsatisfactory  from 
an  administrative  point  of  view. 
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(2)  The  question  was  raised  about  the  use  of 
the  usual,  customary,  and  prevailing  fee  principle 
in  establishing  payments  for  medical  services. 

The  Task  Force  again  raised  the  objection 
that,  under  the  law,  they  could  not  justify  pay- 
ing different  schedules  throughout  the  State. 
They  restated  the  fact  that  they  required  a 
definite  fee  schedule  for  the  short-term  projec- 
tion of  costs,  budgeting,  and  for  simplicity  of 
administration . 

(3)  Mention  was  made  of  the  fact  that  local 
welfare  agencies  might  decide  to  reimburse 
physicians  at  less  than  the  agreed  upon  schedule 
if  one  was  made.  Mr.  Hurd,  Budget  Director, 
assured  the  committee  that,  on  an  administra- 
tive basis,  regulations  could  easily  be  made  and 
enforced  to  assure  full  and  prompt  payments  at 
the  local  level. 

(4)  The  question  of  free  choice  of  physician 
and  hospital  was  also  brought  up  and  the  com- 
mittee members  were  assured  that  this  was  a 
vendor  payment  program  in  spite  of  the  opinions 
expressed  by  the  New  York  City  Welfare  De- 
partment and  that  free  choice  was  a basic  right 
of  patients  receiving  assistance  under  its  pro- 
visions. This  matter  is  taken  up  more  fully 
in  the  report  of  the  State  Legislation  Committee. 

Following  much  general  discussion,  the  fol- 
lowing offers  were  made  by  the  Interdepart- 
mental Task  Force: 

(1)  That  the  Medical  Society  accept  a defi- 
nite fee  schedule  rather  than  insist  on  the 
principle  of  customary  and  prevailing.  The 
term  “definite”  rather  than  “fixed”  is  used 
because  it  is  intended  that  a mechanism  be 
established  to  give  the  schedule  some  flexibility. 

(2)  That,  for  the  time  being,  the  originally 
offered  conversion  factors  of  $5.00  for  non- 
surgical  services  and  $4.00  for  surgical  services 
be  allowed  to  stand. 

(3)  That  it  be  understood  that  it  is  the  intent 
of  the  Social  Welfare  Department,  the  Budget 
Director,  and  the  Administration  that  payments 
to  physicians  for  medical  services  be  equivalent 
to  prevailing  fees  for  the  same  services  in  the 
community. 

(4)  That  a joint  agency  be  set  up  by  the 
Task  Force  and  the  committee  to  review  fees  on 
a continuing  basis  so  that  they  may  be  kept  in 
consonance  with  prevailing  rates  on  a contin- 
uing basis  rather  than  be  the  subject  of  inter- 
mittent and  periodic  renegotiations. 

(5)  The  Task  Force  agreed  that  the  joint 
agency  begin  to  function  on  September  1,  1966. 

(6)  That  the  Director  of  the  Budget  guar- 
antees mandated  payment  at  the  local  level  of 
the  full  fee  allowance  and  that  the  interval 
between  billing  and  payment  will  be  diminished 
considerably  from  what  it  is  now. 

The  committee  is  of  the  opinion  that,  with  the 
safeguards  of  mandated  payments  and  con- 
tinuous fee  revision,  this  offer  should  be  accepted 
with  elimination  of  the  unit  value  reductions  in 
office  procedures,  which  the  Task  Force  had 
advanced.  The  alternative  of  having  no  fee 
schedule  at  this  time  would  leave  a vacuum  that 
could  only  be  filled  by  the  current  Book  V 
schedule.  The  committee  is  of  the  opinion  that 


acceptance  of  this  arrangement  now  would  not 
limit  the  scope  of  any  negotiations  it  might 
undertake  in  the  future.  It  should  be  noted, 
however,  that  while  no  individual  physician  is 
in  any  way  bound  to  accept  the  conditions  that 
are  agreed  on  or  to  render  services  under  the 
program,  acceptance  of  an  agreement  by  the 
Society  carries  with  it  the  tacit  guarantee  that 
a sufficient  number  of  physicians  will  participate 
in  each  area  to  permit  the  program  to  function. 

Speaker  Babbage:  This  report  of  the  com- 

mittee to  negotiate  with  the  Interdepartmental 
Task  Force  is  referred  to  the  reference  com- 
mittee. 

Section  9 

Communication  from  State  Director 
of  the  Budget 

. . . Dr.  Hinder  read  to  the  House,  for  its 
information,  the  following  letter  received  from 
Mr.  T.  N.  Hurd,  Director  of  the  Budget: 

“Dear  Dr.  Hinder: 

“I  was  pleased  to  receive  your  letter  of 
May  24  which  gives  me  the  opportunity  of 
bringing  you  up  to  date  on  the  recommenda- 
tions of  the  Interdepartmental  Task  Force 
on  Medical  Fees.  The  progress  made  by  the 
Task  Force  is  due  in  large  part  to  the  excellent 
cooperation  of  the  Medical  Society  staff  and 
the  special  committee  designated  by  the 
Society  to  work  with  the  Task  Force. 

“As  you  know,  the  original  assignment  of 
the  Task  Force  was  a review  of  fees  paid  by 
State  agencies  for  professional  services  ren- 
dered by  physicians  in  private  practice. 
This  included  the  Departments  of  Social 
Welfare,  Labor,  Education,  Health,  Mental 
Hygiene,  and  Correction  and  the  Division 
for  Youth. 

“The  Task  Force  was  of  course  struck  by 
the  lack  of  uniformity  among  the  various 
fee  schedules.  In  an  effort  to  determine  how 
these  compared  with  fees  throughout  the 
State,  it  attempted  with  the  cooperation  of 
the  Society  to  bring  together  all  existing  data 
on  current  fee  schedules.  It  turned  out  to  the 
mutual  frustration  of  the  Task  Force  and  the 
Medical  Society  committee  that  it  is  difficult 
to  get  current,  accurate,  and  comprehensive 
information. 

“After  detailed  analysis  the  Task  Force 
concluded  that  there  should  be  uniformity  in 
fee  schedules  paid  by  the  State  and  that  there 
was  no  longer  any  justification  for  paying 
physicians  lesser  fees  in  any  programs.  This 
has  special  significance  for  the  Department  of 
Social  Welfare  which  was  paying  approxi- 
mately two  thirds  of  the  existing  Workmen’s 
Compensation  rate.  The  Task  Force  con- 
cluded that  this  practice  should  be  terminated. 

“Another  major  conclusion  of  the  Task 
Force  was  that  the  fee  structure  should  be 
continuously  updated  through  ongoing  pro- 
fessional and  technical  evaluations.  It  should 
not  be  left  to  piecemeal,  now-and-then  ad- 
justment. 
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“Finally,  the  Task  Force  recommended 
the  acceptance  of  the  State  Society’s  Relative 
Value  Scale  as  the  most  equitable  and 
reasonable  approach  to  the  establishment  of 
professional  fee  services  for  all  existing  pro- 
grams. The  findings  and  conclusions  of  the 
Task  Force  and  the  discussions  with  your 
committee  necessarily  related  to  existing 
programs,  although  we  appreciated  the  impact 
they  would  have  on  the  formulation  of  in- 
telligent policies  under  Title  19  of  the  Federal 
Medicare  Act. 

“At  this  juncture  your  Society’s  representa- 
tives have  advised  us  that  you  are  now  seeking 
advice  from  your  House  of  Delegates  with 
respect  to  the  uniform  fee  schedule  and  the 
implementation  of  Title  19. 

“Specifically,  the  Task  Force  has  recom- 
mended a State-wide  uniform  medical  fee 
schedule  based  on  the  1965  Relative  Value 
Scale.  For  general  medicine  the  Task  Force 
recommends  use  of  a modified  version  of  the 
1965  Relative  Value  Scale  with  a $5.00  con- 
version factor.  The  Task  Force  recommends 
a $4.00  conversion  factor  for  surgery  and 
anesthesia,  utilizing  the  unit  values  contained 
in  the  1965  Relative  Value  Scale. 

“The  proposed  conversion  factors  for  $5.00 
for  general  medicine  would  produce  the 
following  illustrative  fees: 

Office  or  hospital  call  (complete  physical 
examination) — $10.00 
First  visit — office  call  (new  patient) — $6.50 
Subsequent  home  call — $7.00 
Subsequent  office  call — $5.00 
Night  emergency,  additional  fee — $5.00 
(added  to  the  basic  fee  for  the  particular 
service) 

Specialist  consultation — $20 

“With  respect  to  surgery,  a $4.00  conver- 
sion factor  would  produce  the  following 
illustrative  fees: 

Colectomy — $400 
Appendectomy — $ 1 60 
Codes  fracture — $60 
Hemioplasty — inguinal  unilateral — $140 
Tonsillectomy — $80 
Hemorrhoidectomy — $ 120 
Prostatectomy,  suprapubic — $320 
“Under  Title  19  we  are  now  paying  the 
existing  rate  structure  which  all  of  us  concede 
is  grossly  inadequate.  We  in  the  Division 
of  the  Budget  are  therefore  most  anxious  to 
conclude  a satisfactory  arrangement  as 
quickly  as  possible.  We  propose  to  do  this 
by  utilizing  the  recommendations  of  the  Task 
Force  effective  on  July  first  with  a specific 
understanding  with  the  representatives  of 
your  Society  that  such  a decision  would  be 
completely  without  prejudice  to  the  reopening 
of  the  negotiations.  As  I said  to  your  com- 
mittee, we  can  be  in  a position  to  consider 
revisions  as  early  as  September  1.  By  this 
time,  your  Society  should  have  the  benefit  of 
all  of  the  information  established  by  the 
various  carriers  or  intermediaries  under  the 
Title  18  program. 

“The  Governor  has  previously  stated,  and 


it  continues  to  be  the  firm  policy  of  his  Ad- 
ministration, that  fair  reimbursement  for 
medical  fees  is  an  indispensable  element  to 
the  success  of  any  medical  program.  We 
therefore  intend  to  approach  our  future 
discussions  with  you  on  this  basis.  I must 
say  personally  that  I believe  that  the  most 
important  element  of  the  Task  Force  con- 
clusions does  not  relate  to  their  current  pro- 
posals, but  rather  to  their  insistence  that 
medical  fees  be  continuously  scrutinized  and 
kept  current. 

“I  should  also  stress  that  the  fee  schedule 
proposed  by  the  Task  Force  l'epresents  a 
major  step  forward.  As  the  Task  Force  has 
pointed  out  to  me,  the  application  of  the 
proposed  fees  to  current  programs  alone 
results  in  a net  increase  of  $8  million  which 
represents  an  80  per  cent  increase  over  exist- 
ing fees. 

“Please  feel  free  to  use  this  information  in 
discussions  with  your  colleagues. 

“In  closing,  let  me  express  my  appreciation 
to  you  and  your  colleagues  for  your  continued 
cooperation  in  this  crucially  important  proj- 
ect. 

“Yours  sincerely, 
/s/  T.  N.  Hurd” 
Speaker  Babbage:  This  communication 

also  is  referred  to  the  reference  committee  for 
its  discussion. 

Section  10 

Announcement  of  Press  Conferences 

. . . Speaker  Babbage  announced  that  press 
conferences  would  be  held  at  noon  and  at  the 
close  of  the  session  and  that  the  House  would  be 
represented  by  President  Blake,  Dr.  Babbage, 
Dr.  Himler,  Dr.  Carter,  and  Dr.  Fineberg. 
After  discussion,  it  was  agreed  that  the  chair- 
man of  the  reference  committee,  Dr.  Eckhert, 
and  Dr.  Mathews  would  be  included  in  the 
group  to  meet  with  the  press.  . . 

Resolutions* 

Section  11  Resolution  S66-1 

Proposed  Program  to  Implement  Title  19  in  New 
York  State 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  subscribes  to  the  view 
that  government  health  care  programs  should 
be  restricted  to  those  who  are  in  fact  needy 
and  financially  unable  to  obtain  health  care; 
now  therefore  be  it  hereby 

* Resolutions  1 through  24  were  distributed  to  the  House 
before  it  recessed;  resolutions  7 and  12  were  declared  not  re- 
lated to  the  subject  of  the  Special  Session  and  were  eliminated 
from  consideration;  resolution  15  was  not  introduced.  Ac- 
cordingly, resolutions  7,  12,  and  15  do  not  appear  with  these 
Minutes. 
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Resolved,  That  this  House  of  Delegates  go 
on  record  as  favoring  a program  implementing 
Title  19  of  Federal  Public  Law  89-97  which 
would  do  the  following: 

1.  Restrict  coverage  to  those  who  are  in 
fact  medically  indigent  and  provide  assistance 
that  is  clearly  related  to  need; 

2.  Set  income  ceilings  for  a family  of  four 
at  $4,000  with  corresponding  adjusted  limits 
for  others; 

3.  Contain  a deductible  feature  for  home 
and  office  visits  to  prevent  unnecessary 
utilization  and  to  lighten  the  load  on  physi- 
cians; 

4.  Make  provision  for  the  use  of  private 
carriers  as  fiscal  intermediaries  under  the 
program; 

5.  Encourage  maximum  use  of  voluntary 
prepayment  and  private  health  insurance 
mechanisms; 

6.  Guarantee  freedom  of  choice  of  physi- 
cian; 

7.  Place  the  administration  of  the  pro- 
gram in  the  hands  of  the  New  York  State 
Department  of  Health; 

8.  Be  free  of  restrictions  and  controls 
that  interfere  with  the  physician  providing 
for  the  medical  needs  of  his  patient; 

9.  Allow  the  physician  to  hospitalize 
patients  without  prior  authorization  of  the 
program’s  administrator; 

10.  Reimburse  physicians  on  the  basis  of 
usual  and  customary  and  prevailing  fees 
without  a fixed  fee  schedule; 

11.  Restrict  coverage  to  categories  of 
people  for  which  Federal  reimbursement  is 
payable. 

Section  12  Resolution  S66-2 

Withdrawal  of  Medical  Society  of  the  State  of  New 

York  Support  of  Title  19  Health  Care  Program 

Introduced  by  Medical  Society  of  the  County  of 

Erie 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  on  March  29,  1966,  in- 
formed the  Governor  that  it  enthusiastically 
supported  Senate  Intro.  4311,  now  Chapters 
256  and  257  of  the  Laws  of  1966,  which  im- 
plement Title  19  of  Federal  Public  Law  89-97; 
and 

Whereas,  The  income  eligibility  require- 
ments as  set  by  the  State  Department  of 
Social  Welfare  result  in  a Title  19  health  care 
program  which  provides  financial  assistance 
which  is  not  clearly  related  to  need  and  which 
in  fact  helps  hundreds  of  thousands  of  people 
in  the  middle-income  bracket  who  should  be 
able  to  afford  health  insurance  protection; 
now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates 
instruct  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  to  advise  the  Governor 
and  the  leaders  of  the  State  Legislature  that 
it  is  withdrawing  State  Medical  Society  sup- 
port of  the  Title  19  health  care  program  in 
view  of  the  income  ceilings  that  have  been 
promulgated. 


Section  13  Resolution  S66-3 

Repeal  of  Chapters  256  and  257  of  the  Laws  of  1966 

Introduced  by  Medical  Society  of  the  County  of 

Erie 

Whereas,  Chapters  256  and  257  of  the 
Laws  of  1966  of  the  State  of  New  York  im- 
plementing Title  19  of  Federal  Public  Law 
89-97  establish  a program  of  health  care 
which  goes  far  beyond  the  intent  of  Congress 
as  expressed  in  said  Title  19;  and 

Whereas,  Chapters  256  and  257  establish  a 
health  care  program  which  discourages  the 
use  of  private  insurance,  helps  people  who 
are  not  in  fact  needy,  fails  to  guarantee  the 
patient  the  right  to  choose  his  own  doctor, 
and  otherwise  contains  features  which  are 
bound  to  cause  a deterioration  in  the  quality 
of  medical  care;  and 

Whereas,  The  Title  19  program  of  this 
State  as  established  is  economically  unsound 
and  extravagant,  socially  undesirable,  and 
medically  unwise  and  objectionable;  now 
therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  go 
on  record  as  favoring  the  outright  repeal  of 
Chapters  256  and  257  of  the  Laws  of  1966  of 
the  State  of  New  York. 

Section  14  Resolution  S66-4 

Repeal  of  Section  of  Public  Law  89-97 

Introduced  by  Medical  Society  of  the  County  of 

Erie 

Whereas,  Section  1903  subsection  4(e)  of 
Public  Law  89-97  reads:  “The  Secretary  shall 
not  make  payments  under  the  preceding  pro- 
visions of  this  section  to  any  state  unless  the 
state  makes  a satisfactory  showing  that  it  is 
making  efforts  in  the  direction  of  broadening 
the  scope  of  care  and  services  made  available 
under  the  plan  and  of  liberalizing  the  eligi- 
bility requirements  for  medical  assistance, 
with  a view  toward  furnishing  by  July  1,  1975, 
comprehensive  care  and  services  to  sub- 
stantially all  individuals  who  meet  the  plan’s 
eligibility  standards  with  respect  to  income 
and  resources.”;  and 

Whereas,  This  section  requires  the  states 
in  order  to  qualify  for  Federal  assistance  to 
relate  need  in  terms  of  “comprehensive  care 
and  services’  ’ ; and 

Whereas,  This  requirement  can  be  en- 
forced by  the  Secretary  under  threat  of  with- 
holding Federal  assistance  from  the  states; 
and 

Whereas,  When  medical  need  is  related  to 
ability  to  afford  “comprehensive  care  and 
services”  all  but  a comparative  few  of  the 
people  in  this  State  would  qualify  as  being  in 
need,  thereby  resulting  in  a socialized  medi- 
cine program  covering  practically  all  the 
people;  and 

Whereas,  This  subsection  makes  it  possi- 
ble for  the  Federal  government  under  threat 
of  withholding  payment  to  the  states  to  de- 
termine the  scope  of  the  states’  programs; 
now  therefore  be  it  hereby 
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Resolved,  That  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  a resolution  in  the  American 
Medical  Association  House  of  Delegates  for 
the  repeal  of  subsection  4(e)  of  Section  1903 
of  Public  Law  89-97. 

Section  15  Resolution  S66-5 

Varying  Conversion  Factors  on  County  Basis 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  economic  factors  of  medical 
practice  vary  by  regions  and  counties  through- 
out the  State;  and 

Whereas,  The  New  York  State  Depart- 
ment of  Social  Welfare  recognizes  this 
principle  in  paying  varying  per  diem  rates  to 
hospitals  throughout  the  State;  and 

Whereas,  The  same  economic  principles 
should  apply  to  the  establishment  of  a con- 
version factor  in  paying  physicians’  fees; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  insist  on  varying  conver- 
sion factors  to  be  applied  to  the  Relative  Value 
Scale  on  a county-by-county  basis  according 
to  the  county’s  individual  usual  and  custom- 
ary fees,  instead  of  negotiating  for  a fixed 
State- wide  conversion  factor. 

Section  16  Resolution  S66-  6 

Delay  in  Implementation  of  Title  19  Program 

Introduced  by  Broome  County  Medical  Society 

Whereas,  There  is  considerable  contro- 
versy and  misunderstanding  with  regard  to 
Title  19  legislation;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  urging  the 
State  Legislature  to  withhold  further  imple- 
mentation of  the  Title  19  health  care  program 
until  April  1, 1967;  and  be  it  further 

Resolved,  That  in  the  meantime  the  law 
and  all  its  ramifications  be  given  more 
thoughtful  consideration  by  all  parties  con- 
cerned. 

Section  17  Resolution  S66-8 

Opposition  to  Legislation  Implementing  Title  19  in 

New  York  State 

Introduced  by  Saratoga  County  Medical  Society 

Whereas,  The  component  medical  so- 
cieties of  the  Medical  Society  of  the  State  of 
New  York  were  neither  consulted  nor  in- 
formed about  the  legislation  implementing 
Title  19  (Medicare)  in  New  York  State;  and 
Whereas,  The  income  levels  designated 
are  unrealistically  high  and  include  citizens 
who  are  presently  well  able  to  provide  for 
themselves  and  certainly  are  not  in  need  of 
government  subsidies;  and 

Whereas,  The  constitutionality  of  the 
legislation  is  questionable;  now  therefore  be 
it  hereby 


Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  opposing 
the  legislation  implementing  Title  19  (Medi- 
care) in  New  York  State. 

Section  18  Resolution  S66-9 

Approval  of  Policy  Guaranteeing  Free  Choice  of 

Physician 

Introduced  by  Ulster  County  Medical  Society 

Whereas,  It  is  the  clear  intent  of  the  New 
York  State  Legislature  to  make  available  to 
everyone  high  quality  medical  care;  and 

Whereas,  Quality  in  any  service  has 
always  been  improved  by  allowing  a free 
choice  and  access  to  multiple  suppliers  of  the 
service;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  approving 
the  policy  that  recipients  of  New  York  State 
social  health  and  welfare  benefits  be  guaran- 
teed by  law  a free  choice  of  physician  and 
that  no  agency  of  New  York  State  be  per- 
mitted to  designate  or  limit  where  or  by 
whom  medical  care  shall  be  provided  except 
as  designated  in  previous  licensing  statutes. 

Section  19  Resolution  S66  10 

Membership  of  State  Society  Committee  to 

Negotiate  with  Governor’s  Task  Force 

Introduced  by  Ulster  County  Medical  Society 

Whereas,  The  scope  of  care  to  be  pro- 
vided by  the  laws  implementing  in  New 
York  State  the  provisions  of  Title  19  of 
Medicare  is  sufficiently  broad  to  include  all 
areas  of  medical  practice;  now  therefore  be 
it  hereby 

Resolved,  That  the  committee  of  the 
Medical  Society  of  the  State  of  New  York 
appointed  to  negotiate  with  the  Governor’s 
Interdepartmental  Task  Force  shall  be  com- 
posed of  representatives  of  all  medical  and 
surgical  specialties  and  general  medical 
practice. 

Section  20  Resolution  S66-11 

Free  Choice  of  Physician  Under  New  York  State 

Legislation  Implementing  Title  19 

Introduced  by  Medical  Society  of  the  County  of 

Queens 

Whereas,  The  best  quality  of  medical 
care  must  include  the  ingredients  of  personal 
interest  in  the  patient,  continuing  knowledge 
of  the  patient,  and  the  humanity,  warmth, 
and  compassion  which  only  a personal  physi- 
cian can  supply;  and 

Whereas,  This  is  best  achieved  through 
extension  of  the  right  to  a personal  physician 
for  those  underprivileged  economic  and  social 
groups  hitherto  unable  to  afford  this  opti- 
mum; and 

Whereas,  An  opportunity  now  exists  to 
do  this  which  must  not  be  perverted  by 
medical  care  becoming  a gigantic  welfare 
program  providing  impersonal  and  therefore 
inferior  care;  now  therefore  be  it  hereby 
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Resolved,  That  the  members  of  the  Medical 
Society  of  the  State  of  New  York,  purveyors 
of  medical  care  to  the  public,  insist  that  the 
patients  have  free  choice  of  physician;  and 
be  it  further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  Governor  and  to  the  members  of 
the  appropriate  committees  of  the  New  York 
State  Legislature. 

Section  21  Resolution  S66-13 

Opposition  to  Present  New  York  State  Legislation 
implementing  Title  19 

Introduced  by  Medical  Society  of  the  County  of 
Montgomery 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  feels  that  the  Medi- 
care program  as  recently  enacted  is  ill-con- 
ceived both  medically  and  economically; 
and 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  opposes  government- 
financed  medical  aid  based  on  a specific 
income  level;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  feels  that  the  ex- 
pense of  the  New  York  State  Medicare  pro- 
gram as  now  constituted  will  adversely  affect 
the  economic  viability  of  our  area;  and 

Whereas,  Since  it  is  estimated  that  over 
70  per  cent  of  the  population  of  Montgomery 
County  will  be  covered  by  the  Medicare 
program  as  presently  written,  the  Medical 
Society  of  the  County  of  Montgomery  must 
insist  on  payment  of  prevailing  fees  for  serv- 
ices rendered  by  physicians  and  hospitals; 
and 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  feels  that  individual 
choice  of  physician  and  medical  facility  is 
mandatory;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  does  not  feel  that  the 
establishment  of  a government-directed  panel 
of  physicians  for  house  calls  will  contribute 
significantly  to  modem  quality  medical  care; 
and 

Whereas,  The  recent  pronouncements  of 
the  Medical  Society  of  the  State  of  New  York 
have  not  reflected  the  overwhelming  opinion 
of  the  Medical  Society  of  the  County  of 
Montgomery;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  deplores  the  total 
lack  of  consultation  by  the  Medical  Society  of 
the  State  of  New  York  with  component 
county  societies  prior  to  and  during  the 
enactment  of  vital  legislation  affecting  the 
practice  of  medicine;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  the  New  York 
State  laws  as  presently  constituted  imple- 
menting Title  19;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  work  for  the  repeal  of  the 
Medicare  legislation  as  written,  or  amendment 


of  the  program  to  conform  with  principles  of 
sound  medical  care  and  economy;  and  be  it 
further 

Resolved,  That,  in  advance  of  any  state- 
ment of  policy  by  the  Medical  Society  of  the 
State  of  New  York,  discussion  be  held  before 
the  House  of  Delegates  concerning  new 
legislation  or  pronouncements. 

Section  22  Resolution  S66-14 

Action  on  Report  of  Negotiating  Committee 

Introduced  by  First  District  Branch 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  supported  the  im- 
plementation of  Title  19  of  P.L.  89-97  in 
New  York  State;  and 

Whereas,  It  is  the  policy  of  the  Society 
that,  where  possible,  existing  Blue  Cross  and 
Blue  Shield  Plans  serve  as  fiscal  intermedi- 
aries in  their  respective  areas  for  all  Federal 
and  State-supported  programs;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  endorses  the  concept  of 
payment  for  medical  services,  by  government 
agencies,  on  the  basis  of  the  physicians’  usual 
and  customary  fees  and  the  prevailing  fees  in 
the  community;  and 

Whereas,  The  privilege  of  choosing  their 
physicians  and  hospitals  is  a basic  right  of  all 
citizens  regardless  of  the  source  of  payment 
for  their  care;  and 

Whereas,  The  services  of  personal  physi- 
cians constitute  an  essential  element  of 
medical  care  of  superior  quality;  and 

Whereas,  The  committee  of  the  Medical 
Society  of  the  State  of  New  York  that  was 
appointed  to  negotiate  with  the  Governor’s 
Interdepartmental  Task  Force  suspended  all 
discussions  immediately  following  the  enact- 
ment of  Chapters  256  and  257  of  N.Y.  1966 
because  of  the  implications  of  the  eligibility 
standards  set  by  the  State  Board  of  Social 
Welfare;  and 

Whereas,  In  the  absence  of  a new  agree- 
ment, reimbursement  for  medical  services 
under  State-supported  programs  will  be  made 
on  the  basis  of  existing  fee  schedules,  which, 
for  the  most  part,  are  set  forth  in  Book  V of 
the  Department  of  Social  Welfare  and  cor- 
respond to  two  thirds  of  the  Workmen’s 
Compensation  minimum  fee  schedule;  now 
therefore  be  it  hereby 

Resolved,  That  the  report  of  the  committee 
appointed  to  negotiate  with  the  Task  Force 
be  accepted;  and  be  it  further 

Resolved,  That  the  committee  be  em- 
powered to  resume  negotiations  to  establish 
uniform  rates  of  payment  for  medical  services 
rendered  under  all  New  York  State-supported 
programs;  and  be  it  further 

Resolved,  That,  for  the  time  being,  the  com- 
mittee be  empowered  to  accept  a fee  schedule 
based  on  the  Society’s  Relative  Value  Scale 
with  a conversion  factor  of  $5.00  per  unit  for 
nonsurgical  services  and  $4.00  per  unit  for 
surgery  provided  that  the  unit  values  ascribed 
to  individual  services  do  not  differ  materially 
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from  those  now  provided  in  the  Relative 
Value  Scale;  and  be  it  further 

Resolved , That  within  the  general  limits  of 
the  foregoing  paragraph  the  committee  be 
given  authorization  to  change  both  conversion 
factors  and  unit  values  as  its  best  judgment 
may  dictate;  and  be  it  further 

Resolved,  That  all  agreements  that  the 
committee  may  enter  into  for  the  Society 
shall  be  contingent  on  the  following  stipula- 
tion: 

1.  That  in  accordance  with  the  offer  made 
by  the  New  York  State  Director  of  the 
Budget,  a committee  or  joint  group  be  es- 
tablished, consisting  of  members  from  the 
appropriate  State  agencies  and  Medical 
Society  representatives  in  equal  numbers, 
for  the  purpose  of  reviewing  and  adjusting 
the  fee  schedule  to  the  end  that  it  conform  as 
closely  as  possible  to  prevailing  community 
rates; 

2.  That  this  committee  be  charged  with 
the  responsibility  of  developing  a mechanism 
whereby  Blue  Cross  and  Blue  Shield  Plans 
may  be  utilized  as  fiscal  intermediaries  to  a 
maximum  extent  for  State-supported  medical 
payment  programs; 

3.  That  until  such  intermediaries  are 
employed,  the  committee  consider  ways  and 
means  of  making  payment  for  medical  serv- 
ices on  the  basis  of  the  physicians’  usual  and 
customary  fees  and  the  prevailing  community 
rates  in  place  of  the  fixed  fee  schedule  that  is 
herein  authorized,  to  the  end  that  this  latter 
method  of  fee  determination  be  put  into 
effect  as  soon  as  possible; 

4.  That  the  joint  committee  be  appointed 
and  functioning  by  September  1,  1966,  and 
that  it  set  a minimum  number  of  regular 
meetings  per  year  to  insure  continuing  at- 
tention to  the  purposes  for  which  it  is  created; 

5.  That  the  Budget  Director  guarantee 
mandated  payment  of  the  full  scheduled  fee 
at  the  local  level  and  that  he  establish  an 
administrative  procedure  for  the  enforce- 
ment of  such  payment; 

6.  That  free  choice  of  physician  and  hos- 
pital be  assured  for  all  persons  eligible  for 
medical  care  payments  under  the  provisions 
of  any  State-supported  program,  without  ex- 
ception, throughout  the  State; 

7.  That  the  joint  committee  be  instructed 
to  develop  an  effective  agency  and  procedure 
to  enforce  the  continued  observance  of  the 
patients’  right  of  free  choice. 

Section  23  Resolution  S66-16 

Withdrawal  of  Support  for  Program  Established  by 

Chapters  256  and  257  of  the  Laws  of  1966 

Introduced  by  Medical  Society  of  the  County  of 

Niagara 

Whereas,  Chapters  256  and  257  of  the 
Laws  of  1966  establish  a State-wide  program 
of  health  care  which  provides  assistance  to  a 
great  number  of  people  who  are  not  medically 
indigent;  and 

Whereas,  We  recognize  the  need  for  a 


program  of  health  care  to  help  those  who  are 
in  fact  medically  indigent;  now  therefore  be 
it  hereby 

Resolved,  That  this  House  of  Delegates 
instruct  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  to  notify  the  Governor 
and  the  leaders  of  the  State  Legislature  that 
it  is  withdrawing  its  support  of  the  program 
established  by  Chapters  256  and  257  of  the 
Laws  of  1966;  and  be  it  further 

Resolved,  That  this  House  of  Delegates  go 
on  record  as  favoring  the  outright  repeal  of 
Chapters  256  and  257  and  the  development  of 
a program  in  its  place  that  is  restricted  to  the 
provision  of  coverage  only  for  those  people 
who  are  in  fact  medically  indigent. 

Section  24  Resolution  S66  17 

Usual  and  Customary  Fees 

Introduced  by  Medical  Society  of  the  County  of 

Monroe 

Whereas,  Both  the  Federal  and  State 
governments  have  strongly  supported  in 
their  statements  the  concept  that  reasonable 
and  customary  fees  are  the  only  basis  for 
reimbursement  of  vendor  services;  and 

Whereas,  It  has  been  commonly  accepted 
by  most  experts  in  the  social  welfare  fields 
that  substandard  fees  lead  to  substandard 
care;  and 

Whereas,  Despite  the  above,  some  nego- 
tiations to  date  have  implied  that  New  York 
State  physicians  might  be  willing  to  accept 
substandard  fees;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  unequivocally  support 
reimbursement  for  physicians’  services  on  the 
basis  of  usual  and  customary  fees;  and  be  it 
further 

Resolved,  That  satisfactory  fee  schedules 
can  be  determined  only  at  the  local  level. 

Section  25  Resolution  S66-18 

Proposed  Policies  for  State  Society  Participation 

Under  Title  19 

Introduced  by  Medical  Society  of  the  County  of 

Monroe 

Whereas,  New  York  State  has  imple- 
mented Title  19,  P.L.  89-97  (Medicare)  by 
Chapters  256  and  257,  Laws  of  1966,  regula- 
tions of  which  will:  (1)  provide  full  health 

care  coverage  for  six  to  eight  million  in  New 
York,  including  middle  income  groups;  (2) 
cover  many  who  now  have  adequate  volun- 
tary health  insurance;  (3)  compromise  the 
quality  of  medical  care;  (4)  provide  sub- 
standard reimbursement  for  physicians’  serv- 
ices through  a State-wide  “welfare”  schedule; 
(5)  disrupt  existing  voluntary  health  care 
patterns,  including  the  health  insurance 
plans;  (6)  incalculably  increase  costs  to  the 
taxpayers;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  following 
policies: 

1.  Eligibility  income  levels  should  be 
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reduced,  to  encompass  a smaller  proportion 
of  the  population,  and  to  limit  care  to  the 
truly  needy.  Consideration  should  be  given 
to  a formula  approach,  rather  than  fixed 
dollar  income,  to  allow  for  regional  differences. 

2.  Implementation  of  new  eligibility 
standards  should  be  suspended  until  there  is 
adequate  time  for  study  and  discussion. 

3.  Title  19  coverage  should  contain  de- 
ductibility and  coinsurance  features,  and 
catastrophic  protection. 

4.  The  experience  and  facilities  of  the 
voluntary  prepayment  programs  should  be 
used  to  provide  efficiency  and  economy  of 
implementation. 

5.  Health  insurance  coverage  should  be 
encouraged.  The  patient  must  not  be  pe- 
nalized for  self-reliance.  Present  implemen- 
tation, which  includes  first  dollar  coverage, 
should  be  changed  to  preserve  the  incentive 
of  the  citizen  to  caie  for  himself. 

6.  Reimbursement  of  providers  of  service, 
whether  physicians,  hospitals,  or  others, 
should  be  on  the  basis  of  reasonable  fee. 
Substandard  rates  for  welfare  programs  too 
often  result  in  substandard  care.  Physicians’ 
fees  should  be  on  the  basis  of  “usual  and 
customary,”  as  determined  regionally.  Phy- 
sicians should  participate  on  no  other  basis. 
A State-wide  fixed  fee  schedule  is  rejected. 

7.  Option  must  exist  for  reimbursement 
of  the  recipient  of  service,  in  lieu  of  direct 
vendor  payment,  corresponding  to  regulations 
of  Title  18. 

8.  Firm  provision  should  be  made  for 
free  choice  of  physician,  and  for  noninter- 
ference in  the  physician-patient  relationship. 

9.  Medical  advisory  committees  to  the 
State  and  local  departments  of  social  welfare 
should  contain  a majority  of  practicing  phy- 
sicians. 

Section  26  Resolution  S66-19 

Withdrawal  of  Support  for  Legislation  Implement- 
ing Title  19 

Introduced  by  Medical  Society  of  the  County  of 
Genesee 

Whereas,  The  implementation  of  Title  19 
of  Federal  Public  Law  89-97  as  passed  by 
the  New  York  State  Legislature  and  signed 
into  law  by  the  Governor  goes  far  beyond  the 
intent  of  the  Federal  legislation  in  providing 
medical  assistance  to  needy  persons;  and 

Whereas,  Income  eligibilities  as  they  are 
now  defined  will  potentially  cover  approxi- 
mately 8,000,000  citizens  of  this  State,  the 
great  majority  of  whom  are  not  medically 
indigent;  and 

Whereas,  Provisions  of  the  New  York 
State  law  implementing  Title  19  are  such  that 
it  invokes  all  the  evils  of  socialized  medicine; 
and 

Whereas,  This  law  will  create  acute  over- 
use of  medical  facilities,  will  place  excessive 
demands  on  physicians’  services,  and  conse- 
quent deterioration  of  medical  care;  and 

Whereas,  This  State  legislation  as  pres- 


ently written  will  make  welfare  patients  out 
of  citizens  capable  of  providing  for  their  own 
medical  care;  and 

Whereas,  This  legislation  will  have  a 
deleterious  effect  on  private  insurance  pro- 
grams; and 

Whereas,  The  cost  of  such  legislation  will 
create  additional  tax  burdens  on  citizens  of 
the  State;  now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates 
instruct  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  to  inform  the  Governor 
and  every  member  of  the  New  York  State  Leg- 
islature that  it  has  withdrawn  its  support  of 
this  bill  and  now  goes  on  record  in  favoring  its 
outright  repeal  so  that  new  legislation  can  be 
introduced  which  has  a more  realistic  approach 
to  the  care  of  the  medically  indigent;  and  be  it 
further 

Resolved,  That  if  outright  repeal  is  rejected, 
then  strong  demands  be  made  to  drastically 
amend  the  bill  to  provide  the  following  pro- 
visions: 

1.  Insure  quality  medical  care  for  all 
patients; 

2.  Guarantee  freedom  of  choice  of  phy- 
sician and  institution; 

3.  Restrict  medical  assistance  to  those  who 
are  truly  medically  indigent  and  provide 
medical  assistance  in  direct  relation  to  im- 
mediate and  not  future  needs; 

4.  Adjust  the  eligibility  income  levels  to 
more  realistic  figures  such  as  $4,000  per 
family  for  a family  of  four; 

5.  Make  provisions  for  a deductible  fea- 
ture for  home  and  office  visits  to  prevent 
unnecessary  utilization; 

6.  Encourage  maximum  use  of  voluntary 
prepayment  health  insurance  plans; 

7.  Provide  for  the  use  of  private  carriers 
as  fiscal  intermediaries  and  also  for  the  option 
of  direct  payment  of  patient  to  physician  as 
under  the  Federal  Medicare  Program,  Title 
18; 

8.  Provide  reimbursement  to  physicians 
on  the  basis  of  usual  and  customary  fees, 
without  a fixed  fee  schedule; 

9.  Permit  physicians  to  hospitalize  pa- 
tients without  prior  authorization  of  the 
program’s  administrator. 

Section  27  Resolution  S66-  20 

Implementation  of  and  Amendment  to  Title  19 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  primarily  concerned 
with  the  adequate  provision  of  high  quality 
medical  care  for  the  people  of  New  York 
State;  and 

Whereas,  As  principal  provider  of  medical 
care  in  this  State,  the  physicians  of  New  York 
State  feel  that  they  should  be  a principal 
participant  in  all  planning  or  legislative  action 
involved  with  the  provision  of  medical  care 
for  our  people;  and 

Whereas,  There  is  reason  to  believe  that 
the  medical  profession  has  not  had  adequate 
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representation  in  the  formulation  of  the  Acts, 
Senate  Intro.  4311,  Assembly  Intro.  6012; 
and 

Whereas,  The  present  bill,  (Chapters  256 
and  257,  N.Y.  1966)  implementing  Title  19  of 
the  Federal  Medicare  bill  in  New  York  State 
does  not  guarantee  the  individual  his  right  to 
select  his  own  physician  or  medical  facility; 
and 

Whereas,  The  members  of  this  Society 
believe  that  the  present  plan  for  implementa- 
tion of  this  Act  of  the  Legislature  will  be 
productive  of  poor  quality  medical  care  and 
is  totally  unacceptable  by  our  physicians; 
now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  that  it  will  not  support  the  im- 
plementation of  Title  19  of  Medicare  in  New 
York  State  unless  the  following  amendments 
are  accepted: 

1.  Quality  medical  care  for  all  our 
patients; 

2.  Free  choice  of  physicians  and  medical 
facilities; 

3.  Direct  payment  by  patients  to  phy- 
sicians, in  order  that  the  relationship  between 
doctor  and  patient  be  maintained  without 
third-party  interference,  and  patient  re- 
sponsibility would  be  to  the  doctor.  The 
physicians  of  New  York  State  refuse  to  ac- 
cept a fixed  fee  schedule  and  demand  that 
freedom  of  contract  be  retained  between 
patient  and  physician; 

4.  Patients  should  be  eligible  for  welfare 
assistance  in  all  spheres  of  life,  but  when  wel- 
fare assistance  is  limited  to  medical  payments 
only,  the  physicians  of  New  York  State  will 
not  support  and  cooperate  regardless  of  the 
level  of  income; 

5.  Usual,  reasonable,  and  customary  fee 
schedule,  to  be  locally  determined; 

6.  A minimum  of  50  per  cent  of  the  mem- 
bers of  the  Medical  Advisory  Board  admin- 
istering Title  19  be  practicing  physicians; 

7.  Administration  for  this  law  to  be  trans- 
ferred from  the  Department  of  Social  Welfare 
to  the  Department  of  Health. 

Section  28  Resolution  S66-  21 

Conditions  for  Support  of  Title  19  Implementing 

Legislation 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  Suffolk  County  Medical 
Society  demands  that  all  patients,  indigent  or 
otherwise,  have  the  best  medical  care  as  well 
as  free  choice  of  physician;  and 

Whereas,  We  also  are  amenable  to  ac- 
cepting an  adequate  or  reasonable  fee  for 
our  services  based  on  rates  prevailing  in  the 
community.  We  are  disturbed,  however,  by 
constant  demands  to  subsidize  the  medical 
needs  of  the  community  by  accepting  totally 
inadequate  fees  and  conditions  existing  under 
current  welfare  programs;  and 

Whereas,  The  State  Medical  Assistance 
Act  must  embrace  a realistic  program  to 


compensate  the  physicians  for  services  per- 
formed if  we  are  to  realize  a high  level  of 
medical  care;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  withhold  support  of  the 
implementation  of  Title  19  of  the  Federal 
Medicare  program  in  New  York  State  until 
the  following  conditions  are  met: 

1.  That  all  deliberations  with  State  agen- 
cies be  held  in  abeyance  until  they  have  the 
proper  reflections  of  the  component  medical 
societies; 

2.  That  the  rights  of  individual  members 
to  refuse  to  cooperate,  as  they  see  fit,  with 
the  provisions  of  Title  19  be  affirmed; 

3.  That  in  financial  arrangements  with 
patients,  Title  19  be  regarded  as  only  a form 
of  assistance  to  those  deemed  medically  in- 
digent, thereby  using  Title  19  funds  to  sup- 
plement the  ability  of  our  patients  to  meet 
our  usual  fees;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  unalterably  opposed  to 
the  concept  of  a fixed  fee  schedule. 

Section  29  Resolution  S66-22 

Conditions  for  Implementation  for  Title  19 

Program 

Introduced  by  Section  on  General  Practice 

Whereas,  The  Section  on  General  Practice 
of  the  Medical  Society  of  the  State  of  New 
York  subscribes  to  the  principle  of  equally 
good  quality  medical  care  for  all  its  citizens 
regardless  of  their  ability  to  pay;  now  there- 
fore be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York,  assembled  in  special  session,  go  on 
record  as  demanding  a program  implementing 
Title  19  of  the  Federal  Public  Law  89-97, 
which 

1.  Guarantees  the  freedom  of  choice  of 
physician  and  medical  facility  to  the  patient 
without  prior  authorization  by  the  ad- 
ministrating agency; 

2.  Restricts  the  eligibility  to  those  who 
are  in  fact  medically  indigent  based  on  a 
realistic  and  reasonable  income  level; 

3.  Places  the  administration  of  the  pro- 
gram in  the  hands  of  the  New  York  State 
Department  of  Health; 

4.  Makes  provisions  for  the  use  of  fiscal 
intermediary  agents; 

5.  Provides  that  at  least  one  third  of  the 
Advisory  Board  consist  of  practicing  phy- 
sicians; 

6.  Provides  for  reimbursement  of  cus- 
tomary, usual,  and  reasonable  fees. 

Section  30  Resolution  S66-23 

Proposed  Actions  Before  Implementing  Title  19 

Introduced  by  Section  on  Plastic  and  Recon- 
structive Surgery 

Whereas,  A pooi'ly  designed  medical 
assistance  bill  was  enacted  into  New  York 
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State  law  on  April  29  without  adequate  study 
or  discussion;  and 

Whereas,  It  now  becomes  evident  that 
said  legislation  encompasses  far  more  than  is 
required  to  care  adequately  for  our  needy 
citizens  and  will  be  more  costly  than  our 
taxpayers  can  possibly  afford;  and 

Whereas,  Said  legislation  has  several 
provisions  which  would  be  seriously  detri- 
mental to  the  welfare  of  patients,  physicians, 
hospitals,  and  insurance  underwriters;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring: 

1.  Six  months  postponement  from  enact- 
ment to  implementation  of  the  State  medical 
assistance  bill  to  permit  detailed  study  of  this 
entire  problem  by  consultation  between 
legislators,  welfare  officers,  physicians,  hos- 
pitals, insurance  underwriters,  and  all  other 
interested  parties; 

2.  Well-publicized  open  hearings  through- 
out the  State  regarding  the  various  opinions 
and  recommendations  thus  encountered; 

3.  Enacted  programs  amended  to  in- 
clude: (a)  traditional  doctor-patient  rela- 

tionship with  free  choice  of  physicians  and 
hospitals;  (b)  deductible  features  under 
which  patients  would  make  some  contribution 
to  discourage  excessive  utilization;  (c)  net 
income  ceilings  about  half  of  that  envisaged 
by  present  legislation  with  insurance  coverage 
for  others;  (d)  use  of  insurance  underwriters 
(especially  Blue  plans)  for  fiscal  intermediar- 
ies as  under  Federal  Medicare  program;  (e) 
no  requirement  that  hospitalization  must  be 
preapproved  by  Welfare  Department;  (f) 
one  or  more  years  residency  requirement. 

Section  31  Resolution  S66-24 

Revision  of  Provisions  of  Title  19  Implementing 

Legislation 

Introduced  by  Onondaga  County  Medical 

Society 

Whereas,  The  Onondaga  County  Medical 
Society  has  always  and  continues  to  be  ac- 
tively concerned  about  meeting  the  health 
needs  of  all  the  people  including  the  medically 
indigent;  and 

Whereas,  The  Onondaga  County  Medical 
Society  recognizes  the  desirability  and  neces- 
sity of  the  enactment  of  State  legislation  to 
care  for  the  medical  needs  of  our  indigent 
population  and  goes  on  record  as  actively 
supporting  necessary  legislation  in  this  area; 
and 

Whereas,  The  Onondaga  County  Medical 
Society  finds  the  recently  enacted  legislation 
and/or  its  interpretation  unacceptable  in  its 
present  form;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  a thorough 
study  of  the  new  legislation  and  its  interpre- 
tation with  a view  toward  active  revision  of 
many  of  its  provisions,  specifically: 

1.  There  must  be  a clear  statement  as  to 
the  free  choice  of  physician; 

2.  The  income  level  for  eligibility  should 


be  carefully  studied  and  perhaps  scaled  down- 
ward; 

3.  Practicing  physicians  must  be  actively 
involved  in  the  implementation  of  the  legisla- 
tion at  both  the  State  and  local  levels; 

4.  Sufficient  time  must  be  allowed  to 
elapse  between  the  enactment  and  the 
implementation  of  the  legislation  to  allow  for 
adequate  preparation  of  medical  and  para- 
medical personnel  and  medical  facilities  to 
cope  with  the  increased  demands. 

. . . Whereupon  at  11:10  a.m.,  a recess  was 
taken  . . . 


Reference  Committee  Hearing 

. . . Immediately  following  the  recess  of  the 
House  of  Delegates,  Chairman  Eckhert  con- 
vened the  hearing  of  the  reference  committee  at 
11:10  a.m.  The  hearing  recessed  at  11:35 
a.m.  and  reconvened  at  1:27  p.m.  At  3:30 
p.m.  the  reference  committee  went  into  execu- 
tive session  to  prepare  the  report  for  the 
House.  . . 


Afternoon  Session 

Section  32 

Reconvening  of  House  of  Delegates 

...At  5:25  p.m..  Speaker  Babbage  re- 
convened the  session  of  the  House  of  Delegates 
and  called  on  Secretary  Heldmann  to  report  on 
the  presence  of  a quorum.  . . 

Secretary  Heldmann:  Mr.  Speaker,  there 

is  a quorum  present.  I would  also  like  to  make 
the  following  report.  There  were  234  delegates 
registered  here  today;  we  also  had  30  members 
of  the  State  Society  who  were  nondelegates, 
and  63  other  persons  who  were  in  the  House  for 
deliberations,  executive  secretaries  and  so 
forth,  making  a total  registration  of  327. 

Section  33 

Report  of  Reference  Committee 

. . . Speaker  Babbage  introduced  Kenneth  H. 
Eckhert,  M.D.,  Erie,  chairman,  to  give  the 
report  of  the  reference  committee.  . . 

Dr.  Eckhert:  Your  reference  committee 

has  been  working  under  considerable  pressure, 
and  I hope  you  will  bear  with  us  in  some  of 
the  mechanics  that  we  have  had  to  go  through. 
Your  committee  is  unanimous  in  its  decision  to 
present  a composite  resolution  as  the  major 
part  of  its  report. 

Your  reference  committee  has  reviewed  the 
activities  of  the  Council  and  the  officers  of  the 
Medical  Society  of  the  State  of  New  York  as 
regards  its  activities  relating  to  Chapter’s  256 
and  257  of  the  New  York  State  implementation 
of  Title  19  of  Federal  Public  Law  89-97,  and 
commends  the  officers  and  the  Council  for  their 
efforts  to  achieve  satisfactory  legislation. 

The  reference  committee  has  reviewed  the 
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report  of  the  Committee  on  State  Legislation 
of  the  State  Society  as  related  to  its  activities 
as  regards  Title  19  and  its  implementation  in 
New  York  State.  It  commends  Dr.  John 
Carter  and  his  committee  for  their  continued 
efforts. 

The  reference  committee  has  reviewed  the 
report  of  the  special  committee  which  meets 
with  the  Interdepartmental  Task  Force.  It 
recognizes  the  problems  that  these  State 
Society  representatives  have  faced  in  such 
negotiations  and  commends  them  on  the  good 
judgment  they  have  shown  in  situations  that 
have  been  rapidly  changing. 

The  reference  committee  commends  Dr. 

George  Himler  for  his  very  lucid  report  to  the 

House  of  Delegates. 

The  reference  committee  urges  that  the 

Council  and  officers  of  the  State  Medical 
Society,  the  State  Legislation  Committee,  and 
the  special  committee  continue  in  their  fine 
efforts  to  achieve  under  Chapters  256  and  257 
the  best  quality  of  medical  care  for  the  people 
of  the  State  of  New  York. 

The  reference  committee  on  instructions 

from  the  delegates  assembled  before  the  refer- 
ence committee  reviewed  all  of  the  resolutions 
presented  to  the  House  of  Delegates  for  the 
purpose  of  presenting  a composite  resolution  to 
the  House. 

. . . Dr.  Eckhert’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried 

Dr.  Eckhert:  The  composite  resolution  is 

as  follows: 

Whereas,  a special  session  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  was  called  on  May  26, 
1966,  to  consider  Chapters  256  and  257  of 
the  Public  Health  Law  of  1966,  implementing 
in  New  York  State  Federal  Public  Law 
89-97;  and 

Whereas,  there  is  some  confusion  regard- 
ing the  impact  of  this  legislation  in  relation 
to  the  welfare  of  the  citizens  of  this  State 
and  the  duties  and  obligations  of  the  medical 
and  allied  professions  who  must  implement 
the  law;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  primarily  concerned 
with  the  adequate  provision  of  high  quality 
medical  care  for  the  people  of  New  York 
State;  and 

Whereas,  as  principal  provider  of  medical 
care  in  this  State,  the  physicians  of  New 
York  State  feel  that  they  should  be  a prin- 
cipal participant  in  all  planning  or  legislative 
action  involved  with  the  provision  of  medical 
care  for  our  people;  and 

Whereas,  The  State  Medical  Society  is 
concerned  with  the  over-all  impact  of  the 
passage  and  implementation  of  Chapters 
256  and  257  of  N.Y.  1966;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  concerned  with  the 
possible  denial  of  free  choice  of  physician  by 
the  aforementioned  legislation;  now  there- 
fore be  it  hereby 


Resolved,  that  this  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
adopt  the  following  principles  in  regard  to 
the  implementation  of  Title  19  legislation 
in  New  York  State,  as  follows:* 

1.  The  right  of  the  patient  to  select  his 
own  physician  and  medical  facility  be 
assured; 

. . . After  discussion,  during  which  Dr.  Can- 
dela’s motion  to  amend  principle  number  1 to 
add  that  the  medical  facilities  be  accredited  by 
the  Joint  Commission  on  Accreditation  of 
Hospitals  was  lost;  the  reference  committee 
accepted  Dr.  Chanatry’s  suggestion  that  the 
word  “assured”  be  changed  to  “guaranteed,” 
Dr.  Eckhert’s  motion  to  adopt  this  portion  of 
the  report  was  carried.  . . 

Dr.  Eckhert:  Continuing: 

2.  There  be  adequate  representation  of 
practicing  physicians  on  the  advisory  com- 
mittee to  the  State  and  local  social  welfare 
departments  and  the  Medical  Society  be 
consulted  in  regard  to  such  appointments; 

. . . After  discussion,  during  which  Dr.  Bum- 
balo’s  suggestion  that  the  word  “medical”  be 
added  before  the  words  “advisory  committee” 
was  accepted  by  the  reference  committee,  and  Dr. 
Loperfido’s  motion  to  amend  principle  number 
2 by  inserting  the  words  “State  and  county 
medical  societies”  in  place  of  the  words  “Medical 
Society”  was  carried,  Dr.  Eckhert’s  motion  to 
adopt  this  portion  of  the  report  as  amended  was 
carried.  . 

. . . Dr.  Coletti  made  a motion  to  reconsider 
the  action  taken  on  the  “resolved”  portion  of  the 
resolution  through  principle  number  1;  after 
discussion,  the  motion  to  reconsider  was  lost.  . . 

Dr.  Eckhert:  Continuing: 

3.  The  patient  not  be  required  to  have 
prior  authorization  in  order  to  obtain  medical 
treatment; 

. . . After  discussion,  during  which  the  refer- 
ence committee  accepted  Dr.  Tofany’s  sug- 
gestion that  the  word  “services”  be  substituted 
for  the  word  “treatment,”  Dr.  Eckhert’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried. . . 

Dr.  Eckhert:  Continuing: 

4.  The  principle  for  reimbursement  of 
physicians  be  on  a usual,  customary,  and 
prevailing  basis.  If  the  Relative  Value 
Scale  has  to  be  used,  it  is  strongly  recom- 
mended that  decision  as  to  the  unit  value  be 
decided  at  the  local  level.  The  use  of  such  a 
mechanism  can  in  effect  achieve  usual  and 
customary  fees; 

. . . After  discussion,  during  which  Dr.  Gug- 
liuzza’s  motion  to  amend  principle  number  4 
by  deleting  everything  after  the  first  sentence 
was  carried;  Dr.  Gordon’s  motion  to  amend 
the  amendment  by  adding  a sentence  to  read, 

* The  House  agreed  to  discuss  the  principles  in  the  “re- 
solved”  portion  of  the  resolution  seriatim.  See  Addendum 
A for  the  final  form  of  the  resolution  as  adopted. 
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‘‘The  Medical  Society  of  the  State  of  New  York 
is  unalterably  opposed  to  the  concept  of  a 
fixed  fee  schedule,”  was  lost;  Dr.  Mathews’ 
motion  to  amend  by  adding  the  sentence,  “A 
mechanism  must  be  included  to  permit  direct 
billing  of  the  patient  by  the  physician,”  was 
carried;  Dr.  Schiff’s  motion  to  substitute  for 
principle  number  4 the  following,  “That  in 
accordance  with  the  offer  made  by  the  New 
York  State  Director  of  the  Budget  a committee 
or  joint  group  be  established  consisting  of 
members  from  the  appropriate  State  agencies 
and  Medical  Society  representatives  in  equal 
numbers  for  the  purpose  of  reviewing  and  ad- 
justing the  fee  schedule  to  the  end  that  it 
conform  to  usual,  customary,  and  prevailing 
fees,”  was  lost;  Dr.  Eckhert’s  motion  to  adopt 
this  portion  of  the  report  as  amended  was 
carried.  . . 

Dr.  Eckhert:  Continuing: 

5.  Blue  Cross,  Blue  Shield,  and  other 
health  insurance  organizations  be  utilized 
wherever  possible  in  the  implementation 
of  these  programs; 

. . . After  discussion,  during  which  Dr.  Emer- 
son’s motion  to  amend  principle  number  5 
by  substituting  the  word  “carriers”  for  the 
word  “organizations”  and  to  delete  the  words 
“wherever  possible”  was  carried,  Dr.  Eckhert’s 
motion  to  adopt  this  portion  of  the  report 
as  amended  was  carried.  . . 

Dr.  Eckhert:  Continuing: 

6.  Continued  consideration  be  given  to  the 
feasibility  of  deductible  and  coinsurance 
features  to  promote  more  efficient  imple- 
mentation of  the  law; 

. . . After  discussion,  during  which  Dr.  Math- 
ews’ motion  to  substitute  for  principle  number  6 
the  words,  “Deductible  and  coinsurance  fea- 
tures be  included  to  limit  overutilization  and  to 
promote  efficient  implementation  of  the  law,” 
was  lost;  Dr.  Eckhert’s  motion  to  adopt  this 
portion  of  the  report  was  carried.  . . 

. . . After  discussion,  during  which  Dr.  Sher- 
man’s motion  to  amend  the  resolution  by  adding 
principle  number  7 to  read,  “We  recommend 
that  income  limits  be  lowered  to  $5,200  for  a 
family  of  four,  and  that  other  changes  be  made 
to  reduce  significantly  the  numbers  of  people 
included  in  the  program,”  was  lost;  Dr.  Case’s 
motion  to  amend  the  resolution  by  adding 
principle  number  7 to  read,  “We  deplore  the 
present  eligibility  standards  and  urge  the 
Legislature  to  adopt  standards  that  include 
only  those  in  genuine  need  of  medical  assist- 
ance,” was  lost;  Dr.  George  Lawrence’s  motion 
to  amend  the  resolution  by  adding  principle 
number  7 to  read,  “That  unless  the  afore- 
mentioned principles  are  incorporated  into  the 
amended  law  the  Medical  Society  of  the  State 
of  New  York  cannot  recommend  cooperation 
to  the  physicians  or  by  the  physicians  of  New 
York  State,”  was  lost;  Dr.  Emerson’s  motion 
to  amend  the  resolution  by  substituting  for 
Dr.  Lawrence’s  amendment  the  words,  “The 
above  principles  are  recommended  as  pre- 


requisites in  the  implementation  of  Title  19  in 
New  York  State”  was  lost;  then  Dr.  Eckhert’s 
motion  to  adopt  the  report  as  a whole  as 
amended  was  carried.  . . 

Section  34 

Motions  of  Thanks 

. . . The  following  motions  were  unanimously 
carried: 

1.  Dr.  Haralambie’s  motion  that  the  House  of 
Delegates  tender  a vote  of  confidence  to  the 
officers  of  the  State  Society  in  their  past  and 
future  negotiations  pertaining  to  Medicare 
involved  in  this; 

2.  Dr.  Mathews’  motion  that  the  House  of 
Delegates  extend  its  thanks  to  those  who 
spoke  as  guests  at  the  reference  committee 
hearing,  Mr.  Hugh  Jones,  chairman  of  the 
State  Board  of  Social  Welfare,  and  Dr.  Hollis 
S.  Ingraham,  State  Commissioner  of  Health; 

3.  Dr.  Wallace’s  motion  that  the  chairman 
write  a letter  to  Mr.  Jones  assuring  him  of  the 
sincere  appreciation  of  the  House  for  his 
appearance.  . . 

. . . The  session  adjourned  at  7:25  p.m.  . . 

Addendum  A 

The  “resolved”  portion  of  the  final  resolution 
as  amended  and  adopted  by  the  House  of 
Delegates  is  as  follows: 

Resolved,  That  this  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
adopt  the  following  principles  in  regard  to 
the  implementation  of  Title  19  legislation  in 
New  York  State: 

1.  The  right  of  the  patient  to  select  his 
own  physician  and  medical  facility  be 
guaranteed; 

2.  There  be  adequate  representation  of 
practicing  physicians  on  the  medical  advisory 
committee  to  the  State  and  local  welfare 
departments,  and  the  State  and  county 
medical  societies  be  consulted  in  regard  to 
such  appointments; 

3.  The  patient  not  be  required  to  have 
prior  authorization  in  order  to  obtain  medical 
services; 

4.  The  principle  for  reimbursement  of 
physicians  be  on  a usual,  customary,  and 
prevailing  basis.  A mechanism  must  be 
included  to  permit  direct  billing  of  the 
patient  by  the  physician; 

5.  Blue  Cross,  Blue  Shield,  and  other 
health  insurance  carriers  be  utilized  in  the 
implementation  of  these  programs; 

6.  Continued  consideration  be  given  to  the 
feasibility  of  deductible  and  coinsurance 
features  to  promote  more  efficient  imple- 
mentation of  the  law. 

Addendum  B 

The  following  members  of  the  House  were 
registered  at  the  Special  Session  on  May  26, 
1966: 
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Officers,  Councillors,  Trustees 


James  M.  Blake 
Frederick  A.  Wurzbach, 
Jr. 

Arthur  F.  Gaffney 
Walter  T.  Heldmann 
Carl  Goldmark,  Jr. 
Samuel  Z.  Freedman 
Thomas  F.  McCarthy 
E.  Dean  Babbage 
George  Hinder 
Thurman  B.  Givan 

Bast  Presidents 


Hollis  S.  Ingraham 

District  Delegates 

Marvin  Brown 
Leonard  Heimoff 
George  Anderson 
Hugh  D.  Black 

Section  Delegates 

Thomas  Alphin 
E.  Craig  Coats 
Victor  L.  Cohen 
James  H.  Cosgriff,  Jr. 
Frank  A.  Disney 
Henry  Fleck 
Donald  W.  Hall 


Albany  (4) 

H.  John  Mellen 
James  A.  Moore 
Joseph  J.  Russo 
Francis  A.  Stephens 

Allegany  ( 1 ) 

Irwin  Felsen 

Bronx  (14) 

Carl  R.  Ackerman 
Marcelle  T.  Bernard 
Harold  R.  Brodman 
Herbert  G.  Cohen 
Charles  M.  Kapp 
Frank  LaGattuta 
Samuel  Leo 
Samuel  Lieberman 
Francis  J.  Loperfido 
Joseph  C.  Polifrone 
Isidore  Sternlieb 
Samuel  Wagreich 
Alvin  D.  Yasuna 
Saul  Zucker 

Broome  (3) 

Paul  M.  DeLuca 
John  A.  Kalb 
Jason  K.  Moyer 

Cattaraugus  (1) 

James  F.  Durkin 

Cayuga  (1) 

Bernard  J.  Hartnett. 


John  II.  Carter 
Joseph  G.  Zimring 
Charles  M.  Brane 
C.  Stewart  Wallace 
Irving  L.  Ershler 
Solomon  Schusslieim 
Gerald  D.  Dorman 
John  M.  Galbraith 
Leo  E.  Gibson 
Norman  S.  Moore 
William  L.  Wheeler,  Jr. 


John  D.  Naples 
Charles  L.  Poskanzer 
John  Paul  Ruppe,  Jr. 
Charles  M.  Smith 


Ralph  E.  L.  Hertz 
Herbert  Lansky 
Edward  Meilman 
Howard  B.  Rasi 
Rudolf  H.  Steinharter 
Victor  J.  Tofany 
Milton  Tully 


Chautauqua  (2) 

Herbert  A.  Laughlin 
Garra  L.  Lester 

Chemung  (2) 

R.  Scott  Howland 
Swen  L.  Larson 

Chenango  (1) 

Thomas  M.  Flanagan 

Clinton  ( 1 ) 

Leonard  J.  Schiff 

Columbia  (1) 

Edward  P.  Ginouves 

Cortland  (1) 

George  F.  Nevin 

Delaware  (1) 

Philip  J.  Hust 

Dutchess  (3) 

Henry  Sherman  Hirst 
James  A.  Robertson 
George  T.  C.  Way 

Erie  (8) 

Antonio  F.  Bellanca 
John  C.  Brady 
Thomas  S.  Bumbalo 
Max  Cheplove 
Kenneth  H.  Eckhert 
Eugene  J.  Hanavan,  Jr. 


Herbert  E.  Joyce 
Clarence  Straubinger 

Essex  (1) 

E.  Addis  Munyan 

Franklin  (1) 

Alfred  A.  Hartmann 

Fulton  (1) 

Armand  J.  D’Errico 

Genesee  (1) 

Alfred  L.  George 

Greene  (1) 

Herkimer  (1) 

Harold  T.  Golden 

Jefferson  (1) 

Thomas  P.  Hamilton 

Kings  (22) 

Lawrence  Ames 
Matthew  Brody 
Leo  S.  Drexler 
John  J.  Flynn 
David  Kershner 
Irving  G.  Kroop 
Adrian  C.  Lamos 
George  Liberman 
Monte  Malach 
Martin  Markowitz 
Robert  Katz 
Louis  Pellman 
Benjamin  J.  Rosenthal 
George  Schwartz 
Ralph  M.  Schwartz 
Philip  Scoppa 
Milton  B.  Spiegel 
Leo  J.  Swirsky 
Morris  T.  Tanenhaus 
Felix  Taubman 
Vincent  J.  Tesoriero 

Lewis  (1) 

William  S.  Reed 

Livingston  (1) 

James  M.  Judd 

Madison  (1) 

Felix  Ottaviano 

Monroe  (6) 

Hobart  L.  Boyd 
Eli  A.  Leven 
Charles  R.  Mathews 
John  H.  Morton 
Joseph  A.  Sergent 
Charles  D.  Sherman, 
Jr. 

Montgomery  (1) 

Roman  R.  Violyn 

Nassau  (13) 

John  A.  Billows 
Clement  J.  Boccalini 
Louis  Bush 
Jeff  J.  Coletti 
Ralph  S.  Emerson 
Leo  T.  Flood 
John  P.  Glaubitz 
Frank  M.  Green 
Edward  Kenneth  Hor- 
ton 

Louis  Schneider 


Raymond  F.  Smith 
Paul  H.  Sullivan 
FI.  Lawrence  Sutton 

New  York  (25) 

Harold  Abramson 
Edward  A.  Burkhardt 
May  E.  Chinn 
C.  Joseph  Delaney 
Lawrence  Essenson 
James  H.  Ewing 
Milton  Helpern 
David  J.  Kaliski 
William  Graham  Knox 
Thomas  K.  Lammert 
John  A.  Lawler 
Julia  V.  Lichtenstein 
Vaughan  C.  Mason 
Ira  A.  McCown 
George  W.  Melcher,  Jr. 
William  B.  Rawls 
George  M.  Saypol 
Theresa  Scanlan 
Mary  H.  Spalding 
Clifford  L.  Spingarn 
Roger  W.  Steinhardt 
Lionel  S.  Auster 
Leonard  J.  Raider 
Joseph  B.  Stiefel 

Niagara  (2) 

John  T.  Donovan,  Jr. 
William  R.  Lewis 

Oneida  (3) 

Clarke  T.  Case 
Joseph  G.  Chanatry 
George  Lim 
Onondaga  (6) 

Robert  B.  Bryant 
Robert  J.  Collins 
Richard  D.  Eberle 
William  J.  Ryan 
Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (2) 

Allen  H.  Keniston 
John  D.  Van  Zandt 

Orleans  (1) 

Alan  R.  Johnson 
Oswego  (1) 

Otsego  (1) 

John  W.  Latclier 
Putnam  (1) 

Garrett  W.  Vink 
Queens  (17) 

Alfred  A.  Angrist 
Sol  Axelrad 

Angelo  Robert  Bologna 
Lester  J.  Candela 
Albert  H.  Douglas 
Harry  H.  Epstein 
Frank  W.  Farrell 
Irving  G.  Frohman 
Peter  V.  Gugliuzza 
George  J.  Lawrence,  Jr. 
Jerome  L.  Leon 
Charles  C.  Mangi 
Kurt  Rosenberg 
Lester  R.  Tuchman 
Tobias  M.  Watson 


Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Carlton  E.  Wertz 


Edward  T.  Wentworth 
Andrew  A.  Eggston 
Henry  I.  Fineberg 


Waring  Willis 


Commissioner,  New  York  State  Department 
of  Health 


Delegates  from  Component  County  Societies 
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William  E.  F.  Werner 
Ezra  A.  Wolff 

Rensselaer  (2) 

John  J.  Noonan 

Richmond  (3) 

Orlando  L.  Manfredi 
Frederic  D.  Regan 
Joseph  F.  Shanaphy 
(half-session) 

John  J.  Sibley 
(half-session) 

Rockland  (3) 

Sheldon  B.  Adler 
Herbert  L.  Sperling 
Louis  J.  Wagner 

St.  Lawrence  ( t ) 

William  R.  Carson 


Saratoga  ( 1 ) 

Russell  B.  Peacock 

Schenectady  ( 3 ) 

John  L.  Clowe 
Ralph  E.  Isabella 
William  J.  Farrell,  Jr. 

Schoharie  ( 1 ) 

John  H.  Wadsworth 

Schuyler  ( 1 ) 

Fritz  Landsberg 

Seneca  (/ ) 

David  L.  Koch 

Steuben  (2) 

Thomas  S.  Cotton 
Wayne  C.  Templer 


Suffolk  ( 6 ) 

Milton  Gordon 
Bruce  A.  Harris,  Jr. 
Andrew  W.  Lawrence 
George  E.  Leone 
Milton  Rosenberg 
John  L.  Sengstack 

Sullivan  ( 1 ) 

Sirkka  E.  Vuornos 

Tioga  ( 1 ) 

Tompkins  ( 1 ) 

George  G.  McCauley 

Ulster  (2) 

Elbert  F.  MacFadden, 

Jr. 

Herbert  F.  Schwartz 


Warren  ( 1 ) 

Walter  F.  Harrison,  Jr. 
Washington  {!) 

Milton  J.  Greenberg 
Wayne  ( 1 ) 

James  G.  Cotanche 
Westchester  ( 8 ) 

William  Brumfield,  Jr. 
Arthur  H.  Diedrick 
John  N.  Dill 
James  Q.  Haralambie 
Robert  E.  Healy 
James  M.  Jones 
Francis  T.  Rogliano 
Joel  Jay  Schwartzman 

Wyoming  ( t ) 

Willard  Chapin 
Yates  ( 1 ) 
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For  somatic  symptoms 
of  psychic  tension 

“Heart  symptoms"  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart"  symptoms  — also  can  be  alle- 
viated by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Dosage:  Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to 
10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed. 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for 
convenience  and  economy  in  prescribing. 

Valium 


2-mg,  5-mg,  10-mg  tablets 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.:  New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eightto  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU.4513 


Butazolidin  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain 
perception -and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


TRANCO-GESIC  is  so  well  tolerated  it  can 
be  prescribed  for  anyone  who  can  take 
aspirin.  It  is  non-narcotic,  and  free  from 
dangers  of  addiction,  habituation,  or 
dependence. 

TRANCO-GESIC  is  effective  in  all  types  of 
mild  and  moderate  pain.  Of  862  patients  who 
were  treated  with  chlormezanone  and 
aspirin  for  various  disorders,  88%  reported 
excellent  or  good  pain  relief.' 

Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur. 
Reversible  cholestatic  jaundice  has  been  reported 
on  rare  occasions.  However,  in  4,653  patients 
treated  with  chlormezanone,  97.7%  had  no  side 
effects.1  Contraindication:  just  one:  sensitivity  to 
aspirin.  Dosage:  Adults,  usually  2 tablets  three  or 
four  times  daily.  Children  (from  5 to  12  years), 

1 tablet  three  or  four  times  daily. 

1.  Collective  studies,  Department  of  Medical 
Research,  Winthrop  Laboratories. 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
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Soyalac 


PROBLEM 

for  the  infant 
who  requires  a 
milk-free  diet! 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 
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a product  of 
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Abstracts 


Helpern,  M.,  and  Rho,  Y.-M.:  Deaths  from 

narcotism  in  New  York  City;  incidence, 
circumstances,  and  postmortem  findings,  New 
York  State  J.  Med.  66:  2391  (Sept.  15)  1966. 

Addiction  to  narcotic  drugs,  especially  heroin, 
has  increased  since  World  War  II,  as  have  deaths 
arising  out  of  narcotism.  Utilization  by  intra- 
venous and  subcutaneous  injection  is  described. 
Since  quinine  was  added  as  a diluent  of  heroin 
there  have  not  been  cases  of  artificially  trans- 
mitted malaria.  Deaths  from  narcotism  in  New 
York  City  were  analyzed  for  1950  through 
1961,  with  diagnoses  based  on  circumstances  of 
death,  gross  and  microscopic  pathologic  findings 
of  a complete  autopsy,  and  toxicologic  study. 
The  fatalities  were  grouped  according  to  yearly 
incidence,  monthly  incidence,  racial  and  sex 
incidence,  age  distribution,  marital  status,  occu- 
pation, geographic  distribution  by  borough  and 
district,  character  of  premises  in  which  body 
was  found,  and  causes  of  death.  External 
evidences  of  narcotism  and  the  characteristic 
appearance  of  the  lungs  are  also  described. 
These  deaths  are  compared  with  the  total  of 
deaths  in  New  York  City.  External  findings  are 
important  in  diagnosing  acute  fatal  reactions, 
as  well  as  correct  interpretation  of  autopsy 
findings. 

Albert,  M.  M.:  Significance  of  pollen  counts; 

interpretation  and  misinterpretations,  New 
York  State  J.  Med.  66:  2409  (Sept.  15)  1966. 

While  volumetric  devices  for  measuring  pollen 
content  are  superior,  they  require  considerable 
skill  to  operate  and  are  expensive  and  compli- 
cated. Although  gravity  slide  counts  cannot 
be  accurately  correlated  with  those  of  volumetric 
devices,  they  are  simple  and  are  the  most  prac- 
tical method  for  obtaining  rough  estimates  of 
the  pollen  content  of  the  air.  In  large  cities 
pollen  concentrations  for  twenty-four-hour  peri- 
ods are  published.  To  obtain  the  most  ac- 
curate results,  slides  should  be  placed  parallel 
with  airflow  and  be  oriented  with  respect  to 
wind  direction  and  the  height  of  the  sampler 
standardized.  These  counts  should  not  be 
interpreted  to  show  a definite  correlation  be- 
tween pollen  count  and  the  severity  of  symp- 
toms. Other  sensitivities  must  be  taken  into 
consideration  as  well  as  seasonal  differences. 
Pollen  is  not  necessarily  generated  locally  but  is 
air-borne. 


Emerson,  E.  B.,  Jr.:  Fishhooks,  New  York 

State  J.  Med.  66:  2414  (Sept.  15)  1966. 

Except  for  a fishhook  that  has  pierced  the 
eyeball,  a fishhook  is  not  an  emergency.  Equip- 
ment for  the  physician  and  administration  of 
anesthetics  are  described,  as  are  technics  for 
specific  situations.  If  the  fishhook  has  reached 
the  eye,  throat,  esophagus,  or  tracheobronchial 
area,  the  patient  should  be  sedated  and  trans- 
ported to  a well-equipped  medical  center  where 
removal  can  be  done  under  direct  vision. 
Medication  depends  on  the  wound. 

Rubin,  L.  R.,  Bromberg,  B.  E.,  Walden, 
R.  H.,  and  Dean,  R.  K.:  Basal  cell  carcinoma 

of  nose,  New  York  State  J.  Med.  66:  2417 
(Sept.  15)  1966. 

If  the  deceptive  appearances  of  basal  cell 
carcinoma  are  recognized,  it  can  be  diagnosed 
early  and  cured  simply  by  complete  excision 
followed  by  a simple  method  of  contour  restora- 
tion, using  replacement  grafts  from  the  ear. 
The  basal  cell  can  take  on  the  form  and  shape  of 
almost  any  skin  lesion  found  on  the  nose;  these 
tumors,  if  untreated,  extend  deep  into  the  skin 
or  mucous  membranes,  and  the  problem  be- 
comes more  advanced  and  complex.  Predis- 
posing factors  are  sunlight,  radiation,  age  and 
endocrine  activity,  various  irritants,  and  familial 
predisposition.  Biopsy  is  the  only  sure  method 
of  diagnosis.  Adequate  excision  must  include 
the  tumor  with  normal  skin  surrounding  and 
a sufficient  layer  of  deep  uninvolved  dermal 
tissue  beneath.  The  defect  can  be  repaired 
satisfactorily,  permitting  radical  excision.  An 
excellent  cosmetic  result  is  produced. 

Meijer,  R.,  and  Walia,  I.  S.:  Vaginal  con- 

struction, New  York  State  J.  Med.  66:  2424 
(Sept.  15)  1966. 

Abbe’s  technic  for  construction  of  the  vagina 
was  used  in  3 patients  following  which  1 of  the 
patients  conceived.  For  this  inlay  method,  a 
skin  graft  wrapped  over  a stuffed  condom  is 
used,  following  which  a mold  is  worn  for  six 
months  to  prevent  contracture.  Other  meth- 
ods are  described.  Most  cases  warrant  surgical 
correction  for  the  patient  in  the  late  teens. 
With  the  Abbe  procedure  complications  are  few 
provided  the  postoperative  treatment  is  con- 
scientiously carried  out. 
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"he  Mediatric  Age: 

"here  is  a growing  senescent  body  of  people  who 
-either  from  lack  of  motivation,  or  as  a result 
if  surgery,  trauma  or  extended  illness- are  on 
heir  way  to  malignant  inactivity... 


The  Mediatric  Age: 

Unfortunately,  there  is  no  cure.  But  there  are, 
largely  through  your  own  interest  and  direction, 
ways  to  help  them  back  to  a more  active  and 
useful  life.  There  are  medicines,  too,  designed  to 
help.  One  such  has  proved  useful  in  clinical  practice: 


■ 


“Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 


“Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 


“A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  1 00  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


McNeill,  A.  J.:  Clin.  Med.  .5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
-or  won’t- eat  properly... balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine) , 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

^Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
*Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

*Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252— MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK,  N.Y.  10017  • Montreal,  Canada 
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Norinyl 

(norethindrone2  mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. 1-3>7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof’ 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
iividually  sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
:o  double-check  dosage  intake  by 
lay  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
nonary  embolism  (current  or  past).  Exist- 
ng  evidence  does  not  support  a causal 
elationship  between  use  of  Norinyl  and 
levelopment  of  thromboembolism.  While 
i study  which  was  conducted  does  not 
esolve  definitively  the  possible  etiologic 
elationship  between  progestational  agents 
ind  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48529  (Mar.)  1964.  4.  Cohen,  M,  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rrce-Wray,  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A : Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W,,  Moses. 
L.  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
tinez-M ana  utou,  J.,  and  Maqueo-Topete,  M . : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11.  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  O.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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Month  in  Washington 


The  U.S.  Public  Health  Service  Advisory 
Committee  on  Immunization  has  concluded 
that  routine  typhoid  fever  vaccination  is  not 
needed  any  longer  in  the  United  States.  Sur- 
geon General  William  H.  Stewart,  M.D., 
accepted  the  findings  of  the  committee  and 
stated  as  PHS  policy  that  immunization 
against  the  disease  is  not  recommended  on  a 
routine  basis. 

The  committee  reported  that  the  incidence 
of  typhoid  in  this  country  had  declined  steadily 
for  many  years  and  now  is  less  than  500  cases 
a year.  A continuance  of  the  downward  trend 
was  predicted.  They  said:  “Cases  are  spo- 

radic and  are  primarily  related  to  contact  with 
carriers  rather  than  to  common  source  exposure. 
Recognizing  this  epidemiologic  pattern  of 
typhoid  fever,  redefinition  of  the  role  and  use 
of  typhoid  vaccine  is  indicated.  Although 
typhoid  vaccine  has  been  suggested  for  in- 
dividuals attending  summer  camps  and  those  in 
areas  where  flooding  has  occurred,  there  are 
no  data  to  support  the  continuation  of  these 
practices.”  However,  select  immunization  was 
recommended  in  the  following  situations:  (1) 

intimate  exposure  to  a known  typhoid  carrier 
as  would  occur  with  continued  household 
contact;  (2)  community  or  institutional  out- 
breaks of  typhoid  fever;  and  (3)  foreign  travel 
to  areas  where  typhoid  fever  is  endemic. 

In  a separate  report,  the  advisory  committee 
predicted  relatively  little  influenza  during  the 
1966-1967  season  but  recommended  vaccination 
after  September  1 for  certain  high-risk  groups, 
such  as  chronically  ill  and  older  persons.  The 
committee  pointed  out,  however,  that  it  is 
reasonable  to  expect  that  limited  outbreaks 
of  type  A2  influenza  will  occur  in  parts  of  the 
United  States  not  experiencing  type  A disease 
in  1964-1965  or  1965-1966.  Similarly,  the 
possibility  of  some  type  B influenza  is  recog- 
nized, particularly  in  the  southwest.  “Vac- 
cination, when  called  for,  should  begin  as  soon 
as  practicable  after  September  1 and  ideally 
should  be  completed  by  mid-December,”  the 
committee  said.  “It  is  important  that  immu- 
nization be  carried  out  before  influenza  occurs 
in  the  immediate  area  since  there  is  a two-week 
interval  before  development  of  antibodies.” 

Because  variations  in  influenza  viruses  during 
the  1965-1966  season  were  not  of  major  signifi- 
cance, the  composition  of  the  1966-1967  vaccine 
is  unchanged  from  that  prepared  for  1965-1966. 
* * * 

A Senate  government  operations  subcom- 
mittee reported  that  scientific  data  now  avail- 
able does  not  indicate  human  health  hazards  of 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


sufficient  significance  to  warrant  drastic  curbs 
on  the  use  of  pesticides.  However,  the  sub- 
committee said  that  more  information  is 
needed  and  that  “the  magnitude  of  the  future 
risk  is  uncertain  in  many  important  areas.” 
The  subcommittee  further  stated: 

Knowledge  regarding  the  risk  of  chemical 
pesticides.  . .will  have  to  be  broadened  and 
refined  considerably  in  order  to  provide 
clear-cut  answers  to  questions  that  will  be 
forced  by  the  increasing  need  for  pest  control 
in  the  future.  While  some  of  the  more 
gloomy  prophecies  that  had  been  raised 
could  not  be  supported  by  hard  scientific 
fact,  it  is  also  true  that  science  could  not  and 
still  cannot  prove  that  some  of  these  proph- 
ecies are  untenable. 

To  combat  the  human  health  dangers,  the 
report  recommended  that  the  Department  of 
Health,  Education,  and  Welfare  accelerate  an 
environmental  health  program;  increase  re- 
search in  human  pharmacology;  develop  chem- 
ical pesticides  which  are  safer  for  human 
beings;  place  greater  emphasis  on  development 
of  nonchemical  pest-control  methods;  train 
more  agricultural  workers  in  good  hygiene 
practices  in  using  pesticides;  and  step-up 
general  educational  programs  on  health  in  the 
chemical  age. 

* * * 

The  Food  and  Nutrition  Board  of  the  Na- 
tional Academy  of  Sciences  believes  that  it 
may  be  well  for  many  Americans  to  moderately 
reduce  the  amount  of  fats  they  eat  and  sub- 
stitute some  polyunsaturated  for  saturated  fats. 
However,  the  Board  concluded  that  present 
evidence  on  the  connection  between  dietary 
fat  and  cardiovascular  diseases  is  insufficient 
to  warrant  recommendations  for  radical  dietary 
changes. 

The  Board’s  study,  which  culminated  in  a 
lengthy  report  entitled  “Dietary  Fat  and 
Human  Health,”  was  directed  to  the  problem 
of  how  much  and  what  kind  of  fat  is  compatible 
with  human  health.  The  report  emphasized 
that  any  changes  in  consumption  of  fat  should 
be  made  on  an  individual  basis  with  considera- 
tion given  to  the  consequent  changes  in  caloric 
and  nutrient  intake.  The  report  stated: 

Until  we  learn  more  about  which  fats 
are  desirable  nutritionally,  the  Board  recom- 
mends that  the  American  consumer  should 
partake  of  the  foods  that  make  up  a varied, 
adequate,  and  not  overly  rich  diet  and 
maintain  a normal  body  weight  by  judicious 
control  of  caloric  intake  and  by  daily  exercise. 

continued  on  page  2366 
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CHLOROMYCETIN 

(CHLORAMPHENICOL) 


PARKE.  DAVIS  A COMPANY.  Detroit.  Michigan  49232 


new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


Dialog  is  a combination  of  15  mg  allobarbital  an 
300  mg  acetaminophen.  Allobarbital,  a proven  b; 
biturate,  provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminoph 
is  a nonsalicyiate  analgesic-antipyretic,  well  tol< 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  t 
and,  in  recommended  dosage,  has  no  adverse  el ' 
on  the  kidneys. 


ft 


2/3449  MK-3 


Raises  the  pain  threshold 

Suppresses  the  pain-producing  mechanism 


Dialog 

allobarbital  and  acetaminophen  CIBA) 

I dications:  For  relief  of  pain  and  discomfort  of 
mple  headache;  neuralgia,  myalgia,  and  musculo- 
celetal  pain;  dysmenorrhea;  bursitis;  sinusitis; 

^rositis.  Also  indicated  to  reduce  fever  and  to 
lieve  discomfort  due  to  respiratory  infections,  influ- 
iza,  and  other  febrile  conditions. 

ontraindication:  Not  recommended  during  pregnancy. 

aution:  May  be  habit-forming.  Do  not  use  in  patients 
limsitive  to  barbiturates  or  in  those  with  moderate 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 
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continued  from  page  2362 

A large  amount  of  information  has  accumu- 
lated relating  dietary  fats  to  the  etiology 
of  human  atherosclerosis  and  its  complica- 
tions, particularly  coronary  artery  disease. 
As  yet,  the  causes  and  course  of  development 
of  atheroma  and  its  relation  to  coronary 
heart  disease  in  man  are  imperfectly  known. 
Disorders  of  fat  transport  or  metabolism 
or  both  certainly  participate  but  are  not 
the  only  factors.  Heredity  is  involved  in 
individual  susceptibility.  Disorders  of  blood 
flow  and  blood  clotting  are  implicated  in 
atheroma  formation  in  addition  to  contrib- 
uting to  the  fatal  complications  of  the 
disease. 

Evidence  to  support  the  concept  that 
increased  plasma  concentrations  of  cholesterol 
are  atherogenic  is  considerable  but  not 
conclusive.  . .Many,  but  not  all,  population 
studies  indicate  that  diets  high  in  fat,  among 
other  nutrients,  are  correlated  with  higher 
concentrations  of  plasma  cholestei'ol  and 
with  increased  prevalence  of  cardiovascular 
disease.  However,  proof  of  a causal  relation- 
ship is  lacking.  In  the  majority  of  the  adult 
population  the  concentration  of  plasma 
cholesterol  can  usually  be  reduced  by  increase 
in  the  quantity  of  polyunsaturated  fat  in 
the  diet  at  the  expense  of  saturated  fat. 
That  this  degree  of  reduction  in  plasma 
cholesterol  is  beneficial  is  still  uncertain. 


* * * 

The  Social  Security  Administration  said  that 
the  460,000  Medicare  patients  in  hospitals 
during  the  first  month  of  the  program’s  opera- 
tion did  not  result  in  any  overcrowding.  There 
were  a few  isolated  instances  of  overcrowding, 
mostly  in  rural  areas,  but  they  already  existed 
before  Medicare  started  July  1.  The  elderly 
patients  occupied  from  30  to  35  per  cent  of 
the  beds  in  general  hospitals  in  comparison 
with  about  25  per  cent  before  Medicare. 
Federal  officials  had  estimated  a 5 per  cent 
increase. 

Inquiries  from  intermediaries  to  Social  Secu- 
rity headquarters  as  to  eligibility  for  Plan  B 
medical  benefits  totaled  8,700  through  July 
22.  A few  spot  checks  showed  assignments 
leading  over  direct  billings  by  a small  margin, 
but  assignments  normally  would  be  filed  sooner 
t han  direct  billings. 

There  still  were  about  200  hospitals  in  the 
south  that  had  not  been  qualified  as  to  civil 
rights  requirements  on  racial  integration.  This 
situation  left  133  counties  that  have  hospitals 
with  none  qualified  at  the  end  of  July.  Follow- 
ing are  the  number  of  such  counties  in  each 
state:  Mississippi,  31;  Georgia,  23;  Louisiana 
(parishes),  19;  Texas,  12;  Virginia,  11;  South 
Carolina.  9;  Alabama,  8;  Arkansas,  6;  Ken- 
tucky, 6;  North  Carolina,  3;  Tennessee,  2; 
Florida,  2;  and  West  Virginia,  1. 


Medical  Meetings 


Medical  Writers  to  meet 

More  than  500  medical  communicators, 
members  and  guests  of  the  American  Medical 
Writers’  Association,  will  assemble  for  a three- 
day  national  meeting  at  the  Waldorf-Astoria  in 
New  York  City,  September  29  through  October 
2,  1966.  The  theme  of  the  meeting,  “The 
Changing  World  of  Medical  Communication,” 
will  be  developed  in  a series  of  lecture  pro- 
grams, panel  discussions,  round-tables,  and 
workshop  sessions,  all  arranged  under  the  co- 
chairmanship of  Alexander  B.  Gutman,  M.D., 
and  Martha  E.  Dana.  A varied  program  of 
social  activity  and  entertainment  has  been  set 
up  by  the  Local  Arrangements  Committee,  under 
the  cochairmanship  of  Alvina  Rich  Lewis,  secre- 
tary-treasurer of  the  A.M.W.A.,  and  Robert 
Miller. 

Material  for  inclusion  in  the  medical  meetings  section  must 
he  received  six  weeks  prior  to  publication  date. 


William  Hammond,  M.D.,  of  Scarsdale,  is 
president  of  the  Association,  and  he  will  be 
succeeded  in  office  by  W.  A.  D.  Anderson,  M.D., 
of  Coral  Gables,  Florida,  now  president-elect. 

Information  concerning  preregistration  at  the 
A.M.W.A.  meeting  or  membership  in  the  Asso- 
ciation may  be  obtained  from  its  national  office: 
James  E.  Bryan,  Executive  Secretary,  American 
Medical  Writers’  Association,  2000  P Street, 
N.W.,  Washington,  D.C.  20036. 

Postgraduate  courses  to  keep  internists 
abreast  of  new  developments 

The  American  College  of  Physicians  is  spon- 
soring 7 postgraduate  courses  to  be  given  in 
New  York  State  during  the  coming  academic 
year.  The  courses  run  from  three  to  five  days 
and  are  being  held  in  cooperation  with  medical 
schools  and  teaching  institutions.  The  con- 

continued  on  page  2370 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 


Tuberculin, 

Tine.ATest 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 
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Vistarl 

(HYDROXYZINE) 

tranquilizes 
without 
addiction 
or  drug 
dependency 

Clinical  Experience 

In  its  eight-year  record  of  experience  in  which 
over  one  billion  doses  have  been  prescribed, 
there  is  no  evidence  of  addiction  to  hydroxyzine. 

Clinical  Background 

In  over  500  published  studies  involving 
1 5,000  individual  cases,  neither  dependency  nor 
addiction  has  been  reported  with  hydroxyzine. 


Since  1849 

(Pfizer) 

Science  for  the  world's  well-being ® 


Even  in  the  anxious, 
dependent, 
psychoneurotic . . . 

Four  hundred  and  fifty  patients,  most  of  them 
classified  as  functional  neurotics,  were  treated 
with  hydroxyzine  for  periods  of  five  months 
to  four  and  one-half  years.  Sustained  good-to- 
excellent  relief  from  symptoms  of  anxiety  and 
tension  was  attained  in  401  (89%)  of  the  series, 
“ Cumulative  effects,  habituation  or  addiction 
to  hydroxyzine  was  not  noted  during  the  entire 
period  of  this  study." 

Shalowitz,  M.:  Int.  Rec.  Med.  i 74:357,  June,  1961. 


Even  in  the  classically 
dependent  alcoholic... 

Vistaril  (hydroxyzine)  was  evaluated  for  relief 
of  postalcoholic  syndrome  in  52  chronic  alcoholic 
outpatients  over  a period  of  two  to  four  weeks. 
Many  patients  received  partial  to  complete  relief 
of  psychomotor  agitation,  anxiety,  irritability, 
craving,  insomnia,  depression,  anorexia,  nausea  and 
tension.  “ No  evidence  of  toxicity  or  habituation 
was  noted."  “ No  difficulty  was  experienced 
in  discontinuing  medication." 

Greenhouse,  H.  R.:  Med.  Times  91 : 1 069,  November,  1963. 

Of  326  alcoholics  treated  with  hydroxyzine  for  the 
postalcoholic  syndrome,  satisfactory  control  was 
achieved  in  276  (85%).  “As  is  not  the  case  with  other 
tranquilizers,  hydroxyzine  has  no  published  record  of 
causing  addiction  and  dependence  or  withdrawal 
Symptoms.  Goldman,  H.  I.:  Southwest.  Med.  42:276,  June,  1961. 

Even  in  the 

institutionalized  patient 
needing  long-term 
treatment... 

One  hundred  and  fifty-two  institutionalized 
female  patients  were  studied  on  long-term, 
high-dose  therapy. 

Even  at  high  dosages,  hydroxyzine 

. . did  not  produce  either  euphoria  or  depression." 
Lapolla,  A.:  Clin.  Med.  8:1332,  July,  1961. 


No  other 
tranquilizer  is 


as  precise,  as 
uncomplicated 

"Vislari 


(HYDROXYZINE) 


Its  site 
of  action  is# 
the  seat  of  anxiety 


turn  page  for  brief  summary ... 
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BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  par- 
enteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse, 
rat,  and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses 
substantially  above  the  human  therapeutic  range.  Clinical 
data  in  human  beings  are  inadequate.  Until  adequate  data  are 
available,  to  establish  safety  in  early  pregnancy,  hydroxyzine 
is  contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of 
central  nervous  system  depressants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased,  as  much  as  50%. 
Because  drowsiness  may  occur,  patients  should  be  cautioned 
against  driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should  be  fol- 
lowed; soft-tissue  reactions  have  rarely  been  reported  when 
proper  technique  has  been  used.  On  reported  intravenous  in- 
jection a few  instances  of  digital  gangrene  have  occurred 
distal  to  the  injection  site,  considered  to  be  due  to  inadvertent 
intra-arterial  injection  or  possibly  periarterial  extravasation. 
Therefore,  particular  caution  should  be  observed  to  insure  in- 
jection only  into  intact  veins;  avoid  either  intra-arterial 
injection  or  extravasation.  Intravenous  administration  should 
be  accomplished  slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity  has  been 
reported  in  some  hospitalized  patients  given  higher  than 
recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  mini- 
mal amounts  of  intravascular  hemolysis  occur  at  the  site  of 
injection.  Giving  the  maximum  recommended  intravenous 
dose  (100  mg.)  to  adults  results  in  immediate  transient 
hemolysis  with  the  liberation  of  a total  of  2-3  grams  of  hemo- 
globin, which,  in  some  individuals,  can  cause  small  amounts  of 
hemoglobinuria.  This  compares  with  the  normal  red  cell 
destruction  from  which  approximately  8 Gm.  of  hemoglobin 
are  liberated  every  24  hours.  If  the  hydroxyzine  is  diluted 
with  50  cc.  of  normal  saline  and  given  during  a period  of  four 
minutes  or  more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  Equivalent  to  25  mg. 
hydroxyzine  HQ  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine 
HCl)  Parenteral  Solution:  25  mg./cc. — 10  cc.  vial  and  50 
mg./cc. — 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc., 

1 cc.  per  unit. 

More  detailed  professional  information  available  on  request. 


The  Vistaril  site 
of  action  is  the 
seat  of  anxiety 


Since  1849 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


centrated  courses  are  aimed  at  providing  practic- 
ing physicians  with  formal  instruction  in  new 
developments  affecting  the  diagnosis  and  treat- 
ment of  diseases.  Courses  are  open  to  all 
physicians.  However,  in  each  case  enroll- 
ment is  limited,  and  priority  is  given  to  mem- 
bers of  the  College.  Tuition  fees  are  $60  for 
members  and  $100  for  nonmembers. 

Dates,  courses,  locations,  and  course  directors 
are  as  follows:  October  3 through  7 — The  Care 

of  the  Critically  111  Medical  Patient,  State 
University  of  New  York  College  of  Medicine, 
Syracuse,  Richard  H.  Lyons,  M.D.;  November 
7 through  11 — Endocrine  and  Metabolic  Dis- 
orders, Downstate  Medical  Center,  Brooklyn, 
David  M.  Kydd,  M.D.,  and  Stanley  L.  Wallace, 
M.D.,  codirectors;  December  5 through  9 — 
What  the  Internist  Should  Know  About  Cancer, 
Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City,  Alfred  Gellhorn, 
M.D.,  and  John  E.  Ultmann,  M.D.,  codirectors; 
January  16  through  20 — Basic  Mechanisms  of 
Renal  Disease,  Cornell  University  Medical 
Center,  New  York  City,  E.  Lovell  Becker, 
M.D.,  and  George  W.  Frimpter,  M.D.,  co- 
directors; February  27  through  March  3 — 
Arthritis  and  Related  Disorders,  New  York 
University  Medical  Center,  New  York  City, 
Currier  McEwen,  M.D.,  and  Edward  F. 
Hartung,  M.D.,  codirectors;  March  6 through 
10 — Recent  Advances  in  Cardiovascular  Dis- 
ease, The  Mount  Sinai  Medical  Center,  New 
York  City,  Charles  K.  Friedberg,  M.D.;  and 
May  22  through  26 — Clinical  Applications  of 
Recent  Advances  in  Electrophysiology  of  the 
Heart,  New  York  University  School  of  Medicine 
and  Medical  Center,  New  York  City,  Charles 
E.  Kossmann,  M.D. 

The  October  course  on  care  of  the  critically 
ill  patient  is  designed  to  help  keep  practicing 
internists  aware  of  the  basic  physiological 
defects  leading  to  critical  medical  illnesses  and 
the  rational  management  of  these  defects. 
Dog  demonstrations  will  be  presented  to  il- 
lustrate more  clearly  certain  of  these  defects 
and  to  explain  the  background  for  their  correc- 
tion. The  course  is  limited  to  80. 

For  further  information  contact:  Edward 

C.  Rosenow,  Jr.,  M.D.,  Executive  Director, 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104. 

Allergic  dermatoses  subject  of  lecture 

Vincent  Fontana,  M.D.,  professor  of  pedi- 
atrics, St.  Vincent’s  Hospital,  New  York  City, 
will  deliver  a lecture  on  allergic  dermatoses 
October  7 at  Kings  County  Hospital.  The 
lecture  is  being  held  under  the  auspices  of  the 
division  of  dermatology  of  the  Department  of 
Medicine,  Downstate  Medical  Center. 

The  lecture  is  scheduled  to  take  place  from 
10:00  to  11:00  a.m.  in  the  “E”  Building 
auditorium  of  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn,  New  York  11203. 

continued  on  page  2377 
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. . .from  chronic  asthma 
. . . and  chronic  bronchitis 
...  to  obstructive  pulmonary 


S 


MINIMIZE  THIS  PROGRESSION... 


by  consistent  bronchodilation  with 

ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H„  et  at:  Dis.  Chest  45:75-85  (Jan.)  1964. 


Detroit,  Michigan  48211 
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Miltown 

(meprobamate) 


Indications:  Meprobamate  is  effective  in  relief 
of  anxiety  and  tension  states.  Also  as  adjunc- 
tive therapy  when  anxiety  may  be  a causative 
or  otherwise  disturbing  factor.  Although  not  a 
hypnotic,  meprobamate  fosters  normal  sleep 
through  both  its  anti-anxiety  and  muscle- 
relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyn- 
cratic reactions  to  meprobamate  or  meproba- 
mate-containing drugs. 

Precautions:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised.  Consider  pos- 
sibility of  dependence,  particularly  in  patients 
with  history  of  drug  or  alcohol  addiction;  with- 
draw gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal  may 
precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely, 
epileptiform  seizures.  Should  meprobamate 
cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced  and  operation  of  mo- 
tor vehicles  or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  al- 
cohol may  possibly  be  increased  by  meproba- 
mate. Grand  mal  seizures  may  be  precipitated 
in  persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 


Side  effects:  Drowsiness  may  occur  and,  rarely, 
ataxia,  usually  controlled  by  decreasing  the 
dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura 
with  peripheral  edema  and  fever,  transient 
leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meproba- 
mate and  prednisolone  have  been  reported. 
More  severe  and  very  rare  cases  of  hypersen- 
sitivity may  produce  fever,  chills,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria,  ana- 
phylaxis, stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the 
drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs 
known  to  elicit  these  conditions  were  given 
concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce  leth- 
argy, stupor,  ataxia,  coma,  shock,  vasomotor 
and  respiratory  collapse. 


Usual  adult  dosage:  One  or  two  400  mg.  tab- 
lets three  times  daily.  Doses  above  2400  mg. 
daily  are  not  recommended. 

Supplied:  ‘Miltown’  (meprobamate)  is  availa- 
ble in  two  strengths:  400  mg.  scored  tablets 
and  200  mg.  coated  tablets.  ‘Meprotabs’  (me- 
probamate) is  available  as  400  mg.  white, 
coated,  unmarked  tablets.  cm-h 

Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES /Cranbury,  N.  J. 
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Help  iree  ner  WltniVllLl  UW  IN  (meprobamate) 


The  child-centered  age  in  which  we  live  takes 
a heavy  psychological  toll  of  the  one  who  can 
rarely  escape  it.  And  with  tension  and  anxiety 
come  a host  of  symptoms— irritability, 
headache,  vague  somatic  disturbances, 
disturbed  sleep— which  all  too  often  are 
conveyed  to  the  children  and  the  husband. 

For  more  than  a decade  no  agent  has 
provided  more  help  for  the  harried  housewife 
than  ‘Miltown’— a tranquilizer  of  proven 
effectiveness  and  relatively  low  level  of  side 
effects.  And  because  ‘Miltown’,  in  usual 
dosage,  rarely  interferes  with  activities  of  daily 


living,  your  patient  can  continue  to  function 
as  she  must. 

Perhaps  most  important,  a bedtime  dose 
facilitates  that  most  effective  of  therapeutic 
agents— a good  night’s  sleep. 


ALIACE  LABORATORIES 
Cranbury,  N.J. 


with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synthroid? 

sodium  levothyroxine,  flint 


Animal  gland  products  are  still  widely  used 
today.  SYNTHROID  (sodium  levothyroxine), 
however,  offers  important  advantages  in  the 
treatment  of  thyroid  deficiency  and  related  con- 
ditions. 

CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100°7o  pure 
thyroid  hormone  ...  a drug  of  definite  and  uniform 
composition.  Each  batch  is  assayed  by  chemical  and 
physical  measurement  ...  a more  accurate  method 
than  biologic  standardization.  SYNTHROID  (so- 
dium levothyroxine)  does  not  deteriorate  in  storage 
or  in  high  humidity  conditions.  Your  patients  con- 
sistently receive  the  dosage  you  prescribe. 

it  is  competitively  priced 

Patient  costs  are  competitive  with  animal  gland 
products.  In  comparison  to  the  other  form  of  syn- 
thetic thyroid  hormone,  SYNTHROID  (sodium  levo- 
thyroxine) costs  approximately  half  as  much. 

smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there 
is  little  possibility  of  a metabolic  surge  that  can 
compromise  cardiac  function.  SYNTHROID  (so- 
dium levothyroxine),  after  absorption  and  protein 
binding,  is  released  at  a physiologic  rate.  This  assures  a 
smooth  response  with  a higher  degree  of  safety. 

predictability 

Expect  PBI  readings  to  be  in  the  range  of  6-10  meg. 
Vo.  Count  on  these  readings  and  on  other  parameters 
to  be  predictable  in  relation  to  the  dosage  you  pre- 
scribe. Levothyroxine  has  a high  binding  capacity 
for  serum  proteins  in  contrast  to  other  thyroid  me- 
dicaments which  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 
In  patients  made  euthyroid  with  SYNTHROID  (so- 
dium levothyroxine),  it  is  therefore  not  unusual  to 
find  PBI  levels  of  8-10  meg.  °7o. 


FLINT  LABORATORIES 

Morton  Grove,  Illinois  F-368  8/66 


unexcelled  dosage  flexibility 

Available  in  six  strengths.  Tablets  are  scored  and 
color-coded  for  dosage  convenience.  SYNTHROID 
(sodium  levothyroxine)  INJECTION  is  also  avail- 
able. 

broad  indications 

SYNTHROID  (sodium  levothyroxine)  duplicates  the 
biological  and  metabolic  activity  of  endogenous  thy- 
roxine. The  tablets  are  specific  replacement  therapy 
in  diminished  or  absent  thyroid  function  resulting 
in  hypothyroidism  ranging  from  the  subclinical  or 
borderline  type  to  the  myxedematous  type.  The 
administration  of  SYNTHROID  (sodium  levothy- 
roxine) is  therefore  indicated  in  primary,  hypopitui- 
tary,  pediatric,  and  geriatric  hypothyroidism,  and 
for  reproductive  disorders  such  as  infertility,  men- 
strual disturbances  and  habitual  abortion  associated 
with  hypothyroidism. 

Because  SYNTHROID  (sodium  levothyroxine)  is 
effective  in  the  treatment  of  hypothyroidism  of  any 
degree  of  severity,  it  is  especially  useful  in  subclini- 
cal cases  exemplified  by  symptoms  such  as  undue 
lassitude,  skin  disturbances  and  obesity,  in  the  pres- 
ence of  diagnostic  test  criteria.  In  your  judgment, 
when  a diminished  level  of  thyroid  hormone  may  be 
implicated,  the  purity,  stability,  and  predictability 
of  SYNTHROID  (sodium  levothyroxine)  are  par- 
ticularly important  to  confirm  your  diagnosis  be- 
cause they  eliminate  the  variability  in  response  due 
to  product  deficiency  often  encountered  with  desic- 
cated thyroid. 

Precautions:  As  with  other  thyroid  preparations;  an  overdose  may  cause  diarrhea 
or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss. 
Medication,  in  such  cases,  should  be  stopped  for  2-6  days,  then  resumed  at  a lower 
dose  level.  In  patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  parameters  that  are  used  to  guide  antidiabetic  therapy.  Contrain- 
dications: Thyrotoxicosis,  acute  myocardial  infarction.  Administration  and 
Dosage:  Administer  tablets  as  a single  daily  dose,  preferably  after  breakfast.  In- 
jection may  be  administered  intravenously  in  solutions  containing  100  meg.  per  ml. 
Supplied:  Tablets  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  scored 
and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg.,  lyophilized  in  10  ml. 
single  dose  vial,  with  5 ml.  vial  of  diluent. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
APPROXIMATELY  EQUIVALENT  TO  1 gr.THYROID  U.S.P. 

Synthroid 

sodium  levothyroxine,  FLINT 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN’1  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


^ MERCK  SHARP  & DOHME  | where  today’s  theory  is  tomorrow's  therapy 


« i Co  , Inc  , West  Point.  Pa 


2376 


i 


INDOCIN 

INDOMETHACIN 

Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  admin istering,  read  prod- 
uct circular  with  package  or  available  on  request. 
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Congress  to  campaign  against  quackery 

The  Third  National  Congress  on  Medical 
Quackery  will  be  held  October  7 and  8 in 
I Chicago.  The  Congress  will  be  sponsored  by 
the  American  Medical  Association  and  the 
National  Health  Council.  It  will  bring  to- 
gether major  American  groups  concerned  with 
efforts  to  safeguard  the  public  against  useless 
cures,  mechanical  gadgets,  food  fads,  and  other 
quack  devices  and  worthless  treatment. 

Among  the  speakers  at  the  Congress  will  be 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York  and  a member  of  the  A.M.A.  Committee 
on  Quackery;  James  Holland,  M.D.,  Roswell 
Park  Memorial  Institute,  Buffalo;  and  Gerald 
Dorman,  M.D.,  New  York  City,  a trustee  of 
the  A.M.A.  and  a director  of  the  National 
Health  Council. 

The  first  two  national  congresses  generated 
widespread  interest  in  the  need  for  education 
of  the  public  against  quackery,  the  A.M.A. 
said.  This  interest  has  been  translated  into 
action  at  a state  and  community  level.  Quack- 
ery conferences  have  been  held  in  many  states 
and  more  are  planned. 

Forensic  medicine  subject  of  symposium 

Milton  Helpern,  M.D.,  chief  medical  ex- 
aminer of  New  York  City,  has  again  offered  to 
conduct  a symposium  on  forensic  medicine. 
This  fourth  symposium  will  be  held  in  the 
Office  of  the  Chief  Medical  Examiner,  520 
First  Avenue,  New  York,  New  York,  on  Satur- 
day and  Sunday,  October  8 and  9,  1966. 

The  symposium  will  be  sponsored  jointly  by 
the  Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  the  Department  of  Forensic 
Medicine  of  New  York  University  Post- 
Graduate  Medical  School,  the  Medical  Society 
of  the  State  of  New  York,  and  the  State  of 
New  York  Department  of  Health.  Invited  to 
participate  are  coroners,  medical  examiners,  and 
forensic  pathologists  throughout  the  State  and 
medical  examiners  and  investigators  in  New 
York  City. 

Vermont  University  offers  seminar 

A seminar  on  Digitalis  and  the  Heart  will  be 
presented  at  the  DeGoesbriand  Memorial 
Hospital  in  Burlington,  Vermont,  on  October 
15  and  16,  1966.  The  seminar  is  being  spon- 
sored by  the  Vermont  Heart  Association  and  the 
University  of  Vermont  in  collaboration  with 
the  American  CoUege  of  Cardiology. 

For  further  information  contact:  Eugene 

Lepeschkin,  M.D.,  Cardiovascular  Research 
Unit,  DeGoesbriand  Memorial  Hospital,  The 
University  of  Vermont  College  of  Medicine, 
Burlington,  Vermont  05401. 
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Abstracts  in  Interlmgua 


Helpern,  M.,  e Rho,  Y.-M.:  Mortes  ab 

narcotismo  in  le  Citate  de  New  York:  inci- 
dentia,  circumstantias,  e constatationes  necrop- 
tic  ( anglese ),  New  York  State  J.  Med.  66: 
2391  (15  de  septembre)  1966. 

Narcotismo,  particularmente  heroinismo,  ha 
devenite  plus  frequente  depost  le  Secunde 
Guerra  M undial,  e etiam  le  mortalitate  ab 
narcotismo  ha  accrescite.  Le  utilisation  de 
narcoticos  per  injection  intravenose  e subcutanee 
es  describite.  Depost  que  quinina  es  in  uso 
como  diluente  de  heroina,  le  occurrentia  de 
casos  de  artificialmente  transmittite  malaria 
ha  cessate.  Le  mortalitate  ab  narcotismo  in  le 
citate  de  New  York  es  analysate  pro  le  periodo 
ab  1950  usque  ad  le  fin  de  1961  con  diagnoses  a 
base  del  circumstantias  del  mortes,  con  con- 
statationes pathologic  macro-  e microscopic  del 
complete  necropsias,  e con  un  studio  toxicologic. 
Le  casos  de  morte  es  gruppate  secundo  le 
incidentia  annual,  le  incidentia  mensual,  e le 
incidentia  per  racias  e per  sexo.  Es  etiam 
presentate  le  distribution  per  gruppos  de  etate, 
stato  marital,  occupation,  quartiero  e districto 
intra  le  citate,  character  del  local  in  que  le 
cadavere  esseva  trovate,  e le  causas  del  morte. 
Le  exteme  evidentia  pro  narcotismo  e le  ap- 
parentia  characteristic  del  pulmones  es  etiam 
describite.  Le  mortalitate  ab  narcotismo  es 
comparate  con  le  mortalitate  total  in  le  Citate 
de  New  York.  Le  externe  constatationes  es 
importante  in  le  diagnose  de  acute  reactiones 
letal  si  ben  como  le  correcte  interpretation  del 
constatationes  necroptic. 

Albert,  M.  M.:  Signification  del  numeration 

de  polline;  interpretation  e misinterpretationes 
{anglese),  New  York  State  J.  Med.  66:  2409 
(15  de  septembre)  1966. 

Dispositivos  volumetric  pro  le  determination 
del  contento  de  polline  in  le  aere  es  superior  sed 
require  in  lor  manipulation  un  considerabile 
habilitate.  Illos  es  complicate  e etiam  costose. 
Numerationes  con  laminas  a gravitate  non  es 
accuratemente  correlationabile  con  le  resultatos 
del  methodo  volumetric,  sed  illos  es  simple  e 
representa  le  methodo  le  plus  practic  pro  le 
obtention  de  grossier  estimationes  del  contento 
de  polline  in  le  aere.  In  grande  citates,  le 
concentration  de  polline  es  publicate  pro 
periodos  de  vinti-quatro  horas.  Pro  obtener 
le  plus  accurate  resultatos  possibile,  le  laminas 
deberea  esser  montate  in  parallela  con  le  fluxo 
de  aere  e orientate  con  respecto  al  direction  del 
vento.  Le  altura  del  dispositivo  debe  esser 
standardisate.  Iste  numerationes  non  deberea 
esser  interpretate  pro  monstrar  un  definite 


correlation  inter  le  numeration  de  polline  e le 
severitate  del  symptomas.  Altere  sensibilitates 
debe  esser  prendite  in  consideration  si  ben  como 
differentias  saisonal.  Polline  non  es  neces- 
sarimente  un  producto  local;  illo  es  aeromigra- 
tori. 

Emerson,  E.  B.,  Jr.:  Hamos  {anglese),  New 

York  State  J.  Med.  66:  2414  (15  de  septembre) 
1966. 

Excepte  quando  un  hamo  ha  perciate  le 
globo  del  oculo,  accidentes  a hamo  non  es 
casos  de  urgentia.  Le  equipamento  requirite 
per  le  medico  e le  administration  de  anestheticos 
es  describite  si  ben  como  technicas  applicabile  a 
situationes  specific.  Quando  un  hamo  ha 
attingite  le  oculo,  le  gurgite,  le  esophago,  o un 
area  tracheobronchial,  le  patiente  debe  reciper 
sedativos  e esser  transporta te  a un  ben-equipate 
centro  medical  ubi  le  elimination  pote  esser 
effectuate  sub  visualisation  directe.  Le  medi- 
cation depende  del  lesion. 

Rubin,  L.  R.,  Bromberg,  B.  E.,  Walden, 
R.  H.,  e Dean,  R.  K.:  Carcinoma  a cellulas 

basal  in  le  naso  {anglese).  New  York  State 
J.  Med.  66:  2417  (15  de  septembre)  1966. 

Si  le  deceptive  apparentias  de  carcinoma  de 
cellulas  basal  es  dismascate,  le  condition  pote 
esser  diagnosticate  precocemente  e curate 
simplemente  per  excision  complete  sequite  de 
un  simple  methodo  de  restauration  contornal 
con  le  uso  de  graffos  ab  le  aure.  Carcinoma  de 
cellulas  basal  pote  exhibir  le  apparentia  e 
conformation  de  quasi  omne  lesion  cutanee  que 
occurre  in  sitos  nasal.  Iste  tumor,  si  non 
tractate,  se  extende  profundemente  ad  in  le 
pelle  o le  membranas  mucose,  e alora  le  pro- 
blema  deveni  plus  avantiate  e plus  complexe. 
Factores  predisponitori  es  insolation,  irradia- 
tion, etate  e activitate  endocrin,  varie  irritantes, 
e diathese  familial.  Le  sol  fidedigne  methodo 
diagnostic  es  le  biopsia.  Un  adequate  excision 
include  le  tumor  mesme  e un  sufficiente  area  de 
circumjacente  pelle  normal  e de  subjacente  non- 
afficite  tissu  dermal.  Le  defecto  pote  esser 
reparate  satisfacentemente  con  un  excellente 
resultato  cosmetic.  Isto  incoragia  al  excision 
radical. 

Meijer,  R.,  e Walia,  I.  S.:  Construction 

vaginal  {anglese).  New  York  State  J.  Med. 
66:  2424  (15  de  septembre)  1966. 

Le  technica  de  Abbe  pro  le  construction  del 
vagina  esseva  usate  in  3 patientes.  Subse- 
quentemente  1 de  illas  concipeva.  Le  methodo 
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utilisa  un  graffo  cutanee  inveloppante  un  re- 
plenate  condom.  Postea  le  patiente  porta  un 
modulo  durante  6 menses  pro  prevenir  omne 
contractura.  Altere  methodos  es  describite. 
In  le  majoritate  del  casos,  correction  chirurgic 


es  justificate  quando  le  patiente  approcha  le 
termino  del  secunde  decennio  de  su  vita.  In 
le  technica  de  Abbe,  complicationes  es  rar, 
providite  que  le  tractamento  postoperatori  es 
executate  conscientiosemente. 


Medical  News 


Kantrowitz  talks  on  auxiliary  heart  pump 

Adrian  Kantrowitz,  M.D.,  one  of  the  two 
surgeons  known  to  have  attached  auxiliary 
heart  pumps  to  human  beings,  has  estimated 
that  such  a device  could  be  of  benefit  to  more 
than  100,000  heart  patients  yearly.  Dr.  Kan- 
trowitz, speaking  at  an  international  sym- 
posium of  the  Association  for  the  Advancement 
of  Medical  Instrumentation  in  Boston,  ex- 
pressed optimism  over  the  future  life-saving 
potential  of  artificial  heart  devices.  He  in- 
dicated, however,  that  realization  of  the  goal 
of  replacing  the  human  heart  completely  with  a 
mechanical  device  still  lies  some  years  in  the 
future. 

Dr.  Kantrowitz,  of  Maimonides  Hospital  and 
Downstate  Medical  Center  in  Brooklyn,  said 
that  his  team  had  learned  much  from  the  at- 
tempts made  this  year  and  that  lessons  from 
these  early  attempts  would  be  incorporated  in 
future  cases.  He  said  that  experience  to  date 
indicates  that  the  auxiliary  pumping  gives  the 
patient’s  heart  the  same  kind  of  respite  from 
work  that  is  achieved  by  bed  rest  but  that  the 
rest  achieved  by  the  pumps  is  much  more 
profound.  Dr.  Kantrowitz’s  device  is  designed 
for  permanent  installation  and  can  be  used 
intermittently.  The  objective  is  to  use  it  in 
patients  who  may  need  permanent  augmenta- 
tion of  their  heart’s  pumping  action. 

Study  to  determine  most  adequate 
method  of  teaching  aphasia  victims 

A study  of  speech  therapy  and  language 
learning  in  aphasia  will  be  undertaken  at  the 
Institute  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  Medical  Center, 
under  a Federal  grant  of  $100,000.  Aphasia 
is  an  impairment  of  verbal  behavior  following 
brain  damage  which  is  common  in  stroke 
victims. 

The  grant,  effective  September  1,  was  made 
to  the  speech  therapy  unit  of  the  Institute  by 
the  Vocational  Rehabilitation  Administration, 
U.S.  Department  of  Health,  Education,  and 
Welfare.  It  will  support  a two-year  controlled 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


study  to  determine  (1)  the  effects  of  speech 
therapy  on  language  recovery  in  aphasia,  and 
(2)  the  difference  in  language  learning  between 
a programed  method  and  a traditional  method 
of  teaching.  In  the  “before  and  after”  study, 
severely  impaired  aphasic  patients  will  be 
tested  initially  for  language  skills  and  then 
assigned  to  one  of  three  groups.  Sixty  will 
be  placed  in  a programed  teaching  method 
group,  and  a similar  number  will  receive  tra- 
ditional speech  therapy.  Thirty  patients  will 
constitute  a no-treatment  control  group.  On 
completion  of  the  three-month  treatment  period, 
all  patients  will  be  reassessed  to  determine  their 
post-experimental  level  of  language  function. 
One  month  later  they  will  be  retested  to  measure 
the  retention  of  acquired  language  skills.  Sub- 
sequent groups  in  the  two-year  study  will 
follow  a parallel  course. 

Howard  A.  Rusk,  M.D.,  director  of  the  In- 
stitute of  Physical  Medicine  and  Rehabilita- 
tion, is  director  of  the  project,  and  Mrs.  Martha 
Taylor,  director  of  the  Institute’s  speech 
therapy  service,  is  the  principal  investigator. 

Cancer  Society  institutes  grants  to  pay 
for  refresher  courses  in  cancer  control 

Short-term  grants  for  refresher  courses  in 
cancer  control  for  practicing  physicians  and 
dentists  have  been  instituted  by  the  American 
Cancer  Society,  New  York  State  Division,  it 
was  announced  recently  by  Daniel  Burdick, 
M.D.,  division  president.  “The  program  of 
short-term  grants  is  intended  to  encourage  and 
stimulate  practicing  physicians  and  dentists 
to  take  refresher  courses  in  the  diagnosis  and 
treatment  of  cancer,”  Dr.  Burdick  said.  “The 
program  is  designed  primarily  for  the  phy- 
sician or  dentist  who  practices  in  more  remote 
distances  from  medical  teaching  centers  rather 
than  for  those  practicing  close  to  these  teach- 
ing centers,  where  opportunity  for  continuing 
education  in  cancer  control  is  more  readily 
available.” 

Application  forms  are  available  through 
offices  of  local  county  units  of  the  American 
Cancer  Society.  Funds  are  made  available 
on  an  annual  basis  up  to  $250  per  candidate 
for  travel  expense,  lodging  expense,  and 

continued  on  page  2381 
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(UNCLE  SAM,  that  is) 


David  McCallum,  enigmatic 
agent  from  U.N.C.L.E.  on 
the  popular  television  series, 
is  doing  something  for  the 
future  every  payday,  by  put- 
ting part  of  his  pay  into 
U.S.  Savings  Bonds. 

Millions  of  young  people 
like  David  McCallum  are 
tucking  away  their  spare 
dollars  into  this  secure 
method  of  saving.  Saving 
for  things  in  the  near  future, 
like  homes  and  babies;  and 


things  in  the  distant  future 
like  education  and  retire- 
ment. And  saving  the  effort- 
less, automatic  way:  a few 
dollars,  every  payday  on 
Payroll  Savings. 

If  you’ve  never  had  the 
fun  of  watching  a small  sum 
grow  into  a surprisingly  big 
sum,  get  into  the  Payroll 
Savings  Plan  now.  You’ll  be 
glad  you  did.  And  so  will 
your  country. 


Buy  U.  S.  Savings  Bonds 


The  V.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public  \ 
i ijSig*  service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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refresher  course  fees  for  an  approved  program. 
The  candidate  must  be  a practicing  physician 
or  dentist,  a citizen  of  the  United  States,  a 
member  of  the  Medical  Society  or  Dental 
Society  of  the  State  of  New  York,  and  a mem- 
ber in  good  standing  of  the  county  medical  or 
dental  society. 

Blood  Transfusion  Association  transfers 
functions  to  Community  Blood  Council 

The  Blood  Transfusion  Association  has 
merged  with  the  Community  Blood  Council 
of  Greater  New  York,  it  was  announced  re- 
cently by  Jacob  Geiger,  M.D.,  executive  director 
of  the  Blood  Transfusion  Association,  and  by 
August  H.  Groeschel,  M.D.,  president  of  the 
Community  Blood  Council.  Dr.  Geiger,  de- 
scribing the  reasons  for  the  consolidation, 
said: 

As  one  of  the  founding  organizations  of 
the  Community  Blood  Council,  [the  Blood 
Transfusion  Association]  recognized  the 
broader  scope  of  services  that  such  an  organ- 
ization could  provide  for  patients  in  the 
Metropolitan  area.  From  the  beginning, 
it  was  the  intention  of  the  Association’s 
board  of  trustees  to  merge  with  the  Council 
when  it  became  fully  operative. 

The  Blood  Ti'ansfusion  Association  was 
founded  as  a nonprofit  organization  in  1929 
and  since  then  has  supplied  about  750,000  units 
of  whole  blood  or  blood  products  to  hospital 
patients  in  the  New  Yoi'k  area.  The  Com- 
munity Blood  Council  was  established  in  1959 
to  improve  and  coordinate  blood-banking 
services  for  the  Metropolitan  area.  It  is  the 
administrative  agency  for  the  Blue  Cross 
Community  Blood  Progi'am,  which  it  developed 
jointly  with  Associated  Hospital  Service  in 
1965* 

The  Blood  Council  has  assumed  the  Tians- 
fusion  Association’s  obligations  for  supplying 
blood  and  derivatives  to  hospitals.  Proceeds 
from  the  sale  of  the  Association’s  building  will 
be  used  for  equipping  a laboratory  and  modern- 
izing the  auditorium  at  The  New  York  Blood 
Center,  310  East  67th  Street,  New  York,  New 
Yoi'k.  The  Council  plans  to  establish  the 


City’s  first  ti'aining  program  for  blood-bank 
technologists  with  any  surplus  funds  from 
this  sale. 

Pharmaceutical  companies  continue 
support  of  student  fellowships 

Pharmaceutical  companies  have  made  possible 
9 of  13  Fight  for  Sight  student  fellowships 
awarded  this  year  by  the  National  Council  to 
Combat  Blindness,  Inc.,  it  was  announced  by 
Charles  A.  Perera,  M.D.,  chairman  of  the 
organization’s  Scientific  Advisory  Committee. 
In  his  expression  of  appreciation,  Dr.  Perei'a 
pointed  out  that  these  student  feUowships  are 
awarded  annually  to  help  meet  the  shortage 
of  trained  investigators  by  enabling  students  of 
high  calibre  to  become  familiar  with  special 
technics  and  disciplines  while  encouraging 
them  to  develop  interests  which  often  determine 
their  choice  to  specialize  in  ophthalmology. 
Each  Fight  for  Sight  student  fellow  conducts 
his  work  under  the  direct  supervision  of  a 
qualified  investigator  at  the  institution  where 
the  work  is  undertaken. 

The  Fight  for  Sight,  also  known  as  the 
National  Council  to  Combat  Blindness,  Inc., 
is  a voluntary  health  agency  primarily  devoted 
to  support  of  research  into  the  causes  and  cures 
of  diseases  resulting  in  defective  sight  and  par- 
tial or  total  blindness.  Additional  information 
concerning  the  Fight  for  Sight  awards  program 
may  be  obtained  from  its  national  headquarters 
at  41  West  57th  Street,  New  York,  New  York 
10019. 


Personalities 

Appointed.  Benjamin  G.  Dinin,  M.D.,  medi- 
cal director  at  Giasslands  Hospital  since  1959 
and  prior  to  that  general  medical  superintendent 
in  the  New  York  City  Department  of  Hospitals, 
as  commissioner  of  Hospitals  and  medical 
director  of  Grasslands  Hospital,  Westchester 
County  Department  of  Hospitals  . . . Robert 
H.  Kennedy,  M.D.,  New  York  City,  director 
of  the  Field  Program  Committee  on  Trauma 
of  the  American  College  of  Surgeons,  as  a 
member  of  the  U.S.  Public  Health  Service’s 
Advisory  Committee  on  Accident  Prevention. 
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Editorials 


Science  in  the  world  of  widening  horizons,  a trilogy, 
Part  II — Man’s  use  of  energy 


Dr.  Glenn  T.  Seaborg,  chairman  of  the 
Atomic  Energy  Commission,  speaking  at 
the  twentieth  anniversary  of  UNESCO, 
made  so  many  cogent  observations  on 
man’s  present  position  in  relation  to  the 
scientific  achievements  of  our  day,  that 
we  are  repeating  much  of  his  address.  In 
Part  I,  which  appeared  in  the  August  15 
issue  of  the  Journal,  he  presented  The 
Cyborg.  In  this  installment  he  discusses 
man’s  use  of  energy. 

In  a literal  and  figurative  sense  man’s 
horizons  have  been  widened  most  by 
his  ability  to  venture  into,  adapt  to, 
and  work  in  new  environments.  No 
discernable  amount  of  natural  evolution 
has  allowed  him  to  do  this,  but  his 
creative  evolution,  through  science  and 
technology,  has  allowed  him  in  recent 
years  to  take  giant  strides  in  this  direc- 
tion. 

Our  adaptation  to  new  environments 
has  taken  many  forms.  In  some  cases 
we  work  indirectly  in  a hazardous  en- 
vironment. A good  example  of  this 
might  be  that  of  a laboratory  worker 
in  a nuclear  facility  who,  from  behind 
thick  radiation  shielding,  is  able  to  use 
the  master-slave  manipulators,  or  “magic 
hands”  as  they  are  sometimes  called, 
to  work  with  highly  radioactive  material. 
These  extremely  sensitive  mechanical 
extensions  of  his  own  hands  permit 
him  to  work  in  an  environment  he  can- 
not otherwise  enter. 

When  we  enter  an  environment  we 
could  not  normally  survive  in,  we  take 
the  necessities  of  our  own  environment 
with  us.  These  might  take  the  form  of 
an  aqualung  for  limited  underwater 
work,  or  some  type  of  submarine  vehicle 
should  we  need  warmth,  light,  oxygen, 
greater  mobility  and  protection  from 
great  pressures.  The  fact  that  we  have 
been  able  to  descend  almost  to  the  bot- 
tom of  the  deepest  trench  in  the  oceans — 
a depth  of  over  35,000  feet — seems  re- 


markable, and  yet  we  are  just  beginning 
major  efforts  to  explore  this  environ- 
ment of  “inner  space.” 

There  is  no  need  to  go  into  detail  on  the 
efforts  we  are  making  to  explore  our 
horizons  of  outer  space  or  the  progress 
we  are  making  in  this  endeavor.  In 
recent  years  a good  part  of  the  world’s 
attention  has  been  focused  on  our  en- 
trance into  this  new  environment.  Here 
again  man  is  bringing  his  own  environ- 
ment with  him  on  his  journey,  and  he 
will  have  to  bring  a great  deal  of  it 
great  distances  if  he  is  to  go  far  or 
accomplish  much  in  the  incredibly  vast 
areas  he  hopes  to  explore  and  possibly 
inhabit. 

What  is  perhaps  most  remarkable 
about  our  space  program,  and  perhaps 
not  realized  by  many,  is  that  the  ful- 
fillment of  this  desire  on  the  part  of  man 
to  leave  his  mother  planet  requires  an 
effort  involving  almost  every  one  of  the 
scientific  disciplines  known  to  man. 
There  is  scarcely  an  area  of  human 
knowledge  or  technology  that  will  not 
come  into  play  in  putting  a man  on  the 
moon  and  eventually  on  the  planets. 

No  review  of  how  science  and  tech- 
nology has  widened  our  horizons  would 
be  complete  without  some  discussion  of 
the  role  of  energy.  For  it  is  man’s 
extraction,  conversion  and  control  of 
energy  which  has  made  all  that  I have 
mentioned  to  this  point  possible.  And 
it  is  our  relationship  to  energy — how  we 
use  it  and  what  we  do  with  it — which 
offers  us  both  our  greatest  promises  and 
our  greatest  challenges. 

Less  than  two  months  after  the  birth 
of  the  United  Nations  and  UNESCO — 
and  very  influential  in  the  early  develop- 
ment of  these  organizations — was  the 
revelation  that  man  could  release  the 
enormous  energy  of  nuclear  fission. 
With  this  discovery  came  the  realization 
that  it  would  be  only  a matter  of 
time — a relatively  short  time — before 
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we  would  have  at  our  disposal  enough 
energy,  and  the  technologies  for  using  it, 
either  to  completely  destroy  our  civiliza- 
tion or  to  lift  it  to  great  new  standards. 
But  the  energy  of  the  atom  is  remarkable 
not  only  because  of  its  total  power.  The 
range  and  usefulness  of  nuclear  energy, 
from  the  standpoint  of  both  fission  and 
radiation,  opens  to  us  whole  new  energy 
horizons.  With  our  nuclear  science  and 
technologies,  we  will  be  able  to  convert, 
through  the  man-made  element  plu- 
tonium and  a man-made  isotope  of 
uranium,  almost  all  of  the  energy  bound 
up  in  the  natural  elements  uranium  and 
thorium  into  a nearly  inexhaustible  sup- 
ply of  power.  And  we  will  be  able  to  do 
this  just  at  a time  when  the  demands  of 
our  high-energy  civilization  are  growing 
so  fast  that  a new  energy  source  to  sup- 
plement our  fossil  fuels  will  soon  be 
needed.  Through  our  nuclear  science 
and  technologies  we  will  also  be  able  to 
produce  enough  compact  power  to  make 
possible  our  forthcoming  adventures  in 
space — to  take  us,  and  the  equipment 
we  will  need,  to  the  planets.  This  will 
be  possible  through  nuclear  powered 
rockets  and  systems  for  nuclear  auxiliary 
power,  all  of  which  are  under  develop- 
ment, and  some  of  which  have  already 
been  used  successfully  in  various  ways. 

. . . The  versatility  of  the  atom  is  one 
reason  why  it  is  so  valuable  to  man.  To 
give  ...  an  example,  . . . contrast  some 
of  the  work  of  two  of  the  divisions  at 
the  Atomic  Energy  Commission,  both 
involved  in  entirely  different  aspects  of 
the  peaceful  uses  of  the  atom.  At  one 
end  of  the  scale  is  the  Division  of  Peace- 
ful Nuclear  Explosives  and  at  the  other 
is  the  Division  of  Isotopes  Development. 
I place  them  at  opposite  ends  of  this 
arbitrary  energy  scale  because  while  the 
nuclear  explosives  group  deals  mostly  in 
energies  measured  in  kilotons  and  mega- 
tons— equivalents  of  thousands  and 
millions  of  tons  of  TNT — the  isotope 


group  is  more  apt  to  be  using  such  power 
terms  as  watts  or  microwatts,  or  such 
terms  as  curies  or  millicuries,  and  at 
times  even  microcuries  or  picocuries. 
The  Division  of  Peaceful  Nuclear  Ex- 
plosives administers  the  AEC’s  “Plow- 
share” program — the  term  “Plowshare” 
derived  from  the  Biblical  expression 
concerning  the  beating  of  swords  into 
plowshares.  This  program  involves  the 
development  of  nuclear  explosives,  and 
related  technologies,  for  large-scale  ex- 
cavation such  as  the  digging  of  canals, 
mountain  passes,  harbors  and  under- 
ground storage  areas.  To  give  you  some 
idea  of  the  energy  involved  in  such  work, 
or  more  accurately,  the  work  done  with 
such  energy,  I might  point  out  that  in 
an  early  Plowshare  cratering  experiment 
— in  1962 — a single  100  kiloton  thermo- 
nuclear device  was  able  to  lift  6.6  million 
cubic  yards  or  8.4  million  tons  of  earth  in 
a matter  of  seconds.  Contrast  this 
with  the  energy  of  the  radioisotope,  per- 
haps the  ten  to  50  microcuries  of  iodine131 
in  a glass  of  water,  which  a person  might 
drink  in  the  course  of  a routine  diagnos- 
tic test  of  his  thyroid  gland.  Such  an 
isotope,  finding  its  way  to  the  thyroid, 
would  be  emitting  a constant  signal  which 
only  a highly  sensitive  electronic  scanner 
could  detect.  And  of  course  even  this 
represents  an  energy  level  far  greater 
than  many  used  in  other  nuclear  work. 

The  energy  revolution  of  the  past  few 
decades  has  been  more  than  one  of  a 
growth  of  sheer  power.  It  has  been 
one  of  tremendous  refinement  in  the  pro- 
duction and  control  of  power,  and  of  heat, 
light  and  various  forms  of  radiation. 
It  has  been  one  of  incredible  speed, 
bringing  into  almost  common  use  in 
some  fields  such  previously  unused  di- 
visions of  time  as  the  nanosecond  (a 
billionth  of  a second).  And  it  has  been 
one  inseparable  from  our  revolutions  in 
transportation,  communication  and  the 
growth  of  human  knowledge. 
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Meniere’s  syndrome: 

The  Viennese  have  a word  for  it 

In  Vienna  “Dimenhydrinat”  (familiar  to  you 
as  Dramamine)  is  often  the  word  for  control 
of  Meniere’s  syndrome.  Like  physicians  the 
world  over,  Pichler*  found  that  when  patients 
received  this  classic  drug,  "severe  attacks 
appeared  to  be  aborted,  passed  without  vom- 
iting  ” ("Die  grossen  Anfalle  schienen  in 

ihrer  Schwere  gebrochen,  verliefen  ohne  erbre- 
chen ”) 

A Dramamine  Supposicone®  (100  mg.)  for 
an  adult  swiftly  controls  the  vertigo,  nausea 
and  vomiting  often  present  during  a severe 
attack.  Once  the  acute  stage  has  passed,  pa- 
tients may  be  maintained  on  Dramamine 
liquid  or  tablets. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 

♦Pichler,  H.:  HNO  4:178-179  (May  28)  1954. 


Research  in  the  Service  of  Medicine  searle 


relied  on  round  the  world  ■ 

Dramamine 


i ■ Drana  or  ■ ■ ■ _ 

dimenhydrinate 

classic  specific  for  vertigo  and  vomiting 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 


if  you’ve  ever  had  to  hunt  for 

your  ECG  cables,  straps,  electrodes 
. . . pull  out  the  wall  plug 
and  reverse  it... struggle  with 
paper  that  wouldn’t  thread 
...  or  needed  a faster  chart 
speed  or  different  sensitivity... 


you 

should  have  a 500  Viso 
to  save  you  time. 


All  electrodes,  straps, 
Redux  Creme  and  cables 
store  conveniently  inside 
500  Viso. 


Reverse  power  line  polar- 
ity on  500  by  pushbutton. 


Reload  Permapaper  chart 
rolls  with  no  threading,  in 
seconds  (one  roll  makes 
25  12-lead  tests). 


All  500  Viso’s  have  25  and 
50  mm/sec.  chart  speeds 
...  V2,  1 or  2X  sensitivity 
settings  for  optimum  trace 
amplitude. 
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UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

(Dimetane®  (brompheniramine  maleate].  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 

>1  usually  without  drowsiness  or  over- 
1 stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
, pheniramine  maleate),  a potent  anti- 
I histamine  reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10- to  12-hour  form. 

I 'Schiller,  I.  W.,  and  Lowell,  F.  C New  England 
I J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 
Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 
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Phenaphen 

with  Codeine 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  gr. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2). 

% gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading 
compound  analgesic 
that  calms 

instead  of  caffeinates 

Contraindications:  Hypersensitivity  to  any  ingredient. 

Precautions:  As  with  all  phenacetin-containing  prod- 
ucts, avoid  excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  - nausea, 
constipation,  and  drowsiness  have  been  reported. 


A H ROBINS  CO  . INC.,  Richmond.  V*.  23220 
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Scientific  Articles 


Deaths  from  Narcotism 
in  New  York  City 

Incidence,  Circumstances, 
and  Postmortem  Findings 

MILTON  HELPERN,  M.D. 

New  York  City 
YONG-MYUN  RHO,  M.D. 

New  York  City 

From  the  office  of  the  Chief  Medical  Examiner, 
City  of  New  York,  and  the  Department  of  Forensic 
Medicine,  New  York  University  School  of  Medicine 


Serious  social  problems  arise  out  of  the 
increasing  incidence  of  addiction  to  narcotic 
drugs,  especially  heroin,  particularly  in  the 
younger  groups  of  the  population  of  large 
urban  centers  such  as  New  York  City,  and 
are  of  great  concern  to  the  entire  com- 
munity, particularly  the  medical  and  legal 
professions,  social  welfare  agencies,  schools, 
the  courts,  and  law-enforcement  agencies 
and  have  been  the  subject  of  many  surveys 
and  reports. 1 ~3 

Utilization  and  effects 

The  problem  in  this  country  is  by  no 
means  new.  However,  during  the  period 
between  the  end  of  World  War  I and  the  be- 
ginning of  World  War  II,  the  mode  of 
utilization  of  drugs  by  narcotic  addicts 
underwent  a significant  change.  The  sub- 
cutaneous injection  of  solutions  of  mor- 
phine or  heroin,  which  is  made  from  mor- 
phine, and  the  inhalation  or  sniffing  of  dry 


Addiction  to  narcotic  drugs,  especially 
heroin,  has  increased  since  World  War  II, 
as  have  deaths  arising  out  of  narcotism. 
Utilization  by  intravenous  and  subcutaneous 
injection  is  described.  Since  quinine  was 
added  as  a diluent  of  heroin  there  have  not 
been  cases  of  artificially  transmitted  malaria. 
Deaths  from  narcotism  in  New  York  City 
were  analyzed  for  1950  through  1961,  with 
diagnoses  based  on  circumstances  of  death, 
gross  and  microscopic  pathologic  findings  of  a 
complete  autopsy,  and  toxicologic  study.  The 
fatalities  were  grouped  according  to  yearly 
incidence,  monthly  incidence,  racial  and  sex 
incidence,  age  distribution,  marital  status, 
occupation,  geographic  distribution  by  borough 
and  district,  character  of  premises  in  which 
body  was  found,  and  causes  of  death.  Ex- 
ternal evidences  of  narcotism  and  the  charac- 
teristic appearance  of  the  lungs  also  are 
described.  These  deaths  are  compared  with 
the  total  of  deaths  in  New  York  City.  Ex- 
ternal findings  are  important  in  diagnosing 
acute  fatal  reactions,  as  well  as  correct  inter- 
pretation of  autopsy  findings. 


mixtures  of  heroin  or  cocaine  were  replaced 
by  intravenous  injection  of  crudely  pre- 
pared solutions  of  drug  mixtures  of  heroin 
diluted  with  other  substances.  The  pow- 
dered drug,  formerly  mixed  with  large 
quantities  of  lactose  and  more  recently 
with  mannitol  and  quinine,  is  dissolved  in 
a small  amount  of  water  heated  to  a boil 
by  match  flame  in  a crude  receptacle  such 
as  a teaspoon  or  bottle  cap. 

The  injection  apparatus  is  usually  im- 
provised from  an  easily  obtainable  medicine 
dropper,  its  tip  fitted  tightly  with  a paper 
flange  into  the  hub  of  a hypodermic  needle, 
the  latter  usually  obtained  either  by  theft  or 
illegal  purchase.  More  recently,  addicts 
have  come  into  possession  of  discarded  dis- 
posable plastic  syringes,  preferring  to  use 
only  the  needle  in  combination  with  a 
medicine  dropper,  the  rubber  bulb  of  which 
is  easier  to  manipulate  than  the  rigid 
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FIGURE  1.  Intravenous  method.  (A)  “Works" — apparatus  for  intravenous  injection  of  narcotic  drugs, 
composed  of  medicine  dropper,  hypodermic  needle,  and  bottle  cap  and  cotton  for  dissolving  drug  and 
filtering  solution.  Note  paper  flange  around  tip  of  medicine  dropper  to  provide  tight  fit  in  hub  of  needle. 
(B)  Acute  death  from  intravenous  narcotic  addiction.  Improvised  syringe  (“works”)  found  sticking  in  vein 
of  elbow  fold.  Note  scarred  pigmented  skin  over  superficial  veins  (“main  line  shooter”). 


plunger  of  a syringe  for  self-injection  into  a 
vein.  The  apparatus  used  by  addicts  is 
called  “the  works”  and  the  intravenous  ad- 
dict a “main  line  shooter”  (Fig.  1).  The 
injections  are  most  often  made  into  the 
superficial  veins  of  the  elbow  fold  and  ad- 
jacent part  of  the  forearm. 

The  solution  of  heroin  is  drawn  up  into 
the  improvised  syringe  through  a small  wad 
of  cotton  which  filters  out  solid  particles  of 
undissolved  material.  In  recent  years  the 
powdered  diluents  with  which  the  heroin  is 
mixed  have  varied,  and  other  bitter-tasting 
substances  like  quinine  are  added  to  dis- 
guise the  strength  of  the  sample  and  fradu- 
lent  substitutes.  Quinine  seems  to  have 
been  first  added  as  a diluent  during  the 
1930’s,  a period  when  malaria  was  rampant 
among  intravenous  heroin  addicts  who  had 
become  infected  directly  as  the  result  of  the 
common  use  of  unsterilized  unwashed  syr- 
inges.4 The  addicts  and  those  who  pre- 
pared the  drug  mixtures  soon  learned  that 
quinine  was  a cure  and  preventive  of 


malaria  and  began  adding  it  as  a diluent  of 
the  heroin  mixtures.  The  remarkable  fact 
remains  that  despite  the  marked  increase  in 
addiction,  there  have  been  no  cases  of  arti- 
ficially transmitted  malaria  in  intravenous 
addicts  since  1943. 

The  possible  admixture  of  poisonous  sub- 
stances like  nicotine  and  cyanide  also  must 
be  kept  in  mind  and  considered  another 
reason  for  careful,  complete  toxicologic 
analysis  in  fatal  cases.  Diluted  heroin  mix- 
tures sold  to  addicts  by  “pushers”  are  dis- 
pensed in  glassine  envelopes.  These  pack- 
ets contain  from  3 to  5 grains  (0.2  to  0.3 
Gm.)  of  diluted  drug  of  which  about  18  per 
cent  is  heroin.  There  is  considerable  varia- 
tion in  total  weight  and  strength  of  samples. 
The  result  of  an  extensive  detailed  analysis 
of  so-called  “street”  samples  sold  to  ad- 
dicts and  confiscated  by  the  police  before 
or  after  sale,  are  contained  in  the  report  by 
Fulton.5 

The  practice  of  taking  heroin  intra- 
venously is  believed  to  have  begun  in  Cairo, 
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Egypt,  and  the  method  was  copied  by  ad- 
dicted seamen  and  in  turn  by  other  addicts 
in  maritime  cities.  It  soon  became  the 
method  of  choice  almost  everywhere  for  the 
utilization  of  narcotic  drugs.  The  use  in 
common  of  narcotics  and  the  indiscriminate 
sharing  of  unsterilized  improvised  syringes 
for  intravenous  injection  of  drugs  were  the 
basis  for  a substantial  epidemic  of  estivo- 
autumnal  malaria  among  the  addict  popu- 
lation of  New  York  and  other  urban  centers. 
In  New  York  City  this  outbreak  was  dis- 
covered at  its  onset  in  October,  1933,  by 
recognition  of  this  frequently  fatal  type  of 
malaria  as  a cause  of  death  among  the 
many  unexpected  deaths  investigated  rou- 
tinely by  the  office  of  Chief  Medical  Exami- 
ner.4 A total  of  136  fatalities  from  this 
type  of  malaria  in  intravenous  addicts  in 
the  Borough  of  Manhattan  was  autopsied 
in  the  medical  examiner’s  office  during  the 
ten-year  period  between  1933  and  1943. 

During  communal  intravenous  injection 
parties,  blood  from  a malarious  addict  was 
transferred  directly  to  others  in  the  group 
sharing  the  same  equipment  and  sometimes 
the  same  syringe-full  of  heroin  solution. 
Artificially  transmitted  outbreaks  of  ma- 
laria, including  tertian,  quartan,  and  estivo- 
autumnal  types,  among  intravenous  nar- 
cotic addicts,  have  also  occurred  in  other 
large  cities  of  this  country  and  elsewhere. 
The  prompt  recognition  of  falciparum 
malaria  at  autopsy  as  the  cause  of  death  of 
intravenous  heroin  addicts  in  the  early  fa- 
tal cases  of  the  disease  was  followed  by  an 
intensive  epidemiologic  study  which  re- 
vealed many  live  infected  contacts  among 
the  addicted  population  and  resulted  in 
the  timely  diagnosis  and  prompt  treatment 
and  cure  of  many  dangerously  ill  patients 
who  would  otherwise  have  died. 

Prior  to  1943,  there  were  relatively  few 
deaths  among  addicts  from  overdosage. 
In  addition  to  fatalities  from  malaria,  there 
were  occasional  deaths  caused  by  sepsis 
from  large  subcutaneous  abscesses  or  by 
bacterial  endocarditis  secondary  to  infected 
needle  punctures  in  the  skin,  septic  throm- 
bophlebitis in  injected  veins,  and  tetanus  in 
subcutaneous  addicts.  Several  deaths  oc- 
curred in  intravenous  addicts  from  pro- 
tracted Candida  endocarditis  infection  with 
massive  systemic  embolic  complications,6 
and  there  have  also  been  instances  of 
morbidity  and  fatality  from  viral  hepatitis 


among  addicts  that  were  related  to  the  ad- 
diction. 

During  the  period  of  World  War  II, 
heroin  was  practically  unobtainable  in  the 
United  States.  Some  addicts  continued 
their  addiction  with  the  use  of  substitutes, 
such  as  the  amphetamines  and  various 
barbiturates,  and  there  were  some  fatalities 
among  these  from  septic  infection  originat- 
ing in  the  injection  sites;  but  the  number 
of  deaths  from  this  type  of  addiction  was 
relatively  small. 

After  the  end  of  the  war  in  1945,  with  the 
resumption  of  unrestricted  international 
travel  and  commerce,  the  very  lucrative 
organized  illegal  traffic  in  heroin  was  re- 
sumed, and  the  drug  was  again  smuggled 
into  the  United  States  from  other  countries 
in  ever-increasing  quantities.  With  this 
renewed  supply  there  has  been  an  alarming 
increase,  especially  in  the  larger  urban 
centers  like  New  York,  in  the  incidence  of 
intravenous  narcotic  addiction,  an  ex- 
tremely expensive  habit  for  the  addict  who, 
to  satisfy  the  intense  craving  for  heroin, 
becomes  involved  in  other  criminal  activi- 
ties ranging  from  theft  to  selling  of  drugs, 
robbery,  assault,  homicide,  and,  in  the  case 
of  women  addicts,  prostitution.  There  is  a 
high  incidence  of  homosexuality  among 
male  narcotic  addicts,  a circumstance  which 
first  became  evident  during  the  study  of  the 
malaria  epidemic  in  this  group  in  the 
1930’s.4 

There  are  no  accurate  figures  on  the 
incidence  of  narcotic  addiction  today.  The 
estimates  vary,  but  there  is  ample  evidence 
from  law  enforcement,  social  welfare, 
health,  hospital,  and  voluntary  agencies, 
that  it  has  been  steadily  increasing  despite 
the  concern  and  the  diligent  efforts  of  these 
groups  to  combat  it. 

An  important  indicator  of  the  extent  and 
distribution  of  narcotic  addiction  among 
the  population  is  provided  by  the  official 
investigation  and  determination  of  fatalities 
directly  caused  by  such  addiction  and  by 
evidence  of  addiction  in  persons  dying  of 
other  causes,  in  which  cases  the  addiction 
can  reasonably  be  considered  an  important 
circumstance.  There  has  been  a steady 
and  striking  increase  in  such  fatalities 
during  the  last  fifteen  years,  especially  in 
acute  deaths  directly  caused  by  narcotism. 

This  report  represents  a statistical  evalu- 
ation of  deaths  arising  out  of  narcotism  in 
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TABLE  I.  Yearly  incidence  of  deaths  due  to  narcotic  addiction  (1950  through  1961) 
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FIGURE  2.  Yearly  incidence  of  narcotic  deaths. 

New  York  City  during  the  period  from  1950 
through  1964,  with  a more  detailed  analysis 
of  the  data  for  the  ten-year  period  through 
1959.  All  such  deaths  are  referred  rou- 
tinely to  the  office  of  the  Chief  Medical 
Examiner  for  investigation.  The  diagnosis 
of  acute  narcotism,  or  of  direct  complica- 
tions of  narcotic  addiction,  as  a cause  of 
death  is  based  on  an  investigation  of  the 
circumstances  of  the  death,  the  gross  and 
microscopic  pathologic  findings  of  a com- 
plete autopsy,  and  toxicologic  study,  the 
last  not  productive  of  results  in  all  cases. 

The  fatalities  from  narcotic  addiction 
have  been  grouped  according  to  the  follow- 
ing categories:  yearly  incidence,  monthly 

incidence,  racial  and  sex  incidence,  age 
distribution,  marital  status,  occupation, 
geographic  distribution  by  borough  and 
district,  character  of  premises  in  which  body 
was  found,  and  causes  of  death. 

| In  addition  to  the  statistical  information, 

S the  report  also  contains  a description  of  the 

a gross  and  microscopic  pathologic  findings 

g of  the  autopsies  in  the  cases  investigated, 
H with  emphasis  on  the  external  evidences  of 
narcotism  and  the  almost  characteristic 
• appearance  of  the  lungs  which,  to  the 
S experienced  observer,  immediately  suggests 
the  acute  rapid  death  encountered  in 
intravenous  narcotism.  The  relationship 
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TABLE  II.  Monthly  incidence  of  narcotic  deaths 
(January  1,  1950,  to  December  31,  1961) 


Month 

Total 

Male 

Female 

January 

117 

89 

28 

February 

107 

82 

25 

March 

128 

101 

27 

April 

132 

105 

27 

May 

142 

115 

27 

June 

139 

104 

35 

July 

146 

113 

33 

August 

147 

106 

41 

September 

128 

102 

26 

October 

137 

109 

28 

November 

133 

99 

34 

December 

130 

108 

22 

between  the  external  pathologic  findings 
and  the  manner  of  administration  of  the 
drug  is  also  discussed. 

Statistical  study 

Yearly  incidence  of  deaths.  The 
number  of  deaths  from  narcotism  each  year 
from  1950  through  1961  is  shown  in  Table  I. 
Figure  2 reveals  the  deaths  for  the  ten-year 
period  1950  to  1959  inclusive  and  also 
includes  the  distribution  according  to  sex. 
The  number  of  narcotic  deaths  is  also 
compared  with  the  total  number  of  deaths 
in  the  City  of  New  York  compiled  by  the 
department  of  health  and  the  total  number 
of  cases  investigated  by  the  office  of  the 
Chief  Medical  Examiner  of  New  York  City. 

Table  I,  illustrated  graphically  in  Figure 
2,  reveals  an  increase  in  the  total  number  as 
well  as  percentage  of  deaths  from  narcotic 
addiction  during  the  period  covered,  the 
increase  becoming  most  abrupt  in  1959  and 
continuing  in  the  years  thereafter.  A 
striking  increase  is  noted  in  1961,  with  an 
incidence  of  311  deaths.  The  incidence  for 
1962,  1963,  and  1964  remained  high — 
roughly  300  per  year. 

The  total  number  of  deaths  from  narco- 
tism from  1950  through  1961  was  1,586. 
Approximately  900  additional  fatalities 


were  encountered  in  the  next  three-year 
period,  making  a total  of  about  2,500 
deaths  during  the  fifteen-year  period  from 
1950  through  1964;  approximately  1,400  or 
three  fifths  of  all  the  deaths  occurred  during 
the  last  five  years  of  the  fifteen-year  period 
studied.  Of  the  1,076  deaths  during  the 
first  ten  years  through  1959,  there  were  823 
males  and  253  females,  a sex  ratio  of  ap- 
proximately four  to  one  that  still  continues. 

Monthly  incidence.  The  monthly  in- 
cidence of  deaths  from  narcotic  addiction 
during  the  twelve-year  period  from  1950 
through  1961  is  shown  in  Table  II.  Sex 
distribution  as  well  as  total  incidence  is 
included  in  the  tabulation. 

Table  II  indicates  that  deaths  from  nar- 
cotism occur  with  considerable  although 
uneven  frequency  throughout  the  year. 
The  greatest  incidence  among  males  occurs 
in  May  and  in  August  among  women.  The 
months  between  May  and  August  have  the 
highest  combined  incidence.  No  statistical 
conclusion  is  warranted,  however,  on  the 
basis  of  the  monthly  distribution  of  deaths. 

Racial  and  sex  incidence.  Table  III 
and  Figure  3 show  the  distribution  of  cases 
with  respect  to  race  and  sex.  The  table 
covers  the  twelve-year  period  from  1950 
through  1961;  the  figure  the  ten-year 
period  through  1959. 

Examination  of  Table  III  discloses  that 
the  incidence  of  narcotic  deaths  in  Negroes 
of  both  sexes  was  612.9  per  10,000  deaths 
from  all  causes,  in  contrast  to  14.4  per 
10,000  deaths  of  white  persons.  The  ratio 
of  deaths  from  narcotism  in  Negroes  as 
compared  with  white  persons,  as  shown  in 
this  table,  is  about  12  to  1.  The  ratio  of 
deaths  in  the  male  Negro  compared  with 
white  males  is  10  to  1;  the  female  ratio, 
Negro  to  white,  is  greater,  almost  15  to  1. 

The  incidence  of  narcotic  deaths  is  3.5 
times  greater  among  all  males  than  among 
all  females.  It  is  4.6  times  greater  in  male 


TABLE  III.  Racial  and  sex  incidence  (January  1,  1950,  to  December  31,  1961) 


Deaths  in  New  York  City 

Male 

Female 

Male 

Female 

Deaths  from  narcotism 

563 

(201)* 

121 

(23)* 

670 

232 

Per  10,000  deaths  from  all  causes 
Total  number  of  deaths  reported  by 

11.3 

3.1 

115.3 

47.6 

Department  of  Health 

496,092 

387,209 

58,121 

48,789 

* Puerto  Rican. 
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FIGURE  3.  Racial  and  sex  incidence.  P.R.  = 
Puerto  Rican. 

whites  than  in  female  whites,  and  3 times 
greater  in  Negro  males  in  comparison  with 
Negro  females.  The  figures  for  white 
persons  include  approximately  35  per  cent 
males  and  20  per  cent  females  of  Puerto 
Rican  extraction. 

These  data  for  the  ten-year  period  1950 
to  1959  are  shown  graphically  in  Figure  3. 
These  incidence  figures  according  to  race 


are  closely  related  to  the  area  and  sectional 
distributions  figures  which  are  shown  in 
Tables  IV  and  V and  Figure  4. 

Age  distribution.  Tables  VI  and  VII 
show  the  age  distribution  of  deaths  from 
narcotic  addiction  for  the  twelve-year 
period  from  1950  through  1961  by  half 
decades  up  to  age  forty  and  by  decades 
beyond  that  age,  and  by  sex.  Figure  5 is  a 
graph  of  these  data  for  the  ten-year  period 
through  1959. 

Tables  VI  and  VII  and  Figure  5 reveal 
the  striking  fact  that  about  10  per  cent  of  all 
deaths  caused  by  narcotism  occur  in  adoles- 
cents or  so-called  teen-agers.  Approxi- 
mately 25  per  cent  of  the  deaths  are  in 
individuals  under  twenty-five  years  of  age. 
About  60  per  cent  of  the  deaths  occur  below 
the  age  of  thirty  years,  about  75  per  cent 
before  the  age  of  thirty-five  years,  and  more 
than  90  per  cent  of  all  narcotic  deaths  be- 
fore the  age  of  fifty  years.  It  should  be 
pointed  out  that,  in  the  older  groups,  many 
of  those  who  died  had  become  addicted 
incident  to  medical  administration  of  nar- 
cotics during  palliative  treatment  of  painful 
diseases  or  self-administration  for  mood 
elevation.  Narcotic  addiction  encountered 
at  the  present  time  and  the  fatalities  arising 
therefrom  are  predominantly  among  the 


TABLE  IV.  Distribution  of  deaths  by  boroughs  (1950  through  1961) 


Borough 

Deaths  from 
all 

Causes 

Deaths  from 
Narcotism 
(per  10,000 
Deaths) 

Medical  Examiner  Cases 

Deaths  from 
Total  Narcotism 

Deaths  (per  10,000) 

Total 

Per 

Cent 

' — ■ — White ' 

Male  Female 

Negro -n 

Male  Female 

Manhattan 

1,139 

71.8 

322 

99 

536 

182 

332,363 

34.3 

121,226 

94.0 

Bronx 

224 

14.1 

131 

10 

59 

24 

158,025 

14.2 

40,209 

55.7 

Brooklyn 

158 

10.0 

74 

5 

58 

21 

307,344 

5.1 

78,489 

20.1 

Queens 

57 

3.6 

29 

6 

17 

5 

163,119 

3.5 

46,158 

12.3 

Richmond 

8 

0.5 

7 

1 

0 

0 

29,360 

2.7 

7,217 

11.1 

Totals 

1,586 

563 

121 

670 

232 

TABLE  V.  Area  distribution  of  narcotic  addiction  deaths  in  borough  of  Manhattan 

(1950  through  1961) 


According  to  According  to 

Location  Place  of  Death ^ Last  Residence  of  Deceased^ 

— White • - — Negro — « - — White - — Negro 

Male  Female  Male  Female  Male  Female  Male  Female 


South  of  1st  St. 

35 

6 

1 to  34th  St.  East 

44 

19 

1 to  34th  St.  West 

21 

3 

35  to  79th  St.  East 

12 

7 

35  to  79th  St.  West 

37 

14 

80  to  125th  St.  East 

87 

16 

80  to  125th  St.  West 

58 

21 

126  to  165th  St.  East  and  West 

17 

10 

North  of  165th  St. 

11 

3 

From  out  of  Manhattan 


16 

2 

29 

5 

8 

0 

4 

4 

28 

12 

2 

1 

0 

1 

9 

4 

1 

1 

2 

0 

9 

3 

3 

0 

14 

2 

25 

11 

11 

5 

52 

27 

73 

20 

36 

23 

203 

66 

57 

21 

185 

66 

241 

77 

16 

6 

203 

68 

4 

3 

9 

5 

10 

5 

67 

12 

77 

13 

2396  New  York  State  Journal  of  Medicine  / September  15,  1966 


FIGURE  4.  Area  and  sectional  distribution  of  narcotics.  (A)  According  to  place  of  death.  (B)  According 
to  last  residence  of  deceased  1950  to  1959. 


TABLE  VI.  Age  distribution  (1950  through  1961) 


Age 

(Years) 

Total 

Male 

F emale 

15  to  19 

160 

132 

28 

20  to  24 

402 

324 

78 

25  to  29 

376 

292 

84 

30  to  34 

245 

178 

67 

35  to  39 

177 

135 

42 

40  to  49 

108 

79 

29 

50  to  59 

79 

60 

19 

60  to  69 

35 

29 

6 

70  to  79 

4 

4 

0 

younger-age  groups  who  comprise  the  bulk 
of  the  so-called  “street  addicts”  and  who 
use  heroin,  in  contrast  to  the  older  “medi- 
cal” addicts  who  become  addicted  to  such 
narcotic  drugs  as  morphine  and  meperidine 
hydrochloride  (Demerol). 

The  average  mean  age  at  death  from 
narcotic  addiction  for  both  sexes  over  a 
twelve-year  span  was  twenty-nine  years. 
In  the  male,  the  average  mean  age  was 
twenty-nine  years  and  in  the  female  thirty 
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TABLE  VII.  Average  mean  age  (1950  through  1961) 


Year 

Total 

Male 

Female 

1950 

34 

34 

36 

1951 

29 

31 

26 

1952 

31 

31 

33 

1953 

31 

32 

28 

1954 

28 

26 

31 

1955 

31 

30 

33 

1956 

29 

29 

29 

1957 

29 

29 

30 

1958 

29 

29 

29 

1959 

29 

29 

29 

1960 

29 

29 

30 

1961 

29 

29 

30 

Total 

averages 

29 

29 

30 

years.  There  was  a slight  decrease  in  the 
average  mean  age  of  persons  whose  deaths 
resulted  from  narcotics  over  the  twelve-year 
period  studied. 

Marital  status.  The  marital  status  of 
addicts  who  died  of  narcotic  addiction 
during  the  twelve-year  period  from  1950 
through  1961  is  shown  in  Table  VIII  and  for 
the  ten-year  period  through  1959  in  Figure 
6. 

Table  VIII  reveals  that  over  50  per  cent 
of  those  dying  of  narcotism  were  single 
people;  indeed,  this  single-status  group 
comprised  62  per  cent  of  all  the  men  and  43 
per  cent  of  all  the  women.  Of  the  men,  23 
per  cent  were  married  and  33  per  cent  of  the 
women.  Slightly  more  than  10  per  cent  of 
the  narcotic  deaths  occurred  in  persons  who 
were  separated,  divorced,  or  widowed.  It 
is  reasonable  to  interpret  the  large  number 
of  unmarried  persons  among  the  fatalities 
included  in  this  study  as  indicative  of  a 
similarly  high  incidence  among  the  entire 


FIGURE  5.  Age  distribution. 


TABLE  VIII.  Marital  status  of  deceased  from 
narcotic  addiction  (January  1,  1950,  to  December 
31,  1961) 


Status 

- — — Deaths > 

Total  Per  Cent 

Male 

Female 

Single 

917 

57.8 

762 

155 

Married 

396 

25.0 

282 

114 

Separated 

67 

4.2 

44 

23 

Divorced 

57 

3.6 

41 

16 

Widowed 

47 

3.0 

23 

24 

Unknown 

102 

6.4 

81 

21 

addict  population  and  thus  a measure  of 
social  maladjustment.  Table  VIII  is 
graphically  illustrated  in  Figure  6 repre- 
senting the  ten-year  period  1950  through 
1959. 

Occupational  distribution.  Figure  7 
depicts  graphically  the  occupational  cate- 
gories for  the  ten-year  period  1950  through 
1959.  In  connection  with  Table  IX,  it  was 
difficult  in  many  cases  to  assign  the  occupa- 
tion to  a definite  category.  Nevertheless, 
the  data  contained  in  Table  IX  and  Figure 
7 reveal  a direct  relationship  between  the 
incidence  of  narcotic  deaths,  and  presum- 
ably the  number  of  narcotic  addicts,  and 
occupational  category.  The  highest  per- 
centage of  addiction  deaths  and  presumably 
of  total  addiction  occurs  in  the  unskilled 
worker  or  laborer  group,  with  a lower 
incidence  in  the  semiskilled  and  skilled 
worker  groups.  The  incidence  appears  to 
be  inversely  proportional  to  the  intelligence 
involved  in  the  job,  with  unskilled  workers 
providing  the  highest  percentage  of  addicts 
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FIGURE  7.  Occupational  distribution. 


and  deaths  from  addiction  and  skilled 
workers  the  lowest  percentage. 

Geographic  distribution.  Table  IV, 
based  on  the  twelve-year  period,  and  Figure 
8,  based  on  the  ten-year  incidence  from 
1950  through  1959,  reveal  that  the  greatest 
number  of  narcotic  deaths  occurred  in  the 
Borough  of  Manhattan.  Approximately 
75  per  cent  of  all  deaths  in  New  York  City 
took  place  in  this  borough.  A comparison 
of  the  total  number  of  deaths  in  each 
borough  indicates  that  the  Manhattan 
incidence  was  more  than  twice  that  of  The 
Bronx,  which  had  the  second  highest  per- 
centage of  narcotic  addiction  fatalities.  It 
is  interesting  to  note  that  only  6 deaths  of 
this  type  were  reported  in  the  Borough  of 
Richmond  during  the  ten-year  period 
studied,  and  in  2 of  these  cases  the  narcotic 
had  been  administered  to  persons  over 
seventy  years  old  who  were  suffering  from 
malignant  neoplastic  disease. 

The  relatively  lower  incidence  of  narcotic 
deaths  in  boroughs  other  than  Manhattan 
and  The  Bronx,  out  of  all  proportion  to  the 
total  number  of  deaths  from  all  causes  in 
these  boroughs,  is  subject  to  question  and  in 
part  may  be  explained  by  a reluctance  of 
the  local  medical  examiner  to  attribute  a 
death  to  narcotism  in  the  absence  of  con- 
firmation by  chemical  analysis.  This  re- 
luctance may  also  account  for  the  lack  of 
positive  reports  of  such  deaths  from  other 
jurisdictions.  It  is  the  authors’  considered 
opinion  and  that  of  their  close  associates 


TABLE  IX.  Occupational  distribution  (1950  through 
1961) 


— Deaths 


Occupation 

Total 

Per  Cent 

Male 

Female 

Unskilled 

workers 

502 

31.7 

439 

63 

Semiskilled 

workers 

199 

12.5 

166 

33 

Skilled 

workers 

153 

9.6 

124 

29 

Food 

handlers 

47 

3.0 

42 

5 

Entertainers 

75 

4.7 

52 

23 

Office 

workers 

88 

5.6 

72 

16 

Other  com- 
mercial 
employes 

75 

4.7 

71 

4 

Military 

personnel 

26 

1.6 

26 

0 

Hospital 

workers 

50 

3.2 

34 

16 

Mis- 

cellaneous 

371 

23.4 

207 

164 

that  a diagnosis  of  acute  death  from  nar- 
cotic addiction  is  more  reliably  arrived  at 
from  the  investigation  of  the  circumstances 
under  which  the  body  is  found  and  the 
findings  of  the  complete  postmortem  exami- 
nation than  from  the  toxicologic  analysis, 
which  has  proved  revealing  in  less  than  half 
the  cases.  The  discovery  rate  of  these 
deaths  would  have  been  considerably  lower 
if  one  had  insisted  on  chemical  verification. 
It  is  also  probable  that  many  deaths  from 
acute  narcotism  have  gone  unrecognized 
because  of  failure  to  study  the  scene  of 
death  and  recognize  the  subtle  findings 
which  are  easily  overlooked  or  misinter- 
preted by  the  inexperienced  observer. 

The  distribution  of  deaths  from  narcotic 
addiction  in  the  five  boroughs  comprising 
New  York  City  is  shown  in  Table  V and  in 
maps  of  the  city  shown  in  Figure  4,  which 
outline  in  detail  the  areas  in  Manhattan  in 
which  such  deaths  were  concentrated.  The 
map  in  Figure  4A  for  the  ten-year  period 
from  1950  through  1959  reveals  the  distri- 
bution of  all  the  narcotism  deaths  as  they 
occurred  in  neighborhood  areas;  the  cor- 
responding map  in  Figure  4B  reveals  deaths 
of  residents  who  died  of  narcotism  in  the 
area.  The  tables  contain  corresponding 
figures  for  the  twelve-year  period  from  1950 
through  1961. 

Both  tables  and  maps  reveal  the  greatest 
concentration  of  deaths  between  79th  Street 
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such  areas  will  provide  a higher  incidence  of 
crime  related  to  trafficking  in  narcotics  and 
to  efforts  at  obtaining  the  large  amounts  of 
money  required  for  the  purchase  of  drugs. 

Place  of  death.  The  data  contained  in 
Table  X are  self-explanatory.  The  char- 
acter of  the  premises  in  which  the  narcotic 
addict  is  found  dead  is  very  significant  and 
a useful  circumstance  for  arousing  suspicion 
on  the  part  of  the  medical  investigator  or 
examiner  that  he  is  being  confronted  with  a 
narcotic  death  even  in  the  absence  of  more 
positive  evidence.  As  a rule,  the  addict 
selects  a place  for  self-administration  of 
heroin  where  there  is  some  assurance  of 
privacy.  Or  he  may  indulge  himself  with 
one  or  more  other  addicts  in  surroundings 
where  it  would  be  likely  that  the  activity 
would  not  be  discovered.  The  location  of 
the  dead  body  of  an  addict  on  a roof,  in  a 
hallway,  on  a stairway,  in  a vacant  lot,  or 
even  in  an  elevator  does  not  establish  that 
death  occurred  in  such  location,  and  the 
possibility  must  always  be  kept  in  mind 
that  the  body  was  removed,  either  before  or 
after  death,  from  the  actual  place  where  the 
fatal  injection  was  administered. 

In  the  case  shown  in  Figure  9 the  body  of 
the  addict  had  lain  dead  in  another  position 
elsewhere  sufficiently  long  for  rigor  mortis 
to  have  set  in,  before  it  was  moved  to  the 
elevator  where  it  was  found,  with  the  right 
forearm  flexed  and  outstretched  without 
support.  Similar  cases  have  been  en- 


TABLE  X.  Place  of  death,  character  of  premises  (1950  through  1961) 


Location 

- — Deaths 

Total  Per  Cent 

In  Own 

Residence 

Male  F emale 

Away  from 

•- Residence 

Male  Female 

Residence,  unclassified 

175 

11.0 

102 

47 

19 

7 

Bed,  cot 

323 

20.4 

171 

63 

72 

17 

Chair,  couch,  sofa 

119 

7.5 

51 

19 

41 

8 

Floor 

178 

11.2 

72 

17 

73 

16 

Bath,  toilet 

147 

9.3 

55 

18 

63 

11 

Hallway 

133 

8.4 

27 

4 

85 

17 

S taiiway 

65 

4.1 

14 

5 

40 

6 

Roof 

59 

3.7 

50 

9 

Place  of  legal  custody 

41 

2.6 

39 

2 

Automobile 

19 

1.2 

17 

2 

Vacant  lot 

51 

3.2 

44 

7 

Street 

87 

5.5 

78 

9 

Hospital,  survival  less  than  two 
days  including  deaths  on 

arrival 

141 

8.9 

89 

52 

Hospital,  survival  more  than 

three  days 

48 

3.0 

31 

17 

Totals 

1,586 

100.0 

492 

173 

741 

180 

and  165th  Street  and  a predominance  of 
those  deaths  among  the  Negro  population 
which  resides  heavily  in  those  areas.  A 
comparison  of  the  data  also  reveals  that 
there  are  more  addicts  who  die  in  these 
areas  than  reside  there,  indicating  that 
these  areas  provide  the  narcotics  and  the 
opportunity  for  indulging  in  addiction  that 
are  utilized  by  nonresident  addicts  at- 
tracted to  them.  The  large  number  of 
fatalities  from  narcotic  addiction  in  given 
areas  makes  it  reasonable  to  expect  that 
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FIGURE  9.  Acute  death  from  intravenous  narco- 
tism. Body  of  addict  found  in  elevator.  Note  rigor 
mortis  of  outstretched  right  forearm  indicating  vic- 
tim died  and  lay  dead  elsewhere  before  body  was 
moved. 

countered  in  which  the  bodies  of  dead 
addicts  had  been  transported  to  distant 
places  in  other  jurisdictions  to  conceal  the 
original  circumstances.  Bodies  of  de- 
ceased addicts,  as  Table  X reveals,  have 
also  been  discovered  in  lavatories,  bath- 
rooms, seated  on  chairs,  or  lying  in  bed.  In 
some  instances,  the  body  is  not  discovered 
until  putrefaction  has  set  in  and  directed 
attention  to  its  presence.  Not  infrequently 
the  apparatus  or  “works,”  consisting  of  im- 
provised syringes,  needles,  empty  and  full 
packets  of  heroin  mixtures,  spoons  or  bottle 
caps  with  holders  devised  from  bobby  pins, 
matches,  absorbent  cotton,  and  crudely 
fashioned  tourniquets  are  found  alongside 
the  body  of  the  deceased;  in  some  cases 
death  or  loss  of  consciousness  has  occurred 
so  rapidly  that  the  tourniquet  is  still  in 
place  on  the  arm  and  the  needle  of  the 
syringe  stuck  in  the  skin,  with  the  syringe 
partly  filled  with  blood  mixed  with  residual 
heroin  solution,  the  blood  indicative  of 
penetration  of  the  needle  into  the  vein 
(Fig.  IB).  Just  as  there  are  scenes  to 
which  the  body  of  a victim  has  been  trans- 
ported without  any  of  the  tell-tale  injection 
equipment  any  longer  in  evidence,  so  there 


are  others  where  the  death  has  actually 
taken  place  but  from  which  the  injection 
materials  have  been  surreptitiously  re- 
moved by  interested  parties  for  the  purpose 
of  disguising  the  true  nature  of  the  death. 
Thus,  careless  inquiry  or  examination  of 
the  body  may  result  in  misinterpretation  of 
the  findings  and  failure  to  associate  the 
death  with  narcotic  addiction  even  when  an 
autopsy  is  performed.  Many  of  these 
cases  initially  are  unlabeled  or  incorrectly 
labeled,  and  it  is  easy  for  the  inexperienced 
pathologist  to  fail  to  recognize  the  cause  of 
death  at  autopsy. 

In  about  2.5  per  cent  of  the  cases,  the 
body  of  the  dead  addict  was  found  on  a roof. 
In  a large  percentage  of  cases  the  body  was 
discovered  in  a hallway,  stairway,  lavatory, 
or  vacant  lot.  Death  may  occur  and  the 
body  be  found  seated  or  slumped  on  a chair 
or  on  a bed.  The  finding  of  a body  dead  on 
a bed  or  cot  at  the  deceased  addict’s  own 
residence  accounts  for  only  16  per  cent  of 
the  cases.  About  10  per  cent  of  the  deaths 
occur  in  hospitals,  and  many  of  these  are 
“dead  on  arrival”  there.  Subcutaneous 
injection  of  narcotics  is  more  prevalent 
among  women  addicts  and  more  apt  to  be 
complicated  by  relatively  less  rapid  sepsis 
and  abscess  formation  and  other  complica- 
tions. Thus  a greater  percentage  of  women 
addicts  are  likely  to  get  to  the  hospital 
while  still  alive.  Tetanus  is  also  more 
likely  to  occur  in  such  addicts,  and  the 
complications  caused  by  this  condition 
likewise  usually  lead  to  hospitalization. 

In  more  than  half  of  all  the  fatalities,  the 
bodies  were  found  dead  in  places  other  than 
in  the  addict’s  own  residence,  and  in  most, 
but  not  all,  of  these,  as  already  explained, 
death  occurred  in  the  location  where  the 
body  was  found.  The  percentage  of 
women  addicts  found  dead  in  their  own 
residence  was  slightly  in  excess  of  50  per 
cent. 

Pathologic  findings  and  causes  of 
death.  Findings  will  be  discussed  together 
with  the  summary  of  causes  of  death  listed 
in  Table  XI.  The  largest  number  of  deaths 
are  designated  “acute  reactions,”  and  in 
the  compilation  for  the  twelve-year  period 
from  1950  through  1961  the  percentage  of 
these  cases  was  48.  Although  this  per- 
centage constitutes  about  half  of  the  total  in 
the  table,  it  is  important  to  point  out  that 
in  the  most  recent  years  of  the  study,  during 
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TABLE  XI.  Causes  of  death  of  narcotic  addicts  (1950  through  1961) 


Causes 

Total 

Deaths 

Per  Cent 

Male 

Female 

Acute  reaction  to  dosage  or  overdosage 

762 

48.0 

644 

118 

Pyogenic  septic  infection  including 

endocarditis 

103 

8.1 

92 

36 

Tetanus  (in  subcutaneous  addicts) 

131 

8.3 

48 

83 

Viral  hepatitis 

30 

1.9 

25 

5 

Narcotism  and  alcoholism 

159 

10.0 

128 

31 

Chronic  narcotic  addiction 

54 

3.4 

47 

7 

Miscellaneous  complications 

T uberculosis 

34 

2.1 

26 

8 

Cardiovascular 

70 

4.4 

56 

14 

Respiratory 

106 

6.7 

88 

18 

Digestive 

44 

2.8 

32 

12 

Others 

68 

4.3 

47 

21 

which  the  highest  death  rate  from  addiction 
occurred,  the  “acute  reaction”  deaths 
greatly  exceeded  the  incidence  of  such  acute 
deaths  earlier  in  the  series  and  of  other  less 
rapid  fatal  complications  of  narcotic  addic- 
tion. 

The  recognition  of  the  acute  reaction 
death  in  the  narcotic  addict  is  not  difficult  if 
all  factors  are  taken  into  consideration. 
Many  of  these  cases  without  the  con- 
spicuous external  signs  of  intravenous 
narcotism  will  not  be  diagnosed  by  the 
casual  observer.  And  yet  the  postmortem 
findings  in  the  light  of  the  circumstances  are 
almost  characteristic.  Formerly  such 
acute  deaths  were  attributed  to  over- 
dosage of  the  heroin  contained  in  the  sample 
injected,  and  this  may  have  been  correct  for 
many  cases  but  not  for  all.  The  problem  of 
the  dosage  of  heroin,  the  contribution  of 
other  diluents  of  the  mixture  making  up  the 
street  samples  sold  to  the  addict,  and  the 
frequency  and  strength  of  the  injections 
taken  prior  to  death  and  in  the  previous 
period  must  be  considered,  as  well  as  the 
factor  of  tolerance  for  heroin  which  may 
have  been  lost  during  a period  of  treatment 
and  abstention.  What  might  have  been  a 
safe  dose  before  such  a period  may  prove  to 
be  a lethal  overdose  for  an  addict  abruptly 
resuming  his  habit.  There  is  also  the 
problem  of  variable  strength  of  the  heroin 
mixture  used  by  the  addict.  More  deaths 
are  encountered  where  heroin  is  in  abun- 
dant supply  and  the  samples  more  generous 
in  content. 

However,  unexpected  acute  deaths  may 
occur  in  some  addicts  who  inject  them- 
selves with  heroin  mixtures  even  though 


others  who  take  the  same  usual  aliquot  dose 
from  the  same  sample  at  the  same  time  may 
suffer  no  dangerous  effect.  In  some  fatal 
acute  cases,  the  rapidity  and  type  of  reac- 
tion do  not  suggest  overdose  alone  but 
rather  an  overwhelming  shocklike  process 
due  to  sensitivity  to  the  injected  material. 
The  toxicologic  examination  of  the  tissues 
in  such  fatalities,  where  the  reaction  was  so 
rapid  that  the  syringe  and  needle  were  still 
in  the  vein  of  the  victim  when  the  body  was 
found,  demonstrated  only  the  presence  of 


FIGURE  10.  Acute  death  from  intravenous  narco- 
tism. Frothy  edema  fluid  oozing  from  nostrils  and 
mouth. 
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FIGURE  11.  Acute  death  from  intravenous  nar- 
cotic addiction.  Improvised  tourniquet  found  on 
arm;  syringe  devised  from  medicine  dropper  and 
disposable  needle  with  plastic  hub  sticking  in  skin 
and  underlying  vein  of  forearm.  Note  old  punc- 
ture scars  along  vein.  Skin  incised  to  show  fresh 
and  recent  injection  sites  indicated  by  hemorrhage 
into  subcutaneous  tissue. 


alkaloid,  not  overdosage.  In  other  acute 
deaths,  in  which  the  circumstances  and 
autopsy  findings  were  positive,  the  toxi- 
cologist could  not  even  find  any  evidence  of 
alkaloid  in  the  tissues  or  body  fluids. 
Thus,  there  does  not  appear  to  be  a quanti- 
tative correlation  between  the  acute  fulmi- 
nating lethal  effect  and  the  amount  of 
heroin  taken,  as  there  is  with  overdosage  of 
morphine  and  other  alkaloids. 


External  findings 

In  the  acute  fatal  reactions  to  the  intra- 
venous injection  of  crude  mixtures  of 
heroin  and  other  substances,  in  addition  to 
those  not  infrequent  instances  in  which 
collapse  and  death  were  so  rapid  that  the 
syringe  was  found  in  the  vein  of  the  victim 
or  on  the  floor  after  having  dropped  out  of 
the  vein,  and  the  tourniquet  was  still  in 
place  on  the  arm,  examination  of  the  body 


FIGURE  12.  Acute  death  from  intravenous  narco- 
tism, dorsum  of  left  hand  of  addict.  Fresh  injec- 
tion site  in  vein,  evident  because  of  associated 
hemorrhage  into  surrounding  subcutaneous  tissue, 
revealed  only  by  incision  and  reflection  of  skin. 


in  most  cases  also  revealed  very  suggestive, 
almost  characteristic,  appearances. 

It  is  not  uncommon  to  find  an  abundance 
of  partly  dried  frothy  white  edema  fluid 
oozing  from  the  nostrils  or  mouth  indicative 
of  severe  pulmonary  edema  (Fig.  10).  The 
skin  over  the  superficial  veins  of  the  elbow 
folds  (antecubital  fossae)  and  adjacent  por- 
tion of  the  forearms  may  reveal  one  or  two 
fresh  needle  punctures  which  are  not  always 
conspicuous  and  must  be  confirmed  by 
incision  through  the  immediately  adjacent 
skin  to  demonstrate  the  subcutaneous 
hemorrhage  emanating  from  the  punctured 
vein  (Fig.  11).  The  injection  sites  are 
usually  not  difficult  to  discern  and  are  read- 
ily confirmed  by  incision  of  the  skin. 
Careful  scrutiny  is  sometimes  needed 
because  the  needle  puncture  may  be  located 
on  the  dorsum  of  the  hand  and  be  difficult 
to  find  (Fig.  12),  especially  in  addicts  who 
do  not  have  the  usual  characteristic  row  of 
closely  placed  pigmented  needle-puncture 
scars  in  the  skin  overlying  the  veins  used  for 
intravenous  injection  of  heroin  (Fig.  IB). 

It  is  remarkable  how  many  pigmented 
needle-puncture  scars  may  be  found  in  the 


« 
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FIGURE  13.  Cross  section  of  skin  and  subcu- 
taneous vein  of  forearm  of  intravenous  narcotic 
addict.  Note  thickened  scarred  vein  wall  without 
thrombosis  despite  numerous  injections. 

skin  delineating  the  superficial  veins,  usu- 
ally in  the  elbow  fossa  but  sometimes 
throughout  their  continuity  from  shoulder 
to  wrist.  Despite  the  numerous  punctures 
and  nonsterile  technic  of  injection,  there 
may  be  no  more  effect  on  the  involved  vein 
than  a chronic  fibrous  thickening  of  its  wall 
and  induration  of  the  overlying  skin, 
indicative  of  a low-grade  inflammatory  and 
reparative  reaction  incident  to  the  needle 
punctures  and  repeated  injection  of  irritat- 
ing material. 

The  involved  veins  occasionally  become 
thrombosed  and  grossly  infected,  with  the 
development  of  purulent  thrombophlebitis. 
Intravenous  addicts  are  likely  to  penetrate 
the  skin  and  underlying  vein  perpendicu- 
larly. It  is  curious  that  despite  the  lack  of 
surgical  cleanliness,  the  veins  that  are  used 
repeatedly  by  intravenous  addicts  show  less 
incidence  of  thrombosis  than  the  veins  of 
patients  subjected  to  repeated  punctures 
by  physicians  for  medical  purposes.  The 
pigmentation  of  the  skin  over  the  injected 


FIGURE  14.  Multiple  scars  of  infected  abscessed 
injection  sites  in  skin  of  thighs  and  legs  in  subcu- 
taneous addict. 

veins  is  the  result  of  the  introduction  of 
insoluble  foreign  material  contained  in  the 
crude  solution  of  heroin  mixture.  Histo- 
logic section  of  the  scarred  skin  and  under- 
lying vein  may  reveal  microscopic  foreign 
body  granulomas  or  nothing  more  than 
fibrous  scarring  and  a conspicuous  reactive 
thickening  of  the  vein  wall  in  which  the 
scars  of  the  needle  punctures  are  also 
evident  (Fig.  13). 

The  presence  of  old  pigmented  scars  in 
the  skin  overlying  the  superficial  veins  is 
diagnostic  of  chronic  intravenous  narcotic 
addiction.  Fresh  needle  puctures  may  be 
easy  or  difficult  to  find  and  can  only  be  con- 
firmed by  incision  of  the  skin  to  reveal  the 
fresh  hemorrhage  extravasated  into  the 
subcutaneous  tissue  from  the  punctured 
veins.  Chemical  analysis  of  tissue  from 
such  fresh  puncture  sites  may  or  may  not 
reveal  evidence  of  the  narcotic  drug.  In 
recently  addicted  persons  or  in  more  fastidi- 
ous individuals,  the  skin  over  the  veins  may 
not  be  conspicuously  scarred,  and  careful 
scrutiny  including  incision  is  required  to 
detect  the  fresh  injection  sites. 

The  subcutaneous  injection  of  narcotics, 
a method  more  likely  to  be  encountered  in 
women  and  in  older  addicts,  is  usually  in- 
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FIGURE  15.  Deep  abscess  in  left  arm  pit.  Fatal 
tetanus  infection  in  subcutaneous  addict.  Note 
circular  depressed  scar  of  old  infected  skin  injec- 
tion. 


dulged  in  without  any  pretense  of  steriliza- 
tion, and  crude  unsterilized  solutions  of  the 
drug  may  be  injected  into  the  skin  of  the 
shoulders,  thighs,  arms,  abdomen,  and  sides 
of  the  chest.  At  these  sites,  severe  inflam- 
mation and  subcutaneous  abscesses  fre- 
quently develop,  and  the  latter  may  dis- 
charge through  the  skin  with  the  formation 
of  numerous  conspicuous,  characteristic, 
round  and  oval  or  irregularly  shaped,  un- 
evenly pigmented  depressed  skin  scars  (Fig. 
14).  Fatal  sepsis  may  complicate  the 
abscesses.  In  some  cases  repeated  sub- 
cutaneous injections  merely  produce  a 
diffuse  uneven  induration  of  the  skin  and 
subcutaneous  tissue,  especially  in  the  thighs 
or  arms,  without  abscess  formation  or  skin 
scars  and  only  evident  on  palpation. 

The  subcutaneous  injections  may  also 
introduce  spores  of  Clostridium  tetani  and 
give  rise  to  fatal  tetanus  infection  with 
characteristic  symptoms.  Such  cases  are 
more  frequently  encountered  in  women 
than  in  men  addicts,  and  death  is  more 
likely  to  occur  after  hospitalization  for  the 


convulsive  seizures  and  trismus.  A possi- 
ble reason  why  tetanus  is  less  frequent  in 
addicted  men  is  that  working  men,  espe- 
cially in  the  laborer  class,  are  more  likely  to 
be  immunized  with  tetanus  toxoid  as  part  of 
a prophylactic  program  designed  to  combat 
this  disease.  In  this  connection,  it  is  inter- 
esting to  note  that,  in  New  York  City  in 
recent  years,  fatalities  from  tetanus  are 
observed  almost  exclusively  in  the  narcotic 
addict  population.  In  these  cases,  it  is 
usually  possible  by  careful  searching  to  find 
one  or  more  of  the  indurated  or  fluctuant 
deep  abscesses  containing  abundant  gray 
pus  from  which  the  tenanus  organisms  can 
be  cultured.  A large  deep  abscess  of  this 
type  in  the  left  arm  pit,  from  a fatal  case  of 
tetanus  in  a subcutaneous  narcotic  addict, 
is  shown  in  Figure  15  which  portrays  the 
shoulder  after  it  had  been  incised  down- 
ward just  medial  to  the  arm  pit  to  show  the 
deep  location  of  the  pus;  a circular  de- 
pressed scar  of  an  old  infected  injection  site 
is  evident  on  the  skin  of  the  arm. 

A method  formerly  used  by  addicts  who 
were  unable  to  obtain  hypodermic  needles 
with  which  to  inject  themselves  was  to  jab 
large  safety  pins  into  the  skin  to  produce  a 
channel  into  which  the  tip  of  the  medicine 
dropper  could  be  forced  and  the  solution 
squeezed  directly  into  the  tissues.  This 
technic  resulted  in  considerably  more  septic 
infection  and  scarring.  In  addition,  most 
of  the  injected  solution  ran  out  of  the  punc- 
ture and  was  wasted  from  the  addict’s  point 
of  view.  This  crude  method  is  no  longer 
used. 

Autopsy  findings 

In  addition  to  the  external  findings, 
autopsy  in  acute  deaths  from  narcotism 
usually  reveals  a generalized  congestion  of 
the  organs.  There  are  no  characteristic 
changes  in  the  brain.  The  most  striking 
internal  findings  suggestive  of  a death  from 
acute  narcotism,  especially  in  the  intra- 
venous addict,  are  found  in  the  lungs,  the 
gross  appearance  of  which  varies  somewhat 
depending  on  the  rapidity  of  the  death  and 
the  duration  of  the  survival  period.  Both 
lungs  are  usually  enlarged,  heavy,  and  stiff 
and  do  not  collapse  when  removed  from  the 
chest.  As  a rule,  the  weight  is  increased 
markedly  and  varies  from  about  1,500  to 
2,000  Gm.  and  more  in  both.  In  the  very 
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FIGURE  16.  Gross  appearance  of  lungs,  anterior 
view,  in  acute  death  from  intravenous  narcotism. 
Note  distention  of  parenchyma,  exaggerated  lobu- 
lar pattern,  and  subpleural  congestion  and  hemor- 
rhage. 


rapid  deaths,  there  is  intense  congestion  and 
edema,  with  frothy  edema  fluid  oozing  from 
the  cut  surfaces  and  cut  ends  of  the  bronchi. 
The  trachea  is  usually  congested  and  filled 
with  foamy  fluid  which  may  be  slightly 
blood-tinged.  The  blood  in  the  vessels  is 
dark  red  and  fluid.  The  lung  parenchyma 
may  be  made  to  pit  on  pressure  applied 
through  the  shiny  pleura.  There  is  con- 
siderable variation  in  the  amount  and  pat- 
tern of  the  congestion,  and  the  lobular  pat- 
tern of  the  lung  tissue  may  appear  exag- 
gerated. Some  lungs  are  uniformly  dark 
red;  others  are  matted  with  a variable 
bluish-red  and  lighter  pinkish-gray  appear- 
ance of  the  lobules.  The  exaggerated 
lobular  pattern  of  the  parenchyma  as  seen 
on  the  cut  surfaces  of  the  lungs  corresponds 
to  that  seen  through  the  pleural  surfaces. 

In  the  hyperacute  cases  in  which  collapse 
and  death  overtake  the  addict  during  the 
intravenous  injection  procedure  and  the 
needle  of  the  syringe  is  found  in  the  vein 
when  the  body  is  discovered,  the  striking 
finding  is  the  tremendous  pulmonary  con- 
gestion and  edema  which  cause  the  lungs  to 
become  very  heavy  and  large  to  such  a 
degree  that  their  anterior  margins  meet  in 
the  midline  and  completely  overlap  the 
pericardial  sac  (Fig.  16);  the  posterior  lung 
surfaces  are  also  large  and  full  and  the  stiff- 
ness of  the  lobes  makes  it  possible  for  the 
lungs  to  remain  upright  when  the  base  of 
each  is  placed  on  a smooth  table  surface. 
The  pleural  surfaces  in  places  may  be  in- 
tensely hemorrhagic,  as  shown  in  Figure  16. 

The  deeply  congested  almost  hemor- 


rhagic gross  appearance  of  the  lungs  in 
acute  narcotic  deaths,  especially  in  those 
cases  that  have  survived  more  than  a few 
hours,  may  suggest  a fulminating  broncho- 
pneumonia of  the  influenzal  hemorrhagic 
bronchopneumonic  type  to  one  not  familiar 
with  the  postmortem  appearance  of  nar- 
cotic deaths;  and  errors  in  interpretation 
have  in  fact  been  made  on  the  basis  of  the 
microscopic  findings  of  an  acute  exudative 
pneumonitis,  that  are  not  indicative  of  a 
primary  bronchopneumonia  but  are  an 
expression  of  the  chemotactic  reaction 
induced  by  the  intravenous  injection  of  the 
narcotic  drug.  The  acute  reaction  indeed 
progresses  rapidly  to  an  acute  pneumonic 
phase,  but  the  pneumonia  is  not  primary  as 
in  influenza  but  secondary  to  the  fulminat- 
ing shocklike  pulmonary  reaction.  With 
survival  of  twenty-four  to  forty-eight  hours 
after  the  acute  collapse  from  an  intravenous 
injection  of  a narcotic  mixture,  the  lungs 
grossly  may  actually  appear  bilaterally 
consolidated  with  a layer  of  fibrinous 
exudate  on  the  pleural  surface.  Such  cases 
have  also  been  incorrectly  diagnosed  as 
primary  pneumonia. 

The  pneumonic  process  is  readily  con- 
firmed by  microscopic  examination,  but 
again  it  must  be  emphasized  that  the  acute 
inflammatory  changes  in  the  lungs  repre- 
sent an  acute  pneumonic  complication  of 
the  pulmonary  reaction  to  the  injection  of 
the  narcotic  drug. 

A correct  interpretation  is  dependent  on  a 
knowledge  of  the  entire  case  and  not  of  the 
pulmonary  findings  alone.  Whether  this 
acute  lung  reaction  requires  absolute  or 
relative  overdosage  of  the  narcotic  or  is  an 
expression  of  a specific  hypersensitivity  to 
the  drug  has  not  yet  been  resolved.  There 
appears  to  be  a definite  sequence  of  inflam- 
matory changes  in  the  lungs  that  can  be 
observed  histologically.7  Microscopic  ex- 
amination reveals  marked  congestion  and 
edema  with  rapidly  progressing  acute 
exudation  of  neutrophilic  polymorphonu- 
clear leukocytes  admixed  with  pre-existing 
cellular  components  such  as  pigment- 
containing  macrophages  (Fig.  17). 8 The 
pleura  and  interlobular  septa  reveal  edema 
and  interstitial  inflammatory  cell  infiltra- 
tion. 

In  the  lungs  of  some  chronic  addicts,  but 
in  relatively  few  of  the  cases  studied, 
microscopic  granulomas  of  the  foreign-body 
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FIGURE  17.  Histologic  sections  of  lung  in  fatal  acute  intravenous  narcotism.  (A)  Early  acute  inflamma- 
tory changes.  Note  congestion,  edema,  macrophages,  and  scattered  polymorphonuclear  leukocytes. 
(B)  Acute  diffuse  exudative  pneumonitis,  sometimes  misinterpreted  as  primary  pneumonia.  Process 
shown  represents  later  stage  than  (A). 


type  have  been  found  in  addition  to  the 
fresh  acute  reactive  changes.  The  granu- 
lomas are  a reaction  to  injected  foreign 
particulate  matter  contained  in  the  incom- 
pletely dissolved  crude  solution  of  heroin 
mixture.  Particles  of  cotton  fiber  used  to 
filter  out  gross  particles  of  other  substances 
can  also  give  rise  to  these  granulomas  which, 
although  an  interesting  finding,  do  not 
constitute  an  important  factor  in  the  fatal 
reactions  in  view  of  their  relative  infre- 
quency. 

Another  gross  finding  in  the  lungs  en- 
countered in  some  cases  is  aspirated  mate- 
rial, sometimes  milk,  which  is  mistakenly 
believed  by  some  addicts  to  be  a restorative 
antidote  for  reviving  addicts  who  collapse 
after  an  intravenous  injection  of  narcotic. 
The  milk  is  poured  into  the  mouth  and 
aspirated,  or  it  may  be  partly  swallowed, 
then  regurgitated  and  aspirated.  The  whit- 
ish material  may  be  found  on  the  mucosal 
surface  of  the  trachea  and  in  the  bronchi  and 
bronchioles.  Another  interesting  pathologic 
finding  in  the  autopsies  of  narcotic  addicts  is 
a hyperplastic  and  edematous  swelling  of 
the  abdominal  lymph  nodes,  especially  at 
the  hilum  of  the  liver  and  peripancreatic  re- 
gion. The  lymph  nodes  in  the  arm  pits  and 
groins  which  drain  the  extremities  also 
reveal  reactive  inflammatory  swelling. 

The  common  use  of  improperly  sterilized 
syringes  and  solutions  of  heroin  mixtures 
has  resulted  in  a substantial  incidence  of 
viral  hepatitis  (homologous  serum  jaun- 
dice), although  the  number  of  deaths  from 
viral  hepatitis  has  not  been  great.  Refer- 
ence to  Table  XI  reveals  the  relative  inci- 
dence of  this  fatal  indirect  complication. 


The  occurrence  of  such  cases  points  up  the 
hazard  of  such  individuals  serving  as 
sources  of  infection  to  other  addicts  and  to 
other  individuals  in  the  event  that  they 
serve  as  blood  donors. 

Deaths  from  septic  infection  may  occur  as 
the  result  of  subcutaneous  or  intravenous 
narcotic  addiction.  Septic  abscesses  in 
the  former  and  septic  thrombophlebitis  in 
the  latter  may  be  complicated  by  acute  or 
subacute  bacterial  endocarditis  which  in 
turn  may  cause  death  by  septicemia  or 
septic  embolism  and  infarction.  The  endo- 
carditis may  involve  any  of  the  valves  of  the 
heart  or  a congenital  cardiac  malformation. 
Bacterial  endocarditis  usually  affects  the 
mitral  or  aortic  valve;  the  valve  is  usually 
one  which  has  previously  been  the  site  of  a 
healed  or  active  rheumatic  infection  or  of  a 
congenital  malformation.  The  infecting 
microorganism  most  commonly  encoun- 
tered is  the  Staphylococcus  aureus,  and  the 
infection  runs  a rapid  acute  course  unless 
diagnosed  and  treated  with  antibiotics. 
Such  treated  patients  may  not  survive  the 
valve  damage  and  may  die  of  cardiac  de- 
compensation. Other  pyogenic  organisms 
have  caused  acute  endocarditis  in  narcotic 
addicts  incident  to  infection  introduced  by 
drug  injection. 

Reference  has  already  been  made  to  2 
fatal  cases  of  Candida  endocarditis  in 
intravenous  narcotic  addicts.6  These  ran  a 
prolonged  relatively  nonseptic  course  and  at 
autopsy  were  found  to  have  bulky  vegeta- 
tions on  the  mitral  valve  which  gave  rise  to 
systemic  almost  bland  massive  emboliza- 
tions and  fatal  infarctions. 

Active  narcotism  has  also  been  found  in 
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association  with  rapidly  progressive  pul- 
monary tuberculosis,  and  in  such  fatalities 
the  role  of  the  narcotism  is  sometimes  diffi- 
cult to  assay. 

The  occurrence  of  estivo-autumnal  ma- 
laria as  a fatal  complication  of  intravenous 
narcotic  addiction  has  also  been  referred  to 
previously.4  In  this  connection,  it  is 
interesting  to  note  that  there  have  been  no 
cases  of  malaria  in  drug  addicts  since  1943, 
when  the  last  death  occurred.  The  gross 
photographs  in  color  of  the  brain,  liver,  and 
spleen  of  this  last  autopsied  case  and  of 
other  cases  of  falciparum  malaria  in  intra- 
venous narcotic  addicts  are  included  in  the 
chapter  on  malaria  in  Pathology  of  Tropical 
Diseases  by  Ash  and  Spitz.9  Malaria  in 
former  years  was  a fairly  common  occur- 
rence in  intravenous  addicts,  and  it  is 
surprising  that  there  has  been  no  recurrence 
despite  the  great  increase  in  the  number  of 
narcotic  addicts  and  fatalities  in  this  group. 

There  is  an  additional  hazard  for  the 
narcotic  addict.  The  euphoric  state  in- 
duced by  the  drug,  the  difficulty  of  evaluat- 
ing withdrawal  symptoms  accurately,  and 
the  well-known  tendency  of  addicts  to 
simulate  pain  for  the  purpose  of  receiving  a 
narcotic  medication,  have  resulted  in  acute 
surgical  complications  being  overlooked. 
In  a number  of  instances,  addicts  have  died 
from  shock  and  peritonitis  because  the 
acute  abdominal  symptoms  and  signs  of  a 
perforated  peptic  ulcer  were  not  recognized 
as  such.  The  chills,  fever,  and  general 
malaise  of  the  addicts  who  were  suffering 
from  falciparum  malaria  in  1933  were  mis- 
diagnosed as  manifestations  of  narcotic 
withdrawal. 

Summary 

This  report  includes  introductory  back- 
ground information  describing  the  evolu- 
tion of  narcotic  addiction  as  it  is  encoun- 
tered today  in  the  large  metropolis  of  New 


York  City.  The  study  is  based  on  more 
than  thirty  years  experience  of  investigat- 
ing officially  the  circumstances  and  deter- 
mining the  cause  of  all  deaths  of  addicts 
occurring  during  that  period  of  time. 

The  statistical,  illustrative,  and  patho- 
logic data  indicate  an  increasing  number  of 
deaths  from  narcotic  addiction  in  the  City 
of  New  York  during  the  years  1950  through 

1964,  a total  period  of  fifteen  years.  Sta- 
tistical tables  with  detailed  information  of 
yearly  and  monthly  incidence,  racial  and 
sex  incidence,  age  distribution,  marital 
status,  occupation,  geographic  distribu- 
tion by  borough  and  district,  character  of 
premises  where  deceased  was  found,  causes 
of  death  and  postmortem  findings,  and 
present  methods  used  for  administration  of 
drugs  by  addicts  are  described.  The 
increasing  incidence  and  total  number  of 
deaths  due  to  addiction  are  of  great  sig- 
nificance and  provide  an  important  in- 
dicator of  the  extent  of  the  problem. 
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T HE  ATMOSPHERIC  CONTENT  of  pollen 
was  first  measured  nearly  a century  ago  in 
England  by  Blackley1  who  exposed  glyc- 
erin-coated glass  slides  to  the  air  for 
twenty-four  hours  and  counted  the  number 
of  pollen  grains  present  on  an  area  of  1 
square  centimeter.  He  observed  that  on 
clear  windy  days  more  pollen  grains  were 
trapped  on  the  slides  than  on  calm  cloudy 
days.  He  also  discovered  that  there  was  a 
definite  relationship  between  his  own 
clinical  symptoms  of  hay  fever  and  the 
amount  of  pollen  deposited  on  the  slides. 

During  the  past  hundred  years,  except 
for  the  recommendations  for  standardizing 
the  counting  technics  made  in  1946  by  the 
National  Pollen  Survey  Committee  of  the 
Research  Council  of  The  American  Acad- 
emy of  Allergy,  under  the  technical  direc- 
tion of  O.  C.  Durham,2  there  have  been 
relatively  few  changes  in  the  so-called 
gravity  slide  method  of  estimating  the 
pollen  content  of  the  atmosphere  as  orig- 
inally employed  by  Blackley. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Allergy,  February  17,  1966. 


while  volumetric  devices  for  measuring 
pollen  content  are  superior,  they  require 
considerable  skill  to  operate  and  are  ex- 
pensive and  complicated.  Although  gravity 
slide  counts  cannot  be  accurately  correlated 
with  those  of  volumetric  devices,  they  are 
simple  and  are  the  most  practical  method  for 
obtaining  rough  estimates  of  the  pollen  con- 
tent of  the  air.  In  large  cities  pollen  con- 
centrations for  twenty-four-hour  periods  are 
published.  To  obtain  the  most  accurate 
results,  slides  should  be  placed  parallel 
with  airflow  and  be  oriented  with  respect  to 
wind  direction  and  the  height  of  the  sampler 
standardized.  These  counts  should  not  be 
interpreted  to  show  a definite  correlation 
between  pollen  count  and  the  severity  of 
symptoms.  Other  sensitivities  must  be  taken 
into  consideration  as  well  as  seasonal  dif- 
ferences. Pollen  is  not  necessarily  gen- 
erated locally  but  is  air-borne. 


Gravity  slide  and  volumetric  methods 

The  rate  of  fall  of  pollen  grains  varies 
with  a number  of  factors  including  size, 
weight,  shape,  and  surface  characteristics. 
Moreover  since  each  species  of  pollen  has 
its  own  rate  of  fall,  conversion  formulas 
must  be  computed  for  each  individual 
species.  Various  formulas  for  the  con- 
version of  ragweed  pollen  counts  from  grav- 
ity slide  figures  to  cubic  yard  equivalents 
have  been  suggested  by  Sheppergrel- 
Cocke,3  Durham4  and  others.  However 
these  cannot  be  regarded  as  satisfactory 
because  the  effect  of  wind  speed  and  wind 
direction  on  the  count  and  the  variations 
in  diameters  of  the  individual  pollen  grains 
even  in  the  same  species  are  sources  of  error. 
Most  investigators  agree  that  the  volu- 
metric sampler  which  determines  the  num- 
ber of  pollen  grains  present  in  a cubic 
yard  of  air  represents  a more  precise  ap- 
paratus for  measuring  the  pollen  concen- 
tration in  the  atmosphere. 

While  the  superiority  of  volumetric 
devices  for  precise  investigations  of  the 
pollen  content  of  the  atmosphere  is  unques- 
tioned, the  operation  of  these  devices 
requires  considerable  technical  skill;  more- 
over these  apparatuses  are  expensive  and 
complicated.  Unfortunately  it  has  been 
repeatedly  shown  in  comparative  studies 
that  gravity  slide  counts  cannot  be  ac- 


September  15,  1966  / New  York  State  Journal  of  Medicine  2409 


curately  correlated  with  those  of  volu- 
metric devices.5  In  spite  of  these  circum- 
stances the  gravity  slide  method  of  pollen 
counting  which  is  a relatively  simple  pro- 
cedure has  been  retained  as  the  most  prac- 
tical method  for  obtaining  rough  estimates 
of  the  pollen  content  of  the  air.  It  has 
become  popular  in  large  cities  to  publish 
daily  estimates  of  local  pollen  concentra- 
tions usually  for  twenty-four  hour  periods 
starting  each  morning.  However,  for  an 
intelligent  interpretation  of  gravity  method 
counts  one  should  be  aware  of  the  limita- 
tions of  the  method  as  well  as  the  various 
factors  which  influence  the  amount  of 
pollen  grains  deposited  on  the  slides  in  a 
given  location.  In  addition  to  the  local 
pollen  production,  wind  speed  and  wind 
direction  are  extremely  important  among 
those  factors  which  may  affect  the  pollen 
count.6 

Factors  affecting  count 

Ogden  and  Raynor7  in  a series  of  care- 
fully controlled  studies  demonstrated  that 
slides  placed  parallel  with  the  airflow 
collect  much  more  pollen  than  those  placed 
at  right  angles  and  that  this  difference 
becomes  greater  at  higher  wind  speeds  prev- 
alent at  greater  heights.  It  is  therefore 
apparent  that  the  gravity  method  of  pollen 
sampling  yields  figures  which  are  not 
entirely  reliable  for  comparison  between 
one  station  and  another  unless  various 
factors  such  as  orientation  of  the  slide  with 
respect  to  wind  direction,  placement  of  the 
slide  with  its  long  axis  parallel  to  the  air- 
flow, and  the  height  of  the  sampler  above 
the  ground  are  standardized.  These  fac- 
tors in  addition  to  concentration  of  pollen 
in  the  atmosphere  determine  the  amount 
of  pollen  deposited  on  the  slide. 

Over  thirty  years  ago  M.  Walzer,  M.D., 
and  M.  Harten,  M.D.  of  the  allergy  depart- 
ment of  the  Jewish  Hospital  of  Brooklyn 
began  making  daily  pollen  counts  in  the 
New  York  City  metropolitan  district  en- 
compassing an  area  within  a 50-mile  radius 
of  Columbus  Circle.  This  project  has 
been  continued  by  other  members  of  the 
department  until  the  present  day.  Fre- 
quently wide  discrepancies  were  noted 
between  counts  taken  on  the  same  day  at 
sampling  stations  in  proximity  to  each 
other.  Because  of  the  short  distances 


between  the  stations  it  was  difficult  to 
conceive  that  these  discrepancies  could  be 
due  solely  to  local  variations  in  the  concen- 
tration of  pollen  in  the  atmosphere.  This 
could  better  be  explained  by  the  fact  that 
it  has  been  shown  that  an  increase  of  3 to 
4 miles  an  hour  in  wind  speed  may  result 
in  a 50  per  cent  increase  in  the  amount  of 
pollen  trapped;  and  since  wind  speed 
normally  increases  with  height,  unless  the 
samplers  are  exposed  at  the  same  height 
above  the  ground  the  slide  counts  are  not 
comparable. 


Standards 


A slide  count,  according  to  the  stand- 
ards of  the  Pollen  Survey  Committee  of 
The  American  Academy  of  Allergy,  repre- 
sents the  average  amount  of  pollen  trapped 
over  a period  of  twenty-four  hours.  It 
does  not  indicate  how  the  pollen  concen- 
tration in  the  air  may  have  varied  during 
the  day.  Smith  and  Rooks8  studied  the 
diurnal  variation  of  air-borne  ragweed  by 
means  of  a continuous  recording  particle 
sampler  and  found  that  the  highest  con- 
centration of  ragweed  pollen  occurred 
between  the  hours  of  9:00  a.m.  and  1:00 
p.m.  During  the  month  of  August,  67 
per  cent  of  the  average  daily  pollen  crop 
was  collected  during  these  hours  and  50 
per  cent  during  September.  Only  10 
per  cent  of  the  twenty-four-hour  pollen 
yield  was  collected  from  6:00  p.m.  to 
6:00  A.M.  On  the  basis  of  these  findings, 
they  concluded  that  the  concentration  of 
pollen  inhaled  at  certain  times  during  a 
twenty-four-hour  period  is  actually  higher 
and  the  severity  of  symptoms  much  greater 
than  would  be  expected  from  the  total 
average  twenty-four-hour  count  unless 
this  fluctuation  in  ragweed  pollen  incidence 
is  recognized.  They  called  attention  to  the 
importance  of  the  diurnal  variation  of  air- 
borne ragweed  pollen  which  appears  to  be 
due  to  changes  in  humidity  rather  than  to 
variations  in  wind  velocity.  As  the  rela- 
tive humidity  increases  toward  evening 
more  pollen  settles. 


Reporting  of  counts 

In  1936  the  allergy  division  of  The  Brook- 
lyn Jewish  Hospital  began  exposing  coated 
slides  in  a crude  shelter  on  the  roof  of  the 
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building  to  estimate  the  pollen  concen- 
tration in  the  air  in  the  Borough  of  Brook- 
lyn during  the  hay  fever  seasons.  Later 
this  study  was  expanded  to  include  many 
other  stations  in  the  surrounding  metro- 
politan area.8910 

The  project  was  initiated  primarily  for 
the  dissemination  of  this  information  to 
staff  members  of  the  department  and  was 
intended  to  serve  as  an  aid  in  the  clinical 
management  of  pollinosis  and  as  a guide  in 
research  studies.  Although  little  pub- 
licity was  given  to  the  project,  many  al- 
lergists in  the  city  expressed  an  interest  in 
having  the  information  made  available  to 
them.  For  many  years,  therefore,  twenty- 
four-hour  pollen  counts  were  obtainable  by 
phoning  the  allergy  department  each  morn- 
ing. 

Up  until  thirty-five  years  ago  the  laity 
as  well  as  many  physicians  had  little  knowl- 
edge of  the  causes  of  hay  fever  and  the 
pollen  problem.  In  an  effort  to  correct  this 
situation  and  better  educate  the  public, 
many  workers  in  the  field  and  a number  of 
allergy  societies  in  different  cities  began  to 
sponsor  the  publication  of  pollen  counts 
using  counting  technics  advocated  by 
Durham,6  one  of  the  pioneers  in  this  field. 
The  overwhelming  interest  which  the 
public  displayed  in  receiving  these  counts 
and  reports  as  to  their  significance  stimu- 
lated the  participation  of  the  various  news 
and  educational  media  in  the  distribution 
of  such  information  throughout  the  coun- 
try. 

In  recent  years  the  press  has  zealously 
solicited  this  information  from  research 
centers  engaged  in  pollen  studies  and  has 
tended  to  regard  the  publication  of  the 
pollen  count  in  the  same  light  as  it  does  its 
weather  reports.  This  is  unfortunate  since 
the  2 procedures  are  in  no  sense  analogous 
and  the  original  educational  purposes  of 
reporting  the  pollen  counts  are  overlooked. 
Moreover  because  the  standard  twenty- 
four-hour  pollen  counts  starting  at  8:00 
a.m.  are  not  suitable  to  meet  the  require- 
ments of  some  morning  editions  and  wire- 
less weather  reports,  there  have  been  some 
attempts  to  obtain  a modification  of  the 
counting  methods  which  do  not  conform  to 
the  recommended  twenty-four-hour  stand- 
ard set  by  the  Research  Council  of  The 
American  Academy  of  Allergy  and  used 
throughout  the  country.  These  improvised 


counts  have  constituted  little  of  statistical 
significance  and  created  much  confusion 
in  the  minds  of  those  who  seek  to  under- 
stand the  pollen  problems  of  the  com- 
munity. 

Misconceptions 

Unfortunately  the  dissemination  of  daily 
pollen  counts  to  the  public  throughout  the 
nation  by  newspapers,  radio,  and  tele- 
vision stations  during  the  past  few  years 
has  fostered  in  the  mind  of  the  layman  the 
erroneous  idea  that  there  should  be  a defi- 
nite quantitative  correlation  between  the 
pollen  count  and  the  severity  of  the  pa- 
tient’s symptoms.  This  misinterpretation 
of  the  significance  of  the  pollen  count  has 
created  considerable  confusion  in  the  minds 
of  patients  whose  symptoms  antedate  the 
appearance  of  appreciable  amounts  of 
pollen  in  the  air  or  whose  symptoms  per- 
sist long  after  the  pollen  concentration 
becomes  negligible.  They  fail  to  under- 
stand the  relationship  of  air-borne  aller- 
gens to  clinical  symptoms  which  is  cer- 
tainly not  clear-cut  or  precise. 

There  are  innumerable  factors  other  than 
pollen  concentration  in  the  air  that  con- 
tribute to  the  patient’s  response  to  pollen 
exposure  at  any  particular  time.  In  the 
light  of  this  fact  statements  such  as  a 
minimal  count  of  “X”  grains  per  square 
centimeter  is  required  for  the  production  of 
symptoms  are  fallacious.  One  of  the  most 
important  factors  to  be  taken  into  con- 
sideration is  the  patient’s  threshold  of 
sensitivity  at  the  time,  a condition  which 
varies  widely  between  individuals  and  at 
different  periods  in  the  same  individual. 
The  fact  that  many  additional  factors  such 
as  sensitivities  to  molds,  house  dust,  oc- 
cupational allergens,  house  pets,  other 
inhalants,  foods,  and  drugs  may  contribute 
to  the  severity  and  persistence  of  the  pa- 
tient’s allergic  symptoms  should  not  be 
lost  sight  of  in  the  clinical  interpretation 
of  the  significance  of  the  pollen  count. 

Sack  and  Golan11  studied  the  relation- 
ship between  clinical  symptoms  and  pollen 
counts  in  a series  of  122  patients  under 
treatment  for  hay  fever  in  the  allergy  clinic 
of  the  Jewish  Hospital  of  Brooklyn.  They 
found  that  during  the  first,  half  of  the  rag- 
weed season  there  was  a direct  correlation 
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between  the  rise  in  the  pollen  count  and  an 
increase  in  the  intensity  of  nasal  obstruc- 
tion. However  during  the  second  half 
of  the  season  there  was  far  less  parallelism 
between  the  size  of  the  pollen  count  and 
the  intensity  of  nasal  symptoms.  They 
attributed  this  finding  to  the  fact  that  the 
nasal  mucosa  was  much  more  responsive 
to  stimulation  early  in  the  hay  fever  season. 
Later,  however,  the  mucosa  tends  to  become 
chronically  edematous  and  to  become 
refractory  to  further  stimulation.  This 
also  at  times  may  be  due  to  overstimula- 
tion resulting  from  the  excessive  use  of 
nose  drops.  This  chronic  congestion  may 
to  some  extent  account  for  symptoms  which 
persist  after  the  pollen  concentration  of  the 
air  can  no  longer  be  considered  a significant 
etiologic  factor. 

Another  popular  misconception  which 
prevailed  for  a long  time  was  that  the 
pollen  present  in  the  atmosphere  of  any 
specific  locality  was  generated  in  that  par- 
ticular area.  Working  on  such  a supposi- 
tion and  in  response  to  public  demand,  the 
City  of  New  York  was  engaged  in  a rag- 
weed eradication  program  for  a number  of 
years  resorting  to  spraying,  mostly  of  road- 
side plants.12  This  campaign  did  not 
materially  lower  the  atmospheric  pollen 
counts  in  the  city  as  determined  by  the 
annual  surveys  made  at  the  Jewish  Hos- 
pital laboratories.13  The  reasons  for  this 
absence  of  effect  were  apparent  from  the 
studies  by  Walzer  and  Siegel14  and  their 
associates  on  the  factors  influencing  rag- 
weed pollen  counts  in  the  New  York  metro- 
politan district.  They  counted  pollen  on 
slides  exposed  at  Ambrose  Lightship  in 
New  York  harbor,  a point  9 miles  from  the 
nearest  land  and  therefore  completely  free 
of  weeds.  They  found  that  the  high  pollen 
peak  days  on  the  lightship  almost  regularly 
coincided  with  those  of  the  city,  and  in  some 
instances  the  counts  on  the  ocean  exceeded 
those  of  the  city.  This  occurred  on  days 
when  strong  west  winds  prevailed.  The 
total  season  counts  at  the  lightship 
amounted  to  as  much  as  45  to  60  per  cent 
of  that  collected  in  New  York  City.  From 
these  data  they  concluded  that  the  city 
probably  gets  as  much  wind-borne  pollen 
from  areas  to  the  west  of  the  city  as  is  gen- 
erated locally.  Under  the  circumstances 
the  reasons  for  the  inadequacy  of  local  anti- 
weed ordinances  and  campaigns  are  ap- 


parent. Without  the  concerted  action  of 
municipal,  state,  and  Federal  governments 
in  a complete  eradication  program  through- 
out this  and  neighboring  counties  there  is 
little  hope  for  success  in  this  method  of 
approach  to  the  solution  of  the  ragweed 
problem. 

Conclusion 

Despite  their  obvious  limitations,  pollen 
counts  when  properly  performed  and  in- 
terpreted are  of  inestimable  value  to  the 
clinician  or  research  investigator  in  studying 
the  efficacy  of  specific  pollen  therapy  or  the 
value  of  new  drugs  for  the  control  of  polli- 
nosis.  However  without  a knowledge  of 
the  many  other  factors  involved  in  the 
causation  of  allergic  symptoms,  total  re- 
liance on  pollen  counts  for  the  explanation 
of  clinical  phenomena  is  bound  to  result  in 
failure. 

The  gravity  slide  count  at  the  present 
time  is  the  most  practical  method  for  esti- 
mating the  pollen  content  of  the  air.  While 
it  cannot  be  regarded  as  an  absolutely 
precise  measurement  or  procedure,  it  is  a 
tool  in  the  hands  of  those  cognizant  of  its 
limitations.  For  the  evaluation  of  the 
effects  of  specific  therapy  on  large  groups 
of  patients  or  for  the  comparison  of  the 
relative  severity  of  pollen  concentrations  of 
different  localities  or  of  the  same  pollen 
station  at  different  seasons  it  still  is  ir- 
replaceable. 15  Until  a practical,  more  effec- 
tive method  is  developed,  the  twenty- 
four-hour  pollen  count  obtained  by  the 
technic  recommended  by  the  Pollen  Sur- 
vey Committee  of  The  American  Academy 
of  Allergy  will  remain  a valuable  aid  to  the 
clinician  in  the  differential  diagnosis  and 
treatment  of  various  types  of  rhinitis  and 
conjunctivitis. 

In  view  of  the  complexities  involved  in 
the  proper  interpretation  of  the  pollen 
count  in  relation  to  the  individual  patient’s 
symptoms,  the  dissemination  of  this  in- 
formation to  the  public  in  the  form  of  daily 
counts  in  the  press  should  be  accompanied 
by  frequent  informative  educational  state- 
ments as  to  the  scope  and  limitations  of  this 
type  of  data. 

Without  more  intensive  efforts  in  this 
direction,  the  uninformed  public  may  derive 
only  limited  benefit  from  the  publication  of 
daily  pollen  counts. 
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Summary 

The  exposure  of  petrolatum-coated  glass 
slides  to  the  atmosphere  for  a twenty-four- 
hour  period  is  the  simplest  and  most  prac- 
tical method  for  estimating  the  daily  pollen 
concentration  of  the  atmosphere.  Al- 
though the  pollen  count  obtained  by  this 
means  is  not  an  absolutely  precise  meas- 
urement, it  is  an  indispensable  aid  in  the 
clinical  management  of  hay  fever  and  as  a 
guide  in  research  studies.  While  there  is  a 
definite  correlation  between  the  severity 
of  hay  fever  symptoms  and  the  amount  of 
pollen  in  the  air,  total  reliance  on  pollen 
counts  for  the  explanation  of  clinical 
phenomena  will  often  result  in  failure, 
unless  consideration  is  given  to  the  many 
other  factors  involved  in  the  causation 
of  allergic  symptoms. 
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thyroid  can  no  longer  be  considered  the  pre- 
ferred substitution  therapy  for  hypothyroidism. 
They  recommend  instead  sodium  Z-thyroxine 
as  a potent  material  of  predictable  effectiveness 
and  moderate  cost.  In  3 case  histories  in 
which  symptoms  and  low  protein-bound  iodine 
levels  persisted  despite  apparently  adequate 
dosage  of  desiccated  thyroid,  the  results,  when 
the  medication  had  been  changed  to  sodium 
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These  patients  included  an  executive  twenty- 
eight  years  old,  a woman  graduate  student  of 
thirty-five,  and  a woman  of  fifty-one,  all  with 
a history  of  hypothyroid  symptoms  treated 
with  desiccated  thyroid  for  periods  ranging  to 
seven  years.  In  each  case,  low  serum  protein- 
bound  iodine  levels  and  symptoms  of  hypo- 
thyroidism persisted  despite  the  therapy. 

The  alteration  in  these  patients,  when 
shifted  to  sodium  Z-thyroxine,  was  dramatic. 
Serum  protein-bound  iodine  levels  rose  to 
levels  of  7.6  to  8.6  micrograms  per  milliliter. 
The  sodium  salt  of  Z-thyroxine  has  been  demon- 
strated to  be  freely  soluble  and  readily  ab- 
sorbed. The  potency  of  this  material,  orally 
administered,  is  attested  to  by  the  uniformity 
of  good  clinical  response  with  a prompt  and 
sustained  increase  in  serum  protein-bound 
iodine  levels. 
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To  a RESORT  PHYSICIAN,  the  matter  of  mis- 
placed fishhooks  poses  a problem  the  year 
’round,  although  the  problem  looms  largest 
with  the  opening  of  the  trout  season  and 
again  during  the  big  vacation  months  of 
July  and  August.  It  is  the  purpose  of  this 
report  to  discuss  methods  of  removing 
these  foreign  bodies  from  various  parts  of 
the  human  anatomy  and  to  bring  to  the 
attention  of  the  urban  practitioner  and 
“ivory  tower  specialist”  certain  pitfalls  into 
which  the  better  educated  are  apt  to  fall 
(on  vacation,  that  is). 

The  first  thing  to  consider  is  how  grave 
an  emergency  a fishhook  accidentally  hung 
in  human  flesh  is.  The  answer  to  this  is 
that  in  all  situations  save  one  it  is  not  an 
emergency  at  all.  The  one  situation  that 
should  be  considered  a real  and  grave 
emergency  is  the  problem  of  the  fishhook 
that  has  pierced  the  eyeball.  Common 
sense,  even  under  this  circumstance,  dic- 
tates that  the  driver  of  the  car  or  ambulance 
transporting  the  victim  keep  within  normal 
speed  limits.  Normal  speed  for  the  ambu- 
lance and  sedation  of  the  patient  offer  a 
maximum  safety  factor  to  both  victim  and 
the  driver. 

Equipment 

A physician  vacationing  in  a lake  region 
or  at  the  seaside  would  do  well  to  include  in 


his  emergency  kit  a needle  holder,  scissors, 
and  small  wire  cutter.  A disposable  syr- 
inge and  needle  and  a vial  of  lidocaine 
(Xylocaine)  would  make  a really  de  luxe 
kit  for  fishhook  removal. 

In  the  absence  of  such  equipment,  a good 
pair  of  wire  cutting  pliers,  preferably  of  the 
needle  nose  variety,  is  the  field  instrument 
of  choice. 

Anesthesia  and  its  administration 

Any  of  the  standard  injectable  local 
anesthetics  will  do.  The  author  prefers 
lidocaine  without  epinephrine. 

The  whole  area  may  be  injected.  How- 
ever, experience  has  shown  that  if  the 
needle  is  passed  down  into  the  wound 
parallel  to  and  in  close  apposition  to  the 
shaft  of  the  fishhook,  good  anesthesia  is 
obtained  with  a minimum  of  discomfort  to 
the  patient.  The  anesthetic  agent  will 
follow  the  curve  of  the  hook  to  the  barb 
(Fig.  1 (center)). 

Specific  situations  and  technic 

If  the  fishhook  has  passed  through  skin, 
subcutaneous  tissue,  and  back  out  through 
the  skin,  the  problem  is  simple  (Fig.  1(1)). 
Cut  the  eye  from  the  hook.  Grasp  the 
point  and  barb  with  needle  holder  or  pliers, 
and  withdraw  the  business  end  of  the  hook. 
Little  anesthesia  is  needed. 

If  the  fishhook  has  passed  through  the 
skin  and  into  subcutaneous  tissue  (even  a 
little  muscle),  but  has  not  returned  through 
the  skin,  anesthesia  is  indicated. 

If  the  area  involved  is  located  where  a 
second  small  puncture  wound  is  not  objec- 
tionable, the  hook  may  be  passed  through 
and  then  handled  as  in  the  first  situation. 
One  warning  is  not  to  cut  the  eye  from  the 
hook  until  the  point  and  barb  have  been 
passed  through,  lest  the  embedded  portion 
of  the  hook  disappear  beneath  the  skin 
(Fig.  1(2)). 

However,  if  the  hook  is  small  and  em- 
bedded in  the  face  of  a female,  it  may  be 
preferable  to  back  the  hook  out  rather  than 
add  an  extra  wound.  Large  hooks  are 
probably  better  passed  through  even  when 
the  face  is  involved,  since  the  barb  may 
produce  sizable  irregular  tears  if  they  are 
backed  out. 

If  the  fishhook  has  passed  through  skin 
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Except  for  a fishhook  that  has  pierced  the 
eyeball,  a fishhook  is  not  an  emergency. 
Equipment  for  the  physician  and  administra- 
tion of  anesthetics  are  described,  as  are  tech- 
nics for  specific  situations.  If  the  fishhook 
has  reached  the  eye,  throat,  esophagus,  or 
tracheobronchial  area,  the  patient  should  be 
sedated  and  transported  to  a well-equipped 
medical  center  where  removal  can  be  done 
under  direct  vision.  Medication  depends 
on  the  wound. 


and  soft  tissue  and  come  up  under  a finger- 
nail or  bone,  anesthesia  is  needed  (Fig. 
1(3)).  Under  these  circumstances,  the 
hook  is  almost  always  best  removed  by 
backing  it  out.  If  it  is  a large  hook  with  a 
heavy  barb,  it  may  help  to  enlarge  the 
wound  of  entrance  with  a knife. 

Sometimes  a hook  so  embedded  may  be 
backed  out  part  way  and  then  the  direction 
of  passage  changed.  It  may  then  be 
passed  through  as  in  the  second  situation. 

If  the  fishhook  has  passed  through  skin, 
soft  tissue,  and  into  a joint  but  not  through 
the  cavity,  if  possible,  it  is  best  to  take 
x-ray  films  of  the  joint  and  confirm  the 
direction  in  which  the  point  is  headed  or 
rather  impacted  into  the  head  of  bone 
(Fig.  1(4)).  Anesthesia  will  be  necessary. 
If  possible,  it  is  best  to  manipulate  the  hook 
to  loosen  and  direct  it  out  of  the  joint 
through  soft  tissue.  It  should  be  passed 
through  in  the  usual  manner. 


Backing  a hook  out  of  a joint  capsule 
exposes  the  victim  to  the  possibility  of  a 
broken  point  or  barb  falling  free  into  the 
joint  cavity  and  the  resultant  major  prob- 
lem of  foreign-body  search  in  a grossly  open 
joint. 

If  the  hook  has  come  up  under  cartilage, 
as  in  an  ear  or  the  nasal  alae  but  has  not 


FIGURE  1.  Schematic  drawings  of  technic  of  fishhook  removal. 
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impacted  the  cartilage,  anesthesia  is  neces- 
sary (Fig.  1(5)).  The  fishhook  in  such  a 
location  is  merely  backed  out  with  greater 
ease  than  trying  to  pass  it  on  through  the 
cartilage. 

If  the  hook  has  passed  through  skin,  soft 
tissue,  and  impacted  in  cartilage  or  passed 
through  the  cartilage  but  has  not  passed 
through  the  skin  or  mucous  membrane  on 
the  far  side  (hooks  seldom  spontaneously 
back  through  cartilage),  anesthesia  is 
necessary  (Fig.  1(6)).  The  fishhook  is 
best  passed  through.  It  is  extremely  diffi- 
cult to  back  the  point  and  barb  of  a fish- 
hook through  cartilage.  Small  hooks  are 
likely  to  break. 

If  the  fishhook  has  impacted  in  the  eye- 
lid, anesthesia  is  necessary.  Common 
sense  precautions  should  be  taken  to  protect 
the  eyeball  from  damage  by  hook  and  in- 
struments. The  least  damage  will  be  done 
to  the  eyelid  if  the  hook  is  passed  through. 
Backing  a hook  out  of  these  delicate  struc- 
tures will  tear  tissue  and  produce  unneces- 
sary scarring  (Fig.  1(7)). 

If  the  fishhook  is  in  the  mouth,  anes- 
thesia is  necessary.  Topical  anesthesia  to 
the  buccal  cavity  will  be  helpful  to  control 
involuntary  motion  such  as  gagging. 

Small  hooks  in  this  area  are  usually 
backed  out  with  fair  ease.  Even  the  larger 
hooks  can  be  so  handled,  since  the  buccal 
mucous  membranes  and  tongue  heal  rapidly 
and  without  visible  scar. 

The  otolaryngologist  with  adequate  in- 
strumental armamentarium  may  prefer  to 
pass  the  hook  through,  but  it  is  hardly  a 
field  procedure. 

If  the  fishhook  has  pierced  the  eyeball, 
the  problem  is  a true  and  grave  emergency. 
Removal  should  not  be  attempted  in  the 
field,  office,  or  first-aid  center.  Instead, 
the  patient  should  be  sedated,  the  eye  pro- 
tected, and  arrangements  made  for  orderly 
transportation  to  the  adequately  staffed 
and  equipped  medical  center. 

If  the  fishhook  has  reached  the  throat, 
esophagus,  or  tracheobronchial  area,  the 
problem  here,  as  with  the  eye,  is  grave. 
Field  removal  should  not  be  attempted. 
As  with  the  eye  case,  the  patient  should  be 


sedated  and  transported  to  a larger  center 
where  removal  can  be  accomplished  under 
direct  vision. 

Medication 

The  matter  of  the  use  of  sulfonamides 
and  antibiotics  should  be  dictated  by  com- 
mon sense.  If  the  fishhook  has  been  in 
place  for  days  and  there  is  inflammatory 
reaction  about  the  wound,  the  drugs 
should  be  prescribed.  Resort  physicians 
know  from  experience  that  fishhooks  re- 
moved within  a reasonable  time  of  the 
accident  usually  do  not  cause  infection. 
However,  if  a joint  is  involved,  prophy- 
lactic use  of  the  antibiotics  is  good  medicine. 

For  medicolegal  reasons,  the  use  of 
tetanus  toxoid  or  antitetanus  serum  is 
mandatory.  The  author,  being  highly 
allergic  himself,  advises  the  use  of  tetanus 
toxoid,  a booster,  if  the  victim  has  had 
previous  inoculation  and  multiple  dose 
routine  if  the  patient  lacks  previous  toxoid 
protection. 

An  interesting  sidelight  on  the  tetanus 
problem  is  that  it  occurs  so  rarely  after 
fishhook  injury.  Resort  physicians  and 
country  physicians  are  well  aware  that 
only  a very  small  number  of  the  total 
fishhook  cases  reach  a physician.  The 
thousands  of  such  cases  not  seen  by  the 
medical  profession  apparently  seldom,  if 
ever,  result  in  clinical  tetanus,  regardless  of 
legal  opinion. 

Summary 

The  problem  of  fishhook  removal  is 
presented,  emergency  instrumental  arma- 
mentarium is  suggested,  anesthesia  technic 
is  described,  and  the  technic  of  removal  in 
ten  situations  is  discussed  and  described. 

Precautions  to  be  used  under  special 
circumstances  such  as  eye  and  ear  and 
nasal  passages  are  discussed,  and  medica- 
tion is  discussed  with  reference  to  special 
circumstances. 

Town  of  Webb  Health  Center 
Old  Forge  13420 
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Basal  Cell 
Carcinoma  of  Nose 


IF  THE  DECEPTIVE  APPEARANCES  of  basal 
cell  carcinoma  are  recognized,  it  can  be 
diagnosed  early  and  cured  simply  by  com- 
plete excision  followed  by  a simple  method 
of  contour  restoration,  using  replacement 
grafts  from  the  ear.  The  basal  cell  can  take 
on  the  form  and  shape  of  almost  any  skin 
lesion  found  on  the  nose;  these  tumors,  if 
untreated,  extend  deep  into  the  skin  or 
mucous  membranes,  and  the  problem  be- 
comes more  advanced  and  complex.  Pre- 
disposing factors  are  sunlight,  radiation,  age 
and  endocrine  activity,  various  irritants, 
and  familial  predisposition.  Biopsy  is  the 
only  sure  method  of  diagnosis.  Adequate 
excision  must  include  the  tumor  with  normal 
skin  surrounding  and  a sufficient  layer 
of  deep  uninvolved  dermal  tissue  beneath. 
The  defect  can  be  repaired  satisfactorily,  per- 
mitting radical  excision.  An  excellent  cos- 
metic result  is  produced. 
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Basal  cell  carcinoma  of  the  nose  is  a 
common  lesion.  Ordinarily  its  growth  is 
slow  and  insidious,  and  frequently  it  simu- 
lates the  appearance  of  a simple  innocuous 
skin  growth.  When  the  diagnosis  is  finally 
made,  the  physician  may  fail  to  appreciate 
its  full  pathologic  potential  and  thus  under- 
treat, with  frequent  recurrences  as  the  in- 
evitable unfortunate  result.  Seen  early, 
the  basal  cell  carcinoma  may  be  easily 
cured.  The  problem  becomes  progres- 
sively complex  when  the  growth  is  allowed 
to  reach  an  advanced  stage. 

Despite  the  fact  that  the  tip  of  the  nose 
is  subjected  normally  to  early  scrutiny  by 
the  patient,  often  the  diagnosis  is  delayed 
until  the  growth  has  progressed  to  a formi- 
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dable  size.  The  fault  may  be  with  the  pa- 
tient for  ignoring  a chronic  lesion,  but  far 
too  frequently  the  diagnosis  is  missed  by 
the  examining  physician  who  fails  to  iden- 
tify the  lesion  because  of  its  chameleon-like 
character.  It  is  the  purpose  of  this  article 
to  unmask  the  deceptive  appearance  of  the 
basal  cell  carcinoma  so  that  it  will  be  diag- 
nosed early  and  to  offer  a simple  curative 
method  whereby  a complete  excision  is 
immediately  followed  with  a simple  method 
of  contour  restoration. 

Despite  the  varying  modalities  of  ther- 
apy employed  and  the  specialists  involved 
such  as  dermatologists,  radiologists,  and 
surgeons,  an  exceedingly  high  cure  rate 
should  be  anticipated.  However,  the  fear 
of  cosmetic  deformity  may  adversely  in- 
fluence the  vigorous  treatment  required  in 
most  cases.  The  rate  of  recurrence  or 
early  appearance  of  nearby  new  growths 
militates  against  a conservative  effort. 
The  radical  surgical  approach  may  grossly 
alter  the  nasal  contour  and  require  recon- 
struction by  grafted  tissue. 

Although  the  concept  of  complete  sur- 
gical excision  and  replacement  with  grafts 
from  the  ear  has  been  offered  before  in 
standard  plastic  surgical  journals  and  text- 
books, this  knowledge  is  not  common 
among  general  surgeons.  The  repair  is 
actually  simple  and  only  requires  some 
courage  and  slightly  more  technical  skill. 
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FIGURE  1.  Classical  basal  cell  carcinoma  with  pearly  edges  and  depressed  center  with  some  ulceration 
which  heals,  only  to  recur.  Mass  removed  down  to  nasal  cartilages,  taking  margin  of  5 mm.  normal  sur- 
rounding skin.  Defect  repaired  immediately  by  removing  part  of  ear  lobe  and  shaping  graft  by  thinning  fat 
at  edges  as  needed  for  good  nasal  contour.  (A)  Preoperative  photograph.  (B)  Postoperative  photograph. 
From  above  downward,  white,  teeth-like  structures  beneath  nasal  tip  are  a pearl  necklace.  Photo  taken  from 
above  to  demonstrate  how  graft  can  be  shaped  to  excellent  contour. 


A knowledge  of  the  histology  of  normal 
skin  is  fundamental  in  understanding  the 
myriad  forms  and  shapes  assumed  by  the 
deceptive  basal  cell  carcinoma. 

Variations  in  physical  appearance 

Basal  cell  carcinoma  simulating  ap- 
pearance of  cyst.  As  the  basal  cells 
project  their  cylindric  growths  downward  at 
a rapid  rate,  the  center  cells  begin  to  de- 
generate. This  occurs  before  there  is  a 
marked  outpushing  of  the  underlying 
fibrous  tissue  or  extensive  inflammatory 
reaction.  The  degenerating  center  mass 
liquefies  before  the  overlying  skin  breaks 
down.1  Further  liquefaction  results  in  the 
appearance  of  a small  but  superficial  cyst, 
not  unlike  a sebaceous  cyst. 

Basal  cell  carcinoma  imitating  nevus 
or  melanoma.  Interspaced  among  the 
basal  cells  are  the  multiple  small  dendritic 
melanoblasts.  When  the  basal  cells  start 
proliferating  to  form  a carcinoma,  there  is  a 
stimulation  of  the  melanoblasts  to  form 
excessive  brown  pigment.  Some  of  this 
pigment  is  taken  up  in  other  small  cells 
known  as  melanophores.  Part  of  the  over- 
abundant color  is  absorbed  by  the  basal 
cells  themselves,  concentrating  the  pigment 
at  the  superior  portion  of  the  cell  above  the 
nucleus  with  a bit  scattered  throughout  the 
cell.  If  there  is  an  extensive  overproduc- 
tion of  the  brown  pigment,  the  tumor  takes 
on  the  appearance  of  a nevus  or  a darkly 
pigmented  melanoma. 


Basal  cell  carcinoma  imitating 
superficial  keratosis.  Many  basal  cell 
tumors  are  very  slow  growing  and  form  a 
somewhat  elevated  thickening  of  the  skin 
simulating  a simple  keratotic  lesion.  Since 
there  is  merely  thickening  with  no  ulcera- 
tion or  raised  pearly  margins,  the  growth  is 
ignored  until  it  becomes  quite  indurated 
and  extensive.  At  this  point  it  may  be 
recognized  as  a basal  cell  carcinoma. 

Basal  cell  carcinoma  imitating 
superficial  skin  ulceration.  There  are 
many  individuals  who  have  thin  skin  with 
a tendency  toward  superficial  ulceration. 
Some  of  the  basal  cell  carcinomas  grow 
very  slowly  and  fail  to  cause  a response  in 
the  surrounding  corium.  However,  the 
very  superficial  epithelium  over  the  basal 
cell  breaks  down  early,  imitating  a shallow 
ulceration  which  fails  to  heal.  The  sur- 
rounding epithelium  attempts  to  bridge 
over  the  wound  and  succeeds,  only  to  de- 
generate again  (Fig.  1).  It  is  my  impres- 
sion that  this  type  of  ulceration,  growth,  and 
reulceration  is  most  common  in  those  in- 
dividuals who  have  been  exposed  to  sun- 
light or  radiation  sometime  in  the  past. 
The  tumors  are  usually  multicentric  and 
characteristically  form  many  foci  of  new 
tumor  formation  (Fig.  2). 

The  adenoid  type  of  basal  cell  car- 
cinoma. Basal  cells  can  also  simulate  an 
adenocarcinoma  of  sweat  gland  origin. 
Cylindric  processes  of  the  basal  cells  ap- 
proach the  corium  and  form  club-like  pro- 
jections which  fuse  and  form  an  interlacing 
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FIGURE  2.  Diffuse  infiltrating  basal  cell  carcinoma  with  no  definite  edges  simulating  superficial  skin  ulcer- 
ation. Entire  area  excised  to  normal  tissue.  Defect  replaced  with  composite  graft  of  cartilage  and  skin 
from  posterior  concha.  Pathology  showed  multicentric  foci  of  basal  cell  origins.  (A)  Preoperative  photo- 
graph. (B)  Postoperative  photograph  after  three  weeks. 


FIGURE  3.  Raised  tumor  similar  in  appearance  to  certain  squamous  cell  carcinomas.  This  mass  usually 
red,  firm,  circumscribed,  and  partially  ulcerated.  Tumor  totally  excised  along  with  underlying  nasal  carti- 
lage. Entire  tip  then  reconstructed  in  one  stage  by  grafting  portions  of  concha  cartilage  and  posterior  skin 
to  defect.  (A)  Preoperative  photograph.  (B)  Postoperative  photograph. 


network.  The  centers  of  these  masses 
degenerate  and  break  down  forming  acinus- 
like groupings  which  assume  the  appear- 
ance of  sweat  gland  adenocarcinoma.1 

Basal  cell  carcinoma  imitating  nod- 
ular squamous  cell  carcinoma.  Stimu- 
lation of  the  basal  layer  produces  an  over- 
production of  cells  extending  superficially 
to  form  a hard,  firm,  markedly  elevated 
mass.  The  rapid  growth  causes  super- 
ficial breakdown  of  the  corneum  giving  the 
lesion  the  appearance  of  a red,  raised,  firm 
mass,  not  unlike  a squamous  cell  carcinoma. 
Some  of  the  tumors  may  show  foci  of 
squamous  cells  or  pearls,  occasionally  cal- 
cified, in  the  center  of  the  basal  cell  nests. 


This  has  led  some  pathologists  to  designate 
such  tumors  as  basosquamous  cell  car- 
cinomas, although  most  prefer  not  to  use 
this  designation  if  the  lesion  possesses  any 
elements  of  squamous  cell  carcinoma  (Fig. 

3). 

One  can  thus  understand  from  the  mi- 
croscopic pathology  that  the  basal  cell  can 
take  on  the  form  and  shape  of  almost  any 
skin  lesion  found  on  the  nose.  The  rodent 
ulcer,  if  untreated,  eventually  invades  and 
penetrates  deep  into  cartilage  and  bone 
causing  great  destruction  (Fig.  4).  Other 
tumors,  resembling  the  superficial  cyst  or 
the  melanoma,  may  even  have  a verruca- 
like appearance.  They  are  usually  more 
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FIGURE  4.  Basal  cell  carcinoma,  rodent  ulcer  type,  simulating  keratosis.  Skin  irregularly  thickened  and 
irregularly  pigmented.  Skin  excised  to  cartilages  and  replaced  with  composite  graft  from  ear  lobe.  (A) 
Preoperative  photograph  with  lesion  outlined.  (B)  Postoperative  photograph. 


superficial  than  the  rodent  type  and  are  less 
destructive.  However,  when  these  growths 
are  located  at  the  inner  aspect  of  the  nose, 
inner  canthus,  or  the  junction  of  the  naso- 
labial fold  or  ala,  they  can  penetrate  deep 
into  the  underlying  bone  and  deeper  struc- 
tures. Once  the  tumor  mass  has  extended 
deep  into  the  skin  or  mucous  membrane, 
the  problem  is  markedly  aggravated  and 
death  may  ensue  despite  radical  surgery  or 
radiation. 

Predisposing  factors  in 
formation  of  basal  cell  carcinoma 

Sunlight.  The  most  significant  pre- 
disposing factor  is  exposure  to  sunlight. 
Starting  in  the  post- World  War  I period, 
the  fad  for  exposure  to  the  sun  has  pro- 
duced, and  still  produces,  individuals  who 
are  candidates  for  skin  degeneration  ten  or 
fifteen  years  after  constant  exposure.  Ap- 
parently the  actinic  rays  eventually  stim- 
ulate the  unrestricted  and  undifferentiated 
growth  of  basal  cells.  Characteristically, 
light-skinned  individuals  suffer  most  from 
exposure,  although  darker-skinned  persons 
may  eventually  be  affected  also.  The 
basal  cell  carcinoma  can  be  said  to  be  an 
occupational  disease  for  people  who  are 
exposed  to  the  sun  in  their  work  such  as 
sailors,  farmers,  policemen,  and  construc- 
tion workers. 

Radiation.  Another  predisposing 
factor  is  radiation.  Since  World  War  I 


there  has  been  a substantial  increase  in  the 
use  of  radiation.  Thousands  of  individ- 
uals have  been  subjected  to  x-ray  treat- 
ments given  for  completely  innocuous  pur- 
poses such  as  superfluous  hair,  acne,  and 
unimportant  superficial  skin  lesions  and 
infections.  These  rays  are  harmful  to  the 
skin  and  require  approximately  fifteen  to 
twenty  years  before  the  abnormal  effects 
are  finally  visible.  Most  of  the  lesions  are 
multiple  in  origin,  and  one  has  great  diffi- 
culty knowing  where  one  growth  ends  and 
another  begins.2  As  a rule,  exposed  sur- 
faces such  as  the  hands  and  face  are  in- 
volved. It  must  be  noted  that  in  certain 
parts  of  the  world,  there  is  a greater  in- 
cidence of  basal  cell  carcinoma  for  the 
white  population  as  compared  with  the 
surrounding  nonwhite. 

Age  and  endocrines.  The  basal  cell 
carcinoma  is  usually  a lesion  of  middle- 
aged  and  older  people,  although  it  can  and 
does  appear  in  the  young.  There  is  a certain 
maturation  and  atrophy  of  the  skin  neces- 
sary before  basal  cells  become  prevalent. 
The  endocrines  may  be  a factor  in  deter- 
mining limited  skin  production.  It  is  felt 
by  many  endocrinologists  that  the  aging 
process  brings  on  a degeneration  of  all  the 
skin  layers.1  As  the  skin  thins  losing  its 
subcutaneous  tissue,  there  is  a general  de- 
creasing blood  supply.  Skin  atrophy  ex- 
poses superficial  capillaries.  The  cornifica- 
tion  process  is  interfered  with,  allowing 
the  basal  layers  to  be  stimulated  by  external 
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FIGURE  5.  Sketches  show  composite  graft  utilizing  posterior  concha  skin,  subcutaneous  tissue,  and 
concha  cartilage  as  donor  site.  (A)  (1)  Outline  of  skin  margin  in  horizontal  shading.  (2)  Cartilage  taken  from 
medial  aspect  of  concha  as  shown  in  crisscross  shaded  areas.  (B)  Graft  layers:  (1)  skin,  (2)  subcutaneous 
tissue,  and  (3)  cartilage. 


irritants.  The  body  reaction,  therefore,  is 
to  create  excessive  basal  cells,  particularly 
on  the  face  and  hands.  Attempts  to  stay 
the  aging  processes  are  made  by  the  endo- 
crinologists who  lose  a bitter  fight  in  the  use 
of  local  and  parenteral  endocrines.  At  the 
present  writing,  the  authors  have  employed 
these  substances  in  conjunction  with  endo- 
crinologists only  to  find  that  their  results 
have  not  been  of  appreciable  value. 

External,  chemical,  and  physical 
irritants.  It  is  known  that  many  coal 
tar  products  constantly  applied  to  the  skin 
irritate  the  tissue  to  form  new  growths. 
However,  some  controversy  exists  as  to 
whether  or  not  external  irritants  such  as 
smoke  and  dust  and  by-products  of  coal, 
earth,  and  other  chemicals  produce  a 
higher  incidence  of  basal  cell  carcinoma 
than  under  normal  conditions.  Basal  cell 
carcinomas  do  occur  late  in  the  chronic 
scarring  and  breakdown  of  wounds  induced 
by  trauma  such  as  burns  (Marjolin’s  ulcer), 
although  squamous  cell  carcinoma  is  the 
more  commonly  resulting  tumor. 

Familial  predisposition.  An  interest- 
ing finding  in  the  formation  of  a basal  cell  is 
the  occasional  familial  tendency.  Individ- 
ual members  of  these  families  frequently 
have  pink  skin  and  fine  blond  hair.  As  age 
progresses,  the  skin  becomes  very  thin,  the 
pigment,  always  sparse,  seems  to  disappear. 


and  telangiectasia  develops  over  most  of 
the  face.  These  people  wrinkle  early  in 
adulthood  and  develop  a dry  parchment- 
like skin.  Exposure  to  the  sun  causes 
severe  blistering  and  redness.  Basal  cell 
degeneration  is  usually  found  early  in  these 
groups.  In  our  series,  we  have  had  two 
families  where  two  children,  as  young  as 
thirteen  years,  were  found  to  have  basal 
cell  growths  on  their  lips. 

Diagnosis 

The  biopsy  is  the  only  certain  method  of 
diagnosis.  One  is  loath  to  excise  a large 
area  on  a nose  without  proof  of  a destruc- 
tive lesion.  Cosmetic  implications  make 
for  conservatism.  A biopsy  would  insure 
the  surgeon  as  well  as  the  patient  of  the 
need  to  excise  a large  area  for  a cure.  If  the 
size  of  the  lesion  permits,  an  excisional  bi- 
opsy is  preferable,  for  it  reduces  the  dan- 
ger of  potential  tumor  dissemination  as- 
sociated with  piecemeal  biopsy.  If  a mela- 
noma is  suspected,  however,  complete  ex- 
cision is  always  indicated. 

Surgical  excision 

Since  adequate  excision  is  of  prime  im- 
portance in  the  prevention  of  basal  cell  car- 
cinoma recurrence,  great  care  must  be 
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FIGURE  6.  Sketches  of  composite  donor  sites. 
Ear  lobule  cut  through  and  through  with  number  11 
blade  knife.  Posterior  skin  surface  discarded  and 
lobule  fat  contoured  as  needed  to  fit  defect.  Donor 
site  simply  closed  with  catgut  5-0  plain  sutures  for 
deep  subcutaneous  tissue  and  6-0  black  silk  su- 
tures for  skin.  Donor  scar  in  lobe  hardly  detecta- 
ble. (A)  Site  of  incision.  (B)  Closure.  (C)  Skin 
cut  and  cartilage  removed  attached  to  skin.  Donor 
defect  surgically  closed  with  absorbable  4-0  plain 
catgut  sutures.  Skin  suture  lines  cannot  be  seen, 
since  it  is  behind  ear  in  concha-mastoid  crevice. 
Graft  sutured  to  nose  defect  with  6-0  black  silk. 
No  pressure  applied.  Wound  simply  covered  with 


exercised  to  remove  the  tumor  with  normal 
skin  surrounding  it  and  with  a sufficient 
layer  of  deep  uninvolved  dermal  tissue 
beneath  it.  The  greatest  degree  of  assur- 
ance is  derived  by  the  pathologist’s  report 
showing  adequate  clearance.  It  is  often 
advantageous  to  have  a frozen  section 
available  at  the  time  of  surgery.  Careful 
mapping  of  the  lesion  by  the  surgeon  is 
essential  for  precise  identification  in  the 
event  of  inadequate  excision.  Frequently 
an  unsuspected  or  undiagnosed  adjacent 
multicentric  lesion  is  inadvertently  picked 
up  in  the  specimen,  and  if  proper  identifica- 
tion has  been  pursued,  this  unsuspected 
lesion  can  be  adequately  excised. 

Surgical  repair  of  nasal  defect 

Primary  closures  are  satisfactory  after 
excision  of  small  tumors.  Larger  excisions 
require  more  complicated  repair  procedures 
in  the  form  of  grafts  or  flaps  and  are  best 
handled  by  plastic  surgeons.  The  authors 
have  enthusiastically  employed  free  com- 
posite grafts  from  the  ear  which  have  pro- 
duced excellent  results  in  a single-stage  pro- 
cedure. 

The  residual  defect  after  tumor  excision 
is  unavoidably  deep  and,  if  merely  grafted 
by  full-thickness  skin,  will  not  produce  the 
desired  nasal  contour.  The  ear  lobe  con- 
sists of  a sandwich  of  subcutaneous  fat  and 
fibrous  tissue  covered  by  skin  layers.  The 
thickness  of  the  lobe  provides  tissue  for 
ample  contouring.  If  cartilage  is  needed 
for  supporting  structure,  the  ear  concha 
can  provide  the  skin,  subcutaneous  tissue, 
and  the  needed  cartilage  (Fig.  5).  The  ear 
donor  sites  are  readily  closed  leaving  no 
cosmetic  deformity.  The  graft  is  sutured 
into  the  defect  as  quickly  as  possible,  using 
6-0  black  silk  sutures.  A grease  gauze 
dressing  is  placed  over  the  graft,  and  no 
pressure  is  ever  applied.  The  dressings 
are  not  disturbed  for  ten  days,  at  which 
time  the  wound  is  inspected  and  sutures  are 
removed  (Fig.  6).  It  is  generally  agreed 
that  the  mechanism  of  the  take  of  com- 
posite grafts  is  by  small-vessel  anastomosis 
between  the  host  area  and  the  graft  vas- 


xeroform  gauze  and  light  dressing  applied  to  keep 
wound  clean.  Dressing  not  disturbed  for  twelve 
days.  (1)  Skin.  (2)  Subcutaneous  tissue.  (3) 
Cartilage. 
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cular  bed.  The  majority  of  our  grafts 
appear  to  have  a pink  hue  by  the  eighth 
hour,  and  we  have  thus  assumed  that  some 
vascular  hookup  has  ensued.  Venous  con- 
gestion is  demonstrated  by  the  twenty- 
fourth  hour,  indicating  that  the  venous  side 
does  not  keep  up  with  the  arterial  vascular 
hookup. 

Athough  composite  grafts  rarely  fail, 
complications  may  occur  from  the  following 
causes:  (1)  hematoma,  (2)  infection,  (3) 

excessive  pressure,  and  (4)  inadequate 
blood  supply. 

Although  it  has  been  generally  conceded 
that  there  is  a danger  when  composite 
grafts  of  large  size  are  employed,  it  is  the 
feeling  of  the  authors  that  there  is  no  size 
limitation  in  taking  composite  grafts  from 
the  ear  in  restoring  defects  of  the  nose. 
The  entire  concha,  consisting  of  cartilage 
and  skin,  has  been  successfully  used  many 
times.  In  addition,  the  entire  lobule  has 
also  been  successfully  employed,  splitting 
it  to  make  twice  the  area  available. 

Comment 

The  use  of  composite  grafts  from  the  ear 
lobe  or  the  concha  is  not  new.  The  technic 
has  been  adequately  described  by  Brown 
and  Cannon3  and  has  repeatedly  appeared 
in  subsequent  surgical  literature.  The 
authors  of  this  article  have  performed  ap- 
proximately 75  composite  grafts  within  the 
last  three  years,  employing  extensive  por- 
tions of  the  concha  and  the  ear  lobe.  Satis- 
factory results  have  occurred  in  all  but  2 
cases,  and  these  failures  could  be  accounted 
for  by  the  badly  scarred  recipient  beds  on 
which  the  grafts  were  placed.  Whereas 
pressure  dressings  are  frequently  advan- 
tageous for  split-  and  full-thickness  grafts, 


such  pressure  on  composite  grafts  may 
compress  the  fine  blood  vessels  and  inhibit 
anastomosis  necessary  for  graft  nourish- 
ment. 

Summary 

The  diagnosis  of  basal  cell  carcinomas  of 
the  nose  may  be  confused  by  the  various 
forms  and  shapes  which  these  tumors  may 
assume.  Any  lesion  on  the  nose  which 
does  not  heal  within  a month  should  be 
submitted  to  biopsy.  Unfortunately,  diag- 
nosis is  frequently  missed  until  the  lesion 
has  become  extensive  and  destructive, 
while  early  diagnosis  and  adequate  excision 
cures  the  patient.  The  failure  to  obtain 
satisfactory  pathologic  clearance  by 
examining  all  margins  exposes  the  patient 
to  early  recurrence.  Pathologic  verifica- 
tion of  total  excision  is  only  assured  by  the 
pathologist  after  painstaking  examination 
of  the  specimen  in  all  quadrants  and  in 
depth.  The  repair  of  the  defect  is  never  the 
paramount  consideration,  for  it  is  the 
responsibility  of  the  surgeon  to  perma- 
nently rid  the  patient  of  his  disease.  The 
knowledge  that  the  defect  can  be  satisfac- 
torily repaired  will  always  permit  radical 
excision.  The  availability  of  the  ear  as  a 
source  of  repair  material  which  can  be 
readily  relied  on  to  produce  an  excellent 
cosmetic  result  should  instill  confidence  in 
those  surgeons  dealing  with  skin  tumors. 
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Despite  the  rare  occurrence,  absence 
of  the  vagina  has  become  a known  con- 
genital defect  which  has  produced  little 
controversy  concerning  treatment.  Ac- 
cording to  Burrage,1  this  anomaly  was 
first  described  by  Realdus  Columbus  in 
1752,  but  its  existence  must  certainly  have 
been  known  previously.  Engstad  in  1917 2 
reported  an  incidence  of  this  abnormality 
as  one  in  5,000  births,  while  Owens  in  19423 
found  that  6 cases  were  recorded  in  about 

500.000  female  hospital  admissions.  In- 
creased frequency  of  1 case  in  every  4,000 
female  patients  was  noted  by  Bryan  and 
Counseller  in  1949. 4 Nevertheless,  in  1895 
Neugebauer5  had  written  that  he  knew  of 

1.000  collected  cases  of  absence  of  the 
vagina. 

Embryology 

A review  of  the  embryologic  factors  will 
aid  in  our  understanding  of  this  anomaly. 
At  the  end  of  the  second  fetal  month, 
bilateral  miillerian  ducts  are  present  ad- 
jacent and  parallel  to  the  mesonephric 
ducts.  The  miillerian  ducts  begin  as 
a groove  in  the  coelomic  epithelium,  then 
the  upper  portions  form  the  fallopian  tubes, 
while  the  lower  portions  fuse  in  the  midline 
normally  to  form  the  uterus,  cervix,  and 
upper  part  of  the  vagina.  Partial  failure 
of  this  fusion  process,  with  consequent 
failure  in  establishing  connection  with  the 
urogenital  sinus,  accounts  for  the  congen- 
ital vaginal  aplasia.  In  a large  number  of 
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patients,  however,  the  fusion  process  has 
progressed  downward  to  the  cervical  level 
before  it  has  ceased,  resulting  in  the 
presence  of  a uterus  and  cervix. 

The  reported  high  frequency  (to  25 
per  cent)  of  associated  deformities  of  the 
urinary  system  is  thus  understandable. 
Such  anomalies,  also  having  an  indicative 
significance,  are  often  of  clinical  im- 
portance.6 

Methods  of  vaginal  construction 

Sneguireff7  in  1892  used  the  lower  part 
of  the  rectum  for  the  construction  of  a 
vagina,  which  has  become  known  in  the 
literature  as  Schubert’s  method.  On  the 
other  hand,  Baldwin8  employed  a trans- 
plant from  the  ileum.  Briefly,  these 
methods  were  reintroduced  with  the  ad- 
junctive use  of  antibiotics.  At  present, 
in  this  country  and  abroad,  few  surgeons 
make  use  of  the  intestine  and  then  generally 
of  the  sigmoid  portion.910  After  a “tun- 
nel” by  either  blunt  and/or  sharp  dis- 
section has  been  established  surgically 
to  simulate  a vagina,  the  walls  have  been 
let  alone  to  granulate  in11’12  or  are  lined 
with  skin  flaps  from  the  labia13  or 
thighs.14'15 

A nonsurgical  method  was  developed 
by  Frank16  whereby  simple  but  continuous 
pressure  on  the  perineum  in  the  area  of  the 
vaginal  “dimple”  results  in  an  increasingly 
deeper  depression.  After  intensive  treat- 
ment for  about  six  months,  a satisfactory 
vagina  may  be  obtained. 

In  his  first  case  of  congenital  absence 
of  the  vagina,  Abbe  used  a unilateral  flap 
of  skin  of  the  labia  minora  to  line  the 
tunnel  which  yielded  a poor  result.  He 
described  his  second  case  in  1898,  in  which 
he  used  a skin  graft  wrapped  over  a condom 
stuffed  with  iodoform  gauze.17  This 
method  has  become  the  most  universal  one 
for  vaginal  construction.  Mclndoe,18'19 
giving  due  credit  to  Abbe,  reintroduced  this 
inlay  method  and  added  an  important 
contribution  of  emphasizing  the  wearing 
of  a mold  for  six  months  to  prevent  con- 
tracture. What  material  is  used  as  a 
mold  or  stent  does  not  seem  to  influence  the 
result.10  19-23  Long-term  follow-up  has 
shown  adaptation  of  the  skin  to  its  new 
location  and  function  associated  with 
formation  of  rugae  and  cyclic  changes19  24 
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FIGURE  1.  Case  3.  Patient  showing  normal 
female  habitus.  T binder  used  to  keep  mold  in 
situ  during  postoperative  period. 


and  almost  normal  response  to  sexual 
stimuli  in  regard  to  secretion,  expansion, 
and  orgasmic  contraction.25 

An  original  technic  for  developing  the 
tunnel  as  described  by  Sheares26  merits 
special  mention.  With  a Hegar’s  dilator 
he  dilates  what  presumably  are  the  rem- 
nants of  the  miillerian  ducts,  thus  staying 
away  from  the  midline  and  taking  less 
chance  of  injuring  the  urethra  or  rectum. 
After  an  adequate  caliber  of  the  remnants 
has  been  obtained,  the  remaining  midline 
septum  is  easily  excised. 

Possible  occurrence  of  pregnancy 

Owens21  wrote:  “Many  of  these  women 
marry  and  participate  in  satisfactory 
sexual  relations,  only  lacking  in  the  ability 
to  conceive,”  while  Blocker22  added, 

. . but  also  the  almost  certain  probability 


Abbe’s  technic  for  construction  of  the 
vagina  was  used  in  3 patients  following  which 
1 of  the  patients  conceived.  For  this  inlay 
method,  a skin  graft  wrapped  over  a stuffed 
condom  is  used,  following  which  a mold  is 
worn  for  six  months  to  prevent  contracture. 
Other  methods  are  described.  Most  cases 
warrant  surgical  correction  for  the  patient  in 
the  late  teens.  With  the  Abbe  procedure  com- 
plications are  few  provided  the  postoperative 
treatment  is  conscientiously  carried  out. 


of  sterility  in  marriage.”  Nevertheless, 
he  referred  to  Whittemore27  who  had 
reported  the  occurrence  of  two  pregnancies 
in  1 patient.  In  a review  of  the  literature, 
a striking  observation  is  noted,  namely, 
that  patients  are  usually  described  as 
being  “well-developed”  (Fig.  1).  Most 
of  them  also  complained  of  vague  ab- 
dominal cramps,  backache,  and  other 
symptoms,  more  or  less  at  monthly  inter- 
vals, without  actually  menstruating.  Ab- 
dominal findings  at  exploration  are  often 
reported  such  as  hypoplastic  uteri  asso- 
ciated with  small  or  absent  lumina  and 
an  occasional  bicornuate  uterus.  The 
tubes  and  ovaries  are  almost  always  normal. 

Pregnancy  following  vaginal  construc- 
tion was  reported  by  Dolbeau28  as  early  as 
1874.  Since  then  several  other  reports 
have  appeared26’2729-31;  Pilkington  in 
195932  collected  up  to  23  cases  of  patients 
with  vaginas  constructed  according  to 
Abbe’s  technic.  In  addition,  the  authors 
herein  report  3 cases  of  their  own  in  which 
this  technic  was  used  for  construction  of 
the  vagina,  following  which  1 of  the  patients 
conceived. 

Indications  for  surgery 

Frank  and  Geist14  emphasized  that 
surgical  treatment  is  justifiable  only  in 
patients  who  are  either  married,  planning 
to  be  married,  or  in  single  individuals 
with  strong  sexual  impulses.  Occasionally 
it  is  indicated  in  cases  of  an  absent  vagina 
due  to  surgery  and/or  radiation  therapy 
for  cancer.11-33  Abbe’s  technic  also  seems 
to  be  most  suitable  in  these  cases. 
Influenced  by  present-day  morals  and 
sexual  behavior,  we  are  of  the  opinion 
that  most  cases  warrant  surgical  correction 
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for  the  patient  in  the  late  teens  whether 
marriage  is  anticipated  in  the  near  future 
or  not.  We  can  see  no  contraindications 
for  the  Abbe  procedure,34  since  complica- 
tions are  few  provided  the  postoperative 
treatment  is  conscientiously  carried  out.9 
In  case  of  failure  of  the  graft  to  take, 
waiting  for  healing  per  secundam  does  not 
seem  to  influence  the  final  result. 

Case  reports 

Case  1.  A seventeen-year-old  unmarried 
white  female  was  admitted  to  St.  Barnabas 
Medical  Center  with  a diagnosis  of  appendicitis. 
Laparotomy  revealed  absence  of  both  fallopian 
tubes,  the  uterus,  and  the  upper  part  of  the 
vagina.  The  ovaries  were  present.  Biopsies 
were  taken  and  the  appendix  removed.  Six 
months  later  Abbe’s  type  of  vaginal  construc- 
tion was  done  with  a Pyrex  tube,  five  and  a half 
inches  in  circumference  and  four  and  a half 
inches  in  length,  as  a mold.  The  patient  was 
discharged  fifteen  days  later;  the  Pyrex  tube 
was  worn  for  six  months.  Re-examination  four 
years  later  revealed  an  adequate  vaginal  cavity 
with  natural  convolutions  of  the  walls.  The 
patient  appeared  quite  satisfied  with  this  con- 
structed vagina. 

Case  2.  An  unmarried  white  female,  at  age 
nineteen,  began  to  wonder  why  a menstrual 
period  had  not  taken  place  up  to  this  time. 
The  examining  physician  made  the  diagnosis  of 
unperforated  hymen.  An  incision  was  made  in 
the  suspected  area,  but  no  vaginal  cavity  was 
found.  Abdominal  palpation  suggested  an 
atrophic  uterus  and  the  presence  of  one  ovary. 
No  abdominal  exploration  was  carried  out. 
Vaginal  construction  was  done  following  Abbe’s 
technic  with  a rubber  condom  stuffed  with 
sponge  rubber  as  a mold.  The  postoperative 
course  was  uneventful,  and  the  patient  was  dis- 
charged after  hospitalization  for  fourteen  days. 
She  was  instructed  to  use  Young’s  dilator  to 
prevent  contraction.  Nine  years  later  the 
vagina  admitted  four  fingers  and  was  found  to 
be  four  and  a half  inches  deep.  The  walls  had 
the  appearance  of  normal  vaginal  mucosa  with 
rugae  present.  The  patient  stated  that  she 
had  a normal  sex  life  and  was  satisfied  with  the 
constructed  vagina. 

Case  3.  At  the  age  of  thirteen,  the  absence 
of  a vagina  was  noted  in  this  patient  because  of  a 
hematocolpos.  Physical  examination  revealed 
the  presence  of  a uterus  and  adnexa.  A tract 
was  established  between  the  cervix  and  the 
vulva.  The  patient  was  thus  able  to  have  a 
normal  menstrual  period.  At  the  age  of  nineteen 
she  became  engaged  to  be  married,  and  a vaginal 
construction  was  undertaken  according  to 
Abbe’s  technic,  the  skin  graft  being  wrapped 
around  a Pyrex  tube  (Fig.  2).  The  channel  was 
made  up  to  the  cervix.  Two  weeks  later  inspec- 
tion of  the  created  vagina  revealed  that  the 


FIGURE  2.  (A)  Split-thickness  skin  graft  wrapped 
around  Pyrex  tube  “inside  out.”  (B)  Pyrex  tube 
with  graft  in  situ. 


cervical  os  had  already  eroded  through  the  skin 
graft  (Fig.  3).  The  Pyrex  tube  was  used  con- 
stantly for  three  months,  and  then  only  at  night. 
The  patient  subsequently  married  and  con- 
ceived. The  pregnancy  was  carried  up  to  six 
months,  at  which  time  premature  labor  started. 
A cesarean  section  was  done,  but  the  infant  did 
not  survive.  At  present  regular  menses  are  re- 
established, and  intercourse  is  held  without 
difficulties. 

Summary 

The  methods  of  vaginal  construction 
are  briefly  reviewed.  Abbe’s  technic  is 
found  to  give  an  universally  good  result. 
Three  cases  of  patients  with  absence  of 
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FIGURE  3.  (A)  Vagina  two  weeks  postoperatively. 
(B)  Cervical  os  spontaneously  eroded  into  lumen  of 
vagina. 


the  vagina  whose  anomaly  was  corrected 
by  this  method  are  described.  One  of 
the  patients  subsequently  conceived. 
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T he  satisfactory  management  of  almost 
any  surgical  procedure  requires  efficient 
hemostasis.  In  addition,  surgical  care 
involves  considerations  of  hemostasis,  both 
diagnostic  and  therapeutic,  before  and  after 
a surgical  procedure  itself.  A bleeding 
surgical  patient  will  usually  have  an  obvious 
site  of  bleeding,  and  the  surgeon  will  find  his 
knowledge  and  skill  to  be  adequate  if  the 
technical  problem  is  not  too  great.  In  his 
usual  successes  the  surgeon  may  forget  he 
has  an  efficient  ally  in  his  struggles — the 
normal  hemostatic  mechanisms  of  the 
patient’s  body. 

When  the  rare  patient  is  encountered  in 
whom  the  normal  hemostatic  mechanism  is 
seriously  impaired,  the  surgeon  may  be- 
come only  too  aware  of  the  value  of  the 
body’s  assistance  in  hemostasis.  The  prob- 
lem of  abnormal  bleeding  may  arise  at  any 
stage  of  surgical  care:  before  a contem- 

plated procedure,  during  surgery,  or  as  a 
postoperative  complication.  The  problem 
may  be  only  a potential  one,  such  as  when 
surgery  is  desirable  in  a patient  with  a 
known  or  suspected  hemostatic  deficiency. 
It  may  be  a diagnostic  one  as  in  a patient  in 
whom  it  may  be  difficult  to  tell  whether 
bleeding  is  resulting  from  a surgical  lesion 
or  from  a hemostatic  deficiency.  Perhaps 


the  most  dramatic  ones  are  those  in  which 
the  abnormal  bleeding  begins  as  an  opera- 
tive or  postoperative  complication. 

These  problems  of  abnormal  hemostasis 
in  the  surgical  patient  are  often  urgent  and 
most  complicated.  Since  the  patients  are 
usually  otherwise  salvable,  prompt  and 
intelligent  action  is  indicated.  If  in  some 
localities  there  is  a hiatus  in  patient  care,  it 
is  not  too  difficult  to  understand.  The 
surgeon  may  find  it  difficult  to  remain  cur- 
rent with  recent  hematologic  advances  by 
cursory  references  to  the  literature.  Ap- 
propriate articles  are  usually  in  other  than 
surgical  journals  and  are  technical  and 
frequently  argumentative.  Clarifying  and 
summarizing  articles  and  books  may  be 
voluminous  and  complicated.  On  the 
other  hand,  the  surgeon’s  colleague  with 
hematologic  training  may  be  less  interested 
in  the  infrequent  problems  encountered  in 
the  urgent  and  complex  surgical  situation 
than  in  the  more  chronic  hematologic  prob- 
lems which  lend  themselves  much  better  to 
careful  and  controlled  laboratory  study  and 
analysis. 

The  solution  to  such  a hiatus  in  patient 
care  lies  in  intelligent  cooperation  by  all 
members  of  the  therapeutic  team,  spon- 
sored by  mutual  interest  in  the  problem, 
and  to  this  end  we  offer  this  report.  The 
subject  of  abnormal  bleeding  in  the  surgical 
patient  is  covered  only  with  difficulty  even 
in  symposia  and  textbooks.  Nevertheless, 
we  will  attempt  to  analyze  it  as  simply  as 
possible  with  emphasis  on  physiologic 
mechanisms  and  diagnostic  considerations, 
the  understanding  of  which  represents  the 
first  step  toward  intelligent  therapy.  The 
surgical  viewpoint  will  alter  the  points  of 
emphasis  usually  made  in  such  reports. 
The  oversimplification  and  incompleteness 
inherent  in  such  a summarizing  report  will 
be  supplemented  by  frequent  references  to 
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FIGURE  1.  Intrinsic  haemostatic  equilibrium.6 


use  as  a guide  for  further  study  by  the 
interested  or  critical  reader. 

Physiologic  considerations 

General  concepts.  This  report  will 
deal  largely  with  the  role  of  the  platelets 
and  other  blood  coagulation  factors  and 
their  balance  with  the  fibrinolytic  system, 
but  we  must  not  assume  that  blood  coagula- 
tion and  hemostasis  are  synonomous  terms. 
In  addition  to  the  important  intravascular 
factors,  hemostasis  involves  extravascular 
factors  and  the  competency  of  the  vascular 
wall  itself. 1 ~5  Contraction  of  blood  vessels, 
slowing  of  blood  flow,  pressure  in  the  sur- 
rounding tissues,  and  other  local  factors 
play  important  roles  in  spontaneous  cessa- 
tion of  a hemorrhage.  Hemostasis  may  be 
most  difficult  at  sites  where  support  is  lack- 
ing, as  in  the  mucous  membranes  of  the 
gums  and  in  the  gastrointestinal,  geni- 
tourinary, and  respiratory  tracts.  Con- 
genital deficiencies  of  the  vascular  wall  or 
increased  permeability  due  to  infection, 
nutritional  defect,  or  allergy  may  play  at 
least  a contributing  role  in  deficient  hemo- 
stasis. 

A sequence  of  events  is  discernible  in 
coagulation  of  blood,  both  in  hemostasis 
and  in  thrombosis.  First,  we  have  platelet 


aggregation  which  is  reversible.  This  is 
followed  by  formation  of  a platelet  clot,  and 
the  third  step  is  the  development  of  a fibrin 
clot.  In  the  first  two  steps  the  platelets 
play  the  primary  role,  although  certain  of 
the  clotting  factors  are  necessary.  In  the 
third  step  the  clotting  factors  are  predomi- 
nant, although  the  platelets  also  have  a 
role.  It  is  of  interest  that  in  the  absence  of 
overt  trauma  the  coagulation  factors  seem 
of  secondary  importance.  Satisfactory  he- 
mostasis is  maintained  by  steps  one  and 
two.  Examples  are  heparin  therapy  where 
the  third  step  is  prevented  and  congenital 
afibrinogenemia  where  the  third  step  is  im- 
possible. 

It  is  when  one  gets  to  the  submicroscopic 
that  one  is  struck  with  the  dynamic  nature 
of  hemostasis.  Factors  tending  toward 
coagulation  coexist  in  balance  in  the  body 
with  equally  dynamic  forces  preserving 
fluidity  of  the  blood.  It  is  the  concept  of 
some  that  coagulation  and  fibrinolysis  are 
going  on  simultaneously  in  the  body  at  all 
times.2,6-10  These  processes  are  thought  to 
take  place  primarily  at  the  periphery  of 
blood  vessels,  and  the  delicate  balance 
between  the  two  influences  permeability. 
In  the  over-all  economy  of  the  body,  it  may 
be  that  derangements  tending  toward 
hypercoagulable  states  are  more  significant 
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than  those  tending  toward  bleeding  situa- 
tions, but  it  is  with  the  latter  that  we  will 
concern  ourselves  here. 

Regardless  of  whether  or  not  there  is  a 
continuous  process  of  coagulation  and  lysis, 
there  can  be  no  doubt  of  the  dynamic  na- 
ture of  hemostasis.  A complicated  system 
of  check  and  balance  exists  along  with  other 
sets  of  countercheck  and  counterbalance. 
These  forces  are  illustrated  in  Figure  1. 
We  will  first  discuss  the  physiology  of  the 
forces  tending  toward  the  formation  of  a 
clot  and  then  the  physiology  of  the  forces 
limiting  excess  clot.  It  can  be  appreciated 
that  a bleeding  tendency  may  result  from 
deficiency  of  coagulation  factors,  from  ex- 
cess of  lytic  factors,  or  from  a combination 
of  the  two. 


Blood  coagulation.  The  classical 
theory  of  blood  coagulation  was  established 
by  Morawitz  in  1905  as  involving  a conver- 
sion of  prothrombin  to  thrombin  by  the 
action  of  thromboplastin  and  subsequent 
proteolysis  of  fibrinogen  by  the  thrombin  to 
form  fibrin.  This  is  still  accepted  today, 
but  a great  body  of  knowledge  has  de- 
veloped as  to  the  preliminary  steps  to  the 
formation  of  the  thromboplastin.  In  addi- 
tion, proper  completion  of  intermediary 
steps  in  the  conversion  of  fibrinogen  to  a 
firm  fibrin  clot  is  essential,  and  here  coagu- 
lation merges  most  intimately  with  the 
opposing  system  of  fibrinolysis. 

A number  of  new  clotting  factors  have 
been  discovered,  a deficiency  of  any  of 
which  may  result  in  inadequate  formation 
of  thromboplastin.  The  generally  accepted 
factors  are  listed  in  Figure  2.  Factors  I 
through  IV  represent  the  components  of  the 
classical  theory,  and  there  is  no  factor  VI, 
that  factor  having  been  discovered  to  be  a 
duplication  of  another.  The  new  factors 
have  been  largely  discovered  by  finding 
patients  with  congenital  absences  and  sub- 
jecting these  patients  to  extensive  hema- 
tologic investigation.51112  The  research 
has  been  most  complex  and  the  literature 
most  confused  until  recently.  The  new 
factors  are  trace  proteins  diluted  many 
times  in  the  blood  stream.  These  dilution 
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FIGURE  3.  Blood  coagulation,  modern  view.  Basic  elements  of  classical  theory  blocked  in. 
2430  New  York  State  Journal  of  Medicine  / September  15,  1966 


Stage  1 


Stage  2 


Stage  3 


XII 

Platelet 

VIII 

IX 

XI ►Plasma  Thromboplastin 

plus 

V 

VII 

X 

-1  1 

Ca ►Activated  Thromboplastin 


Prothrombin ►Thrombin 

Fibrinogen  ► Fibrin 


FIGURE  4.  Blood  coagulation,  simplified.  Elements  of  classical  theory  of  coagulation  blocked  in. 


problems  and  the  biologic  nature  of  the 
tests  add  greatly  to  the  complexity  of 
research. 

A modern  concept  of  the  coagulation 
process  is  depicted  in  Figure  3.  The 
newly-discovered  coagulation  factors  are 
concerned  in  the  intricate  interreactions 
which  result  in  the  thromboplastin  of  the 
classical  theory.  The  newer  knowledge  as 
to  the  steps  in  the  last  phases  of  coagulation 
will  be  emphasized  more  when  considering 
the  physiology  of  fibrinolysis. 

A simplified  illustration  of  the  coagula- 
tion process  is  depicted  in  Figure  4.  While 
this  figure  may  not  take  into  account  some 
of  the  disagreements  in  the  literature  as  to 
the  exact  mode  of  interaction  of  some  of  the 
coagulation  factors,  it  can  serve  as  a good 
working  basis  for  clinical  consideration. 
Three  stages  are  depicted.  Stage  I is  con- 
sidered as  an  interaction  of  platelets  with 
factors  VIII,  IX,  XI,  and  XII  to  produce 
plasma  thromboplastin.  A defect  of  factor 
VIII  is  classical  hemophilia;  defects  of 
factors  IX  and  XI  give  hemophilia-like 
diseases.  The  second  stage  is  considered  to 
be  the  conversion  of  this  plasma  thrombo- 
plastin into  an  activated  thromboplastin 
due  to  the  interaction  of  factors  V,  VII,  X, 
and  calcium.  The  activated  thrombo- 
plastin then  converts  prothrombin  to 
thrombin.  Defects  here  are  reflected  in  the 
prothrombin  time  as  in  bishydroxycou- 
marin  (Dicumarol)  therapy.  Stage  III  is 
the  conversion  of  fibrinogen  to  fibrin 
through  the  action  of  thrombin.  Fibrino- 
lytic problems  chiefly  involve  this  stage. 


Fibrinolysis.  Now  that  we  have 
briefly  considered  the  process  of  coagula- 
tion, a deficiency  of  which  may  lead  to 
bleeding,  let  us  consider  the  physiology 
involved  where  there  is  excessive  destruc- 
tion of  the  clot.6-810- 13-17 

Some  similarity  can  be  noted  between  the 
coagulation  and  plasminogen-plasmin  sys- 
tems. Just  as  thrombin  is  a proteolytic 
enzyme  capable  of  converting  fibrinogen  to 
fibrin,  in  the  fibrinolytic  system  the  final 
product  plasmin  is  a proteolytic  enzyme 
capable  of  attacking  not  only  fibrinogen  but 
also  fibrin  and  other  proteins.  Just  as 
there  are  built-in  safeguards  in  the  coagula- 
tion system  in  the  form  of  natural  anti- 
coagulants, so  there  is  a similar  system  of 
countercheck  in  the  plasminogen-plasmin 
system.  Indeed,  since  plasmin  is  a non- 
specific proteolytic  enzyme  it  is  not  sur- 
prising that  the  plasma  contains  large 
amounts  of  antiplasmin  as  a defense  against 
it. 

Just  as  coagulation  factors  exist  normally 
in  the  blood  to  be  activated  by  appropriate 
stimuli,  so  does  the  blood  normally  contain 
plasminogen  and  activators.  Activators 
appear  to  be  highly  specific  proteolytic 
enzymes  capable  of  splitting  several  pep- 
tides out  of  plasminogen.  Normally,  these 
activators  are  present  only  in  trace  amounts 
in  plasma,  but  their  level  rises  sharply  with 
a great  variety  of  physiologic  and  phar- 
macologic stimuli  which  include  exercise, 
anoxia,  ischemia,  or  injection  of  nicotinic 
acid,  epinephrine  (Adrenalin),  or  pyrogens. 
In  these  circumstances  the  clot-dissolving 
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FIGURE  5.  Plasminogen-plasmin  system.18 


activity  of  the  plasma  is  enhanced,  but 
little  plasma  proteolysis  is  evidenced.  We 
assume  that  in  many  conditions  the  en- 
hancement of  fibrinolytic  activity  is  physi- 
ologic and  beneficial. 

The  question  may  well  arise  as  to  how  the 
nonspecific  proteolytic  enzyme  plasmin  can 
function  physiologically  in  the  lysis  of  clots 
without  simultaneous  destruction  of  other 
proteins.  Figure  5 helps  to  explain  this. 
When  a clot  forms,  plasminogen  is  deposited 
within  the  interstices  in  significant 
amounts.  When  activated,  it  functions 
within  the  fibrin  meshwork  in  the  absence  of 
any  significant  amount  of  inhibitor,  while 
any  excess  plasmin  escaping  to  the  plasma  is 
neutralized  by  antiplasmin. 

In  contrast  to  this  physiologic  dissolution 
of  clots,  we  occasionally  get  states  of  ex- 
cessive plasma  proteolysis  which  are  asso- 
ciated with  an  acute  or  chronic  coagulation 
disorder.  When  the  onset  is  sudden  or 
severe,  a severe  hemorrhagic  diathesis  may 
develop  rapidly.  The  most  striking  finding 
is  poor  and  slow  blood  clotting  in  vitro  even 
after  the  addition  of  thrombin,  and  the  clot 
that  forms  is  loose  and  friable.  Subse- 
quently, the  clot  undergoes  spontaneous 
dissolution  in  a matter  of  minutes  to  hours. 

Using  Figures  1 and  3 we  may  attempt  to 
localize  the  major  fault.  During  the  pro- 
teolysis of  fibrinogen  by  plasmin  several 
large  fragments  are  released  which  act  as 
anticoagulants  as  depicted  by  the  reverse 
arrows  in  Figure  1.  Their  site  of  inhibition 
is  not  on  the  thrombin  reaction  per  se  but 


rather  on  the  subsequent  step,  the  poly- 
merization of  the  fibrin  monomer.  By 
competetive  inhibition  they  prevent  the 
formation  of  the  long  insoluble  polymers  of 
the  normal  clot.  In  situations  where  there 
is  rapid  release  of  large  amounts  of  fibrin 
breakdown  products  (combined  intravas- 
cular clotting  and  fibrinolysis),  these  prod- 
ucts contribute  similarly  to  the  hemorrhagic 
diathesis.16-17 

The  findings  of  pathologic  fibrinolysis  due 
to  hyperplasminemia  are  quite  typical  and 
are  depicted  in  Figure  6.  The  first  four 
abnormalities,  those  deeding  largely  with 
the  abnormal  clot,  can  be  related  directly  to 
the  products  of  fibrinogen  proteolysis. 

The  most  severe  hemorrhagic  diathesis 
occurs  when  the  hyperplasminemia  is 
stimulated  by  an  intravascular  clotting 
condition  in  the  body  or  where  such  clotting 
condition  coexists  with  the  hyperplas- 
minemia.141517 In  addition  to  the  picture 
in  Figure  6 we  then  have  added  consump- 
tion of  coagulation  factors  in  formation  of 
the  clot.  Thus,  we  may  also  have  a 
markedly  reduced  platelet  count  and  more 
severe  lack  of  fibrinogen  and  factors  VIII 
and  V. 

Help  from  the  laboratory 

Confronted  with  a bleeding  problem  we 
generally  turn  to  the  laboratory  in  an 
attempt  to  localize  the  defect  and  guide  the 
therapy.18-23  Figure  7 is  a greatly  over- 
simplified chart  designed  to  help  localize 
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FIGURE  6.  Pathologic  fibrinolysis  due  to  hyperplasminemia.17 


simpler  problems.  Where  multiple  defects, 
circulating  anticoagulants,  or  very  severe 
defects  of  any  factor  (especially  factors 
VIII,  IX,  or  V)  are  present,  the  picture  may 
be  very  confusing.18 


When  there  is  only  a vascular  wall  defect, 
the  only  findings  will  be  a positive  tourni- 
quet test  and  sometimes  a prolonged  bleed- 
ing time.  A platelet  deficiency,  quantita- 
tive or  qualitative,  will  have  those  findings 
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and  others.  In  thrombocytopenia  the 
platelet  count  will  be  low;  in  thrombopathy 
the  appearance  of  the  platelet  on  the  smear 
may  or  may  not  be  altered.  Clot  retrac- 
tion will  be  impaired  in  both.  Since  plate- 
lets are  important  in  the  first  stage  of 
coagulation,  tests  of  that  phase  may  be 
altered.  This  is  more  apt  to  occur  with 
thrombopathies  than  with  thrombocyto- 
penias, because  only  a few  normal  platelets 
seem  to  be  sufficient  to  ensure  a normal  first 
stage.  Coagulation  defects  usually  will  not 
show  abnormality  of  tourniquet  test  or 
bleeding  time  (nor  of  platelet  studies,  of 
course)  since  these  reflect  vascular  integrity 
and  platelet  function. 

A Stage  I defect,  as  in  hemophilia,  should 
show  abnormal  clotting,  prothrombin  con- 
sumption, and  partial  thromboplastin  tests. 
The  latter  test  does  not  reflect  platelet 
deficiencies.  The  thromboplastin  genera- 
tion test  will  differentiate  between  defects 
of  the  various  factors  of  this  stage.  The 
prothrombin  time  will  be  normal.  A Stage 
II  defect,  as  in  bishydroxycoumarin  ther- 
apy,  will  be  characterized  by  a prolonged 
prothrombin  time.  Tests  for  Stage  I may 
also  be  abnormal,  varying  with  the  factor 
involved  (thromboplastin  generation  test, 
prothrombin  consumption)  or  with  the 
severity  of  the  defect  (partial  thromboplas- 
tin test,  clotting  time).  A Stage  III  defect, 
a lack  of  fibrinogen,  will  have  prolonged  or 
no  clotting,  and  this  will  be  reflected  in 
most  coagulation  tests  which  usually  utilize 
formation  of  a clot  as  an  end  point.  This, 
however,  is  the  only  defect  where  addition 
of  thrombin  will  not  result  in  immediate 
clotting. 

The  defect  associated  with  excessive 
fibrinolysis  (hyperplasminemia)  is  a com- 
plex one  as  indicated  in  Figure  6.  The 
main  defect  lies  in  Stage  III.  Severe  de- 
fects may  be  evident  from  lack  of  coagula- 
tion or  early  lysis  of  blood  in  a test  tube. 
In  lesser  defects  thrombin  times  done  im- 
mediately and  at  hourly  intervals  (serial 
thrombin  time)  are  perhaps  as  good  a guide 
as  any  to  the  state  of  over-all  hyperactivity 
of  the  system.  15_17-24~27  The  euglobulin 
clot  lysis  time,  one  of  many  variants  of  the 
whole  blood  clot  lysis  time,  is  a quick  and 
sensitive  way  to  determine  the  amount  of 
plasminogen  activator  present. 10  - 28  It  may 
indicate  excessive  fibrinolysis  before  a 
bleeding  episode  and  persist  after  cessation 


of  bleeding,  while  the  thrombin  times  tend 
to  be  more  of  an  estimate  of  the  over-all 
proteolytic  activity  and  probably  better 
parallel  the  bleeding  tendency.24  26 

As  alluded  to  previously,  a severe  depres- 
sion of  platelets  and  a particularly  severe 
depression  of  fibrinogen  and  factors  VIII 
and  V in  association  with  fibrinolysis  should 
lead  to  suspicion  of  a significant  underlying 
or  coexisting  intravascular  clotting  condi- 
tion.141617 Thrombin  and  prothrombin 
times  are  apt  to  be  particularly  impaired, 
and  the  body’s  attempt  to  compensate  may 
be  evidenced  by  an  accelerated  thrombo- 
plastin generation  test.  However,  these 
are  all  differences  of  degree,  and  there  is  no 
thoroughly  reliable  way  to  establish  the 
extent  and  significance  of  the  intravascular 
coagulative  process  associated  with  a given 
state  of  hyperplasminemia. 

Diagnosis  summarized 

The  patient  with  a hemorrhagic  diathesis 
will  usually  have  a family  and/or  personal 
history  of  unusual  bleeding.  This  is  not  as 
true  for  platelet  defects  as  for  congenital 
coagulation  defects.29  Even  in  the  latter  it 
is  becoming  increasingly  realized  that  mild 
hemophilia  may  show  up  only  under  great 
stress,  such  as  in  an  extensive  surgical 
procedure.  But  with  these  reservations  in 
mind,  and  realizing  on  the  other  hand  that 
local  factors  may  contribute  to  excess 
bleeding,  one  may  attach  importance  to  the 
history  of  hemostatic  competency,  or  the 
lack  of  it,  after  a tooth  extraction  or  pre- 
vious surgery.  In  situations  where  the 
possibility  of  fibrinolysis  exists,  urgent  de- 
mands for  treatment  may  sometimes  take 
precedence  over  precise  diagnosis,  and  here 
clinical  suspicion  from  history  available 
may  assume  great  practical  importance. 

A good  history  and  physical  is  necessary. 
In  suspected  coagulation  defects  the  addi- 
tion of  a tourniquet  test,  a platelet  count 
and  smear,  a prothrombin  time  for  Stage  II, 
and  a partial  thromboplastin  time  for  Stage 
I provides  a screening  routine  of  high  accu- 
racy.23 In  suspected  fibrinolytic  disorders, 
thrombin  times  (probably  serial)  and  a clot 
lysis  test,  preferably  the  euglobulin  test, 
may  be  included.  Routine  bleeding  and 
clotting  times  are  notoriously  misleading 
and  certainly  by  themselves  are  totally 
inadequate  for  screening  purposes.11-1819  21' 
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23-29  A carefully  performed  bleeding  time 
does  have  merit  as  possibly  the  only  labora- 
tory clue,  except  a tourniquet  test,  to  von 
Willebrand’s  disease  and  as  an  occasional 
indicator  of  platelet  dysfunction.  The  Lee- 
White  clotting  time  has  merit  in  following 
heparin  therapy  and  as  a crude  overall  in- 
dicator of  the  competency  of  the  coagu- 
lation mechanism.  The  coagulation  spec- 
ialist will  undoubtedly  include  additional 
tests,  some  most  complicated,  in  his  analysis 
of  any  complex  problem. 

Hemorrhagic  diseases 

A discussion  of  the  hemorrhagic  diseases 
will  be,  of  necessity,  far  from  complete. 
Certain  problems  are  emphasized  either 
because  of  their  application  to  surgical  care 
or  to  illustrate  points  stressed  in  the  discus- 
sion of  physiology. 

The  hemorrhagic  diseases  can  be  outlined 
as  follows: 

Defects  of  vessels  (purpuras) 

Defects  of  platelets  (purpuras) 

Defects  of  fibrin  clot  (coagulopathies) 
Congenital 
Acquired 
Iatrogenic 
Hepatic 
Obstetric 

Pathologic  anticoagulants 
Fibrinolytic  disorders 

The  vessel  wall  and  platelet  defects  usually 
result  in  purpura.  In  coagulation  defects 
the  normal  action  of  platelets  will  stop 
hemorrhage  from  a wound  or  defect  of 
smaller  vessels,  and  hemorrhage,  when  it 
occurs,  tends  to  follow  trauma  to  larger 
vessels  and  results  in  profuse  local  bleeding. 

Vascular  wall  defects  may  be  of  congeni- 
tal, infectious,  nutritional,  or  allergic  ori- 
gin. 1 -5  When  they  are  of  obvious  surgical 
significance  they  are  almost  always  com- 
bined with  other  more  significant  defects  of 
platelets  or  coagulation  factors.  The  im- 
portance of  the  vascular  factor  in  unex- 
plained bleeding  at  surgery  is  a matter  of 
much  interest  and  controversy  among 
hematologists. 

The  platelets  function  in  coagulation  in 
all  stages.13612'27'30  -32  Thrombocytope- 
nia is  a frequent  form  of  defective  hemos- 
tasis. Idiopathic  thrombocytopenic  pur- 
pura and  the  thrombocytopenias  associated 
with  bone-marrow  invasion,  with  various 


types  of  hypersplenism,  and  with  ingestion 
of  some  drugs  are  fairly  common  entities. 

Thrombopathies  are  not  as  well  under- 
stood as  the  thrombocytopenias.  The 
fairly  frequent  discrepancy  between  the 
level  of  thrombocytopenia  and  the  bleeding 
tendency  has  stimulated  interest  in  the 
relationship  of  structure  and  function  of  the 
platelet,  and  the  electron  microscope  gives 
some  hope  of  achieving  progress  in  this 
correlation.31  In  some  thrombopathies, 
the  abnormality  of  structure  may  be  seen  on 
the  direct  smear  under  the  usual  micro- 
scope; in  others  this  cannot  be  seen. 
Qualitative  defects  of  the  platelets  seem 
present  in  myeloproliferative  diseases,  a 
most  interesting  variety  being  primary 
hemorrhagic  thrombocythemia.  Qualita- 
tive platelet  abnormalities  also  appear  to  be 
present  in  dysproteinemia  states,  such  as 
multiple  myeloma  and  amyloidosis,  where 
the  abnormal  protein  appears  to  form  a 
coating  on  the  platelet,  thereby  interfering 
with  its  function. 

Coagulopathies  are  the  most  complex. 
The  congenital  deficiencies,  while  of  great 
interest  to  the  coagulation  specialist,  will  be 
briefly  summarized  here.  A bleeding  ten- 
dency can  result  from  deficiency  of  any  of 
the  coagulation  factors  except  calcium. 
While  ionized  calcium  is  important  in  vari- 
ous phases  of  coagulation,  a deficiency 
sufficient  to  interfere  with  coagulation  is  not 
compatible  with  life.1612  Normal  blood 
contains  a great  excess  of  the  essential 
coagulation  factors,  and  a considerable 
deficiency  has  to  be  present  before  it  be- 
comes of  clinical  significance.1512  De- 
pending on  the  extent  of  the  deficiency,  the 
diseases  represented  by  a defect  in  any  one 
factor  may  be  mild  or  severe.  By  far  the 
greatest  number  of  the  congenital  coagula- 
tion deficiencies  are  represented  by  the 
factors  essential  in  the  formation  of  plasma 
thromboplastin  and  therefore  in  the  first 
stage  of  coagulation.  A lack  of  factor  VIII 
is  the  disease  known  as  hemophilia,  some- 
times designated  as  hemophilia  A.  Closely 
related  are  deficiencies  due  to  lack  of  factors 
IX  and  XI,  sometimes  called  hemophilia  B 
and  C.  Classical  hemophilia  is  perhaps 
four  to  five  times  as  frequent  as  the  others. 
The  importance  of  the  differentiation  lies  in 
the  fact  that  factors  IX  and  XI  are  present 
in  bank  blood,  while  classical  hemophilia 
requires  fresh  or  fresh-frozen  blood  replace- 
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ments  and  is  therefore  much  more  difficult  to 
treat. 

Congenital  deficiency  of  the  factors  of 
Stage  II,  that  is  those  identified  by  a pro- 
longed prothrombin  time,  is  quite  rare. 
Congenital  deficiency  of  prothrombin  itself 
is  perhaps  rarest  of  all,  and  the  bleeding 
problem  very  severe  when  it  occurs.  Con- 
gential  deficiency  of  fibrinogen  in  Stage  III 
is  also  rare  but  well  tolerated  in  the  absence 
of  trauma  as  mentioned  previously. 

Acquired  coagulopathies  are  most  com- 
mon and  of  maximum  interest  in  the  surgi- 
cal patient.  This  group  includes  not  only 
the  acquired  deficiencies  of  coagulation 
factors  but  also  the  problems  arising  from 
excessive  stimulation  of  the  fibrinolytic 
system.  The  surgeon  or  physician  brings 
many  of  these  problems  on  himself.  The 
widespread  use  of  anticoagulants  represents 
the  most  common  form  of  coagulopathy. 
Bleeding  problems  associated  with  overdose 
or  maladministration  are  sufficiently  dis- 
cussed elsewhere.  Perhaps  less  well  known, 
or  at  least  less  well  understood,  are  bleed- 
ing problems  following  the  administration 
of  blood  or  the  blood  volume  expander,  dex- 
tran.  The  best  understood  of  this  variety 
of  bleeding  problem  is  the  transfusion  reac- 
tion. On  the  operating  table  this  is  usually 
brought  to  notice  by  the  development  of  a 
marked  bleeding  tendency  characterized  by 
generalized  oozing.  Pathogenically,  this 
may  be  explained  in  the  following  way. 
Infusion  of  the  incompatible  blood  leads  to 
hemolysis  and  intravascular  clotting  in  the 
smaller  vessels  of  the  body.  This  clotting 
process  uses  up  platelets  and  factors  V and 
VIII,  as  well  as  prothrombin  and  fibrino- 
gen, and  secondarily  calls  forth  the  defense 
mechanism  of  fibrinolysis.  It  is  generally 
thought  that  the  sudden  severe  thrombocy- 
topenia is  the  predominant  factor  in  the 
bleeding,  although  all  the  others  might  well 
play  a part.  12,30,33,34 

The  transfusion  reaction  is  one  type  of 
the  more  generalized  category  of  hemo- 
clastic  reaction.  Another  type  of  hemo- 
clastic  reaction  at  the  operating  table  might 
result  when  there  is  gross  contamination  of 
the  peritoneum  and  associated  absorption 
of  protein  materials  into  the  vascular  sys- 
tem, thereby  stimulating  intravascular 
clotting  and  subsequent  serious  oozing 
through  the  mechanism  described  previ- 
ously.30 Any  process  in  which  there  is  ex- 


tensive tissue  necrosis  may  have  a similar 
tendency. 

Multiple  transfusions  of  bank  blood  in- 
volve repeated  risk  of  hemoclastic  reaction, 
either  because  of  incompatibility  or  con- 
tamination. However,  there  appears  to  be 
a distinct  danger  of  a hemorrhagic  diathe- 
sis over  and  above  the  possibility  of  incom- 
patible or  contaminated  blood.  A number 
of  books,  papers,  and  review  articles  refer  to 
a hemorrhagic  tendency  associated  with 
multiple  transfusions.5, 30,34  -41  As  an  ex- 
ample, in  one  series  of  108  patients  who 
received  5,000  cc.  or  more  of  blood,  one- 
third  developed  a generalized  hemorrhagic 
diathesis;  in  the  same  group,  all  who  re- 
ceived over  9,000  cc.  developed  a general- 
ized hemorrhagic  diathesis. 36 

The  problem  of  proving  a cause  and  effect 
relationship  between  multiple  transfusions 
and  bleeding  is  indeed  a complex  one. 
Many  factors  too  numerous  to  document 
completely  and  often  poorly  understood 
may  play  a role.  Multiple  transfusions 
may  be  the  result  of  the  bleeding  and  not 
the  cause,  as  in  cases  of  surgical  error,  blood 
dyscrasia,  or  inadequate  neutralization  of 
the  anticoagulant.  But  most  authorities 
agree  that  blood  has  the  potential  of  causing 
bleeding,  although  they  may  disagree  on  the 
extent  of  the  danger  and  the  mechanism 
involved.  The  greatest  danger  lies  in 
multiple  transfusions  of  aged  bank  blood. 
Such  blood  is  deficient  in  platelets  and  in 
factors  VIII  and  V.  Multiple  transfusions 
of  such  blood  will  result  in  dilution  of  these 
factors  in  the  recipient.35  Some  workers 
have  been  greatly  impressed  by  the  dilu- 
tional  thrombocytopenia  produced.34,37 
Other  workers,  while  generally  agreeing 
that  there  is  dilution  of  platelets  and  of 
factors  VIII  and  V,  doubt  that  this  fre- 
quently occurs  to  the  extent  necessary  to 
cause  serious  oozing.  30,  38-41  Some  have 
noted  thrombocytopenia  after  relatively 
few  transfusions,  and  they  postulate  a 
mechanism  other  than  the  dilutional  effect. 
Since  degradation  products  of  platelets  and 
red  cells  have  thromboplastic  effects,  these 
investigators  have  postulated  stimulation  of 
intravascular  clotting  with  resultant  fall  in 
platelets  and  factors  VIII  and  V and  sec- 
ondary fibrinolysis  as  the  mechanism  in- 
volved.6,38 

Dextran  on  a rare  occasion  may  result  in 
anaphylactoid  shock.  42,  43  This  has  been 
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described  as  associated  with  occlusion  of  the 
microcirculation  by  thrombi  with  secondary 
activation  of  endogenous  heparin  and 
fibrinolysin,  and  therefore  this  has  the 
potential  of  hemorrhage.33  We  are  more 
interested  here  in  the  hemorrhagic  potential 
of  apparently  uncomplicated  administra- 
tion. Commercial  dextran  has  been  recom- 
mended as  a substitute  for  heparin  in 
treatment  of  phlebitis.  There  seem  to  be 
at  least  three  factors  of  importance  in 
determining  a given  patient’s  response  to 
dextran,  namely,  the  molecular  weight  of 
the  dextran,  the  dose,  and  the  level  of  the 
platelet  count.  The  higher  the  molecular 
weight  of  the  available  dextran,  the  more 
profound  the  prolongation  of  the  bleeding 
time. 44  Low  molecular  weight  dextran  is 
felt  by  some  to  pose  no  threat  at  all  of  added 
bleeding  at  surgery45;  others  are  more 
cautious.  40  -48  Most  such  studies  have 
been  conducted  in  conjunction  with  open 
heart  surgery,  and  dosage  factors  may  not 
as  yet  be  clearly  defined.  Given  the  po- 
tential of  causing  bleeding,  it  does  not  ap- 
pear unusual  that  2 L.  of  commercial 
dextran  have  been  reported  to  cause  profuse 
bleeding  from  a dermatome  wound  where  1 
L.  had  little  effect.49 

The  third  factor  is  of  most  interest. 
Even  a slight  depression  of  the  platelet 
count  seems  to  increase  susceptibility  to 
dextran.  The  predominate  effect  of  com- 
mercial dextran  seems  to  be  a coating  of  the 
platelets,  although  it  has  a similar  action  on 
the  vascular  endothelium  and  the  red 
cells.6’30  This  susceptibility  link  to  throm- 
bocytopenia is  of  clinical  significance.  If 
the  platelets  are  initially  deficient,  or  if  they 
are  diluted  or  otherwise  damaged  or  de- 
pleted by  multiple  transfusions  of  bank 
blood  or  other  agents,  addition  of  dextran  to 
a therapeutic  regimen  may  markedly  in- 
crease any  bleeding  tendency.30 

Experimentally,  many  substances  in- 
jected may  set  up  a process  of  diffuse  in- 
travascular clotting  with  subsequent  bleed- 
ing tendency.  Among  these  substances  are 
thrombin,  thromboplastin,  clotting  factor 
in  red  cells  released  by  hemolysis,  bacterial 
toxins,  products  of  tissue  necrosis  from  car- 
cinomas or  other  sources,  trypsin  or  other 
proteolytic  enzymes,  snake  venom,  and 
others.33 

Defective  hemostasis  in  hepatic  disease  is 
multicomponent  and  complex.612'27’50  Each 


deficiency  is  of  more  than  mere  additive 
significance.  Which  deficiency  or  defi- 
ciencies is  critical  in  a given  case  may  be 
hard  to  determine.  The  prothrombin  de- 
ficiency is  most  widely  recognized.  It  may 
not  respond  to  vitamin  K.  This  may  re- 
flect the  severity  of  the  liver  disease  and /or 
the  deficit  in  factor  V,  the  only  factor  in  the 
second  stage  not  influenced  by  bishydroxy- 
coumarin  or  vitamin  K.  Factor  V is 
extremely  sensitive  to  liver  impairment. 
It  is  a factor  consumed  in  coagulation,  and 
it  deteriorates  rather  rapidly  in  bank  blood. 
Platelets  are  also  apt  to  be  low  in  number 
and  abnormal  in  shape.  If  either  of  these  is 
the  critical  deficiency,  bank  blood  is  not 
suitable  for  replacement. 

Fibrinogen  may  be  low  either  due  to 
deficient  production  by  the  liver  or  second- 
arily to  excessive  fibrinolytic  activity 
which  may  be  present.  Both  fibrinolytic 
activity  and  development  of  acquired 
coagulation  inhibitors  have  been  demon- 
strated in  cirrhotic  persons.  While  there  is 
no  good  therapy  for  an  acquired  inhibitor, 
the  fibrinolysis  can  be  treated  with  epsilon 
aminocaproic  acid  if  it  is  felt  to  be  a critical 
deficiency.  In  any  event,  the  drug  has 
proved  of  some  value  in  the  treatment  of 
excess  fibrinolysis  associated  with  porta- 
caval shunt.  In  a series  of  102  such  opera- 
tions, 13  of  the  patients  developed  severe, 
uncontrollable  oozing  at  surgery  associated 
with  hypofibrinogenemia  and  high  fibrino- 
lytic activity  of  the  plasma.  Intravenous 
use  of  epsilon  aminocaproic  acid  resulted  in 
arrest  of  the  oozing  and  permitted  comple- 
tion of  the  surgery  in  11  of  these  13  pa- 
tients.51 

Bleeding  syndromes  occasionally  are  seen 
late  in  pregnancy.1215-17-33  Some  of  these 
represent  hemoclastic  reactions  with  diffuse 
intravascular  clotting  and  marked  activa- 
tion of  the  fibrinolytic  system.  With  a 
retained  dead  fetus,  absorption  of  proteins 
into  the  maternal  circulation  may  be  the 
initiating  factor.  In  abruptio  placentae 
there  is  clotting  in  the  separated  area,  and 
fibrinolysis  may  be  stimulated  either  by 
thromboplastin  tissue  debris  absorbed  from 
the  separated  area  or  by  infusion  of  tissue 
activator  substances  from  the  uterine  wall 
which  is  rich  in  such  substances.  Massive 
intravascular  embolization  of  amniotic  fluid 
may  cause  intravascular  clotting  and  sec- 
ondary fibrinolysis,  or  possibly  the  asso- 
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ciated  shock  may  directly  stimulate  fibrino- 
lysis. 

Pathologic  anticoagulants  may  develop 
against  almost  any  of  the  clotting  factors, 
sometimes  as  a part  of  the  immune  re- 
sponse.6'111252'53 In  hemophilia,  for  ex- 
ample, relatively  small  amounts  of  blood  or 
plasma  may  control  symptoms  of  the  dis- 
ease early.  Development  of  an  inhibitor 
can  occur  and  apparently  prevents  for- 
mation of  thromboplastin,  a disturbing  com- 
plication which  may  require  greatly  in- 
creased amounts  of  replacement  with  less 
gratifying  results.  Certain  chronic  diseases 
are  often  complicated  by  pathologic  anti- 
coagulants. In  lupus  erythematosus  the 
anticoagulant  appears  to  inhibit  action  of, 
although  not  formation  of,  thromboplastin. 
In  macroglobulinemia,  myeloma,  or  liver 
disease  we  are  apt  to  see  antithrombins. 

In  general,  the  development  of  a per- 
sistent circulatory  inhibitor  in  these  diseases 
is  serious  and  indicates  a poor  prognosis. 
However,  in  the  same  transient  surgical 
and  obstetric  states  that  tend  to  give  rise  to 
fibrinolysis,  we  may  see  circulatory  anti- 
coagulants develop  rather  swiftly  and 
persist  rather  briefly.2133  Naturally  occur- 
ring anticoagulants  presumably  have  an 
important  role  in  the  dynamic  hemostatic 
balance  (Fig.  I).11 

The  mechanism  of  fibrinolysis  was  de- 
scribed earlier,6-81013-17  and  the  process 
was  referred  to  in  several  of  the  bleeding 
problems  mentioned  previously.  It  has 
been  emphasized  that  this  is  a normal 
physiologic  process  which  is  important  in 
the  body  economy.  It  appears  to  be  a pro- 
tective mechanism  in  situations  of  exercise, 
stress,  ischemia,  and  so  on,  but  these  factors 
predispose  to  overstimulation  of  the  mech- 
anism. Certain  tissues  of  the  body  are 
rich  in  tissue  activator,  and  operation  on 
those  tissues,  such  as  lung,  uterus,  and 
prostate,  are  more  apt  to  result  in  over- 
stimulation  of  the  mechanism.  Certain 
chronic  diseases,  such  as  cirrhosis  and 
neoplasm,  are  prone  to  be  associated  with 
chronically  high  levels  of  activator,  and 
operations  in  these  situations  are  apt  to 
result  in  overstimulation.  Open  heart 
surgery,  pulmonary  resection,  portacaval 
shunt,  and  prostatic  surgery  (local  fibrinoly- 
sis in  urinary  tract  involved)  are  among  the 
operations  in  which  the  problem  has  most 
often  arisen. 


As  has  been  mentioned,  serious  bleeding 
diathesis  is  apt  to  be  present  where  there  is 
combined  fibrinolysis  and  intravascular 
clotting.  This  poses  the  most  pressing 
problem  in  clinical  consideration  of  this 
source  of  bleeding.  If  fibrinolysis  is  the 
predominant  problem,  there  is  available  an 
antiactivator,  epsilon  aminocaproic  acid, 
which  has  solid  therapeutic  value.28  54  If 
intravascular  coagulation  is  the  predomi- 
nant problem  and  the  fibrinolysis  is  a 
secondary  reaction,  there  may  understand- 
ably be  a reluctance  to  neutralize  the 
fibrinolytic  activity  and  permit  the  eoagu- 
lative  process  to  proceed  unchecked.  That 
this  possibility  is  more  than  theoretic  is 
evidenced  by  an  occasional  report  of  throm- 
bosis after  epsilon  aminocaproic  acid  ther- 
apy135455 and  by  an  occasional  report  where 
a bleeding  diathesis  is  corrected  by  heparin 
rather  than  exacerbated.56  -58  It  has  been 
suggested  that  a combination  of  heparin 
and  epsilon  aminocaproic  acid  may  prove 
to  be  the  answer  in  this  difficult  situa- 
tion.14'15'17 

Veterans  Administration  Hospital 
Louisville,  Kentucky  40202 
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Hirsutism  and  Schizophrenia 
in  Postmenopausal  Woman 


Case  history 

K.  R.  Ranjani  Kantha,  M.D.*:  A 

fifty-nine-year-old  white  woman,  fifteen 
years  postmenopausal,  was  admitted  to 
Metropolitan  Hospital  on  July  5,  1965, 
with  a history  of  abdominal  swelling  of 
fifteen  years  duration.  Growth  of  hair 
on  the  arms  and  legs  had  increased  over 
the  past  five  to  six  years,  and  a mustache 
and  beard  had  been  present  for  one  year. 
She  had  noticed  a change  in  her  voice  for 
fifteen  years.  Her  hands  and  feet  were 
intolerant  of  cold.  Her  skin  had  been 
coarse  for  many  years.  She  had  never 
had  any  pregnancies.  There  was  no 
history  of  headache,  dizziness,  convulsions, 
change  in  vision,  vomiting,  or  abdominal 
pain.  She  was  not  receiving  any  medica- 
tion. 

Review  of  systems  was  unrevealing 
except  for  an  episode  of  vaginal  bleeding 
two  years  previously  which  lasted  for 
one  and  a half  days. 

Physical  examination  revealed  a well- 
developed,  well-nourished  woman  with  a 
deep,  husky  voice  and  masculine  features. 
She  was  afebrile;  the  pulse  was  116,  res- 
pirations 16,  and  blood  pressure  110/80. 
The  hair  was  coarse  and  gray  with  bilateral 
temporal  recession.  The  eyebrows  were 
thick  and  iron- gray;  a mustache  and 
beard  were  present.  Ocular  movements 
were  normal,  and  there  were  no  changes  in 

* Third  year  Medical  Resident,  Metropolitan  Hospital. 


the  fundi.  No  lymph  nodes  were  felt 
in  the  neck,  and  the  thyroid  was  not 
enlarged.  The  heart  and  lungs  were 
normal  to  percussion  and  auscultation. 
The  abdomen  was  distended  by  a huge, 
irregular,  nontender  mass  extending  from 
the  symphysis  pubis  to  the  umbilicus; 
it  was  freely  movable.  There  was  no 
fluid  wave,  and  bowel  sounds  were  normal. 
The  breasts  were  small  and  free  of  nodules. 
The  hair  over  the  chest,  pubis,  and  axilla 
conformed  to  the  male  distribution  pat- 
tern. On  pelvic  examination  the  clitoris 
was  enlarged  and  the  introitus  virginal. 
The  cervix  was  clean,  closed,  axial,  and 
mobile.  The  uterine  fundus  could  not  be 
delineated.  The  adnexa  and  cul  de  sac 
were  filled  by  the  large  abdominopelvic 
mass.  The  extremities  were  very  hairy. 
There  was  1 plus  ankle  edema,  and  the 
peripheral  pulses  were  normal  and  equal. 
The  inguinal  lymph  nodes  were  enlarged 
and  hard. 

The  urine  was  acid  and  contained  1 plus 
albumin,  a trace  of  sugar,  3 to  6 white  cells, 
and  many  red  blood  cells.  The  hemoglobin 
was  14.3  Gm.  per  100  ml.;  the  white  blood 
cell  count  was  6,400  with  a normal  differ- 
ential. A VDRL  test  was  nonreactive, 
and  an  Ascheim-Zondek  test  on  urine 
gave  negative  findings.  The  blood  sugar 
was  100  mg.,  urea  nitrogen  13  mg.,  bili- 
rubin 1.3  mg.,  uric  acid  4.4  mg.,  cholesterol 
139  mg.,  total  protein  6.5  Gm.,  albumin 
4.8  Gm.,  and  globulin  1.7  Gm.  per  100  ml. 
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The  serum  glutamic  oxaloacetic  trans- 
aminase was  3 units,  thymol  turbidity  1.2 
units,  alkaline  phosphatase  9.1  units,  and 
no  cephalin  flocculation.  Electrolyte  values 
were  sodium  136  mEq.,  potassium  4.3 
mEq.,  chlorides  106  mEq.,  and  carbon 
dioxide  25.5  mM.  per  liter.  Serum  calcium 
was  9.1  mg.  and  phosphorus  3.3  mg.  per 
100  ml.  The  protein-bound  iodine  was  6.1 
micrograms  per  100  ml.  17-Ketosteroids 
were  16.5  mg.  and  17-hydroxy  steroids 
4.2  mg.  per  twenty-four  hours.  The  pro- 
thrombin time  was  14.6  seconds  (control 
12.4  seconds).  An  intravenous  pyelogram 
revealed  a large  soft  tissue  mass  in  the  left 
half  of  the  abdomen  which  extended  past 
the  midline  to  the  right.  Following  the 
injection  of  diatrizoate  (Hypaque),  both 
kidneys  were  seen  to  function  normally. 
The  pelves  and  calyces  appeared  normal. 
The  bladder  was  not  filled.  The  ureters 
appeared  normal. 

The  patient  was  very  uncooperative, 
refusing  all  medication  and  surgical  ex- 
ploration. Two  weeks  after  admission  she 
became  hostile  and  began  to  have  delusions 
regarding  her  health.  On  July  19,  1965, 
she  was  transferred  to  a psychiatric  ward 
with  a diagnosis  of  chronic  paranoid  schizo- 
phrenia. She  continued  uncooperative 
despite  large  doses  of  chlorpromazine 
(Thorazine).  Plans  for  transfer  to  Man- 
hattan State  Hospital  for  obligatory  sur- 
gery were  deferred  when  on  August  21  she 
developed  a fever  of  102  F.,  and  a pulse  of 
104.  Physical  examination  at  this  time  was 
unrevealing,  but  the  following  day  her 
temperature  rose  to  106  F.,  and  she  became 
unresponsive.  The  pulse  was  128,  respira- 
tions 38,  and  blood  pressure  90/50.  The 
neck  was  supple.  Diminished  air  entry, 
rales,  and  rhonchi  were  detected  at  the 
base  of  the  left  lung.  There  was  no  costo- 
vertebral angle  tenderness.  The  urine  con- 
tained 2 plus  albumin,  no  sugar,  3 to  6 white 
cells,  many  red  blood  cells,  and  many 
bacilli.  The  hemoglobin  was  9.5  Gm.  per 
100  ml.,  and  the  white  blood  cell  count  was 
15,000. 

She  was  treated  with  intravenous  peni- 
cillin and  vasopressor  agents,  but  that 
evening  her  blood  pressure  continued  to 
decline  and  she  was  unresponsive.  She 
expired  early  in  the  morning  of  August  23, 
about  forty-eight  hours  after  the  onset  of 
fever. 


Discussion 

A.  Louis  Southern,  M.D.*:  The  pres- 
ence of  amenorrhea,  hoarse  voice,  pro- 
gressive facial  and  body  hirsutism,  tem- 
poral hair  recession,  and  clitoral  hyper- 
trophy indicates  the  presence  of  a virilizing 
syndrome.  The  long  history  of  virilism 
with  recent  progression  of  the  facial 
hirsutism  suggests  that  the  process  is  both 
benign  and  currently  active.  A virilizing 
syndrome  occurring  in  a woman  in  the 
middle  forties  is  most  likely  due  to  an 
adrenal  or  an  ovarian  neoplasm.  The 
abdominal  mass  described  in  the  pro- 
tocol appears  to  be  pelvic  in  origin  indi- 
cating that  we  may  be  dealing  with  a 
virilizing  ovarian  tumor.  The  normal  or 
slightly  increased  urinary  excretion  of 
17-ketosteroids  is  compatible  with  this 
diagnosis.  The  most  common  virilizing 
ovarian  tumor  is  the  arrhenoblastoma. 
Such  tumors  may  have  a structural  resem- 
blance to  testicular  tissue  and  may  be 
associated  with  virilism  in  the  presence  of 
normal  urinary  17-ketosteroid  excretion. 
The  virilization  associated  with  such  tu- 
mors is  probably  due  to  increased  elabora- 
tion of  the  highly  potent  androgen,  testos- 
terone. Significant  increases  in  circulating 
testosterone  may  occur  without  increasing 
urinary  17-ketosteroids.  It  is  unusual, 
however,  for  an  arrhenoblastoma  to  attain 
so  large  a size  as  described  for  the  mass  in 
the  present  case. 

Adrenal  virilism  is  another  possibility. 
In  this  event,  a benign  cortical  adenoma 
would  be  the  first  consideration,  although 
adrenal  adenomas  would  not  be  expected 
to  grow  to  the  size  of  the  present  ab- 
dominal mass.  Adrenal  carcinomas  may 
grow  to  a large  size.  However,  functioning 
carcinomas  are  generally  associated  with 
Cushing’s  syndrome.  In  addition,  these 
tumors  generally  produce  a demonstrable 
defect  in  the  intravenous  pyelogram,  usu- 
ally displacing  the  kidney  downward. 
There  is  no  evidence  in  the  present  case  for 
excess  excretion  of  glucocorticoids,  as  evi- 
denced by  the  absence  of  Cushingoid 
features  and  the  normal  levels  of  urinary 
17-hydroxycorticoids.  The  intravenous  py- 
elogram was  normal.  Indeed,  the  presence 
of  normal  daily  urinary  excretion  of  17- 

* Associate  Professor  of  Medicine,  New  York  Medical 
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ketosteroids  makes  it  unlikely  that  we  are 
dealing  with  an  adrenal  process  as  the  cause 
for  the  virilization.  One  limiting  factor, 
however,  is  that  we  are  not  given  informa- 
tion regarding  the  volume  of  the  urinary 
sample  on  which  the  determination  was 
performed.  Was  it  in  fact  a complete 
twenty-four-hour  collection?  It  may  come 
as  a surprise  to  some  that  one  of  the  most 
difficult  problems  in  studying  patients 
with  endocrine  disease  is  to  collect  an  ac- 
curate twenty-four  hour  urine  specimen. 
This  procedure  involves  three  shifts  of 
ward  personnel,  and  the  cooperation  of  the 
patient  is  vital.  I wonder  how  precise  the 
collection  was  in  this  critically  ill,  mentally 
disturbed  patient. 

The  terminal  event  was  characterized 
by  a sudden  rise  in  temperature  to  106  F. 
degrees;  I would  judge  this  to  be  the  result 
of  pneumonia  and  renal  infection,  possibly 
due  to  gram-negative  bacilli.  My  clinical 
diagnoses  are  (1)  virilizing  syndrome  proba- 
bly associated  with  an  ovarian  tumor,  and 
(2)  bronchopneumonia  and  renal  infection 
associated  terminally  with  gram-negative 
septicemia.  I will  leave  the  psychiatric 
aspect  to  be  discussed  by  Dr.  Shinbach,  who 
treated  her  while  she  was  on  the  ward 
service. 

Rachmiel  Levine,  M.D.:  This  patient 

has  a sister  in  a mental  institution.  As  the 
familial  incidence  of  adrenogenital  syn- 
drome is  high,  investigation  of  the  sister’s 
adrenal  status  might  be  fruitful. 

Joseph  A.  Daino,  M.D.:  This  possi- 

bility has  been  explored,  but  we  cannot 
locate  the  sister. 

Dr.  Levine:  Endocrinologists  have  ob- 

served that  long-standing  remissions  of 
Cushing’s  syndrome  associated  with  adrenal 
adenoma  can  occur.  In  some  instances  the 
regression  of  symptoms  coincided  with  de- 
generative changes  in  the  adenoma.  This 
sort  of  situation  has  been  termed  a “burnt- 
out  adenoma.” 

Kent  D.  Shinbach,  M.D.:  This  pa 

tient  poses  many  problems  from  a psychi- 
atric point  of  view.  I would  like  to  mention 
just  two  of  them. 

First,  to  what  extent  do  all  of  our  pa- 
tients prefer  disease  to  health?  On  a psy- 
chophysiologic  level,  for  instance,  what 
mechanism  is  reflected  in  the  correlations 
found  between  emotional  attitudes  and 
retarded  rates  of  tissue  healing?  And  was 


the  same  mechanism  a factor  in  the  much 
less  subtle  preference  for  illness  shown  by 
this  patient? 

From  the  start  she  came  to  the  hospital 
not  for  a physical  complaint  but  because, 
having  been  evicted  for  nonpayment  of 
rent,  she  wanted  a place  to  sleep.  Yes,  she 
had  been  aware  of  her  swollen  abdomen  for 
fifteen  years,  and  she  could  explain  its 
cause:  “.  . the  refrigerator  door  handle 
when  it  hits  me.”  Electricity  and  over- 
eating of  sweets  were  also  adduced  by  the 
patient  as  causes  of  her  illness.  As  for  the 
hirsutism,  she  claimed  it  was  decreasing 
each  day. 

This  patient’s  need  to  deny  disease  of 
any  kind  was  further  emphasized  when  she 
spoke  of  a sister  currently  in  a state  men- 
tal hospital.  She  said  that  her  sister  was 
there  because  “.  . .like  me,  she  had  no 
place  to  sleep.” 

As  a young  woman,  the  patient  had  im- 
migrated here  to  begin  a life  of  constant 
hard  work  as  a domestic.  She  took  no  time 
out  for  amusements  and  friendships,  re- 
maining unmarried  and  virginal.  From 
such  a withdrawn,  isolated,  and  restricted 
life  pattern,  we  would  speak  of  a premorbid 
schizoid  personality — at  best  a fearful 
adjustment  to  a threatening  world. 

In  evaluating  the  patient’s  mental  status, 
her  appearance  was  also  remarkable  for  its 
regal  bearing  and,  seemingly,  a desperate 
aloofness.  Considerable  anxiety  could  be 
sensed  hidden  behind  a facade  of  indiffer- 
ence. Often  she  was  suspicious,  antago- 
nistic, and  uncooperative.  No  stigmata  of 
organic  brain  disease  were  detected;  that 
is,  memory,  orientation,  intellectual  func- 
tions, and  regulation  of  mood  were  normal. 
Thought  content  was  striking  because  of 
her  organized  delusions  which  uniquely 
concerned  matters  of  disease  and  health. 
Occasionally  loosened  associations,  im- 
paired ability  to  abstract,  and  flattened 
affect  were  also  present. 

Treatment  on  the  psychiatry  ward  was 
attempted  with  psychotherapy  and  high 
doses  of  chlorpromazine.  She  remained 
steadfast  in  her  reliance  on  detail,  nega- 
tivism, and  isolation  as  defense  mecha- 
nisms. Her  diagnosis  is  most  likely  that  of 
an  atypical  paranoid  schizophrenia. 

The  second  problem  posed  by  this  patient 
is  the  speculative  one  of  whether  there 
could  be  a direct  endocrinologic  cause  of 
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1.  Virilizing  syndrome  associated  with 
ovarian  tumor,  ? arrhenoblastoma 


* Victor  Tchertkoff,  M.D.,  Associate  Professor  of  Pa- 
thology, New  York  Medical  College,  Pathologist-in-Charge, 
Metropolitan  Hospital. 
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FIGURE  1.  Postmortem  photograph  showing 
masculinization  and  hirsutism. 

psychologic  disease.  Unfortunately,  the 
literature  does  not  even  ask  this  question 
nor  its  more  likely  counterpart:  Could 

androgens  cause  a steroid  psychosis? 

If  this  were  a steroid  psychosis,  the  men- 
tal status  shown  by  the  patient  would 
have  to  be  called  very  unusual,  although 
not  unheard  of.  The  more  common  mani- 
festations of  steroid  psychoses  are  elation 
and  excitement,  depression,  an  organic 
mental  syndrome,  confusion  or  hallucina- 
tions, or  combinations  of  these.  But  the 
basic  problem  posed,  can  androgens  act 
as  do  steroids  in  producing  psychosis,  goes 
unanswered  today. 

Clinical  diagnoses 

1.  Adrenogenital  syndrome  due  to  ova- 
rian neoplasm 

2.  Schizophrenia,  paranoid  type 

3.  Escherichia  coli  septicemia  with  shock, 
terminal 

Dr.  Southren’s  diagnoses 


FIGURE  2.  Pelvic  viscera  at  autopsy  showing 
large  uterus  deformed  by  leiomyomata. 

2.  Bronchopneumonia  and  renal  infec- 
tion, terminal,  due  to  gram-negative  bacillary 
septicemia 

Pathologic  report 

Victor  Tchertkoff,  M.D.*:  This  un- 

fortunate woman  had  all  the  stigmata  of 
the  adrenogenital  syndrome:  temporal  re- 

cession of  coarse  hair;  hirsutism,  particu- 
larly of  the  upper  lip,  face,  and  extremities; 
a male  escutcheon;  and  enlarged  clitoris 
(Fig.  1). 

The  large  suprapubic  mass  represented 
a 9,100-Gm.  uterus  deformed  by  leio- 
myomata (Fig.  2).  The  ovaries  were  small 
and  atrophic  on  gross  and  microscopic  ex- 
amination. 

The  right  adrenal  gland  contained  a cor- 
tical adenoma  up  to  2.5  cm.  in  largest  di- 
ameter (Fig.  3).  Microscopically  it  had  not 
penetrated  its  capsule  or  invaded  blood 
vessels.  It  consisted  of  nests  and  cords  of 
polyhedral  cells  bearing  a resemblance  to 
the  zona  glomerulosa  (Fig.  4).  There  was 
no  evidence  of  mitotic  activity.  The  con- 


FIGURE  3.  Right  adrenal  with  large  cortical 
adenoma. 


tralateral  adrenal  gland  was  normal.  There 
was  no  adrenal  hemorrhage. 

The  lungs  were  heavy  (600  Gm.),  and 
serosanguinous  material  exuded  from  the 
cut  surface  and  from  the  bronchial  tree. 


Microscopically,  the  alveoli  were  distended 
by  amorphous  eosinophilic  edema  fluid 
(Fig.  5).  The  coronary  vessels  were  in 
excellent  condition  and  in  no  way  con- 
tributed to  her  rapid  demise. 

The  kidneys  weighed  180  Gm.  each; 
the  capsules  stripped  easily,  corticomedul- 
lary  relations  were  preserved,  and  the  cut 
surface  bulged.  The  pyramids  were  prom- 
inent and  dark  brown  in  color.  Micro- 
scopically, there  was  diffuse  patchy  tubular 
degeneration,  ranging  from  cloudy  swelling 
to  actual  tubular  necrosis  (Fig.  6).  These 
changes  were  described  in  shock  in  1951  by 
Oliver,  MacDowell,  and  Tracy1  in  a classic 
report  summarizing  their  own  work  and 
that  of  a generation  of  nephrologists. 

The  liver  weighed  2,900  Gm.,  and  micro- 
scopic examination  showed  the  sinusoids 
to  be  markedly  distended  by  edema  fluid 
(Fig.  7). 

There  were  adenomatous  polyps  in  the 
colon  but  no  gastrointestinal  bleeding. 
There  was  focal  hemorrhagic  cystitis  at- 
tributed to  an  indwelling  catheter.  The 
pituitary  gland  and  the  brain  were  normal 


FIGURE  4.  Adrenal  adenoma.  (A)  No  extension  beyond  capsule  and  composed  of  well-organized  cords 
of  polyhedral  cells.  (B)  Higher  magnification  showing  organization  of  adenoma  in  cords  resembling  zona 
glomerulosa  with  no  mitotic  activity. 
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FIGURE  5.  Lung  showing  alveoli  distended  by 
amorphous  edema  fluid. 


FIGURE  6.  Tubular  area  of  kidneys  exhibiting 
acute  necrosis  of  tubular  epithelium. 


and  did  not  contribute  to  the  shock  and 
death. 

The  adenoma  of  the  adrenal  cortex  and 
the  stigmata  of  virilization  require  no 
further  explanation  from  the  morbid  anat- 
omist. However,  they  do  not  explain  the 
terminal  hyperpyrexia  and  the  presence  of 
shock  in  the  absence  of  gram-negative 
sepsis  or  other  cause  for  shock. 

On  reviewing  the  chart,  I found  that  the 
gradually  increasing  doses  of  chlorproma- 
zine  had  reached  2,800  Gm.  a day  by  August 
8,  three  weeks  prior  to  the  hyperpyrexia. 

Ayd2  reported  a case  of  a forty-one-year- 
old  man  who  received  2,500  mg.  of  chlor- 
promazine  a day;  (parenthetically,  al- 
though the  dose  initially  shocked  me,  I 
find  that  in  mental  institutions  doses  from 
1,100  to  2,500  mg.  a day  are  used  in  severe 
cases).  On  the  twenty-first  day,  exactly 
as  in  this  case,  the  rectal  temperature  rose 
suddenly  to  108  F. ; he  lapsed  into  coma  and 
died  nine  hours  later.  Autopsy  was  limited 
to  the  brain,  and  the  lesions  were  reported 
as  “compatible  . . . with  heatstroke.”  He 
pointed  out  that  chlorpromazine  may 
affect  the  function  of  the  hypothalmus  and 
that  hypothermia  may  ensue  in  the  early 
stages  of  treatment.  In  addition,  in  hot 

September 


FIGURE  7.  Liver  exhibiting  sinusoids  markedly 
distended  with  edema  fluid. 


and  humid  weather  many  patients  on  large 
doses  of  chlorpromazine  complain  that  the 
heat  is  almost  intolerable;  a few  perspire 
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excessively  and  manifest  mild  heat  prostra- 
tion. Berti  and  Cima3  report  similar 
findings  in  experimental  animals  given 
large  doses  of  chlor promazine.  Ranson4 
and  his  collaborators  in  experiments  on 
cats  and  monkeys  found  that  destructive 
lesions  in  the  preoptic  and  supraoptic  re- 
gions between  the  anterior  commissure 
and  the  optic  chiasma  are  followed  by 
hyperthermia  when  the  animal  is  exposed 
to  a degree  of  heat  that  would  have  little 
effect  on  the  body  temperature  of  a normal 
animal. 

During  the  hot  spell  of  1955,  Goldman5 
observed  6 cases  of  heat  stroke  in  patients 
on  chlorpromazine  with  1 death.  Kinross- 
Wright6  reviewed  the  side-effects  of  chlor- 
promazine in  inpatients  whose  average 
daily  dose  was  1,400  mg.:  “High  fever 

up  to  105  F.  of  brief  duration  was  not  un- 
common with  doses  over  1,000  mg.  daily.” 

Childers7  reported  4 deaths  associated 
with  chlorpromazine,  1 of  which  was  as- 
sociated with  hyperpyrexia  and  coma.8 

In  New  York  City  from  August  19  to  21, 
1965,  the  temperature  ranged  between 
80  and  88  F.,  humidity  between  80  and  95 
per  cent,  and  a temperature-humidity  index 
from  68  to  76. 

We  thus  have  a patient  with  long-stand- 
ing adrenogenital  syndrome  attributable 
to  a cortical  adenoma  of  the  right  adrenal. 


Her  coincidental  schizophrenia  was  treated 
with  massive  doses  of  chlorpromazine, 
and  on  the  twenty-first  day  she  developed 
hyperpyrexia  and  shock  and  died  within 
thirty  hours. 

I propose  that  this  patient  developed 
hyperpyrexia  and  shock  as  a result  of  sensi- 
tivity to  high-dose  treatment  with  chlor- 
promazine. This  effect  was  enhanced  by 
the  heat  and  humidity  present  during  the 
last  two  or  three  days  of  her  life.  It  is 
possible  that  a thalamic  mechanism  is  in- 
volved, but  proof  is  not  definite.  There  are 
sufficient  similar  cases  in  the  literature  for 
this  syndrome  to  be  recognized. 
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Menetriere's  Disease 

Case  history 

Peter  R.  Holt,  M.D.:  A thirty-three- 

year-old  white  woman  was  admitted  to 
St.  Luke’s  Hospital  Center  for  the  first 
time  with  a history  of  moderate  epigastric 
pain,  anorexia,  severe  nausea,  and  vomit- 
ing for  five  days.  Three  weeks  previously 
she  had  noted  transient  bilateral  ankle 
edema.  She  described  many  years  of 
nervousness  and  irritability  and  for  six 
months  a gradual  self-induced  weight  loss 
of  20  pounds.  There  was  no  history  of 
other  significant  illnesses  apart  from  hepa- 
titis four  years  previously  which  resolved 
spontaneously. 

Physical  examination  revealed  a tem- 
perature of  100.4  F.,  pulse  rate  120,  and 
blood  pressure  115/60.  Her  eyes  were 
described  as  staring,  and  a diffusely  en- 
larged thyroid  gland  was  palpated.  There 
was  moderate  epigastric  tenderness  on 
deep  palpation.  The  laboratory  data 
showed  a leukocyte  count  of  13,460  with 
73  per  cent  polymorphonuclear  leukocytes 
and  5 per  cent  eosinophils.  The  urea  nitro- 
gen was  14  mg.  per  100  ml.;  potassium  3.6 
mEq.,  sodium  135  mEq.,  chloride  85  mEq., 
and  bicarbonate  ion  30.5  mEq.  per  liter. 
The  plasma  protein-bound  iodine  was  11.8 
(total  13.8)  micrograms  per  100  ml. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Roentgen 

study  of  the  gastrointestinal  tract  showed 
a normal  esophagus.  The  stomach  ap- 
peared of  normal  size  but  showed  massive 
linear  and  arcuate  tumor  masses  encroach- 
ing on  the  lumen  of  the  distal  body  and  an- 


trum, interfering  with  normal  filling  of  the 
stomach  but  not  obstructing  flow  of  barium 
into  the  duodenum  (Fig.  1).  Peristaltic 
activity  was  present  but  irregular  and 
spastic  in  type.  No  definite  ulcer  crater 
could  be  identified,  although  the  normal 
mucosal  pattern  of  the  distal  stomach  was 
replaced  by  large  polypoid  mucosal  masses. 
The  duodenal  bulb  appeared  normal;  the  re- 
maining duodenum  showed  dilatation  and 
atonicity  without  evidence  of  obstruction. 

The  roentgen  differential  diagnosis  in- 
cluded lymphoma,  carcinoma,  and  giant 
rugal  folds.  In  the  opinion  of  the  radi- 
ologist fluoroscopy  indicated  lymphoma  as 
the  most  likely  diagnosis. 

Pathologic  discussion 

Dr.  Holt:  Laparotomy  was  performed 

with  a preoperative  diagnosis  of  gastric 
lymphoma.  The  surgeon  described  a 
thickening  of  the  wall  of  the  stomach  most 
marked  in  the  distal  third.  The  mucosal 
surface  showed  large  folds  with  a “cobble- 
stone” appearance  principally  along  the 
greater  curvature  and  in  the  antrum. 
Several  enlarged  firm  lymph  nodes  were 
seen  in  the  omentum  near  the  greater  cur- 
vature of  the  stomach.  A Billroth  II 
subtotal  gastrectomy  with  retrocolic  gastro- 
jejunostomy was  performed. 

Charles  F.  Begg,  M.D.:  At  the  time 

of  operation,  a frozen  section  was  per- 
formed on  a lymph  node  removed  from  the 
greater  curvature.  The  possibility  of  lym- 
phoma was  entertained  but  not  confirmed 
by  permanent  sections.  The  final  speci- 
men consisted  of  about  two  thirds  of  the 
stomach  with  a cuff  of  duodenum.  The 
wall  was  firm  and  up  to  1 cm.  thick.  The 
mucosal  folds  were  thick  and  bulbous  as 
the  result  of  marked  submucosal  edema. 
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FIGURE  1.  Roentgenographic  appearance  of 
stomach  and  duodenum.  (A)  Stomach  is  normal 
in  size  but  with  large  elongated  and  lobulated  filling 
defects,  chiefly  in  midportion.  (B)  Large  intralumi- 
nal masses  resulting  in  incomplete  filling  of  distal 
stomach.  Undulating,  serpiginous  contour  of 
filling  defects  well  demonstrated.  (C)  Fundus  con- 
tains prominent  but  normal  mucosal  folds.  Ab- 
normal mucosal  pattern  well  demonstrated  in  distal 
two  thirds.  Duodenum  appears  dilated  and  atonic. 


Figure  2 is  deceptive.  The  mucosa  in  the 
antral  portion  of  the  stomach  appears 
flattened  in  the  opened  specimen  but  had 
been  thrown  up  into  large  folds  before  the 
specimen  was  opened.  Figure  3 is  a cross 
section  of  the  fixed  specimen.  The  marked 
submucosal  edema  is  readily  apparent. 

Figure  4A  shows  the  mucosa  and  sub- 
mucosa microscopically.  There  is  an  acute 
inflammatory  infiltrate  in  the  mucosa, 
seen  in  higher  magnification  in  Figure  4B, 
and  the  submucosa  is  markedly  edematous. 
The  inflammatory  cells  are  chiefly  lympho- 
cytes and  eosinophils.  A large  precipitate 
of  proteinaceous  fluid  was  attached  to  the 
mucosal  surface. 

Dr.  Holt:  Following  operation  the 

leukocyte  count  was  10,230,  with  61  per 
cent  polymorphonuclear  leukocytes  and  8 
per  cent  eosinophils.  The  total  serum 
protein  was  5.9  Gm.  per  100  ml.  and  serum 
albumin  2.7  Gm.  per  100  ml.  on  two  oc- 
casions. The  serum  calcium,  phosphorus, 
cholesterol,  and  uric  acid  were  within 
normal  limits.  The  twenty-four-hour  thy- 


roid uptake  of  I131  was  68  per  cent  and  the 
triiodothyronine  red  cell  uptake  1.38  (nor- 
mal 0.82  to  1.35).  The  diagnosis  of  hy- 
perthyroidism was  made,  and  the  patient 
was  started  on  methimazole  (Tapazol)  30 
mg.  per  day  prior  to  hospital  discharge. 

One  month  following  surgery  the  leuko- 
cyte count  was  within  normal  limits  with- 
out eosinophilia,  and  an  upper  gastroin- 
testinal roentgen  study  revealed  a function- 
ing gastroenterostomy  and  a normal  gastric 
remnant  without  evidence  of  mucosal 
hypertrophy.  Serum  total  protein  and 
albumin  determinations  obtained  six  months 
later  were  normal. 
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FIGURE  2.  Stomach  opened  along  greater  curva- 
ture. Pylorus  at  viewer’s  right.  Entire  antral  area 
markedly  edematous  and  in  closed  state  was 
thrown  up  into  large  bulbous  folds. 

Comment 

Dr.  Holt:  The  radiologic  appearance 

of  the  stomach  in  this  patient  suggested 
the  presence  of  gastric  lymphoma,  and  the 
problems  in  the  differential  diagnosis  of 
this  lesion  have  been  recently  discussed  in 
these  conferences. 1 The  patient  had  a 
history  of  acute  upper  gastrointestinal 
symptoms,  edema,  hypoalbuminemia,  eo- 
sinophilia,  and  thyrotoxicosis. 

Patients  with  the  syndrome  of  Mene- 
triere’s  disease  (giant  hypertrophic  gas- 
tritis) are  usually  male  with  many  years 
of  symptoms.2  There  may  be  an  increased 
incidence  of  carcinoma  of  the  stomach.3 
Hypoalbuminemia  has  been  found  in  70 
per  cent  of  the  cases,  and  Citrin,  Sterling, 
and  Halsted4  and  others  have  demonstrated 
that  excessive  albumin  losses  occur  into  the 
stomach  (exudative  enteropathy).  Al- 
though no  test  for  increased  enteric  al- 
bumin loss  was  performed  in  this  patient, 
it  is  inferred  that  this  was  the  mechanism 
for  the  hypoalbuminemia  and  edema. 
Thyrotoxicosis  may  also  lead  to  distinct 
changes  in  albumin  metabolism,  but  severe 
hyperthyroidism  only  results  in  modest 
hypoalbuminemia. 5 

Chronic  peptic  pain  and  edema  are  fre- 
quently the  principal  symptoms  of  Mene- 
triere’s  disease,  although  slow  or  massive 
gastrointestinal  hemorrhage  has  been  de- 
scribed. Occasionally  the  patient  may  have 
a severe  weight  loss  which  makes  the  dif- 
ferential diagnosis  of  lymphoma  more  diffi- 
cult. The  hyperthyroidism  in  this  patient 
is  of  interest  since  multiple  endocrine 
adenomas  have  been  reported  in  several 


FIGURE  3.  Cross  section  of  fixed  specimen. 
Marked  submucosal  edema  best  seen  in  lowest 
section. 


patients  and  may  represent  a variant  of  the 
Zollinger-Ellison  syndrome. 2 

Subtotal  gastrectomy  often  results  in 
relief  of  the  symptoms  of  Menetriere’s 
disease  and  any  remaining  hypertrophic 
mucosa  involutes  following  surgery.6 

The  gastric  mucosa  in  patients  with 
Menetriere’s  disease  is  usually  infiltrated 
with  round  cells,  particularly  eosinophils. 
Eosinophilia  has,  however,  not  been  de- 
scribed in  Menetriere’s  disease,  and  this 
was  a prominent  feature  of  the  patient 
presented.  An  additional  unusual  feature 
of  our  patient  was  the  history  of  abdominal 
symptoms  of  only  five  days  duration. 
Acute  allergic  gastritis  with  gastric  mucosal 
edema  and  eosinophilia  has  been  studied  in 
adult  patients  but  accompanies  clinical 
manifestations  of  other  allergic  phenom- 
ena.7 A syndrome  in  childhood  of  acute 
transient  hypoproteinemia  has  been  shown 
to  be  due  to  excessive  intestinal  protein 
losses,8  may  be  accompanied  by  eosino- 
philia,9 and  has  been  seen  associated  with 
epigastric  pain,  vomiting,  and  the  radiologic 
appearance  of  giant  gastric  mucosal  folds. 
Menetriere’s  disease  encompasses  a number 
of  clinical  variants,  and  the  syndrome  which 
our  patient  presented  might  more  closely 
resemble  transient  hypoproteinemia  of 
childhood  than  the  more  classical  descrip- 
tions of  giant  hypertrophic  gastritis. 

Dr.  Finby:  Hypertrophic  rugae  in  the 

stomach  are  easily  recognized  unless  they 
are  massive  as  in  our  present  patient  or 
localized  to  a small  area.  When  localized, 
they  simulate  neoplastic  masses  and  often 
cannot  be  found  at  surgical  exploration. 
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FIGURE  4.  Mucosa  (A)  Diffuse  infiltration  with  inflammatory  cells.  Below  muscularis  mucosa,  markedly 
edematous  submucosa  seen.  (B)  High  power.  Inflammatory  cells  are  chiefly^eosinophils  and  lympho- 
cytes. 


Massive  hyperrugosity  may  present  a 
bizarre  roentgen  pattern  which  most  fre- 
quently is  mistaken  for  lymphoma  of  the 
stomach.1  If  the  pattern  of  normal  but  en- 
larged rugae  cannot  be  identified,  roentgen 
differential  diagnosis  cannot  be  certain. 
A recent  critical  review  of  the  problem  by 
Rourke  and  Tomchik10  suggested  some 
diagnostic  aids:  angularity  of  the  stomach 

contour  extending  over  several  centimeters, 
occasionally  associated  with  a finely  scal- 
loped contour  and  a thick  gastric  wall, 
suggest  malignant  disease;  unusually  deep 
interfold  clefts  perpendicular  to  the  greater 
curvature  and  a “pseudodiverticular”  ap- 
pearance along  the  greater  curvature  sug- 
gest benign  disease.  Thick  longitudinal 
folds  along  the  lesser  curvature  of  the  body 
and  markedly  tortuous,  S-shaped  folds 
also  suggest  benign  disease. 

Of  great  importance  to  the  radiologist 
is  the  recognition  that  unexplained  edema 
may  be  correlated  with  roentgen  studies 
of  the  intestinal  tract.  Hypoproteinemia 
associated  with  hypertrophic  rugosity 
(Menetriere’s  disease)4  or  varied  patterns 
of  small  intestine  abnormality  (exudative 


enteropathy)8  may  cause  edema  without 
intestinal  symptoms. 
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Cold  Agglutinins 


Unintentional  hypothermia  due  to 
massive  blood  transfusion  can  be 
avoided  by  warming  the  blood  prior  to 
administration.1  This  precaution  also 
should  be  applied  in  the  presence  of  an 
elevated  cold  agglutinin  titer,  as  illustrated 
in  the  following  case  report. 

Case  report 

A fifteen-year-old  girl  with  a space-occupying 
lesion  in  the  pituitary  region,  presumably  a 
craniopharyngioma,  was  to  undergo  craniotomy. 
Blood  was  ordered  to  be  made  available  for  the 
operation,  but  the  laboratory  technicians  were 
unable  to  find  a donor  blood  which  would  not 
produce  agglutination  when  mixed  with  a sam- 
ple of  the  patient’s  own  blood.  Further  investi- 
gation revealed  that  the  patient  had  a high  cold 
agglutinin  titer  (precise  figure  not  available). 
When  crossmatching  was  performed  at  37  C. 
there  was  no  difficulty  in  finding  compatible 
blood. 

Preanesthetic  medication  consisted  of  pento- 
barbital 50  mg.  and  scopolamine  0.3  mg.  intra- 
muscularly ninety  minutes  prior  to  arrival  in  the 
operating  room.  The  patient  was  placed  on  a 
Thermorite  mattress  through  which  warm  Liquid 
was  being  circulated.  Anesthesia  was  induced 
with  thiopental  sodium  intravenously,  followed 
by  nitrous  oxide,  oxygen,  and  halothane  ad- 
ministered by  face  mask.  Succinylcholine  40 
mg.  was  injected  intravenously  to  facilitate  in- 
sertion of  a 9-mm.  endotracheal  tube.  A therm- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  March  28, 
1966.  Clinical  Anesthesia  Conferences  are  usually  held  on 
the  first  Monday  of  each  month. 


istor  probe,  placed  in  the  lower  third  of  the  esoph- 
agus, registered  a temperature  of  36  C.  The 
temperature  of  the  liquid  in  the  mattress  was 
raised  to  maintain  normal  body  temperature. 
Anesthesia  and  operation  proceeded  uneventfully 
except  for  a period  of  brisk  hemorrhage  two 
hours  after  the  start.  Two  units  of  warmed 
blood  were  infused  within  a period  of  fifteen 
minutes;  body  temperature  remained  at  36.8  C. 
or  above. 

The  postoperative  complications  encountered 
were  unrelated  to  the  hematologic  disorder. 

Comment 

Cold  hemagglutination  is  an  autoimmune 
reaction  in  which  mixing  red  blood  cells  and 
serum  from  the  same  patient  at  tem- 
peratures below  5 C.  results  in  agglutina- 
tion.2 The  process  may  be  reversed  by 
warming  above  20  to  30  C.  and  restored  by 
cooling  below  10  to  20  C.  When  present, 
the  antibody  will  agglutinate  all  human 
red  blood  cell  groups  and  also  erythrocytes 
from  many  animal  species.  The  phenom- 
enon is  frequently  first  observed  in  the 
counting  chamber  during  a red  blood  cell 
count  but  may  also  be  noted  in  stained 
smears.  It  may  be  differentiated  from  the 
pseudoagglutination  of  rouleau  formation 
by  slight  warming  of  the  reagents  and 
apparatus.  This  will  not  only  prevent  the 
formation  of  clumps  but  will  also  disrupt 
aggregates  already  present.  The  presence 
of  cold  agglutinins  should  be  suspected 
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whenever,  as  in  the  present  instance,  un- 
expected difficulties  are  encountered  during 
blood  typing  and  crossmatching. 

Naturally  occurring  cold  auto-antibodies 
are  present  in  most,  if  not  all,  human 
sera.2'3  Normal  cold  agglutinin  titers 
may  range  from  2 to  64  at  temperatures 
below  5 C.  Abnormal  cold  hemagglutinins 
may  be  present  in  much  higher  concentra- 
tions and  are  active  over  a wider  tempera- 
ture range  both  in  vitro  and  in  vivo.  In 
unusual  cases,  the  titer  may  rise  to  as  high 
as  one  million.  Abnormal  cold  hemagglu- 
tinins may  be  encountered  following  virus 
infections  such  as  primary  atypical  pneu- 
monia where  titers  of  40  or  more  were 
encountered  in  68.5  per  cent  of  200  cases2; 
a transient  hemolytic  anemia  may  result. 
High  titers  may  also  be  encountered  in 
acquired  hemolytic  anemia,  trypanoso- 
miasis, and  occasionally  in  association  with 
cirrhosis  of  the  liver. 

In  the  rare  patient  with  a high  titer, 
chronic  cold  hemagglutinin  disease  may  be 
well  defined.2,3  Symptoms  are  observed 
only  in  the  winter  season  or  on  exposure  to 
cold.  Agglutination  of  erythrocytes  in 
superficial  blood  vessels  may  result  in 
acrocyanosis,  which,  coupled  with  the 
normal  vasoconstrictor  response  to  cold, 
may  produce  Raynaud-like  symptoms. 
These  disappear  quickly  on  rewarming. 
Reversible  intravascular  hemagglutination 
and  cessation  of  flow  may  be  visible  in  the 
conjunctival  vessels.  More  severe  symp- 


toms include  hemolytic  anemia,  hemoglob- 
inuria, jaundice,  and  even  gangrene  of  the 
digits. 

Special  precautions  are  essential  for  such 
patients  during  operation  and  anesthesia, 
when  a variety  of  factors  may  combine  to 
act  adversely.  Thus,  exposure  of  large 
areas  of  body  surface  in  an  air-conditioned 
operating  room  and  cutaneous  vasodilata- 
tion during  anesthesia  may  accentuate  heat 
loss;  intravenous  infusion  of  fluids  in  large 
quantities  at  room  temperature  and  trans- 
fusion of  refrigerated  blood  may  further 
depress  body  temperature.  A hemolytic 
crisis  may  result  unless  hypothermia  is 
prevented.  Prophylaxis,  as  in  the  present 
case,  includes  close  monitoring  of  body 
temperature,  preferably  with  an  esophageal 
thermometer,  throughout  the  operative 
procedure  and  into  the  postoperative  period 
until  thermal  homeostasis  has  been  re- 
stored. A Thermorite  mattress  is  useful 
in  the  operating  and  recovery  rooms  should 
rapid  rewarming  be  indicated.  Fluids  and 
blood  should  be  heated  to  body  temperature 
before  infusion. 
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T he  following  case  is  reported  as  an  un- 
usual mechanism  of  penetrating  abdominal 
trauma  together  with  unusual  symptoms 
following  the  injury.  Many  bizarre  mech- 
anisms have  been  reported  in  penetrating 
trauma  including  fan  blade,  power  lawn 
mower  and  trimmer,1  and  stud  gun.2  The 
case  reported  involves  a fragment  of  a 
hammer  causing  intra-abdominal  penetra- 
tion and  massive  upper  intestinal  hemor- 
rhage. 

With  hammer  and  chisel  work  the  acci- 
dents previously  reported  have  involved 
foreign-body  penetration  of  the  orbital 
contents,  usually  from  the  object  struck  or 
from  a fragment  of  the  chisel,  but  none  have 
been  found  initiating  from  a fragment  of 
the  hammer.  The  velocity  of  the  fragment 
would  not  usually  be  considered  sufficient  to 
penetrate  an  obese  abdominal  wall,  and  no 
previous  case  report  of  this  mechanism  of 
injury  could  be  found  in  the  surgical  litera- 
ture. 

In  penetrating  wounds  of  the  abdomen,  it 
is  unusual,  although  not  rare,  that  the 
symptoms  be  those  of  massive  gastrointes- 
tinal hemorrhage  in  the  absence  of  evidence 
of  interperitoneal  injury. 


Case  report 

A fifty-three-year-old  white  carpenter 
was  seen  at  the  emergency  room  at  Miser  e- 
cordia  Hospital  at  6:00  p.m.  on  August  30, 
1964.  Approximately  four  hours  prior  to 
admission,  the  patient  stated  that  following 
the  ingestion  of  four  cans  of  beer,  he  was 
engaged  in  the  splitting  of  bricks  with  a 
hammer  and  chisel.  He  was  stripped  to 
the  waist  during  this  activity.  He  stated 
that  he  felt  a prick  in  his  abdomen  and 
noted  a very  small  puncture  site  in  his  upper 
abdomen.  He  completed  his  work,  and 
three  hours  subsequent  to  the  time  of  his 
injury  he  felt  nauseous  and  vomited  bright 
red  blood.  He  came  immediately  to  the 
emergency  room. 

His  only  pertinent  past  history  consisted 
of  having  been  told  three  years  ago  of  essen- 
tial hypertension  by  an  insurance  company 
physician.  Physical  examination  revealed 
a well-developed,  moderately  obese  white 
male  weighing  240  pounds,  alert,  coopera- 
tive, and  in  no  acute  distress.  Blood 
pressure  was  212/146,  pulse  100  per  minute, 
and  respirations  20  per  minute.  The  posi- 
tive findings  on  physical  examination  were 
limited  to  the  abdomen.  There  was  noted 
in  the  epigastric  region  2 cm.  lateral  to  the 
left  of  the  midline  a small  laceration  measur- 
ing 0.5  by  0.3  cm.  The  abdomen  was  soft 
and  nondistended;  there  was  no  guarding  or 
rigidity,  and  no  hernias,  organs,  or  masses 
were  palpable.  The  bowel  sounds  were 
active;  rectal  examination  was  not  remark- 
able. 

Scout  films  were  taken  of  the  abdomen 
revealing  a metallic  foreign  body  overlying 
the  sacrum  in  anterior  position  and  to  the 
left  of  the  midline  (Fig.  1A).  The  white 
blood  count  was  24,500  with  a shift  to  the 
left,  and  hematocrit  was  reported  as  36. 
Figure  IB  is  a close-up  photograph  of  the 
head  of  the  hammer  used  in  chipping  with 
the  site  of  origin  of  fragment  indicated  by 
an  arrow. 
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FIGURE  1.  (A)  Scout  film  of  abdomen  with  foreign  body  indicated  by  arrow.  (B)  Enlargement  of  head  of 
hammer. 


While  in  the  emergency  room,  the  patient 
again  had  an  emesis  of  400  cc.  of  reddish 
and  dark  brown  blood.  The  blood  pressure 
fell  to  160/100,  and  the  pulse  rose  to  120 
per  minute.  A Levin  tube  was  passed;  the 
stomach  was  irrigated  with  cool  saline,  and 
500  cc.  of  dextran  was  started.  The  pa- 
tient was  typed  and  crossmatched.  He  was 
taken  immediately  to  the  operating  suite 
with  a preoperative  diagnosis  of  traumatic 
perforation  of  the  stomach. 

A laparotomy  was  performed  through  an 
upper  midline  incision.  A small  penetrat- 
ing wound  on  the  parietal  peritoneum  of  the 
anterior  abdominal  wall  measuring  0.7  cm. 
in  length  was  found.  In  the  midportion  of 
the  anterior  wall  of  the  stomach  there  was  a 
linear  cut  0.7  cm.  in  size,  surrounded  by  a 
large  area  of  ecchymosis.  Manipulation 
resulted  in  loosening  of  the  sealed-over  clot 
and  was  followed  by  active  bleeding  from 
the  penetrating  wound.  A 12-cm.  gas- 
trotomy  was  performed  on  the  anterior  wall 
of  the  stomach,  and  spurting  arterial  bleed- 
ing was  noted  from  the  wound  of  entrance. 
This  was  readily  controlled  with  suture 
ligature.  Thorough  inspection  of  the  stom- 
ach, duodenum,  and  esophagogastric  area 
revealed  no  other  evident  source  of  bleed- 
ing. The  posterior  wall  of  the  stomach  was 
intact.  There  was  some  old  blood  found  in 
the  small  bowel;  the  large  and  small  bowel 
were  otherwise  normal.  The  foreign  body 
was  not  located.  There  was  no  evidence  of 
retroperitoneal  hematoma.  The  wound 
was  then  closed  in  the  usual  manner,  using 
the  2-layer  technic. 

The  postoperative  course  was  entirely 
benign.  The  patient  had  two  loose  dark 


brown  bowel  movements  on  the  second 
postoperative  day.  Flat  and  upright  films 
of  the  abdomen  taken  on  the  third  post- 
operative day  showed  no  foreign  body,  and 
none  was  recovered.  An  upper  gastroin- 
testinal series  taken  on  the  tenth  postopera- 
tive day  was  interpreted  as  normal. 

Comment 

The  rapidity  of  blood  loss  was  the]  only 
factor  in  bringing  this  patient  to  our  emer- 
gency room.  In  the  initial  evaluation  of 
the  patient,  prior  to  the  scout  film,  the  area 
of  injury  was  considered  to  be  trivial  by 
both  the  house  officer  and  the  attending 
surgeon. 

The  findings  on  scout  films  of  the  ab- 
domen again  point  to  the  importance  of 
x-rays  in  intra-abdominal  trauma. 

There  are  recurring  reports  on  indications 
for  celiotomy  involving  penetrating  wounds 
of  the  peritoneal  cavity.  Jarvis,  Byers, 
and  Platt3  stated  in  the  experience  of  the 
second  auxilliary  surgical  group  in  World 
War  II,  that  celiotomy  was  indicated,  with 
rare  exception,  for  any  wound  involving 
contents  of  the  peritoneal  cavity. 

Madding  and  Lawrence4  wrote  that  there 
is  not  a single  instance  in  which  a missile 
passed  harmlessly  across  a peritoneal  cavity 
in  a major  diameter.  The  concept  was 
emphasized  by  Hayes  (expressed  in  “For- 
ward” of  Madding  and  Lawrence4  that 
prompt  exploration  was  indicated  in  every 
case  in  which  there  was  a suspicion  of  pene- 
tration of  the  peritoneal  cavity.  Estes,3  in 
a discussion  of  a report  by  Johnston,  stated 
it  was  wiser  to  perform  celiotomy  needlessly 
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than  to  miss  the  opportunity  to  repair  a 
remediable  defect.  Howard,6  in  discussing 
the  missile  injuries,  discards  them  as  a 
continuous  injury  of  dynamic  nature  which 
persists  not  just  for  a moment  but  often  for 
days  or  weeks.  When  surgeons  initiate 
different  basic  indications  for  exploration 
such  as  the  absence  of  peristaltic  sounds, 
hematemesis,  or  positive  abdominal  tap, 
they  are  then  in  an  area  of  considerable 
controversy.7  This  experience  tends  to 
favor  early  exploration  for  all  penetrating 
wounds. 

It  is  also  well  known  that  the  stomach  is 
more  readily  injured  in  penetrating  wounds 
as  well  as  in  blunt  trauma  when  distended. 
This  case  further  documents  the  validity  of 
this  observation. 

The  inability  to  find  the  fragment  is  not 
an  infrequent  occurrence  in  exploration  of 
the  retroduodenal  and  retrocolic  areas  in 
the  upper  abdomen.  In  our  instance  the 
fragment  remained  intraluminal,  passed 
through  the  intestine,  and  was  evacuated  on 
the  second  postoperative  day. 


Summary 

The  case  is  reported  to  document  an 
unusual  missile  injury  from  a hammer  frag- 
ment which  was  seen  with  the  clinical 
symptoms  of  massive  hematemesis  and  to 
re-emphasize  the  need  for  celiotomy  in  any 
suspicious  perforation  of  the  peritoneal 
cavity.  This  case  also  points  out  the  value 
of  safety  devices  of  protective  aprons  and 
goggles  while  working  with  hammer  and 
chisel. 
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Necrology 


Frederick  Wilhelm  Biberstein,  M.D.,  of  New 

York  City,  died  on  May  1 at  the  age  of  eighty- 
seven.  Dr.  Biberstein  received  his  medical  de- 
gree from  the  University  of  Breslau  in  1902. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Ralph  Blumberg,  M.D.,  of  Brooklyn,  died  on 
May  1 at  the  age  of  seventy-five.  Dr.  Blum- 
berg graduated  in  1920  from  Cornell  University 
Medical  College. 

Cyril  Klock  Church,  M.D.,  of  New  York  City, 
died  on  May  26  at  the  age  of  seventy-five.  Dr. 
Church  graduated  in  1916  from  the  University 
of  McGill  Faculty  of  Medicine.  He  was  a senior 
assistant  attending  urologic  surgeon  at  St. 
Clare’s  Hospital.  Dr.  Church  was  a Fellow  of 
the  International  College  of  Surgeons  and  a 
member  of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Francis  Walter  Currin,  M.D.,  of  Brooklyn, 
died  on  July  23  at  St.  Mary’s  Hospital  at  the  age 
of  seventy-five.  Dr.  Currin  graduated  in  1913 
from  Tufts  College  Medical  School.  He  was  an 
attending  radiologist  and  director  of  radiology  at 
Swedish  Hospital  in  Brooklyn  and  senior  attend- 
ing radiologist  at  St.  Mary’s  Hospital.  Dr. 
Currin  was  a Diplomate  of  the  American  Board 
of  Radiology  (Roentgenology),  a Fellow  of  the 
American  College  of  Radiology,  and  a member 
of  the  American  Roentgen  Ray  Society,  the 
Radiological  Society  of  North  America,  Inc.,  the 
New  York  Roentgen  Society,  the  Medical  Soci- 
ety of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Vincent  M.  Cremona,  M.D.,  of  White  Plains, 
died  on  June  19  at  St.  Agnes  Hospital  at  the  age 
of  forty-nine.  Dr.  Cremona  graduated  in  1940 
from  Boston  University  School  of  Medicine. 
He  was  director  of  otolaryngology  at  St.  Agnes 
Hospital  and  an  attending  otolaryngologist  at 
White  Plains  Hospital.  Dr.  Cremona  was  a 
Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the 
American  Academy  of  Facial  Plastic  and  Recon- 
structive Surgery,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical 
Association. 

Gedeon  Eros,  M.D.,  of  Brooklyn,  died  on  July 
14  at  his  home  at  the  age  of  sixty-seven.  Dr. 
Eros  received  his  medical  degree  from  the  Uni- 
versity of  Budapest  in  1923.  He  was  director  of 
clinical  laboratories  at  Brooklyn  State  Hospital 
and  an  assistant  professor  of  neuropathology  at 
Columbia  University  College  of  Physicians  and 
Surgeons.  Dr.  Eros  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic  Anat- 
omy), a Fellow  and  founding  member  of  the 
College  of  American  Pathologists,  and  a member 
of  the  American  Association  of  Pathologists  and 
Bacteriologists,  the  American  Society  of  Clinical 
Pathologists,  the  American  Association  of 
Neuropathologists,  the  New  York  State  Society 
of  Pathologists,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Girolamo  Galanti,  M.D.,  of  Brooklyn,  died  on 
March  28  at  the  age  of  sixty-three.  Dr.  Galanti 
received  his  medical  degree  from  the  University 
of  Palermo  in  1928.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Walter  J.  Gary,  M.D.,  of  Manhasset  and 
Brooklyn,  died  on  April  29  at  the  age  of  sixty- 
three.  Dr.  Gary  graduated  in  1927  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 

Abraham  Lawrence  Goldwyn,  M.D.,  of 
Elmont,  died  on  January  18  at  the  age  of  sixty- 
nine.  Dr.  Goldwyn  graduated  in  1924  from 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Greenberg,  M.D.,  of  Forest  Hills,  died 
on  July  9 at  the  age  of  sixty-three.  Dr.  Green- 
berg graduated  in  1929  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
He  was  an  associate  attending  physician  at 
Physicians  Hospital.  Dr.  Greenberg  was  a 
member  of  the  New  York  Academy  of  Gastro- 
enterology, the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Meyer  Aaron  Halperin,  M.D.,  of  Selden,  died 
on  April  5 at  the  age  of  seventy-three.  Dr. 
Halperin  graduated  in  1917  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Endocrine  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Isidore  Ingis,  M.D.,  of  Brooklyn,  died  on 
February  14  at  the  age  of  sixty-five.  Dr.  Ingis 
graduated  in  1929  from  Long  Island  College 
Hospital. 

Michele  Iovine,  M.D.,  of  The  Bronx,  died  on 
September  9,  1965,  at  the  age  of  ninety-one. 
Dr.  Iovine  received  his  medical  degree  from  the 
University  of  Naples  in  1900. 

Harold  Neville  Kittenplan,  M.D.,  of  The 

Bronx,  died  on  January  5 at  the  age  of  fifty-six. 
Dr.  Kittenplan  graduated  in  1938  from  the 
Western  Ontario  Faculty  of  Medicine,  Univer- 
sity of  London. 

Margaret  Loeffler,  M.D.,  of  The  Bronx,  died 
on  April  7 at  the  age  of  seventy-four.  Dr. 
Loeffler  received  her  medical  degree  from  the 
University  of  Vienna  in  1919.  She  was  an  asso- 
ciate attending  pathologist  at  Bronx  Municipal 
Hospital  Center  and  an  instructor  in  pathology 
at  Albert  Einstein  College  of  Medicine.  Dr. 
Loeffler  was  a Diploma te  of  the  American  Board 
of  Pathology  and  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Peter  P.  McGlade,  M.D.,  of  The  Bronx,  died 
on  May  18  at  the  age  of  seventy-eight.  Dr. 
McGlade  graduated  in  1912  from  Fordham  Uni- 
versity School  of  Medicine. 

Alfred  E.  Moore,  M.D.,  of  Vernon,  died  on 
July  6 at  Crouse-Irving  Hospital  at  the  age  of 
forty-four.  Dr.  Moore  graduated  in  1946  from 
Syracuse  University  College  of  Medicine.  He 
was  a member  of  the  Madison  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sigmund  Price,  M.D.,  of  Forest  Hills,  died  on 
June  13  at  the  age  of  seventy-seven.  Dr.  Price 
received  his  medical  degree  from  the  University 
of  Vienna  in  1914.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Benjamin  Radgik,  M.D.,  of  New  York  City, 
died  on  April  29  at  the  age  of  eighty-five.  Dr. 
Radgik  graduated  in  1905  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  New  York  County  Medical 


Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Theodore  Thomas  Rose,  M.D.,  of  Kings 
Park,  died  on  April  7 at  the  age  of  fifty-three. 
Dr.  Rose  graduated  in  1936  from  the  University 
of  Michigan  School  of  Medicine.  He  was  a 
senior  attending  psychiatrist  at  Kings  Park 
State  Hospital  and  an  attending  obstetrician 
and  gynecologist  (off  service)  at  Jewish  Hospital 
of  Brooklyn.  Dr.  Rose  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology 
and  a Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists. 

Ignaz  Schachter,  M.D.,  of  Far  Rockaway,  died 
on  June  27  at  the  age  of  sixty-one.  Dr.  Schach- 
ter received  his  medical  degree  from  the  Uni- 
versity of  Bologna  in  1930.  He  was  a member 
of  the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Maurice  Melvin  Schrier,  M.D.,  of  Brooklyn, 
died  on  January  22  at  the  age  of  sixty-eight. 
Dr.  Schrier  graduated  in  1922  from  Long  Island 
College  Hospital.  He  was  an  assistant  attend- 
ing general  practitioner  at  Evangelical  Deacon- 
ess Hospital  and  a staff  general  practitioner  at 
Williamsburgh  General  Hospital.  Dr.  Schrier 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francis  Malcolm  Sulzman,  M.D.,  of  Troy, 
retired,  died  on  July  29  at  the  age  of  ninety. 
Dr.  Sulzman  graduated  in  1902  from  Albany 
Medical  College.  He  was  a consulting  (emeri- 
tus) ophthalmologist,  otolaryngologist  and  rhi- 
nologist  at  Cohoes  Memorial  Hospital  and  a con- 
sulting ophthalmologist  and  otolaryngologist  at 
St.  Mary’s  Hospital.  Dr.  Sulzman  was  a Dip- 
lomate of  the  American  Board  of  Ophthalmol- 
ogy, a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Laryngological, 
Rhinological  and  Otological  Society,  the  New 
York  Society  of  Industrial  Medicine,  the  Rens- 
selaer County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Spiro,  M.D.,  of  Far  Rockaway,  died 
on  June  30  at  the  age  of  sixty-two.  Dr.  Spiro 
graduated  in  1932  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  associate  attending  physician  and  an  attend- 
ing physician  in  general  practice  at  St.  Joseph’s 
Hospital.  Dr.  Spiro  was  a member  of  the 
American  Academy  of  General  Practice,  the 
American  Geriatrics  Society,  the  Clinical  So- 
ciety, New  York  Diabetes  Association,  the  Med- 
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ical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alexander  Andrew  Wemmell,  M.D.,  of 

Tappan,  died  on  June  7 at  his  home  at  the  age 
of  seventy-eight.  Dr.  Wemmell  graduated  in 
1912  from  Long  Island  College  Hospital.  Re- 
tired in  1956,  he  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Wessler,  M.D.,  of  Yorktown  Heights, 
died  on  December  31,  1965,  at  the  age  of  eighty- 
one.  Dr.  Wessler  graduated  in  1908  from 


Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  director  of  medicine  emeritus 
at  Bronx  Municipal  Hospital  Center.  Dr.  Wes- 
sler was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herman  A.  Zazeela,  M.D.,  of  The  Bronx,  died 
on  June  4 at  the  age  of  sixty-nine.  Dr.  Zazeela 
graduated  in  1925  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
assistant  attending  physician  (off  service)  at 
The  Mount  Sinai  Hospital.  Dr.  Zazeela  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Announcement  1966  District  Branch  Meetings 


Branch 


Date 


Place 


First  Sunday,  February  13 


The  Americana, 
New  York  City 


Second  Thursday,  Friday,  Saturday,  Carlton  Beach  Hotel, 
Sunday,  October  20,  21,  Bermuda 

22,  23 


Third 

and 

Fourth 


Friday,  Saturday,  Sunday,  Johnstown  Inn, 
October  7,  8,  9 Johnstown 


Fifth  Friday,  Saturday,  Sunday,  Thousand  Island  Club, 

September  9,  10,  11  Wellesley  Island, 


AND 

Sixth 


Alexandria  Bay 


Seventh  Thursday,  Friday,  Saturday,  Castle  Harbour, 
and  Sunday,  September  29,  30,  Bermuda 

Eighth  October  1,  2 


Ninth  Sunday,  February  13 


The  Americana, 
New  York  City 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity ? 


More  than  twenty-five  years  have  passed  since 
the  discovery  of  the  diuretic  activity  of  sulfanila- 
mide started  pharmacologists  on  a succession  of 
molecular  remodelings  to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical  effect 
from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  reported  that 
the  administration  of  a sulfonamide  was  some- 
times accompanied  by  an  unexplainable  side  ef- 
fect-metabolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfonamide  radi- 
cal of  sulfanilamide  inhibited  carbonic  anhy- 
drase,2  the  enzyme  responsible  for  converting 
carbon  dioxide  and  water  to  hydrogen  ions  and 
bicarbonate  ions. 


N 


S02N  Hi- 


Later,  other  investigators  showed  by  dog  experi- 
ments that  metabolic  acidosis  probably  resulted 
when  the  inhibition  of  carbonic  anhydrase  upset 
the  exchange  of  hydrogen  and  sodium  ions,  caus- 
ing increased  excretion  of  sodium  as  the  bicar- 
bonate.3 

Since  the  excretion  of  sodium  was  a desired  ef- 
fect in  the  treatment  of  edema,  eventually  sulfa- 
nilamide was  tried  clinically  in  three  edematous 
patients  for  that  purpose.4  It  was  twelve  long 
years  after  the  first  report  of  the  unexplainable 
side  effect  (metabolic  acidosis)  that  it  was  finally 
shown  that  large  doses  of  sulfanilamide  admin- 
istered to  edematous  patients  were  indeed  capa- 
ble of  promoting  diuresis.4  However,  the  possi- 
bility of  toxic  effects  from  its  prolonged  use  and 
its  relatively  weak  diuretic  action  made  it  im- 
practical for  clinical  use  as  a diuretic.5 


Because  the  inhibition  of  carbonic  anhydrase 
seemed  to  be  the  key  to  effective  diuresis,  investi- 
gators began  to  look  for  more  potent  enzyme  in- 
hibitors—in  the  hopes  that  they  would  be  more 
effective  diuretics.  Since  in  vitro  experiments  and 
animal  studies  showed  that  a sulfonamide  group 
(SCLNH,)  bearing  only  hydrogen  on  the  nitro- 
gen was  required  for  carbonic  anhydrase  inhibi- 
tory activity,3  the  first  compounds  developed 
through  molecular  alteration  had  one,  some- 
times two,  unsubstituted  sulfonamide  groups. 

The  most  important  of  these  early  compounds, 
acetazolamide,  enjoyed  several  years  of  fairly 
wide  clinical  use. 
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Its  carbonic  anhydrase  inhibitory  activity  was 
several  hundred  times  greater  than  that  of  sul- 
fanilamide.7 The  increase  in  inhibitory  activity, 
however,  increased  not  only  the  excretion  of 
sodium  and  bicarbonate  ions,  but  also  the  excre- 
tion of  potassium.3  And,  like  its  predecessor, 
acetazolamide  precipitated  mild  acidosis.  Its 
prolonged  use  could  result  in  hypokalemic  aci- 
dosis.8 


The  ‘thiazides’— an  answer  to  the  metabolic 
acidosis  caused  by  carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide  group  ap- 
peared to  be  responsible  for  carbonic  anhydrase 
inhibition  which  in  turn  appeared  to  be  respon- 
sible for  diuresis,  investigators  began  to  synthe- 
size compounds  with  structural  alterations  to  the 
sulfonamide  group. 

The  first  major  breakthrough  came  with  the 
synthesis  of  chlorothiazide. 
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Altering  the  sulfonamide  group  did  indeed  alter 
the  ability  of  chlorothiazide  to  inhibit  carbonic 
anhydrase— it  was  only  1 / 1 Oth  as  potent  as  aceta- 
zolamide  in  inhibiting  the  enzyme.”  Despite  the 
drop  in  inhibitory  potency,  however,  chlorothia- 
zide proved  to  be  an  effective  diuretic— an  obser- 
vation that  led  to  the  conclusion  that  its  diuretic 
action  was  due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.10-11 

For  effective  diuresis,  chlorothiazide  was  ad- 
ministered in  daily  dosages  ranging  from  250  to 
2000  mg.1-  It  increased  the  excretion  of  sodium 
and  chloride;  and,  to  a lesser  extent,  potassium 
and  bicarbonate.12  The  excretion  of  potassium 
appeared  to  be  maximal  at  higher  dose  levels  at 
which,  theoretically,  the  carbonic  anhydrase  in- 
hibitory effect  is  more  active.12  Its  prolonged 
use,  therefore,  could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  alkalosis.8 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed— with  improvements 
being  aimed  at  two  particular  areas:  1.  attempts 
to  increase  diuretic  action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  attempts  at  a 
more  favorable  sodium/potassium  ratio  in  the 
urine,  i.e.,  to  decrease  the  excretion  of  potassium 
while  maintaining  the  excretion  of  sodium.13 

One  of  these,  Naturetin,  Squibb  Bendroflume- 
thiazide,  has  made  advances  on  both  these  points. 
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“By  adding  a 3-benzyl  radical  to  hydroflumethia- 
zide a rather  dramatic  reduction  in  dose  range  is 
accomplished.  With  this  drug,  effective  sodium 
excretion  is  obtained  with  doses  between  2.5  and 
10  mg.,  which  is  a 200  to  1 ratio  as  compared  to 
chlorothiazide...”14 


Moreover,  due  probably  to  its  virtual  lack  of 
carbonic  anhydrase  inhibition,  Naturetin  (ben- 
droflumethiazide)  has  been  shown  to  cause  less 
potassium  and  bicarbonate  loss  and  less  altera- 
tion in  urinary  pH  than  either  chlorothiazide  or 
hydrochlorothiazide. 

Naturetin  is  outstandingly  effective  not  only 
in  establishing,  but  also  in  maintaining,  excretion 
of  retained  fluid  in  edematous  patients.  And  its 
duration  of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in  most  pa- 
tients. Naturetin  is  also  an  effective  antihyper- 
tensive agent. 

Contraindications:  Severe  renal  impairment;  previous  hyper- 
sensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric- 
coated  potassium  salts  supplementally.  Stop  medication  if 
abdominal  pain,  distension,  nausea,  vomiting,  or  G.l.  bleed- 
ing occur. 

Precautions:  The  dosage  of  ganglionic  blocking  agents,  vera- 
trum,  or  hydralazine  when  used  concomitantly  must  be  re- 
duced by  at  least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cirrhotic  or  digital- 
ized patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in 
serum  uric  acid,  unmask  diabetes,  increase  glycemia  and 
glycosuria  in  diabetic  patients  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  and 
rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg. 
and  2.5  mg.  tablets.  Also  available  Naturetin  c K [Squibb 
Bendroflumethiazide  (5  or  2.5  mg.)  with  Potassium  Chloride 
(500  mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  56:58,  1937.  2.  Mann,  T.  and  Keilin,  D.:  Nature 
146: 164,  1940.  3.  Pitts,  R.  F.,  and  Alexander,  R.  S.:  Am.  J. 
Physiol.  144: 239,  1945.  4.  Schwartz,  W.  B.:  New  England  J. 
Med.  240:173,  1949.  5.  Friedberg,  C.  K.,in  Moyer,  J.  H.,  and 
Fuchs,  M.:  Edema  Mechanisms  and  Management,  Philadel- 
phia, W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Sprague,  J.  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  179.  7.  Cumming, 
J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  254.  8.  Werko,  L.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  188.  9.  Beyer,  K..  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  10.  Maren,  T.  H.,  and 
Wiley,  C.  E.:  J.  Pharmacol.  & Exper.  Therap.  143: 230,  1964. 
11.  Earley,  L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  12.  Fuchs,  M.,  and  Mallin,  S.  R.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  276.  13.  Ford,  R.  V.,  in  Moyer,  J.  H., 
and  Fuchs,  M.:  op.  cit.,  p.  290.  14.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  12):  op.  cit.,  p.  283. 
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SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid  or  high  blood  pressure 


Squibb 


‘The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


DEPRESSION 
IS  RARELY 
SO  OBVIOUS 

( one  reason  why  'Deprol'  is  a logical  first  choice  ) 


If  depression  always  wore  a tragic  mask, 
not  only  diagnosis  but  therapy  might  be 
markedly  simplified.  The  frequent  presence, 
however,  of  anxiety,  agitation,  “smiling 
depression,”  and  insomnia,  suggests  that 
therapeutic  agents  which  only  elevate  mood, 
such  as  "energizers"  or  stimulants,  may 
prove  inadequate  in  mixed  depressions. 

The  proven  effectiveness  of  ‘Deprol’  in 
both  depression  and  anxious  depression, 
and  its  relatively  low  level  of  adverse  reac- 


tions, has  been  well  established  since  its 
introduction  in  1958.  ‘Deprol’  has  thus  met 
a most  stringent  test  of  therapeutic  value — • 
that  of  time. These  are  factors  that  might  be 
considered  when  the  next  patient  presents 
symptoms  of  obvious,  or  mixed,  depression. 

for  depression  and  anxious  depression 

DEPROL 

meprobamate  400mg.+benactyzine  hydrochloride  lmg. 


CO-702® 


See  next  page  for  brief  summary  of  prescribing  information. 
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DEPROE 

meprobamate  400  mg.  4- 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
tWl  Wallace  Laboratories  / Cranbury,  N.  1. 
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“He  stormed  out  the  door  saying  ‘I’m  going  out  and 
get  plastered ” 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The 0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  l/a  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P,A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinawo--  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
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TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  42  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  L.I.  (516)  IV  1-2774 
___  EST.  1924  • Licensed  by  the  State  of  New  York  _____ 


^ULCER 
HEALS 

. 

Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


NYS-9 


Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr. 

City Zone State. 

Street 
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PHYSICIANS  WANTED 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester.  New  York. 


WANTED:  PATHOLOGIST  TO  JOIN  MODERN 

medical-legal  system.  Prior  forensic  experience  not  es- 
sential. New  York  State  license  required.  State  ex- 
perience. Reply  Box  433,  % NYSJM. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario.  Heart  of  dairy  and  fruit 
farming  area.  Office  space  available.  Excellent  schools. 
Unlimited  practice.  Also  in  need  of  a dentist.  Please 
reply  to:  Mrs.  Maurice  Shafer,  Red  Creek,  New  York. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,%  NYSJM. 


PHYSICIAN  WANTED:  IMMEDIATE  OPENING  FOR 
Admitting  Physician  to  serve  in  the  Admitting  Office  of  a 
very  active  DM&S  Hospital,  affiliated  with  Downstate 
Medical  Center  and  Kings  County  Hospital.  Salary 
$12,510  to  $17,220  depending  on  qualifications.  Liberal 
retirement,  vacation,  and  sick  leave.  Non-discrimination 
in  employment.  Apply  to  Chief  of  Staff,  V.A.  Hospital, 
Brooklyn,  New  York  11209. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS 
needed  in  Connecticut  communities  of  Ansonia,  Shelton, 
Derby,  Seymour  and  Oxford.  Opportunities  for  family 
practice,  internal  medicine,  pediatrics  and  medical  and 
surgical  sub-specialties  in  prosperous  suburban  area  of 
70,000  population.  Excellent  general  hospital  under- 
going $6  million  expansion.  Write:  Chief  of  Staff,  Grif- 
fin Hospital,  Derby,  Connecticut. 


PHYSICIAN:  GENERAL  PRACTICE  WITH  6 MAN, 
hard  working  group  in  suburban  Detroit.  Delicious  salary 
and  future  percentage.  Write  Fairwood  General  Hospital, 
4050  E.  12  Mile  Road,  Warren,  Michigan  48092. 


CHIEF  RADIOLOGIST,  BOARD  CERTIFIED  PRE- 
ferred.  Fully  accredited  200  bed  general  hospital,  ex- 
pansion in  progress,  includes  new  X-ray  dept.  Near 
New  York  City  and  Yale  Medical  Center.  Remunera- 
tion open.  Send  curriculum  vitae  with  initial  letter  to 
Administrator,  Griffin  Hospital,  Derby,  Conn. 


AGGRESSIVE  GENERAL  SURGEON  TO  JOIN  DY- 
namic  multi-specialty  group  in  suburban  Detroit.  Addi- 
tion training  in  vascular,  urological,  or  orthopedic,  makes 
you  more  desirable.  Basic  science  certificate  required  for 
licensure  in  Michigan.  Call  (313)  755-2500,  or  write 
Fairwood  General  Hospital,  4050  E.  12  Mile  Road,  Warren, 
Michigan  48092. 


INTERNIST  WANTED:  TO  MAKE  THREE  MAN 

group  with  well  established  Board  certified  internist,  and 
Board  certified  cardiologist.  Generous  sized  suite  in  new 
office  building  occupied  by  six  other  nonaffiliated  profes- 
sional men.  Guaranteed  liberal  income  to  start,  and  retro- 
active partnership  if  agreeable  to  all  parties.  Write: 
George  Hamilton,  M.D.,  86  Walnut  Street,  Binghamton, 
N.  Y.  13905. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  TO  JOIN  ULTRAMODERN  CLINIC 
with  hospital,  Detroit  suburb.  Challenging  scientific 
environment.  Salary  open.  Basic  science  certificate  re- 
quired. Write  Fairwood  General  Hospital,  4050  E.  12 
Mile  Road,  Warren,  Michigan  48092. 


DERMATOLOGY  RESIDENCY,  IMMEDIATE  OPEN- 
ings.  Fully  accredited  for  three  years.  Affiliated  with  the 
State  University- — Kings  County  Medical  Center.  Salary 
$6,170  to  $6,990.  Write:  Chief  of  Staff,  V.A.  Hospital, 
Brooklyn,  New  York  11209.  Non-discrimination  in 
employment. 


ASSOCIATE  PHYSICIAN,  FULL  TIME  OR  HALF  TIME 
for  five  day  week  hospital  practice  of  internal  medicine. 
New  York  State  license  and  three  years  of  experience  in 
general  medicine  within  community,  industry  or  an  in- 
stitution required.  No  night  duty.  Salary  $15,780  to 
$18,635.  Social  Security,  retirement  and  fringe  benefits. 
Box  444,%  NYSJM. 


ACTIVE  GENERAL  PRACTITIONER  WANTED  TO 
succeed  to  busy  general  practice  in  attractive  area  Long 
Island.  Obstetrics  an  advantage,  not  essential.  Excellent 
financial  opportunity.  Box  447,  % NYSJM. 


DIRECTOR  OF  MEDICAL  SERVICES  IN  AN  UPSTATE 
N.Y.,  180  bed,  modern  geriatric  setting  with  established 
program  focused  on  rehabilitation.  Requires  full  time 
medical  physician  with  broad  experience  in  the  active 
practice  of  medicine.  Range  $25,000  annually.  Box  446, 
% NYSJM. 


WANTED:  GENERAL  PRACTITIONER  FOR  IN- 

corporated  village,  northern  New  York.  Dairying  and 
paper  manufacturing  center.  Near  accredited  hospital. 
Good  fishing,  hunting  and  ski  area.  Box  448,  % NYSJM. 


EMERGENCY  ROOM  SPECIALISTS.  GUARANTEED 
income.  Will  train  those  interested  in  this  new  field. 
No  investment  necessary.  Trainees  and  experienced 
physicians  may  anticipate  average  yearly  $25,000.  Inter- 
ested physicians  send  resume  to:  Medical  Emergency 

Associates,  41  Upper  Loudon  Rd.,  Loudonville,  N.Y.  12211. 


PHYSICIAN  WANTED  TO  SHARE  OFFICE.  GOOD 
opportunity  for  young  physician  who  will  work  and  make 
house  calls.  Call  Wednesday  or  Friday  between  1:00  & 
5:00  p.m.  at  office,  433  W.  44th  St.,  N.Y.C.,  or  call  Cl 
6-8797. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible,  military  service  completed,  to  associate  in  estab- 
lished practice  in  attractive  residential,  high  income  Long 
Island  community.  Initial  salary  $12,000  plus  bonus 
incentive,  leading  to  eventual  partnership  arrangement. 
Box  451,  % NYSJM. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate,  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


RADIOLOGIST,  BOARD  CERTIFIED  WILL  ACCEPT 
coverage  or  locum  tenens,  or  weekends;  hospital  and 
private  practice.  Box  438,  % NYSJM. 


U.S.  TRAINED  ANESTHESIOLOGIST,  ELIGIBLE  FOR 
N Y State  license,  available  part-time  or  weekends. 
Box  442,  % NYSJM. 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIG- 
ible,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  on  request.  Box  441,  % NYSJM. 


ANESTHESIOLOGIST,  DIPLOMATE  AMERICAN 
Board,  eighteen  years  experience,  desires  fee  for  service 
outside  N.Y.  City.  Box  445,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


EYE  PRACTICE,  CENTRAL  NEW  YORK,  ESTAB- 
lished  fifteen  years.  Very  active  and  highly  lucrative, 
equity  in  new  professional  building.  Fabulous,  six  figure 
gross  income  for  capable  young  oculist.  Will  introduce 
and  arrange  terms.  Box  450,  % NYSJM. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE— BRONX, 
N.Y.  Reasonable.  Relocating;  will  introduce.  Box 
449,  % NYSJM. 


DECEASED  DOCTORS  35  YEAR  OLD  GENERAL 
practice  of  medicine  for  sale.  Will  also  lease  or  sell  house 
in  desireable  Forest  Hills,  consisting  of  a six  room  fully 
equipped  office  on  the  first  floor,  and  a three  room  apart- 
ment on  the  second  floor.  Call  BO  8-3325. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914)-454-0322 


In  Flushing,  N.Y.  nr.  Hillcrest, 

Queens  Gen'l  & Triboro  Hospitals 

IDEAL  LUXURY  APARTMENTS 
FOR  DOCTORS,  NURSES 

Carpeting,  air-cond.  I SWIMMING  POOL 

gas,  TV  security.  I Jr  3. 1 & 2 bdrms. 

Mins.  fr.  hospitals.  | Special  rents. 

VENTURA 

76-40  164th  St.  Cor.  Union  Tpke 
Agent  on  premises.— JA  3-0422 
Or  Write  Morrow  Enterprises 
16  Court  Street,  Brooklyn,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


SUTTON  TERRACE  APARTMENTS,  450  EAST  63RD 
St.,  Manhattan.  Immediate  occupancy — three  profes- 
sional apartments:  Ground  J (4  rooms)  $300/mo.;  Ground 
F (3  rooms)  $250/mo.;  Ground  G (5  rooms)  $266. 67/mo. 
Apartments  F and  G may  be  combined  to  make  8 rooms 
Call  Mr.  Walter  Townsend,  Resident  Manager,  TE  9-7289. 


FOR  RENT:  PROFESSIONAL  OFFICE  SPACE  ON 

lobby  floor  of  new  high  rise,  prestige  building.  Suitable 
for  combined  office  and  residence  or  for  group.  2,000  sq. 
ft.  Will  alter  to  suit  all  or  part.  2 private  entrances. 
Carlyle  Towers,  512  Bloomfield  Ave.,  Caldwell,  N.  J. 
Phone:  (201)  228-4227. 


GREAT  NECK:  NEW  LUXURY  CO-OP  HOUSE 

magnificent  air-conditioned  office,  reasonably  priced  at 
$120  per  month.  Ideal  for  all  professionals.  Apply  on 
premises  at  30  Barstow  Road,  or  call  (212)  PL  2-4700. 


YORKTOWN  HEIGHTS:  $65,000  SMALL  ESTATE,  5 
acres,  531  ft.  frontage  on  main  road  among  stately  trees. 
3 bedrooms,  large  kitchen,  dining  room,  15  X 25  sunken 
living  room,  2 fireplaces,  playroom;  suitable  for  profes- 
sional use.  Screened  porch,  20  X 40  heated  swimming 
pool.  Spring  and  brook.  Principals  only;  firm.  Tel: 
(914)  245-2080. 


BRONX,  PARKCHESTER  AREA.  FOR  RENT:  5 

room  office  of  retired  doctor.  Walk-in,  private  entrance. 
Area  needs  G.P.  or  internist.  Rent  $100  per  month. 
Call  MU  9-4000,  ext.  430. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp. 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066. 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be  familiar  with  the  complete 
prescribing  information  in  SK&F  literature  or  PDR.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only  when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidal ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SK&F  literature  or  PDR. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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The 
tablet 
that 
takes  the 
phlegm 
out  of 
asthma 


. . . and  is  so  well  tolerated. 


Air-blocking,  spasm-triggering  phlegm  is  freed — 
cough  made  more  productive — with  Bronkotabs. 
This  tablet’s  unique  combination  of  ingredients  not 
only  provides  fast,  sustained  bronchodilation,  but 
has  the  advantage  of  expectorant  action  to  clear  air- 
ways. “Effective  expectorant  action  of  thinned  secre- 
tions from  the  lungs  with  this  formulation  has  been 
most  encouraging.”1  In  addition,  there  is  a remark- 
ably low  side  effects  record.  In  one  asthma  prophylaxis 
study,  excellent  to  good  response  was  experienced  by 
45  of  50  patients — 90%,  with  only  3 noting  mild 
side  effects.1 


RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 
hours,  not  to  exceed  five  times  daily.  Children  over  six: 
one  half  adult  dose.  Dosage  should  be  adjusted  to  the 
severity  of  the  condition  and  response  of  the  individual 
patient. 

PRECAUTIONS:  With  Bronkotabs  therapy,  sympatho- 
mimetic side  effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleeplessness.  Bronkotabs 
should  be  used  with  caution  in  the  presence  of  hyper- 
tension, heart  disease,  diabetes  or  hyperthyroidism. 

SUPPLIED:  Bottles  of  100  scored  tablets. 

Reference:  1.  Siegel,  C.:  General  Practice  25:1 2 (Feb.)  1962. 


BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiaco- 
late  100  mg;  theophylline  100  mg;  phenobarbital  8 mg  (warning 
—may  be  habit-forming);  thenyldiamine  HCI  10  mg. 


ASTHMA.  CHRONIC  BRONCHITIS,  EMPHYSEMA 


BREON  LABORATORIES  INC.  90  Park  Avenue.  New  York,  N.Y.  10016 


Blood-glucose 
screening  for  afl 
/our  patients? 


.because  “Abnormalities  of  glucose 
letabolism  are  among  the  [most 
ommon]  encountered  in  clinical 
ractice....”*  Simple,  quick,  econom- 
al  blood-glucose  screening 
ith  Dextrostix®  Reagent  Strips  is 
•acticable  in  every  regular  physical 
<amination,  emergency  situation, 
id  whenever  hypo-  or  hyper- 
ycemia  may  be  of  clinical 
gnificance  — for  "The  precision 
id  accuracy  of  Dextrostix 
.meet  the  need  for  an  always 
/ailable  simple  screening 
ethod....”*  All  that  is  required 
r screening  with 
extrostix  is  60  seconds 
id  a globular  drop  of 
ipillary  or  venous  blood, 
onormal  readings  will  be 
valuable  aid  to  diagnosis; 
iirmals  will  help  you 
-.tablish  an  important 
aseline  for  future  reference. 


8 arks,  V.,  and  Dawson,  A.: 
it.  M.  J.  7:293,  1965. 


IEXTROSTIX- 

Iovides  a clinically  useful 
atermination  when  performed 
icording  to  directionst 

'XTROSTIX  is  not  intended  to  replace 
a more  precise  analytical  laboratory  methods. 


ifes— an  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AMES 


one  mid-morning 


one  mid-evening 


-*!  ft  ^ ' 

1 ~3 


New 300  mg  tablet 
It’s  made  for  b.i.d. 

For  Adults— 2 tablets  provide  a full  24  hours  of  therapy . . . with  all  the  | 

extra  benefits  of  DECLOMYCIN ...  lower  mg  intake  per  day...  proven 
potency. . . 1-2  days’  “extra”  activity  to  protect  against  relapse  or  sec- 
ondary infection. 

DECLOMYCIN 

DEM  ETHYLCH  LORTETR  ACYCLI NE 
300mg'  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely 
or  chronically  ill— when  the  offending  organisms  are  tetracy- 
cline-sensitive. 

Contraindication— History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to  exces- 
sive systemic  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated  and,  if  therapy  is 
prolonged,  serum  level  determinations  may  be  advisable.  A 
photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  pro- 
duce an  exaggerated  sunburn  reaction  which  may  range  from 
erythema  to  severe  skin  manifestations.  In  a smaller  propor- 
tion, photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  discomfort. 

Precautions  and  Side  Effect s — Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken.  Use 


of  demethylchlortetracycline  during  tooth  development  (la^ 
trimester  of  pregnancy,  neonatal  period  and  early  childhooc 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish 
This  effect  occurs  mostly  during  long-term  use  but  has  als 
been  observed  in  short  treatment  courses.  In  infants,  increase 
intracranial  pressure  with  bulging  fontanels  has  been  observer 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cess; 
tion  of  treatment.  Side  reactions  include  glossitis,  stomatiti: 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  advers 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  ir 
stitute  appropriate  therapy.  Anaphylactoid  reactions  have  bee 
reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.c 

Should  be  given  1 hour  before  or  2 hours  after  meals,  sine 
absorption  is  impaired  by  the  concomitant  administration  c 
high  calcium  content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg  of  demettiylchlortetracycline  HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  demethy 
chlortetracycline  HCI. 
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Lightens  the  glucose  load... 

diagnostically, 

gastronomically 


Hi? 


*.**Col& 


In  diabetes  detection 
procedures,  whenever 
controlled  carbohydrate 
ingestion  is  indicated,  such 
as  in  postprandial  blood-glu- 
cose screening  and  glucose 
tolerance  testing,  Glucola™ 
— Carbonated  Cola  Prepara- 
tion for  Carbohydrate  Toler- 
ance Testing  — lightens  the 
glucose  load.  The  75-Gm. 
glucose  loading  dose,  pro- 
vided in  each  7-oz.  bottle, 
demonstrates  a glucose  tol- 
erance curve  virtually  identi- 
cal to  the  curve  produced  by 
a 100-Gm.  loading  dose  con- 
ventionally  prepared.* 
Glucola  eases  the  glucose 
burden  gastronomically,  too! 
Of  85,000  individuals  tested 
for  diabetes  with  Glucola,  not 
one  case  of  vomiting  was  re- 
ported*—in  contrast  to  the  usual 
experience  with  conventional  glu- 
cose loads.  Glucola  is  prepared 
and  bottled  with  the  same  care  and 
respect  for  precise  calibration  and  quality 
control  that  you  have  come  to  expect  from  all 
diagnostic  tests  manufactured  by  AMES  Com- 
pany. This  helps  to  explain  the  out- 
standing clinical  performance  achieved 
by  Glucola  in  published  studies. 

AMES  COMPANY,  Division  Miles 
Laboratories,  Inc.,  Elkhart,  Indiana 


Ames 


-Leonards,  J.  R.;  McCullagh,  E.  P.,  and  Christopher,  T.  C.:  Diabetes  74:96,  1965. 


one  mid-evening 


one  mid-morning 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


For  Adults— 2 tablets  provide  a full  24  hours  of  therapy. . .with  all  the 
extra  benefits  of  DECLOMYCIN ...  lower  mg  intake  per  day...  proven 
potency. . . 1-2  days’  “extra”  activity  to  protect  against  relapse  or  sec- 
ondary infection. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


300mg’  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely 
or  chronically  ill— when  the  offending  organisms  are  tetracy- 
cline-sensitive. 

Contraindication— History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to  exces- 
sive systemic  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated  and,  if  therapy  is 
prolonged,  serum  level  determinations  may  be  advisable.  A 
photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  pro- 
duce an  exaggerated  sunburn  reaction  which  may  range  from 
erythema  to  severe  skin  manifestations.  In  a smaller  propor- 
tion, photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  discomfort. 

Precautions  and  Side  Effect s — Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken.  Use 


of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 
This  effect  occurs  mostly  during  long-term  use  but  has  also 
been  observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Anaphylactoid  reactions  have  been 
reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 

Should  be  given  1 hour  before  or  2 hours  after  meals,  since 
absorption  is  impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline  HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  demethyl- 
chlortetracycline HCI. 
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Set  the  example-use  seat  belts 


“I  like  Bronkometer. . . 

r 

I breathe  better... 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.1 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol."  •Dilabron^,  brand  of  isoetharine 


ASTHMA.  CHRONIC  BRONCHITIS.  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05%  — Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyldiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED : 10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (J"ne)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov.-Dee.)  1951 . 


BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 


I 


Is  Lincocin 


(lincomycin  hydrochloride  monohydrate) 

Dractical  oral/parenteral  therapy;  reactions  rare,  even  in  patients  with  known  peni- 
cillin sensitivity:  does  not  share  antigenicity  with  the  penicillin  group  of  compounds 

Contraindications:  Patients  previously  found  hypersensitive  to  drug;  patients  with  known  pre-existing  monilial  infections;  and,  until 
urther  clinical  study  is  made,  the  newborn.  Precautions:  Use  of  antibiotics  occasionally  causes  overgrowth  of  nonsusceptible 
>rganisms.  If  superinfections  occur,  take  appropriate  measures.  An  occasional  patient  has  developed  jaundice  while  receiving 
incomycin,  although  this  has  not  been  definitely  shown  to  be  drug-related.  Patients  receiving  treatment  for  longer  than  one  or 
wo  weeks  should  have  liver  function  tests.  No  cases  of  irreversible  toxicity  to  the  hematopoietic  system  and  only  a few  cases  of 
leutropenia  and/or  leukopenia  have  been  reported;  however,  it  is  recommended  that  blood  counts  be  obtained  early  in  course  of 
herapy.  Safety  for  use  in  pregnancy  not  yet  established.  Limited  experience  with  345  women  receiving  the  drug  during  various 
stages  of  pregnancy  revealed  no  ill  effects  on  mother  or  fetus.  Due  to  lack  of  adequate  clinical  data,  use  in  patients  with  pre- 
existing kidney,  liver,  endocrine  or  metabolic  diseases  not  recommended  unless  special  clinical  circumstances  so  indicate. 
Jficacy  in  rheumatic  fever  not  established.  Side  Effects:  Most  frequent— loose  stools  or  diarrhea.  Cases  of  severe  diarrhea  causing 
frug  discontinuance  have  been  reported.  Side  effects  of  small  proportion:  nausea,  vomiting,  abdominal  cramps  or  pain,  skin  rash, 
ectal  irritation,  vaginitis,  urticaria  and  itching.  A few  cases  of  hypersensitivity  reactions  reported.  If  an  allergic  reaction  occurs, 
liscontinue  drug.  The  usual  agents  for  emergency  treatment  should  be  available.  Supplied:  500  mg.  capsules  and  pediatric 
:apsules,  250  mg.,  in  bottles  of  24  and  100;  2 cc.  disposable  syringes;  2 cc.  and  10  cc.  vials  — each  cc.  of  sterile  solution  contains 
incomycin  hydrochloride  monohydrate  equiv.  to  lincomycin  base.  300  mg.;  also  9 mg.  benzyl  alcohol  and  water  for  injection, 
i s.;  Lincocin  syrup  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  60  cc.  and  pint  bottles.  Lincocin  pediatric  , 
frops  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  30  cc.  bottles  with  dropper.  For  more  detailed  prescribing 
nformation  on  this  product,  consult  your  Upjohn  representative  or  see  the  package  circular.  J66 .6*66-2 

j)  1966  by  The  Upjohn  Company 


Upjohn 


HE  UPJOHN  COMPANY,  KALAMA7O0,  MICHIGAN 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  ‘case  history"  of  one  new  drug  - or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 


hundreds  of  thousands  of  dollars  of  financial  invest- 
ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical  Manufacturers  Association 
Pharmaceutical  Advertising  Council  4^ 

1155  Fifteenth  St.,  N.  W„  Washington,  D.C.  20005  H 


When  depressed  patients  say: 

"1  can’t  sleep  at  night" 

“I’m  tired  all  day  long” 

NORPRAMIN 

(desipramine  hydrochloride) 

non-sedating*  rapid-acting 
ANTI  DEPRESSANT 

helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  .complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Winthrop  announces 
new 


For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


® 


ANTACID 
TABLETS 
AND  LIQUID 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1N  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets- 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


•Hinkel,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment ol  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
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Medical  Meetings 


Pediatrics  subject  of  course 

The  Kings  County  chapter  of  the  American 
Academy  of  General  Practice  is  offering  a course 
entitled  Pediatrics  in  General  Practice  as  a part 
of  its  series  of  How  and  Why  I Do  It,  So  You 
Can  Do  It  postgraduate  courses  for  general 
practitioners.  The  course  will  consist  of  six 
lectures  to  be  given  on  Thursday  evenings  from 
8 : 45  to  10 : 15  p.m.  October  6 through  November 
10.  Meeting  place  will  be  the  Basic  Science 
Building  of  the  Downstate  Medical  Center. 

The  course  is  accepted  for  9 accredited  hours 
by  the  American  Academy  of  General  Practice, 
and  advance  registration  is  necessary.  For 
further  information  contact:  Benjamin  J. 

Rosenthal,  M.D.,  Chairman,  Education  Com- 
mittee, 152  Lincoln  Road,  Brooklyn,  New  York 
11225. 


Course  to  examine  pediatric  allergy 

A postgraduate  course  in  pediatric  allergy  is 
being  offered  by  the  Department  of  Pediatrics 
of  the  St.  Christopher’s  Hospital  for  Children  of 
Temple  University  Hospital  in  Philadelphia. 
The  course  is  being  given  in  conjunction  with  the 
1966  Asthma  Symposium  of  the  Children’s 
Heart  Hospital  of  Philadelphia.  Dates  for  the 
meeting  are  November  2 and  3. 

For  further  information  contact:  Leonard  S. 

Girsh,  M.D.,  3701  North  Broad  Street,  Phila- 
delphia, Pennsylvania  19140. 


Glaucoma  subject  of  seminar 

The  Glaucoma  Clinic  of  the  Brooklyn  Eye 
and  Ear  Hospital  will  conduct  a seminar  on 
glaucoma  at  the  hospital  on  November  14 
through  16.  Particular  emphasis  will  be  placed 
on  the  use  of  the  gonioprism  and  applanation 
tonometer.  Tonography  and  the  use  of  the 
perilimbal  suction  cup  will  be  demonstrated 
and  discussed.  The  registrant  will  be  given 
practical  experience  using  patients  selected 
from  the  clinic. 

Registration  is  limited  to  six  ophthalmologists. 
Applications  and  the  fee  of  $75  will  be  accepted 
in  the  order  of  their  receipt. 

For  further  information  contact:  A.  S. 

Rosenberg,  M.D.,  Brooklyn  Eye  and  Ear 
Hospital,  29  Greene  Avenue,  Brooklyn,  New 
York  11238. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Anesthesiologists  to  meet  in  December 

The  20th  Postgraduate  Assembly  in  Anes- 
thesiology of  the  New  York  State  Society  of 
Anesthesiologists  will  be  held  at  the  New 
York  Hilton,  New  York  City,  December  12 
through  14.  The  Postgraduate  Assembly  will 
follow  two  days  of  meetings  by  the  House  of 
Delegates  of  the  New  York  State  Society  of 
Anesthesiologists. 

The  Assembly  will  feature  talks  and  panels 
on  recent  developments  in  the  field  of  anes- 
thesiology, refresher  courses  for  both  residents 
and  seasoned  anesthesiologists,  and  papers 
presenting  new  material.  Among  the  speakers 
will  be  Louis  R.  Orkin,  M.D.,  professor  and 
chairman,  Department  of  Anesthesiology,  Al- 
bert Einstein  College  of  Medicine,  New  York 
City,  and  Walter  Riker,  M.D.,  professor  and 
chairman,  Department  of  Pharmacology, 
Cornell  University  Medical  College,  New 
York  City. 

Joseph  F.  Artusio,  Jr.,  M.D.,  professor  of 
anesthesiology  at  Cornell,  is  chairman  of  the 
Program  Committee,  and  Ben  King,  M.D., 
professor  of  anesthesiology  at  the  School  of 
Medicine,  State  University  of  New  York  at 
Buffalo,  is  the  Assembly’s  general  chairman. 
William  S.  Howland,  M.D.,  chairman  of  the 
Department  of  Anesthesiology  at  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  New 
York  City,  is  president  of  the  New  York  State 
Society  of  Anesthesiologists.  He  will  be  suc- 
ceeded at  the  December  meeting  by  Richard 
Ament,  M.D.,  attending  anesthesiologist  at 
Buffalo  General  Hospital,  who  is  now  president- 
elect. 

For  further  information  contact:  David 

Beiles,  New  York  State  Society  of  Anesthesi- 
ologists, 30  East  42nd  Street,  New  York,  New 
York  10017. 


Columbia  gives  course  in  urologic  disease 

Columbia  University  College  of  Physicians 
and  Surgeons  has  scheduled  a postgraduate 
course  in  urologic  pathology  to  be  held  January 
5 through  30.  The  course  will  meet  Monday 
afternoons  from  3:30  to  5:30  and  Thursday 
afternoons  from  3:00  to  5:30  at  the  Columbia 
Presbyterian  Medical  Center. 

For  application  forms  write:  Melvin  D. 

Yahr,  M.D.,  assistant  dean,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  630 
West  168th  Street,  New  York,  New  York  10032. 

continued,  on  page  2484 
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WEIGHT 
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Tomorrow,  crash!  He'll  be  on  a new- 
fangled diet.  Starving  himself. 


He’s  just  one  of  the  many  who 
bounce  between  starvation  and 
overeating,  and  with  every  rebound 
make  losing  weight  more  difficult. 


As  a professional,  you  can  help. 

First  by  pointing  out  that 
skipping  meals  is  no  solution,  and 
second  by  recommending  long-range 
weight  control  through  sensible 
eating  habits  and  nourishing  foods. 
Every  day.  Day  after  day. 


Naturally,  balanced  diets  and 
nourishing,  palatable  dairy  foods  go 
together;  they  always  have. 


Project  Weight  Watch  has  been  initiated 
to  assist  you.  Its  scope  is  nationwide, 
its  purpose  is  to  focus  professional  attention 
on  the  problem. 

To  help  you  translate  your  concern 
to  your  patients,  a portfolio  of  materials 
is  available.  Send  for  it. 

Support  girth  control. 
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Butazolidin'alka 

Each  capsule  contains: 

Butazolidin®  phenylbutazone  100  mg. 
dried  aluminum  hydroxide  gel  100  mg. 
magnesium  trisilicate  150  mg. 

homatropine  methylbromide  1.25  mg. 


Contraindications  Edema;  danger  of  cardiac  de- 
compensation; history  or  symptoms  of  peptic 
ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  Be- 
cause of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  be  used  with  greater  care 
in  the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large 
doses  of  Butazolidin  alka  are  contraindicated  in 
patients  with  glaucoma. 

Warning  If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the  pharma- 
cologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully  ob- 
served for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions  Before  prescribing,  the  physician 
should  obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  be 
kept  under  close  supervision  and  should  be 
warned  to  report  immediately  fever,  sore  throat, 
or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reac- 
tions; black  or  tarry  stools.  Regular  blood  counts 
should  be  made  to  guard  against  blood 
dyscrasias. 

Adverse  Reactions  The  most  common  adverse 
reactions  are  nausea,  edema  and  drug  rash.  Mod- 
erately lowered  red  cell  count  may  sometimes 
occur  due  to  hemodilution.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reactivate 
a latent  peptic  ulcer.  Infrequently,  agranulocyto- 
sis, exfoliative  dermatitis,  Stevens-Johnson  syn- 
drome or  a generalized  allergic  reaction  may 
occur  and  require  withdrawal  of  medication. 
Stomatitis,  salivary  gland  enlargement,  vertigo 
or  languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported  but  cannot  defi- 
nitely be  attributed  to  the  drug.  Thrombocyto- 
penic purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice  and  several  cases  of  anuria 
and  hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Average  Dosage  in  Rheumatoid  Spondylitis  Initi- 
ally, give  400  mg.  daily  (one  capsule  q.i.d.), 
reducing  this,  if  possible,  when  a favorable  thera- 
peutic effect  has  been  obtained.  If  after  one  week 
there  has  been  no  response,  discontinue  the  drug. 
For  compiete  details,  please  refer  to  full  pre- 
scribing information.  6509-V(B) 

Also  available: 

Butazolidin,  phenylbutazone, Tablets  of  100  mg. 

w 

Geigy  Pharmaceuticals  g 

Division  of  Geigy  Chemical  Corporation  jj 

Ardsley,  New  York  ^ m 


Butazolidinalka 

provides 

"the  treatment  of  first 
choice"*in  ankylosing 
spondylitis-with  less 
chance  of  G.l.  upset 


Most  investigators  report  excel- 
lent results  with  phenylbutazone, 
and  many  consider  itthedrug  of 
choice.  Their  studies  indicate  that 
70-90%  of  patients  experience 
substantial  improvement. 

And  Butazolidin  alka  combines 
phenylbutazone  with  antacids 
and  an  antispasmodic  to  minimize 
chances  of  G.l.  upset. 

Improvement  is  usually  prompt,  de- 
pending on  the  degree  of  fibrosis 
and  calcification.  In  most  cases, 
after  2 or  3 days  there  is  less  pain, 
stiffness  and  muscle  spasm,  in- 
creased mobility  of  the  back,  and 
increased  chest  expansion.  Main- 
tenance dosage  may  be  as  low  as 
100to200  mg.  daily.  And  the  trial 
period  is  only  7 days. 


*Kuzell,  W.  C.:  Presented  at  the  Clinical  Session 
of  the  American  Medical  Association,  Philadelphia, 
November  30, 1965. 


when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


re-enforce  your  decongestant  therapy 


prescribe  economical 


TrMffamMig 


Each  tablet  contains: 

Triaminic®  25  mg. 

(phenylpropanolamine  hydrochloride  12.5  mg., 
pheniramine  maleate  6.25  mg.,  pyrilamine 
maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P.  0.5  Gm. 

(sulfadiazine  0.167  Gm.,  sulfamerazine 
0.167  Gm.,  sulfamethazine  0.167  Gm.) 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 

PHARMACOLOGY:  Triaminic  decongests  and  promotes  drainage  of  nasal  and  paranasal  passages,  and  prevents  any  further 
histamine-induced  damage;  the  triple  sulfonamides  inhibit  susceptible  bacterial  invaders.  INDICATIONS:  For  congestion  and 
infection  of  the  upper  respiratory  tract  caused  by  sulfa-susceptible  organisms.  DOSAGE:  Adults:  2 to  4 tablets  initially,  fol- 
lowed by  2 tablets  (concluded  on  facing  page)  every  6 hours.  Medication  should  be  continued  until  patient  has  been  afebrile 
for  3 days,  (concluded  on  facing  page) 


2484 


Trisulfaminic  continued 
ADVANTAGES:  The  advantages  of  Trisulfa- 
minic in  upper  respiratory  infections 
are:  palatability  of  suspension;  freedom 
from  narcotics  or  alcohol;  therapeutic  re- 
liability; safety;  economy;  ease  of  adminis- 
tration; freedom  from  potential  sensitiza- 
tion to  broad-spectrum  antibiotics  which 
may  be  reserved  for  lower  respiratory  or 
other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hyperthophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 
tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 
one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
LINCOLN,  NEBRASKA 
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Internists  schedule  regional  meeting 

The  American  College  of  Physicians  is  spon- 
soring 30  regional  scientific  meetings  during  the 
coming  academic  year.  The  meetings  are  part 
of  the  College’s  continuing  education  program 
to  help  keep  members  abreast  of  developments 
in  the  basic  sciences  and  clinical  medicine. 

The  Downstate  New  York  I and  II  Regional 
will  be  held  January  18  and  19.  For  further 
information  contact:  William  J.  Grace,  M.D., 
American  College  of  Physicians’  Governor  for 
Downstate  I,  director  of  medicine,  St.  Vincent’s 
Hospital,  153  West  11th  Street,  New  York 
New  York,  or  Julius  E.  Stolfi,  M.D.,  American 
College  of  Physicians’  Governor  for  Down- 
state  II,  116-79th  Street,  Brooklyn,  New  York. 


Psychosomatic  Society  invites 
papers  for  annual  meeting 

The  24th  annual  meeting  of  the  American 
Psychosomatic  Society  will  be  held  in  New 
Orleans,  April  7 through  9,  1967.  The  Program 
Committee  invites  interested  persons  to  attend 
the  meeting  and  to  submit  abstracts  of  original 
work  to  be  considered  for  presentation.  Ab- 
stracts should  be  limited  to  500  words,  and 
12  copies  should  be  submitted,  of  which  two 
copies  only  should  indicate  full  identification 
of  authors  and  their  place  of  work.  This 
procedure  has  been  instituted  in  order  that  the 
selection  of  abstracts  may  be  made  as  impartial 
as  possible. 

The  abstracts  of  papers  accepted  will  be 
printed  and  circulated  to  the  members  of  the 
Society  prior  to  the  meeting  and  will  be  avail- 
able at  a minimal  price  at  the  meeting.  Ab- 
stracts should  be  submitted  by  November  15, 
1966,  to:  Lawrence  E.  Hinkle,  Jr.,  M.D., 

Chairman,  265  Nassau  Road,  Roosevelt,  New 
York  11575. 


Cancer  Society  plans  scientific  session 

Current  Concepts  in  Etiology  and  Diagnosis 
of  Cancer  will  be  the  subject  of  the  1967  Scien- 
tific Session  of  the  American  Cancer  Society 
scheduled  for  May  3 at  the  Sheraton-Dallas 
Hotel  in  Dallas,  Texas.  Included  in  the 
program  will  be  talks  by  James  T.  Grace,  Jr., 
M.D.,  assistant  director,  Roswell  Park  Memorial 
Institute,  Buffalo,  on  “Viruses  and  Vaccination 
in  Cancer,”  and  by  Emerson  Day,  M.D., 
director,  Strang  Clinic,  New  York  City,  on 
“What  Constitutes  an  Adequate  Periodic 
Health  Examination.” 

There  is  no  advance  registration  or  registra- 
tion fee.  For  further  information  contact: 
Roald  N.  Grant,  M.D.,  Director  of  Profes- 
sional Education,  American  Cancer  Society, 
Inc.,  219  East  42nd  Street,  New  York,  New 
York  10017. 
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Group  formed  to  advise  government  on 
policies  affecting  Medicare  intermediaries 

Carl  Ackerman,  M.D.,  a member  of  the  board 
of  United  Medical  Service,  Inc.,  of  New  York, 
has  been  named  one  of  an  eleven-member  group 
which  will  represent  the  insurance  organizations 
serving  as  intermediaries  in  the  payment  of 
physicians’  bills  under  the  Medicare  program. 
Arthur  E.  Hess,  director  of  the  Bureau  of 
Health  Insurance  of  the  Social  Security  Ad- 
ministration, said  the  group  is  designed  to 
provide  consultation  to  the  Administration  on 
the  impact  of  proposed  regulations  and  operat- 
ing instructions  affecting  the  administrative 
responsibilities  of  the  medical  insurance  inter- 
mediaries. He  noted  that  consultation  with 
representatives  of  organizations  involved  in  the 
administration  of  Medicare  contributed  sub- 
stantially to  the  advance  planning  that  assured 
the  program’s  smooth  start  on  July  1. 

Principle  responsibility  of  the  intermediaries 
is  to  determine  “reasonable  charges”  for  physi- 
cians’ services  and  to  make  payment  on  that 
basis.  It  will  also  act  as  a channel  of  com- 
munication with  the  medical  and  health  pro- 
fessions. In  determining  reasonable  charges  an 
intermediary  considers  the  usual  and  customary 
charge  made  by  the  physician  as  well  as  the 
prevailing  rates  in  the  area  for  similar  services. 
In  making  payment,  it  must  also  assure  that  the 
charges  it  pays  for  Medicare  patients  are  no 
higher  than  those  it  pays  for  comparable  services 
and  under  comparable  circumstances  for  its  own 
policyholders  or  subscribers.  Intermediaries 
are  also  responsible  for  applying  safeguards 
against  unnecessary  utilization  of  covered 
services  and  are  required  to  maintain  such 
records  and  furnish  such  information  as  the 
government  finds  necessary. 

Under  the  medical  insurance  program,  33 
Blue  Shield  plans,  15  commercial  insurance 
organizations,  and  1 independent  insurer  per- 
form a number  of  administrative  functions  under 
contracts  with  the  Federal  government. 

New  technic  speeds  diagnosis 
of  rheumatic  heart  disease 

In  an  effort  to  step  up  control  of  rheumatic 
heart  disease  the  New  York  State  Department 
of  Health’s  division  of  laboratories  and  research 
is  beginning  a new  program  of  training  in  a 
technic  that  speeds  diagnosis  of  the  early  stage 
of  the  disease.  Aided  by  $61,880  in  Federal 
funds,  the  division  is  preparing  a number  of 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


regional  and  Statewide  training  sessions  in  the 
use  of  fluorescent  antibody  microscopy  to  speed 
detection  of  the  streptococci  that  cause  rheu- 
matic fever.  The  training  of  local  laboratory 
aides  will  provide  the  prompt  diagnosis  physi- 
cians need  to  treat  streptococcus  sore  throat 
before  it  develops  into  rheumatic  fever.  A 
series  of  four-day  regional  workshops  and  some 
ten-day  conferences  in  Albany  are  planned. 

The  division  worked  on  early  studies  under 
the  Federal  Heart  Disease  Control  program 
which  showed  how  well  the  technic  works.  The 
fluorescence  procedure  detects  the  organisms  by 
the  glow  given  off  when  a culture  containing  the 
streptococci  is  combined  on  a slide  with  known 
antibodies  and  a dye  agent  and  the  slide  is 
exposed  to  ultraviolet  light. 

Studies  find  no  harmful  effects 
caused  by  use  of  oral  contraceptives 

After  a nine-month  study  of  oral  contracep- 
tives, a special  consultant  committee  concluded 
that  there  is  “no  adequate  scientific  data  proving 
these  compounds  unsafe  for  human  use.”  The 
Advisory  Committee  on  Obstetrics  and  Gyne- 
cology to  the  U.S.  Food  and  Drug  Administra- 
tion said,  however,  that  there  are  “possible 
theoretic  risks,”  and  it  recommended  studies  to 
acquire  more  facts  about  users  of  oral  contra- 
ceptives and  to  improve  surveillance  of  the 
drugs. 

In  its  report  the  committee,  whose  chairman 
was  Louis  M.  Heilman,  M.D.,  professor  and 
chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  Downstate  Medical  Center, 
recommended:  (1)  uniform  labeling  of  all 

contraceptive  drugs  now  on  the  market;  (2) 
discontinuance  of  the  time  limitations  of  ad- 
ministration of  contraceptive  drugs  which  have 
already  been  cleared  by  the  F.D.A.;  (3)  sim- 

plification of  the  F.D.A.’s  administrative  pro- 
cedures to  allow  reduction  in  dosage  of  already 
approved  compounds;  and  (4)  priority  for  lab- 
oratory investigation  on  all  aspects  of  the  hor- 
monal contraceptive  compounds. 

The  committee’s  recommendations  were  part 
of  a 200-page  document  which  included  four 
task  force  and  three  special  reports.  The  task 
forces  had  considered  “the  pill”  in  relation  to 
blood-clotting  diseases,  cancer,  and  its  effect 
on  the  function  of  certain  organs  and  glands  of 
the  body.  The  effectiveness  of  the  drug  for 
contraception  as  well  as  to  treat  certain  men- 
strual disorders  was  also  studied. 

Serving  as  a consultant  to  the  committee 
was  Schuyler  G.  Kohl,  M.D.,  professor  of 
obstetrics  and  gynecology  at  Downstate  Medi- 
cal Center. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


JUDGE  ANTI B I OTI C ff 0 1 NTM E NTS  HERE 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


Dialog  is  a combination  of  15  mg  allobarbital  anc 
300  mg  acetaminophen.  Allobarbital,  a proven  be 
biturate,  provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminoph 
is  a nonsalicylate  analgesic-antipyretic,  well  tole 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  t l 
and,  in  recommended  dosage,  has  no  adverse  e 
on  the  kidneys. 


• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


2/3453  MK-3 
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iillobarbital  and  acetaminophen  CIBA) 
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ications:  For  relief  of  pain  and  discomfort  of 
iple  headache;  neuralgia,  myalgia,  and  musculo- 
iletal  pain;  dysmenorrhea;  bursitis;  sinusitis; 
ositis.  Also  indicated  to  reduce  fever  and  to 
eve  discomfort  due  to  respiratory  infections,  influ- 
a,  and  other  febrile  conditions. 


itraindication:  Not  recommended  during  pregnancy. 


Jtion:  May  be  habit-forming.  Do  not  use  in  patients 
isitive  to  barbiturates  or  in  those  with  moderate 
levere  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  ailobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed  | 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  ailobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 


For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 
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Abstracts 


Tricomi,  V.:  Application  of  human  cyto- 

genetics in  obstetrics  and  gynecology,  New 
York  State  J.  Med.  66:  2513  (Oct.  1)  1966. 

Chromosome  analyses  help  to  elucidate  prob- 
lems in  obstetrics  and  gynecology,  such  as  the 
chromosome  constitution  of  human  abortuses, 
the  chromosome  makeup  of  individuals  with 
primary  amenorrhea,  and  balanced  translocation 
heterozygosity  in  early  pregnancy  wastage. 
Three  culture  technics  are  used:  bone  marrow 

culture,  solid  tissue  culture,  and  peripheral  blood 
technic.  Autosomes  have  been  numbered  1 to 
22  and  placed  in  seven  groups  A through  G,  sex 
chromosomes  are  X and  Y,  and  three  parameters 
are  relied  on  for  identification. 

Moskowitz,  J.  A.:  Caring  for  the  young  dia- 

betic patient,  New  York  State  J.  Med.  66: 
2519  (Oct.  1)  1966. 

Management  of  the  diabetic  child  and  his 
family  is  a multidisciplinary  team  effort,  and  the 
general  practitioner  is  suited  to  coach  the  team. 
The  family  must  be  trained  in  regulating  daily 
insulin,  food  intake,  exercise,  and  so  on.  Ex- 
planations and  adjustments  must  be  made. 
The  team  also  includes  school  teachers,  dieti- 
cians, social  workers,  guidance  counselors,  and 
such  organizations  as  the  American  Diabetes 
Association,  Inc.  Parents  are  given  support 
and  understanding,  then-  erroneous  ideas  about 
diabetes  are  dispelled,  and  realistic  goals  are  set. 
A healthful  diet  is  one  that  is  sensible  and  well 


balanced,  such  as  is  advisable  for  everyone. 
Exercise  is  also  recommended. 

Berger,  R.  A.:  Dermatologic  experience  with 

liquid  silicones,  New  York  State  J.  Med.  66: 
2523  (Oct.  1)  1966. 

A fluid  silicone  has  been  used  for  prosthetic 
injection  into  human  tissues.  When  medical 
grade  silicone  is  employed,  there  have  been  no 
instances  of  foreign-body  granuloma,  allergic 
inflammation,  or  carcinogenesis.  The  config- 
uration of  the  scar  is  of  importance.  The  small 
“ice-pick”  type  is  not  helped,  but  relatively 
broad  but  shallow,  wavy,  or  ridged  depressed 
scars,  produced  by  acne  and  excoriation,  gener- 
ally do  well.  Deep  lines  can  be  elevated  as  can 
deep  vertical  frown  lines  and  nasolabial  folds. 

Miller,  J.  K.:  Human  pasteurellosis  in  New 

York  State,  New  York  State  J.  Med.  66:  2527 
(Oct.  1)  1966. 

Four  species  of  Pasteurella  are  discussed: 
multocida  (septica),  hemolytica,  pseudotubercu- 
losis, and  pneumotropica.  These  all  have  ani- 
mal reservoir's,  and  penicillin  is  the  therapy 
recommended.  During  a nine-year  period,  49 
strains  of  Past,  multocida  were  identified  in 
New  York  State,  and  the  source  of  the  isolate 
and  the  associated  infections  are  summarized. 
Such  infections  should  be  considered  following 
bites  of  domestic  animals  and  in  cases  of  chronic 
respiratory  diseases. 


Abstracts  in  Interlingua 


Tricomi,  V.:  Le  application  de  cytogenetica 

human  in  obstetrica  e gynecologia  ( anglese ), 
New  York  State  J.  Med.  66:  2513  (1  de 
octobre)  1966. 

Analyses  chromosomatic  es  de  adjuta  in 
elucidar  problemas  de  obstetrica  e de  gyne- 
cologia tal  como  le  constitution  chromosomatic 
de  abortos  human,  le  constitution  chromoso- 
matic de  individuos  con  amenorrhea  primari,  e 
heterozygositate  translocational  balanciate  in 


casos  de  guastage  durante  le  prime  phases  del 
pregnantia.  Tres  technicas  de  culturation  es 
usate.  Illos  es  le  culturation  de  medulla,  le 
culturation  de  tissu  solide,  e le  culturation  ab 
sanguine  peripheric.  Le  autosomas  ha  essite 
numerate  ab  1 ad  22  e esseva  placiate  in  septe 
gruppos  ab  A ad  G.  Le  chromosomas  de  sexo  es 
X e Y,  e tres  parametros  es  reguardate  como 
fidedigne  pro  objectivos  de  identification. 

continued  on  page  2496 
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this  issue:  the  common  cold  and  the  aging  patient 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  fiabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn't  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Qolds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho  pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic* 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12  yrs.  or  those  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(Advertisement) 


;e 


at  the  cough  as  well  as  the  cold 

Cntrols  both  productive  and  nonproductive  cough,  with- 
4 suppressing  productive  cough  • decongests  the  air- 


Hj/s • helps  liquefy  secretions  responsible  for  irritation 
rovides  prompt  symptomatic  relief  of  allergic  symp- 

I 


is  • is  well  tolerated  • rarely  causes  constipation, 
erage  Dosage:  Adults,  1 teaspoonful.  Children  6-12 
jirs,  Vz  teaspoonful;  3-6  years,  V*  teaspoonful;  1^3 
Sirs,  10  drops;  6 months  to  1 year,  5 drops.  Ad-  ' 

■ lister  after  meals  and  at  bedtime  with  food 
Cution:  Should  be  used  with  caution  in  patients 
«h  known  idiosyncrasies  to  phenylephrine  hydro- 
jjoride  and  in  those  with  moderate  or  severe 
iiertension,  hyperthyroidism  or  advanced  arte- 
clerosis.  In  these  patients  the  use  should  not 

ido'  i ENDO  LABORATORIES  INC., Garden  City,  N.Y 
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exceed  3 days.  Hycomine  Syrup  is  generally  well  toler- 
ated but  in  some  patients  drowsiness,  dizziness  or  nau- 
sea may  occur.  Patients  should  be  cautioned  not  to  drive 
a car  or  operate  machinery  should  they  become  drowsy 
while  taking  Hycomine  Syrup.  (Hydrocodone  may  be  habit- 
forming.) 

Each  teaspoonful  (5  cc.)  contains:  hydrocodone  bitartrate 
(Warning:  May  be  habit-forming)  5 mg.  and  homatro- 
pinemethylbromidel.5mg.(Hycodan®),antitussives; 
pyrilamine  maleate  12.5  mg.,  antihistamine;  phen- 
ylephrine hydrochloride  10  mg.,  decongestant; 
ammonium  chloride  60  mg.  and  sodium  citrate 
!]  85  mg.,  expectorants;  with  methylparaben  0.13% 
and  propylparaben  0.02%  as  preservatives,  in  a 
highly  palatable  cherry-flavored  vehicle. 

On  oral  Rx  where  state  laws  permit. 

ycomine' 
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The  Gentle  Relief  For 
Constipation  Distress 


EUCARBON 

A gentle  laxative  adsorbent  for  gastrointes- 
tinal dysfunction  and  anti-flatulent  effects  in 
fermentation.  An  excellent  detoxifying  sub- 
stance with  a wide  range  of  uses  in 
dermatology. 

Each  tablet  contains:  Ext.  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil,  Fennel  Oil 
in  highly  activated  charcoal  base.  Dose:  1 or 
2 tablets  daily.  Supply:  Tins  of  100,  at  all 
pharmacies.  Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  CO..  INC. 
10  Fairchild  Court,  Plainview,  N.  Y.  11803 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Moskowitz,  J.  A.:  Le  curatela  del  juvene 

patiente  diabetic  ( anglese ),  New  York  State  J. 
Med.  66:  2519  (1  de  octobre)  1966. 

Le  curatela  del  diabetico  juvenil  e de  su 
familia  es  un  interprisa  multidisciplinari,  e le 
medico  de  practica  general  ha  appropriatemente 
le  rolo  de  trainar  le  team  de  participantes.  Le 
familia  debe  apprender  a regular  le  routine 
diume  del  administration  de  insulina,  del  inges- 
tion de  alimentos,  del  exercitio,  etc.  Expli- 
cationes  e correcturas  debe  esser  introducite. 
Le  team  include  etiam  instructores  de  schola, 
dieteticos,  tra valia tores  de  assistentia  social, 
consulentes  de  carriera,  e organisationes  del  typo 
del  Association  American  Contra  Diabete.  Le 
parentes  trova  supporto  e sympathia,  lor  erronee 
ideas  relative  a diabete  es  dispergite,  e practica- 
ble objectivos  es  formulate.  Un  salubre  dieta 
es  un  dieta  ben  equilibrate  e de  rationalitate 
commun,  i.e.,  le  typo  de  dieta  recommendabile 
pro  omnes.  Exercitio  es  etiam  a recommendar. 

Berger,  R.  A.:  Experientia  dermatologic  con 

siliconas  liquide  (anglese),  New  York  State  J. 
Med.  66:  2523  (1  de  octobre)  1966. 

Un  silicona  liquide  ha  essite  usate  in  injec- 
tiones  prosthetic  ad  in  tissus  human.  In  tanto 
que  le  silicona  usate  esseva  de  qualitate  medical, 
nulle  caso  ha  occurrite  de  granuloma  a corpore 
alien,  de  inflammation  allergic,  o de  carcino- 
genese.  Le  configuration  del  cicatrice  a corriger 
es  de  importantia.  Le  typo  micre  o puncturi- 
forme  profita  pauco,  sed  le  responsa  es  bon  in  le 
caso  de  cicatrices  non  profunde,  undulante,  o 
deprimite  e circumvallate  como  illos  es  producite 
per  acne  e excoriation.  Lineas  profunde  pote 
esser  elevate  e le  mesmo  vale  pro  vertical  lineas 
supercilial  e plicas  nasolabial. 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


ALKALOL 

For 

Irritated 
Tissue 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Miller,  J.  K.:  Pasteurellosis  human  in  le 

Stato  de  New  York  (anglese),  New  York  State 
J.  Med.  66:  2527  (1  de  octobre)  1966. 

Quatro  species  de  pasteurella  es  considerate: 
istos  es  Pasteurella  multocida  (septica).  Past, 
hemolytica,  Past,  pseudotuberculosis,  e Past, 
pneumotropica.  Omne  iste  organismos  ha  reser- 
voirs in  animales,  e penicillina  es  le  therapia  a 
recommendar.  In  le  curso  de  un  periodo  de  9 
annos,  49  lineas  de  Past,  multocida  esseva 
identificate  in  le  Stato  de  New  York  e le  pro- 
venientia  del  isolatos  e del  associate  infectiones 
es  summarisate.  Tal  infectiones  deberea  esser 
prendite  in  consideration  post  morsuras  per 
animales  domestic  e in  casos  de  chronic  morbo 
respiratori. 
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60 


Does  the  antacid  capacity  of 
the  salicylate  dosage  form 
affect  absorption? 


: Clinical  evaluation  of  patient  response  to  orally 
administered  salicylates  frequently  centers  on 
; gastric  tolerance  and  the  rate  and  extent  of 
I gastrointestinal  absorption  following  specific 
dosage  forms.  Can  significant  differences  be 
expected? 

Many  investigators1  think  so.  Clinical  compari- 
sons between  plain  acetylsalicylic  acid  tablets 
and  those  containing  small  amounts  of  antacids 
have  shown  that  in  vivo  absorption  rates  at  60 
minutes  are  directly  proportional  to  the  in  vitro 
dissolution  rates  of  the  particular  tablet.  Results 
of  tests  relating  urinary  excretion  of  salicylate 
after  ingestion  of  solid  aspirin  tablets  with  that 
following  ingestion  of  aqueous  solutions  of  vari- 
ous salicylates  are  comparable  . . . the  gastroin- 
testinal absorption  rate  of  aspirin  administered 
in  solution  is  significantly  greater. 

Carlo,  Cambosos,  Feeney  and  Smith2  compared 
plasma  salicylate  levels  after  oral  administration 
of  aspirin  with  water  only  and  with  effervescent 
and  alkaline  adjuvants.  Twelve  subjects  received 
0.6  gm  aspirin  in  four  forms:  USP  tablet  fol- 
lowed by  200  cc  plain  water  or  by  200  cc  soda 
water;  USP  tablet  plus  3.2  gm  sodium  citrate 
with  200  cc  water;  and  sodium  acetylsalicylate 
in  an  effervescent  solution  containing  sodium- 
calcium  phosphates,  sodium  bicarbonate  and 
sodium  citrate  [ Alka-Seltzer] . At  20  and  45 
minutes,  “appreciably  higher  plasma  levels”  of 
salicylate  were  attained  after  the  sodium  aspirin 
effervescent  antacid  solution. 

In  168  tests  on  55  human  subjects,  Leonards3 
also  used  plasma  salicylate  concentration  to 
measure  the  rate  of  absorption.  Following  in- 
gestion of  0.64  gm  aspirin  in  different  forms,  all 
subjects  were  tested  at  10,  20,  30,  45  and  60 
minutes.  As  shown  on  the  chart  above:  A (USP 
aspirin  tablet)  was  absorbed  relatively  slowly; 
AB  (aspirin  tablet  with  aluminum  glycinate  and 
magnesium  carbonate)  was  absorbed  slightly 
more  rapidly;  and  AS  (sodium  aspirin  in  an 
effervescent  antacid  solution)  was  still  more 
rapidly  absorbed  reaching  highest  plasma  levels 
in  30  minutes.  A laboratory  solution  of  sodium 
acetylsalicylate,  not  pharmaceutically  available, 
gave  similar  levels.  Alka-Seltzer  was  the  effer- 
vescent sodium  aspirin  form  used.  Leonards 


A 10 


10  20  30  45  60 

Minutes  after  drug  administered 
PLASMA  LEVELS  OF  SALICYLATE 

A — USP  aspirin  tablets 
AB  — buffered  aspirin  tablets 
AS  — effervescent  sodium  aspirin  solution 

concluded  that  “the  rate  of  absorption  of  aspirin 
is  dependent  on  the  solubility  characteristics  of 
the  preparation”. 

1.  References  on  request,  or  see  page  5 of  brochure. 

Professional  Product  Information. 

2.  Carlo,  P. E.;  Cambosos,  N.M.;  Feeney,  G.C.;  and  Smith,  P. K.:  Jour. 
Amer.  Pharm.  Ass.  (Scient.  Ed.)  44:396  July,  1955. 

3.  Leonards,  J.  R.:  Clin.  Pharm.  &Ther.  4:476  July-August,  1963. 

Write  for  reprints  of  articles  cited  above, 
and  new  Professional  Product  Brochure. 


The  formulation  and  pharmacodynamics  of  Alka- 
Seltzer®  are  unique.  There  is  no  generic  equivalent. 
Each  dry  tablet  contains:  acetylsalicylic  acid,  5 gr  (0.32 
gm);  sodium  bicarbonate,  30  gr  (1.92  gm);  citric  acid, 
16  gr  (1.024  gm);  and  mono-calcium  phosphate,  3 gr 
(0.192  gm).  Antacid-analgesic  Alka-Seltzer  tablets  dis- 
solved in  water  become  an  effervescent  solution  con- 
taining sodium  acetylsalicylate,  sodium  citrate,  calcium- 
sodium  phosphates  and  sodium  bicarbonate.  One  tablet 
neutralizes  30  ml  of  0.1  A hydrochloric  acid.  Buffered 
pH  is  6.8. 

Please  address  literature  requests  to  the 
Professional  Service  Department, 

MILES  LABORATORIES,  INC.,  Elkhart,  hul 

REFER  TO 

PDR 


Information  above  is  presented  for  physicians  only. 


Plasma  Total  Salicylate  mg/Liter 


Medical  Schools 


Albany  Medical  College 

Grant  for  otolaryngology  program.  A 

grant  of  $325,000  has  been  received  for  the 
expansion  and  improvement  of  the  residency 
program  in  otolaryngology  from  the  National 
Institute  of  Neurological  Diseases  and  Blind- 
ness, a division  of  the  U.S.  Public  Health  Serv- 
ice. Floyd  B.  Coffin,  M.D.,  associate  pro- 
fessor of  surgery  and  head,  Subdepartment  of 
Otolaryngology,  has  planned  an  expansion 
of  graduate  training  which  will  double  the 
number  of  residents  in  the  department  from  3 
to  6 by  July,  1968.  Also,  Dr.  Goffin  will  add 
an  instructor  and  a research  technician  to  the 
staff. 

Albert  Einstein  College  of  Medicine 

New  chairman  appointed.  Hubert  L.  Roso- 
moff,  M.D.,  formerly  associate  professor  of 
neurosurgery,  University  of  Pittsburgh  School 
of  Medicine,  has  been  appointed  professor  and 
chairman.  Department  of  Neurological  Sur- 
gery. Dr.  Rosomoff  is  a pioneer  in  the  use  of 
hypothermia  and  has  specialized,  also,  in  the 
use  of  lasers  in  surgery  for  brain  tumors. 

Cornell  University  Medical  College 

Animal  facilities  accredited.  The  animal 
facilities  of  the  College  have  been  accredited 
by  the  American  Association  for  Accreditation 
of  Laboratory  Animal  Care.  The  AAALAC 
is  composed  of  scientific  and  professional  or- 
ganizations whose  purpose  is  to  promote  a 
program  for  the  accreditation  of  laboratory 


Lymphadenopathy  in  children 


Lymphadenopathy  in  children  due  to  at- 
tenuated, live  measles  vaccine  may  occur  three 
to  fourteen  days  after  vaccination  and  may  be 
identical  to  atypical  lymphoid  hyperplasia  found 
in  the  appendix,  tonsils,  spleen,  and  lymph  nodes 
of  children  in  the  prodromal  stage  of  measles. 
There  are  usually  no  associated  symptoms  until 
lymph  node  enlargement  occurs.  Recognition 
of  giant  multinucleated  cells  of  the  Warthin- 


animal  care  facilities  which  will  promote,  en- 
courage, and  facilitate  scientific  research  using 
animals  in  the  United  States.  The  requirements 
for  accreditation  include  properly  trained  per- 
sonnel, adequate  physical  facilities,  and  the 
proper  care  for  animals  to  permit  their  main- 
tenance in  a state  of  well-being  and  care.  Dr. 
Bruce  Ewald  is  Director  of  Laboratory  Animal 
Medicine.  Members  of  the  Council  of  Ac- 
creditation who  visited  the  facilities  were  Dr. 
Geoffrey  Lord,  director,  Johnson  and  Johnson 
Research  Foundation,  and  Dr.  John  Rust,  head, 
Section  of  Nuclear  Medicine,  University  of 
Chicago. 

Downstate  Medical  Center 

New  President.  Joseph  K.  Hill,  M.D.,  has 
been  elected  president  of  the  Center,  and 
succeeds  Robert  A.  Moore,  M.D.,  the  first  presi- 
dent of  the  Center,  who  retired  August  31. 
Dr.  Hill  will  serve  also  as  dean  of  the  College  of 
Medicine. 

State  University  at  Stony  Brook 

Medical  faculty  appointments.  The  first 
two  major  selections  for  the  medical  faculty  for 
the  new  Medical  Center  have  been  announced. 
Edmund  D.  Pellegrino,  M.D.,  has  been  chosen 
to  be  professor  and  chairman  of  the  Department 
of  Medicine,  and  director  of  the  Center  during 
the  planning  phase.  Alfred  G.  Knudson,  Jr., 
M.D.,  City  of  Hope  Medical  Center,  Duarte, 
California,  has  been  appointed  professor  of  medi- 
cine and  a member  of  the  planning  team.  Both 
appointments  were  effective  September  1. 


Finkeldey  type  which  are  characteristic  of  this 
condition  should  insure  an  accurate  diagnosis. 

M.  S.  AUen,  Jr.,  M.D.,  W.  H.  Talbot,  M.D., 
and  R.  M.  McDonald,  M.D.,  writing  in  a 
recent  issue  of  the  New  England  Journal  of 
Medicine,  state  that  the  microscopic  examina- 
tion of  an  enlarged  subclavicular  lymph  node 
removed  from  a four-year-old  child  revealed  the 
characteristic  giant  cells.  The  patient’s  pedia- 
trician recounted  a history  of  inoculation  with 
0.5  ml.  of  measles  vaccine  and  0.3  ml.  of  gamma 
globulin  eight  days  prior  to  enlargement  of  the 
lymph  node. 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsurpassed 
for  reducing  nasal  turgescence.  It  stops  the  stuffy  feel- 
ing at  once.  It  opens  sinus  ostia  to  re-establish  drainage 
and  lessen  the  chance  of  sinusitis.  With  Neo-Synephrine, 
in  the  concentrations  most  commonly  used,  deconges- 
tion lasts  long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue.  Sys- 
temic side  effects  are  virtually  unknown.  There  is  little 
rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


W/nfhrop 


Brand  of  phenylephrine  hydrochloride 

is  available  in  a variety  of  forms, 
for  all  ages: 


Va%  solution  for  infants 

’/4%  solution  for  children  and  adults 

’A °/o  pediatric  nasal  spray  for  children 

V2 °/o  solution  for  adults 

V2 % nasal  spray  for  adults 

V 2 ®/o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America’s  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
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enjoy  it,  too!) 
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deposit bottles. 
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Medical  Directory 
of  New  York  State 


Over  33,000  registered  physicians  in  New  York  State 
are  individually  listed  with  pertinent  professional  data! 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in 
York  State  (official  titles). 

• The  complete  Faculty  Lists  of  all  Medi- 
cal Colleges  within  New  York  State 

• Medical  Staffs  of  all  Union  Health 
Centers  in  New  York  State 


The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


! 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 

I enclose  $ — - — - — - — for  — — — copy(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC- 
TORY OF  NEW  YORK  STATE 


Name  (Please  Print) 


Address 


City  State  Zip 

$25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 
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Books  Received 


The  following  books  were  received  during  the  month  of  July,  1966.* 


Atlas  of  Keratectomy  and  Keratoplasty. 

By  Ramon  Castroviejo,  M.D.  Quarto  of  462 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1966.  Cloth,  $27. 

Defeating  Alcoholism:  The  Fairview  Way. 

By  Maxie  C.  Collins,  B.A.,  Th.M.  Duodecimo 
of  327  pages.  Philadelphia,  Whitmore  Pub- 
lishing Co.,  1966.  Cloth,  $5.00. 

An  Introduction  to  Medical  Laboratory 
Technology.  By  F.  J.  Baker,  F.R.M.S., 
R.  E.  Silverton,  F.R.M.S.,  and  Eveline  D. 
Luckcock,  F.I.M.L.T.  Fourth  edition.  Octavo 
of  656  pages,  illustrated.  Washington,  Butter- 
worths,  1966.  Cloth,  $12.50. 

Head  Injury.  Conference  Proceedings. 

Edited  by  William  F.  Caveness,  M.D.,  and  A. 
Earl  Walker,  M.D.  Quarto  of  589  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1966.  Cloth,  $15. 

The  Application  of  Control  Theory  to 
Physiological  Systems.  By  Howard  T.  Mil- 
horn,  Jr.,  Ph.D.  Octavo  of  386  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Cloth,  $14. 

Spontaneous  Regression  of  Cancer.  By 
Tilden  C.  Everson,  M.D.,  and  Warren  H. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Cole,  M.D.  Octavo  of  560  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1966. 
Cloth,  $20. 

Arteriography;  Principles  and  Techniques. 

By  Joseph  L.  Curry,  M.D.,  and  Willard  J.  j 
Howland,  M.D.  Octavo  of  328  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Cloth,  $14. 

Histology.  By  C.  Roland  Leeson,  M.D.,  and 
Thomas  S.  Leeson,  M.D.  Octavo  of  492  I 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1966.  Cloth,  $8.00. 

Hand  Surgery.  By  J.  Edward  Flynn,  M.D. 
Quarto  of  1,095  pages,  illustrated.  Baltimore,  I 
The  Williams  & Wilkins  Company,  1966. 
Cloth,  $38.50. 

A Catalogue  of  Eye  Signs  in  Systemic 
Disorders.  By  Maurice  D.  Pearlman,  M.D. 
Octavo  of  195  pages.  Springfield,  111.,  Charles  I 
C Thomas,  1965.  Cloth,  $7.75. 

Radiographic  Atlas  of  the  Genitourinary 
System.  By  Charles  Ney,  M.D.,  and  Richard 
M.  Friedenberg,  M.D.  Quarto  of  741  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  j 
Company,  1966.  Cloth. 

Little  Strokes.  By  Walter  C.  Alvarez,  M.D. 
Octavo  of  190  pages.  Philadelphia,  J.  B. 
Lippincott  Company,  1966.  Cloth,  $8.00. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  "Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't 
alike,  either. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the 
taste  buds),  the  coating  dissolves  and  the  peni- 
cillin is  ready  for  immediate  absorption  into 
the  bloodstream.  The  patient  still  gets  all  the 
special  benefits  of  V-Cillin  K,  including  con- 
sistent dependability  . . . even  in  the  presence 
of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sen- 
sitivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 


should  not  be  administered  to  patients  with  a his- 
tory of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible  or- 
ganisms during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoon- 
ful, in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206 


601098 

SiMy 
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Editorials 


— — 

Science  in  the  world  of  widening  horizons,  a trilogy, 
Part  III — The  family  of  man 


Dr.  Glenn  T.  Seaborg,  chairman  of  the 
Atomic  Energy  Commission,  speaking  at 
the  twentieth  anniversary  of  UNESCO, 
presented  so  much  food  for  thought  that 
we  have  repeated  much  of  it  in  August  15 
and  September  1 issues  of  the  Journal. 
Part  III,  the  final  installment,  presents  the 
essentiality  of  “the  family  of  man.” 

Review  of  the  widening  of  our  horizons 
over  the  past  twenty  years  may  leave 
us  very  impressed  with  our  collective 
accomplishments.  And  such  a review 
with  some  contemplation  of  what  the 
future  holds  is  in  many  respects  over- 
whelming; to  some  it  seems  almost 
frightening.  But  the  facts  and  figures 
alone  do  not  tell  the  most  important 
part  of  the  story.  Our  scientific  progress 
must  not  be  considered  apart  from  our 
social  progress,  nor  our  technology  talked 
of  in  terms  not  relating  to  human  values. 
Wherever  we  are  headed  on  our  new 
wide  horizons,  we  are  traveling  there  as 
the  family  of  man.  As  such,  what  has 
this  journey  done  for  us?  And  what 
future  does  it  hold?  I would  like  to 
devote  the  remaining  few  minutes  of  this 
talk  to  some  thoughts  on  these  matters. 

Certainly  while  science  has  widened 
our  horizons,  it  has  brought  us  physically 
closer  together.  It  believe  it  has  done  the 
same  in  spirit — in  engendering  broader 
human  cooperation  and  understanding. 
Science  comes  to  us  from  an  interna- 
tional heritage  and  it  promotes  a grow- 
ing internationality.  In  spite  of  the 
scientific  ascendancy  of  some  countries, 
no  nation  has  a monopoly  on  scientific 
talents.  One  does  not  have  to  go  far 
back  in  history  to  see  an  outstanding 
example  of  the  contributions  of  scien- 
tists of  many  national  backgrounds  to  a 
single  scientific  field.  Within  the  past 
three  decades,  the  nuclear  age  was  born 
of  the  labor  of  such  an  international 
group  of  scientists  as  Hahn,  Fermi, 
the  Joliot-Curies,  Rutherford,  Bohr,  Ein- 


stein, Szilard,  Lawrence,  Compton,  Op- 
penheimer,  de  Hevesy,  and  a host  of 
many  other  multinational  names  too 
numerous  to  mention  at  this  time. 

Today,  the  sharing  of  scientific  brain- 
power is  an  important  inducement  to- 
ward international  cooperation.  In  this 
regard,  it  is  interesting  to  note  that  last 
year  representatives  of  the  United  States 
attended  about  600  international  inter- 
governmental conferences,  mostly  on 
technical  subjects.  We  belong  to  53 
international  organizations,  again,  mostly 
scientific  and  technical.  These  are  or- 
ganizations which  exist  because  they 
are  needed,  because  they  serve  the  pur- 
poses of  many  nations  and  many  people. 
It  is  a fact  of  twentieth  century  life 
that,  while  nations  may  stress  national 
sovereignties,  and  avow  national  pur- 
poses, science  has  created  a functional 
international  society.  It  exists,  and  it 
works,  in  spite  of  all  who  doubt  it. 

Modern  science  is  such  a dynamic 
force  that  its  success — its  very  existence 
— demands  growing  cooperation  from  all 
quarters.  The  explosion  of  scientific 
and  technical  knowledge,  from  a mul- 
tiplicity of  specialized  fields  and  diverse 
sources,  calls  for  tremendous  coopera- 
tive efforts  in  the  gathering  and  ex- 
changing of  information.  Expanding  in- 
ternational communications  are  vital 
to  scientific  growth.  We  are  just  now 
beginning  to  learn  how  to  efficiently 
handle  the  overwhelming  flow  of  ma- 
terial being  recorded  and  transmitted 
throughout  the  world  each  day. 

Cooperation  is  again  a factor  in  science 
in  the  use  of  scientific  equipment.  The 
staggering  expense  of  some  of  today’s 
scientific  tools  makes  the  sharing  of 
large  facilities  and  laboratories  manda- 
tory. I think  that  the  future  will  see 
the  development  of  many  cooperative 
international  facilities  such  as  the  one 
operated  by  CERN,  the  European  Cen- 
ter for  Nuclear  Research. 
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Aside  from  the  benefits  which  science 
itself  gains  from  cooperation,  the  social 
applications  and  implications  of  science 
demand  international  cooperation.  The 
consequences  of  decisions  in  scientific 
matters  and  the  benefits  of  scientific 
progress  are  inexorably  connected  to 
the  well-being  of  all  men.  They  affect 
life  itself — birth,  health  and  death; 
they  affect  living  conditions — food,  shel- 
ter and  environment;  they  affect  human 
contact — communications  and  transpor- 
tation; and  they  affect  the  general  state 
of  the  world — war  or  peace.  In  this 
regard — because  of  the  consequences  of 
science — we  have  a vital  stake  in  what 
is  being  done  abroad  and  an  obligation 
to  disseminate  the  beneficial  knowledge 
we  gain  here. 

In  many  ways  the  physical  scope  of 
scientific  investigation  today  transcends 
national  boundaries.  Global  science  de- 
mands global  cooperation.  The  fields 
of  meteorology  and  climatology,  ocean- 
ography, and  geology,  astronomy  and 
space  exploration  need  as  their  labora- 
tories all  the  earth’s  oceans,  its  lands, 
its  atmosphere  and  the  boundless  space  of 
the  universe.  These  world-straddling 
sciences  have  been  responsible  for  a 
surprising  degree  of  world-wide  coopera- 
tion, even  among  countries  harboring 
great  political  differences.  In  the  field 
of  meteorology,  our  current  program 
involves  the  cooperation  of  more  than 
100  other  countries.  In  our  space  pro- 
gram we  have  the  cooperation  of  more 
than  50  countries  and  are  beginning  to 
cooperate  directly  with  the  Soviet  Union 
in  this  field. 

In  addition,  we  have  had  much  suc- 
cess with  the  Soviets  in  exchanging  in- 
formation and  ideas  in  the  nuclear  energy 
field. 

. . . All  this  has  brought  us  face  to  face 
with  the  facts  that  we  can  no  longer  live 
in  a world  where  only  a small  percentage 
of  the  people  enjoy  the  benefits  of 
twentieth  century  life.  Each  year  brings 
us  closer  to  the  realization  that  it  is  a 
technical,  social,  political  and  moral 
necessity  that  we  learn  to  live  together 
in  peace  and  understanding,  sharing 
more  and  more  of  the  knowledge  we 
gain  and  the  abundance  that  knowledge 
brings,  until  such  time  when  all  have 
the  ability  to  share  the  workload  evenly 
and  all  can  enjoy  the  benefits  which  only 
some  of  us  enjoy  today.  We  no  longer 
are  a world  of  local  or  regional  civiliza- 
tions which  can  flourish  or  wither  away 


by  themselves.  Our  civilization  is  now 
global  and  absolute,  and  the  actions  of 
each  nation,  and  to  some  degree,  of  each 
individual,  strongly  affect  our  collective 
destiny. 

There  are  many  people  who  fear  the 
current  explosion  of  science  and  tech- 
nology, who  see  in  it  a dehumanizing 
effort,  who  believe  that  it  is  running 
away  with  us  and  that  we  are  becoming 
its  slaves,  instead  of  remaining  its 
masters.  I cannot  agree  with  these 
thoughts.  A comparison  of  the  con- 
ditions of  people  in  any  age  with  those  of 
today  will  show  that  we  are  far  better 
off.  And  I do  not  mean  just  in  creature 
comforts,  suffering  less  from  disease, 
hunger  and  the  whims  of  our  environ- 
ment. More  of  us  share  a larger,  richer 
culture — one  international  in  scope,  con- 
taining a vast  heritage  from  each  other’s 
lands,  and  from  the  past — the  art, 
music  and  literature  of  bygone  days 
preserved,  reproduced  and  recreated  for 
our  enrichment.  And  these  are  in  ad- 
dition to  our  own  cultural  contributions 
which  are  substantial  by  the  standards 
of  any  age.  We  have  more  leisure  to 
enjoy  all  this.  If  there  is  a certain 
framework  of  superficial  conformity  as 
a result  of  our  methods  of  mass  produc- 
tion, there  is  also  within  that  framework 
a larger  degree  of  freedom  and  individ- 
uality. Today  we  have  more  freedom 
of  choice  than  any  of  our  ancestors  ever 
had.  We  have  more  freedom  of  expres- 
sion. We  have  more  freedom  from. 
ignorance,  superstition  and  ironclad 
tradition,  and,  as  a result,  more  freedom 
to  change — to  control  and  direct  our 
future,  our  creative  evolution. 

[It  is  possible  to  become  to  a large 
extent]  masters  of  our  fate.  We  need  not 
be  trapped  by  the  onrush  of  our  tech- 
nology— simply  because  we  recognize  it. 
We  realize  (and  not  too  late,  as  some 
would  have  us  believe)  its  speed,  its 
effects  and  their  cumulative  impact. 
And  in  the  light  of  this  we  can  predict, 
plan  and  work  to  shape  our  future. 

Most  of  you  are  aware  of  the  massive 
challenges  facing  mankind  today.  You 
read  about  them  in  your  newspapers  and 
magazines,  see  and  hear  about  them  on 
television  and  radio — environmental  pol- 
lution, hunger,  water  shortages,  the 
population  explosion,  the  problems  asso- 
ciated with  urban  growth,  and,  above  all, 
that  plague  which  mankind  has  not  yet 
eliminated,  the  threat  of  war,  com- 
pounded today  by  the  overwhelming 
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destructiveness  of  nuclear  weapons. 

. . . None  of  these  problems  are  in- 
soluble if  we  face  them  without  delay 
and  work  hard  toward  their  solution. 
There  is  an  enormous  amount  of  national 
and  international  effort  already  going 
into  the  meeting  of  every  one  of  these 
problems.  . . . Experimental  World  Lit- 
eracy Program,  which  will  also  include 
the  vocational  and  technical  training  of 
millions  of  now  illiterate  workers. 

With  regard  to  what  is  being  done 
about  the  problems  of  pollution,  I call 
your  attention  to  our  own  battle  (in  the 
U.S.)  against  environmental  pollution 
and  to  the  recently  released  report  to  the 
President  by  the  Environmental  Pollu- 
tion Panel  of  the  President’s  Science 
Advisory  Committee.  This  report,  the 
work  of  some  40  experts  and  their  staffs, 
carefully  outlines  the  problems  we  face 
and  some  possible  approaches  to  solving 
them.  It  is  an  important  first  step  in 
our  national  campaign  in — as  the  report 
is  titled — “Restoring  The  Quality  of 
Our  Environment.” 

The  problem  of  hunger,  still  with  us  in 
so  many  areas  of  the  world,  is  being 
attacked  on  an  international  scale  by 
the  work  of  many  UN  organizations. 
Under  the  leadership  of  the  UN’s  Food 
and  Agricultural  Organization,  a “Free- 
dom From  Hunger  Campaign”  has  been 
launched  which  involves  over  80  coun- 
tries working  with  UNESCO,  UNICEF, 
the  World  Health  Organization,  the 
International  Atomic  Energy  Agency, 
the  International  Labor  Organization, 
and  the  World  Meteorological  Organiza- 
tion. This  formidable  combination  of 
international  scientific  and  educational 
groups  is  exploring  every  natural,  tech- 
nological, economic  and  social  means  of 
providing  basic  food  staples  for  all  human 
beings  everywhere. 

This  new  year — 1966 — has  been  desig- 
nated “International  Rice  Year”  by  a 
joint  FAO-UNESCO  drive  “to  focus 
world  attention  on  the  role  that  rice 
could  play  in  furthering  the  aims  of  the 
Freedom  From  Hunger  Campaign;  and 
to  improve  international  understanding 
of  the  rice  economy.” 

Related  to  the  solving  of  the  world’s 
water  problems — of  which  we  have  be- 
come more  aware  because  of  our  own 
droughts — far  more  than  a year  has  been 
designated.  Under  the  sponsorship  of 
UNESCO,  FAO  and  the  World  Meteor- 
ological Organization,  an  “International 
Hydrological  Decade ” has  been  pro- 


claimed, during  which  a massive  program 
will  be  undertaken  to  find  ways  of  avert- 
ing the  water  crisis  that  so  many  nations 
face.  During  the  IHD,  a sustained  and 
coordinated  program  of  scientific  research 
will  be  carried  on  to  find  out,  among 
many  other  things,  where  the  sources  of 
fresh  water  lie,  how  we  can  recover  them, 
what  the  best  methods  are  for  desalting 
water,  what  can  be  done  to  salvage  the 
water  that  evaporates  or  runs  into  the 
sea — and  what  all  of  these  operations  will 
cost.  With  all  this  knowledge,  it  is 
believed  we  can  make  substantial  prog- 
ress in  solving  our  water  problems  for 
many  decades. 

Finally,  I call  your  attention  to  the 
work  of  the  International  Atomic  Energy 
Agency,  mentioned  briefly  before  because 
of  its  cooperation  in  the  Freedom  From 
Hunger  Campaign.  The  IAEA  is  not 
only  making  an  important  contribution 
to  the  world’s  efforts  in  developing  the 
many  peaceful  benefits  of  nuclear  energy, 
but  it  is  also  playing  a leading  role  in 
seeing  that  the  atom  remains  peaceful, 
in  controlling  the  proliferation  of  nuclear 
weapons.  This  organization,  with  its  95 
member  nations,  oversees,  and  adminis- 
ters an  international  “safeguards”  sys- 
tem, a system  of  inspection  and  control 
designed  to  assure  that  the  nuclear  mate- 
rials, facilities  and  technology  furnished 
for  peaceful  uses  are  not  diverted  to 
military  applications.  Right  now — 
today — the  IAEA  “safeguards”  inspec- 
tion system  is  at  work.  It  is  the  first 
program  of  international  inspection  in  the 
arms  limitation  field  to  be  put  into 
operation  and  it  is  operating  with  the 
blessing  and  encouragement  of  both  the 
United  States  and  the  Soviet  Union. 
Such  an  organization  truly  deserves  our 
strongest  praise  and  support. 

We  look  to  the  IAEA,  to  UNESCO 
and  to  all  the  organizations  of  the  UN  to 
help  us  achieve  world  peace — true  peace, 
not  just  stalemates  of  political  and 
military  power,  but  lasting  peace  based 
on  reason  and  understanding,  on  world 
stability,  and  on  the  well-being  of  all  men 
sharing  a newly  created  abundance  on 
this  earth. 

I believe  that  it  is  possible,  through 
science  and  technology,  to  achieve  these 
long  unfulfilled  dreams  of  mankind. 
Our  progress  of  the  past  few  decades  has, 
indeed,  widened  our  horizons.  It  has 
given  us  much  new  knowledge  and  many 
remarkable  new  tools.  It  has  also  given 
us  a glimmer  of  a better  new  world  which 
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can  be  reached  with  these  accomplish- 
ments as  a beginning.  Let  us  not  sit 
back  then  and  revel  in  what  we  have 
done.  Let  us  continue  our  progress. 
Let  us  continue  to  grow  in  knowledge, 
to  apply  that  knowledge,  and  to  work 
hard  with  our  new  tools  so  that  we  can 


A diadem  added 

The  Journal  has  the  happy  privilege  of 
serving  as  the  official  means  of  communica- 
tion for  the  clinical  societies  of  stature 
within  our  area.  We  publish  the  Proceed- 
ings of  the  New  York  Allergy  Society, 
The  Clinical  Anesthesia  Conferences  of 
the  Study  Committee  of  the  New  York 
State  Society  of  Anesthesiologists,  and 
Reports  of  the  New  York  Diabetes  As- 
sociation. Two  of  these  series  have  been 
made  into  books.  Now  a fourth  society 
adds  further  distinction  to  these  ranks. 
Beginning  with  this  issue  we  will  publish 
quarterly  the  “Abstracts  of  the  Proceedings 
of  the  New  York  Society  for  Thoracic 
Surgery.”  Allan  Ellia  Bloomberg,  M.D., 
will  edit  these  abstracts  for  presentation 
by  the  Journal  and  those  requesting 
further  information  are  advised  to  write 
to  him  in  care  of  the  Journal. 

The  New  York  Society  for  Thoracic 
Surgery  will  be  fifty  years  old  next  February 
and  it  is  said  to  be  the  oldest  organization 
of  its  kind  in  existence. 


continue  to  move  toward  those  wide 
horizons  and  the  greater  promise  they 
hold  for  all  mankind. 

Implicit  within  this  address  is  the  Spirit 
of  Man,  bearding  all  terrors,  surmounting 
all  obstacles,  ever  striving  for  betterment. 


Founded  by  the  late  Willy  Meyer  and 
other  pupils  of  Sauerbruch,  the  Society 
has  drawn  its  members  largely  from  the 
chest  surgeons  but  it  has  always  had  among 
its  members  such  distinguished  clinicians 
from  other  fields  as  Max  Einhorn,  Henry 
Janeway,  and  J.  Burns  Amberson,  Jr., 
to  name  only  a few. 

This  honorable  Society  is  now  in  the 
forefront  of  the  bold  new  surgery  of  the 
cardiovascular  and  respiratory  systems. 
It  is  a long  distance  from  phrenic  crush 
and  intrapleural  pneumonolyses  to  re- 
placement of  cardiac  valves  but  the 
Society  has  been  in  step  all  the  way. 

These  abstracts  will  arouse  your  in- 
terest and  keep  you  informed  of  new  de- 
velopments in  the  field  of  thoracic  surgery, 
a field  in  which  events  are  moving  very 
rapidly. 

We  welcome  this  opportunity  to  pub- 
lish these  abstracts  and  look  forward  to  a 
long  and  fruitful  association  with  the  New 
York  Society  for  Thoracic  Surgery. 
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Scientific  Articles 


Application  of 
Human  Cytogenetics 
in  Obstetrics 
and  Gynecology 

VINCENT  TRICOMI,  M.D. 
Brooklyn,  New  York 

From  the  State  University  of  New  York  Downstate 
Medical  Center  and  the  Kings  County  Hospital 


In  1956  Tjio  and  Levan1  demonstrated 
that  the  normal  human  diploid  complement 
of  chromosomes  was  46  instead  of  48.  This 
was  confirmed  within  a short  period  of  time 
by  Ford  and  Hamerton.2  Since  then  rapid 
strides  have  been  made  in  the  study  of 
human  cytogenetics.  These  advances  have 
been  facilitated  by  the  perfection  of  technics 
that  allow  not  only  for  an  adequate  number 
of  cells  to  be  recovered  in  metaphase,  but 
also  permit  the  morphology  of  the  individ- 
ual chromosome  to  be  examined  in  detail. 
Furthermore,  the  total  number  of  chromo- 
somes in  a cell  in  metaphase  may  be  as- 
certained accurately. 

At  present  three  culture  technics  are 
employed  for  human  chromosome  analysis: 

The  bone  marrow  culture  is  a relatively 
short-term  one  requiring  about  twenty-four 
hours  before  chromosomes  are  available 
for  study.3  A drawback  to  this  method 

Presented  at  a meeting  of  the  New  York  Obstetrical 
Society,  New  York  City,  March  9,  1965. 


chromosome  analyses  help  to  elucidate 
problems  in  obstetrics  and  gynecology,  such 
as  the  chromosome  constitution  of  human 
abortuses,  the  chromosome  makeup  of  in- 
dividuals with  primary  amenorrhea,  and 
balanced  translocation  heterozygosity  in  early 
pregnancy  wastage.  Three  culture  technics 
are  used:  bone  marrow  culture,  solid  tissue 

culture,  and  peripheral  blood  technic.  Auto- 
somes  have  been  numbered  1 to  22  and  placed 
in  seven  groups  A through  G,  sex  chromo- 
somes are  X and  Y,  and  three  parameters  are 
relied  on  for  identification. 


exists  in  that  it  does  necessitate  a sternal 
or  iliac  crest  puncture.  Furthermore,  the 
karyotype  constancy  in  culture  is  not 
always  maintained.  However,  if  the  sus- 
pected chromosome  abnormality  is  in  the 
basic  hemopoietic  system,  the  bone  marrow 
culture  technic  should  be  the  one  of  choice. 

The  solid  tissue  culture  is  a long-term 
technic  requiring  approximately  two  weeks 
before  the  cells  may  be  harvested  for 
chromosome  study.4  It  does,  however, 
make  cells  available  for  an  indefinite 
period,  once  the  waiting  period  is  over. 
Furthermore,  karyotype  constancy  is  main- 
tained. The  most  common  tissue  used  is 
skin,  although  of  late,  connective  tissue  is 
receiving  much  attention. 

The  peripheral  blood  technic,  from  a 
temporal  viewpoint,  is  between  the  bone 
marrow  and  the  solid  tissue  methods,  since 
it  requires  about  seventy-two  hours  for  the 
harvesting  of  metaphase  chromosomes.5 
The  karyotype  constancy  is  maintained, 
and  the  technic  is  relatively  easy  to  per- 
form. Consequently,  the  peripheral  blood 
culture  method  for  the  study  of  human 
chromosomes  is  the  most  popular  and  the 
one  used  for  initial  screening  purposes. 
Actually  it  is  imperative  that  more  than 
one  method  be  employed  in  a given  situa- 
tion so  that  the  chance  of  missing  a mosaic 
is  lessened. 


October  1,  1966  / New  York  State  Journal  of  Medicine  2513 


Classification 

Much  confusion  was  encountered  and 
engendered  early  in  the  identification  of  the 
individual  chromosomes  consequent  on 
different  investigators  using  different  sys- 
tems of  nomenclature.  This  was  resolved 
at  a conclave  attended  by  an  international 
panel  of  cytogeneticists  at  Denver,  Colo- 
rado, in  1960.  At  that  meeting  a system 
for  identifying  and  naming  the  individual 
mitotic  chromosome  was  adopted,  and  this 
is  referred  to  as  the  Denver  conspectus.6 
It  was  agreed  that  the  autosomes  should  be 
numbered  1 to  22  in  descending  order  of 
length  and  placed  into  seven  groups,  A 
through  G,  as  follows: 

Group  A consists  of  chromosome  pairs  1-3 
Group  B consists  of  chromosome  pairs  4-5 
Group  C includes  chromosome  pairs  6-12 
Group  D includes  chromosome  pairs  13-15 
Group  E includes  chromosome  pairs  16-18 
Group  F includes  chromosome  pairs  19-20 
Gro  up  G includes  chromosome  pairs  21-22 

The  sex  chromosomes  were  to  continue 
to  be  referred  to  as  X and  Y with  the  X 
chromosome  being  placed  into  the  C 
(6-12)  group  and  the  Y chromosome  placed 
into  the  G (21-22)  group. 

The  three  parameters  relied  on  for  the 
identification  of  a given  chromosome  were: 
(1)  the  length  of  each  chromosome  relative 
to  the  total  length  of  a normal,  X-contain- 
ing  haploid  set:  the  sum  of  the  lengths  of 

the  22  autosomes  and  of  the  X chromosome, 
expressed  per  thousand;  (2)  the  ratio  of 
the  length  of  the  longer  arm  to  the  shorter 
arm  of  the  chromosome;  and  (3)  the  ratio 
of  the  length  of  the  shorter  arm  to  the 
whole  length  of  the  chromosome.  This  in 
effect  gives  the  centromeric  index. 

Availability  and  use 

In  general,  a karyotype,  which  is  a 
systematized  array  of  metaphase  chromo- 
somes of  a single  cell,  is  obtained  as 
follows:  A photomicrograph  of  a cell  in 

metaphase  is  enlarged,  and  the  individual 
chromosomes  are  cut  out,  paired,  and  then 
arranged  in  descending  order  of  size  (Fig. 
1).  This  permits  the  study  of  the  chromo- 
some complement  of  an  individual  both  as 
to  number  and  morphology. 

There  are  at  least  three  areas  in  the  field 
of  obstetrics  and  gynecology  in  which 


chromosome  studies  may  help  to  elucidate 
present-day  problems.  They  are:  (1)  the 

chromosome  constitution  of  human  abort- 
uses, (2)  the  chromosome  makeup  of  in- 
dividuals with  primary  amenorrhea,  and 
(3)  the  importance  of  balanced  transloca- 
tion heterozygosity  in  early  pregnancy 
wastage. 

Chromosome  constitution 
of  human  abortuses 

Knowledge  of  the  chromosome  comple- 
ments in  spontaneous  abortions  would  in- 
dicate how  many  abortions  have  an  im- 
proper genetic  constitution.  Stated  other- 
wise, the  identification  of  chromosome 
complements  in  spontaneous  abortions 
would  permit  an  evaluation  of  the  part 
played  by  defective  germ  plasm  in  early 
pregnancy  wastage. 

Historically,  Her  tig  and  Sheldon  in 
19437  reported  a 50  per  cent  incidence  of 
abnormal  specimens  in  a study  of  1,000 
abortuses.  In  1949,  Hertig  and  Rock8 
found  that  43  per  cent  of  the  early  abort- 
uses they  studied  were  abnormally  de- 
veloped. Recently,  at  the  first  annual 
Symposium  of  Teratology,  held  in  Miami, 
Florida,  Potter  stated  that  90  per  cent  of 
pregnancy  wastage  is  associated  with  ab- 
normality of  development. 

Carr,9  in  a study  of  60  fetuses  of  which  6 
were  stillborn,  has  shown  that  12  of  54  or 
22  per  cent  of  the  human  abortuses  studied 
had  abnormal  chromosome  karyotypes.  * 
Three  were  XO,  3 were  trisomic  for  13-15 
(D  syndrome),  2 were  trisomic  for  16-18  (E 
syndrome),  1 was  trisomic  for  21-22  (G 
syndrome),  2 had  a triploid  number  of 
chromosomes  (69)  both  of  which  were 
XXY,  and  1 was  a tetraploid  (92  chromo- 
somes). The  sex  ratio,  excluding  3 XO,  2 
triploid,  and  1 tetraploid,  was  21  males  to 
33  females. 

There  are  two  subtle  facets  in  the  results 
obtained  by  Carr.  The  first  is  the  rela- 
tively high  incidence  of  the  XO  karyotype. 
This  may  explain,  at  least  in  part,  the  rela- 
tively low  incidence  of  the  haplo  X syn- 
drome compared  to  the  XXY  syndrome 
reported  at  birth.  It  may  be  that  the  XO 
chromosome  makeup  is  more  incompatible 
with  life.  Second,  of  the  22  possible  auto- 

* Explants  on  chicken  plasma,  primary  culture,  no  trypsin- 
ization.  The  cells  were  studied  within  six  to  fourteen  days. 
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FIGURE  1.  (A)  Cell  in  metaphase.  (B)  Karyotype  of  normal  male.  (C)  Cell  in  metaphase.  (D)  Karyotype 
of  normal  female.  (Peripheral  Blood  X 900) 


TABLE  I.  Sex  ratio  of  abortuses 


Source 

Sex  Ratio 
(Male  to  Female) 

Kings  County  Hospital 

149:93  = 160:100 
(sex  chromatin) 

Carr9 

21:33  = 100:157 
(chromosomes) 

Thiede  and  Salm10* 

9:9  = 100:100 
(chromosomes) 

* Excluding  one  XO  and  one  tetraploid. 


somal  aberrations  that  may  have  been 
found,  Carr9  encountered  abnormality  in- 
volving only  3 (13-15,  16-18,  and  21-22). 
Furthermore,  these  three  trisomic  states 
are  also  known  in  life.  Perhaps  fertilized 
ova  with  other  autosomal  trisomies  are  not 
recoverable. 


Thiede  and  Salm10  have  also  reported 
the  results  of  their  chromosomal  analysis 
in  spontaneous  and  therapeutic  abortions. 
They  found  that  8 out  of  20  or  40  per  cent 
had  abnormal  karyotypes  in  the  over-all 
series.  Three  were  trisomy  group  E,  1 
trisomy  group  G,  1 triploidy,  2 tetraploidy, 
and  1 XO.  However,  7 out  of  the  12 
spontaneous  abortions  in  the  study  had 
abnormal  karyotypes  for  an  incidence  of 
58  per  cent. 

Excluding  the  3 XO’s,  the  2 triploids, 
and  the  1 tetraploid,  the  male-to-female  sex 
ratio  of  the  abortuses  and  stillborn  infants 
examined  by  Carr9  was  21  to  33  or  100 : 157. 
This  is  of  particular  interest  in  view  of  the 
previously  reported  male  predominance  in 
spontaneous  abortions  reported  by  Tri- 
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32  Patients 

6 XO 

5 Sex  chromosome  mosaics 
2 XO/XY 
1 XO  XX 
1 XO/XXX 
1 XO/XYY 

1 Xx  (deletion  of  short  arm) 

1 XX  (isochromosome) 

1 Xx  (deletion  of  long  arm) 

1 Autosomal  mosaic — 46/47;  trisomy  for 

#10  or  #11 

32  15 

2 with  XY 

17 

i - 47%  i - 53% 

14 

32  = 44% 

FIGURE  2.  Chromosome  status  of  32  women  with 
primary  amenorrhea  in  Scotland. 

comi,  Serr,  and  Solish11  at  Kings  County 
Hospital  (Table  I).  The  discrepancy  may 
be  explained  by  the  fact  that  the  Carr  study 
is  too  small  as  yet,  or  that  in  the  study  at 
the  Kings  County  Hospital  the  marker 
used  for  maleness  or  femaleness  was  the 
absence  or  presence  of  the  sex  chromatin 
mass.  It  is  now  known  that  approximately 
80  per  cent  of  XO  chromosome  constitu- 
tions are  sex-chromatin  negative.  In  all 
probability  a number  of  sex  chromatin- 
negative cases  in  the  Tricomi,  Serr,  and 
Solish11  study  did  have  an  XO  chromosome 
makeup  and  if  so  would  have  to  be  deleted 
from  the  calculation  of  the  sex  ratio.*  The 
sex  ratio  in  the  Thiede  and  Salm10  study  is 
based  on  too  few  cases  at  present  to  pass 

* Theoretically  the  incidence  of  the  haplo  X (or  XO)  syn- 
drome at  birth  is  1 in  5,000.  However,  it  is  estimated  that 
only  one  fourteenth  of  XO  zygotes  survive.  Therefore  much 
of  early  pregnancy  wastage  may  be  made  up  of  chromatin- 
negative specimens. 
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comment.  In  any  event  the  preliminary 
studies  by  Carr9  and  Thiede  and  Salm10 
suggest  that  chromosome  abnormalities 
are  associated  with  and  may  be  the  cause  of 
pregnancy  wastage  in  a significant  number 
of  instances. 


Primary  amenorrhea 

In  1961  Jacobs  et  al.12  investigated  the 
chromosome  status  of  32  women  with  pri- 
mary amenorrhea  in  Scotland.  Figure  2 
indicates  that  14  of  the  32  women  had  ab- 
normal sex  chromosome  patterns,  1 had 
an  abnormal  autosomal  pattern,  and  2 
additional  “women”  had  a normal  number 
of  chromosomes  but  had  XY  as  the  sex 
chromosome  makeup.  Therefore,  Jacobs 
et  al.12  found  a 44  per  cent  (14/32)  incidence  of 
abnormal  sex  chromosome  constitution  in 
their  series  of  individuals  with  primary 
amenorrhea. 

From  January  7,  1963,  to  December  31, 
1964,  we  have  had  opportunity  to  study, 
by  means  of  the  peripheral  blood  culture 
technic,  12  “women”  with  primary  amenor- 
rhea at  the  Downstate  Medical  Center 
and  the  Kings  County  Hospital.  Three  of 
the  12  had  an  XO  karyotype,  2 demon- 
strated a sex  chromosome  mosaic  pattern 
of  XO/XX,  3 had  a normal  number  but  an 
XY  sex  chromosome  pattern,!  and  4 were 
normal.  Thus,  in  this  series,  67  per  cent 
(V12)  of  “women”  with  primary  amenorrhea 
had  a sex  chromosome  abnormality.  If 
one  were  to  exclude  the  one  transvestite 

t One  had  testicular  feminization  or  familial  male  pseudo- 
hermaphroditism, and  X was  a transvestite  (Fig.  3). 
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FIGURE  3.  Mitotic  spread  (insert).  (A)  Karyotype  of  thirty-two-year-old  phenotypic  female  with  testicular 
feminization.  Note  sex  chromosome  makeup  of  XY.  (B)  Karyotype  of  male  transvestite.  This  patient 
had  undergone  genital  plastic  reconstruction  four  months  previously.  Note  XY  makeup.  (Peripheral 
Blood  X 700) 
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FIGURE  4.  Four  types  of  gametes  theoretically  produced  as  consequence  of  reciprocal  translocation  involv- 
i ing  one  chromosome  A and  one  chromosome  B.  Of  four  zygotes  which  may  result,  two  are  genetically 
, balanced  and  two  genetically  unbalanced. 


(XY),  the  percentage  would  be  64  per  cent 

(7n). 

It  is  apparent,  therefore,  that  all  in- 
dividuals with  established  primary  amenor- 
rhea should  have  chromosome  analysis  as 
part  of  their  diagnostic  work-up.  In  fact, 
chromosome  analysis  should  be  one  of  the 
first  undertakings,  since  approximately  one 
half  of  the  cases  of  primary  amenorrhea  are 
associated  with  a sex  chromosome  abnor- 
mality. 

Balanced  translocation 
heterozygosity 

If  miosis  occurs  after  an  interchange  of 
genetic  material  between  two  nonhomol- 
ogous  chromosomes  (reciprocal  transloca- 
tion), the  theoretical  consequence  is  the 
production  of  4 types  of  gametes  during 
gametogenesis  (Fig.  4).  Two  will  be 
genetically  balanced,  and  two  will  be  gene- 
tically unbalanced.  Of  the  two  genetically 
balanced,  one  will  be  chromosomally  nor- 
mal while  the  other,  although  normal  in 
amount  of  genetic  material,  will  exhibit  the 
reciprocal  translocation  like  the  parent. 
This  is  the  so-called  balanced  translocation 
heterozygote  and  represents  the  carrier 
state.  Of  the  two  genetically  unbalanced 
gametes,  one  will  have  an  excess  of  genetic 
material  and  thus  predispose  to  a partial 
trisomy  on  fertilization,  while  the  other  will 
have  a lesser  amount  of  chromatin  material 
and  so  predispose  to  a zygote  that  is  par- 
tially monosomic.  Snell13  has  shown  that 
in  mice,  zygotes  derived  from  genetically 
unbalanced  gametes  are  usually  not  viable. 
Consequently,  since  balanced  translocation 
heterozygosity  may  constitute  an  unrecog- 
nized factor  in  pregnancy  wastage,  atten- 
tion has  been  turned  to  couples  with  a 
history  of  repeated  spontaneous  abortions 
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FIGURE  5.  (A)  Abnormal  karyotype  showing 
chromosome  of  21-22  group  with  extra  chromatin 
piece  of  undetermined  origin  translocated  to  its 
short  arm.  Chromosome  referred  to  as  A I-14  (B) 
Abnormal  karyotype  similar  to  (A)  except  that  in- 
volved chromsome  may  belong  to  pair  22.  (Per- 
ipheral Blood  X 750) 

of  unknown  cause  interspersed  with  success- 
ful normal  pregnancies.  Such  an  obstetric 
history  may  suggest  a reciprocal  transloca- 
tion in  the  chromosome  constitution  of  one 
of  the  parents. 

Schmid,14  in  his  chromosome  studies  of 
ten  couples  with  obstetric  histories  de- 
scribed in  the  preceding  paragraph,  found 
one  abnormal  karyotype  in  one  of  the 
males.  The  abnormal  karyotype  con- 
tained a chromosome  of  the  21  to  22  group 
which  had  an  extra  chromatin  piece  of  un- 
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determined  origin  translocated  to  its  short 
arm  (Fig.  5A). 

Over  a period  of  ten  months,  September 
1,  1963,  to  May  31,  1964,  we  analyzed  the 
chromosome  karyotypes,  using  peripheral 
blood,  of  5 women  with  obstetric  histories 
suggestive  of  the  presence  of  reciprocal 
translocation.  Four  of  these  were  normal. 
The  fifth  was  abnormal  and  was  obtained 
from  a phenotypically  normal  twenty-year- 
old  white,  para  1-0-2-1,  whose  spontaneous 
term  delivery  eighteen  months  previously 
had  been  followed  by  2 spontaneous  abor- 
tions at  six  to  eight  weeks.  She  became 
pregnant  again.  Her  mother,  not  inves- 
tigated from  a chromosome  aspect  as  yet, 
had  had  two  spontaneous  abortions  and 
four  stillborn  infants.  The  cause  of  the 
poor  obstetric  history  in  both  instances 
remains  unexplained. 

The  abnormal  karyotype  encountered  by 
us  is  similar  to  the  one  described  by  Schmid14 
(Fig.  5B).  One  of  the  chromosomes  in  the 
G group,  probably  one  of  pair  22,  has  an 
extra  piece  of  chromatin  of  undetermined 
origin  apparently  translocated  to  its  short 
arm. 

Comment 

Other  workers,  such  as  Cooper  and 
Hirschhorn16  and  De  La  Chapelle,  Aula, 
and  Kivalo16  have  indicated  that  in  gen- 
eral, an  enlarged  satellite  region  or  an 
elongated  short  arm  of  an  acrocentric 
chromosome  is  compatible  with  the  normal 
development  of  the  carrier  and  his  off- 
spring. Consequently,  it  is  difficult  to 
assign  a casual  relationship  between  an 
observed  reciprocal  translocation  and  a 
clinical  entity  at  the  present  time.  Never- 
theless, the  theoretic  concept  of  the  ob- 
stetric consequence  of  translocation  hetero- 
zygosity cannot  be  denied.  Schmid’s14 
finding  and  ours  suggests  that  chromosome 


analysis  may  be  in  order  for  groups  of  in- 
dividuals having  a high  index  of  suspicion 
of  being  carriers  based  on  a particular  kind 
of  poor  obstetric  history.  If  confirmed, 
genetic  counseling  in  a given  instance  will 
be  on  firmer  ground.  Furthermore,  these 
familial  chromosome  markers,  when  found, 
will  aid  in  the  mapping  of  the  human  chro- 
mosome. In  the  last  analysis,  the  mapping 
of  the  human  chromosome  is  the  ultimate 
goal  in  the  field  of  human  cytogenetics. 

121  De  Kalb  Avenue 
Brooklyn  11201 
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Caring  for  the  Young 
Diabetic  Patient 

JOEL  A.  MOSKOWITZ  M.D. 

New  York  City 

Resident  in  Psychiatry,  The  Presbyterian 
Hospital,  Columbia-Presbyterian  Medical  Center 


X o manage  the  child  with  diabetes  is  not 
simple.  Neither  is  it  as  onerous  as  the 
parents  and  the  physician  believe  when 
they  first  learn  of  the  diagnosis.  Having 
been  in  charge  of  a juvenile  diabetes  clinic 
in  a large  metropolitan  hospital,  I have 
been  impressed  by  how  often  the  doctor  is 
himself  alarmed  by  the  “tragedy”  of 
diagnosing  diabetes  in  a youngster.  He  is 
frightened  by  his  feelings  of  inadequacy. 
He  is  hesitant  to  be  responsible  for  a patient 
who  is  in  imminent  danger  of  metabolic 
catastrophe.  Often  this  prompts  the 
physician  to  refer  the  family  quickly  to  a 
“super”  specialist.  And  so,  once  again,  the 
general  practitioner  relinquishes  his 
specialization  and  then  decries  the  hum- 
drum monotony  of  his  routine  practice  of 
well-baby  care. 

This  article  is  written  not  to  deny  the 
seriousness  of  the  chronic  life-threatening 
aspects  of  juvenile  diabetes.  Nor  do  I 
want  to  imply  that  the  management  of 
the  family  with  a child  who  has  diabetes  is 
easy.  Rather  it  is  my  hope  to  suggest 
the  care  of  these  children  is  a multidisci- 
plinary team  effort,  and  the  general  practi- 
tioner is  really  quite  suited  to  be  the  coach 
of  this  team. 

Role  of  family 

I mentioned  that  I am  concerned  with 
the  management  of  the  entire  family  which 


MANAGEMENT  OF  THE  DIABETIC  CHILD 
and  his  family  is  a multidisciplinary  team 
effort,  and  the  general  practitioner  is  suited 
to  coach  the  team.  The  family  must  be 
trained  in  regulating  daily  insulin,  food 
intake,  exercise,  and  so  on.  Explanations 
and  adjustments  must  be  made.  The  team 
also  includes  school  teachers,  dieticians, 
social  workers,  guidance  counselors,  and 
such  organizations  as  the  American  Diabetes 
Association,  Inc.  Parents  are  given  support 
and  understanding,  their  erroneous  ideas 
about  diabetes  are  dispelled,  and  realistic 
goals  are  set.  A healthful  diet  is  one  that 
is  sensible  and  well  balanced,  such  as  is  ad- 
visable for  everyone.  Exercise  is  also  rec- 
ommended. 


has  a child  with  diabetes.  The  physician 
must  be  alert  to  the  attitudes,  reactions, 
medical  sophistication,  and  general  in- 
telligence of  the  parents  and  siblings  of  the 
affected  child.  Ultimately  it  is  they  who 
will  care  for  the  patient,  and  you  will  be 
their  knowledgeable  counselor.  The  team 
also  will  include  school  teachers,  dieticians, 
social  workers,  guidance  counselors,  and 
such  organizations  as  the  American 
Diabetes  Association,  Inc. 

The  first  stage  in  treatment  comes  when 
the  diagnosis  is  made.  Usually  the 
diagnosis  comes  as  a shock  to  all  con- 
cerned, including  the  doctor.  His  anxiety 
may  result  in  a consultative  referral  which 
then  may  convince  the  parents  that  this 
type  of  sickness  is  too  difficult  for  their  own 
doctor  to  handle.  This  in  turn  increases 
fears  about  their  own  inadequacy.  A better 
approach  perhaps  would  be  to  stress  that 
the  parents  are  not  alone  in  their  predica- 
ment. You  are  merely  calling  in  one  of  the 
members  of  the  team  who  will,  from  that 
time  on,  be  ready  to  help  them  with  their 
child.  You  are  not  going  to  abandon  them. 
I do  not  let  emphasis  on  the  team  effort 
detract  from  the  significant  role  which  the 
parents  and  eventually  the  patient  himself 
will  have  to  play.  I tell  them,  early  on, 
that  I expect  that  they  will  gradually  be- 
come as  adept  as  most  physicians  in  reg- 
ulating daily  insulin,  food  intake,  exercise, 
and  so  on.  They  will  be  the  doctor,  and 
you  will  be  the  consultant.  As  a matter  of 
fact  many  patients  develop  an  intense 
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interest  in  current  advances  in  diabetes. 
They  will  quiz  and  enlighten  you. 

Explanations  and  adjustments 

From  the  outset  the  family  doctor  is  in 
the  best  position  to  inform  the  family 
about  the  diagnosis.  He  knows  the  parents, 
is  aware  of  any  family  history  of  diabetes, 
understands  their  cultural  style,  and 
usually  can  predict  their  reactions  to  illness. 
Their  initial  response  may  be  disbelief, 
grief,  or  guilt.  In  this  climate  of  emotional 
upheaval  what  the  doctor  tells  them  will 
only  be  understood  in  the  light  of  their 
pre-existing  conceptions  of  diabetes, 
whether  as  a social  stigma  or  in  relation  to 
their  prior  experiences,  perhaps,  with  an 
older  member  of  their  family  who  may  have 
become  blind  or  died  from  diabetes.  It  is 
wise  to  give  a brief  explanation  of  the 
nature  of  insulin  lack  in  diabetes  couched 
in  an  optimistic  tone. 

It  is  helpful  at  this  time  to  begin  by 
asking  the  parents  what  they  know  about 
diabetes.  There  are  invariably  many 
misconceptions  about  this  disease,  and 
they  will  have  to  be  dealt  with  and  ex- 
plained. I don’t  expect  the  parents  to 
carry  away  many  hard  facts  from  this  first 
discussion.  Much  of  what  they  hear  and 
remember  will  be  colored  by  their  feelings. 
I do  emphasize  repeatedly  that  we,  in- 
cluding the  father,  will  all  participate  in 
the  child’s  care. 

Because  the  child  is  usually  in  the 
hospital  because  of  the  sudden  coma 
which  marked  the  first  symptom  of  his 
illness,  I utilize  the  opportunity  to  avail 
myself  of  ancillary  personnel  to  underscore 
the  team  effort.  I introduce  the  parents  to 
the  nurses  who  will  teach  the  technics  of  in- 
sulin injection,  the  dietician  who  will 
instruct  them  about  food  balance,  and  the 
social  worker  who  serves  as  a liaison  to 
community  aid  agencies.  I’ve  found  the 
social  service  staff  to  be  of  indispensable 
assistance  especially  in  such  areas  as  ob- 
taining funds  for  indigent  patients.  Where 
applicable,  arrangements  are  made  with 
the  department  of  welfare  for  increased 
allowances  permitting  a larger  food  budget 
and  hence  greater  leeway  in  meal  prepara- 
tion as  well  as  additional  money  for 
medication.  The  social  worker  expedites 
follow-up  visits  by  the  visiting  nurse  service 


or  schedules  a homemaker  to  assist  the 
mother  in  the  early  weeks  of  adjustment. 
I encourage  the  parents  to  allow  their  child 
to  avail  himself  of  a summer  vacation  at  a 
camp  for  diabetic  persons.  This  is  an 
opportunity  for  a healthful,  instructive, 
pleasurable  experience  for  the  diabetic 
child.  The  social  worker  facilitates  the 
camp  application. 

Stage  one  is  devoted  to  giving  the  parents 
support  and  understanding.  Stage  two 
focuses  further  on  dispelling  erroneous 
ideas  about  diabetes  such  as:  “Isn’t  there 
a pill  for  diabetes?”  “Will  my  child  be 
able  to  marry  and  have  children?”  Ques- 
tions should  be  answered  honestly  and 
optimistically.  Now  to  begin  the  process 
of  education. 

Education 

I recommend  authoritative  sources  of 
information,  such  as  How  to  Live  With 
Diabetes  by  Henry  Dolger,  M.D.,  and 
Bernard  Seeman,  available  from  Pyramid 
Books,  444  Madison  Avenue,  New  York 
City.  Although  this  book  is  not  partic- 
ularly geared  toward  the  juvenile  dia- 
betic patient,  it  is  quite  lucid.  I suggest 
that  the  parents  join  a local  lay  branch  of 
the  American  Diabetes  Association,  Inc. 
These  groups  have  medical  lectures  on 
relevant  topics.  They  publish  an  informa- 
tive magazine,  Forecast,  and  have  other 
suitable  literature  available.  Some  of  the 
pharmaceutical  companies  (for  example, 
The  Upjohn  Company,  Kalamazoo, 
Michigan)  that  deal  with  products  for 
diabetes  are  pleased  to  supply  you  with 
patient-oriented  instruction  aids.  They 
will  even  send  you  wallet  identification 
cards  for  your  patients,  all  free.  The  Ames 
Company  of  Elkhart,  Indiana,  publishes 
a newsletter  with  notes  on  medical  prog- 
ress in  diabetes.  Often  they  will  include 
a biographical  note  on  some  famous  person, 
artist,  athlete,  or  statesman,  who,  al- 
though diabetic,  was  able  to  make  a very 
satisfactory  life  adjustment.  I advocate 
that  the  parents  read  these  references. 
We  then  discuss  any  questions  they  have. 
At  all  times  I reaffirm  my  conviction  in  the 
parents’  capabilities  to  manage  their  child’s 
illness. 

Depending  on  the  parents’  degree  of 
sophistication,  I have  found  it  helpful  to 
explain  the  derangement  of  physiology  in 
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diabetes  by  employing  an  analogy.  The 
metabolism  of  sugar  and  fat  is  related 
to  the  easily  understood  use  of  gas  and  coal 
as  fuels.  I tell  the  parents  that  the  human 
machine  depends  on  sugar  or  carbohydrates 
(a  complex  sugar)  for  energy.  In  fact,  I 
say,  the  brain  can  use  no  other  fuel.  When 
the  brain  is  deprived  of  this  unique  fuel,  a 
disturbance  may  result.  This  malfunction 
may  show  itself  as  confusion,  headache,  or, 
less  frequently,  convulsions  or  coma.  Like 
a car  running  out  of  gas,  the  brain  sputters 
and  stops.  Normally  there  is  an  abundant 
supply  of  glucose  or  sugar  in  foods  eaten. 
Stated  very  simply,  the  action  of  insulin 
is  to  transport  the  sugar  fuel  into  the  cells 
of  the  body  and  brain.  In  diabetes  insulin 
is  lacking,  and  although  potential  sugars 
are  eaten,  no  delivery  to  the  cells  is  possible. 
The  sugar  level  in  the  blood,  usually  con- 
stant, falls,  and  machine-brain  function  is 
impaired. 

However,  the  body  has  many  alternate 
ways  of  handling  a situation  where  there 
is  an  interrupted  flow  of  outside  energy 
material.  One  of  the  most  important 
methods  involves  a switch  over  to  reserve 
fuel  sources.  Fat  is  stored  by  the  body  for 
just  such  a purpose.  Fat  is  chemically 
converted  to  glucose  and  utilized.  This 
process  is  inefficient,  and  residue  remains. 
In  a sense  this  residue  is  much  like  coke 
which  remains  when  coal  is  burned.  Sugar, 
on  the  other  hand,  is  burned  like  gasoline 
in  an  engine,  leaving  no  residue.  It  is  the 
residue  when  fat  is  being  used  as  fuel  that 
may  be  toxic  to  the  brain.  This  residue 
smells  like  acetone  (or  nailpolish  remover) 
and  may  be  smelled  on  the  breath  of  some- 
one whose  body  has  to  resort  to  fat  as  the 
main  energy  fuel. 

A somewhat  similar  occurrence  develops 
when  someone  starves  or  is  not  eating 
sugars.  In  this  case,  there  is  no  insulin 
lack.  The  transport  system  is  all  right, 
but  the  deficiency  is  the  lack  of  food. 

The  physician  can  enlarge  on  this  analogy 
depending  on  his  ingenuity.  I have  found 
it  valuable  for  clarifying  what  happens 
in  diabetic  ketacidosis. 

Goals 

The  third  stage  of  parent  and  patient  (if 
old  enough)  education  deals  with  goals. 
The  question  most  often  asked  is  what  the 


patient  can  or  cannot  do.  The  primary 
goal  is  to  help  the  patient  and  his  family 
make  a satisfactory  physical  and  emotional 
adaptation  to  his  illness.  Too  often  fear, 
unconsciously  endorsed  by  the  physician, 
results  in  a concept  that  the  young  diabetic 
patient  is  fragile,  like  a piece  of  china, 
susceptible  to  “break.”  After  all,  doesn’t 
he  have  “brittle”  diabetes?  His  ever- 
threatening  vulnerability  evokes  super- 
protective  parental  concern.  In  part  this 
is  fostered  by  the  parents’  own  sense  of 
guilt.  In  the  past  the  medical  profession’s 
insecurity  prompted  a demand  for  com- 
pulsive rituals  involving  precise  weighing 
of  food  and  meticulously  kept  charts  of 
urine  fractionals.  Greater  experience  over 
the  years  has  permitted  many  doctors  to 
progress  from  the  doctrine  of  strict  control 
to  a program  of  realistic  supervision. 

There  are  many  examples  of  youngsters 
who  have  continually  been  out  of  “good 
control”  yet  years  later  show  few  signs  of 
kidney,  eye,  or  nerve  damage.  By  con- 
trast, there  are  youngsters  who  despite 
“good  control”  progress  to  severe  physical 
disability.  Recent  diabetic  investigation 
has  revealed  that  diabetes  mellitus  is  a 
multisystem  disease  from  the  outset.  Even 
freshly  diagnosed  juvenile  diabetic  patients 
have  been  found  already  to  have  evidence 
of  renal  lesions  or  peripheral  neuropathy. 
Good  control,  then,  may  not  prevent  these 
sequelae. 

The  quest  for  good  control  may,  how- 
ever, impose  such  restrictions  as  to  pro- 
duce a praiseworthy  urine  fractional  chart 
but  also  an  “oral  cripple.”  This  is  not  to 
say  that  persistent  severe  glycosuria  and 
acetonuria  are  to  be  condoned.  I too  like 
to  see  only  mild  glycosuria.  Too  rigid 
control  makes  the  tightrope  too  narrow, 
and  the  chance  that  repeated  hypogly- 
cemia will  occur  is  too  great.  Often  these 
shocks  may  go  unnoticed  or  happen  during 
sleep.  Shocks  are  ultimately  much  more 
malignant  than  episodes  of  acidosis. 

Emotional  sequelae 

By  realistic  supervison  I stress  awareness 
of  the  frequently  overlooked  emotional 
sequelae  of  this  chronic  illness.  I have 
already  alluded  to  some  of  the  psychologic 
factors  at  play.  It  is  a problem  for  the 
whole  family. 
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The  key  for  the  growing  youngster  is 
the  oral  gratification  he  receives.  Sud- 
denly he  is  singled  out.  Is  he  being 
punished  for  some  unconscious  trans- 
gression? Are  the  needles  further  punish- 
ment? In  the  case  of  the  adolescent, 
where  to  be  “in”  is  so  important,  he  is 
different!  Eat  with  the  boys?  Shame! 
And  the  parents  are  torn  between  wanting 
to  give,  to  atone  for  their  genetic  and 
fantasized  guilt,  and  being  afraid  of  sinning 
further — with  a chocolate  bar!  And  the 
siblings:  resenting  the  special  attention, 

the  expenses  diverted  from  their  pleasure, 
and  afraid  lest  diabetes  strike  them  too! 

As  I see  it,  for  realistic  supervision  you 
must  be  especially  aware  of  these  inter- 
personal relationships.  Your  aim  is  to  get 
the  patient  to  live  as  a normal  child.  Well, 
why  not  let  him  eat  as  one.  Perhaps  I 
should  say,  were  nondiabetic  persons  to 
eat  as  those  with  diabetes  do,  that  is,  with 
thought  and  care,  each  would  benefit. 
The  concept  of  the  “free”  diet  for  diabetic 
patients  has  been  known  for  many  years. 
I prefer  the  sensible  diet,  balanced  and 
with  seven  basic  foods,  recommended  by 
good  dieticians  as  advisable  for  everyone. 
I can’t  see  why  the  young  person  with 
diabetes  can’t  eat  as  everyone  else  should. 


Permeability  of  laparotomy 
sponges  to  cancer  cells 


In  a series  of  28  experiments,  conducted  by 
Gail  I.  Moreschi  and  Susan  E.  Lippert,  and 
reported  in  a recent  issue  of  Journal  of  the 
American  Medical  Women’s  Association,  it  was 
demonstrated  that  Walker  256  carcinosarcoma 
cells  pass  freely  through  both  wet  and  dry 
standard  laparotomy  sponges.  Since  a lap- 
arotomy sponge  is  not  an  effective  barrier,  the 
use  of  some  impervious  material  over  it,  in- 
cluding the  edges,  is  advocated.  The  passage  of 
the  cells  seems  to  be  largely  a mechanical 
process,  with  both  live  and  dead  cells  making 
the  migration.  Live  cells,  however,  were  in 
the  majority. 

Walker  256  carcinosarcoma  cells  suspended 
in  Hank’s  balanced  salt  solution  were  used. 
Unless  otherwise  indicated,  the  suspension  was 
used  within  two  to  four  hours  after  preparation 


Conclusion 

In  essence  then,  I recommend  a health- 
ful diet  suitable  for  the  age  of  the  patient  but 
ask  his  discretion  in  limiting  carbohydrate 
intake.  Many  diabetic  patients  have 
found  this  technic  for  themselves.  The 
tendency  to  go  on  “sweet  binges”  is  re- 
duced. As  to  the  question  of  dietetic 
foods,  they  are  fine  if  the  budget  will  allow. 
Well- prepared  foods  without  sugar  open 
new  vistas  for  palatal  pleasure.  Formerly, 
a request  for  dietetic  food  in  a restaurant 
labeled  the  diner  as  diabetic.  Nowadays, 
in  weight-conscious  America,  such  re- 
quests are  commonplace. 

Exercise,  as  well,  is  recommended  for 
diabetic  and  nondiabetic  persons  alike. 
The  parents  are  told  that  hearty  exercise 
may  reduce  insulin  requirements,  and  an 
appropriate  adjustment  is  made.  Most 
parents  soon  become  quite  adept  at  learn- 
ing to  vary  the  insulin  dosage  with  need 
and  according  to  guidance.  They  can 
manage  the  juvenile  diabetic  and  so  can 
you,  the  practicing  physician.  After  all, 
aren’t  we  a team? 

11  Riverside  Drive 

New  York  City  10023 


to  have  the  maximum  number  of  viable  cells. 
Temperature  was  kept  constant  at  37  C.  during 
all  experiments.  Four-ply  used  laparotomy 
sponges  were  cut  into  sections  40  mm.  in  di- 
ameter. The  suspension  was  measured  into 
plastic  Petri  dishes  100  mm.  in  diameter,  and  a 
laparotomy  sponge  section  was  placed  over  it. 
A 5-micron  millipore  filter  47  mm.  in  diameter 
was  moistened  with  physiologic  saline  solution 
so  that  any  cells  passing  through  the  sponge 
would  stick  to  the  filter.  The  filter  was  placed 
on  top  of  the  sponge  and,  to  prevent  evapora- 
tion, a smaller  Petri  dish  was  placed  over  the 
filter.  After  a selected  time  interval,  the 
filters  were  removed,  fixed  in  95  per  cent  ethyl 
alcohol,  and  then  stained  by  the*;Papanicolaou 
technic. 

The  results  in  this  series  of  experiments 
indicate  that  precautions  hitherto  advocated 
do  not  afford  adequate  protection  against  tumor 
cell  dissemination  during  cancer  operations. 
The  readiness  with  which  cells  can  pass  through 
a gauze  sponge  indicates  a need  for  some  block- 
ing material  to  be  used  as  a bander. 
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Dermatologic  Experience 
with  Liquid  Silicones 

ROBERT  A.  BERGER,  M.D. 

New  York  City 

From  the  Orentreich  Medical  Group 


T he  development  and  uses  of  silicone 
compounds  illustrate  perfectly  what  is 
meant  by  the  phrase  “technologic  ex- 
plosion.” Virtually  unknown  to  the 
medical  profession  thirty  years  ago,  there 
are  now  certainly  over  one  hundred  useful 
therapeutic  applications  of  liquid  or  rubber 
silicones,  to  say  nothing  of  the  enormous 
utilization  of  these  compounds  in  industry, 
ranging  from  the  formulation  of  shaving 
creams  to  silicone  resins  used  for  electrical 
insulation  of  missiles. 

Silicon  itself,  atomic  number  14,  valence 
4,  is  the  second  most  abundant  element  on 
earth.  It  is  therefore  curious  that  silicon 
is  found  in  mammalian  tissues  only  in 
trace  amounts,  with  the  exception  of  bone, 
which  may  contain  slightly  more  than 

0.01  per  cent  silicon  by  dry  weight.  The 
possible  function,  if  any,  of  such  trace 
quantities  is  unknown. 

Silicon  is  of  course  most  commonly  en- 
countered in  nature  as  silica  (quartz), 
with  the  chemical  formula  O =Si  =0. 
Silica  is  encountered  in  human  pathology 
in  pulmonary  silicosis  and  cutaneous  silica 
granulomas  of  traumatic  origin.  Some  of 
the  latter  reactions  have  recently  been 
shown  to  be  allergic  in  nature. 

The  term  “silicone,”  coined  by  F.  S. 
Kipping,  is  really  a general  term  for  the 
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a fluid  silicone  has  been  used  for  pros- 
thetic injection  into  human  tissues.  When 
medical  grade  silicone  is  employed,  there 
have  been  no  instances  of  foreign-body, 
granuloma,  allergic  inflammation,  or  car- 
cinogenesis. The  configuration  of  the  scar 
is  of  importance.  The  small  “ ice-pick ” 
type  is  not  helped,  but  relatively  broad  but 
shallow,  wavy,  or  ridged  depressed  scars, 
produced  by  acne  and  excoriation,  generally 
do  well.  Deep  lines  can  be  elevated  as  can 
deep  vertical  frown  lines,  and  nasolabial 
folds. 


class  of  polymers  also  described  as  the 
“organopolysiloxanes.”  These  compounds 
are  composed  of  chains  of  basic  units  con- 
sisting of  silicon,  oxygen,  and  organic 
radicals.  The  most  widely  used  silicone 
building  block  is  dimethyl  siloxy,  with  the 
formula: 

rCH3  1 
-Si— O 

Lch3  Jn 

Polymerizations  of  several  thousands  of 
such  units  are  readily  achieved,  although 
the  organopolysiloxanes  as  a class  are 
entirely  synthetic,  being  unknown  in 
nature. 

Of  the  three  liquid  silicones  which  have 
been  fairly  extensively  studied  for  medical 
applications,  two  vulcanize  within  the 
tissues  shortly  after  injection  and  form 
solid  mass-silicone  rubber.  The  third,  a 
fluid  silicone  (Dow  Corning  360  Medical 
Fluid),  remains  in  the  fluid  state  within  the 
tissues,  and  our  own  dermatologic 
experience  has  been  limited  to  the  latter 
compound.  The  fluid  form  is  a relatively 
simple  polymer  of  dimethyl  siloxy  with  a 
viscosity  of  350  centistokes.  As  such  it  is 
a transparent  colorless  fluid  somewhat  less 
viscous  than  ordinary  mucilage. 

The  qualities  desirable  in  a fluid  intended 
for  prosthetic  injection  into  human  tissues 
include: 

1.  Minimal  local  reaction  of  adjacent 
tissue  at  injection  sites,  with  no  significant 
foreign-body  type  reactions 

2.  No  systemic  reactions  or  toxicity 

3.  No  allergenicity  of  the  injected 
material 

4.  No  carcinogenicity  of  the  injected 
material 
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5.  No  long-term  inflammatory  or  de- 
generative effects 

6.  The  injected  material  should  impart 
a contour  and  physical  consistency  to  the 
injection  site  indistinguishable  from  normal 
tissue. 

7.  The  chemical  structure  of  the 
material,  and  its  physical  consistency  in 
the  tissues,  should  not  change  over  a period 
of  many  years  after  injection. 

8.  The  injected  material  should  remain 
fixed  at  the  injection  site,  with  minimal  or 
no  absorption  from  this  depot  over  many 
years. 

9.  The  fluid  should  be  readily  capable  of 
injection  with  commonly  available  syringes 
without  the  need  for  extreme  pressures. 

10.  The  fluid  must  withstand  repeated 
autoclaving  and  prolonged  standing  at 
room  temperature. 

11.  The  fluid  should  be  readily  obtainable 
by  qualified  persons,  and  inexpensive. 


Method 

The  use  of  dimethylpolysiloxane  fluid  by 
relatively  simple  direct  injection  into  the 
skin,  subcutaneous  tissue,  and  especially 
the  breast,  was  pioneered  by  a number  of 
Japanese  investigators  working  with  this 
material  since  1949.  Clinical  reports  in  the 
Japanese  literature  total  over  8,000  cases, 
without,  to  our  admittedly  incomplete 
knowledge,  any  instance  of  foreign-body 
granuloma,  allergic  inflammation,  or  car- 
cinogenesis. The  Japanese  experience  is 
complicated  by  the  fact  that  one  very 
large  clinic  under  the  direction  of  Rin 
Sakurai,  M.D.,  employed  for  injection  a 
fluid  consisting  of  a mixture  of  silicone  and 
vegetable  oils.  This  “Sakurai  formula” 
was  subsequently  exported  to  California, 
where  it  has  been  used  extensively,  partic- 
ularly for  breast  augmentation.  This 
has  led  to  a certain  amount  of  confusion: 
for  example  the  foreign-body  reactions  to 
silicone  reported  by  Winer  et  al .*  were, 
according  to  Dow  Corning,  all  cases  in  which 
the  Sakurai  formula  rather  than  pure 
silicone  had  been  used. 

The  amount  of  fluid  injected  in  any  one 
patient  at  any  single  visit  obviously  varies 
with  the  lesions  in  question,  but  it  is  our 

* Winer,  L.  H.,  et  al.:  Tissue  reactions  to  injected  silicone 
liquids.  A report  of  three  cases,  Arch.  Dermat.  90:  588 
(Dec.)  1964. 


policy  never  to  inject  more  than  0.05  cc. 
at  any  one  puncture  site  on  the  face,  and  to 
space  the  puncture  sites  at  least  3 mm. 
apart.  Other  physicians  have  run  the 
hypodermic  needle  under  the  skin,  injecting 
as  the  needle  moves,  but  we  prefer  the 
greater  precision  of  multiple  closely  set 
punctures.  An  ordinary  disposable  25- 
gauge  hypodermic  needle  is  used  attached 
to  a 0.25-cc.  glass  tuberculin  syringe.  These 
syringes  are  not  very  much  shorter  than  the 
standard  1-cc.  size,  but  the  plunger  di- 
ameter is  much  less,  giving  better  me- 
chanical advantage  for  the  injection  of  the 
relatively  viscous  silicone  fluid. 


Scars  of  face 

With  respect  to  depressed  scars  of  the 
face,  whether  resulting  from  acne,  vari- 
cella, trauma,  neurotic  excoriation,  or 
other  pathologic  conditions,  the  degree 
of  cosmetic  improvement  obtainable  from 
silicone  injections  depends  on  a number  of 
factors,  and  certain  generalizations  are 
valid.  The  configuration  of  the  individual 
scar  is  of  great  importance.  The  small  but 
deep,  steep-walled,  “ice  pick”  type  im- 
proves not  at  all.  The  silicone  fluid  is 
incapable  of  freeing-up  the  strong  adhesions 
surrounding  and  underlying  such  defects 
and  merely  flows  around  the  hole.  Rela- 
tively broad  but  shallow,  wavy,  or  ridged 
depressed  scars,  such  as  are  commonly 
produced  by  a combination  of  acne  and 
excoriation,  generally  do  well.  The  con- 
sistency of  the  tissue  immediately  adjacent 
to  the  depression  itself  is  another  important 
consideration.  If  too  sclerotic,  the  scar 
tissue  will  resist  separation  by  the  injected 
fluid,  forcing  it  into  the  surrounding  less 
dense  unscarred  dermis.  Alternatively,  if 
too  loose,  with  a high-fat,  low-collagen 
content,  the  silicone  may  diffuse  out  of  the 
immediate  area  of  the  depression  or  be 
pulled  dependently  by  gravity.  Finally, 
the  treatment  merely  introduces  an  inert 
viscous  liquid  into  the  dermis  or  subcutis 
which  by  its  physical  characteristics,  and 
possibly  by  mildly  stimulating  fibrosis, 
may  elevate  depressions.  The  silicone  has 
no  effect  on  the  surface  characteristics  of 
the  scar,  such  as  hyper-  or  hypopigmenta- 
tion,  telangiectasia,  and  obliteration  of  the 
normal  pores  and  follicles. 

We  have  used  silicone  injections  to  good 
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effect  for  the  elevation  of  deep  lines  in  the 
face  resulting  from  normal  planes  of  in- 
sertion of  the  facial  muscles  with  or  with- 
out hypertrophy  of  these  muscles  or  loss  of 
elasticity  of  the  skin  and  subcutis.  The 
familiar  deep  vertical  frown  line  on  the 
glabella  is  perhaps  the  easiest  of  such  lines 
to  elevate  satisfactorily.  Deep  nasolabial 
folds  can  also  be  smoothed  out,  the  volume 
of  silicone  necessary  to  achieve  this  varying 
considerably  from  case  to  case.  Horizontal 
frown  lines  of  the  forehead  may  or  may  not 
be  improved,  depending  on  the  thickness 
and  tightness  of  the  subcutaneous  tissue. 
So-called  small  crinkles  or  crow’s  feet 
around  the  eyes  generally  do  not  elevate 
well,  since  the  periorbital  tissues  are  too 
loose  to  provide  good  support  for,  or  fibrosis 
around,  the  injected  fluid. 

Histologic  response 

The  histologic  response  of  dermal  and 
subcutaneous  tissues  to  injected  silicones 
has  been  confused  by  the  fact  that  some  re- 
ports of  inflammatory  foreign-body  granu- 
lomas have  appeared  in  the  literature,  but 
in  fact  refer  to  patients  who  had  received 
mixtures  of  silicone  and  vegetable  oils. 
Moreover,  some  physicians  have  obtained 
technical  grades  of  silicone  fluid  and 
purified  it  themselves  by  filtration.  If  such 
purification  should  be  faulty,  a variety  of 
contaminants  capable  of  causing  tissue 
reactions  could  be  introduced. 

Our  own  limited  histologic  material, 
which  however  includes  one  case  biopsied 
ten  years  postinjection,  shows  oval  or 
round  spaces  in  the  dermis  and  subcutis 
surely  representing  the  actual  silicone  fluid 
which  washes  out  during  fixation  and 
sectioning.  Cases  biopsied  one  or  two 
months  postinjection  may  show  some  slight 
lymphocytic  reaction  and  possibly  some 
slight  fibrocytic  activity  immediately  ad- 
jacent to  the  silicone  globules  and  very 
rarely  a single  giant  cell. 

Comment 

According  to  the  Dow  Corning  scientists, 
no  histologically  or  clinically  significant 
granulomatous  or  neoplastic  reactions  have 
ever  been  reported  when  medical  grade 
liquid  silicone  alone  has  been  injected  in 
human  beings. 


It  is  of  interest  in  this  regard  that 
paraffin  injections,  used  in  the  past  for 
similar  indications,  caused  granulomatous 
reactions  which  generally  were  evidenced 
within  six  months  after  the  injection  and 
very  rarely  were  “silent”  for  more  than 
three  years. 

Summary 

Dermatologic  uses  for  liquid  silicone 
preparations  represent  an  exciting  and 
promising  area  of  investigation.  To  date 
silicone  injections  have  not  been  followed 
by  those  complications,  particularly  for- 
eign-body granulomas  and  sarcomas, 
which  did  follow  the  use  of  earlier  materials 
such  as  paraffin. 

909  Fifth  Avenue 
New  York  City  10021 

Discussion 

Thomas*  D.  Rees,  M.D.,  F.A.C.S.,  New 
York  City.  I have  enjoyed  Dr.  Berger’s 
presentation  of  his  experiences  with  liquid 
silicone  very  much.  We  have  been  running 
rather  extensive  animal  studies  in  our 
laboratory  at  New  York  University 
Medical  Center  on  this  material  for  the 
past  five  years  and  so  far  have  been  unable 
to  produce  anything  resembling  a granu- 
loma or  tumor  in  any  of  the  species  we  have 
worked  with  by  direct  subcutaneous  in- 
jection. There  is  some  evidence,  however, 
that  when  large  amounts  of  silicone  are  in- 
jected subcutaneously  into  certain  species, 
such  as  the  C.F.N.  1 strain  of  mouse,  it  is 
picked  up  to  some  degree  at  least  by  the 
reticuloendothelial  system.  We  have  found 
evidence  of  deposition  of  small  amounts  of 
silicone  in  the  zona  reticularis  of  the  adrenal 
glands  in  several  of  these  animals.  We 
have  not  specifically  tested  for  toxicity. 
However,  there  has  been  no  apparent 
evidence  of  toxicity  in  our  animals. 

Our  clinical  studies  have  been  largely 
confined  to  using  this  injectable  prosthetic 
to  correct  certain  deformities  of  the  face 
which  defeat  us  surgically  or  provide  dis- 
appointing surgical  results  at  best.  Such 
entities  as  facial  hemiatrophy,  lipodys- 
trophy, first  branchial  arch  syndrome, 
and  several  others  have  been  treated  very 
satisfactorily  by  the  injection  of  small 
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amounts  of  silicone  fluid  extended  over  a 
several  weeks  period  of  time.  Indeed,  I 
think  it  is  fair  to  say  that  the  results  in 
these  cases  have  been  extremely  good. 

Our  longest  follow-up  is  of  a patient  with 
facial  hemiatrophy  that  was  injected  five 
years  ago,  and  in  this  patient  there  is  no 
evidence  of  either  drift  of  the  material  or 
diminution  of  the  contour  bulk  achieved 
during  the  injections.  We  have  seen  no 
complications  in  these  patients. 

I hasten  to  add  to  this  discussion  that  al- 
though liquid  silicone  will  undoubtedly 
have  its  place  in  medicine  and  surgery, 


Allergenic  properties 
of  drugs 


A review  of  the  allergenic  properties  of  the 
more  commonly  used  drugs  was  published  in 
a recent  issue  of  the  Dallas  Medical  Journal 
by  William  C.  Grater,  M.D. 

Penicillin  can  produce  any  type  of  immuno- 
logic dysfunction  and  is  the  most  important 
drug  responsible  for  allergic  reactions.  Im- 
mediate reactions  are  more  likely  with  repeated 
intermittent  use.  These  seldom  occur  during 
prolonged  therapy.  The  intramuscular  route 
is  much  more  hazardous  than  the  oral,  and 
procaine  penicillin  has  the  highest  incidence 
of  reaction.  The  over-all  incidence  of  reactions 
is  probably  less  than  1 per  cent,  but  a history 
of  some  type  of  penicillin  reaction  was  obtained 
in  about  25  per  cent  of  the  author’s  patients. 

Reactions  from  sulfonamides,  usually  skin 
rashes,  are  fairly  common.  Exfoliative  derma- 
titis is  more  common  with  sulfamethoxypyri- 
dazine  (Kynex,  Midicel),  while  sulfadimethoxine 
(Madribon)  is  probably  the  least  sensitizing 
and  the  safest. 

Skin  rashes  and  other  minor  reactions  occur 
only  in  a small  percentage  of  patients  with 
the  use  of  tetracyclines.  Demethylchlortetra- 
cycline  (Declomycin)  has  produced  photo- 


it still  must  be  viewed  as  an  experimental 
technic  that  is  under  intensive  investigation 
in  several  centers  in  the  United  States.  I 
am  equally  sure  that  some  problems  will 
be  seen  from  its  use.  Some  have  already 
been  seen,  but  as  far  as  we  can  tell  these 
problem  cases  have  resulted  either  from 
the  injudicious  use  of  the  material  or  from 
the  use  of  adulterated  silicone  fluid. 

Continued  laboratory  investigation  and 
long-term  clinical  follow-up  with  biopsy 
data  whenever  possible  will  eventually 
provide  the  answer  for  this  new  and  interest- 
ing injectable  liquid  prosthetic. 


sensitivity  accompanied  by  peripheral  eosino- 
philia. 

There  is  a 9-  to  10-per  cent  incidence  of  minor 
skin  rashes  with  the  use  of  novobiocin  sodium 
(Albamycin) . 

Topical  use  of  neomycin  has  resulted  in 
occasional  contact  sensitization  which  can  easily 
be  determined  by  a patch  test  or  delayed 
inflammatory  intradermal  test. 

Erythromycin  (Erythrocin)  is  probably  the 
safest  antibiotic  from  the  standpoint  of  sen- 
sitization. Only  2 of  1,700  consecutive  allergic 
patients  developed  mild  rashes  attributable  to 
this  drug. 

Triacetyloleandomycin  (Tao,  Cyclamycin)  also 
has  a very  low  sensitizing  index,  and  in  four 
years  of  intensive  study,  the  author  has  been 
unable  to  confirm  the  occasional  report  of 
hypersensitive  hepatotoxic  reactions. 

The  number  of  severe  skin  eruptions  accom- 
panied by  drug  fever  resulting  from  the  use 
of  chloramphenicol  (Chloromycetin)  seems  to 
be  on  the  increase. 

A pilot  study  was  run  on  the  sensitizing 
properties  of  lincomycin  (Lincocin),  but  evi- 
dence of  sensitivity  was  not  found  in  more 
than  500  cases.  Lincomycin  can  apparently 
be  used  safely  in  penicillin-sensitive  patients. 

Although  aspirin  sensitivity  is  quite  rare, 
this  drug  is  considered  to  be  the  most  dangerous, 
next  to  penicillin.  Sixty  cases  of  aspirin 
sensitivity  occurred  in  5,000  consecutive  allergic 
patients. 
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Human  Pasteurellosis 
in  New  York  State 

JOHN  K.  MILLER,  M.D. 
Albany,  New  York 

From  the  Division  of  Laboratories  and  Research, 
State  of  New  York  Department  of  Health,  and  Institute 
of  Preventive  Medicine,  Albany  Medical  College 


|f  the  incitant  of  tularemia  is  excluded, 
as  it  tends  to  be  in  this  country,  the  genus 
Pasteurella  has  5 species.  They  include  3 
known  incitants  of  infection  in  New  York 
State:  Pasteurella  multocida  (synonym 

Pasteurella  septica),  Pasteurella  hemolytica, 
and  Pasteurella  pseudotuberculosis;  one 
that  has  not  been  identified  in  the  State, 
Pasteurella  pneumotropica,  and  the  incitant 
of  bubonic  plague,  Pasteurella  pestis,  which 
is  not  considered  here. 

The  Pasteurellae  are  gram-negative,  non- 
acid-fast, nitrate-positive,  catalase-positive, 
glucose-fermenting,  and  pleomorphic  bacilli 
that  show  bipolar  staining.  All  ferment 
xylose  and  mannitol.  Only  Past,  hemo- 
lytica ferments  lactose  and  produces  hemol- 
ysis on  blood  agar.  Past,  septica  alone  is 
indole-positive  and  does  not  ferment  mal- 
tose. Past,  pseudotuberculosis  splits  urea, 
is  motile  at  22  to  25  C.  but  not  at  37  C., 
and  is  virulent  for  the  wild  but  not  the 
albino  rat;  the  other  3 are  nonmotile  and 
not  virulent  for  rodents. 

Past,  multocida  (Past,  septica) 
infections 

Past,  multocida  has  a virtually  unlimited 
range  of  hosts.  Carter  and  Bain1  have  re- 
ported its  recovery  from  the  upper  respira- 


FOUR SPECIES  OF  PASTEURELLA  are  (lis- 
cussed:  multocida  {septica),  hemolytica, 

pseudotuberculosis,  and  pneumotropica. 
These  all  have  animal  reservoirs,  and  peni- 
cillin is  the  therapy  recommended.  During  a 
nine-year  period,  49  strains  of  Past,  multo- 
cida were  identified  in  New  York  State,  and 
the  source  of  the  isolate  and  the  associated 
infections  are  summarized.  Such  infections 
should  be  considered  following  bites  of  do- 
mestic animals  and  in  cases  of  chronic 
respiratory  diseases. 


tory  and  digestive  systems  of  normal  ani- 
mals: dogs,  cats,  cattle,  and  pigs.  Schip- 
per2  isolated  it  from  wild  rats.  This 
Pasteurella  induces  hemorrhagic  septicemia 
and  pneumonia  in  cattle,  pneumonia  in 
sheep  and  goats,  and  acute  fowl  cholera;  it 
has  been  isolated  from  the  brains  of  cattle, 
horses,  and  pigs  with  encephalitis. 

The  range  of  infection  in  man  is  also 
wide.2-6  Many  infections  have  been  asso- 
ciated with  dog  and  cat  bites  or  scratches. 
Past,  multocida  has  been  isolated  from  the 
respiratory  tract. 

Most  cases  of  human  pasteurellosis  in 
New  York  State  were  induced  by  Past, 
multocida.  In  1948  Neter6  reported  the 
isolation  of  Past,  multocida  from  infected 
wounds  in  4 children  following  dog  or  cat 
bites  and  a face  injury  caused  by  the  kick 
of  a horse. 

Over  a nine-year  period,  1956  to  1964, 
49  strains  of  Past,  multocida  were  received 
at  the  Division  of  Laboratories  and  Re- 
search, State  of  New  York  Department  of 
Health.  Thirty  were  from  males  and  19 
from  females.  Of  the  28  patients  whose 
age  was  given,  75  per  cent  were  over  forty 
years  of  age.  The  source  of  the  isolate  and 
the  associated  infection  of  the  49  cases  are 
summarized  in  Table  I. 

Past,  multocida  was  isolated  as  a second- 
ary invader  in  20  cases  of  chronic  respira- 
tory infection.  In  1 case  the  infection  was 
limited  to  a pharyngitis.  Schipper2  noted 
the  higher  incidence  of  Past,  multocida  in 
respiratory  infections  in  farmers.  This  is 
not  surprising  because  of  the  carrier  state 
of  domestic  animals.  In  our  series  9 cases 
came  from  a rural  hospital,  and  6 of  the 
patients  lived  on  farms.  Two  other  cases 
of  lesions  of  the  hands  with  regional  lymph- 
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TABLE  I.  Infections  due  to  Pasteurella  multocida; 
source  of  isolate  and  associated  infection 


Source 

Lesion 

Number 
of  Cases 

Sputum 

Chronic  respiratory 
disease  (bronchi- 
tis, bronchiectasis) 

20 

Ulcer  of  skin 

Following  bite  of  cat 

13 

Ulcer  of  skin 

Following  bite  of  dog 

3 

Ulcer  of  skin 

Following  traumatic 
wound 

7 

Peritoneal  fluid 

Peritonitis 

2 

Subdural  hema- 

Fracture  of  skull 

1 

toma 

Feces 

Enteritis 

1 

Exudate  of  ear 

Chronic  otitis  media 

1 

“Drainage 

No  diagnosis 

1 

cavity” 

Total 

49 

adenopathy  occurred  in  2 brothers  with  a 
history  of  milking  cows  with  ulcerated 
udders. 

Next  in  frequency  were  the  cutaneous 
ulcers  following  cat  bites  in  13  cases  (30 
per  cent);  1 case,  an  eighty-four-year-old 
woman,  developed  a bacteremia  and  men- 
ingitis. Past,  multocida  were  isolated  from 
the  ulcer,  spinal  fluid,  and  blood.  Good- 
man7 has  collected  12  cases  of  meningitis 
induced  by  Past,  multocida;  most  of  the 
cases  were  sequelae  of  skull  fractures. 

Only  3 cases  of  dog  bites  were  noted  in 
this  series.  In  1 case  Past,  multocida  was 
isolated  from  the  cutaneous  ulcer  of  the 
patient  and  from  the  oral  secretions  of  the 
offending  dog. 

Traumatic  wounds  accounted  for  7 cases 
of  cutaneous  ulcers  infected  with  Past, 
multocida.  Several  of  these  cases  occurred 
following  falls  from  a bicycle  in  the  city 
suggesting  that  urban  dirt  is  contaminated 
with  Pasteurella. 

Miscellaneous  infections  included  2 cases 
in  which  Past,  multocida  were  found  in  peri- 
toneal fluid  after  rupture  of  the  intestine; 
also,  a subdural  hematoma,  chronic  otitis 
media,  enteritis  in  which  the  fecal  flora 
included  Past,  multocida,  and  an  isolate 
from  an  ill-described  source:  “drainage 

cavity.” 

Although  many  of  the  cases  in  this  series 
had  an  animal  reservoir  association,  a num- 
ber did  not.  The  infection  can  arise  in 
almost  any  part  of  the  body.  The  Pasteu- 
rella may  not  have  the  virulence  for  man 


that  other  microorganisms  have,  but  they 
can  induce  severe  and  chronic  secondary 
infections  in  the  debilitated  older  indivi- 
dual. This  is  especially  true  of  the  long- 
standing chronic  infections  of  the  respira- 
tory system.  The  identification  of  the  Pas- 
teurella as  a secondary  invader  is  important 
in  cases  in  which  the  primary  incitant  has 
been  properly  controlled  by  antibiotics  but 
the  patient  does  not  return  to  health. 

Treatment.  Penicillin  is  the  antibiotic 
of  choice  in  the  treatment  of  Past,  multo- 
cida infections.8-10  Because  of  the  sensi- 
tivity of  this  Pasteurella  to  penicillin,  it  is 
important  to  differentiate  it  from  Hemo- 
philus influenzae  and  the  Klebsiella  pneu- 
moniae, other  incitants  of  respiratory  dis- 
ease which  are  not  sensitive  to  penicillin. 
In  penicillin-sensitive  patients,  tetracycline, 
erythromycin,  or  chloramphenicol  (Chloro- 
mycetin) may  be  effective. 

Infections  due  to  other  Pasteurellae 

Past,  hemolytica.  Past,  hemolytica  is 
a common  saprophyte  of  the  mouth  and 
nasopharynx  of  cattle  and  sheep.  In  these 
domestic  animals  with  lowered  resistance 
sometimes  resulting  from  crowded  condi- 
tions of  long  shipment,  it  induces  rhinitis, 
pneumonia,  bacteremia,  and  sometimes  a 
mesenteric  lymphadenitis.  n> 12 

Past,  hemolytica  has  rarely  been  re- 
covered from  man.  Henriksen  and  Jys- 
sum13  isolated  an  unusual  variant  acting 
on  urea  from  human  respiratory  flora. 
This  variant  was  also  isolated  from  cases 
of  sinusitis  by  Omland  and  Henriksen14 
and  by  Jones  and  O’Connor16  from  sputum 
of  17  persons,  most  of  them  elderly,  with 
bronchitis  or  bronchiectasis.  Whether  this 
bacterium  aggravated  the  disease  or  acted 
as  a mere  commensal  when  grown  in  dam- 
aged tissue  was  not  clear. 

We  reported  the  first  known  human  in- 
fection induced  by  Past,  hemolytica.16;17 
It  occurred  in  a forty-three-year-old  woman 
who  acquired  numerous  lacerations  of  the 
hands  from  berry  bushes  while  hunting 
and  then  dressed  a deer  in  the  field  in 
November,  1960.  Her  lacerations  became 
inflamed,  and  she  developed  a regional 
lymphadenitis.  Past,  hemolytica  was  iso- 
lated in  pure  culture  from  the  exudate  of  a 
papular  lesion  of  the  finger.  There  was 
good  response  to  400,000  units  of  penicillin 
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G intramuscularly  daily  for  four  days.  In 
1963  Doty,  Loomus,  and  Wolf18  reported  a 
fatal  case  of  bacterial  endocarditis  in- 
duced by  Past,  hemolytica  in  a fifty-four- 
year-old  woman.  There  were  associated 
bacteremia  and  microabscesses  of  the  brain. 
Also,  Brodie  and  Henderson19  isolated  a 
strain  producing  hemolysis  and  resembling 
Past,  hemolytica  from  an  appendectomy 
wound. 

Past,  pseudotuberculosis.  Few  bac- 
terial incitants  are  capable  of  infecting  a 
wider  range  of  wild  and  domestic  animals 
and  birds  than  Past,  pseudotuberculosis. 
It  is  found  in  soil,  dust,  water,  fodder,  and 
milk.20  Daniels21  recovered  this  species 
from  the  feces  of  5 patients  with  lymph- 
adenitis ileocaecalis.  Krynski  and  Becla22 
reported  that  Past,  pseudotuberculosis  rap- 
idly multiplies  in  the  intestines  of  lice. 

Numerous  cases  of  human  infection 
due  to  Past,  pseudotuberculosis  in  Ger- 
many,23,24 France,25,26  and  England27  have 
been  recorded.  However,  it  has  been  less 
frequently  recognized  in  North  Amer- 
ica.28-32 Mollaret33  recently  reported  5 
cases  of  erythema  nodosum  preceded  by 
infection  with  Past,  pseudotuberculosis. 

The  infection  varies  from  a severe  and 
often  fatal  typhoid-like  illness  to  the  more 
benign  form  imitating  appendicitis.  In 
the  latter  the  appendix  may  be  normal, 
and  only  the  mesenteric  lymph  nodes  show 
lesions.  These  nodes  are  enlarged  and 
congested,  and  a clear  or  slightly  cloudy 
exudate  is  seen  in  the  peritoneum  over  the 
nodes.  Inflammation  of  the  terminal  ileum 
has  been  described.  The  lymph  nodes 
show  sinus  hyperplasia  with  well-defined 
follicular  centers.  The  lymph  nodes  and 
sometimes  the  appendix  will  have  micro- 
abscesses. The  inflammatory  reaction  is 
mainly  granulocytic.  Hnatko  and  Rodin34 
found  agglutinins  for  Past,  pseudotubercu- 
losis in  2 of  21  patients  undergoing  appen- 
dectomy; the  presence  of  agglutinins  was 
not  related  to  the  acute  disease.  The  sero- 
logic response  of  infection  by  this  species 
needs  further  study.  The  mesenteric  lym- 
phadenitis induced  by  Past,  pseudotuber- 
culosis may  be  similar  to  that  induced  by 
the  adenoviruses. 35  Hannoun,  Mollaret, 
and  Thiau court 36  had  5 such  patients  whose 
sera  reacted  with  antigens  of  this  species. 

In  1961  Parnas37  showed  that  Past, 
pseud otuberculosis  could  be  distinguished 


from  the  other  Pasteurellae  by  the  esculin 
reaction,  and  we  have  confirmed  this  unique 
diagnostic  reaction.38 

We  are  indebted  to  C.  W.  Petenyi, 
M.D.,  pathologist  at  the  Champlain  Valley 
Hospital  in  Plattsburgh,  New  York,  for  a 
culture  of  Past,  pseudotuberculosis  isolated 
from  the  appendix  and  regional  lymph 
nodes  of  an  eleven-year-old  girl  with 
clinical  appendicitis.  The  lymph  nodes 
and  the  submucosal  nodes  of  the  appendix 
showed  the  typical  microabscesses. 16  This 
is  the  only  case  reported  so  far  in  New 
Y ork  State. 

Past,  pneumotropica.  In  1950  Jawetz39 
reported  a maltose-fermenting  strain  of 
Pasteurella  isolated  from  a bronchopneu- 
monia in  mice.  He  designated  this  strain 
as  Past,  pneumotropica.  No  reports  of 
human  infections  by  this  species  have 
been  published,  but  from  3 personal  com- 
munications 2 cases  were  collected. 
Bauer40  observed  a fatal  case  in  a fifty-one- 
year-old  man  bitten  by  a dog.  In  forty- 
eight  hours  he  developed  fever,  chills, 
and  then  a rapidly  developing  vascular 
collapse  and  death.  There  was  extensive 
hemorrhage  and  necrosis  of  the  adrenals 
resembling  the  Waterhouse-Friderichsen 
syndrome.  Past,  pneumotropica  was  re- 
covered from  the  patient’s  blood  and  from 
the  dog’s  mouth.  The  dog’s  serum  agglu- 
tinated both  isolated  strains  in  dilutions 
of  1:320  (patient’s  strain)  and  1:640 
(dog’s  strain).  Bodily41  sent  us  2 strains; 
1 was  isolated  from  a mouse  in  a research 
colony,  and  the  other  was  recovered  from 
the  wound  of  a physician’s  hand  caused  by  a 
dog  bite.  History  of  this  case  was  ob- 
tained from  Bostick42:  The  wound  on  the 
left  little  finger  was  immediately  washed 
with  a sudsing  emulsion  (Phisohex)  and 
water  for  five  minutes.  Fever  and  pain 
and  induration  of  the  wound  developed 
within  a few  hours.  The  next  day  a puru- 
lent discharge  appeared  in  the  wound. 
The  patient  was  hospitalized  and  given 
demethylchlortetracy  cline  (Declomy  cin) . 

There  was  improvement  and  the  wound 
healed.  Past,  pneumotropica  was  cultured 
from  the  purulent  exudate.  The  dog  had 
a clinical  pneumonitis  with  purulent  nasal 
discharge  and  cough.  It  is  interesting 
that  these  initial  cases  of  infection  in  man 
from  which  this  species  was  isolated  were 
associated  with  bites  of  dogs,  a cause  of  the 
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companion  species  Past,  multocida  infec- 
tions. 

Comment 

It  is  felt  that  these  cases  of  infections 
from  which  Past,  multocida  have  been  iso- 
lated fairly  represent  the  disease  in  the 
State.  Such  infections  should  always  be 
considered  following  bites  of  domestic  ani- 
mals and  in  persons  in  rural  environment. 
A search  for  this  species  should  be  made  in 
cases  of  chronic  respiratory  diseases,  even 
if  only  as  an  incitant  of  secondary  infec- 
tion. Based  on  the  European  experience, 
mesenteric  lymphadenitis,  ileitis,  and  ap- 
pendiceal microabscesses  are  probably  more 
common  in  this  country  than  is  realized. 

Infections  induced  by  Past,  hemolytica 
and  Past,  pneumotropica  may  remain  in- 
frequent, but  these  two  bacterial  incitants 
should  be  kept  in  mind  in  infected  cu- 
taneous wounds. 

Since  all  four  species  have  animal  reser- 
voirs which  are  not  continually  exposed  to 
antibiotics,  these  Pasteurellae  are  un- 
doubtedly sensitive  to  several  antibiotics. 
Penicillin  appears  to  be  a good  selection  for 
therapy. 

Summary 

During  the  nine-year  period,  1956  to 
1964,  49  cases  of  infection  due  to  Pas- 
teurella  multocida  were  identified;  20  were 
secondary  to  chronic  respiratory  diseases, 
and  13  were  cases  of  cutaneous  ulcer  follow- 
ing a bite  of  a cat.  One  case  with  a cutane- 
ous ulcer  following  a cat  bite  developed  a 
bacteremia  and  meningitis  due  to  Past, 
multocida.  Pasteurella  hemolytica  was 
isolated  from  a case  of  cutaneous  ulcer. 
Pasteurella  pseudotuberculosis  was  iso- 
lated from  the  appendix  and  mesenteric 
lymph  nodes  from  a case  of  microabscesses 
in  an  eleven-year-old  girl  with  clinical 
appendicitis. 

Finally,  2 cases  of  infected  cutaneous 
ulcer  following  dog  bites  are  included. 
These  occurred  outside  New  York  State. 
One  was  a fatal  case  with  bacteremia. 
From  the  ulcers  of  both  cases  and  the  blood 
of  the  fatal  case  Pasteurella  pneumotropica 
was  isolated.  The  same  species  was  iso- 
lated from  the  mouth  of  the  dog  involved 
in  the  fatal  case,  and  the  dog’s  serum 


showed  specific  agglutinins  to  the  canine 
and  human  strains. 

Infections  induced  by  these  Pasteurellae 
are  more  common  than  realized.  They 
should  be  recognized  because  the  bacterial 
species  appear  to  be  sensitive  to  penicillin. 

New  Scotland  Avenue 
Albany  12201 
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Correcting  genetic  mistakes 

Experiments  which  suggest  that  scientists 
may  someday  be  able  to  make  major  changes 
in  the  genetic  makeup  of  cells  in  the  body 
were  reported  in  a recent  issue  of  Science  by 
Richard  C.  Hart,  Jr.,  M.D.,  and  Birgitta 
Kullgren.  Such  changes  might  be  used  to 
cure  genetic  diseases  such  as  phenylketonuria, 
a recently  discovered  cause  of  mental  retarda- 
tion. 

The  results  of  the  experiments  indicated  that 
foreign  chromosomes  had  been  introduced  into 
the  liver  cells  of  specially  treated  mice.  This 
would  be  the  first  time  that  large  pieces  of 
genetic  material  have  been  introduced  in  this 
way  into  the  cells  of  living  animals,  although 
similar  transfers  of  genetic  material  have  been 
accomplished  with  microorganisms  and  with 
cells  grown  in  tissue  culture. 

The  mice  used  in  the  experiments  were  first 
given  large  doses  of  x-rays  to  destroy  the  blood- 
forming  and  immunologic  cells,  after  which 
they  were  injected  with  spleen  cells  from  special 
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donor  mice  tagged  with  detectable  marker 
chromosomes.  In  a short  time,  the  “host” 
mice  had  circulating  blood  cells  of  the  donor 
type,  produced  by  the  spleen  cells  from  the 
donor  mice. 

The  host  mice  were  next  treated  with  carbon 
tetrachloride,  a chemical  which  causes  some 
destruction  of  the  liver.  After  the  damaged 
livers  had  recovered,  the  newly  formed  liver 
cells  were  examined  for  signs  of  the  marker 
chromosomes  which  were  present  in  the  donor 
but  not  in  the  host  cells. 

Nearly  90  per  cent  of  the  liver  cells  from  the 
host  animals  were  found  to  have  marker  chro- 
mosomes from  the  donor  mice.  This  indicated 
that  chromosomes  had  been  transferred  from 
the  donor  type  blood  cells  to  the  regenerating 
liver  cells  in  the  host  animals. 

The  experiments  support  a theory  that 
lymphocytes  act  as  agents  for  the  transfer  of 
large  pieces  of  genetic  material  to  various  other 
types  of  cells  throughout  the  body.  Such  a 
transfer  system  for  genetic  material  could  be 
related  to  the  process  by  which  the  body  main- 
tains a permanent  resistance  to  infections. 
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T he  field  of  cancer  chemotherapy  has 
been  one  of  great  interest,  more  for  its 
promise  than  its  actual  fulfillment.  Prob- 
ably its  greatest  contribution  has  been  to 
further  the  study  of  molecular  biology. 
Despite  this,  there  are  significant  practical 
clinical  advances. 

This  article  is  oriented  toward  the  spe- 
cific drugs  used  in  cancer  chemotherapy. 
Table  I shows  the  relative  effectiveness  of 
the  various  agents  in  the  different  neo- 
plastic diseases.  Outstanding  achieve- 
ments are  the  probable  cure  of  choriocar- 
cinoma, the  prolongation  of  life  in  multiple 
myeloma  by  alkylating  agents,  and  the 
significant  palliation  of  lymphomas,  ovar- 
ian carcinoma,  childhood  acute  leukemia, 
and  embryonal  tumors  in  children.  Much 
more  work  is  needed,  and  it  is  likely  that 
the  ultimate  control  of  cancer  will  come 
from  more  basic  fields  such  as  molec- 
ular biology. 

A brief  outline  of  the  mechanism  of 
action  of  the  various  anticancer  agents  is 
all  that  can  be  included  in  this  article. 
The  alkylating  agents  (mechlorethamine, 
busulfan,  chlorambucil,  triethylenethio- 
phosphoramide,  cyclophosphamide,  and 
melphalan)  act  by  distorting  and  breaking 
DNA  (deoxyribonucleic  acid)  molecules. 


They  do  this  by  joining  their  two  active 
alkyl  groups  to  active  sites  on  the  purine 
or  pyrimidine  groups  of  the  DNA  chain  or 
chains.  While  the  alkylating  agents  act  I 
by  destroying  formed  cells,  the  antimetab- 
olites prevent  cell  reproduction  by  pre-  , 
venting  the  synthesis  of  DNA.  Metho- 
trexate does  this  by  inhibiting  the  enzyme 
dihydrofolic  acid  reductase.  Dihydrofolic 
acid  reductase  is  essential  for  reducing  folic  ] 
acid  to  its  active  form  THF  (tetrahydrofolic 
acid).  THF  and  its  derivatives  act  as 
methyl  donors.  The  most  important  re- 
action inhibited  by  the  lack  of  THF  is  the 
methylation  of  uridine  deoxyribose  phos- 
phate to  thymine  deoxyribose  phosphate. 
This  reaction  is  one  of  the  last  steps  in 
DNA  production. 

6-Mercaptopurine’s  action  in  inhibiting 
DNA  synthesis  is  still  poorly  understood. 
The  fluoropyrimidines  (5-fluorouracil)  act 
by  inhibiting  the  same  methylation  of 
uridine  desoxyribose  phosphate  mentioned 
previously.  Unlike  methotrexate,  the  re- 
action is  interfered  with  by  binding  of  the 
enzyme  (thymidylate  synthetase)  essential 
for  this  reaction. 

There  remain  several  other  drugs  which 
are  neither  alkylating  agents  or  antimetab- 
olites. Actinomycin  D inhibits  the  syn- 
thesis of  messenger  RNA  (ribonucleic  acid) 
by  DNA.  The  Vinca  rosea  alkaloids, 
vincristine  and  vinblastine,  are  inhibitors  of 
mitosis  which  causes  metaphase  arrest,  and 
methylhydrazine  apparently  causes  chro- 
mosomal breaks  similar  to  radiotherapy  by 
producing  hydrogen  peroxide  and  free 
radicals. 

Alkylating  agents 

There  has  been  a great  deal  of  contro- 
versy as  to  whether  or  not  there  are  basic  i 
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TABLE  I.  Relative  effectiveness  of  various  agents  in  neoplastic  diseases 


Disease 

Marked  Benefit 

Moderate  Benefit 

Slight  Benefit 

Childhood  acute  leu- 

6-Mercaptopurine, 

Corticosteroids, 

Cyclophosphamide 

kemia 

methotrexate 

vincristine 

Meningeal  leukemia 

Intrathecal 

Adult  acute  leukemia 

methotrexate 

6-Mercaptopurine, 

Chronic  myelogenous 

Busulfan 

6-Mercaptopurine,  chlor- 

? methotrexate  (divided 
dose  regimen) 

leukemia 

Chronic  lymphocytic 

ambucil 

Chlorambucil,  cyclophos- 

Corticosteroids 

leukemia 

Lymphosarcoma 

phamide 

Chlorambucil,  cyclophos- 

Corticosteroids,  mechlor- 

Reticulum  cell  sarcoma 

phamide 

Cyclophosphamide 

ethamine 

Mechlorethamine,  chlor- 

Hodgkin’s  disease 

Mechlorethamine,  cyclo- 

ambucil 

Vincristine 

Wilms’  tumor 

phosphamide,  chlor- 
ambucil, vinblastine 
Actinomycin  D 

Vincristine,  actinomycin 

Other  embryonal  tumors 

to  infants 
Multiple  myeloma 

Melphalan,  cyclophos- 

D,  cyclophosphamide 

Breast  carcinoma 

phamide 

Androgens,  estrogens 

Corticosteroids,  chloram- 

Adenocarcinoma  of  the 

bucil,  cyclophospham- 
ide, triethylenethio- 
phosphoramide,  5- 
fluorouracil 
5-Fluorouracil 

gastrointestinal  tract 

Choriocarcinoma 

Methotrexate, 

Vinblastine 

Prostatic  carcinoma 

actinomycin  D 

Estrogens 

Endometrial  carcinoma 

Progesterones  in  very 

Seminoma  of  testes 

high  dosage 

Alkylating  agents 

Choriocarcinoma  of  the  . . 

Mithramycin 

Triple  therapy 

testis 

Embryonal  cell  car- 

Mithramycin 

Triple  therapy 

cinoma  of  the  testis 

Oat  cell  carcinoma  of  the 

M echlorethamine 

lung 

differences  between  the  various  alkylating 
agents.  The  pharmacologic  evidence  is 
beyond  the  scope  of  this  article.  For  clin- 
ical purposes  a few  differences  are  extremely 
significant  even  if  not  based  on  different 
mechanisms  of  action.  The  most  inter- 
esting of  these  individual  clinical  effects  of 
alkylating  agents  is  the  limited  but  definite 
remission  of  childhood  acute  leukemia 
produced  by  cyclophosphamide.  The 
marked  alopecia-producing  action  and 
urinary  bladder  irritation  of  cyclophos- 
phamide are  also  unique.  Outside  of  these 
differences,  the  reasons  for  favoring  a 
particular  alkylating  agent  for  any  disease 
were  often  based  on  what  patients  were 


available  to  the  original  investigators.  In 
general,  when  a patient’s  tumor  becomes 
refractory  to  one  alkylating  agent,  it  will 
not  respond  to  another.  Rare  exceptions 
to  this  have  been  reported. 

Mechlorethamine 

Mechlorethamine  (Mustargen),  com- 
monly known  as  nitrogen  mustard  or  HN2, 
is  a member  of  that  group  of  alkylating 
agents  known  as  nitrogen  mustards.  It  is 
the  only  nitrogen  mustard  in  clinical  use 
and  for  almost  ten  years  was  the  only 
alkylating  agent  released  commercially. 

The  earliest  successes  with  mechlore- 
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thamine  were  in  the  lymphomas,  and  it  is 
still  the  most  widely  used  drug  in  Hodgkin’s 
disease.  Although  there  are  studies 
which  indicate  triethylenethiophosphor- 
amide1  and  cyclophosphamide  can  give 
equally  good  results  in  Hodgkin’s  disease, 
mechlorethamine  must  remain  the  drug  of 
choice  at  this  time.  For  anyone  who  plans 
to  use  mechlorethamine  in  patients  with 
Hodgkin’s  disease,  Dameshek’s2  article 
published  in  1949  is  helpful.  This  report 
contains  a clear  and  detailed  description  of 
the  clinical  changes  which  occur  with 
therapy. 

Although  mechlorethamine  is  the  chem- 
otherapeutic agent  of  choice  in  the  treat- 
ment of  Hodgkin’s  disease,  the  mainstay  of 
therapy  in  this  condition  must  still  be 
radiotherapy.  All  authors  agree  that  wide- 
spread disease  and  systemic  toxicity  are  the 
criteria  for  using  chemotherapy.  How- 
ever, there  are  some  differences  of  opinion 
as  to  the  interpretation  of  these  terms. 
Certainly  all  physicians  who  have  treated 
a number  of  patients  with  Hodgkin’s 
disease  have  seen  high  fever,  anemia, 
weight  loss,  anorexia,  and  fatigue  reversed 
by  radiotherapy  of  large  para-aortic  abdom- 
inal nodes  or  extensive  mediastinal  disease. 
In  the  lymphoma  patients  at  Montefiore 
Hospital  we  have  emphasized  radiotherapy, 
searching  for  all  areas  of  involvement  that 
can  be  treated  by  localized  radiotherapy. 
Chemotherapy  is  reserved  for  patients  who 
have  systemic  findings  without  discernible 
tumor  deposits  or  for  patients  who  have 
received  maximum  tolerated  dosage  of 
radiotherapy  to  areas  of  still  active  Hodg- 
kin’s disease. 

We  have  followed  this  approach  because 
of  the  prolonged  remission  of  disease  in  the 
area  treated  by  radiotherapy  as  compared 
with  the  relatively  brief  remissions  pro- 
duced by  mechlorethamine  (median  twelve 
weeks).  By  properly  timing  the  treatment 
to  different  areas  it  has  been  possible  to 
treat  many  patients  with  extensive  stage 
III  disease  by  radiotherapy  alone.  This 
has  been  best  applied  when  disease  is  con- 
fined to  the  lymph  nodes  and  spleen.  This 
approach  is  not  universally  accepted,  al- 
though all  investigators  believe  in  using 
radiotherapy  on  localized  areas  of  Hodg- 
kin’s disease.  Certainly  there  is  a strong 
argument  for  using  mechlorethamine  early 
in  the  treatment  if  systemic  symptoms  are 


severe.  Radiotherapy  to  extensive  disease 
may  take  many  weeks,  and  mechloretha- 
mine can  relieve  systemic  symptoms  within 
a few  days  to  weeks.  However,  the  use  of 
systemic  therapy  by  suppressing  the  bone 
marrow  may  slow  down  the  rate  at  which 
radiotherapy  can  be  given,  and  it  is  prefer- 
able not  to  do  this. 

A very  high  percentage  of  patients  with 
Hodgkin’s  disease  will  respond  to  mechlor- 
ethamine. Dameshek2  reports  remissions 
in  79.4  per  cent  of  courses,  34.3  per  cent 
complete  remissions  and  45.1  per  cent 
partial  remissions.  The  most  dramatic 
changes  are  in  symptoms  such  as  fever, 
fatigue,  anorexia,  weight  loss,  and  weak- 
ness. However,  objective  changes  in  tu- 
mor deposits  also  occur.  Within  four 
days  of  mechlorethamine  therapy,  in  almost 
all  but  very  advanced  cases,  fever  will  start 
to  drop.  Anorexia  is  completely  relieved 
in  over  75  per  cent  of  patients  and  fati- 
gability in  over  50  per  cent.  Almost  all 
patients  have  an  improvement  in  strength 
with  some  patients  returning  to  a full  sense 
of  well-being.  Relief  of  anorexia  is  ac- 
companied by  weight  gain.  Pruritus  is 
less  often  relieved.  Anemia  will  often 
respond  although  not  necessarily  com- 
pletely. Dameshek2  noted  a complete 
disappearance  of  splenomegaly  in  39.1 
per  cent  of  patients  and  some  decrease  in 
size  of  the  enlarged  spleen  in  another  32.6 
per  cent.  Mechlorethamine  will  usually 
relieve  bone  pain,  but  it  did  not  cause 
improvement  in  the  radiologic  appearance 
of  bone  lesions  in  any  of  21  courses.2 

Two  situations  which  are  supposedly 
prime  indications  for  immediate  mechlor- 
ethamine therapy  in  Hodgkin’s  disease  are 
spinal  cord  compression  and  superior  me- 
diastinal syndrome  (superior  vena  cava 
syndrome).  There  is  some  rationale  for 
this  in  spinal  cord  compression  where  speed 
is  imperative.  Mechlorethamine  may  be 
somewhat  more  rapid  than  radiotherapy. 
When  signs  and  symptoms  of  cord  com- 
pression develop  slowly,  radiotherapy  alone 
is  probably  just  as  effective.  There  is  no 
good  study  comparing  the  effectiveness  of 
radiotherapy  alone  with  combined  therapy. 
In  superior  mediastinal  syndrome,  rapid 
tumor  lysis  is  not  imperative.  Low-salt 
diet,  diuretics,  and  elevation  of  the  head 
of  the  bed  will  almost  always  relieve  the 
acute  symptoms. 
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Mechlorethamine  has  been  used  exten- 
sively in  lymphosarcoma.  However,  chlor- 
ambucil is  probably  safer  and  possibly  more 
effective  in  small-cell  lymphosarcoma  and 
its  close  relative,  chronic  lymphatic  leu- 
kemia. The  same  holds  true  for  giant 
follicular  lymphoblastoma.  Mycosis  fun- 
goides  has  been  sucessfully  treated  with 
mechlorethamine.3  4 However,  remissions 
tend  to  be  very  brief,  usually  less  than 
three  months.  Repeat  courses  may  be  as 
successful  as  the  first,  but  eventually  resis- 
tance develops. 

Mechlorethamine  has  been  used  exten- 
sively in  lung  carcinoma.  Although  sub- 
jective relief  has  been  reported  in  a number 
of  patients,  almost  all  patients  who  have 
objective  response  have  the  small-cell 
anaplastic  (oat  cell)  variety  of  lung  can- 
cer.66 About  50  per  cent  of  these  patients 
with  oat  cell  carcinoma  have  objective 
regression  of  the  tumor,  and  90  per  cent 
are  subjectively  improved.  However,  dur- 
ation of  remissions  are  very  short,  averaging 
two  to  six  weeks.  Second  remissions  may 
occur  after  a repeat  course,  but  oat  cell 
i|  carcinoma  is  such  a lethal  disease  that 
almost  all  patients  are  dead  within  a year 
of  diagnosis  despite  chemotherapy  and 
radiotherapy. 

Wolf,  Yesner,  and  Patno7  treated  296 
bronchogenic  carcinoma  patients  with  0.4 
mg.  per  kilogram  of  mechlorethamine. 
A second  course  was  given  six  weeks  later. 
The  survival  rate  was  no  better  than  in  327 
control  patients.  Studies  of  intravenous 
mechlorethamine  as  an  adjuvant  at  the 
time  of  pulmonary  resection  for  broncho- 
genic carcinoma  in  over  500  patients 
showed  this  agent  to  be  ineffective  in 
improving  survival.8  Thus,  it  can  be  seen 
that  mechlorethamine  has  a small  but 
definite  role  to  play  in  the  palliation  of 
bronchogenic  carcinoma. 

Mechlorethamine  is  considered  a stan- 
dard form  of  treatment  for  recurrent  malig- 
nant effusions.  It  is  conventionally  given 
directly  into  the  pleural,  peritoneal,  or 
pericardial  cavity  after  removal  of  most  or 
all  of  the  effusion.  However,  the  role  of 
intracavitary  mechlorethamine  in  malig- 
nant effusions  is  based  on  uncontrolled 
studies  and  clinical  impressions.  The  best 
results  have  been  reported  by  Weisberger, 
Levine,  and  Storaasli.9  Fifty -six  of  88 
patients  were  improved,  and  17  of  the  32 


nonresponders  were  preterminal.  Of  the 
56  patients  improved,  43  had  no  reaccumu- 
lation of  fluid  and  13  had  a significant 
decrease  in  the  rate  of  accumulation. 
Weisberger,  Levine,  and  Storaasli9  found 
failures  to  be  more  common  in  those 
patients  with  chylous  effusions.  They  also 
found  poor  results  in  patients  with  pleural 
effusions  of  low  specific  gravity.  This  was 
attributed  to  the  fact  that  pathogenesis  of 
such  effusions  was  usually  mediastinal 
compression.  Large  mediastinal  masses 
such  as  these  would  not  be  expected  to 
respond  to  intracavitary  therapy  which 
bathes  the  surface  of  the  tumor. 

It  has  been  noted  that  in  some  patients 
intrapleural  mechlorethamine  has  caused 
adhesive  pleuritis.  For  this  reason  most 
clinicians  have  shied  away  from  using 
intraperitoneal  mechlorethamine.  It  is 
feared  that  adhesive  peritonitis  might 
lead  to  intestinal  obstruction.  Before  the 
degree  of  usefulness  of  intracavitary  me- 
chlorethamine can  be  determined,  a con- 
trolled study  should  be  carried  out.  Despite 
these  reservations,  at  present  intrapleural 
mechlorethamine  seems  to  be  occasionally 
useful  in  the  palliation  of  malignant  pleural 
effusions. 

Mechlorethamine  is  supplied  in  the  form 
of  a sterile  dry  powder,  10  mg.  of  the  agent 
in  an  ampule.  For  intravenous  adminis- 
tration it  is  dissolved  in  10  cc.  of  sterile 
water.  The  required  amount  of  solution 
is  injected  into  the  rubber  tubing  of  a 
rapidly  flowing  intravenous  infusion. 
Great  care  is  taken  to  prevent  any  of  the 
solution  from  infiltrating  into  the  tissues 
of  the  patient.  The  package  insert  also 
cautions  against  spilling  any  of  the  solution 
on  the  skin  because  of  its  vesicant  action. 
However,  Goodman  and  Gilman10  state 
that  the  solution,  10  mg.  per  10  cc.,  is  not 
concentrated  enough  to  cause  skin  damage. 
These  authors  do  caution  against  getting 
any  of  the  solution  onto  the  cornea  where 
it  may  cause  serious  damage. 

The  standard  dose  of  mechlorethamine 
is  0.4  mg.,  usually  given  as  0.1  mg.  per 
kilogram  per  day  for  four  days.  This  dose 
is  lowered  in  patients  whose  marrow  might 
be  more  sensitive  to  alkylating  agents 
(see  discussion  in  section  on  chlorambucil). 
Occasionally  higher  dosages  have  been  used 
in  patients  with  lung  cancer.  The  main 
reason  for  dividing  the  dosage  into  four 
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daily  injections  has  been  tradition.  There 
seems  to  be  little  rationale  for  this,  and 
we  have  been  giving  0.4  mg.  per  kilogram 
in  a single  injection.  There  is  no  more 
nausea  and  vomiting  with  this  dose,  and 
the  patient  has  these  side-effects  on  only 
one  day  instead  of  four.  Premedication 
to  minimize  nausea  and  vomiting  is  im- 
portant and  will  be  discussed  subsequently. 

There  are  several  variations  on  the  tech- 
nic for  intracavitary  injection  of  me- 
chlorethamine.  Weisberger,  Levine,  and 
Storaasli9  should  be  consulted.  Other  in- 
vestigators have  used  variations  on  this 
technic.11-13  No  matter  what  technic  is 
used,  once  the  agent  is  instilled  efforts 
should  be  made  to  insure  contact  of  the 
drug  with  all  surfaces  of  the  affected  cavity. 
The  position  of  the  patient  should  be 
changed  frequently  in  the  first  fifteen 
minutes  after  injection.  A tilt  table  will 
be  of  aid  in  this  aim. 

Systemic  toxicity  of  mechlorethamine 
lies  in  two  areas:  the  nausea  and  vomiting 
which  occur  within  the  first  day  and  the 
bone  marrow  toxicity  which  is  delayed  for 
more  than  a week.  Nausea  and  vomiting 
occur  in  approximately  90  per  cent  of 
patients.  They  occur  within  one  to  three 
hours  of  the  injection,  and  severe  symptoms 
usually  last  two  to  four  hours.  However, 
some  degree  of  nausea  may  last  for  twenty- 
four  hours.  The  vomiting  may  be  very 
severe.  Most  physicians  use  some  form 
of  premedication  in  an  attempt  to  prevent 
or  lessen  the  nausea  and  vomiting.  Heavy 
sedation  with  a barbiturate  or  phenothi- 
azine  usually  gives  partial  protection. 

Bone  marrow  depression,  although  less 
frequent  than  the  immediate  gastrointes- 
tinal disturbance,  is  a more  formidable 
problem.  The  classic  article  on  this  aspect 
of  mechlorethamine  toxicity  appeared  in 
1946. 14  Little  has  been  added  since  that 
time.  The  article  by  Dameshek2  is  es- 
pecially recommended.  It  should  be  noted 
that  dangerous  bone  marrow  depression  is 
uncommon  with  mechlorethamine  if  proper 
safeguards  are  taken.  Death  due  to  this 
drug  should  occur  in  less  than  1 per  cent 
of  courses.  Thrombocytopenia  is  less 
common  than  leukopenia. 

The  local  toxicity  of  mechlorethamine 
cannot  be  neglected.  Extravasation  of 
the  solution  into  subcutaneous  tissues 
results  in  a painful  inflammation.  Slough- 


ing may  occur.  Thrombosis  and  thrombo- 
phlebitis rarely  occur  in  the  vein  in  which 
the  drug  is  injected.  For  this  reason, 
care  must  be  taken  in  patients  with  ele- 
vated arm  vein  pressure  due  to  the  superior 
mediastinal  syndrome. 

Chlorambucil 

Chlorambucil  (Leukeran)  is  known  chem- 
ically as  p-(di-2-chloroethyl)  amino- 
phenylbutyric  acid.  It  is  available  in 
2-mg.  tablets.  This  agent  has  been  used 
extensively  in  the  lymphomas  and  is  con- 
sidered the  drug  of  choice  in  chronic 
lymphocytic  leukemia.  More  recently  it 
has  been  found  so  useful  in  ovarian  car- 
cinoma that  it  may  replace  triethylene- 
thiophosphoramide  as  the  alkylating  agent 
of  choice. 

Chlorambucil  has  become  one  of  the 
most  useful  of  the  alkylating  agents  because 
of  its  relative  safety,  wide  spectrum  of  use- 
fulness, and,  above  all,  because  it  is  admin- 
istered orally.  Its  reliability  of  absorption 
is  so  great  that  it  has  almost  completely 
replaced  the  erratic  triethylene  melamine. 
The  onset  of  action  of  chlorambucil  is  quite 
slow  compared  with  mechlorethamine, 
cyclophosphamide,  and  triethylenethio- 
phosphoramide.  This  property,  a dis- 
advantage in  the  sicker  patient,  makes 
chlorambucil  a safer  drug  to  administer. 
Lethal  toxicity  is  almost  unheard  of  with 
chlorambucil,  and  it  is  probably  the  easiest 
of  the  alkylating  agents  to  administer. 
The  relative  safety  of  chlorambucil  should 
not  lead  to  overconfidence,  since  the  poten- 
tial for  complete  marrow  suppression  is 
present.  Carelessness  in  its  administration 
can  lead  to  death. 

The  main  usefulness  of  chlorambucil 
has  been  in  chronic  lymphocytic  leukemia. 
In  this  disease  an  elevated  white  count 
per  se,  even  to  levels  of  200,000  per  cubic  j 
millimeter,  is  not  an  indication  for  therapy. 
Lymphadenopathy  or  splenomegaly  do  not 
require  treatment  unless  these  enlarged 
organs  produce  symptoms  by  local  pres- 
sure effects.  When  enlarged  nodes  or 
spleen  cause  symptoms,  local  radiotherapy 
is  usually  the  treatment  of  choice.  In 
chronic  lymphocytic  leukemia,  anemia  due 
to  hemolysis  is  best  treated  by  steroids 
and  will  rarely  respond  to  alkylating  agents. 
When  anemia  is  not  due  to  hemolysis,  its 
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response  to  chlorambucil  is  quite  variable 
with  about  half  the  cases  having  significant 
hemoglobin  rise.16-18  Thrombocytopenia 
in  chronic  lymphocytic  leukemia  is,  more 
often  than  not,  unresponsive  to  chloram- 
bucil therapy.  Objective  improvement  oc- 
curs in  over  two  thirds  of  the  cases  but  is 
usually  not  complete  or  dramatic.16-18 
It  often  comes  down  to  the  fact  that  the 
reason  for  institution  of  chlorambucil 
therapy  is  that  the  patient  does  not  feel 
well.  Weakness  and  fatigue,  symptoms 
difficult  to  evaluate,  are  usually  improved, 
often  dramatically  within  several  weeks  of 
institution  of  chlorambucil. 

From  the  fact  that  chlorambucil  is  the 
alkylating  agent  of  choice  in  chronic 
lymphocytic  leukemia,  it  can  be  assumed 
that  it  should  be  a useful  drug  in  lympho- 
sarcoma. Radiotherapy  to  local  tumor 
deposits  is  more  often  indicated  in  lympho- 
sarcoma than  in  chronic  lymphocytic 
leukemia.  Anemia  and  systemic  symp- 
toms are  the  common  indicators  for  chlor- 
ambucil therapy  in  lymphosarcoma. 
Without  maintenance  therapy,  remissions 
probably  average  four  to  six  months.  As 
in  chronic  lymphocytic  leukemia,  lymph- 
adenopathy  and  splenomegaly  often  re- 
spond significantly.  Improvement  of  ane- 
mia is  less  common.  Objective  improve- 
ment occurs  in  approximately  two  thirds 
of  the  cases  but  is  not  always  accompanied 
by  subjective  benefit. 

Reticulum  cell  sarcoma  responds  to 
chlorambucil  in  a fairly  high  proportion  of 
cases,  but  the  benefit  is  so  short-lived  that 
it  is  rarely  of  much  help.  It  is  probable 
that  cyclophosphamide  is  a more  useful 
drug  in  this  disease.  There  is  a recent 
tendency  to  use  chlorambucil  more  fre- 
quently in  Hodgkin’s  disease,  especially 
when  a rapid  response  is  not  necessary. 
Its  advantage  is  its  ease  of  administration 
without  hospitalization. 

One  of  the  most  important  uses  of  chlor- 
ambucil is  in  the  treatment  of  ovarian 
carcinoma.  Only  a small  percentage  of 
patients  with  ovarian  cancer  are  cured  by 
surgery.  Radiotherapy  is  useful  mainly 
in  disease  confined  to  the  pelvis,  although 
there  have  been  some  good  results  with 
“strip”  radiotherapy  to  the  whole  abdomen. 
Triethylenethiophosphoramide  has  been 
used  most  widely  with  objective  remission 
in  about  50  per  cent  of  the  cases.  How- 


ever, the  published  studies19-22  and  per- 
sonal experience  indicate  that  chlorambucil 
is  just  as  effective.  It  is  a safer  agent 
because  of  the  more  gradual  onset  of  tox- 
icity, and  its  oral  administration  is  pre- 
ferred by  the  patients. 

As  most  reports  indicate,  it  is  preferable 
to  maintain  patients  on  enough  chloram- 
bucil to  keep  the  white  blood  count  below 
4,000.  No  statistical  evidence  is  available 
to  show  that  this  is  preferable  to  repeating 
short  courses  of  chlorambucil  at  each 
relapse. 

A further  use  of  chlorambucil  is  in 
Waldenstrom’s  macroglobulinemia.  The 
Mayo  Clinic  has  reported  4 patients  treated 
with  long-term  chlorambucil  therapy.23 
Three  patients  had  complete  and  sustained 
remission,  while  a fourth  patient  had  an 
objective  and  subjective  remission.  The 
initial  dose  was  12  mg.  daily  with  the 
maintenance  dose  varying  from  2 to  8 mg. 
daily.  A later  report  from  this  clinic  in- 
cludes 9 patients,  all  of  whom  responded.24 
Chlorambucil  has  also  been  used  in  the 
treatment  of  breast  carcinoma.  Remis- 
sions occur  in  a small  percentage  of  cases. 

Chlorambucil  is  supplied  in  2-mg.  tablets. 
It  is  taken  orally,  the  total  daily  dose  being 
given  at  one  time.  The  dosage  varies 
with  the  condition  being  treated  and  the 
state  of  the  patient’s  bone  marrow.  As 
with  all  alkylating  agents  and  almost  all 
anticancer  agents,  dosage  should  be  lower 
in  patients  who  have  had  extensive  or 
recent  radiotherapy  or  recent  previous 
cancer  chemotherapy. 

Patients  with  chronic  lymphatic  leu- 
kemia or  lymphosarcoma  are  more  sensitive 
to  chlorambucil  and  are  more  subject  to  its 
bone  marrow  toxicity.1617  An  initial  dose 
as  high  as  0.2  mg.  per  kilogram  can  be  given 
safely  to  these  patients  if  they  are  watched 
closely.  At  this  dosage  the  patient  should 
have  two  blood  counts  per  week  until  the 
dose  is  lowered.  If  the  patient’s  condition 
is  such  that  rapid  improvement  is  not 
necessary,  it  is  probably  better  to  start 
with  a dose  of  0.1  to  0.15  mg.  per  kilogram. 
Quantitative  platelet  counts  are  often 
necessary  also,  because  many  patients  with 
these  diseases  have  low  platelet  counts. 

The  question  of  maintenance  therapy 
with  chlorambucil  in  chronic  lymphatic 
leukemia  and  lymphosarcoma  is  far  from 
settled.  Maintenance  dosage,  if  used , 
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varies  from  as  little  as  4 mg.  per  week  to 
6 mg.  per  day.  Lower  dosages  prevail. 
In  ovarian  carcinoma  and  in  the  Hodgkin’s 
disease  patient  with  good  marrow  function, 
the  starting  dose  should  be  0.2  mg.  per 
kilogram  per  day.  This  initial  dose  of 
0.2  mg.  per  kilogram  per  day  should  be 
lowered  as  the  white  blood  count  or  platelet 
count  falls  significantly.  The  rate  of  fall 
is  important  as  well  as  the  absolute  level 
of  white  blood  count  or  platelet  count. 

The  major  toxicity  of  chlorambucil  is 
bone  marrow  depression.  Granulocytes, 
platelets,  and  red  cells  all  have  been  af- 
fected. Irreversible  marrow  toxicity  is 
rare  if  proper  precautions  are  followed. 
The  granulocyte  count  is  usually  depressed 
by  therapeutic  courses  of  chlorambucil. 
This  depression  of  granulocyte  count  is 
usually  rapidly  reversible.  However, 
death  from  infection  can  occur  during  the 
course  of  this  white  count  depression. 
Platelet  count  depression  has  been  less 
troublesome  than  neutropenia.  Certain 
situations  predispose  to  marrow  toxicity. 
Gal  ton  et  al. 25  discuss  this  problem  in  some 
detail.  They  concluded  that  the  following 
circumstances  made  the  marrow  more  vul- 
nerable to  chlorambucil:  (1)  Chloram- 

bucil is  given  shortly  after  radiotherapy  or 
cytotoxic  drugs  have  been  administered; 
(2)  the  marrow  is  infiltrated  with  lympho- 
matous  tissue.  This  would  explain  the 
greater  sensitivity  of  patients  with  chronic 
lymphatic  leukemia;  and  (3)  the  marrow  is 
hypoplastic  as  a result  of  long-standing 
and  usually  extensively  treated  disease. 

Toxicity  other  than  marrow  depression 
presents  little  problem.  A few  patients 
will  have  nausea  or  epigastric  burning. 
Vomiting  is  rare.  Liver  damage  has  been 
suggested  to  be  a rare  form  of  toxicity.26  27 

Busulfan 

Of  all  the  alkylating  agents,  busulfan  is 
the  one  whose  use  and  indications  are 
best  defined.  There  is  only  one  condition 
in  which  it  is  useful,  chronic  granulocytic 
leukemia,  and  for  this  disease  it  is  the  best 
drug  available.  Busulfan  (Myleran)  is 
chemically  known  as  1,4-dimethanesul- 
fonoxybutane  and  is  available  in  2-mg. 
scored  tablets.  It  is  very  insoluble  in  cold 
water,  making  it  impractical  to  prepare  a 
parenteral  form. 


At  present  busulfan  and  radiotherapy 
have  approximately  equal  status  as  the 
method  of  choice  in  the  treatment  of 
chronic  granulocytic  leukemia.  Refracto- 
riness to  busulfan  is  uncommon  in  this 
disease  and  often,  but  not  always,  heralds 
the  onset  of  acute  blastic  crisis.  This 
complication,  which  is  the  usual  terminal 
event  in  the  disease,  is  relatively  refractory 
to  all  methods  of  therapy.  While  there 
may  be  strong  advocates  of  either  mode  of 
therapy,  there  is  no  great  advantage  of 
splenic  radiotherapy  over  busulfan  or  vice 
versa.  The  choice  is  generally  made  by 
what  is  most  convenient  for  the  patient  and 
doctor.  The  danger  of  severe  marrow 
depression  is  less  with  radiotherapy,  but  in 
experienced  hands  this  danger  is  minimal 
with  busulfan.  Radiotherapy  has  the  dis- 
advantage of  being  expensive. 

While  busulfan  is  clearly  the  drug  of 
choice  for  chronic  granulocytic  leukemia, 
other  drugs  have  been  used  and  may  occa- 
sionally replace  busulfan.  Rundles  et  al.2*  B 
compared  busulfan  with  chlorambucil  dur- 
ing a twelve- week  period.  They  found 
busulfan  gave  a good  response  in  21  of  21 
patients,  but  chlorambucil  gave  such  a re- 
sponse in  only  12  of  21  patients.  However, 
they  did  feel  that  higher  doses  of  chlor- 
ambucil than  the  12  mg.  a day  used  might 
have  produced  better  results. 

Another  drug  that  has  been  compared 
with  busulfan  in  treatment  of  chronic  | 
granulocytic  leukemia  is  6-mercaptopurine. 
The  concensus  has  been  that  the  two  drugs 
are  approximately  equal  in  effectiveness 
but  that  the  disease  tends  to  fluctuate  less 
with  busulfan  therapy. 

The  starting  dose  of  busulfan  is  6 mg. 
daily.  If  the  platelet  count  is  low,  the 
white  blood  count  under  50,000,  or  the 
patient  weighs  less  than  120  pounds,  a 
starting  dose  of  4 mg.  daily  might  be  safer. 
Almost  all  patients  will  achieve  desired 
white  blood  counts  on  this  dosage  within 
three  months.  White  blood  counts,  plate- 
let estimations  (examination  of  stained 
smears  will  suffice  as  long  as  normal  or 
excess  platelets  are  present),  and  hemo- 
globin determinations  should  be  done 
weekly.  If  the  response  is  not  unusually 
rapid  within  the  first  three  weeks,  this 
interval  can  be  increased  to  every  two 
weeks  until  the  white  blood  count  reaches 
25,000.  When  the  white  blood  count 
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reaches  approximately  15,000,  the  dosage 
should  be  lowered  to  4 mg.  daily,  and  when 
the  white  blood  count  falls  below  10,000, 
the  dosage  should  be  lowered  to  2 mg. 
daily.  When  the  white  blood  count 
reaches  5,000  to  7,000,  the  drug  should  be 
stopped.  It  is  considered  desirable  to 
lower  the  white  blood  count  below  10,000, 
because  remissions  are  more  prolonged 
when  this  is  done.  If  maintenance  therapy 
is  considered  desirable,  2 mg.  per  day 
should  be  started  as  soon  as  the  white  blood 
count  rises  over  10,000.  This  dosage 
should  be  adjusted  to  maintain  normal 
white  blood  counts  and  may  be  as  little 
as  2 mg.  per  week  or  as  much  as  4 mg.  per 
day.  Once  the  dosage  is  regulated,  blood 
counts  may  be  done  every  two  to  four 
weeks.  Those  who  do  not  use  maintenance 
therapy  reinstitute  busulfan  in  the  4-  to 
6-mg.  daily  dosage  when  the  white  count 
rises  to  25,000  to  50,000  or  when  symptoms 
recur  at  a lower  white  blood  count. 

The  response  to  busulfan  starts  within 
one  to  two  weeks.  The  initial  response 
is  subjective  improvement,  such  as  im- 
proved appetite,  sense  of  well-being,  disap- 
pearance of  night  sweats,  and  improved 
strength.  This  occurs  regularly  in  almost 
every  case,  so  that  there  is  no  question  of 
its  being  a placebo  effect.  Coincidentally 
with  this  subjective  improvement,  there 
is  a decrease  in  the  number  of  immature 
white  cells  in  the  peripheral  blood  and 
initial  drop  in  the  total  white  blood  count. 

Toxicity  of  busulfan  is  usually  minimal. 
The  most  prominent  is  bone  marrow  de- 
pression, but  several  other  interesting  and 
bizarre  forms  of  toxicity  have  occurred. 
Kyle  et  al .29  have  reviewed  the  toxicity  of 
busulfan  in  great  detail.  They  list  the 
following  types  of  toxic  reactions:  amenor- 
rhea, skin  hyperpigmentation,  gastroin- 
testinal reactions,  hyperuricemia,  testicu- 
lar atrophy,  gynecomastia,  and  interstitial 
pulmonary  fibrosis.  In  addition,  these 
authors  describe  a syndrome  resembling 
adrenal  insufficiency  which  occurred  in  4 
patients  after  protracted  therapy  (one  to 
five  years,  total  dose  820  to  5,710  mg.). 
This  syndrome  occurred  in  3 patients  while 
in  remission  and  in  1 other  patient  just 
prior  to  appearance  of  a blastic  crisis.  It 
was  characterized  by  hyperpigmentation 
of  the  skin,  severe  weakness,  fatigue, 
anorexia,  and  weight  loss. 


Laboratory  tests  excluded  adrenal  insuffi- 
ciency. 

The  bone  marrow  toxicity  is  a natural 
outgrowth  of  busulfan’s  suppressive  effect 
on  the  production  of  granulocytes  and 
platelets.  Agranulocytosis  is  an  ever-pres- 
ent danger  but  should  rarely  occur. 
Thrombocytopenia  due  to  busulfan  or 
occurring  in  the  course  of  untreated  chronic 
granulocytic  leukemia  can  be  a serious 
matter.  Severe  thrombocytopenia  is  not 
always  necessary  for  the  development  of 
hemorrhagic  complications.  One  patient 
with  116,000  platelets  per  cubic  millimeter 
had  purpura,  and  a cerebral  hemorrhage 
occurred  in  a patient  with  109,000  platelets 
per  cubic  millimeter.  This  implied  a 
qualitative  platelet  defect. 

Nausea  is  mild  and  uncommon;  hyper- 
pigmentation of  the  skin  after  prolonged 
therapy  has  been  reported  in  small  numbers 
of  patients.29  Amenorrhea  occurs  in  most 
menstruating  women  on  busulfan.  This 
is  often  accompanied  by  flushes  and  other 
menopausal  symptoms.  Mild  gynecomas- 
tia in  men  has  occurred  occasionally. 
One  group30  has  reported  2 patients  who 
developed  pulmonary  fibrosis  while  on 
busulfan  for  treatment  of  chronic  granulo- 
cytic leukemia.  Others  have  confirmed 
this.  It  has  been  suggested  that  busulfan 
is  a potential  carcinogen  in  humans.  This 
is  based  on  the  fact  that  several  patients 
developed  atypical  large  cells  in  many 
tissues  while  on  long-term  busulfan  ther- 
apy.31-32 One  of  these  patients  died  of 
breast  cancer. 

Triethylenethiophosphoramide 

Triethylenethiophosphoramide(thiotepa) 
is  chemically  known  as  tris  (1-aziridinyl) 
phosphine  sulfide.  Triethylenethiophos- 
phoramide is  a very  useful  agent  in  several 
conditions.  However,  its  widest  use  has 
been  for  many  solid  tumors  where  there  is 
little  rationale  for  this  application.  Its 
ease  of  administration  and  relative  safety 
have  led  to  this  overuse.  The  main  useful- 
ness of  triethylenethiophosphoramide  is 
against  ovarian  carcinoma.33'36  Remis- 
sion rates  of  over  60  per  cent  have  been 
reported,  some  of  these  remissions  lasting 
from  many  months  to  years.  The  median 
duration  of  remission  seems  to  be  six  to 
twelve  months.  Objective  criteria  include 
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disappearance  or  marked  diminution  in  the 
size  of  tumor  masses  and  prevention  of 
recurrent  pleural  or  peritoneal  effusions. 
When  tumor  masses  without  effusion  are 
present,  intravenous  therapy  is  best. 
Some  authors  recommend  intracavitary 
administration  when  effusions  are  the 
problem.  However,  there  is  no  evidence 
that  this  route  is  any  more  effective  than 
the  usual  intravenous  method. 

The  only  serious  rival  to  triethylene- 
thiophosphoramide  in  ovarian  carcinoma 
has  been  chlorambucil,  although  cyclo- 
phosphamide or  melphalan  may  be  equally 
useful  (see  the  section  on  cyclophospham- 
ide). As  has  been  discussed  in  the 
section  on  this  drug,  chlorambucil  has  the 
advantage  of  oral  administration.  Tri- 
ethylenethiophosphoramide  is  effective 
against  all  forms  of  ovarian  carcinoma. 
However,  there  is  some  evidence  that  the 
papillary  cystadenocarcinomas  and  highly 
anaplastic  carcinomas  are  more  likely  to 
respond.34 

The  place  of  triethylenethiophosphor- 
amide  in  the  treatment  of  breast  cancer  is 
even  more  controversial.  Despite  several 
very  favorable  reports,37  -39  most  authors 
would  favor  using  triethylenethiophosphor- 
amide  only  after  hormonal  therapy  had 
failed.  In  favorable  patients,  adrenalec- 
tomy or  hypophysectomy  would  also  be 
preferred  first.  Despite  Bateman’s37  re- 
port that  two  thirds  of  her  patients  had 
objective  remissions,  the  well-controlled 
studies  of  Sears,40  Moore,41  and  Zubrod 
et  al.,  42  which  report  remission  rates  of 
10  to  36  per  cent,  are  closer  to  the  generally 
accepted  estimate  of  effectiveness  of  alky- 
lating agents  in  breast  carcinoma. 

Despite  the  general  acceptance  of  the 
fact  that  triethylenethiophosphoramide  will 
give  a low  incidence  of  remissions  in  breast 
carcinoma,  occasional  spectacular  and  long- 
lasting  remissions  may  make  this  the  drug 
of  choice  in  cases  no  longer  responding  to 
hormones  or  surgical  endocrine  ablation. 

There  are  several  other  promising  but 
still  experimental  areas  for  treatment  with 
triethylenethiophosphoramide.  One  of 
these  is  its  local  instillation  into  the  urinary 
bladder  in  bladder  carcinoma.  43  44  There 
is  no  doubt  that  objective  remission  and 
even  complete  disappearance  of  bladder 
carcinoma  can  occur  with  this  agent. 
Superficial  tumors  respond  best,  especially 


when  they  are  less  than  0.5  cm.  in  size.44 
Jones  and  Swinney44  estimated  that  ap- 
proximately one  third  of  the  medication 
instilled  into  the  bladder  was  absorbed 
systemically.  These  authors  reported  ex- 
cellent responses  in  8 of  13  patients  with 
partial  response  in  3 more.  Two  of  the 
patients  with  excellent  responses  needed 
second  courses  for  recurrence.  At  present, 
this  use  of  triethylenethiophosphoramide 
had  best  be  reserved  for  the  urologist  as  an 
adjunct  to,  rather  than  as  a replacement 
for,  surgical  treatment. 

Triethylenethiophosphoramide,  although 
showing  antitumor  effect  in  Hodgkin’s 
disease,  chronic  lymphatic  leukemia,  lym- 
phosarcoma, and  chronic  myelogenous  leu- 
kemia, has  not  been  used  extensively  in 
these  conditions.  The  use  of  systemic 
triethylenethiophosphoramide  at  the  time 
of  surgery  and  for  several  days  thereafter 
to  prevent  recurrence  of  carcinoma  is  still 
being  investigated.45  46  This  technic  has 
not  proved  useful  in  lung,  gastric,  or  colon 
and  rectum  carcinoma.  However,  in 
breast  carcinoma  there  has  been  a statis- 
tically significant  decrease  in  recurrences 
in  patients  treated  as  compared  with  a 
control  group.46  Two  dose  regimens  were 
used.  The  high-dose  regimen  used  in  58 
patients  gave  better  results  in  prevention 
of  recurrence  but  gave  an  increased  inci- 
dence of  postoperative  complications. 
This  regimen  involved  giving  0.2  mg.  per 
kilogram  of  the  agent  intravenously  on  the 
day  of  surgery  and  on  each  of  the  three 
succeeding  days  for  a total  of  0.8  mg.  per 
kilogram.  The  low-dose  regimen  is  iden- 
tical except  that  no  medication  is  given  on 
the  third  postoperative  day,  thus  a total 
dose  of  0.6  mg.  per  kilogram.  This  latter 
regimen  when  used  in  329  patients  gave 
better  results  than  the  control  group. 
At  twenty-one  months  there  was  a 14  per 
cent  recurrence  in  the  treated  group  and  a 
20  per  cent  recurrence  in  the  control 
group. 45  This  latter  regimen  gave  no 
higher  incidence  of  postoperative  com- 
plications than  in  the  control  group.  How- 
ever, additional  studies  will  have  to  be 
carried  out  before  this  becomes  a standard 
procedure. 

For  systemic  therapy,  triethylenethio- 
phosphoramide is  usually  given  intra- 
venously. When  used  intravenously  the 
powder  is  dissolved  in  1.5  to  5 cc.  of  sterile 
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saline  or  sterile  water  and  given  directly 
into  the  vein.  Accidental  infiltration  is 
no  problem  because  the  solution  is  not 
irritating  to  tissues.  Ten  to  15  mg.  per 
day  for  five  days  are  recommended  as  a 
loading  dose  if  the  patient  has  not  had 
recent  chemotherapy  or  extensive  radio- 
therapy. After  the  initial  loading  dose  it 
is  best  to  wait  one  to  two  weeks  to  see 
what  changes  take  place  in  the  white 
blood  and  platelet  counts.  Then  a weekly 
maintenance  dose  is  given.  Fifteen  mg. 
per  week  are  usual  unless  the  white  count 
is  below  5,000  or  the  platelet  count  is  below 
200,000.  In  this  case  5 to  10  mg.  are 
given.  No  medication  is  given  if  the  white 
blood  count  is  below  2,500  to  3,000  or  the 
platelet  count  is  below  100,000.  Early  in 
the  course  of  therapy  the  white  count  is 
usually  the  limiting  factor  in  dosage,  but 
after  prolonged  administration  the  platelet 
count  becomes  more  important. 

Although  remissions  can  occur  in  ovarian 
carcinoma  without  marked  lowering  of  the 
white  blood  count  or  platelet  count,  it  is  my 
personal  prejudice  to  keep  the  white  count 
between  2,500  and  3,500  with  sufficient 
maintenance  dosage.  There  is  no  statis- 
tical proof  that  this  prolongs  remission. 
However,  I am  unaware  of  any  studies  in 
this  area. 

As  is  apparent  from  the  previous  discus- 
sion, the  main  toxicity  of  triethylene- 
thiophosphoramide  is  on  the  bone  marrow. 
The  white  blood  count  and  platelet  count 
are  the  most  sensitive,  but  with  prolonged 
dosage  moderate  red  cell  depression  is  not 
uncommon.  Recovery  of  the  marrow  tox- 
icity is  usually  noted  within  thirty  days. 
However,  prolonged  leukopenia  or  throm- 
bocytopenia is  not  rare.  Other  toxicity 
is  minimal.  Nausea,  vomiting,  headache, 
and  anorexia  occasionally  occur  but  are 
not  severe.  When  they  do  occur  they 
rarely  last  for  more  than  twenty-four  hours 
after  the  last  injection. 

Cyclophosphamide 

Cyclophosphamide  (Cytoxan)  has  the 
chemical  name  N,N-bis  (/3-chloroethyl)-N', 
o-propylenephosphoric  acid  ester  diamide 
monohydrate.  It  was  synthesized  in  1957 
and  is  available  both  as  50-mg.  oral  tablets 
and  in  an  injectable  form. 

At  present  it  would  seem  that  cyclo- 


phosphamide is  useful  in  almost  any  con- 
dition where  an  alkylating  agent  is  useful 
except  perhaps  chronic  granulocytic  leu- 
kemia. It  appears  to  be  the  alkylating 
agent  of  choice  in  acute  leukemia,  retic- 
ulum cell  sarcoma,  and  the  malignant 
tumors  of  early  childhood.  One  recently 
published  report  describing  170  well-studied 
patients  with  multiple  myeloma  shows  that 
cyclophosphamide  is  an  excellent  agent 
in  this  condition.47  Cyclophosphamide 
is  unique  among  alkylating  agents  in  its 
ability  to  produce  remissions  in  childhood 
leukemia  in  a significant  number  of  pa- 
tients. Remissions  occur  in  about  15  per 
cent  of  children  and  last  about  three 
months.  From  the  foregoing  it  is  apparent 
that  cyclophosphamide  is  less  useful  than 
methotrexate,  6-mercaptopurine,  steroids, 
or  vincristine  as  the  sole  agent  in  the  treat- 
ment of  childhood  acute  leukemia.  How- 
ever, its  usefulness  as  a component  of  alter- 
nating or  combined  regimens  is  being  in- 
vestigated. 

The  medical  literature  pertaining  to  the 
role  of  cyclophosphamide  in  Hodgkin’s 
disease  is  extremely  confusing.  However, 
it  would  appear  to  be  as  effective  as  mech- 
lorethamine. 

Until  recently  melphalan  was  considered 
the  drug  of  choice  in  multiple  myeloma 
despite  occasional  reports  of  good  results 
with  cyclophosphamide.  In  September, 
1964,  a report  from  the  Midwest  Coopera- 
tive Chemotherapy  Group  appeared.47 
This  was  an  analysis  of  165  patients  treated 
for  at  least  two  months  with  a daily  oral 
dose  of  cyclophosphamide.  The  most  im- 
pressive statistic  from  the  study  was  the 
median  survival  of  thirty-two  months 
from  onset  of  therapy  as  compared  with 
a group  of  70  patients  who  received  ure- 
thane for  at  least  two  months.  This  latter 
group  had  a median  survival  of  thirteen 
and  a half  months  from  onset  of  therapy. 
The  objective  changes  noted  in  the  patients 
receiving  cyclophosphamide  were  “im- 
provement in  peripheral  blood  values”  in 
35  per  cent  and  significant  improvement 
in  abnormal  electrophoretic  patterns  in 
24  per  cent.  Only  3 patients  had  improve- 
ment in  bone  x-rays.  These  objective 
changes  are  less  impressive  than  those  with 
melphalan.  However,  toxicity  due  to  the 
drug  was  far  less  than  with  melphalan, 
the  dose  was  easier  to  regulate,  and  the 
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subjective  benefit  and  performance  status 
improvement  were  of  the  same  order  with 
the  two  drugs.  The  significant  prolonga- 
tion in  survival  was  most  impressive.  A 
large  controlled  study  must  be  done  to 
decide  which  of  these  two  agents  is  the 
drug  of  choice  for  myeloma. 

Several  investigators  who  have  treated 
reticulum  cell  sarcoma  with  cyclophospham- 
ide agree  that  it  seems  to  give  results 
superior  to  any  other  alkylating  agent.48-50 

Cyclophosphamide  is  supplied  as  50-mg. 
oral  tablets  and  as  a powder,  100  or  200 
mg.  to  an  ampule.  The  powder  is  dis- 
solved in  sterile  water  to  make  20  mg.  per 
cubic  centimeter  and  administered  directly 
intravenously.  The  solution  is  stable  for 
three  hours  after  preparation.  It  also 
may  be  given  intramuscularly,  intrapleu- 
rally,  or  intraperitoneally,  because  the 
solution  is  not  irritating  to  tissues.  There 
is  no  general  agreement  as  to  the  correct 
dose  regimen  for  cyclophosphamide.  For 
multiple  myeloma,  2 to  3 mg.  per  kilogram 
daily  by  mouth  has  been  suggested.  For 
reticulum  cell  sarcoma  and  acute  leu- 
kemia, initial  therapy  is  usually  intrave- 
nous. The  original  literature  should  be 
consulted  before  using  this  method. 

As  with  the  other  alkylating  agents, 
the  major  toxicity  of  cyclophosphamide 
is  on  the  bone  marrow.  However,  alo- 
pecia and  bladder  irritation  are  toxic 
effects  of  cyclophosphamide  not  found  with 
the  other  alkylating  agents.  An  excellent 
discussion  of  the  marrow  toxicity  of  cyclo- 
phosphamide has  been  given  by  Pegg.61 
He  confirms  the  greater  effect  of  this 
drug  on  the  peripheral  white  blood  count 
than  on  the  platelet  count.  This  dis- 
sociation has  been  noted  by  most 
authors.52-54 

Although  the  major  toxicity  of  cyclo- 
phosphamide is  on  the  bone  marrow, 
bladder  toxicity  has  been  a problem, 
almost  entirely  in  children.  It  is  mani- 
fested as  frequency,  then  dysuria,  and 
finally  hematuria.  It  has  been  conclu- 
sively shown  that  the  bladder  toxicity  of 
cyclophosphamide  is  due  to  contact  of 
irritating  metabolites  with  the  bladder 
wall.55  It  has  usually  been  possible  to 
obviate  bladder  toxicity  by  high  fluid 
intake  or  lower  dosage.  Alopecia  is  an 
annoying  but  not  serious  side-effect.  It 
is  more  common  on  higher  dosage  intra- 


venous regimens  and  usually  clears  on 
continued  oral  maintenance  therapy.  It  ] 
may  be  slight  but  is  often  marked,  and  it  I 
may  be  complete.  Alopecia  has  been  re- 
ported in  as  high  as  90  per  cent  of  cases.54  I 
After  approximately  two  to  three  months  of 
maintenance  therapy,  hair  will  stair t to 
regrow.50’56 

Nausea  and  vomiting  are  frequent  with 
intravenous  daily  doses  over  4 mg.  per 
kilogram.  They  do  not  appear  until  six 
hours  after  a dose  is  given  and  last  for 
approximately  four  hours.  Slightly  higher 
doses  are  tolerated  when  given  intrave- 
nously than  when  given  orally.53  The 
nausea  and  vomiting  associated  with  cyclo- 
phosphamide are  less  severe  than  with 
mechlorethamine. 

Melphalan 

Melphalan  (Alkeran),  also  known  as 
L-phenylalanine  mustard,  L-sarcolysin,  and 
CB  3025,  is  a phenylalanine  derivative  of 
nitrogen  mustard.  Chemically  it  is  p-di- 
( 2-chloroethyl)  amino-L-phenylalanine.  It 
was  released  in  February,  1964,  for  use  in 
multiple  myeloma.  In  the  few  published 
reports  it  would  seem  that  melphalan  is 
effective  in  33  to  70  per  cent  of  patients 
with  myeloma.  This  is  far  better  than 
with  any  previous  agent.  Its  most  striking 
effect  seems  to  be  in  lowering  the  abnormal 
serum  globulin.  Improvement  in  perfor- 
mance status,  rise  in  hemoglobin  and 
normal  gamma  globulin,  and  decrease  or 
disappearance  of  proteinuria  were  frequent 
enough  to  be  of  significance.  Recalcifi- 
cation of  bone  lesions  has  occurred  in  a few 
cases.  Although  isolated  reports  of  objec- 
tive response  to  urethane  and  other  agents 
have  appeared,  no  agent  except  cyclo- 
phosphamide has  been  as  consistently 
effective  as  melphalan  in  multiple  myeloma. 
Remissions  last  from  six  to  thirty-six 
months  when  maintenance  therapy  is 
given.67 

Because  of  the  recent  introduction  of 
melphalan,  there  is  no  general  agreement 
as  to  the  correct  dosage  schedule.  The 
manufacturers  of  the  drug  suggest  a dose 
of  6 mg.  once  daily  for  two  to  three  weeks. 
Weekly  blood  counts  are  advised  during 
this  interval,  and  the  dosage  should  be 
adjusted  on  the  basis  of  these.  After  this 
initial  course  a wait  of  up  to  four  weeks  is 
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advised,  with  a maintenance  dose  of  2 mg. 
per  day  started  when  the  blood  count  and 
platelet  count  are  rising. 

Osserman  and  Takatsuki,68  who  have 
had  considerable  experience  with  mel- 
phalan,  advise  10  mg.  per  day  for  seven  to 
ten  days.  Maximal  suppression  of  white 
blood  and  platelet  counts  occurs  within 
three  to  five  weeks  and  recovery  within 
four  to  eight  weeks.  Continuous  main- 
tenance therapy  with  2 mg.  per  day  is 
instituted  when  the  white  blood  count  has 
recovered  to  4,000  and  the  platelet  count 
has  risen  above  100,000.  Maintenance 
doses  are  adjusted  between  1 and  3 mg.  per 
day  depending  on  the  hematologic  response. 
They  advise  keeping  the  leukocyte  count  in 
the  range  of  3,000  to  3,500  cells  per  cubic 
millimeter. 

Osserman  and  Takatsuki58  feel  that  sup- 
pression of  leukopoiesis  appears  to  be  an 
unavoidable  counterpart  of  the  tumor- 
suppression  action  of  melphalan  and  that 
the  leukocyte  count  is  the  best  index  that 
an  adequate  dose  is  being  given.  Extreme 
care  should  be  taken  with  melphalan  if  the 
patient  has  had  recent  chemotherapy  or 
extensive  radiotherapy. 

Because  of  the  fairly  recent  introduction 
of  melphalan  and  the  lack  of  an  established 
dosage  schedule,  it  is  advised  that  several 
of  the  original  references  be  consulted 
before  using  this  agent.  Osserman  and 
Takatsuki,68  Bergsagel  et  al .,69  A.M.A. 
Council  on  Drugs,00  Speed,  Galton,  and 
Swan,61  and  Brook,  Bateman,  and  Stein- 
feld67  are  suggested  sources.  The  need 
for  prolonged  therapy  cannot  be  empha- 
sized too  strongly.  Rapid  response  to 
melphalan  is  the  exception.  In  Brook, 
Bateman,  and  Steinfeld’s67  report  of  36 
patients,  the  median  onset  of  objective 
improvement  was  fifty-three  days,  with  a 
range  of  eighteen  to  one  hundred  twenty- 
three  days  from  the  start  of  therapy. 

It  should  be  mentioned  that  melphalan 
has  been  used  by  perfusion  with  some 
success  in  the  treatment  of  malignant 
melanoma.67’  62 -64  Creech  and  Krementz63 
review  six  years  of  experience  in  melanoma 
of  the  extremities.  Melphalan  alone,  or 
in  combination  with  triethylenethiophos- 
phoramide,  was  used  by  regional  perfusion. 
Results  were  so  promising  that  these 
authors  felt  that  there  was  no  longer  need 
for  amputation  or  radical  excision  in  the 


treatment  of  local  recurrence  or  regional 
metastasis.  Nine  of  20  patients  with 
satellite  nodules  and  positive  nodes  were 
apparently  cured  four  years  after  perfusion. 
However,  technical  problems  still  make 
this  form  of  therapy  one  that  can  only  be 
used  by  a few  centers  with  specially  trained 
teams  and  the  proper  complex  equipment. 

Methotrexate 

The  major  features  of  the  pharmacology 
and  clinical  utility  of  methotrexate  are 
readily  available  in  the  literature.  An 
excellent  review  article  on  folic  acid  antag- 
onists was  published  by  Delmonte  and 
Jukes.66  Murphy66  has  reviewed  the  use  of 
methotrexate  in  acute  leukemia  of  children. 
Several  other  good  clinical  articles  are 
available.67-69 

Although  many  antifolics  have  been 
tested  in  tissue  cultures  and  animals,  and 
several  have  been  tried  in  human  beings, 
methotrexate  is  at  present  the  only  such 
agent  used  clinically.  Its  chemical  name 
is  4-amino-n10-methyl-pteroylglutamic  acid, 
and  it  was  formerly  known  as  amethopterin. 
Another  agent,  aminopteroylglutamate  so- 
dium (Aminopterin),  had  fairly  extensive 
clinical  trial.  However,  its  action  was 
somewhat  erratic,  and  it  has  been  with- 
drawn from  use.  Methotrexate  is  avail- 
able in  both  an  oral  form,  as  2.5-mg.  tablets, 
and  a parenteral  form.  The  parenteral 
form  is  available  as  a 5-mg.  and  a 50-mg. 
ampule. 

The  major  use  of  methotrexate  has  been 
in  acute  leukemia  of  children,  where  remis- 
sion rates  varying  from  40  to  68  per  cent 
have  been  reported.66  About  half  of  these 
remissions  are  complete,  with  return  to 
normal  of  the  bone  marrow  and  peripheral 
blood,  as  well  as  the  presence  of  a state 
of  clinical  well-being.  Farber70  has  re- 
ported on  800  children  with  acute  leukemia 
treated  over  an  eleven-year  period  with 
antifolics.  The  median  survival  was  four- 
teen months,  and  10  per  cent  of  the  children 
survived  thirty-two  months  or  more. 

At  present  the  treatment  of  acute  leu- 
kemia in  children  is  in  a state  of  flux.  The 
best  results  are  being  reported  with 
some  form  of  sequential  therapy  involving 
planned  alternation  of  active  agents  on  a 
definite  schedule.71-72  These  regimens  are 
based  on  the  principal  of  changing  the 
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drug  before  the  leukemic  cell  has  a chance 
to  become  resistant.  Since  these  regimens 
are  still  experimental,  detailed  presentation 
is  beyond  the  scope  of  this  article. 

When  methotrexate  is  used  as  the  sole 
drug  for  acute  leukemia  in  children  it  takes 
two  to  six  weeks  to  obtain  a remission. 
The  median  duration  of  complete  remission 
is  about  four  months.  Most  authors 
would  use  concurrent  corticosteroids  for 
the  first  several  weeks  if  the  child  is  acutely 
ill.  As  with  the  use  of  chemotherapeutic 
agents  in  most  neoplastic  diseases,  the 
question  of  whether  or  not  to  give  main- 
tenance therapy  has  not  been  settled. 
Murphy66  stated  that  if  maintenance 
therapy  is  decided  on,  it  should  be  in  the 
full  therapeutic  daily  dose.  It  is  of  in- 
terest that  the  Acute  Leukemia  Group 
B73  has  found  that  methotrexate  30  mg. 
per  square  meter  of  body  surface  area, 
intramuscularly,  twice  a week,  is  far  more 
effective  than  3 mg.  per  square  meter  of 
body  surface  area,  orally,  in  maintaining 
remissions  induced  by  a combination  of 
vincristine  and  prednisone.  Whether  the 
intramuscular  route  or  the  intermittent 
treatment  is  the  effective  factor  is  not 
known.  Delmonte  and  Jukes66  discuss 
some  aspects  of  this  question. 

The  response  of  adult  acute  leukemia  to 
methotrexate  is  far  less  favorable  than 
that  of  childhood  acute  leukemia.  Ellison 
and  Burchenal74  have  stated  that  less  than 
5 to  10  per  cent  of  adults  with  acute  leu- 
kemia get  a complete  remission  on  metho- 
trexate. 6-Mercaptopurine  is  the  drug  of 
choice  for  the  treatment  of  adult  acute 
leukemia.  Huguley  et  al.u  have  attempted 
to  improve  these  poor  results  in  adults. 
They  used  a dosage  schedule  of  1.25  to 
2.5  mg.  of  methotrexate  every  six  hours  for 
five  days.  This  course  was  repeated  at 
ten-  to  fourteen-day  intervals.  They  noted 
4 complete  remissions  in  9 patients  with 
acute  granulocytic  leukemia  and  1 remis- 
sion in  2 patients  with  blastic  crisis  of 
chronic  granulocytic  leukemia.  Two  pa- 
tients were  still  in  remission  at  forty-nine 
and  one  hundred  and  sixty-four  days. 

Probably  the  outstanding  triumph  in  all 
cancer  chemotherapy  is  the  long-standing 
remissions  of  metastatic  choriocarcinoma 
produced  by  methotrexate.  These  remis- 
sions have  been  so  remarkable  that  one 
can  talk  of  cures.  The  classic  article  in 


this  field  is  by  Hertz,  Lewis,  and  Lipsett.76 
A follow-up  article  from  this  group  ap- 
peared in  1964. 77  Another  excellent  report, 
with  a review  of  the  literature,  is  that  of 
Lamb,  Morton,  and  Byron.78  There  is 
no  doubt  that  methotrexate  has  produced 
prolonged  complete  remissions  in  about 
50  per  cent  of  patients  with  metastatic 
choriocarcinoma. 

The  results  with  chemotherapy  in  chorio- 
carcinoma are  now  so  excellent  that  hys- 
terectomy plays  little  role  and  is  reserved 
for  patients  who  have  persistent  elevation 
of  human  chorionic  gonadotrophin  titers  as 
the  only  manifestation  of  disease  after 
treatment  with  chemotherapy.  This 
should  amount  to  less  than  10  per  cent  of 
cases.  There  have  now  been  several  re- 
ports of  normal  pregnancies  after  chemo- 
therapy of  choriocarcinoma. 

Intrathecal  methotrexate  is  the  treat- 
ment of  choice  for  intracranial  manifesta- 
tions of  acute  leukemia.  The  central 
nervous  system  complications  of  acute 
leukemia  have  become  more  prevalent  as 
the  life  span  of  patients  with  this  disease 
has  been  lengthened.  The  most  effective 
drugs  for  acute  leukemia,  methotrexate 
and  6-mercaptopurine,  do  not  cross  the 
blood-brain  barrier  in  significant  concen- 
tration. Therefore,  patients  in  complete 
remission  from  this  drug  can  develop  cen- 
tral nervous  system  manifestations  despite 
maintenance  of  a normal  bone  marrow. 
The  clinical  results  of  intrathecal  admin- 
istration of  methotrexate  have  been  well 
documented.  Evans,  D’Angio,  and 
Mitus79  have  reported  a large  series  com- 
paring intrathecal  methotrexate  with 
lumbar  puncture  alone  and  with  cerebral 
radiotherapy.  Fifty  episodes  were  treated 
by  each  of  the  three  methods.  Forty-nine 
of  50  patients  responded  to  radiotherapy 
and  44  of  50  to  methotrexate.  Intrathecal 
methotrexate  is  effective  even  in  patients 
whose  systemic  disease  is  resistant  to 
methotrexate.  This  is  because  of  the  high 
local  concentration  achieved  in  the  spinal 
fluid. 

Friedman  and  Daly80  report  temporary 
regression  of  squamous  cell  carcinoma  of 
the  head  and  neck  with  oral  methotrexate 
in  about  50  per  cent  of  cases.  Ten  per 
cent  of  the  tumors  were  highly  sensitive 
and  had  greater  than  75  per  cent  disap- 
pearance. Unfortunately,  remissions  were 
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usually  very  brief.  These  authors  noted 
an  “enhancement”  of  radiotherapy.  How- 
ever, an  interesting  editorial  in  Lancet 81 
questions  whether  this  enhancement  bene- 
fits the  patient.  Toxicity  with  combined 
therapy  is  greater,  and  it  may  well  be  that 
more  radiotherapy  may  be  as  effective  as 
combined  chemotherapy  and  radiotherapy. 

Wright,  Golomb,  and  Gumport82  have 
reported  on  the  use  of  methotrexate  in 
mycosis  fungoides.  They  report  responses 
in  9 of  16  patients.  Duration  of  remission 
varied  from  one  to  twenty-two  and  a half 
months.  The  infusion  of  methotrexate 
directly  into  the  artery  supplying  a lesion, 
with  protection  of  the  remainder  of  the 
tissues  by  systemic  administration  of 
citrovorum  factor,  has  been  tried  by  a 
number  of  groups.83-84  Lawrence83  has 
reviewed  these  results.  There  is  no  doubt 
that  marked  objective  tumor  regression 
has  sometimes  occurred,  especially  in  squa- 
mous cell  carcinoma  of  the  head  and  neck 
region.  However,  even  with  the  most 
experienced  groups,  complications  such  as 
hemorrhage  and  arterial  thrombosis  are 
quite  common,  and  the  remissions  are 
short-lived  (one  to  three  months). 

It  should  be  mentioned  that  metho- 
trexate has  been  quite  effective  in  pso- 
riasis85 and  psoriatic  arthritis.86  However, 
the  potential  toxicity  of  methotrexate 
makes  this  a drastic  form  of  therapy.  At- 
tempts are  being  made  to  work  out  a non- 
toxic regimen.  At  present  methotrexate 
should  be  reserved  for  the  most  serious 
cases  of  these  two  illnesses.  A more  de- 
tailed discussion  of  this  topic  is  outside 
the  scope  of  this  article. 

Methotrexate  is  usually  administered 
orally.  Toxicity  is  related  more  to  dura- 
tion of  drug  contact  with  the  tissues  than 
to  height  of  the  blood  level.  For  this 
reason  the  same  dose  divided  throughout 
the  day  is  more  toxic  than  when  given  as  a 
single  dose.  For  the  same  reason,  larger 
quantities  can  be  given  intra-arterially, 
intravenously,  or  intramuscularly  than  can 
be  given  orally. 

The  dosage  for  treatment  of  acute  leu- 
kemia is  approximately  3 mg.  per  meter  of 
body  surface  area  daily.  This  works  out 
to  1.25  to  2.5  mg.  per  day  for  infants, 

2.5  to  5 mg.  daily  for  children,  and  5 to 

7.5  mg.  per  day  for  adults.  If  toxicity 
occurs  before  a full  six-  to  eight-week  course 


can  be  given,  the  drug  should  be  stopped 
for  seven  to  ten  days  and  then  resumed  at  a 
lower  dosage  level.  The  bone  marrow  may 
show  improvement  as  early  as  ten  days  to 
two  weeks.  Improvement  in  the  periph- 
eral blood  lags  behind  the  bone  marrow 
changes  by  one  to  two  weeks.  However, 
it  may  take  six  to  eight  weeks  of  therapy  to 
obtain  a remission.  Murphy66  states  that 
in  some  initially  resistant  cases  it  may  be 
necessary  to  produce  moderately  severe 
toxicity,  perhaps  several  times,  in  order  to 
obtain  a successful  remission.  Blood 
counts  should  be  done  frequently,  daily  in 
the  very  ill  patient,  and  two  to  three  times 
a week  in  the  less  ill  patient.  When  the 
patient  is  in  remission,  blood  counts  may  be 
done  as  infrequently  as  every  one  to  two 
weeks.  Bone  marrow  aspirations  should  be 
done  monthly,  because  relapse  can  be  noted 
before  clinical  effects  are  apparent.  There 
has  been  some  experimentation  with  other 
dosage  schedules  in  treatment  of  childhood 
and  adult  acute  leukemia.73-75-87  Further 
work  in  this  area  is  necessary,  using  larger 
series  of  patients. 

The  dosage  schedule  for  methotrexate  in 
choriocarcinoma  has  been  very  different. 
The  usual  dosage  is  25  mg.  per  day  orally 
or  intramuscularly  for  five  days.  Smaller 
doses  are  given  if  the  marrow  is  depressed. 
Hertz,  Lewis,  and  Lipsett76  used  10  to  30 
mg.  per  day  intramuscularly  for  five  days. 
The  course  is  repeated  when  toxicity  has 
completely  cleared.  This  is  usually  one  to 
two  weeks  after  completion  of  the  last 
course.  Subsequent  courses  may  have  to 
be  given  at  slightly  greater  intervals  (up 
to  four  weeks).78  The  courses  are  repeated 
until  all  evidence  of  disease  is  gone  and 
human  chorionic  gonadotrophin  titers  have 
returned  to  normal.  Frequent  determina- 
tions using  a very  sensitive  method  are 
needed.78-88  This  cannot  be  emphasized 
too  strongly.  One  to  twelve  courses  may 
be  needed,  with  an  average  of  five.76-88 
Maintenance  therapy  is  not  used  after 
complete  remission.  Brewer  et  aZ.88  and 
Ross  et  aZ.89  advise  prompt  switch  to 
actinomycin  D at  the  first  sign  of  relapse 
or  soon  after  it  is  apparent  that  the  pa- 
tient will  not  respond  to  methotrexate. 

Dosage  schedules  for  head  and  neck 
cancers  and  mycosis  fungoides  have  been 
similar  to  that  for  acute  leukemia.  In- 
trathecal methotrexate  dosage  is  not  com- 
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pletely  standardized.  Good  references  are 
Murphy68  and  Evans,  D’Angio,  and 
Mitus.79  A safe  dose  is  0.25  mg.  per 
kilogram  every  two  to  three  days  until 
the  symptoms  have  cleared,  the  cerebro- 
spinal fluid  pressure  has  returned  to  normal, 
and  the  cell  count  in  the  fluid  is  normal. 

Toxicity  of  methotrexate  has  been  well 
discussed  in  a number  of  articles.66'78’84-88 
The  article  by  Delmonte  and  Jukes65  is 
especially  helpful.  Because  of  the  dose 
schedule  used,  greater  toxicity  has  been 
produced  in  the  treatment  of  chorio- 
carcinoma. Hertz  referring  to  this  tumor, 
has  stated:  “It  is  our  aim  to  willfully 

induce  a severe  degree  of  toxicity  to  the 
point  of  maximum  tolerance  in  anticipation 
of  the  recovery  of  the  host  tissues  from  such 
induced  toxicity  and  the  failure  of  recovery 
of  the  tumor  tissue  by  the  higher  folic  acid 
requirement  of  the  tumor  tissue.”87 

The  toxicity  of  methotrexate  is  prob- 
ably caused  by  the  inhibition  of  synthesis 
of  nucleic  acids  in  rapidly  proliferating 
cells.  For  this  reason  toxicity  is  mani- 
fested by  the  hematopoietic  tissues,  oral 
and  intestinal  mucosa,  gonads,  skin,  and 
hair  follicles.  The  major  limiting  toxicity 
of  methotrexate  may  be  either  on  the  mar- 
row or  on  the  gastrointestinal  tract.  Shal- 
low ulceration  on  the  buccal  mucosa  is  the 
first  sign  of  gastrointestinal  toxicity.  Ther- 
apy must  be  stopped  at  this  time  and  not  re- 
sumed for  at  least  seven  days.  More  severe 
gastrointestinal  toxicity  is  manifested  by 
diarrhea.  Marrow  toxicity  also  may  be  a 
limiting  factor.  Sudden  onset  of  rapidly 
progressive  leukopenia  is  a sign  of  marrow 
depression  and  requires  interruption  of 
therapy.  Ellison  and  Burchenal74  state 
that  therapy  in  acute  leukemia  can  be 
continued  in  the  presence  of  leukopenia 
as  long  as  the  marrow  remains  cellular. 
They  also  caution  against  a sudden  drop 
in  the  white  blood  count. 

Acute  bone  marrow  depression  is  re- 
versible by  withdrawal  of  the  drug.  Con- 
dit90  stated  that  renal  or  marrow  toxicity 
or  testosterone  administration  decreased 
tolerance  to  methotrexate.  The  effect  of 
decreased  renal  function  on  methotrexate 
toxicity  cannot  be  emphasized  too  strongly. 
Reduced  dosage  must  be  given  if  glomerular 
filtration  rate  is  reduced. 

Other  significant  toxicity  has  occurred 
with  methotrexate  but  is  rarely  a limiting 


factor.  Hepatic  fibrosis  has  been  the  most 
important.  If  an  excess  of  methotrexate 
is  given  inadvertently,  citrovorum  factor 
(calcium  Leucovorin  injection)  given  within 
four  hours  will  reduce  or  prevent  toxicity. 
Three  to  6 mg.  is  the  recommended  dose. 

Quaker  Ridge  Road 
New  Rochelle,  New  York  10804 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

February  23,  1966 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  BENJAMIN  E.  KRENTZ,  M.D. 


Tender  Abdominal  Mass  and 
Pneumonia  One  Month  After 
Abdominal  Stab  Wound 

Case  history 

Luigi  Negri,  M.D.:  A thirty-five-year- 

old  Negro  male  was  admitted  to  Knicker- 
bocker Hospital  on  July  23,  1964,  for  the 
first  time  because  of  a stab  wound  of  the 
abdomen.  The  family  and  past  medical 
history  were  unrevealing.  He  admitted  to 
“moderate”  drinking.  A few  minutes  be- 
fore admission  he  had  been  stabbed  in  the 
abdomen  by  an  unknown  person  while  in 
the  street.  He  was  afebrile,  pulse  84,  and 
blood  pressure  110/70.  Examination  re- 
vealed a well-developed  man,  alert  and  ori- 
ented, albeit  somewhat  nervous.  The  skin 
was  warm  and  dry,  and  he  was  not  pale. 
Physical  findings  were  limited  to  the  abdo- 
men which  was  soft  and  not  distended.  A 
fresh  laceration  was  present,  1 cm.  long, 
about  5 cm.  to  the  right  of  the  umbilicus; 
it  was  not  bleeding  profusely.  There  was 
no  tenderness,  and  bowel  sounds  were  ac- 
tive. The  liver  and  spleen  were  not  en- 
larged, and  rectal  examination  was  unre- 
vealing. Urinalysis  yielded  normal  results. 
The  hemoglobin  was  13.4  Gm.  per  100  ml., 
and  the  white  blood  count  was  5,200  with 
63  per  cent  neutrophils  and  37  per  cent  lym- 
phocytes. The  blood  sugar  was  94  mg.  and 
the  blood  urea  nitrogen  15.4  mg.  per  100 
ml.  A chest  x-ray  film  and  films  of  the 
abdomen  in  both  flat  and  upright  positions 
were  all  unrevealing. 

Exploratory  laparotomy  was  performed 
two  hours  after  admission.  The  abdomen 
was  opened  through  a left  upper  para- 


median incision.  Inspection  of  the  peri- 
toneal cavity  revealed  that  the  wound  was 
not  penetrating.  The  abdominal  organs 
were  carefully  inspected  and  showed  no 
evidence  of  trauma  or  underlying  disease. 
The  laceration  was  repaired  and  the  surgical 
incision  closed  by  retention  sutures  without 
drains.  The  patient  tolerated  the  proce- 
dure well. 

About  thirty-six  hours  after  the  operation 
his  temperature  rose  to  102  F.  He  had  no 
subjective  complaints,  but  on  examination 
crepitant  rales  and  rhonchi  were  heard  at 
the  right  lung  base  posteriorly.  The  white 
blood  count  was  now  14,200  with  89  per 
cent  neutrophils  and  11  per  cent  lympho- 
cytes. A repeat  chest  x-ray  film  showed  an 
infiltrate  in  the  right  midlung  field  and  right 
base  consistent  with  pneumonitis.  The 
right  diaphragm  was  slightly  elevated,  and 
the  mediastinum  was  slightly  shifted  to  the 
right.  Penicillin  and  streptomycin  were 
administered.  The  fever  returned  to  nor- 
mal, and  the  pulmonary  infiltrate  cleared. 
The  patient  was  discharged  on  August  5, 
1964,  asymptomatic. 

He  was  readmitted  on  August  24,  1964, 
because  of  severe  left-sided  chest  pain,  pro- 
ductive cough,  and  fever  of  three  days  du- 
ration. He  stated  that  he  had  been  well 
until  these  symptoms  developed,  that  the 
chest  pain  was  aggravated  by  deep  breath- 
ing and  coughing,  that  he  had  had  chills 
along  with  his  fever,  and  that  his  sputum 
was  yellowish-white.  He  denied  shortness 
of  breath,  hemoptysis,  nausea,  vomiting,  or 
change  in  bowel  habits.  The  temperature 
was  103  F.,  pulse  120,  and  blood  pressure 
120/70.  Respiratory  motion  was  splinted; 
dullness  to  percussion  was  present  at  the 
left  lung  base  posteriorly,  and  crepitant 
rales  were  heard  also.  The  liver  and  spleen 
were  not  felt;  the  abdomen  was  soft,  with- 
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out  pain  or  tenderness,  and  bowel  sounds 
were  normal.  Rectal  examination  was  nor- 
mal, and  the  stool  had  a normal  color. 
Urinalysis  showed  1 plus  albumin  but  no 
cells  or  casts.  The  hemoglobin  was  14.6 
Gm.  per  100  ml.,  and  the  white  blood  count 
was  14,300  with  79  per  cent  neutrophils, 
20  per  cent  lymphocytes,  and  1 per  cent 
monocytes.  A chest  x-ray  film  showed  a 
large  infiltrate  at  the  left  lower  lobe,  con- 
sistent with  pneumonia,  and  a slight  shift  of 
the  mediastinum  to  the  left.  Antipyretics, 
analgesics,  and  penicillin  were  prescribed. 

About  twelve  hours  after  admission  the 
patient  began  to  complain  of  severe,  colicky 
pain  in  the  lower  abdomen  accompanied  by 
profuse  perspiration.  There  was  no 
nausea,  vomiting,  or  diarrhea.  The  vital 
signs  were:  temperature  101  F.,  pulse  90, 
and  blood  pressure  120/90.  The  abdomen 
was  distended  and  rigid.  A large,  hard, 
very  tender  mass  was  felt  occupying  the 
entire  right  lower  quadrant  of  the  abdomen 
and  part  of  the  left  lower  quadrant.  Bowel 
sounds  were  increased.  On  rectal  examina- 
tion a large,  hard,  tender  mass  was  felt  an- 
terior to  the  rectal  wall.  Peripheral  pulses 
in  both  lower  extremities  were  normal  and 
equal.  The  hemoglobin  was  14.2  Gm.  per 
100  ml.,  hematocrit  44,  and  the  white  blood 
count  30,200  with  95  per  cent  neutrophils 
and  5 per  cent  lymphocytes.  The  sedimen- 
tation rate  was  70  mm.  per  hour,  and  the 
bleeding  and  clotting  times  were  normal. 
The  blood  sugar  with  5 per  cent  dextrose 
infusion  running  was  189  mg.  and  the  blood 
urea  nitrogen  14  mg.  per  100  ml.  Serum 
protein  was  6.4  Gm.  per  100  ml.  with  3.9 
Gm.  albumin  and  2.5  Gm.  globulin.  The 
prothrombin  time  was  not  prolonged. 

Radiologic  examination  of  the  abdomen 
in  the  erect  and  recumbent  positions  showed 
moderate  distention  of  the  stomach  and 
several  loops  of  jejunum  with  fluid  levels; 
an  increased  density  in  the  lower  abdomen 
suggested  a mass  in  this  region.  A naso- 
gastric tube  was  inserted  and  intermittent 
suction  applied.  During  the  next  forty- 
eight  hours  there  was  little  change  in  the 
patient’s  general  and  regional  condition. 
He  vomited  clear  gastric  contents  several 
times  and  passed  flatus  from  time  to  time. 
He  developed  hiccups.  The  abdomen  re- 
mained very  tender  and  rigid;  rebound 
tenderness  was  readily  elicited.  There  was 
no  change  in  the  size  and  shape  of  the  ab- 


dominal mass.  In  spite  of  these  observa- 
tions the  patient  did  not  appear  acutely  ill. 
An  intravenous  pyelogram  showed  some 
fullness  of  the  collecting  systems  bilaterally, 
suggesting  partial  obstruction  of  both  ure- 
ters in  their  lower  segments.  An  operation 
was  performed  on  August  27,  1964,  the 
third  hospital  day. 

Discussion 

Benjamin  E.  Krentz,  M.D.*:  I think 

it  will  prove  wise  to  keep  the  chronologic 
sequence  of  events  clearly  in  mind.  A 
thirty-five-year-old  man  received  a small 
stab  wound  of  the  abdominal  wall.  Thirty- 
six  hours  after  a negative  exploration  of  the 
peritoneal  cavity  he  developed  pneumonitis 
at  the  right  lung  base  which  was  success- 
fully treated  with  antibiotics.  He  was  dis- 
charged thirteen  days  after  admission,  but 
about  two  weeks  later  he  developed  res- 
piratory symptoms  and  was  admitted  again 
a few  days  later.  At  this  time  he  had 
pneumonitis  on  the  opposite  side,  at  the 
left  lung  base,  and  twelve  hours  after  re- 
admission he  developed  signs  of  intestinal 
obstruction  and  a mass  in  the  right  lower 
quadrant  of  the  abdomen. 

The  important  questions  for  this  confer- 
ence are  the  explanation  for  the  second 
episode  of  pneumonitis,  the  mechanism  of 
intestinal  obstruction,  and  the  nature  of  the 
abdominal  mass.  Several  related  questions 
pose  themselves:  Are  these  two  conditions 

a sequel  to  the  original  injury  or  to  the 
operation?  Are  they  unrelated  happen- 
stances? Are  the  pulmonary  disease  and 
the  abdominal  condition  etiologically  re- 
lated? 

We  are  informed  that  within  two  hours  of 
the  original  stabbing  the  patient’s  perito- 
neal cavity  was  explored  even  though  there 
was  no  sign  of  intraperitoneal  bleeding  or 
perforation  of  a hollow  viscus.  This  is 
sound  medical  policy,  since  these  two  types 
of  injury  may  exist  for  a while  before  they 
are  recognized,  and  each  hour  of  delay  in 
treatment  weights  the  debit  side  of  the 
patient’s  morbidity  heavily.  The  abdomen 
was  opened  through  a left  upper  para- 
median incision,  probably  down  to  the  um- 
bilicus. The  location  of  the  incision  was 

* Attending  Physician,  Knickerbocker  Hospital.  Assist- 
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designed  to  keep  away  from  the  infected 
stab  wound  yet  afford  adequate  room  for 
exploration.  At  any  rate  inspection  and 
palpation  convinced  the  surgeon  that 
neither  sharp  nor  blunt  trauma  caused  any 
. bleeding  or  perforation,  and  nothing  un- 
toward in  the  cavity  attracted  his  atten- 

I1  tion. 

I think  it  most  likely  that  the  pneumo- 
nitis which  developed  thirty-six  hours  later 
was  due  to  aspiration.  The  x-ray  film  of 
the  chest  shows  consolidation  in  the  right 
lower  lobe,  and  the  mediastinum  is  slightly 
shifted  to  the  right.  The  right  hemidia- 
phragm  is  elevated. 

Ramos  Tapia,  M.D.:  Couldn’t  that  pic- 

ture be  due  to  atelectasis  alone  without  true 
pneumonitis? 

Dr.  Krentz:  Radiologically,  yes.  How- 
ever, his  temperature  rose  to  102  F.  and  the 
white  count  to  14,200.  I don’t  think  it  was 
a particularly  dangerous  infection,  because 
i it  responded  promptly  to  antibiotics,  and 
I the  patient  was  discharged  asymptomatic 
, eleven  days  later.  He  remained  well  for 
! the  next  sixteen  days.  At  this  juncture  it 
may  prove  interesting  to  pause  and  reflect 
on  what  could  be  brewing  in  this  “asympto- 
matic” man  as  a result  of  his  recent  experi- 
ences. One  could  postulate  that  some  of 
the  organisms  originally  present  in  the  right 
lung  were  coughed  up  and  inhaled  into  his 
left  lung  where  they  were  recouping  and 
awaiting  the  proper  moment  for  attack. 
One  might  also  postulate  that  there  was  a 
' silent  thrombophlebitis  in  the  leg  slowly 
propagating  a soft  clot  which  soon  found  its 
way  to  the  left  lung. 

In  the  abdomen,  as  a result  of  the  trauma 
of  retraction  and  handling  during  explora- 
tion, soft  adhesions  might  have  been  form- 
ing. I specify  trauma  because  peritoneal 
adhesions  are  more  likely  to  occur  after 

(surgical  procedures  than  mere  exploratory 
quests.  If,  by  any  chance,  the  knife  point 
actually  penetrated  the  parietal  perito- 
neum, formation  of  adhesions  would  be  even 
; more  likely.  Not  only  might  the  perito- 
neum have  been  nicked  but  also  the  omen- 
tum and  even  the  mesentery.  Within  the 
latter  two  structures  hematomas  might  be 
forming.  A tiny  perforation  of  the  gut 
might  be  a possibility,  followed  by  a walled- 
off  abscess  and  more  adhesions.  Mesenteric 
thromboses,  both  arterial  and  venous,  have 
been  described  as  a result  of  trauma,  sharp, 


blunt,  or  surgical.  Injury  to  any  of  the  5 
solid  organs,  liver,  spleen,  pancreas,  kid- 
neys, or  adrenals,  appears  too  remote  a 
chance  for  serious  consideration.  However, 
these  reflections  must  be  interrupted  by  the 
second  part  of  the  patient’s  curious  history. 
He  developed  pleurisy,  and  within  three 
days  his  symptoms  were  those  of  pneu- 
monia. The  vital  signs  on  readmission,  the 
physical  findings  in  the  chest,  and  the  lab- 
oratory and  x-ray  data  all  confirm  the 
diagnosis.  We  are  told  that  on  readmission 
his  hemoglobin  was  14.2  Gm.  per  100  ml. 
and  the  hematocrit  44.  Was  either  or  both 
of  these  determinations  repeated  before  he 
was  taken  to  the  operating  theater? 

Dr.  Negri:  The  preoperative  hemo- 

globin was  12.1  Gm.  per  100  ml.;  the  hema- 
tocrit was  not  repeated. 

Dr.  Krentz:  I shall  return  to  that  item 

in  a moment.  First,  let  us  consider  the 
physical  findings  in  the  abdomen  at  the 
time  of  readmission.  Because  of  his  recent 
history  I should  think  that  this  part  of  the 
examination  was  carried  out  with  care.  We 
are  told  that  the  abdomen  was  soft,  without 
pain  or  tenderness,  and  that  bowel  sounds 
were  normal.  The  stool  had  a normal  color. 
Within  twelve  hours  this  peaceful  abdomen 
changed;  it  became  distended  and  rigid, 
and  a firm,  tender  mass  was  felt  in  the  right 
lower  quadrant.  The  description  of  the 
mass  places  it  within  the  peritoneum  rather 
than  retroperitoneal  or  in  the  abdominal 
wall.  Spontaneous  hemorrhages  in  the 
wall,  such  as  those  due  to  straining,  are 
usually  confined  to  the  rectus  sheath,  and 
this  mass  was  not.  Moreover,  it  could  be 
palpated  and  outlined  through  the  abdom- 
inal wall  and  anterior  to  the  rectum. 

Soon,  rebound  tenderness  in  addition  to 
the  rigidity  suggested  peritoneal  irritation. 
Then,  radiologic  studies  demonstrated  in- 
testinal obstruction.  Next,  the  white  cell 
count  rose  precipitously  with  a pronounced 
rise  in  polymorphonuclear  leukocytes,  and 
the  sedimentation  rate  was  reported  as 
rapid.  In  cases  of  intestinal  obstruction, 
such  swift  changes  in  the  hemogram  often 
herald  embarrassment  of  the  circulation  to 
the  bowel  wall  with  gangrene  as  a conse- 
quence. The  hemoglobin  fell  only  to  12.1 
Gm.  per  100  ml.,  and  I do  not  think  that 
the  mass  contained  blood;  it  was  not  a 
hematoma.  The  blood  pressure  remained 
stable. 
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Paralytic  ileus  secondary  to  pneumonitis 
or,  alternatively,  kinking  of  the  bowel- 
ensnared  soft  adhesions,  both  conditions 
being  potentially  reversible,  must  have  oc- 
cupied the  thoughts  of  the  attending  physi- 
cians for  a policy  of  observation  was  elected. 
A nasogastric  tube  was  inserted  to  relieve 
upper  gastrointestinal  distention  which  de- 
velops as  a result  of  air-swallowing,  out- 
pouring of  succus  entericus,  ar.d  failure 
of  the  peristaltic,  propulsive  mechanism. 
During  the  next  forty-eight  hours  no  sig- 
nificant change  took  place  in  the  patient’s 
condition.  The  intermittent  passage  of 
flatus  may  indicate  that  obstruction  was 
less  than  complete;  however,  hiccups, 
vomiting,  and  continued  distention  and 
rigidity  showed  that  obstruction  was  still 
present.  The  test  period  must  have  been 
considered  at  an  end,  because  an  operation 
was  performed  then. 

The  diagnostic  possibilities  discussed  by 
the  physicians  and  surgeons  just  before 
operating  must  have  fallen  into  two  broad 
categories:  those  related  to  the  previous 

accident  versus  those  arising  de  novo.  In 
the  first  category  falls  acute  angulation  of 
the  small  intestine  by  adhesions;  torsion 
of  the  low-hanging  right  tongue  of  omentum 
perhaps  initiated  by  a hematoma;  an  ab- 
scess secondary  to  a small  walled-off  perfor- 
ation; and  vascular  occlusions  within  the 
mesentery.  The  secondary  category  would 
certainly  include  incarcerated  internal  her- 
nia; volvulus  of  the  small  bowel  or  of  the 
sigmoid  (because  of  its  mobile  mesentery); 
intussusception,  usually  of  the  terminal 
ileum  through  the  ileocecal  valve  into  the 
ascending  colon;  small-bowel  obstruction 
due  to  a perforated  gallstone;  and  gangre- 
nous appendicitis,  possibly  with  perityphlic 
abscess  formation.  Two  unusual  varieties 
of  internal  hernia,  often  overlooked,  are 
herniation  of  bowel  posteriorly  into  either 
the  superior  lumbar  triangle  of  Grynfelt  or 
the  inferior  lumbar  triangle  of  Petit.  To 
help  determine  which  in  the  list  of  possibili- 
ties is  the  most  likely  one,  let  us  look  at  the 
x-ray  films  of  the  abdomen  and  see  what 
assistance  they  can  furnish. 

The  striking  feature  of  these  films  taken 
about  forty-eight  hours  apart  is  that  there 
is  so  little  change  from  the  first  to  the 
second.  We  see  a few  loops  of  bowel,  scat- 
tered from  the  upper  to  the  lower  part  of  the 
abdomen,  from  the  left  to  the  right,  which 


are  moderately  distended,  some  with  a fluid 
level.  There  is  one  rather  large  gas  shadow 
in  the  region  of  the  cecum  and  ascending 
colon  which  is  almost  absolutely  constant  in 
its  contour  despite  the  two-day  interval.  I 
do  not  see  the  pattern  of  single-loop  disten- 
tion one  might  expect  with  a volvulus; 
there  is  nothing  to  suggest  an  intussuscep- 
tion. There  is,  however,  a diffuse,  ground- 
glass  texture  to  the  lower  third  or  half  of  the 
abdomen,  and  the  arrangement  of  gas-filled 
loops  of  bowel  suggests  a mass  in  the  right 
lower  quadrant  and  pelvis.  There  is  a sug- 
gestion that  the  walls  of  some  of  the  dis- 
tended loops  of  bowel  may  be  edematous. 
The  intravenous  pyelogram  is  significant 
only  insofar  as  it  shows  essentially  negative 
findings;  we  can  safely  exclude  the  idea  of 
retroperitoneal  disease. 

Given  the  patient’s  history  and  these 
x-ray  findings,  I am  forced  to  conclude  that 
the  firm,  tender  mass  consists  of  loops  of 
infarcted  small  intestine.  Of  all  the  pos- 
sible causes  for  bowel  infarction,  I am  most 
impressed  with  the  idea  of  a mesenteric 
vascular  occlusion.  This  is  not  a common 
cause  of  intestinal  obstruction,  occurring  in 
no  more  than  2 to  3 per  cent  in  most  series. 
It  is  most  common  in  the  elderly  and  in 
people  with  heart  disease,  generalized  ar- 
teriosclerosis, blood  dyscrasias,  intra-ab- 
dominal infections,  and  portal  hyperten- 
sion, none  of  which  today’s  patient  has. 
However,  mesenteric  vascular  occlusions 
have  been  found  secondary  to  trauma. 
The  precipitating  incident  may  cause  either 
arterial  or  venous  occlusion,  the  former 
being  more  frequent.  Embolism  may  lead 
to  mesenteric  arterial  thrombosis  but  not  to 
venous  thrombosis.  However,  idiopathic 
thromboses  are  known  to  occur  in  both  the 
veins  and  arteries  of  the  mesentery.  The 
superior  mesenteric  vessels  are  involved 
more  often  than  the  inferior;  therefore,  the 
subtended  bowel  is  usually  on  the  right  side. 
Denial  of  circulation  to  the  bowel  wall  re- 
sults in  an  ischemic  paralysis  of  the  muscle 
whose  function  is  propulsion.  This  leads 
to  a dynamic  obstruction.  Large  amounts 
of  edema  fluid  and  even  blood  exude  from 
the  affected  mesentery  and  bowel  into  both 
the  peritoneal  cavity  and  the  lumen  of  the 
gut.  The  bowel,  heavy  with  edema  fluid, 
lies  rigid,  swollen,  and  dusky,  awaiting  al- 
most certain  death. 

Generally,  mesenteric  vascular  occlusion 
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is  cataclysmic  in  onset,  but  occasionally, 
especially  when  smaller  venous  channels  are 
thrombosed,  the  clinical  picture  may  unfold 
insidiously.  This  form  of  pathogenesis  may 
lead  to  strange  and  baffling  syndromes,  even 
to  the  point  where  a malabsorption  syn- 
drome may  be  described  as  due  to  this  form 
of  vascular  accident.  One  of  the  reasons 
venous  mesenteric  occlusion  may  be  diffi- 
cult to  diagnose  is  that  the  obstruction  may 
be  short  of  complete,  as  in  this  case,  and 
may  be  neither  completely  mechanical  nor 
completely  paralytic.  The  quick  develop- 
ment of  a tender  mass,  sometimes  de- 
scribed as  a “pseudo-tumor,”  is  not  un- 
common in  venous  thrombosis,  because 
fluid  pours  into  the  lumen  of  the  bowel,  and 
matted  omentum  may  contribute  bulk  to 
the  lesion. 

Marcel  Tuchman,  M.D.:  Can  we  be 

certain  that  the  mass  developed  so  rapidly? 
Might  it  not  have  been  overlooked? 

George  Haddad,  M.D. : I first  saw  the 

patient  about  twenty-four  hours  after  he 
was  admitted  and  followed  him  closely 
thereafter.  No  mass  had  been  discernible 
on  admission.  When  I first  saw  the  patient, 
there  was  an  ill-defined  sensation  of  a mass, 
but  a few  hours  later  the  feeling  of  a mass 
was  quite  definite,  and  it  continued  to 
enlarge  up  to  the  time  of  operation.  I 
would  say  that  it  was  rapidly  developing. 

John  Alkhas,  M.D.:  The  mass  is  de- 

scribed as  hard  and  tender.  Would  a mass 
composed  of  fluid-filled  bowel  be  ap- 
preciated as  “hard”? 

Dr.  Haddad:  This  is  one  of  the  limits 
of  verbal  description.  If  I were  to  re- 
collect how  the  mass  felt  to  me,  I would 
say  that  it  was  tense.  However,  just  where 
“tense”  leaves  off  and  “hard”  begins  is  a 
point  which  is  difficult  to  define. 

Dr.  Krentz:  Another  feature  which  I 

think  is  of  diagnostic  value  is  the  rapid  rise 
in  the  leukocyte  count  to  30,000  or  even 
more  during  a fairly  short  interval.  This  is 
coincident  with  peritoneal  involvement,  and 
I would  surmise  that  the  peritoneum  was 
inflamed  for  a fairly  considerable  segment. 
Nonetheless,  there  are  a few  features  of 
mesenteric  occlusion  which  were  not 
present,  and  their  absence  is  somewhat 
disturbing.  These  are:  comparative  well- 
being of  the  patient  after  forty-eight  hours 
of  obstruction,  the  lack  of  bloody  diarrhea, 
the  failure  of  the  hemoglobin  to  decline 


FIGURE  1.  Section  through  better-preserved  por- 
tion of  small  bowel  showing  necrosis  of  mucosal 
surface  and  hemorrhagic  infarction  of  submucosa. 


more  significantly,  and  the  fact  that  the 
patient  was  young  and  presumably  with- 
out underlying  antecedent  vascular  disease. 
The  strength  of  the  last  point  may  be 
negated  by  the  fact  that  the  patient  under- 
went a thorough  exploration  of  the  ab- 
dominal cavity  a month  previously,  and 
there  may  have  been  sufficient  trauma  to 
the  mesentery  to  set  a thrombotic  process 
in  motion. 

Finally,  it  would  be  neat  to  link  up  the 
pulmonary  and  abdominal  aspects  of  the 
case.  However,  only  if  there  were  throm- 
boses of  the  hemorrhoidal  veins  could  a 
thrombus  pass  via  the  hypogastric  vein 
into  the  pulmonary  circulation.  Short  of 
this  bit  of  serendipity,  I must  assume  that 
the  left  lower  lobe  pneumonia  merely 
preceded  the  abdominal  disorder. 

Edgar  Fleischmann,  M.D.:  Oc- 

casionally, although  it  is  not  likely  in  this 
case,  there  can  be  damage  to  retroperitoneal 
structures  without  peritoneal  damage  if  a 
gunshot  wound  or  stab  wound  pursues  an 
oblique  or  lateral  course.  In  such  rare 
instances,  exploration  of  the  peritoneal 
cavity  is  unavailing. 

Michael  S.  Bruno,  M.D.:  If  you  are 
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FIGURE  2.  (A)  Low-power  view  of  mesentery  showing  diffuse  fibrosis  and  patches  of  inflammatory  exu- 
date. Thrombus  is  seen  in  small  venous  radicle  (upper  right).  (B)  Higher  magnification  of  thrombus  in 
(A)  showing  organization.  (C)  More  recent  thrombus  distends  lumen  of  thin-walled  mesenteric  venule. 


willing  to  ascribe  to  aspiration  the  episode 
of  pneumonitis  after  the  first  exploration, 
why  not  the  second  episode?  Given  the 
fact  that  the  patient  was  alcoholic,  is  it  not 
conceivable  that  he  did  have  an  episode  of 
vomiting,  conveniently  forgotten,  before 
his  pulmonary  symptoms  developed?  If 
so,  he  could  have  aspirated  a small  amount 
of  material  which  precipitated  the 
pneumonia.  The  episode  of  vomiting  I am 
hypothesizing  might  have  been  the  sequel 
of  some  further  drinking,  or  it  might  even 
have  been  related  to  the  slow  onset  of 
mesenteric  vascular  disease. 

Dr.  Krentz:  I see  no  difficulty  in 

accepting  that  hypothesis.  We  do  not 
always  get  every  last  detail  of  history, 
especially  from  alcoholic  persons. 

Mardoqueo  I.  Salomon,  M.D.:  Could 

a bacteroides  infection  have  been  dormant 
for  two  to  three  weeks,  then  become 
explosive? 

Dr.  Krentz:  Not  in  a matter  of  twelve 

hours. 

Clinical  diagnosis 

Intestinal  obstruction  secondary  to 
peritoneal  adhesions  with  ? volvulus 

Dr.  Krentz’s  diagnoses 

2.  Intestinal  obstruction  secondary  to 
thromboses  of  branches  of  superior  mesenteric 
vein,  with  infarction  of  small  intestine 

2.  ( Pneumonia , left  lower  lobe) 


FIGURE  3.  Higher  magnification  of  mesenteric 
fibrosis  shows  proliferation  of  fibroblasts  in  bun- 
dles, deposition  of  collagen,  and  replacement  of 
lobules  of  adipose  tissue. 

Pathologic  report 

William  B.  Ober,  M.D.:  Before  I 

describe  the  pathologic  material,  let  us  hear 
what  was  found  at  the  second  operation. 

Dr.  Haddad:  The  peritoneal  cavity 

contained  a small  amount  of  blood-tinged 
fluid,  less  than  300  cc.  A considerable 


2554  New  York  State  Journal  of  Medicine  / October  i,  1966 


portion  of  terminal  jejunum  and  proximal 
ileum  were  infarcted,  almost  gangrenous. 
The  mesentery  of  this  segment  of  small 
bowel  was  thickened  and  indurated,  and 
its  serosal  surface  showed  several  patches 
of  brownish  discoloration.  There  were  no 
adhesions  to  account  for  the  intestinal 
infarction  nor  was  there  any  twisting  of  the 
bowel  or  volvulus.  One  curious  feature  was 
observed.  The  loops  of  jejunum  proximal 
to  the  infarction  were  collapsed;  the  loops 
distal  to  it  were  dilated.  Had  a Miller- 
Abbott  tube  been  used,  I could  account  for 
the  collapsed  loops  proximal  to  the  ob- 
struction, but  decompression  was  ac- 
complished by  a nasogastric  tube  only, 
and  it  is  rather  unlikely  that  it  could  have 
been  so  efficient  as  to  collapse  the  terminal 
portion  of  the  jejunum.  I cannot  really 
account  for  the  distention  of  ileum  distal 
to  the  infarction.  The  mesenteric  artery 
was  pulsating.  The  induration  of  the 
mesentery  extended  down  to  its  root, 
rendering  palpation  of  the  mesenteric  vein 
technically  difficult.  I elected  not  to 
open  the  superior  mesenteric  vein.  The 
infarcted  bowel  was  easily  resected  and  the 
usual  end-to-end  anastomosis  carried  out. 
The  patient  tolerated  the  procedure  well, 
and  his  postoperative  course  was  un- 
complicated. He  was  discharged  two  or 
three  weeks  later. 

Dr.  Ober:  The  pathologic  material 

consisted  of  about  4 feet  of  small  intestine 
which  was  grossly  infarcted.  Some  por- 
tions were  more  necrotic  than  others  on 
microscopic  examination.  There  was  dif- 
fuse hemorrhagic  extravasation  in  the  sub- 
mucosa (Fig.  1),  and  there  was  a patchy 
peritoneal  inflammatory  reaction.  The 
mesentery  was  thickened  and  indurated  as 
described.  Sections  from  a number  of 
places  in  the  mesentery  showed  diffuse 
scarring  of  the  adipose  tissue  and  small 
thrombi  in  the  radicles  of  the  mesenteric 
venous  drainage  (Fig.  2A).  The  arterial 
branches  contained  no  thrombi.  Some  of 
the  venous  thrombi  showed  evidence  of 
organization  (Fig.  2B),  but  some  were 
relatively  recent  (Fig.  2C).  I interpret  the 
varying  age  of  intravenous  thrombi  as 
| representing  a continuing  process.  The 
older  thrombi  could  have  been  anywhere 
from  two  to  four  weeks  old.  The  diffuse 


fibrosis  was  accompanied  by  deposition  of 
abundant  collagen  fibers  which  were 
certainly  not  less  than  three  weeks  old 
(Fig.  3).  A modest  inflammatory  reaction 
accompanied  the  fibrosis,  and  the  exudate 
was  mixed,  containing  lymphocytes,  plasma 
cells,  and  a few  histiocytes.  Lobules  of 
adipose  tissue  were  undergoing  compression 
atrophy  secondary  to  the  fibrotic  process. 

The  preceding  observations  are  not  what 
one  would  expect  to  find  after  a simple, 
nonpenetrating  stab  wound  and  an 
exploratory  laparotomy.  I conjectured 
whether  or  not  the  patient  might  have 
sustained  some  additional  injury  to  his 
abdomen  when  he  was  stabbed;  he  might 
have  been  kicked  or  punched.  However,  I 
am  informed  by  aficionados  of  street- 
fighting that  the  usual  pattern  of  such 
engagements  does  not  include  kicking  or 
punching;  apparently  the  man  with  the 
knife  in  his  hand  is  content  to  strike  one 
swift,  decisive  blow.  Also,  there  was  no 
evidence  of  blunt  trauma  at  the  time  of  the 
first  exploration.  I shall  have  to  infer  that 
the  fibrosis  and  venous  thrombosis  seen  a 
month  later  were  the  result  of  the  surgical 
exploration.  One  wonders  whether  or  not 
this  patient  was  particularly  liable  to 
atypical  healing  and  repair.  Can  we  inter- 
pret the  mesenteric  fibrosis  in  the  sense  of 
an  internal  keloid?  If  so,  we  thought  it 
worth  trying  to  see  whether  his  external 
scar  healed  normally  or  whether  there  was 
an  excess  of  fibrous  tissue.  However, 
more  than  a year  had  passed  since  his 
hospitalization,  and  efforts  to  locate  him 
were  not  successful.  As  one  might  surmise, 
a man  who  gets  stabbed  in  the  street  has  a 
great  tendency  to  disappear  into  the 
flotsam  and  jetsam  of  the  anonymous  ur- 
ban poor.  Constant  surveillance  of  bar 
rooms  and  other  drinking  places  might  have 
turned  him  up,  but  there  are  far  too  many 
bars  for  us  to  post  lookouts  in,  congenial  as 
such  duty  might  prove. 

Final  anatomic  diagnoses 

1.  Infarction  of  jejunum  and  ileum, 
segmental 

2.  Fibrosis  of  mesentery  with  thrombosis 
of  small  venous  radicles 
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Recovery  from  certain  of  the  infectious 
diseases  is  accompanied  by  the  development 
of  resistance,  and  second  attacks  of  such 
diseases  are  uncommon.  This  enhanced 
resistance  or  immunity  arises  as  the  result 
of  the  reaction  of  the  host  to  intimate  con- 
tact with  the  disease-producing  infectious 
agent  or  its  products.  Edward  Jenner  in 
1796  introduced  deliberate  defense  against 
infection  when  he  observed  that  infection  of 
human  beings  with  cowpox,  a disease  of 
cattle,  protected  against  subsequent  infec- 
tion with  smallpox.  Today  immunization, 
public  health  measures,  and  chemotherapy 
without  important  exception  give  man 
power  to  control  all  of  the  infectious  dis- 
eases that  have  threatened  human  life. 
Although  the  practical  problems  of  im- 
munization have  been  solved,  immunology 
remains  an  important  and  active  branch  of 
medicine.  Immunologists  of  today,  how- 
ever, are  not  so  much  interested  in  finding 
out  how  to  immunize  people  more  effec- 
tively against  diphtheria,  poliomyelitis,  or 
other  infectious  diseases,  problems  which 
have  engaged  their  attention  so  intensely  in 
the  past.  They  are  more  concerned  with 
what  happens  when  an  individual  becomes 
immunized  and  how  immunologic  responses 


may  be  utilized  or  controlled  to  solve  other 
problems  of  medicine  which  to  date  have 
eluded  solution  or  experimental  attack. 
They  are  busily  engaged  with  their  surgical 
colleagues  in  the  study  of  the  difficult  prob- 
lems of  organ  transplantation.  What  has 
to  be  done  to  make  organ  transplantation 
between  individuals  readily  successful? 
Why  can  skin  be  grafted  from  one  site  to 
another  in  the  same  individual  but  not 
between  individuals  unless  they  are  iden- 
tical twins?  Why  is  it  that  an  individual 
who  suffered  a single  virus  infection  such 
as  smallpox  as  long  as  fifty  or  sixty  years 
ago  continues  to  produce  antibodies  against 
the  virus?  Why  in  auto-immune  diseases, 
such  as  rheumatoid  arthritis,  acquired 
hemolytic  anemias,  and  Hashimoto’s  dis- 
ease of  the  thyroid,  are  abnormal  immune 
reactions  directed  against  the  body’s  own 
cells  and  tissues?  Immunology,  the  well- 
established  science  of  these  phenomena,  has 
solved  such  difficult  problems  in  the  past. 
Experimental  technics  developed  in  im- 
munology have  fertilized  other  disciplines 
and  provide  potential  for  rich  contribution 
to  the  understanding  of  the  central  prob- 
lems of  biology  in  the  future. 

The  environmental  stimulus  which  is 
responsible  for  building  resistance  or  devel- 
oping the  immune  response  comes  under  the 
name  of  an  antigen.  Antigens  include 
many  materials  of  varied  type  but  usually 
of  protein  or  polysaccharide  nature.  They 
must  be  immunologically  foreign  to  the 
host.  That  is,  they  as  a rule  must  come 
from  another  species  or  be  so  modified  that 
the  host  reacts  to  them  as  if  they  were  a 
foreign  substance.  Antigens  may  be  pro- 
teins, whole  cells,  microbial  products,  or 
extracts  of  plants  or  animals.  They  may 
gain  entry  into  the  body  by  natural  means 
or  by  parenteral  injection.  Following  this 
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event  there  may  appear  in  the  serum  in  a 
few  days  substances  which  possess  the 
unique  properties  of  reacting  with  the  mate- 
rial which  was  injected.  These  substances 
are  called  antibodies. 

The  story  of  antibodies  began  in  1890 
with  Von  Behring’s  and  Kitsato’s  demon- 
stration of  the  specific  antitoxic  properties 
of  the  serum  of  animals  some  weeks  after 
the  injection  of  tetanus  toxin.  Within  the 
next  forty  years  a majority  of  the  presently 
known  immunologic  phenomena  concerning 
demonstrable  antibodies  were  discovered. 
Antibodies  first  studied  were  those  mainly 
concerned  with  protection  against  toxins  of 
infections,  but  also  during  this  period 
anaphylaxis,  the  Arthus  phenomenon,  sero- 
logic specificity,  and  the  importance  of 
haptenic  groups  had  been  discovered.  The 
sterochemical  basis  of  the  specificity  of 
antigen-antibody  reactions  had  been  recog- 
nized and  the  importance  of  complement  in 
immune  bacteriolysis  and  hemolysis  had 
been  established.  Evidence  had  been  ob- 
tained to  support  the  belief  that  antibody 
formation  was  associated  with  the  cells  of 
the  lymphoid-macrophage  system.  Of  in- 
terest to  the  present  discussion  is  the  fact 
that  enzyme  immunity  had  been  studied, 
and  among  the  first  enzymes  to  be  so  inves- 
tigated was  jackbean  urease. 1 ~3 

Enzymes,  the  catalysts  required  for  a 
majority  of  biologic  reactions  and  known 
for  their  high  degree  of  specificity,  are  anti- 
genic proteins.  Antibodies  formed  when 
enzymes  produced  by  species  foreign  to  the 
host  are  injected,  react  with  the  enzymes 
responsible  for  their  production  or  with 
those  closely  related.  Antibodies  to  en- 
zymes provide  advantages  over  a majority 
of  other  antibodies  in  that  they  may  be 
utilized  in  three  component  systems  in 
which  the  enzyme,  its  antibody,  and  sub- 
strate are  combined.  Disappearance  of 
substrate  or  production  of  products  may 
then  be  used  as  indices  of  reactivity  in  addi- 
tion to  the  reaction  between  the  enzyme 
and  its  antibody.4  Antienzymes  gen- 
erally inhibit  enzyme  activity  and  above 
all  provide  excellent  means  for  detect- 
ing, inhibiting,  and  characterizing  indi- 
vidual enzymes  in  multicomponent  systems. 
These  attributes  have  been  applied  to  such 
diverse  problems  as  enzyme  formation, 
characterization  of  genetically  altered  en- 
zymes, alteration  of  protein  structure,  the 


localization  of  enzymes  and  isozymes,  and 
chemical  embryology.  It  has  been  possible 
in  genetic  research  with  the  use  of  anti- 
enzymes to  detect  mutationally  altered 
enzyme  proteins  which  have  aberrant  en- 
zyme activity  or  are  devoid  of  activity  al- 
together. They  have  provided  an  excellent 
means  of  characterizing  the  antigenic  and 
immunologic  properties  of  these  abnormal 
molecules  and  in  some  cases  to  relate  muta- 
tional events  to  specific  regions  of  the 
structural  gene.  The  criterion  of  immuno- 
logic reactivity  in  addition  to  enzymatic 
activity  has  been  especially  valuable  for 
studying  problems  of  enzyme  formation  and 
regulation.46 

Urease  immunity  in  nutrition 

Investigations  in  this  laboratory  over  the 
past  several  years  have  shown  that  enzymes 
elaborated  by  gastrointestinal  microorgan- 
isms in  birds  and  mammals  including  man 
may  be  harmful  and  that  they  also  may  be 
inhibited  by  immunity  to  certain  enzymes 
injected  as  antigens.  The  application  of 
enzyme  immunity  to  experiments  in  nutri- 
tion, liver  insufficiency,  and  irradiation 
damage  was  preceded  by  studies  on  the 
mode  of  action  of  antibacterial  substances 
as  growth  stimulants  in  animals  and  as 
therapeutic  measures  for  reducing  microbial 
ammonia  production  in  human  patients 
suffering  from  liver  insufficiency.  These 
experiments  showed  that  100  ppm  of  chlor- 
tetracycline,  penicillin,  and  arsanilic  acid 
fed  in  a complete  diet  to  rats  produced  a 
significant  depression  in  C14  (radioactive 
carbon)  urea  hydrolysis  in  vivo  and  a reduc- 
tion in  gastrointestinal  urease  activity  in 
vitro.6  While  it  was  well  known  that  large 
doses  of  antibiotics  or  sulfonamides  vir- 
tually eliminate  the  gastrointestinal  micro- 
flora and  abolish  urea  hydrolysis  in  the 
living  animal,7  this  finding  was  significant  in 
that  these  agents  were  added  to  the  diet  in 
a concentration  which  increases  the  rate  of 
growth.  Furthermore  this  concentration 
has  not  produced  consistently  demonstrable 
quantitative  or  qualitative  changes  in 
the  species  of  gastrointestinal  microflora.8 
More  importantly,  the  activity  of  urease 
for  which  there  is  only  one  known  primary 
substrate,  urea,  was  inhibited  by  each  of 
the  additives.  This  common  inhibitory  ac- 
tion of  one  enzyme  had  not  been  reported 
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previously  for  these  agents  under  similar 
conditions. 

Urea,  whether  produced  endogenously  or 
administered  parenterally,  is  a freely  diffus- 
ible molecule  which  has  free  access  from  the 
blood  and  tissue  fluid  to  all  levels  of  the 
gastrointestinal  tract  where  it  is  readily 
hydrolyzed  by  ureases.  Urea  hydrolysis  is 
continuous  in  man  and  lower  animals  living 
in  conventional  environments. 7 • 9 ~ 1 1 Urease 
is  the  only  enzyme  discovered  that  can  carry 
on  this  hydrolysis  in  vivo.  It  is  believed 
to  be  entirely  of  microbial  and  plant  origin.7 
Since  ureases  from  a wide  variety  of  sources 
hydrolyze  urea,  it  was  reasoned  that  all 
ureases  are  similar  in  chemical  structure  and 
that  antibodies  against  one  might  be  selec- 
tive and  effective  inhibitors  of  bacterial 
ureases  in  the  complex  environment  existing 
in  the  gastrointestinal  lumen  of  the  living 
animal.  Information  determining  this  fact 
had  to  be  established.  Crystalline  jackbean 
urease,  a globulin  of  high  molecular  weight 
and  potent  antigenicity,  was  used.3 

When  rats  were  immunized  with  injec- 
tions of  crystalline  jackbean  urease,  their 
serum  contained  high  concentrations  of 
antiurease,  and  substances  capable  of 
hemagglutinating  urease-sensitized  erythro- 
cytes were  excreted  in  the  feces  and  urine.12 
The  immunized  rats  metabolized  a smaller 
percentage  of  injected  C14  urea,  and  their 
gastrointestinal  contents  contained  sig- 
nificantly less  urease  activity.  These  im- 
munized rats  and  immunized  chicks  grew 
faster  than  their  respective  nonimmunized 
controls.13  Thus,  the  observed  changes 
with  respect  to  urea  hydrolysis  and  growth 
duplicated  those  seen  with  the  feeding  of 
antibacterial  substances.  This  lowering  of 
urease  activity  in  the  gastrointestinal  con- 
tents following  urease  immunity  has  since 
been  confirmed  in  other  species,  although 
growth  increases  have  not  been  observed  in 
each  case.14-16  Preliminary  evidence  in 
sheep  fed  only  urea  as  a source  of  nitrogen 
indicates  that  microbial  urea  hydrolysis  and 
release  of  ammonia  may  be  reduced  by 
urease  immunity  under  these  critical  condi- 
tions.16 It  has  been  possible  on  the 
basis  of  these  enzyme  immunity  experi- 
ments to  single  out  the  significance  of  a 
bacterial  enzyme-mediated  reaction  in  vivo 
and  to  find  by  means  of  in  vitro  tests  selec- 
tive chemical  inhibitors  of  urease.  Several 
chemical  agents  of  widely  different  structure 


have  been  found  to  inhibit  urease  activity 
in  vitro  and  in  the  gastrointestinal  tract. 
Increased  growth  was  observed  in  animals 
or  birds  fed  such  agents  in  the  diet. 17  Other 
laboratories  have  used  in  vitro  urease  in- 
hibition as  a means  of  selecting  agents  of 
possible  therapeutic  value  in  liver  dis- 
ease.18,19 

Urease  immunity  in  liver  insufficiency 

Although  the  precise  nature  of  the  cere- 
brotoxic  substance  originating  in  the  intes- 
tine which  causes  hepatic  encephalopathy 
is  not  known,  it  is  most  probably  a nitrog- 
enous breakdown  product  of  protein  which 
is  associated  with  the  release  of  ammonia. 
It  may  be  ammonia  itself.  Ammonia  is 
detrimental  to  patients  with  liver  disease, 
and  elevated  blood  ammonia  concentrations 
are  frequently  associated  with  hepatic 
coma . 20, 2 1 Patients  with  liver  disease  bene- 
fit by  measures  which  reduce  the  production 
of  ammonia  in  the  gastrointestinal  tract,  a 
major  source  of  free  ammonia  in  the  body. 
This  is  commonly  accomplished  by  dietary 
protein  restriction  and  alteration  of  the 
bacterial  flora  by  orally  administered  anti- 
bacterial agents.20  With  impaired  renal 
function,  gastrointestinal  urea  hydrolysis 
may  be  the  major  source  of  ammonia  which 
is  produced,21  and  the  quantity  may  be 
sufficient  to  produce  precoma  or  coma  in 
patients  with  liver  disease.20 

Following  extensive  toxicologic  investiga- 
tions in  six  species  of  animals,  urease  im- 
munity has  been  tested  for  control  of  ammo- 
nia production  in  the  gastrointestinal  tract 
of  about  25  patients  suffering  from  far- 
advanced  hepatic  insufficiency.  Immuni- 
zation has  permitted  them  to  increase  their 
intake  of  dietary  protein  from  80  to  300 
per  cent.  Such  immunized  patients  have 
demonstrated  a reduction  in  episodes  of 
ammonia  intoxication.  They  have  not  re- 
quired antibiotic  therapy  which  is  usually 
combined  with  dietary  protein  restriction  to 
prevent  ammonia  intoxication  in  severe 
liver  disease.  These  patients  have  received 
controlled  doses  of  enzyme  at  four-  to  six- 
week  intervals  for  periods  exceeding  two 
years  without  evidence  of  harmful  effect. 
Studies  in  such  immunized  patients  have 
found  it  possible  to  recover  94  to  98  per  cent 
of  intravenously  administered  C14  urea  fol- 
lowing immunization.  This  compares  with 
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recoveries  seen  in  normal  human  subjects 
given  large  doses  of  oral  antibiotics  and 
indicates  the  efficiency  of  such  immuniza- 
tion.22"24 

Urease  immunity  in  irradiation 

Recently  exciting  evidence  from  seven 
experiments  with  700  mice  has  been  ob- 
tained showing  protection  against  lethal 
dosages  of  whole-body  cobalt-60  gamma 
irradiation  following  active  and  passive 
immunity  against  crystalline  jackbean 
urease.  In  repeated  experiments  the 
median  lethal  dose  at  thirty  days  for  un- 
treated animals  was  600  r,  while  for  mice 
injected  intraperitoneally  with  antisera  it 
was  860  r.  At  800  r of  exposure  where 
most  of  the  observations  were  made,  21  per 
cent  of  control  animals  survived  for  thirty 
days,  whereas  over  70  per  cent  survived  if 
given  immune  antisera  from  rabbits  before 
irradiation.  Survival  was  lower  with  anti- 
sera than  with  chemical  radioprotective 
agents  such  as  AET  (S,  beta-aminoethyliso- 
thiuronium  bromide*  hydrobromide)  and 
MEA  (beta-mercaptoethylamine  hydro- 
chloride) which  must  be  given  immediately 
before  irradiation  exposure.  It  may  be  sig- 
nificant that  both  of  the  chemical  agents 
inhibit  urease  as  parent  compounds  or 
metabolites.25  The  immunity  approach, 
however,  has  the  advantage  that  it  is 
physiologic  and  may  be  conferred  weeks  or 
months  in  advance.  More  important,  the 
evidence  points  to  ammonia  as  a possible 
harmful  toxin  in  irradiation  death.  Its  pos- 
sible significance  is  suggested  in  cancer 
radiotherapy  where  damage  to  normal 
tissue  seriously  limits  the  intensity  with 
which  neoplasia  may  be  treated. 

These  data  along  with  those  of  Sullivan26 
point  out  the  importance  of  body  secretions 
and  microbial  enzymes  in  the  irradiation 
syndrome.  The  work  of  Sullivan  suggests 
that  bacterial  transformation  of  bile  salts 
may  be  harmful  in  the  irradiated  animal. 
Our  own  published  and  unpublished  data 
support  the  view  that  products  of  bile  acid 
and  urea  hydrolysis  also  decrease  growth 
and  exert  toxic  effects  in  birds  and  mam- 
mals.27 It  is  conceivable  that  these  toxic 
products  also  hasten  degenerative  or  senil- 
ity changes  in  populations  not  deliberately 
exposed  to  irradiation.  Irradiation  pro- 
duces qualitatively  similar  changes,28  and 


the  evidence  from  our  experiments  would 
suggest  that  ammonia  production  and  bile 
acid  hydrolysis  themselves  may  induce  such 
changes  over  a lifetime. 

Evidence  obtained  to  date  confirms  that 
serum  antibodies  to  jackbean  urease  inhibit 
enzymatic  activity  of  the  homologous  en- 
zyme in  vivo  and  in  the  reaction  flask. 
These  antibodies  also  inhibit  bacterial 
urease  activity  when  added  to  gastrointes- 
tinal homogenates  of  conventional  animals. 
Whether  the  inhibition  of  urease  activity  in 
the  gastrointestinal  tract  in  vivo  is  due  to 
antibodies  entering  from  the  blood  stream 
or  whether  they  are  produced  locally  has 
not  been  shown  directly.  Whatever  their 
source,  they  are  present  in  the  gastrointes- 
tinal lumen  and  remain  competent  to  cross 
react  with  their  homologous  antigen.  They 
enter  in  sufficient  quantity  to  inhibit  enzy- 
matic activity  of  bacterial  ureases  which  are 
present.12-15  The  protection  of  animals 
against  whole-body  irradiation  by  passive 
transfer  of  immune  serum  and  the  lack  of 
protection  with  nonimmune  serum  argues 
strongly  that  such  antibodies  enter  the 
gastrointestinal  lumen  from  the  circula- 
tion.25 There  is  evidence  that  plasma  pro- 
teins enter  gastric  mucus  and  other  secre- 
tions and  that  antibodies  are  released  into 
the  gastrointestinal  lumen.29-31  Charac- 
teristically of  antibodies,  antiurease  would 
not  be  expected  to  enter  cells.  It  thus  must 
act  against  extracellular  enzymes  and  ac- 
cording to  preliminary  evidence  does  not 
alter  bacterial  growth.  The  data  support 
the  concept  that  dead  microorganisms 
undergoing  lysis  in  the  gastrointestinal  tract 
release  enzymes  which  are  detrimental  to 
the  host. 

The  foregoing  evidence  obtained  with 
urease  immunity  suggests  that  a depression 
of  ammonia  production  by  microbial  en- 
zymes acting  on  nitrogenous  substrates 
in  the  gastrointestinal  lumen  accelerates 
growth  of  the  young  animals,  is  at  least 
partially  responsible  for  growth  acceleration 
by  antibacterial  substances,  is  beneficial  to 
patients  with  liver  insufficiency,  and  exerts 
protection  against  some  of  the  harmful 
effects  of  whole-body  irradiation.  How- 
ever, a major  significance  of  these  investiga- 
tions is  that  they  demonstrate  the  possible 
value  of  enzyme  immunity  for  studies  of 
host  bacterial  enzyme  relationships  in  the 
gastrointestinal  lumen.  Many  substances 
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possessing  antigenic  properties  other  than 
products  of  microorganisms  may  be  found 
in  gastrointestinal  contents.  Not  all  are 
enzymes.  Selective  utilization  of  these  fac- 
tors as  antigens  for  study  of  their  possible 
relationship  to  the  host  appears  to  offer 
important  opportunities.  The  technic 
offers  the  additional  advantage  of  utilizing 
antibodies  produced  by  tissues  of  the  host, 
thereby  avoiding  the  complications  im- 
posed by  exogenous  chemical  agents. 

It  is  frequently  not  appreciated  that 
substances  produced  as  normal  secretions  of 
the  body  may  serve  as  substrates  in  the 
gastrointestinal  tract  for  conversion  by 
microbial  activity  into  harmful  substances. 
Urea  and  bile  acids  are  hydrolyzed  by  extra- 
cellular microbial  enzymes  and  not  by 
endogenous  enzymes.32  As  is  true  of  urea 
hydrolysis,  bile  acid  hydrolysis  may  be 
subject  to  immunologic  control.  These 
substrates  are  secreted  throughout  the  life 
of  the  host,  and  the  enzymes  of  microbial 
origin  responsible  for  their  hydrolysis  are 
also  constantly  present.  Immunologic 
methods  represent  a physiologic  approach 
for  control  of  these  processes  and  for  eval- 
uating their  relationships  to  growth,  nu- 
trient utilization,  liver  and  gastrointestinal 
function,  irradiation,  and  senescence. 
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Although  acute  dissecting  aneurysms  of 
the  aorta  are  associated  with  a high  early 
mortality,  a number  of  patients  survive 
this  phase  of  the  disease  and  do  well  with- 
out surgical  treatment.  Definitive  surgi- 
cal management  requires  either  repair 
or  resection  of  the  site  of  intimal  tear. 
Although  significant  salvage  has  been 
achieved,  the  high  operative  mortality  has 
led  to  the  use  of  nonoperative  therapy  with 
hypotensive  drugs.  Proponents  of  each 
therapeutic  modality  have  claimed  supe- 
riority for  their  method. 

We  find  that  two  varieties  of  dissection, 
namely  mural  hematoma  and  retrograde 
dissection,  occur  with  sufficient  frequency 
to  require  differentiation  from  the  usual 
types  of  dissection.  Retrograde  percu- 
taneous catheter  aortography  can  localize 
the  site  of  intimal  tear  or  demonstrate  its 
effective  absence.  The  decision  to  employ 
operative  or  nonoperative  treatment  can 
be  made  on  the  basis  of  this  study.  If 
surgery  is  decided  on,  the  site  for  opera- 
tive repair  can  similarly  be  best  established 
with  this  method  of  aortic  visualization. 


Aneurysms  of  the  descending,  thoracico- 
abdominal,  and  abdominal  aorta  may  ap- 
pear radiographically  entirely  to  the  right. 
Perforation  into  spaces  and  viscera  on 
the  right  side  occurs  in  descending  aorta 
aneurysms  in  at  least  10  per  cent  of  all 
cases.  Four  cases  of  aneurysm  present  to 
the  right  exclusively  on  radiologic  observa- 
tion are  discussed.  One  of  these,  a 
thoracico-abdominal  aneurysm,  ruptured 
into  the  right  pleura  fatally. 

It  has  been  shown  that  as  syphilis  declines 
and  arteriosclerosis  becomes  more  often  the 
cause  of  aneurysm,  there  is  a shift  distal- 
ward  of  aneurysms  favoring  the  descending 
thoracic  and  abdominal  aorta  as  their  loci. 
As  a result  right  presentation  will  become 
a source  of  confusion  more  often. 

Diagnosis  of  descending  or  thoracico- 
abdominal  aneurysms  when  small  or  when 
present  only  to  the  right  may  be  difficult. 
Those  descending  aorta  aneurysms  found  in 
the  vicinity  of  the  hilum  of  the  right  lung 
where  they  appear  as  rounded  mediastinal 
masses  somewhat  posterior  in  location  must 
be  differentiated  from:  (1)  lymphadenop- 
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athy,  benign  or  malignant;  (2)  broncho- 
genic carcinoma;  (3)  bronchogenic,  en- 
terogenous, or  lymphatic  cyst;  (4)  pul- 
monary artery  or  vein  aneurysm;  (5) 
neurogenic  tumor;  (6)  paraspinal  abscess; 
(7)  meningocele;  (8)  right  ventricular 
aneurysm;  (9)  syphilitic  aneurysm  of 
noncoronary  sinus  of  Valsalva;  (10)  esoph- 
ageal tumors,  benign  and  malignant; 
(11)  paramediastinal  fluid;  and  (12)  tor- 
tuous, kinked  aorta. 

In  the  right  cardiophrenic  angle  such 
rounded  tumors,  once  again  appearing 
principally  posteriorly,  may  be  confused 
with:  (1)  intra pulmonary  lobar  sequestra- 
tion; (2)  enterogenous  cyst;  (3)  para- 
esophageal hiatus  hernia;  (4)  epiphrenic 
diverticulum;  (5)  pericardial  cyst;  (6) 
neurogenic  tumor;  or  (7)  tortuous,  kinked 
aorta.  Roentgenographically  the  most  im- 
portant sign  is  a mass  remaining  with  the 
aorta  in  all  projections. 

Roentgen  methods  of  differentiating  an- 
eurysms from  other  masses  to  the  right 
consist  principally  of  barium  studies  and 
tomography  in  addition  to  oblique  views. 
Angiography  offers  confirmation  as  well 
as  more  exact  anatomic  information  useful 
to  the  surgeon. 
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Congenital  fistulas  between  the  esoph- 
agus and  any  level  of  the  respiratory 
tract  are  relatively  uncommon  lesions,  in 
the  absence  of  esophageal  atresia.  Con- 
genital esophagobronchial  fistulas  can  be 
separated  from  the  total  group  as  a distinct 
entity.  Recently,  2 adult  patients  were 


seen  on  the  surgical  service  of  the  Colum- 
bia-Presbyterian Medical  Center  with 
esophagobronchial  fistulas.  One  patient  had 
had  recurrent  pneumonias  since  infancy 
and  severe  destructive  lung  disease  as  a 
consequence  of  the  fistula.  The  second 
patient  had  recurrent  episodes  of  hemop- 
tysis, but  no  significant  pulmonary 
changes  were  demonstrable. 

In  both  cases  the  diagnosis  was  es- 
tablished by  barium  swallow,  and  the 
fistula  was  demonstrated  coursing  from 
the  esophagus  to  the  posterior  basal  seg- 
mental bronchi  of  the  right  lower  lobe. 

A review  of  the  literature  was  carried 
out,  and  a total  of  229  cases  of  congenital 
fistulas  between  the  esophagus  and  tracheo- 
bronchial tree  were  collected.  Approxi- 
mately one  quarter  of  these  passages  were 
between  the  esophagus  and  the  bronchial 
tree. 

The  cases  were  divided  into  two  groups 
according  to  patient’s  age  at  time  of  diag- 
nosis. In  the  “infant-childhood”  group, 
the  newborn  to  fourteen  years  of  age,  91 
per  cent  of  the  congenital  fistulas  were 
tracheo-esophageal  fistulas.  This  is  in 
sharp  contrast  to  the  “adult”  group,  in 
whom  the  diagnosis  was  made  after  the 
fourteenth  year  of  life  where  70  per  cent 
were  esophagobronchial  fistulas. 

In  three  fourths  of  the  reports  the  sex  of 
the  patient  was  stated.  Males  predomi- 
nated approximately  60:40  in  the  infant- 
childhood  group.  In  the  adult  group,  the 
distribution  between  male  and  female  was 
almost  evenly  divided. 

In  the  adult  patients,  the  most  common 
symptom  was  paroxysmal  coughing  after 
swallowing  liquids.  In  addition,  chronic 
productive  cough,  recurrent  bouts  of  bron- 
chopneumonia, and  intermittent  unex- 
plained hemoptysis  correlated  well  with 
established,  destructive  lung  disease. 

This  review  emphasized  the  importance 
of  considering  these  lesions  in  the  dif- 
ferential diagnosis  in  any  patient  with  other- 
wise unexplained  recurrent  pulmonary  in- 
fection and  hemoptysis.  If  the  diagnosis  is 
made  sufficiently  early,  the  fistula  can 
be  closed  before  irreversible  pulmonary 
changes  occur. 


2562  New  York  State  Journal  of  Medicine  / October  1,  1966 


Transvenous  Synchronous 
Cardiac  Pacing 

SEYMOUR  FURMAN,  M.D. 
Syracuse,  New  York 
DORIS  J.  W.  ESCHER,  M.D. 

Scarsdale,  New  York 
JOHN  B.  SCHWEDEL,  M.D. 

New  York  City 

From  the  Division  of  Surgery  and  Medicine, 
Montefiore  Hospital  and  Medical  Center, 
The  Bronx,  New  York 


In  the  past  year  advances  in  technics  of 
cardiac  pacing  have  lead  to  a greater  em- 
phasis on  permanent  transvenous  pacing 
and  the  evolution  of  a satisfactory  technic 
for  transvenous  synchronous  pacing. 
Transvenous  pacing  technics  with  an  im- 
planted pulse  generator  have  been  demon- 
strated to  result  in  stable,  asynchronous 
pacing,  so  that  extension  to  synchronous 
pacing  has  been  desirable.  The  major 
problem  for  transvenous  synchronous  pac- 
ing has  been  the  inadequacy  of  the  atrial 
signal  received  by  a catheter  floating  freely 
within  the  atrium.  Such  an  electrode  can, 
by  careful  positioning  near  the  sino-atrial 
node  or  within  the  mid-right  atrium,  re- 
ceive a consistent  signal  of  1.5  to  3 milli- 
volts, adequate  in  almost  all  instances  to 
trigger  a synchronous  pacemaker  with  a 
sensitivity  of  0.5  to  1 millivolts.  Standard 
C-51  catheters*  used  either  in  the  bipolar 
or  unipolar  node,  introduced  through  the 
cephalic  or  external  jugular  vein,  are  ade- 
quate to  provide  such  sensitivity.  Careful 
determination  of  the  site  of  maximum  atrial 
signal  must  be  determined  for  each  patient; 
this  point  will  lie  in  the  sino-atrial  node 
area  in  over  half  of  the  patients,  and  the 
signal  developed  will  be  in  excess  of  2 milli- 
volts in  two  thirds  of  the  patient  popula- 
tion. 

Such  pacing  is  especially  satisfactory  for 
the  young  person  requiring  a synchronous 
rate,  the  person  with  occasional  sinus 
conduction,  or  the  person  with  an  underly- 
ing sinus  rhythm  who  occasionally  has 
episodes  of  block  and  asystole. 

Supported  in  part  by  U.S.  Public  Health  Service  grants 
HE04666-07  and  HE09368-01A1. 

* U.S.  Catheter  and  Instrument  Corporation,  Glens  Falls, 
New  York. 
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Bacteriologic  cultures  were  taken  of  the 
expectorated  sputum  and  from  swabs  of  the 
pharynx,  the  trachea,  and  both  mainstem 
bronchi.  The  tracheal  and  bronchial  speci- 
mens were  obtained  through  a broncho- 
scope using  a special  technic  to  avoid  con- 
tamination by  secretions  in  the  upper 
respiratory  tract.  In  all  cases  bronchos- 
copy was  carried  out  under  general  an- 
esthesia. 

Potential  respiratory  pathogens  were 
cultured  from  bronchial  swabs  in  20  of  100 
cases.  In  order  of  frequency  of  occurrence 
the  bronchial  pathogens  were  Hemophilus 
influenzae  (9),  Staphylococcus  aureus  (6), 
Diplococcus  pneumoniae  (5),  and  coliform 
gram-negative  rods  (3).  H.  influenzae  was 
found  with  D.  pneumoniae  in  2 cases;  with 
Staph,  aureus  in  1 case. 

Only  1 of  16  patients  with  minimal 
bronchopulmonary  disease  yielded  a po- 
tential respiratory  pathogen  from  his 
bronchial  swabs.  Among  46  patients  with 
tumors  of  the  lung,  esophagus,  or  medi- 
astinum there  was  a 22  per  cent  incidence  of 
pathogens  in  the  bronchi,  while  26  patients 
with  a variety  of  pulmonary  inflammatory 
diseases  had  a 15  per  cent  incidence  of  po- 
tential pulmonary  pathogens  in  cultures  of 
bronchial  swabs.  The  highest  yield  of 
bronchial  pathogens  occurred  among  12 
patients  who  previously  had  undergone 
either  pulmonary  resection  or  radiotherapy 
to  the  chest.  Five  or  42  per  cent  of  these 
patients  had  pathogens  cultured  from  their 
bronchial  swabs. 

Whereas  the  lower  respiratory  tract  be- 
low the  level  of  the  tracheal  carina  is 
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normally  free  of  potential  respiratory 
pathogens,  interference  with  the  “bronchial 
clearing  mechanism”  caused  by  inflamma- 
tory and/or  mechanical  alterations  of  the 
lungs  may  allow  the  invasion  and  coloniza- 
tion of  these  organisms. 
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The  third  known  successful  correction  of 
acquired  ventricular  septal  defect  with  as- 
sociated left  ventricular  aneurysmectomy 
was  performed  in  March,  1965. 

A sixty-nine-year-old  white  female  with- 
out prior  episodes  of  coronary  insufficiency 
sustained  a major  myocardial  infarction 
with  subsequent  development  of  a ventric- 


ular septal  defect  and  aneurysm  of  the 
left  ventricle.  Surgical  correction  was  per- 
formed after  four  months  of  intensive 
therapy  required  to  control  congestive  heart 
failure.  Two  months  after  surgery  she 
was  free  of  symptoms  and  signs  of  con- 
gestive failure. 

The  patient  presented  clinical,  electro- 
cardiographic, and  biochemical  evidence  of 
an  extensive  myocardial  infarction.  De- 
layed development  of  systolic  and  di- 
astolic murmurs  was  accompanied  by 
severe  congestive  heart  failure.  Radiog- 
raphy demonstrated  cardiomegaly,  left 
ventricular  aneurysm,  and  pulmonary  con- 
gestion. Cardiac  catheterization  con- 
firmed a large  left-to-right  shunt  at  the 
ventricular  level,  a cardiac  index  of  1.5, 
and  pulmonary  wedge  mean  pressure  of  30 
mm.  Hg. 

A transaneurysmal  approach  was  chosen 
to  avoid  extensive  collateral  circulation 
from  the  right  coronary  system  and  com- 
promise of  right  ventricular  performance. 
Left  ventriculotomy  permitted  wide  ex- 
posure through  nonfunctioning,  para- 
doxically moving  aneurysmal  tissue  and 
subsequent  aneurysmectomy. 

Our  experience  with  that  of  others  indi- 
cates that  this  combination  of  lesions  is 
ultimately  lethal  and  that  ventricular 
aneurysm  usually  accompanies  acquired 
ventricular  septal  defect. 

If  feasible,  intensive  medical  care  for 
three  months  to  permit  healing  of  the  in- 
farction, followed  by  an  aggressive  surgical 
approach  as  outlined,  is  recommended. 
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The  influence  of  pregnancy  on  the 
course  of  both  regional  enteritis  and  ulcera- 
tive colitis  has  been  well  documented; 
it  may  exacerbate  the  disease  either  during 
gestation  or  in  the  immediate  postpartum 
period.  One  of  the  possible  implications  of 
treatment  of  inflammatory  bowel  disease 
in  the  mother  is  the  narcotic  withdrawal 
syndrome  in  the  newborn. 

Case  report 

A 3,000-Gm.  male  infant  was  born  to  a 
thirty-three-year-old  white  woman  after 
thirty-eight  weeks  gestation.  She  had  had 
one  previous  pregnancy.  Labor  was  spon- 
taneous and  lasted  seventeen  hours.  Dur- 
ing this  time  the  mother  received  meper- 
idine hydrochloride  600  mg.,  promazine 
hydrochloride  (Sparine)  75  mg.,  and  scopol- 
amine 0.5  mg.  The  delivery  was  unevent- 
ful; the  child  breathed  and  cried  spon- 
taneously. The  mother’s  blood  type  was 
0-positive,  the  baby’s  A-positive,  and  the 
Coombs’  test  result  was  negative. 

At  birth,  the  infant  appeared  to  be  a 
normal  newborn  male.  At  thirty-six  hours 
of  age  he  vomited  three  times  and  exhibited 


persistent  simultaneous  movements  of  all 
four  extremities.  The  nurse  reported  “con- 
stant crying  around  the  clock.”  Hyper- 
kinesia, hyperirritability,  and  vomiting  per- 
sisted, and  at  forty-eight  hours  of  age 
copious  mucoid  material  was  suctioned 
from  the  oral  and  nasopharynx.  The  diag- 
nosis of  narcotic  withdrawal  syndrome  was 
made. 

The  infant  was  placed  on  paregoric  (cam- 
phorated tincture  of  opium)  four  drops 
every  four  hours,  and  within  twenty-four 
hours  the  hyperirritability,  crying,  and  ex- 
cess mucus  improved,  and  the  vomiting 
disappeared.  Shortly  thereafter  the  infant 
began  to  take  feedings  without  difficulty, 
and  his  oral  intake  gradually  increased. 
He  was  discharged  on  the  eighth  hospital 
day  on  two  drops  of  paregoric  every  four 
hours.  Gradual  reduction  of  dosage  was 
subsequently  carried  out  without  difficulty. 

The  mother  was  well  known  to  this  hos- 
pital. She  was  first  seen  three  years  earlier 
for  preeclampsia  during  her  first  pregnancy; 
she  subsequently  gave  birth  to  a normal 
male  infant.  In  the  postpartum  period 
she  required  dosages  of  meperidine  hydro- 
chloride varying  between  200  and  300  mg. 
daily,  for  six  days. 

Six  months  later,  the  patient  re-entered 
The  Mount  Sinai  Hospital  for  evaluation  of 
frequent  abdominal  cramps  and  diarrhea. 
Radiographic  studies  revealed  inflam- 
matory disease  of  the  distal  ileum.  An 
ileotransverse  colostomy,  with  exclusion 
of  the  diseased  ileum,  was  performed  for 
regional  enteritis.  Postoperatively,  the 
patient  continued  to  have  diarrhea  and 
hysterical  outbursts;  she  required  deodor- 
ized tincture  of  opium  and  anticholinergic 
drugs  for  control.  At  the  time  of  discharge, 
the  patient  was  having  well-formed  bowel 
movements,  and  x-ray  examination  re- 
vealed no  evidence  of  recurrent  ileitis. 

The  patient  was  not  seen  again  at  this 
hospital  until  the  present  admission.  Dur- 
ing the  first  trimester  of  her  pregnancy, 
she  received  20  drops  of  deodorized  tinc- 
ture of  opium  four  times  daily  because  of 
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crampy,  abdominal  pain  and  diarrhea. 
She  continued  to  take  deodorized  tincture 
of  opium,  and  after  the  sixth  month  of 
gestation,  meperidine  hydrochloride  100 
mg.  three  times  weekly  had  to  be  added 
until  the  time  of  delivery.  While  in  labor 
she  required  more  than  the  usual  amount 
of  meperidine  hydrochloride  (600  mg.). 
During  the  postpartum  period,  she  re- 
ceived meperidine  hydrochloride  300  mg.  the 
first  day,  400  mg.  the  second  day,  500  mg. 
the  third  day,  and  between  200  and  300 
mg.  daily  for  the  ensuing  four  days. 

Comment 

The  neonatal  narcotic  withdrawal  syn- 
drome is  probably  due  to  a physical  de- 
pendence which  develops  during  intra- 
uterine life1  and  occurs  frequently  in  infants 
born  to  narcotic  addicts.2  The  most  com- 
mon drug  encountered  is  diacetylmorphine 
(heroin),3’4  but  other  opiates  including 
codeine5  have  been  implicated.  This  com- 
munication reports  the  occurrence  of  the 
unsuspected  syndrome  in  the  offspring  of  a 
mother  who  had  been  on  narcotic  therapy 
for  a complicating  illness. 

The  mother’s  long-term  therapy  for  re- 
gional enteritis  has  been  outlined.  Deodor- 
ized tincture  of  opium  is  a hydroalcoholic 
solution  containing  10  per  cent  of  opium  or 
1 per  cent  of  morphine.  The  estimated 
daily  dose  of  morphine  in  this  instance  is 
between  50  to  60  mg.  daily.  Addiction  may 
occur  after  a variable  period  of  time,  al- 
though more  than  two  weeks  of  repeated 
use  of  a narcotic  is  usually  necessary. 
However,  addiction  may  develop  in  a few 
days  and  on  occasion  after  only  a few  doses 
in  emotionally  unstable  personalities.  The 
patient  under  discussion  had  many  months 
of  significant  doses  of  both  the  opium 
alkaloids  and  meperidine  hydrochloride 
and  was  known  to  have  an  unstable  per- 
sonality. 

The  signs  and  symptoms  of  the  newborn 
narcotic  withdrawal  syndrome  relate  pri- 
marily to  the  central  nervous  system  and  the 
gastrointestinal  tract  of  the  infant.  The 
babies  have  tremors,  are  irritable  and  hy- 
peractive, and  have  a shrill  high-pitched 
cry.  They  begin  to  vomit,  refuse  feedings, 
and  develop  diarrhea.  The  resulting  de- 
hydration, the  hyperactivity  and  the  dis- 
turbance, as  well  as  the  immaturity  of  the 


central  nervous  system  result  in  tempera- 
ture elevation.  Nasal  stuffiness,  sneezing, 
yawning,  lacrimation,  twitching,  and  hy- 
perhydrosis  may  occur.  Protracted  vomit- 
ing, diarrhea,  and  excessive  sweating  lead 
not  only  to  dehydration  but  also  to  sig- 
nificant electrolyte  imbalance.  Severely  in- 
volved babies  progress  to  cyanosis,  con- 
vulsions, respiratory  depression,  apnea, 
and  shock.  The  over-all  mortality  of  the 
syndrome  at  present  is  approximately 
9 per  cent,  but  at  one  time  it  was  34  per 
cent  and  in  untreated  infants  as  high  as 
93  per  cent.1 

The  infants  are  often  of  low  birth  weight. 
Symptoms  may  develop  at  any  time  within 
the  first  four  days  post  partum,  but  usually 
appear  in  the  first  twenty-four  hours  unless 
masked  by  maternal  medication  and  anes- 
thesia. The  severity  of  the  syndrome  is 
related  to  the  maternal  narcotic  dosage 
immediately  prior  to  birth  as  well  as  to  the 
duration  of  narcotic  therapy.2  Mildly 
ill  newborn  babies  may  show  few  symptoms 
for  several  days  and  require  little  or  no 
therapy,  whereas  severely  involved  new- 
borns may  require  treatment  for  from  six  to 
eight  weeks. 

Infants  thought  to  have  symptoms  of 
narcotic  withdrawal  require  close  observa- 
tion. Vomiting  and  diarrhea  may  lead  to 
aspiration  and  dehydration.  They  also 
increase  temperature  elevation  indicating 
central  nervous  system  stimulation  which 
may  be  followed  by  peripheral  vascular 
insufficiency.  Sedation  and  parenteral 
fluids  are  therefore  of  prime  importance. 
The  caloric  intake  in  the  symptomatic 
newborn  cannot  compensate  for  the  in- 
tense energy  output  due  to  constant  motor 
activity,  and  the  infants  lose  more  weight 
than  usual.  Once  oral  intake  may  begin, 
small  feedings  at  frequent  intervals  are 
desirable.  It  may  take  many  days  before 
the  infant  shows  any  increase  in  weight 
and  weeks  for  birth  weight  to  be  regained. 

A number  of  drugs  ameliorate  the  symp- 
toms of  the  withdrawal  syndrome.  Pare- 
goric has  proved  excellent  during  the  criti- 
cal neonatal  period.  It  controls  the  symp- 
toms related  to  the  central  nervous  system 
and  the  gastrointestinal  tract,  and  it  lends 
itself  to  easy  weaning  from  therapy.  The 
dosage  is  variable,  but  four  drops  every 
three  to  four  hours  is  a good  starting  dose, 
which  may  then  be  raised  or  lowered  as 
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needed.  After  control  of  symptoms  and 
beginning  weight  gain,  the  dose  should  be 
gradually  reduced  to  elimination. 

Promising  results  with  chlorpromazine 
have  been  reported  in  both  infants  and 
adults.6  The  suggested  starting  dosage  is 
0.73  mg.  per  kilogram  every  six  hours  intra- 
muscularly. Once  the  infant  retains  feed- 
ings, oral  therapy  may  be  instituted.  At 
two  to  three  weeks  of  age  the  dosage  is 
reduced,  and  the  infant  is  weaned  from  the 
drug  over  the  ensuing  several  weeks. 
Phenobarbital  has  been  helpful  in  alleviat- 
ing the  hyperirritable  state  but  has  little 
effect  on  the  gastrointestinal  tract.  Mor- 
phine antagonists  such  as  nalorphine  hy- 
drochloride and  levallorphan  tartrate  have 
no  place  in  the  treatment.  Methadone 
hydrochloride  has  been  used  to  permit  adult 
patients  to  return  to  a useful  occupation.3 

Prevention  of  the  narcotic  withdrawal 
syndrome  is  a difficult  obstetrical  problem 
because  the  addicted  mother  is  rarely  seen 
more  than  once  before  delivery.7  Cobrinik2 
reports  that  opinions  differ  as  to  whether 
withdrawal  can  be  attempted  only  prior 
to  three  months  or  up  to  seven  months 
gestation.  Thereafter  withdrawal  is  not 
attempted  until  shortly  after  delivery  so 
that  neither  pregnancy  nor  maternal  health 
is  jeopardized.  Good  results  can  usually 
be  obtained  with  careful  treatment. 


Summary 

We  have  presented  a mother  being  treated 
with  narcotics  for  regional  enteritis  during 
her  pregnancy.  Shortly  after  birth  the 
baby  exhibited  the  signs  and  symptoms 
of  the  newborn  narcotic  withdrawal  syn- 
drome. 

The  syndrome  has  been  briefly  reviewed 
and  its  treatment  discussed. 
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In  every  continent  in  every  age  men  have 
sought  escape  from  poverty’s  oppression.  We 
will  work  through  our  communities  all  over 
the  country  to  develop  comprehensive  com- 
munity action  programs  with  remedial  educa- 
tion, job  training,  with  health  and  employ- 
ment counseling,  with  neighborhood  improve- 
ment. All  of  this  will  be  done  through  a pro- 
gram which  is  prudent  and  practical.  Every 
dollar  spent  will  result  in  savings  to  the 
country  and  especially  to  the  local  taxpayers 
in  the  cost  of  crime,  welfare,  of  health,  and  of 
police  protection. 

So  said  President  Johnson  when  he 
signed  the  Economic  Opportunity  Act  on 
August  20,  1964.  Poverty  means  many 
things  to  a family.  It  can  mean  all  of 
these:  bad  nutrition,  poor  clothing,  de- 

plorable housing,  inadequate  health  and 
welfare  services,  and  insufficient  ed- 
ucational opportunities1;  and  these  evils 
are  often  perpetuated  from  one  generation 
to  the  next.  One  of  the  first  programs  to  be 
initiated  under  the  provisions  of  the 
Economic  Opportunity  Act  was  designed 
to  interrupt  this  cycle.  In  March,  1965,  the 
Office  of  Economic  Opportunity  made  it 
possible  for  communities  to  organize  sum- 


mer Head  Start  programs  for  poverty’s 
preschool  children  and  their  families.2 
The  appeal  of  the  program  was  evidenced 
by  the  fact  that  between  February  and 
June  of  1965,  2,398  communities  planned 
programs  for  561,000  poor  children  who 
were  about  to  enter  school  in  the  fall.  Al- 
though the  President’s  Head  Start  com- 
mittee stated  that  any  effort  to  improve 
the  life  of  the  child  could  not  be  compart- 
mentalized into  health,  education,  and 
welfare  services  but  must  be  inclusive  of 
all  three,3  experience  shows  that  in  the 
summer  of  1965  Head  Start  emphasis  was 
placed  on  the  social  and  educational  aspects 
of  the  program.  It  is  hardly  surprising 
therefore  that  in  terms  of  priorities  health 
came  in  a limping  third.  In  some  com- 
munities the  health  aspects  were  completely 
neglected,  in  others  were  partially  filled, 
and  in  a few  were  provided  in  toto.  Part  of 
the  reason  for  this  neglect  of  the  health 
aspects  of  the  program  lay  in  the  observa- 
tion just  made,  namely,  that  the  emphasis 
of  the  program  was  given  to  the  educational 
and  social  aspects.  This  resulted  largely 
from  the  fact  that  when  funds  became 
available  in  March,  1965,  the  Office  of 
Economic  Opportunity  circularized  social 
and  educational  agencies.  Since  plans  for 
summer  Head  Start  were  for  the  most 
part  made  by  this  type  of  agency,  it  is  self- 
evident  that  they  would  know  less  about 
health  resources  than  those  concerned  in 
some  wise  with  health  services.  This  fact 
allied  with  the  shortness  of  time  permitted 
for  the  organization  of  the  programs  in- 
evitably led  to  short  change  for  health. 

A summer  crash  program  of  any  kind 
will  undoubtedly  have  its  critics  and 
legitimately  so.  This  is  particularly  true 
in  a situation  designed  to  change  per- 
manently the  effects  of  environment  on 
the  growth  and  development  of  the  young 
child.  To  evaluate  changes  of  this  kind 
effectively,  much  time  must  elapse,  careful 
methods  of  measurement  in  many  param- 
eters must  be  set  up,  and  the  means  for 
doing  this  must  be  built  into  the  program 
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from  the  start.  However,  some  of  the 
items  that  affect  the  individual  child  can 
be  measured  immediately,  such  as  the 
level  of  intelligence  quotient  before  and 
after  educational  placement,  and  some  of 
these  items  have  already  been  reported 
on.4 

To  the  epidemiologist  a program  of  this 
kind  lends  itself  to  all  kinds  of  investiga- 
tion, but  it  would  seem  almost  mandatory 
for  each  city  and  state  that  provided  health 
services  to  these  programs  to  evaluate  two 
very  important  items  which  happily  lend 
themselves  to  measurement. 

The  items  are: 

1.  The  adequacy  of  health  services  pre- 
viously rendered  through  other  funds  and  re- 
sources to  the  children  who  participated  in 
Head  Start  programs,  and 

2.  The  effect  that  health  services  when 
provided  had  on  the  children  who  partici- 
pated. This  latter  item  could  be  measured 
by  determining  the  number  of  defects  serious 
enough  to  interfere  with  learning  which  were 
detected  as  a result  of  the  program. 

Description  of  Buffalo  program 

In  the  City  of  Buffalo  there  were  three 
projects  Head  Start  which  serviced  1,267 
children.  The  health  services  for  these 
projects  were  coordinated  by  the  County  of 
Erie  Health  Department  and  consisted  of 
those  regularly  given  in  the  child  health 
conferences  and  school  health  program. 
Delivery  of  these  services  during  the  sum- 
mer, therefore,  meant  three  to  four  months 
anticipation  on  what  the  children  would 
have  received  routinely  when  they  entered 
school. 

The  health  services  given  were: 

1.  Physical  examinations  by  physicians 

2.  Evaluation  of  immunization  status  of 
each  child 

3.  Administration  of  immunizations 
when  indicated 

4.  Tuberculin  testing 

5.  Hearing  testing 

6.  Vision  testing 

7.  Supportive  nursing  services 

8.  Follow-up  of  health  defects 

9.  Urinalyses 

A total  of  132  physician,  354  regular 
nursing,  and  50  nursing  aides  sessions  were 
given. 


TABLE  I.  Type  and  number  of  each  defect 


Type 

Number 

Nutritional 

5 

Skin 

11 

Ears  and  hearing 

30 

Nose 

16 

Throat 

73 

Chest 

32 

Heart 

40 

Genitourinary  system 

60 

Orthopedic 

31 

Neurologic 

23 

Emotional 

48 

Results 

Physical  examinations  and  vision 
and  hearing  screening.  There  were 
369  defects  noted  in  240  individual  children 
or  21  per  cent  of  the  total  of  1,118  children 
examined  (Table  I).  The  incidence  of 
defects  excluding  dental  in  the  population 
under  fifteen  years  of  age  is  said  to  be 
17.5  per  cent.5  Our  figure  excluding  dental 
defects  was  14  per  cent.  Many  of  the 
defects  recorded  were  not  uncovered  for  the 
first  time  in  the  Head  Start  program  having 
already  been  detected  either  in  the  child 
health  conference  or  in  the  doctor’s  office. 

Immunizations  and  tuberculin  test- 
ing. A child  was  considered  adequately 
immunized  only  if  he  had  received  four 
shots  of  DPT  (diphtheria,  pertussis, 
tetanus),  that  is,  the  initial  series  of  DPT 
plus  a booster  and  three  shots  of  Salk 
poliomyelitis  vaccine  or  the  full  course  of 
Sabin  vaccine.  There  were  326  or  31  per 
cent  of  the  children  found  to  be  thus  com- 
pletely immunized.  Of  the  remaining  792 
children,  534  had  received  the  initial  series 
of  DPT  and  poliomyelitis  vaccine  but  no 
boosters.  There  were  very  few  children 
who  had  received  fewer  than  two  injections. 
There  were  939  shots  of  DT  (diphtheria, 
tetanus)  given,  most  of  these  representing 
the  first  or  second  booster  doses  that  the 
children  would  have  received  as  a matter 
of  routine  on  their  entrance  to  school  one 
month  later.  Children  who  did  not  receive 
any  immunizations  under  Head  Start 
auspices  were  already  fully  immunized  to 
their  age  level.  Measles  vaccine  was  ad- 
ministered to  the  455  children  who  had  not 
previously  had  either  the  vaccine  or  the 
infection.  Taking  an  initial  series  of  three 
shots  of  DPT  or  poliomyelitis  vaccine  as 
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the  criterion  of  adequate  although  not  com- 
plete immunization,  these  children  were 
quite  well  protected. 

Of  the  893  children  who  received  tuber- 
culin tine  tests,  31  showed  positive  re- 
actions. All  of  these  children  were  re- 
ferred to  the  chest  clinic  of  the  County  of 
Erie  Health  Department  where  all  but  5 
who  were  already  known  to  the  clinic  re- 
ceived a PPD  (purified  protein  derivative) 
tuberculin  test;  16  of  these  gave  negative 
reactions  and  the  remaining  10  positive. 
Two  of  the  positives  had  x-ray  findings 
compatible  with  primary  infection,  and 
treatment  was  instituted  immediately.  The 
other  8 children  with  positive  PPD  reactions 
had  negative  chest  x-ray  findings  and  were 
thus  classed  as  primary  nonreportable  in- 
fection (positive  tuberculin  test  but  no 
x-ray  or  clinical  evidence  of  disease)  and 
were  started  on  prophylactic  therapy. 

Urinalyses.  By  special  arrangement 
with  the  Buffalo  Children’s  Hospital,  urine 
samples  were  obtained  on  1,071  children. 
Children  from  whom  samples  were  not  ob- 
tained were  absent  on  the  days  that  these 
were  collected.  All  urines  were  tested  with 
reagent  strips  (Uristix)  for  urinary  protein 
and  sugar. 

The  incidence  of  proteinuria  was  1 per 
cent,  which  corresponds  to  the  incidence 
figure  quoted  by  many  studies  for  children 
of  entering  school  age.  All  of  the  11 
children  with  proteinuria  and  the  4 children 
with  glycosuria  received  further  extensive 
examination  and  investigation  at  the 
Children’s  Hospital.  Of  the  10  children 
with  1 plus  proteinuria,  4 were  found  to 
have  orthostatic  proteinuria;  apart  from 
this,  all  further  tests,  including  cultures  on 
these  and  the  other  6 children,  gave  nega- 
tive findings. 

The  child  with  2 plus  proteinuria  was  lost 
to  follow-up  when  the  family  moved  out  of 
town  and  left  no  forwarding  address. 

Of  the  4 children  with  glycosuria,  further 
tests  done  at  the  Children’s  Hospital  re- 
vealed no  disorder  of  carbohydrate  metab- 
olism. 

Dental  services.  In  accordance  with 
the  recommended  guidelines  for  Head  Start 
dental  programs  published  by  the  American 
Dental  Association,  surveys  to  determine 
the  need  for  dental  services  were  not  im- 
plemented, and  a three-pronged  program, 
containing  the  components  of  education, 


prevention,  and  treatment,  was  initiated 
immediately. 

Education  and  prevention.  Classroom 
presentations  by  dental  hygienists  stressed 
the  rules  for  optimum  dental  health:  (1) 

proper  tooth  brushing  technic  (brushes 
and  paste  were  given  out  in  selected  in- 
stances), (2)  restriction  of  carbohydrate 
intake  at  snack  time,  and  (3)  periodic 
dental  visits. 

Treatment.  Routine  dental  care  was 
given  at  Health  Department  dental  clinics 
with  priority  given  to  children  with  urgent 
dental  problems. 

The  results  of  the  dental  program  showed 
the  average  rate  for  teeth  that  were  de- 
cayed, indicated  for  extraction,  or  filled 
was  1:7.  Of  the  1,342  children  examined,  48 
per  cent  were  found  to  have  caries.  Studies 
indicate  that  75  per  cent  of  impoverished 
children  of  this  age  group  will  have  sub- 
stantial dental  defects.  The  fluoridation 
of  the  Buffalo  water  supply  is  considered  a 
factor  in  the  low  prevalence  recorded  here. 

Comment 

To  evaluate  the  health  status  of  any 
group,  certain  measurements  need  to  be 
made.  In  regard  to  children  about  to 
enter  school,  poor  health  status  would  be 
evidenced  by  the  presence  of  any  condition 
liable  to  interfere  with  the  child’s  full 
growth  and  development.  This  in  turn 
would  reflect  inadequate  care  during  in- 
fancy and  early  childhood  either  because 
of  inadequate  services  and/or  inadequate 
utilization.  Thus,  in  evaluating  the  health 
status  of  preschool  children  one  also  evalu- 
ates the  amount  and  quality  of  care  that 
they  have  previously  received.  This  in- 
formation is  of  vital  importance,  because  in 
assessing  the  degree  of  adequacy  of  com- 
munity programs,  it  thereby  demonstrates 
whether  or  not  there  is  a need  for  extension 
of  existing  programs  and,  if  so,  in  which 
direction  extension  should  take  place. 
This  is  particularly  important  at  the 
present  time  if  the  vast  amounts  of  money 
available  for  children’s  services  are  to  be 
used  to  maximal  degree.  Thus  in  evaluat- 
ing the  adequacy  and  degree  of  utilization 
of  health  services  previously  available  to 
the  children  who  participated  in  Head 
Start  and  which  were  the  objectives  of  the 
inquiry  we  made,  we  elected  to  measure 


2570  New  York  State  Journal  of  Medicine  / October  1,  1966 


the  following  items:  (1)  immunization 

levels;  (2)  incidence  of  any  defect  in  need 
of  medical,  dental,  or  nursing  care;  and 
(3)  incidence  of  defect  liable  to  interfere 
with  learning. 

Our  results  showed  that  78  per  cent  of  the 
children  were  either  completely  or 
adequately  protected  against  DPT  and 
poliomyelitis.  This  figure  is  in  approximate 
agreement  with  previous  studies  that  have 
been  conducted  to  determine  immunization 
levels  in  this  city.6  It  also  puts  the  pre- 
school population  or  at  least  those  who 
participated  in  Head  Start  at  the  recom- 
mended 70  per  cent  community  protection 
level.  In  regard  to  the  incidence  of  defects 
requiring  professional  care  the  majority  of 
these  as  will  be  seen  from  Table  I were 
relatively  minor  defects,  such  as  enlarged 
tonsils  (a  common  occurrence  at  this  age 
and  not  really  a defect),  dental  decay,  and 
functional  heart  murmur.  Many  of  these 
defects,  particularly  the  heart  murmurs  and 
the  nutritional  problems,  were  already 
under  care.  Emotional  problems  and 
severely  handicapping  physical  conditions 
would  be  classed  as  conditions  liable  to 
interfere  with  the  child’s  ability  to  learn. 
There  were  no  children  with  severe  physical 
handicaps  and  only  4 per  cent  were  found 
to  have  emotional  problems,  none  of  which 
were  considered  severe  enough  to  warrant 
psychiatric  referral  but  which  are  being 
followed  by  the  school  doctors  and  nurses. 

Thus  poverty’s  children  who  partic- 
ipated in  summer  1965  Head  Start  in 
Buffalo  compared  very  favorably  with 
their  peers  on  a national  scale.  This 
undoubtedly  reflects  the  fact  that  the 
health  services  existent  prior  to  Head  Start 
were  adequate  and  were  well  utilized  by 
this  population,  that  is,  72  per  cent  of  the 
children  examined  had  more  or  less  reg- 
ularly attended  the  child  health  con- 
ferences conducted  by  the  County  of  Erie 
Health  Department  from  the  time  of  their 
birth.  This  was  an  important  finding  for 
it  raised  two  questions:  First,  were  the 

children  who  participated  in  Head  Start  a 
selected  group  or,  in  other  words,  children 
representative  of  families  who  are  well 
motivated  in  seeking  care  and  utilizing 
services,  in  which  case  our  findings  would 
not  be  representative  of  the  total  poverty 
population.  Second,  did  our  findings  in 
fact  demonstrate  that  the  health  services 


organized  over  the  previous  several  years 
through  the  provision  of  maternal  and  child 
health  and  crippled  children  funds  (Title 
V,  Part  2 of  the  Social  Security  Act)  were 
adequate  in  our  city  and  had  been  well  sold. 
Although  our  experience  would  indicate 
that  this  is  so,  it  is  well  known  that  the 
amount  and  type  of  health  resource  varies 
considerably  from  locale  to  locale.  This  is 
particularly  true  in  regard  to  funds  avail- 
able under  Title  V,  Part  2,  of  the  Social 
Security  Act  which  required  equal  match- 
ing by  state  and  local  funds.  The  difficulty 
of  answering  these  questions  was  recently 
emphasized  by  a report  which  showed 
that  in  the  Head  Start  programs  conducted 
in  Boston,  Massachusetts,  which  is  a locale 
where  undisputed  high-caliber  programs 
and  resources  are  available,  31  per  cent  of 
the  children  who  participated  were  found 
to  have  defects.7  Speaking  generally,  in 
states  where  the  matching  condition  has 
been  fulfilled,  more  or  less  adequate  services 
have  been  built  up  over  the  past  several 
years.  Although  health  must  always  be 
an  integral  part  of  any  program  for  children, 
it  would  seem  that  in  organizing  “poverty”- 
sponsored  programs,  existing  community 
health  resources  should  be  thoroughly 
evaluated  and  utilized.  In  this  way,  money 
available  through  poverty  funds  which 
does  not  require  the  same  amount  of 
matching  funds  can  be  used  in  those  areas 
of  the  country  that  have  the  least  adequate 
resources. 

Summary 

Children  who  participated  in  the  summer 
Head  Start  program  in  the  City  of  Buffalo 
were  in  good  health.  The  health  services 
provided  for  many  years  by  private 
physicians  and  the  County  of  Erie  Health 
Department  were  not  only  adequate  but 
also  had  been  surprisingly  well  utilized  by 
this  group  of  children  and  their  families; 
although,  as  noted,  this  may  have  been  a 
selected  group.  The  adequacy  of  the  pre- 
existent programs  was  evidenced  by  high 
immunization  levels  and  low  incidence  of 
defects. 

Poverty  money  was  used  in  this  instance 
to  give  these  children  the  health  services 
routinely  given  by  the  County  of  Erie 
Health  Department  in  the  Buffalo  city 
schools  three  to  five  months  ahead  of 
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the  time  they  would  ordinarily  have  re- 
ceived them.  In  the  case  of  children  with 
defects,  this  was  an  advantage  inasmuch 
as  remedial  measures  could  be  instituted 
ahead  of  school  commencement. 

However,  more  attention  perhaps  needs 
to  be  given  to  evaluating  health  resources 
on  a national  scale  so  that  full  utilization 
can  be  made  of  those  already  established 
under  maternal  and  child  health  and  crip- 
pled children  funds  while  available  poverty 
money  can  be  directed  to  more  needy 
areas  of  the  nation. 


Hospital  bed  utilization  study 

The  most  recent  hospital  bed  study  conducted 
by  the  Monroe  County  Medical  Society  under 
the  chairmanship  of  Carmen  Cristo,  M.D.,  shows 
that  less  than  1 per  cent  of  all  patients  in 
Rochester  hospitals  staying  over  fifteen  days 
were  admitted  unnecessarily.  The  purposes  of 
the  study  were  to  identify  needs  of  this  group  of 
patients  while  actually  in  the  hospital,  to  clarify 
reasons  for  certain  prolonged  stays,  to  evaluate 
the  availability  and  adequacy  of  extended  care 
facilities  outside  the  hospital  setting,  and  to  test 
this  particular  mechanism  and  approach  as  an 
educational  tool  in  studying  bed  utilization. 

Another  major  aspect  of  the  study  revealed 
that  nearly  20  per  cent  of  the  patients  reviewed 
should  have  been  in  less  expensive  facilities  when 
surveyed.  These  would  include  such  things  as 
long-term  hospitals,  nursing  homes,  home  care, 
or  even  home  situations  which  could  provide 
common  necessities  such  as  meals  or  a single 
health  need.  The  largest  percentage  of  those 
who  did  not  require  hospital  care  belonged  in  a 
nursing  home. 

Concerning  Medicare  patients,  those  who 
want  to  remain  in  the  hospital  after  their  physi- 
cian has  decided  they  can  safely  be  discharged 
now  find  their  benefits  discontinued.  However, 
the  patient  for  whom  no  suitable  alternate  fa- 
cility exists  will  be  allowed  to  remain  in  the 
hospital  until  his  discharge  can  be  arranged. 
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It  is  obvious  from  these  developing  patterns 
that  general  hospital  care  will  become  higher  in 
cost  as  care  focuses  entirely  on  the  acute  patient 
needs.  Although  the  increased  use  of  less  ex- 
pensive ancillary  facilities  may  result  in  lower 
over-all  costs  for  an  illness,  the  great  lack  of 
these,  outside  urban  areas,  will  pose  a severe 
problem  to  many  communities. 

The  great  need  for  long-term  care  facilities  was 
emphasized  by  the  fact  that  one  fifth  of  these 
patients  could  have  received  care  in  another  less 
expensive  institution.  The  “appropriate”  use 
of  facilities  has  a direct  bearing  on  the  over-all 
cost  of  health  care  in  the  community.  The 
cost  is  tremendous  to  those  needing  hospital 
admission  when  one  thinks  of  hospital  beds  being 
unavailable  for  proper  use  to  say  nothing  of  the 
anxiety  and  discomfort  placed  on  patients  and 
their  families  awaiting  admission. 

In  this  study,  it  is  interesting  to  note  that  in 
most  instances  the  physician-reviewer  felt  that 
the  patient’s  hospital  stay  was  necessary  for 
therapeutic  reasons.  Further,  in  the  vast 
majority  of  instances  where  the  patient  could 
have  been  in  some  facility  outside  of  the  acute 
general  hospital,  the  selection  was  a long-term 
hospital  or  musing  home  in  a total  of  74  per 
cent.  In  addition  to  these  findings,  the  random 
sampling  revealed  that  over  half  of  the  patients 
in  the  hospital  staying  fifteen  days  and  over 
were  in  the  sixty-five-and-over  age  category. 
This  has  special  significance  in  view  of  the  imple- 
mentation of  Medicare  legislation. 
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I 


Serenadings  by  a “Camp  Cat”  (Second  Day:  Universal  Insecurity) 


Shortly  after  dinner  on  my  first  night  at  the 
hunting  lodge,  I left  “Ole  Doc”  to  his  own 
devices  and  went  to  bed  and,  needless  to  say, 
didn’t  get  up  for  breakfast.  While  drinking 
my  coffee,  I heard  a sudden  outburst  of  angry 
muttering  from  the  main  room,  and  so  hastily 
adjusting  the  recorder,  I sped  to  the  living  room 
and  waited  for  the  eruption,  which  was  not 
long  in  coming.  Throwing  a popular  magazine 
across  the  room,  he  turned  toward  me  and 
stormily  declared: 

“Of  all  the  foolish  and  nonsensical  health 
articles  I ever  read,  that  one  takes  the  prize; 
but  the  sad  part  of  the  matter  is  that  it  is  not 
only  silly  but  dangerous.  It  is  filled  with  dire 
warnings  to  parents,  telling  them  not  to  do  this 
and  not  do  that  or  they  will  make  their  children 
insecure;  all  of  which  just  serves  to  make  the 
parent  more  insecure  than  he  already  is  and 
destroys  his  effectiveness  as  a parent  and  an 
adult.  Surely  it  must  be  readily  apparent  to 
any  reasonably  acute  observer  that  all  of  us  are 
insecure  and  have  been  so  since  birth. 

“If  so-called  experts  don’t  recognize  this 
obvious  fact,  Madison  Avenue  does,  and  this  is 
their  favorite  sales  technic:  to  play  on  the  inse- 
curity within  all  of  us,  intensify  such  feeling  to  a 
point  of  panic,  and  then  offer  the  panacea,  the 
only  antidote  for  a feeling  of  insecurity,  reas- 
surance. They  don’t  sell  soap  by  any  such  mun- 
dane process  as  preaching  the  virtue  of  cleanliness 
but  rather  by  scaring  you  about  how  you  smell; 
and  everything  from  hair  oil  to  piano  lessons  is 
sold  by  attacking  us  at  our  most  susceptible 
point  of  insecurity:  our  masculinity  or  femi- 

ninity and  our  attractiveness  to  the  opposite  sex. 

“It  is  time  we  stopped  prating  about  making 
Junior  insecure  and  accept  the  cold  brutal  truth 
that  Junior  and  Senior  as  well  as  Sister  and 
Mother,  aunts,  uncles,  and  assorted  cousins  are 
all  insecure.  The  problem  is  not  one  of  making 
one  insecure,  it  is  of  treating  one  who  is  already 
insecure. 

“Do  you  realize  what  a general  acceptance  of 
this  obvious  premise  would  mean?  Instead  of 
the  nonsensical  expenditure  of  energy  in  at- 
tempting to  prevent  something  that  has  already 
happened,  we  would  bend  our  efforts  to  treat 
the  common  complaint  found  within  all  of  us. 
No  longer  would  there  be  warnings  as  to  the 
dangers  of  masturbation,  just  reassurance  that 
its  practice,  at  worst,  represents  only  a breach  of 
etiquette. 

“However,  it  is  not  only  on  the  negative  side 
that  one  finds  the  great  value  of  accepting  the 


universality  of  the  feeling  of  insecurity.  Imag- 
ine if  you  will  the  following  domestic  scene. 

“It  is  Tuesday,  not  really  very  different  from 
any  other  Tuesday;  just  an  ordinary  day  neatly 
inserted  between  an  ordinary  Monday  and  an 
ordinary  Wednesday.  Yet  it  is  a day  of  crisis 
for  our  heroine,  a not-so-young,  not-so-old 
matron  who  this  morning  discovered  the  pres- 
ence of  a few  grey  hairs.  Since  this  is  her 
regular  appointment  day  at  the  beauty  salon, 
perhaps  it  preconditions  her  and  makes  her  a 
ready  victim  to  the  blandishments  and  verbal 
hypnosis  of  the  hairdresser  and  his  accomplices. 
So  it  comes  about  that  she  returns  home  the 
recipient  of  a new  color  job  and  a new  style 
hairdo.  But  with  the  passing  hours,  she  finds 
her  confidence  in  the  new  look  waning,  and 
frequent  mirror  examinations  serve  only  to 
increase  her  doubts  and  accentuate  her  anxiety 
until  her  hair  color  appears  obviously  artificial 
and  garish  and  the  hair  style  more  ridiculous 
than  exotic.  As  you  can  readily  understand, 
a tension-charged  home  atmosphere  greets  the 
weary  wage  earner  that  evening;  but  alas,  our 
hero,  emotionally  drained  by  a demanding  day, 
is  insensitive  to  the  nuances  of  either  hair  or 
environment.  Instead,  as  if  guided  by  a 
personal  radar  system,  he  moves  blindly  but 
directly  to  his  favorite  chair  where,  by  a process 
of  instant  relaxation,  he  isolates  himself  com- 
pletely from  his  surroundings  behind  the  impen- 
etrable wall  of  the  evening  newspaper.  Pre- 
pared as  usual  to  remain  impervious  to  all  inter- 
ruptions until  summoned  for  dinner,  it  is  only 
natural  he  should  ignore  the  unnecessary  and 
strident  clattering  of  dishes  and  frequent  throat- 
clearings  of  his  better  half  as  she  desperately 
seeks  to  gain  his  attention.  This  continues 
until,  convinced  of  the  futility  of  her  indirect 
attempts  and  goaded  by  her  ever-increasing 
feeling  of  insecurity,  she  plants  herself  firmly 
in  front  of  her  husband  and  somewhat  fiercely 
demands:  ‘Well,  don’t  you  notice  anything 

different?’  But,  when  he  looks  up,  in  response 
to  her  direct  attack,  and  remarks,  ‘Oh,  you 
moved  the  piano,  I like  it,’  she  is  forced  to  beg 
for  the  reassurance  she  craves  and  needs  by 
gasping  between  tears:  ‘My  hair,  how  do  you 
like  it?’  Somehow  or  other,  when  he  answers 
‘Fine,’  it  does  little  to  overcome  her  uncertainty. 

“How  different  it  would  have  been  if,  as  he 
came  home  and  entered  the  front  door,  he  had 
noticed  immediately  the  different  appearance  of 
her  hair  and  remarked  about  it  with  expressions 
of  approval  delivered  in  a hearty  and  sincere 
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fashion.  This  would  have  provided  real  reas- 
surance and  bolstered  her  ego  and  set  at  rest 
all  the  nagging  doubts  that  beset  her. 

“This  illustrates  the  positive  factor  inherent 
in  the  general  acceptance  of  the  universality  of 
a feeling  of  insecurity  in  man;  it  places  in  the 
hands  of  each  of  us  a most  powerful  weapon 
which  we  can  wield  to  help  our  fellow  man. 
When  we  accept  the  fact  that  each  of  us,  what- 
ever his  position  or  background  of  accomplish- 
ment, is  insecure,  then  secure  in  the  knowledge 
that  reassurance  is  the  salve  that  cures  the  emo- 
tional pain  resulting  therefrom,  we  can  apply 
the  salve  freely  at  the  time  when  it  will  do  the 
most  good  before  it  is  asked  for.  If  each  of 
us  went  out  of  his  way  just  once  a day  to 
reassure  someone  about  his  appearance,  his 
future,  his  past,  or  his  ability  or  popularity, 
what  a different  world  it  would  be.  Conversely 
this  knowledge  lends  itself  to  use  as  a destruc- 
tive weapon,  because  armed  with  the  conviction 
of  the  presence  of  a feeling  of  insecurity  within 
all  of  us,  it  opens  an  obvious  avenue  of  attack 
to  undermine  another’s  confidence  in  himself  and 
his  work. 

“This  knowledge  also  provides  a personal 
dividend  which  by  its  very  presence  serves  to 
negate  the  effects  of  our  own  feeling  of  inade- 
quacy; for  once  an  employe  realizes  the  boss  is 
as  insecure  in  relation  to  his  job  as  the  employe 
feels  in  his,  it  engenders  an  attitude  of  confidence 
rather  than  fear;  and  this  is  true  of  a student 
and  his  teacher,  a father  and  his  son  or  a son  and 
his  father,  a penitent  and  his  confessor,  a 
prisoner  and  his  jailer,  or  a patient  and  his  phy- 
sician. 

“One  word  of  caution  is  necessary  and  that  is 
about  the  nature  of  reassurance.  Reassurance 
is  not  extravagant  words  of  false  praise,  it  is  not 
rewards  for  services  not  performed,  it  is  not  the 
purchased  approval  of  yes-men,  it  is  not  the 
effusive  compliment  of  a gigolo,  it  is  not  an 
unearned  mark  given  by  a complaisant  teacher, 
and  it  is  not  the  fawning  adulation  of  some  de- 


“Arthritis drug"  is  dangerous 

Serious  or  even  fatal  side-effects  are  possible 
from  an  unlabeled  drug  that  apparently  is  being 
brought  into  this  country  for  the  treatment  of 
arthritis,  warns  the  A.M.A.  in  a recent  issue  of 
J.A.M.A.  Dimethyl  pryazalone  sulfanilamide 
(Dipyrone)  is  an  analgesic,  but  is  not  approved 
in  the  U.S.  as  treatment  for  arthritis,  its  use 
being  justified  only  in  rare  instances,  says  the 
U.S.  Food  and  Drug  Administration. 

Dimethyl  pryazalone  sulfanilamide  and  am- 
inopyrine  from  which  it  is  derived  are  capable  of 
causing  fatal  agranulocytosis,  a blood  disease  in 


pendent.  No,  reassurance  is  none  of  these, 
because  there  is  one  simple  inescapable  con- 
dition necessary  for  reassurance:  to  be  reas- 
surance it  must  be  based  on  fact;  the  very 
essence  of  reassurance  lies  in  its  being  true. 
Permit  me  to  illustrate. 

“Assume  you  are  a swimming  instructor  and 
your  forte  is  the  instruction  of  youngsters. 
Among  the  students  in  your  present  class  is  a 
very  likable  boy,  popular  with  his  classmates  as 
he  was  with  the  last  two  classes;  he  is  polite, 
obedient,  and  tries  awfully  hard;  but  somehow 
he  is  unable  to  master  the  intricacy  of  swimming. 
He  is  the  first  one  to  report  each  day,  and  he 
voluntarily  remains  to  help  collect  the  gear  and 
clean  up  at  each  session’s  end.  More  than  any- 
thing else  in  life,  he  seems  to  want  the  certifi- 
cate of  proficiency  issued  to  your  students  at 
the  end  of  the  course  testifying  to  their  ability 
to  swim  and  handle  themselves  in  the  water. 
His  failure  to  receive  one  on  two  previous  occa- 
sions was  marked  by  obvious  disappointment 
and  unhappiness;  yet  now,  as  the  end  of  the 
program  for  the  third  group  with  which  he  has 
been  associated  draws  to  a close,  he  is  still 
unable  to  swim,  and  it  seems  doubtful  that  he 
will  ever  learn.  The  boys  in  the  class  knowing 
his  anxiety  suggest  he  be  given  the  certificate 
regardless;  his  parents,  concerned  about  pre- 
vious adverse  reactions  to  failure,  tactfully  hint 
that  granting  of  a certificate  is  imperative; 
your  superior  indicates  it  would  represent  a 
gesture  that  would  stimulate  public  good  will; 
and  some  amateur  psychologist  suggests  it  is 
necessary  to  prevent  engendering  a dangerous 
feeling  of  insecurity.  So  you  grant  the  certifi- 
cate. 

“Now,  is  this  reassurance?  It  is  not.  Just 
think  about  it.  Here  is  the  youngster  with  his 
certificate.  Either  he  does  not  believe  what  it 
says,  in  which  case  it  certainly  can  provide  no 
degree  of  reassurance;  or  he  does  believe  what 
it  says,  in  which  case  he  drowns.” 

WRC 


which  the  white  blood  cell  count  drops  rapidly. 
Infection  then  follows. 

This  analgesic  is  classified  as  a “new  drug” 
which  means  that  it  cannot  be  distributed  in 
interstate  commerce  or  imported  into  the  U.S. 
for  commercial  purposes  unless  application  is 
made  for  a specific  kind  of  treatment.  No  new 
drug  applications  are  on  file,  nor  are  there  appli- 
cations for  the  drug’s  experimental  use. 

The  only  medically  justified  uses  of  dimethyl 
pryazalone  sulfanilamide  may  be  for  the  treat- 
ment of  children’s  febrile  convulsions  when 
other  measures  and  drugs  fail  and  for  controlling 
fever  in  Hodgkin’s  disease  and  similar  malignant 
diseases  when  other  methods  fail. 
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York  City 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — Paul  V.  Brinley,  M.D.,  Patch- 
ogue 


Pediatrics — Samuel  Karelitz,  M.D.,  New 
Hyde  Park 

Region  Three:  Westchester,  Rockland,  Dutchess, 
Putnam,  Orange,  Ulster 

Obstetrics — John  R.  Gregory,  M.D.,  Bronx- 
ville 

Pediatrics— Edward  A.  Hardy,  M.D.,  Pel- 
ham 

Region  Four:  Schenectady,  Fulton,  Montgomery, 
Schoharie 

Obstetrics — Fred  H.  Pulver,  M.D.,  Schenec- 
tady 

Pediatrics — Stewart  C.  Wagoner,  M.D., 
Schenectady 

Region  Five:  Albany,  Washington,  Saratoga, 

Columbia,  Warren,  Rensselaer,  Greene 
Obstetrics — Manuel  J.  Pearl,  M.D.,  Albany 
Pediatrics — Hugh  F.  Leahy,  M.D.,  Albany 
Region  Six:  Clinton,  Essex,  Franklin 

Obstetrics — Elmer  Wessell,  M.D.,  Platts- 
burgh 

Pediatrics — Peter  Pulrang,  M.D.,  Plattsburgh 
Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — James  Crossley,  M.D.,  Water- 
town 

Pediatrics — H.  Louis  George,  Jr.,  M.D., 
Watertown 

Region  Eight:  Onondaga,  Oneida,  Madison, 

Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Keith  B.  Preston,  M.D.,  Utica 
Pediatrics — William  O.  Kopel,  M.D.,  Syra- 
cuse 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego, 
Delaware,  Sullivan 

Obstetrics — Robert  E.  Ahearn,  M.D.,  Bing- 
hamton 

Pediatrics — John  B.  Burns,  M.D.,  Bingham- 
ton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 
ston, Ontario,  Seneca,  Yates 
Obstetrics — Allan  Law,  M.D.,  Rochester 
Pediatrics — Frank  Disney,  M.D.,  Rochester 
Region  Eleven:  Chemung,  Schuyler,  Steuben, 

Tompkins,  Allegany 

Obstetrics — R.  Scott  Howland,  M.D.,  Elmira 
Pediatrics — George  R.  Murphy,  M.D.,  Elmira 
Region  Twelve:  Erie,  Niagara,  Chautauqua, 

Cattaraugus,  Genesee,  Wyoming 
Obstetrics — John  H.  Peterson,  M.D.,  East 
Aurora 

Pediatrics — William  J.  Orr,  M.D.,  Buffalo 

Mental  Hygiene 

Matthew  Brody,  M.D.,  Brooklyn,  Chairman 
Frederick  H.  Hesser,  M.D.,  Albany 
Allison  B.  Landolt,  M.D.,  New  York  City 
Herman  B.  Snow,  M.D.,  Poughkeepsie 
Reginald  R.  Steen,  M.D.,  Hempstead 
Gurston  David  Goldin,  M.D.,  New  York  City 
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Physical  Medicine  and  Rehabilitation 
Edward  J.  Lorenze,  M.D.,  White  Plains, 
Chairman 

Alexander  F.  Carson,  M.D.,  Oneonta 
George  G.  Deaver,  M.D.,  New  York  City 
William  H.  Georgi,  M.D.,  Buffalo 

Infectious  Diseases 

Harry  S.  Lichtman,  M.D.,  Brooklyn,  Chair- 
man 

Marcelle  Bernard,  M.D.,  The  Bronx 
Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Joseph  H.  Kinnaman,  M.D.,  Mineola 
Robert  P.  Whalen,  M.D.,  Albany 

Quackery 

Jason  K.  Moyer,  M.D.,  Binghamton,  Chair- 
man 

William  P.  Clark,  M.D.,  Eastchester 
Glenn  E.  Jones,  M.D.,  Niagara  Falls 

Rural  Medical  Service 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

La  Verne  Campbell,  M.D.,  Auburn 
Irwin  Felsen,  M.D.,  Wellsville 
Thurston  L.  Keese,  M.D.,  Fayetteville 
Hugh  McChesney,  M.D.,  Pulaski 
James  Quinlivan,  M.D.,  Albany,  Adviser 

Other  Council  Committees 

Archives  and  History 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 
Leo  E.  Gibson,  M.D.,  Syracuse 
Thurman  B.  Givan,  M.D.,  Brooklyn 

Bar  Association,  Joint  Committee  with 
Medical  Society  of  the  State  of  New 
York 

Milton  Helpem,  M.D.,  New  York  City, 
Chairman 

Raymond  J.  Byron,  M.D.,  Schenectady 
Nils  Nordstrom,  Jr.,  M.D.,  Binghamton 
New  York  State  Bar  Association 

Budget  and  Finance 

John  F.  Kelley,  M.D.,  Utica,  Chairman 
Renato  J.  Azzari,  M.D.,  The  Bronx 
John  N.  Dill,  M.D.,  Yonkers 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Thurman  B.  Givan,  M.D.,  Brooklyn 
Thomas  F.  McCarthy,  M.D.,  The  Bronx 

Constitution  and  Bylaws 

John  E.  Lowry,  M.D.,  Flushing,  Chairman 
E.  Dean  Babbage,  M.D.,  Buffalo 
Marvin  Brown,  M.D.,  Cleveland 
William  F.  Martin,  Esq.,  New  York  City,  ex 
officio 


Convention 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

Frank  LaGattuta,  M.D.,  The  Bronx 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
E.  Dean  Babbage,  M.D.,  Buffalo,  ex  officio 
George  Himler,  M.D.,  New  York  City,  ex 
officio 

(Committee  personnel  includes  the  chairmen 
of  the  following  subcommittees.) 

Dinner  Subcommittee 

Arthur  H.  Diedrick,  M.D.,  Port  Chester, 
Chairman 

John  Lee  Clowe,  M.D.,  Schenectady 
Harold  T.  Golden,  M.D.,  Herkimer 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
John  J.  Noonan,  M.D.,  Troy 

Guest  Reception  Subcommittee 

Reid  R.  Heffner,  M.D.,  New  Rochelle, 
Chairman 

Marcelle  Bernard,  M.D.,  The  Bronx 
Ralph  E.  Isabella,  M.D.,  Schenectady 
John  C.  McClintock,  M.D.,  Albany 
Herbert  J.  Wright,  Jr.,  M.D.,  Schenectady 

Scientific  Awards  Subcommittee 

James  Q.  Haralambie,  M.D.,  Larchmont, 
Chairman 

C.  Joseph  Delaney,  M.D.,  New  York  City 
Abraham  W.  Freireich,  M.D.,  Malverne 

Scientific  Exhibits  Subcommittee 

Albert  H.  Douglas,  M.D.,  Jamaica,  Chair- 
man 

Francis  P.  Bilello,  M.D.,  Glen  Cove 
Fred  W.  Bush,  M.D.,  Rochester 
Frederick  Lee  Liebolt,  M.D.,  New  York 
City 

Arthur  Q.  Penta,  M.D.,  Schenectady 
Beverly  C.  Smith,  M.D.,  New  York  City 
Frank  Raymond  Smith,  M.D.,  New  York 
City 

Scientific  Motion  Picture  Subcommittee 
Kenneth  B.  Olson,  M.D.,  Albany,  Chair- 
man 

Lester  Coleman,  M.D.,  New  York  City 
James  J.  Quinlivan,  M.D.,  Albany 

Scientific  Program  Subcommittee 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

William  J.  Grace,  M.D.,  New  York  City 
Vaughn  C.  Mason,  M.D.,  New  York  City 
P.  Frederic  Metildi,  M.D.,  Rochester 
William  B.  Rawls,  M.D.,  New  York  City 
Joseph  R.  Wilder,  M.D.,  New  York  City 
(Subcommittee  personnel  includes  also 
chairmen  of  Scientific  sections  and  ses- 
sions.) 
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Technical  Exhibits  Subcommittee 

William  B.  Rawls,  M.D.,  New  York  City, 
Chairman 

John  A.  Lawler,  M.D.,  New  York  City 

National  Aeronautics  and  Space  Adminis- 
tration, Liaison  with 

C.  D.  J.  Generales,  M.D.,  New  York  City, 
Chairman 

William  Antopol,  M.D.,  New  York  City 
Albin  V.  Kwak,  M.D.,  Depew 
Nathaniel  Reich,  M.D.,  Brooklyn 
Harry  Dan  Vickers,  M.D.,  Little  Falls 

Medicine  and  Religion 

Virgil  J.  Sager,  M.D.,  Schenectady,  Chair- 
man 

Eleanor  J.  Murphy,  M.D.,  Rye 
Sidney  L.  Green,  M.D.,  Brooklyn 

Nursing 

Vincent  J.  Tesoriero,  M.D.,  Brooklyn,  Chair- 
man 

Frank  Albert  Baumann,  M.D.,  Binghamton 
Douglas  S.  Damrosch,  M.D.,  New  York  City 
Milton  Gordon,  M.D.,  Huntington 
David  L.  Koch,  M.D.,  Seneca  Falls 
John  F.  Prudden,  M.D.,  New  York  City 

Publication 

George  Himler,  M.D.,  New  York  City,  Chair- 
man 

Philip  J.  Cantor,  M.D.,  Brooklyn 
Clarke  T.  Case,  M.D.,  Utica 
Reid  R.  Heffner,  M.D.,  New  Rochelle 
Granville  W.  Larimore,  M.D.,  Albany 

Ad  Hoc  Committees 

for  Our  Own  Building 

Renato  J.  Azzari,  M.D.,  The  Bronx,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Norman  S.  Moore,  M.D.,  Ithaca 
Waring  Willis,  M.D.,  Bronxville 

to  Explore  All  Aspects  of  the  District 
Branches 

George  T.  C.  Way,  M.D.,  Poughkeepsie, 
Chairman 

Carl  Goldmark,  Jr.,  M.D.,  New  York  City, 
First 

Reginald  Steen,  M.D.,  Hempstead,  Second 
Samuel  Baer,  M.D.,  Troy,  Third 
Arthur  Howard,  M.D.,  Johnstown,  Fourth 
Felix  Ottaviano,  M.D.,  Oneida,  Fifth 
George  G.  McCauley,  M.D.,  Ithaca,  Sixth 
Joseph  J.  Kaufman,  M.D.,  Newark,  Seventh 
John  D.  Naples,  M.D.,  Buffalo,  Eighth 
Eugene  J.  Lusardi,  M.D.,  Cold  Spring,  Ninth 


to  Study  the  Revision  of  the  Education 
Law 

Walter  T.  Heldmann,  M.D.,  Staten  Island, 
Chairman 

Samuel  Z.  Freedman,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Leo  E.  Gibson,  M.D.,  Syracuse 
Francis  A.  Stephens,  M.D.,  Albany 
Victor  J.  Tofany,  M.D.,  Rochester 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

to  the  New  York  State  Public  High  School 
Athletic  Association,  Advisory 
Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Frederick  H.  Grabow,  M.D.,  Rome 
Eugene  J.  Hanavan,  Jr.,  M.D.,  Buffalo 
Arthur  Howard,  M.D.,  Johnstown 
Joseph  J.  Kaufman,  M.D.,  Newark 
William  B.  Kintzing,  M.D.,  Manhasset 
Alexius  Rachun,  M.D.,  Ithaca 
Murle  Laurens  Rowe,  M.D.,  Rochester 

to  Study  the  Journal 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Leo  E.  Gibson,  M.D.,  Syracuse 
George  Himler,  M.D.,  New  York  City 
Granville  W.  Larimore,  M.D.,  Albany 

to  Prepare  a Lien  Law 

Samuel  Z.  Freedman,  M.D.,  New  York  City, 
Chairman 

Robert  E.  Healy,  M.D.,  Mount  Kisco 
Milton  Helpem,  M.D.,  New  York  City 

on  Osteopathy 

Samuel  Wagreich,  M.D.,  The  Bronx,  Chair- 
man 

Sol  Axelrad,  M.D.,  Woodhaven 
John  W.  Latcher,  M.D.,  Oneonta 
John  H.  Wadsworth,  M.D.,  Cobleskill 

Commission  on  Standards  of  Medical  Care 

Waring  Willis,  M.D.,  Bronxville,  Chairman 
Charles  M.  Brane,  M.D.,  Yonkers 
Edward  Siegel,  M.D.,  Plattsburgh 

Governor’s  Interdepartmental  Task  Force, 
Advisory  Committee  to 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City,  Chairman 
John  H.  Carter,  M.D.,  Albany 
George  Rehmi  Denton,  M.D.,  Albany 
John  J.  Donovan,  Jr.,  M.D.,  Lockport 
Carl  F.  Freese,  M.D.,  Hempstead 
DavidS.  Gerbarg,  M.D.,  Kingston 
George  Himler,  M.D.,  New  York  City 
George  McCauley,  M.D.,  Ithaca 
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Special  Committees 

House  Committee  on  Constitution  and 
Bylaws 

Irving  L.  Ershler,  M.D.,  Syracuse,  Chairman 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
George  Hinder,  M.D.,  New  York  City 
Swen  L.  Larson,  M.D.,  Elmira 
William  F.  Martin,  Esq.,  New  York  City 
Jason  K.  Moyer,  M.D.,  Binghamton 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
E.  Dean  Babbage,  M.D.,  Buffalo 

Disaster  Medical  Care 

Edward  A.  Burkhardt,  M.D.,  New  York  City, 
Chairman 

Irving  G.  Frohman,  M.D.,  Rockaway  Beach 
Harold  T.  Golden,  M.D.,  Herkimer 

Executive  Committee  of  the  Council 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

Waring  Willis,  M.D.,  Bronxville 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  The  Bronx 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
George  Hinder,  M.D.,  New  York  City 
John  F.  Kelley,  M.D.,  Utica 

Judicial  Council 

Edward  T.  Wentworth,  M.D.,  Pittsford, 
Chairman 

Gerald  D.  Dorman,  M.D.,  New  York  City 
A.  W.  Martin  Marino,  Sr.,  M.D.,  Brooklyn 
William  P.  Reed,  M.D.,  Larchmont 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

Labor  Health  Facilities 

William  H.  Foege,  M.D.,  New  York  City, 
Chairman 

Theodore  Rosenthal,  M.D.,  New  York  City 
Louis  Venet,  M.D.,  New  York  City 

Malpractice  Insurance  and  Defense  Board 

Thomas  M.  d’ Angelo,  M.D.,  Jackson  Heights, 
Chairman 

David  Kershner,  M.D.,  Brooklyn 
Raymond  S.  McKeeby,  M.D.,  Binghamton 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
Arthur  J.  Mannix,  Jr.,  M.D.,  Larchmont 
John  J.  Della  Porta,  M.D.,  Rochester 
Frank  Hart  Peters,  M.D.,  New  York  City 


William  F.  Martin,  Esq.,  New  York  City, 
ex  officio 

James  M.  Arnold,  New  York  City,  Executive 
Secretary 

Nominating  Committee 

Waring  Willis,  M.D.,  Bronxville,  Chairman, 
Ninth  District  Branch 

David  Kershner,  M.D.,  Brooklyn,  First 
District  Branch 

John  M.  Galbraith,  M.D.,  Glen  Cove,  Second 
District  Branch 

John  H.  Carter,  M.D.,  Albany,  Third  Dis- 
trict Branch 

John  L.  Clowe,  M.D.,  Schenectady,  Fourth 
District  Branch 

Theodore  Prowda,  M.D.,  Sherrill,  Fifth 
District  Branch 

Norman  S.  Moore,  M.D.,  Ithaca,  Sixth 
District  Branch 

Joseph  J.  Kaufman,  M.D.,  Newark,  Seventh 
District  Branch 

John  T.  Donovan,  M.D.,  Lockport,  Eighth 
District  Branch 

Peter  Gugliuzza,  M.D.,  Hollis,  at  large 

Milton  Helpem,  M.D.,  New  York  City,  at 
large 

Prize  Essays 

Alfred  A.  Angrist,  M.D.,  The  Bronx,  Chair- 
man 

Benjamin  G.  Dinin,  M.D.,  Valhalla 

David  Kimball  Miller,  M.D.,  Buffalo 

New  York  State  Association  of  Professions 

Henry  I.  Fineberg,  M.D.,  New  York  City, 
Delegate 

Leo  E.  Gibson,  M.D.,  Syracuse,  Delegate 

Solomon  Schussheim,  M.D.,  Brooklyn,  Dele- 
gate 

Board  of  Trustees  Committees 

War  Memorial 

John  M.  Galbraith,  M.D.,  Glen  Cove, 
Chairman 

George  A.  Burgin,  M.D.,  Little  Falls 

William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

Investment 

Gerald  D.  Dorman,  M.D.,  New  York  City, 
Chairman 

Leo  E.  Gibson,  M.D.,  Syracuse 

Norman  S.  Moore,  M.D.,  Ithaca 
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Hyman  Lewis  Berson,  M.D.,  of  Brooklyn 
and  Lawrence,  died  on  July  16  at  his  home  in 
Lawrence  at  the  age  of  sixty-one.  Dr.  Berson 
graduated  in  1931  from  Albany  Medical  College. 
He  was  an  attending  staff  surgeon  at  Long 
Island  Jewish  Hospital,  an  attending  surgeon 
at  the  Brooklyn  Hebrew  Home  and  Hospital 
for  the  Aged,  and  an  associate  attending 
surgeon  at  the  Jewish  Hospital  of  Brooklyn. 
Dr.  Berson  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Curtis  Peter  Bight,  M.D.,  of  Kingston,  died 
on  June  16  at  Benedictine  Hospital  at  the  age 
of  fifty-nine.  Dr.  Bight  received  his  medical 
degree  from  the  University  of  Hamburg  in 
1934.  He  was  an  attending  physician  in  in- 
ternal medicine  at  Benedictine  Hospital  and  a 
consulting  physician  in  cardiovascular  disease 
at  the  Ulster  County  Tuberculosis  Hospital. 
A founder  of  the  recently  formed  Ulster  County 
Chapter  of  the  New  York  State  Diabetic 
Association,  as  well  as  medical  adviser  for  the 
chapter,  Dr.  Bight  was  a Fellow  of  the  Amer- 
ican College  of  Chest  Physicians,  a Fellow  of 
the  American  College  of  Cardiology,  and  a 
member  of  the  New  York  Academy  of  Med- 
icine, the  New  York  State  Society  for  Medical 
Research,  the  Clinical  Society,  New  York 
Diabetes  Association,  the  Ulster  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 


Samuel  Blumenfeld,  M.D.,  of  Flushing,  died 
on  December  17,  1965,  at  the  age  of  seventy- 
eight.  Dr.  Blumenfeld  graduated  in  1911  from 
Long  Island  College  Hospital.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Lewis  Lloyd  Burrell,  Jr.,  M.D.,  of  Buffalo, 
died  on  July  14  at  Buffalo  General  Hospital  at 
the  age  of  sixty-one.  Dr.  Burrell  graduated  in 
1936  from  Meharry  Medical  College.  He  was 
an  associate  attending  general  practitioner  at 
Millard  Fillmore  Hospital.  Dr.  Burrell  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Bunworth  Clery,  M.D.,  of  New  York  City, 
died  on  July  7 at  the  age  of  ninety-three. 
Dr.  Clery  graduated  in  1897  from  Long  Island 
College  Hospital. 

Zachary  Robert  Cottier,  M.D.,  of  Brooklyn, 
died  on  July  25  at  the  Jewish  Hospital  of 
Brooklyn  at  the  age  of  fifty-eight.  Dr.  Cottier 
graduated  in  1931  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  as- 
sistant attending  urologist  at  Maimonides 
Hospital  of  Brooklyn  and  an  attending  urol- 
ogist at  Jewish  Hospital  of  Brooklyn  and 
Adelphi  Hospital.  Dr.  Cottier  was  a Diplomate 
of  the  American  Board  of  Urology,  a Fellow 
of  the  International  College  of  Surgeons,  and 
a member  of  the  American  Urological  Associa- 
tion, the  Pan-American  Medical  Association, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  Wallace  Danton,  M.D.,  of  Newark 
Valley,  died  on  May  10  at  the  age  of  sixty- 
six.  Dr.  Danton  graduated  in  1927  from 
Queen’s  University  Faculty  of  Medicine,  On- 
tario, Canada.  He  was  a member  of  the 
Tioga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gerson  Davidson,  M.D.,  of  New  York  City, 
died  on  May  13  at  the  age  of  seventy-one. 
Dr.  Davidson  received  his  medical  degree  from 
the  University  of  Kazan  in  1916.  He  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association. 

William  Blake  Degen,  M.D.,  of  Long  Island 
City,  died  on  June  23  at  Pittsfield  (Massachu- 
setts) General  Hospital  at  the  age  of  fifty. 
Dr.  Degen  graduated  in  1941  from  New  York 
Medical  College.  He  was  an  associate  attend- 
ing surgeon  at  St.  John’s  Queens  Hospital. 
Dr.  Degen  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Chester  Emm,  M.D.,  of  Syracuse, 
died  on  July  9 at  the  age  of  fifty-five.  Dr. 
Emm  graduated  in  1935  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  an  as- 
sistant attending  pediatrician  at  Syracuse 
Memorial  Hospital,  chief  pediatrician  on  the 
general  practice  service  at  St.  Mary’s  Hospital, 
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and  senior  attending  pediatrician  on  the  gen- 
eral practice  service  at  St.  Joseph’s  Hospital. 
Dr.  Emm  was  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  S.  Feraca,  M.D.,  of  The  Bronx,  died  on 
June  13  at  the  age  of  seventy-one.  Dr.  Feraca 
graduated  in  1924  from  the  Medical  College 
of  Virginia. 

Joseph  Goldfein,  M.D.,  of  Mount  Vernon, 
died  on  August  1 at  Mount  Vernon  Hospital 
at  the  age  of  fifty-nine.  Dr.  Goldfein  graduated 
in  1932  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  W.  Granirer,  M.D.,  of  Forest  Hills, 
died  on  July  14  at  The  New  York  Hospital  at 
the  age  of  sixty-four.  Dr.  Granirer  graduated 
in  1926  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
physician  in  arthritis  at  Peninsula  General 
Hospital.  In  1964  he  retired  as  chief  of  the 
arthritis  clinic  at  Queens  General  Hospital. 
Dr.  Granirer  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Angiology,  and  a member 
of  the  American  Geriatrics  Society,  the  Amer- 
ican Rheumatism  Association,  the  Pan-Amer- 
ican Medical  Association,  the  International 
Society  of  Internal  Medicine,  the  New  York 
Academy  of  Medicine,  the  New  York  Cardio- 
logical Society,  the  New  York  State  Society  of 
Internal  Medicine,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hiram  Gaylord  Hubbell,  M.D.,  of  Belmar, 
New  Jersey,  formerly  of  Syracuse,  died  on  May 
27  at  the  age  of  eighty-five.  Dr.  Hubbell 
graduated  in  1906  from  Long  Island  College 
Hospital.  He  was  an  attending  psychiatrist 
at  Veterans  Administration  Regional  Office. 
Dr.  Hubbell  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lemuel  R.  Hurlbut,  M.D.,  of  Lockport,  died 
on  June  19  at  Inter  Community  Memorial 
Hospital,  Newfane,  at  the  age  of  eighty-three. 
Dr.  Hurlbut  graduated  in  1905  from  Albany 
Medical  College.  He  was  an  honorary  physician 
at  Lockport  Memorial  Hospital  and  had  been 


Lockport  school  physician  and  county  coroner. 
Dr.  Hurlbut  was  a member  of  the  Lockport 
Academy  of  Medicine,  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Bland  Jones,  M.D.,  of  Sands  Point, 
died  on  August  4 at  Long  Island  College  Hos- 
pital at  the  age  of  sixty-three.  Dr.  Jones 
graduated  in  1928  from  Harvard  University 
Medical  School.  He  was  an  attending  surgeon 
at  Long  Island  College  Hospital,  chief  colon  and 
rectal  surgeon  at  Long  Island  College  Hospital 
Outpatient  Department,  and  a consulting  sur- 
geon at  Kings  County  Hospital  Center.  A clini- 
cal professor  of  surgery  at  Downstate  Medical 
Center,  Dr.  Jones  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the 
American  Academy  of  Compensation  Medicine, 
Inc.,  the  New  York  Gastroenterological  Society, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  John  Kaliski,  M.D.,  of  New  York  City, 
died  on  August  20  at  The  Mount  Sinai  Hospital 
at  the  age  of  eighty-two.  Dr.  Kaliski  graduated 
in  1905  from  Columbia  University  College  of 
Physicians  and  Surgeons.  Retired  in  1956, 
he  had  served  as  director  of  the  Bureau  of  In- 
dustrial Health  and  Workmen’s  Compensation 
of  the  Medical  Society  of  the  State  of  New  York, 
and  for  more  than  twenty-five  years  was  chief 
of  the  genito-urinary  clinic  and  an  associate 
attending  physician  at  The  Mount  Sinai 
Hospital.  He  devised  the  Kaliski  blood  trans- 
fusion needle.  During  World  War  I he  was  a 
contract  surgeon  for  the  Army.  In  1933, 
Governor  Herbert  H.  Lehman  appointed  him 
to  revise  the  Workmen’s  Compensation  Law. 
An  early  advocate  of  medical  insurance,  he 
became  director  of  United  Medical  Service 
when  it  was  formed  in  1944  and  later  served 
as  secretary,  chairman  of  the  physician’s  re- 
view committee,  and  vice-president.  He  was 
a governor  of  the  Hebrew  University  of  Je- 
rusalem and  in  1935  was  made  a Chevalier  of 
the  Legion  of  Honor  of  France.  Dr.  Kaliski 
was  a member  of  the  American  Urological 
Association,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society 
(president  in  1932),  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lillian  Katz  Kaplan,  M.D.,  of  New  York 
City,  died  on  July  17  at  the  age  of  fifty-four. 
Dr.  Kaplan  graduated  in  1936  from  New  York 
Medical  College.  She  was  a member  of  the 
American  Psychiatric  Association,  the  Academy 
of  Psychoanalysis,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Doctor, 

Here  is  the  Abbott  anorectic 
program  designed  to  meet 
the  individual  needs  of  your 
overweight  patients. 


mood  elevation 


Abbotl 

Anorectic 

Program 


DESOXYN®  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can’t  take  plain  amphetamine, 

put  her  on  DESBUTAl?  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a singk 
tablet.  One  section  contains  Desoxyn  to  curb  th< 
appetite  and  lift  the  mood;  the  other  contain: 
Nembutal®  (pentobarbital)  to  calm  the  patient  anc 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag< 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
s different  and  what  it  means 
for  your  overweight  patients. 

| 


They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
3 patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 


m 


4* 


[he  release  action  is  purely  physical  and  relies  on 
nly  one  factor  common  to  every  patient:  gastro- 
itestinal  fluid.  There  is  no  dependence  on  enteric 
oatings,  enzymes,  motility,  or  an  "ideal”  ion  con- 
entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 


hat’s  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
)ng  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  •££. 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

^ II 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 


Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  in  snorcctic  in  trwtmwtf  al 
o Unity,  Uv>  to  countoiKt  «ni«ty  «"<)  miW  rtrpinsion 
!-■  k i : : ■ i ON  Onbutal  a oontmodtcstsd  in  pa- 

tients t»kln|  a monoamine  oiidast  inhibitor  Nervousness 
oi  eicnsrve  sedation  have  ocusmntlly  been  observed 
oltvn  these  eft  rets  will  disappear  situ  a lew  dm  Usa 
with  caution  in  patients  with  hypeitensvn.  caidiovascular 
disease,  hy Perth yioidism  ot  who  are  sensitive  to  sympa 
Ihomimelic  diops  Careful  supervision  is  advisable  with 
malad  lusted  individuals. 

A single  Gradumet  tablet  m the  motainf 
provides  atl-day  appetite  control 

Desbulal  10  contains  10  lh|  ol  mem 
amphetamine  hydrochloiide  end  60  m|  d pentobaibltal 
sodium  Desbutal  ISeonlams  I4m|  ol  methemphelamlne 
hydiochlonite  and  90  m|  ol  pentobarbital  sodium  In 
bottles  ol  100  sod  400 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 

For  um  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa* 
tient  to  “watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sutaorl-  Abbott  brand 

ol  low  and  non -caloric  ewwotoners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 

601060 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its  mm 
derivatives.  Careful  supervision  is  ad-  I 

visable  with  maladjusted  individuals. 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


continued  from  page  2582 

Erich  Emanuel  Kleemann,  M.D.,  of  New 
York  City,  died  on  July  17  at  the  age  of  seventy- 
nine.  Dr.  Kleemann  received  his  medical 
degree  from  the  University  of  Breslau  in  1912. 
He  was  an  associate  attending  gynecologist  at 
the  Medical  Arts  Center  Hospital.  Dr.  Klee- 
mann was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow 
of  the  International  College  of  Surgeons,  and 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 


Andor  Mandel,  M.D.,  of  New  York  City, 
died  on  June  21  at  the  age  of  seventy-seven. 
Dr.  Mandel  received  his  medical  degree  from  the 
University  of  Budapest  in  1913.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Manning  Moses  Melton,  M.D.,  of  The 

Bronx,  died  on  August  7 at  the  age  of  fifty-six. 
Dr.  Melton  received  his  medical  degree  from 
the  University  of  Basel  in  1935.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Charles  T.  Olcott,  M.D.,  of  New  York  City, 
died  on  August  1 at  his  summer  home  in 
Orillia,  Ontario,  Canada,  at  the  age  of  seventy- 
six.  Dr.  Olcott  graduated  in  1916  from  Cornell 
University  Medical  College.  He  was  a con- 
sulting pathologist  at  The  New  York  Hospital 
and  professor  emeritus,  Department  of  Pa- 
thology, at  Cornell  University  Medical  College. 
Dr.  Olcott  was  a Diplomate  of  the  American 
Board  of  Pathology  (Pathologic  Anatomy) 
and  a member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  American 
Association  for  Cancer  Research,  the  New  York 
Academy  of  Medicine,  and  the  New  York 
Pathological  Society  (past-president). 

William  Albert  Roberts,  M.D.,  of  The 
Bronx,  died  on  August  2 at  Union  Hospital  at 
the  age  of  eighty-three.  Dr.  Roberts  graduated 
in  1907  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  phy- 
sician at  Morrisania  Hospital  where  he  had 
served  as  president  of  the  medical  board. 
Dr.  Roberts  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  I.  Robinson,  M.D.,  of  Brooklyn, 
died  on  July  3 at  the  age  of  sixty-two.  Dr. 
Robinson  graduated  in  1928  from  Long  Island 
College  Hospital.  He  was  an  assistant  at- 
tending physician  in  internal  medicine  at 
Wyckoff  Heights  Hospital.  Dr.  Robinson  was 
a member  of  the  American  Academy  of  General 
Practice,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Henry  Aaron  Rogan,  M.D.,  of  Pleasantville, 
died  on  July  25  at  Northern  Westchester  Hos- 
pital at  the  age  of  sixty-three.  Dr.  Rogan 
graduated  in  1934  from  St.  Louis  University 
School  of  Medicine.  He  was  an  associate 
attending  physician  at  Northern  Westchester 
Hospital.  Dr.  Rogan  was  a member  of  the 
American  Academy  of  General  Practice,  the 
American  Geriatrics  Society,  the  Westchester 
Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Peter  J.  Shammon,  M.D.,  of  Brooklyn,  died 
on  May  30  at  Beirut,  Lebanon,  at  the  age  of 
seventy-one.  Dr.  Shammon  graduated  in  1925 
from  the  University  of  Vermont  College  of 
Medicine.  He  was  an  associate  attending 
(affiliate)  surgeon  at  Kings  County  Hospital 
Center  and  an  assistant  attending  surgeon  at 
Evangelical  Deaconess  Hospital.  Dr.  Sham- 
mon was  a Fellow  of  the  International  College 
of  Surgeons  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bernard  Wilkens,  M.D.,  of  New  York  City, 
died  on  July  28  at  the  age  of  forty-three.  Dr. 
Wilkens  graduated  in  1950  from  Southwestern 
Medical  School  of  the  University  of  Texas. 
He  was  an  assistant  clinical  professor  of  psy- 
chiatry at  Columbia  University  College  of 
Physicians  and  Surgeons,  a senior  research 
psychiatrist  at  the  New  York  State  Psychiatric 
Institute,  and  an  associate  attending  psychiatrist 
at  Vanderbilt  Clinic.  Dr.  Wilkens  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the 
Association  for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  ( particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by 
the  American  Medical  Association  with  the  collaboration  of  The 
World  Medical  Association  to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  international  good  will.  Your  co- 
operation in  this  program  will  be  greatly  appreciated  and  your  contact 
with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove 
very  gratifying.  If  you  wish  to  participate  in  this  program,  send  your 
name,  address,  and  titles  of  journals  you  will  contribute  to  DOCTOR- 
TO-DOCTOR  PROGRAM,  % The  World  Medical  Association,  Inc., 
10  Columbus  Circle,  New  York,  New  York  10019. 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.Y.  10017. 


Old  address 


Attach  Journal  Label  Here 


Name 


Please  Print 


New  Address: 

( Send  Journal  Number  Street 

here ) 


City 


State 


Zip  Cod* 


Effective  Date: 

I 
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Aspirin  (Bayer  Company) 2503 

Analgesic-antipy  reties 

Dialog  (Ciba  Pharmaceutical  Company) 2488-2489 

Antacids 

Wingel  (Winthrop  Laboratories) 2475 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 2482-2483 

Antibiotics 

Declomycin  (Lederle'Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Lincocin  (Upjohn  Company) 2471 

Neosporin  (Burroughs  Wellcome  & 

Company,  Inc.) 2487 

V-Cillin  K (Eli  Lilly  & Company) 2504 

Anticongestants 

Tussagesic  (Dorsey  Laboratories) 2479,  2494 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 2477 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 2473 

Antiseptics 

Alkalol  (Alkalol  Company) 2966 

Appetite  suppressants 

Desbutal/Desoxyn 

Abbott  Laboratories) 2583,  2584,  2585,  2586 

Beverages 

No-Cal  (No-Cal  Corp.) 2504 

Bronchodilator-decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 

Bronchopulmonary 

Hycomine  (Endo  Laboratories) 2595 

Decongestant-antihistamines 

Triaminic  (Dorsey  Laboratories) 2493 

Decongestant-Anthistamihe  Antibacterial 
Trisulfaminic  (Dorsey  Laboratories) 2484-2485 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  cover 

Foods 

Dairy  foods  (National  Dairy  Council) 2481 

Hormones 

Ovulen  (G.  D.  Searle  & Company) 2511 

Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Company,  Inc.) 2496 

Natal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 2499 


HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community 

Accredited  by:  The  Joint  Commission  on 
Accreditation  of  Hospitals  and  The  American 
Psychiatric  Association 

Albert  IV! . Moss,  M.D.  Leo  II.  Herman,  M.I). 

Medical  Direcior  Clinical  Director 

Elisabeth  Solomon 
Executive  Director 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Waiter  A.^h^mpion,fM^D.^F.A.P.A. 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  8-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


Medical  Director  for  Latin  America 

Challenging  opportunity  for  physician  to  sup- 
port marketing  activities  of  company’s  Inter- 
national Division.  As  Medical  Director  for 
Latin  America,  will  assist  overseas  subsi- 
diaries aad  distributors  in  clinical  trials,  pro- 
duct indoctrination  and  related  functions. 
Overseas  travel  and  fluency  in  Spanish  re- 
quired. 

Candidates  submit  resume  in  confidence 
to  J.  Coudaux 

THE  NORWICH  PHARMACAL  CO. 

EATON  LABORATORIES  DIV. 

410  Park  Avenue,  New  York,  N.Y.  10022 

An  equal  opportunity  employer 


PHYSICIANS  WANTED 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


WANTED:  PATHOLOGIST  TO  JOIN  MODERN 

medical-legal  system.  Prior  forensic  experience  not  es- 
sential. New  York  State  license  required.  State  ex- 
perience. Reply  Box  433,  % NYSJM. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR  IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modem 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  % NYSJM. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS 
needed  in  Connecticut  communities  of  Ansonia,  Shelton, 
Derby,  Seymour  and  Oxford.  Opportunities  for  family 
practice,  internal  medicine,  pediatrics  and  medical  and 
surgical  sub-specialties  in  prosperous  suburban  area  of 
70,000  population.  Excellent  general  hospital  under- 
going $6  million  expansion.  Write:  Chief  of  Staff,  Grif- 
fin Hospital,  Derby,  Connecticut. 


PHYSICIAN:  GENERAL  PRACTICE  WITH  6 MAN, 
hard  working  group  in  suburban  Detroit.  Delicious  salary 
and  future  percentage.  Write  Fairwood  General  Hospital, 
4050  E.  12  Mile  Road,  Warren,  Michigan  48092. 


CHIEF  RADIOLOGIST,  BOARD  CERTIFIED  PRE- 
ferred.  Fully  accredited  200  bed  general  hospital,  ex- 
pansion in  progress,  includes  new  X-ray  dept.  Near 
New  York  City  and  Yale  Medical  Center.  Remunera- 
tion open.  Send  curriculum  vitae  with  initial  letter  to 
Administrator,  Griffin  Hospital,  Derby,  Conn. 


AGGRESSIVE  GENERAL  SURGEON  TO  JOIN  DY- 
namic  multi-specialty  group  in  suburban  Detroit.  Addi- 
tion training  in  vascular,  urological,  or  orthopedic,  makes 
you  more  desirable.  Basic  science  certificate  required  for 
licensure  in  Michigan.  Call  (313)  755-2500,  or  write 
Fairwood  General  Hospital,  4050  E.  12  Mile  Road,  Warren, 
Michigan  48092. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  WANTED:  TO  MAKE  THREE  MAN 

group  with  well  established  Board  certified  internist,  and 
Board  certified  cardiologist.  Generous  sized  suite  in  new 
office  building  occupied  by  six  other  nonaffiliated  profes- 
sional men.  Guaranteed  liberal  income  to  start,  and  retro- 
active partnership  if  agreeable  to  all  parties.  Write: 
George  Hamilton,  M.D.,  86  Walnut  Street,  Binghamton, 
N.  Y.  13905. 


INTERNIST  TO  JOIN  ULTRAMODERN  CLINIC 
with  hospital,  Detroit  suburb.  Challenging  scientific 
environment.  Salary  open.  Basic  science  certificate  re- 
quired. Write  Fairwood  General  Hospital,  4050  E.  12 
Mile  Road,  Warren,  Michigan  48092. 


DIRECTOR  OF  MEDICAL  SERVICES  IN  AN  UPSTATE 
N.Y.,  180  bed,  modem  geriatric  setting  with  established 
program  focused  on  rehabilitation.  Requires  full  time 
medical  physician  with  broad  experience  in  the  active 
practice  of  medicine.  Range  $25,000  annually.  Box  446, 
% NYSJM. 


WANTED:  GENERAL  PRACTITIONER  FOR  IN- 

corporated  village,  northern  New  York.  Dairying  and 
paper  manufacturing  center.  Near  accredited  hospital. 
Good  fishing,  hunting  and  ski  area.  Box  448,  % NYSJM. 


PHYSICIAN  WANTED  TO  SHARE  OFFICE.  GOOD 
opportunity  for  young  physician  who  will  work  and  make 
house  calls.  Call  Wednesday  or  Friday  between  1:00  & 
5:00  p.m.  at  office,  433  W.  44th  St.,  N.Y.C.,  or  call  Cl 
6-8797. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible,  military  service  completed,  to  associate  in  estab- 
lished practice  in  attractive  residential,  high  income  Long 
Island  community.  Initial  salary  $12,000  plus  bonus 
incentive,  leading  to  eventual  partnership  arrangement. 
Box  451,  % NYSJM. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate,  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


O.P.D.  AND  EMERGENCY  ROOM  PHYSICIANS 
wanted  to  work  at  Lincoln  Hospital  (Bronx,  N.Y.C.), 
days,  nights  and  weekends.  Call  CY  2-9200,  ext.  564. 


OPHTHALMOLOGIST,  WHO  IS  PRIMARILY  INTER- 
ested  in  office  practice.  Board  certification  desired  but 
not  required.  Western  New  York  State.  Box  453,  % 
NYSJM. 


ANESTHESIOLOGIST  WANTED  IMMEDIATELY. 
Fee  for  service,  St.  Francis  Hospital,  Poughkeepsie,  N.  Y. 
Call  (914)  471-2000,  ext.  244. 


FULL-TIME  FAMILY  PHYSICIANS,  BOARD  ELIGI- 
ble  in  medicine.  Montefiore  Hospital  Medical  Group, 
3455  Steuben  Avenue.  Bronx,  New  York  10467. 
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PRACTICE  WANTED 


PSYCHIATRIST  WILL  PURCHASE  ACTIVE  PRAC- 
tice  in  New  York  City,  Westchester  or  Rockland  Counties. 
Box  454,  % NYSJM. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED,  IS  LOOKING 
for  position  in  hospital  of  150  to  200  beds  as  head  of  de- 
partment. Interested  in  hospital  willing  to  have  a dy- 
namic x-ray  department  with  performance  of  special  proce- 
dures (vasculografia).  Isotopes  and  therapy  will  be  wel- 
come. Box  455,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


U.S.  TRAINED  ANESTHESIOLOGIST,  ELIGIBLE  FOR 
N.Y.  State  license,  available  part-time  or  weekends. 
Box  442,  % NYSJM. 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIG- 
ible,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  on  request.  Box  441,  % NYSJM. 


ANESTHESIOLOGIST,  DIPLOMATE  AMERICAN 
Board,  eighteen  years  experience,  desires  fee  for  service 
outside  N.Y.  City.  Box  445,  % NYSJM. 


DIRECTOR  OF  ANESTHESIA.  UNUSUAL  QUALIFI- 
cations.  Early  availability.  Box  456,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


EYE  PRACTICE,  CENTRAL  NEW  YORK,  ESTAB- 
lished  fifteen  years.  Very  active  and  highly  lucrative, 
equity  in  new  professional  building.  Fabulous,  six  figure 
gross  income  for  capable  young  oculist.  Will  introduce 
and  arrange  terms.  Box  450,  % NYSJM. 


LONG  ISLAND,  SOUTH  SHORE,  CENTER  OF  TOWN 
near  ocean.  8 room  equipped,  modern  office,  plaaned  for 
2 doctors.  Attached  to  two  story,  furnished,  beautifnl 
home,  garages,  Immediately  available  for  general  prac- 
tice or  specialty.  Retiring.  $15,000  cash,  rest  easy  terms. 
Tell  your  friends  about  this  terrific  opportunity.  Box 
458,  % NYSJM. 


WILLISTON  PARK,  L.I.  PRACTICE,  HOME/OFFICE 
for  sale.  Well  established  general  practice.  Excellently 
equipped  medical  office,  including  E.C.G.,  X-ray.  Multi- 
level brick  corner  home  with  separate  street  entrances  for 
office  and  home.  All  centrally  air-conditioned.  Many 
other  advantages.  Offered  because  of  death  of  physician. 
Phone  (516)  PI  6-7139. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 

•••••••• 

Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Peughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Offices  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin,  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie,  N.  Y.  (914)-454-0322 


FOR  RENT:  PROFESSIONAL  OFFICE  SPACE  ON 

lobby  floor  of  new  high  rise,  prestige  building.  Suitable 
for  combined  office  and  residence  or  for  group.  2,000  sq. 
ft.  Will  alter  to  suit  all  or  part.  2 private  entrances. 
Carlyle  Towers,  512  Bloomfield  Ave.,  Caldwell,  N.  J. 
Phone:  (201)  228-4227. 


YONKERS,  ADJACENT  RIVERDALE,  N.Y.C.  FULLY 
equipped  medical  office  to  share  with  general  surgeon, 
liberal  alternate  hours,  in  residential  neighborhood.  Suit- 
able for  any  practitioner  or  specialist.  Good  will  offered 
to  interested  psychiatrist  with  clientele  of  previous  half- 
time practice.  Low  overhead.  D.  J.  Watt,  M.D., 
(914)  YO  9-1911,  or  CE  2-5031. 


OFFICE  FOR  RENT:  CENTRAL  PARK  WEST  NEAR 
86th  Street;  private  street  entrance,  distinguished  offce; 
share  waiting  room  with  long  established  dentist.  Modest, 
quiet  clientele.  Unfurnished,  reasonable.  ENdicott 
2-4251. 


MEDICAL  OFFICES  IN  WESTCHESTER  (BRIAR- 
cliff  Manor):  Fully  equipped,  newly  renovated  medical 

offices;  opportunity  for  growth  practices,  G.P.  and  special- 
ties. Rentals  tailored  to  needs.  Real  opportunities  for 
extending  or  starting  professional  practice.  Write  im- 
mediately, stating  needs,  type  of  practice,  professional 
background.  Box  452,  % NYSJM. 


HOME/OFFICE  FOR  SALE:  QUEENS,  FLUSHING- 

Bayside  area.  Home:  3 bedrooms,  2 baths,  living-dining 
room,  double  garage,  playroom.  Office:  6 rooms,  bath. 
Till  now  shared  by  physician  (internist  G.P.),  and  owner- 
dentist  for  15  years.  Physician  moved  to  another  state. 
Owner-dentist  contemplates  retirement.  Box  457,  % 
NYSJM 


FLATBUSH,  2373  OCEAN  PARKWAY  (NEAR  AVE. 
X).  New  luxury  apartment  house;  separate  street  en- 
trance at  front;  3V2  rooms;  suitable  for  physician  or 
dentist.  $150  per  month.  Will  consider  liberal  con- 
cession; call  owner.  Ask  for  Mr.  Schwab,  HY  4-7900. 


PORT  WASHINGTON,  LONG  ISLAND,  N.  Y.  Ex- 
cellent professional  location.  Ten  room  office  / home;  air 
conditioned,  plumbing  and  electrical  completed  in  office. 
Parking  lot.  Many  extras.  Good  opportunity  for  G.  P. 
or  specialist.  Realistically  priced.  (516)  PO  7-7957 
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11:47  pm 


11:53  pm 


12:06  am 

The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  go 

better,! 

.with 


Coke 
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heartburn  and 
epigastric  pressure: 

The  somatic  Mask 

01  Psychic  Tension? 

Heartburn,  epigastric  pressure  or  fullness,  nausea  and  vomiting  are 
common  symptoms  of  chronic  gastritis.  Yet  in  many  cases  they  may 
represent  “somatic  masks”  — psychophysiologic  equivalents  of  psychic 
tension. 

When  gastrointestinal  symptoms  stem  from  underlying  emotional  fac- 
tors, consider  Valium  (diazepam)  in  the  over-all  treatment  program. 
Valium  (diazepam)  usually  acts  rapidly  to  reduce  psychic  tension,  and 
to  relieve  stress-induced  “somatic”  symptoms  as  well.  Calmed  and  less 
tense,  the  patient  also  tends  to  sleep  better  and  cooperate  more  will- 
ingly with  the  physician. 

Neurotic  fatigue  — the  chronic  tiredness  resulting  from  emotional 
strain  which  often  accompanies  psychogenic  gastrointestinal  symp- 
toms—may  also  be  alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  frequently  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and  usually  does  not 
impair  mental  acuity  or  ability  to  function.  If  side  effects  such  as 
ataxia  or  drowsiness  occur,  they  usually  disappear  with  dosage  ad- 
justment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to 
S mg  b.i.d.  or  t.i.d. ; severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or 

2 mg/day  initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive  disorders  or  glaucoma. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients,  and  should  not  be  em- 
ployed in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly  patients  (not  more 
than  1 mg,  one  or  two  times  daily)  to  preclude  ataxia  or  oversedation.  Advise  patients 
against  possibly  hazardous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent  use  with  other  psy- 
chotropic agents  is  not  recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal;  periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue,  drowsiness  and  ataxia.  Also 
reported:  mild  nausea,  dizziness,  blurred  vision,  diplopia,  headache,  incontinence, 
slurred  speech,  tremor  and  skin  rash;  paradoxical  reactions  (excitement,  depression, 
stimulation,  sleep  disturbances,  hallucinations);  changes  in  EEG  patterns.  Abrupt 
cessation  after  prolonged  overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for  convenience  and  economy 
in  prescribing. 

Valium*  (diazepam) 

2-mg,  5-mg,  10- mg  tablets 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc.,  Nutley,  N.  J.  07110 


with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synthroid* 

sodium  levothyroxine,  flint 


Animal  gland  products  are  still  widely  used 
today.  SYNTHROID  (sodium  levothyroxine), 
however,  offers  important  advantages  in  the 
treatment  of  thyroid  deficiency  and  related  con- 
ditions. 

CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100%  pure 
thyroid  hormone  ...  a drug  of  definite  and  uniform 
composition.  Each  batch  is  assayed  by  chemical  and 
physical  measurement  ...  a more  accurate  method 
than  biologic  standardization.  SYNTHROID  (so- 
dium levothyroxine)  does  not  deteriorate  in  storage 
or  in  high  humidity  conditions.  Your  patients  con- 
sistently receive  the  dosage  you  prescribe. 

it  is  competitively  priced 

Patient  costs  are  competitive  with  animal  gland 
products.  In  comparison  to  the  other  form  of  syn- 
thetic thyroid  hormone,  SYNTHROID  (sodium  levo- 
thyroxine) costs  approximately  half  as  much. 

smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there 
is  little  possibility  of  a metabolic  surge  that  can 
compromise  cardiac  function.  SYNTHROID  (so- 
dium levothyroxine),  after  absorption  and  protein 
binding,  is  released  at  a physiologic  rate.  This  assures  a 
smooth  response  with  a higher  degree  of  safety. 

predictability 

Expect  PBI  readings  to  be  in  the  range  of  6-10  meg. 
%.  Count  on  these  readings  and  on  other  parameters 
to  be  predictable  in  relation  to  the  dosage  you  pre- 
scribe. Levothyroxine  has  a high  binding  capacity 
for  serum  proteins  in  contrast  to  other  thyroid  me- 
dicaments which  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 
In  patients  made  euthyroid  with  SYNTHROID  (so- 
dium levothyroxine),  it  is  therefore  not  unusual  to 
find  PBI  levels  of  8-10  meg.  %. 


FLINT  LABORATORIES 

Morton  Grove,  Illinois  F-368  8/66 


unexcelled  dosage  f lexibility 

Available  in  six  strengths.  Tablets  are  scored  and 
color-coded  for  dosage  convenience.  SYNTHROID 
(sodium  levothyroxine)  INJECTION  is  also  avail- 
able. 

broad  indications 

SYNTHROID  (sodium  levothyroxine)  duplicates  the 
biological  and  metabolic  activity  of  endogenous  thy- 
roxine. The  tablets  are  specific  replacement  therapy 
in  diminished  or  absent  thyroid  function  resulting 
in  hypothyroidism  ranging  from  the  subclinical  or 
borderline  type  to  the  myxedematous  type.  The 
administration  of  SYNTHROID  (sodium  levothy- 
roxine) is  therefore  indicated  in  primary,  hypopitui- 
tary,  pediatric,  and  geriatric  hypothyroidism,  and 
for  reproductive  disorders  such  as  infertility,  men- 
strual disturbances  and  habitual  abortion  associated 
with  hypothyroidism. 

Because  SYNTHROID  (sodium  levothyroxine)  is 
effective  in  the  treatment  of  hypothyroidism  of  any 
degree  of  severity,  it  is  especially  useful  in  subclini- 
cal cases  exemplified  by  symptoms  such  as  undue 
lassitude,  skin  disturbances  and  obesity,  in  the  pres- 
ence of  diagnostic  test  criteria.  In  your  judgment, 
when  a diminished  level  of  thyroid  hormone  may  be 
implicated,  the  purity,  stability,  and  predictability 
of  SYNTHROID  (sodium  levothyroxine)  are  par- 
ticularly important  to  confirm  your  diagnosis  be- 
cause they  eliminate  the  variability  in  response  due 
to  product  deficiency  often  encountered  with  desic- 
cated thyroid. 

Precautions:  As  with  other  thyroid  preparations;  an  overdose  may  cause  diarrhea 
or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss. 
Medication,  in  such  cases,  should  be  stopped  for  2-6  days,  then  resumed  at  a lower 
dose  level.  In  patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  parameters  that  are  used  to  guide  antidiabetic  therapy.  Contrain- 
dications: Thyrotoxicosis,  acute  myocardial  infarction.  Administration  and 
Dosage:  Administer  tablets  as  a single  daily  dose,  preferably  after  breakfast.  In- 
jection may  be  administered  intravenously  in  solutions  containing  100  meg.  per  ml. 
Supplied:  Tablets  0.025  mg..  0.05  mg.,  0.1  mg..  0.15  mg.,  0.2  mg..  0.3  mg.,  scored 
and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg.,  lyophiiized  in  10  ml. 
single  dose  vial,  with  5 ml.  vial  of  diluent. 

EASY  TO  PRESCRIBE- EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
APPROXIMATELY  EQUIVALENT  TO  1 gr.THYROID  U.S.P. 

Synthroid 

sodium  levothyroxine,  FLINT 
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For  adolescents,  acne  is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.  * 
' Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade”  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 
tor.” pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  Vh 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

'Kligman,  A M.,  in  Ludwig,  G.  D..  and 
Elsom.  Katherine  O.  (Eds  ):  Am.  Pracl. 
13:200,  March,  1962. 

pHisoHe*  and  pHisoAc,  trademarks  r eg.  U.S.  Pat.  Off. 
Winthrop  Laboratories,  New  York,  N.Y.  10016 


antibacterial  skin  detergent  with  3%  hexachlorophene 

is  always  “right” 
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what 
time 
is  it? 

For  the  past 
two  years 
there's  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 


Tuberculin, 

Tine^UlTest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4 14-6— 404bR 


2601 


Officers 


Medical  Society  of 
the  State  of  New  York 


James  M.  Blake,  M.D.,  Schenectady 
Waring  Willis,  M.D.,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Arthur  F.  Gaffney,  M.D.,  Oneida 
Walter  T.  Heldmann,  M.D.,  Richmond 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 
George  Himler,  M.D.,  New  York 


President 
Past- Pres  ident 
President-Elect 
V ice- President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1967 
John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1969 

Irving  L.  Ershler,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Bernard  J.  Pisani,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 

Trustees 

Thurman  B.  Givan,  M.D.,  Kings,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York 
George  A.  Burgin,  M.D.,  Herkimer 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 

The  Council  is  composed  of  the  officers,  the 
councillors , and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.  Assistant  to  the 

Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,*  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 

Deceased. 


2602 


MINIMIZE  THIS  PROGRESSION... 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H..  et  at:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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Medical  News 


New  York  extends  Workmen’s 
Compensation  Law  to  farm  laborers 

On  and  after  April  1,  1967,  most  farm  laborers 
will  be  entitled  to  workmen’s  compensation 
coverage  under  a 1966  amendment  to  the  Work- 
men’s Compensation  Law.  Under  the  amend- 
ment, a farmer-employer  will  be  required  to 
carry  workmen’s  compensation  insurance  for 
work-connected  injuries  sustained  by  his  farm 
laborers  on  or  after  April  1,  1967,  if  his  total 
cash  wage  payments  to  all  his  farm  laborers  in 
the  1966  calendar  year  amounted  to  $1,200  or 
more.  The  farmer-employer  will  be  required 
to  continue  such  insurance  in  any  subsequent 
year  if  his  total  cash  wage  payments  amounted 
to  $1,200  or  more  in  the  preceding  calendar  year. 

Another  provision  of  the  amendment,  effec- 
tive on  and  after  October  1 of  this  year,  covers 
lumbering  operations  on  a farm  where  one  or 
more  employes  are  engaged  therein.  Formerly, 
lumbering  operations  on  a farm  were  exempt 
from  the  Law  where  not  more  than  four  persons 
were  so  engaged  by  a single  emloyer. 

Employers  subject  to  the  Workmen’s  Com- 
pensation Law  must  secure  workmen’s  com- 
pensation insurance.  Failure  to  do  so  consti- 
tutes a penal  offense  and  also  renders  the  em- 
ployer personally  liable  for  all  awards.  A 
minor  under  eighteen  years  of  age,  when  in- 
jured while  engaged  in  farm  work  prohibited  by 
the  labor  law,  is  entitled  to  double  compensa- 
tion; the  employer,  not  his  insurance  company, 
is  personally  liable  for  the  duplicate  award. 
Farmers  employing  minors  are  urged  to  consult 
with  school  certificating  officers  or  the  State 
Department  of  Labor  concerning  prohibited 
employment. 

F.D.A.  issues  guidelines  for 
use  of  investigational  drugs 

Physicians  will  be  required  to  obtain  the 
written  consent  of  patients  for  the  use  of  in- 
vestigational drugs  except  in  unusual  circum- 
stances. This  requirement  was  spelled  out  in 
guidelines  recently  by  James  L.  Goddard,  M.D., 
commissioner  of  the  Food  and  Drug  Administra- 
tion: “The  provision  that  patients  must  give 
their  consent,  with  certain  exceptions,  to  the 
use  of  experimental  drugs  has  been  a matter  of 
law  since  1962.  There  is  an  apparent  need, 
however,  for  specific  guidelines  on  how  that 
consent  is  to  be  obtained  and  what  exceptions 
are  allowed.” 

The  Kefauver-Harris  drug  amendments  of 
1962  provided  that  physicians  using  investiga- 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


tional  drugs  on  humans  must  “obtain  the  con- 
sent of  such  human  beings  or  their  representa- 
tives, except  where  they  deem  it  not  feasible  or, 
in  their  professional  judgment,  contrary  to  the 
best  interests  of  such  human  beings.”  In- 
vestigational drugs  are  new  pharmaceuticals 
that  have  not  yet  been  demonstrated  to  be  safe 
and  effective  and  approved  for  general  use  by 
the  Food  and  Drug  Administration. 

In  addition  to  requiring  that  the  patient  give 
his  consent  in  writing,  the  guidelines  provide 
that  the  patient  must  have  the  legal  capacity 
and  freedom  of  choice  to  give  consent  and  that 
he  must  be  given  necessary  information  about 
the  investigational  drug.  This  information 
must  include  the  purpose  of  the  drug;  the  dura- 
tion and  method  of  use;  hazards  expected  (in- 
cluding the  fact  that  the  patient  may  be  used  as 
a control) ; alternative  therapy  available,  if 
any;  and  possible  effects  on  his  health.  The 
1962  amendments  permit  exceptions  to  the 
consent  requirement  when  such  consent  is 
“not  feasible  or  . . . contrary  to  the  best  interests 
of  such  human  beings.”  The  guidelines  say 
the  “not  feasible”  exception  will  be  limited  to 
cases  where  the  patient  cannot  communicate  or 
is  otherwise  unable  to  give  his  informed  con- 
sent, his  representative  is  not  available,  and  it  is 
necessary  to  use  the  drug  without  delay.  Omit- 
ting the  consent  procedure  on  the  grounds  that 
it  is  contrary  to  the  best  interests  of  the  patient 
is  permissible  when,  in  the  physician’s  profes- 
sional judgment,  providing  the  information 
necessary  to  obtain  consent  would  seriously 
affect  the  patient’s  condition. 

Laboratories  call  for  blood  samples 

Women  taking  oral  contraceptives  for  two 
years  or  longer  are  being  studied  at  the  New 
York  University  School  of  Medicine.  Initial 
data  indicate  that  abnormalities  in  plasma  insulin 
secretion  exist  in  some,  particularly  in  those  with 
diabetic  tendency  or  family  history.  For 
particulars  about  sending  bloods  for  analysis 
write  to:  Herbert  Gershberg,  M.D.,  Depart- 

ment of  Medicine,  New  York  University  School 
of  Medicine,  550  First  Avenue,  New  York,  New 
York  10016. 

The  staff  of  the  cell  laboratory  at  Roswell 
Park  Memorial  Institute  has  a critical  need  for 
blood  samples  from  patients  with  one  of  the 
following  diseases:  plasma  cell  leukemia;  De 

Guglielmo’s  syndrome  or  erythroblastic  leu- 
kemia; megakaryocytic  leukemia;  eosinophilic 
leukemia;  basophilic  leukemia;  or  major 
leukemoid  reactions  associated  with  malignant 
lesions.  The  white  blood  count  must  be  over 

continued  on  page  2610 
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eczema:  scourge  of  childhood 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  childhood  eczema: 
allergic,  atopic,  nummular,  psoriatic,  and 
mycotic. 

In  most  cases  responsive  to  the  topical  forms 
of  ARISTOCORT,  the  0.1%  concentration  is 
sufficiently  potent.  The  0.5%  concentration 
provides  enhanced  topical  activity  for  patients 
requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 

Aristocort  Topical 

Triamcinolone  Acetonide 


react  unfavorably  under  certain  conditions.  If  side 
effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Gm.  and  15  Cm.;  V2  lb.  jar. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American 


Cyanamid  Company,  Pearl  River,  New  York 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed  since 
the  discovery  of  the  diuretic  activity  of  sulfanila- 
mide started  pharmacologists  on  a succession  of 
molecular  remodelings  to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical  effect 
from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  reported  that 
the  administration  of  a sulfonamide  was  some- 
times accompanied  by  an  unexplainable  side  ef- 
fect-metabolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfonamide  radi- 
cal of  sulfanilamide  inhibited  carbonic  anhy- 
drase,2  the  enzyme  responsible  for  converting 
carbon  dioxide  and  water  to  hydrogen  ions  and 
bicarbonate  ions. 


Later,  other  investigators  showed  by  dog  experi- 
ments that  metabolic  acidosis  probably  resulted 
when  the  inhibition  of  carbonic  anhydrase  upset 
the  exchange  of  hydrogen  and  sodium  ions,  caus- 
ing increased  excretion  of  sodium  as  the  bicar- 
bonate.3 

Since  the  excretion  of  sodium  was  a desired  ef- 
fect in  the  treatment  of  edema,  eventually  sulfa- 
nilamide was  tried  clinically  in  three  edematous 
patients  for  that  purpose.4  It  was  twelve  long 
years  after  the  first  report  of  the  unexplainable 
side  effect  (metabolic  acidosis)  that  it  was  finally 
shown  that  large  doses  of  sulfanilamide  admin- 
istered to  edematous  patients  were  indeed  capa- 
ble of  promoting  diuresis.4  However,  the  possi- 
bility of  toxic  effects  from  its  prolonged  use  and 
its  relatively  weak  diuretic  action  made  it  im- 
practical for  clinical  use  as  a diuretic.5 


Because  the  inhibition  of  carbonic  anhydrase 
seemed  to  be  the  key  to  effective  diuresis,  investi- 
gators began  to  look  for  more  potent  enzyme  in- 
hibitors—in  the  hopes  that  they  would  be  more 
effective  diuretics.  Since  in  vitro  experiments  and 
animal  studies  showed  that  a sulfonamide  group 
(SCLNHo)  bearing  only  hydrogen  on  the  nitro- 
gen was  required  for  carbonic  anhydrase  inhibi- 
tory activity,6  the  first  compounds  developed 
through  molecular  alteration  had  one,  some- 
times two,  unsubstituted  sulfonamide  groups. 

The  most  important  of  these  early  compounds, 
acetazolamide,  enjoyed  several  years  of  fairly 
wide  clinical  use. 
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Its  carbonic  anhydrase  inhibitory  activity  was 
several  hundred  times  greater  than  that  of  sul- 
fanilamide.7 The  increase  in  inhibitory  activity, 
however,  increased  not  only  the  excretion  of 
sodium  and  bicarbonate  ions,  but  also  the  excre- 
tion of  potassium.8  And,  like  its  predecessor, 
acetazolamide  precipitated  mild  acidosis.  Its 
prolonged  use  could  result  in  hypokalemic  aci- 
dosis.8 

The  ‘thiazides’— an  answer  to  the  metabolic 
acidosis  caused  by  carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide  group  ap- 
peared to  be  responsible  for  carbonic  anhydrase 
inhibition  which  in  turn  appeared  to  be  respon- 
sible for  diuresis,  investigators  began  to  synthe- 
size compounds  with  structural  alterations  to  the 
sulfonamide  group. 

The  first  major  breakthrough  came  with  the 
synthesis  of  chlorothiazide. 
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Altering  the  sulfonamide  group  did  indeed  alter 
the  ability  of  chlorothiazide  to  inhibit  carbonic 
anhydrase— it  was  only  1/1  Oth  as  potent  as  aceta- 
zolamide  in  inhibiting  the  enzyme.9  Despite  the 
drop  in  inhibitory  potency,  however,  chlorothia- 
zide proved  to  be  an  effective  diuretic— an  obser- 
vation that  led  to  the  conclusion  that  its  diuretic 
action  was  due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.10-11 

For  effective  diuresis,  chlorothiazide  was  ad- 
ministered in  daily  dosages  ranging  from  250  to 
2000  mg.12  It  increased  the  excretion  of  sodium 
and  chloride;  and,  to  a lesser  extent,  potassium 
and  bicarbonate.12  The  excretion  of  potassium 
appeared  to  be  maximal  at  higher  dose  levels  at 
which,  theoretically,  the  carbonic  anhydrase  in- 
hibitory effect  is  more  active.12  Its  prolonged 
use,  therefore,  could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  alkalosis.8 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed— with  improvements 
being  aimed  at  two  particular  areas:  1.  attempts 
to  increase  diuretic  action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  attempts  at  a 
more  favorable  sodium/potassium  ratio  in  the 
; urine,  i.e.,  to  decrease  the  excretion  of  potassium 
while  maintaining  the  excretion  of  sodium.13 

One  of  these,  Naturetin,  Squibb  Bendroflume- 
thiazide,  has  made  advances  on  both  these  points. 
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“By  adding  a 3-benzyl  radical  to  hydroflumethia- 
zide a rather  dramatic  reduction  in  dose  range  is 
accomplished.  With  this  drug,  effective  sodium 
excretion  is  obtained  with  doses  between  2.5  and 
10  mg.,  which  is  a 200  to  1 ratio  as  compared  to 
chlorothiazide...”14 


Moreover,  due  probably  to  its  virtual  lack  of 
carbonic  anhydrase  inhibition,  Naturetin  (ben- 
droflumethiazide)  has  been  shown  to  cause  less 
potassium  and  bicarbonate  loss  and  less  altera- 
tion in  urinary  pH  than  either  chlorothiazide  or 
hydrochlorothiazide. 

Naturetin  is  outstandingly  effective  not  only 
in  establishing,  but  also  in  maintaining,  excretion 
of  retained  fluid  in  edematous  patients.  And  its 
duration  of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in  most  pa- 
tients. Naturetin  is  also  an  effective  antihyper- 
tensive agent. 

Contraindications:  Severe  renal  impairment;  previous  hyper- 
sensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric- 
coated  potassium  salts  supplementally.  Stop  medication  if 
abdominal  pain,  distension,  nausea,  vomiting,  or  G.l.  bleed- 
ing occur. 

Precautions:  The  dosage  of  ganglionic  blocking  agents,  vera- 
trum,  or  hydralazine  when  used  concomitantly  must  be  re- 
duced by  at  least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cirrhotic  or  digital- 
ized patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in 
serum  uric  acid,  unmask  diabetes,  increase  glycemia  and 
glycosuria  in  diabetic  patients  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  and 
rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg. 
and  2.5  mg.  tablets.  Also  available  Naturetin  c K [Squibb 
Bendroflumethiazide  (5  or  2.5  mg.)  with  Potassium  Chloride 
(500  mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  56:58,  1937.  2.  Mann,  T.  and  Keilin,  D.:  Nature 
746:164,  1940.  3.  Pitts,  R.  F.,  and  Alexander,  R.  S.:  Am.  J. 
Physiol.  744:239,  1945.  4.  Schwartz,  W.  B.:  New  England  J. 
Med.  240:173, 1949.  5.  Friedberg,  C.  K.,in  Moyer,  J.  H.,and 
Fuchs,  M.:  Edema  Mechanisms  and  Management,  Philadel- 
phia, W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Sprague,  J.  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  179.  7.  Cumming, 
J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  254.  8.  Werko,  L.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  188.  9.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  10.  Maren,  T.  H.,  and 
Wiley,  C.  E.:  J.  Pharmacol.  & Exper.  Therap.  745:230,  1964. 
11.  Earley,  L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  12.  Fuchs,  M.,  and  Mallin,  S.  R.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  276.  13.  Ford,  R.  V.,  in  Moyer,  J.  H., 
and  Fuchs,  M.:  op.  cit.,  p.  290.  14.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  12):  op.  cit.,  p.  283. 
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SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid  or  high  blood  pressure 


Squibb 


'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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CAUTION 
Federal  lew 
prohibits  dispensing 
without  prescription 

MADE  IN  U.SJT. 


Sriiuli.iro.or 

(fluocinolone  acetonide)  cream 

15  Gin. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topical 
with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone1'3 plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components  Precautions:  1.  Ger?era/-Synalar  Cream  O.OIVo  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  2 Occlusive  dressing  mefhod-With  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of’this  technique  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  for  several  weeks  to  several  months  in  favorable  cases  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids  As  with  all  drugs,  however,  a few  patients  may  react  unfa- 
vorably to  Synalar  under  certain  conditions  References:  1.  Cahn,  M M . and 
Levy.  E J J New  Drugs  1:262  (Nov -Dec.)  1961.  2.  Meenan,  F.  O J Irish 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M , Jr..  Raskin,  J . and  Dunseath, 
W.  J.  R.:  Southern  Med  J 56797  (Jul-)  1963. 
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20,000  for  the  collection  procedures.  Samples 
of  20  to  50  ml.  of  blood  are  needed  in  most  cases. 
Heparin-treated  blood  samples  are  sedimented, 
and  the  leukocytes  are  put  in  cell  cultures. 
The  staff  has  successfully  cultured  cells  from 
over  35  patients  with  leukemia  and  leukemoid 
reactions.  In  9 cases  virus-containing  cells 
have  been  found.  If  acceptable,  leukapheresis 
will  be  done  by  a member  of  the  staff  in  the 
donor  hospital.  If  you  can  help,  please  call 
collect:  Robert  Gemer,  M.D.,  or  George  E. 

Moore,  M.D.,  Roswell  Park  Memorial  Institute, 
666  Elm  Street,  Buffalo,  New  York,  area  code 
716-886-2700,  extensions  225  or  200. 

Federal  ruling  indicates 
immunization  programs  tax-exempt 

Since  a number  of  medical  societies  have  en- 
gaged in  community  immunization  programs  to 
provide  vaccination  against  certain  diseases  at 
low  cost,  the  question  has  been  raised  as  to  how 
this  activity  might  affect  the  Federal  income 
tax  status  of  the  medical  society,  particularly  if 
the  income  exceeds  expenses.  This  question 
appears  to  be  answered  in  Revenue  Ruling 
66-222,  set  forth  in  the  Internal  Revenue 
Bulletin  dated  August  8, 1966. 

In  the  ruling,  the  Internal  Revenue  Service 
held  that  an  association  of  veterinarians  which 
operates  an  annual  rabies  clinic  “is  performing 
a service  to  the  public  which  is  related  to  and  in 
furtherance  of  its  purposes  as  a professional 
organization”  even  though  fees  from  this 
service  “constitute  its  sole  source  of  income” 
and  “members  pay  no  dues.”  Accordingly, 
the  veterinarian  association  is  not  only  tax- 
exempt,  but  income  from  its  annual  rabies 
clinic  would  not  be  taxable  as  unrelated  busi- 
ness income. 

Ambulance  services  must  meet 
minimum  standards 

Beginning  January  1,  1967,  profit-making 
ambulance  services  in  New  York  State  must 
meet  minimum  standards  in  staffing,  personnel 


training,  equipment,  and  service.  The  new 
law,  passed  by  the  1966  Legislature  and  signed 
by  Governor  Rockefeller,  will  affect  386  profit- 
making ambulances  licensed  in  New  York  State 
in  1965.  There  are  1,030  nonprofit  ambulances 
operating  in  the  State,  according  to  the  State 
Department  of  Motor  Vehicles. 

The  law  authorizes  State  Health  Com- 
missioner Hollis  S.  Ingraham,  M.D.,  to  pre- 
scribe minimum  qualifications  for  medical 
emergency  technicians  including  training  in 
communications,  first  aid,  vehicle  operation 
and  maintenance,  emergency  technics,  patient 
handling  and  positioning,  and  handling  of 
obstetric,  respiratory,  and  cardiac  emergencies. 
Statewide  minimum  standards  are  to  be  de- 
veloped and  established  by  the  New  York  State 
Department  of  Health.  The  advice  of  many 
professional  and  lay  groups  will  be  obtained, 
including  the  ambulance  operators.  Dr.  Ingra- 
ham hailed  the  new  law  as  a much-needed 
guarantee  that  sick,  injured,  and  disabled 
people  will  be  safely  and  promptly  handled  by 
private  ambulance  services. 

A selective  survey  in  the  State  showed  that 
taxi  companies,  gasoline  stations,  volunteer 
firemen,  volunteer  police,  civic  clubs,  welfare 
departments,  hospitals,  and  funeral  directors 
are  running  ambulances.  Only  three  Upstate 
cities,  Buffalo,  Utica,  and  Rochester,  have  local 
ordinances  that  require  training  and  licensing  of 
ambulance  attendants.  New  York  City  exer- 
cises some  control  over  ambulances  serving  city 
hospitals,  but  these  standards  are  not  uniform. 
“In  general,  volunteer  services  place  heavy 
emphasis  on  training,”  Dr.  Ingraham  said. 
“In  commercial  companies,  the  pay  is  low,  the 
hours  long  and  irregular,  and  the  turnover  of 
help  high.  The  recruitment  pattern  of  profit- 
making ambulance  services  contrasts  with  the 
careful  selection,  training,  and  licensing  of 
other  medical  and  paramedical  people.” 
Ideally,  an  ambulance  should  be  a specially  de- 
signed vehicle  equipped  with  about  25  items 
ranging  from  oxygen  tanks  to  tongue  depressors. 
The  Commissioner  noted,  “Before  this  law,  a 
person  could  buy  a battered  station  wagon  and 
have  it  licensed  as  an  ambulance  without  equip- 
ping it  with  so  much  as  a Band-Aid.” 

Also  under  the  new  law,  assignments  of  terri- 
torial responsibility  can  be  made,  and  com- 
munication systems  can  be  integrated. 
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Preludin 


® 


phenmetrazine 

hydrochloride 


helps  keep 
calories  at 
arm's  length 


In  one  double-blind  program" 
involving  diet,  close  doctor/patient 
cooperation,  exercise,  posture 
instruction,  and  follow-up  visits,  93 
obese  patients  received  Preludin  or 
a placebo. The  drug  and  placebo  were 
alternated  every  four  weeks.  This 
procedure  lasted  from  8 to  35  weeks. 

Sixty-one  percent  of  the  patients 
lost  more  weight  on  Preludin 
than  on  placebo.  In  fact,  they  lost 
an  average  1.9  pounds  per  week— 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J.A.M.A.  166:898, 1958. 


j Preludin®tabletsof 25  mg. 

;!  Endurets®  prolonged-action  tablets  of  75  mg. 

: Dosage:  One  25  mg.  tablet  two  or  three  times  daily, 

1 or  one  75  mg.  Endurets  tablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
| hyperthyroidism,  severe  hypertension,  nervous 
j instability,  and  agitated  prepsychotic  states.  Do 
, not  use  with  other  CNS  stimulants,  including 
MAO  inhibitors. 

I Warning:  Do  not  use  during  thefirst  trimester  of 
I pregnancy  unless  potential  benefits  outweigh 
i possible  risks. 

j!  Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasanttaste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh ringer  Ingel heim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen  1 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerate  t 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract ' , 
and,  in  recommended  dosage,  has  no  adverse  effect 
on  the  kidneys. 
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• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog" 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
I skeletal  pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
| relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
, sensitive  to  barbiturates  or  in  those  with  moderate 
j to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  '/i  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

CIBA 


Vislaril 

(HYDROXYZINE) 

tranquilizes 
without 
addiction 
or  drug 
dependency 

Clinical  Experience 

In  its  eight-year  record  of  experience  in  which 
over  one  billion  doses  have  been  prescribed, 
there  is  no  evidence  of  addiction  to  hydroxyzine. 

Clinical  Background 

In  over  500  published  studies  involving 
1 5,000  individual  cases,  neither  dependency  nor 
addiction  has  been  reported  with  hydroxyzine. 

Since  1849 

Science  for  the  world’s  well-being ® 


Even  in  the  anxious, 
dependent, 
psychoneurotic . . . 

Four  hundred  and  fifty  patients,  most  of  them 
classified  as  functional  neurotics,  were  treated 
with  hydroxyzine  for  periods  of  five  months 
to  four  and  one-half  years.  Sustained  good-to- 
excellent  relief  from  symptoms  of  anxiety  and 
tension  was  attained  in  401  (89%)  of  the  series. 

“ Cumulative  effects,  habituation  or  addiction 
to  hydroxyzine  was  not  noted  during  the  entire 
period  of  this  study.” 

Shalowitz.  M.:  Int.  Rec.  Med.  1 74:357,  June,  1961. 

Even  in  the  classically 
dependent  alcoholic... 

Vistaril  (hydroxyzine)  was  evaluated  for  relief 
of  postalcoholic  syndrome  in  52  chronic  alcoholic 
outpatients  over  a period  of  two  to  four  weeks. 

Many  patients  received  partial  to  complete  relief 
of  psychomotor  agitation,  anxiety,  irritability, 
craving,  insomnia,  depression,  anorexia,  nausea  and 
tension.  “ No  evidence  of  toxicity  or  habituation 
Was  noted.”  “ No  difficulty  was  experienced 
in  discontinuing  medication.” 

Greenhouse,  H.  R.:  Med.  Times  91:1069,  November,  1963. 

Of  326  alcoholics  treated  with  hydroxyzine  for  the 
postalcoholic  syndrome,  satisfactory  control  was 
achieved  in  276  (85%).  “ As  is  not  the  case  with  other 
tranquilizers,  hydroxyzine  has  no  published  record  of 
causing  addiction  and  dependence  or  withdrawal 
Symptoms.  Goldman.  H.  1.:  Southwest.  Med.  42:276.  June.  1961. 

Even  in  the 

institutionalized  patient 
needing  long-term 
treatment... 

One  hundred  and  fifty-two  institutionalized 
female  patients  were  studied  on  long-term, 
high-dose  therapy. 

Even  at  high  dosages,  hydroxyzine 

. . did  not  produce  either  euphoria  or  depression.” 
Lapolla,  A.:  Clin.  Med.  8:1332,  July.  1961. 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated 

“Vftaari 

(HYDROXYZINE) 


TT  Its  site  # 
of  action  is. 
the  seat  of  anxiety 
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BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  par- 
enteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse, 
rat,  and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses 
substantially  above  the  human  therapeutic  range.  Clinical 
data  in  human  beings  are  inadequate.  Until  adequate  data  are 
available,  to  establish  safety  in  early  pregnancy,  hydroxyzine 
is  contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of 
central  nervous  system  depressants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased,  as  much  as  50%. 
Because  drowsiness  may  occur,  patients  should  be  cautioned 
against  driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should  be  fol- 
lowed; soft-tissue  reactions  have  rarely  been  reported  when 
proper  technique  has  been  used.  On  reported  intravenous  in- 
jection a few  instances  of  digital  gangrene  have  occurred 
distal  to  the  injection  site,  considered  to  be  due  to  inadvertent 
intra-arterial  injection  or  possibly  periarterial  extravasation. 
Therefore,  particular  caution  should  be  observed  to  insure  in- 
jection only  into  intact  veins;  avoid  either  intra-arterial 
injection  or  extravasation.  Intravenous  administration  should 
be  accomplished  slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity  has  been 
reported  in  some  hospitalized  patients  given  higher  than 
recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  mini- 
mal amounts  of  intravascular  hemolysis  occur  at  the  site  of 
injection.  Giving  the  maximum  recommended  intravenous 
dose  (100  mg.)  to  adults  results  in  immediate  transient 
hemolysis  with  the  liberation  of  a total  of  2-3  grams  of  hemo- 
globin, which,  in  some  individuals,  can  cause  small  amounts  of 
hemoglobinuria.  This  compares  with  the  normal  red  cell 
destruction  from  which  approximately  8 Gm.  of  hemoglobin 
are  liberated  every  24  hours.  If  the  hydroxyzine  is  diluted 
with  50  cc.  of  normal  saline  and  given  during  a period  of  four 
minutes  or  more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules;  Equivalent 
to  25  mg.,  50  mg.,  1 00  mg.  hydroxyzine  HCl.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  Equivalent  to  25  mg. 
hydroxyzine  HCl  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine 
HCl)  Parenteral  Solution:  25  mg./cc. — 10  cc.  vial  and  50 
mg./cc. — 2 cc.  and  10  cc.  vial;  Isoject,®25  and  50  mg.  per  cc., 

I cc.  per  unit. 

More  detailed  professional  information  available  on  request. 


The  Vistaril  site 
of  action  is  the 
seat  of  anxiety 


Since  1849 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


Medical  Meetings 


Academy  of  Medicine  televises  seminars 

The  New  York  Academy  of  Medicine  is  pre- 
senting televised  clinical  science  seminars  on 
Tuesday  evenings  from  8:30  to  9:30  p.m.  on 
WNYC-TV,  UHF  channel  31.  On  October  18 
the  program  topic  will  be  Headache.  Speakers 
on  this  program  are  Lawrence  E.  Hinkle,  Jr., 
M.D.,  clinical  associate  professor  of  medicine 
in  psychiatry,  and  Bronson  S.  Ray,  M.D., 
clinical  professor  of  surgery  (neurosurgery) , 
both  of  Cornell  University  Medical  College, 
New  York  City;  and  E.  Charles  Kunkle,  M.D., 
associate  neurologist,  Maine  Medical  Center, 
Portland,  Maine.  Hyperthyroidism  will  be 
the  topic  under  discussion  on  October  25. 
Speaking  will  be  Kenneth  Sterling,  M.D., 
assistant  clinical  professor  of  medicine,  and 
Sidney  C.  Werner,  M.D.,  professor  of  clinical 
medicine,  both  of  Columbia  University  College 
of  Physicians  and  Surgeons. 

Downstate  begins  postgraduate  program 

Downstate  Medical  Center  announces  its 
postgraduate  program  for  the  1966-1967  aca- 
demic year.  Courses  and  dates  include  the 
following:  Ophthalmology,  October  27  through 
April  20;  Dermatology,  November  16  through 
November  23;  Teaching  Day  in  Rheumatic 
Disease,  November  16;  Surgical  Anatomy, 
January  16  through  May  29;  Rehabilitation 
Medicine,  April  5 through  May  24;  Intensive 
Seminars  in  Pediatrics,  May  14  through  May 
16;  Medical  Rehabilitation  in  General  Prac- 
tice, to  be  announced;  Seminars  in  Treatment 
and  Rehabilitation  of  Selected  Chronic  Diseases, 
to  be  announced;  Seminars  in  Group  Therapy, 
to  be  announced,  and  Seminars  in  Dynamic 
Psychotherapy,  to  be  announced. 

For  complete  information  on  each  course  and 
application  forms,  write  or  call:  Office  of 
Postgraduate  Education,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  New 
York  11203;  the  telephone  number  is  270-1101. 

Diabetes  Center  offers  seminars 

The  Diabetes  Center  of  New  York  Medical 
College  is  sponsoring  a monthly  series  of 
seminars  entitled  Diabetes  Today.  All  inter- 
ested physicians  are  invited  to  attend  the  meet- 
ings which  will  be  held  on  Tuesdays  at  4:30 
p.m.  in  room  R-113,  Cohen  Research  Building, 
Madison  Avenue  at  106th  Street,  New  York, 
New  York  10029. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 

continued  on  page  2621 
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UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp*  Extentabs* 

(Dimetane®  (brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

/HHROBINS 


Phpnanhpn  the  °n|y  |eading 

compound  analgesic 

with  Codeine  instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (’A  gr.) 16.2  gr. 

(Warning:  may  be  habit  forming) 

Aspirin  (2Vi  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !A  gr.  (No.  2), 

Vi  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 

Precautions:  As  with  all  phenacetin-containing  prod- 
ucts, avoid  excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  - nausea, 
constipation,  and  drowsiness  have  been  reported. 


A H ROBINS  CO..  INC.,  Richmond.  Va  23220 


AH] 


ROBINS 
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On  Tuesday,  November  1,  the  guest  speaker 
will  be  Abraham  Kantrow,  M.D.,  of  the 
Diabetes  and  Endocrinology  Clinic,  The  Long 
Island  Jewish  Hospital,  who  will  talk  on  “Pit- 
falls  in  the  Management  of  the  Diabetic  Child.” 
The  approximate  length  of  the  lecture  is  one 
hour,  and  there  will  be  a period  of  questions  and 
answers. 

Course  set  for  internists 

A five-day  postgraduate  course  on  Endocrine 
and  Metabolic  Disorders,  scheduled  for  No- 
vember 7 through  11,  is  being  sponsored  by 
The  American  College  of  Physicians.  The 
course  will  be  held  in  Louria  Auditorium  at  the 
Jewish  Hospital  of  Brooklyn,  Monday  through 
Wednesday  morning,  and  in  the  Basic  Science 
Building  at  Downstate  Medical  Center,  Wed- 
nesday through  Friday  afternoon.  It  is  one  of 
20  postgraduate  courses  being  held  throughout 
the  United  States  during  the  coming  academic 
year. 

The  course  has  been  designed  to  help  prac- 
ticing internists  correlate  recent  advances  in 
the  basic  sciences  and  newer  concepts  in  the 
fields  of  endocrinology  and  metabolism  with 
clinical  endocrine  and  metabolic  disorders. 
Internists  attending  will  receive  instruction  in 
such  areas  as  obesity,  prediabetes,  renal  dialysis, 
hormonal  activities  of  nonendocrine  tumors, 
and  metabolic  aspects  of  contraceptive  agents. 
Martin  G.  Goldner,  M.D.,  professor  of  medicine 
at  Downstate  Medical  Center  College  of  Medi- 
cine, and  director,  Department  of  Medicine, 
Jewish  Hospital  of  Brooklyn,  is  course  director. 

Internists  schedule  scientific  meeting 

The  American  College  of  Physicians  will 
hold  a regional  scientific  meeting  for  internal 
medicine  specialists  on  November  11  and  12. 
The  meeting  will  be  held  at  the  McIntyre 
Medical  Sciences  Center  of  McGill  University, 
Montreal,  Quebec,  for  physicians  in  Upstate 
New  York,  the  New  England  states,  and  two 
Canadian  provinces. 

Chester  M.  Jones,  M.D.,  past  president  of  the 
College  and  clinical  professor  of  medicine 
emeritus  at  Harvard  Medical  School,  will  be  a 
special  guest. 

The  regional  meeting  is  one  of  29  scientific 
sessions  sponsored  each  year  by  the  College 
throughout  the  United  States  and  Canada. 
For  further  information  contact:  Douglas  G. 
Cameron,  M.D.,  Montreal  General  Hospital, 


1650  Cedar  Avenue,  Montreal  25,  Quebec, 
Canada. 

Briefing  on  hospital  information  systems 

A three-day  session  on  Advances  in  Computer- 
Based  Hospital  and  Medical  Information 
Systems  will  take  place  in  New  York  City, 
December  6 through  8,  at  the  Park-Sheraton 
Hotel.  It  will  include  briefings  by  ten  of  the 
nation’s  most  experienced  authorities  in  the 
professional  application  of  computers  in  the 
hospital  and  medical  field.  The  seminar  will 
intensively  explore  practical  methods  for  real- 
izing the  potential  of  integrated  information 
handling. 

Sponsoring  the  seminar  is  Computer  Usage 
Education,  Inc.,  an  organization  which  spe- 
cializes in  the  education  of  management  and  pro- 
fessional groups  in  advanced  applications  of 
computer  technology.  Registration  fee  for  the 
three-day  meeting,  including  lunches,  is  $195. 

Additional  detailed  information  can  be  ob- 
tained by  writing:  Ascher  Opler,  CUE,  Inc., 

51  Madison  Avenue,  New  York,  New  York 

10010. 

Course  to  discuss  hypnosis  in  therapy 

The  Columbia  University  College  of  Physi- 
cians and  Surgeons  is  holding  a course  in  Hyp- 
nosis and  Psychiatry  four  Saturdays,  January  7 
through  28.  The  course,  under  the  direction  of 
Herbert  Spiegel,  M.D.,  is  open  to  psychiatrists 
who  have  taken  the  course  in  Hypnosis  offered 
by  the  University  or  have  the  equivalent  back- 
ground. There  will  be  lectures,  seminars,  and 
case  material  to  elaborate  the  various  technics 
with  which  hypnosis  can  facilitate  the  psycho- 
therapeutic process.  Fee  for  the  course  is 
$100,  and  registration  is  limited. 

For  further  information  contact:  Melvin 

D.  Yahr,  M.D.,  Assistant  Dean,  Columbia 
University  College  of  Physicians  and  Surgeons, 
630  West  168th  Street,  New  York,  New  York 
10032. 

Meeting  to  discuss  blood  grouping 

A meeting  on  blood  group  nomenclature  will 
be  held  on  Monday  evening,  April  10,  1967,  at 
the  New  York  Academy  of  Sciences,  2 East 
63rd  Street,  New  York  City,  section  on  bi- 
ological and  medical  sciences.  For  further 
information  contact:  Alexander  S.  Wiener, 

M.D.,  office  of  the  chief  medical  examiner  of 
New  York  City,  550  First  Avenue,  New  York, 
New  York  10016. 
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Abstracts 


Master,  A.  M.,  and  Rosenfeld,  I.:  Cri- 

terion of  positive  two-step  exercise  test,  New 
York  State  J.  Med.  66:  2641  (Oct.  15)  1966. 

The  criterion  of  an  abnormal  two-step  test 
result  is  a depression  of  the  RS-T  segment  in 
which  the  initial  0.08  second  to  0.12  second  is 
absolutely  horizontal,  sagging,  or  directed 
downward,  with  the  extent  of  depression  below 
the  base  line  usually  greater  than  0.5  mm. 
Other  observations  on  electrocardiographic 
findings  are  discussed.  Clinical  impressions 
are  as  important  as  the  test. 

Generales,  C.  D.  J.:  New  nosologic  concepts 

in  weightless  man,  New  York  State  J.  Med. 
66:  2646  (Oct.  15)  1966. 

Recent  studies  in  manned  orbital  flights  have 
been  made  to  determine  whether  or  not  man 
in  the  weightless  state  can  withstand  lack  of 
gravitational  force  for  indefinite  periods  of  time. 
There  does  not  seem  to  be  calcium  loss.  Diet 
must  be  adequate,  and  irradiated  foods  may 
present  hazards.  Laboratory  findings  appear 
to  return  to  normal  within  a reasonable  time. 
Extended  residence  in  weightlessness  will  re- 
quire professional  care  from  medical  experts 
who  understand  organic  disease  in  these  cir- 
cumstances. Studies  must  be  concerned  with 
both  acceleration  and  weightlessness. 

Schwartz,  L.,  Noyek,  A.  M.,  and  Naiberg, 

D.:  Persistent  hoarseness,  New  York  State 

J.  Med.  66:  2658  (Oct.  15)  1966. 

Persistent  hoarseness  may  be  a symptom  of 
serious  disease  and  warrants  thorough  investi- 
gation. One  thousand  patients  with  per- 
sistent hoarseness  for  whom  definitive  clinical 
or  pathologic  conclusions  were  reached  are 
reviewed.  The  most  common  endolaryngeal 
lesion  in  these  cases  is  vocal  cord  polyposis. 
Carcinoma  is  the  second  most  frequent  cause 


of  persistent  hoarseness,  more  common  than 
chronic  laryngitis;  a 20  per  cent  incidence  of 
either  malignant  or  premalignant  conditions 
caused  persistent  hoarseness.  Other  causes 
were:  simple  acute  laryngitis,  vocal  cord  paraly- 
sis, papilloma,  vocal  nodules,  laryngitis  sicca, 
tuberculous  laryngitis,  adductor  insufficiency, 
and  psychogenic  hoarseness. 

Johnson,  R.,  and  Rosen,  M.  G.:  Oral 

contraceptive  medications  and  thrombo- 
phlebitis; thrombophlebitis  in  women  between 
ages  of  ten  and  fifty-five,  New  York  State 
J.  Med.  66:  2663  (Oct.  15)  1966. 

A study  of  57  cases  of  deep- vein  phlebitis  was 
done  to  determine  any  association  between 
oral  contraceptive  medications  and  thrombo- 
phlebitis. Fourteen  were  associated  with  preg- 
nancy, 18  with  general  medical  illness,  9 with 
surgical  problems,  10  with  unidentified  predis- 
posing factors,  and  6 with  hormone  therapy. 
While  thrombophlebitis  occurs  in  patients  using 
oral  contraceptive  medication,  it  also  occurs 
following  medical  illness,  surgical  operations, 
and  spontaneously.  Judged  by  this  study,  the 
occurrence  of  deep-vein  thrombophlebitis  in 
women  taking  oral  contraceptives  is  extremely 
infrequent,  and  an  association  with  oral  con- 
traceptive medication  is  not  apparent. 

Mandell,  G.  L.,  and  Prosnitz,  L.  R.:  Per- 

itonsillar abscess  and  cellulitis;  observations 
from  cases  on  Navaho  reservation,  New  York 
State  J.  Med.  66:  2667  (Oct.  15)  1966. 

Peritonsillar  abscess  and  cellulitis  are  of 
relative  frequency  in  Navaho  and  Hopi  Indian 
patients,  in  the  Navaho  a rate  of  1,185  per 
100,000  per  year  as  compared  with  170  per 
100,000  in  the  United  States  population  as  a 
whole.  Reasons  for  these  differences  are  sug- 
gested and  treatment  with  antibiotics  and  sur- 
gery discussed. 


2622  New  York  State  Journal  of  Medicine  / October  15,  1966 


When  depressed  patients  say: 

“1  can’t  sleep  at  night" 

“I’m  tired  all  day  long” 

NORPRAMIN 

(desipramine  hydrochloride) 

non-sedating*  rapid-acting 
ANTIDEPRESSANT 

helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  .complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg./day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  “bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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How  long  ” 1 
it  take  her 
to  recover 
her  hip  fra 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence  — together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  A lertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

A vailable  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B«),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications : 1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


(^Merrell^) 


Abstracts  in  Interimgua 


Master,  A.  M.,  e Rosenfeld,  I.:  Criterio  pro 
positivitate  in  tests  de  exercitio  a duo  passos 
( anglese ),  New  York  State  J.  Med.  66:  2641 
(15  de  octobre)  1966. 

Le  criterio  de  un  resultato  anormal  in  le  test 
a duo  passos  es  un  depression  del  segmento  RS-T 
in  le  qual  le  intervallo  initial  ab  0,08  ad  0,12 
secundas  es  absolutemente  horizontal,  marcate 
per  un  declivitate,  o dirigite  in  basso,  con  le 
grado  del  depression  ad  infra  le  linea  de  base 
usualmente  in  excesso  de  0,5  mm.  Altere  ob- 
servations relative  al  constatationes  electro- 
cardiographic es  commentate.  Le  impression 
clinic  es  non  minus  importante  que  le  test. 

Generales,  C.  D.  J.:  Nove  conceptiones  nosolo- 
gic in  le  homine  “libere  de  peso”  (anglese). 
New  York  State  J.  Med.  66:  2646  (15  de 
octobre)  1966. 

In  recente  tempores  studios  esseva  effectuate 
in  volos  orbital  a equipo  human  pro  determinar 
si  o non  le  homine  pote  tolerar  pro  un  indefinite 
duration  le  stato  sin  peso  resultante  del  absentia 
de  un  fortia  gravitational.  II  non  pare  occurrer 
un  perdita  de  calcium.  Le  dieta  debe  esser 
adequate,  e alimentos  irradiate  representa  pos- 
sibilemente  un  hasardo.  Le  constatationes 
laboratorial  pare  retomar  ad  intra  le  limites 
del  norma  post  pauc  extense  intervallos.  Ex- 
tense sojomos  in  le  stato  sin  peso  requirera  le 
vigilante  attention  profession  de  expertos  medi- 
cal qui  comprende  le  nosologia  organic  sub  tal 
circumstantias.  Studios  debe  esser  interpren- 
dite  non  solo  concemente  le  stato  de  absentia 
de  peso  sed  etiam  concemente  le  effectos  del 
acceleration. 

Schwartz,  L.,  Noyek,  A.  M.,  e Naiberg,  D.: 

Persistente  raucitate  vocal  (anglese),  New 
York  State  J.  Med.  66:  2658  (15  de  octobre) 
1966. 

Persistente  raucitate  vocal  pote  esser  un 
symptoma  de  grave  morbo  e merita  un  meticu- 
lose  investigation.  Es  revistate  le  casos  de 
1000  patientes  con  persistente  raucitate  vocal 
in  qui  definitive  conclusiones  clinic  o pathologic 
esseva  establite.  Le  lesion  endolaryngee  le 
plus  commun  in  tal  casos  es  polyposis  del  chordas 
vocal.  Carcinoma  es  le  causa  de  persistente 


raucitate  vocal  que  seque  in  frequentia  e que 
precede  como  tal  laryngitis  chronic.  Le  in- 
cidentia  de  conditiones  maligne  o premaligne 
recognoscite  como  causas  de  persistente  raucitate 
vocal  amontava  a 20  pro  cento.  Altere  causas 
esseva  simple  laryngitis  acute,  paralyse  del 
chordas  vocal,  papilloma,  nodulos  vocal,  laryn- 
gitis sic,  laryngitis  tuberculotic,  insufficientia 
adductori,  e psychogenicitate. 

Johnson,  R.,  e Rosen,  M.  G.:  Oral  medica- 
tiones  anticonceptional  e thrombophlebitis; 
thrombophlebitis  in  feminas  de  etates  de  inter 
dece  e cinquanta-cinque  annos  (anglese). 
New  York  State  J.  Med.  66:  2663  (15  de 
octobre)  1966. 

Esseva  studiate  un  serie  de  57  casos  de 
phlebitis  a venas  profunde  pro  determinar  le 
association  possibilemente  existente  inter  oral 
medicationes  anticonceptional  e thrombophle- 
bitis. Dece-quatro  del  casos  esseva  associate 
con  pregnantias,  18  con  general  morbos  medical, 
9 con  problemas  chirurgic,  10  con  nonidentificate 
factores  predisponitori,  e 6 con  therapia  hor- 
monal. Ben  que  thrombophlebitis  occurre  in 
patientes  usante  oral  medicationes  anticon- 
ceptional, illo  etiam  occurre  post  morbos  medical, 
post  operationes  chirurgic,  e etiam  spontane- 
emente.  A judicar  per  le  datos  del  presente 
studio,  le  occurrentia  de  thrombophlebitis  a 
venas  profunde  in  feminas  sub  oral  medication 
anticonceptional  es  extrememente  infrequente, 
e un  association  con  le  oral  medication  anti- 
conceptional non  es  apparente. 

Mandell,  G.  L.,  e Presnitz,  L.  R.:  Abscesso 
e cellulitis  peritonsillar;  observationes  in  casos 
incontra te  in  un  reservation  Navaho  (anglese). 
New  York  State  J.  Med.  66:  2667  (15  de 
octobre)  1966. 

Abscesso  peritonsillar  con  cellulitis  es  rela- 
tivemente  frequente  in  patientes  indian  del 
tribos  Navaho  e Hopi.  In  le  tribo  Navaho  le 
quota  es  1.185  per  100.000  per  anno,  a comparar 
con  un  170  per  100.000  in  le  population  total  del 
Statos  Unite.  Rationes  que  possibilemente 
explica  iste  differentias  es  presentate.  Le  tract- 
amento  con  antibioticos  e per  chirurgia  es 
commentate. 
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It  can  happen.  Send  for  our  free  booklet  and 
see  the  remarkable  things  that  can  be  done 
with  a diet  that  is  built  on  Cream  of  RICE. 

It’s  called  “How  To  Make  A Special  Diet 
Taste  Extra  Special ! ’ ’ You’ll  find  delicious  rec- 
ipes for  bland,  wheat-free,  milk-free,  egg-free 
and  low-salt  diets. 


A recent  research  study  compared  the  break- 
down of  Cream  of  RICE  with  oat,  wheat,  corn 
and  barley  cereals  and  concluded  thatCream  of 
RICE  was  easiest  to  digest. 

Cream  of  RICE  is  fortified  with  Vitamin  B , , 
Riboflavin,  Niacin  and  Iron.  And  it’s  low  in  res- 
idue and  fat.  The  patient  gets  dietary  protec- 
tion, flavor  satisfaction  and  good  nutrition.  And 
you  may  actually  get  a “Thank  you." 
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(norethindrone  2 mg.  c mestranol 


0.1  mg.) 


tablets 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes.1'3-7*16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Ferti I Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
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188:1115  (June  29)  1964.  15.  Merritt.  R.  I.:  Appl  Ther 
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norethindrone — an  original  steroid  from 
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. for  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


They  can't  cure  a cold.  We  can't 
cure  a cold.  You  can’t  cure  a cold. 
But  what  you  can  do  is  relieve  the 
symptoms,  making  the  patient  com- 
fortable and  the  cold  bearable. 

The  patient  suffering  from  head  cold 
congestion,  for  instance,  should 
breathe  easier  when  you  prescribe 
Novahistine  LP. 

Novahistine  LP  is  a long-acting  de- 
congestant that  helps  restore  normal 
mucus  secretion  and  ciliary  activity 
—physiologic  mechanisms  which  pre- 
vent infection  of  the  respiratory  tract. 
Two  tablets  in  the  morning  and  two 
in  the  evening  will  provide  around- 
the-clock  relief  by  helping  to  keep 
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congested  air  passages  clear,  thus 
enabling  your  cold  patient  to  enjoy 
normal  and  free  breathing. 

Use  cautiously  in  individuals  with 
severe  hypertension,  diabetes  melli- 
tus,  hyperthyroidism  or  urinary  re- 
tention. Tell  patients  who  operate 
machinery  or  motor  vehicles  that 
drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains 
phenylephrine  hydrochloride,  25  mg., 
and  chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE8  LP 

For  relief  of  nasal  congestion. 

Division  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 


Month  in  Washington 


The  Food  and  Drug  Administration  has 
agreed  to  discontinue  its  recommended  time 
limitations  on  the  use  of  oral  contraceptives. 
Lifting  of  this  limitation  was  based  on  the  find- 
ings of  the  Advisory  Committee  on  Obstetrics 
and  Gynecology  to  the  F.D.A.,  who,  after  a 
nine-month  study,  reported  that  it  could  find 
“no  adequate  scientific  data”  that  birth  control 
pills  are  “unsafe  for  human  use.”  The  com- 
mittee said  that  there  are  “possible  theoretic 
risks”  in  use  of  the  pills,  and  it  recommended 
further,  extensive  tests  to  learn  more  about 
possible  side-effects  and  to  improve  surveillance 
of  the  drugs.  F.D.A.  Commissioner  James 
Goddard,  M.D.,  said  the  agency  would  like  to 
start  studies  on  up  to  50,000  women  next  year 
and  eventually  on  as  many  as  500,000  women. 
The  biggest  drug  studies  thus  far  have  involved 
only  20,000  or  30,000  women. 

The  F.D.A.  has  been  requiring  that  manu- 
facturers state  on  their  labels  and  advise 
physicians  that  the  oral  contraceptives  should 
be  used  by  individuals  for  no  more  than  four 
years  because  of  concern  about  the  unknown 
long-term  effect  of  the  medications.  Other 
steps  that  F.D.A.  officials  said  would  be  taken 
as  a result  of  the  report  include  imposition  of  uni- 
form labeling  requirements  on  all  types  of  oral 
contraceptives,  elimination  of  product-by-prod- 
uct  variations  that  have  confused  physicians 
and  allowed  companies  to  make  different  pro- 
motional claims,  and  restriction  on  use  of  the 
products  for  some  medical  purposes,  such  as 
prevention  of  abortion  and  treatment  of  lack  of 
menstruation  or  painful  menstruation,  as  well 
as  for  conception  control. 

In  discussing  the  unique  problems  presented 
by  the  oral  contraceptive,  the  committee 
stated: 

Never  will  so  many  people  have  taken  such 
potent  drugs  voluntarily  over  such  a pro- 
tracted period  for  an  objective  other  than  for 
the  control  of  disease.  These  compounds, 
furthermore,  furnish  almost  completely  effec- 
tive contraception,  for  the  first  time  available 
to  the  medically  indigent  as  well  as  the  socially 
privileged.  These  factors  render  the  usual 
standards  for  safety  and  surveillance  inade- 
quate. Their  necessary  revision  must  be 
carefully  planned  and  tested.  . . 

* * * 

The  American  Medical  Association  opposed 
legislation  that  would  make  prescribing  drugs 
by  generic  name  mandatory  under  the  Federal 
program  of  medical  care  for  dependents  of  mili- 
tary personnel.  The  A.M.A.  expressed  its 
opposition  in  a letter  to  a joint  House-Senate 
committee  that  was  considering  such  legislation. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


The  letter  said: 

The  generic  name  refers  to  the  active  chem- 
ical ingredient  of  the  drug  and  not  to  the 
finished  product  which  is  supplied  to  the 
patient.  In  order  that  it  may  be  dispensed, 
the  trade  name  manufacturer,  by  way  of  a 
specific  formulation,  processes  the  drug  to  its 
final  form.  For  example,  included  in  a manu- 
facturer’s preparation  of  a tablet  form  of  a 
drug  may  be  a number  of  variables  such  as  the 
crystalline  size,  the  nature  of  the  excipients, 
the  coloring  agents  and  flavors,  the  tableting 
pressures,  the  coating  films,  and  the  orienta- 
tion within  the  tablet. 

Since  the  finished  product,  depending  on 
who  has  manufactured  it,  may  emerge  in  any 
one  of  several  forms,  it  becomes  apparent 
that  a generic-named  drug  supplied  by  one 
manufacturer  may  differ  to  a significant  de- 
gree from  the  same  generic-named  drug  sup- 
plied by  another  manufacturer.  Yet,  if  the 
physician  is  compelled  to  prescribe  by  generic 
name,  he  would  have  no  control  as  to  which 
drug  is  used  by  the  pharmacist  in  filling  the 
prescription. 

The  coating,  the  disintegration  time,  the 
solubility,  the  choice  of  vehicle  or  base,  these 
and  other  factors  may  be  extremely  impor- 
tant to  the  physician  who  chooses  a drug  for 
his  patient.  He  must  have  the  opportunity 
to  specify  that  drug  containing  the  variables 
he  has  found  suitable  to  the  treatment  of  his 
patient.  Further,  where  his  patient  is  re- 
ceiving the  same  medication  over  a period  of 
time,  successive  refills  of  the  same  prescrip- 
tion with  products  of  different  manufacturers 
could  lead  to  variations  in  therapeutic  re- 
sponse which  may  mislead  him. 

It  has  been  suggested  that  generic  prescrib- 
ing would  result  in  substantial  savings.  This 
may  be  true  in  some  instances  but  certainly 
not  in  all.  Generic  prescribing  would  allow 
the  pharmacist  to  furnish  the  patient  with 
that  manufactured  drug  he,  the  pharmacist, 
has  chosen.  It  may  or  may  not  be  less  expen- 
sive. In  any  event,  it  is  the  pharmacist  who 
sets  the  final  price. 

The  argument  of  generic  prescribing  versus 
trade  name  prescribing  has  been  heard  at 
scientific  gatherings,  seen  in  scientific  publica- 
tions, and  debated  in  the  committees  of  Con- 
gress. But  as  to  one  element  of  the  discussion, 
almost  all  physicians  agree.  For  a variety  of 
sound  medical  reasons,  the  choice  of  whether 
to  prescribe  generically  or  by  brand  name 
should  be  that  of  the  treating  physician.  No 
law  should  be  passed  which  may  compel  him 
to  use  in  every  case  a generic  or  nonproprie- 
tary drug.  Such  a law  would  not  be  in  the  best 
interest  of  his  patient. 
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You  can  have  a system  “tailored”  to  your  needs 
— using  standard  HP  Sanborn  monitoring  mod- 
ules — whether  it  involves  a few  conditions  for 
a few  patients  ...  or  many  patient  conditions, 
eight  or  more  beds,  and  complete  central  station 
alarm/display /recording  facilities.  Start  with 
780-series  modules  for  monitoring  the  ECG  and 
heart  rate,  for  example  (shown  above),  and  as 
needs  and  budget  enlarge,  add  “780”  modules 
to  monitor  more  functions,  more  patients  or 
both.  (Illustration  below  shows  the  addition  of 
temperature,  respiration  rate,  systolic  and  di- 
astolic pressure  monitoring  functions,  plus  pace- 
maker, to  the  original  two  functions.)  System 
suitability,  economy,  future  functional  and  loca- 
tion adaptability,  and  rapid  staff  training  are  the 
continuing  benefits  of  modular  “780”  systems. 


able  to  free  space  around  beds,  or  two  styles  of 
“780”  carts  give  complete  instrumentation  mo- 
bility. For  Central  Station  use,  a wide  choice  of 
units  is  available  for  visual  display,  audible 
alarm,  signal  switching,  graphic  and  tape  re- 
cording. 

When  complete  cardiac  function  monitoring  is 
needed,  with  automatic  ECG  recording  at  se- 
lected intervals  or  on  distress,  the  780B  Viso- 
Monitor  provides  it  in  a single  bedside  unit. 
Indicators  display  heart  rate,  QRS  event,  brady- 
cardia, tachycardia,  pulse  loss  and  arrest;  in- 
ternal/external pacemaker  is  built  in.  Com- 
panion unit  supplies  visual  display  and  audible 
alarm  of  all  conditions  monitored  by  the  Viso- 
Monitor. 


Specific  capabilities  of  these  units,  in  addition  to 
those  mentioned,  include  venous  pressure  mon- 
itoring . . . internal /external  DC  defibrillation 
. . . and  continuous  ECG  recording  on  endless 
loop  magnetic  tape  units,  with  automatic  read- 
out on  alarm  of  data  immediately  preceding  dis- 
tress condition.  Wall  Mount  Brackets  are  avail- 
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HP/Sanborn  field  offices  can  give  you  valuable 
help  in  system  planning,  installation  and  staff 
training  — and  provide  continuing,  local  service. 
For  details,  send  the  coupon  to  Hewlett-Packard 
Company,  Sanborn  Division,  Waltham,  Mass. 
02154.  In  Europe,  H.P.S.A.,  54  Route  des 
Acacias,  Geneva. 

HEWLETT 

PACKARD  M SANBORN 
■V  DIVISION 

Measuring  for  Medicine  and  the  Life  Sciences  0-740 


Send  detailed  data  on  Sanborn  780  Series  Patient  Monitoring  Systems  to: 


(name) 

(address) 


(city) 


(state) 


(hospital) 


(zip  code) 
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must  penicillin 
be  a bitter  pill 
to  swallow? 


not  if  it 
V-Cillin 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the 
taste  buds),  the  coating  dissolves  and  the  peni- 
cillin is  ready  for  immediate  absorption  into 
the  bloodstream.  The  patient  still  gets  all  the 
special  benefits  of  V-Cillin  K,  including  con- 
sistent dependability  . . . even  in  the  presence 
of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sen- 
sitivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 


should  not  be  administered  to  patients  with  a his- 
tory of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible  or- 
ganisms during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoon- 
ful, in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  W 


Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to 
■“  physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206 


601098 

ScMy 
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Editorials 


The  other  side  of  the  coin 


Actions  speak  louder  than  words  but 
words  can  be  clarifying  and  encouraging, 
especially  when  they  come  from  a working 
member  of  the  press. 

Repeated  here  are  words  from  an  editorial 
from  The  Yonkers  Herald  Statesman  which 
appeared  in  its  July  20,  1966,  issue,  incident 
to  the  handling  of  a ghastly  emergency  by 
the  medical  and  ancillary  personnel  of  the 
local  hospitals,  as  described  in  the  paper  a 
few  days  earlier  by  its  columnist,  Mr. 
George  S.  McMillan. 

The  motor  accident  discussed:  . . . 

happened  about  2:30  a.m.  on  Sunday, 
July  3 — a car  jumped  the  divider  and 
crashed  into  a station  wagon  carrying 
some  13  persons.  The  carnage  in  death 
and  injury  was  incredible. 

Mr.  McMillan  related  how  state 
police  alerted  hospitals,  how  ambulances 
came  from  various  institutions  and  how 
the  victims  were  distributed  to  St. 
John’s  Riverside  Hospital,  to  St.  Joseph’s 
Hospital,  to  Lawrence  Hospital. 

The  incident  continues  to  be  a subject 
of  earnest  discussion  in  the  community, 
not  only  among  those  who  participated 
but  by  grateful  residents  who  learned 
once  again  how  humanitarian  a com- 
munity Yonkers  really  is — not  in  ad- 
jectives but  in  action. 

On  that  early  morning,  as  news  of  the 
emergency  was  flashed  from  St.  John’s, 
for  example,  the  records  of  the  hospital 
superintendent,  Irving  T.  Howorth,  show 
that  every  doctor  who  was  called  reached 
the  hospital  within  15  minutes! 

It  was  interesting,  he  observed,  that 
not  one  of  the  physicians  and  surgeons 
asked  why  he  was  summoned.  None 
asked  what  had  happened,  what  was 
going  on.  The  almost  invariable  answer 
was,  “I’ll  be  there  as  soon  as  possible!” 

From  a participating  surgeon  came 
further  fascinating  comment. 

“The  most  wonderful  thing,  if  one  can 
even  think  of  anything  being  wonderful 
when  such  a tragedy  has  occurred,”  he 


said,  “was  to  have  medical  personnel — 
doctors,  nurses,  laboratory  technicians, 
x-ray  technicians,  anesthetists — working 
together  as  a team,  everyone  doing  his 
part  to  see  that  everything  possible  that 
could  be  done  was  done — and  as  quickly 
as  possible. 

“Everybody  worked  hard.  Every- 
body did  what  the  job  required.  Many 
who  got  there  at  2:30  did  not  leave  until 
7 or  8 o’clock.” 

The  surgeon  was  asked  about  financial 
rewards  for  the  participants.  The  reply 
was  filled  with  astonishment. 

“There  isn’t  such  a thing  as  a question 
of  fee,”  he  replied.  “All  who  did  give  of 
their  time  know  and  realize  they  are  not 
to  be  paid  for  this,  nor  have  any  even 
asked  about  being  paid  for  this  type  of 
service.” 

Then  he  reiterated  his  surprise  at  the 
question. 

“Something  like  this  goes  on  daily 
throughout  the  United  States,”  he  com- 
mented with  assurance. 

In  St.  John’s  alone,  about  70  medical 
personnel  were  present,  all  giving  a help- 
ing hand  during  the  aftermath  of  the 
fatal  crash.  They  knew  they  were  en- 
gaged in  a life-saving  adventure,  that 
because  of  that  high-spirited  teamwork 
lives  were  conserved  which  otherwise 
might  have  been  lost. 

Nor  has  the  story  of  that  incident 
ended.  Even  now  medical  men  are 
working  on  those  patients,  doing  as  much 
as  is  necessary  to  see  to  it  that  they  have 
a more  satisfactory  recovery.  In  some 
cases  plastic  surgery  is  necessary. 

In  the  discussions,  two  important 
phases  of  automotive  safety  keep  popping 
to  the  fore — among  physicians,  among 
nurses,  among  hospital  workers,  among 
administrators,  and  among  interested 
citizens. 

They  are:  the  lack  of  safety  belts  in 

the  station  wagon  involved,  and  the  lack 
of  a barrier  [at  this  point]  on  the  State 
Thruway  to  keep  opposing  traffic  lanes 
permanently  separated. 
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This  week’s  holocaust . . . once  more 
demonstrated  that  both  of  these  subjects 
are  continuingly  vital  and  need  remedial 
protection. 

A state  trooper  who  was  at  the  scene 
was  speculating  as  to  what  might  have 
happened  if  the  station  wagon  had  not 
been  so  crowded,  and  if — with  seats 
limited  to  nine — each  passenger  had 
been  supplied  with  a belt  and  had  been 
using  it. 

Does  any  station  wagon  have  more 
than  four  safety  belts?  And  are  they 
always  used? 

As  to  the  mid-highway  barrier,  there 
is  general  agreement  that,  had  that  been 
present,  the  toll  might  have  been  negligi- 
ble. The  general  area  has  been  the 
scene  of  many  cross-over  accidents  which 
would  be  averted  by  a barrier. 

Can  we  learn  the  lessons  from  our 
fatalities  and  injuries?  Can  we  reduce, 
even  a little,  the  mass  death  on  our  high- 
ways that  we  inflict  on  ourselves  in  the 
name  of  pleasure? 


We  have  had  a demonstration  that — 
even  with  the  tremendous  pressures  of 
the  new  Medicare — the  domain  of  medi- 
cine in  and  near  Yonkers  is  waging  an 
unending  campaign  for  human  healing 
and  welfare. 

We  have  had  public  proof  that  medi- 
cine here  is  not  consecrated  to  material 
compensation,  and  that  the  heart  of  our 
medical  teams  is  compassion. 

Can  enough  citizens  likewise  provide 
relief  from  the  burden  of  highway 
slaughter — for  dozens  of  reasons — to  do 
what  can  be  done  to  protect  our  com- 
munity health,  our  truest  wealth? 


This  account  feelingly  points  up  the 
willingness,  dedication,  and  competence  of 
the  health  professions  but  it  also  sadly 
points  up  the  lag  in  safety  education  and 
equipment  which  makes  such  gallant  effort 
necessary. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  13  through  16,  1967 
The  Americana,  New  York  City 
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LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


tackles  the  problem  of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 

Children:  Total  Daily  Dosage  „ . 

3-6  mo.  . . Vi  tsp*.  t.i.d.  (3  mg.)  £ 1 11 

6-12  mo.  . Vi  tsp.  q.i.d.  (4  mg.)  I 1 1 I 

1- 2  yr.  ...  Vi  tsp.  5 times  daily  (5  mg.)  £ jj  £ £ £ 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  ill 

5-8  yr....  1 tsp.  q.i.d.  (8  mg.)  fill 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  1 fill 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.)|j  || 

(or  2 tablets  q.i.d.) 

•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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JL,  DEAR  DOCTOR 


Adaptation  from  Shakespeare  Rare  Print  Collection 


Give  me  a bowl  of  wine 

-in  this  I bury 
, all  unkindness” 


-SHAKESPEARE 


DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  investor,  a pal 
of  Francis  Drake  and  Walter  Raleigh,  much  admired  by  Queen  Elizabeth, 
and  a tophole  poet  and  playwright  — but  no  physician. 

Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of  wine  in 
cases  of  stress,  as  you  can  see  above. 

Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with  your  meals 
for  your  own  personal  stress,  Doctor,  in  your  rugged  profession. 

Also,  for  your  wife’s  stress  at  home,  we’d  like  to  prescribe  a 24-page 
folder,  “WINE  COOKERY  THE  EASY  WAY,”  which  will  help  her  to 
relax  in  the  kitchen  (and  help  you  at  the  barbecue).  We'll  mail  it  to  you 
(free)  if  you’ll  just  drop  us  a note  on  your  professional  letterhead. 

By  the  way,  we’ll  also  send  you  our  newly  revised  64-page  booklet, 
“USES  OF  WINE  IN  MEDICAL  PRACTICE,”  which  summarizes  a quarter 
century  of  scientific  research,  in  America  and  Europe,  as  an  aid  to  your 
profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 

As  you  know,  wine  stimulates  gastric  flow;  can  help  the  convalescing 
patient;  the  patient  lacking  appetite;  can  help  relieve  anxiety;  can  help 
patients  suffering  from  the  malabsorption  syndrome  — and  helps  hospital 
and  geriatric  home  morale.  Shakespeare  had  a good  idea  there.  And 
many  physicians  and  hospital  administrators  are  also  sharing  that  idea. 

Here’s  a toast  in  California  wine,  Doctor  — to  your  health! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT  1,  SAN  FRANCISCO,  CALIF.  94103 
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Criterion  of  Positive 
Two-Step  Exercise  Test 

ARTHUR  M.  MASTER,  M.D. 

New  York  City 
ISADORE  ROSENFELD,  M.D. 

New  York  City 


Consultant  Cardiologist,  The  Mount  Sinai  Hospital 
(Dr.  Master),  Assistant  Attending  Physician,  New 
York  Hospital— Cornell  Medical  Center  and 
Assistant  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College  (Dr.  Rosenfeld) 


T he  two-step  test  is  very  widely  used  in 
clinical,  industrial,  military,  and  insurance 
medicine.  As  a result,  we  constantly 
receive  requests  by  mail,  phone,  and  at 
medical  meetings  for  details  of  our  latest 
criteria  for  interpreting  the  results  of  the 
test  in  view  of  our  continuing  experience 
and  follow-up  studies. 

As  we  have  reported  in  the  last  eight 
years,  the  “ischemic”  RS-T  segment  de- 
pression is  the  criterion  of  an  abnormal 
test  result.1-3  This  is  a depression  of  the 
RS-T  segment  in  which  the  initial  0.08 
second  to  0.12  second  is  absolutely  hori- 
zontal, sagging,  or  directed  downward. 
The  extent  of  depression  below  the  base 
line  is  almost  always  greater  than  0.5  mm. 
Most  practicing  physicians  follow  this 
limit,  although  reports  by  some  investi- 
gators recommend  a minimum  depression 
of  1 mm.  for  a positive  test  result.  We 
feel  strongly  that  this  requirement  reduces 
the  sensitivity  of  the  test  and  that  many 
instances  of  true  angina  or  interference 


the  criterion  of  an  abnormal  two-step 
test  result  is  a depression  of  the  RS-T  seg- 
ment in  which  the  initial  0.08  second  to 
0.12  second  is  absolutely  horizontal,  sagging, 
or  directed  downward,  with  the  extent  of  de- 
pression below  the  base  line  usually  greater 
than  0.5  mm.  Other  observations  on  electro- 
cardiographic findings  are  discussed.  Clini- 
cal impressions  are  as  important  as  the  test. 


with  the  coronary  artery  circulation  are 
overlooked  if  one  insists  on  1-mm  depres- 
sion. 

We,4'5  and  also  Robb  and  Marks,6  have 
noted  that  the  depth  of  the  RS-T  segment 
depression  correlates  with  the  severity  of 
myocardial  ischemia.  However,  there  are 
so  many  exceptions  to  this  general  state- 
ment that  one  should  be  wary  of  accepting  it 
too  literally.  For  example,  a patient  of  ours, 
now  seventy-seven  years  of  age,  suffered 
a coronary  occlusion  in  1932.  Yet,  at 
least  since  1940  when  we  first  employed  the 
electrocardiogram  in  the  two-step  test, 
he  has  shown  dramatic  ischemic  RS-T 
segment  depressions  of  3 mm.  or  more  on 
the  single  two-step  test  (one  and  a half 
minutes)  (Fig.  1).  Nevertheless,  although 
he  is  limited  in  exertion  by  chest  pain  and 
severe  concomitant  chronic  bronchitis,  he 
continues  to  run  a large  business,  flies  to 
his  many  factories  in  different  countries, 
and  keeps  his  healthy  younger  employes  on 
the  run.  We  have  many  such  patients 
whose  postexercise  electrocardiograms  re- 
veal marked  ischemic  RS-T  segment  de- 
pressions of  2 mm.  to  even  5 mm.  and  who 
carry  on  careful  but  useful  and  rewarding 
lives  for  many  years  (Fig.  2).  On  the 
other  hand,  we  can  also  cite  instances  in 
which  the  RS-T  depression  is  only  just  6/s 
mm.,  and  yet  a transmural  myocardial  in- 
farction and  even  cardiac  death  occurred 
within  a year  (Fig.  3). 

In  a general  way,  not  only  does  the  depth 
of  the  RS-T  segment  depression  correlate 
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FIGURE  1.  Previous  coronary  occlusion  and  now  severe  anginal  syndrome.  Control  electrocardiogram 
shows  small  residual  Q wave  in  III,  otherwise  normal  (upper  row).  Two-step  test  disclosed  such  dramatic 
ischemic  type  RS-T  segment  depressions  for  at  least  eleven  years. 


with  the  severity  of  obstruction  to  coronary 
flow,  but  so  does  the  time  required  for 
postexercise  changes  to  disappear.  This, 
too,  should  not  be  taken  too  literally, 
since  we  have  observed  tracings  with  dra- 
matic changes  in  the  postexercise  tracing  re- 
turn to  the  resting  electrocardiogram  by  six 
minutes.  When  this  requires  ten  to  twenty 
minutes,  the  degree  of  ischemia  is  severe. 

We  have  previously  reported  on  many 
occasions  that  definite  T-wave  changes 
after  exercise,  such  as  upright  T-wave  of  at 
least  1 V 2 mm.  at  rest,  becoming  completely 
inverted  by  at  least  the  same  amount 
after  exercise  or  vice  versa  (with  normal 
or  abnormal  resting  electrocardiogram), 
constituted  an  abnormal  test  result.  How- 
ever, in  reviewing  the  last  200  cases  of 
classical  angina  pectoris  studied,  in  almost 
every  instance  in  which  this  type  of  T-wave 
change  appeared,  there  was  a concomitant 
ischemic  depression  of  the  RS-T  segment. 


Hence,  again,  for  all  intents  and  purposes, 
the  ischemic  RS-T  segment  depression  is 
the  criterion  of  an  abnormal  two-step 
test  result.  However,  in  the  very  rare 
instance  in  which  this  type  of  T-wave 
alteration  is  the  only  change,  we  would 
interpret  the  test  result  as  positive. 

The  observations  on  distinct  T-wave 
inversions  apply  also  to  other  parameters 
in  the  tracing,  such  as  transient  changes 
in  the  QRS  complex,  U wave,  and  appear- 
ance of  certain  arrhythmias.  Such  ab- 
normalities are  almost  always  associated 
with  ischemic  RS-T  depressions.  Thus,  oc- 
casionally, a Q wave,  a left  bundle-branch 
block,  or  an  intraventricular  block  pattern 
will  transiently  appear  immediately  or 
two  minutes  postexercise  and  disappear 
within  six  to  ten  minutes  after  the  standard 
double  two-step  (three-minute)  test.  In- 
verted U waves  are  observed  on  rare  oc- 
casions as  are  serious  arrhythmias,  such  as 
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strated  dramatic  ischemic  RS-T  depressions  as  shown,  yet  patient  still  active  at  work. 


runs  of  multifocal  or  consecutive  premature 
ventricular  contractions  and  short  runs  of 
ventricular  tachycardia.  These  are  all 
practically  always  observed  together  with 
the  ischemic  type  of  RS-T  segment 
depressions. 

In  regard  to  “j”  (junctional)  depression 
of  the  RS-T  segment,  if  it  is  a delayed 
return  to  the  base  line,  it  is  abnormal, 
particularly  if  it  is  almost  of  an  ischemic 
variety,  that  is,  very  slowly  rising.  This 
can  almost  always  be  determined  simply 
by  gross  visual  inspection.  If  the  QX/QT 
is  50  per  cent  or  more,  and  if  the  QTr  is 
1.08  or  more,  the  exercise  test  result  is 
practically  always  abnormal,  and  on  the 
contrary,  if  both  are  normal,  the  “j”  is 
practically  always  without  significance. 
There  has  been  criticism  of  our  use  of  these 
latter  two  parameters,  but  we  believe  that 
this  is  because  of  a lack  of  experience  in 
measuring  the  end  of  the  T wave.  In  the 
few  instances  where  such  measurement  is 
necessary,  practice  will  facilitate  accurate 


recognition  of  the  point  at  which  the  T 
wave  ends.  If  the  end  of  the  T wave  is 
not  clearly  discerned  in  one  lead,  it  may  be 
recognized  in  another  recorded  at  the  same 
time,  for  example  in  the  “immediate”  or 
the  two-minute  tracings  of  leads  II,  V4,  V6, 
and  V6  (the  leads  we  usually  employ  in  the 
two-step  test).1  We  constantly  receive 
letters  of  confirmation  concerning  the  QX/ 
QT  and  the  QTr  parameters.  Many  in- 
vestigators, particularly  the  Japanese,  have 
corroborated  our  experience  in  this  re- 
gard.3 

We  have  written  that  any  type  “j” 
depression  of  the  RS-T  segment  2 mm.  or 
more  is  abnormal.  However,  a current 
review  of  the  200  patients  with  angina 
pectoris  revealed  that  this  type  of  “j” 
depression  is  again  nearly  always  accom- 
panied by  an  ischemic  RS-T  segment 
depression  in  some  other  lead. 

Minor  T-wave  changes,  for  example 
flat,  notched,  diphasic,  or  slightly  inverted 
T waves  before  or  after  the  two-step 
exercise  test,  are  of  no  consequence  unless 
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FIGURE  3.  (A)  Control  electrocardiogram  entirely  normal  (upper  row).  Double  two-step  test  revealed 
“j”  junctional  RS-T  depressions  and  very  slight  ‘/s-mm.  ischemic  depression  (middle  row).  (B)  Electro- 
cardiogram taken  two  months  later  just  prior  to  death  from  acute  coronary  occlusion. 


accompanied  by  significant  RS-T  de- 
pression. 

The  foregoing  statement  brings  us  to 


the  basic  principle  to  which  the  practicing 
physicians  should  adhere.  Clinical  im- 
pressions are  just  as  important  as  the  test, 
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and  the  two  together  make  a successful 
combination.  Thus,  we  have  repeatedly 
stated  that  the  young  adult,  the  extremely 
nervous  person,  the  patient  subject  to 
paroxysmal  tachycardia,  or  the  very  nerv- 
ous woman,  particularly  during  the  meno- 
pause, may  all  have  a false  positive  test. 

Insurance  and  other  statistics  suggest 
that  such  apparent  and  spurious  ischemic 
RS-T  segment  depression  may  prove  sig- 
nificant in  the  long  run.3'67  A reasonable 
precaution  to  be  taken  in  clinical  medicine 
is  to  follow  these  “false  positive”  reactors 
more  carefully  for  manifestations  of  coro- 
nary heart  disease  but  to  avoid  in- 
troducing iatrogenic  disease  by  focusing 
on  the  abnormal  response  to  exercise 


in  the  absence  of  other  substantiating 
findings. 
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IVIan  is  made  up  of  the  same  material  as 
is  common  to  the  stars.  Therefore  why 
should  he  not  be  at  home  anywhere  in  the 
universe?  Crowded  as  he  will  be  on  earth, 
and  barring  unforeseen  events,  he  con- 
ceivably faces  the  absurd  prospect  of  reach- 
ing a population  density  of  6 to  8 million 
people  per  square  mile  in  as  many  years 
hence  as  have  passed  since  Columbus. 
There  are  already  significant  signs  today 
that  he,  for  whatever  the  reason,  is  pre- 
paring to  seek  his  fortune  in  regions  beyond 
his  terrestrial  cradle.  Of  course  there  is 
one  basic  qualification  to  the  fulfillment  of 
a dream  or  necessity:  There  must  be  a 
harmonious  unity  between  the  organism 
and  the  environment. 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Space  Medicine,  February  16,  1965.  Presented  also  in  modi- 
fied form  before  the  XVIth  International  Astronautical 
Congress,  Athens,  Greece,  September  13  to  18,  1965. 


Among  the  many  factors  common  to  any 
environment,  thus  far  favorable  or  hostile 
to  man,  is  gravitational  force,  weak  or 
strong.  To  this  day  the  nature  of  gravita- 
tion has  defied  a clear  understanding. 
Everything  in  the  universe  is  affected  by 
it,  and  our  life  as  we  know  it  depends  on  it. 
It  is  interesting,  therefore,  before  entering 
on  this  discussion,  to  give  a few  historic 
notes  on  the  development  of  the  thinking 
that  led  to  the  concept  of  gravity  as  a 
force. 

In  his  Total  Natural  Philosophy,  Aris- 
totle1 contributed  a chapter  on  “Weight 
and  Lightness.”  He  writes  “that  one  of 
two  bodies  of  the  same  size,  each  possessing 
weight,  whose  natural  velocity  is  down- 
ward, is  exceeded  by  that  of  the  other” 
and  again  “similarly  a larger  quantity  of 
gold  or  lead  moves  downward  faster  than 
a smaller,  and  so  with  all  heavy  bodies.” 
Later  Hipparchus  (c.  130  B.C.)  had 

questioned  the  opinion  of  Aristotle  on 
bodies  carried  downward  through  weight. 
Lucretius2  (99  to  55  B.C.),  however,  ex- 
pressed the  same  view  as  Aristotle  which 
Leonardo  da  Vinci3  (1452  to  1519)  also 
accepted.  Dissenting,  on  the  other  hand, 
with  Aristotle,  Joannes  Philoponos  in  533 
A.D.  believed  that  the  difference  in  the 
time  of  fall  between  two  objects,  one  of 
which  is  twice  the  weight  of  the  other,  will 
be  “either  none  at  all  or  imperceptible.”4 
Also  of  interest  is  that  in  1609  Stevinus  at 
Delft  anticipated  the  alleged  Tower  of 
Pisa  experiment  by  Galileo,  showing — 
contrary  to  immemorial  belief — that  when 
two  different  objects  of  however  different 
weight  are  let  fall  together  from  a height, 
they  reach  the  ground  at  the  same  time. 
It  is  surprising  to  note  that  even  before 
the  birth  of  Newton,  in  1642,  popular  belief 
prevailed  that  on  a trip  to  the  moon  man 
loses  weight  and  on  arrival  would  weigh 
less  and  would  also  be  able  to  jump  higher 
than  on  earth.6 

Man  has  been  subjected  to  terrestrial 
gravity,  which  he  defines  by  the  unit  of 
1-g  = ca.  980  cm./  sec.2,  long  before  he 
acquired  the  habit,  sometime  during  the 
late  Pliocene,  of  assuming  the  erect 
position  in  adult  life.  This  gravita- 
tional force  has  always  shaped  and  is  con- 
tinuously shaping  his  morphology  and 
conditioning  his  function  to  the  holistic 
entity  we  find  him  in  at  the  present  time. 
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Weightlessness 

Before  going  on  further,  may  I define 
W°  (weightlessness)  and  zero-gravity,  terms 
which  have  been  heretofore  used  rather 
loosely. 

Weightlesness  is  the  inertial  state  of  a 
free  body  in  equilibrium  with  any  accelera- 
tive force  of  gravity  within  a gravita- 
tional field. 

Zero-gravity  is  a mutable  zone  wherein  a 
free  body  either  adopts  a state  of  rest  or 
pursues  unaccelerated  motion  free  of  all 
gravitational  attraction  resulting  from  the 
neutralizing  confluence  of  gravitational 
fields. 

In  this  discussion  the  term  weightlessness, 
designated  W°,  applies  and  is  used  in  the 
connotation  I have  just  presented.  It  is 
interesting  to  note  that  birds  under  expo- 
sure of  W°  present  a reaction  similar  to 
“continuous  upward  flight”  followed  later 
by  calm  suspension  in  a characteristic 
position  with  wings  spread  back.  Kitayev- 
Smyk6  also  reports  of  fish  losing  their  ability 
at  the  onset  of  W°  to  orient  in  relation  to 
top  and  bottom  as  he  reported  to  the 
U.S.S.R.  Academy  of  Medical  Science, 
1963.* 

Weight  fluctuation 

Earth-bound  man  is  hardly  aware  that 
he  is  constantly  experiencing  daily  fluctua- 
tion in  body  weight  either  due  to  his  own 
metabolism  or  change  of  his  position  in 
relation  to  the  earth’s  center  of  gravity. 
Thus,  man  weighs  less  in  his  bedroom 
upstairs  on  the  second  floor  than  in  his 
living  room  below.  His  weight  varies 
according  to  the  earth’s  rotation,  regardless 
of  means  of  travel,  and  depending  on 
either  an  eastward  or  westward  direction. 
In  the  first  case  it  is  greater,  and  in  west- 
ward locomotion  it  is  less  in  comparison 
to  his  stationary  weight  at  a given  altitude 
and  latitude.  He  obviously  weighs  less 
when  submerged  in  water  or  when  he 
enjoys  hydrodynamic  equilibrium  sus- 
pended in  amnio  tic  fluid  as  a fetus  in  utero. 

* The  suggestion  of  putting  fish  with  and  without  a swim 
bladder  into  orbital  flight  was  made  by  the  author  to  V.  Parin, 
M.D.,  and  J.  Vorobiev,  M.D.,  in  May,  1962,  during  their 
participation  in  the  Third  Annual  Symposium  on  Space 
Medicine  conducted  by  the  Section  on  Space  Medicine  of  the 
Medical  Society  of  the  State  of  New  York,  156th  Annual 
Convention,  New  York  City.  A small  fish,  Synodontus 
Batensoda  or  Nigriventris,  which  swim  upside  down,  would 
be  of  special  interest. 


Permanent  Calcium  Loss  studies  in 
manned  orbital  flights  are  being  made  to  deter- 
mine whether  or  not  man  in  the  weightless  state 
can  withstand  lack  of  gravitational  force  for 
indefinite  periods  of  time.  There  does  not 
seem  to  be  permanent  calcium  loss.  Diet  must 
be  adequate,  and  irradiated  foods  may  present 
hazards.  Laboratory  findings  appear  to  return 
to  normal  within  a reasonable  time.  Extended 
residence  in  weightlessness  will  require  pro- 
fessional care  from  medical  experts  who 
understand  organic  disease  in  these  cir- 
cumstances. Studies  must  be  concerned  with 
both  acceleration  and  weightlessness. 


Positive  caloric  intake  cannot  prevent 
“normal”  catabolism  in  water  immersion. 
This  will  be  touched  on  later.  The  infant’s 
exit  from  the  genital  tract  into  the 
atmospheric  environment  exposes  it  sud- 
denly to  gravitational  force.  The  con- 
sequential hydrostatic  effects  following 
closure  of  the  foramen  ovale  and  oblitera- 
tion of  the  ductus  arteriosus  do  not  become 
subjectively  noticeable  for  almost  a week 
after  birth.  Therefore  a newborn  infant  can 
be  suspended  upside  down  for  hours,  as  prac- 
ticing physicians  are  aware.  I personally  at- 
tended a case  where  suspension  lasted 
thirty-five  minutes  without  any  apparent 
disturbance  of  the  balanced  hemodynamic 
apparatus.  However,  with  the  progression 
of  time  and  as  a result  of  gravity,  a baby 
develops  certain  postural  and  tonic  reflexes 
which  determine  the  nature  of  his  motor 
reactions  for  the  rest  of  his  life.  Now  all 
we  have  to  do  is  to  get  a pregnant  mother 
into  space  to  observe  delivery  of  a baby. 
I can  assure  you  that  one  day  deliveries 
will  be  performed  on  normal  carefully 
chosen  mothers  in  spaceships  under  W° 
conditions,  and  we  shall  indeed  enrich 
ourselves  by  such  unique  experiences  if 
scientifically  planned  in  advance.  Re- 
turning to  terrestrial  physiology  for  com- 
parison, if  a healthy  adult  were  to  be 
tilted  over  180  degrees,  or  upside  down, 
there  would  be  an  increase  of  blood  volume 
and  blood  pressure  to  the  brain  due  almost 
exclusively  to  the  180-degree  reversal  of  the 
hydrostatic  force,  due  to  gravity,  acting 
quite  effectively  on  the  large-caliber  arteries 
and  veins  of  the  chest  and  abdomen.  Fatal 
cerebral  syncope  could  ensue  in  an 
individual  with  a “brittle”  cardiovascular 
system  as  in  arteriosclerosis  or  aneurysm. 
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The  weight  fluctuations  in  man  caused 
by  changes,  as  stated,  due  to  metabolism, 
motion,  and  distance  from  the  earth’s  center, 
have  never  been  studied  in  spite  of  the  ex- 
istence of  ultrasensitive  measuring  devices 
such  as  balances  that  can  tell  the  difference 
in  the  weight  of  two  objects  when  placed 
side  by  side  and  one  on  top  of  the  other, 
means  of  detecting  loss  of  gas  pressure  at  the 
rate  of  1 ounce  in  a hundred  years,  and 
many  others.  And,  today,  with  the  ad- 
vent of  the  space  age,  interest  in  W°  has 
gone  beyond  just  the  academic. 

Biomedical  findings 

As  a result  of  recent  studies  in  manned 
orbital  flights,  scientists  in  the  United 
States,  the  U.S.S.R.,  and  other  countries 
have  shown  concern  as  to  whether  or  not 
man  can  withstand  the  total  lack  of  the 
usual  1-g  force  for  an  indefinite  period  of 
time.  In  spite  of  tests  and  observations 
obtained  by  telemetry  or  direct  medical 
attention  in  orbit  (A.  D.  Yegorov)  and  pre- 
and  postflight  ground  medical  studies  on  the 
accessible  cerebral  cortex;  respiratory 
organs;  cardiovascular  system;  excretory 
system;  endocrinologic  functions;  metab- 
olism; hematology;  histology;  neurology; 
psychology;  psychiatry;  genetics;  audi- 
tory, visual,  and  ophthalmologic  areas; 
histochemical  aspects;  and  bio-electricity, 
no  final  answer  can  be  given  as  to  how  justi- 
fiable this  concern  is.  Extended  W°  flights 
into  months  and  years  are  being  considered 
with  ancillary  medical  facilities  aboard. 

Calcium  loss.  A million  words  and 
more  have  been  written  or  spoken  regard- 
ing calcium  loss  due  to  W°.  Claims  and 
counterclaims  have  led  to  much  confusion 
over  a period  of  several  years  among  en- 
gineers, scientists,  physicians,  and  laymen. 
At  the  time  of  this  writing,  it  can  be 
honestly  stated  that  there  is  no  proof  that 
the  body  loses  calcium,  considering  such 
parameters  as  g forces  or  vibration,  at- 
tributable exclusively  to  W°.  True,  the 
Gemini  and  the  Voshkod  astronauts  have 
experienced  some  loss  of  minerals  as 
evidenced  by  the  degree  of  opacity  or 
translucency  (Gemini  4,  5,  6,  and  7)  in 
the  process  known  as  radiographic  bone 
densitometry.  The  ideal  anatomic  loca- 
tions for  such  studies  are  the  heel  and  little 
finger.  Thus,  the  bone  change,  studied  by 


this  method,  revealed  losses  in  x-ray 
absorbance  ranging  from  6.2  to  13.42  per 
cent  in  the  os  calcis  during  the  four-day 
Gemini  flight  which  the  National  Aero- 
nautics and  Space  Administration  revealed 
returned  to  preflight  norms  after  a few 
days.  Radiographic  densitometry,  how- 
ever, is  not  ideal  for  elemental  calcium 
determination,  since  x-ray  absorbance  re- 
flects the  mass  of  phosphorus  and  other 
components  of  bone  as  well  as  the  mass  of 
calcium  present.  Furthermore,  it  is  not  as 
sensitive  as  other  methods  such  as  the 
radioactive  I125  method  employing  a soft 
gamma  ray  detector  over  the  same  ana- 
tomic sites.7  With  this  method  it  is  possible 
to  determine  specific  calcium  losses  of  less 
than  2 per  cent,  a sensitivity  sufficient  to  de- 
tect a calcium  bone  depletion  differential 
within  forty-eight  hours  in  a physiologic  cal- 
cium anabolism  as  during  muscular  activity, 
and  a subsequent  calcium  catabolism  that 
takes  place  during  absolute  bed  rest  on  the 
same  individual.  No  doubt  this  method 
will  soon  be  used  and  the  data  properly 
evaluated.  Caution  in  interpretation  is 
necessary  as  in  the  case  of  electrocardio- 
gram recordings  of  intrinsic  physiologic 
variations  in  the  electrical  conductivity 
of  the  heart  muscle  under  similar  conditions. 
Parenthetically,  I might  add  that  it  is  a 
known  fact  that  moderate  exercise  will 
create  a weight  gain  during  bed  rest,  but 
under  water-immersion  conditions,  even 
with  increased  muscular  activity  along  with 
a high  caloric  dietary  intake,  it  cannot 
appreciably  prevent  catabolism.  The  lat- 
ter is  manifested  organically  by  severe 
weight  loss,  extreme  fatigability,  muscular 
atrophy,  polyuria,  and  creatinuria  and  has 
occurred  in  eight-day  experiments 
(Graveline).  Bed  rest  or  residence  in  W° 
for  the  same  period  of  time  has  failed  to 
duplicate  these  subjective  and  objective 
findings.  It  is  beyond  the  scope  of  this 
presentation  to  discuss  physiologic  param- 
eters— which  are  variable  and  dependent 
often  on  the  amount  of  preflight  training 
and  conditionings — of  the  pulmocardio- 
vascular  system:  blood  pressure,  pulse, 

respiratory  rate,  and  electrocardiogram. 
Also,  there  is  just  space  to  mention  certain 
laboratory  data  that  have  thus  far  been 
observed  in  W°  during  the  Gemini  flights: 
decrease  in  blood  volume,  erythrocyte 
count,  and  hemoglobin;  shortening  of  life- 
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time  of  the  red  blood  cells;  and  variations 
in  the  leukocyte  count  which  return  to 
normal  as  expected  within  two  weeks. 
These  data  are  in  accord  with  U.S.S.R 
findings.  I am  in  agreement  with  Dr. 
Berry  and  Dr.  Gazenko  that  the  issue 
of  a calcium  loss  is  not  as  yet  an  operational 
problem.  It  is  also  recognized  that  in 
prolonged  W°  isometric  exercises  against 
resistance  or  recoil  devices  are  necessary. 
This  I have  pointed  out  earlier.8  Finally, 
to  bring  to  light  similarities  or  dissimilarities 
between  the  effects  of  bed  rest  versus  W °, 
methodical  base  fine  preflight  controls  on 
the  same  astronauts  for  the  same  duration 
as  that  which  is  planned  in  a W ° residence 
are  necessary.  Still,  it  may  not  be  possible 
to  distinguish  between  such  osteopathies 
as  may  occur,  such  as  osteoporosis, 
osteopsathyrosis,  osteodystrophy,  osteo- 
cachexia,  osteomalacia,  and  osteanabrosis, 
without  resorting  to  the  classical  bone 
biopsy.  The  calcium-phosphorus  transfer 
into  the  arteriovenous  system  from  the 
absorbing  intestinal  mucosa,  through  the 
reabsorbing  capability  of  the  renal  tubules 
to  a variable  quantitative  deposit  in  the 
skeletal  system,  while  constantly  under 
the  influence  of  the  endocrine  glands  such 
as  the  pituitary,  parathyroid,  and  others, 
promises  to  be  a most  interesting  issue  in 
W°.  It  will  entail  the  science  of  pharma- 
cology as  well  as  that  of  nutrition  and  will 
even  need  the  help  of  molecular  biology 
and  nuclear  physics. 

Diet.  Nutritionally,  a vitamin-rich 
mineral-containing  diet  is  indicated.  It 
should  be  stressed  here  that  it  is  most 
annoying  to  the  astronauts  to  have  food 
particles  freely  orbiting  within  the  space 
capsule.  These  could  easily  be  trapped  by  a 
small  suction  device.  Fresh  foods, 
naturally,  would  be  preferable.  Because  of 
various  restrictions  and  limitations,  the 
present  fad  is  toward  dehydrated  and 
irradiated  foods.  In  the  long  run,  if  these 
are  to  be  ingested  extensively,  such  staples 
are  fraught  with  possible  hazards  for  the 
space  man  such  as  increased  susceptibility 
to  malignant  growths  of  the  digestive  tract 
and  related  organs  and  the  destruction  of 
vitamin  K necessary  for  blood  clotting  as 
well  as  the  radiation-sensitive  all-important 
vitamins  B and  C.  Recent  analysis  of  the 
intestinal  microbial  population  of  subjects 
on  a space-type  freeze-dehydrated  diet  has 


indicated  some  significant  changes  in  the 
predominating  anaerobic  flora,  after  the 
subjects  had  been  on  the  diet  for  some 
days,  and  the  presence  of  aerobic  flora 
different  from  those  commonly  found.  Air 
Force  Aerospace  medical  scientists  rec- 
ognize the  importance  of  these  changes, 
even  though  the  effects  admittedly  may  be 
slow. 

Lately,  Cornell  University  scientists  have 
discovered  that  mutations  in  plants  and 
insects  occurred  with  noticeable  stunted, 
damaged,  or  altered  chromosomes,  an 
indirect  effect  of  an  irradiated  carbohydrate 
milieu  on  which  these  species  were  de- 
pendent for  growth.  Should  these  results 
be  confirmed,9  a re-evaluation  of  the 
edibility  of  the  irradiated  foods,  thus  far 
cleared  for  human  consumption,  is  defi- 
nitely in  order.  The  Food  Irradiation 
Unit  of  the  U.  S.  Department  of  Commerce 
and  the  U.S.  Food  and  Drug  Administra- 
tion have  made  irradiated  bacon,  wheat, 
and  potatoes  available  to  the  public.  As 
a matter  of  fact,  the  U.S.  Army  has  already 
served  in  its  mess  halls  such  food  which  of 
course  has  some  form  of  carbohydrate  or 
sugar.  Thus,  man  with  his  inherent  sugar 
or  carbohydrate  content  can  become  an 
unsuspecting  victim  of  the  effects  of  in- 
direct radiation,  whether  earth-bound  or 
space-bound.  While  on  the  subject  of 
cancer  and  space  flight,  it  would  be  unwise 
to  overlook  the  extremely  high  incidence 
of  cancer  in  the  American  cockroach  in 
connection  with  violations  of  its  natural 
circadian  rhythm. 

Laboratory  findings.  Federova, 10  Gaz- 
anko,11  and  others  have  reported  that  all  pos- 
itive laboratory  findings  such  as  in  albumin- 
uria, hematuria,  hyaline  casts,  hydroxycor- 
ticosteroids,  cholesterol,  and  others  in  the 
cosmonauts  of  the  Vostok  and  the  Voshkod, 
returned  to  normal  after  a maximum 
period  of  two  weeks.  These  findings  are 
consistent  with  the  data  following  hard 
manual  labor  or  athletics.  Sometimes,  as 
these  researchers  admit,  it  was  difficult  to 
know  where  to  attribute  such  changes  as 
the  chromosomal  or  karyologic:  to  W°, 

radiation,  vibration,  g forces,  or  to  some 
combination  thereof.  A definitive  answer 
is  not  possible  at  this  stage  of  inquiry. 
Changes  noticed  in  bio-electric  parameters 
of  the  brain,  eye,  and  skin  of  the  human 
body  have  all  been  transitory.  The  oc- 
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casional  orthostatic  hypotension  occurring 
on  and  after  landing  after  varying  periods 
of  W°  is  still  as  far  from  a satisfactory 
explanation  as  is  the  issue  of  infrequent 
vestibular  disturbances  incurred  during 
orbital  flights.  There  appear  to  be  idio- 
pathic factors  involved  in  each  individual 
case  dependent  apparently  on  the  amount 
and  intensity  of  preflight  training. 

Kenoplaning 

The  new  experience  of  leaving  the 
interior  of  the  space  capsule  and  moving 
out  a short  distance  into  space,  as  Leonov 
and  White  did,  added  no  new  medical 
problems  if  one  makes  allowance,  in  a 
normally  responsive  autonomic  nervous 
system,  for  a reasonable  amount  of  anxiety 
and  additional  physical  effort  required  in 
exit  and  re-entry  into  the  capsule  along 
with  planned  task  performance.  Ordi- 
narily none  would  be  expected,  since  the 
state  of  W ° was  hardly  violated  at  any  time 
except  in  minimal  voluntary  accelerative 
propulsion  as  in  astronaut  White. 

Since  there  is  no  satisfactory  single 
expression  for  voluntary  moving  around 
in  space  by  man,  I would  like  to  introduce 
the  neologism  “kenoplane”  from  the  Greek 
words  kenon  which  means  void  and  plane 
which  means  move,  as  in  planet  from  the 
verb  planomai  which  means  I move,  roam. 
Thus,  kenoplane  or  kenoplaning  would 
facilitate  communication  and  obviate 
translation  of  the  less  scientific  “walk  in 
space,”  “extravehicular  activity,”  or 
“leoning”  as  being  popularized  in  English 
and  Russian  literature. 

Parameters  in  W° 

No  matter  what  criteria  will  be  used  in 
selecting  and  training  a space  man  or 
woman,  both  are  human  beings,  medically 
vulnerable,  and  both  will  require  pro- 
fessional care  during  extended  residence  in 
W°  of  many  months  and  years.  The  re- 
sponsible examining  physician  or  team  of 
medical  experts,  whether  earth-bound  and 
receiving  appropriate  data  by  telemetry  or 
during  personal  attendance,  must  under- 
stand how  organic  disease  presents  itself 
under  W°.  It  will,  for  the  most  part,  be 
different  from  the  classical  geomedical 
symptomatology,  subjective  and  objective. 


TABLE  I.  Acquired  and  inborn  diseases  of  man 
(areas  and  systems) 


Allergic  disorders 
Disorders  of  blood 
and  hematopoietic 
organs 

Bronchopulmonary 
disorders 
Cardiovascular 
disorders 
Connective-tissue 
disorders 
Digestive  tract 
disorders 

Endocrine  disorders 


Infection 

Locomotor  disorders 

Metabolism  disorders 

Neurologic  disorders 

Dermatologic 

disorders 

Urologic  disorders 

Toxicologic  (physical, 
chemical)  disorders 

Disorders  of  unknown 
cause 


Physical  diagnosis  based  on  direct  observa- 
tion, palpation,  and  auscultation  and  sup- 
ported by  ancillary  visual  methods  such 
as  roentgenography  will  present  a totally 
different  picture  of  the  ailing  space  traveler 
(Table  I). 

In  many  instances  it  is  possible  at  this  time 
to  obtain  some  idea  as  to  what  a nosologic 
picture  would  be  like  by  applying  knowl- 
edge acquired  from  the  basic  physical 
behavior  of  states  of  matter  under  W ° and 
combining  this  knowledge  with  clini- 
cal experiences  in  medicine  (Table  II). 
In  some  instances  it  is  relatively  easy 
(capillarity,  convection,  osmosis,  and  co- 
hesion) and  in  others  quite  difficult 
(brownian  movement,  enzymatic  activity, 
autoradioactivity,  and  rheologic  index)  to 
understand  these  variable  factors  which  are 
interrelated  in  the  functioning  human 
organism.  A few  examples  and  illustrations, 
some  elementary,  but  basic  to  the  context 
of  this  discussion  are  of  interest. 

The  uselessness  of  the  level,  pendulum, 
plumb  line,  and  balance  scales  is  quite 
obvious.  In  a closed  container  of  water  in 
the  presence  of  air,  the  air  in  the  W ° state 
shifts  from  its  original  position  on  top  of 
the  water  under  1-g  condition  to  form  a 
spheroid  configuration  in  the  center  of  the 
container  due  to  unimpedence  of  gravity 
on  the  cohesive,  adhesive,  and  surface 
tension  forces  that  constitute  the  major 
factors  in  this  phenomenon.  Perfect 
spheres,  circles,  straight  lines,  and  points 
occur  only  in  textbooks  and  not  in  nature. 
A stationary  flame,  even  when  supported 
by  pure  oxygen  under  W°  conditions,  will 
assume  a pale  colored  spheroid  shape  be- 
fore extinction,  unless  the  flame  is  moved 
or  convection  applied.  Man,  too,  may 
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TABLE  II.  Primary  endogenous  physicochemical  factors  affecting  man  in  W° 


Absorption 

Expansibility 

Adsorption 

Frequency 

Autoradioactivity 

Friction 

Bio-electricity 

Gas-liquid  interface 

Biomagnetism 

Inorganic,  organic: 

Brownian  movement 

fluid  balance  concentr; 

Capillarity 

Mass 

Coagulation 

Membrane  permeability 

Cohesion 

Motion 

Compressibility 

Osmosis 

Condensation 

pH  index 

Conduction 

Pressure  (fluid,  gas) 

Conductivity 

Resistance 

Convection 

Rheologic  index 

Crystallization 

Sludging 

Density 

Solubility 

Diapedesis 

Surface  tension 

Diffusion 

Temperature 

Distribution 

Velocity 

Elasticity 

Viscosity 

Enzymatic  activity 

Volume 

Evaporation 

Weight 

suffocate  under  similar  conditions  if  the 
exhaled  metabolic  products  are  not  re- 
moved from  in  front  of  his  face.  Any 
measuring  instrument  depending  on  a 
column  of  mercury  or  any  fluid,  as  in  the 
Torricelli  type  sphygmomanometer  and 
barometer,  will  be  of  no  use.  Only  the 
aneroid  type  would  register  reliably.  This 
should  be  a good  opportunity  for  man  to 
cure  himself  of  the  smoking  habit,  since  he 
would  have  to  pay  too  much  attention  to 
keep  his  cigaret  lit  between  puffs  or  be 
constantly  holding  the  cigaret  in  his  mouth 
and  inhaling  almost  without  interruption 
to  prevent  its  going  out.  In  the  long  run, 
smoking  would  cease  to  be  a pleasure. 
Devices  or  apparatus  based  on  bubble 
formation,  such  as  wet  chemical  batteries, 
biochemical  fuel  cells,  or  algal  systems, 
would  be  infeasible  because,  of  course,  the 
bubbles  formed  remain  at  the  points  of 
origin  thus  choking  or  suffocating  the 
operation.  Additional  applied  convection 
would  only  add  more  problems  to  the 
system.  Only  bioelectric  fuel  cells  could 
serve  the  intended  purpose.  Mercury,  on 
the  other  hand,  now  surrounded  by  air, 
would  conversely  assume  a spheroid  shape, 
while  touching  the  inner  surface  of  the 
container.  All  fluids  of  different  viscos- 
ities, including  blood,  assume  a spherical 
shape  when  in  suspension.  To  continue 
further,  ice  and  100  F.  bubbly  water 
(bubbles  of  vapor  do  not  rise)  can  form  on 
the  floor  of  a common  container  in  close 


proximity  with  little  influence  on  each 
other.  In  the  absence  of  convection  cur- 
rents, uniform  molecular  distribution  of 
heat  may  take  many  days.  Serious  in- 
vestigation in  this  area  is  still  to  be  under- 
taken. Diffusion  time  of  soluble  solids  in 
liquids,  liquids  in  liquids,  and  gas  in  liquids, 
which  at  1-g  level  may  range  from  a matter 
of  seconds  (water  vapor  in  water)  to  years 
(copper  sulfate  crystal  in  water),  are  very 
important  especially  at  the  cellular  level, 
and  experiments  in  the  W°  state  are  indi- 
cated as  soon  as  prolonged  flights  become 
available.  Theoretically  one  would  assume 
the  diffusion  time  to  become  shorter.  In 
another  area,  due  to  increased  capillarity, 
the  rate  of  flow  of  water,  for  example,  will 
not  only  be  faster  but  will  occur  at  the 
same  rate  in  any  direction  in  W °. 

While  the  viscosity  of  water  characteristi- 
cally remains  constant  at  any  rate  of  flow, 
the  viscosity  of  blood  increases  in  propor- 
tion to  the  rate  of  flow  through  the  arterio- 
venous system,  a typical  non-Newtonian 
behavior. 

Very  recent  experiments  in  a falling 
chamber  have  shown  that  by  increasing  the 
pressure  of  a gas  on  a liquid  inside  a cylinder 
with  an  opposing  small  orifice,  less  and  less 
fluid  is  expelled  before  blowthrough  of  the 
gas  at  the  outlet  (Fig.  1).  This  remarkable 
phenomenon  is  of  great  significance  to  the 
W 0 rheologic  aspects  of  physiology  and 
especially  in  medicine,  as  will  one  day 
undoubtedly  be  recognized.  It  will  affect 
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TERRESTRIAL  GRAVITY  (¥•) 


I-g  configuration. 


Inception  of  pumping;  time,  0 second. 


Vapor  blowthrough;  time,  1.98  seconds. 


WEIGHTLESSNESS  (W°) 


Inception  of  pumping;  time,  0 second.  Vapor  „|ow  ,hrou9h;  tjme_  „ 10  second 


Outlet  velocity, 
1408  centimeters 
per  second;  ex- 
pelled liquid, 

18.7  cubic  centi- 
meters. 


FIGURE  1.  Newly  discovered  phenomenon  of  gas-liquid  interface  under  positive  pressure.  Increase  of 
gas  pressure  creates  increased  distortion  of  interface  and  produces  accelerated  motion  of  central  portion 
of  fluid  which  is  expelled  faster  ahead  of  cone-shaped  gas  before  blow  through.  Liquid  between  penetrat- 
ing gas  and  cylinder  wall  moves  little  if  at  all.  Per  unit  time  it  was  found  that  as  pressure  of  gas  was  in- 
creased, velocity  of  expelled  fluid  also  increased,  but  that  total  amount  of  fluid  expelled  through  orifice 
decreased  at  time  of  blow  through,  leaving  behind  relatively  large  amount  of  fluid  in  cylinder  as  shown,  an 
apparent  violation  of  Pascal’s  Law.  This  unusual  and  unexpected  reaction  will  significantly  encourage 
rheologic  studies  in  cardiovascular,  lymphatic,  and  cerebrospinal  systems  as  well  as  on  excretory  and 
secretory  organs  of  man  during  prolonged  residence  in  W°.  Affected  also  will  be  existing  equipment 
utilizing  gas  pressure  to  be  used  in  W°  for  administration  of  injections  and  therapeutic  infusion  of  intra- 
venous fluids.  (Nussle,  R.  C.,  Derdul,  J.  D.,  and  Petrash,  D.  A.:  Photographic  Study  of  Propellant  Outflow 
from  a Cylindrical  Tank  During  Weightlessness,  NASA  Technical  Note  TN  D-2572,  Lewis  Research  Center, 
January,  1965.) 
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FIGURE  3.  Pneumohydrothorax  five  days  follow- 
ing pneumonectomy.  Fluid  level  conforming  to 
effect  of  gravity  parallel  to  ocean  surface. 


FIGURE  2.  Tomograph  of  large  bronchogenic 
cancer  of  right  lung. 

our  thinking  in  relation  to  the  gas-fluid 
exchange  in  the  system  and  also  the 
behavior  of  emboli  (air,  nitrogen)  during 
extended  space  flights.  It  may  shed  light 
on  the  perplexing  weight  loss  problem 
exclusive  to  W°  observed  in  the  dehydra- 
tion process  in  spite  of  an  adequate  positive 
caloric  and  water  balance  that  tends  to 
point  a finger  at  a possible  nephrohypo- 
physial  origin.  This  rheologic  phenom- 
enon may  have  far-reaching  effects  on  the 
accepted  mechanics  of  metastases  in  car- 
cinoma (Figs.  2 to  4). 

Changing  landmarks 

In  applying  some  thinking  in  the  field 
of  locomotion,  we  can  easily  see  that  man 
will  not  be  bothered  with  such  conditions 
as  acquired  flat  feet  or  kyphosis.  Low  back 
pain  from  strain  in  the  lumbosacral  or 
sacro-iliac  joints  should  be  minimal  as- 
suming he  continues  to  carry  out  isometric 
exercises  under  recoil.  And  since  there  is 
good  reason  to  believe  that  osteoarthritis 
of  the  spine  which  develops  later  on  in  life 
is  a consequence  of  exposure  to  continuous 
gravitational  strain  and  stress  resulting 
from  microtraumata  in  faulty  walking, 
there  should  be  very  little  of  that  condition 
also.  Man’s  stature  in  W°,  after  attain- 


ts 

FIGURE  4.  Schematic  x-ray  film  representing 
Figure  2 in  W°  state.  Note:  air  above  fluid  level  in 
Figure  2 has  assumed  spheroid  position. 

ment  of  maximum  growth,  will  not  suffer 
decrement  with  advancing  years.  Terres- 
trial gravity  causes  degenerative  atrophic 
changes  of  the  intervertebral  cartilages 
causing  shrinkage  of  about  a half  inch 
every  twenty  years  after  skeletal  maturity. 
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Varicose  veins  of  the  ordinary  kind  will  not 
be  present  except  those  caused  by  an  ob- 
struction somewhere  in  the  pelvis.  The 
clinician’s  finger  would  have  the  greatest 
difficulty  in  detecting  pitting  edema  under 
the  skin,  the  simplest  and  most  valuable 
single  objective  test  in  all  medicine.  The 
edema  of  the  lower  extremities,  usually  an 
early  sign  of  pending  cardiac  decompensa- 
tion, would  be  missed  because  the  extra- 
cellular fluid  would  be  distributed  through- 
out the  entire  body.  The  absence  of  this 
early  and  reliable  symptom  around  the 
ankles  would  present  a most  serious 
problem  to  the  physical  examination  of  the 
cardiovascular  system,  bio-electric  methods 
notwithstanding. 

Trans-  or  exudative  processes  such  as 
infection,  malignant  growths,  ruptured 
ectopic  pregnancy,  and  others  in  the  lower 
abdomen  and  pelvis  will  have  different 
symptoms,  making  diagnosis  very  dif- 
ficult if  not  impossible.  Again  the  dif- 
fusion of  such  fluids  throughout  the  ab- 
dominal cavity  as  well  as  retroperitoneally 
will  spread  the  disease,  tending  to  ful- 
minate the  morbidity  and  precipitate  a 
crisis.  Also,  any  unchecked  external  bleed- 
ing will  eventually  spread  over  the  entire 
body  and  interfere  with  internal  respiration 
that  may  result  in  death  long  before 
exsanguination. 

Overlacrimation  in  W°  will  not  form  as 
tears;  rather,  there  will  be  a uniform 
wetting  of  the  skin  around  the  orbicular 
areas  of  the  eyes  which  may  encourage 
inflammation  of  the  conjunctiva  and  the 
eyelids.  A classic  case  of  hypopyon  will 
not  present  itself — only  an  opacity  of  the 
anterior  chamber  will  be  visible,  due  again 
to  the  uniform  distribution  of  pus  and 
cellular  debris  in  the  aqueous  humor. 
Similarly,  the  reflected  transudate  level, 
conspicuous  behind  the  tympanum  in 
acute  catarrhal  otitis  media,  will  be  absent. 

Lithiasis,  or  stone  formation,  in  the 
kidney,  gallbladder,  pancreas,  urinary 
bladder,  or  even  lung  or  any  tubular  or 
hollow  organ  would  be  expected  to  increase 
in  frequency  on  the  basis  of  the  interplay 
of  a number  of  physical  factors  outlined 
earlier  (Table  II). 

On  the  subject  of  arteriosclerosis,  there  is 
a predictable  possibility  that  the  degree  of 
hardening  of  the  arteries  would  be  de- 
creased because  of  a combination  of  factors. 


Naturally  there  would  be  individual  varia- 
tions in  W °,  just  as  in  cholesterol  and  serum 
lipids  which  are  positively  affected  by  a 
variety  of  known  causes,  notably  emotional 
and  nervous  strain.  One  should  be  fore- 
warned that  a favorable  decrement  in  the 
degree  of  hardening  of  the  arteries  can  be 
easily  offset  by  exposure  to  ionizing  radia- 
tion which  is  known  to  promote  arterio- 
sclerosis. 

Roentgenography  of  the  gastrointestinal 
tract  in  W ° would  give  a confusing  shadow 
of  the  stomach.  The  always-present  gastric 
air  bubble,  instead  of  being  in  the  upper 
portion  of  the  stomach  and  thus  permitting 
physiologic  eructation,  will  now  seek  a 
central  position  in  surrounding  contrast 
media  or  the  normal  heterogenous  gastric 
contents.  The  quality  of  visualization  of 
the  outlines  of  the  entire  gastrointestinal 
tract  with  uninterrupted  barium  need  not 
suffer.  However,  gravity-dependent  fluid 
levels,  diagnostic  in  intestinal  obstruction, 
will  be  nonexistent,  thus  thwarting  a 
surgical  and  possibly  the  only  life-saving 
procedure. 

The  reason  why  a lung  disease,  as  tuber- 
culosis, gets  a foothold  usually  in  the  upper 
portion  of  the  lung  has  been  attributed  to 
gravity,  whereby  a lessened  flow  of  anti- 
bodies and  other  factors  occurs  in  the  face  of 
known  decreased  circulation  and  blood 
pressure  in  the  upper  third  of  the  lungs, 
that  blood  pressure  being  one-sixth  that  of 
the  systemic  circulation.  However,  the 
tuberculous  infection  is  well  handled  by  the 
lower  parts  of  the  lungs.  An  early  diagnosis 
of  bronchogenic  cancer,  masked  oc- 
casionally by  pulmonary  abscess  again 
often  dependent  on  the  customary  x-ray 
index  of  the  presence  of  a fluid  level,  is 
rendered  impossible.  In  early  pleurisy, 
blunting  of  the  costophrenic  angle  and 
in  a later  stage  the  demonstration  of  the 
characteristic  Damoiseau-Ellis  curve  will 
also  be  impossible.  Only  a soft  hazy-toned 
picture  of  the  entire  lung  caused  by  the 
uniform  distribution  of  fluid  in  the  pleural 
cavity  will  be  obtained.  And  for  the  same 
reason  discreet  amounts  of  air,  when 
visualized  in  the  apex  of  the  chest  or  under 
the  diaphragm,  will  be  pathognomonic  for 
perforation  and  will  fail  to  show  up  on  film 
thus  rendering  early  diagnosis  of  pneu- 
mothorax or  of  a dreaded  peritonitis  im- 
possible. Thus  the  saving  of  lives  under 
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W ° conditions  in  such  cases  would  be 
rendered  extremely  difficult  while  early 
institution  of  proper  treatment  would  suffer 
delay.  Hypostatic  pneumonia,  which  char- 
acteristically involves  only  the  lower  por- 
tions of  the  lungs,  is  induced  by  gravity. 
This  condition  is  encountered  in  post- 
operative cases  as  well  as  in  prolonged 
bed  rest  among  the  elderly,  as  physicians 
all  know.  Few  physicians  suspect,  how- 
ever, that  under  W ° hypostatic  pneumonia 
will  cease  to  exist  as  a clinical  entity. 

Plasma  studies 

Plasma  cholesterol  studies,  among  a host 
of  biochemical  reactions,  form  an  imposing 
area  where  appreciable  variations  from 
gravity-bound  data  are  to  be  expected. 
Attention  is  drawn  to  the  fact  that  changes 
in  plasma  volume  occur  rapidly  when 
posture  is  altered  from  the  horizontal 
to  the  vertical  owing  to  the  shift  of  a pro- 
tein-poor fluid  from  the  plasma  to  the 
extracellular  fluid.  The  reverse  change 
occurs  in  moving  from  the  vertical  to  the 
horizontal.  These  changes  in  plasma  are 
accompanied  by  corresponding  changes  in 
plasma  protein  concentration.  Since  the 
plasma  cholesterol  is  protein-bound  in 
the  form  of  lipoproteins,  it  follows  that  the 
plasma  cholesterol  levels  will  change  in 
posture.  An  alteration  of  posture  from 
lying  to  standing  for  fifteen  minutes  was 
actually  demonstrated  by  a mean  increase 
of  13  per  cent  in  plasma  cholesterol  levels 
according  to  Stoker  and  Wynn.12  The  re- 
verse occurs  on  lying  down.  This  was 
true  among  normal  individuals  as  well  as 
among  those  with  hypercholesteremia. 
The  shifting  of  blood  plasma  back  and 
forth  from  the  channels  of  the  cardio- 
vascular system  to  the  extracellular  milieu 
is  the  most  vital  reversible  equation  in  the 
mammalian  biologic  system.  Aside  from 
recognized  pathologic  conditions  in  man, 
even  a sense  of  subjective  well-being  is  re- 
flected, if  careful  and  pertinent  questions 
produce  intelligent  truthful  answers,  by  the 
degree  of  specific  reversibility  of  this 
equation  dependent  on  time,  body  in- 
clination, and  rate  and  amount  of  plasma 
transferred.  Other  factors  also  play  a role: 
age,  sex,  weight,  height,  physical  and 
mental  activity,  inborn  mental  and 
emotional  stability  controlled  partially  by 


training  and  environment,  administration 
of  drugs,  and  so  on. 

Thus  it  is  not  too  difficult  to  understand 
that  the  exposure  of  earth-bound  man  to 
W°  and  back  to  a gravity  state  will  in- 
variably cause  the  plasma  of  the  circulating 
blood  to  shift  accordingly.  Cholesterol  and 
other  plasma  constituents  will  undoubtedly 
be  included  in  the  transfer.  The  Russian 
and  to  a certain  extent  the  United  States’ 
observations  thus  far  support  this  thinking 
in  respect  to  the  issue  of  W °. 

In  bacteriology  the  culture  of  micro- 
organisms may  become  exceedingly  dif- 
ficult or  even  impossible,  since  it  may  not  be 
feasible  to  remove  accumulating  waste 
products.  Unless  the  waste  metabolites  are 
formed  or  produced  at  a slower  rate  than 
their  diffusion  into  the  culture  medium, 
which  can  be  very  slow  sometimes  and  still 
slower  under  W°,  these  organisms  will  be 
“choked,”  and  at  best  the  whole  process 
will  be  unreliable  for  diagnostic  purposes. 

We  know  that  people  living  at  very 
high  altitudes  as  in  the  Chilean  Andes 
(Ticlio,  16,000  feet  with  54  per  cent  of  sea 
level  atmosphere  available)  have  a low 
incidence  of  diabetes,  hypertension,  coro- 
nary thrombosis,  and  myocardial  infarc- 
tion as  well  as  leukemia,  while  peptic  ul- 
ceration and  especially  cholecystitis,  chole- 
lithiasis, and  nephrolithiasis  are  very  com- 
mon. The  question  arises  when  thinking 
in  terms  of  space  travel:  Does  the  lowered 
acceleration  of  gravity,  even  perceptively 
small,  enhance  the  frequency  of  stone 
formation,  as  deduced  here,  for  the  space 
man  in  prolonged  residence  under  W °? 
This  issue  merits  investigation  (Table  III). 

In  the  presence  of  some  10,000  enzymes 
and  coenzymes  the  following  equations  at 
the  electronic  level  of  molecular  biology  are 
vital  to  the  human  body.  These  come  also 
under  the  influence  of  terrestrial  gravity. 

1.  Fe  + + + + e~  = Fe  + + 

2.  Fe  + + — e~  = Fe+++ 

3.  Fe  + + + 02  = Fe  + + + + 0> 

4.  ADP  - 41e~  = ATP 

5.  ATP  = ADP  -(-  41e- 

ATP  = Adenosine  triphosphate 
ADP  = Adenosine  diphosphate 

At  the  present  time  it  is  difficult  to 
predict  possible  changes,  if  any,  in  these 
equations  under  prolonged  residence  of 
man  in  W °. 
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TABLE  III.  Architecture  of  the  principal  physical  factors  cogent  to  man’s  inner  and  outer  milieu  in  main- 
tenance of  harmony  in  the  cosmos 


Aberration 
Absorption 
Acceleration, 
deceleration 
Action,  activity 
Adhesion 
Adiabatic 
Adsorption 
Allotropy 
Amplitude 
Annihilation 
Atomic  number,  weight 
Attraction: 
repulsion 


Boiling  point 
Brownian  movement 


Capacitance, 

capacity 

Catalysis 

Centrifugal, 

centripetal  force 
Charge:  electric, 

nuclear  particle, 
conjugate 
Coagulation,  coa- 
lescence 
Cohesion 

Colligative  property 
Collision 
Colloid,  gel 
Color 

Compounds 
C ompressibility 
Concentration 
Condensation 
Conductance, 
conduction, 
conductivity 
Convection 
Convergence, 
divergence 
Corrosion 
Crystallization 
Curie  point 
Current 


Decay 
Declination 
Deformation 
Deliquescence 
Density 
Deviation 
Dew  point 
Dielectric 
constant 
Diffusion, 
diffusivity 
Dimension 
Dipole  moment 
Disintegration 


Dispersion 

Displacement 

Distance 

Distortion 

Distribution 

Efflorescence 
Elasticity 
Electrolysis 
Elements:  isobars, 
isotopes, 
isomers 

Emission,  emissivity 
Enantiotropic 
Energy 
Enthalpy 
Entropy 
Equilibrium 
Equivalence 
Erosion 
Eutectic 
Evaporation 
Expansibility: 
contraction 
Expansion : con- 
traction 

Fission,  fusion 
Fluidity 
Flux 
Force 

Freezing  point 
Frequency 
Friction 
Fugacity 

Gas-liquid 

interface 

Glossiness: 

dullness 

Hardness : 
softness 
Heat 

Hydrolysis 

Hysteresis 

Impedence: 

admittance 

Inductance, 

induction 

Inertia 

Intensity:  field, 
wave,  ray, 
particle 
Interactions: 
strong,  electro- 
magnetic, weak, 
gravitational 
Interference 
Ionization 
Liquefaction 
Loudness 
Luminance, 


luminosity, 

Radioactivity: 

luminescence 

artificial,  autoradioac 

Magnetic  field 

tivity,  natural 
Reactance,  reaction, 

Magnetization, 

reactivity 

paramagnetiza- 

Reduction 

tion 

Reflection, 

Mass 

reflectivity 

Matter  and  anti- 

Refraction 

matter:  atoms, 

Resilience 

free  radicals, 

Resistance, 

molecules,  plasma, 

resistivity 

gas,  liquid, 

Resonance 

solid 

Rheologic  index 

Melting  point 

Rhythm 

Momentum 

Rigidity 

Morphism,  poly- 

Saturation, 

morphism 

supersaturation 

Motion:  harmo- 

nic, linear, 

curvilinear, 

Scattering 

rotary 

Size 

Neutralization 

Smoothness: 

roughness 

Nucleus 

Solidification 

Osmosis 

Solubility : 
suspension 

Oxidation 

Sound 

Penetration 

Spallation 
Specific  gravity 

Periodicity 

Spin  (particle) 

Permeability: 

Strain : stress 

magnetic, 

Sublimation 

' membrane 

Superconductivity 

Permeance : 

Superfluidity 

reluctance 

Surface  tension 

Permittivity 

Susceptibility 

Ph  index, 

Symmetry : 

Phase 

asymmetry : 

Phenomena  or 

parity 

effects: 

Synchrotron  radiation 

Cherenkov 

through 

Zeeman 

Temperature 

Phosphorescence 

Thermionic  emission 

Photodisintegra- 

Thermo-electricity 

tion 

Time 

Polarization, 

Torque 

depolarization 

Transmutation 

Porosity 

Transparency : 

Precipitation 

opaqueness 

Pressure:  gas, 

Turbidity 

vapor,  hydrostatic, 

Vacuum 

hydrodynamic,  particle 

Quantum,  quanti- 

Vaporization 

zation 

Valence 

Radiation: 

Velocity 

Viscosity 

black  body, 

Volume 

electromagnetic, 

particle, 

ionizing,  non- 

Weight 

ionizing,  wave 

Work 
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Necropsy 

Livor  mortis,  usually  recognized  as 
bluish  blotches  effected  by  gravity  on  the 
lower  portions  of  a corpse,  which  ordinarily 
appear  about  one-half  hour  after  the  time 
of  death,  will  be  absent  in  the  W°  state. 
However,  many  hours  after  demise  during 
W °,  livor  mortis  will  appear  in  evenly 
distributed  punctiform  discolorations  over 
the  entire  body  due  to  extravasation  of  the 
blood.  This  creates  some  basic  challenges 
such  as  time,  cause,  and  so  forth  to  the 
accuracy  of  vital  determinations  in  pathol- 
ogy and  in  forensic  medicine  during  space 
travel.  Postmortem  observations  made  on 
a corpse  once  it  is  brought  into  the  field  of 
gravity  of  the  earth  will  approach  those 
giving  the  classical  pictures  with  which 
medical-legal  experts  are  better  acquainted. 

Conclusion 

In  directing  attention  into  the  arcane 
mechanisms  of  organic  life  in  the  W ° state, 
the  search  for  a proper  definitive  concept 
has  become  necessary.  Thus,  after  con- 
siderable thought  I have  arrived  at  “the 
order  of  static  action.”  This  apparently 
contradictory  expression  has  a simple 
definition:  “the  behavior  of  all  matter, 

animate  and  inanimate,  free  from  the 
effects  of  gravitational  forces.”  In  agree- 
ment with  Isakov,  Yuganov,  and  Kas’yan,13 
the  author1416  stresses  again  the  need  for  a 
theory  concerned  with  the  effects  on  the 
body  of  both  acceleration  and  W°.  How- 
ever, to  study  variable  results  on  the 
constantly  accelerated  earth-bound  man, 
it  is  quite  obvious  that  the  “normal”  values 
of  the  W°  state  should  be  acquired  first. 
How  difficult  it  becomes  to  work  out  a 
theory  of  this  nature  because  of  the  number 
and  complexity  of  the  factors  involved  is 
only  too  clear. 

The  question  whether  man  will  need  the 
full  equivalent,  a fraction  of  the  terrestrial 
gravitational  force,  or  can  dispense  with  it 
completely  without  ill  effects,  or  whether 


he  should  still  grow  up  in  W°  from  birth 
on  is  a moot  question  that  will  take  at  least 
a generation  to  answer.  By  that  time  most 
medical  textbooks  will  be  in  the  process  of 
revision  to  include  the  knowledge  gained 
from  the  exploration  of  space  and  especially 
from  prolonged  residence  in  W°. 

In  closing,  I ask  your  permission  to 
paraphrase  the  remarks  of  Aristotle  in  his 
Organon:  “The  greater  part  of  the  afore- 
mentioned studies  and  observations  have 
been  made  for  the  first  time  and  have  re- 
quired long  and  laborious  research, — you 
must,  therefore,  for  any  shortcomings  of 
this  inquiry  that  the  future  may  bring  to 
light,  grant  me  your  pardon  and,”  as 
Aristotle  concludes,  “for  your  patience  my 
grateful  thanks.” 

115  Central  Park  West 
New  York  City  10023 

Extended  bibliography  and  illustrations  available  from  the 
author. 


References 

1.  Aristotle:  Weight  and  lightness,  in  De  Coele,  trans- 
lated by  W.  K.  C.  Guthrie,  London,  William  Heimann,  19G0, 
chaps.  1 to  6 

2.  Lucretius:  De  Rerum  Natura,  vol.  2,  p.  230. 

3.  Da  Vinci,  L.:  Codex  Atlanticus,  folio  123ra. 

4.  Cooper,  L.:  Artistotle,  Galileo  and  the  Tower  of 

Pisa,  Ithaca,  New  York,  Cornell  University  Press,  1935, 
pp.  47,  69. 

5.  Godwin,  F.:  The  Man  in  the  Moone,  London,  J.  Norton 
1638,  p.  128. 

6.  Kitayev-Smyk,  L.  A.:  The  Body  Position  (postural 
reactions)  of  Animals  in  Weightlessness,  Moscow,  Aviat- 
sionnaya  i Kosmicheskaya  Meditsina,  1963,  p.  247. 

7.  Lanzl,  L.  H.,  and  Strand  jord,  N.  M.:  A Radio- 

isotopic Device  for  Measuring  Bone  Mineral,  Semiannual 
Report,  The  Atomic  Energy  Commission,  March,  1965,  p. 
10. 

8.  Generates,  C.  D.,  Jr.:  Space  medicine  and  the  physi- 

cian, New  York  State  J.  Med.  60:  1741  (1960). 

9.  Lofroth,  G.:  Toxic  effects  of  irradiated  foods,  Nature 
211:  302  (July  16)  1966. 

10.  Fedorova,  T.  A.,  et  al.:  Some  metabolic  indices  in 
cosmonauts,  Probl.  Kosmich.  Biolog.  3:  145  (1964). 

11.  Gazenko,  O.,  et  al.:  Means  and  methods  of  biomedical 
research  in  space  flight,  ibid.  4:  130  (1961). 

12.  Stoker,  D.  J.,  and  Wynn,  V.:  Effect  of  posture  on  the 
plasma  cholesterol  level,  Brit.  M.  J.  1:  336  (Feb.  5)  1966. 

13.  Isakov,  P.  K.,  Yuganov,  Y.  M.,  and  Kas’yan,  I.  I.: 
Effects  of  gravity  on  body  functions  and  problems  of  space 
flight,  presentation,  XVth  International  Astronautical 
Congress,  Warsaw,  September,  1964. 

14.  Generates,  C.  D.  J.:  The  mysteries  of  medicine  in  the 
weightless  state,  M.  Tribune  26:  8,  20  (Oct.  23-24)  1965. 

15.  Idem:  Weightlessness:  its  physical,  biological,  and 

medical  aspects,  in  Medical  and  Biological  Problems  of 
Space  Flight,  New  York,  Academic  Press,  1963,  p.  123. 


i 


October  15,  1966  / New  York  State  Journal  of  Medicine  2657 


Persistent  Hoarseness 


LEO  SCHWARTZ,  M.D. 

New  York  City 
ARNOLD  M.  NOYEK,  M.D. 

New  York  City* 
DAVID  NAIBERG,  M.D. 

New  York  City 

Chief,  Department  of  Bronchoscopy  (Dr.  Schwartz); 
Formerly  Chief  Resident  in  Otolaryngology  (Dr.  Noyek); 
and  Resident,  Department  of  Otolaryngology  (Dr.  Naiberg); 

Manhattan  Eye,  Ear  and  Throat  Hospital 


Hoarseness  is  an  unique  symptom.  Its 
presence  always  indicates  some  structural 
or  functional  abnormality  in  the  mechanism 
of  phonation  and,  as  such,  is  almost  always 
a symptom  of  laryngeal  or  related  disease. 
Furthermore,  hoarseness  is  an  early  symp- 
tom; because  of  the  precise  dynamics  of 
the  vocal  cords,  even  the  most  minute 
alteration  of  cordal  approximation  will 
produce  hoarseness.  It  is  both  a symptom 
and  a sign  inasmuch  as  it  may  be  observed 
subjectively  by  the  patient  and  objectively 
by  the  examiner.  A more  technical  con- 
cept of  hoarseness  must  involve  the  basic 
physical  principles  of  the  timbre,  quality, 
and  intensity  of  sound  as  well  as  the  ability 
of  the  cords  to  approximate,  tense,  and 
vibrate. 

However,  the  significance  and  impor- 
tance of  hoarseness  is  not  often  fully  ap- 
preciated by  either  the  patient  or  the 
physician.  This  is  because  of  the  relative 
lack  of  discomfort  and  the  absence  of 
associated  symptoms  in  early  laryngeal 
disease.  Yet  hoarseness  alone  may  be  the 
herald  symptom  of  serious  disease. 
Therefore,  it  is  exceedingly  important 
that  persistent  hoarseness,  arbitrarily  of 
greater  than  two  weeks  duration,  warrants 
thorough  investigation.  Almost  invari- 
ably, when  asked  to  state  his  complaint,  the 
patient  will  reply,  “I  have  laryngitis.” 
The  symptom  of  hoarseness  is  confused 
frequently  with  the  diagnosis  of  laryngitis 
in  the  mind  of  the  layman.  The  physician, 

* At  present  Resident  in  Surgery  at  New  Mount  Sinai  Hos- 
pital, Toronto,  Ontario,  Canada. 


TABLE  I.  Diagnosis  of  persistent  hoarseness  in 
1,000  cases 


Diagnosis 

Number 

of 

Patients 

Polyps  (vocal  cord  nodes) 

315 

Carcinoma 

146 

Chronic  laryngitis 
Recurrent  laryngeal 

123 

nerve  paralysis 

78 

Vocal  nodules 

61 

Hyperkeratotic  papilloma 

44 

Papilloma 

43 

Adductor  insufficiency 

40 

Acute  laryngitis 

37 

Psychogenesis 

23 

Laryngitis  sicca 

14 

Tuberculosis 

12 

No  disease 

12 

Leukoplakia 

Papillomatosis  (including  multiple 

10 

juvenile  papilloma) 

10 

Contact  granuloma 

8 

Surgical  trauma 

5 

External  trauma 

4 

Laryngocele 

3 

Congenital  laryngeal  stridor 

2 

Hemangioma 

2 

Hypothyroidism 1 

2 

Leprosy 

1 

Laryngeal  foreign  body  with  trauma 

1 

Prolapse  of  ventricle 
Scarring,  postintubation  for 

1 

diphtheria 

1 

Pemphigus 

1 

Leukemia 

1 

Total 

1,000 

however,  should  not  assume  that  laryngitis 
is  the  diagnosis  until  a careful  and  thorough 
examination  is  performed  and  morbid 
changes  of  a more  serious  nature  are 
excluded. 

The  purpose  of  this  report  is  to  emphasize 
to  the  family  physician  the  importance  of 
this  symptom  since  it  is  he  who  occupies 
the  most  favorable  position  in  the  early 
diagnosis  of  laryngeal  disease.  One  thou- 
sand consecutive  cases  with  the  chief 
complaint  of  persistent  hoarseness  are 
reviewed.  These  patients  all  recently  at- 
tended the  bronchoscopy  clinic  at  Man- 
hattan Eye,  Ear  and  Throat  Hospital. 
In  each  instance,  a definitive  clinical  or 
pathologic  conclusion  was  reached  fol- 
lowing suitable  history  and  physical  exam- 
ination, which  was  supplemented,  where 
indicated,  by  endoscopic,  radiologic,  and 
adjunctive  methods  of  study. 

Table  I illustrates  the  statistical  inci- 
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persistent  hoarseness  may  be  a symptom 
of  serious  disease  and  warrants  thorough 
investigation.  One  thousand  patients  with 
persistent  hoarseness  for  whom  definitive 
clinical  or  pathologic  conclusions  were  reached 
are  reviewed.  The  most  common  endolaryn- 
geal  lesion  in  these  cases  is  vocal  cord  poly- 
posis. Carcinoma  is  the  second  most  fre- 
quent cause  of  persistent  hoarseness,  more 
common  than  chronic  laryngitis;  a 20  per 
cent  incidence  of  either  malignant  or  pre- 
malignant  conditions  caused  persistent  hoarse- 
ness. Other  causes  were:  simple  acute 

laryngitis,  vocal  cord  paralysis,  papilloma, 
vocal  nodules,  laryngitis  sicca,  tuberculous 
laryngitis,  adductor  insufficiency , and  psy- 
chogenic hoarseness. 


FIGURE  1.  Artist’s  concept  of  normal  larynx  on 
indirect  laryngoscopy. 

dence  of  the  various  clinical  and  pathologic 
diagnoses  as  encountered  in  our  series. 

Comment 

The  most  common  endolaryngeal  lesion 
producing  hoarseness  is  vocal  cord  poly- 
posis. These  can  vary  from  a solitary 
lucent  polyp  (compare  normal  larynx  in 
Fig.  1 with  solitary  polyp  in  Fig.  2B), 
arising  from  the  superior  surface,  free-edge, 
or  subglottic  aspect  of  one  vocal  cord,  to 
complete  polypoid  degeneration  of  both 
vocal  cords  (Fig.  2D).  Females  tend  to  be 
affected  predominately.  A history  of  vocal 
abuse  is  frequently  elicited  in  the  patient 
with  a solitary  polyp.  The  typical  clinical 
picture  is  that  of  a middle-aged  female  with 
a long-standing  history  of  cigaret  smoking 
and  hoarseness  which  worsens  as  the  day 
progresses.  There  may  be  the  associated 
symptom  of  a sensation  of  lump  in  the 
throat  which  frequently  becomes  severe 
after  alcohol  consumption.  Dyspnea  and 
stridor  are  rare  symptoms  but  do  occur 
when  the  glottic  chink  becomes  markedly 
reduced  in  size.  These  lesions  are  benign 
histologically,  are  frequently  bilateral,  and 
tend  to  involve  the  anterior  two-thirds  of 
the  vocal  cords.  Minimal  cord  changes 
may  be  reversible  with  avoidance  of  phys- 
ical irritants.  The  majority  of  cases  re- 
quire meticulous  endoscopic  removal.  Re- 
covery of  function  is  usually  complete,  but 
recurrences  are  noted  in  persistent  con- 
sumers of  alcohol  and  tobacco. 


Of  greatest  importance  is  the  surprisingly 
high  incidence  of  carcinoma  in  our  series 
(Fig.  2F).  Remarkably,  it  is  the  second 
most  frequent  cause  of  persistent  hoarse- 
ness, being  more  common  than  chronic 
laryngitis.  The  incidence  of  carcinoma  of 
the  larynx  was  5 per  100,000  males  and 
0.5  per  100,000  females  according  to  the 
figures  of  the  American  Cancer  Society 
between  the  years  1958  and  1963.  The 
frequency  of  carcinoma  of  the  larynx  in 
the  female,  which  has  always  been  rela- 
tively low,  now  appears  to  be  on  the  in- 
crease. The  combination  of  alcohol  and 
tobacco  consumption  is  noted  in  virtually 
all  of  our  cases.  Early  cordal  carcinoma 
is  a curable  lesion  in  almost  all  cases, 
because  hoarseness  is  an  early  symptom 
and  because  metastases  are  limited  by  the 
paucity  of  cordal  lymphatics.  Fortu- 
nately, many  patients  come  for  treatment 
with  an  early  lesion  which  is  amenable 
to  conservative  surgery  or  radiotherapy 
with  excellent  results.  Carcinoma  of  the 
larynx  may  be  confused  rarely  with  a 
chronic  granulomatous  disease,  for  exam- 
ple, tuberculosis,  syphilis,  rhinoscleroma, 
and  mycosis,  all  of  which  may  produce  an 
exophytic  growth.  Diagnosis  is  estab- 
lished histologically.  A considerable  but 
smaller  percentage  of  patients  with  more 
extensive  laryngeal  carcinoma  benefit  from 
total  laryngectomy  with  or  without  radical 
neck  dissection. 

Simple  acute  laryngitis  is  infrequently 
seen  as  a cause  of  persistent  hoarseness. 
When  it  occurs  as  such,  the  usual  history 
is  that  of  hoarseness  during  a prolonged 
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FIGURE  2.  Artist’s  concept  of  several  forms  of  laryngeal  disease  discussed  in  text  as  seen  in  indirect 
mirror  laryngoscopy:  (A)  vocal  (singer’s)  nodules;  (B)  solitary  polyp;  (C)  subglottic  papilloma;  (D)  complete 
polypoid  degeneration  of  cords;  (E)  squamous  papilloma;  (F)  carcinoma  of  right  vocal  cord;  (G)  chronic 
laryngitis;  and  (H)  abductor  paralysis  of  left  vocal  cord. 
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TABLE  II.  Etiology  of  recurrent  laryngeal  paralysis  (total  of  78  cases) 


Side  of  Paralysis 
(Number  of  Cases) 


Type 

Number  of  Cases 

Left 

Right 

Carcinoma  of  bronchus 

15 

12 

3 

Carcinoma  of  esophagus 

4 

2 

2 

Carcinoma  of  thyroid 

3 

1 

2 

Mediastinal  disease 

7 

6 

1 

Carcinoma  of  nasopharynx 

1 

1 

. . . 

Following  thyroidectomy 

3 

...  (2  bilateral)  1 

Carcinoma  of  trachea 

1 

. . . (bilateral)  . . . 

Unknown  etiology 

44 

31  (13  bilateral) . . . 

acute  upper  respiratory  tract  infection. 
Resolution  always  occurs  under  careful 
observation  and  conservative  treatment 
unless  there  is  underlying  disease.  On 
the  other  hand,  chronic  laryngitis  is 
relatively  more  frequent  and  is  produced 
by  vocal  abuse,  chronic  postnasal  dis- 
charge, or  physical  irritants  such  as  to- 
bacco, alcohol,  dust,  and  fumes  (Fig.  2G). 
Biopsy  in  these  instances  reveals  chronic 
inflammation  or  other  nonspecific  tissue 
changes.  Treatment  is  directed  toward 
elimination  of  the  primary  irritating  fac- 
tors. It  is  to  be  noted  that  the  diagnosis 
of  chronic  laryngitis  was  made  in  only  12.3 
per  cent  of  these  1,000  patients  who  had 
the  primary  complaint  of  hoarseness. 

Vocal  cord  paralysis  due  to  paralysis 
of  the  recurrent  laryngeal  nerve  was  estab- 
lished as  a cause  of  hoarseness  in  7.8  per 
cent  of  cases  (Table  II  and  Fig.  2H).  As 
might  be  anticipated  from  the  longer 
anatomic  course  of  the  left  recurrent  laryn- 
geal nerve,  paralysis  on  the  left  side  was 
encountered  in  more  than  twice  as  many 
cases  as  right  recurrent  paralysis.  This  is 
consistent  with  previously  observed  ratios. 
Of  the  78  cases  of  recurrent  paralysis, 
a definitive  etiology  could  be  found  in 
only  34.  Fifteen  of  these  were  due  to 
carcinoma  of  the  bronchus.  In  the  remain- 
1 ing  44  cases  the  etiology  of  the  recurrent 
nerve  paralysis  was  obscure.  This  proved 
to  be  in  keeping  with  previous  studies. 

Three  forms  of  papilloma  are  encountered 
in  the  larynx.23  Squamous  papilloma 
was  found  in  43  cases.  These  lesions  may 
attain  considerable  size  and  are  often  sub- 
glottic in  position  (Fig.  2C).  They  are 
always  benign,  and  they  often  respond  well 
to  endoscopic  removal.  Hyperkeratotic 
papilloma  on  the  other  hand  should  be 
considered  a premalignant  lesion.  Forty- 


four  cases  were  encountered  in  this  series. 
Careful  observation  following  endoscopic 
removal  is  always  indicated,  because  car- 
cinoma may  occur.  Again,  cigaret  smok- 
ing is  implicated  as  a significant  etiologic 
factor.  Multiple  juvenile  papillomatosis 
is  usually  a disease  of  early  childhood. 
These  tumors  occur  in  clusters  and  have 
a soft  grape-like  or  mulberry  appearance. 
The  disease  is  considered  to  be  viral  in 
origin,  and  tracheobronchial  extension  of 
the  disease  may  occur  also.  Airway  ob- 
struction necessitating  tracheostomy  is 
frequent.  In  spite  of  repeated  endoscopic 
removal  and  other  therapy,  resolution 
does  not  usually  occur  spontaneously 
until  after  puberty,  at  which  time  there 
is  a marked  tendency  for  regression.  Ma- 
lignant change  does  not  occur  unless 
radiotherapy  is  erroneously  used  as  a 
therapeutic  measure.4  It  is  important  to 
emphasize  that  such  therapy  is  distinctly 
carcinogenic  in  this  condition. 

Vocal  nodules  usually  occur  bilaterally 
at  the  areas  of  maximal  vibration  of  the 
vocal  cords,  that  is,  midway  between  the 
anterior  limit  of  the  vocal  process  of  the 
arytenoid  and  the  attachment  of  the  vocal 
cord  to  the  thyroid  cartilage  (Fig.  2A).5 
They  occur  most  commonly  in  children 
and  in  professional  singers  and  are  pre- 
sumably caused  by  acute  vocal  trauma. 
Because  of  this,  they  are  sometimes  called 
singer’s  or  preacher’s  nodes.  The  lesion 
may  regress  spontaneously  or  may  require 
voice  therapy  or  surgical  removal. 

Laryngitis  sicca  is  characterized  by 
hypertrophic  changes  found  most  com- 
monly in  the  interarytenoid  space;  it  may 
also  occur  in  other  portions  of  the  larynx.® 
It  is  associated  with  dryness  and  crusting 
of  the  endolarynx.  This  condition  is 
frequently  seen  in  the  female  with  atrophic 


I 
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rhinitis,  and  it  may  progress  to  eventual 
fibrosis  and  atrophy  of  endolaryngeal 
structures. 

In  spite  of  the  decreasing  incidence  of 
tuberculosis  in  recent  years,  tuberculous 
laryngitis  was  encountered  in  12  cases. 
All  of  these  cases  were  characterized  by  an 
erosion  of  the  vocal  cord,  an  edematous 
arytenoid  mucosa,  a thickened,  turban- 
shaped epiglottis,  the  finding  of  acid-fast 
bacilli  in  the  sputum,  evidence  of  active 
pulmonary  disease  on  chest  x-ray,  and 
typical  histologic  findings  on  laryngeal 
biopsy.  Treatment  is  with  antituberculous 
chemotherapy. 

Adductor  insufficiency,  or  myasthenia 
laryngis,  results  in  hoarseness  because  of 
failure  of  complete  approximation  of  both 
vocal  cords.  On  mirror  laryngoscopy, 
there  is  a characteristic  ovoid  glottic  aper- 
ture on  phonation  with  air  escape  which 
results  in  a weak  voice.  The  newer  tech- 
nics of  intracordal  injection  of  synthetic 
polymers  such  as  Teflon  to  effect  glottic 
closure  as  well  as  voice  training  should  be 
considered  in  treatment.7 

Psychogenic  hoarseness  was  diagnosed 
in  those  patients  in  whom  there  was  an 
absence  of  organic  disease  and  in  whom  a 
functional  basis  could  be  determined. 
The  spectrum  ranged  from  conversion 
hysteria  to  malingering. 

Other  infrequent  causes  of  hoarseness 
are  listed  in  Table  I.  Of  course,  this  list 
does  not  include  a complete  differential 
diagnosis  of  hoarseness,  since  other  local 
or  systemic  diseases  may  produce  hoarse- 
ness. Contact  granuloma,  which  occurs 
on  the  vocal  processes  of  the  arytenoid 
cartilages,  singly  or  bilaterally  following 
endotracheal  anesthesia  or  as  a result  of 
vocal  abuse,  is  more  commonly  seen  in  the 
female. 

No  observable  functional  or  organic 
disease  was  noted  to  account  for  the  hoarse- 
ness in  12  cases  following  a thorough 
examination.  This  does  not  preclude  the 
fact  that  further  examination  might  have 
uncovered  disease  at  a later  date  or  that 
special  technics,  such  as  stroboscopic  ex- 
amination, might  have  yielded  further 
information. 

Conclusions 

The  previous  statistics  emphasize  the 
importance  of  hoarseness  as  a symptom  of 


laryngeal  disease.  Each  patient  in  whom 
hoarseness  persists  for  a period  of  time 
longer  than  two  weeks  should  have  a 
thorough  laryngeal  examination.  If  in- 
direct laryngoscopy  is  not  conclusive, 
direct  laryngoscopy  is  required.  The 
larynx  is  so  constructed  that,  with  proper 
examination,  even  the  smallest  and  earliest 
lesions  may  be  seen  and  subjected  to 
biopsy  if  necessary.  It  is  the  responsi- 
bility of  the  physician  who  first  sees  the 
patient  with  hoarseness  to  persist,  either 
independently,  if  qualified  by  training,  or  by 
consultation,  until  a definite  diagnosis  is 
established.  Only  then  can  the  proper 
treatment  be  undertaken  with  confidence. 
The  comparatively  benign  character  of  this 
symptom  should  not  lull  the  physician 
into  a false  state  of  security  regarding  the 
final  diagnosis  and  outcome. 

Summary 

One  thousand  consecutive  cases  of  pa- 
tients with  hoarseness  who  came  to  the 
Manhattan  Eye,  Ear  and  Throat  Hospital 
for  evaluation  are  reviewed  and  classified 
according  to  etiology  and  frequency.  The 
reader’s  attention  is  drawn  to  carcinoma 
of  the  larynx  as  the  second  most  common 
cause  of  hoarseness  in  the  series,  14.6  per 
cent  of  all  cases.  When  the  premalignant 
lesions  are  included,  there  is  a 20  per  cent 
incidence  of  either  malignant  or  premalig- 
nant conditions  causing  persistent  hoarse- 
ness. The  supreme  importance  of  ade- 
quate visualization  and  examination  of  the 
larynx  in  these  patients  is  emphasized. 

Ill  East  56th  Street  (Dr.  Schwartz) 
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In  the  United  States  oral  contraceptive 
medications  have  been  in  use  since  1959. 
Two  hundred  thousand  American  women 
were  taking  these  pills  cyclically  in  1961, 1 
and  by  1964  the  number  of  women  using 
these  preparations  was  estimated  to  have 
reached  3 million. 2 

The  question  of  an  association  between 
“the  pill”  and  thrombophlebitis  became 
apparent  in  1961. 3 Despite  studies  spon- 
sored by  the  manufacturers4  and  by  the 
Food  and  Drug  Administration,5  the  ques- 
tion raised  by  the  occurrence  of  spontaneous 
thrombophlebitis  in  patients  taking  “the 
pill”  still  recurs. 

Indeed,  it  is  unusual  for  a physician  not 
to  have  heard  rumors  of  unexplained  com- 
plications connected  with  the  use  of  oral 
contraceptive  medications.  In  our  hospital 
not  too  long  ago  a young  female  attendant 


a study  of  57  cases  of  deep-vein  phlebitis 
was  done  to  determine  any  association  be- 
tween oral  contraceptive  medications  and 
thrombophlebitis.  Fourteen  were  associated 
with  pregnancy,  18  with  general  medical 
illness,  9 with  surgical  problems,  10  with 
unidentified  predisposing  factors,  and  6 with 
hormone  therapy.  While  thrombovhlebitis 
occurs  in  patients  using  oral  contraceptive 
medication,  it  also  occurs  following  medical 
illness,  surgical  operations,  and  sponta- 
neously. Judged  by  this  study,  the  occurrence 
of  deep-vein  thrombophlebitis  in  women 
taking  oral  contraceptives  is  extremely  in- 
frequent, and  an  association  with  oral  con- 
traceptive medication  is  not  apparent. 


TABLE  1 

Disorders  associated  with 

pregnancy 

Disorder 

Number 
of  Cases 

Superficial  thrombophlebitis 

Obstetric 

27 

Antepartum 

5 

Postpartum 

22 

Medical 

3 

Surgical 

12 

Deep  thrombophlebitis  or  thrombo- 
embolism 

Obstetric 

14 

Antepartum 

4 

Postpartum 

10 

18 

Medical 

Surgical 

9 

Spontaneous 

10 

Other  (hormones) 

6 

Total 

99 

became  comatose  and  died  within  a matter 
of  moments  while  riding  a hospital  elevator. 
On  the  next  day  rumors  attributed  her 
death  to  the  oral  contraceptive  pills  she  was 
taking  and  to  a pulmonary  embolus  which 
was  not  diagnosed,  despite  the  fact  that  an 
autopsy  was  not  performed  and  a definitive 
diagnosis  could  not  be  made.  These  per- 
sistent rumors  spurred  our  interest  in  this 
study. 

Far  too  often  individual  reports  have 
been  published  without  reference  to  the 
entire  picture  of  thrombophlebitis  in  those 
populations  from  which  cases  were  ab- 
stracted. In  this  report  we  will  record  all 
cases  of  thrombophlebitis  or  thrombo- 
embolism occurring  at  the  Strong  Memorial 
Hospital  between  January  1,  1960,  and 
December  31,  1964,  in  women  between  the 
ages  of  ten  and  fifty-five. 
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TABLE  II.  Spontaneous  thrombophlebitis* 


Age 

(Years) 

Parity 

Comment 

25 

0 

See  case  report 

24 

0 (gravida  3) 

Five  months  earlier,  following  spontaneous  abortion,  patient  experienced 
initial  episode  of  thrombophlebitis.  A six-hour  car  trip  preceded  onset 
of  symptoms  prior  to  this  episode.  Present  diagnosis:  left-calf 

thrombophlebitis 

49 

0 

At  age  eighteen,  total  abdominal  hysterectomy  was  performed.  Since 
this,  three  additional  abdominal  operations  were  performed.  Present 
diagnosis:  recurrent  left-leg  deep-vein  thrombophlebitis 

38 

4 

Nine  years  earlier  total  abdominal  hysterectomy  was  performed.  No 
evidence  of  trauma  in  present  or  past  history.  Present  diagnosis:  left 
deep-calf  thrombophlebitis 

41 

2 

Previous  episode  of  thrombophlebitis  was  seven  years  ago  on  tenth  post- 
partum day.  Present  diagnosis:  recurrent  deep-vein  thrombophlebitis 
with  pulmonary  emboli 

48 

3 

Twenty-five  years  earlier  history  of  uterine  perforation.  No  evidence  of 
recent  trauma.  Present  diagnosis:  left  deep-calf  thrombophlebitis 

44 

1 

Eight  months  earlier  patient  underwent  cholecystectomy.  Uterine  pro- 
lapse noted  during  present  admission.  Present  diagnosis:  left  deep- 
calf  thrombophlebitis 

* Three  other  possibly  spontaneous  cases  were  not  included  here  since  they  were  associated  with  severe  juvenile  diabetes  (1), 
multiple  leg  operations  (1),  and  multiple  operations  for  varicose  veins  (1). 


Data 

One  hundred  and  ten  charts  with  these 
diagnoses  were  reviewed.  Eleven  cases 
were  rejected  for  one  of  the  following 
reasons:  there  was  inadequate  informa- 

tion available  in  the  record  to  justify  the 
diagnosis;  the  diagnosis  was  made  at  an- 
other hospital  but  not  verified  in  the  records 
available  at  this  hospital;  and  finally,  the 
thrombophlebitic  episode  occurred  prior  to 
the  time  limits  of  the  study,  and  there  was 
no  recurrence  during  the  present  admission. 
No  rejected  case  included  a woman  using 
oral  contraceptive  medication  of  any  kind. 

Forty-two  of  the  99  remaining  cases  were 
diagnosed  as  thrombophlebitis  involving  a 
superficial  vein  of  the  lower  extremity 
(Table  I).  Superficial  thrombophlebitis  is 
considered  a different  disease  from  that 
involving  the  deep  veins,  since  it  rarely  pre- 
disposes the  patient  to  embolic  sequelae. 
Additionally,  many  cases  of  the  superficial 
variety  are  not  admitted  to  a hospital  for 
care  and  thus  would  be  beyond  our  means 
for  reviewing  them.  For  these  reasons  this 
variety  of  thrombophlebitis  will  not  be  dis- 
cussed in  detail.  It  is  interesting  to  note, 
however,  that  this  diagnosis,  when  made 
during  pregnancy,  occurred  more  than  four 
times  as  often  in  the  postpartum  than  in  the 
antepartum  state.  No  case  of  superficial 
thrombophlebitis  was  associated  with  pa- 
tients using  oral  contraceptive  medication. 


Fifty-seven  cases  of  deep-vein  phlebitis 
or  embolism  remained.  These  were  divided 
into  general  categories  based  on  probable 
etiologic  causes  and  associated  illnesses. 

Fourteen  cases  were  associated  with  preg- 
nancy (Table  I).  Four  occurred  antepar- 
tum and  10  during  the  first  week  post 
partum.  Again  we  note,  as  in  the  super- 
ficial variety  of  thrombophlebitis,  the  higher 
postpartum  incidence  of  this  illness. 

Eighteen  cases  were  primarily  associated 
with  general  medical  illnesses.  These  in- 
cluded myocardial  infarction,  leukemia, 
bacteremia,  and  severe  congestive  heart 
failure. 

Nine  cases  were  associated  with  sur- 
gical problems.  These  included  thrombo- 
embolism occurring  either  within  the  first 
fourteen  postoperative  days  or  following 
prolonged  immobilization  in  a body  cast  or 
a long  leg  cast. 

In  10  cases  immediate  predisposing  fac- 
tors could  not  be  identified.  In  6 addi- 
tional cases  a history  of  exogenous  hormone 
therapy  could  be  documented.  These  lat- 
ter two  groups  will  be  discussed  in  more 
detail. 


Spontaneous  category 

Ten  cases  have  been  listed  in  Table  II 
and  have  been  placed  in  this  category.  In 
each  instance,  when  one  looks  far  enough 
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TABLE  III.  Thrombophlebitis  in  association  with  hormones 


Age 

(Years) 

Parity 

Medication 

Comment 

21 

0 

norethindrone  with  mestranol 
(Norinyl) 

(taken  for  three  months) 

Venipuncture  four  days  prior  to  admission. 
Present  diagnosis:  left  axillary  vein  thrombo- 

phlebitis (Case  1). 

26 

3 

norethynodrel  with  mestranol 
(Enovid) 

(taken  for  twelve  months) 

An  obese  mild  diabetic  person  with  history  of 
“bump”  to  left  leg  one  week  earlier.  Present 
diagnosis:  left  popliteal  vein  thrombophlebitis. 

26 

3 

norethynodrel  with  mestranol 

Norethynodrel  with  mestranol  used  four  months 
earlier  for  period  of  ten  days  to  prevent  abortion. 
Automobile  accident  twenty-four  days  prior  to 
admission.  Present  diagnosis:  left  deep-calf 

thrombophlebitis. 

44 

4 

ethinyl  estradiol 
(Estinyl) 

(taken  for  four  months) 

Estrogen  used  for  menopausal  symptoms.  Present 
diagnosis:  left  deep-calf  thrombophlebitis  with 

pulmonary  embolism. 

47 

1 

Cortisone  and  ACTH 

Long-term  medication  with  steroids  for  rheuma- 
toid arthritis.  Present  diagnosis:  left-calf  deep- 
vein  thrombophlebitis  with  pulmonary  embo- 
lism. 

44 

0 

Prednisone 

Chronic  alcoholism  with  exfoliative  dermatitis  and 
stasis  ulcer.  Present  diagnosis:  left  deep-calf 
thrombophlebitis. 

into  the  patient’s  past  history,  a possible 
predisposing  factor  may  be  found. 

Three  cases  are  listed  separately  at  the 
bottom  of  the  table.  While  the  episode  of 
thrombophlebitis  was  spontaneous,  the 
antecedent  past  histories  strongly  predis- 
posed these  patients  to  this  illness. 

One  case  history  is  presented  in  detail. 

Case  1.  A twenty-one-year-old  white,  single, 
dental  technician  was  in  good  health  until  April, 
1962,  when  she  was  hospitalized  for  left  calf 
and  thigh  pain.  This  was  diagnosed  as  thrombo- 
phlebitis and  treated  with  bed  rest,  heparin  anti- 
coagulation for  one  week,  followed  by  warfarin 
sodium  (Coumadin)  therapy  for  three  months. 
Mild  swelling  and  tenderness  persisted  for  the 
next  six  months.  Three  years  prior  to  this 
episode  of  thrombophlebitis,  she  had  fallen 
through  the  ice,  sustaining  trauma  to  her  left 
leg. 

In  January,  1963,  she  had  two  three-  to  four- 
minute  episodes  of  left  anterior  pleuritic  chest 
pain  followed  by  hemoptysis  for  which  she  was 
again  hospitalized.  Pertinent  physical  examina- 
tion during  the  present  admission  revealed 
tenderness  in  the  left  calf,  pain  along  the  inner 
aspect  of  the  left  thigh,  and  a positive  Homans’ 
sign.  Both  legs  appeared  normal  on  examina- 
tion. Chest  x-ray  films  gave  normal  findings. 
A phlebogram  demonstrated  evidence  of  a re- 
canalized old  thrombus  but  no  acute  thrombosis 
in  the  left  leg. 

The  patient  was  treated  with  intravenous 
heparin  and  discharged  from  the  hospital  on  the 
tenth  hospital  day  on  warfarin  sodium  therapy 
with  little  residual  symptoms  in  the  left  leg. 

Comment.  Definite  evidence  of  thrombo- 


phlebitis of  the  left  leg  was  demonstrated 
by  the  phlebogram.  This  must  be  accepted 
as  a spontaneous  episode  which  probably 
first  occurred  in  1962.  Bothersome  in  this 
patient’s  history  is  the  relationship  between 
the  history  of  trauma  in  the  left  leg  six  years 
before  and  the  present  diagnosis. 

Thrombophlebitis  in  association 
with  hormone  therapy 

Six  cases  have  been  placed  in  the  category 
of  thrombophlebitis  associated  with  hor- 
mone therapy  (Table  III).  In  1 case 
progestogen  was  used  to  prevent  an  abor- 
tion. Thrombophlebitis  was  associated 
with  estrogen  therapy  in  1 case  and  corticos- 
teroid therapy  in  2 cases.  Two  cases  were 
associated  with  the  use  of  progestogens  as 
oral  contraceptive  agents.  One  of  these 
will  be  summarized. 

Case  2.  A twenty-one-year-old  nulliparous 
registered  nurse  was  first  seen  for  a pre-employ- 
ment physical  examination  four  days  prior  to 
admission.  At  that  time  a routine  venipunc- 
ture in  the  right  antecubital  space  was  per- 
formed. Later  that  day  she  spent  several  hours 
house  cleaning,  which  included  scrubbing  of  the 
floors  and  stairs  in  her  apartment.  That  eve- 
ning the  patient  noted  a swelling  of  her  right  arm 
and  described  an  aching  pain  in  her  right 
shoulder.  The  next  morning  the  dorsum  of  her 
right  hand  and  the  entire  arm  were  swollen  and 
painful.  She  treated  herself  at  home  with  eleva- 
tion and  warm  compresses. 
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On  admission  to  the  hospital  the  next  morn- 
ing, positive  physical  findings  included  ecchymo- 
sis  in  the  right  antecubital  fossa,  diffuse  edema 
and  tenderness  of  the  right  arm,  and  a prominent 
superficial  venous  pattern  over  this  area.  Cir- 
cumferential measurements  documented  the 
increased  size  of  this  extremity.  A phlebogram 
showed  acute  thrombosis  of  the  right  basilic  and 
axillary  veins  extending  to  the  right  subclavian 
vein. 

Other  significant  past  history  included  an 
episode  of  multiple  staphylococcal  furuncles  in 
1962  and  a family  history  of  diabetes  in  both  her 
mother’s  and  father’s  families.  The  patient’s 
glucose  tolerance  test  in  1962  gave  normal  re- 
sults. 

Treatment  consisted  of  elevation  of  the  right 
arm  and  anticoagulation.  Marked  improve- 
ment occurred,  and  she  was  discharged  on  the 
sixth  hospital  day.  Two  months  later  a repeat 
phlebogram  revealed  recanalization  of  the 
thrombus. 

Comment.  This  is  a well-documented 
case  of  thrombophlebitis  occurring  while  on 
“the  pill.”  The  questions  still  unanswered 
are  the  place  of  the  trauma  prior  to  this 
and  the  role  of  “the  pill”  in  association  with 
this. 

Comment 

Questions  such  as  the  effect  of  the  oral 
contraceptives  on  the  clotting  mechanism 
and  the  similarity  between  the  effects  of 
these  drugs  and  the  state  of  pregnancy  on 
the  clotting  mechanism  have  been  discussed 
by  others  and  will  not  be  dealt  with 
here.1'3’4  6-11  Similar  questions  were  raised 
in  previous  years  concerning  the  use  of 
ACTH,  cortisone,12  and  estrogen.13-14  These 
drugs  continue  to  be  used  when  proper  med- 
ical indications  prevail. 

Careful  chart  review  points  out  the  diffi- 
culty of  finding  truly  spontaneous  thrombo- 
phlebitis in  patients  who  are  not  taking  oral 
contraceptive  pills  as  well  as  those  who  are 
taking  them.  There  often  appear  to  be 
antecedent  factors  in  the  patients’  histories 
which  may  have  predisposed  them  to  the 
present  illness. 

Our  review  can  place  the  problem  in 
a proper  perspective.  While  thrombo- 
phlebitis does  occur  in  patients  who  are 
using  oral  contraceptive  medication,  it  also 
occurs  following  medical  illness,  surgical 
operations,  and  on  a spontaneous  level. 

The  Strong  Memorial  Hospital  is  one  of 
five  major  hospitals  serving  a county  whose 


population  exceeds  600,000.  It  is  also  a 
referral  center  for  patients  in  surrounding 
communities.  Approximately  21,000  pa- 
tients are  admitted  to  this  hospital  each 
year.  At  this  time  we  may  note  that  the 
occurrence  of  deep-vein  thrombophlebitis 
in  women  taking  oral  contraceptives  in  this 
community  as  judged  by  admissions  to  this 
hospital  is  extremely  infrequent,  and  an 
association  with  oral  contraceptive  medica- 
tion is  not  apparent. 

Still  lacking  in  the  reported  literature  are 
careful  prospective  studies  dealing  with  the 
prevalence  of  thrombophlebitis  in  this  age 
group  and  the  incidence  of  thrombophlebitis 
in  patients  taking  oral  contraceptive  medi- 
cations. 

Despite  their  occasional  pregnancy-like 
symptoms,  these  medications  fulfill  a need 
as  is  attested  by  their  rapid  acceptance  in 
the  community.  When  a patient  enters  a 
physician’s  office  for  contraceptive  informa- 
tion, the  entire  spectrum  of  information  and 
methods  available  should  be  discussed.  If 
she  requests  “the  pill,”  there  appears  to  be 
no  reason  to  prohibit  prescribing  this  be- 
cause of  a fear  of  inducing  thrombophlebitis. 
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While  working  at  the  U.S.  Public 
Health  Service  Hospital  at  Tuba  City  in 
Northern  Arizona,  the  authors  noted  that 
peritonsillar  abscess  and  cellulitis  was  seen 
relatively  frequently  in  Navaho  and  Hopi 
Indian  patients.  Possible  explanations 
for  this  and  a discussion  of  modes  of  treat- 
ment follow. 

Clinical  picture 

Acute  tonsillitis  rarely  leads  to  periton- 
sillar abscess  or  cellulitis  (quinsy  sore 
throat).1’2  Chamovitz  et  al.3  found  that 
none  of  522  patients  with  streptococcal 
sore  throat  treated  with  antibiotics  de- 
veloped peritonsillar  abscess  or  cellulitis, 
while  7 of  391  untreated  patients  developed 
this  complication. 3 

The  initiating  pharyngitis  or  tonsillitis 
may  be  mild  or  severe.  Dysphagia  be- 
comes a major  problem,  and  the  patient 
complains  of  pain  in  the  throat  and  neck 


PERITONSILLAR  ABSCESS  AND  CELLULITIS 
are  of  relative  frequency  in  Navaho  and  Hopi 
Indian  patients,  in  the  Navaho  a rate  of 
1,185  per  100,000  per  year  as  compared  with 
170  per  100,000  in  the  United  States  popula- 
tion as  a whole.  Reasons  for  these  differences 
are  suggested  and  treatment  with  antibiotics 
and  surgery  discussed. 


and  earache  on  the  affected  side.  There  is 
marked  trismus,  and  saliva  may  run  from 
the  corner  of  the  mouth.  Tender  cervical 
nodes  are  often  palpable.  The  pharynx 
is  difficult  to  visualize  because  of  the  tris- 
mus. The  breath  may  be  foul.  The 
pharynx  and  tonsils  are  erythematous  and 
hyperemic,  with  or  without  exudate.  The 
greatest  swelling  is  anterior  and  superior  to 
the  tonsil.  Palpation  is  difficult  because 
of  the  trismus  and  tenderness. 

Often  one  cannot  differentiate  between 
abscess  and  cellulitis.  Fluctuance  is  diffi- 
cult to  determine  in  the  boggy,  edematous, 
and  tender  peritonsillar  mass,  and  an  in- 
cision may  miss  a small  nidus  of  pus  deep 
in  an  area  of  cellulitis.  Thus,  we  shall  re- 
fer to  peritonsillar  abscess  and  cellulitis. 

Comparative  incidence 

There  are  30,000  admissions  to  The  New 
York  Hospital  annually.  From  July, 
1960,  through  June,  1965,  30  cases  of 
peritonsillar  abscess  or  cellulitis  were  seen. 
The  Tuba  City  Indian  Hospital  has  2,300 
admissions  yearly,  but  there  were  69  cases 
of  peritonsillar  abscess  or  cellulitis  during 
the  same  period.  There  are  several  factors 
that  may  explain  this  difference. 

Beta  hemolytic  streptococcal  sore  throats 
are  more  common  in  the  Navaho  than  in 
the  United  States  population  as  a whole. 
The  United  States  rate  is  170  per  100,000, 
and  the  Navaho  rate  is  1,185  per  100,000 
per  year.4 

Nearly  all  adult  Navahos  have  intact 
tonsils.  In  a study  of  407  military  person- 
nel with  acute  streptococcal  sore  throats, 
only  1 of  111  previously  tonsillectomized 
men,  as  contrasted  with  20  of  296  men  with 
intact  tonsils,  developed  peritonsillar  ab- 
scess or  cellulitis. 3 

The  development  of  peritonsillar  abscess 
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or  cellulitis  is  less  likely  after  antibiotic 
treatment  of  acute  pharyngitis  than  after 
no  treatment.3  Many  Navahos  and  Hopis 
distrust  “Anglo  medicine”  and  often  live 
great  distances  from  medical  facilities. 
Thus,  treatment  of  pharyngitis  is  either 
nonexistent  or  comes  late  in  the  course  of 
the  disease. 

There  were  no  recurrences  in  The  New 
York  Hospital  series,  but  in  Tuba  City 
there  were  11  patients  who  had  two  epi- 
sodes, 6 with  three  episodes,  and  1 man 
who  had  five  episodes  of  peritonsillar  ab- 
scess or  cellulitis.  This  probably  reflects  the 
unwillingness  of  the  Indian  patient  to  re- 
turn for  tonsillectomy  after  the  acute  illness 
is  over. 

Bacteriology 

Cultures  of  tonsillar  swabs  of  patients 
with  peritonsillar  abscess  or  cellulitis  done 
at  Tuba  City  showed  that  of  23  cases,  13 
were  positive  for  group  A beta  hemolytic 
streptococci.  The  culture  results  at  The 
New  York  Hospital  in  27  patients  showed 
that  14  grew  group  A beta  hemolytic  strep- 
tococci. Where  both  throat  swab  and  actual 
pus  from  an  abscess  were  cultured,  the 
results  were  nearly  identical.  The  per- 
centage of  recovery  of  group  A beta  strep- 
tococcus patients  remained  about  50  per 
cent. 

Treatment 

Surgical  drainage  is  the  time-honored 
method  of  treatment  for  peritonsillar  ab- 
scess. Most  of  the  standard  textbooks 
state  that  this  is  the  present  treatment  of 
choice.6-12  All  sources  agree  that  anti- 
biotics, especially  penicillin,  should  be  used. 

Incision  and  drainage  is  not  without  risk. 
Hemorrhage,13  aspiration,  and  the  com- 
plications of  anesthesia  are  the  greatest 
dangers.  It  is  very  difficult  to  evaluate 
fluctuance  in  an  area  of  boggy  hypervas- 
cular  tissue,  and  therefore  early  surgical 
incision  would  probably  mean  that  cellulitis 
without  pus  would  inadvertently  be  sur- 
gically treated. 

Eighteen  of  the  30  patients  from  The  New 
York  Hospital  were  treated  with  surgical 
incision,  but  the  records  of  only  7 patients 
stated  that  pus  was  present.  Four  of  the 
69  patients  from  Tuba  City  were  so  treated, 


and  3 had  pus.  All  were  treated  with  anti- 
biotics. There  was  no  significant  difference 
in  length  of  hospital  stay  or  in  days  of  intra- 
venous fluid  therapy  between  surgically 
and  nonsurgically  treated  patients.  The 
majority  of  patients  received  penicillin 
alone  in  doses  varying  from  250  mg.  of 
phenoxymethyl  penicillin  orally  four  times 
per  day  to  10  million  units  of  aqueous 
penicillin  intravenously  daily.  The  addi- 
tion of  other  antibiotics  in  a few  cases 
(tetracycline,  novobiocin,  and  erythro- 
mycin) did  not  seem  to  be  of  added  benefit. 

There  were  no  complications  in  either 
group,  and  even  the  13  cases  of  the  total 
of  99  that  drained  spontaneously  went  on 
to  uneventful  recovery.  From  April, 
1963,  through  June,  1965,  all  20  of  the  cases 
seen  at  Tuba  City  by  the  authors  were 
treated  with  penicillin  alone  and  all  did 
well. 

The  large  number  of  recurrences  in  the 
Tuba  City  group  for  this  five-year  period 
and  the  absence  of  any  recurrences  after 
tonsillectomy  in  the  New  York  group  is  a 
strong  argument  for  peritonsillar  abscess 
and  cellulitis  being  a definite  indication  for 
tonsillectomy.12 

Conclusion 

The  authors  feel  that  incision  and  drain- 
age are  indicated  in  peritonsillar  abscess 
and  cellulitis  only  where  there  is  gross  and 
obvious  fluctuance.  In  a situation  where 
there  is  any  doubt  as  to  the  presence  of 
pus,  conservative  (penicillin)  therapy  has 
proved  successful.  In  a situation  where  a 
competent  throat  surgeon  is  not  available, 
our  experience  has  been  that  penicillin  treat- 
ment alone  is  satisfactory  even  in  the 
fluctuant  abscess. 

Summary 

Sixty-nine  episodes  of  peritonsillar  ab- 
scess and  cellulitis  from  Tuba  City, 
Arizona,  and  30  from  The  New  York  Hos- 
pital from  the  years  1960  through  1965 
were  studied.  Peritonsillar  abscesses  and 
cellulitis  are  seen  frequently  in  the  Indian 
population  where  beta  hemolytic  strepto- 
coccal infections  are  common,  medical  care 
is  delayed  or  absent,  and  most  of  the  pop- 
ulation has  not  had  tonsillectomy.  Fifty 
per  cent  of  cases  grew  group  A beta  hemo- 
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lytic  streptococci  on  throat  or  abscess  pus 
culture.  Treatment  with  penicillin  alone 
produced  satisfactory  results.  Incision  and 
drainage  appears  to  be  only  rarely  neces- 
sary. Peritonsillar  abscess  tends  to  recur, 
and  tonsillectomy  should  be  performed  after 
the  acute  episode. 

Acknowledgment.  The  authors  wish  to  express  their 
gratitude  to  Edward  W.  Hook,  M.D.,  for  his  comments 
and  suggestions. 
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^art  I of  this  article  appeared  in  the 
October  1,  1966,  issue  of  the  New  York 
State  Journal  of  Medicine.  This  is  a 
review  of  the  specific  drugs  used  in  cancer 
chemotherapy  and  of  their  effectiveness  in 
the  various  neoplastic  diseases.  Part  I of 
the  article  reviewed  the  alkylating  agents, 
mechlorethamine,  chlorambucil,  busulfan, 
triethylenethiophosphoramide,  cyclophos- 
phamide, and  melphalan,  and  the  antimeta- 
bolic  agent,  methotrexate. 

6-Mercaptopurine 

The  only  purine  antagonist  which  is  com- 
mercially available  for  clinical  use  is  6- 
mercaptopurine  (Purinethol).  Its  only 
clinical  use  in  neoplastic  disease  has  been 
in  acute  leukemia  and  chronic  granulocytic 
leukemia.  It  is  being  tried  in  a number  of 
so-called  “autoimmune”  diseases,  such  as 
autoimmune  hemolytic  anemia91  and  lupoid 
hepatitis.92 

6-Mercaptopurine  is  indicated  primarily 
for  the  treatment  of  acute  leukemia.  It  is 
probably  the  single  most  effective  drug  in 
this  condition.  An  extensive  exposition  on 
the  use  of  this  agent  in  both  adult  and  child- 
hood acute  leukemia  has  appeared  as  a 
symposium  in  the  Annals  of  the  New  York 
Academy  of  Sciences.93  Bross93  analyzed 
the  larger  series  from  the  symposium.  In 
11  series,  which  included  a total  of  174 


children,  the  remission  rate  with  6-mer- 
captopurine  was  36  per  cent.  This  rate  of 
36  per  cent  includes  only  essentially  com- 
plete remissions.  The  onset  of  remission  in 
childhood  acute  leukemia  usually  is  within 
four  to  five  weeks  of  starting  therapy  with 
6-mercaptopurine,  although  it  may  oc- 
casionally take  as  long  as  three  months. 
The  median  duration  of  remission  is  eight 
to  sixteen  weeks,  although  occasional 
patients  have  had  much  longer  responses. 
In  adults  with  acute  leukemia  the  results 
with  6-mercaptopurine  have  been  far 
poorer  than  in  children.  This  is  partially 
because  of  the  fact  that  most  adults  have 
the  poorly  responsive  acute  granulocytic 
form.  However,  age  itself  may  play  a role. 

The  only  other  use  for  6-mercaptopurine 
in  neoplastic  disease  is  in  chronic  granulocy- 
tic leukemia  where  it  is  somewhat  less 
effective  than  busulfan.  A review  of  the 
clinical  effects  of  6-mercaptopurine  in 
tumors  other  than  acute  leukemia  or  chronic 
granulocytic  leukemia  has  appeared. 94  The 
conclusions  appear  warranted,  that  is,  that 
there  is  little  or  no  usefulness  of  this  agent 
in  these  other  tumors.  The  use  of  6-mer- 
captopurine in  nonneoplastic  conditions  is 
beyond  the  scope  of  this  article. 

The  generally  accepted  dose  of  6-mer- 
captopurine is  2.5  mg.  per  kilogram  per  day 
given  in  one  dose.  If,  after  four  weeks  of 
treatment,  no  response  has  occurred,  many 
authors  advocate  increasing  the  dose  to 
5 mg.  per  kilogram  per  day.  In  acute 
leukemia  patients,  peripheral  white  and 
platelet  counts  are  followed  closely  for 
toxicity.  However,  initial  counts  may  be 
low,  and  high  blast  counts  may  drop,  be- 
fore normal  cells  return.  Therefore,  the 
peripheral  white  count  and  platelet  count 
may  not  be  a completely  accurate  guide 
for  dosage.  If  the  hemoglobin  and  platelet 
count  rise  or  the  differential  improves  as 
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the  white  count  falls,  this  is  against  drug 
toxicity.  The  bone  marrow  aspiration  is 
very  helpful.  If  the  marrow  is  hypocellular 
the  drug  should  be  stopped  until  the  pe- 
ripheral white  count  rises.  However,  if  the 
marrow  is  cellular  therapy  may  be  con- 
tinued. If  there  is  still  doubt,  it  is  best  to 
stop  the  6-mercaptopurine  for  seven  to 
ten  days.  If  the  drop  in  white  count  is 
due  to  toxicity,  the  white  count  will  rise 
within  a few  days.  If  the  disease  is  causing 
the  drop,  there  will  be  no  improvement. 

Toxicity  of  6-mercaptopurine  is  directed 
almost  entirely  to  the  marrow.  Depression 
of  white  blood  count,  platelet  count,  or 
red  cells  can  occur.  However,  the  major 
effect  is  on  the  granulocytes.  Marrow 
toxicity  of  6-mercaptopurine  is  rapidly 
reversible,  with  the  toxic  effects  usually 
over  within  less  than  seven  days  after 
discontinuance  of  the  drug.  However, 
death  from  septicemia  may  occur  during 
this  period. 

After  bone  marrow  depression,  the  most 
important  toxicity  of  6-mercaptopurine  is 
liver  damage.  Animal  studies  have  clearly 
demonstrated  that  6-mercaptopurine  causes 
hepatic  necrosis.95  Einhorn  and  David- 
sohn96  studied  this  problem.  They  noted 
jaundice  in  16  of  38  patients  with  acute 
leukemia  who  were  on  6-mercaptopurine, 
but  they  noted  jaundice  in  only  1 of  11 
patients  who  were  not  on  6-mercapto- 
purine. Jaundice  due  to  6-mercaptopurine 
should  clear  within  two  weeks  after  dis- 
continuance of  the  drug.  The  drug  then 
may  be  restarted  cautiously,  and  the 
patient’s  liver  status  should  be  followed 
carefully.  If  jaundice  reappears  it  is  best 
not  to  use  6-mercaptopurine  again. 

5-Fluorouracil 

5-Fluorouracil  (FU),  commercially  avail- 
able as  fluorouracil  (Roche),  is  the  only 
pyrimidine  antagonist  available  for  clinical 
use.  5-Fluoro-2'deoxy uridine  (FUDR)  has 
had  extensive  clinical  trials  and  seems  to 
be  more  effective.  97-99  However,  it  is  not 
yet  available  because  of  limited  supply. 
The  fluoridinated  pyrimidines  are  the  only 
compounds  which  can  produce  objective 
remissions  in  a significant  percentage  of 
patients  with  adenocarcinoma  of  the  gastro- 
intestinal tract.  However,  5-fluorouracil  is 
a drug  of  only  slight  usefulness.  Zubrod100 


evaluated  his  and  other  authors’  ex- 
periences with  5-fluorouracil  in  1961.  He 
discussed  the  price  in  toxicity  that  must  be 
paid  for  the  relatively  short  remissions  and 
came  to  the  conclusion  that  there  was  very 
small  if  any  advantage  in  using  the  drug. 
As  experience  with  the  drug  has  increased 
it  has  become  apparent  that  a small  group 
of  patients  receive  useful  results  but  that 
many  patients  with  objective  response  are 
helped  little  if  at  all. 

5-Fluorouracil  has  been  used  most  ex- 
tensively in  adenocarcinoma  of  the  gastro- 
intestinal tract.  Heidelberger  and  Ans- 
field,97  in  reviewing  25  reported  series, 
found  308  patients  with  objective  responses 
of  1,041  patients  treated.  The  criteria  for 
improvement  used  by  the  Wisconsin  group 
have  been  more  or  less  those  used  by  other 
groups.101  These  criteria  are  as  follows: 

(1)  measurable  reduction  of  at  least  25  per 
cent  in  the  size  of  a measurable  lesion; 

(2)  subjective  improvement;  (3)  leveling 
off  or  reversal  of  a downward  weight  curve; 
(4)  improvement  in  the  performance  status; 
and  (5)  presence  of  all  of  these  criteria  for 
not  less  than  two  months.  It  would  seem 
that  the  median  duration  of  5-fluorouracil- 
induced  objective  remission  in  gastro- 
intestinal carcinoma  is  in  the  range  of  six 
months.  Occasional  patients  may  have 
remissions  lasting  over  a year. 

Most  therapists  have  come  to  the  conclu- 
sion that  5-fluorouracil  is  the  preferred  che- 
motherapeutic agent  in  breast  carcinoma. 
However,  endocrine  therapy,  because  of  its 
lesser  toxicity,  should  be  tried  first.  In 
centers  where  hypophysectomy  and/or 
adrenalectomy  are  performed  frequently, 
generally  these  procedures  would  also  be 
used  before  chemotherapy.  Certainly  re- 
ported results  with  5-fluorouracil  in  breast 
cancer  seem  to  be  better  than  those  with 
alkylating  agents.102 

Before  discussing  the  dosage  and  ad- 
ministration of  5-fluorouracil,  it  is 
important  to  discuss  selection  of  patients 
for  therapy.  Ansfield,  Schroeder,  and 
Curreri98101  have  studied  this  problem  the 
most  extensively.  They  felt  that  there  was 
a group  of  patients  who  could  not  always 
tolerate  sufficient  drug  to  get  a therapeutic 
response.  They  called  this  group  the  poor- 
risk  group  and  did  not  treat  most  of  these 
patients.  Certain  patients  within  this 
group  could  be  treated  with  a lower  dose 


October  15.  1966  / New  York  State  Journal  of  Medicine  2671 


regimen.  These  authors  classified  patients 
as  poor-risk  patients  because  of  the  pres- 
ence of  one  or  more  of  the  following: 

(1)  protein  loss  or  impaired  protein  intake; 

(2)  extensive  liver  metastases;  (3)  exten- 
sive pelvic  irradiation  at  any  time;  (4) 
extensive  pelvic  bone  metastases;  (5) 
previous  repeated  use  of  alkylating  agents; 
(6)  previous  adrenalectomy  or  hypophy- 
sectomy;  (7)  advanced  physiologic  age  of 
seventy  or  older;  and  (8)  significant  in- 
fection. Apparently,  as  their  experience  in- 
creased, they  were  able  to  treat  a larger 
portion  of  these  poor-risk  patients,  but 
they  always  used  a lower  dose  than  in  the 
good-risk  patients.  In  their  latest  article 
where  they  used  a newer,  less- toxic  regimen, 
some  poor-risk  patients  were  able  to  re- 
ceive the  drug.  However,  even  with  the 
newer  regimen,  poor-risk  patients  received 
less  drug  than  the  good-risk  patients.  9‘ 

In  addition  to  the  previously  enumerated 
precautions,  it  is  inadvisable  to  treat  with 
5-fluorouracil  within  thirty  days  of  a 
major  surgical  procedure.  Jaundice  when 
due  to  intra-  or  extrahepatic  biliary  ob- 
struction is  not  a contraindication  to 
therapy. 

5-Fluorouracil  is  available  in  10  cc. 
ampules  as  an  aqueous  solution  con- 
taining 50  mg.  per  cubic  centimeter  of  the 
compound  buffered  with  sodium  hydroxide. 
It  is  given  directly  intravenously  without 
dilution.  The  package  insert  recommends 
use  of  a 25-gauge  needle.  Hospitalization 
is  generally  recommended  for  at  least  the 
first  course.  Ansfield,  Schroeder,  and 
Curreri101  used  the  following  dose  regimen 
until  recently:  15  mg.  per  kilogram  intra- 
venously daily  for  five  days,  then  7.5  mg. 
per  kilogram  every  other  day  until  slight 
toxicity.  The  maximum  daily  dose  was  1 
Gm.,  and  ideal  weight  rather  than  actual 
weight  was  used  in  the  presence  of  obesity 
or  fluid  retention,  such  as  ascites  or  edema. 
This  dose  regimen  was  similar  to  that 
followed  by  most  other  authors,  although 
some  limited  the  total  number  of  injections 
to  seven  to  nine  whether  or  not  toxicity 
appeared.  This  was  academic,  because 
toxicity  usually  occurred  by  the  seventh  or 
eighth  injection.  Ansfield,  Schroeder,  and 
Curreri101  felt  that  repeated  courses  had  to 
be  given  approximately  thirty  days  after 
completion  of  the  last  course.  This  was 
continued  until  relapse.  Their  experience 


was  that  if  intervals  between  courses  were 
prolonged  beyond  this  period  the  disease 
became  unresponsive.  Until  recently  they 
insisted  that  each  course  be  carried  to 
slight  toxicity.  Most  authors  have  followed 
these  recommendations. 

There  have  been  numerous  other  regi- 
mens proposed.  Lemon  et  al.103  gave  the 
drug  by  infusion  in  5 per  cent  glucose  and 
water  during  an  eight-hour  period.  Toxic- 
ity was  far  less,  and  they  claimed  equally 
good  therapeutic  benefit.  These  results 
have  not  been  confirmed  by  others.104106 
Several  authors  have  experimented  with 
weekly  or  biweekly  maintenance  therapy 
rather  than  repeated  courses. 10410,107 
Variable  results  occurred,  with  several 
authors,  especially  Rochlin  et  al.10i  report- 
ing equally  good  results  with  maintenance 
therapy. 

Ansfield98  has  recently  reported  a 
modified  regimen  that  avoids  toxicity  in 
one  third  of  good-risk  patients  yet  seems  to 
give  results  as  good  as  their  earlier  regimen. 
This  regimen  is  12  mg.  per  kilogram  per 
day  for  five  days,  then  6 mg.  per  kilogram 
per  day  every  other  day  to  slight  toxicity, 
or  for  11  such  half  doses,  whichever  occurs 
sooner.  The  poor-risk  patients  received 
the  same  regimen,  except  that  the  12  mg. 
per  kilogram  per  day  was  given  for  four 
instead  of  five  days.  Patients  with  exten- 
sive whole  pelvis  radiotherapy  were  not 
treated,  and  if  food  intake  was  more  than 
moderately  impaired,  the  therapy  was 
stopped  for  thirty  days.  In  all  patients 
subsequent  courses  of  5-fluorouracil  were 
started  thirty  days  after  the  last  dose  of 
the  preceding  course. 

Slight  toxicity  is  defined  as  visible 
stomatitis  or  diarrhea  of  three  to  four  or 
more  liquid  or  semiliquid  stools  per  day. 
White  blood  counts  below  3,500  or  platelet 
counts  below  100,000  should  cause  one  to  end 
the  course.  Toxicity  of  5-fluorouracil  is  ap- 
parently an  almost  inevitable  accompani- 
ment of  therapeutic  doses.  The  trick  is  to 
prevent  moderate  or  severe  toxicity.  Most 
authors  report  a 3 to  7 per  cent  incidence  of 
drug-induced  deaths. 

Gastrointestinal  tract  injury  is  the  major 
toxicity  of  5-fluorouracil.  Stomatitis 
occurs  in  48  to  75  per  cent  of  patients, 
99,101.108  while  nausea  and  vomiting  occur  in 
30  to  64  per  cent  and  esophagopharyngitis 
in  6 to  10  per  cent.  The  stomatitis  most 
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commonly  takes  the  form  of  small  shallow 
ulcerations  on  the  inner  surface  of  the  lower 
lip.  Sore  mouth  may  precede  stomatitis 
by  one  or  more  days.  The  mouth  and  lips 
of  the  patient  should  be  carefully  examined 
for  early  ulceration  before  each  intravenous 
dose.  Rochlin  et  al .1<M  have  emphasized 
the  occurrence  of  dehydration  and 
electrolyte  imbalance  as  a result  of  drug- 
induced  diarrhea.  This  was  not  always 
reversible  and  in  several  series  was  a cause 
of  death.  Vomiting  alone  is  not  sufficient 
toxicity  to  stop  the  drug  unless  it  is  frequent 
enough  to  interfere  with  food  intake. 
Bone  marrow  toxicity  is  extremely  com- 
mon, although  it  usually  occurs  after 
gastrointestinal  toxicity.  However,  most 
authors  have  noted  only  a moderate 
incidence  of  severe  leukopenia.  Ansfield, 
Schroeder,  and  Curreri101  found  leukopenia 
below  2,000  per  cubic  millimeter  in  32  per 
cent  of  patients.  Thrombocytopenia  has 
been  less  of  a problem. 

Most  drug-induced  deaths  occur  when 
the  white  blood  count  is  below  2,000,  and 
many  of  the  deaths  can  be  directly  attrib- 
uted to  infection  during  a period  of 
leukopenia.  Other  toxicity  is  fortunately 
of  less  significance.  Alopecia  has  been 
reported  by  most  authors  to  occur  in  5 to 
20  per  cent  of  patients.  Dermatitis  has 
been  quite  frequent  but  rarely  serious. 
Neurotoxicity  has  been  a complication 
described  by  several  groups.  Moertel 
et  al.10*  have  reported  a 5 percent  incidence 
of  cerebellar  ataxia  associated  with  5- 
fluorouracil  or  5-fluoro-2'deoxyuridine 
therapy  of  gastrointestinal  carcinoma. 
This  complication  was  more  frequent  when 
the  interval  between  onset  of  one  course  and 
onset  of  the  next  course  was  four  rather 
than  five  weeks. 

Much  has  been  written  about  the  com- 
bination of  radiotherapy  and  5-fluorouracil. 
Toxicity  with  this  combination  is  much 
greater,  and  there  is  no  evidence  of  added 
therapeutic  benefit.  Patients  who  have 
had  adrenalectomy  are  much  more  sen- 
sitive to  5-fluorouracil. 

Vinblastine 

Vinblastine  (Velban)  is  a useful  drug  in 
Hodgkin’s  disease  with  objective  remissions 
occurring  in  50  to  90  per  cent  of  patients 
treated.109-113  Remissions  last  for  several 


weeks  to  over  a year.  The  median  duration 
of  remission  is  in  the  range  of  four  to  seven 
months.  Although  occasional  patients  with 
Hodgkin’s  disease  have  had  prolonged 
remissions  after  one  course  of  therapy, 
there  is  general  agreement  that  maintenance 
therapy  is  necessary.  Patients  refractory 
to  alkylating  agents  seem  to  respond 
as  well  as  other  patients.  Use  of  vin- 
blastine in  other  conditions  is  still  experi- 
mental, and  at  present  vinblastine  is  not 
really  useful  in  any  condition  other  than 
Hodgkin’s  disease. 

Vinblastine  is  administered  intravenously. 
Great  care  must  be  taken  to  prevent  in- 
filtration. If  there  is  any  doubt  as  to 
adequacy  of  the  veins,  vinblastine  should 
be  injected  into  the  tubing  of  an  intra- 
venous infusion.  The  drug  is  given  once 
every  seven  days  until  remission  of  toxicity 
occurs.  Then  maintenance  therapy  is 
given  every  one  to  four  weeks.  The  initial 
dose  is  usually  0.1  mg.  per  kilogram  intra- 
venously. However,  if  the  patient  has  had 
recent  extensive  radiotherapy  or  recent 
cancer  chemotherapy  with  another  agent, 
the  initial  dose  should  be  lower. 

The  most  useful  regimen  for  vinblastine 
is  almost  identical  with  the  one  in  the 
current  package  insert  for  the  drug. 
However,  until  August,  1963,  the  package 
insert  suggested  a higher  dose  regimen. 
This  was  changed  because  of  excessive 
toxicity.  Blood  counts  are  taken  at  four 
days  and  seven  days  after  the  initial  dose 
of  0.1  mg.  per  kilogram.  If  neither  white 
count  is  below  3,500,  the  second  dose  is 
given  one  week  after  the  first.  This  dose 
is  0.05  mg.  per  kilogram  larger  than  the 
first.  Then  the  medication  is  given  weekly, 
increasing  the  dose  by  0.05  mg.  per  kilo- 
gram per  week  until  leukopenia  below  3,500 
or  remission  is  produced.  As  with  other 
agents  which  are  given  to  the  point  of  mild 
toxicity,  such  as  anticoagulants  and 
digitalis  glycosides,  it  is  best  to  approach 
the  limiting  dosage  gradually.  As  leu- 
kopenia is  approached,  weekly  increments  of 
less  than  0.05  mg.  per  kilogram  are 
advisable.  If  remission  occurs,  the  dose 
is  maintained  at  weekly  and  then  gradually 
increasing  intervals.  Most  patients  will 
have  either  a remission  or  leukopenia  by 
the  time  the  dose  reaches  0.3  mg.  per 
kilogram  per  week.  If  toxicity  occurs  be- 
fore remission,  smaller  doses  may  be  tried 
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at  weekly  intervals.  However,  in  Hodg- 
kin’s disease  signs  of  remission  such  as 
drop  in  fever,  subjective  improvement, 
and  increased  appetite  usually  occur  within 
two  weeks  of  reaching  effective  dosage. 
In  Hodgkin’s  disease  remission  may  occur 
at  doses  that  do  not  produce  leukopenia. 
It  should  be  noted  again  that  the  package 
insert  prior  to  August,  1963,  advocated  a 
more  aggressive  regimen.  This  more  ag- 
gressive regimen,  should  not  be  used  unless 
the  physician  has  had  considerable 
experience  with  vinblastine. 

With  the  regimen  outlined,  irreversible 
leukopenia  almost  never  occurs.  Maximum 
leukopenia  usually  occurs  within  four  to 
seven  days  after  injection,  and  white  blood 
count  rises  rapidly  thereafter.  It  is  im- 
portant that  no  dose  of  vinblastine  be 
given  until  the  white  blood  count  is  deter- 
mined that  day.  The  maintenance  dosage 
should  be  that  necessary  to  maintain  re- 
mission. It  is  not  always  necessary  to 
cause  leukopenia  to  maintain  remission. 

Although  vinblastine  is  one  of  the  safest 
of  all  cancer  chemotherapeutic  agents,  it 
can  produce  serious  toxicity  and  even 
death.  The  major  toxicity  of  vinblastine  is 
on  the  granulocytes.  In  almost  every 
patient  leukopenia  is  the  limiting  factor  in 
dosage.  When  death  occurs,  it  is  usually 
from  septicemia  during  a period  of  leuko- 
penia. The  effect  of  vinblastine  on  the 
platelet  count  is  far  less  than  on  the  white 
blood  count.110111 

Nausea  occurs  in  approximately  one 
fifth  of  patients,  usually  occurring  tran- 
siently after  the  injection.  Alopecia  which 
is  dose  dependent  occurs  in  5 to  10  per  cent 
of  cases.  It  is  reversible,  and  hair  regrowth 
may  occur  while  on  maintenance  therapy. 
Neurologic  complications  are  mild  but 
fairly  frequent,  especially  at  higher  doses. 
A feeling  of  depression  is  the  most  common 
neurologic  complication,  the  other,  neuro- 
toxicity, being  less  frequent.  Most  authors 
describe  paresthesias  and  loss  of  deep- 
tendon  reflexes  in  the  lower  extremities  in 
less  than  10  per  cent  of  cases.  Phlebitis  may 
occur  in  less  than  10  per  cent  of  patients, 
and  local  infiltration  causes  severe  pain. 

Vincristine 

Vincristine  (Oncovin),  formerly  known 
as  leurocristine,  is  probably  the  safest  of  all 
cancer  chemotherapeutic  agents  yet  one 


whose  usefulness  is  severely  limited  by  its 
toxicity.  This  apparent  paradox  is  ex- 
plained when  it  is  realized  that  the  toxicity 
of  vincristine  is  rarely  if  ever  lethal.  The 
limiting  factor  in  vincristine  dosage  in 
almost  every  case  is  neurotoxicity.  For- 
tunately, children  under  ten  years  old  are 
more  resistant  to  this  neurotoxicity,  so  that 
vincristine  is  a useful  agent  for  treatment  of 
childhood  acute  leukemia.  It  is  still 
questionable  whether  or  not  vincristine 
will  be  of  great  use  in  any  other  neoplastic 
diseases. 

At  the  present  time  vincristine  is  ap- 
proved by  the  FDA  for  use  in  acute 
leukemia  in  children.  All  other  uses  must 
be  considered  experimental.  The  package 
insert  with  the  drug  summarizes  responses 
to  vincristine  therapy  of  104  children  with 
acute  leukemia  from  six  major  centers. 
There  were  only  5 patients  with  acute 
myelogenous  leukemia  in  this  group  of 
104  patients.  One  of  these  had  a complete 
response,  1 had  a partial  response,  and  3 had 
no  response.  The  remaining  99  children 
with  acute  leukemia  had  36  complete  and 
28  partial  remissions.  Twenty-six  had  no 
response,  and  9 had  inadequate  trial. 
There  seemed  to  be  no  difference  in  re- 
mission rate  between  the  different  age 
groups  from  one  to  fifteen  years  old.  Only 
one  child  in  the  entire  group  was  over 
fifteen.  It  took  an  average  of  thirty-eight 
days  of  treatment  before  remission  was 
attained.  The  vincristine  was  usually 
given  once  weekly.  Although  there  were 
some  patients  still  in  remission  at  more 
than  one  hundred  days,  36  patients  had 
had  cessation  of  remission  in  three  to  one 
hundred  sixteen  days  after  onset  of  re- 
mission. Useful  references  for  vincristine 
in  acute  leukemia  are  Selawry  and 
Hananian,114  Evans  et  al.,Ub  and  Johnson 
et  al. 116 

Vincristine  has  been  used  in  a large 
variety  of  solid  tumors  with  varying  re- 
sults. The  best  results  have  occurred  in 
Hodgkin’s  disease  and  reticulum  cell  sar- 
coma. Remissions  appear  to  occur  in  ap- 
proximately 50  to  70  per  cent  of  patients 
but  apparently  last  for  less  than  four 
months  in  most  cases.  However,  prolonged 
remissions  up  to  a year  have  occurred  in 
Hodgkin’s  disease.117118  Remissions  have 
occurred  often  enough  in  patients  resistant 
to  vinblastine  so  that  it  can  be  concluded 
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that  there  is  no  cross  resistance.11711*  It 
would  appear  that  a small  percentage  of 
patients  with  Hodgkin’s  disease  have 
tumor  that  is  so  sensitive  to  vincristine 
that  really  useful  remissions  can  occur 
with  minimal  toxicity.  Because  of  its 
neurotoxicity,  vincristine  is  less  useful 
than  the  alkylating  agents  or  vinblastine  in 
Hodgkin’s  disease. 

In  lymphosarcoma  and  reticulum  cell 
sarcoma,  partial  and  relatively  brief  re- 
missions have  occurred  in  a large  percentage 
of  cases.116-120 

Despite  experimental  use  of  several 
different  types  of  dosage  schedules,  it  is 
best  to  stick  to  the  recommended  method. 
Vincristine  is  highly  irritating  to  tissues, 
and  great  care  must  be  taken  to  avoid 
extravasation.  It  is  best  given  into  the 
tubing  of  a running  intravenous  infusion. 
Vincristine  should  be  given  once  a week. 
The  initial  dose  in  children  with  acute 
leukemia  is  0.05  mg.  per  kilogram.  The 
second  dose  is  0.075  mg.  per  kilogram  with 
weekly  increments  of  0.025  mg.  per  kilo- 
gram to  a maximum  weekly  dose  of  0.150 
mg.  per  kilogram.  If  remission  occurs 
before  this  maximum  dose  is  reached, 
further  increments  are  unnecessary. 
Weekly  maintenance  dosage,  if  used, 
averages  0.05  to  0.075  mg.  per  kilogram. 
A prophylactic  laxative  regimen  is  sug- 
gested in  conjunction  with  vincristine 
therapy.  Recently  Selawry  and  Frei  re- 
ported a remission  rate  of  85  per  cent  in 
childhood  acute  leukemia  using  a combina- 
tion of  prednisone  and  vincristine.73  Very 
satisfactory  maintenance  of  remission  was 
achieved  with  methotrexate.  It  may  well 
be  that  vincristine  plus  prednisone  is  the 
preferred  method  of  inducing  remission 
in  childhood  acute  leukemia. 

The  dosage  schedule  for  vincristine  in 
adults  is  different  from  that  described 
previously  for  children  with  acute  leukemia. 
There  is  no  generally  accepted  schedule. 
One  that  has  proved  safe  and  useful  is  to 
give  the  drug  intravenously  at  weekly 
intervals.  The  initial  dose  is  0.01  mg.  per 
kilogram.  Weekly  dosage  is  increased  by 
0.01  mg.  per  kilogram  until  remission  is 
obtained  or  severe  toxicity  occurs.  Minor 
neurologic  toxicity,  such  as  paresthesias,  is 
almost  inevitable.  If  remission  has  not 
occurred  before  severe  toxicity  appears,  it 
is  still  possible  to  give  vincristine  a further 


trial.  The  therapy  is  stopped  until  severe 
neurotoxicity  clears.  The  drug  is  then 
resumed  in  a lower  dosage  without  further 
increments.  Johnson  et  a/.116  presents  the 
opinion  that  0.025  mg.  per  kilogram  per 
week  may  be  the  best  dosage  for  treatment 
of  adults. 

In  the  solid  tumors,  including  solid 
lymphomas,  maintenance  therapy  is  ap- 
parently advantageous. 116  However, 
further  studies  are  needed  to  clarify  this 
point  and  to  determine  the  optimal  main- 
tenance dosage.  At  present  maintenance 
dosage  should  be  the  smallest  weekly  dose 
necessary  to  maintain  remission,  raising 
dosage  at  the  initial  signs  of  relapse.  This 
dose  should  be  in  the  range  of  0.025  mg.  per 
kilogram  per  week. 

The  major  toxic  effects  of  vincristine 
have  been  on  the  nervous  system.  The 
most  troublesome  neurotoxicity  has  been 
in  the  form  of  peripheral  neuropathy.  The 
earliest  signs  are  paresthesias  and  loss  of 
deep- tendon  reflexes.  More  severe  neuro- 
toxicity in  the  form  of  neuritic  pain,  foot 
drop,  wrist  drop,  and  muscular  atrophy 
are  not  uncommon.  A slapping  gait  as  a 
result  of  foot  drop  and  muscle  weakness  has 
been  described. 11  *■ 116  Hoarseness  and  vocal 
cord  paresis  occur  occasionally.  Severe 
constipation  has  been  a troublesome  and 
frequent  complication  of  vincristine 
therapy  and  is  thought  to  be  a form  of 
neurotoxicity.  Its  occurrence  is  so  common 
that  some  form  of  prophylactic  laxative 
regimen  is  recommended  in  conjunction 
with  the  use  of  vincristine  in  children. 
Hair  loss  occurs  in  almost  half  the  patients 
and  is  often  total. 

However,  regrowth  occurs  on  cessation 
of  the  drug  and  even  when  a lower  dose  is 
used  for  maintenance. 

Bone  marrow  toxicity  has  been  no 
problem  except  in  the  high-dose  regi- 
mens.120 Platelet  counts  actually  tend  to 
rise  on  vincristine  therapy.  Vincristine  is 
the  only  cancer  chemotherapeutic  agent 
that  one  can  use  in  leukopenic  patients 
without  hesitation.  However,  because  of 
the  potential  bone  marrow  toxicity,  it  is 
best  to  check  the  white  count  before 
administering  the  weekly  dose.  Any  signifi- 
cant drop  in  white  count  should  be  investi- 
gated and,  if  not  otherwise  explained, 
should  lead  to  delay  of  vincristine 
administration. 
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Actlnomycin  D 

Actinomycin  D or  dactinomycin  (Cos- 
megen)  has  been  released  recently. 
It  is  a highly  toxic  agent  but  one  which 
can  be  used  with  reasonable  safety. 
Dramatic  results  have  been  produced  by 
this  drug  in  Wilms  tumor  and  chorio- 
carcinoma of  the  uterus.  The  most  exten- 
sive literature  on  actinomycin  D has  con- 
cerned its  use  in  Wilms  tumor  of  children. 
An  excellent  summary  of  the  present  role 
of  actinomycin  D in  this  tumor  was  pub- 
lished recently.121  Farber  et  aZ.122  state 
that  cure  rates  with  surgery  alone  or 
surgery  plus  radiotherapy  are  40  to  48  per 
cent,  with  an  80  per  cent  cure  rate  for 
children  under  the  age  of  one  year. 

Radiotherapy  alone  for  lung  metastases 
is  hazardous  because  of  development  of 
pulmonary  fibrosis  and  interference  with 
rib  growth.  With  the  addition  of  actinomy- 
cin D therapy  to  surgery  and  radiotherapy, 
Koop,  Hope,  and  Abir121  report  81  per  cent 
survival  in  children  over  the  age  of  one. 
Koop123  Farber  etaZ.,122  and  Tan,  Dargeon, 
and  Burchenal124  report  prolonged  survival 
in  some  children  with  lung  metastases 
treated  with  radiotherapy  to  the  lung 
lesions  plus  systemic  actinomycin  D. 
Smaller  doses  of  radiotherapy  can  be  given 
because  of  the  additive  effect  of  the  che- 
motherapeutic agent.  Farber  et  al .122 
report  on  10  children  of  a group  of  29  that 
were  alive  four  to  thirty-three  months 
after  treatment  with  radiotherapy  plus 
actinomycin  D for  widespread  metastatic 
disease. 

The  results  with  actinomycin  D in 
choriocarcinoma  are  equally  spectacular. 
Apparent  complete  cures  with  actino- 
mycin D have  been  reported.  126  126  Almost 
no  patient  with  choriocarcinoma  treated 
with  methotrexate,  who  remained  free 
of  disease  for  one  year,  has  relapsed. 
It  is  too  early  to  say  whether  or  not  this 
will  hold  for  actinomycin  D-induced  com- 
plete remissions.  Hertz,  Ross,  and  Lip- 
sett126  reported  3 complete  remissions  in  7 
patients  with  choriocarcinoma  who  received 
actinomycin  D as  initial  therapy  and  10 
complete  remissions  in  17  patients  who  re- 
lapsed after,  or  did  not  respond  to,  metho- 
trexate. With  their  regimen  for  chorio- 
carcinoma, initial  methotrexate  therapy 
with  transfer  to  actinomycin  D in  those 


not  responsive,  they  now  report  a 75  per 
cent  cure  rate  in  this  disease.  They  suggest 
actinomycin  D rather  than  methotrexate 
as  initial  therapy  for  choriocarcinoma  if 
there  is  any  evidence  of  liver  disease. 

Some  objective  reponses  have  been  re- 
ported with  actinomycin  D in  other  tumors, 
mainly  highly  anaplastic  tumors  of  chil- 
dren such  as  embryonal  rhabdomyosar- 
coma.124127-129 Generally,  results  have  been 
far  better  when  the  drug  was  combined  with 
local  radiotherapy.  Whether  or  not  this 
combined  therapy  is  better  than  radio- 
therapy alone  remains  to  be  seen.  In  any 
case,  results  have  been  only  temporary  in 
all  but  a rare  patient  with  these  tumors. 

Each  ampule  of  actinomycin  D contains 
0.5  mg.  (500  micrograms)  of  the  dry 
lyophilized  powder  plus  20  mg.  of  mannitol. 
This  powder  is  reconstituted  with  1 cc.  of 
sterile  water  for  injection.  No  other 
diluent  should  be  used,  because  it  may 
cause  precipitation.  The  solution  is  then 
administered  into  the  rubber  tubing  of  a 
running  intravenous  infusion.  For  dosage, 
the  original  literature  should  be  consulted. 

Toxicity  of  actinomycin  D is  potentially 
quite  severe.  Toxic  manifestations  usually 
do  not  occur  until  two  to  four  days  after 
completion  of  a course  of  actinomycin  D 
and  may  not  be  maximal  until  one  to  two 
weeks  after  completion  of  therapy.  The 
major  toxicity  is  on  the  bone  marrow,  with 
thrombocytopenia  being  of  equal  if  not 
greater  importance  than  leukopenia.  Far- 
ber et  aZ.122  recommend  stopping  therapy  if 
platelet  count  falls  below  150,000  per  cubic 
millimeter.  The  second  major  area  of 
toxicity  is  the  gastrointestinal  tract  from 
the  oral  mucosa  to  the  rectum.  Vomiting 
often  occurs  four  to  five  hours  after  each 
injection.  Nausea  and  anorexia  are  com- 
mon, and  abdominal  pain  and  diarrhea  are 
less  common.  Mouth  ulcerations  are  com- 
mon. 

Skin  reactions  are  common  and  usually 
occur  at  the  site  of  previous  radiotherapy. 
The  most  vulnerable  time  is  within  the  first 
months  after  radiotherapy,  although  flare- 
up  of  skin  reactions  has  occurred  as 
long  as  seventeen  months  after  completion 
of  radiotherapy.124  The  skin  reaction  at  the 
site  of  previous  radiotherapy  resembles  the 
usual  radiation  reaction  in  the  skin,  ery- 
thema or  increased  pigmentation.  Alo- 
pecia is  an  annoying  side-effect.  This 
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usually  occurs  seven  to  ten  days  after  the 
course  is  completed  and  continues  for  two 
to  four  weeks  before  hair  growth  returns. 

Mithramycin 

Recently,  several  groups  have  reported 
good  results  with  a new  agent  in  some 
patients  with  embryonal  cell  carcinoma  of 
the  testis.  Brown  and  Kennedy130  report  7 
objective  responses  in  12  patients.  Their 
patients  had  remissions  lasting  two  and 
one-half  to  sixteen  months.  Two  patients 
were  still  free  of  the  disease  at  the  time  of 
the  report.  Not  all  remissions  were  com- 
plete. For  dosage  recommendations  it  is 
advised  that  the  original  articles  be  re- 
viewed.130131 Prior  radiotherapy  markedly 
reduces  tolerance  to  the  drug,  necessitating 
lower  dosage. 

Toxicity  of  mithramycin  is  impressive, 
affecting  almost  every  tissue  of  the  body. 
Nausea  occurs  for  several  hours  after  each 
dose.  Central  nervous  system  symptoms, 
such  as  irritability  and  lethargy,  have 
occurred.  Bleeding  due  to  thrombocyto- 
penia is  the  major  danger.  Liver  toxicity 
is  manifested  by  increased  prothrombin 
time,  alkaline  phosphatase,  serum  glutamic 
oxaloacetic  transaminase,  serum  glutamic 
pyruvic  transaminase,  and  serum  lactic 
dehydrogenase.  Renal  toxicity  is  mani- 
fested by  proteinuria,  elevated  blood  urea 
nitrogen,  and  decreased  urine  concentrating 
ability.  Hypocalcemia  and  hypokalemia 
also  occur,  as  do  stomatitis,  fever,  and 
plethoric  facies.  Three  of  Brown  and 
Kennedy’s130  12  patients  died  of  drug 
toxicity.  These  died  of  massive  gastric 
hemorrhage.  Recovery  from  drug  toxicity 
is  rapid  when  therapy  is  discontinued. 
Further  experience  with  this  drug  is  neces- 
sary before  its  exact  role  in  embryonal  cell 
carcinoma  of  the  testis  and  other  tumors  is 
determined. 

Combined  therapy 

The  concept  of  combined  therapy  has 
seemed  an  intriguing  one.  The  outstanding 
success  of  this  concept  in  the  treatment  of 
tuberculosis  has  been  an  impetus  to  its 
study  in  the  therapy  of  cancer.  The  con- 
cept is  that  if  several  active  agents  are  used 
the  development  of  resistance  to  one  or  all 
will  be  delayed.  Unfortunately,  the  results 
with  combined  or  sequential  types  of 
therapy  have  been  disappointing.  The  best 


results  have  been  in  treatment  of  acute 
leukemia  where  sequential  therapy  seems 
to  have  produced  somewhat  longer  re- 
missions. At  the  meetings  of  the  American 
Association  for  Cancer  Research  a number 
of  investigators  have  reported  good  results 
with  combined  therapy  for  solid  tumors. 
A recent  report  of  combined  cyclo- 
phosphamide-vincristine therapy  in  neuro- 
blastoma has  appeared.132  Results  were 
impressive,  with  6 of  9 children  in  complete 
remission  for  over  one  year. 

Triple  therapy.  Outside  of  sequential 
therapy  for  acute  leukemia  the  most 
promising  combined  therapy  has  been  so- 
called  “triple  therapy.”  This  was  devel- 
oped by  Li  et  al.133  at  Memorial  Hospital. 
It  was  used  in  testicular  tumors,  and 
complete  regression  was  reported  in  some 
patients.  Follow-up  studies  on  this  group 
and  additional  patients  were  reported  in 
1962  by  Whitmore.134  Objective  response 
was  noted  in  3 out  of  3 seminomas,  17  out 
of  25  embryonal  carcinomas,  11  out  of  17 
teratomas,  and  7 out  of  10  choriocarcinomas 
of  the  testis.  At  the  time  of  reporting,  5 
patients  were  still  in  complete  remission. 
Triple  therapy  consists  of  combined  chlor- 
ambucil, methotrexate,  and  actinomycin  D. 

Radiotherapy  and  drug  therapy. 
A number  of  agents  have  been  proposed  as 
radiation  potentiators.  Actinomycin  D is 
the  outstanding  example.  Administration 
of  this  agent  to  patients  who  have  had 
previous  radiotherapy  will  often  cause  skin 
reactions  at  the  site  of  previous  radio- 
therapy. Other  agents  such  as  5-fluoroura- 
cil,  triethylene  melamine,  other  alkylating 
agents,  and  methotrexate  have  been  pro- 
posed for  use  in  combination  with  radio- 
therapy. 

Unfortunately,  there  has  been  little 
evidence  of  true  potentiation  of  radio- 
therapy with  these  combinations.  True 
potentiation  implies  additive  therapeutic 
effect  without  additive  toxicity  or  with  a 
greater  therapeutic  ratio  than  with  either 
agent,  radiotherapy  or  drug,  given  alone. 
A provocative  editorial  on  this  subject  was 
published  recently.81  It  was  the  conclusion 
of  the  writer  that  there  was  little  if  any 
evidence  of  true  potentiation. 

Regional  chemotherapy 

The  concept  of  regional  chemotherapy 
is  an  attractive  one.  The  basic  principle  is 
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to  deliver  a high  concentration  of  the  che- 
motherapeutic agent  to  the  tumor  and 
spare  as  much  as  possible  of  the  normal 
tissue.  A variety  of  technics  have  been 
investigated.  Lawrence135  has  published 
an  encyclopedic  article  which  is  required 
reading  for  anyone  interested  in  this  field. 
He  reviews  all  technics  and  drugs  used  in 
regional  chemotherapy.  He  concludes: 
“For  clinical  treatment  of  cancer,  regional 
chemotherapy  in  its  present  state  appears 
to  be  of  very  limited  value.  In  my  opinion, 
it  remains  an  investigational  technic.” 
The  most  effective  regional  chemotherapy 
is  the  use  of  melphalan  by  perfusion  for 
local  recurrence  of  malignant  melanoma. 

Methylhydrazine 

The  most  recent  agent  to  excite  interest 
is  methylhydrazine  (Natulan).  It  is  ef- 
fective in  Hodgkin’s  disease,  producing 
remissions  as  readily  as  the  alkylating 
agents  or  vinblastine.  136-138  It  has  not 
been  released  yet  for  other  than  experi- 
mental use.  Methylhydrazine  also  seems 
to  be  effective  in  malignant  melanoma  in 
a high  percentage  of  cases.139  If  this  is 
borne  out  by  further  experience,  it  will 
be  an  exciting  development.  I have  treated 
1 patient  with  melanoma  who  had  a com- 
plete remission  induced  by  methyl- 
hydrazine. 

The  chief  toxicity  of  methylhydrazine  is 
on  the  marrow.  Nausea  is  a common 
complication  but  can  be  controlled  easily. 
Transient  mental  changes  and  psychosis 
have  occurred.  The  drug  has  one  great 
advantage  in  that  with  suitable  dose  regi- 
mens it  can  produce  remissions  in  patients 
with  Hodgkin’s  disease  even  after  the  mar- 
row has  been  severely  depressed  by  the 
disease  or  other  chemotherapy.  The  drug 
is  given  orally. 

Treating  pregnant  women  with 
chemotherapeutic  drugs 

The  treatment  of  malignant  disease  in 
the  pregnant  woman  presents  special 
problems.  Two  problems  must  be  con- 
sidered: damage  to  the  fetus  and  produc- 
tion of  a genetic  change  that  may  not  show 
up  until  future  generations.  This  danger 
of  genetic  change  is  a potential  hazard 
with  radiotherapy  and  possibly  with  the 
alkylating  agents.  However,  most  authors 


have  tended  to  disregard  it.  The  greater 
problem  of  damage  to  the  fetus  by  radio- 
therapy or  chemotherapeutic  agents  is  a 
real  one. 

There  are  two  aspects  to  the  problem  of 
fetal  damage:  death  of  the  fetus  and  in- 
duction of  fetal  abnormalities  insufficient 
to  cause  death.  There  have  been  several 
useful  review  articles  on  this  subject.140-143 
Although  there  is  little  that  is  proved, 
several  important  facts  have  emerged. 
Methotrexate  is  contraindicated  in  the  first 
trimester  of  pregnancy.  Fetal  ab- 
normalities and/or  abortion  are  an  almost 
inevitable  result.  Thiersch144  gave  12 
pregnant  women  aminopterin,  a folic  acid 
antagonist,  in  the  first  trimester.  Ten  of 
these  women  had  spontaneous  delivery  of 
the  dead  fetus  soon  thereafter.  Two 
women  had  to  have  surgical  removal  of  the 
fetus.  These  2 fetuses  had  congenital 
abnormalities.  Meltzer145  and  Warkany, 
Beaudry,  and  Hornstein146  have  reported 
the  birth  of  a child  with  multiple  con- 
genital abnormalities  to  a mother  who 
received  aminopterin  in  the  first  trimester 
of  pregnancy  in  an  attempt  to  induce 
abortion.  This  problem  should  not  arise 
often,  because  methotrexate  is  ineffective 
in  adults  except  in  rare  cases  of  acute 
leukemia. 

6-Mercaptopurine  in  a dose  of  2.5  mg.  per 
kilogram  per  day  given  to  pregnant  rats 
had  no  effect  on  the  fetus.147  Higher  doses 
did  cause  fetal  abnormalities,  the  seventh 
and  eighth  day  of  gestation  being  the  time 
of  greatest  sensitivity.  The  usual  dose  of  6- 
mercaptopurine  in  human  beings  is  2.5  mg. 
per  kilogram  per  day.  A partial  search  of 
the  literature  revealed  only  17  pregnancies 
where  6-mercaptopurine  was  given.  140-142. 
148-153  jn  9 0f  these  cases  it  was  given  during 
the  first  trimester,  and  in  2 of  these  cases 
no  information  was  given  as  to  the  stage 
of  pregnancy  in  which  the  drug  was  ad- 
ministered. In  only  1 of  the  17  pregnancies 
did  fetal  abnormalities  occur,  but  this 
mother  received  6-mercaptopurine  plus 
busulfan  in  the  first  trimester.148  She  was 
on  6-mercaptopurine  at  the  time  of  con- 
ception. In  3 other  of  the  17  pregnancies 
the  mother  conceived  while  on  6-mercapto- 
purine.141 l42’ 149  It  would  seem  that  6- 
mercaptopurine  at  a dose  of  2.5  mg.  per 
kilogram  is  relatively  safe  in  the  pregnant 
patient,  although  there  is  some  potential 
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hazard  to  the  fetus,  and  dosage  should  be 
kept  as  low  as  possible. 

Alkylating  agents  are  potentially  toxic 
to  the  fetus  and  in  animals  have  produced 
congenital  anomalies.  A relatively  small 
number  of  patients  who  have  received 
alkylating  agents  during  pregnancy  are 
recorded.  140  141  152  154-160  Excluding  the 
previously  mentioned  infant  with  ab- 
normalities whose  mother  received  busulfan 
and  6-mercaptopurine,  the  one  whose 
mother  received  cyclophosphamide,160  and 
the  one  whose  mother  received  chlor- 
ambucil,159 none  of  the  fetuses  developed 
congenital  abnormalities.  However,  fewer 
than  15  mothers  who  received  alkylating 
agents  in  the  first  trimester  of  pregnancy 
are  reported. 

Recently,  3 patients  have  been  reported 
who  received  vinblastine  during  pregnancy. 
ui-163  Two  of  these  mothers  received  the 
drug  throughout  the  entire  pregnancy,  and 
the  third  received  if  for  eight  weeks  starting 
in  the  seventh  month.  In  all  3 cases,  the 
children  were  normal.  It  should  be  noted 
that  hamsters  who  received  vinblastine 
0.25  mg.  per  kilogram  or  vincristine  on  the 
eighth  day  of  gestation  bore  fetuses  with 
various  defects.164  These  dosages  are  in 
the  range  of  the  usual  dose  in  human 
beings.  Therefore,  the  same  hesitancy 
should  be  observed  in  administering  Vinca 
rosea  alkaloids  in  the  first  trimester  of 
pregnancy  as  with  other  agents. 

Smith,  Sheehy,  and  Rothberg141  reviewed 
the  literature  in  1958  and  were  able  to 
find  54  patients  with  Hodgkin’s  disease 
who  received  radiotherapy  during 
pregnancy.  Naturally,  the  fetus  was  not 
in  the  irradiated  field.  No  harm  to  the 
fetus  was  noted.  Of  course,  how  much 
genetic  damage  occurred,  which  might  show 
up  in  later  generations,  cannot  be  known. 

In  summary,  antifolics  (methotrexate) 
are  contraindicated  in  the  first  trimester 
of  pregnancy.  Although  a potential  hazard 
exists  with  all  anticancer  drugs  and  with 
radiotherapy,  even  with  the  fetus  shielded, 
almost  no  harm  has  occurred.  Un- 
fortunately, there  is  very  little  data  avail- 
able on  the  use  of  anticancer  agents  during 
human  pregnancy. 

Uric  acid  nephropathy 

One  serious  complication  of  therapy  of 
the  lymphomas  and  leukemias  is  uric  acid 
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nephropathy.  In  this  condition,  uric  acid 
crystals  precipitate  in  the  distal  tubules 
and  collecting  ducts  of  the  kidneys,  leading 
to  oliguria  and,  if  untreated,  anuria  and 
death.  A small  number  of  cases  of  this 
complication  have  been  reported.  The 
small  number  of  cases  reported  is  a tribute 
to  the  general  awareness  of  the  dangers 
of  uric  acid  nephropathy  and  the  care  taken 
in  prevention  of  this  condition.  Many 
patients  are  likely  subjects  for  this  com- 
plication. Therefore  constant  care  must 
be  taken  in  its  prevention. 

What  is  the  cause  of  the  elevated  uric 
acid  excretion,  and  by  inference  increased 
production,  in  untreated  leukemia?  The 
marked  turnover  and  increased  production 
of  nucleic  acids,  related  to  the  large  number 
and  rapid  growth  of  tumor  cells,  explains 
this  increased  uricosuria.  The  effects  of 
treatment  further  aggravate  the  uric  acid 
load  the  kidneys  must  excrete,  especially 
when  large  quantities  of  leukemia  or 
lymphomatous  cells  are  destroyed  rapidly. 

Uric  acid  nephropathy  occurs  soon  after 
treatment  is  instituted,  usually  within  six 
days  and  occasionally  within  forty-eight 
hours.  It  is  apparent  that  the  greatest 
danger  lies  in  patients  with  leukemia  with 
initially  elevated  white  blood  counts  who 
respond  rapidly  to  therapy.  Frei  et  aZ.165 
state  that  patients  with  initially  elevated 
serum  and  urine  uric  acid  levels  are  more 
susceptible.  No  patient  with  leukemia, 
acute  or  chronic,  myelocytic  or  lymphocytic, 
is  immune.  Patients  with  lymphosarcoma 
who  have  rapid  dissolution  of  tumor 
masses  due  to  therapy  are  also  susceptible. 
No  cases  of  Hodgkin’s  disease  have  been 
reported  to  develop  uric  acid  nephropathy, 
although  elevated  serum  uric  acid  is  com- 
mon in  this  disease.  It  should  be  pointed 
out  that  one  of  Frei  et  aZ.’s165  cases  of 
acute  leukemia  had  a pretreatment  white 
blood  count  of  11,000.  Despite  this,  severe 
uric  acid  nephropathy  developed.  Other 
factors  which  enhance  the  danger  of  uric 
acid  nephropathy  are  fever  and  dehydration. 
It  would  appear  that  any  form  of  therapy 
which  is  effective  can  induce  the  syndrome 
in  leukemia  or  lymphomas.  Some  idea  of 
the  incidence  of  this  complication  can  be 
gained  from  the  data  of  Frei  et  aZ.165  These 
authors  noted  6 patients  who  developed 
severe  uric  acid  nephropathy  in  a group 
of  57  patients  treated  for  acute  leukemia. 
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The  spontaneous  appearance  of  uric  acid 
nephropathy  in  leukemias  before  institu- 
tion of  therapy  is  rare.  However,  such  an 
occurrence  is  certainly  possible,  especially 
in  a febrile,  dehydrated  child  with  acute 
lymphocytic  leukemia. 

Before  discussing  prophylaxis  and 
therapy  of  uric  acid  nephropathy,  a dis- 
cussion of  pathogenesis  is  in  order.  An 
excellent  discussion  of  the  pathophysiology 
is  presented  in  the  article  by  Frei  et  aZ.165 
These  authors  point  out  that  at  a urine  pH 
of  5.4  one  half  of  the  urine  uric  acid  is  in 
the  un-ionized,  less-soluble  form.  At 
the  physiologic  blood  pH,  over  99  per  cent 
is  in  the  more  soluble,  ionized,  urate  form. 
The  latter  is  not  only  more  soluble  but  also 
tends  to  remain  in  supersaturated  solution 
when  solubility  is  exceeded.  The  maximal 
urine  acidity  and  concentration  occurs  in 
renal  collecting  ducts,  and  it  is  there  that 
these  authors  feel  is  the  initial  and  major 
site  of  uric  acid  precipitation.  They  cite 
microdissection  studies  in  rabbits  infused 
with  uric  acid  to  confirm  this  theory.166 
Pathologic  studies  in  human  beings  with 
uric  acid  nephropathy  tend  to  confirm 
this.  167  168  When  mechanical  obstruction 
of  enough  tubules  occurs,  oliguria  results, 
and  when  all  tubules  are  obstructed,  anuria 
occurs.  The  previous  facts  suggest  that  two 
factors  important  in  prevention  of  uric 
acid  nephropathy  are  urine  volume  and 
urine  pH.  The  larger  the  urine  volume,  the 
greater  the  amount  of  uric  acid  that  can  be 
excreted.  In  addition,  if  the  urine  pH  is 
kept  over  7,  the  greater  amount  of  uric  acid 
will  be  kept  in  the  more  soluble  urate  form. 

Certainly  all  lymphoma  and  leukemia 
patients  who  are  under  treatment  should 
be  kept  adequately  hydrated.  Daily  urine 
volumes  should  exceed  1,000  cc.  per  square 
millimeter  of  body  surface  area.  Alkaliniza- 
tion  of  the  urine  is  advisable  in  the  high-risk 
group.  Probably  all  patients  with  acute 
leukemia  with  initial  white  blood  counts 
over  25,000  should  receive  alkali  for  the 
first  week  of  therapy  if  their  cardiac  or 
renal  status  can  stand  the  sodium  load. 
Rieselbach  et  aZ.169  is  a good  source  for 
information  on  prophylactic  regimens. 

Closely  allied  to  prophylaxis  of  uric  acid 
nephropathy  is  therapy  of  the  advanced 
nephropathy  with  oliguria  or  anuria.  Pro- 
phylactic regimens  become  dangerous  in 
the  face  of  oliguria  and  could  lead  to  serious 


fluid  overload.  Frei  et  aZ.165  recommend 
administration  of  25  Gm.  of  mannitol  per 
square  millimeter  during  a fifteen-minute 
period  to  severely  oliguric  patients.  If 
diuresis  does  not  ensue,  they  recommend 
ureteropelvic  lavage  or  extracorporeal 
hemodialysis. 

Quaker  Ridge  Road 
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Mass  in  Right  Lung 


Case  history 

Francis  Citro,  M.D.*:  A seventy- 

three-year-old  man  had  a four-month 
history  of  occasional  right  chest  pain  and  a 
one-month  history  of  slowly  resolving 
upper  respiratory  tract  infection.  A 15- 
pound  weight  loss  occurred  in  the  last 
month.  There  was  no  hemoptysis.  A 
chest  film  was  made,  and  he  was  referred 
for  further  work-up. 

Physical  examination  revealed  scattered 
rales  at  the  right  base.  The  liver  was 
palpable  3 fingerbreadths  below  the  right 
costal  margin.  The  physical  examination 
was  otherwise  unremarkable. 

Richard  Gerle,  M.D.f:  There  is  a 

poorly  defined  mass  in  the  right  middle  lobe. 
It  seems  to  have  a pleural  component 
which  is  probably  anterior  in  the  cardio- 
phrenic  angle.  The  shadow  demonstrates 
no  area  of  radiolucency,  and  there  is  no 
calcification  within  it.  The  heart  is  not 
enlarged.  The  aorta  is  tortuous.  The 
mediastinum  appears  normal,  and  the 
trachea  is  midline.  The  air  bubble  in  the 
stomach  below  the  diaphragm  is  certainly 
normal. 

If  this  is  a tumor,  it  has  a pleural  com- 
ponent to  it.  Certainly,  the  possibility 
that  this  represents  pulmonary  lymphoma 
or  even  a bronchogenic  carcinoma  cannot 
be  excluded.  However,  because  of  its 
rather  hazy  margins  and  the  pleural  com- 
ponent, one  wonders  whether  we  are  not 
dealing  with  some  form  of  organized 
pneumonitis. 

* Resident  in  Radiology,  Upstate  Medical  Center. 

t Clinical  Instructor  in  Radiology,  Upstate  Medical  Center. 


There  is  a possibility  that  an  unresolved 
pulmonary  infection  may  slowly  evolve 
into  organized  pneumonitis.  At  times 
aspiration  can  result  in  pneumonitis  which 
organizes,  becomes  fibrotic,  and  can  be 
confused  with  pneumonia.  This  pos- 
sibility should  be  considered  in  the  dif- 
ferential diagnosis  of  lower  lobe  or  middle 
lobe  inflammatory  disease.  In  such  in- 
stances the  history  is  of  great  importance 
and  seems  to  exclude  the  possibility  of 
aspiration  pneumonitis  in  this  patient. 

Since  lipoid  pneumonia  very  char- 
acteristically presents  the  roentgen  ap- 
pearance shown  in  this  case,  it  is  important 
in  evaluating  patients  with  chronic  pul- 
monary inflammatory  disease  to  check 
carefully  into  the  history  of  the  use  of  oily 
nosedrops.1  In  this  patient  with  a middle 
lobe  density  very  poorly  defined  and  not 
associated  with  enlarged  lymph  nodes  but 
with  a definite  pleural  component,  the 
possibility  that  the  changes  represent 
lipoid  pneumonia  would  have  to  be  strongly 
considered  (Fig.  1). 

One  might  also  entertain  the  possibility 
of  cholesterol  pneumonia,  that  is,  a chronic 
pneumonitis  containing  fat  of  endogenous 
origin. 

E.  Robert  Heitzman,  M.D.:  I wonder 
if  you  would  say  a bit  more  about  the 
roentgen  diagnosis  of  chronic  bronchitis 
from  the  plain  films.  This  is  a diagnosis 
that  I rarely,  if  ever,  make  from  the  plain 
film  examination. 

Dr.  Gerle:  One  has  to  decide  whether 
the  lung  markings  in  the  peripheral  third  of 


, 
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FIGURE  1.  (A)  Lateral  and  (B)  posteroanterior  films  of  chest  show  poorly  defined  mass  in  right  middle 
lobe.  Mass  has  pleural  component  (arrows)  which  results  in  tenting  of  diaphragm. 


the  lung  are  normal  or  abnormal.  When 
one  sees  multiple  small  nodular  changes 
along  the  course  of  the  finer  vessels  in  this 
portion  of  the  lung,  it  is  my  feeling  that  this 
is  abnormal  lung  secondary  to  an  in- 
flammatory disease  which  is  best  de- 
scribed as  chronic  bronchitis.  Certainly, 
however,  there  is  considerable  debate 
over  whether  this  type  of  roentgen  finding 
is  a reliable  indication  of  chronic  bron- 
chitis. 

John  G.  McAfee,  M.D.*:  Why  do 

you  think  we  still  see  a good  part  of  the 
right  heart  border?  Do  you  think  there 
is  a part  of  the  medial  subsegment  not 
involved? 

Dr.  Gerle:  I agree  that  the  right 

heart  border  is  visible  in  some  places  and 
that  the  medial  segment  of  the  middle 
lobe  is  less  severely  involved  than  the 
lateral. 

Dr.  Gerle’s  diagnosis 

Lipoid,  pneumonia ; right  middle  lobe 

Dr.  Citro:  The  patient  was  operated 

on  and  a firm  mass  was  felt  in  the  right 
middle  lobe.  A right  middle  lobectomy 
was  done. 

* Professor  and  Chairman  of  the  Department  of  Radi- 
ology, Upstate  Medical  Center. 


Thomas  Simon,  M.D. ft  The  middle 
lobe  of  the  right  lung  was  resected.  It 
weighed  90  Gm.  At  the  periphery,  im- 
mediately beneath  the  pleura,  there  was  a 
sharply  demarcated,  irregularly  shaped 
mass,  measuring  5 by  3 by  2.5  cm.  in 
greatest  dimensions.  The  mass  was  firm 
but  soft  and  cut  with  ease.  The  cut  sur- 
face was  variegated  with  yellow-grey, 
black,  and  red  areas.  No  bronchial  ex- 
tension of  the  lesion  was  noted,  and  bronchi 
showed  no  gross  abnormality  other  than 
congestion  of  mucosa. 

The  pleura  over  the  mass  was  thickened 
by  fibrous  tissue. 

Microscopic  examination  of  the  mass 
showed  stuffing  of  alveoli  with  foamy 
macrophages  and  epithelization  of  nearly 
all  alveolar  walls  (Fig.  2).  In  most  areas 
there  was  thickening  of  alveolar  walls  by 
fibrous  tissue  infiltrated  by  lymphocytes 
and  plasma  cells.  In  some  areas  fibrosis 
of  alveolar  walls  had  practically  obliter- 
ated the  alveolar  pattern  (Fig.  3). 

The  tissue  changes  are  such  as  might  be 
seen  in  (1)  the  lung  following  long-stand- 
ing obstruction  of  bronchi,  (2)  chronic 
pneumonitis  of  cholesterol  type,  or  (3) 

t Associate  Professor  of  Pathology,  Upstate  Medical 
Center. 
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FIGURE  2.  Alveoli  filled  with  lipid-laden  macro- 
phages (X  250). 


inhalation  lipoid  pneumonia.*  The  first 
possibility  was  eliminated  because  there 
was  no  evidence,  grossly  or  microscopically, 
of  bronchial  obstruction.  Cholesterol  pneu- 
monitis, which  histologically  resembles 
closely  the  damage  seen  distal  to  a bron- 
chial obstruction,  is  of  unknown  etiology 
but  is  apparently  unrelated  either  to 
bronchial  obstruction  or  to  inhalation  of 
lipid.  It  may  be  differentiated  from 
lipoid  inhalation  pneumonitis  by 
demonstrating  that  the  lipid  is  cholesterol. 
In  this  case  the  pulmonary  lipid  gave  a 
negative  Schultze  test  result  for  cholesterol 
and  cholesterol  esters,  and  chemical  estima- 
tion of  cholesterol  content  in  the  damaged 
lung  showed  only  slight  increase  over 
normal.  Thus,  it  seems  likely  that  most  of 
the  lipid  present  was  inhaled.  It  stained 
pink  with  Sudan  IV  and  failed  to  reduce 
osmium  tetroxide,  strongly  suggesting  that 
it  was  mineral  oil.  On  subsequent  question- 
ing the  patient  admitted  that  he  fre- 
quently used  mineral  oil. 

Final  diagnosis 

Lipoid  pneumonia,  probably  the  result  of 
inhalation  of  mineral  oil 


FIGURE  3.  Thickening  of  alveolar  walls  by  fibrous 
tissue  (upper)  and  fibrous  obliteration  of  alveolar 
pattern  (lower). 


Dr.  Heitzman:  In  most  instances,  this 

is  a difficult  diagnosis  to  make  radio- 
graphically, particularly  when  the  pertinent 
history  is  not  available.  Hampton  et  al.’s3 
article  reviewing  35  cases  indicates  that 
there  are  no  specific  radiographic  findings. 
This  diagnosis  should  not  be  abandoned 
when  the  process  is  unilateral,  since  in  60 
per  cent  of  Hampton’s  cases  the  process 
was  unilateral.  The  lesions  may  appear  as 
nonspecific  infiltrates,  peribronchial  den- 
sities, or,  as  in  this  case,  strikingly  tume- 
factive.  There  even  have  been  some  in- 
stances in  which  the  lesion  appeared  to  be 
composed  of  several  nodules.  It  seems 
that  the  most  logical  way  of  approaching 
this  problem  is  to  try  to  determine  that 
the  process  represents  a chronic  organizing 
pneumonitis  and  then  consider  various 
causes,  as  Dr.  Gerle  did. 
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Hypotension  During  Anesthesia 
in  Narcotic  Addicts 

Revious  Clinical  Anesthesia  Conferences 
have  demonstrated  that  the  causes  of  cir- 
culatory depression  during  the  periopera- 
tive period  are  many  and  varied.  Still 
another  mechanism,  peculiar  to  the  nar- 
cotic addict,  is  illustrated  in  the  following 
case  reports. 

Case  reports 

Case  1.  A fifty-one-year-old  tiny  emaciated 
female,  a life-long  asthmatic,  was  admitted  to 
the  hospital  for  treatment  of  status  asthmaticus. 
When  epinephrine  therapy  had  proved  ineffec- 
tual during  an  asthmatic  episode  twenty-five 
years  ago,  morphine  did  provide  relief  but  also 
led  to  addiction.  She  now  required  morphine  8 
mg.  every  one  and  one-half  to  two  hours.  Pre- 
vious operations  included  subtotal  thyroidec- 
tomy many  years  earlier  for  hyperthyroidism 
i and  right  radical  mastectomy  for  carcinoma  four 
years  previously.  Systolic  blood  pressure  was 
120  mm.  Hg,  diastolic  80,  pulse  rate  104,  and 
weight  77  pounds.  The  mediastinum  was 
shifted  to  the  right,  but  the  right  chest  ex- 
panded well,  with  vesicular  breath  sounds  and 
occasional  wheezing  and  squeaking  rales.  The 
left  chest  was  flat  to  percussion,  and  breath 
sounds  were  absent  on  this  side.  The  diagnosis 
of  pleural  effusion  was  confirmed  by  x-ray  of 
the  chest;  dark  fluid  containing  cancer  cells 
was  obtained  on  thoracentesis.  As  soon  as 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  October  11, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the 
fourth  Monday  of  each  month. 


effective  control  of  her  asthmatic  condition  was 
established  with  administration  of  dexametha- 
sone  (Decadron)  by  inhalation,  prednisone 
tablets  5 mg.  four  times  daily,  and  morphine  8 
mg.  every  two  hours,  exploratory  thoracotomy 
and  probable  pneumonectomy  were  planned. 

Despite  premedication  with  promethazine 
hydrochloride  (Phenergan)  25  mg.  two  hours 
before  the  time  of  operation,  followed  in  one 
hour  by  morphine  8 mg.  and  atropine  0.4  mg., 
the  patient  was  excited  and  apprehensive  on 
arrival  in  the  operating  room.  Anesthesia  was 
induced  with  thiopental  sodium  2 per  cent  in 
divided  doses  totaling  250  mg.  d-Tubocurarine 
6 mg.  provided  adequate  relaxation  of  the  jaw 
for  laryngoscopy,  topical  application  of  tetra- 
caine (Pontocaine)  hydrochloride  2 per  cent  to 
the  vocal  chords  and  trachea,  and  insertion  of  a 
7.5-mm.  cuffed  endotracheal  tube.  Anesthesia 
was  then  maintained  with  nitrous  oxide  and 
halothane  (Fluothane)  in  a semiclosed  system. 
On  opening  the  left  pleural  cavity,  a large 
amount  of  dark  fluid  was  encountered,  and  the 
left  lung  was  found  to  be  totally  collapsed. 
Pneumonectomy  was  proceeding  uneventfully, 
with  blood  pressure  steady  at  90  systolic,  50 
diastolic,  and  pulse  rate  104,  when  the  systolic 
pressure  suddenly  fell  to  40  and  the  diastolic  to 
0 with  no  change  in  pulse  rate.  Since  blood 
loss  had  been  minor,  ephedrine  10  mg.  and 
methoxamine  hydrochloride  (Vasoxyl)  2 mg. 
were  administered  intravenously,  but  when  only 
a slight  rise  in  systolic  and  diastolic  pressures 
resulted,  whole  blood  500  ml.  was  infused 
rapidly.  Ten  minutes  later  blood  pressure 
again  fell  to  systolic  40  and  diastolic  0.  It  then 
was  noted  that  the  hitherto  unexplained  hypo- 
tension had  occurred  about  two  and  one-half 
hours  after  the  preanesthetic  administration  of 
morphine,  suggesting  the  possibility  of  with- 
drawal syndrome.  Morphine  10  mg.  was  in- 
jected intravenously  over  a four-minute  period, 
with  sudden  dramatic  rise  in  blood  pressure  to 
106  systolic  and  50  diastolic.  When  two  hours 
later  the  blood  pressure  fell  sharply  to  68  sys- 
tolic and  44  diastolic  without  change  in  pulse 
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rate,  prompt  restoration  again  followed  the 
intravenous  administration  of  morphine  8 mg. 
No  further  circulatory  disturbances  were  en- 
countered. The  vital  signs  remained  normal 
throughout  the  postoperative  recovery  and  con- 
valescence, during  which  administration  of  mor- 
phine 10  mg.  every  two  hours  was  continued. 

Case  2.  A thin  pale  twenty-seven-year-old 
male  psychiatric  patient  with  severe  personality 
disorder  had  undergone  appendectomy  six  weeks 
earlier  but  continued  to  complain  of  abdominal 
pain  and  persistent  tenderness  in  the  right  lower 
quadrant.  A known  narcotic  addict,  he  was 
receiving  levorphanol  tartrate  (Levo-Dromoran) 
2 mg.  every  two  hours  and  promazine  hydro- 
chloride (Sparine)  150  mg.  every  four  hoars. 
Blood  pressure  was  120  mm.  Hg  systolic,  80 
diastolic,  pulse  rate  100,  respiratory  rate  24, 
temperature  37  C.,  hemoglobin  15.9  Gm.  per 
100  ml.,  and  hematocrit  41.  Exploratory 
laparotomy  was  planned. 

Preanesthetic  medication  consisted  of  levor- 
phanol tartrate  3 mg.  and  atropine  0.4  mg.  one 
hour  prior  to  operation.  He  was  calm  on 
arrival  in  the  operating  room,  with  systolic 
pressure  120,  diastolic  70,  and  pulse  rate  96. 
Thiopental  sodium  175  mg.  was  administered 
intravenously  followed  by  succinylcholine  40 
mg.  to  facilitate  endotracheal  intubation.  An- 
esthesia was  maintained  by  intermittent  ad- 
ministration of  cyclopropane  in  a closed  system. 
Fluid  therapy  consisted  of  glucose  5 per  cent  in 
saline  for  the  first  ninety  minutes,  then  whole 
blood  for  concomitant  replacement  of  operative 
blood  loss.  After  two  hours  and  ten  minutes, 
blood  pressure  declined  sharply  from  130  to  100 
systolic  and  from  80  to  60  diastolic,  while  the 
pulse  rate  rose  from  92  to  132.  Concurrently, 
twitchings  of  the  right  shoulder  and  both  legs 
and  sweating  of  the  forehead  were  observed. 
Levorphanol  tartrate  1 mg.  injected  intra- 
venously at  once  and  again  five  minutes  later 
resulted  in  restoration  of  blood  pressure,  fall  in 
pulse  rate,  and  disappearance  of  twitching  and 
sweating.  The  operative  procedure,  which  con- 
sisted of  lysis  of  adhesions  and  resection  of  small 
bowel,  required  six  hours  and  fifteen  minutes. 
A second  episode  of  hypotension  and  sweating 
occurring  three  hours  and  five  minutes  after  the 
first  intravenous  injection  of  levorphanol  tar- 
trate was  similarly  corrected  by  two  successive 
injections  of  1 mg.  each. 

Comment 

Depending  on  the  specific  narcotic  drug 
involved,  symptoms  of  abrupt  withdrawal 
in  the  awake  addict  may  include  mydriasis, 
lacrimation,  coryza,  rhinorrhea,  sneezing, 
yawning,  restlessness,  irritability,  tremor, 
chills  alternating  with  flushing  and  ex- 
cessive sweating,  pilomotor  activity  re- 
sulting in  gooseflesh,  headache,  weakness, 


depression,  anorexia,  nausea,  retching, 
vomiting,  intestinal  spasm,  diarrhea,  ab- 
dominal cramps,  bone  pains  and  muscle 
spasms  of  back  and  extremities,  tachy- 
cardia, hypertension,  and  occasionally  car- 
diovascular collapse.12  Most  of  these 
manifestations  are,  of  course,  masked  by 
the  coexisting  state  of  general  anesthesia. 
Some  of  the  ancillary  indications,  twitching 
and  sweating,  were  observed  in  Case  2, 
but  the  prominent  feature  in  both  case  re- 
ports was  a sudden,  unexplained  fall  in 
blood  pressure  during  an  otherwise  un- 
eventful surgical  and  anesthetic  course. 
The  time  sequence  is  also  of  interest.  In 
both  cases,  the  withdrawal  hypotension  oc- 
curred within  an  hour  or  so  after  interrup- 
tion of  the  patient’s  usual  narcotic  dosage 
schedule. 

It  is  known  that  circulatory  collapse 
during  withdrawal  in  unanesthetized  nar- 
cotic addicts  is  usually  rapidly  reversible 
by  the  intravenous  administration  of  mor- 
phine 10  mg.2  The  present  cases  demon- 
strate that  during  general  anesthesia  com- 
parable results  can  be  obtained  by  slow 
cautious  injection  of  morphine  or  the  spe- 
cific narcotic,  if  known. 

The  reported  decrease  in  hemoglobin  and 
hematocrit  in  addicts3  could  render  cir- 
culatory status  precarious  and  vulnerable 
to  postural  changes  or  depressant  effects  of 
anesthetic  drugs,  but  there  is  no  evidence 
for  this  in  either  of  the  cases  reported.  In- 
deed, no  such  decrease  occurred  in  Case  2, 
although  the  data  for  hemoglobin  and 
hematocrit  are  consistent  with  the  possi- 
bility of  a contracted  blood  volume,  while 
in  Case  1 information  is  lacking.  These 
considerations  do,  however,  emphasize  the 
need  for  careful  exclusion  of  more  usual 
causes  of  hypotension  before  withdrawal 
syndrome  is  invoked  as  the  causative  mech- 
anism. 
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Ottr  society  is  engaged  in  a most  exten- 
sive and  energetic  preoccupation  with  the 
relationship  between  food  intake  and  weight 
gain — a preoccupation  which  for  9.5  million 
Americans  has  resulted  in  the  decision  to 
diet.  However,  although  the  intensity  of 
the  current  alimentary  interest  seems  to 
represent  a new  sociologic  trend,  it  must 
not  be  regarded  as  a phenomenon  peculiar 
to  this  generation  alone. 

Certain  of  our  eating  habits  appear  to 
have  an  almost  traditional  quality;  nearly 
everyone,  for  instance,  remembers  having 
been  told  as  a child  to  chew  each  bite 
thoroughly  before  swallowing  it,  and  yet 
few  people  are  aware  that  the  author  of  this 
dogma  was  one  of  the  most  prominent 
American  food  faddists  of  the  twentieth 
century,  Horace  Fletcher.  Although  it 
rarely  occurs  in  contemporary  conversation 
or  literature,  the  term  “fletcherism”  is 
still  a recognized  one,  appearing  in  the 
latest  editions  of  several  dictionaries. 
Webster’s  International  Dictionary,  for 
instance,  not  only  defines  fletcherism  as 
“The  practice  of  eating  only  when  hungry, 
and  especially  of  chewing  one’s  food  thor- 
oughly,” but  also  includes  a noun,  “Fletch- 
erite”  and  a verb,  “Fletcherize.”  Dor- 
land’s  Illustrated  Medical  Dictionary  de- 
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scribes  fletcherism  as  “The  thorough  mas- 
tication of  solid  food  and  the  taking  of 
liquids  by  sips.”  The  innovation  of  this 
method  is  ascribed  to  Horace  Fletcher, 
American  dietitian,  1849  to  1919. 

Even  though  lexicographers  persist  in 
including  the  term  “fletcherism,”  and 
mothers  still  instruct  their  offspring  to 
masticate  their  food  thoroughly,  the  fad 
and  its  innovator  remain  only  in  the  mem- 
ory of  a few.  One  of  the  authors  recalls  a 
sign  in  the  outskirts  of  his  home  town, 
Lawrence,  Massachusetts,  commemorating 
the  birthplace  of  Horace  Fletcher  and  his 
method  of  fletcherism.  During  the  last 
forty  years,  however,  the  plaque  disap- 
peared, and  the  town  clerk  could  neither 
recall  nor  find  any  record  of  this  memorial. 
As  is  the  nature  of  any  fad,  fletcherism  was 
not  destined  for  longevity. 

The  period  in  which  Fletcher  began  to 
experiment  with  his  method  of  mastication 
marked  the  demise  of  certain  ideals  that 
had  endured  for  centuries.  The  propor- 
tions of  the  Rubensesque  figure,  previously 
admired  as  symbolic  of  affluence  and  beauty, 
no  longer  held  any  appeal.  As  abundance 
of  food  spread  throughout  the  social  strata, 
plumpness  as  an  ideal  was  forced  to  yield 
to  the  fashion  of  slimness. 

Origin  of  fletcherism 

The  birth  of  the  fad  occurred  in  1889 
when  Horace  Fletcher,  a retired  forty- 
year-old  business  man,  applied  for  life 
insurance  and  was  rejected  because  of  a 
stomach  ailment.  “At  forty  years  of  age,” 
he  stated  in  one  of  his  manifestoes,  “my 
hair  was  white.  I weighed  217  pounds 
(about  50  pounds  more  than  I should  for 
my  height,  which  is  five  feet  six  inches) . . . 
I was  afflicted  with  that  ‘tired  feeling.’”1 
This  refusal  prompted  him  to  ponder  on 
his  eating  habits,  and,  recalling  the  advice 
of  Prime  Minister  Gladstone,  Fletcher 
began  a new  plan.  Gladstone  had  ad- 
vocated that  each  morsel  of  food  be  chewed 
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32  times,  that  is  to  say,  one  chew  per  tooth. 
Taking  this  method  a step  further,  Fletcher 
advised  chewing  each  bite  50  or  60  times. 
The  rationale  for  his  system  was  threefold: 
The  only  true  indicator  for  the  amount  of 
nourishment  needed  by  the  body  is  the 
appetite;  health  and  well-being  can  be 
achieved  and  maintained  on  only  one  third 
of  the  food  previously  eaten;  and  the 
mouth  is  the  site  of  the  most  important 
stage  of  digestion.2 

Fletcher  was  not  content  to  enjoy  his 
system  and  its  benefits  by  himself;  he 
became  an  apostle  of  health  through  thor- 
ough mastication.  He  publicized  his  thesis 
in  a book,  The  ABZ  of  Human  Nutrition, 
and  in  a pamphlet,  Nature’s  Food  Filter, 
or  What  and  When  to  Swallow,  he  described 
the  “food  gate”  at  the  back  of  the  mouth 
through  which  food  chewed  50  times  be- 
came liquefied  and  disappeared.  Fletcher 
lost  65  pounds,  and  news  of  his  accomplish- 
ment soon  caused  others  to  “fletcherize.” 
The  first  major  adoption  of  fletcherism  was 
at  Yale  University.  There,  under  the 
direction  of  Prof.  Russel  H.  Chittendon,  a 
six-month  program  began  in  which  the 
participants  were  professors,  athletes,  and 
soldiers.  For  half  a year  they  ate  only 
when  appetite  was  strong  and  chewed  all 
food  until  it  was  liquefied.  Throughout 
this  period  it  was  noted  that  each  man  en- 
joyed a 50  to  200  per  cent  increase  in  the 
efficiency  of  his  work,  and  at  the  end  of  the 
experiment,  the  entire  group  claimed  to  feel 
healthier  than  before.  Not  long  after  the 
Yale  program,  West  Point  prescribed 
fletcherism  for  its  cadets.  Other  adherents 
of  fletcherism  included  Upton  Sinclair  and 
Michael  Williams.3 

A prominent  journalist  of  the  time, 
Isaac  F.  Marcosson,  was  deeply  impressed 
by  Fletcher  and  called  his  innovation 
“the  practice  of  right  eating  and  of  perfect 
nutrition  which  is  making  people  healthy 
and  the  world  a better  place  to  live  in.”2 
While  lecturers  both  in  this  country  and  in 
Great  Britain  were  stressing  the  anatomic 
sense  and  nutritional  benefits  of  Fletcher’s 
method,4  Marcosson  preferred  to  emphasize 
the  sociologic  and  pyschological  im- 
provements that  accompany  fletcherism. 
Fletcher  himself  claimed  that  if  his  method 
were  universally  adopted,  there  would  be 
“no  slums,  no  degeneracy,  no  criminals, 
no  policemen,  no  criminal  courts,  and  yet  a 


whole  world  of  people  all  expressing  differ- 
ences— but  constructively,  not  destruc- 
tively.”2 

Principles 

The  “gospel”  of  fletcherism  as  expressed 
by  the  faddist  himself5  revolves  around 
the  following  five  principles:  (1)  Wait  for 

a true  earned  appetite;  (2)  select  from  the 
food  available  that  which  appeals  most  to 
appetite  and  in  order  called  for  by  appetite; 
(3)  get  all  the  good  taste  there  is  in  food 
out  of  it  in  the  mouth,  and  swallow  only 
when  it  practically  swallows  itself;  (4) 
enjoy  the  good  taste  for  all  it  is  worth,  and 
do  not  allow  any  depressing  or  diverting 
thought  to  intrude  on  the  ceremony;  and 
(5)  wait,  take,  and  enjoy  as  much  as  pos- 
sible what  appetite  appeases,  nature  will 
do  the  rest.5 

The  outcome  of  devotion  to  the  prin- 
ciples of  fletcherism  is  obvious.  For  ex- 
ample, instead  of  investing  the  enormous 
amount  of  energy  required  to  eat  a steak, 
the  participants  in  the  Yale  program  began 
to  choose  softer  and  less  nourishing  food, 
such  as  mashed  potatoes  or  applesauce. 
Horace  Fletcher  himself  was  the  perfect 
illustration  of  the  pitfalls  of  his  practice. 
The  effort  of  chewing  caused  Fletcher  to 
reflect  that  perhaps  man  did  not  require 
as  much  food  as  he  had  thought,  and  so  he 
cut  his  intake.  The  first  step  was  to 
eliminate  meat;  then  he  limited  himself  to 
beans,  corn  bread,  and  potatoes.  From 
three  meals,  he  went  to  two,  and  finally  to 
just  one  meal  a day.  Later,  he  found  that 
he  could  subsist  by  alternating  between  one 
meal  a day  and  fasting.  All  food  that  did 
not  liquefy  after  thorough  chewing  he 
expectorated.  The  physiologic  conse- 
quences were  serious;  not  only  did  his  teeth 
decay  because  of  improper  nourishment, 
but  also  he  developed  a monumental  and 
permanent  case  of  constipation  due  to  the 
absence  of  solids  in  his  diet.  His  resist- 
ance became  low,  and  finally  chronic  bron- 
chitis, complicated  by  malnutrition,  caused 
the  faddist’s  death. 

Comment 

Although  fletcherism,  like  all  fads,  was 
destined  to  perish,  it  did  enjoy  an  enor- 
mous popularity  at  the  turn  of  the  century 
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and  had  the  dubious  distinction  of  being 
the  forerunner  of  the  current  food  fads.6 
Its  success  must  be  attributed  to  the  fact 
that  its  innovator  had  the  perception  and 
shrewdness  to  endow  his  method  with  these 
three  features:  anatomic  pretensions  (de- 
scriptions of  the  “food  gate”  at  the  back 
of  the  mouth,  complete  with  intricate  dia- 
grams); attractions  for  the  budget-minded 
(the  economy  of  eating  less);  and  appeal 
to  the  universal  common  sense  (the  achieve- 
ment of  health  through  appetite  and  taste). 


Kidney  dialysis 

Seventeen  patients  with  life-threatening 
kidney  conditions  have  regained  their  health 
by  use  of  the  artificial  kidney  at  the  State 
University  of  New  York  Downstate  Medical 
Center  in  Brooklyn.  The  actual  therapeutic 
procedure  that  has  prevented  death  for  each 
of  the  patients  is  known  as  intermittent  hemo- 
dialysis. In  the  procedure,  certain  harmful 
waste  chemicals  are  removed  from  the  patient’s 
system  and  replaced  by  balanced  chemical 
factors. 

Of  the  17  patients  treated  to  date,  each  was 
one  to  three  weeks  away  from  death  when  the 
treatment  was  initiated.  Not  only  have  all 
survived  for  two  to  twenty-one  months,  but 
15  have  returned  to  jobs,  1 is  looking  for  a job, 
and  the  final  patient  will  probably  do  so  soon. 
All  were  treated  on  an  outpatient  basis,  and 
none  developed  complications  from  the  pro- 
cedure. 
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The  patient  comes  to  the  hospital  for  his 
treatment  twice  a week,  in  the  afternoons. 
He  remains  until  about  breakfast  time  the 
following  morning.  During  this  period  he  is 
connected  to  the  artificial  kidney  by  two  tubes — 
one  placed  in  a vein  the  other  in  an  artery. 
Overnight  the  artificial  kidney  withdraws 
unwanted  and  dangerous  fluids  containing 
various  chemicals  and  re-establishes  a safe 
chemical  body  fluid  composition.  The  patient 
is  awake  and  comfortable  and  can  watch  tele- 
vision, listen  to  the  radio,  make  telephone 
calls,  and  converse  normally. 

As  in  many  cases  of  diabetes,  the  treatment 
for  this  type  of  kidney  disease  must  continue 
through  life.  Thus,  the  dialyzed  patients 
must  receive  the  treatment  every  week  for 
the  remainder  of  their  lives.  Aside  from  death, 
the  alternative  to  hemodialysis  is  surgical 
kidney  transplant,  a procedure  which  has 
proved  successful  only  in  50  per  cent  of  the 
cases  during  the  first  postsurgical  year. 
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|n  1964  the  Congress  passed  a law  requir- 
ing the  Federal  government  to  establish 
safety  standards  for  all  government-pur- 
chased cars.  The  background  for  this  law 
extends  back  to  1957.  A then  senator 
Lyndon  B.  Johnson,  with  the  help  of  several 
engineers  and  physicians,  wrote  a bill  es- 
tablishing an  auto  safety  division  of  the 
Department  of  Health,  Education,  and 
Welfare.  This  bill  eventually  reached  the 
hands  of  former  representative  Kenneth 
Roberts  of  Alabama.  The  bill  was  with- 
drawn in  1961,  because  strong  opposition  by 
the  industry  was  anticipated  and  the  pres- 
ent law  substituted.  In  spite  of  the  com- 
promise bill,  the  industry  opposition  was 
strong.  In  spite  of  this,  the  bill  was  passed 
and  signed  by  President  Johnson  in  August, 
1964. 

Presented  at  the  Annual  Meeting  of  the  Connecticut 
State  Medical  Society,  Hartford,  Connecticut,  April  28,  1966. 


First  safety  measures 

The  General  Services  Administration  was 
selected  to  administer  the  law,  and  the  first 
17  standards  were  developed  and  published 
in  June,  1965. 1 These  standards  apply  to 
the  1967  model  cars  (introduction  in 
September,  1966). 

The  necessity  for  this  law  arose  from  the 
industry’s  failure  to  make  available  and 
install  well-proved,  common  sense  safety 
devices  and  design  features.  In  the  past 
sporadic  attempts  have  been  made,  but  the 
efforts  were  often  short-lived  in  spite  of 
their  obvious  value  to  the  automobile  occu- 
pant. Examples  are  safety  dashboard 
designs  and  seat  belts.  C.  L.  Straith, 
M.D.,  a plastic  surgeon  from  Detroit,  in 
1929  pointed  out  the  dangers  of  current 
dashboard  design.  In  response,  Chrysler 
Corporation  introduced  a dashboard  with 
smooth  rounded  contours  and  with  recessed 
instruments  and  controls.  This  dash  was 
used  for  three  years  but  then  dropped  and 
not  reconsidered  again  until  the  present 
standards  law  was  passed. 

In  1949  seat  belts  were  made  available  as 
optional  equipment  on  Nash  products,  now 
American  Motors.  In  addition,  the  dash 
was  moved  far  enough  forward  so  that  the 
occupant  could  jackknife  over  the  belt 
without  hitting  the  dash  with  his  head. 
This  was  an  excellent  design  but  again  was 
dropped  after  a few  years.  The  best  known 
effort  was  that  of  Ford  Motor  Company  in 
1955  when  a well-conceived  package  con- 
sisting of  a collapsible  steering  wheel, 
padded  dash  and  padded  visors,  and  safety 
door  latches  was  introduced.  This  was 
based  on  research  conducted  at  the  Cornell 
Aeronautical  Laboratory  and  by  Ford 
Motor  Company.  The  effort  was  a sales 
failure  from  which  Ford  Motor  Company 
did  not  recover  until  the  1957  models  were 
on  the  market.  These  cars  had  a flashy 
finned  body  design  and  much  larger  engines. 

In  spite  of  the  pronouncements  of  the 
industry’s  critics,  Detroit  has  not  been 
completely  remiss  in  the  field  of  safety. 
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The  industry  does  more  research  in  auto- 
mobile safety  than  anyone  else  in  the  world, 
and  their  safety  engineers  have  the  knowl- 
edge and  ability  to  build  a very  safe  car. 
Some  very  significant  changes  have  been 
made  in  cars  in  the  last  ten  years  which 
made  them  much  safer  than  their  predeces- 
sors. Brakes  have  been  greatly  improved, 
and  the  more  efficient  disk  brake  has 
reached  a point  of  development  where  it  can 
be  used  in  adverse  climates  such  as  ours 
with  complete  reliability  and  durability. 
Suspension  systems  and  handling  of  cars 
has  also  improved  greatly  because  of  im- 
proved design  both  in  the  car  and  in  tire 
design.  The  low-profile  tire  is  a direct 
result  of  efforts  to  improve  handling  with- 
out sacrificing  comfort. 

Front-end  construction  using  large 
amounts  of  sheet  metal  makes  it  possible  for 
the  restrained  or  belted  occupant  to  survive 
severe  front-end  impacts.  This  design  was 
an  accident  at  first,  but  it  is  now  inten- 
tional. The  gradual  collapse  of  the  front- 
end  sheet  metal  makes  the  majority  of 
accidents  survivable  if  the  interior  of  the  car 
is  properly  designed.  Windshield  glass  was 
greatly  improved  with  the  introduction  of 
the  1966  models.  A thicker  plastic  inter- 
layer is  now  used  which  has  raised  the 
penetration  level  but  not  the  breaking  point 
of  the  glass.  Partial  penetration  of  the 
head  is  responsible  for  most  of  the  severe 
facial  lacerations  seen  in  automobile  acci- 
dents. The  new  glass  penetrates  at  24 
mph  compared  to  8 mph  for  the  older  cars. 
Last,  larger  engines  are  a safety  factor, 
particularly  for  expressway  driving  where 
reasonable  acceleration  rates  are  necessary 
to  enter  a moving  stream  of  traffic.  De- 
troit leads  the  world  in  the  development  of 
powerful,  efficient,  and  long-lived  engines. 

Most  of  Detroit’s  newly  introduced 
safety  features  have  been  necessitated  by 
the  greatly  improved  performance  of  the 
cars.  They  have  been  remiss  in  applying 
some  well-proved  and  obvious  safety  fea- 
tures, particularly  in  the  area  of  occupant 
protection.  It  is  toward  this  area  that  the 
Federal  Standard  515  has  been  directed; 
11  of  the  17  existing  standards  simply  codify 
the  use  of  readily  available  safety  items. 

Required  safety  devices 

Readily  available  safety  devices  and 
design  features  now  required  by  Federal 
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standard  515  are:  (1)  safety  door  latches 

and  hinges,  (2)  stronger  seat  and  seat 
anchorages,  (3)  safety  glass,  (4)  fail-safe 
brake  systems,  (5)  standard  bumper 
heights,  (6)  standard  gear  selector  quad- 
rants, (7)  windshield  wiper  standards,  (8) 
emergency  light  flasher  system,  (9)  tire 
standards,  (10)  backup  lights,  and  (11) 
outside  rearview  mirrors. 

The  remaining  six  standards  directly 
affect  the  well-being  and  survivability  of 
the  automobile  occupants.  Four  standards 
are  concerned  with  accident  injury  preven- 
tion and  attenuation,  one  with  driver  vi- 
sion, and  one  with  air  pollution. 

Safety  standards  directly  affecting  oc- 
cupant survivability  and  well-being  are: 
(1)  shoulder  harness  anchors,  (2)  forward 
compartment  impact  protection  such  as 
dashboard  design  and  so  on,  (3)  instrument 
and  control  safety  design,  (4)  steering  wheel 
and  column  safety  design,  (5)  glare  reduc- 
tion surfaces,  and  (6)  exhaust  emission 
controls. 

Federal  standards 

The  first  standard  of  Federal  standard 
515  requires  anchorages  for  shoulder  har- 
nesses. There  is  an  obvious  need  for 
restraint  systems  which  will  prevent  the 
occupant  from  jackknifing  forward  and  in- 
juring his  face  and  skull  on  the  dashboard, 
windshield,  or  steering  wheel.  Skull  and 
facial  injuries  occur  in  spite  of  the  use  of  seat 
belts.  The  value  of  shoulder  harnesses  was 
demonstrated  in  a comparison  study  of 
racing  accidents  in  1963. 2 The  United 
States  Auto  Club,  racing  single-seated  cars, 
required  shoulder  harnesses  while  the 
Sports  Car  Club  of  America,  racing  two- 
seated  cars,  did  not  use  harnesses.  Com- 
parison of  injury  patterns  revealed  that 
head,  neck,  upper  extremity,  and  upper 
torso  injuries  were  more  than  twice  as 
frequent  when  harnesses  were  not  used. 

Dashboards  are  covered  by  the  next  two 
standards  which  establish  performance 
requirements  for  padding  and  require  that 
instruments  either  be  located  away  from  the 
occupant  contact  area  of  the  instrument 
panel,  be  recessed,  or  be  of  breakaway 
construction  so  that  injury  will  not  occur. 
Standards  are  also  set  for  the  steering  wheel 
so  that  it  will  break  away  or  collapse  at  a 
level  below  the  point  of  serious  injury 
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production.  In  addition,  the  protrusion  of 
the  column  into  the  car  is  limited  to  5 inches 
with  a standardized  barrier  impact.  Glare 
reduction  treatment  of  surfaces  within  the 
visual  field  of  the  driver  is  required.  This 
standard  is  aimed  at  reducing  distracting 
reflections  from  surfaces  on  the  windshield 
wipers,  window  mouldings,  and  adjacent 
areas. 

Exhaust  emission  controls  will  be  re- 
quired to  reduce  air  pollution  with  hydro- 
carbons. California  standards  have  been 
adopted  for  this  standard.  Control  devices 
are  now  required  standard  equipment  for  all 
1966  model  cars  sold  in  California. 

Many  of  the  present  standards  are 
minimal.  Most  of  the  present  model  cars 
with  a few  changes  or  added  accessories  can 
meet  these  standards.  The  most  en- 
couraging aspect  of  the  standards  develop- 
ment has  been  the  widespread  acceptance 
by  the  industry.  Technically,  the  stand- 
ards apply  only  to  government-purchased 
cars  which  number  between  35,000  and 
60,000  a year.  This  number  is  large 
enough  so  that  the  industry  has  found  it 
feasible  to  include  on  all  new  cars  many  of 
the  changes  necessitated  by  the  standards. 
Examples  are  shoulder  harness  anchors  in 
Chrysler  Corporation  products  and  on  all 
1966  model  cars,  padded  dashboards,  the 
four-way  emergency  light  flashers,  and  rear 
seat  lap  belts.  On  the  1967  models,  col- 
lapsible steering  wheels  will  be  installed  on 
American  Motors  and  General  Motors 
products  and  dual  fail-safe  braking  systems, 
shoulder  harness  anchors,  and  folding  seat 
back  locks  on  all  models. 

Revision  of  the  present  standards  and  the 
development  of  new  standards  has  already 
begun.  The  General  Services  Administra- 
tion obtains  the  best  advice  possible  in 
writing  the  standards.  The  author  has 
participated  as  a representative  of  the 
American  Association  for  Automotive 
Medicine.  The  industry  is  represented  by 
their  safety  engineers  and  executives. 
Representatives  from  universities  which 
have  conducted  research  in  the  field  and 
various  interested  and  knowledgeable 
people  both  in  and  out  of  the  industry  and 
government  are  included.  A small  working 
committee  met  last  December  and  proposed 
revisions  of  present  standards  and  seven 
new  standards  which  will  go  into  effect  in 
September,  1967  for  the  1968  models. 


Proposed  requirements 

Shoulder  harness  anchorages  will  be 
required  in  outboard  rear  seats.  Protec- 
tion for  the  occupant  who  does  not  use  a 
seat  belt  was  considered,  but  acknowledg- 
ment of  this  problem  was  not  made,  at  least 
for  the  present.  Usage  rates  for  seat  belts 
are  discouragingly  low.  Cornell  Aero- 
nautical Laboratory  reports  that  usage 
rates  have  dropped  below  30  per  cent  for 
1965  model  cars.  These  data  are  based  on 
a sample  of  222  cars  with  447  occupants. 3 

In  the  past  higher  usage  rates  have  been 
obtained  because  belts  were  present  only 
when  the  owner  of  a car  took  the  trouble  to 
order  or  actually  install  the  belts  himself. 
Now  there  are  many  cars  with  belts  which 
were  required  by  law  and  in  which  the 
owner  has  little  or  no  interest.  Discourag- 
ing as  this  may  be,  it  is  most  important  that 
design  efforts  be  directed  toward  the  unre- 
strained occupant. 

Although  specific  design  concern  for  the 
unrestrained  occupant  was  not  acknowl- 
edged by  the  General  Services  Administra- 
tion, improved  dash  standards  are  pro- 
posed. Padding  of  the  windshield  frame 
will  be  required.  For  the  first  time,  the 
lower  dash  is  considered;  instruments  and 
controls  are  to  be  moved  away  from  this 
area  or  are  to  be  recessed.  Padding  and 
collapsible  sheet  metal  designs  will  be 
required  for  energy  absorption.  Serious 
injury  to  the  knee,  femur,  and  hip  can  occur 
when  the  knee  contacts  the  dash  even 
though  belts  are  in  use.  Crash  tests  dem- 
onstrate that  the  restrained  occupant 
moves  forward  6 to  9 inches.  For  all  but 
the  smallest  occupants,  contact  with  the 
dash  is  an  almost  certainty.  Cadillac 
Motor  Car  Division  last  year  introduced  an 
excellent  dash  design  which  offers  protec- 
tion in  this  area.  The  dash  has  been 
lowered  to  within  11  inches  of  the  floor,  is 
covered  with  plastic,  and  is  of  a collapsible 
design.  Rover,  an  English  car,  has  pad- 
ding in  this  same  area  which  extends  all  the 
way  to  the  floor.  Besides  protecting  the 
knees,  designs  of  this  type  will  prevent 
unrestrained  occupants  from  being  thrown 
forward,  wedging  themselves  beneath  the 
dash.  This  usually  produces  acute  flexion 
and  may  rupture  organs  such  as  the  spleen, 
liver,  or  kidneys. 

Another  consideration  given  to  the  un- 
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restrained  occupant  is  the  inclusion  of  the 
dash  area  in  front  of  the  steering  wheel. 
The  present  standard  excludes  this  area  of 
the  dash  on  the  premise  that  the  restrained 
occupant  would  strike  the  steering  wheel. 
However,  with  left  hand  corner  impacts 
which  occur  so  frequently  in  head-on 
crashes,  forces  cause  the  right  front  seat 
occupant  to  be  thrown  into  this  area  of  the 
dash  in  front  of  the  steering  wheel. 

Other  newly  proposed  standards  include 
head  rests  to  prevent  hyperextension  in- 
juries of  the  neck.  Head  rests  were 
omitted  from  the  initial  17  standards, 
because  National  Safety  Council  statistics 
do  not  truly  represent  the  frequency  of  this 
type  of  accident.  Statistics  from  New 
York  State  for  1964  revealed  that  41  per 
cent  of  all  accidents  were  rear  end  collisions. 
On  the  Chicago  expressway,  the  incidence  is 
56  per  cent.  According  to  Ian  McN ab, 4 one 
fifth  of  such  accidents  result  in  neck  injury. 
In  recent  discussions  with  the  industry,  this 
standard  has  been  accepted  with  little 
objection.  Several  luxury  models  of  each 
manufacturer  already  offer  head  rests  of 
suitable  strength. 

Roll  bars  are  a second  newly  proposed 
standard.  At  this  time  they  will  apply 
only  to  commercial  passenger-carrying  ve- 
hicles such  as  jeeps  but  it  is  hoped  that  they 
will  be  extended  to  open  cars.  Practically 
speaking,  the  government  does  not  pur- 
chase convertibles,  and  it  has  not  been 
possible  to  interest  the  General  Services 
Administration  in  broader  application  in 
this  standard.  However,  broader  applica- 
tion is  a distinct  possibility  in  the  future, 
and  it  is  then  that  the  standard  might  be 
extended  to  all  open  cars. 

Other  proposed  standards  require  pad- 
ding for  the  backs  and  tops  of  the  front  seats 
for  protection  of  the  rear  seat  occupants  and 
safety  treatment  of  ash  trays  and  cigaret 
lighters.  Door  controls  and  armrests  are 
also  to  be  recessed  or  of  breakaway  design. 
New  external  standards  will  require  side- 
marking reflectors  or  lights  and  rear 
window  defoggers. 

Future  standards 

What  can  be  expected  in  the  future  of 
these  standards?  They  will  be  revised  on  a 
yearly  basis.  They  represent  the  most 
practical  and  sound  application  of  knowl- 


edge gained  in  automobile  safety  research. 
Because  the  preponderance  of  committee 
membership  is  from  industry,  it  is  unlikely 
that  untested  standards  of  dubious  value 
will  be  foisted  on  the  industry  and  the 
public.  The  yearly  revisions  will  permit 
introduction  of  new  standards  as  their  value 
becomes  apparent  and  will  make  revision 
and  changes  in  the  existing  standards  possi- 
ble as  experience  and  knowledge  accumu- 
late. 

The  sources  of  future  knowledge  will  be 
diverse.  Wayne  State  University;  the 
Universities  of  Southern  California,  Michi- 
gan, Minnesota,  and  Cornell;  and  the 
Massachusetts  Institute  of  Technology  all 
have  large  studies  under  way.  The  in- 
dustry itself  will  undoubtedly  continue  its 
own  efforts  and  will  repeat  most  work  done 
on  the  outside  to  prove  or  disprove  it. 
Their  research  facilities  are  excellent  and 
are  being  expanded  even  more.  New  York 
State  has  embarked  on  the  construction  and 
testing  of  a prototype  safety  car  designed 
with  safety  given  consideration  equal  to  the 
many  other  factors  in  car  design.  This 
project  is  still  in  the  preliminary  stages,  but 
aid  from  other  states  and  several  large 
organizations  has  been  promised.  The 
project  will  be  an  excellent  testing  ground 
for  future  safety  proposals.  Production  is 
planned  allowing  crash  testing  of  the  cars. 
Federal  aid  is  also  quite  likely  in  that  part 
of  President  Johnson’s  safety  program,  and 
the  new  Department  of  Transportation  will 
be  devoted  to  this  project. 

Although  the  industry  has  voluntarily 
met  some  of  the  General  Service  Adminis- 
tration standards,  it  did  so  only  in  response 
to  severe  public  criticism  which  began  with 
the  Senate  hearings  last  June.  In  spite  of 
this  apparent  change  of  heart,  the  stylists 
reign  supreme  and  make  the  decisions  in  the 
industry,  not  the  safety  engineers. 

To  make  the  benefits  of  the  government 
safety  standards  available  to  all  new  car 
buyers,  legislation  is  essential.  The  Medi- 
cal Society  of  the  State  of  New  York  passed 
a resolution  at  their  annual  meeting  in 
February  vigorously  supporting  legislation 
which  will  apply  safety  standards  to  all  new 
cars  sold  in  this  country.6  Hopefully, 
Congress  will  be  equally  concerned  and 
actually  pass  such  legislation. 

15  Prince  Street 
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T en  years  have  elapsed  since  two-way 
radio  was  first  introduced  as  a feasible 
method  of  medical  education. 1 During 
this  period,  under  the  leadership  of  the 
Department  of  Postgraduate  Medicine 
of  Albany  Medical  College,  six  two-way 
radio  networks  have  been  developed  by 
medical  schools  in  the  United  States.2 
These  networks  service  15  states  with 
approximately  50,000  potential  physician 
listeners.  With  the  increasing  complexity 
of  medicine  and  greater  demands  on  his 
free  time,  the  physician  has  found  it 
difficult  to  attend  the  myriad  of  fine 
educational  sessions  offered  within  his 
area  each  year.  Added  to  this  problem 
has  been  the  burden  placed  on  the  teacher 
who  may  be  requested  to  travel  many 
time-consuming  hours  to  lecture  medical 
groups  and  hospital  staffs.  At  least  six 
medical  schools  have  recognized  their 
obligation  to  continuing  medical  education 
by  providing  two-way  radio  facilities  and 
suitable  programs  for  practicing  physicians. 
These  sessions  provide  direct  contact  with 
experts  in  many  fields  of  medicine  for  the 
simultaneous  consumption  of  many  physi- 
cians grouped  in  a hospital  setting  or 
monitoring  the  programs  individually  in 
their  homes  and  offices. 

The  Clinical  Society  of  the  New  York 
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Diabetes  Association  has  been  active  in  the 
field  of  postgraduate  and  graduate  medical 
education  for  many  years.  The  society 
has  conducted  a nationally  known  and 
internationally  attended  symposium,  pub- 
lished a book  on  diabetes  mellitus,  prepared 
and  participated  in  open  meetings  during 
each  academic  year,  presented  review 
courses  in  diabetes  for  medical  societies 
and  hospitals,  and  secured  speakers  for 
many  professional,  paramedical,  and  lay 
groups  interested  in  diabetes  mellitus. 
During  the  fall  of  1964  the  society,  in 
conjunction  with  the  Department  of  Post- 
graduate Medicine,  Albany  Medical  Col- 
lege, developed  a pilot  series  of  five  two-way 
radio  programs  dealing  with  specific  prob- 
lems of  management  and  diagnosis  of 
diabetes  mellitus:  “Management  of  the 

Juvenile  and  Adult  Patient  With  Diabetes 
Mellitus,”  “The  Diagnosis  of  Diabetes 
Mellitus,”  “Diabetic  Acidosis,”  “Current 
and  Future  Trends  in  Diabetes  Mellitus,” 
and  “Complications  of  Diabetes  Mellitus.” 
This  series  was  presented  during  the  spring 
of  1965;  the  results  form  the  basis  of 
this  report. 

Preparations 

The  complete  facilities  of  the  Albany 
Medical  College  two-way  radio  network 
were  offered  to  the  Clinical  Society,  but 
it  was  jointly  decided  that  a more  restricted 
group  of  hospitals  located  in  the  metro- 
politan New  York  City  area  would  provide 
the  best  test  location.  WRVR,  a fre- 
quency modulation  station  in  New  York 
City,  agreed  to  provide  one  hour  each 
Tuesday  morning  at  8:00  a.m.  for  five 
consecutive  sessions.  The  station  provided 
full  technical  assistance  backed  by  the 
facilities  and  experience  of  the  Albany 
Medical  College  Station,  WAMC,  and  its 
manager.  Seventeen  hospitals  that  regu- 
larly participate  in  the  Albany  Medical 
School  two-way  radio  programs  were  se- 
lected within  a 100-mile  radius  of  New  York 
City  and  offered  this  series  of  programs 
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to  be  presented  after  the  conclusion  of 
the  1964  to  1965  Albany  Medical  College 
series.  The  entire  group  of  community 
hospitals  and  their  respective  directors 
of  medical  education  agreed  to  participate 
in  this  pilot  study  and  provide  physician 
monitors  for  the  question  and  answer 
periods.  All  programs  originated  live  from 
the  radio  station. 

A committee  chose  Clinical  Society 
members  as  speakers  because  of  the 
resources  within  its  own  ranks.  All  par- 
ticipants were  well  known  for  their  con- 
tributions to  clinical  and/or  basic  research 
in  diabetes  mellitus,  their  writings,  and 
their  teaching  abilities.  All  have  active 
teaching  appointments  at  medical  schools 
and  are  keenly  interested  in  the  problems 
of  continuing  medical  education  and  dis- 
semination of  current  information  con- 
cerning diabetes  mellitus.  It  was  decided 
that  subject  content  would  deal  with  the 
basic  problems  of  diagnosis,  treatment, 
complications,  and  research  in  diabetes 
mellitus  by  reviewing  classical  concepts 
and  presenting  newer  developments  in 
each  area.  It  was  realized  that  the  audi- 
ence would  consist  of  general  practitioners, 
internists,  and  pediatricians  joined  by  a 
few  specialists  in  related  fields. 

Each  program  utilized  a slightly  different 
format,  with  all  sessions  guided  by  a 
moderator  (Table  I).  Each  hour  was 
equally  divided  between  the  formal  presen- 
tation period  and  a question  period.  The 
moderator  called  on  each  hospital  in  rotation 
for  a question  as  time  allowed,  directing  the 
queries  to  the  participants  and  adding 
comments  when  appropriate.  The  moder- 
ator at  each  hospital  was  responsible  for 
selecting  and  submitting  questions  from 
his  group.  Because  of  station  personnel 
limitations,  no  formal  commitment  to 
process  telephone  questions  could  be  made 
to  individual  physicians  listening  at  home 
or  in  their  offices;  however,  a number  of 
such  questions  were  received  and  later 
answered  by  mail.  The  few  questions 
received  from  lay  listeners  were  also 
answered  by  letter  when  appropriate  or 
redirected  to  the  family  physician  if 
possible. 

Although  the  participants  willingly  gave 
of  their  time,  basic  station  costs,  mailings, 
and  production  required  support  which 
was  supplied  by  the  Division  of  Chronic 


TABLE  I.  Format  of  programs 


Program 

Presentation 

1 

Three  separate  ten-minute  presenta- 
tions 

2 

Two  discussants  of  same  subject 
dividing  the  topic 

3 

Two  discussants  asking  questions  of 
each  other 

4 

One  major  discussant  augmented  by 
questions  from  an  associate 

5 

Two  short  presentations  with  sub- 
sequent discussion  of  each  by  the 
other  participant 

Diseases,  United  States  Public  Health 
Service.  Information  concerning  the  se- 
ries was  distributed  to  local  medical  journals, 
medical  society  bulletins,  quasi-medical 
publications,  and  through  direct  mailings 
to  all  metropolitan  New  York  physicians 
and  hospitals. 

Response 

Evaluation  of  all  sessions  was  tabulated 
from  postcard  questionnaire  responses  to  a 
direct  mailing  to  8,000  physicians  in  the 
greater  New  York  City  area,  the  area 
serviced  by  WRVR.  When  one  considers 
that  many  of  these  physicians  have  no 
direct  interest  in  the  subject  of  diabetes 
mellitus,  a response  of  309  was  considered 
adequate  for  evaluation.  In  general  all 
respondents  felt  that  the  programs  were 
excellent  in  format  and  content.  The 
most  prevalent  criticism  revealed  the 
choice  of  time  to  be  inconvenient  for  most 
practicing  physicians  not  accustomed  to 
reserving  this  hour  for  medical  education 
or  hospital  conferences.  A detailed  anal- 
ysis of  the  response  of  these  309  physicians 
is  presented  in  Table  II.  Three  of  the  five 
programs  were  accurately  evaluated  by 
the  participating  hospitals;  the  results 
are  outlined  in  Table  III.  The  attendance 
at  the  hospitals  varied  greatly  according 
to  previous  custom  and  time  of  staff 
meetings.  As  many  as  42  physicians 
attended  a session  where  it  was  the  habit 
to  attend  early  morning  conferences;  how- 
ever, as  few  as  5 participated  in  hospitals 
where  such  was  not  the  routine.  Recep- 
tion and  communications  between  the 
station  and  the  hospitals  was  excellent, 
and  with  rare  exception  all  units  functioned 
adequately  for  pick-up  of  the  broadcast. 
On  three  occasions  questions  were  not 
received  by  the  station  when  the  partici- 


October  15,  1966  / New  York  State  Journal  of  Medicine  2695 


TABLE  II.  Responses  of  physicians 


Responses 

Number 

Physicians  receiving  question- 

naire 

8,000 

Replied 

309 

Did  not  listen  to  any  session 

122 

Time  inconvenient 

86 

Missed  publicity 

13 

No  frequency  modulation  re- 

ceiver  or  poor  reception 

5 

No  reason 

20 

Sessions  monitored 

One 

38 

Two 

46 

Three 

34 

Four 

32 

Five 

37 

Where  listened  to 

Home 

149 

Office 

19 

Hospital  (not  group) 

18 

Car 

1 

Specialty  breakdown 

General  practice 

102 

Internal  medicine 

50 

Pediatrics 

4 

O phthalmology 

2 

Unknown 

29 

Time  acceptable 

132 

Time  unacceptable 

55* 

No  comment 

31 

Present  at  noon 

12 

Present  in  evening 

11 

Present  Saturdays 

1 

* Five  physicians  had  their  wives  tape  each  session  for 
later  listening. 


pating  hospital  was  contacted. 

The  question  and  answer  periods  were 
lively,  bringing  out  important  material 
not  covered  in  the  formal  presentations. 
The  questions  often  opened  new  fields  of 
discussion  for  the  lecturers  who  actively 
debated  the  point  under  consideration. 
Emphasis  was  placed  on  practical  appli- 
cation to  treatment.  Basic  physiology 
and  biochemistry  were  discussed  when 
appropriate. 


Results 

Much  information  was  gathered  from 
this  pilot  study  that  will  enable  those 
involved  with  future  production  to  present 
a better  series  of  programs.  There  is  no 
doubt  that  the  time  was  inconvenient  for 
the  majority  of  practicing  physicians; 
however,  this  was  an  unavoidable  com- 
plication of  prior  station  program  commit- 
ments. Most  physicians  seem  to  favor 
noon  or  early  afternoon  hours  for  hospital- 


TABLE  III.  Results  of  programs 


Title  of 
Lecture 

Total 

Attendance 

(Number 

of 

Hospitals) 

Spread 

comments* 

Diabetic 

acidosis 

175  (17) 

5 to  35 

7 requested 
better 
time  of 
day 

2 suggested 
illus- 
trated 
material 

Current  and 

217  (17) 

5 to  40 

8 wanted 

future  trends 

midday 

hour 

Complications 
of  diabetes 

252  (16) 

5 to  42 

9 wanted 
midday 
hour 

1 suggested 
training 
aids 

* All  hospitals  rated  every  session  excellent  with  ex- 
ception of  one,  good. 


oriented  programs  or  evening  hours  for 
at  home  education.  The  latter  arrange- 
ment, of  course,  would  eliminate  the  factor 
of  direct  communication  between  the 
teacher  and  listener  unless  direct  telephone 
contact  could  be  established  and  serviced 
by  an  adequate  staff.  It  was  surprising 
to  note  the  number  of  physicians  (15 
per  cent)  requesting  a late  evening  hour 
for  participation  (after  9:00  p.m.).  We 
could  not  be  certain  from  the  questionnaire 
whether  these  physicians  planned  to  listen 
at  home  or  hospital  but  from  context 
suspect  the  former  location. 

The  second  most  evident  defect  of  the 
series  was  a lack  of  time  to  answer  all 
questions  adequately  and  provide  the 
lecturers  sufficient  time  to  elaborate  or 
discuss  different  points  of  view.  Many  of 
the  participating  hospitals  complained  that 
they  had  many  questions  unanswered 
when  the  program  ended.  In  fact,  at 
one  session  we  were  unable  to  call  on  all 
hospitals  during  the  allotted  time.  This 
problem  will  be  remedied  by  not  only 
increasing  the  length  of  the  question  period 
but  also  reducing  the  number  of  partici- 
pating hospitals  from  17  to  12. 

Obviously  the  entire  series  would  have 
been  enhanced  if  visual  aids  had  been 
utilized  to  supplement  the  formal  presen- 
tations. All  the  participating  hospitals 
made  note  of  this  deficit,  a facet  evident 
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to  them  through  their  association  with 
the  Albany  Medical  College  programs 
where  visual  aids  and  mimeographed  and 
printed  materials  have  been  used  with 
great  success.  Unfortunately,  the  time 
involved  in  planning  our  series  was  too 
short  to  produce  slides,  kodachromes,  or 
other  similar  materials.  Any  series  of 
similar  lectures  presented  by  the  Clinical 
Society  in  the  future  will  certainly  draw 
on  such  media  to  enhance  the  presentations. 

Many  less  important  problems  were 
noted  on  the  questionnaire,  such  as  in- 
creasing the  length  of  each  session  and  the 
number  of  programs  in  the  series,  in- 
cluding other  aspects  of  diabetes  manage- 
ment, and  individual  specific  complaints 
not  directly  bearing  on  the  general  format 
or  success  of  the  series. 


Comment 

There  is  no  doubt  that  the  Clinical 
Society  of  the  New  York  Diabetes  Asso- 
ciation was  pleased  with  the  results  of 
its  initial  venture  with  two-way  radio  as 
a medium  for  providing  postgraduate 
education  to  those  interested  in  the  treat- 
ment of  diabetes  mellitus.  Plans  include 
the  continuing  of  such  a series  on  an  annual 
basis  and  increasing  the  participation 
in  this  field  of  instruction.  From  measured 
response  it  is  estimated  that  the  listening 
audience  was  between  400  to  500  physi- 
cians for  each  session,  and  it  is  hoped  that 
this  can  be  doubled  if  a more  suitable  time 
can  be  arranged.  It  would  be  impossible 
to  gather  such  an  audience  for  similar 
live  sessions  even  if  suitable  location  and 
willing  speakers  could  be  obtained. 

Not  only  did  these  sessions  reach  a 
large  number  of  physicians  at  their  original 
presentation,  but  Department  of  Health, 
Education,  and  Welfare  tape  recordings 
will  be  utilized  by  other  educational 
networks,  hospitals,  and  medical  society 
groups  who  were  unable  to  monitor  the 
entire  series.  Many  requests  have  been 
received  from  directors  of  medical  educa- 
tion, professional  groups,  and  individual 
physicians  for  copies  of  these  tapes  and 
for  published  reprints  of  the  series. 

A word  should  be  mentioned  about  the 
applicability  of  television  to  such  a mode 
of  teaching,  since  at  least  a few  responding 
physicians  suggested  that  we  consider 
such  a format  in  the  future.  We  believe 


that  the  requirements  of  ultrahigh  frequency 
receivers,  large  screen  facilities,  broadcast 
facilities,  and  the  lack  of  immediately 
available  two-way  communication  with 
the  audience  limits  such  use  at  present, 
although  we  have  noted  with  interest 
the  television  series  presented  in  New 
York  City  by  the  New  York  Academy  of 
Medicine.3,4  Developments  in  this  field 
may  well  soon  be  applicable  to  our  pro- 
gram. 

The  success  of  this  pilot  venture  should 
encourage  similar  organizations  in  other 
disciplines  of  medicine  to  consider  two-way 
radio  as  a means  of  furthering  their  pro- 
grams of  professional  education.  In  no 
other  manner  can  a large  audience  com- 
municate directly  with  the  speaker  and 
query  him  concerning  his  presentation. 
The  economy  of  talent,  time,  and  finances 
inherent  in  such  a technic  will  enable  many 
groups  to  better  utilize  their  facilities, 
manpower,  and  funds  for  such  endeavors. 

Summary 

The  results  of  a pilot  study  in  post- 
graduate medical  education  are  reported. 
Two-way  radio  has  been  used  for  the  first 
time  by  a medical  organization,  the 
Clinical  Society  of  the  New  York  Diabetes 
Association  in  cooperation  with  the  Albany 
Medical  College,  to  present  a series  of 
programs  concerning  the  diagnosis,  treat- 
ment, and  management  of  diabetes 
mellitus.  The  success  of  this  series  has 
been  made  evident  by  the  audience — 400 
to  500  physicians,  the  requests  for  further 
programs,  and  the  requests  for  reprints 
and/or  tape  recordings  of  the  lectures. 
This  mode  of  continuing  medical  education 
offers  a means  for  similar  organizations  to 
present  their  educational  programs  to  the 
medical  profession. 

39  Auburn  Place 
Brooklyn  11205 
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Letters  to  the  Editor 


Preclinical  diabetes 

To  the  Editor:  Increasing  importance  is  being 

attached  to  preclinical  diabetes  since  many 
cases  have  clinically,  fully  developed,  important, 
and  sometimes  serious  complications  of  the 
full-blown  disease,  namely  diabetes  mellitus, 
without  any  real  proof  of  the  presence  of 
disease.  One  large  medical  school  refuses  to 
acknowledge  the  existence  of  such  a disease. 
“What  is  it?”  And  they  may  be  right;  some 
good  clinicians  laugh  at  it. 

I recall  the  time  when  a stocking  hyperes- 
thesia was  considered  hysteria  because  it  did 
not  follow  nerve  pathways.  I don’t  think  it 
would  be  put  into  that  category  so  quickly 
today. 

One  must  not  include,  for  purposes  of  clarity, 
latent  diabetes,  although  the  treatment  herein 
advocated  certainly  would  apply;  but  the 
latent  diabetic  patient  has  therapy  already 
laid  out  for  him:  diet,  weight  reduction, 

exercise,  and  so  forth. 

The  preclinical  diabetic  patient  is  apt  to 
wander  around  getting  nondescript  therapy  for 
his  symptoms:  salicylates  for  his  neuritis, 

doses  of  vitamin  B complex  and  a host  of 
others,  tranquilizers,  antidepressants,  and  ener- 
gizers; these  in  turn  upset  his  tolerance  for 
carbohydrate  as  defined  in  our  present  curves. 

Granted  our  sugar  tolerance  tests,  as  done 
today,  need  greater  standardization;  a 300-Gm. 
carbohydrate  diet  for  several  days  prior  is 
rarely  done.  To  cut  down  expense,  the  curve 
rarely  goes  beyond  the  two-hour  zone,  and 
possibly  it  should  extend  to  the  five-hour 
period.  A ninety-minute  sugar  might  readily 
show  a higher  than  normal  sugar,  whereas  a 
one-hour  and  two-hour  might  not.  A fatty 
acid  curve  would  be  a good  thing,  along  with 
the  sugar  curve. 

The  disease  is  important  enough  so  that, 
until  a better  method  is  established,  a curve 
of  the  activated  and  immune  endogenous  insulin 
should  be  done. 

The  incidence  of  hypoglycemia  in  these 
patients  on  just  diet,  tablets,  or  both  is  real; 
in  fact,  their  initial  symptoms  may  be  those  of 
hypoglycemia,  not  hyperglycemia.  The  author 
believes  the  symptoms  are  not  from  either 
but  take  place  at  another  tissue  level,  not  from 
the  reading  of  the  blood  sugar  at  all.  This 
hypothesis  is  furthered  in  its  implication  by  the 
fact  that,  during  actual  hypoglycemic  episodes, 
without  convulsions  or  shocklike  reaction,  the 
vein  blood  sugar  is  90,  surely  a figure  not  ordi- 
narily recognized  as  hypoglycemic.  The  hy- 


pothesis is  still  furthered  by  not  finding  a higher 
postprandial  sugar  than  140  (no  glycosuria, 
renal  or  otherwise)  all  during  the  day  on  a 
full  diet. 

The  author  has  attained  a great  deal  of 
relief  for  these  patients  with  neuropathy  and 
angiitis  and  restored  energy,  sleep  mechanism, 
and  mental  thinking,  with  insulin  used  in 
small  doses  sufficient  to  just  raise  a small 
wheal,  using  lente  insulin  40,  and  confining  the 
patient  to  a high-protein  (high-calorie  for  thin 
patients)  fairly  low  carbohydrate  diet,  but  used 
in  higher  quantities  than  in  ordinary  mild 
diabetes,  without  other  antidiabetic  chemical  or 
hormonal  therapy. 

The  author  is  impressed  with  the  multi- 
glandular  nature  of  some  of  his  patients,  and  is 
quite  sure  that  in  some  there  is  hypothyroidism 
(often  brought  out  in  the  literature),  hyper- 
thyroidism in  others,  while  hypopituitarism  and 
subadrenalism  are  obvious  in  others.  The 
degree  of  each  and  the  therapy  has  to  be 
carefully  worked  out  and  used. 

The  author  recalls  quite  clearly,  some  twenty 
years  ago,  inviting  a member  of  a diabetic 
clinic  to  speak  at  his  local  county  medical 
society  meeting  on  the  “Other  Glands  Involved 
Besides  the  Pancreas  in  Diabetes.”  The 
lecturer  stated  in  no  uncertain  terms  that  he 
thought  the  subject  was  silly  and  went  on  to  give 
a choppy,  disconnected  talk.  The  same  man 
might  have  the  same  comments  today,  but 
one  thinks  it  would  be  with  some  reservations. 
There  may  be  some  who  haven’t  accepted  the 
germ  theory  either. 

No  statement  can  be  considered  dogmatic  in 
the  medical  profession.  If  the  results  are  good, 
the  patient  cured  or  bettered,  the  ill  effects 
minimum,  certainly  it  is  better  than  labeling  the 
patient  neurotic,  narcoleptic,  or  anything  else, 
especially  when  the  numbers  are  large  and  there 
is  nothing  better  to  offer.  Show  me  the 
patient  who  can  go  to  a clinician  with  such  a 
“minor”  disease  and  get  his  fatty  acids  curve 
done.  Maybe  an  extremely  wealthy  one  can, 
with  a scientific  internist  who  is  not  too  busy. 

An  interesting  observation  was  made  during 
the  study  of  these  patients.  Most  of  the 
patients,  including  some  who  were  considered 
hypopituitary,  had  an  elevated  total  cholesterol. 
Those  who  were  not  hypothyroidal  by  ankle 
reflex  and  clinical  observation,  were  put  on 
nicotinic  acid,  up  to  1 Gm.  per  day.  In  at 
least  30  per  cent,  with  the  diet  remaining  the 
same,  a glucose  tolerance  curve  began  to  follow 
that  of  true  diabetes.  Further  improvement 
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occurred  in  treating  these  patients  with  larger 
doses  of  insulin  or  an  antidiabetic  agent. 

George  D.  Hoffeld,  M.D. 

Century,  Florida 

Confidentiality  of  reports  on 
habitual  narcotics  users 

To  the  Editor:  Section  11.05  of  the  New  York 

City  Health  Code,  as  amended  January  1, 
1963,  requires  physicians  and  persons  in  charge 
of  a correctional  institution,  social  agency,  or 
any  person  who  has  knowledge  of  or  gives  care 
to  a narcotics  addict,  to  report  this.  Section 
11.07  (a)  of  the  same  Code  as  amended  June 
17,  1963,  states:  “Reports  and  records  of  cases 
of  venereal  disease,  non-gonococcal  urethritis, 
or  narcotics  addiction,  and  records  of  clinical 
or  laboratory  examinations  for  any  of  such 
diseases  shall  not  be  subject  to  subpoena  or  to 
inspection  by  persons  other  than  authorized 
personnel  of  the  Department.” 

Despite  the  promise  of  confidentiality,  work- 

Iers  in  the  field  have  been  perplexed  with 
the  rapidity  with  which  such  information  was 
passed  on  to  the  Federal  Bureau  of  Narcotics. 
Investigation  has  revealed  that  when  a phy- 
sician in  this  city  sends  in  five  copies  of  such  a 


report  to  the  City  Department  of  Health,  as 
required  by  the  Code,  one  copy  of  this  report 
is  kept  by  the  City  Department  in  conformity 
with  Section  11.07  in  a locked  file.  However, 
the  other  four  copies  of  the  report  are  sent  to 
Albany,  where  in  conformity  with  Section 
3334  of  Article  33  of  the  State  Public  Health 
Law,  one  copy  is  transmitted  to  the  Federal 
Bureau  of  Narcotics. 

While  we  did  not  question  the  legality  of 
such  moves,  or  the  right  of  officials  to  use  reports 
of  narcotic  addiction  in  the  same  manner  as 
reports  of  gunshot  wounds  (rather  than  in  the 
manner  of  reports  of  venereal  disease),  we  did 
question  the  morality  of  informing  physicians 
that  such  reports  were  confidential  when  in  fact 
they  were  turned  over  to  enforcement  agencies. 
In  response  to  this  question,  the  State  Depart- 
ment of  Health  has  replied  essentially  in 
agreement.  However,  they  point  out  that  if 
there  is  conflict  between  City  law  and  State  law, 
City  law  must  yield.  Consequently,  they  will 
ask  City  authorities  to  cease  notifying  physi- 
cians that  their  reports  are  confidential. 

The  frankness  and  courtesy  of  the  State 
Department  of  Health  is  greatly  appreciated. 

Matthew  Brody,  M.D., 

Chairman,  Subcommittee  on  Mental  Health, 
Medical  Society  of  the  County  of  Kings 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Necrology 


Robert  S.  Berkson,  M.D.,  of  Buffalo,  died  on 
June  26  at  his  home  at  the  age  of  fifty-one.  Dr. 
Berkson  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1941.  He  was 
an  assistant  attending  physician  at  Edward  J. 
Meyer  Memorial  Hospital,  an  associate  attend- 
ing physician  at  Sisters  of  Charity  Hospital,  a 
clinical  assistant  attending  physician  at  Buffalo 
General  Hospital,  and  an  attending  physician 
at  the  Veterans  Administration  Hospital, 
Buffalo.  A Diplomate  of  the  American  Board 
of  Internal  Medicine,  Dr.  Berkson  was  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Bermann,  M.D.,  of  New  York  City, 
died  on  May  1 at  the  age  of  sixty-eight.  Dr. 
Bermann  received  his  medical  degree  from  the 
University  of  Vienna  in  1923.  He  was  a clinical 
assistant  in  vascular  surgery  (off  service)  at  the 
Bronx-Lebanon  Hospital  Center.  Dr.  Bermann 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical 
Association. 

Alfred  Brunner,  M.D.,  of  New  York  City, 
died  on  June  16  at  the  age  of  sixty-six.  Dr. 
Brunner  received  his  medical  degree  from  the 
University  of  Vienna  in  1924.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Duryea  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Joseph  Frederick  Egan,  M.D.,  of  Palmyra, 
died  on  March  18  at  the  age  of  fifty-five.  Dr. 
Egan  graduated  from  Marquette  University 
School  of  Medicine  in  1938.  A Diplomate  of 
the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologist,  and  a Fellow  of 
the  American  College  of  Surgeons,  he  was  a 
member  of  the  Wayne  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  Glennon  Flagg,  M.D.,  of  New  York 
City,  died  on  August  10  at  Portsmouth,  New 
Hampshire,  at  the  age  of  sixty-eight.  Dr. 
Flagg  graduated  from  Cornell  University  Medi- 
cal College  in  1923.  He  was  an  associate  at- 
tending surgeon  emeritus  at  French  Hospital. 
Dr.  Flagg  was  a member  of  the  Industrial 
Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Mary  Jane  Foley,  M.D.,  of  Rochester,  died 
on  June  23  at  the  age  of  eighty.  Dr.  Foley 
graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1917  and  had  practiced  in 
Rochester  until  her  retirement  in  1953. 


Harold  Henning  Dodds,  M.D.,  of  Utica,  died 
on  August  15  at  his  summer  home  in  Forestport 
at  the  age  of  sixty-two.  Dr.  Dodds  graduated 
from  Cornell  University  Medical  College  in 
1929.  He  was  a consultant  in  neurology  and 
psychiatry  at  Herkimer  Memorial  Hospital  and 
an  attending  psychiatrist  at  Marcy  State 
Hospital.  A Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  Dr.  Dodds 
was  a member  of  the  American  Psychiatric 
Association,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical 
Association. 

Garrett  De  Nyse  Duryea,  M.D.,  of  Glen 
Cove,  died  on  August  16  at  the  Community 
Hospital  at  Glen  Cove  at  the  age  of  sixty-seven. 
Dr.  Duryea  graduated  from  Cornell  Uni- 
versity Medical  College  in  1924.  He  was  an 
emeritus  attending  surgeon  in  general  practice 
at  the  Community  Hospital  at  Glen  Cove.  Dr. 


Ephraim  Goldman,  M.D.,  of  New  York 
City,  died  on  December  19,  1965,  at  the  age  of 
seventy-three.  Dr.  Goldman  graduated  from 
University  and  Bellevue  Hospital  Medical 
College  in  1914. 

Alfred  Goodman,  M.D.,  of  New  York  City, 
died  on  January  6 at  the  age  of  eighty-two. 
Dr.  Goodman  graduated  from  Long  Island 
College  Hospital  in  1910.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Solomon  R.  Hirschman,  M.D.,  of  New  York 
City  and  Mount  Vernon,  died  on  June  7 at  the 
age  of  sixty-six.  Dr.  Hirschman  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1927.  He  was  an  associate  at- 
tending physician  in  vascular  disease  and  vari- 
cose veins  at  the  Hospital  for  Joint  Diseases. 

continued  on  page  2703 
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ge  of  Cardiology,  Dr.  Kisch  was  a member 
i American  Physiological  Society,  the  New 
Cardiological  Society,  the  New  York 
ty  Medical  Society,  the  Medical  Society 
e State  of  New  York,  and  the  American 
cal  Association. 


tey  Steven  Lyons,  M.D.,  of  New  York 
died  on  June  26  at  the  age  of  sixty-seven. 
,yons  received  his  medical  degree  from  the 
crsity  of  Edinburgh  Faculty  of  Medicine 
35.  He  was  a consultant  in  anesthesiology 
le  Mount  Sinai  Hospital.  A Diplomate  of 
American  Board  of  Anesthesiology  and 
low  of  the  American  College  of  Anesthe- 
tists, Dr.  Lyons  was  a member  of  the 
lean  Society  of  Anesthesiologists,  Inc., 
New  York  State  Society  of  Anesthe- 
ists,  the  New  York  County  Medical 
ty,  the  Medical  Society  of  the  State  of 
York,  and  the  American  Medical 


iation. 

nas  Arthur  McGraw,  M.D.,  of  New 
City,  died  on  August  25  at  Squirrel  Island, 
e,  in  a swimming  accident,  at  the  age  of 
-two.  Dr.  McGraw  graduated  from  Cor- 
University  Medical  College  in  1951.  A 
•mate  of  the  American  Board  of  Surgery, 
as  a member  of  the  New  York  County 
cal  Society,  the  Medical  Society  of  the 
of  New  York,  and  the  American  Medical 
iation. 

erland  Miller,  M.D.,  formerly  of  Brook- 
lied  on  August  23  at  Erie,  Pennsylvania 
; age  of  eighty-two.  Dr.  Miller  graduated 
Long  Island  College  Hospital  in  1909.  He 
an  emeritus  associate  attending  surgeon 
/edish  Hospital  in  Brooklyn.  Dr.  Miller 
i member  of  the  Medical  Society  of  the 
ty  of  Kings,  the  Medical  Society  of  the 
of  New  York,  and  the  American  Medical 
iation. 

ge  Perlmann,  M.D.,  of  Brooklyn,  died 
nuary  24  at  the  age  of  eighty-two.  Dr. 
lann  received  his  medical  degree  from  the 
irsity  of  Munich  in  1911. 

er  Richards,  M.D.,  of  Schenectady,  died 
me  28  at  his  home  at  the  age  of  sixty, 
tichards  graduated  from  Albany  Medical 
le  in  1932.  He  was  an  attending  obste- 
n at  Ellis  Hospital  and  an  associate  at- 
ng  obstetrician  at  St.  Clare’s  Hospital. 
Richards  was  a member  of  the  Schenectady 
ty  Medical  Society,  the  Medical  Society 
e State  of  New  York,  and  the  American 
cal  Association. 


ur  Abbott  Rothman,  M.D.,  of  Williston 
died  on  August  24  at  the  age  of  fifty-one. 
■tothman  graduated  from  the  University 
kansas  School  of  Medicine  in  1941.  He 

continued  on  page  2704 
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was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical 
Association. 


Julius  Schechter,  M.D.,  of  The  Bronx,  died 
on  July  29  at  his  home  at  the  age  of  eighty- 
three.  Dr.  Schechter  graduated  from  the  Long 
Island  College  Hospital  in  1911  and  served 
during  World  War  I with  the  U.S.  Army  Medical 
Corps.  He  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Emil  Schwarzmann,  M.D.,  of  New  York 
City,  died  on  August  16  at  Bellevue  Hospital 
at  the  age  of  eighty-one.  Dr.  Schwarzmann 
received  his  medical  degree  from  the  University 
of  Vienna  in  1910.  He  had  been  a senior 
clinical  assistant  attending  surgeon  (olf  service) 
at  The  Mount  Sinai  Hospital.  A Fellow  of  the 
American  College  of  Gastroenterology,  Dr. 
Schwarzmann  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Herman  Francis  Senftner,  M.D.,  of  Mal- 
veme,  formerly  of  Albany  and  Westfield,  Mas- 
sachusetts, died  on  July  20  at  the  age  of 
ninety-two.  Dr.  Senftner  graduated  from 
Cornell  University  Medical  College  in  1899. 
He  had  been  with  the  State  of  New  York  De- 
partment of  Health  in  Albany.  Dr.  Senftner 
was  a member  of  the  American  Public  Health 
Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Typhoid  in  U.S. 

The  incidence  of  typhoid  fever  in  the  United 
States  has  declined  steadily  for  many  years, 
states  the  Advisory  Committee  to  the  Depart- 
ment of  Health,  Education,  and  Welfare.  At 
the  present  time  less  than  500  cases  are  reported 
annually,  and  a continuing  downward  trend  can 
be  expected.  Cases  are  sporadic  and  are  pri- 
marily related  to  contact  with  carriers  rather 
than  to  common  source  exposure. 


Lyman  James  Strong,  M.D.,  of  Depew,  died 
on  July  7 at  the  age  of  eighty-two.  Dr.  Strong 
graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1917.  He  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Vincent  Sullivan,  M.D.,  of  Flushing, 
died  on  August  15  at  his  home  at  the  age  of 
sixty.  Dr.  Sullivan  graduated  from  Long 
Island  College  of  Medicine  in  1932.  He  was 
a consulting  radiologist  at  Flushing  Hospital 
and  an  honorary  attending  radiologist  at  St. 
John’s  Queens  Hospital.  A Diplomate  of  the 
American  Board  of  Radiology,  Dr.  Sullivan 
was  a member  of  the  New  York  Roentgen 
Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Lawrence  Brody  Winkelstein,  M.D.,  of 

Mount  Vernon,  died  on  September  1 at  his 
home  at  the  age  of  fifty-seven.  Dr.  Winkel- 
stein graduated  from  the  University  of  Min- 
nesota Medical  School  in  1934.  He  was  an 
attending  obstetrician  and  gynecologist  at 
Harlem  and  Mount  Vernon  Hospitals,  and 
professor  of  obstetrics  and  gynecology  at  Co- 
lumbia University  College  of  Physicians  and 
Surgeons.  Dr.  Winkelstein  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member 
of  the  Academy  of  Psychosomatic  Medicine, 
the  New  York  Academy  of  Medicine,  the 
Westchester  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Referring  to  vaccines  for  paratyphoid  A and  B 
which  are  typhoid-like  fevers,  it  was  stated  that 
the  effectiveness  of  paratyphoid-A  vaccine  has 
never  been  established,  and  recent  field  trials 
have  shown  that  available  paratyphoid-B  vac- 
cines were  ineffective.  In  view  of  these  data 
and  recognizing  that  paratyphoid  A and  B 
antigens,  when  combined  with  typhoid  vaccine, 
may  increase  the  occurrence  of  vaccine  reactions, 
the  use  of  paratyphoid  A and  B vaccines  is  not 
recommended. 
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IUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension 
are  unpredictable  — either  because  there  are 
a number  of  mechanisms  involved  or  because  individ- 
uals differ  in  their  responses  to  these  mechanisms.1 


Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,15-17  since 
beneficial  effects  do  not  diminish  with  continuous 
daily  administration. 


There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the 
blood  pressure  is  elevated  to  a marked  degree  for  an 
adequate  period  of  time,  this  in  itself  leads  to  per- 
petuation of  the  syndrome  with  resulting  vascular 
damage  throughout  the  body.”1'1  All  too  often  the 
disease  progresses  until  there  is  damage  to  one  of 
three  vital  organs:  the  heart,  the  kidney,  the  brain. 


"Hypertension  is  certainly  a major  factor  in  the 
genesis  of  coronary  heart  disease,  and  it  is  even 
more  important  when  compounded  with  obesity.”'1 


For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity, 
convenience  and  economy  of  such  a dosage  schedule 
are  of  particular  benefit  to  older  patients. 


References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs 
in  the  Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S., 
and  Finland,  M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B. 
Saunders  Co.,  1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Anti-  1 
hypertensive  Therapy  of  Essential  Hypertension,  in  Ingelfinger,  F.  J.; 
Reiman,  A.  S.,  and  Finland,  M.:  Controversy  in  Internal  Medicine,  I 
Philadelphia,  W.  B.  Saunders  Co.,  1966,  p.  97.  3.  Nickerson,  M.: 
Antihypertensive  Agents  and  the  Drug  Therapy  of  Hypertension,  in 
Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727.  4.  Berkson, 

D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.:  M.  Times 
91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963.  7. 
Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 

Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol. 
9:675,  1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920, 

1962  11.  Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med. 
60:2679,  1960.  12.  ludson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13. 
Hodge,  J.  V.;  McQueen,  E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961. 

14.  Moyer,  1.  H.,  and  Brest,  A.  N.-.  Hypertension  Recent  Advances, 
Philadelphia,  Lea  & Febiger,  1961,  p.  633.  15.  Berry,  R.  L.,  and  Bray, 

H.  P.:  J.  Am.  Geriatrics  Soc.  10:516,  1962.  16.  Reid,  W.  1.:  J.  Am  Geria- 
trics Soc.  13:365,  1965.  17.  Feldman,  L.  H.:  North  Carolina  M.  J. 
23:248,  1962. 


"[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  meas- 
ured by  renal  function  studies.”10 

“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the 
heart  of  excess  work  but  reduces  vascular  damage.”1 

"In  short,  treatment  is  indicated.”1 

Antihypertensive  therapy  will  not  restore  the  blood 
vessels  to  normal.  Yet  many  of  the  vascular  changes 
and  symptoms  caused  by  increased  blood  pressure 
may  be  arrested  or  alleviated  when  the  blood  pressure 
is  reduced  to  normotensive  levels.7 

Reducing  the  blood  pressure  helps  curtail  further  vas- 
cular damage  and  improves  the  prognosis  — when 
damage  is  not  too  far  advanced  before  therapy  is 
started.14  Essential  hypertension  is  an  indication  not 
only  for  treatment,  but  for  early  and  adequate  treat- 
ment of  the  patient  in  question. 


Contraindications:  Severe  renal  impairment  or  previous  hypersen- 
sitivity. Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal  pain, 
distension,  nausea,  vomiting  or  G.l.  bleeding  occur. 


Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents, 
veratrum  or  hydralazine  when  used  concomitantly  must  be  reduced 
by  at  least  50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated 
in  patients  with  depression,  suicidal  tendencies,  peptic  ulcer;  electro- 
lyte disturbances  are  possible  in  cirrhotic  or  digitalized  patients. 
Marked  hypotension  during  surgery  is  possible;  consider  discontinuing 
two  weeks  prior  to  elective  surgery  and  observe  patients  closely  dur- 
ing emergency  surgery.  Rauwolfia  preparations  may  cause  reversible 
extrapyramidal  symptoms  and  emotional  depression,  diarrhea,  weight 
gain,  edema,  drowsiness  may  occur.  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes,  increase  glycemia  and 
glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic  alkalosis, 
hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 


Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at 
mealtime.  Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied 
as  capsule-shaped  tablets  containing  50  mg.  Rauwolfia  serpentina 
whole  root  (Raudixin®),  4 mg.  bendroflumethiazide  (Naturetin®), 
400  mg.  potassium  chloride.  Also  available:  Rautrax-N  Modified  — 
capsule-shaped  tablets  containing  50  mg.  Rauwolfia  serpentina  whole 
root  (Raudixin),  2 mg.  bendroflumethiazide  (Naturetin),  400  mg.  potas- 
sium chloride.  Both  potencies  available  in  bottles  of  100.  For  full 
information,  see  Product  Brief. 


Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihyperten- 
sive-diuretic action  of  bendroflumethiazide  in  one  con- 
venient medication.  The  two  drugs  complement  each 
other  so  that  smaller  doses  of  both  are  possible. 


R AUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


The  Priceless  Ingredient’  of  every  produc 
is  the  honor  and  integrity  of  its  maker. 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


'‘Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 

‘‘Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 

“A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  1 00  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


‘‘Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 

Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine) , 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK.N.Y.  10017*  Montreal,  Canada 
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Your  first  source  for  professional  information 


1966 

Medical  Directory 
of  New  York  State 


Over  33,000  registered  physicians  in  New  York  State 
are  individually  listed  with  pertinent  professional  data! 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in 
York  State  (official  titles). 

• The  complete  Faculty  Lists  of  all  Medi- 
cal Colleges  within  New  York  State 

• Medical  Staffs  of  all  Union  Health 
Centers  in  New  York  State 


The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


! 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 

I enclose  $ for copy(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC-  [ 

TORY  OF  NEW  YORK  STATE 


Name  (Please  Print) 


Address 


| City  State  Zip 

I $25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 

I - 


2708 


9 cJfJconomical 

cJgng  ■ term 
cJhefapy  for 

°J ton  cY)eficiency 

Qy/^nemia 

GAGA  Tablets  & Elixir  VdV<d 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


Should  a broker’s  advice 
be  labeled  “his”  and  “hers”? 


In  days  gone  by,  any  security  involving  more  than  minimum 
risk  was  “for  men  only”  and  the  only  stocks  considered  suitable 
for  women  were  arch  conservative  blue  chips.  But  in  today’s 
market,  there  are  many  women  for  whom  the  classic  “secure” 
stocks  are  inappropriate.  ( And  there  are  many  men  who  have 
no  right  to  buy  anything  else.) 

To  help  with  these  decisions,  you’ll  find  many  timely  issues 
spotlighted  in  our  current  bulletin.  Complimentary  copy  will 
give  you  our  “particular  point  of  view.” 


> Send  for  your  copy,  no  obligation  ———————————— 

Tessely  Paturick,  & Ostrau,  Inc. 

Members:  New  York  Stock  Exchange  • American  Stock  Exchange 

61  BROADWAY,  425-2288  • 341  5th  AVE.,  689-3111  • N.Y.C. 

Los  Angeles,  Calif.— Cincinnati,  Ohio— Cedarhurst  & Huntington.  L.  I. 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidin? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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"The  response  in  most  cases 
is  dramatic..." 

Lowell,  J.B.:  New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  uu.«5is 


Butazolidin  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN®  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use— was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow’s  therapy 

Division  of  Merck  & Co.,  INC.,  West  Point,  Pa.  | 
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INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  admi nistering,  read  prod- 
uct circular  with  package  or  available  on  request. 


Your  help  goes  where 
hunger  is  — — Give  to 
CARE,  New  York  10016 


FREE 

A Christmas  Seal  service 


Your 

Breathing 

Troubles 

Understand  Them, 
l ace Them, Treat  Them 


PASTE  ON  POST  CARO 


Emphysema-Bronchitis 
National  TB  Association 
GPO,  Box  2400 
New  York,  N.Y.  10001 

Send  me  the  free  booklet,  “Your 
Breathing  Troubles.” 


Name 

Address 

City  State  Zip  Code 
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THE  MOUNT  SINAI  HOSPITAL,  NEW  YORK,  NEW  YORK  10029 

POSTGRADUATE  COURSES  FOR  CLINICAL  MEDICINE 

GIVEN  IN  AFFILIATION  WITH 

COLUMBIA  UNIVERSITY 

January  Through  June  1967 


COURSES  FOR  GENERAL  PRACTITIONERS 

Clinical  Chest  Diseases 

Jan.  5 to  Mar.  9:  Thurs.  4 to  5:30  P.M. 

Laboratory  methods  in  hematology 

Jan.  30  to  Feb.  4:  Mon.  Tue.  Wed.  & Fri.  9 to  5:00  P.M. 

Thursday,  1 to  5:00  P.M 
Saturday,  9 to  1 :00  P.M. 

Laboraty  methods  in  blood  banks 

Mar.  20  to  Mar.  22:  Mon.  to  Wed.  9 to  5:00  P.M. 

Clinical  neurology 

Mar.  20  to  Mar.  24:  Mon.  to  Fri.  9 to  5:00  P.M. 

Differential  diagnosis  in  gastrointestinal  radiology 
Mar.  21  to  May  23:  Tue.  5 to  6:00  P.M. 

Gastroenterology 

Mar.  27  to  Mar.  31 : Mon.  to  Fri.  9 to  5:00  P.M. 

Differential  diagnosis  in  radiology  of  the  chest 
Mar.  28  to  June  27:  Mon.  4:45  to  6:15  P.M. 


COURSES  FOR  SPECIALISTS 

Clinical  E'ectroencephalography-Workshop  course 
Jan.  3 to  May  19:  4 half-days  per  week 

(hours  to  be  arranged) 

Surgery  of  the  paranasal  sinuses 

Feb.  6 to  Feb.  10:  Mon.  to  Fri.  9 to  5:00  P.M. 

Trans-meatal  (Endaural)  surgery 

Feb.  27  to  Mar.  10:  Mon.  to  Fri.  9 to  5:00  P.M. 

Rhinoplasty  and  Otoplasty 

May  6 to  May  15:  Sat.  thru  next  Mon.  9 to  6:00  P.M. 
Radium  Therapy 

May  9 to  May  18:  Tue.  Wed.  & Thur.  5 to  7:00  P.M. 
Megavoltage  Therapy 

May  22  to  June  2:  Mon.  Wed.  & Fri.  5 to  7:00  P.M. 

Clinical  use  of  radioactive  isotopes 

June  5 to  June  20:  Mon.  to  Fri.  9 to  5:00  P.M. 

Stapes  surgery 

June  5 to  June  16:  Mon.  to  Fri.  9 to  5:00  P.M. 


For  application  forms  and  information,  address  the  Registrar  for  Postgraduate  Medical  Instruction 


THE  MOUNT  SINAI  HOSPITAL 


Fifth  Avenue  at  One-Hundredth  Street,  New  York,  N.Y.  10029 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.Y.  10017. 


Old  address 


Name. 


Please  Print 


New  Address: 

( Send  Journal 
here) 


Number 


Street 


City 


State 


Zip  Code 


Effective  Date: 


Index  to  Advertised  Products 


Analeptic-vitamins 

Alertonic  (Wm.  S.  Merell  Company) 2624-2625 

Analgesics 

Phenaphen  (A.  H.  Robins  Company) 2620 

Analgesic-antipyretics 

Dialog  (Ciba  Pharmaceutical  Company) 2614-2615 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 2710-2711 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2611 

Declomycin  (Lederle  Labs.,  Div.  Amer. 

Cyanamid  Co.) 2701-2702 

V-Cillin  K (Eli  Lilly  & Company) 2634 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 2623 

Antidiarrheals 

Lomotil  (G.  D.  Searle  & Company) 2639 

Antihistamine-decongestant 

Novahistine  LP  (Pitman-Moore) 2630-2631 

Antihypertensives 

Rautrax-N  (E.  R.  Squibb  & Sons) 2705 

Antiinflammatory 

Indocin  (Merck  Sharp  & Dohme) 2712-2713 

Appetite  suppressants 

Preludin  (Geigy  Pharmaceuticals) 2612-2613 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2603 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2599 

Diagnostic  aids 

Labstix  (Ames  Company,  Inc.) 3rd  cover 

Tine  Test  (Lederle  Labs.,  Div.  Amer. 

Cyanamid  Co.) 2601 

Diagnostic  instruments 

Viso-Monitor  (Sanborn  Div.,  Hewlett-Packard  Co.).  2633 

Diuretics 

Naturetin  (E.  R.  Squibb  & Sons) 2606-2607 

Foods 

Cream  of  Rice  (Grocery  Store  Products) 2627 

Hematinics 

Fergon  (Breon  Laboratories) 2709 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 2715 

Wine  (Wine  Advisory  Board) 2640 

Mood  elevators 

Dexamyl  (Smith  Kline  & French  Laboratories) 2718 

Multivitamins 
Stresscaps  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  & Company) 2619 

Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 2628-2629 

Sex  hormones  & vitamins 

Mediatric  (Ayerst  Laboratories) 2606-2607 

Steroids  & hormones 

Aristocort  (Lederle  Labs.,  Div.  Amer. 

Cyanamid  Co.) 2605 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 2596-2597 

Topical  corticosteroids 

Synalar  (Syntex  Laboratories) 2608-2609 

Tranquilizers 

Valium  (Roche  Laboratories) 2nd  cover-2595 

Vistaril  (Pfizer  Laboratories) 2616-2617,  2618 


When  brandy  is  indicated... 


O&pae 


Thle  Hennessy  Bras  Arme  trademark 
assures  the  finest  quality 


Also  available  in  handy  half-pints 


80  Proof  • Schieffelin  & Co.,  N.  Y. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
8.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  42  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
__ __  EST.  1924  • Licensed  by  the  State  of  New  York 


HOLBROOK  MANOR  Tomeg 

Five  Acres  of  Pinewo--  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Walter  A.  nomp,onM^D.J:.A.P.A. 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  eleotro- 
therapeutic  methods.  Rates — moderate. 
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CLINICAL  RESEARCH  EXPANSION 
PARKE,  DAVIS,  & COMPANY 

New  career  opportunities  are  now  available  for  physi- 
cians at  Parke,  Davis  & Company's  laboratories  in 
ANN  ARBOR,  MICHIGAN,  as  a result  of  long-range 
research  programs  which  contribute  to  the  continu- 
ing growth  of  this  world  wide  company. 

CLINICAL  RESEARCH  and  CLINICAL  PHARMACOL- 
OGY positions  afford  excellent  opportunities  to  plan, 
organize  and  monitor  investigational  trials  of  new 
ethical  pharmaceutical  agents  and  to  coordinate 
these  trials  with  related  laboratory  programs. 

Please  send  qualifications  and  other  pertinent  in- 
formation in  confidence  to: 

Personnel  Manager,  Research  Division 
PARKE,  DAVIS  & COMPANY 
2800  Plymouth  Road,  Ann  Arbor,  Michigan 

“An  equal  opportunity  employer" 


PHYSICIANS  WANTED 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time;  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
New  York  State  license  essential.  A.  J.  Graziani,  M.D., 
Chairman,  Emergency  Room  Committee.  St.  Mary’s 
Hospital,  Rochester,  New  York. 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR-IN- 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  %NYSJM. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS 
needed  in  Connecticut  communities  of  Ansonia,  Shelton, 
Derby,  Seymour  and  Oxford.  Opportunities  for  family 
practice,  internal  medicine,  pediatrics  and  medical  and 
surgical  sub-specialties  in  prosperous  suburban  area  of 
70,000  population.  Excellent  general  hospital  under- 
going $6  million  expansion.  Write:  Chief  of  Staff,  Grif- 
fin Hospital,  Derby,  Connecticut. 


PHYSICIAN:  GENERAL  PRACTICE  WITH  6 MAN, 
hard  working  group  in  suburban  Detroit.  Delicious  salary 
and  future  percentage.  Write  Fairwood  General  Hospital, 
4050  E.  12  Mile  Road,  Warren,  Michigan  48092. 


CHIEF  RADIOLOGIST,  BOARD  CERTIFIED  PRE- 
ferred.  Fully  accredited  200  bed  general  hospital,  ex- 
pansion in  progress,  includes  new  X-ray  dept.  Near 
New  York  City  and  Yale  Medical  Center.  Remunera- 
tion open.  Send  curriculum  vitae  with  initial  letter  to 
Administrator,  Griffin  Hospital,  Derby,  Conn. 


AGGRESSIVE  GENERAL  SURGEON  TO  JOIN  DY- 
namic  multi-specialty  group  in  suburban  Detroit.  Addi- 
tion training  in  vascular,  urological,  or  orthopedic,  makes 
you  more  desirable.  Basic  science  certificate  required  for 
licensure  in  Michigan.  Call  (313)  755-2500,  or  write 
Fairwood  General  Hospital,  4050  E.  12  Mile  Road,  Warren, 
Michigan  48092. 


WANTED:  GENERAL  PRACTITIONER  FOR  IN- 

corporated  village,  northern  New  York.  Dairying  and 
paper  manufacturing  center.  Near  accredited  hospital. 
Good  fishing,  hunting  and  ski  area.  Box  448,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  TO  JOIN  ULTRAMODERN  CLINIC 
with  hospital,  Detroit  suburb.  Challenging  scientific 
environment.  Salary  open.  Basic  science  certificate  re- 
quired. Write  Fairwood  General  Hospital,  4050  E.  12 
Mile  Road,  Warren,  Michigan  48092. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate,  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


O.P.D.  AND  EMERGENCY  ROOM  PHYSICIANS 
wanted  to  work  at  Lincoln  Hospital  (Bronx,  N.Y.C.), 
days,  nights  and  weekends.  Call  CY  2-9200,  ext.  564. 


DIAGNOSTIC  RADIOLOGIST  TO  JOIN  DYNAMIC 
6 man  multi-specialty  group  with  our  ultramodern  clinic 
and  hospital  in  Detroit  suburb.  Science  certificate  re- 
quired for  license  in  Michigan.  Excellent  renumeration 
Box  459,%  NYSJM. 


OPPORTUNITY  IN  CENTRAL  NEW  YORK  STATE 
for  non-dispensing  ophthalmologist.  Combined  metro- 
politan and  rural  area  of  over  50,000  population.  Pre- 
vious ophthalmologist  moved  due  to  illness.  Three  new 
area  accredited  hospitals.  No  other  ophthalmologist  in 
area.  Area  in  desperate  need  of  ophthalmologist.  In- 
stant volume,  no  practice  to  purchase.  Box  460,  % 
NYSJM. 


WANTED:  INTERNIST  OR  GENERAL  PRACTI- 

tioner.  Surgeon  with  industrial  and  general  surgical 
practice  needs  help.  Contact:  C.  J.  Tanner,  M.D.,  2705 
South  Park  Ave.,  Lackawanna,  New  York  14218. 


WANTED:  INTERNIST,  SUBSPECIALTY  G.I.  PRE- 
ferred,  to  associate  with  young  Board  internist  with  busy 
practice  in  Queens.  Call  D.  T.  Beer,  M.D.,  GR  1-7010. 


GENERAL  PRACTITIONERS  OR  PART-TIME  SPE- 
cialists,  with  or  without  association.  Growing,  thriving 
city  of  15,000  plus,  edge  of  Milwaukee  metropolitan  area. 
Contact  R.  H.  Driessel,  M.D.,  and  R.  F.  Sorensen,  M.D., 
135  So.  6th  Avenue,  West  Bend,  Wisconsin  53095. 


UNUSUAL  OPPORTUNITY  FOR  DOCTORS  IN 
metropolitan  area.  Please  contact  by  writing  to  Box  464, 
% NYSJM. 


UNUSUAL  OPPORTUNITY  FOR  SEMI-RETIRED 
doctors,  part  time,  in  metropolitan  area.  Please  contact  by 
writing  Box  465,  % NYSJM. 


PRACTICE  WANTED 


PSYCHIATRIST  WILL  PURCHASE  ACTIVE  PRAC- 
tice  in  New  York  City,  Westchester  or  Rockland  Counties. 
Box  454,  % NYSJM. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIG- 
ible,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  on  request.  Box  441,  % NYSJM. 


ANESTHESIOLOGIST,  DIPLOMATE  AMERICAN 
Board,  eighteen  years  experience,  desires  fee  for  service 
outside  N.Y.  City.  Box  445,  % NYSJM. 


DIRECTOR  OF  ANESTHESIA.  UNUSUAL  QUALIFI- 
cations.  Early  availability.  Box  456,  % NYSJM. 


PATHOLOGIST,  CERTIFIED  IN  P.A.  AND  C.P.,  AGE 
46,  available  for  locum  tenens  in  any  section  of  New  York 
State  for  tours  of  2 to  4 weeks.  Box  462,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  CENTER  OF  TOWN 
near  ocean.  8 room  equipped,  modern  office,  planned  for 
2 doctors.  Attached  to  two  story,  furnished,  beautiful 
home,  garages,  Immediately  available  for  general  prac- 
tice or  specialty.  Retiring.  $15,000  cash,  rest  easy  terms. 
Tell  your  friends  about  this  terrific  opportunity.  Box 
458,  % NYSJM. 


WELL  EQUIPPED  GENERAL  PRACTICE  FOR  SALE 
or  rent.  X-ray,  diathermy,  etc.  Recently  deceased 
physician.  Town  5,000  pop.  60  miles  north  of  N.Y.C.  In 
need  of  G.P.  Hospital  nearby.  Box  461,  % NYSJM. 


HIGH-INCOME  GENERAL  PRACTICE  FOR  SALE. 
Office  fully  equipped,  including  x-ray  and  laboratory  serv- 
ice. 40  hr.  week,  no  night  or  weekend  calls.  Near  large 
Manhatten  hospital  centers.  Box  463,  % NYSJM. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp. 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


NEW  YORK  CITY  70’S  EAST 

THE  PAVILION 
MEDICAL  CENTER 

ONE  OF  THE  CHOICEST 

PROFESSIONAL  LOCATIONS  IN  ALL  OF  MANHATTAN 

Within  Easy  Walkina  Distance  Of  Doctors  Hospital, 

Lenox  Hill  & New  York  Hospitals 

8,000  Sq  Ft  Will  Alter  To  Suit 

500  East  77  St  (212)  LE  5-8100 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914) -454-0322 


YONKERS,  ADJACENT  RIVERDALE,  N.Y.C.  FULLY 
equipped  medical  office  to  share  with  general  surgeon, 
liberal  alternate  hours,  in  residential  neighborhood.  Suit- 
able for  any  practitioner  or  specialist.  Good  will  offered 
to  interested  psychiatrist  with  clientele  of  previous  half- 
time practice.  Low  overhead.  D.  J.  Watt,  M.D., 
(914)  YO  9-1911,  or  CE  2-5031. 


FOR  RENT:  PROFESSIONAL  APARTMENT,  NEW 

corner  house  in  heart  of  Boro  Park,  Brooklyn.  Will  alter 
to  suit.  Call  after  6 p.m.,  Sunday  thru  Thursday,  UL 
3-1667. 


EXCELLENT  OPPORTUNITY  FOR  MEDICAL  OR 
dental  specialist.  Large  air-conditioned  office,  available 
immediately  for  lease  or  sub-lease,  in  busy,  modern 
medical  center  in  established  Nassau  County  community. 
Ample  parking.  Situated  on  main  street.  Contact: 
L.  A.  Levy,  M.D.,  650  Central  Ave.,  Cedarhurst,  L.I., 
(516)  CE  9-7096. 


“I  changed,  the  filing  system  so  no  one  could  find 
anything  but  me  . . . now  I can’t  find  anything, 
either.” 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  1‘/2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming). 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 


SMITH  KLINE  4 FRENCH  LABORATORIES 
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practical  oral/parenteral  therapy  □ rapid,  high  blood  levels  in  tonsillitis,  pharyngitis,  otitis  media, 
sinusitis,  laryngitis,  pneumonia,  bronchitis,  complications  of  influenza  and  common  cold,  cellu- 
litis, furuncle,  pustular  acne,  infectious  eczematoid  dermatitis  and  other  infections  caused  by 
gram-positive  pathogens 


Contraindications:  Patients  previously  found  hypersensitive  to  drug;  patients  with  known  pre-existing  monilial  infections;  and,  until 
further  clinical  study  is  made,  the  newborn.  Precautions:  Use  of  antibiotics  occasionally  causes  overgrowth  of  nonsusceptible 
organisms.  If  superinfections  occur,  take  appropriate  measures.  An  occasional  patient  has  developed  jaundice  while  receiving 
lincomycin,  although  this  has  not  been  definitely  shown  to  be  drug-related.  Patients  receiving  treatment  for  longer  than  one  or 
two  weeks  should  have  liver  function  tests.  No  cases  of  irreversible  toxicity  to  the  hematopoietic  system  and  only  a few  cases  of 
neutropenia  and/or  leukopenia  have  been  reported;  however,  it  is  recommended  that  blood  counts  be  obtained  early  in  course  of 
therapy.  Safety  for  use  in  pregnancy  not  yet  established.  Limited  experience  with  345  women  receiving  the  drug  during  various 
stages  of  pregnancy  revealed  no  ill  effects  on  mother  or  fetus.  Due  to  lack  of  adequate  clinical  data,  use  in  patients  with  pre- 
existing kidney,  liver,  endocrine  or  metabolic  diseases  not  recommended  unless  special  clinical  circumstances  so  indicate. 
Efficacy  in  rheumatic  fever  not  established.  Side  Effects:  Most  frequent  — loose  stools  or  diarrhea.  Cases  of  severe  diarrhea  causing 
drug  discontinuance  have  been  reported.  Side  effects  of  small  proportion:  nausea,  vomiting,  abdominal  cramps  or  pain,  skin  rash, 
rectal  irritation,  vaginitis,  urticaria  and  itching.  A few  cases  of  hypersensitivity  reactions  reported.  If  an  allergic  reaction  occurs, 
discontinue  drug.  The  usual  agents  for  emergency  treatment  should  be  available.  Supplied:  500  mg.  capsules  and  pediatric 
capsules,  250  mg.,  in  bottles  of  24  and  100;  2 cc.  disposable  syringes;  2 cc.  and  10  cc.  vials  — each  cc.  of  sterile  solution  contains 
jlincomycin  hydrochloride  monohydrate  equiv.  to  lincomycin  base,  300  mg.;  also  9 mg.  benzyl  alcohol  and  water  for  injection, 
q s.;  Lincocin  syrup  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  60  cc.  and  pint  bottles.  Lincocin  pediatric  , 

.'drops  equiv.  to  250  mg.  per  5 cc.  lincomycin  base  in  30  cc.  bottles  with  dropper.  For  more  detailed  prescribing 
information  on  this  product,  consult  your  Upjohn  representative  or  see  the  package  circular,  jee.eaaa.i 

iD  1966  by  The  Upjohn  Company 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed  since 
the  discovery  of  the  diuretic  activity  of  sulfanila- 
mide started  pharmacologists  on  a succession  of 
molecular  remodelings  to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical  effect 
from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  reported  that 
the  administration  of  a sulfonamide  was  some- 
times accompanied  by  an  unexplainable  side  ef- 
fect-metabolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfonamide  radi- 
cal of  sulfanilamide  inhibited  carbonic  anhy- 
drase,2  the  enzyme  responsible  for  converting 
carbon  dioxide  and  water  to  hydrogen  ions  and 
bicarbonate  ions. 


H2N 


so2nh2 


Later,  other  investigators  showed  by  dog  experi- 
ments that  metabolic  acidosis  probably  resulted 
when  the  inhibition  of  carbonic  anhydrase  upset 
the  exchange  of  hydrogen  and  sodium  ions,  caus- 
ing increased  excretion  of  sodium  as  the  bicar- 
bonate.3 

Since  the  excretion  of  sodium  was  a desired  ef- 
fect in  the  treatment  of  edema,  eventually  sulfa- 
nilamide was  tried  clinically  in  three  edematous 
patients  for  that  purpose.4  It  was  twelve  long 
years  after  the  first  report  of  the  unexplainable 
side  effect  (metabolic  acidosis)  that  it  was  finally 
shown  that  large  doses  of  sulfanilamide  admin- 
istered to  edematous  patients  were  indeed  capa- 
ble of  promoting  diuresis.4  However,  the  possi- 
bility of  toxic  effects  from  its  prolonged  use  and 
its  relatively  weak  diuretic  action  made  it  im- 
practical for  clinical  use  as  a diuretic.5 


Because  the  inhibition  of  carbonic  anhydrase 
seemed  to  be  the  key  to  effective  diuresis,  investi- 
gators began  to  look  for  more  potent  enzyme  in- 
hibitors—in  the  hopes  that  they  would  be  more 
effective  diuretics.  Since  in  vitro  experiments  and 
animal  studies  showed  that  a sulfonamide  group 
(S02NH2)  bearing  only  hydrogen  on  the  nitro- 
gen was  required  for  carbonic  anhydrase  inhibi- 
tory activity,6  the  first  compounds  developed 
through  molecular  alteration  had  one,  some- 
times two,  unsubstituted  sulfonamide  groups. 

The  most  important  of  these  early  compounds, 
acetazolamide,  enjoyed  several  years  of  fairly 
wide  clinical  use. 


Its  carbonic  anhydrase  inhibitory  activity  was 
several  hundred  times  greater  than  that  of  sul- 
fanilamide.7 The  increase  in  inhibitory  activity, 
however,  increased  not  only  the  excretion  of 
sodium  and  bicarbonate  ions,  but  also  the  excre- 
tion of  potassium.8  And,  like  its  predecessor, 
acetazolamide  precipitated  mild  acidosis.  Its 
prolonged  use  could  result  in  hypokalemic  aci- 
dosis.8 


The  ‘thiazides’— an  answer  to  the  metabolic 
acidosis  caused  by  carbonic  anhydrase  inhibition 


Despite  the  fact  that  the  sulfonamide  group  ap- 
peared to  be  responsible  for  carbonic  anhydrase 
inhibition  which  in  turn  appeared  to  be  respon- 
sible for  diuresis,  investigators  began  to  synthe- 
size compounds  with  structural  alterations  to  the 
sulfonamide  group. 

The  first  major  breakthrough  came  with  the 
synthesis  of  chlorothiazide. 


o2 


Altering  the  sulfonamide  group  did  indeed  alter 
the  ability  of  chlorothiazide  to  inhibit  carbonic 
anhydrase— it  was  only  1/1  Oth  as  potent  as  aceta- 
zolamide  in  inhibiting  the  enzyme.9  Despite  the 
drop  in  inhibitory  potency,  however,  chlorothia- 
zide proved  to  be  an  effective  diuretic— an  obser- 
vation that  led  to  the  conclusion  that  its  diuretic 
action  was  due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.10-11 

For  effective  diuresis,  chlorothiazide  was  ad- 
ministered in  daily  dosages  ranging  from  250  to 
2000  mg.12  It  increased  the  excretion  of  sodium 
and  chloride;  and,  to  a lesser  extent,  potassium 
and  bicarbonate.12  The  excretion  of  potassium 
appeared  to  be  maximal  at  higher  dose  levels  at 
which,  theoretically,  the  carbonic  anhydrase  in- 
hibitory effect  is  more  active.12  Its  prolonged 
use,  therefore,  could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  alkalosis.8 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed— with  improvements 
being  aimed  at  two  particular  areas:  1.  attempts 
to  increase  diuretic  action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  attempts  at  a 

Bmore  favorable  sodium/potassium  ratio  in  the 
urine,  i.e.,  to  decrease  the  excretion  of  potassium 

! while  maintaining  the  excretion  of  sodium.13 
One  of  these,  Naturetin,  Squibb  Bendroflume- 
thiazide,has  made  advances  on  both  these  points. 


H 


“By  adding  a 3-benzyl  radical  to  hydroflumethia- 
zide a rather  dramatic  reduction  in  dose  range  is 
accomplished.  With  this  drug,  effective  sodium 
excretion  is  obtained  with  doses  between  2.5  and 
10  mg.,  which  is  a 200  to  1 ratio  as  compared  to 
chlorothiazide ...” 14 


Moreover,  due  probably  to  its  virtual  lack  of 
carbonic  anhydrase  inhibition,  Naturetin  (ben- 
droflumethiazide)  has  been  shown  to  cause  less 
potassium  and  bicarbonate  loss  and  less  altera- 
tion in  urinary  pH  than  either  chlorothiazide  or 
hydrochlorothiazide. 

Naturetin  is  outstandingly  effective  not  only 
in  establishing,  but  also  in  maintaining,  excretion 
of  retained  fluid  in  edematous  patients.  And  its 
duration  of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in  most  pa- 
tients. Naturetin  is  also  an  effective  antihyper- 
tensive agent. 

Contraindications:  Severe  renal  impairment;  previous  hyper- 
sensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric- 
coated  potassium  salts  supplementally.  Stop  medication  if 
abdominal  pain,  distension,  nausea,  vomiting,  or  G.l.  bleed- 
ing occur. 

Precautions:  The  dosage  of  ganglionic  blocking  agents,  vera- 
trum,  or  hydralazine  when  used  concomitantly  must  be  re- 
duced by  at  least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cirrhotic  or  digital- 
ized patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in 
serum  uric  acid,  unmask  diabetes,  increase  glycemia  and 
glycosuria  in  diabetic  patients  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  and 
rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg. 
and  2.5  mg.  tablets.  Also  available  Naturetin  c K [Squibb 
Bendroflumethiazide  (5  or  2.5  mg.)  with  Potassium  Chloride 
(500  mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  56:58,  1937.  2.  Mann,  T.  and  Keilin,  D.:  Nature 
746:164,  1940.  3.  Pitts,  R.  F.,  and  Alexander,  R.  S.:  Am.  J. 
Physiol.  744:239,  1945.  4.  Schwartz,  W.  B.:  New  England  J. 
Med.  240: 173, 1949.  5.  Friedberg,  C.  K.,in  Moyer,  J.  H.,and 
Fuchs,  M.:  Edema  Mechanisms  and  Management,  Philadel- 
phia, W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Sprague,  J.  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  179.  7.  Cumming, 
J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  254.  8.  Werko,  L.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  188.  9.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  10.  Maren,  T.  H.,  and 
Wiley,  C.  E.:  J.  Pharmacol.  & Exper.  Therap.  745:230,  1964. 
11.  Earley,  L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  12.  Fuchs,  M.,  and  Mallin,  S.  R.,  in  Moyer,  J.  H.,  and 
Fuchs,  M.:  op.  cit.,  p.  276.  13.  Ford,  R.  V.,  in  Moyer,  J.  H., 
and  Fuchs,  M.:  op.  cit.,  p.  290.  14.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  12):  op.  cit.,  p.  283. 


Naturetin 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid  or  high  blood  pressure 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsurpassed 
for  reducing  nasal  turgescence.  It  stops  the  stuffy  feel- 
ing at  once.  It  opens  sinus  ostia  to  re-establish  drainage 
and  lessen  the  chance  of  sinusitis.  With  Neo-Synephrine, 
in  the  concentrations  most  commonly  used,  deconges- 
tion lasts  long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue.  Sys- 
temic side  effects  are  virtually  unknown.  There  is  little 
rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


"ffl/nf/rrop 


Brand  of  phenylephrine  hydrochloride 

is  available  in  a variety  of  forms, 


for  all  ages: 

Ve%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

V2V0  nasal  spray  for  adults 

V2°/o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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reat  the  cough  as  well  as  the  cold 

ontrols  both  productive  and  nonproductive  cough,  with- 
[jt  suppressing  productive  cough  • decongests  the  air- 
ays  • helps  liquefy  secretions  responsible  for  irritation 
provides  prompt  symptomatic  relief  of  allergic  symp- 
ms  • is  well  tolerated  • rarely  causes  constipation, 
verage  Dosage:  Adults,  1 teaspoonful.  Children  6-12 
:ars,  Vz  teaspoonful;  3-6  years,  V*  teaspoonful;  1-3 
igrs,  10  drops;  6 months  to  1 year,  5 drops.  Ad- 
inister  after  meals  and  at  bedtime  with  food, 
jution:  Should  be  used  with  caution  in  patients 
th  known  idiosyncrasies  to  phenylephrine  hydro- 
iloride  and  in  those  with  moderate  or  severe 
pertension,  hyperthyroidism  or  advanced  arte- 
iisclerosis.  In  these  patients  the  use  should  not 


jufo  ENDO  LABORATORIES  INC., Garden  City,  N.Y. 
IS.  Pat.  2,630,400 


exceed  3 days.  Hycomine  Syrup  is  generally  well  toler- 
ated but  in  some  patients  drowsiness,  dizziness  or  nau- 
sea may  occur.  Patients  should  be  cautioned  not  to  drive 
a car  or  operate  machinery  should  they  become  drowsy 
while  taking  Hycomine  Syrup.  (Hydrocodone  may  be  habit- 
forming.) 

* Each  teaspoonful  (5  cc.)  contains:  hydrocodone  bitartrate 
' (Warning:  May  be  habit-forming)  5 mg.  and  homatro- 
pinemethylbromidel.5mg.(Hycodan®),antitussives; 
pyrilamine  maleate  12.5  mg.,  antihistamine;  phen- 
ylephrine hydrochloride  10  mg.,  decongestant; 
ammonium  chloride  60  mg.  and  sodium  citrate 
‘1  85  mg.,  expectorants;  with  methyl paraben  0.13% 
and  propylparaben  0.02%  as  preservatives,  in  a 
highly  palatable  cherry-flavored  vehicle. 

On  oral  Rx  where  state  laws  permit. 
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When  depressed  patients  say: 

“1  can’t  sleep  at  night" 

“I’m  tired  all  day  long” 

NORPRAMIN' 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTIDEPRESSANT 

helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily -complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  “bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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Medical  Meetings 


Lecture  to  discuss  cancer  chemotherapy 

The  Department  of  Medicine,  division  of 
dermatology,  of  Downstate  Medical  Center  is 
holding  a lecture  on  Chemotherapy  in  Der- 
matology on  November  4.  The  speaker  will  be 
Jane  Wright,  M.D.,  adjunct  associate  professor 
of  research  surgery  and  director  of  the  cancer 
chemotherapy  service  at  New  York  University 
Medical  Center.  The  lecture  will  be  given  from 
10:00  to  11:00  a.m.  in  the  “E”  Building  audi- 
torium of  Kings  County  Hospital,  451  Clarkson 
Avenue,  Brooklyn,  New  York  11203. 

Meeting  surveys  advances  in  eye  disease 

The  State  University  of  New  York  at  Buffalo 
School  of  Medicine  has  scheduled  a program  on 
Considerations  of  Corneal  and  Retinal  Disease 
for  November  5 at  the  Charter  House  Motor 
Hotel  in  Williamsville,  New  Y ork.  The  program 
will  provide  a review  of  the  most  recent  work 
being  done  in  the  fields  of  physiology,  toxicology, 
pharmacology,  heredity,  and  surgery  related  to 
diseases  of  the  cornea  and  retina.  It  is  designed 
to  treat  these  discussions  in  depth  for  specialists 
in  the  fields  of  ophthalmology,  neurology,  and 
neurosensory  physiology. 

For  further  information  write:  Continuing 

Medical  Education,  School  of  Medicine,  State 
University  of  New  York  at  Buffalo,  2211  Main 
Street,  Buffalo,  New  York  14214. 

Pediatrician  relates  to  learning  process 

The  American  Academy  of  Pediatrics  is 
sponsoring  a course  on  the  development  of 
learning  to  be  held  November  17  through  19  at 
Upstate  Medical  Center  in  Syracuse.  The  pur- 
pose of  the  course  is  (1)  to  discuss  the  develop- 
ment of  learning  and  current  strategies  for 
translating  theory  into  educational  programs; 
(2)  to  discuss  impediments  to  learning;  (3)  to 
discuss  early  clinical  predictors  of  potential 
learning  impairment  in  preschool  children; 
and  (4)  to  discuss  the  pediatrician’s  communica- 
tions with  educators  and  the  role  of  pediatricians 
in  preschool  intervention  programs. 

For  further  information  and  registration 
blanks  write:  Robert  G.  Frazier,  M.D., 

Secretary,  American  Academy  of  Pediatrics, 
Post  Office  Box  1034,  Evanston,  Illinois  60204. 

Course  to  study  neoplastic  disease 

The  American  College  of  Physicians  is  pre- 
senting a course  on  What  the  Internist  Should 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Know  About  Cancer  on  December  5 through 
9 at  the  Francis  Delafield  Hospital  in  New  York 
City.  The  course  is  designed  to  offer  a current 
view  of  medical  oncology.  Contemporary 
knowledge  of  fundamental  cell  biology,  including 
biochemical  genetics,  cellular  control  mecha- 
nisms, protein  synthesis,  virology,  and  immunol- 
ogy as  related  to  oncology,  will  be  stressed. 

Fee  for  the  course  is  $60  for  members  of  the 
American  College  of  Physicians  and  $100  for 
nonmembers.  For  further  information  write: 
Edward  C.  Rosenow,  Jr.,  M.D.,  Executive 
Director,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pennsylvania. 

Gill  Memorial  Hospital  plans  congress 

Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
is  holding  its  40th  Annual  Spring  Congress  in 
Ophthalmology  and  Otolaryngology  April  3 
through  7 in  Roanoke,  Virginia.  Among  the 
speakers  at  the  Congress  will  be  Wendell  L. 
Hughes,  M.D.,  Hempstead,  New  York,  and  R. 
Townley  Paton,  M.D.,  Southampton,  New 
York. 

For  further  information  write:  Super- 

intendent, Post  Office  Box  1789,  Roanoke, 
Virginia. 

Congress  to  curb  cancer  deaths 

The  Third  Pan  American  Cancer  Cytology 
Congress  will  be  presented  May  7 through  11  at 
the  Waldorf-Astoria  Hotel  in  New  York  City. 
The  clinical  congress  is  to  be  more  than  a 
cytology  meeting  or  a research  symposium.  It 
will  combine  these  basic  elements  and  extend 
peripherally  into  the  fields  of  endocrinology, 
cytobiology,  cytogenetics,  immunology,  public 
health,  industrial  medicine,  laboratory  tech- 
nology, and  medical  instrumentation.  Locke 
Mackenzie,  M.D.,  professor  of  clinical  obstetrics 
and  gynecology  at  New  York  University  School 
of  Medicine,  notes:  “Cytology  has  come  of 

age  in  the  past  quarter  century,  developing  into 
a rapidly  growing,  ever  changing,  dynamic 
frontier — no  longer  confined  to  the  category  of 
a clinical  diagnostic  procedure — with  the 
potential  of  saving  thousands  of  lives  annually 
from  cancer  death.  It  is  highly  significant  that 
this  diagnostic  aid  highlights  the  role  of  the 
family  physician  as  the  key  figure  in  modern 
cancer  control  and  prevention.” 

For  further  information  or  if  you  wish  to 
present  a paper  or  film  or  to  participate  in  a 
panel  discussion,  contact:  J.  Ernest  Ayre,  M.D., 
Executive  Coordinating  Officer,  115  East  69th 
Street,  New  York,  New  York  10021. 
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Dilantin’ 

(diphenylhydantoin) 

PARKE-DAVIS 

27  years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  Information  for  usage  available  to 
physicians  on  request.  si9e5 


PARKE-DAVIS 

PARKE,  OAYIS  l COMPANY.  Detroit.  Michigan  48232 
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Medical  Schools 


Albert  Einstein  College  of  Medicine 

Special  assistant  to  dean.  Irving  Starin, 
M.D.,  has  been  appointed  special  assistant  to 
the  dean  for  community  activities  and  associate 
professor  of  preventive  medicine  and  community 
health.  Dr.  Starin  was  formerly  assistant  com- 
missioner of  health  for  Community  Health 
Services,  New  York  City  Department  of  Health. 

College  of  Physicians  and  Surgeons 

Bicentennial  activities.  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  be- 
gan its  bicentennial  on  September  12.  Founded 
in  1767  as  King’s  College  Medical  School,  in 
1770  and  1771  it  conferred  the  first  two  M.D. 
degrees  in  the  colonies.  In  the  last  two  hun- 
dred years,  the  College  has  graduated  13,310 
medical  doctors.  Among  the  activities  planned 
celebrating  the  bicentennial  is  a three-day 
scientific  symposium  on  genetics. 

Downstate  Medical  Center 

New  president.  Joseph  K.  Hill,  Ph.D., 
became  president  of  the  Center  and  dean  of  the 
medical  school  on  September  1.  Dr.  Hill 
succeeded  Dr.  Robert  A.  Moore,  now  retired, 
and  the  Center’s  first  president. 

Professor  and  chairman.  Marvin  Stein, 
M.D.,  was  recently  appointed  professor  and 
chairman,  Department  of  Psychiatry.  He  is 
chairman,  Research  Career  Award  Committee, 
National  Institute  of  Mental  Health,  a member 
of  the  Research  Advisory  Committee,  Veterans 
Administration,  Washington,  D.C.,  and  editor. 
Advances  in  Psychosomatic  Medicine,  as  well  as 
a member  of  the  editorial  board  of  the  Journal 
of  Psychosomatic  Research.  Eighteen  members 
of  a research  team  who  have  been  working  with 
Dr.  Stein  at  Cornell  on  a seven-year  investiga- 
tion of  the  psychosomatic  causes  of  bronchial 


asthma  under  a $700,000  grant  from  the  National 
Institute  of  Mental  Health  will  continue  their 
studies  at  Downstate  with  Dr.  Stein.  Dr.  Stein 
succeeds  Robert  Dickes,  M.D.,  acting  chairman 
of  the  Department,  who  will  return  to  his 
position  as  professor  of  psychiatry. 

New  outpatient  division.  The  new  Out- 
patient Division  was  opened  on  September  11. 
One  of  the  nation’s  most  modem  and  compre- 
hensive outpatient  facilities,  with  an  estimated 
capability  of  100,000  patient  visits  per  year,  the 
Division  contains  110  individual  physicians’ 
offices  or  examining  rooms  and  these  are  or- 
ganized into  ten  clinic  suites,  each  with  its  own 
nursing  staff,  laboratories,  and  treatment 
room.  There  will  be  a total  of  27  specialty 
clinics  within  the  new  Outpatient  Division. 
Already  in  operation  are  speciality  clinics  in 
medicine,  dermatology,  neurology,  psychiatry, 
and  renal  disorders.  The  others  will  be  phased 
gradually  into  operation. 

New  York  University  School  of  Medicine 

New  appointment.  Richard  L.  Rovit,  M.D., 
formerly  chief  of  neurosurgery,  Jefferson  section, 
Philadelphia  General  Hospital,  has  been  ap- 
pointed associate  professor  of  clinical  neuro- 
surgery at  the  School  and  director,  Department 
of  Neurological  Surgery,  St.  Vincent’s  Hospital. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

Resignation.  Scott  N.  Swisher,  Jr.,  M.D., 
professor  of  medicine  and  head  of  the  Hema- 
tology Unit,  Department  of  Medicine,  and  an 
attending  physician  at  Strong  Memorial 
Hospital,  has  announced  his  resignation  to 
become  chairman  of  the  new  Department  of 
Medicine,  Michigan  State  University,  to  become 
effective  April  1. 
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Little-known  moments  in  history 
No.  1: 

Mr.  Ra,  a sculptor,  was  commis- 
sioned by  Queen  Nefertiti  to  do  a 
statue  of  herself,  and  by  King  Tut 
to  do  a large  lion  for  his  front 
lawn.  Confused  by  vertigo,  Mr.  Ra 
got  the  whole  thing  mixed  up.  Did 
he  get  a royal  bawling-out! 


m u • tablets  svrijp  m®  m ■ • 

Anti  vert  stops  vertigo 

(meclizine  HCI,  nicotinic  acid)  ® 


Tablets:  (meclizine  HCI)  12.5  mg.  and  nicotinic  acid  50  mg.) 
Syrup:  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25 
mg.  and  nicotinic  acid  25  mg.) 

Most  widely  prescribed  anti-vertigo  agent' 

Complete  to  moderate  relief  in  9 out  of  10  patients2 
Antivert,  the  leading  anti-vertigo  product,1  combines  mecli- 
zine HCI,  an  outstanding  drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug  of  choice  for  prompt 
vasodilation.  Prescribe  Antivert  for  your  patients  with  vertigo, 
Meniere’s  syndrome  and  allied  disorders. 

Precautions  and  contraindications:  Frequent,  short-lived  reac- 
tions include:  cutaneous  flushing,  sensations  of  warmth,  tingling 
and  itching,  burning  of  skin,  increased  gastrointestinal  motility, 
and  sebaceous  gland  activity.  In  explaining  these  reactions  to 
the  patient,  it  is  suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Because  of  this  vasodilation, 
severe  hypotension  and  hemorrhage  are  obvious  contraindica- 
tions to  Antivert  therapy.  Although  the  incidence  of  drowsiness 


and  other  atropine-like  side  effects  such  as  dry  mouth  and  blur- 
ring of  vision  is  low,  the  physician  should  alert  the  patient  to 
the  need  for  due  precautions  when  engaging  in  activities  where 
alertness  is  mandatory.  Use  in  pregnancy:  A review  of  available 
animal  data  reveals  that  meclizine  exerts  a teratogenic  response 
in  the  rat.  While  available  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a 
potential  for  adverse  effects  on  the  human  fetus.  Consequently, 
consideration  should  be  given  to  initial  use  of  a nonphenothia- 
zine  agent  that  is  not  suspected  of  having  a teratogenic  poten- 
tial. In  any  case,  the  dosage  and  duration  of  treatment  should 
be  kept  to  a minimum. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls  (5-10  cc.)  t.i.d. 
just  before  meals.  Specific  requirements  for  individual  patients 
should  be  determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500.  Syrup  in  pint  bottles. 
Rx  only. 

References:  1.  Based  on  1965  data  from  independent  physicians’ 
market  survey  organization.  2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobon® 

geriatric  supplement 

helps  keep  them 
'on  the  go’ 

Neobon  combines  hormones,  essential  hematopoietic  factors, 
a digestive  enzyme,  and  vitamins  and  minerals  with  the 
important  amino  acids  L-lysine  and  glutamic  acid.  When  used 
as  adjunctive  therapy,  such  medication  has  been  shown  to  be 
of  value  in  treating  patients  with  the  geriatric  syndrome.' 
You,  too,  can  help  your  geriatric  patients  — with  or  without 
vertigo -lead  a more  active  life  by  prescribing  Neobon. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen 
or  androgen  therapy  should  not  be  used,  as  in  carcinoma  of 
the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  phy- 
sician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Duff  icy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936 
(Nov.)  1957.  2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.) 
1957. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate)  . . .2000  U.S.P.  units 
Vitamin  D 
(irradiated 

ergosterol)  . .200  U.S.P.  units 
Vitamin  B,  (thiamine 
mononitrate,  U.S.P.)  ..0.5  mg. 
Vitamin  B2  (riboflavin, 


U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine 

HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 
tocopherol  acetate)  ...  .5  I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate).  .0.066  mg. 
Copper  (from 

copper  sulfate) 0.33  mg. 


''Enzymatically  active  defatted 
fresh  pancreas. 


Manganese  (from 
manganese  sulfate)  . .0.33  mg. 
Magnesium  (from 
magnesium  sulfate)  ...  .2  mg. 
Iodine  (from 

potassium  iodide)  . . .0.05  mg. 
Potassium  (from 
potassium  sulfate)  , . 1.66  mg. 
Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate)  ....3. 40  mg. 
Vitamin  Bn  (cobalamin 
concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid, 

U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 
Pancreatic  substance*  ..50  mg. 

(4)  Gonadal  Hormones 
Methyltestosterone  ....1.0  mg. 
Ethinyl  estradiol  ....0.006  mg. 

(5)  Amino  Acids 

L-lysine 50  mg. 

Glutamic  acid 30  mg. 

material  from  250  mg.  of  whole 
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Science  for  the  World's  Well-Being® 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


fiminic 

Each  tablet  contains: 

Triaminic®  25  mg. 

(phenylpropanolamine  hydrochloride  12.5  mg., 
pheniramine  maleate  6.25  mg.,  pyrilamine 
maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P 0.5  Gm. 

(sulfadiazine  0.167  Gm.,  sulfamerazine 
0.167  Gm.,  sulfamethazine  0.167  Gm.) 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 

PHARMACOLOGY:  Triaminic  decongests  and  promotes  drainage  of  nasal  and  paranasal  passages,  and  prevents  any  further 
histamine-induced  damage;  the  triple  sulfonamides  inhibit  susceptible  bacterial  invaders.  INDICATIONS:  For  congestion  and 
infection  of  the  upper  respiratory  tract  caused  by  sulfa-susceptible  organisms.  DOSAGE:  Adults:  2 to  4 tablets  initially,  fol- 
lowed by  2 tablets  (concluded  on  facing  page)  every  6 hours.  Medication  should  be  continued  until  patient  has  been  afebrile 
for  3 days,  (concluded  on  facing  page) 


prescribe  economical 
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Trisulfaminic  continued 
ADVANTAGES:  The  advantages  of  Trisulfa- 
minic in  upper  respiratory  infections 
are:  payability  of  suspension;  freedom 
from  narcotics  or  alcohol;  therapeutic  re- 
liability; safety;  economy;  ease  of  adminis- 
tration; freedom  from  potential  sensitiza- 
tion to  broad-spectrum  antibiotics  which 
may  be  reserved  for  lower  respiratory  or 
other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hyperthophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 
tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 
one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
LINCOLN,  NEBRASKA 


Abstracts 


Moore,  G.  E.,  Grace,  J.  T.,  Jr.,  Citron,  P., 
Gerner,  R.,  and  Burns,  A.:  Leukocyte 

cultures  of  patients  with  leukemia  and  lym- 
phomas, New  York  State  J.  Med.  66:  2757 
(Nov.  1)  1966. 

This  reports  studies  involving  the  cultiva- 
tion of  cells  in  vitro  from  patients  with  leu- 
kemias and  lymphomas  for  two  years  since  the 
original  observations  were  recorded.  Leu- 
kemia cultures  are  initiated  by  recovering  the 
huffy  coat  from  heparinized  leukemia  blood, 
setting  up  initial  cultures,  providing  for  periodic 
agitation,  and  maintaining  the  cell  population. 
Approximately  1,500  peripheral  blood  samples 
were  cultured,  but  in  only  86  instances  was  the 
blood  cultured  within  four  hours,  providing  a 
sufficient  number  of  leukocytes  to  permit  set- 
ting up  as  many  as  four  cultures.  The  authors 
had  no  success  in  growing  cells  from  patients 
with  lymphatic  leukemia,  but  established  cell 
lines  with  leukocytes  from  patients  with  mul- 
tiple myeloma,  lymphosarcoma,  and  Hodgkin’s 
disease.  Various  media  were  studied  to  de- 
termine the  optimal  nutritional  environment. 
In  various  cell  lines,  the  predominant  one  is 
either  a lymphoblast  or  a hemocytoblast. 
Of  25  leukemia  cell  lines  only  10  have  been 
studied  exhaustively  by  electron  microscopy, 
and  of  these  6 have  virus  particles  associated 
with  them.  No  biologic  activity  attributable 
to  these  viruses  has  been  discovered.  The 
authors  have  not  been  satisfied  with  their 
limited  success  in  culturing  leukocytes. 

Glaser,  J.,  and  Dreyfuss,  E.  M.:  Cooperation 

of  allergist  and  referring  physician,  New  York 
State  J.  Med.  66:  2776  (Nov.  1)  1966. 

The  increase  in  allergic  disease  may  be 
caused  by  an  inherited  tendency  and  by 
pasteurized  milk.  The  relationship  between 
the  allergist  and  other  physicians  must  be  good 
so  that  the  patient  receives  the  best  care. 
The  patient’s  own  physician  can  carry  out 
hyposensitization  procedures.  However,  ade- 
quate records  must  be  kept.  There  is  far 
more  than  following  instructions  for  injections; 
the  physician  must  judge  each  treatment  care- 
fully. The  allergist’s  instructions  must  be  as 
complete  as  possible  and  studied  by  the  phy- 
sician who  is  to  carry  out  the  treatment.  Ques- 
tions must  be  answered  and  recorded,  the 
progress  of  the  patient  noted.  The  decision 
for  stopping  treatments  should  be  left  to  the 
allergist. 
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MSS  NY  PUBLICATIONS  FOR  MEMBERS... 

These  informational  pamphlets  are  some  of  the  benefits  you  receive 
with  your  State  Society  membership. 


• CONSTITUTION  AND  BYLAWS 

Here  are  the  governing  principles  and  rules  that  guide 
your  Medical  Society. 

• PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

What  are  the  duties  of  a physician  to  the  profession, 
to  the  patient,  and  to  the  public? 

• STANDARDS  OF  PRACTICE  FOR  DOCTORS 
AND  LAWYERS 

A medical  legal  guide  which  includes  five  “Do  Nots” 
for  doctors  and  five  “Do  Nots”  for  lawyers. 

• GUIDE  FOR  COOPERATION  FOR  DOCTORS, 
HOSPITALS  AND  REPORTERS 

Who  talks  to  the  news  media?  To  appear  or  not  to  appear 
on  radio  or  T.V.  ? What  information  shall  the  hospital- 
release?  Answers  these  and  other  questions. 

• GUIDING  PRINCIPLES  FOR  PARTICIPATION 
IN  TELECASTS  AND  BROADCASTS 

The  Do’s  and  Don’ts  of  appearing  on  a “show”. 

• CODE  OF  UNDERSTANDING  FOR  PHARMACISTS 
AND  DOCTORS  OF  MEDICINE 

Provides  guidelines  for  physicians  and  pharmacists  in 
their  interrelated  practices;  the  responsibilities  of  each 
in  best  serving  the  individual  patient  and  the  community. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
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Jse  this  statistic  to  help  convince  your  patients  to  stop  smoking. 


Presentation  of  a familiar  point  of  reference  giving  some 
ndication  of  the  amount  of  tar  in  cigarette  smoke  could 
ielp  influence  your  cigarette  smoking  patients  to  quit. 
_et  Tar  Gard  help.  In  an  independent  study  by  Curtis  and 
Tompkins,  Analytical  Chemists,  San  Francisco,  it  was 
jstimated  that  over  a 365  day  period,  using  twenty  filter 
oigarettes  a day  as  a base,  the  average  amount  of  tar 
:rapped  in  the  unique*  Tar  Gard  filter  holder  was  0.29 
b.,  more  than  the  weight  of  four  packs  of  cigarettes.** 
Jse  this  statistic  to  give  your  patients  a more  concrete 
grasp  of  the  amount  of  tar  in  cigarette  smoke. 

Support  with  visual  demonstration.  Combine  reference 
:o  this  statistic  with  a visual  demonstration  in  your  office. 
Show  tar  actually  being  isolated  from  cigarette  smoke. 


^Technically,  Tar  Gard  is  not  a filter.  It  is  a patented  tar 
trapping  device  based  on  the  principle  of  the  Venturi  tube, 
such  as  is  employed  in  the  bedside  respirator  used  in  critical 
respiratory  management,  the  vaporizer  and  the  aspirator.  In 
Tar  Gard,  as  cigarette  smoke  is  drawn  into  the  mouthpiece, 
the  pressure  energy  of  the  tar-filled  smoke  is  accelerated  (to 
approximately  200  mph)  and  then  stopped  abruptly  by  an 
impingement  barrier,  where  tars  are  trapped. 


**36  sealed  packs  of  a leading  filter  cigarette  were  weighed 
and  divided  by  9 to  give  an  average  four  pack  weight  of  .23  lb. 


All  you  have  to  do  is  have  a patient  smoke  four  cigarettes 
through  the  Tar  Gard  Demonstration  Unit.  When  he  sees 
the  amount  of  tar  trapped  in  the  transparent  mouthpiece 
chamber  and  realizes  that  normally  this  would  stay  in 
the  mainstream  of  the  smoke  — the  smoke  he  inhales - 
this,  related  to  the  number  of  cigarettes  he  has  smoked 
over  a 365  day  period  could  prove  to  be  the  most  dra- 
matic visual  proof  of  the  health  hazards  of  smoking  you 
could  show  him  . . . enough  to  force  him  to  draw  his  own 
conclusions  as  to  whether  the  smoking  habit  is  worth 
the  price  he  might  have  to  pay...  enough  to  convince 
him  to  quit. 

Complete  and  mail  coupon  for  your  free  Tar  Gard 
Demonstration  Unit. 


Tar  Gard  Company,  2 Pine  Street,  San  Francisco, Calif  94111 

□ Please  send  me  free  professional  Tar  Gard  demonstration 
unit. 

□ Please  send  me doz.  regular  Tar  Gard  retail  units  at 

special  professional  price  of  $10.00  per  '/i  doz.;  minimum 
order.  ($1.67  each  — usually  retails  at  $2.95.) 

□ Check  enclosed.  □ Please  bill  me. 

Name  

Type  of  Practice 

Address 

City State Zip 

If/UR  Cp'AJR.D.  NYS-4 
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Wide-range  bactericidal  action 
for  genitourinary  infections 


— OMNIPEN' 

(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or  urethra. 

Effective  against  many  gram-negative  and  gram-positive 
pathogens — thus  may  be  valuable  not  only  in  genitourinary 
but  also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

* Exclusive  of  penicillinase-producing  bacteria. 


ndications:  Urinary  tract  infections,  especially  those 
aused  by  E.  coli,  Proteus  mirabilis,  and  Streptococcus 
aecalis  and  viridans;  respiratory  infections  caused  by 
I.  influenzae , pneumococci,  streptococci,  and  non- 
enicillinase-producing  staphylococci;  and  gastroin- 
estinal  infections  caused  by  Shigella  and  Salmonella , 
lcluding  Sal.  typhosa. 


lontraindications:  Hypersensitivity  to  penicillin; 
ifections  due  to  penicillinase-producing  staphylococci 
nd  other  penicillinase-producing  bacteria. 

'recautions:  If  allergic  reaction  occurs,  discontinue 
mpicillin  and  administer  epinephrine,  corticosteroids, 
ntihistamines  and/or  pressor  amines  as  indicated. 


Transient  moderate  elevation  of  SGOT  values  of  unde- 
termined significance  was  noted  in  a few  infants.  Liver 
and  kidney  function  as  well  as  hematopoietic  tests  are 
advisable  during  therapy,  particularly  in  infants.  As  with 
other  antibiotics,  precautions  should  be  taken  against 
gastrointestinal  superinfection.  Safety  for  use  in  preg- 
nancy has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side  effects  as 
urticaria,  skin  rash,  pruritus,  diarrhea,  nausea  and 
vomiting.  There  have  been  no  reports 
of  blood  dyscrasias,  liver  or  kidney 
damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Medical  News 


Rehabilitation  Institute  changes  name 

The  name  of  the  Institute  of  Physical  Medi- 
cine and  Rehabilitation  of  New  York  Univer- 
sity Medical  Center  has  been  changed  officially 
to  the  Institute  of  Rehabilitation  Medicine. 
The  announcement  of  the  name  change  was 
made  by  Dr.  George  E.  Armstrong,  director 
of  the  Medical  Center,  with  the  approval  of  the 
Board  of  Trustees  of  New  York  University. 
At  the  same  time  he  announced  that  the  Depart- 
ment of  Physical  Medicine  and  Rehabilitation 
had  been  renamed  the  Department  of  Rehabili- 
tation Medicine. 

Since  the  term  “physical  medicine”  was 
applied  initially  only  to  the  orthopedically 
handicapped,  it  was  felt  that  “rehabilitation 
medicine”  would  better  describe  the  total 
concept  of  rehabilitation.  Today  the  field  has 
expanded  to  include  the  rehabilitation  of  cardiac, 
pulmonary,  and  cancer  patients,  among  others. 
Rehabilitation  medicine  is  a total  program 
designed  to  meet  the  physical,  emotional,  social, 
vocational,  and  educational  needs  of  the 
individual. 

The  Institute  of  Rehabilitation  Medicine, 
under  the  direction  of  Howard  A.  Rusk,  M.D., 
is  the  largest  university  center  in  the  world 
for  the  rehabilitation  of  the  physically  handi- 
capped. 

Physicians  search  for  hidden  diabetic 
during  Diabetes  Detection  Week 

Finding  the  hidden  diabetic  person  and 
getting  him  to  his  physician  for  treatment  are 
the  aims  of  this  year’s  annual  diabetes  detec- 
tion drive  scheduled  for  November  13  through 
19.  Your  county  medical  society  urges  your 
support  of  Diabetes  Detection  Week  as  a re- 
newal of  the  continuing  search  for  hidden  dia- 
betic persons. 

Although  physicians  are  on  the  search  for  the 
hidden  diabetic  person  among  their  patients, 
1.6  million  such  persons  remain  undetected  in 
this  country.  Of  these,  it  is  estimated  that 
from  75,000  to  more  than  100,000  are  in  the 
New  York  metropolitan  area.  One  person  in 
50  is  expected  to  have  diabetes.  This  ratio 
climbs  in  persons  with  a family  history  of  dia- 
betes, with  a heavy  newborn  child,  with  increas- 
ing age,  and  with  excessive  weight.  Early 
diagnosis  and  treatment  have  much  to  offer. 
Ketoacidosis  can  be  prevented;  pregnancy, 
infections,  and  trauma  can  be  successfully 
managed.  Diet,  weight  control,  exercise,  and 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


the  broad  spectrum  of  oral  drugs  as  well  as 
insulins  permit  a satisfying,  comfortable,  and 
productive  life.  Yet  many  diabetic  persons 
do  not  benefit  from  early  diagnosis  and  treat- 
ment in  the  asymptomatic  stage.  They  often 
become  victims  of  the  prolonged  uncontrolled 
phase  of  the  disease  with  the  metabolic  and 
vascular  complications  that  rank  diabetes  as 
the  third  cause  of  blindness  in  adults  and  the 
seventh  cause  of  death. 

During  Diabetes  Detection  Week  there  will 
be  a massive  public  information  program  urging 
New  Yorkers  to  be  tested.  Physicians  may 
anticipate  requests  from  their  patients.  Each 
physician  can  cooperate  by  making  a diabetes 
test  a routine  part  of  his  examination.  The 
procedure  of  choice  is  a postprandial  blood 
sugar  as  a screening  test  followed  by  a diagnostic 
tolerance  test  if  the  screening  results  are  not 
conclusive.  Periodic  retesting  is  indicated  in 
high-risk  patients  or  in  those  with  borderline 
tests.  Small  elevations  in  blood  glucose  levels 
are  common  in  pregnancy  and  in  patients  over 
fifty,  and  some  reserve  should  be  applied  in 
their  interpretation.  Urine  and  fasting  blood 
tests  are  too  insensitive  for  detecting  mild 
disease. 

A battery  of  telephones  will  be  in  operation 
during  Detection  Week  at  the  New  York 
Diabetes  Association,  104  East  40  Street,  New 
York  City.  The  New  York  City  Department 
of  Health  will  perform  free  diabetes  tests,  both 
postprandial  blood  sugars  and  modified  glucose 
tolerance  tests,  for  those  who  call  867-6010  or 
who  write  the  New  York  Diabetes  Association, 
“Diabetes,”  Box  416,  New  York,  New  York 
10016.  Each  applicant  must  submit  the  name 
of  his  physician  or  clinic  so  that  positive  tests 
can  be  reported  to  his  physician.  Positive 
testees  are  referred  directly  back  to  their 
physicians  who  are  the  only  source  of  final 
medical  judgment  and  treatment.  The  physi- 
cian who  is  notified  of  a positive  result  will 
receive  the  test  data  and  criteria  for  interpreta- 
tion. He  also  receives  a form  which  he  returns 
after  indicating  his  final  medical  judgment.  In 
this  way  each  physician  can  cooperate  by  sup- 
plying critical  guideline  data  for  the  detection 
program.  Known  diabetic  persons  will  not  be 
tested.  Children  will  be  tested  only  if  there 
is  a positive  family  history  of  diabetes. 

Hospital  seeks  Fellows  in  pediatrics 

Fellowships  in  pediatric  allergy  are  available 
at  the  St.  Vincent’s  Hospital  and  Medical 
Center  of  New  York.  The  program,  under  the 
direction  of  Vincent  J.  Fontana,  M.D.,  is  de- 

continued  on  page  2740 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vz  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2Vz,  Aspirin  gr.  2>Vz,  Caffeine  gr.  Vz. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Investment 

Advisory 

Service 


Providing  portfolio  super- 
vision  for  both  individual 
and  institutional  investors 
on  a fee  basis. 


Direct  inquiries  to 
Investment  Advisory 
Department  J M 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  JVeui  York  Stock  Exchange 


42  WALL  STREET,  N.  Y.  10005 


375  Park  Avenue,  N.  Y.  10022 


An  Effective 

Non-Barbiturate  Sedative 


VALERIANETS 
-DISPERT 

A tasteless,  odorless  and  harmless  mild  hypnotic 
free  from  the  habit  forming  properties  of  barbitu- 
rates. Will  induce  restful  sleep  and  sedation  in 
cases  of  nervous  excitement,  depressive  states, 
menopausal  molimena,  insomnia. 

Each  chocolate  coated  tablet  contains:  Ext.  of 
Valerian  (highly  concentrated)  0.05  gm.  dis- 
pergentized,  Dose:  1 or  2 tablets  daily. 
Supply:  Bottles  of  50,  at  all  pharmacies. 
Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
10  Fairchild  Court,  Plainview,  N.  Y.  11803 


signed  to  give  the  trainee  adequate  clinical 
experience  in  all  aspects  of  pediatric  allergy 
and  a workable  knowledge  in  research  method- 
ology. 

The  residency  is  an  approved  program  for 
one  year  by  the  American  Board  of  Pediatrics 
and  Pediatric  Allergy.  A two-year  pediatric 
residency  is  a prerequisite.  Stipends  range 
from  $5,000  to  $6,000  yearly. 

Additional  information  and  application  forms 
for  Fellowships  beginning  on  July  1,  1967,  may 
be  obtained  by  writing:  Angelo  Ferrara,  M.D., 

Coordinator  of  Teaching  and  Research,  Depart- 
ment of  Pediatrics,  St.  Vincent’s  Hospital  and 
Medical  Center,  153  West  11th  Street,  New 
York,  New  York  10011. 

Governor  requests  Federal  funds 
to  build  model  safety  car 

Governor  Rockefeller  has  asked  for  $4.4 
million  in  Federal  funds  under  the  recently  en- 
acted Federal  Traffic  Safety  Act.  Part  of  the 
funds  would  be  directed  toward  the  designing 
of  a prototype  safety  car.  Proposed  state 
money  to  design  a safety  car  was  trimmed  from 
the  Governor’s  budget  at  the  recent  session  of 
the  legislature.  Estimated  cost  for  designing 
and  building  the  prototype  car  is  $5  million. 
The  car  is  expected  to  incorporate  such  safety 
features  as  a rear-view  periscope  to  eliminate 
blind  spots  and  built-in  roll  bars. 

Herman  E.  Hilleboe,  M.D.,  New  York  City, 
a special  assistant  and  a former  State  commis- 
sioner of  health,  has  been  named  by  the  Gover- 
nor as  a consultant  to  an  interdepartmental 
committee  to  develop  state  traffic  safety  pro- 
grams. 

Physicians  asked  to  help  with  referrals 

The  cooperation  of  physicians  is  requested  in 
a continuing  clinical  study  of  calcium  metabo- 
lism and  calcium  kinetics  being  conducted  by 
the  metabolism  branch.  National  Cancer  In- 
stitute at  the  Clinical  Center,  National  In- 
stitutes of  Health,  Bethesda,  Maryland.  Of 
interest  for  this  study  are  patients  with  cal- 
cinosis universalis,  hypoparathyroidism,  hyper- 
parathyroidism, pseudohypoparathyroidism, 
and  hypercalcemia  of  malignancy  without  bony 
metastases.  Patients  with  roentgenologic  evi- 
dence of  bone  disease  as  well  as  documented 
serum  calcium  abnormalities  would  be  of  special 
interest.  Patients  for  this  study  should  be 
clinically  stable,  ambulatory,  continent  of  urine 
and  feces,  and  be  willing  to  participate  in 
metabolic  balance  studies,  including  administra- 
tion of  Ca47,  during  a thirty-day  admission  to 
the  Clinical  Center. 

Physicians  interested  in  having  their  patients 
considered  for  this  study  may  write  or  telephone: 
James  M.  Phang,  M.D.,  Clinical  Center,  Room 
3B-40,  National  Institutes  of  Health,  Bethesda, 
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mid-rift! 

Our  population’s  bursting  at  the  seams. 

It’s  eat.  Eat.  Eat. 

And  then  diet.  Diet.  Diet. 

With  the  latest  No-calorie. 

No  carbohydrate.  No-vitamin.  No  exercise. 
400-hour  Kamikaze  Plan! 

When  it's  over,  it’s  eat,  eat,  eat  again. 

As  a professional  you  can  help  wrest 
some  sense  from  this  nonsense:  first, 
by  cautioning  against  skipping  meals,  and 
second  by  pointing  the  way  to  realistic  weight 
control  through  nourishing  meals  every  day. 
Day  after  day. 

Naturally,  balanced  diets  and 
nourishing,  palatable  dairy  foods  go 
together;  they  always  have. 

Project  Weight  Watch  has  been  initiated 
to  assist  you.  Its  scope 
is  nationwide,  its  purpose  is  to  focus 
professional  attention  on  the  problem. 

To  help  you  translate  your  concern  to  your 
patients,  a portfolio  of  materials  is  available. 
Send  for  it.  Help  stamp  out  needless  waist. 


National  Dairy  Council 

Greater  New  York  Program 


PROJECT 

WEIGHT 

WATCH 


Dept.  R-11,  202  E.  44th  St.,  New  York,  N.Y.  100X7 
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Maryland  20014.  The  telephone  number  is 
656-4000,  extension  63097,  area  code  301. 

Personalities 

Appointed.  To  the  professional  staff 
of  The  Brooklyn-Cumberland  Medical  Center: 
Anton  Lindner,  M.D.,  formerly  associate 
professor  of  pathology  at  the  University  of 
Oklahoma,  as  director  of  pediatric  pathology 
and  pathology  of  infectious  diseases;  Harold 
R.  Cottle,  M.D.,  formerly  associate  director  of 
laboratories  for  four  years  at  Maimonides 
Hospital  of  Brooklyn,  as  director  of  anatomical 
pathology;  and  Melvin  Julius  Goldberg,  M.D., 
formerly  chief  of  the  physical  medicine  service 
at  the  Naval  Hospital  in  Oakland,  California, 
as  physiatrist-in-chief  . . . Edward  J.  Beattie,  Jr., 
M.D.,  chairman  of  the  Department  of  Surgery, 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City,  as  chief  medical 
officer  of  Memorial  . . . Gurston  D.  Goldin, 


M.D.,  associate  in  psychiatry  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City, 
as  consultant  in  forensic  psychiatry  for  the 
New  York  State  Department  of  Mental  Hy- 
giene . . . Robert  Slater,  M.D.,  formerly  dean 
of  the  University  of  Vermont’s  College  of 
Medicine,  as  executive  director  of  the  Associa- 
tion for  the  Aid  of  Crippled  Children  located  in 
New  York  City  . . . Jane  C.  Wright,  M.D., 
adjunct  associate  professor  of  research  surgery 
at  the  New  York  University  Medical  School, 
to  the  National  Advisory  Cancer  Council  for  a 
four-year  term  which  began  October  1. 

Awarded.  Meir  Yoeli,  M.D.,  associate  pro- 
fessor of  preventive  medicine  at  New  York 
University  Medical  Center,  the  Maimonides 
award  for  outstanding  contributions  to  medicine 
and  religion  to  be  presented  in  Chicago  on 
November  13.  Purpose  of  the  award  is  to 
provide  a forum  for  a distinguished  physician- 
scientist  and  Hebrew  scholar  to  present  a paper 
on  a subject  in  the  field  of  Judaica  and  its 
interrelationship  with  medicine. 


Abstracts  in  Interlingua 


Moore,  G.  E.,  Grace,  J.  T.,  Jr.,  Citron,  P., 
Gerner,  R.,  e Burns,  A.:  Culturas  de 

leucocytos  ab  patientes  con  leucemia  e lym- 
phomas ( anglese ),  New  York  State  J.  Med. 
66:  2757  (1  de  novembre)  1966. 

Es  reportate  studios  relative  al  cultivation  de 
cellulas  in  vitro  ab  patientes  con  leucemia  e 
lymphoma  durante  periodos  de  duo  annos  a 
partir  del  registration  del  observationes  orig- 
inal. In  casos  de  leucemia,  le  culturas  es 
initiate  con  material  del  coagulo  blanc  ab 
sanguine  heparinisate,  e le  population  cellular 
es  mantenite  con  le  application  de  un  agitation 
periodic.  Approximativemente  1500  specimens 
de  sanguine  peripheric  esseva  culturate,  sed 
le  total  includeva  solmente  86  casos  in  que  le 
sanguine  esseva  culturate  intra  quatro  horas, 
providente  assi  un  numero  sufficiente  de  leu- 
cocytos pro  permitter  le  initiation  de  usque 
ad  quatro  culturas.  Le  autores  non  pote  re- 
portar  ulle  successo  in  le  culturation  de  cellulas 
ab  patientes  con  leucemia  lymphatic,  sed  illes 
establiva  lineas  cellular  con  leucocytos  ab 
patientes  con  myeloma  multiple,  con  lym- 
phosarcoma, e con  morbo  de  Hodgkin.  Varie 
medios  esseva  studiate  pro  determinar  le 
optime  ambiente  nutritional.  In  varie  lineas 
cellular,  il  esseva  a notar  que  un  lymphoblasto  o 
un  hemocytoblasto  esseva  in  predominantia. 
Inter  25  lineas  de  cellulas  ab  leucemia,  sol- 
mente 10  esseva  studiate  meticulosemente  per 
microscopia  electronic,  e inter  le  10,  6 revelava 
le  presentia  de  particulas  de  virus  in  association 


con  illos.  Nulle  activitate  biologic  attribuibile 
a file  particulas  esseva  discoperite.  Le  autores 
non  es  satisfacite  con  le  restringite  successo 
que  illes  ha  realisate  in  lor  culturation  de 
leucocytos. 

Glaser,  J.,  e Dreyfuss,  E.  M.:  Cooperation 

inter  le  allergista  e le  medico  assignante  (ang- 
lese), New  York  State  J.  Med.  66:  2776  (1 
de  novembre)  1966. 

Le  crescente  incidentia  de  morbos  allergic 
es  possibilemente  causate  per  un  tendentia 
hereditari  e per  lacte  pasteurisate.  Le  rela- 
tion inter  le  allergista  e altere  medicos  debe 
esser  favorabile  a fin  que  le  patiente  recipe 
le  attention  le  melior  possibile.  Le  medico 
personal  del  patiente  pote  executar  mesuras 
de  hyposensibilisation.  Tamen,  un  adequate 
documentation  debe  esser  mantenite.  Le 
problema  amonta  a plus  que  sequer  le 
directivas  pro  le  injectiones.  Le  medico  debe 
evalutar  meticulosemente  le  tractamento  in- 
dividual. Le  directivas  emanente  ab  le  al- 
lergista debe  esser  le  plus  complete  possibile 
e debe  esser  studiate  per  le  medico  qui  ha  le 
responsabilitate  pro  le  effectuation  del  tracta- 
mento. Questiones  debe  esser  providite  de 
responsas  e istos  debe  esser  registrate.  Le 
progresso  del  patiente  debe  esser  notate. 
Le  decision  que  le  tractamento  pote  esser  sus- 
pendite  debe  remaner  le  responsabilitate  del 
allergista. 
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Doctor, 


lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
verweight  patients. 


mood  elevation 


Abb 

Anorec 

Progr< 


DESOXYN  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet  helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can’t  take  plain  amphetamim 

put  her  on  DESBUTAL!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tat 
sections,  combined  back  to  back  to  form  a sin 
tablet.  One  section  contains  Desoxyn  to  curb  1 
appetite  and  lift  the  mood;  the  other  conta 
Nembutal®  (pentobarbital)  to  calmthe  patientc 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dose 
ratio  throughout  the  day. 


Abbott 

Anorectic 

Program 


controlled  release 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 

! 
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The  release  action  is  purely  physical  and  relies  on 
inly  one  factor  common  to  every  patient:  gastro- 
ntestinal  fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
:entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
I Irug  release  ...  or  to  erratic  release  from  patient 
o patient  ...  or  to  erratic  release  in  the  same 
>atient  from  day  to  day. 


hat's  why  the  Gradumet  provides 
:ontrolled-release  as  well  as 
ong  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 


is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

^3  (I 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

>3  II 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

l N’..n:  A’iON'j  A*  in  pMrectK  in  tffltminl  of 
obwity . »ho  lo  countoritt  initoty  ind  mrtd  Arptmlon 
prc  \OH  Owiboui  a ewbiMttiM  ■"  pi 
(MnH  l»km|  * monoinun*  oildIM  inhibilOl  Nrrwiu»f>«» 
01  tictunt  wiJition  hi«o  octet  lontltY  been  obtimed 
oflon  Ihn*  tfltcls  will  dneppoir  iftri  a liw  dan  Um 
wifh  caution  in  patNnll  with  l>yp*H*n*ion  caidtovasculli 
dnrne  byp*iihyiokli*m  of  wlto  a»t  tansitm  lo  tympo 
thorn imatK  drun  Caialul  tuporyuion  u aduiMdlo  with 
maiad  lusted  indhridualf 

A ainfte  Giadumot  tablet  in  th«  mofnmf 
piouidct  all  day  appatita  control 

Owbutal  10  contain*  10  ol  moth 
amphclamina  hydiocWoi«J«  and  M ffl|  (d  pantohaibital 
indium  Ofibutai  IScoMamt  15  m|  ot  iwathamphatamm* 
hydiochloiida  and  90  mj  ot  pantobacbilal  tedium  In 
bottle*  ol  100  and  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control— 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa* 
Uent  to  “watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


S wand— Abbott  biand 
ol  low  and  non  caloric  t 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


ooo 

ooo 


Direction* 

Or. 


economy 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 

601060 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad-  I 

visable  with  maladjusted  individuals,  Wawiv  ' 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


's  New  Seedling 


Group  Health  Hospital  Insurance  at  this  point  still  is  being 
carefully  nurtured.  Doctors,  hospital  administrators,  actuaries, 
bio-statisticians  — they  have  all  contributed  their  skills  to  the 
formation  of  what  we  at  GHI  believe  will  be  a major  breakthrough 
in  the  field  of  insuring  hospital  care. 

Preliminary  barriers  are  behind  us.  In  the  months  ahead,  the 
seedling  is  due  to  develop  into  a full-grown  organism. 

The  formation  of  GHHI  is  another  example  of  GHI’s  constant 
search  for  the  best  distribution  of  the  medical  dollar.  All  of  the 
thought  and  effort  that  have  been  heaped  upon  this  new  under- 
taking have  had  but  one  purpose  — the  welfare  of  people  who  are 
sick.  And  that,  after  all,  is  the  end  to  which  doctors  themselves 
dedicate  their  lives. 


Group  Health  Insurance,  Inc. 

221  PARK  AVENUE  SOUTH/NEW  YORK,  N.Y.  10003 

Phone:  SP  7-6000 
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JVO-CAL 


WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


irS  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America’s  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

11  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
regimens.  (You’ll 

enjoy  it,  too!)  Housekeeping'- 

Convenient  n o - \ «««m  Jg/ 
deposit  bottles. 

KIRSCH  BEVERAGES,  INC.,  BROOKLYN  6.  N.  Y. 
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REGIONAL  WEATHER  FORECAST 

High  Winds,  Snow  Storms  and  Much  Colder  Followed  by 


with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


good  reason 
to  select 

Ilosone’ 

Erythromycin  Estolate 

for  bacterial 
infections 
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two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Editorials 


Physician  manpower:  supply 


The  adequacy  of  physician  manpower  to 
meet  the  nation’s  health  care  needs  has 
been  the  subject  of  considerable  study  and 
conjecture  over  the  years.  The  Associa- 
tion of  American  Medical  Colleges  will 
devote  a series  of  releases  on  available 
data  pertaining  to  the  supply  of  physician 
manpower,  increasing  demands  of  a pros- 
pering expanding  population,  and  the  prog- 
ress of  efforts  now  being  made  to  meet 
future  needs.  It  will  be  a privilege  to 
furnish  these  to  our  readers;  herewith  is 
number  I. 

Most  often  the  total  physician  manpower 
pool  is  related  to  a population  measure  and 
the  resulting  numeric  notation  is  considered 
to  be  a measure  of  health  care  potential. 


At  best  this  technic  is  useful  in  determining 
maximum  potential  in  time  of  national 
emergency  and  fluctuation  in  the  all-out 
effort  potential  from  year  to  year. 

The  total  physician  manpower  pool  in- 
cludes, in  addition  to  those  in  practice, 
physicians  engaged  primarily  in  research, 
education,  or  other  nonclinical  activities 
as  well  as  those  who  have  retired.  Also 
included  are  physicians  in  Federal  service 
and  interns  and  residents  who  make  a 
contribution  to  the  patient  care  of  a re- 
stricted or  limited  sector  of  the  population. 

Fourteen  per  cent  of  the  total  physician 
manpower  pool  in  1963  consisted  of  interns 
and  residents  serving  in  1,423  hospitals 
that  provided  training  programs.  These 
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TABLE  I.  Number  of  physicians  by  type  of  practice,  1950-1963 

Number  of  Physicians • 

Type  of  Practice  1950  1955  1960  1963 


Physicians  (M.D.) 


Private  practice 

158,189 

159,371 

168,142 

174,974 

Training  programs* 

21,416 

31,028 

37,562 

38,519 

Federal  service 

12,576 

12,957 

14,212 

18,551 

Other  nonfederal  practice 

16,816 

25,197 

27,341 

29,686 

Retired,  not  in  practice 

9,728 

11,666 

11,820 

13,412 

Status  not  reported 

1,272 

1,492 

1,407 

1,335 

Total 

219,997 

241,711 

260,484 

276,477 

Physicians  (D.O.) 

Private  practice 

9,900 

10,500 

11,034 

9,818 

Training  programs 

729 

655 

Federal  service 

6 

11 

Other  nonfederal  practice 

407 

288 

Retired,  not  in  practice 

1,188 

1,188 

Status  not  reported 

2,800 

3,000 

986 

753 

Total 

12,700 

13,500 

14,350 

12,713 

Total  physicians 

(M.D.  and  D.O.) 

232,697 

255,211 

274,834 

289,190 

Physicians  (M.D.  and  D.O.) 

Private  practice 

72 

67 

65 

64 

Training  programs 

9 

12 

14 

14 

Federal  service 

6 

5 

5 

6 

Other  nonfederal  practice 

7 

10 

10 

10 

Inactive,  no  report 

6 

6 

6 

6 

Total  physicians 

(M.D.  and  D.O.) 

100 

100 

100 

100 

* Interns  and  residents. 


November  1,  1966  / New  York  State  Journal  of  Medicine  2753 


hospitals  accounted  for  20  per  cent  of  the 
total  hospitals  in  the  United  States  and 
involved  47  per  cent  of  the  available  hos- 
pital beds  in  the  United  States  in  1963. 
Physicians  in  training  programs  make  a 
considerable  contribution  to  the  nation’s 
health  care  needs  but  they  do  so  almost 
entirely  for  hospital  patients  and  they  are 
distributed  in  only  one-fifth  of  the  nation’s 
hospitals. 

Of  the  38,518  interns  and  residents  en- 
gaged in  formal  training  programs  in  1963, 
10,974  were  reported  as  being  foreign 
graduates  who  on  completion  of  their 
training  may  or  may  not  leave  the  United 
States,  thereby  clouding  their  potential 
availability  in  the  future. 

The  total  physician  population  increased 
by  24  per  cent  in  the  years  1950  to  1963. 

Table  I presents  the  number  of  phy- 
sicians by  type  of  practice  for  the  years 
1950,  1955,  1960,  and  1963,  to  permit 
further  comparisons  of  numeric  increase  in 
each  category.  The  percentage  distribu- 
tion presented  in  this  table  high  lights 
shifts  in  the  trend  of  practice  activity. 
Private  practice  in  each  of  the  years  indi- 


cated has  shown  a proportionate  decrease. 
The  proportion  of  all  physicians  in  Federal 
service  and  the  proportion  inactive  or  not 
reported  have  remained  relatively  constant. 
Both  training  programs  and  other  non- 
federal  practice  have  increased  their  pro- 
portion of  the  total  physician  manpower 
pool. 

The  complex  interrelationships  of  phy- 
sician activity  do  not  permit  the  accurate 
isolation  of  components  needed  to  de- 
termine the  actual  number  of  physicians 
actively  participating  in  the  provision  of 
medical  care.  In  the  consideration  of 
physician  manpower,  it  is  therefore  neces- 
sary to  use  total  figures  as  the  basic  measure 
of  supply  with  due  recognition  of  the  in- 
adequacies and  limitations  these  totals 
impose. 

An  assessment  of  manpower  adequacy 
must  consider  the  needs  and  demands 
for  health  care  in  order  to  determine  man- 
power requirements.  The  next  release 
will  compare  increases  in  total  physician 
manpower  with  increased  medical  care  de- 
mands as  measured  by  physician  visits  and 
hospital  admissions. 
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T HIS  IS  A PROGRESS  REPORT  of  OUT  studies 
involving  the  cultivation  of  cells  in  vitro 
from  patients  with  leukemias  and  lympho- 
mas during  the  two  years  since  publication 
of  the  original  observations  in  the  New 
York  State  Journal  of  Medicine.1 
Iwakata  and  Grace1  made  the  critical  ob- 
servation that  “hover  cultures”  of  leukemia 
had  to  be  maintained  for  at  least  forty  to 
one  hundred  days  before  sustained  rapid 
growth  of  the  cells  began.  This  valuable 
hint  has  enabled  many  laboratories  to  de- 
velop new  studies  of  human  hematopoietic 
cells  which  should  be  of  general  interest  to 
clinicians. 

* This  work  was  supported  in  part  by  Public  Health  Serv- 
ice Research  Grant  CA-08204-02  from  the  National  Cancer 
Institute,  special  funds  from  the  State  of  New  York  Depart- 
ment of  Health,  a grant  from  the  John  Hartford  Foundation, 
and  under  contract  PH43-65-616  within  the  Special  Virus- 
Leukemia  Program  of  the  National  Cancer  Institute,  National 
Institutes  of  Health,  U.S.  Public  Health  Service,  and  contract 
PH43-63-593  with  the  Viral  Carcinogenesis  Branch,  National 
Cancer  Institute,  Bethesda,  Maryland. 


This  reports  studies  involving  the  cultiva- 
tion of  cells  in  vitro  from  patients  with  leu- 
kemias and  lymphomas  for  two  years  since  the 
original  observations  were  recorded.  Leu- 
kemia cultures  are  initiated  by  recovering  the 
buffy  coat  from  heparinized  leukemia  blood, 
setting  up  initial  cultures,  providing  for 
periodic  agitation,  and  maintaining  the  cell 
population.  Approximately  1,500 peripheral 
blood  samples  were  cultured,  but  in  only  86 
instances  was  the  blood  cultured  within  four 
hours,  providing  a sufficient  number  of  leu- 
kocytes to  permit  setting  up  as  many  as  four 
cultures.  The  authors  had  no  success  in 
growing  cells  from  patients  with  lymphatic 
leukemia,  but  established  cell  lines  with 
leukocytes  from  patients  with  multiple  my- 
eloma, lymphosarcoma,  and  Hodgkin’s  dis- 
ease. Various  media  were  studied  to  deter- 
mine the  optimal  nutritional  environment. 
In  various  cell  lines,  the  predominant  one  is 
either  a lymphoblast  or  a hemocytoblast.  Of 
25  leukemia  cell  lines  only  10  have  been 
studied  exhaustively  by  electron  microscopy, 
and  of  these  6 have  virus  particles  associated 
with  them.  No  biologic  activity  attributable 
to  these  viruses  has  been  discovered.  The 
authors  have  not  been  satisfied  with  their 
limited  success  in  culturing  leukocytes. 


Initiating  cultures 

In  essence,  our  method  for  initiating 
leukemia  cultures  consists  of  the  following 
steps: 

Recovery  of  the  buffy  coat  from 

HEPARINIZED  LEUKEMIA  BLOOD.  The  blood 
should  be  cultured  within  two  hours.  It 
should  not  be  subjected  to  prolonged  ex- 
posure to  room  temperature  or  even  to  brief 
exposure  to  refrigeration  temperatures. 

Setting  up  initial  cultures.  An  initial 
population  of  4 to  5 by  106  cells  per  milliliter 
in  media  established  here  as  R.P.M.I.  1640, 
1634,  1629,  or  1603  supplemented  with  fetal 
calf  (best),  horse,  or  human  serum  should 
be  used.  The  optimum  concentration  of 
the  supplement  depends  on  the  medium: 
20  to  30  per  cent  for  1640  and  1629,  10  to 
20  per  cent  for  1634,  and  5 to  15  per  cent 
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for  1603.  The  pH  of  the  culture  should  be 
adjusted  to  a value  of  7.1  to  7.3. 

Providing  for  periodic  agitation. 
Iwakata  and  Grace1  recommended  that 
stationary  leukemia  cultures  be  agitated 
gently  twice  a day.  This  may  be  desirable 
to  prevent  the  cells  from  piling  up  in  small 
areas  because  of  the  unevenness  of  the  glass 
bottles.  In  90  per  cent  of  leukemia  cultures 
the  cells  do  not  adhere  to  the  glass,  and  thus 
the  term  “hover”  cultures  is  an  apt  one. 
We  have  tried  to  grow  leukocytes  in  spinner 
cultures  initially  without  much  success. 

Establishment  of  the  feeding  sched- 
ule. Feeding  must  be  performed  on  the 
basis  of  changes  in  pH,  cell  population,  and 
even  in  the  absence  of  growth  at  appropriate 
intervals.  Some  cultures  require  feeding 
every  forty-eight  hours  for  the  first  week, 
and  then  the  addition  of  20  per  cent  of  the 
existing  volume  of  medium  each  week  with 
replacement  of  80  per  cent  of  the  medium 
at  monthly  intervals.  Usually  the  medium 
is  replaced  when  cultures  are  combined. 
In  most  instances  initial  culture  medium  is 
replaced  with  20  per  cent  fetal  calf  serum 
after  thirty  days. 

Maintenance  of  cell  population. 
Total  cell  counts  and  cell  viability  (dye 
exclusion)  are  determined  at  ten  days.  In 
most  instances,  the  viable  cell  population 
has  dropped  to  a range  of  5 by  105  to  1.5  by 
106  after  ten  days  in  culture.  The  cell  via- 
bility may  vary  widely,  from  20  to  90  per 
cent.  Cultures  in  human  and  horse  serum 
retain  the  highest  viability  and  cell  count, 
but  unless  the  initial  serum  is  subsequently 
replaced  with  fetal  calf  serum  they  may  not 
develop  rapid  growth.  Cell  counts  are  re- 
peated at  twenty  days,  and  cultures  are 
combined  if  the  cell  population  is  below  5 
by  105  per  milliliter.  In  most  instances 
such  cultures  are  centrifuged,  and  90  per 
cent  of  the  medium  is  replaced. 

Culture  of  rapidly  growing  cells 

Once  the  cells  begin  growing  rapidly, 
frequent  (forty-eight  to  seventy-two  hours) 
partial  medium  changes  or  subcultures  are 
required.  In  contrast  to  the  initial  “hiber- 
nation” period,  the  cells  will  grow  in  all 
sorts  of  suspension  and  stationary  cultures 
with  high  viabilities,  provided  that  the  cell 
population  is  maintained  above  5 by  10s 
per  milliliter.  The  several  kinds  of  suspen- 


TABLE  I.  Culture  of  adequate  leukocyte  speci- 
mens 


Diagnosis 

Number 

of 

Patients 

Number 
of  Initial 
Cultures 

Number 
of  Cell 
Lines 

Myelocytic 

leukemia 

41 

1,867 

8 

Lymphatic 

leukemia 

28 

486 

0 

Lymphosarcoma 

4* 

37 

2 

Hodgkin’s 

disease 

i 

11 

1 

Multiple 

myeloma 

i 

5 

1 

Malignant 

melanoma 

i 

25 

1 

* 1 postmortem  specimen  survived  as  cell  line. 


sion  culture  units  and  technics  have  been 
reported  previously.2 

Although  approximately  1,500  peripheral 
blood  samples  have  been  cultured,  there 
were  only  86  instances  in  which  the  blood 
was  cultured  within  four  hours  and  pro- 
vided a sufficient  number  of  leukocytes  to 
permit  setting  up  as  many  as  four  cultures. 
About  51  specimens  were  received  by  mail 
after  delays  of  twenty-four  hours  to  four 
days  and  exposure  to  ambient  temperatures. 
None  of  the  leukocytes  from  these  speci- 
mens survived  and  grew  as  cell  lines.  Of  60 
specimens  from  which  fewer  than  four  cul- 
tures could  be  started,  only  1 remained  via- 
able  and  survived  as  a cell  line.  In  most 
instances,  the  population  of  viable  cells 
decreased  below  levels  compatible  with 
survival,  and  additional  cultures  were  not 
available  for  combining  with  them. 

We  have  had  no  success  in  growing  cells 
recovered  from  lymphatic  leukemia  patients 
(Table  I),  although  success  has  been  re- 
ported by  Armstrong3  and  Foley  et  al.* 
On  the  other  hand,  we  have  established  cell 
lines  with  leukocytes  from  patients  with 
multiple  myeloma,  lymphosarcoma,  and 
Hodgkin’s  disease.  Approximately  20  per 
cent  of  all  adequate  specimens  of  leukocytes 
from  patients  with  myelogenous  leukemia 
have  developed  into  permanent  cell  lines 
(Table  I). 

A great  variety  of  media  and  sera  have 
been  studied  in  a search  for  the  optimal 
nutritional  environment  for  these  cells. 
The  studies  have  been  reported  elsewhere, 
and  hence  only  a few  brief  summary  state- 
ments will  be  made  here.2-5  The  media 
designated  R.P.M.I.  1640,  1634,  1629,  and 
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FIGURE  1.  Clumps  and  raft  and  doughnut-like 
flakes  of  human  leukemia  cells.  Formation  of 
these  clumps  and  rapid  growth  rate  signal  estab- 
lishment of  permanent  cell  line. 

1603  are  still  being  used.  Fetal  calf  serum 
has  provided  the  best  serum  supplement. 
Human  serum,  calf  serum,  horse  serum  from 
which  the  globulins  have  been  removed,  and 
ordinary  horse  serum,  all  used  at  10  to  20 
per  cent  by  volume,  provided  good  condi- 
tions for  survival  of  cells  from  one  patient 
or  another;  but  after  an  initial  culture 
period  of  six  to  eight  weeks,  all  cultures  were 
placed  on  media  supplemented  with  fetal 
calf  serum. 

Maintenance  of  a minimal  viable  cell 
population  of  5 by  105  per  milliliter  has 
been  accomplished  by  combining  the  cells  of 
replicate  cultures  on  days  ten  and  twenty 
and  later  if  possible.  Feeding  schedules 
were  varied  on  the  basis  of  changes  in  pH 
and  in  patterns  of  the  growth  of  the  cells. 
Attainment  of  the  ability  to  grow  rapidly 
and  permanently  was  signaled  by  the  ap- 
pearance of  larger,  coarse,  flaky  clumps  of 
cells  and  by  the  increasing  acidity  of  the 
medium  (Fig.  1).  Once  this  change  oc- 
curred, after  totally  refeeding  a culture  with 
fresh  medium,  frequent  subcultures  were 
necessary.  The  number  of  days  between 
initial  culture  and  the  onset  of  rapid  growth 
ranged  from  forty  to  more  than  one  hundred 
twenty  (Table  II).  Premature  attempts 
to  make  subcultures  of  the  cells  before  rapid 
growth  was  definitely  established  usually 
resulted  in  death  of  the  cells. 

It  was  interesting  that  cells  from  some 
patients  would  not  survive  over  ten  to 
thirty  days  and,  therefore,  could  not  “es- 
tablish themselves,”  whereas  80  per  cent  of 
the  cultures  of  cells  from  another  patient 
would  survive  for  the  latent  period  and  be- 


TABLE  II.  Interval  before  sustained  growth  of 
human  leukocytes  in  vitro 


Days 

Cell  Lines 

1 to  40 

0 

41  to  60 

5 

61  to  80 

3 

81  to  100 

3 

>100 

2 

FIGURE  2.  Trophocell  culture  unit.  Components 
of  this  semiautomated  system:  A,  cooled  media 
reservoir;  B,  final  media  reservoir;  C,  buffer  reser- 
voir; D,  pumps  activated  by  monitoring  systems; 
E,  cell  culture  flask  at  37  C.;  F,  cell  collecting  unit 
(partially  shown). 

come  permanent  cell  lines.  All  of  the  cell 
lines,  once  established,  have  continued  to 
grow  except  several  which  were  lost  in 
laboratory  accidents.  All  of  the  cell  lines 
were  readily  grown  in  suspension  culture 
flasks  ranging  in  size  from  minispinners 
(10  ml.)  to  magnaculture  units  with  a 
capacity  of  200  L.2  5 Automated  culture 
units  called  “trophocells”  provided  a con- 
stant supply  of  cells  for  virus  and  biochem- 
ical studies  (Fig.  2). 

The  morphologic  characteristics  of  the 
cells  in  the  various  cell  lines  differ,  but  the 
predominant  cell  is  an  immature  one  which 
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FIGURE  3.  Smear  preparation  of  cultured  leuko- 
cytes from  patient  with  myelocytic  leukemia. 
Three  lymphoblasts  of  varying  maturity(see  curved 
arrow).  Immature  myelocyte  (heavy  arrow).  Cell 
line  R.P.M.I.  8205,  oil  immersion,  Giemsa’s  stain. 

could  be  called  either  a lymphoblast  or 
hemocytoblast.  The  characteristics  of  the 
lymphoblasts  are  identical  to  those  resulting 
from  stimulation  with  phytohemagglutinin 
and  other  substances.6  Reticulum-like  cells 
were  rare  as  were  macrophages.  Immature 
plasmablasts  and  lymphocytes  were  found 
in  cultures  of  both  myelocytic  and  lympho- 
cytic cells.  Occasionally  immature  myelo- 
cytes and  premyelocytes  were  in  cultures  of 
myelocytic  leukemia  even  after  many 
months  in  culture  (Fig.  3).  Multinucleated 
cells  and  cells  with  bizarre  nuclear  forms 
were  relatively  common.  It  was  not  pos- 
sible to  cause  maturation  of  the  cells  in 
preliminary  studies  of  this  phenomenon. 

Of  the  25  leukemia  cell  lines  only  10  have 
been  studied  exhaustively  by  electron 
microscopy,  and  of  these  6 have  virus  par- 
ticles associated  with  them.  Studies  of 
these  virus  particles  have  been  reported  in 
detail  elsewhere.7  The  particles  associated 
with  all  but  one  cell  line  are  similar  to  herpes 
virus  (Fig.  4)  and  closely  resemble  the  par- 
ticles associated  with  Burkitt’s  lymphoma. 
Roughly  1 to  5 per  cent  of  the  cells  contain 
virus  particles.*  We  have  not  seen  large 
numbers  of  viruses  in  leukemia  cells,  such 
as  are  found  in  some  of  the  cell  lines  derived 
from  Burkitt  tumors  (Fig.  5).  Patient  and 
thorough  examinations  with  the  electron 
microscope  are  necessary  for  these  studies. 
A wide  variety  of  pleuropneumonia-like 
organisms  and  “L”  forms  and  cytoplasmic 

* We  are  indebted  to  the  staff  of  the  John  L.  Smith  Me- 
morial for  Cancer  Research,  Maywood,  New  Jersey,  for  elec- 
tron microscopy  studies. 


fragments  may  mislead  the  unwary  inves- 
tigator. 

No  biologic  activity  attributable  to  these 
viruses  has  been  discovered,  despite  at- 
tempts to  grow  them  in  numerous  kinds  of 
cultured  cells,  embryonic  tissues,  newborn 
animals,  irradiated  animals,  and  fertilized 
eggs.  Thus  the  etiologic  significance  of 
these  viruses  in  relation  to  human  disease 
remains  to  be  determined.  It  is,  of  course, 
strange  and  seemingly  significant  that 
viruses  with  an  identical  morphology  have 
been  found  in  Burkitt’s  tumors  cultured 
from  patients  in  different  parts  of  Africa,  in 
similar  tumors  in  the  United  States,  and  in 
this  series  of  leukemias  and  lymphomas. 
Our  personal  opinion  is  that  these  herpes- 
like viruses  are  important,  even  though 
proof  is  lacking. 

Immunofluorescence  studies  of  these  cul- 
tured cells  and  control  specimens  and 
immunologic  studies  of  the  sera  of  the 
patients  from  whom  the  cell  samples  were 
obtained  are  incomplete  and,  therefore,  we 
have  relegated  our  remarks  to  the  comment 
section.  A few  cells  in  each  cell  line  pro- 
duced diverse  immunoglobulins.8  Simi- 
larly, Fahey  et  al.9  have  reported  the  pro- 
duction of  immunoglobulins  by  cell  lines 
derived  from  Burkitt’s  lymphoma.  No  im- 
munoglobulins were  identified  in  cultured 
human  epithelial  cell  lines. 

Preliminary  study  of  the  chromosomes 
of  these  cells  was  done  by  Avery  Sandberg, 
M.D.,  from  this  institution.  About  95  per 
cent  of  the  cells  had  a diploid  constitution. 

Comment 

We  are  not  satisfied  with  our  limited 
success  in  culturing  leukocytes.  Our  rela- 
tive inability  to  grow  lymphatic  leukemia 
cells  is  puzzling.  It  is  particularly  dis- 
concerting because  we  have  established  cell 
lines  from  lymphosarcomas  and  myelomas, 
and  other  investigators  have  been  able  to 
grow  cells  from  patients  with  lymphatic 
leukemia.  We  have  also  failed  to  grow  the 
cells  from  certain  patients  with  myelocytic 
leukemia  despite  the  presence  of  immature 
leukemia  cells.  For  example,  we  started 
nearly  300  leukocyte  cultures  over  a period 
of  several  months  from  1 patient  with 
chronic  myelocytic  leukemia  on  every  sort 
of  medium  without  success. 

Even  more  disturbing,  however,  has  been 
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FIGURE  4.  Single  virus  particle  budding  from  cell  membrane.  Cell  line  R.P.M.I.  3026,  myelocytic 
leukemia  (X  69,800). 


our  recent  success  in  establishing  cell  lines 
from  buffy  coats  from  patients  with  other 
malignant  conditions  and  even  from  a 
normal  blood  donor.  Whereas  it  used  to 
seem  reasonable  that  we  could  grow  presum- 
ably altered  leukemia  leukocytes  because 
of  their  malignant  nature,  now  we  cannot 
perceive  why  certain  cultures  of  presumably 
normal  leukocytes  continue  to  grow. 


Our  best  guess  is  that  immature  leukemia 
cells  in  the  blast  stages  more  easily  dedif- 
ferentiate back  to  stem  cells  or  hemocyto- 
blasts  capable  of  continuous  replication  in 
the  environment  provided  by  cell  culture 
technics.  Related  phenomena  have  been 
reported  by  Benyesh-Melnick,  Fernbach, 
and  Lewis.10  Perhaps  some  hematopoietic 
cells  from  cancer  patients  are  more  often 
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FIGURE  5.  Virus  in  cultured  cells  derived  from  Burkitt  lymphoma.  Cell  line  P-J-3  (X  67,000). 


immature,  and  hence  a few  cells  with  the 
ability  to  dedifferentiate  are  available  in  the 
peripheral  blood.  Last,  one  would  sup- 
pose that  the  blood  of  normal  individuals 
contains  even  fewer  immature  cells  that  can 
dedifferentiate.  It  should  be  noted,  in  fact, 
that  the  use  of  phytohemagglutinin,  which 
is  known  to  cause  the  alteration  of  lympho- 
cytes into  blast  forms,  has  not  been  success- 
ful in  establishing  cultures  from  either  nor- 
mal or  leukemic  blood.  The  “spontaneous” 
transformation  of  lymphocytes  of  rabbits 
and  guinea  pigs  into  lymphoblasts  when 
they  were  cultured  was  reported  by  Sabe- 
sin.11  Thus,  it  is  likely  that  the  cell  lines 
from  normal  persons  represent  self-sustain- 
ing primitive  cells,  probably  derived  from 
lymphocytes,  which  have  been  transformed 
by  the  environmental  factors  of  the  cul- 
tures. 

We  feel  that  we  have  good  evidence  that 
the  primitive  cultured  hematopoietic  cells 
are  able  to  differentiate  into  plasmablasts, 
lymphoblasts,  and  myeloblasts.  The  future 
use  of  these  cell  lines  in  studying  the  factors 
that  cause  the  primitive  cells  to  differentiate 
should  be  highly  valuable. 


The  detection  of  immunoglobulins  in 
cultured  lymphoma  and  leukemia  cells 
offers  an  exciting  prospect.  The  goal  of 
using  cultured  human  cells  to  make  specific 
antibodies  against  various  pathogens  and 
against  cancer  cells  is  a worthy,  although 
still  remote  one.  Nevertheless,  these 
studies  have  provided  evidence  that  lym- 
phoid and  immature  plasmablasts  can  syn- 
thesize immunoglobulins  and  that  there 
exists  a gradual  series  of  cells  between  the 
immature  lymphocyte  and  the  plasma  cells 
with  every  indication  that  plasma  cells  do 
not  differentiate  separately  from  a unique 
stem  cell.  The  studies  of  Elves  et  al.li 
were  probably  correct,  and  now  it  seems 
evident  that  permanent  hematopoietic  cell 
lines,  as  well  as  lymphoblastoid  cells  stim- 
ulated with  phytohemagglutinin,  can  pro- 
duce immunoglobulins  and  perhaps  specific 
antibodies. 

The  significance  of  what  seem  to  be 
identical  viruses  in  cell  lines  derived  from 
Burkitt’s  lymphomas  in  children  in  widely 
separated  areas  of  Africa,13-16  from  a tumor 
in  a patient  in  the  United  States,  and  from 
human  leukemia  is  impossible  to  ignore. 
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Nevertheless,  no  biologic  activity  attribu- 
table to  the  virus(es)  has  been  found  except 
for  the  cellular  destruction  caused  in  the 
specific  host  cells  of  origin.  The  virus  has 
not  been  successfully  transplanted  to  other 
human  or  mammalian  cells. 

Preliminary  studies  of  the  nature  of 
the  herpetic-like  virus  from  Burkitt’s 
lymphoma  have  been  made  by  Charles 
Burger,  M.D.,  of  the  State  University  of 
New  York  Upstate  Medical  Center. 

Immunofluorescent  studies  with  the 
Burkitt  lymphoma  cells  containing  the 
herpes-type  particles  revealed  antibody 
against  the  cells  in  all  of  the  sera  from  30 
patients  with  Burkitt  tumor.  Fifty-four 
per  cent  of  140  control  sera  from  healthy 
African  children  gave  positive  results,  but 
the  intensity  of  fluorescence  was  generally 
lower;  similar  positive  results  were  obtained 
with  a number  of  sera  from  American 
children  (35  per  cent)  and  adults  (85  per 
cent)  regardless  of  the  medical  histories  of 
the  donors.17’18  They  felt  that  these  sev- 
eral observations  indicated  that  the  im- 
munofluorescence detects  those  cells  which 
harbor  the  herpes-like  particles:  (1)  Burkitt 
cell  lines  free  of  detectable  virus  particles 
failed  to  reveal  stainable  cells,  (2)  the  per- 
centage of  fluorescent  cells  in  lines  carrying 
the  indigenous  virus  corresponded  roughly 
to  the  estimate  of  infected  cells  on  electron 
microscopy,  (3)  cell  lines  in  which  after 
earlier  positive  results  virus  particles  were 
no  longer  detectable  contained  no  more 
than  0.001  to  0.0001  per  cent  stainable  cells, 
(4)  the  number  of  fluorescent  cells  was  re- 
duced greater  than  95  per  cent  following 
treatment  of  the  cultures  with  5-methyl- 
amino-2'-deoxyuridine  (a  compound  effec- 
tive against  herpes  simplex  virus,19  and  (5) 
stained  cells  often  showed  varying  degrees 
of  degeneration  as  did  infected  cells  es- 
pecially when  virus  was  present  in  the 
cytoplasm.  Various  virus-specific  immuno- 
fluorescent tests  failed  to  relate  the  reactive 
antigen (s)  to  herpes  simplex,  varicella, 
cytomegalo-virus,  and  a number  of  animal 
herpes  viruses.  They  further  showed  viral 
agglutination  and  antibody  coating  of  par- 
tially purified  preparations  by  immuno- 
fluorescent positive  sera  when  the  virus- 
serum  mixture  was  examined  by  the  elec- 
tron microscope.  Absorption  with  Raji 
cells  (a  Burkitt  line  free  of  indigenous  virus) 
did  not  remove  the  immunofluorescence, 


viral  agglutination,  or  antibody  coating  of 
the  positive  materials.  Antibodies  to 
herpes  simplex,  varicella,  and  cytomegalo- 
viruses failed  to  combine  with  the  virus 
particles.  With  the  availability  of  large 
amounts  of  partially  purified  and  concen- 
trated particles  from  the  cells,  it  should  now 
be  possible  to  determine  their  significance 
in  the  reasonable  future. 

Finally,  the  importance  of  developing 
methods  for  fundamental  studies  of  hemato- 
poietic cells  themselves  cannot  be  over- 
estimated. If  a greater  variety  of  im- 
mature cells  can  be  cultured  as  stable  cell 
lines,  there  will  be  greater  opportunity  for 
discovering  the  factors  that  are  necessary 
for  the  complete  maturation  of  various 
granulocytes,  megakaryocytes,  and  perhaps 
of  erythrocytes.  The  culture  of  abnormal 
cells  such  as  malignant  myeloma  cells 
should  aid  in  studies  involving  the  syn- 
theses of  abnormal  proteins. 

It  is  premature  to  suggest  that  cell  plants 
for  the  production  of  blood,  platelets,  and 
specific  antibodies  can  be  built  within  the 
next  several  years,  but  at  least  the  concept 
“has  arrived.” 
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Major  changes  in 
cardiac  clinic  program 


New  York  City’s  35,000  cardiac  clinic  patients 
will  benefit  under  the  sweeping  new  program 
which  will  be  undertaken  following  a conference 
held  recently  in  Tuxedo,  New  York,  under  the 
auspices  of  the  New  York  Heart  Association. 
With  the  extensive  changes  in  financing  treat- 
ment under  the  new  Medicare  law  and  the 
literal  explosion  of  knowledge  about  the  treat- 
ment of  heart  diseases,  new  means  of  administer- 
ing the  program  and  supporting  the  exchange 
of  knowledge  between  clinics  has  become 
mandatory. 

The  major  purposes  of  the  regional  care  legis- 
lation are  to  provide  universal  access  to  high 
quality  comprehensive  health  and  medical  care. 
The  Medicare  law  and  its  Title  19  application  in 
New  York  State  have  made  this  possible  by  re- 
moving the  financial  barrier  to  such  universal 
care.  Because  the  law  will  demand  that  the 
region  of  care  be  mapped  out  and  that  the  re- 
gions be  covered  in  a comprehensive  way,  the 
medical  schools  will  have  to  develop  areas  of 
community  medicine  which  will  change 
traditional  affiliations  and  responsibilities  of 
teaching,  of  control  of  residents  and  interns,  and 
the  relationship  of  the  medical  school  to 
hospitals  within  its  sphere  of  influence. 

There  are  several  paradoxes  created  by  the 
Medicare  law.  On  the  one  hand,  Title  18 
approaches  medical  care  as  a piecemeal  thing. 
Under  Title  19  comprehensive  care  is  attempted, 
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although  eligibility  is  specified.  Outpatient 
clinics  will  undoubtedly  lose  patients  because 
of  poor  conditions,  long  waiting  periods,  and 
so  on.  Perhaps  it  would  be  a good  idea  to 
adopt  the  Scandinavian  system,  whereby  the 
patient  sees  his  own  physician  and  is  then  re- 
ferred to  the  outpatient  clinic  as  needed. 

A newly  created  Federation  of  Clinic  Chiefs 
will  establish  channels  of  care  that  will  ensure 
each  patient  attending  the  clinics  the  best  care 
there  is  available  today.  With  the  creation  of 
these  new  channels,  those  centers  with  the  most 
modern  equipment  will  be  able  to  make  it 
available  to  patients  in  need  of  it  from  any 
clinic  in  the  city. 

Also  under  way  is  an  educational  program 
aimed  at  keeping  all  the  physicians  staffing  the 
clinics  up  to  date  on  the  latest  technics  of 
diagnosis  and  treatment. 

It  is  almost  fifty  years  since  the  first  meeting 
of  the  cardiac  clinic  chiefs  was  called  in  New 
York  City.  Many  of  the  programs  envisioned 
at  the  time  have  come  to  fruition.  Diagnosis 
and  classification  of  heart  diseases,  once  so 
chaotic  that  a physician  from  one  city  could  not 
be  sure  that  he  was  talking  about  the  same  dis- 
ease with  a physician  from  another  city,  are  now 
classified  completely.  These  standards  of  no- 
menclature are  based  on  the  material  developed 
by  the  New  York  Heart  Association.  Re- 
search has  opened  new  avenues  of  treatment, 
and  surgical  procedures  for  correction  of  con- 
genital and  acquired  defects  that  even  twenty 
years  ago  would  have  been  regarded  as  pre- 
posterous are  now  routine  measures  for  dealing 
with  lesions  that  were  not  even  recognized  at 
the  time  of  the  first  meeting. 
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No  other  country  has  enjoyed  or  bene- 
fited as  much  from  improved  public  health 
measures  and  advances  in  medical  science 
as  the  United  States.  The  improvements 
in  public  health  measures  and  in  private 
medical  practice  have  increased  the  life 
span  for  both  men  and  women  since  1900 
by  twenty-five  years,  largely  by  advances 
in  prevention  of  infectious  and  nutritional 
diseases  and  by  therapy  with  antibiotics. 
The  gains  achieved  in  this  area,  coupled 
with  the  increased  life  span  of  the  individ- 
uals, have  resulted  in  a great  increase  in 
chronic  diseases,  especially  of  the  cardiovas- 
cular type.1 

There  appears  to  be  little  doubt  that  by 
1980,  45  per  cent  of  the  population  will 
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be  over  the  age  of  forty-five.  Accordingly, 
nearly  90  million  individuals  will  be  in  an 
age  group  in  which  cardiac  disease  is  most 
prevalent.  The  cost  of  heart  disease  to  the 
nation  today  in  terms  of  merely  dollars  and 
cents  exceeds  $4  billion  annually.  This  does 
not  include,  of  course,  the  intangible  loss  in 
happiness,  comfort,  and  equanimity  to  the 
individual  and  his  family.  Therefore,  it  is 
imperative  to  recognize  the  present  as  well 
as  the  future  prevalence  and  incidence  of 
covert  coronary  heart  disease. 2 The  concept 
of  coronary  heart  disease  has  changed  a 
great  deal  since  Herrick’s3  original  de- 
scription. The  disease  is  recognized  today 
as  encompassing  a broad  spectrum  from 
mild  angina  pectoris  to  instantaneous  death 
and  extensive  acute  myocardial  infarction. 
Inclusive  in  this  spectrum  are  such  de- 
scriptions as  acute  coronary  failure,4  pre- 
infarction angina,6  and  coronary  insuffi- 
ciency.6 

There  is  an  abundance  of  evidence  to 
indicate  that  atherosclerotic  coronary  ar- 
tery disease,  which  is  the  cause  of  more  than 
95  per  cent  of  all  coronary  heart  disease, 
begins  early  in  adolescence  and  steadily 
continues  to  obliterate  the  coronary  ar- 
teries.7 The  symptoms  which  occur  from 
this  pathologic  process  vary  according  to 
many  factors  such  as  (1)  the  degree  of 
occlusion,  (2)  the  cardiac  work  in  relation- 
ship to  myocardial  demands  for  energy 
brought  via  the  blood,  (3)  the  degree  of 
coronary  collateral  circulation,  (4)  the  dis- 
tribution of  the  coronary  arteries  within 
the  heart  itself,  (5)  the  coronary  artery 
affected,  (6)  the  various  diseases  within  the 
aorta  itself,  and  (7)  miscellaneous  diseases 
and  metabolic  states.  In  all  of  these  clinical 
descriptions  of  coronary  heart  disease,  there 
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is  undoubtedly  one  common  denominator, 
namely,  clinically  apparent  disease  of  the 
coronary  arteries.  However,  there  also  may 
be  pathologic  disease  of  the  coronary  ar- 
teries without  any  overt  symptoms.  This 
state  of  coronary  heart  disease  could  be 
properly  and  realistically  named  covert 
coronary  heart  disease.  Several  investiga- 
tors have  been  interested  in  this  type  of 
coronary  heart  disease  for  many  years.8 
Previous  communications  from  these  in- 
vestigators have  indicated  the  distinct  pos- 
sibility of  classifying  the  candidate  for 
coronary  heart  disease. 

A coronary  research  project  organ- 
ized in  1946  at  the  Massachusetts  Gen- 
eral Hospital  set  out  to  study  and 
classify  the  clinical  clues  associated  with 
coronary  heart  disease.  As  early  as  1949 
a presentation  outlining  the  “coronary 
profile”  based  on  preliminary  findings  was 
given  to  the  New  York  Heart  Association.9 
This  coronary  profile  demonstrated  that 
patients  with  coronary  heart  disease  have 
several  features  which  could  distinguish 
them  from  the  putative  normal  population. 
This  was  the  first  attempt  to  delineate 
individual  differences  in  the  coronary-prone 
individual  in  an  effort  to  differentiate  him 
from  other  members  of  his  society  before 
the  overt  symptoms  of  the  disease  occurred. 
In  1951  a report  was  published  which  listed 
these  characteristics  in  a more  statistical 
form  and  indicated  that  individuals  with 
coronary  heart  disease  could  be  distin- 
guished from  healthy  individuals  if  the 
parameters  of  the  coronary  profile  were 
abnormal.8  A detailed  explanation  of  this 
study  was  published  in  1954. 10  The  pro- 
jected accuracy  of  these  classifications  was 
not  sufficient  at  that  time  to  warrant 
further  application.  However,  in  1957  a 
study  was  begun  which  took  into  con- 
sideration the  linear  regression  analysis  of 
the  previous  data  coupled  with  the  use  of 
computers.  This  study  resulted  in  the 
publication  in  1959  of  a report  which 
suggested  that  theoretically  it  was  possible 
to  classify  accurately  over  93  per  cent  of 
coronary-prone  individuals  and  95  per  cent 
of  noncoronary-prone  persons. 11  Asa  result 
of  these  studies,  it  is  generally  accepted 
today  that  there  exists  in  the  putatively 
normal  male  population  a group  of  men 
who  are  singularly  candidates  for  coronary 
artery  disease.  These  individuals  have  been 


referred  to  as  most  prone,  high-risk,  and 
potential  candidates  for  coronary  artery 
disease.  These  candidates  are  so  numerous 
in  our  society  that  it  is  reasonable  to  suggest 
that  the  United  States  is  undergoing  an- 
other epidemic.  There  are  several  differ- 
ences in  this  epidemic.  It  is  more  insidious 
and  also  has  an  incubation  period  which  can 
be  as  long  as  twenty  to  thirty  years. 

The  thesis  of  the  method  of  classification 
developed  by  the  investigators  is  that  the 
use  of  the  multiple-variable  technic  where 
each  variable  is  weighted  in  relationship  to 
the  other  variables  is  far  more  accurate 
than  the  use  of  any  single  variable  in  the 
selection  of  coronary-prone  persons.  The 
results  of  this  theoretic  appraisal  were 
tested  in  a prospective  study  started  in 
1959  and  published  recently.12  The  results 
upheld  the  original  concept  both  theoreti- 
cally and  practically.  Prior  to  offering  proof 
for  this  thesis,  a recapitulation  of  the 
variables  associated  with  proneness  to  coro- 
nary artery  disease  would  be  in  order. 

Variables  to  be  considered 

Cholesterol.  There  is  abundant  evi- 
dence to  indicate  that  the  level  of  serum 
cholesterol  is  intimately  associated  with  the 
presence  of  coronary  heart  disease.  There 
has  never  been  a causal  relationship  estab- 
lished between  the  two  in  spite  of  the 
plentiful  literature  pointing  to  the  associ- 
ation. Although  it  is  one  of  the  best  single 
predictors  of  the  disease,  it  is  far  from 
perfect.  Any  histogram  depicting  the  dis- 
tribution of  serum  cholesterol  level  in  both 
normal  persons  and  in  coronary  patients 
is  not  discontinuous  but  rather  overlaps  to 
a considerable  degree,  which  points  out  the 
fallibility  of  cholesterol  as  a classifier  with 
a high  degree  of  separation.13 

Phospholipids.  In  many  biologic  sys- 
tems where  cholesterol  and  phospholipids 
are  present  there  is  a biologic  antagonism 
between  them.14  In  coronary  heart  disease 
patients  and  in  normal  adults  there  is 
almost  a fixed  relationship  between  total 
cholesterol  and  lipid  phosphorus.16  It  is 
interesting  that  the  linear  regression  for- 
mula was  able  to  recognize  the  protective 
action  of  the  phospholipids  against  coro- 
nary heart  disease  and  placed  a negative 
value  on  the  phospholipids  in  the  formula. 

Uric  acid.  Previous  studies  have  shown 
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that  uric  acid  is  correlated  with  weight 
+0.23  ± 10  and  +0.26  ± 10  in  both  a 
coronary  group  and  a control  group,  re- 
spectively. There  is  also  a negative  cor- 
relation with  ponderal  index  in  both  groups: 
-0.22  ± 0.10  and  -0.25  ± 0.10. 10  There- 
fore, it  becomes  apparent,  since  uric  acid 
tends  to  increase  positively  with  weight 
and  negatively  with  the  ponderal  index, 
that  the  more  compact  the  individual,  that 
is,  endomorphic  or  mesomorphic,  the  higher 
will  be  the  uric  acid,  statistically  speaking. 
Gout,  a disease  known  to  be  associated 
with  abnormal  uric  acid  metabolism  which 
predominantly  affects  males,  is  associated 
with  an  unusually  high  incidence  of  coro- 
nary heart  disease  exclusive  of  the  maleness 
factor.  Thus  it  is  reasonable  to  suggest 
that  since  uric  acid  reflects  the  body  com- 
position as  well  as  the  disease  propensity  of 
an  individual,  it  may  on  theoretic  grounds 
prove  useful  in  coronary  detection  and 
classification. 

Body  weight  and  build.  It  has  been 
stated  that  individuals  with  weights  30 
per  cent  above  the  median  weight  for  their 
heights  and  sex  have  a twofold  increase  in 
risk  of  cardiovascular  disease.  Such  state- 
ments cannot  be  accepted  at  face  value  for 
it  is  well  known  that  weight  indices  leave 
much  to  be  desired.  Weight  is  a changing 
phenomenon  and  is  not  as  static  a variable 
as  a somatotype.  As  far  back  as  1951  it  was 
suggested  that  “overweight,”  whatever  this 
term  means  in  present  jargon,  had  little 
or  no  bearing  on  the  presence  or  absence  of 
coronary  artery  disease. 16  The  report  pub- 
lished at  that  time  revealed  that  in  com- 
paring a control  group  and  a coronary 
group  with  the  army  height-age-weight 
standards  it  was  found  that  the  control 
group  was  19.13  pounds  over  the  standard 
while  the  coronary  group  was  18.49  pounds 
over  the  standard.  In  a recent  series,  the 
actual  mean  weight  of  a noncoronary  group 
was  171  pounds  while  the  mean  weight  of 
the  coronary  group  was  173  pounds. 

Weight  or  obesity  was  never  considered 
a factor  in  the  genesis  of  coronary  heart 
disease.  Body  build  was  of  prime  interest  to 
the  coronary  research  project,  and  it  was 
demonstrated  beyond  any  doubt  that  the 
young  “pure”  coronary  individual  was  pre- 
dominantly mesomorphic  and  showed  a 
paucity  of  ectomorphy.  This  observation 
has  been  confirmed  by  several  groups  both 


in  vitro  and  in  vivo. 17  Recent  data  showed 
that  in  the  coronary  patient  with  an 
average  age  of  fifty-three  years,  meso- 
morphy  was  again  dominant,  and  in  com- 
parison with  a noncoronary  group,  the 
values  were  4.6  ± 0.16  and  4.2  ± 0.05.  The 
coronary  patient  and  the  noncoronary  con- 
trol person  weighed  almost  the  same,  but 
the  coronary  patient  was  shorter  and  hence 
a more  compact  individual  of  different  body 
build. 

Height.  The  negative  correlation  be- 
tween height  and  coronary  heart  disease  in 
the  United  States  is  more  inexplicable  than 
any  other  of  the  factors  involved  in  coro- 
nary heart  disease.  This  is  an  interesting 
observation,  and  it  may  reflect  that  those 
genetic  factors  which  produce  height  also 
may  be  protective  against  coronary  heart 
disease. 

Family  history.  Clinical  impressions 
favor  the  opinion  that  coronary  heart 
disease  is  a familial  disease.  The  impor- 
tance of  positive  family  histories  in  the 
selection  of  the  coronary-prone  individual 
was  documented  in  a prospective  study  of 
490  men,  32  of  whom  were  coronary  prone. 
It  was  found  that  the  incidence  of  coronary 
heart  disease  was  significantly  greater  (P 
< 0.001)  in  the  parents  and  siblings  of 
the  men  in  the  coronary-prone  group  than 
in  the  parents  and  siblings  of  the  men  in 
the  noncoronary-prone  group.  Fathers 
with  a positive  history  of  coronary  heart 
disease  were  noted  in  12,  or  38  per  cent, 
of  the  prone  group  and  in  58,  or  13  per 
cent,  of  the  nonprone  group.  Mothers 
with  a positive  history  of  coronary  heart 
disease  were  noted  in  12,  or  38  per  cent, 
of  the  prone  group  and  in  27,  or  6 per 
cent,  of  the  nonprone  group.  Siblings  with 
a positive  history  of  coronary  heart  disease 
were  noted  in  11,  or  34  per  cent,  of  the 
prone  group  and  in  14,  or  3 per  cent,  of  the 
nonprone  group.12  Data  in  support  of  the 
familial  nature  of  coronary  heart  disease 
also  were  obtained  from  a study  on  young 
adults. 10 

Smoking.  Cigaret  smoking  has  been 
considered  by  some  investigators  to  be  an 
important  etiologic  factor  in  the  genesis  of 
atherosclerosis.  The  hypothesis  was  tested, 
using  the  linear  discrimination  analysis,  to 
assess  the  value  of  this  variable  in  dis- 
criminating the  coronary-prone  individual. 
In  reporting  the  results  in  1951  of  the  coro- 
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nary  research  project  at  Massachusetts 
General  Hospital,  it  was  noted  that  on  the 
average  the  coronary-disease  group  smoked 
more  cigarets  daily  than  did  the  control 
group,  19.4  ± 1.6  and  13.8  ±1.1  cigarets 
daily,  respectively.  There  were  also  pro- 
portionately more  people  in  the  coronary 
disease  group  who  smoked,  90  per  cent 
versus  77  per  cent  for  the  coronary  and 
noncoronary  groups,  respectively.8  There 
is  no  doubt  that  this  and  other  published 
data  indicate  an  association  between  cigaret 
smoking  and  coronary  heart  disease,  but 
this  does  not  prove  a causal  relationship. 
It  is,  therefore,  not  surprising  that  the  in- 
clusion of  cigaret  smoking  as  an  additional 
variable  in  the  linear  discrimination 
analysis  increased  precision  by  a negligible 
0.05  per  cent.  Because  smoking  did  not 
add  at  all  to  the  classification  value  of  the 
profile  score,  it  was  discounted  as  an  un- 
important variable  in  the  early  recognition 
of  coronary  heart  disease. 

Blood  pressure.  Hypertension  is  com- 
monly associated  with  the  predictability  of 
high-risk  groups  in  identifying  coronary- 
prone  persons.  A critical  appraisal  of  the 
contributive  value  of  blood  pressure  to  the 
early  identification  of  ischemic  heart  disease 
merits  further  consideration.  If  blood 
pressure  were  a significant  identifying  fac- 
tor, one  would  expect  to  find  clear  differ- 
ences between  the  mean  values  of  coronary- 
prone  and  nonprone  men  with  respect  to 
this  variable.  This  was  not  the  case  from 
a detailed  analysis  of  data.  No  significant 
differences  between  these  groups  were  found 
with  respect  to  either  systolic  or  diastolic 
blood  pressure  in  a prospective  study  of  490 
men.12 

The  incidence  of  hypertension  in  the 
American  population  has  been  assessed  at 
about  14  per  cent.  Therefore,  it  is  not 
surprising  that  cases  of  coronary  heart  dis- 
ease will  be  found  concomitant  with  hyper- 
tension. However,  if  hypertension  made  a 
significant  contribution  toward  detecting 
the  coronary-prone  person,  one  would  ex- 
pect to  find  a significantly  greater  propor- 
tion of  individuals  with  elevated  pressures 
in  the  coronary-prone  group  than  in  the 
nonprone  group.  This  was  not  observed. 
It  was  found  that  18.8  per  cent  of  the  prone 
group  and  15.1  per  cent  of  the  nonprone 
group  had  systolic  pressures  above  X + <j 
or  154  mm.  Hg,  and  15.6  per  cent  of  the 


A. 


FIGURE  1.  Interrelationships  of  changing  blood 
pressure  values  and  changing  serum  cholesterol 
levels  on  risk  rate  of  coronary  artery  disease  in 
healthy  men.  Note  effects  of  (A)  serum  choles- 
terol levels  alone  and  (B)  blood  pressure  values 
alone. 

prone  group  and  13.5  per  cent  of  the  non- 
prone group  had  diastolic  pressures  above 
X + a or  94  mm.  Hg,  the  differences  being 
nonsignificant. 

It  has  been  claimed  that  hypertension 
and  hypercholesterolemia  act  synergistic- 
ally  to  increase  the  risk  rate  of  coronary 
artery  disease.  This  hypothesis  was  tested 
by  determining  the  risk  rates  (number  ob- 
served per  number  expected  by  100)  of 
elevated  cholesterol  alone  and  of  the  com- 
bination of  elevated  blood  pressure  and 
cholesterol.  Of  79  individuals  with  choles- 
terol values  above  X + <j  or  268  mg.  per 
cent,  19  were  coronary  prone,  where  5.15 
were  expected,  giving  a risk  rate  of  369. 
Of  the  79,  17  also  had  systolic  pressures 
above  X + o'  or  154  mm.  Hg,  and  4 indi- 
viduals in  this  group  were  coronary  prone, 
where  1.11  were  expected,  giving  a risk  rate 
of  360.  Performing  the  same  analysis  with 
diastolic  pressures,  a risk  rate  of  385  was 
found  for  the  group  with  both  elevated 
cholesterol  (above  268  mg.  per  100  ml.)  and 
elevated  diastolic  pressures  above  X + <x 
or  94  mm.  Hg.  The  addition  of  elevated 
pressures  then  resulted  in  no  change  in  risk 
rate.  Figure  1 will  give  pictorial  aid  to  the 
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FIGURE  2.  Summary  of  identification  value  of 
each  variable  independently  in  comparison  with 
all  variables  together  expressed  as  linear  regres- 
sion value. 

clarification  of  this  problem.  A more  ex- 
tensive evaluation  of  the  identification 
value  of  blood  pressure  and  comparative 
risk  rates  has  been  published. 1 *• 18 

Electrocardiographic  information. 
The  question  of  the  usefulness  of  electro- 
cardiographic findings  in  the  picture  of 
coronary  proneness  is  clarified  by  making 
distinction  between  predictive  disease  and 
apparent  disease.  It  has  been  pointed  out 
that  the  coronary  heart  disease  process 
undergoes  a development  that  can  be  meas- 
ured in  decades  before  overt  symptoms 
appear.  Considering  the  process  as  on  a 
continuum  from  no  disease  to  clearly  diag- 
nosable  disease,  it  is  evident  that  any 
instrument  which  monitors  this  continuum 
at  a point  nearer  the  overt  disease  end  is 
valuable  as  an  indicator  of  apparent  disease. 
The  electrocardiogram’s  usefulness  is  cer- 
tainly confined  to  this  area,  for  electro- 
cardiographic abnormalities  indicate  disease 
already  directly  apparent  in  the  heart.  An 
indicator  of  proneness  would  have  to  moni- 
tor the  continuum  considerably  closer  to 
the  no-disease  end.  Thus,  for  predictive 
purposes  the  resting  electrocardiogram  has 
no  value.  The  exercise  electrocardiogram 
may  be  helpful  in  classifying  covert  ischemic 
heart  disease.19  Efforts  in  our  laboratory 
with  vectorcardiography  have  not  proved 
useful  as  yet  in  the  prediction  of  covert 
ischemic  heart  disease. 

Of  the  many  variables  considered  by 
numerous  workers,  those  identified  as  most 
relevant  to  the  problem  of  the  early  recog- 
nition of  covert  coronary  disease  have  been 


cholesterol,  weight,  and  electrocardio- 
graphic findings.  Weight  has  been  shown 
to  be  useful  only  as  it  reflects  mesomorphy, 
but  otherwise  it  has  no  real  meaning  (Fig. 
2).  It  was  noted  that  the  resting  electro- 
cardiogram is  useful  in  detecting  existing 
disease  but  not  in  predicting  it. 

The  authors  have  considered  the  mul- 
tiple-variable approach  and  employed 
mathematic  technics  which  give  the  maxi- 
mal benefit  of  the  information  available. 
This  approach  was  considered  appropriate 
not  only  because  the  variables  differ  in 
importance  but  also  because  the  significance 
of  any  one  factor  may  depend  on  that  par- 
ticular combination  of  the  other  factors. 
Using  these  technics,  predictive  accuracy  in 
the  selection  of  coronary-prone  individuals 
is  much  improved. 

Multiple-variable  approach 

The  published  data  from  the  coronary 
research  project  at  Massachusetts  General 
Hospital  showed  that  the  coronary  and 
noncoronary  populations  studied  possessed 
distinguishing  characteristics  along  bio- 
chemical, anthropometric,  and  inheritance 
dimensions,  among  others,  with  respect  to 
mean  values.  However,  in  reporting  the 
results  of  the  study,  attention  was  called  to 
the  considerable  area  of  overlap  exhibited 
by  the  distributions  of  the  variables  in  the 
coronary  and  noncoronary  groups.213  In 
such  a situation  reliance  on  a single  variable 
for  classificatory  purposes  is  not  indicated, 
for  example,  although  hypercholesterolemia 
has  an  undoubted  association  with  coronary 
artery  disease,  the  disease  can  and  does  exist 
in  individuals  well  below  the  accepted  limits 
of  hypercholesterolemia.  Although  no 
single  measure  is  satisfactory,  it  is  possible 
to  find  a linear  combination  of  measures  on 
the  various  dimensions  whose  distributions 
for  the  coronary  and  noncoronary  popula- 
tions possess  very  little  overlap.  This 
linear  discrimination  function  takes  the 
many  relevant  variables  and  yields  one 
index  number  or  profile  score  which  sum- 
marizes the  information  contained  in  all  the 
variables  with  respect  to  proneness  to 
coronary  heart  disease.  Suppose,  for  ex- 
ample, the  clinical  and  biochemical  picture 
presented  by  one  individual  included  a 
negative  history,  a height  of  74  inches,  a 
weight  of  160  pounds,  and  a cholesterol  of 
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300  mg.  per  100  ml.  and  the  clinical  and 
biochemical  picture  on  another  individual 
also  included  a negative  history  and  iden- 
tical weight  and  cholesterol  level  but  with  a 
height  of  64  inches.  Are  not  these  two 
very  different  individuals?  Would  not  the 
proneness  of  these  two  individuals  to  cor- 
onary heart  disease  need  different  evalua- 
tion? The  profile  score  gives  mathematical 
expression  to  these  individual  differences, 
because  it  is  the  result  of  a linear  combina- 
tion of  all  the  relevant  factors,  with  each 
factor  weighted  according  to  the  importance 
of  its  contribution  to  the  picture  of  coronary 
proneness.  This  profile  score,  as  developed 
by  the  Massachusetts  investigators,  is 
calculated  from  the  equation  published  in 
detail  previously.11 

Individual  versus  multiple  variable 

Each  of  the  variables  used  in  the  linear 
discrimination  analysis  has  some  identifica- 
tion value  for  selecting  prospectively  cor- 
onary-prone individuals.  In  a prospective 
study  of  coronary  heart  disease  it  was  found 
that  78  per  cent  of  individuals  could  be 
identified  as  coronary  prone  if  their  stature 
was  below  the  mean  value  of  the  group  or 
69.17  inches. 12  Cholesterol  values  above 
X + o-  or  268  mg.  per  100  ml.  identified  50 
per  cent  of  individuals  as  coronary  prone. 
Lipid  phosphorus  values  above  X + a or 
12.03  mg.  per  100  ml.  identified  44  per  cent, 
uric  acid  values  above  X + a or  6.80  mg.  per 
100  ml.  identified  28  per  cent,  and  a meso- 
morphic rating  above  X + a or  5.24  identi- 
fied 16  per  cent  of  the  individuals  as 
coronary  prone.  The  comparable  identifi- 
cation value  of  the  various  variables  is 
summarized  in  Figure  2. 

An  examination  of  the  risk  rates  of  the 
various  variables  is  helpful  in  assessing  their 
identification  value  for  detecting  the  cor- 
onary-prone individual.  In  Figure  3 most 
of  the  variables  which  enter  the  linear 
discrimination  formula  are  listed  with  their 
specific  risk  rates.  Cholesterol  serum 
values  above  X -f  a or  268  mg.  per  100  ml. 
have  a risk  rate  of  365,  whereas  height 
values  above  X + a or  71  inches  have  a risk 
rate  of  33.  Weight  values  over  x + cr  or 
195  pounds  have  a risk  rate  of  109.  Dia- 
stolic and  systolic  blood  pressures  over  x + 
a or  154  mm.  Hg  have  a risk  rate  of  114  and 
123,  respectively.  The  data  of  Figure  3 


FIGURE  3.  Risk  rates  of  each  independent  vari- 
able when  their  values  are  above  mean  plus  one 
standard  deviation  (X  + cr). 


lend  support  to  previous  findings  that  in- 
dividuals classified  as  coronary  prone  are 
older;  shorter;  have  higher  values  for 
serum  cholesterol,  uric  acid,  and  phospho- 
lipids; are  more  mesomorphic;  and  show 
no  significant  weight  or  blood  pressure 
differences.12 

The  proof  of  the  superior  accuracy  of  the 
multiple-variable  technic  is  found  in  the 
data  of  the  prospective  study.  Using  the 
entire  combination  of  relevant  variables, 
that  is,  height,  cholesterol,  lipid  phos- 
phorus, uric  acid,  body  build,  and  family 
history,  each  with  the  proper  weighting  as 
expressed  in  the  linear  discrimination  func- 
tion, maximal  identification  value  is 
achieved.  Of  the  490  men  in  the  sample 
population  at  the  beginning  of  the  study, 
32  were  designated  as  coronary  prone  on  the 
basis  of  their  profile  score.  Of  these  32 
originally  symptom-free  men,  22  have  ex- 
perienced myocardial  infarction  (2  re- 
cently), and  5 of  these  22  have  died,  8 have 
angina  pectoris  proved  by  clinical  symp- 
toms or  electrocardiogram  or  both,  and  2 
are  now  free  from  any  disease.  This  gives 
a prospective  prediction  of  94  per  cent.  It 
should  be  noted  that  only  1 individual  from 
the  458  designated  as  noncoronary  prone 
has  experienced  a myocardial  infarction. 

The  combination  of  high  degree  of  ac- 
curate positive  classification  and  small  de- 
gree of  error  stresses  the  superior  value  of 
the  multiple-factor  approach  in  the  detec- 
tion of  the  coronary-prone  individual.  This 
is  illustrated  in  Figure  2 which  summarizes 
the  identification  value  of  each  variable 
independently  in  comparison  with  the  pre- 
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dictive  accuracy  of  all  the  relevant  variables 
as  expressed  in  the  linear  discrimination 
formula. 

Summary 

Evidence  has  shown  that  the  United 
States  is  undergoing  an  epidemic  of  ischemic 
heart  disease.  Early  recognition  of  the  dis- 
ease and  individualized  preventive  therapy 
is  important  in  delaying  or  preventing  this 
disorder.  Evidence  also  has  been  presented 
to  demonstrate  that  individual  variables 
such  as  height;  weight;  body  build;  hered- 
ity; cholesterol,  uric  acid,  and  phospholipid 
values;  blood  pressure;  and  alcohol  and 
tobacco  consumption  have  certain  identifi- 
cation values.  However,  the  combination 
of  relevant  variables,  each  with  the  proper 
weighting  as  expressed  in  the  linear  dis- 
crimination function,  was  shown  to  have 
maximal  identification  value  for  selecting 
prospectively  the  coronary-prone  individ- 
ual. Furthermore,  this  multiple-variable 
approach  gives  mathematic  expression  to 
individual  differences  along  biochemical, 
anthropometric,  and  inheritance  dimen- 
sions. 

A critical  appraisal  of  weight  and  blood 
pressure  findings  has  been  presented. 
Weight  has  been  shown  to  be  useful  only  as 
it  reflects  mesomorphy,  but  otherwise  it 
has  no  real  meaning.  Blood  pressure  has 
been  shown  to  make  no  significant  con- 
tribution toward  detecting  the  coronary- 
prone  individual. 

Furthermore,  hypertension  and  hyper- 
cholesterolemia do  not  act  synergistically 
to  increase  the  risk  rate  of  coronary  heart 
disease. 

Evidence  has  been  presented  which  lends 
support  to  previous  findings  that  individ- 
uals classified  as  coronary-prone  are  older; 
shorter;  have  higher  values  for  serum 
cholesterol,  uric  acid,  and  phospholipids; 


are  more  mesomorphic;  and  show  more 
positive  family  histories. 

400  East  34th  Street 
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Stroke-Prone  Individual* 
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T he  earliest  evidence  of  atherosclerosis 
in  intracerebral  vessels  is  found  in  the 
cervical  carotid  arteries  during  the  second 
decade  of  life  and  in  the  intracerebral  ves- 
sels during  the  third  decade.  It  progresses 
at  differing  rates  in  different  individuals 
and  may  give  rise  to  cerebral  infarcts  many 
decades  later.  It  would  be  of  considerable 
importance  to  be  able  to  ascertain  which 
factors  result  in  excessive  progression  of  the 
atherosclerotic  process  and  in  what  sorts  of 
individuals  these  factors  are  operative. 
The  ability  to  recognize  such  a stroke-prone 
individual  early  in  life  might  result  in 
timely  prophylactic  measures  being  imple- 
mented. It  is  hoped  that  a review  of  the 
pathogenetic  and  etiologic  factors  in  cere- 
bral infarction  will  lead  to  a definition  of 
some  of  the  associated  medical  disorders 
which  render  an  individual  prone  to  stroke. 

Pathogenesis 

The  pathogenesis  of  nonembolic  cerebral 
infarction  appears  to  be  similar  to  that  of 
infarction  in  the  extremities  or  in  the  myo- 
cardium. A reduction  of  local  circulation 
to  an  area  of  tissue  for  a sufficient  length 
of  time,  minutes  in  the  case  of  neural  tis- 
sues, results  in  death  of  that  tissue.  The 
cardinal  factor  which  results  in  limitation  of 
local  circulation  is  the  amount  of  athero- 
matous disease  and  its  local  complications 
of  hemorrhage,  thrombosis,  and  micro- 
embolization. Atheromatous  plaques  may 
become  so  extensive  as  to  occlude  a vessel 
almost  entirely.  The  local  complications 
are,  however,  more  likely  to  precipitate 
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complete  closure  of  the  lumen.  Hemor- 
rhage may  occur  into  a plaque  and  cause 
vessel  obstruction.  Thrombosis  in  an  ar- 
tery is  usually  related  to  local  atheroscle- 
rotic disease.  Finally,  microemboli  result- 
ing from  detachment  of  atheromatous  mate- 
rial into  the  lumen  of  a cerebral  artery  may 
cause  distal  blockage  of  small  intracerebral 
vessels  and  hence  infarction. 

Atheroma,  whether  complicated  or  not, 
may  result  in  only  partial  occlusion  or 
stenosis  of  a vessel.  In  the  carotid  arteries, 
stenosis  does  not  interfere  with  flow  until 
it  comprises  80  to  90  per  cent  of  the  lumen. 1 
A relatively  minor  stenosis  may  become 
significant  and  produce  clinical  symptoms 
or  even  infarction  if  the  hemodynamic 
situation  becomes  abnormal.  Increased 
viscosity  of  the  blood,  such  as  occurs  in 
polycythemia,  may  reduce  blood  velocity 
and  render  a moderate  stenosis  significant. 
Similarly,  reduction  of  the  systemic  blood 
pressure  may  reduce  the  perfusion  pressure 
of  blood  across  the  stenosis.  This  situation 
can  be  created  in  animals  in  the  experimen- 
tal situation,  and  it  has  been  known  to 
occur  in  patients,  causing  cerebral  symp- 
toms and  infarction.  It  is  far  less  common 
than  was  at  one  time  believed.2  3 The 
converse,  namely  elevation  of  peripheral 
resistance,  as  occurs  in  hypertension,  also 
may  decrease  perfusion  pressure  across 
stenotic  lesions,  at  least  in  experimental 
models.4  Whether  or  not  the  arterial  oc- 
clusion is  complete,  the  ultimate  effects  on 
neural  tissue  are  dependent  on  the  adequacy 
of  the  collateral  circulation  and  the  hemo- 
dynamic situation  as  it  applies  to  the  col- 
laterals at  each  moment  in  time.5 

It  is  evident  that  a major  factor  which 
predisposes  an  individual  to  stroke  is  the 
degree  of  atherosclerosis  in  the  cerebral 
and  cervical  blood  vessels. 

Epidemiology  of  stroke 

Incidence.  Stallones6  has  recently  re- 
viewed the  epidemiologic  data  on  cerebro- 
vascular disease,  and  he  pointed  out  that 
the  incidence  of  cerebrovascular  disease  of 
all  types  has  tended  to  fall  during  the  past 
twenty  to  thirty  years.  Yates’7  studies  in- 
dicate that  the  decline  in  incidence  of 
cerebrovascular  disease  reflects  a decline  in 
cerebral  hemorrhage  and  conceals  the  rising 
incidence  of  cerebral  infarction.  A factor 
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of  considerable  interest  in  Yates’  study  is 
the  flattening  out  of  the  incidence  curve  for 
cerebral  infarction,  even  when  corrected  for 
age  and  population  shifts,  during  the  period 
of  World  War  II.  This  was  followed 
by  an  acceleration  of  the  upward  trend  in 
the  postwar  years.  Similar  observations 
have  been  made  by  Malmros8  and  others 
from  the  Scandinavian  countries  during  the 
same  period.  The  flattening  out  of  the 
upward  trend  of  the  curve  for  cerebral 
infarction  applied  to  all  age  groups  includ- 
ing the  elderly.  These  observations,  cou- 
pled with  the  reduced  incidence  of  athero- 
sclerosis in  people  from  famine  areas  or 
concentration  camps  and  in  patients  dying 
from  malignant  disease,  have  tended  to 
support  the  contention  that  atherosclerosis 
and  its  complications  are  related  to  dietary 
excesses,  particularly  those  related  to  fats 
and  carbohydrates. 

Geographic  epidemiology  shows  tremen- 
dous variation  in  the  incidence  of  strokes 
due  to  cerebral  infarction  in  different 
countries  and  indeed  between  areas  of  any 
one  country.6  The  differences  and  trends 
have  not  revealed  any  specific  correlations 
which  might  elucidate  the  cause  of  cerebral 
infarction. 

Age.  Age  is  important  in  stroke  prone- 
ness. All  major  studies  on  stroke  show  a 
progressive  increase  in  the  incidence  of 
stroke  with  age.  Although  sporadic  cases 
occur  in  all  age  groups,  the  disease  is  quite 
rare  before  thirty-five  years  of  age,  un- 
common below  forty-five  years,  becomes 
increasingly  common  after  forty-five, 
and  builds  up  to  a peak  between  sixty 
and  seventy-nine  years,  thereafter  falling 
steeply.7  8 910  In  our  studies  at  Bellevue 
Hospital  less  than  5 per  cent  of  strokes 
occurred  at  or  below  fifty  years  of  age 
(Table  I).  The  development  of  athero- 
sclerosis is  similarly  related  to  age.  It 
commences  in  the  aorta  during  the  first 
decade  of  life  and  in  the  coronary  vessels 
during  the  second  decade.  It  appears  in 
patchy  distribution  in  the  cervical  carotid 
vessels  at  about  the  same  time  it  appears  in 
the  coronary  vessels,  but  it  begins  in  the 
intracranial  vessels  a full  decade  later.  At 
all  of  these  sites  it  shows  a progressive  in- 
crease in  degree  and  extent  with  age.11-13 

Sex.  The  sex  of  the  individual  is  an 
important  factor  in  stroke  proneness.  Data 
from  this  country  reveal  that  cerebrovas- 


TABLE  I.  Age  and  sex  distribution  of  804  patients 
with  cerebral  infarction 


Age  (Years) 

Number  of 
Patients 

Male/Female 

Ratio 

Under  40 

9 

1.1:1 

40  to  49 

40 

1.5:1 

50  to  59 

145 

2.6:1 

60  to  69 

283 

2.1:1 

70  to  79 

239 

1.4:1 

80  plus 

88 

1.1:1 

cular  disease  of  all  types  is  more  common  in 
white  males  than  white  females,  the  reverse 
being  true  in  the  Negro  population.6  How- 
ever, in  both  whites  and  Negroes  the  inci- 
dence in  males  is  increasing  more  rapidly 
than  in  females.  Yates’7  study  shows  a 
higher  incidence  of  cerebral  infarction  in 
males  at  all  ages.  In  the  Middlesex 
County,  Connecticut,  study,  the  total  inci- 
dence of  strokes  due  to  cerebral  infarction 
is  equal  in  the  two  sexes,  but  the  peak  inci- 
dence for  males  occurs  earlier  than  that  for 
females.9  The  studies  done  at  Bellevue 
Hospital  tend  to  support  the  contention 
that  strokes  are  more  common  in  males 
than  in  females  at  all  ages  but  particularly 
in  the  age  group  fifty  to  sixty-nine  (Table 
I).10 

In  most  studies  of  coronary,  aortic,  and 
cerebral  atherosclerosis,  atheromatous  dis- 
ease has  been  shown  to  develop  less  rapidly 
and  less  severely  in  females  during  their 
reproductive  period  than  in  males.11-13 
Following  the  menopause  its  development 
accelerates  in  females  until  they  have 
caught  up  to  their  male  counterparts.  In 
animal  experiments  in  fowls  and  rats  it  has 
been  shown  that  cholesterol-induced  athero- 
sclerosis can  be  partially  prevented  by  the 
administration  of  estrogens  and  can  be 
accelerated  by  castrating  the  female  ani- 
mal.11  These  observations  have  led  to  trials 
of  various  naturally  occurring  and  synthetic 
estrogen  preparations  for  prophylactic  ther- 
apy in  coronary  and  cerebral  vascular  dis- 
ease of  the  occlusive  type.1416 

Hypertension.  Hypertension  has  re- 
cently been  incriminated  in  the  etiology  of 
stroke  due  to  cerebral  thrombosis.16-18 
The  incidence  of  cerebrovascular  disease 
has  been  found  to  be  increased  on  follow-up 
of  patients  found  to  be  hypertensive  at 
insurance  examination. 17  Hypertensive  pa- 
tients with  thrombotic  strokes16  and  those 


. 
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with  symptomless  hypertension18  had  re- 
duced incidences  of  strokes  and  reduced 
mortality  when  treated  with  antihyper- 
tensive agents  than  when  they  went  un- 
treated. The  Bellevue  Hospital  studies 
confirmed  the  association  between  cerebral 
thrombosis  and  hypertension  in  a popula- 
tion of  patients  under  fifty  years  old  who 
had  had  a stroke.  Hypertension  was  pres- 
ent in  60  per  cent  of  the  entire  group,  being 
present  in  white,  Negro,  and  Puerto  Rican 
patients.  It  was  most  marked  in  the  fe- 
males of  each  group,  being  present  in  as 
many  as  86  per  cent  of  the  Negro  females 
and  75  per  cent  of  the  Puerto  Rican  fe- 
males. Similarly,  numerous  studies  of  vas- 
cular disease  have  shown  the  earlier  appear- 
ance and  excessive  degree  of  atherosclerosis 
in  the  aorta  and  coronary  and  cerebral 
vessels  in  hypertensive  patients  as  opposed 
to  control  normotensive  patients. 19-21 

Observations  on  naturally  occurring  co- 
arctation of  the  aorta  as  well  as  on  those 
animals  in  whom  coarctation  has  been  arti- 
ficially produced  have  tended  to  show 
higher  indices  of  atherosclerosis  proximal  to 
the  stenosis  in  the  high-pressure  areas  and 
reduced  indices  beyond  the  stenosis  where 
blood  pressure  is  diminished.22-23  The  vir- 
tual absence  of  atherosclerosis  in  the  low- 
pressure  pulmonary  circulation  and  its 
appearance  when  pulmonary  hypertension 
occurs  is  also  pertinent. 

Diabetes.  Diabetes  is  known  to  be 
important  in  the  etiology  of  disease  of  the 
coronary  and  peripheral  vascular  systems. 
Its  role  has  been  thought  to  be  less  sig- 
nificant in  cerebrovascular  disease,  and  the 
incidence  of  diabetes  in  groups  of  patients 
with  strokes  has  been  given  as  10  and  20 
per  cent.  In  the  Bellevue  study  of  56 
patients  with  stroke  who  were  fifty  years  of 
age  or  younger,  the  incidence  of  diabetes 
was  22  per  cent.  A further  20  per  cent  of 
these  patients  became  diabetic  within  three 
years  of  their  stroke,  a finding  of  consider- 
able significance.  As  assessed  three  years 
after  the  stroke,  fully  42  per  cent  were 
diabetic.10  This  observation  suggests  that 
atherosclerotic  vascular  disease  progresses 
at  an  excessive  rate  in  diabetic  as  well  as  in 
prediabetic  patients.  It  also  emphasizes 
the  significance  of  diabetes  in  stroke. 

Pathologic  studies  of  cerebral  athero- 
sclerosis in  patients  with  diabetes  have  not 
been  uniform.  In  a few  studies  the  extent 


and  degree  of  atherosclerosis  has  been  found 
to  be  similar  in  diabetic  persons  and  in  the 
nondiabetic  controls.24-25  However,  in 
other  studies  excessive  atherosclerosis  in  the 
diabetic  patient  is  reported.26 

Abnormalities  in  lipid  metabolism. 
Elevated  serum  lipids  have  been  thought  to 
contribute  to  the  development  of  athero- 
sclerosis and  its  complications.  While 
their  role  in  coronary  heart  disease  is  defi- 
nite, their  place  in  stroke  is  less  certain. 
Four  studies  of  serum  lipids  in  controlled 
groups  have  been  reported  for  cerebro- 
vascular disease.  In  one  study  no  sig- 
nificant difference  was  found  between  the 
proportions  of  patients  and  control  persons 
having  elevated  serum  cholesterol. 27  In  the 
other  three  studies  small  but  significant  ele- 
vations of  cholesterol  or  triglycerides  were 
found  in  the  stroke  population  as  compared 
with  the  control  persons,  particularly  in  the 
younger  patients.28-30 

Comment 

It  is  evident  from  the  findings  presented 
previously  that  the  factors  associated  with 
the  occurrence  of  stroke  closely  parallel 
those  associated  with  excessive  or  pre- 
mature atherosclerosis.  From  this  review 
it  is  possible  to  begin  to  define  the  stroke- 
prone  individual  as  one  who  is  likely  to  be 
fifty  years  of  age  or  over,  to  be  male  more 
often  than  female,  and  who  is  likely,  singly 
or  in  combination,  to  have  hypertension, 
diabetes  (or  perhaps  prediabetes),  or  a 
familial  or  acquired  hyperlipidemia.  In 
practical  terms  this  means  that  in  the  pa- 
tient who  has  already  developed  a stroke 
careful  search  should  be  made  for  these  fac- 
tors. Blood  pressure  should  be  carefully 
measured  and  estimates  of  its  severity 
gauged  from  heart  size,  retinal  appearance, 
electrocardiogram  findings,  and  urine  analy- 
sis. Diabetes  should  be  excluded  by  urine 
testing,  fasting  blood  sugar,  and  glucose 
tolerance  test.  The  significance  of  provoc- 
ative tests  such  as  the  cortisone  glucose 
tolerance  test  is  still  to  be  assessed  in 
stroke.  Estimation  of  serum  cholesterol 
and  triglycerides  should  be  carried  out  also. 
Depending  on  the  results  of  such  investiga- 
tions, a planned  approach  to  the  prevention 
of  stroke  may  be  undertaken  with  appro- 
priate blood  pressure,  glucose,  or  lipid- 
lowering programs  and  medications. 
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The  remaining  consideration  is  of  greater 
importance:  If  mild  hypertension,  mild 

diabetes,  or  mild  hyperlipidemia  is  dis- 
covered early  in  life  in  asymptomatic  indi- 
viduals, would  prolonged  therapy  for  these 
defects  reduce  the  rate  of  progression  of 
atherosclerosis  and  hence  the  likelihood  of 
stroke?  No  definitive  answers  are  avail- 
able on  this  at  present,  but  controlled 
studies  are  being  initiated. 

Summary 

The  pathogenesis  of  stroke  due  to  non- 
embolic  cerebral  infarction  has  been  briefly 
reviewed  emphasizing  the  role  of  athero- 
sclerosis. The  etiologic  factors  in  stroke 
and  atherosclerosis  are  operative  for  two  to 
three  decades  prior  to  the  ictus.  Efforts  to 
influence  them  favorably  would  require 
prophylactic  management  many  years  be- 
fore the  stroke  itself.  This  means  that  we 
must  acquire  means  to  predict  the  charac- 
teristics of  the  stroke-prone  individual.  We 
have  been  able  to  indicate  only  a few  of 
these  characteristics  thus  far.  The  indi- 
vidual prone  to  stroke  is  liable  to  be  fifty 
years  of  age  or  older,  to  be  male  more  often 
than  female,  and  to  have  had  hypertension 
or  diabetes  or  a familial  or  acquired  hyper- 
lipidemia. 

Further  and  more  intensive  efforts  along 
these  lines  are  urgently  required  before  a 
practical  attitude  toward  the  prevention  of 
strokes  becomes  possible. 
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T he  incidence  of  allergic  disease  in 
childhood  is  increasing  both  relatively  and 
absolutely.  Dees1  at  the  White  House 
Conference  on  Child  Health  in  1970  made 
the  statement  that  almost  overnight  it 
seems  that  allergy  has  become  one  of  the 
chief  causes  of  illness  in  children.  While 
much  of  this  is  relative  because  of  the  better 
recognition  of  allergic  diseases  and  the 
decline  of  many  others,  Dees  reviewed 
evidence  to  the  effect  that  the  sickness  rate 
for  allergy  in  childhood  has  increased 
tenfold  in  the  past  twenty  years.  Her 
remarks  are  strikingly  enforced  by  a more 
recent  report  from  the  U.S.  Department  of 
Health,  Education,  and  Welfare  to  the 
effect  that  hay  fever,  asthma,  and  other 
allergic  disorders  account  for  about  one 
third  of  all  chronic  conditions  reported  in 
children  under  seventeen  and  that  nearly 
one  third  of  days  lost  from  school  because 
of  chronic  diseases  in  this  age  group  are  due 
to  asthma.2  This  is  of  interest  to  all 
physicians,  since  it  naturally  follows  that 
more  allergic  children  eventually  mean 
more  allergic  adults.  While  in  this  dis- 
cussion reference  is  made  chiefly  to  chil- 
dren, the  same  statements  apply  equally  at 
any  age. 

The  principal  reasons  for  the  increase  in 
allergic  diseases  in  our  opinion  are  as 
follows:  (1)  The  tendency  to  develop 

allergic  disease  is  inherited.  Because  al- 
lergic individuals  do  not  commonly  die  of 
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their  allergies,  the  genes  responsible  have 
been  transmitted  through  countless  gener- 
ations so  that  the  chances  of  developing 
allergic  disease  in  the  population  have 
increased  steadily  throughout  the  ages, 
perhaps  by  geometric  progression;  and 
(2)  since  the  widespread  introduction  of 
pasteurized  milk  about  forty  years  ago 
followed  by  the  use  of  other  forms  of  cow’s 
milk  denatured  in  various  ways  and  the 
development  of  skill  in  the  feeding  of  such 
milk  to  infants,  breast  feeding  has  steadily 
declined  in  our  culture.  The  rapid  increase 
in  the  incidence  of  clinically  recognizable 
allergic  disease  in  recent  years,  is,  we 
postulate,  the  consequence  of  feeding  most 
newborn  infants,  with  their  immature 
gastrointestinal  tracts,  a foreign  protein 
with  a high  sensitization  potential,  namely 
cow’s  milk. 

It  is  interesting  and  significant  that  these 
observations  have  completely  escaped  the 
notice  of  the  geneticist  and,  with  the  ex- 
ception of  recent  work  in  England,  the 
immunologist.3-5  Had  this  not  occurred, 
the  importance  of  the  recognition  of  allergic 
disease  and  its  adequate  teaching  in  medical 
schools  and  hospitals  would  not  be  so  long 
delayed. 

Because  of  the  limitations  of  time,  only 
one  area  of  the  relationship  of  the  allergist 
and  other  physicians,  although  one  of  the 
most  important,  will  be  discussed.  This 
concerns  the  treatment  of  allergic  patients 
with  material  supplied  by  the  allergist, 
most  commonly  for  the  treatment  of 
pollinosis,  asthma,  or  perennial  allergic 
rhinitis.  While  hyposensitization  is  best 
carried  out  by  the  allergist,  there  are  not 
enough  allergists  to  take  care  of  all  those 
who  suffer.  There  is  no  reason  why  hypo- 
sensitization cannot  be  adequately  done 
and  some  reasons  why  it  should  be,  other 
than  that  just  mentioned,  by  the  patient’s 
own  physician.  This  has  the  advantage 
of  reducing  by  one  the  number  of  physicians 
the  patient  must  visit  and  of  continuing 
his  care  with  the  one  with  whom  he  is  best 
acquainted  and  who  has  the  confidence  of 
the  patient  and  his  family.  Very  often, 
also,  this  physician  is  much  more  conven- 
iently located  than  the  allergist.  The 
giving  of  such  treatments  moreover  should 
stimulate  the  interest  of  the  physician  in 
the  study  of  the  disease  being  treated. 

While  this  is  true  in  theory,  it  does  not 
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work  out  nearly  as  well  as  it  should  in 
practice.  In  a study  of  200  successive 
patients  to  whom  the  injections  were  given 
by  the  referring  physician,  adequate  records 
were  kept  in  only  slightly  over  half.  This 
makes  it  impossible  in  far  too  many  in- 
stances for  patients  to  receive  full  benefit 
of  allergic  study,  particularly  evaluation 
visits,  and  treatment. 

Limitations 

It  is  difficult  to  understand  why  so  many 
physicians  who  are  presumably  well  trained 
and  in  many  instances  members  of  their 
respective  boards  keep  such  poor  records. 

1 The  probable  explanation  for  this  is  as 
follows: 

First,  there  is  inadequate  training  in 
allergy  in  the  medical  school  and  hospital. 
Here  the  medical  students,  the  house 
( officers,  the  attending  physicians,  and  the 
faculty  not  unreasonably  judge  allergists 
and  their  work  by  what  is  seen  in  the  allergy 
clinic.  Since  most  of  these  are  “rat  races,” 
the  training  certainly  is  not  of  the  best  and 
is  urgently  in  need  of  revision.  The 
student  or  house  officer  has  no  idea  of  what 
adequate  allergic  study  can  be  like  and  so 
cannot  be  blamed  for  carrying  over  the 
practices  of  the  clinic  into  his  own  office. 
Few  physicians  realize  the  true  scope  and 
importance  of  allergy  until  they  start 
practice  and  then,  very  often,  because  of 
this  tend  to  discredit  allergy.  In  some 
instances,  this  may  well  be  a defense  re- 
action reflecting  their  poor  training  and 
inability  to  cope  with  allergic  problems. 
Very  frequently  the  physicians  who  are 
most  cooperative  and  effective  are  those 
who  are  themselves  or  have  members  of 
their  family  under  treatment  for  allergic 
illness. 

Then  there  is  the  pressure  under  which 
physicians  are  now  compelled  to  work,  a 
situation  which  will  get  worse  before  it 
gets  better. 

Finally,  it  is  difficult  to  impress  on  those 
caring  for  allergic  patients  that  there  is 
far  more  to  proper  treatment  by  hyposen- 
sitization than  blindly  following  the  in- 
structions, however  explicit  they  may  be. 
The  physician  must  use  a certain  amount 
of  independent  judgment  and  show  his 
personal  interest  with  each  injection. 

It  happens  much  too  frequently  that  the 


the  increase  in  allergic  disease  may  be 
caused  by  an  inherited  tendency  and  by 
pasteurized  milk.  The  relationship  between 
the  allergist  and  other  physicians  must  be  good 
so  that  the  patient  receives  the  best  care. 
The  patient's  own  physician  can  carry  out 
hyposensitization  procedures.  However, 
adequate  records  must  be  kept.  There  is  far 
more  than  following  instructions  for  injections; 
the  physician  must  judge  each  treatment 
carefully.  The  allergist's  instructions  must  be 
as  complete  as  possible  and  studied  by  the 
physician  who  is  to  carry  out  the  treatment. 
Questions  must  be  answered  and  recorded,  the 
progress  of  the  patient  noted.  The  decision 
for  stopping  treatments  should  be  left  to  the 
allergist. 


patient  gets  an  injection  from  the  physician 
or  a nurse,  both  of  whom  are  too  busy  to 
do  more  than  just  that  and  dismiss  the 
patient,  often  without  asking  any  questions. 
Under  such  circumstances,  the  injection,  if 
it  were  not  for  the  possibility  of  an  anaphy- 
lactic reaction,  could  just  as  well  have  been 
given  by  some  other  member  of  the  family 
or  a friend.  This  is  very  unfair,  not  only 
from  the  standpoint  of  good  medical 
practice  but  also  from  the  financial  aspect. 
A fair  charge  is  ordinarily  made  for  the 
injection  and  the  time  devoted  to  doing 
this  properly  is,  as  a rule,  compensated  for 
quite  adequately  in  proportion  to  the  time 
spent  compared  with  a regular  office  visit. 

Procedure 

For  proper  management  it  is  first  of  all 
essential  that  the  report  and  recommen- 
dations of  the  allergist  be  read  by  the 
physician  who  is  to  treat  the  patient.  In 
many  instances  it  is  quite  obvious  that 
this  was  not  done  and  all  that  was  read  were 
the  directions  for  giving  the  injections  and 
occasionally  not  even  that  if  the  physician 
is  accustomed  to  such  therapy.  The  report 
should  not  cover  page  after  page  of  single- 
spaced, typewritten  material.  If  it  does, 
it  will  be  set  aside  to  be  read  later  on  when 
more  time  is  available,  and  under  these 
circumstances  the  chances  are  it  will  never 
be  read.  The  first  report,  usually  the 
longest,  should  be  on  one  page;  it  should 
summarize  the  history,  physical  exam- 
ination, laboratory  reports,  and  skin  tests 
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Record  No. 

DIAGNOSTIC  SUMMARY 

Age  — 

Name — Date  first  seen 

Address — Date  of  report  — 

Referred  by 

CHIEF  COMPLAINT: 

Present  Illness — 

Past  History — 

Family  History — 

Known  Clinical  Disagreements — 

Known  Drug  Disagreements — 

Physical  Examination — Ht.  (Av.  ) Wt. 

(Av.  ) Temp. 

Pulmonary  Function  Study — 

POSITIVE  TESTS 

Pollens — 

Molds — 

Foods — 

Epidermoids — 

Others — 

CLINICAL  DIAGNOSIS: 

FIGURE  1.  Report  form. 

under  appropriate  headings;  and  on  an- 
other single  page  a copy  of  the  recommen- 
dations made  to  the  patient.  The  form 
we  use,  slightly  modified  from  Tuft,6  is 
illustrated  in  Figure  1.  The  directions  for 
giving  the  injections  should  also  be  as 
brief,  simple,  and  as  clearly  stated  as  pos- 
sible. It  is  absolutely  essential  that  ade- 
quate time  be  taken  to  study  these  sheets. 
Subsequent  reports  of  evaluation  visits  are 
usually  much  shorter. 

If  the  injections  are  to  be  given  by  a 
nurse,  the  specific  instructions  should  be 
carefully  gone  over  with  her.  It  is  highly 
important  that  neither  doctor  nor  nurse  be 
compelled  “to  squeeze  the  patient  in”  but 
that  there  be  adequate  time,  at  least  ten 
minutes,  although  often  less  is  necessary, 
to  give  undivided  attention  to  the  patient. 
This  can  be  made  practical  by  setting  aside 
certain  times  when  there  will  be  no  duties 
other  than  giving  injections. 

Figure  2 illustrates  the  treatment  record 
and  the  directions  for  filling  in  the  various 
columns. 

When  the  patient  is  seen,  there  are  two 
questions  which  should  always  be  asked, 
and  these  are  clearly  stated  on  the  dosage 
schedule  instruction  sheet: 

Was  there  any  adverse  reaction  to  the 
previous  injection?  Was  there  an  unduly 
sore  arm  or  any  other  difficulty? 

How  has  the  patient  been  regarding  both 
allergic  symptoms  and  any  other  medical 
problems  since  the  last  treatment? 

The  answers  to  these  questions  should  be 
noted  legibly  on  the  treatment  record. 


Illegible  notes  are  worthless.  In  most 
cases,  the  only  question  asked  is  whether 
or  not  a sore  arm  followed  the  last  injection, 
the  physician  forgetting  that  the  main 
purpose  for  giving  this  is  not  to  see  whether 
the  patient  gets  a sore  arm  but  for  at- 
tempting to  alleviate  the  allergic  condition. 
If  a physician  from  Mars  were  to  visit  the 
office  and  look  at  the  records  returned  by 
so  many  of  the  physicians  who  treat  our 
patients,  he  would  be  forced  to  the  con- 
clusion that  the  only  purpose  of  giving  the 
injections  is  to  see  whether  or  not  the 
patient  gets  sore  arms. 

With  respect  to  the  first  question,  did 
the  injection  bother  the  patient  in  any  way, 
the  local  reaction  as  a rule  should  not  be 
larger  than  3 to  5 cm.  in  diameter  which  is 
about  the  size  of  a silver  half  dollar  to  a 
dollar,  and  there  should  be  no  significant 
disability  of  the  arm.  The  injections  are 
best  given  deep  subcutaneously  although 
a 26-G  Vs-inch  needle  may  be  used, 
since  the  closer  they  are  to  the  surface  of 
the  skin  the  more  troublesome  the  local 
reaction  may  be.  Generally  speaking, 
systemic  reactions  are  often  accompanied 
or  preceded  by  an  unduly  large  or  severe 
local  reaction,  but  this  is  not  always  the 
case,  and  such  reactions  may  occur  with 
even  minimal  or  no  local  reactions. 

With  respect  to  the  second  question, 
if  the  patient  is  a child  who  comes  in 
unaccompanied,  it  is  noteworthy  that 
children  like  to  tell  the  physician  what  they 
think  he  wants  to  hear.  Until  this  was 
realized  there  was  an  occasional  surprise 
when  a mother  would  phone  to  state  that 
she  wished  to  give  up  the  treatments 
because  of  poor  results.  On  consulting  the 
record,  the  patient  had  reported  at  each 
visit  that  he  was  doing  very  well.  It  is 
now  routinely  requested  that  if  a child  is 
not  doing  satisfactorily,  the  parent  either 
accompany  him  or  send  a note  or  telephone 
this  information  prior  to  the  office  visit. 
Under  the  second  question,  also,  should  be 
recorded  any  nonallergic  intercurrent  dis- 
orders since  the  last  visit,  the  record  of  any 
medications  prescribed,  and  any  prophy- 
lactic immunizations,  especially  tetanus 
toxoid  and  influenza  vaccine. 

Despite  the  specific  request  on  each 
treatment  record  and  the  directions  for 
giving  this  information  in  the  briefest 
possible  manner,  many  physicians  will 
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TREATMENT  RECORD 

YOUR  COOPERATION  IS  REQUESTED  in  filling  in  oil  the  data  indicated  in  the  columns  below.  Unless 
this  is  done  it  is  often  impossible  to  establish  a pattern  of  behavior,  the  interpretation  of  which  may  be  of 
considerable  assistance  in  relieving  the  patient's  difficulties.  If  there  is  no  significant  local  reaction  please 
indicate  with  a O in  the  appropriate  column,  or,  if  there  is,  note  the  reaction  in  terms  of  4 as  related 
to  coin  size,  eg.:  4 (dime);  4-  + (nickel);  4 H — b (quarter);  4-  + 4 4 (half  dollar  or  larger).  It  is  not 
necessary  to  describe  further  unless  accompanied  by  discomfort  or  disability. 

Please  also  note  in  the  appropriate  column  any  general  or  focal  reactions  in  terms  of  O or  4 and 
describe  briefly  under  remarks.  The  clinical  note  under  REMARKS  as  to  how  the  patient  has  been  IS  OF 
THE  GREATEST  IMPORTANCE,  even  if  it  is  only  "O.K."  or  “Same"  or  “Rash  better"  or  “Occ.  asthma",  etc.  as 
the  case  may  be.  Please  note,  also,  any  other  medication  or  injections  which  you  may  give.  WITHOUT 
THIS  COOPERATION  OPTIMUM  ALLERGIC  MANAGEMENT  CANNOT  BE  ACHIEVED. 

The  maximum  tolerated  dose  should  never  be  exceeded.  For  definition  see  dosage  schedule  sheet. 


make  no  note  whatsoever  under  “Remarks” 
as  to  how  the  patient  is  getting  along,  and, 
after  all,  that  is  what  is  most  important, 
since  the  whole  purpose  of  these  treatments 


is  to  see  what  can  be  done  to  relieve  the 
allergic  disorder. 

The  experience  of  intelligent  persons  who 
often  observe  that  no  notes  are  made  on  the 
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record  other  than  the  date  and  amount  of 
the  injection  has  been  far  from  satisfactory. 
One  type  of  physician  states  that  he  does 
not  keep  records  because  “I  don’t  believe 
in  allergy.”  A close  second  is  the  one  who 
gives  the  injections,  obviously  indicating 
his  disinclination  to  do  so  by  his  attitude 
and  depreciative  remarks.  One  board 
pediatrician,  when  asked  to  kindly  make  a 
note  in  the  record,  replied:  “Madame,  I 
am  not  Dr.  Glaser’s  secretary.”  Another, 
also  a board  pediatrician,  in  reply  to  the 
same  request  made  this  statement:  “These 
damned  specialists  expect  us  to  do  all  their 
work.”  Yet  another  patient  who  posed  a 
few  simple  questions  was  told:  “You  will 
have  to  ask  the  allergist  about  that.  All 
I do  is  give  the  injections.” 

It  should  also  be  mentioned  that  the 
records  most  in  need  of  upgrading  are  those 
of  many  student  health  centers.  In  one 
“ivy  league”  college  clinic,  and  this  has 
also  occurred  in  other  institutions,  the 
student  was  given  the  same  fairly  large 
dose  of  potent  allergens  after  a lapse  of 
many  months.  Fortunately  nothing  hap- 
pened, but  had  an  anaphylactic  reaction 
with  death  resulted,  there  would  have  been 
no  defense  in  a malpractice  suit.  In 
another  student  health  center  in  an  eastern 
university  with  a famous  medical  school, 
the  physician  in  charge  refused  to  give  the 
injections  because  the  directions  were  “too 
complicated.”  Yet  they  were  those  ordi- 
narily sent  with  a routine  case  of  pollinosis 
and  were  followed  without  difficulty  by  a 
general  practitioner  in  the  same  city.  Our 
best  experience  with  student  health  centers 
has  been  at  the  Gannett  Clinic  at  Cornell 
University  where  one  of  the  staff  physicians 
has  a particular  interest  in  allergy.  Most 
of  the  physicians  in  such  clinics,  however, 
appear  to  have  little  interest  in  the  patient 
and  seem  reluctant  to  use  their  own 
judgment  even  in  the  most  minor  matters. 
Possibly  this  situation  also  reflects  their 
medical  school  and  hospital  training.  A 
few  schools  have  recognized  this  state  of 
affairs  and  are  taking  steps  to  correct  it. 

A truly  conscientious  physician,  un- 
willing to  cooperate  with  the  allergist, 
would  refer  the  patient  to  some  other  phy- 
sician who  will,  but  it  is  obvious  that  phy- 
sicians of  the  type  just  discussed  are  not 
conscientious  and  will  not  do  this.  There 
are  also  localities  where  no  one  else  is  avail- 


able to  care  for  the  unfortunate  captives 
of  such  physicians.  Under  such  circum- 
stances there  is  no  recourse  but  to  make  the 
best  of  a bad  situation.  It  is  then  re- 
quested that  the  patient  or  parent  keep  his 
own  record  to  bring  on  the  periodic 
evaluation  visits. 

The  question  may  well  be  asked,  why  not 
do  this  as  a matter  of  routine  rather  than 
bother  the  physician  to  make  such  notes? 
This  must  occasionally  be  done,  as  indi- 
cated. However,  the  physician  who  will 
take  time  to  ask  at  least  the  two  absolutely 
essential  questions  will  give  the  impression 
that  he  is  truly  interested  in  the  patient’s 
progress,  and  this  is  highly  essential  not 
only  for  good  doctor-patient  relationship 
but  for  successful  therapy.  There  is  a 
psychosomatic  element  in  every  illness  and 
especially  in  chronic  illnesses  such  as  the 
allergic  diseases,  and  both  patient  and 
parents  require  this  type  of  supportive 
therapy. 

The  reason  for  asking  the  second  question 
is,  of  course,  if  the  patient  is  not  doing  well, 
to  try  to  find  out  why.  With  asthma,  for 
example,  trigger  mechanisms  of  attacks  are 
often  discovered  by  attempting  to  relate 
the  attack  to  the  circumstances  under 
which  it  occurred.  The  discovery  of  any 
trigger  mechanism  is  of  greatest  value. 
The  physician  who  takes  the  time  to  do 
this  soon  becomes  adept,  and  at  the  same 
time  the  patients  are  taught  what  to  look 
for,  so  eventually  the  time  spent  in  doing 
this  becomes  of  very  little  significance. 
A number  of  such  trigger  mechanisms  are 
illustrated  in  Table  I. 

Materials  and  methods 

There  is  no  contraindication  to  the  giving 
of  the  injections  if  the  patient  is  suffering 
from  a cold  or  having  a mild  asthmatic 
attack;  in  the  latter  case,  epinephrine  may 
be  administered  with  the  extract.  The 
general  rule  is  that  if  the  patient  is  not 
too  ill  to  come  to  the  office,  he  is  not  too  ill 
to  receive  the  treatment. 

Systemic  reactions  of  milder  forms  are 
sneezing,  varying  degrees  of  nasal  ob- 
struction and  discharge,  and  hives.  The 
more  severe  reactions  include  angioedema, 
asthmatic  attacks,  and  anaphylaxis.  Dis- 
agreeable reactions  are  not  an  indication 
for  stopping  the  injections.  This  should 
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TABLE  I.  Triggers  of  asthmatic  attacks 


Trigger 

Source 

Source  of  Allergy 

Infection 

Coryza;  other  respiratory  in- 
fections 

Epidermoids 

Played  with  animals;  visited 
zoo,  circus,  or  farm;  slept  at 
friend’s  house  or  elsewhere 
with  feather  pillows  or  wool 
blankets 

Dusts 

Vacuum  cleaner,  attic,  cellar, 
chicken  coop;  crawling  un- 
der bed,  wrestling  on  floor 
or  gym  mat;  dusty  books; 
feed  mill,  grain  mill,  eraser 
dust,  construction  dust 

Foods 

Break  in  diet;  restaurant; 
birthday  party;  gift  of  play- 
mate or  neighbor 

Pollens 

Long  automobile  rides;  mow- 
ing lawn;  exposure  to  flowers 
with  antigenic  pollen,  espe- 
cially those  related  to  rag- 
weed such  as  goldenrod, 
chrysanthemum,  and  so  on 

Odors 

Paint,  smoke,  perfume,  flowers, 
moth  balls,  chemicals,  burn- 
ing leaves 

Stresses 

School,  family,  friends,  visit  to 
doctor  or  dentist;  illness  or 
death  in  family  or  friends; 
death  or  injury  of  pet 

Miscellaneous 

Reaction  to  allergenic  injec- 
tions, active  exercise  after 
injections.  Wet  feet,  caught 
in  rain,  improper  drying  after 
shower,  chlorinated  pool, 
bare  head  and  legs  in  cold 
weather,  chilling  fog,  damp- 
ness, drafts,  air  conditioning, 
falling  barometer,  exertion. 
Hay  ride,  playing  in  hay, 
playing  in  bams,  dried 
leaves,  excitement,  fatigue, 
drug  reactions,  Christmas 
trees,  and  menses 

not  be  done  without  consultation  with  the 
allergist,  although  the  next  injection  may 
be  delayed  until  then.  A systemic  re- 
action, or  even  the  suspicion  of  such  a 
reaction,  is  an  absolute  indication  for  a 
decrease  in  dose  to  the  last  which  was 
tolerated  uneventfully,  and  thereafter  in- 
creases, if  indicated,  should  be  made  by 
smaller  increments,  as  0.05  cc.,  regardless 
of  the  original  recommendations. 

If  the  patient  cannot  be  brought  up  to 
the  theoretical  maximum  dose  indicated  on 
the  treatment  schedule,  this  is  of  no  im- 
portance. The  patient  may  do  just  as 
well  on  a much  smaller  dose.  There  are 


two  schools  of  thought  on  this  subject. 
One  regards  the  smallest  amount  which 
controls  the  symptoms  as  the  optimum. 
The  other  regards  the  maximally  tolerated 
dose  as  the  optimum  dose,  and  this  may 
be  very  much  smaller  than  that  originally 
recommended.  While  most  allergists  try 
to  reach  the  maximum  tolerated  dose,  a 
compromise  is  often  made  by  the  use  of  a 
dose  somewhat  larger  than  that  at  which 
symptoms  are  controlled  but  lower  than 
the  maximum  tolerated  dose. 

Anaphylactic  reactions  should  be  treated 
immediately  by  the  injection  of  epineph- 
rine, since  corticotropin  and  corticosteroids 
act  far  too  slowly.  The  physician  who 
gives  the  injections  should  be  thoroughly 
familiar  with  the  procedures  used  in  the 
management  of  minor  reactions,7  and  ana- 
phylaxis.8,9 

A very  important  point  with  respect  to 
the  occurrence  of  systemic  reactions  is  that 
if  they  occur  more  than  once,  it  is  prac- 
tically always  at  the  same  time  interval 
after  an  injection.  If  this  is  reasonably 
constant,  and  the  interval  may  vary  from 
an  hour  or  less  to  several  days,  the  reaction 
must  be  considered  as  having  been  due  to 
the  injection  until  proved  otherwise.  If 
the  interval  between  the  injection  and  the 
allergic  reaction  is  variable,  then  the  re- 
action is  most  likely  fortuitous  and  unre- 
lated to  the  injection. 

The  patient  receiving  injection  treat- 
ments with  material  supplied  by  the  al- 
lergist should  return  periodically  with  the 
treatment  record  for  evaluation.  The  in- 
tervals should  depend  on  how  the  patient 
gets  along.  If  doing  reasonably  well,  at 
least  twice  a year;  if  not,  oftener.  The 
allergist  as  well  as  the  patient  is  at  a great 
disadvantage  at  these  visits  if  the  record 
has  not  been  properly  kept  as  has  been 
previously  discussed.  The  record  should 
then  be  studied,  the  patient  interviewed 
and  examined,  and  a report  with  recom- 
mendations returned  with  the  record  to 
the  physician  treating  the  patient. 

The  decision  as  to  when  treatments 
should  be  stopped  should  be  made  by  the 
allergist  at  an  evaluation  visit.  Should 
the  allergic  disorder  recur,  the  patient’s 
physician  will  then  not  be  blamed  for 
stopping  the  treatments  too  soon.  Usually 
with  asthma,  pollinosis,  and  perennial 
allergic  rhinitis,  treatments  are  discon- 
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tinued  if  the  patient  has  been  completely 
symptom-free  for  two  years  on  a four-week 
schedule  (some  allergists  use  a longer  in- 
terval), with  no  symptoms  and  no  need  for 
symptomatic  medications.  Exceptions  to 
this  rule  are  made  if  the  allergic  manifes- 
tation occurs  only  on  an  easily  avoided 
exposure,  such  as  to  horse,  cat,  some  par- 
ticular food,  and  so  on.  The  decision  as 
to  stopping  treatments  should  be  made 
with  particular  care  with  students  the  last 
year  of  high  school,  since  if  the  difficulty 
occurs  after  the  patient  is  in  college,  the 
time  lost  through  the  disability,  its  study, 
and  treatment  may  be  significant  because 
of  the  great  pressure  put  on  college  students 
at  the  present  time.  If  there  is  any  doubt 
about  this,  it  is  small  insurance  to  continue 
the  injections  at  four-week  intervals  until 
one  is  more  nearly  certain. 

There  are  many  other  facets  on  the 
subject  of  cooperation  which  could  be 
profitably  considered  which  time  does  not 
permit.  These  are  more  fully  discussed 
elsewhere.7 

Summary 

The  increasing  incidence  of  allergic  dis- 
ease is  discussed  and  possible  explanations 
advanced.  Cooperation  between  the  re- 
ferring physician  and  the  allergist  is 


highly  essential,  particularly  since  much 
of  the  injection  therapy  of  allergic  disease 
is  administered  by  the  referring  physician. 
This  has  certain  advantages  both  for  the 
patient  and  the  physician.  However, 
the  great  disadvantage  is  that  only  slightly 
more  than  half  of  the  nonallergists  who 
give  the  injections  show  sufficient  interest 
to  devote  adequate  time  to  the  patient 
and  keep  meaningful  records.  Reasons 
for  this  are  discussed  with  the  hope  that 
this  situation  may  be  improved. 
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P 

Vjhild  abuse  is  not  new.  Social  welfare 
agencies  have  long  been  familiar  with  this 
problem,  yet  there  still  is  little  concrete 
information  on  the  actual  extent  of  child 
abuse  in  this  country  and  on  its  character- 
istics and  patterns  of  occurrence.  Medical 
recognition  of  the  syndrome  was  sharpened 
in  the  mid  1940’s  through  radiologic  iden- 
tification,1 and  the  significance  of  physical 
findings  was  further  clarified  in  the  1950’s 
through  additional  clinical  case  reports.2,3 
It  was  not  until  the  early  1960’s,  however, 
that  publicized  descriptions  of  abused 
children  shocked  the  public  conscience, 
arousing  widespread  interest  and  concern. 

♦This  study  was  sponsored  by  The  Children’s  Bureau, 
Regional  Maternal  and  Child  Health  Research  Program, 
Grant  PH-100  to  the  Division  of  Public  Health  Practice, 
Columbia  University  School  of  Public  Health  and  Ad- 
ministrative Medicine. 


Within  a period  of  about  two  years,  1963 
to  1965,  almost  all  states  enacted  laws 
requiring  medical  reporting  of  child  abuse 
cases.4  The  objectives  of  these  laws  were 
to  identify  children  who  have  been 
physically  injured  as  a result  of  mistreat- 
ment and  to  protect  them  from  further 
harm. 

As  passed  by  the  different  states,  these 
reporting  statutes  have  varied  considerably 
in  philosophy  and  in  details  of  implemen- 
tation. In  all  states,  however,  primary 
responsibility  for  identifying  and  reporting 
abuse  incidents  has  been  given  to  phy- 
sicians, whether  in  private  practice  or  in 
hospital  settings.  At  the  same  time,  most 
states  have  assured  these  medical  re- 
porters complete  legal  immunity  from 
civil  and  criminal  liability.  The  majority 
of  states  have  designated  welfare  agencies 
or  court  authorities  to  receive  the  medical 
reports  of  suspected  incidents  and  to  pro- 
vide the  necessary  follow-up  and  pro- 
tective services. 

In  a few  states  and  cities  around  the 
country,  reports  of  child  abuse  cases  are 
recorded  in  a central  registry.  Such  a 
registry  assists  responsible  agencies  in 
keeping  track  of  all  individual  children 
reported,  thus  facilitating  provision  of 
services.  Over  a period  of  time,  if  properly 
arranged  and  managed,  a central  registry 
will  also  provide  a universe  of  families 
whose  numbers  can  be  counted  and  whose 
characteristics  as  a group  can  be  doc- 
umented. 

The  first  child  abuse  registry  in  the 
eastern  part  of  the  country  was  set  up  in 
New  York  City  in  1964,  coincident  with 
the  passage  of  the  State  law  on  medical 
reporting.  Access  to  these  registered  cases 
provided  an  opportunity  to  study  the 
nature  and  patterns  of  child  abuse  from 
a new  medical  perspective,  that  of  the 
epidemiologist.  It  was  anticipated  that 
the  picture  of  child  abuse  which  would 
develop  as  a result  of  medical  reporting 
would  differ  in  many  respects  from  that 
which  clinicians  describe  and  would  add 
fresh  dimensions  to  medical  understanding 
of  this  complex  problem. 

Sources  of  data 

The  child  abuse  law  in  New  York  State 
became  effective  on  July  1,  1964.  It 
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TABLE  1.  Population,  birth  rates,  and  infant  mortality  rates  by  borough  of  residence  as  of  July  1,  1964, 
and  registered  child  abuse  (July  1,  1964  to  July  1,  1965)* 


Population,  Birth 
Rate,  Mortality 
Rate 

— — Borough- 
Man- 
hattan 

Total 

City 

Brooklyn 

Bronx 

Queens 

Rich- 

mond 

Total  population 

(in  thousands) 

7,840 

2,615 

1,660 

1,430 

1,895 

240 

Birth  rate 

21.1 

21.8 

17.1 

20.9 

18.0 

20.3 

Per  cent  of  live  births 

Puerto  Rican  mothers 

15.1 

16.1 

24.0 

27.8 

1.5 

0.9 

Nonwhite  births 

25.0 

30.5 

36.5 

23.8 

16.6 

7.1 

Under  2,501  Gm. 

10.1 

11.1 

12.1 

10.2 

8.0 

7.2 

Late  or  no  prenatal  care 

24.2 

29.0 

28.2 

28.9 

13.6 

9.7 

Infant  mortality  rate 

26.8 

29.4 

30.8 

29.2 

19.4 

18.9 

Registered  child  abuse 

Number  of  families 

290 

96 

70 

90 

30 

4 

Rate  per  100,000  population 

3.7 

3.7 

4.2 

6.3 

1.6 

1.7 

* Summary  of  vital  statistics,  1964,  City  of  New  York  Department  of  Health.  From  the  central  registry  of  the  Bureau  of 
Child  Welfare,  New  York  City. 


requires  physicians,  surgeons,  dentists, 
licensed  osteopaths,  residents,  and  interns 
as  well  as  hospitals  and  other  medical 
institutions  to  report  cases  of  suspected 
child  abuse  and  neglect  to  the  Department 
of  Social  Welfare  or  to  an  authorized 
child  protective  agency.  Complete  im- 
munity for  the  person  reporting  is  pro- 
vided. In  New  York  City  the  Department 
of  Welfare  voluntarily  established  a central 
registry  within  its  Bureau  of  Child  Welfare 
to  receive  all  medical  reports  of  child 
abuse  throughout  the  metropolitan  area. 
During  the  first  twelve-month  period 
under  the  new  legislation,  313  children 
from  293  families  were  registered. 

Identifying  information  on  all  these 
children  and  families  in  New  York  City 
who  were  reported  from  July  1,  1964,  to 
July  1,  1965,  was  extracted  from  the 
central  registry  files.  This  was  supple- 
mented by  documented  material  from 
case  records  made  available  by  the  Depart- 
ment of  Welfare  and  the  several  voluntary 
agencies  providing  protective  services  in 
the  city.  In  addition,  interviews  and 
discussions  were  held  with  the  professional 
staffs  of  these  agencies.  Birth  certificates 
and  background  community  health  data 
were  obtained  from  the  City  of  New  York 
Department  of  Health. 

Findings 

Reporting  patterns.  The  true  inci- 
dence of  child  abuse  in  New  York  City 
cannot  be  estimated  from  the  registered 


figures,  since  under  the  law,  only  cases 
involving  medical  care  or  medical  cor- 
roboration are  registered.  This  automat- 
ically eliminates  children  who  have  not 
seen  a physician  but  are  reported  to  pro- 
tective agencies  by  the  police,  schools,  or 
neighbors.  Furthermore,  even  the  report- 
ing by  medical  sources  is  likely  to  be  very 
incomplete.  Because  total  incidence  and 
prevalence  data  are  unavailable,  other 
ways  of  assessing  the  size  and  nature  of  the 
problem  must  be  used,  for  example,  by 
describing  its  medical  importance  in  a 
community. 

The  three  city  boroughs  where  the  high- 
est concentration  of  reported  families 
lived  showed  certain  common  character- 
istics which  contrasted  with  character- 
istics of  the  boroughs  from  which  few 
cases  were  reported  (Table  I).  The  bor- 
oughs with  high  incidence  of  reported 
cases  tended  to  be  more  crowded  in  terms  of 
living  space  per  person,  they  showed  a far 
higher  percentage  of  births  to  Puerto 
Rican  and  nonwhite  mothers  along  with  a 
higher  percentage  of  low-weight  newborn 
infants  and  of  late  or  no  prenatal  care,  and 
they  had  a much  higher  rate  of  infant 
mortality. 

Hospitals  reported  87  per  cent  of  the 
abuse  cases,  with  municipal  hospitals 
contributing  more  reports  than  the  vol- 
untary institutions  (Table  II).  In  fact, 
almost  all  the  municipal  hospitals  in  New 
York  City  registered  at  least  one  family, 
whereas  less  than  half  of  the  voluntary 
hospitals  registered  any  cases.  The  ma- 
jority of  reports  originated  in  hospital 
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TABLE  II.  Sources 

of 

reports 

of  child  abuse 

Reporting 



-Families  Reported 

Per 

Sources 

Number 

Cent 

Hospitals 

255 

87.0 

Municipal 

151 

51.5 

Voluntary 

98 

33.5 

Proprietary 

3 

1.0 

Federal 

3 

1.0 

Other  sources 
Health  depart- 

38 

13.0 

ment 

8 

2.7 

Public  schools 
Private 

8 

2.7 

physician 

7 

2.4 

Police 
Medical  ex- 

5 

1.7 

aminer 

3 

1.0 

Anonymous 
Welfare  ex- 

3 

1.0 

aminer 

Visiting  nurse 

2 

0.7 

association 

1 

0.4 

Day  care  center 

1 

0.4 

Totals 

293 

100.0 

emergency  rooms  and  clinics.  Private 
practitioners  reported  fewer  than  3 per 
cent  of  the  total  number  of  families 
registered. 

Completeness  of  reporting  and  registra- 
tion depends  not  only  on  the  occurrence 
of  abuse  but  on  its  recognition,  on  the 
sensitization  and  concern  of  the  medical 
profession  to  the  problem,  and  on  whether 
or  not  requirements  of  reporting  procedures 
are  known,  understood,  and  facilitated. 
The  pattern  of  reporting  in  New  York  City 
suggests  that  when  abuse  is  suspected, 
private  physicians  feel  more  comfortable 
if  reports  are  handled  through  hospital 
channels  rather  than  becoming  directly 
involved  themselves.  The  reporting  pat- 
tern also  raises  the  question  as  to  whether 
child  abuse  in  New  York  City  actually 
occurs  more  commonly  under  poor  socio- 
economic conditions  or  whether  the  higher 
rates  reported  in  the  impoverished  areas  of 
the  city  were  due  to  a greater  index  of 
suspicion,  to  less  hesitancy  in  filing  reports, 
or  because  of  personal  characteristics  of 
abusers  and  children. 

Registered  families.  Less  than  half 
of  the  293  registered  families  were  known 
to  be  on  welfare  rolls,  although  the  receipt 
of  public  assistance  does  not  necessarily 
reflect  the  true  socioeconomic  level  of  this 


TABLE  III.  Welfare  status  of  registered  families 


Welfare 

Status 

Number 

Per 

Cent 

Welfare  recipi- 

ents 

138 

47.1 

No  employ- 

ment 

94 

68.1 

Employed 

44 

31.9 

Not  on  welfare 

127 

43.3 

Unknown 

28 

9.6 

Total 

293 

100.0 

cohort  (Table  III).  From  the  case  records, 
it  appeared  that  some  of  the  needy  non- 
welfare recipients  did  not  know  how  to 
avail  themselves  of  financial  help,  many 
were  borderline  in  eligibility  for  welfare 
payments,  while  income  levels  in  other 
nonwelfare  families  actually  fell  below  the 
poverty  line. 

Mothers  were  the  most  frequent  abusers, 
being  responsible  in  29  per  cent  of  the  cases, 
whereas  fathers  were  responsible  in  19  per 
cent.  Other  persons,  such  as  baby  sitters, 
paramours,  and  siblings,  were  involved 
in  14  per  cent  of  the  incidents,  while  in  one- 
third  the  abuser  was  not  identified.  Both 
mothers  and  fathers  tended  to  abuse  their 
own  sex  more  readily,  and  among  the 
registered  children,  abuses  to  girls  were 
slightly  more  frequent  than  to  boys.  A 
history  of  previous  abuse  was  recorded 
in  33  per  cent  of  the  registered  children, 
and  related  to  this  was  a history  of  sibling 
abuse  in  16  per  cent  of  all  reported  cases. 

More  than  90  per  cent  of  the  mothers 
were  over  twenty  years  of  age,  disputing 
the  theory  that  abusive  parents  tend  to  be 
very  young.  Chronologic  age,  however, 
cannot  necessarily  be  equated  with  emo- 
tional and  mental  maturity.  As  with  the 
average  age  of  parents,  the  average  size 
of  the  reported  families  was  not  distinctly 
different  from  that  of  the  general  popula- 
tion. There  was,  however,  a slightly 
higher  percentage  of  registered  families 
with  four  or  more  children  and  a slightly 
lower  proportion  with  only  one  child. 

Lack  of  family  cohesiveness  has  been 
thought  to  play  an  important  role  in 
child  abuse.  Although  marital  status  per 
se  does  not  reflect  the  true  picture  of 
family  unity,  it  was  examined  as  an  indi- 
cator. The  parents  in  over  two  thirds  of 


November  1, 1966  / New  York  State  Journal  of  Medicine  2785 


TABLE  IV.  Psychologic  problems  in  families  by 


race, 

as  per  cent  of  total  families* 

Previous 

Present 

Prob- 

Prob- 

Number 

lems 

lems 

of 

(Per 

(Per 

Race 

Families 

Cent)  f 

Cent)  ** 

White 

62 

24.2 

54.8 

Nonwhite 

144 

19.4 

52.8 

Puerto  Rican  77 

7.8 

44.2 

Unknown 

10 

0.0 

40.0 

Total 

293 

16.7 

50.5 

* Based  on  medical  (psychiatric)  information  obtained 
from  record.  These  categories  are  not  mutually  exclusive. 

t Based  on  recorded  history  of  previous  institutionalization 
or  for  treatment  of  mental  or  social  problems. 

**  Based  on  psychiatric  evaluation  following  the  occurrence 
of  abuse. 


the  total  number  of  registered  families 
were  married.  However,  in  at  least  35 
per  cent  of  the  families  where  the  marital 
partners  were  living  together,  discord 
or  separations  were  recorded.  It  is  sur- 
mised that  the  marital  situation  among 
the  registered  families  does  not  differ  very 
much  from  that  of  the  specific  population 
groups  from  which  these  families  come. 

In  17  per  cent  of  the  registered  families, 
one  of  the  parents  or  other  caretakers  had 
a history  of  previous  institutionalization 
in  mental  hospitals  or  penal  institutions  or 
had  received  treatment  for  mental  or 
social  problems.  Based  on  psychiatric 
evaluation  following  the  present  abuse 
episode,  50  per  cent  of  all  caretakers  were 
found  to  be  suffering  from  present  psy- 
chologic difficulties  which  were  severe 
enough  in  nature  to  require  at  least  psy- 
chologic counseling  and  social  service 
support.  Of  this  50  per  cent,  only  20  per 
cent  were  alcoholic  or  drug  addicts.  An 
analysis  of  registered  families  by  racial- 
ethnic  distribution  revealed  that  the  white 
families  had  a higher  proportion  of  all 
psychologic  problems  than  other  groups 
and  that  the  Puerto  Rican  families  showed 
relatively  lower  rates  for  mental  or  emo- 
tional difficulties*  (Table  IV). 

Registered  children.  Although  the 
law  stipulates  reporting  up  to  age  sixteen, 
more  than  two  thirds  of  all  children  re- 
ported were  under  five  years  of  age. 

* Because  of  the  difficulty  encountered  in  obtaining  in- 
formation about  the  racial  characteristics  of  the  Puerto 
Rican  population,  their  ethnic  classification  was  used. 


TABLE  V.  Per  cent  distribution  of  registered 
children  by  race  and  sex 


Race 

Total 

Male 

Female 

White 

21.7 

19.4 

23.7 

Nonwhite 

48.3 

52.1 

45.0 

Puerto  Rican 

26.5 

25.0 

27.7 

Unknown 

3.5 

3.5 

3.6 

Total 

100.0 

100.0 

100.0 

Number  of 

Children 

313 

144 

169 

Twenty-eight 

per  cent 

were  under  one 

year,  and  41 

per  cent 

were  one 

through 

four  years  of  age. 

Abuse  was  reported  more  than  twice  as 
often  for  nonwhite  as  for  white  children, 
whereas  in  the  city  as  a whole  the  ratio  of 
white  to  nonwhite  children  under  the  age 
of  fifteen  is  approximately  four  to  one 
(Table  V).  Similarly,  reporting  of  abuse 
among  the  Puerto  Rican  children  exceeded 
that  among  the  white  group  despite  a 
city-wide  white  to  Puerto  Rican  childhood 
ratio  of  six  to  one.  Proportionately,  more 
Puerto  Rican  children  under  the  age  of 
one  year  were  registered  than  white  and 
nonwhite  children.  In  all  but  the  non- 
white group,  girls  exceeded  boys  by  a 
slight  margin  (Table  V). 

There  is  no  commonly  recognized  way  of 
classifying  the  kinds  of  abuse  which  chil- 
dren suffer,  so  an  arbitrary  grouping  of 
types  was  made  for  purposes  of  this  study. 
The  “battered  child  syndrome”  exemplified 
by  subdural  hematoma,  fractured  long 
bones,  and  soft-tissue  swellings,  in  com- 
bination or  alone,  was  arbitrarily  limited 
to  children  under  one  year  of  age,  since 
this  is  the  group  where  these  phenomena 
are  most  frequently  encountered.  This 
syndrome  occurred  in  22  per  cent  of  the 
total  number  of  registered  cases,  exceeded 
only  by  beatings  above  one  year  of  age  at 
48  per  cent.  Burns  occurred  in  15  per 
cent  of  the  cases,  followed  in  frequency  by 
malnutrition  and  dehydration,  sexual 
molestation,  and  poisoning,  all  more  fre- 
quent in  children  over  the  age  of  one  year. 

Thirty-six  per  cent  of  all  the  children 
registered  were  admitted  to  a hospital. 
Some  were  hospitalized  to  remove  them 
from  further  danger  until  investigation 
was  made;  others  required  inpatient  treat- 
ment for  injuries.  Forty-five  per  cent  of 
the  admitted  children  were  infants  under 
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one  year  of  age.  Sixteen  of  the  313  chil- 
dren died,  most  of  whom  were  under  two 
years  of  age. 

The  question  is  occasionally  raised  as  to 
the  role  of  the  child’s  personality  and  con- 
stitutional make-up,  both  physical  and 
mental,  in  inviting  abuse.  It  was  esti- 
mated that  at  least  10  per  cent  of  the 
reported  children  had  severe  prior  dis- 
abilities including  brain  damage  and  eye 
and  orthopedic  impairments,  in  that  order; 
these  ranged  from  congenital  and  heredi- 
tary abnormalities  to  lesions  acquired  at 
birth  or  in  infancy.  This  figure  of  10 
per  cent,  however,  is  not  remarkably 
different  from  the  percentage  of  deficiencies 
and  disorders  occurring  in  the  total  child- 
hood population  of  New  York  City. 

As  still  another  approach  to  answering 
the  question  of  constitutional  make-up, 
a search  was  made  at  the  New  York  City 
Bureau  of  Records  for  birth  certificates 
of  all  children  on  the  registry  to  establish 
whether  or  not  they  had  been  premature. 
Slightly  under  half  of  the  birth  records 
were  located,  indicating  that  a high  pro- 
portion of  the  children  were  not  born  in  the 
city.  Of  133  certificates  found,  20  per 
cent  recorded  a weight  of  less  than  5 y2 
pounds,  a percentage  approximately  twice 
that  for  the  city  as  a whole  (Table  I). 

Children  born  out  of  wedlock  comprised 
32  per  cent  of  the  registered  group  in 
contrast  to  an  out-of-wedlock  birth  rate 
of  12  per  cent  in  New  York  City  (1964). 
However,  it  must  be  recognized  that  cer- 
tain health  districts  in  the  city  have  far 
higher  illegitimacy  rates  than  others;  in 
fact  some  have  rates  of  over  40  per  cent. 
Sixty-five  per  cent  of  the  registered  out-of- 
wedlock  children  were  from  nonwhite 
families. 

Outcome  for  reported  families.  Al- 
though the  child  abuse  law  in  New  York 
State  was  originally  passed  as  an  amend- 
ment to  the  penal  code  and  was  directed 
I toward  medical  reporting,  it  was  the  social 
agencies  who  were  given  major  respon- 
sibility in  the  evaluation  and  disposition 
of  all  reported  families.  In  the  New  York 
City  survey,  the  protective  agencies  in- 
volved in  the  initial  investigation  of  re- 
ported cases  concluded  that  abuse  had 
been  committed  in  60  per  cent;  that  in  24 
per  cent  the  injury  was  probably  accidental, 
although  neglect  as  a contributing  factor 


could  not  be  ruled  out  entirely;  and  that 
in  the  remaining  16  per  cent,  no  clear-cut 
determination  could  be  made  in  most  cases 
as  to  whether  or  not  the  incidents  were 
abuse,  neglect,  or  accidents. 

The  final  disposition  of  each  child  was 
examined  as  far  as  the  records  allowed. 
In  slightly  more  than  one  half  of  the  fami- 
lies, the  child  remained  in  his  own  home 
under  protective  agency  or  court  super- 
vision. In  such  instances,  the  agencies 
carried  responsibility  in  83  per  cent  of  the 
cases,  while  in  the  remainder,  the  court 
assumed  direction.  Seventeen  per  cent 
of  the  children  were  placed  outside  of  the 
home,  either  voluntarily  by  the  parents  or 
more  often  under  court  order.  Arrest  of 
the  caretakers  occurred  in  22  cases. 

Comment 

The  picture  of  abuse  that  emerged  from 
the  New  York  City  survey  seemed  quite 
different  in  many  ways  from  previously 
published  descriptions.1  ~3' 5-10  The  cohort 
of  registered  children  presented  a much 
broader  spectrum  of  abuse  patterns,  and 
a strikingly  large  proportion  of  multi- 
problem families  weighted  the  sample. 

Case  records  indicated  that  the  distinc- 
tion between  neglect,  abuse,  nonabuse, 
and  accidental  injury  was  often  so  hazy 
as  to  make  a definitive  evaluation  by  re- 
porting physicians  and  social  workers 
very  difficult.  The  fact  that  all  of  the 
reported  cases  were  registered  and  termed 
“abuse”  further  invalidated  attempts  to 
group  this  New  York  City  cohort  accu- 
rately according  to  neglective,  abusive,  or 
accidental  characteristics.  The  battered 
child  syndrome  did  not  dominate  the  abuse 
scene,  and  the  withdrawal  response  of  an 
injured  child  was  a rare  finding.  Instead, 
a wide  range  of  physical  injuries,  from 
simple  bruises  to  severe  beatings  and  death, 
were  reported.  Thus,  clear-cut  definitions 
and  categorizations  of  abuse  cases  proved 
virtually  impossible.  Since  the  ultimate 
aim  in  identification  is  the  protection  of  the 
child  and  the  alteration  of  his  environment, 
perhaps  the  need  to  classify  abuse  by  type 
and  severity  has  been  overemphasized. 
Instead,  a gross  picture  of  family  social 
abnormal  conditions,  per  se,  may  offer  the 
earliest  indication  of  the  need  for  protective 
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services  and  for  prompt  initiation  of  pre- 
ventive measures.11 

In  describing  the  New  York  City  families 
where  abuse  was  reported,  specific  features 
stand  out  such  as  the  apparently  high 
prevalence  of  mental  problems  within  the 
home,  the  appearance  of  certain  racial 
and  ethnic  groups  in  excess  of  population 
trends,  the  observed  high  rate  of  out-of- 
wedlock  births  among  the  abused,  the 
frequent  evidence  of  family  disunity,  and 
the  predominance  of  families  from  the 
lower  end  of  the  socioeconomic  spectrum. 
All  of  these  findings  are  but  a part  of  the 
whole,  each  contributing  to  the  interplay 
of  mental,  physical,  and  environmental 
stresses  within  both  the  population  at 
risk  and  in  the  families  where  abuse  oc- 
curred. In  various  important  respects, 
cases  in  the  registry  reflect  the  population 
from  which  they  come,  and  abuse  may  be 
thought  of  primarily  as  a symptom  of 
more  deeply  rooted  problems. 

But  while  the  study  of  the  New  York 
City  registry  sheds  light  on  the  character- 
istics of  reported  child  abuse  incidents, 
its  comprehensiveness  may  have  been 
limited  by  deficits  in  the  reporting  process. 
The  registry  did  not  include  information 
about  abused  children  or  abusing  families 
who  escaped  medical  detection  or  who 
were  not  seen  by  a physician.  As  long  as 
the  number  and  characteristics  of  this 
unreported  group  Eire  not  known,  the  true 
picture  of  child  abuse,  its  nature  and  extent, 
will  remain  incomplete. 

Summary 

Identification  of  abused  children  has 
assumed  new  significance  with  the  passage 
of  state  laws  requiring  medical  reporting 
of  child  abuse  incidents.  An  epidemiologic 
study  of  313  cases  registered  in  New  York 
City  during  the  first  year  following  the 
1964  legislation  demonstrated  a broad 
spectrum  of  abuse  patterns  with  a wide 


range  of  physical  injuries.  A strikingly 
high  proportion  of  the  reported  children 
came  from  multiproblem  families  where 
the  interplay  of  mental,  physical,  and 
environmental  stresses  could  not  be  ignored 
as  etiologic  factors,  and  where  the  abusive 
acts  appeared  chiefly  as  late  indicators 
of  serious  family  difficulties.  Recognition 
of  abuse  and  reporting  of  suspected  cases 
help  bring  treatment  and  protective  serv- 
ices to  individual  children  following  the 
traumatic  event.  More  important  from 
a preventive  point  of  view,  however,  would 
be  earlier  identification  of  the  psychosocial 
precursors  to  overt  abuse  and  a better 
understanding  of  their  role  in  precipitating 
maltreatment. 
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T he  excretion  of  persistently  large 
volumes  of  sugar-free  urine  having  low 
osmolality  characterizes  the  clinical  entity 
diabetes  insipidus.  This  review  will  treat 
the  various  aspects  of  the  diabetes  insipidus 
syndrome,  with  special  emphasis  on  current 
concepts  of  physiology,  diagnosis,  and 
therapy. 

Physiology 

In  1855  the  renowned  French  physiolo- 
gist Bernard1  experimentally  produced 
polyuria  in  animals  by  puncturing  the  base 
of  the  brain.  His  work  was  subsequently 
interpreted  as  indicating  that  diabetes 
insipidus  results  from  a nervous  excitation 
of  the  kidneys  as  a result  of  brain  injury. 
However,  when  Bailey  and  Bremer  in 
19212  demonstrated  that  denervation  of 
the  kidneys  of  a dog  with  diabetes  insipidus 
increased  rather  than  decreased  the  poly- 
uria, this  hypothesis  was  finally  disproved. 
Some  fifteen  years  prior  to  this  definitive 
work  other  investigators  had  offered  the 
concentrating  defect  in  diabetes  insipidus 
as  support  for  the  theory  that  the  disorder 
was  of  renal  origin,3  a view  to  be  subse- 
quently borne  out  in  part  only.  Still  other 
workers  proposed  that  posterior  pituitary 
extracts  produced  a diuresis.4  Utilizing 
this  thesis,  diabetes  insipidus  in  a patient 


with  a bullet  in  the  sella  turcica  was  as- 
cribed to  hypersecretion  of  the  posterior 
pituitary.5  The  basic  fault  in  this  line 
of  reasoning  was  that  probably  pyrogens, 
or  other  causes  of  an  increased  glomerular 
filtration  rate,  accounted  for  the  experi- 
mentally produced  diuresis  and  not  the 
posterior  pituitary  extracts.  In  1913  Von 
den  Velden6  showed  that  such  extracts 
actually  decreased  the  polyuria  and 
polydipsia  of  diabetes  insipidus.  This 
helped  to  reaffirm  the  then-prevailing 
attitude  that  diabetes  insipidus  was  due 
to  posterior  pituitary  deficiency  rather 
than  to  hypersecretion.  In  the  same  year 
Bernard’s1  findings  were  duplicated,  and 
it  was  concluded  that  removal  of  the  entire 
pituitary  gland  did  not  cause  diabetes 
insipidus  unless  the  base  of  the  brain  was 
injured.7  This  dichotomy  of  posterior 
pituitary  versus  hypothalamus  was  par- 
tially nullified  when  Greving8  demonstrated 
nerve  fibers  originating  in  hypothalamic 
nuclei  and  passing  to  the  posterior  pituitary 
via  the  tuber  cinereum  and  infundibulum, 
the  supraopticohypophyseal  tract.  Sub- 
sequently, when  it  was  hypothesized  that 
lesions  anywhere  along  this  tract  might 
produce  polyuria, 9 the  two  theories  of  origin 
of  diabetes  insipidus  were  finally  unified. 

From  experiments  in  which  pituitary 
and  hypothalamic  lesions  were  produced 
in  cats  and  monkeys,  Fisher,  Ingram,  and 
Ranson10  were  able  to  conclude,  among 
other  things,  that  there  were  three  phases 
of  water  exchange  following  operation. 
The  first  was  characterized  by  marked 
polyuria  and  polydipsia  with  very  dilute 
urine.  This  phase  was  transient  and 
lasted  no  more  than  eleven  days.  It  was 
followed  by  a “normal  interphase,”  lasting 
from  two  to  eleven  days,  in  which  water 
exchange  and  urinary  specific  gravity  re- 
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turned  to  normal  preoperative  levels.  The 
reappearance  of  polyuria  and  polydipsia, 
which  persisted  for  the  remainder  of  the 
animal’s  life,  signaled  the  onset  of  the  final 
phase. 

These  investigators  also  found  that  to 
produce  diabetes  insipidus  not  only  the 
posterior  pituitary  but  the  infundibulum 
and  median  eminence  as  well  must  be  re- 
moved.10 Shortly  thereafter  Magoun, 
Fisher,  and  Ranson"  stressed  that  the 
median  eminence  is  similar  to  the  posterior 
pituitary  in  structure  and  function.  They 
also  discovered  that  only  12  to  15  per  cent 
of  functioning  neurohypophyseal  tissue 
was  adequate  to  maintain  normal  water 
balance  and,  therefore,  that  the  median 
eminence  must  be  at  least  partially  de- 
stroyed during  stalk  section  if  permanent 
diabetes  insipidus  were  to  ensue.  Re- 
cently, Hollinshead12  adduced  experimental 
evidence  to  show  that  the  interphase  is  the 
result  of  vasopressin  (antidiuretic  hormone, 
ADH)  released  by  degenerating  neurohypo- 
physeal tissue.  Thus,  with  a sufficiently 
destructive  operation,  once  diabetes  insipi- 
dus appears  it  is  permanent.  These  vari- 
ous experiments  explain  why  some  patients 
experience  only  a transient  diabetes  insipi- 
dus following  hypophysectomy.  This  is 
not  to  be  confused  with  “masked”  diabetes 
insipidus  in  which  the  basic  defect  is 
present  but  is  obscured  by  the  removal  of 
the  anterior  pituitary  secretions.  Such  a 
situation  raises  the  question  of  solute 
loads  as  determinants  of  the  intensity  of 
diabetes  insipidus. 

It  has  been  noted  on  a number  of  oc- 
casions that  removal  of  the  anterior  pitui- 
tary ameliorates  the  intensity  of  estab- 
lished diabetes  insipidus.  Some  workers 
attributed  this  effect  to  a loss  of  control 
over  total  metabolism  rather  than  to  any 
one  anterior  pituitary  hormone.13  Explor- 
ing hormonal  effects  further,  it  was  found 
that  removal  of  the  thyroid  gland  decreased 
the  severity  of  diabetes  insipidus  and  that 
thyroid  replacement  exacerbated  it. 14  Wes- 
ton et  al. 16  offered  evidence  that  hyper- 
thyroid patients  are  relatively  refractory  to 
ADH.  One  worker  suggested  that  the 
masking  effect  of  anterior  hypophysectomy 
was  secondary  to  the  loss  of  TSH  (thyroid 
stimulating  hormone).16  However,  since 
thyroidectomy  had  less  of  an  effect  than 
adenohypophysectomy,  other  factors  were 


sought.  It  then  was  found  that  bilateral 
adrenalectomy  also  ameliorated  diabetes 
insipidus17  and  that  when  cortisone  was 
administered  there  were  increases  in  the 
water  exchange  in  both  adrenalectomized 
and  nonadrenalectomized  animals  with 
diabetes  insipidus. 18  Furthermore,  in  re- 
cent years  it  has  been  found  that  vasopressin 
can  induce  ACTH  (adrenocorticotrophic 
hormone)  secretion  in  man.19  Leaf  et  al.'20 
reported  that  when  the  excretory  solute 
load  was  kept  fixed  on  a constant  diet, 
administration  of  thyroxine,  desoxycorti- 
costerone,  cortisone,  ACTH,  and  growth 
hormone  had  no  effect  on  water  excretion; 
urine  concentration  did  not  decrease  and 
urine  volume  did  not  increase.  In  addi- 
tion, they  found  that  cortisone  in  no  way 
diminished  the  antidiuretic  effect  of  vaso- 
pressin. The  investigators  suggested  that 
any  diuretic  effects  noted  with  these  sub- 
stances were  secondary  to  their  general 
effects  of  increased  metabolism,  activity, 
food  intake,  and,  therefore,  solute  load. 
Their  explanation,  plus  the  known  effect 
of  cortisol  in  preventing  the  shift  of  water 
into  cells,  thereby  maintaining  extracellular 
fluid  volume  and  adequate  glomerular 
filtration  rate,  is  now  generally  accepted 
as  the  basic  mechanism  whereby  the  ante- 
rior pituitary  can  modify  the  intensity  of 
diabetes  insipidus. 

To  sum  up,  unmyelinated  fibers  arise 
from  cells  in  the  supraoptic  and  paraven- 
tricular nuclei  and  form  the  supraoptico- 
hypophyseal  tract.  As  these  fibers  pass 
through  the  tuber  cinereum  they  are 
joined  by  fibers  of  the  tuberohypophyseal 
tract  which  arises  from  cells  in  the  central 
and  posterior  portions  of  the  hypothalamus, 
including  the  mammillary  body  and  lateral 
tuberal  nuclei.  All  these  fibers  combined 
then  comprise  the  hypothalamohypo- 
physeal  tract.  This  descends  through  the 
infundibulum  and  terminates  in  the  poste- 
rior lobe  of  the  pituitary,  the  neurohy- 
pophysis. Within  the  cytoplasm  of  the  cells 
of  the  hypothalamic  nuclei  a neurosecre- 
tory material  is  formed  which  is  thought 
to  be  a carrier  for  the  octapeptide  hormones, 
oxytocin  and  vasopressin.  This  neuro- 
secretory material  migrates  down  the 
nerve  fibers  into  the  neurohypophysis 
where  it  is  stored.  From  this  site  the  hor- 
mones are  released  into  the  blood  stream 
by  some  as  yet  uncertain  mechanism. 
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When  the  hypothalamic  nuclei  or  the 
hypothalamohypophyseal  tract  above  the 
median  eminence  are  destroyed,  diabetes 
insipidus  ensues.  A low  section  of  the 
pituitary  stalk  which  spares  the  median 
eminence  does  not  produce  diabetes  insipi- 
dus. Furthermore,  total  hypophysectomy 
does  not  result  in  diabetes  insipidus,  not 
only  because  the  median  eminence  is 
spared  but  also  because  the  adenohypophy- 
sis, controlling  cortisol  secretion,  is  neces- 
sary for  the  development  of  the  fully 
manifest  syndrome.  It  is  interesting  to 
note  that  while  polydipsia  is  generally 
thought  of  as  the  constant  companion  to 
the  polyuria  of  diabetes  insipidus,  this  is 
not  always  the  case.  Widespread  lesions 
of  the  hypothalamus  may  destroy  certain 
ventromedial  or  lateral  nuclei  which  func- 
tion as  a thirst  center.  Thus,  polyuria 
can  occur  without  accompanying  thirst 
and  polydipsia  and,  therefore,  may  result 
in  hypernatremic  dehydration. 

Before  proceeding  to  the  various  etiologic 
factors  in  the  diabetes  insipidus  syndrome, 
a discussion  of  the  action  and  regulation  of 
ADH  is  in  order.  Aside  from  the  second- 
ary effects  of  vasopressin,  such  as  the  stim- 
ulation of  smooth-muscle  contraction  as 
evidenced  by  skin  blanching,  hypertension, 
anginal  pain,  and  abdominal  cramps,  the 
main  function  of  the  hormone  is  anti- 
diuresis. In  normal  man  more  than  150 
L.  of  water,  20,000  mEq.  of  sodium,  and 
14,000  mEq.  of  chloride  are  filtered  through 
the  glomeruli  every  twenty-four  hours. 
About  99  per  cent  of  these  substances  are 
reabsorbed  with  only  1 per  cent  appearing 
in  the  urine.  The  glomerular  filtrate 
contains  all  the  solutes  of  blood,  except  the 
lipids  and  proteins,  in  approximately  the 
same  concentration  as  the  plasma.  As  the 
filtrate  passes  through  the  proximal  con- 
voluted tubules,  roughly  80  per  cent  of 
both  water  and  electrolytes  are  reabsorbed 
with  the  tubular  urine  remaining  isotonic 
in  relation  to  plasma.  Reabsorption  of 
sodium  and  chloride  greatly  in  excess  of 
water  then  occurs  in  the  loop  of  Henle, 
i resulting  in  a urine  hypotonic  to  plasma 
entering  the  distal  convoluted  tubules. 
Simultaneously,  a high  osmotic  concentra- 
tion develops  in  the  interstitial  tissue  sur- 
rounding the  tubules.  In  the  distal  con- 
voluted tubules  additional  sodium  and 
chloride  are  reabsorbed  by  a process  of 


cation  exchange  in  which  hydrogen  and 
potassium  ions  are  secreted  into  the  tubu- 
lar lumen  and  an  equivalent  amount  of 
sodium  absorbed  into  the  plasma.  This 
sodium  reabsorption  is  under  the  control 
of  aldosterone. 

The  urine  that  leaves  the  loop  of  Henle 
is  hypotonic.  Without  ADH  the  distal 
convoluted  tubules  and  collecting  ducts 
are  relatively  impermeable  to  water,  so 
that  large  volumes  of  hypotonic  urine  are 
excreted.  ADH  acts  by  increasing  the 
permeability  of  the  cellular  membranes 
of  the  tubular  epithelium  to  water.  It 
has  been  suggested  that  the  basic  mecha- 
nism of  ADH  action  is  via  adenosine  3 ',5'- 
monophosphate  (cyclic  3', 5 '-AMP);  this 
latter  substance  is  thought  to  be  the  agent 
responsible  for  the  permeability  changes.21 
Permeability  of  the  tubules  allows  water 
to  move  from  the  hypotonic  urine  to  the 
hypertonic  interstitial  fluid.  This  results 
in  a reduction  in  volume  and  an  increased 
concentration  of  the  urine.  During  peri- 
ods of  maximum  antidiuresis  in  man  the 
urine  osmolality  may  be  four  times  that 
of  plasma,  (that  is,  1,140  mOsm.). 

For  purposes  of  clarification,  it  should 
be  mentioned  that  specific  gravity  of  urine 
depends  both  on  the  number  and  the 
nature  of  the  particles  in  solution,  whereas 
osmolality  depends  on  the  number  of 
dissolved  particles,  being  independent  of 
the  nature  of  each  particle.  Thus,  rela- 
tively large  molecules  like  sugar  and 
protein  raise  the  specific  gravity  of  the 
urine  much  more  than  its  osmolality. 
The  reverse  is  true  of  small  particles  like 
urea. 

As  for  the  regulation  of  ADH  secretion, 
both  an  increase  in  plasma  osmolality 
and  a decrease  in  plasma  volume  can  in- 
crease hormonal  output  and  cause  water 
retention.  Hypertonic  sodium  chloride  in- 
jected into  the  internal  carotid  artery  in 
amounts  raising  the  plasma  osmolality 
by  only  1 to  2 per  cent  is  sufficient  to  cause 
antidiuresis.  The  stimulus  for  increased 
ADH  secretion  in  this  instance  is  ap- 
parently dehydration  of  the  osmoreceptor 
cells  which  according  to  some  evidence 
are  not  identical  to  the  neurosecretory 
cells  of  the  hypothalamic  nuclei.  Be- 
fore leaving  the  osmoreceptors,  it  is  inter- 
esting to  note  that  cortisol  can  delay  ADH 
release  in  response  to  a rising  plasma 
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osmolality,  perhaps  by  increasing  the 
osmolar  content,  and,  therefore,  the  size 
of  these  cells,  or  by  expanding  the  extra- 
cellular fluid  volume.22  When  plasma 
volume  is  reduced,  even  in  the  face  of 
plasma  hypo- osmolality,  antidiuresis  is 
induced.  The  volume  receptors  may  be 
located  in  a number  of  sites  such  as  the 
aorta,  carotid  artery,  and  the  left  atrium. 

In  addition  to  the  previous  factors,  it 
has  been  shown  that  stress  and  painful 
stimuli  can  cause  an  increased  output  of 
ADH.  An  enhanced  secretion  of  this 
hormone  can  also  be  effected  by  ether, 
morphine,  nicotine,  histamine,  and  acetyl- 
choline. The  antidiuretic  effect  of  the 
first  two  may  result  in  water  intoxication 
postoperatively  in  patients  incautiously 
hydrated. 

Classification 

Diabetes  insipidus  results  from  either  a 
deficient  secretion  of  ADH  or  an  unrespon- 
siveness of  the  renal  tubules  to  this  hor- 
mone. The  former  group  encompasses 
both  primary  and  secondary  etiologies, 
the  primary  consisting  of  cases  which  are 
considered  to  be  idiopathic.  While  some 
of  the  idiopathic  cases  responsive  to  ADH 
are  sporadic,  many  are  familial,  the  inheri- 
tance having  been  variously  described  as 
autosomal  dominant,23  autosomal  dominant 
with  incomplete  female  penetrance,24  or  sex- 
linked  recessive.25  Pathologic  studies  of 
idiopathic  cases,  whether  sporadic  or  famil- 
ial, are  scarce.  In  two  reports  a loss  of 
nerve  cells  in  the  supraoptic  and  paraven- 
tricular nuclei  of  the  hypothalamus  was 
described,  but  the  etiology  remained  ob- 
scure.26,27 

Before  leaving  the  idiopathic  group, 
something  should  be  said  about  cases  of 
so-called  psychogenic  polydipsia.  Some 
of  these  may  actually  have  organic  lesions 
of  the  hypothalamus  as  the  basis  of  their 
disturbance.  It  has  been  demonstrated 
that  hypothalamic  injury  can  produce  loss 
of  thirst  sensation  without  polyuria.28 
and,  as  mentioned  previously,  polyuria 
without  thirst  can  exist  also.  Greer29 
found  that  electrical  stimulation  of  the 
hypothalamus  can  produce  marked  poly- 
dipsia, and  Dingman,  Benirschke,  and 
Thorn30  observed  an  abnormal  response 
to  nicotine  in  instances  of  psychogenic 


polydipsia.  Thus,  there  is  good  evidence 
for  the  existence  of  a thirst  center,  and, 
while  some  cases  of  this  ill-defined  category 
may  be  truly  psychogenic,  others  may 
actually  reflect  organic  disease. 

As  for  diabetes  insipidus  which  is  con- 
sidered to  be  secondary  to  known  proc- 
esses, a number  of  associations  have  been 
described.  These  include:  accidental  or 
surgical  cranial  trauma,  pituitary  ade- 
noma, primary  pituitary  carcinoma,  cranio- 
pharyngioma, meningioma,  dermoid,  epi- 
dermoid, teratoma,  chordoma,  pinealoma, 
optic  glioma,  giant  cell  tumor  of  bone,  sar- 
coma, ganglioneuroblastoma,  calcification 
of  the  carotid  artery,  pyogenic  abscess,  tu- 
berculosis, congenital  and  acquired  syphilis, 
actinomycosis,  meningitis,  encephali- 
tis, arachnoiditis,  sarcoidosis,  xanthomato- 
sis, lymphoma,  leukemia,  and  pellagra.31-33 
Since  Hand-Schiiller-Christian  disease  is 
not  an  uncommon  cause  of  secondary 
diabetes  insipidus,  especially  in  children, 
skull  roentgenograms  should  be  part  of 
the  diagnostic  evaluation. 

Nephrogenic  or  vasopressin-resistant  di- 
abetes insipidus  signifies  a condition  in 
which  the  renal  tubules  are  unresponsive 
to  the  action  of  ADH.  While  this  seems  to 
include  various  forms  of  secondary  renal 
damage,  many  restrict  the  use  of  the  term 
to  those  cases  in  which  the  only  demon- 
strable defect  is  an  inherited  failure  of  end- 
organ  response.  Therefore,  the  condition 
is  similar  in  principle  to  pseudohypopar- 
athyroidism and  male  pseudohermaphro- 
ditism (syndrome  of  feminizing  testes). 

Forssman34  was  probably  the  first  to 
suggest  that  such  an  entity  could  exist, 
and  Waring,  Kajdi,  and  Tappan36  subse- 
quently described  6 cases  that  were  prob- 
ably the  first  recognized  instances  of 
nephrogenic  diabetes  insipidus.  The  he- 
reditary pattern  of  a sex-linked  recessive 
condition  was  suggested  by  Williams  and 
Henry36  and  again  by  Forssman.37  In 
addition,  Carter  and  Simpkiss38  noted 
partial  responsiveness  to  vasopressin  in 
female  siblings  and  relatives  of  patients 
with  the  fully  expressed  disorder.  How- 
ever, Schoen39  has  suggested  that  nephro- 
genic diabetes  insipidus  actually  may  be 
inherited  as  a sex-linked  dominant.  It  is 
estimated  that  5 to  15  per  cent  of  all 
cases  of  diabetes  insipidus  are  of  the 
nephrogenic  type,  and  thus  far  no  anatomic 
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abnormality  has  been  demonstrated  in 
the  kidneys  of  these  patients. 

As  has  been  previously  stated,  the  car- 
dinal symptoms  of  diabetes  insipidus  are 
polyuria  and  polydipsia.  In  children  as 
much  as  10  L.  of  urine  may  be  excreted  in 
twenty-four  hours,  and  amounts  up  to  43  L. 
have  been  recorded  in  adults.  It  is  not 
quite  certain  just  what  figure  should  be 
taken  as  the  lower  limit  of  normal,  but 
certainly  any  urine  output  in  excess  of  1.5  L. 
in  a small  child  and  3 L.  in  an  adult  should 
raise  the  suspicion  of  a diabetes  insipidus 
syndrome.  The  specific  gravity  of  the 
urine  is  usually  between  1.001  and  1.005 
and  can  rarely  be  increased  to  1.010  even 
by  withholding  fluid.  The  urine  osmolality 
is  also  quite  low,  values  less  than  200 
milliosmols  being  the  rule.  When  water  is 
withheld  in  adults  and  older  children,  thirst 
becomes  intolerable  before  serious  symp- 
toms appear.  However,  infants  with  the 
congenital  form  of  the  disorder,  whether  of 
the  vasopressin-responsive  or  vasopressin- 
resistant  type,  may  become  extremely  ir- 
ritable and  cry  constantly  on  an  ordinary 
feeding  regimen.  Should  they  become  sig- 
nificantly dehydrated,  high  fever  and  cir- 
culatory collapse  can  develop.  To  prevent 
this  dire  clinical  state  it  is  often  necessary 
to  feed  them  large  amounts  of  water  every 
few  hours  during  the  day  between  ordinary 
feedings  and  at  night.  Maintaining  such  a 
regimen,  especially  in  cases  of  nephrogenic 
diabetes  insipidus  where  there  is  no  com- 
pletely satisfactory  treatment,  can  be  one 
of  the  most  arduous  tasks  any  mother  could 
be  asked  to  perform.  Withholding  fluids 
for  as  short  a time  as  three  hours  has  been 
reported  to  result  in  serum  sodium  con- 
centrations of  160  to  170  mEq.  per  liter 
and  chlorides  of  142  mEq.  per  liter.  The 
serum  potassium  is  less  affected. 

Associated  signs  and  symptoms  in  cases 
of  diabetes  insipidus  secondary  to  organic 
hypothalamic-hypophyseal  lesions  have  in- 
cluded: bitemporal  or  homonymous  hemi- 
anopsia, various  ocular  palsies,  papilledema, 
dwarfism,  sexual  infantilism,  sexual  pre- 
cocity, and  obesity.  In  addition,  there 
have  been  occasional  reports  of  the  co- 
existence of  diabetes  insipidus  with  diabetes 
mellitus. 40  One  such  report  concluded  that 
the  association  was  merely  fortuitous,41 
and,  indeed,  excepting  cases  of  acromegaly, 
this  is  generally  conceded  to  be  the  case. 


In  acromegaly  the  two  entities  are  presum- 
ably related;  diabetes  insipidus  results 
from  extension  of  the  eosinophilic  tumor, 
and  diabetes  mellitus  is  a manifestation  of 
increased  circulating  growth  hormone.42 

Diagnosis 

The  administration  of  desoxycorticos- 
terone  or  cortisone  with  an  ordinary  intake 
of  sodium  chloride  produces  sodium  reten- 
tion, potassium  depletion,  edema,  hyper- 
tension, and  eventually  a diabetes  insipidus 
syndrome.43  This  diabetes  insipidus-like 
state  is  similar  to  that  produced  by  primary 
hyperaldosteronism,  diarrhea,  and  starva- 
tion. The  common  factor  in  all  of  these 
conditions  is  a depletion  of  body  potassium 
which  adversely  affects  the  renal  tubules  so 
that  they  become  unresponsive  to  the  action 
of  ADH. 

Another  metabolic  condition  in  which 
polyuria  and  polydipsia  may  develop  is 
hypercalcemia.44  Some  of  the  increased 
water  exchange  here  is  secondary  to  the 
hyposthenuria  which  occurs  as  a result  of 
renal  calcinosis.  However,  there  also  is 
evidence  that  persistent  hypercalcemia  may 
interfere  with  ADH  action.45  Other  asso- 
ciations of  this  type  of  secondary  renal 
diabetes  insipidus  include  amyloidosis, 46 
hydronephrosis  resulting  from  ureteral  ob- 
struction,47 cystinosis, 48  and  chronic  glo- 
merulonephritis and  pyelonephritis.49 

In  chronic  renal  disease,  especially 
chronic  pyelonephritis  and  polycystic  dis- 
ease, large  amounts  of  urine  of  low  specific 
gravity  may  be  voided.  However,  exami- 
nation of  the  urine  sediment,  a blood  urea 
nitrogen,  and  tests  of  renal  function  usually 
serve  to  differentiate  these  conditions  from 
true  diabetes  insipidus.  In  addition,  the 
amounts  of  urine  excreted  and  the  degree 
of  polydipsia  are  rarely  of  the  same  magni- 
tude as  in  diabetes  insipidus.  Adrenal  in- 
sufficiency may  present  some  problem  in 
differential  diagnosis  but  usually  only  in 
infants.  This  is  especially  true  with  viril- 
izing adrenal  hyperplasia  of  the  salt-losing 
type.  Acute  dehydration  and  circulatory 
collapse  may  rapidly  ensue  in  a manner 
similar  to  those  cases  of  diabetes  insipidus 
in  which  insufficient  amounts  of  water  are 
given.  Serum  electrolytes  are  an  aid  here 
because  the  sodium  is  decreased  and  the 
potassium  increased  in  adrenal  crisis. 
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whereas,  in  dehydration  secondary  to  dia- 
betes insipidus,  hypernatremia  and  hyper- 
chloremia occur.  The  polyuria  and  poly- 
dipsia that  occur  in  poorly  controlled  dia- 
betes mellitus  can  be  diagnosed  easily  by 
testing  the  urine  for  sugar  and  ascertaining 
the  blood  glucose  level. 

Probably  the  most  difficult  differentiation 
one  has  to  make  is  between  psychogenic 
polydipsia  (potomania)  and  diabetes  in- 
sipidus. The  simplest  procedure  is  to  with- 
hold water  beginning  in  the  morning.  The 
volume  and  osmolality  of  the  urine  is  then 
measured  at  specified  intervals  throughout 
the  day.  In  patients  with  diabetes  insip- 
idus there  is  the  continued  excretion  of  large 
volumes  of  urine  having  low  osmolality, 
body  weight  is  lost,  and  plasma  osmolality, 
usually  higher  than  normal  to  start  with, 
rises  still  further.  If  the  underlying  condi- 
tion is  psychogenic  polydipsia,  the  urine 
volume  decreases  and  the  osmolality  rises 
while  the  body  weight  decreases  and  plasma 
osmolality,  lower  than  normal  at  the  outset, 
rises  into  the  normal  range.  However,  it 
must  be  realized  that  withholding  all  fluid 
is  an  extremely  distressing  procedure  in  any 
patient  with  polydipsia  and  actually  can  be 
dangerous  in  small  children.  For  these 
reasons  it  is  not  recommended.  It  should 
be  mentioned  that  some  patients,  especially 
those  with  psychogenic  polydipsia,  will  re- 
sort to  almost  anything  to  obtain  fluid  dur- 
ing a dehydration  procedure,  including  the 
drinking  of  their  own  urine. 

Another  diagnostic  method,  employed  in 
adult  cases,  is  the  use  of  nicotine.  As  has 
been  mentioned,  nicotine  causes  an  en- 
hanced secretion  of  ADH.  Lewis  and 
Chalmers50  suggested  that  the  supraoptico- 
hypophyseal  system  may  be  presumed  to  be 
largely  destroyed  if  the  inhaled  smoke  of 
one  to  three  cigarets  does  not  result  in 
satisfactory  antidiuresis.  A more  refined 
form  of  the  test  involves  the  intravenous 
administration  of  1 mg.  of  nicotine  base 
over  a period  of  three  to  five  minutes;  a 
prompt  antidiuresis  is  seen  in  normal  pa- 
tients who  have  been  water  loaded  as  for  the 
tests  utilizing  hypertonic  saline  infusion. 
Some  workers  have  suggested  that  the 
nicotine  test  is  of  diagnostic  value  if  the 
disease  is  not  psychogenic  and  that  a nor- 
mal test  always  indicates  the  supraoptico- 
hypophyseal  tract  is  intact.51 

The  infusion  of  hypertonic  saline  has 


been  widely  employed  to  test  the  integrity 
of  the  hypothalamohypophyseal-renal  sys- 
tem in  diabetes  insipidus.  It  is  predicated 
on  the  release  of  ADH  through  a stimulus 
from  the  osmoreceptors  as  a result  of  in- 
creased plasma  osmolality.  For  the  desired 
effect  the  renal  tubules  must  be  responsive 
to  ADH.  There  are  two  tests  which  can  be 
used,  and  the  methods  of  each  are  given 
verbatim  so  that  they  may  be  carefully 
compared.  The  first  procedure  to  be  de- 
scribed is  that  of  Hickey  and  Hare52: 

Seven  consecutive  clearance  periods  of 
about  15  minutes  each  were  run  on  all  pa- 
tients. The  first  2 periods  served  as  con- 
trols; during  the  next  3,  a saline  solution  was 
infused  intravenously  at  0.25  cc.  per  kg.  per 
minute.  Twenty  cc.  of  a 10  per  cent  inulin 
solution  in  isotonic  saline  were  given  intra- 
venously 15  minutes  before  the  beginning  of 
the  first  period  and  continued  as  a sustaining 
infusion  at  0.5  cc.  per  minute  throughout  the 
experiment.  Urines  were  collected  by  cathe- 
ter and  complete  emptying  of  the  bladder 
was  assured  by  repeatedly  washing  the 
bladder  with  air  at  the  end  of  each  clearance 
period.  Blood  samples  were  collected  before 
the  experiment  (for  the  inulin  blank)  and  at 
the  midpoint  of  each  period.  They  were 
drawn  under  oil  without  an  anticoagulant 
and  centrifuged  immediately. 

Thirteen  experiments  of  the  type  described 
above  were  done  on  5 normal  subjects  and  3 
patients  who  were  routinely  taking  vasopressin 
(Pitressin)  tannate  in  oil  to  control  their  urine 
volume.  For  convenience,  the  term  “poly- 
uric”  is  used  to  designate  these  patients, 
without  regard  for  the  cause  of  their  increased 
water  exchange.  (Vasopressin)  therapy  was 
discontinued  and  the  urine  flow  allowed  to 
reach  a plateau  in  the  patients  before  any 
observations  were  made.  In  the  studies  on 
the  renal  excretion  of  chloride,  the  data 
from  these  infusion  experiments  were  used  in 
addition  to  those  obtained  on  3 polyuric  and 
2 normal  subjects  given  salt  by  mouth. 

In  view  of  the  uncertainties  concerning 
the  relationship  of  ADH  to  chloruresis  the 
chloride  excretion  data  are  of  no  value.53 
Furthermore,  while  Hickey  and  Hare  used 
mainly  2.5  per  cent  sodium  chloride,  they 
also  used  5 per  cent  sodium  chloride  solu- 
tions. The  other  test,  employed  more  com- 
monly, is  that  of  Carter  and  Robbins54: 

All  antidiuretic  therapy  was  stopped  prior 
to  the  test  for  a period  sufficient  to  permit 
the  reappearance  of  polyuria  and  polydipsia, 
preferably  to  its  original  magnitude.  Fluids 
were  withheld  for  eight  hours  preceding  the 
test  but  food  was  permitted.  The  subjects 
were  hydrated  with  water,  twenty  cc.  per 
kilogram  by  mouth,  over  a period  of  one  hour. 
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Thirty  minutes  after  the  period  of  hydration 
was  begun,  an  indwelling  catheter  was  in- 
serted. Urine  specimens  were  collected  in 
fifteen  minute  periods  and  urine  flow  calcu- 
lated in  cc.  per  minute.  After  two  control 
periods  with  an  adequate  urine  flow,  i.e., 
greater  than  five  cc.  per  minute,  an  infusion 
of  2.5  per  cent  sodium  chloride  was  begun. 
The  hypertonic  saline  was  administered  in- 
travenously at  the  rate  of  0.25  cc.  per  kilo- 
gram per  minute  for  forty-five  minutes.  If 
no  decrease  in  urine  flow  occurred  during  the 
infusion  or  in  the  first  two  post-infusion 
periods  (15  minutes  each),  0.1  unit  of  vaso- 
pressin (Parke-Davis)  was  given  intra- 
venously and  its  effect  on  urine  flow  observed. 

If  in  these  procedures  the  urine  volume 
decreases  and  the  osmolality  increases,  a 
functioning  supraopticohypophyseal  system 
and  responsive  renal  tubules  are  present. 
This  will  be  observed  in  normal  patients 
and  in  those  with  psychogenic  polydipsia. 
If  the  urine  osmolality  does  not  rise  and  the 
volume  does  not  decrease,  true  diabetes 
insipidus  rather  than  psychogenic  poly- 
dipsia is  present.  If  a state  of  diabetes 
insipidus  is  indicated,  the  vasopressin  test 
is  performed  to  decide  whether  or  not  the 
condition  is  nephrogenic.  In  this  test  the 
100  milliunits  (0.1  unit)  of  aqueous  material 
that  is  used  should  produce  a maximal  anti- 
diuresis in  twenty  to  thirty  minutes.  Fail- 
ure to  achieve  a significant  antidiuresis 
indicates  that  the  diabetes  insipidus  is  of  the 
nephrogenic  form,  presuming,  of  course, 
the  absence  of  the  various  forms  of  renal 
disease  mentioned  previously. 

Although  measurement  of  urine  osmolal- 
ity has  just  been  mentioned  in  the  inter- 
pretation of  the  Hickey-Hare  and  Carter- 
Robbins  tests,  the  protocols  actually  do  not 
call  for  this  determination.  However,  the 
author  feels  that  this  would  be  a useful 
adjunct.  In  addition,  a recent  modifica- 
tion of  these  procedures  recognized  the  need 
for  osmolality  determinations  and  proposed 
the  measurement  of  serum  and  urine  os- 
molalities during  the  test  as  a means  of 
achieving  a reliable  separation  between  the 
various  insipidus  states.55 

Before  proceeding,  a word  of  caution  is  in 
order.  There  has  been  one  case  report  of 
vasopressin-resistant  diabetes  insipidus  in 
association  with  pathologic  changes  in  the 
supraoptic  and  paraventricular  nuclei.56 
Furthermore,  De  Wardener  and  Herx- 
heimer57  demonstrated  that  excessive  con- 


sumption of  water  by  normal  volunteers 
over  a three-  to  eleven-day  period  leads  to  a 
state  of  vasopressin-resistant  hyposthenuric 
polyuria.  It  has  been  suggested  that  the 
mechanism  of  this  resistance  is  a washout  of 
renal  medullary  hypertonicity.58  Thus,  a 
patient  may  still  have  psychogenic  poly- 
dipsia and  not  respond  as  expected  to  the 
various  tests. 

There  is  another  diagnostic  procedure 
which  the  author  would  like  to  advocate, 
because  it  is  relatively  simple  and  quite  in- 
formative: All  fluid  is  withheld,  and  urine 

osmolality  is  determined  at  twenty-minute 
intervals.  As  soon  as  the  urine  osmolality 
gives  evidence  of  reaching  a plateau  (this 
can  usually  be  determined  over  the  span  of 
three  specimens),  100  milliunits  of  aqueous 
vasopressin  are  injected  intravenously. 
The  procedure  is  terminated  when  maxi- 
mum effect  has  been  achieved  from  the 
vasopressin.  In  a normal  patient  the  urine 
osmolality  will  show  an  essentially  steady 
increase  as  long  as  there  is  dehydration. 
The  same  applies,  with  the  previous  pro- 
viso, to  cases  of  psychogenic  polydipsia. 
In  patients  with  diabetes  insipidus  vaso- 
pressin will  produce  a dramatic  rise  in  urine 
osmolality,  ideally  in  the  neighborhood  of 
900  milliosmols.  Patients  with  nephrogenic 
diabetes  insipidus  will  exhibit  a low  plateau 
of  osmolality  showing  no  further  increase 
with  vasopressin.  In  addition,  this  proce- 
dure can  demonstrate  instances  of  incom- 
plete deficiency  of  ADH  as  well  as  those  of 
incomplete  responsiveness  to  ADH  (Fig.  1). 
Other  advantages  consist  of  the  relatively 
brief  time  the  procedure  generally  takes  as 
compared  with  water  deprivation  or  saline 
infusion  and  thus  the  absence  of  risk  when 
compared  with  the  former.  It  should  be 
mentioned,  however,  that  there  are  occa- 
sions on  which  the  length  of  time  necessary 
to  achieve  a plateau  in  osmolality  ap- 
proaches that  seen  in  the  ordinary  water 
deprivation  test,  with  the  attendant  dis- 
comfort and  hazards  of  the  latter. 

Treatment 

Although  restriction  of  fluids  could  be 
used  for  the  treatment  of  psychogenic  poly- 
dipsia, such  an  approach  is  impractical  be- 
cause of  the  intolerable  thirst  which  is  pro- 
duced. However,  it  has  been  noted  that 
psychogenic  polydipsia  may  disappear  as  a 
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FIGURE  1.  Representative  examples  of  (A)  supra- 
opticohypophyseal  diabetes  insipidus,  (B)  nephro- 
genic diabetes  insipidus,  (C)  partial  deficiency  of 
ADH,  and  (D)  partial  unresponsiveness  to  ADH. 


result  of  water  intoxication  resulting  from 
vasopressin  therapy  during  free  access  to 
fluids.59 

Vasopressin  is  quite  effective  in  the  treat- 
ment of  the  supraopticohypophyseal  type  of 
diabetes  insipidus  and  may  be  of  use  in 
cases  of  psychogenic  polydipsia.  In  those 
patients  having  a potentially  reversible 
lesion  of  the  supraopticohypophyseal  sys- 
tem, such  as  Hand-Schiiller-Christian  dis- 
ease, therapy  should  be  directed  toward  the 
primary  disease  as  well  as  the  secondary 
diabetes  insipidus.  The  amount  of  vaso- 
pressin required  will  depend  ultimately  on 
the  solute  load,  the  residual  secretion  of 
endogenous  vasopressin,  and  the  binding 
and  inactivation  of  vasopressin.60  While 
human  ADH  is  8-arginine  vasopressin,  the 
unpurified  commercial  vasopressin,  pre- 
pared from  animal  sources,  is  a mixture  of 
8-arginine  (beef)  and  8-lysine  (hog)  vaso- 
pressin and  also  contains  small  amounts  of 
foreign  protein.  Because  of  the  animal  pro- 
tein content,  antibody  formation  is  a possi- 
bility, and  there  have  been  reports  suggest- 
ing such  an  occurrence.  In  one  of  these 
acquired  vasopressin  resistance  developed 
which  was  overcome  by  the  use  of  pure  syn- 
thetic hog  8-lysine  vasopressin.6162  Fur- 
thermore, it  has  recently  been  suggested 
that  the  histologic  alterations  seen  in  the 
hypothalamus  of  some  cases  of  idiopathic 
diabetes  insipidus  may  be  due  to  hormone 
or  organ-specific  antibodies  which  are  sec- 
ondary to  treatment  with  vasopressin.63 


Aqueous  vasopressin  contains  20  pressor 
units  per  milliliter  and  can  be  used  sub- 
cutaneously or  intramuscularly  (or  intra- 
venously for  testing  purposes).  It  produces 
a prompt  antidiuresis  lasting  up  to  eight 
hours.64  This  material  is  usually  employed 
only  as  needed  and  not  on  a regular  basis. 

Vasopressin  tannate  in  oil,  given  intra- 
muscularly, contains  5 pressor  units  per 
milliliter  and  is  the  usual  mode  of  therapy  in 
vasopressin-sensitive  diabetes  insipidus. 
Its  onset  of  action  is  slow,  and,  with  a 
delayed  peak  activity,  its  effect  may  last  for 
several  days.65  For  this  reason  it  may  only 
be  necessary  to  administer  it  every  other 
day  in  some  patients.  The  effective  dose 
and  frequency  must  be  determined  em- 
pirically, starting  in  children  with  0.2  ml. 
every  twenty-four  hours  and  increasing  the 
amount  gradually  to  1 or  2 ml.  In  adults  a 
larger  amount,  such  as  0.5  to  1 ml.,  can 
constitute  the  initial  dosage.  At  times  the 
response  to  vasopressin  tannate  in  oil  is 
erratic.  When  this  occurs  the  most  com- 
mon cause  is  the  insoluble  substance  in  the 
glass  vial  clinging  to  the  sides.  This  mate- 
rial is  not  easily  distributed  through  the  oil, 
and,  therefore,  it  is  absolutely  necessary  to 
allow  the  solution  to  reach  room  tempera- 
ture and  then  shake  it  vigorously. 

According  to  some  evidence,  it  would 
appear  that  even  excessive  amounts  of  vaso- 
pressin do  not  produce  as  great  an  incre- 
ment in  urine  specific  gravity  as  that  which 
is  observed  in  normal  persons  subjected  to 
hydropenia.66  However,  overdoses  of  vaso- 
pressin can  produce  pallor,  intestinal  and 
uterine  cramps,  hypertension,  and  angina 
pectoris,  and,  therefore,  it  should  be  used 
with  extreme  caution  in  patients  with 
arterial  disease.  Furthermore,  water  in- 
toxication which  may  culminate  in  death  is 
a distinct  hazard  of  overdosage,  especially 
in  children. 

Although  not  practical  in  young  children, 
the  use  of  powdered  posterior  pituitary 
extract  has  been  recommended  for  adults.67 
It  is  a cheap  and  easy  method  of  self- 
medication,  utilizing  an  inhalator  to  blow 
the  contents  of  3/4-grain  capsules,  each 
containing  45  mg.  (1  mg.  = 1 unit),  into 
the  upper  portion  of  the  nasal  chamber  at 
three-  to  four-hour  intervals  during  the  day 
and,  if  necessary,  once  during  the  night. 
The  necessity  for  this  type  of  dose  regimen 
makes  it  obvious  that  absorption  of  the 
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drug  by  this  route  is  erratic  and  incomplete. 
Adverse  effects  to  this  mode  of  therapy 
include  rhinitis  and  nasal  polyps. 

Unfortunately,  a completely  effective 
form  of  treatment  is  still  lacking  in  nephro- 
genic diabetes  insipidus.  The  basis  of  ther- 
apy is  usually  a reduction  in  the  solute 
load.68  Thus,  a diet  must  be  fashioned 
which  supplies  all  the  food  requirements 
essential  to  good  nutrition  and  growth  while 
yielding  the  least  possible  solute  residue  for 
renal  excretion.  Prior  to  the  advent  of 
chlorothiazide  (Diuril),  this  was  the  only 
practical  form  of  therapy.69  Although 
chlorothiazide  has  been  tested  mostly  in 
cases  of  supraopticohypophyseal  diabetes 
insipidus,70  Crawford,  Kennedy,  and  Hill7172 
described  its  use  in  nephrogenic  diabetes 
insipidus.  Using  the  drug  they  found  that 
the  urine  osomolality  doubled  and  urine 
volume  decreased  by  47  per  cent. 

The  mechanism  of  action  of  chlorothia- 
zide in  diabetes  insipidus  is  uncertain.  It 
may  be  that  its  effect  is  mediated  through 
a reduction  in  plasma  volume  and  glomer- 
ular filtration  rate.73  As  stated,  with  ex- 
hibition of  the  drug  there  is  an  increase  in 
urine  osmolality  in  addition  to  a reduction 
in  urine  volume.  These  effects  seem  to  be 
a consequence  of  a deficit  of  sodium  in- 
duced by  the  diuretic  rather  than  being 
caused  by  a primary  influence  on  the  per- 
meability of  the  distal  tubule  to  water.74 
It  is  presumed  that  the  primary  deficit  of 
sodium  induced  by  chlorothiazide  somehow 
results  in  the  reabsorption  of  a greater 
amount  of  filtered  sodium  in  the  proximal 
tubule.  Thus,  less  fluid  is  delivered  to  the 
distal  tubule,  imposing  a limitation  on  the 
volume  of  water  available  for  excretion. 
Some  of  the  rise  in  urine  osmolality  toward 
that  of  plasma  is  presumably  the  result  of 
interference  by  the  drug  in  the  active 
transport  of  sodium  in  the  distal  tubule. 
In  addition,  since  the  distal  tubular  epi- 
thelium is  not  completely  impermeable  to 
water  in  the  absence  of  ADH,  the  low  rate 
of  urine  flow  permits  some  back  diffusion  of 
water  along  concentration  gradients.  This 
further  decreases  urine  flow  and  increases 
to  an  extent  urine  osmolality. 

Using  chlorothiazide  in  a patient  with 
nephrogenic  diabetes  insipidus  the  author75 
was  able  to  obtain  a 38  per  cent  reduction 
in  twenty-four-hour  urine  output  and  a 
150  per  cent  increase  in  urine  osmolality. 


A low-solute  diet  was  used  in  conjunction 
with  the  drug  to  obtain  maximum  benefit. 
Comparing  the  efficacy  of  adjusting  the 
solute  load  to  the  use  of  chlorothiazide, 
Crawford76  stated  that:  “Quantitatively 

speaking,  the  rewards  are  usually  larger 
for  this  maneuver  (on  the  average,  solute 
load  can  be  reduced  60  per  cent)  than  for 
thiazide  treatment  which  at  best  in  the 
human  will  give  a 40  per  cent  reduction  in 
the  renal  water  requirement.”  He  con- 
cluded that  both  modalities  should  be 
employed. 

In  psychogenic  polydipsia,  chlorothiazide 
increases  urine  volume  without  a sub- 
sequent decrease  and,  therefore,  has  no 
place  in  therapy.77  Patients  with  this  type 
of  disturbance  should  be  subjected  to  in- 
tensive psychiatric  treatment.78 

A final  word  should  be  said  about  the  use 
of  chlorothiazide  in  cases  with  supraoptico- 
hypophyseal diabetes  insipidus.  Since 
these  patients  are  usually  well  controlled 
by  injections  of  vasopressin  tannate  in  oil, 
the  main  advantage  in  introducing  chloro- 
thiazide is  its  potential  for  lessening  the 
number  of  injections.  Actually,  there  is 
no  point  in  administering  chlorothiazide 
with  vasopressin,  thereby  using  two  drugs 
where  one  will  suffice.  Although  both 
medications  would  then  be  used  in  lower 
doses  than  when  either  is  used  alone,  the 
only  desirable  regimen  is  one  in  which  the 
two  drugs  can  be  alternated.  In  this  man- 
ner the  patient  is  subjected  to  half  as  many 
injections.  Since  chlorothiazide  will  not 
reduce  the  renal  water  requirement  any 
more  in  this  kind  of  diabetes  insipidus  than 
in  the  nephrogenic  type,  the  author  has 
not  been  surprised  to  experience  little 
success  when  such  an  alternating  therapeu- 
tic regimen  has  been  attempted. 

Summary 

The  syndrome  of  diabetes  insipidus  is 
reviewed.  A practical  approach  to  various 
diagnostic  methods  and  modes  of  therapy  is 
presented,  utilizing  as  a basis  a compre- 
hensive survey  of  the  known  neuroen- 
docrine physiology  of  diabetes  insipidus. 
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Many  football  knee 
injuries  preventable 

The  prevention  of  knee  injuries  in  football 
should  rate  priority  attention,  even  though 
protecting  the  knee  is  difficult.  A joint  state- 
ment by  the  National  Federation  of  State  High 
School  Athletic  Associations  and  the  A.M.A.’s 
Committee  on  the  Medical  Aspects  of  Sports 
offers  suggestions  for  greater  player  protection. 

The  best  protection,  it  was  pointed  out,  may 
be  the  player’s  own  efforts  to  build  strength  in 
leg  muscles  supporting  the  knee.  These  are 
the  knee’s  only  supporting  structures  whose 
strength  can  be  improved.  This  weakness  of 
the  knee  is  partly  due  to  the  knee’s  unusual 
structure.  It  is  more  than  a mere  hinge;  the 
leg  must  rotate  as  the  joint  hinges.  This  ver- 
satile joint  movement  makes  possible  the  dodg- 
ing and  weaving  action  of  the  football  player. 
But  this  same  complexity  of  the  knee’s  structure 
also  makes  the  player  vulnerable  to  disabling 
injury. 

Bad  practices  cause  many  knee  injuries,  and 
such  practices  can  only  be  eliminated  by  better 
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coaching  and  strict  control  of  the  game.  These 
practices  include  clipping,  blind-side  blocking, 
piling-on  after  tackles,  and  unnecessary  contact 
after  an  official’s  whistle  has  sounded. 

Knee  pads  help  avoid  bruise-type  injuries, 
but  protective  equipment  otherwise  offers  pri- 
marily only  psychologic  benefits.  The  player 
can  help  prevent  injury  by  following  the  coach’s 
advice  to  shorten  and  quicken  his  stride  when 
in  zone  of  action.  This  lessens  the  time  a foot 
is  on  the  ground — the  only  time  a knee  injury 
can  occur. 

Some  football  shoes  now  have  cleatless  heels, 
an  effort  to  prevent  knee  injury  by  giving  the 
foot  more  freedom  of  movement.  Results  to 
date  are  encouraging,  but  continued  study  is 
recommended  to  learn  more  specifically  the 
relative  advantages  of  cleatless  heels. 

If  it  were  possible,  the  best  way  to  prevent 
knee  injury  would  be  to  select  only  athletes  who 
are  bowlegged  and  pigeon-toed.  These  leg 
alignments  permit  the  least  possible  stress  on 
the  knee.  Beyond  such  an  impractical  solution, 
the  best  protection  remains  adherence  to  good 
practices,  strict  rule  enforcement,  and  building 
up  of  strength  in  the  thigh,  hamstring,  and  calf 
muscles. 
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Obstructive  Jaundice 
in  Septuagenarian 


Case  history 

Luigi  Negri,  M.D.:  A seventy-five- 

year-old  man  was  admitted  to  Knicker- 
bocker Hospital  for  the  second  time  on 
February  9,  1966,  because  of  jaundice  and 
generalized  itching  of  three  months  dura- 
tion. He  was  born  in  Japan,  emigrated 
to  the  United  States  in  1916,  and  had  lived 
in  New  York  City  ever  since.  His  family 
history  was  not  remarkable.  For  many 
years  he  worked  as  a chef  in  a restaurant. 
He  denied  any  serious  illness  before  1963 
when  he  was  admitted  to  Knickerbocker 
Hospital  fcr  the  first  time  after  having  sus- 
tained first  and  second  degree  burns  on  his 
left  upper  arm  and  back  in  an  accident  at 
work.  On  that  occasion  urinalysis,  hemo- 
gram, fasting  blood  sugar  level,  blood  urea 
nitrogen,  and  serum  electrolytes  were 
within  normal  limits.  An  electrocardio- 
gram showed  auricular  fibrillation,  but  he 
denied  cardiac  symptoms,  and  he  was  not 
in  congestive  heart  failure.  Eleven  days 
after  admission,  on  the  request  of  his  family, 
he  was  transferred  to  another  hospital  closer 
to  his  home.  After  recovering  from  his 
burns,  he  underwent  suprapubic  pros- 
tatectomy at  that  hospital.  He  remained  in 
good  health  for  eighteen  months  until  the 
onset  of  his  present  illness. 

Pruritus  was  the  initial  symptom,  be- 
ginning three  months  before  entry  and 
becoming  progressively  more  severe.  It 
was  accompanied  by  a moderate  degree 
of  anorexia  and  fatigability.  Shortly  there- 
after he  noticed  yellow  discoloration  of 
his  scleras,  light-colored  stools,  and  dark 


urine.  These  signs  became  more  severe, 
and  during  the  month  before  admission  he 
lost  20  pounds  of  weight.  He  denied 
previous  liver  disease,  alcohol  intake,  ex- 
posure to  hepatotoxins,  and  injections  or 
blood  transfusions  during  the  past  year. 
He  had  had  no  contact  with  persons  suffer- 
ing from  acute  liver  disease  and  was  not 
taking  any  medications.  He  also  denied 
abdominal  pain,  food  intolerance,  belching, 
or  constipation.  He  had  no  symptoms 
referable  to  the  urinary  tract. 

A few  days  before  admission  he  consulted 
his  personal  physician  who  found  no  ab- 
normal physical  changes  other  than  jaun- 
dice and  auricular  fibrillation.  On  the 
occasion  of  this  visit  the  urine  contained 
2 plus  albumin  and  4 plus  bile.  The  hemat- 
ocrit was  38.  The  fasting  blood  sugar 
was  100  mg.,  urea  nitrogen  19  mg.,  uric 
acid  2.9  mg.,  cholesterol  345  mg.,  total 
bilirubin  12  mg.  with  2.7  mg.  indirect 
bilirubin  per  100  ml.  Cephalin  floccula- 
tion was  4 plus,  alkaline  phosphatase  40 
units,  and  thymol  turbidity  4 units.  He 
was  admitted  to  the  hospital  for  further 
study. 

On  physical  examination  the  patient 
appeared  well  developed  and  fairly  well 
nourished,  robust,  oriented,  cooperative, 
and  in  no  acute  distress.  The  temperature 
was  98.6  F.,  pulse  70,  respirations  20,  and 
blood  pressure  100/60.  The  skin,  scleras, 
and  mucous  membranes  were  deeply  ic- 
teric. Examination  of  the  head  and  neck 
was  otherwise  unrevealing.  The  lungs 
were  clear.  The  heart  was  not  enlarged 
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to  percussion,  and  no  murmurs  were 
heard  on  auscultation;  the  apical  rate 
was  78  and  the  rhythm  irregularly  irregular. 
The  abdomen  was  soft,  without  pain  or 
tenderness,  and  the  superficial  abdominal 
veins  were  not  dilated.  The  liver  was  not 
palpated  as  enlarged  and  was  firm  but 
smooth,  regular,  and  nontender.  The 
spleen  and  kidneys  were  not  felt.  No 
abnormal  masses  were  felt  in  the  abdomen, 
and  there  was  no  evidence  of  free  fluid. 
The  bowel  sounds  were  normal.  The  pros- 
tate was  not  palpable  on  rectal  examina- 
tion; stool  on  the  examining  finger  was 
clay-colored  and  gave  negative  findings  on 
guaiac  test.  Examination  of  the  extrem- 
ities and  the  neurologic  examination  were 
unrevealing. 

Laboratory  studies  confirmed  those  re- 
ported by  the  referring  physician.  Addi- 
tional values  showed  the  hemoglobin  to  be 
10.6  Gm.  per  100  ml.,  and  the  white  cell 
count  was  11,400  with  80  per  cent  neutro- 
phils, 5 per  cent  immature  neutrophils,  12 
per  cent  lymphocytes,  and  3 per  cent 
monocytes.  The  sedimentation  rate  was 
120  mm.  per  hour.  Serum  cholesterol 
was  388  mg.  per  100  ml.  with  194  mg.  ester- 
ified.  Serum  protein  was  6.6  Gm.  per  100 
ml.  with  3.1  Gm.  albumin  and  3.5  Gm. 
globulin.  Serum  amylase  was  122  units 
and  transaminase  107  units.  The  pro- 
thrombin time  was  prolonged  to  twenty 
seconds  with  a control  of  13.4  seconds. 
Serum  protein  electrophoresis  showed  38.2 
per  cent  albumin,  4 per  cent  alpha- 1 glob- 
ulin, 6.8  per  cent  alpha-2  globulin,  11.7 
per  cent  beta  globulin,  and  39.3  per  cent 
gamma  globulin.  A chest  roentgenogram 
showed  normal  findings.  X-ray  films  of 
the  abdomen  in  erect  and  recumbent  posi- 
tions revealed  mild  distention  of  scattered 
loops  of  small  intestine,  a small  fluid  level 
in  the  right  flank,  probably  in  the  duodenal 
bulb,  and  small  calcifications  superimposed 
on  the  anterior  aspect  of  one  of  the  right 
lower  ribs.  An  electrocardiogram  showed 
auricular  fibrillation  with  a ventricular 
rate  of  60  to  100  per  minute. 

Vitamin  K and  antihistaminic  drugs  were 
prescribed  along  with  a regular  diet.  On 
the  fifth  hospital  day  an  upper  gastro- 
intestinal series  showed  no  abnormalities 
of  the  esophagus,  stomach,  or  duodenum. 
Repeat  urinalyses  continued  to  give 
strongly  positive  results  for  bile,  showed  no 


urobilinogen,  and  occasionally  showed  10 
to  15  white  blood  cells  per  high-power  field. 
Other  laboratory  values  remained  essen- 
tially unchanged.  The  serum  glutamic 
oxaloacetic  transaminase  declined  to  80 
units.  Several  determinations  of  the  pro- 
thrombin time  were  within  normal  limits. 
The  patient’s  clinical  status  remained 
unchanged.  On  February  28,  1966,  an 
operation  was  performed. 

Discussion 

Lawrence  R.  Tartow,  M.D.*:  The 

patient  is  a seventy-five-year-old  man  who 
was  in  good  health  until  the  onset  of  his 
present  illness.  Because  of  an  unrelated 
accident  a year  and  a half  previously,  we 
have  the  base  line  information  that  at  that 
time  his  blood  chemistry  was  normal,  and 
he  was  not  anemic.  The  patient  is  Japa- 
nese, but  he  has  lived  in  New  York  for  the 
past  fifty  years.  The  combination  of  liver 
disease  and  the  Orient  suggests  almost 
immediately  Clonorchis  sinensis,  the  liver 
fluke;  but  this  is  a disease  of  the  Orient 
not  of  Orientals  per  se.  Another  vagrant 
thought  about  liver  disease  in  an  Oriental 
is  hepatoma,  but  I shall  discuss  that  in 
more  detail  later  on. 

The  clinical  picture  is  that  of  obstructive 
jaundice  with  some  evidence  of  hepato- 
cellular damage  secondary  to  the  obstruc- 
tion. The  sequence  of  events  was  as  fol- 
lows: Pruritus  was  followed  by  overt 

jaundice;  then  the  patient  noted  light 
stools  and  dark  urine.  He  lost  weight, 
some  20  pounds.  Whether  weight  loss 
was  due  to  faulty  digestion  or  to  anorexia 
I cannot  say.  There  are  some  important 
negative  items  of  information:  no  fever, 
no  abdominal  pain,  no  exposure  to  hepa- 
titis victims  or  to  transfused  blood,  no 
hepatotoxins,  and  no  medications.  He 
denied  dyspepsia  and  food  intolerances 
which  might  suggest  gallbladder  disease. 
There  was  no  history  of  previous  hepa- 
titis; I would  like  to  use  this  datum  to  ex- 
clude postnecrotic  cirrhosis,  but  it  is  a 
slender  reed,  as  two  thirds  of  patients  with 
postnecrotic  cirrhosis  have  no  history  of 
jaundice. 

The  abdomen  is  described  on  examina- 
tion as  free  of  tenderness,  and  the  absence 

* Assistant  Attending  Physician,  Knickerbocker  Hospital. 


November  1, 1966  / New  York  State  Journal  of  Medicine  2801 


of  abdominal  pain  is  mentioned  again. 
This  is  as  infrequent  in  obstructive  jaun- 
dice as  the  absence  of  pain  from  the  history. 
Other  important  items  of  negative  informa- 
tion continue  to  pile  up.  The  liver  was 
not  enlarged,  although  it  was  specifically 
described  as  palpable.  The  spleen  was  not 
palpable.  There  were  no  abdominal 
masses.  There  was  no  evidence  of  ascites. 
There  was  no  blood  in  the  stool.  There 
was  no  evidence  of  collateral  circulation. 
Considering  the  history  and  physical  exam- 
ination, I can  find  no  support  for  such  di- 
agnoses as  viral  hepatitis,  toxic  hepatitis, 
nutritional  cirrhosis,  or  any  other  type  of 
cirrhosis,  with  or  without  portal  obstruc- 
tion and  hypertension.  Let  us  evaluate 
the  laboratory  data  a bit  more  closely. 

The  hemoglobin  was  10.6  Gm.  per  100 
ml.;  moderate  anemia  without  evidence 
of  bleeding  suggests  neoplasm.  The  sedi- 
mentation rate  was  over  100  mm.,  ele- 
vated in  the  absence  of  infection.  The 
liver  profile  is  consistent  with  obstruction 
and  secondary  liver  cell  damage.  The 
cholesterol  was  increased  to  388  mg.,  50 
per  cent  of  which  was  esterified.  Values 
for  cholesterol  esters  in  obstructive  jaundice 
are  usually  normal.  The  obstruction  usu- 
ally causes  a rise  in  free  cholesterol  with 
only  a slight  absolute  rise  in  the  esterified 
fraction,  so  there  tends  to  be  a fall  in  the 
percentage  of  cholesterol  esters.1  In  long- 
standing obstruction  with  gradual  par- 
enchymal deterioration,  the  total  choles- 
terol tends  to  fall  but  at  the  expense  of  the 
esterified  fraction.  The  serum  bilirubin 
is  elevated,  chiefly  the  direct-reacting  frac- 
tion, such  as,  the  moiety  conjugated  in  the 
liver  with  glucuronic  acid  at  one  or  both 
carboxyl  groups.  The  increase  in  direct- 
reacting  bilirubin  is  perfectly  consistent 
with  obstructive  jaundice,  as  is  the  ele- 
vated alkaline  phosphatase.  I can  find  no 
hint  to  suggest  Paget’s  disease  of  bone, 
rickets,  osteosarcoma,  or  osteoblastic  me- 
tastases.  There  has  been  considerable  in- 
vestigation to  explain  the  cause  for  the  rise 
in  alkaline  phosphatase  in  liver  disease. 
Two  theories  have  been  advanced:  ob- 

struction to  its  excretion  versus  leakage 
from  cells,  analogous  to  liberation  of  trans- 
aminases from  damaged  parenchymal  cells. 
Although  the  question  has  not  been  de- 
finitively settled,  Gutman’s2  studies  favor 
the  first  hypothesis,  namely,  that  excretion 


of  the  enzyme  is  obstructed.  Hence,  the 
alkaline  phosphatase  level  is  a useful  index 
of  patency  of  the  biliary  tree.  Retention 
of  alkaline  phosphatase  parallels  the  ob- 
structive process  rather  than  the  degree  of 
parenchymal  damage.  In  nonicteric  pa- 
tients an  elevated  alkaline  phospha- 
tase level  can  be  interpreted  as  a sign  of 
partial  obstruction  as,  for  instance,  in 
silent  gallstones  or  in  expanding  lesions. 

The  diagnosis  of  complete  biliary  obstruc- 
tion is  also  supported  by  the  absence  of 
urobilinogen  from  the  urine,  a sign  of  total, 
unremitting  obstruction  to  the  outflow  of 
bile.  The  prothrombin  time,  which  was 
initially  prolonged,  returned  to  normal  and 
stayed  normal  after  the  administration  of 
vitamin  K.  In  liver  disease,  prolongation 
of  the  prothrombin  time  is  due  either  to 
lack  of  absorption  of  vitamin  K from  the 
intestine  or  to  the  inability  of  the  liver  to 
elaborate  prothrombin  from  its  precursors. 
In  patients  with  cirrhosis,  return  of  the 
prothrombin  time  to  normal  is  a favorable 
prognostic  sign;  it  indicates  that  hepato- 
cellular damage  is  not  irretrievable.  The 
French,  who  have  a word  for  everything, 
call  this  effect  Kohler’s  sign.  May  I ask 
Dr.  Moynahan  to  review  the  x-ray  films 
now? 

Joseph  M.  Moynahan,  M.D.:  The  only 
films  we  have  prior  to  the  operation  are 
from  an  upper  gastrointestinal  series. 
The  stomach  fills  well,  and  there  is  no 
mucosal  alteration.  The  duodenal  bulb 
likewise  fills  well,  but  just  beyond  the  bulb 
there  is  a persistent  deformity,  an  inden- 
tation which  is  seen  best  with  the  patient 
somewhat  rotated  (Fig.  1).  The  concavity 
of  the  pressure  defect  suggests  pressure 
from  without,  possibly  by  the  gallbladder. 

Dr.  Tartow:  The  defect  could  not  be 

caused  by  pressure  from  a distorted  liver? 

Dr.  Moynahan:  No,  that  is  unlikely. 

A distended  gallbladder  is  more  likely. 

Dr.  Tartow:  The  concavity  is  on  the 

lateral  aspect  of  the  first  part  of  the  duo- 
denum. Does  that  exclude  pressure  from  a 
lesion  in  the  pancreas? 

Dr.  Moynahan:  Not  absolutely,  but 

it  is  unlikely. 

Dr.  Tartow:  Is  the  liver  radiolog- 

ically  enlarged? 

Dr.  Moynahan:  No,  it  seems  of  av- 

erage size.  The  x-ray  films  seem  to  confirm 
the  findings  at  physical  examination. 
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FIGURE  1.  Upper  gastrointestinal  series  showing 
normal  filling  of  stomach  and  duodenal  bulb  with 
concave  indentation  of  postbulbar  segment  of  duo- 
denum. 

Dr.  Tartow:  Obstructive  jaundice  by 

definition  is  due  to  an  obstruction  in  the 
pathway  between  the  conjugation  of  bili- 
rubin in  the  microsomes  of  hepatic  cells 
and  the  entry  of  conjugated  bilirubin  into 
the  duodenum.  Broadly,  we  may  divide 
obstructive  jaundice  into  intrahepatic  and 
extrahepatic  types.  I would  first  like  to 
go  through  intrahepatic  obstruction. 
Dubin-Johnson  syndrome  is  of  no  interest 
to  us  today.  Drug-induced  cholestasis, 
the  most  frequent  cause  of  intrahepatic 
jaundice,  is  excluded  by  the  history. 
Jaundice  from  drug-induced  cholestasis 
will  usually  clear  after  the  offending  medica- 
tion is  withdrawn,  although  there  are  22 
cases  reported  in  which  jaundice  due  to 
chlorpromazine  (Thorazine)  persisted  for 
more  than  three  months  after  withdrawal.3 
The  nonsensitizing  types  of  drug-induced 
cholestasis,  such  as  those  produced  by 
steroid  medication,  also  can  be  excluded 
by  the  history.  The  absence  of  gross  liver 
enlargement  serves  to  exclude  primary 
biliary  cirrhosis,  the  so-called  Hanot’s 
cirrhosis. 

Let  us  consider  extrahepatic  obstruction. 


Common  duct  stones  always  should  be 
taken  into  account.  By  definition,  in  this 
case  we  will  be  talking  about  a so-called 
silent  stone,  since  there  was  no  pain.  The 
incidence  of  “silent  stones”  increases  with 
age.  The  entity  is  not  rare;  one  fourth  of 
all  patients  with  common  duct  stones 
are  free  of  pain.  Common  duct  stones 
almost  always  originate  in  the  gallbladder 
and  migrate  to  the  common  bile  duct,  al- 
though they  may  originate  in  the  common 
hepatic  duct  if  there  has  been  long-standing 
chronic  cholangitis.  Characteristically, 
the  obstruction  due  to  common  duct  stones 
is  partial  or  intermittent.  Classically, 
there  is  a triad  of  jaundice,  right  upper 
quadrant  pain,  chills,  and  fever.  In  the 
absence  of  either  pain  or  any  suggestion  of 
infection  I am  unable  to  make  this  diag- 
nosis, although  I cannot  exclude  it  rig- 
orously. Parenthetically,  urinary  urobilin- 
ogen is  usually  increased  with  common 
duct  stones  instead  of  being  completely 
absent.  Could  the  concavity  in  the  post- 
bulbar part  of  the  duodenum  be  a distended 
common  bile  duct? 

Dr.  Moynahan:  Yes  it  could.  This 

sort  of  observation  must  be  interpreted 
with  caution,  but  it  does  suggest  extrinsic 
pressure  from  either  the  common  bile  duct 
or  the  gallbladder. 

Dr.  Tartow:  I am  convinced  that  this 

patient’s  obstructive  jaundice  was  from 
cancer  of  the  hepatobiliary  area,  and  there 
are  five  types  or  locations  for  such  a tumor 
that  I should  like  to  discuss  to  see  if 
I can  distinguish  among  them.  This  sort 
of  discrimination  is  not  always  possible, 
because  the  symptoms,  clinical  course,  and 
laboratory  investigations  often  overlap. 
Let  me  enumerate  the  five  most  likely  sites 
for  this  patient’s  hypothetical  carcinoma: 
(1)  gallbladder,  (2)  extrahepatic  bile  ducts, 
(3)  ampulla  of  Vater,  (4)  head  of  the  pan- 
creas, and  (5)  liver,  for  example,  a primary 
hepatoma. 

The  diagnosis  most  readily  excluded  is 
primary  hepatoma.  There  is  almost  al- 
ways a pre-existing  cirrhosis.  The  liver  is 
almost  always  enlarged.  Ascites  is  very 
often  present.  None  of  these  conditions 
seem  to  be  established  in  today’s  patient, 
so  let  us  cross  hepatoma  off  the  list. 

Carcinoma  of  the  gallbladder  may  cause 
extrahepatic  obstruction  when  it  infiltrates 
the  porta  hepatis.  It  is  an  extremely  rare 
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lesion.  Gallstones  are  present  in  90  per 
cent  of  the  cases,  and  there  is  almost  al- 
ways an  associated  history  of  chronic  cho- 
lecystitis, although  the  relationship  of  the 
cancer  to  chronic  inflammation  and  stone 
formation  is  obscure.  Carcinoma  of  the 
gallbladder  is  much  more  common  in 
women  than  in  men,  as  one  might  expect 
because  of  its  association  with  stones. 
Jaundice  may  be  early  and  sudden  in  onset 
if  the  tumor  arises  from  the  neck  of  the 
gallbladder;  conversely,  it  may  be  slow 
and  progressive  if  the  tumor  arises  at  the 
fundus.  Certain  features  of  carcinoma 
of  the  gallbladder  are  similar  to  those  shown 
by  today’s  patient,  for  example,  weight 
loss  and  leukocytosis,  but  these  are  not 
specific.  A common  finding  in  carcinoma 
of  the  gallbladder  is  a stony-hard  mass  in 
the  right  upper  quadrant.  It  is  not  always 
present,  and  its  absence  does  not  exclude 
the  diagnosis;  but  I do  think  that  in  the 
absence  of  a history  suggesting  calculous 
disease  and  in  the  absence  of  a mass,  car- 
cinoma of  the  gallbladder  is  not  a good 
choice. 

The  next  location  I would  like  to  consider 
is  the  extrahepatic  bile  ducts.  Benign 
tumors  in  this  location,  such  as  papillomas, 
adenomas,  and  neurofibromas  are  so  rare 
as  to  be  museum  pieces;  there  are  only  73 
such  lesions  recorded  in  the  literature  up  to 
1962.  Primary  carcinoma  of  the  extra- 
hepatic  bile  ducts  is  also  quite  rare,  al- 
though it  is  somewhat  better  documented 
with  some  600  cases  having  been  reported. 
It  is  less  common  than  carcinoma  of  the 
gallbladder.  These  tumors  may  originate 
in  either  the  right  or  left  hepatic  duct,  at 
their  bifurcation,  at  the  confluence  of  the 
cystic  duct  with  the  common  bile  duct,  or 
in  the  common  bile  duct  itself.  Males 
outnumber  females  by  a ratio  of  3 to  2. 
The  onset  may  be  insidious  or  acute  de- 
pending on  location.  For  example,  jaun- 
dice may  appear  very  late  when  there 
is  carcinoma  of  a single  hepatic  duct,  not 
becoming  manifest  until  the  hilum  of  the 
liver  is  invaded.  Pain  is  present  in  slightly 
more  than  half  the  patients.  Pruritus, 
weight  loss,  nausea,  vomiting,  fever,  diar- 
rhea, chills,  flatulence,  and  belching  all 
have  been  reported  with  varying  degress 
of  frequency  in  primary  bile  duct  carci- 
noma. The  liver  is  enlarged  in  the  majority 
of  cases.  Anemia  is  usually  present; 


the  anemia  in  primary  bile  duct  carcinoma 
is  usually  greater  than  that  seen  in  car- 
cinoma of  the  head  of  the  pancreas,  and 
the  degree  of  anemia  is  not  explained  by 
blood  loss.  In  view  of  the  story  presented 
by  today’s  patient  I cannot  exclude  this 
diagnosis  peremptorily,  but  there  are  al- 
ternatives to  be  considered. 

Carcinoma  of  the  ampulla  of  Vater  is 
really  a special  name  for  carcinoma  of  the 
terminal  portion  of  the  extrahepatic  biliary 
tree.  It  is  characterized  by  obstructive 
jaundice  and  occult  blood  in  the  stools, 
although  tarry  stools  may  be  absent,  and 
tarry  stools  may  be  present  in  other  condi- 
tions causing  obstructive  jaundice.  With 
carcinoma  of  the  ampulla  there  is  often  a 
radiologic  sign,  the  so-called  reverse-3  sign 
of  Frostberg,  which  is  diagnostic  when 
present;  however,  it  is  absent  in  over  20 
per  cent  of  cases.  However,  without  blood 
in  the  stools  and  without  the  radiologic 
sign  this  diagnosis  becomes  less  attractive. 
Parenthetically,  I am  excluding  primary 
carcinoma  of  the  duodenum  because  of  the 
absence  of  radiologic  evidence  of  mucosal 
lesions  in  the  duodenum. 

Carcinoma  of  the  head  of  the  pancreas 
is  by  far  the  most  frequent  malignant  tumor 
that  causes  obstructive  jaundice.  The 
majority  of  patients  are  between  fifty  and 
seventy  years  old,  and  the  lesion  is  much 
more  common  in  men  than  in  women,  at 
least  twice  as  common  and  in  some  series 
as  much  as  seven  times  more  common. 
Weight  loss  is  the  most  frequent  initial 
complaint.  Weight  loss  may  be  consid- 
erable, and  it  may  occur  before  anorexia 
and  nausea  and  vomiting  appear.  Weak- 
ness and  fatigue  which  were  present  in  our 
patient  are  reported  in  about  half  the  cases. 
Classically,  carcinoma  of  the  head  of  the 
pancreas  is  supposed  to  be  a painless 
lesion;  nevertheless,  in  almost  three  fourths 
of  the  cases  reported  some  type  of  pain  is 
present.  Pain  may  be  present  in  the  epi- 
gastrium in  the  right  upper  quadrant;  it 
may  radiate  to  the  back  or  it  may  start 
in  the  back  and  radiate  to  the  abdomen. 
The  reason  for  this  difference  between  the 
classic  description  of  painless  jaundice  and 
the  actual  presence  of  pain  has  caused 
much  speculation.  It  has  been  suggested 
that  when  the  lesion  was  originally  de- 
scribed, observers  were  trying  to  distinguish 
between  the  severe  pain  of  biliary  colic 
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FIGURE  2.  Cholangiogram:  (A)  At  laparotomy  showing  obstruction  of  common  bile  duct  just  above  sphinc- 
ter, marked  dilatation  of  common  bile  duct  and  left  hepatic  duct,  and  no  filling  of  right  hepatic  duct.  (B) 
One  week  postoperatively  showing  free  flow  of  contrast  medium  into  duodenum.  Common  bile  duct  and 
left  hepatic  duct  are  still  dilated  and  right  hepatic  duct  unfilled. 


and  the  nagging,  dull  ache  of  carcinoma. 
However,  our  patient  had  no  pain,  and  I 
do  not  think  the  absence  of  pain  enables  us 
to  rule  out  any  specific  diagnosis,  certainly 
not  carcinoma  of  the  head  of  the  pancreas. 

The  liver  is  enlarged  in  three-fourths  of 
the  patients  with  carcinoma  of  the  head 
of  the  pancreas,  not  by  metastases  but 
secondary  to  obstruction.  The  liver  is 
usually,  as  it  was  in  this  patient,  smooth, 
firm,  and  with  a sharp  edge.  The  pan- 
creatic tumor  is  rarely  palpable.  I shall 
disregard  Courvoisier’s  law,  because  an 
enlarged  gallbladder  is  felt  in  only  half  the 
patients  and  is  found  to  be  distended  at 
laparotomy  in  three  fourths  of  them. 

The  value  of  radiologic  findings  is  moot. 
Widening  of  the  duodenal  sweep  or  enlarge- 
ment of  the  duodenal  loop  and  anterior 
displacement  of  the  stomach  or  duodenum 
are  described  as  “classic”  radiologic  ob- 
servations. Unfortunately  for  the  classics, 
they  are  not  the  usual  changes  seen  with 
carcinoma  of  the  head  of  the  pancreas. 
Positive  x-ray  changes  are  found  in  only 
about  50  per  cent  of  cases.  Hodes,  Pen- 
dergrass, and  Winston4  reviewed  the  films 


of  over  100  cases  in  which  the  preoperative 
incidence  of  positive  findings  was  about  50 
per  cent,  but  when  the  films  were  reviewed 
postoperatively,  useful  signs  were  detected 
in  a much  larger  percentage.  The  most 
common  of  these  changes  is  an  indentation 
in  the  duodenum,  either  in  the  bulb  or 
postbulbar  region,  due  to  a dilated  com- 
mon bile  duct.  This  effect  is  best  demon- 
strated in  a prone,  right  anterior  oblique, 
or  right  lateral  position.  It  is  not  a specific 
sign  for  carcinoma  of  the  head  of  the 
pancreas;  any  condition  which  causes  dila- 
tation of  the  common  duct  can  give  this 
finding. 

To  sum  up,  we  have  a patient  with  weight 
loss  without  vomiting,  anemia,  fatigability, 
and  a very  high  sedimentation  rate,  all  of 
which  suggest  neoplasm.  The  dominant 
clinical  feature  is  obstructive  jaundice. 
There  is  nothing  to  direct  us  to  a diagnosis 
of  hepatoma,  carcinoma  of  the  gallbladder, 
or  carcinoma  of  the  ampulla  of  Vater. 
My  choice  lies  between  carcinoma  of  the 
head  of  the  pancreas  and  carcinoma  of  the 
extrahepatic  bile  ducts.  I cannot  dis- 
tinguish between  them  on  either  clinical, 
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FIGURE  3.  (A)  Section  of  gallbladder  wall  showing  invasion  by  moderately  well-differentiated  adeno- 
carcinoma which  is  secreting  mucus  (periodic  acid-Schiff  hematoxylin  stain).  (B)  Adenocarcinoma  of 
gallbladder  invading  perineural  lymphatics. 


radiologic,  or  laboratory  evidence.  Be- 
cause carcinoma  of  the  head  of  the  pancreas 
is  far  more  frequent,  I shall  choose  that 
alternative.  One  last  point:  The  pyuria 

and  albuminuria  are  consistent  with  the 
history  of  prostatic  disease  and  suggest 
chronic  pyelonephritis. 

George  Lopez,  M.D.:  Don’t  you  think 

that  more  suggestive  radiologic  signs  should 
be  present  after  three  months  of  illness? 

Dr.  Tartow:  Not  necessarily.  A great 
deal  depends  on  precisely  where  the  tumor 
is  located  and  how  large  a size  it  may  have 
attained  before  obstructing  the  flow  of  bile. 

Francisco  Camago,  M.D.:  Would  a se- 

cretin test  be  helpful  in  establishing  a diag- 
nosis? 

Dr.  Tartow:  That  depends  on  whether 

or  not  the  pancreatic  duct  is  obstructed. 
If  the  test  gives  positive  results,  that  is 
helpful,  but  a negative  test  result  does  not 
exclude  the  diagnosis. 

Michael  S.  Bruno,  M.D.:  With  the 

recent  advent  of  celiac  arteriography,  used 
in  conjunction  with  traditional  contrast 
medium  studies  of  the  stomach  and  duo- 
denum, radiologic  visualization  of  the 
pancreas  is  much  better  than  ever  before. 


The  preoperative  diagnosis  of  carcinoma 
of  the  head  of  the  pancreas  can  be  made 
now  with  much  greater  certainty. 

Clinical  diagnosis 

Carcinoma  of  extrahepatic  bile  ducts 

Dr.  Tartow’s  diagnosis 

Carcinoma  of  the  head  of  the  pancreas 

Pathologic  report 

William  B.  Ober,  M.D.:  Before  I 

present  the  pathologic  observations,  let  us 
hear  what  was  found  at  laparotomy. 

Henry  Robbins,  M.D.:  Our  preopera- 

tive diagnosis  was  carcinoma  of  the  head 
of  the  pancreas.  When  we  exposed  the 
structures  in  the  right  upper  quadrant, 
we  found  the  gallbladder  to  be  slightly  dis- 
tended. It  did  not  contain  any  calculi, 
and  there  were  many  adhesions  around  it. 
The  common  bile  duct  was  dilated,  and 
there  was  a mass  behind  the  upper  angle  of 
the  duodenum;  this  mass  could  be  moved 
slightly  within  the  common  bile  duct. 
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FIGURE  4.  Longitudinal  section  of  cystic  duct 
showing  mural  fibrosis  and  mucosal  atrophy. 


Dissection  was  carried  out  with  some  dif- 
ficulty; there  was  a necrotic  area  near  the 
common  hepatic  duct  but  no  grossly 
visible  tumor.  On  opening  the  common 
bile  duct  we  found  a number  of  small  to 
medium-sized  calculi  impacted  within  it. 
The  stones  were  removed  and  a T tube 
inserted.  The  common  hepatic  duct  was 
reconstructed,  and  the  gallbladder  was 
removed. 

Cholangiography  was  performed.  Con- 
trast medium  was  instilled,  and  a markedly 
dilated  common  duct  was  shown  with  the 
proximal  portion  of  the  T tube  entering 
the  left  hepatic  duct  which  was  also  strik- 
ingly dilated  (Fig.  2A).  The  right  hepatic 
duct  did  not  fill  with  the  dye.  An  x-ray 
film  taken  a few  days  postoperatively  after 
the  common  duct  was  cleaned  out  and 
repaired  showed  free  flow  of  the  contrast 
medium  into  the  duodenum,  but  the  com- 
mon bile  duct  and  left  hepatic  duct  per- 
sisted as  dilated  (Fig.  2B). 

Dr.  Ober:  The  specimen  received  in 

the  laboratory  consisted  of  two  irregular 


pieces  of  reddish-greenish  tissue,  the  larger 
measuring  4 by  2 cm.  and  the  smaller  2 by 
1 cm.  The  usual  anatomic  landmarks  were 
obliterated.  Microscopic  examination 
showed  that  this  tissue  represented  the  wall 
of  the  gallbladder  and  the  cystic  duct. 
Most  of  the  gallbladder  showed  banal 
chronic  cholecystitis.  At  one  point  there 
was  a small  area  of  adenocarcinoma  which 
infiltrated  the  thickened  wall  for  about  2 to 
3 mm.  (Fig.  3A).  The  infiltrating  acinar 
structures  were  moderately  well  differ- 
entiated and  when  stained  gave  positive 
results  for  mucus  secretion.  In  one  field 
we  were  able  to  demonstrate  invasion  of 
perineural  lymphatic  channels,  but  the 
tumor  was  superficial  and  did  not  invade 
through  the  wall  (Fig.  3B).  A longitudinal 
section  through  the  cystic  duct  showed 
dense  collagenous  fibrosis  of  its  wall  and 
atrophy  of  its  mucosa;  the  lumen  contained 
amorphous  debris.  Also  received  were  9 
multifaceted,  yellowish  calculi  0.2  to  1 
cm.  in  diameter  which  were  stated  to  have 
been  removed  from  the  common  bile  duct. 

It  is  apparent  that  in  this  case  the  ob- 
structive jaundice  was  the  result  of  chole- 
docholithiasis,  and  the  adenocarcinoma  of 
the  chronically  inflamed  gallbladder  was 
asymptomatic.  I have  no  doubt  that  the 
calculi  arose  in  the  gallbladder  and  moved 
slowly  down  the  biliary  tree;  the  condition 
of  the  cystic  duct  bears  witness  to  the 
trauma  of  passage. 

Final  anatomic  diagnoses 

1.  Choledocholithiasis  with  obstructive 
jaundice 

2.  Chronic  cholecystitis  with  adenocar- 
cinoma of  gallbladder 
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Clinical  and  metabolic  alterations 
which  take  place  during  naturally  occurring 
disease  states,  when  properly  interpreted 
by  the  clinician,  may  in  essence  be  con- 
sidered an  experiment  of  nature.  As  such 
an  experiment  of  nature,  familial  periodic 
paralysis  is  of  considerable  interest  in  per- 
haps helping  to  supply  the  answer  to  the 
long  and  continued  controversy  of  the  rela- 
tive importance  of  intracellular  versus  ex- 
tracellular potassium  and  certain  well- 
recognized  electrocardiographic  changes. 

A case  of  familial  periodic  paralysis  was 
recently  cared  for,  and  the  observations 
made  on  serum  potassium  levels  and  elec- 
trocardiographic changes  have  been  in- 
terpreted in  the  light  of  current  concepts 
of  the  biochemical  changes  in  this  dis- 
order. 

Case  report 

A twenty-year-old  white  male  was  ad- 
mitted to  the  City  Hospital  Center  during 
the  early  morning  hours  with  the  main 
complaint  of  extreme  generalized  muscular 
weakness.  The  patient  dated  the  onset 
of  his  illness  from  the  age  of  eleven 
years  at  which  time  he  first  began  experi- 
encing episodes  of  marked  weakness  of  his 
extremities.  The  episodes  occurred  usu- 


ally at  night  several  hours  after  going 
to  sleep,  although  on  less  frequent  oc- 
casions they  appeared  to  follow  shortly 
after  strenuous  exercise.  They  did  not  ap- 
pear to  be  related  to  large  amounts  of 
carbohydrate  in  meals,  nor  was  there  any 
associated  muscle  pain  or  discoloration  of 
his  urine.  The  stereotyped  sequence  had 
its  onset  with  marked  diaphoresis  and 
stiffness  of  his  muscles  which  within  one 
hour  progressed  to  nearly  complete  paral- 
ysis of  the  extremities  and  trunk  muscles. 
The  frequency  of  the  paralytic  attacks  was 
approximately  at  three-  to  four-month  in- 
tervals. Two  first  cousins  on  his  ma- 
ternal side  had  an  essentially  identical  dis- 
order, and  one  of  them  apparently  outgrew 
his  illness.  The  patient  has  had  frequent 
hospitalizations  in  the  past  for  these  com- 
plaints, and  a diagnosis  of  familial  periodic 
paralysis  had  been  established.  Following 
potassium  therapy  during  an  attack,  he 
would  obtain  relief  within  approximately 
a three-  to  four-hour  period.  Prior  to  his 
present  admission,  the  patient  was  not  on 
any  form  of  prophylactic  maintenance 
therapy. 

Physical  examination  on  admission  to  the 
hospital  revealed  an  acutely  distressed, 
well-nourished,  well-developed  young  adult 
male.  The  vital  signs  were  all  within 
normal  limits.  The  only  remarkable  find- 
ings were  related  to  the  neuromuscular 
system  which  revealed  marked  muscular 
weakness  of  all  four  extremities,  the  neck, 
and  the  trunk.  The  deep  tendon  reflexes 
could  not  be  elicited,  and  there  were  no 
abnormal  plantar  reflexes  or  any  disturb- 
ance in  sensory  perception.  Paresis  of 
the  muscles  innervated  by  the  cranial 
nerves  was  not  evident,  and  there  was  no 
tenderness,  atrophy,  or  hypertrophy  of  the 
skeletal  musculature. 

A complete  blood  count,  erythrocyte 
sedimentation  rate,  and  urinalysis  were  all 
within  normal  limits.  The  serum  potas- 
sium was  2.1  mEq.  per  liter,  sodium  140 
mEq.  per  liter,  carbon  dioxide  24  mEq.  per 
liter,  chlorides  115  mEq.  per  liter,  and  the 
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FIGURE  1.  Electrocardiograms.  (A)  On  admission  (serum  potassium  2.1  mEq.  per  liter),  demonstrating 
classic  features  of  hypokalemia:  decreased  T-wave  amplitude,  S-T  segment  depressions,  and  prominent 
U waves  with  pseudoprolongation  of  Q-T  interval.  (B)  Approximately  ten  hours  after  admission  and  fol- 
lowing potassium  therapy  (serum  potassium  4.2  mEq.  per  liter),  having  returned  to  normal  pattern. 


blood  urea  nitrogen  18  mg.  per  100  ml. 
Additional  blood  studies  including  a fast- 
ing blood  sugar,  calcium,  phosphorus, 
protein-bound  iodine,  and  serologic  test 
for  syphilis  were  unremarkable.  The  chest 
x-ray  film  showed  normal  results.  The 
electrocardiogram  demonstrated  the  classic 
features  of  pronounced  hypokalemia  (Fig. 
1A). 

Immediately  after  his  admission  the 
patient  was  given  40  mEq.  of  potassium 
chloride  by  mouth.  Some  ninety  minutes 
later  the  generalized  paresis  had  increased, 
and  the  patient  began  to  have  difficulty 
with  his  respiration.  Because  of  this, 
intravenous  potassium  therapy  was  in- 
itiated and  the  respirations  were  assisted 
with  an  intermittent,  automatic  cycling, 
positive-pressure  apparatus.  Thereafter 
the  patient  commenced  to  improve,  and 
approximately  ten  hours  later  a complete 
recovery  had  taken  place  with  return  of 
the  muscle  strength  and  deep  tendon  re- 
flexes to  normal.  The  serum  potassium 
was  4.2  mEq.  per  liter,  and  the  electro- 
cardiogram now  showed  perfectly  normal 
results  (Fig.  IB).  The  total  amount  of 
potassium  given  was  150  mEq.  The  re- 
mainder of  the  hospital  course  was  uncom- 
plicated, and  the  patient  was  discharged  on 
a low-sodium  diet  with  oral  potassium 
supplementation. 

Comment 

Disturbances  in  potassium  metabolism 
have  for  a long  period  of  time  been  recog- 
nized to  be  associated  with  specific  electro- 
cardiographic alterations.  Hypokalemia 
and/or  decreased  intracellular  potassium 
is  characterized  electrocardiographically  by 
depression  of  the  S-T  segment,  decrease  in 


the  T-wave  amplitude  to  inversion  of  the 
T wave,  and  increase  in  the  U-wave  am- 
plitude. A pseudoprolongation  of  the  Q-T 
interval  is  created  by  the  fusion  of  the  U 
wave  on  to  the  tail  of  the  T wave,  and  in 
actuality,  under  this  circumstance,  one 
measures  a Q-U  interval.  Minimal  pro- 
longation in  the  QRS  complex  and  P-R 
interval  and  some  increase  in  the  P-wave 
amplitude  are  usually  of  no  diagnostic 
significance.  Hyperkalemia  and/or  in- 
creased intracellular  potassium  is  reflected 
in  the  electrocardiogram  by  tall,  narrow, 
peaked,  and  symmetrical  T waves;  widen- 
ing of  both  the  initial  as  well  as  the  terminal 
portions  of  the  QRS  complex;  diminution 
of  the  P-wave  amplitude  to  the  eventual 
disappearance  of  the  P wave;  and  pro- 
longation of  the  P-R  interval. 

Despite  the  length  of  time  that  this  as- 
sociation between  potassium  and  the  elec- 
trocardiogram has  been  known  and  the 
many  clinical  and  laboratory  observations 
documenting  this  association,  both  con- 
fusion and  disagreement  remain  as  to  the 
relative  importance  of  the  intracellular  or 
extracellular  location  of  the  potassium 
alteration  in  bringing  about  the  electro- 
cardiographic changes.  There  can  be  very 
little,  if  any,  challenge  to  the  validity  of 
some  correlation  between  changes  in  the 
extracellular  potassium  concentration  and 
the  electrocardiographic  findings  de- 
scribed. Surawicz1  has  stated  that  the 
numerous  clinical  and  experimental  ob- 
servations demonstrate  that  all  electro- 
cardiographic patterns  of  potassium  im- 
balances can  be  reproduced  or  corrected 
by  altering  the  extracellular  potassium 
concentration  with  a rapidity  which  pre- 
cludes significant  changes  in  the  intra- 
cellular concentration  of  this  ion.  On  the 
other  hand,  it  has  been  quite  difficult  to 


November  1,  1966  / New  York  State  Journal  of  Medicine  2809 


establish  the  manner  or  degree  in  which  the 
electrocardiogram  is  affected  by  variations 
in  the  intracellular  potassium.  The  main 
support  of  the  possible  role  played  by  the 
intracellular  potassium  concentration  is  an 
indirect  one  based  on  the  seeming  inex- 
actness of  the  electrocardiogram  in  pre- 
dicting the  serum  potassium  level.2-4 

Van  Buchem5  reported  observations 
made  on  2 patients  and  emphasized  the 
role  of  intracellular  potassium  in  deter- 
mining the  electrocardiographic  pattern. 
His  findings  involved  1 patient  with  pri- 
mary aldosteronism  associated  with  po- 
tassium depletion  and  related  electrocardio- 
graphic changes.  After  potassium  reple- 
tion associated  with  a normal  serum  po- 
tassium, he  noted  a delay  involving  several 
weeks  in  the  recovery  of  the  electrocardio- 
gram and  attributed  this  to  the  primary 
significance  of  intracellular  rather  than 
extracellular  potassium  in  the  etiology  of 
the  electrocardiographic  changes.  The  in- 
terpretation and  conclusions  drawn  from 
this  case  report  may  not  be  as  simple  and 
clear-cut  as  they  appear  to  be.  Primary 
aldosteronism  is  a disorder  in  which  com- 
plex biochemical  derangements  may  occur. 
In  addition  to  the  potassium  changes 
which  may  alter  the  electrocardiogram,  so 
may  the  hypernatremia,  metabolic  alka- 
losis, hypomagnesemia,  and  alterations  in 
ionic  calcium.  An  outstanding  feature  in 
this  case  report  was  that  the  patient  was 
hypertensive,  and  the  electrocardiographic 
changes  were  diagnostic  of  left  ventricular 
hypertrophy.  This  electrocardiographic 
pattern  can  mimic  hypokalemia  very 
closely  including  U-wave  as  well  as  S-T 
and  T-wave  changes.  A diagnostic  point, 
in  addition  to  voltage  criteria,  in  the  dif- 
ferential between  the  hypertensive  and 
hypokalemic  electrocardiogram  pattern,  is 
the  finding  of  S-T  depressions  in  the  V,  and 
V2  precordial  leads  in  hypokalemia.  These 
were  not  present  in  Van  Buchem’s  case. 
The  re-evaluation  of  this  case  and  its 
challenge  to  the  author’s  original  inter- 
pretation is  presented  in  some  detail  to 
emphasize  that  many  other  reports  may 
have  drawn  questionably  valid  conclusions 
from  studied  patients  who  had  underlying 
heart  disease  in  addition  to  the  potassium 
disturbance.3’4,6  Further  comment  ap- 
pears to  be  indicated  regarding  Van 
Buchem’s5  second  case,  a patient,  inter- 


estingly enough,  with  familial  periodic 
paralysis.  The  serum  potassium  concen- 
tration was  depressed  during  an  attack, 
and  the  electrocardiogram  revealed  hypo- 
kalemic alterations.  These  alterations 
were  attributed  to  the  assumed  depletion 
of  potassium  in  the  myocardial  cell  rather 
than  to  the  observed  hypokalemia.  Al- 
though Van  Buchem  was  aware  that  in  this 
disease  there  is  a shift  of  potassium  from 
the  extracellular  to  the  intracellular  com- 
partment (skeletal  muscle),  he  assumed 
that  the  myocardium  differed  from  the 
skeletal  muscle  and  not  only  did  not  in- 
crease its  potassium  content  but  also 
sacrificed  its  potassium  to  be  donated  to 
the  skeletal  muscle.  On  the  contrary,  in 
his  first  case,  that  of  primary  aldosteron- 
ism, in  which  a skeletal  muscle  biopsy 
revealed  decreased  intracellular  potassium, 
he  considered  that  the  myocardial  cell 
participated  similarly  to  the  skeletal  muscle 
and  was  potassium  depleted. 

Of  further  interest  and  perplexity  have 
been  the  attempts  to  dissociate  various 
components  of  the  electrocardiographic- 
changes  to  either  the  intracellular  or  ex- 
tracellular potassium  compartment.  Wel- 
ler et  al .2  thought  the  S-T  segment  altera- 
tions reflected  intracellular  potassium  defi- 
cits. Huth  and  Squires3  also  suggested 
that  the  S-T  segment  depression  may  be  a 
useful  guide  to  the  magnitude  of  cellular 
potassium  depletion,  and  further  they 
found  that  the  amplitude  of  the  U wave 
showed  a good  correlation  with  the  serum 
potassium  level.  Soloff,  Kanosky,  and 
Boutwell4  presented  evidence  that  U-wave 
changes  were  found  only  in  patients  with 
reduced  red  blood  cell  potassium  content. 
Recently  Swales,6  in  analyzing  his  ob- 
servations made  during  the  management  of 
a patient  with  an  atypical  and  complicated 
presentation  of  diabetic  keto-acidosis,  con- 
cluded that  the  changes  in  the  T and  U 
waves  of  the  electrocardiogram  reflect  in- 
tracellular potassium  depletion,  and  that 
the  P-R  segment  distortion  and  S-T  seg- 
ment depression  may  be  related  to  the  re- 
duced potassium  level  of  the  blood  per- 
fusing the  heart.  It  was  this  latest  pub- 
lication by  Swales  that  emphasized  the 
persisting  and  perhaps  increasing  confusion 
on  this  subject  and  served  as  the  impetus 
for  the  reporting  of  the  observations  and 
their  interpretation  made  in  our  case. 
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The  electrocardiogram  of  patients  with 
familial  periodic  paralysis  has  been  de- 
scribed both  during  paralytic  episodes  and 
during  the  symptom-free  phase.57-11 
During  the  seizure  of  muscular  paralysis, 
the  electrocardiographic  changes  have  been 
those  considered  characteristic  of  hypo- 
kalemia. Following  recovery,  the  elec- 
trocardiogram returns  to  normal  or  to  its 
previous  control  configuration  and  remains 
so  until  the  next  paralytic  attack.  The 
sequence  of  events  recounted  in  this  pres- 
ent case  report  are  quite  consistent  with 
these  previous  observations  (Fig.  1A).  The 
particular  significance  of  this  report  lies 
in  the  interpretation  of  these  well-docu- 
mented electrocardiographic  changes  oc- 
curring in  familial  periodic  paralysis.  The 
conclusions  drawn  are  based  on  current 
information  regarding  the  metabolic  and 
physiologic  alterations  in  this  disorder, 
and  they  appear  to  supply  an  answer  to 
the  continuing  dilemma  concerning  the 
primacy  of  extracellular  versus  intracellu- 
lar potassium  concentration  changes  in 
affecting  the  electrocardiogram. 

In  familial  periodic  paralysis,  a prompt 
and  profound  fall  in  the  serum  potassium 
; concentration  during  the  attacks  of  pa- 
ralysis is  the  most  consistent  biochemical 
finding. 12  Between  attacks  the  serum  po- 
tassium concentration  is  normal  in  most 
patients,  but  in  some  it  may  tend  to  be 
low.  By  balance  studies  it  has  been  es- 
tablished that  the  fall  in  serum  potassium 
concentrations  cannot  be  attributed  to 
losses  of  potassium  in  the  urine  or  stool.1314 
Quite  the  opposite,  urinary  potassium 
excretion  falls  strikingly  during  the  at- 
tacks, and  in  the  absence  of  excessive  ex- 
ternal loss  of  potassium  the  fall  in  serum 
potassium  has  been  attributed  to  an  in- 
ternal transfer  of  the  ion  from  the  extra- 
cellular fluid  into  the  intracellular  com- 
partment.1516 This  formulation  has  been 
' confirmed  by  tissue  electrolyte  composition 
studies,12  potassium  arteriovenous  dif- 
ferences,11 and  electromyographic  findings11 
conducted  during  paralytic  episodes.  Al- 
though this  shift  in  potassium  from  the 
extracellular  to  the  intracellular  compart- 
ment has  been  shown  to  involve  the  skeletal 
muscle,  there  is  no  reason  to  doubt  but 
rather  evidence  to  support  the  fact  that 
the  smooth  muscle  and  the  myocardium 
are  similarly  involved.12  During  the  pa- 


ralysis, nausea,  vomiting,  constipation,  and 
hypoactive  to  absent  bowel  sounds  sug- 
gest smooth-muscle  participation  in  the 
potassium  shift.  Grob,  Johns,  and  Lilje- 
strand,11  in  studying  the  effects  of  extra- 
cellular to  intracellular  potassium  move- 
ments in  patients  with  familial  periodic 
paralysis,  state  that  the  electrocardio- 
gram indicated  resistance  to  depolari- 
zation and  repolarization  of  cardiac  muscle, 
and  they  considered  that  the  myocardium 
participated  qualitatively  the  same  as  the 
skeletal  muscle  as  regards  muscle  function 
and  potassium  shifts. 

It  is  important  for  our  discussion  here  to 
note  that  in  familial  periodic  paralysis,  the 
recognized  biochemical  alterations  are  not 
multiple  nor  complex.  No  change  has  been 
noted  in  blood  pH,  blood  urea,  serum  cal- 
cium, or  serum  magnesium.  Considered  of 
little  or  no  significance  has  been  a fall  in 
serum  phosphorus  and  an  occasionally  ob- 
served rise  in  serum  sodium  concentration. 

Hence,  we  are  dealing  here  with  a simple 
(for  our  purposes)  experiment  of  nature  in 
which  there  is  a transfer  of  potassium  from 
the  extracellular  fluid  to  the  intracellular 
fluid.  It  appears  that  the  myocardial  as 
well  as  the  skeletal  and  smooth-muscle  cells 
participate  in  this  potassium  transfer.  The 
serum  potassium  falls,  and  the  electro- 
cardiogram demonstrates  characteristic 
changes  of  hypokalemia  in  the  face  of  in- 
creased potassium  concentration  in  the 
myocardial  cells.  From  this  investigation, 
supported  entirely  by  the  research  funds  of 
nature,  it  is  concluded  that  it  is  the  altera- 
tion in  the  extracellular  potassium  concen- 
tration which  is  primarily  involved  in  bring- 
ing about  certain  well-recognized  electro- 
cardiographic patterns. 

Additional  so-called  experiments  of  na- 
ture appear  to  corroborate  the  dominant 
role  of  the  extracellular  potassium  concen- 
tration in  altering  the  electrocardiogram. 
In  hereditary  episodic  adynamia  attacks  of 
muscular  paralysis  have  been  associated 
with  elevated  serum  potassium  concentra- 
tions,17  a rise  in  urinary  potassium  excre- 
tion,18 and  electromyographic  changes  op- 
posite to  those  seen  in  periodic  paralysis. 19 
Although  muscle  electrolyte  composition 
during  the  attacks  in  this  disorder  has  not 
been  established,  these  features  suggest  a 
shift  in  potassium  from  the  intracellular 
compartment  to  the  extracellular  one.  Here 
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again  the  electrocardiogram  demonstrates 
peaking  and  increased  amplitude  of  the  T 
wave  characteristic  of  hyperkalemia,  de- 
spite the  probable  decreased  intracellular 
myocardial  potassium. 17 

The  biochemical  alterations  evolving 
from  untreated  diabetes  mellitus  may  be 
viewed  as  a more  involved  experiment  of 
nature.  In  uncontrolled  diabetes  mellitus, 
clinicians  caring  for  such  patients  have  fre- 
quently noted  the  following  sequence  of 
events.  During  the  keto-acidotic  phase, 
prior  to  insulin  and  electrolyte  therapy,  the 
patient  develops  progressive  and  significant 
potassium  depletion  due  to  a shift  of  potas- 
sium from  the  intracellular  to  the  extra- 
cellular compartment.  The  serum  potas- 
sium concentration  is  increased  as  is  the 
urinary  potassium  excretion.  The  acidosis 
and  dehydration  further  contribute  to  the 
elevated  serum  potassium  concentration, 
and  in  this  situation  the  electrocardiogram 
reflects  the  pattern  of  hyperkalemia.  Dur- 
ing the  treatment  phase  with  insulin,  fluids, 
and  salt,  and  in  the  absence  of  potassium 
repletion,  there  is  a shift  of  potassium  intra- 
cellularly,  the  serum  potassium  concentra- 
tion falls,  and  the  electrocardiogram  then 
demonstrates  the  pattern  of  hypokalemia. 

Attention  has  been  focused  on  the  con- 
centration gradient  or  ratio  of  the  intracel- 
lular to  extracellular  potassium  concentra- 
tion as  the  possible  major  factor  in  affecting 
the  electrocardiogram.3  20  Ninety-six  per 
cent  of  the  body’s  potassium  is  intracellular, 
and  only  4 per  cent  is  found  extracellularly, 
with  an  intra-  to  extracellular  potassium 
concentration  ratio  of  30:1  (150:5).  It  is 
obvious  that  minor  alterations  in  the  extra- 
cellular potassium  are  capable  of  producing 
major  changes  in  this  ratio,  while  major 
alterations  in  the  intracellular  potassium 
concentration  would  produce  only  minor 
changes  in  this  ratio.  Further,  in  the  myo- 
cardium, intracellular  potassium  concen- 
tration has  been  stated  to  be  relatively  sta- 
ble under  a variety  of  experimental  condi- 
tions.1 For  these  reasons,  it  appears  that 
the  potassium  gradient  across  the  cell  mem- 
brane, and  in  particular  the  myocardial  cell, 
is  predominantly  determined  by  the  extra- 
cellular potassium  concentration.  Hence, 
even  if  the  concentration  ratio  of  intracel- 
lular to  extracellular  potassium  is  of  sig- 
nificance in  altering  the  electrocardiogram, 
while  the  extracellular  potassium  may  not 


be  of  sole  importance  in  this  situation,  it 
certainly  remains  of  primary  importance. 

Returning  to  the  main  argument  against 
the  primary  role  played  by  the  extracellular 
potassium  concentration  and  in  favor  of  the 
intracellular  potassium  concentration  in 
bringing  about  the  characteristic  electro- 
cardiographic changes,  the  seeming  in- 
exactness of  the  electrocardiogram  in  pre- 
dicting the  serum  potassium  level,  Sura- 
wicz20  has  stressed  several  points  with  which 
we  fully  agree.  There  are  a multitude  of 
factors  which  are  capable  of  modifying  the 
effects  of  potassium  and  other  electrolytes 
on  the  electrocardiogram.  The  more  im- 
portant such  factors  include  (1)  the  basic 
electrocardiographic  pattern  on  which  po- 
tassium alterations  are  superimposed,  (2) 
hemodynamic  and  respiratory  complica- 
tions capable  of  affecting  the  electrocardio- 
gram and  associated  with  the  potassium 
derangement,  (3)  changes  in  cardiac  rate 
or  rhythm  due  to  potassium  derangements 
and  S-T  segment  and  T-wave  changes  oc- 
curring secondarily  to  potassium-induced 
intraventricular  conduction  defect,  and  (4) 
modifications  caused  by  acid-base  altera- 
tions and  by  the  effect  of  one  electrolyte  on 
the  concentration  and  activity  of  other 
electrolytes  in  the  extracellular  fluid.  With 
these  recognizable  variables  and  the  prob- 
ably many  more  such  unappreciated  ones, 
it  is  quite  remarkable  that  the  electro- 
cardiogram is  as  consistent  and  correct  as 
it  is  in  predicting  the  serum  potassium  levels 
of  patients. 

Recognition  of  a case  of  familial  periodic 
paralysis  as  an  experiment  of  nature  and 
interpreting  the  observations  made  in  view 
of  the  current  concepts  regarding  the  met- 
abolic disturbance  in  this  disorder  has  led 
to  the  conclusion  that  it  is  in  the  extracel- 
lular compartment  that  alterations  in  the 
potassium  concentration  bring  about  cer- 
tain well-recognized  electrocardiographic 
patterns. 

Many  similar  experiments  are  being  per- 
formed by  nature  every  day.  It  not  only  be- 
hooves the  physician  to  seek  out  and  analyze 
such  experiments  but  he  should  never  miss  an 
opportunity  to  recognize  and  interpret  these 
experiments  of  nature  which  constantly  sur- 
round him.21 

Summary 

A patient  with  familial  periodic  paralysis 
is  reported.  The  observations  made  re- 
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garding  the  serum  potassium  and  electro- 
cardiographic changes  are  interpreted  in  the 
light  of  current  concepts  regarding  the 
metabolic  alterations  that  are  known  to 
occur  in  this  disorder. 

It  is  concluded  that  variation  in  the 
extracellular  potassium  concentration,  and 
not  the  intracellular  potassium,  is  most 
likely  of  dominant  and  perhaps  sole  im- 
portance in  effecting  characteristic  electro- 
cardiographic patterns. 

79 — 01  Broadway 
Elmhurst  11373 
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Medical  resources 
in  Western  hemisphere 


The  A.M.A.  News  has  recently  reported  on 
the  conditions  from  a medical  standpoint  in 
various  countries  and  territories  in  the  Western 
hemisphere. 

The  Virgin  Islands,  administered  by  the 
U.S.  Department  of  Interior,  have  a population 
of  33,500,  an  area  of  133  square  miles,  no  medical 
schools,  3 hospitals,  and  25  physicians. 

The  British-administered  Virgin  islands  total 
about  60  square  miles,  have  a population  of 
7,500,  no  medical  schools,  approximately  35 
hospital  beds,  and  2 physicians. 

Antigua,  Redona,  and  Barbuda,  all  British- 
owned,  total  171  square  miles.  The  population 
is  65,000,  there  are  no  medical  schools,  3 hos- 
pitals, and  17  physicians. 

Barbados  consists  of  166  square  miles  and  a 
population  of  242,000.  There  are  no  medical 
schools,  10  hospitals,  and  82  physicians. 

The  Cayman  Islands  (Grand  Cayman,  Little 


Cayman,  and  Cayman  Brae)  have  100  square 
miles,  9,000  people,  no  medical  schools,  1 hos- 
pital, and  3 physicians. 

Dominica  is  290  square  miles  in  size,  has  a 
population  of  60,000,  6 hospitals,  no  medical 
schools,  and  8 physicians. 

Grenada  has  an  area  of  133  square  miles, 
89,000  people,  no  medical  schools,  7 hospitals, 
and  20  physicians. 

Montserrat  has  33  square  miles,  a population 
of  13,000,  no  medical  schools,  1 hospital,  and 
3 physicians. 

St.  Christopher  (St.  Kitts),  Nevis,  and  An- 
guilla total  155  square  miles,  have  a population 
of  57,000,  and  no  medical  schools,  4 hospitals, 
and  12  physicians. 

St.  Lucia  has  an  area  of  238  square  miles,  a 
population  of  95,000,  no  medical  schools,  3 
hospitals,  and  10  physicians. 

St.  Vincent  is  150  square  miles  in  size,  and  it 
has  80,000  people.  There  are  no  medical 
schools,  8 hospitals,  and  10  physicians. 

Turks  and  Caicos,  having  30  islets  of  which 
6 are  inhabited,  total  166  square  miles  and  have 
a population  of  6,000.  There  are  no  medical 
schools,  no  hospitals,  and  2 physicians. 
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Literature  emphasizes  the  infrequency 
and  low  percentage  of  metastasis  to  bone 
from  primary  sites  in  the  gastrointestinal 
tract.1-7  However,  bone  metastases  from 
lesions  in  the  esophagus,  stomach,  colon, 
and  rectum,  when  cited  in  absolute  numbers 
as  noted  by  Abrams,2  are  not  rare,  but 
rather  rank  high  in  the  order  of  frequency 
behind  breast  and  prostate  cancers. 

When  the  gastrointestinal  series  was 
made  a part  of  the  routine  diagnostic 
work-up,  the  authors  were  impressed  by 
the  number  of  latent  primary  lesions  dis- 
covered, usually  in  the  stomach  or  colon, 
in  patients  with  precocious  bone  metastasis 
as  the  first  symptom  of  their  disease. 

Seven  cases  of  skeletal  metastases  from 
latent  primary  cancers  of  the  gastro- 
intestinal tract  diagnosed  in  the  past  four 
years  make  the  basis  for  this  report. 


Clinical  material 

Seven  patients,  only  1 of  whom  was  a 
female,  were  admitted  to  the  Hospital  for 
Joint  Diseases  with  precocious  metastasis 
to  bone  from  a latent  primary  cancer  in  the 
digestive  tract.  Only  1 of  this  group  neces- 
sitated admission  to  the  hospital  because  of 
gastrointestinal  complaints.  This  patient 
was  a fifty-two-year-old  white  male  who 
suddenly  developed  upper  digestive  tract 
bleeding.  However,  prior  to  this  acute 
episode,  his  major  problem  had  been  three 
months  of  pain  in  the  left  shoulder  with 
marked  restriction  in  motion  (Fig.  1). 
An  unrecognized  metastatic  lesion  in  the 
medial  portion  of  the  left  clavicle  was  the 
first  manifestation  of  his  disease,  whereas 
the  latent  primary  adenocarcinoma  of  the 
cardia  of  the  stomach  remained  as  a silent 
focus  until  the  time  of  admission. 

The  absence  of  gastrointestinal  symp- 
toms in  4 of  the  7 patients  is  of  interest. 
In  2 of  this  group,  mild  or  minimal  digestive 
complaints  were  present  which  could  not 
seriously  be  regarded  or  suspected  as 
symptoms  of  gastrointestinal  tract  cancer. 
These  findings  agree  with  those  of  Bertin8 
who  commented  that  cancer  may  be  pres- 
ent in  the  gastrointestinal  tract  for  a 
considerable  period  of  time  without  pro- 
ducing significant  digestive  disturbance. 

One  patient  died  of  extensive  skeletal 
metastasis,  suffering  severe  uncontrollable 
pain  in  multiple  bone  sites  over  a period  of 
twenty-one  months  and  never  experienced 
digestive  symptoms.  Only  at  autopsy 
was  an  occult  primary  cancer  discovered  in 
the  colon  (Fig.  2).  However,  in  the  usual 
instance,  the  primary  carcinoma  was  dis- 


FIGURE  1.  (A)  Osteolytic  lesion  noted  destroying  medial  end  of  clavicle  (arrow).  Patient’s  first  complaint 
was  pain  in  left  shoulder.  (B)  Polypoid  carcinoma  of  cardia  of  stomach  invading  lower  end  of  esophagus 
was  site  of  latent  primary  tumor. 
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FIGURE  2.  (A)  Large  juxtacortical  metastatic 
lesion  involving  right  femoral  shaft  was  one  of 
several  skeletal  lesions  in  this  patient.  (B)  Ex- 
tensive osteolytic  destruction  of  scapula  and  outer 
margin  of  clavicle  in  same  patient.  Autopsy  dis- 
closed primary  focus  in  colon. 


covered  four  weeks  to  three  months  after 
symptoms  of  skeletal  metastasis  first  ap- 
peared. 


Table  I is  a summary  of  the  7 cases  re- 
ported in  this  study.  All  but  1 had  histo- 
logic confirmation  of  the  primary  cancer 
site,  and  in  this  exception  the  x-ray  findings 
of  an  infiltrating  lesion  in  the  stomach  were 
so  convincing  there  could  be  little  room  to 
doubt  the  diagnosis. 

Table  II  reviews  10  cases  reported  in  the 
English  literature  and  the  7 of  our  study. 
Nine  of  15  cases  in  whom  the  primary  site 
could  be  identified  had  lesions  in  the  stom- 
ach, 5 in  the  colon,  and  1 in  the  esophagus. 

Comment 

In  a series  of  1,000  consecutive  autopsies 
of  patients  with  skeletal  metastases, 
Abrams2  made  an  appraisal  of  primary  sites 
of  cancer  in  descending  orders  of  frequency. 
By  applying  autopsy  frequency  figures  of 
skeletal  metastasis  to  incidence  figures  of 
carcinoma  in  the  population,  he  arrived  at 
an  interesting  group  of  statistics  which 
pointed  out  that  in  50  per  cent  of  those  with 
thyroid  carcinoma,  the  disease  metasta- 
sized to  the  skeleton,  compared  with  0.11 
per  cent  of  stomach  carcinomas.  On  the 
other  hand,  when  the  estimated  incidence 
of  cancer  from  these  two  sites  was  pro- 
jected in  absolute  numbers,  “among  the 
male  population,  there  will  be  twenty 
times  as  many  skeletal  metastases  from 
carcinoma  of  the  stomach  as  from  car- 
cinoma of  the  thyroid,  and  six  times  as 
many  from  carcinoma  of  the  lung  as  from 
carcinoma  of  the  kidney.”2 

A re-evaluation  of  the  summary  table 
from  Turner  and  Jaffe3  in  their  clinical  and 
roentgenologic  study  of  metastatic  neo- 
plasms to  the  skeleton  and  lungs  in  1,303 
cases  confirmed  at  autopsy  showed  that  of 
351  cancers  from  the  esophagus,  stomach, 
or  large  intestine,  28  metastasized  to  bone. 
This  represents  skeletal  metastases  in  7 per 
cent  of  the  cases.  However,  in  absolute 
numbers,  the  gastrointestinal  sites  rank 
high  in  order  of  metastasis  behind  breast 
and  prostate  lesions. 

The  reappraisal  of  figures  from  the 
literature  point  out  a higher  frequency  of 
skeletal  metastases  from  gastrointestinal 
sites  than  previously  anticipated.  Never- 
theless, it  is  a rare  report  where  the  first 
symptom  of  a latent  primary  carcinoma  is 
the  bone  metastasis.  In  the  English  litera- 
ture, the  authors  found  seven  articles  re- 
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TABLE  I.  Summary  of  cases  in  this  study 


Sex 

Age 

(Years) 

Site  and  Nature 
of  Metastasis 

Major  Complaints 

Onset  of  Gastro- 
intestinal Symptoms 

Primary  Carcinoma 

Histologic 

Confirmation 

F 

52 

Osteolytic  destruc- 
tion of  right  tenth 
rib  posteriorly 

Four  weeks  of  pain 
and  swelling  of 
right  chest  wall 

Choking  sensation 
in  throat 

Esophagus  (mid- 
third) 

Epidermoid  car- 
cinoma 

M 

83 

Osteolytic  destruc- 
tion of  ninth  and 
tenth  thoracic 
vertebrae;  patho- 
logic fractures  of 
first,  third,  and 
fourth  lumbar 
bodies 

Pain  in  back  for  five 
weeks 

Mild  anorexia,  25 
pounds  weight  loss 
in  three  months 

Stomach 

M 

52 

Osteolytic  metastasis 
to  medial  portion 
of  left  clavicle 

Pain  in  shoulder  and 
restricted  move- 
ment for  three 
months 

Tarry  stool  necessi- 
tated admission 

Stomach  (cardia  in- 
volving lower 
esophagus) 

Adenocarcinoma 

M 

60 

Osteolytic  and  osteo- 
blastic destruction 
of  second  lumbar 
vertebra 

Pain  in  back  for 
three  months 

o* 

Descending  colon 

Malignant  degenera- 
tion of  adenoma- 
tous polyp 

M 

60 

Osteolytic  metastasis 
to  proximal  end  of 
right  femur 

Progressive  pain  in 
right  thigh  for 
three  months 

o* 

Prepyloric  segment 
of  stomach 

Mucus-producing 

adenocarcinoma 

M 

60 

Osteolytic  destruc- 
tion of  fourth  cer- 
vical body 

Pain  in  left  leg  for 
five  weeks.  Pain 
in  neck 

o* 

Stomach  (linitis 
plastica) 

Adenocarcinoma 

M 

71 

Osteolytic  metastasis 
of  left  scapula. 
Juxtacortical 
lesions  in  both 
femora 

Severe  pain  in  mul- 
tiple bone  sites  for 
twenty-one 
months 

o* 

Colon? 

Metastatic  adenocar- 
cinoma 

* No  gastrointestinal  symptoms. 


porting  a total  of  10  cases  in  this 
category.8-14  Since  1959,  when  one  of  us 
(A.N.)  established  the  discipline  of  a com- 
plete gastrointestinal  radiographic  work-up 
in  patients  with  metastatic  bone  tumors  in 
whom  the  primary  lesion  was  obscure,  7 
cases  of  latent  cancers,  primarily  in  stomach 
or  colon,  were  uncovered. 

None  of  the  patients  had  important 
symptoms  of  gastrointestinal  tract  disease 
at  the  outset  of  their  illness.  Some 
developed  symptoms  weeks  or  months  after 
the  onset  of  pain  from  their  bone 
metastasis.  One  of  the  group  died  with 
extensive  involvement  of  the  skeleton 
twenty-one  months  after  the  discovery  of 
his  bone  metastasis  and  never  suffered 
symptoms  of  colon  disease,  the  site  of  his 
carcinoma  at  autopsy.  Barclay11  and 
Markowitz9  each  cite  a case  of  a patient 
with  latent  primary  cancers  in  the  gastro- 
intestinal tract  who  died  without  stomach 
symptoms  throughout  his  illness  in  spite 
of  the  presence  of  a large  adenocarcinoma  of 
this  viscus. 

Although  the  pathologist  may  often 
suggest  the  primary  site  from  the  ap- 
pearance of  the  lesional  tissue  in  the  bone 
metastases,  Jaffe15  points  out  that  “in  some 
instances,  however,  the  cellular  pattern 
presented  by  the  tumor  tissue  may  be  so 


lacking  in  differentiation  that  it  offers 
practically  no  clue  at  all  to  the  site  of  the 
primary  lesion.  Indeed,  it  may  even  mis- 
lead one  into  thinking  that  the  bone  lesion 
in  question  is  a primary  rather  than  a 
metastatic  tumor.” 

Our  experience  agrees  with  Pfahler’s16 
discussion  of  Bertin’s  report  when  he  noted 
that  only  if  one  gets  into  the  habit  of 
thinking  of  primary  cancers  of  the  gastro- 
intestinal tract  as  a site  of  metastasis  to 
bone  will  cases  be  uncovered. 

Establishing  the  primary  lesion  in  meta- 
static bone  disease  has  clinical  importance. 
It  helps  the  clinician  plan  his  management 
of  the  case;  it  often  avoids  the  need  for  a 
biopsy  of  the  metastatic  tumor,  an  ad- 
vantage when  the  approach  is  difficult,  as 
in  vertebral  body  lesions;  and  it  is  of 
significance  in  those  cases,  as  Jaffe15 
mentions,  where  the  tumor  tissue  lacks  dif- 
ferentiation and  may  mislead  one  into 
thinking  that  the  bone  lesion  is  a primary 
rather  than  a metastatic  tumor,  as  happened 
in  2 of  our  cases. 

Summary 

Seven  cases  of  latent  primary  tumors  in 
the  gastrointestinal  tract  with  metastases 
to  bone  are  presented.  The  authors  point 
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TABLE  II.  Review  of  cases  presented  in  English  literature  and  this  study 


Author 

Cases 

Primary 
Carcinoma  Site 

Skeletal  Involvement 

Discovery  of 
Primary  Carcinoma 

Markowitz9 

1 

Stomach 

Extensive  carcinoma- 
tosis 

Autopsy 

Barclay11 

1 

Stomach 

Metastasis  to  clavicle 

Autopsy 

Clark12 

1 

Extensive,  of 
stomach 

Osteoclastic  metastasis 
to  fifth  lumbar  verte- 
bra, compression  of 
fourth  lumbar  verte- 
bra 

Never  identified 

Rendich  and  Levy10 

1 

Probably  gastro- 
intestinal tract 

Metatasis  to  upper  end 
of  femur 

Never  identified 

Rendich  and  Levy10 

1 

Probably  gastro- 
intestinal tract 

Metastasis  to  upper  end 
of  femur 

Never  identified 

Thomas14 

1 

Cecum 

Metastasis  to  upper  end 
of  right  femur 

Discovered  by  barium 
enema 

Gewanter,  Mitchell, 
and  Angrist13 

1 

Stomach 

Metastasis  to  left  femur 

Autopsy 

Bertin8 

1 

Sigmoid 

Osteolytic  lesion  of  skull 

Lesion  of  sigmoid  colon 
on  x-ray  film;  biopsy 
suggested  primary  in 
gastrointestinal  tract 

Berlin8 

1 

Cardia 

Osteolytic  lesion  in 
femur 

X-ray  film 

Berlin8 

1 

Sigmoid 

Osteolytic  lesion  of  right 
eighth  rib 

Rib  lesion  seen  on  chest 
x-ray  film;  left  neck 
mass  proved  meta- 
static adenocarcinoma 

Norman  and 
Leventhal 

1 

Esophagus 

Osteolytic  lesion  of  rib 

Routine  gastrointestinal 
series 

Norman  and 
Leventhal 

1 

Stomach 

Osteolytic  lesion  of 
several  vertebrae 

Stomach  lesion  seen  on 
film  of  spine 

Norman  and 
Leventhal 

1 

Stomach 

Osteolytic  lesion  of 
clavicle 

Routine  gastrointestinal 
series 

Norman  and 
Leventhal 

1 

Colon 

Osteolytic  and  osteo- 
blastic lesion  in  lum- 
bar vertebrae 

Routine  barium  enema 

Norman  and 
Leventhal 

1 

Stomach 

Osteolytic  lesion  in  right 
femur 

Routine  gastrointestinal 
series 

Norman  and 
Leventhal 

1 

Probably  in  colon 

Multiple  juxtacortical 
bone  metastases 

Suspected  at  autopsy 

Norman  and 
Leventhal 

1 

Stomach 

Osteolytic  lesion  in 
fourth  cervical  verte- 
bra 

Autopsy 

out  the  increasing  frequency  of  diagnosis  of 
such  lesions  when  a gastrointestinal  radio- 
graphic  work-up  is  made  a part  of  the  disci- 
pline of  the  examination. 

Many  patients  with  bone  metastases 
and  latent  primary  carcinomas  in  the 
stomach  or  large  intestine  may  never 
develop  symptoms  of  their  primary  tumor 
throughout  the  course  of  illness. 
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Psychosis  Due  to 
Bromide  Intoxication 

JAKOB  STERN,  M.D. 
Rego  Park,  New  York 

From  the  Department 
of  Medicine,  Montefiore  Hospital,  The  Bronx 


Although  the  incidence  of  bromide  in- 
toxication is  markedly  decreasing  with  the 
advent  of  tranquilizers  and  new  sedatives, 
this  entity  is  not  a rarity.  Unless  the 
physician  is  aware  of  the  possibility,  these 
patients  are  often  admitted  to  mental 
hospitals  with  diagnoses  of  acute  psy- 
chosis. 

According  to  various  reports,  bromide 
intoxication  comprises  from  3 to  10  per 
cent  of  admissions  for  acute  psychosis  to 
state  hospitals.1  Only  after  routine  serum 
bromides  were  determined  were  these  pa- 
tients properly  treated.  Many  have  ad- 
vocated that  all  admissions  to  a state  hos- 
pital should  have  serum  or  urine  bromide 
determinations.  The  authors  of  a recent 
report  of  2 cases  of  acute  psychosis  due  to 
bromide  intoxication,  admitted  to  North- 
ern State  Hospital,  Seattle,  Washington, 
within  one  month,  were  compelled  to  de- 
velop a new  screening  test  for  bromides  in 
the  urine  to  eliminate  false  positive  reac- 
tions (from  phenothiazine,  for  example) 
which  occurred  with  previous  methods.2 
The  patient  is  usually  incoherent,  and  no 
accurate  history  can  be  obtained;  hence 
other  diagnoses  are  made  until  the  historical 
point  of  bromide  intake  is  determined. 

Case  report 

A forty-seven-year-old  housewife  was 
admitted  to  Montefiore  Hospital  on  Oc- 


tober 3, 1960,  because  of  ataxia,  generalized 
weakness,  anorexia,  slurred  speech,  and 
withdrawah 

Prior  to  admission,  this  patient  had  had  a 
labile  personality,  was  overanxious,  and 
had  a multitude  of  somatic  complaints. 
Angina  pectoris  brought  her  to  a physician 
in  1959,  and  a labile  hypertension  was 
found.  An  attempt  at  ambulatory  anti- 
coagulation had  to  be  abandoned  after 
three  months  because  of  ecchymoses. 
Since  many  of  her  complaints  were  attrib- 
uted to  anxiety,  a regimen  of  a low-salt 
diet  and  “a  medicine  for  nerves”  was 
instituted. 

Four  months  prior  to  admission,  she 
noticed  that  she  was  bumping  into  baby 
carriages  and  tearing  her  stockings.  She 
also  noticed  that  she  bumped  into  the  walls 
of  buildings  on  the  street.  At  times  she 
was  confused  and  put  empty  bottles  into 
the  icebox.  This  was  followed  by  anorexia, 
withdrawal,  and  depression.  The  week  be- 
fore admission  she  had  had  marked  weak- 
ness and  had  to  be  helped  by  her  family 
while  walking. 

On  admission  she  was  frightened,  with- 
drawn, and  lethargic,  and  on  close  ques- 
tioning she  admitted  having  visual  hallu- 
cinations such  as  roaches  and  rats.  She  was 
oriented  in  all  three  spheres,  but  her  mem- 
ory and  calculations  were  poor.  She  had 
flight  of  ideas  and,  at  times,  dissociated 
thinking. 

Her  blood  pressure  was  190/100  mm. 
Hg;  temperature,  pulse,  and  respiration 
were  normal.  Mucous  membranes  and  skin 
were  dehydrated.  The  fundi  were  Keith- 
Wagner-1.  The  heart  was  not  enlarged. 
There  was  a regular  sinus  rhythm  and  a 
short  Grade  I to  II  ejection  murmur  at  the 
aortic  area  and  at  Erb’s  point,  not  radiating 
to  the  neck.  The  aortic  second  sound  was 
louder  than  the  pulmonary  second  sound. 
There  was  no  thrill  or  heave.  The  chest 
was  slightly  emphysematous.  The  ab- 
domen was  normal.  The  peripheral  pulses 
were  all  palpable  and  equal.  The  cranial 
nerves  were  intact.  Motor  power  was 
markedly  diminished  in  all  extremities. 
No  sensory  deficit  was  present.  There  was 
generalized  hyperreflexia,  but  no  ab- 
normal reflexes  were  present.  Romberg’s 
sign  was  present,  and  the  finger-to-nose 
test  result  showed  impairment.  She  fell 
to  either  side  while  trying  to  walk  with  eyes 
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TABLE  I.  Laboratory  data  (mEq.  per  liter) 


. Bromide » Electrolytes • 

Date  Gastric  Chloride*  • Potas-  Carbon 


(October, 

1960) 

Serum 

Urine 

Spinal 

Fluid 

Secre- 

tion 

Serum 

Urine 

Spinal 

Fluid 

Sodium 

Serum 

sium 

Serum 

Dioxide 

Serum 

4 

27.5 

25.8 

18 

98.9 

119 

139 

4.8 

28.3 

7 

11.7 

101 

70.4 

144 

5 

23 

10 

25.6 

21 

106 

82 

141 

4.4 

22 

15 

20.1 

4 

121.9 

16 

9.1 

105 

145 

4.5 

24 

4.7 

* As  total  halogen. 


closed,  and  her  gait  was  staggering  when 
she  walked  with  eyes  open. 

Laboratory  data.  The  hematocrit 
was  44,  white  blood  count  6,900,  there  was 
normal  differential,  the  platelets  were 
normal,  the  urine  was  normal,  blood  urea 
nitrogen  was  18.5  mg.  per  100  ml.,  fasting 
blood  sugar  was  87  mg.  per  100  ml.,  and 
the  erythrocyte  sedimentation  rate  was 
100  mm.  (Westergren).  The  serum  bromide 
on  admission  was  27  mEq.  per  liter  (221 
mg.  per  100  ml.),  the  toxic  zone  being  19 
to  25  mEq.  per  liter  (150  to  200  mg.  per 
100  ml.).  Transaminase  (serum  glutamic 
oxalopyruvic  transaminase)  was  32  units, 
alkaline  phosphatase  was  2.3  Bodansky 
units,  the  thymol  turbidity  was  5,  and  the 
cephalin  flocculation  test  findings  were 
negative.  Total  protein  was  7.2  Gm.  per 
100  ml.,  albumin  was  3.3  Gm.  per  100  ml., 
globulin  was  3.9  Gm.  per  100  ml.,  and  the 
electrophoretic  pattern  was  normal.  The 
VDRL  test  results  for  blood  and  spinal 
fluid  were  negative.  The  spinal  fluid 
was  clear  with  normal  pressure,  the 
protein  was  51  mg.  per  100  ml.,  and  the 
bromides  were  119  mg.  per  100  ml. 
(Table  I).  Skull  and  chest  roentgeno- 
grams gave  normal  findings.  The  electro- 
cardiogram showed  regular  sinus  rhythm 
with  normal  QRS,  T axis,  and  no  evidence 
of  cardiac  enlargement.  Initially,  an 
electroencephalogram  showed  a poorly  or- 
ganized tracing  of  a diffuse  dysrhythmia. 
The  background  was  of  low  voltage  and 
irregular,  showing  4 to  6 per  second  (theta) 
activity  in  all  leads. 

Course.  During  the  first  ten  days  of 
hospitalization  the  patient  had  delusions 
and  hallucinations  . She  tried  to  get  into 
another  patient’s  bed,  thinking  the  other 
patient  was  her  mother.  She  denied  any 


need  to  be  in  the  hospital  and  expressed 
many  paranoid  ideas.  A psychologic 
evaluation  which  included  the  Wechsler 
Adult  Intelligence  Scale,  Rorschach,  and 
Thematic  Apperception  tests  concluded: 
“The  lack  of  systemization  of  paranoid 
ideas  and  the  pattern  of  intellectual  dis- 
turbance are  more  consistent  with  a di- 
agnosis of  toxic  psychosis  than  schizo- 
phrenic reaction.” 

During  the  first  four  days  no  oral  medica- 
tion was  administered,  only  intravenous 
fluids  (5  per  cent  glucose).  There  was  no 
change  in  the  patient’s  state. 

For  the  next  four  days  she  was  placed 
on  the  following  regimen:  2 Gm.  am- 

monium chloride-coated  tablets  four  times 
per  day,  plus  2 cc.  of  meralluride  (Mer- 
cuhydrin)  injection  intramuscularly  per 
day.  This  was  followed  by  sodium  chloride 
8 Gm.  daily. 

The  most  marked  clinical  improvement 
was  noted  when  the  patient  was  on  am- 
monium chloride  plus  mercurials.  How- 
ever it  is  difficult  to  evaluate  which  of  the 
medications  mentioned  was  the  most 
efficacious. 

Twenty  days  after  hospitalization,  the 
patient  was  discharged  markedly  improved. 
An  electroencephalogram  taken  twenty- 
three  days  after  the  discharge  gave  normal 
results.  The  patient  had  made  a complete 
clinical  recovery. 

The  patient  presented  here  was  seen 
prior  to  admission  by  an  internist,  and  a 
possible  diagnosis  of  a brain  tumor  or  of 
multiple  sclerosis  was  seriously  enter- 
tained. It  was  not  until  a family  member 
insisted  that  “her  disease  must  come  from 
the  medicine  she  has  been  taking”  that  the 
diagnosis  was  made.  The  medicine  proved 
to  be  bromide  in  form  of  syrup  bromidovum 
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quinque  1 (sodium,  ammonium,  potassium, 
lithium,  and  calcium  bromide,  IV2  Gm. 
per  teaspoonful).  It  was  taken  for  nine 
months,  2 to  4 teaspoonfuls  per  day. 

Comment 

History.  Twenty-four  years  after  the 
discovery  of  potassium  bromide  in  the 
waters  of  the  Mediterranean  at  Mont- 
pellier, France  (1826,  Balard),1  a case  of 
bromide  intoxication  was  reported  by 
Huette  (1850). 3 In  the  intervening  period, 
potassium  bromide  was  recorded  in  the 
British  pharmacopoeia  and  was  used  for 
treatment  of  diverse  diseases  from  sple- 
nomegaly to  scrofula,  especially  where  it 
was  substituted  for  other  halogens. 

The  sedative  action  of  potassium  bromide 
was  known  at  that  time,  but  it  was  at- 
tributed to  potassium,  since  this,  given 
intravenously,  produced  depression  of  the 
central  nervous  system  in  laboratory  ani- 
mals. In  1857  Locock  reported  14  cases 
of  epilepsy  in  whom  potassium  bromide 
had  some  success.1  Since  epilepsy  at  that 
time  was  attributed  to  sexual  deviation, 
potassium  bromide  was  called  an  anaphro- 
disiac. 

In  1882  Albertoni4  demonstrated  the 
anticonvulsive  nature  of  potassium  bromide 
in  dogs.  However,  he  had  to  use  very  high 
dosages. 

In  1927  the  problem  of  bromide  intoxica- 
tion was  brought  to  the  attention  of  phy- 
sicians in  the  United  States  by  Wuth’s5 
report  of  10  cases  of  bromide  intoxication. 
Wuth  also  modified  the  method  described 
by  Hauptmann  for  the  detection  of  bromine 
in  blood  and  urine.2  5 This  method  is  still 
used  today.  A solution  of  gold  chloride 
is  added  to  a filtrate  of  blood  or  urine,  and 
the  brownish  precipitate  of  gold  bromide  is 
quantitated  in  a comparator.2  To  elim- 
inate the  false  positive  reactions  of  this 
method,  Reye  and  Joffe2  devised  a new 
test  for  bromine  involving  conversion  of  the 
bromide  into  bromine  which  is  then  ex- 
tracted and  concentrated  by  either  toluene 
or  chloroform  (orange-reddish  color). 

Physiology.  The  normal  content  of 
bromide  in  the  blood  was  shown  to  average 
0.37  mg.  per  100  ml.  (0.23  to  0.51).  In 
the  urine  the  average  is  0.66  mg.  per  100  ml. 
(0.3  to  0.86  mg.).  There  is  a constant  ratio 
of  bromide  to  chloride  of  1 : 1,000  in  both  the 


blood  and  the  urine.  In  drinking  water  the 
same  ratio  is  found.  Similarly,  1 Gm.  of 
table  salt  contains  1 mg.  of  bromide.5  As  a 
halogen,  bromine  is  related  in  its  physical 
and  chemical  properties  to  chlorine. 

The  absorption  of  bromide  is  rapid,  and 
the  distribution  is  similar  to  that  of 
chloride.6  The  bromide  space  resembles  the 
chloride  space,  displacing  the  latter  so  that 
the  total  halogen  is  not  changed.  The  usual 
laboratory  procedure  for  chloride,  which  is 
titrimetric,  does  not  differentiate  between 
bromide  and  chloride  and  measures  total 
halogens.  The  blood  level  of  bromide 
depends  on  intake,  hydration,  and  salt 
consumption.  One  can  predict  the  serum 
concentration  when  the  sodium  chloride 
intake  is  known  according  to  Bodansky 
and  Modell’s7  formula: 

Br-Blood/Halide-Blood  _ ^ 

Br-Ingested/Halide-Ingested 

Blood  and  tissue  bromide  reach  a stable 
level  after  one  hour  of  injection  of  potas- 
sium bromide,  and  the  central  nervous  sys- 
tem reaches  a stable  level  after  six  hours.8 
The  cerebellar  cortex  has  a higher  uptake 
than  the  white  matter,  and  the  con- 
centration decreases  from  the  granular 
layer  through  the  molecular  layer  to  the 
nerve  fibers. 

If  one  assumes  an  arbitrary  ratio  of 
bromide  to  chloride  in  serum  as  1,  the  con- 
centration of  bromide  after  the  stable  state 
is  established  to  be  above  1 in  the 
saliva  and  gastric  secretions  and  below  1 
in  the  spinal  fluid.  Five  per  cent  of  the 
injected  potassium  bromide  will  be  in  the 
red  blood  cells.  No  radiobromide  was 
found  to  be  incorporated  in  lipids  or  proteins 
of  the  blood,  and  no  significant  difference 
was  observed  in  the  uptake  between  the 
brain  and  the  spinal  cord. 

The  bromide  space  is  about  2 per  cent 
higher  than  the  chloride  space.  In  one 
study  it  was  27  per  cent  of  total  weight.6 
Bromide82  is  more  suitable  for  the  determi- 
nation of  extracellular  fluid  than  chloride 
since  its  half-life  is  35.9  hours,  whereas 
that  of  chlorine38  is  37.3  minutes.  Extra- 
cellular fluid  is  defined  here  as  interstitial 
fluid,  plasma  water,  and  transcellular 
fluid,  which  includes  fluid  in  the  gastro- 
intestinal tract,  ducts  of  glands,  cerebro- 
spinal fluid,  urine  in  the  urinary  tract,  and 
aqueous  humor. 
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Excretion  is  mostly  through  the  kidney, 
with  slight  preference  for  chloride.  The 
bromide  secreted  by  the  gastric  mucosa  is 
rapidly  reabsorbed  in  the  intestines,  so 
that  the  bromide  content  excreted  in  the 
feces  is  very  small.  Only  when  the  serum 
concentration  is  about  50  mEq.  per  liter, 
will  the  fecal  concentration  amount  to 
about  20  per  cent  of  the  total  excretion. 

The  cumulative  effect  of  bromine  intake 
was  seen  in  the  patient  presented.  The 
weight  of  this  patient  was  50  Kg.,  and 
extracellular  fluid  is  assumed  to  be  27  per 
cent  of  total  weight,  which  equaled  13.5 
L.  With  an  intake  of  1 Gm.  of  bromide, 
there  will  be  a distribution  of  12.5  mEq. 
in  13.5  L.  or  0.93  mEq.  per  liter.  Given  a 
normal  intake  of  sodium  chloride,  there 
will  be  a urinary  excretion  of  chloride  to 
bromide  of  100:1.  Theoretically,  it  would 
take  about  twelve  days  to  excrete  the  1 
Gm.  of  bromide  ingested.  The  lower  the 
intake  of  sodium  chloride,  the  higher 
will  be  the  level  of  bromide  in  the  serum. 
This  patient  was  on  a low-salt  diet. 

Pharmacology.  The  depressant  action 
of  bromide  on  the  central  nervous  system 
is  produced  only  by  ionic  bromide,  since 
organic  bromine  compounds  do  not  show 
the  same  effect.  Experimental  bromide 
intoxication  in  dogs  showed  all  the  classical 
signs  seen  in  human  beings.9  There  was 
the  neurotoxicity  with  ataxia  and  stupor, 
continuing  to  coma.  There  were  also  the 
gastrointestinal  signs  like  anorexia,  weight 
loss,  and  the  cutaneous  papular  lesions.  Of 
20  dogs  examined,  17  had  ataxia  (serum 
bromide  39  to  50  mEq.  per  liter),  11  had 
stupor  (serum  bromide  50  to  57  mEq.  per 
liter),  11  had  coma  (serum  bromide 
35  to  39  mEq.  per  liter),  and  5 had  skin 
lesions  (serum  bromide  33  to  45  mEq. 
per  liter).9 

Although  bromide82  can  be  demonstrated 
in  nerve  cells,  the  exact  cellular  metabolic 
effect  is  obscure.  Maevsky  and  Berensky10 
studied  the  permeability  of  bromide82 
into  the  central  nervous  system  of  dogs. 
The  nuclei,  cytoplasm,  and  grey  and  white 
matter  were  extracted,  and  the  content  of 
bromide82  was  determined.  No  radio- 
activity was  found  in  the  nuclei  and  cyto- 
plasm, but  it  was  pronounced  in  the  white 
matter. 

It  is  known  that  the  effect  of  bromide 
intoxication  is  not  due  to  the  associated 


hypochloremia.  Chloride  was  reduced  to 
about  40  per  cent  or  normal  in  dogs  with 
nitrates  with  no  ill  effects.1  When  chloride 
of  a perfusate  of  an  isolated  heart  muscle 
or  any  other  organ  was  replaced  by  bromide, 
there  were  no  ill  effects.  Since  the  body 
does  not  distinguish  between  bromide  and 
chloride,  the  amount  of  bromide  ingested 
displaces  the  same  amount  of  chloride. 

The  cause  of  the  cutaneous  eruption  is 
unknown.  The  skin  rash  begins  in  the 
papillary  layer  and  not  in  the  sweat  glands, 
which  are  involved  only  secondarily.  It 
is  thought  that  the  secretion  of  the  bromide 
ion  in  sweat  is  not  the  cause  of  the  derma- 
titis. The  skin  lesions  may  develop  when 
the  blood  bromide  level  is  relatively  low, 
and  the  skin  may  be  clear  despite  a high 
bromide  level.  Only  25  per  cent  of  patients 
with  bromide  intoxication  show  skin  erup- 
tions. 

Other  glands  of  the  body  may  be  affected 
in  bromide  intoxication,  including  those 
of  the  eyes,  nose,  throat,  and  respiratory 
tract.  Recent  work  showed  that  bromide 
has  an  effect  on  muscles  which  may  explain 
the  marked  weakness  that  these  patients 
show.  When  sodium  chloride  was  replaced 
in  Tyrode’s  solution  by  sodium  bromide  in 
a diaphragm-phrenic  nerve  preparation  of 
the  rat,  contractions  were  enhanced  whether 
produced  by  supramaximal  direct  or 
indirect  stimulation. 11 

Clinical  data.  Acute  bromide  intoxica- 
tion is  rarely  seen  in  human  beings  since 
the  amount  ingested  would  produce  gastric 
distress  and  vomiting  and  in  this  way  would 
prevent  absorption.  In  animals  there  is 
demonstrable  death  from  acute  bromide 
intoxication  due  to  respiratory  and  cir- 
culatory collapse.  Death  seen  in  human 
beings  is  from  the  same  cause,  with  his- 
tologic findings  of  pulmonary  and  cere- 
bral edema. 

In  human  beings,  bromide  intoxication 
is  seen  ordinarily  in  its  chronic  form. 
The  exact  incidence  is  not  known.  Among 
2,273  first  admissions  to  a Pennsylvania 
mental  hospital,  there  were  74  cases  of 
bromide  intoxication,  of  which  10  were 
cases  of  simple  intoxication,  48  of  delirium, 
13  of  transitory  schizophrenia,  and  3 of 
hallucinosis. 12 

This  does  not  represent  the  actual  in- 
cidence of  this  condition  in  the  general 
population,  since  most  of  the  symptoms 
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are  insidious  and  transient.  These  patients 
are  usually  treated  for  other  disorders. 
The  following  are  some  of  the  reasons  for 
the  relatively  high  incidence  of  bromide 
intoxication:  (1)  No  prescription  is  needed, 
since  most  of  the  so-called  “nerve  tonics” 
contain  bromide  and  are  sold  over  the 
counter;  (2)  patients  may  take  the  bromide 
for  symptoms  produced  by  the  “nerve 
tonics”;  and  (3)  the  cumulative  effect 
is  not  appreciated  by  the  physician.  In 
one  study  half  the  patients  were  taking 
bromides  on  a physician’s  prescription, 
and  the  other  half  were  taking  bromide  in 
form  of  “Bromo-Seltzer.” 

The  symptoms  of  bromide  intoxication 
are  usually  insidious.  They  may  be  due  to 
central  nervous  system  disturbance  or 
involvement  of  excretory  glands  of  eyes 
(conjunctivitis),  bronchi  (bronchitis),  stom- 
ach (gastritis),  or  skin  (dermatitis).  The 
rash  can  be  acneiform,  pustular,  or  nodular. 
It  may  involve  the  face,  legs,  or  entire 
body. 

Of  more  importance  are  the  symptoms 
of  the  central  nervous  system.  There  can 
be  diffuse  or  focal  neurologic  signs,  or  there 
can  be  complaints  referable  to  the  mental 
status. 

Twenty-seven  patients  with  bromide 
intoxication  admitted  to  Boston  City 
Hospital  showed  the  following  features: 
10  took  Elixir  3-bromide,  7 took  Bromo- 
Seltzer,  and  2 took  bromide  3 (form  of 
“Miles”  Nervine)  (sodium,  potassium,  and 
ammonium  bromide).13  The  pronounced 
clinical  features  in  these  patients  on  admis- 
sion were:  5 were  in  coma,  2 were  in  stupor, 
3 were  drowsy,  3 were  depressed,  1 was  un- 
able to  concentrate,  2 were  confused,  1 had 
hallucinosis,  7 had  generalized  weakness,  and 
3 had  abdominal  pain.  Twenty-one  of  the 

27  had  cerebellar  signs.  Of  these,  10  had 
ataxia,  2 nystagmus,  1 adiadochokinesia, 
and  8 tremor  of  the  hands.  Twelve  spinal 
fluids  examined  had  46  mg.  per  100  ml. 
of  protein  or  higher.  The  highest  was  over 
200  mg.  per  100  ml.  The  proteins  returned 
to  normal  in  all  after  discharge.  Of  36 
patients  reported  by  Hodges  and  Gilmour,14 

28  (77  per  cent)  had  dizziness  with  ataxia, 
20  (56  per  cent)  showed  confusion,  19 
(54  per  cent)  memory  loss,  8 (23  per  cent) 
hallucinations,  and  5 (14  per  cent)  slurred 
speech. 

In  a study  of  bromide  hallucinations, 


Levin15  points  out  that  in  a patient  with  a 
schizoid  personality,  bromide  intoxication 
may  bring  schizophrenia  into  the  open, 
indistinguishable  from  ordinary  schizo- 
phrenia, except  by  the  course  of  the  disease. 
He  states,  “No  one  will  ever  know  how 
many  patients  with  unrecognized  bromide 
schizophrenia  have  been  given  shock  treat- 
ment which  they  did  not  need.”15  The 
difference  between  simple  bromide  hal- 
lucinosis and  bromide  intoxication  with 
underlying  schizophrenia  is  that  in  the 
former,  the  patient  has  good  rapport  and 
no  self-reference  or  bizarre  thinking,  where- 
as in  the  latter  he  has  just  the  opposite. 
Thus,  the  patient  with  simple  hallucinosis 
will  see  the  nurse  as  his  wife,  sister,  or  other 
person  familiar  to  him,  while  the  patient 
with  an  underlying  schizophrenia  will  see 
the  nurse  as  an  animal  or  other  bizarre  ob- 
ject. 

The  mental  symptoms  appear  and  dis- 
appear in  a certain  pattern  determined  by 
relative  complexity.  The  most  complex 
functions  disappear  first  and  reappear  last. 
Hallucinations  may  appear  before  disorien- 
tation, since  the  ability  to  think  without 
hallucination  is  more  complex  than  orien- 
tation. Orientation  to  time  is  lost  before 
orientation  to  place  and  person,  and  it 
returns  last.  Children  are  oriented  to  place 
and  person  long  before  they  are  capable  of 
orientation  to  time. 

The  clearance  of  bromides  from  the 
system  does  not  guarantee  immediate 
recovery  from  the  psychosis.  Recovery 
may  take  weeks  to  months  depending  on 
the  extent  and  reversibility  of  brain  dam- 
age. Good  nursing  care  is  of  primary  im- 
portance. Intravenous  fluids  are  mandatory 
since  patients  are  usually  anorectic.  In- 
take and  output  have  to  be  reported. 

Wuth,  in  1927, 5 pointed  out  that  the 
rationale  of  treatment  of  bromine  in- 
toxication with  sodium  chloride  was  to  re- 
place the  bromide  and  to  increase  the  bro- 
mide excretion.  Cornbleet16  treated  12 
patients  and  found  that  there  was  a more 
rapid  degree  of  decline  of  serum  bromide 
with  ammonium  chloride  than  with  sodium 
chloride,  because  of  the  duality  of  its  ac- 
tion, supplying  chlorides  and  being  a di- 
uretic. Merrill  and  Weller17  treated  a pa- 
tient with  bromide  intoxication,  in  coma, 
with  an  artificial  kidney.  The  dialysate 
in  the  bath  had  129  mEq.  per  liter  of 
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chloride  (gradient  bath  to  blood),  and  140 
mEq.  of  sodium  (no  gradient).  There  was 
a rapid  drop  in  serum  bromide  from  23 
mEq.  per  liter  to  3.3  mEq.  per  liter  in  six 
hours. 

Summary 

A case  of  bromide  intoxication  present- 
ing itself  as  psychosis  is  described, 
and  the  hazard  of  administering  “nerve 
tonics”  is  pointed  out.  Clinical  and  lab- 
oratory features  including  serial  electro- 
encephalograms are  reported.  The  phar- 
macology, clinical  features,  and  treatment 
of  bromide  intoxication  are  discussed.  The 
physiology  of  bromide  kinetics  is  reviewed. 
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during  pregnancy  are;  (1)  Communicate  with 
medical  consultant  early  and  often  throughout 
pregnancy  to  regulate  maintenance  dosage  of  the 
corticosteroid;  (2)  establish  a definite  plan  for 
more  intensive  treatment  during  and  after  labor; 
and  (3)  to  help  communication  with  the  labor 
room  nurses  and  anesthesiologist,  recommenda- 
tions for  intensive  corticosteroid  treatment  could 
be  attached  to  the  patient’s  identification  card. 
F or  supportive  therapy  during  labor,  the  follow- 
ing are  recommended;  intramuscular  injection 
of  200  mg.  of  cortisone  acetate  on  admission;  the 
dose  of  cortisone  repeated  every  four  to  six  hours 
for  a total  of  600  mg.;  if  necessary,  an  intramus- 
cular injection  of  100  mg.  of  hydrocortisone 
sodium  succinate  (Solu-Cortef)  at  delivery;  an 
intramuscular  injection  of  75  to  100  mg.  of 
cortisone  acetate  eight  hours  postpartum;  and 
resumption  of  the  oral  corticosteroid  of  choice. 
Selected  patients  may  be  primed  with  40  to  80 
units  of  ACTH  alone  or  in  conjunction  with  the 
drugs  mentioned. 
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|n  the  differential  diagnosis  of  sple- 
nomegaly, it  is  not  unusual  to  overlook  the 
possibility  of  splenic  cyst  because  of  its 
rarity.  As  illustrated  in  this  communica- 
tion, the  technic  of  splenography  may  be  a 
valuable  adjunct  in  establishing  a correct 
preoperative  diagnosis. 

Case  report 

A nineteen-year-old  white  Italian  male 
was  hospitalized  on  July  11,  1963,  with 
a four-year  history  of  aching  left  upper 
quadrant  pain  and  increasing  abdominal 
girth.  In  August,  1962,  he  was  first  noted 
to  have  an  enlarged  spleen.  As  a child, 
the  patient  had  received  many  blows  on 
the  abdomen  from  friends  who  were 
“testing  his  muscles.” 

On  physical  examination  the  patient 
appeared  moderately  obese.  Blood  pres- 
sure was  110/80  mm.  Hg;  pulse  88  per 
minute,  and  temperature  98  F.  The  sole 
positive  finding  was  a firm,  nontender 
spleen  extending  5 cm.  beneath  the  left 
costal  margin.  Neither  hepatomegaly  nor 
ascites  was  present. 

The  hemogram,  urinalysis,  liver  func- 


tion tests,  and  coagulation  profile  all  gave 
normal  results.  The  chest  x-ray  film 
revealed  elevation  of  the  left  hemidia- 
phragm,  and  an  abdominal  plainfilm  dem- 
onstrated a large  mass  in  the  left  upper 
quadrant.  Displacement  medially  of  the 
stomach  and  small  bowel  by  a large  left 
upper  quadrant  mass  was  seen  on  upper 
gastrointestinal  roentgenograms  (Fig.  1A). 
A liver  biopsy  specimen  (Menghini  needle) 
showed  normal  results. 

On  July  15,  because  of  suspected  splenic 
vein  thrombosis,  the  patient  was  prepared 
for  splenoportography.  Passage  of  a num- 
ber 18  spinal  needle  into  the  mass  through 
the  ninth  left  intercostal  space  resulted  in  a 
free  flow  of  fatty,  greenish-yellow  fluid. 
Injection  of  30  ml.  of  70  per  cent  sodium 
acetrizoate  (Urokon)  and  20  ml.  of  air 
outlined  a large,  unilocular,  cystic  lesion 
occupying  the  entire  left  upper  quadrant 
and  appearing  to  displace  the  spleen  in- 
teriorly (Fig.  IB).  On  decubitus  films  the 
injected  air  layered  out  in  a fashion  which 
would  be  expected  of  a fluid-filled  cavity. 
The  needle  was  replaced  by  a polyethylene 
catheter  which  was  connected  to  a drainage 
bottle.  An  intravenous  urogram  per- 
formed shortly  after  the  attempted  sple- 
noportogram demonstrated  the  left  kidney 
to  be  displaced  caudally  and  medially  and 
to  be  entirely  separated  from  the  large 
dye-filled  cyst.  Chemical  analysis  of  the 
cyst  contents  revealed  bilirubin  2.5  mg. 
per  100  ml.,  cholesterol  138  mg.  per  100 
ml.,  amylase  63  Somogyi  units,  and  protein 
8.2  Gm.  per  100  ml. 

A laparotomy  was  performed  on  July  23. 
On  entering  the  peritoneal  cavity,  the 
surgeon  noted  a markedly  enlarged  spleen, 
the  superior  and  hilar  aspects  of  which 
were  whitish,  thickened,  and  adherent 
to  surrounding  tissues.  After  adequate 
hemostasis  was  secured,  the  spleen  was 
removed.  The  postoperative  course  was 
uncomplicated,  and  the  patient  was  dis- 
charged on  July  30. 

The  entire  specimen  weighed  970  Gm. 
(Fig.  2A).  On  cross  section  the  spleen  was 
replaced  by  a 15  cm.  unilocular  cyst  at  its 
lower  pole.  The  lining  of  the  cyst  was 
composed  of  dense,  leathery,  fibrous  tissue 
measuring  2 to  6 mm.  in  thickness.  Nu- 
merous broad  bands  and  irregular  sulci  and 
gyri  gave  the  inner  wall  a cerebral  ap- 
pearance (Fig.  2B).  Although  partially 
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FIGURE  1.  (A)  Left  upper  quadrant  mass  seen  displacing  stomach  and  small  intestine  to  right.  Gastric 
fundal  contour  entirely  obliterated  by  pressure  from  adjacent  mass.  (B)  Following  splenoportography 
there  is  opacification  of  large  unilocular  splenic  cyst.  In  this  upright  projection,  air-fluid  level  seen  faintly 
at  apex  of  cyst  cavity  (arrow).  Triangular  air  shadow  in  upper  center  of  radiograph  corresponds  to  superior 
portion  of  stomach  as  noted  in  (A). 


collapsed,  the  cyst  contained  200  ml.  of 
amber-colored  fluid. 

Microscopic  sections  revealed  bits  of 
dense,  amorphous,  eosinophilic  debris  ad- 
herent to  the  cyst  wall.  Along  the  fibrous 
wall  bordering  the  splenic  parenchyma, 
increased  numbers  of  hemosiderin-laden 
macrophages  and  focal  collections  of  cho- 
lesterol crystals  surrounded  by  fat-con- 
taining macrophages  were  noted.  Cover- 
ing the  entire  cyst  in  the  lower  pole  was  a 
rim  of  splenic  parenchyma  in  some  areas  no 
more  than  1 mm.  thick  (Fig.  3A).  The 
thick,  hyalinized,  connective-tissue  wall  of 
the  cyst  was  lined  incompletely  by  squa- 
mous epithelium  (Fig.  3B).  No  hair  fol- 
licles or  other  dermal  components  were 
encountered.  The  pathologic  diagnosis 
was  epidermoid  cyst  of  the  spleen. 

Comment 

Nonparasitic  cysts  of  the  spleen  are 
uncommon,  approximately  421  cases  having 
been  reported  in  the  world  literature  prior 
to  1964. 1 Depending  on  the  presence  or 
absence  of  a cellular  lining,  cysts  are 


classified 

as  primary  or  secondary.  Fur- 

ther 

subdivision  is  taken  from  Fowler’s2 

review. 

This  classifies  nonparasitic  benign 

cysts  as  follows: 

I. 

Primary,  with  cellular  lining 

A. 

Congenital 

B. 

Traumatic 

C. 

Inflammatory 

1.  Infoliation 

2.  Dilatation 

D. 

Neoplastic  (also  congenital) 

1.  Epidermoid 

2.  Dermoid 

3.  Lymphangioma 

4.  Hemangioma 

II.  Secondary,  with  no  cellular  lining 

A.  Traumatic  (blood,  serous) 

B.  Degenerative  (liquefaction) 

C.  Inflammatory  (necrosis, 
tuberculosis) 

Neoplastic  cysts  comprise  about  40  per 
cent  of  the  total  number,  hemangiomas 
being  most  common  and  dermoids  rarest. 
Twenty  per  cent  of  all  cystic  neoplasms  of 
the  spleen  are  epidermoid.2 

Splenic  epidermoid  cysts  are  found  in 
patients  ranging  in  age  from  six  months  to 
fifty  years,  two-thirds  occurring  in  the 


i 
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FIGURE  2.  (A)  Excised  spleen  contains  round 
cystic  mass  measuring  15  cm.  in  diameter.  Normal 
splenic  tissue  seen  on  left.  (B)  Cross  section  of 
cyst  shows  numerous  convolutions  composed  of 
dense  fibrous  tissue. 


second  and  third  decades.3  No  sex  prepon- 
derance is  apparent.  The  most  common 
complaints  are  left  upper  quadrant  pain 
and  increasing  abdominal  size.  Except 
for  splenomegaly,  physical  examination 
usually  gives  normal  results,  although, 
rarely,  another  congenital  defect  is  pres- 
ent.4 The  laboratory  offers  no  clue  to  the 
correct  diagnosis.  The  differential  diag- 
nosis of  splenic  enlargement  must  include 
cystic  lesions  of  the  pancreas,  left  kidney, 
left  lobe  of  the  liver,  omentum,  mesentery, 
and  spleen  as  well  as  retroperitoneal 
tumors,  portal  hypertension  with  conges- 
tive splenomegaly,  reticuloendotheliosis, 
amyloidosis,  splenic  neoplasms,  chronic 
infectious  diseases,  hematoma,  abscess, 
benign  lymphoid  hyperplasia,  myeloprolif- 
erative diseases,  and  other  hematologic 
disorders. 

Except  when  there  is  calcification  of  the 
epidermoid  cyst  wall,  barium  contrast 


roentgenography  and  intravenous  urog- 
raphy serve  only  to  define  the  mass  more 
clearly  but  give  no  insight  to  the  true 
nature  of  the  lesion.5  6 Thus,  exploratory 
laparotomy  is  often  undertaken  with  scanty 
knowledge  of  the  cause  and  the  extent  of  the 
disease  process.  Splenoportography  is 
both  a rational  and  a desirable  procedure 
in  cases  of  obscure  splenomegaly.7-9 
When  greenish-yellow  fatty  fluid  is  aspi- 
rated through  the  exploring  transthoracic 
needle,  one  has  obtained  strong  presump- 
tive evidence  for  the  existence  of  a splenic 
cyst.  Further  confirmation  may  be 
achieved  by  the  injection  of  soluble  con- 
trast medium  into  the  cavity  of  the  cyst. 
If  the  contrast  medium  is  seen  to  be  filling 
a hollow  structure,  a small  quantity  of  air 
should  be  instilled  so  that  a layering  effect 
can  be  obtained  in  the  lateral  and  upright 
projections.  Of  course,  the  normal  portal 
venous  channels  are  not  visualized.  The 
resulting  radiographic  appearance  is  vir- 
tually pathognomonic  of  a large  unilocular 
cyst  of  the  spleen  (Fig.  IB).  The  surgeon 
can  enter  the  abdomen,  therefore,  with  pre- 
cise information  as  to  the  organ  of  origin 
and  the  size  of  the  mass.  Preoperative 
decompression  of  the  cyst  by  an  indwelling 
catheter  is  suggested  to  facilitate  the  tech- 
nical aspects  of  splenectomy. 

Presacral  pneumoperitoneum  combined 
with  splenoportography  and  splenic  ar- 
teriography have  been  used  to  outline 
splenic  tumors  more  clearly,  but  seem  to 
offer  no  advantage  in  delineating  cystic 
lesions.7  The  same  may  be  said  of  radio- 
isotope scanning  procedures  utilizing  radio- 
active sodium  chromate-labeled  red  blood 
cells. 10  Short  of  surgical  biopsy,  it  is 
difficult,  in  fact,  to  imagine  a diagnostic 
approach  more  fruitful  than  direct  radio- 
graphic  opacification  of  the  pathologic 
structure  in  question. 

Summary 

A nineteen-year-old  male  with  sple- 
nomegaly was  evaluated  by  means  of 
splenography,  and  a large  cyst  cavity  was 
outlined.  At  surgery  an  epidermoid  cyst 
of  the  spleen  was  found. 

In  cases  of  obscure  splenomegaly,  sple- 
nography can  be  a valuable  technic  for 
establishing  a diagnosis  of  splenic  cyst. 
Radiographic  visualization  of  the  lesion 
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FIGURE  3.  (A)  Thin  rim  of  parenchyma  separates  splenic  capsule  from  cyst  wall.  Progressing  from  top 
to  bottom  of  photomicrograph,  four  distinct  strata  (arrows)  noted:  (a)  stratified  squamous  epithe- 

lium lining  cyst  lumen,  (b)  cyst  wall  composed  of  thick  fibrous  connective  tissue,  (c)  splenic  parenchyma, 
and  (d)  fibrous  capsule  of  spleen.  Absence  of  dermal  appendages  typical  of  epidermoid  cyst.  (B)  Typi- 
cal stratified  squamous  epithelium  seen  lining  cyst  cavity  (X  320). 


preoperatively  offers  the  surgeon  an  ac- 
curate guide  to  the  correct  operative 
management. 

Acknowledgment.  The  splenography  was  performed  by 
B.  Allen  Weiss,  M.D. 
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T hose  observers  who  subscribe  to  one  or 
another  of  the  common  object  type  of 
theories  of  history  such  as  the  “pendulum,” 
the  “spiral,”  the  “staircase,”  and  so  on 
will  find  scant  comfort  when  they  review 
the  history  of  Mexico,  especially  the  Mex- 
ican Revolution  of  the  first  part  of  the 
twentieth  century.  Even  when  viewed 
through  the  omniscience  of  the  retrospecto- 
scope,  the  pattern  of  social  movement  and 
the  line  of  sequential  events  seem  as  ir- 
regular as  the  tracings  on  a kymograph  in 
an  experiment  which  is  only  partly  con- 
trolled. When  the  Revolution  broke  out 
against  the  Diaz  regime  in  1910,  Mexico 
had  no  guiding  intellectual  leader,  no  syste- 
matic social  philosophy;  unlike  France,  it 
had  no  Rousseau;  unlike  Russia,  it  had  no 
Marx.  However,  in  contrast  to  most 
other  revolutions  it  did  produce  its  own 
indigenous,  on-the-scene  novelist.  Most 
revolutions  produce  polemics,  posters,  and 
popular  songs;  the  Mexican  Revolution 
produced  in  addition  a physician-novelist, 
Mariano  Azuela.  Revolutions  tend  to 
manufacture  fiction,  but  it  is  more  com- 
monly the  fiction  of  reportage  than  the 
fiction  of  art.  Azuela  was  a man  of  high 
principle,  a moralist.  Men  of  high  prin- 
ciple serve  a useful  purpose  in  a revolution, 
but  only  up  to  a point.  It  is  not  sur- 


prising that  Azuela’s  active  involvement 
with  politics  was  temporary,  but  he  spent 
his  entire  life  serving  two  arts — medicine 
and  literature — with  skill,  devotion,  and 
a sense  of  human  values. 

Born  in  1873  at  Lagos  de  Moreno  in 
Jalisco,  Azuela  was  the  son  of  an  independ- 
ent small  landholder.  He  was  sent  to 
school  in  Guadalajara,  finally  receiving  his 
M.D.  degree  there  in  1899.  He  returned 
to  Lagos,  set  up  practice,  married,  and 
began  to  rear  a family.  As  a student  he 
had  contributed  a series  of  sketches  on 
student  life  to  a magazine  in  Mexico  City, 
and  he  continued  to  write  intermittently 
during  the  early  years  of  his  practice. 
Azuela’s  sympathies  were  with  the  poor, 
the  unfortunate,  the  oppressed;  he  became 
intellectually  committed  to  the  anti- Diaz 
movement.  Although  Mexico  had 
achieved  peace  and  prosperity  under  the 
stable  rule  of  Diaz  and  his  clique,  economic 
stability  had  been  won  at  the  expense  of 
individual  and  civil  liberties.  Illiteracy 
was  still  high;  three  fourths  of  the  people 
were  desperately  poor  and  lived  in  primitive 
circumstances.  There  was  no  middle  class 
intelligentsia  to  nurture  the  philosophy 
of  social  reform;  in  fact  there  was  almost 
no  middle  class.  When  Madero  managed 
to  overthrow  Porfirio  Diaz  in  1911,  Azuela, 
who  had  been  an  active  “maderista,”  was 
made  Director  of  Education  of  the  State 
of  Jalisco. 

Although  he  had  achieved  no  great 
fame,  he  had  published  by  then  three 
novels:  Maria  Luisa  (1907),  Los  fra- 

casados  (1908),  and  Mala  yerba  (1909). 
Even  in  his  early  works  Azuela’s  novels 
show  his  ability  to  depict  provincial  and 
rural  types,  an  interest  in  class  struggle, 
concern  for  social  progress,  and  an  anti- 
clericalism born  of  skepticism. 

Revolution 

Madero  proved  weak  and  indecisive 
as  a leader;  he  had  never  pretended  to  be 
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a “man  on  horseback”;  he  had  succeeded 
Diaz  by  constitutional  means.  Neverthe- 
less, in  February,  1913,  with  the  con- 
nivance of  Henry  Lane  Wilson,  the  U.S. 
ambassador,  Huerta  and  Felix  Diaz,  a 
nephew  of  the  ousted  Don  Porfirio,  staged 
an  insurrection  in  Mexico  City,  captured 
the  government,  and  murdered  Madero. 
Huerta’s  rule  was  brief,  since  Zapata  led 
an  agrarian  reform  rebellion  in  the  South 
and  separate  rebellions  led  by  Carranza, 
Villa,  and  Obregon  broke  out  in  the  North. 
Unlike  Madero’s  constitutional  coup,  this 
was  a real  uprising  of  the  people,  spontane- 
ous and  almost  impromptu.  When  troops 

I under  Obregon  entered  Mexico  City  in 
August,  1914,  Huerta  fled.  There  was  no 
common  ground  between  Carranza  and 
Villa,  and  conflict  broke  out  between  them. 
Azuela  joined  the  “dorados”  led  by  Julian 
Medina,  Villa’s  governor  for  Jalisco,  and 
served  in  the  army  as  a doctor,  in  fact  the 
only  doctor  on  the  staff. 

During  the  following  year  Obregon  joined 
forces  with  Carranza  and  gradually  forced 
Villa  out  of  northern  Mexico.  When 
Carranza’s  men  overran  Guadalajara, 
Azuela  was  forced  to  withdraw  to  Lagos 
with  Medina’s  corps.  There  the  “car- 
rancistas”  closed  in  on  them  again,  and  a 
retreat  was  made  to  Aguascalientes;  but 
Azuela  remained  at  Tepatitlan  to  care  for 
the  wounded  and  rejoined  Medina  and 
Villa’s  ragged  forces  after  a few  weeks. 
During  the  retreat  through  the  Sierras 
from  Guadalajara  to  Aguascalientes,  Azuela 
made  his  first  notes  for  what  was  to  prove 
his  most  successful  novel,  Los  de  abajo 
( The  Underdogs).  After  bloody  battles 
at  Celaya  and  Santa  Rosa,  Villa’s  remnants 
were  forced  into  the  deserts  of  northern 
Mexico;  Azuela  took  care  of  the  wounded 
in  Chihuahua,  but  the  steady  pressure  of 
the  Carranza-Obregon  forces  caused  him 
to  take  refuge  in  El  Paso,  Texas,  where 
Los  de  abajo  first  saw  print  in  serial  form 
(October  to  December,  1915)  in  El  Paso 
del  Norte,  a Spanish  newspaper  which 
bought  it  for  $20. 

Small  editions  in  Tampico  (1917)  and 
Mexico  City  (1920)  attracted  no  attention. 
Late  in  1916  Azuela  and  his  family  moved 
to  Mexico  City,  settling  in  the  district  of 
Santiago  de  Tlaltelolco,  a working-class 
residential  area,  where  he  practiced 
medicine. 


Practice  and  writing 

During  the  next  few  years  he  devoted 
himself  to  caring  for  his  patients,  most 
of  whom  were  quite  poor,  and  writing 
fiction  based  on  the  continuing  social 
struggle  which  followed  the  Revolution. 
His  two  novellas,  Los  caciques  ( The 
Bosses)  and  Las  moscas  ( The  Flies)  date 
from  1917  to  1918.  Just  as  significant 
but  less  well  known  is  his  full  length  novel. 
Las  tribulaciones  de  una  familia  decente, 
also  published  in  1918,  which  deals  with 
the  struggle  of  a middle-class  family,  torn 
between  conflicting  ideologies,  to  re-estab- 
lish itself  in  the  post-Revolutionary  milieu 
of  Mexico  City  where  they  had  fled  to 
escape  the  approaching  “ladrones”  of 
Carranza,  Obregon,  and  Villa.  In  these 
works  we  see  the  theme  of  the  “Revolutioh 
Betrayed.”  Like  many  idealists  imbued 
with  a feeling  for  justice  and  egalitarianism, 
believing  in  human  decency,  Azuela  found 
it  difficult  to  reconcile  himself  to  the  shift- 
ing allegiances  born  of  temporary  political 
expediency  which  are  part  and  parcel  of 
every  revolution  and  its  aftermath.  A 
better  student  of  human  nature  than  of 
history,  Azuela  never  realized  that  all 
revolutions  carry  with  them  the  seeds  of 
their  own  failure  and  destruction.  Once 
a revolution  succeeds,  it  must  take  over 
power  and  assume  responsibility  for  con- 
tinuing government;  it  stops  being  a 
revolution.  Lacking  a guiding  social  phi- 
losophy, the  Mexican  Revolution  fell  prey 
to  its  own  corruption  and  opportunism 
earlier  than  most,  in  fact  before  its  issues 
were  really  settled.  Carranza  engineered 
the  shameful  betrayal  and  murder  of 
Zapata,  but  he  in  turn  was  murdered  in  a 
mud  hut  when  he  fled  from  an  insurrection 
fomented  by  Obregon  and  Calles  in  1919. 
Resigning  himself  to  the  fact  that  the 
Revolution  had  compromised  its  youthful 
ideals,  Azuela  wrote  novels  which  were 
critical  of  the  failure  of  a decade  of  rev- 
olution, counter-revolution,  and  revolution 
revindicated  to  ameliorate  the  social  in- 
iquities and  inequities  he  saw. 

Recognition  came  to  Azuela  in  1924  to 
1925  when,  following  a feud  among  literary 
critics  over  the  question  whether  or  not 
there  was  a true  contemporary  Mexican 
literature,  his  novel  Los  de  abajo  was  hailed 
as  “the  only  novel  of  the  Revolution,” 
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and  the  “unknown  doctor  from  the  prov- 
inces” was  proclaimed  “a  true  novelist.” 
Los  de  abajo  was  rapidly  translated  into 
English,  French,  German,  Czech,  Japanese, 
Portuguese,  Yiddish,  and  Russian.  An 
English  edition  with  illustrations  by  Orozco 
was  printed  in  1929,  and  his  fame  was 
assured.  However,  an  international  rep- 
utation did  not  change  his  quiet,  unostenta- 
tious life.  Azuela  and  his  family  had 
moved  in  1923  to  the  Santa  Maria  de  la 
Ribera  quarter,  a somewhat  nicer  low- 
income  area,  where  he  continued  to  practice 
medicine,  also  giving  service  at  the  free 
public  clinic,  Consultorio  No.  III.  It 
would  have  been  easy  for  him  to  assume 
the  pose  of  the  “grand  old  man”  and  turn 
out  pompous  reminiscences  of  his  days  as 
a revolutionary.  His  eyes  focused  on 
current  problems;  he  continued  as  a social 
critic.  Even  as  late  as  1937  in  El  camarada 
Pantoja,  Azuela  wrote  a novel  exposing  the 
hypocrisies  of  the  Calles-Obregon  regime 
and  attacking  the  C.R.O.M.  (Confedera- 
tion Regional  de  Obreros  Mexicanos). 
He  was  awarded  the  National  Literary 
Prize  in  1950,  the  Revolution  having  come 
into  its  own,  and  he  died  in  1952  at  the 
age  of  seventy-nine.  In  1958  to  1959  his 
complete  works  including  16  full  length 
novels,  7 novellas,  as  well  as  some  short 
stories,  essays,  lectures,  and  literary  notes 
were  published  in  three  volumes  by  the 
Fondo  de  Cultura  Economica. 

Currently  available  in  English  transla- 
tion are  The  Underdogs  and  the  two  novel- 
las, The  Flies  and  The  Bosses,  the  latter 
two  translated  by  Lesley  Byrd  Simpson, 
the  distinguished  authority  on  Mexican 
history  and  literature.  Most  authorities 
consider  Los  de  abajo  his  finest  work.  It 
tells  the  story  of  Demetrio  Macias,  a 
naive,  peace-loving  Indian,  who  is  forced 
to  join  the  Revolution  to  save  his  family. 
His  personal  courage  and  innate  dignity 
lead  him  upward  from  the  ranks  to  become 
a general  in  one  of  Villa’s  armies.  As  the 
tide  of  Revolution  gradually  turns  and  as 
Villa’s  formerly  invincible  men  lose  battle 
after  battle  against  the  carefully  laid  strat- 
egy of  Obregon,  Macias  loses  prestige 
and  his  sense  of  moral  purpose.  He  is 
victimized  by  turncoats  and  camp  followers 
and  finally  rejected  by  the  peasants  who 
once  loved  and  admired  him.  As  the 
story  unfolds,  it  has  a sense  of  imminent 


reality,  partly  because  it  was  based  on 
Azuela’s  own  genuine  experience,  partly 
because  of  his  gift  for  characterization  by 
natural  dialogue  and  naturally  developing 
incident. 

Although  in  later  life  Azuela  once  admit- 
ted that  his  literary  influences  were  Balzac, 
Zola,  Flaubert,  the  Goncourts,  and  Daudet, 
their  influence  is  apparent  only  in  his 
early  work.  His  novels  of  the  Revolution 
and  the  early  1920’s  may  follow  in  the 
tradition  of  French  naturalism,  but  the 
immediate  progenitor  of  his  elliptical  style 
and  his  perceptive  characterization  is 
Chekov.  Azuela  and  Chekov  have  more  in 
common  than  a medical  background  and  a 
clinician’s  insight  into  human  motivation 
and  response  to  social  forces.  One  critic 
has  written  of  Los  de  abajo:  “The  scenes 
have  the  brutality  of  Gorky.  Azuela  is 
the  Mexican  Chekov  only  in  so  far  as  he 
is  a doctor;  ...”  In  the  long  run  Chekov 
has  a deeper  sense  of  brutality  than  Gorky; 
it  is  merely  less  apparent  on  the  surface, 
as  Chekov’s  style  is  more  polished.  Like- 
wise with  Azuela;  the  brutality  is  there,  as 
in  Chekov,  but  the  reader  must  supply 
something  of  his  own  imagination  or  he  may 
overlook  it.  For  both  Chekov  and  Azuela 
the  ultimate  brutality  was  man’s  ability 
to  deceive  himself,  to  misread  his  identity, 
to  act  wrongly  his  role. 

Comment. 

One  should  not  confuse  Azuela’s  pes- 
simism with  an  appreciation  of  cynical 
reality  (as  distinct  from  a cynical  ap- 
preciation of  reality).  Witness  Azuela’s 
insightful  passage  on  the  nature  of  revolu- 
tion and  the  men  who  make  it.  The  scene 
comes  from  Las  moscas,  and  the  conversa- 
tion is  between  the  major  and  the  doctor, 
both  of  whom  are  involved  with  a train- 
load of  refugees  fleeing  the  hostilities  in 
Mexico  City: 

. . . “thinkers  prepare  the  revolution,”  mut- 
tered the  major  absently;  “bandits  carry  it 
out.  At  the  moment  no  one  can  say  with 
assurance:  ‘So-and-so  is  a revolutionary  and 
What’s-his-name  is  a bandit.’  Tomorrow, 
perhaps,  it  will  be  easier.” 

“Nonsense!”  interrupted  the  doctor.  “It’s 
a problem  in  elementary  arithmetic.  Let  us 
suppose  that  we  wish  to  discover  the  equiv- 
alent value  x of  a certain  Hero  named 
So-and-so.  Let  us  further  suppose  that 
before  the  revolution  x equalled  zero  pesos. 
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But  since  So-and-so  couldn't  have  acquired  a 
single  peso  without  stealing  it,  by  cancel- 
lation we  derive  the  result:  x equals  a 

bandit!” 

A revealing  anecdote  is  recounted  by 
Professor  Simpson  who  visited  Azuela  at 
his  modest  home  and  office  during  the 
1930’s.  The  conversation  began  with 
Simpson  asking  him  why  he  still  practiced 
medicine  instead  of  devoting  himself  to 
literature.  “After  all,  there  must  be 
hundreds  of  able  and  willing  young  phy- 
sicians to  look  after  your  patients,  but 
there  is  only  one  Mariano  Azuela  to  write 
the  classics  of  the  Revolution.” 

“My  friend,”  he  interrupted,  peering  at 
me  quizzically,  a glance  half-pitying,  half- 
deprecating,  “my  friend,  do  you  know  how 
many  copies  of  my  books  are  sold  here  in 
Mexico?  Well,  if  the  sale  of  any  one  of 
them  should  reach  a thousand  it  would  be 
a sensation.  No.  We  Mexicans  don’t 


Syphilis  and  gonorrhea 

Reported  syphilis  morbidity  rates  have  been 
increasing  generally  throughout  the  nation 
and  many  parts  of  the  world,  reports  a recent 
issue  of  the  Venereal  Disease  Status  Report. 
The  trend  is  not  confined  to  any  race,  sex,  or 
geographic  area.  In  brief,  this  means  that 
(1)  the  syphilis  incidence  is  increasing,  (2) 
the  finding  and  identifying  of  cases  in  their 
earliest  stages  has  been  intensified,  and  (3) 
private  physicians  are  reporting  a greater 
proportion  of  the  cases  they  diagnose. 

It  must  not  be  overlooked,  however,  that  in 
any  given  area  increasing  incidence  may  coexist 
with  decreasing  effectiveness  of  case  finding, 
reporting,  and  other  such  criteria. 

Reported  cases  of  early  latent  syphilis  con- 
tinued to  decline  in  1965  for  the  third  con- 
secutive year.  The  widening  gap  between  the 
increasing  number  of  cases  of  syphilis  reported 
as  primary  and  secondary  and  the  decreasing 
number  of  cases  reported  as  early  latent  is 
interpreted  as  an  index  of  increasing  success 


support  our  writers.  Some  day,  possibly, 
but  not  now.  Just  take  a look  at  the  book 
stalls  and  what  do  you  find?  A lot  of  bad 
translations  of  second-rate  French  novels 
and  the  like.  So  I practice  medicine  and 
write  when  I can  find  the  time.” 

The  reading  habits  of  the  Mexican 
public  have  improved  over  the  past  dec- 
ades, but  Azuela’s  argument  has  a familiar 
ring.  Novelists  who  are  critical  of  the 
status  quo,  who  write  fiction  dealing  with 
social  problems,  are  not  likely  to  find  a wide 
audience  unless  they  coat  their  “message” 
with  an  icing  of  humor  or  stuff  it  with  a 
seasoning  of  sex.  Honors  come  late, 
usually  after  the  progress  has  been  gained; 
then  the  social  novelist  is  safe  and  re- 
spectable. Even  the  best  people  patronize 
him.  If  he  has  a dinner  jacket,  he  will 
be  invited  out.  It  is  unlikely  that  Azuela 
looked  on  success  in  such  terms.  Besides, 
his  patients  were  waiting  for  him. 


in  infectious  syphilis  case  finding.  A greater 
proportion  of  the  occurring  cases  is  being 
detected  in  the  primary  and  secondary  stage, 
and  a smaller  proportion  of  the  cases  is  passing 
through  the  infectious  stage  into  latency  before 
being  detected. 

Late  and  latent  syphilis  continued  to  decline 
in  1965.  This,  in  view  of  a program  designed 
to  increase  case  reporting,  indicates  a lowering 
of  the  reservoir  of  old  and  untreated  syphilis. 

Blood  testing  of  pregnant  women  for  syphilis, 
together  with  adequate  treatment,  is  effective 
in  preventing  congenital  syphilis.  Neverthe- 
less, this  continued  to  occur,  with  3,564  cases 
reported  in  1965.  The  majority  of  these,  how- 
ever, were  diagnosed  among  adults  who  were 
born  with  syphilis  years  ago. 

Since  1956  reported  cases  of  gonorrhea  have 
increased  in  the  United  States  at  a rate  slightly 
greater  than  the  population  growth.  The 
300,666  cases  reported  in  1964  increased  to 
324,925  in  1965.  It  is  estimated,  at  a minimum, 
that  Americans  are  contracting  gonorrhea  at  a 
rate  exceeding  85,000  cases  a month  or  more 
than  a million  a year. 
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♦V,  V*V#V«v 


Serenadings  by  a “Camp  Cat”  (Third  Day:  Pastel  Poisoning) 


The  second  night  at  camp  found  me  partic- 
ipating in  both  the  pre-  and  post-dinner  fes- 
tivities, and  it  was  fairly  late  when  I went  to 
bed;  but  late  as  it  was,  Ole  Doc  was  still  going 
strong,  and  I have  no  idea  what  time  he  finally 
hit  the  sack  or  if  he  ever  did.  This  morning 
I slept  well  into  the  midmorning  and  finally 
was  awakened  by  his  puttering  around  the 
room,  muttering  about  people  sleeping  their 
lives  away.  Actually  his  monologue  on  the 
virtue  of  early  rising  and  the  vice  of  lying  abed 
made  little  impression,  and  I could  have 
returned  to  sleep  without  waiting  for  the  punch 
line;  but  it  was  not  to  be,  since  he  was  deter- 
mined I should  get  up.  So,  accepting  the 
inevitable,  I got  out  of  bed,  went  through  the 
motions  of  getting  dressed,  and  staggered 
toward  the  kitchen. 

Here  I found  the  reason  for  his  obnoxious 
persistence:  He  had  prepared  breakfast,  and 
by  the  time  I devoured  one  of  his  delicious  and 
incomparable  omelettes,  I decided  to  rejoin 
the  human  race  and  accept  the  onus  of  living, 
which,  I suppose,  is  the  primary  decision  each  of 
us  must  make  every  morning.  After  breakfast 
we  talked  of  various  things  in  a desultory, 
casual  manner,  particularly  about  the  antics 
of  some  of  our  more  exuberant  camp-mates; 
about  Ole  Doc’s  uncanny  luck  at  gin,  which 
he  modestly  attributed  to  scientific  know-how; 
and  of  the  many  bad  jokes  heard  last  evening 
dealing  with  doctors  individually  and  the 
medical  profession  as  a whole.  This  quite 
naturally  led  to  discussing  the  seeming  loss 
of  face  by  our  profession  in  the  eyes  of  the 
public  or,  as  it  is  referred  to  occidentally, 
the  problem  of  the  “doctor  image.”  For 
awhile  the  conversation  was  two-sided  and 
somewhat  self-commiserating,  but  it  was  not 
long  before  he  mounted  his  soapbox  and  was 
launched  into  one  of  his  usual  lectures.  Then 
I leaned  back,  making  myself  comfortable, 
surreptitiously  turning  on  my  recorder  as 
both  it  and  its  owner  proceeded  to  listen: 

“In  the  first  place,  it  must  be  understood 
that  this  whole  question  of  ‘the  doctor  image’ 
is  clouded  by  the  universal  illusion  of  what 
it  used  to  be  which  influences  public  opinion 
as  to  what  it  should  be  now  and  in  the  future. 
No  attempt  is  made  to  compare  today’s  phy- 
sician to  the  modem  industrialist,  labor  union 
representative,  politician,  or  ordinary  citizen, 
but  rather  he  is  compared  with  an  idealistic 
myth  of  an  omnipotent  father  image  labeled 
as  the  horse  and  buggy  doctor  or,  more  euphe- 
mistically, the  old-fashioned  family  physician. 


Now  the  brutal  truth  is  that  this  imaginary 
figure  of  humanitarian  perfection,  this  all- 
knowing and  sympathetic  expert  in  human 
relations,  has  no  more  substance  in  reality 
than  does  Peter  Pan  or  the  Loch  Ness  Monster. 

“At  his  best,  the  medical  practitioner  prior 
to  1910  was  an  individual  kindly  enough  to 
spend  the  time  necessary  to  hold  the  hand  of  a 
dying  patient;  at  his  worst  he  was  the  prototype 
of  Madame  Bovary’s  spouse.  His  inadequacy 
and  the  faulty  educational  system  that  trained 
him  were  responsible  for  the  Flexner  survey 
and  report  that  resulted  in  a complete  reforma- 
tion of  the  medical  educational  system. 

“Now,  Doctor,  please  don’t  nod  your  head 
with  such  an  air  of  smug  satisfaction;  remember 
it  is  not  only  the  general  public  which  sub- 
scribes to  the  universal  delusion  of  the  always 
available,  always  capable,  and  always  con- 
cerned medical  attendant  of  yore  but  also  the 
physicians  themselves  who  join  in  the  ritualis- 
tic adulation  of  an  illusory  figure  that  never  was, 
to  accord  it  respect  it  never  experienced,  en- 
dowing it  with  an  ability  it  never  possessed 
and  prestige  it  never  knew. 

“The  unfortunate  truth  remains  that  every 
generation  has  tried  its  healers  and  found  them 
wanting;  found  them  wanting  because  they 
persist  in  comparing  individuals  who  are  only 
human  with  an  idolatrous  concept  of  a perfect 
physician  endowed  with  divine  attributes  of 
understanding  and  forgiveness,  standing  in- 
domitably between  man  and  death,  and  always 
ready  to  confer  on  his  fellow  man  the  gift  of 
immortality. 

“Considering  this  attitude,  it  is  only  reason- 
able to  expect,  when  someone  faces  actuality 
and  comes  to  the  uncompromising  realization 
that  whoever  the  doctor  and  whatever  his 
scientific  knowledge  or  humanitarian  impulse, 
he  is  only  human  with  all  the  foibles,  desires, 
and  ambitions  characteristic  of  man;  when  he 
once  appreciates  doctors  can  never  win  their 
duel  with  death  but  can  only  postpone,  then  the 
individual  feels  he  has  been  cheated. 

He  can  only  reconcile  his  disillusionment  in 
one  of  two  ways,  either  forego  the  treasured 
idealistic  figment  of  the  old-fashioned  doctor 
or  downgrade  the  real  doctor  with  whom  he  has 
contact. 

“However,  if  one  reviews  the  panorama  of 
recorded  medical  history,  there  is  one  period 
when  the  medical  profession  seemed  to  come 
closest  to  fulfilling  the  public  concept  of  what  a 
doctor  should  be,  and  consequently  it  received 
the  respectful  reverence  and  dependent  con- 
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fidence  which  the  medical  profession  had  never 
known  before. 

“This  period  of  the  high  point  of  the  doctor 
image  was  in  the  late  twenties  and  thirties  of 
the  twentieth  century.  It  was  a period  which 
saw  almost  complete  elimination  of  those 
practitioners  who  were  products  of  the  appren- 
tice system  or  graduates  of  inadequate  schools. 
The  profession  of  that  day,  a product  of  the 
new  school  system,  combined  the  scientific 
knowledge  of  the  new  with  the  humanitarian 
devotion  of  the  old.  Although  the  individual 
physician  of  that  time  still  faced  the  unfair 
competition  of  comparison  with  the  old  family 
doctor  of  a previous  time,  nevertheless  because 
he  closely  approached,  in  the  public  mind,  the 
eternal  myth,  his  ministrations  and  recom- 
mendations were  accepted  with  implicit  trust. 
It  was  an  age  that  saw  the  emergence  of  the 
hospital  and  its  acceptance  as  a house  of  hope 
rather  than  a charnel  pit  of  last  resort.  The 
physician  abandoned  the  beard  and  Prince 
Albert  coat  of  his  predecessor  and  adopted 
the  color  white  as  a symbol  of  his  adherence  to 
the  new  medicine  with  its  emphasis  on  asepsis 
and  cleanliness.  Yes,  there  is  little  doubt  that 
this  was  the  period  when  the  doctor  image 
reached  its  peak  and  its  luster  was  further 
enhanced  by  such  adjuncts  as  the  popular 
Broadway  production  The  Man  in  White  and 
then  by  many  Hollywood  productions  glo- 
rifying the  physician  and  later  by  the  appearance 
of  the  popular  magazine  series  about  Doctor 
Kildare. 

“It  is  difficult  to  overemphasize  the  important 
psychological  significance  of  the  association 
of  the  doctor  with  the  color  of  white.  Somehow, 
the  pristine  and  glistening  white  of  the  hospital 
operating  room  with  its  white-garbed  surgeons 
and  nurses,  the  spotless  white  of  the  hospital 
nurse’s  uniform,  the  all-white  hospital  room, 
and  the  white-coated  physician,  all  served  to 
imbue  the  average  individual  with  the  con- 
viction that  doctor  and  nurse  were  endowed 
with  an  elevated  purity  of  purpose  unattainable 


Driving  and  traffic  accidents 


The  way  a driver  of  an  automobile  sees  and 
reacts  in  traffic  may  determine  the  kind  of  acci- 
dent he  will  have,  according  to  a study  of 
taxicab  drivers  in  Washington,  D.C.,  by  Paul 
Babarik.  It  was  found  that  drivers  who 
are  slow  to  size  up  a situation  but  who 
compensated  by  slamming  on  the  brakes 
were  more  likely  to  be  struck  from  behind  than 
other  drivers.  The  drivers  most  often  struck 


to  their  fellow  men.  It  instilled  in  the  public 
a belief  that  the  medical  profession  was  a race 
apart,  living  in  a world  of  sterile  cleanliness  and 
devotion  to  the  healing  art;  and  they  were  so 
convinced  that  the  doctor’s  first  and  primary 
concern  was  the  interest  of  his  patient,  they 
overlooked  personal  idiosyncrasies  and  ignored 
contrary  factors  such  as  the  prevalent  flaunting 
by  the  medical  group  of  the  Prohibition  law. 
Indeed,  this  association  with  white,  whether 
we  realized  it  or  not,  provided  us  with  an  im 
penetrable  armor  and  made  us  impervious  to 
the  venom-tipped  shafts  of  our  detractors  as 
they  prated  about  a monopolistic  cabal  and  our 
vested  interest  in  illness. 

“I  am  convinced  if  the  medical  profession 
had  been  smart  enough  to  maintain  its  associa- 
tion with  the  symbol  of  purity  of  purpose,  then 
it  would  have  preserved  its  position  of  prestige 
and  remained  firmly  ensconced  in  a special 
and  inviolate  niche  in  public  opinion.  But 
it  was  not  to  be;  either  through  ignorance  or 
indifference  we  threw  away  our  magic  mantle 
and  succumbed  to  the  insidious  poison  of  the 
soothing  qualities  of  the  pastel  tints.  Stimulated 
by  those  desperate  to  have  their  voices  heard 
and  their  names  known  and  their  pratings  of 
eye  fatigue  and  the  deadly  monotony  of  all- 
white,  we  began  to  experiment  with  robin’s 
egg  blue,  off-shade  white,  and  misty  green. 
Hospital  room  furniture  became  mahogany- 
camouflaged,  while  the  walls  took  on  a slightly 
jaundiced  tinge  or  a bilious  variation  of  park- 
bench  green.  The  ‘Man  in  White’  became  ‘The 
Green  Hornet,’  and  the  doctor  was  no  longer 
a figure  above  the  crowd,  no  longer  entitled 
to  automatic  respect,  no  longer  above  criticism, 
but  just  an  ordinary  human  being  and  as  such 
suspect  as  to  actions  and  motivation. 

“Doctor,  make  no  mistake  about  it,  the  day 
we  allowed  an  interior  decorator  to  invade  the 
operating  room  was  the  day  the  doctor  image 
began  to  tarnish.” 

WRC 


from  behind,  however,  usually  had  fewer  acci- 
dents of  other  types  than  other  drivers  did. 

Each  of  the  127  cab  drivers  was  tested  for  his 
reaction  time  by  calculating  how  long  it  took  him 
to  press  a switch  in  response  to  a light  signal. 
Each  was  also  asked  the  number  and  the  kinds 
of  accidents  he  had  had  in  the  previous  five 
years. 

Of  those  with  slow  perception  but  fast  move- 
ment times,  10  out  of  28,  or  36  per  cent,  had  been 
struck  from  behind  more  than  once.  This 
compared  with  8 out  of  76  or  10  per  cent  of  the 
drivers,  who  had  more  usual  reactions. 
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Letters  to  the  Editor 


Closing  of  A.  N.  Brady  Hospital 

To  the  Editor:  After  fifty-one  years  of  service 

to  the  people  of  the  city  of  Albany  and  sur- 
rounding communities,  on  July  6,  1966,  the 
A.  N.  Brady  Hospital  closed  its  doors  to  the 
reception  of  maternity  patients. 

A landmark  of  the  city  of  Albany,  the  A.  N. 
Brady  Hospital  was  a gift  of  Mr.  Anthony 
N.  Brady  and  family  as  a memorial  to  Mrs.  F. 
Palmer  Gavit  and  his  daughter-in-law,  Mrs. 
John  E.  Brady. 

Mr.  Brady  died  before  the  hospital  was  com- 
pleted, and  his  daughter,  Mrs.  James  C.  Farrell, 
who  gave  all  the  furnishings  to  the  hospital, 
beds,  linen,  and  equipment  and  so  on,  devoted 
her  entire  time  to  the  completion  of  the  project. 
The  hospital  opened  for  the  reception  of  mater- 
nity patients  on  February  13,  1915.  It  was  non- 
sectarian, and  patients  of  all  races,  colors,  and 
creeds  were  received.  It  had  a unit  for  the  care 
of  unmarried  mothers  and  their  infants.  The 
bed  capacity  of  the  hospital  was  65.  The  A.  N. 
Brady  Hospital  was  a teaching  institution  and 
has  been  closely  associated  with  the  Albany 
Medical  College  since  its  opening  in  1915.  Hun- 
dreds of  senior  medical  students  of  Albany 
Medical  College,  interns,  and  nurses  have  re- 
ceived their  basic  training  in  obstetrics  at  the 
Brady.  Over  50  per  cent  of  the  obstetricians  in 
the  Albany  area  received  their  resident  training 
in  this  institution.  The  attending  staff  of  the 


Implications  of 
infectious  hepatitis 

With  the  establishment  of  infectious  hepatitis 
as  a definite  clinical  entity,  instances  of  its 
transmission  in  foods  have  begun  to  be  reported. 
Dean  O.  Oliver,  Ph.D.,  writing  in  a recent  issue 
of  Public  Health  Reports,  tabulates  7 outbreaks 
of  this  disease  associated  with  the  consumption 
of  shellfish  and  15  outbreaks  associated  with 
other  foods  occurring  between  1943  and  1964. 
Most  of  the  foods  had  not  been  cooked,  but  the 
causative  virus  is  stable  enough  to  withstand 
limited  heat.  Also,  cooked  food  handled  by  a 
carrier  and  rewarmed  can  be  a possible  source  of 
infection. 

The  outbreaks  were  analyzed  according  to 
location,  date  of  onset,  number  exposed,  number 
infected,  group  infected,  probable  food  vehicle, 
or  probable  source  of  the  virus  when  such  infor- 


hospital have  all  been  members  of  the  faculty 
of  the  Albany  Medical  College.  The  A.  N. 
Brady  Hospital  opened  a special  premature 
nursery  in  1934  for  the  care  of  premature  in- 
fants. This  unit  has  played  an  important  role 
in  the  reduction  of  deaths  of  premature  infants. 
Over  82,000  babies  were  born  in  this  hospital. 

The  A.  N.  Brady  Hospital  has  played  an 
important  role  in  encouraging  the  study,  im- 
proving the  practice,  and  advancing  the  cause  of 
obstetrics  in  the  capital  district  of  Albany. 
This  hospital  has  been  under  the  care  of  the 
Sisters  of  Charity  Daughters  of  St.  Vincent 
de  Paul  since  it  opened  in  1915  until  it  closed. 
The  good  work  of  the  A.  N.  Brady  Hospital 
will  be  continued  as  the  Brady  Farrell  Pavilion 
of  the  new  addition  to  St.  Peter’s  Hospital, 
Albany,  New  York,  under  the  care  of  the  Sisters 
of  Mercy.1'2 

William  J.  Fitzgerald,  M.D. 
437  Western  Avenue 
Albany,  New  York 

References 

1.  A.  N.  Brady  Hospital,  Albany,  New  York,  first  pub- 
lished report,  1934. 

2.  Fitzgerald,  W.  J.:  A history  of  A.  N.  Brady  Hospital 
and  Infant  Home  1915  to  1961,  New  York  State  J.  Med. 
63:  594  (1963). 


mation  was  available. 

When  the  infections  were  associated  with 
foods  other  than  shellfish,  the  source  of  the 
virus  was  an  infected  food  handler.  In  the 
shellfish  group,  one  of  the  larger  outbreaks  was 
associated  with  oysters  held  in  Havstenssund 
Bay,  Sweden.  In  this  outbreak  629  men  were 
involved.  The  other  6 outbreaks  associated 
with  shellfish  were  all  in  the  United  States,  1 
due  to  oysters  and  the  other  5 to  clams.  Vir- 
tually all  of  the  properties  reported  to  char- 
acterize the  infectious  hepatitis  virus  are  shared 
by  certain  enteroviruses.  These  are  typically 
transmitted  by  a rectal-oral  circuit  and  may  be 
found  in  sewage.  The  polioviruses,  which  are 
members  of  this  group,  have  been  shown  to  be 
shed  in  the  feces  for  a median  period  of  five 
weeks  following  natural  infection  or  oral 
vaccination.  Also,  polioviruses  have  been 
shown  to  retain  their  infectivity  after  sixty 
minutes  at  65  C.  and  for  three  hours  at  37 
C.  at  pH.  2. 


2834  New  York  State  Journal  of  Medicine  / November  1,  1966 


Necrology 


Charles  C.  Foote,  M.D.,  of  New  York  City, 
died  on  September  11  at  Roosevelt  Hospital  at 
the  age  of  fifty-five.  Dr.  Foote  graduated  in 
1936  from  Cornell  University  Medical  College. 
He  was  an  associate  attending  physician  at 
Roosevelt  Hospital,  an  attending  physician  in 
cardiology  at  Roosevelt  Hospital  Outpatient 
Department,  and  medical  director  of  the  New 
York  offices  of  the  General  Motors  Corporation. 
Dr.  Foote  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  Industrial  Medical  Association,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sidney  Lewis  Green,  M.D.,  of  Brooklyn,  died 
on  September  15  at  his  home  at  the  age  of  fifty- 
one.  Dr.  Green  graduated  in  1938  from  New 
York  Medical  College.  He  was  an  attending 
psychiatrist  at  Hillside  Hospital,  an  associate 
attending  psychiatrist  at  Kings  County  Hospital 
Center,  and  a consulting  psychiatrist  at  Maimon- 
ides  Hospital  of  Brooklyn.  Dr.  Green  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry  and  Child  Psychia- 
try) and  a member  of  the  American  Academy  of 
Child  Psychiatry,  the  American  Psychiatric 
Association,  the  American  Psychoanalytic  Asso- 
ciation, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Abraham  Greenhouse,  M.D.,  of  The 

Bronx,  died  on  September  16  at  Doctors  Hospi- 
tal at  the  age  of  sixty-nine.  Dr.  Greenhouse 
graduated  in  1920  from  Fordam  University 
School  of  Medicine.  He  was  a consulting  der- 
matologist at  Morrisania  City  Hospital  and  the 
Bronx  Eye  and  Ear  Infirmary,  an  honorary  con- 
sulting dermatologist  at  Bronx-Lebanon  Hospi- 
tal Center,  and  an  associate  professor  of  derma- 
tology at  New  York  Medical  College.  Dr. 
Greenhouse  was  a Diplomate  of  the  American 
Board  of  Dermatology,  the  New  York  Academy 
of  Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ignatius  Peter  Hanzly,  M.D.,  of  Buffalo,  died 
on  March  24  at  the  age  of  forty-two.  Dr. 
Hanzly  graduated  in  1948  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  attend- 
ing physician  at  Mercy  Hospital.  Dr.  Hanzly 
was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


George  Foster  Herben,  M.D.,  of  Big  Moose, 
died  on  March  17  at  the  age  of  seventy-three. 
Dr.  Herben  graduated  in  1921  from  Cornell 
University  Medical  College.  He  was  a consult- 
ing physician  in  chest  disease  at  Veterans  Ad 
ministration  Hospital,  Castle  Point.  Dr. 
Herben  was  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  American 
Thoracic  Society,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Duane  Clarence  Johnson,  M.D.,  of  Niagara 
Falls,  died  on  May  13  at  the  age  of  seventy.  Dr. 
Johnson  graduated  in  1923  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a general 
practitioner  on  the  medical  staff  at  Mount  St. 
Mary’s  Hospital.  Dr.  Johnson  was  a member 
of  the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Max  Kaufman,  M.D.,  of  Jackson  Heights, 
died  on  July  31  at  the  age  of  sixty-three.  Dr. 
Kaufman  graduated  in  1931  from  the  University 
of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  John  Lavelle,  M.D.,  of  Parksville, 
died  on  September  19  at  the  age  of  seventy-six. 
Dr.  Lavelle  graduated  in  1912  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  was  an 
honorary  attending  surgeon  at  St.  John’s 
Queens  Hospital.  Dr.  Lavelle  was  a Fellow  of 
the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Simon  Albert  Levitan,  M.D.,  of  Buffalo,  died 
on  January  20  at  the  age  of  sixty-one.  Dr. 
Levitan  graduated  in  1927  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Myron  David  Lipes,  M.D.,  of  Watervliet, 
retired,  died  on  March  2 at  the  age  of  ninety-two. 
Dr.  Lipes  graduated  in  1901  from  Baltimore 
Medical  College. 
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David  H.  Lothringer,  M.D.,  of  Flushing,  died 
on  January  21  at  the  age  of  seventy-four.  Dr. 
Lothringer  graduated  in  1915  from  Fordham 
University  School  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Millett,  M.D.,  of  Hempstead,  died  on 
September  13  at  Nassau  Hospital  at  the  age  of 
fifty-nine.  Dr.  Millett  graduated  in  1934  from 
the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He 
was  an  associate  attending  physician  in  internal 
medicine  at  Nassau  and  Meadowbrook  Hospi- 
tals and  an  assistant  attending  physician  at 
Mercy  Hospital  (Rockville  Centre).  A former 
president  of  the  medical  board  at  Meadowbrook 
Hospital,  Dr.  Millett  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a 
member  of  the  American  Thoracic  Society,  the 
New  York  Cardiological  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Boris  P.  Petroff,  M.D.,  of  New  York  City,  died 
on  September  20  at  the  age  of  fifty-seven.  Dr. 
Petroff  graduated  in  1935  from  Cornell  Univer- 
sity Medical  College.  He  was  director  of 
urology  at  St.  Barnabas  Hospital  for  Chronic 
Diseases  and  an  attending  urologist  at  St. 
Luke’s  Hospital  Outpatient  Department.  Dr. 
Petroff  was  a Diplomate  of  the  American  Board 
of  Urology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American 
Urological  Association,  the  New  York  Academy 
of  Medicine,  and  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Pike,  M.D.,  of  The  Bronx,  died  on  April 
9 at  the  age  of  seventy-three.  Dr.  Pike  grad- 
uated in  1914  from  New  York  Medical  College. 


Insurance  policies 
and  mortality 

Mortality  rates  among  persons  insured  in 
18  large  life  insurance  companies  have  changed 
very  little  during  the  past  decade,  according  to 
the  thirty-second  annual  report  of  the  Society 
of  Actuaries’  Committee  on  Mortality,  recently 
issued. 

The  report  reviewed  the  1963  to  1964  ex- 
perience under  ordinary  insurance  policies 
issued  at  standard  rates  and,  in  less  detail, 
experience  over  the  past  twenty-five  years. 


He  was  a member  of  the  American  Geriatrics 
Society,  the  International  Academy  of  Proc- 
tology, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Rosenfeld,  M.D.,  of  Brooklyn,  died  on 
September  19  at  Coney  Island  Hospital  at  the 
age  of  sixty-seven.  Dr.  Rosenfeld  graduated  in 
1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a clinical 
professor  of  medicine  at  Downstate  Medical 
Center,  a consulting  physician  in  hematology  at 
Jewish  Hospital  of  Brooklyn,  and  an  attending 
physician  at  Brooklyn  State  Hospital.  Dr. 
Rosenfeld  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  International  Society  of  Hematology,  the 
New  York  Cardiological  Society,  the  Clinical 
Society,  New  York  Diabetes  Association,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

D.  William  Scotti,  M.D.,  of  New  York  City, 
died  on  September  21  at  his  home  at  the  age  of 
sixty-seven.  Dr.  Scotti  graduated  in  1921  from 
Long  Island  College  Hospital.  He  was  an 
attending  pediatrician  at  University  Hospital,  an 
associate  attending  pediatrician  at  Bellevue 
Hospital,  and  a professor  of  clinical  pediatrics  at 
New  York  University  School  of  Medicine.  Dr. 
Scotti  was  a Diplomate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Sternhell,  M.D.,  of  Brooklyn,  died 
on  January  22  at  the  age  of  sixty-nine.  Dr. 
Sternhell  received  his  medical  degree  from  the 
University  of  Berlin  in  1924. 


For  standard  insurance  issued  without  a 
medical  examination,  mortality  rates  continued 
higher  than  on  medically  issued  business. 
The  difference  increases  with  age,  the  excess 
mortality  rate  being  more  than  10  per  cent  at 
issue  ages  over  thirty  years.  The  mortality 
rates  on  nonmedical  policies  remain  higher 
even  after  fifteen  or  more  years  have  elapsed. 

Policies  issued  nonmedically  have  recently 
accounted  for  over  40  per  cent  of  the  new 
business  of  the  companies  studied.  On  both 
medical  and  nonmedical  issues,  mortality  rates 
among  women  were  again  only  about  60  per 
cent  of  those  among  men  for  all  ages  combined. 


2836  New  York  State  Journal  of  Medicine  / November  1,  1966 


DORSEY 


fall  1966 
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tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


this  issue:  the  common  cold  and  the  aging  patient 


t 


he  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 


I Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
i to  hospitals  and  ranks  high  on  the  list  of  geriatric 
i killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
' ary  infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
; pneumonia,  because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
i elderly. 

| What  is  different  about  the  respiratory  tree  of  an 
f aged  person  and  that  of  an  otherwise  healthy 
! younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
| siologic  aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
l occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 

I less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
1 lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Qolds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Piggot,  A.  P.,  Morbid  Anatomy  of  Old  Age,  Geriatrics,  8:267-72,  March  1953. 


Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic‘ 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(Advertisement) 


Books  Reviewed 


Basic  Gastro-enterology.  By  J.  M.  Naish, 
M.D.,  and  A.  E.  A.  Read,  M.D.  Octavo  of  351 
pages,  illustrated.  Bristol,  John  Wright  & 
Sons  Ltd.,  (Baltimore,  The  Williams  & Wilkins 
Company),  1965.  Cloth,  $11. 

The  authors  succeeded  in  making  a fine 
resume  on  the  subject  of  gastroenterology,  in- 
cluding diseases  of  the  liver,  biliary  tract,  and 
pancreas. 

Both  the  clinical  picture  and  diagnostic 
facilities  are  well  described  in  a simple  and 
practical  way  to  arrive  at  a diagnosis. 

Various  types  of  therapy  are  covered  in  detail. 
This  book  should  be  a valuable  addition  to  the 
library  of  the  general  practitioner,  internist,  and 
gastroenterologist. — James  Tesler,  M.D. 

Short-Term  Psychotherapy.  By  Lewis  R. 
Wolberg,  M.D.,  with  nine  contributors.  Octavo 
of  348  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1965.  Cloth,  $9.75. 

The  editor  of  this  outstanding  volume  is  dean 
and  medical  director,  Postgraduate  Center  for 
Mental  Health;  clinical  professor  of  psychiatry, 
New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  New  York  City.  His  out- 
standing contributions  to  psychiatry  are  many 
and  include  books  on  hypnoanalysis,  medical 
hypnosis,  and  the  technic  of  psychotherapy. 

There  is  a great  need  for  this  book  which 
emphasizes  “short-term”  psychotherapy;  espe- 
cially since  there  are  relatively  few  psychiatrists 
and  thus  the  wide  disparity  existing  between 
patients  in  need  of  psychiatric  help  and  facilities 
available.  It  is  estimated  that  there  is  about  one 
psychiatrist  to  every  16,000  persons  in  the  general 
population.  This  dearth  of  available  help  also 
applies  to  clinical  psychologists  and  psychiatric 
social  workers.  There  is  also  a host  of  non- 
professional persons  doing  various  types  of 
counselling  and  guidance  who  are  inadequately 
prepared  to  do  anything  resembling  psycho- 
therapy. This  book  seeks  to  elaborate  on 
methods  of  shortening  psychotherapy  and,  at 
the  same  time,  making  it  more  efficient. 

The  Introduction,  by  Dr.  Wolberg,  poses  cer- 
tain questions  to  the  various  participants  relative 
to  selection  of  cases,  psychodynamic  formula- 
tions, goals,  methodologic  differences  between 
long-term  and  short-term  methods,  treating 
target  symptoms,  transference  neurosis  han- 
dling resistance,  dealing  with  dependency  and 
attachment,  dreams,  psychotropic  drugs,  sup- 
portive approaches,  reconstructive  possibilities, 


counselling  with  related  family  members, 
psychologic  testing,  and  utilizing  social  re- 
sources. 

The  various  contributors  are  authorities  in 
their  respective  fields.  Although  there  is  a 
psychoanalytic  emphasis  running  throughout 
most  of  the  book,  there  are  other  types  of 
psychiatric  treatment  which  are  important  con- 
tributions— somatic  treatments,  contributions 
of  the  clinical  psychologist,  the  social  case 
worker,  and  hypnotist. 

Contributions  in  various  specialties  give 
credence  to  the  worthwhileness  and  practicality 
of  types  of  short-term  psychotherapies.  With- 
out their  growing  effectiveness,  the  medical 
profession  and  related  professional  disciplines 
utilizing  psychotherapy  would  be  “hard  put”  to 
face  up  to  the  increasing  psychotherapeutic 
needs  of  the  mentally  and  emotionally  ill. 

The  book’s  value  is  enhanced  by  sections  of 
“questions  and  answers,”  case  histories,  an 
excellent  bibliography,  and  author  and  subject 
index. 

It  is  highly  recommended  not  only  to  the 
general  practitioner  but  also  to  other  profes- 
sional groups  bent  on  getting  an  insight  and 
methodology  of  various  types  of  short-term 
psychotherapy  with  or  without  somatotherapies 
and  psychopharmaceutic  blendings.  Freder- 
ick L.  Patry,  M.D. 

Progestagen  Therapy.  By  Maxwell  Roland, 
M.D.  Quarto  of  88  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1965.  Cloth, 
$9.00. 

This  monograph  gives  the  major  and  well- 
established  indications  for  progestational  ther- 
apy in  fertility  control,  menstrual  disorders, 
endometriosis  infertility,  and  pregnancy  diag- 
nosis. 

The  entire  book  consists  of  88  pages  with  many 
colored  plates  of  pathologic  specimens  and 
microphotographs  in  color;  also  biochemical 
formulas  illustrating  the  various  chemical 
changes  and  the  final  synthetic  product  with  the 
much  sought  for  action  and  reaction. 

At  the  end  of  the  book  is  a list  of  all  the 
available  progestagens,  their  manufacturer, 
dosage,  and  mode  of  administration. 

Throughout  the  book  emphasis  is  strictly  on 
the  clinical  aspect  of  the  various  progestagens. 
It  is,  therefore,  a valuable  book  for  gynecolo- 
gists, obstetricians,  medical  students,  and 
general  practitioners. — Jacob  Halperin,  M.D. 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 


STABILITY.  . . 


a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-five  years. 


SUPERVISION  . . 


by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 


SERVICE  . . . 


by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 


James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine , 750  Third  Avenue,  New  York,  N.Y.  10017. 


Old  address 


Name 

Please  Print 


New  Address: 

( Send  Journal  Number  Street 

here) 


City  State  Zip  Code 


Effective  Date: 
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Your  first  source  for  professional  information 


1966 


Medical  Directory 
of  New  York  State 


Over  33,000  registered  physicians  in  New  York  Stale 
are  individually  listed  with  pertinent  professional  data! 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in 
York  State  (official  titles). 

• The  complete  Faculty  Lists  of  all  Medi- 
cal Colleges  within  New  York  State 

• Medical  Staffs  of  all  Union  Health 
Centers  in  New  York  State 


The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 

I enclose  $ — — - — - — for copy(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC- 

TORY OF  NEW  YORK  STATE 


Name  (Please  Print) 


Address 


City  State  Zip 

$25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 
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Classified  Advertising  Rates 

Effective  January  1,  1965 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0<k  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 

For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 0{f  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Index  to  Advertised  Products 


Antibiotics 

Declomycin  (Lederle  Labs.,  Div.  Amer.  Cyanamid 


Co.) 4th  cover 

llosone  (Eli  Lilly  & Company) 2750 

Lincocin  (Upjohn  Company) 2719 

Omnipen  (Wyeth  Laboratories) 2736-2737 

Anticongestants 

Tussagesic  (Dorsey  Laboratories) 2749,  2840 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 2729 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 2727 


ALKALOL 

For 

Nasal 

y&iTiH 

Irrigation 

Send  for  clinical  sample 

fllH 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 2739 


Antispetics 

Alkalol  (Alkalol  Company) 2845 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 2731 

Appetite  suppressants 


Desbutal/Desoxyn  (Abbott  Laboratories) 

2743,  2744,  2745,  2746 


Beverages 

No-Cal  (No-Cal  Corp.) 2748 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Hycomine  (Endo  Laboratories) 2725 

Cigarette  filters 

Tar  Gard  (Tar  Gard  Company) 2735 

Decongestant-antibiotics 

Trisulfaminic  (Dorsey  Laboratories) 2732-2733 

Decongestant-antihistamines 

Triaminic  (Dorsey  Laboratories) 2837,  2838,  2839 

Diagnostic  aids 

Glucola  (Ames  Company,  Inc.) 3rd  cover 

Diuretics 

Naturetin  (E.  R.  Squibb  & Sons) 2720-2721 

Foods 

Dairy  Foods  (National  Dairy  Council) 2741 

Hormones 

Ovulen  (G.  D.  Searle  & Company) 2755 

Nasal  decongestants 

Neo-Synephrime  (Winthrop  Laboratories) 2723 

Sedatives 

Valerianets-Dispert  (Standard  Pharmaceutical 
Company) 2740 

Vitamin-tonics 

Neobon  (J.  B.  Roerig  & Company) 2731 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewo'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Waller  A- Thompwn,  M^F.A.P.A. 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Kalonah,  N.y.  Tel:  CEntral  2-31 55  NYC,  Direct,  Tel:  CY  5-0864 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


2845 


PHYSICIANS  WANTED 


BOARD  ELIGIBLE  INTERNIST  OR  TWO- YE AR-IN - 
ternship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modem 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  % N YSJM. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS 
needed  in  Connecticut  communities  of  Ansonia,  Shelton, 
Derby,  Seymour  and  Oxford.  Opportunities  for  family 
practice,  internal  medicine,  pediatrics  and  medical  and 
surgical  sub-specialties  in  prosperous  suburban  area  of 
70,000  population.  Excellent  general  hospital  under- 
going $6  million  expansion.  Write:  Chief  of  Staff,  Grif- 
fin Hospital,  Derby,  Connecticut. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate,  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


O.P.D.  AND  EMERGENCY  ROOM  PHYSICIANS 
wanted  to  work  at  Lincoln  Hospital  (Bronx,  N.Y.C.), 
days,  nights  and  weekends.  Call  CY  2-9200,  ext.  564. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  ELIG- 
ible,  Margaretville,  N.Y.  Hospital  fully  accreditated. 
Four  season  recreation  area  in  Catskill  Mountains.  Good 
social  and  educational  facilities.  Some  general  practice 
until  established.  Replacement  building  program  in- 
itiated. Guaranteed  income.  Apply:  W.  B.  Sheldon, 

Administrator,  Margaretville  Hospital,  Margaretville, 
N.Y. 


RESIDENTS  IN  PSYCHIATRY:  OPENING  FOR 

January  1,  1967  and  July  1,  1967.  Stipend  $11,400  for 
physicians  just  completing  internship.  Federal  stipend 
available  to  physicians  with  4 years  non-psychiatric 
training  or  experience  following  internship  amounting  to 
$12,000  annually  with  an  extra  $3,600  tax  exemption. 
Graduates  of  American  schools  must  be  eligible  for  Iowa 
Licensure.  Foreign  graduates  must  have  ECFWG 
certificate.  Hospital  has  450  in-patients,  large  out- 
patient dept..  Children’s  Unit  with  Board  certified  child 
psychiatrist.  Eclectic  program  with  emphasis  on  com- 
munity and  existential  psychiatry.  Thirteen  senior 
staff  members  including  ten  Board  certified.  Numerous 
consultants.  Authorized  for  12  residents.  Affiliation  with 
University  of  Iowa.  Enthusiastic  and  dynamic  training 
and  treatment  programs  that  are  best  understood  by  a 
personal  visit.  Write  or  call  collect:  W.  C.  Brinegar,  M.D., 
Supt.,  or  John  J.  Worthington,  M.D.,  Mental  Health 
Institute,  Cherokee,  Iowa. 


PHYSICIAN  WANTED  TO  SHARE  PSYCHIATRIST’S 
office.  One  furnished  room  and  use  of  waiting  room. 
Near  subway,  buses  and  Jamaica,  L.I.  Railroad  station. 
Moderate  rent.  Call  HO  4-7500,  ext.  483;  evenings  AX 
1-8191. 


ASSOCIATE  WANTED  FOR  LARGE  AND  INTEREST- 
ing  practice  in  thriving  upstate  New  York  community  of 
85,000.  Excellent  office  and  hospital  facilities.  Practice 
limited  to  internal  medicine  and  cardiology.  Only  Board 
certified  or  eligible  need  apply.  Terms  negotiable.  Box 
468,  %N  YSJM. 


PHYSICIANS  WANTED— CONT’D 


APPROVED  RESIDENCIES  AND  INTERNSHIPS  IN 
medicine,  surgery  and  pediatrics  available  at  221  bed 
JCAH,  AHA  and  AMA  accredited  hospital;  stipend 
up  to  $505  per  month  for  residents  and  up  to  $425 
per  month  for  interns;  maintenance  including  living 
quarters,  uniforms  and  persona!  laundry  service,  family 
health  service,  hospitalization  insurance  and  malpractice 
insurance  furnished  by  hospital.  Married  residents  and 
interns  provided  with  additional  $50  per  month  living-out 
allowance.  ECFMG  certificate  required.  Write;  Ex- 
ecutive Director,  Knickerbocker  Hospital,  70  Convent 
Ave.,  New  York.  N.  Y.  10027. 


PHYSICIAN-PEDIATRICIAN.  BOARD  CERTIFIED/ 
qualified,  N.Y.  State  license.  Half-time;  excellent  salary- 
fringe  benefits.  Jewish  Hospital  of  Brooklyn,  Greenpoint 
Hospital  Division,  300  Skillman  Ave.  EV  7-3010.  ext. 
270. 


BOARD  QUALIFIED  OR  ELIGIBLE  OBSTETRICIAN, 
wanted  for  newly  developing  Neighborhood  Maternity- 
Infant  Center  in  Metropolitan  New  York.  Excellent 
salary;  clinic  hours  only;  University  relationship.  Box 
469,  % NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading 
to  partnership.  Starting  salary  up  to  $19,000.  Include 
complete  curriculum  vitae  in  reply.  Box  471 . % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  up  to  $19,000.  Include  complete  curriculum 
vitae  in  reply.  Box  472,  % NYSJM. 


PRACTICE  WANTED 


PSYCHIATRIST  WILL  PURCHASE  ACTIVE  PRAC- 
t ice  in  New  York  City,  Westchester  or  Rockland  Counties. 
Box  454.  % NYSJN* 


MAIL  EARLY 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  6rst  letter.  Box  348,  % 
NYSJM. 


DIRECTOR  OF  ANESTHESIA.  UNUSUAL  QUALIFI- 
cations.  Early  availability.  Box  456,  % NYSJM. 


PATHOLOGIST,  CERTIFIED  IN  P.A.  AND  C.P.,  AGE 
46,  available  for  locum  tenens  in  any  section  of  New  York 
State  for  tours  of  2 to  4 weeks.  Box  462,  % NYSJM. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


RADIOLOGIST,  BOARD  CERTIFIED,  IS  LOOKING 
for  position  in  hospital  of  150  to  200  beds  as  head  of  de- 
partment. Interested  in  hospital  willing  to  have  a dy- 
namic x-ray  department  with  performance  of  special  proce- 
dures (vasculografia).  Isotopes  and  therapy  will  be  wel- 
come. Box  455,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  13  years 
experience,  desires  relocation.  Reason:  Decreasing  work 
load  at  present  location.  Write  Box  467,  % NYSJM. 


RADIATION  THERAPIST  WITH  EXTENSIVE  Ex- 
perience, Diplomate  American  Board  of  Radiology, 
Director  of  Radiotherapy  Department  of  large  New 
York  City  hospital,  presently  pensioned,  will  consider 
part-time  or  full-time  connection.  Also  consultations. 
Box  470,  % NYSJM. 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914) -454-0322 


ON  BEAUTIFUL  CRANBERRY  LAKE,  A CUSTOM 
year-round  home.  Fireplace  from  floor  to  ceiling.  Walk- 
out cellar  to  lake.  Thermopane  windows;  double  garage 
with  room  under  garage.  Death  in  family  forces  widow 
to  sell.  A really  fine  home.  Box  466,  % NYSJM. 


Fight  tuberculosis  and. 
Other  respiratory  diseases 


PRACTICES  FOR  SALE  OR  RENT 


PRACTICE  FOR  SALE;  OFFICE  FOR  RENT.  COM- 
pletely  furnished  foyer,  waiting  room  and  consultation 
room.  Office  equipment  includes  X-ray  in  excellent  con- 
dition, new  Birtcher  electocardiograph  with  paper  drive, 
dark  room  and  other  equipment.  Doctor  suddenly  de- 
ceased recently.  Practice  established  25  years.  Prime 
location  Flatbush.  Tel:  UL  9-1616. 


RETIRING  NEUROLOGIST  AND  PSYCHIATRIST, 
27  yrs.  in  same  office  with  apartment  in  Washington 
Heights.  Will  turn  over  furniture,  instruments,  medical 
records  to  successor.  Phone  WA  8-4178  between  6-8  p.m. 


WELL  ESTABLISHED  UNOPPOSED  PRACTICE  OF 
recently  deceased  ophthalmologist,  located  in  southwestern 
New  York  State.  Please  contact:  Mr.  Ray  Glosser,  6 

Myrtle  Ave.,  Hammondsport,  New  York.  Phone  (607) 
569-2179. 


MISCELLANEOUS 


PROFESSIONAL,  QUALIFIED  AUTHOR  WISHES  TO 
collaborate  on  book  with  a doctor.  Any  category  of  med- 
icine. Adept  at  research.  Fee  basis.  Box  473,  % NYSJM. 


Use  Christmas  Seals 
on  All  Your 
Holiday  Mail! 
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New  drugs  take  exams,  too. 


Today,  virtually  every  medical  school  in  the 
United  States  cooperates  with  pharmaceutical 
manufacturers  in  the  clinical  evaluation  of  new 
and  promising  drugs.  Just  as  you  might  find  it 
significantly  more  difficult  to  practice  medicine 
without  the  useful  new  compounds  made  avail- 
able through  original  pharmaceutical  research 
in  the  past  twenty  years  — prescription-drug 
manufacturers  would  find  it  equally  difficult  to 
obtain  extensive,  long-term,  dependable  evalu- 
ations of  new  therapeutic  agents  without  the 
close  cooperation  of  medical  staffs  and  clinical 


facilities  of  medical  schools  and  teaching  hos- 
pitals. Such  cooperation  leads  toward  more 
effective  care  of  more  patients  — the  common 
goal  of  medical  and  pharmaceutical  research - 
toward  reduction  in  the  cost  of  disease,  toward 
increase  in  useful  longevity. 

This  message  is  brought  to  you  as  a courtesy  of  this  publica- 
tion on  behalf  of  the  producers  of  prescription  drugs. 

8 Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N.  W.,  Washington.  D C.  20005 


F or  somatic  symptoms 
of  psychic  tension 


“Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  alle- 
viated by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 


Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence, slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Dosage:  Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reacrions,  5 to 
10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed. 

Supplied : Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for 
convenience  and  economy  in  prescribing. 


Valium 

(diazepam) 


rjJOCHE J-. 

2-mg,  5-mg,  10-mg  tablets 


with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synthroid? 

sodium  levothyroxine,  flint 


Animal  gland  products  are  still  widely  used 
today.  SYNTHROID  (sodium  levothyroxine), 
however,  offers  important  advantages  in  the 
treatment  of  thyroid  deficiency  and  related  con- 
ditions. 

CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100°7o  pure 
thyroid  hormone  ...  a drug  of  definite  and  uniform 
composition.  Each  batch  is  assayed  by  chemical  and 
physical  measurement  ...  a more  accurate  method 
than  biologic  standardization.  SYNTHROID  (so- 
dium levothyroxine)  does  not  deteriorate  in  storage 
or  in  high  humidity  conditions.  Your  patients  con- 
sistently receive  the  dosage  you  prescribe. 

it  is  competitively  priced 

Patient  costs  are  competitive  with  animal  gland 
products.  In  comparison  to  the  other  form  of  syn- 
thetic thyroid  hormone,  SYNTHROID  (sodium  levo- 
thyroxine) costs  approximately  half  as  much. 

smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there 
is  little  possibility  of  a metabolic  surge  that  can 
compromise  cardiac  function.  SYNTHROID  (so- 
dium levothyroxine),  after  absorption  and  protein 
binding,  is  released  at  a physiologic  rate.  This  assures  a 
smooth  response  with  a higher  degree  of  safety. 

predictability 

Expect  PBI  readings  to  be  in  the  range  of  6-10  meg. 
°7o.  Count  on  these  readings  and  on  other  parameters 
to  be  predictable  in  relation  to  the  dosage  you  pre- 
scribe. Levothyroxine  has  a high  binding  capacity 
for  serum  proteins  in  contrast  to  other  thyroid  me- 
dicaments which  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 
In  patients  made  euthyroid  with  SYNTHROID  (so- 
dium levothyroxine),  it  is  therefore  not  unusual  to 
find  PBI  levels  of  8-10  meg.  °7o. 


FLINT  LABORATORIES 

Morton  Grove,  Illinois  F-368  8/66 


unexcelled  dosage  flexibility 

Available  in  six  strengths.  Tablets  are  scored  and 
color-coded  for  dosage  convenience.  SYNTHROID 
(sodium  levothyroxine)  INJECTION  is  also  avail- 
able. 

broad  indications 

SYNTHROID  (sodium  levothyroxine)  duplicates  the 
biological  and  metabolic  activity  of  endogenous  thy- 
roxine. The  tablets  are  specific  replacement  therapy 
in  diminished  or  absent  thyroid  function  resulting 
in  hypothyroidism  ranging  from  the  subclinical  or 
borderline  type  to  the  myxedematous  type.  The 
administration  of  SYNTHROID  (sodium  levothy- 
roxine) is  therefore  indicated  in  primary,  hypopitui- 
tary,  pediatric,  and  geriatric  hypothyroidism,  and 
for  reproductive  disorders  such  as  infertility,  men- 
strual disturbances  and  habitual  abortion  associated 
with  hypothyroidism. 

Because  SYNTHROID  (sodium  levothyroxine)  is 
effective  in  the  treatment  of  hypothyroidism  of  any 
degree  of  severity,  it  is  especially  useful  in  subclini- 
cal cases  exemplified  by  symptoms  such  as  undue 
lassitude,  skin  disturbances  and  obesity,  in  the  pres- 
ence of  diagnostic  test  criteria.  In  your  judgment, 
when  a diminished  level  of  thyroid  hormone  may  be 
implicated,  the  purity,  stability,  and  predictability 
of  SYNTHROID  (sodium  levothyroxine)  are  par- 
ticularly important  to  confirm  your  diagnosis  be- 
cause they  eliminate  the  variability  in  response  due 
to  product  deficiency  often  encountered  with  desic- 
cated thyroid. 

Precautions:  As  with  other  thyroid  preparations!  an  overdose  may  cause  diarrhea 
or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss. 
Medication,  in  such  cases,  should  be  stopped  for  2-6  days,  then  resumed  at  a lower 
dose  level.  In  patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  parameters  that  are  used  to  guide  antidiabetic  therapy.  Contrain- 
dications: Thyrotoxicosis,  acute  myocardial  infarction.  Administration  and 
Dosage:  Administer  tablets  as  a single  daily  dose,  preferably  after  breakfast.  In- 
jection may  be  administered  intravenously  in  solutions  containing  100  meg.  per  ml. 
Supplied:  Tablets  0.025  mg..  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg..  0.3  mg.,  scored 
and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg.,  lyophilized  in  10  ml. 
single  dose  vial,  with  5 ml.  vial  of  diluent. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
APPROXIMATELY  EQUIVALENT  TO  1 gr. THYROID  U.S.P. 

Synthroid 

sodium  levothyroxine,  FLINT 
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For  adolescents,  acne  is  "...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres."* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  "acne  decade”  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 
tor." pHisoHex  is  especially  effec- 


tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IVj 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

•Kligman,  A.  M.,  in  Ludwig,  G.  D.,  and 
Elsom,  Katherine  O.  (Eds  ).  Am.  Pract. 
13:200,  March,  1962. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

Wmthrop  Laboratories,  New  York,  N.Y.  10016 
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IUIBB  MOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension 
are  unpredictable  — either  because  there  are 
a number  of  mechanisms  involved  or  because  individ- 
uals differ  in  their  responses  to  these  mechanisms. 1 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the 
blood  pressure  is  elevated  to  a marked  degree  for  an 
adequate  period  of  time,  this  in  itself  leads  to  per- 
petuation of  the  syndrome  with  resulting  vascular 
damage  throughout  the  body.”14  All  too  often  the 
disease  progresses  until  there  is  damage  to  one  of 
three  vital  organs:  the  heart,  the  kidney,  the  brain. 


"Hypertension  is  certainly  a major  factor  in  the 
genesis  of  coronary  heart  disease,  and  it  is  even 
more  important  when  compounded  with  obesity.”4 


"[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  meas- 
ured by  renal  function  studies. "to 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the 
heart  of  excess  work  but  reduces  vascular  damage.”! 

“In  short,  treatment  is  indicated.”1 

Antihypertensive  therapy  will  not  restore  the  blood 
vessels  to  normal.  Yet  many  of  the  vascular  changes 
and  symptoms  caused  by  increased  blood  pressure 
may  be  arrested  or  alleviated  when  the  blood  pressure 
is  reduced  to  normotensive  levels.? 

Reducing  the  blood  pressure  helps  curtail  further  vas- 
cular damage  and  improves  the  prognosis  — when 
damage  is  not  too  far  advanced  before  therapy  is 
started.14  Essential  hypertension  is  an  indication  not 
only  for  treatment,  but  for  early  and  adequate  treat- 
ment of  the  patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihyperten- 
sive-diuretic action  of  bendroflumethiazide  in  one  con- 
venient medication.  The  two  drugs  complement  each 
other  so  that  smaller  doses  of  both  are  possible. 


Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, ts-n  since 
beneficial  effects  do  not  diminish  with  continuous 
daily  administration. 


For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity, 
convenience  and  economy  of  such  a dosage  schedule 
are  of  particular  benefit  to  older  patients. 


References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs 
in  the  Treatment  of  Hypertension,  in  Ingelf inger,  F.  J.;  Reiman,  A.  S., 
and  Finland,  M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B. 
Saunders  Co.,  1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Anti- 
hypertensive Therapy  of  Essential  Hypertension,  in  Ingelfinger,  F.  J.; 
Reiman,  A.  S.,  and  Finland,  M.:  Controversy  in  Internal  Medicine, 
Philadelphia,  W.  B.  Saunders  Co.,  1966,  p.  97.  3.  Nickerson,  M.: 
Antihypertensive  Agents  and  the  Drug  Therapy  of  Hypertension,  in 
Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727.  4.  Berkson, 
D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.:  M.  Times 
91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963.  7. 
Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  1.:  Am.  J.  Cardiol. 
9:675,  1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920, 
1962.  11.  Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med. 
60:2679,  1960.  12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13. 
Hodge,  J.  V.;  McQueen,  E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961. 
14.  Moyer,  J.  H.,  and  Brest,  A.  N.:  Hypertension  Recent  Advances, 
Philadelphia,  Lea  & Febiger,  1961,  p.  633.  15.  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  10:516,  1962.  16.  Reid,  W.  J.:  J.  Am  Geria- 
trics Soc.  13:365,  1965.  17.  Feldman,  L.  H.:  North  Carolina  M.  J. 
23:248,  1962. 


Contraindications:  Severe  renal  impairment  or  previous  hypersen- 
sitivity. Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal  pain, 
distension,  nausea,  vomiting  or  G.l.  bleeding  occur. 


Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents, 
veratrum  or  hydralazine  when  used  concomitantly  must  be  reduced 
by  at  least  50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated 
in  patients  with  depression,  suicidal  tendencies,  peptic  ulcer;  electro- 
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vignettes  of  angina  pectoris  — 
no.  1 in  a series: 

angina  and  the  surgeon 

John  Hunter  — 

British  surgeon  (1728-1793) 

angina 
of  anger 

“My  life  is  in  the  hands  of  any 
rascal  who  chooses  to  annoy  and 
tease  me.”1  So  said  the  great 
British  surgeon  and  anatomist, 
John  Hunter,  realizing  that  he 
could  not  control  the  anger 
which  precipitated  frequent  and 
severe  attacks  of  angina  pectoris. 
According  to  Mettler:  “His 
statement  was  no  exaggeration. 
On  October  16, 1793,  he  attended 
a meeting  of  the  St.  George’s 
hospital  staff,  and,  while  defend- 
ing the  interests  of  several 
students,  he  was  contradicted 
and  thoroughly  antagonized. 
The  pains  of  angina  commenced, 
he  started  toward  another  room, 
gained  it,  and  fell  dying  into 
the  arms  of  a physician. ”2 

Why  Edward  Jenner  withheld 
his  paper  on  angina  In  1777, 
at  an  earlier  stage  of  the 
condition,  Hunter’s  angina 
alarmed  a favorite  pupil, 

Edward  Jenner,  who  wrote  to 
Dr.  Heberden  that  he  feared 
his  teacher  was  “affected  with 
symptoms  of  the  Angina 
Pectoris.”3  So  concerned  was 
Jenner  about  his  former 
teacher’s  emotion-related  condi- 
tion that  he  deliberately  can- 
celled publication  of  a paper  on 
angina  pectoris,  fearing  that 
Hunter  would  read  it,  and  have 
“his  fears  excited  by  its  truly 
formidable  nature.”4 

Severity  of  angina  described 
Hunter’s  brother-in-law,  Dr. 
Everard  Home,  who  witnessed 
his  death  and  performed  an 
autopsy,  gave  this  account  of  the 


1 


later  stages  of  the  condition: 

“. . . the  pain  became  excruciating 
at  the  apex  of  the  heart;  the 
throat  was  so  sore  as  not  to  allow 
of  an  attempt  to  swallow  any- 
thing and  the  left  arm  could  not  s 
bear  to  be  touched 


“The  affections  above  described 
were,  in  the  beginning,  readily 
brought  on  by  exercise . . . but 
they  at  last  seized  him  when  ly- 
ing in  bed,  and  in  his  sleep ”5 


\ 

| 


18th  century  ancestor  of 
the  modern  coronary  candidate 
Surgeon,  anatomist,  pathologist, 
physiologist,  geologist,  and 
teacher,  Hunter  had  a passion 
for  research  which  led  him  to 
disregard  his  practice,  his  health 
and  even  the  )aw.  When  the 
Irish  giant  O’Brien  learned  that 
Hunter  desired  his  skeleton  for 
a museum,  he  willed  that  his 
body  be  sunk  at  sea  in  a lead 
coffin.  But  Hunter  was  not  to  be 
denied.  According  to  Major,  he 
“. . . bribed  the  watchers  and 
finally  obtained  the  body  at  a 
cost  of  500  pounds  although  he 
had  to  borrow  the  money  to  pay 
the  men.”3  In  1767,  he  experi- 
mentally inoculated  himself 
with  gonorrhea  and  syphilis, 
treated  himself  with  mercury  for 
three  years,  and  was  apparently 
cured.3  Hunter  had  feelings  of 
inadequacy  about  his  education 
and  speaking  ability,  but  this 
did  not  prevent  him  from  being 
hard  driving  and  abrupt  with 
his  colleagues.  His  competitive- 
ness with  his  physician  older 


brother  was  also  well  known, 
and  ended  in  complete  estrange- 
ment between  the  two  men.2,3 
Today,  the  personality  traits  seen 
in  John  Hunter  are  recognized 
to  be  important  predisposing 
factors  in  the  development  of 
coronary  artery  disease  — often 
manifested  as  angina  pectoris, 
i According  to  Friedman  and 
Rosenman,6  in  a group  of  men 
whose  behavior  was  character- 
ized by  intense  ambition  and 
competitive  drive,  a greater  than 
average  incidence  of  angina 
pectoris  was  among  those 
abnormal  conditions  noted. 

References:  1.  Paget,  S.,  cited  by 
Mettler,  C.  A.:  History  of  Medi- 
cine, Philadelphia,  The  Blakiston 
Company,  1947,  p.  85.  2.  Mettler, 

C.  A.:  Op.  cit.,  pp.  84-85.  3.  Major, 

R.  H.:  A History  of  Medicine, 
Springfield,  111.,  Charles  C Thomas, 
1954,  vol.  2,  pp.  601  -607.  4.  Baron, 

J.,  cited  by  Major,  R.  H.:  Op.  cit., 
p.  607.  5.  Major,  R.  H.:  Classic  De- 
scriptions of  Disease,  ed.  3,  Spring- 
field,  111.,  Charles  C Thomas,  1955, 
p.  423.  6.  Friedman,  M.,  and  Rosen- 
man,  R.  H.:  J.A.M.A.  769:1286, 1959. 


m the  modern 
(management  of 
angina  pectoris 

Peritrate®  SA 

Sustained  Action 
Kpentaerythritol 
! etranitrate)  80  mg. 

■iach  double-layer,  biconvex,  dark 
;reen/ light  green  tablet  of  Peritrate 
iA  Sustained  Action  contains: 
>entaerythritol  tetranitrate  80  mg. 

20  mg.  in  immediate  release  layer 
md  60  mg.  in  sustained  release  base). 

’eritrate  (pentaerythritol  tetrani- 
rate)  is  a nitric  acid  ester  of  a tet- 
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Actions:  The  exact  cause  of  angina 


pectoris  (that  is,  the  pain  associated 
with  coronary  artery  disease)  re- 
mains obscure,  despite  the  numer- 
ous and  often  conflicting  hypotheses 
concerning  its  pathophysiology. 
Therapy  at  the  present  time,  there- 
fore, remains  essentially  empiric. 
Customarily,  clinical  improvement 
has  been  measured  by:  reduction  in 
(1)  number,  intensity  and  duration 
of  angina  pectoris  attacks  and  (2) 
necessity  for  glyceryl  trinitrate  in- 
take for  prevention  or  relief  of 
anginal  attacks. 

Peritrate  SA  Sustained  Action  (pen- 
taerythritol tetranitrate)  80  mg.  has 
been  reported  in  clinical  usage  to 
reduce  in  number  and  severity  the 
incidence  of  angina  pectoris  attacks, 
with  concomitant  reduction  in  glyc- 
eryl trinitrate  intake. 

In  the  evaluation  of  Peritrate  (pen- 
taerythritol tetranitrate)  and 
Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80 
mg.  in  angina  pectoris,  clinical  im- 
provement has  been  customarily 
measured  subjectively  by  reduction 
in  number  and  severity  of  attacks 
and  necessity  for  glyceryl  trinitrate 
intake  for  prevention  or  abortion 
of  anginal  attacks.  Individual  pat- 
terns of  angina  pectoris  differ 
widely  as  does  the  symptomatic  re- 
sponse to  antianginal  agents  such 
as  pentaerythritol  tetranitrate. 

The  published  literature  contains 
both  favorable  and  unfavorable 
clinical  reports.  In  conjunction 
with  total  management  of  the  pa- 
tient with  angina  pectoris, 

Peritrate  (pentaerythritol  tetra- 
nitrate) and  Peritrate  SA  Sustained 
Action  (pentaerythritol  tetrani- 
trate) 80  mg.  have  been  accepted 
as  safe  for  prolonged  administra- 
tion and  widely  regarded  as  useful. 

Animal  pharmacology:  In  a series 
of  carefully  designed  studies  in  pigs, 
Peritrate  (pentaerythritol  tetrani- 
trate) was  administered  for48  hours 
before  an  artificially  induced  occlu- 
sion of  a major  artery  and  for  seven 
days  thereafter.  The  pigs  were  sac- 
rificed at  various  intervals  for 
periods  up  to  six  weeks.  The  result 
showed  a significantly  larger  num- 
ber of  survivors  in  the  drug-treated 
group.  Damage  to  myocardial  tissue 
in  the  drug-treated  survivors  was 
less  extensive  than  in  the  untreated 
group.  Pigs  rather  than  dogs  were 
used  because  their  coronary  artery 
distribution  more  closely  resembles 
that  of  human  beings.  Studies  in 


dogs  subject  to  oligemic  shock 
through  progressive  bleeding  have 
demonstrated  that  Peritrate  (penta- 
erythritol tetranitrate)  is  vasoactive 
at  the  postarteriolar  level,  produc- 
ing increased  blood  flow  and  better 
tissue  perfusion.  These  animal  ex- 
periments cannot  be  translated  to 
human  behavior. 

Indications:  Peritrate  SA  Sustained 
Action  (pentaerythritol  tetranitrate) 
80  mg.  is  indicated  for  the  relief  of 
angina  pectoris  (pain  associated 
with  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute 
anginal  episode  but  is  widely  re- 
garded as  useftd  in  the  prophylactic 
treatment  of  angina  pectoris. 

Contraindications:  Peritrate  SA 
Sustained  Action  (pentaerythritol 
tetranitrate)  80  mg.  is  contraindi- 
cated in  patients  who  have  a history 
of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use 
of  Peritrate  (pentaerythritol  tetra- 
nitrate) during  the  early  days  of  the 
acute  phase  of  myocardial  infarc- 
tion (the  period  during  which 
clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  estab- 
lish safety. 

Precautions:  Should  be  used  with 
caution  in  patients  who  have  glau- 
coma. 

Adverse  reactions:  Side  effects  re- 
ported to  date  have  been  predomi- 
nantly related  to  headache  (which 
may  require  discontinuation  of 
medication)  and  gastrointestinal 
distress  which  are  usually  transient 
with  continuation  of  medication. 

Dosage:  Peritrate  SA  Sustained  Ac- 
tion (pentaerythritol  tetranitrate) 
80  mg.,  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later 
(on  an  empty  stomach). 

Additional  dosage  forms 
Peritrate  (pentaerythritol  tetrani- 
trate) — 10  mg.  and  20  mg.  tablets 
with  or  without  phenobarbital. 

Peritrate  with  Phenobarbital  SA 
Sustained  Action  — 80  mg.  penta- 
erythritol tetranitrate  and  45  mg. 
phenobarbital. 

(Warning:  Tablets  containing  phe- 
nobarbital may  be  habit  forming.) 
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Medical  Schools 


Columbia  University  College  of 
Physicians  and  Surgeons 

Alumni  trustee  elected.  Frode  Jensen,  M.D., 
a 1937  graduate,  was  elected  an  alumni  trustee 
on  October  3.  Dr.  Jensen  becomes  the  66th 
alumni  trustee  in  the  University’s  two  hundred 
and  twelve-year  history.  He  joins  a governing 
body  that  includes  18  life  members  and  six 
alumni  members,  the  latter  serving  six-year 
terms. 

Downstate  Medical  Center 

Visiting  professor.  Dr.  Andre  Lwoff,  1965 
Nobel  Laureate  in  medicine,  has  been  visiting 
professor  in  residence  from  October  17  to 
November  17.  Dr.  Lwoff  was  honored  for  his 
work  on  body  cell  genes  and  his  visit  was  made 
possible  by  a $250,000  grant  which  was  ar- 
ranged by  Paul  Kayser,  a Houston  business- 
man interested  in  research  in  rheumatoid 
arthritis.  On  October  28  Dr.  Lwoff  lectured 
at  Downstate  on  “Factors  Controlling  Viral 
Virulence:  The  Fight  of  the  Organism  Against 

the  Viral  Infection.”  Dr.  Lwoff  is  director, 
Department  of  Microbial  Physiology,  Pasteur 
Institute,  France,  and  professor  of  microbiology, 
Sorbonne,  University  of  Paris. 

New  York  University  School  of  Medicine 

Lecture  series.  A series  of  lectures  organized 
by  students  for  students  aimed  at  broadening 
student  participation  in  the  development  of 
solutions  to  total  health  needs,  the  encourage- 
ment of  community  health  planning,  the  crea- 
tion of  a fertile  environment  and  spirit,  and  the 
practice  of  humanistic  health  care,  began  in 
September  at  Alumni  Hall  Auditorium,  550 
First  Avenue  at  31st  Street.  The  last  two  in 
the  fall  series  will  be  held  on  November  22 
and  December  8 at  8 p.m.  On  Tuesday,  No- 
vember 22,  Dickinson  W.  Richards,  M.D., 
Lambert  Professor  Emeritus  of  Medicine, 
Columbia  University  College  of  Physicians 
and  Surgeons,  will  discuss  “Medical  Values  in 
Medical  Treatment,”  and  on  December  8, 
Thursday,  William  Stewart,  M.D.,  Surgeon 
General  of  the  U.S.  Public  Health  Service,  will 
lecture  on  “Health  and  the  Urban  Society.” 

The  spring  lecture  series  will  be  on  “A  Co- 
ordinated Approach  to  Health  Care.”  These 
programs  are  presented  by  the  Student  Com- 
mittee on  Urban  Health  Care  of  the  Better 
Bellevue  Association  sponsored  by  the  John  A. 
Hartford  Foundation  in  cooperation  with  the 
School  of  Medicine. 


First  Harold  Jacobziner  Memorial  Lecture. 

Albert  B.  Sabin,  M.D.,  professor  of  research 
pediatrics  at  the  University  of  Cincinnati, 
will  give  the  first  Harold  Jacobziner  Memorial 
Lecture  at  4 p.m.,  November  29,  Alumni  Hall. 
Dr.  Sabin  will  discuss  “Childhood  Diseases 
of  Viral  Etiology;  Recent  Advances  and 
Future  Perspectives.”  The  annual  lectui-s 
series  has  been  established  by  many  colleague^ 
of  Dr.  Jacobziner  at  the  School  of  Medicine  and' 
the  New  York  City  Department  of  Health. 
Dr.  Jacobziner  was  professor  of  clinical  pedi- 
atrics at  the  the  time  of  his  death  and  had  been  a 
member  of  the  faculty  for  thirty-five  years. 

Faculty  promotions.  Promoted  to  full  pro- 
fessorships recently  have  been:  Roy  E.  Albert, 
M.D.,  environmental  medicine;  W.  Lane 
Barksdale,  Ph.D.,  microbiology;  Norman  E. 
Chase,  M.D.,  radiology;  Arnold  J.  Friedhoff, 
M.D.,  psychiatry;  Alfred  W.  Kopf,  M.D., 
dermatology;  Philip  H.  Prose,  M.D.,  pa- 
thology; Chester  A.  Swinyard,  M.D.,  rehabilita- 
tion medicine;  and  Alexander  Thomas,  M.D., 
psychiatry. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Regional  grant.  An  11-county  region  in- 
cluding Rochester  has  been  awarded  one  of  the 
early  federal  planning  grants  under  the  new 
Regional  Medical  Program  of  the  National  In- 
stitutes of  Health.  The  grant  provides  $246,394 
the  first  year  and  an  eventual  total  of  about 
$833,000  during  the  next  two-and-one-half 
years  to  lay  the  groundwork  for  a major  regional 
attack  on  heart  disease,  cancer,  stroke,  and 
related  diseases.  The  grant  will  support  plan- 
ning activities  for  the  development  of  a Regional 
Medical  Program  to  improve  the  level  of  di- 
agnosis and  treatment.  Headquarters  will  be 
at  the  University.  Federal  support  for  the 
Rochester  regional  program  came  after  a year 
of  preliminary  studies  by  a committee  of  area 
physicians  and  nurses  under  the  chairmanship 
of  Lawrence  E.  Young,  M.D.,  chairman,  De- 
partment of  Medicine. 

Upstate  Medical  Center 

New  department.  Robert  B.  King,  M.D., 
has  been  appointed  chairman  of  the  new  De- 
partment of  Neurosurgery.  Formerly  a part 
of  the  Department  of  Surgery,  the  separation  is 
part  of  the  expansion  program  to  aid  in  “The 
growth  of  the  responsibilities  of  this  specialty 
for  teaching,  research,  and  patient  care  ...  .” 
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Abstracts 


Volan,  H.  H.:  Diagnosis  of  early  syphilis, 

New  York  State  J.  Med.  66:  2908  (Nov.  15) 
1966. 

A high  index  of  suspicion  and  expert  dermato- 
logic examination  are  important  in  discovering 
I early  syphilis.  The  physician’s  role  is  to  take 
more  blood  tests,  insist  on  blood  tests  on  hospital 
admissions  and  pre-employment  examinations, 
and  report  known  or  suspected  cases  to  the 
| health  department  so  that  contacts  can  be 
I examined.  Many  cases,  formerly  missed  be- 
cause of  their  mildness,  are  uncovered  by  better 
I serologic  tests  with  the  help  of  expert  “shoe- 
I leather”  epidemiology. 

Fontana,  V.  J.,  and  Rappaport,  I.:  Environ- 

mental control  unit,  New  York  State  J. 
Med.  66:  2913  (Nov.  15)  1966. 

To  study  the  influence  of  environmental 
factors  on  allergic  disease  a unit  was  designed 
j to  study  environmental  factors  playing  a role 
in  allergic  symptoms,  to  provide  a patient  en- 
vironment which  differed  little  from  other  ward 
facilities,  to  provide  a “clean  room”  for  the 
therapeutic  management  of  allergic  diseases,  and 
to  provide  an  instrument  for  provocation  studies 
under  controlled  conditions.  The  unit  contains 
the  patients’  area,  air  purification  and  other 
| environmental  control  mechanisms,  and  the 
I observation  area  and  data  control  instrument 
console.  One-way  vision  permits  observation 
l of  the  patients  unnoticed  by  them.  Con- 
1 taminants  are  minimal,  and  the  room  and  its 
| accessories  can  withstand  temperatures  for 
dry-heat  sterilization.  It  is  possible  to  simulate 
' both  winter  and  summer  temperature  condi- 
tions. Particles  are  counted  and  gases  analyzed 
chromatographically. 


Investment 

Advisory 

Service 

Providing  portfolio  super- 
vision  for  both  individual 
and  institutional  investors 
on  a fee  basis. 

Direct  inquiries  to 
Investment  Advisory 
Department  J M 


CARL  M.  LOEB, 
RHOADES  Sc  CO. 


Members  New  York  Stock  Exchange 

42  WALL  STREET,  N.  Y.  10005 


375  Park  Avenue,  N.  Y.  10022 


“One  nice  thing,  dear,  we're  getting  wonderful  tele- 
vision reception  with  the  antenna  bent  over  that 
way.” 
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Now,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the 
patient  becomes  distressed  about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion 
and  ciliary  activity— physiologic  mechanisms  which  prevent  infection  of  the  respiratory 
tract.  A dose  of  two  tablets  taken  in  the  morning  and  repeated  in  the  evening  will  usually 
keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
or  urinary  retention.  Caution  patients  who  operate  machinery  or  motor  vehicles  that  drows- 
iness may  result. 

Each  Novahistine  LP  tablet  con-  ™ — ™ ™ ■■■  — — — ■ 

tains  phenylephrine  hydrochloride, 

25  mg.,  and  chlorpheniramine  ma- 
leate,  4 mg. 

For  relief  of  nasal  congestion. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Books  Received 


The  following  books  were  received  during  the  month  of  August,  1966* 


Orthotics,  Etcetera.  Edited  by  Sidney  Licht, 
M.D.  Octavo  of  774  pages,  illustrated.  New 
Haven,  Conn.,  Elizabeth  Licht,  Publisher,  1966. 
Cloth,  $24. 

The  Acute  Abdomen.  By  W.  W.  Glas, 
M.D.,  and  S.  E.  Gould,  M.D.  Octavo  of  154 
pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1966.  Cloth,  $7.50. 

Radiographic  Examination  in  Blunt  Ab- 
dominal Trauma.  By  James  J.  McCort, 
M.D.  Octavo  of  252  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1966.  Cloth, 
$10.50. 

Citanest.  An  International  Conference 
Sponsored  by  Astra.  Santos,  Brazil,  Sep- 
tember 17-18,  1964.  Edited  by  Sten  Wield- 
ing. Octavo  of  338  pages,  illustrated.  Den- 
mark, Universitetsforlaget  I Aarhus,  1965. 
Cloth. 

Roentgen  Signs  in  Clinical  Practice.  Vol- 
ume I.  Basic  Principles  and  Radiology  of 
the  Skeletal  System.  Volume  II.  Radi- 
ology of  the  Chest,  Genitourinary  System 
and  Gastrointestinal  Tract.  By  Isadore 
Meschan,  M.D.  Octavo  of  1,831  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Cloth,  $38  the  set. 

Nerve  as  a Tissue.  Kaare  Rodahl,  M.D., 
Editor.  Bela  Issekutz,  Jr.,  M.D.,  Coeditor. 
Octavo  of  470  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1966.  Cloth,  $18.50. 

The  Theory  and  Practice  of  Psychiatry. 

By  Frederick  C.  Redlich  and  Daniel  X.  Freed- 
man. Octavo  of  880  pages.  New  York,  Basic 
Books,  Inc.,  1966.  Cloth,  $12.50. 

Biological  Treatment  of  Mental  Illness. 
Proceedings  of  the  II  International  Con- 
ference of  the  Manfred  Sakel  Foundation, 
held  October  31  to  November  3,  1962,  at  the 
New  York  Academy  of  Medicine,  New  York. 
Edited  by  Max  Rinkel,  M.D.  Octavo  of  1,025 
pages,  illustrated.  New  York,  L.  C.  Page  & 
Co.,  1966.  Cloth,  $25. 

Hemorrhagic  Diseases  and  Thrombosis. 

By  Armand  J.  Quick,  M.D.  Second  edition, 
thoroughly  revised.  Octavo  of  460  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1966. 
Cloth  $12. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Encyclopedia  for  Medical  Assistants.  Ed- 
ited by  Louis  Brachman,  M.D.  Octavo  of  448 
pages,  illustrated.  Milwaukee,  Cathedral 
Square  Publishing  Company,  1965.  Cloth, 
$14.95. 

A Guide  to  Cardiology.  By  J.  C.  Leonard, 
M.D.,  and  E.  G.  Galea,  M.B.  Second  edition. 
Octavo  of  306  pages,  illustrated.  Baltimore, 
The  Williams  and  Wilkins  Company,  1966. 
Cloth,  $9.50. 

The  Transsexual  Phenomenon.  By  Harry 

Benjamin,  M.D.  Octavo  of  286  pages,  illus- 
trated. New  York,  The  Julian  Press,  Inc.,  1966. 
Cloth,  $8.50. 

Clinical  Epidemiology.  By  John  R.  Paul, 
M.D.  Revised  edition.  Octavo  of  305  pages, 
illustrated.  Chicago,  The  University  of 
Chicago  Press,  1966.  Cloth,  $7.50. 

Infertility  in  Men;  Diagnosis  and  Treat- 
ment. By  Richard  D.  Amelar,  M.D.  Octavo 
of  150  pages,  illustrated.  Philadelphia,  F.  A. 
Davis  Company,  1966.  Cloth,  $7.50. 

Recent  Advances  in  Nuclear  Medicine. 
Edited  by  Millard  N.  Croll,  M.D.,  and  Luther 
W.  Brady,  M.D.  Octavo  of  260  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1966.  Cloth,  $12.50. 

Medical  Resident’s  Manual.  By  Richard 
J.  Kennedy,  M.D.,  William  J.  Grace,  M.D.,  and 
Frank  B.  Flood,  M.D.  Second  edition.  Duo- 
decimo of  340  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1966.  Fabrikoid, 
$5.50. 

Handbook  of  Cardiology  for  Nurses.  By 

Walter  Modell,  M.D.,  Doris  R.  Schwartz,  M.A., 
Louise  S.  Hazeltine,  M.A.,  and  Frederic  T. 
Kirkham,  Jr.,  M.D.  Fifth  edition.  Octavo  of 
323  pages,  illustrated.  New  York,  Springer 
Publishing  Company,  Inc.,  1966.  Paper,  $4.75. 

The  History  of  the  Rhode  Island  Medical 
Society  and  Its  Component  Societies  1812- 
1962.  Octavo  of  276  pages,  illustrated.  East 
Providence,  R.I.,  Roger  Williams  Press,  1966. 
Paper. 

Emergency  Care  of  the  Sick  and  Injured. 

By  the  Committee  on  Trauma,  American  Col- 
lege of  Surgeons.  Edited  by  Robert  H.  Kennedy, 
M.D.  Duodecimo  of  128  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1966. 
Paper,  $2.00. 

continued,  on  page  2868 
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Vistaril 

(HYDROXYZINE) 

tranquilizes 
without 
addiction 
or  drug 
dependency 

Clinical  Experience 

In  its  eight-year  record  of  experience  in  which 
over  one  billion  doses  have  been  prescribed, 
there  is  no  evidence  of  addiction  to  hydroxyzine. 

Clinical  Background 

In  over  500  published  studies  involving 
1 5,000  individual  cases,  neither  dependency  nor 
addiction  has  been  reported  with  hydroxyzine. 


Since  1849 


Science  for  (he  world’s  well-being ® 


Even  in  the  anxious, 
dependent, 
psychoneurotic . . . 

Four  hundred  and  fifty  patients,  most  of  them 
classified  as  functional  neurotics,  were  treated 
with  hydroxyzine  for  periods  of  five  months 
to  four  and  one-half  years.  Sustained  good-to- 
excellent  relief  from  symptoms  of  anxiety  and 
tension  was  attained  in  401  (89%)  of  the  series, 
"Cumulative  effects,  habituation  or  addiction 
to  hydroxyzine  was  not  noted  during  the  entire 
period  of  this  study.” 

Shalowitz,  M.:  Int.  Rec.  Med.  \ 74:357,  June,  1961. 


Even  in  the  classically 
dependent  alcoholic... 

Vistaril  (hydroxyzine)  was  evaluated  for  relief 
of  postalcoholic  syndrome  in  52  chronic  alcoholic 
outpatients  over  a period  of  two  to  four  weeks. 

Many  patients  received  partial  to  complete  relief 
of  psychomotor  agitation,  anxiety,  irritability, 
craving,  insomnia,  depression,  anorexia,  nausea  and 
tension.  “ No  evidence  of  toxicity  or  habituation 
was  noted.”  "No  difficulty  was  experienced 
in  discontinuing  medication.” 

Greenhouse,  H.  R.:  Med.  Times  91 : 1 069,  November,  1963. 

Of  326  alcoholics  treated  with  hydroxyzine  for  the 
postalcoholic  syndrome,  satisfactory  control  was 
achieved  in  276  (85%).  "As  is  not  the  case  with  other 
tranquilizers,  hydroxyzine  has  no  published  record  of 
causing  addiction  and  dependence  or  withdrawal 
symptoms.  Goldman,  H.  I.:  Southwest.  Med.  42:276,  June.  1961. 

Even  in  the 

institutionalized  patient 
needing  long-term 
treatment... 

, One  hundred  and  fifty-two  institutionalized 
female  patients  were  studied  on  long-term, 
i high-dose  therapy. 

[ Even  at  high  dosages,  hydroxyzine 

. . . did  not  produce  either  euphoria  or  depression.” 
i Lapolla.  A.:  Clin.  Med.  8:1332,  July.  1961. 


No  other 
tranquilizer  is 
as  precise,  as 
uncomplicated 

“Visfari 

(HYDROXYZINE) 


the  seat  of  anxiety 

turn  page  for  brief  summary,.. 


BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  par- 
enteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse, 
rat,  and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses 
substantially  above  the  human  therapeutic  range.  Clinical 
data  in  human  beings  are  inadequate.  Until  adequate  data  are 
available,  to  establish  safety  in  early  pregnancy,  hydroxyzine 
is  contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of 
central  nervous  system  depressants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased,  as  much  as  50%. 
Because  drowsiness  may  occur,  patients  should  be  cautioned 
against  driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should  be  fol- 
lowed; soft-tissue  reactions  have  rarely  been  reported  when 
proper  technique  has  been  used.  On  reported  intravenous  in- 
jection a few  instances  of  digital  gangrene  have  occurred 
distal  to  the  injection  site,  considered  to  be  due  to  inadvertent 
intra-arterial  injection  or  possibly  periarterial  extravasation. 
Therefore,  particular  caution  should  be  observed  to  insure  in- 
jection only  into  intact  veins;  avoid  either  intra-arterial 
injection  or  extravasation.  Intravenous  administration  should 
be  accomplished  slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity  has  been 
reported  in  some  hospitalized  patients  given  higher  than 
recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  mini- 
mal amounts  of  intravascular  hemolysis  occur  at  the  site  of 
injection.  Giving  the  maximum  recommended  intravenous 
dose  (ICO  mg.)  to  adults  results  in  immediate  transient 
hemolysis  with  the  liberation  of  a total  of  2-3  grams  of  hemo- 
globin, which,  in  some  individuals,  can  cause  small  amounts  of 
hemoglobinuria.  This  compares  with  the  normal  red  cell 
destruction  from  which  approximately  8 Gm.  of  hemoglobin 
are  liberated  every  24  hours.  If  the  hydroxyzine  is  diluted 
with  50  cc.  of  normal  saline  and  given  during  a period  of  four 
minutes  or  more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  Equivalent  to  25  mg. 
hydroxyzine  HCl  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine 
HC1)  Parenteral  Solution:  25  mg./cc. — 10  cc.  vial  and  50 
mg./cc. — 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc., 

I cc.  per  unit. 

More  detailed  professional  information  available  on  request. 


The  Vistaril  site 
of  action  is  the 
seat  of  anxiety 


Since  1849 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 
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A Doctor  Talks  to  5-to-8-Year-01ds.  By 

Dona  Z.  Meilach,  Ph.B.,  in  consultation  with 
Elias  Mandel,  M.D.  Sextodecimo  of  89  pages, 
illustrated.  Chicago,  Budlong  Press  Com- 
pany, 1966.  Paper. 

Clinical  Obstetrics  and  Gynecology.  Vol- 
ume 9 Number  2,  June  1966.  Amniotic 
Fluid.  Edited  by  Fritz  Fuchs,  M.D.  Endo- 
metriosis. Edited  by  Thomas  H.  Green, 
Jr.,  M.D.  Octavo  of  323  pages,  illustrated. 
New  York,  Hoeber  Medical  Division,  Harper 
& Row,  1966.  Published  quarterly  (four  num- 
bers a year).  Cloth,  $18  per  year. 

The  Medical  Clinics  of  North  America. 
Mayo  Clinic  Number.  Volume  50,  Number 
4,  July,  1966.  Diseases  of  the  Kidney. 

James  C.  Hunt,  M.D.,  and  William  J.  Johnson, 
M.D.,  Guest  Editors.  Octavo.  Philadelphia, 
W.  B.  Saunders  Company,  1966.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18 
per  year. 

Modern  Treatment.  Volume  3,  Number  4, 
July  1966.  Chemotherapy  for  Cancer. 
Guest  Editor  B.  J.  Kennedy,  M.D.  Treat- 
ment of  Respiratory  Allergy.  Guest  Editor 
Samuel  O.  Freedman,  M.D.  Octavo.  Illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1966.  Published 
bimonthly  (six  numbers  a year).  Paper,  $16 
per  year. 

Symposium  on  Cerebrovascular  Disease. 
From  the  38th  Scientific  Sessions  of  The 
American  Heart  Association  October  16, 
1965.  Edited  by  Robert  G.  Siekert,  M.D. 
Quarto  of  48  pages,  illustrated.  New  York, 
The  American  Heart  Association,  1966.  Paper, 
$2.50.  (American  Heart  Association  Mono- 
graph Number  Fourteen) 


The  following  books  were  received  during  the 
month  of  September,  1966.* 


Textbook  of  Obstetrics  and  Gynecology. 
Edited  by  David  N.  Danforth,  M.D.  Quarto 
of  1,146  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1966.  Cloth, 
$27.50. 


Progress  in  Clinical  Cancer.  Volume  II. 

Edited  by  Irving  M.  Ariel,  M.D.  Quarto  of 
375  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1966.  Cloth,  $15.75. 

Ischio-Femoral  Arthrodesis.  By  John 

Crawford  Adams,  M.D.  Octavo  of  112  pages, 
illustrated.  Baltimore,  The  Williams  and  Wil- 
kins Company,  1966.  Cloth,  $9.50. 

Psychoanalytic  Supervision.  By  Joan  Flem- 
ing, M.D.,  and  Therese  F.  Benedek,  M.D. 
Octavo  of  252  pages.  New  York,  Grune  & 
Stratton,  1966.  Cloth,  $6.75. 
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Out-Patient  Treatment  of  Alcoholism. 

By  Donald  L.  Gerard,  M.D.,  and  Gerhart 
Saenger,  Ph.D.  Octavo  of  249  pages.  Canada, 
University  of  Toronto  Press,  1966.  Cloth, 
$7.50.  (Brookside  Monograph  No.  4) 

Hormones  and  Hypertension.  Compiled 
and  Edited  by  William  M.  Manger,  M.D. 
Octavo  of  265  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1966.  Cloth.  (American 
Lecture  Series  No.  656) 

The  New  Way  to  Live  with  Diabetes:  A 

Complete  Guide.  By  Charles  Weller,  M.D., 
and  Brian  Richard  Boylan.  Octavo  of  133 
pages,  illustrated.  Garden  City,  N.  Y.,  Double- 
day & Company,  1966.  Cloth,  $3.95. 

Modern  Home  Remedies  and  How  to  Use 

Them.  By  Morris  Fishbein,  M.D.  Octavo 
of  129  pages,  illustrated.  New  York,  Double- 
day & Company,  1966.  Cloth,  $3.95. 

Hematologic  Problems  in  the  Newborn. 

By  Frank  A.  Oski,  M.D.,  and  J.  Lawrence 
Naiman,  M.D.  Major  Problems  in  Clinical 
Pediatrics — Volume  IV.  Octavo  of  294 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1966.  Cloth,  $11. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  Volume  50,  Number 
5,  September,  1966.  Recent  Advances  in 
Medicine.  Edward  Rose,  M.D.,  Guest  Editor. 
Octavo.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Published  Bi-Monthly  (six  num- 
bers a year) . Cloth,  $18  per  year. 


Dupuytren’s  contracture 


In  a study,  reported  in  a recent  issue  of 
Journal  of  the  Mount  Sinai  Hospital  by  B. 
Nazari,  M.D.,  Dupuytren’s  contracture  was 
found  in  44  of  90  patients  with  liver  disease 
stemming  from  varying  causes.  Of  62  cases  of 
alcoholic  cirrhosis  of  the  liver,  34  were  positive 
for  Dupuytren’s  contracture.  In  28  cases  of 
nonalcoholic  liver  disease,  10  were  positive. 

There  were  48  males  and  42  females  in  this 
series.  They  ranged  in  age  from  seventeen  to 
eighty-five  years.  Diagnostically  they  were 
distributed  as  follows:  cirrhosis  of  the  liver, 

62;  carcinoma  of  the  liver,  20;  hepatitis,  10; 
obstructive  jaundice,  7;  congestive  spleno- 
megaly, 2;  cardiac  cirrhosis,  1;  and  fatty  liver, 
1.  The  diagnoses  of  liver  disease  were  es- 
tablished on  the  basis  of  the  clinical  picture, 
liver  function  tests,  and  biopsy.  An  attempt 
was  made  to  correlate  the  presence  or  absence 
of  Dupuytren’s  contracture  with  those  chemical 
findings  suggestive  of  impaired  liver  function. 


Alphabetical  Index  of  Roentgen  Diagnoses 
and  Procedures  With  Code  Numbers  of 
The  American  College  of  Radiology.  By 

Gerhart  S.  Schwarz,  M.D.,  and  Henry  J. 
Powsner,  M.D.  Pocket  Edition.  Octavo  of 
204  pages,  illustrated.  Springfield,  Charles  C 
Thomas,  1966.  Cloth,  $8.50. 

The  Psychological  Aspects  of  Rheumatoid 
Arthritis.  By  Harold  Geist,  Ph.D.  Octavo 
of  138  pages,  illustrated.  Springfield,  Charles 
C Thomas,  1966.  Cloth,  $6.50. 

Chemistry  and  Applied  Pharmacology  of 
Tranquilizers.  By  Erwin  Lear,  M.D.  Oc- 
tavo of  117  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1966.  Cloth. 

Textbook  of  Biochemistry.  By  Edward 
Staunton  West,  Ph.D.,  Wilbert  R.  Todd,  Ph.D., 
Howard  S.  Mason,  Ph.D.,  and  John  T.  Van 
Bruggen,  Ph.D.  Fourth  edition.  Octavo  of 
1,595  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1966.  Cloth,  $18.50. 

It  All  Started  with  Hippocrates.  By 

Richard  Armour.  Duodecimo  of  135  pages, 
illustrated.  New  York,  McGraw-Hill  Book 
Company,  1966.  Cloth,  $3.95. 

Conflict  in  Society.  A Ciba  Foundation 
Volume.  Edited  by  Anthony  de  Reuck  and 
Julie  Knight.  Octavo  of  467  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1966. 
Cloth,  $13. 


Also,  an  attempt  was  made  to  correlate  the 
severity  of  Dupuytren’s  contracture  and  the 
degree  of  liver  function  impairment  present 
as  evidenced  by  the  results  of  the  liver  func- 
tion tests. 

The  incidence  of  this  disease  in  this  series 
according  to  the  severity  of  liver  function 
impairment  was  as  follows:  severe  (11  patients), 
7 contractures;  moderate  (40  patients),  24 
contractures;  and  normal  liver  function  but 
with  other  evidence  adequate  for  clinical 
diagnosis  of  liver  disease  (24  patients),  13 
contractures.  In  28  cases  of  liver  disease  caused 
by  other  than  alcohol,  liver  function  tests  in- 
dicated severe  impairment  in  3,  moderate  in  13, 
and  essentially  normal  in  12.  In  this  group  as 
a whole,  Dupuytren’s  contracture  was  posi- 
tive in  10  and  negative  in  18.  Despite  heavy 
alcoholic  intake  and  findings  of  Laennec’s 
cirrhosis  as  well  as  presence  of  Dupuytren’s 
contracture,  liver  function  tests  gave  normal 
results  in  some  patients,  supporting  the  opinion 
that  prolonged  alcoholism  may  cause  Dupuy- 
tren’s contracture  even  though  liver  function  is 
apparently  not  impaired. 
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Medical  News 


Physicians  asked  to  give  referrals 

The  cooperation  of  physicians  is  requested  in 
a study  of  lymphosarcoma  and  reticulum  cell 
sarcoma  in  children  and  young  adults.  This 
study  is  being  conducted  by  the  medicine 
branch  of  the  National  Cancer  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

All  clinical  stages  of  biopsy-proved  disease 
are  acceptable,  and  untreated  patients  are 
preferred.  Slides  of  pathologic  material  must 
be  submitted  for  review  before  patients  can  be 
accepted.  Of  particular  interest  are  those 
patients  with  clinical  and  histologic  features 
similar  to  the  malignant  lymphoma  of  African 
children  (Burkitt  tumor).  These  patients  gen- 
erally have  masses  in  the  jaw,  ovary,  or  ab- 
domen. The  purpose  of  this  study  is  to  conduct 
immunologic,  virologic,  pathologic,  and  chemo- 
therapeutic studies. 

Suitable  patients  will  be  admitted  to  the 
Clinical  Center  in  Bethesda,  Maryland,  or  to 
one  of  the  participating  medical  centers. 
Physicians  who  wish  to  have  then-  patients 
considered  for  the  study  may  write  or  telephone: 
John  L.  Ziegler,  M.D.,  Clinical  Center,  National 
Institutes  of  Health,  Building  10,  Room  12-N- 
226,  Bethesda,  Maryland  20014.  The  telephone 
number  is  656-4000,  extension  64251,  area  code 
301. 

Center  studies  lymphocytic  leukemia 

The  cooperation  of  physicians  is  requested 
in  a continuing  study  of  chronic  lymphocytic 
leukemia,  including  therapy  in  patients  with 
this  disorder,  being  conducted  by  the  medicine 
and  radiation  branches  of  the  National  Cancer 
Institute  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 
Referrals  of  selected  patients,  particularly 
those  with  high  circulating  lymphocyte  counts, 
are  needed. 

Physicians  interested  in  having  their  patients 
considered  for  the  study  may  write  or  telephone: 
Ralph  E.  Johnson,  M.D.,  Clinical  Center, 
Room  B1B-41B,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  656-4000,  extension  65457,  area  code 
301. 

Hodgkin’s  disease  studies  evaluate  curves 

The  cooperation  of  physicians  is  requested 
in  a continuing  study  of  Hodgkin’s  disease  be- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


ing  conducted  by  the  National  Cancer  Institute 
at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland.  Particularly  de- 
sired are  patients  who  have  had  no  previous 
treatment  or  minimal  prior  treatment.  All 
clinical  stages  of  biopsy-proved  disease  are 
acceptable.  The  major  purpose  of  the  study 
is  to  determine  the  curative  potential  of  inten- 
sive radiotherapy  in  localized  cases  and  to 
evaluate  combination  chemotherapy  and  x- 
irradiation  in  patients  with  generalized  involve- 
ment. 

Physicians  interested  in  having  their  patients 
considered  for  the  study  may  phone  or  write: 
Paul  P.  Carbone,  M.D.,  Clinical  Center, 
National  Institutes  of  Health,  Building  10, 
Room  12-N-228,  Bethesda,  Maryland  20014. 
The  telephone  number  is  656-4000,  extension 
64251,  area  code  301. 

Personalities 

Elected.  E.  M.  Papper,  M.D.,  professor  and 
chairman.  Department  of  Anesthesiology, 
Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City,  president-elect 
of  the  American  Society  of  Anesthesiologists; 
and  Robert  G.  Hicks,  M.D.,  director  of  anes- 
thesiology, St.  Vincent’s  Hospital  of  the  City 
of  New  York,  treasurer  of  the  American  Society 
of  Anesthesiologists. 

Appointed.  As  members  of  a task  force  on 
the  prevention  and  control  of  emphysema  and 
chronic  bronchitis  cosponsored  by  the  U.S. 
Public  Health  Service  and  the  National  Tuber- 
culosis Association:  Leona  Baumgartner,  M.D., 
Herman  E.  Hilleboe,  M.D.,  John  McClement, 
M.D.,  and  Cecil  G.  Sheps,  M.D.,  all  of  New 
York  City  . . . James  Bordley,  III,  M.D., 
presently  director  of  the  Mary  Imogene  Bassett 
Hospital,  Cooperstown,  New  York,  as  visiting 
professor  of  internal  medicine  at  the  National 
Defense  Medical  Center  in  Taiwan  by  the 
American  Bureau  for  Medical  Aid  to  China, 
Inc.  . . . Stuart  W.  Cooper,  M.D.,  Hillsdale, 
New  York,  formerly  assistant  director  of  the 
New  York  State  Department  of  Health’s 
Bureau  of  Heart  Disease,  as  director  of  the 
Bureau.  He  succeeds  J.  G.  Fred  Hiss,  M.D., 
who  recently  retired.  . . . Israel  Zwerling,  M.D., 
professor  of  psychiatry  at  Albert  Einstein 
College  of  Medicine,  The  Bronx,  as  director  of 
Bronx  State  Hospital.  The  appointment  marks 
the  first  application  of  a recent  amendment  to 
the  State’s  mental  hygiene  law  signed  by 
Governor  Rockefeller  this  spring  which  makes 

continued  on  page  2875 
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possible  the  appointment  of  directors  who  also 
will  serve  as  members  of  the  faculty  of  medical 
schools.  It  is  hoped  that  these  affiliations  will 
be  of  importance  in  strengthening  the  treat- 
ment of  service  at  State  institutions  and  in 

! obtaining  qualified  professional  people  to  serve 
on  the  staffs. 

Awarded.  Fellowship  (membership)  in  the 
American  College  of  Surgeons  at  the  College’s 
annual  clinical  congress  held  in  San  Francisco: 
Albany — Harold  E.  Marden,  Jr.,  Saverio  B. 
Mastrianni,  Milton  Olf;  Amityville — Francis 
B.  O’Brien,  Jr.;  Auburn — -Donald  W.  Del- 
ahanty;  Bay  Shore — Howard  Newton  Christ, 
Jr.,  George  Goodman,  Harry  Talbot;  Bing- 
hamton— Lloyd  C.  Peters;  The  Bronx — 

Robert  C.  Dyson,  Seymour  Furman,  Teruo 
Hirose,  Zev  Kohn,  Don  C.  Prommas,  Francis 
X.  Reynolds,  Richard  Seropian,  Peter  Shrock, 
Thomas  A.  Toosie;  Bronxville — Thomas  Dig- 
nan  Rizzo;  Brooklyn — Roland  J.  Adamsons, 
Jose  M.  Blanco,  Jerome  H.  Blumen,  Julius  S. 
Duncan,  Sidney  Immergut,  Rene  A.  Khafif, 
Daniel  W.  King,  Dennis  J.  Lafer,  Benjamin  E. 
Lanier,  Anthony  Paul  Pirundini,  Norman  A. 
Posner,  Richard  G.  Rosen,  Joseph  A.  Sanacore, 
Leonard  B.  Schnipper,  Jacob  Solome,  In  Chul 
Song,  Seymour  N.  Sussman,  Robert  S.  Venerose, 
Seymour  J.  Wiener;  Buffalo — James  E.  Allen, 
Franz  E.  Glasauer,  John  R.  F.  Ingall,  John  C. 
McDonald,  John  H.  Ring,  Jr.;  Carmel — Julian 
L.  Glatt;  Catskill — John  P.  Myers;  Cobleskill — 
Stanley  D.  Chovnick;  Endicott — Henri  Janian, 
Michael  J.  Murphy;  Flushing — Alexander  M. 
De  la  Garza,  B.  Frank  Labriola,  Bernard  B. 
Perlman,  Albert  J.  Schein,  Michael  V.  Tepedino, 
Turhan  Uysal,  Lawrence  Yaeger;  Freeport — 
James  J.  Lavine;  Glen  Falls — David  H.  Thomp- 
son; Gowanda— William  L.  Glazier;  Hicks- 
ville — Victor  Halitsky,  Burton  A.  Krumholz; 
Hudson — George  P.  Moront;  Huntington — - 
Michael  S.  Mamakos;  Jamaica — Joseph  A. 
Crapotta,  Angelo  Sersanti;  Kingston — Joseph 
J.  Conrad;  Lindenhurst — Vincent  R.  De  An- 
gelis;  Manhasset — Charles  R.  Dunbar,  Donald 


Did  you  know  . . . 

Identical  pricing  does  not  ipso  facto  con- 
stitute a conspiracy  to  fix  prices.  It  is  well 
known  that  identical  pricing  is  the  rule  rather 
than  the  exception  in  many  industries  where 
closely  competitive  products  are  offered.  Many 
widely  used  items  tend  to  find  identical  price 


EUman;  Mount  Kisco — Fred  Antonowich; 
Mount  Vernon — Sidney  Kaplan,  Arthur  H. 
Sadler;  New  City — Louis  J.  Wagner;  New 
Hyde  Park — Burton  Garfinkel,  Joseph  Theo- 
dore Sard,  Joseph  Wiederman;  and  New  Rochelle 
- — Richard  R.  Cappelletti. 

New  York  City — Frederick  O.  Bowman,  Jr., 
Joseph  A.  Buda,  Albert  R.  Burchell,  Cyril 

T.  M.  Cameron,  Charles  J.  Campbell,  Edward 
F.  Conklin,  David  B.  Crawford,  Jr.,  Irving  M. 
Etkind,  Ira  H.  Friedman,  Cleo  J.  L.  Froix, 
Howard  J.  Goldman,  S.  Ashby  Grantham, 
Frank  E.  Gump,  Matthew  N.  Harris,  Richard 

U.  Hausknecht,  John  E.  Hutchinson,  III, 
Irwin  H.  Krasna,  Isadore  Kreel,  Irving  Liebman, 
Colin  W.  McCord,  Andrew  H.  Patterson, 
Russel  H.  Patterson,  Jr.,  Benjamin  B.  K.  Peng, 
Allen  H.  Postel,  Anthony  J.  Rella,  Jules  Rivkind, 
Hans  E.  Schapira,  Edward  B.  Schlesinger, 
Felix  Shiffman,  Arthur  George  Ship,  Samuel 
Soichet,  Elliot  W.  Strong,  Ian  G.  Van  Praagh, 
Frank  J.  Veith,  Joseph  N.  Ward,  Theodore  R. 
Waugh,  Allan  B.  Weingold,  Chin  B.  Yeoh; 
Niagara  Falls — David  R.  Cooper,  Frank  C. 
Fisher;  Ogdensburg — Henry  J.  Kinosian;  Olean 
— Giles  B.  Hamlin;  Patchogue — Robert  H.  Sein- 
feld; Plainview — Sol  Feigman,  Leo  Krauss;  Port 
Chester — Matthew  C.  C.  Kim;  Poughkeepsie — 
Henry  W.  Pletcher;  Ridgewood — Francis  Cap- 
onegro,  Jr.;  Rochester — Gertrude  A.  Bales, 
William  L.  Craver,  Joseph  P.  Lortie,  George  R. 
McGovern,  Lin-Min  Ou  Yang,  Clay  E.  Phillips, 
Jr.,  Frank  P.  Smith,  Warren  D.  Smith;  Rome — 
Rudolph  J.  Ross;  St.  Albans — Mitchell  Edson, 
Lt.  Cdr.  (MC)  U.S.  Navy;  Schenectady — 
John  J.  Kennedy;  Snydei — James  E.  Rogers; 
Staten  Island — Raymond  J.  Donovan,  Robert 
E.  Stam,  James  D.  Tovey;  Syracuse — Gian- 
franco Frittelli,  Irving  H.  Goldman,  David  G. 
Murray;  Utica — Joseph  G.  Chanatry,  Albert  H. 
Shaheen,  Esat  A.  Toksu;  Watertown — David  G. 
Gregor;  Waverly — Clyde  E.  Maxwell,  III; 
West  Islip — Gerald  W.  Buetow,  John  A. 
Pallotta;  White  Plains — Howard  Essner;  Valley 
Stream — Albin  A.  Bagdonas;  and  Yonkers — 
Beryle  E.  Wyman. 


levels  as  a natural  consequence  of  competitive 
forces,  not  as  the  result  of  a conspiracy. 

As  an  example  of  drug  research  expenditures 
which  are  unprofitable  to  a company,  American 
Cynamid  Company  of  Pearl  River,  New  York, 
invested  about  $37  million  in  drug  research  on 
live  virus,  polio  vaccines,  cancer,  tuberculosis, 
heart  disease,  and  other  maladies.  No  com- 
mercial products  have  resulted  from  this  re- 
search and  expenditure. 
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Month  in  Washington 


A new  minimum  wage  law  is  expected  to  cause 
hospital  and  nursing  home  costs  to  rise.  The 
new  law  brings  about  1.5  million  workers  in 
hospitals  and  nursing  homes  under  the  Federal 
minimum  wage  program  for  the  first  time.  The 
minimum  wage  for  them  is  set  at  $1.00  an  hour 
for  next  year,  $1.15  an  hour  in  1968,  $1.30  an 
hour  in  1969,  $1.45  an  hour  in  1970,  and  $1.60 
an  hour  thereafter.  The  law  also  increases  the 
minimum  wage  for  about  30  million  workers 
presently  covered  to  $1.40  an  hour  on  February 
1,  1967,  and  to  $1.60  an  hour  on  February  1, 
1968. 

On  a related  front,  Senate  Democratic  Leader 
Mike  Mansfield  (Montana)  said  he  believed  the 
U.S.  Department  of  Health,  Education,  and 
Welfare  was  going  too  fast  in  enforcing  racial 
desegregation  of  southern  hospitals  and  schools. 
He  told  newsmen  he  supported  the  Senate’s 
denial  of  $500,000  sought  by  H.E.W.  to  pay 
civil  rights  investigators.  He  said  the  Senate 
wants  to  see  desegregation  handled  carefully 
rather  than  impulsively.  Hospital  and  school 
authorities  “will  be  on  trial,”  Mansfield  said, 
and  if  they  abuse  the  suggested  latitude,  Con- 
gress can  move  quickly  to  correct  the  situation. 

The  Senate  approved  legislation  that  would 
give  nursing  homes  more  liberal  payment  for 
Medicare  patients.  The  bill  amends  the  defini- 
tion of  reasonable  costs  to  include  return  on  the 
fair  market  value  of  the  facilities.  The  existing 
Federal  reimbursement  formula  is  2 per  cent 
above  operating  costs.  Nursing  home  operators 
contend  this  is  too  low.  H.E.W.  Undersecre- 
tary Wilbur  Cohen  said  the  government  will 
watch  carefully  to  determine  whether  or  not 
patients  are  admitted  unnecessarily  to  hospitals 
next  year  in  order  to  qualify  them  for  Medicare’s 
nursing  home  benefits.  The  law  requires  that 
nursing  home  benefits  be  made  available  only 
to  Medicare  beneficiaries  who  have  had  a hos- 
pital stay  of  three  days  or  more  and  only  when 
the  nursing  home  care  is  considered  an  extension 
of  the  hospital  treatment.  However,  several 
bills  have  been  introduced  in  Congress  to  elim- 
inate the  hospital  stay  requirement. 

* * * 

The  American  Medical  Association  supported 
a bill  that  would  extend  the  air  pollution  pro- 
gram and  authorize  increased  appropriations 
for  it.  In  a letter  to  a Senate  subcommittee, 
F.  J.  L.  Blasingame,  M.D.,  executive  vice-presi- 
dent of  the  A.M.A.,  noted  that  the  association’s 
House  of  Delegates  in  June,  1965,  had  adopted 
a statement  recognizing  the  health  hazards 
resulting  from  air  pollution  and  recommending 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


that  feasible  reduction  of  all  forms  of  air  pol- 
lution should  be  sought  by  all  responsible 
parties.  The  pending  bill  (S.  3112)  “can  further 
this  end,”  he  said.  He  concluded: 

We  believe  the  effect  of  this  amendment  will 
be  beneficial.  The  grant  mechanism  should 
bolster  local  and  regional  operations,  encourag- 
ing a greater  degree  of  local  initiative,  par- 
ticularly in  interstate  and  intermunicipal  areas. 
In  addition,  the  bill  would  eliminate  a serious 
inequity  in  the  present  law.  Certain  metro- 
politan regions  are  penalized  in  that  they  can- 
not obtain  assistance  for  maintaining  their  cur- 
rently large  and  expensive  programs,  while  a 
metropolitan  region  without  a program  could 
receive  up  to  two  thirds  of  the  cost  of  creating 
a new  program.  Under  the  proposed  legislation 
this  inequity  would  be  eliminated. 

* * * 

The  Senate  cleared  the  path  for  a new  ap- 
proach to  narcotics  addiction  which  would 
substitute  hospital  treatment  for  long-term 
prison  sentences.  The  Senate  approved  the 
legislation  by  voice  vote  without  dissent  and 
sent  it  to  a Senate-House  conference  com- 
mittee for  adjustment  of  differences  with  a 
House  version. 

The  key  to  the  bill  is  civil  commitment  for 
the  addict  involved  in  a nonviolent  crime.  It 
would  provide  voluntary  pretrial  commitment 
in  lieu  of  prosecution  and  compulsory  post- 
conviction commitment  in  lieu  of  punishment. 
In  addition,  the  bill  would  provide  voluntary 
and  compulsory  commitment  of  certain  addicts 
not  charged  with  any  crime.  The  addicts 
would  be  committed  to  the  Surgeon  General 
for  confinement  and  treatment  in  a hospital 
or  institution.  Treatment  would  continue 
within  the  community  after  the  addict  is  dis- 
charged. The  legislation  also  would  establish 
Federal  posthospitalization  treatment  centers 
and  give  courts  more  flexibility  in  dealing  with 
youthful  drug  offenders. 

Senator  John  L.  McClellan  (Democrat,  Ar- 
kansas), who  brought  the  bill  to  the  Senate 
floor,  said  it  “affords  an  opportunity  for  nar- 
cotics addicts  who  wish  to  extricate  themselves 
from  a hopeless  life  of  addiction  and  crime  to 
have  themselves  committed  for  treatment.” 
He  added:  “It  also  affords  a civil,  nonpenal 
procedure  for  the  compulsory  commitment  of 
addicts  not  charged  with  a crime  so  they  may 
be  cured  and  rehabilitated  before  they  are 
forced  by  their  addiction  into  a repetitious 
pattern  of  addiction  and  crime.”  Senator 
Thomas  J.  Dodd  (Democrat,  Connecticut), 

continued  on  page  2882 
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MSSNY PUBLICATIONS  FOR  MEMBERS... 

These  informational  pamphlets  are  some  of  the  benefits  you  receive 
with  your  State  Society  membership. 


• CONSTITUTION  AND  BYLAWS 

Here  are  the  governing  principles  and  rules  that  guide 
your  Medical  Society. 

• PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

What  are  the  duties  of  a physician  to  the  profession, 
to  the  patient,  and  to  the  public? 

• STANDARDS  OF  PRACTICE  FOR  DOCTORS 
AND  LAWYERS 

A medical  legal  guide  which  includes  five  “Do  Nots” 
for  doctors  and  five  “Do  Nots”  for  lawyers. 

• GUIDE  FOR  COOPERATION  FOR  DOCTORS, 
HOSPITALS  AND  REPORTERS 

Who  talks  to  the  news  media?  To  appear  or  not  to  appear 
on  radio  or  T.V.?  What  information  shall  the  hospital- 
release?  Answers  these  and  other  questions. 

• GUIDING  PRINCIPLES  FOR  PARTICIPATION 
IN  TELECASTS  AND  BROADCASTS 

The  Do’s  and  Don’ts  of  appearing  on  a “show”. 

• CODE  OF  UNDERSTANDING  FOR  PHARMACISTS 
AND  DOCTORS  OF  MEDICINE 

Provides  guidelines  for  physicians  and  pharmacists  in 
their  interrelated  practices;  the  responsibilities  of  each 
in  best  serving  the  individual  patient  and  the  community. 
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How  long  w' 
it  take  her 
to  recover  from 
her  hip  fr 
if  she  just 
doe 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 1 5 % alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

A variable  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bx)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 
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Merrell  ) Division  of  Richardson-Merrell  Inc. 

/ Cincinnati,  Ohio  45215 
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CAUTION 
Federal  law 
prohibits  dispensing 
without  prescription 


Sr  ii  al  ar  0.41 

(fluocinolone  acetonide)  crea 

15  Grn. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topicc 

with  th< 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy, 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"3  plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella)  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to-any 
of  its  components  Precautions:  1 General- Synalar  Cream  0.01 '/o  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
females  has  not  absolutely  been  established.  Therefore,  they  shot 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for 
periods  of  time.  2 Occlusive  dressing  method- With  occlusion  of 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  anc 
precautions  should  be  taken.  Occasional  patients  may  show  cont 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria.  folli< 
pyodermas  have  been  seen  infrequently  with  the  use  of’this  techn 
development  of  infection  requires  appropriate  antibacterial  therap 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  s 
have  been  reported  with  protracted  occlusive  dressing  therapy.  Wl- 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients.  r< 
may  persist  for  several  weeks  to  several  months  in  favorable  c. 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearan 
lesions,  may  not  be  a good  candidate  and  may  show  early  relap 
plastic  films  may  be  flammable,  and  due  care  should  be  exercise 
use.  Similarly,  caution  should  be  employed  when  such  films  are  u 
left  near  children  to  avoid  the  possibility  of  accidental  suffoca' 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topicall 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  i 
vorably  to  Synalar  under  certain  conditions  References:  1.  Cahn.  f 
Levy.  E.  J J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan.  F.  ( 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M..  Jr.,  Raskin,  J..  and 
W.  J.  R.:  Southern  Med  J 56:797  (Jul:)  1963. 
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continued  from  page  2876 

who  for  years  has  studied  the  problem  of  nar- 
cotics, said  the  bill  “will  lead  to  a wiser,  more 
humane,  and  more  effective  treatment  of  nar- 
cotics addicts.  . . He  said  the  Senate  was 
undoing  the  mistake  of  ten  years  ago  when  it 
wrote  legislation  which  made  “super-criminals 
out  of  many  narcotics  addicts.” 

* * * 

An  industry  spokesman  said  drug  makers  and 
distributors  will  comply  with  a government 
request  that  the  number  of  candy-flavored 
children’s  aspirins  per  bottle  be  limited  to  25. 
A limit  of  50  tablets  per  bottle  was  agreed  on  in 
a government-industry  conference  in  1955  and 
has  been  observed  by  producers  of  95  per  cent 
of  all  children’s  aspirins.  However,  some  au- 
thorities consider  this  number  now  to  be  dan- 


Football heat  deaths 
are  preventable 

Heat  deaths  among  high  school  and  college 
football  players  could  be  made  obsolete  if 
coaches  and  players  would  follow  recommenda- 
tions made  at  an  A.M.A.  meeting  headed  by  F. 
Hein,  Ph.D.  Heat  illness  last  year  caused 
deaths  of  one  college  football  player  and  four  or 
five  high  school  players,  and  it  contributed  to 
close  calls  and  injuries  of  many  more. 

When  football  practice  opens,  the  first  hot 
days  can  be  dangerous  for  players  unless  pre- 
cautions to  avoid  heat  illness  are  taken  now. 
Prospective  football  players  should  get  out  of  air 
conditioned  surroundings  and  start  getting 
accustomed  to  vigorous  exercise  in  hot  weather. 
Coaches  should  abandon  the  old  practice  of 
withholding  water  from  athletes  during  practice. 


gerous,  even  lethal  under  some  conditions,  when 
taken  by  a child. 

Instead  of  including  a number-per-bottle 
limitation  on  children’s  aspirin  in  a “child 
protection”  bill,  the  House  Commerce  Com- 
mittee urged  that  the  Food  and  Drug  Adminis- 
tration seek  voluntary  cooperation  from  the 
aspirin  industry.  The  spokesman  said  the 
industry  would  cooperate  and  that  25  1/i  grains 
generally  was  accepted  as  a nonhazardous 
amount. 

The  House  and  Senate  approved  differing 
versions  of  the  legislation  which  would  ban  the 
sale  of  children’s  toys  containing  hazardous 
substances.  It  was  left  for  a conference  com- 
mittee to  adjust  the  differences.  Both  versions 
also  would  ban  dangerous  household  substances 
that  cannot  be  made  safe  by  cautionary  labeling. 
These  include  such  items  as  a flammable  and 
explosive  water  repellant  which  has  been  blamed 
for  three  deaths. 


Failure  to  replenish  water  and  salt  lost  through 
perspiration  increases  the  chances  for  heat 
exhaustion  or  heat  stroke.  Athletes  should  be 
acclimated  to  hot  weather  by  carefully 
graduated  practice  schedules.  At  least  the 
first  five  days  of  practice  should  be  devoted  to 
noncontact  workouts.  Both  coaches  and 
players  should  be  alert  for  signs  of  heat  illness 
such  as  lethargy,  stupor,  awkwardness,  or 
unusual  fatigue. 

If  prompt  measures  aren’t  taken  to  get  the 
heat  stroke  victim  cooled  immediately,  the 
result  can  be  death,  sometimes  within  fifteen 
minutes.  These  relatively  few  deaths  that 
occur  can  probably  never  be  completely 
eliminated,  but  deaths  due  to  heat  illness  can, 
because  they  are  completely  preventable. 

In  addition  to  care  on  the  field,  parents  can 
help  protect  their  sons  by  watching  for  signs  of 
fatigue  and  emotional  strain  such  as  loss  of 
appetite  and  poor  sleeping  habits. 
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MINIMIZE  THIS  PROGRESSION... 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 


1.  Boren.  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H..  et  at:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation’s  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence— 
the  key  figure — is  you,  ■doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  30%  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society’s 
concerted  educational  campaign  on  the 
hazards  of  cigarette  smoking  — plus 
government  regulations  — will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed. 
It  is  you  who  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 


AMERICAN  CANCER  SOCIETY 


Caution:  Cigarette  Smoking  May 
Be  Hazardous  to  Your  Health 


Abstracts  In 
Interlingua 


Fight  tuberculosis  and 
Other  respiratory  diseases 


Volan,  H.  H.:  Diagnose  de  syphilis  precoce 

C anglese ),  New  York  State  J.  Med.  66:  2908 
(15  de  novembre)  1966. 

Un  alte  indice  de  suspicion  e un  experte 
examine  dermatologic  es  importante  pro  le 
discoperta  de  syphilis  precoce.  Le  rolo  del 
medico  es  augmentar  le  tests  sanguinee,  de- 
mandar  un  test  sanguinee  al  momento  del 
admission  al  hospital  si  ben  como  examines 
ante  le  ingagiamento  in  un  nove  empleo,  e 
reportar  casos  recognoscite  o suspicite  al 
autoritates  de  sanitate  de  maniera  que  sub- 
jectos  de  contacto  pote  esser  examinate.  Multe 
casos,  non  detegite  in  le  passato  a causa  de  lor 
levitate,  es  currentemente  discoperite  per 
melior  tests  serologic  con  le  adjuta  de  experte 
methodos  epidemiologic  incluse  le  persistente 
prestessa  a “nunquam  spamiar  le  corio  del 
soleas.” 

Fontana,  V.  J.,  e Rappaport,  I.:  Aggregate 

a regulation  ambiental  {anglese),  New  York 
State  J.  Med.  66:  2913  (15  de  novembre)  1966. 

Con  le  objectivo  de  studiar  le  influentia  de 
factores  ambiental  super  disordines  allergial,  un 
aggregate  ambiental  esseva  disveloppate  con 
characteristicas  que  servi  a facilitar  tal  studios 
sin  exponer  le  patiente  a un  ambiente  multo 
differente  de  altere  installationes  hospitalari, 
que  provide  un  “spatio  pur”  pro  le  objectos  del 
therapia  del  morbos  allergic,  e que  include  le 
instrumentation  requirite  per  studios  pro- 
vocatori  sub  conditiones  controlate.  Le  ag- 
gregate include  le  area  occupate  per  le  patientes, 
le  machineria  pro  le  purification  del  aere  e le 
regulation  de  altere  factores  ambiental,  e le 
area  de  observation  con  un  pulpito  a instru- 
mentos  pro  le  govemo  del  datos.  Vision  a 
direction  unic  rende  possibile  le  observation  del 
patientes  al  inscietate  de  files.  Contaminantes 
es  minime,  e le  local  e omne  le  installationes  ac- 
cessori  pote  tolerar  le  temperaturas  necessari 
pro  un  sterilisation  a calor  sic.  Es  possibile 
simular  conditiones  climatic  de  hibemo  e de 
estate.  Particulas  es  contate  e gases  es  analy- 
sate  per  medio  detechnicas  chromatographic. 
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When  brandy  is  indicated... 


HENNESSY 


O&mc 

Hennessy  Bras  Arme  tradem&r 
..  assures  the  finest  quality 


Also  available  in  handy  half-pints 

80  Proof  • Schieffelin  & Co..  N.  Y. 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 

Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


NYS-ll 

Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr. 
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161st 


Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 


February  12-16,  1967 


at  the 

Americana  of  New  York 

New  York  City 


Highlights . . . General  Sessions:  Chemotherapy  of  Cancer  from  the  Practitioner’s  View- 
point; Recent  Advances  in  the  Diagnosis  and  Treatment  of  Liver  Disorders  and  Kidney  Disorders; 
Medical  Care  of  Viet  Nam  and  other  Afro-Asian  Area  Veterans. 


• 23  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Americana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST..  N.  Y.,  N.  Y.  10019 
TELETYPE  212-640-4894 


Please  make  reservations  for 

persons 


TELEPHONE  (212)  LT1-1000 
PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 


NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 


SINGLE  BEDROOM 


□ $15.00 

□ $19.00 

□ $16.00 
□ $20.00 

□ $17.00 

□ $22.00 

□ $14.00 

□ $18.00 
□ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO 

□ $16.00 

□ $18.00 

□ $19.00 

□ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO 

□ $18.00 
□ $23.00 

□ $20.00 
□ $24.00 

□ $21.00 
□ $26.00 

□ $22.00 
□ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  12-16,  1967 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes.1'3*7*16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof’ 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
1 ing  evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
[resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
1 and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
pa'ients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Bryans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher.  J.  W.:  Med  Clm  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray,  E.. 
Goldzieher,  J.  W.,  and  Aranda-Rosell,  A.:  Fertrl  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W.,  Moses, 
L.  E , and  Ellis.  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers.  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W..  Mar- 
tinez-Manautou,  J-,  and  Maqueo-Topete,  M .:  Fertil  Steril 
16:158  (Mar.-Apr.)  1965.  It.  Flowers.  C.  E.,  Jr,:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.t  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D-  O.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXE53 

LABORATORIES  INC  .PALO  ALTO.  CALIF. 


tablets 

(norethindrone  2 mg.  c mestranol  ^^0  1 mg  ) 

for  multiple  contraceptive  action 


2889 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.:  New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  euaut 


Butazolidin  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilfcate,  ISO  mg.;  homatropine  methylbromlde,  1.25  mg. 
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good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


s\ £3 n -r  i o o ? r\  re 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  Information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


aooM« 
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Editorials 


Triangulation 


The  economics  of  medicine  as  developed 
and  tested  during  the  recent  past  is  based 
on  a three  part  responsibility.  The  tri- 
angle is  made  up  of  the  patient,  his  physi- 
cian, and  the  fiscal  agent  of  both.  The 
base  of  this  triangle  is  the  patient  and  his 
medical  necessities.  These  needs  are  para- 
mount and  must  be  provided  for  by  the 
other  two  parties.  The  pooled  risk  princi- 
ple represented  by  the  fiscal  agent  is  in- 
volved whether  the  insured  contributes 
during  his  earning  years  or,  in  the  case  of 
the  unfortunate,  has  to  draw  on  the  re- 
sources of  society  to  meet  a medical 
emergency. 

The  insurance  principle  is  very  old.  It 
goes  back  in  history  to  the  pooling  of  funds 
to  replace  loss  by  fire  and  theft  and  is 
extended  into  the  loss  of  life  itself.  Life 
insurance,  despite  its  many  ramifications, 
in  essence  is  really  death  insurance  and  has 
been  with  us  for  many  years.  But  life- 
giving  insurance,  an  attempt  to  spread  the 
costs  of  preserving  life,  is  a comparatively 
recent  development. 

Formerly  this  coverage  was  available 
only  to  those  who  could  afford  to  pay  for  it 
out  of  employment  or  otherwise.  Now 
coverage  is  to  be  extended  to  all  who  need 
it.  Everyone  recognizes  the  high  goal  of 


this  intent.  Physicians  have  struggled  with 
the  problem  of  the  medically  indigent  on  a 
charitable  basis  since  time  immemorial. 
The  problem  has  become  too  big  and  too 
complex  to  handle  alone. 

The  burden  of  providing  facilities  and  the 
mechanics  of  payment  will  be  lifted  for  a 
certain  segment  of  the  population.  But 
the  primary  burden  of  medical  skill  and 
judgment  remains  in  the  province  of  the 
second  party.  The  physician  owes  ex- 
cellence to  his  patient,  to  himself  and  his 
peers,  and  to  the  fiscal  agent. 

As  in  all  triumvirates,  the  danger  of  one 
party  dominance  is  inherent.  The  patient 
can  be  more  demanding  than  necessity 
warrants,  the  physician  can  be  more  de- 
manding than  necessity  warrants,  and  the 
fiscal  agent  can  apply  the  rule  of  thumb 
rather  than  the  rule  of  reason  in  the  exercise 
of  his  duty.  Grievance  and  advisory 
committees  can  and  do  settle  disputes  in 
all  these  areas,  and  theirs  is  a most  im- 
portant function. 

As  we  embark  on  the  ambitious  program 
of  extending  maximum  health  care  to  all, 
let  the  closely  entangled  three,  the  public, 
the  medical  profession,  and  the  fiscal  agent, 
have  as  their  yardstick  not  what  I want  but 
what  I need. 
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Skiing  is  popular  despite  a high  incidence 
of  injury  as  witness  this  poetic  warning 
written  by  Stephen  Leech,  our  local 
executive  secretary,  from  the  December, 
1964,  Onondaga  County  Medical  Bulletin. 

T’is  the  Season 

Away  golf  clubs  and  away  outboards 

Here  come  the  roaring,  thundering  hordes 

Of  skiers  who,  though  properly  shod 
Often  wind  up  at  the  orthopod. 

So  skiers  stock  up  with  crutches  and  braces 
’Ere  starting  off  to  the  slalom  races 

For  just  ahead  of  every  Christy  turn 

Stands  the  orthopod  with  a living  to  earn. 

So  tighten  your  laces  and  check  your  ski  poles 
While  golfers  lament  and  turn  into  moles 

But  just  be  careful  before  the  season  is  done 
Or  only  the  orthopod  will  have  won. 

There  are  almost  2 million  skiers,  and 
this  number  is  growing  fast.  The  New 
York  Times  estimated  that  there  will  be 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Orthopedic  Surgery,  February  18,  1965. 


$75  million  spent  on  ski  equipment  and 
clothing  this  year. 

The  incidence  of  injury  according  to  the 
various  reports  averages  approximately 
0.7  per  cent,  meaning  that  for  each  thousand 
people  skiing  in  one  day  there  will  be  about 
7 injured. 

Preparations  for  skiing 

For  those  who  do  not  ski,  it  might  be 
well  to  go  over  the  material  needed  for 
skiing.  It  is  important  to  be  warmly 
dressed  to  prevent  frostbite.  The  top  of 
the  hill  may  be  much  colder  than  the 
bottom,  particularly  with  the  wind  blow- 
ing. For  each  mph  of  wind  velocity,  the 
temperature  is  decreased  1 F.  The  use  of 
net  under  clothing  provides  a layer  of 
warm  air  next  to  the  body,  and  long  duo- 
fold underwear  should  protect  against 
extreme  weather.  Thermal  socks  over  a 
pair  of  silk  socks  and  boots  that  are  not 
laced  too  tightly  over  the  toes  will  prevent 
the  toes  from  freezing.  The  boots  require 
lateral  support  and  a precise  fit,  especially 
for  present  style  short  swing  turns.  A 
desirable  boot  is  one  that  makes  skier  and 
skis  a single  unit  without  sacrificing  the 
skier’s  comfort.  A firm  boot,  moderately 
high  with  a cushioned  inner  boot,  provides 
a good  support  for  the  ankle  and  cuts 
down  on  the  incidence  of  ankle  fracture. 
With  a really  stiff  boot  high  up  the  leg,  the 
effect  of  the  shearing  pin  mechanism  of  a 
malleolus  fracture  in  external  rotation 
strain  is  lost  and  all  the  force  is  transmitted 
to  the  tibia  and  knee. 1 Poles  are  necessary 
for  support  in  climbing  and  for  making 
proper  unweighted  turns.  They  are  made 
with  sharp  points  and  when  waving  in  the 
air  can  produce  injury.  This  is  one  cause 
for  the  increase  in  eye  injuries.  Skis  can  be 
made  of  wood,  plastic,  or  aluminum  and 
have  a steel  offset  edge.  Lacerations  from 
these  edges  are  not  uncommon,  and  some 
will  require  many  sutures. 
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TABLE  I.  Sprague’s  table  of  speeds  attained  by  a 
190-pound  skier  under  optimum  conditions9 


Slope  Angle  (Degrees) 

Velocity  (Mph) 

3 

24 

5 

34 

10 

52 

20 

75 

30 

92 

45 

110 

Causes  of  accidents 

Causes  of  accidents  on  the  ski  slopes  are 
varied,  but  more  than  half  of  them  occur 
because  the  skiers  are  out  of  control.  You 
can  see  why  if  you  study  the  speeds  at- 
tained with  specific  degrees  of  slope  (Table 

I)-2 

A 150-pound  skier  at  30  mph  has  a 6,600 
feet  per  second  momentum.  This  would 
generate  a force  of  15  g if  he  stopped  within 
2 feet  (Fig.  I).3  If  you  attach  a 6-foot  ski  to 
a foot-long  appendage  of  rigid  design,  a 
torque  of  a 3-foot  lever  arm  is  added  to  the 
forces  mentioned.  This  torsional  force, 
mostly  in  external  rotation,  is  a dynamic 
factor  both  in  fracture  and  soft-tissue 
damage  which  we  have  tried  to  study 
(Table  II). 

Looking  over  the  statistics  of  the  past 
five  years  in  the  local  areas  within  25  miles 
of  Syracuse,  where  we  have  five  major  ski 
areas,  and  including  those  injuries  which 
came  into  our  office  after  first  being  seen  or 
treated  in  another  area,  we  studied  854 
and  verified  650  cases  and  list  the  following 
probable  torsional  strain  injuries  account- 
ing for  64  per  cent  or  417  of  the  total.  In 
comparing  these  with  the  statistics  of 
leading  articles  of  recent  years,  we  note  the 


FIGURE  1.  Momentum  of  150-pound  skier  at  30 
mph  is  6,600  feet  per  second,  generating  force  of 
15  g if  stopping  at  2 feet.3 

TABLE  II.  Total  injuries  1960  to  1964 
Type  of  Injury  Number  Per  Cent 


Fractures  of  shaft  of  tibia 


and  tibia  or  fibula 

105 

16 

Fractures  of  foot  and  ankle 
Other  fractures;  upper  ex- 

55 

8 

tremity,  spine 

30 

5 

Shoulder  dislocations 

9 

1 

Sprains  of  knee 

142 

22 

Sprains  of  ankle 

115 

18 

Other  sprains  and  contusions 

54 

8 

Lacerations 

140 

21 

Total 

650 

gradual  increase  in  knee  and  tibia  in- 
juries (Table  III). 

A simple  fracture  of  the  lateral  malleolus 
used  to  be  the  most  common  injury  and 
was  therefore  called  a “ski  fracture” 


TABLE  III.  Increase  in  knee  and  tibia  injuries 


— Sun  Valley, — > 

- — Mt.  Snow, — - 

Lauren- 

tians, 

Canada, 

— Syracuse , — > 

Idaho,  1960  to 

Vermont,  1960 

? to 

New  York, 

19616 

to  1961 2 

19647 

1960  to  1964 

Per 

Per 

Per 

Per 

Type  of  Injury 

Number  Cent 

Number  Cent 

Cent 

Number  Cent 

Sprain  of  foot  or  ankle 

402 

27 

147 

21 

19 

115 

18 

Sprain  of  knee 

235 

16 

113 

16 

20 

142 

22 

Fracture  of  foot  or  ankle 

152 

10 

120 

18 

24 

55 

8 

Fracture  of  shaft,  tibia,  or  fibula 

83 

5 

90 

13 

16 

105 

16 

Totals 

872 

58 

470 

68 

79 

417 

64 
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FIGURE  2.  (A)  Simple  fracture  of  lateral  malleolus. 
(B)  Associated  subluxation  with  tear  of  deltoid. 


(Fig.  2A).  There  may  be  associated 
subluxation  with  tear  of  the  deltoid  as 
demonstrated  by  a stress  film  (Fig.  2B). 
The  tearing  of  the  anterior,  inferior,  tibio- 
fibular ligament  may  be  produced  by  the 
same  external  rotation  force  as  the  initial 
injury.  If  the  force  continues  upward,  a 
fracture  of  the  fibula  at  higher  levels  may 
occur  (Fig.  3A).  If  the  torsional  force  is 
sudden,  the  tibial  insertion  of  the  tibio- 


FIGURE  3.  (A)  Fracture  of  fibula  at  higher  level. 
(B)  Fracture  of  neck  of  talus. 


fibular  ligament  is  avulsed,  and  a diastasis 
of  the  ankle  joint  occurs. 

If  the  boots  do  not  fit  or  are  too  loose, 
the  torsion  effect  may  produce  both  foot 
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FIGURE  4.  (A)  Fracture  of  anterior  portion  of  os 
calcis  and  subtalar  dislocation.  (B)  Bimalleolar 
fracture,  dislocation  of  ankle. 


and  ankle  injuries.  A twenty-five-year-old 
secretary  borrowed  boots,  fell  in  the  soft 
snow,  and  dislocated  her  subtalar  joint 
fracturing  the  neck  of  the  talus  (Fig.  3B). 

One  of  our  anesthetists  had  new  boots 
and  wanted  to  take  one  more  run  even 
though  his  boots  hurt  him;  he  loosened 
up  the  lacings  and,  on  this  last  run,  took 
a spill  which  produced  a bimalleolar 
fracture  dislocation  of  the  ankle,  fracture 
of  the  anterior  portion  of  the  os  calcis,  and 
a subtalar  dislocation  (Fig.  4).  Now,  a 


year  later,  he  limps  and  has  mild  discom- 
fort at  the  end  of  the  day.  He  has  no 
subastragalar  motion  but  has  been  playing 
golf  and  skiing. 

Another  expert  skier  was  just  standing  on 
a mogul  when  he  slipped  backwards  push- 
ing his  foot  up  into  severe  dorsiflexion, 
producing  an  unusual  fracture  of  the 
lateral  process  of  the  talus  (Fig.  5A). 
Discussing  this  particular  fracture  in  the 
Journal  of  Bone  and  Joint  Surgery,  Dimond4 
presented  3 cases,  one  of  which  was  in  a 
professional  skier.  There  are  only  12 
cases  reported  in  the  literature,  and  we 
have  also  seen  3 cases  recently  and  feel  as 
he  does  that  this  is  an  intra-articular 
fracture  which  must  have  reduction  and 
fixation  to  unite. 

Knee  sprains  are  very  common,  par- 
ticularly in  beginner  skiers,  and  we  have 
noted  a marked  increase  in  this  injury. 
One  of  the  authors  has  seen  twenty-two 
knee  sprains  from  skiing  in  the  past  two 
years.  These  all  involved  the  medial 
collateral  ligament  and  ranged  from  mild 
sprains  to  2 cases  with  O’Donoghue  triad. 
Two  other  also  had  medial  meniscus  injury. 
In  addition,  5 of  this  group  had  associated 
ankle  sprain,  although  it  would  seem  logical 
that  when  the  foot  and  ankle  are  supported 
by  well-fitting  boots  with  inner  lacings 
and  the  torsional  force  is  applied  slowly, 
the  transmission  of  this  force  should  bypass 
the  ankle  and  be  applied  to  the  medial 
collateral  ligament  in  any  external  rotation 
injury. 

As  you  would  expect,  spiral  fracture  of 
the  tibia  is  common  and  is  also  increasing 
in  frequency.  In  a youngster,  the  fibula  is 
usually  intact  and  of  course  heals  readily 
(Fig.  5B).  In  an  adult,  the  same  fracture 
may  be  obtained  without  fracture  of  the 
fibula  and  will  be  stable  although  oblique 
(Fig.  6A).  There  may  be  the  usual  un- 
stable spiral  fracture  with  fracture  of  the 
fibula,  and  this  may  require  internal 
fixation  (Fig.  6B).  About  half  of  the 
tibial  fractures  in  adults,  and  a smaller 
proportion  in  youngsters  are  of  the  com- 
minuted spiral  type.  Figure  7A  shows 
the  comminuted  spiral  fracture  of  a thirty- 
five-year-old  housewife,  that  took  six 
months  to  heal.  She  is  not  ready  to  ski 
this  winter. 

The  force  of  torsion  plays  a minor  role 
in  the  production  of  injuries  associated 
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with  forward  thrust.  The  skiing  of  moguls, 
jumping  them,  and  people  skiing  many 
types  of  slopes  where  the  ski  point  may 
be  trapped  in  a downhill  run  throwing 
them  forward  can  result  in  boot-top 
fractures  of  tibia  and  fibula  (Figs.  7B  and 
8).  In  older  individuals  there  have  been 
several  Achilles  tendon  ruptures  from  the 
same  force. 


Prevention 

As  noted  by  others,6  there  is  an  increased 
incidence  of  injury  in  the  younger-age 


FIGURE  5.  (A)  Fracture  of  lateral  process  of  talus. 
(B)  Intact  fibula  healing  readily. 


groups  and  a decrease  in  the  number  of 
accidents  as  skiers  gain  experience  and 
beginners  receive  better  instruction  (Tables 
IV  and  V).  We  would  like  to  stress  some 
factors  in  prevention  of  injuries:  (1)  Re- 
duce over-confidence,  (2)  have  proper  con- 
ditioning, (3)  ski  under  control  with  cour- 
tesy, and  (4)  use  properly  adjusted  release 
bindings. 

In  most  areas  more  than  90  per  cent  of 
the  skiers  have  some  mode  of  release 
bindings,  but  less  than  half  are  properly 
adjusted  to  release  on  a slow  fall. 

The  toe  mechanism  protects  the  skier 
from  the  rotational  forces.  Forward  thrust 
forces  are  dependent  on  the  heel  release. 
There  are  over  55  types  of  bindings,  but 
fewer  than  12  of  them  are  satisfactory. 

Gordon  Lipe8  of  Syracuse  developed  a 
testing  mechanism  which  exerts  pressure 
against  the  side  of  the  boot,  slowly  building 
up  tension  until  a toe  release  is  effected 
(Fig.  9A).  The  amount  of  force  necessary 
to  produce  this  release  is  then  measured. 
Mr.  Lipe  measured  this  force  under  varying 
conditions  of  weight  and  skiing  ability 
and  evolved  a chart  which  gives  a numerical 
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setting  according  to  the  demand  of  the 
skier  (Table  VI).  The  importance  of 
testing  is  evident  from  the  fact  that  he  has 
been  able  to  tighten  or  loosen  bindings 
on  expert  skiers  as  much  as  100  per  cent 


FIGURE  6.  (A)  Spiral  fracture  stable  although 
oblique.  (B)  Unstable  spiral  fracture  with  fracture 
of  fibula. 


FIGURE  7.  (A)  Comminuted  spiral  fracture.  (B) 
Boot-top  fracture  of  tibia  and  fibula. 


one  way  or  the  other  without  their  being 
aware  of  the  exact  change  he  had  made. 

This  “release  check”  as  it  is  called  is 
now  in  production  after  several  years’ 
trial.  It  has  been  made  available  to  ski 
centers  and  ski  shops  who  have  promised 
to  put  all  of  their  work  on  IBM  cards  and 
keep  track  of  any  of  the  injuries  that  occur 
in  cases  where  bindings  have  been  properly 
installed  and  properly  adjusted.  Perhaps 
these  records  will  provide  a means  of 
determining  the  efficiency  of  release  bind- 
ings. A heel  release  check  is  being  de- 
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TABLE  IV.  Age  groups 


Age 

(Years) 

Number 

Injury 
(Per  Cent) 

Number  of 
Skiers 
(Per  Cent) 

0 to  6 

17 

2 

1 

7 to  12 

199 

24 

8 

13  to  17 

236 

29 

16 

18  to  21 

172 

21 

11 

22  to  30 

117 

14 

35 

31  to  40 

55 

7 

22 

Over  40 

22 

3 

7 

Total 

818 

veloped. 

An  example  of  one 

prototype 

is  shown 

in  Figure  9B. 

FIGURE  8.  (A  and  B)  Boot-top  fractures  of  tibia 
and  fibula. 


TABLE  V.  Experience 


Times  Skied 

Number 

Per  Cent 

First  time 

83 

12 

2 to  5 times 

71 

11 

6 months  to  1 year 

143 

21 

1 to  2 years 

152 

23 

2 to  3 years 

84 

12 

3 to  5 years 

88 

13 

Over  5 years 

55 

8 

Total 

676 

We  checked  the  bindings  with 

a small 

hand  “release  check”  on  a group  of  injured 
skiers  who  stated  that  their  bindings  did  not 
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FIGURE  9.  Testing  mechanisms.  (A)  Pressure 
against  side  of  boot  building  up  tension  until  toe 
release  effected.  (B)  Heel  release  check. 


release  (Table  VII).  It  is  interesting  that 
almost  half  of  these  were  found  to  be 
adjusted  improperly,  particularly  in  the 


adult  group.  In  three  instances  no  release 
at  all  could  be  obtained  because  of  faulty 
installation  or  faulty  bindings.  Eight 
cases  were  interesting  in  that  the  binding 
released  easily  and  within  the  so-called 
normal  limits  to  one  side,  but  was  definitely 
abnormal  in  its  release  to  the  other  side. 
This  happened  to  the  woman,  whose 
x-ray  film  of  a comminuted  spiral  fracture 
was  shown  in  Figure  7B.  She  had  been  ski- 
ing several  times  and  had  fallen  to  the  right 
each  time  with  the  bindings  releasing. 
Feeling  that  her  bindings  were  well  set, 
she  was  skiing  harder  and  took  a sudden 
turn  to  the  left.  As  she  twisted  uphill, 
the  edge  caught  and  she  felt  her  tibia  snap 
as  she  fell  to  the  ground.  Checking  her 
bindings  showed  that  the  release  was  set 
to  the  left  100  per  cent  heavier  than  com- 
pared to  the  right  side  which  was  properly 
set  for  her  weight  and  skiing  ability. 

Some  of  the  bindings  for  120-pound 
people,  who  are  just  getting  out  of  the 
beginner  stages,  were  found  to  be  set  for 
releases  equivalent  to  what  would  be 
needed  by  an  expert  or  racer  weighing  over 
200  pounds. 

This  is  not  a critical  adjustment  in  that 
Mr.  Lipe  believes  that  if  the  bindings  are 
designed,  manufactured,  installed,  and 
adjusted  properly,  there  can  be  a margin 
of  20  per  cent  in  the  reading  without  the 


TABLE  VI.  Varying  conditions  of  weight  and  skiing  ability 


Weight  Without 
Ski  Equipment 
(Pounds) 

Beginner 

Novice 

Advanced 

Novice 

Inter- 

mediate 

Advanced 

Inter- 

mediate 

Expert 

Racer 

40  to  49 

3 

4 

5 

6 

7 

8 

50  to  59 

4 

5 

6 

7 

8 

9 

60  to  69 

5 

6 

6 

7 

8 

9 

70  to  79 

6 

6 

7 

8 

9 

10 

80  to  89 

6 

7 

8 

9 

9 

10 

90  to  99 

7 

8 

9 

9 

10 

11 

100  to  109 

7 

8 

9 

10 

10 

11 

110  to  119 

8 

9 

10 

10 

11 

12 

120  to  129 

8 

9 

10 

11 

11 

12 

130  to  139 

8 

9 

10 

11 

12 

13 

140  to  149 

9 

10 

11 

12 

12 

13 

150  to  159 

9 

10 

11 

12 

13 

14 

160  to  169 

10 

11 

12 

12 

13 

14 

170  to  179 

10 

11 

12 

13 

14 

15 

180  to  189 

10 

11 

12 

13 

14 

15 

190  to  199 

11 

12 

13 

14 

15 

16 

200  to  209 

11 

• 12 

13 

14 

15 

16 

210  to  219 

12 

13 

14 

15 

16 

17 

220  to  229 

12 

13 

14 

15 

16 

17 

230  to  239 

12 

13 

14 

15 

16 

18 
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TABLE  VII.  Injured  skiers  whose  bindings  did  not 
release  at  time  of  injury 


Type  of  Injury 

Age  (Years)  • 

Under  Over  16 

16  Male  Female 

Sprain  of  foot  or  ankle 

8 

3 

2 

Sprain  of  knee 

2 

8 

5 

Fracture  of  foot  or 

ankle 

1 

2 

2 

Fracture  of  tibia  or 

fibula 

16 

5 

4 

Totals 

27 

18 

13 

skier  being  inconvenienced  by  the  bindings 
being  too  loose  or  too  tight. 

Conclusion 

The  subject  of  ski  injuries  has  been 
discussed  with  the  intention  of  making 
every  one  aware  of  the  possibility  of 
safety  in  skiing.  Incidence,  types  of  ski 
injuries,  causes,  and  some  modalities  of 
prevention  have  been  covered. 

The  skiing  injury  itself  is  considered 
only  as  a torsional  type  of  injury  to  the 
lower  extremities,  which  is,  of  course, 
peculiar  to  this  sport. 


Throughout  New  York  State  and  in 
adjacent  states,  skiing  is  possible  for 
approximately  five  months  of  the  year. 
As  orthopedists  we  will  be  confronted  with 
both  the  local  injuries  and  the  aftercare 
and  follow-up  of  more  distant  injuries  to 
the  musculoskeletal  system.  In  addition, 
however,  we  are  often  asked  for  advice 
regarding  equipment  for  many  types  of 
sports.  With  the  increased  popularity  of 
skiing  and  other  winter  sports,  we  will 
have  to  be  increasingly  knowledgeable  in 
this  area. 
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Early  Syphilis 
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It  is  a well-known  fact  that  syphilis  is 
with  us  again.  The  primary  and  secondary 
cases  have  increased  to  almost  four  times 
their  low  point  in  1957.  Recent  clinical 
experience  has  suggested  that  the  face  of 
this  disease  has  changed;  the  clinical  mani- 
festations are  said  to  be  fewer  and  milder. 
The  evidence  for  this  belief  will  be  given  a 
close  look. 

Our  entire  material  consists  of  88  cases  of 
early  syphilis  discovered  in  the  Syracuse 
area  in  the  past  several  years.  The  im- 
portance of  a high  index  of  suspicion  and  of 
an  expert  dermatologic  examination  will  be 
thoroughly  tested. 

At  the  outset  it  may  be  relevant  to  point 
out  that  this  presentation  summarizes  the 
experience  of  a rather  small  community 
where  the  incidence  of  early  syphilis  has 
been  relatively  low.  Further,  the  nature 
of  the  material  and  the  conclusions  reached 
are  thought  to  be  especially  meaningful  to 
the  practitioner  in  an  average  community 
where  expert  syphilologists  and  dependable 
dark-field  examinations  are  not  usually 
available  but  where  accurate  serologic  tests 
for  syphilis  may  be  easily  obtained  from 
local  or  nearby  laboratories.  The  lordly 
syphilographer  from  the  big-city  clinic 
may  find  little  to  interest  him  here. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  February  14,  1966. 


Of  the  88  cases,  24  are  primary,  33 
secondary,  and  31  early  latent.  The  latter 
include  only  those  infected  less  than  a year. 
These  are  plainly  of  great  epidemiologic 
importance. 

Among  the  large  number  of  serologic 
tests  available  today,  five  were  put  to  use 
in  the  course  of  this  study.  They  will  be 
referred  to  merely  as  “the  blood  test.”  For 
each  patient  at  least  two  different  tests 
were  utilized,  one  flocculation  and  one 
complement  fixation.  The  terms  “reac- 
tive” and  “nonreactive”  need  no  comment. 
Titers  will  not  be  given  numerically  because 
they  are  not  equivalent  in  all  the  tests  used. 
Some  typical  case  reports  follow. 

Case  reports 

Case  1.  In  this  case  of  seropositive  primary 
syphilis,  a male,  twenty-four  years  old,  was 
given  a pre-employment  examination  by  the 
company  physician.  The  routine  blood  test 
was  reactive  in  a moderately  high  titer,  and  the 
man  was  located  and  directed  to  the  Health 
Department  Clinic  nine  days  later.  Examina- 
tion revealed  a nontender,  indurated,  bean- 
sized mass  on  the  penile  shaft.  This  was  ad- 
mitted to  be  the  remains  of  an  open  sore  present 
several  weeks  prior  to  his  pre-employment 
examination.  There  was  no  adenopathy.  Since 
dark-field  examination  was  refused,  the  blood 
test  was  repeated  and  treatment  given  for  pri- 
mary syphilis.  The  blood  this  time  was  reac- 
tive in  a significantly  higher  titer.  That  eve- 
ning the  patient  had  chills  and  a fever  of  105  F. 
which  subsided  by  morning.  The  lesion  was 
now  twice  its  former  size,  and  it  subsequently 
shrank  and  disappeared  in  ten  days.  The  i 
serologic  titer  continued  to  rise,  later  reversed 
itself,  and  returned  to  nonreactive  in  four 
months.  Contact  investigation  uncovered  one 
associated  case. 

Comment.  This  is  an  example  of  primary 
syphilis  without  manifest  adenopathy  and 
with  no  dark-field  confirmation,  where  the 
essential  features  of  diagnosis  were  a Herx- 
heimer’s  reaction,  typical  clinical  and  sero- 
logic response,  and  epidemiologic  con- 
firmation. The  case  was  discovered  as  a 
result  of  a routine  blood  test. 

Case  2.  In  this  case  of  seropositive  primary 
syphilis,  a Caucasian  male  aged  thirty  years  was 
named  as  a contact  by  a young  female  with  early 
syphilis.  Examination  revealed  a typical  hun- 
terian  chancre  on  the  penile  shaft  with  raw  and 
bleeding  induration  of  the  urethral  meatus  and 
bilateral  inguinal  adenopathy.  Both  lesions 
gave  dark-field-positive  results,  and  the  blood 
test  was  reactive  in  a moderately  low  titer. 
After  treatment  there  was  a moderate  Herx- 
heimer’s  reaction,  and  both  lesions  healed  in  less 
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a high  index  of  suspicion  and  expert  der- 
matologic examination  are  important  in  dis- 
covering early  syphilis.  The  physician’s  role 
is  to  take  more  blood  tests,  insist  on  blood  tests 
on  hospital  admissions  and  pre-employment 
examinations  and  report  known  or  suspected 
cases  to  the  health  department  so  that  contacts 
can  be  examined.  Many  cases,  formerly 
missed  because  of  their  mildness,  are  un- 
covered by  better  serologic  tests  with  the  help 
of  expert  “shoe-leather”  epidemiology. 


than  two  weeks.  The  blood  reverted  to  non- 
reactive in  four  months.  The  patient  ad- 
mitted awareness  of  his  lesions  for  several  weeks 
prior  to  examination  and  even  confessed  to  pain 
on  urination.  Of  average  intelligence,  the  man 
was  well-acquainted  with  the  early  signs  of 
syphilis  and  even  had  been  seriously  concerned 
over  his  approaching  marriage. 

Comment.  This  case  was  discovered  as  a 
result  of  contact  investigation.  Both  of 
these  patients  were  well  aware  of  then- 
genital  lesions,  yet  did  not  seek  medical  aid. 
This  state  of  affairs  exists  all  too  often  and 
points  up  the  importance  of  routine  blood 
tests  and  contact  investigation. 

Case  3.  In  this  case  of  secondary  syphilis 
with  minimal  signs,  a twenty-seven-year-old 
male,  married,  a hospital  employe,  was  admitted 
to  the  ward  for  circumcision.  A routine  screen- 
ing test  performed  at  the  hospital  laboratory 
was  reactive  in  a moderately  low  titer  and,  after 
his  recovery  from  surgery,  the  patient  was  re- 
ferred to  the  health  department  clinic.  The 
subject  gave  a history  of  several  attacks  of 
gonorrhea  prior  and  subsequent  to  his  marriage 
four  years  before  and  of  many  shots  of  penicillin 
for  these  and  other  more  recent  illnesses.  His 
blood  test  had  showed  normal  results  at  the 
time  of  his  pre-employment  examination  two 
years  before.  He  had  a healthy  two-year-old 
child,  and  his  wife  was  now  five  months  preg- 
nant and  under  the  care  of  an  obstetrician.  Her 
recent  blood  test  as  well  as  several  previous 
ones  had  been  nonreactive.  The  subject’s  phys- 
ical examination  revealed  no  signs  of  syphilis, 
and  a biologic  false  positive  reaction  was  sus- 
pected. The  blood  test  was  repeated,  this  time 
making  added  use  of  the  Reiter  protein  comple- 
ment fixation  test  which  utilizes  a treponemal 
antigen.  This,  as  well  as  two  routine  tests,  was 
likewise  reactive  but  with  the  titer  unchanged. 
The  subject  was  re-examined  and  the  following 
note  made  on  the  record:  “Examination  today 
revealed  some  rather  typical  dry  papulosqua- 
mous lesions  of  the  perineum  and  posterior  sur- 
face of  the  scrotum.  Dark-field  examination 
not  available  but  probably  not  productive.” 
The  diagnosis  was  secondary  syphilis.  Subse- 
quently the  following  facts  were  to  confirm  the 
diagnosis:  (1)  The  patient  finally  admitted  a 

chronic  penile  sore  several  months  before,  (2) 
the  investigation  uncovered  an  infectious  case 
which  had  been  named  as  an  extramarital  con- 
tact prior  to  the  onset  of  the  penile  sore,  (3) 
subsequent  examination  and  blood  tests  in  the 
later  months  of  pregnancy  established  the 
diagnosis  of  newly  acquired  syphilis  in  the  wife, 
and  (4)  the  patient’s  blood  reverted  to  non- 
reactive in  six  months  and  has  remained  so  for 
three  years. 

Comment.  Were  the  so-called  typical 
papulosquamous  lesions  seen  on  the  second 
examination  present  also  on  the  first  exam- 
ination a week  earlier?  It  seems  certain 


that  they  were,  but  had  been  missed  by  the 
skeptical  examiner  who  did  not  take  time  to 
view  the  perineum  from  the  rear  with  the 
patient  in  the  knee-elbow  position.  In  any 
case,  a few  scaly  lesions  of  the  perineal  area 
were  the  sole  clinical  manifestations  of  an 
early  infectious  case.  Was  the  large 
amount  of  previous  penicillin  a factor? 

Case  4.  In  this  case  of  secondary  syphilis 
with  minimal  signs,  a female,  twenty,  consulted 
a physician  because  of  possible  exposure  to 
gonorrhea.  She  was  given  a prophylactic  dose 
of  penicillin,  but  a routine  blood  test  was  reac- 
tive in  a very  high  titer.  Examination  at  the 
health  department  clinic  revealed  several  de- 
nuded areas  on  the  tongue,  thought  to  be  healed 
mucous  patches,  and  a single  grayish  irregular 
superficial  lesion  of  the  buccal  mucosa,  thought 
to  be  a healing  mucous  patch.  There  was  a 
history  of  sore  throat  some  months  before  and 
some  nonpainful  sores  of  the  mouth.  Diagnosis 
of  secondary  syphilis  was  made  and  treatment 
given.  The  blood  test  on  this  date  was  reactive 
in  a decreased  titer.  The  mouth  lesions  healed 
rapidly,  and  the  blood  reverted  to  weakly  reac- 
tive in  three  months  where  it  has  remained 
unchanged  to  this  date,  four  months  later. 
Epidemiologic  investigation  uncovered  two 
associated  cases. 

Comment.  This  may  be  a case  of  sero- 
logic fixation  which  occasionally  occurs  fol- 
lowing adequate  treatment  of  secondary 
syphilis,  particularly  a late  form.  How- 
ever, the  blood  test  in  this  case  may  yet 
revert  to  nonreactive  within  the  coming 
year. 

Cases  3 and  4 exemplify  the  type  of 
secondary  syphilis  seen  most  often  in  recent 
years:  cases  with  few  or  atypical  manifes- 
tations. Of  the  33  secondary  cases,  most 
follow  the  pattern  described.  The  excep- 
tions were  2 patients  with  multiple  mani- 
festations, perhaps  justifying  the  label 
“florid.”  In  one  there  was  patchy  alopecia 
of  the  scalp,  eyebrows,  and  legs;  macular 
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lesions  on  the  trunk;  several  perianal 
condylomas;  markedly  enlarged  epitroch- 
lear  and  suboccipital  glands;  bilateral  split 
papules  of  the  lip;  and  nasal  commissures. 
This  patient,  a deviate,  had  been  named  as 
a contact  of  two  other  early  cases.  Dark- 
field  examination  was  not  conclusive,  but 
the  blood  test  was  reactive  in  a very  high 
titer.  In  the  second  case  of  this  nature 
there  were  scattered  papules  on  the  trunk, 
moth-eaten  scalp  alopecia,  two  mucous 
patches  in  the  mouth,  enlarged  tonsillar 
lymph  glands,  palmar  and  plantar  papules, 
perianal  maculae,  and  a diffuse  papular 
eruption  of  the  penis.  In  the  remaining  29 
cases,  a detectable  eruption  on  the  trunk 
occurred  only  in  2,  each  without  additional 
manifestations. 

With  reference  to  the  latter,  the  observa- 
tions of  Manson  and  Trice1  are  of  special 
interest.  In  an  article  titled  “The  Chang- 
ing Pattern  of  Syphilis,”  these  authors  con- 
clude, in  part,  that  “with  a reduction  of 
clinical  manifestations  of  syphilis,  more 
reliance  on  the  serologic  test  for  syphilis  is 
required.”1  With  this  we  emphatically 
agree. 

Case  5.  A young  Caucasian  male  went  to  a 
physician  because  of  a month-old  rash.  Un- 
able to  make  a diagnosis,  the  physician  took  a 
blood  test,  a frequent  procedure  in  his  practice. 
The  blood  being  reactive  in  a high  titer,  the 
patient  was  treated  for  secondary  syphilis  and 
the  case  reported  to  the  health  department. 
Routine  investigation  led  to  the  discovery  of  4 
more  early  cases,  and  the  matter  was  presum- 
ably closed.  Two  weeks  later  the  physician 
called  the  Venereal  Disease  Bureau  stating  that 
the  eruption  was  unchanged  and  that  the  pa- 
tient had  requested  consultation  with  the  clinic 
doctors.  Examination  at  the  health  depart- 
ment clinic  revealed  a rather  widespread  papu- 
lar eruption  with  the  distribution  and  configura- 
tion of  scabies.  Scrapings  from  burrows  in  the 
axillary  fold  and  penis  revealed  the  acarus. 
The  patient  stated  that  he  had  first  become 
aware  of  a rash  about  six  weeks  before,  and  that 
there  had  been  no  itching  until  quite  recently. 
He  further  insisted  that  he  had  had  no  rash 
other  than  what  was  now  present,  thus  confirm- 
ing the  opinion  of  his  physician.  Suggested 
therapy  for  scabies  resulted  in  rapid  cure. 
Subsequent  serologic  response  to  antiluetic 
therapy  was  satisfactory,  the  blood  eventually 
reverting  to  nonreactive.  The  final  diagnosis 
was  scabies  with  early  latent  syphilis. 

Comment.  This  is  one  example  of  the  sev- 
eral ways  in  which  the  special  knowledge  of 
a dermatologist  can  be  useful.  In  these 
circumstances,  one  may  conclude  that  too 


little  knowledge  can  be  dangerous.  On  the 
contrary,  it  is  suggested  here  that  too  much 
knowledge  can  be  even  more  dangerous; 
for  if  this  young  man  had  first  gone  to  a 
dermatologist,  a diagnosis  of  scabies  would 
have  been  made,  and  a case  of  infectious 
syphilis — not  to  speak  of  4 associated 
cases — would  have  been  missed.  That  is, 
unless  the  dermatologist  happened  to  take 
a blood  test,  a highly  recommended  routine 
in  all  cases  of  scabies. 

A final  case,  although  not  a part  of  this 
series,  has  been  included  because  it  likewise 
should  hold  some  interest  for  both  derma- 
tologists and  generalists.  Some  twenty- 
eight  years  ago  the  renowned  Howard  Fox, 
M.D.,  described  the  following  case. 

Case  6.  A worried  young  man  with  rather 
incautious  sexual  habits  had  come  to  Dr.  Fox 
complaining  of  a generalized  nonpruritic  erup- 
tion. One  glance  by  the  master  revealed  a 
typical  case  of  papular  pityriasis  rosea.  The 
patient,  reassured,  next  inquired  about  treat- 
ment. Dr.  Fox,  not  an  advocate  of  treatment 
for  this  disease,  and  unable  to  resist  a minor 
jibe,  remarked,  “If  your  conscience  is  clear,  go 
home  and  forget  about  it.”  Several  weeks  later 
the  eruption  was  unchanged,  as  predicted,  but 
the  patient,  whose  fears  had  not  been  entirely 
allayed,  decided  to  try  another  physician,  this 
time  a general  practitioner.  Unsure  of  the 
diagnosis  and  observing  the  patient’s  apprehen- 
sion, the  physician  took  a blood  test.  As  you 
doubtless  have  guessed,  the  report  came  back 
4-plus.  The  physician  was  ethical  and  judi- 
cious enough  to  report  the  event  to  Dr.  Fox,  to 
the  latter’s  great  surprise  and  greater  chagrin. 
Dr.  Fox  related  this  story  obviously  to  empha- 
size the  protean  nature  of  the  luetic  eruption  and 
to  show  how  easily  even  the  expert  can  be  mis- 
led. In  a dermatologist’s  view,  however,  it  is 
more  than  likely  that  this  was  indeed  a case  of 
pityriasis  rosea  in  a young  man  with  latent 
syphilis.  In  either  case,  it  seems  that  the  pa- 
tient was  better  off  going  to  the  generalist 
rather  than  the  specialist.  Here,  in  fact,  too 
much  knowledge  proved  to  be  a dangerous  ; 
thing,  and  expert  dermatology  seems  to  have 
been  poor  syphilology. 

Results 

Of  the  88  cases  of  early  syphilis,  50  were 
male  and  38  female.  The  average  age  was 
twenty-six-  and  a half  and  the  median  age 
was  twenty-four.  The  youngest  was  an 
unmarried  girl  of  sixteen  with  early  latent 
infection  discovered  by  a routine  prenatal 
blood  test.  The  oldest  was  a fifty-seven- 
year-old  male,  likewise  with  early  latent 
disease,  discovered  by  a routine  admission 
blood  test  at  the  county  penitentiary. 
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A more  interesting  and  much  more  im- 
portant statistic  deals  with  the  reasons 
these  cases  reached  medical  care.  One 
such  study  of  over  21,000  cases  of  primary 
and  secondary  syphilis  and  over  22,000  cases 
of  early  latent  infection  was  reported  in  this 
country  for  the  period  of  July,  1946,  to 
December,  1947. 2 In  the  first  group, 
64.2  per  cent,  about  two-thirds,  came  to 
treatment  because  of  the  patients’  initia- 
tive; 23.9  per  cent,  about  one-fifth,  from 
contact  investigation;  and  11.9  per  cent, 
about  one-tenth,  for  all  other  reasons.  In 
the  early  latent  group,  the  cases  were 
divided  almost  equally,  about  one-third 
in  each  category.  This,  of  course,  is  to  be 
expected  for  cases  without  detectable 
clinical  signs. 

Of  the  24  cases  of  primary  syphilis  in  our 
series,  16  were  male  and  8 were  female. 
All  of  the  latter  were  uncovered  by  either 
contact  investigation  or  routine  blood  tests. 
This  is  an  obvious  confirmation  of  the  well- 
known  clinical  fact  that  the  female  is  not 
often  aware  of  the  primary  sore  of  syphilis. 

Of  the  16  males,  only  8 were  discovered 
through  the  patients’  initiative.  Of  the 
remaining  8,  6 were  brought  to  light  by 
contact  investigation,  and,  incredibly,  2 
males  with  obvious  genital  chancres  were 
discovered  by  a routine  blood  test  per- 
formed without  prior  information  or  fore- 
warning. 

The  combined  total  of  primary  and 
secondary  cases  was  57.  Of  these,  24, 
about  2 in  5,  were  uncovered  by  contact 
investigation;  18,  about  1 in  3,  by  routine 
blood  tests;  and  15,  about  1 in  4,  by  the 
patients’  initiative.  Compare  the  latter 
figure,  1 in  4,  an  actual  26.3  per  cent,  with 
that  of  the  large  series  referred  to  here:  2 in 
3,  or  64.2  per  cent.  This  is  clearly  a con- 
firmation of  the  diminished  clinical  mani- 
festations seen  in  our  series.  These  figures, 
together  with  those  for  the  primary  cases 
alone,  reaffirm  the  importance  of  contact 
investigation  and  routine  blood  testing.  As 
may  be  expected,  this  is  more  strikingly 
demonstrated  by  the  latent  cases.  Of  these, 
2 were  uncovered  by  the  patients’  request 
for  a blood  test,  the  remaining  29  coming 
to  light  by  contact  investigation  or  a rou- 
tine blood  test. 

In  the  complete  series  of  88  cases,  17  were 
uncovered  on  a voluntary  basis.  It  is  note- 
worthy that  in  all  17,  the  physician  was 


alerted  by  a specific  statement  or  complaint 
of  the  patient,  who  either  requested  a 
blood  test,  reported  a specific  or  worrisome 
lesion,  or  otherwise  indicated  his  concern 
over  venereal  disease.  Furthermore,  in 
the  remaining  71  cases,  there  are  no 
authenticated  instances  where,  in  the 
absence  of  forewarning  information,  a 
diagnosis  of  early  syphilis  was  suspected 
and  later  authenticated  solely  as  a result 
of  the  search  for  and  detection  of  specific 
lesions. 

In  the  article  “The  Changing  Pattern  of 
Syphilis,”  the  authors  state  that  “today 
the  physician  must  be  unusually  alert  if  he 
is  to  recognize  the  atypical  lesions  and 
make  an  early  accurate  diagnosis  of  in- 
fectious syphilis.”1  On  the  face  of  it,  this 
conclusion  is  forthright,  reasonable,  and 
readily  acceptable.  But  in  another  sense 
one  can  disagree,  for  our  study  suggests 
that  alertness,  even  when  added  to  derma- 
tologic skill,  usually  plays  little  or  no  part 
in  the  detection  of  early  syphilis.  Utiliza- 
tion of  established  routine  measures  by 
the  reasonably  intelligent  physician  would 
seem  to  be  sufficient.  Note  “detection” 
rather  than  “diagnosis.”  For  it  must  be 
admitted  that  on  occasion  the  derma- 
tologist can  make  a material  contribution 
by  facilitating  diagnosis  and  management. 
Amplification  of  this  should  not  be  needed 

Comment 

As  suggested  by  many  and  emphasized  so 
convincingly  by  Danehower  et  al ,,3'4  the 
most  important  factor  in  the  lowered  in- 
cidence of  early  syphilis  would  seem  to  be 
the  great  penicillin  fallout  of  the  postwar 
decade.  That  this  was  of  equal  importance 
in  modifying  the  disease  as  described  today 
may  be  questioned.  For  one  thing,  mild- 
ness is  known  to  be  an  innate  attribute  of 
low  endemicity  in  many  other  infectious 
diseases,  and  this  could  be  a factor  in  the 
clinical  picture  of  syphilis  as  seen  here. 
More  to  the  point,  however,  one  suspects 
that  the  “reduced  and  atypical  manifesta- 
tions” of  today  are  more  apparent  than 
real.  In  Principles  of  Internal  Medicine, 
Heyman5  states,  without  particular  refer- 
ence to  the  immediate  present,  that  “In- 
fection without  noticeable  lesions  probably 
occurs  in  a high  percentage  of  cases,  and 
many  individuals  with  late  syphilis  are 
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unable  to  recall  either  primary  or  secondary 
manifestations.”  Surely  this  expresses  the 
experience  of  most  American  clinicians  who 
have  dealt  with  late  syphilis,  from  Stokes6 
and  others  in  the  early  decades  of  this 
century  to  the  highly  specialized  internists 
and  neurologists  of  the  present,  including 
at  least  a few  from  England.7  It  seems 
clear  that  many  cases,  formerly  missed 
because  of  the  very  fact  of  their  mildness, 
are  now  being  uncovered  by  better  sero- 
logic tests  with  the  help  of  expert  shoe- 
leather  epidemiology,  an  essential  activity 
carried  out  by  dedicated  men  carefully 
selected  and  thoroughly  trained  by  the 
U.S.  Public  Health  Service.  Under  these 
conditions,  although  a high  percentage  of 
mild  cases  can  be  expected,  one  might  be 
led  to  believe  that  the  disease  has  decreased 
in  severity.  Similarly,  where  contact  trac- 
ing is  difficult  or  even  impossible  because 
of  limited  personnel  working  with  a tran- 
sient and  irresponsible  patient  load  as  often 
is  the  case  in  some  big-city  clinics,  a rela- 
tively high  percentage  of  severe  or  florid 
cases  is  likely  to  be  encountered  and  falsely 
lead  to  the  conclusion  that  syphilis  has  “re- 
gained” or  “retained”  its  severity.  The 
truth  probably  is  that,  excluding  its  chang- 
ing incidence,  the  disease  as  seen  today  is 
not  very  different  from  what  it  was  in  the 
past.  It  only  seems  that  way. 

Summary 

The  decreased  incidence  of  early  syphilis 
to  the  low  point  of  1957  is  attributed  mainly 
to  the  great  “penicillin  fallout”  of  the  post- 
war decade.  Since  then  the  incidence  has 
continued  to  rise  to  a point  almost  four 
times  its  previous  level.  Whether  or  not 
the  disease  has  undergone  a significant 
change  in  severity  remains  questionable. 

It  is  a truism  that  the  diagnosis  of  early 
syphilis  is  a laboratory  issue.8-10  It  seems 
evident  that  under  the  ordinary  conditions 
of  medical  practice  such  a diagnosis  is  al- 
most always  the  end  result  of  either  a 


routine  blood  test,  a contact  investigation, 
or  a blood  test  or  dark-field  examination 
performed  at  the  specific  request  or  im- 
plication of  a worried  patient. 

Exclusive  of  certain  types  of  medical 
practice,  it  seems  fruitless  to  exhort 
physicians  to  be  on  the  alert  for  a disease 
which  is  infrequently  encountered,  easily 
cured,  and  seldom  clinically  apparent  in 
the  absence  of  obviously  suspicious  genital 
lesions  or  known  associated  cases;  a disease 
whose  victims,  whether  aware  of  their 
lesions  or  not,  are  not  often  sufficiently 
motivated  to  seek  medical  aid. 

What  then  is  the  physician’s  role  in  the 
control  of  early  syphilis?  (1)  He  can  take 
more  blood  tests  by  broadening  his  routine; 

(2)  he  can  insist  on  a blood  test  on  all 
hospital  admissions,  and  promote  more 
routine  pre-employment  blood  tests  regard- 
less of  the  size  or  importance  of  the  em- 
ploying agency;  and  (3)  he  can  report  all 
known  or  suspected  cases  to  the  health 
department,  remembering  that  for  each 
early  case  there  is  at  least  one  more.  If  he 
does  these  things,  the  physician  need  not 
maintain  a search  for  syphilis.  All  he  need 
do  is  read  his  daily  laboratory  reports. 

713  East  Genesee  Street 
Syracuse  13210 
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Environmental 
Control  Unit 


to  study  the  influence  of  environmental 
factors  on  allergic  disease  a unit  was  designed 
to  study  environmental  factors  playing  a role 
in  allergic  symptoms,  to  provide  a patient 
environment  which  differed  little  from  other 
ward  facilities,  to  provide  a “clean  room”  for 
the  therapeutic  management  of  allergic 
diseases,  and  to  provide  an  instrument  for 
provocation  studies  under  controlled  con- 
ditions. The  unit  contains  the  patients' 
area,  air  purification  and  other  environ- 
mental control  mechanisms,  and  the  obser- 
vation area  and  data  control  instrument 
console.  One-way  vision  permits  observation 
of  the  patients  unnoticed  by  them.  Con- 
taminants are  minimal,  and  the  room  and 
its  accessories  can  withstand  temperatures 
for  dry-heat  sterilization.  It  is  possible  to 
simulate  both  winter  and  summer  temperature 
conditions.  Particles  are  counted  and  gases 
analyzed  chromatographically. 
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T he  control  of  environmental  variables 
in  the  study  of  disease  is  not  a new  concept. 
The  literature  concerning  the  influence  of 
environmental  factors  on  allergic  disease 
dates  back  almost  two  hundred  seventy 
years.  Floyer  noted  in  1698  that  the 
changes  in  weather,  particularly  a falling 
barometer,  were  associated  with  asthma 
attacks.1  Blackley  observed  in  1873 2 that 
symptoms  of  hay  fever  varied  with  the 
quantity  of  pollen  in  the  air.  Leonardo 
da  Vinci  in  the  fifteenth  century  con- 
structed the  first  mechanical  air-cooling 
system. 

The  most  interesting  and  significant 
information  concerning  environmental 
chambers  is  described  by  Van  Leeuwen3 
in  his  classic  textbook,  Allergic  Diseases. 
A “miasm-free”  room  was  constructed  in 
his  clinic  to  treat  asthmatic  patients  who 
seemed  to  suffer  more  from  attacks  in  one 
city  than  in  another.*  A “miasm-free” 
chamber,  hermetically  sealed  and  ventilated 
continuously,  was  placed  in  the  patient’s 
home.  The  asthmatic  patient  was  able 
to  remain  free  of  attacks  while  in  this 
chamber  except  when  the  air  filtration  or 

* According  to  Hahnemann,  “miasm”  is  a term  for  the  in- 
fectious principles  which,  when  taken  into  the  organism,  may 
set  up  a specific  disease. 


ventilation  apparatus  became  defective. 
Van  Leeuwen3  reported  successfully 
treating  a number  of  patients  with  such  a 
“miasm-free”  chamber. 

More  recently,  the  great  progress  made 
in  the  fields  of  electronics  and  aerospace 
engineering  has  advanced  our  knowledge 
in  the  field  of  environmental  control  making 
it  possible  to  establish  more  reliable  com- 
ponents designed  to  control  temperature, 
humidity,  and  environmental  contamina- 
tion. A review  of  the  scientific,  medical, 
and  industrial  literature  indicates  that  the 
environmental  control  unit  at  St.  Vincent’s 
Hospital  and  Medical  Center  of  New  York 
more  than  meets  the  “clean  room”  re- 
quirements specified  by  the  U.S.  Air  Force, 
technical  order  00  - 25  - 203. 4-6  Further, 
the  unit  is  more  than  adequate  for  inves- 
tigating the  various  environmental  param- 
eters influencing  the  course  of  allergic  and 
respiratory  symptoms. 

Three  years  were  spent  by  allergists, 
pediatricians,  and  engineers!  in  the  design 
and  creation  of  this  new  unit.  The  ob- 
jectives of  this  team  effort  were:  (1)  to 

construct  a unit  for  the  study  of  environ- 
mental factors  playing  a role  in  allergic 
symptoms,  (2)  to  provide  a patient  environ- 
ment which  differed  little  from  other  ward 
facilities,  (3)  to  provide  a “clean  room” 
for  the  therapeutic  management  of  allergic 

f Tenney  Engineering  Incorporated,  Union,  New  Jersey. 
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FIGURE  1.  (A)  Children  in  patients’ area  of  environmental  control  unit  as  seen  through  observation  window 
on  pediatric  ward  corridor.  (B)  Observation  area  of  environmental  control  unit  with  physicians  facing  one- 
way windows,  looking  into  patients’  area.  Data  control  instrument  console  given  continuous  recordings  of 
particle  counts,  humidity,  temperature,  and  gaseous  concentrations.  Also  seen  are  food  lock  and  over- 
head closed-circuit  television  camera. 


diseases,  and  (4)  to  provide  an  instrument 
for  provocation  studies  under  controlled 
conditions. 

Since  this  environmental  control  unit 
research  facility  is  different  from  other 
environmental  control  chambers  now  in 
use,  the  purpose  of  this  article  is  to  give  a 
detailed  description  of  the  unit  at  St. 
Vincent’s  Hospital  and  Medical  Center  of 
New  York. 

The  environmental  control  unit  in  the 
department  of  pediatrics  consists  of  the 
following  components:  (1)  the  patients’ 

area  (Fig.  1A),  (2)  the  air  purification  and 
other  environmental  control  mechanisms, 
and,  (3)  the  observation  area  and  the  data 
control  instrument  console  (Fig.  IB). 

Patients’  area 

The  interior  measurements  are  16  by  16 
by  7 feet.  A bathroom  7 feet  3 inches  by 
4 feet  2 inches  by  7 feet,  separated  from 
the  main  room  by  a vented  door,  extends 
in  an  L-shape  of  140  cubic  feet.  It  is 
complete  with  toilet,  bathtub,  and  sink 
and  is  at  the  southwest  corner  of  the  res- 
idential area.  An  activated  charcoal  col- 


umn is  situated  to  remove  any  offending 
odors  or  vapors.  This  column  has  a 95 
per  cent  efficiency.  The  living  area  is  free 
of  all  protruding  machinery  and  devices 
except  for  a particle  counter.  This  lack 
of  visible  instrumentation  and  mecha- 
nization creates  an  atmosphere  not  unlike 
any  ward  room.  Purified,  climate-con- 
trolled air  passes  into  the  room  by  means 
of  a 16-foot  duct  along  the  northern  side 
of  the  ceiling.  Specially  constructed  lou- 
vers direct  the  air  stream  toward  the  ceiling 
so  that  the  air  does  not  blow  across  the 
children.  Air  turnover  of  the  room  can 
be  varied  to  create  velocities  of  about  50 
to  250  feet  per  minute  ( x/2  to  3 mph).  This 
air  speed  simulates  realistic  outdoor  am- 
bient conditions.  On  this  northern  wall 
are  two  double-sealed  thermal  pane  win- 
dows which  face  the  New  York  City  sky 
line. 

On  the  eastern  wall  are  four  windows 
separating  the  residential  area  of  the  en- 
vironmental control  unit  from  the  obser- 
vation room.  These  windows  permit  one- 
way vision  from  the  observation  room,  so 
that  activity  by  the  occupants  within  the 
room  can  be  observed  unnoticed.  One  of 
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these  windows  permits  a closed- circuit 
television  camera  to  transmit  room  ac- 
tivities to  sets  located  at  the  nursing  station 
and  in  the  physicians’  office.  By  means  of 
an  intercommunication  system  and  the 
closed-circuit  television,  the  children  re- 
main under  constant  surveillance  by  med- 
ical personnel.  These  visual-auditory  ob- 
servations permit  the  child-to-child  rela- 
tionships and  the  patients’  own  social 
behavior  to  be  studied.  Such  observations 
will  help  to  evaluate  the  importance  of 
emotional  or  stress  elements  in  catalyzing 
“allergic”  attacks. 

Located  on  the  east  wall  is  an  air-filtered 
food  lock.  All  food  and  personal  articles 
are  passed  through  this  compartment  to 
the  patients’  room.  An  air  stream  passes 
across  the  contents  of  the  lock,  removing 
any  lint  or  dust  particle  contamination. 
An  absolute  filter  cleanses  the  exhausted 
air  of  any  particulate  contamination. 

The  interior  ceiling,  floor,  and  walls  are 
made  of  stainless  steel,  seamed  and  sealed 
together  with  a special  polysulfide  rub- 
berized base  and  then  coated  with  an 

I epoxy-pigmented  paint.  The  outer  struc- 
ture of  the  room  is  made  of  rolled  steel,  and 
the  space  between  the  interior  and  ex- 
terior metal  surfaces  is  filled  with  heat- 
resistant,  vermin-proof,  Fiberglas  insula- 
tion. Electric  components,  including  fix- 
tures and  electric  outlets,  are  sealed  to 
prevent  vapor  entry.  The  room  and  its 
accessories  are  capable  of  withstanding 
continuous  temperature  maintenance  at 
250  F.,  sufficient  for  dry-heat  sterilization. 
In  the  floor  are  suitable  drains  so  that 
water-hosing  of  all  areas  of  the  unit  is 
possible,  should  a “scrub-down”  become 
necessary. 

Two  doors  lead  into  the  unit.  An  emer- 
gency door  connects  directly  to  the  pedi- 
atric ward  corridor  and  is  to  be  used  only  in 
case  of  an  “operation  failure”  situation. 
Another  door  is  located  between  an  air  lock 
and  the  unit  itself.  The  air  lock  insures 
that  a slight  positive  pressure  of  0.1  inch 
of  water  shall  remain  in  the  unit  at  all 
times.  Any  air  seepage  will  be  directed 
outward.  In  this  way,  particle  or  vapor 
contamination  is  prevented  from  drifting 
into  the  unit  under  operational  conditions. 

The  entry  into  the  environmental  control 
unit  consists  of  a step-by-step  sequence 
providing  a minimal  particulate  contamina- 


tion of  the  patients’  room.  Instructions 
are  given  to  each  nurse,  physician,  and 
maintenance  person  by  both  written  and 
verbal  orientation.  Shoes  are  decontam- 
inated by  a tacky  mat,  absorbent  mat,  and 
shoe  cleaner.  The  shoe  cleaner  consists 
of  a vacuum  and  a brushing  machine. 
Entering  personnel  then  proceed  into  an 
air  shower  where  a 20-second  air  blast 
at  50  miles  per  hour  forces  any  adhering 
lint,  dandruff,  or  other  particulate  matter 
onto  an  exhaust  system.  Finally,  the 
air  lock  leading  into  the  environmental 
control  unit  is  entered.  About  60  cubic 
feet  of  filtered  air,  channeled  from  the 
environmental  control  unit,  pass  through 
this  area  each  minute.  This  volume  is 
replaced  by  an  equal  amount  of  external 
ambient  air  which  is  fed  into  the  unit’s 
air-conditioning  system.  This  “fresh  air 
makeup”  normalizes  the  oxygen  levels  and 
washes  out  excess  carbon  dioxide.  By 
means  of  this  air  makeup  flow,  as  many  as 
four  people  can  remain  indefinitely  in  the 
residential  area  without  the  dangers  of 
carbon  dioxide  toxicity  or  hypoxia.  The 
noise  level  in  the  environmental  control 
unit  remains  well  below  50  db.  throughout 
all  temperature  and  humidity  ranges. 

Air  purification  and 
environmental  control 

A soundproof  machinery  room  houses  the 
vital  organs  of  the  environmental  control 
unit.  The  main  air  conditioner  includes 
nicochrome  electric  wire  heaters  for  steril- 
ization, cooling  coils  containing  equal  parts 
of  ethylene  glycol  and  water  brine,  and 
two  types  of  mechanical  filters  placed  in 
series.  The  first,  or  roughing  filter,  has  a 
guaranteed  efficiency  of  85  per  cent  for 
all  particles  down  to  0.3  micron  diameter. 
The  second,  an  absolute  high-efficiency 
particulate  air  filter,  when  tested  against 
0.3  micron  dioctyl  phthalate  smoke,  has  a 
99.97  per  cent  efficiency.  This  means  that 
for  every  1 million  submicron  particles  fil- 
tered, only  300  can  pass  through  the  abso- 
lute filter.  Air-borne  bacteria  and  dust- 
carried  viruses  can  also  be  removed  by  this 
type  of  filtration.  Sterilization  of  the  room 
at  250  F.  is  undertaken  to  eliminate  nonair- 
borne  organisms. 

The  brine  coils  regulate  heating  and 
cooling  over  ranges  compatible  with  nor- 
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mal  climate  variation,  and  it  is  possible 
to  simulate  both  winter  and  summer  tem- 
perature conditions.  This  brine  heat  ex- 
changer is  cooled  by  a dichlorodifluoro- 
methane  (Freon-12)  refrigerant.  Brine 
was  chosen  for  temperature  regulations  use 
because  of  its  nonexplosive  quality  and 
closer  operational  control. 

Dehumidification  is  accomplished  by  add- 
ing “makeup  air”  at  a low  dew  point  to 
recirculating  room  air  after  this  fresh  air 
has  first  been  sterilized,  filtered,  and  dried 
over  a desiccator  wheel  in  a separate  con- 
ditioner. The  exact  humidity  desired  can 
then  be  obtained  by  adding  steam  to  the 
air  inflow  just  prior  to  injection  into  the 
environmental  control  unit.  A blower  in- 
corporating a variable  pulley  can  provide 
a wide  range  of  room  air  turnover.  The 
volume  of  the  environmental  control  unit 
is  about  2,000  cubic  feet  of  air,  and  normal 
comfort  conditions  requiring  5 to  10  air 
exchanges  per  hour  are  easily  exceeded. 
The  average  air  velocity  remains  well  below 
2 miles  per  hour  in  the  room,  even  during 
an  operational  air  volume  turnover  of 
2,000  cubic  feet  per  minute. 

Excellent  performance  of  the  climate  con- 
trol system  has  been  achieved  with  tem- 
perature accuracy  plus  or  minus  0.5  de- 
grees between  45  and  250  F.  Temperature 
elevation  is  limited  by  the  glass  window 
panes,  which  can  withstand  heat  up  to 
270  F.  The  rate  of  temperature  cool- 
down is  from  ambient  to  40  F.  in  about  four 
hours,  the  rate  of  temperature  heat-up  is 
one  hour  to  rise  from  ambient  to  120  F., 
and  three  hours  to  attain  250  F.  The 
readings  registered  on  a dry  bulb  resistance 
potentiometer  are  recorded  on  a rotating 
twenty-four-hour  chart. 

The  humidity  control  sensing  element 
located  in  the  air  diffuser  is  composed  of  a 
plastic  cylinder,  a dual  winding  of  precious 
metal  wire,  and  a coating  of  moisture- 
sensitive  compound.  A ventilated  cover 
protects  the  elements  from  physical  dam- 
age. This  instrument  functions  by  its 
ability  to  interpret  changes  in  the  electric 
resistance  of  the  hygroscopic  film.  Such 
changes  are  translated  onto  another  twenty- 
four-hour  chart  as  relative  humidity.  The 
humidity  can  be  regulated  between  20  and 
95  per  cent  throughout  the  dry  bulb  range 
of  25  to  120  F.  Limitations  of  control  are 
placed  by  a 45  F.  dew  point  and  a maxi- 


mum capacity  of  300  grains  of  moisture 
per  pound  of  air.  Wet  and  dry  bulb 
thermal  sensors  are  located  in  the  occupied 
area  of  the  environmental  control  unit,  so 
that  actual  operational  conditions  are 
reflected  on  twenty-four-hour  recordings. 

The  particle  counter  is  an  optical  sensor 
with  an  integral  dilution  system  and 
printer.*  Particles  0.3  to  100  microns 
in  diameter  and  larger  can  be  counted, 
either  in  individual  sizes  or  as  cumulative 
totals.  There  are  23  size  increments 
measurable.  Each  increment  increases 
about  25  per  cent  in  particle  diameter. 
The  instrument  will  statistically  count 
30,000  particles  per  minute  with  a coin- 
cidence loss  of  less  than  10  per  cent.  An 
air  dilution  system  permits  counting  higher 
particle  concentrations  and  reduces  the 
coincidence  loss  still  further.  Decade  reg- 
isters on  the  front  panel  record  the  number 
of  particles  up  to  99,999.  Automatic 
sampling  may  be  done  for  0.3,  one,  three,  or 
ten-minute  cumulative  totals.  Manual 
operation  allows  the  counting  of  any  se- 
lected size  for  any  length  of  time.  A po- 
tentiometer selects  and  records  measure- 
ments on  a twenty-four-hour  permanent 
circular  chart. 

The  particle  counter  operates  on  the 
principle  of  light  scattering.  When  an 
air  sample  is  passed  through  an  intense 
beam  of  light,  the  particles  scatter  the 
light  onto  a multiplier  phototube.  The 
resultant  pulses  from  the  phototube  are 
sorted  according  to  their  amplitude. 
Pulses  are  counted  that  correspond  to  the 
particle  size  selected  by  the  front  panel 
controls.  The  size  registered  is  based  on 
the  scattering  effects  of  spherical  particles. 

The  precision  of  this  equipment  is 
limited  only  by  the  random  statistical 
fluctuations  of  the  environment  itself. 
Prime  calibration  is  done  by  using  poly- 
styrene latex  particles  of  0.5-  to  5-microns 
diameter.  Because  of  the  fact  that  the 
counter  is  able  to  resolve  diameters  varying 
by  25  per  cent,  a particle  registering  5 
microns  could  actually  be  4 or  6 microns. 
This  is  not  considered  a critical  error. 

The  automatic  gas  chromatographic  an- 
alyzer currently  is  able  to  separate,  meas- 
ure, and  record  the  room  concentration 
of  oxygen,  nitrogen,  and  carbon  dioxide. 

* Royco  particle  counter,  model  200,  Royco  Instruments, 
Incorporated,  Menlo  Park,  California. 


2916  New  York  State  Journal  of  Medicine  / November  15,  1966 


Provision  for  a fourth  gas  analysis  can  be 
modified  to  measure  sulfur  dioxide  and 
carbon  monoxide.  Oxygen  levels  in  the 
room  can  be  raised  from  20  per  cent  ambient 
conditions  to  40  per  cent  concentrations. 

The  electric  circuits  have  incorporated 
a series  of  safety  controls,  failure  warnings, 
lockouts,  and  cutouts.  For  example,  ex- 
cessive heat  during  room  occupancy  will 
disconnect  the  brine  heating  coils;  no 
sterilization  is  possible  during  elevated 
oxygen  concentrations  or  gas  chromato- 
graph or  particle  injection  runs.  Control 
failure  signals  register  as  a red  warning 
light  and  buzzer  alarm  at  the  nursing 
station.  All  personnel  are  instructed  as 
to  the  procedure  to  be  followed  if  an 
emergency  arises. 

The  particle  injection  apparatus,  so 
vital  for  eventual  diagnostic  provocation, 
consists  of  three  basic  parts:  (1)  a hopper 
and  worm  screw  which  feeds  the  matter 
under  study  into  the  air  stream;  (2)  the 
injection  air  stream  where  the  air  flows  at 
1,000  feet  per  minute  or  more.  The  air 
speed  is  designed  to  prevent  as  much  as 
possible  the  accumulation  of  particles  on 
the  walls  of  the  injection  tubing;  and 
(3)  a variable  motor.  By  means  of  mul- 
tiple gear  ratios,  a speed  reductor  varies  the 
rate  of  worm  screw  turns.  A rheostat 
further  controls  the  speed  at  which  the 
motor  shaft  rotates,  and  a per  cent  timer 
determines  the  part  of  each  minute  that 
the  motor  is  operating  the  particulate  feed. 

The  particle  injection  system  is  still  not 
fully  operational  because  of  the  incom- 
pletely solved  problems  dealing  with  par- 
ticle agglomeration.  It  is  well  known  that 
particles  of  pollen  size,  20  to  50  microns  in 
diameter,  are  unstable  and  tend  to  stick 
together.  The  control  of  particle  con- 
centration in  any  area  is,  therefore,  de- 
pendent on  the  solution  of  this  problem. 


Observation  area 


The  observation  area  includes  the  in- 
strument control,  analyzer  panel,  and  a 
series  of  one-way  observation  windows. 
The  closed-circuit  television  camera  pro- 
vides continuous  observation  of  the  children 
at  the  nursing  station  and  also  in  the  phy- 
sicians’ office.  Desk  space  and  chairs 
adjacent  to  the  one-way  observation  win- 
dows provide  the  physicians  with  necessary 


space  for  recording  clinical  data  on  patients. 

The  nursing  station  and  observation 
room  are  also  equipped  with  an  intercom 
system  to  permit  communication  between 
patients  and  medical  personnel. 

The  environmental  control  unit  is  under 
the  direct  supervision  of  a physician  and 
an  engineer  who  provide  periodic  checks  on 
instrumentation,  environmental  conditions, 
and  variations  in  the  patients’  clinical 
responses. 


Summary 

An  environmental  control  unit  that  is  the 
first  with  a capacity  to  house  3 patients 
who  can  pursue  normal  ward  activities, 
while  under  controlled  environmental 
study,  is  described.  Its  spaciousness, 
decor,  and  location  virtually  eliminate  the 
psychic  or  stress  influences  evident  in 
one-man  chambers. 

Preliminary  studies  have  shown  that  the 
environmental  control  unit  is  capable  of 
being  sterilized  within  three  hours  at  a 
moist  heat  of  250  F.  Aerobic  and  an- 
aerobic cultures  have  repeatedly  remained 
without  growth  after  seventy-two  hours  of 
incubation. 

Cultures  from  different  areas  were  ob- 
tained including  specimens  from  the  ceil- 
ing, bathroom,  floor,  and  bed  rails. 

The  material  finally  chosen  for  the  gar- 
ments and  bedding  is  made  of  a 75  per 
cent  Dacron  and  25  per  cent  Nylon 
weave.*  Operational  particle  counts, 
which  had  ranged  in  the  area  of  15,000  to 
30,000  per  cubic  foot  using  conventional 
materials,  were  able  to  be  lowered  to 
acceptable  levels  of  less  than  10,000  per 
cubic  foot.  This  control  was  obtained 
despite  fourteen  days  of  occupancy  and 
normal  activity  by  3 patients.  Because 
of  such  excellent  particle  control,  it  has 
been  found  that  it  is  not  necessary  for 
personnel  to  use  special  gowns,  caps,  or 
boots  on  entry. 

Beds  and  materials  are  able  to  withstand 
the  sterilization  temperature,  and  only 
perishable  items  such  as  a wooden  table 
and  chairs,  a television  set,  humidity  sensor, 
and  charcoal  filter  need  be  removed  from 
the  environmental  control  unit. 

* Made  from  a Du  Pont  fiber  by  the  Altro  Workshops, 
The  Bronx,  New  York. 
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Environmental  control  units  such  as 
described  should  assist  the  researcher 
interested  in  the  critical  evaluation  of 
climatic  conditions. 

The  effects  of  humidity,  temperature,  air 
pollution,  and  environmental  allergens  on 
the  course  of  allergic  diseases  can  be 
studied. 
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Cold  treatments  to  be  studied 
at  Cornell  University 

A three-year  study  of  the  use  of  cold  treat- 
ment in  therapy  for  skin  disorders  will  be  under- 
taken at  the  Cornell  University  Medical  College 
with  a grant  of  $234,843  from  the  John  A.  Hart- 
ford Foundation,  Inc.  It  will  be  undertaken 
by  F.  Daniels,  Jr.,  M.D.,  associate  professor  of 
medicine  and  head  of  the  division  of  derma- 
tology in  the  Medical  College,  D.  P.  Torre, 
M.D.,  clinical  professor  of  medicine,  and  their 
associates. 

Cryotherapy  in  the  form  of  baths,  wet  dress- 
ings, and  ice  packs  has  been  used  in  medical 
practice  since  antiquity,  but  the  physiologic 
and  pathologic  mechanisms  involved  have  not 
been  understood.  In  recent  years  extreme  cold 
has  been  used  in  brain  and  eye  surgery  as  well 
as  in  the  treatment  of  warts  and  other  skin 
lesions.  Among  the  disorders  that  might  be 
treated  by  improved  cryotherapy  are  skin  can- 
cers and  precancerous  lesions. 

The  Cornell  group  will  make  a broad  study  of 
both  cryosurgery  for  specific  skin  lesions  and 
cryotherapy  for  the  relief  of  itch  and  sympto- 
matic treatment  of  skin  disorders.  They  will 
conduct  research  on  cryobiology  and  pay  par- 
ticular attention  to  the  reaction  of  normal  and 
diseased  skin  cells  to  moderate  and  extreme 
cold. 
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Liquid  nitrogen  jets  and  probes  and  argon 
gas-cooled  probes  are  being  developed  to  create 
controlled  freezing  to  varied  depths  for  the  re- 
moval of  warts,  keratoses,  and  other  skin  lesions. 
Such  methods  will  be  studied  in  combination 
with  the  more  conventional  means  of  removal 
by  surgery,  electrosurgery,  and  x-irradiation. 
They  will  be  compared  to  such  current  cryo- 
surgical procedures  as  the  application  of  liquid 
nitrogen  on  a swab  or  solid  carbon  dioxide  to 
the  skin. 

In  evaluating  the  effects  of  acute  cold  ex- 
posure, the  Cornell  group  will  study  the  be- 
havior of  the  skin  and  its  component  parts. 
Biophysical,  histochemical,  and  biochemical 
methods  will  be  used  to  study  changes  in  the 
skin  as  an  organ  and  to  observe  subcellular 
structures. 

One  of  the  problems  that  the  investigators 
hope  to  clarify  is  the  greater  susceptibility  to 
freezing  of  the  melanin-producing  cells  in  the 
epidermis  compared  to  the  keratin-producing 
cells.  The  keratin-producing  cells  form  the 
keratinocytes  which  include  basal  cells,  prickle 
cells,  and  the  stratum  corneum  cells.  Melanin- 
producing  cells,  called  melanocytes,  are  pig- 
mented, and  it  is  known  that  they  are  selectively 
destroyed  when  the  skin  is  exposed  to  extreme 
cold.  Various  means  will  be  used  to  evaluate 
the  effect  of  cold  on  the  keratinocytes  and  the 
melanocytes. 
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A recent  outburst  directed  against  cir- 
cumcision entitled  “The  Rape  of  the  Phal- 
lus” describes  this  operation  as  “mutila- 
tion.”1 Other  recent  comments  categorize 
circumcision  as  “foolish”2;  “a  serious 
operation  for  some  infants  involving  at 
times  much  pain,  stress,  and  the  risk  of 
hemorrhage,  infection,  or  death”3;  and 
“the  wish  to  create  in  males  a ‘permanent’ 
erection  of  the  penis.”4  Others  describe 
properly  performed  circumcision  as  “an 
innocuous  procedure”6  and  as  “an  impor- 
! tant  rung  in  the  ladder  of  preventive  medi- 
j cine.”6  In  an  attempt  to  resolve  some  of 
the  points  of  controversy  regarding  this 
procedure,  it  seems  appropriate  to  review 
briefly  some  of  the  historic  considerations 
involved,  the  pros  and  cons  thereof,  the 
procedural  methods,  ritual  versus  surgical 
1 circumcision,  the  varied  instrumentation 
employed,  and  the  complications  that 
| might  arise  from  circumcision.  A better 
understanding  of  all  aspects  of  circumcision 
might  lead  to  a more  unbiased  attitude 
regarding  this  operation. 

Historic  considerations 

The  covenant  between  God  and  Abraham 
recorded  in  the  Bible  in  which  Abraham  is 
instructed  to  “circumcise  among  you  every 
male”  is  well  known  to  all.7  Other  refer- 


ences to  circumcision  in  the  Bible  exist.8 
Historically,  circumcision  is  not  exclusively 
a rite  of  the  Hebrews.  Ishmael,  son  of 
Abraham  and  founder  of  the  Mohammedan 
movement,  was  circumcised  at  thirteen 
years  of  age,  and  the  practice  has  remained 
to  this  day  as  an  integral  part  of  Islam  al- 
though Mohammed  makes  no  mention  of  it 
in  the  Koran.  The  practice  also  exists 
among  “.  . .African  tribes,  Christian  Abys- 
sinians,  Australian  black,  dwarf  tribes  of 
Gabon,  Australia,  Malays,  men  of  Borneo, 
North  American  Indians,  South  American 
Indians,  Aztecs,  Mayas,  Caribs,  Fijians, 
Samoans  . . .”9  Throughout  history,  how- 
ever, periods  of  persecution  against  the 
Jews  during  which  circumcision  was  for- 
bidden under  penalty  of  death,  such  as  the 
reign  of  Antiochus  Epiphanes  (175  to  163 
B.C.),  son  of  Antiochus  the  Great,  were  not 
uncommon.  Operations  to  reconstruct  the 
prepuce  surgically,  either  voluntarily 10  or 
under  coercion11  were  also  practiced  during 
Hellenistic  times.  Of  particular  historic 
interest  as  well  is  a limitation  on  the  prac- 
tice of  circumcision  in  hemophiliac  chil- 
dren, as  described  in  the  Talmud 12  and 
reiterated  by  Maimonides  in  which  the 
third  son  of  a woman  whose  previous  two 
sons  died  of  hemorrhage  secondary  to  cir- 
cumcision is  not  permitted  to  be  circum- 
cised.13 Even  the  genetics  of  this  disorder 
were  recognized  at  that  time  since  Maimon- 
ides also  states  that  the  law  prohibiting 
circumcision  of  the  third  son  is  the  same 
even  if  the  first  two  were  conceived  of  dif- 
ferent fathers.13  The  Talmud  further 
states  that  a male  infant  may  not  be  cir- 
cumcised if  his  mother’s  two  sisters  each 
had  a son  that  died  of  bleeding  following 
circumcision.12  For  further  historic  data, 
the  reader  is  referred  to  publications  spe- 
cifically dealing  with  the  history  of  cir- 
cumcision. 9-14-ls 

Benefits  and  disadvantages 
of  circumcision 

A religious  commandment  or  rite  does 
not  lend  itself  to  a consideration  of  pros 
and  cons.  Thus,  to  the  Jews,  Moslems, 
and  others,  the  practice  of  circumcision 
requires  no  medical  or  social  justification. 
However,  if  one  wishes  to  weigh  the  bene- 
fits of  this  operation  against  the  possible 
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disadvantages,  then  several  points  need 
careful  consideration.  First  and  most  im- 
portant, the  virtual  absence  of  carcinoma 
of  the  penis  in  Jews  and  Moslems  is  well 
established.  Not  one  case  occurred  in  a 
circumcised  Jew  in  a large  series  of  1,103 
cases  of  cancer  of  the  penis  in  the  United 
States. 16  A single  exception  has  since  been 
recorded  and  described,  but  this  patient 
was  cauterized  many  years  earlier  at  the 
site  of  the  lesion.17  Less  well-recognized 
and  appreciated  is  the  diminished  incidence 
of  carcinoma  of  the  prostate  among  Jewish 
males18  as  well  as  a reduced  number  of 
cases  of  carcinoma  of  the  cervix  in  Jewish 
females.19  A recent  report  deploring  cir- 
cumcision states:  . .cancer  of  the  penis 

is  a rare  disease.  Five  thousand  men  die 
every  week  in  England,  and  only  four  of 
them  die  of  penile  cancer.”2  But  this 
adds  up  to  208  deaths  per  year  from  this 
cause  alone  in  England.  Similarly,  in  the 
United  States,  there  are  about  three  hun- 
dred deaths  yearly  from  cancer  of  the 
penis.20  These  figures  cannot  be  dismissed 
as  insignificant.  This  subject  has  been 
recently  reviewed.5 

Other  possible  advantages  of  circum- 
cision are  more  difficult  to  quantify.  It  is 
said  that  it  is  more  hygienic  to  be  cir- 
cumcised, and  fewer  venereal  and  other  in- 
flammatory diseases  occur  in  circumcised 
men,  but  these  statements  have  not  been 
subjected  to  scientific  scrutiny  by  con- 
trolled clinical  trials.  The  lower  frequency 
of  balanitis  in  circumcised  American  troops 
in  World  War  II  than  uncircumcised 
soldiers  where  bathing  and  other  hygienic 
facilities  were  unavailable  is  suggestive  but 
by  no  means  proof  that  the  former  group 
was  at  an  advantage  over  the  latter  in  this 
regard. 

Enuresis  and  masturbation  are  said  to  be 
less  frequent  in  the  circumcised  male,  but 
the  causes  for  these  conditions  are  obscure 
and  are  probably  unrelated  to  the  presence 
or  absence  of  the  prepuce.  Phimosis  in  the 
newborn  as  an  indication  for  circumcision 
is  a misnomer  since  96  per  cent  of  all  new- 
born infants  have  nonretractable  foreskins. 
At  six  months  of  age  80  per  cent  of  all 
infants  still  have  nonretractable  foreskins, 
and  the  corresponding  figures  for  one-  and 
two-year-old  children  are  50  per  cent  and 
20  per  cent  respectively.21  However,  at 


three  years  of  age,  10  per  cent  of  all  male 
children  still  have  nonretractable  fore- 
skins, and  this  can  then  be  called  pathologic 
phimosis.21  Surgery  at  this  age  is  a major 
operative  procedure  and  thus,  early  cir- 
cumcision for  this  reason  is  valid  for  one 
out  of  ten  males.  Since  one  cannot  predict 
which  children  will  fall  in  this  group  and 
since  surgical  and  anesthetic  complications 
and  psychologic  trauma  are  potentially 
more  serious  at  this  age,  circumcision  is 
recommended  by  some  in  all  newborn 
boys,  and  this  advantage  is  certainly  not  a 
minor  one. 

Speert,5  quoting  Clifford,  lists  ten  dis- 
advantages of  having  a long  prepuce,  the 
corollary  being  that  circumcision  of  the 
newborn  child  offers  ten  distinct  advan- 
tages. Others,  such  as  Remondino,14  also 
indict  the  prepuce  and  strongly  advocate 
routine  circumcision  of  newborn  children. 

Psychiatric  indications  for  early  cir- 
cumcision such  as  the  fulfillment  of  “the 
wish  to  create  in  males  a ‘permanent’  erec- 
tion of  the  penis  to  insure  . . .fertile  sexual- 
ity. . .”  or  the  belief  of  African  women  that 
coitus  is  prolonged  if  the  male  is  circum- 
cised require  critical  evaluation  before  be- 
ing listed  as  advantages.6 

The  disadvantages  of  circumcision  in- 
clude the  complications  inherent  in  a 
minor  surgical  procedure,  and  these  are 
discussed  here.  Another  disadvantage  1 
quoted  by  those  who  speak  against  cir-  , 
cumcision  is  the  diminution  of  pleasurable 
sensations  during  sexual  intercourse  be- 
cause of  the  loss  or  dulling  of  special  pleas- 
ure receptors.1’2  However,  no  controlled 
study  of  this  point  seems  to  be  possible. 

Complications  of  circumcision 

Complications  of  circumcision  fall  into 
three  categories:  hemorrhage,22  infec- 

tion,23-25 and  surgical  trauma.  These  are 
extremely  rare  today.  Thus,  at  the  Sloane 
Hospital  in  New  York  between  1933  and 
1951,  there  were  10,802  newborn  circum- 
cisions6 among  which  only  1 case  of  post- 
circumcision infection  occurred,  but  even 
in  this  case  it  was  not  certain  whether  the 
penile  infection  was  primary  or  secondary. 

In  1 case,  an  intern  performing  his  first  cir- 
cumcision removed  an  excessive  amount  of 
foreskin,  but  plastic  repair  was  successful. 
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Bleeding  occurred  in  4 babies  on  the  day  of 
circumcision,  only  1 requiring  blood  trans- 
fusion. Thus,  the  over-all  complications 
from  circumcision  were  6 out  of  10,802,  an 
incidence  of  0.06  per  cent.  In  the  Hunt- 
ington Memorial  Hospital  in  Pasadena, 
California,  a total  of  1,844  circumcisions 
were  performed  in  1949  and  1950, 26  among 
which  not  a single  case  of  wound  infection 
or  sepsis  occurred.  In  3 cases  suturing 
was  required  for  bleeding,  but  no  blood 
transfusion  was  necessary  in  any  case. 
Records  of  the  City  of  New  York  Depart- 
ment of  Health  show  only  one  death  from 
circumcision  during  a thirteen-year  period 
during  which  it  is  estimated  that  over  half 
a million  circumcisions  were  performed.5 
It  is  thus  evident  that,  under  proper  condi- 
tions and  in  experienced  hands,  complica- 
tions from  circumcision  are  very  rare  in- 
deed. 

Instrumentation 

In  most  instances,  an  ordinary  knife  or 
scalpel  is  used  to  cut  the  foreskin.  Various 
clamps  have  been  specifically  developed  to 
aid  in  the  performance  of  circumcision. 
These  include  the  Kantor  clamp,27  the 
Gomco  clamp  developed  by  Goldstein,28 
the  Leff  clamp,29  the  Mogen  clamp  or 
shield  developed  by  Bronstein,  and  the 
Sheldon,  Lindsay,  and  various  other  clamps 
and  forceps.30  31  Only  a shield-type  clamp 
is  permissible  by  orthodox  Jewish  law,  and 
thus  the  Mogen  clamp  which  is  actually 
not  a clamp  but  a protective  shield  is  pre- 
ferred by  many  ritual  circumcisers. 

Methods  of  circumcision: 
ritual  versus  surgical 

Surgical  circumcision  is  performed  ac- 
cording to  accepted  medical  and  surgical 
technics  and  practices  and  will  not  be  fur- 
ther commented  on  here.  Ritual  cir- 
cumcision in  newborn  infants  consists  of 
three  major  parts:  the  excision  of  the 

prepuce  (Milah),  tearing  of  the  internal 
mucosa  of  the  prepuce  and  its  retraction 
over  the  glans  (Periah),  and  the  sucking  of 
the  blood  from  the  wound  (Mezizah). 
The  latter  two  procedures  are  practiced  by 
Jews  but  not  Mohammedans.  Periah, 
and  even  more  so  Mezizah,  have  been  the 


subjects  of  much  Rabbinic  controversy 
over  the  years,  and  some  of  the  argumenta- 
tion has  recently  been  summarized.32  The 
major  objection  raised  is  against  sucking 
the  wound  directly  with  the  operator’s 
mouth.  This  has  now  been  strongly  con- 
demned and  prohibited  by  Rabbinic  au- 
thorities throughout  the  world  including 
New  York  City  where  a Milah  board  issues 
certifications  of  prospective  ritual  cir- 
cumcisers.33 

The  entire  circumcision  procedure  is  pre- 
ceded by  washing  the  genitals  with  either 
alcohol,  benzalkonium  chloride  (Zephiran 
chloride),  bichloride  of  mercury,  or  a sim- 
ilar antiseptic,  and  sterilization  of  all  in- 
struments by  boiling  in  water  for  ten  to 
twenty  minutes.  The  mohel  (ritual  cir- 
cumcizer)  “scrubs”  before  the  procedure, 
being  especially  careful  to  clean  the  sub- 
ungual areas. 

The  prepuce  is  protracted  anteriorly  and 
adhesions  to  the  glans  released  with  a blunt 
probe.  The  shield  is  applied,  the  ritual 
blessing  is  recited,  and  the  foreskin  is  ex- 
cised by  applying  a knife  or  scalpel  to  the 
outer  surface  of  the  shield.  The  glans  is 
protected  below  the  shield  thus  militating 
against  accidental  cuts  into  the  glans  or 
shaft  of  the  penis.  The  shield  is  removed, 
and  the  prepuce  is  retracted  over  the  glans. 
The  final  act  of  Mezizah  or  sucking  of  the 
blood  from  the  wound  is  usually  performed 
with  a glass  or  rubber  tube  or  the  inverted 
barrel  of  a hypodermic  syringe  or  a similar 
suitable  object,  whereby  one  end  of  this 
object  is  opposed  to  the  wound  and  the 
other  end  in  the  mouth  of  the  operator. 
Dressings  consist  of  vaseline  gauze, 
oxidized  cellulose  (Oxycel),  absorbable 
gelatin  (Gelfoam),  or  similar  material  in 
addition  to  plain  or  antiseptic  gauze. 
Most  operators  use  a shield  of  some  kind  as 
described,  although  some  still  circumcise 
freehand.  This  is  not  recommended  since 
the  danger  exists  of  accidentally  cutting 
into  the  glans. 

Need  for  training  and  certification 
of  ritual  circumcisers  (mohalim) 

An  intern  or  resident  performing  circum- 
cisions without  adequate  supervision  can  do 
much  harm.  Similarly,  untrained  ritual 
circumcisers  (mohalim)  can  be  instrumental 
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in  producing  less  than  satisfactory  results 
among  their  patients.  There  is  only  one 
school  for  the  training  of  mohalim  in  the 
world  and  that  is  at  the  Bearsted  Memorial 
Hospital  in  London,  England.3  Most 
mohalim  learn  the  technic  from  one 
another.  However,  some  are  ignorant  of 
elementary  principles  of  sterility  although 
extremely  knowledgeable  in  the  Rabbinic 
laws  pertaining  to  circumcision.  Mohalim 
are  not  licensed  since  ritual  circumcision  is 
considered  a purely  religious  matter  which, 
to  Jews,  Moslems,  and  others,  it  is.  In 
New  York  City  and  Philadelphia,  Milah 
boards  certify  qualified,  trained,  and  com- 
petent mohalim,  but  the  authority  of  these 
boards  is  not  binding  on  all  mohalim. 

There  need  not  be  any  conflict  between 
ritual  and  surgical  circumcision  from  re- 
ligious or  medical  standpoints.  If  all 
mohalim  would  follow  rigid  sterile  technics 
in  the  performance  of  ritual  circumcision, 
criticism  would  cease.  Ritual  circumcision 
can  be  perfected  by  training  mohalim  and 
acquainting  them  with  principles  of  elemen- 
tary anatomy,  physiology,  surgery,  and 
sterility.  Prospective  mohalim  would  then 
be  better  equipped  and  qualified  to  carry 
out  their  important  function.  Sucking  the 
wound  with  the  mouth  has  already  been 
prohibited  and  has  eliminated  the  possi- 
bility of  transmission  of  tuberculosis  and 
other  infectious  diseases  by  this  route  from 
mohel  to  infant.33  Certification  and  licens- 
ing of  mohalim  after  they  complete  a pre- 
scribed training  course  is  desirable  but  im- 
practicable and  unenforceable  at  the  pres- 
ent time.  Hygienic  circumcision  rooms  are 
available  in  many  hospitals  throughout  the 
country  with  separate  facilities  for  guests. 
Thus,  with  mohalim  trained  in  elementary 
surgery  and  sterility,  this  procedure  will  be 
equally  well  performed  by  mohalim  or 
physicians,  according  to  the  preference  of 
the  infant’s  family.  Then  the  present 
critics  of  routine  circumcision  might  mel- 
low. 

Summary 

The  controversy  regarding  routine  cir- 
cumcision of  the  newborn  infant  continues. 
A brief  review  of  historic  considerations, 
pros  and  cons  of  circumcision,  ritual  versus 
surgical  technics,  instrumentation,  and 


possible  complications  of  circumcision  is 
presented.  Suggestions  for  improvement 
are  made. 

4802  Tenth  Avenue 
Brooklyn  11219 
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classifying  the  precanceroses  as  strictly  as 
possible  on  the  basis  of  their  individual 
etiologic  background,  I believe  that  some 
semblance  of  order  is  given  to  this  hereto- 
fore heterogeneous  group  of  dermatologic 
entities.  The  precanceroses  of  the  skin 
have  been  classified  as  follows: 


From  the  Pack  Medical  Group 


Cancer  of  the  skin  may  originate  in 
apparently  normal  cutis,  but  more  often 
it  is  preceded  by  some  type  of  visible 
change.  These  changes  in  the  skin  are 
frequently  manifested  clinically  as  some 
type  of  precancerosis.  The  lesions  are 
so  termed  because,  if  they  are  allowed  to 
remain  undisturbed,  they  are  known  in  a 
certain  number  of  incidences  to  give  rise 
eventually  to  malignant  change,  culmi- 
nating in  a skin  cancer.  Some  of  these 
conditions  are  invariably  followed  by 
cancer;  others  develop  into  cancer  with 
varying  degrees  of  frequency.  Precan- 
cerous  lesions  of  the  skin  are  often  small 
and  easily  overlooked.  Familiarity  with 
these  conditions  and  their  early  treatment 
constitutes  the  most  ideal  form  of  pre- 
ventive cancer  therapy.  The  early  diag- 
nosis and  proper  treatment  of  the  precan- 
cerous  lesion  of  the  skin  results  in  a 100 
per  cent  cure  rate. 


Classification 

Ordinarily,  dermatologic  texts  list  the 
precancerous  lesions  of  the  skin  alpha- 
betically. However,  in  analyzing  these 
varied  conditions,  and  from  my  own  ex- 
perience with  them,  I find  that  certain 
groups  seem  to  have  their  origin  in  definite 
underlying  contributing  factors.  Thus,  by 


I.  Physiologic 
Keratoses 

Senile 

Seborrheic 

Actinic 

Cutaneous  horn 
Leukoplakia 
Kraurosis  vulvae 
Xeroderma  pigmentosum 
Erythroplasia  of  Queyrat 

II.  Chemical 
Keratoses 

Arsenical 

Occupational 

III.  Late  sequelae 
Cicatrix 

Traumatic 

Chronic  infectious  granulomas 
Lupus  vulgaris 
Syphilis  (late) 

Actinomycosis 
Blastomycosis 
Chronic  ulcers 
Varicose 
Decubitus 

Chronic  draining  sinuses 
Chronic  inflammatory  dermatoses 
Lupus  erythematosis  (discoid) 

Psoriasis,  lichen  planus,  eczema 
Poikiloderma 

Acrodermatitis  chronica  recurrens 

IV.  Physical 
Keratoses 

Actinic 

Traumatic 

Irritative 

Radiodermatitis 

V.  New  growths 
Nevi 

Multiple  neurofibromatosis  (von  Reckling- 
hausen’s disease 
Sebaceous  cyst 
Epithelial  cyst 
Papilloma  (oral) 
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Etiology 

It  is  evident  from  this  group  of  precan- 
ceroses  that  physiologic,  chemical,  and 
physical  factors,  as  well  as  the  results  of 
late  sequelae  and  changes  in  new  growths, 
may  be  responsible  for  contributing  to  the 
production  of  cutaneous  cancers.  Phys- 
iologic changes  in  the  skin  that  lead  to 
cancer  may  be  brought  about  through  the 
aging  process  with  the  resulting  senile 
keratoses.  Likewise,  the  inherited,  con- 
genital, or  acquired  qualities  of  the  in- 
tegument that  are  conducive  to  freckling, 
dryness,  and  a tendency  to  atrophy  may 
enhance  the  aging  process  prematurely. 
Hormonal  imbalance  may  contribute  to 
the  development  of  a kraurosis  vulvae, 
while  a seborrheic  diathesis  can  account 
for  the  development  of  seborrheic  ker- 
atosis. In  certain  occupations  prolonged 
contact  of  the  skin  with  chemicals,  par- 
ticularly tar  compounds,  is  capable  of 
exciting  carcinogenic  changes  in  the  skin 
with  resultant  keratoses  as  the  earliest 
visible  change.  Similarly,  ingestion  of  a 
heavy  metal  such  as  arsenic  in  inorganic 
form,  usually  as  Fowler’s  solution,  over 
an  extensive  period  of  time  results  in  many 
arsenical  keratoses. 

Late  sequelae  in  the  skin  of  various 
origins,  for  example,  scars  resulting  from 
trauma,  chemical  or  physical  agents,  or 
those  following  in  the  wake  of  the  chronic 
infectious  granulomas  such  as  syphilis  or 
tuberculosis,  are  known  at  times  to  develop 
carcinomatous  change  many  years  after 
their  inception.  Chronic  ulcers  of  similar 
origin  may  result  in  cancer  of  the  skin. 
Long  and  repeated  exposure  to  sunlight 
notably  affects  the  skin  by  prematurely 
producing  changes  of  atrophy,  pigmen- 
tation, telangiectasia,  and  freckling  which 
are  associated  with  the  development  of 
keratoses  and  cancer.  Farmers,  sailors, 
and  sportsmen  who  spend  undue  hours  in 
ultraviolet  light  are  more  prone  to  have 
precancerous  keratoses.  If  untreated,  a 
minimum  of  12  to  25  per  cent  of  these 
cases  become  skin  cancers.  Other  actinic 
exposure,  such  as  that  from  x-ray,  radium, 
or  atomic  energy,  is  capable  of  producing 
cancer  of  the  skin  either  from  therapeutic 
doses  or  as  a result  of  adventitial  over- 
exposure incurred  as  an  occupational  risk 
by  those  concerned  with  its  administration. 


These  skin  changes  may  not  appear  for 
many  years  following  the  exposure,  but 
the  early  signs  of  precancerous  changes 
usually  precede  the  final  malignant  neo- 
plasm by  many  months  or  years. 

In  certain  instances  new  growths  on  the 
skin  give  rise  to  malignant  neoplasms. 
Carcinoma  at  times  develops  from  seba- 
ceous cysts  and  on  rare  occasions  from 
epithelial  cysts.  Melanoma  is  known  to 
develop  from  certain  types  of  nevi.  Ma- 
lignant growth  may  develop  in  nevi  spon- 
taneously as  a result  of  trauma,  repeated 
irritation,  or  as  an  unfortunate  sequela  of 
injudicious  treatment,  for  example,  the 
incomplete  removal  of  a potentially  ma- 
lignant nevus  can  result  in  the  growth  of  a 
melanoma  and  subsequent  death.  Since 
the  subject  of  nevi  and  melanoma  require 
longer  discourse,  they  will  not  be  discussed 
in  this  report. 

The  early  recognition  and  treatment  of 
precancerous  lesions  of  the  skin  by  the 
physician  who  is  acquainted  with  their 
characteristics  can  appreciably  reduce  the 
yearly  death  rate  from  skin  cancer.  These 
precancerous  conditions  will  be  discussed 
individually  from  the  practical  standpoint 
of  their  diagnosis,  clinical  course,  and 
treatment. 

Senile  keratoses 

Clinical  course  and  description. 
Senile  keratoses  occur  most  frequently  in  : 
individuals  after  fifty,  but  they  also  are 
seen  in  younger  adults  of  thirty  or  forty  , 
years  of  age.  They  generally  arise  on  the 
exposed  portions  of  the  body,  such  as  the 
face,  ears,  nose,  neck,  dorsum  of  the  hands, 
forearms,  and  vermilion  border  of  the 
lips.  At  times  they  occur  on  other  portions 
of  the  body.  The  skin  of  persons  with 
atrophic  senile  changes  is  most  commonly 
involved.  Single  to  multiple  lesions  ap- 
pear. New  growths  frequently  continue 
to  occur  throughout  the  life  span  of  the 
individual.  The  lesions  develop  slowly 
and  are  invariably  slightly  raised,  dis- 
crete or  irregular  in  shape,  and  of  a dirty 
gray  or  reddish  to  pink  through  brown  to 
peach  color  with  an  overlying  dull,  dry 
closely  adherent  scale.  There  is  a frequent 
history  of  exfoliation  and  recurrence  of  the 
scale.  A ring  of  erythema  is  often  present 
about  the  periphery.  Increase  in  elevation 
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indicates  epithelial  hyperplasia  or  in- 
flammatory reaction  and  frequently  de- 
notes evidence  of  neoplastic  transition. 

Senile  keratoses  terminate  in  basal  cell 
or  squamous  cell  carcinoma  in  approx- 
imately 25  per  cent  of  the  cases  and  more 
frequently  assume  the  cell  type  of  the 
latter. 

Etiology.  Persons  with  history  of  pro- 
longed outdoor  exposure  are  more  likely 
to  have  senile  keratoses,  because  the  sun’s 
rays  are  a most  important  factor  in  their 
development.  Those  with  blue  eyes  and 
blond  hair,  light  florid  complexions,  and  a 
tendency  to  freckle  seem  more  susceptible 
to  actinic  rays.  Brunettes  are  involved 
infrequently  in  the  condition,  negroes  are 
involved  rarely.  Unknown  physiologic  or 
chemical  factors  accompanying  the  a- 
trophic  changes  of  the  skin  in  old  age 
undoubtedly  predispose  the  individual  to 
the  development  of  keratoses.  Vitamin  A 
deficiency  also  has  been  considered  a con- 
tributory factor. 

Pathology.  The  changes  in  the  epi- 
dermis consist  of  hyperkeratotic  thickening 
of  the  horny  layer,  papillary  enlargement, 
and  acanthosis.  In  well-developed  lesions, 
edema,  vascular  dilatation,  and  lympho- 
cytic and  occasional  plasma  cell  infiltration 
are  seen  extending  into  the  dermis.  Dys- 
keratosis resembling  Bowen’s  disease  is 
sometimes  present. 

Treatment.  Since  25  per  cent  of  se- 
nile keratoses  develop  into  carcinoma, 
these  lesions  should  be  regarded  as  po- 
tential skin  cancers  and  should  be  managed 
as  such.  The  lesion  is  superficial,  and 
thus  several  forms  of  treatment  can  be  used 
for  eradication.  Electrodesiccation  and 
curettement  of  the  growths  under  local 
anesthesia  is  adequate  in  many  instances. 
The  smaller,  more  superficial  lesions  may 
be  eradicated  by  the  application  of  a 
radium  plaque.  Surgical  excision  also  may 
be  employed.  However,  it  must  be  re- 
membered that  these  are  frequently  mul- 
tiple lesions  with  many  additional  growths 
apt  to  appear  throughout  life.  In  such 
instances,  routine  multiple  surgical  ex- 
cisions might  result  in  a poor  cosmetic 
effect. 

Prophylactic  treatment  consists  of  bland 
ointments  and  proper  shading  from  the 
sun.  These  patients  should  have  the 
significance  of  their  condition  fully  ex- 


plained and  be  examined  for  new  lesions 
periodically. 

Seborrheic  keratoses 

Clinical  course  and  description. 
Seborrheic  keratoses  are  slow  growing, 
light  to  dark  brown,  circular  or  oval 
tumescences  having  the  appearance  of 
fleshy  or  greasy  nevi  although  they  are 
not  moles.  They  may  have  a smooth  or 
verrucous  surface  and  are  several  milli- 
meters to  several  centimeters  in  diameter. 
They  occur  usually  in  middle  age  and,  in 
contrast  with  senile  keratoses,  appear  on 
the  trunk  rather  than  on  the  exposed 
surfaces.  However,  it  is  not  at  all  un- 
common to  see  them  on  the  face.  At 
times  they  are  sessile  or  pedunculated  and 
may  not  be  overlaid  by  a greasy  type  of 
scale.  On  removal  with  the  curet,  the 
underlying  base  is  studded  with  tiny  pro- 
jections and  is  often  hemorrhagic. 

A hyperkeratotic  type  of  seborrheic 
keratoses  also  occurs  about  the  anterior 
chest,  face,  and  scalp.  It  gives  the  ap- 
pearance of  a piece  of  dirty,  light  or  dark 
brown  wax  of  irregular  shape  which  has 
been  stuck  on  the  skin.  This  may  ex- 
foliate only  to  be  replaced  slowly  by  new 
growth. 

The  seborrheic  keratoses  are  not  so 
prone  to  give  rise  to  a carcinoma  as  are  the 
senile  keratoses.  However,  locations  re- 
ceiving repeated  trauma  almost  always 
develop  into  carcinoma  of  either  the  basal 
cell  or  squamous  type.  Sometimes  it  is 
difficult  to  distinguish  clinically  between 
seborrheic  and  senile  keratoses. 

Etiology.  Seborrheic  keratoses  occur 
in  senile  and  quite  frequently  in  the  seb- 
orrheic types  of  skin.  The  exact  factors 
never  have  been  determined. 

Pathology.  There  is  a thickened  pap- 
illomatous involvement  of  the  epidermis 
with  projections  extending  into  the  horny 
layer  above  that  accounts  for  the  ap- 
pearance of  the  base  when  one  removes  the 
lesion  with  the  curet.  Marked  acanthosis 
is  present.  In  the  subdermis  there  may 
be  a pronounced  basophilic  degeneration, 
cellular  infiltration,  and  vascular  dilatation. 

Treatment.  Since  very  few  of  these 
lesions  develop  carcinoma,  prophylactic 
removal  is  not  so  paramount  as  in  the 
senile  keratoses.  However,  since  at  times 
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it  is  very  difficult  to  differentiate  clinically 
senile  and  seborrheic  keratoses,  the  di- 
agnosis in  instances  of  doubt  should  be 
given  consideration  in  favor  of  the  former, 
and  the  lesion  should  be  removed.  In 
sites  of  recurrent  trauma,  the  lesions 
should  always  be  treated.  In  other  in- 
stances, removal  is  justifiable  from  a 
cosmetic  standpoint.  The  growth  can  be 
satisfactorily  removed  by  curet  and  the 
use  of  the  desiccating  current.  Removal 
must  be  deep  enough  to  prevent  recurrence 
and  at  the  same  time  sufficiently  super- 
ficial to  avoid  leaving  any  more  scar  than 
necessary.  When  the  diagnosis  is  in  doubt, 
the  curetted  portion,  if  removed  before 
application  of  the  desiccating  current,  can 
be  examined  pathologically.  Surgical  ex- 
cision will  entirely  remove  the  growth,  but 
it  is  not  ordinarily  employed  for  this  type 
of  lesion.  This  also  applies  to  the  use  of 
x-ray  and  radium  in  treatment  of  seb- 
orrheic keratoses. 

Actinic  keratoses 

The  greatest  proportion  of  cancer  of  the 
skin  in  Caucasian  persons  is  associated 
with  chronic  actinic  dermatitis  as  a con- 
sequence of  permanent  and  progressive 
changes  induced  in  the  skin  by  exposure  to 
the  sunlight.  Formerly  this  was  called 
sailors’  or  farmers’  skin.  Now  with  the 
popularity  of  modern  sports  and  increased 
hours  available  for  outdoor  living,  marked 
exposure  to  the  actinic  rays  has  become  a 
hazard  of  normal  living  for  many  persons 
besides  those  having  occupations  of  an 
outdoor  nature.  Recent  experiments  show 
that  ultraviolet  radiation  from  the  sky  is 
greater  than  that  directly  from  the  sun. 
Even  at  the  beach  under  the  cover  of  an 
umbrella  only  50  per  cent  of  ultraviolet 
radiation  is  blocked  out.  The  ultraviolet 
radiations  producing  changes  in  the  skin 
come  from  the  ground  and  sky  as  well  as 
from  the  sun  directly. 

Clinical  cause  and  description. 
After  a period  of  ten  to  fifteen  years  ex- 
posure to  the  actin’c  rays,  general  skin 
changes  take  place  in  the  exposed  areas 
reminiscent  of  those  found  in  chronic 
roentgen  dermatitis  and  xeroderma. 
Mucous  membranes  of  the  lips  also  may 
be  involved.  In  more  sensitive  individuals 
the  changes  appear  earlier,  are  more  in- 


tensive, and  continue  to  progress  through- 
out life.  The  skin  becomes  hyperemic 
with  profuse  or  localized  telangiectasia. 
Later,  areas  of  dull,  smooth,  white  atrophic 
patches  (melanoleukoderma)  are  inter- 
spersed with  those  of  light  brown  areas 
of  pigmentation  (freckles).  Occasional 
slightly  raised,  dull  erythematous  papules 
are  present  with  ectatic  centers.  Vas- 
cular dilatation  is  present  throughout  the 
skin  which  has  a dry,  wrinkled,  and  some- 
times hard  consistency  as  a result  of  con- 
nective damage.  As  the  condition  pro- 
gresses, many  of  the  brownish  spots 
thicken,  while  in  other  areas  circumscribed 
hyperkeratoses  are  formed  with  overlying 
dry,  horny  scales  which  may  become 
verrucous.  Coalescence  may  take  place 
to  form  large  plaques.  At  varying  inter- 
vals, from  a few  months  to  many  years, 
there  may  be  a successive  transformation 
of  these  actinic  keratoses  to  carcinomatous 
degeneration,  usually  of  the  squamous  type 
and  sometimes  of  the  basal  cell  variety. 

Poth1  reported  tumor  formation  on  the 
back  of  the  hands  of  a Texas  fisherman 
after  a violent  reaction  of  this  kind.  After 
exposure  of  the  skin  to  intense  sunlight  and 
subsidence  of  a sunburn,  tumors  up  to 
2 by  1.5  cm.  in  size  appeared  and  lasted  for 
months.  Histologically,  intense  hyper- 
plasia of  the  epidermis  with  a formation  of 
epithelial  pearls  and  an  infiltrate  of  lym- 
phocytes and  plasma  cells  in  the  papillary 
layer  were  seen,  but  there  were  no  definite 
signs  of  malignant  growth.  After  eight 
months  the  tumors  receded  spontaneously. 
We  frequently  have  observed  acute  re- 
actions in  keratoses  either  of  senile  or 
actinic  origin  after  undue  exposure  to  the 
sun’s  rays.  This  reaction  may  or  may 
not  be  accompanied  by  an  associated 
sunburn  of  the  surrounding  skin.  Locally, 
in  the  keratotic  area,  there  are  symptoms 
of  burning  and  pruritus  with  reddening 
and,  on  occasion,  an  eczematous  reaction 
in  the  form  of  oozing  and  crusting.  In 
rare  instances,  carcinomatous  change  has 
been  seen  to  intervene  within  a short 
interval  of  time  in  such  lesions. 

Reflected  light  from  the  snow,  water, 
and  sand  is,  of  course,  known  to  intensify 
the  actinic  rays.  Recently  refracted  light 
of  the  sun’s  rays  has  been  incriminated  in 
the  production  of  an  unusual  carcinoma  of 
the  face  through  the  medium  of  spectacle 
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lenses.  Corson  et  al.2  noted  chronic  actinic 
dermatoses  and  keratoses  and  in  some 
instances  carcinoma  in  portions  of  the 
cheek  in  which  a luminous  band  or  spot 
could  be  detected  as  a consequence  of 
refraction  of  the  sun’s  rays.  Through  the 
lower  end  of  rimless  spectacles  they  were 
able  to  demonstrate  an  elevation  of  tem- 
perature at  the  focal  point  of  the  refracted 
light  on  the  skin. 

Etiology.  It  has  been  conclusively 
proved  that  the  ultraviolet  portion  of  the 
sun’s  spectrum  is  responsible  for  the  pro- 
duction of  skin  cancer.  Solar  cancer  of 
the  skin  was  first  produced  experimentally 
in  animals  in  1928  by  Findlay3  and  has 
been  repeatedly  confirmed  by  Roussy, 
Hartman,  Beclere,  and  Bungeler.4  Almost 
100  per  cent  of  the  ultraviolet  spectrum, 
having  a distribution  of  wave  lengths 
between  2,500  and  3,500  A is  absorbed  in 
the  epidermis,  and  it  is  only  this  portion  of 
the  ultraviolet  spectrum  of  the  sun’s  rays 
which  is  carcinogenic.  The  actinic  portion 
of  the  spectrum  is  erythemogenic  between 
2,500  to  3,600  A,  phlyctenogenic  at  2,600  to 
2,970  A,  and  melanogenic  from  2,500  to 
2,600  A.  According  to  Hall,5  white  blue- 
eyed individuals  with  blond  complexions 
of  Irish-Scotch-English  ancestry,  blue-eyed 
North  Europeans,  and  Scandinavians  are 
most  susceptible.  Both  the  melanin  pig- 
ment of  the  skin  and  the  thickness  of  the 
stratum  corneum  act  as  biologic  ultraviolet 
filters.  The  exact  relative  position  of  their 
effectiveness  is  yet  to  be  determined 
definitely.  Skin  of  the  Negro  is  protected 
by  color  as  well  as  by  the  thickness  of  the 
stratum  corneum  which  has  been  demon- 
strated to  be  greater  in  Negroes  than  in 
white  persons. 

The  stimulation  of  the  cancerous  process 
appears  to  depend  on  the  total  amount  of 
radiation  exposure  per  day  without  regard 
to  the  intensity  or  duration  of  each  ex- 
posure. In  other  words,  it  is  not  the  one 
severe  sunburn  episode  that  is  important 
but  the  cumulative  effect  of  repeated  ex- 
posures beginning  with  the  initial  exposure 
to  the  sun.  Actinic  cancer  is  associated 
with  geographical  residence  inasmuch  as 
the  incidence  is  greatest  in  those  sections 
of  the  United  States  having  a relatively 
high  mean  temperature  and  consequently 
intense  solar  radiation. 

Auerbach6  found  a quantitative  inverse 


relation  between  skin  cancer  incidence 
rates  and  the  degree  of  latitude  of  ten 
large  metropolitan  areas.  His  data  in- 
dicates that  the  incidence  of  skin  cancer  in 
the  white  population  was  doubled  for 
each  3 degrees  and  48  minutes  of  latitude 
of  every  265  miles.  The  statistics  gathered 
by  Dorn  and  Cutler7  demonstrate  a sim- 
ilar high  incidence  rate  of  skin  cancer  in 
the  white  population  of  southern  United 
States.  Men  are  twice  as  susceptible  as 
women  to  cancer  due  to  the  sun.  Ac- 
cording to  Roffo,8  there  is  a 70.99  per  cent 
susceptibility  in  men  as  compared  with  a 
29.19  susceptibility  in  women.  He  relates 
the  difference  in  susceptibility  to  the  pro- 
tective function  of  the  hair  over  the  back  of 
the  neck  in  women  and  their  custom  of 
wearing  large-brim  hats.  Solar  cancer 
may  occur  at  a much  earlier  age  than 
other  carcinomas  of  the  skin.  The  highest 
incidence  of  skin  cancer  occurred  between 
the  ages  of  twenty  and  forty-nine  in  a 
group  of  United  States  Navy  men  studied 
by  Peller  and  Stephenson,9  while  the  peak 
incidence  for  cancer  of  the  skin  in  the 
general  population  takes  place  at  a much 
later  age.  The  duration  of  the  exposure  to 
the  sun’s  rays  is  of  more  importance  than 
the  individual’s  age,  with  due  regard  to 
individual  susceptibility.  The  earlier  and 
longer  a person  is  exposed,  the  sooner  a 
malignant  tumor  might  develop. 

On  the  basis  of  correlation  with  animal 
data,  it  is  estimated  that  it  requires  a 
minimum  of  ten  to  fifteen  years  and  an 
average  of  a fifteen-  to  thirty-year  period 
of  exposure  to  the  sun’s  rays  for  the  de- 
velopment of  solar  cancer.  Since  ultra- 
violet light  is  readily  absorbed  by  proteins, 
only  10  per  cent  penetrates  the  stratum 
corneum  to  reach  the  viable  cells  of  the 
epidermis. 

Pathology.  The  exact  mechanism  in- 
volved in  the  injurious  action  of  ultra- 
violet light  on  the  skin  has  not  been  es- 
tablished definitely.  According  to  Blum,10 
Laurens,11  and  Kovacs,12  the  damaging 
effects  are  the  result  of  a photobiologic 
reaction  in  the  prickle-cell  layer,  with 
consequent  permeation  of  vasodilator  pro- 
tein-breakdown products  in  the  dermal 
vessels.  More  recently,  the  experience  of 
Mackie  and  McGovern13  in  Australia  with 
many  patients  thirty  years  of  age  and 
under  showing  advanced  actinic  dermatitis 
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has  been  ample  to  furnish  evidence  that 
the  late  atrophic  changes  in  the  epidermis 
seen  in  persons  with  overexposure  to  the 
sun  are  due  to  altered  tissue  metabolism 
secondary  to  collagen  degeneration  in  the 
dermis  induced  on  dermal  vessels  by  ultra- 
violet light  absorbed  in  the  dermis. 

At  the  First  International  Conference 
on  the  Biology  of  Cutaneous  Cancer, 
Daniels14  discussed  ultraviolet-induced 
cancer  in  man.  He  presented  evidence 
that  nuclear  desoxyribose  nucleic  acid  or 
nucleolar  ribonucleic  acid  may  be  the 
primary  target  of  acute  sunburn  damage  in 
cells.  He  suggested  that  the  cellular  and 
erythemal  actions  may  be  based  on  dif- 
ferent targets.  One  theory  for  the  de- 
velopment of  actinic  carcinomas  would  be 
that  damage  interrupts  a negative  feed- 
back control  system,  inhibiting  mitosis  in 
the  basal  cell  layer,  which  could  produce 
multiple  bursts  of  mitotic  activity  with  an 
enhanced  opportunity  for  a somatic  muta- 
tion to  assert  itself.  Alternatively,  con- 
tinued damage  to  a feedback  regulatory 
mechanism  may  lead  to  escape  from  con- 
trol, leading  to  the  development  of  ma- 
lignant lesions. 

Treatment.  Prevention  is  accomplished 
by  avoiding  sunlight,  gradual  desensitiza- 
tion by  exposure  to  minutely  graduated 
amounts  of  light,  and  using  sunscreens, 
either  mechanical  or  chemical.  Sunburn 
and  chronic  solar  damage  can  be  prevented 
by  gradual  exposure  to  sunlight  until  a 
good  tan  is  developed.  When  melanin  in 
the  skin  increases,  the  surface  layer  is 
thickened  and  deep  penetration  of  the 
sun’s  rays  is  limited.  While  there  is  very 
little  evidence  that  cancer  has  followed  the 
use  of  sun  lamps,  the  use  of  such  home 
appliances  must  be  employed  with  some 
caution. 16 

Highly  susceptible  individuals  and  those 
with  evidence  of  skin  changes,  must  wear 
wide-brim  hats  and  other  protective  cloth- 
ing. Application  of  greasy  ointments  to 
areas  already  showing  changes  does  not 
alter  the  evolution  of  the  process  except 
to  prolong  its  eventual  outcome.  The 
patient  must  observe  his  own  skin  care- 
fully and  be  taught  the  early  signs  of 
change  that  require  treatment.  Periodic 
check-ups  by  the  physician  are  essential 
for  early  diagnosis  and  treatment  so  that 
carcinomas  are  not  allowed  to  develop. 


Lotions  and  lipsticks  containing  sun- 
screen filtering  agents  which  protect  against 
sunburn  and  sun  tanning  are  available  in 
cosmetically  acceptable  prepared  products. 
Ordinary  sun-tan  lotions  do  not  answer 
this  purpose  because  they  increase  the  very 
effects  which  one  wishes  to  eliminate. 
However,  sunburn  preventive  agents  are 
desirable.  These  are  light-screening  prep- 
arations which  filter  out  the  sunburn 
fraction  of  the  light.  Five  per  cent  men- 
thyl  anthranilate  is  said  to  filter  out  over 
95  per  cent  of  the  short  wavelengths 
between  2,950  and  3,200  A.  Titanium 
dioxide  acts  as  a physical  screen  against 
the  burning  short  wavelengths.  Men- 
thyl  anthranilate  and  titanium  dioxide  in  a 
cream  form  (A-Fil)  contain  these  ingre- 
dients. Digalloyl  trioleate  2 per  cent  in  a 
colorless  lip  pomade  (A-Fil  Sun  Stick)  is 
useful.  Benzophenone  (U-Val,  10  per  cent, 
2 hydroxy-4-methoxybenzophenone-5-sul- 
phonic  acid)  has  proved  to  be  an  excellent 
sunscreen.  Three  per  cent  oxybenzone 
and  3 per  cent  dioxbenzone  used  as  a 
filtering  agent  in  a colorless  and  odorless 
lotion  (Solbar)  is  also  useful.  Red  vet- 
erinary petrolatum  and  15  per  cent  para- 
aminobenzoic  acid  in  a water-miscible 
ointment  base  (Aquaphor)  are  effective 
but  disagreeable  to  use. 

Methoxsalen,  the  drug  so  touted  re- 
cently in  newspaper  articles  as  the  answer 
to  a sun-lover’s  prayer,  has  not  been  found 
to  be  as  effective  as  orginally  thought  in 
either  inhibiting  or  enhancing  sunburn  or 
sun  tan.  When  employed,  its  possible 
toxic  effects  must  be  taken  into  considera- 
tion. 

Trioxsalen  (Trisoralen),  which  is  em- 
ployed to  stimulate  repigmentation  of  the 
skin  of  patients  with  vitiligo,  is  said  to 
increase  the  tolerance  to  sunlight  in  fair- 
skinned patients.  This  is  accomplished  by 
promoting  the  ability  of  the  fair  skin  to 
screen  out  ultraviolet  light  by  increasing 
the  thickness  of  the  stratum  corneum, 
stimulating  formation  of  a stratum  lu- 
cidum,  and  creating  retention  of  melanin  in 
the  cutis.  The  daily  dose  of  trioxsalen  is 
10  mg.  taken  two  hours  before  sun  ex- 
posure. The  total  period  of  administra- 
tion should  not  exceed  two  weeks.  Photo- 
protection is  said  to  be  achieved  within 
this  period.  But  during  the  first  few 
days  of  therapy  patients  are  photosen- 
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sitized  and  subject  to  more  severe  sunburn 
than  they  might  ordinarily  experience. 
Therefore,  their  exposure  to  the  sun  during 
the  institution  of  the  drug  must  be  care- 
fully controlled  to  avoid  undue  reactions. 
So  far  hepatotoxicity  has  not  been  ob- 
served. 

The  treatment  for  keratoses  which  arise 
is  the  same  as  that  for  senile  keratoses, 
that  is,  early  removal.  Radium  and  x-ray 
therapy  are  not  indicated  for  this  purpose, 
because  the  late  effects  from  these  agents 
closely  simulate  those  effects  from  which 
the  keratotic  changes  had  their  inception. 
Early  treatment  is  important.  At  their 
early,  noninfiltrative  stage,  removal  can 
be  accomplished  without  leaving  residual 
scars.  Since  the  lesions  occur  on  exposed 
prominent  locations,  this  is  a significant 
cosmetic  factor,  especially  in  women. 
Furthermore,  in  many  patients  these  ker- 
atotic changes  are  going  to  occur  repeatedly 
over  the  years  as  long  as  the  patient  lives. 

Small  keratoses  are  readily  removed  by 
superficial  electrodesiccation  under  local 
anesthesia.  Where  many  lesions  exist, 
surgical  planing  is  sometimes  employed. 
Applications  are  made  of  carbon  dioxide, 
snow,  or  an  escharotic  agent  such  as 
dichlor  or  trichlor  acetic  acid.  The  latter 
agents  frequently  require  several  appli- 
cations. Their  efficiency  of  removal  and 
ability  to  obtain  a good  cosmetic  result 
depend  more  on  the  judgment  or  calculated 
guess  of  the  operator  than  on  the  electro- 
desiccation. Curettement  and  electro- 
desiccation accomplish  removal  in  one 
procedure.  Delicately  performed  by  a 
skilled  operator,  the  actual  base  of  the 
lesion  can  be  seen  at  the  time  of  removal. 
In  early,  noninfiltrative  lesions  the  site 
heals  without  evidence  of  residual  scar. 
In  larger  keratoses  with  evidence  of  ad- 
vanced infiltration  where  there  is  some 
question  of  malignant  change,  excisional 
biopsy  is  the  method  of  choice.  In  all 
instances,  early  prophylactic  removal  is 
indicated.  Patients  should  be  examined  at 
periodic  intervals,  the  frequency  depending 
on  the  rapidity  with  which  lesions  are 
formed. 

Cutaneous  horns 

Clinical  course  and  description. 
Cutaneous  horns  are  conical-  or  cylindrical- 


shaped growths  composed  of  corneous 
epithelium  that  occur  in  elderly  individuals 
on  the  scalp,  face,  scrotum,  glans  penis, 
buttocks,  and  dorsum  of  the  hands.  They 
are  dehydrated  in  appearance,  varying  in 
length  from  a few  millimeters  to  4 or  5 cm. 
and  at  times  larger.  The  diameter  of 
the  base  is  of  proportionate  size  and  may 
be  flat  or  raised,  often  with  a peripheral 
hyperemia.  The  growths  may  be  shed 
spontaneously  only  to  be  followed  by  a 
recurrence.  The  base  in  about  12  per 
cent  of  the  cases  becomes  carcinomatous. 
Prickle  cell  or  basal  cell  carcinoma  may 
result. 

Etiology.  Cutaneous  horns  arise  at 
the  site  of  keratoses,  sebaceous  cysts, 
scars,  calcifying  epithelioma,  or  warts. 

Pathology.  There  is  a thick,  hyper- 
keratotic,  laminated  horny  layer  with 
marked  acanthosis  that  is  dyskeratotic. 
The  underlying  derma  is  compressed. 
The  basal  layer  remains  intact.  An  oc- 
casional intra-epidermal  pearl  may  be 
seen. 

Treatment.  Since  12  per  cent  of  these 
lesions  become  carcinoma,  they  should 
always  be  removed.  This  may  be  done 
effectively  by  surgical  excision  or  electro- 
desiccation. It  is  important  that  the 
entire  base  be  removed  in  the  procedure. 
A pathologic  examination  of  the  tissue 
should  always  be  made.  The  lesions 
should  never  be  treated  with  caustics. 

Leukoplakia 

Clinical  course  and  description. 
Leukoplakia  are  milk-colored  patches  in- 
volving the  mucous  membrane.  The 
mucous  membrane  portion  of  the  lips, 
gingiva  (gums),  buccal  cavity,  and  tongue 
are  the  usual  sites.  No  portion  of  the 
mucosal  surfaces  of  the  mouth  are  immune. 
Sites  about  the  frenulum,  dorsum  and 
lateral  surfaces  of  the  tongue,  and  the 
gingival  margins  interspersed  between  the 
teeth  must  be  carefully  inspected  so  that 
lesions  in  these  areas  will  not  be  overlooked. 
The  mucous  membrane  surfaces  of  the 
male  and  female  genitalia  also  may  show 
leukoplakic  patches.  The  condition  or- 
dinarily occurs  after  the  age  of  forty  but  is 
occasionally  seen  in  younger  individuals. 
Men  are  affected  at  least  20  to  1 over 
women.  The  patches  may  be  smooth  or 
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rough,  flat  or  raised,  and  in  later  stages 
markedly  hypertrophic.  They  have  no 
definite  shape  or  size  and  at  times  cover 
large  portions  of  the  mucous  membrane  of 
the  particular  organ  involved.  The  sur- 
face is  dull  and  in  older  lesions  has  a dirty 
white  or  grayish  color  and  frequently  has 
a cross-hatched  or  grid  appearance.  Later 
still,  there  may  be  Assuring,  desquamation, 
vegetation,  or  ulceration  of  the  plaques. 
In  this  stage,  the  possibility  of  carci- 
nomatous change  is  more  eminent.  This 
eventuality  must  be  considered  for  any 
evidence  of  leukoplakia  change.  Approx- 
imately 30  per  cent  of  cases  of  leukoplakia 
of  the  mouth  develop  into  carcinoma. 
The  patient  often  seeks  advice  because  the 
roughness  of  the  patch  is  felt  by  the  tongue 
passing  over  it  or  because  he  experiences 
increased  sensitivity  to  changes  in  temper- 
ature of  foods  or  irritation  by  spicy  or 
acid  foods.  Generally,  the  condition  is 
relatively  asymptomatic.  Leukoplakia  or- 
dinarily develops  slowly  over  a number  of 
months.  There  is  also  an  acute  type 
which  is  not  well  known  that  develops 
rapidly  after  a repeated  harsh  irritation 
such  as  that  caused  by  a very  rough  denture 
and  so  on.  This  type  of  leukoplakia 
often  involutes  completely  on  removal  of 
the  source  of  irritation;  smoking  is  a 
frequent  culprit. 

Etiology.  Leukoplakia  of  the  oral  mu- 
cosa results  in  most  instances  from  some 
type  of  local  irritation,  such  as  that  caused 
by  ill-fitting  dentures,  spurs,  rough  teeth, 
peculiar  habits  such  as  gum  chewing  or 
tongue  chewing,  and  excessive  smoking. 
Differences  in  electrical  potentials,  setting 
up  electrogalvanic  currents  in  the  mouth 
from  the  different  metals  used  in  filling 
teeth,  has  been  the  cause  of  leukoplakia  in 
some.  Syphilis  accounts  for  a certain 
number  of  cases  of  leukoplakia  of  the 
tongue.  About  20  per  cent  of  males  with 
cancer  of  the  tongue  have  a history  of 
syphilis.  It  may  not  be  associated  with  a 
positive  blood  serology.  Where  leuko- 
plakia of  the  tongue  is  associated  with 
glossitis,  smooth  atrophy,  or  sclerosis, 
syphilitic  etiology  must  be  considered. 

Pathology.  The  microscopic  picture 
shows  mild  acanthosis  and  hyperkeratoses. 
There  is  hyperplasia  of  the  malpighian 
layer  with  elongation  of  the  rete  pegs  and 
widening  and  extension  of  the  papillae. 


There  is  an  underlying  chronic  inflam- 
matory reaction  in  the  papillary  and  sub- 
papillary  region.  The  overlying  epithe- 
lium is  essentially  normal.  The  presence 
of  abnormal  or  atypical  cells  indicates 
neoplastic  change. 

Treatment.  In  certain  instances  of 
extensive  involvement  of  the  oral  mucosa, 
the  condition  may  exist  for  many  years 
without  showing  evidence  of  a malignant 
neoplasm.  However,  in  contrast  to  this 
situation  small  patches  are  frequently  the 
site  of  early  neoplastic  changes.  Lesions 
on  the  mucous  membranes  invariably 
give  rise  to  squamous  cell  carcinoma. 
Therefore,  in  the  treatment  of  these  lesions 
one  must  consider  the  frequency  with 
which  carcinoma  arises  and  the  type  of 
carcinoma  which  develops. 

Leukoplakia  is  quite  superficial  so  that 
the  problem  of  treatment  is  not  that  of 
deep  removal  but  that  of  a sufficiently 
wide  procedure  to  remove  all  involved 
mucosa.  In  small  lesions  this  can  be 
accomplished  equally  well  by  either  sur- 
gical excision  or  electrodesiccation.  Larger 
lesions  can  be  entirely  destroyed  by  electro- 
cautery, even  where  an  extensive  involve- 
ment exists,  because  these  areas  in  the 
mouth  heal  rapidly  and  easily  without 
complication  by  secondary  infection.  It 
is  sometimes  preferable  to  destroy  the 
lesions  by  multiple  steps,  thereby  allowing 
the  previously  removed  area  to  heal  before 
instituting  the  next  procedure.  Local  an- 
esthesia is  employed  as  in  surgical  excision. 
When  excision  is  performed,  it  may  be 
necessary  in  the  wide  areas  to  undercut  to 
accomplish  closure.  Where  the  entire  lip 
is  involved,  it  may  be  successfully  treated 
by  electrocautery.  If  deeply  infiltrating, 
the  entire  mucous  membrane  of  the  lip 
can  be  removed  with  the  area  of  exposure 
covered  by  bringing  forward  the  inner 
portion  of  the  lip  and  closing  the  wound 
with  interrupted  fine  sutures.  These  in- 
dividuals must  be  observed  periodically. 
They  are  cautioned  about  the  use  of 
tobacco  and  about  eating  spicy  and  hot 
foods.  Ill-fitting  dentures  and  rough  teeth 
should  be  adjusted  by  proper  dental 
precedures.  Cleansing  of  teeth  and  dental 
hygiene  are  strictly  observed.  Mild  mouth 
washes  are  a pleasant  adjunct.  Treat- 
ment with  caustics  or  escharotics  are  to  be 
condemned. 
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In  syphilitic  leukoplakia  of  the  tongue, 
antisyphilitic  therapy  is  of  no  avail.  At 
times,  especially  where  a cancer  has  al- 
ready supervened,  this  form  of  therapy  has 
been  known  to  stimulate  the  growth. 
Measures  for  treating  the  syphilis  should 
follow  any  local  procedures  for  the  con- 
dition. In  an  occasional  case  where  the 
condition  is  acute  and  has  been  present 
for  only  a few  weeks,  removal  of  the  cause 
of  irritation  without  institution  of  local 
therapy  may  be  all  that  is  necessary  for 
involution.  These  patients  must  be  in- 
formed of  the  possible  outcome  and  kept 
under  observation  as  should  all  patients 
with  oral  leukoplakia.  Radium  and  x-ray 
therapy  are  not  ordinarily  used  in  treating 
this  condition.  Recurrence  is  encountered 
frequently  when  they  are,  and  the  changes 
brought  about  are  not  much  different 
from  the  original  conditions. 

Kraurosis  vulvae  (lichen 
sclerosus  et  atrophicus) 

The  term  kraurosis  vulvae  carries  with 
it  the  erroneous  connotation  of  such  serious 
impact  of  malignant  sequelae  and  is  beset 
with  such  hazy  and  ill-defined  clinical 
impressions  that  it  has  been  suggested  the 
term  be  dispensed  with  altogether.  Krau- 
rosis vulvae  was  the  term  employed  by 
Breisky  in  1885 16  to  describe  12  cases  of 
sclerosing  atrophy  of  the  vulva  in  which 
leukoplakia  evidently  had  developed.  The 
more  acceptable  current  view  is  that  krau- 
rosis vulvae  is  merely  an  advanced  state  of 
lichen  sclerosus  et  atrophicus.  Hyman 
and  Falk17  do  not  believe  it  possible  to 
make  a histologic  distinction  between  the 
two  conditions. 

Because  of  the  firmly  established  can- 
cerous connotation  which  this  entity  has 
achieved,  both  in  tests  and  in  medical 
literature,  it  is  discussed  here  if  for  no 
other  reason  than  to  clarify  its  role  as  a 
benign  dermatosis  of  the  vulva.  While, 
per  se,  it  may  run  a nonmalignant  course, 
at  the  same  time,  as  a result  of  chronic 
excessive  trauma  produced  by  local  ir- 
ritants, repeated  ultraviolet  or  radiation 
therapy,  and  scratching,  leukoplakia  may 
ensue.  Carcinoma  may  subsequently  de- 
velop as  a secondary  but  serious  com- 
plication. It  is  for  this  reason  that  once 
the  diagnosis  of  any  atrophic  lesion  has 


been  established  the  condition  must  be 
assiduously  treated  and  continually  ob- 
served. By  a conservative  approach  to 
the  problem  through  employment  of  top- 
ical medicaments  and  systemic  therapy, 
many  of  these  patients  may  be  saved  from 
a premature  radical  surgical  intervention. 
The  terms  kraurosis  vulvae,  leukokraurosis, 
leukoplakic  vulvitis,  and  leukoplakia  have 
been  employed  loosely  and  interchangeably 
for  white  lesions  of  the  vulva  by  both  the 
clinician  and  pathologist  with  the  certain 
inference  of  precancer  or  cancer  and  the 
further  implication  of  the  necessity  for 
radical  forms  of  therapy.  Laymon,18 
Oberfield,19  Becker,20  Savitt,21  and  Schoch 
and  McCuistion22  agree  that  kraurosis  and 
lichen  sclerosus  et  atrophicus  are  essentially 
the  same.  Schoch  and  McCuistion22  sug- 
gest the  term  “primary  sclerosing  atrophy 
of  lichen  sclerosus  et  atrophicus”  because 
the  lesions  are  not  always  lichenoid. 
This  term  would  not  carry  with  it  the 
premalignant  or  malignant  connotation  of 
“kraurosis.” 

In  83  patients  with  clinically  observable 
changes  in  the  vulva  studied  with  his- 
tologic sections  by  Stening  and  Elliott,23 
60.2  per  cent  of  the  sections  showed  areas 
of  atrophy  in  patients  between  the  ages  of 
sixty  and  eighty  years.  Of  this  group, 
10.8  per  cent  were  diagnosed  as  having 
senile  atrophy,  and  the  remainder  had 
some  evidence  of  lichen  sclerosus  et  atroph- 
icus. Kraurosis  vulvae  was  not  listed 
as  an  entity.  McAdams  and  Kistner24 
reported  on  32  patients  with  the  diagnosis 
of  leukoplakia.  All  of  these  32  patients 
had  additional  findings  of  chronic  der- 
matoses. Of  20  followed  for  from  three  to 
twenty-five  years,  2 patients  developed 
squamous  carcinoma,  an  incidence  of  10 
per  cent.  In  their  classification  of  vulval 
lesions  from  397  patients  at  the  Free 
Hospital  for  Women,  201  patients  had  one 
or  another  of  the  chronic  dermatoses, 
which  were  divided  into  those  with  and 
without  sclerosis.  Of  the  108  patients 
without  sclerosis,  72  were  followed  for 
three  or  more  years,  and  59  of  these  had 
operative  treatment  in  the  form  of  partial 
or  complete  vulvectomy.  Twenty-five  of 
these  either  recurred  or  were  symptomat- 
ically unimproved,  so  that  14  of  them  had 
further  surgery.  Of  the  93  patients  with 
sclerosis,  64  were  followed  for  three  or 
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more  years,  and  59  of  these  had  operative 
surgery.  None  of  the  patients  with  chronic 
dermatoses  developed  carcinoma.  Mc- 
Adams and  Kistner24  recommended  that 
in  view  of  the  high  recurrence  rate  following 
the  surgical  treatment  of  their  201  followed 
cases  of  chronic  dermatoses,  more  vigorous 
attempts  in  conservative  management 
should  be  made. 

An  excellent  histopathologic  study  by 
Clark25  on  all  vulval  biopsies  or  surgical 
specimens  from  the  Tulane  University 
service  of  Charity  Hospital  during  the 
two-year  period  1954  to  1956,  a total  of 
147  cases,  made  him  conclude  that  krau- 
rosis vulvae  and  lichen  sclerosus  are  ini- 
tially identical  disorders  histologically. 
In  some  cases  he  claimed  the  changes  may 
be  confined  to  the  vulva,  while  in  others 
there  may  be  extension  to  the  perianal  or 
extra  genital  skin.  McAdams  and  Kist- 
ner,24 disregarding  such  terms  as  leuko- 
plakic  vulvitis  and  kraurosis,  divided  the 
chronic  dermatoses  of  the  vulva  into  two 
groups,  that  is,  those  with  and  those 
without  sclerotic  or  similar  dermal  changes. 
Included  among  the  chronic  dermatoses 
were  neurodermatitis,  chronic  nonspecific 
dermatitis,  lichen  planus,  psoriasis,  and 
chronic  lichenoid  dermatitis. 

Clinical  course  and  description.  It 
is  not  possible  to  determine  by  looking  at 
a whitish  lesion  of  the  vulva  whether  it 
is  a lichen  sclerosus  et  atrophicus,  leuko- 
plakia, or  some  inflammatory  dermatosis. 
The  finding  of  a cutaneous  lesion  elsewhere 
on  the  body  may  be  a helpful  guide  as  to 
the  specific  type  of  lesion  with  which  the 
vulva  is  involved.  Repeated  biopsies  may 
be  necessary  to  establish  a definite  diag- 
nosis. 

Lichen  sclerosus  et  atrophicus  is  mainly 
a peculiar  process  of  the  connective  tissue 
whereby  histologically  one  finds  a peculiar 
edema,  probably  mostly  due  to  involve- 
ment of  the  ground  substance.  The  ap- 
pearance is  fairly  characteristic.  The 
epidermal  changes  are  secondary  to  the 
dermal  changes.  No  anaplastic  changes 
are  noted.  Females  of  all  ages  can  be 
affected,  and  symptoms  are  nonspecific. 
Treatment  is  symptomatic,  and  recurrence 
is  not  infrequent.  Carcinoma  per  se  does 
not  develop;  hence,  it  is  not  a precancerous 
lesion.  Surgery  is  generally  not  indicated, 
and  conservative  measures  should  be  used. 


However,  leukoplakia  which  can  supervene 
may  be  precancerous.  It  is  essentially  an 
epidermal  condition  similar  to  keratosis 
senilis  and  leukokeratosis  of  the  lips  and 
oral  mucosa.  However,  even  here  the 
prognosis  may  be  most  favorable,  and 
conservative  therapy  may  at  times  be 
sufficient  to  eradicate  the  condition. 

In  lichen  sclerosus  et  atrophicus  of  the 
vulva,  the  skin  as  well  as  the  muco- 
cutaneous tissues  is  involved.  The  tissue 
covering  the  vulva,  labial  adnexa,  and 
introitus  is  thin,  and  the  latter  may  or 
may  not  be  contracted.  The  peripheral 
margins  are  usually  sharply  demarcated 
with  evidence  of  flat  atrophic  papules 
present  over  the  outlying  surfaces.  The 
affected  sites  show  characteristic  cigaret- 
paper  krinkling.  There  frequently  is 
extension  of  the  process  to  the  perineal 
and  perianal  skin.  The  vulva  usually  has 
a dead  whitish  color  with  some  evidence 
of  telangiectasia.  On  occasion  it  may  be 
a bright  crimson  hue.  It  is  found  in  a 
ratio  of  6 to  1 in  the  female  genitalia. 
While  ordinarily  occurring  in  the  meno- 
pausal age,  it  has  been  seen  in  year-old 
infants. 

Any  patient  with  a suspected  diagnosis 
of  this  disease  must  be  fully  inspected, 
because  typical  lesions  often  may  be  found 
on  other  portions  of  the  body  which  serve 
to  aid  in  the  differential  diagnosis.  The 
sites  of  the  skin  most  commonly  involved 
are  the  sides  of  the  neck,  clavicles,  in- 
framammary region,  breasts,  and  the 
umbilicus  and  extremities.  Spontaneous 
resolution  occurs  in  some  cases,  especially 
in  children.  Because  pruritus  is  a common 
symptom,  as  well  as  dyspareunia,  licheni- 
fication  frequently  ensues  as  does  the 
development  of  leukoplakia.  It  is  most 
likely  that  where  carcinoma  supervenes  it 
arises  in  these  more  distorted  portions. 
The  uncomplicated  senile  vulva  is  non- 
pruritic, and  while  the  labia  become 
shrunken  and  absorbed,  the  introitus  is 
not  narrowed.  The  condition  must  be 
differentiated  from  lichen  planus.  Lichen 
planus  may  involve  the  vulva  alone,  but 
cutaneous  lesions  are  usually  present. 
Typically  they  are  multiple,  flat-topped, 
violescent-colored,  scaling,  polygonal  pap- 
ules. In  older  lesions  as  the  atrophy 
develops,  they  develop  a washed-out 
whitish  color.  The  wrists,  ankles,  thighs, 
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sacral  area,  and  buccal  mucous  membranes 
are  the  sites  of  predilection. 

Etiology.  The  cause  of  lichen  sclerosus 
is  undetermined.  It  occurs  in  middle- 
aged  women  usually  at  or  past  the  meno- 
pause. This  feature,  with  the  knowledge 
that  it  may  occur  prematurely  in  younger 
women  with  impaired  estrogenic  function  or 
artificially  induced  menopause,  offers  ev- 
idence in  favor  of  some  type  of  hormonal 
dysfunction  as  an  etiologic  factor.  Chronic 
vaginal  discharge,  avitaminosis,  partic- 
ularly lack  of  vitamin  A,  and  local  trauma 
secondary  to  scratching  also  have  been 
considered.  Three-fourths  of  the  cases 
occur  in  women  who  have  been  pregnant 
one  or  more  times.  It  is  associated  in- 
frequently with  syphilis. 

Leukoplakia  superimposed  on  lichen 
sclerosus  should  be  observed  closely  for 
possible  carcinomatous  change.  It  is  still 
a disputable  matter  as  to  whether  or  not 
leukoplakia  of  the  vulvae  becomes  can- 
cerous. The  statistics  for  this  transition 
would  seem  to  indicate  a higher  percentage 
than  is  actually  observed.  Nevertheless, 
this  eventuality  must  always  be  kept  in 
mind. 

Pathology.  In  lichen  sclerosus  there 
is  congestion  and  lymphocytic  cellular 
infiltration  of  the  dermis  and  epidermis. 
In  later  stages  atrophy  is  followed  by 
sclerotic  changes.  Undue  cellular  changes 
of  increased  mitosis,  nuclear  clumping,  or 
impingement  on  the  continuity  of  the 
basal  layer  may  be  evidence  of  early  car- 
cinoma. Hyman  and  Falk17  described 
characteristic  histologic  features  in  lichen 
sclerosus  et  atrophicus  which  they  con- 
sidered diagnostic  yet  not  pathognomonic. 
These  features  consisted  of  a thickened 
horny  layer  with  dilated  follicular  and 
sweat  ostia  filled  with  keratin  when. present. 
There  was  a granular  layer  and  a thin 
epidermis  in  which  the  rete  ridges  were 
absent  for  the  most  part  and  the  basal 
margin  was  undisturbed.  Homogeniza- 
tion of  the  upper  cutis  was  associated  in 
the  early  stages  with  marked  edema  which 
was  at  times  sufficient  to  produce  sub- 
epidermal  bulla  formation  in  association 
with  numerous  small  capillaries,  thus 
accounting  for  the  crimson  color  and 
telangiectasia  that  is  present  clinically  in 
some  cases.  Later  on,  there  was  a vascular 
homogenization  with  sclerosis,  thus  ac- 


counting for  the  white  appearance  in  the 
chronic  phase  of  the  disease.  This  ho- 
mogenized upper  cutis  was  separated  from 
the  deep  cutis  by  an  ill-defined  scattered 
band  of  small,  round  cell  infiltration. 

Hyman  and  Falk17  are  of  the  opinion 
that  it  is  impossible  to  make  a distinction 
between  kraurosis  vulvae  and  lichen  scle- 
rosus on  the  basis  of  a thickening  of  the 
vessel  walls  in  the  deep  cutis.  In  their 
opinion  it  was  only  in  a rare  case  in  which 
there  was  a narrowing  and  tightening  of 
the  introitus,  in  association  with  partial 
or  complete  absence  of  the  labia  but  un- 
associated with  thinning  of  the  skin,  that 
the  term  kraurosis  might  be  considered 
and  that  even  these  cases  might  more 
likely  be  classified  in  the  scleroderma 
group.  When  radiation  effects  are  present, 
it  may  become  impossible  to  distinguish 
between  radiation  sequelae  and  changes 
induced  by  the  actual  disease  process. 
Dermatoses  of  the  vulva  with  atrophy  as  a 
part  of  the  tissue  change  include  lichen 
sclerosus  et  atrophicus,  lichen  planus, 
senile  atrophy,  and  scleroderma.  In 
making  the  differential  diagnosis,  leuko- 
plakia, pruritus  vulvae  with  lichenification 
and  neurodermatitis,  and  psoriasis  must 
be  considered. 

Treatment.  Vulvectomy  is  unwar- 
ranted. Local  mild  antipruritics  may  be 
employed.  Chloroquine  250  mg.  two 
or  three  times  a day  has  been  suggested; 
mild  ointments  during  intercourse  prevent 
injury  to  involved  tissue.  Where  indi- 
cated, dilators  are  employed  for  undue 
tightening  of  the  introitus.  Local  or  oral 
estrogens  have  not  been  found  to  be  ther- 
apeutically helpful  by  most  observers. 

The  atrophic  lesions  of  the  vulva  such 
as  lichen  sclerosus  et  atrophicus  are  not 
precancerous  in  themselves.  With  early 
recognition,  they  may  be  controlled  by 
proper  local  measures  or  even  cured  without 
resort  to  mutilating  surgery.  In  some 
cases  severe  pruritis  and  extensive  atrophic 
changes  may  result  in  excoriation,  li- 
chenification, and  Assuring,  all  secondary 
to  the  underlying  benign  process.  How- 
ever, these  complications,  in  some  instances 
compounded  by  irritative  local  therapy, 
infection,  and  ultraviolet  or  x-ray  ir- 
radiation, may  eventually  induce  the 
formation  of  leukoplakia  or  carcinoma. 
Correct  diagnosis  is  therefore  essential  as 
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is  the  proper  therapeutic  management. 
The  latter  includes  continued  observation 
of  the  condition  long  after  symptoms  have 
been  allayed.  Corticosteroid  creams  in 
varying  strengths  have  been  used  quite 
successfully  in  many  cases.  Nystatin 
(Mycostatin)  vaginal  suppositories  are 
helpful  in  some.  The  topical  application 
of  ointments  frequently  accentuates  the 
irritation,  particularly  over  raw  denuded 
surfaces.  In  such  instances,  soothing 
medicaments,  such  as  y4  Per  cent  corti- 
costeroid lotion  or  10  per  cent  zinc  oxide 
in  mineral  oil  or  a water-miscible  ointment, 
may  be  tolerated.  Antihistamine  oint- 
ments usually  irritate  at  this  stage  but  may 
be  employed  where  the  surfaces  are  intact. 
Superimposed  infections  may  be  treated  by 
antibiotic  ointments,  a 1 : 2,000  solution  of 
bichloride  of  mercury,  or  3 per  cent  iodo- 
chlorhydroxyquin  and  hydrocortisone  (Vio- 
form  hydrocortisone)  ointment. 

Xeroderma  pigmentosum 

Clinical  course  and  description. 
Xeroderma  pigmentosum  is  a relatively 
rare  congenital  abnormality  of  the  skin 
in  which  there  is  a preternatural  hyper- 
sensitivity to  radiant  energy  of  any  kind, 
such  as  sunlight,  with  subsequent  develop- 
ment of  carcinomatous  changes  in  the 
skin.  The  skin  of  these  individuals  shows 
characteristic  changes  in  childhood  con- 
sisting of  diffuse  atrophy  with  hyperpig- 
mentation that  later  develops  changes 
simulating  those  found  in  senile  skin, 
freckling,  telangiectasia,  and  multiple  ker- 
atoses. The  exposed  surfaces  are  involved: 
face,  neck,  hands,  upper  chest,  and  arms. 
The  eyes  often  show  similar  involvement 
by  a keratitis  which  may  result  in  corneal 
opacities  and  ulcerations.  Frequently, 
there  is  photophobia  with  marked  con- 
junctival congestion.  The  skin  of  the 
eyelids  manifests  the  changes  seen  on  other 
portions  of  the  skin.  These  individuals 
develop  multiple  keratoses,  many  of  which 
later  change  to  carcinoma.  The  deepened, 
mottled  pigmentation  of  the  skin  over  the 
body  becomes  pronounced  with  the  appear- 
ance of  multiple  warty  excrescences.  The 
sweat  apparatus  may  be  involved  with 
resulting  diminished  activity.  Ectropion 
and  contractures  of  the  nose  and  mouth 


often  result  from  the  progressive  atrophy. 
The  skin  is  not  unlike  that  seen  in  the 
severe  forms  of  actinic  keratoses,  and  the 
child  looks  prematurely  aged.  Many  of 
these  unfortunate  individuals  fail  to  reach 
maturity,  because  death  is  hastened  by 
the  rapid  progression  of  the  malignant 
process. 

In  others,  the  process  is  slower,  but  death 
from  cancer  eventually  ensues.  Both  basal 
cell  and  squamous  cell  carcinoma  occur, 
and  sometimes  spindle  cell  carcinoma 
occurs. 

Etiology.  Xeroderma  pigmentosum  is 
a congenital  inadequate  protective  re- 
sponse to  actinic  rays,  probably  of  the 
simple  recessive  type  and  involving  a 
simple  gene.  It  is  frequently  if  not  always 
associated  with  consanguinity  of  the 
parents. 

In  some  instances,  while  there  is  no 
evidence  of  undue  reaction  to  ultra- 
violet radiation,  hypersensitivity  to  x-ray 
is  usually  demonstrable. 

Pathology.  There  is  a profuse  atrophy 
of  the  skin  and  its  appendages  that  in- 
volves the  dermis  and  epidermis,  with 
later  sclerosis  and  the  development  of 
hyperkeratoses,  verrucous  hyperplasia,  and 
carcinoma.  Melanoblasts  and  chromato- 
phores  are  more  abundant  than  normal  in 
association  with  increased  perifollicular, 
intracellular,  and  epidermal  pigment.  In 
the  derma  there  is  basophilic  degeneration 
of  the  collagen  with  atrophy.  The  elastic 
fibers  also  are  degenerated.  Neoplastic 
cells  are  usually  of  the  basal  or  squamous 
cell  variety.  Spindle  cell  carcinoma  may 
also  occur. 

Treatment.  The  outlook  for  patients 
with  fully  developed  cases  is  very  poor. 
They  must  be  instructed  to  protect  their 
skin  with  clothing,  by  using  creams  and 
lotions,  and  by  avoiding  daylight  whenever 
possible.  They  must  be  observed  diligently 
for  the  earliest  signs  of  skin  changes. 
Keratoses,  warty  excrescences,  and  ul- 
cerations should  be  removed  by  electro- 
cautery or  electrodesiccation.  When  car- 
cinomas develop,  they  may  be  surgically 
excised  or  destroyed  by  electrocautery. 
Recently,  Noojin26  achieved  a five-year 
temporary  amelioration  in  a fifteen-year- 
old  girl  by  using  oral  methoxsalen. 


2934  New  York  State  Journal  of  Medicine  / November  15,  1966 


Erythroplasia  of  Queyrat 


Clinical  course  and  description. 
Erythroplasia  of  Queyrat  is  as  the  name 
implies  an  erythematous  hyperplasia  of 
the  mucous  membranes  named  after  Quey- 
rat. Although  of  relatively  infrequent 
occurrence,  the  condition  is  one  in  which 
carcinoma  inevitably  ensues  if  it  is  not 
Eradicated.  It  occurs  as  dull,  red,  slightly 
raised,  taut,  smooth,  shiny  patch  or  patches 
which  may  be  eczematous  or  dry.  The 
lesions  occur  most  commonly  on  the  glans 
penis  but  also  may  involve  the  vulva, 
mucous  membrane  of  the  lips,  and  oral 
mucosa.  The  condition  extends  slowly 
from  an  area  of  a few  millimeters  to  several 
centimeters  in  diameter.  At  times  it  may 
be  associated  with  mild  pruritus  or  burning 
sensation.  On  the  glans  penis  it  occasion- 
ally extends  to  involve  the  prepuce.  It 
is  frequently  diagnosed  as  a psoriatic  patch 
or  thought  to  be  some  type  of  chronic 
irritation. 

Etiology.  The  cause  of  erythroplasia 
of  Queyrat  is  unknown.  Venereal  disease 
does  not  appear  to  be  a predisposing 
factor.  If  left  untreated,  it  will  invariably 
develop  into  a squamous  cell  carcinoma 
and  eventually  metastasize  to  the  regional 
lymph  nodes. 

Pathology.  There  is  hypertrophy  of 
the  epidermis  with  enlargement  of  the  rete 
pegs.  The  papillary  bodies  and  upper 
dermis  show  vascular  dilatation  and  edema 
with  lymphocytic  and  plasma  cell  in- 
filtration. The  epithelial  cells  show  hy- 
dropic changes. 

In  older  lesions  there  is  a development 
of  characteristic  dyskeratosis  and  prickle 
cell  carcinoma. 

Treatment.  The  condition  is  notably 
resistant  to  all  forms  of  local  remedies, 
including  x-ray  and  radium  therapy.  Local 
irritants  and  escharotics  only  prolong  the 
lesion  and  may  hasten  the  development  of 
carcinoma. 

In  some  instances  deep  and  wide  elec- 
trocautery will  suffice  to  cure  the  patches, 
but  more  often  they  recur.  Surgical  ex- 
cision and  plastic  repair  and,  in  some  in- 


stances where  the  glans  penis  is  involved, 
amputation  may  be  necessary. 
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Hepatomegaly  and  Progressive 
Jaundice  Associated  With 
Abdominal  Discomfort 


Case  history 

Anacleta  Dumlao,  M.D.:  A fifty- 

seven-year-old  Negro  hotel  porter  and 
trucker  was  admitted  to  the  Beekman- 
Downtown  Hospital  with  hepatomegaly 
and  abdominal  pain  of  six  months  duration. 
The  patient  had  consumed  large  amounts 
of  alcohol  daily  for  many  years  but  had 
abstained  for  three  months  before  admis- 
sion. About  a year  prior  to  admission  he 
had  noticed  abdominal  swelling  with  occa- 
sional pain  in  the  left  side  of  the  abdomen 
and  in  the  epigastric  region.  Six  months 
before  admission  he  had  been  in  another 
hospital  for  a complete  gastrointestinal 
evaluation  including  radiologic  studies 
which  revealed  no  definite  lesion.  An 
abdominal  tap  at  the  time  was  said  to 
show  no  evidence  of  ascites.  Following 
discharge,  the  patient  continued  to  have 
persistent  abdominal  cramps  but  without 
nausea,  vomiting,  or  constipation.  His 
appetite  remained  good. 

One  month  before  admission  the  patient 
was  seen  in  the  outpatient  department  of 
Beekman-Downtown  Hospital  with  find- 
ings of  tenderness  in  the  right  upper  quad- 
rant and  a very  firm  liver  edge  palpable 
3 to  4 cm.  below  the  right  costal  margin. 
Laboratory  studies  at  that  time  showed  a 
1 plus  albuminuria,  a hemoglobin  of  13 
Gm.  per  100  ml.,  and  a hematocrit  of  40. 
The  white  blood  cell  count  was  10,300. 
The  total  serum  protein  was  8 Gm.  per 


100  ml.  with  an  albumin-globulin  ratio  of 
5:3.  The  total  bilirubin  was  0.6  mg.  per 
100  ml.,  and  the  cephalin  flocculation  test 
was  1 plus  in  forty-eight  hours.  The 
serum  cholesterol  was  200  mg.  per  100 
ml.  and  the  serum  glutamic  oxalopyruvic 
transaminase  (SGOT)  and  the  serum 
glutamic  pyruvic  transaminase  (SGPT)  40 
units  and  25  units,  respectively.  The 
sulfobromophthalein  sodium  injection 
(Bromsulphalein),  test  showed  23  per  cent 
retention  at  forty-five  minutes.  X-ray 
examination  revealed  a normally  function- 
ing gallbladder  without  calculi;  there  was 
excessive  calcification  of  pelvic  vessels. 
The  patient  continued  to  be  observed  in  the 
outpatient  department.  The  liver  ap- 
peared to  increase  in  size  with  local  tender- 
ness. Ascites  was  suspected  and  was 
treated  with  chlorothiazide  (Diuril)  and 
meralluride  (Mercuhydrin)  without  ap- 
parent effect.  Because  of  continuing  ab- 
dominal discomfort,  the  patient  was  ad- 
mitted for  evaluation. 

Physical  examination  on  admission 
showed  a well-developed,  fairly  well-nour- 
ished Negro  male  without  obvious  jaundice. 
The  blood  pressure  was  100  systolic  and 
76  diastolic,  the  pulse  104  and  regular, 
and  respirations  20.  The  rectal  tempera- 
ture was  98.6  F.  No  spider  nevi  or  hemor- 
rhagic lesions  were  seen,  although  there 
was  some  old  clotted  blood  in  the  left 
nostril.  Examination  of  the  heart  and 
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lungs  was  unremarkable.  The  abdomen 
was  protuberant,  with  hepatomegaly  in- 
volving both  lobes.  The  liver  edge  was 
palpable  4 cm.  below  the  right  costal 
margin,  with  a hard,  tender  nodular  sur- 
face. There  were  prominent  superficial 
veins  over  the  abdomen;  ascites  was  still 
questionable. 

Laboratory  examinations  revealed  a nor- 
mal urinalysis.  The  hemoglobin  was  12.3 
Gm.  per  100  ml.,  hematocrit  39,  and  white 
blood  cell  count  10,600  with  68  per  cent 
segmented  forms,  4 per  cent  nonsegmented, 
23  per  cent  lymphocytes,  3 per  cent  mono- 
cytes, and  2 per  cent  eosinophils.  The 
red  blood  cells  showed  slight  hypochromia. 
The  platelet  count  was  296,000  per  cubic 
millimeter.  The  initial  SGOT  was  70 
units  (normal  1 to  40),  and  the  lactic 
dehydrogenase  (LDH)  was  over  2,000 
(normal  below  500).  The  serum  bilirubin 
was  2 mg.  with  a direct  reading  of  1.1  mg. 
per  100  ml.  The  thymol  turbidity  test 
was  8.6  units  (normal  0 to  2),  and  the 
cephalin  flocculation  test  was  2 plus  at 
forty-eight  hours.  The  leucine  amino- 
peptidase  was  794  units  (normal  0 to  250 
units);  serum  amylase  was  148  units  per 
100  ml.  (normal  50  to  180);  and  initial 
alkaline  phosphatase  was  39.9  Bodansky 
units  (normal  1 to  4).  The  blood  urea 
nitrogen  was  26  mg.  and  the  fasting  blood 
sugar  84  mg.  per  100  ml.  The  prothrom- 
bin time  was  14.9  seconds  (control  12 
seconds).  The  carbon  dioxide  combining 
power  was  24.5  mEq.,  serum  potassium 

4.8  mEq.,  serum  sodium  132  mEq.,  and 
serum  chloride  level  91  mEq.  per  liter. 
The  serum  cholesterol  was  220  mg.  per 
100  ml.  Total  serum  protein  was  8.2 
Gm.  per  100  ml.  (Albumin-globulin  ratio 
was  4.1: 4.1.)  The  acid  phosphatase  was 

2.8  Gutman  units  (normal  0 to  4).  The 
bleeding  and  clotting  times  were  within 
normal  limits. 

Initially,  the  electrocardiogram  showed 
only  sinus  tachycardia,  but  later  numerous 
ventricular  premature  contractions  ap- 
peared. X-ray  examination  of  the  chest 
was  normal.  The  gastrointestinal  series 
indicated  delay  in  barium  passage  along 
the  lower  esophagus.  This  was  interpreted 
as  prolapse  of  the  gastric  mucosa  into  the 
lower  portion  of  the  esophagus,  causing 
intermittent  obstruction.  There  was  no 
evidence  of  a peptic  ulcer.  Barium  enema 


demonstrated  several  large  diverticula  in- 
volving the  ascending  colon.  Atheroscle- 
rosis of  the  aorta  and  of  its  branches  was 
noted.  A flat  film  of  the  abdomen  re- 
vealed a markedly  enlarged  liver.  An 
intravenous  pyelogram  showed  prompt 
excretion  bilaterally  with  poor  concentra- 
tion of  dye;  no  gross  abnormalities  were 
seen. 

The  patient’s  temperature  remained 
slightly  elevated  during  the  first  ten  days. 
In  this  interval  he  experienced  one  episode 
of  hemoptysis.  He  continued  to  lose 
weight  and  became  progressively  more 
jaundiced.  The  bilirubin  increased  to  12.8 
mg.  with  a direct  reading  of  2 mg.  per  100 
ml.  The  hemoglobin  was  12  Gm.  per 
100  ml.,  the  platelets  were  273,000  per 
cubic  millimeter,  and  the  smear  showed 
many  target  cells  which  ranged  from  50 
to  80  per  cent  on  subsequent  examinations. 
The  alkaline  phosphatase  rose  steadily 
to  58.8  Bodansky  units.  An  aspiration 
biopsy  of  the  liver  was  performed  two  weeks 
after  admission. 


Discussion 

Harold  Coppersmith,  M.D.:  We  are 

discussing  the  case  of  a fifty-seven-year- 
old  Negro  male  with  a long  history  of 
alcoholism  and  with  abdominal  swelling 
for  about  one  year.  Study  of  his  condition 
within  the  past  year  at  another  hospital 
had  revealed  no  conclusive  diagnosis.  He 
stopped  drinking  three  months  before 
admission.  When  he  was  seen  in  our 
outpatient  department,  his  liver  was  en- 
larged, the  sulfobromophthalein  sodium 
injection  test  was  already  abnormal,  and  he 
may  have  had  some  ascites.  After  ad- 
mission to  the  Beekman-Downtown  Hos- 
pital the  jaundice  increased  progressively. 
The  alkaline  phoshphatase  was  markedly 
elevated,  and,  terminally,  the  white  blood 
cell  count  increased.  I am  very  interested 
in  knowing  the  color  of  the  stool  as  well 
as  whether  or  not  the  stool  specimen  gave 
positive  findings  on  guaiac  test. 

John  T.  Flynn,  M.D.:  The  stool  was 

definitely  reported  to  be  dark  brown  in 
color.  I do  not  find  a report  in  the  chart 
on  a stool  guaiac  test. 

Dr.  Coppersmith:  Presumably  then, 

we  are  not  dealing  with  an  obstructive 


November  15,  1966  / New  York  State  Journal  of  Medicine  2937 


FIGURE  1.  Normal  chest  film  on  admission. 


type  of  jaundice,  at  least  not  completely 
obstructive.  In  this  connection,  the  alka- 
line phosphatase  is  of  interest,  since  it  is 
unusually  high.  The  increased  leucine 
aminopeptidase  suggests  that  the  phos- 
phatase was  elevated  because  of  liver 
disease  rather  than  bone  disease.  A high 
alkaline  phosphatase  is  not  typical  of 
hepatitis.  Furthermore,  the  patient’s  clin- 
ical course  did  not  suggest  any  of  the  usual 
types  of  hepatitis  nor  was  there  a marked 
elevation  of  the  serum  transaminase.  Cho- 
lestatic hepatitis  almost  always  is  associated 
with  pruritus.  Cirrhosis  could  contribute 
to  some  of  these  chemical  changes  in  the 
blood,  but  it  is  certainly  unusual  to  have 
a markedly  elevated  alkaline  phosphatase 
due  solely  to  cirrhosis.  A high  alkaline 
phosphatase  ordinarily  would  suggest  an 
obstructive  type  of  jaundice,  but  I am 
more  inclined  to  associate  this  finding 
with  neoplastic  infiltration  of  the  liver. 

The  presence  of  target  cells  is  confusing. 
Possibly  the  patient’s  racial  origin  could 
contribute  to  this,  but  in  the  presence  of 
hyperbilirubinemia,  red  cells  can  assume 
roughly  the  appearance  of  target  cells; 
even  red  cells  from  a normal  healthy  person 
will  do  this  in  hyperbilirubinemic  serum.1 
Target  cells  would  not  in  this  circumstance 
necessarily  mean  that  the  patient  had  a 
hemoglobinopathy. 

The  increase  in  the  percentage  of  direct- 
reacting  bilirubin  as  the  patient’s  illness 
progressed  would  indicate  progressive  dam- 
age to,  or  replacement  of,  large  numbers  of 


the  liver  cells.  May  we  see  the  x-ray 
films  now? 

Anthony  Vasilas,  M.D.:  X-ray  films 

of  the  chest  revealed  the  lung  fields  to  be 
clear  and  the  heart  to  be  within  normal 
limits  (Fig.  1).  Atherosclerosis  of  the 
aorta  was  noted. 

The  intravenous  pyelogram  showed  only 
fair  concentration  of  the  contrast  material. 
However,  the  renal  shadows  were  well 
within  normal  limits  as  were  the  pelves  and 
calyces.  The  ureters  were  observed  seg- 
mentally  and  were  unremarkable  in  their  ; 
course  and  caliber.  The  urinary  bladder 
was  normal. 

The  barium  enema  was  unremarkable 
except  for  several  large  diverticula  in- 
volving the  right  colon  (Fig.  2).  The 
liver  appeared  enlarged.  Barium  was  ad- 
ministered orally,  and  there  was  evidence 
of  a temporary  delay  in  the  flow  in  the 
esophagus  just  above  the  level  of  the 
diaphragm.  The  barium  finally  passed 
into  the  stomach,  and  the  esophagus  was 
noted  to  be  distensible  and  had  a smooth 
border.  There  was  no  evidence  of  spasm. 

The  mucosal  pattern  within  the  short 
segment  of  distal  esophagus  was  thickened 
but  smooth.  There  was  no  irregularity  or 
shelf  deformity.  No  hiatus  hernia  was 
demonstrated.  The  deformities  noted  did 
not  suggest  either  a carcinoma  or  peptic 


2938  New  York  State  Journal  of  Medicine  / November  15,  1966 


FIGURE  3.  Spot  films  showing  delayed  barium 
passage  in  lower  esophagus,  compatible  with  pro- 
lapse of  gastric  mucosa. 


esophagitis.  The  possibility  of  varices 
was  entertained,  but  the  segment  involved 
was  quite  short  and  changeable.  On 
cineradiographic  study,  the  changes  more 
strongly  suggested  prolapse  of  the  gastric 
mucosa  into  the  lower  esophagus  (Fig.  3). 

Dr.  Coppersmith:  The  liver  biopsy, 

which  has  not  been  reported  to  us,  might 
demonstrate  a neoplasm,  a form  of  hepa- 
titis, or  possibly  cirrhosis.  I am  particu- 
larly interested  in  the  question  of  cirrhosis, 
because  metastatic  carcinoma  is  much  less 
likely  to  occur  in  a cirrhotic  liver.2  Also, 
metastatic  disease  is  much  less  likely  to 
produce  palpable  nodular  masses  in  the 
liver  as  reported  in  this  case,  but  rather  it 
produces  small,  circumscribed,  flat,  um- 
bilicated  lesions  which  may  coalesce.  If 
nodular  masses  were  actually  present  in 
the  liver,  they  would  probably  be  due  to  a 
hepatoma  associated  with  cirrhosis. 

Seymour  Fink,  M.D.:  It’s  much  more 

common  to  find  hepatoma  with  post- 
necrotic cirrhosis  than  with  alcoholic  cir- 
rhosis.3 At  the  same  time,  to  confuse 
the  issue,  the  terminal  phase  of  alcoholic 
cirrhosis  may  show  a change  to  a post- 
necrotic type,  and  this  could  enhance 
the  likelihood  of  a hepatoma.4  I’m  not 
sure  about  the  relationship  of  a cholangi- 
oma  to  antecedent  cirrhosis,  but  I don’t 
believe  it’s  common. 


Dr.  Flynn:  In  my  own  experience,  I 

don’t  recall  a case  of  Laennec’s  cirrhosis  in 
which  the  liver  contained  metastases. 
Have  any  of  the  physicians  here  seen  such 
an  instance? 

Harry  Fong,  M.D.:  I recall  two  or 

three  such  cases. 

George  Schreiber,  M.D.:  I have 

never  seen  it. 

Lewis  Bronstein,  M.D.:  I don’t  recall 

a single  case. 

Dr.  Coppersmith:  Gall3  reviewed  682 

autopsied  patients  with  cirrhosis.  With 
either  a postnecrotic  or  a Laennec’s  type  of 
cirrhosis,  only  1 per  cent  of  the  patients  had 
liver  metastases;  with  biliary  cirrhosis,  31 
per  cent  showed  liver  metastases.  Perhaps 
in  Laennec’s  or  in  postnecrotic  cirrhosis, 
there  is  decreased  frequency  of  extrahepatic 
carcinoma  together  with  a decreased  fre- 
quency of  metastases  from  any  neoplasms 
which  may  occur.  It  would  appear  that 
metastasis  to  a liver  with  Laennec’s  cirrho- 
sis is  infrequent  although  not  unknown. 

Charles  M.  Karp  as,  M.D.:  I would 

like  to  challenge  the  idea  that  a cirrhotic 
liver  is  infrequently  the  site  of  metastasis. 
The  Memorial  Hospital  experience  indi- 
cates no  difference  in  frequency  of  metas- 
tases to  cirrhotic  and  noncirrhotic  livers  in 
cases  where  an  extrahepatic  neoplasm  is 
already  present.5  Experimental  data  with 
rats  confirms  this  clinical  statistic.6 

Dr.  Flynn:  Yet  the  rarity  of  clinically 

observed  metastases  in  a cirrhotic  liver  re- 
quires explanation.  It  must  depend  on  a 
decreased  incidence  of  extrahepatic  cancer 
in  patients  with  Laennec’s  or  postnecrotic 
cirrhosis. 

Dr.  Coppersmith:  If  the  liver  was  the 

site  of  an  infiltrative  disease,  we  could  con- 
sider sarcoidosis,  tuberculosis,  Hodgkin’s 
disease,  or  lymphosarcoma.  It  would  be 
unusual  to  have  primary  abdominal  Hodg- 
kin’s disease  without  splenic  enlargement. 
We  have  no  evidence  of  tuberculosis  on  the 
chest  film.  The  slight  rise  in  serum  globu- 
lin would  not  convince  me  of  the  likelihood 
of  either  tuberculosis  or  sarcoidosis. 

Dr.  Flynn:  Dr.  Moumgis,  what  are 

your  findings  on  the  liver  biopsy? 

Basil  Moumgis,  M.D.:  The  liver  bi- 

opsy revealed  strands  and  cords  of  neo- 
plastic cells  exhibiting  marked  pleomor- 
phism  and  increased  chromatin  staining  of 
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FIGURE  4.  Liver  biopsy  consisting  of  neoplastic 
tissue  only  (hematoxylin  and  eosin  stain). 


the  nuclei.  Occasional  attempts  to  form 
abnormal  ducts  were  noted  within  the  small 
thread  of  tissue  available  (Fig.  4).  This 
biopsy  was  consistent  with  a metastatic 
neoplasm,  although  a primary  hepatoma 
could  not  be  ruled  out  entirely.  The 
specimen  consists  entirely  of  tumor  tissue, 
so  that  the  microscopic  structure  of  the  liver 
itself  could  not  be  determined. 

Dr.  Flynn:  Dr.  Rechtschaffen,  what 

were  your  clinical  impressions  when  you 
first  heard  the  result  of  the  biopsy? 

Joseph  Rechtschaffen,  M.D.:  I 

discussed  the  possible  sites  of  origin  of  this 
neoplasm  with  the  pathologist.  Because  of 
the  pat  ient’s  history  of  alcohol  consumption 
as  well  as  possible  nutritional  deficiencies, 
we  considered  the  likelihood  of  a hepatoma 
associated  with  pre-existing  cirrhosis.  In- 
asmuch as  the  liver  biopsy  contained  only 
tumor  tissue,  the  question  of  cirrhosis  re- 
mained unanswered.  Despite  the  fact  that 
the  leucine  aminopeptidase  was  elevated, 
there  was  no  positive  evidence  of  a pan- 
creatic carcinoma.  Although  all  the  diag- 
nostic procedures  failed  to  reveal  the  origi- 
nal site,  we  felt  that  the  gastrointestinal 


tract  was  the  most  likely  primary  source. 
Therefore,  we  advised  5-fluorouracil  as  the 
chemotherapeutic  agent. 

Dr.  Coppersmith:  We  still  don’t  know 

whether  or  not  the  patient  had  cirrhosis, 
but  we  have  definite  evidence  of  a neo- 
plasm, possibly  arising  from  glandular  tis- 
sue. The  site  of  origin  remains  in  doubt. 

At  this  stage  of  the  patient’s  clinical 
course,  if  the  carcinoma  had  arisen  in  the 
head  of  the  pancreas,  there  should  have 
been  some  x-ray  evidence  of  its  presence. 
However,  a carcinoma  located  in  the  body 
or  tail  of  the  pancreas  could  remain  com- 
pletely undetected.  There  is  no  history  of 
migratory  thrombophlebitis  or  pain  radiat- 
ing to  the  back  to  support  the  latter  pos- 
sibility. The  tests  of  pancreatic  function 
are  not  particularly  helpful.  Fatty  stools 
were  not  noted  in  this  case,  but  they  are 
rare  even  in  advanced  carcinoma  of  the 
pancreas.  No  tests  of  pancreatic  secre- 
tions, either  qualitative  or  quantitative, 
which  would  aid  us  in  diagnosing  such  a 
neoplasm,  were  carried  out  in  this  case. 
For  the  sake  of  thoroughness,  we  should 
consider  carcinoma  of  the  gallbladder,  al- 
though the  absence  of  biliary  calculi  makes 
this  a less  likely  suggestion. 

A carcinoma  of  the  common  bile  duct 
could  be  considered,  although  pruritis 
usually  is  a prominent  symptom  in  this 
condition.  Also,  early  in  the  disease  there 
is  likely  to  be  complete  obstruction  of  the 
common  duct  or  one  of  its  major  branches. 
A carcinoma  of  the  ampulla  of  Vater  also 
might  produce  complete  obstruction  and 
often  causes  gastrointestinal  bleeding. 
Several  guaiac  tests  on  stool  specimens 
would  have  been  helpful  in  ruling  this  out. 
The  abdominal  swelling  could  be  related  to 
metastases  from  such  an  ampullary  carci- 
noma, although  this  usually  occurs  quite 
late  in  the  course  of  the  disease. 

Dunstan  Pulle,  M.D.:  Couldn’t  the 

lower  esophageal  lesions  seen  on  x-ray 
examination  be  due  to  infiltration  of  a 
carcinoma  from  the  cardiac  end  of  the 
stomach? 

Dr.  Coppersmith:  I have  to  assume 

that  Dr.  Vasilas’  interpretation  of  the 
gastric  lesion  is  correct,  that  is,  that  it  is  not 
neoplastic.  He  feels  quite  strongly  that  the 
x-ray  films  and  the  cinefluorography  indi- 
cated a herniation  of  gastric  mucosa  into 
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the  esophagus  with  the  possibility  that 
there  might  be  esophageal  varices  as  well. 
I’ll  admit  that  a bronchogenic  carcinoma 
might  infiltrate  the  esophagus,  although 
this  certainly  would  be  unusual  at  the  level 
of  the  diaphragm.  Incidentally,  the  larg- 
est liver  I ever  had  the  opportunity  to 
examine  was  due  to  infiltration  from  a 
bronchogenic  carcinoma. 

Dominick  Bendo,  M.D.:  The  target 

cells  interest  me  because  it’s  quite  possible 
that  with  the  cirrhosis  there  might  have 
been  some  degree  of  hemolytic  anemia. 
Would  this  suggest  a Zieve’s  syndrome? 

Dr.  Coppersmith:  No,  I don’t  believe 

a Zieve’s  syndrome  is  likely.  Zieve’s  syn- 
drome is  characterized  by  cirrhosis,  hyper- 
lipemia, and  hemolytic  anemia,  and  it 
usually  occurs  in  the  recovery  phase  of  an 
acute  alcoholic  bout.  The  condition  is  not 
’ fatal,  and  recovery  is  usually  very  rapid. 
Possibly  the  target  cells  might  represent 
metastases  to  the  bone  marrow  or,  as  I said 
before,  might  be  secondary  to  the  very  in- 
tense jaundice.  I would  like  to  have  more 
i information  about  the  hemoptysis. 

Norberto  Belleza,  M.D.:  On  one 

I occasion  the  patient  had  very  slightly  blood- 
streaked  sputum.  It  definitely  was  not  an 
episode  of  hematemesis. 

Dr.  Coppersmith:  Perhaps  this  hemop- 

tysis might  have  been  due  to  a metastatic 
lesion  in  the  lung.  Also,  the  case  record 
mentioned  clots  in  one  nostril,  which  was  a 
I possible  source  of  the  blood-streaking  in  the 
i sputum. 

Martin  Katz,  M.D.:  If  we  are  really 

thinking  seriously  about  pancreatic  car- 
j cinoma,  we  should  have  access  to  celiac  axis 
1 arteriography.  Also,  I would  like  to  ex- 
press doubt  that  the  alkaline  phosphatase 
{ would  be  elevated  to  these  levels  solely  from 
metastatic  carcinoma  of  the  liver. 

Dr.  Coppersmith:  It  often  is  quite 

elevated  in  metastatic  disease,  although  I 
must  admit  this  is  an  extremely  high  level. 

Dr.  Flynn:  Dr.  Dumlao,  will  you  give 

, the  remainder  of  the  patient’s  hospital 
course? 

Dr.  Dumlao:  The  patient’s  hospital 

course  was  progressively  unsatisfactory. 
He  was  given  two  courses  of  5-fluorouracil 
which  he  tolerated  without  evidence  of  tox- 
icity. During  the  two-month  hospitaliza- 
tion he  lost  10  pounds  in  weight  and  became 
drowsy,  lethargic,  and  more  deeply  jaun- 


diced. Occasional  tremors  of  the  upper 
extremity  developed,  and  there  was  progres- 
sive mental  confusion.  The  liver  appeared 
to  increase  in  size,  but  the  blood  ammonia 
remained  below  75  microgram  per  100  ml. 
With  the  presumption  of  liver  failure,  the 
patient  was  treated  with  neomycin  sulfate, 
steroids,  vitamin  supplements,  and  adreno- 
corticotrophic  hormone  gel.  However, 
the  liver  function  continued  to  deteriorate 
with  deepening  jaundice  and  a steady  rise  in 
the  serum  alkaline  phosphatase.  The  pa- 
tient lapsed  into  stupor  and  finally  into 
coma.  He  died  on  the  sixtieth  hospital 
day. 

Clinical  diagnosis 

Metastatic  carcinoma,  principally  in  liver , 
primary  site  undetermined 

Dr.  Coppersmith’s  diagnosis 

1.  Carcinoma  of  the  body  and  tail  of  the 
pancreas  with  metastases  to  the  liver,  or 

2.  ? Primary  carcinoma  of  the  liver  with 
cirrhosis  of  undetermined  type 

Pathologic  report 

Dr.  Moumgis:  The  most  striking  find- 

ing in  this  case  was  a massively  enlarged 
liver  which  weighed  5,050  Gm.  The  en- 
largement was  due  to  numerous  neoplastic 
nodules,  many  of  which  were  umbilicated. 
There  was  no  single  large  mass  or  evidence 
of  cirrhosis,  findings  frequently  associated 
with  primary  hepatomas.  The  distribu- 
tion of  the  nodules  was  typical  of  meta- 
static neoplasm.  The  primary  tumor  was  a 
bronchogenic  carcinoma  in  the  peripheral 
aspect  of  the  anterior  segment  of  the  left 
upper  lobe,  with  localized  adhesions  to  the 
chest  wall.  The  remaining  portions  of  lung 
showed  no  significant  change.  Small  meta- 
static foci  were  present  in  the  adrenal 
glands. 

Microscopically,  the  neoplastic  lesions  in 
the  lung,  liver,  and  adrenals  were  identical. 
The  malignant  cells  were  quite  bizarre  and 
arranged  in  a haphazard  fashion  which  is 
often  seen  in  poorly  differentiated  carci- 
noma of  the  lung  (Fig.  5).  Of  interest  were 
the  presence  of  two  pedunculated  adenoma- 
tous polyps  of  the  transverse  colon.  In 
one  of  the  polyps  there  was  evidence  of  well- 
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FIGURE  5.  Primary  bronchogenic  carcinoma  show- 
ing poorly  differentiated  cells  similar  to  metastatic 
lesions  (hematoxylin  and  eosin  stain). 


differentiated  adenocarcinoma  with  inva- 
sion of  the  stalk  (Fig.  6). 

The  question  may  well  be  raised  as  to 
whether  the  primary  source  of  metastasis 
was  in  the  colon  rather  than  in  the  lung. 
Willis7  has  noted  that  with  rare  exceptions 
metastic  lesions  simulate  the  primary  lesion 
morphologically.  Inasmuch  as  the  colonic 
neoplasm  was  a well-differentiated  adeno- 
carcinoma and  all  other  lesions  were  poorly 
differentiated,  we  felt  justified  in  implicat- 
ing the  lung  as  the  primary  site. 

There  were  large  quantities  of  fresh 
blood  in  the  colon  distal  to  the  hepatic  flex- 
ure which  was  the  site  of  diverticulitis. 
Microscopically,  there  were  large  collections 
of  polymorphonuclear  cells,  extravasation 
of  red  cells,  and  thrombosis  of  small  scle- 
rotic arteries.  Intestinal  hemorrhage  due  to 
diverticulitis  is  considered  to  be  rare.8  At 
first  I was  hesitant  to  ascribe  the  bleeding  to 
the  inflammed  diverticula;  however,  I 
could  not  demonstrate  bleeding  sites  in 
either  of  the  tumors  located  in  the  trans- 
verse colon.  Although  this  feature  may  be 
only  of  academic  interest  in  this  case,  I feel 


FIGURE  6.  Well-differentiated  adenocarcinoma 
of  colon,  infiltrating  submucosa  (hematoxylin  and 
eosin  stain). 


certain  that  the  diverticulitis  was  the  source 
of  his  bowel  hemorrhage.  With  regard  to 
the  roentgenographic  findings  in  the  gastro- 
esophageal region,  the  autopsy  revealed 
small  superficial  erosions  in  the  lower  end  of 
the  esophagus.  There  was  no  evidence  of  a 
discrete  neoplasm  or  esophageal  varices. 
Therefore,  Dr.  Vasilas’  interpretation  of  a 
mucosal  prolapse  is  justified. 

In  spite  of  the  marked  jaundice,  I was 
unable  to  find  an  intrinsic  or  extrinsic 
lesion  of  the  biliary  tree.  In  the  liver, 
however,  there  were  definite  microscopic 
changes  consistent  with  obstruction. 
Therefore,  the  jaundice  and  markedly 
elevated  alkaline  phosphatase  most  likely 
were  related  to  intrahepatic  obstruction 
due  to  extensive  metastasis.  The  renal 
tubules  contained  numerous  bile-stained 
precipitates. 

Dr.  Coppersmith:  What  was  inter- 

preted as  a “red  herring,”  that  is,  the 
blood -streaked  sputum,  may  have  been 
the  essential  clue  to  the  site  of  this  man’s 
primary  carcinoma. 

Sidney  Dann,  M.D.:  The  difficulty 
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in  early  diagnosis  of  bronchogenic  car- 
cinoma is  illustrated  in  a reported  series  in 
which  the  predominant  symptoms  of  ap- 
proximately one-half  of  the  patients  arose 
in  organ  systems  other  than  the  respiratory 
tract.9  In  this  series,  the  cases  were 
diagnosed  most  frequently  as  brain  tumor, 
bone  disease,  cardiac  failure,  superior 
vena  cava  syndrome,  and  gastrointestinal 
disorders.  Only  a small  percentage  simu- 
lated primary  liver  disease  as  did  our  pa- 
tient. In  the  misleading  cases,  there  was 
a paucity  and  often  an  absence  of  respira- 
tory symptoms.  Occasionally  an  x-ray 
shadow  aroused  suspicion,  and  subsequent 
bronchoscopy  clinched  the  diagnosis. 
More  often  there  was  no  indication  for 
bronchoscopy,  so  that  an  accurate  diag- 
nosis was  established  only  by  autopsy. 
Since  lung  cancers  are  so  frequent,  it 
would  appear  reasonable  to  suspect  the 
lung  when  the  primary  source  of  a meta- 
static carcinoma  is  unknown. 

Dr.  Flynn:  We  find  small  consolation 

in  the  fact  that  both  small  primary  car- 
cinomas escaped  our  efforts  at  clinical 
detection.  Our  patient  had  the  additional 
misfortune  of  metastatic  spread,  whereas 
many  occult  primary  malignant  lesions  re- 
main dormant  and  constitute  only  inciden- 
tal findings  at  otherwise  routine  autopsies. 


Screening  for  synthetic 
antiviral  compounds 


Viral  chemotherapeutic  research  is  a rapidly 
expanding  field  occupying  the  efforts  of  biol- 
ogists, pathologists,  biochemists,  physiologists, 
and  organic  chemists.  It  is  still  a possibility, 
however,  feels  D.  A.  Buthala,  writing  in  a 
recent  issue  of  Annals  of  the  New  York  Academy 
of  Sciences,  that  a virus  might  change  as  the 
“climate”  demands.  Many  viruses  that  have 
been  found  affected  by  antiviral  agents  are 
rapidly  altered  to  a resistant  state  in  the  pres- 
ence of  the  drug.  The  importance  of  these 


Final  anatomic  diagnoses 

1.  Bronchogenic  carcinoma  with  metas- 
tases  to  the  liver  and  adrenals 

2.  Intrahepatic  biliary  obstruction  and 
hepatomegaly  ( 5,050  Gm .)  due  to  metastases 

3.  Polypoid  adenocarcinoma  of  transverse 
colon 

4.  Acute  diverticulitis  with  intestinal 
hemorrhage 

5.  Multiple  erosions  of  the  lower  esopha- 
gus ( ? due  to  gastric  mucosal  prolapse ) 

6.  Bile  nephrosis 
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findings  must  await  widespread  use  of  viral 
chemotherapeutic  drugs. 

From  past  experience,  one  must  conclude 
that  viral  chemotherapy  is  a definite  probability. 
The  nature  of  the  antiviral  activity  for  the 
common  upper  respiratory  diseases  must  be 
such  that  it  will  find  a broad,  nonselective  use. 
Fertile  avenues  of  approach  appear  to  be  pre- 
vention or  amelioration  of  symptoms,  stimula- 
tion of  nonspecific  cellular  defense  mechanisms, 
and  interference  with  enzyme  systems  common 
to  many  viruses.  In  addition,  a more  thorough 
understanding  of  the  virus  disease  process,  of 
methods  of  concentrating  drugs  in  desired 
tissues  and  cells,  and  of  the  mechanisms  of 
recovery  from  viral  diseases  will  ultimately  aid 
in  their  conquest. 
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Presacral  Tumor  in  Child 


Case  history 

The  patient,  a male  child  two  years  and 
nine  months  old,  had  been  well  until  two 
months  prior  to  admission  when  he 
developed  acute  retention  of  urine,  relieved 
by  catheterization.  An  intravenous  pyelo- 
gram  at  that  time  was  said  to  have  revealed 
normal  kidneys  and  a “tipped  bladder.” 

He  was  treated  with  antibiotics  for  two 
weeks  and  was  well  until  two  days  prior  to 
admission  when  there  again  was  retention 
of  urine,  relieved  by  catheterization.  His 
physician  at  this  time  felt  a lower  ab- 
dominal mass,  and  the  patient  was  referred 
to  St.  Luke’s  Hospital  Center  for  further 
evaluation.  There  was  no  fever  associated 
with  either  episode  of  urinary  retention. 

Past  health,  birth,  and  review  of  systems 
were  entirely  normal.  The  only  positive 
physical  findings  were  in  the  lower  abdo- 
men where  a firm,  dome-shaped  mass  was 
palpable.  It  rose  into  the  left  lower 
quadrant  and  extended  across  to  the  right 
side.  Its  approximate  measurements  were 
10  by  6 cm.  The  mass  could  also  be  felt 
rectally  and  appeared  to  extend  deep  into 
the  pelvis. 

Laboratory  data  comprising  urinalyses, 
blood  count,  and  a wide  spectrum  of  blood 
chemistries,  including  a VMA  (vanyl  man- 
delic  acid)  determination,  were  within 
normal  limits.  A study  of  bone  marrow 
revealed  no  abnormality. 


Radiographic  discussion 

Nathaniel  Finby,  M.D.:  Radio- 

graphic  study  of  the  chest  and  a complete 
skeletal  survey  showed  no  evidence  of 
abnormality. 

The  lower  lumbar  spine,  sacrum,  and 
bony  pelvis  were  intact. 

A large  homogeneous  soft  tissue  mass  was 
seen  arising  from  the  presacral  area  deep  in 
the  pelvis  extending  upward  into  the  lower 
abdomen.  Contrast  study  of  the  colon 
showed  the  rectum  and  sigmoid  narrowed 
and  displaced  by  the  large  tumor  mass,  the 
rectum  anteriorly  and  to  the  right,  and  the 
sigmoid  upward  into  the  midabdomen 
(Figs.  1A  and  IB).  Intravenous  pyelog- 
raphy showed  both  kidneys  to  function 
normally  and  to  be  of  normal  appearance 
(Fig.  1C).  Although  the  right  kidney  was 
slightly  higher  in  position  in  relation  to  the 
left  kidney,  it  did  not  appear  to  be  con- 
tiguous with  the  soft-tissue  mass.  The 
ureters  did  not  appear  to  be  obstructed  but 
were  deviated  laterally  in  their  distal  por- 
tions, and  the  bladder  was  compressed  and 
displaced  upward,  anteriorly,  and  to  the 
left  with  incomplete  filling  on  the  right  as 
noted  in  Figure  1C. 

The  radiologic  impression  was  that  of  a 
large  soft-tissue,  presacral,  pelvic  tumor 
mass  rising  into  the  lower  abdomen,  with 
extrinsic  pressure  changes  involving  the 
ureters,  bladder,  rectum,  and  sigmoid. 
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FIGURE  1.  (A)  Barium  enema  examination 

showed  extent  of  enormous  mass  with  extrinsic 
pressure  and  deviation  of  the  rectum  and  sigmoid. 
Mass  extends  from  lower  rectum  to  level  of  third 
lumbar  vertebra.  Although  there  is  some  asym- 
metry of  neural  foramina,  sacrum  appears  intact. 
(B)  Lateral  projection  shows  posterior,  presacral 
position  of  mass  displacing  rectum  forward  and 
occupying  major  portion  of  pelvic  cavity.  Although 
coccyx  is  not  defined,  this  is  not  considered  ab- 
normal in  this  age  group.  (C)  Bladder  displaced 
anteriorly  and  to  left,  appearing  large  in  this  an- 
teroposterior projection  and  flattened  in  lateral 
projection.  Although  the  ureters  were  deviated 
from  their  normal  course,  they  were  not  obstructed. 
Eccentric  filling  of  bladder  clearly  demonstrated  in 
this  selected  film  from  pyelogram  series.  Tumor 
mass  was  enormous  and  appears  to  displace  base 
of  the  bladder  in  cephalad  direction. 


Pathologic  discussion 
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There  was  no  evidence  of  extension  of  the 
mass  from  or  into  these  structures. 

Despite  the  lack  of  soft-tissue  calcifica- 
tion or  involvement  of  the  sacrum,  the 
most  likely  possibilities  considered  were 
presacral  teratoma,  chordoma,  sacral  me- 
ningocele, or  a retroperitoneal  pelvic  sar- 
! coma. 

Although  the  urethra  was  not  visualized, 
congenital  cysts  or  duplications  of  the  lower 
urinary  tract  or  rectum  were  also  considered 
j in  the  differential  diagnosis. 


Charles  F.  Begg,  M.D.:  Exploratory 
laparotomy  was  performed  five  days  after 
admission.  A retroperitoneal  tumor  com- 
pletely occluded  the  pelvic  inlet  and  was 
adherent  to  sacral  fascia.  A Foley  catheter 
was  placed  in  the  bladder  and  carried  out 
through  a separate  incision.  The  main 
body  of  the  tumor  was  dissected  free  and 
excised.  A small  extension  was  removed 
from  the  region  of  the  left  iliac  vessels. 

The  resected  tumor  measured  11  by  7 by 
3y2  cm.  and  was  kidney  shaped.  It  was 
composed  of  bulging,  slightly  lobulated, 
pink-yellow  tissue.  Microscopically  this 
tissue  consisted  of  bundles  of  sheath  cells 
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FIGURE  2.  (A)  Gross  specimen.  Multiple  cross 
sections.  There  is  thin  capsule  on  outer  surface. 
Tumor  tissue  is  bulging  and  rubbery.  (B)  Photo- 
micrograph. There  are  numerous  ganglion  cells 
which  vary  in  size  and  appearance.  Some  are 
vacuolated.  (C)  Photomicrograph.  In  this  field 
there  are  numerous  bundles  composed  of  sheath 
of  Schwann  cells.  Silver  stains  demonstrated 
neurofibrils  in  some  of  these. 


in  some  of  which  neurofibrils  could  be 
found.  Intermixed  with  this  were  ganglion 
cells  in  clusters;  many  of  these  were  vacuo- 
lated and  irregularly  shaped.  None  of  them 
had  the  mantle  of  cells  usually  seen  around 
mature  ganglion  cells.  Many  of  the  nuclei 
had  nucleoli  (Fig.  2).  The  tumor  was  well 
encapsulated.  A small  specimen  submitted 
separately  and  said  to  be  an  extension  of 


the  tumor  around  the  iliac  vessels  was 
similar  in  appearance  to  the  main  mass. 

The  postoperative  course  was  compli- 
cated only  by  urinary  retention  thought  to 
be  secondary  to  denervation  of  the  bladder 
at  the  time  of  surgery,  but  by  the  time  of 
discharge  on  the  thirteenth  postoperative 
day,  the  patient  was  voiding  spontaneously. 
He  has  remained  well  since. 


Comment 

Dr.  Finby:  The  differential  diagnosis  of 
a tumor  in  a child  usually  begins  with  a 
congenital  lesion.  This  may  take  the  form 
of  an  embryonic  rest,  duplication,  an 
anomaly  of  development,  or  one  of  the 
various  types  of  teratomatous  masses, 
including  dermoid  cyst.  In  contrast  to 
adults,  neoplasms  in  infancy  and  childhood 
are  more  likely  to  be  malignant,  often 
sarcoma  rather  than  carcinoma.  Benign 
neoplasms  are  usually  congenital  or  embry- 
onic in  origin,  such  as  hemangiomas, 
lymphangiomas,  or  lipomas. 

It  is  extremely  difficult  to  be  certain 
about  the  exact  diagnosis  of  any  mass  in 
the  presacral  area  in  a child,  but  the  key  to 
differential  diagnosis  is  the  sacrum. 
Anterior  sacral  meningoceles,  sacral  coccy- 
geal teratomas,  and  chordomas  are  not 
often  seen  without  sacral  abnormality, 
usually  gross  but  occasionally  difficult  to 
recognize.  Neurogenic  tumors  often  arise 
within  the  sacrum  with  associated  sacral 
defects.  Many  lesions  with  gross  abnor- 
mality in  the  sacrum  extend  between  the 
sacrum  and  rectum,  but  quite  often  there 
is  associated  extension  dorsally,  particularly 
in  the  region  of  the  coccyx. 

In  a review  of  161  cases  of  presacral 
tumors  in  all  age  groups,  Mayo,  Baker,  and 
Smith1  found  that  congenital  lesions  were 
by  far  the  most  frequent.  These  included 
chordomas,  dermoid  cysts,  and  teratomas. 
Inflammatory,  neurogenic,  and  osseous 
tumors  were  less  frequent  and  usually  seen 
in  older  patients.  They  state  “practically 
all  teratomas  and  meningoceles  are  found 
in  infants  or  children,  usually  in  the 
female,”  but  that  dermoids  may  occur  at 
any  age,  also  usually  in  the  female.  Chor- 
domas, however,  usually  become  apparent 
in  the  older-age  group  and,  in  their 
experience,  were  almost  always  seen  in 
men. 
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Eklof2  states  that  a myelomeningocele 
should  be  the  primary  consideration  in 
childhood.  These  masses,  however, 
usually  protrude  from  the  dorsal  side  of  the 
sacrum,  although  rarely  they  may  be  pres- 
ent and  remain  in  a presacral  position. 
They  are  not  often  seen  without  gross  sacral 
abnormality.  He  indicates  that  sacro- 
coccygeal teratomas  are  occasionally  found 
limited  to  the  presacral  area  without 
evidence  of  bone  destruction.  The  tera- 
tomatous mass  may  show  areas  of  calcifica- 
tion or  actual  osseous  metaplasia. 

Roentgen  studies  are  the  best  method  to 
judge  the  size  and  extension  of  such  a mass. 
In  particular,  it  is  important  roentgeno- 
graphically  to  demonstrate  the  relation  of 
the  presacral  mass  to  the  rectum,  sigmoid, 
bladder,  and  urethra. 

It  is  interesting  that  chordomas  are  most 
frequently  in  the  sacral  area  of  the  neural 
canal  but  are  not  often  recognized  until  the 
fourth  or  fifth  decade  of  life,  and  although 
Mayo,  Baker  and  Smith1  found  them 
almost  entirely  in  men,  other  series  have 
indicated  a predominance  of  females. 
Sacral  abnormality  and  calcification  within 
the  mass  are  helpful  in  diagnosis. 

Retroperitoneal  tumors,  although  un- 
common in  young  children,  may  be  of 
lipomatous,  fibrous,  or  neural  origin.  In- 
frequently, they  arise  in  the  presacral  area. 
They  may  be  benign  or  malignant,  but  the 
exact  diagnosis  cannot  be  ascertained 
without  surgical  extirpation  and  histologic 
study.  Thus,  these  are  surgical  lesions  and 
the  radiologist’s  contribution  is  to  dem- 
onstrate the  presence  or  absence  of  as- 
sociated bone  abnormality  in  the  sacrum 
and  the  extent,  size,  and  roentgen  nature  of 
the  mass.  Radiographic  study  must  deter- 
mine the  nature  of  involvement  of  adjacent 
structures,  particularly  the  rectum,  sig- 
moid, bladder,  and  urethra. 

It  is  important  to  remember  that  struc- 
tures not  usually  present  in  the  presacral 
region  are  rarely  present  as  presacral 
masses.  These  include  hydronephrotic  or 
ectopic  kidneys,  ovarian  cysts,  duplications 
or  cysts  of  the  lower  intestinal  or 
genitourinary  tract,  and  hydrometro- 
colpos.  Abscesses  are  rare  and  more  readily 
recognized  clinically. 

A review  of  neurogenic  tumors  arising 
from  the  sacrum  or  in  the  presacral  area 
indicated  that  most  were  seen  in  the  older- 


age  group  and  were  associated  with  sacral 
abnormalities. 3 It  is  interesting,  however, 
that  a presacral  ganglioneuroma  is  de- 
scribed in  a five-year-old  girl,  quite  similar 
to  our  patient.  In  this  series,  ganglioneuro- 
mas were  situated  in  the  hollow  of  the 
sacrum  without  sacral  abnormality,  usually 
large,  averaging  about  the  size  of  a grape- 
fruit. 

In  my  experience,  this  is  the  first  ganglio- 
neuroma seen  arising  from  the  presacral 
region  of  the  pelvis  in  a child.  In  infancy 
or  the  very  young  child,  I have  seen  several 
presacral  teratomas,  anterior  sacral 
meningoceles,  and  isolated  instances  of 
congenital  cystic  malformations  related  to 
the  genitourinary  tract  and  rectum. 

Dr.  Begg:  Tumors  originating  in  the 

sympathetic  nerve  tissue  are  divided  into 
three  groups  based  on  their  differentiation 
and  maturation.  The  prognosis  correlates 
fairly  well  with  this  division.  The  most 
malignant  type  is  the  neuroblastoma.  It  is 
composed  of  primitive  nerve  cells  with  little 
fibril  formation  and  occurs  in  infancy  and 
the  first  few  years  of  life.  It  has  the  most 
unfavorable  prognosis,  but  there  are  rare 
examples  of  this  tumor  which,  with  time, 
acquire  a more  mature  appearance  and  the 
chances  of  survival  are  increased.4 

The  maturing  neuroblastoma,  called 
ganglioneuroblastoma,  shows  more  dif- 
ferentiation of  cells.5  There  are  rosettes, 
pseudorosettes,  and  a greater  abundance  of 
neurofibrils.  Some  cells  may  have  the 
appearance  of  imperfectly  developed  gan- 
glion cells.  The  prognosis  is  more  favorable 
than  in  neuroblastoma,  but  it  is  still  poor. 

The  most  mature  type  is  the  gan- 
glioneuroma which  approaches  the  structure 
of  mature  sympathetic  nerve  tissue.  It  is 
composed  largely  of  sheath  cells,  some  of 
which  enclose  neurofibrils,  and  there  are 
scattered  ganglion  cells.  These  cells  are  not 
completely  mature.  Many  of  them  are 
vacuolated,  irregularly  shaped,  and  they 
lack  the  mantle  of  cells  which  surround 
mature  ganglion  cells.  This  tumor  has  an 
excellent  prognosis.  Stowens5  found  no 
metastasis  from  it  in  his  series.  Deaths 
occurring  as  the  result  of  this  tumor  are  the 
result  of  inaccessibility  rather  than  capacity 
to  metastasize.  The  great  majority  can  be 
completely  removed,  but  there  are  examples 
of  cases  in  which  long  survival  has  been 
associated  with  incomplete  removal. 
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An  interesting  feature  of  tumors  of  the 
sympathetic  nerve  system  is  that  many  of 
them  are  capable  of  hormone  production. 
Kontras6  is  one  of  many  authors  reporting 
increased  hormonal  excretion  of  3-methoxy- 
4-hydroxymandelic  acid  in  children  with 
neuroblastomas,  ganglioneuroblastomas, 
and  ganglioneuromas.  She  suggests  that 
increased  excretion  of  this  substance  is  use- 
ful in  the  diagnosis  and  prognosis  of  these 
tumors  and  in  following  their  response  to 
therapy.  She  feels  that  hormone  produc- 
tion is  most  constantly  associated  with  the 
presence  of  ganglion  cells.  Greenfield  and 
Shelley4  report  interesting  cases  of  gan- 
glioneuroma having  manifestations  similar 
to  pheochromocytoma.  Hormone  pro- 
duction was  associated  with  these  tumors, 
and  removal  of  the  tumors  relieved  the 
hypertension. 

There  have  been  many  speculations  about 
the  relationship  among  the  three  types  of 
tumor  arising  in  the  sympathetic  nervous 
system.  Fox,  Davidson,  and  Thomas7 
discuss  this  and  it  is  clear  in  their  2 cases 
that  the  original  tumor  removed  was  a 
neuroblastoma  and  that  subsequent  speci- 
mens had  the  histology  of  ganglioneuroma. 
One  of  the  cases  they  report  was  originally 
reported  by  Cushing  and  Wolbach8  and  at 
last  report  had  survived  forty-eight  years. 
While  such  cases  are  rare,  they  certainly  do 
suggest  that  these  tumors  can  mature  as 
the  individual  grows  older. 


Greenfield  and  Shelley 4 believe  that  even 
the  most  mature  of  these  tumors  of  the 
sympathetic  nervous  system  must  have 
begun  as  neuroblastomas,  subsequently 
undergoing  further  maturation.  This  con- 
cept is  disputed  by  Stowens.5 

It  is  of  interest  that  no  hormone  produc- 
tion could  be  demonstrated  in  the  patient 
here  reported,  but  in  view  of  the  fact  that 
there  was  an  extension  of  the  tumor,  it  has 
been  recommended  that  urinary  VMA 
determinations  be  performed  during  his 
follow-up.  We  believe  the  prognosis  to  be 
excellent. 
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Misuse  of  Nasogastric  Tubes 


P roperly  placed,  nasogastric  tubes  are 
useful  adjuncts  to  patient  care  in  the  peri- 
operative period.  Two  examples  of  an 
unexpected  complication  are  described  in 
the  accompanying  case  reports. 

Case  reports 

Case  1.  An  elderly  male  who  had  undergone 
prolonged  abdominal  surgery  for  carcinoma  of 
the  pancreas  was  admitted  to  the  recovery  room 
with  a nasogastric  tube  in  place.  Since  spon- 
taneous respiration  was  deemed  inadequate,  a 
cuffed  nasotracheal  tube  was  inserted,  the  cuff 
inflated,  and  an  Engstrom  respirator  employed 
to  control  ventilation  artificially.  Several  hours 
later  drainage  from  the  nasogastric  tube  ceased. 
The  physician  summoned  inserted  a second 
nasogastric  tube  through  the  same  nostril  and 
connected  both  tubes  via  a Y-piece  to  the 
Gomco  suction  apparatus.  No  report  of  drain- 
age or  change  in  general  condition  was  noted. 
About  ten  hours  later,  a routine  x-ray  film  of 
the  chest  revealed  one  nasogastric  tube  kinked 
in  the  stomach  and  the  second  in  the  right  chest 
region  in  a location  corresponding  approximately 
to  the  right  lower  bronchus.  There  was  no 
atelectasis.  Closer  inspection  of  the  patient 
and  apparatus  disclosed  a rhythmic  discharge  of 
air  from  the  tubing  synchronous  with  the  action 
of  the  respirator.  The  nasogastric  tubes  were 
removed  without  sequelae. 

Case  2.  An  elderly  male  manifested  respira- 
tory distress  due  to  bilateral  pneumonitis  fol- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  March  28, 
1966.  Clinical  Anesthesia  Conferences  are  now  held  on  the 
fourth  Monday  of  each  month. 


lowing  laparotomy  and  barium  peritonitis. 
Peritoneal  dialysis  was  in  progress.  Trache- 
ostomy was  performed,  a cuffed  Lyons  tube 
inserted,  and  the  cuff  inflated.  Spontaneous 
ventilation  was  assisted  with  a Bird  respirator. 
A previously  introduced  nasogastric  tube  which 
ceased  to  function  was  removed  and  reinserted. 
The  Bird  respirator  proved  inadequate  and  was 
replaced  by  an  Engstrom  respirator.  A rhyth- 
mic discharge  of  air  and  barium-stained  mucus 
from  the  nasogastric  tube  was  observed,  coincid- 
ing with  the  action  of  the  respirator.  X-ray 
examination  of  the  chest  revealed  the  nasogastric 
tube  in  the  left  main  stem  bronchus;  no  barium 
densities  were  seen.  Nevertheless,  it  was  ap- 
parent that  pulmonary  aspiration  of  gastro- 
intestinal contents  had  occurred.  The  naso- 
gastric tube  was  removed,  but  the  patient  died 
of  his  disease  shortly  thereafter.  Further  de- 
tails are  not  available. 

Comment 

Deliberate  introduction  of  a tracheal 
suction  catheter  into  the  tracheobronchial 
tree  of  a semiconscious  patient  for  removal 
of  secretions  is  ordinarily  readily  accom- 
plished, even  in  the  absence  of  an  endo- 
tracheal breathing  tube.  Similarly,  the 
trachea  may  be  inadvertently  entered 
during  attempted  passage  of  a nasogastric 
tube.  Usually,  in  the  conscious  or  semi- 
conscious patient,  the  vigorous  coughing 
which  results  quickly  announces  the  oc- 
currence of  the  mishap.  In  severely  ill  or 
deeply  comatose  patients  with  depressed 
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or  absent  cough  reflex,  there  may  be  no 
overt  sign  of  this  accident. 

Tracheal  passage  of  a nasogastric  tube 
would  seem  unlikely  to  occur  after  the 
trachea  has  been  sealed  off  by  an  endo- 
tracheal tube  with  an  inflated  cuff.  That 
it  can  happen  is  documented  by  the  x-ray 
findings  in  the  present  case  reports.  Note- 
worthy is  the  repeated  observation  of 
rhythmic  movement  of  air  in  the  tubing 
synchronous  with  the  action  of  the  respira- 
tor. It  appears  obvious  that  in  both  in- 
stances careful  verification  of  proper  place- 
ment of  the  nasogastric  tubes  within  the 
stomach  was  lacking. 

Passage  of  the  nasogastric  tube  behind 
the  trachea  and  down  the  esophagus  may  be 
facilitated  by  extending  the  head  on  the 
neck,  a maneuver  which  lifts  both  the  base 
of  the  tongue  and  the  larynx  forward,  away 
from  the  posterior  pharyngeal  wall  and  the 
esophagus.  Not  uncommonly,  during  at- 
tempted passage  of  the  nasogastric  tube,  the 
tip  of  the  tube  impinges  on  and  is  deflec- 
ted by  the  laryngeal  structures;  it  may 
then  reverse  direction  and  coil  within 
the  pharynx,  ultimately  reappearing  at  the 
mouth.  It  may  be  useful  to  guide  the 

passage  of  the  tube  with  a finger  in 
the  pharynx  or  under  direct  vision  with 
the  laryngoscope;  in  the  latter  instance  a 
Magill  or  other  long  forceps  may  be 
helpful.  Should  these  endeavors  fail,  the 
nasogastric  tube,  well  lubricated,  may  be 
placed  within  a long  nasotracheal  tube 
whose  exterior  is  also  well  lubricated;  the 
tube-within-a-tube  is  then  deliberately 


inserted  behind  the  larynx  into  the  esopha- 
gus. With  this  accomplished,  the  naso- 
gastric tube  can  ordinarily  be  advanced  into 
the  stomach  with  ease  and  the  guiding  naso- 
tracheal tube  removed,  leaving  the  naso- 
gastric tube  in  place. 

Successful  entry  of  the  nasogastric  tube 
into  the  stomach  is  heralded  by  a return 
flow  of  liquid  of  obviously  gastric  origin. 
This  may  be  clear  mucinous  material,  bile- 
stained  liquid,  or  bloody  or  coffee-ground 
material,  depending  on  the  pathologic  proc- 
ess present.  In  the  absence  of  one  of  these 
clear  indications  of  drainage  of  stomach  con- 
tents, the  nasogastric  tube  must  not 
casually  be  assumed  to  have  entered  the 
stomach.  This  is  especially  true  if  obstruc- 
tion to  further  progress  of  the  tube  is  en- 
countered. Of  course,  once  the  stomach 
has  been  entered,  there  is  no  barrier  to 
passage  of  an  excessive  length  of  tubing, 
which  will  simply  coil  up  within  the 
stomach  and  only  rarely  enter  the  duo- 
denum. Consequently,  whenever  free  pas- 
sage of  the  nasogastric  tube  is  interrupted 
by  an  unseen  obstacle,  incorrect  placement 
should  be  assumed  unless  the  contrary  can 
be  demonstrated  clearly. 

Occasionally,  kinking  or  occlusion  of  the 
tube  may  be  suspected;  correction  by  ir- 
rigation should  be  attempted  only  with  a 
small  volume  of  saline.  No  other  fluid 
should  be  used.  In  the  event  of  inadvertent 
tracheal  intubation,  a few  milliliters  of 
saline  may  elicit  a harmless  cough  reflex, 
whereas  larger  quantities  or  other  liquids 
could  be  deleterious. 
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Case  Report 


Lipemia  Retinalis, 
Hyperlipemia,  and 
Hepatosplenomegaly  in 
Chronic  Alcoholic  Patient 

SAUL  J.  GROSBERG,  M.D. 
Brooklyn,  New  York 

From  the  Gastrointestinal  Service, 
Brooklyn  Veterans  Administration  Outpatient  Clinic 


Although  a glut  of  blood  lipids  occurs 
in  many  conditions  such  as  alcoholism, 
starvation,  phosphorus  poisoning,  and  as- 
phyxia, the  retinal  manifestations  of  such 
excess  are  rare  indeed,  especially  in  diseases 
other  than  severe  diabetic  ketosis  in  which 
it  has  been  chiefly  recorded.1 

This  report  concerns  a patient  with 
hyperlipemia  and  lipemia  retinalis  owing 
to  an  inordinately  large  consumption  of 
alcohol  of  at  least  several  months  duration. 

Case  report 

A fifty-four-year-old  Negro  male  me- 
chanic had  been  ill  for  three  days  with 
epigastric  soreness,  upper  abdominal  swel- 
ling, frequent  belching,  and  mild  consti- 
pation. For  several  months  one  pint  of 
whiskey  had  been  his  daily  quota.  As  a 
result  his  appetite  was  poor,  and  little 
food  was  consumed.  He  had  had  diabetes 
mellitus  for  fourteen  years.  No  com- 
plications of  diabetes  had  ensued  despite 
his  failure  to  take  insulin  regularly.  On 
the  morning  of  his  visit  he  had  taken  the 
prescribed  20  units  of  NPH  insulin.  There 
was  no  family  history  of  hyperlipemia, 
diabetes,  or  pancreatitis. 


The  patient  was  not  acutely  ill,  nor  did 
he  appear  wasted.  The  skin  lacked  some 
resiliency,  but  no  eruptions  were  noticeable. 
The  breath  had  no  particular  odor.  The 
temperature  was  normal,  the  respirations 
were  20,  the  pulse  80,  and  the  blood  pres- 
sure 120/80.  The  heart  and  lungs  were 
normal.  The  liver  was  moderately  tender 
over  its  entire  surface  which  was  smooth. 
Its  edge  was  sharp,  regular,  and  palpable 
12  cm.  below  the  right  costal  arch  in  the 
midclavicular  line.  The  tip  of  the  spleen 
was  felt  on  deep  inspiration. 

Eye  examination:  Externally  the  eyes 

were  normal.  Vision  was  20/20  in  each 
eye.  Slit-lamp  examination  showed  no 
change  in  the  cornea  or  lens  of  either  eye. 
The  peripheral  and  central  fields  of  vision 
were  normal.  Both  fundi  showed  the 
typical  picture  of  lipemia  retinalis  (Fig.l). 
The  retinas  and  optic  disks  were  salmon- 
colored.  One  could  not  distinguish  the 
arteries  from  the  veins,  both  types  of 
vessel  appearing  flat,  ribbon-like,  wider 
than  normal,  and  of  creamy  color.  The 
central  light  reflex  was  unusually  wide. 

The  blood  had  the  appearance  of  milk 
chocolate  when  first  drawn  but  soon 
changed  to  a creamy  opaque  color  on 
standing. 

Laboratory  results  on  June  9,  1964,  the 
date  of  the  first  visit,  included  a urinalysis 
with  a specific  gravity  of  1.024,  trace  of 
albumin;  negative  for  sugar,  bile,  por- 
phyrobilinogen,  and  porphyrins.  There 
were  30  to  50  white  blood  cells  and  many 
white  blood  cell  clumps  per  high-power 
field.  There  were  4.3  million  red  blood 
cells  per  cubic  millimeter.  The  hematocrit 
was  36  and  the  hemoglobin  13.85  Gm.  per 
100  ml.  Slight  hypochromia  of  red  cells 
was  noted.  The  total  white  blood  cell 
count  was  8,500  with  84  per  cent  neu- 
trophils. The  sedimentation  rate  was  67 
mm.  per  hour.  An  x-ray  film  of  the  chest 
was  reported  as  showing  negative  findings, 
as  did  roentgenograms  of  the  abdomen, 
gallbladder,  and  upper  gastrointestinal 
tract. 
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resemble  those  seen  in  our  patient.2,3 
These  are  always  associated  with  hyper- 
glyceridemia.  The  retinal  lipemia  will 
usually  make  its  appearance  at  a trigly- 
ceride level  of  about  3.5  Gm.  per  100  ml. 
and  disappear  at  a concentration  of  2.5 
Gm.  per  100  ml.4 

Lipemia  retinalis  is  most  frequently 
seen  in  the  young  diabetic  patient  in  a 
state  of  precoma  or  coma.  Even  so  only 
94  cases  of  lipemia  retinalis  in  diabetic 
patients  have  been  reported  up  to  I960.5 
Its  occurrence  in  diseases  other  than 
diabetes  is  rare,  16  such  cases  having  ap- 
peared in  the  literature  by  1958. 6 Its 
association  with  chronic  alcoholism  is 
mentioned  but  once.7  This  rather  unex- 
pected paucity  of  lipemic  retinopathy  in 
the  latter  condition  in  view  of  the  wide- 
spread use  of  alcohol  may  be  ascribed  to 
the  transiency  of  the  ocular  findings  and 
the  failure  to  perform  a systematic 
examination. 

We  believe  that  the  hyperlipemia  in  our 
patient  resulted  from  the  ingestion  of  a 
pint  of  alcohol  daily  for  a period  of  several 
months  in  combination  with  a limited 
diet.  The  quick  return  of  a sense  of  well- 
being and  the  short  duration  of  hepatic 
enlargement,  of  the  hyperlipemia,  as  well 
as  of  the  biochemical  evidence  of  liver 
dysfunction  are  offered  in  support  of  this 
thesis. 


TABLE  I.  Clinical  and  biochemical  changes  during  period  of  observation 


Analysis 

June  9,  1964 

June  12,  1964 

June  23,  1964 

Blood  urea  nitrogen 

12.5  mg.  per  100  ml. 

16.6  mg.  per  100  ml. 

Uric  acid 

2.0  mg.  per  100  ml. 

Glucose 

130  mg.  per  100  ml. 

78  mg.  per  100  ml. 

Total  bilirubin 

0.4  mg.  per  100  ml. 

0.63  mg.  per  100  ml. 

Sulfobromophthalein 

14.4  per  cent  retention 

4.0  per  cent  retention 

Cephalin  flocculation 

3 + 

(forty-eight  hours) 

Total  protein 

7.3  Gm.  per  100  ml. 

Albumin 

3.3  Gm.  per  100  ml. 

Alkaline  phosphatase 

10  Bodansky  units 

7 Bodansky  units 

Serum  glutamic  oxalo- 

160  units 

42  units 

pyruvic  transaminase 

Serum  amylase 

10  mg.  per  100  ml. 

Total  lipids 

4,200  mg.  per  100  ml. 

2,310  mg.  per  100  ml. 

595  mg.  per  100  ml. 

Ocular 

Lipemia  retinalis 

Negative  except  for  in- 
crease in  fight  reflex 

Negative 

Blood 

Lactescent 

Not  lactescent 

Liver 

12  cm.,  tender 

6 cm.,  not  tender 

4 cm.,  sharp  edged, 
not  tender 

Symptoms 

Epigastric  soreness, 
abdominal  swelling, 
anorexia 

Asymptomatic 

Asymptomatic 

FIGURE  1.  Drawing  of  retina  showing  cream- 
colored  appearance  of  arteries  and  veins. 


In  Table  I the  changes  which  took  place 
in  the  serum  lipids  and  other  blood  con- 
stituents over  a period  of  two  weeks  are 
summarized.  These  can  be  compared  with 
the  evolution  of  the  ocular  and  other 
clinical  abnormalities  which  are  listed  as 
well. 

Comment 

The  striking  retinal  changes  in  lipemia 
retinalis  have  been  fully  described  and 
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Poor  nutrition  as  well  as  the  specific 
effects  of  alcohol  on  liver  and  fat  metabo- 
lism have  been  incriminated  as  being 
responsible  for  the  hepatic  steatosis  and 
hyperlipemia  seen  after  alcohol  excess. 
Interference  with  serum  triglyceride  clear- 
ance8 as  well  as  augmented  triglyceride 
release  by  the  liver9  contribute  to  the  ap- 
pearance of  hyperlipemia.  There  is  evi- 
dence that  under  the  influence  of  alcohol, 
increased  lipogenesis  takes  place  in  the 
liver10  in  addition  to  increased  release  of 
free  fatty  acids  from  body  fat  stores.11 
These  effects,  it  is  believed,  result  in  the 

’ 

Summary 

I A case  of  lipemia  retinalis  in  association 
with  hyperglyceridemia,  lactescence  of  the 
serum,  and  hepatosplenomegaly  in  a 
chronic  alcoholic  patient  has  been  pre- 
sented. This  association  is  very  rarely 
encountered.  The  reason  for  this  may  be 
attributed  to  the  transiency  of  the  phenom- 
enon and  the  failure  to  perform  a sys- 
tematic examination.  Some  of  the  under- 
lying metabolic  derangements  in  lipemia 


and  hepatosis  of  alcoholic  origin  have  been 
briefly  outlined. 

35  Ryerson  Street 
Brooklyn  11205 


References 

1.  Duke-Elder,  W.  S.:  Textbook  of  Ophthalmology, 

London,  H.  Kimpton,  1940,  p.  2744. 

2.  Elwyn,  H.:  Diseases  of  the  Retina,  2nd  ed..  New 

York,  Blakiston  Division,  McGraw-Hill  Book  Co.,  Inc.,  1953, 
p.  143. 

3.  Cordier,  T.  J.,  and  Duprez,  A.:  [Retinal  manifesta- 

tions in  essential  hyperlipemia],  Arch.  opht.  23:  649  (1963) 
(Fr.). 

4.  Lepard,  C.  W.:  Lipemia  retinalis,  Am.  J.  Ophth.  16: 
12  (1933). 

5.  Godde-Jolly,  D.,  and  Bonnin,  P.:  [Retinal  lipemia], 

Ann.  ocul.  194:  673  (1961)  (Fr.). 

6.  Tabatznik,  B.,  and  Rabinowitz,  D.:  Hyperglyceri- 

demia and  lipemia  retinalis  in  hypopituitarism.  Bull.  Johns 
Hopkins  Hosp.  107:  175  (1960). 

7.  Groom,  J.  J.,  and  Rucker,  C.  W.:  Nondiabetic 

lipemia  retinalis.  Am.  J.  Ophth.  33:  1238  (1950). 

8.  Jones,  D.  P.,  Losowsky,  M.  S.,  Davidson,  C.  S.,  and 
Lieber,  C.  S.:  Low  plasma  lipoprotein  activity  as  factor  in 
the  pathogenesis  of  alcoholic  hyperlipemia,  J.  Clin.  Invest. 
42:  945  (1963). 

9.  Lieber,  C.  S.,  Jones,  D.  P.,  Mendelson,  J.  H.,  and  De 

Carli,  L.  M:  Fatty  liver,  hyperlipemia,  and  hyperuricemia 

produced  by  prolonged  alcohol  consumption  despite  adequate 
dietary  intake,  Tr.  A.  Am.  Physicians  76:  289  (1963). 

10.  Lieber,  C.  S.,  and  Schmid,  R.:  The  effect  of  ethanol 
on  fatty  acid  metabolism;  stimulation  of  hepatic  fatty  acid 
synthesis  in  vitro,  J.  Clin.  Invest.  40:  394  (1961). 

11.  Homing,  M.  G.,  Williams,  E.  A.,  Maling,  H.  M.,  and 
Brodie,  B.  B.:  Depot  fat  as  source  of  living  triglycerides  after 
ethanol,  Biochem.  Biophys.  Res.  Commun.  3 : 635  (1960). 


Estrogens  and  the  aging  process 

A comparative  study  of  the  results  in  treated 
and  untreated  women  confirms  the  interpreta- 
tion of  other  investigators  that  postmenopausal 
osteoporosis  is  prevented  or  retarded  by  es- 
trogen-replacement therapy.  The  main  sub- 
stance of  a report  by  M.  E.  Davis,  M.D.,  N.  M. 
Strandjord,  M.D.,  and  L.  H.  Lanzl,  Ph.D., 
writing  in  a recent  issue  of  the  J.A.M.A.,  is  the 
presentation  of  a new  and  simple  method  for 
the  nondestructive  determination  of  bone  de- 
mineralization in  vivo,  making  possible  its  dis- 
covery before  the  women  are  aware  of  any  symp- 
toms of  osteoporosis.  Ovarian  failure  and  the 
drop  in  the  supply  of  estrogens  start  atrophic 
changes  beginning  in  the  reproductive  organs 
and  extending  rapidly  to  the  body  tissues  and 


Early  patients  had  had  their  ovaries  removed 
at  hysterectomy,  returning  for  periodic  exam- 
inations so  they  could  be  kept  under  observa- 
tion. These  women  were  on  estrogen-replace- 
ment therapy. 

The  study  had  two  phases:  first,  in  the  early 
years,  administration  of  supplemental  estrogens 
to  suppress  menopausal  symptoms  and  delay 
atrophic  changes;  and  second,  the  relationship 
between  estrogens  and  other  phenomena  of  the 
aging  process,  including  atherosclerosis  and 
osteoporosis. 

Comparative  results  of  untreated  and  treated 
patients  are  tabulated  and  graphed  in  some  de- 
tail. The  linear  coefficient  of  absorption  for 
postmenopausal  (oophorectomized)  patients  on 
continuous  estrogen  replacement  after  surgery 
is  1.98  dfc  0.03  cm.  -1  as  compared  to  1.80  ± 0.04 
cm.-1  for  the  control  group  who  took  no  estro- 
gens after  oophorectomy  or  the  menopause. 
Both  groups  include  postmenopausal  periods 
from  zero  to  twenty  years. 
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Necrology 


Thomas  George  Davis,  M.D.,  of  Great  Neck, 
retired,  died  on  May  27  at  the  age  of  eighty- 
three.  Dr.  Davis  graduated  in  1907  from  Long 
Island  College  Hospital. 

Paul  Charles  Fieri,  M.D.,  of  Brooklyn,  died 
on  August  1 at  New  Milford  (Connecticut) 
Hospital  at  the  age  of  seventy-five.  Dr.  Fieri 
graduated  in  1913  from  Albany  Medical 
College.  He  was  a consulting  urologist  at 
Long  Island  College  and  Coney  Island  Hos- 
pitals and  an  attending  urologist  at  Bay  Ridge 
Hospital.  Retired  in  1958,  Dr.  Fieri  was  a 
Diplomate  of  the  American  Board  of  Urology,  a 
Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  American  Urological  As- 
sociation, the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Edmund  Prince  Fowler,  M.D.,  of  New  York 
City,  died  on  October  7 at  his  home  at  the  age 
of  ninety- three.  Dr.  Fowler  graduated  in 
1900  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
otolaryngologist  at  Manhattan  Eye,  Ear  and 
Throat  Hospital.  With  Alexander  Nicolson, 
of  Western  Electric  Laboratories,  Dr.  Fowler 
constructed  the  phonograph  audiometer  in 
1919;  in  1921  he  cooperated  in  designing  audi- 
ometers with  the  Acoustic  Research  Laboratory 
of  Bell  Telephone  Company  with  Harvey  Flet- 
cher and  R.  L.  Wegel;  he  devised  monoaural 
and  binaural  masking  apparatus,  the  suction 
bell  ear  douche  in  1909,  a safe  nasal  douche, 
a mechanical  nursing  device,  and  an  automatic 
ear  inflator.  He  was  a former  president,  and 
for  over  forty  years  director  of  research  and 
clinics,  of  the  New  York  League  for  the  Hard  of 
Hearing.  Dr.  Fowler  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Otological  Society, 
Inc.,  the  American  Laryngological,  Rhinological 
and  Otological  Society  (and  a past  president), 
the  New  York  Academy  of  Medicine,  the  New 
York  Otological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leo  Eaton  Gibson,  M.D.,  of  Syracuse,  died 
on  October  10  at  the  age  of  seventy-two.  Dr. 
Gibson  graduated  in  1920  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a urologic 
surgeon  at  Syracuse  Psychiatric  Hospital,  a 
senior  urologic  surgeon  at  Syracuse  Memorial 


and  St.  Joseph’s  Hospitals,  and  senior  consult- 
ing urologist  at  the  Hospital  of  the  Good  Shep- 
herd (Syracuse  University).  From  1928  to 
1944  he  taught  urology,  first  as  an  instructor 
and  later  as  an  associate  professor,  at  Syracuse 
University  College  of  Medicine  and  from  1944 
to  1954  was  professor  of  medicine  there.  During 
World  War  II  he  was  a surgeon  with  the  United 
States  Public  Health  Service.  He  was  a founder 
and  first  president  of  the  Central  New  York 
Medical  Plan,  Inc.,  and  former  chairman  of  the 
New  York  State  Advisory  Committee  to  the 
Selective  Service  for  the  Fifth  District.  Dr. 
Gibson  was  president  of  the  Medical  Society 
of  the  State  of  New  York  from  1958  to  1959, 
past  chairman  of  the  Board  of  Trustees,  and 
a former  delegate  to  the  American  Medical 
Association.  Dr.  Gibson  was  a Diplomate  of 
the  American  Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  American  Urological  Association,  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Mark  L.  Grinstein,  M.D.,  of  Buffalo,  died  on 
July  12  at  his  home  at  the  age  of  eighty-five. 
Dr.  Grinstein  received  his  medical  degree  from 
the  University  of  Berlin  in  1914.  Retired  in 
1964,  he  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Armand  Hensas,  M.D.,  of  Syosset,  died  on 
August  27  at  the  age  of  forty-nine.  Dr. 
Hensas  graduated  in  1945  from  Long  Island 
College  of  Medicine.  He  was  codirector  of 
orthopedics  at  Central  General  Hospital  (Plain- 
view)  and  an  assistant  attending  orthopedic 
surgeon  at  Meadowbrook  Hospital.  Dr.  Hen- 
sas was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
Nassau  Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Hoffman,  M.D.,  of  Monroe,  died  on 
August  26  while  vacationing  at  Falmouth, 
Massachusetts,  at  the  age  of  fifty-nine.  Dr. 
Hoffman  graduated  in  1932  from  Long  Island 
College  of  Medicine.  He  was  an  attending 
cardiologist  at  Cornwall  Hospital.  During 
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World  War  II  he  served  as  an  Army  captain 
with  the  67th  Evacuation  Hospital  and  Third 
Surgical  Group,  receiving  five  battle  stars. 
He  was  health  officer  for  the  Town  of  Monroe, 
physician  for  the  Monroe- Woodbury  School, 
and  medical  adviser  for  the  Orange  County 
Draft  Board.  Dr.  Hoffman  was  a Fellow  of 
the  American  College  of  Cardiology,  a Fellow 
of  the  American  College  of  Angiology,  and  a 
member  of  the  American  Geriatrics  Society, 
the  New  York  Cardiological  Society,  the  New 
York  State  Society  of  Internal  Medicine,  the 
Orange  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  Jacobs,  M.D.,  of  Brooklyn,  died  on 
September  23  at  the  Jewish  Hospital  of  Brooklyn 
at  the  age  of  sixty-six.  Dr.  Jacobs  graduated 
in  1923  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lambert  Krahulik,  M.D.,  of  Brooklyn,  re- 
tired, died  on  October  8 at  his  home  at  the  age 
of  sixty-eight.  Dr.  Krahulik  graduated  in 
1923  from  the  University  of  Nebraska  College 
of  Medicine.  He  was  a consulting  pediatrician 
at  Kings  County  Hospital  Center,  an  attending 
pediatrician  at  Long  Island  College  Hospital, 
and  a clinical  professor  of  pediatrics  at  Down- 
state  Medical  Center.  Dr.  Krahulik  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
Pediatrics,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Philip  Liebling,  M.D.,  of  The  Bronx,  died  on 
October  4 at  The  Mount  Sinai  Hospital  at  the 
age  of  eighty.  Dr.  Liebling  graduated  in  1908 
from  Cornell  University  Medical  College.  Re- 
tired, he  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Samuel  Meister,  M.D.,  of  Brooklyn, 
died  on  September  29  at  Brookdale  Hospital 
Center  at  the  age  of  sixty-eight.  Dr.  Meister 
graduated  in  1926  from  Cornell  University 
Medical  College.  He  was  an  attending  pedia- 
trician (off  ward  service)  at  Brookdale  Hospital 
Center.  Dr.  Meister  was  a Diplomate  of  the 
American  Board  of  Pediatrics,  and  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Richard  E.  Nied,  M.D.,  of  Rochester,  died  on 
July  25  at  his  home  at  the  age  of  fifty-seven. 
Dr.  Nied  graduated  in  1936  from  Georgetown 
University  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Derma- 


tology, the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Hallett  Peers,  M.D.,  of  Rochester, 
died  on  May  18  at  the  age  of  sixty-one.  Dr. 
Peers  graduated  in  1931  from  McGill  University 
Faculty  of  Medicine.  He  was  director  of  the 
anatomy  pathologic  laboratory  at  Highland 
Hospital  of  Rochester  and  an  associate  attend- 
ing pathologist  at  Strong  Memorial  Hospital. 
Dr.  Peers  was  a Diplomate  of  the  American 
Board  of  Pathology  (Pathologic  Anatomy  and 
Clinical  Pathology),  a Fellow  of  the  American 
College  of  Pathologists,  and  a member  of  the 
American  Society  of  Clinical  Pathologists,  the 
American  Association  of  Pathologists  and 
Bacteriologists,  the  International  Academy  of 
Pathologists,  the  Rochester  Academy  of  Medi- 
cine, the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Foster  Coleman  Rulison,  M.D.,  of  Syracuse, 
died  on  August  6 at  his  home  at  the  age  of 
seventy-five.  Dr.  Rulison  graduated  in  1918 
from  Syracuse  University  College  of  Medicine. 
He  was  a Diplomate  of  the  American  Board  of 
Radiology  (Roentgenology)  and  a member  of  the 
Radiological  Society  of  North  America,  Inc., 
the  Syracuse  Academy  of  Medicine,  the  Onon- 
daga County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lewis  J.  Siegal,  M.D.,  of  New  York  City, 
died  on  September  27  at  Beth  Israel  Medical 
Center  at  the  age  of  seventy-six.  Dr.  Siegal 
graduated  in  1915  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a consulting  neurologist  and  psychiatrist  at 
Fordham  Hospital  and  a consulting  neurologist 
at  Rome  State  School.  Before  his  retirement 
he  had  been  senior  psychiatrist  at  Bellevue 
Hospital  assigned  to  the  criminal  part  of  State 
Supreme  Court  in  Manhattan.  A graduate  in 
law  as  well  as  medicine,  Dr.  Siegal  was  the 
author  of  a textbook  “Forensic  Medicine,” 
published  in  1964.  Dr.  Siegal  was  a member 
of  the  American  Psychiatric  Association,  the 
Association  for  Research  in  Nervous  and  Mental 
Disease,  the  Academy  of  Psychosomatic  Medi- 
cine, the  New  York  Academy  of  Medicine,  and 
the  New  York  Neurological  Society. 

Joseph  White  Todd,  M.D.,  of  Perrysburg, 
died  on  March  29  at  the  age  of  sixty-three. 
Dr.  Todd  graduated  in  1929  from  Georgetown 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  Franklin  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Julia  Vinograd,  M.D,,  of  Long  Island  City, 
died  on  June  27  at  the  age  of  fifty-eight.  Dr. 
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Vinograd  graduated  in  1937  from  New  York 
University  College  of  Medicine.  She  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 


John  James  Weber,  M.D.,  of  Richmond  Hill, 
died  on  October  1 at  the  age  of  sixty-five.  Dr. 
Weber  graduated  in  1925  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
consulting  physician  at  Brooklyn-Cumberland 
Medical  Center  and  Lutheran  Hospital.  Dr. 
Weber  was  a Fellow  of  the  American  College 


of  Physicians  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Clinical  Society, 
New  York  Diabetes  Association,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Theodore  Wygant,  M.D.,  of  Troy, 
died  on  August  23  at  Samaritan  Hospital  at  the 
age  of  seventy-five.  Dr.  Wygant  graduated 
in  1914  from  Albany  Medical  College.  He  was  a 
charter  member  of  the  Rensselaer  County  Board 
of  Health  and  a former  superintendent  and 
member  of  the  board  of  directors  of  the  Pawling 
Sanitarium. 


Share 
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The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  {particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by 
the  American  Medical  Association  with  the  collaboration  of  The 
World  Medical  Association  to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  international  good  will.  Your  co- 
operation in  this  program  will  be  greatly  appreciated  and  your  contact 
with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove 
very  gratifying.  If  you  wash  to  participate  in  this  program,  send  your 
name,  address,  and  titles  of  journals  you  will  contribute  to  DOCTOR- 
TO-DOCTOR  PROGRAM,  % The  World  Medical  Association,  Inc., 
10  Columbus  Circle,  New  York,  New  York  10019. 
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Medical  Meetings 


Meeting  to  feature  panel  on  Medicare, 
Medicaid  impact  on  medical  practice 

A symposium  on  the  impact  of  Medicare  and 
Medicaid  on  medical  practice  will  be  conducted 
by  the  American  Academy  of  Compensation 
Medicine  on  November  16  at  8:00  p.m.  in  the 
Einhorn  Auditorium  of  Lenox  Hill  Hospital, 
New  York  City.  The  symposium,  which  is  a 
feature  of  the  annual  meeting  of  the  American 
Academy  of  Compensation  Medicine,  will  deal 
with  the  main  issues  involved  in  Medicare  and 
Medicaid,  but  it  is  also  expected  to  focus  on 
certain  compensation  problems  that  have  arisen 
as  a result  of  these  laws. 

Participating  in  the  panel  discussion  will  be 
Hollis  S.  Ingraham,  M.D.,  commissioner  of 
health  for  the  State  of  New  York;  C.  Carlyle 
Nuckols,  Jr.,  M.D.,  deputy  commissioner,  divi- 
sion of  medical  services,  New  York  State  De- 
partment of  Social  Welfare;  and  George 
Himler,  M.D.,  vice-speaker.  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York, 
and  cochairman  of  the  Advisory  Committee 
to  the  New  York  State  Interdepartmental 
Health  Economics  Committee.  William  B. 
Rawls,  M.D.,  New  York  City,  chairman  of  the 
Board  of  Governors  of  the  Academy,  will  serve 
as  moderator. 


Hospital  announces  grand  rounds  sessions 

Grand  rounds  conferences  through  the  month 
of  December  at  the  Brookdale  Hospital  Center 
in  Brooklyn  will  be  as  follows:  November  16 — 
Multiple  Myeloma,  H/Chain  Disease  and  Macro- 
globulinemia,  Elliot  Osserman,  M.D.,  associate 
professor  of  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons;  Novem- 
ber 23 — Systemic  Lupus  Erythematosus,  William 
Dameshek,  M.D.,  professor  of  medicine,  The 
Mount  Sinai  Hospital,  New  York  City;  Novem- 
ber 30 — Recent  Advances  in  Cardiac  Surgery, 
Frederick  Bowman,  M.D.,  assistant  professor 
of  surgery,  Ferdinand  McAllister,  M.D.,  as- 
sociate professor  of  clinical  surgery,  both  of 
Columbia  University  College  of  Physicians  and 
Surgeons,  Charles  Ripstein,  M.D.,  director, 
Department  of  Surgery,  B.  George  Wisoff, 
M.D.,  and  Joseph  Blok,  M.D.,  all  of  Brookdale 
Hospital  Center;  December  7- — Schistosomiasis, 
Harold  W.  Brown,  M.D.,  parasitologist,  Colum- 
bia University  College  of  Physicians  and  Sur- 

Material  for  inclusion  in  the  medical  meetings  section  must 
l)e  received  six  weeks  prior  to  publication  date. 


geons;  December  14 — Thyroid  Disease,  Henry 
Aranow,  Jr.,  M.D.,  associate  professor  of  medi- 
cine, Columbia  University  College  of  Phy- 
sicians and  Surgeons;  and  December  21 — Gout, 
Felix  E.  Demartini,  M.D.,  assistant  professor 
of  medicine,  Columbia  University  College  of 
Physicians  and  Surgeons. 

Ophthalmologic  society  initiates  meeting 

The  first  annual  clinical  meeting  of  the  Society 
for  Cryo-Ophthalmology  will  be  held  at  the 
Dunes  Hotel  in  Las  Vegas,  January  8 through 
10.  Among  the  participants  in  the  scientific 
sessions  will  be  Charles  Kelman,  M.D.,  Harvey 
Lincoff,  M.D.,  R.  David  Sudarsky,  M.D.,  and 
Andrew  de  Roetth,  Jr.,  M.D.,  all  of  New  York 
City.  The  clinical  aspects  of  cryo-ophthal- 
mology  will  be  stressed,  including  cataract, 
glaucoma,  retinal  detachment,  and  herpetic 
keratitis. 

The  fee  of  $10  will  include  one  year’s  mem- 
bership in  the  society.  For  further  information 
contact:  John  G.  Bellows,  M.D.,  30  N.  Michigan 
Avenue,  Chicago,  Illinois. 

Ophthalmology  subject  of  courses 

Downstate  Medical  Center  is  offering  two 
postgraduate  programs  in  ophthalmology.  A 
course  in  Corneal  Surgery  given  by  A.  Benedict 
Rizzuti,  M.D.,  director,  Corneal  Clinic,  Brook- 
lyn Eye  and  Ear  Hospital,  will  meet  Wednes- 
days, February  15  through  March  1.  A course 
in  Plastic  Surgery  given  by  Martin  Bodian, 
M.D.,  director,  Plastic  Surgery  Clinic,  Brooklyn 
Eye  and  Ear  Hospital,  will  be  held  Thursdays, 
April  6,  13,  and  20. 

Courses  will  be  held  from  7:30  to  9:30  p.m. 
in  the  second  floor  lecture  hall  of  the  Basic 
Sciences  Building,  Downstate  Medical  Center, 
450  Clarkson  Avenue,  Brooklyn,  New  York 
11203. 

Roentgen  society  to  meet  in  April 

The  Spring  Conference  of  the  New  York 
Roentgen  Society  will  be  held  April  27  through 
29  at  the  Waldorf-Astoria  Hotel  in  New  York 
City. 

For  further  information  contact:  Arnold  L. 
Bachman,  M.D.,  Secretary,  New  York  Roent- 
gen Society,  Francis  Delafield  Hospital,  99 
Fort  Washington  Avenue,  Department  of 
Diagnostic  Radiology,  New  York,  New  York 
10032. 
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SQUIBB  NOTES  ON  THERAPY 


‘“Tranquilizer’  is  not  a good  word”' 


//“THIS  classification  is  psychologi- 
I cal ly  too  seductive,  pharma- 
cologically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."2 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary3  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects, 
however,  can  be  misleading.  The 
same  effects  by  which  the  dic- 
tionary defines  a tranquilizer  have 
sometimes  been  seen  after  ad- 
ministration of  a sedative  — or, 
for  that  matter,  a placebo. 
Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference"1  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 
'Tranquilizers'  have  differences  in 
action,  differences  in  effect 
Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their  ac- 
tions — and  in  their  effects.  They 
have  been  divided  into  three  cat- 
egories — the  rauwolfia  group, 
the  'minor'  tranquilizers,  and  the 
phenothiazines.5 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.5 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calm- 
ing action,  anticholinergic  seda- 
tives, or  antispasmodics.5 
The  phenothiazines  are  consid- 
ered 'major'  tranquilizers  because 
they  alter  psychotic  behavior.1 
This  classification  may  have  done 
them  more  harm  than  good  be- 
cause it  implies  that  the  pheno- 
thiazines should  be  reserved  for 
the  more  severely  disturbed.  This 
is  not  ncessarily  true. 


The  phenothiazines  — and 
the  problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambula- 
tory patients  has  been  the  fear 
that  excessive  sedation  will  im- 
pair the  patient's  ability  to  func- 
tion. This,  however,  is  less  of  a 
problem  with  some  of  the  pheno- 
thiazines. 

"Clinically  they  may  be  differen- 
tiated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to 
be  inversely  proportional.  That  is, 
the  least  potent,  the  one  which 
is  used  in  highest  dosage,  chlor- 
promazine,  is  the  most  sedative, 
while  the  reverse  holds  true  for 
fluphenazine."4 

In  a recent  report  on  various 
studies  conducted  over  several 
years  evaluating  360  patients 
treated  for  anxiety  and  stress  with 
seven  phenothiazines,  this  inverse 
relationship  of  potency  to  seda- 
tion was  confirmed.7  Also  under 
consideration  was  the  degree  to 
which  the  particular  phenothia- 
zines neutralized  anxiety  (the 
angolytic  index).  Interestingly 
enough  there  was,  again,  an  in- 
verse relationship.  The  most  seda- 
tive of  the  phenothiazines  ap- 
peared to  be  the  least  active  in 


Contraindications:  Do  not  use  with  high 
doses  of  hypnotics  or  in  patients  with 
subcortical  brain  damage.  Use  with  cau- 
tion in  patients  with  a history  of  convul- 
sive disorders.  Severe  reactions  may  occur 
in  patients  with  idiosyncrasy  to  other 
centrally-acting  drugs,  and  severe  hypo- 
tension may  occur  in  patients  with  spe- 
cial medical  disorders,  e.g.  mitral 
insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anes- 
thetics and  C.N.S.  depressants  may  be 
potentiated.  Hypotension  may  occur  in 
patients  undergoing  surgery.  Do  not  use 
epinephrine  for  treatment  of  the  hypoten- 
sive reactions  which  may  appear  in  pa- 
tients on  phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions, 
allergic  skin  reactions,  the  possibility  of 
anaphylaxis,  drowsiness,  visual  blurring, 
dizziness,  insomnia,  nausea,  anorexia, 
salivation,  edema,  perspiration,  dry 


neutralizing  anxiety.  Fluphena- 
zine,  one  of  the  least  sedative,  on 
the  other  hand,  was  found  to  be 
most  effective  in  relieving  anxiety.7 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 


BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

‘adapted  from  Sainz7 

Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work 
without  their  normal  daily  activi- 
ties being  restricted. 

Because  of  its  longer  duration  of 
action,  Prolixin,  in  doses  of  as  lit- 
tle as  one  to  three  milligrams  in 
adults,  generally  taken  once  a day, 
is  effective  in  maintaining  many 
patients  free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hy- 
potension, and  jaundice  and  biliary  sta- 
sis may  occur.  Routine  blood  counts  are 
recommended  to  determine  possible 
blood  dyscrasias;  if  symptoms  of  upper 
respiratory  infection  occur,  discontinue 
drug  and  institute  appropriate  therapy. 
Available:  1 mg.  tablets.  Bottles  of  50 
and  500. 

For  full  prescribing  information,  see 
package  insert. 
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PROLIXIN® 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


t 


“A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  1 00  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
• ...This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . 


“ Mediatric  ( steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 


‘‘Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F:  Gerontologist  2:77 
(June)  1962. 


McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


‘‘Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
-or  won’t— eat  properly... balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 
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steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N.Y.  10017  • Montreal,  Canada 
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DEAR  DOCTOR: 


George  Washington 

told  the  truth  (as  usualj 


"My  manner  of  living  is  plain  and  I do  not  mean 
to  be  put  out  of  it.  A glass  of  wine  and  a bit  of  mutton 
are  always  ready,  and  such  as  are  content 

to  partake  of  that  are  always  welcome." 


<JL>  DEAR  DOCTOR: 

George  Washington  told  the  truth  (as  usual)  about  cherry  trees  and  wine. 
He  liked  wine,  as  you  see  above.  He  hoped  his  guests  would  like  it,  too. 
And  his  wife  Martha  (a  famous  cook— do  you  know  her  book?)  liked  it, 
too. 

So  we  do  not  hesitate,  Doctor,  to  recommend  California  wines  in  the 
diets  of  yourself  and  many  of  your  patients.  As  you  know,  they  provide 
antibacterial  pigments,  Vitamin  B,  amino  acids,  iron,  sugar,  polyphenols, 
and  just  plain  pleasure.  We  believe  that  pleasure,  for  someone  in  your 
demanding  profession,  is  very  important.  Here’s  to  your  pleasure  and 
health,  as  well  as  that  of  your  patients! 

We’d  like  very  much  to  send  you  (at  the  drop  of  a note  on  your  letter- 
head) two  most  interesting  free  booklets:  “WINE  COOKERY— THE  EASY 
WAY,”  which  will  make  a kitten  of  your  wife  and  a barbecue  lion  of 
yourself;  and  “USES  OF  WINE  IN  MEDICAL  PRACTICE,”  newly  re- 
vised, 64  pages,  which  summarizes  a quarter  of  a century  of  scientific 
research  on  wine  and  its  relation  to  your  patients’  well-being.  We  are 
quite  sure  you  will  find  it  useful. 

Will  you  drop  us  a note?  You'll  receive  both  booklets  free. 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT.  2,  SAN  FRANCISCO,  CALIF.  94103 


Here’s  to  your  health  again,  Doctor,  with  wine! 
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UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp*  Extentabs 

(Dimetane®  [brompheniramine  maleate),  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10- to  12-hour  form. 

’Schiller,  I.  W.,  and  Lowell,  F.  C.:  New-England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

yWROBINS 


The  full  Va-  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


Phenaphen 
with  Codeine 


the  only  leading 
compound  analgesic 
that 

instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  gr. 

(Warning:  may  be  habit  forming) 

Aspirin  (21/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 

I/2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  prod- 
ucts, avoid  excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  - nausea, 
constipation,  and  drowsiness  have  been  reported. 


A H ROBINS  CO..  INC  . Richmond.  Va  23220 
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crp]asy  on 
thocrQudget . . . 

cE]asy  on 

the  Q.iy[ract 

GH  G^  T a ble  ts  (Gp  Elixir  J/q)  Vq) 
cpor  ^Jron  Cr[)eficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


® 


FERROUS 


on 

GLUCONATE 
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Should  a broker’s  advice 
be  labeled  “his”  and  “hers 


In  days  gone  by,  any  security  involving  more  than  minimum 
risk  was  “for  men  only”  and  the  only  stocks  considered  suitable 
for  women  were  arch  conservative  blue  chips.  But  in  today’s 
market,  there  are  many  women  for  whom  the  classic  “secure” 
stocks  are  inappropriate.  (And  there  are  many  men  who  have 
no  right  to  buy  anything  else.) 

To  help  with  these  decisions,  you’ll  find  many  timely  issues 
spotlighted  in  our  current  bulletin.  Complimentary  copy  will 
give  you  our  “particular  point  of  view.” 


Send  for  your  copy,  no  obligation  ■ 


Tessel,  Paturick,  & Ostrau,  Inc. 

Members:  New  York  Stock  Exchange  • American  Stock  Exchange 

61  BROADWAY,  425-2288  • 341  5th  AVE.,  689-3111  • N.Y.C. 

Los  Angeles,  Calif.— Cincinnati,  Ohio— Cedarhurst  & Huntington,  L.I. 


NYS-11 


Name Address. 


City. 


. State . 


Zip Telephone  No. 


“I  wish  I had  a million  of  ’em” 


Security 

FOR  AMERICANS 

It  's4J_l9e>*  , 
★ . ★ 

* ★ ★ ★ * 


Jimmy  Durante  has  been  a 
friend  of  Savings  Bonds  for 
a long  time.  He  was  already 
one  of  America’s  best-loved 
comedians  when  the  Treas- 
ury Department  issued  the 
first  Series  E Bond  on  May 
1,  1941. 

Working  hand-in-hand 
with  a team  of  other  volun- 
teers from  all  walks  of  life, 
Jimmy  has  helped  sell  more 
than  $150  billion  in  Savings 


Bonds  to  the  American 
people.  Bonds  for  education, 
new  homes,  retirement, 
emergencies.  Dollars  that 
grow  to  make  your  future 
more  secure. 

And  dollars  that  help  our 
fighting  men  in  Vietnam. 

Buy  U.  S.  Savings  Bonds 
where  you  bank  or  work. 
Better  start  now,  though,  if 
you  ever  expect  to  have  a 


million  of  'em.  

Buy  U.  S.  Savings  Bonds  (wXi5^ 


m 


The  V . S.  Government  does  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with 
the  Treasury  Department  and  The  Advertising  Council. 
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what 
time 
is  it? 

For  the  past 
two  years 
there's  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 

to  tine. 


Tuberculin, 

Tine^iSTest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  21 
Order  now 
from  your  pharmacis 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-6— 404bR 


Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 0?f  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Index  to  Advertised  Products 


Analgesics 

Phenaphen  (A.  H.  Robins  Company) 2964 

Analeptic-vitamins 

Alertonic  (Wm.  S.  Merrell  Company) 2878-2879 

Antacids 

Romach  (ROR  Chemical  Company) 2886 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2865 

Declomycin  (Lederle  Labs.,  Div.  Amer.  Cyanamid 

Co.) 2873-2874 

llosone  (Eli  Lilly  & Company) 2892 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 2890-2891 

Antihistamine  decongestants 

Novahistine-LP  (Pit man  Moore) 2862-2863 

Antihypertensives 

Rautrax-N  (E.  R.  Squibb  & Sons) 2855 

Appetite  suppressants 

Preludin  (Geigy  Pharmaceuticals) 2870-2871 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2883 

Coronary  vasodilators 

Peritrate  (Warner-Chilcott  Laboratories) 2858-2859 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2853 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  cover 

Tine  Test  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2967 

Hematinics 

Fergon  (Breon  Laboratories) 2965 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 2857 

Intestinal  bulk 

Metamucil  (G.  D.  Searle  & Company) 2897 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 2886 

Wine  (Wine  Advisory  Board) 2962 

Multivitamins 

Stresscaps  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Nasal  decongestants 

Dimetapp  (A.  FI.  Robins  Company) 2963 

Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 2888-2889 

Sex  hormones  & vitamins 

Mediatric  (Ayerst  Laboratories) 2960-2961 

Steroids  & hormones 

Aristocort  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2898 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 2850-2851 

Topical  corticosteroids 

Synalar  (Syntex  Laboratories) 2880-2881 

Tranquilizers 

Prolixin  (E.  R.  Squibb  & Sons) 2959 

Stelazine  (Smith  Kline  & French  Laboratories)...  2972 


Valium  (Roche  Laboratories) 2nd  cover-2849 

Vistaril  (Pfizer  Laboratories) 2866-2867,  2868 


PINEWOOD  Waiter  A.^hompson^  M^F.  A.P.  A. 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P,A. 
Katonah,  N.y.  Tel:  CEntral  8-31 55  NYC,  Direct,  Tel:  CY  5-0864 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  NSG 

Five  ficiee  of  Pinewo-ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  48  years,  our  graduates 
have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School  254(&)  cn'-uu 19 

175  Fulton  Ave.,  (Hempstead,  L.I.  (516)  IV  1-8774 
__  EST.  1984  • Licensed  by  the  State  of  New  York 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  IS  LOOKING 
for  position  in  hospital  of  150  to  200  beds  as  head  of  de- 
partment. Interested  in  hospital  willing  to  have  a dy- 
namic x-ray  department  with  performance  of  special  proce- 
dures (vasculografia).  Isotopes  and  therapy  will  be  wel- 
come. Box  455,  % NYSJM. 


RADIATION  THERAPIST  WITH  EXTENSIVE  Ex- 
perience, Diplomate  American  Board  of  Radiology, 
Director  of  Radiotherapy  Department  of  large  New 
York  City  hospital,  presently  pensioned,  will  consider 
part-time  or  full-time  connection.  Also  consultations. 
Box  470,%  NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


LOCUM  TENENS  FOR  ONE  MONTH,  SOUGHT  BY 
Board  certified  internist.  Prefer  Westchester  County, 
Jan.-May,  1967.  Box  479,  % NYSJM. 


ANESTHESIOLOGIST,  DIPLOMATE  AMERICAN 
Board,  university  trained,  wide  experience  including 
administration,  seeks  responsible  post.  Consider  form- 
ing dept.  Fee  for  service,  group  or  academic.  Metro- 
politan or  suburban.  All  openings  considered.  Details 
in  first  letter  please.  Box  475,  % NYSJM. 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


BOARD  ELIGIBLE  INTERNIST  OR  TWO-YEAR-IN- 
temship.  The  satisfaction  of  working  where  needed. 
Wholesome  Berkshire  country  living.  The  benefits  of  a 
cooperative  professional  association.  Excellent  modern 
facilities.  Guaranteed  first-year  minimum.  Reply  Box 
317,  %NYSJM. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS 
needed  in  Connecticut  communities  of  Ansonia,  Shelton, 
Derby,  Seymour  and  Oxford.  Opportunities  for  family 
practice,  internal  medicine,  pediatrics  and  medical  and 
surgical  sub-specialties  in  prosperous  suburban  area  of 
70,000  population.  Excellent  general  hospital  under- 
going $6  million  expansion.  Write:  Chief  of  Staff,  Grif- 
fin Hospital,  Derby,  Connecticut. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  ELIG- 
ible,  Margaretville,  N.Y.  Hospital  fully  accreditated. 
Four  season  recreation  area  in  Catskill  Mountains.  Good 
social  and  educational  facilities.  Some  general  practice 
until  established.  Replacement  building  Program  in- 
itiated. Guaranteed  income.  Apply:  W.  B.  Sheldon, 

Administrator,  Margaretville  Hospital,  Margaretville, 
N.Y. 


RESIDENTS  IN  PSYCHIATRY:  OPENING  FOR 

January  1,  1967  and  July  1,  1967.  Stipend  $11,400  for 
physicians  just  completing  internship.  Federal  stipend 
available  to  physicians  with  4 years  non-psychiatric 
training  or  experience  following  internship  amounting  to 
$12,000  annually  with  an  extra  $3,600  tax  exemption. 
Graduates  of  American  schools  must  be  eligible  for  Iowa 
Licensure.  Foreign  graduates  must  have  ECFWG 
certificate.  Hospital  has  450  in-patients,  large  out- 
patient dept..  Children’s  Unit  with  Board  certified  child 
psychiatrist.  Eclectic  program  with  emphasis  on  com- 
munity and  existential  psychiatry.  Thirteen  senior 
staff  members  including  ten  Board  certified.  Numerous 
consultants.  Authorized  for  12  residents.  Affiliation  with 
University  of  Iowa.  Enthusiastic  and  dynamic  training 
and  treatment  programs  that  are  best  understood  by  a 
personal  visit.  Write  or  call  collect:  W.  C.  Brinegar,  M.D., 
Supt.,  or  John  J.  Worthington,  M.D.,  Mental  Health 
Institute,  Cherokee,  Iowa. 


PHYSICIAN-PEDIATRICIAN,  BOARD  CERTIFIED/ 
qualified,  N.Y.  State  license.  Half-time;  excellent  salary- 
fringe  benefits.  Jewish  Hospital  of  Brooklyn,  Greenpoint 
Hospital  Division,  300  Skillman  Ave.  EV  7-3010,  ext. 
270. 


APPROVED  RESIDENCIES  AND  INTERNSHIPS  IN 
medicine,  surgery  and  pediatrics  available  at  221  bed 
JCAH,  AHA  and  AMA  accredited  hospital;  stipend 
up  to  $505  per  month  for  residents  and  up  to  $425 
per  month  for  interns;  maintenance  including  living 
quarters,  uniforms  and  personal  laundry  service,  family 
health  service,  hospitalization  insurance  and  malpractice 
insurance  furnished  by  hospital.  Married  residents  and 
interns  provided  with  additional  $50  per  month  living-out 
allowance.  ECFMG  certificate  required.  Write:  Ex- 
ecutive Director,  Knickerbocker  Hospital,  70  Convent 
Ave.,  New  York,  N.  Y.  10027. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading 
to  partnership.  Starting  salary  up  to  $19,000.  Include 
complete  curriculum  vitae  in  reply.  Box  471,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  up  to  $19,000.  Include  complete  curriculum 
vitae  in  reply.  Box  472,  % NYSJM. 


WANTED:  GENERAL  PRACTITIONER  FOR  IN- 

corporated  village,  northern  New  York.  Dairying  and 
paper  manufacturing  center.  Near  accredited  hospital. 
Good  fishing,  hunting  and  ski  area.  Box  448,  % NYSJM. 


TWO  GENERAL  PRACTITIONER  OR  INTERNIST 
openings  in  Sodus  and  Williamson,  near  Rochester,  New 
York,  bordering  Lake  Ontario.  Independent  practice. 
New,  fully  paid  for  accredited  60  bed  hospital  immediate 
area.  Suburban  living  with  advantage  of  easy  access  to 
city  and  large  medical  center.  Income  possibilities  ex- 
cellent. Ideal  location  for  family.  Cultural,  recreational 
advantages.  For  details  write  Physician  Procurement 
Committee,  Myers  Community  Hospital,  Sodus,  New 
York. 


RADIOLOGIST,  BOARD  CERTIFICATE,  TO  JOIN  AN 
active  private  group  of  radiologists.  First  year,  salary, 
leading  to  partnership.  Fulltime.  Box  474,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE. 
Position  open  as  associate  in  busy  department  in  275 
bed  general  hospital,  upstate  New  York.  Renumeration 
on  percentage  basis;  approximately  20,000  diagnostic 
cases  per  year.  Box  477,  % NYSJM. 


OB-GYN  MAN  TO  JOIN  TWO  ESTABLISHED  OB- 
stetricians  in  western  New  York  medical  school  city. 
Must  have  service  obligation  completed,  and  Boards  or 
obtaining  same.  Position  available  immediately.  Box 
478,  % NYSJM. 


LEAVING  FOR  RESIDENCY  JULY  1967.  NEED  G.P. 
or  generalist  to  take  over  active  practice  near  Rochester. 
Modern,  well-equipped  office  building.  Building  or 
equipment  may  be  rented  or  purchased.  Hospital  nearby. 
Box  476,  % NYSJM. 


DOCTORS  NEEDED:  JOIN  NEW  GROUP  PRACTICE 
being  established  in  luxury  professional  office  in  New  York 
City.  Reduce  costs  by  sharing  expenses.  Openings  for 
all  specialties,  as  well  as  G.P.’s.  (212)  KI  9-9500. 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  for  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480,  % NYSJM. 


PEDIATRICIAN  FOR  EXPANDING  MEDICAL  GROUP 
in  New  York  City.  Reply  Box  481,  % NYSJM. 


INTERNIST  WANTED:  BERGEN  COUNTY,  NORTH 
Jersey.  Suburban  area  30  minutes  from  Manhattan, 
with  10  physicians,  no  internists,  Excellent  staff  facilities. 
Home-office  for  sale,  seven  years  old.  $30,000.  Box  485, 
% NYSJM. 


PHYSICIAN,  LICENSED,  MALE  pR  FEMALE,  FULL 
time.  Progressive  Jewish  Home  in  Bronx.  500  beds. 
Salary  open.  Box  484,  % NYSJM. 


PHYSICIAN  WANTED— TO  STAFF  COMMUNITY 
owned  combined  8-room  home,  4-room  clinic  equippel, 
with  X-ray,  etc.  Area  2,500  pop.  Union  High  Scholl 
churches.  One  or  two  physicians  wanted.  Island  Pond 
Medical  Center,  Inc.,  Box  544,  Island  Pond,  Vt.  05846. 
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PHYSICIANS  WANTED— CONT’D 


DIRECTOR,  WELLS  COLLEGE  STUDENT  HEALTH 
Service,  Aurora,  N.Y.  needs  a physician  for  the  period 
of  Sept.  1967 — June  1968  or  1968-1969  during  present 
director’s  sabbatical  leave.  For  details  apply  to  Marshall 
Louis,  M.D.  at  Wells  College. 


PRACTICE  WANTED 


PHYSICIAN,  MALE  WITH  TWENTY  YEARS  U.S. 
training  and  experience  in  general  medicine,  preventive 
medicine  and  psychiatry,  desires  a suitable  relocation  to 
an  Upstate  New  York  community  with  open  local  hos- 
pitals. Military  service  completed.  Family  prefers  to 
live  in  a dairy  or  farm  area.  Box  482,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


WELL  ESTABLISHED  UNOPPOSED  PRACTICE  OF 
recently  deceased  ophthalmologist,  located  in  southwestern 
New  York  State.  Please  contact:  Mr.  Ray  Glosser,  6 

Myrtle  Ave.,  Hammondsport,  New  York.  Phone  (607) 
569-2179. 


DECEASED  DOCTORS  35  YEAR  OLD  GENERAL 
practice  of  medicine  for  sale.  Will  also  lease  or  sell  house 
in  desirable  Forest  Hills,  consisting  of  a six  room  fully 
equipped  office  on  the  first  floor,  and  a three  room  apart- 
ment on  the  second  floor.  Call  BO  8-3325. 


ACTIVE  PRACTICE  AVAILABLE  FOR  PHYSICIAN 
desiring  to  settle  in  attractive  suburban  setting  near 
Rochester.  Progressive  community  with  fine  schools  and 
lovely  homes.  Write  BULLETIN,  1441  East  Ave., 
Rochester,  N.Y.  14610. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp. 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.Y.  RE  7-1066. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914) -454-0322 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


NEW  OFFICE  TO  SHARE  IN  BETHPAGE,  L.I.,  549 
Stewart  Avenue.  Shopping  center  area;  good  opportunity 
for  surgeon,  ENT,  oculist,  dermatologist,  Ob-Gyn.  Call 
(516)  WE  1-2164  or  (516)  CH  9-8110. 


GLEN  COVE,  N.Y.  COLONIAL  RESIDENCE  AND 
office  for  sale.  Residence,  eight  room,  2 baths,  maids 
room,  bath,  upstairs  porch.  Office  connects  with  house, 
3 rooms,  lavatory,  or  heat  and  fire  place.  Two-car  garage; 
centrally  located.  Property  75  X 125.  Established  gen- 
eral practice;  records  available.  $35,000.  (516)  OR 

1-5334. 


PLAINVIEW,  L.I.  PHYSICIAN’S  HOME-OFFICE  FOR 
sale.  High  ranch,  3 bedrooms,  2 ‘/a  baths,  5 room  office 
attached.  Aluminum  siding,  central  air-conditioning, 
Gunite  swimming  pool.  Choice  location.  $48,000.  Tel: 
(516)  938-3027. 


PROFESSIONAL  APTS:  BRONX,  N.Y.  IDEAL  LOCA- 
tion.  Suites  of  3,  5,  8 rooms.  Private  street  entrance  in 
new  luxury  apt.  bldg.  Convenient  to  transportation. 
Prime  growing  area  can  be  set  up  for  private  practice, 
for  group  practice,  or  as  a clinic.  Attractive  rents.  (212) 
KI  9-9500. 


15  WOODED  ACRES  ON  LAKE,  MONROE,  N.Y.,  ONE 
hour  N.Y.C.  $75,000.  Call  (914)  783-1522. 


DESIRABLE  LOCATION,  AVAILABLE  IMMEDI- 
ately;  114  East  71st  Street,  between  Park  & Lexington 
Aves.  7 story,  elevator  building,  hall  attendants.  Ground 
floor  west,  approx.  2,000  sq.  ft.,  suitable  for  one  or  more 
doctors.  Offices  only  & rental  $550  per  mo.  Also,  4th 
floor  west,  professional  living  7 rooms  & 2 baths;  rental 
$350  per  mo. 


STONY  BROOK,  LONG  ISLAND:  FOR  SALE  OR  RENT, 
custom  11  room  Colonial  with  4 VI  room  equipped  office 
wing,  separate  entrance,  main  thoroughfare.  Comer, 
aA  acre  wooded.  Walking  distance  of  giant  new  develop- 
ment and  State  University.  2-car  garage,  central  air- 
conditioning.  Superb  location  any  professional.  Call 
(516)  941-9482. 


RIVERSIDE  DRIVE,  LOW  80’S,  SEMI-PROFESSIONAL 
4 'A,  suitable  for  psychiatrist;  15  X 25  ft.  living  room, 
2 large  bedrooms,  2 baths,  outside  kitchen  with  dinette, 
large  dining  foyer;  6 large  closets;  Park  view,  fully 
serviced  building.  $346.  TR  4-1466. 


PORT  WASHINGTON:  1 BLOCK  FROM  R.R.;  2 

treatment  rooms,  all  utilities  & air  conditioning  present. 
Reception  room,  lab.,  dark  room,  lavatory,  business  office, 
private  office.  Large  private  parking  area.  PO  7-2626. 


PROFESSIONAL  SUITE  (600  SQ.  FT.)  AND  COMMON 
waiting  room,  small  medical  building.  Air-conditioning, 
ample  parking,  convenient  to  transportation  and  hospitals, 
adjoining  bank  and  library.  Immediate  occupancy. 
Ideal  opportunity  for  allergist,  ophthalmologist,  dermatol- 
ogist, psychiatrist  or  other  specialty.  Inspection  any- 
time. 101  New  York  Ave.,  Massapequa,  N.Y.  (516) 
PY  8-5363. 


PSYCHOTHERAPIST’S  OFFICE,  124  EAST  84TH  ST., 
Manhattan.  Air-conditioning,  wall-to-wall  carpeting, 
electricity,  maid  service,  all  included.  Share  furnished 
waiting  room.  $135/mo.  Call  UN  1-1640,  or  YU  8-8503. 
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but  not 

your 

patient 


For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 


„ „ trif  liiopcraxiiic 


Before  prescribing,  the  physician  should  be  familiar  with  the  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The  following  is  a brief  precautionary 
statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side 
effects  reported  with  phenothiazine  derivatives,  please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories,  Philadelphia 


killer 

within  the  cell 

i The  lysosome,  a recently  discovered  cytoplasmic 
substructure,  has  been  dubbed  a cellular  “killer”  or 
“suicide  bag”  because  of  its  role  in  inflammation. 
In  normal  healthy  cells,  these  organelles,  composed 
of  enzymes  and  enclosed  by  a membrane,  are  useful, 
but  when  tissue  insult  triggers  inflammation,  lyso- 
somes  become  destructive. 

Their  membranes  rupture, 
releasing  cytotoxic  enzymes 
that  destroy  first  the  “home”  cell 
and  then  other  surrounding  cells. 

Thus,  lysosomes  may  be  leading  protago- 
nists in  moving  along  the  train  of  inflamma- 
tory events  at  the  tissue  level— capillary  dilata- 
tion, increased  permeability  and  exudation; 
on  occasion,  advancing  to  granulation,  fibrosis 
and  scarring  with  some  permanent  and  irreversible 
loss  of  vital  tissue  function. 

In  the  treatment  of  inflammatory  disorders 
such  as  seasonal  and  perennial  allergic  rhinitis,  cor- 
ticosteroids have  for  more  than  a decade  been  very 
useful  therapeutic  agents.  Now,  with  a more  pen- 
etrating view  of  the  inflammatory  process,  there  can 


be  more  detailed  awareness  of  how  steroids  achieve 
their  anti-inflammatory  results. 

Corticosteroids  seem  to  act  directly  at  the  cellu- 
lar level,  stabilizing  cell  and  organelle  membranes 
and  preventing  the  destructive  release  of  lysosome 
“killer”  enzymes.  Apparently,  steroids  also  stabilize 
mast  cells,  preventing  explosive  histamine  release, 
and  so  influence  the  shape  and  movement  of  cells  as 
to  render  them  more  resistant  to  cytotoxins. 

For  anti-inflammatory  action  at  the  cellular  level, 
a most  valuable  corticosteroid  is  Medrol,  which 
combines  a high  degree  of  therapeutic  activity  with 
a low  incidence  of  side  effects.  In  treating  hay  fever 
orally,  Medrol  may  be  conveniently  given  as  a 21- 
tablet  Dosepak,*  providing  a brief 
(6-day)  diminishing-dosage 
course. 

This  simple  regimen 
can  often  provide 
symptomatic  relief  last- 
ing through  an  entire 
period  of  exposure  to 
the  causative  allergen.  When 


parenteral  administration  is 
preferred,  a single  intramuscular  injection  of 
Depo-Medrol  provides  direct,  concentrated  and 
sustained  corticosteroid  action  that  may  relieve 
rhinitis  symptoms  for  as  long  as  three  weeks. 


Depo-Medror 

(methylprednisolone  acetate) 

Formulas: 

Each  cc.  contains: 

20  mg. 

40  mg. 

Medrol®  (methylprednisolone) 
Acetate 

20  mg. 

40  mg. 

also: 

Polyethylene  Glycol  4000 

29.6  mg. 

29  mg. 

Sodium  Chloride 

8.9  mg. 

8.7  mg. 

Myristyl-gamma-picolinium 

Chloride 

0.19  mg. 

0.19  mg. 

Water  for  injection 

q.s. 

q.s. 

When  necessary,  pH  adjusted  with  sodium  hydrox- 

ide. 

Supplied:  40  mg./cc.  in  1 cc.  and  5 cc.  vials;  20 
mg./cc.  in  5 cc.  vials. 

Medrol‘Dosepak 

(methylprednisolone) 

Administration:  Medrol  Dosepak  dosage  consists 
of  21  4 mg.  tablets  to  be  administered  over  a pe- 
riod of  6 days,  beginning  with  6 tablets,  reducing 
the  number  of  tablets  by  one  each  succeeding  day. 
In  some  cases,  a maintenance  dose  of  4 mg.  per 
day  may  be  required. 

Supplied:  The  21-tablet  Dosepak  in  a convenient 
plastic  box;  each  tablet  contains  4 mg.  methyl- 
prednisolone. Also  available:  Tablets— 2 mg.  in  bot- 


tles of  30  and  100;  4 mg.  in  bottles  of  30,  100  and 
500;  16  mg.  in  bottles  of  50.  Medules®— 2 mg.  cap- 
sules in  bottles  of  30  and  100;  4 mg.  capsules  in 
bottles  of  30,  100  and  500. 

Contraindications:  Local  administration— acute  in- 
fection. Systemic  administration:  Absolute— herpes 
simplex  keratitis,  acute  psychoses,  and  tuberculo- 
sis. May  be  lifesaving  in  certain  cases  of  pulmo- 
nary or  meningeal  tuberculosis  when  given  with 
antituberculosis  agents.  Relative:  peptic  ulcer, 
Cushing’s  syndrome,  diverticulitis,  fresh  intestinal 
anastomoses,  osteoporosis,  renal  insufficiency, 
thromboembolic  tendencies,  chronic  psychotic  re- 
actions, local  or  systemic  infections  including  vac- 
cinia and  varicella,  fungal  diseases,  and  pregnan- 
cy, particularly  during  first  trimester.  Observe  new- 
born infants  of  these  mothers  for  signs  of  hypoadre- 
nalism. 

Precautions:  Periodic  determinations  of  serum  po- 
tassium should  be  performed  in  patients  receiving 
prolonged  corticoid  therapy.  Long-term  use  may 
suppress  adrenal  gland  function;  observe  patients 
accordingly.  Supportive  corticosteroid  therapy 
should  be  given  to  patients  undergoing  stress  of 
surgery,  trauma  or  infection.  Corticoids  may  mask 
signs  of  and  spread  infection;  hence  watch  all  pa- 
tients closely  and  employ  antibacterial  measures 
if  intercurrent  infection  occurs.  Do  not  dilute  or 
mix  with  other  solutions  when  administered  by  in- 
jection. 

Side  Effects:  Diabetes  mellitus,  hypertension  and 
congestive  heart  failure  may  be  aggravated  by  cor- 
ticoids, but  methylprednisolone  acetate  plus  di- 


uretics may  be  beneficial  In  cardiac  edema.  Poly- 
arteritis nodosa  and  acute  pancreatitis  may  be 
aggravated  by  corticoid  therapy  despite  reports  of 
favorable  therapeutic  effect.  Edema  rarely  occurs. 
Other  possible  side  effects:  diuresis  with  loss  of 
sodium,  osteoporosis  with  concomitant  spontaneous 
fractures,  aseptic  necrosis  of  the  hip,  peptic  ulcer, 
hyperglycemia,  glycosuria,  hypertension,  ecchy- 
mosis,  nervousness,  acne,  hirsutism,  thinning  of 
scalp  hair,  amenorrhea,  rounded  facies,  cutaneous 
striae  and  cervicothoracic  hump.  Negative  nitro- 
gen balance  may  occur  requiring  corrective  meas- 
ures. Posterior  subcapsular  cataracts  occur  rarely. 
On  occasion  retardation  of  linear  growth  noted  in 
children.  Incidence  of  muscle  weakness  or  wasting 
in  patients  receiving  methylprednisolone  appears 
to  be  low  in  contrast  to  the  more  frequent  occur- 
rence in  patients  receiving  steroids  containing  the 
9-alpha-fluoro  configuration.  In  some  patients  im- 
provement in  steroid-induced  myopathy  has  been 
noted  after  withdrawal  of  the  fluorinated  steroid 
and  institution  of  methylprednisolone.  Joint  insta- 
bilities have  occurred  after  repeated  intra-articular 
injections.  Transient  flare-up  of  pain  may  follow 
intrasynovial  injection. 

Warning:  To  minimize  the  incidence  of  dermal 
atrophy,  do  not  exceed  recommended  doses  in 
intradermal  injections.  For  more  detailed  prescrib- 
ing information  on  these  products,  consult  your 
Upjohn  representative  or  see  the  | 
package  circular. 
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NOW -the  nutritional  supplement  that 
recognizes  the  child9 s special  need 7 23 
to  maintain  an  adequate  iron  intake 
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Iron  balance  is  precarious  throughout  childhood  due  to  the  metabolic  demands  of  rapid 
growth  and  body  development.' -2'3  The  three  to  six  year  old  is  predisposed  to  iron-poor 
nutritional  status  if  the  iron  intake  during  infancy  was  possibly  less  than  adequate.4  Even 
when  adequate  in  infancy,  growth  spurts  and  expanding  blood  volume  during  this  early  age 
make  the  body’s  demand  for  iron  equal  to  that  of  the  adult  male,5  and  frequently  greater 
than  is  provided  by  dietary  intake.  To  maintain  iron  equilibrium  and  avoid  drain  on 
iron  stores,  supplementary  iron  with  essential  vitamins6  7 deserves  consideration. 


Each  cherry-flavored 
chewable  tablet  contains : 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 400  U.S.P.  Units 

Vitamin  C (as  sodium  ascorbate)  50  mg. 
Niacinamide  20  mg. 

Vitamin  B,  (Thiamine)  2 mg. 

Vitamin  B2  (Riboflavin)  2.5  mg. 

Pyridoxine  HC1  (B8)  1 mg. 

Cyanocobalamin  (Bls)  1 meg. 

Iron  (Ferrous  Fumarate)  10  mg. 


Multiples  of  Minimum  Daily 
Requirements  (MDR)  by  Ages: 
2-6  6-12  Adults 


1.7 
1.0 
2.5 
4.0 
4.0 

2.7 


1.3 


1.7 
1.0 
2.5 

2.7 
2.7 
2.7 


1.0 


1.2 

1.0 

1.7 

2.0 

2.0 

2.0 


1.0 


•MDR  for  these  vitamins  has  not  been  determined. 

“The  iron  required  for  growth3’8  during  infancy 
and  childhood  obviously  varies  with  the  rapidity 
of  growth  at  different  periods.  If  a normal  male 
has  0.5  gm  of  iron  in  his  body  at  birth  and  5 gm 
when  he  stops  growing  at  about  the  age  of  20,  he 
must  accumulate  during  these  20  years  roughly 
4.5  gm  of  iron,  or  225  mg  per  year,  or  an  aver- 
age of  approximately  0.6  mg  per  day.  Similarly, 
if  a normal  female  has  0.5  gm  of  iron  at  birth 
and  4 gm  when  she  stops  growing  at  about  the 
age  of  15,  she  must  have  accumulated  3.5  gm 

Information  above  is  presented  tor  physicians  only. 
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of  iron,  or  approximately  230  mg  per  year,  or  an 
average  of  approximately  0.6  mg  per  day.  For 
the  growing  child,  therefore,  approximately  0.6 
mg  of  iron  per  day  must  be  absorbed  over  and 
above  that  lost  or  excreted  in  order  for  a posi- 
tive balance  to  be  maintained.” 

For  additional  information  use 
coupon  on  opposite  page. 

MILES  LABORATORIES,  INC. 

Elkhart,  Indiana  46514 


Choice  for  nutritional 
\ supplementation 

ONE-A-DAY®  Multiple  Vitamins  PLUS 

BRAND 


Each  tablet  provides: 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 400  U.S.P.  Units 

Vitamin  Bi  (Thiamine)  2 mg. 

Vitamin  B2  (Riboflavin)  2.5  mg. 

Vitamin  C (Ascorbic  Acid)  50  mg. 

Vitamin  Be  (Pyridoxine)  1 mg. 

Vitamin  B12  1 microgram 

Niacinamide  20  mg. 

Calcium  Pantothenate**  1 mg. 

Iron  (Ferrous  Fumarate)  15  mg. 


Each  One-A-Day  (Brand)  Multiple  Vitamins  Plus 
Iron  tablet  supplies:  the  adult  Minimum  Daily 
Requirement  of  vitamin  D;  1V4  MDR  of  vitamin 
A;  1%  MDR  of  vitamin  C;  2 MDR  of  vitamins 
B,  and  B2  and  Niacinamide,  and  1 'A  the  MDR 
of  Iron. 

"The  need  in  human  nutrition  is  not  established. 

ONE-A-DAY®  Multiple  Vitamins 

BRAND 

For  daily  supplementation,  each  red  tablet  sup- 
plies the  same  vitamin  content  as  above  but  with- 
out iron. 

See  Physicians’  Desk  Reference  for  formulas 


IRON 


Chewable  CHOCKS®  Multiple  Vitamins 

BRAND 


For  daily  supplementation,  each  soft,  fruit-fla- 
|vored  tablet  supplies  eight  essential  vitamins. 
May  be  chewed,  allowed  to  dissolve  in  mouth,  or 
crushed  and  placed  in  food  or  liquids. 

See  Physicians’  Desk  Reference  for  formulas 
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1 Clinical  Disorders  of  Iron  Metabolism  New  York.Grune  & Strat- 
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Recent  Research  has  increasingly  defined  the  role  of  the 
individual  nutrients  in  human  nutrition  and  provided 
biochemical  measures  of  tissue  desaturation  far  in  advance  of 
frank  clinical  disease  or  even  of  preclinical  metabolic 
derangement.  Many  of  these  tests  are  becoming  standardized 
and  have  been  used  in  nutritional  surveys  over  the  world. 
Guides,  some  more  satisfactory  than  others,  have  been 
developed  for  their  interpretation.  This  brochure  brings  some 
of  these  together  in  one  place,  along  with  other  information 
on  the  evaluation  of  nutriture  and  of  dietary  intake  in  the 
individual  patient,  for  use  by  physicians. 


We  are  pleased  that  some  teaching  centers  and  medical 
groups  have  already  requested  multiple  copies.  Please  indicate 
on  the  card  below  how  many  brochures  we  should  send. 


To  request  copies  — Fill  in  and  mail  this  coupon 


MILES  LABORATORIES,  INC.,  Elkhart,  Indiana  46514 
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Brochures  (indicate  how  many) 

ONE 10 25 

Patient  Starter  Samples 

CHOCKS®  PLUS  IRON  (10  mg.) 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses-diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsurpassed 
for  reducing  nasal  turgescence.  It  stops  the  stuffy  feel- 
ing at  once.  It  opens  sinus  ostia  to  re-establish  drainage 
and  lessen  the  chance  of  sinusitis.  With  Neo-Synephrine, 
in  the  concentrations  most  commonly  used,  deconges- 
tion lasts  long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue.  Sys- 
temic side  effects  are  virtually  unknown.  There  is  little 
rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 
is  available  in  a variety  of  forms, 
for  all  ages: 

Vs%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2 % solution  for  adults 

V2%  nasal  spray  for  adults 

V2V0  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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When  depressed  patients  say: 

"1  can't  sleep  at  night" 

“I’m  tired  all  day  long” 

NORPRAMIN 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 

helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  .complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
iess  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg./day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY  LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Little-known  moments  in  history 
No.  1: 

Mr.  Ra,  a sculptor,  was  commis- 
sioned by  Queen  Nefertiti  to  do  a 
statue  of  herself,  and  by  King  Tut 
to  do  a large  lion  for  his  front 
lawn.  Confused  by  vertigo,  Mr.  Ra 
got  the  whole  thing  mixed  up.  Did 
he  get  a royal  bawling-out! 


m - • tablets  svruP  m®  m ■ • 

Antivert  stops  vertigo 

(meclizine  HCI,  nicotinic  acid)  ® 


Tablets:  (meclizine  HCI)  12.5  mg.  and  nicotinic  acid  50  mg.) 
Syrup:  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25 
mg.  and  nicotinic  acid  25  mg.) 

Most  widely  prescribed  anti-vertigo  agent' 

Complete  to  moderate  relief  in  9 out  of  10  patients2 
Antivert,  the  leading  anti-vertigo  product,'  combines  mecli- 
zine HCI,  an  outstanding  drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug  of  choice  for  prompt 
vasodilation.  Prescribe  Antivert  for  your  patients  with  vertigo, 
Meniere’s  syndrome  and  allied  disorders. 

Precautions  and  contraindications:  Frequent,  short-lived  reac- 
tions include:  cutaneous  flushing,  sensations  of  warmth,  tingling 
and  itching,  burning  of  skin,  increased  gastrointestinal  motility, 
and  sebaceous  gland  activity.  In  explaining  these  reactions  to 
the  patient,  it  is  suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Because  of  this  vasodilation, 
severe  hypotension  and  hemorrhage  are  obvious  contraindica- 
tions to  Antivert  therapy.  Although  the  incidence  of  drowsiness 


and  other  atropine-like  side  effects  such  as  dry  mouth  and  blur- 
ring of  vision  is  low,  the  physician  should  alert  the  patient  to 
the  need  for  due  precautions  when  engaging  in  activities  where 
alertness  is  mandatory.  Use  in  pregnancy:  A review  of  available 
animal  data  reveals  that  meclizine  exerts  a teratogenic  response 
in  the  rat.  While  available  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a 
potential  for  adverse  effects  on  the  human  fetus.  Consequently, 
consideration  should  be  given  to  initial  use  of  a nonphenothia- 
zine  agent  that  is  not  suspected  of  having  a teratogenic  poten- 
tial. In  any  case,  the  dosage  and  duration  of  treatment  should 
be  kept  to  a minimum. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls  (5-10  cc.)  t.i.d. 
just  before  meals.  Specific  requirements  for  individual  patients 
should  be  determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500.  Syrup  in  pint  bottles. 
Rx  only. 

References:  1.  Based  on  1965  data  from  independent  physicians’ 
market  survey  organization.  2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobon® 

geriatric  supplement 

helps  keep  them 
'on  the  go’ 

Neobon  combines  hormones,  essential  hematopoietic  factors, 
a digestive  enzyme,  and  vitamins  and  minerals  with  the 
important  amino  acids  L-lysine  and  glutamic  acid.  When  used 
as  adjunctive  therapy,  such  medication  has  been  shown  to  be 
of  value  in  treating  patients  with  the  geriatric  syndrome.'  2 
You,  too,  can  help  your  geriatric  patients — with  or  without 
vertigo -lead  a more  active  life  by  prescribing  Neobon. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen 
or  androgen  therapy  should  not  be  used,  as  in  carcinoma  of 
the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  phy- 
sician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Duff  icy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936 
(Nov.)  1957.  2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.) 

me  1 ' ' 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate)  . . .2000  U.S.P.  units 
Vitamin  D 
(irradiated 

ergosterol)  . .200  U.S.P.  units 
Vitamin  B)  (thiamine 
mononitrate,  U.S.P.)  ..0.5  mg. 
Vitamin  B2  (riboflavin, 


U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine 

HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate).  .0.066  mg. 
Copper  (from 

copper  sulfate) 0.33  mg. 


'Enzymatically  active  defatted 
fresh  pancreas. 


Manganese  (from 
manganese  sulfate)  ..0.33  mg. 
Magnesium  (from 

magnesium  sulfate) 2 mg. 

Iodine  (from 

potassium  iodide)  . . .0.05  mg. 
Potassium  (from 
potassium  sulfate)  ..1.66  mg. 
Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from 

ferrous  sulfate)  ....3.40  mg. 
Vitamin  B,2  (cobalamin 
concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid, 

U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 
Pancreatic  substance*  ..50  mg. 

(4)  Gonadal  Hormones 
Methyltestosterone  ...  1.0  mg. 
Ethinyl  estradiol  ....0.006  mg. 

(5)  Amino  Acids 

L-lysine 50  mg. 

Glutamic  acid 30  mg. 
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State  expands  health  department; 
adds  new  programs  and  staff 

The  New  York  State  Department  of  Health 
is  undergoing  a major  reorganization  and  ex- 
pansion in  response  to  its  vastly  increased  duties 
under  new  environmental  health  and  medical 
care  laws.  Hollis  S.  Ingraham,  M.D.,  State 
Health  Commissioner,  explained  that  the  De- 
partment is  accelerating  its  attacks  on  chronic 
disease,  infant  mortality,  and  communicable 
disease  through  research,  education,  and  action 
programs.  To  this  traditional  work  have  been 
added  tremendous  new  responsibilities  for 
providing  quality  medical  care  to  all  the  people 
and  for  counteracting  pollution  and  other  men- 
aces from  man’s  environment. 

I.  Jay  Brightman,  M.D.,  Albany,  has  been 
appointed  to  the  new  post  of  Deputy  Com- 
missioner for  Medical  Services  and  Research. 
Dr.  Brightman,  who  has  been  Assistant  Com- 
missioner for  Chronic  Disease  Services  since 
1960,  will  supervise  four  divisions:  Medical 

Services,  Preventive  Services,  Laboratories  and 
Research,  and  Roswell  Park  Institute  in  Buffalo. 
For  the  Division  of  Medical  Services  under  Dr. 
Brightman,  David  B.  Ast,  D.D.S.,  Albany,  has 
been  appointed  director.  Within  the  Division 
of  Medical  Services  will  be  a Bureau  of  Medical 
Care  for  which  Frank  T.  Cicero,  M.D.,  Albany, 
has  been  named  director. 

Donald  Dickson,  M.D.,  New  City,  is  the  newly 
appointed  Associate  Commissioner  for  New  York 
City  Affairs.  In  this  capacity,  he  will  carry 
out  pollution  control  and  medical  assistance 
programs  in  the  city.  Dr.  Dickson  will  be 
working  under  Robert  P.  Whalen,  M.D., 
Albany,  who  was  appointed  a year  ago  to  the 
new  post  of  Deputy  Commissioner  for  Com- 
munity Health  and  Hospital  Affairs.  An 
Office  of  Health  Economics  in  Dr.  Whalen’s 
office  will  seek  ways  to  keep  hospital  and  other 
medical  care  costs  within  reasonable  limits. 

New  York  physicians  volunteer 
services  to  Viet  Nam 

Three  physicians  from  New  York  served  in 
South  Viet  Nam  during  the  months  of  October 
and  November.  Richard  M.  Fitzsimons,  M.D., 
and  Herbert  J.  Wilk,  M.D.,  of  Binghamton, 
and  Robert  F.  Horsch,  M.D.,  of  Westfield,  were 
stationed  at  Vietnamese  civilian  hospitals  for 
sixty-day  tours  of  duty  under  the  A.M.A. 
Volunteer  Physicians  for  Viet  Nam  program. 
This  program  is  designed  to  supply  medical  care 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


to  the  civilian  population  of  South  Viet  Nam 
through  the  volunteer  services  of  United  States’ 
physicians.  It  is  administered  by  the  A.M.A. 
and  financed  by  the  U.S.  Agency  for  Interna- 
tional Development. 

Physicians  sent  to  South  Viet  Nam  under 
the  program  serve  a sixty-day  tour  of  duty  at 
one  of  16  provincial  civilian  hospitals.  The 
volunteer  receives  only  his  transportation  and  an 
expense  allowance  of  $10  a day;  otherwise  his 
services  are  entirely  unpaid.  Vietnamese 
authorities  have  asked  the  United  States  to  en- 
courage American  physicians  to  serve  volun- 
tarily in  South  Viet  Nam  to  relieve  a serious 
shortage  of  civilian  physicians.  South  Viet 
Nam,  in  a state  of  war  for  twenty-five  years,  has 
only  700  physicians  to  serve  16  million  people, 
and  nearly  500  of  these  are  in  the  armed  forces. 

The  civilian  population  is  subject  to  major 
diseases  which  include  malaria,  tuberculosis, 
intestinal  parasitism  and  other  intestinal  dis- 
eases, meningitis,  typhoid  fever,  trachoma,  and 
leprosy.  In  addition,  civilians  are  frequently 
wounded  by  mines,  artillery  or  air  bombard- 
ment, and  small  arms  fire. 

Program  to  evaluate  rehabilitation 
measures  for  stroke  victim 

The  Burke  Rehabilitation  Center,  White 
Plains,  is  now  participating  in  a Stroke  Re- 
search Program  with  the  division  of  neurology, 
Department  of  Medicine,  Cornell  University 
Medical  College,  New  York  City.  The  project 
is  being  financed  under  a three-year  grant  of 
$139,059  from  the  National  Institute  of  Neu- 
rological Diseases  and  Blindness,  Public  Health 
Service,  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare. 

The  goal  of  the  program  is  to  assess  rehabilita- 
tion programs  for  patients  with  stroke  and  to 
measure  the  effects  of  rehabilitation  on  pa- 
tients with  neurologic  disability.  Patients 
will  be  transferred  to  The  Burke  Rehabilitation 
Center  following  their  discharge  from  the 
neurological  service,  Second  (Cornell)  Division, 
of  Bellevue  Hospital  and  from  The  New  York 
Hospital  after  definitive  neurologic  work-up. 
Appropriate  patients  also  may  be  admitted  to 
the  research  program  from  hospitals  in  West- 
chester County. 

The  director  of  the  research  project  is 
Fletcher  McDowell,  M.D.,  associate  profesoor 
of  neurology,  Cornell  University  Medical  Col- 
lege; associate  investigator  is  Peter  Stern, 
M.D.,  who  is  physician-in-charge  of  the  De- 
partment of  Physical  Medicine  at  The  Burke 

continued  on  page  2984 
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Treat  the  cough  as  well  as  the  cold 

Controls  both  productive  and  nonproductive  cough,  with- 
out suppressing  productive  cough  • decongests  the  air 
ways  • helps  liquefy  secretions  responsible  for  irritation 
provides  prompt  symptomatic  relief  of  allergic  symp- 
toms • is  well  tolerated  • rarely  causes  constipation. 
Average  Dosage:  Adults,  1 teaspoonful.  Children  6-12 
years,  V2  teaspoonful;  3-6  years,  >4  teaspoonful;  1-3 
years,  10  drops;  6 months  to  1 year,  5 drops.  Ad 
minister  after  meals  and  at  bedtime  with  food 
Caution:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
:hloride  and  in  those  with  moderate  or  severe 
lypertension,  hyperthyroidism  or  advanced  arte- 
iosclerosis.  In  these  patients  the  use  should  not 
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exceed  3 days.  Hycomine  Syrup  is  generally  well  toler- 
ated but  in  some  patients  drowsiness,  dizziness  or  nau- 
sea may  occur.  Patients  should  be  cautioned  not  to  drive 
a car  or  operate  machinery  should  they  become  drowsy 
while  taking  Hycomine  Syrup.  (Hydrocodone  may  be  habit- 
forming.) 

Each  teaspoonful  (5  cc.)  contains:  hydrocodone  bitartrate 
(Warning:  May  be  habit-forming)  5 mg.  and  homatro- 
pine  methylbromide  1.5  mg.  (Hycodan®),antitussives; 
pyrilamine  maleate  12.5  mg.,  antihistamine;  phen- 
ylephrine hydrochloride  10  mg.,  decongestant; 
ammonium  chloride  60  mg.  and  sodium  citrate 
85  mg.,  expectorants;  with  methyl paraben  0.13% 
and  propylparaben  0.02%  as  preservatives,  in  a 
highly  palatable  cherry-flavored  vehicle. 

On  oral  Rx  where  state  laws  permit. 
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Rehabilitation  Center  and  clinical  assistant 
professor  of  medicine  at  Cornell  University 
Medical  College.  George  G.  Reader,  M.D., 
professor  of  medicine  at  Cornell  University 
Medical  College,  and  Edward  J.  Lorenze, 
M.D.,  are  coinvestigators.  The  research  proj- 
ect staff  will  also  include  a sociologist,  physical 
therapist,  social  worker,  and  biostatistician. 


Center  studies  carotid  body  tumors 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  the  highly  sus- 
picious or  proved  diagnosis  of  a carotid  body 
tumor.  This  study  is  being  conducted  at  the 
Clinical  Center  of  the  National  Institutes  of 
Health  by  the  National  Cancer  Institute  and 
the  National  Institute  of  Arthritis  and  Metabolic 
Diseases.  The  purpose  of  this  investigation  is 
to  relate  histochemical  evidence  of  catechol- 
amine-containing ceUs  in  carotid  body  tissue 
to  excretion  of  catecholamines  and  their 
metabolites. 

Patients  admitted  will  be  evaluated  for  de- 
finitive treatment.  On  completion  of  their 
study,  the  referring  physician  will  be  contacted 
concerning  the  indications  for  treatment,  and  a 
cooperative  decision  will  be  made  as  to  whether 
the  treatment  can  best  be  carried  out  at  the 
Clinical  Center  or  back  in  the  hands  of  the  refer- 
ring physician. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  this  study  may 
write  or  telephone:  Alfred  S.  Ketcham,  M.D., 
Clinical  Center,  Room  ION-116,  National  In- 
stitutes of  Health,  Bethesda,  Maryland  20014. 
The  telephone  number  is  656-4000,  extension 
64164,  area  code  301. 

Study  aims  at  preventing 
recurrent  myocardial  infarctions 

A Coronary  Treatment  Center  has  been 
opened  by  Maimonides  Hospital  of  Brooklyn 
at  its  Coney  Island  division  in  Brooklyn, 
Coney  Island  Hospital.  This  center  is  partic- 
ipating in  a nation-wide  program  supported 
by  the  National  Heart  Institute  which  is  aimed 
at  preventing  progression  of  atherosclerosis 
and  recurrence  of  myocardial  infarctions  by  the 
use  of  selected  drugs.  A five-year  follow-up 
study  will  evaluate  long-term  results  to  establish 
the  best  available  regimen. 

Physicians  are  invited  to  refer  male  patients 
up  to  the  age  of  sixty-five  who  have  had  a myo- 
cardial infarction  during  the  last  five  years  to 
the  Coronary  Treatment  Center,  Coney  Island 
Hospital,  Room  4E17,  Ocean  and  Shore  Park- 
ways, Brooklyn,  New  York  11235.  Appoint- 
ments can  be  made  by  telephoning  SH  3-4100, 
extension  697  or  698,  area  code  212.  Full  co- 


operation with  the  referring  physician  will  be 
maintained. 

Fertility  Society  to  present 
six  awards  at  annual  meeting 

The  American  Fertility  Society  announces 
that  the  following  awards  will  be  made  at  its 
Annual  Scientific  Meeting  at  the  Hotel  Shore- 
ham  in  Washington,  D.C.,  April  14  through  16, 
1967:  the  Ay  erst  Lecture  Award,  consisting  of 
a $250  honorarium  and  expenses  to  be  awarded 
to  the  person  selected  as  the  outstanding  inter- 
national scholar  in  the  field  of  reproductive 
biology;  the  Carl  G.  Hartman  Grant-in-Aid 
Award,  consisting  of  $750  to  be  awarded  to  a 
promising  young  man  in  obstetrics  and  gyne- 
cology residency  training  for  the  purpose  of 
meeting  expenses  in  attending  scientific  meet- 
ings or  visiting  clinical  and  research  centers; 
the  I.  C.  Rubin  Award  of  $500,  together  with  a 
Certificate  of  Merit,  to  be  awarded  to  the  author 
of  the  paper  selected  to  be  the  most  significant 
contribution  appearing  in  the  journal  Fertility 
and  Sterility  during  the  year  1966;  the  Ortho 
Medal  and  $1,000  will  be  awarded  to  the  person 
selected  as  having  made  the  outstanding  con- 
tribution to  the  field  of  fertility  and  reproduc- 
tive biology  during  the  years  1964,  1965,  and 
1966;  the  Samuel  L.  Siegler  Lecture  Award, 
consisting  of  $1,000  and  expenses  to  an  out- 
standing physician  and/or  scientist  recognized 
in  the  field  of  fertility  and  sterility;  and  the 
Upjohn  Lecture  Award  in  Veterinary  Science, 
consisting  of  a $1,000  prize  for  the  best  paper 
pertaining  to  reproductive  biology  submitted 
by  an  individual  sponsored  by  a school  of 
veterinary  medicine. 

Requests  for  information  concerning  these 
awards  should  be  made  to:  J.  George  Moore, 
M.D.,  Chairman,  Awards  Committee,  622 
West  168th  Street,  New  York,  New  York  10032. 

Personalities 

Appointed.  James  G.  Cotanche,  M.D.,  Sodus, 
to  the  University  Health  Services  of  the  Uni- 
versity of  Massachusetts  at  Amherst. 

Awarded.  Jerome  M.  Schneck,  M.D.,  New 
York  City,  the  Bernard  B.  Raginsky  Award  for 
Leadership  and  Achievement  given  by  the  So- 
ciety for  Clinical  and  Experimental  Hypnosis. 

Speakers.  Hugh  R.  K.  Barber,  M.D.,  direc- 
tor, Department  of  Obstetrics  and  Gynecology, 
Lenox  Hill  Hospital,  New  York  City,  on  the 
“Role  of  Surgery”  at  the  Eleventh  Annual 
Clinical  Conference  of  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute, 
scheduled  for  December  1 and  2 . . . Michael 
J.  Fellner,  M.D.,  New  York  University 
Medical  Center,  on  “Skin  Sensitizing  Antibodies 
in  Serum  Sickness,  Following  Penicillin”  at  a 
symposium  on  The  Nature  of  Allergy  held  at 
The  Johns  Hopkins  Hospital  on  November  10. 
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Butazolidinalka 

Each  capsule  contains: 

Butazolidin®  phenylbutazone  100  mg. 
dried  aluminum  hydroxide  gel  100  mg. 
magnesium  trisilicate  150  mg. 

homatropine  methylbromide  1.25  mg. 


Contraindications  Edema;  danger  of  cardiac  de- 
compensation; history  or  symptoms  of  peptic 
ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  Be- 
cause of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  be  used  with  greater  care 
in  the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large 
doses  of  Butazolidin  alka  are  contraindicated  in 
patients  with  glaucoma. 

Warning  If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the  pharma- 
cologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully  ob- 
served for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions  Before  prescribing,  the  physician 
should  obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  be 
kept  under  close  supervision  and  should  be 
warned  to  report  immediately  fever,  sore  throat, 
or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reac- 
tions; black  or  tarry  stools.  Regular  blood  counts 
should  be  made  to  guard  against  blood 
dyscrasias. 

Adverse  Reactions  The  most  common  adverse 
reactions  are  nausea,  edema  and  drug  rash.  Mod- 
erately lowered  red  cell  count  may  sometimes 
occur  due  to  hemodilution  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reactivate 
a latent  peptic  ulcer.  Infrequently,  agranulocyto- 
sis, exfoliative  dermatitis,  Stevens-Johnson  syn- 
drome or  a generalized  allergic  reaction  may 
occur  and  require  withdrawal  of  medication. 
Stomatitis,  salivary  gland  enlargement,  vertigo 
or  languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported  but  cannot  defi- 
nitely be  attributed  to  the  drug.  Thrombocyto- 
penic purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice  and  several  cases  of  anuria 
and  hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Average  Dosage  in  Rheumatoid  Spondylitis  Initi- 
ally, give  400  mg.  daily  (one  capsule  q.i.d), 
reducing  this,  if  possible,  when  a favorable  thera- 
peutic effect  has  been  obtained.  If  after  one  week 
there  has  been  no  response,  discontinue  the  drug. 
For  complete  details,  please  refer  to  full  pre- 
scribing information.  6509-V(B) 

Also  available: 

Butazolidin,  phenylbutazone, Tablets  of  100  mg. 

Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York 


BU-3806S 


Butazolidinalka 

provides 

"the  treatment  of  first 
choice"*in  ankylosing 
spondylitis-with  less 
chance  of  G.l.  upset 


Most  investigators  report  excel- 
lent results  with  phenylbutazone, 
and  many  consider  itthedrug  of 
choice.  Their  studies  indicate  that 
70-90%  of  patients  experience 
substantial  improvement. 

And  Butazolidin  alka combines 
phenylbutazone  with  antacids 
and  an  antispasmodicto  minimize 
chances  of  G.l.  upset. 

Improvement  is  usually  prompt,  de- 
pending on  the  degree  of  fibrosis 
and  calcification.  In  most  cases, 
after  2 or  3 days  there  is  less  pain, 
stiffness  and  muscle  spasm,  in- 
creased mobility  of  the  back,  and 
increased  chest  expansion.  Main- 
tenance dosage  may  be  as  low  as 
100to200  mg.  daily.  And  the  trial 
period  is  only  7 days. 


“Kuzell,  W.  C.:  Presented  at  the  Clinical  Session 
of  the  American  Medical  Association,  Philadelphia, 
November  30, 1965. 


Abstracts 


Owens,  G.:  Infusion  chemotherapy.  New 

York  State  J.  Med.  66:  3026  (Dec.  1)  1966. 

Intermittent  infusion  technics  were  used  in 
the  chemotherapy  of  central  nervous  system 
neoplasia.  The  purpose  was  to  select  a suit- 
able drug,  establish  the  optimum  route  of  ad- 
ministration, determine  when  the  drug  should 
be  given,  and  learn  to  cope  with  the  unique 
problems  encountered  in  this  condition.  Sur- 
vival was  accepted  as  the  most  important  meas- 
ure of  therapeutic  success.  Nitrogen  mustard 
and  vincristine  sulfate  were  used  in  this  study. 
Certain  advantages  accrue  to  patients  receiving 
an  alkaloid  of  the  periwinkle  plant.  Efforts 
at  therapy  for  metastatic  brain  tumors  have 
proved  unrewarding. 

Overholt,  R.  H.,  and  Ashraf,  M.  M.:  Eso- 
phageal reflux  as  trigger  in  asthma,  New  York 
State  J.  Med.  66:  3030  (Dec.  1)  1966. 

Hiatal  hernia  with  cardioesophageal  reflux 
may  act  as  a trigger  mechanism  for  asthma. 
The  study  covers  28  asthmatic  patients  treated 
for  coexisting  hiatal  hernia.  In  this  group, 
possible  trigger  by  aspiration  of  gastric  fluid 
was  in  the  history;  all  but  6 had  one  or  more 


Landry-Guillain-Barre-Strohl 
syndrome  or  polyradiculoneuropathy 

Of  97  patients  with  acute  neuropathy 
(Landry’s  syndrome  or  polyradiculoneuropathy) 
admitted  over  a fourteen-year  period,  61 
recovered  completely  in  intervals  ranging  up 
to  more  than  two  years.  Five  died,  and  of 
the  other  31  patients  recovery  was  incomplete 
but  stable  in  12,  another  15  were  improved, 
and  in  4 the  symptoms  remained  unchanged. 

In  a recent  report  by  W.  C.  Wiederholt, 
M.D.,  D.  W.  Mulder,  M.D.,  and  E.  H.  Lambert, 
M.D.,  published  in  Mayo  Clinic  Proceedings, 
it  was  found  that  although  perhaps  slightly 
lower  in  fall  and  summer,  the  seasonal  incidence 
did  not  present  any  definite  pattern.  The 
presenting  symptoms  were:  upper  respiratory 


symptoms  of  hiatal  hernia.  In  all  but  3 pa- 
tients repair  of  the  hiatal  hernia  resulted  in 
improvement  or  complete  relief  of  the  asthma. 

Sommers,  S.  C.,  and  Bercovitz,  Z.  T.: 

Inflammatory  responses  in  ulcerative  colitis, 
New  York  State  J.  Med.  66:  3040  (Dec.  1) 
1966. 

To  study  the  inflammatory  reaction  of  ul- 
cerative colitis,  the  sigmoidoscopic  biopsies  of 

23  patients  with  ulcerative  colitis  were  analyzed 
and  compared  with  material  from  19  patients 
with  nonulcerative  inflammation  of  the  colon 
and  26  patients  with  sigmoidoscopically  normal 
mucosa.  A further  comparison  was  made  with 

24  surgical  specimens  of  regional  ileitis.  In 
active  ulcerative  colitis  the  mucosal  connective 
tissue  cell  population  was  eleven  times  the 
normal  amount,  or  three  times  that  found  in 
nonulcerative  colonic  inflammation.  Eosino- 
phils, plasma  cells,  and  mast  cells  were  unusually 
abundant  in  ulcerative  colitis.  The  exudative 
response  in  regional  ileitis  was  disporportionately 
rich  in  monocytes  and  plasma  cells.  The  earliest 
recognized  lesions  of  ulcerative  colitis  and 
regional  ileitis  were  distinctive. 


infection,  malaise,  fatigue,  muscle  aches,  nausea, 
vomiting,  diarrhea,  fever,  infections,  headache, 
and  back  pain.  In  the  course  of  illness,  there 
was  progression  for  about  one  to  two  weeks, 
stabilization  for  about  the  same  interval,  and 
then  beginning  of  recovery.  There  was  finger- 
ing weakness,  muscle  soreness,  and  loss  of 
sensation  in  some  cases.  The  patients  then 
received  physical  therapy,  the  duration  and 
intensity  of  which  depended  on  the  severity 
of  illness  and  rate  of  recovery. 

Patients  may  die  from  this  disease,  and  the 
most  common  cause  of  death  is  respiratory 
failure,  emphasizing  the  urgency  of  using  all 
available  means  to  maintain  adequate  ventila- 
tion. The  possibility  of  a lethal  outcome 
combined  with  the  long  recovery  period  and 
the  fact  that  a few  patients  may  suffer  residual 
effects  serves  to  underscore  the  seriousness  of 
this  illness. 
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Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

mLLA  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Wide-range  bactericidal  action 
for  genitourinary  infections 


— OMNIPEN 

(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or  urethra. 

Effective  against  many  gram-negative  and  gram-positive 
pathogens — thus  may  be  valuable  not  only  in  genitourinary 
but  also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

* Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those 
caused  by  E.  co/i,  Proteus  rnirabilis,  and  Streptococcus 
faecalis  and  viridans;  respiratory  infections  caused  by 
H.  influenzae,  pneumococci,  streptococci,  and  non- 
penicillinase-producing staphylococci;  and  gastroin- 
testinal infections  caused  by  Shigella  and  Salmonella, 
including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin; 
infections  due  to  penicillinase-producing  staphylococci 
and  other  penicillinase-producing  bacteria. 
Precautions:  If  allergic  reaction  occurs,  discontinue 
lampicillin  and  administer  epinephrine,  corticosteroids, 
antihistamines  and/or  pressor  amines  as  indicated. 


Transient  moderate  elevation  of  SCOT  values  of  unde- 
termined significance  was  noted  in  a few  infants.  Liver 
and  kidney  function  as  well  as  hematopoietic  tests  are 
advisable  during  therapy,  particularly  in  infants.  As  with 
other  antibiotics,  precautions  should  be  taken  against 
gastrointestinal  superinfection.  Safety  for  use  in  preg- 
nancy has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side  effects  as 
urticaria,  skin  rash,  pruritus,  diarrhea,  nausea  and 
vomiting.  There  have  been  no  reports 
of  blood  dyscrasias,  liver  or  kidney 
damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Abstracts  in  Interlmgua 


Owens,  G.:  Chimotherapia  infusional  ( anglese ), 
New  York  State  J.  Med.  66:  3026  (1  de 
decembre)  1966. 

Technicas  de  infusion  intermittente  esseva 
usate  in  le  chimotherapia  de  neoplasia  del 
systema  nervose  central.  Le  objectivo  esseva 
selectionar  un  pharmaco  appropriate,  establir 
le  via  optime  de  administration,  determinar 
quando  le  pharmaco  deberea  esser  adminis- 
trate, e colliger  experientias  in  le  maneamento 
del  problemas  distinctive  que  es  incontrate 
in  iste  condition.  Superviventia  esseva  ac- 
ceptate  como  le  plus  importante  indice  de 
successo  therapeutic.  Mustarda  de  nitrogeno 
e sulfato  de  vincristina  esseva  usate  in  le  casos 
hie  studiate.  Certe  avantages  cade  al  bene- 
ficio  de  patientes  recipiente  un  alcaloide  del 
planta  Vinca  pervinca.  Effortios  therapeutic 
in  casos  de  metastatic  tumores  cerebral  se  ha 
provate  pauco  profitabile. 

Overholt,  R.  H.,  e Ashraf,  M.  M.:  Re- 

fluxo  esophagee  como  factor  precipitatori  in 
asthma  (anglese),  New  York  State  J.  Med. 
66:  3030  (1  de  decembre)  1966. 

Hernia  hiatal  con  refluxo  cardio-esophagee 
pote  ager  como  mechanismo  precipitatori  de 
asthma.  Le  presente  studio  concerne  pa- 
tientes asthmatic  sub  tractamento  pro  coexis- 
tente  hernia  hiatal.  In  iste  gruppo,  le  possi- 
bilitate  de  un  precipitation  del  processo  asth- 


Sudden unexplained 
death  in  infancy 

Postmortem  studies  on  infants  dying  suddenly 
and  unexpectedly  show  a complex  of  tissue 
alterations  consistent  with  that  seen  in  experi- 
mentally-induced anaphylaxis  in  animals.  A 
report,  written  by  D.  Stowens,  M.D.,  E.  L. 
Callahan,  M.D.,  and  J.  Clay,  M.D.,  and  re- 
ported in  a recent  issue  of  Clinical  Pediatrics, 
summarized  the  findings  in  30  consecutive  cases 
of  this  type.  Urine  analysis  showed  intense 
proteinuria  and  the  presence  of  an  abnormal 
compound  called  a “nephrosis  peptide.”  Other 
elements  in  this  constellation  of  abnormal  tissue 
alterations  were  pulmonary  edema,  swelling 
and  a vascularity  of  the  glomerular  tufts, 
swelling  and  pallor  of  the  liver  cells,  hyper- 
plasia of  the  thymus,  swelling  of  the  arteriolar 
walls,  and  petechial  hemorrhages  of  the  lungs 
and  thymus.  The  urine  also  showed  increased 


matic  per  le  aspiration  de  liquido  gastric 
esseva  suggestionate  per  le  historia  clinic. 
Omne  le  patientes,  con  le  exception  de  6, 
habeva  un  o plure  symptomas  de  hernia  hiatal. 
In  omnes,  con  le  exception  de  3,  le  reparo  del 
hernia  hiatal  resultava  in  un  melioration  o le 
complete  alleviamento  del  asthma. 

Sommers,  S.  C.,  e Bercovitz,  Z.  T.:  Re- 

sponsas  inflammatori  in  collitis  ulcerative 
(anglese).  New  York  State  J.  Med.  66:  3040 
(1  de  decembre)  1966. 

Pro  studiar  le  reaction  inflammatori  de  colitis 
ulcerative,  biopsias  sigmoidoscopic  ab  23  pa- 
tientes con  colitis  ulcerative  esseva  analysate  e 
comparate  con  materiales  ab  19  patientes  con 
inflammation  non-ulcerative  del  colon  e 26 
patientes  con  un  sigmoidoscopicamente  normal 
mucosa.  Un  comparation  additional  esseva 
facite  con  24  specimens  chirurgic  de  ileitis 
regional.  In  active  colitis  ulcerative,  le  popula- 
tion de  cellulas  del  mucosal  tissu  conjunctive 
excedeva  le  numeration  normal  per  un  factor  de 
lie  illo  trovate  in  non-ulcerative  inflammation 
colonic  per  un  factor  de  3.  Eosinophilos, 
plasmocytos,  e mastocytos  esseva  inusualmente 
abundante  in  casos  de  colitis  ulcerative.  Le 
responsa  exsudative  in  ileitis  regional  esseva 
disproportionatemente  ric  in  monocytos  e 
plasmocytos.  Le  lesiones  le  plus  precocemente 
recognoscibile  in  colitis  ulcerative  e in  ileitis 
regional  esseva  distinctive. 


secretion  of  sulfur-containing  amino  acids  as 
against  a control  series.  Theoretically,  infants 
susceptible  to  this  type  of  fatal  reaction  might 
be  identified  by  routine  tests  for  proteinuria  and, 
treatment  by  hypoallergenic  diets  might  pre- 
vent these  deaths. 

The  30  infants  all  died  during  the  year  1963. 
Included  in  the  series  were  only  those  who  had 
been  reported  well  and  asymptomatic  before 
death.  All  others,  even  those  with  upper  re- 
spiratory infections,  were  excluded.  Bacterio- 
logic  studies  on  material  from  the  lungs,  heart, 
blood,  and  cerebrospinal  fluid  were  carried  out 
in  all  30  cases. 

The  possibility  of  the  association  of  anaphy- 
laxis and  sudden  death  has  been  considered  for 
about  three  decades.  There  are  2 epidemiologic 
characteristics  of  infantile  sudden  death:  (1) 

ninety-five  per  cent  are  between  one  and  six 
months  old  at  death,  and  (2)  this  seems  to  occur 
in  only  artificially  fed  infants.  It  is  evident 
that  these  are  in  the  majority  in  the  present 
society. 
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An  infinitely  precious  gift 

“Health  and  good  estate  of  body  are 
above  all  gold,  and  a strong  body  above 
infinite  wealth/'— Ecclesiasticus  30: 15 

Good  health  is  the  gift  besides  which  all  others  are  insignificant. 

It  is  our  business  at  GHI  to  pay  for  the  care  that  you,  as  a 
physician,  provide  to  make  and  keep  your  patients  healthy.  We 
extend  to  the  medical  profession  and  to  subscribers,  past,  present, 
and  future,  the  wish  that  the  best  of  health  may  be  theirs. 


Group  Health  Insurance,  Inc.  / 221  Park  Avenue  South  / New  York 
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SQUIBB  NOTES  OIM  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity. 


More  than  twenty-five  years  have  passed  since 
the  discovery  of  the  diuretic  activity  of  sulfanila- 
mide started  pharmacologists  on  a succession  of 
molecular  remodelings  to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical  effect 
from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  reported  that 
the  administration  of  a sulfonamide  was  some- 
times accompanied  by  an  unexplainable  side  ef- 
fect-metabolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfonamide  radi- 
cal of  sulfanilamide  inhibited  carbonic  anhy- 
drase,2  the  enzyme  responsible  for  converting 
carbon  dioxide  and  water  to  hydrogen  ions  and 
bicarbonate  ions. 


Later,  other  investigators  showed  by  dog  experi- 
ments that  metabolic  acidosis  probably  resulted 
when  the  inhibition  of  carbonic  anhydrase  upset 
the  exchange  of  hydrogen  and  sodium  ions,  caus- 
ing increased  excretion  of  sodium  as  the  bicar- 
bonate.3 

Since  the  excretion  of  sodium  was  a desired  ef- 
fect in  the  treatment  of  edema,  eventually  sulfa- 
nilamide was  tried  clinically  in  three  edematous 
patients  for  that  purpose.4  It  was  twelve  long 
years  after  the  first  report  of  the  unexplainable 
side  effect  (metabolic  acidosis)  that  it  was  finally 
shown  that  large  doses  of  sulfanilamide  admin- 
istered to  edematous  patients  were  indeed  capa- 
ble of  promoting  diuresis.4  However,  the  possi- 
bility of  toxic  effects  from  its  prolonged  use  and 
its  relatively  weak  diuretic  action  made  it  im- 
practical for  clinical  use  as  a diuretic.5 


Because  the  inhibition  of  carbonic  anhydra; 
seemed  to  be  the  key  to  effective  diuresis,  invest 
gators  began  to  look  for  more  potent  enzyme  ii 
hibitors— in  the  hopes  that  they  would  be  moi 
effective  diuretics.  Since  in  vitro  experiments  ar 
animal  studies  showed  that  a sulfonamide  grou 
(SOl»NH2)  bearing  only  hydrogen  on  the  nitn 
gen  was  required  for  carbonic  anhydrase  inhib 
tory  activity,6  the  first  compounds  develope 
through  molecular  alteration  had  one,  som 
times  two,  unsubstituted  sulfonamide  groups. 

The  most  important  of  these  early  compound 
acetazolamide,  enjoyed  several  years  of  fair 
wide  clinical  use. 
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Its  carbonic  anhydrase  inhibitory  activity  w; 
several  hundred  times  greater  than  that  of  su 
fanilamide.7  The  increase  in  inhibitory  activit 
however,  increased  not  only  the  excretion  - 
sodium  and  bicarbonate  ions,  but  also  the  excr 
tion  of  potassium.8  And,  like  its  predecessc 
acetazolamide  precipitated  mild  acidosis.  1 
prolonged  use  could  result  in  hypokalemic  ac 
dosis.8 

The  ‘thiazides’— an  answer  to  the  metabolic 
acidosis  caused  by  carbonic  anhydrase  inhibitii 

Despite  the  fact  that  the  sulfonamide  group  a 
peared  to  be  responsible  for  carbonic  anhydra 
inhibition  which  in  turn  appeared  to  be  respo 
sible  for  diuresis,  investigators  began  to  synth 
size  compounds  with  structural  alterations  to  tl 
sulfonamide  group. 

The  first  major  breakthrough  came  with  i l 
synthesis  of  chlorothiazide. 
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Altering  the  sulfonamide  group  did  indeed  alter 
the  ability  of  chlorothiazide  to  inhibit  carbonic 
anhydrase— it  was  only  1/1  Oth  as  potent  as  aceta- 
zolamide  in  inhibiting  the  enzyme.9  Despite  the 
drop  in  inhibitory  potency,  however,  chlorothia- 
zide proved  to  be  an  effective  diuretic— an  obser- 
vation that  led  to  the  conclusion  that  its  diuretic 
action  was  due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.10,11 

For  effective  diuresis,  chlorothiazide  was  ad- 
ministered in  daily  dosages  ranging  from  250  to 
2000  mg.12  It  increased  the  excretion  of  sodium 
and  chloride;  and,  to  a lesser  extent,  potassium 
and  bicarbonate.12  The  excretion  of  potassium 
'appeared  to  be  maximal  at  higher  dose  levels  at 
which,  theoretically,  the  carbonic  anhydrase  in- 
hibitory effect  is  more  active.12  Its  prolonged 
use,  therefore,  could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  alkalosis.8 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed— with  improvements 
being  aimed  at  two  particular  areas:  1.  attempts 


Moreover,  due  probably  to  its  virtual  lack  of 
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to  increase  diuretic  action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  attempts  at  a 
more  favorable  sodium/potassium  ratio  in  the 
urine,  i.e.,  to  decrease  the  excretion  of  potassium 
while  maintaining  the  excretion  of  sodium.13 

One  of  these,  Naturetin,  Squibb  Bendroflume- 
thiazide, has  made  advances  on  both  these  points. 


“By  adding  a 3-benzyl  radical  to  hydroflumethia- 
zide a rather  dramatic  reduction  in  dose  range  is 
accomplished.  With  this  drug,  effective  sodium 
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chlorothiazide...”14 
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Editorials 


Boost  in  physician  manpower 

Recent  statistical  release  from  the  As- 
sociation of  American  Medical  Colleges 
covering  the  period  1940  to  1965  shows  en- 
couraging improvement  in  the  numbers  of 
medical  students  enrolled  and  graduated. 

The  listing  of  15  new  medical  schools  now 
in  development  shows  wide  geographic  dis- 
tribution and  will  add  materially  to  medical 
manpower  in  the  near  future. 

The  past  twenty-five  years  have  seen 
considerable  increases  in  the  number  of 
U.S.  medical  schools,  the  enrollment  of 
medical  students,  and  the  number  of 
medical  graduates.  In  1940  there  were 
a total  of  77  medical  schools  in  the  U.S. 
including  ten  schools  offering  two-year 
programs  in  the  basic  medical  sciences. 
In  1965  there  were  88  U.S.  schools  of 
medicine  including  three  schools  offering 
two-year  programs  in  the  basic  medical 
sciences.  In  1965  medical  school  en- 
rollment reached  32,428,  a 53  per  cent 
increase  over  the  21,271  medical  students 
enrolled  in  1940.  The  annual  number  of 
medical  graduates  totaled  7,409  in  1965, 
an  increase  of  45  per  cent  over  the  5,097 
graduates  in  1940.  Expansion  of  the 


77  schools  existing  in  1940,  including 
the  transition  of  seven  of  the  basic 
medical  science  schools  to  the  full  four- 
year  medical  curriculum  provided  a 
major  increase  in  annual  medical  grad- 
uates of  2,312  or  30  per  cent.  The  11 
new  medical  schools  that  developed  in 
the  years  1940  to  1965  accounted  for  an 
increase  in  student  enrollment  of  3,317, 
or  18  per  cent,  and  an  increase  in  annual 
graduates  757,  or  15  per  cent.  It  is 
estimated  that  medical  school  enroll- 
ment in  1966  will  total  32,873,  an  in- 
crease of  445  over  the  total  enrollment 
of  1965. 

Figure  I depicts  the  increase  in  med- 
ical student  enrollment  and  annual 
graduates  resulting  from  the  expansion 
and  addition  of  U.S.  schools  of  medicine 
in  the  years  1940  through  1965. 

At  the  present  time,  the  creation  of 
15  new  medical  schools  seems  certain 
since  responsible  institutions  have  pub- 
licly announced  decisions  for  their  estab- 
lishment and  taken  such  steps  as  de- 
termining sites  and  appointing  deans 
or  equivalent  administrative  officers. 
Twelve  of  the  new  schools  now  being 
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FIGURE  I.  Medical  students  enrollment  and  graduates  in  1940  and  1965. 
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planned  will  provide  the  full  four-year 
medical  curriculum  and  three  plan  to 
use  a form  of  curriculum  that  will  not 
include  the  clinical  years  of  education. 
At  least  25  additional  groups  or  institu- 
tions have  initiated  explorations  or  dis- 
cussions in  contemplation  of  the  creation 
of  new  medical  schools,  the  futures  of 
which  are  still  largely  speculative.  A 
listing  of  the  names  and  locations  of 
the  medical  schools  now  in  development 
follows:  University  of  Arizona  College 
of  Medicine,  Tucson,  Arizona;  Brown 
University  Division  of  Biological  and 
Medical  Sciences,  Providence,  Rhode 
Island;  University  of  California,  Davis 
School  of  Medicine,  Davis,  California; 
University  of  California,  San  Diego 
School  of  Medicine,  La  Jolla,  California; 
University  of  Connecticut  School  of 
Medicine,  Farmington,  Connecticut; 
University  of  Hawaii  School  of  Medicine, 
Honolulu,  Hawaii;  Louisiana  State  Uni- 
versity School  of  Medicine,  Shreveport, 
Louisiana;  University  of  Massachusetts 
School  of  Medicine,  Worcester,  Mas- 
sachusetts; Michigan  State  University 
College  of  Human  Medicine,  East  Lan- 
sing, Michigan;  Mount  Sinai  School  of 
Medicine,  New  York,  New  York;  State 
University  of  New  York  School  of  Med- 
icine, Stony  Brook,  New  York;  Penn- 
sylvania State  University  The  Milton 


S.  Hershey  Medical  Center,  Hershey, 
Pennsylvania;  Rutgers — The  State  Uni- 
versity Rutgers  Medical  School,  New 
Brunswick,  New  Jersey;  University  of 
Texas  South  Texas  Medical  School,  San 
Antonio,  Texas;  and  Toledo  State  Col- 
lege of  Medicine,  Toledo,  Ohio. 

Recently  awarded  basic  improvement 
grants  to  85  existing  schools  and  seven 
new  schools  are  based  on  planned  ex- 
pansion that  will  result  in  1967  in  the 
creation  of  992  additional  places  for 
medical  students.  While  additional  en- 
rollment expansion  is  anticipated  through 
Educational  Facilities  funding,  insuf- 
ficient data  are  presently  available  to 
assess  the  potential  magnitude  of  in- 
crease. 

The  availability  of  sufficient  qualified 
applicants  to  fill  the  positions  to  be 
created  by  proposed  enrollment  expan- 
sion will  be  examined  in  Datagrams  de- 
tailing the  application  activity  and 
Medical  College  Admission  Test  data 
of  applicants  of  the  class  of  1965  to  1966. 

While  this  report  of  progress  over  the 
past  twenty-five  years  does  not  constitute 
a medical  manpower  explosion,  it  does 
describe  a steady,  healthy,  well-considered 
growth  which  assures  a high  quality  prod- 
uct. Numbers  are  important  up  to  a cer- 
tain point  but  high  quality  will  serve  better. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  12  through  16,  1967 
The  Americana,  New  York  City 
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Contraindications— Mammary  or  genital  carcinoma  should  be 
ruled  out  prior  to  administering  Ovulen.  Undiagnosed  vaginal 
bleeding  is  also  a contraindication  to  Ovulen  use.  A history  of 
thrombophlebitis  or  pulmonary  embolism,  or  both,  is  a contra- 
indication to  the  use  of  Ovulen,  unless  its  use  is  judged  by  the 
physician  to  be  necessary  despite  the  possible  risk.  Ovulen  should 
not  be  used  in  women  with  suspected  or  overt  liver  dysfunction 
or  disease.  Ovulen  is  contraindicated  in  pregnant  and  nursing 
women  and  in  patients  with  a history  of  cerebrovascular  accident. 

Warnings-Medication  should  be  discontinued  pending  exam- 
ination if  there  is  sudden  partial  or  complete  loss  of  vision,  or  if 
there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine. 
Medication  should  be  withdrawn  if  examination  reveals  papille- 
dema or  retinovascular  lesions.  Since  the  safety  of  Ovulen 
therapy  in  pregnancy  has  not  yet  been  established,  it  is  recom- 
mended that,  in  a patient  who  has  missed  two  consecutive 
menstrual  periods,  pregnancy  be  ruled  out  before  oral  contra- 
ceptive therapy  is  continued. 

Precautions— Because  Ovulen  may  aggravate  a tendency 
toward  fluid  retention  in  some  patients,  it  should  be  administered 
cautiously  to  patients  with  a history  of  renal  or  cardiovascular 
disease  (including  hypertension),  asthma,  epilepsy  or  migraine. 
Any  possible  influence  of  long-term  Ovulen  therapy  on  pituitary, 
adrenal  cortical,  ovarian,  hepatic  or  uterine  functions  requires 
further  study.  Oral  contraceptives  also  should  be  administered 
cautiously  to  diabetic  patients  since  a decrease  in  glucose  toler- 
ance has  been  observed  in  some  patients  taking  these  drugs. 
Patients  on  Ovulen  may  occasionally  show  abnormal  glucose 
tolerance  tests,  but  this  does  not  necessarily  indicate  the  presence 
of  diabetes.  Significant  increases  in  platelet  count,  prothrombin 
and  proconvertin  tests,  plasma  thrombotic  activity  and  plasma 
proteolytic  activity  have  been  reported. 

Since  estrogens  may  affect  results  of  serum  protein  bound 
iodine  and  other  thyroid  function  tests,  these  tests  should  not  be 
considered  definitive  until  Ovulen  therapy  has  been  discontinued 
for  at  least  sixty  days.  Adrenal  steroid  serum  levels  and  excretion 
may  be  affected  by  estrogens;  the  Metopirone®  (SU-4885)  test  of 
pituitary-adrenal  function  may  also  be  depressed.  Abnormalities 
in  hepatic  function  tests  have  also  been  reported,  including  some 
interference  with  dye  excretion  by  the  liver.  This  interference 
may  give  rise  to  Bromsulphalein®  retention  and  jaundice  in  sus- 
ceptible individuals.  Serious  liver  dysfunction  should  be  ruled 
out  before  continuing  Ovulen  administration  when  abnormalities 
in  liver  function  tests  occur. 

Patients  with  a history  of  psychic  depression  should  be 
observed  carefully  during  treatment  with  oral  contraceptives, 
and  such  treatment  should  be  discontinued  if  depression  recurs  to 
a serious  degree.  Pre-existing  fibroids  may  increase  in  size  during 
Ovulen  therapy.  Such  fibroids  may  regress  to  pretreatment  size 
after  Ovulen  is  stopped.  In  the  event  of  breakthrough  bleeding 
the  possibility  of  nonfunctional  causes  should  be  borne  in  mind. 
Additional  means  of  contraception  should  be  used  during  the 
first  seven  days  of  Ovulen  administration  in  the  first  treated  cycle, 
because  early  ovulation  may  possibly  occur. 

Side  Actions— The  following  adverse  reactions  have  been 
reported  with  Ovulen;  however,  a causal  relationship  to  Ovulen 
administration  has  not  been  established  in  all  of  the  listed 
complaints:  headache,  dizziness,  depression,  breast  complaints, 
amenorrhea,  chloasma,  vomiting,  allergy,  edema,  migraine, 
pulmonary  embolism,  thrombophlebitis,  visual  difficulties, 
nervousness,  rash,  itching,  decrease  in  libido,  tiredness,  malaise, 
hair  loss  and  hair  growth.  A small  incidence  of  nausea,  spotting 
and  breakthrough  bleeding  has  been  reported;  these  complaints 
tend  to  diminish  markedly  or  disappear  after  the  first  cycle  of 
treatment.  Some  of  these  side  actions  have  required  discontinu- 
ance of  the  drug. 

Dosage— One  tablet  daily  for  20  consecutive  days  beginning 
5 days  after  the  onset  of  menstruation. 

Before  prescribing  see  Detailed  Product  Information,  Ovulen. 

An  extensive  list  of  references  on  Ovulen  is  included  in  the 
literature  mailed  to  physicians. 
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Each  tablet  contains: 

ethynodiol  diacetate  1 mg. 
mestranol  0.1  mg. 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't 
alike,  either. 
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Suicide  and  the 
Altered  Prescription 

GEORGE  A.  FRIEDMAN,  M.D.,  LL.B.,  LL.M. 

New  York  City 


Suicide  is  an  act  of  violence  and  always 
does  violence  to  the  community.  When 
society  receives  the  impact,  it  abruptly  and 
immediately,  even  if  perhaps  momentarily, 
re-examines  its  sense  of  values  and  its  way 
of  life. 

It  is  always  with  horror  that  I personally 
react  to  the  act,  but  it  was  with  a particular 
sense  of  dismay  that  I learned  recently  of 
an  actress  who  committed  the  act  by  means 
of  an  overdose  of  sleeping  pills. 

She  was  depressed;  she  complained  of 
insomnia  and  visited  a physician  who  had 
routinely  and  carefully  enough  prescribed 
a few  barbiturates.  She  altered  the  pre- 
scription to  ten  times  the  original  amount 
and  found  a druggist  who  filled  it.  The 
latter  was  instrumental  in  helping  her  fill 
her  own  prescription  for  death. 

Our  society  views  the  complex  riddle  of 
suicide  as  primarily  a psychiatric  problem. 
The  responsibility  for  the  treatment  of  these 
patients  has  been  given  to  the  psychiatrist. 
The  typical  suicide  victim,  it  has  been 
shown,  has  been  psychiatrically  ill  for  some 

1 Presented  at  the  160th  Annual  Meeting  of  the  Medical 
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time  before  his  death;  but  what  about 
prevention? 

What  about  the  presuicide?  The  actress 
might  have  been  helped  first  by  the  phy- 
sician and  then  by  the  druggist.  Both  of 
these  life-saving  opportunities  unfortu- 
nately were  missed. 

Responsibility  of  physician 

There  are  some  twenty-five  thousand  sui- 
cides in  the  United  States  each  year.  Statis- 
tically, therefore,  there  is  a probability 
that  the  practicing  physician  will  see  some 
of  these  patients  in  the  first  instance. 
In  1962,  the  rate  in  the  New  York  Met- 
ropolitan area  was  11.8  as  compared  to  the 
national  average  of  11.2  per  100,000  pop- 
ulation. 

Suicide  is  listed  as  the  tenth  leading  cause 
of  death  for  all  Americans.  For  teen-agers 
it  ranks  fourth,  following  accidents,  cancer, 
and  rheumatic  heart  disease. 

The  practicing  physician  could  be  of 
inestimable  value,  if,  in  a given  case,  he 
would  raise  his  index  of  suicide  suspicion. 
It  might  enable  him  to  consider  that  it  is 
really  the  contemplation  of  self-destruction 
that  is  bothering  the  patient.  He  must 
call  on  a kind  of  prepsychiatric  orientation. 

A study  reveals  that  the  victim  almost 
always  attempts  to  communicate  before  the 
act.  This  may  be  with  a friend,  a religious 
advisor,  a relative,  or  a physician.  That 
routine  visit  to  the  doctor’s  office  may  in- 
deed be  a cry  for  help.  However,  this  cry 
for  help  can  be,  and  usually  is,  disguised. 

What  about  the  patient  whose  com- 
plaints are  vague,  indefinite,  and  elusive? 
What  about  the  patient  whose  remarks  con- 
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tain  the  coloring  of  worthlessness?  Aggra- 
vated worthlessness,  we  are  reminded,  can 
provoke  the  act  itself. 

Are  there  any  laboratory  tests  here? 
No.  Is  there  any  exact  scientific  measure- 
ment that  will  help?  No. 

So  what  can  the  physician  rely  on  when 
he  must  leave  behind  the  formal  instru- 
ments and  measurements  of  the  profession? 
He  must  rely  not  on  knowledge  but  on 
skill.  He  must  call  up  a kind  of  medical 
intuition.  He  is  dealing  with  a problem 
which  is  not  a product  of  the  patient’s 
rational  mind  but  rather  of  the  ill,  ir- 
rational demands  that  dominate  the  pa- 
tient’s life.  There  is  no  one  who  knows 
why  any  living  individual  decides  to  do 
what  he  eventually  does. 

Had  our  victim’s  physician  been  a bit 
more  aware,  he  might  have  taken  some 
extra  precautions.  He  might  have  tele- 
phoned the  druggist  that  he  was  sending 
a patient  with  a prescription  for  10  pills. 
Or  he  might  have  provided  the  patient 
with  three  or  four  sleeping  capsules  for 
now.  Or  he  might  have  advised  the  family 
that  she  was  to  be  watched  and  not  to  be 
left  alone.  Or  he  might  have  suggested 
consultation  or  hospitalization.  He  might 
have  done  something. 

Responsibility  of  druggist 

A prescription  for  100  of  any  drug  is  more 
profitable  to  the  druggist  than  one  for  10, 
but  with  respect  to  certain  drugs,  including 
barbiturates,  the  druggist  must  surely 
know  that  the  total  amount  can  be  lethal. 
The  druggist,  in  filling  the  prescription, 
is  following  the  doctor’s  orders  and  cannot 
legally  be  said  to  be  aiding  and  abetting 
suicide.  But  from  a moral  and  ethical 
viewpoint,  he  can  certainly  be  censured. 

The  druggist  might  have  phoned  the 
physician.  He  might  have  phoned  the 
patient’s  family,  if  the  physician  was  not 
available.  He  must  know  that  every  pre- 
scription for  a large  number  of  barbiturates 
is  a potential  danger. 

Some  patients  “save  up”  small  amounts 
for  future  use.  The  danger  may  not  be  to 
the  patient  himself.  The  drug  may  be- 
come unwittingly  available  to  someone 
in  his  environment  who  might  be  con- 
templating the  act.  Large  amounts  of 
these  drugs  should  never  be  prescribed. 


Large  amounts  of  these  drugs  should  never 
be  handed  to  patients.  There  is  a margin 
for  error. 

With  the  druggist,  it  is  probably  only 
through  education  that  the  economics  of 
selling  drugs  can  be  made  to  give  way  to  the 
humanity  of  withholding  them  in  certain 
cases. 

Comment 

These  patients  are  suffering  human 
beings  with  very  real  problems.  They  can- 
not be  treated  hurriedly,  superficially,  or 
in  the  mass.  They  need  understanding. 
They  must  be  made  to  feel  that  someone 
cares;  and  care  lies  in  caring. 

Threats  of  suicide  should  not  and  cannot 
be  ignored.  Patients  manifesting  overt 
depression  and  insomnia  should  be  eval- 
uated very  carefully  and  immediately. 
Is  expert  psychiatric  help  needed  at  once? 

In  teen-agers,  the  early  signs  of  depres- 
sion must  be  detected.  Two  groups  of 
emotionally  disturbed  children  were 
studied,  and  those  who  attempted  suicide 
were  the  withdrawn  ones  who  had  no  close 
friends.  Students  who  attempt  the  act 
fall  into  four  categories.  There  are  those 
who  find  a gulf  between  what  they  wish  to 
be  and  what  they  appear  to  be  to  them- 
selves. Bright  students  often  demand 
more  of  themselves  than  even  the  uni- 
versity or  the  professor.  There  are  those 
who  have  a need  to  punish  others  who  have 
brought  so  much  hurt  on  them.  Some 
have  an  urge  to  repent  for  some  sin.  Fi- 
nally, the  attempt  can  be  a cry  for  help. 

The  act  of  suicide  itself  has  been  viewed 
differently,  both  morally  and  legally,  in 
various  ages  and  stages  of  civilization. 

The  act  of  self-destruction  at  one  period 
was  considered  the  product  of  a sense  of 
religious  duty  and  even  a sense  of  honor. 
To  the  Stoics  suicide  was  praiseworthy 
and  at  times  prescribed  by  duty  itself. 
Roman  jurists  exonerated  civilians  who 
attempted  or  committed  the  act  but 
punished  soldiers  severely.  A canon  law 
held  suicide  to  be  infamous.  Under  Eng- 
lish Common  Law,  on  which  our  basic 
American  structure  was  built,  suicide  was 
a felony.  The  successful  suicide  was  pun- 
ished by  forfeiture  of  the  felon’s  lands, 
goods,  and  chattels  to  the  King  and  ig- 
nominious burial  in  the  public  highway  with 
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a stake  driven  through  the  body.  In 
New  York,  and  in  most  American  juris- 
dictions, suicide  is  not  a crime,  and  the 
English  law  of  forfeiture  and  ignominious 
burial  is  held  to  be  inapplicable.  The 
New  York  Penal  Law  censures  the  act  of 
suicide  when  it  declares:  “Although  suicide 
is  deemed  a grave  public  wrong,  yet  from 


Medical  Management 
of  Suicide  Victim 

ISAAC  S.  FRIEDMAN,  M.D. 
Brooklyn,  New  York 

From  the  Fluid  Balance-Anuria  Unit,  Department 
of  Medicine,  The  Jewish  Hospital  of  Brooklyn 


Since  most  cases  of  attempted  suicide 
by  drug  ingestion  recover  without  diffi- 
culty, few  if  any  hospitals  have  developed 
a specific  regimen  for  the  management  of 
these  patients.  However,  when  such  cases 
deteriorate  or  do  not  respond,  many  meas- 
ures, which  should  have  been  considered 
earlier,  are  now  frantically  utilized.  In 
Copenhagen,  where  this  problem  has  re- 
ceived more  concentrated  attention,  a 
center  has  been  established  to  which  all 
suspected  poison  cases  are  taken  routinely. 1 
In  the  absence  of  such  a facility,  our  major 
hospitals  should  institute  a definite  regimen 
for  their  emergency  room  or  intensive  care 
units. 

Management 

To  provide  optimal  care,  immediate, 
active  therapy  is  often  required.  This 
is  particularly  so  if  the  patient  has  re- 
spiratory embarrassment  or  circulatory 
collapse.  Barbiturate  derivatives  depress 
the  respiratory  center.  The  resulting  ac- 
cumulation of  carbon  dioxide  and  hydrogen 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
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the  impossibility  of  reaching  the  successful 
perpetrator,  no  forfeiture  is  imposed  . . 
neither  the  act  nor  the  unsuccessful  at- 
tempt is  punishable  ...  .” 

We  must  reach  the  potential  suicide 
before  he  is  successful. 

415  Central  Park  West 


ion  cause  acidosis  which  further  inten- 
sifies coma.  History  taking  and  a careful 
physical  examination  must  yield  to  the 
emergent  situation.  The  respiratory  prob- 
lem may  be  alleviated  by  a simple  oro- 
pharyngeal airway.  If  further  advanced, 
tracheal  intubation,  or,  in  the  extreme, 
a tracheostomy  with  the  use  of  respirator 
may  be  needed.  An  inflatable  cuff  should 
be  used  with  the  intubation  tube  to  prevent 
aspiration  and  with  the  tracheostomy  tube 
to  prevent  both  aspiration  and  bleeding. 
The  thought  must  be  kept  in  mind  that 
the  patient  will  have  to  be  given  heparin  if 
he  is  later  to  undergo  hemodialysis.  Shock, 
with  its  hypotensive  and  relative  hy- 
povolemic state,  must  be  treated  promptly 
to  prevent  cardiac  or  renal  failure.2  The 
use  of  large  volumes  of  fluid  and  plasma 
expansion,  controlled  by  the  measure- 
ment of  the  central  venous  pressure,  may 
be  crucial. 

Following  these  measures,  a rapid  neuro- 
logic evaluation  is  carried  out.3  If  the 
corneal  reflexes  are  present,  the  prognosis 
is  good;  absent  pupillary  reflexes  may 
signify  a poor  outcome.4 

Information  concerning  these  cases  may 
be  fragmentary  and  inconclusive,  because 
the  history  is  often  obtained  from  strangers 
or  incoherent  members  of  the  family.  The 
finding  of  empty  drug  containers  at  the 
patient’s  bedside  does  not  necessarily 
prove  that  all  of  the  medicaments  were 
ingested  at  one  time  or  with  suicidal  intent. 
The  patient  may  have  a chronic  illness  and 
have  lapsed  into  a stuporous  state  or  coma 
because  of  a cerebrovascular  accident, 
diabetic  ketoacidosis,  or  its  counterpart, 
hypoglycemia.  The  differential  diagnosis 
must  include  these  conditions  as  well  as 
others  such  as  uremia,  hepatic  coma,  or  a 
postictal  state  before  we  can  conclude  that 
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the  patient  is  suffering  from  an  overdose 
of  drugs.  This  diagnosis  may  be  impossi- 
ble without  blood  or  urinalyses  for  noxious 
substances.  It  must  not  be  assumed,  how- 
ever, that  their  presence  in  body  fluids  means 
drug  intoxication.  Qualitative  determi- 
nations are  not  sufficient  because  of  the 
need  for  differentiation  between  therapeutic 
and  toxic  concentrations. 

Few  hospital  laboratories  are  equipped 
for  such  studies  on  an  emergency  basis, 
and  no  laboratory,  to  our  knowledge, 
has  a definite  proctocol  to  detect  and  quan- 
titate various  categories  of  drugs  and 
poisons.  Such  studies  are  essential  not 
only  for  diagnostic  purposes  but  also  for 
therapeutic  considerations  including  per- 
itoneal dialysis  and  hemodialysis.  It  is, 
however,  surprising  how  little  is  known 
about  the  dialyzability  of  commonly  used 
medicaments.  Neither  the  poison  control 
centers  nor  the  manufacturers  of  many 
drugs  know  whether  these  substances  can 
be  dialyzed  across  cellophane  membranes 
or  the  peritoneum.  Of  course,  such  knowl- 
edge is  urgently  needed.  When  a com- 
atose patient  is  admitted  to  a hospital, 
it  should  be  routine  for  a blood  specimen 
to  be  drawn  for  immediate  chemical 
analyses  including  glucose,  urea,  electro- 
lytes, and,  in  suspected  cases,  blood  and 
urine  for  toxic  substances,  particularly 
barbiturate  derivatives. 

Many  therapeutic  measures,  which  pre- 
viously were  routinely  used,  have  been 
abandoned.  Gastric  aspiration  and  lavage 
may  be  carried  out  if  the  patient  is  seen 
very  shortly  after  drug  ingestion.  At 
present,  there  is  a movement  to  have  syrup 
of  ipecac  available  in  all  home  medicine 
cabinets  and  apomorphine  in  every  phy- 
sician’s bag.  Of  course,  an  emetic  must 
not  be  administered  to  a comatose  patient. 
The  chemical  pneumonitis  which  might 
result  from  tracheobronchial  aspiration 
might  be  much  more  serious  than  the  under- 
lying poison  problem.  Analeptics,  so  fre- 
quently used  in  the  past,  are  being  dis- 
carded.5 Not  only  are  they  of  questionable 
value,  but  also  they  may  cause  vomiting, 
cardiac  arrhythmias,  and  convulsions.  In 
addition,  the  analeptics  may  complicate 
the  clinical  course  so  that  it  may  become 
difficult  to  evaluate  the  patient’s  actual 
condition  and  neurologic  status. 

The  therapeutic  procedure  of  choice, 


which  is  most  readily  available  and  simple 
to  utilize,  is  forced  diuresis  with  alkalini- 
zation  of  the  urine.  The  only  contrain- 
dications are  the  presence  of  acute  cere- 
brovascular disease,  congestive  heart  fail- 
ure, or  other  conditions  in  which  plasma 
expansion  might  be  harmful.  Although 
not  all  drugs  and  poisons  are  readily  ex- 
creted in  the  urine,  osmotic  diuresis  will 
nevertheless  enhance  their  renal  loss.  This 
is  particularly  so  for  short-acting  bar- 
biturates, such  as  secobarbital,  which  are 
largely  protein  bound  and  mainly  me- 
tabolized by  the  liver.  Alkalinization  and 
plasma  expansion  not  only  increase  glomer- 
ular filtration  of  these  substances  but  also 
decrease  tubular  reabsorption.  The  long- 
acting  barbiturates,  such  as  phenobarbital, 
are  excreted  primarily  by  the  kidneys. 
Diuresis  results  in  an  appreciable  further 
urinary  excretion. 

The  comatose  patient  who  has  ingested 
drugs  of  unknown  type  or  quantity  is  best 
treated  in  the  following  manner.  A re- 
tention urinary  bladder  catheter  is  in- 
serted and  mannitol  is  given  intravenously. 
Five  hundred  milliliters  of  20  per  cent 
mannitol  (Osmitrol)  is  piggy-backed  into 
1,000  ml.  of  5 per  cent  glucose  in  water 
alternating  with  1,000  ml.  of  5 per  cent 
glucose  in  saline.  The  first  500  ml.  of 
mannitol  is  given  in  a period  of  ninety 
minutes.  Following  this,  the  mannitol 
is  titrated  at  a rate  to  maintain  the  urine 
output  at  about  400  ml.  per  hour  (10  L. 
per  day).  The  rate  of  infusion  of  the 
glucose  in  water  or  saline  is  adjusted  to 
equal  the  urinary  excretion.  The  in- 
travenous fluids  are  alternated  to  maintain 
sodium  chloride  balance  since  each  liter 
of  urine  obtained  by  osmotic  diuresis  con- 
tains about  75  mEq.  of  sodium.  Potas- 
sium loss  is  replaced  by  adding  20  mEq. 
of  potassium  (10  ml.  of  14.9  per  cent  potas- 
sium chloride)  to  each  liter  of  intravenous 
fluid.  Enough  sodium  bicarbonate  is 
added  to  the  solutions  to  keep  the  urine  at 
a pH  of  7.5  to  8.  At  first,  the  usual  re- 
quirement is  a 50-ml.  ampule  of  sodium 
bicarbonate  containing  44  mEq.  of  bi- 
carbonate (3.75  Gm.  of  sodium  bi- 
carbonate) to  each  liter  of  intravenous 
solution.  Later,  the  requirement  may 
decrease  to  one  ampule  for  2 L.  of  solution. 

In  almost  all  instances,  alkalinization 
and  forced  diuresis  will  suffice  in  the  man- 
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agement  of  these  drug-ingestion  patients. 
Peritoneal  dialysis,  which  is  as  effective 
as  forced  diuresis,  may  be  used  simulta- 
neously. 4 Hemodialysis  had  best  be  utilized 
if  clinical  deterioration  develops;  if  the 
patient  has  ingested  more  than  3 Gm.  of  a 
short-acting  barbiturate  or  if  the  blood 
level  is  more  than  3.5  mg.  per  100  ml.  of  a 
short-acting  barbiturate  or  8 mg.  or  more  of 
a long-acting  barbiturate.  Six  hours  of 
hemodialysis  are  equivalent  to  twenty-four 
hours  of  forced  diuresis  or  peritoneal 
dialysis.4  If  necessary,  hemodialysis  can 
be  carried  out  for  several  days. 

Summary 

A specific  regimen  should  be  instituted  in 
each  hospital  for  the  management  of  the 
comatose  patient.  This  must  include  im- 
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Not  memory  of  some  vanished  bliss 
But  suddenly  to  know,  I had  forgotten  this 
Oh  this  with  iron  crowned  my  woe 
To  know  that  on  some  midnight  sea 
Whence  none  could  lift  the  pall 
A drowning  hand  was  waved  to  me 
Then  swept  beyond  recall — 
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mediate  treatment  of  respiratory  depres- 
sion and  circulatory  failure.  Following 
this,  drug  or  poison  ingestion  must  be 
verified.  Forced  diuresis  with  alkaliniza- 
tion  should  be  started  promptly  and  peri- 
toneal or  hemodialysis  added  if  necessary. 
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feeling,  and  behavior  as  related  to  the  in- 
fluences in  his  environment,  which  may  be 
construed  as  evidence  of  malfunctioning 
of  the  personality  that  attempts  to  regain 
its  strength  through  death  and  trans- 
figuration. The  physician’s  crucial  role  in 
preventing  suicide  is  discussed. 

Factors 

The  phenomenology  encountered  in  the 
potential  suicide  is  considerable  and  varied 
but  nevertheless  related  and  patterned, 
the  culmination  of  a web  of  circumstances 
in  the  patient’s  milieu.  There  is  a gen- 
eralized inability  to  develop  relationships 
or  retain  them  and  a constant  negation  of 
relationships  or  involvements  with  others 
despite  a seeking  for  them.  These  produce 
a sense  of  loneliness.  Frequent  referrals 
to  loneliness,  feeling  beaten,  wanting  to 
hide,  and  having  no  rewarding  experiences 
are  made.  Previous  attempts  as  well  as 
toying  with  ideas  of  suicide  are  found  in  the 
anamnesis.  Nightmares  may  occur  as 
well  as  dreams  of  running  off  for  solace  and 
protection.  A weak  father  and  domineer- 
ing mother  are  not  unusual  in  the  family 
constellation.  In  the  patient’s  adult  life, 
late  marriage,  no  children,  and  often  cycles 
of  elation  and  depression  are  encountered. 
The  death  or  departure  of  a person  de- 
pended on  for  ego  strength  often  precip- 
itates the  suicidal  drive.  Traveling  or 
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running  away  to  some  foreign  land,  en- 
gagement in  adventitious  dates,  and  night 
life  are  in  some  sense  a seeking  for  another 
world.  Growing  isolation  is  apparent  in 
the  total  pattern. 

Attempts  at  reconstitution  are  often 
industriously  sought  by  dramatic,  magical 
ego-building  methods.  The  doctor  is  often 
reassured  by  the  patient  that  he  does  not 
need  assistance,  and  breaks  in  the  con- 
tinuity of  treatment  can  precipitate  further 
acute  episodes.  The  pressures  of  growing 
up  or  of  aging  or  of  being  widowed  may 
induce  the  loneliness. 

The  doctor’s  hostile  feeling  toward  the 
patient,  or  his  failure  to  recognize  the 
patient’s  importance  to  him,  may  pre- 
cipitate the  act.  The  therapist  may  be 
discouraged  because  of  lack  of  progress  in 
treatment.  He  may  accept  the  patient’s 
reassurance  that  he  is  well,  revealing  his 
lack  of  empathy,  thus  precipitating  an 
attempt.  The  doctor  must  never  be  com- 
placent about  individuals  with  depression, 
since  all  are  potential  suicides.  They 
may  deny  illness,  mask  their  depression 
with  a gay  and  frivolous  manner,  and  il- 
lustrate their  strength  by  recounting  their 
past  and  present  accomplishments  to  prove 
that  they  are  responsible  and  conscientious. 
They  often  demonstrate  how  well  they  bear 
their  martyrdom  and  self-sacrifice  to  some 
person,  cause,  or  principle. 

In  addition  to  a history  of  suicide  of  a 
member  of  the  family  or  of  a friend,  there 
may  be  other  factors  of  importance.  Med- 
ical procedures  or  conditions  of  a mutilating 
significance  to  the  individual  such  as 
hysterectomies,  extraction  of  teeth,  cata- 
ract operations,  loss  of  hair,  and  skin 
diseases  have  a castrating  significance  to 
the  personality.  The  departure  of  children 
to  lead  their  own  lives,  the  breaking  up  of 
the  home,  in  fact  the  breakdown  of  a 
system  of  living  may  render  the  rigid, 
inflexible  character  helpless  to  survive  in 
the  absence  of  a capacity  for  readaptation. 
Progressively  stifled  hopes  in  adolescence, 
which  is  the  jungle  of  emotional  conflict, 
and  the  attrition  of  the  aging  period,  which 
is  often  encumbered  with  the  devastation 
of  upheaval  and  eruptions  and  disruptions 
of  a way  of  life,  lay  the  foundation  for  the 
ultimate  event.  The  act  of  suicide  be- 
comes a value  judgment,  namely,  non- 
being  is  preferable  to  being.  About  25,000 


persons  make  this  decision  in  the  United 
States  each  year.1 

Despite  the  fact  that  the  desire  to  live  is 
commonly  believed  to  be  one  of  our  strong- 
est desires,  the  number  of  suicides  is  large 
enough  to  constitute  a major  public  health 
problem.  Although  certain  facts  and  phe- 
nomena are  generally  accepted  as  true,  none 
of  these  explains  the  mechanisms  leading  to 
self-destruction. 

Suicide  is  not  in  itself  evidence  of  the 
degree  of  emotional  disturbance  which  is 
overtly  present,  but  like  hallucinations, 
suicide  indicates  that  the  person  com- 
mitting the  act  is  using  markedly  regressed, 
infantile,  and  primitive  devices  at  that 
moment.2  The  frequency  of  suicide  is 
inversely  proportional  to  the  ability  of  the 
person  to  create  a salubrious  set  of  sur- 
roundings for  himself,  and  is  likewise 
inversely  proportional  to  the  degree  with 
which  passive  needs  are  accepted  and 
welcomed  by  the  environment.3  Like 
other  neurotic  compulsive  devices  which 
carry  within  them  elements  of  gratification 
defense  and  punishment,  such  as  gambling, 
alcoholism,  aprosexia,  hypochondriasis,  and 
ruminative-compulsive  symptoms,  suicide 
reappears  during  times  of  stress.  Once 
such  a device  has  become  the  habitual 
method  for  dealing  with  unwanted  stress, 
or  satisfying  frustrated  desires,  it  consumes 
more  and  more  of  the  personality.4 

It  is  probably  no  accident  that  despite 
the  frequency  of  the  event,  physicians 
are  not  appropriately  alert  to  the  danger 
and  are  often  nonplussed  when  they  en- 
counter a suicidal  patient.  Because  of 
the  nature  of  suicide,  it  is  probable  that  the 
physician  is  frequently  consulted  when  at 
last  circumstances  have  conspired  to  make 
suicide  imminent.  Although  it  therefore 
behooves  the  physician  to  familiarize  him- 
self with  the  problem,  yet  the  nature  of  the 
problem  is  such  that  physicians  seem  to 
perpetuate  their  lack  of  enlightenment. 
It  would  appear  then  that  the  mechanism 
of  repression  is  being  called  into  play  and 
that  this  ineptness  follows  from  the  emo- 
tionally charged  nature  of  the  subject. 
Litman5  on  the  basis  of  interviews  with  the 
therapists  of  7,200  suicides  noted  that  the 
therapist  reacted  to  the  dead  person  in  a 
personal  manner.  These  therapists  felt 
emotions  such  as  grief,  guilt,  depression, 
personal  inadequacy,  and  sometimes  anger. 
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Some  of  the  therapists  noted  partial  iden- 
tification with  the  dead  persons  in  then- 
dreams.  One  frequent  psychological  ma- 
neuver was  to  review  the  cases  and  to 
present  them  to  their  colleagues. 

This  presentation,  it  is  hoped,  may  add  to 
understanding  and  persuade  physicians  to 
take  a more  active  role  in  suicide  preven- 
tion. An  attempt  is  made  to  demonstrate 
the  dynamics  that  occur.  Its  thesis  will 
indicate  how  suicide  represents  an  effort 
at  restitution  in  the  world  of  object  re- 
lationships. Case  histories  illustrate  the 
features  that  were  present  in  patients 
who  committed  suicide  successfully  and 
reveal  how  the  weakness  of  the  ego  and  its 
further  failures  served  as  the  basis  for 
the  events  leading  up  to  the  final  act. 

Most  persons  exist  in  a state  of  pre- 
carious emotional  balance.  There  must 
be  a sufficient  reserve  of  satisfaction  and 
fulfillment  so  that  frustrations  can  be 
withstood.  When  the  feeling  of  self  is 
threatened,  anxiety  and  depression  occur. 
The  following  illustrations  from  case  his- 
tories may  serve  to  clarify  this  point. 

Case  reports 

Case  1.  A woman  aged  fifty-four  years, 
committed  suicide  by  walking  into  the  sea. 

This  patient  had  always  considered  herself 
the  “ugly  duckling”  of  her  family.  She  had 
never  been  gregarious  and  apparently  had  led  a 
phantasy  life  which  was  more  satisfying  to  her 
than  reality.  She  assumed  more  than  her 
share  of  disagreeable  tasks  in  the  family  constel- 
lation and  found  satisfaction  in  this  manner  of 
“alleviating  her  guilt.”  One  of  her  prime 
methods  for  self-assertion  had  been  illness,  by 
means  of  which  she  engendered  guilt  in  others. 
She  gained  satisfaction  from  the  fact  that  she 
would  not  permit  herself  to  be  helped.  Her 
whole  bearing  and  appearance  was  of  one  who 
had  been  poorly  treated,  had  been  denied  her 
fair  share,  and  “is  bearing  up.”  There  was 
little  room  for  pleasure  in  her  life,  and  her  hus- 
band’s needs  always  had  to  defer  to  her  mother’s 
needs.  Her  husband  whom  she  married  at  age 
thirty-seven  was  reduced  to  an  appendage,  and 
he  never  assumed  a meaningful  place  in  her  life. 
She  became  depressed  without  any  obvious  pre- 
cipitant, although  her  entire  history  points  to 

!this  expected  outcome.  After  her  first  depres- 
sion which  was  resolved  by  a short  course  of 
electrostimulative  therapy,  she  assumed  the 
role  of  the  put-upon  person  who  was  now  ill  but 
still  must  carry  on.6  Although  her  mood  ap- 
peared good,  she  had  little  ambition  to  assume 
any  other  role  but  that  of  the  good  and  devoted 
sister  on  whom  must  fall  all  the  burdens  of  the 


family.  She  could  gain  no  satisfaction  in  her 
marriage  and  did  not  feel  that  her  husband  was 
important.  As  long  as  her  depression  seemed 
in  abeyance,  she  seemed  content.  When  an 
attempt  was  made  to  introduce  the  patient  to 
psychotherapy,  she  demurred,  insisting  that 
she  was  well  and  that  she  had  no  complaints. 
When  her  mood  became  depressed  again,  the 
patient  became  frantic  and  sought  immediate 
relief.  When  her  symptoms  had  been  relieved, 
she  refused  to  return  for  any  further  manage- 
ment, advice,  or  treatment. 

Her  husband  was  apprised  of  the  fact  that  the 
patient  was  seriously  disturbed  and  that  she 
should  be  persuaded  to  embark  on  a course  of 
shock  therapy.  He  was  not  able  to  assume  the 
role  of  guide  or  advisor,  and  continued  to  defer 
to  his  wife’s  wishes.  In  this  manner,  she  re- 
ceived many  brief  series  of  electrostimulative 
treatments  during  a period  of  four  years.  She 
would  receive  four  or  five  treatments  and  then 
remain  away  for  three  or  four  months. 

During  the  period  of  management,  she  ad- 
mitted to  rare  suicidal  thoughts,  but  denied  their 
importance  and  made  no  suicidal  attempt. 
Although  the  patient  did  not  openly  express  her 
feeling  of  being  unfairly  put  upon,  she  instead 
wore  an  ostensible  air  of  resignation,  kindled 
feelings  of  guilt  and  discomfort  in  those  about 
her. 

This  behavior  alienated  the  family,  and  even 
her  husband  lost  patience.  Since  the  patient 
had  never  formed  any  relationships  based  on 
mutual  need  and  satisfaction,  she  became  pro- 
gressively more  isolated  and  anxious.  Her  one 
friend,  a person  who  had  been  severely  crippled 
by  poliomyelitis,  could  still  maintain  her  usual 
relationship  with  the  patient.  When  this  friend 
died,  the  patient  for  the  first  time  showed  gen- 
uine grief.  Although  outwardly  sad,  she  was 
not  as  depressed  as  she  had  been  on  previous 
occasions.  Her  family  tried  to  persuade  her  to 
seek  help,  but  were  unsuccessful.  The  patient 
showed  more  agitation  and  anxiety  than  she  had 
previously  shown,  yet  she  never  made  any  overt 
suicidal  treats  or  gestures. 

Not  long  after  her  friend’s  death,  the  patient 
walked  into  the  sea.  She  was  dead  when  her 
body  was  retrieved. 

Comment.  This  case  is  instructive  for 
several  reasons.  First,  not  only  was  insight 
lacking,  but  it  was  impossible  for  the 
patient  to  gain  access  to  self-knowledge 
since  such  knowledge  would  have  caused 
the  collapse  of  her  whole  system  of  think- 
ing. She  not  only  needed  to  think  of  her- 
self as  good,  but  also  needed  the  reas- 
surance that  others  agreed.  As  long  as 
she  could  assume  this  role,  her  self-esteem 
was  sufficient.  She  could,  from  her  ear- 
liest years,  comfort  herself  with  the  thought 
that  whatever  overt  advantages  others 
might  have,  she  was  “better”  in  the  sense 
of  being  more  good. 


I 
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The  patient’s  own  anger  was  relieved 
by  the  discomfort  she  aroused  in  others, 
and  her  own  sense  of  guilt  was  held  in 
abeyance  by  her  sacrificial  behavior.  As 
the  years  went  on  she  found  herself  alien- 
ated from  those  closest  to  her.  Since  they 
were  indeed  able  to  manage  their  own  prob- 
lems, instead  of  being  helpful  she  found 
herself  more  and  more  in  their  way.  When 
her  own  resources  were  undermined  during 
her  advance  to  middle  age,  she  became 
more  easily  depressed  and  resorted  to 
increasingly  more  archaic  devices.  Finally, 
after  the  death  of  her  friend,  her  ego  struc- 
ture collapsed,  and  she  began  thinking  in  a 
punitive  manner.  At  this  time  her  thought 
content  was  unable  to  distinguish  phantasy 
and  symbolism  from  reality,  and  her  final 
act  of  suicide  is  viewed  as  an  expression  of 
belief  that  her  return  to  the  sea  was  a 
rebirth  as  well  as  a rejection  of  a real  world 
which  had  become  intolerable.  By  her 
death  she  inflicted  punishment  on  those 
toward  whom  she  had  felt  a lifelong 
jealousy.  At  the  same  time,  in  her  own 
mind  she  was  ridding  them  of  a burden. 
She  was  keeping  an  appointment  with  eter- 
nity and  the  classical  symbolism  of  death 
and  rebirth  as  expressed  in  the  form  of  the 
sea  became  real  to  her. 

This  type  of  passively  hostile  behavior 
in  the  presence  of  a fragile  ego  structure, 
associated  with  the  belief  in  one’s  own 
ultimate  superiority  is  frequently  seen  in 
persons  who  resort  to  suicide. 

Case  2.  A young  man,  aged  twenty  years, 
destroyed  himself  by  leaping  from  the  station 
platform  before  an  onrushing  subway  train. 

The  patient  had  always  been  an  isolated  per- 
son. He  helplessly  accepted  psychiatric  help 
at  the  urging  of  his  parents. 

He  said  that  his  father  was  old-fashioned  and 
belittling  but  that  his  mother  was  more  com- 
forting to  him.  His  childhood  had  been  a 
stormy  period  because  he  frequently  had  felt 
unfairly  treated  and  behaved  in  an  unreasonable 
manner.  He  presented  a quick  native  intel- 
ligence, and  although  his  school  performance 
was  spotty  because  of  his  idiosyncratic  needs, 
he  was  nevertheless  able  to  maintain  a reason- 
ably satisfactory  scholastic  record. 

He  enjoyed  phantasizing  and  believed  that  in 
some  way  he  was  superior  to  others.  He 
readily  withdrew  into  his  own  thoughts,  and  his 
ego  structure  was  so  fragile  that  he  was  unable 
to  recognize  the  purely  internal  nature  of  his 
narcissism.  Instead,  he  consciously  accepted 
this  version  of  himself.  Because  of  his  low 
frustration  tolerance,  any  attempt  to  correct 


obvious  errors  of  judgment  or  perception  were 
regarded  as  threats.  If  either  parent  disagreed 
with  his  observations  or  objected  to  grossly  mis- 
directed behavior,  he  felt  rejected  and  unloved. 
Anything  less  than  total  acceptance  and  uncon- 
ditional faith  in  the  solidity  and  reality  of  his 
beliefs  was  regarded  as  a serious  danger  and  was 
reacted  to  as  such. 

Shortly  before  his  initial  visit,  he  had  become 
friendly  with  a peer  named  “Lenny.”  Since 
the  patient  conceived  life  in  terms  of  grand 
happenings,  his  exaggerated  estimate  of  Lenny 
and  his  striving  to  emulate  Lenny  were  at  first 
flattering  to  the  latter.  He  made  an  initial 
attempt  to  establish  his  mastery  by  slashing  his 
wrists  lightly  while  walking  with  Lenny.  He 
created  the  quandry  of  wanting  others  to  ap- 
prove his  behavior  and  to  agree  with  his  own 
estimation  of  its  necessity  and  appropriateness, 
and  at  the  same  time  he  blamed  them  for  not 
caring  enough  for  him  to  save  him  from  his  own 
violence. 

The  patient  had  a dream  in  which  the  comic 
character  “Popeye”  figured  prominently.  This 
dream,  of  a classical  symbol  of  infantile  omnip- 
otence, presaged  the  patient’s  flight  to  the 
West  Indies,  thus  actually  making  concrete  his 
phantasy  in  this  old  pirate  haunt.  It  repre- 
sented suicide,  indicating  that  the  patient  had 
so  regressed  that  the  phantasied  desire  for  para- 
dise was  translated  into  action  as  well  as  dreams. 
Again  the  sea-death-birth  triad  was  displayed. 
When  the  patient  returned,  he  was  confused, 
vaguely  delusional,  and  reported  some  hal- 
lucinatory experiences.  Because  of  the  psy- 
chotic quality  of  his  behavior,  a course  of  electro- 
stimulative  therapy  was  initiated,  and  the 
patient  was  given  concomitant  phenothiazine 
medication. 

The  patient  was  able  to  return  to  school  soon 
after  this  period  of  therapy  but  still  found  him- 
self lonely  and  friendless.  He  could  relate  briefly 
and  precariously  only  to  someone  who  agreed 
with  him,  and  he  constantly  found  minor  reasons 
to  quarrel.  The  usual  disagreements  stemmed 
from  the  fact  that  others  regarded  him  peripher- 
ally, while  he  literally  could  not  comprehend 
and  would  not  accept  less  than  a total  interest  in 
him  and  him  alone.  He  was  now  more  at  odds 
with  his  surroundings  than  ever,  and  although 
at  this  time  he  made  no  suicidal  attempts,  he 
became  increasingly  preoccupied  with  thoughts 
of  the  latter,  and  suicidal  preoccupations  be- 
came an  even  more  familiar  part  of  his  phantasy 
life. 

He  again  left  home,  in  the  midst  of  the 
school  term,  and  traveled  first  to  Mexico  and 
then  to  Canada.  Denied  credit  for  school  work 
because  of  his  absences,  he  became  morose  and 
uncooperative.  He  refused  medication,  re- 
jected any  offer  of  help,  and  made  another  minor 
suicidal  gesture  by  cutting  his  wrists.  His  be- 
havior at  home  now  seemed  less  disturbed. 
Dreams  of  being  dead  alarmed  him,  and  he 
seemed  somewhat  more  aware  of  his  peculiari- 
ties; yet  he  continued  friendless  and  alone. 
His  dreams  were  so  unsettling  that  he  could  no 
longer  take  comfort  in  sleep,  and  his  world  of 
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phantasy  seemed  less  of  a refuge.  Still  he  could 
not  subordinate  his  own  needs  to  the  demands 
of  the  world.  His  relationship  with  his  mother 
grew  bitter,  and  it  became  plain  that  his  family 
was  less  empathic. 

On  his  last  visit  to  the  office,  he  dwelt  on  an 
actual  experience  of  having  a tooth  extracted 
under  sodium  thiopental  anesthesia.  He 
seemed  absorbed  with  the  fact  that  he  had  ex- 
perienced no  pain. 

The  next  day  he  telephoned  and  said:  “I’ll 
not  be  seeing  you  again.  I’m  going  to  kill  my- 
self.” The  police  were  notified  and  shortly  re- 
ported that  the  patient  had  committed  suicide 
by  leaping  in  front  of  a subway  train. 

Comment.  The  patient’s  essential  gran- 
diosity and  failure  to  develop  beyond  the 
stage  of  primitive  self-absorption  were 
reflected  in  his  inability  to  make  friends 
and  his  constant  avoidance  of  meaningful 
relationships  despite  his  apparent  search 
for  such  involvements.  One  notes  his 
constant  loneliness  and  dramatic  attempts 
to  find  some  magical  method  by  which  his 
ego  might  be  reinforced.  One  sees  a 
growing  isolation,  although  the  patient 
ostensibly  was  industriously  engaged  in 
attempts  at  reconstitution.  Suicidal  ges- 
tures became  a part  of  his  life,  and  he 
resorted  to  this  device  more  frequently. 

Another  ominous  prognostic  sign  was  the 
patient’s  inept  attempts  to  run  away, 
hoping  that  somehow  the  world  would  be 
different  elsewhere.  The  widening  affec- 
tive split  in  the  presence  of  equivalents  of 
suicidal  preoccupation,  such  as  the  pa- 
tient’s tendency  to  seem  elated  or  depressed 
without  these  actually  being  part  of  his 
own  behavior,  and  his  rigid  isolation  and 
suspicion,  although  his  family  and  the 
physician  were  generously  helpful,  were 
especially  ominous. 

Toward  the  end,  his  one  sanctuary, 
namely  his  grandiosely  conceived  con- 
victions and  beliefs,  his  world  of  individual 
and  personal  ideation,  was  invaded  by 
nightmares  and  anxieties.  We  see  here, 
too,  another  attempt  at  reconstitution. 
No  longer  able  to  find  relief  within  him- 
self, he  tried  again  to  turn  his  attention 
outward.  Had  he  not  been  so  isolated, 
so  rigid,  so  concrete,  and  had  he  been  ca- 
pable of  finding  gratification  in  external 
associations,  he  might  have  stopped  here, 
and  as  the  pressure  of  adolescence  sub- 
sided, possibly  have  found  some  niche. 
As  it  was,  the  limited  world  he  knew  was 
no  longer  as  accepting  as  it  had  been. 


Defensively  perhaps,  his  parents  had  turned 
away,  his  friend  was  no  longer  concerned. 

The  final  experience  of  being  “put  to 
sleep,”  to  awaken  and  find  that  a tooth 
was  lost,  an  additional  ego-depleting  ex- 
perience viewed  as  castration,  may  have 
been  the  mite  around  which  his  impul- 
sivity  crystallized.  After  this  symbolic 
loss,  he  felt  he  had  one  last  opportunity. 
If  he  could  not  live  importantly,  he  could 
die  dramatically. 

Feeling  crushed  and  overwhelmed  as  one 
is  by  Krishna’s  onrushing  juggernaut, 
he  concretized  the  phantasy  and  acted  out 
this  last  dream.  Here,  too,  one  may  spec- 
ulate he  expected  to  awaken  to  find  that 
the  sick  core  had  been  extracted  from  his 
mangled  body  as  completely  and  as  pain- 
lessly as  the  tooth  had  been  removed  from 
his  jaw. 

Case  3.  A man  with  cyclic  mood  swings 
committed  suicide  at  the  age  of  fifty-three  by 
taking  an  overdose  of  barbiturates. 

The  patient  was  first  seen  at  the  age  of  forty- 
six  because  he  was  acutely  depressed.  He  said 
that  he  had  borrowed  money  to  purchase  stocks 
and  now  was  unable  to  repay  his  debt.  He  was 
afraid  to  sign  his  name  because  somehow  it 
might  bring  disaster  to  the  family.  He  felt 
that  he  had  disgraced  his  family  and  was  unable 
to  face  them  because  of  feelings  of  shame  and 
guilt.  His  appearance  was  forlorn,  he  seemed 
enervated  and  had  difficulty  sleeping,  unable  to 
rest  because  of  unpleasant  thoughts.  He  said, 
“I  feel  as  if  I have  been  beaten  and  I want  to 
hide.” 

His  parents  had  been  anxious  people  who  de- 
voted themselves  to  managing  the  practical 
affairs  of  life  and  did  not  have  any  associations 
outside  of  the  family.  His  mother  had  died  and 
his  father  had  remarried,  and  in  a household 
with  an  older  brother  and  two  half-sisters,  the 
atmosphere  was  tense  and  chilling.  The  pa- 
tient’s sisters,  although  not  unfriendly,  left  the 
family  as  soon  as  they  were  able.  His  brother 
and  his  brother’s  wife  were  the  patient’s  con- 
fidantes. At  the  time  of  the  patient’s  first  visit, 
his  mother  and  father  had  both  been  dead  for 
years. 

In  earlier  years  the  patient  was  ambitious  and 
apparently  capable.  He  did  very  well  in  school 
and  was  graduated  from  a city  university. 
After  graduation  he  worked  as  a salesman  and 
continued  to  work  in  this  capacity  for  the  re- 
mainder of  his  life.  The  patient  told  of  his 
unachieved  ambitions,  and  it  was  clear  from  his 
narrative  that  he  had  had  many  expensive 
plans  which  had  never  jelled. 

He  married  at  the  age  of  twenty-six.  His 
wife  was  an  unrealistic  woman  who  was  usually 
critical  and  disapproving,  but  who  did  maintain 
a structured  household.  After  several  childless 
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years,  they  adopted  a daughter  who  was  over- 
indulged, fractious,  and  difficult,  but  who  be- 
came the  center  of  the  patient’s  emotional  life. 
In  truth,  there  was  a close  bond  between  them, 
and  the  patient  derived  considerable  satisfaction 
from  this  relationship. 

The  patient  had  episodes  of  irritability  and 
euphoria  as  well  as  periods  of  gloom  during  most 
of  his  life,  but  he  was  never  considered  emotion- 
ally ill  until  the  age  of  thirty-eight,  at  which 
time  he  had  an  episode  of  depression  and  was 
seen  by  a psychiatrist  who  made  recommenda- 
tions for  therapy  which  the  patient  did  not 
follow.  After  this  episode,  the  patient’s  be- 
havior became  more  erratic.  He  continued  to 
earn  a livelihood,  but  changed  jobs  frequently. 
When  his  mood  was  elevated,  he  accumulated 
moderate  sums  which  he  would  invest  in 
speculative  ventures  toward  the  end  of  his 
period  of  raised  spirits.  When  his  mood  be- 
came depressed,  these  bad  investments  were 
viewed  as  concrete  evidence  of  his  failure. 

His  swings  of  mood  eventually  became  even 
less  relevant  to  the  circumstances  of  his  life. 
Neither  the  patient  nor  his  wife  surmised  that 
these  variations  were  intrinsic.  He  ascribed 
his  mood  cycles  to  changes  in  his  circumstances. 
His  wife  felt  he  was  inept  or  incapable.  Her 
general  position  was  one  of  having  been  unfairly 
treated  because  her  husband  was  so  difficult. 
When  the  patient  was  depressed  he  said:  “My 
wife  deserves  a monument  for  what  she  has 
taken  from  me,”  but  at  other  times  he  was 
irritable,  unpredictable,  abusive,  and  even 
physically  assaultive.  As  his  behavior  became 
more  distant  from  reality,  the  patient’s  point 
of  view  developed  a paranoid  quality.  His 
ventures  grew  more  provocative,  and  his  feel- 
ings of  despair  were  coupled  with  suspicions  and 
intimations  of  persecution. 

Because  of  the  intensity  of  his  symptoms,  the 
patient  was  treated  with  electrostimulative 
therapy,  and  he  rapidly  returned  to  a more  nor- 
mal mood  which  remained  fairly  stable  so  that 
he  was  able  to  function  at  a better  level  than  he 
had  in  many  years. 

His  wife  who  had  tolerated  his  behavior  for  a 
long  while  was  more  disturbed  by  the  concept 
that  he  was  ill  than  she  had  been  by  the  realities 
associated  with  his  behavior.  The  patient’s 
brother  and  sister-in-law,  who  had  been  closely 
involved  and  who  had  often  come  to  his  rescue, 
became  less  tolerant  of  his  complex,  emotionally 
charged,  obscurely  motivated  actions  and 
gradually  withdrew  their  support.  Thus,  para- 
doxically, the  patient  was  able  to  evoke  greater 
tolerance  and  acceptance  when  he  was  in  the 
midst  of  a stormy  and  tumultuous  episode  than 
when  he  was  able  to  maintain  a moderately 
competent  level  of  functioning. 

He  was  able  to  maintain  his  improvement  for 
several  months,  but  soon  his  judgment  became 
even  worse.  His  behavior  at  work  and  at  home 
deteriorated.  On  questioning  he  seemed  some- 
what confused  and  his  intellectual  faculties  were 
affected.  For  this  reason,  an  electroencephalo- 
gram was  performed.  It  disclosed  a moderate 
generalized  dysrhythmia  which  was  thought  to 


be  caused  by  encroaching  sclerotic  cerebral 
changes. 

At  home  he  made  several  physical  attacks  on 
his  wife,  and  she  then  surreptitiously  left  for 
Florida  with  their  adopted  daughter.  At  this 
time,  a situation  which  was  unrelated  to  the 
patient  occurred.  He  said  the  F.B.I.  visited 
him  and  questioned  him  regarding  a report  that 
a bomb  had  been  placed  on  the  plane  on  which 
his  wife  and  child  left  for  Florida.  This  visit 
probably  stimulated  suspicions  and  paranoid 
thoughts  and  exonerated  his  deterioration. 

Since  he  was  now  alone,  he  remained  in  his 
room  despairingly.  He  did  not  return  for  fur- 
ther treatment,  but  an  inquiry  was  received 
from  the  office  of  the  district  attorney,  implying 
that  the  patient  had  been  arrested  for  a minor 
sexual  offense.  Since  he  had  never  been  in- 
volved in  this  type  of  activity  before,  it  must  be 
assumed  that  the  patient  had  continued  to 
develop  deteriorating  judgment  and  was  resort- 
ing to  maladaptive  behavior  to  reassure  himself. 
From  this  time  on  he  was  unable  to  resume  his 
usual  activities.  It  was  learned  that  the  pa- 
tient had  committed  suicide  by  ingestion  of 
barbiturates  about  one  year  after  his  arrest. 

Comment.  This  case  illustrates  the  man- 
ner in  which  an  adaptive  device,  namely 
cyclic  periods  of  depression  and  elations, 
gradually  broke  down  under  the  pressures 
of  aging  and  organic  defect.  It  further 
demonstrates  how  an  individual’s  family 
may  tolerate  one  set  of  symptoms  but  yet 
be  unable  to  a change  in  his  symptoma- 
tology. 

The  patient  himself  tried  to  restore  some 
degree  of  internal  stability  by  utilizing 
a new  pattern  of  behavior.  When  he 
found  that  his  life  was  in  chaos  and  he 
could  devise  no  further  methods  of  dealing 
with  his  internal  drives  through  punish- 
ment and  gratification,  he  resolved  the 
difficulty  by  committing  suicide. 

Had  he  been  met  with  greater  environ- 
mental acceptance  and  support  at  a time 
when  he  could  no  longer  function  alone, 
he  might  have  been  able  to  adjust  to  his 
failing  resources  and  continue  to  exist 
although  at  a less  adequate  level. 

Comment 

It  is  characteristic  of  people  that  they 
crystallize  a feeling  of  self  out  of  a mul- 
tiplicity of  experiences  and  relationships, 
and  that  this  self  is  perceived  as  unique, 
probably  indestructible,  and  endowed  with 
all  possible  trappings  of  worth  and  love- 
liness. Among  the  forces  directing  the 
organism  into  an  acceptance  of  the  ex- 
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ternality  of  the  world  is  the  discovery 
common  to  all  sexed  beings  that  one’s  own 
satisfaction  is  dependent  on  the  existence, 
approbation,  and  cooperation  of  another. 
Failure  to  achieve  such  acceptance  through 
accomplishments  and  the  hobbling  of  one’s 
capacity  to  perform  because  of  acquired 
or  inherent  ineptitude  leads  to  behavior 
which  does  not  answer  the  demands  of  the 
situation. 

The  infantile  or  inner  self  remains  as  a 
necessary  precondition  for  the  integration 
and  juxtaposition  of  perceptions.  This 
self  is  proud  and  cannot  tolerate  loss  of  its 
centrality,  for  if  it  does,  it  has  abdicated 
and  ceases  to  be.  Any  proof  of  its  inherent 
magical  and  superhuman  capacities  is  re- 
garded benignly  and  happily,  and  the 
forces  comspiring  against  its  superiority 
and  centrality  are  viewed  as  relentless  and 
encompassing.  Even  in  the  self  expe- 
riences of  want,  pain,  awkwardness,  re- 
jection, humiliation,  and  failure,  it  must 
know  beyond  doubt  that  it  is  unique  and 
central,  that  it  controls  the  world,  that  it  is 
in  fact  a universe. 

Because  its  early  experiences  of  de- 
pendency and  helplessness  are  transmuted 
into  the  sexual  need,  that  is  the  need  still 
to  depend  on  another  for  satisfaction,  the 
centrality  must  be  modified  and  controlled. 
Since  man  is  the  result  of  a long  history 
of  evolution  in  which  the  bisexual  mode  of 
reproduction  proved  most  efficient,  he 
must  find  a way  in  which  he  relates  to  one 
other  and  from  this  one  to  the  social  group. 
The  force  for  control  must  be  as  strong  as 
the  force  it  controls.  Therefore  man  is 
painfully  stopped  when  he  transgresses 
the  boundaries  of  social  necessity.  He,  in 
fact,  feels  pain  and  guilt.  When  the  cen- 
trality of  the  self  is  threatened,  he  feels 
anxiety. 

Various  schools  of  psychiatry  weave  this 
concept  into  the  experiences  of  its  members 
in  different  ways,  but  each,  perhaps,  em- 
phasizes one  aspect  more  than  another  and 
deals  with  the  problem  of  man’s  main- 
taining this  self,  that  is,  this  sense  of  being 
central  in  the  face  of  the  contradictions  of 
the  surrounding  world. 

Because  the  need  to  relate  is  as  fun- 
damental as  the  need  to  perceive  one’s 
self  as  central,  there  are  many  situations  in 
which  there  is  a conflict  between  these 
two  needs.  The  stratagems  devised  to 


resolve  the  struggle  are  numerous  and 
varied.  They  include  the  paradoxical 
quality  of  finding  enjoyment  in  danger  and 
deriving  pleasure  from  struggle  and 
disaster,  provided  these  occur  in  a social 
setting. 

It  is  possible,  then,  to  maintain  this 
feeling  of  centrality  in  the  face  of  difficulties 
by  feeling  one’s  self  part  of  a transcendental 
struggle  against  hostile  forces.  It  is  pos- 
sible, even  in  defeat,  to  feel  that  one  has 
gone  beyond  the  ordinary  and  has  proved 
one’s  sublimeness.  It  is  this  possibility 
which  enables  neurotic  symptoms  to  be 
gratifying,  although  they  are  painful. 
Usually  these  symptoms  are  a part  of  a 
person’s  total  strategy  for  relating  to  others. 
Among  these  symptoms  is  suicide. 

The  act  of  suicide  is  a declaration  of 
self-worth  in  the  face  of  difficulties  which 
appear  overwhelming.  It  is  an  attempt  to 
restate  one’s  ultimate  worth.  In  that 
sense,  suicide  is  not  a position  of  defeat. 
The  suicidal  person  denies  that  he  has 
lost,  and  he  flings  his  banner  into  the  face 
of  the  onrushing  fates  that  would  destroy 
him,  emerging  victorious  even  in  defeat. 
But,  the  suicidal  person  has  also  demon- 
strated his  true  defeat  and  inability,  either 
due  to  personal  inadequacy  or  other  cir- 
cumstances, to  join  with  others.  He  can- 
not be  sustained  by  religious  faith  or  by 
sharing  his  difficulties.  Desertion,  imag- 
ined desertion,  rejection,  or  imagined  re- 
jection are  frequent  precursors  of  suicide. 
Too  often,  the  patient,  preoccupied  with 
his  attempts  to  maintain  his  esteem,  fails 
to  recognize  that  he  is  alienating  those 
who  are  closest  to  him  and,  suddenly 
in  fact,  finds  himself  alone.  Threatened 
with  displacement  from  his  central  posi- 
tion, at  the  end  of  his  resources,  succumbing 
to  despair,  he  may  accept  death  as  a return 
to  an  earlier  state  of  tranquility.  By 
reverting  to  his  once  helpless  posture,  when, 
indeed,  he  was  cared  for,  he  hopes  to  find 
himself  again  the  object  of  devotion  and 
love.  This  is  the  second  of  the  two  usual 
messages  which  the  suicide  wishes  to  con- 
vey. In  addition  to  the  act  of  suicide 
being  a defiant  gesture,  it  may  represent  a 
desire  to  end  the  struggle,  but  only  on  the 
condition  that  honorable  and  sympathetic 
terms  are  offered.  In  circumstances  where 
relationships  are  uncongenial  and  the 
protagonist  feels  that  all  about  are  unloving 
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and  unremorseful,  self-murder  may  be  a 
plea  for  some  stipulation,  some  article  of 
agreement  which  will  indicate  that  tender 
feelings  toward  him  still  exist  and  that 
these  are  deeply  felt  and  quite  profound. 
This  plea  is  part  of  a general  reversion  to 
infantile  mysticism  and  belief  in  magic 
and  mystery.  Regressed  devices  are  often 
used  when  familiar,  usual  ones  fail. 

In  general,  there  is  an  inverse  relation- 
ship between  phantasizing  and  acting. 
In  children,  phantasy  is  a useful  method  of 
dealing  with  the  discomfort  of  feeling  that 
one’s  redoubts  are  threatened,  and  “even  in 
adult  life,  day-dreams  may  still  play  a part, 
sometimes  enlarging  the  boundaries  of  a 
too  narrow  reality  and  sometimes  com- 
pletely reversing  the  situation ....  At 
any  rate  it  is  certain  that  in  adult  life 
gratification  through  phantasy  is  no  longer 
harmless.  As  soon  as  more  considerable 
quantities  of  cathexis  are  involved,  phan- 
tasy and  reality  become  incompatible; 
it  must  be  one  or  the  other  . . . for  an 
id-impulse  to  make  an  eruption  into  the 
ego  and  there  to  obtain  gratification  by 
means  of  hallucination  spells,  for  an  adult, 
psychotic  disease.”6 

Because  of  the  reciprocal  nature  of  the 
relationships  between  phantasy  and  action, 
those  persons  experiencing  hallucinations 
and  expansive  delusions  during  the  course 
of  their  psychotic  disease  are  less  prone  to 
action.  While  their  behavior  may  be 
bizarre  and  even  in  a muddled  way  as- 
saultive, they  are  usually  confused  and 
indecisive.  The  hallucinating  and  deluded 
individual  is  affectively  flat  and  experiences 
some  of  this  same  indifference  toward  his 
perceptions  as  does  the  hysteric  person  who 
experiences  it  toward  his  physical  symp- 


toms. In  the  absence  of  hallucinatory  and 
delusional  types  of  defenses,  affective 
experiences  are  much  stronger,  and  there 
is  a much  greater  proclivity  for  action  ap- 
propriate to  the  ideation.  Unable  to  take 
refuge  in  phantasy,  the  suicidal  person 
develops  a “living  belief”  and  carries  this 
into  the  real  world.  For  this  reason, 
blocking  the  defensive  retreat  into  a phan- 
tasy world  in  which  one’s  uniqueness  is 
confirmed,  if  merely  by  the  universality  of 
acrimony  and  persecution,  may  increase 
the  risk  of  a suicidal  attempt.  There  are 
many  different  devices  used  to  maintain  the 
feeling  of  uniqueness  without  which  it  is 
not  possible  to  function  adequately  on  the 
symbolic  level,  and  there  are  many  different 
methods  by  which  people  hope  to  expe- 
rience the  minimum  necessary  amount  of 
satisfaction. 

A person  who  cannot  love  or  be  loved, 
who  cannot  be  needed  or  cannot  be  worthy, 
cannot  be  important,  cannot  be  potent  or 
rich,  or  who  cannot  have  delusions  of  these, 
cannot  live.  The  total  striving  of  the 
suicidal  person  in  life  and  through  death  is 
to  maintain  the  centrality  of  the  self. 
Neurotic  symptoms  and  suicide  are 
methods  to  maintain  this  self. 
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I 

|n  discussing  suicide  it  is  necessary  to 
separate  completed  suicide  from  suicide 
attempts  and  both  of  these  from  suicide 
threats.  Suicide  is  the  voluntary  act  of 
a person  who  consciously  places  himself  in  a 
situation  which  is  expected  to  lead  to  death 
and  through  which  he  means  to  attain  his 
objective.  Completed  suicide  is  the  at- 
tainment of  death  through  such  an  act. 
Suicide  attempt  is  the  committing  of  the 
act  without  the  attainment  of  death.  Su- 
icide threat  is  the  communication  to  others 
of  the  intent  to  commit  such  an  act.  Peo- 
ple who  fall  into  each  of  these  three  cat- 
egories may  or  may  not  resemble  each  other 
psychologically.  Nevertheless,  there 
seems  to  be  a psychological  continuum 
from  the  suicide  threatener  through  the 
suicide  attempter  to  the  suicide  completer. 1 
In  addition  to  suicide  there  are  a large 
number  of  instances  in  which  unconsciously 
and  indirectly  a person  behaves  in  such  a 
way  as  to  invite  death  as  in  alcoholism, 
addiction,  certain  crimes,  psychosomatic 
disease,  and  accidents.  This  article  does 
not  directly  deal  with  this  latter  group  of 
patients. 

General  statistical  and 
clinical  observations 

There  are  over  280  deaths  per  year  from 
suicide  in  the  fifteen-  to  nineteen-year  age 
range  in  the  United  States.  This  is  an 
incidence  six  times  higher  than  that  oc- 
curing  in  the  ten-  to  fourteen-year  age  range. 
It  represents  2 per  cent  of  the  total  annual 
suicides  and  2.5  per  cent  of  deaths  in  the 
fifteen-  to  nineteen-year  age  range.  The 
incidence  of  completed  suicides  generally 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Medical-Legal  and  Workmen’s  Compensation  Matters  jointly 
with  Section  on  Neurology  and  Psychiatry,  February  16, 
1966. 


increases  with  age.  In  completed  suicide, 
males  predominate  over  females  3 to  l.2 
In  suicide  attempts,  which  occur  from  7 to 
100  times  as  frequently  as  completed 
suicide,3-  4 females  predominate  by  a ratio 
of  10  to  l.2  Over  12  per  cent  of  the  suicide 
attempts  occur  in  the  fifteen-  to  nineteen- 
year  age  range.  The  incidence  of  suicide 
threats  is  unavailable,  but  suicide  threats 
are  more  common  prior  to  a completed 
suicide  than  are  suicide  attempts.5  Broken 
homes  are  common  in  families  of  completed 
suicides  but  occur  more  commonly  in  the 
families  of  suicide  attempters.6  The  loss 
of  a parent  by  death  before  the  end  of 
adolescence  occurs  more  often  in  completed 
suicides  than  in  suicide  attempts.6  The 
fathers  of  suicidal  patients  are  often  not 
living  at  home  or  have  at  some  time  been 
separated  from  the  home.1-  6-8 

In  suicide  attempts  and  completed 
suicide  there  appears  to  be  a predominance 
of  older  siblings  and  a dearth  of  younger.7  ~9 
The  intelligence  quotients  in  a group  of 
attempted  suicides  seemed  to  follow  the 
normal  distribution  except  for  a decreased 
incidence  of  retardates.8  In  completed 
suicide  the  school  performance  of  these 
youngsters  was  poorer  than  students  with 
comparable  intelligence  quotients,  and  com- 
pleted suicide  was  often  in  persons  retarded 
in  reading  ability  who  suffered  from  an  iso- 
lation from  extracurricular  activities. 9 

Negro  completed  suicides  tend  to  be 
rare  and  the  Negro  incidence  in  attempted 
suicide  was  lower  than  that  for  whites.  *•  4 ' 8 9 
Puerto  Rican  women  seem  to  have  a high 
incidence  of  suicide  attempts.4 

Balser  and  Masterson2  pointed  to  a high 
incidence  of  schizophrenic  diagnoses  in 
their  suicide  attempt  group.  Toolan8 
found  in  his  group  of  suicide  attempts  a 
higher  incidence  of  behavior  and  character 
disorders. 

In  suicide  attempts  ingestion  and  slash- 
ing seem  to  be  the  more  common  methods 
employed,7  while  in  completed  suicide 
jumping,  hanging  and  strangulation,  in- 
halation, as  well  as  ingestion  are  frequent 
methods. 4 

Clinical  studies 

Clinical  studies  indicate  that  the  develop- 
mental problems  of  relinquishing  the  de- 
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pendency  on  and  oedipal  attachments  to 
the  parents,  of  establishing  a heterosexual 
relationship  with  people  outside  the  family, 
of  establishing  a working  identity  thrusts 
vulnerable  adolescents  into  a major  iden- 
tity crisis  and  traumatic  reaction  in  which 
sleep  disturbance,  eating  disturbance,  so- 
matic symptoms,  and  impulsive-rebellious 
or  socially  withdrawn  behavior  predom- 
inates.7 The  sleep  disturbance  may  be 
insomnia  or  a tendency  to  excessive  sleep. 
The  eating  disturbance  often  involves 
increased  eating,  increased  tendency  to  take 
alcoholic  beverages,  increased  smoking, 
or  increased  intake  of  sweets  often  reaching 
addictive  proportions;  but  in  other  in- 
stances there  is  a loss  of  appetite  and  a 
decreased  intake  of  food.  Somatic  symp- 
toms include  headache  and  pains  of  any 
type,  asthenia,  gastrointestinal  complaints, 
tachycardia,  menstrual  complaints,  and 
skin  problems  especially.  Such  a syn- 
drome precedes  over  70  per  cent  of  the 
serious  suicide  attempts.7  This  syndrome, 
however,  does  not  imply  impending  suicide 
attempt  since  it  may  occur  with  other 
emotional  reactions  as  well;  but  it  is  a sign 
of  traumatic  distress  and  adaptive  failure 
which  often  precedes  suicide  attempt.  At 
times  suicide  follows  within  a few  months 
presumed  improvement  from  such  a trau- 
matic episode.10  At  other  times  an  im- 
pulsive suicide  attempt  occurs  without  this 
preceding  syndrome. 

Hallucinations  or  unremitting  obsessions 
to  kill,  to  be  killed,  to  die,  of  guilt,  hope- 
lessness, failure,  humiliation,  or  being  evil 
or  worthless  must  be  taken  seriously  as 
mental  content  that  often  precedes  or 
accompanies  suicide  attempt  whether  the 
foregoing  syndrome  is  present  or  not.7 

In  completed  suicide  young  men  in  our 
culture  predominate  over  young  women. 
These  children  are  described  by  their  par- 
ents as  difficult  to  reach,  introspective, 
or  angry.  At  school  there  is  a conspicuous 
lack  of  interest  in  extracurricular  activities, 
and  often  their  academic  performance  is 
below  that  of  students  of  comparable 
intelligence  quotients.9  The  loss  of  one  of 
the  parents  through  death  is  not  an  un- 
common finding.  A high  incidence,  over 
60  per  cent,  of  schizophrenic  diagnoses 
occurs  in  serious  suicide  attempts  in  which 
death  was  anticipated  but  not  achieved. 
Zilboorg11  attributes  the  greater  incidence 


of  men  in  completed  suicide  to  the  young 
man’s  inability  to  tolerate  his  passive 
femininity  at  this  time  of  his  life.  Three 
out  of  four  completed  suicides  are  preceded 
by  either  a suicide  threat  or  attempt.10 

In  attempted  suicide  young  women  pre- 
dominate over  young  men.  Often  these 
young  women  come  from  a broken  home, 
broken  more  often  by  separation  and 
divorce,  with  a stepfather  at  times  present. 
High  mobility  of  the  family  and  lower 
socioeconomic  status  add  to  these  patients’ 
difficulties,  although  in  other  instances, 
rather  than  high  mobility  of  the  family  one 
sees  a family  which  is  greatly  bound  to- 
gether with  all  its  members  living  within  a 
short  distance  of  each  other.  All  the  pa- 
tients feel  alienated  from  their  parents. 
The  incidence  of  impulsive  personality 
disorder  is  high  in  this  group.8'  12 

From  clinical  studies  it  is  clear  that  the 
loss  through  death  of  a parent  (usually 
father)  or  other  close  person,1'  6'  11  dis- 
turbance in  the  early  mother-child  relation- 
ship (maternal  rejection  and/or  reaction 
formation  to  it  through  oversolicitous 
concern),13  the  birth  of  other  siblings  and 
sibling  rivalry,7  sadomasochistic  behavior 
in  the  family  with  the  communication  of 
death  or  rejecting  wishes  toward  the  pa- 
tient,7' 12  the  use  by  the  parents  of  the 
adolescent  in  the  marital  conflict  or  to 
express  the  parent’s  other  unconscious 
aggressive  and  sexual  wishes,7  the  failure 
of  the  parents  to  be  affectionate  and  co- 
operative with  each  other  (including  di- 
vorce and  separation),14  excessive  expecta- 
tions by  the  parents  of  the  adolescents, 
failures  at  school,  and  disappointments  in 
adolescent  love  relationships  all  seem  to 
contribute  in  some  measure  to  suicidal 
behavior. 15 

Theories  of  suicide 

The  two  main  approaches  toward  ar- 
riving at  a modern  understanding  of  suicide 
have  been  through  psychological  and 
sociologic  investigations.  Psychological 
theories  to  explain  suicide  have  taken  three 
main  directions:  suicide  as  a result  of 

aggression  being  turned  on  one’s  self,5 
including  the  wish  to  be  killed,  to  kill  and 
to  die16;  suicide  as  a result  of  early  loss  of 
love  object  and  possible  identification  with 
him11;  and  suicide  as  an  escape  from  and 
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symbolic  resolution  for  an  overwhelming 
conflict.7-  17>  18  The  major  conflicts  in  this 
adolescent  group  are  over  genital  oedipal 
wishes,  conflicts  over  dependent  attach- 
ments to  the  parents,  bisexual  conflicts, 
and  conflicts  in  establishing  an  adult  iden- 
tity. These  theories  alone  do  not  explain 
a suicidal  act  insofar  as  these  traumas  occur 
as  well  in  people  who  do  not  act  in  a suicidal 
way. 

Sociologic  theories  which  implicate  socio- 
economic background,  religion,  race,  cli- 
mate, time  of  the  year,  broken  homes,  fam- 
ily mobility,  intrafamilial  conflict,  national 
political  situation,  national  economic  sit- 
uation, excessive  social  demands  for  in- 
dependence, excessive  tendency  to  en- 
courage dependency,  inability  to  relate  to 
peer  group,  and  so  on,  also  alone  fail  to 
explain  the  suicidal  act  in  contrast  to  other 
forms  of  reactive  behavior  that  are  observed 
when  the  same  conditions  prevail.15'  19 

Suicidal  behavior  is  the  expression  of  an 
individual  personality  with  its  own  con- 
stitution, developmental  history,  present 
social  circumstance,  and  special  phantasies 
about  death  and  after  life,  all  converging 
and  taking  on  meaning  in  this  act,  and  can 
only  be  understood  in  these  multidimen- 
sional terms. 

Treatment  and  preventive  approach 

It  is  clear  that  most  often  there  is  suffi- 
cient evidence  of  adaptive  failure  prior  to 
a suicide  attempt  in  the  form  of  eating 
and  sleeping  disturbance,  somatic  com- 
plaints, with  excessively  withdrawn  or 
rebellious  interpersonal  behavior  and  its 
maladaptive  consequences  of  relatively 
inadequate  performance  at  school  or  work. 
The  recognition  of  this  syndrome  and  the 
referral  of  the  patient  and  his  family  which, 
as  indicated,  is  often  disturbed  for  ap- 
propriate psychiatric  consultation  might 
prevent  a large  number  of  suicide  attempts. 
Stengel3  has  demonstrated  that  suicide 
attempts  often  have  “a  cry  for  help” 
character  and  at  other  times  serve  as  an 
“ordeal”  to  which  the  person  subjects  him- 
self to  be  judged  by  a higher  power.  The 
existence  of  these  attitudes  in  a suicide 
attempt  implies  that  the  intervention  of  a 
helpful  person  may  alter  the  course  of  such 
an  action.  It  is  to  be  observed  and  em- 
phasized that  it  is  most  characteristic  for  a 


suicide  attempt  to  be  preceded  by  some 
form  of  communication,  verbal  or  nonverbal, 
of  great  distress.  Often  the  act  of  suicide 
takes  place  when  this  communication  is  not 
responded  to. 

One  may  ask  at  this  point  “In  what  way 
does  suicide  in  adolescents  differ  from  adult 
suicide?”  Clinically,  the  incidence  of 
schizophrenic  diagnoses  exceeds  depressive 
diagnoses  in  the  adolescent  group,2'  ’whereas 
in  the  adult  group  the  reverse  is  true.2 
Furthermore  the  proportion  of  suicide 
attempt  to  completed  suicide  is  greater  in 
adolescence  than  it  is  in  later  adult  life.2 
The  adolescent  stands  developmentally 
between  the  child  with  his  helpless  de- 
pendency on  his  parents  and  the  adult  who 
is  involved  with  greater  independence  and 
responsibility.  The  adolescent  suicide  typ- 
ically, but  not  always,  has  difficulty  facing 
adulthood  nor  can  he  tolerate  childhood 
helplessness  in  the  environment  he  finds 
himself.  Further,  the  fact  of  a life  cut 
short  before  fulfilling  itself  lends  a special 
horror  to  adolescent  suicide,  while  an 
adolescent’s  relative  dependence  on  his 
parents  and  the  biosocial  expectation  that 
a child  outlives  its  parents  lead  to  greater 
feelings  of  guilt  and  defenses  against  it  on 
the  part  of  the  parents. 

The  later  adulthood  suicide  occurs  more 
often  in  a setting  of  waning  abilities  and/or 
the  loss  of  the  people  close  to  him,  who 
constituted  his  supporting  environment. 
This  typical  older  adult  cannot  face  his 
oncoming  helplessness  and/or  loneliness. 

Younger  adults  sometimes  are  similar  to 
the  adolescents  except  that  a supporting 
environment  or  some  alternative  behavior 
forestalls  suicide  until  the  demands  of 
marriage,  work,  or  parenthood  cannot  be 
met.  Here  also  in  contrast  to  the  adoles- 
cent’s problems  with  the  direct  oedipal 
objects,  the  young  adult  may  re-enact  his 
problems  with  displaced  oedipal  objects. 
At  other  times  the  young  adult  may  be 
mortified  by  debilitating  illness,  failure, 
or  loss  of  love,  and  his  life  problem  more 
closely  resembles  the  older  adult.  These 
considerations  in  general  but  not  always 
imply  that  the  adolescent  serious  suicide 
has  lesser  ego  capacities  than  his  adult 
counterpart  or  is  dealing  with  a more 
malignant  environment  or  both.  This 
may  explain  the  more  frequent  occurrence 
of  schizophrenic  conditions  in  this  group. 
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Summary 

Two  per  cent  of  annual  reported  suicides 
and  12  per  cent  of  reported  suicide  attempts 
occur  in  the  fifteen-  to  nineteen-year  age 
range.  Adolescence  makes  special  de- 
velopmental demands  which  may  over- 
whelm the  ill-prepared  adolescent  especially 
when  he  fails  to  get  adequate  understanding 
or  support  from  his  family.  Attention 
to  a syndrome  of  adaptive  decompensation 
described  in  this  report  would  help  to  de- 
tect oncoming  suicide  attempts  in  at  least 
70  per  cent  of  the  instances.  Pre- 
vious suicide  attempts  or  threats  precede 
three  out  of  four  completed  suicides.  Such 
a state  of  decompensation,  suicide  attempt, 
or  threat  should  result  in  psychiatric  con- 
sultation for  the  adolescent  patient  and 
his  family. 
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Let  us  explore  four  aspects  of  the 
psychotherapy  of  suicidal  patients  and  the 
relative  contributions  of  the  psychiatrist 
and  the  personal  physician  to  the  successful 
treatment  of  these  patients.  These  four 
aspects  are: 

1.  The  recognition  and  evaluation  of 
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2.  The  establishment  of  a workable 
therapeutic  relationship 

3.  The  removal  of  the  suicidal  patient 
from  his  environment,  when  indicated, 
for  his  own  protection 

4.  The  anticipation  and  understanding 
of  the  circumstances  that  produce  a reacti- 
vation of  the  suicidal  drive. 

Recognition  of  motivation 

The  personal  physician  is  often  the  first 
individual  to  whom  the  suicidal  patient 
will  appeal  for  help.  Because  of  the  in- 
timate relationship  that  exists  between 
them  the  patient  may  feel  too  guilty, 
ashamed,  or  otherwise  reluctant  to  reveal 
the  full  extent  of  his  desperation  and  self- 
destructive drive. 

It  has  been  my  experience  that  the  phy- 
sician may  often  underestimate  the  seri- 
ousness of  his  patient’s  distress.  He  may 
respond  either  with  reassurance  or  with 
some  personal  reaction  to  the  theme  of 
suicide  which  may  inadvertently  stifle  the 
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full  exposure  of  the  patient’s  self-destruc- 
tive motivation.  It  is  at  this  point  that 
the  physician  should  without  hesitation 
call  for  a psychiatric  consultation  just  as 
he  would  in  comparable  medical  situations 
call  in  a consultant  in  another  specialty. 

It  is  then  the  psychiatrist’s  role  to  un- 
cover carefully  the  extent  of  the  patient’s 
self-destructive  motivation  and  to  define 
how  this  motivation  is  related  to  his  current 
problems.  This  exposure  is  likely  to  cause 
the  patient  considerable  psychic  pain  as 
he  confronts  the  full  impact  of  his  suicidal 
motivation.  Of  greater  importance,  how- 
ever, is  the  fundamental  reassurance  the 
patient  derives  from  the  awareness  that 
his  current  predicament  is  understood  by 
an  expert  who  can  function  as  a helpful 
collaborator  to  control  unwanted  suicidal 
impulses  and  plan  new  approaches  to  his 
problems.  The  desperation  experienced  by 
a suicidal  patient  when  he  fails  to  com- 
municate the  important  aspects  of  his 
self-destructive  state  often  functions  to 
precipitate  a suicide  attempt. 

A well-conducted  psychiatric  interview 
may  substantially  decompress  the  suicidal 
patient’s  guilt,  shame,  or  rage  and  lead 
him  to  a recognition  of  the  underlying 
emotional  themes  that  have  been  channeled 
into  his  suicidal  drive.  This  enables  the 
healthy  aspects  of  his  personality  to  emerge 
and  enter  into  a workable  therapeutic 
relationship. 

For  example.  The  middle-aged  widower 
may  experience  considerable  relief  from  his 
self-depreciatory  preoccupations  if  he  can 
confide  his  longing  to  become  reunited 
through  suicide  with  his  recently  deceased 
wife  rather  than  cope  alone  with  his  three 
demanding  children. 

The  recently  retired  business  executive  in  a 
suicidal  depression  may  feel  a significant 
restoration  of  his  self-esteem  because  the 
psychiatrist  understands  he  is  mourning  the 
unalterable  loss  of  an  executive  position  which 
was  the  cornerstone  of  his  self-regard. 

Or  the  suicidal  wife  may  experience  con- 
siderable lessening  of  her  rage  toward  her 
unfaithful  husband  when  she  realizes  her  feel- 
ings toward  him  are  complicated  by  deeply 
ingrained  bitterness  toward  her  father  who 
abandoned  the  family  in  her  early  childhood. 

Workable  relationship 

The  second  aspect  of  the  psychotherapy 
is  the  establishment  of  a workable  ther- 


apeutic relationship  between  patient  and 
psychiatrist.  Such  a relationship,  often 
referred  to  as  a positive  transference,  is 
the  most  potent  deterrent  to  suicide  at  the 
psychiatrist’s  disposal.  When  such  a trans- 
ference exists,  one  can  place  great  reliance 
on  the  patient  to  communicate  the  in- 
tensity of  his  self-destructive  impulses  if 
they  threaten  to  escape  his  control.  If, 
however,  after  the  initial  consultation  with 
the  suicidal  patient,  such  a positive  re- 
lationship is  not  established,  and  more 
particularly  if  during  the  course  of  an  on- 
going psychotherapy  such  a positive  trans- 
ference changes  abruptly,  the  patient  should 
be  considered  a very  serious  suicidal  risk. 
At  such  times  it  is  the  responsibility  of  the 
psychiatrist  to  communicate  his  concerns  to 
the  family  or  others  close  to  the  patient. 
Under  these  circumstances  the  psychiatrist 
must  rely  on  those  close  to  the  patient  to 
maintain  a program  of  continuous  par- 
ticipation and  communication  with  the 
patient  to  prevent  his  acting  on  his  suicidal 
impulses. 

A workable  therapeutic  relationship  is 
formed  when  the  psychiatrist  is  able  to 
demonstrate  to  the  patient  that  he  can  be 
of  value  in  reducing  psychic  pain  and 
suffering  and  in  working  out  alternative 
solutions  to  suicide.  The  patient  derives 
hope  and  reassurance  from  the  perception 
that  the  psychiatrist  can  be  of  value,  and 
the  healthy  aspects  of  the  patient’s  per- 
sonality form  a therapeutic  alliance  with 
the  psychiatrist. 

Such  an  alliance  depends,  of  course,  on 
the  skill  and  experience  of  the  psychiatrist 
and  the  capacity  of  the  patient  to  enter 
into  this  relationship.  It  may  come  as  a 
surprise  that  the  personal  physician  may 
also  play  an  important  role  in  the  formation 
of  a positive  transference  to  the  psychi- 
atrist. If  the  referring  physician  is  con- 
fident that  his  patient  can  be  helped 
through  psychotherapy  and  communicates 
this  attitude  to  the  patient,  a favorable 
climate  is  created  which  facilitates  the 
formation  of  a workable  therapeutic  re- 
lationship. If  the  referral  is  made  re- 
luctantly, or  as  a last  resort,  the  patient  is 
liable  to  consider  his  referral  to  a psychi- 
atrist as  an  indication  of  personal  failure 
or  that  he  is  untreatable.  In  this  way 
psychotherapy  is  substantially  handicapped 
from  the  start. 
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Removal  of  patient  from  environment 

The  third  aspect  of  psychotherapy  is 
related  to  the  removal  of  the  patient  from 
his  environment  when,  because  of  the 
nature  of  his  emotional  illness,  he  cannot 
control  his  self- destructive  impulses.  Such 
is  the  case  with  psychotic  patients,  such  as 
the  schizophrenic  person  who  responds  to 
auditory  hallucinations  which  instruct  him 
to  kill  himself;  the  suicidal  patient  in  a 
psychotic  depression  or  engulfed  in  a system 
of  paranoid  delusions;  or  with  the  suicidal 
person  whose  illness  is  complicated  by  the 
excessive  intake  of  drugs  or  alcohol. 

Some  neurotic  patients  may  experience 
a surge  of  suicidal  feeling  and  become  ter- 
rified that  they  will  not  be  able  to  control 
themselves  and  may  do  something  “rash.” 
The  neurotic  patient  often  uses  threats  of 
suicide  to  manipulate,  intimidate,  or  coerce 
those  around  him.  Thus  when  the  “un- 
controllable” urge  is  communicated  to  the 
family  or  the  psychiatrist  it  may  be  mis- 
taken for  just  another  manipulation.  How- 
ever, when  the  individual  shows  more  fear 
of  his  own  impulsiveness  than  a drive  to 
control  others  and  particularly  when  his 
anxiety  is  accompanied  by  other  signs  of 
extreme  conflict,  such  as  severe  sleepless- 
ness, severe  agitation,  or  an  intense  neg- 
ativism about  anything  and  everything, 
then  the  patient  is  seriously  suicidal  and 
requires  protection. 

The  patient  who  is  isolated  and  apart 
from  other  individuals  in  life,  lives  alone, 
has  no  relatives,  or  has  no  one  close  to  him 
who  can  take  effective  affirmative  action 
when  necessary,  is  in  great  danger  of 
experiencing  an  accelerating  suicidal  trend 
unless  removed  to  another  environment. 
These  are  some  examples  of  circumstances 
under  which  a patient’s  removal  from  his 
environment  is  clearly  indicated. 

Anticipation  of  reactivation 

During  my  experience  at  the  West- 
chester Division  of  The  New  York  Hos- 
pital I came  in  contact  with  an  unusual 
number  of  seriously  suicidal  patients. 
When  these  patients  were  considered  clin- 
ically well  enough  to  attempt  to  return  to 
their  environment,  without  exception  they 
experienced  a reactivation  of  the  suicidal 
drive.  This  reactivation  took  many  forms 


ranging  from  suicide  attempts  or  plans  to  a 
preoccupation  with  self-destruction  in 
thought  and  dreams. 

Several  years  ago  I reviewed  my  sub- 
sequent experience  with  seriously  suicidal 
patients  outside  of  a hospital  setting. 
These  patients  had  been  followed  in  psy- 
chotherapy or  personal  follow-up  contacts 
or  both  for  from  six  months  to  twelve  years. 
It  was  apparent  that  the  reactivation  of 
the  suicidal  drive  was  not  limited  to  the 
time  immediately  following  the  patient’s 
leaving  the  hospital.  Throughout  the  pe- 
riod of  observation  the  suicidal  drive  was 
reactivated  repeatedly,  with  variations 
in  intensity  and  form,  in  response  to  what 
are  for  the  patient  characteristic  precipitat- 
ing circumstances.  Thus,  suicide  runs 
as  a theme  throughout  the  lives  of  these 
patients. 

The  psychiatrist’s  ability  to  anticipate 
the  reactivation  of  the  suicidal  drive  and 
plan  his  psychotherapy  accordingly  actually 
represents  an  important  deterrent  to 
suicide.  The  psychiatrist  may  be  the 
first  person  to  become  aware  of  a reactiva- 
tion of  the  impulse  to  suicide  from  the 
patient’s  dreams,  moods,  and  character- 
istic behavior.  If  the  patient  is  con- 
fronted with  his  suicidal  impulse  before  a 
potentially  dangerous  intensity  has  been 
reached,  this  reactivation  of  self-destructive 
tendencies  may  lead  to  insight  rather  than 
to  acting-out. 

This  psychotherapeutic  approach  to  the 
symptom  of  suicide  is  no  different  from 
that  used  to  treat  any  other  maladaptive 
response  pattern.  These  patterns  are  grad- 
ually altered  through  retraining,  insight,  and 
replacement  by  other  more  rewarding  and 
less  maladaptive  responses.  Particular  at- 
tention must  be  paid  to  the  impulse  to 
suicide,  however,  because  one  tends  to  feel 
the  danger  has  passed  if  the  patient  appears 
clinically  more  comfortable  at  the  moment. 

Conclusion 

The  outcome  of  the  psychotherapy  of 
the  suicidal  patient  is  dependent  on  three 
variables.  The  first  is  the  nature  of  the 
patient’s  illness  and  his  capacity  to  form 
a workable  therapeutic  relationship.  The 
second  variable  is  the  psychiatrist’s  ca- 
pacity to  appreciate  the  psychodynamics 
of  the  patient’s  illness,  to  form  a therapeutic 
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bond  with  the  healthy  aspects  of  the  pa- 
tient’s personality,  and  to  tolerate  the 
uncertainties  and  intense  involvements 
required.  Finally,  the  third  important 
variable  is  the  suicidal  patient’s  inter- 
personal environment  including  the  family 
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Suicide  has  become  a major  health 
problem  in  this  country.  It  ranks  as  one 
of  the  ten  most  frequent  causes  of  death 
and  in  younger-age  groups  it  is  one  of  the 
first  five.1  Twenty  thousand  suicides  are 
recorded  annually  in  the  United  States. 
It  is  further  estimated  that  suicidal  be- 
havior (unsuccessful  attempts  and  com- 
municated intentions)  may  occur  at  annual 
rate  of  500,000. 2 

Suicide  prevention  efforts  must  be  di- 
rected at  persons  who  are  potentially 
suicidal.  Studies  of  persons  who  have 
committed  suicide  show  that  75  per  cent 
have  had  a history  of  previous  suicidal 
attempt  or  threat.3 

Litman,  Shneidman,  and  Farberow4  are 
convinced  that  potentially  suicidal  pa- 
tients can  be  helped  by  appropriate  psy- 
chotherapy. These  patients  are  not  easy 
to  identify  since  efforts  are  complicated  by 
defensive  reactions  on  the  part  of  patients, 
their  relatives,  and  physicians. 

The  physician  must  be  aware  of  his 
own  reactions  to  these  often  demanding 
and  emotionally  draining  patients.  Three 
basic  principles  were  agreed  on  by  The 
American  Orthopsychiatric  Workshop  on 
Suicide  in  1965:  (1)  The  management  of 
the  suicidal  patient  may  require  unusual 
measures  by  the  therapist  with  especially 
increased  therapist’s  activity.  (2)  Treat- 
ment must  include  the  patient’s  family. 
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and  the  personal  physician  and  the  readiness 
of  those  around  him  to  respond  to  the 
desperate  suicidal  patient  with  the  neces- 
sary participation  and  support. 
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(3)  There  must  be  active  collaboration  with 
other  professionals  and  agencies  such  as 
druggists  and  local  general  hospitals. 

Litman  and  his  collegues5  have  succeeded 
in  identifying  some  characteristics  of  “pre- 
suicidal”  patients,  by  interviewing  relatives, 
friends,  physicians,  ministers,  and  so  on. 
These  data  were  supplemented  by  psy- 
chological studies  of  patients  recovered 
from  suicidal  attempts  and  with  clinical 
hospital  abstracts. 

The  following  “characteristics”  of  sui- 
cidal patients  emerged  and  may  help 
identify  the  presuicidal  patient. 

Illness 

Robins  et  al.,6  in  studying  134  completed 
suicides,  concluded  that  98  per  cent  were 
chronically  ill.  In  94  per  cent  the  illness 
was  psychiatric. 

Rosenbaum7  emphasized  the  chronicity 
of  the  psychiatric  illness  and  pointed  out 
that  patients  whose  depression  lasted  more 
than  six  months  constitute  a “high  suicidal 
risk.”  He  reported  a lower  risk  in  patients 
suffering  from  depression  of  acute  onset 
especially  when  precipitated  by  acute 
situational  stress. 

This  is  at  variance  with  the  opinion  of 
Litman’s  group1  which  justifies  a suicide 
prevention  center  on  the  axiom  that  suicidal 
behavior  tends  to  be  associated  with  crises 
and  life  situations  of  special  stress  and 
limited  temporal  duration. 

Recovery  from  depression 

Shneidman  and  Farberow8  stress  the 
danger  accompanying  “recovery”  from 
depression.  Almost  half  the  suicide  victims 
in  their  study  killed  themselves  within 
three  months  of  having  passed  through  an 
emotional  crisis  when  the  depression  seemed 
to  be  lifting.  Often  this  seeming  improve- 
ment is  a sign  that  the  patient  has  decided 
on  the  suicidal  “solution.”  Uncovering 
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denial  of  suicidal  impulses  during  the  re- 
covery period  is  a necessary  technic. 

Drugs 

Increases  of  barbiturate  or  alcoholic 
intake  should  make  the  physician  alert. 

Previous  suicidal  attempts 

Shneidman  and  Farberow8  found  that 
three  fourths  of  the  suicide  victims  they 
studied  had  previously  threatened  or  at- 
tempted suicide. 

Rosenbaum7  found  that  the  more  care- 
fully planned  and  the  more  violent  the 
previous  attempts  were,  the  greater  was 
the  likelihood  that  they  would  be  repeated. 

Communications  regarding  suicide 

Robins  et  al ,,9  after  studying  134  con- 
secutive cases  of  completed  suicide,  dis- 
covered that  69  per  cent  of  this  group  had 
communicated  suicidal  ideas  and  preoc- 
cupations with  imminent  death;  41  per 
cent  specifically  stated  that  they  intended 
to  commit  suicide.  These  communications 
were  not  a “way  of  life.”  On  the  con- 
trary, they  were  of  recent  onset;  73  per 
cent  communicated  suicidal  ideas  for  less 
than  a year.  It  may  be  that  these  com- 
munications tended  to  be  disregarded  be- 
cause the  idea  provoked  anxiety  and 
feelings  of  helplessness,  which  lead  to 
denial  and  disbelief. 

Delong  and  Robins,  in  a study  of  87 
patients  admitted  to  a private  hospital 
for  short-term  care,  discovered  that  68  per 
cent  of  them  had  communicated  suicidal 
ideas  in  16  different  ways,  of  which  the 
four  most  common  included  the  following 
categories  of  communication:  (1)  desire  to 
die,  (2)  would  be  better  dead,  (3)  state- 
ment of  intent  to  commit  suicide,  and 
(4)  family  would  be  better  off  if  patient 
were  dead. 

Age 

Suicide  is  most  common  in  Caucasians 
and  in  white  males  over  fifty.  At  both 
ends  of  socioeconomic  continuum  at  all 
ages  it  is  commoner  in  males,  but  the  risk 
increases  with  age  in  both  sexes. 10  Females 
from  fifteen  to  thirty-five  years  may  succeed 


in  suicidal  attempts,  but  these  “attempts” 
are  characteristically  manipulative  ma- 
neuvers not  intended  to  be  fatal. 10 

Marital  status 

Those  who  are  separated,  divorced,  or 
widowed  fit  into  the  high  category  as 
studied  by  Tuckman  and  Youngman.11 

Anniversary  reaction 

Rosenbaum7  points  out  the  vulnerability 
of  patients  who  identify  with  persons  who 
are  dead  and  with  persons  who  have  strong 
anniversary  reactions. 

In  addition,  the  physician  should  be- 
come more  alert  to  the  clues  to  suicide 
offered  by  the  patient  who  is  seen  in  a 
“masked”  or  “overt”  depression. 

Comment 

In  predicting  the  high-risk  presuicidal 
patient,  we  have  become  alert  to  such  con- 
siderations as  age,  race,  sex,  marital  status, 
previous  hospitalization  and  suicidal  at- 
tempts, chronicity  of  illness,  use  of  alcohol 
and  drugs,  special  awareness  of  possibility 
of  suicide  as  apparent  recovery  occurs,  and 
the  anniversary  reaction.  We  see  then 
that  a white  male  over  forty  years  of  age, 
who  may  be  separated,  divorced,  or  wid- 
owed, with  a history  of  chronic  psychiatric 
illness,  who  has  made  a previous  well- 
planned  suicidal  attempt,  and  is  in  an 
apparent  state  of  recovery  from  a de- 
pression is  a high-risk  suicidal  patient. 
I might  add  here  that  often  this  very  pa- 
tient is  the  one  who  would  resist  another 
hospitalization. 

Some  community  hospitals  are  establish- 
ing twenty-four-hour  telephone  and  emer- 
gency service  for  the  psychiatric  patient.1 
The  interviewer  here  establishes  a line  of 
communication  with  the  patient;  evaluates 
his  condition  and  the  degree  of  risk,  and 
formulates  a therapeutic  plan.  An  in- 
terviewer’s interest  and  familiarity  with 
such  contacts  and  ability  to  offer  a plan 
of  attack  is  often  enough  to  prevent  an 
impulsive  self-destructive  act. 

Dublin12  emphasizes  the  need  for  or- 
ganized attempts  to  prevent  suicide  and 
suggests  the  following: 
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1.  Community  health  officers  organize 
community  suicide  prevention  programs 

2.  A central  bureau  of  local  health 
department  act  as  clearing  house 

3.  Coordination  of  all  community  agen- 
cies so  central  office  can  refer  for  psychiatric 
evaluation,  appropriate  treatment,  and 
follow-up,  all  of  which  are  recorded  in  the 
central  office. 

Mintz13  stresses  the  fact  that  over  half  of 
those  persons  attempting  suicide  suffer 
from  overt  or  masked  depression.  Phy- 
sicians are  obliged  to  recognize  insomnia, 
anorexia,  weight  loss,  loss  of  interest,  and 
loss  of  drive  and  libido  as  signs  of  depression. 
Barbiturates  should  be  avoided  in  this 
group. 

Bennett14  suggests  that  general  hospitals 
offer  refresher  courses  in  psychiatric  syn- 
dromes to  all  nurses,  regardless  of  assign- 
ments. He  also  reminds  the  general  hos- 
pital with  a psychiatric  facility  to  note: 

1.  The  suicide  rate  among  mentally  ill 
patients  is  24  per  100,000. 

2.  Many  suicides  cannot  be  predicted 
even  by  skilled  psychiatrists. 

3.  On  psychiatric  wards  90  per  cent  of 
suicides  occur  in  patients  who  are  overtly 
psychotic. 

4.  Locked  wards  may  be  antithera- 
peutic  to  presuicidal  patients. 

5.  Depressed  patients  should  be 
searched  for  means  of  self-destruction. 

6.  Suicidal  patients  may  be  safer  in  a 
ward  than  in  seclusion  rooms. 

7.  The  family  is  to  be  educated  on 
depression  and  must  observe  patient  for 
at  least  three  months  after  discharge. 

8.  Bennett  goes  on  to  consider  pre- 
ventive legislation,  such  as  better  control 
over  lethal  drugs  and  expansion  of  health 


insurance  plans  to  cover  electroshock 
therapy  and  self-destructive  accidents. 

Suicide  prevention  depends  on  detection 
of  potentially  suicidal  individuals,  prompt 
psychiatric  evaluation,  appropriate  treat- 
ment, and  adequate  follow-up. 

In  crises,  such  vital  services  can  be 
provided  immediately  by  psychiatric  emer- 
gency rooms  in  general  hospitals. 

Physicians  must  learn  to  recognize  symp- 
toms of  “masked  depression,”  estimate 
suicidal  risks,  and  make  early  psychiatric 
referrals. 

563  Park  Avenue 
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|n  the  summer  of  1960  when  our  efforts 
were  initiated  the  literature  dealing  spe- 
cifically with  chemotherapy  of  central 
nervous  system  neoplasia  was  limited.1-3 
This  may  have  been  partly  a measure  of  a 
general  lack  of  interest,  but  it  also  may  have 
mirrored  a fear  of  the  unknown.  Without 
suitable  model  systems  for  testing  drug  ef- 
fects on  central  nervous  system  neoplasia, 
this  lack  of  research  is  understandable. 

The  literature  offered  no  important  clues 
as  to  a choice  of  drug,  optimum  route  of 
administration,  or  dosage  schedule.  How- 
ever, it  was  apparent  from  efforts  of  others 
that  arterial  administration  offered  the  op- 
portunity of  concentrating  the  chemothera- 
peutic agent  at  the  tumor  site  without  in- 
creasing the  systemic  toxic  side-effects. 4 
A decision  was  made  to  use  intermittent 
infusion  technics  because:  (1)  They  were 

simple;  (2)  the  dividing  cell  population 
was  not  synchronous,  and  therefore  if 
antimitotic  agents  were  to  be  used,  pro- 
longed exposure  would  be  necessary;  and 
(3)  continuous  infusion  was  abandoned 
because  toxic  or  undesired  effects  were 
often  latent  in  their  appearance,  and  there 
seemed  to  be  no  way  of  backing  up. 

It  has  been  our  purpose  to  (1)  select  a 
suitable  drug,  (2)  establish  the  optimum 
route  of  administration,  (3)  determine  when 
the  drug  should  be  given,  and  (4)  learn  to 
cope  with  the  unique  problems  encountered 
with  central  nervous  system  neoplasia 
including  pre-  and  postoperative  edema, 


the  blood-brain  barrier,  and  drug-induced 
neurologic  side-effects.  At  one  point  bene- 
fits from  chemotherapy  were  assessed  on 
the  basis  of  neurologic  improvement.5 
If  none  appeared,  a period  of  neurologic 
stability  was  accepted  as  a measure  of  drug 
effectiveness.6  However,  these  criteria 
were  meaningless  when  survival  information 
was  analyzed.7  We  now  accept  survival 
as  the  most  important  measure  of  our  thera- 
peutic success.  In  this  series  a number  of 
patients  had  previously  undergone  surgery 
and  sometimes  radiation  therapy.  There- 
fore, for  the  purposes  of  this  report  survival 
time  is  defined  as  that  period  after  the 
initiation  of  chemotherapy.  Excluding  6 
patients  with  metastatic  disease,  we  have 
concentrated  on  primary  tumors  of  the 
central  nervous  system  with  a microscopic- 
diagnosis  of  astrocytoma  grade  III  to  IV 

Methods 

In  each  patient  the  ipsilateral  internal 
carotid  artery  was  cannulated  percutane- 
ously  with  a number  18  polyethylene 
catheter.  Its  position  then  was  identified 
radiologically.  The  catheter  was  filled  with 
a heparin  solution  when  not  in  use.  A 
rotary  pump  was  employed  which  infused 
the  drug  solution  at  1 cc.  per  minute. 
Administration  of  the  drug  was  usually 
begun  twenty-four  hours  following  can- 
nulation.  Nitrogen  mustard  (mechloreth- 
amine  hydrochloride,  HN2)  was  adminis- 
tered usually  at  a dose  of  2 to  4 mg.  per 
day  with  an  optimum  total  dose  of  24  to 
30  mg.  Simultaneously,  250  mg.  of  sodium 
thiosulfate  per  milligram  of  nitrogen  mus- 
tard was  administered  intravenously  to 
neutralize  the  HN2  and  thereby  protect 
the  hemopoietic  system.8  Vincristine  sul- 
fate (Oncovin)  was  administered  usually  in 
doses  ranging  from  1 to  2 mg.  daily  dis- 
solved in  200  to  400  cc.  of  normal  saline. 
Therapy  gradually  evolved,  and  at  present 
the  total  dose  ranges  between  10  to  15  mg. 
We  have  administered  as  much  as  35  mg. 

Catheters  have  remained  in  place  as  long 
as  three  weeks.  Multiple  insertions  have 
been  necessary  in  those  patients  requiring 
further  therapy  or  in  those  situations  where 
the  catheter  became  displaced.  During  the 
course  of  therapy  ambulation  was  permitted 
depending  on  pre-existing  neurologic  limita- 
tions. 
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Results 


INTERMITTENT  INFUSION  TECHNICS  Were 
used,  in  the  chemotherapy  of  central  nervous 
system  neoplasia.  The  purpose  was  to 
select  a suitable  drug,  establish  the  optimum 
route  of  administration,  determine  when  the 
drug  should  be  given,  and  learn  to  cope  with 
the  unique  problems  encountered  in  this 
condition.  Survival  was  accepted  as  the  most 
important  measure  of  therapeutic  success. 
Nitrogen  mustard  and  vincristine  sulfate 
were  used  in  this  study.  Certain  advantages 
accrue  to  patients  receiving  an  alkaloid  of  the 
periwinkle  plant.  Efforts  at  therapy  for 
metastatic  brain  tumors  have  proved  unre- 
warding. 


The  6 patients  with  metastatic  disease 
represented  six  different  tumor  types,  and 
all  received  nitrogen  mustard.  There  was 
no  change  produced  in  their  illness  as 
a result  of  infusion  chemotherapy.  The 
diagnosis  of  intracerebral  tumor  was  es- 
tablished prior  to  therapy  radiologically 
and/or  by  scanning.  No  surgical  interven- 
tion was  employed.  Sixty-eight  patients 
with  a diagnosis  of  malignant  glioma  are 
included  in  the  following  survey.  One  pa- 
tient had  a medulloblastoma,  and  another 
patient  was  diagnosed  as  having  a pontine 
glioma.  The  latter  diagnosis  was  es- 
tablished radiographically  only. 

Chemotherapeutic  agents  used 

Nitrogen  mustard.  Twenty-two  pa- 
tients received  HN2.  Premature  death 
occurred  in  4 cases  and  was  attributed  to 
cerebral  edema  aggravated  by  chemo- 
therapy. These  patients  had  received  the 
drug  in  excess  of  4 mg.  per  day.  A bony 
decompression  was  valuable,  although  at  the 
dose  ranges  and  schedule  finally  developed 
this  was  not  mandatory.  Evidence  of  the 
immediate  effects  of  the  alkylating  agent 
were  erythema  of  the  ipsilateral  conjunctiva 
and/or  frontal  scalp,  ipsilateral  hair  loss, 
and  aggravation  of  neurologic  deficits. 
Twenty-one  of  these  patients  are  now  dead. 
Their  post-therapy  survival  time  averaged 
3.8  months  (one  day  to  sixteen  months). 
One  woman  is  free  of  progression  of  her 
disease  fifty-four  months  after  therapy. 
These  patients  served  as  a control  for  the 
next  group  of  patients,  that  is,  decompres- 
sion, infusion  chemotherapy,  and  radiation 
therapy  were  employed  in  various  combina- 
tions. 

Vincristine  sulfate.  Our  use  of  vin- 
cristine sulfate  for  infusion  purposes  began 
in  December,  1961.  Since  then  46  patients 
have  been  treated.  Therapy  has  gradually 
evolved  and  is  continuing  to  do  so.  The 
present  regimen  is  based  on  information 
compiled  from  the  first  22  patients.  It 
was  observed  early  in  this  group  that  a 
moderate  degree  of  neurologic  improve- 
ment occurred  at  the  completion  of  infusion 
or  shortly  thereafter.  These  neurologic 
changes  were  seen  in  patients  within  three 
weeks  of  surgery  and  also  in  patients  treated 


several  months  after  surgery.  Therefore, 
it  was  assumed  that  not  all  such  changes 
were  based  on  improvement  following  sur- 
gical decompression.  No  such  changes  oc- 
curred during  nitrogen  mustard  therapy. 

The  procedure  was  altered  when  analysis 
indicated  less  favorable  long-term  results 
in  those  patients  treated  three  weeks  or 
longer  after  surgery.  Postoperative  radio- 
active tumor  scans  indicated  that  the  max- 
imum break  in  the  blood-brain  barrier 
existed  for  from  one  to  seven  days  after 
surgery.9  The  post- traumatic  barrier  dis- 
ruption remained  up  to  twenty-one  days 
but  to  a gradually  diminishing  extent. 
It  also  was  noted  that  radioactivity  of  the 
surgically  traumatized  tumor  and  surround- 
ing brain  persisted  for  several  days  in  con- 
trast with  its  rapid  disappearance  after 
the  preoperative  test.  Vincristine  has  been 
used  successfully  in  therapy  of  acute  leu 
kemia,  but  it  has  no  effect  on  leukemic 
involvement  of  the  central  nervous  system. 

In  addition,  vincristine,  when  applied 
intrathecally  in  dogs,  produces  profound 
neurologic  deficits  at  levels  on  the  order  of 
0.0015  mg.  per  kilogram,  whereas  0.1  mg. 
per  kilogram  administered  systemically 
is  well  tolerated.10  Therefore,  it  was  as- 
sumed that  the  drug  passes  the  blood-brain 
barrier  poorly.  For  that  reason  it  was 
elected  to  treat  patients  as  soon  after  sur- 
gery as  possible  to  increase  the  possibility 
of  concentrating  the  anticancer  drug  in  the 
tumor  bed.  Therapy  is  delayed  until  at 
least  the  fifth  postoperative  day,  since 
wound  healing  is  significantly  hampered 
by  this  agent. 
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All  patients  selected  for  vincristine  in- 
fusion chemotherapy  have  a wide  tumor 
decompression,  and  frequently  the  bone 
flap  is  discarded.  Occasionally  the  dura 
is  not  closed.  This  has  been  found  to  be 
necessary  because  moderate  cerebral  edema 
can  be  expected  after  early  postoperative 
use  of  the  drug.  Since  a portion  of  our 
patients  have  been  treated  elsewhere,  we 
have  learned  that  previous  use  of  radiation 
reduces  the  total  drug  necessary  to  cause 
scalp  erythema,  loss  of  hair,  and  develop- 
ment of  mild  nausea  and  lethargy.  It 
appears  that  radiation  therapy  may  be  use- 
ful in  a synergistic  fashion,  and  for  this 
reason  it  is  included  in  our  present  regimen. 

Since  our  last  report,  2 of  the  long-term 
survival  patients  have  died.11  There  are 
now  5 patients  alive  twenty-one  to  thirty- 
four  months  after  vincristine  therapy. 
Seven  other  patients  are  alive  three  to  nine 
months  following  completion  of  infusion 
therapy.  Those  who  died  in  the  optimum 
therapy  group  survived  for  an  average  of 
ten  months  (three  weeks  to  twenty-four 
months).  This  is  in  contrast  with  the  sur- 
vival figure  of  3.8  months  for  patients 
treated  with  HN2. 

Transient  problems  have  been  similar 
for  patients  treated  with  HN2  and  vin- 
cristine. Severe  problems  are  included 
in  Table  I.  The  death  attributed  to 
vincristine  was  associated  with  a massive 
epidermal  necrolysis.  A mild  rash  was 
present  on  the  trunk  when  therapy  was 
initiated.  It  is  best  to  withhold  therapy 
if  a rash  is  present  or  if  a patient  has  a his- 
tory of  dermal  sensitivity  to  other  drugs. 
We  have  no  explanation  for  the  observed 
ophthalmoplegia.  It  usually  appears  when 
drug  infusion  is  started  shortly  following 
surgery.  Pulmonary  emboli  occurred  in 
patients  who  had  received  vincristine  and 
apparently  arose  from  femoral  vein  thrombi. 
One  patient  who  became  hemiplegic  during 
therapy  had  a patent  carotid  artery  with 
no  evidence  of  occlusion  of  the  major  intra- 
cerebral vessels  at  postmortem  examination. 
Tumor  was  present  in  the  internal  capsule, 
and  it  was  felt  that  local  edema  may  have 
been  a factor.  One  other  patient  has  sur- 
vived thirty-six  months  and  remains  hemi- 
plegic. Four  arteries  of  23  which  were  ex- 
amined post  mortem  were  found  occluded 
and  are  believed  to  be  secondary  to  can- 
nulization. 


TABLE  I.  Complications  associated  with 
chemotherapy* 


Complication 

Number 

Pulmonary  infarcts  post-therapy  with 

death 

3 

Vincristine  infusion  death 

1 

HN2  infusion  deaths 

4 

Post-infusion  hemiparesis 

2 

* Transient  problems  included:  ipsilateral  forehead  and/or 
conjunctiva  erythema,  ipsilateral  ophthalmoplegia,  and 
alopecia. 


Postmortem  examinations  of  the  tumors 
have  been  inconclusive.  In  2 patients  who 
died  as  a result  of  pulmonary  infarctions 
approximately  six  weeks  after  vincristine 
therapy,  tumor  destruction  was  present,  but 
neoplastic  cells  remained. 

Comment 

Critical  review  of  these  results  leaves  an 
impression  that  factors  other  than  chemo- 
therapy may  account  for  the  painfully 
modest  successes  reported  here.  It  has 
been  noted  with  satisfaction  that  Wilson12 
and  Lassman,  Pearce,  and  Gang13  have 
recorded  advantages  accruing  to  patients 
receiving  an  alkaloid  of  the  periwinkle 
plant.  Lassman  has  recently  reported  on 
a series  of  patients  treated  on  a weekly 
basis  with  vincristine  administered  at  doses 
of  0.05  mg.  per  kilogram  intravenously. 
We  have  begun  to  use  this  schedule  in 
patients  treated  first  by  arterial  infusion 
or  in  patients  with  posterior  fossa  lesions. 
The  systemic  neurotoxicity  under  these 
circumstances  is  profound  and  includes 
peroneal  and  ulnar  nerve  palsies  and/or 
paresthesias,  alopecia,  nausea,  and  ex- 
tremity muscular  pains.  None  of  these 
changes  have  been  noted  when  the  drug  has 
been  given  via  the  arterial  route  alone. 

Efforts  at  therapy  for  metastatic  brain 
tumors  have  been  unrewarding.  Until 
the  systemic  disease  can  be  affected  by  a 
drug  it  seems  useless  to  concentrate  on  the 
cerebral  problem. 
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Therapeutic  potential  of 
whole-organ  transplantation 

A report  on  the  results  in  64  patients  eval- 
uated twenty  to  thirty-six  months  after  renal 
homograft  procedures  and  seven  efforts  at 
human  orthoptic  transplant  of  the  liver  was 
made  by  T.  E.  Starzl,  M.D.,  et  al.,  writing  in  a 
recent  issue  of  the  Journal  of  the  American 
Medical  Women’s  Association.  Of  the  kidney 
transplant  cases,  more  than  half  were  still  alive 
during  the  follow-up  period.  The  ultimate  life 
expectancy  of  these  patients  is  not  known. 
As  for  liver  transplantation,  significant  im- 
provement has  been  documented  in  animals, 
but  in  human  patients  no  long-term  success  has 
been  recorded.  In  the  7 patients  mentioned 
in  this  report,  maximum  survival  has  been 
twenty-three  days. 

Of  the  64  patients  treated  with  renal  homo- 
grafts, postoperative  follow-up  found  34  alive 
after  twenty  to  thirty-six  months.  Of  the 
rest,  37  lived  one  year  and  3 others  died  sub- 
sequently after  survival  from  13.5  to  23.5 
months.  The  best  results  were  in  the  cases 
where  the  kidney  had  been  provided  for  by  a 
blood  relative.  Kidney  function  is  adequate  in 
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the  current  survivors,  but  in  some  there  has 
been  a gradual  decline  in  the  quality  of  renal 
excretion,  and  in  others  continuous  stable 
function  has  required  the  recurrent  administra- 
tion of  potentially  toxic  doses  of  prednisone. 
The  continued  low-grade  rejection  indicates 
occurrence  of  death  at  a gradual  rate.  This 
impression  is  strengthened  by  biopsy  studies 
elsewhere,  in  which  a majority  showed,  after 
two  years  in  the  host,  abnormalities  not  often 
associated  with  impairment  of  renal  function. 

In  spite  of  successful  animal  experiments, 
efforts  at  human  orthoptic  transplantation  in 
this  and  other  facilities  have  failed,  with  max- 
imal survival  of  twenty-three  days.  These 
experiences,  however,  have  defined  problems 
of  technic,  organ  preservation,  and  coagulation 
control  on  which  chances  for  the  success  of 
future  trials  depend.  There  are  two  possible 
methods  of  whole-organ  transplantation  of  the 
liver:  (1)  extirpation  of  the  host’s  liver  and 

replacement  with  another  organ;  and  (2)  an 
alternative  method  whereby  the  host  liver  is 
left  in  place,  and  the  homograft  is  placed  in 
some  abnormal  location — pelvis,  upper  quad- 
rant, or  one  of  the  paravertebral  gutters.  It  is 
still  not  known  whether  or  not  this  is  a sound 
approach,  since  there  is  some  evidence  that  two 
livers  may  be  mutually  injurious. 
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Gastroesophageal  reflux  with  aspira- 
tion of  irritating  gastric  material  into  the 
tracheobronchial  tree  can  conceivably  trig- 
ger and  perpetuate  bronchospasm  in  some 
patients  with  intractable  asthma.  Other 
forms  of  damage  to  the  lung  from  flooding 
the  bronchial  system  with  gastric  contents 
are  well  known,  such  as  pneumonia, 
chronic  pneumonitis,  lung  abscess,  and 
bronchiectasis. 

The  literature  appears  devoid  of  reports 
specifically  implicating  cardioesophageal 
incompetence  or  reflux  as  one  of  the  pos- 
sible factors  in  the  multiple  etiology  of 
intractable  asthma.  However,  silent  gas- 
troesophageal reflux  as  a cause  of  various 
pulmonary  complications  including  1 case 
of  bronchial  asthma  was  discussed  by 
Kennedy.1  Clemencon  and  Osterman- 
found  a high  incidence  of  hiatal  hernia 
in  patients  suffering  from  severe  asthma 
or  emphysema.  They  also  demonstrated 
by  endoscopy  a significant  number  of 
cardioesophageal  abnormalities,  including 
incompetence,  in  such  patients  with  or 
without  hiatal  hernia.  They  advanced 
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the  theory  that  the  disturbed  intrapleural 
pressure  relationship  in  such  cases  pre- 
disposes to  hernial  development.  The 
reverse  also  may  hold  true.  Hiatal  hernia 
with  cardioesophageal  reflux  may  act  as  a 
trigger  mechanism  for  asthma  (Fig.  1). 

Cases  studied 

The  present  report  is  concerned  with 
a late  follow-up  (more  than  six  months') 
of  28  asthmatic  patients  treated  for  a co- 
existing hiatal  hernia.  There  were  16 
females  and  12  males.  Their  ages  ranged 
from  twenty-two  to  sixty-seven  years. 
The  average  duration  of  asthmatic  symp- 
toms was  twenty  years.  All  were  in  the 
intractable  category.*  Twenty  patients 
had  been  on  long-term  steroids.  Fourteen 
patients  had  undergone  cervical  glomec- 
tomy  without  significant  alteration  in  the 
frequency  or  severity  of  asthmatic  attacks. 
Combined  steroid  therapy  and  glomec- 
tomy  had  been  utilized  in  12  patients.  In 
the  late  appraisal  following  hernial  repair, 
changes  relating  to  both  asthmatic  and 
gastrointestinal  symptoms  were  noted  and 
graded  (Table  I).  In  3 patients  the 
hernial  repair  failed  to  help  influence  their 
asthma.  In  1 patient  heartburn  was  not 
relieved.  There  were  varying  degrees  of 
benefit  in  the  other  24  patients.  Results 
are  summarized  in  Table  II. 

In  this  group  of  asthmatic  patients  the 
clue  to  a possible  trigger  by  aspiration  of 
gastric  fluid  was  in  the  history.  They 
reported  being  awakened  at  night  with 
choking,  cough,  difficult  respiration,  and 
wheeze.  In  addition  to  the  preponderance 
of  nocturnal  symptoms,  they  had  bad 
periods  in  the  morning  and  improved  as 
the  day  wore  on.  All  but  6 of  this  group 
of  asthmatic  subjects  also  had  one  or  more 
symptoms  typical  of  hiatal  hernia,  for 
example,  heartburn,  dysphagia,  postpran- 
dial distress,  or  epigastric  pain  with  ref- 
erence to  back  or  shoulders. 

In  all  patients  a hiatal  hernia  was 
found  by  x-ray  examination.  However, 
reflux  of  contrast  media  was  not  demon- 
strated in  all  instances.  Currently,  in- 
tractable asthmatic  patients  are  being 
studied  at  the  Overholt  Clinic  with  the 

* For  a much  larger  group  of  patients  who  had  asympto- 
matic hernia  plus  controlled  asthma  following  glomectomy. 
hernial  repair  has  not  been  advised. 
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hiatal  hernia  with  cardioesophageal  reflux 
may  act  as  a trigger  mechanism  for  asthma. 
The  study  covers  28  asthmatic  patients 
treated  for  coexisting  hiatal  hernia.  In  this 
group,  possible  trigger  by  aspiration  of  gastric 
fluid  was  in  the  history;  all  but  6 had  one  or 
more  symptoms  of  hiatal  hernia.  In  all  but  3 
patients  repair  of  the  hiatal  hernia  resulted  in 
improvement  or  complete  relief  of  the  asthma. 


Beckman  intraesophageal  electrode  and 
pH  meter  to  determine  the  frequency  of 
gastroesophageal  reflux  where  no  hiatal 
hernia  is  demonstrable  by  x-ray  exam- 
ination. 

In  our  experience  the  most  direct  and 
unobscured  approach  to  the  hiatal  hernia 
area  is  a low  transthoracic  one  with  the 
patient  in  the  face-down  position.  A 
limited  incision  utilizing  all  of  the  tenth 
interspace  without  rib  resection  provides 
an  adequate  exposure.  The  crura  come 
into  excellent  view  at  the  base  of  a shallow 
operative  area.  Even  in  obese  individ- 
uals easy  reduction,  reconstitution  of 
proper  hiatal  aperture,  and  restoration 
of  its  pinch  cock  valve  action  are  possible. 
A small  counterincision  in  the  diaphragm 
is  used  during  the  reduction  of  the  hernia; 
it  is  also  used  to  place  sutures  to  anchor 
the  fundus  to  the  undersurface  of  the 
diaphragm.  If  peptic  diathesis  is  present, 
gastric  acidity  is  high,  or  delayed  emptying 
of  the  stomach  has  been  demonstrated, 
a vagectomy  and  pyloroplasty  are  per- 


formed simultaneously.  The  vagal  nerves 
are  divided  at  the  time  the  esophagus  is 
exposed  in  the  thorax.  Then  the  thora- 
cotomy is  closed,  the  patient  turned  to  the 
supine  position,  a small  epigastric  incision 
made,  and  a pyloroplasty  performed.  If 
the  combined  approach  is  required,  the 
stomach  is  temporarily  decompressed  by  a 
gastrostomy  tube.  Two  small  and  sep- 
arate incisions  are  far  superior  to  a large 
combined  thoracoabdominal  one  in  the 
event  that  both  procedures  are  required. 


FIGURE  1.  (A)  Sagittal  drawing  illustrates  relationship  of  bronchial  and  alimentary  tube  systems.  Trachea 
has  its  protective  valve  (epiglottis)  at  upper  end.  Esophageal  valve  (diaphragmatic  crus)  is  at  its  lower  end. 
Diaphragmatic  hernia  creates  faulty  valve  at  gastroesophageal  junction.  (B)  In  supine  position  reflux  may 
occur  with  diaphragmatic  hernia.  (C)  In  face-down  position  spillage  into  bronchial  system  more  likely 
during  sleeping  period,  especially  if  stomach  is  full. 
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TABLE  I.  Degrees  of  improvement  and  arbitrary 
grades  attached  to  such  improvement  in  attempt 
to  appraise  changes  in  asthmatic  and  gastro- 
intestinal symptoms  in  28  asthmatic  patients  after 
hernial  repair 


Improvement  in 
Asthmatic  Symptoms 

Grade 

Improvement  in 
Gastrointestinal 
Symptoms 

None 

0 

None 

Slight  (fewer  attacks; 
less  medication) 

I 

Slight 

Moderate  (attacks 
occasionally) 

II 

Moderate 

Significant  (attacks 
rarely) 

III 

Minimal  distress 

Dramatic  (no  attacks; 
no  medication) 

IV 

No  symptoms 

There  have  been  no  recurrences  in  this 
group  of  patients. 

Summary 

Hiatal  hernia  with  reflux  has  been  found 
in  30  per  cent  of  all  asthmatic  patients 
studied  recently.  In  37  patients  the  hernia 
has  been  repaired,  and  the  valve  at  the 
esophagogastric  junction  was  restored. 
Twenty-eight  of  these  patients  have  been 
followed  for  more  than  six  months.  In 
all  but  3 patients  correction  of  this  mechan- 
ical defect  resulted  in  improvement  or 
complete  relief  of  their  asthma. 


Small  patient  increases  noted 
in  first  weeks  of  Medicare 

Surprisingly,  the  first  eight  weeks  of  Medicare 
coverage  have  not  produced  any  marked  change 
in  geriatric  patient  visit  volume  to  private 
practicing  physicians.  This  finding  was  dis- 
closed in  recent  figures  released  by  the  National 
Disease  and  Therapeutic  Index,  a nationwide 
survey  of  private  medical  practice. 

Visits  in  July  and  August,  1966,  from  pa- 
tients aged  sixty-five  and  older,  as  well  as  total 
visits  from  all  patients,  are  only  slightly  more 
than  those  reported  in  July  and  August,  1965. 
The  42  million  visits  from  patients  sixty-five 
and  over  recorded  in  the  first  two  months  of 
Medicare  benefits  that  were  available  repre- 
sented less  than  20  per  cent  of  total  patient 
volume,  a proportion  comparable  to  that  re- 
corded by  the  National  Disease  and  Thera- 


TABLE II.  Improvement  results  in  appraisal  of  28 
asthmatic  patients  who  had  hernial  repair 


Grade 

Asthma 
Symptoms 
Improved 
(Number  of 
Patients) 

Gastrointestinal 
Symptoms 
Improved 
(Number  of 
Patients)  * 

0 

3 

1 

I 

2 

0 

II 

8 

0 

III 

9 

7 

IV 

6 

14 

* Six  patients  had  no  gastrointestinal  symptoms  prior  to 
repair;  therefore,  they  could  not  be  evaluated. 


In  the  asthmatic  patient,  organic  trigger 
mechanisms  may  exist.  An  intrapul- 
monary  location  is  more  common,  but  a 
source  of  bronchial  irritation  from  a site 
outside  the  lung  should  not  be  overlooked. 
Spillage  of  material  from  the  tube  system 
of  the  alimentary  tract  to  the  tube  system 
of  the  respiratory  apparatus  may  be  at 
fault. 

135  Francis  Street 
(Dr.  Overholt) 
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peutic  Index  before  July  1.  Begun  in  1956,  this 
group  was  designed  to  meet  a long-recognized 
need  for  continuing  and  reliable  statistic  infor- 
mation about  the  patterns  and  treatment  of 
disease  encountered  in  private  medical  practice. 
Each  year  3,000  randomly  selected  physicians 
use  case  record  diaries  to  report  basic  diagnostic 
and  therapeutic  information  about  all  patient 
contacts  made  by  them  during  an  assigned  two- 
day  period  of  practice. 

In  addition  to  these  findings,  subjective 
interviewing  just  completed  among  400  phy- 
sicians revealed  that  only  one  quarter  of  these 
physicians  felt  that  they  had  experienced  in- 
creases in  patient  loads  attributable  to  Medi- 
care. For  the  most  part,  these  increases  were 
said  to  be  “moderate  to  small.” 

Aside  from  patient  load  increases,  a number 
of  physicians  cited  “increased  paper  work” 
and  “lack  of  patient  understanding”  as  ad- 
ditional effects  of  the  Medicare  legislation. 
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T he  serotypes  of  Pseudomonas  aeru- 
ginosa strains  encountered  in  hospitalized 
patients  in  Albany,  New  York,  were  iden- 
tified and  compared  with  serotype  dis- 
tribution elsewhere.1-5  One  hundred  and 
one  isolates  were  examined  bacteriologically 
for  confirmation  of  identity.  Serologic 
type  differentiation  was  then  made  on  the 
basis  of  the  heat-stable  O antigens.  Clas- 
sifications reported  are  in  accordance  with 
the  Habs’1  and  the  Verder  and  Evans’1 
schema. 


Strains.  Sites  of  origin  of  isolates  of 
P.  aeruginosa  from  hospitalized  patients 
in  Albany,  New  York,  are  recorded  in 
Table  I.  Bacteriologic  examinations  for 
confirmation  of  genus  and  species  included 
demonstration  of  pyocyanin  production; 
acetamide  utilization;  motility;  growth 
on  Simmon’s  citrate;  gelatin  liquefaction; 
and  failure  to  split  urea,  metabolize  lactose, 
or  produce  hydrogen  sulfide. 

Strains  representative  of  12  of  Verder 
and  Evans’4  13  O groups  of  P.  aeruginosa 
were  furnished  by  Norman  B.  McCullough, 
M.D.,  National  Institute  of  Allergy  and 
Infectious  Diseases,  Bethesda,  Maryland; 
those  of  Habs’  12  O types  were  made 
available  through  the  courtesy  of  Olav 
Sandvik,  M.D.,  Oslo,  Norway,  Reinhold 
Wokatsch,  M.D.,  Hamburg,  Germany,  and 
Michel  Veron,  M.D.,  Paris,  France.  The 
type  strain  of  0:13  was  furnished  by  Dr. 
Sandvik. 

Preparation  of  antigens.  Antigens, 
both  for  production  of  antisera  and  for 
agglutination  tests,  were  prepared  essen- 
tially as  those  of  Verder  and  Evans.4 
However,  suspensions  were  standardized 
by  determination  of  optical  density  at 
wavelength  420  in  a Coleman  Jr.  spec- 
trophotometer 6A  with  adapter  6.106, 
using  12-mm.  cuvets.  For  agglutination 
tests,  adjustment  was  made  to  an  optical 
density  of  0.08,  which  approximates  the 
density  of  McFarland  nephelometer  tube  1. 

Suspensions  to  be  used  in  rabbit  im- 
munizations were  adjusted  to  an  optical 
density  of  0.28,  which  approximates  the 
density  of  McFarland  nephelometer  tube  3. 

Antigens  for  gel  diffusion  (precipitin) 
tests  were  made  by  trichloroacetic  acid 
extraction  of  cells  from  eighteen-  to  twenty- 
four-hour  broth  cultures  grown  at  room 
temperature  with  constant  agitation  to  aid 
in  dispersion  of  the  slime  layer.  The 
bacteria  recovered  from  700  ml.  of  broth 
culture  were  resuspended  in  5 ml.  of  dis- 
tilled water.  The  optical  density  of  a 1 : 10 
dilution  of  the  suspension  was  then  deter- 
mined as  described.  To  assure  adequate 
concentration  of  cells  for  recovery  of  the 
precipitinogen  in  demonstrable  quantity, 
an  optical  density  reading  not  lower  than 
1.5  appeared  necessary.  When  slime  pre- 
vented uniform  dispersion  of  sedimented 
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TABLE  I.  P.  aeruginosa  serotypes  encountered  in  Albany,  New  York 


Serotype  O 

Habs’1  Schema— 


Isolates 

. 

2 

6 

11 

1 

13 

3 

12  8 

9 

5 

4 

7 

10 

Num- 

— Verder  and  Evans’4 

Schema 

Un- 

Source 

ber 

1 

2 

3 

4 

5 

6 

7 8 

9 

10 

typed 

Wounds 

11 

6 

3 

1 

1 

Respiratory 

tract 

33 

2 

8 

8 

5 

2 

2 

1 

2 

1 

2 

Urine 

36 

2 

11 

5 

3 

1 

1 

5 

4 

4 

Stool 

8 

1 

3 

2 

1 

1 

Blood 

10 

4 

1 

2 

3 

Vagina 

1 

1 

Ear 

1 

1 

Peritoneum 

1 

1 

Totals 

101 

5 

30 

20 

12 

0 

4 

0 0 

3 

10 

10 

1 

0 

6 

TABLE  II.  World-wide  frequency  of  incidence  of  serotypes  of  P.  aeruginosa 


Number 

of 

Strains 

Examined 

Serotype 
Incidence 
in  Order  of 
Frequency 
(Habs’1 
Schema) 

Investigator 

Geographic 

Area 

Host 

Per 

Cent 

Habs  (1957) 1 

70 

Germany 

Animal  and  human 

6,  5,  1,  3 

+ 70 

Sandvik  (I960)2 

87 

Norway 

Mostly  animal 
(bovine) 

6,  3,  14 

+ 80 

Veron 

142 

France,  Southeast  Asia 

Majority  human 

5,  6,  1,  8 

60 

(1961) 3 

Verder  and  Evans 

326 

United  States 

Human  and  animal 

2,  6,  11,  1 

+ 80 

(1961) 4 

Wahba  (1965)5 

1,899 

United  Kingdom  and 
“12  other  countries” 

Human,  animal,  plant, 
water,  milk 

6,  2,  1,  5 

+ 60 

Current  study 

101 

Albany,  New  York 

Human 

6,  11,  1* 

+ 60 

* Next  in  order  0:5  and  0:4,  each  with  an  additional  10  per  cent. 


cells,  acetylcysteine*  was  substituted  for 
distilled  water  in  a repeat  preparation. 
To  the  5 ml.  of  cell  suspension  of  satis- 
factory density  an  equal  volume  of  2 per 
cent  trichloroacetic  acid  was  added.  The 
extraction  mixture  was  left  at  refrigerator 
temperature,  3 to  6 C.,  for  three  hours, 
then  centrifuged  and  the  extract  recovered 
and  dialyzed,  first  against  water  and  later 
against  two  changes  of  buffered  salt  so- 
lution, pH  7.2. 

Production  of  antisera.  The  pro- 
cedure followed  was  essentially  that  of 
Verder  and  Evans.4 

Test  methods.  Tube  agglutination 
tests  were  made  according  to  the  method  of 
Verder  and  Evans.4  Slide  agglutination 
tests  were  performed  using  live  culture 

* Product  5052-6A W,  Mead  Johnson  Company,  Evansville, 
Indiana,  supplied  by  E.  T.  Lewis,  M.D.,  for  experimental 
use. 


from  agar  slants  and  serum  pools  for 
screening.  As  required,  titrations  were 
made  with  reacting  serum  in  dilution. 

Gel-diffusion  tests  were  an  adaptation 
of  the  Ouchterlony6  method. 

Results 

Only  84  of  the  101  recent  isolates  could 
be  typed  using  antisera  to  the  Verder  and 
Evans’  strains.  However,  with  antisera 
against  the  three  Habs’  types  not  repre- 
sented in  the  Verder  and  Evans’  clas- 
sification (Habs’  0:4,  0:7,  and  0:10),  11 
additional  isolates  were  identified;  six 
strains  remained  untyped.  Distribution 
of  type  is  indicated  in  Table  I.  The 
largest  number  of  strains,  30,  was  of  Habs’ 
type  0:6;  there  were  20  of  0:11.  Others 
followed  in  the  order  of  0:1,  12  strains; 
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0:4,  10  strains;  0:5,  10  strains;  0:2, 
5 strains;  0:3,  4 strains;  0:9,  3 strains; 
and  0:7,  1 strain. 

Serotype  of  isolate  apparently  has  no 
relation  to  source  of  culture.  This  obser- 
vation is  not  new.  More  than  one  isolate 
was  recovered  from  the  same  site  in  14 
patients.  In  12  instances  serotype  of 
strains  from  one  individual  remained 
constant.  In  2 cases  isolates  recovered 
from  different  sites  in  the  same  patient 
were  of  different  serotype. 

The  incidence  of  types  as  reported  by 
earlier  investigators, 1 ~5  together  with  that 
of  the  present  group,  is  shown  in  Table  II. 

Summary 

Recent  isolates  of  Pseudomonas  aeru- 
ginosa from  patients  in  hospitals  in  Albany, 
New  York,  were  typed  for  comparison  of 


Bronchogenic  carcinoma: 
procedure  for  early  detection 


Despite  the  demonstrated  diagnostic  value  of 
cytologic  study  in  bronchogenic  carcinoma,  it 
has  not  been  widely  used  because  of  the  difficulty 
in  getting  suitable  specimens,  especially  from 
patients  who  do  not  have  a spontaneous  cough. 
A study,  reported  in  a recent  issue  of  the  Chicago 
Medical  School  Quarterly  and  conducted  by 
B.  W.  Carnow,  M.D.,  was  made  to  determine 
whether  or  not  an  aerosol  technic  could  be  de- 
veloped which  would  be  simple,  rapid,  inex- 
pensive, and  adapted  to  office  procedure  as 
routine  screening. 

The  100  patients  used  were  members  of  a 
union-developed  health  care  center.  They  had 
been  referred  for  pulmonary  evaluation.  Ages 
were  from  twenty-seven  to  seventy-seven,  with 
an  average  of  fifty-nine.  Ninety-two  were  over 
forty-five  years  old;  81  per  cent  were  smokers. 
Eighty-seven  had  a history  of  chronic  cough 
which  was  nonproductive  in  31 ; 20  had  purulent 
sputum,  nonpurulent  in  36.  A history  of  ex- 


frequency of  distribution  with  that  of 
other  geographic  areas.  It  is  apparent 
that  the  same  O types,  from  human  and 
animal  sources,  will  be  found  in  widely 
separated  parts  of  the  world,  probably 
without  a great  difference  in  frequency  of 
distribution. 
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posure  to  industrial  irritants  for  a year  or  more 
was  reported  by  43. 

An  electric  diaphragm  compressor  was  used 
to  supply  the  propellant  to  nebulize  a solution 
of  10  per  cent  saline  and  20  per  cent  propylene 
glycol  in  distilled  water  heated  to  from  115  to 
120  F.  The  patient  was  seated  upright  in  a 
straight-backed  chair  with  his  mouth  2 inches 
from  the  nebulizer  mouthpiece.  He  was  in- 
structed to  take  continuous,  slow,  deep  breaths 
until  a single,  explosive,  sputum-producing 
cough  resulted.  The  material  was  expectorated 
in  a dry  plastic-coated  paper  container  with  a 
slightly  convex  bottom  which  tends  to  separate 
the  thicker  mucus  from  the  less  viscous  saline 
and  saliva.  A slide  smear  was  immediately 
made  from  the  specimen,  fixed  in  a 95  per  cent 
alcohol-ether  solution,  and  stained  by  the  stand- 
ard Papanicolaou  technic  for  examination  by 
the  cytologist.  In  this  series,  no  attempt  was 
made  to  collect  large  amounts  of  sputum  or  ad- 
ditional sputum  following  the  aerosol  admin- 
istration, as  had  been  done  in  the  past. 

The  high  yield  of  satisfactory  specimens  in 
this  series  was  probably  related  to  the  small 
amount  of  aerosol  used,  yielding  relatively  pure 
and  isolated  specimens. 
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Fungus  Infections  at 
Montefiore  Hospital 
and  Medical  Center 
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FREDERICK  REISS,  M.D. 

New  York  City 

From  the  Mycology  Laboratory,  Division  of 
Medicine,  Montefiore  Hospital  and  Medical  Center 


T HE  MYCOLOGY  LABORATORY,  which  was 
organized  in  1963,  screens  all  outpatients 
in  the  dermatology  clinic  and  hospitalized 
patients  with  possible  fungus  infections. 

This  report  presents  the  incidence  of 
fungus  infections  at  Montefiore  Hospital 
and  Medical  Center  during  a twenty-eight- 
month  period,  March,  1963  to  June,  1965. 
Evaluation  of  methodology  is  also  dis- 
cussed. 

Methods 

Specimens  from  outpatients  were  ob- 
tained as  follows:  In  the  laboratory  the 

affected  area  was  first  cleaned  with  cotton 
saturated  in  70  per  cent  alcohol.  Several 
sites  of  the  affected  area  were  then  scraped, 
and  each  specimen  was  examined 
separately.  Specimens  from  hospitalized 
patients  were  collected  in  the  wards  and 
sent  to  the  laboratory.  The  following  pro- 
cedures were  carried  out:  (1)  direct  mount 
in  10  per  cent  potassium  hydroxide, 
aqueous  solution;  (2)  culture;  and  (3)  in 
some  superficial  fungus  diseases  such  as 
tinea  versicolor  or  tinea  capitis,  Wood’s 


TABLE  I.  Regional  distribution  of  positive  and 
negative  mycologic  findings 


Specimen 

Positive  Negative  Total 

Skin  total 

131 

168 

299 

Foot 

44 

80 

124 

Leg 

4 

4 

8 

Hand 

30 

49 

79 

Inguinal  area 

30 

17 

47 

Axilla 

3 

1 

4 

Anterior  chest 

wall 

9 

3 

12 

Posterior  chest 

wall 

1 

1 

Abdomen 

1 

1 

Buttocks 

5 

5 

10 

Perianal  area 

2 

2 

4 

Face 

2 

6 

8 

Lips 

1 

1 

Nail  total 

121 

146 

267 

Fingernail 

69 

77 

146 

Toenail 

52 

69 

121 

Other 

Scalp 

3 

3 

Hair 

6 

5 

11 

Pus 

1 

1 

Oral  mucosa 

9 

2 

11 

Vaginal  secretion 

1 

1 

Nasal  swab 

8 

36 

44 

Throat  swab 

12 

82 

94 

Sputum 

9 

51 

60 

Spinal  fluid 

1 

2 

3 

Stool 

2 

2 

light  (filtered  ultraviolet  radiation)  was 
used  to  demonstrate  fluorescence. 

Cultures  from  superficial  fungus  in- 
fections were  made  on  duplicate  plates  of 
mycobiotic  agar  (Difco)  and  kept  at  room 
temperature  for  several  weeks.  Slide  cul- 
tures were  made  whenever  taxonomic 
studies  were  necessary.  When  systemic 
mycoses  were  suspected,  culture  media 
with  and  without  antibiotics,  Littman’s  ox- 
gall agar,  and  brain-heart  infusion  blood 
agar  were  inoculated  and  incubated  at 
37  C.  as  well  as  room  temperature. 
Identification  of  fungus  cultures  was  made 
according  to  gross  morphology,  micro- 
scopic features,  and  biochemical  properties. 

Results 

From  796  specimens  tested,  301(37.8  per 
cent)  proved  to  be  positive  either  by  direct 
examination,  culture,  or  both.  The  rest  of 
495  (62.2  per  cent)  did  not  yield  any 
fungus  growth,  nor  did  the  wet  mount  re- 
veal the  presence  of  mycelia  or  spores. 

The  data  in  Table  I reveal  that  most  of 
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TABLE  II.  Distribution  of  positive  and  negative 
mycologic  findings  according  to  age,  race,  and  sex 


Age  (Years), 
Race,  and  Sex 

Positive 

Negative 

Total 

0 to  10 

White,  male 

1 

1 

2 

White,  female 

5 

2 

7 

Negro,  male 

2 

2 

4 

Negro,  female 

3 

3 

11  to  20 

White,  male 

7 

3 

10 

White,  female 

2 

2 

4 

Negro,  male 

1 

1 

Negro,  female 

2 

2 

4 

21  to  30 

White,  male 

9 

13 

22 

White,  female 

1 

2 

3 

Negro,  male 

6 

5 

11 

Negro,  female 

2 

2 

31  to  40 

White,  male 

17 

20 

37 

White,  female 

5 

15 

20 

Negro,  male 

1 

2 

3 

Negro,  female 

3 

4 

7 

41  to  50 

White,  male 

15 

28 

43 

White,  female 

12 

27 

39 

Negro,  male 

1 

2 

3 

Negro,  female 

3 

6 

9 

51  to  60 

White,  male 

15 

43 

58 

White,  female 

16 

31 

47 

Negro,  male 

3 

7 

10 

Negro,  female 

1 

7 

8 

61  and  over 

White,  male 

19 

72 

91 

White,  female 

18 

49 

67 

Negro,  male 

2 

5 

7 

Negro,  female 

2 

15 

17 

— 

— 

— 

Totals 

171 

368 

539 

the  specimens  were  obtained  from  skin  and 
nails  followed  by  swabs  from  throat  and 
sputum. 

Tables  II  and  III  give  the  incidence  of 
positive  findings  according  to  age,  sex,  and 
race.  The  data  reveal  that  the  frequency 
of  infections  decreases  with  age.  The 
highest  occurred  at  the  zero-to-ten-age 
group  (68.7  per  cent)  and  the  lowest  in  the 
sixty-one-and-over  age  group  (22.5  per 
cent).  There  was  no  significant  difference 
in  findings  between  the  sexes  and  the  white 
and  Negro  patients. 

The  organisms  recovered  by  cultural 
methods  are  shown  in  Table  IV.  Striking 
is  the  predominance  of  Trichophyton  ru- 
brum  and  the  complete  absence  of  Micro- 
sporum  canis.  The  second  in  rank  are  in- 
fections due  to  Candida  albicans.  Of  the 


TABLE  III.  Percentage  of  positive  mycologic 
findings  according  to  age,  sex,  and  race 


Distribution 

Total  Tested 

Per  Cent 
Positive 

Age  (years) 

0 to  10 

16 

68.7 

11  to  20 

19 

57.8 

21  to  30 

38 

42.1 

31  to  40 

67 

38.3 

41  to  50 

94 

32.9 

51  to  60 

123 

28.4 

61  and  over 

182 

22.5 

Sex 

Male 

301 

32.5 

Female 

236 

30.9 

Race 

White 

448 

31.6 

Negro 

89 

32.5 

235  positive  cultures  isolated  from  skin  and 
nails,  the  distribution  according  to 
organisms  is  51.06  per  cent  T.  rubrum, 
24.25  per  cent  C.  albicans,  and  16.59  per 
cent  Trichophyton  mentagrophytes.  The 
percentage  of  other  dermatophytes  in  our 
series  was  rather  low  (Table  V). 

In  7 cases  of  skin  and  nail  infections,  two 
organisms  were  recovered  by  culture.  In 
most  cases  T.  rubrum  was  associated  with 
several  species  of  the  genus  Candida.  One 
case  yielded  in  a repeated  culture  T.  ru- 
brum and  T.  mentagrophytes  (Table  VI). 

The  data  in  Table  VII  compare  the 
findings  by  direct  mount  and  culture. 
Total  positive  results  were  obtained  in 
37.8  per  cent  of  specimens.  Of  these 
28.3  per  cent  were  found  positive  by  both 
direct  mounts  and  cultures.  Positive  re- 
sults by  direct  mount  but  not  by  culture 
were  found  in  2.6  per  cent,  while  6.9  per 
cent  were  positive  by  culture  only.  In 
90.5  per  cent  there  was  a complete  agree- 
ment with  the  direct  mount  and  culture’s 
either  positive  or  negative  findings. 

Comment 

Maskin,  Taschdjian,  and  Franks1  in  a 
survey  made  in  1957  demonstrated  a shift- 
ing in  incidence  from  T.  mentagrophytes 
to  T.  rubrum.  The  number  of  isolation  of 
T.  mentagrophytes  per  100  cultures  of 
dermatophytosis  has  dropped  from  80  per 
cent  in  1936  to  20  per  cent  in  1954,  while 
the  reverse  was  true  for  T.  rubrum. 

Hopkins  et  al.  in  1947 2 published  a large- 
scale  study  of  infantrymen  over  the  years 
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TABLE  IV.  Organisms  isolated  from  various  sites 


Specimen 

M. 

audo- 

uini 

T. 

ru- 

brum 

T. 

menta- 

gro- 

phytes 

T. 

vio- 

laceum 

OpLLlvS 

E.  C. 

floe-  neo- 

cosum formans 

C. 

albi- 

cans 

C. 

krusei 

C. 

pseudo- 

tropi- 

calis 

Skin 

Foot 

29 

12 

2 

1 

Leg 

3 

1 

Hand 

19 

2 

2 

6 

Inguinal  area 

6 

2 

3 

17 

Axilla 

3 

Chest 

1 

Abdomen 

1 

Buttocks 

3 

2 

Perianal  area 

1 

1 

Face 

1 

1 

Lips 

1 

Nail 

Fingernail 

29 

7 

21 

6 

2 

Toenail 

29 

13 

5 

2 

1 

Other 

Hair 

3 

Pus 

1 

Oral  mucosa 

9 

Vaginal  secretion 

1 

Nasal  swab 

1 

7 

Throat  swab 

5 

7 

Sputum 

9 

Stool 

2 

Totals 

3 

120 

39 

1 

7 6 

93 

8 

3 

TABLE  V.  Distribution  from  235  positive  cultures 
from  skin  and  nail  according  to  specific  organisms 


Causative  Organism 

Per  Cent 
Positive 

T.  rubrum 

51.06 

C.  albicans 

24.25 

T.  mentagrophytes 

16.59 

C.  krusei 

3.4 

E.  floccosum 

2.97 

C.  pseudotropicalis 

1.27 

T.  violaceum 

0.42 

1942  to  1945.  These  figures  indicate  a 
nationwide  increase  of  T.  rubrum  as  the 
causative  agent  of  derma tophytoses. 

The  same  observations  were  made  by 
Kornblee  and  Villafane,3  Reiss  and  Korn- 
blee,4  and  Saunders.5'6 

On  the  other  hand  Strauss  and  Kligman 
in  19577  in  an  experimental  study  of  tinea 
pedis  and  onychomycosis  found  T.  menta- 
grophytes  and  T.  rubrum  in  almost  equal 
number  except  in  the  nails  where  T.  menta- 
grophytes  predominated. 

In  our  survey  a striking  predominance  of 
T.  rubrum  infections  (51.06  per  cent)  of 
the  skin  and  nails  was  observed.  T.  menta- 


TABLE  VI.  Mixed  cultural  findings 

Source  Organism 

Skin  T.  rubrum  and  C.  albicans 

Skin  T.  rubrum  and  C.  albicans 

Skin  T.  rubrum  and  T.  mentagrophytes 

Fingernail  T.  rubrum  and  C.  krusei 

Fingernail  T.  rubrum  and  C.  krusei 

Toenail  T.  rubrum  and  C.  pseudotropicalis 

Toenail  T.  rubrum  and  C.  albicans 


grophytes  was  found  only  in  16.59  per  cent, 
while  C.  albicans  infections  were  repre- 
sented in  24.25  per  cent. 

Strauss  and  Kligman7  in  a report  cited 
previously  stated  that  potassium  hydroxide 
examination  was  far  superior  to  cultures. 
In  our  study  as  well  as  in  the  study  of 
Gotz,  Sturde,  and  Hantscke,8  the 
superiority  of  direct  examination  was  not 
proved.  We  found  a 90.5  per  cent  agree- 
ment between  direct  mount  and  culture 
both  positive  and  negative,  and  in  the  re- 
maining 9.5  per  cent  cultures  were  slightly 
superior  (6.9  per  cent)  to  potassium 
hydroxide  examination  (2.6  per  cent). 
Gotz,  Sturde,  and  Hantscke8  also  found  an 
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TABLE  VII.  Tabulation  of  specimens  according  to  findings  in  direct  mounts  and  cultures 


Positive* 


Specimen 

Total 

D.M. 

C. 

D.M.  & C. 

Total 

Negative 

Skin 

299 

11 

13 

107 

131 

168 

Nail 

267 

7 

15 

99 

121 

146 

Hair 

11 

3 

1 

2 

6 

5 

Scalp 

3 

3 

Pus 

1 

1 

1 

Oral  mucosa 

11 

5 

4 

9 

2 

Vaginal  secretion 

1 

1 

1 

Nasal  swab 

44 

4 

4 

8 

36 

Throat  swab 

94 

10 

2 

12 

82 

Sputum 

60 

3 

6 

9 

51 

Spinal  fluid 

3 

1 

1 

2 

Stool 

2 

2 

2 

Totals 

796 

21 

(2.6 

per  cent) 

55 

(6.9 

per  cent) 

225 
(28.3 
per  cent) 

301 
(37.8 
per  cent) 

495 
(62.2 
per  cent) 

* D.  M.:  direct  mount;  C.:  culture;  D.  M.  & C.:  direct  mount  and  culture. 


82.2  per  cent  agreement  between  direct 
mount  and  culture.  When  adequate  cul- 
ture media  and  especially  many  plates  (at 
least  2)  are  used,  the  diagnostic  value  of 
cultures  certainly  surpasses  that  of  direct 
examination.  The  aforementioned  state- 
ment is  also  supported  by  the  investigations 
of  Gotz,  Sturde,  and  Hantscke.8  Finally,  we 
wish  to  emphasize  the  importance  of  cul- 
tural findings  in  the  management  of  super- 
ficial fungus  diseases.  The  treatment  and 
the  diagnosis  depend  largely  on  the  isolated 
species. 

Summary 

The  incidence  of  superficial  fungus  infec- 
tions at  Montefiore  Hospital  and  Medical 
Center  during  a twenty-eight-month 
period  was  described. 

The  results  of  796  specimens  were 
analyzed  statistically.  The  age,  race, 
and  sex  factors  were  briefly  presented.  Of 
the  total  series  of  infections,  51.06  per  cent 


were  due  to  T.  rubrum,  24.25  per  cent  to  C. 
albicans,  and  only  16.59  per  cent  to  T. 
mentagrophytes.  Seven  cases  of  mixed 
cultural  findings  were  observed. 

The  superiority  and  importance  of 
species-specific  diagnosis  in  superficial 
fungus  diseases  were  discussed. 
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In  the  past  twenty  years  medical 
opinion  concerning  ulcerative  colitis  seems 
to  have  undergone  a notable  change. 
Instead  of  a further  fruitless  search  for  an 
unidentified  etiologic  agent  such  as  a 
bacterium  or  virus,  a tendency  has 
emerged  to  regard  the  reaction  of  the 
ulcerative  colitis  patient  as  somehow 
peculiar.  Thus,  after  exposures  to  or- 
dinary injurious  physical  or  mental  agents, 
ulcerative  colitis  may  represent  an  exag- 
gerated host  response. 

Without  pretense  of  explaining  either 
the  etiologic  factors  or  the  pathogenesis 
of  nonspecific  ulcerative  colitis,  some 
recent  information  concerning  the  inflam- 
matory reaction  may  be  of  interest.  A 
total  of  23  ulcerative  colitis  patients  have 
had  sigmoidoscopic  biopsies  analyzed  and 
compared  to  material  from  19  patients 
with  nonulcerative  inflammation  of  the 
colon  and  26  patients  with  sigmoido- 
scopically  normal  mucosa.1  A further 
comparison  was  made  with  24  surgical 
specimens  of  regional  ileitis. 

To  investigate  the  inflammatory  reac- 
tions of  the  bowel,  counts  were  made  of 
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1,000  connective  tissue  cells  in  the  mucosa 
of  each.  Giemsa  and  phloxine  methylene 
blue  polychrome  stains  were  used;  such 
are  employed  in  counting  blood  smears 
and  bone  marrow  cells.  Because  of  a 
special  interest  in  mast  cells,  counts  of 
these  connective  tissue  elements  were 
made  in  ten  microscopic  fields  of  sub- 
mucosa. The  earliest  lesions  of  ulcera- 
tive colitis  and  regional  ileitis  also  were 
sought,  and  the  inflammatory  reactions 
of  the  two  diseases  were  compared  quanti- 
tatively. 

Results 

Noninflamed,  grossly  and  microscop- 
ically normal-appearing  colonic  mucosa 
had  about  2 connective  tissue  cells  per  100 
square  microns  of  the  lamina  propria. 
Two  thirds  of  these  were  fibroblasts  and 
lymphocytes. 

As  ordinary  nonulcerative  inflammation 
developed,  such  as  accompanied  non- 
specific diarrhea,  there  was  edema  of  the 
lamina  propria,  compression  of  the  necks 
of  the  mucosal  crypts,  and  the  connective 
tissue  cell  population  increased  to  three 
times  the  normal  amount.  The  par- 
ticipating connective  tissue  cells  were  all 
increased  proportionately,  except  that 
plasma  cells  were  four  times  and  eosino- 
phils five  times  the  normal  numbers. 

In  commonplace  nonulcerative  chronic 
inflammation,  the  total  connective  tissue 
population  of  the  mucosa  was  four  times  the 
normal  amount.  All  the  connective  tissue 
cells  were  proportionately  increased.  Ev- 
idence from  germ-free  animals  has  sug- 
gested that  the  normal  bowel  condition 
is  actually  a balanced  reaction  to  en- 
vironmental organisms  or  a physiologic 
degree  of  chronic  inflammatory  reaction.2 

In  active  ulcerative  colitis  the  mucosal 
connective  tissue  cell  population  was 
eleven  times  the  normal  amount,  or  three 
times  that  found  in  nonulcerative  colonic 
inflammation.  In  addition,  the  individual 
connective  tissue  cells  were  dispropor- 
tionately increased.  In  the  mucosa  thirty 
times  the  normal  numbers  of  eosinophils 
were  present,  six  times  the  total  found 
in  nonulcerative  inflammation.  Plasma 
cells  were  fifteen  times  the  normal  amount 
and  four  times  the  number  in  ordinary 
inflammation.  Mast  cells  were  nine  times 
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to  study  the  inflammatory  reaction  of 
ulcerative  colitis,  the  sigmoidoscopic  biopsies 
of  23  patients  with  ulcerative  colitis  were 
analyzed  and  compared  with  material  from 
19  patients  with  nonulcerative  inflammation 
of  the  colon  and  26  patients  with  sigmoido- 
scopically  normal  mucosa.  A further  com- 
parison was  made  with  24  surgical  specimens 
of  regional  ileitis.  In  active  ulcerative  colitis 
the  mucosal  connective  tissue  cell  population 
was  eleven  times  the  normal  amount,  or  three 
times  that  found  in  nonulcerative  colonic  in- 
flammation. Eosinophils,  plasma  cells,  and 
mast  cells  were  unusually  abundant  in  ulcera- 
tive colitis.  The  exudative  response  in  re- 
gional ileitis  was  disporportionately  rich  in 
monocytes  and  plasma  cells.  The  earliest 
recognized  lesions  of  ulcerative  colitis  and  re- 
gional ileitis  were  distinctive. 


the  normal  amount  and  twice  as  numerous 
as  in  nonulcerative  colitis. 

In  the  submucosa  of  normal-appearing 
control  biopsies,  about  25  mast  cells  were 
found  in  ten  microscopic  fields.  In  or- 
dinary nonulcerative  inflammations  they 
were  increased  to  about  30  mast  cells  per 
unit  area.  With  active  ulcerative  colitis 
a total  of  50  mast  cells  were  identified,  and 
half  of  them  were  partly  degranulated. 1 

Patients  with  multiple  biopsies  showed 
that  in  remissions  of  ulcerative  colitis,  the 
mucosal  mast  cell  population  decreased 
by  half  or  more  while  the  submucosal 
mast  cells  increased.  This  appeared  cor- 
related with  the  tendency  to  prolonged 
edema  and  friability  of  the  sigmoid  colonic 
mucosa  observed  at  sigmoidoscopy  during 
clinical  remissions  of  ulcerative  colitis.3 

Signs  of  early  activation  of  nonspecific 
ulcerative  colitis  were  sought.  Excessive 
mucosal  cell  degeneration  with  the  pres- 
ence of  intra-epithelial  nuclear  debris 
that  stained  for  desoxyribose  nucleic 
acid  was  the  earliest  recognized  lesion.4 
This  is  of  course  not  restricted  to  ulcera- 
tive colitis,  but  occurs  also  in  polyps, 
carcinomas,  and  other  conditions.  Crypt 
abscesses  developed  later,  and  their  rup- 
ture led  to  focal  ulcerations.5 

Regional  ileitis,  by  comparison,  showed 
no  peculiarities  of  the  exudative  response. 
In  contrast  to  the  surgical  specimens  of 
ulcerative  colitis  previously  analyzed,6 
the  connective  tissue  cells  proportionally 
increased  in  the  inflamed  mucosa  of 
regional  ileitis  and  resembled  ordinary 
bowel  inflammations  such  as  appendicitis 
or  diverticulitis,  except  that  monocytes 
and  plasma  cells  were  present  in  about 
twice  the  usual  numbers.  Since  regional 
ileitis  is  a granulomatous  process,  these 
findings  are  not  unexpected. 

The  earliest  recognized  lesions  of  re- 
gional ileitis  were  a diapedesis  of  eosino- 
phils into  crypt  lumens  and  the  formation 
of  crypt  eosinophil  and  macrophage  col- 
lections.7 This  unusual  exudative  re- 
sponse is  perhaps  most  closely  comparable 
to  the  intrabronchial  exudative  reaction 
in  asthma.  The  earliest  recognized  lesions 
of  ulcerative  colitis  and  regional  ileitis 
were  thus  quite  different,  just  as  their 
later  sequential  microscopic  changes  were 
distinguished  respectively  by  exudation 
and  granuloma  formation. 


Comment 

The  reactive  capabilities  of  fibroblasts, 
monocytes,  plasma  cells,  and  neutrophils 
in  inflammatory  exudates  are  generally 
known.  Eosinophils  are  attracted  to 
necrotic  tissue,  and  in  chronic  inflam- 
mations they  may  be  an  important  source 
of  profibrinolysin.8 

Mast  cells  are  now  known  to  store  and 
secrete  histamine,  heparin,  a tryptase 
proteolytic  enzyme,  and  also  serotonin 
when  its  local  concentration  is  sufficiently 
high.  They  do  not  characteristically 
migrate  into  inflamed  tissues  so  that  the 
unusual  number  in  ulcerative  colitis  exu- 
dates is  a noteworthy  peculiarity  of 
these  patients.  910 

Important  chemical  mediators  generally 
identified  in  exudative  inflammation  are 
(1)  histamine  which  produces  vasodilata- 
tion and  local  edema;  (2)  heparin  that 
inhibits  fibrin  formation;  (3)  proteolytic 
enzymes  of  which  tryptases  are  the  most 
powerful;  (4)  kinins,  released  by  tryp- 
tases, among  the  peptides  that  exaggerate 
inflammation;  and  (5)  serotonin  which 
produces  smooth-muscle  spasm.  Note 
how  all  these  are  correlated  with  mast  cell 
functions.  One  unfortunate  peculiarity 
of  ulcerative  colitis  patients  is  a common 
tendency  to  exaggerated  mast  cell  re- 
sponses. In  addition,  their  lymphocyte 
response  appears  inhibited  or  subnormal, 
and  the  trephocytic  functions  of  lympho- 
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cytes  in  relation  to  intestinal  epithelial 
cells  are  likely  defective.1 

As  to  the  eosinophil  exudation  and 
collections  mixed  with  macrophages  in 
the  mucosal  crypts  of  regional  ileitis 
specimens,  more  information  about  leu- 
kotaxis  is  needed.  Macrophages  are  at- 
tracted to  macromolecules  and  lipids, 
eosinophils  to  fibrin.  What  is  the  nature 
of  the  inferred  lipoprotein — perhaps  an 
allergen,  an  antigen,  or  merely  a chem- 
ically active  substance  that  collects  in  the 
intestinal  crypts  and  appears  to  incite 
the  initial  regional  ileitis  response. 

Summary 

Biopsies  of  nonspecific  ulcerative  colitis 
were  compared  quantitatively  to  other 
inflamed  or  normal-appearing  control  cases 
and  to  surgical  specimens  of  regional 
ileitis.  Certain  distinctive  peculiarities 
observed  in  ulcerative  colitis  included  a 
mucosal  exudate  three  times  more  con- 
centrated per  unit  area  than  in  nonulcera- 
tive inflammation.  The  eosinophils, 
plasma  cells,  and  mast  cells  were  also 
unusually  abundant  in  ulcerative  colitis, 
and  their  participation  in  the  exudative 
inflammatory  reaction  of  these  patients 
is  considered  deleterious  in  part. 


Procainamide  hydrochloride 
and  lupus  erythematosus 


A syndrome  resembling  lupus  erythematosus 
which  developed  during  prolonged  administra- 
tion of  procainamide  hydrochloride  was  studied 
by  Robert  Paine,  M.D.,  who  reported  this  study 
in  a recent  issue  of  Journal  of  the  American 
Medical  Association.  Symptoms  developed 
after  the  patients  had  taken  0.5  to  3.0  Gm. 
orally  each  day  for  periods  ranging  from  three 
weeks  to  twenty-two  months. 

Of  the  total  of  12  patients,  11  complained 
primarily  of  joint  pain,  swelling,  or  stiffness. 
Eight  patients  complained  of  pleuritic  pericar- 
dial chest  pain.  In  all  instances  there  were 
positive  L.E.  preparations.  In  5 there  was 
leukopenia  and  in  1 eosinophilia.  Hyper- 
globulinemia  was  noted  four  times.  A VDRL 
test  result  was  regularly  negative.  Rheumatoid 


The  exudative  response  in  regional 
ileitis  was  disproportionately  rich  in  mono- 
cytes and  plasma  cells  which  are  regarded 
as  precursors  and  accompaniments  of 
the  characteristic  granulomas. 

The  earliest  recognized  lesions  of  ulcer- 
ative colitis  and  regional  ileitis  were  dis- 
tinctively different.  In  regional  ileitis 
eosinophil  and  macrophage  collections 
formed  in  the  intestinal  crypts. 
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factor  tests  gave  positive  results  in  2 cases.  In  1 
case  the  cephalin  flocculation  test  result  was  4 
plus.  Urinalyses  and  renal  function  test  results 
all  gave  normal  findings.  Muscle  biopsy  revealed 
focal  periarteritis  in  1 case.  In  4 cases  from  the 
12  which  were  more  recent  and  added  to  the 
original  8,  there  was  1 with  no  x-ray  findings  and 
1 with  splenomegaly.  One  case  had  an  ill- 
defined  density  in  the  right  cardiophrenic  angle 
and  lower  lobe  on  the  left  lung.  There  were 
soft-tissue  swellings  around  the  proximal  inter- 
phalangeal  joints.  In  the  other  patients  there 
was  pulmonary  infiltrate  and  pleural  effusion. 
In  3 of  these  4 patients,  symptoms  and  signs 
subsided  promptly  after  procainamide  hydro- 
chloride therapy  was  stopped.  In  the  other 
patient,  joint  pains  and  L.E.  cells  persisted  until 
dexamethasone  was  given.  Of  the  total  12 
cases,  the  response  of  5 to  corticoid  therapy  has 
been  notable.  In  1 of  these,  administration  of 
steroids  was  followed  by  suppression  of  all  signs 
of  drug  reaction  even  though  the  procainamide 
therapy  was  continued. 
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Precancer  of  Skin 

II.  Diagnosis  and  Treatment 
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P art  I of  this  article  appeared  in  the 
November  15,  1966,  issue  of  the  New 
York  State  Journal  of  Medicine.  This 
article  is  a review  of  precancerous  lesions 
of  the  skin  with  descriptions  to  help  in 
early  recognition  and  with  suggestions  for 
treatment.  Part  I dealt  with  senile 
keratoses,  seborrheic  keratoses,  actinic 
keratoses,  cutaneous  horns,  leukoplakia, 
kraurosis  vulvae,  xeroderma  pigmentosum, 
and  erythroplasia  of  Queyrat. 

Arsenical  keratoses 

Clinical  course  and  description. 
Although  arsenic  is  a systemic  poison,  the 
appearance  of  a carcinoma  on  the  skin  is 
frequently  the  only  evidence  of  the  disease. 
In  other  instances  changes  in  the  skin 
precede  the  general  systemic  signs  of 
toxicity.  All  arsenical  cancer  of  industrial 
origin  and  80  per  cent  of  cancer  resulting 
from  medicinal  administration  occurs  in 
males.  Approximately  60  per  cent  of  the 
cases  are  in  individuals  under  fifty  years  of 
age.  The  average  age  for  development  of 
precanceroses  is  forty-one  years.  Ap- 
proximately 25  per  cent  of  these  lesions 
develop  carcinomatous  changes,  generally 
of  the  squamous  cell  variety.  Carcinoma 
develops  from  two  to  thirty  years  after 


exposure  to  arsenic  either  by  contact  or  by 
ingestion  as  a drug.  Continued  exposure 
is  not  at  all  essential  to  the  development 
of  late  sequelae.  Similarly,  the  period  of 
exposure  to  the  arsenic  may  vary  from  as 
little  as  one  year  to  as  long  as  thirty-five  or 
forty  years. 

The  sites  involved  depend  to  some  extent 
on  the  type  of  exposure  experienced  by  the 
patient.  Arsenical  cancer  of  industrial 
origin  usually  occurs  at  the  sites  most  fully 
exposed,  namely,  the  face,  eyelids,  cheeks, 
neck,  shoulders,  and,  less  frequently,  the 
groin.  Tumors  having  a medicinal  origin 
involve  more  commonly  the  palms,  toes, 
soles,  fingers,  and,  less  frequently,  the 
dorsum  of  the  hands.  The  tumors  are 
frequently  multiple. 

Acute  arsenical  dermatitis  consists  of  a 
generalized  erythematosus  papulovesicular 
with  marked  edema.  It  frequently  culmi- 
nates in  generalized  exfoliation  with  loss  of 
hair  and  nails.  In  addition  to  the  in- 
volvement of  the  skin,  there  are  general 
constitutional  symptoms  of  fever,  general 
toxicity,  abdominal  discomfort,  and  diar- 
rhea. In  chronic  arsenical  dermatitis  due 
to  exposure  there  is  a generalized  dry, 
patchy  scaling  particularly  over  the  face, 
neck,  chest,  dorsum  of  the  hands,  groin, 
and  sometimes  the  trunk  and  covered 
portions  of  the  body.  Concomitantly  or 
preceding  these  nondescript  eruptions, 
many  of  the  cases  develop  a generalized 
deepening  in  pigmentation  due  to  a dis- 
turbance in  melanin  production.  The 
profuse  pigmentary  change  frequently  re- 
sembles the  lacy  network  pattern  observed 
in  chronic  roentgen  dermatitis.  Areas  of 
leukoderma  may  be  interspersed  along 
with  the  light  or  deep  brown  generalized 
pigmentation.  The  creases  and  folds  of  the 
skin  are  particularly  affected,  for  example, 
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the  axillas,  groin,  and  about  the  gluteal 
fold  and  buttocks.  The  oral  mucosa  also 
may  show  evidence  of  melanosis.  Patches 
of  alopecia  and  diagonal  stripes  in  the  nails 
(Mees’s  stripes)  may  be  among  the  early 
signs  of  intoxication.  Frequently  there 
is  a perifollicular  lightening  in  color 
throughout  the  scalp.  This  is  in  contrast 
with  deepening  in  pigmentation  of  the 
major  portion  of  the  skin  of  the  scalp,  and 
later  as  the  hair  follicle,  at  first  slow  to 
produce  the  increased  melanin,  begins  to 
show  increased  melanin  activity,  this  con- 
trast disappears. 

Systemic  signs  and  symptoms  of  toxicity 
may  be  entirely  absent  or  appear  at  any 
time  in  the  course  of  the  disease.  Second- 
ary anemia  may  be  present.  Frequently 
there  is  a chronic  gastroenteritis,  and 
hepatomegalia  is  not  uncommon.  Patients 
complain  of  various  symptoms  referable  to 
involvement  of  the  nervous  system,  such 
as  headache,  dizziness,  neuralgia,  pares- 
thesia, and  motor  and  sensory  paralysis, 
particularly  of  the  extremities.  Upper 
respiratory  tract  symptoms  also  may  be 
evident.  As  the  disease  process  progresses, 
portions  of  the  skin  develop  dry,  dull,  red 
papular  areas  and  irregular-shaped  psoriatic 
or  seborrheic-like  patches.  Many  of  these 
develop  into  areas  of  hyperkeratoses  that 
later  show  thick  crusts  or  horny  projec- 
tions; others  fissure  and  crack.  Follicular 
keratoses  may  develop  over  the  unexposed 
skin,  particularly  the  chest  and  back. 
Characteristic  palmar  and  plantar  arsenical 
keratoses  are  present;  this  is  particularly 
true  in  individuals  in  whom  the  affection 
is  caused  by  arsenic  in  drug  form. 

The  arsenical  keratoses  are  distinguish- 
able by  the  presence  throughout  their  sur- 
face of  multiple  pinpoint  black  keratin 
plugs,  which  leave  shallow  depressions  on 
removal.  A certain  number  of  the  keratotic 
and  fissured  lesions  continue  to  develop 
and  result  in  carcinoma,  usually  of 
squamous  cell  variety.  The  tumors  which 
result  may  resemble  any  of  the  known 
clinical  varieties  of  squamous  and  basal 
cell  carcinoma:  rodent  ulcer,  sessile  tumor, 
or  fungating  mass.  They  may  appear  on 
the  trunk  as  Bowenoid-  or  pagetoid-like 
growths,  or  they  may  resemble  a superficial 
epitheliomatosis.  In  occupational  arsenical 
cancer,  approximately  50  per  cent  of  the 
cases  develop  into  multiple  carcinoma. 


Chronic  arsenical  poisoning  may  be 
produced  through  continued  contact,  in- 
gestion, or  inhalation.  The  occupational 
form  of  the  disease  is  created  through  ex- 
posure to  vapors,  fumes,  or  dust  of  arsenic 
in  various  forms.  Persons  in  the  following 
vocations  have  been  found  to  contract 
arsenical  cancer:  copper  smelters,  tin 

foundary  workers,  sheep  dip  plant  workers, 
dye  works  employes,  silver  miners,  silver 
smelters,  glass  workers,  taxidermists,  seam- 
stresses, tanners,  lead  factory  workers, 
photographers,  newspaper  rotogravure 
workers,  oil  refinery  employes,  oil  cloth 
factory  workers,  colored  paper  factory  em- 
ployes, pelt  and  hair  factory  employes,  and 
weavers.  There  are  many  more  occupa- 
tions in  which  there  is  opportunity  for 
arsenic  exposure  and  which  offer  potential 
sources  of  future  arsenical  skin  involve- 
ment. 

Sources  of  arsenical  cancer  are: 


Plant  sprays 

Sheep  dip 

Parasiticides 

Insecticides 

Germicides 

Vermicides 

Enamel 

Paint 

Wall  paper  (printing) 
Cotton  (printing) 
Artificial  flowers 
(coloring) 

Bronzing 

Furs 

Hair  lotions 


Antiseptics 

Caustics 

Metals  containing  ar- 
senic 

Lead,  silver,  gold, 
copper,  bismuth, 
nickel,  antimony, 
and  cobalt 
Medicinal  arsenic 
Antileutic  arsphena- 
mines,  Fowler’s  solu- 
tion, Asiatic  pills, 
cacodylates 
War  cases 
Lewisite 


Arsenic  occurs  in  the  fumes  engendered 
by  smelting  of  various  arsenic-containing 
ores  of  those  metals  listed.  In  many  in- 
stances, germicides,  insecticides,  and  so  on 
contain  arsenates  in  solutions.  Bronzing 
of  copper  and  brass  incurs  use  of  arsenic. 
In  the  fur  industry,  workers  come  in  con- 
tact with  arsenic  contained  in  preserva- 
tives and  epilating  substances.  In  medi- 
cines, arsenic  is  encountered  in  both  organic 
and  inorganic  forms,  as  well  as  in  certain 
antiseptics  and  caustics.  Numerous  hair 
lotions  contain  arsenic  or  chemicals  derived 
from  arsenic.  In  addition,  cutaneous 
manifestations  of  chronic  toxicity  due  to 
prolonged  exposure  occur  in  various  occu- 
pational endeavors.  The  glass  worker 
employs  arsenic  in  the  form  of  arsenious 
oxide  to  remove  impurities  from  the  glass. 
Arsenic  is  present  in  pigments,  print,  and 
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enamel;  as  a fixative  for  analine  dyes;  and 
in  cottons,  woolen  material,  and  so  on  with 
which  weavers  and  seamstresses  are  in  con- 
tact. The  same  is  true  of  the  print  on  wall 
paper,  linoleum,  and  so  on.  Carcinoma 
due  to  arsenic  contained  in  drinking  water 
has  been  found  among  inhabitants  of  cer- 
tain portions  of  Argentina. 

Pathology.  There  is  some  variance  in 
the  histopathology  of  arsenical  keratoses 
in  accordance  with  the  particular  etiologic 
chemical.  However,  in  general  the  picture 
is  that  found  in  the  senile  keratoses.  Ar- 
senic determination  of  the  tissue,  either 
skin,  hair,  or  nails,  may  be  useful  in  cases 
in  which  the  diagnosis  is  questionable. 

Treatment.  Removal  of  workers  from 
exposure  to  arsenic  where  the  condition  is  of 
occupational  origin  and  discontinuance  of 
the  drug  when  it  is  given  medically  is  of 
course  of  prime  importance.  Dimer caprol 
injection  (Bal)  has  been  employed  for 
treatment  of  chronic  and  acute  arsenism 
but  is  of  no  value  in  the  late  cutaneous 
manifestations.  The  practice  of  prescrib- 
ing even  small  amounts  of  arsenic  over  long 
periods  of  time  should  be  strictly  discarded. 
There  are  few  instances  in  which  it  is  indi- 
cated. Prescriptions  containing  arsenic 
should  never  be  renewable.  Workers  in 
contact  with  arsenic  must  be  periodically 
examined  for  evidence  of  skin  changes,  and 
protection  of  their  skin  is  important.  Since 
these  lesions  are  frequently  multiple  and 
continue  to  appear  over  the  years,  electro- 
desiccation is  a useful  means  of  destroying 
them.  Larger  areas  may  be  surgically 

excised.  Radium  plaques  or  closely  con- 
fined superficial  x-ray  also  may  be  employed 
but  is  more  expensive  and  has  no  advantage 
over  other  means  of  removal.  Early 
treatment  is  mandatory  for  prevention  of 
carcinomatous  change. 

Hyperkeratotic  lesions  may  be  removed 
with  ointments  containing  a kerotolytic- 
like  salicylic  acid.  The  precancerous 

keratoses  and  the  cancers  of  arsenical 

origin  are  treated  in  the  same  fashion  as 
they  would  be  treated  if  they  were  from 
other  origins.  The  late  depressed  follicular 
keratoses  so  common  in  arsenism  must  be 
removed  by  either  deep  fulguration  or 
electro-cutting  loop.  Patients  must  be 

periodically  observed  for  new  lesions.  By 
the  time  the  late  keratotic  changes  of  the 
skin  have  appeared,  the  use  of  agents  to 


counteract  the  condition,  such  as  sodium 
thiosulfate,  are  worthless.  The  admin- 
istration of  dimercaprol  injection  in  the  late 
stage  has  been  suggested,  but  there  is  no 
evidence  that  it  is  efficacious  in  this  chronic 
type  of  heavy  metal  poisoning. 

Occupational  keratoses 

Occupational  cancer  of  the  skin,  al- 
though perhaps  rare,  does  occur.  It  is 
observed  in  individuals  in  prolonged  con- 
tact with  certain  known  carcinogenic 
chemicals.  In  all  instances,  it  is  preceded 
by  keratoses  appearing  over  the  exposed 
surfaces,  particularly  the  hands  and  face  or 
that  portion  of  the  skin  in  contact  with 
the  offending  agent.  The  keratoses  often 
are  multiple  and  resemble  marked  senile 
keratoses  in  appearance. 

Workers  who  come  in  prolonged  contact 
with  carbons  or  hydrocarbons,  such  as 
contained  in  tar,  arsenic,  paraffin,  pitch, 
soot,  anthracene,  and  petroleum  tars,  de- 
velop keratoses  as  the  first  evidence  of  skin 
change  long  before  carcinoma  of  the  skin 
develops,  usually  of  the  squamous  cell 
type.  Furriers,  tanners,  ore  smelters, 
shrubbery  sprayers,  wall  paperers,  taxi- 
dermists (arsenic),  anthracite  miners,  dye 
workers,  workers  in  gas  and  gasoline  indus- 
try, workers  in  tar  and  oil  distillation  plants, 
mule  spinners,  gunsmiths,  chimney  sweeps, 
and  handlers  of  benzene,  coal,  oil,  and 
creosote  (coal  and  tar  products)  are  ex- 
posed to  carbons  and  hydrocarbons. 

Treatment.  Treatment  of  keratoses 
developing  in  these  individuals  is  the  same 
as  that  method  employed  for  senile  kerato- 
ses. Prophylactic  prevention  is  accom- 
plished by  periodic  examination  of  the 
skin,  adequate  protection,  frequent  changes 
of  work  clothes,  attention  to  personal  hy- 
giene, and  change  of  occupation  at  the 
earliest  sign  of  cutaneous  involvement. 

Late  sequelae 

Chronic  ulcers  of  various  origin  and  the 
late  manifestations  of  some  of  the  chronic 
infectious  granulomas  occasionally  develop 
carcinoma  at  their  sites,  usually  of  the 
squamous  cell  type.  At  times,  cancer  may 
develop  at  the  sites  of  decubital,  varicose, 
traumatic,  burn,  pellagrous,  or  varicose 
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ulcers.  Carcinoma  of  the  extremities  fre- 
quently occurs  from  such  an  origin. 
Chronic  sinus  tracts,  fistulas,  and  sites  of 
chronic  osteomyelitis  of  many  years  dura- 
tion may  develop  carcinoma.  The  chronic 
proliferative  inflammatory  reaction  may 
mask  the  neoplastic  growth  so  that  me- 
tastases  may  be  a complication  by  the  time 
the  condition  is  brought  under  observa- 
tion. The  late  gummas  of  syphilis  or  the 
chronic  granulomatous  process  of  a lupus 
vulgaris  (tuberculosis)  may,  with  persistent 
activity  as  a result  of  inadequate  therapy  or 
when  overtreated,  eventually  evidence  car- 
cinomatous change. 

Lupus  vulgaris 

Cancer  develops  in  chronic  lupus  vulgaris 
in  1.5  to  4 per  cent  of  cases.  It  usually  de- 
velops twenty  to  thirty  years  or  more  after 
the  initial  lesion  but  may  be  seen  in  indi- 
viduals under  forty  years  of  age.  Lupus 
vulgaris  is  complicated  by  carcinomatous 
growth  more  frequently  in  the  male,  al- 
though the  affection  is  more  common  in 
females.  The  face  and  extremities  are 
involved  by  carcinomatous  change  most 
often.  As  in  other  cancer  developing  in 
sites  of  late  cutaneous  sequelae,  it  is  most 
often  a squamous  cell  carcinoma.  Sar- 
coma also  has  been  known  to  result  occa- 
sionally. Sometimes  the  growth  is  associ- 
ated with  metastases  and  death.  How- 
ever, the  neoplasm  is  ordinarily  of  low- 
grade  malignancy  and  slow  to  develop. 
Any  type  of  hyperplastic  overgrowth  ap- 
pearing in  an  old  tuberculous  ulcer  must  be 
considered  as  a possible  malignant  neo- 
plasm. Biopsy  is  indicated  in  that  portion 
of  the  affection  manifesting  changes  to 
differentiate  between  cancer  and  activity  of 
the  granuloma. 

Syphilis 

Gumma  in  any  location  on  the  skin  and 
particularly  in  the  mouth,  if  left  untreated 
over  a long  period  of  time  may,  on  rare  oc- 
casions, be  complicated  by  the  develop- 
ment of  carcinoma  in  a portion  of  the 
granulomatous  process.  At  least  20  per 
cent  of  cancers  of  the  tongue  in  males  are  in 
association  with  an  old  syphilitic  glossitis 
or  leukoplakia.  In  late  processes  of  this 
type,  the  blood  serology  need  not  neces- 


sarily be  positive,  so  that  at  times  the  diag- 
nosis may  be  complicated.  There  is  no 
contraindication  in  these  lesions  to  a 
biopsy  to  establish  the  diagnosis. 

Chronic  draining  sinuses 

Osteomyelitic,  tuberculous,  or  operative 
sinuses  of  long  duration  may  be  sources  of 
chronic  irritation  to  the  skin.  They  not 
infrequently  develop  cancers,  usually  of 
the  squamous  cell  type. 

Treatment.  Early  treatment  of  these 
conditions  is  the  only  means  of  their  pre- 
vention. Once  neoplastic  change  has  en- 
sued, it  is  no  longer  a case  of  treating  the 
specific  underlying  disease  but  that  of  can- 
cer itself.  Carcinomas  which  develop  on 
the  basis  of  lupus  erythematosus  and  lupus 
vulgaris  are  essentially  scar  cancers.  As 
such,  wide  surgical  excision  with  plastic  re- 
pair of  the  defect  may  be  necessary.  When 
previous  roentgen  therapy  has  been  given 
in  the  case  of  lupus  vulgaris,  the  tissue  may 
not  tolerate  a cancerocidal  dose  of  irradia- 
tion. Superficial  lesions  may  be  treated 
with  carefully  controlled  x-ray  therapy 
even  in  such  an  unfavorable  tissue  bed. 
Biopsy  always  is  indicated  when  there  is 
evidence  in  the  lesion  of  any  recent  type  of 
hyperplastic  reaction  in  the  form  of  verru- 
cous or  nodular  overgrowth.  Likewise, 
ulcerative  change  must  be  viewed  as  possi- 
ble evidence  of  neoplasia. 

Repeated  escharotics  applied  to  lesions 
of  lupus  erythematosus  over  a prolonged 
period  should  be  avoided.  Attention  to 
early  changes  in  the  sites  of  these  lesions 
avoids  the  possibility  of  carcinomatous 
growth.  Cancer  in  gummatous  lesions 
may  be  activated  by  instituting  antiluetic 
therapy  before  undertaking  removal  of  the 
neoplasm.  Biopsy  may  be  performed 
safely  without  likelihood  of  extending  the 
syphilitic  process.  Surgical  excision  is  the 
choice  of  treatment  once  the  presence  of 
carcinoma  has  been  established.  Then 
postoperative  antiluetic  therapy  is  insti- 
tuted. Since  the  late  syphilitic  lesions  are 
notably  free  from  active  treponema  pal- 
lidum, necessary  surgical  procedures  will 
not  endanger  the  operator  or  patient. 

Cancer  can  be  prevented  in  chronic  in- 
flammatory dermatoses  by  avoiding  pro- 
longed treatment  with  local  irritants.  At- 
tention should  be  given  to  early  evidence  of 
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change,  such  as  hyperkeratotic  scaling  or 
the  development  of  definite  keratoses. 
Early  lesions  may  be  controlled  adequately 
by  electrodesiccation  or  electrocautery. 

Chronic  draining  sinuses  must  be  eradi- 
cated to  avoid  the  possibility  of  cancerous 
growth.  This  seldom  can  be  accomplished 
by  any  method  other  than  wide  surgical  or 
endothermic  excision.  In  some  instances, 
external  x-ray  irradiation,  interstitial  im- 
plantation of  gold  radon,  or  radium  seed 
implants  will  satisfactorily  remove  this 
possible  source  of  malignant  growth. 

Chronic  inflammatory  dermatoses 

Infrequently,  cancer  may  arise  in  the  site 
of  a long-standing  inflammatory  der- 
matosis. This  has  been  known  to  occur  in 
such  benign  conditions  as  psoriasis,  sebor- 
rheic dermatitis,  eczema,  Darier’s  disease 
(keratosis  follicular  is),  lichen  planus,  and 
poikiloderma.  It  usually  is  secondary  to 
prolonged  irritative  local  therapy  or  x-ray 
treatment  and  appears  many  years  after 
the  original  onset  of  the  lesion.  The 
change  is  usually  that  of  a basal  cell  car- 
cinoma. Recently  we  have  seen  a squa- 
mous cell  carcinoma,  which  necessitated  the 
amputation  of  two  digits,  develop  in  an 
interdigital  ulcus  molle  (soft  corn)  of  the 
foot  following  overtreatment  for  several 
years  with  local  keratolytics. 

Lupus  erythematosus 

Carcinoma  sometimes  appears  in  the 
chronic  localized  discoid  variety  of  lupus 
erythematosus  (not  of  tuberculous  eti- 
ology). This  is  in  contradistinction  to  the 
disseminated  generalized  forms  of  lupus 
erythematosus  associated  with  general  con- 
stitutional symptoms.  It  is  a less  fre- 
quent complication  than  in  lupus  vulgaris. 
The  patches  of  chronic  discoid  lupus  ery- 
thematosus occur  ordinarily  about  the 
face,  involving  particularly  the  nose,  ears, 
cheeks,  and  scalp.  They  are  rather 
sharply  demarcated  and  of  a dull,  bluish- 
red  color  with  an  overlying  adherent  thin 
scale  which  on  removal  demonstrates 
horny  carpet-tack-like  plugs  on  the  inner 
surface  which  is  diagnostic  of  the  affection. 
Telangiectasia,  atrophy,  and  sclerosis  ap- 
pear on  the  lesion  at  a later  date.  In  the 
scalp  the  lesion  produces  a permanent 


alopecia  in  the  involved  portions.  The 
lesions  are  chronic  and  slow  growing. 

Carcinoma  may  occur  in  untreated  ac- 
tive lupus  erythematosus  or  in  the  residual 
scarring  of  previously  untreated  cases. 
Squamous  cell  carcinoma  of  low-grade 
malignancy  occurs  in  approximately  4 per 
cent  of  cases.  As  long  as  the  neoplasia  is 
enveloped  within  the  sclerotic  tissue  of  the 
lupus  erythematosus,  it  remains  relatively 
slow  growing  and  chronic,  but  with  the  ad- 
vent of  invasion  into  the  periphery  of 
normal  skin,  it  may  become  actively  in- 
vasive and  at  times  metastasize. 

Radiodermatitis 

Shortly  after  the  discovery  of  x-ray  by 
Roentgen  in  1895  and  radioactive  rays  by 
Becquerel  a year  later,  the  paradox  of  these 
modalities  became  apparent.4  Adventitial 
and  therapeutic  burns  from  their  use  were 
reported  within  the  same  year,  1896,  from 
the  United  States,  England,  and  Germany 
by  Daniels,  Stephens,  and  Leppin  re- 
spectively.4 Six  years  later  in  1902  God- 
man  collected  200  cases.4  Since  then  nu- 
merous cases  of  radiation  injury  have  ap- 
peared in  the  literature. 

The  earliest  cases  of  chronic  precancerous 
lesions  observed  in  manufacturers  of  roent- 
gen equipment  and  medical  operators  of 
roentgen  apparatus  and  roentgen  prepara- 
tions were  reported  by  Marcus  in  1896  and 
by  Ouidin,  Barthelemy,  and  Darier  in  1897. 4 
The  first  case  of  roentgen  carcinoma  as  well 
as  the  first  fatality  from  this  disease  was 
described  by  Frieben  in  1902  and  by  Albers- 
Schonberg  in  1919. 4 

Unfortunately,  the  rigid  standards  of 
the  twentieth  century  for  x-ray  equipment 
and  installation  have  not  prevented  adven- 
titial exposures  in  the  profession.  Neither 
has  the  widely  disseminated  knowledge 
concerning  precautions  in  therapeutic  ad- 
ministration of  this  modality  prevented  in- 
juries from  this  source.  With  the  wider 
applicability  of  x-rays,  radium,  and  radio- 
active substances  in  medicine  for  diagnostic 
and  therapeutic  purposes  and  in  industry 
and  military  endeavors,  the  hazard  has  in- 
creased. Serious  end  results  from  cutane- 
ous irradiation  continue  to  be  observed  in  a 
number  of  cases  each  year  both  in  clinical 
and  private  practice. 

Clinical  course  and  description.  Re- 
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actions  from  x-ray,  radium,  and  atomic 
sources  are  quite  similar.  Acute  reactions 
from  radiation  are  classified  according  to 
their  severity  as  first-,  second-,  or  third- 
degree  radiodermatitis.  Chronic  roentgen 
dermatitis  may  follow  many  years  after  any 
one  of  these  reactions.  In  the  case  of  re- 
peated small  fractional  exposures  over  a 
prolonged  period,  chronic  sequelae  may 
occur  without  preceding  evidence  of  any 
type  of  change  in  the  skin.  Professional 
x-ray  and  radium  operators,  often  physi- 
cians, frequently  develop  this  latter  type, 
particularly  on  the  hands.  Danger  of  x- 
ray  reactions  of  the  skin  also  are  en- 
countered as  an  occupational  hazard  in 
certain  industries:  manufacture  of  roentgen 
tubes  and  photographic  x-rays  employed  in 
industry  to  detect  flaws  in  metal  castings, 
pearls,  stones,  or  diamonds;  painting  of 
luminous  dials;  manufacture  of  radium  ap- 
plicators and  needles;  mining  radioactive 
ores;  work  concerned  with  cyclotrons 
(production  of  atomic  energy)  and  radio- 
active isotopes;  and  shoe  stores  using 
fluoroscopic  apparatus. 

Chronic  roentgen  dermatitis  develops 
slowly.  The  skin  becomes  excessively  dry 
and  parchment-like.  It  assumes  a charac- 
teristic mottled  or  reticulated  appearance 
with  pigmentation,  atrophy,  and  telangiec- 
tasia. Punctate  hemorrhagic  areas  appear. 
The  nails  grow  slowly  and  become  brittle 
and  darker  in  color.  Later  keratoses, 
fissures,  ulcerations,  or  nodules  may  appear 
and  often  are  the  predecessors  of  the  car- 
cinomatous change.  Cancer  is  usually  of 
the  squamous  cell  variety  and,  if  left  to 
develop,  may  metastasize.  Basal  cell  and 
spindle  cell  carcinoma  as  well  as  sarcoma 
develop  at  times.  It  is  estimated  that  at 
least  as  high  as  25  per  cent  of  cases  develop 
malignant  neoplasm  of  this  type.  Chronic 
radiation  dermatitis  invariably  results  in 
cancer,  provided  the  patient  has  a long 
enough  age  span.  The  age  at  which  the 
patient  experiences  the  radiation  effects  is 
often  a large  determining  factor  in  whether 
or  not  he  will  develop  a cancer  at  the  in- 
volved site. 

In  general,  persons  with  radiation  reac- 
tions may  be  divided  into  two  groups  ac- 
cording to  the  source  of  the  x-ray  radiation, 
for  example,  those  persons  in  whom  the  re- 
action has  been  produced  through  adventi- 
tial or  accidental  exposure  during  occu- 


pational endeavors  and  those  persons  who 
received  superficial  or  deep  x-ray  treatment 
as  a therapeutic  measure  for  malignant  and 
benign  conditions  including  fluoroscopic 
examinations. 

Chronic  roentgen  dermatitis  may  occur 
as  the  late  result  of  an  intentionally  pro- 
duced acute  skin  reaction  in  the  course  of 
therapy  for  a given  condition  or  as  an  un- 
fortunate sequela  of  careless  or  injudicious 
treatment.  Again,  it  may  be  coincidental 
with  a single  large  dose  or  repeated  small 
doses  of  properly  administered  x-ray  over 
an  extended  period  which  later  result  in  an 
unfavorable  reaction.  During  the  course 
of  treatment  visible  change  in  the  skin  may 
not  be  noted.  In  rare  instances,  overex- 
posure in  a single  or  repeated  fluoroscopic 
examination  can  result  in  roentgen  derma- 
titis. 

Incidence  of  cancer  in  roentgen 
dermatitis.  Leddy27  reported  an  inci- 
dence of  32.7  per  cent  of  carcinomas  de- 
veloping in  55  cases  of  roentgen  dermatitis. 
Leddy  and  Rigos28  observed  an  incidence 
of  26.2  per  cent  of  malignant  change  in 
80  physicians  having  radiodermatitis. 
Ghormley29  found  21.6  per  cent  of  malig- 
nant change  in  20  cases  of  radiodermatitis. 
Witwer  and  Leucutia30  reported  on  28 
roentgen- caused  neoplasms,  25  of  which 
were  carcinomas  and  3 of  which  were 
thought  to  be  sarcomas.  Saunders  and 
Montgomery31  found  19  per  cent  of  their 
259  cases  of  radiodermatitis  had  carcinoma. 
Telch,  Mason,  and  Wheelock32  found  28.1 
per  cent  of  carcinoma  in  a group  of  121 
cases  of  roentgen  dermatitis  of  various 
origin.  With  the  exception  of  Witwer  and 
Leucutia’s  cases,  there  were  535  cases 
total,  and  in  these  carcinoma  developed 
from  radiodermatitis  in  an  average  of  25.5 
per  cent. 

We  concur  with  the  opinion  expressed  by 
Brown,  McDowell,  and  Fryer33  that  chronic 
roentgen  dermatitis  is  essentially  a dan- 
gerous lesion,  because  it  is  a progressive  one 
which  will  ultimately  eventuate  in  car- 
cinoma if  the  patient  lives  long  enough. 

Age.  The  major  portion  of  cutaneous 
carcinomas  occur  from  the  fifth  to  the 
seventh  decade.  The  average  age  ranges 
from  forty-three  to  forty-nine  years.  Can- 
cer of  therapeutic  origin  has  been  reported 
in  young  children.  Scharnagel  and  Pack34 
observed  hundreds  of  basal  cell  carcinomas 


3048  New  York  State  Journal  of  Medicine  / December  1,  1966 


TABLE  I.  Sites  of  roentgen  reactions  of  thera- 
peutic origin 


Site 

Carcinoma 
(Number  of 
Cases) 

Roentgen 
Dermatitis 
(Number  of 
Cases) 

Face  and  Neck 

11 

15 

Genitals 

4 

2 

Extremities 

10 

36 

Trunk  and  Chest 

18 

48 

in  a five-year-old  child  following  deep  x-ray 
therapy  to  the  thymus.  Roentgen  cancer 
of  occupational  origin  is  frequently  seen  in 
patients  between  sixty  and  eighty  years  of 
age  as  is  evidenced  by  14  of  the  59  cases  of 
this  age  in  a group  of  cases  from  Memorial 
Hospital  for  Cancer  and  Allied  Diseases 
analyzed  by  Pack  and  Davis.35  The  age 
of  the  roentgen  dermatitis  is  of  more  impor- 
tance than  the  age  of  the  patient. 

Sex.  The  majority  of  cases  occur  in  the 
skin  of  the  male.  This,  of  course,  is  be- 
cause the  higher  incidence  of  occupational 
exposure  occurs  in  males.  There  were  17 
females  in  our  series  of  59  cases  of  roentgen 
carcinoma. 

Site.  The  hands  were  predominantly 
involved  in  our  cases,  as  is  noted  by  most 
other  observers.  Hunter,36  Cole,37  and 
others  have  suggested  that  the  roentgen 
cancers  of  physicians  and  their  assistants 
occur  predominantly  on  the  left  hand,  be- 
cause this  is  the  more  often  exposed  in 
fluoroscopic  work.  In  our  recent  series 
there  seemed  to  be  no  difference  between 
the  right  and  the  left  hand  of  physicians 
and  technicians.  Both  hands  were  in- 
volved by  chronic  changes  in  almost  every 
instance.  Eight  of  14  physicians  had  car- 
cinoma of  both  hands.  In  our  series,  the 
sites  and  numbers  of  roentgen  carcinomas 
of  occupational  origin  were  as  follows: 
fingers,  34;  hand  and  wrist  (dorsum),  37; 
face,  4;  and  trunk,  9.  Table  I shows  sites 
of  roentgen  reactions  of  therapeutic  origin. 

In  general,  our  cases  could  be  divided 
into  two  groups:  (1)  those  persons  with 

roentgen  dermatitis  due  to  adventitial  ex- 
posure; and  (2)  those  persons  with  roentgen 
dermatitis  due  to  exposure  to  deep  or  super- 
ficial x-ray  therapy  for  benign  dermatoses 
or  malignant  conditions.  The  sources  of 
exposure  are  shown  in  Table  II. 

Time  element.  In  those  cases  resulting 


TABLE  II.  Sources  of  exposure  to  roentgen  rays 


Source 

Number  of 
Persons 

Adventitial  exposure 

Physicians 

16 

Veterinarians 

2 

Technicians 

5 

Dentists 

4 

Fluoroscopic  examination 

1 

Deep  x-ray  therapy  (including 

radium) 

9 

Superficial  x-ray  therapy 

22 

Total 

59 

from  therapeutic  dosages,  there  was  usually 
a history  of  a series  of  some  six  to  twelve 
superficial  exposures  given  within  a period 
of  six  months  to  a year.  In  other  in- 
stances, there  were  repeated  intermittent 
series  or  single  exposures  given  over  a five- 
to  seven-year  period.  Two  cases  gave  a 
history  of  a single  superficial  therapeutic 
exposure  for  a benign  dermatitis.  One  of 
these  was  caused  by  radium  therapy. 

Those  engaged  in  professional  employ- 
ment of  x-ray  and  radium  had  spent  from 
two  to  forty-three  years  in  association  with 
these  modalities,  the  average  being  twenty- 
two  years.  The  latent  period,  that  is,  the 
time  elapsed  between  the  initial  exposure 
and  the  clinical  manifestation  of  the  dis- 
ease, averaged  nine  years  in  the  therapeutic 
group  and  varied  from  one  to  fifteen  years. 
In  the  occupational  group,  there  was  a 
somewhat  longer  latent  period  with  an 
average  of  fourteen  years  and  a variance  of 
from  three  to  thirty-four  years.  In  5 cases 
there  was  a history  of  one  prolonged  ex- 
posure sufficient  to  produce  an  acute  burn. 
This  was  noted  by  the  physician  immedi- 
ately following  a difficult  orthopedic  ma- 
nipulation. The  developmental  period,  or 
the  time  transpiring  between  the  first  evi- 
dence of  changes  in  the  skin  and  the  ap- 
pearance of  the  cancer,  was  approximately 
the  same  for  both  groups,  an  average  of 
seven  years.  It  ranged  in  the  therapeutic 
group  from  two  to  twenty-five  years  and  in 
the  occupational  group  from  one  to  twenty 
years. 

Since  in  many  reports  these  time  periods 
are  given  as  an  over-all  figure  for  both 
groups,  it  is  difficult  to  make  comparisons. 
The  averages  in  our  cases  for  both  the  de- 
velopmental and  the  latent  period  are 
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somewhat  greater  than  those  given  by 
other  observers.  The  prolonged  latent 
period  in  the  occupational  group  has  not 
been  noted  previously.  However,  this 
tendency  might  be  anticipated  in  view  of 
the  prolonged,  minute  exposures  of  very  low 
intensity  received  in  occupational  cases  as 
contrasted  with  the  more  concentrated  and 
comparatively  larger  doses  of  greater  in- 
tensity received  in  the  therapeutic  cases. 

Multiplicity.  Multiple  cancers  of  the 
skin  involved  by  chronic  roentgen  dermati- 
tis appeared  in  from  27  to  31.5  per  cent  of 
the  535  cases  collected  from  the  literature. 
In  24  of  our  59  cases,  or  40  per  cent,  there 
was  more  than  one  carcinoma.  In  5 cases 
these  carcinomas  occurred  in  succession, 
while  the  remainder  were  found  simul- 
taneously. Although  the  reverse  propor- 
tion is  usually  the  rule,  this  condition  may 
have  been  true  of  our  series  because  many 
of  the  cases  were  far  advanced  before  they 
presented  themselves  for  treatment. 

Pathology.  Chronic  roentgen  derma- 
titis may  evolve  ten  to  twenty  years  after 
the  original  exposure  without  manifesting 
visible  changes  following  the  radiation. 
Similarly,  a biopsy  of  the  site  even  several 
years  later  may  fail  to  show  microscopic 
changes.  The  pathologic  picture  is  vari- 
able, depending  on  a number  of  factors  such 
as  type  of  primary  reaction,  amount  of  de- 
struction in  accordance  with  the  dose  and 
sensitivity  of  the  skin,  and  so  on.  The  ad- 
vanced changes  show  the  epidermis  to  be 
thin  with  mild  or  marked  hyperkeratosis 
present.  The  rete  pegs  may  be  lost  or 
project  downward;  the  papillary  body  is 
edematous.  Sclerosis  of  the  derma  is  evi- 
dent with  partial  or  complete  fragmentation 
of  the  elastic  tissues  or  no  change  at  all. 
The  secondary  skin  appendages  usually  are 
completely  obliterated  as  are  the  blood 
vessels  for  the  most  part.  Cellular  infiltra- 
tion is  meager.  Occasional  telangiectatic 
vessels  are  seen  just  beneath  the  epidermis. 
The  tissue  stains  poorly. 

The  evidence  of  more  recent  studies  on 
the  cytotoxic  effect  of  radiation  and  its 
delayed  mutational  effects  on  chromosomal 
elements  has  strengthened  the  belief  that 
carcinomatous  change  is  due  to  the  direct 
effect  of  irradiation.  The  most  common 
tumor  resulting  from  x-ray  sequelae  on  the 
skin  is  a squamous  cell  carcinoma,  fre- 
quently of  an  infiltrating  type.  In  oc- 


casional instances,  the  condition  gives  rise 
to  a basal  cell  carcinoma.  The  latter  has 
been  observed  by  O’Donovan,38  Burrows,39 
Warren,40  Cannon,41  Andrews  and  Post,42 
and,  more  recently,  Anderson  and  Ander- 
son.43 The  chronic  roentgen  scar  of  the 
skin  also  has  in  common  with  other  types  of 
chronic  cicatrix  the  ability  to  develop  on 
occasion  the  more  serious  type  of  spindle 
cell  metaplasia  in  the  form  of  spindle  cell 
epidermoid  carcinoma.  Krompecher44  rec- 
ognized such  tumors  in  1900,  Putschar  and 
Holtz  observed  this  type  of  metaplastic 
spindle  cell  tumor  in  rats  following  pro- 
longed exposure  to  ultraviolet  irradiation, 
and  Jokhoff  made  a similar  observation  in 
experimental  roentgen  carinoma  of  mice.4 
More  recently,  Martin  and  Stewart45 
thoroughly  discussed  the  histogenesis  of 
spindle  cell  carcinoma  and  have  the  clinical 
source  of  8 cases. 

In  our  series  there  were  50  cases  of 
squamous  cell  carcinoma,  4 of  basal  cell 
carcinoma,  1 of  basosquamous  carcinoma, 
and  4 of  spindle  cell  carcinoma.  They 
were  all  of  grade  I and  grade  II  malignancy 
according  to  Broders’  classification. 

Prognosis.  Many  authors  stress  the 
fact  that  carcinoma  arising  in  irradiated 
areas  is  of  relatively  low-degree  malignancy 
with  resultant  infrequent  metastases.  Other 
observers  are  inclined  to  take  a less  con- 
servative view.  Fourteen  of  54  cases  re- 
ported by  Hesse46  had  metastatic  lesions. 
Saunders  and  Montgomery31  considered  5 
of  their  27  cases  with  carcinoma  to  show 
evidence  of  metastatic  involvement.  Re- 
ports on  the  mortality  from  roentgen  car- 
cinoma have  ranged  from  5 to  25  per  cent 
according  to  Rowntree,47  Hesse,46  and  Por- 
ter.48 Saunders  and  Montgomery’s31  cases 
showed  a mortality  of  10  per  cent. 

In  our  series  there  was  a mortality  of  10 
per  cent.  Of  59  cases,  6 died  from  meta- 
static involvement  and  1 from  leukemia  as  a 
result  of  x-ray  exposure.  Of  the  6 cases 
who  died  of  metastatic  carcinoma,  4 had 
metastases  to  the  regional  lymph  nodes, 
1 was  complicated  by  pulmonary  metas- 
tases, and  1 had  generalized  metastatic 
carcinoma. 

Treatment.  Severe  chronic  x-ray  burns 
progress  in  an  irreversible  fashion,  and 
carcinoma  is  inevitable  if  given  sufficient 
time.  As  yet  there  is  no  medical  or  local 
medication  which  has  proved  to  be  of  any 
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avail.  Radioactive  ointments,  ultraviolet 
light,  and  further  radiation  are  all  contra- 
indicated, and  such  therapy  is  never  justi- 
fiable. Once  the  process  is  sufficiently  far 
advanced,  and  frequently  in  the  earlier 
stages,  surgical  excision  and  repair  of  the 
involved  integument  is  the  only  choice  of 
treatment. 

Since  the  disease  ordinarily  progresses 
slowly,  bland  therapy,  desiccation,  or 
cautery  excision  of  the  occasional  keratoses 
may  be  all  that  is  necessary  in  the  early 
period  of  chronic  dermatitis.  The  skin  is 
watched  cautiously  for  change.  Small 
keratoses  are  desiccated;  larger  ones  are 
surgically  excised.  Chronic  late  ulcera- 
tions are  treated  by  application  of  mild 
ointments.  Secondary  infection  is  removed 
by  the  local  or  parenteral  administration  of 
antibiotics.  Aloe  vera  ointment  or  the 
whole  leaf  of  aloe  vera  applied  to  the  skin 
is  soothing  and  stimulates  epithelization. 
If  after  a reasonable  period  of  local  medi- 
cation the  ulcer  does  not  respond,  it  should 
be  excised  surgically  and  plastic  repair 
performed  where  necessary.  Only  mild 
strengths  of  ointments  should  be  prescribed 
for  application  to  the  involved  site.  Strong 
antiseptics,  caustics,  and  radium  applica- 
tions to  the  ulcerative  areas  are  contra- 
indicated in  all  cases.  The  condition  must 
be  under  continual  observation.  If  the 
area  of  skin  involved  is  small,  such  a pro- 
cedure can  be  followed  quite  readily.  In 
any  event  this  type  of  management  does 
nothing  more  than  prolong  the  time  before 
resorting  to  surgical  interference.  The  de- 
cision to  perform  surgical  excision  and 
repair  even  in  the  early  phase  of  the  chronic 
dermatitis  is  often  in  the  best  interest  of 
the  patient  and  may  prevent  the  necessity 
of  a more  extensive  procedure  at  a later 
date. 

Limited  areas  of  chronic  roentgen  derma- 
titis with  or  without  ulceration  or  where 
carcinoma  has  already  evolved  but  is  not 
widely  or  deeply  infiltrative  may  be  treated 
by  excision  and  primary  closure,  provided 
it  does  not  produce  tension  of  the  skin  or 
impair  mobility  of  the  parts.  In  more  ex- 
tensive areas,  the  degree  of  infiltration, 
size,  depth,  location,  degree  of  ulceration, 
and  amount  of  invasion  by  the  tumor  must 
be  considered.  Radiated  areas  of  this 
consequence  are  treated  by  wide,  deep 
surgical  excision  followed  by  free  skin  graft. 


On  the  hands,  where  a large  portion  of  our 
cases  occurred,  the  carcinoma  frequently  is 
found  invading  deep  into  the  underlying 
tendon  sheath  and  sometimes  bone.  Deep 
excision  in  this  location  cannot  be  per- 
formed without  sacrificing  normal  function 
or  cannot  accomplish  complete  irradication 
of  the  cancer,  so  that  amputation  is  fre- 
quently imperative  as  safest  and  most  de- 
sirable for  the  patient. 

Prevention.  Proper  precautions  and 
technic  of  protection  are  the  primary  req- 
uisites for  prevention  in  those  exposed 
professionally.  Continued  exposure  after 
clinical  manifestation  of  the  disease  is 
dangerous.  Giitig49  has  stated  that  all 
those  individuals  who  continued  their  pro- 
fessional work  after  the  manifestation  of 
malignant  lesions  died  with  metastatic 
carcinoma.  Fortunately,  there  is  a definite 
departure  from  treating  benign  dermatoses 
with  radiation,  and  the  list  of  superficial 
skin  conditions  in  which  this  type  of  therapy 
is  considered  judicial  has  greatly  decreased 
over  the  past  few  years.  Undesirable 
results  from  radiation  therapy  definitely 
can  be  limited  by  adherence  to  the  princi- 
ples involved  in  the  contraindications  and 
limitations  of  roentgen-ray  therapy  for 
cutaneous  diseases  which  were  outlined 
by  Lane.60 

Multiple  neurofibromatosis 

Clinical  course  and  description.  Von 
Recklinghausen’s  disease  or  multiple  neuro- 
fibromatosis is  a congenital  abnormality  in 
which  neurofibromas  of  the  skin  occur  in 
connection  with  other  developmental  dys- 
plasias and  tumors  involving  the  muscular, 
skeletal,  nervous,  gastrointestinal,  and  glan- 
dular systems.  The  disease  is  known  to  be 
familial  at  times.  Patients  with  this  dis- 
order may  evidence  defective  mentality, 
epilepsy,  deafness,  impaired  muscle  func- 
tion, and  paralysis  due  to  involvement  of 
the  cerebral  spinal  system.  Internal  or- 
gans, such  as  the  intestinal  tract,  brain, 
internal  ear  and  adrenals,  and  so  on,  may 
be  invaded  by  neurofibromas.  Endocrine 
dyscrasias  such  as  adenoma  sebaceum  of 
Pringle  and  tuberous  sclerosis  are  often 
part  of  the  clinical  picture.  Skeletal 
system  changes  may  be  manifested  by 
kyphosis;  scoliosis;  softening,  thickening, 
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and  elongation  of  bones;  and  cystic  in- 
volvement of  the  long  bones.  Other  ne- 
void conditions  may  appear  such  as  verru- 
cous nevi,  xanthoma,  and  angiomas.  These 
conditions  may  be  evident  in  childhood  or 
may  not  manifest  themselves  until  late  in 
adult  life. 

Present  on  the  skin  of  these  patients  is  a 
combination  of  the  deep  and  superficial 
neurofibromas.  They  may  be  single  or 
occur  by  scores  up  to  several  hundred. 
They  occur  on  any  portion  of  the  skin  with 
the  trunk  as  the  predominating  site. 
Sometimes  membranes  are  involved  as  well. 
In  addition  there  are  2-mm.  to  2-cm.  or 
larger,  circular  or  oval,  light  yellow-brown 
macular  areas  known  as  “cafe  au  lait 
spots”  because  of  their  color.  These  may 
evidence  the  first  sign  of  skin  change  in  the 
condition,  and  in  rare  instances  no  other 
skin  changes  take  place.  Multiple  lentigo 
and  deepening  of  the  pigmentation  of  the 
skin  are  usually  present.  There  is  no  defi- 
nite sequence  for  the  appearance  of  pig- 
mentation and  the  tumors. 

Either  of  these  conditions  may  precede 
the  other.  The  umbilication  of  the  super- 
ficial tumors  is  classical,  and  pendulous 
lesions  or  protruding  loculated  masses  are 
seen  in  extreme  cases. 

Etiology.  The  cause  of  neurofibromas 
is  unknown.  Familial  and  inherited  in- 
stances of  the  disease  are  authenticated  by 
ample  reports  in  the  literature.  Much  of 
the  clinical  evidence  would  indicate  an 
endocrine  association.  Fibromas  and  more 
especially  the  multiple  neurofibromatosis  of 
Von  Recklinghausen’s  disease  are  known  to 
undergo  malignant  transformation  at  times. 
Spindle  cell  sarcomas  have  been  reported  to 
occur  in  as  high  as  13  per  cent  of  the  cases 
of  the  latter  condition.  This  is  often  in 
cases  where  there  has  been  a history  of  in- 
complete removal  of  the  tumors.  Fatal 
outcome  has  been  noted.  The  sarcomas 
often  recur  after  excision  (dermatofibro- 
sarcoma)  as  do  the  fibromas  (dermatofi- 
broma) themselves.  Pregnancy  may  be  ac- 
companied by  growth  of  the  tumors  with 
increased  cutaneous  pigmentation,  tender- 
ness, and  pain. 

Infrequently,  there  is  degeneration  of  the 
tumors  revealed  by  inflammatory  reaction 
that  results  in  ulceration.  The  tumors  may 
heal  with  partial  or  entire  resolution.  The 
presence  of  ulceration  in  a tumor  growth 


should  be  considered  as  a possible  sign  of 
malignant  change. 

Pathology.  These  tumors  consist  of 
neuroglia  (supporting  structure  of  nervous 
tissue)  like  reticular  tissue.  They  have  no 
definite  capsule  but  appear  well  isolated 
from  surrounding  connective  tissue  stroma. 
Medullated  and  nonmedullated  nerve  fibers 
have  been  noticed  by  some  observers. 

Treatment.  Small  tumors  may  be 
carefully  excised.  The  entire  growth  must 
be  removed,  or  recurrence  or  cancer  may 
ensue.  All  ulcerated  lesions  should  be 
excised  where  feasible.  Large  tumors  in 
which  there  is  no  evidence  of  complication 
are  best  left  intact. 

In  Von  Recklinghausen’s  disease  the 
possibility  of  invasive  tumors  involving 
important  internal  organs,  especially  the 
neuromas  of  the  ear  and  brain,  should  be 
considered. 

There  is  a sufficiently  high  incidence  of 
complications  having  serious  import  in 
patients  with  this  syndrome  to  warrant  a 
complete  investigation.  General  physical 
examination,  x-ray  studies  of  the  skull  and 
bones,  and  neurologic  consultation  should 
be  routine. 

Papilloma 

Papilloma  is  the  most  common  simple 
tumor  of  the  tongue.  It  also  may  occur 
occasionally  on  other  portions  of  the  oral 
mucosa,  for  example,  the  floor  of  the  mouth, 
buccal  mucosa,  palate,  and  lips.  Both 
single  and  multiple  growths  occur  at  all 
ages,  either  spontaneously  or  as  a sequel  to 
some  form  of  repeated  irritation.  Smoking, 
tobacco  chewing,  and  jagged  teeth  are  the 
most  common  sources  of  irritation.  Micro- 
scopically the  tumor  resembles  a common 
wart.  While  some  papillomas  long  remain 
benign  and  enjoy  limited  growth,  there  is  a 
strong  tendency  toward  malignant  change 
which  is  indicated  by  increase  in  growth, 
induration  and  fixation  of  the  base,  and 
ulceration.  Papillomas  of  the  skin  do  not 
have  this  tendency.  When  cancer  occurs 
it  is  of  the  squamous  cell  variety  as  are 
almost  all  carcinomas  having  their  origin 
in  mucous  membrane.  These  small  tumors 
should  always  be  treated.  Removal  is 
easily  accomplished  by  scalpel  excision  or 
use  of  the  electrocautery  under  local  anes- 
thesia. 
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Epithelial  cysts 

Clinical  course  and  description. 
Epithelial  cysts  are  firm,  slightly  elevated, 
intradermal  or  subcutaneous  tumors  of 
several  millimeters  to  several  centimeters  in 
size  with  smooth  overlying  skin.  They  ap- 
pear clinically  much  the  same  as  sebaceous 
cysts,  except  that  usually  there  is  no  orifice 
or  connection  with  the  surface  of  the  skin  as 
in  sebaceous  cysts,  and  they  are  somewhat 
more  firm.  The  differentiation  is  more  often 
a microscopic  one.  The  tumors  are  freely 
movable.  On  excision  they  lack  the  char- 
acteristic odor  of  sebaceous  cysts,  and 
they  do  not  feel  greasy.  They  are  not 
painful  and  never  ulcerate  except  when 
they  become  malignant.  There  may  be 
one  or  more  present.  They  occur  in 
order  of  frequency  on  the  scalp,  face, 
genitalia,  and  trunk.  Epithelial  cysts  aris- 
ing as  a result  of  trauma  (traumatic  epi- 
thelial cysts)  also  appear  on  the  palms  and 
soles  and  occasionally  over  the  phalanges. 

Etiology.  Epithelial  cysts  may  occur 
with  or  without  trauma  through  obstruc- 
tion of  the  duct  of  a sebaceous  gland. 
Hyperkeratization  of  the  duct  then  pro- 
duces an  accumulation  of  keratinous  ma- 
terial. Following  the  continued  pressure 
exerted  on  the  duct  wall,  the  stratified 
squamous  epithelium  of  the  wall  differ- 
entiates into  keratin.  The  traumatic  epi- 
thelial cysts  of  the  palms  and  soles  develop 
from  invaginated  hairs  that  have  been 
produced  by  an  injury  or  repeated  trauma. 

Pathology.  The  excised  tumor  does 
not  float  in  water  as  does  a sebaceous  cyst; 
it  will  sink.  The  cyst  is  composed  of  over- 
lying  epidermis  with  a wall  made  up  of 
keratin  layers  that  show  a complete  cycle 
of  keratinization.  The  cyst  cavity  is 
filled  with  laminated  layers  of  keratinized 
cells.  The  traumatic  epithelial  cysts  may 
show  an  inflammatory  reaction,  and  foreign 
body  giant  cells  may  be  present.  Malig- 
nant change  takes  place  in  1.5  to  2 per 
cent  of  epithelial  cysts.  While  as  high  as  4.7 
per  cent  of  sebaceous  cysts  have  been  re- 
ported to  develop  into  carcinoma,  it  is  esti- 
mated that  50  per  cent  of  these  are  probably 
epithelial  cysts  which  have  been  mistaken 


for  sebaceous  cysts.  Both  basal  cell  and 
squamous  cell  carcinoma  develop. 

Treatment.  These  cysts  are  treated 
by  surgical  excision.  Since  malignant  de- 
velopment is  possible,  the  cyst  should  be 
thoroughly  removed. 
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Masses  in  Chest  Wall 
and  Dyspnea 

Case  History 

Luigi  Negri,  M.D.:  A thirty-nine- 

year-old  Negro  male  was  admitted  to 
Knickerbocker  Hospital  on  February  28, 
1966,  because  of  three  rapidly  growing 
masses  in  the  chest  wall  and  dyspnea  of  two 
months  duration.  He  had  no  family  his- 
tory of  diabetes,  heart  disease,  hyper- 
tension, tuberculosis,  or  cancer.  He  denied 
any  previous  serious  illness.  He  had  been 
unemployed  for  about  two  years;  his 
previous  employment  had  been  with  a 
traveling  circus  in  Canada;  his  duties  had 
involved  caring  for  small  animals  such  as 
dogs  and  rabbits.  For  the  past  two  years 
he  had  been  living  with  a friend  who  was 
under  treatment  for  tuberculosis. 

About  two  months  before  admission  he 
first  noticed  the  appearance  of  a lump  in 
the  left  subscapular  area;  it  was  rather 
soft  and  moderately  painful.  The  pain 
radiated  to  the  lateral  aspect  of  the  left 
chest  wall  but  subsided  spontaneously 
about  a week  later;  the  mass  continued  to 
grow  rapidly.  A few  weeks  later  he  noticed 
two  new  lumps,  one  overlying  the  right 
costosternal  junction,  the  other  near  the 
left  clavicle  close  to  the  sternoclavicular 
joint.  These  new  lesions  were  harder  than 
the  first,  were  not  painful  although  tender 
to  pressure,  and  showed  a rather  rapid  rate 
of  growth.  In  the  two  weeks  prior  to 
entry  he  noticed  moderate  dyspnea  on 
exertion.  He  admitted  to  a weight  loss  of 
20  pounds  during  the  two-month  period  of 
symptoms.  He  denied  all  pulmonary 


symptoms  except  for  one  episode  of  hemop- 
tysis three  days  before  entry.  He  denied 
having  anginal  pain,  peripheral  edema, 
fever,  anorexia,  nausea,  vomiting,  changes 
in  bowel  habits,  urinary  symptoms,  or 
allergies.  He  readily  admitted  to  a heavy 
alcohol  intake  and  said  that  he  smoked 
about  a pack  of  cigarets  a day. 

The  patient  appeared  well  developed 
and  well  nourished.  He  was  cooperative, 
well  oriented,  and  moderately  intelligent 
although  rather  nervous  and  excitable. 
The  temperature  was  99.2  F.,  pulse  92, 
respirations  20,  and  blood  pressure  130/80. 
Examination  of  the  eyes,  ears,  nose,  and 
throat  was  unrevealing.  The  thyroid  gland 
was  not  enlarged  and  was  normal  in  con- 
sistency. There  was  no  cervical  lym- 
phadenopathy,  and  the  neck  veins  were  not 
distended.  A soft,  nontender  mass  12  by 
8 cm.  was  visible  on  the  left  hemithorax  just 
below  and  medial  to  the  scapula;  it  was 
fluctuant,  but  there  was  no  change  in  color 
or  temperature  of  the  overlying  skin.  A 
second  mass  4 by  3 cm.  was  noted  close  to 
the  proximal  end  of  the  left  clavicle.  It 
was  fairly  hard,  tender  to  pressure,  and 
fixed  to  deeper  tissues;  again,  there  was  no 
change  in  the  overlying  skin.  A third  mass 
with  characteristics  similar  to  the  second 
was  found  overlying  the  lower  right  costo- 
sternal junction.  Flatness  to  percussion 
with  absent  fremitus  and  breath  sounds 
was  present  over  the  left  lung  base  pos- 
teriorly and  laterally.  Examination  of  the 
right  lung  and  heart  was  unrevealing.  The 
abdomen  was  soft  and  nontender.  The 
liver,  spleen,  and  kidneys  were  not  pal- 
pably enlarged,  and  there  were  no  abnormal 
intraabdominal  masses.  The  axillary  and 
inguinal  lymph  nodes  were  not  enlarged. 
No  lesions  were  seen  in  the  extremities. 
Rectal  examination  was  unrevealing;  the 
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feces  were  negative  for  occult  blood. 
Neurologic  examination  was  normal. 

The  urine  had  a specific  gravity  of 
1.017,  was  alkaline,  and  contained  a trace 
of  albumin  but  no  cells  or  casts.  The 
hemoglobin  was  12.2  Gm.  per  100  ml.,  and 
the  white  blood  cell  count  was  9,000  with  64 
per  cent  neutrophils,  34  per  cent  lympho- 
cytes, and  2 per  cent  eosinophils.  The 
hematocrit  was  40,  and  the  sedimentation 
rate  was  109  mm.  per  hour.  A serologic 
test  for  syphilis  gave  negative  findings. 
Two  urine  specimens  showed  negative 
results  for  Bence  Jones  protein.  The 
fasting  blood  sugar  was  120  mg.,  urea 
nitrogen  15.3  mg.,  creatinine  1.25  mg., 
calcium  10.5  mg.,  phosphorus  3 mg.,  total 
cholesterol  171  mg.,  and  total  bilirubin 
0.5  mg.  per  100  ml.  The  total  protein  was 
6.4  Gm.  per  100  ml.  with  4.1  Gm.  albumin 
and  2.3  Gm.  globulin;  serum  protein 
electrophoresis  showed  albumin  57  per 
cent,  alpha-1  globulin  4.5  per  cent,  alpha-2 
globulin  12.7  per  cent,  beta  globulin  11.1 
per  cent,  and  gamma  globulin  14.7  per  cent. 
The  alkaline  phosphatase  was  4 Bodansky 
units.  The  cephalin  flocculation  test  gave 
negative  results,  and  the  serum  glutamic 
oxaloacetic  transaminase  was  45  units;  acid 
phosphatase  was  1.7  Bodansky  units. 

Chest  x-ray  films  showed  a left  pleural 
effusion  obscuring  the  lower  half  of  the 
left  hemithorax  and  extending  up  the  left 
lateral  chest  wall  (Fig.  1A).  A large  defect 
was  noted  in  the  posterior  aspect  of  the 
seventh  left  rib  with  loss  of  bony  substance 
and  a suggestion  of  new  bone  formation  in 
the  same  area  (Fig.  IB).  A similar  defect 
was  found  in  the  medial  aspect  of  the  left 
clavicle  (Fig.  1C).  A skeletal  survey  re- 
vealed a questionable  radiolucency  super- 
imposed on  the  left  lateral  body  of  the 
sixth  thoracic  vertebra. 

Smears  and  cultures  of  the  sputum 
showed  negative  results  for  acid-fast  bacilli. 
The  patient  declined  consent  to  a thoracen- 
tesis but  agreed  to  a bone  marrow  aspira- 
tion. The  marrow  showed  slight  hyper- 
cellularity  and  a moderate  increase  in 
plasma  cells,  some  of  which  showed  atyp- 
ical, nondiagnostic  features.  A skin  test 
using  tuberculin  purified  protein  derivative 
number  1 gave  positive  results,  but  intra- 
dermal  tests  for  blastomycosis,  histoplas- 
mosis, and  coccidioidomycosis  showed  nega- 
tive findings. 


Low-grade  fever  with  peaks  as  high  as 
100.8  F.  continued,  and  the  sedimentation 
rate  continued  to  be  elevated  in  the  range  of 
90  mm.  per  hour.  The  patient  was  asymp- 
tomatic subjectively  except  for  mild  dysp- 
nea. He  was  out  of  bed  most  of  the  time, 
had  a good  appetite,  and  gained  some 
weight  during  the  first  two  weeks  of  his 
hospital  stay.  An  intravenous  pyelogram, 
an  upper  gastrointestinal  x-ray  study,  and 
a barium  enema  were  all  unrevealing.  An 
operation  was  performed  on  the  eighteenth 
hospital  day. 

Discussion 

Marcel  Tuchman,  M.D.*:  The  essence 
of  this  problem  can  be  summed  up  as 
follows:  An  adult  Negro  male  had  growing, 
mildly  painful  chest  wall  masses,  dyspnea, 
and  a 20-pound  weight  loss,  all  developing 
during  a two-month  period.  There  was  a 
single  episode  of  hemoptysis  three  days 
before  admission.  The  dyspnea  was  prob- 
ably the  result  of  the  left  pleural  effusion 
described  in  the  protocol.  The  chest 
masses  were  abscess-like  tumors  without 
the  inflammatory  component  characteristic 
of  pyogenic  abscesses.  Furthermore,  the 
abscess-like  masses  lay  over  abnormal  areas 
of  bone,  the  clavicle,  the  seventh  left  rib 
posteriorly,  and  the  right  lower  costosternal 
junction.  Significantly,  nothing  else  of 
importance  was  found  in  the  history  or 
physical  examination,  except  perhaps  for  an 
intimate  exposure  to  active  tuberculosis 
during  the  two  previous  years. 

The  only  laboratory  data  which  seem 
relevant  are  the  markedly  elevated  sedi- 
mentation rate  and  the  positive  skin  test 
result  with  tuberculin  purified  protein 
derivative  number  1.  The  clinical  course  is 
described  as  mild  except  for  the  persistence 
of  low-grade  fever.  Was  there  any  change 
in  the  characteristics  of  the  masses  during 
his  eighteen  days  of  hospitalization?  Did 
they  ulcerate?  Did  fistulas  form? 

Dr.  Negri:  They  grew  larger  but  did 

not  ulcerate  or  form  fistulas. 

Dr.  Tuchman:  Was  any  specific  ther- 

apy given  during  these  eighteen  days? 

Dr.  Negri:  No. 

Dr.  Tuchman:  Much  of  the  diagnosis 

* Attending  Physician,  Knickerbocker  Hospital;  Associate 
Professor  of  Clinical  Medicine,  New  York  University  School 
of  Medicine. 
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FIGURE  1.  (A)  Chest  roentgenogram  showing  left  pleural  effusion  filling  cavity  to  midchest  and  extending 
upward  along  left  border  to  apex.  (B)  Destructive  lesion  of  left  rib  posteriorly  with  new  bone  formation 
along  lower  margin.  (C)  Sharply  demarcated  lytic  lesion  in  medial  head  of  left  clavicle  without  periosteal 
reaction. 


will  hinge  on  the  interpretation  of  the 
x-ray  films.  We  must  try  to  differentiate 
between  an  inflammatory  lesion  and  a 
neoplastic  one,  perhaps  even  to  distinguish 
a pyogenic  infection  from  a mycotic  or 
tuberculous  one.  A lytic  process  with 
ballooning  out  of  the  cortex  and  absence  of 
a periosteal  reaction  would  suggest  meta- 
static neoplasm.  Conversely,  an  irregular 
defect  with  smudging  of  trabecular  details 
and  peripheral  condensation  would  suggest 
an  inflammatory  process.  I shall  ask  Dr. 
Moynahan  for  his  comments  on  the  films, 
and  I hope  he  will  be  able  to  speculate  on 
the  status  of  the  pulmonary  parenchyma 
behind  the  effusion,  since  unfortunately 
tomographic  studies  were  not  available. 

Joseph  M.  Moynahan,  M.D.:  We  have 
a great  many  films,  and  a judicious  selection 
may  be  helpful.  The  chest  roentgenogram 
shows  the  effusion  described  in  the  protocol 
(Fig.  1A).  It  extends  up  to  the  midchest 
level.  I am  afraid  I cannot  make  any 
comment  about  the  parenchyma  behind 
it,  because  it  is  not  visible.  If  one  looks 
closely,  one  can  see  the  effusion  traveling 
upward  along  the  left  lateral  chest  wall 
almost  up  to  the  apex.  A view  taken  of  the 
left  chest  wall  shows  a sharply  circum- 
scribed lytic  lesion  in  the  medial  head  of  the 
left  clavicle  (Fig.  1C).  The  cortex  is 
preserved;  there  is  no  periosteal  reaction 
and  no  new  bone  formation  at  the  pe- 
riphery. Most  important  of  all,  however, 
are  spot  films  taken  of  the  lesion  in  the 
seventh  left  rib  posteriorly  (Fig.  IB).  The 


rib  is  destroyed  by  a process  which  is 
irregular  in  contour;  the  periosteum  is 
involved  in  striking  fashion.  At  the  lower 
margin  there  seems  to  be  a rim  of  increased 
radiodensity  which  suggests  either  cal- 
cification or  new  bone  formation. 

Dr.  Tuchman:  Do  you  feel  that  the 

rib  cortex  is  “ballooned  out”? 

Dr.  Moynahan:  Not  really.  I think 

the  configuration  of  ballooning  is  suggested 
by  the  way  in  which  the  calcium  or  new 
bone  has  been  deposited. 

Michael  S.  Bruno,  M.D.:  I think  this 

is  the  very  crux  of  the  diagnostic  problem. 
The  lesion  in  the  clavicle  could  very  well  be 
metastatic  neoplasm  with  osteolysis.  How- 
ever, the  lesion  in  the  rib  has  a different 
appearance.  Could  this  rim  of  increased 
radiodensity  be  periosteum  displaced  and 
partly  destroyed  by  neoplasm,  or  are  you 
confident  that  it  represents  new  bone 
formation,  thereby  tipping  the  balance  in 
favor  of  an  inflammatory  lesion? 

Dr.  Moynahan:  So  far  as  I can  tell,  it 

looks  like  new  bone  formation.  However, 
on  this  ground  the  distinction  between 
inflammation  and  tumor  is  not  absolute. 
One  could  conceivably  see  this  sort  of 
picture  with  a metastatic  tumor,  but  it 
would  be  very  uncommon. 

Dr.  Tuchman:  There  is  an  old  maxim 

that  any  time  a pulmonary  lesion  is  as- 
sociated with  chest  wall  swelling  and  rib 
necrosis,  actinomycosis  should  be  the  first 
diagnosis  entertained.  I would  not  con- 
sider actinomycosis  very  seriously,  because 
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the  thoracic  form  comprises  only  about  15 
per  cent  of  human  cases.  The  cervico- 
facial and  abdominal  forms  are  much  more 
common.  In  actinomycosis  the  chest  wall 
abscesses  tend  to  form  fistulous  tracts  and 
sinuses  quite  early.  Another  uncommon 
mycosis  is  nocardiosis,  a chronic  suppura- 
tive purulogranulomatous  disease  of  sub- 
cutaneous tissues  and  bone,  which  forms 
subcutaneous  mycetomas.  It  is  usually 
superimposed  on  a serious  underlying 
disease  such  as  leukemia,  malignant  lym- 
phoma, or  some  other  form  of  malignant 
disease,  and  it  occurs  in  patients  treated 
with  corticoids.  Pulmonary  infiltration  is 
common,  and  cavitation,  empyema,  and 
hematogenous  spread  may  further  com- 
plicate the  picture.  I would  exclude 
coccidioidomycosis  on  geographic  grounds; 
the  patient  had  not  been  in  the  desert 
areas  of  Mexico,  California,  or  any  of  the 
southwestern  states.  However,  coccidioi- 
domycosis can  produce  a similar  picture. 
It  is  of  interest  that  the  intradermal  test  for 
this  disease  is  an  extremely  effective  diag- 
nostic tool;  it  shows  positive  results  in  99 
per  cent  of  cases  within  three  weeks.  The 
osseous  lesions  of  coccidioidomycosis  are 
not  common  but  when  present  are  lytic  in 
type.  The  clinical  picture  of  histoplas- 
mosis differs  considerably  from  this  case, 
and  the  negative  histoplasmin  test  excludes 
this  diagnosis  fairly  well,  since  from  75  to 
90  per  cent  of  patients  with  histoplasmosis 
have  positive  test  results  by  the  end  of  four 
weeks. 

I find  North  American  blastomycosis  an 
attractive  diagnostic  possibility.  It  can 
occur  anywhere  on  the  North  American 
continent  including  Canada.  The  portal  of 
entry  is  the  lung,  yet  little  pulmonary  in- 
volvement is  seen  early  in  the  disease.  In  50 
per  cent  of  cases  the  symptoms  are  related 
to  the  sites  of  dissemination.  Significant 
pleural  effusions  may  be  present,  albeit 
infrequently.  Parenchymal  lesions  may 
progress,  regress,  or  be  demonstrable  only 
intermittently.  Extrapulmonic  involve- 
ment is  common,  and  it  may  be  present 
without  demonstrable  pulmonary  infection. 
Bone  involvement  occurs  in  30  to  50  per 
cent  of  patients;  the  ribs  and  vertebrae  are 
the  predilective  sites.  Blastomycosis  has 
been  described  as  a spontaneous  infection 
in  the  horse  and  dog  and  has  been  experi- 
mentally induced  in  rabbits,  guinea  pigs. 


and  mice.  Our  patient  was  certainly  in 
contact  with  dogs  and  rabbits  according  to 
the  protocol,  and  I would  suspect  that, 
having  worked  in  a circus,  he  was  in  contact 
with  horses  too.  The  disease  is  more  preva- 
lent in  Negroes.  The  skin  test  is  most 
unreliable,  since  only  25  per  cent  of  cases 
give  a positive  reaction. 

However,  with  some  reluctance  I shall 
abandon  this  attractive  diagnosis  and  turn 
to  a less  spectacular  and  less  esoteric  one, 
but  a more  likely  one,  tuberculosis.  My- 
cotic infections  tend  to  resemble  tubercu- 
losis, but  there  are  some  subtle  differences. 
Primary  pleural  effusion  without  paren- 
chymal involvement  is  rare  in  a dissem- 
inated mycosis,  but  the  incidence  of  pri- 
mary pleural  effusions  of  tuberculous 
etiology  in  young  adults  has  been  reported 
to  be  as  high  as  75  per  cent.  In  tuber- 
culosis, the  incidence  of  extrapulmonary 
lesions  tends  to  be  higher  with  primary 
tuberculous  pleural  effusion.  In  the  pre- 
chemotherapy era,  16  per  cent  of  patients 
with  primary  pleural  effusions  developed 
dissemination  within  six  to  twelve  months. 
The  most  frequent  sites  for  dissemination 
are  the  lymph  nodes,  peritoneum,  bone,  and 
genitourinary  tract.  There  is  often  a lag 
in  time,  a latent  period  of  months  to  years, 
before  dissemination,  depending  on  viru- 
lence of  the  organism  and  host  resistance. 
The  dissemination  to  bone  may  be  through 
the  lymph  nodes  along  the  internal  mam- 
mary chain  or  by  direct  extension  through 
the  diseased  pleura. 

The  description  of  the  subcutaneous 
tumors  in  our  case  is  typical  of  the  so-called 
cold  abscess  of  tuberculosis;  whereas,  in 
mycotic  infections,  suppuration,  ulceration, 
and  fistula  formation  are  the  rule.  The 
positive  skin  test  result  to  purified  protein 
derivative  number  1 is  helpful  in  supporting 
the  diagnosis  of  tuberculosis.  Nearly  100 
per  cent  of  patients  with  tuberculous 
pleural  effusions  show  a positive  skin  test 
result  to  either  purified  protein  derivative 
number  1 or  number  2;  using  number  1, 
79  per  cent  of  such  patients  will  give  a 
positive  reaction.  Also,  dissemination  is 
more  common  in  Negroes  than  in  white 
persons,  30  per  cent  as  compared  with  12 
per  cent,  and  our  patient  was  exposed  to  an 
active  case  of  tuberculosis.  I shall  commit 
myself  to  a diagnosis  of  primary  tuber- 
culous pleural  effusion  with  dissemination 
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FIGURE  2.  Tuberculous  granulation  tissue  lining 
cold  abscess  near  left  sternoclavicular  joint. 


producing  subcutaneous  cold  abscesses 
overlying  areas  of  tuberculous  osteomy- 
elitis. 

In  passing  I shall  exclude  Hodgkin’s 
disease  which  may  affect  the  skeleton  on 
15  to  20  per  cent  of  subjects.  I shall 
exclude  also  metastatic  lesions  from  bron- 
chogenic carcinoma,  hypernephroma,  pros- 
tatic carcinoma,  or  other  sites,  because 
supportive  evidence  is  lacking  and  because 
of  the  relative  benignity  of  the  clinical 
course. 

Dr.  Bruno:  When  we  first  studied  this 

patient,  we  were  impressed  by  the  lytic 
lesions  in  bone,  and  we  strongly  considered 
the  possibility  of  cancer,  hence  the  variety 
of  diagnostic  procedures.  However,  as 
time  went  on  we  became  more  impressed  by 
the  benign  course  and  the  patient’s  good 
appetite  and  weight  gain,  and  we  began  to 
consider  an  inflammatory  disease  as  more 
likely. 

Benjamin  E.  Krentz,  M.D.:  One  cu- 

rious feature  of  the  disease  is  that  the  dis- 
semination is  not  very  wide.  Everything 
can  be  related  to  the  left  lung  and  its  range 
of  lymphatic  drainage  by  the  internal 
mammary  chain.  This  relative  anatomic 


FIGURE  3.  (A)  Young  conglomerate  tubercle  in 
subcutaneous  fat  without  much  surrounding 
fibrosis.  (B)  Detail  showing  giant  cells,  epithelioid 
cells,  and  lymphocytes. 

circumscription  makes  me  favor  tuber- 
culosis. 
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FIGURE  4.  (A)  Somewhat  older  tubercle  sur- 
rounded by  dense  fibrosis.  (B)  Detail  of  older 
tubercle  showing  giant  cells,  many  epithelioid 
cells,  and  rather  few  lymphocytes. 


Daniel  Manfredi,  M.D.:  Would  a 

thoracentesis  have  made  you  more  certain? 


Dr.  Tuchman:  A pleural  biopsy  would 

have  been  preferable. 

Dr.  Negri:  The  patient  was  not  very 

cooperative  and  refused  both  thoracentesis 
and  pleural  biopsy.  Why  he  consented  to 
a bone  biopsy  instead  is  beyond  conjecture. 

Clinical  diagnoses 

1.  Metastatic  malignant  lesions,  involving 
pleura,  rib,  and  clavicle  from  undetermined 
primary  site 

2.  ??  Disseminated  tuberculosis 

Dr.  Tuchman's  diagnosis 

Tuberculous  pleural  effusion  with  sub- 
cutaneous cold  abscesses  and  tuberculous 
osteomyelitis 

Pathologic  report 

William  B.  Ober,  M.D.:  We  received 

several  pieces  of  tissue  taken  from  the 
subcutaneous  tissue  over  the  left  clavicle. 
Although  the  procedure  was  called  a bone 
biopsy,  we  could  not  identify  spicules  of 
bone.  Some  of  the  tissue  seemed  to  be  the 
lining  of  an  abscess  cavity  showing  an 
admixture  of  lymphocytes  and  epithelioid 
cells  surrounding  a zone  of  caseation 
necrosis  (Fig.  2).  Farther  out  in  the  sub- 
cutaneous fat  we  were  able  to  identify 
young  conglomerate  tubercles  containing 
giant  cells  (Fig.  3).  In  other  areas  there 
were  scattered  tubercles  surrounded  by 
dense  fibrosis,  and,  presumably,  these  foci 
were  somewhat  older  (Fig.  4).  Tubercle 
bacilli  were  identified  both  by  acid-fast 
stain  on  the  tissue  and  by  culture. 

Dr.  Bruno:  Once  the  diagnosis  of 

tuberculosis  had  been  established,  the  ques- 
tion arose  as  to  whether  or  not  the  large, 
cold  abscess  on  the  left  posterior  chest  wall 
should  be  drained.  The  abscess  clearly 
communicated  with  the  lesion  in  the 
seventh  rib  and  possibly  with  the  pleural 
space.  I personally  felt  this  procedure  was 
warranted. 

Dr.  Manfredi:  I concur.  We  might 

have  been  more  timid  in  the  prechemo- 
therapy era,  but  nowadays  such  cold  ab- 
scesses should  be  drained. 

Dr.  Bruno:  Unfortunately,  the  patient 

declined  the  procedure. 

Final  anatomic  diagnosis 

Tuberculosis,  left  sternoclavicular  area, 
with  cold  abscess 
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P apillary  cystadenoma  of  the  pancreas 
is  a rare  lesion  and,  as  Frantz1  has  pointed 
out,  difficult  to  interpret  because  many 
early  reports  are  incomplete.  Since  it 
usually  occurs  in  relatively  young  females 
and  may  be  situated  in  a position  where 
radical  surgery  could  be  technically  dif- 
ficult or  physically  disabling,  the  surgeon  is 
entitled  to  an  accurate  and  definite  state- 
ment concerning  the  presence  or  absence  of 
a malignant  condition  in  any  given  case. 
Most  reports  of  cystadenoma  of  the  pan- 
creas do  not  indicate  the  occurrence  or,  if 
any,  the  amount  of  papillary  formation; 
yet  many  authors  leave  the  reader  with  the 
impression  that  active  papillary  formation 
per  se  may  represent  a low-grade  malig- 
nant growth.2-8  The  literature  on  cystad- 
enoma of  the  pancreas  is  confusing,  and 
it  appears  that  some  cases  have  been  in- 
cluded in  more  than  one  report.  Becker, 
Welsh,  and  Pratt,2  however,  in  a recent 
survey,  found  153  cases  to  which  they 
added  11  of  their  own  making  a total  of 
164.  It  is  not  possible  to  tell  how  many  of 
these  are  papillary  since  many  authors  do 
not  indicate  the  histologic  types  of  the 
lesions  in  their  series,  and  in  fact  only  104  of 


the  153  cases  mentioned  were  felt  to  have 
been  reported  in  enough  detail  for  a general 
discussion.  Glenner  and  Mallory,5  how- 
ever, report  8 of  24  cystadenomas  as  being 
papillary.  Frantz,1  on  the  other  hand,  re- 
ports 7 out  of  10  as  papillary  and  indicates 
that  the  literature  contains  a relatively 
similar  proportion  of  each.  The  average 
age  of  patients  with  cystadenoma  is  twenty 
years  younger  than  those  with  cystadeno- 
carcinoma,  and  a number  of  cases  have 
been  reported  in  which  malignant  trans- 
formation of  a cystadenoma  may  have 
occurred.8-16  In  addition,  papillary  forma- 
tion seems  to  be  found  in  many  cases  of 
pancreatic  cystadenocarcinoma,  and  this 
similarity  to  ovarian  and  thyroid  lesions 
has  been  mentioned.6  Perhaps  these  facts 
have  perpetuated  the  repeated  expression 
of  fears  concerning  the  possible  malig- 
nancy of  papillary  lesions  of  the  pancreas. 
It  is  felt  that  additional  reports  of 
thoroughly  studied  and  adequately  followed 
cases  of  papillary  cystadenoma  of  the 
pancreas  should  be  encouraged  so  that 
reliable  criteria  for  the  classification  of 
these  lesions  as  benign  or  malignant  may  be 
established;  toward  this  end  we  present 
the  following  case. 

Case  report 

A twenty-year-old  white  female  was 
admitted  to  Meadowbrook  Hospital  on 
the  advice  of  her  physician  following  dis- 
covery of  an  abdominal  tumor. 

The  patient  had  noted  a mass  in  her 
abdomen  for  the  past  nine  months.  This 
mass  had  not  changed  in  size  or  caused  any 
pain,  tenderness,  or  other  discomfort. 
There  had  also  been  a 5-  to  10-pound  weight 
loss  during  this  period,  but  this  was  at- 
tributed to  “poor  teeth  and  inability  to 
eat.”  There  had  been  no  diarrhea,  con- 
stipation, change  in  bowel  habits,  or  any 
change  in  the  color,  size,  or  consistency  of 
the  stools.  There  had  been  no  history  of 
dyspepsia,  obstipation,  flatulence,  or  belch- 
ing. The  patient  was  married  but 
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separated,  and  there  had  been  no 
pregnancies.  There  had  been  no  previous 
serious  surgical  or  medical  illness. 

Physical  examination  revealed  a well- 
developed,  well-nourished  white  female  in 
no  distress  whatsoever.  The  blood  pressure 
was  102/68,  the  pulse  88  per  minute,  the 
respirations  26  per  minute,  and  the  temper- 
ature 99  F.  The  head,  neck,  and  breasts 
gave  negative  findings.  The  chest  was 
clear  to  percussion  and  auscultation.  The 
heart  revealed  a regular  sinus  rhythm  with 
no  murmurs  or  thrills.  The  second  pul- 
monic sound  was  equal  to  the  second 
aortic  sound,  and  the  apical  rate  was  equal 
to  the  radial  rate.  The  abdomen  was  flat. 
A 4-inch  by  2-inch  mass  was  noted,  mostly 
in  the  left  upper  quadrant.  This  mass  was 
smooth,  firm,  nontender,  and  appeared  to 
be  retroperitoneal  and  partially  fixed 
posteriorly.  The  liver,  kidneys,  and  spleen 
were  not  palpable.  The  bowel  sounds  were 
active.  There  was  no  costovertebral  angle 
tenderness.  Pelvic  examination  was  not 
performed  because  the  patient  was  men- 
struating. The  rectal  examination  gave 
negative  results.  The  extremities  were 
unremarkable,  and  a neurologic  examina- 
tion was  grossly  physiologic. 

On  the  day  of  admission,  the  urine  had  a 
specific  gravity  of  1.012,  an  acid  reaction, 
and  a 2-plus  albumin.  Tests  for  sugar  and 
acetone  gave  negative  findings.  A few 
finely  and  coarsely  granular  casts  as  well  as 
rare  red  and  white  blood  cells  were  also 
noted.  The  hemoglobin  was  10.4  Gm.  per 
100  ml.  The  white  blood  count  was  7,600 
per  cubic  millimeter  with  64  per  cent 
neutrophils,  32  per  cent  lymphocytes,  and 
4 per  cent  monocytes.  The  platelets  were 
described  as  adequate.  The  blood  urea 
nitrogen  was  16  mg.  per  100  ml.,  and  the 
blood  glucose  105  mg.  per  100  ml.  The 
specimen  used  for  both  of  these  deter- 
minations had  apparently  partially  clotted. 
On  the  second  hospital  day  the  alkaline 
phosphatase  was  4 King-Armstrong  units, 
and  the  serologic  test  for  syphilis  gave 
negative  findings.  On  the  seventh  hospital 
day  the  hemoglobin  was  12.5  Gm.  per  100 
ml.,  and  the  hematocrit  was  42.  The  bi- 
carbonate was  25,  the  chlorides  98,  the 
sodium  133,  and  the  potassium  3.9  mEq. 
per  liter. 

An  x-ray  examination  of  the  chest  on  the 
day  of  admission  showed  the  heart  to  be 


normal.  The  mediastinal  and  hilar  out- 
lines were  not  unusual.  The  lungs  were 
clear,  and  the  bony  thorax  was  not  unusual. 
The  abdominal  film  is  described  as  being 
centered  rather  low,  but  as  serving  to  show 
no  significant  hepato-  or  splenomegaly.  No 
masses  were  noted.  There  was  a suggestion 
of  some  calcium  deposition  just  to  the 
right  of  the  right  transverse  process  of  the 
first  lumbar  vertebra,  the  significance  of 
which  was  indeterminate.  A gastroin- 
testinal series  on  the  fourth  hospital  day 
revealed  a normal  survey  of  the  abdomen. 
At  fluoroscopy  a large  mass  the  size  of  an 
orange  was  palpated  in  the  upper  gastric 
region.  The  mass  was  said  to  be  firm,  non- 
tender, and  fairly  deep.  A study  of  the 
upper  gastrointestinal  tract  demonstrated 
no  intrinsic  disease.  The  esophagus, 
stomach,  and  visualized  portions  of  the 
small  bowel  appeared  normal.  The  mass 
previously  described  impinged  on  the  lesser 
curvature  of  the  stomach,  and  on  an 
anteroposterior  decubitus  film  pressure 
against  the  posterior  aspect  of  the  stomach 
was  demonstrated.  There  was  no  gastric 
retention  at  the  end  of  ninety  minutes.  A 
retroperitoneal  mass  of  unknown  cause  was 
suspected. 

The  patient’s  condition  remained  un- 
changed for  the  first  five  days,  and  on  the 
sixth  hospital  day  an  exploratory  lapa- 
rotomy was  performed.  Exploration  of  the 
abdomen  revealed  a mass  lying  superior  to 
the  lesser  curvature  of  the  stomach  and 
presenting  through  the  lesser  omentum. 
The  mass  was  approximately  12  cm.  in 
diameter  and  appeared  to  be  perfectly 
round.  Inspection  of  the  organs  in  the 
abdomen  revealed  them  to  be  essentially 
normal  except  for  the  spleen  which  was  felt 
to  be  slightly  enlarged.  The  mass  was  ap- 
proached through  the  gastrocolic  omentum. 
The  peritoneum  was  incised  in  a circular 
fashion  about  the  upper  edges  of  the  mass 
and  meticulous  dissection  carried  out  to 
free  the  lesion  from  the  surrounding  struc- 
tures. There  were  multiple  adhesions  and  a 
great  number  of  dilated  veins,  including  the 
superior  mesenteric,  on  the  surface  of  the 
mass.  The  mass  was  found  to  lie  embedded 
in  the  pancreas,  but  as  the  dissection  pro- 
ceeded it  was  found  to  come  clear  easily. 
Inspection  of  the  bed  in  which  it  lay  re- 
vealed a circular  area  approximately  6 cm. 
in  diameter  which  contained  pancreatic 
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FIGURE  1.  Tumor  partially  bisected  showing 
characteristic  papillary  to  grape-like  cut  surface  on 
left  and  smooth  glistening  capsule  on  right. 


tissue  on  the  right  and  left  but  none  in  the 
central  portion. 

The  patient  made  a normal  recovery  and 
was  discharged  from  the  hospital  in  due 
course.  She  has  since  been  seen  in  the  out- 
patient clinic,  is  in  excellent  health,  and 
has  no  evidence  of  recurrence  six  and  a half 
years  later. 

Pathologic  description 

Gross.  The  tumor  consisted  of  an 
irregularly  spherical  mass  of  soft  to  rubbery 
tissue  which  weighed  110  Gm.  and  had  a 
mean  diameter  of  7 to  7.5  cm.  Its  outer 
surface  was  covered  by  a fairly  smooth 
translucent  capsule  which  in  areas  had 
some  fibrous  tissue  attached  to  it.  On  cross 
section  the  capsule  measured  from  0.1  to 
0.8  cm.  in  thickness,  and  the  cut  surface  of 
the  tumor  was  opaque,  yellow-pink  to 
brown,  papillary-  to-grape-like,  and  friable 
(Fig.  1).  Scattered  areas  of  hemorrhage 
were  also  noted. 

Microscopic  description.  The  cells 
comprising  the  tumor  were  rather  uni- 
formly columnar,  although  some  fusiform 
as  well  as  some  cuboid  cells  were  noted. 
The  usual  cell  measured  approximately  8 by 
32  microns  on  section  and  had  pale  pink, 
very  finely  granular  cytoplasm  and  very 
fine,  distinct  cell  borders.  Each  cell  con- 
tained a single  round  to  oval  nucleus  which 
measured  approximately  7 by  10  microns 
on  section,  was  finely  granular  to  vesicular, 
and  had  a distinct  uniform  nuclear  mem- 
brane and  a single  very  small  round  nucleo- 


FIGURE  2.  Microscopic  section  of  tumor  showing 
uniform  cell  size.  Note  arrangement  of  cells 
around  delicate  fibrovascular  cores  (hematoxylin 
and  eosin  stain  X 120). 


FIGURE  3.  Microscopic  section  of  tumor  showing 
papillary  formation  which  appears  solid  when 
closely  packed  (hematoxylin  and  eosin  stain). 


lus.  These  cells  were  arranged  radially 
around  delicate  fibrovascular  cores.  The 
nuclei  were  peripheral.  The  tumor  was 
thus  composed  of  numerous  papillary 
structures  (Fig.  2).  This  papillary  arrange- 
ment was  present  throughout,  although  in 
some  areas  the  cells  were  tightly  packed 
and  the  tissue  seemed  solid  (Fig.  3).  How- 
ever, on  closer  study  the  papillary  con- 
figuration could  easily  be  discerned  even  in 
these  regions.  Numerous  recuts  of  the 
more  solid  portions  revealed  occasional 
accumulations  of  faintly  mucicarmine-posi- 
tive  material  in  swollen  cells  and  micro- 
cystic  spaces.  The  tumor  was  completely 
encapsulated  by  dense,  practically  acellular 
fibrocollagenous  tissue  covered  peripherally 
by  adipose  tissue  or  mesothelium.  There 
was  no  apparent  invasion  of  the  capsule, 
but  in  a few  areas  remnants  of  pancreatic 
tissue  were  noted.  These  consisted  of  a 
few  acini  and  occasional  islets. 
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Pathologic  diagnosis.  The  pathologic 
diagnosis  was  papillary  cystadenoma  of  the 
pancreas. 


Comment 

The  clinical  findings  of  cystadenoma  of 
the  pancreas  are  well  known,  and  its  does 
not  appear  that  there  is  any  difference 
between  papillary  and  nonpapillary  lesions 
in  this  regard.  Briefly,  the  average  age  is 
forty-nine  years  with  a general  range  of 
seventeen  to  seventy-six  years.  Two  cases 
have  been  reported  in  infants.17  They 
occur  predominantly  in  females  by  a ratio 
of  9 to  1,  and  there  is  usually  no  history  of 
trauma  or  dietary  indiscretion  such  as  is 
frequently  found  with  non-neoplastic  cysts. 
Size  has  ranged  from  2.5  to  35  cm.,  with  an 
average  diameter  of  12.8  cm.7  They  are 
usually  slow-growing,  and  in  the  beginning 
there  may  be  no  discomfort  or  there  may  be 
a dull  ache;  this  usually  worsens  as  the 
lesion  enlarges.  Often,  the  mass  is  felt 
accidentally  by  the  patient  who  then  seeks 
the  opinion  of  her  physician.  Symptoms 
may  result  from  pressure  on  neighboring 
organs  such  as  the  stomach  or  colon.  This 
may  lead  to  anorexia,  nausea,  vomiting, 
abdominal  distention,  or  constipation; 
these  symptoms  may  in  turn  cause  weight 
loss.  The  most  significant  finding,  how- 
ever, is  a slowly  growing,  generally  round, 
palpable  abdominal  mass.  It  is  usually 
rather  firm  so  that  the  cystic  nature  of  the 
lesion  is  not  appreciated.  The  tumor  is 
located  in  the  body  and/or  tail  of  the  organ 
in  about  75  per  cent  of  the  cases.  There  is 
one  case  reported  in  which  multiple  cystad- 
enomas  were  found  throughout  the  gland.7 

The  roentgenologic  examination  may  be 
helpful  in  determining  the  position  of  the 
mass  by  indicating  displacement  or  occlusion 
of  neighboring  organs  or  structures.  The 
most  valuable  roentgenograms  are  those  of 
the  kidney,  colon,  and  stomach.  An  arterio- 
gram may  also  be  useful,  since  the 
vascularity  of  cystadenoma  is  very  marked 
and  is  made  visible  by  this  technic.  Car- 
cinoma does  not  usually  show  such  great 
vascularity.18,19  Calcium  has  been  re- 
ported in  the  wall  of  the  cyst  in  a number  of 
cases.20 

The  most  generally  accepted  treatment 
is  surgical  removal  of  the  tumor.  Drainage 


of  the  cystadenomas,  unlike  pseudocysts  or 
retention  cysts,  is  not  of  much  use  since 
the  cystic  spaces  usually  do  not  com- 
municate with  one  another. 

It  is  now  generally  believed  that  cys- 
tadenoma of  the  pancreas  arises  from  pro- 
liferation of  the  ductal  epithelium.  Glenner 
and  Mallory5  divide  duct  adenomas  into 
cystadenoma  (96  per  cent)  and  solid 
adenoma  (4  per  cent).  Either  of  these 
may  be  simple  or  papillary,  and  the  simple 
and  papillary  cystadenomas  may  be  either 
serous  or  mucinous  (apparently  depending 
on  the  predominant  cell  type,  since  mixed 
types  are  not  listed).  Frantz1  indicates 
that  she  has  not  studied  a solid  duct 
adenoma  but  admits  she  might  have  con- 
sidered them  as  cystadenomas.  Perhaps 
this  difference  is  more  apparent  than  real 
and  related  to  the  secretory  capabilities  of 
the  different  tumors.  Grossly,  the  tumor 
appears  as  a hard,  nodular,  rounded  mass 
consisting  of  small  cysts  contained  within  a 
translucent  capsule.  It  is  usually 
embedded  in  the  pancreas,  although  oc- 
casionally it  may  be  attached  by  a stalk. 
On  section  one  notes  a honeycomb  or 
grape-like  appearance  as  a result  of  the 
numerous  noncommunicating  cysts  which 
are  filled  by  clear  yellow  to  brownish  or 
purplish  fluid.  This  fluid  has  a variable 
viscosity  depending  on  whether  the  lesion  is 
serous  or  mucinous  and  whether  or  not 
there  has  been  hemorrhage.  It  often  con- 
tains all  three  pancreatic  enzymes.  The 
size  of  the  individual  cysts  varies  from  micro- 
scopic to  several  centimeters  in  diameter. 
The  intervening  fibrous  stroma  also  varies 
in  amount  and  thickness.  In  the  non- 
papillary lesions  the  cysts  are  usually  lined 
by  a single  layer  of  epithelium,  the  height 
of  which  depends  on  the  tension  of  the  fluid 
within.  In  some  instances  it  may  be  so 
flattened  as  to  resemble  endothelium  or 
mesothelium,  and  the  lesion  may  be 
misinterpreted  as  a lymphangioma,  he- 
mangioma, or  even  a mesenteric  or  omental 
cyst.  The  papillary  lesions  are  lined  by 
cuboid  to  columnar  cells,  either  serous  or 
mucinous,  in  a single  layer  or  stratified 
about  rather  delicate  fibrovascular  cores. 
The  capsule  may  be  quite  thick,  or  it  may 
be  so  thin  that  a line  of  demarcation  from 
the  surrounding  parenchyma  is  indistinct. 
Acinar  and  islet  tissue,  calcium,  and  even 
occasional  muscle  fibers  may  be  found  in 
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the  cyst  wall  as  well  as  in  the  intervening 
fibrous  septa. 

There  is  no  general  agreement  as  to 
which  of  the  papillary  cystic  lesions  of  the 
pancreas  are  benign  or  malignant,  but  on 
the  other  hand  there  is  no  convincing 
evidence  that  the  usual  criteria  for 
malignant  growths  used  elsewhere  do  not 
apply.  We  would  therefore  agree  with 
those  who  require  direct  evidence  of 
malignant  growths21  and  urge  that  such  a 
diagnosis  be  reserved  for  those  cases  which 
show  some  or  all  of  the  following:  loss  of 
cellular  polarity,  variation  in  size  and 
shape  of  both  cells  and  nuclei,  irregularities 
of  nuclear  chromatin,  irregular  nucleoli, 
atypical  mitotic  figures,  and  evidence  of 
invasion.  Lack  of  these  findings  in 
multiple  microscopic  sections  should  be 
considered  evidence  of  a benign  condition 
regardless  of  the  amount  of  papillary  pro- 
liferation. 

The  present  case  of  papillary  cys- 
tadenoma  is  considered  benign  because  of  the 
uniformity  of  cells  and  nuclei,  the  fine, 
evenly  arranged  nuclear  chromatin,  the 
indistinct  nucleoli,  and  the  orderly  and  uni- 
form cellular  arrangement.  The  fact  that 
the  patient  is  in  excellent  health  and  has 
no  evidence  of  recurrence  after  six  and  a 
half  years  is  considered  further  evidence  of 
the  benign  nature  of  this  lesion. 

Summary 

A case  of  papillary  cystadenoma  of  the 
body  of  the  pancreas  is  presented.  Cys- 
tadenoma of  the  pancreas  is  a rare  lesion 
which  affects  females  nine  times  as  fre- 
quently as  it  affects  males.  The  frequency 
of  predominantly  papillary  lesions  cannot 
be  accurately  determined.  However,  such 
lesions  do  exist,  and  a plea  is  made  not  to 
consider  them  malignant  merely  because 
they  are  papillary.  It  is  felt  that  additional 


reports  of  well-studied  cases  are  required  to 
further  resolve  this  problem. 
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Osteochondromas  arising  independent 
of  bone  are  rare.  There  are  probably  less 
than  50  cases  occurring  in  all  parts  of  the 
body  reported  in  the  literature  if  one  ex- 
cludes intra-articular  “joint  mice”  and 
osteochondromatosis.  In  the  combined 
series  of  tumors  of  the  hand  of  Posch,1 
Mason,2  Butler  etal.,3  and  Stack4  for  a total 
of  1,584  cases,  there  are  no  cases  of  this 
tumor.  A review  of  the  literature  shows 
13  previously  reported  cases  of  extraskele- 
tal  osteochondromas  of  the  hand,  all  arising 
from  tendon  sheaths  (Table  I).  It  there- 
fore seems  warranted  to  report  the  four- 
teenth case  of  a soft-tissue  osteochondroma 
of  the  hand. 

* Present  address:  The  Hospital  for  Special  Surgery,  535 
East  70th  Street,  New  York  City  10021. 


Case  report 

A twenty-four-year-old  white  female 
was  seen  in  the  surgical  clinic  for  a lump  on 
the  volar  aspect  of  her  right  index  finger 
which  had  been  present  for  several  months. 
The  lump  seemed  to  be  stable  in  size  and 
was  not  particularly  tender.  She  could 
recall  no  history  of  trauma.  Examination 
showed  a 7-mm.  slightly  mobile  firm  lump 
on  the  volar  aspect  of  the  middle  phalanx 
of  her  right  index  finger.  The  mass  did 
not  appear  to  move  with  motion  of  the 
tendon.  X-ray  examination  showed  a 
7-mm.  rounded  radiopacity  on  the  volar 
aspect  of  the  phalanx  but  separate  from  the 
bone  (Fig.  1).  There  was  minimal  sur- 
rounding soft-tissue  swelling. 

At  operation  an  oblique  incision  was 
made  over  the  mass.  It  appeared  to  be 
hard  and  cartilaginous.  It  was  easily 
dissected  from  the  surrounding  tissues  to 
which  it  had  few  attachments.  No  definite 
connection  with  the  tendon  sheath  was 
visualized.  The  skin  was  closed  with  inter- 
rupted stainless  steel  sutures.  When  seen 
in  clinic  several  months  later,  the  wound 
was  well  healed  and  the  patient  had  no 
symptoms  referable  to  the  operative  area. 

Microscopic  section  showed  a circum- 
scribed nodule  covered  by  a cap  of  mod- 
erately cellular  cartilage  with  uniform  chon- 
drocytes (Fig.  2).  The  central  area  con- 
sisted of  intertwining  spicules  of  bone. 


TABLE  I.  Previous  cases 


Author 

Year 

Location 

Specimen  in  Museum  of  King’s  College 
(1569,  old  catalogue)  cited  by  Buxton8 

? 

Tendon  sheath  of  hand  (multiple  pieces) 

Beck,  cited  by  Buxton8 

? 

Flexor  of  index  finger 

Buxton8 

1923 

Flexor  of  left  ring  finger 

Janik9 

1927 

Flexor  of  right  thumb 

Brenckmann  and  Jung10 

1929 

Extensor  to  middle  finger  in  wrist  (multiple 
pieces) 

Lewis11 

1934 

Flexor  carpi  ulnar  is  above  styloid  process  of 
ulna 

Shepherd12 

1942 

Flexor,  left  index  finger,  over  proximal 
phalanx 

Shellito  and  Docherty6 

1948 

Flexor  tendon  sheath  in  hand 

Shellito  and  Docherty6 

1948 

Flexor  tendon  sheath  in  hand  (5  pieces) 

Murphy  and  Wilson7 

1958 

Long  abductor  tendon  over  right  wrist 

Murphy  and  Wilson7 

1958 

Flexor  sheath,  left  ring  finger,  middle  phalanx 
(4  pieces) 

Jaffe13 

1958 

Tendon  sheath  compartment  radiocarpal 
articulation  (3  pieces) 

Rockey14 

1963 

Flexor  sublimis,  base  of  fourth  proximal 
phalanx 

Ecker 

1964 

Volar  aspect  right  index  finger,  middle 
phalanx 

December  1,  1966  / New  York  State  Journal  of  Medicine  3065 


FIGURE  1.  Roentgenograms  of  right  index  finger. 


The  marrow  spaces  were  relatively  acel- 
lular. The  mass  was  thought  to  represent 
a chondroma  with  areas  of  ossification. 

Comment 

This  tumor  is  not  an  example  of  hetero- 
topic ossification  because  in  that  process 
bone  is  formed  directly  from  fibrous  tissue, 
and  cartilage  is  not  present.  The  lesion 
in  this  case  was  not  intimately  connected 
to  the  underlying  tendon  sheath  as  in  the 
previously  reported  cases,  although  this 
would  seem  to  be  the  most  likely  site  of 
origin.  However,  Lichtenstein5  has  stated 
that  “sizeable  chondromas  or  chondro- 
sarcomas may  develop  in  the  extraskeletal 
soft  parts  of  extremities  without  any  rela- 
tionship to  tendon  sheaths  and  that,  by  the 
same  token,  proximity  does  not  necessarily 
establish  a site  of  origin.” 

Most  of  the  authors  felt  that  their  chon- 
dromas were  a result  of  metaplasia  of  the 
cells  of  the  synovial  tendon  sheaths,  al- 
though not  all  present  microscopic  sections 
of  the  sheath.  Shellito  and  Docherty6 
quote  E.  S.  J.  King,  M.D.,  writing  in  the 
British  Journal  of  Surgery,  as  saying  that 
chondromas  develop  from  the  synovial 
membrane  of  the  tendon  sheaths  where  cells 
are  capable  of  forming  cartilage  when  ex- 
posed to  an  adequate  stimulus.  The  stim- 
ulus is  thought  to  consist  of  repeated  slight 
trauma.  Murphy  and  Wilson7  noted 
trauma  in  both  their  cases  but  theorized 
that  the  trauma  precipitated  a focus  of 
irritation  directing  the  patient’s  attention 
to  the  area. 


FIGURE2.  Photomicrograph  of  tumor. 


Summary 

A soft-tissue  osteochondroma  of  the  hand 
is  reported.  This  is  believed  to  be  the 
fourteenth  case  in  the  literature. 

535  East  70th  Street 
New  York  City  10021 
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T his  is  a report  of  a girl  with  Down 
syndrome  (mongolism)  and  acute  con- 
genital leukemia  who  presented  an  interest- 
ing diagnostic  problem  and  had  an  unusual 
therapeutic  response.  The  infant  was 
initially  suspected  of  having  severe  hemoly- 
tic disease  of  the  newborn  because  of  the 
onset  of  jaundice  twelve  hours  after 
delivery  and  the  finding  of  a large  number 
of  nucleated  red  cells  in  the  peripheral 
blood.  There  was,  however,  no  blood 
group  incompatability,  and  Coombs’  tests 
gave  negative  results. 

The  chromosome  studies  were  char- 
acteristic of  Down  syndrome  (trisomy  21), 
and  several  tetraploid  metaphases  (94 
chromosomes)  and  a few  polyploid  meta- 
phases were  observed  (Fig.  1). 

Subsequent  studies  were  consistent  with 
the  diagnosis  of  acute  granulocytic 
leukemia,  and  treatment  was  followed  by  a 
clinical  and  hematologic  remission  with  a 
survival  of  thirteen  months. 

Case  report 

A baby  girl  was  delivered  normally  at 
term  on  March  19,  1962.  She  was  noted  to 
have  jaundice  and  cyanosis  twelve  hours 
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t This  report  was  published  in  brief  without  photographic 
documentation  in  the  Human  Chromosome  Newsletter , num- 
ber 7,  August,  1962,  p.  12. 
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FIGURE  1.  Karyotype  assembled  from  94-chromo- 
some  metaphase,  made  on  day  treatment  of 
leukemia  started.  All  components  doubled,  in- 
cluding small  acrocentrics. 


later  and  was  admitted  to  the  Albany 
Medical  Center  Hospital  seventeen  hours 
after  birth. 

Family  history.  The  patient’s  parents, 
both  thirty-seven  years  of  age,  were  well. 
In  1959  a brother  had  died  of  head  trauma 
after  birth.  Three  other  siblings,  aged 
eleven,  nine,  and  five  years,  were  normal. 
The  mother  was  not  exposed  to  x-rays. 

Physical  findings.  The  patient  was 
cyanotic  and  jaundiced.  Her  physical 
appearance  was  consistent  with  Down 
syndrome.  Examination  of  the  abdomen 
showed  a markedly  enlarged  liver  and 
spleen.  No  other  physical  abnormalities 
were  observed. 

Laboratory  data.  On  March  19,  1962, 
serum  bilirubin  was  15.6  mg.  per  100  ml., 
1.8  mg.  direct.  Blood  grouping  of  the  baby 
and  mother  showed  both  were  group  A and 
Rh-positive  (Rir,  CDe/cde).  Direct  Co- 
ombs’ test  on  the  baby’s  blood  gave 
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FIGURE  2.  Blood  smear  obtained  shortly  after 
admission,  showing  megaloblasts,  metarubricytes, 
myeloblasts,  and  neutrophil. 


negative  results,  and  indirect  Coombs’  test 
on  the  mother’s  serum  gave  negative 
results.  Blood  glucose  was  41  mg.  per  100 
ml.  and  blood  urea  nitrogen  17  mg.  per 
100  ml. 

On  March  20  serum  bilirubin  was  15.6 
mg.  per  100  ml.,  3 mg.  direct.  Urine  did 
not  show  any  bile  or  urobilinogen.  The 
hemoglobin  was  18  Gm.  per  100  ml.; 
reticulocytes  14  per  cent;  total  nucleated 
red  cell  count  183,250  per  cubic  millimeter; 
total  white  cell  count  33,750  per  cubic 
millimeter;  myeloblasts  33  per  cent,  pro- 
granulocytes 9,  band  neutrophils  8,  seg- 
mented neutrophils  30,  lymphocytes  19, 
and  monocytes  1.  Small  megakaryocytes 
and  nucleated  red  cells  comprising  the 
entire  erythrocytic  series,  including  cells  of 
the  pernicious  anemia  type  (megaloblasts), 
were  seen  in  the  blood  smear  (Fig.  2). 
Cytologic  examination  of  the  urine  and 
saliva  showed  no  evidence  of  cytomegalic 
inclusion  disease.  A fluorescence  inhibition 
test  for  toxoplasmosis  showed  no  reaction. 
Slide  precipitation  test  for  syphilis  gave 
negative  findings. 

On  March  21  the  serum  bilirubin  was 
18.5  mg.  per  100  ml.,  9.2  mg.  direct.  The 
blood  count  was:  hemoglobin  17.5  Gm.  per 


100  ml.;  reticulocytes  1 per  cent;  total 
white  cell  count  60,660  per  cubic  millimeter 
with  differential  count  of  myeloblasts  43  per 
cent,  progranulocytes  13,  myelocytes  2, 
metamyelocytes  1,  band  neutrophils  19, 
segmented  neutrophils  17,  lymphocytes  4, 
and  monocytes  1.  There  were  241 
nucleated  red  cells  in  all  stages  of  matura- 
tion per  100  white  cells  counted,  and  71  of 
these  nucleated  red  cells  were  of  the 
pernicious  anemia  type  (megaloblasts). 

Chromosome  study.  Blood  was  drawn 
on  March  21  and  26  and  April  5,  1962. 
Leukocytes  were  prepared  for  chromosome 
study  by  a modification  of  Moorhead 
et  al.’s  method.1  The  chromosome  fre- 
quency count  showed  a modal  number  of 
47  (Table  I).  The  extra  chromosome  was 
in  the  G21-22  group  (Fig.  3).  A karyotype 
was  assembled  from  a tetraploid  metaphase 
of  94  chromosomes  from  the  culture  made 
just  before  treatment  for  leukemia  was 
started  (Fig.  1). 

A total  of  53  metaphases  were  assessed. 
Twelve  karyotypes,  six  pretreatment  and 
six  postreatment,  were  made  from  47 
chromosome  metaphases.  All  of  these  cells 
were  presumably  from  lymphocytes  and, 
therefore,  not  leukemic  cells.  No  Ph' 
chromosome  as  seen  in  chronic  granulocy- 
tic leukemia  could  be  demonstrated.  A 
study  of  aspirated  marrow  for  chromosome 
patterns  was  not  obtained. 

Subsequent  course.  On  March  26  the 
earlier  impression  of  acute  granulocytic 
leukemia  was  confirmed  by  the  blood  count 
which  showed:  hemoglobin  17  Gm.  per 

100  ml.;  total  red  cell  count  5,120,000  per 
cubic  millimeter;  reticulocytes  3.8  per 
cent;  platelets  296,000  per  cubic  milli- 
meter by  indirect  count  (normal  400,000  to 
800,000  per  cubic  millimeter);  and  total 
white  cell  count  75,000  per  cubic  millimeter 
with  a differential  count  of  myeloblasts  83 
per  cent,  progranulocytes  1,  segmented 
neutrophils  6,  lymphocytes  8,  and  mono- 
cytes 2.  Five  nucleated  red  cells  were  seen 


TABLE  I.  Chromosome  frequency 


Total 

Cells 

Counted 

A^ 

a a 

A H 

Polyploid 

Cells 

Number  Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

53 

4 7.5 

4 

7.5 

41 

77.3 

4 

Not  included  in 
total  count 
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FIGURE  3.  Karyotype  assembled  from  47-chro- 
mosome metaphase  spread  without  overlapping 
components.  Extra  chromosome  in  acrocentric 
pair  G21-22. 
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FIGURE  4.  Blood  smear  seven  days  after  admis- 
sion showing  myeloblasts. 


in  the  blood  smear  per  100  white  cells 
(Fig.  4). 

Treatment  was  started  on  March  26 
with  25  mg.  of  6-mercaptopurine  daily,  and 
5 mg.  of  prednisone  four  times  daily.  On 
March  30  a tibial  marrow  aspiration 
showed  replacement  of  normal  cellular 
elements  by  blast  cells  (Fig.  5).  Only  a few 
late  cells  of  the  granulocytic  and  erythro- 
cytic series  were  seen.  The  6-mercapto- 
purine  dosage  was  reduced  to  12.5  mg. 
daily.  On  April  12,  after  seventeen  days  of 
therapy,  the  patient  showed  improvement. 
Jaundice  had  disappeared.  Hemoglobin 
was  13.4  Gm.  per  100  ml.;  reticulocytes  0.2 
per  cent;  platelets  450,000  per  cubic 
millimeter  (indirect);  and  total  white  cell 
count  26,000  per  cubic  millimeter  with 
differential  count  of  myeloblasts  22  per  cent, 
progranulocytes  3,  myelocytes  2,  meta- 
myelocytes 1,  band  neutrophils  5,  seg- 
mented neutrophils  25,  lymphocytes  41, 
and  monocytes  1.  Only  3 nucleated  red 
cells  per  100  white  cells  were  seen. 

The  patient  was  discharged  from  the 
hospital  on  April  15,  1962,  on  a regimen  of 
12.5  mg.  of  6-mercaptopurine  daily  and  5 
mg.  of  prednisone  three  times  daily.  The 


FIGURE  5.  Smear  of  tibial  marrow  aspirate  eleven 
days  after  admission  showing  myeloblasts  which 
replaced  normal  elements. 

parents  discontinued  their  daughter’s 
medication  against  advice  and  refused  any 
further  medical  management  of  the  baby. 
She,  however,  continued  to  improve.  A 
blood  smear  was  obtained  in  November, 
1962.  The  differential  white  count  was: 
segmented  neutrophils  51  per  cent,  band 
neutrophils  1,  lymphocytes  40,  and  mono- 
cytes 8.  The  baby  appeared  well,  and  the 
disease  was  considered  to  be  in  remission. 

There  was  no  further  contact  with  the 
patient.  The  baby  died  on  April  23,  1963, 
thirteen  months  after  therapy  was  started. 
Postmortem  examination  was  performed 
at  the  Mary  McClellan  Hospital,  Cam- 
bridge, New  York.  The  pathologic  diag- 
noses were  acute  bronchopneumonia,  acute 
fibrinopurulent  pericarditis,  and  acute 
leukemia.  Microscopic  examination  of  the 
bone  marrow  showed  replacement  by 
masses  of  large  cells  with  vesicular  nuclei 
and  prominent  nucleoli  resembling  myelo- 
blasts (Fig.  6). 
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FIGURE  6.  Postmortem  bone  marrow  showing 
replacement  of  normal  cells  by  myeloblasts. 


Comment 

The  incidence  of  leukemia  in  Down 
syndrome  is  reported  by  German,  DeMayo, 
and  Bearn2  as  being  from  three  to  fifteen 
times  greater  than  in  the  general  popula- 
tion. The  concurrence  of  Down  syndrome 
and  congenital  leukemia  is  rare.  In  a re- 
view of  the  English  literature,  only  9 well- 
documented  cases  have  been  reported. 
In  1951  Bernhard,  Gore,  and  Kilby3  re- 
ported on  14  cases  of  congenital  leukemia. 
One  of  these  was  granulocytic  leukemia  in  a 
patient  with  Down  syndrome.  O’Connor, 
McKey,  and  Smith  in  19544  reported 
another  case  of  acute  granulocytic  leukemia 
occurring  in  a five-day-old  child  with  Down 
syndrome.  Schunk  and  Lehman  in  19545 
reported  a case  of  an  infant  with  Down 
syndrome  born  with  a peripheral  blood  and 
bone  marrow  picture  of  chronic  granulo- 
cytic leukemia  who  had  a rapidly  fatal 
course.  In  1956  Krivit  and  Good6  in- 
cluded 2 patients  with  congenital  acute 
“blastic”  leukemia  in  a report  on  leukemia 
and  Down  syndrome.  Lee  and  Ciner  in 
19577  added  a report  of  acute  lymphocytic 
leukemia  in  a four-day-old  boy  with  Down 
syndrome.  Krivit  and  Good  in  19578  sent 
a questionnaire  to  300  medical  centers  in 
the  United  States  requesting  information  on 
the  concurrence  of  leukemia  and  Down 
syndrome  seen  in  infants  up  to  the  age  of 
four  years  between  the  years  1952  and 


1955.  Seven  of  34  cases  reported  to  them 
had  congenital  leukemia.  Of  these  7,  only 
1 had  not  been  previously  published.  In 
1960  Fischler  and  Farchy9  described  a girl 
with  Down  syndrome  and  congenital  acute 
granulocytic  leukemia. 

Sandberg  et  al . 10  included  one  boy  with 
congenital  acute  granulocytic  leukemia 
with  Down  syndrome  in  their  study  of  chro- 
mosome constitution  of  human  marrow. 
This  case  was  not  reported  in  detail,  but 
the  marrow  findings  and  chromosome 
patterns  were  described.  The  marrow 
chromosome  pattern  of  their  case  of 
neonatal  acute  leukemia  was  trisomic  for 
the  small  chromosome  G22  consistent  with 
Down  syndrome.  These  authors  stressed 
the  importance  of  doing  a direct  smear  of 
freshly  aspirated  human  marrow  for  chromo- 
some studies  to  obtain  a more  accurate  in- 
dex of  the  components  of  the  leukemia 
population  in  vivo.  They  concluded  that 
human  leukemias  as  a whole  were  char- 
acterized by  a greater  variability  in  chromo- 
some structure  and  number  than  control 
marrows.  They  found  that  acute  lympho- 
blastic leukemia  had  the  highest  occurrence 
of  aneuploidy.  On  comparing  the  marrow 
of  the  case  of  neonatal  myeloblastic 
leukemia  with  that  of  a patient  with  non- 
congenital  acute  lymphoblastic  leukemia 
and  Down  syndrome,  they  found  that  the 
neonatal  myeloblastic  leukemia  behaved 
like  other  noncongenital  myeloblastic 
leukemias  in  that  there  was  much  less 
aneuploidy  than  in  the  lymphoblastic  type. 
The  boy  studied  by  Sandberg  et  al.10  was 
subsequently  reported  by  Honda  et  al.11 
He  had  a spontaneous  remission  for  one 
year  and  lived  twenty-eight  months.  He 
did  not  respond  to  treatment  with  mercap- 
topurine  when  relapse  occurred.  Pred- 
nisone was  not  tried.  Extensive  cyto- 
logic studies  revealed  no  specific  chromo- 
some abnormalities  other  than  trisomy  21. 

Reisman,  Mitani,  and  Zuelzer12  studied 
chromosomes  in  the  marrow  of  patients 
with  acute  leukemia  by  a direct  method  and 
consistently  found  aneuploidy  in  the  active 
stages  of  the  disease.  No  single  chromoso- 
mal anomaly,  however,  could  be  found  in 
the  acute  leukemias. 

Congenital  leukemia  is  not  transmitted 
from  an  affected  mother.1314  It  has  been 
suggested  that  neonatal  leukemia  as- 
sociated with  congenital  defects,  including 
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mongolism,  which  are  determined  in  the 
first  three  months  of  gestation,  is  also  deter- 
mined during  this  period  of  develop- 
ment.314 Since  Down  syndrome  (21  tri- 
somy) results  from  miotic  nondys junction 
during  maternal  oogenesis,  this  explanation 
cannot  apply  to  Down  syndrome.15  Con- 
genital leukemia  in  Down  syndrome 
probably  represents  the  early  development 
of  leukemia  in  a genetically  susceptible 
person. 

Although  the  association  of  congenital 
leukemia  and  mongolism  is  recognized,  the 
clinical  and  laboratory  data,  response  to 
therapy,  and  the  confirmation  of  the 
leukemia  by  postmortem  examination  in 
this  case  are  unusual.  We  believe  that  the 
marked  erythroblastosis  was  a reactive 
process  and  not  erythroleukemia.  The 
evidence  for  this  was  the  rapid  dis- 
appearance of  the  erythroblastosis  and  the 
reduced  erythrocytic  series  in  the  marrow 
aspiration  performed  eleven  days  after 
admission.  The  clinical  course,  response 
to  therapy,  and  autopsy  findings  are 
against  the  concept  that  this  could  be  be- 
cause of  ineffective  regulation  of  erythro- 
poiesis  as  has  been  recently  described.16 

Previous  reports  on  congenital  acute 
leukemia,  with  the  exception  of  Honda 
et  al ,n  indicate  that  treatment  is  ineffective, 
and  the  duration  of  life  varies  from  several 
days  to  two  or  three  months.14  These  in- 
clude cases  both  with  and  without  Down 
syndrome.  The  remission  following 
therapy  in  our  patient  was  of  approximately 
twelve  months  duration.  Both  the  rapidity 
of  response  and  the  length  of  remission  were 
similar  to  that  seen  in  effective  treatment 
of  noncongenital  acute  leukemia  of  child- 
hood.14 

Summary 

A newborn  girl  with  clinical  and  cyto- 
logic (21  trisomy)  characteristics  of  Down 
syndrome  was  seen  with  jaundice  and  a 
high  nucleated  red  cell  count  suggestive 


of  hemolytic  disease  of  the  newborn. 
Blood  and  marrow  findings  of  acute  granu- 
locytic leukemia  were  subsequently  dem- 
onstrated. 

Treatment  with  prednisone  and  6-mer- 
captopurine  was  followed  by  remission  and 
a thirteen-month  survival.  Postmortem 
examination  confirmed  the  diagnosis  of 
acute  leukemia. 
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Reminiscences  from  the 
Turn  of  the  Century 

FLOYD  BURROWS,  M.D. 

Syracuse,  New  York 

Emeritus  in  Dermatology, 
Crouse- Irving  Hospital 

On  a warm,  sunny  morning  in  the  latter 
part  of  June,  1897,  I entered  the  old 
House  Of  The  Good  Sheperd  on  Marshall 
Street  in  Syracuse,  New  York,  to  begin 
a year’s  service  as  its  first  intern. 

In  a hesitant,  jittery  manner  I intro- 
duced myself  to  the  grim,  serious-appear- 
ing, red-headed  female  superintendent. 
She  didn’t  seem  overwhelmed  by  my  ap- 
pearance or  exhibit  an  eager  desire  to 
embrace  me;  I soon  found  out  she  had  a 
firmly  established  antipathy  for  interns. 

Twenty  minutes  after  this  ordeal  had 
given  me  welcoming  chilblains,  an  ancient- 
vintage,  horse-drawn  ambulance  pulled  up 
at  the  front  door  and  speedily  deposited 
in  the  nearby  entrance  hall  a half-dead  man 
who  had  attempted  to  kill  himself  by 
cutting  his  throat.  He  had  accomplished 
only  a halfway  job,  but  he  had,  neverthe- 
less, succeeded  in  lacerating  several  good- 
sized  blood  vessels  and  cutting  a hideous 
gash  in  his  larynx.  Without  any  elaborate 
ceremony  I was  hustled  into  a gown  and 
rushed  into  a small,  dimly  lit  room  where 
the  poor  fellow  had  been  hurriedly  de- 
posited. 

He  had  damaged  enough  blood  vessels  to 
be  a lusty  bleeder,  and  he  was  doing  it 
copiously,  I quickly  discovered,  as  goose 
pimples  the  size  of  warts  on  a toad’s  back 
began  developing  up  and  down  my  spinal 
region.  Blood  easily  became  mixed  with 


exhaled  air  from  his  injured  windpipe  and 
was  energetically  blown  in  my  direction 
as  I tried  in  my  inexperienced  way  to  check 
the  bleeding.  By  the  time  I had  partially 
accomplished  this  difficult  task  I was  so 
covered  with  spattered  blood  that  it  would 
have  puzzled  an  observer  to  distinguish, 
whether  it  was  the  hopeless  victim  or  the 
desperate  doctor  who  had  attempted 
suicide. 

In  this  exciting  and  dramatic  fashion  I 
started  to  practice  medicine  sixty-nine 
years  ago. 

Internship 

This  incident  occurred  in  a sluggish 
medical  epoch  when  surgeons  did  not  wear 
sterilized  rubber  gloves  while  performing 
surgical  operations  or  realize  the  necessity 
of  doing  blood  transfusions.  Laudable  pus, 
as  it  was  termed,  was  a frequent  visitation 
in  wounds  and  did  not  throw  a lancet 
genius  into  any  consternation  or  insomnia. 

Now,  these  were  the  days  in  1897  when 
the  remarkably  brilliant  bouquet  of  Eisner, 
Heffron,  Jacobson,  Price,  VanDuyn,  and 
many  other  brainy  pill  and  powder  wielders 
blossomed  forth  in  Syracuse.  They  prac- 
ticed first-class  medicine  and  used  skillful 
surgery  according  to  the  recognized  dictates 
of  that  era.  Comparatively,  they  were 
the  equals  of  1966  M.D’s,  perhaps  the 
superiors  of  some.  They  used  excellent 
judgment  and  abundant  wisdom.  They 
were  able  men  and  exhibited  astonishing 
diagnostic  acumen  without  rushing  pell- 
mell  to  a laboratory. 

Several  of  these  illustrious  men  became 
my  bosses  and  instructors.  As  I worked 
with  them  in  the  small  wards  the  hospital 
provided  they  taught  me  many  important 
principles  in  diagnosing  various  diseases 
which  have  proved  of  inestimable  value 
to  me  through  the  long  years  of  my  exacting 
career. 

Soon  after  my  frigid  greeting  on  the 
morning  of  my  arrival  I began  to  roam 
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about  the  interior  of  this  antiquated, 
poverty-stricken  hospital.  I investigated 
its  narrow,  murky  hallways;  I inspected 
its  dingy,  ill-ventilated  wards  with  pa- 
tients’ charts  hanging  on  the  foot  of  their 
beds;  I visited  the  barren,  stuffy,  smelly, 
private  rooms  uncomfortably  furnished, 
provided  with  no  communicating  bath- 
rooms; and  I explored  the  desolate,  mea- 
gerly  equipped  obstetrical  quarter. 

Even  though  this  old  firetrap  House  Of 
The  Good  Sheperd  was  a pitiably  un- 
equipped institution,  it  served  a very  use- 
ful purpose  as  a hospital  and  sufficed  as  a 
welcome  haven  for  many  of  the  unfortunate 
ill  and  disabled. 

Later  on,  I revisited  a forlorn,  cheerless 
room  in  a sequestered  corner  of  the  second 
floor,  reserved  as  an  arena  for  conducting 
surgical  operations.  My  classmates  and 
I were  required  to  attend  surgical  clinics 
in  this  room.  Across  its  rear  was  a row 
of  two  or  three  wooden  benches  on  which 
we  sat  in  patient  misery. 

During  an  operation  we  students  were 
summoned  in  groups  of  three  to  approach 
the  table  on  which  the  unfortunate  pa- 
tient was  stretched,  and  were  permitted 
to  peer  over  a surgeon’s  shoulder  at  the 
field  of  action  and  thus  attempt  to  memo- 
rize with  almost  photographic  ability  the 
technic  displayed  by  a nimble  surgeon. 
We  were  expected  to  acquire  enough  in- 
formation to  qualify  us  to  tackle  a similar 
job  someday  if  we  became  fortunate 
enough  to  locate  a daring  subject  who 
would  blindly  gamble  on  his  survival. 
And  yet,  despite  the  many  disadvantages 
in  teaching  medicine  and  surgery  at  this 
time,  the  23  members  of  the  graduating 
class  of  Syracuse  Medical  College  in  1897, 
to  which  I had  the  honor  of  belonging, 
turned  out  such  distinguished  surgeons  as 
Edward  VanDuyn,  Tennyson  Deavor,  and 
William  Wallace. 

In  this  surgical  room  during  my  year  of 
internship  I evaporated  enough  ether  from 
an  improvised  cone,  packed  with  cotton 
and  clamped  over  whiskered  faces  and 
agonized  countenances,  to  fill  a zeppelin. 

The  operating  ritual  as  carried  out  in 
this  somber  room  would  today  be  a shock- 
ing sight  to  enthusiastic  germ  annihilators 
compared  with  the  rigid  methods  such 
zealous  men  now  universally  adopt. 

When  I sat  at  the  head  of  the  operating 


table  administering  an  anesthetic  for  a 
serious  operation,  a row  of  nurses  garbed 
in  uniforms  that  nearly  brushed  the  floor 
stood  from  the  surgeon’s  elbow  to  an  ad- 
jacent sink.  Each  nurse  held  an  ordinary 
galvanized  wash  dish  in  her  hand.  As  soon 
as  the  ungloved  fist  of  the  surgeon  de- 
posited a bloody,  infected  sponge  in  this 
receptacle  it  was  quickly  passed  along  to 
the  nurse  at  the  sink  who  washed  it  out 
under  the  tap  and  hustled  it  back  by  the 
same  female  route  to  the  operating  site 
where  it  was  immediately  reused. 

This  description  is  not  magnified;  it  is 
simply  meant  to  picture  the  startling  con- 
trast between  the  crude  technic  of  1897 
with  the  vastly  improved  mode  utilized 
in  the  1966  inviolate,  immaculate,  super- 
sterilized  realms  invaded  only  by  expertly 
trained  nurses  and  the  royal  dictators  per- 
mitted to  do  artistic  cutting  and  stitching. 

There  were  about  20  or  30  nurses  em- 
ployed in  the  hospital,  the  majority  of 
them  undergoing  an  arduous  training 
regimen. 

At  first  they  seemed  hostile  to  my  in- 
trusion. They  never  before  had  been 
mellowed  by  the  glamorous  presence  of  a 
handsome  intern.  But  a few  diplomatic 
compliments  about  their  extraordinary 
ability  and  their  bewildering  attractiveness 
soon  dispelled  this  unfriendly  attitude. 

A few  of  them  were  beautiful,  shapely 
specimens  of  healthy  young  womanhood. 
When  young  fellows  visiting  the  hospital 
surveyed,  with  an  admiring  glance,  these 
stunning  young  ladies,  the  sex  hormones  in 
their  sturdy  systems  became  as  active  as 
those  in  a virile  rooster. 

These  girls’  lips  were  not  decorated  as 
luridly  as  the  more  vivacious  gals  adorn 
theirs  today,  but  they  were  just  as  attractive. 
I knew!  Their  hair  was  not  dolled  with  the 
coiffured  artistry  now  prevalent,  but  an  ex- 
pert fellow  could  get  a tremendous  kick  by 
capturing  a strand  or  two  on  his  shoulder. 

A few  of  them  taught  me  many  things 
about  romantic  females  and  heart  es- 
capades that  were  not  compulsory  in  the 
professional  education  of  a bashful  intern. 
Some  of  my  most  cherished  recollections 
date  back  to  this  brief  period  of  my  life 
in  this  old  hospital.  Alas!  for  the  ravages 
of  time;  I have  outlived  all  these  wonder- 
ful companions. 
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Practice 

In  the  early  days  of  my  medical  practice 
practically  all  doctors  jogging  about  Syr- 
acuse making  house  calls  on  the  sick  were 
general  practitioners  and  so  belonged  to  the 
historic  horse-and-buggy  cult — the  rein 
and  whip  jugglers.  I was  a member  of 
this  dusty  group  until  I sometime  later 
achieved  the  dignity  of  a model  T Ford. 

The  custom  was  to  approach  the  curb 
in  front  of  a patient’s  home,  casually 
dismount  from  one’s  vehicle,  walk  up  to 
the  door,  and  enter  the  house  of  sickness 
swathed  in  dignity  an  inch  thick.  Many 
domiciles  in  those  days  boasted  a hitching 
post  for  tethering  a steed.  Those  that 
didn’t  forced  us  to  unload  a heavy  cumber- 
some weight  to  which  was  fastened  a strong 
leather  strap  that  was  snapped  to  the 
horse’s  bit.  Such  unpleasant  exertion  uti- 
lized more  strenuous  energy  than  toeing  an 
accelerator.  With  the  advent  of  the  auto- 
mobile, rapid  transit  by  horse  became  as  out 
of  vogue  as  ocean  navigation  by  Noah’s 
ark.  Equine  travel,  however,  had  one 
religious  asset:  it  seldom  produced  an  out- 
burst of  sinful  profanity. 

In  1896  or  1897  the  members  of  the 
senior  class  of  Syracuse  Medical  College 
to  which  I belonged  were  cordially  invited 
by  the  eminent  professor  of  physics  at 
Syracuse  University  to  view  in  the  science 
building,  on  the  campus  of  this  magnificent 
educational  institution,  a demonstration  of 
the  mysterious  and  amazing  x-rays  that 
had  but  recently  been  discovered  in 
Germany.  This  was  to  be  the  first  ex- 
hibition of  this  startling  phenomenon  in 
Syracuse. 

We  were  not  particularly  impressed  by 
what  we  witnessed  that  day.  We  students 
considered  ourselves  to  be  an  exceptionally 
bright  and  brainy  bunch.  Most  of  us, 
including  myself,  however,  were  too  dull 
to  grasp  immediately  its  potential  mag- 
nitude or  to  realize  the  exciting  vision  of 
the  immense  influence  such  rays  would 
ultimately  exert  in  the  future  practice 
of  medicine,  which  demanding  domain  we 
would  soon  enthusiastically  invade.  When 
we  escaped  from  the  viewing,  and  laugh- 
ingly and  jokingly  meandered  down  Piety 
Hill,  we  were  vaguely  convinced  that  we 
had  only  attended  a good  show. 

All  of  my  brilliant  companions  whom  I 


accompanied  on  this  quest  for  a tech- 
nologic revelation,  which  would  excite  our 
receptive  intellects  enough  to  arouse  in 
us  an  eagerly  studious  ambition  for  more 
enlightenment,  have  flown  to  celestial 
clinics  where,  judging  from  their  excellent 
reputations,  they  now  are  ministering 
expertly  to  sick  angels. 

Progress 

Medical  and  surgical  maneuvers  have 
advanced  miraculously  since  1897.  Ty- 
phoid fever  has  been  practically  wiped  out 
of  existence.  In  my  internship  in  the 
autumn  of  1897  separate  beds  were  set 
aside  for  male  or  female  victims  of  this 
fearsome  malady.  It  is  now  so  infre- 
quently seen  that  I have  not  attended 
a case  in  over  twenty  years,  and  I have 
been  an  active  general  practitioner. 

Diphtheria,  also,  has  been  cleared  off 
the  medical  map.  When  in  1906  I was 
put  in  charge  of  the  Syracuse  Contagious 
Hospital  on  Teall  Avenue  it  was  not  un- 
usual at  certain  times  of  the  year  to  harbor 
20  or  more  victims  of  this  appalling  dis- 
order. I did  many  intubations  on  laryn- 
geal-attacked,  choking,  cyanosed  infants 
gasping  for  air.  I also  did  several  others 
by  making  emergency  trips  to  homes, 
occasionally  dashing  from  a barber  shop 
with  my  hair  half  cut,  arriving  barely  in 
time  to  insert  a metal  airway,  at  times 
just  a minute  too  late.  I haven’t  treated 
a case  of  diphtheria  since  I ended  my  service 
when  the  hospital  closed  in  December,  1929. 

Infantile  paralysis,  that  horrible  crippling 
infection,  has  become  so  comparatively 
infrequent  that  the  agonizing  fear  persons 
formerly  experiencd  has  been  largely  elim- 
inated. 

Cholera  infantum,  a miserable  disease 
that  used  to  kill  many  bottle-fed  babies, 
has  disappeared  with  the  discovery  of 
pasteurized  milk  and  the  introduction  of 
refrigeration  into  homes. 

The  criminal  baby  farms  that  used  to 
infest  certain  sections  of  our  city  and  used 
to  kill  illegitimate  babies,  and  other  un- 
fortunate infants  placed  in  their  custody, 
by  the  dozens  through  their  cruel,  neglect- 
ful, remorseless  care,  have  long  since  been 
eradicated. 

Surgery,  as  well  as  medicine,  has  made 
seven-league  strides  in  exceedingly  dan- 
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gerous  regions  of  the  anatomy  by  life- 
saving operations.  The  heart,  lungs,  and 
brain  have  been  bravely  assailed  in  over- 
coming death-promoting  abnormalities. 

Woven  fabrics  are  used  to  supplant 
treacherous  aneurysms  that  can  easily 
rupture  and  instantly  kill.  They  also 
service  other  decrepit  arteries  and  ride 
complacently  underneath  the  abdominal 
wall  of  reasonably  vigorous  individuals. 

I hope  I may  be  spared  long  enough  to 
see  solved  the  subtle  enigma  of  cancer, 
that  awful,  devastating  affliction  which 
stealthily  steals  its  deadly  way  into  so 
many  peaceful  homes  of  the  world  and 
generates  so  much  suffering  and  sorrow, 
finally  battling  to  a decisive  finish. 

During  the  past  seventy  years  I have 
participated  in  a humble  inconspicuous 
way  in  the  medical  mechanism  that  grad- 
ually brought  about  these  amazing  im- 
provements in  the  health  of  our  population 
and  that  has  wonderfully  promoted  the 
extension  of  human  life. 

Comment 

Despite  what  has  so  ably  and  helpfully 
been  accomplished  up  to  now  in  furthering 
medical  progress,  a recklessly  legalized 
experiment  was  inaugurated  on  July  1, 
1966,  called  Medicare.  This,  seemingly, 
is  an  untried  adventurous  scheme  to  benefit 
the  over  sixty-five  age  members  of  our 
population. 

I hope  it  may  prove  a renowned  success. 
I have  a small  mercenary  interest  in  it 
because,  and  only  because,  I am  in  the 
over-sixty-five  age  group.  But  at  present 
it  must  be  considered  an  unripened,  hasty 


innovation  and  only  the  Lord  knows  how 
it  will  end.  In  spite  of  my  very  small, 
selfish  interest,  I fear  the  time  has  arrived 
from  a protective  medical  standpoint, 
when  physicians  as  a whole  should  begin 
to  pray  for  divine  help  lest  this  be  the  first 
ghastly  step  into  the  realm  of  socialized 
medicine. 

In  bringing  to  an  end  these  rambling 
reminiscences  I can’t  refrain  from  publicly 
confessing  to  the  immense  debt  I owe  med- 
icine. It  has  provided  me  with  a com- 
fortable living  for  many  years;  it  has  made 
me  numerous  friends  and  a wide  circle 
of  interesting  acquaintances;  it  has  opened 
doors  into  homes  of  wealth  and  refinement 
and  gained  me  access  into  hovels  of  poverty 
and  squalor;  it  has  given  me  a wide  survey 
of  human  nature  such  as  probably  no  other 
vantage  point  could  yield;  it  has  afforded 
me  an  unusual  chance  to  mingle  with 
intellects  of  amazing  caliber  and  with 
those  of  surprising  stupidity;  it  has  passed 
before  me  for  inspection  the  criminal  and 
the  saint,  the  corrupt  and  the  pious,  the 
insane  and  the  rational,  the  neurotic  and 
the  phlegmatic,  the  degenerate  and  the 
noble,  the  brave  and  the  timid.  It  has  also 
presented  for  my  serious  consideration  the 
astonishing  phenomenom  of  birth  with  its 
after  trimmings  of  joy,  and  the  sad  spec- 
tacle of  death  with  its  solemn  trappings  of 
sorrow:  an  opportunity  in  the  one  instance 
to  contemplate  the  obscure  purpose  of  life 
regeneration,  in  the  other  to  meditate  on 
the  puzzling  problem  of  immortality. 

I freely  acknowledge  this  stupendous 
obligation;  but  at  ninety  years  of  age  I 
can’t  do  much  about  it  except  to  escape 
slyly  into  the  obscurity  of  oblivion. 
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Harold  Augustus  Benson,  M.D.,  of  Coble- 
skill,  died  on  April  2 at  the  age  of  seventy-five. 
Dr.  Benson  graduated  in  1915  from  the  Uni- 
versity of  Vermont  College  of  Medicine.  He 
was  an  honorary  member  of  the  medical  staff 
of  St.  Francis  Hospital,  Poughkeepsie.  Retired, 
Dr.  Benson  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the 
Academy  of  Medicine,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Broadman,  M.D.,  of  New  York  City, 
died  on  February  25  at  the  age  of  eighty-three. 
Dr.  Broadman  graduated  in  1909  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 

Morris  Jacob  Brooks,  M.D.,  of  Brooklyn, 
died  on  July  25  at  the  age  of  sixty-six.  Dr. 
Brooks  graduated  in  1926  from  Yale  University 
School  of  Medicine.  He  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a 
member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

John  Harold  Clark,  M.D.,  of  Brooklyn,  died 
on  August  29  at  the  age  of  seventy-eight.  Dr. 
Clark  graduated  in  1915  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Archie  Cohn,  M.D.,  of  The  Bronx  and  Scars- 
dale,  died  on  October  10  at  the  age  of  sixty- 
five.  Dr.  Cohn  graduated  in  1927  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  adjunct  attending  pedia- 
trician at  the  Jewish  Memorial  Hospital.  Dr. 
Cohn  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herman  E.  Foster,  M.D.,  of  Buffalo,  died  on 
July  28  at  the  age  of  sixty-two.  Dr.  Foster 
received  his  medical  degree  from  the  University 
of  Berlin  in  1929.  He  was  chief  of  medicine  at 
Lafayette  General  Hospital.  Dr.  Foster  was  a 
member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Berta  Gerstein,  M.D.,  of  New  York  City 
died  on  July  28  at  the  age  of  seventy-two.  Dr. 


Gerstein  received  her  medical  degree  from 
the  University  of  Berlin  in  1924.  She  was  an 
assistant  attending  physician  in  medical  di- 
agnostics at  Harlem  Hospital  Outpatient  De- 
partment. Dr.  Gerstein  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Randolph  Richard  Henderson,  M.D.,  of 

New  York  City,  died  on  October  19  at  the  age 
of  seventy-one.  Dr.  Henderson  received  his 
medical  degree  from  Dalhousie  University 
Faculty  of  Medicine  in  1924.  He  was  an  as- 
sistant attending  physician  at  Harlem  Hospital. 
Dr.  Henderson  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Otto  Hopfinger,  M.D.,  of  New  York  City, 
died  on  September  8 at  the  age  of  seventy-four. 
Dr.  Hopfinger  received  his  medical  degree 
from  the  University  of  Vienna  in  1918.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Viola  Glenna  Huddart,  M.D.,  of  Pough- 
keepsie, died  on  June  29  at  the  age  of  sixty- 
three.  Dr.  Huddart  graduated  in  1929  from 
the  University  of  Toronto  Faculty  of  Medicine. 
She  was  supervising  psychiatrist  at  Hudson 
River  State  Hospital.  Dr.  Huddart  was  a 
member  of  the  Dutchess  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ernest  William  Lampe,  M.D.,  of  New  York 
City,  died  on  October  19  at  his  home  at  the  age 
of  sixty-nine.  Dr.  Lampe  graduated  in  1923 
from  Rush  Medical  College.  He  was  an  at- 
tending surgeon  at  Bellevue  Hospital,  an  as- 
sociate attending  surgeon  at  The  New  York 
Hospital,  and  a former  clinical  professor  of 
anatomy  at  Cornell  University  Medical  College. 
Dr.  Lampe  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
Society  for  Thoracic  Surgery,  the  New  York 
Surgical  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Milton  Albert  Lampert,  M.D.,  of  Brooklyn, 
died  on  August  14  at  the  age  of  seventy-nine. 

continued  on  page  3078 
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“‘Tranquilizer’  is  not  a good  word”' 


//“THIS  classification  is  psychologi- 
I cally  too  seductive,  pharma- 
cologically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."2 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary3  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects, 
however,  can  be  misleading.  The 
same  effects  by  which  the  dic- 
tionary defines  a tranquilizer  have 
sometimes  been  seen  after  ad- 
ministration of  a sedative  — or, 
for  that  matter,  a placebo. 
Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference4  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 
'Tranquilizers'  have  differences  in 
action,  differences  in  effect 
Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their  ac- 
tions — and  in  their  effects.  They 
have  been  divided  into  three  cat- 
egories — the  rauwolfia  group, 
the  'minor'  tranquilizers,  and  the 
phenothiazines.5 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.5 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calm- 
ing action,  anticholinergic  seda- 
tives, or  antispasmodics.5 
The  phenothiazines  are  consid- 
ered 'major'  tranquilizers  because 
they  alter  psychotic  behavior.1 
This  classification  may  have  done 
them  more  harm  than  good  be- 
cause it  implies  that  the  pheno- 
thiazines should  be  reserved  for 
the  more  severely  disturbed.  This 
is  not  ncessarily  true. 


The  phenothiazines  — and 
the  problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambula- 
tory patients  has  been  the  fear 
that  excessive  sedation  will  im- 
pair the  patient's  ability  to  func- 
tion. This,  however,  is  less  of  a 
problem  with  some  of  the  pheno- 
thiazines. 

"Clinically  they  may  be  differen- 
tiated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to 
be  inversely  proportional.  That  is, 
the  least  potent,  the  one  which 
is  used  in  highest  dosage,  chlor- 
promazine,  is  the  most  sedative, 
while  the  reverse  holds  true  for 
fluphenazine."6 

In  a recent  report  on  various 
studies  conducted  over  several 
years  evaluating  360  patients 
treated  for  anxiety  and  stress  with 
seven  phenothiazines,  this  inverse 
relationship  of  potency  to  seda- 
tion was  confirmed.7  Also  under 
consideration  was  the  degree  to 
which  the  particular  phenothia- 
zines neutralized  anxiety  (the 
angolytic  index).  Interestingly 
enough  there  was,  again,  an  in- 
verse relationship.  The  most  seda- 
tive of  the  phenothiazines  ap- 
peared to  be  the  least  active  in 


neutralizing  anxiety.  Fluphena- 
zine, one  of  the  least  sedative,  on 
the  other  hand,  was  found  to  be 
most  effective  in  relieving  anxiety.7 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 

BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazme 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

■adapted  Irom  Sainz7 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work 
without  their  normal  daily  activi- 
ties being  restricted. 

Because  of  its  longer  duration  of 
action,  Prolixin,  in  doses  of  as  lit- 
tle as  one  to  three  milligrams  in 
adults,  generally  taken  once  a day, 
is  effective  in  maintaining  many 
patients  free  of  their  symptoms  of 
anxiety  and  tension. 


Contraindications:  Do  not  use  with  high 
doses  of  hypnotics  or  in  patients  with 
subcortical  brain  damage.  Use  with  cau- 
tion in  patients  with  a history  of  convul- 
sive disorders.  Severe  reactions  may  occur 
in  patients  with  idiosyncrasy  to  other 
centrally-acting  drugs,  and  severe  hypo- 
tension may  occur  in  patients  with  spe- 
cial medical  disorders,  e.g.  mitral 
insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anes- 
thetics and  C.N.S.  depressants  may  be 
potentiated.  Hypotension  may  occur  in 
patients  undergoing  surgery.  Do  not  use 
epinephrine  for  treatment  of  the  hypoten- 
sive reactions  which  may  appear  in  pa- 
tients on  phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions, 
allergic  skin  reactions,  the  possibility  of 
anaphylaxis,  drowsiness,  visual  blurring, 
dizziness,  insomnia,  nausea,  anorexia, 
salivation,  edema,  perspiration,  dry 


mouth,  abnormal  lactation,  polyuria,  hy- 
potension, and  jaundice  and  biliary  sta- 
sis may  occur.  Routine  blood  counts  are 
recommended  to  determine  possible 
blood  dyscrasias;  if  symptoms  of  upper 
respiratory  infection  occur,  discontinue 
drug  and  institute  appropriate  therapy. 
Available:  1 mg.  tablets.  Bottles  of  50 
and  500. 

For  full  prescribing  information,  see 
package  insert. 

References:  1.  Simpson,  G.M.:  Postgrad. 
Med.  39:557,  1966.  2.  Freyhan,  F.A.:  Am. 
J.  Psychiat.  775:577,  1959.  3.  Dorland's 
Illustrated  Medical  Dictionary,  ed.  24, 
Philadelphia,  W.  B.  Saunders  Co.,  1965, 
p.  1603  . 4.  Physicians'  Desk  Reference, 
1966,  Oradell,  N.J.,  1965,  p.  310.  5. 
Cohen,  S.:  Northwest  Med.:  65:197,  1966. 
6.  Detre,  T.,  and  Jarecki,  H.:  Connecticut 
Med.  25:553,  1961.  7.  Sainz,  A.:  Psycho- 
somatics  5:167,  1964. 


PROLIXIN® 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker 
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Dr.  Lampert  graduated  in  1908  from  Cornell 
University  Medical  College.  He  was  a senior 
attending  obstetrician  and  gynecologist  at 
Brooklyn  Women’s  Hospital.  Dr.  Lampert 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Clinton  Levine,  M.D.,  of  The  Bronx, 
died  on  September  7 at  the  age  of  sixty- three. 
Dr.  Levine  graduated  in  1927  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  an  attending  physician  at  Sydenham  Hos- 
pital, an  associate  attending  physician  at  Met- 
ropolitan Hospital  and  Bird  S.  Coler  Memorial 
Hospital  and  Home,  and  an  assistant  attend- 
ing physician  at  Flower  and  Fifth  Avenue  Hos- 
pitals. Dr.  Levine  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Cardiology, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Joseph  McNally,  M.D.,  of  New  York 
City,  died  on  August  24  at  the  age  of  seventy- 
three.  Dr.  McNally  graduated  in  1924  from 
the  Queens  University  Faculty  of  Medicine, 
Ontario.  He  was  an  emeritus  professor  of 
otolaryngology  and  consulting  otolaryngologist 
at  New  York  Polyclinic  Hospital,  director  of 
otolaryngology  at  Midtown  Hospital,  and  a 
consulting  otolaryngologist  at  the  New  York 
Foundling  Hospital.  Dr.  McNally  was  a Dip- 
lomate of  the  American  Board  of  Otolaryngology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Amer- 
ican Laryngological,  Rhinological  and  Otological 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Solomon  J.  Miller,  M.D.,  of  Brooklyn,  died 
on  October  16  at  his  home  at  the  age  of  sixty- 
four.  Dr.  Miller  graduated  in  1925  from  Long 
Island  College  Hospital.  He  was  an  assistant 
attending  physician  at  Maimonides  Hospital  of 
Brooklyn  and  an  associate  attending  physician 
at  Williamsburgh  General  Hospital.  Dr.  Miller 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Julius  Leon  Rogoff,  M.D.,  of  New  York 
City,  died  on  October  11  at  Doctors  Hospital 
at  the  age  of  sixty.  Dr.  Rogoff  graduated 
in  1931  from  Cornell  University  Medical 
College.  He  was  an  associate  attending  phy- 
sician at  Bellevue  Hospital.  Dr.  Rogoff  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


William  C.  Stolworthy,  M.D.,  of  Forest 
Hills,  died  on  July  17  at  the  age  of  eighty- 
five.  Dr.  Stolworthy  graduated  in  1903  from 
New  York  Medical  College. 

Byron  Stookey,  M.D.,  of  New  York  City> 
died  on  October  20  at  the  age  of  seventy-nine. 
Dr.  Stookey  graduated  in  1913  from  Harvard 
Medical  School.  He  was  a consulting  neuro- 
surgeon at  Presbyterian  and  St.  Francis  (Pough- 
keepsie) Hospitals  and  before  his  retirement  in 
1952  was  a professor  of  neurosurgery  at  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. He  was  the  author  of  papers  and  books 
on  neurosurgery  as  well  as  the  author  of  “A 
History  of  Colonial  Medical  Education  in  the 
Provinces  of  New  York,  and  Its  Subsequent 
Development  (1767-1830)”  which  was  pub- 
lished in  1962.  Dr.  Stookey  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  American  Neurological  Association,  the 
American  Surgical  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  Neurological  Society, 
the  New  York  Society  of  Neurosurgery,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  R.  Svetkey,  M.D.,  of  New  York 
City  and  Scarsdale,  died  on  October  21,  while  at 
the  West  Side  branch  of  the  Young  Men’s 
Christian  Association,  at  the  age  of  forty-four. 
Dr.  Svetkey  graduated  in  1947  from  Chicago 
Medical  College.  He  was  an  associate  attend- 
ing surgeon  and  president  of  the  junior  medical 
board  at  the  Hospital  for  Joint  Diseases.  He 
served  as  a captain  in  the  Army  in  the  Korean 
war  and  received  the  Bronze  Star.  Dr.  Svetkey 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Max  Taschman,  M.D.,  of  New  York  City, 
died  on  October  3 at  Wheaton,  Maryland,  at  the 
age  of  eighty-six.  Dr.  Taschman  graduated  in 
1904  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
physician  at  Sydenham  Hospital.  Dr.  T aschman 
was  a Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  American 
Thoracic  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Edmund  C.  Wallner,  M.D.,  of  Troy,  died  on 
September  1 at  St.  Mary’s  Hospital  at  the  age 
of  seventy-eight.  Dr.  Wallner  received  his 
medical  degree  from  the  University  of  Budapest 
in  1912.  He  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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161st 


Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 


February  12-16,  1967 


at  the 

Americana  of  New  York 

New  York  City 


Highlights  • • • General  Sessions:  Chemotherapy  of  Cancer  from  the  Practitioner's  View- 
point; Recent  Advances  in  the  Diagnosis  and  Treatment  of  Liver  Disorders  and  Kidney  Disorders; 
Medical  Care  of  Viet  Nam  and  other  Afro-Asian  Area  Veterans. 


• 23  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 

Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Smericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y„  N.  Y.  10019 


TELETYPE  212-640-4894 

Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 


TELEPHONE  (212)  LT1-1000 
PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 


SINGLE  BEDROOM 


□ $15.00 

□ $19.00 

□ $16.00 
□ $20.00 

□ $17.00 

□ $22.00 

□ $14.00 

□ $18.00 
□ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO 

□ $16.00 

□ $18.00 

□ $19.00 

□ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO 

□ $18.00 
□ $23.00 

□ $20.00 
□ $24.00 

□ $21.00 
□ $26.00 

□ $22.00 
□ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & U P 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


THIS  FORM  SHOULD  BE  RECEIVED  BY  NOTE:  If  a room  at  the  rate  requested  is  not  available, 

HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION  reservation  will  be  made  at  the  nearest  rate  possible. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


February  12-16,  1967 


Medical  Meetings 


Downstate  to  hold  lecture 

Max  A.  Goldzieher,  M.D.,  consultant  in 
medicine  to  Goldwater  Memorial  Hospital  in 
New  York  City  will  speak  on  “Hormonal 
Aspects  of  Dermatology”  December  2 from  10:00 
to  11:00  a.m.  at  the  “F”  Building  classroom, 
Kings  County  Hospital  Center,  Brooklyn,  New 
York  11203.  The  lecture  is  being  held  under 
the  auspices  of  the  division  of  dermatology  of 
the  Department  of  Medicine  at  Downstate 
Medical  Center. 

Lecturer  to  discuss  childhood  depression 

“The  Depressions  in  Childhood  and  Adoles- 
cence” will  be  the  topic  discussed  by  Martin 
Symonds,  M.D.,  New  York  City,  in  a lecture 
sponsored  by  the  Association  for  the  Advance- 
ment of  Psychoanalysis.  Dr.  Symonds,  who  is 
a lecturer  at  the  American  Institute  for  Psycho- 
analysis, will  speak  December  14  at  8:30  p.m. 
in  the  New  York  Academy  of  Medicine,  Fifth 
Avenue  and  103rd  Street,  New  York,  New  York. 
He  will  explore  the  genesis  of  depression  in 
childhood  and  adolescence  and,  through  the 
use  of  clinical  example,  demonstrate  how  to 
recognize  the  various  forms  of  depression  so 
that  effective  treatment  can  be  instituted. 

Discussants  will  be  John  L.  Schimel,  M.D., 
associate  director  and  director  of  clinical  service, 
William  Alanson  White  Institute  of  Psychiatry, 
Psychoanalysis  and  Psychology,  New  York 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Chronic  myelogenous  leukemia 


Among  CML  (chronic  myelogenous  leukemia) 
patients,  those  who  lack  a chromosomal  abnor- 
mality considered  characteristic  of  the  disease 
respond  less  well  to  drug  treatment  and  die 
sooner  than  those  with  the  abnormality. 

Findings  such  as  these  from  a National  In- 
stitutes of  Health  study  of  differences  between 
CML  patients  with  and  without  the  minute  Ph' 
(Philadelphia)  chromosome  suggest  to  the  scien- 
tists involved  that  Ph ’-negative  CML  should  be 
considered  a distinct  clinical  entity. 

In  their  investigation  of  73  CML  patients, 
J.  H.  Tjio,  M.D.,  Paul  P.  Carbone,  M.D., 
Jacqueline  Whang,  M.D.,  and  Emil  Frei,  M.D., 
writing  in  a recent  issue  of  the  Journal  of  the 


City,  and  Paul  Lussheimer,  M.D.,  consultant, 
Karen  Horney  Clinic,  New  York  City. 


College  of  Cardiology  plans  meeting 

The  American  College  of  Cardiology  will 
hold  its  16th  Annual  Session  February  15 
through  19,  1967,  at  the  Washington  Hilton 
Hotel  in  Washington,  D.C.  Highlights  of  the 
session  will  include  a panel  discussion  on  con- 
troversies in  cardiology  and  a symposium  on 
space  medicine.  The  panel  on  controversies 
will  present  opposing  views  on  such  topical 
subjects  as  revascularization  of  the  heart, 
prophylactic  digitalization,  long-acting  nitrites, 
and  polarizing  solutions.  The  space  medicine 
symposium  will  focus  on  cardiovascular  prob- 
lems affecting  both  astronauts  and  aquanauts, 
and  there  will  be  presentations  by  scientists  on 
the  effects  of  prolonged  deep  sea  and  outer  space 
travel  on  the  heart  and  blood  vessels. 

Other  scientific  features  will  include  individ- 
ual participations  in  demonstrations  of  electro- 
cardiographic and  computer  diagnoses  of  heart 
disease.  The  College  will  present  its  annual 
Young  Investigators’  Awards  totaling  more 
than  $2,000  during  the  meeting  to  outstanding 
young  cardiologists  who  present  their  research 
papers  there. 

For  further  information  contact  William  D. 
Nelligan,  Executive  Director,  American  College 
of  Cardiology,  9650  Rockville  Pike,  Washington, 
D.C. 20014. 


National  Cancer  Institute,  found  that  13  did  not 
have  the  chromosomal  abnormality  as  revealed 
by  bone  marrow  and  blood  studies.  The  me- 
dian survival  time  of  eighteen  months  for  these 
patients  compared  unfavorably  to  that  of  forty- 
five  months  for  those  who  were  Ph ’-positive. 
The  group  of  negative  patients  included  a larger 
proportion  of  females  and  of  children  under 
seven  years.  In  addition,  white  blood  cell  and 
platelet  counts  were  lower  in  the  negative  pa- 
tients than  in  the  positive  ones. 

With  few  exceptions,  the  Ph1  chromosome  has 
been  found  only  in  patients  with  CML.  It  is 
the  only  chromosomal  abnormality  known  to  be 
related  to  a specific  type  of  cancer  in  man  and 
has  been  reported  present  in  56  to  100  per  cent  of 
patients  in  various  groups  studied.  The  Ph1 
chromosome  has  been  observed  during  all  phases 
of  the  disease  and  is  unaffected  by  treatment. 
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Index  to  Advertised  Products 


Analgesics 

Aspirin  (Bayer  Company) 3004 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 2986-2987 

Antibiotics 

Declomycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 4th  cover 

Omnipen  (Wyeth  Laboratories) 2990-2991 

Anticongestants 

Tussagesic  (Dorsey  Laboratories) 2997 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 2985 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 2979 


Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company,  Inc.)..  2989 


POWDER  OF  ELEGANCE 

Soothing  • Cleansing 
Deodorizing 
Non-irritating 

The  feminine  hygiene  that  appeals. 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton,  Mass.  02780 


GIVE  TO 

CONQUER  CANCER 


Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 2981 

Beverages 

Coca-Cola  (Coca-Cola  Company) 3084 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Hycomine  (Endo  Laboratories) 2983 

Diagnostic  aids 

Labstix  (Ames  Company,  Inc.) 3rd  cover 

Diuretics 

Naturetin  (E.  R.  Squibb  & Sons) 2994-2995 

Hormones 

Ovulen  (G.  D.  Searle  & Company) 3003 


Hall-Brooke  Hospital  Foundation,  Inc. 

HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders 
within  a Therapeutic  Community 

Accredited  by:  The  Joint  Commission  on 
Accreditation  of  Hospitals  and  The  American 
Psychiatric  Association,  Medicare 

Albert  M.  Moss,  M.D.  Leo  H.  Berman.  M.O. 

Medical  Director  Clinical  Director 

Elisabeth  Solomon 
Executive  Director 


Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Company,  Inc.) 2996 


Multivitamins 

Chocks  Multivitamins  plus  Iron 
(Miles  Laboratories) 2974-2975 

Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 2977 

Steroid-antiinflammatory 

Depo-Medrol  (Upjohn  Company) 2973 

Tranquilizers 

Prolixin  (E.  R.  Squibb  & Sons) 3077 

Vaginal  douches 

Irrigol  (Alkalol  Company) 3081 


Vitamin-tonics 

Neobon  (J.  B.  Roerig  & Company) 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Waiter  A ' D TOR f A'P'A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-31  55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


2981 
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ASSOCIATE  MEDICAL 


DIRECTOR 


Chas.  Pfizer  & Co.,  Inc.,  seeks  a physician  who 
has  had  at  least  2 years  of  private  practice  for 
administrative  responsibilities  within  one  of  its 
marketing  divisions.  For  the  individual  desiring 
the  challenge  of  a keenly  competitive  environment 
offering  broad  exposure  to  medicine  and  market- 
ing, the  intellectually  stimulating  advisory  activi- 
ties of  this  position  provide  manifold  outlets  for 
the  application  of  technical  training.  Responsibil- 
ities include  sales  training,  physicians’  corre- 
spondence, the  design  and  implementation  of  clini- 
cal evaluations,  and  the  review  of  advertising  from 
a medical  standpoint.  This  position  will  require 
travel  from  New  York  City  approximating  15%  of 
working  time.  Naturally,  professional  affiliations 
are  encouraged. 

Individuals  interested  in  an  endeavor  involving  re- 
sponsibilities in  medicine  and  administration  should 
send  a curriculum  vitae  or  letter  listing  qualificationsto: 

H.  F,  WHITE 

CHAS.  PFIZER  & CO.,  INC. 

235  East  42nd.  St.,  New  York,  N.  Y.  10017 

An  Equal  Opportunity  Employer 


PHYSICIANS  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  ELIG- 
ible,  MargaretviUe,  N.Y.  Hospital  fully  accreditated. 
Four  season  recreation  area  in  Catskill  Mountains.  Good 
social  and  educational  facilities.  Some  general  practice 
until  established.  Replacement  building  program  in- 
itiated. Guaranteed  income.  Apply:  W.  B.  Sheldon, 

Administrator,  MargaretviUe  Hospital,  MargaretviUe, 
N.Y. 


PHYSICIANS  WANTED— CONT’D 


OB-GYN  MAN  TO  JOIN  TWO  ESTABLISHED  OB- 
stetricians  in  western  New  York  medical  school  city. 
Must  have  service  obligation  completed,  and  Boards  or 
obtaining  same.  Position  available  immediately.  Box 
478,  % NYSJM. 


LEAVING  FOR  RESIDENCY  JULY  1967.  NEED  G.P. 
or  generalist  to  take  over  active  practice  near  Rochester. 
Modern,  well-equipped  office  buUding.  Budding  or 
equipment  may  be  rented  or  purchased.  Hospital  nearby. 
Box  476,  % NYSJM. 


DOCTORS  NEEDED:  JOIN  NEW  GROUP  PRACTICE 
being  established  in  luxury  professional  office  in  New  York 
City.  Reduce  costs  by  sharing  expenses.  Openings  for 
aU  specialties,  as  weU  as  G.P.’s.  (212)  KI  9-9500. 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  for  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480,  % NYSJM. 


FULL  OR  PART  TIME  FAMILY  PHYSICIAN  WANTED 
to  work  with  medical  group  in  field  of  internal  medicine 
in  downtown  Manhattan  area.  Salary  dependent  upon 
time  and  quaUfications.  Interested  parties  should  send 
resume  to  Box  488,  % NYSJM. 


RESIDENT  REQUIRED  FOR  150-BED,  PRIVATE 
hospital;  60-hour  week,  Monday  thru  Friday,  8 a.m.- 
8 p.m.;  $18,000  per  year.  Parsons  Hospital,  Flushing, 
N.Y.  Tel:  (212)  353-7100. 


INTERNAL  MEDICINE:  ASSOCIATE  WITH  GI 

training  wanted  by  Board  internist  in  Far  Rockaway. 
Must  have  military  service  completed.  D.  T.  Beer,  M.D., 
GR  1-7010. 


PSYCHIATRIC  RESIDENCIES  AND  STAFF  Posi- 
tions: Fully  approved  three  year  residencies  in  psychiatry. 

University  training.  Attractive  housing.  ECFMG  re- 
quired first  year,  a state  license  for  second  and  third  years. 
Stipend:  $9,000  to  $11,000.  Also  limited  number  of  staff 
positions.  Starting  salaries:  Psychiatrist  $15,123  to 

$19,916;  physicians  $8,936  to  $19,916.  ECFMG  certifica- 
tion sufficient.  Write:  Harry  H.  Brunt,  Jr.,  M.D.,  Med- 

ical Director,  Ancora  State  Hospital,  Hammonton,  New 
Jersey. 


RESIDENTS  IN  PSYCHIATRY:  OPENING  FOR 

January  1,  1967  and  July  1,  1967.  Stipend  $11,400  for 
physicians  just  completing  internship.  Federal  stipend 
available  to  physicians  with  4 years  non-psychiatric 
training  or  experience  following  internship  amounting  to 
$12,000  annually  with  an  extra  $3,600  tax  exemption. 
Graduates  of  American  schools  must  be  eligible  for  Iowa 
Licensure.  Foreign  graduates  must  have  ECFWG 
certificate.  Hospital  has  450  in-patients,  large  out- 
patient dept..  Children’s  Unit  with  Board  certified  child 
psychiatrist.  Eclectic  program  with  emphasis  on  com- 
munity and  existential  psychiatry.  Thirteen  senior 
staff  members  including  ten  Board  certified.  Numerous 
consultants.  Authorized  for  12  residents.  Affiliation  with 
University  of  Iowa.  Enthusiastic  and  dynamic  training 
and  treatment  programs  that  are  best  understood  by  a 
personal  visit.  Write  or  call  collect:  W.  C.  Brinegar,  M.D., 
Supt.,  or  John  J.  Worthington,  M.D.,  Mental  Health 
Institute,  Cherokee,  Iowa. 


WANTED:  GENERAL  PRACTITIONER  FOR  IN- 

corporated  village,  northern  New  York.  Dairying  and 
paper  manufacturing  center.  Near  accredited  hospital. 
Good  fishing,  hunting  and  ski  area.  Box  448,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE. 
Position  open  as  associate  in  busy  department  in  275 
bed  general  hospital,  upstate  New  York.  Renumeration 
on  percentage  basis;  approximately  20,000  diagnostic 
cases  per  year.  Box  477,  % NYSJM. 


COMPETENT  E.N.T.  ASSOCIATE  WANTED;  EARLY 
partnership.  Unusual  opportunity.  New  York  City 
vicinity.  Box  490,  % NYSJM. 


UNIQUE  OPPORTUNITY.  CONTRACT  GUARAN- 
teed,  Rockland  County,  20  min.  N.Y.C.  Refined  med. 
bldg,  adjoining  shopping  centers.  $40,000  gross  for 
pediatrician,  psychiatrist;  other  specialties  considered. 
8 hr.  day,  5 day  week,  11  month  year.  Box  487,  % 
NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 
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POSITIONS  WANTED— CONT’D 
— 


EXPERIENCED  PEDIATRICIAN,  AGE  46,  WITH 
Boards,  is  interested  in  participating  in  a group,  preferably 
in  N.Y.  State  area  with  good  schools  and  recreational 
facilities.  Box  489,  % NYJSM. 


RADIOLOGIST,  BOARD  CERTIFIEDr  DIAGNOSIS  & 
therapy,  is  looking  for  part-time  position  or  association 
with  hospital,  clinic  or  medical  group.  Broad  experience, 
including  vascular  radiology.  Box  491,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


ACTIVE  PRACTICE  AVAILABLE  FOR  PHYSICIAN 
desiring  to  settle  in  attractive  suburban  setting  near 
Rochester.  Progressive  community  with  fine  schools  and 
lovely  homes.  Write  BULLETIN,  1441  East  Ave., 
Rochester,  N.Y.  14610. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS" 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bids,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


LONG  ISLAND,  SOUTH  SHORE,  CENTER  OF  TOWN 
near  ocean.  8 room  equipped,  modern  office,  planned  for 

}2  doctors.  Attached  to  two  story,  furnished,  beautiful 
home,  garages.  Immediately  available  for  general  prac- 
tice or  specialty.  Retiring.  $15,000  cash,  rest  easy  terms. 
Tell  your  friends  about  this  terrific  opportunity.  Box 
458,  % NYSJM. 


URGENT  NEED  INTERNIST,  G.P.,  PEDIATRICIAN, 
Ob-Gyn  orthopedist,  proctologist.  Rapid  growth  area 
plus  deceased  beloved  internist-generalist-cardiologist’s 
(F.A.C.C.)  high  quality,  highly  lucrative  practice.  Beau- 
tiful rolling  hills,  excellent  schools,  recreational  facilities, 
50  miles  Thruway  N.Y.C.  Three  hospitals  radius  15 
miles.  Equipped  multi-room  office  wing  attached  to  ex- 
quisite old  home  (wide  pine  floors,  huge  fireplace,  dig- 
nified quality  construction,  one/two  family)  on  landscaped 
1 V2  acres,  plenty  parking.  Suitable  solo/group/medical 
center.  Wife  thoroughly  familiar  all  details,  will  introduce. 
$10,000  cash;  balance  terms  (purchase)  or  long-term  rental 
Box  486,  %HYSJM. 

FOR  SALE:  CORAL  GABLES  (MIAMI),  FLORIDA. 

Practice  of  internal  medicine  and  equipment.  Also  for 

>sale  or  lease  medical  building  with  3 tenant  doctors. 
Excellent  terms  on  practice,  and  owner  will  remain  for 
3 months  at  nominal  fee.  J.  Allen  Brown,  Realtor, 
Box  66,  Coral  Gables,  Florida. 


MISCELLANEOUS 


AN  INTENSIVE  PROGRAM  ON  AUSCULTATION  OF 
the  Heart,  Phonocardiography  and  Pulse  Tracings,  with 
special  emphasis  on  the  practical  clinical  applications,  is 
being  offered  by  the  Institute  for  Cardiovascular  Diseases 
at  Good  Samaritan  Hospital,  1033  East  McDowell  Road, 
Phoenix,  Arizona  85002  on  Thursday,  April  6th,  and 
Friday,  April  7th,  1967.  The  meetings  will  be  held  at  the 
Mountain  Shadows  Resort  in  Scottsdale,  Arizona.  Pro- 
gram Director,  Alberto  Benchimol,  M.D.  with  guest 
faculty  E.  Grey  Dimond,  M.D.,  Marvin  Dunn,  M.D., 
Merlin  K.  DuVal,  M.D.,  and  Mr.  Dean  Franklin.  This  is 
an  official  Post-Graduate  Course  of  the  American  College 
of  Cardiology.  The  Institute  for  Cardiovascular  Diseases 
faculty  consists  of  Alberto  Benchimol,  M.D.,  Lee  Ehrlich, 
M.D.,  and  Marian  Molthan,  M.D.  For  information 
about  this  program,  write  to  William  D.  Nelligan,  Execu- 
tive Director,  American  College  of  Cardiology,  9650  Rocke- 
ville,  Pike,  Washington,  D.C.  20015. 


— 

REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914J-454-0322 


PROFESSIONAL  APTS:  BRONX,  N.Y.  IDEAL  LOCA- 
tion.  Suites  of  3,  5.  8 rooms.  Private  street  entrance  in 
new  luxury  apt.  bldg.  Convenient  to  transportation. 
Prime  growing  area  can  be  set  up  for  private  practice, 
for  group  practice,  or  as  a clinic.  Attractive  rents.  (212) 
KI  9-9500. 


EXECUTIVES  ESTATE,  CONSISTING  OF  CHARMING 
home.  Top  condition.  3 acres  prime  property  located 
heart  of  fastest  growing  community  in  Northern  West- 
chester County.  Ideal  professional  office  location.  Space 
already  set  up  for  large  office.  Joseph  V.  Lauria,  1923 
Commerce  St.,  Yorktown,  New  York.  (914)-YO  2-3876. 


OFFICE  SUITE  AVAILABLE  IN  EXCLUSIVE,  PRES- 
tige  professional  building,  located  in  Smithtown,  N.Y., 
heart  of  rapidly  expanding  Suffolk  County.  Ideal  for 
medical  specialties.  Area  has  particular  need  for  a surgeon 
and  G.P.’s.  Building  within  2 miles  of  two  hospitals. 
Holland  Agency,  894  Jericho  Turnpike,  Smithtown,  N.Y. 
(516)  543-4000. 


FOR  RENT:  5 ROOMS  WITH  LARGE  FOYER  BEN- 
sonhurst,  Brooklyn.  Suitable  for  receptionist’s  office,  1 
street  entrance  and  2 back  entrances.  Willing  to  sell  com- 
plete set-up  with  modem  equipment  for  a reasonable  offer. 
Low  rental  with  lease  available.  Occupancy  Dec.  20,  1966. 
Call  BE  6-0019  Monday  through  Thursday,  6-8  evenings. 


EXCELLENT  LOCATION  FOR  DOCTOR,  WATSON 
Avenue.  2 family  brick,  5 & 5/  basement,  2 car  garage. 
$28,000.  Call  after  6:  SY  2-1678. 


FOR  RENT:  PROFESSIONAL  OFFICE  SPACE  ON 

lobby  floor  of  new  high  rise,  prestige  building.  Suitable 
for  combined  office  and  residence  or  for  group.  2,000 
sq.  ft.  Will  alter  to  suit  all  or  part.  2 private  entrances. 
Carlyle  Towers,  512  Bloomfield  Ave.,  Caldwell,  N.J. 
Phone:  (201)  228-4227. 


86  STREET,  210  EAST:  NEW  BUILDING.  PROFES- 
sional  units  available  on  Medical  floor.  Prime  area. 
Major  hospitals  minutes  away.  Rentals  include  parti- 
tions to  suit,  central  air-conditioning  & full  installation. 
For  particulars  & free  office  layouts  contact:  Edward 

Weiss,  Julian  J.  Studley,  Inc.,  342  Madison  Avenue,  NYC 
Phone  OX  7-7788 


BROOKHAVEN,  SUFFOLK  COUNTY,  LONG  ISLAND, 
four  room  suite  in  new  professional  building.  Ideal  loca- 
tion G.P.,  most  specialties.  Ample  parking,  air  condi- 
tioned, janitorial  services.  Call  Brookhaven  Centre, 
Inc.,  (516)  286-3360. 
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11:47  pm 


11:53  pm 


12:06  am 

The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  go 

better,! 

.with 


Coke 
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heartburn  and 
epigastric  pressure: 

The  somatic  Mask 
of  Psychic  Tension? 

Heartburn,  epigastric  pressure  or  fullness,  nausea  and  vomiting  are 
common  symptoms  of  chronic  gastritis.  "Vet  in  many  cases  they  may 
represent  “somatic  masks”  — psychophysiologic  equivalents  of  psychic 
tension. 

When  gastrointestinal  symptoms  stem  from  underlying  emotional  fac- 
tors, consider  Valium  (diazepam)  in  the  over-all  treatment  program. 
Valium  (diazepam)  usually  acts  rapidly  to  reduce  psychic  tension,  and 
to  relieve  stress-induced  “somatic”  symptoms  as  well.  Calmed  and  less 
tense,  the  patient  also  tends  to  sleep  better  and  cooperate  more  will- 
ingly with  the  physician. 

Neurotic  fatigue  — the  chronic  tiredness  resulting  from  emotional 
strain  which  often  accompanies  psychogenic  gastrointestinal  symp- 
toms—may  also  be  alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  frequently  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and  usually  does  not 
impair  mental  acuity  or  ability  to  function.  If  side  effects  such  as 
ataxia  or  drowsiness  occur,  they  usually  disappear  with  dosage  ad- 
justment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to 
5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or 
2 mg/day  initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive  disorders  or  glaucoma. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients,  and  should  not  be  em- 
ployed in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly  patients  (not  more 
than  1 mg,  one  or  two  times  daily)  to  preclude  ataxia  or  oversedation.  Advise  patients 
against  possibly  hazardous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent  use  with  other  psy- 
chotropic agents  is  not  recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal;  periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue,  drowsiness  and  ataxia.  Also 
reported:  mdd  nausea,  dizziness,  blurred  vision,  diplopia,  headache,  incontinence, 
slurred  speech,  tremor  and  skin  rash;  paradoxical  reactions  (excitement,  depression, 
stimulation,  sleep  disturbances,  hallucinations);  changes  in  EEG  patterns.  Abrupt 
cessation  after  prolonged  overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  convenience  and  economy 
in  prescribing. 

Valium;  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc.,  Nutley,  N.  J.  07110 
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A common  cold!  I thought  everything  was  a ‘virus’  these  days. 


Although  he’d  prefer  a more  exotic  name  for 
it,  you  know  he’s  suffering  from  an  ordinary, 
old  common  cold.  And,  he’s  congested.  He'll 
breathe  easier  when  you  prescribe  Nova- 
histine  LP. 

Two  long-acting  tablets  in  the  morning  and 
two  in  the  evening  will  provide  around-the- 
clock  relief  by  helping  to  keep  congested  air 
passages  clear,  thus  enabling  your  cold  pa- 
tient to  enjoy  normal  and  free  breathing.  This 
action  of  long-acting  Novahistine  LP  helps 
restore  normal  mucus  secretion  and  ciliary 
activity— physiologic  defenses  against  infec- 
tion of  the  respiratory  tract. 


Use  cautiously  in  individuals  with  severe  hy- 
pertension, diabetes  mellitus,  hyperthyroid- 
ism or  urinary  retention.  Tell  patients  who 
operate  machinery  or  motor  vehicles  that 
drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenyl- 
ephrine hydrochloride, 25  mg., and  chlorphen- 
iramine maleate,  4 mg. 


For  relief  of  nasal  congestion. 


PITMAN -MOORE 


Division  of  The  Dow  Chemical  Company,  Indianapolis 
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For  adolescents,  acne  is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.'  * 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
| tients— even  with  severe  forms  — 
I through  the  "acne  decade"  (12-22). 
■ Three  or  four  thorough  daily 
I*  washes  with  powerful,  antibacterial 
- pHisoHex  enhance  acne  regimens, 
i Results  help  restore  self-confidence, 
v pHisoHex  builds  a cumulative  bac- 

> teriostatic  film  of  hexachlorophene 
I to  protect  acne  skin  between  wash- 
f ings,  helps  check  the  “infection  fac- 

> tor.”  pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent,  I 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IVj 
oz..  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

•Kligman.  A.  M.,  in  Ludwig,  G.  D.,  and 
Elsom,  Katherine  O (Eds  ):  Am.  Pracl. 
13:200,  March,  1962. 

pHisoHex  and  pHisoAc.  trademarks  reg.  U.S  Pat.  Off*  . ' 

Wmthrop  Laboratories,  New  York,  N.Y.  10016 
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“‘Tranquilizer’  is  not  a good  word”’ 


//“THIS  classification  is  psychologi- 
I cal ly  too  seductive,  pharma- 
cologically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."2 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary3  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects, 
however,  can  be  misleading.  The 
same  effects  by  which  the  dic- 
tionary defines  a tranquilizer  have 
sometimes  been  seen  after  ad- 
ministration of  a sedative  — or, 
for  that  matter,  a placebo. 
Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference4  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 
'Tranquilizers'  have  differences  in 
action,  differences  in  effect 
Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their  ac- 
tions — and  in  their  effects.  They 
have  been  divided  into  three  cat- 
egories — the  rauwolfia  group, 
the  'minor'  tranquilizers,  and  the 
phenothiazines.5 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.5 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calm- 
ing action,  anticholinergic  seda- 
tives, or  antispasmodics.5 
The  phenothiazines  are  consid- 
ered 'major'  tranquilizers  because 
they  alter  psychotic  behavior.1 
This  classification  may  have  done 
them  more  harm  than  good  be- 
cause it  implies  that  the  pheno- 
thiazines should  be  reserved  for 
the  more  severely  disturbed.  This 
is  not  ncessarily  true. 


The  phenothiazines  — and 
the  problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambula- 
tory patients  has  been  the  fear 
that  excessive  sedation  will  im- 
pair the  patient's  ability  to  func- 
tion. This,  however,  is  less  of  a 
problem  with  some  of  the  pheno- 
thiazines. 

"Clinically  they  may  be  differen- 
tiated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to 
be  inversely  proportional.  That  is, 
the  least  potent,  the  one  which 
is  used  in  highest  dosage,  chlor- 
promazine,  is  the  most  sedative, 
while  the  reverse  holds  true  for 
fluphenazine.''6 

In  a recent  report  on  various 
studies  conducted  over  several 
years  evaluating  360  patients 
treated  for  anxiety  and  stress  with 
seven  phenothiazines,  this  inverse 
relationship  of  potency  to  seda- 
tion was  confirmed.7  Also  under 
consideration  was  the  degree  to 
which  the  particular  phenothia- 
zines neutralized  anxiety  (the 
angolytic  index).  Interestingly 
enough  there  was,  again,  an  in- 
verse relationship.  The  most  seda- 
tive of  the  phenothiazines  ap- 
peared to  be  the  least  active  in 


Contraindications:  Do  not  use  with  high 
doses  of  hypnotics  or  in  patients  with 
subcortical  brain  damage.  Use  with  cau- 
tion in  patients  with  a history  of  convul- 
sive disorders.  Severe  reactions  may  occur 
in  patients  with  idiosyncrasy  to  other 
centrally-acting  drugs,  and  severe  hypo- 
tension may  occur  in  patients  with  spe- 
cial medical  disorders,  e.g.  mitral 
insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anes- 
thetics and  C.N.S.  depressants  may  be 
potentiated.  Hypotension  may  occur  in 
patients  undergoing  surgery.  Do  not  use 
epinephrine  for  treatment  of  the  hypoten- 
sive reactions  which  may  appear  in  pa- 
tients on  phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions, 
allergic  skin  reactions,  the  possibility  of 
anaphylaxis,  drowsiness,  visual  blurring, 
dizziness,  insomnia,  nausea,  anorexia, 
salivation,  edema,  perspiration,  dry 


neutralizing  anxiety.  Fluphena- 
zine, one  of  the  least  sedative,  on 
the  other  hand,  was  found  to  be 
most  effective  in  relieving  anxiety.7 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 


BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

‘adapted  from  Sainz' 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work 
without  their  normal  daily  activi- 
ties being  restricted. 

Because  of  its  longer  duration  of 
action,  Prolixin,  in  doses  of  as  lit- 
tle as  one  to  three  milligrams  in 
adults,  generally  taken  once  a day, 
is  effective  in  maintaining  many 
patients  free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hy- 
potension, and  jaundice  and  biliary  sta- 
sis may  occur.  Routine  blood  counts  are 
recommended  to  determine  possible 
blood  dyscrasias;  if  symptoms  of  upper 
respiratory  infection  occur,  discontinue 
drug  and  institute  appropriate  therapy. 
Available:  1 mg.  tablets.  Bottles  of  50 
and  500. 

For  full  prescribing  information,  see 
package  insert. 

References:  1.  Simpson,  G.M.:  Postgrad. 
Med.  39: 557,  1966.  2.  Freyhan,  F.A.:  Am. 
J.  Psychiat.  115:577,  1959.  3.  Dorland's 
Illustrated  Medical  Dictionary,  ed.  24, 
Philadelphia,  W.  B.  Saunders  Co.,  1965, 
p.  1603  . 4.  Physicians'  Desk  Reference, 
1966,  Oradell,  N.J.,  1965,  p.  310.  5. 
Cohen,  S.:  Northwest  Med.:  65:197,  1966. 
6.  Detre,  T.,  and  larecki,  H.:  Connecticut 
Med.  25:553,  1961.  7.  Sainz,  A.:  Psycho- 
somatics  5:167,  1964. 
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Simple,  precise  oral  medication  — minimizes  danger  of 
self-overmedication: 

Adults,  45  cc.  (3  tablespoonfuls)  before  breakfast,  at 
3 P.M.,  and  before  retiring.  After  two  days,  30  cc. 
(2  tablespoonfuls)  t.i.d.  Does  not  contain  epinephrine- 
like drugs;  alcoholic  content  is  non-grain,  hypo-aller- 
genic. May  be  contraindicated  in  peptic  ulcer  and  gout. 


When  the 

bronchitis— emphysema 
syndrome  is  complicated 
by  hypertension  or  heart 
disease- 

ORAL 

ELIXOPHYLLIN* 

Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 

. . . has  consistently  provided 
rapid,  sustained  bronchodilation,1 
without  the  hazards  of  epine- 
phrine-like  drugs. 

Used  in  recommended  t.i.d.  dosage  “(Elixo- 
phyllinj  . . . rapidly  produces  an  effective 
blood  level  comparable  to  that  produced  when 
the  drug  is  administered  intravenously.”2 
Such  serum  levels  have  been  correlated3  with 
a proven  significant  increase  in  pulmonary 
function.  By  maintaining  effective  broncho- 
dilation with  Elixophyllin,  the  incidence  of 
acute  attacks  may  be  reduced,  increasing 
damage  to  bronchial  tissue  arrested,  function- 
ing tissue  preserved,  and  progression  toward 
intractable  emphysema  retarded. 

Unusually  well  tolerated — Unlike  many 
available  compounds,  the  theophylline  in 
Elixophyllin  is  not  precipitated  in  the  pres- 
ence of  gastric  acid,  and  thereby  avoids  gas- 
tric irritation.  Moreover,  by  remaining  in 
solution,  Elixophyllin  is  carried  without  delay 
into  the  blood  stream  for  predictable  broncho- 
dilative  action. 


1.  Corroborated  by  40  published  studies. 

2.  Miller,  W.  F.:  Postgrad.  Med.  JJ:230-239  (Mar.)  1966. 

3.  Jackson,  R.  H.,  et  al.:  Dis.  Chest  45: 75-85  (Jan.)  1964. 
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Medical  Meetings 


Course  to  survey  psychiatry 
for  general  practitioner 

The  Kings  County  chapter  of  the  Academy 
of  General  Practice,  with  the  cooperation  of  the 
Brooklyn  Project  for  the  Psychiatric  Education 
of  the  Non-Psychiatrist,  is  offering  a course 
entitled  The  Fundamentals  of  Psychiatry  for 
the  Medical  Practitioner.  This  is  a continua- 
tion of  the  series  of  How  and  Why  I Do  It, 
So  You  Can  Do  It  courses  for  general  practi- 
tioners. The  course  will  consist  of  six  lectures 
to  be  given  on  Thursday  evenings  from  8:45 
to  10:15  p.m.  January  12  through  February 
16.  The  meeting  place  will  be  the  Basic 
Science  Building  of  the  Downstate  Medical 
Center  in  Brooklyn. 

The  course  is  accepted  for  9 accredited  hours 
by  the  American  Academy  of  General  Practice, 
and  advance  registration  is  necessary.  For 
further  information  contact:  Benjamin  J. 

Rosenthal,  M.D.,  Chairman,  Education  Com- 
mittee, 512  Lincoln  Road,  Brooklyn,  New  York 
11225. 

Colorado  schedules  midwinter  meeting 

The  Colox-ado  Winter  Clinics  will  be  held  at 
the  Brown  Palace  Hotel  in  Denver  February  28 

Material  for  inclusion  in  the  medical  meetings  section 
must  he  received  six  weeks  prior  to  publication  date. 


Respiratory  tract  infection 
cause  of  infant  "cot  deaths" 

A high  proportion  of  infant  “cot  deaths”  are 
due  to  a fulminating  infection  of  the  lower  re- 
spiratory tract,  according  to  J.  M.  Johnstone, 
M.D.,  and  H.  S.  Lawy,  M.D.,  writing  in  a recent 
issue  of  the  British  Medical  Journal.  Bacteri- 
ologic  studies  of  55  infants  with  unexplained 
deaths  revealed  that  67  per  cent  harbored  patho- 
gens in  the  lower  respiratory  tract.  In  only  4 
patients  were  no  organisms  isolated,  and  in  3 of 
these,  antibiotics  had  been  administered  before 
death.  Fourteen  infants  exhibited  only  normal 
upper  respiratory  or  gastrointestinal  tract  flora. 

The  pneumococcus,  alone  or  in  combination, 
was  the  most  common  pathogenic  organism 
isolated,  Klebsiella  pneumoniae  and  Staphylo- 


through March  3.  Scientific  programs  are 
planned  each  afternoon.  Programs  for  each 
day  will  be  as  follows:  February  28 — In- 

trauterine Transfusion  and  the  Fetus;  March 
1 — Surgery  of  the  Heart;  March  2 — The  Air- 
way; and  March  3 — Hypertension.  Specialty 
meetings  will  be  held  in  the  evenings. 

Registration  fee  is  $10.  Additional  details 
may  be  obtained  by  writing:  Colorado  Medical 

Society,  1809  East  18th  Avenue,  Denver, 
Colorado  80218. 

Conference  to  discuss  eye  and  ear  diseases 

The  annual  New  York  Eye  and  Ear  In- 
firmary Clinical  Conference  will  be  held  on 
April  10  and  11  in  the  Biltmore  Hotel  in  New 
York  City.  The  ophthalmology  program  will 
consist  of  the  presentation  of  papers,  courses, 
surgical  films,  and  scientific  exhibits.  Courses 
will  be  offered  in  applanation  tonometry, 
tonography,  gonioscopy,  pediatric  ophthal- 
mology, management  of  ocular  trauma,  in- 
direct ophthalmoscopy,  ophthalmic  pathology, 
and  cryosurgery. 

All  interested  ophthalmologists  and  oto- 
laryngologists are  invited  to  attend  this  meet- 
ing. For  further  information  contact:  Jane 

Stark,  Registrar,  New  York  Eye  and  Ear 
Infirmary,  218  Second  Avenue,  New  York, 
New  York  10003. 


coccus  pyogenes  following  in  frequency. 

Postmortem  examination  usually  revealed  a 
well-nourished  and  often  overweight  infant  with 
pallor  of  the  face  and  about  the  mouth.  Occa- 
sionally there  was  a frothy  white  material 
around  the  nares.  Petechiae  and  hemorrhages 
were  almost  invariably  present  in  the  thymus, 
pleurae,  pericardium,  and  endocardium.  Lungs 
were  congested  with  areas  of  partial  or  extensive 
collapse.  Moderate  enlargement  of  the  mesen- 
teric lymph  nodes  was  common. 

Infant  deaths  of  this  type  usually  occur  in  the 
winter  and  seem  to  coincide  with  local  outbreaks 
of  respiratory  tract  infection.  When  symptoms 
appear,  they  are  usually  minor  and  mostly  of  an 
upper  respiratory  tract  type.  Coryza  is  gener- 
ally seen  at  some  time  during  the  illness.  Cry- 
ing, vomiting,  and  diarrhea  are  sometimes  en- 
countered, and  feeding  difficulties  and  pyrexia 
are  occasionally  noted. 
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after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B$  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule  daily, 
for  the  treatment  of  vitamin  deficiencies.  Sup- 
plied in  decorative  “reminder”  jars  of  30  and 
100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York  (ii^jQpji 
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for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
tends  to  run  especially  low  in  the  later  years.  For  elderly 
patients,  such  events  as  death  of  a spouse,  decline  in 
physical  health,  change  of  environment,  or  loss  of 
financial  security  may  come  as  overwhelming  burdens. 
When  your  geriatric  patient  responds  to  such  problems 
with  anxiety,  you  can  counteract  the  emotional  distress 
promptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
because,  with  its  outstanding  safety  record,  there  is 
usually  no  need  to  lower  the  dosage  as  is  the  case  with 


many  other  tranquilizers;  the  suggested  optimal  dos 
age  for  geriatric  patients  is  60  mg.,  q.i.d.  Atarax  can  be 
used  concomitantly  with  many  other  drugs,  including 
digitalis;  and  it  is  helpful  in  relieving  nervousness  asso 
ciated  with  many  organic  diseases  common  to  old  age 
The  variety  of  dosage  forms  permits  flexibility  of  adj 
ministration  to  suit  convenience,  patient  preference,  01 
special  requirements. I 

RoeriBeC®  (B  complex  plus  500  mg.  C) 
in  medical  surgical  after-care  you  can't  overstress  it 

Resistance  — Recovery  — RoeriBeC 


optimal  dosage/optimal  results 
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J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc.  d 
Science  for  the  World's  Well-Being 
New  York,  New  York  10017 
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Medical  News 


Precautions  and  adverse  reactions:  The  transitory  drowsiness  which 
may  occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 
in  a few  days  with  continued  therapy,  or  is  correctable  by  dosage 
reduction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity,  including  rare  instances  of  tremor  and 
convulsions,  has  been  reported,  usually  on  higher  than  recom- 
mended dosage  Hydroxyzine  HCI  may  potentiate  barbiturates, 
narcotics  such  as  meperidine,  and  other  CNS  depressants.  In  con- 
junctive use,  dosage  for  these  drugs  should  be  decreased  as. much 
as  50%.  Because  drowsiness  may  occur,  patients  should  be  cau- 
tioned against  driving  a car  or  operating  dangerous  machinery. 
Parenteral  Solution  Precautions  and  contraindications:  This  dos- 
age form  is  intended  only  for  I.M.  or  I.V.  administration  and 
should  not,  under  any  circumstances,  be  injected  subcutaneously 
or  intra-arterially.  When  the  usual  precautions  for  I.M.  injection 
have  been  followed,  reports  of  soft  tissue  reactions  have  been 
rare.  When  used  intravenously,  if  given  undiluted,  minimal  amounts 
of  hemolysis  (2-3  grams  of  liberated  hemoglobin)  will  occur.  If 
diluted  with  50  cc.  of  normal  saline  and  given  during  a period  of 
four  minutes  or  more,  this  phenomenon  does  not  occur.  Due  to  the 
above,  and  infrequent  phlebitis,  the  rate  of  injection  must  not 
exceed  25  mg.  per  minute.  A single  I.V.  administration  in  excess  of 
100  mg.  is  not  recommended.  Particular  care  should  be  used  to 
insure  injection  only  into  intact  veins;  a few  instances  of  digital 
gangrene  occurring  distal  to  the  injection  site  have  been  attributed 
to  inadvertent  intra-arterial  injection  or  periarterial  extravasa- 
tion, both  of  which  should  be  avoided.  Use  in  Pregnancy:  When 
administered  to  rats  at  high  dosage,  hydroxyzine  induced  fetal 
abnormalities.  Until  human  clinical  data  are  available  adequate 
to  establish  safety  in  early  pregnancy,  hydroxyzine  is  contraindi- 
cated in  early  pregnancy. 


New  York  City  physicians  to  help 
in  study  of  mental  retardation 

A Committee  on  Mental  Retardation  has 
been  formed  in  New  York  City  by  Mayor 
John  V.  Lindsay.  Purpose  of  the  committee 
is  “to  develop  a complete  range  of  essential 
programs  in  each  of  the  five  boroughs.”  Staff- 
ing the  committee  are  clinicians,  educators, 
city  officials,  and  laymen  who  will  recommend 
methods  of  expanding  and  improving  services 
for  the  retarded.  The  physicians’  subcom- 
mittee includes  Sidney  Carter,  M.D.,  Ralph 
Colvin,  M.D.,  Harry  Gordon,  M.D.,  Lawrence 
Taft,  M.D.,  and  Samuel  Wortis,  M.D.  There 
also  will  be  an  educators’,  a government,  and 
a citizens’  subcommittee. 

Personalities 

Elected.  As  officers  of  the  American  As- 
sociation of  Ophthalmology  at  its  annual  meet- 
ing in  Chicago:  Bernard  Kronenberg,  M.D., 

New  York  City,  to  the  Board  of  Trustees; 
and  Ralph  H.  Landers,  M.D.,  Binghamton, 
as  vice-chairman  of  the  House  of  Delegates. 

Appointed.  James  A.  Brussel,  M.D.,  New 
York  City,  assistant  commissioner  of  the  State 
of  New  York  Department  of  Mental  Hygiene 
in  charge  of  New  York  City  services,  as  director 
of  the  Department’s  Bureau  of  Historical  Re- 
search. Dr.  Brussel  has  been  assigned  to 
gather  historical  data  and  artifacts  dealing  with 
State  care  of  the  mentally  disordered,  and  from 
this  he  will  compile  a comprehensive  history 
of  the  State’s  endeavors  in  the  field  of  mental 
health.  . . . John  A.  Olivet,  M.D.,  as  medical 
director  of  Benedictine  Hospital  in  Kingston. 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


“Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 

“Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 

Arnold,  E.  T„  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 

“A  steroid-nutritional 
compound  ( Mediatric ) was  used 
in  100  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


McNeill,  A.  J.:  Clin.  Med.  <5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 

Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes. ..mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine) , 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  "mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate 8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK,  N.Y.  10017  • Montreal,  Canada 
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Month  in  Washington 


High  on  the  list  of  health  legislation  to  be  con- 
sidered by  the  new  Congress  convening  Jan- 
uary 10  are  proposals  to  amend  both  the  Medi- 
care and  Medicaid  programs.  Proposed  Medi- 
care amendments  would  extend  the  program  to 
the  disabled,  include  podiatrists’  services,  add 
outpatient  drugs  to  Plan  B,  and  authorize  that 
billing  for  services  of  hospital-based  physician 
specialists  be  put  back  under  hospitals.  Senator 
Russell  B.  Long  (Democrat,  Louisiana),  chair- 
man of  the  Senate  Finance  Committee  which 
handles  Medicare  and  Medicaid  legislation,  is 
pushing  a proposal  designed  to  get  physicians 
to  prescribe  drugs  by  generic  terms  for  patients 
under  Federally-aided  medical  programs.  Such 
an  amendment  died  in  a conference  committee 
in  the  final  days  of  the  last  Congress. 

Amendments  to  limit  Federal  expenditures 
under  Medicaid  (Title  XIX)  are  expected  to 
get  early  consideration  by  the  House  Ways  and 
Means  Committee.  The  committee  reached 
agreement  on  such  legislation  shortly  before 
adjournment  last  year,  but  it  was  too  late  to  get 
it  through  Congress. 

* * * 

One  of  the  final  pieces  of  legislation  passed  by 
Congress  in  1966  authorizes  liberalization  of  the 
Keogh  Law  under  which  physicians  get  a tax 
break  for  savings  put  in  qualified  pension  plans. 
The  full  amount  of  the  $2,500  annual  maximum 
was  made  tax  deductible.  Only  half  of  the 
amount  was  tax  deductible  under  the  original 
law.  Other  health  legislation  approved  by 
Congress  in  1966  includes  the  following. 

Group  practice — authorization  of  Federal 
mortgage  guarantees  for  construction  of  non- 
profit group  practice  facilities. 

Health  services — authorization  for  the  Office 
of  Economic  Opportunity  (antipoverty)  to 
make  grants  for  comprehensive  health  services 
programs,  including  birth  control  programs. 

Public  health — (1)  authorization  for  a $145 
million,  one-year  extension  of  U.S.  Public 
Health  Service  programs,  including  $125  million 
for  project  grants  for  categorical  programs 
(States  and  the  P.H.S.  are  given  greater  flexi- 
bility in  spending  the  money  among  the  various 
categories  and  in  including  other  public  health 
projects.);  (2)  extension  of  the  Federal-aid 
vaccination  program  for  three  years;  and  (3) 
provisions  for  family  health  services  for  mi- 
gratory workers. 

Air  pollution— authorization  for  a three-year, 
$186  million  extension  of  the  Federal  anti-air 
pollution  program  and  provision  for  broader 
authority  for  air  pollution  control  activities  by 
localities. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


Water  pollution — authorization  of  a $3.7 
billion,  four-year  program  for  cleaning  the 
nation’s  waterways,  including  initiation  of  a 
massive  program  for  combating  pollution  in 
major  water  basins. 

Child  care — prohibition  of  the  sale  of  toys 
containing  hazardous  substances  and  strength- 
ening existing  law  covering  household  hazardous 
substances.  (This  legislation  does  not  contain 
a disputed  provision  covering  children’s  aspirin 
and  other  drug  controls  in  the  original  legis- 
lation.) 

Narcotics — permission  for  addicts  charged 
with  nonviolent  crimes  to  choose  hospital  com- 
mitment instead  of  trial,  if  the  authorities  agree, 
and  for  addicts  to  be  sentenced  after  trial  to 
hospitals  for  rehabilitation. 

Packaging — requirement  that  over-the- 
counter  drugs  and  grocery  products  bear  labels 
clearly  showing  the  contents,  quantity,  and 
manufacturer. 

Mental  health — amendment  of  the  original 
law  to  provide  grants  to  assist  in  the  estab- 
lishment and  initial  operation  of  community 
mental  health  centers. 

Research  laboratory  animals — provision  for 
Federal  regulations  covering  transportation, 
purchase,  sale,  housing,  care,  handling,  and 
treatment  of  such  animals. 

Military  medicare — amendment  of  the  existing 
law  to  provide  for  outpatient  care  in  a phy- 
sician’s office  and  to  include  retired  reservists 
and  their  dependents. 

Allied  health  professions — authorization  of 
$105  million  for  a three-year  program  to  train 
more  medical  technicians,  therapists,  and  other 
allied  health  workers. 

The  Federal  government  has  launched  an 
extensive  program  to  control  and  prevent 
alcoholism.  As  initial  steps,  U.S.  Department 
of  Health,  Education,  and  Welfare  Director 
John  W.  Gardner  established  a National  Center 
for  the  Prevention  and  Control  of  Alcoholism 
and  appointed  an  18-member  National  Advisory 
Committee  on  Alcoholism.  In  announcing  the 
program,  Gardner  stated  its  two  major  aims: 
(1)  The  immediate  goal  is  to  make  the  best 
treatment  and  rehabilitation  services  available 
to  those  who  need  them  now,  through  both  the 
stimulation  of  existing  resources  and  the  de- 
velopment of  new  manpower  and  facilities; 
and  (2)  the  long-range  goal  is  to  develop  effec- 
tive, practical,  and  acceptable  methods  of 
preventing  alcoholism  and  excessive  drinking 
in  all  their  destructive  forms  and  to  develop 
improved  therapeutic  technics. 

Milton  Silverman,  special  assistant  to  the 
H.E.W.  assistant  secretary  for  health  and 

continued  on  page  3104 
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when  it  counts... 


Chloromycetin* 

(chloramphenicol) 

PARKE-DAVIS 

PARKE.  DAVIS  A COMPANY,  Detroit,  Michigan  48232 

Complete  information  for  usage 
available  to  physicians  upon  request. 


Vistarfl 

(HYDROXYZINE) 

tranquilizes 
without 
addiction 
or  drug 
dependency 

Clinical  Experience 

In  its  eight-year  record  of  experience  in  which 
over  one  billion  doses  have  been  prescribed, 
there  is  no  evidence  of  addiction  to  hydroxyzine. 

Clinical  Background 

In  over  500  published  studies  involving 
15,000  individual  cases,  neither  dependency  nor 
addiction  has  been  reported  with  hydroxyzine. 


Since  1849 
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Even  in  the  anxious, 
dependent, 
psychoneurotic . . . 

Four  hundred  and  fifty  patients,  most  of  them 
classified  as  functional  neurotics,  were  treated 
with  hydroxyzine  for  periods  of  five  months 
to  four  and  one-half  years.  Sustained  good-to- 
excellent  relief  from  symptoms  of  anxiety  and 
tension  was  attained  in  401  (89%)  of  the  series. 
“ Cumulative  effects,  habituation  or  addiction 
to  hydroxyzine  was  not  noted  during  the  entire 
period  of  this  study.” 

Shalowitz,  M.:  Int.  Rec.  Med.  f 74:357,  June,  1961. 


Even  in  the  classically 
dependent  alcoholic... 

Vistaril  (hydroxyzine)  was  evaluated  for  relief 
of  postalcoholic  syndrome  in  52  chronic  alcoholic 
outpatients  over  a period  of  two  to  four  weeks. 
Many  patients  received  partial  to  complete  relief 
of  psychomotor  agitation,  anxiety,  irritability, 
craving,  insomnia,  depression,  anorexia,  nausea  and 
tension.  “ No  evidence  of  toxicity  or  habituation 
was  noted.”  ‘‘No  difficulty  was  experienced 
in  discontinuing  medication.” 

Greenhouse,  H.  R.:  Med.  Times  91 : 1 069,  November,  1963. 

Of  326  alcoholics  treated  with  hydroxyzine  for  the 
postalcoholic  syndrome,  satisfactory  control  was 
achieved  in  276  (85%).  “As  is  not  the  case  with  other 
tranquilizers,  hydroxyzine  has  no  published  record  of 
causing  addiction  and  dependence  or  withdrawal 
Symptoms.  Goldman,  H.  I.:  Southwest.  Med.  42:276,  June,  1961. 

Even  in  the 

institutionalized  patient 
needing  long-term 
treatment... 

One  hundred  and  fifty-two  institutionalized 
female  patients  were  studied  on  long-term, 
high-dose  therapy. 

Even  at  high  dosages,  hydroxyzine 

“.  . . did  not  produce  cither  euphoria  or  depression.” 

Lapolla,  A.:  Clin.  Med.  8:1332,  July,  1961. 


No  other 
tranquilizer  is 


as  precise,  as 
uncomplicated 

"Vislari 

(HYDROXYZINE) 


Its  site 
of  action  is# 
the  seat  of  anxie 


turn  page  for  brief  summary... 


continued  from  page  3100 


BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  par- 
enteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse, 
rat,  and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses 
substantially  above  the  human  therapeutic  range.  Clinical 
data  in  human  beings  are  inadequate.  Until  adequate  data  are 
available,  to  establish  safety  in  early  pregnancy,  hydroxyzine 
is  contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of 
central  nervous  system  depressants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased,  as  much  as  50%. 
Because  drowsiness  may  occur,  patients  should  be  cautioned 
against  driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should  be  fol- 
lowed; soft-tissue  reactions  have  rarely  been  reported  when 
proper  technique  has  been  used.  On  reported  intravenous  in- 
jection a few  instances  of  digital  gangrene  have  occurred 
distal  to  the  injection  site,  considered  to  be  due  to  inadvertent 
intra-arterial  injection  or  possibly  periarterial  extravasation. 
Therefore,  particular  caution  should  be  observed  to  insure  in- 
jection only  into  intact  veins;  avoid  either  intra-arterial 
injection  or  extravasation.  Intravenous  administration  should 
be  accomplished  slowly,  no  faster  than  25  mg.  per  minute,  and 
not  to  exceed  100  mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity  has  been 
reported  in  some  hospitalized  patients  given  higher  than 
recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  mini- 
mal amounts  of  intravascular  hemolysis  occur  at  the  site  of 
injection.  Giving  the  maximum  recommended  intravenous 
dose  (100  mg.)  to  adults  results  in  immediate  transient 
hemolysis  with  the  liberation  of  a total  of  2-3  grams  of  hemo- 
globin, which,  in  some  individuals,  can  cause  small  amounts  of 
hemoglobinuria.  This  compares  with  the  normal  red  cell 
destruction  from  which  approximately  8 Gm.  of  hemoglobin 
are  liberated  every  24  hours.  If  the  hydroxyzine  is  diluted 
with  50  cc.  of  normal  saline  and  given  during  a period  of  four 
minutes  or  more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HCi.  Vistaril  (hydrox- 
yzine pamoate)  Oral  Suspension:  Equivalent  to  25  mg. 
hydroxyzine  HCI  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine 
HCI)  Parenteral  Solution:  25  mg./cc. — 10  cc.  vial  and  50 
mg./cc. — 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc., 

1 cc.  per  unit. 

More  detailed  professional  information  available  on  request. 
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I scientific  affairs,  was  named  coordinator  of  the 
program  and  executive  secretary  of  the  advisory 
j committee.  The  National  Center  will  be  active 
in  a number  of  major  areas  including  basic 
research,  clinical  research,  education  and  pre- 
vention, consultation  and  training,  and  support 
of  local  programs.  “It  will  encourage  and 
support  alcohol  research  in  universities  and 
research  centers,  and  it  will  also  conduct  studies 
| in  its  own  laboratories,”  Gardner  said.  “It 
will  not  provide  treatment  for  alcoholics  but 
will  concentrate  on  the  support  of  research, 
training,  and  control  programs.  We  realize 
that  a program  of  this  kind  cannot  stand  alone. 
It  needs  widespread  pub  he  understanding  and 
support.  We  will  work  with  organizations  and 
institutions  already  making  great  contributions 
to  the  prevention  and  control  of  alcoholism. 
Our  objective,  in  brief,  is  to  mobilize  public 
and  professional  efforts  on  the  scale  necessary  to 
j overcome  the  blight  of  alcoholism.” 

Annual  report  on 
medical  licensure 

Another  8,943  licensed  physicians  were  added 
to  the  U.S.  medical  profession  in  1965,  according 
to  a report  in  a recent  issue  of  J.A.M.A., 
compiled  by  Walter  S.  Wiggins,  M.D.,  A.  N. 
Taylor,  Ph.D.,  and  Henry  R.  Mason,  M.P.H., 
bringing  the  total  to  1 ,032  more  than  the  number 
of  physicians  newly  licensed  in  1964. 

Of  all  licensed  physicians,  7,445  attended  U.S. 
and  Canadian  medical  schools;  the  remaining 
1,488  were  graduates  of  foreign  medical  facul- 
ties. In  recent  years,  about  one  quarter  of 
foreign-trained  graduates  issued  first  licenses 
have  been  Americans  who  attended  medical 
schools  outside  North  America. 

Of  ten  geographic  regions  of  the  U.S.,  all  but 
one  showed  increases  in  newly  licensed  physi- 
cians of  from  6 to  39  per  cent  during  1965.  The 
7-state  region  of  Montana,  Idaho,  Wyoming, 
Colorado,  New  Mexico,  Arizona,  and  Utah  had 
a 24  per  cent  decline.  New  York  had  the  great- 
est number  of  physicians  receiving  their  first 
licenses — 1,192.  California  was  second  with 
1,045;  Pennsylvania  had  582,  Texas  497,  and 
Ohio  456.  Eight  other  states  each  had  more 
than  200  newly  licensed  physicians  in  1965  — 
Illinois,  Michigan,  Maryland,  Virginia,  Georgia, 
Louisiana,  Missouri,  and  North  Carolina. 
Kentucky  showed  the  most  notable  increase  in 
new  licenses  awarded — 147  in  1965,  compared 
to  33  in  1964. 

A total  of  17,812  licenses  to  practice  medicine 
and  surgery  were  issued  during  1965  by  54 
authorized  boards  in  the  U.S.  and  its  territories. 
In  addition  to  first  licenses,  these  included 
licenses  for  physicians  moving  from  one  state 
to  another.  There  also  were  1,250  unlimited 
licenses  to  practice  medicine  issued  to  osteo- 
pathic physicians  in  1965. 


The  Vistaril  site 
of  action  is  the 
seat  of  anxiety 
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Abstracts 


Herrmann,  J.  B.:  Thrombophlebitis  of  breast 

and  contiguous  thoracicoabdominal  wall  (Mon- 
dor’s  disease),  New  York  State  J.  Med.  66: 
3146  (Dec.  15)  1966. 

Fifteen  patients  with  thrombophlebitis  of 
the  breast  and/or  thoracicoabdominal  wall 
(Mondor’s  disease)  revealed  that  phlebitis  ap- 
peared after  mastectomy  for  carcinoma  on  the 
ipsilateral  thoracicoabdominal  wall  in  4 and  on 
the  ipsilateral  upper  arm  in  3,  with  an  incidence 
of  1.8  per  cent  in  375  consecutive  mastectomies 


for  carcinoma.  In  a series  of  248  patients, 
there  was  only  one  instance  of  Mondor’s  disease 
following  minor  surgical  procedure  on  the  breast. 
Thrombophlebitis  originated  spontaneously  in 
the  breast  in  6 women,  eleven  years  after  mas- 
tectomy in  the  contralateral  axilla  of  another. 
The  thrombophlebitis  subsided  spontaneously 
without  embolic  phenomena.  The  condition 
apparently  is  benign  and  self-limited,  but  it 
must  be  recognized  and  differentiated  from 
carcinoma,  with  the  patients  under  continuing 
observation. 


Abstracts  in  Interlingua 


Herrmann,  J.  B.:  Thrombophlebitis  de 

mamma  e del  contigue  pariete  thoracicoab- 
dominal (morbo  de  Mondor)  ( anglese ),  New 
York  State  J.  Med.  66:  3146  (15  de  decembre) 
1966. 

In  15  patientes  con  thrombophlebitis  del 
mamma  e/o  del  pariete  thoracicoabdominal 
(morbo  de  Mondor)  il  esseva  constatate  que 
phlebitis  appareva  post  mastectomia  pro  car- 
cinoma in  le  pariete  thoracicoabdominal  ipsi- 
lateral in  4 e in  le  bracio  superior  ipsilateral  in 
3,  constituente  un  incidentia  de  1,8  pro  cento 


in  375  consecutive  mastectomias  pro  carcinoma. 
In  un  serie  de  248  patientes,  un  sol  caso  de 
morbo  de  Mondor  esseva  observate  post  minor 
interventiones  chirurgic  in  le  mamma.  Throm- 
bophlebitis se  declarava  spontaneemente  in  le 
mamma  in  6 feminas,  e 11  annos  post  mastec- 
tomia in  le  axilla  contralateral  de  un  altere. 
Le  thrombophlebitis  subsideva  spontaneemente 
sin  phenomenos  embolic.  Le  condition  es 
apparentemente  benigne  e auto-limitatori,  sed 
illo  debe  esser  recognoscite  e differentiate  ab 
carcinoma,  con  le  patiente  continuemente  sub 
observation. 
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Preludin 

phenmetrazine 
hydrochloride 


helps  keep 
calories  at 
arm's  length 


| . 


In  one  double-blind  program" 
involving  diet,  close  doctor/patient 
: cooperation,  exercise,  posture 
; instruction,  and  follow-up  visits,  93 
; obese  patients  received  Preludin  or 
a placebo. The  drug  and  placebo  were 
alternated  every  four  weeks.  This 
procedure  lasted  from  8 to  35  weeks. 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 


Sixty-one  percent  of  the  patients 
lost  more  weight  on  Preludin 
than  on  placebo.  In  fact,  they  lost 
an  average  1.9  pounds  per  week— 


Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J.A.M.A.  166:898, 1958. 


I Preludin*tabletsof 25 mg. 

Endurets^  prolonged-action  tablets  ot  75  mg. 
Dosage:  One  25  mg.  tablet  two  or  three  times  daily, 
orone75  mg.  Endurets  tablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
hyperthyroidism,  severe  hypertension,  nervous 
instability,  and  agitated  prepsychotic  states.  Do 

! not  use  with  otherCNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
■ pregnancy  unless  potential  benefits  outweigh 
j possible  risks. 

I Precautions:  Use  with  caution  in  moderate  hyper- 
I tension  and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh ringer  Ingel heim  G.m.b.H. 

duty 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


Books  Received 


The  following  books  were  received  during  the  month  of  October,  1966* 


Medical  Practice  in  Modern  England:  The 

Impact  of  Specialization  and  State  Med- 
icine. By  Rosemary  Stevens.  Octavo  of 
401  pages,  illustrated.  New  Haven,  Yale 
University  Press,  1966.  Cloth,  $10. 

Serendipity  and  the  Three  Princes:  From 

the  Peregrinaggio  of  1557.  Edited  by 
Theodore  G.  Remer.  Octavo  of  199  pages, 
illustrated.  Norman,  University  of  Oklahoma 
Press,  1965.  Cloth,  $4.95. 

Adolescent  Gynecology.  Edited  by  Felix 
P.  Heald,  M.D.  Octavo  of  163  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins 
Company,  1966.  Cloth,  $9.00. 

Peripheral  Arterial  Disease.  By  Wiley  F. 
Barker,  M.D.  Major  Problems  in  Clinical 
Surgery — Volume  IV.  J.  Englebert  Dunphy, 
M.D.,  Consulting  Editor.  Octavo  of  229 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Long-term  prognosis 
of  ulcerative  colitis 


The  initial  severity  and  extent  of  ulcerative 
colitis  are  not  valid  prognostic  guides,  partly 
because  the  disease  shows  a tendency  in  many 
patients  to  extend  proximally.  On  the  other 
hand,  severity  and  extent  during  each  year  pro- 
foundly influence  the  course  and  outcome  during 
the  year.  These  conclusions  are  based  on  an 
analysis  reported  in  a recent  issue  of  the  British 
Medical  Journal  by  J.  M.  Watts,  M.D.,  F.  T. 
DeDombal,  M.B.,  and  J.  Golighter,  Ch.M. 
This  study  involved  465  patients  during  the 
years  1952  to  1963,  using  the  concept  of  the 
“patient  year.”  Each  patient  year  in  which 
there  is  total  involvement  of  the  colon  and 
rectum  carries  a risk  to  life  of  2.7  per  cent,  and 
this  risk  is  relatively  unaffected  by  age  or  total 
duration  of  the  colitis  symptoms.  Patients 
with  total  involvement  might  be  candidates  for 
proctocolectomy,  since  in  the  long  run,  this 
treatment  carries  considerably  less  risk  to  life. 

There  were  275  females  and  190  males  in  the 
series.  The  age  of  onset  ranged  from  under  nine 


pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders, 1966.  Cloth,  $8.50. 

Oral  Cancer  Detection  and  Control.  Edited 
by  Melvin  A.  Engelman,  D.D.S.,  and  S. 
Joel  Schackner,  D.D.S.  Quarto  of  95  pages, 
illustrated.  Poughkeepsie,  N.Y.,  The  Oral 
Cancer  Prevention  and  Detection  Center  of 
St.  Francis  Hospital,  1966.  Paper. 

Relationships:  Hospitals  and  Hospital- 

Based  Specialists.  Octavo  of  34  pages. 
Chicago,  American  Hospital  Association,  1966. 
Paper,  75  f. 

Modern  Treatment.  Volume  3,  Number  5, 
September  1966.  Treatment  of  Gastro- 
intestinal Infections.  Guest  Editor  Marcel 
Patterson,  M.D.  Treatment  of  Superin- 
fections. Guest  Editor  Harold  J.  Simon,  M.D. 
Octavo.  Illustrated.  New  York,  Hoeber  Med- 
ical Division,  Harper  & Row,  Publishers,  1966. 
Published  Bi-Monthly  (six  numbers  a year). 
Paper,  $16  per  year. 


years  through  seventy-nine,  with  50  per  cent 
beginning  in  the  twenty-  to  twenty-nine-age 
group.  All  465  personally-compiled  case 
histories  were  analyzed,  the  great  majority  of 
patients  having  been  seen  and  examined  by 
sigmoidoscopy  at  six-  to  twelve-month  intervals 
since  their  original  presentation.  A barium 
enema  examination  was  obtained  in  most  cases 
at  two-year  intervals.  Further  information 
was  obtained  in  many  cases  from  private 
practices  and  from  case  histories  of  other 
hospitals  to  which  the  patient  had  at  some  time 
been  admitted. 

Of  1,324  patient  years  in  which  the  course  of 
the  disease  was  known,  737  were  spent  in  re- 
mission, and  in  587  patient  years  one  or  more 
attacks  of  ulcerative  colitis  occurred.  Of  the 
587  attack  years,  the  colitis  attack  of  maximum 
severity  was  graded  as:  mild,  61.5  per  cent; 
moderate,  23.9  per  cent;  and  severe,  14.6  per 
cent.  The  extensive  tabulations  show  little 
relationship  between  the  eventual  outcome  and 
(1)  course  of  disease  and  (2)  involvement  of 
colon  and  rectum  at  the  time  of  the  first  attack. 
The  remission  rate  was  also  unrelated  to  age. 
The  medical  failure  rate,  however,  was  greater 
in  the  zero-to-nineteen-age  group  than  in  all 
older  groups. 
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UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp*  Extentabs 


(Dimetane®  (brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

’Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 
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The  full  Va  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


Phenaphen 
with  Codeine 


the  only  leading 
compound  analgesic 
that 

instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  gr. 

(Warning:  may  be  habit  forming) 

Aspirin  (2Vz  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 

Vi  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  prod- 
ucts, avoid  excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  - nausea, 
constipation,  and  drowsiness  have  been  reported. 

A H ROBINS  CO.,  INC  , Richmond.  Va.  23220 
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Medical  Schools 


Albany  Medical  College 

Honorary  lectureship  award.  Clinton  N. 
Woolsey,  M.D.,  was  chosen  by  the  College  to 
receive  the  1966  Honorary  Lectureship  Award. 
Dr.  Woolsey,  the  Slichter  Professor  of  Neuro- 
physiology, University  of  Wisconsin,  discussed 
“Exploring  the  Brain”  on  November  9.  The 
Award  consists  of  an  inscribed  plaque  and  an 
honorarium  and  is  the  College’s  highest  pro- 
fessional citation. 

Columbia  University  College  of 
Physicians  and  Surgeons 

Award  recipient.  Robert  W.  Winters,  M.D., 
professor  of  pediatrics,  received  the  1966  E. 
Mead  Johnson  Award  in  Pediatrics  of  the 
American  Academy  of  Pediatrics.  Dr.  Winters 
was  presented  with  an  honorarium  of  $3,000,  a 
scroll,  and  a certificate  at  the  Academy’s  annual 
meeting  in  October. 

Postgraduate  course.  The  annual  post- 
graduate course  in  “Advanced  Hypnosis  (Psych. 
PM  5)”  under  the  direction  of  Herbert  Spiegel, 
M.D.,  will  be  held  on  four  Saturdays  from 
January  7 to  28,  1967,  from  10  a.m.  to  1 p.m.  and 
2 p.m.  to  5 p.m.  This  is  an  advanced  course 
dealing  with  the  variables  in  the  psychothera- 
peutic process  that  indicate  when  hypnosis  is 
useful  as  an  adjunct.  It  is  open  to  psychia- 
trists who  have  taken  a basic  course  in  hypnosis 
or  the  equivalent.  Guest  lecturers  will  include: 
M.  H.  Erickson,  W.  H.  Masters,  V.  E.  Johnson, 
and  others.  The  fee  is  $100.  For  application 
forms,  write  to:  Melvin  D.  Yahr,  M.D.,  as- 

sistant dean,  College  of  Physicians  and  Sur- 
geons, 630  West  168th  Street,  New  York,  New 
York  10032. 

Downstate  Medical  Center 

Recent  appointments.  Philip  Sechzer, 
M.D.,  was  recently  appointed  professor  of 
anesthesiology.  Assistant  professors  appointed 
were:  Kornel  Berenkey,  M.D.,  of  obstetrics 

and  gynecology  and  associate  attending  obstetri- 
cian and  gynecologist,  Maimonides  Medical 
Center  and  assistant  chief,  Coney  Island  Hospi- 
tal. At  Coney  Island  Hospital  he  will  be  re- 
sponsible for  setting  up  a gynecologic  clinic  and 
laboratory,  reorganizing  the  outpatient  depart- 
ment, and  coordinating  the  outpatient  depart- 
ment with  inpatient  care.  Walter  Feder,  M.D., 
assistant  professor  of  medicine  and  director, 
Division  of  Cardiology,  Maimonides  Medical 
Center.  Melvin  J.  Goldberg,  M.D.,  assistant 
professor  of  rehabilitation  medicine  and  physiat- 


rist-in-charge,  Brooklyn-Cumberland  Hospital 
Center,  where  he  will  be  responsible  for  the 
development  of  a rehabilitation  program. 
Jordan  D.  Haller,  M.D.,  as  assistant  professor  of 
surgery;  Arthur  D.  Rosen,  M.D.,  assistant 
professor  of  neurology;  Supramaniam  Srini- 
vasan,  Ph.D.;  and  Junji  Ushiyama,  D.D.S., 
Ph.D.,  assistant  professor  of  physiology,  also 
were  recent  appointments. 

Other  appointments  are:  Harry  S.  Licht- 

man,  M.D.,  clinical  assistant  professor,  and 
William  G.  Dupong,  M.D.,  lecturer,  in  environ- 
mental medicine;  Edward  Steers,  M.D.,  clinical 
professor  in  pathology;  Walter  Bromberg, 
M.D.,  clinical  associate  professor,  and  John  B. 
McDevitt,  M.D.,  clinical  assistant  professor,  in 
psychiatry;  Harold  Moskowitz,  M.D.,  assistant 
professor,  and  Jan  J.  Smulewicz,  M.D.,  clinical 
professor,  in  radiology. 

Promoted  recently  were:  Gerald  A.  Gellin, 

M.D.,  to  clinical  assistant  professor  in  derma- 
tology and  sy philology;  Benjamin  Burbank, 
M.D.,  Jacques  L.  Gabrilove,  M.D.,  Alfred  P. 
Ingegno,  M.D.,  clinical  professors;  David 
Kaplan,  M.D.,  Stanley  Wallach,  M.D.,  associ- 
ate professors;  Harold  Zarowitz,  M.D.,  clin- 
ical associate  professor;  Julius  J.  Deren,  M.D., 
W.  H.  Lawson,  Jr.,  M.D.,  Edmund  F.  McNally, 
M.D.,  assistant  professors;  Jerome  G.  Porush, 
M.D.,  Eugene  Schupak,  M.D.,  clinical  assistant 
professors,  in  medicine;  Barnet  M.  Sultzer, 
M.D.,  associate  professor  in  microbiology  and 
immunology;  Daniel  Feldman,  M.D.,  associ- 
ate professor  in  neurology;  James  H.  Nelson, 
M.D.,  Carlo  Valenti,  M.D.,  Ralph  M.  Wynn, 
M.D.,  associate  professors;  Jules  B.  Aaron, 
M.D.,  Henry  L.  Freedman,  M.D.,  Carl  H. 
Tafeen,  M.D.,  clinical  associate  professors; 
Warren  F.  Sims,  M.D.,  lecturer,  in  obstetrics 
and  gynecology;  Walton  H.  Marsh,  M.D., 
professor  and  Shirley  L.  Kauffman,  M.D., 
associate  professor  in  pathology;  Edwardo  Orti, 
M.D.,  associate  professor,  and  Richard  K.  Baker, 

M. D.,  assistant  professor,  in  pediatrics;  Vin- 
cent J.  Fisher,  M.D.,  assistant  professor  in 
physiology;  Maurice  R.  Friend,  M.D.,  pro- 
fessor; William  Needles,  M.D.,  clinical  pro- 
fessor; Irwin  Feinberg,  M.D.,  associate  pro- 
fessor; Renato  J.  Almansi,  M.D.,  clinical  as- 
sociate professor;  Frank  Berchanko,  M.D., 
and  Merl  M.  Jackel,  M.D.,  senior  lecturers; 
Harvey  D.  Cohen,  M.D.,  assistant  professor; 
Samuel  Abrams,  M.D.,  clinical  assistant  pro- 
fessor; Arthur  M.  Sternberg,  M.D.,  lecturer, 
in  psychiatry;  and  David  J.  Rosenblum,  M.D., 
clinical  assistant  professor  in  radiology;  Philip 

N.  Sawyer,  M.D.,  professor;  Michael  Golding, 

continued,  on  page  3120 
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The  l) . S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 


“The  Savings  Bonds  program  is  both 
prudent  and  patriotic . It  is  patriotic 
because  it  strengthens  the  economy  of 
our  country;  it  supports  our  fighting 
men  in  Vietnam,  and  the  cause  of 
freedom  everywhere ; it  helps  to  preserve 
the  buying  power  of  our  dollars 


"For  all  of  these 
reasons,  I believe 
U.S.  Savings  Bonds  are  the 
most  important  investment 
any  American  can  make." 
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Your  first  source  for  professional  information 


1966 


State 


Over  33,000  registered  physicians  in  New  York  Stale 
are  individually  listed  with  pertinent  professional  data! 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in 
York  State  (official  titles). 

• The  complete  Faculty  Lists  of  all  Medi- 
cal Colleges  within  New  York  State 

• Medical  Staffs  of  all  Union  Health 
Centers  in  New  York  State 


The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


, 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 

I enclose  $ for copy(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC-  J 

TORY  OF  NEW  YORK  STATE 


Name  (Please  Print) 


Address 


City  State  Zip 

$25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 
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In  New  York . . . 

These  Syntex  men  serve  the  physician 


Angelo  Alpi 
Katonah,  New  York 
232-3712 


Herbert  Abrams 
Brooklyn,  New  York 
891-9105 


Lester  Ackiron 
Brooklyn,  New  York 
853-2918 


Edgar  Barrett 

N.  Babylon,  New  York 

667-9014 


Willard  Closter 
Riverdale,  New  York 
884-0744 


Jerry  Cronin 

Sea  Cliff,  L.I.,  New  York 

676-5958 


Jerome  Davis 
Colonia,  New  Jersey 
381-5053 


David  Feldman 
New  York,  New  York 
787-8646 


Ralph  E.  Fuesy 
Ossining,  New  York 
941-7653 


S' 

Michael  Graziadei 
DeWitt,  New  York 
446-5342 


Stanley  Jaffe 
Yonkers,  New  York 
965-5428 


Gary  Lustig 

Plainview,  L.I.,  New  York 
938-5229 
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Charles  Maggio 
Rochester,  New  York 
254-5127 


William  O’Brien 
Valley  Stream,  L.I., 
New  York  285-5643 


John  Henry  Masters,  Jr. 
Allentown,  Pennsylvania 
433-5538 


Richard  Phelan 
Delmar,  New  York 
439-4596 


Michael  Miglioranzi 
Tonawanda,  New  York 
694-2449 


Robert  Posner 
Forest  Hills,  New  York 
896-9194 


Anthony  Muscarella 
Williamsville,  New  York 
633-8587 


Charles  Pullara 
Howard  Beach,  Queens, 
New  York  641-3060 


William  Stack 
Buffalo,  New  York 
835-3597 


Paul  Starkman 
New  Hyde  Park,  L.I., 
New  York  775-3369 


Pasquale  Tannone 
Valley  Cottage,  New  York 
268-6091 


Melvin  Weinstein 
Brooklyn,  New  York 
444-4459 


Raymond  Zitani 
Deer  Park,  New  York 
667-2135 


SYNTEX 


LABORATORIES  INC  . PALO  ALTO.  CALIF 
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new  small  size 


15  Gm. 

fOR  TOPICAL  USE  or 

SYNALAR' 

(FiUOCINOLONE 

ACETONIDEI 

CREAM 


Syiialaro.oi% 

(fluocinolone  acetonide)  cream 


SVNTEX  m im*  * a 

LABORATORIES.  INC.  |^||| 


Palo  Alto.  Calif. 


CAUTION 
Federal  law 
prohibits  dispensing 
without  prescription 


for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topical 
with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy, 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone''3 plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella)  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to-any 
of  its  components  Precautions:  1 General -Synalar  Cream  Q.OIVo  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts’,  or  for  prolonged 
periods  of  time.  2 Occlusive  dressing  mefhocf-With  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of’this  technique  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids  As  with  all  drugs,  however,  a few  patients  may  react  unfa- 
vorably to  Synalar  under  certain  conditions  References:  1 Cahn.  M M . afid 
Levy,  E.  J : J New  Drugs  1 .262  (Nov -Dec  ) 1961.  2.  Meenan,  F.  O J Irish 
Med  Ass  52:75  (Mar.)  1963  3.  Robinson,  H.  M , Jr.,  Raskin,  J.,  and  Dunseath, 
W.  J.  R.:  Southern  Med  J 56:797  (Jul:)  1963. 
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of  a modern 
corticosteroid 


fluocmolone  acetomde  — an  original  steroid  from 

SYNTEXE3 


Now... a choice  of  3 
economical  sizes  M 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


3117 


Norinyl 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1"13  and  an  acceleration 
of  endometrial  changes.  1*3>7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
tnd  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  apperr  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
pa'ients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  {Feb. 
29)  1964.  2.  Brvans,  F.  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Gotdzleher.  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.;  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W..  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W..  Moses. 
L.  E . and  Ellis.  L.  T.:  JAMA  180:359  (May  5)  1962. 
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M.D.,  Carl  Grosz,  M.D.,  Richard  G.  Rosen, 
M.D.,  assistant  professors;  and  Norman  S. 
Amer,  M.D.,  and  Robert  Potter,  M.D.,  clinical 
assistant  professors  in  surgery. 

Grants.  During  September  and  October 
a total  of  $967,721.80  was  received  from  the 
National  Institutes  of  Health  and  other  agencies 
for  37  grants.  This  provides  for  ten  new  proj- 
ects, renewal  of  24  already  in  progress,  and  four 
supplements.  The  National  Institutes  of 
Health  provided  27  of  the  grants  and  the  re- 
mainder were  from  Abbott  Laboratories,  the 
American  Heart  Association,  Inc.,  the  Bureau 
of  State  Services,  the  Obstetrical  Statistical 
Cooperative,  Ortho  Research  Foundation,  The 
Population  Council,  and  the  Roswell  Park 
Division  of  Health  Research,  Inc. 

Special  Events.  The  fourth  annual  alumni 
night  was  held  on  October  28.  Cecil  G.  Sheps, 


Relationship  of  antenatal  and 
postnatal  factors  to  sudden 
unexpected  death  in  infancy 

In  a study  of  80  cases  of  SUD  (sudden  un- 
explained death  in  infancy),  an  effort  was 
made  to  investigate  the  antenatal  and  early 
postnatal  history  of  the  infant,  along  with  asso- 
ciated maternal  circumstances.  R.  Steele, 
M.D.,  and  J.  T.  Langworth,  B.N.Sc.,  writing  in 
a recent  issue  of  the  Canadian  Medical  Associa- 
tion Journal,  feel  that  these  areas  have  remained 
virtually  unexplored  to  the  present.  In  this 
study  rigid  criteria  were  employed,  and  the 
SUD  cases  were  matched  with  live  controls. 
Analysis  of  the  resulting  data  revealed  that  SUD 
occurred  more  frequently  in  boys  than  in  girls 
and  that  the  majority  of  the  deaths  occurred 
under  four  months  of  age. 

The  criteria  for  selection  were  as  follows: 
the  infants  were  apparently  well  when  last  seen 
alive,  the  infants  gave  no  indication  of  a clinical 
condition  which  might  reasonably  be  expected 
to  result  in  death,  and  the  death  must  have  oc- 


M.D., professor  of  community  medicine.  Mount 
Sinai  Medical  School,  spoke  on  “Crisis  in  Med- 
ical Care — Medical  School,  Community,  and 
Practitioner.”  On  October  27,  November  3, 
and  10,  a postgraduate  course  in  ophthalmol- 
ogy on  “Glaucoma”  was  presented  by  Bernard 
Schwartz,  M.D.,  associate  professor.  Directed 
by  Lawrence  Frank,  M.D.,  professor,  a post- 
graduate course  in  dermatology  was  held  on 
November  16  and  23.  Presentations  included: 
“Recent  Advances  in  Dermatology,”  “Diag- 
nosis of  Common  Skin  Diseases,”  “General 
Principles  of  Therapy,”  “Cutaneous  Allergy,” 
“Tumors  of  the  Skin — Diagnosis  and  Treat- 
ment,” “Pediatric  Dermatology,”  “Mycology 
and  Bacteriology  of  the  Skin,”  and  “Cutaneous 
Manifestations  of  Systemic  Diseases.”  On 
November  16  a teaching  day  in  rheumatic 
disease  was  directed  by  Charles  Poltz,  M.D., 
clinical  associate  professor  of  medicine,  on 
“Gout  and  Hyperuricemia.” 


curred  suddenly  and  unexpectedly.  The  pro- 
cedure was  as  follows:  After  identification  of  the 
80  SUD’s,  each  of  the  80  records  were  matched 
with  those  of  2 children  who  had  not  died 
during  the  first  year  of  life.  The  matching  of 
the  SUD  cases  and  controls  was  done  by  sex, 
hospital,  parity  of  the  mother,  and  her  age. 
The  data  forms  had  4 major  areas:  social  and 
antenatal  history,  information  about  the  infant 
after  birth,  the  obstetric  history,  and  anesthetic 
history. 

Certain  factors  postulated  in  the  past  were 
not  shown  to  have  a relationship  to  SUD: 
father’s  occupation;  consanguinity;  history  of 
maternal  weight  gain  or  loss  during  pregnancy; 
employment  of  the  mother;  complications  of 
pregnancy;  infant  infections;  and  infant 
therapy  such  as  oxygen,  vitamin  K,  digitalis, 
transfusions,  antibiotics,  distress  in  the  new- 
born infant,  and  anesthesia.  Further  work  is 
needed  to  establish  whether  or  not  a cause-and- 
effect  relationship  exists  between  the  variables 
which  in  this  study  appeared  significantly 
related  to  SUD  in  infancy  and  whether  or  not 
a constellation  of  these  variables  can  be  used  to 
identify  susceptible  children  where  other  factors 
such  as  infection  may  trigger  the  death. 
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Editorials 


Christmas  1966 


In  our  severe  northern  winter  there  is  one 
small  plant  which  chooses  to  come  to  full 
flowering  at  this  season.  Helleborus  niger, 
the  black  hellebore,  so  named  because  of  its 
dark  roots,  is  a native  of  west  Asia.  The 
plant  subsequently  was  cultivated  in  Europe 
where  it  was  known  in  France  as  the  “rose 
de  Noel”  and  is  mentioned  as  the  Christmas 
Rose  in  John  Gerard’s  Herball  printed  in 
1597.  Gerard  was  an  herbalist  and  surgeon 
practicing  in  England  at  this  period. 

Extracts  of  the  plant  had  entered  the 
medieval  Materia  Medica  and  were  used 
variously  as  cardiac  stimulant,  cerebral 
sedative,  purgative,  and  uterine  stimulant. 
The  alkaloids  of  green  hellebore  survive 
today  as  veratrine  and  veratroidine. 

The  plant  itself  is  a member  of  the 
buttercup  family,  grows  close  to  the  ground, 
has  pulpy,  palmately-lobed  leaves,  dark 
green  on  the  surface  and  lighter  green 
beneath,  and  which  form  a ground  cover 
equally  as  good  as  Pachysandra. 

The  flowers  arise  from  thick,  hairy  stems 


A rose  by  any  other  name 

The  preoccupation  of  Madison  Avenue 
with  how  we  smell  may  not  be  entirely 
unfounded.  We  publish  in  this  issue  a 
special  article  by  Harry  Wiener,  M.D., 
which  develops  a composite  theory  re- 
garding the  role  of  external  chemical  mes- 
sengers in  humans.  Based  on  well-docu- 
mented experimental  observations  made  on 
animals,  Dr.  Wiener  examines  this  vast 
body  of  evidence  and  hypothesizes  that 


about  three  inches  long,  springing  in 
clusters  in  a crown-like  arrangement  from 
the  base  of  the  leaves.  The  blossoms  are 
two  to  three  inches  in  diameter,  a glistening 
white  at  their  peak,  and  last  for  many 
weeks.  The  flower  goes  through  grada- 
tions of  color  from  pale  green  in  the  un- 
folding bud  to  pure  white  and  then  through 
subtle  changes  of  color  to  purple  and 
woodsy  brown  at  the  end  of  the  flowering. 

Parkinson  in  his  Paradisus  described  the 
blossoms  as  “appearing  in  the  deepe  of 
winter  about  Christmas,  when  no  other  can 
be  seene  on  the  ground.” 

It  seems  likely  that  this  plant  among 
other  plants  and  fruits  was  brought  from 
Asia  Minor  to  Europe  by  returning  Cru- 
saders. The  plant  adapted  well  to  Europe, 
withstood  the  long  Atlantic  crossing,  and 
flourishes  here  today.  In  fact  it  seems  a 
universal  plant. 

The  Christmas  Rose  is  to  us  at  this 
season  a token  of  earth’s  good  will  toward 
men. 


similar  external  chemical  messengers  in 
man  may  explain  some  mysteries  of  human 
illness  and  behavior. 

It  is  a fresh  view  which  does  not  go  be- 
yond its  limitations  but  nevertheless  opens 
a field  for  thought. 

The  Journal  in  its  policy  of  seeking  out 
bright  minds  with  the  ability  to  write  well 
offers  this  interesting  and  challenging  work 
to  its  readers. 
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The  fog  index 

Robert  Gunning,  author  of  “The  Tech- 
nique of  Clear  Writing,”  a good  companion 
to  Strunk’s  “The  Elements  of  Style,” 
has  evolved  a formula  to  test  clarity  of 
writing. 

1.  Take  any  block  of  words — not 
less  than  100 

2.  Figure  the  average  number  of 
words  per  sentence 

3.  Count  the  number  of  words  with 


three  syllables  or  more  per  100  words. 
Add  that  number  to  the  average  number 
of  words  per  sentence 

4.  Multiply  by  0.4 
This  gives  the  fog  index. 

Anything  above  14  approaches  the 
danger  area — too  hard  to  grasp. 

We  tested  the  above  block  of  words  and 
the  fog  index  came  to  8.4. 
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Meniere’s  syndrome: 

The  Viennese  have  a word  for  it 

In  Vienna  “Dimenhydrinat”  (familiar  to  you 
as  Dramamine)  is  often  the  word  for  control 
of  Meniere’s  syndrome.  Like  physicians  the 
world  over,  Pichler*  found  that  when  patients 
received  this  classic  drug,  “severe  attacks 
appeared  to  be  aborted,  passed  without  vom- 
iting  ” (“Die  grossen  Anfalle  schienen  in 

ihrer  Schwere  gebrochen,  verliefen  ohne  erbre- 
chen ”) 

A Dramamine  Supposicone®  (100  mg.)  for 
an  adult  swiftly  controls  the  vertigo,  nausea 
and  vomiting  often  present  during  a severe 
attack.  Once  the  acute  stage  has  passed,  pa- 
tients may  be  maintained  on  Dramamine 
liquid  or  tablets. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 

♦Pichler,  H.:  HNO  4:178-179  (May  28)  1954. 
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Introduction 

BERNARD  B.  SIEGEL,  M.D. 

Brooklyn,  New  York 
SAMUEL  C.  BUKANTZ,  M.D. 
Bloomfield,  New  Jersey 

Associate  in  Allergy,  Jewish  Hospital  of  Brooklyn 
(Dr.  Siegel);  Director,  Clinical  Research,  Hoffman-LaRoche,  Inc., 
and  Associate  Clinical  Professor  of  Medicine,  New  York 
University  Medical  Center,  New  York  City  (Dr.  Bukantz) 


Dr.  Siegel:  In  keeping  with  the  re- 

quest by  our  membership,  we  have  pre- 
pared a program  which  we  hope  will  be 
practical,  informative,  and  interesting. 
It  deals  with  the  problem  with  which  we 
physicians  wrestle  daily — the  management 
of  asthma.  It  is  to  be  emphasized  at  the 
outset  that  we  have  purposely  omitted 
consideration  of  the  allergic  management 
of  asthma  from  the  scope  of  this  program. 
This  is  not  to  be  construed  as  an  attempt 
to  minimize  the  importance  of  these  factors 
in  prophylaxis  and  treatment,  but  rather 
as  an  attempt  to  concentrate  our  attention 
on  the  various  measures  used  for  the  con- 
trol of  the  asthmatic  attacks,  particularly 
the  control  of  status  asthmaticus,  and  the 
physiologic  basis  for  these  therapeutic 
measures. 

I now  turn  the  meeting  over  ro  the  mod- 
erator, Samuel  C.  Bukantz,  M.D. 

Dr.  Bukantz:  I would  like  to  set  the 

ground  rules  for  these  presentations.  Each 


of  the  speakers  will  present  for  approx- 
imately twenty  minutes.  After  each  of 
the  three  panelists  has  presented  his  ma- 
terial, each  will  be  given  an  opportunity 
for  rebuttal  and  the  answering  of  questions 
from  the  audience. 

Biochemical  Abnormalities 
in  Bronchial  Asthma 

ALVIN  S.  TEIRSTEIN,  M.D. 

New  York  City 

Associate  Clinical  Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine,  and  Associate  Attending  for 
Thoracic  Diseases,  The  Mount  Sinai  Hospital 


Basically  asthma  is  a ventilatory  dys- 
function; if  we  can  obtain  adequate  ven- 
tilation, the  biochemistry  will  take  care  of 
itself. 

The  role  of  the  pulmonary  function 
laboratory  in  the  understanding  and  care 
of  patients  with  obstructive  ventilatory 
disease,  such  as  asthma,  is  an  example  of 
applied  physiology  at  its  best.  We  can 
aid  the  clinician  in  two  major  ways:  first, 
the  physiologist  is  able  to  demonstrate  the 
defect  of  impaired  air  flow  which  in  the 
most  severely  asthmatic  patients  may  lead 
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to  arterial  oxygen  unsaturation,  hyper- 
capnia, and  respiratory  acidosis;  second, 
we  are  able  to  quantitate  the  degree  of 
existing  disability.  We  have  all  had  the 
experience  of  attempting  to  evaluate  a 
patient’s  subjective  response  to  the  multi- 
colored pill  prescribed  by  his  physician 
with  great  confidence  and  enthusiasm. 
A simple  screening  test,  performed  with 
ease  in  the  physician’s  office,  gives  us  an 
objective  measurement  of  how  much  im- 
provement, if  any,  has  occurred — even  if 
the  results  are  valid  only  at  the  time  of 
testing. 

At  this  point  I would  like  quickly, 
within  the  limitation  of  time,  to  review 
the  basic  pulmonary  function  tests  per- 
formed in  most  laboratories,  then  to  follow 
this  outline  with  an  explanation  of  how 
these  studies  are  altered  in  a patient 
afflicted  with  asthma. 

Pulmonary  function  tests 

Using  any  one  of  a number  of  adequate 
simple  spirometers  we  first  ask  the  subject 
to  take  as  deep  a breath  as  possible  and 
then  to  expire  forcefully  until  no  more  air 
can  be  expelled  from  the  chest.  This 
amount  of  air,  which  is  the  maximum 
expiratory  volume  following  a maximum 
inspiratory  effort,  is  called  VC  (vital  capac- 
ity), a very  apt  name.  This  is  the  max- 
imum amount  of  breath  available  to  us, 
truly  a “vital”  capacity.  If  one  embel- 
lishes the  vital  capacity  by  measuring  the 
time  needed  to  produce  it,  or  the  rate  of 
airflow  during  its  performance,  we  have  a 
“timed”  vital  capacity.  I do  not  believe 
that  there  is  any  primary  lung  disease  in 
which  there  is  a normal  vital  capacity. 
Obviously  there  is  some  air  remaining  in 
the  chest  after  the  maximum  expiration 
needed  to  perform  a VC.  This  remaining 
air  is  the  RV  (residual  volume).  The  VC 
plus  the  RV  equals  the  total  lung  capacity. 
Again,  using  a simple  spirometer  we  ask  the 
patient  to  breath  “in  and  out,”  combining 
rapidity  (with  depth  of  respiration  so  that 
he  moves  all  the  air  he  can  during  a spec- 
ified period  of  time.  This  volume  is  the 
MBC  (maximum  breathing  capacity). 
Unfortunately  some  of  the  patients  we  are 
asked  to  evaluate  in  the  laboratory  are  not 
always  willing  to  give  us  their  maximum 
breathing  capacity.  Since  this  measure- 


ment depends  on  the  patient’s  cooperation, 
the  British,  always  realists,  title  this  value 
the  MW  (maximum  voluntary  ventila- 
tion). Thus  with  a readily  available, 
inexpensive,  simple  apparatus,  requiring 
no  technical  assistance,  we  have  obtained  a 
vital  capacity  with  some  kind  of  timing  of 
expiration  and  a maximum  breathing 
capacity. 

Of  course,  the  purpose  of  this  function 
we  call  breathing  is  respiration,  that  is,  the 
exchange  of  oxygen  and  carbon  dioxide. 
Venous  hemoglobin  from  the  right  side  of 
the  heart  must  be  oxygenated,  and  excess 
venous  carbon  dioxide  must  be  eliminated. 
An  indication  of  how  well  this  is  being 
accomplished  is  obtained  by  sampling 
arterial  blood  and  measuring  the  following: 
oxygen  content,  oxygen  capacity,  carbon 
dioxide  content,  the  partial  pressure  of 
carbon  dioxide  (p  C02)  and  pH.  Dividing 
the  oxygen  content  by  the  oxygen  capacity 
yields  the  handy  quotient  which  is  called 
the  per  cent  oxygen  saturation.  Obviously 
there  are  other  important  studies  such  as 
pulmonary  compliance  and  diffusing  capac- 
ity, but  time  precludes  a discussion  of 
these. 

Alteration  of  studies 

Now,  how  does  the  presence  of  asthma 
alter  the  studies  we  have  discussed?  With 
diffuse  obstruction  of  the  airways  those 
studies  which  depend  on  the  patient’s 
ability  to  move  air  in  and  out  of  his  chest 
will  be  affected.  Thus  the  VC  is  usually 
diminished  and  the  time  for  the  expiration 
is  prolonged.  The  “wheezer”  becomes 
increasingly  obstructed  when  he  attempts 
an  MBC,  and  this  value  is  markedly  de- 
creased with  a typical  “air-trapping”  pat- 
tern. The  change  in  residual  volume  is 
best  illustrated  by  the  patient  with  pure 
allergic  asthma.  If  this  patient,  who  may 
have  normal  pulmonary  function  when  he 
is  well,  eats  a strawberry  or  encounters  a 
particularly  allergenic  cat,  he  rather  sud- 
denly becomes  obstructed,  and  his  VC 
diminishes.  Since  his  total  lung  capacity 
could  not  have  changed  in  these  few  min- 
utes, it  is  perfectly  clear  that  his  RV  must 
have  increased  at  the  expense  of  the  VC. 
After  an  injection  of  epinephrine,  this 
reciprocal  relationship  between  the  VC  and 
RV  is  again  demonstrated  with  an  increase 
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in  the  VC  and  decrease  in  RV,  both  toward 
normal. 

What  happens  to  the  exchange  of  oxygen 
and  carbon  dioxide  at  the  alveolar-capillary 
interface  in  asthma?  By  preventing  venti- 
lation of  the  alveolus,  bronchospasm  dimin- 
ishes the  oxygen  available  for  diffusion  and 
prevents  the  blowing  off  of  carbon  dioxide, 
thereby  impeding  the  oxygenation  of 
venous  blood  and  the  elimination  of  carbon 
dioxide.  These  events  are  reflected  in  the 
arterial  blood  by  a decrease  in  oxygen 
content,  arterial  oxygen  unsaturation,  and 
in  severe  cases  by  increased  carbon  dioxide 
content  and  carbon  dioxide  pressure  and 
respiratory  acidosis. 

I have  a few  pictures  that  emphasize  the 
points  I have  made.  On  a normal  spiro- 
gram you  note  that  in  asthma  the  VC  and 
MBC  decrease,  the  time  necessary  to 
perform  the  VC  is  prolonged,  and  the  RV 
increases  at  the  expense  of  the  decreased 
VC.  Next,  you  see  the  reversal  of  a 
typically  obstructed  MBC  toward  normal 
after  nebulization  with  isoproterenol. 
Another  illustration  compares  the  relative 
decrease  in  MBC  and  VC  with  wheezing. 
You  see  that  the  VC  is  not  as  severely 
impaired  as  the  MBC.  This  reflects  the 
ability  of  the  asthmatic  patient  to  “squeeze 
out”  a fairly  good  VC  if  he  is  given  enough 
time  and  prodding.  Of  course,  the  timed 
vital  capacity  and  expiratory  flow  rates 
are  still  markedly  abnormal.  A schematic 
picture  brings  up  a problem  we  have  not 
mentioned,  the  work  of  breathing.  The 
various  forces  that  must  be  overcome  in 
expanding  the  lungs  are  plotted  against 
respiratory  rate.  Since  the  work  necessary 
to  overcome  airway  resistance  and  tur- 
bulence increases  with  an  increased  respira- 
tory rate,  the  patient  with  obstruction 
usually  does  not  breathe  at  extremely  rapid 
rates  as  do  patients  with  interstitial  pul- 
monary disease,  although  some  of  our 
early  “pure”  asthmatic  patients  may  have 
a moderate  tachypnea. 

Other  illustrations  demonstrate  the  alter- 
ation in  blood  gases  when  there  is  alveolar 
hypoventilation.  The  oxgyen  dissociation 
curve  emphasizes  the  marked  drop  in 
oxygen  pressure  before  there  is  a meas- 
urable decrease  in  oxygen  saturation.  It 
is  misleading  to  think  of  a slight  impair- 
ment of  oxgyen  saturation  as  reflecting 
only  a slight  degree  of  dysfunction  since 


this  occurs  only  after  a significant  decrease 
in  oxygen  pressure.  The  Hendersen- 
Hasselbach  equation  reminds  us  that  rel- 
atively large  quantities  of  buffer  are  needed 
to  maintain  a normal  pH. 

Physiologic  Principles 
in  Management 

HYLAN  A.  BICKERMAN,  M.D. 

New  York  City 

Associate  Clinical  Professor  of  Medicine,  College 
of  Physicians  and  Surgeons,  and  Chief  of  Special 
Asthma  Clinic,  Columbia-Presbyterian  Medical  Center 


P roceeding  from  Dr.  Teirstein’s  remarks, 
my  presentation  will  be  concerned,  bas- 
ically, with  the  pharmacologic  and  phys- 
iologic management  of  bronchial  asthma. 
If  we  consider  that  the  primary  defect  in 
bronchial  asthma  is  restriction  of  air  flow, 
and  this  is  a result  of  three  major  factors — 
bronchoconstriction,  segmental  or  diffuse; 
mucosal  edema,  which  may  be  allergic 
and/or  inflammatory;  and  obstruction  by 
mucous  plugs  resulting  from  hypersecre- 
tion within  the  airway — we  have  the  major 
pathophysiology  of  bronchial  asthma. 

The  clinical  manifestations  of  bronchial 
asthma  vary  from  patient  to  patient,  and 
in  the  same  patient  himself,  with  respect  to 
severity  and  duration  of  each  attack. 
Therefore,  we  must  consider  a rather 
flexible  program  for  each  individual  in 
each  attack.  I’d  like  to  emphasize  that 
most  of  the  pharmacologic  agents  that  we 
deal  with  are  potent  drugs  and  should  be 
handled  with  discretion  in  view  of  their 
possible  adverse  reactions. 

Basic  principles  of  management  include 
relief  of  bronchial  constriction,  broncho- 
spasm, and  edema;  facilitation  of  broncho- 
pulmonary drainage;  treatment  of  inter- 
current and  concurrent  infection;  and 
improvement  in  the  work  of  breathing.  The 
latter  I will  leave  for  Dr.  Mazzia’s  discus- 
sion on  respirators  and  assisted  respiration. 
One  must  also  consider  a cardiotonic 
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regimen  for  the  older  asthmatic  person 
who,  as  a result  of  the  stress  of  the  asth- 
matic attack,  has  been  precipitated  into 
cardiac  failure. 

As  a guide  to  therapy,  I’d  like  to  divide 
bronchial  asthma  into  three  clinical  types. 
The  first  might  be  considered  mild  to 
moderate  episodic  attacks,  usually  oc- 
curring as  a result  of  the  inhalation  of  an 
extrinsic  antigen,  precipitating  broncho- 
spasm  as  the  major  pathologic  feature. 
The  second  type  is  chronic  progressive 
asthma,  nonseasonal,  and  frequently  asso- 
ciated with  infection,  mucosal  edema,  and 
retained  secretions.  Chronic  bronchitis  is 
a common  complication,  and  about  20  per 
cent  of  these  patients  we  have  followed  at 
the  Columbia-Presbyterian  Medical  Center 
develop  obstructive  pulmonary  emphy- 
sema. The  third  type  is  the  acute  ful- 
minating attack,  which  we  call  status 
asthmaticus. 

Episodic  attacks 

For  attacks  of  episodic  asthma,  the  use 
of  a sympathomimetic  aerosol,  such  as 
epinephrine  or  isoproterenol,  inhaled  at 
the  onset  of  the  attack,  will  provide  relief 
and  a return  to  normal  ventilatory  function 
as  measured  by  spirometry.  In  some 
individuals  where  relief  is  evanescent,  the 
addition  of  an  oral  tablet  containing  ephed- 
rine  or  aminophylline,  alone  or  in  combina- 
tion, will  sustain  the  bronchodilator  effect. 

Chronic  progressive  asthma 

The  patient  with  chronic  progressive 
asthma  usually  requires  a maintenance 
program  which  entails  the  use  of  an  oral 
bronchodilator,  such  as  15  to  25  mg.  of 
ephedrine  on  arising  and  at  3:00  o’clock 
in  the  afternoon,  and  200  to  300  mg.  of 
aminophylline  on  retiring,  in  addition  to 
aerosol  therapy.  For  more  prolonged  relief 
of  bronchospasm  and  mucosal  edema,  we 
prefer  nebulizing  aerosols  with  the  Y-tube 
device.  A mixture  of  0.3  to  0.5  ml.  of 
racemic  epinephrine  or  isoproterenol  to- 
gether with  1 ml.  of  0.25  per  cent  phen- 
ylephrine is  administered  four  times  daily 
at  a flow  rate  of  5 L.  per  minute  from  an 
oxygen  tank  or  motor  compressor. 

The  ventilatory  effect  of  breathing  this 
type  of  aerosol  is  demonstrated  in  tracings 


showing  both  an  increase  in  vital  capacity 
and  flow  rate  as  well  as  diminished  trap- 
ping. 

Pneumotachographic  tracings  of  the 
maximal  coughs  of  a twenty-three-year-old 
nurse  with  asthma,  before  and  after  in- 
haling bronchodilator  aerosol,  showed  in 
addition  to  the  much  higher  peak  flow  rate 
after  aerosol  therapy  that  there  was  a 
threefold  increase  in  the  volume  of  air 
exhaled  with  cough.  The  relief  of  broncho- 
spasm had  in  effect  converted  tussive 
insufficiency  to  an  effective  cough  capable 
of  ridding  the  bronchi  of  retained  secre- 
tions. 

The  problem  of  facilitating  bronchial 
drainage  is  of  the  utmost  importance  in 
the  management  of  chronic  asthma  if  we 
are  to  avoid  the  drastic  consequences  of 
acute  respiratory  insufficiency.  Categories 
of  pharmacologic  agents  known  as  expec- 
torants, detergents,  and  mucolytics  have 
been  tabulated.  Various  oral  expectorants 
have  been  employed  empirically  over  the 
past  two  thousand  years.  The  principal 
preparations  in  this  group  in  use  in  our 
clinic  are  saturated  solution  of  potassium 
iodide,  syrup  of  ipecac,  and  glyceryl 
guaiacolate.  While  objective  evidence  in 
human  beings  documenting  changes  in  the 
quantity  or  visco-elastic  properties  of  re- 
spiratory tract  fluid  is  sadly  lacking,  Boyd1 
has  demonstrated  in  animals  that  potas- 
sium iodide  significantly  increases  respir- 
atory tract  fluid  while  syrup  of  ipecac  and 
glyceryl  guaiacolate  appear  to  be  about 
50  per  cent  as  effective. 

The  customary  dose  of  saturated  solution 
potassium  iodide  is  1 ml.  three  times  daily. 
For  those  patients  who  exhibit  hypersen- 
sitivity to  the  iodides,  we  have  substituted 
subemetic  doses  of  syrup  of  ipecac,  0.5 
ml.,  or  glyceryl  guaiacolate,  5 ml.,  three 
times  a day. 

Of  the  aerosol  preparations  used  to 
facilitate  bronchial  drainage  the  detergent 
agents,  tyloxapol  (Alevaire)  and  sodium 
ethasulfate  (Tergemist)  have  proved  in- 
effective in  our  clinic  and  this  has  been  con- 
firmed in  double  blind  studies  by  Palmer2 
and  others  showing  no  difference  between 
tyloxapol  and  saline. 

Pancreatic  dornase  (Dornavac)  and 
trypsin  are  the  two  principal  mucolytic 
enzymes.  Of  these,  trypsin  has  been 
more  or  less  discarded  because  of  a high 
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incidence  of  adverse  reactions  while  pan- 
creatic dornase  has  only  limited  usefulness. 
Since  this  enzyme  is  active  on  its  substrate, 
desoxyribonucleic  acid,  which  is  primarily 
a by-product  of  desquamating  and  broken- 
down  leukocytes  or  pus  cells,  it  would  be 
ineffective  in  liquefying  the  mucoid  spu- 
tum typically  encountered  in  bronchial 
asthma.  Pancreatic  dornase  may  be  help- 
ful when  asthma  is  complicated  by  respir- 
atory infection  resulting  in  the  presence  of 
purulent  secretions.  It  should  be  given 
in  conjunction  with  an  appropriate  anti- 
biotic for  a period  of  from  three  to  five 
days  at  which  time  the  sputum  will  have 
become  more  mucoid  in  character.  N- 
acetyl-l-cystine  (Mucomyst)  is  a chemical 
mucolytic  which  has  proved  effective  in  a 
variety  of  bronchopulmonary  disorders 
such  as  bronchiectasis  and  cystic  fibrosis. 
However,  it  tends  to  provoke  broncho- 
spasm  in  patients  with  bronchial  asthma 
as  a result  of  chemical  irritation. 

In  our  experience  the  most  effective 
aerosols  for  facilitating  drainage  are  the 
humidifying  aerosols  employing  normal 
saline  or  5 per  cent  propylene  glycol. 
These  are  nonirritating  to  the  asthmatic 
patient  and  by  adding  water  to  the  respir- 
atory tract  tend  to  lower  viscosity  and 
prevent  inspissation  of  retained  secretions. 
A high-flow  jet  nebulizer  can  be  fashioned 
from  a coffee  pot  in  which  6 to  7 ml.  of 
aerosol  can  be  delivered  to  the  patient  per 
minute  at  125  F.  We  usually  employ 
three  or  four  fifteen-minute  treatments 
daily  preceded  by  a bronchodilator  aerosol 
to  obtain  an  effective  bronchial  lavage. 

There  are  a small  percentage  of  patients 
with  severe  chronic  asthma  who  obtain 
little  or  no  benefit  from  conventional 
therapy  and  are  committed  to  a life  of 
chronic  invalidism.  It  is  for  these  indi- 
viduals that  we  must  consider  the  question 
of  steroid  therapy.  Since  cessation  of 
steroid  therapy  unfortunately  results  in 
prompt  regression,  we  are  often  committed 
to  long-term  maintenance  so  that  it  is  in 
this  group  that  we  see  most  of  the  adverse 
hormonal  effects  of  hypercorticism.  Never- 
theless, a significant  improvement  in  ven- 
tilatory function  is  quite  obvious.  This 
type  of  dramatic  change  accompanied  by 
restitution  of  exertional  tolerance  will  occur 
in  approximately  80  to  85  per  cent  of  such 
patients  when  placed  on  steroid  therapy. 


Status  asthmaticus 

Finally,  I’d  like  to  make  some  brief 
comments  on  the  acute  fulminating  attack 
before  Dr.  Mazzia  discusses  this.  The 
acute  fulminating  attack,  status  asth- 
maticus, is  a medical  emergency  in  which 
the  patient’s  life  is  in  jeopardy.  This  is 
not  a benign  disease.  Last  year,  1,400 
people  in  Great  Britain  died  of  status 
asthmaticus.  The  patient  with  status  is 
usually  markedly  dehydrated,  anxious, 
and  restless.  He  hasn’t  eaten  or  slept 
perhaps  for  several  days  before  he  is 
brought  into  the  hospital,  and  to  all  intents 
and  purposes  he  is  in  a state  of  medical 
shock.  If  he  is  relatively  alert,  and  there 
are  none  of  the  eye  signs  that  Dr.  Mazzia 
will  talk  to  you  about,  medical  manage- 
ment is  indicated  and  should  be  instituted 
promptly.  Our  program  consists  of  the 
immediate  administration  of  intravenous 
fluids,  usually  3,000  cc.  the  first  twenty  - 
four  hours,  provided  there  is  no  evidence 
of  cardiac  failure.  The  first  liter  is  5 per 
cent  dextrose  in  distilled  water,  containing 
100  mg.  of  prednisolone  and  500  mg.  of 
aminophylline.  This  is  followed  by  2 L., 
one  of  5 per  cent  dextrose  in  distilled  water 
and  the  other  normal  saline,  each  con- 
taining 50  mg.  of  prednisolone  and  250  mg. 
of  aminophylline.  For  those  patients  who 
respond  to  this  regimen,  onset  of  relief 
usually  occurs  in  from  sixteen  to  eighteen 
hours.  If  the  patient  is  sufficiently  better 
by  the  second  day,  oral  steroids  are  given 
at  a dose  of  80  mg.  of  prednisone  per  day 
in  divided  doses  and  rapidly  tapered  down 
over  a period  of  ten  to  twelve  days.  In 
addition,  other  supportive  measures  con- 
sist of  the  administration  of  oxygen  if  the 
patient  is  obviously  hypoxic  and  cyanotic. 
A plastic  nasal  cannula  will  provide  approx- 
imately 32  to  35  per  cent  oxygen  at  6 L. 
per  minute.  This  is  ordinarily  sufficient  to 
increase  arterial  oxygen  saturation  to 
normal  levels. 

For  the  proper  management  of  those 
patients  who  may  have  disturbances  in  pH 
and  blood  gases,  it  is  imperative  that 
methods  be  available  for  rapidly  obtaining 
these  determinations  as  well  as  blood 
electrolytes.  With  the  new  polarographic 
devices,  such  as  IL*  or  Astrup,*  these  meas- 

*IL-Instrumentation  Laboratories,  Boston;  or  Astrup, 
Denmark. 
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urements  can  be  performed  in  minutes. 
Many  of  these  patients  are  hypokalemic 
and  require  the  addition  of  potassium, 
40  to  80  mEq.  per  liter,  to  correct  this. 
There  is  a recent  intriguing  article  by 
Mithoefer3  in  which  two  moribund  pa- 
tients in  respiratory  acidosis  were  suc- 
cessfully treated  with  sodium  bicarbonate, 
0.3  molar,  100  cc.  repeated  two  or  three 
times,  administered  intravenously,  and 
monitored  for  pH  and  carbon  dioxide 
pressure. 

The  use  of  intermittent  positive  pressure 
breathing  is,  in  my  opinion,  totally  unwar- 
ranted in  mild  to  moderate  asthma.  It  is 
an  expensive  way  to  give  aerosol  therapy, 
and  I have  had  little  success  with  it  in 
patients  with  status  asthmaticus.  Coop- 
eration is  poor  because  these  patients  are 
apprehensive  and  restless,  and  their  high 
airway  resistance  makes  it  difficult  to 
obtain  adequate  alveolar  ventilation. 

This  illustration  represents  a patient  who 
is  developing  carbon  dioxide  narcosis;  the 
carbon  dioxide  pressure  is  high,  the  pH  is 
dropping,  with  hypoxemia  and  hypoven- 
tilation. The  patient  was  placed  in  a 
tank  respirator  and  the  bar  graph  shows 
that  he  actually  did  worse.  This  occurred 
because  the  patient  was  cycling  out  of 
phase  with  the  respirator,  and  the  tank 
respirator  did  not  have  the  pressures 
necessary  to  overcome  airway  resistance. 
Finally,  he  was  transferred  to  the  “Cof- 
flator,”  which  operates  in  a manner  similar 
to  a volume-cycled  respirator,  and  with 
the  institution  of  a proper  airway  a tre- 
mendous increase  in  alveolar  ventilation 
was  obtained  with  an  immediate  elevation 
in  pH  and  a drop  in  the  carbon  dioxide 
pressure.  This  is  shown  as  a preliminary 
to  Dr.  Mazzia’s  talk.  I know  there  are 
many  areas  that  I haven’t  covered,  like 
sedation,  treatment  of  infection,  bron- 
choscopy under  ether  anesthesia  as  recom- 
mended by  Waldbott,4  but  I don’t  think 
there  is  enough  time. 

Dr.  Bukantz:  Thank  you  very  much, 

Dr.  Bickerman.  I think  you’ve  opened 
up  some  extremely  interesting  and  chal- 
lenging areas. 

I would  like  to  say  that  when  we  ap- 
proach the  problem  of  a dying  asthmatic 
patient,  we  need  extraordinary  help. 
And,  it  seems  to  me  that  the  kind  of  help 
we  need  for  the  patient  for  whom  our 


management  has  failed  to  prevent  the 
life-threatening  episode  is  the  kind  we  can 
get  from  people  like  Dr.  Mazzia. 
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T he  anesthesiologist  serves  as  a con- 
sultant to  the  internist  and  does  not  see 
the  patient  until  called.  The  principal 
contribution  of  the  anesthesiologist  is  to 
the  care  of  the  status  asthmaticus  patient 
who  is  moribund.  With  proper  care  in 
all  probability  status  asthmaticus  can  be 
relieved  before  death  occurs. 

In  severe  status  asthmaticus  the  subject 
is  usually  amnesic  for  on-going  events. 
This  amnesia  can  be  correlated  with  eye 
position.  If  the  subject  can  be  shown  by 
an  objective  observation  to  be  amnesic, 
no  central  nervous  system  depressants 
need  be  administered  before  paralyzing 
the  patient  or  passing  an  endotracheal 
tube.  With  cuffed  endotracheal  tube  in 
place  and  the  patient  fully  paralyzed  with 
succinylcholine,  a volume-limited  respi- 
rator such  as  the  Engstrom,  Emerson,  or 
Morch  is  applied.  Pressure-limited  res- 
pirators such  as  the  Bird  and  Bennett  are 
not  satisfactory  because  they  require  very, 
very  close  and  frequent  adjustment.  Tra- 
cheal secretions  are  suctioned  at  least 
every  fifteen  minutes.  The  regimen  of 
paralysis  with  succinylcholine,  endotra- 
cheal intubation,  volume-limited  ventila- 
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tion,  and  tracheal  suction  has  broken 
several  attacks  of  otherwise  moribund 
status  asthmaticus  at  Bellevue  Hospital 
Center. 1 

Disconjugate  eye  movements 
and  amnesia 

In  other  publications23  and  by  a 
film*  a relation  between  disconjugate 
or  dissociated  eye  movements  and  am- 
nesia for  on-going  events  has  been  es- 
tablished. There  is  no  appropriate  neu- 
rologic term  at  present  for  the  eye  position 
which  refers  to  disconjugate.  Discon- 
jugate eye  movements  and  the  correlated 
amnesia  for  on-going  events  in  an  other- 
wise fully  conscious  subject  can  be  pro- 
duced by  many  of  the  pathophysiologic 
derangements  associated  with  status  asth- 
maticus such  as  hypoxia,  hypercarbia, 
respiratory  and  metabolic  acidosis,  and 
electrolyte  imbalance.  Many  of  the  drugs 
administered  to  asthmatic  patients  such  as 
barbiturates,  narcotics,  and  antihistamines 

* Mazzia,  V.  D.  B.:  Eye  centering  and  amnesia,  Ayerst 

Laboratories,  New  York  City. 


also  can  produce  disconjugate  eye  move- 
ments and  amnesia  for  on-going  events. 

Under  the  conditions  outlined,  tracheal 
secretions  are  readily  aspirated  and,  in 
time,  the  tracheobronchial  tree  will  be 
cleaned  with  the  use  of  mucolytic  agents 
or  saline  instillation.  Humidification  of 
the  inspired  gases  is  recommended. 

If  the  position  of  the  eyes  is  not  discon- 
jugate or  freely  dissociated  but  is  fixed 
with  the  eyes  somewhat  deviated  outward, 
then  the  patient  is  in  a deeper  level  of 
impaired  cerebral  function.  Such  a patient 
is  unconscious  and  comatose  and  requires 
prompt  resuscitative  efforts.  This  method 
of  treatment  is  probably  superior  to  ether 
by  inhalation  or  by  rectum  and  bron- 
choscopy. 
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Question  and  Answer  Period 


Dr.  Bukantz:  I think  there  must  be 

questions  in  the  minds  of  some  of  you,  and 
the  presentation  by  Dr.  Mazzia,  partic- 
ularly, is,  to  my  mind,  extremely  inter- 
esting, provocative,  and  poses  questions. 

I want  to  make  one  remark,  and  that  is 
that  of  all  the  things  that  I have  looked  at 
and  measured  in  an  asthmatic  patient, 
I have  never  looked  for  “cock  eyes.”  If 
any  of  you  have  seen  a cock-eyed  person 
with  asthma,  I would  like  to  know  about  it. 

I was  interested,  Dr.  Teirstein,  in  your 
comment  that  the  vital  capacity  was  the 
most  important  measurement  that  we 
could  make  in  relation  to  pulmonary  func- 
tion problems  in  asthma. 

We  have  really  been  zeroing  in  for  a 
long  time  in  saying  that  vital  capacity, 
without  some  conception  of  the  time  rela- 
tionship, which  you  seem  to  slough  off,  was 
really  not  an  important  measurement  as 
far  as  following  the  asthmatic  patient  is 
concerned;  furthermore,  the  maximum 


breathing  capacity  is  a sort  of  outmoded 
pulmonary  function  method  for  one  who 
has  the  labile  bronchopulmonary  respon- 
siveness of  the  patient  with  asthma. 
Would  you  make  a comment  about  that? 

Dr.  Teirstein:  You  are  perfectly  cor- 

rect. When  we  speak  of  the  vital  capacity 
today,  we  always  mean  some  kind  of 
timing,  either  a per  second  fractionation  of 
the  entire  forced  expiratory  volume  or  a 
determination  of  the  various  expiratory 
flow  rates.  I emphasize  these  determina- 
tions for  several  reasons.  First,  we  are 
constantly  pushed  by  the  internists,  sur- 
geons, and  epidemiologists  to  give  them  a 
simple,  inexpensive,  easily  performed  test 
of  pulmonary  function.  It  is  very  much 
like  the  search  for  a single  liver  function 
test.  There  is  no  single  test  that  fits  that 
description.  However,  the  vital  capacity 
with  timing  most  closely  approaches  it. 
Certainly,  every  physician  who  is  caring 
for  asthmatic  patients  should  have  some 
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way  of  measuring  a timed  vital  capacity 
in  his  office,  clinic,  and  at  the  bedside. 
And  foremost,  the  vital  capacity,  when 
performed  well,  is  a very  good  test  of 
pulmonary  dysfunction. 

Dr.  Bukantz:  What  do  you  think 

about  the  peak  expiratory  flow  meters? 
Have  you  had  any  experience  with  them? 
It  seems  to  me  that  there  have  been  a 
couple  of  very  good  controlled  studies 
that  would  completely  equate  a peak 
expiratory  flow  rate  with  any  kind  of  a 
maximum  expiratory  flow  rate,  a first, 
second,  or  whatever  kind  of  vital  capacity 
that  you  want  to  do.  Would  you  agree 
with  that,  Dr.  Teirstein? 

Dr.  Teirstein:  Yes,  I would  agree 

with  that.  The  only  advantage  to  the 
other  instruments  is  that  usually  you  have 
some  kind  of  a graph  that  you  can  also 
paste  on  your  chart,  and  this  is  a little 
bit  of  added  information  you  can  follow 
later  on. 

Dr.  Bukantz:  I was  interested  also  in 

some  of  your  comments  on  the  work  of 
breathing,  which  Dr.  Bickerman  also  made 
reference  to.  I really  didn’t  understand 
very  well  this  remarkable  homeostatic 
mechanism  which  makes  the  patient  with 
asthma  know  how  to  breathe  at  20  to  25 
times  a minute.  As  a matter  of  fact,  I 
can’t  remember  that  asthmatic  patients  do 
breathe  that  way. 

Dr.  Teirstein:  It  is  obvious  that 

these  patients  are  struggling  for  air,  hence 
an  increased  work  of  breathing.  If  you 
observe  a large  group  of  patients,  you  will 
find  that  those  who  have  the  most  rapid 
tachypnea  are  not  the  patients  with  ob- 
structive bronchial  disease  but  are  the 
patients  with  diffuse  interstitial  pulmonary 
disease.  Patients  with  the  slowest  respir- 
atory rates  are  those  with  emphysema  or 
some  other  cause  of  alveolar  hypoventila- 
tion, who  are  bordering  on  the  stages  that 
Dr.  Mazzia  showed  us.  Those  with  asthma 
are  somewhere  in  between.  We  tend  to 
think  that  someone  who  is  “short  of 
breath”  should  breathe  rapidly,  but  the 
patients  who  are  severely  indisposed  with 
bronchitis  and  asthma  do  not  approach 
the  respiratory  rates  of  patients  with 
Hamman-Rich  disease,  asbestosis,  or  pul- 
monary sarcoidosis. 

Although  one  may  note  elevations  of 
blood  lactic  acid,  I have  not  recogizned 


the  production  of  a significant  metabolic 
acidosis  due  to  a combination  of  labored 
breathing  and  hypoxia.  You  do  provoke 
me  to  remark  about  a much  more  com- 
monly seen  electrolyte  imbalance,  and 
that  is  the  coexistence  of  a metabolic 
alkalosis  with  respiratory  acidosis.  This 
latter  problem  is  to  a great  extent  iatro- 
genic. Many  patients  with  asthma  are 
receiving  adrenocorticosteroids,  which  you 
know  produce  a metabolic  alkalosis.  In 
addition,  many  of  the  older  patients, 
perhaps  with  emphysema,  are  taking  diu- 
retics for  imagined  or  real  heart  failure; 
this,  too,  may  lead  to  a metabolic  alkalosis. 
Incidentally,  a routine  venous  carbon 
dioxide  test  in  these  patients  may  be  very 
misleading,  and  an  arterial  blood  pH  and 
carbon  dioxide  pressure  finding  is  necessary 
to  ascertain  the  degree  of  metabolic  alka- 
losis and  respiratory  acidosis.  Finally, 
this  brings  us  to  recent  excellent  work  on 
this  complex  problem.  Several  workers 
have  shown  that  simply  obtaining  adequate 
ventilation  of  these  obstructed  patients 
may  not  correct  their  electrolyte  im- 
balance. Potassium  must  be  prescribed, 
and  not  just  any  potassium  salt  or  combina- 
tion of  salts,  but  specifically  potassium 
chloride. 

Dr.  Bukantz:  Now  that’s  a good 

point,  Dr.  Teirstein,  but  you  seemed  to 
imply  that  in  some  instances  of  status 
asthmaticus,  patients  develop  a metabolic 
alkalosis.  I question  this  very  seriously. 
I think  that  someone  in  Pittsburgh  has 
written  especially  on  alkalosis  complicating 
certain  stages  of  chronic  hypercapnia,  but 
I don’t  think  that  anyone  has  actually 
demonstrated  alkalosis  as  a complication 
of  bronchial  asthma.  Now,  the  question 
as  to  whether  one  gets  reduced  bicarbonate: 
I was  interested  in  a recent  article  in  the 
Lancet  that  indicates  that  in  a series  of 
patients  carefully  studied,  every  one 
showed  a hypobicarbonate  level,  whereas 
the  asthmatic  patients  that  we  studied 
did  not  present  this  finding. 

Physician:  Most  of  the  patients  with 

status  asthmaticus  that  I’ve  seen,  and  I 
must  say  that  I’ve  been  fortunate  in  seeing 
none  with  respiratory  acidosis,  seem  to 
have  a low  venous  carbon  dioxide.  We’ve 
always  taken  this  to  mean  that  they  have 
some  respiratory  alkalosis  because  of  hyper- 
ventilation. 
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I wonder  if  you  have  any  comments  on 
that? 

Dr.  Teirstein:  I have  not  seen  that 

kind  of  patient.  Those  who  come  to  me 
for  study  are,  of  course,  quite  ill,  usually 
chronically  so.  I am  sure  that  a young 
child  with  an  acute  asthmatic  attack  who 
is  moving  a relatively  great  amount  of 
air  as  manifested  by  profuse  wheezing 
does  not  have  much  carbon  dioxide  reten- 
tion. He  may  even  “blow  off”  enough 
carbon  dioxide  to  become  alkalotic.  How- 
ever, the  majority  of  the  patients  who  are 
sent  to  us  are  not  in  this  category. 

Dr.  Bukantz:  Well,  I fully  agree. 

We’ve  actually  tried  to  develop  a test 
for  the  wheezer,  to  see  whether  children 
could  be  made  to  breathe  off  enough  carbon 
dioxide  to  drop  its  level  at  all.  We  just 
couldn’t  make  them  do  it. 

Physician:  This  is  primarily  because 

it  is  rather  difficult,  a lot  of  times,  when 
you  admit  someone  with  status  to  hos- 
pitals, to  get  arterial  blood  studies  done. 

Dr.  Bukantz:  Just  because  it  is  dif- 

ficult, doesn’t  mean  that  you  should  do 
something  that  doesn’t  teach  you  anything. 

Physician:  It  has  been  my  experience 

that  if  the  carbon  dioxide  is  not  elevated 
the  prognosis  is  better.  Many  patients 
in  status  have  low  venous  carbon  dioxide. 

Dr.  Bickerman:  In  answer  to  the 

present  comment,  we  have  seen  low  venous 
carbon  dioxide  in  a few  of  our  patients  that 
we  would  classify  as  early  status  asth- 
maticus.  But,  I think  we  must  consider 
this  a rarity.  It  is  conceivable  that  such 
a person  in  the  early  stage  may  be  hyper- 
ventilating to  some  degree  and  this,  com- 
bined with  other  metabolic  factors,  such 
as  lactic  acid  production,  results  in  a low 
venous  carbon  dioxide.  The  venous  car- 
bon dioxide,  however,  as  Dr.  Bukantz 
mentioned,  is  a poor  indicator  of  the  true 
respiratory  state,  because  you’ve  got  so 
many  metabolic  factors  occurring. 

Remember,  though,  that  in  the  really 
classical  status  asthmaticus,  where  the 
patient’s  bronchi  and  bronchioles  are 
plugged  with  thick  inspissated  mucus, 
there  are  disturbances  in  ventilation  and 
perfusion. 

You  were  a little  interested,  Dr.  Bukantz, 
in  why  we  were  so  excited  about  a pH  of  7.3 
on  the  graph.  This  patient  was  actually 
out  in  “left  field”  at  this  time  and  he  was 


hypoxic  as  well  with  an  80  per  cent  arterial 
oxygen  saturation. 

Dr.  Bukantz:  Eighty  per  cent? 

Dr.  Bickerman:  Yes. 

Dr.  Bukantz:  Is  that  pretty  hypoxic? 

Dr.  Bickerman:  Well,  I think  that 

when  you  get  below  85  per  cent  saturation, 
you  are  in  a little  trouble,  and  if  you  stay 
at  80  per  cent  you’re  going  to  be  in  real 
trouble. 

Other  factors  may  also  be  involved, 
such  as  electrolyte  imbalance.  The  point 
that  I was  trying  to  make  was  that  for  the 
elucidation  and  management  of  patients 
in  this  extremely  severe  state,  the  moribund 
patient,  you  really  require  arterial  blood 
gases  and  pH,  and  I don’t  think  you  can 
get  by  with  anything  else. 

Joseph  Fries,  M.D.:  Dr.  Bickerman, 

I should  like  to  compliment  you  on  your 
delightful  presentation.  But,  I must  sug- 
gest some  caution  in  recommending  the 
use  of  syrup  of  ipecac.  As  you  know,  this 
is  a protoplasmic  poison.  This  accu- 
mulates in  the  tissues,  first  in  the  liver  and 
then  in  the  spleen,  and  finally  in  the  heart. 
Now,  it  takes  some  six  to  eight  weeks  for 
ipecac  to  be  excreted.  The  result  is  a 
building  up  of  this  material  in  the  tissues 
with  a possible  termination  due  to  hypoxic 
myocarditis.  Now,  I have  seen  several 
instances  of  unexpected  death,  where 
children  have  been  given  syrup  of  ipecac, 
either  as  an  emetic  or  as  an  expectorant. 
I should  like  to  place  great  caution  in 
considering  the  use  of  ipecac. 

Dr.  Bickerman:  I’d  like  to  know 

whether  you  mean  syrup  of  ipecac  or 
fluid  extract  of  ipecac.  I say  this,  because 
there  are  on  record  a number  of  deaths 
when  fluid  extract  of  ipecac  was  inadvert- 
ently prescribed  in  place  of  syrup  of  ipecac. 
To  my  knowledge,  I am  unaware  of  any 
fatality  from  the  use  of  syrup  of  ipecac 
when  given  in  the  appropriate  dosages. 

For  expectorant  action,  and  this  applies 
to  iodides  as  well  as  glyceryl  guaiacolate, 
one  should  never  give  these  for  prolonged 
periods  of  time.  The  indications  for  using 
an  expectorant  are  to  reduce  the  viscosity 
of  the  secretions.  To  be  effective,  it 
should  be  given  intermittently  for  a period 
of  a week  or  two  and  then  discontinued  or 
reduced  in  dosage. 

Bernard  Levine,  M.D.:  I’m  asking 

Dr.  Bickerman:  one,  would  he  comment 
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on  the  use  of  THAM  in  status  asthmaticus? 
Second,  does  he  find  the  concurrent  use  of 
phenylephrine  with  acetylcysteine  will  di- 
minish or  in  some  way  minimize  or  remove 
the  bronchospastic  effect  of  the  acetyl- 
cysteine? Third,  in  the  use  of  intravenous 
fluids,  wouldn’t  it  be  better  to  use  one- 
third  strength  saline  all  along? 

Dr.  Bickerman:  As  far  as  THAM  is 

concerned,  I don’t  think  that  it  has  any 
place  in  the  treatment  of  status  asth- 
maticus. This  buffer  agent  removes  the 
stimulus  to  respiration  to  some  extent, 
and  if  it’s  going  to  be  used  in  respiratory 
acidosis,  it  must  be  accompanied  by  as- 
sisted respiration.  The  patient  must  be 
under  careful  supervision  in  a tank  res- 
pirator. We  have  only  used  it  infrequently 
in  patients  with  long-term  carbon  dioxide 
retention  due  to  emphysema. 

The  use  of  respiratory  stimulants  such 
as  ethemivan  has  not  been  encouraging. 
By  increasing  both  the  rate  and  depth  of 
respiration,  we  are  producing  metabolically 
as  much  carbon  dioxide  as  we’re  getting 
rid  of,  and  we  end  up  with  a zero  balance. 

As  for  phenylephrine,  it  is  now  recom- 
mended that  if  you’re  going  to  use  acetyl- 
cysteine in  a patient  with  a tendency 
toward  bronchoconstriction  that  you  pre- 
cede the  treatment  with  an  adequate 
bronchodilator,  such  as  isoproterenol. 
This  measure  has  alleviated  some  of  these 
episodes,  but  I want  to  caution  you  that 
this  is  a real  problem. 

There’s  another  problem  that’s  involved, 
not  so  much  for  the  asthmatic  as  for  the 
older  patient  with  chronic  pulmonary 
disease.  Sometimes  liquefaction  occurs  at 
such  a rate  in  a patient  with  an  ineffectual 
cough  that  it  may  be  necessary  to  suction 
him  rather  vigorously;  otherwise  he  may 
“drown”  in  his  own  secretions. 

In  answer  to  the  question  on  the  use  of  a 
third  normal  saline;  I have  no  objection  to 
this  if  it  is  readily  available,  since  this  is 
an  acute  medical  emergency. 

Voice:  One-third  per  cent  normal  sa- 

line is  a stock  solution  on  nearly  every 
pediatric  service. 

Physician:  I have  three  questions  for 

Dr.  Bickerman.  First,  on  the  recom- 
mendation of  the  use  of  aminophylline 
immediately  intravenously  in  an  individual 
who  is  dehydrated  and  very  ill.  I must 
remind  you  that  in  children  this  can  be 


especially  dangerous.  Dehydration  makes 
aminophylline  a little  more  difficult  to 
handle.  The  child  who  comes  into  the 
hospital  with  status  has  usually  had  ami- 
nophylline in  various  forms  for  several  days 
previously.  There  have  been  deaths  in 
children  due  to  overdoses  of  aminophylline 
given  in  large  doses. 

The  second  comment  is  on  the  use  of 
antibiotics  in  the  individual  with  status 
asthma.  I don’t  believe  that  it  was  men- 
tioned, if  it  has  been  I just  didn’t  hear  it. 

The  third  comment  is  on  the  use  of 
superheated  steam.  I’ve  never  under- 
stood why  superheated  steam  works.  Per- 
haps you  can  clarify  this  for  me.  It  seems 
that  when  we  heat  water  with  any  solute 
in  it,  the  first  thing  to  come  off  is  the  water. 
If  this  is  what’s  being  inhaled,  it  can’t  be 
inhaled  in  the  superheated  state  because  it 
would  burn  one,  so  the  tube  has  to  be  made 
pretty  long  between  the  steam  and  the 
person.  If  it  is  allowed  to  cool,  it  turns 
back  to  water,  so  why  not  start  with  water 
to  begin  with? 

Dr.  Bickerman:  The  dosages  that  I 

gave  you  were  intended  for  the  adult,  not 
for  pediatric  patients.  You  will  note  that 
the  aminophylline  was  added  to  a liter  of 
solution,  and  that  3 L.  are  to  be  given  in  a 
twenty-four-hour  period.  In  other  words, 
the  amount  of  aminophylline  being  given, 
per  unit  time,  is  less  than  if  you  gave  ami- 
nophylline either  by  rectal  instillation  or 
suppository  or  by  mouth.  In  addition  to 
obtaining  an  effective  blood  level,  the 
patient  is  rehydrated.  Deaths  in  children 
from  aminophylline,  and  there  were  8 
reported,  were  from  suppositories  being 
given  too  frequently  in  adult  dose  form 
instead  of  in  the  pediatric  dose  form.  It’s 
true  that  if  a patient  has  received  ami- 
nophylline prior  to  admission  it  may  be 
omitted  from  the  first  infusion. 

The  second  point  was  on  the  use  of  anti- 
biotics. This  was  mentioned  in  the  chart, 
if  you  remember,  and  I did  not  dwell  any 
longer  on  it  for  reasons  of  time.  Many  of 
the  acute  exacerbations  occurring  in  chronic 
wheezers  and  episodes  of  status  asthmaticus 
are  precipitated  by  a respiratory  tract 
infection.  A sputum  specimen  should  be 
obtained  on  admission  for  culture  and 
bacterial  sensitivities.  Following  this  I 
usually  start  these  patients  on  a broad 
spectrum  antibiotic  such  as  tetracycline 
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with  the  choice  of  changing  the  antibiotic 
when  reports  on  the  sputum  become  avail- 
able. But  most  of  the  time  this  is  what 
we  use.  Sputum  on  all  of  these  patients 
should  be  collected  in  plastic  containers 
for  inspection  by  the  attending  physician 
to  ascertain  the  gross  characteristics  of  the 
sputum,  whether  mucoid  or  purulent. 

And  finally,  the  point  about  superheated 
steam:  I am  referring  to  a superheated 

aerosol  not  a vapor.  And  the  term  super- 
heated refers  only  to  its  being  above  body 
temperature.  Studies  in  the  laboratory 
showed  that  nebulizing  cold  saline  at  a rate 
of  6 to  7 ml.  per  minute  resulted  in  irrita- 
tion, but  when  heated  to  125  F.  it  was  well 
tolerated.  There  is  also  a physical  prin- 
ciple involved,  known  as  “rain-out”  or 
condensation.  If  you  breathe  against  a 
cold  pane  of  glass,  your  water  vapor  will  be 
transformed  into  moisture  on  the  cold  pane. 
In  addition  to  discrete  particles  of  water 
from  the  aerosol,  there  is  also  some  rain-out 
of  the  water  vapor  providing  a more  effec- 
tive washout  or  bronchial  lavage. 

Samuel  Prigal,  M.D.:  I was  partic- 

ularly fascinated  by  Dr.  Mazzia’s  studies 
because  it  would  seem  to  me  that  he  offers 
probably  the  greatest  advance  that  I can 
recall,  that  I can  think  of  in  the  past  thirty 
years  that  I’ve  been  doing  this  type  of 
work. 

In  connection  with  the  discussion  on  the 
blowing  off  of  carbon  dioxide,  I believe 
asthmatic  patients  can  blow  off  enough 
carbon  dioxide  to  lose  consciousness.  I 
have  seen  about  a half  dozen  instances  of 
this. 

Dr.  Bukantz:  And,  you  suggest  that 

we  do  arterial  blood  gas  studies? 

Dr.  Prigal:  No,  I’m  not  suggesting 

that,  but  I do  say  that  unconsciousness 
can  occur  in  patients  with  asthma  as  the 
result  of  blowing  off  excessive  carbon 
dioxide. 

Dr.  Bukantz:  Well,  I can  only  say 

that  I have  never  seen  it. 

Dr.  Levine:  Dr.  Mazzia  has  indicated 

that  with  his  method  of  relaxation  with 
succinylcholine,  he  can  break  an  attack  in 
something  like  four  to  six  hours.  In  con- 
trast, Dr.  Bickerman  has  indicated  that 
with  his  regimen  with  the  use  of  steroids, 
antibiotics,  and  fluids,  an  attack  can  be 
terminated  in  from  sixteen  to  eighteen 
hours.  All  of  us  who  have  had  experience 


with  this  disease  would  agree  with  Dr. 
Bickerman  that  in  sixteen  to  twenty-four 
hours  one  may  get  some  improvement,  but 
not  particularly  striking.  Both  the  doctor 
and  the  patient  may  undergo  two  or  three 
pretty  terrible  days  before  the  patient 
recovers.  Now,  Dr.  Mazzia,  if  what  you 
say  is  true,  four  to  six  hours,  why  are  we 
still  with  steroids? 

Dr.  Mazzia:  The  treatment  previously 

outlined  of  paralysis  with  succinylcholine, 
cuffed  endotracheal  tube,  volume-limited 
respirator,  and  frequent  tracheal  suctioning 
is  reserved  for  moribund  patients  and  those 
whose  eyes  are  disconjugate  from  brain 
dysfunction.  In  milder  degrees  of  asthma 
there  is  no  need  to  call  the  anesthesiologist. 

Dr.  Bukantz:  Dr.  Bickerman,  did  you 

want  to  supplement  that? 

Dr.  Bickerman:  These  are  not  mutu- 

ally exclusive  practices  at  all.  I think  it’s 
a question  of  what  state  your  patient  is  in, 
whether  moribund  or  at  the  inception  of 
status  asthmaticus.  There  are  some  doc- 
tors in  Boston,  Maurice  Segal,  M.D.,  for 
example,  who  classify  on  the  basis  of  blood 
gas  determinations.  For  example,  if  a 
patient  has  a carbon  dioxide  level  of  50 
mmHg.,  he  immediately  employs  succinyl- 
choline with  assisted  respiration  and  intuba- 
tion. Certainly  the  medical  management  in 
the  early  phase  with  steroids,  hydration,  and 
aerosols  is  something  that  we  should  keep 
in  mind.  If  we  can  prove,  with  subsequent 
studies,  as  shown  by  Dr.  Mazzia  and  others, 
that  status  asthmaticus  can  be  handled 
quickly  and  expeditiously  by  having  the 
anesthesiology  team  take  over  for  several 
hours  in  the  intensive  care  unit,  I think 
that  we  could  postpone  medical  manage- 
ment until  they’ve  been  pulled  out  of  this 
state.  But,  I guess  that  many  of  you  will 
disagree  with  me  on  this. 

Dr.  Bukantz:  I would.  I don’t  know 

about  the  others,  and  I think  Dr.  Mazzia 
would.  I think  that  he  said  he  was  acting 
as  a member  of  a team  which  I think  is  a 
very  good  way  to  look  at  it.  Are  you 
satisfied,  Dr.  Levine,  or  do  you  want  to 
come  back  to  this? 

Dr.  Levine:  It’s  a very  good  point, 

a crucial  point.  I may  be  laboring  it,  but 
there  is  an  inconsistency  here.  I don’t 
know  how  to  solve  it.  I got  the  implication 
from  Dr.  Mazzia  that  this  is  a great  therapy 
and  it  always  works.  I don’t  believe  that 
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it  could  possibly  always  work.  After 
seeing  postmortem  pictures  of  people  who 
have  died  in  status  asthmaticus  with  dif- 
fuse plugs  throughout  the  smallest,  the 
finest  radicals,  it’s  very  hard  to  believe 
that  simple  mechanical  therapy  would  be 
sufficient  to  cure  them. 

Dr.  Bukantz:  It’s  interesting.  I re- 

call, as  Dr.  Bickerman  did,  that  Mithoefer 
reported  a dramatic  reversal  of  bronchocon- 
striction  in  minutes  with  the  use  of  sodium 
bicarbonate  administered  intravenously. 

Dr.  Levine:  The  question  is  status 

asthmaticus.  You  see,  the  point  that 
I’m  making  is  that  this  is  probably  true  in 
some  cases,  but  I don’t  think  that  at  the 
present  time  it  is  fair  to  say  that  this  is 
therapy  that  can  be  used  in  all  patients. 
Perhaps  in  some,  but  I wonder,  for  exam- 
ple, how  much  experience  has  been  had 
with  this  method?  How  many  patients 
have  been  treated? 

Voice:  I should  like  to  have  Dr. 

Bickerman  comment  on  the  use  of  a hand 
nebulizer  in  treating  the  asthmatic  patient. 
I discourage  its  use.  I feel  that  most 
patients  tend  to  overuse  it,  and  when  they 
do  they  get  dryness  of  the  postnasal 
pharyngeal  wall,  with  a result  of  a non- 
productive cough,  and  I think  it’s  actually 
a rebound  phenomenon.  And  the  bronchial 
mucosa  that  you  see  with  the  overuse  of 
nose  drops  is  like  this. 

Dr.  Bickerman:  There  will  always  be 

patients  who  will  tend  to  use  things  as  a 
crutch,  whether  it  is  an  aerosol  hand  device, 
or  whether  it’s  a needle  with  a syringe 
with  a bottle  of  epinephrine.  So,  the  over- 
usage of  some  of  these  modalities  is  com- 
mon to  everything,  and  I quite  agree  with 
you.  When  you  have  such  a patient,  he 
will  get  irritation,  he  will  get  drying,  but  I 
think  this  is  something  that  you  just  have 
to  live  with. 

Sheppard  Siegal,  M.D.:  I’d  like  to 

turn  my  criticism  to  the  matter  of  the 
resuscitation  or  the  management  of  the 
patient  with  very  severe  status  asthmaticus, 
the  kind  of  patient  we  see  who  is  near 
stupor,  actually  entering  coma,  who  has 
had  all  the  steroids  indicated.  What  we’re 
really  talking  about  is  not  just  that  which 
is  refractory  to  the  epinephrine  or  refrac- 
tory to  aminophylline.  We’re  talking 
about  those  who  are  already  refractory  to 
the  steroids.  We’re  talking  about  those 


who  have  not  responded  to  therapy  up  to 
that  point.  Many  who  have  written  about 
this  problem,  and  it’s  increasingly  being 
written  about  in  the  literature,  have 
stressed  the  value  of  tracheostomy  as  a 
major  and  important  lifesaving  measure 
associated  with  the  use  of  the  mechanical 
aids  to  respiration  at  the  same  time.  I 
would  like  to  know  what  Dr.  Bickerman 
and  Dr.  Mazzia  have  to  say  about  what 
indication  there  is  to  tracheostomy,  whether 
they  are  in  favor  of  it,  and  exactly  what 
their  management  would  be  in  that  regard. 

Dr.  Bickerman:  Dr.  Mazzia  will  an- 

swer part  of  this,  and  I’ll  answer  the  first 
part.  Prior  to  my  experiences  with  tech- 
nics such  as  Dr.  Mazzia’s,  and  the  use  of 
the  endotracheal  tube,  over  a brief  period 
of  time,  twenty-four  to  thirty-six  hours,  we 
used  to  resort  to  tracheostomy.  We  were 
not  happy  about  it,  and  I must  say  that  we 
had  not  used  it  very  often;  perhaps  we 
were  remiss  in  this  because  I know  of  other 
institutions  that  have  used  it  much  more 
often.  One  of  the  problems  is  that  volun- 
tary cough  is  eliminated  with  tracheostomy, 
therefore  the  patient  must  be  suctioned  to 
get  rid  of  secretions. 

The  problems  of  tracheostomy  care  can 
be  considerable:  sterility,  infection,  en- 

crusting, and  eventually  tracheostenosis. 
These  have  made  us  a little  reluctant, 
perhaps,  to  use  tracheostomy;  and  we’d  far 
rather  use  intubation  for  brief  periods  of 
time  to  tide  the  patient  over  the  crisis. 

Dr.  Bukantz:  Dr.  Mazzia,  do  you 

want  to  comment  on  this? 

Dr.  Mazzia:  Where  competent  anes- 

thestists,  be  they  physicians  or  nurses,  are 
on  call,  emergency  tracheostomy  should 
seldom  be  necessary.  The  anesthetist  can 
readily  pass  an  orotracheal  tube  and  within 
ten  to  thirty  seconds  produce  all  the  ad- 
vantages of  a tracheostomy  with  none  of 
the  disadvantages. 

Another  difficulty  with  tracheostomy  is 
the  time  required  to  perform  it  safely. 
Should  the  airway  not  be  established  and 
should  ventilation  not  be  performed  during 
the  procedure  of  tracheostomy,  irreversible 
brain  damage  due  to  anoxia  may  occur 
during  the  few  minutes  required  to  per- 
form the  tracheostomy. 

Ideally  if  a tracheostomy  is  done  it 
should  be  done  electively  under  sterile 
precautions  in  an  operating  room  after  an 
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endotracheal  tube  has  been  passed. 

Some  of  the  other  complications  asso- 
ciated with  tracheostomy,  particularly  if  a 
respirator  is  used,  are  the  need  for  a cuff 
and  the  risk  that  a rubber  culf  may  slip 
off  a metal  tube,  the  fact  that  rubber 
tracheostomy  tubes  do  not  have  inner  tubes 
for  cleaning,  positive  pressure  may  eventu- 
ate in  mediastinal  emphysema,  and  there 
may  be  hemorrhage  into  the  tracheo- 
bronchial tree. 

Dr.  Bukantz:  The  major  problem  then 

is  to  get  the  patient  to  the  anesthetist 
before  he  dies. 

Physician:  First,  I would  like  to  com- 

ment on  Dr.  Mazzia’s  procedure,  and  this 
whole  thing  in  general,  regarding  various 
remarks.  I think  that  perhaps  some  seman- 
tics are  involved  here.  These  severe  at- 
tacks of  asthma  are  bent,  not  broken; 
these  people  do  not  remove  the  tube  and 
walk  home.  They  are  in  the  hospital  for 
three  weeks  afterwards,  with  steroids, 
fluids,  and  all  the  other  medications.  This 
is  a lifesaving  emergency — if  you  will,  a 
first-aid  procedure.  But,  it  might  be  worth 
while  to  take  just  a moment  at  least,  to 
consider  why  these  patients  arrive  at  the 
morgue  and,  for  that  matter,  arrive  under 
Dr.  Mazzia’s  care.  And  I think  that  most 
of  us  here  would  agree  that  most  patients 
who  get  to  such  an  unfortunate  state — and 
when  I say  most  I mean  the  vast  majority — 
get  there  because  of  our  treatment  rather 
than  in  spite  of  it.  And  this  was  touched 
on  by  Dr.  Bickerman,  and  because  of  the 
limitations  of  his  time,  of  course,  he  didn’t 
go  into  it.  Certainly,  we  have  to  face  the 
fact  that  the  patients  who  get  to  this 
sorry  state  have  been  oversedated  or,  for 
that  matter,  have  been  sedated,  have  been 
dried  out,  and  have  been  given  anti- 
histamines unjustifiably;  and  there  have 
been  sins  of  omission,  of  course,  where 
fluids  have  been  omitted  and  the  like. 
Just  taking  one  case  in  point,  where  the 
question  of  amino  phylline  was  raised. 
I have  reviewed  in  some  detail  the  deaths, 
and  I believe  there  were  more  than  8 al- 
together in  the  literature.  I’ve  reviewed 
these  cases  and  it  is  horrendous:  It  is 

horrifying  in  the  reading  to  find  how  per 
sistently  aminophylline  had  been  given.  I 
know,  of  course,  only  of  the  ones  that  were 
reported,  perhaps  one  in  an  adult.  I know 
of  none  in  these  several  youngsters  in  whom 


the  aminophylline  was  not  continued, 
and  given  persistently  by  every  method  and 
every  means  after  alarming  signs — vomit- 
ing, convulsion,  coma — appeared.  And  still 
the  suppositories  were  shoved  in  and  given 
intravenously.  I think  that  it’s  worth 
while  taking  a moment  to  realize  the  things 
that  get  these  patients  to  this  state.  We 
have  to  look  to  ourselves  and  our  own 
therapy  and  the  inadequate  and  improper 
therapy  that  got  them  there. 

Dr.  Goldfarb:  I feel  that  you  are 

dealing  with  two  different  types  of  patients. 
Dr.  Mazzia’s  patient  is  quite  different  from 
Dr.  Bickerman’s  patient,  at  least  at  the 
stage  that  Dr.  Mazzia  sees  him,  which  is 
probably  one  step  before  the  mortuary. 
However,  I think  the  use  of  fluids  is  the 
one  most  important  point  in  the  entire 
discussion. 

I would  also  like  to  suggest,  possibly, 
that  the  use  of  oxygen  without  fluids  is  not 
nearly  as  good  as  putting  the  patient  in 
the  tent  and  saturating  his  tent  with  fog, 
at  the  time  when  he  needs  oxygen,  so  that 
when  he  does  breathe  in  oxygen,  it  doesn’t 
dry  him  but  rather  it  liquefies  the  secretions. 

Physician:  A group  in  Pittsburgh 

has  paralyzed  the  respiratory  muscles  in 
3 moribund  cases,  and  they’re  following 
that  procedure  up.  I wonder  whether 
anyone  can  comment  on  this. 

Dr.  Bukantz:  That’s  what  Dr.  Mazzia 

says.  He  paralyzes  his  patients  with 
succinylcholine.  Dr.  Mazzia,  what  is  the 
status  of  morphine  in  connection  with 
muscle  relaxation? 

Dr.  Mazzia:  Morphine  is  not  a muscle 

relaxant,  at  least  not  a striated  muscle 
relaxant.  I am  not  sure  of  its  action  on  the 
bronchial  muscles  but  was  under  the 
impression  that  it  tends  to  constrict  them. 
Moribund  patients  don’t  need  central 
nervous  system  sedation.  Morphine  also 
definitely  does  compromise  the  ability  of 
the  cardiovascular  system  to  compensate. 

A word  on  the  relation  between  hypoxia 
and  unconsciousness.  The  brain  extracts, 
during  each  circulation,  at  least  14  volumes 
per  cent  of  oxygen.  The  5 volumes  per 
cent  arteriovenous  difference  is  an  average. 
The  brain  and  the  heart  require  14,  and  the 
brain  may  take  even  more.  To  carry  14 
volumes  per  cent  of  oxygen,  a minimum  of 
10  Gm.  per  100  ml  of  hemoglobin  is  needed. 
With  hypoxia  or  anemia,  the  brain  may 
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not  be  provided  with  its  required  amount 
of  oxygen,  so  that  disconjugate  eyes  or 
unconsciousness  may  supervene  quickly. 
Hypocarbia  does  not  ordinarily  produce 
unconsciousness,  while  hypercarbia  can. 

Physician:  Dr.  Bickerman,  some  people 

have  advocated  the  use  of  theophylline  in 
aerosol  form.  Do  you  have  any  experience 
with  that? 

Dr.  Bickerman:  The  major  advocate 

of  this  was  to  the  best  of  my  recollection, 
Samuel  Prigal,  M.D.,  a number  of  years 
ago;  and  Maurice  Segal,  M.D.,  did  too, 
but  this  was  later,  about  ten  years  later. 
Prigal  reported  benefit.  I must  admit 
that  we  treated  only  a few  patients,  but  it 
proved  a little  too  irritating,  and  we 
quickly  discarded  it. 

Dr.  Prigal:  The  reason  why  you  and 

Segal  in  Boston  didn’t  succeed  was  that 
you  put  aminophylline  into  the  vapor 
nebulizer.  All  that  you  succeeded  in  doing 
was  to  blow  off  the  water  and  leave  the 
residue  behind.  What  you  have  to  use  is 
a kind  of  device  that  I introduced  at  that 
time.  With  that  gadget  you  could  nebulize 
20  to  30  cc.  in  a matter  of  a minute  or  two. 
And  in  that  way  you  could  give  aminophyl- 
line. 

Isidore  Mechaneck,  M.D.:  I would 

like  to  ask  Dr.  Bickerman  to  comment  on 
the  use  of  steroids  by  nebulizer.  My  other 
question  concerns  the  use  of  increasing  fluids 
in  chronic  asthma  as  liquefying  agents. 

Dr.  Bickerman:  We  have  been  using 

aerosol  steroids  in  a Freon- generated  device 
known  as  the  Respihaler,  which  delivers 
approximately  1 mg.  of  dexamethasone  in 
12  inhalations,  usually  administered  as  3 
inhalations  four  times  a day.  In  our  studies 
reported  in  the  J.A.M.A.*  it  was  found  to 
be  ineffective  in  acute  attacks  of  asthma, 
including  status.  Its  most  useful  area  was 
in  patients  with  chronic  asthma  who 
required  a fairly  high  maintenance  dose 
of  oral  steroids.  As  I recollect,  we  were 
able  to  withdraw  14  out  of  71  patients 
entirely  from  oral  maintenance  prednisone 
by  substitution  with  aerosol  steroid  and  in 
the  remainder,  lower  the  average  main- 
tenance dose  of  oral  prednisone  from  14.5 
mg.  to  approximately  5 mg.  per  day. 

♦Bickerman,  H.  A.,  and  Itkin,S.  E.:  Aerosol  steriod  therapy 
and  chronic  bronchial  asthma,  J.A.M.A.  184:  533  (1963). 


There  is  one  side-effect  of  aerosol  dexa- 
methasone which  requires  special  mention. 
Oral  moniliasis,  thrush,  has  been  reported 
in  a few  instances  in  debilitated  patients. 

Water  is  the  best  liquefying  agent  that 
I know.  The  primary  therapy  for  prevent- 
ing inspissation  of  mucous  plugs  is  to  keep 
the  patient  well  hydrated,  whether  by  mouth 
or  any  other  avenue  of  administration. 

John  T.  Connell,  M.D.:  The  asth- 

matic person  has  a basic  difficulty  in 
expiration,  not  inspiration.  Therefore, 
I’ve  always  failed  to  understand  why 
bronchoscopy  or  tracheostomy  or  assisted 
respiration  could  help  in  asthma,  since  most 
forms  are  concerned  with  the  inspiration. 
The  pathologic  process  is  bronchoconstric- 
tion  and  tenacious  secretions  in  bronchioles, 
beyond  the  reach  of  tracheostomy  tubes  or 
bronchostomy  tubes,  and  beyond  the  reach 
of  assisted  respiration,  such  as  positive- 
pressure  machines. 

Dr.  Mazzia:  I couldn’t  agree  with  you 

more,  but  when  a striated  muscle  relaxant 
is  operative,  the  ventilator  is  working  only 
against  the  bronchial  musculature  and  not 
the  chest  wall,  the  abdominal  wall,  the 
diaphragm,  and  the  accessory  muscles. 
In  this  event  it  is  observed  that  gas  does 
enter  the  alveoli,  and  in  time  secretions 
are  brought  up  where  suctioning  the  trachea 
can  get  them  out. 

Dr.  Bukantz:  I want  to  thank  the 

members  of  the  panel,  on  behalf  of  every- 
body in  the  Society,  for  their  excellent 
presentation  of  very  informative  material. 

And,  to  make  only  one  general  comment, 
I think  that  we  have  raised  enough  ques- 
tions and  discussion  to  indicate  that  there 
must  be  a way  which,  by  proper  manage- 
ment, we  can  avoid  getting  into  the  status 
asthmaticus  condition  in  which  life  is 
really  threatened  from  moment  to  moment; 
and  that,  when  we  do,  there  is  probably  a 
lifesaving  resuscitation  procedure  available 
that  is  either  tracheostomy,  to  which  I do 
not  adhere,  or  the  kind  of  procedure  that 
Dr.  Mazzia  has  recommended.  We  have, 
really,  a basic  logistic  problem — I’ve  tried 
to  stress  this  many  times — and  that  is  to 
get  the  patient  to  the  place  where  the 
proper  therapy  can  be  administered  under 
expert  care.  This  is  really  a serious  prob- 
lem for  all  of  us,  and  I don’t  know  how 
we’re  going  to  lick  it,  but  I know  that  we 
have  to. 
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Man  is  a creature  of  his  environment. 
The  human  organism  is  the  product  of  the 
union  of  an  ovum  and  a sperm  from  which 
he  derives  his  genetically  determined  capa- 
bilities. The  individual  resulting  from 
this  union  is  now  subject  to  the  enormous 
vagaries  of  his  environment.  It  is  the 
environment  which  provides  the  metabolic 
nutrients  for  his  organic,  structural  de- 
velopment and  growth  and  the  experiential 
stimuli,  particularly  those  derived  from 
parental  influences  which  will  elicit  the 
utilization  and  the  pattern  of  the  responses 
of  these  organ  structures.  From  concep- 
tion to  death  the  organism  may  have  its 
genetically  endowed  capabilities  enhanced 
by  favorable  environmental  influences  or 
impaired  by  deleterious  environmental 
factors. 

The  environment  may  impose  on  the 
basic  genetic  endowments  influences  of 
two  distinct  types  which  will  determine  the 
behavioral  development  of  the  individual. 
One  involves  the  effects  of  the  host  of 
inimical  agents  which  may  affect  the 


structural  development  of  the  central 
nervous  system,  such  as  hypoxia;  ab- 
normal protein,  fat,  and  carbohydrate 
metabolism;  toxic  substances  of  endog- 
enous or  exogenous  origin;  ionizing  ir- 
radiation; infection  by  microbiologic  in- 
vaders; vascular  disease;  degenerative 
processes;  and  trauma.  From  conception 
to  death  in  senescence  the  individual  is 
susceptible  to  these  disease  processes. 
The  neural  injury  which  they  cause  will 
affect  his  behavioral  development.  In 
general,  once  established,  most  cerebral 
injury  is  static. 

Environmental  input 

Quite  different  from  these  are  the  effects 
of  the  environment,  through  normal  neural 
pathways,  on  central  nervous  system 
structures.  The  pattern  of  the  environ- 
mental input  will  determine  the  behavior 
of  the  individual.  Where  the  experiential 
stimuli  are  enriched  and  enhanced,  the 
response  of  the  individual  will  reflect  the 
vigor  of  his  environment  which,  in  con- 
trast with  established  brain  injury,  need 
not  be  static  but  can  be  highly  variable. 
Where  the  stimuli  are  excessively  limited 
in  variety  and  degree,  the  behavior  of  the 
organism  will  show  a parallel  response. 

Thus,  Birch,  Thomas,  and  Chess1  cite 
two  sets  of  possible  sources  which  con- 
tribute to  the  emergence  of  the  different 
types  of  behavioral  manifestations  of 
cerebral  dysfunction  in  children  with  brain 
injury.  One  is  related  to  the  type,  size, 
and  location  of  the  cerebral  lesion  and  the 
age  of  the  patient  at  the  time  of  its  oc- 
currence. “The  second  set  of  influences 
are  behavioral  and  relate  to  the  tempera- 
mental styles  of  the  child  on  the  one  hand, 
and  the  nature  of  parental  and  more 
general  environmental  influences  on  the 
other.”1 

Interaction  and  variability 

While  these  two  sets  of  environmental 
influences  are  different  and  distinct  in 
their  character,  their  interaction  in  the 
human  organism,  superimposed  on  his 
basic  genetic  endowments,  has  a profound 
effect  on  his  behavioral  development. 

A major  difficulty  facing  every  scientist  is 
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that  of  variability.  This  is  least  in  the  physical 
sciences,  yet  even  in  them  it  is  now  fully  ap- 
preciated that  the  fundamental  laws  are  laws 
of  probability.  In  biology  the  extent  of  varia- 
tion is  much  greater  and  perhaps  reaches  its 
acme  in  man  with  his  complicated  patterns  of 
migration  and  the  extraordinary  diversity  of 
his  environment.  . . ,2 

The  diversity  of  environmental  influ- 
ences acting  on  genetic  endowments,  which 
themselves  exhibit  marked  differences 
among  individuals,  causes  marked  varia- 
bility in  behavioral  development  even  under 
normal  conditions.  Such  variability  is 
seen  not  only  in  terms  of  gross  behavior 
but  also  in  the  various  specific  functions 
which  have  been  studied  and  which,  in 
sum,  determine  the  gross  behavior  of  the 
individual. 

The  range  of  behavioral  normality  is 
not  only  broad,  but  also  its  limits  are 
almost  impossible  to  define.  It  would  not 
be  difficult  to  assemble  a group  of  in- 
dividuals whose  behavior,  from  the  highest 
level  to  the  lowest  and  whether  gross  or  in 
terms  of  specific  functions,  would  range 
from  superior  through  average  and  below 
average,  shading  imperceptibly  into  the 
minimally  subnormal. 

In  those  individuals  in  whom  the  en- 
vironment has  imposed  deleterious  in- 
fluences, particularly  during  the  critical 
earlier  months  of  life,  the  great  variability 
in  behavioral  development  is  further  in- 
creased. Beginning  now  with  the  mini- 
mally subnormal,  one  could  arrange  in 
order  a spectrum  of  aberrant  behavior  and 
behavioral  development  with  imperceptibly 
deepening  shades  terminating  in  the  black- 
ness of  death. 

The  aberrations  in  the  behavior  and 
behavioral  development  in  these  individuals 
are  not  due  to  the  emergence  of  new  or 
different  human  functional  capabilities 
and  patterns.  As  in  the  normal  individual, 
they  constitute  variations  in  timing  and 
degree  of  behavioral  development,  but 
exaggerated  in  proportion  to  the  extent  of 
environmental  distortion.  An  approxima- 
tion of  this  statement  is  that  of  Lehtinen3 
who  writes:  “In  its  outlines  the  develop- 

ment of  the  brain-damaged  child  follows 
the  same  course  as  that  of  the  normal  child 
as  it  progresses  through  sensory,  motor, 
perceptual  language,  and  finally  conceptual 
levels.”  Denhoff  and  Robinault4  concur 
in  this  view. 


Developmental-time  relationships 

The  counterpart  of  essentially  all  aber- 
rant human  behavior  can  be  seen  in  normal 
human  development.  In  spite  of  the 
great  degree  of  variability  within  the  wide 
range  of  normality,  the  ontogeny  of  human 
behavior  is  an  orderly  and  fairly  predictable 
process  in  which  the  behavior  of  the  in- 
dividual is  consistent  with  and  appropriate 
to  his  chronological  age.  Unfavorable 
environmental  factors  may  disrupt  this 
developmental-time  relationship  thereby 
causing  delayed  maturation  of  central 
nervous  system  functions.  For  example, 
the  motor  activity  of  a normal  child  be- 
tween the  ages  of  eighteen  and  thirty 
months  is  a veritable  torrent  of  energy 
poured  out  in  activities  involving  loco- 
motion, language,  and  the  use  of  the  hands. 
The  same  activity  in  a six-year-old  child  is 
unquestionably  inconsistent  with  and  inap- 
propriate to  his  chronologic  age.  No 
reasonable  observer  would  consider  the 
normal  two-year-old  to  be  hyperkinetic, 
yet  this  appellation  can  be  justly  applied 
to  the  six-year-old  who  manifests  such 
behavior. 

The  child  who  exhibits  behavior  which  is 
regarded  as  hyperkinetic,  because  it  is 
not  in  keeping  with  his  chronologic  age,  has 
belatedly  reached  a developmental  stage, 
normal  in  human  ontogeny,  from  which  his 
emergence  may  be  delayed.  Like  the 
normal  two-year-old,  he  is  seeking  ex- 
periential opportunities.  His  behavior  re- 
flects the  state  of  his  neurologic  develop- 
ment which  has  been  delayed  by  cerebral 
trauma.  It  reflects  also  the  manner  in 
which  his  environment  has  failed  to  recog- 
nize and  provide  his  special  needs.  Be- 
cause of  his  physical  growth,  his  world  sees 
him  only  as  an  abnormal  six-year-old. 

The  problem  in  the  example  cited,  as  in 
other  forms  of  aberrant  behavioral  de- 
velopment, is  the  correction  of  the  ab- 
normal developmental-time  relationship  in 
so  far  as  the  type,  degree,  and  extent  of  the 
cerebral  injury  will  allow  by  the  modifica- 
tion of  the  environmental  factors  which  are 
susceptible  to  manipulation.  Martin  and 
Stendler5  state  that  “Proper  environmental 
conditions  will  insure  the  development  of 
those  kinds  of  behavior  for  which  the  or- 
ganism is  ripe.” 

One  must  conclude,  therefore,  that  the 
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child  with  brain  injury  who  has  impaired 
“sensory,  motor,  perceptual  language,  and 
finally  conceptual  levels”3  must  be  provided 
with  those  proper  environmental  conditions 
if  he  is  to  achieve  a better,  and  possibly 
normal  developmental-time  relationship. 
This  involves  exposure  to  programs  of  ex- 
periential opportunities  which  are  greatly 
enhanced,  intensified,  and  prolonged  be- 
yond the  normal. 

Summary 

The  environment  may  impose  on  the 
basic  genetic  endowments  of  the  individual 
influences  of  two  distinct  types  which  will 
affect  his  behavioral  development.  Those 
which  are  due  to  disease  processes  may 
cause  brain  injury  which  affects  behavioral 
development.  Those  which  involve  the 
pattern  of  environmental  input  will  also 
be  reflected  in  the  behavioral  pattern. 
The  interaction  of  these  two  factors  has  a 
profound  effect  on  behavioral  develop- 


ment. The  child  with  brain  injury  ac- 
quires a distorted  developmental-time  re- 
lationship which  is  reflected  in  his  behavior. 

It  is  essential  that  such  children  be 
purposefully  exposed  to  programs  of  greatly 
enhanced,  intensified,  and  prolonged  ex- 
periential environmental  opportunities  so 
that  they  may  achieve  better  and  possibly 
normal  developmental-time  relationships. 

8801  Stenton  Avenue 
Philadelphia,  Pennsylvania  19118 
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by  Fagge1  almost  one  hundred  years 
ago.2  3 This  condition,  considered  by  some 
not  to  be  a distinct  entity  has,  since  Mon- 
dor’s4  detailed  description  in  1939,  gener- 
ally been  referred  to  as  Mondor’s  disease. 
Until  1955  only  58  cases  had  been  reported; 
at  that  time  Farrow3  summarized  these 
and  reported  43  other  cases  observed  at 
the  Memorial  Hospital  in  New  York  City. 
Since  then  there  have  been  additional 
reports;  for  the  most  part  isolated  cases  or 
small  series.3-10 

Mondor’s  disease  appears  to  be  increasing 
in  prevalence.  It  may  be  mistaken  for  a 
primary  breast  neoplasm,  occur  subsequent 
to  mastectomy  for  carcinoma,  be  mistaken 
for  recurrent  or  metastatic  breast  cancer 
and,  on  occasion,  be  the  precursor  of  an 
occult  carcinoma. 

The  writer  has  seen  15  women  with 
Mondor’s  disease.  They  are  classified 
in  this  report  under  two  headings:  (1) 

postsurgical  and  (2)  idiopathic  thrombo- 
phlebitis (Tables  I and  II). 

Comments  on  case  data 

Symptoms.  Pain  or  discomfort  calls  the 
patient’s  attention  to  a fine  cord,  smooth 
or  nodular,  lying  superficially  in  the  skin 
or  a furrow  in  the  skin  of  the  breast  or 
thoracicoabdominal  wall  associated  occa- 
sionally with  some  ecchymosis  (Fig.  1). 


TABLE  I.  Postsurgical  Mondor’s  disease 


Case 
Number 
and  Race 

Age  (Years)  and 
Menstrual  Status 

Operation 

Post- 

operative 

Radiation 

Interval 
Between 
Operation 
and  Onset 
of  Thrombo- 
phlebitis 
(Months) 

Location  of 
Phlebitis 

Duration  of 
Phlebitis 
(Months) 

1 

White 

48 

Postcastration 

Left  radical  mastectomy. 
Metastasis  to  axillary 
nodes 

Cobalt 

i 

Left  side  of  abdomen 

4 

2 

White 

53 

Postmenopausal 

Left  radical  mastectomy. 
No  axillary  node  involve- 
ment 

None 

4 

Left  lower  chest  and 
abdomen 

5 

3 

White 

45 

Menstrual 

Left  radical  mastectomy. 
No  axillary  node  involve- 
ment 

None 

18 

Left  side  of  abdomen 

5 

4 

White 

38 

Menstrual 

Left  radical  mastectomy. 
No  axillary  node  involve- 
ment 

None 

2 

Left  lower  chest  and 
upper  abdomen 

2 

5 

White 

63 

Postmenopausal 

Right  radical  mastectomy. 
No  axillary  node  involve- 
ment 

None 

24 

Medial  aspect,  right 
upper  arm 

2'/j 

6 

White 

53 

Postmenopausal 

Left  radical  mastectomy  for 
carcinoma  Axillary 
nodes  involved  by  lym- 
phosarcoma 

Cobalt 

l'/i 

Medial  aspect,  left 
upper  arm 

2 

7 

White 

59 

Postmenopausal 

Left  radical  mastectomy 

None 

5 

Medial  aspect,  left 
upper  arm 

3 

8 

White 

44 

Menstrual 

Excision  area  fibrocystic 
change  right  breast 

None 

12 

Under  surface,  right 
upper  arm 

2 

Thrombophlebitis  of 
Breast  and  Contiguous 
Thoracicoabdominal  Wall 
(Mondor’s  Disease) 

JULIAN  B.  HERRMANN,  M.D.,  F.A.C.S. 

New  York  City 

From  the  Department  of  Surgery,  the  New  York  Medical 
College  and  the  Metropolitan  Hospital  Medical  Center 

| INFREQUENT  REPORTS  of  thrombophlebitis 
of  the  superficial  veins  of  the  breast  and 
of  the  thoracicoabdominal  wall  have  ap- 
peared in  the  literature  since  its  description 
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At  times  a transient  perivascular  inflam- 
matory reaction  in  the  skin  is  observable. 
The  cord  is  accentuated  by  traction  on  it, 
by  abduction  of  the  arm,  or  by  elevation  of 
the  breast. 

Causes.  Although  injury  to  the  breast 
has  been  considered  of  etiologic  signifi- 
cance,411-13 there  was  no  history  of  strain, 
infection,  trauma,  or  surgery  involving 
the  breast  in  the  7 patients  of  the  idiopathic 
group  herein  reported.  Only  2 of  them 
had  the  large,  heavy,  pendulous  breasts 
considered  by  one  investigator  to  be  a 
possible  causative  factor.  Several  pa- 
tients for  years  had  not  changed  their 
type  of  breast  support,  so  that  the  type  of 
brassiere  could  not  be  implicated. 

The  process  occurred  after  mastectomy 
for  carcinoma  on  the  operated  side  in  7 
patients,  an  incidence  of  1.8  per  cent  in  a 
consecutive  series  of  375  mastectomies  per- 
formed by  the  writer  and  subsequently 
examined  by  him  biannually.  In  only 
one  instance  did  the  phlebitis  occur  sub- 
sequent to  248  minor  procedures  on  the 
breast  for  benign  conditions:  82  biopsies, 

34  removals  of  intraductal  papillomas,  and 
132  excisions  of  fibroadenomas  and  lipomas. 
In  1 patient  the  phlebitis  occurred  in  the 
contralateral  axilla  eleven  years  after  mas- 
tectomy and  was  considered  to  be  idio- 
pathic and  unrelated  to  the  mastectomy 
(Table  II,  Case  15). 

Incidence  statistics  for  postmastectomy 
Mondor’s  disease  have  not  been  reported. 
However,  in  129  case  reports  collected  by 


fifteen  patients  with  thrombophlebitis 
of  the  breast  and/or  thoracicoabdominal  wall 
( Mondor’s  disease ) revealed  that  phlebitis 
appeared  after  mastectomy  for  carcinoma  on 
the  ipsilateral  thoracicoabdominal  wall  in  4 
and  on  the  ipsilateral  upper  arm  in  3,  with  an 
incidence  of  1.8  per  cent  in  375  consecutive 
mastectomies  for  carcinoma.  In  a series  of 
248  patients,  there  was  only  one  instance  of 
Mondor’s  disease  following  minor  surgical 
procedure  on  the  breast.  Thrombophlebitis 
originated  spontaneously  in  the  breast  in  6 
women,  eleven  years  after  mastectomy  in  the 
contralateral  axilla  of  another.  The  throm- 
bophlebitis subsided  spontaneously  without 
embolic  phenomena.  The  condition  ap- 
parently is  benign  and  self-limited,  but  it  must 
be  recognized  and  differentiated  from  car- 
cinoma, with  the  patients  under  continuing 
observation. 


the  writer,  antecedent  surgery  for  ipsi- 
lateral breast  cancer  was  found  in  6 
patients,  an  incidence  of  4.6  per  cent, 
suggesting  that  the  surgical  procedure  at 
times  is  an  etiologic  factor. 12 

Roentgen  therapy  has  been  considered 
of  etiologic  significance  in  some  instances  of 
thrombophlebitis  in  various  sites. 14  Of 
the  writer’s  375  patients  who  underwent 
radical  mastectomy,  76  received  post- 
operative prophylactic  irradiation.  Only 
2 of  these  subsequently  manifested  Mon- 
dor’s disease. 


TABLE  II.  Idiopathic  Mondor’s  disease 


Case 
Number 
and  Race 

Age  (Years)  and 
Mensti'ual  Status 

' X IllLUIflb 

Location 

Duration 

9 

40 

One  o’clock  radius  left  breast.  Large 

Several  months 

White 

Menstrual 

heavy  breasts 

10 

50 

Twelve  o’clock  radius  left  breast. 

Few  weeks 

Negro 

Menstrual 

Large  heavy  breasts 

11 

29 

Inframammary  on  six  o’clock  ra- 

Few  weeks 

Negro 

Menstrual 

dius  left  breast.  Small  breasts 

12 

35 

Inframammary  on  six  o’clock  radius 

Few  weeks 

Negro 

Menstrual 

left  breast.  Small  breasts 

13 

48 

Inframammary  on  six  o’clock  radius 

3 weeks 

Negro 

Hysterectomy  for  fibroids 
age  thirty-five,  one  ovary 
removed. 

right  breast.  Small  breasts 

14 

48 

Axillary  segment  left  breast  associ- 

3 weeks 

White 

Menstrual 

ated  with  small  tender  mass  there. 
Small  breasts 

15 

White 

55 

Postmenopausal 

Left  axilla 

6 months 
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FIGURE  1.  Distinct  groove  more  prominent  at 
areola  border  extends  upward  on  lateral  aspect  of 
left  breast  and  gradually  fades  out.  Firm  nodular 
cord  palpable  lying  in  base  of  groove  and  extend- 
ing along  its  entire  length.  Groove  persisted 
several  months. 


Interval  between  surgery  and  ap- 
pearance of  Mondor’s  disease.  The 
shortest  interval  between  breast  surgery 
and  appearance  of  ipsilateral  thrombo- 
phlebitis was  one  month  and  the  longest 
twenty-four  months  with  a mean  of  8.4 
months.  It  would  appear  that  ipsilateral 
thrombophlebitis  after  breast  surgery 
usually  occurs  within  a relatively  short  time 
(Table  I). 

Age  and  menstrual  status.  The  age 
range  of  the  writer’s  patients  was  from 
twenty-nine  to  sixty-three  years,  the  aver- 
age being  47.2  years.  The  average  age 
at  onset  of  postsurgical  Mondor’s  disease 
(50.4  years)  was  somewhat  older  than  that 
of  the  idiopathic  group  (43.6  years). 
The  majority  of  the  postsurgical  patients 
were  postmenopausal;  the  majority  of  the 
patients  with  idiopathic  Mondor’s  disease 
were  menstrual  (Table  II). 

Sex  of  the  patient.  Mondor’s  disease 
has  been  described  in  both  men  and 
women.5’7-9'12-15  All  the  patients  in  the 
present  group  were  women,  probably  be- 
cause of  the  preponderance  of  women  in 
the  writer’s  practice.  Mondor’s  thrombo- 
phlebitis did  not  appear  in  the  writer’s 


FIGURE  2.  Left  breast  elevated  manually  bring- 
ing into  prominence  thickened  ridge  extending 
from  under  surface  of  breast  across  inframammary 
fold  onto  contiguous  chest  wall  where  it  becomes 
indistinct.  Ridge  regressed  within  few  weeks. 


series  of  50  men  with  gynecomastia;  none 
were  operated  on  for  the  gynecomastia. 

Location.  In  6 of  the  7 patients  herein 
reported  with  idiopathic  thrombophlebitis, 
the  condition  was  found  on  the  left  side 
and  in  three  instances  on  the  undersurface 
of  the  breast  (Fig.  2).  Lunn  and  Potter16 
found  Mondor’s  disease  in  the  left  breast 
in  4 of  their  5 patients.  The  writer,  in  a 
large  collected  group,  found  no  appreciable 
incidence  difference  in  laterality.  Asyn- 
chronous bilateral  Mondor’s  disease  was 
reported  in  1 patient.5  In  the  reported 
cases  the  most  frequent  site  was  the  outer 
aspect  of  the  breast  between  the  nipple 
line  and  midaxillary  line,  extending  ver- 
tically upward  to  the  upper  limits  of  the 
breast  or  axilla  or  downward  onto  the 
chest  wall  and  abdomen. 

In  the  present  series,  4 patients  with  an 
antecedent  left  radical  mastectomy  had 
the  thrombophlebitis  on  the  ipsilateral 
thoracicoabdominal  wall,  extending  from 
the  level  of  the  lower  part  of  the  mastec- 
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FIGURE  3.  Left  breast  radically  removed  one  and 
a half  years  previously.  Dense  cord,  extending 
from  level  of  lower  end  of  mastectomy  scar  onto 
anterolateral  abdominal  wall,  converted  into  firm 
ridge  by  downward  traction  on  lower  end  of  cord. 
Cord  persisted  about  five  months. 


tomy  scar  onto  the  anterior  abdominal 
wall  (Fig.  3).  Three  patients,  2 with  an 
antecedent  left  radical  mastectomy  and  the 
other  with  an  antecedent  right  radical 
mastectomy,  had  the  phlebitis  on  the  inner 
aspect  of  the  ipsilateral  upper  arm,  begin- 
ning near  the  termination  in  the  axilla  of 
the  mastectomy  scar  (Fig.  4). 

Pathology 

The  process  is  essentially  one  of  endo- 
phlebitis  associated  with  organizing  throm- 
bosis.15 Johnson,  Wallrich,  and  Helwig9 
described  four  stages  in  the  development 
and  progress  of  the  phlebitis:  (1)  the 

formation  and  attachment  of  a thrombus 
to  the  wall  of  the  vein,  (2)  the  organization 
of  the  thrombus,  (3)  the  occurrence  of 
multiple  areas  of  recanalization  of  the 
thrombus,  and  (4)  the  complete  recanali- 
zation of  the  vein.  They  concluded  that 
the  entire  period  of  evolution,  from  onset 


FIGURE  4.  Thickened  somewhat  tortuous  cord 
which  appeared  two  years  after  mastectomy  seen 
beginning  near  termination  of  mastectomy  scar 
in  axilla  and  extending  down  inner  aspect  of  right 
arm  to  about  its  midpoint.  Patchy  redness  of 
skin  adjacent  to  cord  subsided  within  five  days  and 
thrombosis  in  two  and  a half  months. 

to  complete  recanalization  of  the  throm- 
bosed vein,  varied  from  approximately 
two  weeks  to  more  than  six  months  which 
corresponds  with  the  clinical  course  of  the 
disease  in  the  present  series. 


The  condition  is  self-limited  and  may  be 
symptomless  or  associated  with  varying 
degrees  of  discomfort  or  pain.  Usually  no 
therapy  is  required;  on  occasion,  severe 
pain  may  necessitate  the  use  of  analgesics 
and  warm  Epsom  salts  compresses.  Inas- 
much as  embolic  phenomena  have  not 
been  observed  in  any  of  the  reported  cases 
or  in  the  present  group,  the  use  of  anti- 
coagulant therapy  would  seem  unnecessary. 


The  pain  subsides  gradually  within  a 
period  of  a few  weeks.  The  deformity 
sometimes  requires  several  months  to 
regress;  the  longest  period  in  the  present 
group  was  six  months.  In  the  present 
series  the  postsurgical  thrombophlebitis, 
for  the  most  part,  required  a longer  period 
to  regress  than  did  the  idiopathic  phlebitis 
(Tables  I and  II).  The  significance  of  this 
is  not  apparent. 

Five  patients  with  idiopathic  and  6 
with  postsurgical  Mondor’s  disease  have 
been  under  continuing  observation  from 
one  to  five  years  with  no  evidence  of 
recurrence  of  thrombophlebitis  at  its  initial 
site  or  elsewhere.  The  idiopathic  form 


Prognosis 


Treatment 
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does  not  appear  to  be  a premalignant 
change;  no  instances  of  subsequent  breast 
cancer  have  been  reported  to  the  writer’s 
knowledge.  Concurrent  thrombophlebitis 
and  cancer  in  the  same  breast  has  been 
described  by  Lunn  and  Potter. 16 

Comment 

Thrombophlebitis  of  the  breast  and 
thoracicoabdominal  wall  probably  does 
not  differ  essentially  in  its  symptoms  and 
pathology  from  thrombophlebitis  else- 
where. The  phlebitis  is  not  migratory  and 
apparently  does  not  recur.  Its  importance 
derives  from  its  location.  It  could  be 
mistaken  for  a superficial  manifestation  of 
an  underlying  breast  carcinoma,  especially 
in  a breast  of  nodular  texture  or  in  one 
in  which  there  is  present  the  small  tender 
mass  that,  on  occasion,  precedes  the  ap- 
pearance of  idiopathic  thrombophlebitis.8'10 
Subsequent  to  mastectomy  it  could  be 
mistaken  for  recurrent  or  metastatic  breast 
cancer,  especially  if  it  occurs  relatively 
late  after  mastectomy  (Table  I,  Case  5). 
Usually  the  history  of  sudden  onset  with 
pain  and  the  appearance  of  the  character- 
istic cord-like,  frequently  nodular  structure, 
establishes  the  diagnosis.  If  necessary, 
a biopsy  may  be  done;  it  will  show  scle- 
rosing endophlebitis.69 

Although  its  cause  remains  obscure,  the 
thrombophlebitis  does  occur,  on  occasion, 
subsequent  to  surgical  procedures  on  the 
breast.512  Seven  of  the  15  patients  in  the 
present  group  had  had  a radical  mas- 
tectomy prior  to  the  onset  of  Mondor’s 
disease  on  the  operated  side,  but  only  1 
of  248  patients  who  had  a preceding  sur- 
gical procedure  for  a benign  condition  of 
the  breast  developed  the  phlebitis  (Table 
I,  Case  8).  Others,  however,  have  de- 
scribed phlebitis  of  the  breast  after  minor 
surgical  procedures  on  this  organ.8  Adair11 
suggested  that  a tight  surgical  dressing 
might  be  the  cause  of  postsurgical  Mon- 
dor’s phlebitis. 

Eastcott12  described  the  unusual  coin- 
cidence of  postmastectomy  thrombophle- 
bitis of  the  chest  wall  on  the  operated  side 
with  ipsilateral  posterior  cervical  triangle 
and  antecubital  fossa  thrombophlebitis. 
He  also  encountered  8 instances  of  ipsi- 
lateral antecubital  vein  thrombophlebitis 


FIGURE  5.  Nodular  cord  extends  down  medial 
surface  of  upper  arm  and  onto  upper  inner  aspect 
of  forearm  where  it  becomes  indistinct.  Cord 
regressed  in  three  months. 


after  mastectomy  in  the  absence  of  throm- 
bophlebitis of  the  thoracicoabdominal  wall. 
He  considers  the  antecubital  vein  thrombo- 
phlebitis similar  to  Mondor’s  disease. 

The  writer  has  observed  2 patients  in 
whom  the  phlebitis  extended  down  the 
medial  surface  of  the  upper  arm  and  onto 
the  inner  aspect  of  the  forearm  on  the  oper- 
ated side  (Fig.  5).  The  location  of  the 
phlebitis  in  these  cases  is  akin  to  that 
described  by  Eastcott. 12 

Occasional  instances  of  thrombophlebitis 
elsewhere  in  the  body  prior  or  subsequent 
to  the  onset  of  Mondor’s  disease  have 
been  reported.5' 10  In  the  present  study  1 
patient  had  thrombophlebitis  of  both  legs 
eighteen  months  prior  to  idiopathic  throm- 
bophlebitis of  the  breast  (Table  II,  Case 
9).  Case  7,  Table  I,  had  what  was  inter- 
preted as  a pulmonary  infarct  several 
days  after  a left  radical  mastectomy.  A 
primary  thrombotic  site  was  suspected  in 
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the  left  leg,  and  she  was  placed  on  anti- 
coagulant therapy.  Five  months  after  an 
uneventful  recovery,  thrombophlebitis  oc- 
curred in  the  left  upper  extremity. 
Another  patient  had  thrombophlebitis  of 
one  leg  shortly  after  the  subsidence  of  the 
breast  thrombophlebitis  (Table  II,  Case 
13).  There  were  no  further  manifestations 
of  thrombophlebitis  in  a breast  or  elsewhere 
in  the  body  in  the  11  patients  under  obser- 
vation from  one  to  five  years  subsequent  to 
the  episode  of  Mondor’s  disease.  Two 
patients  were  lost  to  follow-up,  and  2 have 
been  under  observation  for  only  a short 
postphlebitic  period. 

Thrombophlebitis  of  the  superficial  or 
deep  veins  of  the  leg  has  appeared  shortly 
after  radical  mastectomy  in  several  of  the 
writer’s  patients;  the  lower  extremity  of 
one  has  remained  permanently  swollen 
for  fifteen  years.  In  none  of  these  patients 
was  there  prior,  concurrent,  or  subsequent 
Mondor’s  disease.  There  is,  at  present, 
insufficient  evidence  to  assume  a thrombo- 
phlebitic  diathesis  in  Mondor’s  disease. 

There  is  some  indication  that  thrombo- 
phlebitis, usually  of  the  extremities  but 
not  infrequently  of  deep  or  peripheral 
veins  in  other  locations,  may  precede  or 
be  associated  with  occult  carcinoma.14 
In  1 patient  Mondor’s  disease  of  the  chest 
wall  occurred  in  the  contralateral  axilla 
eleven  years  after  radical  mastectomy  for 
carcinoma  (Table  II,  Case  15).  A 
check-up  including  pelvic  examination, 
at  the  time  the  Mondor’s  thrombophlebitis 
appeared,  revealed  no  evidence  of  cancer, 
but  six  months  later  a pelvic  mass  was 
found.  There  was  no  other  abnormality. 
Laparotomy  revealed  breast  carcinoma 
metastatic  to  the  ovaries.  This  could  be 
an  instance  of  Mondor’s  thrombophlebitis 
presaging  the  existence  of  an  occult  car- 
cinomatous metastasis  or  merely  a coinci- 
dence. Thrombophlebitis  as  a precursor 
of  primary  ovarian  carcinoma  has  been 
reported.17'18 

Although  no  instance  of  Mondor’s  disease 
preceding  or  eventuating  in  breast  cancer 
has  been  reported  to  the  writer’s  knowl- 
edge, it  would  be  advisable  for  patients 
who  have  had  Mondor’s  disease  to  have 
periodic  examination  of  the  breasts,  occa- 
sional mammography,  and  periodic  search 
for  cancer  elsewhere. 

The  prevalence  of  Mondor’s  disease  ap- 


pears to  be  increasing.  Farrow’s5  43 
patients  had  Mondor’s  disease  within  the 
eight  years  prior  to  his  report,  18  of  them 
within  the  preceding  year.  Over  a period 
of  fifteen  years,  the  writer  had  never  seen 
this  condition,  although  he  had  been  aware 
of  it.  Three  patients  of  the  present  group 
were  observed  about  five  years  ago  and  the 
remaining  12  within  the  past  four  years. 
There  has  been  an  increasing  number  of 
case  reports  during  the  past  six  or  seven 
years  probably  because  of  the  increased 
prevalence  and  awareness  of  the  condition. 

Summary 

Fifteen  patients  with  thrombophlebitis 
of  the  breast  and/or  thoracicoabdominal 
wall  are  reported.  The  phlebitis  appeared 
after  mastectomy  for  carcinoma  on  the 
ipsilateral  thoracicoabdominal  wall  in  4 
patients  and  on  the  ipsilateral  upper  arm 
in  3 others. 

The  incidence  of  postmastectomy  throm- 
bophlebitis of  the  ipsilateral  thoracico- 
abdominal wall  and  arm  in  the  writer’s 
375  consecutive  mastectomies  for  car- 
cinoma was  1.8  per  cent. 

There  was  only  one  instance  of  Mondor’s 
disease  subsequent  to  a minor  surgical 
procedure  on  the  breast  (biopsy,  removal 
of  fibroadenoma  or  lipoma,  excision  of 
intraductal  papilloma)  in  a series  of  248 
of  the  writer’s  patients. 

The  thrombophlebitis  originated  spon- 
taneously in  the  breast  in  6 women  and 
eleven  years  after  mastectomy  in  the  con- 
tralateral axilla  of  another  woman. 

In  the  15  patients  herein  reported,  the 
thrombophlebitis  subsided  spontaneously 
without  embolic  phenomena.  In  only  3 
patients  was  there  a thrombophlebitic 
episode  elsewhere  in  the  body  preceding 
or  subsequent  to  the  Mondor’s  phlebitis. 
The  evidence  is  insufficient  to  assume  a 
thrombophlebitic  diathesis  in  Mondor’s 
disease.  * 

A patient  is  reported  eleven  years  after 
mastectomy  for  carcinoma  in  whom  Mon- 
dor’s disease  of  the  contralateral  axilla 
preceded  by  six  months  the  discovery  of 
mammary  carcinoma  metastatic  to  the 
ovaries. 

Mondor’s  disease  to  date  has  proved  to 
be  benign  and  self-limited.  Its  importance 
lies  in  its  recognition  and  differentiation 
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from  primary,  recurrent,  or  metastatic 
mammary  carcinoma;  also  its  possible 
indication  of  an  occult  carcinoma  in  some 
part  of  the  body.  It  would  seem  advisable, 
therefore,  to  keep  patients  who  have  had 
Mondor’s  disease  under  continuing  ob- 
servation. 

161  East  64th  Street 

New  York  City  10021 
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just  sufficient  for  body  maintenance  and  growth. 

In  the  affected  infants,  appearing  normal 
when  born,  signs  appear  two  to  three  days  later: 
poor  feeding  and  vomiting  as  well  as  ataxia. 
Semiconsciousness  and  convulsions  are  also  a 
problem.  The  child  may  die  in  a week  or  two; 
those  who  survive  have  mental  retardation  and 
neurologic  damage. 

Right  now  there  is  no  simple  mass  screening 
test  as  in  phenylketonuria.  Due  to  the  meta- 
bolic block,  the  branched-chain  amino  acids  and 
keto  acids  are  elevated  in  blood  and  urine. 
Urinary  findings  are  similar  but  do  not  become 
diagnostic  early.  In  the  advanced  case  a heavy 
yellow  precipitate  can  be  produced  in  1 ml.  urine 
by  adding  4 ml.  of  0.1  per  cent  2,4  dinitro- 
phenylhydrazine.  The  main  problems  in  the 
dietary  regimen  are:  (1)  three  amino  acids 

must  be  controlled  instead  of  one;  (2) 
monitoring  the  dietary  regimen  is  difficult,  since 
there  are  no  simple  methods  for  analysis  of  the 
branched-chain  amino  acids;  (3)  relatively 
minor  infections  may  cause  serious  lapses  of 
control;  and  (4)  most  foods  are  high  in  these 
amino  acids,  and  there  is  no  simple  way  of 
specified  removal. 
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External  chemical  messengers,  phero- 
mones or  ectohormones,  are  fascinating  sub- 
stances. In  lower  animals  they  have  re- 
cently helped  solve  quite  a few  mysteries. 

Take,  for  example,  the  mystery  of  the 
social  insects.  How  can  colonies  containing 
millions  of  individuals  act  in  unison,  operate 
a complicated  social  structure,  build  art- 
fully designed  dwellings,  keep  domestic 
animals,  divide  their  labors,  attack  others, 
and  defend  their  own?  It  was  long  thought 
that  a mysterious  force,  Maeterlinck’s 
“spirit  of  the  hive,”  was  behind  all  this.  A 
frightening  idea,  but  an  unnecessary  one, 
for  we  now  know  that  this  complicated 
social  structure  is  fully  explained  by  the 
lowliest  of  senses,  the  chemical  sense. 
Pheromones,  specific  external  chemical 
messengers,  have  been  isolated  and  syn- 
thesized which  explain  these  phenomena 
to  the  full  satisfaction  of  entomologists.1 

Or  take  some  odd  facts  in  mammalian 
reproduction.  When  30  female  rats  are 
brought  together,  each  female’s  estrous 
cycle  (analogous  to  the  human  menstrual 
cycle)  turns  from  order  to  chaos:  gross 

irregularity,  anestrus,  and  pseudo- 
pregnancy. But  bring  only  one  male  near 
this  group,  and  all  estrous  cycles  promptly 
return  to  the  normal  five-day  cycle — in 


lockstep ! The  cycles  are  now  synchronized, 
and  estrus  in  all  30  females  tends  to  occur 
on  the  same  day.  If  a female  becomes 
pregnant,  but  a male  rat  other  than  the  one 
who  impregnated  her  spends  a quarter- 
hour  a day  near  her,  the  embryo  resorbs 
within  a few  days.  This,  too  results  from 
external  chemical  messengers:  specific  body 
odors.  The  pregnancy  block  can  be  pro- 
duced by  urine  without  the  physical  pres- 
ence of  the  male  rat;  and  females  who 
cannot  smell  are  not  subject  to  these  re- 
actions.2 

The  ECM  hypothesis 

Method.  I decided  some  time  ago  to 
see  whether  this  concept  of  ECM  (external 
chemical  messengers)  might  not  help  solve 
some  mysteries  of  human  illness  and  of 
human  behavior.  Based  on  known  ECM 
data  in  lower  animals,  I asked  myself: 
What  if  an  analogous  function  or  effect 
were  present  in  man?  Where  would  I have 
to  look  for  data  relating  to  it? 

This  has  been  a fruitful  search.  In  no 
instance  have  I been  able  to  find  evidence 
which  directly  contradicts  this  idea.  And 
in  each  case  I have  located  evidence  to 
support,  at  least  in  part,  the  analogy 
between  animal  and  human  ECM.  But 
much  of  the  positive  evidence  seems  to  be 
anecdotal,  vague,  or  far-fetched. 

For  this  reason,  I present  the  following 
hypothesis  for  experimental  investigation 
rather  than  for  immediate  acceptance  or 
rejection: 

MAN  EMITS  AND  RECEIVES  ECM. 

Estimates  of  probability.  A hypoth- 
esis is  “a  proposition  tentatively  assumed 
in  order  to  draw  out  its  logical  or  empirical 
consequences  and  so  test  its  accord  with 
facts  that  are  known  or  may  be  deter- 
mined.”3 In  this  and  subsequent  articles, 
I am  going  to  draw  out  a number  of  such 
consequences,  to  see  what  available  facts 
bear  on  them  or  what  new  work  is  needed 
to  explore  them. 
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TABLE  I.  Estimates  of  probability 


Statement  Estimate 


Man  emits  and  receives  ECM  (external  chemical  messengers)  0.40 

Man  emits  ECM  0.90 

Man’s  body  odors  are  ECM  0.90 

Different  ECM  are  emitted  from  different  areas  of  the  skin  0.80 

The  effect  of  an  ECM  is  more  than  the  sum  of  its  individual  components  0.90 

Man  emits  ECM  in  pulses  or  beats  0.02 

Man  emits  sex  attractants  0 . 95 

Steroid  sex  hormones  act  as  sex  attractants  0 . 80 

Nonesterified  fatty  acids  act  as  sex  attractants  0.02 

Man  possesses  odor  glands  analogous  in  variety  to  those  of  other  mammals  0.95 

Odor  glands  are  involved  in  the  rapid  transmission  of  chemical  messages  0 . 40 

Saprophytic  bacteria,  under  human  hormonal  control,  produce  ECM  0.04 

The  bulk  of  human  ECM  are  carried  by  sweat  0.80 

“Organ  language”  is  not  a metaphor  but  real  communication  by  means  of  ECM  0.40 

Many  urinary  metabolites  are  ECM  rather  than  mere  excretion  products  0.30 

Human  intestinal  mucosa  excretes  ECM  0 . 10 

Saliva  carries  ECM  0 . 40 

Tears  carry  ECM  0.40 

Weeping,  flushing,  coughing,  and  yawning  are  methods  of  ECM  emission  0.05 

Man  receives  ECM  0.45 

Man  receives  olfactory  stimuli  beyond  those  consciously  noted  by  the  sense  of  smell  0.90 

Man  receives  gustatory  stimuli  beyond  those  consciously  noted  by  the  sense  of  taste  0.90 

ECM  provide  a channel  of  extraverbal  communication  0.40 

ECM  provide  the  major  channel  of  extraverbal  communication  0.01 

“Prodigies  of  smell”  are  able  to  perceive  some  ECM  consciously  0.40 

Hallucinogens  act  as  ECM  0.04 

Some  supposed  olfactory  hallucinations  represent  superior  olfactory  capability  0 . 60 

Some  schizophrenic  patients  perceive  (introject)  unconscious  thought  processes  0.80 

This  introjection  consists  of  perception  of  ECM  emitted  by  others  0.20 

Physicians’  “sixth  sense”  consists  of  perception  of  ECM  emitted  by  patients  0.20 

Man  perceives  sex  odors  0 . 95 

In  pairs  of  animals,  a drug  given  to  one  will  often  affect  the  other  0.80 

This  effect  is  transmitted  by  ECM  0.50 

This  effect  occurs  in  man  0 . 20 


As  some  animals  are  more  equal  than 
others,  so  some  hypotheses  are  more  tenta- 
tive than  others.  I have  often  felt  unsure 
of  just  how  convinced  an  author  is  of  facts 
he  cites  or  what  weight  he  attaches  to  as- 
sumptions he  makes.  To  relieve  this  lack, 
I define  “E,”  the  estimate  of  probability, 
as  my  estimate  of  the  chances  a statement 
has  of  being  true.  This  is  based  on  the 
facts  currently  available  to  me  and  varies 
between  0.01  and  0.99. 

The  ECM  hypothesis  now  becomes: 
Man  emits  and  receives  ECM  (E  =0.40). 
Other  estimates  of  probability  are  listed  in 
Table  I. 

Emission  of  ECM 

Man  emits  all  sorts  of  body  odors.  These 
are  externally  perceived  chemical  sub- 
stances; but  to  qualify  as  ECM,  they  must 
transmit  some  sort  of  message.  What 
evidence  is  there  to  support  the  idea  that 


volatile  substances  emitted  by  man  carry 
messages  to  other  individuals,  human  or 
animal? 

Dogs.  Dogs  smell  friendship,  fear,  and 
hate  in  man.  Except  for  identical  twins, 
a dog  can  identify  different  individuals’ 
belongings  and  trails.  After  sniffing  a 
man’s  hand,  dogs  can  identify  sticks4  and 
handkerchiefs’  held  by  that  man  for  a short 
while,  even  after  these  items  are  handled 
by  others  and  even  if  the  item  is  applied 
not  to  the  man’s  hand  but  to  some  other 
part  of  his  body.  With  identical  twins, 
the  dog  can  make  the  identification,  but  he 
has  some  difficulty  in  so  doing. 

Clearly,  man  gives  off  scents,  his  “ol- 
factory signature,”  which  dogs  can  identify 
but  human  beings  by  and  large  cannot. 
These  scents  do  not  depend  on  what  a man 
eats,  what  he  wears,  or  where  he  lives.5 
They  are  external  chemical  messengers. 
The  recognition  of  individual  human  ECM 
is  not  restricted  to  dogs  alone;  some 
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aquarium  fish  are  said  to  be  able  to  tell  the 
difference  between  samples  of  water 
which  have  been  in  contact  with  different 
people.6 

Kloek7  gave  police  dogs  the  scent  of 
progesterone.  The  dogs  were  then  able  to 
identify  rods  held  by  pregnant  women  or 
by  women  in  the  second  half  of  the  men- 
strual cycle.  Experiments  performed  with 
testosterone  and  with  estrogens  produced 
less  clear-cut  results.  Kloek  concludes 
that  “we  have  demonstrated  clearly  that 
steroid  hormones  are  excreted  on  the  body 
surface.” 

Mosquitoes.  There  is  every  possibility 
that  many  other  substances  transmit  mes- 
sages from  man  to  dog,  but  we  do  not 
know  what  these  chemicals  are.  There 
has  not  been  much  scientific  interest  in  this 
problem.  The  fight  against  malaria,  how- 
ever, has  produced  detailed  studies  of  the 
chemical  messages  transmitted  by  man  to 
the  mosquito.  These  studies  not  only  sug- 
gest strongly  that  man  emits  ECM,  but  also 
tell  us  much  about  their  probable  nature. 

Man  attracts  the  mosquito  by  emitting 
volatile  substances  which  are  picked  up  by 
the  insect’s  chemoreceptors.  These  sub- 
stances include  amino  acids,  in  particular 
lysine,8  steroid  hormones,9  and  amines. 10 
The  odd  thing  about  this  is  that  amino 
acids,  steroids,  and  amines  have  low  vapor 
pressures.  ECM  are  apparently  not  re- 
stricted to  what  we  commonly  consider 
body  odors. 

The  common  belief  that  some  human 
beings  are  particularly  unattractive  to 
mosquitoes  and  that  others  are  “eaten 
alive”  by  them  has  been  confirmed." 
The  mosquito,  like  the  dog,  perceives 
man’s  olfactory  signature.  Another  re- 
markable fact  is  that  the  mosquito 
attractants  are  secreted  in  human  sweat; 
but  while  sweat  from  most  areas  of  the  skin 
attracts  mosquitoes,  lipid  extracts  from  the 
forearm  repel  them.12  Our  skin  does  not 
give  off  a uniform  chemical  message;  dif- 
ferent ECM  may  be  emitted  from  different 
areas. 

The  attractiveness  of  women  to 
mosquitoes  varies  with  the  stage  of  the 
menstrual  cycle,  in  direct  proportion  to  the 
rate  of  excretion  of  estrogens.9  Around 
days  thirteen  and  eighteen  of  the  cycle, 
their  axillary  sweat  becomes  much  more 
attractive. 


ECM  language.  For  many  years, 
conflicting  results  emanated  from  studies 
of  the  attractiveness  of  man  to  the 
mosquito.  One  author  would  find  a sub- 
stance to  be  markedly  attractive,  and 
another  would  report  it  to  be  without 
effect.  The  reason  for  this  is,  I believe,  that 
mosquitoes  react  to  the  total  mixture  of 
human  ECM.  Take  various  amino  acids 
and  amines  alone  and  there  is  no  effect. 
Mix  them  all,  and  they  can  be  diluted  2,000 
times  and  still  retain  their  power  of  at- 
traction. 10  That  is  why  the  attractiveness 
of  women  to  mosquitoes  varies  so  much 
during  the  menstrual  cycle;  only  one 
group  of  components,  the  estrogen  group, 
varies,  but  a small  decrease  in  estrogen 
content  makes  the  whole  mixture  far  less 
effective. 

This  is  a general  principle  of  ECM 
transmission;  for  example  in  ants,  mating 
ECM  of  different  species  contain  a wide 
medley  of  terpenes  and  indoles.  The 
components  of  the  mixture  are  the  same, 
but  the  proportion  varies  in  different 
species.13  The  sex  odors  of  man,  perceived 
by  man  as  a simple,  specific  odor,  actually 
are  made  up  of  at  least  a hundred  different 
constituents:  muskone  and  its  analogs, 

indoles,  branched  fatty  acids,  esters, 
steroids,  and  pyrimidines. 14 

I stress  this  point  because,  whenever  I 
tell  people  about  this  theory,  they  assume 
that  I am  talking  about  individual  chemical 
substances,  each  bearing  some  single  bit  of 
information,  such  as  “come  here”  (mos- 
quito attractants),  “I  love  you”  (mating 
ECM),  or  “get  ready  to  eat”  (feeding 
stimulants). 

For  purposes  of  explanation,  I therefore 
use  the  metaphor  of  the  “ECM  language,” 
a method  whereby  two  individuals  of  the 
same  or  of  different  species  can  engage  in 
conversation  without  opening  their  mouths. 
The  alphabet  of  this  language  is  made  up 
of  individual  chemicals.  Words  consist  of 
mixtures  of  these  chemicals,  with  the 
proportion  of  each  fixed  fairly  firmly. 
The  message  of  woman  to  mosquito,  for 
example,  is  “COME  HERE,”  with  C 
standing  for  amino  acids,  E for  estrogens, 
and  so  forth.  A woman  early  in  her 
menstrual  period  does  not  have  enough 
estrogen  to  make  up  this  mixture,  and  so 
the  message  becomes  “COM  HR.”  This 
the  mosquito  can  still  understand,  but  with 
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some  difficulty;  hence  a quantitative 
decrease  in  attraction. 

This  leaves  the  question  of  syntax,  the 
manner  in  which  words  are  put  together  to 
make  up  a formal  language.  Wilson,15  dis- 
cussing ECM  syntax,  suggests:  “One 

would  also  like  to  know  if  some  animals  can 
modulate  the  intensity  or  pulse  frequency 
of  pheromone  emission  to  create  new  mes- 
sages.” I believe  that  this  makes  a good 
working  hypothesis:  that  man  emits 

individual  ECM  in  steady  pulses  or  beats, 
and  that  when  ECM  communication  be- 
tween individuals  is  established,  their 
ECM  beats  become  synchronized.  This 
would  help  to  explain  the  powerful  role  of 
rhythm  in  human  crowd  behavior  and  the 
role  of  rhythm  in  mental  contagion,  as 
stressed  by  Meerloo. 16 

Sex  ECM.  Sex  attractants  are  the 
most  widely  studied  group  of  ECM  to  date. 
The  need  for  safer  and  better  insecticides 
has  led  to  a major  effort  in  this  field.  In- 
sect sex  attractants  are  being  synthesized 
and  are  used  to  trap  and  sterilize  insect 
males.  A current  monograph  on  this 
fascinating  subject  contains  400  ref- 
erences. 17 

There  is  little  doubt  that  man,  like  other 
animals,  emits  sex  attractants.  We  have 
seen  that  steroid  sex  hormones  are  emitted 
by  women  and  can  be  identified  by  dogs  and 
mosquitoes.  Kloek7  says: 

We  are  allowed  to  say  that  men  and  women 
carry  their  “inner  perfumes”  in  the  blood; 
they  are  made  in  the  sex  glands,  perhaps  also 
in  the  adrenal  cortex;  they  enter  into  the 
body,  acting  as  hormones  in  many  organs  and 
tissues;  they  are  excreted  in  urine  and  per- 
spiration as  odorous  substances,  and  as  such 
they  may  exert  a hormonal  activity  upon  the 
other  sex. 

Male  monkeys  and  he-goats  become  sub- 
ject to  intense  sexual  excitement  in  the 
presence  of  a menstruating  woman,  even 
though,  to  human  beings  around  her,  there 
is  no  evidence,  olfactory  or  otherwise,  of 
her  condition.18  A hint  as  to  the  possible 
nature  of  human  male  sex  ECM  is  provided 
by  an  experiment  in  which  young  men  were 
exposed  to  psychic  sexual  stimulation. 
The  excretion  of  acid  phosphatase  rose.19 
Sexual  arousal  also  leads  to  an  increase  in 
the  level  of  plasma  nonesterified  fatty 
acids.20 

Skin  ECM.  If  man,  like  mammals  and 
insects,  emits  sex  odors,  how  is  it  that  we  do 


not  possess  the  specific  skin  glands  which 
put  out  these  odors  in  other  species? 
The  fact  is  that  our  skin  does  contain  a 
profusion  of  odor  glands  which  rivals  that 
of  other  animals.  We  rarely  appreciate 
this,  because  we  usually  smell  the  products 
of  these  glands  only  vaguely,  if  at  all. 
They  cover  our  body  from  head  to  toe; 
their  structure  is  extremely  complex;  and 
there  are  so  many  individual  types  that 
complete  anatomic  classification  has  never 
been  achieved.  All  this  makes  one  some- 
what uncomfortable  with  the  view  that 
man’s  odoriferous  glands  are  largely  atavis- 
tic. The  ECM  theory  eases  this  discom- 
fort by  assigning  a major  function  to  these 
impressive  and  active  structures:  the 

function  of  extraverbal  communication  be- 
tween individuals  by  means  of  olfactory 
cues. 

The  specific  odor  glands  of  man,  his 
dermal  ECM  organs,  are  usually  classified 
as  apocrine  glands,  as  opposed  to  the 
eccrine  sweat  glands.  Apocrine  glands 
include  (1)  the  axillary  odor  organ,  itself 
composed  of  several  types  of  glands;  (2) 
the  mammary  organ,  a modified  apocrine 
gland;  (3)  the  circumanal  organ,  poorly 
developed  in  man;  (4)  the  odor  organ  of  the 
external  auditory  canal,  including  but  not 
limited  to  ceruminous  glands;  (5)  the  eyelid 
odor  organ,  including  Meibomian,  Zeis’, 
and  Moll’s  glands;  (6)  the  circumoral  odor 
organ,  sebaceous  glands  opening  onto  the 
lips;  and  (7)  the  many  different  types  of 
odor  glands  of  the  pubic  region.21  Apocrine 
glands  have  two  major  types  of  secretion: 
a slow  one,  involving  escape  of  material 
from  small  vesicles;  and  a rapid  process, 
involving  massive  destruction  of  secretory 
granules.  22  An  atavistic  scent  gland  would 
not  require  such  activities,  but  a struc- 
ture involved  in  transmission  of  messages 
could  hardly  do  without  a rapid  process 
of  secretion. 

Axillary  odor  is  sometimes  dismissed  as 
being  the  product  of  resident  bacteria.23 
The  production  of  ECM  in  the  axilla  may 
well,  however,  be  shared  between  skin 
glands  and  bacterial  flora  without  diminish- 
ing its  importance.  We  have  only  re- 
cently come  to  realize  that  parasitism  in- 
volves the  intimate  exchange  not  only  of 
nutrients  but  also  of  hormones,  the  host  at 
times  providing  hormones  vital  to  the 
parasite  or  the  parasite  at  other  times 
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producing  hormones  for  the  host.24  The 
idea  of  bacteria  acting  as  agents  for  man 
in  producing  external  chemical  messengers 
sounds  weird  but  is  by  no  means  im- 
probable. 

Apocrine  glands  may  put  out  a large 
variety  of  specific  ECM,  but  the  bulk  of 
man’s  chemical  messages  would  appear 
to  be  carried  by  sweat.  If  this  were  true, 
sweating  should  have  functions  beyond  that 
of  temperature  regulation,  and  it  does. 
Both  apocrine  and  eccrine  secretions,  for 
example,  are  correlated  with  sexual  function. 
In  animals,  castration  produces  involution 
of  apocrine  glands’5;  in  women,  the  com- 
position of  sweat  fluctuates  cyclically  with 
the  menstrual  cycle.26 

It  has  been  known  since  1934,  at  least, 
that  human  sweat  glands  increase  their 
output  in  response  to  emotional  tension 
and  that  this  increase  can  be  measured 
quantitatively.27  This  “mental”  sweat,  as 
opposed  to  thermal  sweat,  does  not  involve 
the  whole  body  surface.28  Even  in 
muscular  exercise,  sweating  is  stimulated 
by  impulses  from  the  hypothalamus  which 
start  before  warmed  venous  blood  can  reach 
the  heat-loss  center.29  Impulses  regulating 
nonthermal  sweating  pass  through  the 
ventrolateral  columns  of  the  spinal  cord; 
cutting  this  pathway  on  one  side  has  no 
effect  on  sweating  on  the  opposite  side.90 
Electrical  stimulation  of  the  limbic  cortex 
causes  sweating31;  as  we  shall  see  later,  the 
limbic  cortex  is  probably  the  region  of  the 
central  nervous  system  in  which  ECM  in- 
put and  output  are  integrated. 

There  would  appear  to  be  good  reason 
why  in  man  the  palmar  sweat  print32  and 
the  galvanic  skin  response  are  used  for  the 
measurement  of  emotional  states,  and  why 
the  results  obtained  are  so  often  confusing.33 
If  sweat  is  a major  carrier  of  ECM,  then 
the  quantity  and  composition  of  sweat  will 
change  from  area  to  area  and  from  minute 
to  minute,  depending  not  only  on  the  over- 
all emotional  state,  but  also  on  the  im- 
mediate interactions  between  subjects  and 
experimenters. 34 

The  view  of  the  skin  as  a major  organ  of 
communication  is  not  a new  one;  it  is  a 
basic  concept  of  psychosomatic  medicine. 
But  if  the  ECM  proposed  here  are  more 
fully  identified,  some  of  the  “metaphors,” 
of  psychosomatics  will  turn  out  to  be  de- 
scriptions of  real  events,  for  example,  the 


concept  of  organ  language  or  “organ 
jargon.”  It  was  shown  long  ago  that 
capillary  architecture  is  correlated  with 
personality  type.35  This  finding  is  not 
strange  when  we  consider  that  the  ex- 
pression of  different  personalities  requires 
the  emission  of  different  patterns  of  ECM, 
transported  to  skin  or  skin  glands  by  the 
capillaries. 

Other  routes  of  ECM  emission. 
In  mammals,  urine  is  a major  vehicle  for 
the  emission  of  ECM.  For  example,  the 
ECM  of  male  rats  which  blocks  preg- 
nancies started  by  other  males  is  excreted 
in  the  urine.36  If  urine  were  also  an 
important  ECM  vehicle  in  man,  its  produc- 
tion would  have  to  be  subject  to  emotional 
influences.  And  it  is,  as  we  well  remember 
from  the  frequency  of  micturition  which 
preceded  major  examinations  in  medical 
school  days.  Even  the  active  dreaming  of 
the  rapid  eye-movement  state  promptly 
affects  volume  and  concentration  of  urine. 37 
Oddly  enough,  Jones38  points  out  in  a 
psychoanalytic  review  of  old  myths,  the 
“infantile”  concept  of  urine  as  an  essence- 
containing  liquid  proved  fertile  to  many 
trains  of  thought  of  the  ancient  Greeks. 

It  we  consider  that  urine  is  an  ECM 
vehicle,  we  can  better  understand  the 
possible  function  of  the  innumerable  me- 
tabolites which  appear  in  it,  many  differing 
in  structure  so  slightly  that  they  seem  to  be 
mere  games  of  nature.  Their  function  is 
not  only  to  get  rid  of  toxic  products,  to  con- 
fuse medical  students,  and  to  provide 
employment  for  clinical  pathologists,  but 
also  to  provide  information  to  other 
individuals. 

In  discussing  steroid  sex  hormones, 
Kloek7  arrives  at  a conclusion  which  can 
be  extended  to  ECM  in  general: 

We  might  be  astonished  that  the  organism 
so  easily  abandons  such  relatively  compli- 
cated substances  of  high  biologic  value. 
However,  we  can  put  the  question:  is  this 

excreting  really  an  abandonment?  Let  us 
realize  that  the  organism  could  hardly 
achieve  a better,  more  direct  way  of  ex- 
pressing its  sexual  status  than  that  which  it 
creates  for  itself  in  the  hormone-level  in  its 
blood;  and  mutatis  mutandis  the  same  can  be 
said  for  the  level  of  the  sex  hormones  in  the 
urine  and  possibly  that  in  perspiration. 

The  abnormal  urinary  metabolites 
which  appear  in  schizophrenia  can  profi- 
tably be  viewed  as  signs  of  abnormal  ECM 
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exchange  rather  than  as  psychotomimetic 
agents.  And  the  abnormally  high  uric  acid 
excretion  of  gout  can  be  linked  to  the  find- 
ing, much  publicized  this  year,  that  “a 
tendency  to  gout  is  a tendency  to  the 
executive  suite.”39  These  and  other  ap- 
plications of  the  ECM  theory  to  clinical 
medicine  and  psychiatry  will  be  discussed 
in  detail  in  later  publications. 

In  rats,  defecation  is  used  as  an  index  of 
emotionality  and  of  individual  differences 
in  temperament. 40  This  may  turn  out  to  be 
merely  a rough  measure  of  ECM  excretion. 
In  man,  the  fact  that  the  colon  displays 
marked  hyperreactivity  when  emotional 
topics  are  discussed41  suggests  that  ECM 
excretion  may  be  a function  of  the  in- 
testinal mucosa. 

The  mucosa  of  the  lower  respiratory 
tract  would  seem  to  be  another  good 
candidate  for  excretion  of  ECM  dis- 
seminated with  breath.  Recent  work  has 
provided  evidence  that  the  lung  is  not  a 
passive  organ  limited  to  respiratory  ex- 
change, but  that  it  also  performs  active 
metabolic  functions.42'  43  For  example, 
large  alveolar  cells  in  dog  lung  are  rich  in 
enzymes  concerned  with  oxidative  and 
synthetic  pathways.  They  appear  to  be 
sites  of  active  metabolism.44 

Saliva  is  a well-known  gauge  of  man’s 
emotional  state,  from  dry-mouthed  fear  to 
mouth-watering  anticipation.  The  extreme 
complexity  of  salivary  secretions45  and  the 
surprising  number  of  pharmacologically 
active  compounds  in  saliva  has  led  to 
the  increasing  suspicion  that  the  salivary 
glands  may  be  performing  hitherto 
unsuspected  functions.46  Mammalian 
salivary  glands  produce  a wide  variety  of 
proteins,  including  the  nerve-growth  factor 
of  Levi-Montalcini.47  Saliva  also  contains 
many  different  amino  acids48;  we  have  seen 
that  the  reaction  of  mosquitoes  points  to 
amino  acids  as  important  components  of 
human  ECM. 

Even  salivary  amylase  may  have  a 
function  going  beyond  that  of  digestion. 
It  has  been  suggested,  with  no  explanation 
available,  that  the  amylase  activity  of 
human  saliva  in  different  individuals  may 
vary  from  1,000  to  100,000  Somogyi  units.49 
When  Pl2-labeled  phosphorus  compounds 
are  injected  intravenously,  the  salivary 
excretion  of  P32  (radioactive  phosphorus) 
is  found  to  be  proportionate  to  the  duration 


of  salivation,  not  to  the  total  amount  of 
saliva  excreted.50  Human  salivary  glands 
can  differentiate  between  deuterium  and 
hydrogen,  and  deuterium  oxide  is  con- 
centrated in  saliva  above  its  level  in 
serum.51 

What  function  can  we  assign  to  these 
potent  substances  and  to  these  metabolic 
activities?  Digestion,  lubrication,  and 
anti- infective  action  do  not  seem  to  fit 
these  facts  as  well  as  chemical  communica- 
tion. 

ECM  function  of  the  saliva  would  help 
explain  why  castration  causes  major  changes 
in  the  parotid  gland  of  the  mouse52  or  why 
patients  with  depression  have  less  salivary 
secretion,  even  during  periods  of  clinical 
remission.55  Szasz54  points  to  the  evolu- 
tionary analogy  between  human  saliva 
and  snake  poison,  relating  this  to  folklore 
and  to  psychoanalytic  findings  which  sug- 
gest that  salivation  and  spitting  are  related 
to  sadistic  and  hostile  impulses. 

Human  tears  may  well  be  another 
vehicle  for  ECM  emission.  There  are 
many  similarities  between  the  lacrimal 
and  the  salivary  glands,  including  histo- 
logic characteristics,  simultaneous  decrease 
in  secretion  in  Sjogren’s  disease,  and  simul- 
taneous outpouring  of  fluid  in  response  to 
highly  spiced  food.55  Weeping  as  an 
emotional  response  is  well  known.  Less 
well  known  is  the  fact  that  the  biochemical 
composition  of  tears  shows  the  same  type 
of  complexity  as  does  saliva  and  that  tears 
are  produced  by  a wide  variety  of  exocrine 
glands,  including  not  only  the  glands  of 
Meibom,  Zeis,  and  Moll,  which  we  have 
mentioned,  but  also  the  crypts  of  Henle; 
the  glands  of  Manz,  Krause,  and  Wolfring; 
the  infraorbital  gland;  and  the  glands  of 
the  plica  and  the  caruncle.55  Secretion  of 
tears  is  subject  to  regulation  not  only  by 
the  central  nervous  system,  but  also  by  the 
output  of  endocrine  glands.56 

Weeping  is  one  of  the  simple  things  we  do 
that  turn  out  to  be  quite  complicated  when 
we  think  about  them:  the  so-called 

“archaic  acts,”  including  blushing,  flushing, 
coughing,  scratching,  sneezing,  yawning, 
and  weeping.  If  tears  are  an  ECM  vehicle, 
then  it  becomes  conceivable  that  these 
archaic  acts  may  be  tied  to  ECM  emission, 
if  they  occur  during  interpersonal  contact 
and  without  physical  cause.  We  know  how 
contagious  a yawn  or  a cough  can  be. 
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Linking  archaic  acts  to  an  archaic  function 
(ECM  exchange)  is  in  line  with  Merloo’s16 
dictum:  “The  more  an  expression  evokes 

infantile  archaic  responses  of  the  organism- 
the  innate  biological  signal  code — the  more 
infectious  it  is.” 

Reception  of  ECM 

To  point  out  that  man  is  aware  of  and 
reacts  to  ECM  such  as  odors  or  flavors 
would  be  to  belabor  the  obvious.  I there- 
fore restrict  my  discussion  to  the  hypothesis 
that  man  receives  external  chemical  mes- 
sages other  than  those  consciously  per- 
ceived via  the  sense  of  smell,  the  sense  of 
taste,  or  the  chemoreceptors  of  skin  and 
mucosa  which  Moncrieff57  calls  the  “com- 
mon chemical  sense.” 

Olfactory  subconscious.  The  idea 

that  man  emits  and  reacts  to  substances 
analogous  to  insect  pheromones,  and  that 
these  will  be  found  and  isolated  by  future 
research,  seems  absurd  on  its  face.  There  is 
an  immense  gulf  between  the  incredible 
olfactory  feats  of  insects  and  the 
notoriously  low-grade  sense  of  smell  of 
man.  We  know  we  do  not  smell  the  things 
insects  do. 

But  do  we  really  know  this?  I think  not. 
For  one  thing,  recent  work  casts  some 
doubt  on  the  old  idea  that  man’s  sense  of 
smell  is  of  a far  lower  order  of  magnitude 
than  that  of  lower  animals.7  58  But,  more 
important,  we  shortchange  ourselves  by 
comparing  the  olfactory  powers  of  animals 
with  our  conscious  sense  of  smell  only, 
while  ignoring  our  olfactory  subconscious. 
This  difficulty  is  not  restricted  to  the 
study  of  olfaction,  as  Campbell59  points  out: 

Man  cannot  readily  investigate  himself 
objectively.  This  would  appear  to  be  for 
two  reasons:  First,  man  projects  on  man  a 

reflexion  of  his  own  psyche,  and  second,  man 
can  communicate  with  man,  and  cannot  treat 
his  fellows  as  non-sentient  subjects 

Evidence  for  the  subconscious  or  non- 
conscious  effects  of  olfactory  stimuli  in- 
cludes the  fact  that  the  electrical  skin 
resistance  of  the  skin  is  lower  within  seconds 
after  exposure  to  such  stimuli;  changes  in 
blood  pressure  and  in  respiratory  and  pulse 
rates  also  occur  but  are  less  marked.60 
Olfactory  stimuli  cause  a prompt  reduction 
in  the  blood  flow  through  finger,  nose,  and 
ear  lobe61  and  other  changes  in  the  pe- 


ripheral circulation62  and  in  the  cranial 
rheogram.63  Exposing  man  to  various 
odors  also  produces  changes  in  his  vestib- 
ular64 and  vestibulovegetative65  reactions. 
Studies  in  human  experimental  psychology 
suggest  that  even  olfactory  stimuli  which 
we  normally  consider  as  conscious  begin  to 
exert  their  effects  when  the  stimuli  are  still 
in  the  subcortical  area  without  having 
reached  consciousness. 66  These  findings  in 
man  are  amplified  by  animal  studies  which 
show  that  nonfood  odors  affect  insulin  out- 
put and  blood  sugar  level,67  the  intake  of 
water,68  and  growth.69 

Tobacco  smoke  produces  a number  of 
effects  on  the  human  cardiovascular 
system  and  on  body  chemistry.70  71  These 
effects  are  generally  considered  to  be  due  to 
systemic  absorption;  but  in  view  of  the  re- 
ports cited  here,  it  is  possible  that  similar 
effects  could  be  obtained  by  exposing  only 
the  olfactory  receptors  to  tobacco  smoke. 
Tobacco  could  then  be  considered  as  an 
ECM  derived  from  plants  and  acting  on 
man,  and  this  could  lead  to  some  interesting 
reflections  on  human  addiction  to  smoking, 
alcohol,  and  drugs.  Entomologists  have 
commented  on  the  fact  that  the  craving  of 
worker  ants  for  queen  substance  reminds 
them  of  addiction  in  man. 

The  acuity  of  the  sense  of  smell  of  an 
individual  varies  from  day  to  day.  An 
outstanding  example  of  this  is  the 
“exaltolide  phenomenon”  described  by 
LeMagnen.72  Exaltolide  is  a synthetic 
analog  of  mammalian  sex  attractants. 
Adult  women  readily  perceive  it  as  a musk- 
like odor,  while  men  and  prepuberal  girls 
smell  it  only  vaguely  or  not  at  all.  But  in 
women,  too,  there  is  an  enormous  variation 
in  the  ability  to  perceive  exaltolide.  It 
reaches  its  maximum  during  ovulation  and 
falls  to  a minimum  during  the  pro- 
gestational phase.  This  may  result  from  a 
hormonal  effect  on  olfactory  receptors; 
but,  as  LeMagnen14  points  out,  the  known 
facts  about  this  effect  are  better  explained 
by  postulating  that  there  is  cyclic  variation 
in  cortical  awareness.  In  other  words, 
during  ovulation,  the  time  when  awareness 
of  male  sex  attractants  becomes  most 
important,  the  exaltolide  ECM  stimulus 
enters  human  consciousness;  at  other 
times,  it  remains  within  the  olfactory  sub- 
conscious region. 

By  analogy,  there  is  also  reason  to  believe 


December  15,  1966  / New  York  State  Journal  of  Medicine  3159 


that  our  sense  of  taste  represents  merely 
the  visible  tip  of  a submerged  iceberg,  the 
“gustatory  subconscious.”  For  example, 
adrenalectomy  causes  a marked  increase  in 
saline  intake  of  the  rat;  this  effect  is 
mediated  by  the  taste  buds,  but  it  is  not  due 
to  an  increase  in  acuity  of  the  receptors 
themselves.73  In  man,  the  conscious  taste 
sensitivity  can  rise  as  much  as  60,000  times 
during  adrenal  insufficiency.74  To 
emphasize  the  analogy,  an  adrenal  hor- 
monal stimulus  can  alter  our  conscious 
awareness  of  taste  stimuli  (feeding-stimu- 
lant ECM),  and  a gonadal  hormonal  stim- 
ulus can  alter  our  conscious  awareness  of 
smell  stimuli  (sex-attractant  ECM). 

The  proposed  “ECM  sense”  comprises 
the  total  input  received  by  the  central 
nervous  system  from  the  chemical  sub- 
conscious: olfactory,  gustatory,  or  from 

other  chemoreceptors.  It  is  instructive  to 
compare  it  with  the  sense  of  balance.  The 
vestibular  system  “is  an  elaborate  special 
sense  organ,  constantly  functioning,  and 
with  quite  definite  central  connections  and 
motor  responses,  the  very  existence  of 
which  most  persons  are  quite  unaware.”75 
And  the  early  part  of  the  nineteenth  cen- 
tury “was  characterized  by  the  struggle  to 
separate  the  vestibular  apparatus  from 
partnership  with  the  cochlea  in  the  percep- 
tion of  sound  and  to  attribute  to  it  a 
function  quite  unrelated  to  that  of  hearing. 
In  1870,  Goltz  was  the  first  to  arrive  at  the 
conclusion  that  the  semicircular  canals  were 
sense  organs  concerned  with  maintaining 
equilibrium.”76  Similarly,  the  aim  of  this 
article  is  to  begin  to  separate  ECM  func- 
tions from  the  conscious  sense  of  smell. 
The  central  nervous  system  organs  con- 
cerned with  ECM  function,  the  main- 
tenance of  social  equilibrium,  will  be  dis- 
cussed in  a later  study. 

Role  of  ECM  in  extraverbal  com- 
munication. In  many  insects  and  mam- 
mals, olfactory  cues  are  the  main  channels 
of  interindividual  communication  and  of 
formation  of  social  bonds.  In  man,  I 
would  guess  that  ECM  are  just  one  of  many 
such  channels,  with  visual  and  auditory 
cues  normally  taking  precedence.  I have 
found  that  the  idea  of  chemical  messages 
passing  between  me  and  thee,  without 
either  of  us  being  aware  of  them,  is  a very 
hard  one  to  swallow,  particularly  for  men 
concentrating  on  the  basic  sciences.  For 


this  reason,  it  is  good  to  remember  that  a 
number  of  other  improbable-sounding 
channels  of  man-to-man  communication 
have  recently  been  discovered  or  confirmed. 

The  speech  of  man  carries  cues  far  be- 
yond the  rational,  verbal  content.  Electro- 
acoustic analysis  of  the  voice  shows  that 
emotion  creates  changes  not  perceived 
consciously  by  speaker  or  listener.  These 
changes  correlate  better  with  emotion  than 
measures  such  as  blood  pressure  or  skin 
resistance.77  In  psychotherapy,  stances 
and  movements  characteristic  of  animal 
courtship  gestures  are  found,  and  “it  is 
possible  that  changes  in  water  retention  and 
odor  occur.”78  Movie  excerpts  of  psy- 
chotherapeutic interviews  were  shown  to 
psychotherapists  and  to  professional 
dancers.  On  the  basis  of  bodily  and  facial 
clues,  they  were  able  to  evaluate  the  af- 
fective state  of  the  patient.  The  profes- 
sional dancers,  most  notably  the  dance 
therapists,  did  this  much  better  than  the 
psychiatrists.79  In  the  case  of  olfactory 
cues,  I suspect  that  professional  perfumers 
would  do  much  better  than  psychiatrists 
in  determining  the  affective  state.  But 
psychiatrists  can  do  it,  too,  as  witness  the 
psychoanalyst  who  told  Hall80  that  he 
could  distinguish  the  smell  of  anger  in  his 
patients  at  6 feet  or  more. 

Prodigies  of  smell.  If  ECM  stimuli 
normally  travel  through  the  central  nervous 
system  without  alerting  our  consciousness, 
we  should  be  able  to  find  some  individuals 
in  whom  these  sense  perceptions  come  to 
the  surface,  at  least  in  part  (Fig.  1).  This 
abnormal  ability  could  be  due  to  in- 
heritance, to  training,  to  physiologic 
changes,  or  to  disease.  We  have  seen  how 
gonadal  function  brings  the  smell  of 
exaltolide  to  awareness  and  how  adrenal 
insufficiency  increases  the  acuity  of  the 
sense  of  taste.  Cystic  fibrosis  is  another 
disease  in  which  both  smell  and  taste 
stimuli  are  better  perceived.81  But  the 
most  impressive  examples  of  increased 
conscious  perception  of  olfactory  stimuli 
and  of  ECM  come  from  the  study  of  un- 
usual individuals,  “prodigies  of  smell.” 

The  study  of  unusual  individuals,  or 
“gifted-person  hypothesis,”  is  vigorously 
rejected  by  some  psychologists  as  being 
used  in  the  fringe  areas  of  science  and  as 
being  so  open-ended  that  it  is  not  subject  to 
refutation.82  Shapiro,83  however,  stresses 
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FIGURE  1.  Diagram  of  suggested  relation  between  conscious  and  nonconscious  perception  for  vision, 
vestibule,  and  olfaction. 


the  value  of  the  single  case  for  fundamental 
clinical  psychological  research,  in  spite  of 
the  fact  that  most  clinical  psychologists  and 
experimental  psychiatrists  think  it  cannot 
be  so  used.  Williams84  has  proposed  the 
term  “disconformity”  for  a biologic  trait 
of  an  individual  which  differs  by  more  than 
three  standard  deviations  from  the  popula- 
tion mean;  he  emphasizes  that  individu- 
ality is  the  rule,  not  the  exception. 
Differences  between  individuals,  whether 
in  sensory  threshold,  metabolic  pattern, 
or  reaction  to  drugs,  can  range  up  to  a 
hundredfold. 33 

It  is  hard  to  see  the  philosophic  difference 
between  the  claim  that  1 per  cent  or  less  of 
individuals  have  some  sensory  ability 
(gifted-person  hypothesis)  and  the  ac- 
cepted fact  that,  with  local  variations, 
about  three  in  four  persons  can  taste  PTC 
(phenylthiocarbamide)  while  the  fourth 
one  cannot.  In  fact,  PTC  tasting  is  an 
interesting  example  of  a genetic,  all-or- 
none  ability  to  perceive  an  ECM  stimulus 
consciously.  Its  significance  to  the  human 
body  is  suggested  by  its  relation  to  suscepti- 
bility to  virus  infection85  and  its  relation  to 


abnormal  thyroid  function.86  And  the 
application  of  the  gifted-person  hypothesis 
to  PTC  tasting  is  emphasized  by  the  report 
that  an  Ainu  boy  had  a PTC  taste  acuity 
100,000  times  beyond  any  encountered 
previously.  “Tasting  acuities  of  this 
higher  order  lie  far  beyond  any  previously 
recorded  and  were  utterly  unexpected 
when  the  work  was  begun.”87 

My  own  criticism  of  work  with  gifted 
persons  is  based  on  what  I call  “gifted- 
person  paralysis.”  It  seems  that  the 
presence  of  a person  claiming  exceptional 
olfactory  or  ECM  gifts  paralyzes  scientific 
curiosity.  Psychiatrists  and  psychologists 
arbitrarily  accept  and  report  the  claim,  or 
they  arbitrarily  conclude  that  the  patient 
is  neurotic  or  hallucinating.  The  idea  of 
confirming  such  claims  by  testing  them 
seems  rarely  to  present  itself.  This  error 
of  omission  was  made  in  almost  all  cases  of 
exceptional  olfactory  ability  of  which  I 
have  knowledge,  and  that  is  why  I call 
this  evidence  anecdotal,  vague,  or  far- 
fetched. 

One  set  of  reports  deals  with  long-range 
perception.  A patient  treated  by  Brill88 
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claimed  to  be  able  to  tell  people  apart  by 
odors,  especially  his  cousin,  with  whom  he 
was  brought  up.  He  said  he  was  able  to  tell 
her  presence  when  she  was  blocks  away  by 
the  odor  she  emanated.  Phil  Rau,  who 
conducted  a brilliant  series  of  experiments 
on  the  sex  attraction  of  Saturniid  moths, 
using  his  home  as  his  laboratory,  was  most 
impressed  at  first  by  the  long-range  at- 
traction of  the  female  moth  for  the  male.89 
Later  he  found,  however,  that  he  and 
members  of  his  family  became  able  to  per- 
ceive the  specific  moth  odor.  On  several 
occasions,  they  sniffed  it  on  the  street  near 
his  house  and  found  that  there  seemed  to 
be  streaks  of  moth  odor  in  the  atmosphere. 
On  one  occasion,  Nellie  L.  Rau,  his  wife  and 
co-author,  located  a distinct  stream  of  odor 
about  15  feet  wide.  Finally,  Rau  reports 
an  anecdote  which,  if  true,  would  put 
man’s  olfactory  perception  even  beyond 
the  range  that  we  commonly  ascribe  to 
insects:  “I  once  heard  a man,  whose 
scientific  accuracy  could  be  relied  upon, 
say  that  in  the  wilds  of  Montana,  where 
only  wood  was  used  for  fuel,  he  often 
smelled  coal  smoke  from  a train  from  a 
distance  of  fourteen  miles,  in  the  clear  air.” 
Reports  obtained  by  psychoanalysts 
include  Freud’s  case  of  the  “rat  man” 
(renifleur)  who  as  a child  was  able  to 
recognize  everyone  by  his  scent.90  Brill88 
reports  a large  number  of  such  instances, 
from  his  own  practice,  from  the  medical 
literature,  and  from  the  work  of  novelists. 
One  woman  patient  of  his  was  extremely 
sensitive  to  odors,  particularly  to  the  smell 
of  feces,  and  claimed  that  she  was  unable  to 
use  the  bathroom  until  an  hour  after  it  had 
been  used  by  any  other  member  of  the 
family.  Another  patient  was  hyper- 
sensitive to  chemical  odors  which  he  inter- 
preted as  poisons.  If  a peculiar  odor 
struck  him  on  the  street,  he  was  sure  to 
discover  a paint  shop  or  a drug  store  on  the 
block  from  which  this  odor  emanated. 
Interestingly,  this  patient  changed  his 
vocation  to  that  of  a perfumer,  with  good 
success.  Kalogerakis91  describes  a boy, 
observed  between  the  ages  of  two  and  five, 
with  extraordinary  sensitivity  to  odors. 
He  seemed  to  be  able  to  detect  individual 
body  odors,  particularly  those  of  his 
parents,  and  odors  remaining  hours  after 
coitus;  he  was  able  to  differentiate  odors 
deriving  from  various  parts  of  the  body, 


odors  which  no  adult  could  detect  or 
distinguish. 

At  the  turn  of  the  century,  Bethe92 
graphically  described  his  own  prodigious 
olfactory  capability.  Bethe  later  became 
one  of  the  more  famous  physiologists  of  his 
time,  and  coined  “ectohormone”  as  the  first 
single  word  for  external  chemical  mes- 
sengers.93 Bethe  offered  his  description  in 
the  course  of  discussing  another  subject, 
social  insects,  and  he  did  not  seem  aware  of 
how  exceptional  his  ability  was — additional 
reason  for  accepting  his  description.  He 
was  able  to  differentiate  adults  by  smell, 
but  all  infants  smelled  alike  to  him.  He 
was  also  able  to  identify  changes  in  odor 
due  to  muscular  exercise,  to  states  of 
emotional  excitement,  to  menstruation, 
and  to  disease.  He  found  that  some,  but 
not  all,  members  of  one  family  had  similar 
body  odors.  Bethe  was  also  able  to  pick 
up  ECM  on  second  contact  by  telling 
whether  the  person  he  spoke  to  had  been 
together  with  one  person  or  more  some  time 
before. 

In  1935,  the  psychologist  Laird94  ob- 
tained information  from  254  persons  of 
distinction  about  their  sense  of  smell. 
Eight  of  these  gave  striking  and  un- 
expected responses  indicating  unusual 
activity  of  the  first  cranial  nerve.  For 
example,  a psychologist,  age  forty-six, 
stated:  “I  often  know  whether  a person 

has  been  in  a room  within  the  past  hour  or 
so  by  the  odor.  Often  I can  tell  to  whom 
an  article  of  clothing  belongs  by  the  odor, 
even  though  in  both  cases  the  persons  are 
cleanly  about  their  person.  It  may  be 
because  of  the  great  frequency  of  such 
associations  that  none  stand  out  as  un- 
usual.” A woman  physician,  age  sixty, 
said:  “I  can  locate  people  by  their  perfume 
and  my  good  husband  has  found  it  em- 
barrassing when  I tell  him  where  he  has 
been  by  the  odor  he  has  retained  on  his 
clothes  or  skin.”94 

One  would  expect  professional  perfumers 
to  rank  among  the  prodigies  of  smell.  A 
recent  review  of  the  “Psychology  of  the 
Perfumer”  testifies  to  the  sense  of  spiritual 
isolation  of  this  man,  who  lives  in  a world 
foreign  to  his  peers. 95  But  no  experimental 
study  of  the  sensory  physiology  of  per- 
fumers has  come  to  my  attention.  I asked 
one  professional  perfumer  whether  he 
could  distinguish  the  odors  of  moods,  such 
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as  fear  or  anger.  He  answered  without 
hesitation  that  he  could,  and  seemed  sur- 
prised that  I had  to  ask.  Wright”  points 
out  that  an  experienced  perfumer  can  not 
only  name  the  country  of  origin  of  a sample 
of  lavender  oil  but  even  the  farm  from 
which  it  came. 

Perfumers  have  been  used  in  several 
attempts  to  identify  external  chemical 
messengers.  Parkes, 97  in  the  course  of  work 
on  the  pregnancy-block  (Bruce  effect) 
ECM,  found  that  expert  perfumers  were 
able  to  distinguish  between  jars  with 
cloth  bedding  which  had  contained  dif- 
ferent species  of  male  mice.  Kloek7  used 
experienced  perfumers  to  analyze  the  smell 
of  steroid  sex  hormones.  Smith  and 
Sines98  used  a human  odor-testing  panel  to 
identify  the  peculiar  odor  of  schizophrenic 
patients:  another  of  the  abnormal  metabo- 
lites of  schizophrenia  which,  I believe,  point 
to  abnormal  ECM  exchange  in  this  disease. 

Blind  persons  represent  another  group  of 
persons  more  likely  to  possess  conscious 
perception  of  odors  and  of  ECM.  Kalmus" 
reports  the  case  of  a blind  girl  working  in  a 
laundry  who  was  able  to  recognize  and 
identify  the  owners  of  the  clothes  she  sorted 
by  their  odor.  Gault100  describes  a blind 
and  deaf  girl  able  to  distinguish  between 
different  textile  fabrics  on  the  basis  of  the 
odor  of  the  dye.  In  50  of  54  instances,  she 
was  able  to  distinguish  various-colored 
yarns.  Helen  Keller  found  that  she  could 
identify  most  friends  and  visitors  by  their 
personal  odor.101 

Olfactory  perception  is  not  the  only 
method  of  compensation  for  blindness. 
The  “sonar  system  of  the  blind’’  is  equally 
impressive. 102  Blind  persons  are  able,  by 
echo-detection,  to  identify  a target  sub- 
tending an  angle  of  only  5 degrees.108  It 
should  be  noted,  however,  that  trained 
normal  observers  can  determine  the  direc- 
tion of  an  odor  source  with  a precision  of  7 
to  10  degrees,  in  spite  of  the  small  distance 
between  the  nostrils  compared  with  the 
distance  between  the  ears. 104 

Olfactory  perception  in  psychiatry. 
From  blindness,  it  is  not  far  to  sensory 
isolation,  as  used  in  experimental  psy- 
chiatry. During  sensory  isolation,  ordi- 
narily inconsequential  background  cues 
from  within  the  organism  are  likely  to  take 
on  increasing  importance  and  to  provide 
the  basis  for  illusory  and  hallucinatory 


perception. 105  These  background  cues  may 
include  ECM  stimuli,  but  there  is  no 
experimental  support  for  this  assumption. 

In  model  psychoses  caused  by  hallu- 
cinogens, sensory  impressions  are  said  to 
become  more  vivid,  and  phenomena  nor- 
mally part  of  the  sensory  subconscious  are 
brought  to  the  surface  of  consciousness, 106 
but  here  too  no  studies  of  olfactory  acuity 
or  discrimination  have  been  reported. 
Lysergic  acid  diethylamide  (LSD)  and 
other  hallucinogens  seem,  however,  to  act 
like  ECM.  The  “atmosphere”  of  groups 
taking  a hallucinogen  is  said  to  induce 
the  effects  of  the  drug.  A.  Hofmann 
discovered  the  hallucinogenic  action  of 
LSD  in  1943  when  working  on  this  sub- 
stance in  his  laboratory.  He  developed  the 
characteristic  symptoms,  although  he  could 
not  imagine  how  he  had  absorbed  the 
drug.107  In  retrospect,  it  seems  that  the 
effect  may  have  been  by  inhalation  or  by 
olfactory  reception.  The  brain  localization 
of  LSD  is  maximal  in  the  pituitary  and 
pineal  glands  and  in  structures  of  the  limbic 
system  such  as  hippocampus,  amygdala, 
and  fornix.108  We  shall  see  later  that  these 
structures  are  prime  candidates  for  the 
central  nervous  system  integration  of  ECM 
impulses. 

A remarkable  experiment  involving  the 
transmission  of  LSD  effects  between  dif- 
ferent individuals  has  been  reported  by 
Reed  and  Witt.109  Two  subjects,  A and  B, 
were  used  in  two  runs.  In  the  first  run, 
A got  LSD  and  B got  placebo;  both 
showed  the  effects  characteristic  of  LSD. 
In  the  second  run,  B got  a good  dose  of 
LSD  and  A got  the  placebo;  yet  neither 
showed  the  characteristic  effects  of  LSD. 
In  ECM  terms,  A emitted  the  socially 
dominant  ECM  in  this  pair,  and  so  both 
members  of  the  pair  mirrored  the  effects  of 
the  substance  taken  by  A alone.  The  test 
involved  physical  separation  between  the 
subjects.  They  sat,  out  of  sight  of  each 
other,  some  six  or  seven  meters  apart  at 
the  ends  of  a corridor.110  This  physical  ar- 
rangement would  favor  olfactory  over 
visual  or  auditory  cues;  however,  the 
experimenters  were  in  close  proximity  to 
both  subjects  and  did  not  show  any  positive 
response  to  A’s  LSD  experience. 

The  ECM  hypothesis  implies  that  ol- 
factory stimuli  are  more  important  in  man 
than  we  now  give  them  credit  for.  Then 
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why  is  it  that  visual,  and  not  olfactory, 
hallucinations  are  considered  characteris- 
tic of  psychoses?  Hernandez-Peon111  ex- 
plains the  prevalence  of  visual  imageries 
and  hallucinations  by  the  fact  that  vision 
has  reached  its  greatest  development  in 
man.  In  lower  macrosmatic  animals,  he 
suggests,  olfactory  experiences  might  be 
dominant  in  waking  and  dreaming  states. 

As  it  happens,  however,  the  relative 
unimportance  of  olfactory  hallucinations 
may  turn  out  to  be  an  error,  or  more 
strictly  speaking  a self-fulfilling  prophecy. 
Rubert,  Hollender,  and  Mehrhof112  have 
disproved  the  belief,  widely  held  among 
psychiatrists,  that  olfactory  hallucinations 
Eire  uncommon  in  schizophrenia  and 
portend  a poor  diagnosis.  Olfactory  hal- 
lucinations are  as  common  as  auditory  ones, 
with  no  evidence  of  poor  prognosis.  Psy- 
chiatrists seldom  ask  about  olfactory 
experiences,  because  they  reflect  the  pre- 
vailing cultural  attitude  which  de-empha- 
sizes  the  olfactory  sphere,  and  because 
they  have  been  taught  that  olfactory 
hallucinations  are  uncommon.  When  a few 
patients  were  asked  why  they  had  not 
referred  to  their  olfactory  experiences 
previously,  they  responded:  “No  one  ever 
asked  me.” 

Hillers113  also  believes  that  hallucina- 
tions of  smell  and  taste  have  never  had 
adequate  attention  in  the  published  litera- 
ture on  schizophrenia — not  because  they 
are  infrequent,  but  because  “voices”  and 
other  sensory  hEdlucinations  produce  the 
most  colorful  and  content-laden  phenomena 
in  schizophrenia.  And  yet,  Hillers  states, 
most  observers  have  singled  out  hallucina- 
tions of  the  chemicEd  senses  as  those  most 
specific  among  schizophrenic  hallucina- 
tions. 

There  is  some  question  in  my  mind  about 
whether  some  supposed  olfactory  hallucina- 
tions are  not  descriptions  of  reality  by 
patients  whose  olfactory  or  ECM  acuity 
far  exceeds  that  of  their  keepers.  For 
example,  Bromberg  and  Schilder114  report 
40  cases  of  psychoses  with  olfactory  hEdlu- 
cinations observed  on  the  psychiatric 
division  of  Bellevue  Hospital.  Some  of 
these  case  reports  sound  uncomfortably 
like  Bethe’s  self-description  of  his  olfactory 
perceptions,  cited  previously. 

Hoffer  and  Osmond115  definitely  suggest 
that  some  of  the  unpleasant  odors  of  which 


schizophrenic  patients  complain  may  be 
accounted  for  by  an  increased  sensitivity 
to  odor.  Using  a card-sorting  test,  they 
find  that  schizophrenic  patients  Eire  much 
more  likely  to  mEirk  “true”  such  statements 
as:  “Things  smell  very  funny  now;  my 
body  odor  is  much  more  noticeable  than 
it  once  was;  other  people  smell  strange.” 
They  conclude: 

Smell  is  a sense  which  in  our  Western  cul- 
ture at  least  has  been  neglected  in  recent 
years,  yet  olfactory  percepts  are  very  closely 
linked  with  affect,  and  in  many  persons  they 
are  extremely  evocative  of  feeling.  This 
suggests  a possible  explanation  for  the  in- 
creasing apathy  found  in  many  schizophrenic 
patients.  They  are,  in  fact,  being  satiated 
with  affect  evoking  stimuli,  so  that  eventually 
indifference  supervenes. 

This  suggestion  is  in  accord  with  the 
frequently  expressed  idea  that  schizo- 
phrenic patients  are  more  intuitive  and 
perceptive  than  others.116  Searles117  has 
found  that  some  schizophrenic  patients  can 
read  the  psychiatrist’s  mind,  and  his  uncon- 
scious mind  at  that.  A patient  hallucinating 
of  murderous  threatening  figures  turns  out 
to  be  symbolizing  his  struggle  against  the 
introjection  of  the  psychiatrist’s  own  un- 
conscious murderous  impulses  toward  him. 
A schizophrenic  woman  implies  that  the 
psychiatrist  has  tried  to  impregnate  her. 
He,  of  course,  has  tried  no  such  thing.  He 
interprets  this  as  projection,  the  patient 
ascribing  her  own  impulses  to  the  inter- 
locutor. And  yet,  on  later  seEirching  his 
unconscious,  he  finds  that  the  impulse  was 
there:  dissociated,  unconscious,  unknown 
to  him,  but  there. 

Here,  then,  is  a really  mysterious  force. 
One  might  be  tempted  to  invoke  extra- 
sensory processes,  and  some  psychiatrists 
in  the  past  have  done  so.  Yet  the  ECM 
hypothesis  provides  a simple  explanation. 
Anger,  hate,  and  sex  desire  Eire  signaled  by 
the  emission  of  ECM.  It  is  merely  neces- 
SEiry  to  assume  that  these  patients  are 
hypersensitive  to  ECM  and  so,  unlike  the 
rest  of  us,  they  Eire  able  to  react  to  them 
promptly  (Fig.  1.). 

In  a later  report,  Searles118  reports 
another  case  of  similar  portent,  treated  by 
another  psychiatrist.  He  states:  “Un- 

comfortable though  it  is  for  the  physician 
to  feel  afraid  of  the  murderous  patient,  it  is 
still  harder  for  him  to  realize  the  full  ex- 
tent of  his  own  murderousness  toward  the 
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patient,  and  to  see  that  the  latter  is  un- 
aware of  feeling  murderous  and  is 
experiencing,  instead,  intense  fear  of  the 
psychotherapist  who  is  viewed  as  murder- 
ously insane.”  Similarly,  Savage119  states: 
“Frequently,  the  analyst  attempts  to 
analyze  in  his  schizophrenic  patients  that 
which  he  has  been  unwilling  or  unable  to 
analyze  in  himself.” 

I think  that  the  emphasis  on  aggressive 
or  sexual  impulses  in  these  reports  is 
merely  due  to  the  fact  that  they  move  the 
patient  to  more  vigorous  counteraction. 
If  these  patients  are  ECM-hypersensitive, 
we  should  find  that  they  are  equally  able  to 
pick  up  the  ECM  emitted  to  indicate 
other,  less  dramatic,  emotions  and  bodily 
activities.  Klages66  has  announced  the 
start  of  a major  study  of  olfactory  percep- 
tion in  schizophrenic  patients  which  should 
settle  some  of  these  questions.  He  already 
has  concluded  that  in  these  patients,  the 
paleocortical  integration  between  odor  and 
sexuality  comes  alive  again.  The  only 
difference  between  this  view  and  the  ECM 
theory  is  that,  according  to  the  latter,  the 
paleocortical  (rhinencephalic)  integration 
of  odors  and  other  chemical  stimuli  (ECM 
input)  with  sexual  and  other  emotional 
activities  (ECM  output)  is  very  much 
alive  in  all  of  us,  but  that  it  is  mainly  in 
schizophrenic  patients  that  this  activity 
comes  to  the  surface  of  awareness. 

If  some  psychiatric  conditions  involve 
not  only  heightened  ECM  receptivity 
but  also  increased  ECM  emission,  then 
ECM  coming  from  these  patients  should  be 
perceptible  to  normal  persons,  in  particular 
to  physicians  with  no  special  olfactory  or 
ECM  sensitivity.  And,  as  a matter  of  fact, 
it  is  widely  recognized  in  practice,  if  not  in 
theory,  that  a pathognomonic  sign  of  de- 
pression is  the  appearance  of  unaccountable 
depression  in  the  physician  who  is  seeing 
the  patient.120  Browne  and  Freeling121 
emphasize  that  the  patient  who  makes  the 
doctor  feel  sick  or  angry  is  giving  as  much 
diagnostic  information  as  the  patient  who 
is  hot  to  the  touch.  “These  signs  do  not 
often  reach  print,  but  Asher  has  written  of 
the  clenching  of  the  doctor’s  fist  as  a 
clinical  sign  of  the  hysteric  and  Fowler 
teaches  his  students  at  Charing  Cross  to 
listen  to  the  little  voice  inside  which  says: 
‘Oh  Lord!  Here  comes  another  psy- 
chological Beast.1”  And  Havens,122  re- 


viewing the  anatomy  of  schizophrenia, 
says: 

Your  own  reaction  to  these  signs  and  symp- 
toms should  be  counted  an  equal  part  of  the 
disease-picture.  If  not  puzzled  or  uneasy,  or 
even  appalled,  you  are  unlikely  to  be  in  the 
presence  of  catatonia.  You  should  feel  like  a 
man  standing  before  a half-trained  tiger. 
The  tiger  tries  to  be  good,  but  watch  his  eyes 
and  the  fibrillations  rippling  down  the  coat. 

This  is  probably  the  reason  why  a survey 
of  West  German  psychiatrists  has  shown 
that  about  85  per  cent  are  acquainted  with 
“praecox  feeling,”  the  intuitive  feeling 
evoked  in  the  physician  by  the  presence  of 
a schizophrenic  patient;  that  over  half 
consider  this  symptom  reliable;  and  that  a 
quarter  of  the  psychiatrists  consider  prae- 
cox feeling  to  be  more  reliable  than  all  other 
symptoms.123  These  perceptions  are  usu- 
ally reported  by  psychiatrists,  because 
they  have  reason  to  publish  them;  but 
nonphysicians  have  similar  reactions,  as 
indicated  by  the  report  of  a sociologist  who 
decided  to  stay  on  a mental  ward  for  a 
week  to  evaluate  his  reactions.124  During 
and  after  a visit  by  a manic  patient  in  a 
high  mood,  he  became  benevolent,  gay, 
elated,  and  restless.  He  then  ran  into 
another  manic:  “I  had  found  him  wearying 
but  now  I talked  with  him  eagerly  and 
felt  a great  fellow  feeling  with  him.  His 
incredible  ramblings  seemed  to  make  more 
sense  than  before.” 

Some  psychiatrists’  reports  indicate  a 
perceptivity  above  the  average.  One  de- 
scribes an  analytic  session  with  a schizoid 
man: 

As  the  silence  continued  I became  aware  of 
a fear  that  the  patient  was  meditating  a 
physical  attack  upon  me,  though  I could  see 
no  outward  change  in  his  posture.  As  the 
tension  grew  I felt  increasingly  sure  that  this 
was  so.  Then,  and  only  then,  I said  to  him, 
“You  have  been  pushing  into  my  insides  your 
fear  that  you  will  murder  me.”  There  was 
no  change  in  the  patient’s  position  but  I 
noticed  that  he  clenched  his  fists  till  the  skin 
over  the  knuckles  became  white.  At  the 
same  time  I felt  that  the  tension  in  the  room, 
presumably  in  the  relationship  between  him 
and  me,  had  decreased. 125 

Another  psychiatrist  writes  that  the  odor 
of  schizophrenia 

has  long  been  a part  of  clinical  diagnosis. 

I remember  this  from  my  state  hospital  days, 
and  now  in  analysis,  I can  sometimes  tell  by 
odor  when  an  entering  schizophrenic  patient 
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is  in  crisis  on  the  particular  day — it  really  is 

most  reliable. 126 

Except  for  the  last  instance,  there  is  no 
indication  that  the  cues  involved  in  these 
situations  are  olfactory  rather  than  visual, 
kinesthetic,  or  auditory.  It  is  probable 
that  all  these  channels  of  extraverbal  com- 
munication are  involved;  but  the  ECM 
hypothesis,  subject  to  experimental  work, 
seems  to  provide  a fuller  and  simpler 
explanation. 

Sex  odors.  The  fact  that  sexual  ECM 
are  not  only  emitted,  but  also  received  by 
man — consciously  by  some  few  under  normal 
circumstances,  by  more  than  a few  under 
the  conditions  of  greater  emission  and 
reception  attending  the  sexual  act — is 
fairly  widely  recognized.  This  discussion 
will  therefore  merely  cite  some  general 
studies  on  the  subject,  without  giving 
specific  illustrations.  Taking  conscious 
and  unconscious  olfactory  perception  to- 
gether, the  evidence  suggests  that  the  role 
of  chemical  sex  attractants  is  qualitatively 
the  same  in  man  and  in  lower  animals, 
although  quantitatively  it  has  lost  some  of 
its  importance  in  civilized  man. 

The  intimate  relationship  between  sexual 
processes  and  the  nose  has  been  recorded 
since  the  days  of  Hippocrates,  and  no  doubt 
use  of  and  trade  in  perfumes,  sexual  at- 
tractants of  plant,  insect,  or  mammalian 
origin,  precedes  recorded  history.  In  1901, 
Hagen127  compiled  much  existing  informa- 
tion on  the  subject  in  his  book,  Die  sexuelle 
Osphresiologie.  He  emphasized  the  specific 
odors  of  menstruation,  of  coitus,  and  of 
abstinence;  the  possibility  of  sexual  antip- 
athy between  man  and  wife  based  on 
incompatibility  of  sexual  odors;  the  de- 
scriptions of  sexual  and  other  ECM  in 
man  by  Zola  and  by  other  novelists;  and 
reports  by  Darwin  on  this  subject,  including 
a description  of  the  sexual  excitement 
caused  in  apes  by  the  ECM  of  women. 
Ellis,128  in  his  Studies  in  the  Psychology  of 
Sex,  1906,  included  a chapter  on  the 
significance  of  the  sense  of  smell  in  the 
sexual  life  of  man.  He,  too,  gave  anecdotal 
reports  of  specific  sexual  odors  given  off  by 
man  and  by  women  during  coitus,  and 
related  unexplained  emotional  antipa- 
thies to  olfactory  dissonance. 

In  1930,  Daly,  a psychoanalyst,  and 
White,18  an  entomologist,  jointly  published 
a report  which  drew  an  implied  but  clear 


parallel  between  insect  “tropisms”  and 
human  reactions  to  sexual  odors.  They 
stated:  “Much  of  the  phenomena  of 

‘passion’  in  man  would  appear  to  be, 
when  stripped  of  euphemisms,  simply  blind 
responses  to  tropisms.”  In  1960, 
Fabricant129  reviewed  the  relations  between 
sexual  functions  and  the  nose.  “The  naso- 
genital  relationship,”  he  states,  “observed 
and  at  the  same  time  relatively  neglected 
for  more  than  two  thousand  years,  is 
worthy  of  rescue  from  the  domain  of 
neglect.  The  entire  field  of  investigation 
awaits  the  attention  of  intrepid  investiga- 
tors.” 

In  1961,  Kloek7  went  beyond  literature 
review  and  case  reports  to  experiments  con- 
cerning the  significance  of  smell  for  the 
mutual  relation  of  the  sexes.  By  an  in- 
genious phylogenetic  analysis,  he  shows 
how  sexuality  almost  has  to  be  primarily 
connected  with  the  chemical  senses  in 
higher  animals.  He  refers  to  the  olfactory 
organ  as  a confronting  apparatus: 

In  olfaction,  sex  and  sexual  maturity  of  the 
potential  partner  are  confronted  with  the  ani- 
mal’s own  sex  and  sexual  maturity  ...  . In 
the  organ  of  smell  sex  hormones,  present  in 
the  animal’s  blood,  are  confronted  with  sex 
hormones  present  in  the  blood  of  the  potential 
sexual  partner  ...  . The  male  animal  pene- 
trates with  its  confronting  organ  to  the  ovaries 
of  the  female,  in  that  way  meeting  the  require- 
ments made  by  nature  for  an  adequate  part- 
ner-choice. 

Finally,  in  1963,  Kalogerakis91  reviewed 
the  role  of  olfaction  in  sexual  development, 
emphasizing  that  human  adults  give  off 
odors  characteristic  of  sex  and  person  and 
that  children  discern  these  sex-specific 
odors.  Kalogerakis  therefore  suggests  that 
the  sense  of  smell  plays  a crucial  role  in  the 
evolution  of  the  Oedipus  complex  and  in  the 
establishment  of  sexual  identity. 

Experimental  work.  As  there  has 
been  increasing  realization  that  hormonal 
effects  can  be  exerted  not  only  within  the 
individual  (endocrinology),  but  can  also  be 
transmitted  from  one  individual  to  another 
(exocrinology),  so  there  has  been  increasing 
recognition  of  the  fact  that  drug  effects  can 
be  transmitted  from  one  individual  to  an- 
other, a subject  which  I like  to  call  “exophar- 
macology.” These  actions  can  be  exerted 
by  treated  on  nontreated  or  by  nontreated 
on  treated  individuals. 

Heimstra130’  131  has  found  that  the 
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ntroduction  of  nondrugged  “stimulus” 
rats  will  modify  the  behavior  of  rats 
treated  with  amphetamine,  chlorpro- 
mazine,  and  iproniazid;  that  this  response 
is  related  to  age132  and  that  stimulus  rats 
whose  activity  is  high  increase  the  activity 
level  of  amphetamine-treated  rats.133 
Wilson  and  Mapes134  find  that  the  introduc- 
tion of  strange  mice  to  an  untreated  group 
increases  group  activity;  when  strangers 
are  introduced  into  groups  of  mice  treated 
with  thalidomide,  however,  there  is  no 
increase  in  activity. 

An  effect  of  treated  on  untreated 
individuals  was  reported  by  McDonald 
and  Heimstra.135  They  placed  pairs  of 
albino  rats,  one  treated  and  one  nontreated, 
in  an  observation  box  and  recorded  their 
behavior.  If  the  treated  animal  received 
amphetamine,  the  behavior  of  the  non- 
treated rat  essentially  mirrored  the  behavior 
of  the  treated  one.  If  the  treated  animal 
received  chlorpromazine,  the  primary 
change  in  the  nontreated  animal  was  in  the 
direction  of  more  active  social  behavior. 
If  the  treated  animal  received  saline,  there 
was  no  significant  difference  in  behavior  be- 
tween the  treated  and  the  nontreated 
animals. 

Experiments  in  rats  may  or  may  not  have 
much  bearing  on  man,  but  exopharmaco- 
logic  effects  in  primates  are  likely  to  have 
important  implications.  Michael,  Herbert, 
and  Saayman136  have  shown  that  the 
sexual  performance  of  male  rhesus  monkeys 
depends  on  the  endocrine  status  of  their 
female  partners.  In  particular,  giving  pro- 
gesterone to  the  females  markedly  di- 
minishes the  mounting  activity  and  ejacula- 
tory capacity  of  the  males.  The  suggestion 
that  this  extraordinary  effect  may  be  trans- 
mitted by  ECM137  is  supported  by  work 
currently  in  progress.138  The  sexual 
activity  of  the  rhesus  male  varies  with  the 
phase  of  the  female’s  menstrual  cycle  and 
with  the  hormone  level,  whether  en- 
dogenous or  exogenous.139  When  a very 
small  quantity  of  estrogen,  5 micrograms 
per  day,  is  applied  to  the  vaginal  lumen, 
there  is  considerable  stimulation  of  the 
male’s  sexual  activity. 1 40  Herbert 1 38  reports 
that  experiments  are  in  progress  with 
anosmic  males  to  test  whether,  as  seems 
most  likely,  an  olfactory  mechanism  is 
involved,  and  adds:  “The  widespread  use 
of  perfume  as  a sexual  attractant  in  our 


own  species  suggests  that  similar  mech- 
anisms, modified  by  social  conventions, 
may  operate  in  man.”138 

The  critical  human  experiments  to  prove 
or  disprove  the  ECM  hypothesis  remain  to 
be  done.  Possible  leads  are  supplied  by  the 
experiment  of  Reed  and  Witt,109  already 
discussed,  in  which  an  exopharmacologic 
effect  was  obtained  in  man,  one  subject 
transmitting  to  the  other  a drug  effect  if  he 
received  LSD,  or  an  inhibiting  effect  if  he 
received  placebo  and  the  other  the  active 
drug.  In  experimental  psychology,  the  sex 
of  the  tester  may  have  some  previously 
overlooked  effects,  For  example,  Cassell 
and  Fisher141  correlate  body-image 
boundaries  with  the  skin  reaction  to  his- 
tamine. The  correlation  was  present  in 
female  and  absent  in  male  subjects.  They 
comment: 

“There  is  no  ready  explanation  for  the 
greater  significance  of  the  findings.  . . . 

Conditions  for  administering  the  histamine 
were  exactly  the  same  for  both  sexes  except 
for  the  fact  that  the  experimenter  who  in- 
jected the  histamine  was  male  in  all  in- 
stances. It  is  conceivable,  but  unlikely 
that  this  variable  of  sex  of  the  examiner 
could  account  for  the  gross  difference  in  re- 
sults obtained.”  Sloane  et  a/.142  studied  the 
correlation  of  lipid  levels  with  personal 
ambition,  and  the  most  striking  and  un- 
expected finding  of  their  study  was,  again, 
the  difference  in  results  between  two 
groups,  one  rated  by  a male  psychiatrist, 
the  other  by  a female.  The  fact  that  one 
psychiatrist  was  female,  the  authors  suggest, 
may  have  contributed  to  her  failure  to 
elicit  the  personality  trait  of  aggressivity. 

Summary 

Internal  chemical  messengers  (hormones, 
endohormones)  provide  information  ex- 
change and  action  commands  within  an 
individual.  External  chemical  messengers 
(ectohormones  or  pheromones)  provide 
information  exchange  and  action  com- 
mands between  individuals.  It  is  suggested 
that  man  emits  and  receives  ECM  (exter- 
nal chemical  messengers)  and  that  these 
substances  have  potent  effects  which  so  far 
have  been  thoroughly  studied  in  insects, 
recognized  in  mammals,  and  overlooked  in 
man.  Some  experimental  findings  relevant 
to  this  hypothesis  are  cited.  Table  I 
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states  some  consequences  drawn  from  this 
hypothesis,  together  with  estimates  of 
probability  for  each  statement. 

235  East  42nd  Street 
New  York  City  10017 
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Smallpox  vaccination 


Smallpox  vaccination  is  still  recommended 
despite  certain  hazards.  A survey,  conducted 
by  M.  E.  Doster,  M.D.,  and  reported  in  a 
recent  issue  of  the  Journal  of  School  Health, 
shows  that  300  deaths  due  to  vaccination  have 
occurred  since  1949,  when  the  last  case  of 
smallpox  was  verified.  This  represents  an 
average  of  almost  20  fatalities  a year.  These 
figures,  giving  rise  to  the  question  of  whether 
or  not  the  procedure  is  killing  more  people  than 
the  disease  would,  focus  attention  on  certain 
current  problems  relating  to  vaccination  and 
policies  recommended  at  the  present  time.  The 
main  problems  are  (1)  the  hazards  and  coping 
with  them  and  (2)  the  ineffectiveness  of  the 
immunization  procedure.  The  chief  risk  is  to 
the  rare  individual  with  agammaglobulinemia 
who  lacks  the  antigenic  mechanisms  to  combat 
the  virus  after  inoculation.  These  babies 
either  lose  their  arms  or  their  lives.  Such 
children,  however,  rarely  survive  to  reach  the 
school  age.  There  is  also  danger  to  those  in- 
dividuals with  allergic  eczema  or  other  diffuse 
skin  diseases  who  overrespond  and  get  undue 
reactions  such  as  extensive  or  progressive 
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vaccinia.  For  prevention,  reliance  must  be 
placed  on  a careful  history  of  the  vaccination 
candidate  so  these  skin  abnormalities  would  be 
avoided  in  the  person  and  his  contacts.  As 
for  ineffectiveness  of  the  vaccination,  the  trouble 
may  be  due  to  (1)  poor  or  haphazard  technics 
or  (2)  attenuation  or  dilution  of  the  vaccine, 
making  it  too  weak  to  produce  tissue  responses. 
A postvaccination  survey  in  a school  system 
indicated  that  the  procedure  produced  in- 
adequate tissue  responses  in  about  35  per  cent. 
The  vaccination  was  done  by  multiple  pres- 
sure technic,  carefully  standardized.  Heat 
quickly  decreases  the  potency  of  this  vaccine, 
and  it  must  be  kept  well  refrigerated.  Under 
the  method  employed,  the  material  may  have 
been  left  at  room  temperature  for  from  three 
to  four  hours.  This  was  subsequently  corrected. 

The  following  are  the  World  Health  Organiza- 
tion recommendations:  (1)  The  multiple  pres- 

sure or  single-scratch  method  should  be  used. 
(2)  The  terms  “major  reaction”  and  “equivocal 
reaction”  should  replace  other  terms  now  in 
use.  (3)  The  vaccination  may  be  carried  out  in 
the  third  or  fourth  month  of  life,  but  the  age  may 
be  varied  to  fit  a general  scheme  of  infant  im- 
munization. (4)  For  special  risk  cases  a proper 
level  of  immunity  can  be  achieved  by  revaccina- 
tion every  three  years. 
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T he  theory  that  dietary  constituents 
selectively  affect  the  synthesis  of  pancreatic 
enzymes  digesting  those  constituents  was 
proposed  by  Pavlov  in  1898  but  was  later 
rejected  by  certain  of  his  colleagues,  who 
believed  that  diet  influences  the  pancreatic 
enzymes  in  a parallel  manner. 1 

In  1956  Guth  et  al.'2  presented  evidence 
indicating  that  pancreatic  adaptations  of 
dogs  fed  test  meals  of  meat,  bread,  or  milk 
are  neither  parallel  nor  purposive.  How- 
ever, results  of  relatively  recent  studies 
with  purified  diets  suggest  that  the  produc- 
tion of  certain  pancreatic  enzymes  does 
adapt  to  the  food  given.3-6  Intestinal  as 
well  as  pancreatic  levels  of  digestive  en- 
zymes may  be  influenced  by  specific  compo- 
nents of  the  diet. 

The  enzymic  responses  to  various  purified 
foodstuffs  and  the  possible  significance  of 
these  responses  to  human  beings  are  the 
subjects  of  this  discussion. 

Diet  and  pancreatic  enzyme  content 

Chymotrypsinogen,  trypsinogen,  amy- 
lase, and  lipase  have  been  of  particular  in- 
terest in  investigations  of  dietary  regulation 
of  pancreatic  enzymes.  The  amylolytic  or 
lipolytic  content  of  the  pancreas  generally  is 
measured  using  standard  substrates  such  as 


starch  or  fat,  respectively.  After  activa- 
tion, the  two  proteolytic  enzymes  are 
assayed  either  together  using  casein  as  sub- 
strate, a method  which  might  measure 
activities  of  other  pancreatic  proteases  as 
well,  or  individually  using  synthetic  sub- 
strates such  as  N-acetyl-L- tyrosine  ethyl 
ester,  for  chymotrypsin,  or  p-toluene  sul- 
fonyl-L-arginine  methyl  ester,  for  trypsin. 

The  experimental  animal  used  almost  ex- 
clusively in  recent  studies  in  which  the  en- 
zymic content  of  pancreatic  tissue  itself  has 
teen  assessed  is  the  rat;  the  dietary  vari- 
able studied  most  extensively  by  investiga- 
tors interested  in  this  area  of  research  is  pro- 
tein. 

It  has  been  shown,  for  example,  that 
three-  or  fourfold  increases  in  the  casein 
content  of  a purified  diet,  from  15  to  20  per 
cent  up  to  60  to  70  per  cent  of  the  diet,  raise 
the  protease  concentration  of  the  rat  pan- 
creas as  much  as  100  per  cent,  with  chymo- 
trypsinogen being  affected  more  than 
trypsinogen.3'  4 The  type  of  protein  is  also 
important  as  is  evidenced  by  the  observa- 
tion that  pancreases  of  rats  fed  diets  com- 
posed of  unheated,  whole-egg  protein  in- 
stead of  casein  may  contain  1.5  to  2 times  as 
much  trypsinogen  and  2 to  3 times  as  much 
chymotrypsinogen.6-  7 Although  adapta- 
tion proceeds  more  slowly,  pancreatic 
amylase  also  increases  when  egg  is  given. 
The  differential  response  of  the  pancreas  to 
egg  and  to  casein  has  been  observed 
in  adrenalectomized  rats  as  well  as  in 
normal  animals.7  Feeding  of  poor  quality 
proteins,  such  as  zein,  appears  to  reduce 
the  production  of  pancreatic  proteases  as 
well  as  of  other  digestive  enzymes.8 

Single  deficiencies  of  essential  amino  acids 
may  alter  the  enzyme  concentration  of  the 
pancreas  with  some  enzymes  being  affected 
more  than  others  by  a specific  deficiency.9'  10 
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For  example,  protease  is  reduced  consider- 
ably more  than  amylase  when  rats  are  fed  a 
methionine-deficient  diet.1 

The  exact  mechanisms  mediating  the  re- 
sponse of  pancreatic  enzyme  production  to 
dietary  protein  have  not  been  elucidated. 
Undoubtedly,  the  amino  acid  composition 
of  the  dietary  protein,  and  hence  the  provi- 
sion of  substrate  for  enzyme  synthesis,  is 
important  in  this  respect.  Also,  the  secre- 
tory stimulation  afforded  by  the  presence  of 
a specific  protein  and  its  breakdown  prod- 
ucts in  the  small  intestine  may  in  itself 
cause  the  pancreas  to  synthesize  additional 
amounts  of  all  digestive  enzymes.  In 
accordance  with  this  theory  is  the  observa- 
tion that  injections  of  bethanecol  (Ure- 
choline)  raise  protease  production  in  rats 
fed  a low-protein  diet  containing  casein.8 

That  pancreatic  enzymes  are  affected  by 
dietary  change  in  a nonparallel  fashion  was 
shown  in  studies  in  which  the  carbohydrate 
content  of  the  diet  was  varied.3  Large  in- 
creases (threefold)  in  the  starch  content  of  a 
purified  diet  with  concomitant  decreases  in 
the  protein  content  elevate  amylase  and 
depress  protease.  Starch  or  glucose,  when 
comprising  about  60  per  cent  of  the  diet, 
produces  more  amylase  than  sucrose  or 
fructose.  An  increase  in  the  starch  content 
of  a mixed  diet  may  have  a different  effect. 
To  wit,  the  substitution  of  bread  for  meat 
not  only  raises  starch  in  the  diet  at  the  ex- 
pense of  protein  but  also  lowers  the  quality 
as  well  as  the  quantity  of  the  protein 
offered.  Such  a change  in  the  amino  acid 
composition  of  the  diet  might  tend  to  lower 
amylase  even  though  an  increase  in  starch 
acts  to  elevate  this  enzyme.  Evidence 
from  experiments  with  insulin,  although 
conflicting,  suggests  that  humoral  mecha- 
nisms may  be  involved  in  the  regulation  of 
the  amylolytic  response  to  dietary  carbohy- 
drate.11' 12 

In  contrast  to  amylase  and  protease,  it 
has  not  been  demonstrated  that  lipase  is 
affected  by  changes  in  the  amount  of  its 
substrate,  fat,  in  a purified  diet.11 

Diet  and  enzymes  in 
intestinal  contents 

Recently,  the  suggestion  was  made  that 
diet,  at  least  protein  in  the  diet,  influences 
the  enzymic  activity  of  intestinal  contents 
via  at  least  three  mechanisms.6  First, 


according  to  observations  made  on  dogs,  the 
presence  of  protein  and  products  of  protein 
digestion  in  the  small  intestine  stimulates 
the  release  of  enzymes  from  the  pancreas. 13 
Indirect  evidence  obtained  with  rats  indi- 
cates that  some  proteins  are  more  effective 
secretogogues  than  others;  whole-egg  pro- 
tein, for  example,  appears  to  be  superior  to 
casein.5'  14 

Second,  a dietary  adaptation  resulting  in 
increased  enzyme  production  also  may  serve 
to  augment  intestinal  enzyme  activity, 
probably  by  making  greater  quantities  of 
enzymes  available  for  secretion. 

Third,  the  presence  of  protein  and  pep- 
tides of  dietary  origin  in  intestinal  contents 
seems  to  retard  the  rate  at  which  pancreatic 
enzymes  are  inactivated  and  destroyed  in 
intestinal  contents  and  thus  acts  to  elevate 
intestinal  enzyme  activity  during  the  diges- 
tion of  a protein  meal.  The  ability  of  a 
specific  protein  to  inhibit  inactivation  varies 
and  may  be  related  to  the  rate  at  which  pro- 
tective peptides  are  released  from  the  pro- 
tein in  the  stomach.14 

Comment 

The  significance  of  the  increases,  induced 
by  diet,  in  the  enzyme  levels  of  pancreas 
and  intestinal  contents  is  not  readily  ap- 
parent since,  according  to  classical  defini- 
tion, enzymes  are  effective  in  small 
amounts.  However,  a relative  deficiency 
of  pancreatic  enzymes  with  resultant  im- 
pairment of  digestive  capacity  has  been 
shown  to  occur  under  certain  conditions  in 
human  beings.  A striking  example  of  such 
a condition  is  kwashiorkor,  a state  in  which 
diet  is  directly  implicated  in  the  production 
and  alleviation  of  digestive  enzyme  defi- 
ciency. About  twenty  years  ago,  Velghelyi1 
observed  that  enzymes  disappeared  one  by 
one  from  pancreases  of  children  suffering 
from  kwashiorkor,  with  lipase  and  protease 
being  most  seriously  affected.  Velghelyi 
attributed  a central  importance  to  the  pan- 
creas in  the  development  of  symptoms  of 
kwashiorkor. 

Other  investigators,  on  measuring  enzyme 
activity  of  duodenal  contents  of  children 
hospitalized  with  third-degree  protein- 
calorie  malnutrition,  have  corroborated  his 
findings.15 

A definite  cycle  may  be  repeated  during 
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the  production  of  protein  deficiency  in  such 
children.  For  example,  pancreatic  func- 
tion is  profoundly  affected  in  children  con- 
suming a diet  containing  incomplete  pro- 
tein, which  even  under  conditions  of  ade- 
quate nutriture  may  not  be  digested  read- 
ily. The  pancreatic  impairment  even- 
tually may  lead  to  a deficiency  of  enzymes 
in  intestinal  contents,  a phenomenon  which, 
in  turn,  could  reduce  the  child’s  capacity  to 
digest  the  incomplete  protein  and  would 
thereby  enhance  the  protein-deficiency 
state. 

Enzyme  deficiency  progressively  disap- 
pears as  a malnourished  child  regains  a 
normal  nutritional  state.  The  effective- 
ness of  milk  in  treatment  of  these  cases  may 
be  related  in  part  to  the  fact  that  casein  is 
quite  susceptible  to  tryptic  and  chymo- 
tryptic  digestion  and  therefore  may  be 
digested  satisfactorily  even  when  the  en- 
zyme activity  of  intestinal  contents  is  low. 

An  interesting  area  for  future  research  is 
in  studies  of  the  effects  of  diet  on  pancreatic 
enzymes  during  different  stages  of  the  life 
cycle.  Meyer  and  Necheles16  reported  that 
the  pancreatic  enzyme  activity  of  intestinal 
contents  is  lowered  during  aging;  whether 
impairment  of  digestive  capacity  necessar- 
ily accompanies  the  reduction  in  intestinal 
enzyme  activity  has  not  been  established. 
The  role  of  different  components  in  the 
alleviation  of  an  enzyme  deficiency  in  the 
elderly  or  in  the  development  of  the  diges- 
tive enzyme  complement  of  the  infant 
should  be  investigated. 


Longevity  in  1966 

According  to  figures  provided  by  the  Metro- 
politan Life  Insurance  Company,  Americans 
are  no  longer  adding  years  to  their  lives,  the 
process  in  extending  longevity  having  come  to 
almost  a standstill. 

For  males,  the  chance  of  living  to  sixty-five 
years  is  virtually  the  same  today  as  it  was  in 
1965,  and  for  females  the  chances  have  in- 
creased only  slightly. 

Although  this  lack  of  progress  contrasts  with 
the  marked  gains  made  during  the  1940’s, 
the  over-all  picture  is  not  all  bleak. 
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Sight  should  not  be  lost  of  the  excellent 
prospect  people  in  the  United  States  now  have 
of  celebrating  a sixty-fifth  birthday.  There 
is  a strong  probability  that  a young  man  en- 
tering the  labor  force  will  reach  normal  retire- 
ment age,  and  all  men  already  established  in 
their  careers  can  expect  to  live  to  the  end  of 
their  productive  life. 

The  outlook  for  women  is  even  brighter,  in 
that  throughout  the  childbearing  age,  they  have 
at  least  five  chances  in  six  of  reaching  sixty- 
five  years.  A quarter  of  a century  earlier, 
this  record  was  matched  only  by  women  past  the 
productive  period. 
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Abdominal  Pain  with  Vomiting 


Case  history 

Richard  Stewart,  M.D.*:  This  sev- 

enty-nine-year-old  man  was  admitted  with 
a six-day  history  of  severe,  poorly  localized 
lower  abdominal  pain  accompanied  by 
anorexia,  nausea,  and  vomiting.  On  exam- 
ination the  abdomen  was  relatively  soft  but 
tender  with  some  rather  diffuse  rebound 
tenderness  in  the  lower  abdomen.  The 
bowel  sounds  were  hypoactive.  The  pa- 
tient had  a past  history  of  thrombophlebitis 
with  pulmonary  embolism  on  one  occasion. 

Thomas  Berrigan,  Jr.,  M.D.f:  There 

is  some  opaque  material  in  the  stomach. 
Portions  of  the  psoas  and  renal  shadows  are 
visible  and  are  normal.  Loops  of  small 
intestine  are  filled  with  gas  and  fluid  and 
there  is  also  some  gas  and  stool  which  is  in 
the  colon  (Fig.  1).  The  small  intestinal 
loops  are  not  particularly  dilated.  It  is 
difficult  to  determine  whether  or  not  ascites 
is  present.  The  liver  margin  is  not  visible. 

This  elderly  man  with  abdominal  pain 
has  evidence  of  what  I think  is  basically  an 
adynamic  ileus  pattern.  This  does  not 
look  like  mechanical  obstruction.  This 
rather  nonspecific  pattern  in  an  elderly  man 
raises  the  possibility  of  a mesenteric  vascu- 
lar accident.  Although  I see  nothing  defi- 
nite that  would  point  to  that  diagnosis,  it 
still  remains  a very  likely  possibility. 

Dr.  Stewart:  The  patient  had  ap- 

parently had  a similar  attack  twenty  years 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 

t Instructor,  Department  of  Radiology,  Upstate  Medical 
Center. 


FIGURE  1.  Anteroposterior  view  from  plain  film 
study  of  abdomen  shows  some  gas  in  small  in- 
testinal loops  but  is  not  diagnostic. 


ago  and  this  was  thought  to  be  due  to  di- 
verticulitis. His  present  episode  was  also 
considered  diverticulitis.  Following  treat- 
ment he  stated  that  he  felt  a little  bit  better 
but  continued  to  have  lower  abdominal 
pain.  On  his  sixteenth  hospital  day  he 
developed  nausea,  vomiting,  tachycardia, 
and  mild  hypotension.  His  stools  were 
guaiac  positive.  Further  studies  were 
done. 

Dr.  Berrigan:  This  barium  enema 

shows  many  diverticula  in  the  sigmoid 


3174  New  York  State  Journal  of  Medicine  / December  15,  1966 


FIGURE  2.  X-ray  films.  (A)  Localized,  severe  dilatation  of  small  intestinal  loop  in  left  lower  quadrant. 
Note  "speckled”  radiolucencies  related  to  bowel  wall  (-»•).  (B)  Detail  view  of  abnormal  loop  of  small 
intestine.  Bubble-like  gas  shadows  are  visible  in  bowel  wall  (— ►). 


colon.  We  do  have  filling  over  to  what  is 
probably  the  cecum,  although  there  is  no  re- 
flux into  the  small  intestine  or  appendix. 
There  are  many  abnormally  dilated  loops  of 
small  intestine  present  at  this  time,  and  they 
all  have  slightly  prominent  mucosal  folds. 
One  markedly  dilated  loop  has  a peculiar 
speckled  or  bubble-like  gas  pattern,  and  the 
valvulae  in  this  loop  of  intestine  are  partic- 
ularly prominent  (Fig.  2A).  The  pecul- 
iar speckled  appearance  of  the  most  dilated 
small  bowel  loop  suggests  to  me  that  there  is 
gas  in  the  wall  of  the  intestine.  I have 
looked  for  gas  in  the  portal  vein  or  liver  to 
support  the  diagnosis  of  an  infarcted  bowel, 
but  I don’t  see  any.  However,  I still  feel 
that  infarction  is  the  most  likely  process  to 
produce  this  very  abnormal  loop  of  small 
intestine.  This  could  be  produced  by 
either  a primary  vascular  occlusion  or  by 
mechanical  obstruction  and  compromise  of 
the  blood  supply.  The  initial  pattern  sug- 
gested more  that  there  was  not  an  obstruc- 
tion, and  I would  favor  there  being  a pri- 
mary vascular  accident  in  this  case. 

Dr.  Berrigan’s  diagnosis 

Mesenteric  vascular  occlusion  producing 
necrosis  of  a loop  of  small  bowel 


Dr.  Stewart:  This  man  was  operated 

on,  and  a necrotic  loop  of  bowel  was  found 
and  resected. 

Thomas  Simon,  M.D.*:  We  received  a 

105-cm.  segment  of  small  bowel  which 
showed,  in  its  midportion,  purple  and  brown 
discoloration  of  the  wall  with  four  areas  of 
perforation,  several  areas  of  mucosal  ulcera- 
tion, and  extensive  areas  of  edema  of  the 
entire  wall. 

On  each  end  of  the  specimen  a segment 
approximately  30  cm.  long  showed  grossly 
normal  bowel  wall;  however,  the  serosal 
surface  was  dull  throughout.  There  was 
thrombotic  occlusion  of  many  of  the 
medium-sized  mesenteric  veins  (Fig.  2B). 
Arteries  showed  areas  of  involvement  by 
arteriosclerosis  with  narrowing  of  lumina 
but  no  occlusion. 

Microscopically,  many  of  the  venous 
thrombi  showed  partial  organization  indi- 
cating that  they  had  been  present  for  at 
least  several  days  (Fig.  3).  Some  sections 
of  bowel  wall  showed  necrosis  of  the  entire 
thickness.  Others  showed  necrosis  of  mu- 
cosa and  edema  of  submucosa  with  little 
change  in  the  other  layers.  Sections  at  the 
margins  of  the  resected  bowel  showed  no 

* Associate  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 
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FIGURE  3.  To  left  is  mesenteric  vein  occluded  by 
thrombus,  showing  partial  organization  toward 
upper  edge  of  the  photo.  To  right  are  sections  of 
arteries  with  thickening  of  walls  and  narrowing  of 
lumina  by  arteriosclerosis. 


change  other  than  mild  acute  inflammation 
of  the  serosa. 

E.  Robert  Heitzman,  M.D.*:  The 

first  set  of  films  on  this  patient  point  out 
how  nonspecific  the  roentgen  appearance  in 
a mesenteric  vascular  accident  can  be.  A 
second  examination  on  the  other  hand 
shows  that  occasionally  a specific  roentgen 
diagnosis  can  be  made. 

These  specific  roentgen  signs  are:  (1) 

gas  in  the  wall  of  the  intestine  first  reported 
by  Schorr1  and  recently  emphasized  by 
Rigler  and  Pogue2;  (2)  gas  in  the  portal 
circulation.  This  sign  was  first  reported  by 
Wolfe  and  Evans3  and  was  more  recently 

* Associate  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 


Seat  belts  and  safety 

More  people  have  seat  belts  in  their  cars  than 
ever  before.  Many  riders,  however,  especially 
occupants  of  the  newer  models,  risk  death  by 
failing  to  wear  them.  A report,  headed  by  P. 
Joliet,  M.D.,  who  led  the  researchers  at  Cornell 
Aeronautical  Laboratory,  Inc.,  of  Buffalo,  found 
that  only  30  per  cent  of  the  people  in  1965- 
model  automobiles  were  wearing  their  seat  belts 


emphasized  by  Wiot  and  Felson4;  (3)  a 
solitary  dilated  immobile  loop  of  small 
bowel.  This  sign  of  closed-loop  obstruction 
and  impending  necrosis  was  first  empha- 
sized by  Mellins  and  Rigler5;  and  (4) 
marked  thickening  of  a local  segment  of 
bowel  often  accompanied  by  mucosal 
edema. 

Radiologists  should  endeavor  to  make  a 
specific  diagnosis  in  this  rather  common 
condition.  To  this  end,  flat  upright  and 
decubitus  films  should  be  made  whenever 
possible  and  a careful  analysis  undertaken 
especially  for  evidence  of  gas  in  the  bowel 
wall  or  in  the  portal  vein.  The  latter  find- 
ing might  well  be  seen  more  often  if  cone 
films  of  the  right  upper  quadrant  also  were 
obtained.  Such  careful  roentgen  evalua- 
tion should  result  in  a higher  yield  of  these 
specific  roentgen  signs  of  intestinal  infarc- 
tion and,  therefore,  clarify  the  diagnosis  in 
many  puzzling  cases. 

Final  diagnosis 

Small-bowel  infarction  due  to  multiple 
mesenteric  vein  thrombi 
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in  accidents  under  study.  Thirty-seven  per 
cent  of  the  occupants  of  the  1961-  to  1962- 
models  were  wearing  the  belts.  In  the  estima- 
tion of  the  group,  5,000  lives  would  have  been 
saved,  had  the  seat  belts  been  worn. 

“Drivers  and  their  passengers  owe  it  to  them- 
selves and  to  their  families  to  wear  seat  belts 
now  being  provided  for  them.  The  deaths  of 
persons  in  automobile  accidents  are  even  more 
tragic  when  the  seat  belts  that  might  have 
saved  them  are  found  lying  unused,”  Dr.  Joliet 
said. 
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Teratoma  of  Mediastinum 
Presenting  Symptoms  of 
Empyema  Necessitatis 
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New  York  City 

Associate  in  Surgery,  Roosevelt  and  Francis  Delafield  Hospitals, 
Visiting  in  Surgery,  Bellevue  Hospital  Center 


Teratomas  of  the  mediastinum  Eire  dis- 
covered usually  on  routine  x-ray  examina- 
tion of  the  chest  before  symptoms  of  pres- 
sure on  juxtaposed  structures  or  complica- 
tions from  infection  occur. 

Before  routine  x-ray  examination  of  the 
chest  was  commonplace,  symptoms  of 
nonproductive  cough  affected  by  change  in 
position,  dyspnea  on  exertion,  and  pal- 
pitation were  insidious  at  first  and  pro- 
gressively severe  with  enlargement  of  the 
teratoma  in  the  anterior  mediastinum. 
Infection,  too,  was  commonplace:  often 

the  explanation  of  “fever  of  unknown 

Secondary  Implantation  of  Mitral 
Valve  Prosthesis  in  Child 

GEORGE  ROBINSON,  M.D. 

Mount  Vernon,  New  York 
DENNISON  YOUNG,  M.D. 

White  Plains,  New  York 

Surgeon-in-Charge,  Cardiac  Surgery  (Dr.  Robinson), 
and  Head,  Pediatric  Cardiology  (Dr.  Young), 
Montefiore  Hospital,  The  Bronx,  New  York 

Successful  valve  replacement  with  a 
Starr-Edwards  prosthesis  was  originally 
accomplished  in  a ten-month-old  infant 


origin”  or  more  dramatically  characterized 
by  rupture  into  the  mediastinum  or  pleura 
or  into  a bronchus  with  resultant  expectora- 
tion of  hair,  oil,  or  sebaceous  material  in 
the  sputum. 

Case  report 

A patient  with  an  infected  teratoma  of 
the  mediastinum  which  was  symptomatic  of 
empyema  necessitatis  is  presented  who  was 
first  seen  with  a bronchopneumonia  which 
responded  to  antibiotic  therapy.  Three 
months  later  an  empyema  necessitatis  was 
drained  with  resection  of  the  fourth  and 
fifth  right  costal  cartilages.  The  wound 
healed  only  to  reopen  eight  weeks  after 
closure  and  persist  as  a sinus  tract  draining 
small  amounts  of  oily  material  containing 
small  white  flecks  of  particulate  matter. 

Excision  of  the  sinus  tract  revealed  it  to 
communicate  with  a large  collapsed  thick- 
walled  inflamed  teratoma  of  the  anterior 
mediastinum.  The  teratoma  was  resected 
and  the  patient  made  an  uneventful  re- 
covery. 

with  severely  symptomatic  congenital 
mitral  stenosis.  It  was  anticipated  that 
this  prosthesis  with  an  internal  orifice  area 
of  0.815  cm.2  would  be  adequate  for  in- 
creased body  growth  and  physical  activity 
throughout  childhood.  One  year  post- 
operatively  there  was  a recurrence  of 
syncopal  attacks,  congestive  heart  failure, 
pulmonary  hypertension,  and  electro- 
cardiographic and  roentgenographic 
evidence  of  right  ventricular  and  left 
atrial  enlargement.  Because  medical 
therapy  could  no  longer  maintain  adequate 
cardiac  function,  at  thirty-two  months  of 
age  the  prosthesis  was  uneventfully  re- 


December  15,  1966  / New  York  State  Journal  of  Medicine  3177 


placed  during  sixty-six  minutes  of  perfusion 
by  one  with  an  internal  area  of  1.53  cm.2 
Congestive  failure  disappeared  within 
twenty-four  hours;  the  immediate  post- 
operative course  was  entirely  benign. 
The  clinical  course  following  surgery  has 
been  uneventful. 

The  secondary  procedure  was  performed 
through  the  right  hemithorax.  The  original 
prosthesis  was  firmly  and  smoothly  healed 
at  the  mitral  ring.  No  thrombus  was 
present  on  or  near  the  valve.  The  superior 
orifice  of  the  valve  was  narrowed  by  a 1- 


Bilateral  Carcinoid 
Tumors  of  Mediastinum 

STANLEY  C.  FELL,  M.D. 
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This  communication  presents  a case 
report  of  a bilateral  mediastinal  carcinoid 
tumor.  The  mediastinum  is  an  uncommon 
site  for  a carcinoid  tumor;  5 such  cases 
have  been  reported. 

Case  report 

The  present  case  is  that  of  a forty-three- 
year-old  white  male  admitted  with  a one- 
week  history  of  cough,  anterior  chest 
pain  of  the  right  side,  and  facial  fullness. 

Chest  roentgenograms  revealed  a large 
ovoid  lobulated  mass  occupying  the  right 
anterior  mediastinum  and  a smaller  mass 
in  the  left  anterior  mediastinum.  Angiog- 
raphy demonstrated  partial  obstruction 
of  the  inferior  vena  cava. 

A right  posterior  lateral  thoracotomy  was 
performed  which  permitted  the  removal  of 
a tumor  of  the  right  side  11  cm.  in  greatest 
diameter,  which  was  found  to  be  compress- 
ing the  right  lung  and  the  superior  vena 
cava  and  was  intimately  adherent  to  the 


mm.  overgrowth  of  fibrocollagenous  tissue, 
and  the  apex  of  the  cage  was  superficially 
embedded  in  the  ventricular  endocardium. 

The  intrinsic  deficiencies  of  the  ball 
valve  prosthesis  with  respect  to  delay  in 
opening  and  closing  are  accentuated  in  the 
infant  and  child  where  heart  rates  are 
rapid.  In  addition,  a 1-mm.  encroachment 
on  the  superior  mitral  orifice  decreased  the 
hydraulic  opening  to  0.528  cm.2  The 
absence  of  thrombotic  complications  con- 
firmed our  earlier  judgment  to  avoid  the 
use  of  anticoagulants  in  this  instance. 


parietal  pericardium.  Approximately  three 
months  later  a left  anterior  lateral  thora- 
cotomy permitted  the  removal  of  the  tumor 
on  the  left  side  which  measured  9 cm.  in 
diameter. 

The  postoperative  course  was  uneventful, 
and  roentgenograms  revealed  a normal 
mediastinum.  Blood  serotonin  and  urinary 
5-hydroxyindoleacetic  acid  studies  per- 
formed prior  to  the  removal  of  the  second 
tumor  were  within  normal  limits. 

Cross  sections  of  the  initially  removed 
tumor  revealed  zones  of  necrosis  in  what 
was  otherwise  a homogeneous,  somewhat 
granular,  tan  tumor.  The  tumor  was 
grossly  surrounded  by  a thin  fibrous  capsule 
adherent  to  which  were  small  portions  of 
adipose-like  tissue.  Microscopic  examina- 
tion of  this  tissue  revealed  a histologic 
picture  identical  to  that  of  a classical 
carcinoid  tumor.  The  tumor  cells  con- 
tained neither  argentaffin-positive  granules 
nor  periodic  acid-Schiff-positive  material. 
In  the  pericapsular  soft  tissue,  nests  of 
tumor  cells  were  present  in  some  lymphatic 
channels.  Thymic  tissue  was  also  seen. 

The  gross  and  microscopic  features  of  the 
tumor  removed  during  the  second  thoracot- 
omy was  essentially  similar  to  that  of  the 
first  tumor. 

It  has  been  suggested  that:  (1)  These 

neoplasms  are  derived  from  displaced  bron- 
chial anlagen,  (2)  are  unilaterally  dif- 
ferentiated teratomas,  or  (3)  are  histologic 
variants  of  thymoma. 

These  possibilities  are  discussed,  and  it 
is  our  opinion  that  these  tumors  most 
likely  originate  from  mediastinal  remnants 
of  bronchial  anlage. 
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and  Assistant  Director  of  Surgery  (Dr.  Attai), 
Montefiore  Morrisania  Affiliation 

Intralobar  pulmonary  sequestration  can 
best  be  described  as  a condition  in  which  a 
portion  of  the  lung,  incorporated  in  the 
lower  lobe  of  an  otherwise  normal  lung,  is 
dissociated  from  the  bronchial  tree  and  is 
supplied  by  one  or  more  aberrant  arteries 
arising  from  the  aorta.  This  anomaly, 
although  rare,  is  encountered  often  enough 
to  be  of  more  than  academic  importance. 
This  diagnosis  should  be  considered  when 
there  is  a history  of  repeated  respiratory 
infections  and  roentgenologic  findings  of  a 
lesion,  often  cystic,  in  the  posterior  seg- 
ment of  the  lower  lobe.  The  diagnosis  can 
be  established  by  retrograde  aortography. 
Four  cases  of  this  anomaly  are  presented, 
in  one  of  which  there  was  also  a bronchoeso- 
phageal  fistula. 

Attempt  to  Reduce  Operative 
Mortality  in  Infants  with 
Patent  Ductus  Arteriosus 

NICHOLAS  J.  DEMOS,  M.D.* 
Jersey  City,  New  Jersey 
JOSEPH  J.  TIMMES,  M.D. 

Jersey  City,  New  Jersey 
PETER  P.  POULOS,  M.D. 
Jersey  City,  New  Jersey 
RONALD  J.  YADUSKY,  M.D. 
Jersey  City,  New  Jersey 

From  the  B.S.  Poliak  Hospital  for  Chest  Diseases 
and  the  New  Jersey  College  of  Medicine 


The  reason  given  for  the  higher  operative 
mortality  of  patent  ductus  in  infants  (up  to 
15  per  cent)  as  compared  with  children 

* Formerly  Postdoctoral  Research  Trainee  of  the  National 
Institutes  of  Health.  Supported  by  grant  HE  5631-02. 


Intralobar  sequestration  represents  a 
failure  of  full  development  of  the  basal 
portion  of  the  lower  lobe  and  its  broncho- 
vascular  communications.  As  the  result, 
the  primitive  segmental  systemic  branches 
from  the  aorta  persist  as  aberrant  arteries, 
supplying  the  portion  of  the  lower  lobe 
lacking  branches  of  the  pulmonary  artery. 
Since  the  esophagus  and  lungs  are  inti- 
mately related  embryologically,  both  aris- 
ing from  the  primitive  foregut,  develop- 
mental anomalies  can  occur  which  involve 
both  organs.  The  nature  and  complexity 
of  the  developmental  anomaly  is  apparently 
determined  by  a time  factor,  namely,  at 
which  point  in  fetal  life  normal  embryo- 
genesis  stops. 

Intralobar  sequestration  should  not  be 
confused  with  long-standing  bronchiectasis 
and  hypertrophy  of  the  bronchial  arteries. 
It  is  noteworthy  that  the  aberrant  arteries 
are  elastic  in  structure,  retaining  their 
fetal  architecture.  The  acquired  hyper- 
trophied bronchial  arteries  found  in  adult 
life  are  always  muscular  arteries. 

The  treatment  of  choice  is  resection  of  the 
involved  segment  or  lobe,  particular  atten- 
tion being  paid  to  the  anomalous  branches 
from  the  aorta  to  avoid  hemorrhage. 


(less  than  1 per  cent)  is  coexistence 
of  additional  cardiovascular  defects. 
Examples  of  distorted  anatomy  in  the 
ductus  area  in  infants  are  presented  with 
the  hope  that  exact  knowledge  about  them 
might  reduce  the  operative  mortality. 

1.  An  aneurysmal  pulmonary  artery  had 
misplaced  the  recurrent  laryngeal  nerve 
around  the  left  pulmonary  artery.  This 
artery  was  nearly  erroneously  ligated  in- 
stead of  the  patent  ductus. 

2.  A large  ductus  with  a mild  coarcta- 
tion had  displaced  the  recurrent  nerve 
around  the  distal  descending  aorta.  The 
distal  aorta  instead  of  the  ductus  could  be 
mistakenly  ligated. 

3.  Ligation  of  a very  short  ductus  may 
lead  to  significant  coarctation  which  should 
also  be  corrected.  Fatality  resulted  from 
intrapericardial  dissection  and  ligation  of 
such  a short  ductus  and  actual  ligation  of 
the  aorta. 

4.  In  2 infants  the  ductus  originated 


December  15,  1966  / New  York  State  Journal  of  Medicine  3179 


proximal  to  the  origin  of  the  left  sub- 
clavian artery.  If  unable  to  locate  the 
ductus,  one  should  be  guided  by  the  re- 
current laryngeal  nerve  as  well  as  by  a 
palpable  thrill. 

Pontius  described  a case  in  which  the 
pulmonary  artery  was  aneurysmal.  Liga- 
tion of  the  patent  ductus  produced  coarcta- 
tion which  was  also  successfully  corrected 
Well  known  is  the  occurrence  of  patent 
ductus  associated  with  a right-sided  aortic 
arch.  Extremely  extensive  and  bizarre 
variations  of  the  great  vessels  and  coexist- 
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A new  method,  which  utilizes  a specially 
designed  septal  punch,  has  been  developed 
for  creating  atrial  septal  defects  in  the  very 
young,  critically  ill  patient.  Although  the 
procedure  was  specifically  designed  for 
creating  atrial  septal  defects  in  infants 
with  transposition  of  the  great  vessels,  the 
technic  can  also  be  used  to  create  an  inter- 
atrial communication  in  cases  of  total 
anomalous  pulmonary  venous  return.  The 
advantages  of  the  method  are  that  the  cir- 
culation to  the  right  lung  is  not  interrupted 
at  any  time,  the  interatrial  septum  can 
first  be  enlarged  to  compensate  for  small 
anatomic  structures  and  thus  ensure  the 
creation  of  a large  defect.  The  method  is 
safe,  simple,  reliable,  and  the  total  operating 

* This  work  was  supported  in  part  by  the  Essex  County 
Chapter  of  the  National  Foundation-March  of  Dimes  and 
the  General  Research  Support  Funds  of  the  National  Insti- 
tutes of  Health,  Bethesda,  Maryland. 


ing  patent  ductus  have  also  been  described. 

Unequivocal  identification  of  the  ductus 
requires  careful  dissection  of  the  upper 
descending  aorta  a few  centimeters  on  each 
side  of  the  suspected  area  of  the  ductus  or  a 
total  of  5 cm.  distal  to  the  left  subclavian 
artery.  The  recurrent  laryngeal  nerve 
might  be  sought  if  necessary  by  elevating  the 
vagus  nerve.  Intrapericardial  dissection 
might  be  additionally  done.  However, 
either  the  recurrent  nerve  or  intraperi- 
cardial dissection  alone  might  be  fatally 
misleading. 


time  should  not  be  more  than  from  thirty 
to  forty  minutes. 

The  instrument  was  designed  to  be  intro- 
duced into  the  right  atrium  through  a purse 
string  suture  and  then  through  the  foramen 
ovale.  Elevations  on  the  side  of  the 
instrument  prevent  the  punch  from  being 
pulled  out  of  the  right  atrium  accidentally. 
The  punch  is  basically  an  oval  tube  within 
an  oval  tube.  The  outer  tube  is  slotted 
about  1 cm.  from  its  closed  end,  and  the 
other  end  is  fixed  to  one  of  the  handles. 
One  end  of  the  inner  tube  is  the  cutting 
element,  and  a stopcock  has  been  mounted 
on  the  other  end.  The  movement  of  the 
inner  tube  is  controlled  by  the  handles. 
When  the  handles  are  separated,  the  slot  is 
open  and  in  position  to  engage  the  atrial 
septum.  During  this  time,  the  stopcock 
is  kept  closed  to  prevent  bleeding  through 
the  instrument.  Closing  the  handles  moves 
the  inner  tube  past  the  slotted  outer  tube 
and  thus  punches  out  the  engaged  tissue. 
The  handles  lock  in  closed  position  and 
the  excised  tissue  is  trapped  within  the 
instrument  and  cannot  be  lost  into  the 
blood  stream.  In  the  locked  position,  with 
slot  closed,  the  inner  tube  can  further  be 
moved  back  and  forth  3 to  4 mm.  to  free 
the  punched-out  tissue.  The  stopcock  is 
then  opened  and  the  tissue  removed  by  a 
special  aspirator.  The  stopcock  is  then 
closed,  the  handles  unlocked  by  releasing  a 
spring  lock,  and  the  instrument  is  again 
ready  to  remove  more  tissue. 

After  the  operation,  the  instrument  is 
easily  taken  apart  and  cleaned. 
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Necrology 


Olav  Austlid,  M.D.,  of  New  York  City,  died 
on  September  2 at  the  age  of  sixty.  Dr. 
Austlid  received  his  medical  degree  from  the 
University  of  Vienna  in  1944.  He  was  asso- 
ciate director  of  physical  medicine  at  the  Hospi- 
tal for  Special  Surgery,  an  assistant  attending 
physician  at  The  New  York  Hospital,  and 
director  of  physical  medicine  at  Lawrence 
Hospital,  Bronxville.  Dr.  Austlid  was  a Diplo- 
mate  of  the  American  Board  of  Physical  Medi- 
cine and  Rehabilitation  and  a member  of  the 
American  Academy  of  Physical  Medicine  and 
Rehabilitation,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Conrad  Marvin  Ayres,  M.D.,  of  The  Bronx, 
died  on  June  14  at  the  age  of  fifty-seven.  Dr. 
Ayres  received  his  medical  degree  from  the 
University  of  Rome  in  1934.  He  was  an  asso- 
ciate attending  psychiatrist  at  St.  Vincent’s 
Hospital  of  the  City  of  New  York.  Dr.  Ayres 
was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry),  a 
Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  Psychiatric  Associa- 
tion, and  a member  of  the  New  York  Academy 
of  Medicine,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Smiley  Blanton,  M.D.,  of  New  York  City, 
died  on  October  30  at  the  age  of  eighty-four. 
Dr.  Blanton  graduated  in  1914  from  Cornell 
University  Medical  College.  A cofounder  of 
the  American  Foundation  of  Religion  and 
Psychiatry  and  the  author  of  many  books, 
he  served  during  World  War  I as  director  of  the 
psychiatric  ward  in  the  hospital  at  Fort  Slocum 
and  as  psychiatric  examiner  for  draftees.  Dr. 
Blanton  was  a member  of  the  American  Psychi- 
atric Association,  the  American  Psychoanalytic 
Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Goldblatt,  M.D.,  of  New  York  City, 
died  on  September  6 at  the  age  of  seventy-two. 
Dr.  Goldblatt  graduated  in  1919  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical 
Association. 

George  Du  Mont  Hixson,  M.D.,  of  Lockport, 
died  on  October  11  at  the  age  of  fifty-seven. 
Dr.  Hixson  graduated  in  1933  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
an  attending  surgeon  at  Lockport  Memorial 
Hospital.  Dr.  Hixson  was  a member  of  the 
Lockport  Academy  of  Medicine,  the  Buffalo 
Academy  of  Medicine,  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frank  Louis  Karp,  M.D.,  of  Brooklyn,  died 
on  November  4 at  his  home  at  the  age  of  fifty- 
five.  Dr.  Karp  received  his  medical  degree 
from  the  University  of  Vienna  in  1935.  He  was 
an  attending  physician  at  Coney  Island  Hospi- 
tal, an  assistant  attending  physician  at  Mai- 
monides  Hospital  of  Brooklyn,  and  an  assistant 
attending  cardiologist  at  Maimonides  Hospital 
of  Brooklyn  Outpatient  Department.  Dr. 
Karp  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  John  Kennedy,  M.D.,  of  Glovers- 
ville,  died  on  October  2 at  his  home  at  the  age  of 
eighty-one.  Dr.  Kennedy  graduated  in  1910 
from  the  University  of  Vermont  College  of 
Medicine.  He  was  an  attending  surgeon  in 
urology  at  Nathan  Littauer  Hospital  and  a 
consulting  urologist  at  Johnstown  Hospital. 
Dr.  Kennedy  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the 
American  Urological  Association,  the  Fulton 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Francis  Nelson  Kimball,  M.D.,  of  New  York 
City,  died  on  November  8 at  the  United  States 
Public  Health  Service  Hospital,  Clifton,  Staten 
Island,  at  the  age  of  seventy-one.  Dr.  Kimball 
graduated  in  1923  from  the  University  of 
Michigan  Medical  School.  He  was  a consulting 
urologist  at  St.  Clare’s  Hospital  and  former 
general  director  of  medical  activities  for  Eastern 
Airlines.  A pioneer  in  the  field  of  aviation 
medicine,  Dr.  Kimball  was  a pilot  and  pilot 
instructor  in  World  War  I.  Dr.  Kimball  was  a 
Diplomate  of  the  American  Board  of  Urology, 
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a Diplomate  of  the  American  Board  of  Preven- 
tive Medicine,  Inc.  (Aviation  Medicine),  a 
Fellow  of  the  American  College  of  Preventive 
Medicine,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Uro- 
logical Association,  the  Aerospace  Medical 
Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Moses  H.  Koumrian,  M.D.,  of  Kew  Gaxdens, 
died  on  October  17  at  the  age  of  seventy-four. 
Dr.  Koumrian  graduated  in  1921  from  Long 
Island  College  Hospital.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Max  Sandler  Kraus,  M.D.,  of  Rockaway 
Beach,  died  on  October  16  at  the  age  of  fifty- 
seven.  Dr.  Kraus  graduated  in  1934  from  the 
Royal  College  of  Physicians  and  Surgeons, 
Edinburgh,  Scotland.  He  was  an  associate 
attending  pediatrician  at  Peninsula  General 
Hospital.  Dr.  Kraus  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frederic  Joseph  Labruier,  M.D.,  of  San 

Diego,  California,  formerly  of  New  York  City, 
died  on  July  1 at  the  age  of  eighty-two.  Dr. 
Labruier  graduated  in  1916  from  Fordham 
University  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Graydon  Long,  M.D.,  of  Rochester,  died  on 
September  17  at  the  age  of  seventy-seven. 
Dr.  Long  graduated  in  1919  from  Harvard 
University  Medical  School.  He  was  an  hon- 
orary member  of  the  medical  staff  at  Highland 
Hospital  of  Rochester.  Dr.  Long  was  a mem- 
ber of  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Marion  E.  Manter,  M.D.,  of  Chenango  Bridge, 
died  on  September  22  at  the  age  of  seventy- 
seven.  Dr.  Manter  graduated  in  1917  from 
Woman’s  Medical  College  of  Pennsylvania, 
Philadelphia.  She  was  emeritus  director  of 
medicine  at  the  New  York  Infirmary.  Dr. 
Manter  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


James  Ernest  Muncie,  M.D.,  of  Bay  Shore, 
died  on  November  6 at  the  age  of  sixty-nine. 
Dr.  Muncie  graduated  in  1923  from  Vander- 
bilt University  School  of  Medicine.  He  was 
a senior  attending  surgeon  at  Southside  Hos- 
pital. Dr.  Muncie  was  a member  of  the  Suf- 
folk County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  Alsop  Riley,  M.D.,  of  New  York  City, 
died  on  November  1 at  his  home  at  the  age  of 
seventy-nine.  Dr.  Riley  graduated  in  1912 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  neurologist 
emeritus  at  Presbyterian  Hospital.  A former 
professor  of  neurology  at  Columbia  University 
College  of  Physicians,  in  1909  he  joined  the 
New  York  National  Guard  as  a medical  officer 
and  served  on  the  Mexican  Border  in  1916 
and  also  with  the  105th  Machine  Gun  Battalion 
in  World  War  I.  In  1949  he  was  made  a 
Chevalier  of  the  Legion  of  Honor.  The  author 
of  several  books,  in  1959  he  was  awarded  an 
honorary  doctor  of  science  degree  by  Columbia 
University.  Dr.  Riley  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Academy  of 
Neurology,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  American 
Psychiatric  Association,  the  American  Neuro- 
logical Association,  the  New  York  Neurological 
Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Vincent  Rizzi,  M.D.,  of  Jamaica, 
died  on  October  14  at  the  age  of  sixty-five. 
Dr.  Rizzi  was  graduated  in  1926  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  an  attending  obstetrician  and  gyne- 
cologist at  Mary  Immaculate  Hospital  and 
consulting  obstetrician  at  Mercy  Hospital 
(Rockville  Centre)  and  Queens  Hospital 
Center.  Dr.  Rizzi  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Dragutin  Schwarz,  M.D.,  of  New 
York  City,  died  on  June  21  at  the  age  of  sixty- 
three.  Dr.  Schwarz  received  his  medical  de- 
gree from  the  University  of  Zagreb  in  1926. 
He  was  a senior  assistant  attending  surgeon 
at  Beth  Israel  Hospital  Outpatient  Department. 
Dr.  Schwarz  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


3182  New  York  State  Journal  of  Medicine  / December  15,  1966 


Officers  / County  Medical  Societies  / 1966 


County 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1966—25,630 

President  Secretary 


Treasurer 


Albany 

Allegany 

Bronx. 
Broome.  . 
Cattaraugus  . 

Cayuga 

Chautauqua  . 
Chemung 
Chenango. 
Clinton 
Columbia . . 
Cortland  .... 
Delaware. 
Dutchess. 

Erie 

Essex 
Franklin . 

Fulton 

Genesee 

Greene. 

Herkimer 

Jefferson. 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery. 

Nassau. 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. 

Richmond . 

Rockland 

St.  Lawrence . 

Saratoga  . 

Schenectady 

Schoharie.  . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . 

Ulster 

Warren 

Washington. 

Wayne 

Westchester. 
Wyoming.  . . . 
Yates. 


Frank  C.  Maxon,  Jr Albany 

Stephen  Spink Belfast 

Isidore  Stemlieb Bronx 

Robert  Bethje Endicott 

George  C.  Cash Olean 

Arthur  E.  Harris Auburn 

Peter  C.  Meister Dunkirk 

Henry  B.  Marshall Elmira 

Charles  L.  Dubuar Sherburne 

William  L.  Ladue  ...  Plattsburgh 

Carl  G.  Whitbeck Hudson 

Edward  P.  Cummins Cortland 

Charles  W.  Jones Walton 

G.  R.  Brannan.  . . Wappinger  Falls 

George  L.  Collins,  Jr Buffalo 

William  Vilardo  Ticonderoga 

Leonard  Bristol Saranac  Lake 

Hans  Poliak Gloversville 

David  R.  Harrington Batavia 

John  A.  Vosburgh Coxsackie 

Donald  R.  Davidson,  II Ilion 

Bennie  Mecklin Watertown 

Lawrence  Ames Brooklyn 

Louis  A.  Avallone Lowville 

Robert  B.  Hayes Avon 

Theodore  J.  Prowda Sherrill 

Eli  A.  Leven Rochester 

Leslie  Saunders Amsterdam 

Frank  M.  Green.  . Rockville  Centre 

John  A.  Lawler New  York 

Charles  T.  Mann.  . Niagara  Falls 

Gerald  Segal Utica 

William  J.  Ryan Syracuse 

Erich  Hirsch Geneva 

C.  H.  Thompson,  Jr.  Middletown 

James  L.  Sterling Medina 

Angelo  P.  Arena Hannibal 

Cornelius  F.  Ryan Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

Joseph  P.  Lasko Troy 

William  A.  Schwarz  Staten  Island 

Fred  F.  Graziano Nanuet 

Stuart  A.  Winning Ogdensburg 

Claire  K.  Amyot.  Saratoga  Springs 

Philip  Parillo Schenectady 

Thomas  W.  Greenlees  . ...  Coblesk ill 

James  J.  Norton Montour  Falls 

Anthony  N.  Mustille Willard 

Stanley  B.  Chapman Bath 

Milton  Gordon Huntington 

Walter  G.  Fuchs Monticello 

John  H.  Jakes Candor 

Frank  Stanley  Janas Ithaca 

E.  F.  MacFadden,  Jr Kingston 

W.  F.  Harrison.  Jr Glens  Falls 

Michael  J.  Lynch Granville 

Donald  Werner  Bovet Marion 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain Warsaw 

Helmut  A.  Mikk Penn  Yan 


Fred  Ennis  Dexter Albany 

Irwin  Felsen WellsviUe 

Anthony  Louis  Danza Bronx 

Constance  Vitanza.  . . Binghamton 

O.  Dean  Knight Franklinville 

Charles  E.  Sieger Auburn 

Robert  B.  Wright Jamestown 

C.  Eugene  Erway Elmira 

Michael  L.  Delmonico Norwich 

Hans  Littna Plattsburgh 

Thomas  C.  Seymour Hudson 

Roy  B.  Parsons,  Jr. Cortland 

Marvin  L.  Huyck Walton 

E.  E.  Gottdiener Poughkeepsie 

Ann  A.  Tracy Buffalo 

H.  V.  W.  Bergamini.  Lake  Placid 

Leon  Passino Malone 

David  V.  Clough Gloversville 

Laurence  G.  Roth Batavia 

John  P.  Myers Catskill 

Harold  F.  Buckbee Dolgeville 

George  Glynn  Couch ...  Watertown 

Ralph  M.  Schwartz Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn.  Mount  Morris 

Asa  J.  Smith Oneida 

Harry  C.  Miller Rochester 

John  R.  McNulty Amsterdam 

Vincent  V.  Madonia.  . Garden  City 
William  L.  Wheeler,  Jr. . . . New  York 

Theodore  T.  Bronk  Lewiston 

Theodore  F.  Thomas Utica 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Antoine  A.  Nassar Albion 

Harold  Brown  Fulton 

John  M.  Constantine Oneonta 

Alan  G.  Schwartz Carmel 

Ralph  E.  Schlossman  S.  Ozone  Park 

John  F.  Coughlin,  Jr Troy 

Joseph  S.  Sidoti Staten  Island 

Burton  Allyn Spring  Va'ley 

William  R.  Carson Potsdam 

Robert  F.  Yates.  . .Saratoga  Springs 
Raymond  A.  Maslyn.  Schenectady 

Peter  O.  Garner CobleskiU 

Joseph  Y.  Roberts.  . Watkins  Glen 

Charles  M.  Smith Waterloo 

Joseph  E.  Holly Coming 

George  E.  Leone Riverhead 

Alan  R.  Fried.  . . Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad  Ithaca 

F.  W.  Holcomb,  Jr. Kingston 

Clyde  A.  Swift Glens  Falls 

John  L.  McCann Hudson  Falls 

Joseph  Asin Newark 

F.  T.  Rogliano Mount  Vernon 

Richard  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


Joseph  T.  Doyle Albany 

Kurt  Zinner WellsviUe 

Joseph  C.  Polifrone Bronx 

Vincent  G.  Hammond . . Binghamton 

WiUiam  F.  Harding Olean 

Richard  Buffington Auburn 

C.  Otto  Lindbeck Jamestown 

John  H.  Burke Elmira 

Robert  D.  Stone Norwich 

J.  WiUiam  Heins.  ....  Plattsburgh 

Thomas  C.  Seymour Hudson 

Nicholas  Joseph  Gabriel.  . .Cortland 

Marvin  L.  Huyck Walton 

Joseph  F.  Rignanese . . Poughkeepsie 
James  Richard  Nunn  . . Tonawanda 
H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

WUliam  H.  Raymond  Johnstown 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Donald  C.  Buckbee Dolgeville 

George  Glynn  Couch.  . . Watertown 

James  L.  O’Leary Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn . . Mount  Morris 

George  R.  GUlmore Hamilton 

Joseph  D.  Kepes Rochester 

Thomas  J.  Weyl Amsterdam 

Louis  Bush Baldwin 

Richard  S.  Brasfield . . New  York 

Richard  A.  Baer Niagara  Falls 

Robert  M.  George Utica 

Linus  W.  Cave Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . Newburgh 

Antoine  A.  Nassar Albion 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Jacob  H.  Buchbinder Brewster 

Franz  L.  Ebstein Forest  Hills 

Julien  A.  Hebert Troy 

WiUiam  C.  Frederick.  Staten  Island 
Bernard  H.  Berson.  . .Spring  Valley 

Maurice  J.  Elder Massena 

W.  H.  Moore Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Franz  Konta RichmondvUle 

Joseph  Y.  Roberts.  . Watkins  Glen 

Charles  M.  Smith Waterloo 

WiUiam  James  MacFarland . Hornell 

Sumner  Kaufman Islip 

Alan  R.  Fried ..  Livingston  Manor 

Walter  Dietrich Owego 

Leroy  Kelvin  Young Ithaca 

Lewis  M.  Neporent Kingston 

Betty  Voelker Glens  Falls 

John  E.  Glennon GranviUe 

Joseph  Asin N ewa  rk 

Robert  A.  Mayers.  . . . Port  Chester 

Richard  T.  WiUiams Warsaw 

John  L.  Shultz Penn  Yan 
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In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia): 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.:  New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to 
his  usual  immobilization  and  rest  meas- 
ures for  the  treatment  of  acute  shoulder 
bursitis,  he  found  “The  response  is  dra- 
matic and  occurs  within  forty-eightto  sev- 


enty-two hours,  and  occasionally  as  early 
as  twenty-four  hours.  There  is  rapid  loss 
of  pain  and  concomitant  increase  in  avail- 
able motion”. 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  «u.4tia 

Butazolidin  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methyibromide,  1.25  mg. 
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NOW  IS  THE  TIME... 

to  review  your  securities  portfolio,  not  only  from  the  standpoint  of  1966  income  taxes 
but  also  to  eliminate  marginal  and  uninteresting  situations;  rigorous  effort  should  be 
made  toward  selectivity  and  our  current  issue  of  “Selected  Common  Stocks”  giving 
earnings  estimates  and  brief  comments  on  150  companies  should  be  helpful. 

Also  included  is  a 6-page  introduction  encompassing  a review  of  recent  economic 
trends  and  affording  some  insight  into  the  outlook  for  1967  which  should  help  to  put 
the  specific  suggestions  into  perspective. 

A free  copy  of  this  important  64-page  investment  publication  is  yours  upon  request 
— together  with  “Capital  Gains  & Losses”  Worksheets. 

For  your  copy,  address  Dept.  JM 

CARL  M.  LOEB,  RHOADES  & CO. 

Members  JVew  York  Stock  Exchange,  American  Stock  Exchange  and  Principal  Commodity  Exchanges 

42  Wall  Street  New  York  10005 

• Telephone:  530-4000 

375  Park  Avenue,  New  York  10022 
Telephone:  PL  5-5100 

Private  Wire  System  to  Branch  Offices,  Correspondents  and  their 
connections  in  over  100  cities  throughout  the  United  States  and  Canada. 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.Y.  10017. 


Old  address 


Attach  Journal  Label  Here 


Name 


Please  Print 


New  Address: 

(Send  Journal  Number  Street 

here) 


City  State  Zip  Code 


Effective  Date: 
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161st 


Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 


February  12-16,  1967 


at  the 

Americana  of  New  York 

New  York  City 


Highlights  • • • General  Sessions:  Chemotherapy  of  Cancer  from  the  Practitioner’s  View- 
point; Recent  Advances  in  the  Diagnosis  and  Treatment  of  Liver  Disorders  and  Kidney  Disorders; 
Medical  Care  of  Viet  Nam  and  other  Afro-Asian  Area  Veterans. 


• 23  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 

Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y„  N.  Y.  10019 


TELETYPE  212-640-4894 

Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 


TELEPHONE  (212)  LT1-1000 
PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 


SINGLE  BEDROOM 


□ $15.00 

□ $19.00 

□ $16.00 
□ $20.00 

□ $17.00 

□ $22.00 

□ $14.00 

□ $18.00 
□ $23.00 

DOUBLE-BEDDED  ROOM 

FOR  TWO 

□ $16.00 

□ $18.00 

□ $19.00 

□ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO 

□ $18.00 
□ $23.00 

□ $20.00 
□ $24.00 

□ $21.00 
□ $26.00 

□ $22.00 
□ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


February  12-16,  1967 


* 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient's  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bj)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied.  , 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 0<t  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50{f  per  insertion) 
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Index  to  Advertised  Products 

Ana  leptic-vita  mins 

Alertonic  (Wm.  S.  Merrell  Company) 

.3188-3189 

Analgesics 

Phenaphen  (A.  H.  Robins  Company) 

. . . . 3110 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 
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,4th  cover 
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Antivertigo 
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. . . . 3127 

Appetite  suppressants 

Preludin  (Geigy  Pharmaceuticals) 

.3106-3107 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 

....  3093 

Dermatologic  preparations 

pHisoHex(Winthrop  Laboratories) 

....  3089 

Diagnostic  aids 

Glucola  (Ames  Company,  Inc.) 

Tine  Test 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.).. 

.3rd  cover 
....  3128 

Hematinics 

Fergon  (Breon  Laboratories) 

....  3121 

Mood  elevators 

Dexamyl  (Smith  Kline  & French  Laboratories). 

. . . . 3194 

Multivitamins 

Stresscaps 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.). . . . 

....  3095 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company) 

....  3109 

Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 

.3118-3119 

Sex  hormones  & vitamins 

Mediatric  (Ayerst  Laboratories) 

.3098-3099 

Topical  corticosteroids 

Synalar  (Syntex  Laboratories) 

.3116  3117 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 3096-3997 

Prolixin  (E.  R.  Squibb  & Sons) 3091 

Valium  (Roche  Laboratories) 2nd  cover-3085 

Vistaril  (Pfizer  Laboratories) 3102-3103,  3104 

TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  lor  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G.. 

etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  lor  42  years,  our  graduates 
have  sound  prolessional  skills.  Free  Placement  Service. 

Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  LI.  (516)  IV  1-2774 
__  EST.  1924  • Licensed  by  the  State  of  New  York  « _ 


HOLBROOK  MANOR  NK*G 

Five  Acres  of  Pinewo'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Fritdman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Wslter  A'MfDmPD«rcroRF'A'P'A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
I’sychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


“Just  forget  about  your  Hypocritical  Oath,  Doctor, 
and  tell  me  just  what  you  think.” 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS- LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp. 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 
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PHYSICIANS  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  ELIG- 
ible,  Margaretville,  N.Y.  Hospital  fully  accreditated. 
Four  season  recreation  area  in  Catskill  Mountains.  Good 
social  and  educational  facilities.  Some  general  practice 
until  established.  Replacement  building  program  in- 
itiated. Guaranteed  income.  Apply:  W.  B.  Sheldon, 

Administrator,  Margaretville  Hospital,  Margaretville, 
N.Y. 


WANTED:  GENERAL  PRACTITIONER  FOR  IN- 

corporated  village,  northern  New  York.  Dairying  and 
paper  manufacturing  center.  Near  accredited  hospital. 
Good  fishing,  hunting  and  ski  area.  Box  448,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE. 
Position  open  as  associate  in  busy  department  in  275 
bed  general  hospital,  upstate  New  York.  Renumeration 
on  percentage  basis;  approximately  20,000  diagnostic 
cases  per  year.  Box  477,  % NYSJM. 


LEAVING  FOR  RESIDENCY  JULY  1967.  NEED  G.P. 
or  generalist  to  take  over  active  practice  near  Rochester. 
Modern,  well-equipped  office  building.  Building  or 
equipment  may  be  rented  or  purchased.  Hospital  nearby. 
Box  476,%  NYSJM. 


PHYSICIANS  WANTED — CONT’D 


WANTED:  SEMI-RETIRED  RADIOLOGIST  TO 

cover  regular  radiologist  in  small  town  hospital  during 
vacation  periods.  Excellent  salary  and  living  accom- 
modations. Box  493,  % NYSJM. 


BOARD  CERTIFIED,  TO  JOIN  4-MAN  RADI  LOG - 

ical  group  in  private  practice,  Eastern  Metropolis.  $24,000 
first  year;  junior  partnership  second  year;  full  partner 
after  five  years.  Box  495,  % NYSJM. 


UROLOGIST  WANTED  IMMEDIATELY.  HIGHLY 
successful  upstate  urologist  seeks  associate  with  objec- 
tive of  purchasing  practice  soon.  Excellent  terms,  pleasant 
community,  65  miles  from  New  York  City.  Outstanding 
hospital  facilities.  Call  (914)  DI  3-6049. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario.  Heart  of  dairy  and  fruit  farm- 
ing area.  Office  space  available.  Excellent  schools;  un- 
limited practice.  Also  in  need  of  dentist.  Reply  to:  Mrs. 
Maurice  Shafer,  Red  Creek,  New  York. 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  for  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480,  % NYSJM. 


WANTED:  GENERAL  PRACTITIONER  FOR  SCENIC 
Sauquoit  Valley,  central  New  York,  six  miles  south  of 
three  accredited  hospitals  in  Utica.  Consolidated  Board 
of  Health  officer,  school  physician,  deceased  doctor’s 
office  and  nurse  available.  No  doctor  left  in  Town  of 
Paris.  Reginald  Davies,  Supervisor,  Cassville,  New  York. 


RESIDENT  REQUIRED  FOR  150-BED,  PRIVATE 
hospital;  60-hour  week,  Monday  thru  Friday,  8 a.m.- 
8 p.m.;  $18,000  per  year.  Parsons  Hospital,  Flushing, 
N.Y.  Tel:  (212)  353-7100. 


INTERNAL  MEDICINE:  ASSOCIATE  WITH  GI 

training  wanted  by  Board  internist  in  Far  Rockaway. 
Must  have  military  service  completed.  D.  T.  Beer,  M.D., 
GR  1-7010. 


tp  Fight  tuberculosis  and. 
Other  respiratory  diseases 


PSYCHIATRIC  RESIDENCIES  AND  STAFF  Posi- 
tions: Fully  approved  three  year  residencies  in  psychiatry. 

University  training.  Attractive  housing.  ECFMG  re- 
quired first  year,  a state  license  for  second  and  third  years. 
Stipend:  $9,000  to  $11,000.  Also  limited  number  of  staff 
positions.  Starting  salaries:  Psychiatrist  $15,123  to 

$19,916;  physicians  $8,936  to  $19,916.  ECFMG  certifica- 
tion sufficient.  Write:  Harry  H.  Brunt,  Jr.,  M.D.,  Med- 

ical Director,  Ancora  State  Hospital,  Hammonton,  New 
Jersey. 


UNIQUE  OPPORTUNITY.  CONTRACT  GUARAN- 
teed,  Rockland  County,  20  min.  N.Y.C.  Refined  med. 
bldg,  adjoining  shopping  centers.  $40,000  gross  for 
pediatrician,  psychiatrist;  other  specialties  considered. 
8 hr.  day,  5 day  week,  11  month  year.  Box  487,  % 
NYSJM. 


PLASTIC  SURGEON,  APPROVED  PRECEPTORSHIP 
in  western  New  York,  available  immediately.  Applicant 
must  have  three  years  of  approved  general  surgery  train- 
ing, and  New  York  State  license.  Submit  qualifications  to 
Box  492,  % NYSJM. 


GENERAL  PRACTITIONER  WANTED.  ARE  YOU 
working  alone  too  many  tough  years  with  not  enough  real 
time  off  and  never  set  at  ease  by  lack  of  full  coverage? 
Relocate  now  and  take  the  opportunity  to  work  with  very 
busy,  active  general  practitioner  in  his  large,  modern,  well 
equipped,  for  15  years  ever  growing  practice.  This 
arrangement  will  give  both  several  months  yearly  paid 
vacations  without  headaches;  income  above  average  for 
both.  No  obstetrics.  XCM  5.  Rochester,  N.  Y. 
Would  also  consider  relocation  if  someone  should  propose 
similar  opportunity.  Box  494,  % NYSJM. 


Use  Christmas  Seals 
on  All  Your 
Holiday  Mail! 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  desires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


RADIOLOGIST,  BOARD  CERTIFIED— DIAGNOSIS  & 
therapy,  is  looking  for  part-time  position  or  association 
with  hospital,  clinic  or  medical  group.  Broad  experience, 
including  vascular  radiology.  Box  491,  % NYSJM. 


RESEARCHER,  M.D.,  PH.D.  CLINICAL  EVALUA- 
tion,  survey  studies,  laboratory  projects.  Application  of 
IBM  system.  Write  Box  483,  % NYSJM. 


UROLOGIST,  36,  MARRIED,  WITH  NO  MILITARY 
obligations,  will  finish  an  approved  residency  in  a major 
New  York  City  hospital.  Interested  in  practice  oppor- 
tunity in  association  with  a group  or  individual.  Box  496, 
% NYSJM. 


ANESTHESIOLOGIST,  ACA  CERTIFIED,  BOARD 
eligible,  four  years  experience  in  one  of  the  best  programs 
in  the  country,  desires  position  in  lower  Westchester  or 
Nassau  County,  N.  Y.  Tel:  (914)  MO  7-3463  evenings. 


PHYSICIAN,  N.Y.  STATE  LICENSE,  RESIDING  IN 
Westchester  Co.,  retired  from  N.Y.  State  Service,  g.p., 
experience  in  mental  retardation,  desires  p.t.  position, 
old  age  home,  convalescent  home,  or  school  in  Westchester 
Co.  area,  or  upper  Metropolitan  region  preferred.  Call 
(914)  WH  9-6598,  or  write  Box  498,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND, SOUTH  SHORE,  CENTER  OF  TOWN 
near  ocean.  8 room  equipped,  modern  office,  planned  for 
2 doctors.  Attached  to  two  story,  furnished,  beautiful 
home,  garages.  Immediately  available  for  general  prac- 
tice or  specialty.  Retiring.  $15,000  cash,  rest  easy  terms. 
Tell  your  friends  about  this  terrific  opportunity.  Box 
458,  % NYSJM. 


EXCELLENT  PRACTICE  OPPORTUNITY  AVAIL- 
able  for  G.P.  or  internist.  New,  modern,  fully  equipped 
air  conditioned  office  in  resort  and  agricultural  com- 
munity in  western  New  York  State.  New  accredited  hos- 
pital in  town.  New  centralized  school  system.  Owner  has 
left  to  join  group.  For  rental  or  sale.  Box  497,  % 
NYSJM. 


G.P.— OFFICE  AND  PRACTICE  AVAILABLE.  ONE 
hour  north  N.Y.C.  Leaving  to  specialize.  Box  499.  % 
NYSJM. 


IMMEDIATE— EXCELLENT  OPPORTUNITY  FOR 
doctor  of  internal  medicine  to  take  over  files  and  practice 
of  Philip  Preiser,  M.D.,  deceased.  Medical  Arts  Building, 
Charleston,  W.  Va.  Contact  Mrs.  Philip  Preiser,  1103 
Edgewood  Drive,  Charleston,  W.  Virginia.  Tel-  (304) 
346-1773. 


85  ST.,  185  EAST  BETWEEN  LEX.  & THIRD  AVES. 

“PARK  LANE  TOWER” 

NEW  36-STY.  APT.  TOWER.  IMMEDIATE  OCCUPANCY 
3 EXCELLENT  SUITES:  671—725—850  SQ.  FT. 

CALL  MR.  GREEN 
CHARLES  H.  GREENTHAL  CO.,  INC. 

1 8 East  48  St.,  N.Y.C.  PL  2-4700 


REAL  ESTATE  FOR  SALE  OR  RENT 


86  STREET,  210  EAST:  NEW  BUILDING.  PROFES- 
sional  units  available  on  Medical  floor.  Prime  area. 
Major  hospitals  minutes  away.  Rentals  include  parti- 
tions to  suit,  central  air-conditioning  & full  installation. 
For  particulars  & free  office  layouts  contact:  Edward 

Weiss,  Julian  J.  Studley,  Inc.,  342  Madison  Avenue,  NYC 
Phone  OX  7-7788 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)-454-0322 


FOR  RENT:  PROFESSIONAL  OFFICE  SPACE  ON 

lobby  floor  of  new  high  rise,  prestige  building.  Suitable 
for  combined  office  and  residence  or  for  group.  2,000 
sq.  ft.  Will  alter  to  suit  all  or  part.  2 private  entrances. 
Carlyle  Towers,  512  Bloomfield  Ave.,  Caldwell,  N.J. 
Phone:  (201)  228-4227. 


PORT  WASHINGTON:  1 BLOCK  FROM  R.R.;  2 

treatment  rooms,  all  utilities  & air  conditioning  present. 
Reception  room,  lab.,  dark  room,  lavatory,  business  office, 
private  office.  Large  private  parking  area.  PO  7-2626. 


OFFICE  FOR  RENT:  CENTRAL  PARK  WEST  NEAR 
86th  Street;  private  street  entrance,  distinguished  offee; 
share  waiting  room  with  long  established  dentist.  Modest, 
quiet  clientele.  Unfurnished,  reasonable.  ENdicott 
2-4251. 


OFFICE  FOR  RENT;  HOME/OFFICE  FOR  SALE  DUE 
to  death  of  physician.  3 room  professional  suite  in  modern 
Bronx  building.  $150  per  month.  12  room  house  (includ- 
ing 3 room  professional  suite),  Scarsdale  vicinity.  Priced 
in  60’s.  Peter  F.  Cohn,  M.D.,  Montefiore  Hospital,  Box 
66,  111  E.  210  St.,  Bronx,  N.  Y. 


SUITES  AVAILABLE  IN  NEW,  MODERN,  AIR-CON- 
ditioned  professional  building  located  in  rapidly  develop- 
ing Rocky  Point,  L.  I.,  N.  Y.  Denmark  Assoc.,  Box  1076, 
Rocky  Point,  New  York. 


CHESTER,  N.Y.  SITUATED  ON  TEN  BEAUTIFUL, 
scenic  acres  55  miles  from  N.Y.  City.  Custom  built,  7 
room,  3 bedroom,  2 bathrooms,  brick;  oak  floors,  pebble 
solar  roof,  copper  plumbing,  4 zone  oil,  hot  water  heat, 
10,000  watt  emergency  generator,  2 deep  wells,  2 car 
garage,  attached  greenhouse,  huge  kitchen  by  Cox. 
Price  $65,000.  Call  (914)  783-1052. 


OFFICE  FOR  RENT  AND/OR  PRACTICE  FOR  SALE: 
5 room  fully  equipped,  x-Ray  separate  entrance,  corner, 
convenient  all  transportation.  Recently  deceased  in- 
ternist, Brooklyn.  Adjoining  9-room  house  available  if 
desired.  Suitable  any  specialty.  Call  DE  9-1794. 


GENTLEMAN’S  FARM,  SUITABLE  FOR  CONVALES- 
cent  home.  Excellent  for  retired  M.D.  Dutchess  County, 
near  Millbrook,  N.Y.  Furnished  home,  farm  buildings, 
all  modern  equipment.  60  scenic  acres;  brook  running 
through  property.  Sacrifice  due  to  death  of  owner.  Write: 
Box  51,  Tremont  Station,  New  York,  N.Y.  10457. 
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CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  ‘Dexamyl1  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  ‘Dexamyl’  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  1 Vi  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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ings, New  York  Allergy  Society],  3129 
Asthma,  esophageal  reflux  as  trigger  in,  3030 
Atherosclerosis:  stroke-prone  individual  [Early  Diagnosis 

of  Coronary  Disease  and  Stroke]  (Symposium),  2772 
Atrial  septal  defects,  experimental  method  and  instrument 
for  creating  [Abstracts,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  3180 

Attempt  to  Reduce  Operative  Mortality  in  Infants  with 
Patent  Ductus  Arteriosus  [Abstracts,  Proceedings,  New 
York  Society  for  Thoracic  Surgery]  (Demos,  Timmes, 
Poulos,  and  Yadusky),  3179 

Audiometer:  measurement  and  interpretation  of  hearing 

threshold  levels,  2126 

Automobiles,  safety  standards  for;  preventive  medicine  for 
traffic  accident  injuries,  2690 
Automotive  crash  injury  research,  four  facets  of,  1798 
Azuela,  Mariano,  M.D.  (1873-1952);  physician  and  novelist 
of  Mexican  revolution  [Medical  Arts  and  Letters],  2828 

Bacteriology  of  Lower  Respiratory  Tract;  Bronchoscopic 
Study  [Abstracts,  Proceedings,  New  York  Society  for 
Thoracic  Surgery  ] ( Potter,  McNeill,  Chamberlain,  Rotman, 
and  Fernandez),  2563 
Barbiturate  coma,  treatment  of,  2290 

Basal  Cell  Carcinoma  of  Nose  (Rubin,  Bromberg,  Walden, 
and  Dean),  2417 

Behavior  analysis:  external  chemical  messengers,  3153 
Behavioral  development,  human,  effect  of  environmental 
influences  on,  3143 

Bilateral  Carcinoid  Tumors  of  Mediastinum  [Abstracts, 
Proceedings,  New  York  Society  for  Thoracic  Surgery] 
(Fell,  Sprayregen,  and  Becker),  3178 
Bilharziasis  or  schistosomiasis,  Napoleon  Buonaparte  and 
[History  of  Medicine],  2295 
Billsbord  (Series),  1814,  2310,  2573,  2832 

Biochemical  Abnormalities  in  Bronchial  Asthma  [Proceed- 
ings, New  York  Allergy  Society]  (Teirstein),  3129 
Bleeding,  abnormal,  in  surgical  patients  [Recent  Advances 
in  Medicine  and  Surgery],  2428 
Blood  test:  diagnosis  of  early  syphilis,  2908 
Bone  cyst,  idiopathic,  1753 

Bone:  role  of  scintillation  scanning  in  clinical  medicine,  part 
III  [Recent  Advances  in  Medicine  and  Surgery],  2257 
Booth,  John  Wilkes  and  Lee  Harvey  Oswald,  similarities  in 
fatal  woundings  of  [History  of  Medicine],  1782 
Brain:  role  of  scintillation  scanning  in  clinical  medicine, 

part  I [Recent  Advances  in  Medicine  and  Surgery],  2020 
Breast,  thrombophlebitis  of,  and  contiguous  thoracicoab- 
dominal  wall  (Mondor’s  disease),  3146 
Bromide  intoxication,  psychosis  due  to,  2818 
Bronchial  healing,  importance  of  suture  material  in,  2009 
Bronchoscopic  study;  bacteriology  of  lower  respiratory 
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tract  [Abstracts,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  2563 

Bucket  Seat  Treatment  for  Decubitus  Ulcer  (Ackerman), 
2053 

Buonaparte,  Napoleon,  and  schistosomiasis  or  bilharziasis 
[History  of  Medicine],  2295 

Cancer  Chemotherapy  [Recent  Advances  in  Medicine  and 
Surgery]  (Greenwald),  part  I,  2532;  part  II,  2670 
Cancer:  mammography  in  clinical  practice,  2113 
Cancer:  precancer  of  skin;  diagnosis  and  treatment  [Recent 
Advances  in  Medicine  and  Surgery],  part  I,  2923,  part 
II,  3043 

see  also  Carcinoma,  Tumor (s) 

Capital  femoral  epiphysis,  slipping;  long-term  follow-up  and 
review  of  cases  in  Rochester,  New  York,  2248 
Carcinoma 

hepatomegaly  and  progressive  jaundice  associated  with 
abdominal  discomfort  [Clinicopathologic  Conference], 
2936 

mammography;  a word  of  caution,  2005 
obstructive  jaundice  in  septuagenarian  [Clinicopathologic 
Conference],  2800 
persistent  hoarseness,  2658 
Carcinoma  of  nose,  basal  cell,  2417 

Carcinoma  of  rectum,  preoperative  radiation  for,  2243 
Carcinomas,  latent  primary,  of  gastrointestinal  tract,  skeletal 
metastases  from,  2814 
see  also  Cancer,  Tumor  (s) 

Cardiac  pacing,  transvenous  synchronous  [Abstracts,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2563 
see  also  Heart 

Caring  for  the  Young  Diabetic  Patient  ( Moskowitz),  2519 
Cathcart,  George  Clark,  M.D.,  (1860-1951)  and  concert 
pitch  [Medical  Arts  and  Letters],  2302 
Cellulitis  and  peritonsillar  abscess:  observations  from  cases 
on  Navaho  reservation,  2667 

Cerebrovascular  disease,  role  of  neurosurgeon  in  [Stroke: 
Definition  and  Discussion  of  Medical  Management] 
(Symposium),  1989 
Cervix  uteri,  primary  chancre  of,  1921 
Chancre,  primary,  of  cervix  uteri,  1921 

Chemical  messengers,  external;  I.  Emission  and  reception 
in  man,  3153 

Chemotherapy,  cancer  [Recent  Advances  in  Medicine  and 
Surgery]  part  I,  2532;  part  II,  2670 
Chemotherapy,  infusion,  3026 

Chest  wall,  masses  in,  and  dyspnea  [Clinicopathologic  Con- 
ference], 3054 
Child 

caring  for  the  young  diabetic  patient,  2519 
presacral  tumor  in  [Correlation  Conferences  in  Radiology 
and  Pathology],  2944 

secondary  implantation  of  mitral  valve  prosthesis  in 
[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  3177 

Child  Abuse;  Epidemiologic  Study  of  Medically  Reported 
Cases  (Simons,  Downs,  Hurster,  and  Archer),  2783 
Cholecystitis:  obstructive  jaundice  in  septuagenarian  [Clin- 
icopathologic Conference],  2800 
Chromosomes:  Down  syndrome  and  congenital  leukemia, 

3067 

Circumcision;  Attempt  at  Clearer  Understanding  (Rosner), 

29.19 

Clinical  Anesthesia  Conference  (Series),  1764,  2145,  2451, 
2685,  2949 

Clinical  Management  of  Status  Asthmaticus  [Proceedings, 
New  York  Allergy  Society]  (Mazzia),  3134 
Clinicopathologic  Conference  (Series),  1757,  1892,  2038, 
2266, 2440, 2549, 2800, 2936,  3054 
Cold  Agglutinins  [Clinical  Anesthesia  Conference],  2451 
Colitis,  ulcerative,  inflammatory  responses  in,  3040 
Coma  and  Focal  Neurologic  Findings  in  Young  Man  [Clin- 
icopathologic Conference],  2266 
Coma,  barbiturate,  treatment  of,  2290 

Coma,  sudden  headache,  convulsions  and  [Clinicopathologic 
Conference],  1757 

Complete  Replacement  of  Port-Wine  Stains  (Snyderman  and 
Wynn- Williams),  1905 

Congenital  Esophagobronchial  Fistulas  [Abstracts,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery]  (Amoury, 
Gerst,  and  Wylie),  2562 

Constipation,  bizarre  x-ray  findings,  and  persistent  vomiting 
[Clinicopathologic  Conference],  2038 
Contraceptive  device,  new  intra-uterine,  2123 
Control  unit,  environmental,  2913 

Convulsions,  sudden  headache,  and  coma  [Clinicopathologic 
Conference],  1757 

Cooperation  of  Allergist  and  Referring  Physician  (Glaser 
and  Dreyfuss),  2776 

Coronary  disease  and  stroke,  early  diagnosis  of  (Symposium), 
2765 

Correlation  Conferences  in  Radiology  and  Pathology  (Series) , 
1901, 2142, 2447,  2682,  2944,  3174 
Criterion  of  Positive  Two-Step  Exercise  Test  (Master  and 
Rosenfeld),  2641 

Culdoscopy  in  fertility  studies,  importance  in,  1867 
Cultures,  leukocyte,  of  patients  with  leukemia  and  lym- 
phomas, 2757 
Cyst(s) 

idiopathic  bone,  1753 


precancer  of  skin;  II.  Diagnosis  and  treatment  [Recent 
Advances  in  Medicine  and  Surgery],  3043 
splenic,  (epidermoid)  diagnosed  by  splenography,  2824 
Cystadenoma,  papillary,  of  pancreas,  3060 
Cytogenetics,  human,  in  obstetrics  and  gynecology,  applica- 
tion of,  2513 


David  Kinloch,  M.D.  (1559-1617);  Early  Scottish  Physician- 
Poet  [Medical  Arts  and  Letters]  (Ober),  1931 
Death  Following  Withdrawal  of  Diazepam  (Relkin),  1770 
Deaths  from  Narcotism  in  New  York  City;  Incidence, 
Circumstances,  and  Postmortem  Findings  (Helpern  and 
Rho),  2391 

Decubitus  ulcer,  bucket  seat  treatment  for,  2053 
Defects,  experimental  method  and  instrument  for  creating 
atrial  septal  [Abstracts,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  3180 
Dental  surgery:  idiopathic  bone  cyst,  1753 
Dermatologic  Experience  with  Liquid  Silicones  (Berger), 
2523 

Dermatoses:  precancer  of  skin;  II.  Diagnosis  and  treatment 
[Recent  Advances  in  Medicine  and  Surgery],  3043 
Diabetes  Insipidus  [Recent  Advances  in  Medicine  and  Sur- 
gery] (Relkin),  2789 

Diabetic  patient,  young,  caring  for  the,  2519 
Diagnosis  of  Early  Syphilis  (Volan),  2908 

Diarrhea,  rectal  lesion  associated  with  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  2142 
Diazepam,  death  following  withdrawal  of,  1770 
Diet,  effect  of,  on  enzymes  of  exocrine  pancreas  [Nutrition 
Reports],  3171 

Diet:  Fletcherism;  early  twentieth  century  food  fad  [History 
of  Medicine],  2687 
see  also  Nutrition  Reports  (Series) 

Diffuse  Cystic  Malformation  of  Stomach  (Tchertkoff  and 
Wagner),  2049 

Dispensaries,  early,  in  New  York  City,  1795 
Dissecting  Aneurysms  of  Aorta;  Rationale  for  management 
[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery]  (Glotzer,  Fell,  and  Caplan),  2561 
Disseminated  Retroperitoneal  Hemangioma  (Weinberg, 
Horowitz,  and  Eisenberg),  2286 
Dog  bites:  friendly  dog  syndrome,  2306 

Down  Syndrome  and  Congenital  Leukemia  (Propp,  Brown, 
and  Tartaglia),  3067 
Drug(s) 

cancer  chemotherapy  [Recent  Advances  in  Medicine  and 
Surgery]  part  I,  2532;  part  II,  2670 
death  following  withdrawal  of  diazepam,  1770 
infusion  chemotherapy,  3026 

rehabilitation  of  heroin  addicts  after  blockade  with  metha- 
done, 2011 

Drug  poisoning:  psychosis  due  to  bromide  intoxication, 
2818 

Ductus  arteriosus,  patent,  attempt  to  reduce  operative 
mortality  in  infants  with  [Abstracts,  Proceedings,  New 
York  Society  for  Thoracic  Surgery  ],  3179 
Dynamic  Aspects  of  Suicide  [Suicide]  (Symposium)  (Hand 
and  Meisel),  3009 

Dysplasia,  epiphysial,  premature  arthritis  as  manifestation 
of,  1917 

Dyspnea  and  masses  in  chest  wall  [Clinicopathologic  Con- 
ference], 3054 

Dyspnea,  progressive,  edema,  weight  loss,  and  mental  con- 
fusion [Clinicopathologic  Conference],  1892 


Early  Diagnosis  of  Coronary  Disease  and  Stroke  (Sym- 
posium), 2765 

Early  Dispensaries  in  New  York  City  (Wershub),  1795 

Early  Recognition  and  Prevention  [Early  Diagnosis  of 
Coronary  Disease  and  Stroke]  (Symposium)  (Gertler, 
Welsh,  and  Whiter),  2765 

Ectohormones:  external  chemical  messengers;  I.  Emission 
and  reception  in  man,  3153 

Edema,  weight  loss,  mental  confusion,  and  progressive 
dyspnea  [Clinicopathologic  Conference],  1892 

Education,  medical,  use  of  two-way  radio  by  voluntary 
health  organization  for  continuing,  2694 

Effect  of  Diet  on  Enzymes  of  Exocrine  Pancreas  [Nutrition 
Reports]  (Snook),  3171 

Effect  of  Environmental  Influences  on  Human  Behavioral 
Development  (LeWinn),  3143 

Effusion,  eosinophilic  pleural,  2044 

Electrocardiogram  and  potassium;  experiment  of  nature, 
2808 

Electrocardiogram:  criterion  of  positive  two-step  exercise 
test,  2641 

Emotional  disturbances 

caring  for  the  young  diabetic  patient,  2519 
neonatal  behavior,  mother-baby  interactions,  and  per- 
sonality development,  1874 
school  phobia;  clinical  experience,  1887 
Suicide  (Symposium),  3005 

Empyema,  actinomycotic  subdural;  survival  following 
surgical  draining  and  antibiotic  treatment,  2155 

Empyema  necessitatis,  terratoma  of  mediastinum  presenting 
symptoms  of  [Abstracts,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  3177 

Endohormones:  external  chemical  messengers;  I.  Emission 
and  reception  in  man,  3153 
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Endometriosis:  importance  of  culdoscopy  in  fertility  studies, 
1867 

Enteritis,  regional,  in  pregnancy,  newborn  narcotic  with- 
drawal associated  with,  2565 

Environmental  Control  Unit  (Fontana  and  Rappaport), 
2913 

Environmental  influences  on  human  behavioral  develop- 
ment, effect  of,  3143 

Enzymes  of  exocrine  pancreas,  effect  of  diet  on  [Nutrition 
Reports],  3171 

Eosinophilic  Pleural  Effusion  (Contino  and  Vance),  2044 
Epidemiology 

child  abuse;  epidemiologic  study  of  medically  reported 
cases,  2783 

human  pasteurellosis  in  New  York  State,  2527 
problems  of  multiple  sclerosis,  1743 

Pseudomonas  aeruginosa  serotypes  encountered  in  hos- 
pitals in  Albany,  New  York,  3033 
Epiphysial  dysplasia,  premature  arthritis  as  manifestation 
of,  1917 

Epiphysis,  slipping  capital  femoral;  long-term  follow-up  and 
review  of  cases  in  Rochester,  New  York,  2248 
Esophageal  Reflux  as  Trigger  in  Asthma  (Overholt  and 
Ashraf),  3030 

Esophagobronchial  fistulas,  congenital  [Abstracts,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  2562 
Examinations:  toposcopy;  frictionless  method  of  entering 
body  cavities  and  tracts,  1925 

Exocrine  pancreas,  effect  of  diet  on  enzymes  of  [Nutrition 
Reports],  3171 

Experimental  Method  and  Instrument  for  Creating  Atrial 
Septal  Defects  [Abstracts,  Proceedings,  New  York  Society 
for  Thoracic  Surgery]  (Poulos  and  Edelmann),  3180 
External  Chemical  Messengers;  I.  Emission  and  Reception 
in  Man  (Wiener),  3153 

Femoral  epiphysis,  slipping  capital;  long-term  follow-up  and 
review  of  cases  in  Rochester,  New  York,  2248 
Fertility  studies,  importance  of  culdoscopy  in,  1867 
Fishhooks  (Emerson),  2414 

Fistulas,  congenital  esophagobronchial  [Abstracts,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  2562 
Fletcherism;  Early  Twentieth  Century  Food  Fad  [History 
of  Medicine]  (Tobier  and  Steinberg),  2687 
Foreign  body:  missile-type  injury  from  hammer  fragment, 
2453 

Four  Facets  of  Automotive  Crash  Injury  Research  (Wolf), 
1798 

Fracture:  orthopedic  aspects  and  safety  factors  in  snow 

skiing,  2899 

Friendly  Dog  Syndrome  (Klein),  2306 

Fungus  Infections  at  Montefiore  Hospital  and  Medical  Center 
(Szilagyi  and  Reiss) , 3036 

Gallstone:  persistent  vomiting,  constipation,  and  bizarre 

x-ray  findings  [Clinicopathologic  Conference],  2038 
Ganglia,  basal:  death  following  withdrawal  of  diazepam, 

1770 

Ganglioneuroma:  presacral  tumor  in  child  [Correlation 

Conferences  in  Radiology  and  Pathology],  2944 
Gastrointestinal  tract,  skeletal  metastases  from  latent  pri- 
mary carcinomas  of,  2814 

Genetics:  effect  of  environmental  influences  on  human  be- 
havioral development,  3143 
Genetics:  problems  of  multiple  sclerosis,  1743 
George  Clark  Cathcart,  M.D.,  (1860-1951)  and  Concert 
Pitch  [Medical  Arts  and  Letters],  2302 
Glomerulonephritis:  rare  nephrocalcinosis,  1911 
Gravity:  new  nosologic  concepts  in  weightless  man,  2646 
Gynecology  and  obstetrics,  application  of  human  cytogenetics 
in,  2513 

Hamartoma : diffuse  cystic  malformation  of  stomach,  2049 
Hand,  soft-tissue  osteochondroma  of,  3065 
Head  Start:  what  did  health  do  for  poverty  prior  to  poverty 
programs?,  2568 

Health  services:  what  did  health  do  for  poverty  prior  to 

poverty  programs?,  2568 

Hearing  threshold  levels,  measurement  and  interpretation 
of,  2126 
Heart 

aortic  aneurysms  of  right  side  [Abstracts,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2561 
criterion  of  positive  two-step  exercise  test,  2641 
dissecting  aneurysms  of  aorta;  rationale  for  management 
[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  2561 

role  of  scintillation  scanning  in  clinical  medicine,  part  I 
[Recent  Advances  in  Medicine  and  Surgery],  2020 
transvenous  synchronous  cardiac  pacing  [Abstracts,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery], 
2563 

see  also  Cardiac 

Heart  disease:  early  recognition  and  prevention  [Early 

Diagnosis  of  Coronary  Disease  and  Stroke]  (Symposium), 
2765 

Hemagglutination:  cold  agglutinins  [Clinical  Anesthesia 

Conference],  2451 

Hemangioma:  complete  replacement  of  port-wine  stains, 

1905 

Hemangioma,  disseminated  retroperitoneal,  2286 


Hematoma:  coma  and  focal  neurologic  findings  in  young 

man  [Clinicopathologic  Conference],  2266 
Hemorrhage:  coma  and  focal  neurologic  findings  in  young 

man  [Clinicopathologic  Conference],  2266 
Hemorrhage:  utero-ovarian  vein  rupture  associated  with 

pregnancy,  2282 

Hemorrhagic  diseases:  abnormal  bleeding  in  surgical  pa- 

tients [Recent  Advances  in  Medicine  and  Surgery],  2428 
Hemostasis:  abnormal  bleeding  in  surgical  patients  [Recent 

Advances  in  Medicine  and  Surgery],  2428 
Hepatic:  solitary  liver  abscess,  1773 

see  also  Liver 

Hepatomegaly  and  Progressive  Jaundice  Associated  With 
Abdominal  Discomfort  [Clinicopathologic  Conference], 
2936 

Hepatosplenomegaly,  lipemia  retinalis,  and  hyperlipemia  in 
chronic  alcoholic  patient,  2951 
Hernia:  esophageal  reflux  as  trigger  in  asthma,  3030 

Heroin  addicts,  rehabilitation  of,  after  blockade  with  metha- 
done, 2011 

Hirsutism  and  Schizophrenia  in  Postmenopausal  Woman 
[Clinicopathologic  Conference],  2440 
History  of  Medicine  (Series),  1782,  1935,  2158,  2295,  2687, 
3072 

Hoarseness,  persistent,  2658 

Hormones:  oral  contraceptive  medications  and  throm- 

bophlebitis; thrombophlebitis  in  women  between  ages  of 
ten  and  fifty-five,  2663 

Human  Pasteurellosis  in  New  York  State  (Miller),  2527 
Hyperlipemia,  lipemia  retinalis,  and  hepatosplenomegaly 
in  chronic  alcoholic  patient,  2951 
Hypertension:  coma  and  focal  neurologic  findings  in  young 

man  [Clinicopathologic  Conference],  2266 
Hyperthyroidism:  anesthesia  for  thyroidectomy  [Clinical 

Anesthesia  Conference],  1764 

Hyperthyroidism:  Menetriere’s  disease  [Correlation  Con- 

ferences in  Radiology  and  Pathology],  2447 
Hypotension  During  Anesthesia  in  Narcotic  Addicts  [Clinical 
Anesthesia  Conference],  2685 

Hypothermia  in  patients  with  neoplastic  disease,  intracranial 
surgery  with,  2120 

Idiopathic  Bone  Cyst  (Zegarelli,  Kutscher,  and  Tenore), 
1753 

Implantation,  secondary,  of  mitral  valve  prosthesis  in  child 
[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery  ],  3177 

Importance  of  Culdoscopy  in  Fertility  Studies  (Clyman), 
1867 

Importance  of  Suture  Material  in  Bronchial  Healing  (Pecora), 
2009 

Infants  with  patent  ductus  arteriosus,  attempt  to  reduce 
operative  mortality  in  [Abstracts,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  3179 
Infarction:  abdominal  pain  with  vomiting  [Correlation 

Conferences  in  Radiology  and  Pathology  ],  3174 
Infections,  fungus,  at  Montefiore  Hospital  and  Medical 
Center,  3036 

Inflammatory  Responses  in  Ulcerative  Colitis  (Sommers  and 
Bercovitz),  3040 

Infusion  Chemotherapy  (Owens),  3026 

Injuries,  traffic  accident,  preventive  medicine  for;  safety 
standards  for  automobiles,  2690 
Injury 

from  hammer  fragment,  missile- type,  2453 
orthopedic  aspects  and  safety  factors  in  snow  skiing,  2899 
research,  four  facets  of  automotive  crash,  1798 
Intestinal  obstruction 

tender  abdominal  mass  and  pneumonia  one  month  after 
abdominal  stab  wound  [Clinicopathologic  Conference], 
2549 

Intoxication,  bromide,  psychosis  due  to,  2818 
Intracranial  Surgery  with  Hypothermia  in  Patients  with 
Neoplastic  Disease  (Javid  and  Owens),  2120 
Intralobular  Pulmonary  Sequestration  [Abstracts,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery]  (Rubin 
and  Attai),  3179 

Intramedullary  spinal  cord  metastases,  aspects,  of,  2273 
I ntra peritoneal  transfusion,  successful  transamnionic,  1766 
Intra-uterine  contraceptive  device,  new,  2123 
Introduction  [Proceedings,  New  York  Allergy  Society] 
(Siegel  and  Bukantz),  3129 

Intubation:  misuse  of  nasogastric  tubes  [Clinical  Anesthesia 

Conference],  2949 

Irradiation  sickness,  nutrition,  and  liver  disease,  urease 
immunity  in  [Nutrition  Reports],  2556 

Jaundice,  obstructive,  in  septuagenarian  [Clinicopathologic 
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abdominal  discomfort  [Clinicopathologic  Conference], 
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poet  [Medical  Arts  and  Letters],  1931 
Kraurosis:  precancer  of  skin;  I.  Diagnosis  and  treatment 
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precancer  of  skin;  Diagnosis  and  treatment  [Recent  Ad- 
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sudden  headache,  convulsions,  and  coma  [Clinicopathologic 
Conference],  1757 
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hepatomegaly  and  progressive  jaundice  associated  with 
abdominal  discomfort  [Clinicopathologic  Conference], 
2936 
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see  also  Hepatic 
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and  Pathology],  2682 
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Society  for  Thoracic  Surgery],  3177 
Medical  Arts  and  Letters  (Series),  1931,  2302,  2828 
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posium) (Friedman),  3007 
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Menetriere’s  Disease  [Correlation  Conferences  in  Radiology 
and  Pathology],  2447 
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loss  [Clinicopathologic  Conference],  1892 
Metabolism:  potassium  and  electrocardiogram;  experiment 
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Metastases,  skeletal,  from  latent  primary  carcinomas  of 
gastrointestinal  tract,  2814 
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and  Reynolds) , 2453 


Misuse  of  Nasogastric  Tubes  [Clinical  Anesthesia  Con- 
ference], 2949 
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[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  3177 

(Mondor’s  disease),  thrombophlebitis  of  breast  and  con- 
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[History  of  Medicine]  (Ayer),  2295 
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withdrawal,  newborn,  associated  with  regional  enteritis  in 
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Nasogastric  tubes,  misuse  of  [Clinical  Anesthesia  Con- 
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Neonatal  Behavior,  Mother-Baby  Interactions,  and  Per- 
sonality Development  (Easton) , 1874 
Neoplastic  disease,  intracranial  surgery  with  hypothermia 
in  patients  with,  2120 
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Neurofibromatosis:  precancer  of  skin;  II.  Diagnosis  and 
treatment  [Recent  Advances  in  Medicine  and  Surgery], 
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Neurologic  findings,  focal,  and  coma  in  young  man  [Clinico- 
pathologic Conference],  2266 
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Definition  and  Discussion  of  Medical  Management] 
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Newborn  Narcotic  Withdrawal  Associated  With  Regional 
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Obstetrics  and  gynecology,  application  of  human  cytogenetics 
in, 2513 
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Olfactory  perception:  external  chemical  messengers; 

I.  Emission  and  reception  in  man,  3153 
Oral  Contraceptive  Medications  and  Thrombophlebitis; 
Thrombophlebitis  in  Women  Between  Ages  of  Ten  and 
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Osteochondroma  of  hand,  soft- tissue,  3065 
Oswald,  Lee  Harvey,  similarities  in  fatal  woundings  of  John 
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Ovaries:  importance  of  culdoscopy  in  fertility  studies,  1867 
Oxygen  Concentrations  Achieved  with  Manual  Resuscitator 
(Karl),  2018 
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ceedings, New  York  Society  for  Thoracic  Surgery],  2563 
Pain,  abdominal,  with  vomiting  [Correlation  Conferences  in 
Radiology  and  Pathology],  3174 
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exocrine,  effect  of  diet  on  enzymes  of  [Nutrition  Reports], 
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papillary  cystadenoma  of,  3060 
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[Recent  Advances  in  Medicine  and  Surgery],  2257 
Papillary  Cystadenoma  of  Pancreas  (Duffy  and  McDonnell), 
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Papilloma:  precancer  of  skin;  II.  Diagnosis  and  treatment 
[Recent  Advances  in  Medicine  and  Surgery],  3043 
Paralysis:  potassium  and  electrocardiogram;  experiment  of 
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Pasteureliosis,  human,  in  New  York  State,  2527 
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baby  interactions,  1874 
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Physiologic  Principles  in  Management  [Proceedings,  New 
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Platyspondylisis:  premature  arthritis  as  manifestation  of 

epiphysial  dysplasia,  1917 

Pneumonia  and  tender  abdominal  mass  after  abdominal 
stab  wound  [Clinicopathologic  Conference],  2549 
Pneumonia:  mass  in  right  lung  [Correlation  Conferences  in 
Radiology  and  Pathology],  2682 
Poisoning:  medical  management  of  suicide  victim  [Suicide] 
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Poisoning:  treatment  of  barbiturate  coma,  2290 
Pollen  counts,  significance  of;  interpretation  and  misinter- 
pretations, 2409 

Port-wine  stains,  complete  replacement  of,  1905 
Potassium  and  Electrocardiogram;  Experiment  of  Nature 
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Precancer  of  Skin;  Diagnosis  and  Treatment  [Recent  Ad- 
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newborn  narcotic  withdrawal  associated  with  regional 
enteritis  in,  2565 
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plasia (Levy,  Moseley,  and  Siffert),  1917 
Preoperative  Radiation  for  Carcinoma  of  Rectum  (Quan), 
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Presacral  Tumor  in  Child  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  2944 

Prescription,  altered,  and  suicide  [Suicide]  (Symposium), 
3005 

Prevention  of  Suicide  [Suicide]  (Symposium)  (Avella),  3023 
Preventive  Medicine  for  Traffic  Accident  Injuries;  Safety 
Standards  for  Automobiles  (States),  2690 
Primary  Chancre  of  Cervix  Uteri  (Tchertkoff  and  Ober),  1921 
“Primary”  Melanoma  Within  Spinal  Canal  (Lin  and  Cook). 
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Problems  of  Multiple  Sclerosis  (Schumacher),  1743 
Proceedings,  New  York  Allergy  Society,  1883  3129 
Progressive  Dyspnea,  Edema,  Weight  Loss,  and  Mental  Con- 
fusion [Clinicopathologic  Conference],  1892 
Prosthesis,  mitral  valve,  in  child,  secondary  implantation  of 
[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  3177 

Pseudohermaphroditism:  Stein-Leventhal  syndrome  [Cor- 

relation Conferences  in  Radiology  and  Pathology],  1901 
Pseudomonas  Aeruginosa  Serotypes  Encountered  in  Hospitals 
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Psychiatric  Problems  in  Acute  Stroke  [Stroke:  Definition 

and  Discussion  of  Medical  Management]  (Symposium) 
(Zane),  2001 

Psychosis  Due  to  Bromide  Intoxication  (Stern),  2818 
Psychotherapy  of  Suicidal  Patient  [Suicide]  (Symposium) 
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Psychotherapy:  school  phobia;  clinical  experience,  1887 
Psychotherapy:  suicide  and  the  altered  prescription  [Suicide] 
(Symposium),  3005 
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ferences in  Radiology  and  Pathology],  2682 
Pulmonary  resection:  importance  of  suture  material  in 
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Pulmonary  sequestration,  intralobular  [Abstracts,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  3179 
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Radioactive  Rose  Bengal  Abdominal  Scanning  in  Jaundiced 
Patients  (Freeman  and  Kay),  1778 
Radiology:  see  also  Correlation  Conferences  in  Radiology 

and  Pathology  (Series) 
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ferences in  Radiology  and  Pathology],  2142 
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Discussion  of  Medical  Management]  (Symposium) 
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Respiratory  tract,  lower,  bacteriology  of;  bronchoscopic 
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Thoracic  Surgery],  2563 

Resuscitator,  manual,  oxygen  concentrations  achieved  with, 
2018 

Retroperitoneal  hemangioma,  disseminated,  2286 
Role  of  Neurosurgeon  in  Cerebrovascular  Disease  [Stroke: 
Definition  and  Discussion  of  Medical  Management] 
(Symposium)  (Feiring),  1989 

Role  of  Scintillation  Scanning  in  Clinical  Medicine  [Recent 
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United  States,  2158 
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Sacrum:  presacral  tumor  in  child  [Correlation  Conferences  in 
Radiology  and  Pathology],  2944 
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bengal,  1778 

Scanning,  scintillation,  role  of,  in  clinical  medicine  [Recent 
Advances  in  Medicine  and  Surgery],  part  I,  2020,  part  II, 
2129,  part  III,  2257 

Schistosomiasis  or  hilharziasis,  Napoleon  Buonaparte  and 
[History  of  Medicine],  2295 

Schizophrenia  and  hirsutism  in  postmenopausal  woman  [Clin- 
icopathologic Conference],  2440 
Schizophrenia:  school  phobia;  clinical  experience,  1887 
School  Phobia;  Clinical  Experience  (Milman),  1887 
Scintillation  scanning,  role  of,  in  clinical  medicine  [Recent 
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Secondary  Implantation  of  Mitral  Valve  Prosthesis  in  Child 
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Surgery]  (Robinson  and  Young),  3177 
Sensory  perception:  external  chemical  messengers;  I. 

Emission  and  reception  in  man,  3153 
Septal  defect  and  left  ventricular  aneurysm,  surgical  correc- 
tion of  postinfarction  ventricular  [Abstracts,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2564 
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terpretations (Albert),  2409 
Silicones,  liquid,  dermatologic  experience  with,  2523 
Similarities  in  Fatal  Woundings  of  John  Wilkes  Booth  and 
Lee  Harvey  Oswald  [History  of  Medicine]  (Lattimer),  1782 
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basal  cell  carcinoma  of  nose,  2417 

complete  replacement  of  port-wine  stains,  1905 

vaginal  construction,  2424 

Slipping  Capital  Femoral  Epiphysis;  Long-Term  Follow-Up 
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ology and  Pathology],  1901 
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Stomach,  diffuse  cystic  malformation  of,  2049 
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intracranial,  with  hypothermia  in  patients  with  neoplastic 
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thoracic,  muscle  relaxants  and  mechanical  ventilators  in, 
2237 
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Surgical  Correction  of  Postinfarction  Ventricular  Septal 
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‘Blood-glucose 
screening  for  alj 
/our  patients? 


DEXTROSTIX  - 

provides  a clinically  useful 
determination  when  performed 
according  to  directions? 


DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


. . because  "Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  "The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method.  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  1:293,  1965. 


Yes— ajl  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 
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why  wonder  about  a dru( 

when  you  know 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
is  effective  b.Ld. 


Effective  in  a wide  range  of  everyday  infections— respi'a- 
tory,  urinary  tract  and  others— in  the  young  and  aged— 
the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication—  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity. 
Under  such  conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged,  serum  level  deter- 
minations may  be  advisable.  A photodynamic  reaction 
to  natural  or  artificial  sunlight  has  been  observed.  Small 
amounts  of  drug  and  short  exposure  may  produce  an 
exaggerated  sunburn  reaction  which  may  range  from 
erythema  to  severe  skin  manifestations.  In  a smaller  pro- 
portion, photoallergic  reactions  have  been  reported! 
Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects— Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is 
essential.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed 
in  short  treatment  courses.  In  infants,  increased  intra- 
cranial pressure  with  bulging  fontanels  has  been  ob- 
served. All  signs  and  symptoms  have  disappeared  rapidly 
upon  cessation  of  treatment.  Side  reactions  include 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy. 
Anaphylactoid  reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b i d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 

fggg*  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Lightens  the  glucose  load... 

diagnostically, 

gastronomically 


f 


•wt 


In  diabetes  detection 
procedures,  whenever 
controlled  carbohydrate 
ingestion  is  indicated,  such 
as  in  postprandial  blood-glu- 
cose screening  and  glucose 
tolerance  testing,  Glucola™ 
— Carbonated  Cola  Prepara- 
tion for  Carbohydrate  Toler- 
ance Testing  — lightens  the 
glucose  load.  The  75-Gm. 
glucose  loading  dose,  pro- 
vided in  each  7-oz.  bottle, 
demonstrates  a glucose  tol- 
erance curve  virtually  identi- 
cal to  the  curve  produced  by 
a 100-Gm.  loading  dose  con- 
ventionally  prepared.* 
Glucola  eases  the  glucose 
burden  gastronomically,  too! 
Of  85,000  individuals  tested 
for  diabetes  with  Glucola,  not 
one  case  of  vomiting  was  re- 
ported*—in  contrast  to  the  usual 
experience  with  conventional  glu- 
cose loads.  Glucola  is  prepared 
and  bottled  with  the  same  care  and 
respect  for  precise  calibration  and  quality 
control  that  you  have  come  to  expect  from  all 
diagnostic  tests  manufactured  by  AMES  Com- 
pany. This  helps  to  explain  the  out-  ~ 
standing  clinical  performance  achieved 
by  Glucola  in  published  studies. 

AMES  COMPANY,  Division  Miles  AmeS 
Laboratories,  Inc.,  Elkhart,  Indiana  as.es 


-Leonards,  J.  R.;  McCullagh,  E.  P.,  and  Christopher,  T.  C.:  Diabetes  74:96,  1965. 


why  wonder  about  a drug 


when  you  know 

BECLOMYCIN 

pEMETHYLCHLOKrETRACYClINE 
is  effective  b.Ld. 


It’s  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections— respira- 
tory, urinary  tract  and  others— in  the  young  and  aged— 
the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity. 
Under  such  conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged,  serum  level  deter- 
minations may  be  advisable.  A photodynamic  reaction 
to  natural  or  artificial  sunlight  has  been  observed.  Small 
amounts  of  drug  and  short  exposure  may  produce  an 
exaggerated  sunburn  reaction  which  may  range  from 
erythema  to  severe  skin  manifestations.  In  a smaller  pro- 
portion, photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects— Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is 
essential.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed 
in  short  treatment  courses.  In  infants,  increased  intra- 
cranial pressure  with  bulging  fontanels  has  been  ob- 
served. All  signs  and  symptoms  have  disappeared  rapidly 
upon  cessation  of  treatment.  Side  reactions  include 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy. 
Anaphylactoid  reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg.  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 
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